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Infectious  Diseases.  A Guide  to  the  Understanding 
and  Management  of  Infectious  Processes.  Edited  by 
Paul  D.  Hoeprich,  M.D.,  with  89  contributors.  Quarto 
of  1,358  pages,  illustrated.  Hagerstown,  Maryland, 
Harper  & Row,  Publishers,  Inc.,  1972.  Cloth,  $42.50. 

Krantz  and  Carr’s  Pharmacologic  Principles  of  Medi- 
cal Practice.  A Textbook  on  Pharmacology  and 
Therapeutics  for  Students  and  Practitioners  of  Medi- 
cine, Pharmacy  and  Dentistry.  Eighth  edition.  By 
Domingo  M.  Aviado,  M.D.  Quarto  of  1,345  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1972.  Cloth,  $22.50. 

Seventh  Symposium  on  Advanced  Medicine.  Pro- 
ceedings of  a Conference  held  at  the  Royal  College  of 
Physicians  of  London,  22nd  February-26th  February 
1971.  Edited  by  Ian  A.  D.  Bouchier,  M.D.  Octavo  of 
345  pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1971.  Paper,  $13.25. 

Female  Sex  Anomalies.  By  Cary  M.  Dougherty,  M.D., 
and  Rowena  Spencer,  M.D.  Quarto  of  288  pages,  illus- 
trated. Hagerstown,  Maryland,  Harper  & Row,  Pub- 
lishers, Inc.,  1972.  Cloth,  $12.75.  continued  on  page  208 
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Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride) , can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  repoi’ted. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information. ) 


\ ' 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head.  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  .after  oral  administration 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 

j l/lZ/nY/irap  I Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 
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In  serious  gram-negative  infections 


Simplified 


dosage  guideline! 


Usual  adult  dosage  - - I.M.  and  I .V.  - - in  patients  with 

normal  renal  function 

132  lbs.  or  less  Over  132  lbs. 


1.5  cc.  (60  mg.) 
every  8 hours 


2cc.  (80  mg.) 
every  8 hours 


IS  20  22  24  26  2S  30  32 


Serious  Infections:  The  recommended 
dosage  of  GARAMYCIN  Injectable  in 
patients  with  normal  renal  function  is 
3 mg. /kg  /day  administered  in  three  equal 
doses  every  8 hours. 


Life-Threatening  Infections:  Dosages  of 
up  to  5 mg. /kg. /day  may  be  administered 
in  three  or  four  equal  doses.  This  dosage 
should  be  reduced  to  3 mg. /kg. /day  as 
soon  as  clinically  indicated. 


Children’s  Dosage— I.M.  and  I.V. 

3 to  5 mg. /kg. /day  in  three  equal  doses 
every  8 hours. 


*Due  to  susceptible  organisms 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical  obser- 
vation because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recom- 
mended. 


GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in 
mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at  on- 
set of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 


creatinine  or  oliguria).  Evidence  of  otot 
icity  requires  dosage  adjustments  or  i 
continuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactio 
peritoneal  dialysis  or  hemodialysis  will 
in  removal  of  gentamicin  from  the  bio 
Serum  concentrations  should  be  monH 
ed  when  feasible  and  prolonged  concent 
tions  above  12  meg. /ml.  should  be  avoid 
Concurrent  use  of  other  neurotoxic  ai 
or  nephrotoxic  drugs,  particularly  strep 




Gafarovci  n 

gerrtamian  I injectable 


dS ''de'Ufy 


sulfate 


LM. 


40  mg.  per  cc. 

Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


Duration  of 
therapy-I.M.  and  I.V. 

The  usual  duration  of  treatment  is  7 to  1 0 days.  In 
difficult  and  complicated  infections,  a longer  course 
of  therapy  may  be  necessary. 


Instructions  for  I.V.  use 

Dilution— A single  dose  is  diluted  in  1 00  or  200  cc.  of 
sterile  normal  saline  or  in  a sterile  solution  of  dextrose 
5%  in  water;  in  infants  and  children,  the  volume  of 
diluent  should  be  less.  The  concentration  of  gentamicin 
in  solution  should  not  exceed  1 mg./cc.  (0.1  %). 

Infusion  time— The  solution  is  infused  over  a period  of 
1 to  2 hours. 

Premixing— GARAMYCIN  Injectable  should  not  be 
physically  premixed  with  other  drugs  but  should  be 
administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage 
schedule. 


In  adults  with 
impaired  renal  function 

The  single  dose  of  GARAMYCIN  Injectable  given  by 
patient  weight  remains  the  same;  however,  the  interval 
between  doses  must  be  extended. 

This  interval  may  be  approximated  by  multiplying  the 
serum  creatinine  by  eight  as  follows: 

Serum  creatinine  X8  = frequency  of  administration 
(mg. /100  ml.)  (in  hours) 

This  dosage  schedule  is  not  intended  as  a rigid 
recommendation,  but  is  provided  as  a guide  to  dosage 
when  the  measurement  of  gentamicin  serum  levels  is 
not  feasible. 


See  Clinical  Considerations  section  which  follows... 


neomycin,  kanamycin,  cephaloridine, 
in,  polymyxin  B,  and  polymyxin  E 
n),  should  be  avoided. 

:oncurrent  use  of  gentamicin  with  po- 
retics  should  beavoided,  since  certain 
:s  by  themselves  may  cause  ototoxic- 
iddition,  when  administered  intrave- 
diuretics  may  cause  a rise  in  gentami- 
im  level  and  potentiate  neurotoxicity. 
I IN  PREGNANCY  Safety  for  use 
nancy  has  not  been  established. 


Garamycin®  Injectable 

brand  of  gentamicin  sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 
For  Parenteral  Administration 


WARNING:  Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  pre-existing  renal  damage,  treated  with  GARA- 
MYCIN Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should 
be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal 
impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recommended 
during  therapy  of  patients  with  known  impairment  of  renal  function. 
This  testing  is  also  recommended  in  patients  with  normal  renal  func- 
tion at  onset  of  therapy  who  develop  evidence  of  nitrogen  retention 
(increasing  BUN,  NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity 
requires  dosage  adjustments  or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal  dialysis  or 
hemodialysis  will  aid  in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible  and 
prolonged  concentrations  above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic  drugs,  par- 
ticularly streptomycin,  neomycin,  kanamycin,  cephaloridine,  vio- 
mycin,  polymyxin  B,  and  polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent  diuretics  should  be 
avoided,  since  certain  diuretics  by  themselves  may  cause  toxicity. 
In  addition,  when  administered  intravenously,  diuretics  may  cause 
a rise  in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has  not  been 
established. 


INDICATIONS  GARAMYCIN  Injectable  is  indicated,  with  due  regard  for 
relative  toxicity  of  antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms-. 

Pseudomonas  aeruginosa,  Proteus  species  (indole-positive  and  indole- 
negative), Escherichia  coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN  Injectable  to  be  effective  in 
septicemia  and  serious  infections  of  the  central  nervous  system  (menin- 
gitis), urinary  tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative  organisms  and  their  sus- 
ceptibility to  gentamicin  should  be  performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in  stepwise  fashion; 
there  have  been  no  one-step  mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis,  GARAMYCIN  may  be 
considered  as  initial  therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility  tests,  the  severity  of 
the  infection,  and  the  important  additional  concepts  contained  in  the 
Warning  Box.  In  the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin  type  drug  is  usually  indicated  as  concomitant 
antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be  effective  in  serious  staph- 
ylococcal infections.  It  may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are  contraindicated  and 
bacterial  susceptibility  testing  and  clinical  judgment  indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensitivity  to  gentamicin  is  a 
contraindication  to  its  use. 

WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and  respiratory  paralysis  have 
been  reported  in  the  cat  receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 
The  possibility  of  these  phenomena  occurring  in  man  should  be  considered 
if  gentamicin  is  administered  to  patients  receiving  neuromuscular  block- 
ing agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth  of  nonsusceptible 


organisms.  If  this  occurs,  appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demonstrated  by  rising  BUN, 
NPN,  serum  creatinine  and  oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impairment  treated  with 
larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring 
in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and  convulsions  have  also 
been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal 
function  who  do  not  receive  GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to  gentamicin,  in- 
clude increased  serum  transaminase  (SGOT,  SGPT),  increased  serum  bili- 
rubin, transient  hepatomegaly,  decreased  serum  calcium;  splenomegaly, 
anemia,  increased  and  decreased  reticulocyte  counts,  granulocytopenia, 
thrombocytopenia,  purpura;  fever,  rash,  itching,  urticaria,  generalized 
burning,  joint  pain,  laryngeal  edema;  nausea,  vomiting,  headache,  increased 
salivation,  lethargy  and  decreased  appetite,  weight  loss,  pulmonary  fibro- 
sis, hypotension  and  hypertension. 

DOSAGE  AND  ADMINISTRATION  GARAMYCIN  Injectable  may  be  given 
intramuscularly  or  intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for  GARAMYCIN  Injectable  for  pa- 
tients with  serious  infections  and  normal  renal  function  is  3 mg./kg./day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the  usual  dosage  is  80  mg. 
(2  cc.)  three  times  daily.  For  patients  weighing  60  kg.  (132  lb.)  or  less, 
the  usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages  up  to  5 mg. /kg./ 
day  may  be  administered  in  three  or  four  equal  doses.  This  dosage  should 
be  reduced  to  3 mg./kg./day  as  soon  as  clinically  indicated. 

*ln  children  and  infants,  the  newborn,  and  patients  with  impaired  renal 
function,  dosage  must  be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN  Injectable  is  recom- 
mended in  those  circumstances  when  the  intramuscular  route  is  not  feasi- 
ble (e.g„  patients  in  shock,  with  hematologic  disorders,  with  severe 
burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single  dose  of  GARAMYCIN 
Injectable  may  be  diluted  in  100  or  200  cc.  of  sterile  normal  saline  or  in 
a sterile  solution  of  dextrose  5%  in  water;  in  infants  and  children,  the 
volume  of  diluent  should  be  less.  The  concentration  of  gentamicin  in  solu- 
tion, in  both  instances  should  normally  not  exceed  1 mg./cc.  (0.1%).  The 
solution  is  infused  over  a period  of  1 to  2 hours. 

The  recommended  dose  for  intravenous  administration  is  identical  to 
that  recommended  for  intramuscular  use. 

GARAMYCIN  Injectable  should  not  be  physically  pre-mixed  with  other 
drugs,  but  should  be  administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYClfV  Injectable,  40  mg.  per  cc.,  2 cc.  multiple- 
dose  vials  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable,  10  mg.  per  cc.,  2 cc. 
multiple-dose  vials  for  parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult  Package  Insert  or  Physi- 
cians’ Desk  Reference.  Sobering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services  Department,  Schering 
Corporation,  Kenilworth,  New  Jersey  07033.  slr  m 
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40  mg.  per  cc. 

Each  cc.  contains  gentamicin 
sulfate  equivalent  to  40  mg.  gentamicin 


Letters  to  the  Editor 


Quo  vadis? 

To  the  Editor:  George  M.  Rosen,  M.D.,*  is  to  be  com- 
mended for  a scholarly  satire,  candidly  exposing  the 
paradox  of  peer  review  of  physicians  by  superspecialists 
where  “ . . . venom,  bitterness  and  jealousy  have  taken 
the  place  of  honesty  and  objectivity.”  He  raises  still 
another  voice  in  the  wilderness  crying  “Quo  vadis?”  In 
“An  Answer”  following  Dr.  Rosen’s  editorial,  the  Edi- 
tor replies  “Progress  leads  to  change,  and  change  de- 
mands adjustment,”  as  though  progress  or  change  were 
synonymous  with  betterment  or  improvement.  Actu- 
ally, progress  can  benefit  one  aspect  at  the  expense, 
deprivation,  or  destruction  of  other  equally  worthy  fac- 
ets. Based  on  a false  premise  that,  except  for  speciali- 
zation, “There  is  no  alternative,  however,  if  the  desired 
knowledge  and  unique  skill  of  a particular  specialty  are 
to  be  encompassed  and  fully  understood,”  he  waggles  a 
thumb  in  the  direction  of  that  broad,  well-paved  thor- 
oughfare Via  Speciale,  with  its  profusion  of  branching 
I toll  roads — expensive,  occasionally  exorbitant,  and 
sometimes  inaccessible. 

But  there  is  obviously  too  much  destination  dystocia. 
The  Editor  himself  detects  “.  . . the  sly  implication 
that  all  medicine  and  medical  care  are  in  a pretty  bad 
way,  if  not  hopeless!”  He  merely  echoes  Dr.  Rosen’s 
outcry  when  he  states  “What  is  lacking  is  an  overall 
direction  in  general  . . . .”  Unless  we  heed  Dr.  Rosen’s 
warning  cry,  we  are  faced  with  the  Editor’s  dire  premo- 
nition: “Without  change,  the  organization  of  medicine 
as  we  know  it  will  disappear  too  . . .”! 

Our  medical  monolith,  already  deeply  fissured  and 
cracked  with  specialization,  has  accumulated  uneven 
accretions  and  disparate  proliferation  in  certain  areas, 
while  its  binding  mortar,  general  practice,  has  been 
rapidly  eroded,  resulting  in  severe  structural  strain. 

! Unless  it  can  divest  itself  of  some  of  these  specific 
segments,  the  entire  edifice  is  doomed  to  disintegrate 
into  its  component  fragments.  Dentistry  and  podiatry 
have  long  since  broken  away,  established  their  own 
schools,  which  grant  their  respective  doctoral  degrees 
which  qualifies  them  practitioners  for  licensure  in  their 
t own  professions.  Although  there  is  considerable  simi- 
larity and  duplication,  they  neither  need  nor  utilize  the 
entire  spectrum  of  our  traditional  medical  school  curric- 
ulum in  the  training  or  conduct  of  their  practices.  To 
quote  the  Editor  out  of  context  “Like  our  specialties  in 
medicine  they  are  here  to  stay.” 

If  medicine  is  to  survive  as  a single  professional  enti- 
ty, it  must  encourage  and  effect  the  separation  of  those 
specific  specialties  which  are  already  self-sufficient  and 
capable  of  continued  existence  and  advancement  inde- 

*Rosen,  M.  R.:  The  question  ...  in  which  direction  does 

medical  progress  lie?,  New  York  State  J.  Med.  72:  2289 
(Sept.  15)  1972. 


pendent  of  medicine.  These  are  the  specialties  which, 
like  dentistry,  have  little  or  no  need  nor  use  for  the 
broad  knowledge,  versatile  aptitudes,  and  diverse  skills 
acquired  during  the  arduous  years  spent  in  medical 
school.  In  these  specialties,  proficiency  and  qualifica- 
tion is  attained  solely  by  completing  a required  number 
of  years  of  rigorous  residency  training  “ . . . learning 
more  and  more  about  less  and  less.”  Nevertheless, 
these  same  specialties  annually  siphon  off  an  apprecia- 
ble percentage  of  medical  school  graduates,  who  are 
destined  to  make  no  use  of  many  of  those  hard-earned 
talents  learned  in  medical  school.  With  neglect  and 
disuse  they  will  atrophy  until  they  are  completely  for- 
gotten and  lost  forever. 

The  limited  number  of  vacancies  available  in  our 
schools  of  medicine  are  too  few,  too  essential,  and  too 
precious  to  be  needlessly  expended  in  a narrow  special- 
ty where  the  fruits  of  medical  training  will  be  ignored 
and  dissipated.  To  accommodate  the  dictum  of  spe- 
cialization “learn  more  and  more  about  less  and  less,” 
our  traditional  standard  medical  school  curriculum  has 
been  so  modified  and  revised,  substituting  “electives” 
for  essentials,  that  recent  and  future  graduates  will  not 
be  “physicians”  in  the  original  connotation. 

Is  there  no  alternative?  There  is,  but  the  solution  to 
a complex  problem  cannot  be  expressed  adequately  in 
a single  paragraph  even  though  the  academic  and  legal 
changes  involved  are  relatively  minor.  An  aspirant  to 
a designated  specialty  would  take  the  traditionally  re- 
quired “premed”  basic  science  courses  on  entering  col- 
lege and  during  the  remaining  undergraduate  years 
take  all  the  preclinical  courses  usually  given  during  the 
first  two  years  at  medical  school,  particularly  empha- 
sizing those  courses  which  are  pertinent  and  basic  to- 
the  appropriate  specialty.  Proposals  to  compress  the 
current  truncated  medical  curriculum  into  the  college 
years  have  already  been  effected.  Since  there  would 
be  no  need  nor  intent  to  utilize  the  diverse  aptitudes 
gained  by  exposure  to  all  disciplines  during  the  last 
two  years  of  medical  school,  this  phase  could  be  by- 
passed. Even  the  traditional  internship  might  be 
waived,  since  these  designated  specialties  were  the  first 
to  eliminate  an  internship  requirement  for  certifica- 
tion. On  receiving  a baccalaureate  degree,  the  gradu- 
ate would  be  prepared  and  ready  for  residency  training. 
Accredited  facilities  for  a residency  program  in  a spe- 
cific specialty  would  be  affiliated  with  a university, 
empowered  by  a state  education  statute  to  grant  a doc- 
torate degree  in  the  specialty  profession  on  satisfactory 
completion  of  the  three  or  four  years  of  the  residency 
program  and  evidence  of  proficiency.  Obviously,  less 
than  a handful  of  applicable  specialties  would  be  af- 
fected. 

If  these  aspirants  were  thus  to  eschew  the  medical 
school,  not  only  would  they  be  spared  unnecessary  fi- 

continued  on  page  22 


January  1 , 1 973  / New  York  State  Journal  of  Medicine  1 7 


Index  to  Advertisers 


Medical  News 


Arch  Laboratories 213 

Breon  Laboratories 2nd  cover,  1 

Geriatric  Pharmaceutical  Corp 31 

Hoechst  Pharmaceuticals 4th  cover 

Kalikow  Realty 216 

Eli  Lilly  & Company 26 

Mead  Johnson  & Company 3 

Medical  Personnel  Pool 3rd  cover 

Mount  Sinai  School  of  Medicine 32,  209 

Pharmaceutical  Manufacturers' 

Association 19,  20,  21 

Schering  Corp 14,  15,  16 

Stuart  Pharmaceuticals,  Div.  I.  C.  I 

America  Inc . . 5 

Upjohn  Company 2 

Waldorf  Auto  Leasing 213 

H.  F.  Wanvig  Inc 32 

Winthrop  Laboratories 10,11,  12 

Wyeth  Laboratories 210,211 


MediCall  in  operation 

On  July  15,  1972,  the  first  nationwide  physicians’  in- 
formation service  began  operation.  Service  is  provided 
on  a twenty-four-hour  basis  to  all  physicians  in  the 
continental  United  States  who  seek  information  from 
an  experienced  specialist  in  a particular  field.  This 
service  may  particularly  benefit  physicians  in  remote 
geographic  areas. 

The  physician  seeking  information  will  pay  for  his 
telephone  call.  There  may  be  a fee  of  $5.00  to  $10  for 
the  information  obtained.  A portion  of  that  fee  will  go 
to  the  specialist  and  a portion  to  the  American  Society 
of  Continuing  Medical  Education.  Many  of  the  spe- 
cialists have  volunteered  their  services  gratis. 

Participation  in  the  MediCall  program  is  creditable 
toward  the  American  Medical  Association’s  Physician’s 
Recognition  Award.  The  specialist,  or  teacher,  may 
obtain  credit  in  Category  3,  “Medical  Teaching,”  and 
the  learner  may  obtain  credit  in  Category  5,  “Nonsu- 
pervised  Individual  Continuing  Medical  Education  Ac- 
tivities,” in  which  not  less  than  one  hour’s  credit  may 
be  claimed. 

Only  physicians  may  utilize  the  MediCall  Service. 
Those  physicians  interested  in  discussing  a particular 
medical  emergency  or  problem  with  a specialist  may 
call  312-782-7888. 

Co-recipient  of  award 

Gerald  Weissmann,  M.D.,  professor  of  medicine  at 
New  York  University  School  of  Medicine,  was  named 
co-recipient  of  the  first  Alessandro  Robecchi  Founda- 
tion Award  at  the  Aix-le-bain  Congress  of  the  Interna- 
tional Conference  on  Rheumatic  Disease.  The  award, 
shared  by  Dr.  Carceso  of  Italy,  was  for  his  outstanding 
paper  on  significant  recent  research  in  rheumatic  dis- 
ease and  was  accompanied  by  a prize  of  $1,200.  An 
international  jury  judged  the  papers. 

Work  in  Dr.  Wqissmann’s  laboratory  has  shown  that 
lysosomes  mediate  many  of  the  manifestations  of  acute 
and  chronic  arthritis.  It  was  also  established  that 
antiinflamatory  agents,  such  as  cortisone  and  chloro- 
quine,  stabilize  the  membranes  of  lysosomes  by  direct 
action.  Recently  an  “artificial  lysosome,”  or  liposome, 
was  created  of  defined  lipids  and  lysozyme.  Moreover, 
the  laboratory  has  documented  the  role  of  lysosomes  in 
such  phenomena  as  lymphocyte  transformation,  acute 
crystal-induced  inflammation,  tumor  promotion,  and 
shock. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is ... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 


products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products1 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs? 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparat  ion,  as 
iong  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  shoulfl  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician's  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepfed 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihvpertensives,  al- 
ways had  fo  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  bv  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  dea 
of  money.  I wish  we  could 
agree  on  a “grandfatheil 
clause”  approach  to  prepa 
rations  that  have  been  in  use  n 
for  a number  of  years  anc  j 
that  have  an  apparently 
satisfactory  track  record. 

For  example,  I thin! 
some  of  the  antibiotic  com 
binations  that  were  taker 
off  the  market  by  the  FDA 
performed  quite  well.  I arr 
thinking  particularly  o 
penicillin  - streptomvcii 
combinations  that  patient; 
— especially  surgical  pa 
tients  — were  given  in  on( 
injection.  This  made  fo: 
less  discomfort  for  the  pal 
tient,  less  demand  on 
nurses’  time,  and  fewe!| 
opportunities  for  dosagij 
errors.  To  take  such 
preparation  off  the  marke  I 
doesn't  seem  to  be  goo<| 
medicine,  unless  actual  us1 
age  showed  a great  deal  o 1 
harm  from  the  injection: 
(rather  than  the  prope | 
use)  of  the  combinaiion.  I 

The  point  that  should  bi  1 
emphasized  is  that  then 
are  both  rational  and  irra 
tional  combinations.  Thi  | 
real  question  is,  who  shouk 
determine  which  is  which  ' 
Obviously,  the  FDA  mus  f 
play  a major  role  in  mak 
ing  this  determination.  Ii 
fact,  I don't  think  it  cai 
avoid  taking  the  ultimate 
responsibility,  but  it  shouk 
enlist  the  help  of  outsick 
physicians  and  experts  ii 
assessing  the  evidence  an<4- 
in  making  the  ultimate  de 
cision. 
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If  two  medications  are 
ised  effectively  to  treat  a 
ertain  condition,  and  it  is 
mown  that  they  are  com- 
latihle,  it  clearly  is  useful 
nd  convenient  to  provide 
hem  in  one  dosage  form, 
t would  make  no  sense,  in 
act  it  would  be  pedantic, 
o insist  they  always  be 
irescribed  separately.  To 
(void  the  appearance  of 
■edantry,  the  “expert”  de- 
ries  the  combination  be- 
ause  it  is  a fixed  dosage 
)rm.  When  the  “expert" 
ivokes  the  concept  of  fixed 
osage  form  he  obscures 
le  fact  that  single-ingre- 
ient  pharmaceutical  prep- 
rations  are  also  fixed 
osage  forms.  By  a singular 
’mantic  exercise  he  im- 
lies  a pejorative  meaning 
) the  term  “fixed  dose” 
aly  when  he  uses  it  with 
?spect  to  combinations, 
fhat  is  ignored  is  the  sim- 
le  fact  that  only  in  the 
irest  of  circumstances 
aes  any  physician  attempt 
' titrate  an  exact  thera- 
mtic  response  in  his  pa- 
?nt.  It  is  quite  possible 
at  some  aches  and  pains 

I ill  respond  to  500  mg.  of 
pirin  yet  that  fact  does 
>t  militate  against  the  us- 
il  dose  being  650  mg. 
The  other  semantic  ploy 
ten  called  into  play  is  to 
■scribe  a combination 
oduct  as  rational  or  irra- 
i >nal. 

Take  antibiotic  mixtures, 
e source  of  much  of  the 
ticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients.  When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but"  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


ialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


continued  from  page  17 

nancial  expenditure  and  years  of  arduous  unessential 
study  but  additional  places  in  the  medical  schools 
would  be  salvaged  for  students  who  intend  to  engage  in 
personal  medical  care  with  a physician-patient  rela- 
tionship. No  solution  to  our  medical  malady  or  the 
current  medical  manpower  shortage  will  be  effective 
without  the  recrudescence  of  this  type  of  physician. 
More  than  a decade  before  “the  dawn  of  the  decade  of 
the  sixties,”  the  American  Academy  of  General  Prac- 
tice had  provided  the  impetus  indicating  the  direction 
in  which  lay  the  future  of  medical  progress.  Its  guid- 
ing principle  of  mandatory  continued  postgraduate  ed- 


ucation with  periodic  recertification  has  proved  so  phe- 
nomenally successful  that  it  is  now  widely  accepted 
and  imitated. 

With  the  emergence  of  family  practice,  the  jigsaw 
puzzle  is  now  completed.  But  what  of  the  several  left- 
over special  pieces  that  no  longer  fit  into  the  revised 
picture?  “Their  acknowledged  expanding  special 
spheres  of  knowledge  and  skill”  must  be  preserved  in 
their  role  as  separated  professions  and  fitted  into  their 
proper  place  in  the  pattern  of  the  modern  health  care 
complex. 

MILTON  B.  SPIEGEL,  M.D. 

480  Ninth  Street 
Brooklyn,  New  York  11215 


Medical  Meetings 


Therapy  for  the  alcoholic 

What  can  you  do  with  the  alcoholic  in  your  practice? 
Can  you  offer  appropriate  and  constructive  treatment? 
What  help  can  you  obtain  from  paramedical  sources 
within  your  community?  Learn  about  your  role:  the 

“nuts  and  bolts”  of  effective  therapy  for  the  alcoholic 
at  a General  Session  at  the  Convention  of  the  Medical 
Society  of  the  State  of  New  York  on  Monday,  February 
12,  1973. 

Bronx  Surgical  Society  meetings 

The  medical  public  is  cordially  invited  to  the  fol- 
lowing meetings  of  the  Bronx  Surgical  Society:  Janu- 
ary 23,  1973,  L.  P.  Brief,  M.D.,  “Total  Hip  Replace- 
ment”; March  27,  1973,  Jerome  Flynn,  M.D.,  “Com- 
pensation Medicine  in  Surgery”;  and  May  22,  1973, 
George  S.  M.  Cowan,  Jr.,  M.D.,  president,  “Hyperali- 
mentation.” Meetings  will  be  held  at  8:30  P.M.  at 
Mayer’s  Parkway  Restaurant,  233rd  Street  and  Bronx 
River  Parkway,  The  Bronx,  New  York. 

Symposium  on  forensic  sciences 

The  Tenth  Annual  Symposium  on  Forensic  Sciences 
will  be  sponsored  by  the  Institute  of  Forensic  Medicine, 
New  York  University  and  The  City  of  New  York,  the 
Department  of  Health,  State  of  New  York,  the  Medical 
Society  of  the  State  of  New  York,  and  The  Dental  So- 
ciety of  the  State  of  New  York.  The  Preliminary  pro- 
gram, to  be  held  from  April  13  through  14,  1973,  at  the 
Office  of  the  Chief  Medical  Examiner,  520  First  Avenue, 
Room  122,  New  York,  New  York,  is  as  follows:  April  13, 
morning  session,  discussion  on  gunshot  wounds,  wound 
ballistics,  and  external  ballistics;  afternoon  session, 
discussion  on  unlabeled  cases,  scene  investigation, 
carbon  monoxide  deaths,  deaths  in  legal  custody,  and 
determining  the  time  of  death;  evening  session,  dinner 
and  lecture  by  Milton  Helpern,  M.D.,  general  chair- 
man; April  14,  morning  session,  panel  discussion  on 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


narcotic  deaths,  methadone  therapy  and  abuse,  New 
York  City’s  addiction  services,  and  an  addict’s  point  of 
view;  afternoon  session,  recent  advances  in  forensic 
serology,  and  forensic  odontology;  and  evening  session, 
dinner. 

Annual  meeting  of  The  Medical  Society  of 
New  Jersey 

The  207th  annual  meeting  of  the  Medical  Society  of 
New  Jersey  will  be  held  May  12  through  15,  1973,  at 
Haddon  Hall,  Atlantic  City,  New  Jersey.  Copies  of 
the  regulations  and  application  for  space  in  the  1973 
scientific  exhibits  may  be  obtained  from  the  Executive 
Offices,  The  Medical  Society  of  New  Jersey,  Post  Of- 
fice Box  904,  Trenton,  New  Jersey. 

Certification  examination 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  next  two-day  written  certification 
examination  on  October  20  through  21,  1973.  The  ex- 
amination will  be  held  in  various  centers  geographical- 
ly distributed  throughout  the^United  States.  Informa- 
tion regarding  the  examination  may  be  obtained  from 
Nicholas  J.  Pisacano,  M.D.,  Secretary,  American 
Board  of  Family  Practice,  Inc.,  University  of  Kentucky 
Medical  Center,  Annex  =2,  Room  229,  Lexington,  Ken- 
tucky 40506. 

Downstate  annual  lecture 

Sidney  Blumenthal,  professor  of  pediatric  cardiology 
and  associate  dean  of  continuing  education,  University 
of  Miami  School  of  Medicine,  will  speak  on  “Preven- 
tion of  Atherosclerosis:  A Pediatric  Problem”  for  the 

Annual  Murray  B.  Gordon  Lecture.  Mr.  Blumenthal 
will  lecture  on  February  5,  1973,  4:00  P.M.,  at  the 
First  Floor  Lecture  Hall,  Basic  Sciences  Building, 
Downstate  Medical  Center,  450  Clarkson  Avenue, 
Brooklyn,  New  York. 
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Sixth  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  10,  1973  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration— 8:30  a m.,  Georgian  Foyer,  Third  Floor  (No  Registration  Fee) 


PROGRAM 


00  a.m.  Presiding:  Ralph  S.  Emerson,  M D , Chairman,  Committee  on  Medical  Aspects  of  Sports 

Introduction  and  Welcome:  Edward  Siegel,  M.D.  President,  Medical  Society  of  the  State  of  New  York ; Ewald  B 

Nyquist,  Commissioner  of  Education  of  the  State  of  New  York 


00  a.m.  JOINT  SESSION — Georgian  Ballroom  A,  Third  Floor 

TEAM  CONCEPT  OF  SCREENING  OF  ATH LETES— DOCTOR,  NURSE,  COACH  AND  PARENT  (Panel  Discussion) 


Presiding:  Daniel  Hanley,  M.D  , Chairman,  Medical  and  Training  Services,  U S.  Olympic  Committee,  Bowdom  College. 

Brunswick,  Maine 


1 . Fred  Allman,  M.D.,  Georgia  Tech  Team  Physician;  Former  President,  American  Academy  of  Sports  Medicine. 

2.  Thomas  A Shaffer,  M.D.,  Ohio  State  Medical  College  Professor  of  Pediatrics;  former  Chairman,  AMA  Medical 
Aspects  of  Sports  Committee 

3.  James  M Robey,  M D , University  of  North  Carolina,  Director,  Athletic  Injury  Study 

4.  Joseph  Paterno,  Head  Football  Coach,  Penn  State  University 

5.  Clifford  B Fagan,  PhD.,  Executive  Secretary,  National  Federation  of  State  High  School  Athletic  Association 

6.  Clayton  Thomas,  M D , Vice  President,  Medical  Affairs,  Tampax  Inc. 

7.  Tenley  Albright,  M D , Women's  Olympic  Figure  Skating  Champion  1956. 
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11  30-12  30  CLINICAL  DEMONSTRATIONS  JOINT  SESSION 
La  Loire  Suites  2,  3,  4 & 5.  3rd  floor 

Presiding:  Joseph  N Abraham.  Ph  D , Director  of  Physical  Education,  Hobart  College,  Geneva,  New  York;  U S.  Olyrr, 
Trainer,  Women's  Olympic  Team 

1.  Richard  Malacrea,  Trainer,  Princeton  University 

2 Fritz  Massaman.  Trainer,  New  York  Nets  (Basketball) 

3 Robert  Fletcher,  Trainer,  Herbert  Lehman  College 

4 John  Johnson.  Trainer,  New  York  Giants  and  Manhattan  College 


— 

12:30  p m LUNCHEON  — Royal  Ballroom  A and  B Toastmaster, 
Ralph  S.  Emerson,  M.D.,  Chairman,  Committee  on  Medical 
Aspects  of  Sports;  Guest  Speaker,  Joseph  Paterno,  Head 
Coach,  Penn  State  University 

v 


2:00  p m WOMEN'S  SPORT  PROGRAM — Goergian  Ballroom  B,  Third  floor 

Presiding  Sandra  Scott,  Ph  D.,  Safety  Research  Chairman,  State  Committee  for  Girls  Athletic  Activities,  NYS  PHSS 
SUNY,  Brockport,  New  York 

t 

1 STRESS  IN  SPORTS 

Dorothy  V Harris,  Ph  D , Penn  State  University 

2 CONDITIONING  AND  TRAINING  (Panel  Discussion) 

Presiding  Joseph  Abraham,  Ph  D , U S.  Olympic  Trainer,  Women's  Olympic  Team,  Hobart  College,  Gene\ 
New  York 

Daniel  Hanley,  M.D.,  Chairman,  Medical  Training  Services,  U S.  Olympic  Committee,  Bowdom  College,  Brunswii 
Maine 

Mrs  Muriel  Grossfeld,  U S.  Women's  Gymnastic  Olympic  Teams  1956,  1960,  1 964;  Head  Coach  1968-1972 
Clayton  Thomas,  M.D.,  Vice  President,  Medical  Affairs,  Tampax,  Inc.,  Palmer,  Mass. 

3 HEAT  EXHAUSTION  IN  ATHLETICS 

William  Coleman,  M D , University  of  Rochester  Medical  School,  Rochester,  New  York 
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00  p.m.  MEN'S  SPORT  PROGRAM  — Georgian  Ballroom  A,  Third  Floor 


Presiding:  Ralph  S.  Emerson,  M.D  .Chairman,  Committee  on  Medical  Aspects  of  Sports 


1.  WEIGHT  CONTROL  AND  NUTRITION  IN  ATHLETICS 

Donald  Cooper,  M.D  , Team  Physician,  Oklahoma  State  University;  Chairman,  NCAA — Council  on  Competitive 
Safeguards  and  Medical  Aspect  of  Sports 


2.  POTASSIUM  METABOLISM  AND  HEART  FUNCTION  DURING  EXERCISE 

Kenneth  Rose,  M.D  . Director  Division  of  Medical  Lab.  and  Research,  University  of  Nebraska  Health  Center 


3 VENEREAL  DISEASES 

Leonard  Heimoff,  M D , Clinical  Associate  Professor,  Cornell  University  Medical  College;  Chairman,  Venereal 
Disease  Subcommittee,  New  York  Academy  of  Medicine ; Chairman,  MSSNY  Committee  on  Drug  Abuse 


4.  ICE  HOCKEY  INJURIES 

David  Mulder,  M.D,,  Orthopedic  Surgeon,  Montreal  General  Hospital;  Consultant,  Montreal  Canadians 


'NTINUING  MEDICAL  EDUCATION  — 8 Elective  credits  — American  Academy  of  Family  Physicians. 


)ceedings  of  previous  symposia  available  to  all  who  attend. 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd.,  Lake  Success,  N.Y.  1 1040 

I will  □ will  not  □ attend  the  luncheon 
Please  reserve tickets  for  the  luncheon  at  $6.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  oZctty 
Indianapolis,  Indiana  46206  ,00204 
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Editorials 


Plan  ahead 


Plan  now  to  take  full  advantage  of  the  Annual 
Convention  of  the  Medical  Society  of  the  State 
of  New  York  from  February  11  through  15,  1973, 
at  the  Americana  Hotel,  New  York  City.  Planning 
ahead  is  essential  for  the  physician,  if  he  is  to  be 
free  to  obtain  the  fullest  benefit  of  the  great  and 
many  opportunities  offered  by  the  scientific  pro- 
grams of  the  Annual  Convention.  We  will  not 
burden  you  with  a detailed  review  of  the  program. 
We  wish  to  call  your  attention  to  some  of  the  high- 
lights. Please  note  that  on  Sunday,  February  11, 
there  will  be  an  all-day  session  on  acupuncture; 
Monday,  February  12,  will  emphasize  alcoholism; 
Tuesday,  February  13,  the  rapidly  expanding  field 
of  immunology,  specifically  as  it  relates  to  viruses 
and  cancer;  and  Wednesday,  February  14,  will  be 
Heart  Day. 

In  addition,  and  concurrently,  the  program  will 
include  other  scientific  sessions,  symposia,  panel 
discussions,  and  question  and  answer  periods. 
The  recent  policy  of  having  combined  sessions 
will  be  pursued  to  stimulate  cross-fertilization. 
There  are  five  such  combined  sessions:  orthopedic 
surgery  with  pediatrics;  plastic  surgery  and  urol- 
ogy; data  processing  with  pathology;  family  and 
general  practice  with  psychiatry;  and,  finally, 
medical,  legal,  and  compensation  matters  with 
occupational  medicine. 

Both  the  general  practitioner  and  the  specialist 
can  benefit  from  the  omnibus  of  topics  presented 


by  outstanding  authorities.  Select  the  subjects 
of  your  choice  now,  and  plan  to  be  able  to  attend. 
Beside  the  acquisition  of  knowledge,  there  is  the 
satisfaction  that  comes  with  learning,  the  health- 
ful relaxation  from  getting  away  from  it  all,  and 
the  relaxation  and  joys  from  seeing  friends,  class- 
mates, and  colleagues.  Some  sessions  are  accepted 
for  credit. 

The  scientific  and  technical  exhibits  are  well 
worth  viewing;  they  have  been  carefully  selected 
this  year.  Many  of  the  scientific  exhibits  have 
won  awards  at  national  meetings.  Approximately 
100  technical  exhibits  will  be  available.  It  is  also 
imperative  that  we  all  cooperate  by  visiting  the 
technical  exhibits  so  that  the  exhibitors  will  con- 
tinue to  participate  in  our  Annual  Convention. 
Selected  motion  pictures  are  carefully  scheduled, 
so  that  you  view  those  of  your  choice.  The  scienti- 
fic session  ends  Wednesday;  that  evening  is  de- 
voted to  the  President’s  Dinner  banquet. 

The  House  of  Delegates  has  its  final  meeting  on 
Thursday  morning  for  voting  and  to  conclude  the 
business  of  the  session.  Plan  also  to  attend  some 
of  the  Reference  Committees:  express  your  opin- 
ions and  make  your  own  personal  recommenda- 
tions and  participate  in  the  true  democratic  process 
that  prevails  in  the  Society.  A visit  to  the  House 
of  Delegates  is  also  in  order  to  understand  fully  the 
democratic  workings  of  the  State  Society. 
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The  loss  of  Edward  T.  Wentworth,  M.D. 

At  the  Clinical  Convention  of  the  American  Medical  Association  in  Cincinnati,  all 
learned  of  the  passing  of  Edward  T.  Wentworth,  M.D.,  Past  President  of  the  Medical 
Society  of  the  State  of  New  York. 

Henry  I.  Fineberg,  M.D.,  put  the  feelings  of  his  many  colleagues  very  appropriately 
when  he  said  he  was  a very  good  friend,  a gentleman,  and  a scholar,  a man  of  tremendous 
dedication  to  medicine,  a lover  of  nature,  a true  human  being  with  sincere  feelings  for 
people.  He  served  very  well  indeed,  throughout  his  medical  career. 

Medicine  has  lost  a true  champion;  all  who  were  associated  with  him  during  his  medi- 
cal lifetime  will  miss  his  wisdom,  his  service,  and  his  ever  friendly  smile. 
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Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


'•  Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


MOUNT  SINAI  SCHOOL  OF  MEDICINE  OF 
THE  CITY  UNIVERSITY  OF  NEW  YORK 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
Post-Graduate  Course  in  Cardiology 

“PRESENT  STATUS  OF  COMPUTER  ECG  AND  VCG  ANALYSIS” 

Under  the  Direction  of 

Leon  Pordy,  M.D.,  Harry  L.  Jaffe,  M.D.,  Kenneth  Chesky,  M.D.,  Simon  Dack,  M.D.,  F.A.C.S.,  Arnold  M.  Katz, 
M.D.,  and  Guest  Lecturers. 

Friday;  April  27,  1973 
9:00  a.m.  to  5:00  p.m. 

at 

The  Mount  Sinai  Medical  Center 

Fifth  Avenue  & 100th  Street,  New  York,  New  York  10029 


The  Division  of  Cardiology  of  the  Department  of  Medi- 
cine offers  this  course  to  cardiologists,  general  practi- 
tioners and  all  interested  specialists. 

This  course  introduces  the  principles  involved  in  com- 
puter analysis  of  the  electrocardiogram  and  vectorcardio- 
gram in  clinical  cardiology.  The  methods  and  equipment 
utilized  will  be  demonstrated.  This  will  be  followed  by  a 
detailed  presentation  of  the  results  obtained  in  the  re- 
cording and  interpretation  of  1)  arrhythmias,  2)  normal 
records,  and  3)  the  various  abnormal  cardiac  conditions, 
such  as  LVH,  RVH,  BBB,  myocardial  infarction,  etc. 


Automation  of  the  hospital  heart  station  by  computer 
will  also  be  included.  Practical  considerations  concern- 
ing comparative  and  pediatric  programs  will  be  discussed. 
The  lecture  material  will  be  followed  by  a work-shop  with 
direct  participation  by  those  attending  the  course.  This 
will  be  based  upon  a description  booklet,  which  will  be 
provided,  containing  12  unknown  tracings,  each  fol- 
lowed by  computer  printouts  and  clinical  data.  The 
program  is  acceptable  for  7 prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 


FEE:  $35.00 


For  Catalogue  and  Applications  Write:  Registrar,  The  Page  and  William  Black  Post-Graduate  School  of  Med- 
icine, Mount  Sinai  School  of  Medicine,  Fifth  Avenue  & 100th  Street,  New  York,  New  York  10029.  Telephone  (212) 
876-1000,  Extension  8384. 
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House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  will 
be  called  to  order  at  10:00  a.m.  on  Sunday,  February 
11,  1973,  in  the  Georgian  Ballroom  of  the  Ameri- 
cana of  New  York. 

In  accordance  with  Chapter  II,  Section  3,  of  the 
Bylaws,  the  House  will  assemble  according  to  the 
following  schedule: 

Sunday,  February  11,  10:00  a.m.  and  2:00  p.m. 

Tuesday,  February  13,  2:00  p.m. 

Wednesday,  February  14,  9:00  a.m.  and  2:00  p.m. 

Thursday,  February  15,  9:00  a.m. 

At  the  last  scheduled  session  (Thursday,  Febru- 
ary 15,  9:00  a.m.)  the  election  of  officers,  council- 
ors, trustees,  and  delegates  to  the  American  Medi- 
cal Association  will  take  place  in  accordance  with 
Chapter  III,  Section  1,  of  the  Bylaws. 

George  T.  C.  Way,  M.D.,  Speaker 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 

167th  Annual  Meeting 

The  167th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be  held  on 


Thursday,  February  15,  1973,  at  10:30  a.m.  in  the 
Georgian  Ballroom  of  the  Americana  of  New  York. 

Edward  Siegel,  M.D.,  President 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


Registration 

Registration  for  delegates  will  be  held  in  Vendome, 
10,  third  floor  of  the  Americana,  on  Saturday, 
February  10,  from  10:00  a.m.  to  7:30  p.m.  and  in 
the  foyer  of  the  Georgian  Ballroom,  third  floor,  on 
Sunday  through  Thursday,  February  11  through 
15,  after  8:00  a.m. 

General  registration  for  State  Society  members 
and  guests  will  take  place  in  Albert  Hall,  the 
Americana,  Sunday,  February  11,  through  Wednes- 
day, February  14,  from  8:30  a.m.  to  5:00  p.m. 


Exhibits 

Scientific  Exhibits  will  be  located  in  Albert  Hall. 
Scientific  Motion  Pictures  will  be  shown  in  the 
Motion  Picture  Theatre  in  Albert  Hall. 

Technical  Exhibits  will  be  located  in  Albert  Hall. 
Exhibits  will  be  on  view  Sunday,  February  11, 
through  Wednesday,  February  14,  9:00  a.m.  to 
5:00  p.m. 


Scientific  Program 

General  Sessions  will  be  held  Sunday,  February 
11,  at  10:00  a.m.  and  2:00  p.m.;  Monday,  Tuesday, 
and  Wednesday,  February  12,  13,  and  14,  at 
2:00  p.m. 

Section  and  Session  Meetings  will  be  held  Sunday, 
February  11,  at  10:00  a.m.  and  2:00  p.m.;  Monday, 
February  12,  through  Wednesday,  February  14,  at 
9:00  a.m.  and  2:00  p.m. 


Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the  Royal  Ball- 
room, second  floor  of  the  Americana,  on  Wednes- 
day, February  14,  at  8:00  p.m.,  preceded  by  the 
President’s  Reception  in  the  Versailles  Ballroom  at 
7:00  p.m. 

Tickets  should  be  ordered  in  advance  from  the 
Medical  Society  of  the  State  of  New  York,  420 
Lakeville  Road,  Lake  Success,  New  York  11040. 
Subscription  is  $25  per  person. 


Woman’s  Auxiliary 

See  page  62  for  program. 
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Scientific  Program 


Chairman 

BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen 

EDWARD  A.  BURKHARDT,  M.D.,  New  York 
STEPHEN  NORDLICHT,  M.D.,  New  York 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
MAXWELL  SPRING,  M.D.,  The  Bronx 
WILLIAM  J.  STAUBITZ,  M.D.,  Buffalo 
LEO  J.  SWIRSKY,  M.D.,  Brooklyn 
Director,  Division  of  Scientific  Activities 
NORMAN  S.  MOORE,  M.D.,  Ithaca 
AND 

CHAIRMEN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 


Sunday,  February  11,  1973, 10:00  A.M. 

Royal  Ballroom,  Second  Floor 

Maxwell  Spring,  M.D.,  The  Bronx,  Presiding 

Clinical  Assistant  Professor  of  Medicine,  New  York 
Medical  College 

All  Day  Session 

Symposium  and  Panel  Discussion: 
ACUPUNCTURE 

1.  Historical  Background  of  Acupuncture  and 
Physiology 

Frederick  Kao,  M.D.,  Brooklyn  (by  invitation ) 
Professor  of  Physiology,  State  University  of  New 
York  Downstate  Medical  Center 

2.  Muscle  Reeducation  by  Acupuncture 

Jean  Claude  Darras,  M.D.,  Paris,  France  (by 
invitation) 

Vice-President,  French  Association  of  Acupunc- 
ture 

3.  Acupuncture  Treatment  of  Patients  with 
Rheumatic  Diseases 

Micheline  Phankin  Koupernik,  M.D.,  Paris, 
F ranee  (by  invitation ) 

Staff,  Rheumatology  Department,  Lariboisiere 
Hospital 

4.  The  Use  of  Acupuncture  in  Dentistry 

J.  C.  de  Tymowski,  M.D.,  Paris,  France  (by  invita- 
tion) 

President,  International  Society  of  Acupuncture 
Lunch 
2:00  P.M. 

5.  The  Use  of  Acupuncture  in  Stroke  and  Hyper- 
tension 

Prof.  Lok  Y ee  Kung,  Hong  Kong  (by  invitation) 
President,  Hong  Kong  College  of  Chinese  Acu- 
puncture; President,  Kowloon  College  of  Chinese 
Medicine 


6.  The  Use  of  Acupuncture  in  Pain 

Ronald  Katz,  M.D.,  New  York  City 

Professor  of  Anesthesiology,  Columbia  University 
College  of  Physicians  and  Surgeons 

7.  The  Use  of  Acupuncture  for  Surgical  Anes- 
thesia (Film) 

Nguyen  Van  Nghi,  M.D.,  Marseilles,  France  (by 
invitation) 

Technical  Director,  The  Institute  of  Acupuncture 
Center  of  France 

8.  Hypnopuncture,  Psychopuncture,  Acupunc- 
ture: What  Is  It? 

Abraham  Weinberg,  M.D.,  New  York  City 

Attending  Psychiatrist,  Grade  Square  Hospital; 
Director  of  Psychiatry,  Institute  for  Research  in 
Hypnosis 

9.  Panel  Discussion 

Frederick  Kao,  M.D.,  Brooklyn,  Moderator 
Panel 

The  above  speakers 

Monday,  February  12,  1973,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

Norman  S.  Moore,  M.D.,  Ithaca,  Presiding 
Director,  Division  of  Scientific  Activities 

Symposium  and  Panel  Discussion: 
ALCOHOLISM— THE  DOCTORS’  DILEMMA? 

Stanley  E.  Gitlow,  M.D.,  New  York  City,  Moderator 
Clinical  Professor  of  Medicine,  Mount  Sinai  School 
of  Medicine 

1.  The  Alcoholic  in  Your  Patients  (The  Avoided 

Diagnosis) 

Ephraim  T.  Lisansky,  M.D.,  Baltimore,  Maryland 

(by  invitation) 

Professor  of  Medicine  and  Associate  Professor  of 
Psychiatry,  University  of  Maryland  School  of 
Medicine 

Physicians  may  avoid  the  early  diagnosis  of  alcoholism 
because  of  conscious  and  unconscious  psychologic 
mechanisms  that  stem  from  value  judgments  concerning 
disease  and  health  which  have  been  preformed  in  their 
early  life  and  during  their  medical  school  education.  The 
issue,  therefore,  lies  in  the  doctor’s  recognition  of  his  own 
psychologic  resistance  and  denial  that  may  interfere  with 
his  otherwise  inquiring  differential  diagnostic  skill. 
Thus,  he  may  unconsciously  avoid  many  clues  and  criteria 
that  readily  point  to  the  possible,  probable,  or  classical 
picture  of  alcoholism.  These  psychologic  mechanisms 
disallow  the  diagnosis  of  early  alcoholism  when  it  is  more 
easily  managed  and  frequently  reversible. 

2.  The  Alcoholic  in  Your  Peers  (The  Muffled  Cry) 

LeClair  Bissell,  M.D.,  New  York  City 

Coordinator,  Alcoholism  Service,  The  Roosevelt 
Hospital 

While  we  are  increasingly  accepting  our  responsibility 
for  treating  alcoholism  in  our  patient  population  and  for 
helping  industry  develop  case  finding  and  referral  tech- 
nics, the  physician’s  own  need  for  concerned  attention  is 
often  overlooked.  Meanwhile  the  AMA  is  being  urged 
to  take  strong  action  to  protect  the  public  against  a 
“significant  problem”  of  alcoholism  among  practicing 
physicians.  How  great  is  the  problem  and  what  might 
we  do? 
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3.  The  Alcoholic  in  Treatment  (AA  and  How  to 

Use  It) 

John  L.  Norris,  M.D.,  New  London,  New  Hamp- 
shire (by  invitation) 

Chairman,  General  Service  Board,  Alcoholics 
Anonymous 

The  fellowship  of  Alcoholics  Anonymous  can  provide 
for  those  who  will  accept  it  as  a life-support  system  which 
enables  those  who  have  become  psychologically  de- 
pendent on  alcohol  to  adjust  to  and  cope  with  life  without 
alcohol.  At  the  point  in  the  career  of  alcoholics  when 
the  acute  poisoning  and  its  complications  are  past, 
members  of  Alcoholics  Anonymous  will  introduce  people 
to  a group  or  groups  who  can  provide  the  social  and 
emotional  support  which  many  people  need  and  which, 
by  and  large,  we  in  the  profession  cannot  provide.  The 
companion  group  made  up  of  members  of  families  of 
alcoholics,  known  as  Al-anon,  can  provide  similar  support 
to  the  families  who  are  frequently  as  distressed  as  the 
alcoholics  themselves. 

4.  The  Alcoholic  in  Treatment  (Detoxification 

and  Where  to  Do  It) 

Frank  L.  Iber,  M.D.,  Boston,  Massachusetts  (by 
invitation) 

Professor  of  Medicine,  Tufts  University  School  of 
Medicine 

The  minimal  regimen  to  accomplish  alcohol  detoxifica- 
tion safely,  to  avoid  death  or  disability,  and  to  assure  as 
much  humanitarian  easement  of  withdrawal  symptoms 
will  be  described.  The  use  of  nonphysician  personnel 
and  the  handling  of  many  of  these  problems  outside  of 
the  hospital  is  an  important  new  aspect  of  treatment  in 
the  metropolitan  areas.  Competing  drug  regimens  and 
new  areas  of  investigation  will  be  discussed. 

Panel  Discussion:  The  Alcoholic  in  Treatment 

(After  Detoxification,  Your  Role) 

Stanley  E.  Gitlow,  M.D.,  New  York  City, 
Moderator 

LeClair  Bissell,  M.D.,  New  York  City 
Luther  Cloud,  M.D.,  New  York  City 

Senior  Associate  Medical  Director,  Equitable  Life 
Assurance  Society  of  the  United  States;  Past 
President,  National  Council  on  Alcoholism 
Thomas  Jones,  M.D.,  Durham,  North  Carolina  (by 
invitation) 

Chairman,  Board  of  Directors,  Durham  Council 
on  Alcoholism 

Tuesday,  February  13, 1973,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

Leo  Swirsky,  M.D.,  Brooklyn,  Presiding 

Associate  Chairman,  Scientific  Program  Committee 

Symposium  and  Panel  Discussion: 
VIRUSES,  IMMUNOLOGY,  AND  CANCER 

Yashar  Hirshaut,  M.D.,  New  York  City,  Moderator 
Assistant  Professor  of  Medicine,  Cornell  University 
Medical  College;  Clinical  Assistant  Physician, 
Clinical  Immunology  Service,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases 

1.  Cancer  and  Immunodeficiency 

Robert  A.  Good,  M.D.,  New  York  City  (by 
invitation) 

President,  Sloan-Kettering  Institute  and  Direc- 
tor of  Research,  Memorial  Sloan-Kettering 


Cancer  Center;  Adjunct  Professor,  Rockefeller 
University 

2.  Oncorna  Viruses  in  Cancer 

William  D.  Hardy,  Jr.,  V.M.D.,  New  York 
City  (by  invitation) 

Associate,  Division  of  Immunology,  Sloan- 
Kettering  Institute 

3.  Human  Sarcoma  Antigens 

Yashar  Hirshaut,  M.D.,  New  York  City 

4.  Biochemical  Evidence  for  a Viral  Etiology 
of  Human  Breast  Cancer 

Jeffrey  Schlom,  Ph.D.,  New  York  City  (by 
invitation) 

Assistant  Professor  of  Human  Genetics  and 
Development,  Columbia  University  College  of 
Physicians  and  Surgeons 

5.  Studies  on  Cancer  Immunotherapy 

Edmund  Klein,  M.D.,  Buffalo 

Chief,  Department  of  Dermatology,  Roswell 
Park  Memorial  Institute;  Professor  of  Medi- 
cine, State  University  of  New  York  at  Buffalo 
School  of  Medicine 

6.  Immunologic  Approaches  to  the  Treatment  of 
Human  Cancer 

Herbert  F.  Oettgen,  M.D.,  New  York  City 
Chief,  Clinical  Immunology  Service,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases;  As- 
sociate Professor  of  Medicine,  Cornell  Uni- 
versity Medical  College 

Panel  Discussion 
The  above  speakers 

Wednesday,  February  14, 1973,  2:00  P.M. 

Royal  Ballroom,  Second  Floor 

William  B.  Rawls,  M.D.,  New  York  City,  Presiding 
Associate  Chairman,  Scientific  Program  Committee 

This  symposium  and  panel  discussion  is  under  the  auspices 
of  the  American  Society  for  Clinical  Pharmacology  and 
Therapeutics — A Day  in  Therapeutics.  It  is  supported,  in 
part,  by  grants- in-aid  from  E.  R.  Squibb  & Sons,  Inc. 

This  program  has  been  accepted  for  three  hours'  prescribed 
credit  by  the  American  Academy  of  Family  Physicians. 

Symposium  and  Panel  Discussion: 

A.  Day  in  Cardiology — (see  page  40) 

CORONARY  ARTERY  DISEASE  1973 

Irving  S.  Wright,  M.D.,  New  York  City,  Moderator 
National  Chairman,  Inter-Society  Commission  on 
Heart  Disease  Resources 

P.M. 

2:00  The  Clinical  Presentation  of  the  Syndrome 
of  Angina  Pectoris 

Claude  Joyner,  M.D.,  Pittsburgh,  Penn- 
sylvania (by  invitation) 

Director,  Department  of  Medicine,  Alle- 
gheny General  Hospital;  Professor  of 
Medicine,  University  of  Pittsburgh  School 
of  Medicine 

2:25  Exercise  Evaluation  of  the  Patient  with 
Coronary  Artery  Disease 

Joseph  W.  Linhart,  M.D.,  Philadelphia, 
Pennsylvania  (by  invitation) 
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Professor  of  Medicine;  Director  of  Division 
of  Cardiology,  Hahnemann  Medical  Col- 
lege and  Hospital 

2:50  Myocardial  Function  in  Coronary  Artery 
Disease 

Richard  Helfant,  M.D.,  Philadelphia, 

Pennsylvania  (by  invitation) 

Chief  of  Cardiology,  Presbyterian-Uni- 
versity  of  Pennsylvania  Medical  Center; 
Assistant  Professor  of  Medicine,  University 
of  Pennsylvania  School  of  Medicine 

3:15  Arrhythmias  and  Conduction  Disorders  in 
Patients  with  Coronary  Artery  Disease 

S.  Serge  Barold,  M.D.,  Rochester 


Chief  of  Cardiology,  Genesee  Hospital; 
Assistant  Professor  of  Medicine,  University 
of  Rochester  School  of  Medicine  and 
Dentistry 

3:40  The  Cardiac  Care  Unit  in  the  Treatment  of 
the  Patient  with  Coronary  Artery  Disease 

Ronald  Pennock,  M.D.,  Philadelphia,  Penn- 
sylvania (by  invitation) 

Director,  Cardiac  Intensive  Care  Center; 
Assistant  Professor  of  Medicine,  Hahne- 
mann Medical  College  and  Hospital 

4:05  Intermission — 15  minutes 

4 : 20  Panel  Discussion 

The  above  speakers 


X' 


The  New  York  Physicians  Art  Association  is  pleased  to  announce  that  the  38th  Annual  Exhibition  of  Physi- 
cians’ Art  will  be  held  at  the  Lever  Building,  390  Park  Avenue  (53rd  Street),  New  York  City,  from  February  5 to 
19, 1973. 

Physicians  attending  the  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York  are  eligible  to 
submit  their  work  or  are  welcome  to  visit  as  guests. 

Stephen  Nordlicht,  M.D. 

President 

New  York  Physicians  Art  Association 


36  New  York  State  Journal  of  Medicine  / January  1 , 1 973 


SECTIONS  AND  SESSIONS 

All  papers  read  before  the  Society  by  members  be- 
come the  property  of  the  Society.  The  original  copy 
of  each  paper  shall  be  left  with  the  Secretary  of  the 
Section  or  Session. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly 
at  the  hour  specified. 

Executive  Session — The  first  order  of  business, 
election  of  officers.  “To  participate  in  the  election  of 
any  section,  a member  must  register  with  such  sec- 
tion.”— Bylaws,  Chapter  XII,  Section  3 

SECTION  ON 

Allergy 

Chairman.  Michael  H.  Grieco,  M.D.,  New  York  City 

Vice-Chairman 

Herbert  I.  Cohen,  M.D.,  New  York  City 

Secretary Samuel  Bloom,  M.D.,  Brooklyn 

Delegate.  . .William  E.  Hermance,  M.D.,  White  Plains 

Wednesday,  February  14/9:00  A. M. /Princess  Room,  Second 
Floor 

Symposium  and  Panel  Discussion — Abuse  of  Aerosol 
Bronchodilators 

Michael  H.  Grieco,  M.D.,  New  York  City,  Moderator 
Assistant  Clinical  Professor  of  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons; 
Director,  Allergy  and  Infectious  Disease  Section, 
St.  Luke’s  Hospital  Center 

1.  Are  Freon  Propellants  Inert? 

William  M.  Nicholas,  M.D.,  New  York  City 
Attending,  Allergy  Clinic,  Roosevelt  Hospital 

The  inhalation  of  halogenated  hydrocarbons  for 
anesthesia  purposes  may  result  in  cardiac  arrhythmias, 
especially  if  sympathetic  stimulation  occurs.  Fluori- 
nated  hydrocarbons  (Freons)  have  been  considered  to  be 
inert  propellants  in  aerosol  sprays.  The  deliberate 
sniffing  of  these  agents  has  resulted  in  many  sudden 
deaths,  possibly  as  a result  of  arrhythmia.  The  freons 
which  are  inhaled  by  asthmatics  who  use  bronchodilator 
aerosols  are  neither  inert  nor  nontoxic,  although  most 
evidence  suggests  that  the  blood  levels  attained  in  clinical 
use  are  insufficient  to  result  in  toxicity  except  with  severe 
hypoxemia. 

2.  Cardiopulmonary  Effects  of  Bronchodilators 

C.  Reddington  Barrett,  Jr.,  M.D.,  New  York  City 
Associate  Director,  Pulmonary  Division,  St. 
Luke’s  Hospital  Center;  Instructor  in  Medicine, 
Columbia  University  College  of  Physicians  and 
Surgeons 

The  pharmacologic  effects  of  aerosolized  catechol- 
amines on  the  respiratory  and  cardiovascular  systems  are 
mediated  by  beta  stimulation.  Bronchial  wall  smooth- 
muscle  relaxation  is  reflected  by  decreased  airway  re- 
1 sistance,  increased  flow  rates,  increased  vital  capacity, 
and  decreased  residual  volume.  The  principal  cardio- 
vascular effects  include  tachycardia,  blood  pressure 
elevations,  and  electrocardiographic  changes  of  S-T 
depression,  T-wave  inversion,  and  tachydysrhythmias. 
Observations  of  these  effects  will  be  reviewed. 


3.  Selective  Beta  2 Bronchodilators 

John  T.  Connell,  M.D.,  New  York  City 

Assistant  Director  of  Research,  The  R.  A.  Cooke 
Institute  of  Allergy,  Roosevelt  Hospital;  As- 
sistant Clinical  Professor  of  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons 

Beta-adrenergic  blockade  is  postulated  as  one  of  the 
abnormalities  in  asthmatic  patients.  Recent  develop- 
ments suggest  that  at  least  two  types  of  beta-adrenergic 
receptors  can  be  identified.  One  is  associated  with  the 
heart  (beta-1)  and  the  second  with  the  bronchi  (beta-2). 
Therapeutically,  the  use  of  selective  beta-2  agonists 
should  avoid  cardiac  complications. 

4.  The  Swing  Back  to  Theophylline 

Stanley  R.  Fine,  M.D.,  Flushing 

Assistant  Director,  Allergy  Section,  Roosevelt 
Hospital;  Instructor  in  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons 
Many  antiasthmatic  compounds  combine  ephedrine 
with  theophylline.  Recent  work  indicates  that  in  ade- 
quate oral  dosage  (7  to  10  mg.  per  kilogram  per  dose) 
aminophylline  alone  is  the  more  effective  agent  and  that 
the  addition  of  ephedrine  increases  side  effects  without 
additional  clinical  benefit.  The  advantages  of  the 
different  oral  theophylline  preparations  available  will  be 
discussed. 

SECTION  ON 

Anesthesiology 

Chairman.  . H.  Ketcham  Morrell,  Jr.,  M.D.,  Syracuse 

Vice-Chairman Gertie  F.  Marx,  M.D.,  The  Bronx 

Secretary. . Stanley  W.  Weitzner,  M.D.,  Valley  Stream 
Delegate Victor  J.  Tofany,  M.D.,  Rochester 

Sunday,  February  11/2:00  P.M. /Versailles  Terrace,  Second 
Floor 

1.  FIRST  ROBERTAZZI  MEMORIAL  LECTURE— 
The  Patient  and  the  Anesthesiologist 

Louis  R.  Orkin,  M.D.,  The  Bronx 

Professor  and  Chairman,  Department  of  Anesthesi- 
ology, Albert  Einstein  College  of  Medicine  of 
Yeshiva  University;  Director  of  Anesthesiology, 
Bronx  Municipal  Hospital  Center 
Dr.  Robertazzi,  to  whom  this  lecture  series  is  dedi- 
cated, was  foremost  a physician,  a teacher,  and  an 
anesthesiologist.  It  is  fitting  that  this  presentation  de- 
velop an  approach  to  the  anesthesiologist’s  role  in  the 
reduction  of  patient  morbidity  and  mortality  rates. 
This  effort  can  best  be  served  by  answering  the  question, 
“If  this  patient  is  liable  to  die,  what  will  be  the  most 
likely  cause  and  what  can  I do  to  prevent  it?”  The 
answers  guide  the  preoperative,  intraoperative,  and 
postoperative  management. 

Discussion:  Richard  Ament,  M.D.,  Williamsville 

Clinical  Professor  of  Anesthesiology,  State  Univer- 
sity of  New  York  at  Buffalo  School  of  Medicine;  At- 
tending Anesthesiologist,  Buffalo  General  Hospital 

2.  Symposium:  Intensive  Care  for  the  Newborn 

A.  Respiratory  Distress  Syndrome 

I.  Stanley  James,  M.D.,  New  York  City 

Professor  of  Pediatrics  in  Anesthesiology,  Columbia 
University  College  of  Physicians  and  Surgeons; 
Attending  Pediatrician,  Columbia-Presbyterian 
Medical  Center 

Discussion:  Rita  G.  Harper,  M.D.,  Brooklyn 

Assistant  Professor  of  Pediatrics,  State  University  of 
New  York  Downstate  Medical  Center;  Director  of 
Newborn  Nurseries,  Kings  County  Hospital  Center 
A.  WALTER  SUITER  LECTURE 
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B.  Ventilatory  Care  of  the  Newborn 

Leo  Stern,  M.D.,  Montreal,  Canada  (by  invitation) 
Associate  Professor  of  Pediatrics,  McGill  University 
Faculty  of  Medicine;  Director  of  Newborn  Medi- 
cine, Montreal  Children’s  Hospital 

In  the  last  decade  the  use  of  both  positive  (volume- 
and  pressure-cycled)  and  negative  pressure  respirators 
has  proved  to  be  effective  in  managing  the  neonate  with 
severe  respiratory  failure.  More  recently,  several  addi- 
tional approaches  have  been  described.  These  include 
continuous  positive  airway  pressure  (CPAP),  continuous 
negative  pressure  (CNP),  and  positive  end-expiratory 
pressure  (PEEP).  When  used  either  singly  or  in 
combination,  these  maneuvers  either  alone  or  together 
with  the  more  standard  forms  of  respirator  usage  have 
shown  an  added  efficacy  in  both  ultimate  survival  and 
reduced  morbidity  rate  in  infants  requiring  ventilatory 
care. 

Discussion:  Allen  I.  Hyman,  M.D.,  New  York  City 

Assistant  Professor  of  Anesthesiology,  Columbia 
University  College  of  Physicians  and  Surgeons; 
Assistant  Attending  Anesthesiologist,  Columbia- 
Presbyterian  Medical  Center 

SECTION  ON 

Chest  Diseases 

Chairman Allan  E.  Bloomberg,  M.D.,  The  Bronx 

Vice-Chairman S.  N.  Lu,  M.D.,  Schenectady 

Secretary Harry  Golembe,  M.D.,  Liberty 

Delegate Arthur  Q.  Penta,  M.D.,  Schenectady 

Tuesday,  February  13/9:00  A. M. /Versailles  Terrace,  Second 
Floor 

1.  Reconditioning  of  Emphysema  Patients  Using 
Interval  Training 

Vo  jin  N.  Smodlaka,  M.D.,  New  York  City 

Director  of  Rehabilitation  Medicine,  Methodist 
Hospital  of  Brooklyn 

David  R.  Adamovich,  M.S.,  Brooklyn  (by  invitation) 
Reconditioning  Laboratory,  Methodist  Hospital  of 
Brooklyn 

A group  of  severely  affected  emphysema  patients  of 
Classes  III  and  IV  were  reconditioned  on  a comprehen- 
sive rehabilitation  program  of  interval  training.  Prior 
to  each  training  session,  the  patient  received  intermittent 
positive  pressure  breathing  with  or  without  medication, 
positioning,  clapping  and  vibration,  breathing  exercises, 
and  coughing  to  promote  drainage.  Working  capacity 
was  tested  periodically  during  the  training  regimen  by  use 
of  the  interval  work  capacity  test  and  continuous  work 
capacity  test.  In  spite  of  their  decreased  cardio- 
pulmonary reserve,  as  evidenced  in  before  and  after 
pulmonary  function  tests,  each  patient  was  able  to  im- 
prove his  physical  working  capacity.  Although  the 
improvement  may  have  been  small  in  some  cases,  our 
patient’s  overall  mental  and  physical  outlook  of  them- 
selves improved  greatly. 

2.  The  Significance  of  the  Tuberculin  Test 

Paul  H.  Diamond,  M.D.,  Plainview 

Director  of  Pulmonary  Diseases,  Nassau  County 
Medical  Center 

Increasing  dependence  on  the  tuberculin  skin  test  de- 
mands greater  awareness  of  the  ability  and  limitation  of 
the  tuberculin  skin  test  to  serve  both  as  an  epidemiologic 
and  diagnostic  tool.  Tuberculoprotein  adsorption  has 
long  been  recognized  as  a major  contributing  factor  in  the 
loss  of  antigen  potency.  Despite  the  improved  tubercu- 


lin preparations,  frequent  failure  of  host  responsiveness 
in  active  and  overwhelming  tuberculosis  requires  physi- 
cian discretion  in  the  interpretation  of  a skin  test  with 
negative  results.  Screening  technics  continue  to  be 
effective  and  assume  greater  importance.  The  applica- 
tion and  usefulness  of  skin  testing  in  the  office  and  hospi- 
tal will  be  discussed. 

3.  Recent  Research  Trends  in  Lung  Cancer 

Julius  Wolf,  M.D.,  The  Bronx 

Chief  of  Staff,  Veterans  Administration  Hospital; 
Professor  of  Clinical  Medicine,  Mount  Sinai  School 
of  Medicine 

Data  from  the  recent  studies  of  the  Veterans  Ad- 
ministration Lung  Cancer  Group  will  be  presented. 
This  will  include  results  of  trials  of  nitrosoureas,  cyclo- 
phosphamide, and  radiotherapy  in  the  treatment  of 
patients  with  inoperable  cancer  of  the  lung.  The  role 
of  background  variables  in  initial  performance  status 
as  demonstrators  for  survival  will  be  discussed. 

4.  The  New  York  State  Trudeau  Society  Lecture — The 

Pathophysiology  and  Treatment  of  Severe  Asthma 

M.  Henry  Williams,  Jr.,  M.D.,  The  Bronx 

Professor  of  Medicine,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University;  Director  of  Chest 
Service,  Bronx  Muncipal  Hospital  Center 

5.  Valvular  Heart  Surgery:  The  Selection  of  Pa- 
tients, the  Selection  of  Valves,  and  the  Results 

C.  Walton  Lillehei,  M.D.,  New  York  City 

The  Lewis  Atterbury  Stimson  Professor  of  Surgery, 
The  New  York  Hospital-Cornell  Medical  Center 

Patients  with  valvular  lesions  become  candidates  for 
surgical  treatment  when  their  incapacitation  significantly 
interferes  with  life,  or  when  life  expectancy  compares  un- 
favorably with  surgical  risk,  or  both.  Valves  are  re- 
constructed whenever  feasible,  otherwise  replaced. 
Prosthetic  valve  performance  has  been  significantly  im- 
proved by  our  low  profile,  titanium  valve,  with  a free 
floating  carbon  disc  (Pyrolite)  that  opens  to  80  degrees 
providing  central  flow.  As  a consequence,  hemody- 
namic pressure-flow  performances  have  begun  to  ap- 
proach that  of  natural  valves. 

The  incidence  of  thromboembolism  has  reached  a new 
low.  Delicate  studies  for  hemolysis  have  shown  the 
lowest  incidence  of  any  prosthesis  currently  in  use. 
Wearability  exceeds  human  life  expectancy.  These 
advances  in  prosthetic  valve  design  and  performance 
have  contributed  to  the  increasingly  optimistic  prognosis 
for  patients  with  serious  valve  disease. 

X 

SECTION  ON 

Data  Processing  in  Medicine 

Chairman Leon  Pordy,  M.D.,  New  York  City 

Vice-Chairman . . Ralph  L.  Engle,  M.D.,  New  York  City 
Secretary.  . . William  A.  Bauman,  M.D.,  New  York  City 
Delegate Elemer  R.  Gabrieli,  M.D.,  Buffalo 

Monday,  February  12/9:00  A. M. /Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Pathology,  Clinical  Pathology, 
and  Blood  Banking 

1.  Criteria  for  Selection  of  Computer  Facility: 
“Mini”  or  “Maxi”? 


38  New  York  State  Journal  of  Medicine  / January  1 , 1973 


William  A.  Bauman,  M.D.,  New  York  City- 

Director,  Medical/Administrative  Data  Processing, 
The  Presbyterian  Hospital;  Assistant  Clinical  Pro- 
fessor of  Pediatrics,  Columbia  University  College  of 
Physicians  and  Surgeons 

Directors  of  clinical  laboratories  must  make  decisions 
concerning  use  of  computer  systems.  If  their  estimates 
of  costs  and  benefits  indicate  that  they  should  use  auto- 
matic data  processing  methods,  the  directors  must  face 
problems  of  selecting  the  most  appropriate  system. 
Among  the  many  considerations  is  the  choice  between  a 
small,  stand-alone  computer  and  a large  generalized 
processor  that  features  laboratory  test-result  handling 
as  one  attribute.  This  report  will  present  essential  dif- 
ferences between  the  two  systems,  illustrate  their  use, 
and  discuss  benefits  and  disadvantages. 

Discussion:  Jack  Hahn,  Ph.D.,  New  York  City  (by 

invitation ) 

Professor  and  Director,  Laboratory  of  Computer 
Science,  The  Mount  Sinai  School  of  Medicine 

2.  The  Selective  Application  of  Computers  for 

Laboratory  Service  by  System  Analysis:  Blood 

Bank — Off-line 

Alvin  H.  Freiman,  M.D.,  New  York  City 

Chief,  Division  of  Medical  Systems  and  Electro- 
cardiography, Memorial  Hospital  for  Cancer  and 
Allied  Diseases 

The  application  of  systems  analysis  in  the  design  and 
implementation  of  a computer-based  blood  bank  system 
will  be  discussed.  Rational  use  of  computers  in  medical 
applications  will  depend  on  a clear  understanding  of 
present  and  future  needs  in  a given  area  and  an  exact 
definition  of  the  way  in  which  computers  can  best  be 
applied.  The  blood  bank  will  be  reviewed  as  a case  in 
point.  One  system  representing  an  on-line  real  time 
system  will  be  compared  with  an  off-line  batch  processing 
system.  Both  use  computers;  what  the  advantages  and 
disadvantages  are  of  each  system  will  be  compared. 

Discussion:  Blood  Bank — On-line 

Jacob  Geiger,  M.D.,  New  York  City 

Director  of  Blood  Bank  and  Transfusion  Service, 
Lenox  Hill  Hospital  Blood  Bank — Off-line 
Klaus  Mayer,  M.D.,  New  York  City 

Director,  Blood  Bank  and  Hematology  Labora- 
tory, Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

3.  Cytologic  Diagnosis  by  Computer:  Chromo- 

somes, White  Blood  Cells,  and  Exfoliative  Cytology 

Walter  E.  Tolles,  Ph.D.,  Brooklyn  (by  invitation) 
Associate  Professor  of  Obstetrics  and  Gynecology, 
State  University  of  New  York  Downstate  Medical 
Center 

Discussion:  Ralph  L.  Engle,  Jr.,  M.D.,  New  York 

City 

Director,  Division  of  Medical  Systems  and  Com- 
puter Science,  New  York  Hospital;  Professor  of 
Medicine,  Cornell  University  Medical  College 

4.  Panel  Discussion:  Clinical  Pathology  and  Com- 
puters: Practical  Applications 

Leon  Pordy,  M.D.,  New  York  City 

Chairman,  Section  on  Data  Processing  in  Medicine 

Edward  C.  Zaino,  M.D.,  Garden  City 

Chairman,  Section  on  Pathology,  Clinical  Pathology, 
and  Blood  Banking 

The  above  speakers 


SECTION  ON 

Dermatology  and  Syphilology 


Chairman Saul  Blau,  M.D.,  New  York  City 

Vice-Chairman Louis  Dantzig,  M.D.,  Utica 


Delegate Norman  B.  Kanof,  M.D.,  New  York  City 

Monday,  February  12/9:00  A.M. /Royal  Ballroom  B,  Second 
Floor 

1.  A Report 

Norman  B.  Kanof,  M.D.,  New  York  City 

Member,  Interspecialty  Committee,  Medical  So- 
ciety of  the  State  of  N ew  Y ork 

2.  A Look  at  the  Fluorescent  Treponema  Antibody 
Absorption  Test  (FTA) 

Vernal  G.  Cave,  M.D.,  Brooklyn 

Director,  Bureau  of  Venereal  Disease  Control, 
Department  of  Health,  City  of  N ew  Y ork 

Unquestionably  the  V.D.R.L.,  a nontreponemal  test,  is 
the  cornerstone  both  in  the  serologic  diagnosis  and 
therapy  evaluation  of  syphilis.  However,  the  so-called 
false  positive  reactions  mandated  the  development  of 
treponemal  tests  for  problematic  cases.  Since  Nelson 
and  Mayers’  original  description  of  the  treponemal 
pallidum  immobilization  test  (T.P.I.)  in  1949,  many  of 
the  treponemal  tests  developed  are  only  of  theoretic  or 
historic  interest.  The  fluorescent  treponemal  antibody 
absorption  test  (FTA-Abs)  has  established  itself  as  the 
most  reliable  specific  test  for  the  serologic  deteimination 
of  past  or  present  treponemal  infection.  Recent  ex- 
periences, however,  have  provided  reservations  against 
its  100  per  cent  reliability.  A modification  of  this  test, 
the  IgM-FTA-Abs  test  is  useful  in  the  diagnosis  of 
congenital  syphilis  in  neonates  in  whom  reactive  non- 
specific tests  raise  the  question  of  passive  reaginemia 
versus  prenatal  infection. 

3.  Recent  Contributions  of  Immunology  to  Clinical 
Dermatology 

Richard  L.  Dobson,  M.D.,  Buffalo  (by  invitation) 
Professor  and  Chairman,  Department  of  Derma- 
tology, State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Immunofluorescent  technics  are  now  widely  used  as  an 
adjunct  in  the  diagnosis  of  bulbous  diseases.  The  role  of 
the  antibodies  detected  by  these  technics  in  the  patho- 
genesis of  disease  has  been  seriously  questioned.  How- 
ever, recent  studies  on  complement  activation  indicate 
that  immunologic  factors  may  have  pathogenetic  signifi- 
cance. The  utility  of  immunofluorescent  procedures  in 
clinical  diagnosis  and  the  implications  of  recent  investi- 
gations of  blister  formation  will  be  discussed. 

4.  Diseases  of  the  Nails 

Herbert  Mescon,  M.D.,  Boston,  Massachusetts  (by 

invitation) 

Professor  and  Chairman,  Department  of  Derma- 
tology, Boston  University  School  of  Medicine 

5.  Hair  Transplants — Old  and  New  (film) 

Robert  Auerbach,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Dermatology,  New 
Y ork  University  School  of  Medicine 

The  success  of  hair  transplantation  depends  on  the 
principle  that  if  hair  follicles  are  moved  from  their  original 
location  on  the  body  to  another  area,  they  will  behave  as 
they  did  in  their  natural  site.  For  example,  in  male 
pattern  alopecia  (common  male  baldness)  a horseshoe- 
shaped fringe  of  hair  persists  on  the  back  and  sides  of  the 
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scalp  even  in  the  most  advances  cases.  If  hair  follicles 
are  removed  from  this  hairy  fringe  to  a bald  area  on 
the  same  patient’s  scalp,  they  will  take  root  and  grow. 
We  have  observed  continuing  good  hair  growth  in  such 
transplants  more  than  fourteen  years  later  and  believe 
these  grafts  will  continue  to  grow  for  a lifetime.  In 
addition  to  ordinary  male  baldness,  less  common  types 
of  hair  loss  resulting  from  scars,  burns,  accidents, 
operations,  and  radiation  can  be  helped  with  hair  trans- 
plants; baldness  due  to  infections  and  systemic  diseases 
has  been  improved  with  hair  transplants;  loss  of  eye- 
brows may  be  remedied  with  transplants. 

6.  A Report 

Charles  P.  De  Feo,  M.D.,  New  York  City 

President,  New  York  State  Society  of  Dermatology 

SECTION  ON 

Family  and  General  Practice 


Chairman James  R.  Nunn,  M.D.,  Amherst 

Vice-Chairman Leo  J.  Swirsky,  M.D.,  Brooklyn 

Secretary Harry  L.  Metcalf,  M.D.,  Buffalo 


Delegate..  . . M.  Theodore  Tanenhaus,  M.D.,  Brooklyn 

Tuesday,  February  13/9:00  A. M. /Versailles  Ballroom, 
Second  Floor 

This  program  has  been  accepted  for  three  hours’  prescribed 
credit  by  the  American  Academy  of  Family  Physicians. 

JOINT  MEETING  WITH 

Section  on  Psychiatry 

Symposium  and  Panel  Discussion:  Psychotropic 

Drugs  in  Clinical  Practice 

James  E.  Rappa,  M.D.,  Central  Valley,  Moderator 
Clinical  Associate  Professor  of  Psychiatry,  State 
University  of  New  York  Downstate  Medical 
Center;  Assistant  Director,  Brooklyn  State  Hospital 

1.  An  Overview:  Pharmacologic  Basis  for  Use  of 

Psychotropic  Drugs 

David  M.  Engelhardt,  M.D.,  Brooklyn 

Professor  of  Psychiatry,  State  University  of  New 
York  Downstate  Medical  Center 
Pharmacodynamics,  therapeutics,  prescribing  prac- 
tices, and  usage  patterns  of  this  class  of  drugs,  as  viewed 
from  the  standpoint  of  basic  and  clinical  research,  will  be 
discussed. 

2.  Clinical  Use  of  Psychotropic  Drugs 

Leonard  Cammer,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Psychiatry,  New 
York  Medical  College 

Specific  pharmacologic  action  as  a basis  for  selecting 
the  right  psychotropic  drug  will  be  presented.  Indica- 
tions and  administration  of  sedatives,  hypnotics,  tran- 
quilizers, stimulants,  and  antidepressants  will  be  in- 
cluded. 

3.  Clinical  Abuse  of  Psychotropic  Drugs 

Myron  H.  Marshall,  M.D.,  Buffalo 

Medical  Director,  The  Psychiatric  Institute 
The  psychiatric  basis  for  such  abuse  as  well  as  the 
family  medicine  basis  will  be  discussed.  Prevention, 
occurrence,  and  management  of  untoward  effects  will  be 
stressed. 

4.  Recognition  and  Management  of  Masked 
Depression  in  Clinical  Practice 

Wilfred  Dorfman,  M.D.,  Brooklyn 

Consultant  in  Medicine  and  Psychiatry,  Bruns- 
wick Hospital  Center,  Amityville 


The  presentation  will  be  geared  toward  the  nonpsy- 
chiatric physician  as  well  as  the  psychiatrist.  Psycho- 
tropic drug  psychotherapy  and  other  somatic  treatments 
will  be  discussed. 

Panel  Discussion: 

Norman  R.  Loomis,  M.D.,  Ontario 

Chief,  Department  of  Family  Practice,  Rochester 
General  Hospital 

David  L.  Dunner,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Psychiatry,  Colum- 
bia University  College  of  Physicians  and  Surgeons; 
Psychiatrist,  New  York  State  Psychiatric  Insti- 
tute 


SECTION  ON 

Gastroenterology  and  Proctology 


Chairman  Bertram  A.  Portin,  M.D.,  Buffalo 

Vice-Chairman.  . Martin  Lipkin,  M.D.,  New  York  City 

Secretary Hugo  W.  N.  Mancini,  M.D.,  Brooklyn 

Delegate James  F.  Phillips,  M.D.,  Buffalo 


Monday,  February  12/9:00  A. M. /Royal  Ballroom  A,  Second 
Floor 

1.  ALBERT  F.  R.  ANDRESEN  MEMORIAL  LEC- 
TURE 

Immunology  of  Gastrointestinal  Cancer 

Harry  L.  Segal,  M.D.,  Rochester 

Professor  of  Medicine  Emeritus,  University  of 

Rochester  School  of  Medicine  and  Dentistry 

2.  Immunologic  Features  of  Chronic  Liver  Dis- 
ease 

Morris  Reichlin,  M.D.,  Buffalo 

Professor  of  Medicine  and  Research  Professor  of 
Biochemistry,  State  University  of  New  York  at 
Buffalo  School  of  Medicine 

3.  Liver  Infusion  Study:  An  Aid  to  Differential 

Diagnosis  of  Jaundice 

Roy  Seibel,  M.D.,  Buffalo 

Director,  Department  of  Radiology,  Deaconess 
Hospital 

4.  Chemotherapy  of  Gastrointestinal  Cancer 

Richard  G.  Cooper,  M.D.,  Buffalo 

Professor  of  Medicine,  State  University  of  New 
York  at  Buffalo  School  of  Medicine;  Director, 
Department  of  Oncology,  Buffalo  General  Hospi- 
tal 

5.  Advances  in  Colonofiberoscopy  and  Shinya 

Snare  Polypectomy 

Arthur  Rand,  M.D.,  Forest  Hills 

Assistant  Clinical  Professor  of  Surgery,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity 


SECTION  ON 

Internal  Medicine 


Chairman David  S.  Gerbarg,  M.D.,  Kingston 

Vice-Chairman William  C.  Felch,  M.D.,  Rye 

Secretary George  R.  Lovell,  M.D.,  Rochester 

Delegate John  R.  Williams,  Jr.,  Rochester 
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Wednesday,  February  14/8:45  A.M. /Royal  Ballroom,  Second 
Floor 

A Day  in  Cardiology — ( see  page  35) 


JOINT  MEETING  WITH 

New  York  State  Society  of  Internal  Medicine 

Symposium  and  Panel  Discussion:  The  Heart 

David  S.  Gerbarg,  M.D.,  Kingston,  Moderator 

1.  Rheumatic  Fever — 1973 

Edward  E.  Fischel,  M.D.,  The  Bronx 

Professor  of  Medicine,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University;  Director,  De- 
partment of  Medicine,  Bronx-Lebanon  Hospital 
Center 

2.  Cardiomyopathy 

George  E.  Burch,  M.D.,  New  Orleans,  Louisiana 
(by  invitation) 

Professor  and  Chairman,  Department  of  Medi- 
cine, Tulane  University  School  of  Medicine 

3.  The  Anatomy  of  the  Coronary  Artery  Circula- 
tion 

F.  Mason  Sones,  Jr.,  M.D.,  Cleveland,  Ohio  (by 
invitation) 

Cleveland  Clinic 

4.  Anatomy  and  Pathology  of  the  Conductive 
System 

Donald  B.  Hackel,  M.D.,  Durham,  North  Carolina 
(by  invitation) 

Professor  of  Pathology,  Duke  University  School  of 
Medicine 

Maxwell  Spring,  M.D.,  The  Bronx,  Moderator 

Chairman,  Program  Committee,  New  York  State 
Society  of  Internal  Medicine;  Associate  Professor  of 
Medicine,  New  York  Medical  College 

5.  Pump  Failure  in  the  Acutely  Ischemic  Heart: 
Protective  Response  by  the  Cardiac  Contractile 
System 

Arnold  M.  Katz,  M.D.,  New  York  City 

Philip  J.  and  Harriet  L.  Goodhart  Professor  of 
Medicine,  Mount  Sinai  School  of  Medicine 

6.  Lipoproteins  and  Coronary  Artery  Disease 

Robert  I.  Levy,  M.D.,  Bethesda,  Maryland  (by 
invitation) 

Head,  Section  on  Lipoproteins  and  Chief  of 
Clinical  Service,  Molecular  Disease  Branch, 
National  Heart  and  Lung  Institute 

7.  Myocardial  Infarction 

William  C.  Roberts,  M.D.,  Bethesda,  Maryland 
(by  invitation) 

Chief,  Section  of  Pathology,  National  Heart  and 
Lung  Institute 

8.  Cardiac  Surgery — 1973 

Donald  B.  Effler,  M.D.,  Cleveland,  Ohio  (by 
invitation) 

Department  of  Thoracic  and  Cardiovascular 
Surgery,  Cleveland  Clinic 

Panel  Discussion 

Maurice  McGregor,  M.D.,  Montreal,  Quebec, 
Canada  (by  invitation),  Moderator 

Dean,  McGill  University  Faculty  of  Medicine 

The  above  speakers 


SECTION  ON 

Medical-Legal  and  Workmen’s  Compensation 
Matters 


Acting  Chairman 

Michael  M.  Baden,  M.D.,  New  York  City 

Secretary.  . Albert  B.  Accettola,  M.D.,  Staten  Island 
Delegate Robert  Katz,  M.D.,  New  York  City 


Tuesday,  February  13/2:00  P.M. /Versailles  Ballroom, 
Second  Floor 


JOINT  MEETING  WITH 

Section  on  Occupational  Medicine 

Symposium  and  Panel  Discussion:  Medical-Legal 

Aspects  of  Drug  Abuse 

Michael  M.  Baden,  M.D.,  New  York  City,  Moderator 
Deputy  Chief  Medical  Examiner,  Office  of  Chief 
Medical  Examiner,  City  of  New  York 

The  panelists  will  discuss  current  legislation  and  legal 
concepts  relative  to  drug  abusers  of  concern  to  the 
practicing  physician  and  pertinent  to  medical  treatment 
of  the  addict. 

Should  narcotic  addicts,  like  other  disease  carriers,  be 
forcibly  quarantined?  Can  addicts  be  successfully 
treated  in  custody  or  anywhere?  Is  addiction  per  se 
sufficient  grounds  for  dismissal  from  employment?  Is  it 
discriminatory  to  refuse  to  hire  an  addict  on  methadone 
maintenance?  Do  we  have  an  obligation  to  protect  the 
fetus  in  utero  from  the  potentially  injurious  behavior  of 
its  addicted  mother?  Is  an  addict  competent  to  care  for 
a child,  and  who  is  to  protect  the  child  if  the  mother  is 
incompetent?  These  are  some  of  the  questions,  re- 
flecting the  present  multifaceted  aspects  of  addiction, 
that  will  be  explored  by  the  speakers  and  audience. 


1.  Civil  Commitment  of  Drug  Abusers 

Malcolm  Wiener,  J.D.,  New  York  City  (by  invita- 
tion) 

General  Counsel,  Odyssey  House 

2.  Treatment  of  the  Drug  Offender 

Charles  Rohrs,  M.D.,  New  York  City 
Medical  Director,  Odyssey  House 

3.  Special  Problems  of  the  Addict  in  Industry 

Howard  Brown,  M.D.,  New  York  City 
Medical  Director,  The  New  York  Times 

4.  Special  Problems  of  the  Female  Addict — Birth 
Control,  Abortion,  Fetal  Rights,  Child  Advocacy 

Judianne  Densen-Gerber,  M.D.,  New  York  City 
Executive  Director,  Odyssey  House 
InezTann,  R.N.,  New  York  City  (by  invitation) 
Administrator  of  Nursing,  Odyssey  House 

Panel  Discussion 
The  above  speakers 
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SECTION  ON 

Obstetrics  and  Gynecology 

Chairman David  B.  Moore,  M.D.,  New  York  City 

Vice-Chairman  . . .William  A.  Lange,  M.D.,  Rochester 
Secretary. . Edward  N.  Cartnick,  M.D.,  Garden  City 
Delegate Donald  W.  Hall,  M.D.,  Buffalo 

Tuesday,  February  13/9:00  A. M. /Royal  Ballroom  A,  Second 
Floor 

1.  Scanning  and  Transmission  Electronmicros- 

copy  of  the  Endometrial  Surface  Epithelium 

Alex  Ferenczy,  M.D.,  New  York  City 

Instructor  in  Pathology,  Columbia  University 
College  of  Physicians  and  Surgeons 

The  scanning  electron  microscope  by  providing  a high 
resolution  three-dimensional  topographic  visualization  of 
the  lining  epithelium  of  the  female  genital  tract  contrib- 
utes new  and  unique  data  to  our  understanding  of 
reproductive  anatomy,  physiology,  and  pathology.  The 
various  ultrastructural  modifications  in  epithelial  sur- 
faces in  different  segments  of  the  reproductive  tract  in 
both  normal  and  pathologic  conditions  as  related  to 
function  and  hormonal  influence  will  be  described  and 
illustrated. 

2.  Antepartum  and  Intrapartum  Monitoring  of 

High  Risk  Obstetric  Patients 

Edward  T.  Bowe,  M.D.,  New  York  City 

Assistant  Professor  of  Obstetrics  and  Gynecology, 
Columbia  University  College  of  Physicians  and 
Surgeons 

A review  of  perinatal  mortality  and  morbidity  rates 
during  the  past  ten  years  at  the  Columbia-Presbyterian 
Medical  Center  has  shown  these  statistics  to  be  essentially 
unchanged  during  this  interval. 

As  part  of  an  effort  to  improve  these  apparently  im- 
mutable figures  a three-phase  approach  was  planned  and 
is  being  implemented.  The  first  phase  consisted  of  es- 
tablishing a fetal  high-risk  clinic,  termed  the  Perinatal 
Clinic.  This  report  deals  with  the  first  three  years’  ex- 
perience in  this  clinic.  All  antepartum  patients  carry- 
ing an  increased  expected  perinatal  mortality  rate  of 
twofold  or  greater  were  followed  in  this  clinic.  This 
comprised  593  patients,  or  approximately  6 per  cent  of  all 
antepartum  patients  during  the  years  1969  through  1971. 
Special  investigative  and  monitoring  technic  such  as 
maternal  estriol  excretion,  placental  alkaline  phosphatase 
levels,  amnioscopy,  amniocentesis,  and  so  on  were 
utilized.  The  results  indicated  the  need  to  continue  and 
enlarge  both  the  scope  and  the  intensity  of  antepartum 
care  rendered  to  high-risk  mothers  and  the  further  need 
for  intensive  care  during  and  after  labor  for  their  off- 
spring if  improvement  in  our  overall  results  are  to  be 
achieved. 

3.  Management  of  Urinary  Stress  Incontinence 

in  the  Female 

Thomas  H.  Green,  Jr.,  M.D.,  Boston,  Massa- 
chusetts (by  invitation ) 

Associate  Clinical  Professor  of  Gynecology, 
Harvard  Medical  School;  Associate  Visiting 
Surgeon,  Massachusetts  General  Hospital 

Abnormalities  of  urethro vesical  anatomy  responsible 
for  the  symptoms  of  stress  incontinence  will  be  con- 
sidered in  detail,  because  a precise  knowledge  of  these  is 
essential  to  proper  treatment.  Differential  diagnosis, 
diagnostic  evaluation  and  choice  of  operative  procedure 
for  the  individual  patient  will  be  thoroughly  discussed. 
Significant  points  in  the  technic  of  the  most  commonly 


used  operations  will  also  be  covered.  Finally,  long-term 
results  of  treatment  will  be  presented  to  emphasize 
further  the  importance  of  selection  of  the  optimal  surgical 
procedure  for  each  patient. 


SECTION  ON 

Occupational  Medicine 

Chairman Robert  C.  Kessler,  M.D.,  Rochester 

Vice-Chairman 

John  F.  Osterritter,  M.D.,  New  York  City 

Secretary.  .Walter  J.  Gerstle,  M.D.,  Port  Washington 
Delegate Thomas  J.  Doyle,  M.D.,  New  York  City 


Tuesday,  February  13/2:00  P.M. /Versailles  Ballroom, 
Second  Floor 

JOINT  MEETING  WITH 

Section  on  Medical-Legal  and 
Workmen's  Compensation  Matters 

Symposium  and  Panel  Discussion:  Medical-Legal 

Aspects  of  Drug  Abuse 

Michael  M.  Baden,  M.D.,  New  York  City,  Moderator 
Deputy  Chief  Medical  Examiner,  Office  of  Chief 
Medical  Examiner,  City  of  New  York 

The  panelists  will  discuss  current  legislation  and  legal 
concepts  relative  to  drug  abusers  of  concern  to  the  prac- 
ticing physician  and  pertinent  to  medical  treatment  of  the 
addict. 

Should  narcotic  addicts,  like  other  disease  carriers,  be 
forcibly  quarantined?  Can  addicts  be  successfully 
treated  in  custody  or  anywhere?  Is  addiction  per  se 
sufficient  grounds  for  dismissal  from  employment?  Is  it 
discriminatory  to  refuse  to  hire  an  addict  on  methadone 
maintenance?  Do  we  have  an  obligation  to  protect  the 
fetus  in  utero  from  the  potentially  injurious  behavior  of 
its  addicted  mother?  Is  an  addict  competent  to  care  for 
a child,  and  who  is  to  protect  the  child  if  the  mother  is 
incompetent?  These  are  some  of  the  questions,  re- 
flecting the  present  multifaceted  aspects  of  addiction, 
that  will  be  explored  by  the  speakers  and  audience. 

1.  Civil  Commitment  of  Drug  Abusers 

Malcolm  Wiener,  J.D.,  New  York  City  {by  invita- 
tion) 

General  Counsel,  Odyssey  House 

2.  Treatment  of  the  Drug  Offender 

Charles  Rohrs,  M.D.,  New  York  City 
Medical  Director,  Odyssey  House 

3.  Special  Problems  of  the  Addict  in  Industry 

Howard  Brown,  M.D.,  New  York  City 
Medical  Director,  The  New  York  Times 

4.  Special  Problems  of  the  Female  Addict — Birth 
Control,  Abortion,  Fetal  Rights,  Child  Advocacy 

Judianne  Densen-Gerber,  M.D.,  New  York  City 
Executive  Director,  Odyssey  House 
Inez  Tann,  R.N.,  New  York  City,  (by  invitation ) 
Administrator  of  Nursing,  Odyssey  House 

Panel  Discussion 
The  above  speakers 
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SECTION  ON 

Ophthalmology 


Chairman William  M.  McCarty,  M.D.,  Troy 

Vice-Chairman. . . Charles  H.  Addington,  M.D.,  Buffalo 

Secretary Edwin  N.  Beery,  M.D.,  Brooklyn 

Delegate Francis  J.  Gilroy,  M.D.,  Binghamton 


Sunday,  February  11/10:00  A. M. /Versailles  Terrace 

Symposium  and  Panel  Discussion:  Current  Concepts 

on  Treatment  of  Diabetic  Retinopathy 

Francis  A.  L’Esperance,  Jr.,  M.D.,  New  York  City, 

Moderator 

Assistant  Attending  Ophthalmologist,  Columbia- 

Presbyterian  Medical  Center 

1.  Diabetic  Ocular  Pathology 

Paul  Henkind,  M.D.,  The  Bronx 

Director  of  Ophthalmology,  Bronx  Municipal 
Hospital  Center;  Director  of  Ophthalmology, 
Montefiore  Hospital  and  Medical  Center 

2.  Diagnostic  Evaluation  of  Diabetic  Retinopathy 

Wichard  Van  Heuven,  M.D.,  Albany 

Associate  Professor  of  Ophthalmology,  Albany 
Medical  College  of  Union  University 

3.  Treatment  of  Diabetic  Retinopathy  by  Xenon 

Arc  Photocoagulation 

Albert  L.  Ackerman,  M.D.,  New  York  City 

Adjunct  Ophthalmologic  Surgeon,  Montefiore 
Hospital;  Assistant  Attending  Ophthalmologist, 
Bronx  Municipal  Hospital  Center 

Panel  Discussion:  Latest  Developments  in  Soft 

Contact  Lenses 

Herbert  L.  Gould,  M.D.,  White  Plains,  Moderator 
Associate  Ophthalmologist,  Manhattan  Eye,  Ear 
& Throat  Hospital;  Associate  Attending  Ophthal- 
mologist, St.  Agnes  Hospital 

Panelists 

G.  Peter  Halberg,  M.D.,  New  York  City 

Attending  Ophthalmologic  Surgeon;  Director  of 
Glaucoma  Service,  New  York  Eye  and  Ear  In- 
firmary 

Guy  K.  Jackson,  M.D.,  Rochester 

Associate  Attending  Ophthalmologic  Surgeon, 
St.  Mary’s  Hospital;  Attending  Ophthalmologist, 
Park  Avenue  Hospital 

Richard  S.  Smith,  M.D.,  Albany 

Professor  of  Ophthalmology,  Albany  Medical 
College  of  Union  University 

SECTION  ON 

Orthopedic  Surgery 

Chairman William  J.  Rogers,  M.D.,  Tonawanda 

Secretary.  . .Marvin  L.  Shelton,  M.D.,  New  York  City 

Delegate 

Frederick  Lee  Liebolt,  M.D.,  New  York  City 

Monday,  February  12/2:00  P.M. /Versailles  Ballroom, 
Second  Floor 

JOINT  MEETING  WITH 

Section  on  Pediatrics 

1.  Recognition  and  Management  of  Pedestrial 
Disorders  in  Children 

Rosamond  Kane,  M.D.,  New  York  City 


Director,  Foot  Clinic,  Columbia-Presbyterian 
Medical  Center;  Instructor  in  Orthopedic  Sur- 
gery, Columbia  University  College  of  Physicians 
and  Surgeons 

2.  Orthopedic  Aspects  of  Hemophilia 

Theodore  Papademetriou,  M.D.,  Buffalo 

Clinical  Associate  Professor  of  Orthopedic  Sur- 
gery, State  University  of  New  York  at  Buffalo 
School  of  Medicine 

3.  The  Care  and  Treatment  of  Juvenile  Rheuma- 
toid Arthritis  and  Who  Gives  It 

George  N.  Lockie,  M.D.,  Escondido,  California 

(by  invitation ) 

Assistant  Clinical  Professor  of  Pediatrics,  Uni- 
versity of  California  at  La  Jolla 

4.  Current  Problems  in  Pediatric  Rehabilitation 

Chester  A.  Swinyard,  M.D.,  New  York  City 

Professor  of  Rehabilitation  Medicine,  New  York 
University  Medical  Center 


SECTION  ON 

Otolaryngology 

Chairman.  . . .John  R.  Williams,  M.D.,  New  Rochelle 


Vice-Chairman George  F.  Reed,  M.D.,  Syracuse 

Secretary Robert  M.  Hui,  M.D.,  New  York  City 


Delegate.  . .William  F.  Robbett,  M.D.,  New  York  City 


Wednesday,  February  14/2:00  P.M. /Versailles  Ballroom, 
Second  Floor 


JOINT  MEETING  WITH 

Section  of  Otolaryngology, 

New  York  Academy  of  Medicine 

1.  The  Present  State  of  Tympanoplasty  Procedures 

Jules  G.  Waltner,  M.D.,  New  York  City 

Clinical  Professor  of  Otolaryngology,  Columbia 
University  College  of  Physicians  and  Surgeons 

A brief  survey  of  the  present  state  of  middle-ear  recon- 
structive surgery  is  given.  The  evitable  and  inevitable 
sources  of  failure  are  analyzed.  The  technic  of  cartilage- 
bar  tympanoplasty  is  presented.  Long-range  follow-ups 
from  two  to  six  years  are  presented  on  450  operations  per- 
formed with  this  technic  by  the  author.  The  same  tech- 
nic was  used  by  other  surgeons,  and  their  follow-ups  are 
briefly  summarized. 

2.  Premalignant  Lesions  of  the  Larynx 

Joseph  P.  Atkins,  M.D.,  Philadelphia,  Pennsylvania 
(by  invitation ) 

Chairman,  Department  of  Bronchoesophagology 
and  Laryngeal  Surgery;  Professor  of  Bronchoesoph- 
agology, Graduate  Hospital,  University  of  Pennsyl- 
vania School  of  Medicine 

This  report  is  a review  of  a series  of  patients  who  have 
in  common  carcinoma  in  situ  of  the  larynx.  Such  factors 
as  can  be  identified  as  possibly  etiologic  will  be  noted,  and 
the  management  over  the  years  will  be  evaluated. 
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3.  The  Treatment  of  Lymphoma  of  the  Head  and 
Neck  in  Children 

M.  Lois  Murphy,  M.D.,  New  York  City 

Chairman  and  Attending,  Department  of  Pediatrics, 
Memorial  Hospital  for  Cancer  and  Allied  Diseases; 
Professor  of  Pediatrics,  Cornell  University  Medical 
College 


4.  Tumors  of  the  Ear 

John  J.  Conley,  M.D.,  New  York  City 

Clinical  Professor  of  Otorhinolaryngology,  Columbia 
University  College  of  Physicians  and  Surgeons: 
Chief  of  Head  and  Neck  Surgery,  St.  Vincent’s 
Hospital  and  Medical  Center  of  New  York 

Cancer  of  the  middle  ear  is  an  uncommon  occurrence 
and  is  rarely  diagnosed  early  in  its  development.  Rou- 
tine biopsy  of  all  granulomatous  and  neoplastic  diseases 
of  the  ear  is  essential  to  early  diagnosis.  Polytomog- 
raphy is  an  aid  in  documenting  the  extent  of  the  disease 
in  bone.  The  surgical  anatomy  of  the  region  of  the  ear 
imposes  special  disadvantages  on  any  type  of  surgical 
technic  and  supervoltage  irradiation.  Temporal  bone 
resection  and  its  modifications  and  the  use  of  irradiation 
present  a cure  rate  of  approximately  25  per  cent  and  add 
significantly  to  the  local  control  of  this  disease. 


5.  Perioperative  Radiation  Therapy  in  Head  and 
Neck  Tumors 

Keith  Arthur,  M.D.,  New  York  City 

Assistant  Attending  Radiotherapist,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases;  Assistant  Pro- 
fessor of  Radiology,  Cornell  University  Medical 
College 

The  greater  proportion  of  head  and  neck  cancers  con- 
tinues to  be  of  advanced  stage  at  presentation.  The  re- 
sults obtained  in  treating  such  stages  by  a single  modality 
of  therapy  have  failed  to  show  dramatic  improvements. 
At  the  present  time,  combination  of  modalities  should 
hold  out  the  best  hope  of  increased  control,  but  proof  is 
lacking  because  of  the  absence  of  sufficient  controlled 
studies.  A coordinated  interdisciplinary  approach  to  all 
cases  is  essential. 


6.  Chemotherapy  of  Head  and  Neck  Tumors 

Armand  F.  Cortese,  M.D.,  New  York  City 

Assistant  Attending  Surgeon,  The  New  York 
Hospital;  Assistant  Professor  of  Surgery,  Cornell 
University  Medical  College 

Chemotherapy  of  head  and  neck  cancers  is  advisable  for 
those  patients  whose  lesions  are  beyond  control  or  cure 
by  surgery  or  radiation.  Chemotherapy  may  be  used 
adjunctively  or  alone  as  a palliative  measure  by  systemic 
and/or  regional  methods  of  administration.  Single 
agents  frequently  used  include  methotrexate,  cyclo- 
phosphamide (Cytoxan),  hydroxyurea,  and,  more  re- 
cently, bleomycin.  Combinations  of  drugs  may  be  used 
in  hopes  of  potentiation  of  chemotherapeutic  effect. 
Regional  chemotherapy  by  the  infusion  of  high  doses  of 
chemotherapeutic  agents  into  a tumor  zone  can  often 
produce  temporary  but  dramatic  beneficial  response. 
This  modality  will  be  discussed  in  detail. 


SECTION  ON 

Pathology,  Clinical  Pathology,  and 
Blood  Banking 

Chairman Edward  C.  Zaino,  M.D.,  Garden  City 

Vice-Chairman 

George  K.  Higgins,  M.D.,*  New  York  City 

Secretary Louis  G.  Jakovic,  M.D.,  Albany 

Delegate Herbert  Lansky,  M.D.,  Buffalo 

•Deceased. 


Monday,  February  12/9:00 A. M. /Versailles Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Data  Processing  in  Medicine 

1.  Criteria  for  Selection  of  Computer  Facility: 
“Mini”  or  “Maxi”? 

William  A.  Bauman,  M.D.,  New  York  City 

Director,  Medical/Administrative  Data  Processing, 
The  Presbyterian  Hospital;  Assistant  Clinical 
Professor  of  Pediatrics,  Columbia  University  College 
of  Physicians  and  Surgeons 

Directors  of  clinical  laboratories  must  make  decisions 
concerning  use  of  computer  systems.  If  their  estimates 
of  costs  and  benefits  indicate  that  they  should  use  auto- 
matic data  processing  methods,  the  directors  must  face 
problems  of  selecting  the  most  appropriate  system. 
Among  the  many  considerations  is  the  choice  between  a 
small,  stand-alone  computer  and  a large  generalized 
processor  that  features  laboratory  test-result  handling  as 
one  attribute.  This  report  will  present  essential  differ- 
ences between  the  two  systems,  illustrate  their  use,  and 
discuss  benefits  and  disadvantages. 

Discussion:  Jack  Hahn,  Ph.D.,  New  York  City  (by 

invitation ) 

Professor  and  Director,  Laboratory  of  Computer 
Science,  The  Mount  Sinai  School  of  Medicine 

2.  The  Selective  Application  of  Computers  for 

Laboratory  Service  by  System  Analysis:  Blood 

Bank — Off-line 

Alvin  H.  Freeman,  M.D.,  New  York  City 

Chief,  Division  of  Medical  Systems  and  Electro- 
cardiography, Memorial  Hospital  for  Cancer  and 
Allied  Diseases 

The  application  of  systems  analysis  in  the  design  and 
implementation  of  a computer-based  blood  bank  system 
will  be  discussed.  Rational  use  of  computers  in  medical 
applications  will  depend  on  a clear  understanding  of 
present  and  future  needs  in  a given  area  and  an  exact 
definition  of  the  way  in  which  computers  can  best  be 
applied.  The  blood  bank  will  be  reviewed  as  a case  in 
point.  One  system  representing  an  on-line  real  time 
system  will  be  compared  with  an  off-line  batch  processing 
system.  Both  use  computers;  what  the  advantages  and 
disadvantages  are  of  each  system  will  be  compared. 

Discussion:  Blood  Bank — On-line 

Jacob  Geiger,  M.D.,  New  York  City 

Director  of  Blood  Bank  and  Transfusion  Service, 
Lenox  Hill  Hospital  Blood  Bank — Off-line 
Klaus  Mayer,  M.D.,  New  York  City 

Director,  Blood  Bank  and  Hematology  Lab- 
atory,  Memorial  Hospital  for  Cancer  and  Allied 
Diseases 
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3.  Cytologic  Diagnosis  by  Computer:  Chromo- 

somes, White  Blood  Cells,  and  Exfoliative  Cytology 

Walter  E.  Tolles,  Ph.D.,  Brooklyn  (by  invitation ) 
Associate  Professor  of  Obstetrics  and  Gynecology, 
State  University  of  New  York  Downstate  Medical 
Center 

Discussion:  Ralph  L.  Engle,  Jr.,  M.D.,  New  York 

City 

Director,  Division  of  Medical  Systems  and  Computer 
Science,  New  York  Hospital;  Professor  of  Medicine, 
Cornell  University  Medical  College 

4.  Panel  Discussion:  Clinical  Pathology  and  Com- 
puters: Practical  Applications 

Leon  Pordy,  M.D.,  New  York  City, 

Chairman,  Section  on  Data  Processing  in  Medicine 
Edward  C.  Zaino,  M.D.,  Garden  City 

Chairman,  Section  on  Pathology,  Clinical  Pathology, 
and  Blood  Banking 

The  above  speakers 


SECTION  ON 

Pediatrics 


Chairman Martin  C.  Ushkow,  M.D.,  Syracuse 

Vice-Chairman. . Stephen  Glaser,  M.D.,  New  York  City 

Secretary Charles  E.  Hunter,  M.D.,  Liverpool 

Delegate Moe  Goldstein,  M.D.,  Forest  Hills 


Monday,  February  12/2:00  P.M. /Versailles  Ballroom, 

Second  Floor 

JOINT  MEETING  WITH 

Section  on  Orthopedic  Surgery 

1.  Recognition  and  Management  of  Pedestrial 

Disorders  in  Children 

Rosamond  Kane,  M.D.,  New  York  City 

Director,  Foot  Clinic,  Columbia-Presbyterian 
Medical  Center;  Instructor  in  Orthopedic  Sur- 
gery, Columbia  University  College  of  Physicians 
and  Surgeons 

2.  Orthopedic  Aspects  of  Hemophilia 

Theodore  Papademetriou,  M.D.,  Buffalo 

Clinical  Associate  Professor  of  Orthopedic  Sur- 
gery, State  University  of  New  York  at  Buffalo 
School  of  Medicine 

3.  The  Care  and  Treatment  of  Juvenile  Rheu- 
matoid Arthritis  and  Who  Gives  It 

George  N.  Lockie,  M.D.,  Escondido,  California 

(by  invitation) 

Assistant  Clinical  Professor  of  Pediatrics,  Uni- 
versity of  California  at  La  Jolla 

4.  Current  Problems  in  Pediatric  Rehabilitation 

Chester  A.  Swinyard,  M.D.,  New  York  City 
Professor  of  Rehabilitation  Medicine,  New  York 
University  Medical  Center 

SECTION  ON 

Physical  Medicine  and  Rehabilitation 

Chairman Robert  H.  Cress,  M.D.,  Albany 

Vice-Chairman 

Herbert  L.  Thornhill,  M.D.,  New  York  City 


Secretary Edward  H.  Poskanzer,  M.D.,  Albany 

Delegate Mathew  Lee,  M.D.,  New  York  City 


Tuesday,  February  13/9:00  A. M. /Royal  Ballroom  B,  Second 
Floor 

Symposium  and  Panel  Discussion:  Rehabilitation  of 

the  Elderly:  Hints  and  Pitfalls 

R.  H.  Cress,  M.D.,  Albany,  Moderator 

Associate  Professor  of  Physical  Medicine  and  Re- 
habilitation, Albany  Medical  College  of  Union 
University 

1.  Chairman’s  Address:  Realities 

R.  H.  Cress,  M.D.,  Albany 

2.  The  Neurological  Examination  of  the  Elderly 

David  Green,  M.D.,  Albany 

Clinical  Associate  Professor  of  Neurology,  Albany 
Medical  College  of  Union  University 

Comparison,  brevity,  and  a capacity  to  make  do  with 
the  minimum  are  the  essentials  in  the  examination  of  the 
elderly.  Perhaps  compassion  and  patience  are  the  most 
difficult  to  achieve  and  cannot  be  taught  except  by 
example.  The  unique  physical  signs  found  in  the 
central  nervous  system  examination  of  the  elderly  will 
be  discussed.  An  attempt  will  be  made  to  offer  a sim- 
plified plan  in  the  performance  of  the  central  nervous 
system  examination  and  to  demonstrate  how  the  findings 
may  be  related  to  specific  neurologic  disease  of  the 
elderly. 

3.  The  Cardiovascular  System  in  Rehabilitation 

of  the  Elderly 

Raymond  Harris,  M.D.,  Albany 

Clinical  Associate  Professor  of  Medicine,  Albany 
Medical  College  of  Union  University 

The  elderly  patient  bears  the  double  cross  of  disease 
and  age  and  requires  special  consideration  and  manage- 
ment because  of  his  altered  biologic  responses.  Success- 
ful rehabilitation  and  care  of  the  geriatric  patient  with 
cardiovascular  disease  require  attention  to  the  effects  of 
the  aging  process,  the  cardiovascular  condition,  and  the 
skillful  manipulation  of  environmental  and  psychologic 
factors.  Attention  to  these  differences,  the  result  of 
changes  superimposed  by  the  aging  process  on  the  purely 
cardiac  damage  levied  by  disease,  often  constitutes  the 
margin  between  success  and  failure  in  lengthening  the 
life  and  decreasing  the  cardiac  disability  of  the  elderly 
patient.  Cardiac  rehabilitation  should  be  available  to 
the  older  person  with  cardiovascular  disease. 

The  goals  of  such  rehabilitation  include  restoring  the 
geriatric  patient  to  his  best  level  of  physical  and  mental 
activity  within  the  functional  capacity  of  his  cardio- 
vascular system,  greater  activity,  social  participation 
normal  for  his  age,  and  the  attainment  and  preservation 
of  a high  level  of  independence,  including  greater  mobility, 
self-care,  and  independent  living.  Progressive  activity 
programs  and  appropriate  exercise  prove  useful  in  the 
management  of  elderly  cardiac  patients  by  maintaining 
the  strength  and  tone  of  muscles,  increasing  the  flexibility 
of  joints,  stimulating  circulation,  reducing  the  incidence 
of  thrombophlebitis  and  emboli,  and  improving  general 
health  and  well-being. 

4.  The  Psychiatric  Aspects  of  Aging 

Melvin  Steinhart,  M.D.,  Elsmere 

Associate  Professor  of  Psychiatry,  Albany  Med- 
ical College  of  Union  University 

The  emotional  concomitants  of  the  aging  process  are 
too  frequently  overlooked  by  the  medical  profession. 
Errors  of  omission  and  commission  can  present  special 
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problems  in  the  physical  rehabilitation  of  the  elderly. 
Factors  to  be  considered  are  the  changing  or  changed 
interpersonal  and  family  relationships  of  the  patient,  the 
meaning  of  his  disability  to  him,  expectations  of  and 
attitudes  toward  treatment,  and  the  coexistence  of 
other  physical  and  emotional  problems.  Knowledge  of 
the  patient’s  previous  methods  of  coping  and  adapta- 
tion are  essential.  It  must  be  recognized  that  emotional 
reactions  may  present  a clinical  picture  quite  different 
from  that  in  younger  individuals.  Also,  the  judicious 
use  of  psychotropic  medications  may  markedly  aid  the 
management  of  the  elderly  patient.  The  physician 
must  have  some  understanding  and  awareness  of  his  own 
attitudes  toward  the  aging  process  and  the  elderly.  As 
in  most  aspects  of  medical  treatment,  successful  manage- 
ment and  outcome  may  be  as  dependent,  or  more  so, 
on  the  patient-doctor  relationship  as  on  the  specific 
physical  therapeutic  modalities  employed. 


SECTION  ON 

Plastic  and  Reconstructive  Surgery 


Chairman David  B.  Stark,  M.D.,  Syracuse 

Vice-Chairman.  . Bard  Cosman,  M.D.,  New  York  City 

Secretary Walter  B.  Macomber,  M.D.,  Albany 

Delegate Howard  B.  Rasi,  M.D.,  Brooklyn 


Monday,  February  12/9:00  A. M. /Versailles  Ballroom,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Urology 

Symposium  and  Panel  Discussion:  Congenital  Uro- 

logic  Abnormalities  with  Particular  Reference  to 
the  Genitalia  and  to  the  Rehabilitation  of  the 
Patients 

Thomas  M.  Flanagan,  M.D.,  Norwich,  Moderator 
Chief  of  Urology,  Chenango  Memorial  Hospital 

1.  Urogenital  Abnormalities  and  Determination 

of  Gender  Role 

Mary  L.  Voorhess,  M.D.,  Syracuse 

Professor  of  Pediatrics,  State  University  of  New 
York  Upstate  Medical  Center 

2.  Repair  of  Hypospadias 

Esat  A.  Toksu,  M.D.,  Utica 

Plastic  Surgeon,  St.  Lukes  Memorial  Hospital 
Center 

3.  Urinary  Diversion  in  Children 

John  H.  McGovern,  M.D.,  New  York  City 

Clinical  Professor  of  Surgery  (Urology),  Cornell 
University  Medical  College;  James  Buchanan 
Brady  Foundation,  New  York  Hospital 

4.  Psychologic  Aspects  of  Intersex 

Ankea  Ehrhardt,  M.D.,  Buffalo 

Office  of  Psychoendocrinology,  Buffalo  Children’s 
Hospital 

Panel  Discussion 

The  above  speakers 


SECTION  ON 

Preventive  Medicine  and  Public  Health 


Chairman Richard  Nauen,  M.D.,  New  York  City 

Vice-Chairman Donald  Walker,  M.D.,  Albany 


Secretary James  J.  Quinlivan,  M.D.,  Albany 

Delegate John  J.  A.  Lyons,  M.D.,  Albany 


Wednesday,  February  14/9:00  A. M. /Versailles  Ballroom, 
Second  Floor 

Symposium:  Outpatient  Care:  New  Roles  for  Hos- 

pitals 

1.  Modifying  the  Disease  Oriented  Outpatient 

Department 

J.  J.  Vorzimer,  M.D.,  New  York  City 

Director,  Ambulatory  Care,  Beth  Israel  Medical 
Center;  Professor  of  Community  Medicine, 
Mount  Sinai  School  of  Medicine 

2.  One  Hospital’s  Alternative  to  the  Outpatient 

Clinics 

James  A.  Block,  M.D.,  Rochester 

Director,  Ambulatory  Services,  Genesee  Hospital; 
Instructor  in  Pediatrics,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

3.  The  Emergency  Services  Spectrum 

Leon  J.  Taubenhaus,  M.D.,  New  York  City 

Director,  Community  Health  Services,  Beekman- 
Downtown  Hospital;  Lecturer,  Columbia  Uni- 
versity School  of  Public  Health 

4.  The  Emergency  Medical  Services  Project  in 

Erie  County 

James  Cosgriff,  M.D.,  Buffalo 

Clinical  Assistant  Professor  of  Surgery,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine 

SECTION  ON 

Psychiatry 

Chairman James  E.  Rappa,  M.D.,  Central  Valley 

Vice-Chairman 

Leonard  Cammer,  M.D.,  New  York  City 

Secretary Myron  H.  Marshall,  M.D.,  Buffalo 

Delegate Matthew  Brody,  M.D.,  Brooklyn 

Tuesday,  February  13/9:00  A. M. /Versailles  Ballroom, 
Second  Floor  ^ 

This  program  has  been  accepted  for  three  hours’  prescribed 
credit  by  the  American  Academy  of  Family  Physicians. 

JOINT  MEETING  WITH 

Section  on  Family  and  General  Practice 

Symposium  and  Panel  Discussion:  Psychotropic  Drugs 

in  Clinical  Practice 

James  E.  Rappa,  M.D.,  Central  Valley,  Moderator 
Clinical  Associate  Professor  of  Psychiatry,  State 
University  of  New  York  Downstate  Medical 
Center;  Assistant  Director,  Brooklyn  State  Hos- 
pital 

1.  An  Overview:  Pharmacologic  Basis  for  Use  of 

Psychotropic  Drugs 

David  M.  Engelhardt,  M.D.,  Brooklyn 

Professor  of  Psychiatry,  State  University  of  New 
York  Downstate  Medical  Center 

Pharmacodynamics,  therapeutics,  prescribing  prac- 
tices, and  usage  patterns  of  this  class  of  drugs,  as  viewed 
from  the  standpoint  of  basic  and  clinical  research,  will  be 
discussed. 
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2.  Clinical  Use  of  Psychotropic  Drugs 

Leonard  Cammer,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Psychiatry,  New 
York  Medical  College 

Specific  pharmacologic  action  as  a basis  for  selecting 
the  right  psychotropic  drug  will  be  presented.  Indica- 
tions and  administration  of  sedatives,  hypnotics,  tran- 
quilizers, stimulants,  and  antidepressants  will  be  in- 
cluded. 

3.  Clinical  Abuse  of  Psychotropic  Drugs 

Myron  H.  Marshall,  M.D.,  Buffalo 

Medical  Director,  The  Psychiatric  Institute 

The  psychiatric  basis  for  such  abuse  as  well  as  the 
family  medicine  basis  will  be  discussed.  Prevention, 
occurrence,  and  management  of  untoward  effects  will  be 
stressed. 

4.  Recognition  and  Management  of  Masked 

Depression  in  Clinical  Practice 

Wilfred  Dorfman,  M.D.,  Brooklyn 

Consultant  in  Medicine  and  Psychiatry,  Bruns- 
wick Hospital  Center,  Amityville 

The  presentation  will  be  geared  toward  the  nonpsy- 
chiatric physician  as  well  as  the  psychiatrist.  Psy- 
chotropic drug  psychotherapy  and  other  somatic  treat- 
ments will  be  discussed. 

Panel  Discussion: 

Norman  R.  Loomis,  M.D.,  Ontario 

Chief,  Department  of  Family  Practice,  Rochester 
General  Hospital 

David  L.  Dunner,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Psychiatry,  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons; Psychiatrist,  New  York  State  Psychiatric 
Institute 


SECTION  ON 

Radiology 

Chairman Norman  E.  Leeds,  M.D.,  The  Bronx 

Vice-Chairman. . . Edward  W.  Carsky,  M.D.,  Syracuse 

Secretary R.  Joseph  Naples,  M.D.,  Corning 

Delegate.  . . .Samuel  H.  Madell,  M.D.,  New  York  City 


Wednesday,  February  14/2:00  P.M. /Versailles  Terrace, 
Second  Floor 

1.  Gastrointestinal  Studies  in  the  Evaluation  of 
Lesions  in  the  Pancreatic  Area 

Thomas  C.  Beneventano,  M.D.,  The  Bronx 

Associate  Professor  of  Radiology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

2.  Angiography  of  Benign  and  Neoplastic  Condi- 
tions in  the  Pancreatic  Region 

Seymour  Sprayregen,  M.D.,  The  Bronx 

Assistant  Professor  of  Radiology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

3.  Effectiveness  of  Interventional  Radiology 

Stanley  Baum,  M.D.,  Boston,  Massachusetts  (by 
invitation) 

Department  of  Radiology,  Massachusetts  General 
Hospital;  Professor  of  Radiology,  Harvard  Medical 
School 

Questions  and  Answers 


SECTION  ON 

School  Health 


Chairman Arthur  Howard,  M.D.,  Johnstown 

Vice-Chairman Bernard  Breiter,  M.D.,  Harrison 

Secretary Justin  Mignault,  M.D.,  Baldwinsville 

Delegate Gara  Lester,  M.D.,  Chautauqua 


Monday,  February  12/9:00  A. M. /Princess  Room,  Second 
Floor 

This  program  has  been  accepted  for  three  hours'  elective 
credit  by  the  American  Academy  of  Family  Physicians. 

Symposium  and  Panel  Discussion:  Special  Health 

Problems 

Arthur  Howard,  M.D.,  Johnstown,  Moderator 

Chief  of  Staff,  Johnstown  Hospital;  President, 
New  York  State  Association  of  School  Physicians 

1.  Learning  Disorders 

Alden  Brad  Starr,  M.D.,  Syracuse 

Psychiatric  Consultant,  Syracuse  City  School 
District 

Many  frustrating  problems  of  learning  and  behavior 
could  be  avoided  by  the  effective  use  of  significant  in- 
formation easily  obtained  by  school  personnel.  This 
includes  a chart  of  psychophysiologic  and  psychosocial 
growth  patterns  that  indicate  clearly  the  expectations 
one  might  reasonably  have  for  each  child’s  school  prog- 
ress. Most  children  in  difficulty  have  gaps  and  de- 
ficiencies in  developmental  areas,  and  because  of  inade- 
quate evaluation,  understanding,  and  record  keeping, 
they  have  been  pushed  ahead  of  their  competence. 

2.  Genetic  Diseases 

Sally  M.  Kelly,  M.D.,  Albany 

Biochemical  Medical  Genetics  Chief,  New  York 
State  Department  of  Health 

A variety  of  genetic  diseases  are  now  visible  in  the 
school  population  and  are  likely  to  become  more  so  in 
response  to  social  and  medical  forces.  The  clinical  and 
biochemical  traits  of  these  diseases,  although  controlled, 
may  affect  the  child’s  role  as  a student. 

3.  Sickle  Cell  Anemia 

Joseph  B.  Robinson,  M.D.,  Loudenville 

Assistant  Professor  of  Medicine,  Albany  Medical 
College  of  Union  University 

New  York  State  has  a total  of  approximately  two  mil- 
lion black  people.  Various  estimates  have  been  made 
ranging  between  8 and  12  per  cent  of  this  number  who 
may  carry  the  trait  in  sickle  cell  disease.  Approximately 
1 in  500  is  estimated  to  be  a victim  of  sickle  cell  anemia. 
Presently,  many  screening  programs  are  being  carried 
on  throughout  the  State  and  particularly  in  New  York 
City.  The  New  York  State  Department  of  Health  is 
interested  specifically  in  the  eleven  counties  having  the 
largest  black  populations.  By  the  end  of  1972,  ap- 
proximately 75,000  people  will  have  been  screened. 
Among  the  blacks,  approximately  7 per  cent  are  positive 
for  the  trait.  Among  the  whites,  this  figure  more  closely 
approximates  0.5  per  cent.  Comparatively  few  cases  of 
sickle  cell  anemia  have  been  discovered  in  the  State 
Health  Department  survey,  particularly  because  most  of 
these  cases  are  presently  known  and  do  not  present 
themselves  for  screening. 

Panel  Discussion 
The  above  speakers 
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SECTION  ON 

Space  Medicine 

Chairman Theobald  Reich,  M.D.,  New  York  City 

Vice-Chairman. . Jacob  I.  Hirsch,  M.D.,  New  York  City 

Secretary Constantine  D.  J.  Generales,  Jr.,  M.D., 

New  York  City 

Delegate Seymour  Fiske,  M.D.,  New  York  City 

Tuesday,  February  13/2:00  P.M. /Versailles  Terrace,  Second 
Floor 

Symposium:  Underwater  Physiology 

1.  Pathogenesis  and  Treatment  of  Bends 

C.  T.  Chrysanthore,  M.D.,  New  York  City 
Attending  Pathologist,  Beth  Israel  Medical 
Center 

2.  Physiologic  Effects  of  Carbon  Dioxide,  Nitro- 
gen, and  Other  Inert  Gases  at  High  Partial  Pres- 
sure 

E.  Converse  Pierce,  M.D.,  New  York  City 

Professor  of  Surgery,  Mount  Sinai  School  of 
Medicine 

3.  Pathophysiology  and  Prevention  of  Pulmonary 
Oxygen  Toxicity 

Charles  J.  McSherry,  M.D.,  New  York  City 
Associate  Professor  of  Surgery,  Cornell  University 
Medical  College 

4.  Toxic  Effects  of  Oxygen  in  the  Human 

Murray  Wittner,  M.D.,  The  Bronx 

Associate  Professor  of  Pathology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 
Robert  M.  Rosenbaum,  M.D.,  The  Bronx 

Associate  Professor  of  Pathology,  Albert  Einstein 
College  of  Medicine  of  Y eshiva  University 

5.  Underwater  Breathing  Devices:  Past,  Pres- 

ent, and  Future 

Lt.  Commander  Edison  Whitaker,  Washington, 

D. C.  (by  invitation) 

United  States  Navy  Experimental  Diving  Unit 

6.  Topic  to  be  announced 

Suzanne  Kronheim,  Ph.D.,  Arlington,  Virginia  (by 
invitation) 

Physiology  Branch,  Biologic  Sciences  Division, 
Office  of  Naval  Research 


SECTION  ON 

Surgery 

Chairman David  N.  Kluge,  M.D.,  Rochester 

Vice-Chairman 

Hugh  F.  Fitzpatrick,  M.D.,  New  York  City 

Secretary Frank  J.  Fragala,  M.D.,  White  Plains 

Delegate Paul  M.  Walczak,  M.D.,  Buffalo 

Wednesday,  February  14/2:00  P.M. /Princess  Room,  Second 
Floor 

1.  President’s  Report  of  New  York  State  Society  of 
Surgeons 

Irving  Cramer,  M.D.,  Utica 

Surgeon,  St.  Luke’s  Memorial,  and  Marcy  State 
Hospitals 


2.  Surgical  Management  of  Esophageal  Hiatal 
Hernia  and  Its  Complications 

Ren£  Menguy,  M.D.,  Rochester 

Professor  of  Surgery,  University  of  Rochester  School 
of  Medicine  and  Dentistry;  Surgeon-in-Chief, 
Genesee  Hospital 

3.  Surgery  in  Acute  Coronary  Problems 

Watts  R.  Webb,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of  Surgery, 
State  University  of  New  York  Upstate  Medical 
Center 

4.  Panel  Discussion:  Hospital  Emergency  Depart- 
ments and  Emergency  Health  Services 

David  N.  Kluge,  M.D.,  Rochester,  Moderator 

Chairman,  Committee  on  Emergency  Health  Ser- 
vices of  the  Medical  Society  of  the  State  of  New 
York 

Panelists 

Duane  Cady,  M.D.,  Syracuse 
John  H.  Morton,  M.D.,  Rochester 
Louis  J.  Strobino,  M.D.,  Utica 
James  S.  Williams,  M.D.,  Rochester 


SECTION  ON 

Urology 


Chairman Thomas  M.  Flanagan,  M.D.,  Norwich 

Vice-Chairman 

Andrew  J.  McGowan,  Jr.,  M.D.,  New  York  City 

Secretary Henry  B.  Marshall,  M.D.,  Elmira 

Delegate William  J.  Staubitz,  M.D.,  Buffalo 


Monday,  February  12/9:00  A.M. /Versailles  Ballroom,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Plastic  and  Reconstructive 
Surgery 

Panel  Discussion*  Congenital  Urologic  Abnor- 
malities with  Particular  Reference  to  the  Gen- 
italia and  to  the  Rehabilitation  of  the  Patients 

Thomas  M.  Flanagan,  M.D.,  Norwich,  Moderator 
Chief  of  Urology,  Chenango  Memorial  Hospital 

1.  Urogenital  Abnormalities  and  Determination 
of  Gender  Role 

Mary  L.  Voorhess,  M.D.,  Syracuse 

Professor  of  Pediatrics,  State  University  of  New 
York  Upstate  Medical  Center 

2.  Repair  of  Hypospadias 

Esat  A.  Toksu,  M.D.,  Utica 

Plastic  Surgeon,  St.  Lukes  Memorial  Hospital 
Center 

3.  Urinary  Diversion  in  Children 

John  H.  McGovern,  M.D.,  New  York  City 

Clinical  Professor  of  Surgery  (Urology),  Cornell 
University  Medical  College;  James  Buchanan 
Brady  Foundation,  New  York  Hospital 

4.  Psychologic  Aspects  of  Intersex 

Ankea  Ehrhardt,  M.D.,  Buffalo 
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Office  of  Psychoendocrinology,  Buffalo  Children’s 
Hospital 

Panel  Discussion 
The  above  speakers 


SESSION  ON 

Archives 

Chairman.  Joseph  A.  Tamerin,  M.D.,  New  York  City 

Chairman  for  Woman’s  Auxiliary 

Mrs.  William  G.  Chorba,  The  Bronx 


Sunday,  February  11/10:00  A.M. /Versailles  Ballroom, 
Second  Floor 

JOINT  MEETING  WITH 

Woman’s  Auxiliary  of  the  Medical  Society 
of  the  State  of  New  York 
Medical  Archivists  of  New  York 

Symposium  and  Panel  Discussion:  Preservation  of 

Medical  Archives 

Joseph  A.  Tamerin,  M.D.,  New  York  City,  Moderator 
Plastic  Surgeon,  French  and  Polyclinic  Medical 
School  and  Health  Center,  and  Harlem  Hospital 
Center 

1.  Training  Program  for  County  Medical  Society 
Archivists 

Mrs.  James  P.  Furlong,  Albany  (by  invitation) 
President,  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York 

2.  Training  Program  for  County  Medical  Society 
Archivists 

Mr.  Joseph  V.  Terenzio,  New  York  City  (by 
invitation) 

Executive  Vice-President,  United  Hospital  Fund 
of  New  York 

3.  Witchhunt  of  a Doctor:  Medicine  in  Buffalo 

in  the  1850s 

John  R.  F.  Ingall,  M.D.,  Buffalo 

Director,  Lake  Area  Regional  Medical  Program, 
Inc. 

4.  The  Last  King  of  America 

Russell  Barton,  M.D.,  Rochester 
Director,  Rochester  State  Hospital 

5.  The  New  York  State  Microform  Journal  of 
Medicine 

Joseph  A.  Tamerin,  M.D.,  New  York  City 

Panel  Discussion 
The  above  speakers 


SESSION  ON 

Neurology 

Chairman David  Green,  M.D.,  Albany 

Secretary.  Arthur  W.  Schappell,  M.D.,  Forest  Hills 

Monday,  February  12/2:00  P.M. /Royal  Ballroom  B,  Second 
Floor 


Symposium:  Medical  History  and  Its  Place  in  the 
Practice  of  Neurology 

1.  Chairman’s  Address 

John  Hilton,  an  Unrecognized  Master  in 

Neurology 

David  Green,  M.D.,  Albany 

Clinical  Associate  Professor  of  Neurology, 
Albany  Medical  College  of  Union  University 

An  understanding  of  medical  history  is  as  important 
to  a physician  as  a lamp  is  to  a miner.  Without  some 
knowledge  of  the  past,  the  present  is  always  out  of 
focus  and  the  future  hazier  still.  Published  in  1863, 
John  Hilton’s  vastly  influential  monograph,  “On  the 
Influence  of  Mechanical  and  Physiological  Rest  in  the 
Treatment  of  Accidents  and  Surgical  Diseases  and  the 
Diagnostic  Value  of  Pain,”  is  often  referred  to  as  Hilton’s 
“Lectures  on  Rest  and  Pain.”  Hilton  has  always  been 
regarded  as  a major  figure  of  English  surgery.  The 
present  essayist  will  attempt  to  see  Hilton  as  both  a 
practical  and  theoretic  neurologist  whose  ideas  are  as 
pertinent  today  in  clinical  neurology  as  they  were  to 
clinical  surgery  of  the  nineteenth  century. 

2.  History  of  Steroids  in  Neuromuscular  Dis- 
orders 

David  O.  Marsh,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

The  era  of  steroid  therapy  is  commonly  considered  to 
have  begun  in  the  1930s,  but  in  Paris  in  the  late  nineteenth 
century  adrenal  extract  was  first  used  in  the  treatment 
of  myasthenia  gravis.  Reports  of  favorable  results 
with  steroid  treatment  of  that  disorder  have  recently 
again  been  published.  This  and  other  indications  for 
the  prescription  of  steroids  in  the  management  of  neuro- 
muscular disorders  will  be  discussed. 

3.  Traditions  of  American  Neurology 

Robert  J.  Joynt,  M.D.,  Rochester 

Professor  and  Chairman,  Department  of  Neurol- 
ogy, University  of  Rochester  School  of  Medicine 
and  Dentistry 

Neurology  as  a separate  specialty  in  this  country 
cannot  be  marked  by  any  particular  event  or  date,  al- 
though the  first  meeting  of  the  American  Neurological 
Association  was  in  1875.  However,  outstanding  physi- 
cians as  Weir  Mitchell,  M.D.,  and  William  Hamilton, 
M.D.,  had  already  devoted  most  of  their  practice  to 
diseases  of  the  nervous  system.  Original  emphasis  on 
neurology  was  that  of  a clinical  approach  and  thus  some- 
what different  from  the  European  tradition.  Around 
the  turn  of  the  century  neurology  became  established  as  a 
separate  specialty  in  the  medical  schools.  However,  the 
general  role  of  the  neurologist  was  that  of  a consultant. 
It  is  only  within  recent  years  that  his  emphasis  has 
changed  to  that  of  a primary  physician  caring  for 
neurologic  diseases.  Thus,  American  neurology  has  a 
tradition  of  its  own  and  because  of  this  has'  been  able  to 
make  unique  contributions  to  this  field. 

4.  Hippocrates  and  Aesculapius:  The  Rise  and 

Fall  of  Scientific  Neurology 

Maurice  H.  Charlton,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

The  first  natural  scientists  were  the  Greek  physicists 
of  Asia  Minor.  Hippocrates,  from  the  same  area,  ap- 
plied their  rationalism  to  the  field  of  medicine.  This  is 
particularly  illustrated  by  his  work  on  epilepsy  in  which 
he  attempts  to  replace  theologic  explanation  by  discuss- 
ing cerebral  function.  Unfortunately,  this  attempt  to 
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found  medicine  on  scientific  principles  failed  and  was 
submerged  for  a thousand  years.  The  reasons  for  this 
failure  lie  partly  in  the  antiempiricism  of  Plato  and 
partly  in  the  rise  of  a new  religious  outlook.  Aescula- 
pius as  the  divine  healer  replaced  scientific  explanations 
of  the  cause  and  cure  of  disease. 

5.  Klumpke  Paralysis:  First  Woman  Intern  in 

Hospitals  of  Paris,  1886 

Richard  Satran,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

Few  physicians  are  aware  that  Klumpke  palsy  or 
lower  brachial  plexus  palsy  was  named  after  a woman. 
Augusta  Klumpke  born  in  San  Francisco,  educated  in 
Europe,  and  later  married  to  the  French  neurologist, 
Dejerine,  was  the  fh'st  to  describe  and  elucidate  mech- 
anisms of  lower  brachial  plexus  palsy.  The  work  was 
accomplished  during  the  time  she  was  a medical  student 
at  the  Faculty  of  Medicine  in  Paris.  Difficulties  were 
experienced  in  her  attempt  to  enter  medical  school,  and 
later  she  participated  in  a successful  struggle  to  secure 
an  externship  and  ultimately  the  first  woman’s  intern- 
ship in  the  hospitals  of  Paris.  Her  final  appointment 
resulted  from  female  medical  student  activism,  respon- 
sivity  on  the  part  of  the  post-Franco  Prussian  War, 
Republican  government,  and  Augusta  Klumpke’s  suc- 
cessful completion  of  difficult  written  and  public  oral 
examinations.  Her  achievement  provided  new  op- 
portunities for  women  in  what  had  been  a traditionally 
restrictive  medical  system. 


SESSION  ON 

Neurosurgery 


Chairman Paul  M.  DeLuca,  M.D.,  Endicott 

Secretary I.  M.  Greenburg,  M.D.,  Freeport 


Wednesday,  February  14/9:00  A. M. /Versailles  Terrace, 

Second  Floor 

1.  Forewarnings  of  Subarachnoid  Hemorrhage 

Robert  B.  King,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of  Neuro- 
surgery, State  University  of  New  York  at  Syracuse 
Upstate  Medical  Center 

Morris  I.  Saba,  M.D.,  Beirut,  Lebanon  (by  invitation) 
Former  Resident  in  Neurosurgery,  State  University 
of  New  York  at  Syracuse  Upstate  Medical  Center 

Discussion:  Joseph  Ransohoff,  M.D.,  New  York 

City 

Chairman  and  Professor,  Department  of  Neuro- 
surgery, New  York  University  School  of  Medicine 

2.  Midline  Cervical  Disks 

Donald  H.  Stewart,  M.D.,  Syracuse 

Attending  Neurosurgeon,  State  University  of  New 
York  at  Syracuse  Upstate  Medical  Center 

Discussion:  Herbert  Lourie,  M.D.,  Syracuse 

Attending  Neurosurgeon,  State  University  of  New 
York  at  Syracuse  Upstate  Medical  Center 


\ 
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]973_ANNUAL_CONYENTION 

Scientific  Exhibits 


ALBERT  HALL,  LOWER  LEVEL 


ALBERT  H.  DOUGLAS,  M.D.,  Jamaica,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
LESTER  BLUM,  M.D.,  New  York  City 
THOMAS  S.  BUMBALO,  M.D.,  Buffalo 
BERNARD  S.  EPSTEIN,  M.D.,  New  Hyde  Park 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York  City 
BEVERLY  C.  SMITH,  M.D.,  New  York  City 

Scientific  Exhibits 

Certificates  of  Award  will  be  given  by  the  Medical  Society 
of  the  State  of  New  York  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual 

investigation  which  are  judged  on  the  basis  of  originality 
and  excellence  of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not 

exemplify  purely  experimental  studies  and  which  are 
judged  on  the  basis  of  presentation  and  correlation  of 
data. 

New  Scalpel  Guide  for  Biopsy  of  Cervix:  Application 
of  Simplified  Technic  with  Minimal  Trauma 

Mario  E.  Jascalevich,  M.D. 

New  Jersey  College  of  Medicine  and  Dentistry, 
Jersey  City,  New  Jersey 

A simplified  technic  for  cervical  biopsy,  using  a scalpel 
guide,  is  illustrated  and  described.  Electroknife  charring 
is  avoided,  specimens  of  minimal  thickness  and  length 
commensurate  with  diagnostic  accuracy  are  obtained, 
and  trauma  and  local  complications  are  minimized.  Pre- 
and  postoperative  antisepsis,  using  povidone-iodine, 
avoids  infection.  Efficacy  of  technic  has  been  confirmed 
by  250  biopsies  (Booth  202). 

Cervix  Cancer  in  New  York  State 

Hollis  S.  Ingraham,  M.D.,  Commissioner 

Department  of  Health,  State  of  New  Y ork,  Albany 
The  exhibit  describes  the  impact  of  early  detection 
upon  the  incidence  and  mortality  rate  for  cancer  of  the 
uterine  cervix  in  New  York  State  (Booth  203). 

Thirty-Two  Years  of  Experience  with  Artificial 
Insemination  Donor  and  Artificial  Insemination 
Husband 

Mary  Pichel  Warner,  M.D. 

Beth  Israel  Medical  Center,  New  York  City 
Thirty-two  years’  experience  with  artificial  insemina- 
tion donor  (A.I.D.)  and  artificial  insemination  husband 
(A.I.H.)  in  518  cases  of  infertility  will  be  discussed,  as  the 
only  therapeutic  method  of  treatment  available  in  se- 
lected cases.  The  findings  and  results  will  be  illustrated 
(Booth  204). 

Neonatal  Hypoglycemia:  A Practical  Approach 

Gerald  Ente,  M.D. 

S.  Wayne  Klein,  M.D. 

B.  S.  Paraswanath,  M.D. 

Nassau  County  Medical  Center,  East  Meadow 


The  exhibit  reviews  the  salient  features  of  neonatal 
hypoglycemia.  A study  is  then  presented  of  blood  glu- 
cose determinations  in  149  neonates,  comparing  a refer- 
ence method  with  a new  portable  reflectometer  system 
suitable  for  floor  or  bedside  use.  Findings  and  conclu- 
sions will  interest  all  personnel  involved  with  neonatal 
care  (Booth  205). 

Genitourinary  Injuries  in  the  Athlete 
A.  Harry  Kleiman,  M.D. 

S.  Ali  Khan,  M.D. 

French  and  Polyclinic  Medical  School  and  Health 

Center,  New  York  City 

Genitourinary  injury  is  common  during  competitive 
activity.  Typically  microtraumatic,  it  tends  to  involve 
the  kidney  and  less  often  the  genitalia.  A systemic 
steroid  response  to  apprehension  is  paramount  in  etiology. 
Mechanical  and  external  trauma  are  contributing  factors. 
Athlete’s  kidney,  a cicatricial  deformity,  is  a consequence 
of  chronic  microtrauma.  Major  genitourinary  injury 
results  from  bodily  violence  (Booth  206). 

The  Five-One  Reconstruction  for  Anteromedial 
Instability  of  the  Knee 
James  A.  Nicholas,  M.D. 

Lenox  Hill  Hospital,  New  York  City 
Anteromedial  instability  of  the  knee  is  a common  se- 
quela to  ligamentous  injury  of  the  medial  complex  of  the 
knee  joint.  Although  it  occurs  most  commonly  in  vari- 
ous sports  as  a result  of  a pivot  with  a fixed  foot  in  ex- 
ternal rotation,  it  also  occurs  many  times  from  injury  to 
the  complex  apart  from  sports.  Late  instability  results 
in  arthritis  and  often  terminates  in  the  need  for  bracing 
and  knee  fusion.  This  procedure  illustrates  a method  in 
which  reconstruction  of  the  late  instability  is  accomplished 
through  massive  imbrication  of  the  entire  medial  knee 
joint  from  the  adductor  tubercle  to  the  pes  tendon.  The 
steps  in  the  technic  and  the  indications  for  the  operation 
are  illustrated,  as  is  the  use  of  a derotation  brace  in  the 
follow-up  care  (Booth  207). 

Indications  for  Total  Hip  Arthroplasty 

Charles  M.  Evarts,  M.D. 

Cleveland  Clinic  Foundation,  Cleveland,  Ohio 
The  remarkable  advances  made  in  total  hip-joint  re- 
placement during  the  past  decade  have  introduced  new 
dimensions  into  orthopedic  surgery.  A careful  analysis 
of  the  role  of  total  hip-joint  replacement  and  its  assign- 
ment within  the  orthopedic  armamentarium  is  of  vital 
interest  to  the  orthopedic  surgeon.  An  analysis  of  500 
patients  selected  for  this  procedure  has  been  made  to  de- 
termine the  indications,  statistics,  and  complications 
(Booth  208). 

The  Hand  in  the  Differential 
Diagnosis  of  Arthritis 
John  L.  Decker,  M.D. 

National  Institute  of  Arthritis,  Bethesda,  Maryland 
Lifelike  moulages  of  hands  will  exhibit  the  anatomic 
and  physiologic  characteristics  of  rheumatoid  arthritis, 
osteoarthritis,  gouty  arthritis,  and  xanthoma  tendinosum 
in  different  individuals.  Another  series  of  hands  illus- 
trates the  effects  of  corticosteroid  therapy  on  joints  in 
rheumatoid  arthritis.  Below  each  hand  is  an  illumi- 
nated x-ray  film,  exhibiting  its  detailed  bone  and  joint 
disorders  (Booth  209). 

Use  of  Various  Modalities  in  Treatment 
of  the  Aging  Face 

Howard  B.  Rasi,  M.D. 

Margaret  B.  Menes,  R.N. 

Methodist  Hospital,  Brooklyn 
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The  proved  success  of  phenol  epidermectomy  has  added 
a valuable  technic  to  the  management  of  the  aging  face. 
The  results  of  this  technic  alone  and  in  combination  with 
surgical  rhytidectomy  will  be  demonstrated  by  preopera- 
tive, early  postoperative,  and  late  postoperative  color 
transparencies  of  patients  (Booth  210). 

New  Device  for  Partial  Hand  Amputation 

Lawrence  H.  Wisham,  M.D. 

Frances  Dworecka,  M.D. 

Mount  Sinai  School  of  Medicine,  New  York  City 
Exhibit  consists  of  colored  photographs  of  partial  hand 
amputation  and  continuously  running  motion  picture 
film  and  slides  showing  patients  performing  activities  of 
daily  living  (Booth  211). 

Gas  Endarterectomy,  Venous  Bypass  Grafts, 
and  Operative  Coronary  Angiography: 

A Total  Approach  to  Coronary  Artery  Surgery 
Martin  J.  Kaplitt,  M.D. 

North  Shore  Hospital,  Manhasset 
The  purpose  of  this  exhibit  will  be  to  demonstrate  a 
new  modality-operative  coronary  angiography  and  its 
contribution  to  direct  coronary  artery  surgery.  The 
exhibit  will  demonstrate  with  films,  drawings,  and  angio- 
grams a total  approach  to  coronary  artery  surgery  for 
both  segmental  and  diffuse  disease.  With  the  addition  of 
high-quality  intraoperative  angiography  a new  dimension 
has  been  added  to  vein  bypass  and  gas  endarterectomy. 
Cases  will  be  reviewed  and  all  technics  will  be  seen  (Booth 
212). 

Microcirculatory  Changes  in  Hemorrhagic  Shock 

Stennis  D.  Wax,  M.D. 

Watts  R.  Webb,  M.D. 

Katsuyuki  Kusajima,  M.D. 

State  University  of  New  York,  Upstate  Medical 

Center,  Syracuse 

This  exhibit  concerns  the  pathophysiologic  changes 
across  the  pulmonary  capillary  bed  occurring  during 
hypovolemic  shock.  Pressure  dynamics  in  the  pulmo- 
nary artery,  arterial  wedge,  venous  wedge,  small  pulmo- 
nary vein,  and  the  left  atrium  are  presented  in  a diagram- 
matic format.  A color  movie  shows  microcirculation 
changes  in  the  normal  animal  and  one  treated  with  methyl- 
prednisolone  sodium  succinate  and  low  molecular  weight 
dextran,  migration  of  white  cells,  diapedesis,  breakdown 
of  red  cells,  and  interstitial  edema  formation  with  restric- 
tion of  small-vein  outflow  (Booth  213). 

Pancreatic  Cancer:  1973 

Harold  Douglass,  M.D. 

Douglas  E.  Holyoke,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 
Review  of  170  pancreatic  cancers  at  Roswell  Park 
Memorial  Institute  confirmed  the  value  of  pancreatoduo- 
denal resection  when  the  operation  was  performed  as  the 
primary  operation  for  obstructive  jaundice  due  to  carci- 
noma. Preliminary  biliary  drainage  followed  by  sec- 
ondary bypass  cured  no  patients  and  provided  no  better 
palliation  than  biliary  bypass  alone  (Booth  214). 

Rehabilitation  of  the  Cancer  Patient  at  Roswell 
Park 

Gerald  P.  Murphy,  M.D. 

Edwin  A.  Mirand,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 
The  team  approach  to  rehabilitation  of  the  cancer  pa- 
tient is  emphasized  in  this  Roswell  Park  Memorial  Insti- 
tute exhibit.  Eight  departments  cooperated  in  a con- 
centrated program  to  assist  patients  in  maintaining  daily 


functions,  to  uphold  their  dignity,  and  to  restore  them  to 
a meaningful  existence  (Booth  215). 

The  American  Trauma  Society 
Thomas  L.  Gresham,  Ph.D. 

Upland,  Chester,  Pennsylvania 
The  purposes  and  functions  of  the  American  Trauma 
Society  will  be  depicted.  It  is  a volunteer  health 
organization  to  initiate  a broad  program  of  public  and 
professional  education,  training,  research,  and  improved 
care  in  the  field  of  trauma — accidental  death  and  dis- 
ability in  America.  The  objective  is  to  recruit  founding 
members  of  the  American  Trauma  Society  (Booth 
215-A). 

Endoscopic  Study  of  Massive  Upper 
Gastrointestinal  Hemorrhage 
William  I.  Wolff,  M.D. 

Hiromi  Shinya,  M.D. 

Beth  Israel  Medical  Center,  New  York  City 
The  source  of  massive  upper  gastrointestinal  hemor- 
rhage can  now  be  identified  with  an  accuracy  of  over  90 
per  cent  by  a vigorous  endoscopic  approach,  particularly 
if  this  is  performed  during  the  acute  bleeding  episode. 
Experience  with  several  hundred  cases  has  proved  the 
safety  and  accuracy  of  the  method  and  its  value  in  pa- 
tient management.  Analysis  of  our  findings  is  presented 
(Booth  216). 

Nonoperative  Excision  of  Colonic  Polyps 
William  I.  Wolff,  M.D. 

H.  Shinya,  M.D. 

Beth  Israel  Medical  Center,  New  York  City 
Colonic  polyps  may  now  be  removed  without  an  ab- 
dominal operation.  More  than  400  colonic  polyps  from 
the  sigmoid  to  the  cecum  have  been  safely  removed 
endoscopically.  For  noninvasive  cancer  and  for  invasive 
cancer  with  adequate  clearance  this  is  all  that  is  required. 
Analysis  of  material  and  results  will  be  presented  (Booth 
217). 

Adjuvant  5-Fluorouracil  Chemotherapy  to  Surgery 
for  Resectable  Colorectal  Cancer: 

A Multihospital  Project 

Carlo  E.  Grossi,  M.D. 

William  I.  Wolff,  M.D. 

Louis  M.  Rousselot(  M.D. 

Leon  Ginzburg,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center  of  New 

York;  Beth  Israel  Medical  Center,  New  York  City 
A randomized  multihospital  cooperative  project  has 
evaluated  a technic  of  intraluminal  and  intravenous  5-FU 
(5-fluorouracil)  chemotherapy  adjuvant  to  primary  sur- 
gery for  resectable  colorectal  cancer.  In  the  first  four 
years  more  than  200  patients  have  been  entered.  Sur- 
vival analysis  reveals  improvement  of  the  5-FU  patients 
with  colon  cancer  (serosal  invasion)  and  5-FU  rectal 
cancer  group  over  controls  (Booth  218). 

Hoarseness 

Myron  J.  Shapiro,  M.D. 

United  rlospitals  Medical  Center,  Newark,  New 

Jersey 

The  exhibit  deals  with  the  subject  of  hoarseness  and  is 
presented  primarily  to  alert  the  general  medical  com- 
munity of  the  various  causes  of  hoarseness  and  their 
management.  Color  transparencies  of  pathologic  laryn- 
geal lesions  are  shown.  Facilities  for  indirect  laryngos- 
copy will  be  available  for  anyone  who  desires  to  have 
his  larynx  examined  (Booth  219). 

Postoperative  Protein  Synthesis 

Ezra  Steiger,  M.D. 
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Hospital  of  the  University  of  Pennsylvania,  Phila- 
delphia, Pennsylvania 

This  exhibit  will  present  the  effects  of  various  intra- 
venous nutrient  regimens  on  wound  healing,  serum  pro- 
teins, weight  change,  and  liver  morphology  in  protein- 
depleted  rats.  Standard  intravenous  solutions,  hyper- 
tonic dextrose  solutions,  and  hypertonic  dextroamino 
acid  solutions  are  compared.  The  experimental  model 
studied  and  the  unrestrained  intravenously  fed  rat  will 
be  part  of  the  exhibit  (Booth  220). 

Scanning  Quiz 

Daniel  Ochs,  M.D. 

Jae  H.  Shim,  M.D. 

Bronx-Lebanon  Hospital  Center,  The  Bronx 

A collection  of  unusual  conditions  as  well  as  “educa- 
tional” errors  in  technic  encountered  in  our  scanning  de- 
partment will  be  shown.  The  presentation  is  in  the  form 
of  a quiz,  with  the  correct  answers  covered  up.  Histo- 
logic proof  is  supplied  whenever  applicable  (Booth  221). 

Tumor  Detection  with  67-Gallium  Citrate 

Orlando  L.  Manfredi,  M.D. 

Jose  Quinones,  M.D. 

St.  Vincent’s  Medical  Center  of  Richmond,  Staten 
Island 

Selected  cases  will  be  culled  from  over  350  histologically 
proved  malignancies  demonstrating  the  usefulness  of  67- 
gallium  citrate  in  tumor  detection.  A brief  outline  of  the 
characteristics  of  67-gallium  including  the  radiochemistry 
and  dosimetry  will  be  shown.  Case  presentations  will 
be  accompanied  with  microautoradiography,  kodachrome 
of  lesions  and  specimens,  as  well  as  pertinent  roentgeno- 
grams. Tissue  and  organ  distribution  of  67-gallium  will 
be  exhibited  in  both  human  and  rat  studies  coupled  with 
urinary  and  fecal  excretion  rates  (Booth  222). 

Percutaneous  Transhepatic  Cholangiography 

Murry  G.  Fischer,  M.D. 

Abraham  Geffen,  M.D. 

Sezen  Ozoktay,  M.D. 

Beth  Israel  Medical  Center,  New  York  City 

Percutaneous  transhepatic  cholangiography  was  per- 
formed in  48  patients  with  successful  visualization  in  89 
per  cent.  The  indications  and  contraindications  for  the 
procedure  are  detailed,  and  the  technic  of  the  lateral 
approach  used  in  this  series  is  elaborated.  The  impor- 
tance of  the  inability  to  enter  the  biliary  ducts  is  stressed 
in  diagnosing  nonobstructive  jaundice.  Emphasis  is 
placed  on  postcholangiography  drainage  in  helping  to  de- 
crease the  incidence  of  bile  leakage  as  a complication  in 
cases  of  obstructive  jaundice.  Details  of  representative 
and  unusual  cases  are  presented  (Booth  223). 

Column  of  Bertin:  Diagnosis  of  Nephrotomography 

Barry  D.  Pressman,  M.D. 

Columbia-Presbyterian  Medical  Center,  New  York 
City 

Column  of  Bertin  is  a renal  pseudotumor  of  no  clinical 
significance.  The  universal  opinion  has  been  that  ar- 
teriography is  necessary  to  make  this  diagnosis.  How- 
ever, we  contend  that  in  the  presence  of  several  classical 
findings  on  intravenous  urography  and  especially  nephro- 
tomography, this  diagnosis  can  be  made  without  arteriog- 
raphy (Booth  224). 

Shift  of  Axillary  and  Infraclavicular  Nodes 
with  Elevation  of  the  Arm: 

A Contribution  to  More  Effective  Lung  Shielding 

Lourdes  Z.  Nisce,  M.D. 

Robin  C.  Watson,  M.D. 


Giulio  J.  D’Angio,  M.D. 

Memorial  Hospital,  New  York  City 

Relation  of  axillary  and  infraclavicular  nodes  to  the 
lung  apex  varies  with  different  arm  positions.  In  akimbo 
position,  these  nodes  overlie  a large  portion  of  the  lung 
apex.  Upper-extremity  lymphangiograms  demonstrate, 
with  arms  above  the  head,  that  nodes  rotate  upward  and 
outward  permitting  better  lung  shielding.  Shape  and 
size  of  lung  shields  are  different  with  arms  akimbo  as 
compared  with  arms  fully  extended  over  the  head  (Booth 
225). 

Radiologic  Manifestations  of 
Pulmonary  Sarcoidosis 

Yahya  M.  Berkmen,  M.D. 

New  York  Medical  College-Metropolitan  Hospital 
Center,  New  York  City 

The  exhibit  will  consist  of  various  radiographic  mani- 
festations of  pulmonary  sarcoidosis  and  its  complications 

(Booth  226). 

Spectrum  of  Soft-Tissue  Calcification:  Differential 

Diagnosis  in  Musculoskeletal  Disease 

Barry  D.  Pressman,  M.D. 

Frieda  Feldman,  M.D. 

Columbia-Presbyterian  Medical  Center,  New  York 
City 

Soft-tissue  calcifications  are  valuable  guides  in  the 
evaluation  of  musculoskeletal  disease  and  in  the  direction 
of  clinical  investigations  into  more  fruitful  channels. 
Particular  patterns  will  be  discussed  and  categorized,  and 
the  diagnostic  value  of  certain  combinations  and  distri- 
butions considered  (Booth  227). 

Peritoneography:  Normal  and  Pathologic  Anatomy. 
A New  Radiographic  Method  for  Evaluation 
of  the  Peritoneal  Cavity  and  Its  Contents 

Morton  A.  Meyers,  M.D. 

The  New  York  Hospital-Cornell  University  Medical 
College,  New  York  City 

Peritoneography  is  the  double-contrast  examination  of 
the  peritoneal  cavity  and  its  contents,  using  a water- 
soluble  positive  contrast  medium  and  gas.  It  is  a simple, 
safe  technic  which  can  be  done  in  any  x-ray  department. 
It  permits  the  roentgenographic  visualization  and  deter- 
mination of  external  surfaces  and  contours  of  abdominal 
viscera,  peritoneal  reflections  and  recesses,  and  the  thick- 
ness of  the  wall  of  portions  of  the  alimentary  tract.  Peri- 
toneography has  been  shown  capable  of  identifying  both 
the  presence  and  extent  of  intra-abdominal  disease  which 
may  not  be  recognized  by  either  routine  contrast  studies 
of  the  alimentary  tract  or  peritoneoscopy  (Booth  228). 

New  Concepts  in  Identification  and  Localization 
of  Extraperitoneal  Effusions: 

Anatomic-Radiologic  Correlation 

Morton  A.  Meyers,  M.D. 

New  York  Hospital-Cornell  University  Medical 
College,  New  York  City 

The  extraperitoneal  space  is  not  a “vast  hinterland 
with  shadowy  fascial  boundaries”  but  is  clearly  defined 
by  anatomic  planes  into  three  compartments:  the  peri- 

renal space  and  the  anterior  and  posterior  pararenal 
spaces.  Characteristic  radiologic  features  distinguish 
the  specific  compartmentalization  of  extraperitoneal  fluid 
collections  and  lead  to  identification  of  their  source. 
The  correlation  of  the  distribution  of  fluid  to  the  extra- 
peritoneal fascial  planes  is  founded  on  anatomic  sections 
derived  from  frozen  cadavers,  postmortem  injection 
studies,  and  selected  clinical  cases  in  varied  disease  states 
(Booth  229). 
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Roentgen  Findings  in  Intraosseous  Ganglia 

Frieda  Feldman,  M.D. 

Austin  Johnston,  M.D. 

Columbia-Presbyterian  Medical  Center,  New  York 
City 

Intraosseous  ganglia  have  been  recorded  rarely.  This 
apparent  rarity  may  be  partially  ascribed  to  unfamiliarity 
with  an  entity  which  has  been  variously  labeled  as  “syno- 
vial, bursal,  or  degenerative  cyst.”  Our  experience  with 
38  intraosseous  ganglia  will  be  reviewed,  theories  as  to 
their  pathogenesis  discussed,  and  their  histologic  and 
roentgenographic  findings  described  (Booth  230). 

Familial  Hyperlipidemias: 

Diagnosis  and  Treatment 

Raul  Fleischmajer,  M.D. 

John  R.  T.  Reeves,  M.D. 

Hahnemann  Medical  College  and  Hospital,  Philadel- 
phia, Pennsylvania 

This  exhibit  attempts  to  summarize  the  state  of  the 
art  in  the  metabolism  of  plasma  lipids,  diagnosis,  and 
treatment  of  familial  hyperlipidemias.  A new  classifica- 
tion of  cutaneous  xanthomas  and  their  clinical  significance 
will  be  described.  The  following  subjects  are  displayed: 
history;  chemistry  of  plasma  lipid  levels  according  to 
age;  chemistry  of  lipoproteins;  size,  flotation  rates  of 
lipoproteins  and  their  relation  to  plasma  turbidity;  pheno- 
typing  of  lipoproteinemias;  classification  of  cutaneous 
xanthomas  and  their  clinical  significance;  dietary  reg- 
imens and  lipid  lowering  drugs,  including  pharmacology 
and  indications;  clinical  and  laboratory  diagnosis  of 
familial  hyperlipidemias;  and  resolution  of  cutaneous 
xanthomas  following  adequate  treatment  (Booth  231). 

Chronic  Recurring  Headache 
in  Intracranial  Disorders 

Arnold  P.  Friedman,  M.D. 

Rafael  H.  Lopez,  M.D. 

Jay  M.  Coblentz,  M.D. 

Montefiore  Hospital  and  Medical  Center,  The  Bronx 

Headache  is  among  the  most  common  symptoms  in 
neurologic  disorders,  and  the  diagnosis  of  headache  can  be 
most  challenging  to  the  physician.  It  depends  on  an 
analysis  of  clinical  data  derived  from  a careful  and  sys- 
tematic history,  a general  examination  which  emphasizes 
the  head  and  nervous  system,  psychologic  evaluation, 
and  appropriate  ancillary  studies.  The  purpose  of  the 
exhibit  is  to  demonstrate  the  intracranial  sources  of  head- 
ache, their  mechanism,  diagnosis,  and  differential  diagno- 
sis. The  greater  part  of  the  material  is  based  on  our 
experience  at  Montefiore  Hospital  Headache  Unit  during 
a period  of  twenty-eight  years.  Included  will  be  head- 
ache associated  with  space-occupying  lesions,  meningeal 
irritation,  benign  intracranial  hypertension  (pseudotumor 
cerebri),  cerebral  vascular  disorders,  reduced  intracranial 
pressure,  post-traumatic  headache,  and  other  intracranial 
causes  of  headache  (Booth  232). 

Value  of  the  Exercise  Test  Electrocardiogram 
in  Determining  the  Prognosis  of 
Coronary  Artery  Disease 

Paul  S.  Entmacher,  M.D. 

George  P.  Robb,  M.D. 

Frederic  Seltzer,  F.S.A. 

Metropolitan  Life  Insurance  Company,  New  York 
City 

The  electrocardiographic  exercise  test  is  a valuable  tool 
in  the  diagnosis  and  prognosis  of  latent  coronary  artery 
insufficiency.  A long-term  follow-up  disclosed  that  isch- 
emic S-T  segment  depression  after  exercise  is  virtually 
pathognomonic  of  coronary  insufficiency.  The  amount 


of  ischemic  S-T  depression  and  the  number  of  leads  in- 
volved are  related  to  prognosis  (Booth  234). 

Alpha-l-Fetoprotein:  A Screening  Test 

for  Hepatoma  in  Cirrhosis 

Anthony  J.  Martel,  M.D. 

Gerald  E.  Simon,  M.D. 

Brendan  E.  Joyce,  M.D. 

Letterman  General  Hospital,  San  Francisco,  Cali- 
fornia 

The  protein,  alpha-l-fetoglobulin,  is  present  in  the 
serum  of  most  patients  with  primary  hepatocellular 
carcinoma.  Since  the  incidence  of  hepatoma  is  higher 
in  cirrhotic  individuals,  the  screening  of  all  patients  with 
cirrhosis  is  recommended  for  the  early  detection  of 
hepatoma.  The  exhibit  demonstrates  a simple  method 
of  detecting  alpha-l-fetoglobulin  in  serum  (Booth  235). 

Huntington’s  Disease:  Historical  and  Medical 

Aspects 

John  R.  Whittier,  M.D. 

Charles  Korenyi,  M.D. 

Creedmoor  State  Hospital,  Queens  Village 

The  history  of  Huntington’s  disease  is  summarized. 
Epidemiology,  prevalence,  symptoms,  variants,  masquer- 
ading disorders,  genetics,  and  neuropathologic  charac- 
teristics are  described.  Treatment  is  outlined  including 
counseling  and  medications.  Chemical  formulas,  com- 
parative therapeutic  effectiveness,  and  cost  for  drugs  are 
given.  Benefit  under  medication  is  demonstrated  by 
motion  pictures  (Booth  236). 

Arboviruses 

Hollis  S.  Ingraham,  M.D.,  Commissioner 

Department  of  Health,  State  of  New  York,  Albany 

The  ecology,  clinical  signs,  and  control  of  the  arbo- 
viruses causing  human  illness  will  be  illustrated.  The 
transmission  cycle  of  the  arboviruses  involving  mos- 
quitoes, mice,  birds,  pheasants,  men,  and  horses  will  be 
graphically  presented,  along  with  a map  showing  the 
presence  of  the  principal  types  of  arboencephalitis  in 
New  York  State  (Booth  236-A). 

Cervical  Traction:  Past  and  Present 

W.  James  Gardner,  M.D. 

Herbert  S.  Bell,  M.D. 

Cleveland,  Ohio 

The  exhibit  will  present  a historic  pictorial  review  of 
the  development  of  cranial  traction  of  fracture  disloca- 
tions of  the  cervical  spine.  A totally  new  type  of  skull 
tong  is  included  (Booth  237). 

Alcoholics  Anonymous 

Alcoholics  Anonymous,  New  York  City 

The  Alcoholics  Anonymous  exhibit  pictures  A. A.  as  a 
community  resource  in  coping  with  a national  health 
problem.  It  briefly  describes  what  A. A.  is,  where  it  is 
located,  and  how  to  reach  the  more  than  17,000  A. A. 
groups  in  the  Unites  States,  Canada,  and  abroad.  It 
states  that  reasons  for  anonymity  in  the  public  media  and 
emphasizes  A.A.’s  willingness  to  cooperate  with  all  pro- 
fessional groups  and  individuals  who  come  in  contact  with 
alcoholics.  The  exhibit  presents  a profile  of  an  A. A. 
meeting,  giving  figures  based  on  a recent  survey  and  on 
who  is  an  A. A.  member  in  terms  of  age,  sex,  and  occupa- 
tion, and  who  helps  the  alcoholic  to  find  A. A.  (Booth 
238). 

Odyssey  House:  Treatment  of  Choice 

for  Drug  Addiction 

JUDIANNE  DENSEN-GERBER,  M.D. 
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Charles  C.  Rohrs,  M.D. 

Antonio  G.  Domantay,  M.D. 

Odyssey  House,  Inc.,  New  York  City 

The  exhibit  depicts  the  course  of  treatment  in  the  dif- 
ferent programs  in  operation  at  the  various  facilities  of 
Odyssey  House,  Inc.,  from  induction  to  completion  of 
program  and  follow-up.  Accompanying  are  action  pho- 
tographs of  the  residents  and  treatment  environments,  as 
well  as  graphs  illustrating  the  extent  and  spectrum  of  the 
problem  of  drug  abuse  (Booth  239). 

Cutaneous  Clues  to  Heroin  Addiction 

Alex  W.  Young,  Jr.,  M.D. 

Eugene  W.  Sweeney,  M.D. 

St.  Luke’s  Hospital  Center,  New  York  City 

The  purpose  of  the  exhibit  is  to  illustrate  the  cutaneous 
manifestations  and  complications  which  are  related  both 
directly  and  indirectly  to  heroin  addiction.  These  signs 
serve  to  alert  the  physician  to  latent  addiction  and  are 
stigmata  to  be  considered  in  rehabilitation  and  future  in- 
depth  investigation  (Booth  240). 

Cutaneous,  Histopathologic,  and  Immunologic 
Manifestations  of  Drugs  of  Abuse 

Abraham  I.  Weidman,  M.D. 

Michael  J.  Fellner,  M.D. 

Michael  Baden,  M.D. 

New  York  University  School  of  Medicine,  New  York 
City 

One  thousand  addicts  were  studied  for  dermatologic 
and  immunologic  effects  of  addictive  drugs,  especially 
heroin.  Test  results  of  serologic,  immunofluorescent 
studies,  as  well  as  studies  by  histopathology  and  electron 
microscopy  are  included.  Statistical  data  and  classifica- 
tion of  addictive  drugs  are  presented.  Visual  material 
will  be  used  to  illustrate  the  subject  (Booth  241). 

Nutrition  in  Medicine 

Marcella  B.  Guiney,  M.S. 

Carole  N.  Schaffer,  M.S. 

Margaret  E.  Schuelke,  B.S. 

Dairy  Council  of  Metropolitan  New  York,  New 
York  City 

The  ten-state  nutrition  survey  reveals  nutritional  de- 
ficiencies in  various  segments  of  the  population,  pointing 
up  high-priority  needs  for  nutrition  education  by  medical 
and  allied  health  professions.  Through  self-teaching  quiz 
boards  on  basic  nutrition,  family  food  needs,  and  weight 
control,  this  exhibit  features  new  technics  in  a systematic 
approach  to  patient  education  (Booth  242). 


Disability  Evaluation  Under  Social  Security 

Philip  R.  Casesa,  M.D. 

Mr.  Sidney  Houben 

Bureau  of  Disability  Determinations,  New  York 
State  Department  of  Social  Services;  New  York 
Disability  is  defined  according  to  the  Social  Security 
Act  and  its  amendments.  The  primary  component  of 
this  definition,  a medically  determinable  impairment,  is 
specifically  stated.  The  use  of  medical  evaluation 
criteria  in  the  disability  program  is  explained,  and  a 
criterion  for  evaluating  impairments  is  provided  (Booth 
243). 

The  Case  of  Cutaneous  Cosmetic  Reactions 

Committee  on  Cutaneous  Health  and  Cosmetics 
American  Medical  Association,  Chicago,  Illinois 
The  exhibit  discusses  and  illustrates  several  cases  of 
cosmetic  dermatitis  and  the  steps  in  diagnosis  and  man- 
agement. This  exhibit  also  affords  the  physician  an 
opportunity  to  diagnose  6 cases  of  cutaneous  reactions 
(Booth  244). 

Physicians’  Placement  Bureau 

Division  of  Scientific  Activities,  Medical 
Society  of  the  State  of  New  York 
Lake  Success,  New  York 

The  Physicians’  Placement  Bureau  will  be  operating 
from  a booth  during  the  annual  convention.  Located 
at  Booth  13,  near  the  Medical  Society  exhibit,  it  will  be 
staffed  at  all  times.  Information  on  job  opportunities, 
literature  on  all  phases  of  office  administration,  and  so  on, 
will  be  available.  Information  about  the  brochure  en- 
titled “What  Goes  On”  will  also  be  available  at  this  booth 
(Albert  Hall). 

Empire  Medical  Political  Action  Committee 

Rochester,  New  York  (Albert  Hall). 

American  Association  of  Medical  Assistants, 

New  York  State  Society,  Inc. 

New  York  City  (Albert  Hall) 

Medical  Society  of  the  State  of  New  York 

Lake  Success,  New  York 

Services  available  to  members  will  be  depicted  at  the 
State  Medical  Society  booth,  where  attendants  will  be  on 
hand  to  answer  questions.  Carry-away  literature  de- 
scribes the  divisions  of  scientific  activities,  scientific 
publications,  legislation,  medical  services,  and  public 
affairs  (Booths  96  and  97). 
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1973  ANNUAL  CONVENTION 


Scientific  Motion  Pictures 

Sunday,  February  11,  through 
Wednesday,  February  14 
Motion  Picture  Theatre,  Albert  Hall 


Chairman 

KENNETH  B.  OLSON,  M.D.,  Albany 
Co-chairman 

JAMES  J.  QUINLIVAN,  M.D.,  Albany 
LESTER  COLEMAN,  M.D.,  New  York  City 


Sunday 

February  11,  1973 
Morning 

9 :00  Apgar  on  Apgar 

Virginia  Apgar,  Wayne  State  University, 
Detroit,  Michigan 

9:27  The  Case  for  Population  Control 

Searle  & Company,  P.O.  Box  5110,  Chicago, 
Illinois 

9:56  Physiological  Aspects  of  Speech:  Speakers 

with  Cerebral  Palsy 

State  University  of  Iowa,  Iowa  City,  Iowa 

10:28  Physiological  Aspects  of  Speech:  Speakers 

with  Cleft  Palates 

State  University  of  Iowa,  Iowa  City,  Iowa 
11:05  Oral  Lesions  in  Children  and  Adults 

Wayne  State  University,  Detroit,  Michigan 

11:40  The  Pulses  Profile  (Evaluation  of  Function 
in  the  Stroke  Patient) 

Eugene  Moskowitz,  M.D.,  Grasslands  Hos- 
pital, Valhalla,  New  York 

Afternoon 

12:07  Muscles  of  Mastication  and  the  Infra- 
temporal Fossa 

Teaching  Films  Inc.,  Houston,  Texas 
12:29  Inguinal  Region 

Teaching  Films  Inc.,  Houston,  Texas 
12:52  Male  Perineum 

Teaching  Films  Inc.,  Houston,  Texas 
1 :17  Female  Pelvic  Viscera 

Teaching  Films  Inc.,  Houston,  Texas 
1:42  Combined  Cataract  and  Glaucoma  Surgery 
A.  Benedict  Rizzuti,  M.D.,  160  Henry 
Street,  Brooklyn,  New  York 

2 :01  Tumors  of  the  Major  Salivary  Glands 

American  Cancer  Society,  Syracuse,  New  York 
2 :24  The  Function  of  the  Normal  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles, 
California 


2:52  Physiology  of  the  Larynx  Under  Daily  Stress 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles, 

California 

3:22  The  Function  of  the  Pathologic  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles, 

California 

3:53  Contact  Ulcer  of  the  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles, 

California 

4:11  Palmar  Hand  (Part  I)  Orientation 

Teaching  Films,  Inc.,  Houston,  Texas 
4:32  Palmar  Hand  (Part  II)  Intrinsic  Muscles 

Teaching  Films,  Inc.,  Houston,  Texas 

Monday 

February  12,  1973 
Morning 

9:00  The  Snared  Runner  (Rehabilitation) 

Genesee  Valley  Heart  Association,  Rochester, 
New  York 

9:35  Aldosterone:  Story  of  a Hormone 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

10:16  Medical  Genetics — Part  I 

Department  of  Medicine,  Johns  Hopkins 

School  of  Medicine,  Baltimore,  Maryland 

10:57  Medical  Genetics — Part  II 

Department  of  Medicine,  Johns  Hopkins 

School  of  Medicine,  Baltimore,  Maryland 

11:36  Medical  Genetics — Part  III 

Department  of  Medicine,  Johns  Hopkins 

School  of  l^Iedicine,  Baltimore,  Maryland 

Afternoon 

12:19  Sperm  Maturation  in  the  Male  Reproduc- 
tive Tract:  Development  of  Motility 

University  of  Washington,  Seattle,  Washing- 
ton 

12:39  Clinical  Applications  of  Gastroscopy,  Intra- 
gastric  Photography  and  Gastric  Biopsy 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

1 :07  Thyroid  Cancer:  Diagnosis  and  Treatment 

American  Cancer  Society,  Syracuse,  New  York 

1:34  Thyroid  Deficiency-Current  Concepts  of 
Diagnosis  and  Treatment 

Flint  Laboratory,  Morton  Grove,  Illinois 

2:11  Treatment  and  Diagnosis  of  Tongue  Thrust 
as  a Result  of  Deviant  Swallowing 

American  Dental  Association,  222  East  Su- 
perior Street,  Chicago,  Illinois 

2:32  Treatment  of  Dysphonia  Due  to  Unilateral 
Recurrent  Nerve  Paralysis  by  the  Intra- 
cordal  Injection  of  Synthetics 

Henry  Rubin,  M.D.,  436  North  Roxbury 
Drive,  Beverly  Hills,  California 
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2:54  Chronic  Bronchitis  and  Pulmonary  Emphy- 
sema— Part  I 

U.S.  Health,  Education,  and  Welfare  with  New 
York  University  Medical  Center,  New  York, 
New  York 

3:30  Chronic  Bronchitis  and  Pulmonary  Emphy- 
sema— Part  II 

U.S.  Health,  Education,  and  Welfare  with  New 
York  University  Medical  Center,  New  York, 
New  York 

4:02  The  Modern  Anesthesiologist 

Vincent  L.  DeCiutiis,  M.D.,  Joseph  S. 
Thomas,  M.D.,  and  Stephen  Steen,  M.D., 
UCLA  School  of  Medicine,  Torrance,  Cali- 
fornia 

4:23  Modified  Retropubic  Prostatectomy 

A.  H.  Kleiman,  M.D.,  32  East  64th  Street, 
New  York,  New  York 

Tuesday 

February  13,  1973 
Morning 

9:00  Uterine  Cancer-Diagnosis  and  Manage- 
ment— Part  I — Cancer  of  the  Cervix 

American  Cancer  Society,  Syracuse,  New  York 

9:27  Uterine  Cancer — Diagnosis  and  Manage- 
ment— Part  II — Cancer  of  the  Endometrium 

American  Cancer  Society,  Syracuse,  New  York 

9:46  Increasing  Capabilities  for  Quadriplegics — 
Part  I — Transfer  and  Mobility 

L.  L.  Trigiano,  M.D.,  Medical  Director, 
Department  of  Physical  Medicine  and  Rehabili- 
tation, Pennsylvania  Rehabilitation  Center, 
Johnstown,  Pennsylvania 

10:25  Increasing  Capabilities  for  Quadriplegics — 
Part  II— Self  Care 

L.  L.  Trigiano,  M.D.,  Medical  Director, 
Department  of  Physical  Medicine  and  Rehabili- 
tation, Pennsylvania  Rehabilitation  Center, 
Johnstown,  Pennsylvania 

11:07  What  Did  You  Take? 

New  York  State  Department  of  Health, 
Albany,  New  York,  Narrator  and  Technical 
Director:  Harold  Trigg,  M.D.,  Beth  Israel 

Medical  Center,  New  York,  New  York 

11:49  Microsurgical  Approach  for  Cerebral  Aneu- 
rysms 

A.  Hyman  Kirshenbaum,  M.D.,  P.C.,  440 
East  62nd  Street,  New  York,  New  York 

Afternoon 

12:12  Reduction  Mammaplasty 

James  W.  Smith,  M.D.,  and  George  T. 
Craig,  M.D.,  4 Sutton  Place,  New  York, 
New  York 

12:35  Nonoperative  Treatment  of  Scoliosis  and 
Round  Back  with  the  Milwaukee  Brace 

Walter  Blount,  M.D.,  2040  W.  Wisconsin 
Avenue,  Milwaukee,  Wisconsin 

1:12  Check  the  Neck 

American  Cancer  Society,  Syracuse,  New  York 
1 :34  Cancer  of  the  Stomach 

American  Cancer  Society,  Syracuse,  New  York 


2:01  Immediate  Postsurgical  Prosthesis 

United  States  Veterans  Hospital,  Seattle, 
Washington 

2:53  Oral  Cancer 

American  Cancer  Society,  Syracuse,  New  York 
3:22  Medical  Certification  of  the  Causes  of  Death 
Department  of  Health,  Education,  and  Wel- 
fare, Rockville,  Maryland 

3:46  Youth  Drug  Ward 

K Q Educational  T.V.,  San  Francisco,  Cali- 
fornia 

4:23  Cancer  of  the  Skin 

American  Cancer  Society,  Syracuse,  New  York 

4:46  Bilateral  Adrenalectomy,  the  Posterior  Ap- 
proach 

Thomas  Raftery,  M.D.,  Jackson  Heights, 
New  York 

Wednesday 
February  14,  1973 

Morning 

9:00  Hypotonic  Duodenography 

Searle  & Company,  P.O.  Box  5110,  Chicago, 
Illinois  60680 

9:22  Cancer  Chemotherapy  (Solid  Tumors) 

American  Cancer  Society,  Syracuse,  New  York 
9 : 50  Cancer  of  the  Urinary  System 

American  Cancer  Society,  Syracuse,  New  York 

10 : 18  Electromyographic  Assessment  of  Pharyn- 
geal Muscle  Activity  in  Laryngectomized 
Patients:  Technics  and  Preliminary  Find- 

ings 

V.A.  Hospital,  San  Francisco,  California  and 
Dept,  of  Health,  Education,  and  Welfare, 
Washington,  D.C. 

10:40  Early  Diagnosis  and  Management  of  Breast 
Cancer 

American  Cancer  Society,  Syracuse,  New  York 

11:07  Diagnosis  and  Management  of  Cancer  of 
the  Colon  and  Rectum 

American  Cancer  Society,  Syracuse,  New  York 
11:31  Voice  Production:  The  Vibrating  Larynx 

Netherlands  Information  Service,  New  York, 
New  York 

Afternoon 

12:20  Acquisition  of  Language  by  a Speechless 
Child 

Eric  H.  Lenneberg,  Childrens  Hospital 
Medical  Center,  Boston,  Massachusetts 

12:44  Language  and  Speech  Stimulation  for  Pre- 
school Cleft  Palate  Children 

Betty  Jane  Phillips,  Ed.D.,  Rhoda  J. 
Jacobs,  M.Ed.,  and  Robert  J.  Harrison, 
Ph.D.,  Department  of  Surgery,  School  of 
Medicine,  University  of  Miami,  Miami, 
Florida 

1:11  Hypertension 

Searle  Co.,  P.O.  Box  5110,  Chicago,  Illinois 
1:44  Edema  and  Ascites 

Searle  Co.,  P.O.  Box  5110,  Chicago,  Illinois 
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2:16 

2:50 

3:24 


Safe  and  Sterile  Maintenance  of  the  Long- 
term Central  Venous  Catheters 

Mohamad  H.  Parsa,  M.D.,  Jose  M.  Ferrer, 
M.D.,  and  David  V.  Habif,  M.D.,  Harlem 
Hospital  Center,  136th  Street  and  Lenox 
Avenue,  New  York,  New  York  10037 

Children  of  the  Silent  Night 

Campbell  Films,  Saxtons  River,  Vermont 

Face 

Wayne  State  University,  Detroit,  Michigan 


3:52  Colonoscopy-Diagnostic  and  Therapeutic 
Applications 

William  I.  Wolff,  M.D.,  and  Hiromi 
Shinya,  M.D.,  Beth  Israel  Medical  Center, 
10  Nathan  D.  Perlman  Place,  New  York, 
New  York 

4:19  Acute  U.G.I.  Hemorrhage — Accurate  Diag- 
nosis by  Endoscopy 

William  I.  Wolff,  M.D.,  and  Hiromi 
Shinya,  M.D.,  Beth  Israel  Medical  Center, 
10  Nathan  D.  Perlman  Place,  New  York, 
New  York 
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Technical  Exhibits 


Albert  Hall 


T he  Technical  Exhibits  will  again  be  located  in 
Albert  Hall  of  the  Americana  Hotel  and  will  open 
officially  on  Sunday,  February  11,  1973,  at  9:00 
A.M.  Exhibits  will  be  open  from  9:00  A.M.  to 
5:00  P.M.,  Sunday,  February  13,  to  Wednesday, 
February  14, 1973. 

Exhibitors  look  forward  to  the  pleasure  of  meeting 
and  serving  members  and  guests  of  the  Medical  Society 
of  the  State  of  New  York. 


ADT  Company  Booth  91 

New  York  City 

The  Alkalol  Company  Booth  C 

Taunton,  Massachusetts 

Alkalol,  Alkalol  Nasal  Cup,  Irrigol 

Ames  Company 

Div.  Miles  Laboratories,  Inc.  Booth  24 

Elkhart,  Indiana 

Armour  Pharmaceutical  Company  Booth  17 

Phoenix,  Arizona 

Thyrolar,  Nicobid 

Astra  Pharmaceutical  Products,  Inc.  Booth  30 

Worcester,  Massachusetts 

Xylocaine,  Citanest,  Jectofer,  Xylocaine  Hydro- 
chloride 2 Per  Cent  Intravenous 

Ayerst  Laboratories  Booths  45  and  46 

New  York  City 

Premarin,  Atromid-S,  Inderal 

Herbert  Behrens  Pensions  Booth  18 

New  York  City 

Bio-Dynamics,  Inc.  Booth  60 

Indianapolis,  Indiana 

Unimeter,  Coagulation  Unimeter,  Unibac 

E.  & W.  Blanksteen  Agency,  Inc.  Booth  71 

New  York  City 

Insurance  Administrators 


Bristol  Laboratories  Booth  77 

Syracuse,  New  York 

Versapen,  Tetrex,  Kantrex,  Prostaphlin,  Brista- 
mycin,  Salutensin,  and  Naldecon 

Burroughs  Wellcome  & Company  Booth  47 

Research  Triangle  Park,  North  Carolina 

Cameron-Miller  Surgical 

Instruments  Company  Booth  86 

Chicago,  Illinois 

Electrosurgical  Units,  Fiber  Optic  Equipment 

The  Corson  Group  Booth  11 

New  York,  New  York 

Chemical  Bank  Booth  49 

New  York  City 

Full  range  of  business  and  personal  financial  service 
to  the  medical  profession 

The  Devereux  Foundation  Booth  31 

Devon,  Pennsylvania 

Catalogues  and  professional  reprints 

Dictaphone  Corporation  Booth  69 

Rye,  New  York 

Dorado  Del  Mar  Villas-Hotel 

Subsidiary  of  Robino-Ladd  Company  Booth  56 

Puerto  Rico 

Dow  Diagnostics 

The  Dow  Chemical  Company  Booth  A 

Indianapolis,  Indiana 
Diagnostest 

Douglas  Elliman  & Company  Booth  36 

New  York  City 

The  Emko  Company  Booth  28 

St.  Louis,  Missouri 

Emko  Vaginal  Foam  Contraceptive,  Emko  Pre-Fil, 
My  Own  Feminine  Hygiene  Spray,  My  Own  Towel- 
ettes,  and  My  Own  Feminine  Hygiene  Spray  Powder 

Encyclopaedia  Britannica,  Inc.  Booth  47 

Chicago,  Illinois 

Equity  Funding  Corporation  Booth  90 

Los  Angeles,  California 

The  Financial  Service  Company  Booth  53 

New  York  City 

Professional  corporation  formation;  adoption  and 
administration  of  pension  trusts;  other  tax  shelters 

Group  Health  Incorporated  Booth  29 

New  York  City 

Gyn  Cytology  & Pathology  Assoc.  Booth  65 

Leonia,  New  Jersey 
Cytology  services 
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Albert  Hall 


H & A Enterprises  Booth  64 

Whitestone,  New  York 

Ear  Eze  non-allergic  treatment  earrings  for  pierced 
ears;  Debut  disposable,  non-allergic  ear  piercing  kit 

Hoechst  Pharmaceuticals,  Inc.  Booth  70 

Somerville,  New  Jersey 
Lasix 

Homemakers,  Inc.  Booth  78 

New  York,  New  York 

Hospital  Book  Service,  Inc.  Booth  62 

Alexandria,  Virginia 

Medical  Books  and  Journals 

Ives  Laboratories,  Inc.  Booth  73 

New  York  City 

Isordil  products;  Cyclospasmol 

Lakeside  Laboratories,  Inc.  Booth  21 

Milwaukee,  Wisconsin 

Cantil,  Imferon,  Ircon,  Ircon-FA,  Mercuhydrin, 
Metahydrin,  Metatensin,  Norpramin,  Triclos,  and 
the  Learning  Systems  on  Depression  and  Iron 

Lederle  Laboratories  Booth  43 

Pearl  River,  New  York 

Minocin,  Pathibamate,  Recoup,  Nilstat 

Eli  Lilly  and  Company  Booth  22 

Indianapolis,  Indiana 

Mechanism  of  antibiotic  action  as  seen  through  a 
scanning  electron  microscope 

Macsil,  Inc.  Booth  B 

Philadelphia,  Pennsylvania 
Balmex  products 

Medical  Personnel  Pool  Booth  52 

New  York  City 

Nursing  service  for  New  York  City  and  Long  Island. 
RN’s,  LPN’s,  aides,  orderlies,  and  companions. 
Insured  and  supervised.  Available  twenty-four 
hours  a day. 

Merrill  Lynch,  Pierce, 

Fenner  & Smith,  Inc.  Booth  35 

New  York  City 

National  Highway  Traffic  Safety 
Administration  of  the  U.S.  Department 
of  Transportation  Booth  63 

Washington,  D.C. 

Exhibit  simulating  an  automobile  crash  as  seen 
through  the  eyes  of  a drinking  driver.  Statistical 
material  is  presented  on  slides.  Physician  coopera- 
tion in  treating  problem  drinkers  is  solicited. 

New  York  State  Narcotic 

Addiction  Control  Commission  Booth  41 

Albany,  New  York 

Pictorial  display  of  the  Narcotic  Addiction  Control 
Commission  program  with  literature  to  be  distrib- 
uted to  the  attendees. 


New  York  State  Society 
of  Surgeons,  Inc. 

New  Hartford,  New  York 

Pamphlets  and  bylaws  explaining  the  purposes  of  the 
New  York  State  Society  of  Surgeons,  Inc.,  will  be 
available. 

New  York  Telephone  Company  Booth  93 

New  York  City 

Communication  service  for  the  medical  profession 

No-Cal  Corporation  Booth  92 

College  Point,  New  York 

No-Cal  Sugar-Free  Soft  Drinks  and  Flavorings  in 
assorted  flavors 

Organon,  Inc.  Booth  39 

West  Orange,  New  Jersey 

Durabolin,  Deca-Durabolin 

Ortho  Pharmaceuticals  Booth  59 

Raritan,  New  Jersey 

Medically  accepted  products  for  control  of  concep- 
tion and  for  the  treatment  of  vaginitis. 

Parke,  Davis  & Company  Booth  80 

Detroit,  Michigan 

Norlestrin,  Parest 

Pfizer  Laboratories  Division, 

Pfizer,  Inc.  Booth  25 

New  York  City 

Primary  Medical 

Communications,  Inc.  Booths  94  and  95 

New  York  City  X 

Medical,  surgical,  and  diagnostic  procedures  on 
videotape  playable  on  a videocassette  player  through 
an  existing  TV  monitor. 

A.  H.  Robins  Company  Booth  34 

Richmond,  Virginia 
Dimetapp 

Roche  Laboratories  Booth  57 

N utley,  New  Jersey 

William  H.  Rorer,  Inc.  Booth  58 

Fort  Washington,  Pennsylvania 

Maalox,  Camalox,  Ascriptin,  Quaalude,  and  other 
products 

John  J.  Ryan  & Company  Booth  26 

Newark,  New  Jersey 

Sandoz  Pharmaceuticals  Booth  44 

East  Hanover,  New  Jersey 

Mellaril,  Hydergine,  Fiogesic 
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W.  B.  Saunders  Company 

Philadelphia,  Pennsylvania 
Medical  books 

G.  D.  Searle  & Company 

Chicago,  Illinois 

E.  R.  Squibb  & Sons 

Princeton,  New  Jersey 

Standard  Brands  Co. 

New  York,  New  York 

Fleischmann’s  Margarine 


Booth  10 


Booth  42 
Booth  27 
Booth  66-67 


Stuart  Pharmaceuticals,  Division  of 

ICI  America,  Inc.  Booth  33 

Wilmington,  Delaware 

Mylanta,  Dialose,  Mylicon,  Sorbitrate 

United  Medical  Service,  Inc.  Booth  20 

New  York  City 

Brochures,  pamphlets,  and  leaflets  concerning  paid- 
in-full  benefits,  service  contracts,  and  pertinent 
current  Medicare  information. 


The  Upjohn  Company  Booth  32 

Kalamazoo,  Michigan 

Vitalograph  Medical  Instrumentation  Booth  79 

Kansas  City,  Missouri 

H.  F.  Wanvig,  Inc.  Booth  88 

New  York  City 

Information  concerning  professional  medical  liability 
insurance  program  of  the  Medical  Society  of  the 
State  of  New  Y ork 

Warner-Chilcott  Laboratories  Booth  68 

Morris  Plains,  New  Jersey 

Gelusil,  Gelusil/M,  Peritrate 

Winthrop  Laboratories  Booth  38 

New  York  City 

Talwin  Oral,  Isuprel  Hydrochloride,  USP  Mistom- 
eter 

Wyeth  Laboratories  Booth  23 

Philadelphia,  Pennsylvania 

Ovral,  Serax,  Tubex,  Phenergan  Injection 
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Woman's  Auxiliary 


37th  Annual  Convention 
Americana  of  New  York 

Sunday,  February  11,  through 
Wednesday,  February  14,  1973 

Mrs.  James  P.  Furlong,  President,  the  officers,  and  the 
Convention  Committee  extend  an  invitation  to  all  wives  of 
doctors  to  register  and  attend  general  sessions  and  social 
functions  of  the  thirty -seventh  Convention. 

Sunday,  February  11 

11:00  a.m.  Board  of  Directors  Meeting, 

Provence  Room 

1:30-4:30  p.m.  Registration  and  Information, 

Imperial  Ballroom  Foyer 

Monday,  February  12 

8:00  a.m.-4:00  p.m.  Registration  and  Information, 
Imperial  Ballroom  Foyer 
8:45  a.m. —12  noon  House  of  Delegates, 

Imperial  Ballroom  B 
Keynote  Speaker:  Mrs.  Robert 

F.  Beckley,  President,  Woman’s 
Auxiliary  to  the  American  Medi- 
cal Association 

1:30-4:30  p.m.  House  of  Delegates 

Imperial  Ballroom  B 
Guest  Speaker:  To  be  an- 

nounced. Workshops 
Voting  for  Nomination  Com- 
mittee and  Delegates  to  Na- 
tional Convention. 


Tuesday,  February  13 

8:00  a.m.-11:00  a.m.  Registration  and  Information 
Imperial  Ballroom  Foyer 
8:45-11:30  a.m.  House  of  Delegates 

Imperial  Ballroom  B 
County  Presidents’  Reports 
12:00  noon  Luncheon  honoring  Mrs.  James 

P.  Furlong,  President,  Woman’s 
Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  New 
York, 


Imperial  Ballroom  A 
Guest  Speaker:  To  be  an- 

nounced 

Entertainment:  Patricia  Brady 
Danzig 


Wednesday,  February  14 

8:00  a. m.— 10:30  a.m.  Registration  and  Information, 

Imperial  Ballroom  Foyer 

8:45  a.m.-12:00  noon  House  of  Delegates 

Imperial  Ballroom  B 
Installation  of  Officers.  Pro- 
grams for  1973-1974.  Meet- 
ing (State  Officers,  State 
Chairman,  County  Presi- 
dents, County  Presidents- 
Elect  and  Delegates) 

1 : 30  p.m.  Board  of  Directors  Meeting, 

Presidential  Suite 

7:00  p.m.  Reception  and  Dinner  Dance 

honoring  Edward  Siegel,  M.D., 
President,  Medical  Society 
of  the  State  of  New  York 
Versailles  and  Royal  Ball- 
rooms 


Officers 


President 

Pres  ident- Elect 

First  Vice-President 

Second  Vice-President 

Recording  Secretary 
Corresponding  Secretary 

Treasurer 

Assistant  Treasurer  ^ 


Mrs.  James  P.  Furlong, 
Albany 

Mrs.  William  G.  Chorba, 
Bronx 

Mrs.  Roy  T.  Johnson, 
Chautauqua 

Mrs.  Lawrence  J.  Radice, 
Erie 

Mrs.  Melvin  Jones,  Broome 

Mrs.  Joseph  B.  Robinson, 
Albany 

Mrs.  Raymond  Donovan, 
Richmond 

Mrs.  James  Schiuma,  Kings 


Convention  Committee 


Chairman 
Co-Chairman 
Upstate  Coordinator 


Mrs.  M.  Theodore 
Tanenhaus,  Kings 
Mrs.  Vincent  Sottile, 
Richmond 

Mrs.  Stephen  Blatchley, 
Cortland 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

February  11  through  15, 1973 
Americana  of  New  York 


Schedule  of  Sessions 

Order  of  Business 

Members  of  House 

Reference  Committees 

Resume  of  Instructions  from  1 972 
House  and  Actions  Thereon 
See  January  1 5 issue 

Annual  Reports  to  House 

Additional  Annual  Reports 
See  January  1 5 issue 


65 

66 
70 
73 


103 


Sunday,  February  11 

Opening  Session 

Second  Session 

10:00  a.m. 
2:00  p.m. 

Monday,  February  12 

Reference  Committee  Hearings 

Reference  Committee  Hearings 

9:00  a.m. 
2:00  p.m. 

Schedule 

Tuesday,  February  13 

Reference  Committee  Hearings 

Third  Session 

9:00  a.m. 
. . 2:00  p.m. 

of 

Wednesday,  February  14 

Fourth  Session 

Fifth  Session 

9:00  a.m. 
2:00  p.m. 

Sessions 

Thursday,  February  15 

Closing  Session 

9:00  a.m. 
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According  to  the  Bylaws,  Chapter  II,  Section  7,  the 
following  shall  be  the  order  of  business  at  the 
Sessions  of  the  House  of  Delegates 


Order  of 
Business 


1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on 
Credentials. 

5.  Report  by  the  secretary  as  to  the  presence  or 
absence  of  a quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous  meeting 
by  title. 

8.  Report  of  the  president. 

9.  Address  of  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district 
delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1972-1973 


Edward  Siegel 


Clinton 

President 


Thomas  S.  Bumbalo 


Carl  Goldmark,  Jr. 


Erie 

Vice-President 


New  York 

Secretary 


Albert  M.  Schwartz 


Mary  H.  Spalding 


George  T.  C.  Way 


New  York 

Treasurer 


New  York 

Assistant  Treasurer 


Dutchess 

Speaker 


Thomas  F.  McCarthy 

The  Bronx 

President-Elect 


Joseph  G.  Zimring 
Nassau 

Assistant  Secretary 


Samuel  Wagreich 

The  Bronx 

Vice-Speaker 
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Board  of 
Trustees 
1972-1973 


Edward  C.  Hughes 

Onondaga 

Chairman 


Milton  Helpern 
New  York 


Walter  Scott  Walls 
Erie 


Reid  R.  Heffner 
Westchester 


Walter  T.  Heldmann 
Richmond 


Joseph  J.  Kaufman 
Wayne 


James  M.  Blake 
Schenectady 


Councilors 

1972-1973 


John  H.  Carter 
Albany 


George  L.  Collins,  Jr. 
Erie 


Paul  M.  DeLuca 
Broome 
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Arthur  H.  Diedrick 
Westchester 


G.  Rehmi  Denton 
Albany 


Ralph  S.  Emerson 
Nassau 


Albert  H.  Douglas 
Queens 


Milton  Gordon 
Suffolk 


Lynn  R.  Callin 
Monroe 


Richard  D.  Eberle 
Onondaga 


Warren  A.  Lapp 
Kings 


Keith  O.  Guthrie,  Jr. 
New  York 
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1973  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a list  of  members  of  the  1973  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 


Officers  1972-1973 

President — Edward  Siegel,  Clinton 
President-Elect — Thomas  F.  McCarthy,  Bronx 
Vice-President — Thomas  S.  Bumbalo,  Erie 
Secretary — Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  Nassau 
Treasurer — Albert  M.  Schwartz,  New  York 
Assistant  Treasurer — Mary  H.  Spalding,  New  York 
Speaker— George  T.  C.  Way,  Dutchess 
Vice-Speaker — Samuel  Wagreich,  Bronx 

Councilors 

Term  Expires  1973 

John  H.  Carter,  Albany 

George  L.  Collins,  Jr.,  Erie 

Paul  M.  DeLuca,  Broome 

Ralph  S.  Emerson,  Nassau 

Term  Expires  1974 

G.  Rehmi  Denton,  Albany 

Arthur  H.  Diedrick,  Westchester 

Albert  H.  Douglas,  Queens 

Milton  Gordon,  Suffolk 

Term  Expires  1975 

Lynn  R.  Callin,  Monroe 

Richard  D.  Eberle 

Keith  O.  Guthrie,  Jr.,  New  York 

Warren  A.  Lapp,  Kings 

Trustees 

Edward  C.  Hughes,  Onondaga,  Chairman 

Milton  Helpern,  New  York 

Walter  Scott  Walls,  Erie 

Reid  R.  Heffner,  Westchester 

Walter  T.  Heldmann,  Richmond 

Joseph  J.  Kaufman,  Wayne 

James  M.  Blake,  Schenectady 

Past  Presidents 

1934-1935 — Arthur  J.  Bedell,  Albany 
1950-1951 — Carlton  E.  Wertz,  Erie 
1952-1953 — Edward  T.  Wentworth,  Monroe 
1955-1956 — Renato  J.  Azzari,  Bronx 
1957-1958 — Thurman  B.  Givan,  Kings 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1964-1965 — George  A.  Burgin,  Herkimer 
1966-1967 — James  M.  Blake,  Schenectady 

1968- 1969 — Edward  C.  Hughes,  Onondaga 

1969- 1970 — Walter  T.  Heldmann,  Richmond 

1970- 1971 — Walter  Scott  Walls,  Erie 

1971- 1972 — George  Himler,  New  York 


Commissioner,  New  York  State  Department  of 
Health 

Hollis  S.  Ingraham,  Albany 
District  Delegates 

(Elected  Delegates  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — Jeff  Joseph  Coletti,  Nassau 
Third — Lee  R.  Tompkins,  Sullivan 
Fourth — Anton  J.  Spencer,  Montgomery 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Jason  K.  Moyer,  Broome 
Seventh — Vincent  I.  Bonafede,  Livingston 
Eighth — John  T.  Donovan,  Jr.,  Niagara 
Ninth — Garrett  W.  Vink,  Putnam 

Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy — William  E.  Hermance,  Westchester 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Data  Processing  in  Medicine — Elemer  R.  Gabrieli.  Erie 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Family  and  General  Practice — M.  Theodore  Tanen- 
haus,  Kings 

Gastroenterology  and  Proctology — James  F.  Phillips, 
Jr.,  Erie 

Internal  Medicine — John  R.  Williams,  Jr.,  Monroe 
Medical-Legal  and  Workmen's  Compensation  Matters 
— Robert  Katz,  New  York 
Obstetrics  and  Gynecology — Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Francis  J.  Gilroy,  Broome 
Orthopedic  Surgery — Frederick  Lee  Liebolt,  New  York 
Otolaryngology — William  F.  Robbett,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 
Pediatrics — Moe  Goldstein,  Queens 
Physical  Medicine  and  Rehabilitation — Mathew  H.  M. 
Lee,  New  York 

Plastic  and  Reconstructive  Surgery — Howard  B.  Rasi, 
Kings 

Preventive  Medicine  and  Public  Health — John  J.  A. 
Lyons,  Albany 

Psychiatry — Matthew  Brody,  Kings 
Radiology — Samuel  H.  Madell,  New  York 
School  Health — Garra  L.  Lester,  Chautauqua 
Space  Medicine — Seymour  Fiske,  New  York 
Surgery — Paul  M.  Walczak,  Erie 
Urology — Perrin  B.  Snyder,  New  York 
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Delegates  from  Component  County  Medical 
Societies 

Albany  (4) 

James  A.  Moore,  Albany 
John  J.  Phelan,  Jr.,  Albany 
Robert  H.  Randles,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

Carl  R.  Ackerman,  Glen  Cove 
John  P.  Albanese,  The  Bronx 
Marcelle  T.  Bernard,  The  Bronx 
Alan  L.  Goldberg,  The  Bronx 
Isaiah  Gross,  The  Bronx 
Frank  LaGattuta,  The  Bronx 
Tiffany  Lawyer,  Jr.,  The  Bronx 
Francis  J.  Loperfido,  The  Bronx 
Milton  M.  Lowy,  The  Bronx 
Joseph  C.  Polifrone,  The  Bronx 
Alvin  D.  Yasuna,  The  Bronx 
Saul  Zucker,  The  Bronx 

Broome  (3) 

Sterling  W.  Boyd,  Binghamton 
John  A.  Kalb,  Endicott 
John  F.  Spring,  Binghamton 

Cattaraugus  (1) 

Charles  J.  Barranco,  Jr.,  Salamanca 
Cayuga  (1) 

Frank  T.  Moran,  Auburn 

Chautauqua  (2) 

Lewis  F.  Kibler,  Jamestown 
Herbert  A.  Laughlin,  Westfield 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Henry  B.  Marshall,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

George  I.  Starr,  Champlain 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

William  J.  McAuliffe,  Cortland 
Delaware  (1) 

Thomas  E.  Lavell,  Jr.,  Walton 
Dutchess  (3) 

Wallace  C.  Bedell,  Poughkeepsie 
Richard  D.  H.  Flaherty,  Poughkeepsie 
Frank  C.  Starpoli,  Poughkeepsie 

Erie  (9) 

Guy  S.  Alfano,  Buffalo 
Carmelo  S.  Armenia,  Kenmore 
Charles  D.  Bauer,  Buffalo 
Frank  J.  Bolgan,  Buffalo 
Martin  J.  Downey,  Jr.,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Anthony  J.  Federico,  Buffalo 
Theodore  C.  Jewett,  Jr.,  Buffalo 
James  F.  Upson,  Buffalo 


Essex  (1) 

George  G.  Hart,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 

Genesee  (1) 

Bruce  E.  Baker,  Leroy 

Greene  (1) 

Hans  W.  Leeds,  Catskill 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 

Jefferson  (2) 

Warren  W.  Daub,  Watertown 
Thomas  P.  Hamilton,  Jr.,  Watertown 

Kings  (23) 

Lawrence  Ames,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Philip  J.  Cantor,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Alfred  P.  Ingegno,  Brooklyn 
David  Kershner,  Brooklyn 
Vincent  A.  Lacovara,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Louis  Pellman,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
Bernard  Seligman,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
Dorothy  L.  Trice,  Brooklyn 

Lewis  (1) 

Louis  A.  Avallone,  Lowville 

Livingston  (1) 

John  W.  Stoll,  Dansville 

Madison  (1) 

Theodore  J.  Prowda,  Sherrill 

Monroe  (7) 

Gerald  L.  Glaser,  Rochester 
Susan  E.  Hanson,  Rochester 
Robert  C.  McVeigh,  Rochester 
John  H.  Morton,  Rochester 
Donald  S.  Raines,  Rochester 
Charles  D.  Sherman,  Jr.,  Rochester 
Robert  C.  Webster,  Webster 

Montgomery  (1) 

Roman  R.  Violyn,  Amsterdam 

Nassau  (12) 

Clement  J.  Boccalini,  Floral  Park 
Ray  S.  Crampton,  Syosset 
Samuel  Cytryn,  Levittown 
Sears  E.  Edwards,  Garden  City 
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Leo  Fishel,  Freeport 
Abraham  W.  Freireich,  Malverne 
John  P.  Glaubitz,  Bethpage 
Robert  P.  Jessup,  Syosset 
Perry  R.  Mandel,  Mineola 
Ernest  Michaelson,  Mineola 
John  D.  Mountain,  Manhasset 
Rudolf  H.  Steinharter,  Hempstead 

New  York  (25) 

Ivan  L.  Bennett,  New  York  City 
Seyton  G.  Bentham,  New  York  City 
Edgar  P.  Berry,  New  York  City 
Charles  R.  Blair,  New  York  City 
Edward  A.  Burkhardt,  New  York  City 
George  D.  Cannon,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
George  S.  Craft,  New  York  City 
Gerald  D.  Dorman,  New  York  City 
Lawrence  Essenson,  New  York  City 
John  A.  Finkbeiner,  New  York  City 
W.  Graham  Knox,  New  York  City 
Albert  S.  Lyons,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
James  R.  Nealon,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Stephen  Nordlicht,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
Bernard  J.  Pisani,  New  York  City 
Oma  H.  Price,  New  York  City 
William  B.  Rawls,  New  York  City 
George  M.  Saypol,  New  York  City 
Ann  M.  Shearman,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Meyer  Texon,  New  York  City 

Niagara  ( 2) 

Glenn  E.  Jones,  Lewiston 
William  C.  Stein,  Jr.,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  H.  Cross,  New  Hartford 
Robert  B.  Wallace,  Utica 

Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Bruce  E.  Chamberlain,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
Roderick  A.  McLean,  Syracuse 
Robert  E.  Westlake,  Syracuse 

Ontario  (2) 

Robert  M.  Price,  Clifton  Springs 
Philip  M.  Standish,  Canandaigua 

Orange  ( 3) 

Harold  Sobel,  Middletown 
Orin  A.  Wahl,  Newburgh 
Irving  Weiner,  Newburgh 

Orleans  (1) 

Edward  A.  Barrett,  Albion 

Oswego  (1) 

Marcus  A.  Wuerschmidt,  Oswego 
Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  (1) 

Frank  X.  Pedlow,  Carmel 


Queens  (16) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
Lester  J.  Candela,  Great  Neck 
Franz  L.  Ebstein,  Forest  Hills 
Murray  Elkins,  Howard  Beach 
Harry  H.  Epstein,  Jamaica 
John  L.  Finnegan,  Flushing 
Irving  G.  Frohman,  Rockaway  Park 
Arthur  Gordon,  Woodside 
Edith  Gutmann,  Flushing 
John  Edward  Lowry,  Flushing 
Norton  M.  Luger,  Fresh  Meadows 
Victor  H.  Raisman,  Kew  Gardens 
Ralph  E.  Schlossman,  South  Ozone  Park 
Lester  R.  Tuchman,  New  York  City 
William  E.  F.  Werner,  Rockaway  Park 

Rensselaer  (2) 

John  J.  Noonan,  Troy 
Thomas  D.  Pemrick,  Troy 

Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
Robert  J.  O’Connor,  Staten  Island 
William  A.  Schwarz,  Staten  Island 

Rockland  (4) 

Burton  Allyn,  Spring  Valley 
Frank  E.  Ciancimino,  Bardonia 
Lionel  Zemek,  New  City 

St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 

Saratoga  (1) 

Hans  Schein,  Ballston  Lake 

Schenectady  (3)  ^ 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 

Schoharie  (1) 

Francis  S.  Reilly,  Cobleskill 
Schuyler  (1) 

Joseph  Y.  Roberts,  Watkins  Glen 

Seneca  ( 1) 

Paul  C.  Jenks,  Waterloo 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 

Suffolk  (7) 

Anthony  F.  Fragola,  West  Islip 
Daniel  Friedman,  Bay  Shore 
John  G.  Hansen,  Greenport 
James  A.  Holleran,  East  Setauket 
George  E.  Leone,  Riverhead 
William  C.  Porter,  Jr.,  Huntington 
Milton  Rosenberg,  Patchogue 

Sullivan  (1) 

John  M.  Stirna,  Jr.,  Narrowsburg 
Tioga  (1) 

Tompkins  (2) 

George  G.  McCauley,  Ithaca 
Dale  B.  Pritchard,  Ithaca 
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Ulster  (2) 

Milton  M.  Grover,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 

Warren  (1) 

Walter  F.  Harrison,  Jr.,  Glens  Falls 
Washington  (1) 


Wayne  (1) 

James  M.  Flanagan,  Newark 

Westchester  (8) 

William  P.  Clark,  Tuckahoe 
Katharine  L.  Friedmann,  Ardsley 
Robert  E.  Healy,  Mount  Kisco 
Russell  C.  Johnson,  Valhalla 
Allison  B.  Landolt,  Bronxville 
Albert  B.  Lowenfels,  Valhalla 
Robert  A.  Mayers,  Port  Chester 
Francis  T.  Rogliano,  Mount  Vernon 

Wyoming  (1) 

Bruno  J.  Tryka,  Perry 

Yates  (1) 

Robert  W.  McLaughlin,  Penn  Yan 


Medical  School  Delegates 

Albany  Medical  College — Anthony  P.  Tartaglia,  Alba- 
ny 

Albert  Einstein  College  of  Medicine — Morris  Rubin, 
Bronx 

Columbia  University  College  of  Physicians  and  Sur- 
geons— Edward  C.  Curnen,  Jr.,  New  York 

Cornell  University  Medical  College — 

Mount  Sinai  School  of  Medicine — Sherman  Kupfer, 
New  York 

University  of  Rochester  School  of  Medicine  and  Den- 
tistry— Ernest  Saward,  Monroe 

New  York  Medical  College 

Flower  and  Fifth  Avenue  Hospitals — Saverio  S.  Benti- 
vegna.  New  York 

New  York  University  School  of  Medicine — William  C. 
Taylor,  New  York 

State  University  of  New  York  at  Buffalo  School  of 
Medicine — William  J.  Staubitz,  Erie 

State  University  of  New  York 

Downstate  Medical  Center — Julius  E.  Stolfi,  Kings 

State  University  of  New  York 

Upstate  Medical  Center  in  Syracuse — Walter  F.  Leav- 
ed, Onondaga 

State  University  of  New  York  at  Stony  Brook— Tam- 
arath  Yolles,  Suffolk 


1973_  HOUSE  OF  DELEGATES 

Reference  Committees 


Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 

Edward  A.  Barrett,  Orleans 

Jeff  Joseph  Coletti,  Nassau 

Walter  F.  Harrison,  Jr.,  Warren 

Oma  H.  Price,  New  York 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Building 

Jason  K.  Moyer,  Broome,  Chairman 
Moe  Goldstein,  Queens 
Frederic  W.  Holcomb,  Jr.,  Ulster 
Saul  Zucker,  Bronx 
Thomas  D.  Pemrick,  Rensselaer 


Medical  Services 

Commission  on  Medical  Services 
Economics 

Medical  Care  Insurance 
Occupational  Health 
Workmen's  Compensation 
Foundations 
Interspecialty 

MarcelleT.  Bernard,  Bronx,  Chairman 
Frank  J.  Bolgan,  Erie 
John  Lee  Clowe,  Schenectady 
Charles  A.  Gwynn,  Onondaga 
Daniel  Friedman,  Suffolk 

Standards  of  Medical  Care 

Ethics 

Hospital  and  Professional  Relations 
Hospital-Based  Physicians 
Nursing  and  Allied  Health  Professions 
Peer  Review  Mechanisms 
Richard  D.  H.  Flaherty,  Dutchess,  Chairman 
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Herbert  A.  Laughlin,  Chautauqua 
George  G.  McCauley,  Tompkins 
Roderick  A.  McLean,  Onondaga 
James  R.  Nealon,  New  York 

Public  Health  and  Education 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Audio-Visual  Aids 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Family  Physicians 

Forensic  Medicine 

Health  Care  Technology 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Liaison  with  Deans  of  Medical  Schools  and  Directors 
of  Regional  Programs 
Quackery 

Katherine  L.  Friedmann,  Westchester,  Chairman 
Milton  Rosenberg,  Patchogue 
Julius  Stolfi,  Kings 

Samuel  H.  Madell,  New  York 

Scientific  Activities  and  Publications 

Journal 

What  Goes  On 

Archives 

Prize  Essays 

Convention 

Physician’s  Placement 

District  Branches 

Publications 

Library 

Robert  E.  Westlake,  Onondaga,  Chairman 


Ernest  Michaelson,  Nassau 
Donald  S.  Raines,  Monroe 
William  A.  Schwarz,  Kings 
Robert  B.  Wallace,  Oneida 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 
Federal  Legislation 
State  Legislation 
Public  Relations 

Advisory  to  the  New  York  State  Chapter,  American 
Medical  Assistants  Association 
Gerald  L.  Glaser,  Monroe,  Chairman 
Rodman  D.  Carter,  Otsego 
John  J.  A.  Lyons,  Albany 
Robert  J.  O’Connor,  Richmond 
Alfred  L.  George,  Genesee 

Organization,  Policies,  and  Legal  Matters 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
Legal  Counsel 
Judicial  Council 

Constitution  and  Bylaws  (Council  Committee) 

New  York  Delegation  to  AM  A 
Research  and  Planning 

Ad  Hoc,  To  Study  Participation  of  Medical  Stu- 
dents in  MSSNY 

Ad  Hoc,  To  Study  Professional  Medical  Liability 
Ad  Hoc,  To  meet  with  New  York  State  Podiatry 
Society 

Ad  Hoc,  To  Study  New  York  State  Institute  for 
Research  and  Development  in  Health  Care 
M.  Theodore  Tanenhaus,  Kings,  Chairman 
Tiffany  Lawyer,  Jr.,  Br^nx 
Walter  F.  Leavell,  Onondaga 
Ralph  E.  Schlossman,  Queens 
Charles  D.  Sherman,  Jr.,  Monroe 

Sargeant  at  Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 

Irwin  Felsen,  Allegany 

John  A.  Kalb,  Broome 

Philip  Miles  Standish,  Ontario 

Garret  W.  Vink,  Putnam 

Tellers 

Maurice  J.  Elder,  St.  Lawrence,  Chairman 
Francis  J'.  Loperfido,  Bronx 
William  C.  Stein,  Jr.,  Niagara 
Robert  C.  Webster,  Monroe 
Lawrence  Ames,  Kings 
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Nominating  Committee 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4,  of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nomi- 
nating Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Thursday, 
December  14,  1972,  at  4:00  p.m. 


Present  were  the  following: 

First  District — George  Himler,  M.D.,  New  York,  Chairman 
Second  District — Jeff  J.  Coletti,  M.D.,  Nassau 
Fourth  District — James  M.  Blake,  M.D.,  Schenectady 
Fifth  District — Robert  E.  Westlake,  M.D.,  Onondaga 
Sixth  District — Charles  N.  Aswad,  M.D.,  Broome 
Seventh  District — Victor  J.  Tofany,  M.D.,  Monroe 
Eighth  District — Herbert  A.  Laughlin,  M.D.,  Chautauqua 
Ninth  District — Robert  A.  Mayers,  M.D.,  Westchester 
Member-At-Large — Joseph  F.  Shanaphy,  M.D.,  Richmond 
Member- At-Large — John  Edward  Lowry,  M.D.,  Queens 

Excused  was  the  following: 

Third  District — John  H.  Carter,  M.D.,  Albany 


After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  medical  societies, 
and  scientific  sections,  in  response  to  a memorandum  of  October  3,  1972,  and  nominations  from  the  floor,  your  com- 
mittee respectfully  nominates  the  following  candidates  for  election  on  February  15,  1973: 


President — Thomas  F.  McCarthy,  M.D.,  Bronx 
President-Elect — Lynn  R.  Callin,  M.D.,  Monroe 
Vice-President — Ralph  S.  Emerson,  M.D.,  Nassau 
Secretary — Carl  Goldmark,  Jr.,  M.D.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  M.D.,  Nassau 

Treasurer — Albert  M.  Schwartz,  M.D.,  New  York 
Assistant  Treasurer — Bernard  J.  Pisani,  M.D.,  New  York 
Speaker — George  T.  C.  Way,  M.D.,  Dutchess 
Vice-Speaker — Samuel  Wagreich,  M.D.,  Bronx 
Trustees  (two  for  five  years) — Walter  Scott  Walls,  M.D.,  Erie 

Milton  Helpern,  M.D.,  New  York 
Councilors  (four  for  three  years) — John  H.  Carter,  M.D.,  Albany 

George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
Abraham  W.  Freireich,  M.D.,  Nassau 
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Delegates  to  the  American  Medical  Association  for  two 
Lawrence  Ames,  M.D.,  Kings 
James  M.  Blake,  M.D.,  Schenectady 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
Richard  D.  Eberle,  M.D.,  Onondaga 
John  A.  Finkbeiner,  M.D.,  New  York 
Ralph  S.  Emerson,  M.D.,  Nassau 
Reid  R.  Heffner,  M.D.,  Westchester 
Walter  T.  Heldmann,  M.D.,  Richmond 
Milton  Helpern,  M.D.,  New  York 
George  Himler,  M.D.,  New  York 
R.  Scott  Howland,  M.D.,  Chemung 
Edw  ard  C.  Hughes,  M.D.,  Onondaga 


years  commencing  January  1,  1974: 

Warren  A.  Lapp,  M.D.,  Kings 
Herbert  A.  Laughlin,  M.D.,  Chautauqua 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Jason  K.  Moyer,  M.D.,  Broome 
Bernard  J.  Pisani,  M.D.,  New  York 
Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 
Philip  M.  Standish,  M.D.,  Ontario 

The  ten  nominees  receiving  the  largest  number  of  votes  will 
be  delegates;  the  second  ten  will  be  alternates. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 


t 
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House  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

The  House  Committee  on  Constitution  and  Bylaws 


consists  of  the  following  members: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman  . New  York 

George  L.  Collins,  Jr.,  M.D.  Erie 

Gerald  L.  Glaser,  M.D.  . Monroe 

Allison  B.  Landolt,  M.D. Westchester 

Swen  L.  Larson,  M.D.  Chemung 

Melville  G.  Rosen,  M.D.  Suffolk 

Joseph  F.  Shanaphy,  M.D.  Richmond 

Francis  A.  Stephens,  M.D.  Albany 

George  T.  C.  Way,  M.D.  ex  officio Dutchess 

William  F.  Martin,  Esq.,  ex  officio New  York 


The  House  Committee  on  Constitution  and  Bylaws 
has  met  on  three  occasions  since  the  1972  session  of  the 
House  of  Delegates. 

Basically,  this  committee  was  charged  with  the  con- 
sideration of  three  general  areas,  the  resolutions  re- 
ferred to  this  committee  by  the  1972  House  of  Dele- 
gates, the  proposed  revision  of  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the  State  of 
New  York,  and  the  proposed  new  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

All  three  of  these  areas  were  studied  in  great  detail. 
With  respect  to  the  resolutions  referred  to  this  com- 
mittee, the  following  actions  were  taken. 

72-57.  Polling  Membership  Between  Meetings 
of  the  House  of  Delegates 

Introduced  by  Medical  Society  of  the  County  of  Orange 
WHEREAS,  The  Council  of  the  Medical  Society  of 
the  State  of  New  York  is  constitutionally  empowered 
to  carry  out  the  resolutions  made  at  the  annual  con- 
vention by  the  House  of  Delegates;  and 

WHEREAS.  The  Council  has  always  faithfully  and 
diligently  followed  the  instructions  contained  in 
these  resolutions;  and 

WHEREAS,  The  fluidity  of  the  present  situations 
requires  changing  of  laws  and  ideas  pertaining  to 
medical  practice;  therefore  be  it 

Resolved,  That  the  Council,  at  its  discretion,  poll 
the  membership-at-large  or  at  least  the  Delegates  to 
the  Medical  Society  of  the  State  of  New  York  by 
mail  to  ascertain  opinions  where  there  has  been  no 
direction  by  the  House  of  Delegates. 

Since  what  is  asked  for  can  be  done  when  necessary 
under  the  present  Constitution  and  Bylaws  and  also 
under  the  proposed  new  Bylaws  of  the  Society,  your 
committee  recommends  disapproval  of  Resolution  72- 
57. 

72-60.  New  Classification  for  Retired  Members 

Introduced  by  Broome  County  Medical  Society 

WHEREAS,  With  the  inclusion  of  physicians  under 
FICA  and  its  varying  retirement  age  schedules,  phy- 
sicians may  elect  to  retire  from  practice  at  an  earlier 
age;  and 

WHEREAS,  Physicians  who  elect  to  retire,  while 
still  in  good  health  but  are  younger  than  seventy 
years  of  age,  must  continue  to  pay  yearly  dues  to 
maintain  Medical  Society  of  the  State  of  New  York 


membership  or  else  apply  for  remission  of  dues  on 
grounds  of  financial  hardship;  therefore  be  it 

Resolved,  That  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  so 
changed  that  the  criterion  for  retirement  be  as  fol- 
lows: 

1.  Active  members  in  good  standing  for  a period  of 
twenty-five  years;  and 

2.  Complete  retirement  from  active  practice  and 
such  retired  members  after  twenty-five  years  of  ac- 
tive Society  membership  shall  not  be  subject  to  dues 
or  assessments  but  shall  be  accorded  all  the  rights 
and  privileges  of  active  membership. 

Since  the  amount  of  money  lost  by  the  Society  would 
be  catastrophic  if  this  resolution  were  implemented, 
your  committee  recommends  disapproval  of  Resolution 
72-60. 

72-58.  Revision  of  Dues  for  Members  Age  Sixty- 
Five  or  Over 

Introduced  by  Medical  Society  of  the  County  of  Orange 

WHEREAS.  At  present,  life  membership  is  only  ex- 
tended to  those  seventy  years  of  age  or  permanently 
disabled  members;  and 

WHEREAS.  Many  members  now  are  either  retiring 
completely  or  limiting  their  practice  at  age  sixty- 
five;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  extend,  on  individual  application,  some 
form  of  reduction  of  dues  or  life  membership  to 
members  either  retiring  completely  or  limiting  their 
practice  at  age  sixty-five. 

The  Committee  felt  that  most  physicians  in  this  cat- 
egory can  afford  to  pay  the  dues,  and  if  not,  they  could 
request  a waiver  due  to  financial  hardship.  The  staff 
supplied  this  committee  with  figures  which  show  that 
if  such  a change  were  implemented  the  loss  of  revenue 
to  the  State  Society  would  be  substantial.  Your  com- 
mittee, therefore,  voted  to  recommend  disapproval  of 
Resolution  72-58. 

72-59.  Osteopathic  Physicians 

Introduced  by  Second  District  Branch 

WHEREAS.  Several  osteopathic  physicians  have  ex- 
pressed interest  in  joining  the  Suffolk  County  Medi- 
cal Society,  or  the  Suffolk  Chapter,  American  Acad- 
emy of  Family  Physicians;  and 

WHEREAS,  The  membership  in  either  Society  is  re- 
stricted to  members  who  are  eligible  for  membership 
in  the  Medical  Society  of  the  State  of  New  York; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  the  appropriate  changes  in  its  Con- 
stitution and  Bylaws  to  allow  osteopathic  physicians 
membership,  at  the  discretion  of  the  local  county 
medical  society. 

72-61.  Osteopathic  Physicians 

Introduced  by  Suffolk  Chapter,  American  Academy  of 
Family  Physicians 

WHEREAS,  Several  osteopathic  physicians  have  ex- 
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pressed  an  interest  in  joining  the  Suffolk  County 
Medical  Society,  or  the  Suffolk  Chapter,  American 
Academy  of  Family  Physicians;  and 

WHEREAS.  The  membership  in  either  Society  is  re- 
stricted to  members  who  are  eligible  for  membership 
in  the  Medical  Society  of  the  State  of  New  York; 
therefore  be  it 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  make  the  appropriate  changes  in  its  Con- 
stitution and  Bylaws  to  allow  osteopathic  physicians 
to  become  members  on  the  recommendation  of  the 
local  county  medical  society. 

72-97.  Osteopathic  Physicians  in  the  Medical 
Society  of  the  State  of  New  York 

Introduced  by  Seventh  and  Eighth  District  Branches 

WHEREAS.  The  American  Medical  Association  has 
amended  its  Bylaws  so  that  qualified  doctors  of 
osteopathy  may  be  admitted  to  active  membership 
in  that  organization;  and 

WHEREAS.  The  action  of  the  American  Medical 
Association  is  a necessary  first  step  toward  the  desir- 
able objective  of  ending  the  coexistence  of  osteopathy 
as  a separate  discipline  of  medical  education  and  for 
the  delivery  of  medical  services;  and 

WHEREAS.  A number  of ' state  medical  societies 
have  amended  their  constitutions  so  that  doctors  of 
osteopathy  who  have  been  given  unlimited  licenses 
to  practice  medicine  may  apply  for  full  active  mem- 
bership in  such  state  medical  societies;  therefore  be 
it 

Resolved.  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Chapter  1,  section  1:  Insert  the  words  “or  osteo- 

pathic” after  the  word  “medical”  in  the  first  sen- 
tence each  time  it  appears. 

Chapter  1,  Section  7:  Insert  the  words  “or  osteo- 
pathic” after  the  word  “medical"  in  the  first  sen- 
tence. 

The  amended  sentences  will  then  read  as  follows: 

Chapter  1,  Section  I:  Active  and  junior  member- 

ship shall  be  limited  to  graduates  of  recognized  med- 
ical or  osteopathic  schools  who  have  completed  not 
less  than  four  satisfactory  courses  of  at  least  eight 
months  each  in  a medical  or  osteopathic  school  in 
the  United  States  of  America  or  Canada  registered  as 
maintaining  at  the  time  a standard  satisfactory  to 
the  medical  licensing  authorities  of  the  State  of  New 
York,  or  in  a medical  or  osteopathic  school  in  a for- 
eign country  maintaining  a standard  not  lower  than 
that  prescribed  for  medical  or  osteopathic  schools  in 
the  State. 

Chapter  1,  Section  7:  Junior  members  shall  be 

those  members  who  have  been  graduated  from  medi- 
cal or  osteopathic  college  not  more  than  five  calendar 
years,  not  counting  temporary  United  States  Mili- 
tary or  United  States  Public  Health  Service,  or  who 
have  not  completed  their  continuous  residency  train- 
ing, and  licensed  by  the  State  of  New  York. 

This  committee  considered  Resolutions  72-59,  72-61 
and  72-97  together  as  they  all  deal  with  the  admission 
of  osteopathic  physicians  to  the  Medical  Society  of  the 
State  of  New  York.  It  is  the  feeling  of  this  committee 
that  the  State  Society  is  presently  made  up  of  Doctors 
of  Medicine  and  should  remain  so  constituted.  Thus, 
your  committee  recommends  disapproval  of  Resolu- 


tions 72-59,  72-61,  and  72-97.  However,  it  must  be 
noted  that  several  members  of  the  committee  voiced 
strong  objection  to  this  recommendation,  although 
some  of  these  objections  were  directed  to  the  procedur- 
al matters  only. 

Resolution  72-62.  Constitutional  Amendment  to 
Require  Prior  Approval  of  the  House  of  Delegates  for 
any  Special  Assessment,  Tax,  or  Levy  on  the  Mem- 
bership of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Norman  S.  Blackman,  M.D.,  as  an  indi- 
vidual 

WHEREAS.  The  Council  of  the  Medical  Society  of 
the  State  of  New  York  acted  entirely  within  its  legi- 
timate constitutional  rights  in  levying  a special  as- 
sessment on  the  membership  to  help  pay  for  the  So- 
ciety’s new  building;  and 

WHEREAS.  This  action,  nevertheless,  caused  con- 
cern among  many  of  the  members  of  the  Society; 
and 

WHEREAS.  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  had  not  been  given 
the  opportunity  to  approve  this  special  levy  prior  to 
its  enactment;  therefore  be  it 

Resolved,  That  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  to  pro- 
vide that  any  special  assessment,  tax,  or  levy  placed 
on  the  members  of  the  Council  must  receive  prior 
approval  of  the  House  of  Delegates. 

The  committee  felt  that  if  the  Council  were  required 
to  obtain  such  prior  approval,  the  immediate  need 
which  gave  rise  to  such  assessment  would  have  passed 
before  the  approval  could  be  obtained.  Also,  if  such 
approval  were  obtained  by  means  of  a special  meeting 
of  the  House  of  Delegates,  the  cost  thereof  would  re- 
quire a higher  assessment  than  that  asked  for.  Your 
committee,  therefore,  recommends  disapproval  of  Res- 
olution 72-62. 

72-93.  Amendement  to  Constitution  and  Bylaws 
Regarding  Duties  of  Officers 

Introduced  by  Walter  T.  Heldmann,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  House  Committee  on  Constitution 
and  Bylaws  was  charged  at  the  1971  meeting  of  the 
House  of  Delegates  to  do  a complete  study  and  revi- 
sion of  the  Constitution  and  Bylaws  of  the  State 
Medical  Society;  and 

WHEREAS.  The  results  of  its  deliberations  were 
published  in  the  January  1,  1972,  issue  of  the  New 
York  State  Journal  of  Medicine  and  in  the  Dele- 
gates’ Handbook ; and 

WHEREAS.  The  House,  at  its  session  on  Sunday, 
February  13,  1972,  accepted  the  draft  submitted  by 
the  House  Committee  on  Constitution  and  Bylaws, 
and,  in  accordance  with  the  Bylaws,  the  said  draft 
will  lie  over  until  the  next  annual  meeting  of  the 
House;  and 

WHEREAS.  The  section  in  the  draft  dealing  with 
the  duties  of  the  officers  is  not  acceptable;  and 

WHEREAS.  The  changes  desired  to  be  made  in  the 
draft  must  be  submitted  at  the  current  annual  meet- 
ing, since  they  involve  a change  in  the  Bylaws  and 
therefore  must  be  held  over  for  a year;  therefore  be  it 

Resolved.  That  Paragraph  4,  Section  2,  Article  5, 
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of  the  proposed  revision  of  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of  New  York 
be  amended  to  read:  “He  shall  be  an  ex  officio 

member  of  all  boards,  commissions,  and  committees 
with  voice  and  with  vote  with  the  exception  of  the 
Judicial  Council,  the  Nominating  Committee,  and 
the  Board  of  Trustees,  wherein  he  shall  have  voice”; 
and  be  it  further 

Resolved,  That  paragraph  5,  Section  1,  of  Article 
VII,  Judicial  Council,  of  the  proposed  revision  be 
amended  to  read:  “The  President,  Secretary,  Exec- 

utive Vice-President,  Assistant  Executive  Vice-Presi- 
dent, and  the  Counsel  of  the  Society  shall  sit  with 
the  Judicial  Council  with  voice,  but  without  vote.” 

The  committee  amended  Resolution  72-93  in  order 
to  make  it  conform  to  the  revised  Bylaws.  However, 
the  substance  of  the  resolution  remains  the  same  and 
would  grant  the  President  and  Secretary  of  the  Society 
voice  and  vote  on  all  boards,  commissions  and  com- 
mittees with  the  exception  of  the  Judicial  Council  and 
the  Nominating  Committee. 

The  resolved  portion  as  amended  would  then  read  as 
follows: 

Resolved,  That  Section  2,  Article  5 of  the  draft 
dealing  with  the  duties  of  the  President  be  amended 
to  read:  “He  shall  be  an  ex  officio  member  of  all 

boards,  commissions  and  committees  with  voice  and 
vote  with  the  exception  of  the  Judicial  Council  and 
the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote”;  and  be  it  further 

Resolved,  That  Section  2,  Article  5 of  the  draft 
dealing  with  the  duties  of  the  Secretary  be  amended 
to  read: 

“He  shall  be  an  ex  officio  member  of  all  boards, 
commissions  and  committees  with  voice  and  vote  with 
the  exception  of  the  Judicial  Council  and  the  Nomi- 
nating Committee  wherein  he  shall  have  voice  but  no 
vote”;  and  be  it  further 

Resolved,  That  Sentence  6 of  Section  1,  of  Article 
7 of  the  draft  be  amended  to  read:  “The  President 
and  Secretary  shall  be  ex  officio  members  of  the  Ju- 
dicial Council  with  voice  but  without  vote.  The  . . .” 
The  first  resolve  was  amended  and  made  two  re- 
solves since  in  both  the  draft  of  the  proposed  Bylaws 
and  in  the  existing  Bylaws  the  duties  of  the  President 
and  the  Secretary  are  enumerated  separately.  Fur- 
ther, it  was  felt  that  the  inclusion  of  the  Board  of 
Trustees  in  the  exceptions  to  the  President’s  and  Sec- 
retary’s voting  privileges  was  unnecessary. 

The  second  resolve  was  amended  and  made  two  sen- 
tences in  order  to  preserve  the  status  of  the  President 
and  Secretary  as  ex  officio  members  of  the  Judicial 
Council. 

The  committee  recommends  approval  of  Resolution 
72-93  as  amended. 

72-83.  Per  Capita  Geographic  Representation  of 
Members  of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Medical  Society  of  the  County  of  Kings 

WHEREAS.  Democratic  representation  has  been  de- 
cided by  the  Supreme  Court  of  the  United  States  to 
mean  that  one  man  shall  have  one  vote;  therefore  be 
it 

Resolved,  That  the  concept  of  one  man,  one  vote 


prevail  in  the  election  of  delegates  to  the  American 
Medical  Association  by  the  Medical  Society  of  the 
State  of  New  York;  and  be  it  further 

Resolved,  That  the  House  Committee  on  Constitu- 
tion and  Bylaws  implement  this  concept  by  appro- 
priate changes  in  the  wording  of  the  Constitution 
and  Bylaws  to  include  the  following  principles: 

1.  Election  of  American  Medical  Association  dele- 
gates by  each  county  medical  society  of  such  number 
of  delegates  as  the  number  of  its  American  Medical 
Association  members  may  entitle  it; 

2.  Where  the  number  of  American  Medical  Associ- 
ation members  in  any  county  medical  society  is  not 
enough  to  entitle  it  to  an  American  Medical  Associa- 
tion delegate,  such  county  society  to  join  with  other 
contiguous  regional  county  societies  in  the  election  of 
American  Medical  Association  delegates  to  which  the 
region  may  be  proportionately  entitled;  and 

3.  Provision  that  not  more  than  one  quarter  of  the 
number  of  American  Medical  Association  delegates 
to  which  the  State  may  be  entitled  be  excluded  from 
this  method  of  election  and  be  elected  by  the  Medi- 
cal Society  of  the  State  of  New  York  House  of  Dele- 
gates on  an  “at-large”  basis. 

This  resolution  was  approved  in  principle  and  referred 
to  this  committee  by  the  House  of  Delegates  at  its 
meeting  in  1972. 

Resolution  72-83  seeks  to  implement  the  one-man, 
one-vote  principle  elucidated  by  the  Supreme  Court. 
However,  this  is  impossible  since,  although  there  are 
sixty-one  counties,  New  York  State  is  alloted  only 
about  one-third  of  that  number  as  delegates  to  the 
American  Medical  Association.  It  was  also  noted  that 
a membership  corporation  need  not  abide  by  the  one- 
vote  principle. 

72-89.  The  Concept  of  Direct  Election  and 
Accountability  of  Elected  Delegates 

Introduced  by  Onondaga  County  Medical  Society 

WHEREAS.  There  has  been  expressed  in  some  areas 
of  the  State  and  at  previous  meetings  of  the  House  of 
Delegates  a feeling  that  organized  medicine  is  not  al- 
ways responsive  to  the  individual  practicing  physi- 
cian; and 

WHEREAS.  There  is  a fundamental  responsiveness 
of  elected  delegates  to  their  constituents;  and 

WHEREAS,  There  has  been  a steadily  decreasing 
number  of  members  to  the  American  Medical  Asso- 
ciation and,  therefore,  representation  in  the  Ameri- 
can Medical  Association’s  House  of  Delegates  from 
this  State;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  approve  in 
principle  the  concept  of  direct  election  and  accoun- 
tability of  the  Councilors  of  the  Medical  Society  of 
the  State  of  New  York  and  its  delegates  to  the  Amer- 
ican Medical  Association  while  preserving  in  so  far  as 
possible  adequate  representation  from  rural  subur- 
ban and  urban  areas;  and  be  it  further 

Resolved,  That  this  be  referred  to  the  Council  for 
study  and  report  back  to  the  House  of  Delegates  in 
1973. 

This  Resolution  was  referred  to  this  committee  in 
error.  Thus,  your  committee  voted  to  return  it  to  the 
Council  as  directed  in  the  Resolve  clause  of  the  resolu- 
tion itself. 
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72-94.  Amendment  to  Constitution,  re  Election 
of  Delegates  from  County  Medical  Societies 

Introduced  by  Lester  R.  Tuchman,  M.D.,  as  an  indi- 
vidual 

WHEREAS.  Under  present  provision  of  the  Consti- 
tution of  the  Medical  Society  of  the  State  of  New 
York  for  the  election  of  representatives  to  the  House 
of  Delegates,  eight  members  from  Schuyler  County 
may  elect  one  delegate,  while  264  members  from 
New  York  County  are  required  to  elect  a delegate; 
and 

WHEREAS.  Thirty-three  counties  have  fewer  than 
100  members  but  are  automatically  entitled  to  a del- 
egate; therefore  be  it 

Resolved,  That  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  by  de- 
leting from  Chapter  II,  subsection  (a)  of  Article  II, 
which  reads:  "Each  component  county  society  shall 

be  entitled  to  as  many  delegates  as  there  shall  be 
State  Assembly  Districts  in  such  county  at  the  time 
of  election,  but  each  county  medical  society  shall  be 
entitled  to  elect  at  least  one  delegate,”  and  substi- 
tute the  following: 

“(a)  Each  county  society  shall  be  entitled  to  at 
least  one  delegate;  (b)  A county  society  shall  be  enti- 
tled to  one  delegate  for  each  100  members.” 

Since  the  “a”  clause  in  the  Resolved  is  already  in- 
cluded in  the  Constitution  and  the  “b”  clause  in  the 
Resolved  would  authorize  New  York  County  to  have  65 
delegates  whereas  the  maximum  number  presently  al- 
lowable is  25  (30  under  the  proposed  new  Bylaws),  the 
committee  recommends  disapproval  of  Resolution  72- 

94. 

72-95.  Amendment  to  Constitution  and  Bylaws 
Regarding  Election  of  Delegates  from  County  Medi- 
cal Societies 

Introduced  by  Albert  H.  Douglas,  M.D.,  as  an  individ- 
ual 

WHEREAS.  The  present  membership  of  the  Medical 
Society  of  the  State  of  New  York  totals  approximate- 
ly 27,000;  and 

WHEREAS.  The  present  membership  of  the  House 
of  Delegates  constitutes  approximately  1 delegate  per 
100  members;  and 

WHEREAS.  The  provision  of  Chapter  II,  Section  1, 
subsections  (a)  and  (b)  of  the  Bylaws  do  not  provide 
for  fair  and  equitable  representation  of  the  member- 
ship of  the  Medical  Society  of  the  State  of  New 
York;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  by  adding  to 
the  last  sentence  of  Chapter  II,  subsection  (b),  the 
following:  “and  a county  with  fewer  than  25  mem- 

bers shall  be  entitled  to  half  a vote  for  each  designat- 
ed delegate  of  such  a county.” 

Since  any  attempt  to  count  votes  in  the  House  in 
which  some  delegates  represent  one  vote  and  others 
one-half  vote  would  be  too  cumbersome  and  would  re- 
sult in  needless  delays  in  the  actions  of  the  House,  the 
committee  recommends  disapproval  of  Resolution  72- 

95. 

72-96  Amendment  to  the  Constitution  and  By- 
laws 

Introduced  by  Gerald  D.  Dorman,  M.D.,  and  Lester  R. 
Tuchman,  M.D.,  as  individuals 


WHEREAS.  The  First  District  Branch  of  the  Medi- 
cal Society  of  the  State  of  New  York  has  13,395 
members,  while  three  districts  have  fewer  than  1,000 
members,  three  districts  between  100  and  2,000 
members,  and  two  districts  between  2,000  and  3,000 
members;  and 

WHEREAS.  This  disproportion  represents  an  ine- 
quity; therefore  be  it 

Resolved,  That  Article  XI  of  the  Constitution  of 
the  Medical  Society  of  the  State  of  New  York  be 
changed  by  deleting  the  following:  “The  First  Dis- 

trict Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Bronx,  Kings,  New  York, 
Queens,  and  Richmond”  and  substituting  therefor  the 
following:  “New  York  County  members  shall  com- 

prise the  First  District  Branch;  Bronx  County  Mem- 
bers shall  comprise  the  Tenth  District  Branch;  Kings 
County  members  shall  comprise  the  Eleventh  Dis- 
trict Branch;  Queens  County  members  shall  com- 
prise the  Twelfth  District  Branch;  and  Richmond 
County  members  may  opt  to  be  included  in  Districts 
I,  X,  XI,  or  XII.” 

Since  the  committee  feels  that  implementation  of 
this  resolution  would  be  impractical  because  it  would 
permit  the  members  of  the  Richmond  County  Medical 
Society  to  choose  whether  they  wished  to  become 
members  of  the  First,  Tenth,  Eleventh,  or  Twelfth  Dis- 
trict Branch,  your  committee  recommends  disapproval 
of  Resolution  72-96. 

72-100.  Structuring  of  the  Nominating  Commit- 
tee from  Nominations  Submitted  by  District  Branch- 
es 

Introduced  by  First  District  Branch 

WHEREAS,  The  structure  of  the  nominating  com- 
mittee, by  district  branches,  is  intended  to  allow 
local  input  and  wide  representation  on  a Statewide 
basis;  and 

WHEREAS,  The  present  policy  allows  such  appoint- 
ments to  be  made  solely  at  the  discretion  of  the  pres- 
ident without  prior  consultation  with  the  district 
branches;  therefore  be  it 

Resolved,  That  Chapter  9,  Section  4,  of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  be 
amended  by  adding  the  phrase:  “on  nomination 

from  respective  district  branches.”  Section  4 will 
then  read  as  follows:  “The  Nominating  Committee 

shall  be  appointed  by  the  president  on  nominations 
from  the  respective  district  branches.” 

The  committee  amended  the  last  sentence  of  the  re- 
solved portion  of  this  resolution  to  read  as  follows: 
“The  Nominating  Committee  shall  be  appointed  by 
the  President  from  a list  of  not  less  than  three  nor 
more  than  five  names  submitted  by  the  respective  Dis- 
trict Branches.”  Your  committee  recommends  ap- 
proval of  Resolution  72-100  as  amended. 

71-34.  Revision  of  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York 

Introduced  by  Edward  Siegel,  M.D.,  as  an  individual 

WHEREAS,  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York,  at  its  meeting  in 
February,  1969,  approved  a recommendation  of  the 
House  Committee  on  Constitution  and  Bylaws  that  a 
detailed  study  of  the  Constitution  and  Bylaws  be 
conducted;  and 
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WHEREAS,  The  Ad  Hoc  Committee  to  Study  the 
Constitution  and  Bylaws  has  presented  in  its  annual 
report  to  the  House,  a draft  of  a revised  Constitu- 
tion; therefore  be  it 

Resolved,  That  the  recommended  revision  of  the 
Constitution  and  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  by  the  Ad  Hoc  Committee  to 
Study  the  Constitution  and  Bylaws,  as  presented  in 
its  annual  report,  be  referred  to  the  House  Commit- 
tee on  Constitution  and  Bylaws. 

Resolution  71-34  states  that  the  recommended  revi- 
sion of  the  Constitution  and  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York,  prepared  by  the  Ad 
Hoc  Committee  to  Study  the  Constitution  and  Bylaws, 
as  presented  in  its  annual  report,  be  referred  to  the 
House  Committee  on  Constitution  and  Bylaws.  This 
resolution  has  been  acted  on  by  the  committee’s  overall 
consideration  of  the  subject. 

Working  with  the  revision  prepared  last  year  by  the 
ad  hoc  committee  and  a complete  history  of  our  pres- 
ent Constitution  and  Bylaws  prepared  by  the  Division 
of  Research  and  Planning,  your  committee  submits  for 
your  consideration  a proposed  revision  of  our  present 
constitution  and  bylaws.  This  revision  presents  a 
streamlined  version  of  our  organization,  eliminates 
many  discrepancies,  recognizes  actual  practices  and 
procedures  which  have  developed  over  the  years,  and 
includes  in  one  single  document,  called  the  Bylaws, 
what  we  feel  is  a practical,  workable,  and  efficient 
framework  for  the  State  Society. 

To  facilitate  your  study  of  the  proposed  revision,  Ta- 
bles I,  II,  and  III  list  the  substantive  new  material, 
substitutions,  and  deletions,  with  references  to  our 
present  constitution  and  bylaws  and  to  the  proposed 
revision. 

Much  thought  has  gone  into  this  proposed  revision  in 
an  attempt  to  clarify  all  details.  You  will  note  some 
major  changes,  for  example,  the  upgrading  of  the  office 
of  vice-president,  the  requirement  for  New  York  State 
licensure  for  membership,  the  provision  for  action  on 
life  membership  applications,  the  requirement  that  of- 
ficers, councilors,  and  trustees  shall  practice  or  main- 
tain a residence  or  office  in  the  State  of  New  York,  and 
recognition  of  our  annual  convention  with  its  various 
parts.  The  annual  meeting  of  the  State  Medical  Soci- 
ety has  been  transferred  to  a morning  meeting  to  in- 
clude the  introduction  of  the  new  president. 

Many  minor  changes  are  included  and  are  indicated 
in  italics  in  the  proposed  revision;  substantive  changes 
are  listed  in  the  tables. 

We  particularly  want  to  thank  the  Division  of  Re- 
search and  Planning  for  the  staff  work  which  has  made 
this  proposed  revision  possible. 

At  the  1971  meeting  of  the  House  of  Delegates,  the 
House  Committee  on  Constitution  and  Bylaws  was 
charged  with  doing  a complete  study  and  revision  of 
the  Constitution  and  Bylaws  of  the  State  Medical  So- 
ciety. The  results  of  our  deliberation  in  draft  form  fol- 
low. We  recommend  that  this  draft  be  accepted  and 
be  laid  over  for  one  year. 

The  Speaker  of  the  House  stated  that  unless  there 
was  objection,  he  would  rule  that  this  new  report, 
which  is  different  from  last  year’s,  be  laid  over  for  a 
year  and  be  considered  by  this  group  in  1973. 

There  being  no  objection  from  the  House,  it  was  so 
ordered. 


The  proposed  new  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  were  studied  in  depth.  The 
only  changes  which  were  made  in  the  proposed  draft 
were  either  the  correction  of  grammatical  or  spelling 
errors  or  those  which  were  required  by  law.  These 
changes  were  made  in  the  proposed  new  version. 

Your  committee  submits  the  following  up-dated  revi- 
sion of  the  Bylaws  and  recommends  approval. 

DRAFT  OF  PROPOSED  REVISION  OF  BYLAWS* 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

ARTICLE  I NAME  AND  PURPOSE 

The  name  and  title  of  the  State  Society  shall  be  the 
Medical  Society  of  the  State  of  New  York.  The  pur- 
poses of  the  State  Society  shall  be:  to  federate  into 

one  organization  the  medical  profession  of  the  State  of 
New  York;  to  extend  medical  knowledge  and  advance 
the  science  and  art  of  medicine;  to  establish  the  Princi- 
ples of  Professional  Conduct  which  shall  be  binding  on 
the  members  of  the  Medical  Society  of  the  State  of 
New  York,  the  members  of  the  component  county 
medical  societies,  and  the  members  of  the  component 
district  branches,  in  all  matters  in  their  relation  to 
each  other  and  to  the  public;  to  enhance  the  delivery  of 
medical  care  of  high  quality  to  all  people  in  the  most 
economical  manner;  to  promote  the  betterment  of 
community  health;  and  to  enlighten  and  direct  public 
opinion  in  regard  to  the  problems  of  medicine  and 
health  for  the  best  interests  of  the  people  of  the  State. 

ARTICLE  II.  MEMBERSHIP 
SECTION  1 CLASSES 

The  membership  in  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  four  classes:  (a)  ac- 

tive, (b)  junior,  (c)  life,  and  (d)  honorary. 

Active  and  junior  membership  shall  be  limited  to 
graduates  of  recognized  medical  schools  who  have  com- 
pleted not  less  than  four  satisfactory  courses  of  at  least 
eight  months  each  in  a medical  school  in  the  United 
States  of  America  or  Canada  registered  as  maintaining 
at  the  time  a standard  satisfactory  to  the  medical  li- 
censing authorities  of  the  State  of  New  York,  or  in  a 
medical  school  in  a foreign  country  maintaining  a stan- 
dard not  lower  than  that  prescribed  for  medical  schools 
in  this  State;  and  who  are  licensed  by  the  State  of  New 
York  A. 

Junior  members  shall  be  those  members  who  have 
been  graduated  from  medical  college  not  more  than 
five  calendar  years,  not  counting  active  service  in  the 
armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service,  or  who  have  not  com- 
pleted their  continuous  residency  training,  and  who  are 
licensed  by  the  State  of  New  York.  In  no  case  may  ju- 
nior membership  continue  more  than  seven  years  after 
the  date  of  graduation  from  medical  school. 

The  active  and  junior  members  shall  be  all  active 
and  junior  members  in  good  standing  of  the  component 

* Material  in  italics  is  new. 

t Those  physicians  who  are  not  licensed  by  the  State 
of  New  York  but  who  have  been  elected  to  membership 
in  their  component  county  medical  society  and  in  the 
Medical  Society  of  the  State  of  New  York  prior  to  the 
adoption  of  this  section  shall  not  lose  their  membership 
for  lack  of  licensure. 
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county  medical  societies.  A copy  of  the  roster  of  such 
members,  certified  to  be  correct  by  the  respective  sec- 
retary of  each  component  county  medical  society,  shall 
be  evidence  of  the  right  of  the  members  whose  names 
appear  therein  to  membership  in  the  Medical  Society 
of  the  State  of  New  York. 

Junior  members  may  become  active  members  at  any 
time  during  the  period  of  allocated  time  deferment  by 
paying  the  dues  and  assessments  to  their  respective 
component  county  medical  societies  and  to  the  State 
Society. 

A junior  member  shall  automatically  become  an  ac- 
tive member  of  his  component  county  medical  society 
and  the  Medical  Society  of  the  State  of  New  York  on 
the  expiration  of  the  allocated  time  and  the  payment  of 
the  current  active  membership  dues  and  assessments  of 
his  component  county  medical  society  and  the  State 
Society. 

An  active  member  in  good  standing,  on  reaching  the 
age  of  seventy  years,  or  an  active  member  in  good 
standing  for  five  years  or  more  who  is  permanently  dis- 
abled, may  apply  for  life  membership.  He  shall  apply 
for  such  life  membership  to  the  component  county 
medical  society  of  which  he  is  a member.  His  applica- 
tion shall  be  governed  by  the  constitution  and  bylaws 
of  the  component  county  medical  society  relative  to 
active  membership. 

His  application  shall  be  signed  by  the  president  and 
the  secretary  of  the  component  county  medical  society 
of  which  he  is  a member  and  sent  to  the  secretary  of 
the  State  Society  for  presentation  to  the  Council  for 
approval. 

The  honorary  members  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  such  distinguished  physicians 
residing  outside  the  State  of  New  York  as  may  be  elected. 
Nominations  for  honorary  membership  shall  be  en- 
dorsed by  three  members  of  the  State  Society  and  for- 
warded to  the  secretary  of  the  State  Society  for  pre- 
sentation to  the  House  of  Delegates.  A two-thirds  vote 
of  the  House  of  Delegates  present  and  voting  shall  be 
necessary  for  election  to  honorary  membership. 

SECTION  2 PRIVILEGES 

Active  members  vote  and  hold  office  in  the  Medical 
Society  of  the  State  of  New  York. 

They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine,  the  News  of  New  York, 
and  the  Medical  Directory  of  New  York  State. 

They  shall  be  entitled  to  defense  by  the  counsel  of 
the  Medical  Society  of  the  State  of  New  York  in  ac- 
tions concerning  professional  medical  liability,  subject 
to  the  rules  and  regulations  of  the  State  Society. 

Junior  members  shall  be  privileged  to  attend  all 
meetings  of  their  component  county  medical  societies, 
where  they  shall  have  voice  in  all  discussions  but  no 
vote.  They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine  and  the  News  of  New  York 
but  not  the  Medical  Directory  of  New  York  State. 
They  shall  be  entitled  to  defense  by  the  counsel  of  the 
Medical  Society  of  the  State  of  New  York  in  actions 
concerning  professional  medical  liability,  subject  to  the 
rules  and  regulations  of  the  State  Society. 

Life  members  shall  not  be  subject  to  Medical  Society 
of  the  State  of  New  York  dues  or  assessments  but  shall 
be  accorded  all  the  rights  and  privileges  of  active  mem- 
bership. They  shall  be  entitled  to  receive  the  New 


York  State  Journal  of  Medicine  and  the  News  of  New 
York,  but  the  Medical  Directory  of  New  York  State 
only  on  request. 

Honorary  members  shall  be  entitled  to  the  privilege 
of  attending  the  meetings  of  the  Medical  Society  of  the 
State  of  New  York. 

For  a member  elected  after  October  1,  all  rights  and 
privileges  of  membership  shall  date  from  the  time  of 
election. 

State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  suc- 
ceeding year. 

A member  of  one  component  county  medical  society 
shall  not  be  permitted  to  transfer  to  membership  in 
another  component  county  medical  society  until  he  has 
paid  the  current  annual  dues  and  assessments  to  the 
former  component  county  medical  society,  and  he  has 
established  a legal  residence  or  practices  in  the  county 
to  which  he  desires  transfer,  except  as  provided  in  Ar- 
ticle XVIII,  “Component  County  Medical  Societies,” 
paragraph  2.  The  question  of  legal  residence  or  locus 
of  practice  shall  be  verified  by  the  component  county 
medical  society  to  which  the  member  desires  transfer. 

Any  member,  except  a member  who  is  eligible  and 
has  applied  for  life  membership,  whose  component 
county  medical  society  and  Medical  Society  of  the 
State  of  New  York  dues  are  unpaid  after  May  1 of  any 
current  year  or  whose  assessments  are  unpaid  by  the 
specified  time  is  not  in  good  standing  and  shall  be 
deemed  to  be  in  arrears. 

A member  of  the  Medical  Society  of  the  State  of 
New  York  who  is  in  arrears  for  component  county  med- 
ical society  dues  or  State  Society  dues  or  assessments 
shall  not  be  eligibly  for  any  office  or  delegacy  or  be  en- 
titled to  vote  for  any  officer,  councilor,  trustee,  or  dele- 
gates. 

A member  of  the  Medical  Society  of  the  State  of 
New  York  who  has  no  professional  medical  liability  in- 
surance in  force  or  who  is  in  arrears  shall  lose  his  right 
to  professional  medical  liability  defense  by  counsel  of 
the  State  Society  for  any  acts  on  which  suit  may  be 
predicated  during  the  period  of  his  arrearage.  This 
last  is  not  recoverable  even  when  he  becomes  reinstat- 
ed. Immediately  on  payment  of  current  dues  and  ar- 
rears, his  right  to  professional  medical  liability  defense 
by  counsel  of  the  State  Society  shall  be  restored  from 
that  date. 

A member  whose  dues  are  unpaid  after  June  1 or 
whose  assessments  are  unpaid  one  month  after  the 
specified  date  shall  be  dropped  from  the  rolls  of  member- 
ship of  both  his  component  county  medical  society  and 
the  Medical  Society  of  the  State  of  New  York,  upon 
reasonable  notice  to  such  member  by  his  component 
county  medical  society  or  the  State  Society,  and  without 
furt  her  action  on  the  part  of  either  the  component  county 
medical  society  or  the  State  Society  and  on  such  date  he 
shall  automatically  cease  to  be  a member  of  both  the 
component  county  medical  society  and  the  State 
Society. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  forthwith  notify  the  American  Medical 
Association  of  said  termination  of  membership. 

A member  who  has  been  dropped  from  the  roll  of  a 
component  county  medical  society  by  reason  of  failure 
to  pay  dues  shall  not  be  accepted  by  another  compo- 
nent county  medical  society  except  by  regular  transfer 
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after  reinstatement  in  the  original  component  county 
medical  society. 

Medical  Society  of  the  State  of  New  York  dues  of  a 
member  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  all  rights  and  privileges  of  mem- 
bership, however,  dating  from  the  time  of  reinstate- 
ment; but  no  member  dropped  for  nonpayment  of  dues 
and  assessments  shall  be  reinstated  until  he  has,  in  ad- 
dition, paid  his  dues  and  assessments  for  the  year  in 
which  he  was  dropped. 

A member  convicted  in  a court  of  law  of  a crime  evi- 
dencing moral  turpitude  shall  thereupon  cease  to  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

A member  expelled  from  his  component  county  med- 
ical society  or  suspended  from  its  rights  and  privileges 
shall  likewise  be  expelled  or  suspended  for  the  same 
period  from  the  Medical  Society  of  the  State  of  New 
York.  The  right  of  appeal  to  the  State  Society  shall 
not  be  impaired,  nor  shall  such  appeal  prevent  the 
carrying  out  of  the  judgment  of  the  component  county 
medical  society  pending  such  appeal.  Members  not  in 
good  standing  or  ceasing  to  be  members  of  their  com- 
ponent county  medical  society  shall  ipso  facto  have  the 
same  status  in  the  State  Society.  The  right  to  profes- 
sional medical  liability  defense  by  counsel  of  the  State 
Society  shall  terminate  on  expulsion,  suspension,  or 
arrearage.  In  the  latter  events,  this  loss  of  defense  will 
continue  for  the  period  of  suspension  or  arrearage. 

ARTICLE  III  HOUSE  OF  DELEGATES 

There  shall  be  a House  of  Delegates  which  shall  be 
the  legislative  body  of  the  Medical  Society  of  the  State 
of  New  York  and  shall  be  charged  with  the  general 
management,  superintendence,  and  control  of  the 
State  Society  and  its  affairs  and  shall  have  such  gener- 
al powers  as  may  necessarily  be  incident  thereto,  ex- 
cept as  otherwise  specifically  provided  by  the  Bylaws. 
SECTION  1 COMPOSITION 

The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d) 
a duly  designated  delegate  from  each  scientific  section; 

(e)  the  Commissioner  of  Health  of  the  State  of  New 
York  or  a deputy  designated  by  him,  provided  that  any 
representative  shall  be  a member  of  the  State  Society; 

(f)  past  presidents  of  the  State  Society  who  shall  be 
members  for  life;  and  (g)  a representative  from  each 
of  the  medical  schools  in  New  York  State,  provided 
said  representative  is  a member  of  the  Medical  Society 
of  the  State  of  New  York. 

The  number  of  delegates  to  which  each  component 
county  medical  society  is  entitled  shall  be  determined 
by  the  following  formula: 

Any  component  county  medical  society,  which  ac- 
cording to  the  rolls  of  the  Medical  Society  of  the  State 
of  New  York  on  May  1 of  the  previous  calendar  year, 
shall  have  had  up  to  99  members,  shall  be  entitled  to  1 
delegate.  Any  component  county  medical  society  hav- 
ing 100  to  199  members  shall  be  entitled  to  2 delegates. 
Any  component  county  medical  society  having  200  to 
349  members  shall  be  entitled  to  3 delegates.  Any 
component  county  medical  society  having  350  to  499 
members  shall  be  entitled  to  4 delegates.  Any  compo- 


nent county  medical  society  having  500  to  749  mem- 
bers shall  be  entitled  to  5 delegates.  Any  component 
county  medical  society  having  750  to  999  members 
shall  be  entitled  to  6 delegates.  Any  component  coun- 
ty medical  society  having  1,000  or  more  members  shall 
be  entitled  to  at  least  7 delegates  and  1 additional  del- 
egate for  each  additional  300  members.  Each  compo- 
nent county  medical  society  shall  be  entitled  to  desig- 
nate at  least  1 delegate,  but  no  component  county 
medical  society  shall  be  entitled  to  designate  more 
than  30  delegates. 

A delegate  to  the  House  of  Delegates  shall  not  be 
considered  in  good  standing  or  entitled  to  vote  in  the 
House  of  Delegates  if  the  component  county  medical 
society  by  which  he  was  elected  is  in  default  of  the 
payment  of  any  dues  or  assessments  imposed  by  the 
House  of  Delegates,  and  said  component  county  medi- 
cal society  has  been  duly  notified  of  such  default,  or  if 
such  component  county  medical  society  shall  at  the 
time  be  under  sentence  of  suspension  imposed  by  the 
House  of  Delegates,  or  if  such  delegate  is  not  in  good 
standing  in  the  Medical  Society  of  the  State  of  New 
York,  or  in  the  component  county  medical  society  to 
which  he  belongs. 

The  term  of  a delegate  duly  designated  by  a compo- 
nent county  medical  society,  district  branch,  or  scien- 
tific section  shall  begin  at  the  first  annual  meeting  of 
the  House  of  Delegates  subsequent  to  his  designation. 

A delegate  shall  practice  or  maintain  residence  or  an 
office  in  the  State  of  New  York.  Otherwise  his  office 
as  a delegate  in  the  Medical  Society  of  the  State  of 
New  York  shall  be  declared  vacant. 

SECTION  2 DUTIES 

The  House  of  Delegates  formulates  policy  for  the 
Medical  Society  of  the  State  of  New  York.  No  officer, 
councilor,  board,  commission,  or  committee,  or  employe 
shall  initiate  any  policy  or  commit  the  State  Society  to 
any  policy  unless  such  policy  has  been  expressly  ap- 
proved by  the  House  of  Delegates  or  by  the  Council. 

It  shall  elect  the  officers,  councilors,  and  trustees  of 
the  State  Society  and  the  delegates  to  the  American 
Medical  Association. 

Credentials  signed  by  the  president  and  secretary 
shall  be  issued  to  delegates  to  the  American  Medical 
Association. 

It  shall  pass  on  the  credentials  and  qualifications  of 
delegates  and  shall  decide  who  are  entitled  to  be  mem- 
bers of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York. 

It  shall  have  authority  and  power  to  suspend  or  oth- 
erwise discipline  its  own  members,  district  branches, 
component  county  medical  societies,  or  any  member  of 
the  Medical  Society  of  the  State  of  New  York  charged 
with  special  duties  for  and  under  authority  of  the  State 
Society. 

It  shall  provide  for  a division  of  the  scientific  work  of 
the  Medical  Society  of  the  State  of  New  York  into  ap- 
propriate sections;  for  the  organization  of  the  district 
branches;  for  rules  and  regulations  for  its  own  govern- 
ment, and  for  the  administration  of  the  affairs  of  the 
State  Society. 

It  shall  provide  for  the  issuance  of  charters  to  compo- 
nent county  medical  societies  in  affiliation  with  the 
Medical  Society  of  the  State  of  New  York. 

It  shall  have  authority  to  appoint  special  committees 
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from  among  members  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  3 MEETINGS 

The  annual  meeting  of  the  House  of  Delegates  shall 
be  held  at  the  call  of  the  speaker  during  the  annual 
convention  of  the  Medical  Society  of  the  State  of  New 
York.  The  sessions  of  the  House  of  Delegates  may  be 
adjourned  from  time  to  time  as  may  be  necessary.  At 
least  30  days  before  the  annual  meeting  of  the  House  of 
Delegates,  the  Speaker  shall  announce  a schedule  of 
the  adjourned  sessions  of  the  House  of  Delegates.  This 
schedule  may  be  amended  by  the  House  of  Delegates 
during  its  meeting. 

No  new  resolution  shall  be  introduced  at  the  last 
scheduled  session  except  by  a unanimous  vote  of  the 
House  of  Delegates. 

Special  meetings  of  the  House  of  Delegates  shall  be 
called  by  the  Speaker  on  the  request  in  writing  by  25 
per  cent  of  the  duly  accredited  delegates  of  the  previ- 
ous annual  meeting  of  the  House,  or  at  the  request  of 
the  Council;  and  in  case  of  the  failure,  inability,  or  re- 
fusal of  the  Speaker  to  act,  such  meetings  may  be 
called  by  a notice  thereof  subscribed  by  25  per  cent  of 
duly  accredited  delegates. 

The  notices  of  the  annual  and  special  meetings  of  the 
House  of  Delegates  shall  state  the  date,  place,  hour, 
and  items  of  business  that  will  be  considered.  These 
shall  be  mailed  postpaid  to  each  delegate  at  least  seven 
days  before  such  a meeting. 

Publication  of  the  notice  of  the  annual  meeting  in 
the  official  publication  of  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  considered  as  complying 
with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  last  re- 
corded address  of  the  delegate  shall  be  deemed  suffi- 
cient proof  of  the  service  on  each  and  every  delegate  for 
any  and  all  purposes. 

A quorum  shall  consist  of  100  members  of  the  House 
of  Delegates. 

The  following  shall  be  the  order  of  business  at  the 
sessions  of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or 
absence  of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  the  minutes  of  the  previous  meeting  by 
title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

1 1 . Report  of  Council  com  m issions  and  com  m it  tees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 


22.  New  business 

23.  Adjournment 

This  order  of  business  may  be  altered  by  the  speaker 
with  the  approval  of  the  House  of  Delegates  and  may 
be  suspended  by  two-thirds  vote  of  the  House. 

No  delegate  shall  speak  on  any  question  before  the 
House  of  Delegates  for  longer  than  five  minutes  nor 
more  than  once  on  any  subject  except  by  the  consent  of 
a majority  vote  of  the  House. 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  the  trustees  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  delegates  to  the 
American  Medical  Association  shall  be  nominated  and 
elected. 

The  rules  contained  in  Sturgis  Standard  Code  of 
Parliamentary  Procedure  shall  govern  the  House  of 
Delegates  in  all  cases  in  which  they  are  not  inconsist- 
ent or  in  conflict  with  the  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  or  the  standing  or  special 
rules  of  the  House  of  Delegates. 

ARTICLE  IV  COUNCIL 

There  shall  be  a Council  which  shall  exercise  all  the 
rights  and  duties  of  the  House  of  Delegates  consistent 
with  the  Bylaws  of  the  State  Society,  when  the  House 
of  Delegates  is  not  in  session. 

SECTION  1 COMPOSITION 

The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past-presi- 
dent, secretary,  assistant  secretary,  treasurer,  assistant 
treasurer,  speaker,  vice-sp^ker,  chairman  of  the  Board 
of  Trustees,  and  12  councilors  elected  by  the  House  of 
Delegates. 

The  trustees,  the  executive  vice-president,  the  depu- 
ty executive  vice-president,  and  the  general  counsel  of 
the  Medical  Society  of  the  State  of  New  York  shall  at- 
tend all  meetings  of  the  Council  with  voice  but  without 
vote. 

Four  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the 
House  of  Delegates,  at  which  time  the  House  of  Dele- 
gates shall  elect  a councilor  to  fill  the  unexpired  term. 

No  person  shall  serve,  consecutively,  more  than  two 
terms  as  councilor.  An  unexpired  term  shall  not  be 
construed  as  a term  of  office. 

The  councilors  shall  assume  office  on  election  and 
shall  hold  office  until  their  successors  are  duly  elected 
and  qualified. 

A councilor  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York.  Otherwise  his  po- 
sition in  the  Medical  Society  of  the  State  of  New  York 
shall  be  declared  vacant. 

If  a councilor  is  absent  from  three  consecutive  regu- 
lar meetings  of  the  Council  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a 
successor  for  the  unexpired  term. 

SECTION  2.  DUTIES 

The  Council  shall  take  such  action  as  is  necessary  to 
carry  out  the  Bylaws  and  to  give  full  effect  to  any  reso- 
lution or  vote  of  the  House  of  Delegates. 

It  shall  also  have  power  to  legislate  as  a House  of 
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Delegates,  when  the  latter  is  not  in  session,  on  all  mat- 
ters consistent  with  the  Bylaws. 

It  shall  have  the  authority  to  make  policy  for  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session. 

The  Council’s  resolutions  and  actions  shall  be  deci- 
sive and  final  except  that  all  resolutions  and  actions  of 
the  Council  are  subject  to  review  by  the  House  of  Dele- 
gates. Its  actions  shall  be  governed  by  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  and  the 
rules  and  regulations  of  the  House  of  Delegates. 

The  Council  shall  have  power  to  fill  any  vacancy 
which  may  occur  in  any  elective  office  not  otherwise 
provided  for,  until  the  next  meeting  of  the  House  of 
Delegates. 

It  shall  prepare  an  annual  budget  for  submission  to 
the  Board  of  Trustees. 

The  Council  shall,  with  the  approval  of  the  Board  of 
Trustees,  appoint  an  executive  vice-president,  who 
shall  be  the  chief  executive  officer  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  to  manage  and  direct  the 
activities  of  the  State  Society  including  disbursement 
of  its  funds  when  duly  authorized.  He  shall  be  a mem- 
ber of  all  boards,  commissions,  and  committees  with 
voice  but  without  vote.  The  executive  vice-president 
shall  appoint  a deputy  executive  vice-president  subject 
to  the  approval  of  the  Council. 

The  Council  shall  act  on  the  applications  for  life 
membership  which  have  been  submitted  by  the  compo- 
nent county  medical  societies.  A majority  vote  of  the 
Council  present  and  voting  shall  be  necessary  for  elec- 
tion to  life  membership. 

The  Council  shall  have  responsibility  for  all  publica- 
tions of  the  Medical  Society  of  the  State  of  New  York 
and  their  distribution.  For  the  purpose  of  required  an- 
nouncements, the  official  publication  of  the  State  Soci- 
ety shall  be  the  New  York  State  Journal  of  Medicine. 

Special  committees  shall  report  to  the  Council  and 
shall  be  subject  to  the  Council  unless  otherwise  in- 
structed by  the  House  of  Delegates. 

The  Council,  with  the  aid  of  the  general  counsel  of 
the  Medical  Society  of  the  State  of  New  York,  shall  ex- 
amine the  constitution  and  bylaws  of  component  coun- 
ty medical  societies  and  district  branches  and/or  all 
amendments  thereto  which  shall  be  submitted  to  the 
Council  for  approval  and  shall  approve  or  disapprove  of 
said  amendments. 

The  duties  of  the  Council  shall  include  the  supervi- 
sion of  all  commissions , committees,  and  activities  of 
the  Medical  Society  of  the  State  of  New  York. 

The  Council  shall  also  keep  constantly  advised  of  the 
activities  of  and  collaborate  with  the  health  and  social 
service  departments  of  the  State  and  with  hospitals, 
clinics,  and  social  service  agencies  in  furthering  the 
health  of  the  community. 

Commissions  and  committees  of  the  Council  may  in- 
clude any  member  of  the  Medical  Society  of  the  State 
of  New  York  who  shall  be  appointed  by  the  president 
subject  to  the  approval  of  the  Council. 

The  Council  shall  control  all  arrangements  for  the 
annual  convention  of  the  Medical  Society  of  the  State 
of  New  York. 

SECTION  3 TRIALS  FOR  MALFEASANCE 

The  Council  shall  sit  as  a trial  body  for  hearings  on 
charges  of  malfeasance  and/or  nonfeasance. 


Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  an  officer,  councilor,  trustee,  or  mem- 
ber of  a board,  commission,  or  committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  shall  be  transmit- 
ted to  the  president  in  writing.  The  president  shall 
order  a trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  the  president  shall  be  transmitted  in 
writing  to  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  and  shall  be  considered  by  the 
Council  with  the  vice-president  presiding. 

The  accused  shall  be  given  at  least  ten  days’  notice 
of  such  trial  and  of  the  charges  against  him  and  shall 
have  full  opportunity  to  defend  himself,  but  no  such 
officer,  councilor,  trustee,  or  member  of  a board,  com- 
mission, or  committee  shall  be  removed  or  otherwise 
disciplined  except  by  a three-fourths  vote  of  the  Coun- 
cil. 

In  case  any  such  officer,  councilor,  trustee,  or  mem- 
ber of  a board,  commission,  or  committee  shall  be  re- 
moved, he  may  appeal  from  the  decision  of  the  said 
Council  to  the  House  of  Delegates;  but,  pending  the 
determination  of  such  appeal,  he  shall  not  exercise  the 
functions  of  his  office. 

SECTION  4 EXECUTIVE  COMMITTEE 

The  Council  shall  establish  an  executive  committee 
to  be  composed  of  the  president,  the  president-elect, 
the  immediate  past-president,  the  secretary,  the  trea- 
surer, and  two  additional  members  of  the  Council 
apppointed  by  the  president  with  the  approval  of  the 
Council. 

This  committee  shall  be  appointed  by  the  president 
immediately  on  his  assumption  of  the  office  of  presi- 
dent and  shall  serve  only  during  his  tenure  as  presi- 
dent. 

The  executive  committee  shall  have  the  authority  to 
take  action  in  case  of  emergency  arising  in  the  interim 
between  the  meetings  of  the  Council  to  protect  the  in- 
terests and  purposes  of  the  Medical  Society  of  the 
State  of  New  York  as  set  forth  in  these  Bylaws.  In 
times  of  such  emergency,  the  executive  committee 
shall  have  all  the  powers  and  duties  which  are  con- 
ferred on  the  Council,  and  it  shall  at  all  times  assist 
the  Council.  Any  action  taken  by  the  executive  com- 
mittee shall  be  reported  in  full  to  the  Council  at  its 
next  meeting. 

SECTION  5 MEETINGS 

The  newly  elected  Council  shall  meet  at  the  close  of 
the  annual  meeting  of  the  House  of  Delegates.  The 
Council  and  Executive  Committee  shall  meet  at  regu- 
lar intervals  at  times  and  places  that  shall  be  fixed  by 
the  president  with  the  approval  of  the  Council. 
Twenty-five  per  cent  of  the  members  of  the  Council  in 
writing  may  require  the  president  to  call  a special 
meeting  for  such  time  and  place  as  he  shall  designate, 
within  ten  days  of  his  receipt  of  such  notice. 

The  notices  of  the  regular  meetings  of  the  Council 
shall  state  the  date,  place,  hour,  and  shall  be  mailed 
postpaid  to  each  member  at  least  seven  days  before  a 
meeting. 

The  affidavit  of  mailing  bv  the  secretary  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  last  re- 
corded address  of  the  Council  member  shall  be  deemed 
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sufficient  proof  of  the  service  on  each  and  every  Coun- 
cil member  for  any  and  all  purposes. 

Council  members  must  receive  at  least  three  days’ 
notice  by  letter  or  telegram  from  the  State  Society’s 
office  of  a special  meeting,  which  shall  state  the  date, 
place,  hour,  and  items  of  business  that  will  be  consid- 
ered. 

A quorum  shall  consist  of  14  members  of  the  Coun- 
cil. 

The  following  shall  be  the  order  of  business  at  meet- 
ings of  the  Council,  which  may  be  altered  by  the  chair- 
man with  the  consent  of  the  Council: 

1.  Calling  the  meeting  to  order 

2.  Roll  call 

3.  Reading  of  minutes 

4.  Communications 

5.  Report  of  the  Executive  Committee 

6.  Report  of  the  president 

7.  Report  of  the  secretary 

8.  Report  of  the  treasurer 

9.  Report  of  the  Chairman  of  the  Board  of  Trust- 
ees 

10.  Reports  of  Councilors 

11.  Report  of  the  executive  vice-president 

12.  Reports  of  commissions  and  committees 

13.  Unfinished  business 

14.  New  business 

15.  Adjournment 

ARTICLE  V OFFICERS 

The  officers  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  a president,  a president-elect,  a vice- 
president,  a secretary,  an  assistant  secretary,  a trea- 
surer, an  assistant  treasurer,  a speaker  and  a vice- 
speaker of  the  House  of  Delegates.  They  shall  take  of- 
fice at  the  termination  of  the  annual  meeting  at  which 
they  are  elected  and  shall  serve  for  one  year  or  until  their 
successors  have  been  duly  chosen. 

No  person  may  serve,  consecutively,  more  than  five 
terms  as  secretary,  treasurer,  assistant  secretary,  assis- 
tant treasurer,  speaker,  or  vice-speaker.  An  unexpired 
term  shall  not  be  construed  as  a term  of  office. 

No  salaried  employe  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  an  elected  officer  of  the 
Medical  Society  of  the  State  of  New  York.  For  the 
purposes  of  this  article  an  honorarium  shall  not  be  con- 
sidered as  a salary. 

SECTION  1 VACANCIES  AND  SUCCESSION 

An  officer  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York,  otherwise  his  office 
in  the  Medical  Society  of  the  State  of  New  York  shall 
be  declared  vacant. 

The  president-elect  shall  succeed  to  the  presidency 
at  the  end  of  his  term  as  president-elect. 

In  the  event  of  the  president’s  death,  resignation,  re- 
moval, permanent  incapacity,  or  refusal  to  act,  the 
vice-president  shall  succeed  him  and  shall  serve  for  the 
remainder  of  the  unexpired  term. 

If  the  president  is  temporarily  incapacitated  for  ser- 
vice by  injury,  ill  health  of  himself  or  his  family,  im- 
portant professional  duties,  or  any  other  mandatory  ab- 
sence, the  vice-president  shall  become  acting  president 
for  the  duration  of  such  incapacity  of  the  president. 
The  president  shall  promptly  notify  the  vice-president 
of  his  incapacity  and  request  his  attention  to  the  duties 


of  the  office  and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of  temporary  incapa- 
city before  resuming  the  office  of  the  presidency. 

If  the  office  of  vice-president  becomes  vacant  for  any 
reason  whatsoever  the  Council  shall  elect  a successor 
for  the  unexpired  term. 

If  the  office  of  president-elect  becomes  vacant,  it 
shall  remain  so  until  the  next  annual  meeting  of  the 
House  of  Delegates,  at  which  an  eligible  member  shall 
be  elected  to  become  president.  A president-elect  to 
succeed  him  at  the  end  of  his  term  shall  also  be  elected 
at  the  same  meeting. 

The  assistant  secretary,  the  assistant  treasurer,  and 
the  vice-speaker  shall  serve  as  the  secretary,  the  trea- 
surer, and  the  speaker,  respectively,  whenever  these 
senior  officers  are  incapacitated  for  service  by  injury, 
ill  health  of  themselves  or  families,  important  profes- 
sional duties,  or  any  other  mandatory  absences.  This 
shall  be  construed  so  as  to  include  duty  at  or  during 
meetings  of  the  Board  of  Trustees  as  well  as  the  other 
official  duties  designated  for  the  senior  officer.  The 
senior  officer  shall  promptly  notify  the  junior  officer  of 
his  incapacity  and  request  his  attention  to  said  duties. 
When  the  period  of  incapacity  is  ended,  the  senior  offi- 
cer shall  promptly  notify  the  junior  officer  of  the  end  of 
the  period  of  temporary  incapacity  before  resuming  of- 
fice. 

If  the  offices  of  secretary,  treasurer,  or  speaker  be- 
come vacant,  for  any  reason  whatsoever,  these  officers 
shall  be  succeeded  by  the  assistant  secretary,  assistant 
treasurer,  and  vice-speaker,  respectively,  for  the  unex- 
pired term. 

If  an  elected  officer  is  absent  from  three  consecutive 
regular  meetings  of  the  Council,  without  proper  excuse, 
the  Council  shall  declare  his  office  vacant.  The  vacan- 
cy shall  be  filled  as  provided  in  the  Bylaws. 

Any  elected  officer  of  the  Medical  Society  of  the 
State  of  New  York  who  is  called  into  active  service  in 
the  armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service  may,  on  application  to 
the  Council,  be  granted  leave  of  absence  for  any  por- 
tion of  his  term  of  office  during  which  he  is  on  active 
service.  During  such  absence,  his  duties  shall  be  dele- 
gated as  the  Council  may  direct  except  where  such  del- 
egation is  already  provided  for  elsewhere  in  the  Bylaws. 

SECTION  2 DUTIES 

The  president  shall  set  the  dates  and  place  of  regular 
meetings  of  the  Council  and  Executive  Committee  and 
shall  preside  at  all  meetings  of  the  Medical  Society  of 
the  State  of  New  York,  the  Council,  and  the  Executive 
Committee. 

He  shall  name  the  appointive  members  of  the  Execu- 
tive Committee  and  appoint  the  chairmen  and  members 
of  all  committees  and  the  chairmen  of  all  commissions 
of  the  Council  with  the  approval  of  the  Council.  He 
shall  appoint  all  other  committees  not  otherwise  pro- 
vided for,  with  the  approval  of  the  Council. 

Within  three  months  after  assuming  the  office  of 
president,  he  shall  appoint,  as  prescribed  in  Article 
XII,  paragraph  5,  a nomimating  committee,  whose 
names  he  shall  cause  to  be  published  in  the  official 
publication  of  the  Medical  Society  of  the  State  of  New 
York. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote. 
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With  the  approval  of  the  Council,  he  shall  appoint  a 
member  to  the  Judicial  Council  to  succeed  the  member 
with  an  expiring  term,  and  in  the  event  of  a vacancy 
occasioned  otherwise,  he  shall  appoint  a member  for 
the  unexpired  term. 

He  shall  appoint,  with  the  approval  of  the  Council, 
representatives  to  other  medical  societies  or  similar 
bodies  as  the  interests  of  the  Medical  Society  of  the 
State  of  New  York  may  require. 

He  shall  appoint  a sufficient  number  of  delegates  or 
alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  when  the  full  quota  of 
those  elected  is  not  available,  as  provided  in  the  By- 
laws, Article  VIII,  Section  1,  paragraph  4. 

He  shall  appoint,  with  the  approval  of  the  Council,  a 
chairman  and  a secretary  for  each  organized  session  of 
the  Medical  Society  of  the  State  of  New  York. 

When  charges  by  a member  of  malfeasance  or  non- 
feasance are  preferred  against  any  other  officer,  coun- 
cilor, trustee,  or  member  of  a board,  commission,  or 
committee  of  the  Medical  Society  of  the  State  of  New 
York  and  are  transmitted  to  the  president  in  writing, 
he  shall  order  a trial  on  said  charges  by  the  Council,  or 
a committee  thereof. 

He  shall  assign  the  special  branches  of  work  for 
which  the  members  of  the  Council  shall  be  responsible, 
with  the  approval  of  the  Council. 

He  shall  make  an  annual  report  to  the  House  of  Del- 
egates. 

He  shall  deliver  an  address  at  the  annual  meeting  of 
the  House  of  Delegates.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council  shall 
require. 

He  shall  attend  all  meetings  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

The  president-elect  shall  perform  such  duties  as  may 
be  requested  by  the  president. 

The  president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

The  vice-president  shall  perform  the  duties  of  the 
president  in  the  latter’s  absence. 

He  shall  preside  over  the  Council  when  it  is  deliber- 
ating on  charges  of  malfeasance  or  nonfeasance  pre- 
ferred against  the  president. 

The  secretary  shall  attend  all  meetings  of  the  Medi- 
cal Society  of  the  State  of  New  York,  the  House  of  Del- 
egates, the  Council,  the  Board  of  Trustees,  and  the  Ju- 
dicial Council,  and  shall  keep  minutes  of  their  respec- 
tive proceedings.  These  minutes  shall  be  copied  from 
a stenographer’s  notes  with  such  deletion  only  as  will 
not  modify,  alter,  or  becloud  the  history  of  the  actions 
of  the  said  bodies.  The  stenographer’s  typewritten 
copy  shall  be  preserved  until  ordered  destroyed  by  the 
House  of  Delegates. 

He  shall  perform  such  other  duties  as  may  be  pre- 
scribed from  time  to  time  by  the  House  of  Delegates  or 
the  Council.  He  shall  attend  all  meetings  of  the  House 
of  Delegates  of  the  American  Medical  Association. 

The  secretary  shall  be  the  custodian  of  the  seal  of 
the  Medical  Society  of  the  State  of  New  York,  and  of 
all  books  of  records  and  papers  belonging  to  the  State 
Society,  except  such  as  properly  belong  to  the  treasur- 
er, and  shall  keep  an  account  of  and  promptly  turn 
I over  to  the  treasurer  all  funds  of  the  State  Society 
which  come  into  his  hands. 


He  shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Medical  Society  of  the  State  of 
New  York. 

He  shall  provide  for  the  registration  of  the  members 
at  all  conventions  of  the  Medical  Society  of  the  State 
of  New  York.  With  the  aid  and  cooperation  of  the 
secretaries  of  the  component  county  medical  societies, 
he  shall  keep  a proper  register  of  all  the  registered  phy- 
sicians of  the  State  by  counties. 

He  shall  conduct  the  official  correspondence,  noti- 
fying members  of  meetings,  officers,  councilors,  trust- 
ees, and  board  members  of  their  election,  and  commis- 
sions and  committees  of  their  appointments  and 
duties. 

He  shall  affix  the  seal  of  the  Medical  Society  of  the 
State  of  New  York  to  the  credentials  of  delegates  to  the 
American  Medical  Association  and  to  such  other  pa- 
pers and  documents  as  may  require  the  same. 

He  shall  make  an  annual  report  to  the  House  of  Del- 
egates. Acting  in  cooperation  with  the  Council,  he 
shall  prepare  and  issue  all  programs. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote. 

The  assistant  secretary  shall  aid  the  secretary  in  the 
work  of  his  office. 

The  treasurer  shall  keep  accurate  books  of  accounts 
of  all  moneys  of  the  Medical  Society  of  the  State  of 
New  York  which  he  may  receive  and  shall  disburse  or 
cause  to  be  disbursed  the  same  when  duly  authorized. 
He  shall  be  the  official  custodian  of  all  securities  and 
the  income  thereof  owned  by  the  State  Society,  subject 
to  the  direction  and  disposition  of  the  Board  of  Trust- 
ees. The  Board  of  Trustees  may  select  a bank  or  trust 
company  to  act  as  custodian  in  the  place  of  the  trea- 
surer of  all  or  any  part  of  such  securities  and  to  act  as 
agent  of  the  State  Society  in  collecting  the  income 
therefrom. 

He  shall  collect,  on  or  before  the  first  day  of  May  in 
each  year,  from  the  treasurer  of  each  component  coun- 
ty medical  society,  the  Medical  Society  of  the  State  of 
New  York  per  capita  annual  dues.  He  shall  collect  any 
assessments  voted  by  the  House  of  Delegates  or  the 
Council.  He  shall  at  the  expense  of  the  Medical  Soci- 
ety of  the  State  of  New  York  give  a bond  for  the  faith- 
ful performance  of  his  duties,  which  shall  be  approved 
by  the  Board  of  Trustees  as  to  amount,  form,  and  sure- 
ty. He  shall  make  an  annual  report  to  the  House  of 
Delegates  and  reports  to  the  Council  at  each  of  its 
meetings. 

The  assistant  treasurer  shall  aid  the  treasurer  in  the 
work  of  his  office. 

He  shall,  at  the  expense  of  the  Medical  Society  of 
the  State  of  New  York,  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  the  amount,  form,  and  surety. 

The  speaker  shall  preside  at  all  meetings  of  the 
House  of  Delegates.  He  shall  appoint  all  committees 
to  serve  during  the  meeting  of  the  House  of  Delegates 
at  least  thirty  days  in  advance  of  the  meeting.  All  res- 
olutions submitted  by  component  county  medical  so- 
cieties, district  branches,  and  scientific  sections  to  be 
presented  to  the  House  of  Delegates  should  be  for- 
warded to  the  speaker  at  least  forty-five  days  in  ad- 
vance of  the  annual  meeting  of  the  House  and  referred 
by  him  to  the  appropriate  reference  committees;  and 
all  resolutions  sent  in  subsequent  to  forty-five  days 
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should  be  presented  to  the  House  and  referred  to  the 
appropriate  reference  committees. 

The  vice-speaker  shall  perform  the  duties  of  the 
speaker  when  so  requested  by  the  speaker. 

ARTICLE  VI  TRUSTEES 

There  shall  be  a Board  of  Trustees  which  shall  have 
charge  of  all  property  including  trust  funds  and  shall 
supervise  the  financial  affairs  of  the  Medical  Society  of 
the  State  of  New  York. 

SECTION  1 COMPOSITION 

The  Board  of  Trustees  shall  consist  of  seven  mem- 
bers elected  by  the  House  of  Delegates.  The  president, 
secretary,  treasurer,  executive  vice-president,  deputy 
executive  vice-president,  and  general  counsel  shall  sit 
with  the  Board  of  Trustees  with  voice  but  without  vote. 

One  trustee  shall  be  elected  annually  for  a term  of 
five  years,  but  whenever  the  terms  of  two  trustees  ex- 
pire in  the  same  year,  two  trustees  shall  be  elected 
each  for  five  years. 

To  be  eligible  for  election  as  trustee  a member  shall 
have  served  at  least  two  years  as  an  officer,  or  at  least 
three  years  as  a councilor,  or  at  least  five  years  as  a 
member  of  the  House  of  Delegates. 

No  person  shall  serve  more  than  one  term  as  a 
trustee.  An  unexpired  term  shall  not  be  construed  as  a 
term  of  office. 

A trustee  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  position 
in  the  Medical  Society  of  the  State  of  New  York  shall 
be  declared  vacant. 

If  a trustee  is  absent  from  three  consecutive  regular 
meetings  of  the  Board,  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a 
successor  for  the  unexpired  term. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected 
by  the  Council  to  serve  until  the  next  meeting  of  the 
House  of  Delegates  at  which  time  the  House  of  Dele- 
gates shall  elect  a trustee  to  fill  the  unexpired  term. 
SECTION  2 DUTIES 

The  annual  budget  estimate,  prepared  by  the  Com- 
mittee on  Budget  and  Finance,  after  its  approval  by 
the  Council  shall  be  submitted  to  the  Board  of  Trust- 
ees for  its  approval. 

All  resolutions  or  recommendations  of  the  House  of 
Delegates  or  Council  pertaining  to  expenditures  of 
money  must  be  approved  by  the  Board  of  Trustees  be- 
fore the  same  shall  become  effective. 

The  Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Medical  Society  of  the  State  of  New 
York.  The  fiscal  year  shall  begin  January  1 and  end 
December  31  of  each  calendar  year. 

All  moneys  of  the  Medical  Society  of  the  State  of 
New  York  received  by  the  Board  of  Trustees,  Council, 
or  any  member  or  agent  thereof,  shall  be  paid  to  the 
treasurer  of  the  State  Society.  The  Board  of  Trustees 
shall  approve  the  bond  of  the  treasurer  and  the  assis- 
tant treasurer  as  to  amount,  form,  and  surety,  and 
shall  employ  a certified  public  accountant  licensed  by 
the  State  of  New  York  to  audit  the  accounts  of  the 
treasurer  and  secretary  and  other  agents  of  the  State 
Society  and  present  a statement  of  the  same  in  its  an- 
nual report  to  the  House  of  Delegates. 

The  chairman  of  the  Board  of  Trustees  shall  make  a 
report  to  the  House  of  Delegates  of  its  transactions  for 


the  year  and  of  the  amount  of  money  belonging  to  the 
Medical  Society  of  the  State  of  New  York  under  its 
control. 

SECTION  3 MEETINGS 

The  Board  of  Trustees  shall  meet  immediately  on 
the  close  of  the  annual  meeting  of  the  House  of  Dele- 
gates, and  shall  organize  under  the  temporary  chair- 
manship of  the  member  senior  in  service  on  the  Board, 
elect  a permanent  chairman,  and  fix  the  time  and 
place  of  its  regular  meetings.  Should  two  trustees 
have  similar  seniority,  choice  between  them  for  tempo- 
rary chairmanship  shall  be  by  lot. 

The  Board  of  Trustees  shall  meet  at  least  bimonthly, 
except  in  July  and  August. 

The  notices  of  the  regular  and  special  meetings  of 
the  Board  of  Trustees  shall  state  the  date,  place,  and 
hour  and  shall  be  mailed  postpaid  to  each  member  at 
least  seven  days  before  a regular  meeting  and  at  least 
five  days  before  a special  meeting. 

The  affidavit  of  mailing  by  the  secretary  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  last  re- 
corded address  of  the  trustee  shall  be  deemed  sufficient 
proof  of  the  service  on  each  and  every  trustee  for  any 
and  all  purposes. 

Any  three  members  of  the  Board  of  Trustees  may  re- 
quire the  chairman  to  call  a special  meeting  at  the  of- 
fice of  the  Medical  Society  of  the  State  of  New  York 
for  such  time  as  shall  be  designated  by  them  in  writ- 
ing. 

A quorum  shall  consist  of  four  members  of  the  Board 
of  Trustees.  ^ 

The  following  shall  be  the  order  of  business  at  the 
meetings  of  the  Board  of  Trustees,  which  may  be  al- 
tered by  the  chairman  with  the  approval  of  the  Board: 

1.  Calling  the  meeting  to  order 

2.  Roll  call  by  the  secretary 

3.  Reading  of  minutes 

4.  Communications 

5.  Reports 

6.  Unfinished  business 

7.  New  business 

8.  Adjournment 

ARTICLE  VII  JUDICIAL  COUNCIL 

There  shall  be  a Judicial  Council  which  shall  have 
jurisdiction  to  hear  and  determine  all  appeals  from  de- 
cisions on  discipline  of  component  county  medical  so- 
cieties or  decisions  of  such  societies  which  may  involve 
the  privileges,  rights,  or  standing  of  members,  whether 
in  relation  to  one  another  or  to  component  county 
medical  societies  or  to  the  Medical  Society  of  the  State 
of  New  York. 

It  shall  hear  also  from  applicants  on  appeals  from 
the  action  of  a component  county  medical  society  in 
excluding  them  from  membership. 

SECTION  1 COMPOSITION 

The  Judicial  Council  shall  consist  of  five  appointed 
members.  One  member  shall  be  appointed  by  the 
president  each  year  for  a term  of  five  years  with  the 
approval  of  the  Council. 

No  member  shall  serve  for  more  than  two  consecu- 
tive terms,  but  a member  appointed  to  serve  an  unex- 
pired term  shall  not  be  regarded  as  having  served  a 
term  unless  he  has  served  three  or  more  years. 

A member  of  the  Judicial  Council  shall  practice  or 
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maintain  a residence  or  an  office  in  the  State  of  New 
York,  otherwise  his  position  on  the  Judicial  Council 
shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a member  shall  be  ap- 
pointed by  the  president  for  the  unexpired  term  with 
the  approval  of  the  Council. 

The  president  and  secretary  of  the  Medical  Society 
of  the  State  of  New  York  shall  be  ex  officio  members  of 
the  Judicial  Council  with  voice  and  vote.  The  execu- 
tive vice-president,  the  deputy  executive  vice-president, 
and  the  general  counsel  of  the  Medical  Society  of  the 
State  of  New  York  shall  sit  with  the  Judicial  Council 
with  voice  but  without  vote. 

SECTION  2 DUTIES  AND  PROCEDURES 

A member  of  a component  county  medical  society 
who  shall  have  been  disciplined  or  directed  to  suffer 
discipline  in  any  degree  by  any  final  decision  of  his 
component  county  medical  society  and  who  shall  have 
exhausted  his  right  of  appeal,  if  any,  with  a component 
county  medical  society,  feeling  aggrieved  by  the  deci- 
sion of  such  society,  may  appeal  to  the  Judicial  Coun- 
cil of  the  Medical  Society  of  the  State  of  New  York 
from  the  decision  of  such  component  county  medical 
society  by  filing  a notice  of  appeal  with  the  secretary  of 
the  State  Society  and  with  the  secretary  of  such  com- 
ponent county  medical  society  within  three  months 
after  such  final  decision  by  such  component  county 
medical  society. 

An  applicant  for  membership  in  a component  county 
medical  society  who  has  been  excluded  from  member- 
ship in  such  society  may  likewise  appeal  from  the  ac- 
tion of  said  society. 

The  Judicial  Council  shall  investigate  also  all  charg- 
es preferred  (a)  by  a member  of  a component  county 
medical  society  against  a component  county  medical 
society  of  which  he  is  not  a member;  and  (b)  by  a com- 
ponent county  medical  society  against  another  such 
component  county  medical  society  or  a member  there- 
of. 

A notice  of  appeal  shall  set  forth  in  writing  the  name 
of  the  appellant,  the  name  of  such  component  county 
medical  society,  and  the  date  and  substance  of  the  de- 
cision appealed  from,  and  shall  indicate  the  ground  or 
grounds  in  which  such  appeal  is  taken.  If  the  appel- 
lant desires  to  be  present,  with  or  without  counsel,  at 
the  hearing  of  said  appeal,  the  notice  of  appeal  must  so 
state.  In  that  event,  the  appellant  must  file  with  the 
notice  of  appeal  a bond  in  the  sum  of  $500  to  guarantee 
his  appearance  or  that  of  his  representative.  If  the  ap- 
pellant fails  to  appear  in  person  or  be  represented  by 
counsel  on  hearing  of  said  appeal,  he  shall  forfeit  to  the 
Medical  Society  of  the  State  of  New  York  such  share  of 
said  bond  as  represents  necessary  expenditures  inci- 
dent to  convening  the  Judicial  Council  for  the  hearing 
of  said  appeal. 

On  filing  a notice  of  appeal,  the  appellant  and  the 
component  county  medical  society  shall  submit  to  the 
secretary  of  the  Judicial  Council  all  records,  minutes, 
letters,  papers,  and  all  written  evidence,  including  a 
digest  of  all  testimony  not  stenographically  reported 
relating  to  the  matter.  All  data  so  submitted  shall  be 
available  only  to  the  Judicial  Council. 

The  Judicial  Council  shall  consider  the  appeal  on  the 
data  so  submitted  to  it  and  may  affirm,  modify,  or  re- 
verse the  decisions  so  appealed  from,  by  a majority 
vote  of  the  members  present  and  voting.  If,  in  its 


opinion,  the  taking  of  further  evidence  is  advisable,  the 
Judicial  Council  may  summon  witnesses  and  proceed 
to  take  such  evidence  in  such  manner  as  it  may  deem 
proper  and  render  its  decision  by  a majority  vote  of 
those  present  and  voting,  which  decision  shall  be  final 
and  binding.  A member  shall  have  the  right  of  appeal 
to  the  Judicial  Council  of  the  American  Medical  Asso- 
ciation, provided  said  member  is  a member  of  the 
American  Medical  Association. 

Whenever  the  Judicial  Council  has  met,  the  secre- 
tary shall  report  the  proceedings  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  at  its  next 
meeting. 

The  chairman  shall  submit  an  annual  report  of  the 
Judicial  Council  to  the  House  of  Delegates. 

SECTION  3 MEETINGS 

Immediately  at  the  close  of  the  annual  meeting  of 
the  House  of  Delegates  the  Judicial  Council  shall  orga- 
nize and  elect  its  own  chairman. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  the  secretary  of  the  Judicial  Coun- 
cil. 

The  Judicial  Council  shall  meet  on  the  call  of  the 
chairman.  The  notices  of  the  meetings  of  the  Judicial 
Council  shall  state  the  date,  place,  and  hour  and  shall 
be  mailed  postpaid  to  each  member  at  least  seven  days 
before  a meeting. 

The  affidavit  of  mailing  of  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  record- 
ed address  of  the  member  of  the  Judicial  Council  shall 
be  deemed  sufficient  proof  of  the  service  on  each  and 
every  member  for  any  and  all  purposes. 

A quorum  shall  consist  of  three  members  of  the  Judi- 
cial Council. 

ARTICLE  VIII.  ELECTIONS 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  trustees  of  the  Medical  Society  of 
the  State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and  elect- 
ed. 

A member  of  the  Medical  Society  of  the  State  of 
New  York  who  is  in  arrears  for  component  county  med- 
ical society  dues  or  State  Society  dues  or  assessments 
shall  not  be  eligible  for  nomination  to  any  office,  the 
Council,  the  Board  of  Trustees,  or  as  a delegate  to  the 
American  Medical  Association,  or  entitled  to  vote  for 
any  officer,  councilor,  trustee,  or  delegate. 

The  delegates  to  the  American  Medical  Association 
shall  be  elected  in  the  calendar  year  preceding  the 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  to  which  they  are  elected.  One 
half  of  the  allotted  number  of  delegates  and  alternate 
delegates  shall  be  elected  each  year. 

Nominations  for  delegate  to  the  American  Medical 
Association  shall  be  made  for  not  less  than  double  the 
full  number  of  delegates  to  be  elected.  Only  members 
of  the  Medical  Society  of  the  State  of  New  York  who 
are  members  also  of  the  American  Medical  Association 
shall  be  eligible  for  nomination  or  election  as  delegates 
to  the  American  Medical  Association. 

SECTION  1 BALLOTING 

After  the  appointment  of  a sufficient  number  of  tell- 
ers by  the  speaker  and  after  all  nominations  have  been 
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made,  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  shall  cause  to  be  displayed  in  full  sight  of 
the  House  of  Delegates  a list  of  nominees  for  each  of- 
fice of  the  Medical  Society  of  the  State  of  New  York 
and  for  delegates  to  the  American  Medical  Association, 
arranged  in  alphabetical  order,  and  shall  also  cause  to 
be  distributed  a sufficient  number  of  blank  ballots  for 
the  use  of  the  House  of  Delegates.  These  ballots  shall 
have  printed  or  stamped  thereon  the  appropriate  head- 
ings for  each  office  with  spaces  thereunder  in  which 
may  be  written  the  name  of  the  candidate  or  candi- 
dates to  be  voted  for. 

All  elections  for  offices  of  the  State  Society  and  dele- 
gates to  the  American  Medical  Association  shall  be  by 
ballot,  each  member  of  the  House  of  Delegates  deposit- 
ing his  ballot  on  roll  call  individually.  When,  after  the 
call  for  nominations  from  the  floor,  there  is  only  one 
candidate  for  an  office,  the  speaker  shall  direct  the  sec- 
retary to  cast  one  ballot  on  behalf  of  the  delegates.  If 
there  are  more  than  two  nominees  for  an  office  and 
none  receives  a majority  of  votes  on  the  first  ballot,  the 
nominee  receiving  the  lowest  number  of  votes  shall  be 
dropped  and  a new  ballot  taken  for  that  office.  This 
procedure  shall  be  continued  until  one  of  the  nominees 
receives  a majority  of  the  votes  cast  when  he  shall  be 
declared  elected. 

For  the  election  of  delegates  to  the  American  Medi- 
cal Association,  the  delegates  shall  be  declared  elected 
in  the  order  of  the  highest  number  of  votes  cast  until 
the  allotted  number  shall  have  been  chosen;  a corre- 
sponding number  in  the  next  highest  order  of  votes  cast 
shall  be  declared  alternate  delegates. 

When  the  full  quota  of  elected  delegates  or  alternate 
delegates  is  not  available  for  attendance  at  the  meeting 
of  the  House  of  Delegates  of  the  American  Medical  As- 
sociation, the  president  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  and  certify  a sufficient 
number  to  complete  the  quota. 

A duly  elected  delegate  to  the  American  Medical  As- 
sociation who  does  not  serve  as  such  because  of  reduc- 
tion in  number  of  delegates  to  which  the  Medical  Soci- 
ety of  the  State  of  New  York  is  entitled  shall  fill  any 
vacancy  which  may  occur  in  the  delegation  before  al- 
ternate delegates  are  designated  for  that  purpose. 

The  delegates  and  alternate  delegates  shall  take  of- 
fice at  the  beginning  of  the  calendar  year  following 
their  election  and  shall  serve  for  a term  of  two  years. 

ARTICLE  IX  REFERENDUM 

At  any  meeting  of  the  House  of  Delegates  two  thirds 
of  the  members  present  and  voting  may  order  a refer- 
endum vote  of  the  Medical  Society  of  the  State  of  New 
York  on  any  question  consistent  with  the  Bylaws  and 
in  accordance  with  such  regulations  respecting  the  sub- 
mission of  the  question  as  the  House  of  Delegates  may 
prescribe. 

The  members  of  the  Medical  Society  of  the  State  of 
New  York  shall  vote  thereon  by  mail.  The  polls  shall 
be  closed  at  the  expiration  of  fifteen  days  after  the 
mailing  of  the  question;  and  if  the  members  voting 
shall  comprise  a majority  of  all  the  active  and  life 
members  of  the  Medical  Society  of  the  State  of  New 
York,  a majority  of  such  vote  shall  determine  the  ques- 
tion and  be  binding  on  the  State  Society  and  the 
House  of  Delegates. 

When  the  House  of  Delegates  is  not  in  session  the 


Council  may  in  a similar  manner  order  such  a referen- 
dum by  a two-thirds  vote. 

ARTICLE  X COMMITTEES  OF  THE 
HOUSE  OF  DELEGATES 

SECTION  1 REFERENCE  COMMITTEES 

At  least  one  month  before  the  meeting  of  the  House 
of  Delegates  the  speaker  shall  appoint  and  publish  in 
the  official  publication  of  the  Medical  Society  of  the 
State  of  New  York  such  reference  committees  as  he  shall 
deem  expedient  for  the  purposes  of  the  meeting.  Im- 
mediately after  the  organization  of  the  House  of  Dele- 
gates he  shall  formally  announce  the  appointments  of 
the  committees.  Only  members  of  the  House  of  Dele- 
gates shall  be  eligible  for  appointment  to  the  reference 
committees.  Such  committees  shall  each  consist  of 
five  members,  three  members  constituting  a quorum, 
and  shall  serve  during  the  meeting  of  the  House  of  Dele- 
gates for  which  they  are  appointed. 

Annual  reports  of  officers,  Council  commissions  and 
committees,  Board  of  Trustees,  Judicial  Council,  dis- 
trict branches,  and  special  committees  shall  be  printed 
at  least  one  month  before  the  meeting  of  the  House  of 
Delegates  and  sent  to  the  members  of  the  reference 
committees  appointed  according  to  paragraph  1,  for 
their  preliminary  consideration. 

All  recommendations,  resolutions,  measures,  and 
propositions  presented  to  the  House  of  Delegates  and 
which  have  been  duly  seconded  shall  be  referred  by  the 
speaker  to  the  appropriate  reference  committees,  ex- 
cept that  reports  of  committees  of  the  House  of  Dele- 
gates may,  at  the  discretion  of  the  House,  be  presented 
directly  to  the  House  without  referral  to  the  reference 
committees. 

Each  reference  committee  shall  consider  such  busi- 
ness as  may  have  been  referred  to  it  and  shall  report 
promptly  to  the  House. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  in  good  standing  shall  have  the  right  to  ap- 
pear before  any  reference  committee  and  participate  in 
its  deliberations. 

SECTION  2 COMMITTEE  ON  BYLAWS 

The  House  Committee  on  Bylaws  shall  be  appointed 
annually  by  the  speaker.  It  shall  consist  of  at  least 
five  members  including  a chairman,  all  of  whom  shall 
be  members  of  the  House.  The  president,  secretary, 
and  the  speaker  shall  be  ex  officio  members  with  voice 
and  vote.  The  executive  vice-president,  deputy  ex- 
ecutive vice-president,  and  general  counsel  of  the  Med- 
ical Society  of  the  State  of  New  York  shall  be  members 
of  the  committee  with  voice  but  without  vote. 

It  shall  be  the  duty  of  the  committee  to  study  all 
proposed  amendments  to  the  Bylaws  and  the  Principles 
of  Professional  Conduct  of  the  State  Society  and  to  re- 
port thereon  at  the  annual  meeting  of  the  House  of 
Delegates  following  the  meeting  at  which  such  amend- 
ments are  proposed.  The  committee  shall  include  in 
its  report  recommendations  for  action  on  the  proposed 
amendments  with  reasons  for  such  recommendations. 

It  shall  be  the  duty  of  the  committee  to  suggest 
amendments  to  or  revisions  of  the  Bylaws  and  the 
Principles  of  Professional  Conduct  of  the  Medical  Soci- 
ety of  the  State  of  New  York. 

The  report  of  the  House  Committee  on  Bylaws  shall 
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be  presented  directly  to  the  House,  without  referral  to 
a reference  committee. 

SECTION  3.  SPECIAL  COMMITTEES 

Special  committees  may  be  created  by  the  House  of 
Delegates  to  perform  the  special  functions  for  which 
they  are  created.  They  shall  be  appointed  by  the 
speaker  or  other  officer  presiding  pro  tempore  over  the 
meeting  at  which  the  committee  is  authorized. 

ARTICLE  XL  COUNCIL  COMMISSIONS 
AND  COMMITTEES 

SECTION  1 ORGANIZATION 

Committees  of  the  Council  are  grouped  by  the  relat- 
ed nature  of  their  purposes  and  functions.  A commis- 
sion is  composed  of  the  chairmen  of  all  committees 
within  such  a group. 

Subject  to  the  approval  of  the  Council,  the  president 
shall  appoint  the  chairmen  and  members  of  all  of  its 
committees  and  the  chairmen  of  the  commissions. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  is  eligible  for  membership  on  committees 
and  commissions  of  the  Council. 

All  chairmen  of  such  commissions  and  committees 
shall  have  the  right  to  present  their  reports  in  person  to 
the  Council  and  to  engage  in  the  discussion  of  such  re- 
ports. Members  of  such  commissions  and  committees 
shall  have  the  privilege  of  presenting  minority  reports. 

Any  ex  officio  member  of  a committee  who  enjoys 
that  status  by  being  a duly  elected  officer  of  the  Medi- 
cal Society  of  the  State  of  New  York  shall  have  all  the 
rights,  responsibilities,  and  duties  of  any  other  member 
of  the  committee. 

SECTION  2.  NOMINATING  COMMITTEE 
The  Nominating  Committee  shall  be  appointed  by 
the  president  in  conformity  with  Article  V,  section  2, 
paragraph  3.  It  shall  consist  of  11  members,  1 from 
each  district  branch  and  2 members  at  large.  It  shall 
be  the  duty  of  this  committee  to  propose  and  nominate 
members  of  the  Medical  Society  of  the  State  of  New 
York  for  all  vacancies  to  be  filled  at  the  ensuing  annual 
meeting  of  the  House  of  Delegates.  These  recommen- 
dations shall  be  made  to  the  House  of  Delegates  in  the 
same  manner  as  prescribed  in  Article  X,  Section  1, 
paragraph  2. 

SECTION  3.  PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 
A committee  to  be  known  as  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board  shall  be  ap- 
pointed by  the  president  with  the  approval  of  the 
Council.  It  shall  consist  of  seven  members  including  a 
chairman,  each  appointed  for  a five-year  term.  No 
member  shall  serve  for  more  than  two  consecutive 
terms.  A vacancy  created  by  expiration  of  a term  shall 
be  filled  by  the  president,  with  the  approval  of  the 
Council,  by  appointment  of  a member  for  five  years. 
Other  vacancies  shall  be  filled  for  the  unexpired  term 
in  similar  manner.  The  secretary  and  the  treasurer 
shall  be  ex  officio  members  of  the  committee  with 
! voice  and  vote.  The  counsel  and  indemnity  represen- 
tative shall  attend  all  meetings  with  voice  but  without 
vote.  It  shall  be  the  duty  of  the  committee  to  study 
and  supervise,  on  behalf  of  the  Medical  Society  of  the 
State  of  New  York,  all  matters  having  to  do  with  pro- 
fessional medical  liability  insurance  and  defense. 


SECTION  4 COMMITTEE  ON  PRIZE  ESSAYS 

A Committee  on  Prize  Essays  shall  be  appointed  by 
the  president  with  the  approval  of  the  Council.  It 
shall  consist  of  three  members,  including  the  chair- 
man. It  shall  be  the  duty  of  this  committee  to  receive 
all  essays  offered  in  competition  for  prizes  which  may 
be  offered  by  the  Medical  Society  of  the  State  of  New 
York.  The  committee  shall  make  all  necessary  rules 
and  regulations  for  the  awarding  of  prizes,  subject  to 
the  terms  of  the  deeds  of  gift,  and  shall  report  the  re- 
sult at  the  next  annual  meeting  of  the  House  of  Dele- 
gates. It  shall  give  notice  through  the  official  publica- 
tion of  the  State  Society  or  by  other  methods  of  the 
amount  of  the  prize  and  when  the  essays  shall  be  sub- 
mitted to  the  committee. 


ARTICLE  XII  SECTIONS  AND  SESSIONS 

As  designated  by  the  House  of  Delegates,  there  shall 
be  sections  devoted  to  the  scientific  work  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  sessions  de- 
voted to  scientific,  cultural,  historical,  or  economic 
subjects.  Both  sections  and  sessions  shall  meet  during 
the  annual  convention  of  the  State  Society,  under  the 
supervision  of  the  Council. 

SECTION  1 SECTIONS 

The  scientific  sections  designated  by  the  House  of 
Delegates  shall  organize  at  their  annual  meetings  by 
the  election  of  officers.  Officers  to  be  elected  shall  in- 
clude a chairman,  a vice-chairman,  a secretary,  and  a 
delegate  to  the  House  of  Delegates.  The  chairman,  the 
vice-chairman,  and  the  delegate  shall  be  elected  for 
one-year  terms;  the  secretary  for  such  term  as  the  sec- 
tion may  deem  fit. 

To  participate  in  the  election  of  any  section,  a mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
must  be  registered  with  such  section. 

Should  the  delegate  of  a scientific  section  be  unable 
to  serve  in  the  House  of  Delegates,  the  chairman  of  the 
section  shall  designate  a substitute  delegate  and  shall 
so  notify  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  in  writing. 

The  officers  of  the  various  sections  shall  prepare  pro- 
grams for  their  sections  under  the  direction  and  subject 
to  the  approval  of  the  Council. 

No  new  section  shall  be  created  by  the  House  of  Del- 
egates unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two  successive 
annual  conventions. 

SECTION  2 SESSIONS 

A session  shall  be  a single  meeting  of  a group  to  dis- 
cuss scientific,  cultural,  historical,  or  economic 
subjects,  under  the  direction  and  subject  to  the  ap- 
proval of  the  Council. 

Each  session  shall  have  a chairman  and  a secretary 
who  shall  be  appointed  by  the  president  with  the  ap- 
proval of  the  Council. 

ARTICLE  XIII  MEETINGS 
SECTION  1 ANNUAL  CONVENTION 

There  shall  be  an  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held  at  a time 
and  place  designated  by  the  House  of  Delegates  or  by 
the  Council. 
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This  convention  shall  include  the  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York,  the  an- 
nual meeting  of  the  House  of  Delegates,  the  annual  sci- 
entific program  which  shall  include  the  annual  meet- 
ings of  the  sections  and  sessions  and  scientific  motion 
pictures  and  exhibits,  and  such  other  activities  and 
presentations  as  the  House  of  Delegates  or  Council  may 
direct. 

SECTION  2 ANNUAL  MEETING  OF  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 

The  Medical  Society  of  the  State  of  New  York  shall 
hold  its  annual  meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House  is  recessed  fol- 
lowing the  annual  elections.  The  president  shall  pre- 
side at  this  annual  meeting  of  the  State  Society,  which 
shall  include  the  induction  of  the  incoming  president. 
The  incoming  president  shall  deliver  his  inaugural  ad- 
dress at  the  annual  meeting  of  the  State  Society. 

Following  the  adjournment  of  the  annual  meeting, 
the  House  of  Delegates  shall  reconvene  to  complete  its 
agenda  and  receive  the  report  of  the  tellers. 

SECTION  3 SPECIAL  MEETINGS 

Special  meetings  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  called  by  the  president  on  the  re- 
quest in  writing  of  250  members  from  the  membership 
of  at  least  10  component  county  medical  societies,  and 
in  case  of  the  failure,  inability,  or  refusal  of  the  presi- 
dent to  act,  such  meeting  may  be  called  by  a notice 
thereof  subscribed  by  250  members  from  the  member- 
ship of  at  least  10  component  county  medical  socities. 
SECTION  4 ORGANIZATION  AND  PROCEDURES 

The  notices  of  the  annual  convention  and  annual  and 
special  meetings  of  the  Medical  Society  of  the  State  of 
New  York  shall  state  the  date,  place,  and  hour  and 
shall  be  mailed  postpaid  to  each  member  at  least 
thirty  days  before  a meeting. 

Publication  of  such  notice  in  the  official  publication 
of  the  Medical  Society  of  the  State  of  New  York  shall 
be  considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  last  re- 
corded address  of  the  member  shall  be  deemed  suffi- 
cient proof  of  the  service  upon  each  and  every  member 
for  any  and  all  purposes. 

Each  member  in  attendance  at  the  annual  conven- 
tion of  the  Medical  Society  of  the  State  of  New  York 
shall  enter  his  name  and  the  name  of  the  component 
county  medical  society  to  which  he  belongs  in  a regis- 
ter to  be  kept  by  the  secretary  of  the  State  Society  for 
that  purpose.  No  member  shall  take  part  in  any  of  the 
proceedings  of  such  convention  until  he  shall  have 
complied  herewith. 

All  members  in  good  standing  so  registered  may  at- 
tend and  participate  in  the  proceedings  and  discussions 
of  the  scientific  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  of  the  sections  and  sessions. 

A distinguished  physician  of  a foreign  country  or  a 
physician  not  a resident  of  this  State  who  is  a member 
of  his  own  state  medical  association  may  become  a 
guest  during  any  annual  convention  upon  the  invitation 
of  the  president  or  officers  of  the  Medical  Society  of 
the  State  of  New  York,  and  may  be  accorded  the  privi- 
lege of  participating  in  all  the  scientific  programs  of 
the  convention. 

No  address  or  paper  before  the  Medical  Society  of 


the  State  of  New  York,  except  those  of  the  president 
and  president-elect,  shall  occupy  more  than  twenty 
minutes  in  its  delivery. 

All  papers  read  before  the  Medical  Society  of  the 
State  of  New  York  at  its  annual  convention  by  its 
members  shall  become  the  property  of  the  State  Soci- 
ety. Whenever  such  paper  shall  be  deemed  not  ac- 
ceptable for  publication  in  the  New  York  State  Journal 
of  Medicine  it  shall  be  returned  to  the  author  as 
promptly  as  possible  after  its  receipt  in  the  publication 
office  of  the  State  Society. 

The  following  shall  be  the  order  of  business  at  the 
annual  meeting  of  the  Medical  Society  of  the  State  of 
New  York: 

1.  Calling  the  State  Society  to  order 

2.  Reading  of  minutes  of  the  last  meeting  by  title 

3.  Induction  of  incoming  president 

4.  Inaugural  address  by  incoming  president 

5.  Adjournment 

The  rules  contained  in  Sturgis  Standard  Code  of 
Parliamentary  Procedure  shall  govern  the  Medical 
Society  of  the  State  of  New  York  in  all  cases  in  which 
they  are  not  inconsistent  or  in  conflict  with  the  Bylaws 
of  the  State  Society. 

ARTICLE  XIV  FUNDS 

Funds  shall  be  raised  by  annual  dues  levied  on  each 
active  member  at  a uniform  per  capita  rate  throughout 
the  State.  Funds  may  also  be  raised  in  any  other 
manner  approved  by  the4louse  of  Delegates  or  by  the 
Council  when  the  said  House  of  Delegates  shall  not  be 
in  session.  The  dues  or  assessments  of  each  junior 
member  shall  be  one-third  the  amount  levied  on  each 
active  member. 

The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of  any 
funds  of  the  Medical  Society  of  the  State  of  New  York, 
except  that  the  said  Board  may  delegate,  to  such  per- 
son or  persons  as  it  sees  fit,  the  authority  to  expend 
funds  of  the  State  Society  in  amounts  and  under  con- 
ditions to  be  determined  by  said  Board,  on  recommen- 
dation of  the  Council. 

ARTICLE  XV  DUES 

The  annual  dues  shall  be  determined  by  the  House 
of  Delegates. 

Assessments  can  be  levied  by  the  House  of  Delegates 
or  the  Council  and  shall  be  payable  within  a period  of 
time  specified  by  them. 

Life  and  honorary  members  shall  not  be  required  to 
pay  dues  or  assessments  to  the  Medical  Society  of  the 
State  of  New  York. 

Annual  dues  are  due  and  payable  on  the  first  day  of 
January  each  year.  The  dues  year  shall  coincide  with 
the  calendar  year,  January  1 to  December  31. 

Any  member,  except  a member  who  is  eligible  for 
and  has  applied  for  life  membership,  whose  component 
county  medical  society  and  State  Society  dues  are  un- 
paid after  May  1 of  any  current  year  or  whose  assess- 
ments are  unpaid  by  the  specified  time  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears. 

A member  whose  dues  are  unpaid  after  June  1 of  any 
current  year  or  whose  assessments  are  unpaid  one 
month  after  the  specified  date  shall  be  dropped  from 
the  rolls  of  membership  of  both  his  component  county 
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medical  society  and  the  Medical  Society  of  the  State  of 
New  York,  upon  reasonable  notice  to  such  member  by 
his  component  county  medical  society  or  the  State  So- 
ciety, and  without  further  action  on  the  part  of  either 
the  component  county  medical  society  or  the  State  So- 
ciety, and  on  such  date  he  shall  automatically  cease  to 
be  a member  of  both  the  component  county  medical 
society  and  the  State  Society. 

Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited 
to  the  succeeding  year,  but  no  member  dropped  for 
nonpayment  of  dues  and  assessments  shall  be  reinstat- 
ed until  he  has,  in  addition,  paid  his  dues  and  assess- 
ments for  the  year  in  which  he  was  dropped. 

The  dues  of  an  active  or  junior  member  of  the  State 
Society  may  be  remitted  for  the  current  year  by  action 
by  the  Council  on  account  of  illness,  financial  hard- 
ship, or  temporary  active  service  in  the  armed  forces 
of  the  United  States  or  in  the  United  States  Public 
Health  Service,  when  the  request  for  such  remission  is 
made  by  the  member’s  component  county  medical  so- 
ciety. Such  a request  shall  be  accompanied  by  a brief 
summary  of  the  reasons  therefor.  Remission  of  dues 
due  to  illness  or  financial  hardship  shall  be  reviewed 
annually. 

ARTICLE  XVI  EXPENSES 

Allowances  for  expenses  incurred  in  the  actual  per- 
formance of  official  duties  by  officers,  councilors,  trust- 
ees, members  of  the  Judicial  Council  and  of  commis- 
sions and  committees,  delegates  to  the  American  Med- 
ical Association  and  employes  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  made  in  conformity 
with  the  following  conditions. 

The  president  and  the  president-elect  shall  be  al- 
lowed a per  diem  and  expenses  when  engaged  on  offi- 
cial business.  The  amount  of  the  per  diem  shall  be  set 
by  the  House  of  Delegates. 

All  other  officers,  councilors,  trustees,  members  of 
the  Judicial  Council,  delegates  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  or  an  alter- 
nate delegate  who,  at  the  direction  of  the  Council,  at- 
tends a meeting  of  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association,  members  of  commissions  and 
committees  of  the  Council,  of  all  special  committees, 
members  of  the  Medical  Society  of  the  State  of  New 
York  appointed  by  the  president  or  the  Council  to 
carry  out  special  assignments  for  the  State  Society, 
and  employes  of  the  State  Society  shall  be  allowed 
traveling  expenses  when  engaged  on  official  business. 

Members  for  life  of  the  House  of  Delegates,  delegates 
of  the  district  branches  and  of  the  scientific  sections, 
sitting  in  the  House  of  Delegates,  shall  be  allowed  nec- 
essary expenses  by  the  Medical  Society  of  the  State  of 
New  York. 

Proper  vouchers  must  be  filed  with  the  secretary  of 
the  Medical  Society  of  the  State  of  New  York  before 
any  of  the  above  allowances  shall  be  made. 

There  shall  be  no  allowances  for  the  expenses,  travel- 
ing or  otherwise,  for  members  of  any  reference  commit- 
tee. 

Each  district  branch  shall  be  entitled  to  receive  a 
sum  not  to  exceed  $1,000  exclusive  of  the  work  done  by 
the  Medical  Society  of  the  State  of  New  York  regard- 
ing notices,  programs,  and  so  on,  to  defray  the  expens- 
es of  such  district  branch,  provided  a proper  statement 


of  such  expenses  shall  have  been  presented  to  the  sec- 
retary. 

All  bills,  claims,  or  vouchers  herein  provided  for 
shall  be  filed  within  thirty  days  after  the  date  of  the 
incurring  of  such  expense.  This  time  may  be  extended 
for  any  cause  by  the  Board  of  Trustees. 

ARTICLE  XVII.  DISTRICT  BRANCHES 
SECTION  1 DIVISION 

The  membership  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  nine  district  branch- 
es, as  follows: 

The  First  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York,  Queens,  and  Richmond. 

The  Second  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties  of 
Nassau  and  Suffolk. 

The  Third  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Alba- 
ny, Columbia,  Greene,  Renesselaer,  Schoharie,  Sulli- 
van, and  Ulster. 

The  Fourth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Clin- 
ton, Essex,  Franklin,  Fulton,  Hamilton,  Montgomery, 
Saratoga,  Schenectady,  Warren,  and  Washington. 

The  Fifth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Cayu- 
ga, Chenango,  Herkimer,  Jefferson,  Lewis,  Madison, 
Oneida,  Onondaga,  Oswego,  and  St.  Lawrence. 

The  Sixth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of 
Broome,  Chemung,  Cortland,  Delaware,  Otsego, 
Schuyler,  Tioga,  and  Tompkins. 

The  Seventh  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties  of 
Livingston,  Monroe,  Ontario,  Seneca,  Steuben,  Wayne, 
and  Yates. 

The  Eighth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Alle- 
gany, Cattaraugus,  Chautauqua,  Erie,  Genesee,  Niaga- 
ra, Orleans,  and  Wyoming. 

The  Ninth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Dutch- 
ess, Orange,  Putnam,  Rockland,  and  Westchester. 

Changes  in  the  number  or  membership  of  these  dis- 
trict branches  may  be  made  by  a two-third  vote  of  the 
House  of  Delegates  at  any  annual  meeting  thereof. 
SECTION  2 AIMS  AND  ORGANIZATION 

The  objectives  of  the  district  branches  shall  be  to 
promote  the  scientific,  social,  cultural,  and  other  inter- 
ests of  the  medical  profession  within  the  district  and  to 
cooperate  with  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  in  any  way  which  that  body 
may  advise. 

Each  district  branch  may  adopt  a constitution  and 
bylaws  for  its  government  and  may  amend  them.  The 
Constitution,  Bylaws,  and  amendments  shall  not  be  in 
conflict  with  the  Bylaws  of  the  State  Society,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 

SECTION  3 OFFICERS  AND  ELECTIONS 

Each  district  branch  shall  elect  a president  for  two 
years  and  a delegate  to  the  House  of  Delegates  for  two 
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years,  but  with  the  approval  of  the  Council  a district 
branch  may  elect  a president  for  one  year. 

Each  district  branch  shall  elect  such  other  officers  as 
are  provided  for  in  its  bylaws.  They  shall  attend  the 
business  meetings  of  the  branch. 

In  the  case  of  the  inability  of  the  delegate  of  a dis- 
trict to  serve,  the  vice-president  shall  serve  as  delegate, 
and  if  the  vice-president  is  unable  so  to  function,  the 
president  shall  designate  a substitute  delegate  to  serve 
and  shall  so  notify  in  writing  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Any  elected  officer  of  a district  branch  who  is  called 
into  active  service  in  the  armed  forces  of  the  United 
States  or  the  United  States  Public  Health  Service  may, 
on  application  to  the  Council,  be  granted  leave  of  ab- 
sence for  any  portion  of  his  term  of  office  during  which 
he  is  on  active  service.  During  such  absence  his  duties 
shall  be  designated  as  the  Council  may  direct,  except 
where  such  delegation  is  already  provided  for  elsewhere 
in  the  Bylaws. 

The  president  of  each  district  branch  shall  visit  the 
component  county  medical  societies  of  the  district  at 
least  once  during  his  tenure  of  office  and  make  a care- 
ful inquiry  of  the  condition  of  the  profession  in  each 
county  in  his  district  and  shall  report  thereon  to  the 
House  of  Delegates. 

ARTICLE  XVIII  COMPONENT  COUNTY 
MEDICAL  SOCIETIES 

SECTION  1 DEFINITION 

The  term  “component  county  medical  society”  shall 
include  all  county  medical  societies  now  in  affiliation 
with  the  Medical  Society  of  the  State  of  New  York  or 
which  may  hereafter  be  organized  and  chartered  by  the 
House  of  Delegates.  There  shall  be  but  one  component 
county  medical  society  in  each  county  affiliated  with 
the  State  Society.  If  there  should  be  an  insufficient 
number  of  physicians  in  any  of  the  counties  of  this 
State  to  form  themselves  into  a component  county 
medical  society,  such  physicians  may  become  members 
of  the  component  county  medical  society  of  an  adjoin- 
ing county  when  eligible  by  the  constitution  and  by- 
laws of  such  component  county  medical  society. 

SECTION  2 MEMBERSHIP 

Eligibility  for  membership  in  a component  county 
medical  society  shall  be  determined  by  that  society. 
Except  by  the  approval  of  the  Council  no  physician 
shall  be  an  active  or  junior  member  in  a component 
county  medical  society  other  than  that  of  the  county  in 
which  he  practices  or  maintains  legal  residence. 

Whenever  an  active  or  junior  member  in  good  stand- 
ing or  a life  member  in  any  component  county  medical 
society  removes  to  another  county  in  this  State,  his 
name  on  his  request  shall  be  transferred  to  the  roster  of 
the  component  county  medical  society  of  the  county  to 
which  he  removes,  without  cost  to  him,  provided  that 
he  files  a certificate  with  the  secretary  of  the  Medical 
Society  of  the  State  of  New  York,  signed  by  the  presi- 
dent and  secretary  of  the  component  county  medical 
society  from  which  he  removes  as  to  his  good  standing 
in  such  society,  and  provided  his  application  for  mem- 
bership has  been  acted  on  favorably  by  the  members  of 
the  component  county  medical  society  of  the  county  to 
which  he  has  removed. 

No  member  shall  be  an  active  or  junior  member  of 


more  than  one  component  county  medical  society,  nor 
shall  any  component  county  medical  society  accept  as 
a member  a physician  who  does  not  practice  or  have  a 
residence  in  that  county  in  any  other  way  than  in  ac- 
cordance with  the  law  governing  transfers. 

SECTION  3 DUTIES  OF  OFFICERS 

The  secretary  of  each  component  county  medical  so- 
ciety shall  keep  a roster  of  its  members  in  which  shall 
appear  the  full  name  of  each  of  said  physicians,  the 
date  of  his  admission  to  such  society,  his  residence, 
and  the  date  when  his  license  to  practice  medicine  in 
this  State  was  granted.  He  shall  note  any  changes  in 
said  roster  by  reason  of  removal,  death,  or  change  of 
name,  revocation  of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each  of  the 
officers  of  said  society  and  the  names  and  residences  of 
each  delegate  to  the  House  of  Delegates  from  said  soci- 
ety to  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  at  least  ninety  days  before  the  date  of  the 
annual  meeting  of  said  House  of  Delegates. 

The  treasurer  of  each  component  county  medical  so- 
ciety shall  forward  to  the  treasurer  of  the  Medical  So- 
ciety of  the  State  of  New  York  the  amount  of  the  State 
Society  per  capita  dues  and/or  assessments  and  the 
amount  of  all  American  Medical  Association  dues  col- 
lected from  members  of  his  component  county  medical 
society  as  promptly  as  possible  but  in  any  event  before 
the  first  day  of  May  of  each  year. 

SECTION  4 MEETINGS 

Each  component  county  medical  society  shall  hold 
an  annual  meeting  for  the  purpose  of  electing  officers 
and  a delegate  or  delegates  to  represent  it  in  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  New 
York  in  accordance  with  the  Bylaws. 

The  annual  meeting  of  each  component  county  med- 
ical society  shall  be  held  between  January  1 and  July  1 
of  each  year  at  a time  which  it  shall  determine. 

All  officers  of  the  component  county  medical  society 
shall  enter  on  their  official  duties  between  May  1 and 
July  1 at  a date  determined  by  the  component  county 
medical  society  and  shall  serve  for  a term  of  one  year 
or  until  their  successors  shall  have  been  duly  elected 
and  qualified. 

SECTION  5 RESIGNATIONS 

A member  in  good  standing,  whose  resignation  from 
membership  in  his  component  county  medical  society 
shall  have  been  duly  accepted,  shall  be  considered  to 
have  resigned  from  the  Medical  Society  of  the  State  of 
New  York  as  of  the  same  date. 

When  a member  in  good  standing,  other  than  a life 
or  honorary  member,  ceases,  between  May  1 and  De- 
cember 31  of  any  year,  to  reside  and  practice  in  the 
State  of  New  York,  he  shall  be  considered  to  have  re- 
signed from  membership  effective  as  of  that  December 
31.  If  such  cessation  to  reside  and  practice  occurs  be- 
tween January  1 and  May  1 of  any  year  he  shall,  pro- 
vided he  has  been  in  good  standing  for  the  prior  calen- 
dar year,  be  considered  to  have  resigned  from  member- 
ship effective  as  of  the  previous  December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and 
title  to  any  share  in  the  privileges  and  property  of  the 
Medical  Society  of  the  State  of  New  York,  the  district 
branch,  and  his  component  county  medical  society. 
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SECTION  6 CONSTITUTION  AND  BYLAWS 

Each  component  county  medical  society  shall  adopt 
a constitution  and  bylaws  for  regulation  of  its  affairs 
and  may  amend  them.  The  Constitution,  Bylaws,  and 
amendments  shall  not  be  in  conflict  with  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 

ARTICLE  XIX  SEAL  OF  THE  MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

The  seal  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  as  follows: 


ARTICLE  XX  AMENDMENTS 

Amendments  to  the  Bylaws  or  to  the  Principles  of 
Professional  Conduct,  except  such  as  are  obligatory  by 
law,  shall  be  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in 
writing  at  a previous  annual  meeting  and  having  been 
published  in  the  official  publication  of  the  Medical  So- 
ciety of  the  State  of  New  York  at  least  once  and  at 
least  one  month  before  the  annual  meeting  at  which 
action  shall  be  taken. 

The  affirmative  vote  of  two  thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary  for 
adoption  of  any  amendment. 

Amendments  made  necessary  by  law  shall  be  made 
either  by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 
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III.  House  of  Delegates  1.  Composition  6 


4,  5,  6 “.  . . to  establish  the  Principles  of  Pro- 

fessional Conduct  which  shall  be  binding 
upon  the  members  of  the  State  Society, 
the  members  of  the  component  county 
medical  societies,  and  the  members  of  the 
component  district  branches,  in  all 
matters  in  their  relation  to  each  other 
and  to  the  public; 

“ . . . to  enhance  the  delivery  of  medical  care 
of  high  quality  to  all  people  in  the  most 
economical  manner; 

“ . . . to  promote  the  betterment  of  com- 
munity. . . ” 

“ . . . and  who  are  licensed  by  the  State  of 
New  York.”  Also  Footnote. 

“.  . . for  approval.” 

“.  . . subject  to  the  rules  and  regulations  of 
the  State  Society.” 

“.  . . They  shall  be  entitled  to  defense  by 
the  counsel  of  the  State  Society  in 
actions  concerning  professional  medical 
liability,  subject  to  the  rules  and  regula- 
tions of  the  State  Society.” 

“ . . . They  shall  be  entitled  to  receive  the 
New  York  State  Journal  of  Medicine  and 
the  News  of  New  York,  but  the  Medical 
Directory  of  New  York  State  only  on  re- 
quest.” 

“ . . . or  whose  assessments  are  unpaid  by 
the  specified  time.  . . ” 

“A  member  of  the  State  Society  who  has  no 
professional  medical  liability  insurance 
in  force  and  who  is  in  arrears  shall  lose 
his  right  to  professional  medical  liability 
defense. . . ” 

“.  . . or  whose  assessments  are  unpaid  one 
month  after  the  specified  date.  . .” 

“A  delegate  shall  practice  or  maintain  a 
residence  or  an  office  in  the  State  of  New 
York.  Otherwise  his  delegacy  in  the 
State  Society  shall  be  declared  vacant.” 


(i continued ) 
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Article 


IV.  Council 


V.  Officers 


Para- 

Section  graph 


Text 


3.  Meetings 


1.  Composition 


2.  Duties 


3.  Trials  for  Mal- 
feasance 


4.  Executive  Com- 

mittee 

5.  Meetings 


1.  Vacancies  and 
Succession 


4 “ . . . and  items  of  business  that  will  be 

considered.” 

8 (In  Order  of  Business)  “8.  Address  by 
president;  9.  Report  of  House  Com- 
mittee on  Bylaws;  15.  Report  of  execu- 
tive vice-president;  20.  Recess  for 
annual  meeting  of  State  Society; ...” 

2 “ . . . and  the  counsel  of  the  State  Society ...” 

3 “ ...  by  the  Council  to  serve  until  the  next 

meeting  of  the  House  of  Delegates,  at 
which  time  the  House  of  Delegates  shall 
elect  a councilor  to  fill  the  unexpired 
term.” 

6 “A  councilor  shall  practice  or  maintain  a 

residence  or  an  office  in  the  State  of  New 
York.  Otherwise  his  position  in  the 
State  Society  shall  be  declared  vacant.” 

7 “ . , . subject  to  the  approval  of  the  Coun- 

cil.” 

8 “The  Council  shall  act  on  the  applications 

for  life  membership  which  have  been 
submitted  by  the  component  county 
medical  societies.  A majority  vote  of 
the  Council  present  and  voting  shall  be 
necessary  for  election  to  life  member- 
ship.” 

9 “.  . . For  the  purpose  of  required  announce- 

ments, the  official  publication  of  the 
State  Society  shall  be  th & New  York 
State  Journal  of  Medicine.” 

3 “Charges  of  malfeasance  or  nonfeasance 

preferred  by  a member  against  the 
president  shall  be  transmitted  in  writing 
to  the  secretary  of  the  State  Society 
and  shall  be  considered  by  the  Council 
with  the  vice-president  presiding.” 

1 “.  . . the  immediate  past-president.  . .” 

1 “.  . . and  Executive  Committee.  . .” 

1 “.  . . he  shall  designate,  within  ten  days  of 

his  receipt  of  such  notice.” 

4 “.  . . and  items  of  business  that  will  be 

considered.” 

6 (in  Order  of  Business)  “ . . . 5.  Report  of  the 
Executive  Committee;  6.  Report  of  the 
president;  9.  Report  of  the  executive 
vice-president; ...” 

2 “.  . . speaker,  or  vice-speaker.” 

1 “An  officer  shall  practice  or  maintain  a 
residence  or  an  office  in  the  State  of 
New  York.  Otherwise  his  Office  in  the 
State  Society  shall  be  declared  vacant.” 

3 “ . . . permanent.  . . ” 

4 “If  the  president  is  temporarily  incapaci- 

tated for  service  by  injury,  ill  health  of 
himself  or  his  family,  important  pro- 
fessional duties,  or  any  other  mandatory 
absence,  the  vice-president  shall  become 
acting  president  for  the  duration  of  such 
incapacity  of  the  president.  The  presi- 
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dent  shall  promptly  notify  the  vice- 
president  of  his  incapacity  and  request 
his  attention  to  the  duties  of  the  office 
and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of 
temporary  incapacity  before  resuming 
the  office  of  presidency.” 

5 “If  the  office  of  vice-president  becomes 

vacant  for  any  reason  whatsoever  the 
Council  shall  elect  a successor  for  the 
unexpired  term.” 

6 “ . . . A president-elect  to  succeed  him  at 

the  end  of  his  term  shall  also  be  elected 
at  the  same  meeting.” 

7 “ . . . When  the  period  of  incapacity  is 

ended,  the  senior  officer  shall  promptly 
notify  the  junior  officer  of  the  end  of  the 
period  of  temporary  incapacity  before 
resuming  office.” 

8 “If  the  offices  of  secretary,  treasurer,  or 

speaker  become  vacant,  for  any  reason 
whatsoever,  these  officers  shall  be  suc- 
ceeded by  the  assistant  secretary,  assis- 
tant treasurer,  and  vice-speaker,  respec- 
tively, for  the  unexpired  term.” 

10  “ ...  in  the  armed  forces  of  the  United 

States  or  in  the  United  States  Public 
Health  Service.  . .” 

6 “He  shall  appoint,  with  the  approval  of  the 
Council,  representaives  to  other  medical 
societies  or  similar  bodies  as  the  in- 
terests of  the  State  Society  may  require.” 

11  “He  shall  make  an  annual  report  to  the 

House  of  Delegates.” 

17  “He  shall  preside  over  the  Council  when  it 
is  deliberating  on  charges  of  malfeasance 
or  nonfeasance  preferred  against  the 
president.” 

31  “.  . . and  scientific  sections.  . .” 

1 “.  . . and  council.  . .” 

5 “A  trustee  shall  practice  or  maintain  a 

residence  or  an  office  in  the  State  of  New 
York.  Otherwise  his  position  in  the 
State  Society  shall  be  declared  vacant.” 

3 “A  member  of  the  Judicial  Council  shall 

practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York.  Other- 
wise his  position  on  the  Judicial  Council 
shall  be  declared  vacant.” 

6 “.  . . provided  said  member  is  a member 

of  the  American  Medical  Association.” 

4 “ . . . Only  members  of  the  State  Society 

who  are  members  also  of  the  American 
Medical  Association  shall  be  eligible  for 
nomination  or  election  as  delegates  to 
the  American  Medical  Association.” 

2 “.  . . the  speaker  shall  direct  the  secretary 

to  cast  one  ballot  on  behalf  of  the  dele- 
gates.” 

3 “.  . . by  a two-thirds  vote” 

1-4  “The  House  Committee  on  Bylaws  shall  be 
appointed  by  the  speaker.  It  shall  con- 
sist of  at  least  five  members  including 
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a chairman,  all  of  whom  shall  be  mem- 
bers of  the  House.  The  president, 
secretary,  and  speaker  shall  be  ex  officio 
members  with  voice  and  vote.  The 
executive  vice-president,  assistant  execu- 
tive vice-president,  and  counsel  of  the 
State  Society  shall  be  members  of  the 
committee  with  voice  but  without  vote. 

“It  shall  be  the  duty  of  the  committee  to 
study  all  proposed  amendments  to  the 
Bylaws  and  the  Principles  of  Professional 
Conduct  of  the  State  Society  and  to  re- 
port thereon  at  the  annual  meeting  of  the 
House  of  Delegates  following  the  meeting 
at  which  such  amendments  are  proposed. 
The  committee  shall  include  in  its 
report  recommendations  for  action  on 
the  proposed  amendments  with  reasons 
for  such  recommendations. 

“It  shall  be  the  duty  of  the  committee  to 
suggest  amendments  to  or  revisions  of 
the  Bylaws  and  the  Principles  of  Pro- 
fessional Conduct  of  the  State  Society. 

“The  report  of  the  House  Committee  on 
Bylaws  shall  be  presented  directly  to 
the  House,  without  referral  to  a refer- 
ence committee.” 

4 “ . . . Members  of  such  commissions  and 

committees  shall  have  the  privilege  of 
presenting  minority  report  at  the  discre- 
tion of  the  Council.” 

5 “Any  ex  officio  member  of  a committee 

who  enjoys  that  status  by  being  a duly 
elected  officer  of  the  State  Society  shall 
have  all  the  rights,  responsibilities,  and 
duties  of  any  other  member  of  the 
committee.” 

1,  2 “There  shall  be  an  annual  convention  of 
the  State  Society  to  be  held  at  a time 
and  place  designated  by  the  House  of 
Delegates  or  by  the  Council. 

“This  convention  shall  include  the  annual 
meeting  of  the  State  Society,  the  annual 
meeting  of  the  House  of  Delegates,  the 
annual  scientific  program  which  shall  in- 
clude the  annual  meetings  of  the  sections 
and  sessions,  scientific  motion  pictures 
and  exhibits,  and  such  other  activities 
and  presentations  as  the  House  of  Dele- 
gates or  Council  may  direct.” 

1,  2 “The  State  Society  shall  hold  its  annual 
meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House 
is  recessed  following  the  annual  elections.” 

“The  president  shall  preside  at  this  annual 
meeting  of  the  State  Society,  which 
shall  include  the  induction  of  the  in- 
coming president.  The  incoming  presi- 
dent shall  deliver  his  inaugural  address 
at  the  annual  meeting  of  the  State 
Society.” 

“Following  the  adjournment  of  the  annual 
meeting,  the  House  of  Delegates  shall  re- 
convene to  complete  its  agenda  and 
receive  the  report  of  the  tellers.” 

2 “.  . . and  shall  be  payable  within  a period 

of  time  specified  by  them.” 


(< continued ) 


TABLE  I.  ( Concluded ) 

5 “ ...  or  whose  assessments  are  unpaid  by 

the  specified  time.  . . ” 

6 “ ...  or  whose  assessments  are  unpaid  one 
1 month  after  the  specified  data.  . .” 

8 “.  . . Such  a request  shall  be  accompanied 

by  a brief  summary  of  the  reasons  there- 
for. Remission  of  dues  due  to  illness 
or  financial  hardship  shall  be  reviewed 
annually.” 

* References  are  to  articles,  sections,  and  paragraphs  in  the  proposed  revision. 

TABLE  II.  Substitutions:  material  in  proposed  revision  substituted  for  present  Constitution  and  Bylaws* 

Proposed  Revision Present  Constitution  and  Bylaws 

Article 


Article 

Sec- 

tion 

Para- 

graph 

Text 

Page 

or 

Section 

Line(s) 

Text 

III 

1 

3 

. . 30. . .” 

12 

1 

8 

66 

. . . 25.  . .” 

3 

1 

“ . . . during  the  annual 
convention  of  the  State 
Society.  . .” 

12 

3 

2-4 

66 

. . at  least  two  and  not 
more  than  four  days  be- 
fore the  annual  meeting 
of  the  Society.” 

3 

3 

“ . . . 25  per  cent  of  the 
duly  accredited  dele- 
gates of  the  previous 
annual  meeting  of  the 
House, ...” 

31 

6 

3 

66 

. . sixty.  . . ” 

3 

3 

“ . . . by  25  per  cent  of 
duly  accredited  dele- 
gates” 

31 

6 

6 

61 

. . sixty.  . .” 

IV 

2 

13 

“ . . . social  service.  . . ” 

20 

9q 

3 

66 

. . welfare.  . . ” 

2 

13 

“. . . social  service. . .” 

20 

9q 

5 

66 

. . welfare.  . . ” 

3 

4 

“.  . . three-fourths.  . .” 

41 

5 

12 

66 

. . two-thirds.  . .” 

4 

1 

“.  . . two.  . .” 

17 

lb 

4 

66 

. . three. . .” 

4 

1 

“ . . . 25  per  cent  of  the 

18 

3 

3 

66 

. . any  four.  . . ” 

V 

1 

3 

“.  . . vice-president.  . .” 

26 

2 

4 

66 

. . . president-elect.  . .” 

2 

4 

“ . . . with  voice  and 
vote” 

25 

1 

2-3 

“J 

3e  shall  be  an  ex  officio 
member  of  all  com- 
mittees” 

2 

12 

“ . . . House  of  Delegates 
>> 

25 

1 

14 

66 

. . Society.” 

2 

16 

“.  . .vice-president.  . .” 

25 

2 

3 

66 

. .He  (president-elect) 
>> 

2 

22 

“.  . .conventions.  . .” 

27 

7 

8 

66 

. . sessions.  . . ” 

2 

24 

“ . . .of  delegates  to  the 
American  Medical 
Association.  . .” 

28 

7 

5,  6 

66 

. . issued  to  members  of 
the  Society  elected  by  the 
House  of  Delegates.  . .” 

2 

26 

“He  shall  be  an  ex 
officio  member  of  all 
boards,  commissions, 
and  committees  with 
voice  and  vote” 

28 

7 

12-13 

66 

. . and  committees  with 
voice  but  without  vote.” 

VI 

2 

29 

“ . . .at  each  of  its  meet- 
ings” 

29 

9 

2 

66 

. . monthly.  . . ” 

1 

4 

“ . . . one  term.  . . ” 

15 

3 

11 

66 

. . two  terms.  . . ” 

1 

7 

“.  . .by  the  Council  to 
serve  until  the  next 

15 

3 

5 and  6 

66 

. . for  the  unexpired 
term” 

meeting  of  the  House 
of  Delegates  at  which 
time  the  House  of 
Delegates  shall  elect  a 
trustee  to  fill  the  un- 
expired term” 

(< continued ) 
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TABLE  II.  Continued 


Proposed  Revision 

Sec-  Para- 

Article  tion  graph  Text 


Present  Constitution  and  Bylaws 

Article 

or 

Page  Section  Line(s)  Text 


2 1 


3 1 

3 1 


VII  1 5 


3 1 


. .prepared  by  the 
Committee  on  Budget 
and  Finance,  after  its 
approval  by  the  Coun- 
cil. . 

“ . . . member  senior  in 
service  on  the  Board, 
elect  a permanent 
chairman.  . . ” 

“ . . . choice  between  them 
for  temporary  chair- 
manship shall  be  by 
lot” 

“The  president  and 
secretary  of  the  State 
Society  shall  be  ex 
officio  members  of  the 
Judicial  Council  with 
voice  and  vote.  The 
executive  vice-presi- 
dent, the  assistant 
executive  vice-presi- 
dent, and  the  counsel 
of  the  State  Society 

“ . . . House  of  Delegates 


21  2 

20  1 

20  1 

3 VII 

22  1 


5 “ . . . prepared  by  the 

Council.  . . ” 


4 “ . . . senior  member . . . ” 


6,7  “ . . . the  chairman  of  the 

Board  shall  be  chosen 
from  these  two  trustees 
by  lot” 

2-4  “The  president,  secretary, 
and  legal  counsel  of  the 
Society  shall  sit  with 
the  Judicial  Council 
with  voice  but  without 
vote” 


12  “ . . . Medical  Society  of 

the  State  of  New  York 


IX 

X 


1 “ . . . two-thirds.  . . ” 

5 “Any  member  of  the 

State  Society  in  good 
standing  shall  have 
the  right  to  appear  be- 
fore any  reference 
committee  and  par- 
ticipate in  its  delibera- 
tions.” 


4 

35 


XI 


XIII 


“.  . The  secretary  and  34 

the  treasurer  shall  be 
ex  officio  members  of 
the  committee  with 
voice  and  vote.  The 
counsel  and  indemnity 
representative  shall 
attend  all  meetings 
with  voice  but  without 
vote.  ...” 

“.  . .president-elect.  . .”  40 

(in  Order  of  Business)  31 

“ . . . 3.  Induction  of 
incoming  president;  4. 
Inaugural  address  by 
incoming  president; 


XVI 


. reference  committee”  32 


...  State  Society.  . . ” 


33 


X 

5 


2 


1 “ . . . a majority.  . . ” 

2-7  “ . . . All  members  of  such 

committees,  who  are  not 
members  of  the  House 
of  Delegates,  shall  have 
the  right  to  present 
their  reports  in  person 
to  the  House  of  Dele- 
gates and  to  participate 
in  the  debate  thereon, 
but  shall  not  have  the 
right  to  vote.” 

12-15  “...  The  secretary, 

treasurer,  legal  counsel, 
and  indemnity  repre- 
sentative shall  be  ex 
officio  members  of  the 
committee  with  voice 
but  without  vote.  ...” 


1 2 “.  . . orators.  . . ” 

4 4-8  “ . . . (in  Order  of  Business) 

2.  Address  of  welcome 
by  the  chairman  of  the 
committee  on  arrange- 
ments; 4.  Miscellaneous 
business;  6.  Special 
addresses; ...” 

1 26  and  27  “.  . .appointed  pursuant  to 

Chapter  X of  these 
Bylaws.” 

1 1 “.  . . secretary.  . . ” 


* References  in  the  left  column  are  to  articles,  sections,  and  paragraphs  in  the  proposed  revision;  in  the  right  column 
to  pages,  articles  or  sections,  and  lines  in  the  present  printed  Constitution  and  Bylaws  (1971  version). 
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TABLE  III.  Deletions:  material  in  present  Constitution  and  Bylaws  not  in  proposed  revision* 


Page 

Article 

or 

Section 

Line(s) 

Material 

2 

IV 

8,  9 

“ . . . the  editor  of  the  New  York  State  Journal  of  Medicine ...” 

10 

8 

2,  3 

“ . . .all  persons  now  on  the  roster  as  such  and  in  addition ...” 

10 

8 

12 

“ . . . and  addressing ...” 

11 

Ka) 

1-4 

“(a)  Each  component  county  society  shall  be  entitled  to  as  many  delegates  as 
there  shall  be  State  assembly  districts  in  such  county  at  the  time  of  election ...” 

16 

7 

5,  6 

“ . . and  in  accordance  with  the  constitution  and  bylaws  of  that  body.  . . ” 

16 

1 

9 

“.  . .reconsideration,  and  action.  . .” 

17 

1 

11-16 

“The  Council  shall  have  power  and  authority  to  employ,  discharge,  and  arrange 
duties  and,  with  the  approval  of  the  Board  of  Trustees,  fix  compensation  of 
and  for  any  employe  whom  it  may  find  necessary  for  conducting  the  affairs 
of  the  Society.” 

18 

7 

6-8 

“.  . .The  Council  shall  advise  the  legal  council  in  actions  brought  against  mem- 
bers for  alleged  malpractice.” 

19 

9 

2 

“ . . . study  and.  . . ” 

21 

2 

4 

“.  . .and  shall  invest  the  surplus  from  time  to  time.” 

27 

7 

11-15 

“ . . . He  shall  aid  the  officers  of  the  district  branches  in  the  organization  and  im- 
provement of  the  county  societies  and  the  extension  of  the  power  and  influence 
of  the  Society.  ...” 

34 

1 

6-8 

“ ...  if  such  committee  is  to  conclude  its  work  during  said  meeting  of  the  House 
of  Delegates.  ...” 

* References  are  to  pages,  articles  and  sections,  and  lines  in  the  present  printed  copy  of  the  Constitution  and  Bylaws. 


Proposed  Revision  of  the  Principles  of  Profession- 
al Conduct.  Your  committee  next  turned  its  attention 
to  the  proposed  revision  and  updating  of  the  Principles 
of  Professional  Conduct  as  proposed  by  Joseph  G.  Zim- 
ring,  M.D.,  by  Resolution  70-17.  After  much  discus- 
sion it  was  decided  to  review  these  principles  in  toto 
with  reference  to  the  suggested  changes.  This  was 
done  and  it  is  the  committee’s  decision  to  amend  the 
present  principles  in  the  following  manner: 

Chapter  I,  Section  1.  The  committee  recommends 
the  amendment  of  this  Section  to  include  the  sentence, 
“Health  care  is  the  sole  condition  of  its  ministry,  with- 
out stint  or  scruple.”  between  the  first  and  second  sen- 
tences and  the  striking  out  of  what  would  then  have 
been  the  fourth  and  fifth  sentences.  The  amended 
Section  would  then  read  as  follows:  “The  prime  object 
of  the  medical  profession  is  to  render  service  to  human- 
ity; reward  or  financial  gain  is  a subordinate  consider- 
ation. Health  care  is  the  sole  condition  of  its  ministry, 
without  stint  or  scruple.  Whoever  chooses  this  profes- 
sion assumes  the  obligation  to  conduct  himself  in  ac- 
cord with  its  ideals.”  As  was  said  by  Hippocrates,  “He 
should  also  be  modest,  sober,  patient,  prompt  to  do  his 
whole  duty  without  anxiety;  pious  without  going  so  far 
as  superstition,  conducting  himself  with  propriety  in 
his  profession  and  in  all  the  actions  of  his  life.” 

Chapter  /,  Section  2.  The  committee  recommends 
that  this  entire  Section,  including  the  heading  thereof, 
be  deleted. 

Chapter  I.  Section  3.  The  committee  recommends 
that  this  Section  be  amended  so  as  to  include  the 
words  “partnerships,  corporations”  after  the  word  com- 
panies in  Line  4. 

Chapter  I,  Section  4.  The  committee  recommends 
that  this  Section  be  amended  so  as  to  add  the  words 
“or  patients”  after  the  word  subscribers  in  both  places 


in  line  18  and  to  substitute  the  words  “may  be”  for  the 
word  “is”  in  line  20. 

Chapter  I,  Section  5.  The  committee  recommends 
that  this  Section  be  amended  so  as  to  include  the  word 
“therefore”  after  the  word  medicine  in  Paragraph  3, 
line  1 thereof. 

Chapter  I,  Section  6.  The  committee  recommends 
that  this  Section  be  amended  as  follows:  Paragraph  I 

shall  be  divided  into  three  paragraphs  without  alter- 
ation of  the  text.  Paragraph  I to  consist  of  sentences 
one  and  two;  Paragraph  II  to  consist  of  sentence  three; 
Paragraph  III  to  consist  of  sentence  four.  The  commit- 
tee further  recommends  that  this  section  be  amended 
so  as  to  include  the  following  two  paragraphs  immedi- 
ately following  Paragraph  II:  “An  ethical  doctor  of 

medicine  shall  not  have  any  financial  interest  in  or  own 
an  optical  dispensing  facility  such  as  a retail  commer- 
cial store  which  sells  optical  products  to  the  general 
public,  unless  it  is  established  to  the  satisfaction  of  the 
local  county  medical  society  that  such  participation  or 
ownership  is  necessary  to  meet  the  needs  of  the  com- 
munity. 

“An  ethical  doctor  of  medicine  shall  not  have  any  fi- 
nancial interest  in  or  own  a pharmacy  unless  it  is  es- 
tablished to  the  satisfaction  of  the  local  county  medical 
society  that  such  ownership  or  participation  is  neces- 
sary to  meet  the  needs  of  the  patients  of  the  communi- 
ty.” 

Chapter  II,  Section  1.  The  committee  recommends 
that  this  Section  be  amended  by  substituting  for  the 
word  “assumed”  the  words,  “wrongfully  implied”  in 
the  fourth  sentence  thereof,  so  that  the  sentence  shall 
then  read  as  follows:  “A  consultation  with  a cultist  is 

a futile  gesture  if  the  cultist  is  wrongfully  implied  to 
have  the  same  high  grade  of  knowledge,  training,  and 
experience  as  is  possessed  by  the  doctor  of  medicine.” 
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Chapter  II,  Section  3.  The  committee  recommends 
that  the  opinion  of  the  General  Counsel  be  sought  with 
respect  to  the  definition  of  the  word  “family”  in  this 
section,  prior  to  any  recommendation  as  to  amendment 
thereof. 

Chapter  III,  Article  2,  Section  1.  The  committee 
recommends  that  this  section  be  amended  by  the  addi- 
tion of  the  words  “unless  the  patient  insists  on  the 
at  the  end  of  the  section  so  that  Section  1 shall  then 
read  as  follows:  “As  a general  rule,  a doctor  of  medi- 

cine should  not  attempt  to  treat  members  of  his  family 
or  himself.  Consequently,  a doctor  of  medicine  should 
cheerfully  and  without  recompense  give  his  professional 
services  to  doctors  of  medicine  or  their  dependents  if 
they  are  in  his  vicinity,  except  otherwise  herein  provid- 
ed.” 

Chapter  III,  Article  3,  Section  8.  The  committee 
recommends  that  this  section  be  amended  by  the  addi- 
tion of  the  words  “unless  the  patient  insists  on  the 
change”  after  the  word  consultation,  so  that  Section  8 
shall  then  read  as  follows:  “When  a doctor  of  medi- 

cine has  acted  as  consultant  in  an  illness,  he  should  not 
become  the  doctor  of  medicine  in  charge  in  the  course 
of  that  illness,  except  with  the  consent  of  the  doctor  of 
medicine  who  was  in  charge  at  the  time  of  the  consul- 
tation unless  the  patient  insists  on  the  change.” 

Chapter  III,  Article  6,  Section  6.  The  committee 
recommends  that  this  section  be  deleted  and  a new 
section  added  to  read  as  follows:  “Except  where  per- 

mitted by  law,  and  only  in  the  manner  permitted  and 
to  the  extent  permitted  by  law,  any  physician  who  in 
any  way  contributes  to  the  coercion  or  exploitation  of  a 
fellow  physician  is  unethical.” 

Chapter  III,  Article  6,  Section  7.  The  committee 
recommends  that  this  section  be  amended  in  the  fol- 
lowing manner:  The  first  sentence  should  be  deleted 

and  the  following  two  sentences  substituted  therefor: 
“It  is  not  unethical  for  a fee  to  be  prorated  among  two 
or  more  doctors  of  medicine  when  such  doctors  have 
actively  participated  in  the  medical  and/or  surgical 
care  of  a patient  and  each  physician’s  fee  is  commensu- 
rate with  the  services  he  has  rendered.  The  patient 
who  has  received  such  joint  services  shall  be  advised  of 
the  participation  of  each  physician  and  shall  receive  a 
separate,  itemized  statement  from  each.” 


Chapter  III,  Article  6,  Section  8.  Action  on  the  pro- 
posed amendment  of  this  section  was  tabled.  Dr. 
Rosen,  a member  of  our  committee,  was  asked,  as  an 
individual,  to  present  the  problem  highlighted  by  this 
section  before  the  House  of  Delegates  for  discussion 
and  resolution.  It  was  proposed  by  Dr.  Rosen  that  a 
resolution  be  introduced  to  the  House  of  Delegates  by 
the  committee  dealing  with  Sections  7 and  8 of  the  Ap- 
pendix of  the  Principles  of  Professional  Conduct,  and 
Richard  Young,  Esq.,  of  Martin,  Clearwater  & Bell, 
was  asked  to  check  with  William  F.  Martin,  Esq.,  with 
respect  to  the  words  “employment  and  employ”  as 
used  in  these  sections. 

The  House  Committee  on  Constitution  and  Bylaws 
recommends  approval  of  this  revision  and  action  taken 
on  the  Principles  of  Professional  Conduct. 

Not-For-Profit  Corporation  Law.  The  final  item 
studied  by  the  committee  revolved  around  the  passage 
of  the  new  Not-For-Profit  Corporation  Law  which  re- 
placed the  Membership  Corporations  Law.  The  pas- 
sage of  this  new  statute  has  had  an  effect  on  this  Soci- 
ety. A change  in  both  the  present  Constitution  and 
Bylaws  and  the  proposed  draft  of  the  new  Bylaws  was 
required  after  the  passage  of  an  amendment  which  re- 
quires that  reasonable  notice  be  given  to  a member 
who  is  delinquent  in  his  payment  of  dues  before  he 
may  be  dropped  from  the  membership  rolls  of  his  State 
and  County  Medical  Societies. 

Further,  research  into  this  new  act  disclosed  the  fact 
that  the  Medical  Society  of  the  State  of  New  York  is 
required  to  file  a Certificate  of  Type  with  the  Office  of 
the  Secretary  of  State  of  the  State  of  New  York  pursu- 
ant to  the  requirements  of  section  113  of  that  law. 
Therefore,  steps  have  been  taken  to  fulfill  this  re- 
quirement. 
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1973  HOUSE  OF  DELEGATES 

Reports  of  Officers 


President 


To  the  House  of  Delegates,  Gentlemen: 

This  report  of  my  activities  as  President  of  the  Medi- 
cal Society  of  the  State  of  New  York  is  being  written  in 
September  to  be  ready  for  an  October  1 deadline  so  as 
to  be  available  for  publication  in  the  January  1 issue  of 
the  Journal.  I am  not  pleased  with  the  time  lag,  inas- 
much as  things  have  a habit  of  not  getting  said  and 
current  problems  are  not  often  fully  discussed.  Things 
important  now  are  often  of  no  interest  by  the  time  we 
read  about  them,  so  please  bear  with  the  system.  Per- 
haps there  should  be  a monthly  President’s  page  in  the 
Journal  to  keep  the  members  up-to-date  on  what  is 
going  on.  The  News  of  New  York,  the  Ad  Rem  bulle- 
tins, and  the  Hot  Line  do  a good  job,  so  all  is  not  lost! 

I must  admit  that  being  President  is  not  a simple 
job,  and  I must  take  my  hat  off  to  all  the  past  presi- 
dents who  have  sweated  out  their  year,  spent  their 
valuable  time,  neglected  their  practices,  and  just  could 
not  do  all  the  things  they  would  like  to  have  done.  It 
has  been  a great  experience  for  me  and  one  which  I will 
never  forget,  even  though  I still  have  a few  months  to 
go,  much  to  do,  much  to  say,  and  so  many  people  to 
get  to  know. 

I have  tried  to  accept  as  many  invitations  as  possible 
in  order  to  be  with  and  to  speak  to  our  members.  I 
have  missed  very  few  and  would  have  liked  to  accept 
all  of  them.  I feel  one  of  the  main  functions  of  the 
President  is  to  get  around  and  see  the  members.  Too 
often,  we  think  of  the  Society  as  a huge  structure 
(without  mortgage  I must  add),  run  by  anonymous 
people  who  do  not  seem  to  be  doing  very  much  except 
to  remind  you  of  your  dues  or  call  on  you  when  they 
want  something  from  you.  Nothing  could  be  further 
from  the  truth!  We  are  fortunate  in  having  a staff 
which  is  loyal  and  most  important,  very  productive. 
Under  the  leadership  of  our  own  Henry  Fineberg  we 
run  a very  tight  ship  and  one  of  which  we  may  be 
proud.  The  new  building  in  my  estimation  is  one  of 
the  best  things  this  Society  has  ever  done  and  will  real- 
ly start  to  pay  off  in  the  years  to  come. 

The  thing  that  has  impressed  me  the  most  is  the 
work  of  our  committees.  If  I could,  I would  take  along 
to  the  committee  meetings  all  the  members  who  keep 
asking  what  the  Society  does  for  them  and  make  them 
sit  in  on  the  many  meetings  held  throughout  the  year. 
Some  committees,  of  course,  are  more  active  and  more 
productive  than  others,  but  by  and  large,  these  are 
working  committees  which  do  a very  creditable  job.  I 
have  attended  the  yearly  meeting  of  the  Commission  on 
Public  Health  and  Edcuation  in  Albany  for  the  past 
three  years,  and  each  year  I am  impressed  with  the 
outstanding  job  that  is  done  under  its  Director,  Nor- 
man S.  Moore,  M.D.,  as  well  as  the  current  Chairman, 


Richard  D.  Eberle,  M.D.  I must  also  mention  the  Di- 
vision of  Medical  Services  under  Max  N.  Howard, 
M.D.,  who  has  brought  an  expertise  to  the  division 
which  has  been  greatly  needed.  G.  Rehmi  Denton, 
M.D.,  and  Paul  M.  DeLuca,  M.D.,  as  Commission 
Chairmen,  make  a great  team  and  one  which  has  been 
truly  productive.  There  have  also  been  changes  in  the 
administrative  staff  which  have  brought  efficient  and 
useful  advantages.  For  the  first  time  I feel  that  we  are 
starting  to  utilize  our  staff  to  greater  effect.  I look  for 
further  changes  in  this  area  and  will  so  recommend  in 
due  time.  The  reorganization  of  our  legislative  efforts 
in  Albany  has  been  especially  useful. 

If  I were  to  pick  out  the  one  thing  that  caused  us  the 
most  trouble  so  far  this  year,  it  would  have  to  be  our 
relationship  with  the  State  Health  and  Insurance  De- 
partments. I am  continually  annoyed  by  the  lack  of 
consultation  with  our  Society.  For  a while  it  was  very 
sticky,  but  I feel  that  the  corner  has  been  turned,  and 
we  are  now  enjoying  a mutual  respect  for  each  other. 
It  was  not  easy  to  come  by  this,  and  it  will  not  be  easy 
to  maintain.  What  we  are  now  experiencing  is  the 
conflict  that  is  surfacing  because  the  government  is 
coming  more  and  more  into  the  picture.  The  legisla- 
ture passes  bills  and  leaves  implementation  to  the  State 
Departments.  Most  new  laws  allow  for  advisory  com- 
mittees to  set  up  guidelines  for  the  functioning  of 
these  laws.  Too  often  however,  the  guidelines  are  set 
up,  made  into  regulations,  and  the  advisory  committee 
is  not  even  consulted.  It  then  becomes  a game  of  writ- 
ing letters  here  and  there,  to  try  to  retain  the  commu- 
nication which  could  have  avoided  the  confrontation  in 
the  first  place.  This  Society  wants  to  cooperate,  but 
we  would  like  to  be  heard  first  and  not  when  it  is  too 
late  to  be  effective.  I am  sure  this  cat  and  mouse 
game  is  just  the  start  of  medicine’s  jousting  with  gov- 
ernment. It  can  only  get  worse.  If  ever  there  was  a 
time  when  we  need  each  other,  it  is  now.  I will  not  in- 
sult your  intelligence  by  repeating  the  torrent  of  warn- 
ings that  is  filling  the  journals  of  all  medical  societies. 
Neither  is  it  my  intention  to  fill  these  pages  with  the 
merits  or  defects  of  guilds  or  unions.  I feel  that  our 
battle,  if  it  can  be  called  one,  is  to  keep  our  ranks  in- 
tact and  make  our  organizations  attractive,  not  only  to 
our  old  members  but  to  the  new  graduates.  By  the 
time  you  read  this,  a survey  will  have  shown  that  our 
new  graduates  have  vastly  different  feelings  about 
medicine  and  its  practice  from  most  of  us.  Solo  prac- 
tice is  almost  out  of  favor,  aside  from  small  groups  and 
partnerships.  Although  fee-for-service  is  still  their 
first  choice,  three  out  of  five  would  find  salaries  ac- 
ceptable. Most  significantly,  seven  out  of  ten  think 
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national  health  insurance  would  be  a good  thing. 
Think  about  it! 

Aside  from  our  problems  with  legislation  and  various 
State  Departments,  some  of  the  items  which  continue 
to  cause  us  second  thoughts  include  the  Physician’s 
Associate  and  Assistant  bills.  Like  other  “bandwagon” 
items,  I am  not  so  sure  that  this  well-intended  legisla- 
tion is  going  to  do  the  job  that  it  was  meant  to  do.  I 
cannot  conceive  that  the  people  of  this  State  will  settle 
for  second-hand  medical  care.  I do  not  use  the  term  in 
a derogatory  manner,  but  in  a legal  sense.  How  far 
can  it  be  carried  before  it  changes  the  very  essence  of 
the  medical  care  the  people  of  this  State  have  come  to 
expect?  Already  the  mood  and  tide  are  changing  so 
that  even  the  severest  critics  of  the  so-called  medical 
manpower  shortage  are  now  saying  that  there  probably 
are  enough  physicians  and  that  it  is  really  a problem  of 
maldistribution.  Is  the  time  coming  when  there  will 
be  a glut  on  the  market  of  not  only  physicians,  but  of 
thousands  of  paramedical  personnel  that  are  now  being 
trained?  Will  medicine  take  its  place  along  the  side  of 
the  countless  numbers  of  Ph.D.s  educated  in  the  panic 
of  the  space  age?  The  decreasing  population,  the  emer- 
gence of  a volunteer  army,  the  drop  in  student  popu- 
lation, and  other  factors  must  be  considered.  The 
election  will  have  been  over  by  the  time  this  article  is 
being  read  and  perhaps  there  will  be  some  return  to 
reason,  regardless  of  who  is  elected.  This  country  is 
turning  out  physicians  as  never  before.  There  are  a 
record  44,000  in  medical  school.  Only  37  per  cent  of 
applicants  will  have  been  accepted  this  fall  in  our  112 
medical  schools.  There  are  about  36,500  applications 
vying  for  13,000  spots.  Organized  medicine’s  goal  is  50 
per  cent  acceptance.  The  American  Association  of 
Medical  College’s  division  of  student  affairs  reports 
that  Ph.D.s,  lawyers  and  other  professionals  are  seek- 
ing to  change  to  a medical  career.  With  the  5,000  to 
6,000  physicians  from  foreign  schools,  there  should  be  a 
yearly  increment  of  14,000-15,000  new  physicians  year- 
ly- 

Our  hardy  perennial  problem,  malpractice  insurance, 
is  still  with  us,  and  probably  always  will  be  pending 
governmental  intervention.  I would  imagine  that  any 
system  of  national  health  insurance  will  deal  with  mal- 
practice in  some  manner.  At  any  rate,  there  should  be 
ready  by  the  time  the  House  of  Delegates  meets  in 
February,  a full  report  from  our  Ad  Hoc  Committee  to 
Study  Professional  Medical  Liability  Insurance.  The 
problem  is  being  attacked  in  depth.  I look  for  relief 
from  our  high  premium  costs  because  the  field  is  becom- 
ing competitive  and  some  innovations  are  being  per- 
fected by  our  committee  in  conjunction  with  the  courts. 

As  of  this  date,  I have  been  rather  disappointed  with 
the  status  of  our  foundations.  I do  not  think  the  idea 
has  been  completely  sold  to  our  members,  and  there 
are  doubts  that  this  is  the  answer  to  all  our  problems. 
The  concept  of  Health  Maintenance  Organizations 
also  is  in  limbo  and  as  of  now  (October,  1972),  there  is  al- 
most no  activity  in  this  area  in  our  State.  I cannot 
predict  what  will  happen,  but  until  Washington  makes 
up  its  mind  as  to  just  where,  how,  and  with  what  it  is 
going  to  work,  we  must  adopt  a wait-and-see  attitude. 

I do  feel  that  our  main  areas  of  interest  and  those 
most  vital  to  us  are  in  Peer  Review  and  Continuing 
Medical  Education.  I am  sure  that  as  government 
pays  more  and  more  for  medical  care,  its  voice  will  be- 


come an  increasingly  significant  factor  to  us  and  to  the 
care  we  render.  The  State  Department  of  Health  is 
already  embarked  on  a program  in  which  your  State 
Medical  Society  is  actively  involved.  We  are  partici- 
pating in  the  creation  of  a system  of  Peer  Review,  and 
we  hope  that  we  may  have  serious  input  before  we  ac- 
cept and  approve  of  the  final  program.  This  is  not  to 
be  taken  lightly.  There  is  no  question  that  it  will  not 
only  involve  traditional  hospital  care  but  will,  in  all 
probability,  get  into  the  private  offices  of  practicing 
physicians. 

There  is  an  increasing  interest  by  the  public,  as  well 
as  the  State,  in  the  competency  of  physicians.  I think 
it  reasonable  to  expect  that  the  patient  should  expect 
his  physician  to  be  competent  and  up-to-date.  We  ex- 
pect nothing  less  of  ourselves  and  of  those  who  take 
care  of  our  families.  How  does  one  go  about  getting 
this  reassurance?  No  one  wants  relicensure  but  there 
are  other  means  of  being  reasonably  sure  our  patients 
are  getting  proper  treatment  from  well-trained  physi- 
cians. Our  committee  on  Continuing  (Postgraduate) 
Education  has  made  a great  start  and  has  done  yeoman 
work  in  getting  its  program  off  the  ground  floor.  I am 
sure  that  by  the  time  you  have  read  the  report  of  the 
committee  you  will  know  that  what  we  are  striving  for 
is  a program  that  has  the  blessing  of  the  State  Medical 
Society,  the  State  Education  Department,  and  the 
State  Health  Department  so  that  we  may  avoid  any 
form  of  arbitrary  relicensure.  This  is  one  area  where 
we  can  and  should  act  before  the  whole  thing  becomes 
compulsory.  I need  not  remind  you  that  there  are  in- 
creasing numbers  of  state  societies  which  mandate  con- 
tinuing medical  education  for  membership.  I urge  full 
cooperation  with  this  program  when  it  becomes  option- 
al. 

The  survey  which  the  American  Medical  Association 
ran  of  its  membership  on  various  questions  yielded 
some  very  interesting  findings.  The  New  York  re- 
sponses show  us  to  be  almost  exactly  in  line  with  the 
thinking  of  our  colleagues  throughout  the  country. 

The  great  majority  (76.3  per  cent)  wish  to  retain  as 
many  as  possible  of  the  basic  principles  of  private 
practice  (freedom  of  choice,  fee-for-service,  voluntary- 
ism, and  so  on). 

Of  all  the  plans  before  Congress  for  a form  of  na- 
tional insurance,  over  one  half  (55.7  per  cent)  select- 
ed the  plan  which  mostly  resembles  the  AMA  plan 
(Medicredit). 

Of  all  the  noninstitutional  nongovernmental  ar- 
rangements offered,  over  72.3  per  cent  chose  fee-for- 
service  without  prepaid  capitation  (perhaps  this  ex- 
plains the  poor  showing  of  Foundation  implementa- 
tion). 

Finally,  in  response  to  the  question — If  a compul- 
sory nationalized  health  service  were  adopted  in 
Congress,  what  course  would  you  follow? — the  re- 
sponse was:  22.8  per  cent  would  join  the  plan  and 

practice  in  it;  29.8  per  cent  would  elect  to  continue 
private  practice  with  those  patients  who  would  pay 
private  fees,  whether  or  not  the  patient  pays  an  ad- 
ditional mandatory  Federal  premium.  (How  effec- 
tive would  a guild  or  a union  be  if  this  percentage 
would  not  go  along?) 

I mention  these  figures  because  it  shows  that  the 
New  York  physician  and  his  colleague  on  the  national 
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level  are  still  highly  motivated  as  individuals  and  think 
for  themselves. 

The  medical  profession,  rightfully  or  wrongfully,  is 
not  going  to  be  herded  like  a bunch  of  sheep  and  deliv- 
ered to  the  market  place.  This  may  be  a weakness, 
but  it  also  is  one  of  our  greatest  strengths. 

There  are  other  interesting  facets  to  this  question- 
naire. I suggest  you  really  study  it  and  see  what  your 
colleagues  are  thinking. 

One  final  part  of  the  questionnaire  showed  three 
areas  in  which  the  physicians  felt  that  organized  medi- 
cine has  been  remiss.  They  were  communication  to 
the  public,  practice  management  problems,  and  socio- 
economic issues.  I could  not  agree  more!  If  you  were 
to  see  the  public  responses  to  our  VD  program  this 
year,  you  would  know  that  this  Society  has  rendered  a 
great  service  to  the  people.  The  Public  Affairs  Division, 
under  Guy  Beaumont  and  his  staff,  have  done  a su- 
perb job.  This  to  me  is  Society  business  at  its  best  in 
carrying  out  part  of  its  purpose,  “to  enlighten  and  di- 
rect public  opinion  in  regard  to  problems  of  medicine 
and  health  for  the  best  interests  of  the  people  of  the 
State”  of  New  York.  There  are  many  other  areas  in 
which  we  should  be  moving  in  similar  problems  of  pub- 
lic health  and  service.  I am  sure  we  shall  come  up 
with  more  of  this  type  of  program.  The  socioeconomic 
and  practical  problems  are  also  areas  which  concern 
our  members.  I have  recommended  to  the  Board  of 
Trustees  certain  areas  where  we  should  enlarge  our  ef- 
forts for  doing  more  for  our  members,  things  of  a prac- 
tical nature  in  the  field  of  purchase,  travel,  and  so 
forth.  You  will  hear  more  of  this  as  the  convention 
nears.  I am  also  concerned  with  the  legal  services 
which  we  as  members  have  at  our  disposal.  I feel  that 
they  should  be  more  freely  available  not  only  to  the 
members,  but  to  the  component  county  societies.  This 
we  shall  also  hear  more  about. 

I have  tried  to  cover  some  of  the  highlights  in  the 


areas  which  I consider  to  be  important.  I will  be  mak- 
ing more  detailed  recommendations  in  my  final  report 
to  the  House.  Before  I close,  I should  like  to  pay  a 
special  tribute  to  our  Board  of  Trustees.  It  has  been 
an  active  group,  meeting  regularly  and  with  excellent 
attendance.  This  Society  has  been  in  good  hands  and 
I congratulate  the  members  for  their  work  this  year. 

I must  finally  make  a plea  to  all  those  members  who 
have,  this  past  year,  dropped  their  membership  in  the 
AMA  to  please  reconsider  and  rejoin.  I know  all  the 
arguments,  but,  if  we  are  to  have  any  sort  of  voice  on 
the  national  level,  we  must  make  a more  determined 
effort  to  get  back  in  the  swim  of  things.  I know  that 
the  argument  will  be  raised  that  if  we  had  no  effect 
with  28-29  votes  what  can  we  expect  to  do  with  14-18 
which  is  the  level  to  which  we  are  rapidly  getting.  If 
our  voice  has  been  less  than  effective,  we  must  find  the 
way  to  have  it  heard  once  again.  We  will  not  do  it  by 
sulking  in  the  corner,  but  by  showing  the  rest  of  the 
nation  that  New  York  is  part  of  the  action! 

We  are  a profession  beset  with  problems,  harangued 
by  nonbelievers  of  our  methods  of  practice,  plagued  by 
some  politicians,  bedevilled  by  some  of  our  own  profes- 
sion, and  generally  the  target  of  many  unbased  accusa- 
tions. We  must  be  doing  something  right  however,  be- 
cause most  of  the  public  is  reasonably  satisfied  with 
the  medical  care  it  is  getting,  according  to  the  opinion 
polls  which  also  show  we  top  all  the  professions  with 
the  most  credibility  and  trust. 

Be  that  as  it  may,  I firmly  believe  that  we  must  con- 
tinue to  remain  together  and  offer  viable  alternatives. 
Ours  is  a profession  of  credibility,  imagery,  and  service. 
I firmly  believe  that  our  Society  is  essential  to  our  best 
interests  as  well  as  continuing  quality  medical  care  for 
the  people  of  this  great  State. 

Respectfully  submitted, 

Edward  Siegel,  M.D.,  President 
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Secretary 

To  the  House  of  Delegates,  Gentlemen: 

Duties  of  the  secretary  have  been  performed  as  fol- 
lows for  the  year  1972-1973. 

House  of  Delegates.  Minutes  of  the  1972  meeting 
were  edited  and  transmitted  to  the  New  York  State 
Journal  of  Medicine;  they  appear  in  the  June  1,  1972 
issue  of  the  Journal.  The  verbatim  record  of  the  1972 
House  of  Delegates  proceedings  is  on  file  at  the  Soci- 
ety’s headquarters.  Instructions  of  the  House  of  Dele- 
gates were  referred  to  the  appropriate  officers,  commit- 
tee chairmen,  division  directors,  or  other  persons  by 
the  executive  vice-president,  either  directly  or  in  accor- 
dance with  action  taken  by  the  Council  in  March  on 
matters  presented  to  it  by  the  secretary  at  that  time. 

Final  disposition  of  instructions  of  the  House  have 
been  excerpted  from  reports  of  officers  and  committee 
chairmen  so  far  as  they  are  available  at  the  time  of 
wTiting  this  report  and  are  included  in  the  “Resume  of 
Instructions  of  the  1972  House  of  Delegates  and  Actions 
Thereon  by  the  Council,  Board  of  Trustees,  Officers, 
and  Committee  Chairmen.” 

Council,  Executive  Committee,  Judicial  Council, 
and  Board  of  Trustees.  The  secretary  has  sent  no- 
tices of  the  meetings  of  the  Council,  the  Board  of 
Trustees,  the  Judicial  Council,  and  the  Executive 
Committee  and  has  also  reported  Executive  Committee 
actions  to  the  Council. 

Membership.  In  response  to  requests  by  the  county 
medical  societies,  presented  by  the  Secretary,  the 
Council  has  approved  remission  of  dues  of  162  mem- 
bers at  its  meetings  in  February,  March,  May,  June, 
and  September  because  of  illness,  financial  hardship  or 
military  service.  A supplementary  report  will  contain 
additional  membership  information  including  dues  re- 
missions approved  by  the  Council  in  November  and 
December,  1972,  and  a list  of  life  members  elected 
by  the  Council  in  November  and  December,  1972.  A 
list  of  persons  elected  to  life  membership  at  the  Council 
meetings  held  in  February,  March,  May,  June,  and 
September,  1972  follows: 

Arthur  Abramson,  New  York  City 

Harold  Alexander  Abramson,  New  York  City 

Alexandra  Adler,  New  York  City 

Joseph  Alexander,  New  York  City 

Irwin  Alper,  Utica 

Harry  Arthur  Altner,  Rockaway  Park 
Jose  Apellaniz,  Freeport 
Cheri  Appel,  New  York  City 

Abraham  Babbin,  New  York  City 

James  Henry  Barnard,  New  York  City 

Edward  Joseph  Bassen,  New  York  City 

George  H.  Batson,  Brooklyn 

Arthur  J.  Bedell,  Albany 

Julius  W.  Bell,  New  York  City 

Richard  P.  Bellaire,  Saranac  Lake 

Otelia  Josephine  Bengtsson,  New  York  City 

Morton  I.  Berson,  New  York  City 

Edgar  M.  Bick,  New  York  City 

Bennett  W.  Billow,  W.  Palm  Beach,  Florida 

Jacob  Birnbaum,  New  York  City 

Anthony  A.  Blasi,  Boca  Raton,  Florida 
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Morris  Blum,  New  York  City 
Hans  L.  W.  Blume,  New  York  City 
Oscar  Bodansky,  New  York  City 
Laurence  Griffin  Bodkin,  Brooklyn 
Robert  Middlebrook  Bogue,  Montauk 
Charles  Boiler,  Rochester 
Edwin  Boros,  Hallandale,  Florida 
Sigmund  S.  Briger,  Brooklyn 
Norman  Bukantz,  New  York  City 
Mary  A.  Burchard,  Jamestown 
Harold  Burg,  The  Bronx 
Michael  Samuel  Burman,  New  York  City 
Erich  A.  Busch,  Jamaica 

Lawrence  Thomas  Cacioppo,  Ridgewood 
William  R.  Carman,  Islip 
May  Edward  Chinn,  New  York  City 
Tzu  Pei  Chou,  New  York  City 
Herman  J.  Christensen,  Poughkeepsie 
Gilbert  Victor  Cockburn,  Brooklyn 
Arminio  L.  Colantuoni,  Brooklyn 
Francis  X.  Colassard,  Great  Neck 
Robert  R.  Coleman,  Miami  Beach,  Florida 
Berthold  R.  Comeau,  Scarsdale 
Arthur  Joseph  Cracovaner,  New  York  City 
Ruth  Josephine  Cudmore,  Port  Washington 

Charles  Danetz,  Mount  Vernon 

George  L.  Daniels,  Port  Chester 

Odell  L.  Dannenbrink,  Bronxville 

David  Dannis,  The  Bronx 

Leray  Barrett  Davis,  Westhampton  Beach 

Lavelle  P.  Davlin,  Rochester 

Arthur  Christian  DeGraff,  New  York  City 

Julia  A.  Delehanty,  Ft.  Lauderdale,  Florida 

John  Vincent  DePasquale,  Brooklyn 

Ernest  P.  De  Santo,  New  York  City 

Oskar  Diethelm,  Bronxville 

B.  Victor  Dilorio,  Utica 

Samuel  Dubin,  Hallendale,  Florida 

William  D.  Dunaway,  New  York  City 

Morris  Thomas  Eissner,  Newburgh 
Herbert  L.  Elias,  Rockville  Centre 
John  R.  Emery,  White  Plains 
Nathan  I.  Epstein,  Chappaqua 
P.  Andino  Espejo,  New  York  City 

John  Aloysius  Fallon,  Flushing 
Arthur  Fankhauser,  Brooklyn 
Reginald  C.  Farrow,  Ithaca 
Bruno  Fehl,  Brooklyn 

Bluma  T.  Feldman,  Los  Angeles,  California 
John  Blaise  Ferran,  Jr.,  New  York  City 
Maximino  Ferrer-Cartaya,  Woodside 
Ira  Fink,  New  York  City 
Samuel  Finkelstein,  New  York  City 
Abraham  J.-  Fleischer,  New  York  City 
Susanne  F.  Forrest,  Kew  Gardens 
Levi  Otis  Fox,  Brownville 
Julian  M.  Freston,  New  York  City 
Kate  Marianne  Freund,  New  York  City 
Alexander  Friedman,  The  Bronx 


Harry  L.  Friedman,  Brooklyn 
Paul  Friedman,  New  York  City 
Samuel  Friedman,  Brooklyn 
Asa  Ben  Friedmann,  New  York  City 
Matthew  Remey  Furman,  New  York  City 

Alfred  Gallinek,  New  York  City 

Edwin  W.  Gates,  Niagara  Falls 

Paul  B.  Geier,  New  Rochelle 

H.  Beecher  Geiger,  New  York  City 

Lucian  F.  Gentile,  Brooklyn 

David  Gerst,  Tenafly,  New  Jersey 

Bernard  J.  Gioffre,  Port  Chester 

Joseph  Glanzer,  Hartsdale 

Frank  Glenn,  New  York  City 

William  Howard  Godsick,  New  York  City 

Harry  Gold,  New  York  City 

Irving  Brice  Goldman,  New  York  City 

Eli  Goldstein,  New  York  City 

Arthur  Gorfinkel,  New  York  City 

Irving  D.  Gould,  New  York  City 

Irving  Grad,  New  York  City 

Martin  H.  Greenfield,  Brooklyn 

John  Daniel  Grillo,  Brooklyn 

Harry  Gross,  New  York  City 

Vladimir  Gurewich,  New  York  City 

Nathan  T.  Guttman,  Brooklyn 

Emmy  Hahn,  New  York  City 
Clarence  Clifton  Hare,  Vero  Beach,  Florida 
Louis  Hausman,  New  York  City 
Ralph  Keller  Hoch,  Fishers  Island 
Hugh  Perry  Hodge,  New  York  City 
Ivor  David  Horwich,  New  York  City 
Maurice  W.  Howard,  New  York  City 
Royal  M.  Howard,  Staten  Island 

Vincent  Ippolito,  New  York  City 
Martin  Israel,  New  York  City 

Edward  Jacobs,  New  York  City 
Frank  L.  Jedd,  E.  Pompano  Beach,  Florida 
David  Jedwabnik,  New  York  City 
Hans  J.  Joseph,  Richmond  Hill 

Milton  E.  Kahn,  Buffalo 

M.  Ralph  Kaufman,  New  York  City 

Alexander  Kaye,  Old  Westbury 

John  A.  Kelly,  New  York  City 

James  H.  Kidder,  Washington,  D.C. 

Henriette  R.  Klein,  New  York  City 

Niels  Christian  Klendshoj,  Buffalo 

Oskar  Klinger,  New  York  City 

Ferdinand  George  Kojis,  Carmel 

Erna  Konig,  New  York  City 

Emanuel  Demetrious  Kotsos,  New  York  City 

Philip  Krainin,  Naples,  Maine 

Adalbert  Kroo,  New  York  City 

Hans  Kuehn,  New  York  City 

Victor  Kugajevsky,  North  Tarrytown 

Harry  George  Kupperman,  Jackson  Heights 

Adele  Kwaszewska,  New  York  City 

Gerta  Kwaszewska,  New  York  City 

Robert  Wordsworth  Laidlaw,  New  York  City 
Anna  S.  Creighton  Laing,  Amityville 
Arthur  Edward  Lamb,  Brooklyn 
Stanley  S.  Lamm,  Brooklyn 
Irving  D.  Laudeutcher,  Brooklyn 
John  A.  Lawler,  Jr.,  The  Bronx 


Jacob  Moses  Leavitt,  New  York  City 

Edward  N.  Lefcourt,  Laguna  Hills,  California 

Max  Lehman,  Yonkers 

Alfred  Daniel  Leone,  Manhasset 

Ernst  Levi,  New  York  City 

Max  Levin,  New  York  City 

Harris  Julius  Levine,  New  York  City 

Herman  M.  Levine,  The  Bronx 

Isaac  Lewenter,  New  York  City 

Maximilian  Lewitter,  New  York  City 

Abraham  Lieff,  New  York  City 

Alfred  Lilienfeld,  New  York  City 

Merrill  David  Lipsey,  New  York  City 

Henry  Owen  Little,  Kinderhook 

Arthur  Lucas,  New  York  City 

Ferdinand  Lustig,  New  York  City 

Abraham  Mahler,  The  Bronx 

Andrew  Bohda  Makarushka,  Brooklyn 

Samuel  Margolin,  The  Bronx 

William  Wardleigh  Marmar,  New  York  City 

Bela  Marquit,  Carmel 

Bernard  Mattikow,  Brooklyn 

H.  Peter  Maue,  The  Bronx 

Aubre  de  Lambert  Maynard,  New  York  City 

Marguerite  P.  McCarthy-Brough,  Syracuse 

John  S.  McIntosh,  Rochester 

Leonard  Mendelsohn,  Florida 

H.  Houston  Merritt,  New  York  City 

George  Max  Meyer,  New  York  City 

Joseph  Samuel  A.  Miller,  Manhasset 

William  Henry  Miller,  New  York  City 

Samuel  Millman,  Brooklyn 

Thomas  Augustine  Morrissey,  New  York  City 

John  Ryan  Myers,  Dewitt 

Helmuth  Max  Nathan,  New  York  City 
William  Needles,  New  York  City 

Isidor  Ochs,  Lakewood,  New  Jersey 
Arthur  H.  Ollswang,  New  York  City 
Gordon  David  Oppenheimer,  New  York  City 
William  Osterman,  Brooklyn 

L.  Gaston  Papae,  New  Fairfield,  Conn. 
Helene  Papanek,  New  York  City 
Daniel  B.  Peeler,  Rochester 
Oscar  Pelzman,  Patchogue 
Raymond  K.  Pendleton,  Brooklyn 
Madelin  Perry,  Dansville 
Arthur  A.  Petronio,  New  York  City 
Edward  A.  Pfeiffer,  The  Bronx 
Raymond  Louis  Pfeiffer,  Clayton 
Ferdinand  R.  Pitrelli,  Islip 
Louis  J.  Polimeni,  Eastchester 

William  R.  S.  Quackenbush,  Goshen 

Sandu  Rab,  Brooklyn 

Coleman  Berley  Rabin,  New  York  City 

Milton  Reder,  New  York  City 

William  P.  Reed,  Jaffray,  New  Hampshire 

Eric  Carleton  Richardson,  New  York  City 

Hazel  McLeod  Riggins,  New  York  City 

Sol  A.  Robins,  Miami,  Florida 

Arthur  A.  Rosenthal,  New  York  City 

Harry  Rosenwasser,  New  York  City 

Morris  Roth,  Flushing 

Jack  M.  Rowe,  New  York  City 

Mitchell  I.  Rubin,  Buffalo 
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John  B.  Ruggiero,  White  Plains 
Howard  A.  Rusk,  New  York  City 

Leo  Meyer  Satlof,  New  York  City 

Isidore  S.  Schapiro,  New  York  City 

Adolf  Scharf,  The  Bronx 

Arthur  Abraham  Scheer,  New  York  City 

Alfred  A.  Schenone,  Brooklyn 

David  Scherf,  New  York  City 

Angelo  S.  Scherma,  New  York  City 

Emanuel  A.  Schiffman,  New  York  City 

Charles  Schuman,  New  York  City 

Nathaniel  H.  Schwartz,  Port  Chester 

Sidney  Pincus  Schwartz,  New  York  City 

Alexander  S.  Sebo,  Whitestone 

Sabato  Serpico,  The  Bronx 

Araldo  Serri,  Brooklyn 

Benjamin  Marvyn  Shalette,  New  York  City 

Matthew  Shapiro,  New  York  City 

Maurice  A.  Shapiro,  The  Bronx 

Samuel  Shapiro,  New  York  City 

Hyman  Sherman,  Brooklyn 

Samuel  Rudolph  Shielcrawt,  New  York  City 

Ned  Shnayerson,  New  York  City 

Katherine  Siegel-Fuerst,  New  York  City 

Benjamin  Silberg,  Beechhurst 

Abraham  G.  Silver,  Woodmere 

Henry  Silver,  New  York  City 

Daniel  David  Simmons,  Camden 

Louis  Sklarow,  Kenmore 

Philip  Slater,  New  York  City 

Kenneth  Sartwell  Smith,  Webster 

Irwin  P.  Sobel,  New  York  City 

David  Soletsky,  New  York  City 

Harry  A.  Solomon,  New  York  City 

Johannes  A.  Sorra,  New  York  City 

Arnold  A.  Spiegler,  Brooklyn 

Samuel  Steigbigel,  Brooklyn 

Karel  Steinbach,  Jackson  Heights 

Israel  Steinberg,  New  York  City 

Stefan  Stek,  Centereach 

Frederick  Stern,  New  York  City 

Henry  Stern,  New  York  City 

Max  M.  Stern,  New  York  City 

Jacques  D.  Soifer,  Brooklyn 

George  Spielman,  Hampton  Bays 

Julius  Steckler,  Bay  Ridge 

David  Steinberg,  Jamaica 

Isadore  Wolfe  Stillman,  Bayside 

Emile  Gordon  Stoloff,  New  York  City 

Hyman  Strauss,  Brooklyn 

John  Philip  Stump,  New  York  City 

John  E.  Sullivan,  New  York  City 

William  Curry  Sullivan,  Rochester 

Henry  Bruner  Sutton,  Ithaca 

Allan  Kernelle  Swersie,  New  York  City 

Leonard  Tarr,  New  York  City 
Walter  A.  Thompson,  North  Tarrytown 
A.  Dulaney  Tipton,  Bay  Shore 
Calvin  C.  Torrance,  Jamestown 

Edward  C.  Veprovsky,  Flushing 
Carl  O.  Vrooman,  Mount  Vernon 

Preston  Allen  Wade,  New  York  City 
Arthur  J.  Wallingford,  Sr.,  Albany 
Guy  Walters,  Albion 
Stanley  L.  Wang,  New  York  City 


Florence  Eleanor  Warner,  Binghamton 

Matthew  Warpick,  New  York  City 

Morris  Waxgiser,  Ridgewood 

Alice  D.  Weber,  The  Bronx 

Samuel  Meyer  Weingrow,  The  Bronx 

Louis  Leo  Weiss,  Brooklyn 

Siegfried  Weiss,  Binghamton 

Morris  P.  Weissman,  Bayside 

Martin  Weisz,  New  York  City 

Paul  Wermer,  New  York  City 

Carlton  E.  Wertz,  Buffalo 

Louis  J.  Weseley,  Brooklyn 

Henry  B.  Wightman,  Ithaca 

Joseph  Alcantara  Winn,  New  York  City 

David  Wolinsky,  New  York  City 

Katharine  F.  Woodward,  New  York  City 

Monroe  Yudell,  The  Bronx 

David  Zahn,  The  Bronx 
Catherine  M.  Zaia,  Schenectady 
Samuel  Zaldin,  The  Bronx 
Myron  L.  Zarycky,  Brooklyn 
Savas  J.  Zavoyianis,  New  York  City 
Philip  Zelvin,  New  Rochelle 
Burton  L.  Zohman,  Brooklyn 

Dues  payments.  As  of  May  1,  1972,  the  date  after 
which  good  standing  is  lost,  dues  had  been  received 
from  the  members  in  each  county  medical  society  in 
accordance  with  the  following  list. 


Albany  424 

Allegany 24 

Bronx 1,521 

Broome 334 

Cattaraugus 79 

Cayuga 74 

Chautauqua 114 

Chemung  123 

Chenango 42 

Clinton  79 

Columbia  42 

Cortland  40 

Delaware  41 

Dutchess 306 

Erie  1,305 

Essex 24 

Franklin  41 

Fulton  43 

Genesee  48 

Greene  22 

Herkimer  38 

Jefferson 100 

Kings  2.894 

Lewis 9 

Livingston  38 

Madison  55 

Monroe  1,010 

Montgomery  50 

Nassau 1,929 

New  York  6,878 

Niagara 178 

Oneida  288 

Onondaga 636 

Ontario 101 

Orange  245 

Orleans 21 

Oswego  58 


108 
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Otsego 57 

Putnam  33 

Queens 2,221 

Rensselaer  132 

Richmond  293 

Rockland  355 

St.  Lawrence 86 

Saratoga 56 

Schenectady  275 

Schoharie  21 

Schuyler 9 

Seneca  27 

Steuben  103 

Suffolk 1,119 

Sullivan  42 

Tioga 21 

Tompkins 108 

Ulster  144 

Warren  88 

Washington  33 

Wayne 57 

Westchester  1,496 

Wyoming  25 

Yates 17 


Meetings.  The  Secretary  has  attended  meetings  of 
the  Council,  the  Executive  Committee,  the  Board  of 
Trustees,  the  Judicial  Council,  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  the  House 


of  Delegates  of  the  American  Medical  Association,  and 
the  New  York  Delegation  to  the  American  Medical  As- 
sociation. He  plans  to  attend  the  meeting  of  the  Nom- 
inating Committee. 

Other  Matters.  The  Secretary  has  kept  the  min- 
utes and  verbatim  record  of  the  proceedings  of  the 
House  of  Delegates,  the  Council,  the  Executive  Com- 
mittee, and  the  Board  of  Trustees.  He  has  also  kept 
files  of  the  correspondence  resulting  from  these  meet- 
ings. He  has  served  as  custodian  of  the  seal  of  the  So- 
ciety and  has  had  it  affixed  to  all  appropriate  docu- 
ments. 

As  a result  of  his  holding  office  in  various  other  orga- 
nizations, your  Secretary  was  able  to  act  as  liaison  offi- 
cer with  the  following  organizations:  The  New  York 

Association  of  the  Professions,  New  York  Board  of 
Trade,  Group  Health  Insurance,  and  Physician’s 
Home.  Your  Secretary  also  served  as  a member  of  the 
American  Medical  Association  and  American  Bar  Asso- 
ciation Joint  Committee. 

Before  closing  his  report,  your  Secretary  would  like 
to  express  his  thanks  and  appreciation  for  the  great 
help  rendered  him  during  the  past  year  by  the  Assis- 
tant Secretary,  Joseph  G.  Zimring,  M.D.,  and  for  the 
ever-constant  aid  of  the  executive  assistant,  Miss 
Gretchen  Wunsch. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 
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Executive 

Vice-President 


market  in  that  area  has  reached  an  unbelievable  low. 
Our  lease  expires  in  June  of  1973. 

MSSNY  MEMBERSHIP 

As  of  September  1,  1972,  we  had  a total  membership 
of  27,301  as  compared  to  26,962  during  the  same  period 
of  1971. 

Dues  Paying  Active  Membership  23,497 

. Junior  Membership  330 


To  the  House  of  Delegates,  Gentlemen: 

This  report  is  an  account  of  our  activities  (primarily 
administrative,  although  some  invasion  into  the  work 
of  the  committees  is  unavoidable)  up  to  November  1st, 
1972. 

THE  BUILDING 

The  usual  problems  that  arise  after  the  occupancy 
and  dedication  of  any  new  structure  have  been  with  us. 
However,  they  are  being  solved,  although  we  are  impa- 
tient and  would  like  to  make  haste  hastily. 

Among  our  major  troubles,  there  has  been  the  land- 
scaping project — which  did  not  come  up  to  our  stan- 
dards and  specifications.  This  situation  has  been  rem- 
edied; and  the  end  result  will  be  a beautiful  building  in 
beautiful  surroundings. 

Because  of  the  new  law  which  permits  local  com- 
munities to  demand  that  organizations  such  as  ours 
pay  real  estate  taxes,  we  have  complied  with  the  cur- 
rent regulations  and  paid  our  assessment,  under  pro- 
test. There  is  some  hope  that  this  requirement  will  be 
eliminated  due  to  a court  decision  in  the  case  of  the 
New  York  City  Bar  Association — and  some  action  by 
the  legislature  at  its  last  session.  We  hope  that  the 
final  word  has  not  been  written.  At  present,  only  a 


Total  23,827 

Exempt  Members  (Life,  etc.)  3,474 

GRAND  TOTAL  27,301 

Life  Members  have  all  the  rights  and  privileges  of  Ac- 
tive Membership. 

AMA  DUES 

The  latest  figures  reveal  that  18,016  of  our  members 
belong  to  the  AMA.  This  includes  the  dues-exempt 
group,  so  that  actually  we  have  approximately  14,500 
who  have  paid  AMA  dues. 

At  present,  this  entitles  us  to  only  19  delegates  to  the 
AMA — a loss  of  one,  as  compared  to  last  year. 

The  AMA  has  conducted,  and  still  is  carrying  on, 
membership  campaigns;  but  the  results  thus  far  have 
not  been  as  encouraging  as  we  would  wish. 

THE  1972  CONVENTION 

We  held  a post-convention  (“post  mortem”)  staff 


meeting  following  the  February  meeting. 


As  in  the  past,  we  reviewed  the  proceedings  of  the 
Convention;  and  analyzed  all  the  phases  of  our  activi- 
ties. We  always  develop  new  ideas  as  the  result  of 
open  and  frank  discussions. 

Here  are  a few  important  statistics; 


village  tax  is  being  levied. 

Attendance 

Be  that  as  it  may,  we  are  solvent  as  far  as  the  build- 

Sun 

Mon 

Tues 

Wed 

Total 

ing  fund  is  concerned.  Any  future  expenses  or  “change 
orders”  can  be  covered  without  much  difficulty. 

Physicians* 

Allied 

1.127 

402 

338 

473 

2,340 

The  contract  with  the  Levitt  organization  for  com- 

Professions! 

182 

110 

58 

142 

492 

plete  maintenance  of  our  building  and  grounds,  includ- 
ing security,  is  in  effect  and  has  been  operating  to  our 

Guests 

299 

112 

76 

81 

568 

satisfaction. 

Totals 

1,608 

624 

472 

696 

3,400 

We  have  had  a number  of  requests  for  rental  of  unoc- 
cupied space;  but  thus  far  we  remain  uncommitted.  It 
is  our  counsel’s  opinion  that  we  “should  proceed  slow- 
ly” until  our  real  estate  tax  situation  has  been  deter- 
mined definitely. 

We  have  received  the  $100,000  bequeathed  to  the 
Medical  Society  of  the  State  of  New  York  by  the  late 
Morris  Bernstein  (see  our  report  to  the  House  of  Dele- 
gates— February,  1972).  It  has  been  placed  in  a special 
fund,  earmarked  for  our  research  and  reference  library, 
although  Mr.  Bernstein  did  not  stipulate  that  the 
money  should  be  used  for  this  purpose  alone.  A Li- 
brary Committee  has  been  appointed,  and  Alfred  A. 
Angrist,  M.D.,  Editor  of  our  Medical  Journal,  has 
taken  over  the  assignment  of  directing  librarian. 

People  from  all  over  the  United  States  (including 
many  of  our  members),  and  from  across  the  seas,  have 
visited  our  Headquarters;  and  almost  unanimously 
they  have  expressed  opinions  that  we  have  a fine 
home — in  keeping  with  the  stature  and  dignity  of  the 
largest  State  Medical  Society  in  the  country. 

We  have  been  unable  to  sublet  our  space  at  750 
Third  Avenue,  New  York  City,  because  the  real  estate 


Technical 

Exhibitors 545 


Grand  Total 


Comparative  Figures 


3.945 


Physicians 

1970 

2,864 

Years 

1971** 

2,544 

1972 

2,340 

Allied 

Professions 

520 

580 

492 

Guests 

745 

1,010 

568 

Technical 

Exhibitors 

788 

727 

545 

Totals 

4.917 

4,866 

3,945 

A Master  Evaluation  Report  received  from  the  Medi- 
cal Exhibitors  Association,  Inc.,  appears  on  page  126. 
includes  House  of  Delegates 

tlncludes:  dentists,  Ph.Ds,  medical  students,  nurses, 
medical  technicians,  and  others 
**Holiday  during  convention 
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STAFF  ORGANIZATION 


As  in  the  past,  our  Administrative  Staff  is  divided 
into  eight  divisions: 

Administration 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
J.  Richard  Burns,  J.D.  Assistant  Executive  Vice- 
President 

George  W.  Forrest,  Jr.,  Assistant  to  the  Executive 
Vice-President 

Gretchen  Wunsch,  Executive  Assistant 

Scientific  Activities 

Director,  Norman  S.  Moore,  M.D. 

Scientific  Publications 

Director,  Alfred  A.  Angrist,  M.D. 

Medical  Services 

Director,  Max  N.  Howard,  M.D. 

Legislation 

Director,  Martin  J.  Tracey,  J.D. 

Budget  and  Finance 

Director,  Eugene  S.  Dombrowski 

Public  Affairs 

Director,  Guy  D.  Beaumont 

Business 

Director,  J.  Richard  Burns,  J.D. 

Again,  each  Division  is  responsible  for  “servicing” 
Commissions  and  Committees,  as  follows: 

Administration 

House  of  Delegates 
Council 

Executive  Committee 
Board  of  Trustees 
Budget  and  Finance 
Ethics 

Constitution  and  Bylaws  (Council) 

Convention 

Dinner 

Constitution  and  Bylaws  (House) 

Research  and  Planning 
Hospital  Based  Physicians 
Judicial  Council 

Professional  Medical  Liability  Insurance  and  Defense 
Board 

Nominating 

Peer  Review  Mechanisms 
Quackery 

Study  of  Professional  Medical  Liability  Insurance 
Delegation  to  the  AMA 
Trustees’  Committees 
Podiatry 

Scientific  Activities 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Audio  Visual  Aids 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Disease 
Continuing  (Post  Graduate)  Education 
Data  Processing  in  Medicine 
Disaster  Medical  Care 


Drug  Abuse 

Emergency  Medical  Service 

Environmental  Quality 

Forensic  Medicine 

Family  Physicians 

Health  Care  Technology 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Nursing  and  Allied  Health  Professions 

Archives 

Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Motion  Pictures 
Scientific  Programs 
Prize  Essays 

Liaison  with  Deans  of  Medical  Schools 
Study  of  Participation  of  Medical  Students  in  the 
Medical  Society  of  the  State  of  New  York 

Scientific  Publications 

Publications 

Library 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Medical  Care  Insurance 
Occupational  Health 
Workmen’s  Compensation 
Interspecialty 

Hospital  and  Professional  Relations 
Foundations 

Legislation 

Commission  on  Public  and  Professional  Affairs 
Federal  Legislation 
State  Legislation 

Budget  and  Finance 
Budget  and  Finance 
Public  Affairs 

Commission  on  Public  and  Professional  Affairs 
Public  Relations 

Advisory  to  New  York  State  Medical  Assistants  As- 
sociation 

New  York  State  Association  of  the  Professions 
Business 
Convention 

Technical  Exhibits 

REPRESENTATION  OF  MEDICAL  SCHOOLS 
IN  THE  MSSNY  HOUSE  OF  DELEGATES 

In  accordance  with  the  mandate  of  our  House  of  Del- 
egates at  its  last  meeting,  I sent  the  following  commu- 
nication to  the  Deans  of  the  twelve  medical  schools  in 
our  State: 

Enclosed  is  copy  of  resolution  adopted  by  the 
House  of  Delegates  of  this  Society  regarding  medical 
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school  representation  at  its  annual  meeting  in 
February. 

You  are  cordially  invited  to  appoint  one  official 
representative  to  serve  as  a delegate  in  the  House  of 
Delegates  of  the  Medical  Society  in  accordance  with 
instructions  contained  in  the  Resolved  paragraphs. 
(The  resolution  follows:) 

Resolution  re:  Medical  School  Representation  in 
the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York 

As  Adopted  bv  the  House  of  Delegates,  February 
1972. 

WHEREAS.  There  is  a growing  need  for  all  the  major 
components  of  the  medical  profession  to  work  together 
to  respond  to  an  increasing  variety  of  outside  influence 
in  the  practice  of  medicine  as  well  as  to  inititate  con- 
structive steps  forward;  and 

WHEREAS.  The  previous  close  relationship  between 
the  “academic  community”  and  the  practicing  physi- 
cian, which  has  deteriorated  in  the  last  few  decades, 
needs  to  be  strengthened  again  for  the  benefit  of  both 
groups  and  the  general  public;  and 

WHEREAS.  One  means  of  increasing  rapport  between 
medical  schools  and  organized  medicine  is  to  involve 
official  representatives  of  the  medical  schools  in  the 
deliberations  of  the  governing  body  of  the  Medical  So- 
ciety of  the  State  of  New  York;  therefore  be  it 
Resolved , That  the  Medical  Society  of  the  State  of 
New  York  ask  each  medical  school  in  New  York  State 
to  appoint  one  official  representative  to  serve  as  a dele- 
gate, with  full  privileges,  in  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York,  provid- 
ed that  such  delegate  is  a member  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  be  it  further 
Resolved,  That  Chapter  II,  Section  1,  of  the  Bylaws, 
following  (E)  Commissioner  of  Health  ...  be  amended 
by  the  addition  of  (F)  to  read:  “A  representative  from 
each  of  the  medical  schools  in  the  State  of  New  York, 
provided  that  the  representative,  serving  as  a delegate, 
is  a member  of  the  Medical  Society  of  the  State  of  New 
York.” 

We  stressed  the  fact  that  the  representative  serving 
as  a delegate  must  be  a member  of  the  Medical  Society 
of  the  State  of  New  York. 

Thus  far,  nine  schools  have  responded.  The  others 
have  declared  that  they  will  join  us. 

EMPIRE  STATE  MEDICAL,  SCIENTIFIC  AND 
EDUCATIONAL  FOUNDATION 

It  is  surprising  to  learn  that  many  of  our  members 
know  very  little  about  the  origin  of  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation. 

On  March  24,  1959,  the  Council  authorized  the  es- 
tablishment of  an  Ad  Hoc  Committee  to  Study  a Pro- 
posed Scientific  and  Educational  Foundation  of  New 
York.  The  committee  determined  that  the  principles, 
objectives,  and  specific  projects  of  the  Foundation 
should  be  as  follows: 

1.  Promotion  and  extension  of  modern  concepts 
of  medical  knowledge  to  the  members  of  the  State 
Society  through  extended  comprehensive  postgradu- 
ate education. 

2.  Presentation  to  the  public  in  general,  through 
public  forums  and  modern  informational  media,  con- 
cepts of  modern  and  adequate  medical  care  and 
treatment. 


3.  Stimulation  of  a closer  working  relationship 
between  public  health  programs,  physicians,  and 
local  communities  through  educational  methods. 

An  extensive  study  of  the  structure  and  form  which 
the  proposed  organization  should  take  was  made  by  the 
office  of  William  F.  Martin,  Esq.,  our  Legal  Counsel. 
It  was  decided  to  establish  a not-for-profit  member- 
ship corporation  similar  to  the  State  Medical  Society, 
rather  than  a charitable  trust,  such  as  the  one  in  Penn- 
sylvania, to  give  the  foundation  greater  flexibility  and 
ease  of  operation. 

On  May  4,  1959,  in  my  inaugural  address,  among 
many  other  things,  I had  this  to  say: 

I would  like  to  tell  you  more  about  the  contem- 
plated Scientific  and  Educational  Foundation,  which 
was  proposed  to  the  Committee  on  Public  Health 
and  Education  as  a means  of  going  ahead  with  an 
adequate  educational  program  for  both  physicians 
and  the  public.  I hope  that  you  have  read  the  report 
of  the  committee  which  was  appointed  to  study  this 
possibility.  The  original  idea  was  a creation  of  the 
Medical  Society  of  Pennsylvania  as  a legal  way  for 
that  Society  to  solicit  and  disperse  funds  for  educa- 
tional and  scientific  programs.  The  objectives  of 
such  an  organization  are  admirable;  and,  in  my  opin- 
ion, it  could  be  the  best  public  relations  instrument 
thus  far  put  forward  by  our  Society.  WTe  are  aware 
that,  before  making  any  definite  plans,  we  must 
carefully  and  concretely  delineate  the  ways  of  ac- 
complishing the  important  features  of  such  a project, 
without  encumbering  any  reserves  or  assets  of  the 
Society.  When  documented,  it  should  have  wide  lati- 
tude of  function. 

However,  the  important  provision  is  that  this 
Foundation  be  composed  of  a group  separate  from 
the  Council  but  under  the  sponsorship  of  the  Medi- 
cal Society  of  the  State  of  New  York.  It  would  be 
operated  wholly  by  the  medical  profession — solely  in 
educational  and  scientific  pursuits  with  no  direct 
monetary  benefits  to  the  Society.  The  latter  is  very 
important  from  the  tax  point  of  view.  This  venture 
could  result  in  the  upgrading  of  postgraduate  educa- 
tion, improvement  in  the  practice  of  rural  medicine, 
the  furtherance  of  research  and  the  fulfillment  of 
other  hopes  and  dreams  of  a similar  nature — even 
aid  for  medical  students  who  are  in  need. 

It  is  my  sincere  hope  that  this  idea  will  be  fully  ex- 
plored and  implemented. 

The  original  incorporators  included  Norman  S. 
Moore,  M.D.,  Ithaca;  Henry  I.  Fineberg,  M.D.,  Jamai- 
ca; Maurice  J.  Dattelbaum,  M.D.,  Brooklyn;  James 
Greenough,  M.D.,  Cooperstown;  John  M.  Galbraith, 
M.D.,  Old  Westbury;  Renato  J.  Azzari,  M.D.,  The 
Bronx;  and  Joseph  A.  Lane,  M.D.,  Rochester. 

The  first  meeting  of  the  Board  of  Directors  was 
held  on  October  27,  1960,  and  at  this  meeting  Edward 
C.  Hughes,  M.D.,  Syracuse;  William  L.  Wheeler,  Jr., 
M.D.,  New  York;  Herman  E.  Hilleboe,  M.D.,  and 
Granville  W.  Larimore,  M.D.,  both  of  Albany;  were 
elected  to  membership  in  the  corporation.  In  addition 
Dr.  Azzari  was  elected  president;  Dr.  Galbraith,  vice 
president;  Dr.  Wheeler,  secretary  and  Dr.  Dattelbaum, 
treasurer  of  the  Foundation. 

The  Foundation  was  exceedingly  fortunate  in  ob- 
taining the  services  of  Frank  La  Gattuta,  M.D.,  of 
Bronx  County,  to  design  an  official  seal  for  the  corpo- 
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ration  which  shows  in  artistic  form  the  purposes  and 
objectives  of  the  Foundation. 

As  its  first  project  the  Foundation  undertook  the 
study  of  Maternal  and  Perinatal  Mortality  in  Cayuga, 
Cortland,  Hamilton,  Herkimer,  Madison,  Onondaga, 
and  Oneida  Counties,  under  contract  with  the  Bureau 
of  Maternal  and  Child  Health  of  the  Department  of 
Health  of  the  State  of  New  York  and  under  the  super- 
vision of  Edward  C.  Hughes,  M.D. 

A Projects  Committee  was  appointed  by  the  presi- 
dent to  study  and  make  recommendations  concerning 
future  projects.  Since  then  a number  of  additional  re- 
search projects  have  been  conducted,  mainly  with  the 
aid  of  funds  from  the  State  Department  of  Health  and 
with  contributions  obtained  by  Dr.  Hughes  from  a 
number  of  charitable  organizations. 

In  1969,  Dr.  Moore  submitted  a report  to  the  House 
of  Delegates  which  described  in  quite  some  detail  the 
progress  of  this  group. 

Although  these  have  been  steps  in  the  right  direc- 
tion, some  people  feel  that  the  Foundation  has  not 
gone  far  enough — that  a number  of  its  important  ideas, 
concepts,  and  aims  have  not  been  realized.  The  Foun- 
dation must  go  forward! 

The  Foundation  has  been  under  careful  scrutiny  dur- 
ing the  last  few  months.  The  Board  of  Trustees  has 
made  these  recommendations: 

1.  The  Foundation  must  be  strengthened  with 
additional  members. 

2.  The  board  of  directors  should  be  increased  in 
size. 

3.  It  must  truly  be  the  scientific  arm  of  MSSNY. 

4.  The  Foundation  should  hold  frequent  meet- 
ings. 

5.  The  Foundation  must  be  given  broader  func- 
tions. 

6.  Because  it  can  receive  money  from  governmen- 
tal sources,  there  must  be  an  immediate  analysis  of 
where  we  stand. 

These  proposals  are  now  before  the  Council  for  its  con- 
sideration. 

During  the  years  there  has  been  a turnover  of  offi- 
cers. At  present,  they  are: 

James  Blake,  M.D.,  President 

Thomas  F.  McCarthy,  M.D.,  Vice-President; 

Henry  I.  Fineberg,  M.D.,  Secretary;  and 
Renato  J.  Azzari,  M.D.,  Treasurer. 

MEETING  WITH  OTHER  STATE  SOCIETIES 

On  April  5,  6 and  7,  at  my  request,  a representative 
of  the  Medical  Society  of  the  State  of  New  York  at- 
tended a meeting,  in  Chicago,  of  the  Directors  of  Fi- 
nance and  Controllers  of  the  largest  state  medical 
societies. 

At  this  conference,  the  following  organizations  were 
represented:  Illinois,  Pennsylvania,  Ohio,  Texas, 

Michigan,  California,  and,  of  course,  New  York. 

Also  present  were  people  from  the  American  Society 
of  Internal  Medicine,  the  American  College  of  Surgeons 
and  the  AMA.  I believe  you  will  be  interested  in  a 
summary  of  their  deliberations: 

I.  Budget  and  Finances 

1.  Budget.  All  states  present  had  an  association 
budget  which  was  used  as  a guide  and  not  as  strict  fi- 
nality. Several  held  periodic  meetings  to  revise  their 
budgets  and  made  necessary  adjustments  during  the 
course  of  the  year  (we  do  this).  The  AMA,  Michigan 


and  California  did  not  make  any  budgetary  revisions 
during  the  year.  They  felt  that  if  changes  were  made 
they  would  not  be  able  to  determine  what  divisional 
and  departmental  actualities  were  in  relationship  to  an 
original  budgeted  amount.  They  felt  that  revising  the 
budget  defeated  the  purpose  of  budgetary  controls. 
They  were  content  to  have  an  over-expenditure  of  a 
line  item  and  then  to  have  someone  account  for  the 
over-run.  Some  states  allowed  executive  directors  to 
change  a divisional  budget  when  necessary,  i.e.,  in- 
creasing a particular  line  item  but  having  a corre- 
sponding reduction  in  another  line  item. 

2.  Dues.  Most  states  prorate  members’  dues 
monthly  in  presenting  income  earned.  This  is  done  by 
our  Society.  It  was  agreed  by  all  that  reporting  dues 
income  as  actually  received  would  give  a superficial  fi- 
nancial picture  of  a society’s  profits  or  losses  and  was 
contrary  to  sound  accounting  principles. 

3.  Telephone.  At  least  one  half  of  those  present 
had  restrictive  telephone  setups  similar  to  ours. 

4.  Personalized  letters.  Some  states  pointed  out 
that  they  found  IBM  automatic  typewriters  very  help- 
ful for  typing  personalized  letters  at  a very  high  rate  of 
speed.  They  thought  that  it  was  essential  in  dealing 
with  professional  and  government  officials.  The  idea  is 
to  have  pre-made  cartridges,  each  of  which  would  be  a 
different  letter,  to  be  used  when  the  occasion  arose. 

II.  Expenses 

1.  Expenditures.  Most  states  pay  for  actual 
expenditures  of  officers  and  committee  members,  while 
a few  pay  a per  diem  (in  lieu  of  expenses)  anywhere 
from  $35  to  $45  per  day. 

2.  Honorariums.  Honorariums  are  given  in  most 
states  to  the  President,  President-Elect,  and  Chairman 
of  the  Board  of  Trustees,  if  such  a body  exists.  In  two 
states,  chairmen  of  council  committees  receive  a small 
per  diem. 

3.  Travel  by  car.  Auto  allowances  per  mile  as  re- 
ported were: 

Michigan — 12c  officers,  15c  staff 

California — 14c 

Texas,  Ohio,  Illinois,  Pennsylvania,  AMA — 12c 

III.  Payroll  and  Fringe  Benefits 

1.  Job  description.  Most  states  had  a job  descrip- 
tion of  all  positions,  salary  guidelines  with  periodic  in- 
creases, cost-of-living  increases  and  merit  increases 
(This  is  the  case  at  MSSNY). 

2.  Insurance.  All  states  had  a fringe  benefits  poli- 
cy which  included  hospitalization,  medical,  surgical, 
and  major  medical  benefits,  group  life  insurance  and 
long-term  disability  insurance  (This  system  was  estab- 
lished at  MSSNY  some  years  ago).  Some  had  all 
employees  and  all  committee  members  covered  for 
blanket  travel  insurance — benefit  $50,000. 

IV.  Member  Benefits 

1.  Services.  More  and  more  physician  members  of 
individual  state  and  county  medical  societies  are  ask- 
ing “What  is  my  society  doing  for  me?”  Most  agreed 
that  the  physician  is  not  satisfied  that  he  receives  a 
“journal,”  or  that  he  is  being  represented  by  someone 
at  the  state  capitol  for  his  benefit.  All  agreed  that  in 
addition  to  these  benefits,  state  and  county  medical  so- 
cieties must  provide  other  services  to  physician  mem- 
bers. Among  the  topics  discussed  were  these: 

(1)  Group  life  insurance  at  the  state  level.  This 
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insurance  would  not  be  in  competition  with  the 
county  society  plans  now  in  effect,  but  would  supple- 
ment the  county  plans. 

(2)  Group  retirement  program  for  physician 
members.  At  present,  Texas  and  California  state 
medical  societies  administer  the  Keogh  Plan  for  phy- 
sicians retirement  program. 

(3)  Group  car  leasing  program. 

(4)  Group  auto  insurance.  The  savings  here 
could  be  tremendous  to  an  individual  physician. 

(5)  Loan  programs  to  medical  students. 

V.  Miscellaneous  items 

1.  Unrelated  business  income.  It  is  believed  that 
all  regulations  concerning  unrelated  business  income 
will  be  reconsidered  and  probably  rewritten.  This  will 
be  done  partly  because  all  of  the  men  who  pressured 
these  regulations  are  no  longer  with  the  Internal  Reve- 
nue Service.  A more  sympathetic  IRS,  personnel-wise, 
is  now  drafting  IRS  proposed  regulations. 

2.  Continuing  Education.  It  was  felt  more  and 
more  that  the  U.S.  Government  was  pushing  for  regu- 
lations on  continuing  medical  education.  Some  states 
thought  it  better  for  state  societies  to  make  this  man- 
datory rather  than  have  the  government  regulate  phy- 
sician postgraduate  medical  education. 

AMA-ERF 

In  accordance  with  a precedent  established  some 
time  ago,  and  at  the  request  of  the  AMA,  we  distributed 
AMA-ERF  checks  to  the  medical  schools  of  our  State. 
This  ceremony  was  held  on  May  I8th. 

The  following  colleges  received  contributions: 
Columbia  University,  College  of  Physicians  & Sur- 
geons 

Albany  Medical  College  of  Union  University 
State  University  of  New  York  at  Buffalo,  School  of 
Medicine 

State  University  of  New  York,  Downstate  Medical 
Center 

New  York  Medical  College 

State  University  of  New  York,  Upstate  Medical  Cen- 
ter 

New  York  University  School  of  Medicine 
Cornell  University  Medical  College 
University  of  Rochester  School  of  Medicine  & Den- 
tistry 

Albert  Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity 

Mount  Sinai  School  of  Medicine  of  the  City  Univer- 
sity of  New  York 

State  University  of  New  York  at  Stony  Brook 
Overall,  throughout  the  nation,  AMA-ERF  distributed 
113  checks  totalling  $1,104,406.  This  was  an  increase  of 
$1 10,335  over  last  year’s  donations. 

DIVISIONS 
Scientific  Activities 

There  have  been  many  inquiries  from  out-of-state  re- 
garding physicians’  associates  and  specialists’  assis- 
tants. These  were  mostly  from  students  already  en- 
rolled in  courses  desiring  information  as  to  how  they 
could  go  about  securing  positions  in  New  York  State. 
These  inquiries  have  been  answered  in  detail  and  cor- 
rectly, each  being  told  about  the  1971  law  which  pro- 
vides that  physicians’  associates  and  specialists’  assis- 
tants be  supervised  by  the  Education  Department  and 


the  Health  Department.  They  were  told  of  the  crea- 
tion of  the  Advisory  Board,  and  that  all  applications 
would  be  made  through  the  Secretary  of  the  Board  of 
Medical  Examiners  and  that  the  Board  of  Medical  Ex- 
aminers would  make  the  final  decision  regarding  equiv- 
alency training  and/or  formal  training  that  would  qual- 
ify them  for  certification.  We  have  had  requests  for 
the  guidelines  for  physicians’  assistants  that  were 
passed  by  the  1971  House  of  Delegates. 

Several  additional  committees  were  added  to  the  Di- 
vision of  Scientific  Activities,  namely:  Prize  Essays; 

To  Study  the  Participation  of  Medical  Students  in  the 
Medical  Society  of  the  State  of  New  York;  Liaison  with 
Deans  of  Medical  Schools  and  Directors  of  Regional 
Medical  Programs;  and  Nursing  and  Allied  Health  Pro- 
fessions. There  was  one  new  committee,  the  Commit- 
tee on  Alcoholism,  a spinoff  from  the  Committee  on 
Alcoholism  and  Drug  Abuse.  The  Committee  on  Alco- 
holism held  its  first  meeting  on  May  4th  and  outlined 
its  objectives  for  the  coming  year. 

One  of  the  policies  that  must  be  decided  in  the  near 
future  is  whether  or  not  physicians  desiring  associates 
and  specialists  desiring  assistants  can  use  the  Place- 
ment Bureau  as  they  now  do  for  relocation  of  physi- 
cians. Incidentally,  this  Bureau  has  been  very  active. 
Many  of  the  inquiries  from  the  physicians'  assistants  in 
training  have  been  whether  or  not  the  State  Medical 
Society  would  assist  them  in  obtaining  positioijis  with 
physicians. 

One  activity  following  the  Annual  Meeting,  which  is 
now  producing  an  effect,  was  the  fact  that  the  week 
after  the  House  of  Delegates  met,  the  Director  sent  out 
to  committee  chairmen  all  the  resolutions  that  were  re- 
ferred to  the  Commission  on  Public  Health  and  Educa- 
tion, stating  that  they  must  await  official  notification 
from  the  Council  before  taking  them  up  with  their 
committees.  These  alerts  also  went  to  the  Commis- 
sioners of  Mental  Hygiene  and  Health.  This  early  no- 
tification resulted  in  several  answers,  many  of  which 
were  published  in  the  agenda  for  the  May  Council 
meeting. 

The  Director  attended  many  meetings  and  confer- 
ences throughout  the  year,  in  addition  to  those  con- 
cerned with  the  components  of  his  commission — Public 
Health  Council  (of  which  he  is  chairman);  Mental  Hy- 
giene Council;  New  York  State  Coalition  for  Family 
Planning;  State  Community  Aid  Association  Centenni- 
al Conference,  and  so  forth. 

The  Director  wrote  to  Jackson  W.  Riddle,  M.D.,  of 
the  State  Board  for  Medicine  regarding  the  General 
Session  on  Acupuncture  which  is  being  put  together  for 
a general  session  next  February.  On  August  11,  1972, 
Dr.  Riddle  answered  by  saying:  “I  am  delighted  that 
the  Medical  Society  is  planning  such  a program:  it 
can’t  help  but  serve  a very  useful  purpose.’’  Thus,  the 
question  of  ethics  for  an  acupuncture  program,  in  view 
of  the  statment  of  the  New  York  State  Board  for  Medi- 
cine, is  settled. 

During  the  summer,  the  material  for  the  pamphlet 
containing  the  Historical  Development  of  the  Commis- 
sion on  Public  Health  and  Education,  the  Current  Sta- 
tus of  the  Commission,  and  a description  of  the  duties 
of  the  Division  of  Scientific  Activities  was  completed. 
This  brochure  will  be  some  of  the  expendable  material 
to  be  used  at  the  next  Convention  (1973)  on  what  the 
Medical  Society  of  the  State  of  New  York  does  to  assist 
physician  members. 
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During  the  weeks  of  September  11  and  18,  the  office 
of  the  Director  was  preoccupied  with  the  preparation  of 
the  minutes  of  the  July  20th  meeting  of  the  Commis- 
sion on  Public  Health  and  Education.  Upon  reading 
the  report  of  this  meeting,  one  is  impressed  with  the 
variety  of  undertakings  and  recommendations  of  the 
committees  that  make  up  this  Commission.  This  year 
the  dialogue  between  committee  chairmen  and  mem- 
bers of  the  staff  of  the  Health  Department  was  more 
prolonged  than  in  former  meetings. 

What  Goes  On.  What  Goes  On  is  going  into  its  15th 
year,  having  been  started  in  1958.  In  January,  1969, 
the  New  York  State  Journal  of  Medicine  started  pub- 
lishing WGO  as  a feature  at  the  end  of  the  Journal. 

During  the  period  October  1,  1971 — September  15, 
1972,  What  Goes  On  published  nearly  1,300  notices  of 
postgraduate  courses,  special  meetings,  important  lec- 
tures, hospital  conferences,  telephone  lecture  networks, 
and  so  forth.  It  has  been  the  policy  to  publish  impor- 
tant events  twice,  if  possible,  once  under  “Future 
Events”  and  again  in  the  appropriate  current  issue. 
The  summer  issues  carry  Fall  courses;  the  July  issue 
lists  September  courses,  and  August  carries  October 
events  as  well  as  current  events. 

What  Goes  On  is  sold  separately  by  subscription  to 
those  physicians  who  are  not  members,  as  well  as  to  li- 
braries, science  writers,  and  so  on.  At  present,  we 
have  a total  of  74  paid  subscribers.  At  a cost  of  $3.00 
per  year  per  subscription,  this  amounts  to  $222.00. 
Before  the  Journal  reduced  its  subscription  rate,  we 
had  more  subscribers.  We  assume  that  many  are  now 
subscribing  to  the  Journal,  which  they  can  do  for  an 
additional  fifty  cents. 

Inquiries  about  the  publication  were  received  by  the 
editor  from  the  following:  Ulrich’s  International  Peri- 

odicals Director,  R.  R.  Donnelly  Lakeside  Press,  and 
Oxbridge  Publishing  Company.  The  editor  acknowl- 
edged the  letters  and  completed  the  questionnaires. 

What  Goes  On  was  displayed  at  the  Medical  Library 
Association  Conference  in  San  Diego,  California,  June 
12-15,  1972. 

Physicians’  Placement  Bureau.  According  to  the 
current  Annual  Statistical  Report  of  the  Physicians’ 
Placement  Service  of  the  AMA,  New  York  State  ranks 
number  one  in  desired  locations  sought  by  new  physi- 
cians. The  Physicians’  Placement  Bureau  of  MSSNY 
received  from  the  AMA  approximately  1,000  record 
cards  of  physicians  wishing  to  practice  in  New  York 
State.  In  addition  to  these,  183  physicians  contacted 
the  Bureau  directly. 

To  date,  the  following  statistics  show  a comparison 
of  the  number  of  physicians,  by  specialty,  who  regis- 
tered with  the  Bureau  during  1971  and  1972: 


Physicians  Opportunities 


Specialty 

1972 

1971 

Open 

Filled 

Allergy 

4 

6 

- 

- 

Anesthesiology 

26 

38 

5 

4 

Dermatology 
Ear,  Nose 

12 

18 

2 

2 

and  Throat 

20 

22 

4 

3 

Family  practice 
Industrial 

50 

57 

185 

25 

medicine 

Internal 

15 

21 

7 

6 

medicine 

286 

260 

14 

7 

Neurology 

24 

23 

1 

- 

Neurosurgery 

4 

5 

1 

1 

Obstetrics/ 

Gynecology 

65 

68 

9 

3 

Ophthamology 

49 

58 

4 

3 

Orthopedics 

50 

55 

1 

1 

Pathology 

60 

56 

1 

- 

Pediatrics 

101 

87 

45 

10 

Psychiatry 

39 

34 

2 

1 

Radiology 

49 

38 

2 

2 

Surgery 

264 

229 

8 

6 

Urology 

65 

68 

2 

1 

TOTALS 

1,183 

1,165 

293 

75 

Physicians  were 

placed  in 

the  following  areas 

; Bos- 

ton,  Brockport, 

Broome  County, 

Carthage, 

Cuba, 

Elmira,  Endicott, 

Geneva, 

Green, 

Hamilton, 

High- 

lands,  Hudson,  Lake  Placid, 

Little 

Falls,  Long  Lake. 

Margaretville,  Massena,  Medina,  Newark,  New  York 
City,  North  Tonawanda,  Owego,  Plattsburgh,  Port  Jer- 
vis, Potsdam,  Poughkeepsie,  Schenectady,  Star  Lake, 
Stephentown,  Suffolk  County,  Waverly,  Webster-Pen- 
field,  and  Wolcott. 

The  Physicians’  Placement  Opportunities  list  was 
revised  three  times  during  the  year  to  keep  it  up  to 
date.  The  current  list  contains  69  announcements  for 
a total  of  293  specialists  and  family  physicians  needed. 
A number  of  communities  have  banded  together  to 
build  small  medical  centers  and  are  recruiting  three  or 
four  physicians.  In  addition  to  the  list,  the  Bureau  has 
a number  of  unlisted  areas. 

Correspondence  continued  to  mount  and  some  form 
letters  were  drawn  up  to  cope  with  the  problem.  The 
list  and  a questionnaire  are  sent  to  all  M.D.’s  request- 
ing placement  and  another  type  of  questionnaire  is  sent 
to  areas  requesting  physicians. 

Mrs.  Evelyn  Clark  designed  a brochure  for  the  Bu- 
reau showing  services  rendered  by  the  Bureau.  This 
will  be  displayed  at  the  Convention  in  1973  and  subse- 
quently will  be  used  to  explain  the  services  to  physi- 
cians and  communities. 

During  the  1972  Convention,  more  than  200  physi- 
cians visited  the  special  booth  for  Physicians’  Place- 
ment. About  130  lists  were  distributed  and  most  of 
the  literature  was  taken — in  all,  more  than  500  pieces 
of  material  was  taken  from  the  booth  during  the  four- 
day  period. 

Scientific  Program — Convention.  Lists  of  section 
and  session  officers  for  the  1973  Convention  have  been 
compiled,  and  each  officer  notified  of  his  election  and/ 
or  appointment.  A brochure  of  duties  for  section  and 
session  officers  has  also  been  compiled  and  mailed  to 
each  officer. 

A meeting  of  the  Associate  Chairmen  for  the  Scien- 
tific Program  Committee  was  held,  at  which  time  the 
four  subjects  for  the  four  General  Sessions  were  estab- 
lished: acupuncture  (all  day  Sunday);  alcoholism, 

Monday  (arranged  by  MSSNY  Committee  on  Alcohol- 
ism); immunology,  Tuesday;  cardiology,  Wednesday. 
(This  program  will  be  part  of  an  all-day  Heart  Pro- 
gram. The  Section  on  Internal  Medicine  will  give  a 
heart  program  in  the  morning.  The  programs  will 
complement  each  other.) 

A meeting  of  the  Scientific  Program  Committee — 
chairmen  of  sections  and  sessions — was  held,  and  ten- 
tative programs  discussed.  Complete  programs  are 
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now  being  received  in  this  office  and  processed  for  pub- 
lication. 

Scientific  Exhibits.  Application  forms  were  sent  to 
a large  mailing  of  prospective  exhibitors.  At  this  time, 
about  20  applications  have  been  received.  This  is  far 
short  of  the  number  usually  sent  in  at  this  time.  It 
may  be  due  to  the  shortage  of  funds  in  universities, 
foundations,  and  pharmaceutical  firms  normally  avail- 
able for  scientific  exhibits. 

Another  large  mailing  is  being  readied  to  the  winners 
of  the  AMA  Scientific  Exhibit  Awards,  hoping  that 
some  of  the  award  winners  may  be  willing  to  present 
their  material  at  our  1973  Convention. 

Scientific  Publications 

During  the  year,  the  New  York  State  Journal  of 
Medicine  has  continued  to  be  published  on  a bimonth- 
ly basis.  Included  have  been  the  usual  Convention 
issue  and  the  official  minutes  of  the  House  of  Dele- 
gates. All  of  this  material,  as  well  as  the  scientific  arti- 
cles, has  been  indexed  in  the  two  semiannual  indices. 

This  year  has  witnessed  the  first  change  in  editors  of 
the  Journal  in  the  last  ten  years.  William  Hammond, 
M.D.,  contributed  considerably  to  the  development  of 
its  present  stature.  Alfred  A.  Angrist,  M.D.,  succeeds 
him  and  will  maintain  the  standards  achieved  by  Dr. 
Hammond. 

There  have  been  some  other  staff  changes.  The  loss 
of  Mary  Politano  has  been  a most  serious  one.  We 
have  been  fortunate  in  obtaining  a replacement,  and 
there  is  every  promise  that  she  will  fit  into  the  overall 
organization  and  make  an  important  contribution. 

As  of  the  date  of  this  report,  a total  of  460  manu- 
scripts have  been  submitted,  of  which  129  have  been 
accepted,  74  rejected  and  97  have  been  referred  to  con- 
sultants. A total  of  1,674  editorial  pages  were  pub- 
lished. The  remainder  of  articles  submitted  have  been 
returned  for  changes,  or  are  still  under  consideration. 

The  Journal  is  attracting  an  increased  number  of 
manuscripts  for  consideration.  A very  large  backlog  of 
material  awaiting  printing  has  accumulated.  There- 
fore, due  consideration  must  be  given  to  a more  careful 
selection;  and  we  regret  to  note  that  a larger  number  of 
manuscripts,  particularly  case  reports,  are  now  being 
rejected. 

The  survey  conducted  as  to  acceptance  of  the  Jour- 
nal by  subscribers  and  members  has  been  most  helpful; 
and  the  statistical  analysis  was  published  in  full  in  the 
February  1,  1972,  issue  of  the  Journal.  In  general, 
great  satisfaction  is  to  be  derived  from  the  overall  com- 
ments and  performance. 

The  annual  dinner  for  the  Editorial  Board  will  be 
held  this  year  on  December  18th;  and  it  will  offer  an 
opportunity  for  the  new  Editor  to  become  better  ac- 
quainted with  those  stalwarts,  the  perennial  members 
of  the  Board,  who  have  contributed  so  much  to  the 
Journal  in  the  past,  and  are  continuing  to  do  so. 

Medical  Services 

Our  major  activity  has  been  workmen’s  compensa- 
tion fee  negotiations.  These  have  been  arduous  and 
required  an  enormous  amount  of  effort.  Numerous  ob- 
stacles and  delays,  not  of  our  doing,  had  to  be  sur- 
mounted. We  pruned  the  California  Relative  Value 
Scale  and  then  met  with  physician  representatives  of 
the  insurance  carriers  and  the  Workmen’s  Compensa- 
tion Board  to  arrive  at  a consensus.  This  curtailed 
listing  was  then  presented  to  the  carriers  both  by  re- 


port and  at  three  all-day  meetings.  Four  days  were 
spent  in  the  offices  of  three  different  insurance  carriers, 
reviewing  about  450  files  and  abstracting  data  for  com- 
prehensive study  necessary  to  indicate  the  probable 
cost  effect  of  changing  from  the  old  type  workmen’s 
compensation  fee  schedule  to  a relative  value  scale 
schedule.  Three-hundred  and  seventy-six  files  were 
analyzed  in  detail,  and  comparative  analyses  devel- 
oped. The  latter  were  then  submitted  to  the  statisti- 
cians of  the  New  York  State  Department  of  Health  and 
proved  valid.  These  studies  formed  the  basis  for  nego- 
tiating our  request  for  an  increase  in  fees. 

Meetings  were  also  held  with  representatives  of  the 
various  specialty  groups  to  adjust  procedural  terminol- 
ogy suitable  to  the  Workmen’s  Compensation  Program. 

As  of  now,  the  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  of  the  Workmen’s 
Compensation  Board  has  not  yet  agreed  on  the  amount 
of  fee  increase  to  be  submitted  to  the  Chairman  of  the 
Workmen’s  Compensation  Board  for  promulgation.  A 
detailed  supporting  paper  drawn  from  a number  of 
sources,  particularly  the  Bureau  of  Labor  Statistics, 
was  presented  to  justify  our  request  for  an  overall  in- 
crease of  15  per  cent. 

The  Wage  and  Price  Commission  rulings  played  a 
major  role  in  the  above  negotiations  and  required  con- 
siderable research  and  reading  of  the  regulations  and 
on-going  interpretations.  We  corresponded  with  the 
California  and  Florida  State  Medical  Associations  in 
this  regard.  Numerous  meetings  were  held  with  the 
staff  personnel  of  the  Workmen’s  Compensation  Board 
in  regard  to  both  the  above  negotiations  and  the  prob- 
lems referred  to  our  Division  by  our  members. 

Attending  arbitration  meetings  has  been  very  re- 
warding. Though  not  a voting  member,  the  director’s 
opinions  have  been  welcomed.  He  has  had  the  oppor- 
tunity to  both  protect  the  interests  of  our  physicians 
and  to  correct  misunderstandings.  Problem  areas 
noted  in  the  course  of  such  meetings  are  brought  to  the 
attention  of  the  Council  Committee  on  Workmen’s 
Compensation. 

The  development  of  the  Medical  Society  of  the  State 
of  New  York’s  Relative  Value  Scale  has  continued,  but 
at  an  intermittent  pace  due  both  to  the  priority  of  the 
Workmen’s  Compensation  Board  negotiations  and  the 
delay  in  receiving  needed  material  from  the  involved 
specialty  groups.  However,  during  the  month  of  Au- 
gust, concentrated  effort  was  devoted  to  this  project 
and  we  are  now  in  the  final  stages.  Correspondence 
with  a number  of  other  state  medical  associations  has 
been  carried  on  and  tabulated  and  comparison  charts 
of  our  scale  with  theirs  prepared  for  analysis  and  study 
by  the  Interspecialty  and  Economics  Committees. 
This  has  also  required  considerable  correspondence 
and  meetings  with  representatives  of  the  involved 
groups. 

The  undertaking  of  the  study  of  Medical  Care  for  the 
Poor  by  the  Economics  Committee  necessitated  a good 
deal  of  background  reading  and  obtaining  and  distrib- 
uting pertinent  reference  material  to  the  members  of 
the  committee.  A meeting  with  groups  involved  with 
this  problem  area  has  been  arranged.  Contact  has 
been  established  with  the  Comprehensive  Health 
Agency  of  New  York  City  since  it  is  conducting  a study 
of  the  problems  involved  in  the  health  care  of  the  poor. 

There  has  been  an  increasing  number  of  written  and 
oral  complaints  by  our  members  in  regard  to  the  ad- 
ministrative interpretation  of  rulings  by  the  Medicare 
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fiscal  intermediaries.  Wherever  possible,  we  have  in- 
tervened directly  with  the  carriers.  The  problems  have 
also  been  brought  to  the  attention  of  the  Medical  Care 
Insurance  Committee. 

There  has  been  extensive  and  frequent  correspon- 
dence and  communication  with  the  United  Medical 
Service,  Inc.,  in  regard  to  the  UC-90  Plan.  The  direc- 
tor of  the  division  has  attended  a number  of  the  Board 
of  Directors  meetings  as  well  as  the  meeting  of  the  rep- 
resentatives from  the  seventeen  county  medical  so- 
cieties to  the  Reference  Committee  of  United  Medical 
Service,  Inc. 

A major  problem  has  been  the  dispute  between  the 
Medical  Society  of  the  County  of  Erie  and  Blue  Shield 
of  Western  New  York.  Efforts  to  arrive  at  a satisfacto- 
ry solution  entailed  a good  many  discussions  and  meet- 
ings, but  were  not  fruitful. 

The  Interspecialty  Committee  meetings  have  been 
more  frequent,  not  only  because  of  the  Relative  Value 
Scale  studies  but  also  because  of  increased  activity  in 
the  areas  of  Peer  Review  and  continuing  medical  edu- 
cation. The  latter  will  coordinate  with  the  respective 
committee  of  the  Medical  Society  of  the  State  of  New 
York. 

Several  articles  have  been  solicited,  edited,  and 
printed  in  our  New  York  State  Journal  of  Medicine  on 
the  subject  of  Workmen’s  Compensation.  Also  articles 
on  the  Occupational  Safety  and  Health  Act  and  others 
on  Workmen’s  Compensation  are  in  process  of  prepara- 
tion for  submission  to  the  Journal. 

The  Director  attended  the  AMA  Meeting  in  San 
Francisco.  Apart  from  the  scheduled  meetings,  he 
spent  a day  at  the  offices  of  the  California  Medical  As- 
sociation Socio-Economics  Bureau  and  came  away 
with  thoughts  for  several  projects  which  might  prove 
valuable  as  services  to  our  members. 

The  Director  attended  the  Society’s  meeting  with 
Senator  Tarky  Lombardi,  Jr.,  of  the  New  York  State 
Legislature  and  assisted  in  the  preparation  of  the  re- 
port of  the  conference.  He  has  both  sought  and  given 
advice  to  our  Division  of  Legislation,  regarding  prob- 
lems that  affect  both  divisions. 

Communications  with  members  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  both  by  correspondence 
and  by  telephone,  referring  to  problems  that  relate  to 
this  Division  have  been  heavy. 

Drafts  submitted  by  the  New  York  State  Depart- 
ment of  Insurance  for  implementation  of  the  Full  and 
Fair  Disclosure  Act  (re  health  insurance  policies)  were 
reviewed  and  comments  submitted. 

Lesiglation 

Albany  Operations.  For  the  first  time  in  many 
years,  the  Medical  Society  of  the  State  of  New  York 
had  staff  representation  in  the  halls  of  the  New  York 
State  Legislature,  through  the  activities  of  the  director 
of  the  Division  of  Legislation,  in  the  State  Capitol  dur- 
ing the  entire  1972  Session.  During  the  four  and  one- 
half  months  of  the  Session,  the  director  covered  all  of 
the  207  members  of  the  State  Legislature  (150  Assem- 
blymen; 57  Senators).  This  objective  was  achieved 
through  personal  contacts  with  the  legislators,  their 
secretaries,  legal  counsels,  and  aides  and  by  visits  to 
the  legislator’s  offices.  These  activities  were  very  well 
received  and  were  instrumental  in  gaining  recognition 
for  MSSNY  in  the  State  Capitol.  The  director  worked 
very  closely  with  our  legislative  counsel  in  Albany,  in 


the  preparation  of  MSSNY’s  position  statements  on 
pending  bills;  and  he  participated  in  the  presentation 
and  discussion  of  these  memoranda  with  members  of 
the  State  Legislature. 

A telephone  answering  service  was  set  up  in  Albany 
and  proved  to  be  a valuable  means  of  communication 
between  the  director  and  the  legislators,  their  staffs, 
county  medical  societies  and  individual  physicians. 

Capitol  News,  MSSNY  weekly  legislative  bulletin, 
kept  key  physicians  abreast  of  developments  con- 
cerning bills  pending  in  the  legislature.  Nineteen 
issues  were  published. 

Headquarters  Activities.  While  the  director  was 
working  in  Albany,  the  division’s  staff  successfully  car- 
ried on  their  new  and  numerous  functions  through 
daily  telephone  conferences  with  the  director.  The  fol- 
lowing were  among  their  principal  achievements: 

1.  A new  system  for  following  bills  pending  in  the 
State  Legislature  was  developed.  Some  1,300  bills 
were  reviewed,  their  progress  followed  and  their  con- 
tinuously changing  status  noted  by  the  assistant  to 
the  director  on  charts  prepared  and  updated  on  a 
day-to-day  basis. 

2.  Position  statements  on  bills  were  widely 
disseminated  through  the  mails  and  by  feature  arti- 
cles in  Capitol  News.  Seven  memoranda,  accompa- 
nied by  thirty-two  specific  position  statements  of 
MSSNY,  pertaining  to  approximately  75  bills,  in- 
cluding companion  bills,  were  sent  to  every  member 
of  the  New  York  State  Legislature.  This  extensive 
mailing  project  proved  to  be  a most  worthwhile  un- 
dertaking. For  the  first  time,  every  member  of  the 
State  Legislature  received,  in  writing,  the  position  of 
MSSNY  on  key  health  bills.  In  a crucial  debate  on 
the  Senate  Floor,  on  a major  health  bill,  reference 
was  made  to  one  of  MSSNY’s  statements  distributed 
through  this  system. 

3.  Copies  of  these  memos  and  position  state- 
ments were  distributed  by  the  director  to  all  county 
medical  society  legislation  chairmen,  presidents, 
secretaries  and  executive  secretaries,  MSSNY  Panel 
of  Liaison  Physicians  and  key  officers  of  the  Wom- 
an’s Auxiliary.  Mailing  details  were  capably  super- 
vised by  director’s  secretary. 

4.  Following  the  adjournment  of  the  State  Legis- 
lature, a special  report,  entitled  “ 1972  HEALTH 
LEGISLATION ” was  prepared  and  widely  distrib- 
uted, particularly  to  the  above  mentioned  mailing  list. 
This  attractive,  inexpensive  brochure  presented  a 
concise  report  on  health  bills  of  major  interest  to  the 
medical  profession,  which  had  been  acted  upon  dur- 
ing the  Session. 

5.  Articles  summarizing  the  legislative  activities 
during  the  Session  were  prepared  for  publication  in 
such  bulletins  as  “New  York  Medicine”  and  “New 
York  State  Association  of  the  Professions  Lesiglative 
Bulletin,”  as  well  as  for  “News  of  New  York.” 
Committee  Work.  The  Division  worked  with  sever- 
al MSSNY  committees  through  services  rendered  by 
the  assistant  to  the  director  and  the  clerical  assistant 
who  acted  as  secretary  to  the  various  groups.  This 
work  involved  preparation  for  meetings  through  the 
mailing  of  committee  notices,  announcing  the  meet- 
ings, assisting  the  chairman,  recording  the  actions 
taken  at  the  meetings,  preparing  reports  of  minutes 
and  distributing  them  to  committee  members.  The 
committees  for  which  these  staff  services  were  provided 
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included  the  House  Committee  on  Constitution  and 
Bylaws;  the  Ad  Hoc  Committee  to  Study  Professional 
Medical  Liability  Insurance  and  the  Council  Commit- 
tee on  Research  and  Planning.  In  keeping  with  past 
practice,  similar  services  were  rendered  to  the  Council 
Committees  on  State  and  Federal  Legislation. 

Legal  Memoranda.  Following  adjournment  of  the 
1972  Session  of  the  State  Legislature,  the  Division  de- 
voted much  time  to  legal  research  and  preparation  of 
legal  memoranda.  This  project  was  carried  on  by  the 
assistant  to  the  director  under  the  supervision  of  the 
director.  Some  of  these  memoranda  were  byproducts 
of  servicing  the  State  Medical  Society’s  committees. 
For  example,  one  memorandum  was  on  the  “Affect  of 
the  Not-For-Profit  Corporation  Law  on  the  Constitu- 
tion and  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York.”  As  a result  of  this  memorandum,  which 
was  submitted  to  legal  counsel  for  approval,  steps  will 
be  taken  by  MSSNY  to  bring  the  Constitution  and  By- 
laws and  other  phases  of  State  Medical  Society  activity 
into  conformity  with  the  existing  statutes. 

Memoranda  were  also  prepared  on  subjects  not  di- 
rectly related  to  State  Medical  Society  activities  but 
upon  request  from  county  medical  societies.  This  type 
of  work  included  preparation  of  a legal  memorandum 
on  the  subject  of  “Lay  Representation  on  County  Med- 
ical Society  Grievance  Committees.” 

Special  Assignments.  The  director  and  assistant  to 
the  director  carried  on  the  following  special  assign- 
ments: 

1.  Maintained  continuing  liaison  with  the  Senate 
Health  Committee,  headed  by  Senator  Tarky  Lom- 
bardi, Jr.,  in  regard  to  the  Senator’s  conferences  on 
control  of  hospital  costs.  This  project  included  par- 
ticipation in  meeting  held  on  August  7,  1972,  in  Al- 
bany, with  the  Senator,  his  staff  and  key  MSSNY  of- 
ficials; and  the  preparation  of  a statement  of 
MSSNY’s  position  at  the  meeting.  In  addition,  a 
detailed  statement  setting  forth  MSSNY’s  replies  to 
questions  asked  by  Senator  Lombardi  in  regard  to 
control  of  hospital  costs  was  prepared.  This  state- 
ment was  presented  at  the  Executive  Conference 
conducted  by  the  Senate  Health  Committee  in  New 
York  City,  September  15,  1972,  by  the  MSSNY  Pres- 
ident-Elect. 

2.  The  director  presented  MSSNY’s  views  on  leg- 
islation at  the  Legislation  Conference,  Board  of  Re- 
gents, State  of  New  York,  in  Albany  on  September 
12,  1972. 

3.  The  director  conferred  with  representatives  of 
the  pharmaceutical  industry  and  the  State  Health 
Department  in  regard  to  the  recently  enacted  statute 
providing  for  triplicate  prescriptions. 

4.  The  director  prepared  and  distributed  a 
memorandum  to  all  county  medical  society  legisla- 
tion chairmen,  presidents,  secretaries,  and  executive 
secretaries  urging  support  of  an  amendment  by  Sen- 
ator Peter  H.  Dominick  to  include  foundations  on  a 
parity  with  Health  Maintenance  Organizations  in 
Senator  Edward  M.  Kennedy’s  HMO  Bill  (S.3327). 

Participation — Meetings.  The  director  participat- 
ed in  numerous  conferences  and  meetings  throughout 
the  year.  Prominent  among  these  activities  were  the 
following,  in  which  the  director: 

1.  Conferred  with  Senator  Tarky  Lombardi,  Jr., 
Chairman,  Senate  Health  Committee,  in  his  Albany 
office,  in  regard  to  malpractice  problems.  William 


F.  Martin,  Esq.,  legal  counsel  and  members  of  the 
legislative  counsel  staff  participated. 

2.  Assisted  the  President-Elect  in  the  preparation 
and  presentation  of  testimony  at  public  hearing, 
New  York  City,  conducted  by  HEW  Advisory  Com- 
mission on  Medical  Malpractice,  February  26. 

3.  Discussed  MSSNY’s  legislation  program  at  a 
meeting  of  Monroe  County  Medical  Society  with  the 
local  state  legislators,  Rochester,  March  16. 

4.  Addressed  a meeting  of  Jefferson  County 
Medical  Society  with  the  local  Bar  Association  and 
Woman’s  Auxiliary,  Watertown,  March  21.  Topic 
was  “MSSNY’s  State  Legislation  Program  for  1972.” 

5.  Outlined  MSSNY’s  State  legislation  program 
at  meeting  of  Medical  Society  of  the  County  of 
Westchester  with  local  state  legislators,  Purchase, 
New  York,  April  7.  The  assistant  to  the  director 
also  participated. 

6.  Represented  the  Executive  Vice-President  at 
the  Conference  on  Family  Planning  in  New  York 
State,  DeWitt  Clinton  Hotel,  Albany,  April  17  and 
18. 

7.  Acted  as  MSSNY’s  representative  at  signing 
of  bills  by  the  Governor  at  his  Albany  and  New  York 
City  offices  on  three  occasions.  These  involved  the 
signing  of  the  newly  enacted  Minorts  Consent  Law; 
Home  Health  Care  Law;  and  Nursing  Definition 
Law. 

Research  Projects.  In  addition  to  supplying  infor- 
mation in  response  to  requests  received  as  part  of  rou- 
tine activities  of  the  Division,  several  special  projects 
requiring  time  and  research  were  undertaken  in  order 
to  provide  adequate  answers  to  the  requests  received. 
These  projects,  for  example,  involved  preparation  of 
in-depth  replies  to  requests  received  from  the  Nebras- 
ka State  Medical  Association  and  the  Tennessee  Medi- 
cal Association  concerning  New  York  law  and  regula- 
tions pertaining  to  a “Certificate  of  Need”  for  con- 
struction of  new  hospital  facilities  in  New  York  State. 
These  activities  also  included  compilation  of  materi- 
als regarding  provisions  of  the  Federal  Wage  and  Price 
Control  Law  and  regulations  which  pertain  to  the  prac- 
tice of  medicine. 

Public  Affairs. 

The  following  were  the  activities  of  this  Division  in 
March  and  April: 

The  Venereal  Disease  guidelines,  produced  by  the 
Committee  on  Preventive  Medicine,  were  distributed 
via  news  releases.  Stories  were  used  by  the  Associated 
Press  and  United  Press  International.  We  generated  a 
good  deal  of  press  throughout  the  state. 

We  participated  in  the  Public  Relations  Committee 
meeting.  It  was  at  this  conference  that  we  viewed  the 
Sony  video  tape  equipment  which  is  being  given  con- 
sideration for  use  at  our  area  conferences,  as  well  as  a 
modern  communication  vehicle. 

We  wrote  an  article  for  the  May  issue  of  the  News  of 
New  York  (quoting  our  President),  encouraging 
MSSNY  members  to  respond  to  the  AMA  membership 
survey. 

We  produced  letters,  in  cooperation  with  Max  N. 
Howard,  M.D.,  Director  of  Medical  Services,  which 
were  sent  to  Blue  Shield,  protesting  the  release  of  in- 
formation to  an  AP  correspondent,  and  suggesting  that 
we  should  develop  a method  whereby  “medicine”  could 
be  advised  of  anything  released  to  the  media. 
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We  wrote  to  the  AMA  requesting  a breakdown  of  the 
response  of  the  New  York  membership  to  their  survey. 

One  of  the  most  effective  and  important  public  rela- 
tions efforts  of  the  division  is  the  Medical  Society 
Health  Shows,  which  are  touring  the  State,  visiting  ju- 
nior and  senior  high  schools  and  college  campuses. 

As  indicated  by  the  letters,  schools  and  students  are 
appreciative  of  our  efforts.  We  are  creating  good  pub- 
lic and  professional  relations  benefits  through  newspa- 
pers, television,  and  radio.  We  are  continuing  to  refine 
and  improve  the  program.  We  are  doing  everything 
possible  to  find  a source  of  funds  so  that  we  can  con- 
tinue this  program  at  less  expense  to  the  State  Medical 
Society. 

In  May,  the  editor  of  News  of  New  York  resigned, 
effective  June  2.  Sylvia  Fung  Chin  was  designated 
acting  editor  and  assumed  her  responsibilities  during 
the  second  two  weeks  of  May. 

The  director  contacted  the  New  York  State  Jaycees, 
Inc.,  regarding  the  possibility  of  a joint  effort  for  the 
continued  education  of  high  school  students  regarding 
venereal  disease. 

The  manager  of  our  Department  of  Information 
worked  extensively  with  the  Student  AMA  on  their 
MECO  (summer  hospital  work)  project.  Final  results 
proved  that  it  was  worthwhile,  as  reports  from  physi- 
cians, hospitals,  and  students  involved  indicated  our 
efforts  were  greatly  appreciated. 

The  director  attended  the  Blue  Cross  Conference  for 
Providers,  in  Albany  on  June  6. 

He  continued  a series  of  meetings  for  the  production 
of  an  exhibit  which  graphically  shows  how  MSSNY 
serves  its  members.  This  exhibit  will  be  produced  for 
the  1973  annual  meeting. 

The  director  attended  the  AMA  convention  in  San 
Francisco  as  staff  assistant  to  the  delegation. 

During  June,  calls  and  letters  to  our  Department  of 
Information  on  the  subject  of  acupuncture  increased 
substantially  in  volume. 

In  July  the  assistant  director  attended  a press  re- 
ception for  Carl  A.  Hoffman,  M.D.,  President  of  the 
American  Medical  Association,  at  which  he  made  con- 
tact with  The  New  York  Times  and  Medical  Opinion 
Magazine.  At  this  reception,  he  was  asked  to  arrange 
a press  conference  for  Dr.  Hoffman  on  August  11,  on  the 
latter's  return  from  Europe. 

He  provided  a description  of  MSSNY’s  stand  on 
abortion  (and  a list  of  the  various  referral  methods 
used  by  county  medical  societies  in  New  York  City)  to 
the  Metropolitan  Better  Business  Bureau.  For  use  by 
the  continued  VD  education  project,  he  made  contact 
with  sports  and  music  celebrities  regarding  radio  and 
TV  spot  announcements  concerning  venereal  disease. 

The  manager  of  the  VD  Education  Exhibits  present- 
ed an  educational  presentation  on  VD  to  the  Odyssey 
House  management  and  communicants.  This  was 
given  publicity  in  local  newspapers. 

The  assistant  director  arranged  for  a staff  attorney  of 
Medical  Economics  magazine  and  AMA  Division  of 
Medical  Practice  Staff  members  to  participate  in  our 
projected  1972-73  area  conferences. 

The  director  met  with  the  Board  of  Directors  of  the 
New  York  State  Jaycees  on  August  7 in  Canastota.  On 
August  18,  he  made  a presentation  on  VD  at  the  annu- 
al convention  of  the  New  York  State  Jaycees  in  Bing- 
hamton. 

On  August  28-29,  he  was  a speaker  at  the  AMA 


Communications  Clinic  in  Chicago,  where  he  made  a 
presentation  on  MSSNY’s  VD-prevention  education 
program.  Several  requests  for  duplicate  materials 
have  been  received  from  other  states  and  counties  as  a 
result  of  this  clinic. 

The  assistant  director  arranged  a second  press  con- 
ference for  AMA  President,  Carl  A.  Hoffman,  M.D.,  at 
the  Waldorf-Astoria  on  August  11.  He  also  planned  a 
personal  interview  with  Dr.  Hoffman  for  Nancy  Hicks 
of  The  New  York  Times.  Among  members  of  the  16 
news  media  in  attendance,  were  the  New  York  Daily 
News,  the  Associated  Press,  the  New  York  Post  and 
The  New  York  Times.  The  Daily  News  and  The  New 
York  Times  each  ran  two-column  stories  on  Dr.  Hoff- 
man’s conference. 

The  manager  of  the  Department  of  Information  com- 
menced promotion  of  the  1972  Albion  0.  Bernstein, 
M.D.,  award  competition. 

Promotion  of  the  President’s  Conference  for  County 
Medical  Society  Presidents  was  begun  in  August.  The 
conference  was  held  at  State  Society  Headquarters  on 
September  26. 

Budget  and  Finance 

On  January  1,  1972,  the  Division  of  Budget  and  Fi- 
nance was  formed  with  a director  in  charge.  This  ac- 
tion was  taken  because  it  was  necessary  to  place  spe- 
cial emphasis  on  the  finances  of  the  State  Medical  So- 
ciety, due  to  the  ever-increasing  cost  of  doing  business, 
and  because  of  a rapidly  depleting  surplus. 

The  Division  of  Budget  and  Finance  works  closely 
with  the  accounting  department  (business  division), 
the  latter  being  responsible  for  receipt  and  band  depos- 
its of  all  State  Society  income,  payment  of  bills,  and 
recording  of  these  transactions  in  appropriate  account- 
ing books  and  ledgers.  The  Division  of  Budget  and 
Finance  then  analyzes  these  transactions,  and  prepares 
periodical  financial  statements  to  the  Council  and 
Board  of  Trustees. 

Also,  this  division  is  responsible  for  compiling  the 
initial  financial  data  to  be  used  in  preparation  of  the 
annual  budget  estimate^which,  before  submission  to 
the  Committee  on  Budget  and  Finance,  is  reviewed  by 
the  division  directors,  a special  executive  staff  commit- 
tee and  the  Executive  Vice-President.  The  budget  es- 
timate usually  is  ready  for  the  Council’s  approval  at 
the  November  meeting. 

In  addition  to  the  above,  the  Committee  on  Budget 
and  Finance  meets  regularly  every  three  months  to  re- 
view the  budgetary  experience  and  to  make  revisions,  if 
necessary. 

Business 

Advertising  Sales — Journal.  Gross  billings  for  the 
first  eight  months  of  1972  totalled  $172,706,  as  com- 
pared with  gross  billings  of  $193,274  for  the  same  peri- 
od in  1971,  a decrease  of  $20,568. 

There  have  been  a number  of  explanations  given  for 
this  decline.  An  important  one  is  that  many  pharma- 
ceutical houses  have  been  committing  their  advertising 
dollars  to  more  sophisticated  selling  tools  for  their  de- 
tailment,  i.e.,  films  and  other  visual  aids;  casette  tape 
recordings  to  aid  in  diagnosis  and  treatment  of  specific 
conditions;  as  well  as  independently  produced  books 
and  programmed  instruments.  The  companies  accord- 
ingly, have  cut  back  journal  advertising  to  a minimum 
in  order  to  pay  for  the  other  programs. 

Of  course,  the  decrease  in  advertising  revenue  has 
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not  been  confined  to  our  Journal.  The  independently 
produced  publication,  Medicare  Report  of  August  16, 
1972,  observed  the  following:  “AMA’s  14  publications 
taking  advertising  shellacking  for  first  six  months  1972. 
Dropped  from  $5.5  million  to  $4.5  million.  Biggest  los- 
ers, American  Medical  News,  General  Psychiatry  Ar- 
chives, each  off  40  per  cent.” 

Despite  the  various  reasons  given  for  the  lowered 
Journal  advertising  revenue,  we  are  not  satisfied  that 
they  are  the  only  ones  causing  the  drop  in  income.  We 
believe  that  it  would  be  an  over-simplification  of  the 
problem  to  allocate  all  the  responsibility  for  the  decline 
to  the  previously  mentioned  factors.  It  is  our  consid- 
ered judgment  that  we  have  not  been  receiving  the 
necessary  productivity  and  incentive  required  under 
our  present  system  of  soliciting  advertising  for  our 
Journal.  Therefore,  we  have  been  exploring  various 
proposals  to  retain  an  independent  agency  to  obtain 
the  advertising.  We  believe  that  there  can  be  consid- 
erable economies  realized  under  such  an  arrangement, 
since  it  will  no  longer  be  necessary  to  pay  for  fringe 
benefits  (medical  care  insurance,  social  security,  and  so 
forth)  and  the  business  expenses  of  our  present  adver- 
tising representatives,  in  addition  to  their  sales  com- 
missions. One  of  the  offers  is  to  sell  advertising  space 
in  our  Journal  as  part  of  a package  which  would  in- 
clude other  “key  medical  markets”  in  the  Midwest  and 
Far  West. 

There  will  be  more  details  of  this  proposed  new  ar- 
rangement at  a later  date. 

Advertising  Sales — Technical  Exhibits.  On  Au- 
gust 14,  1972,  the  prospectus  for  the  1973  annual  con- 
vention was  mailed  to  approximately  800  prospective 
exhibitors.  We  have  provided,  in  Albert  Hall  of  the 
Americana  Hotel,  a total  of  100  technical  exhibit 
spaces,  measuring  on  the  average  10’  X 8',  as  well  as 
three  table  spaces.  In  addition,  we  have  planned  for 
approximately  35  scientific  exhibit  spaces  immediately 
adjacent  to  the  technical  exhibit  area. 

At  the  time  of  the  preparation  of  this  report,  we  have 
on  hand  signed  applications  for  38  technical  exhibit 
spaces;  and  we  anticipate  that  the  majority  of  spaces 
will  be  contracted  for  by  the  opening  of  the  annual 
convention. 

Membership— Directory  Department.  Distribu- 
tion to  members  of  Volume  LIII.  of  the  Medical  Direc- 
tory of  New  York  State  began  in  November,  1971,  and 
was  substantially  completed  by  April,  1972. 

Individual  sales  of  the  Directory  to  non-members,  at 
a unit  cost  of  $30  per  copy,  amounted  to  $90,186.50,  as 
of  September.  There  is  a continuing  demand  for  the 
directory  from  many  sources. 

We  are  in  the  early  stages  of  preparation  of  the  next 
edition  of  the  Directory  which  we  plan  to  publish  in 
the  Fall  of  1973.  A newly  designed  automated  bio- 
graphical and  professional  information  form  was 
mailed,  in  September,  to  all  doctors  of  medicine  li- 
censed in  New  York,  non-members  as  well  as  members. 
All  hospitals  throughout  the  state  have  been  requested 
to  submit  their  current  medical  staff  lists.  A procedure 
has  been  worked  out  with  the  hospitals  so  that  they 
advise  us  on  a regular  basis,  right  up  to  the  final  pub- 
lication deadline,  of  changes  in  their  staffs.  In  ad- 
dition, the  various  colleges  and  specialty  societies  have 
been  requested  to  supply  us  with  rosters  of  members 
practicing  in  New  York  State  so  that  our  records  are 
completely  accurate. 


Pointing  up  the  value  of  our  Directory  is  the  fact 
that  it  is  the  only  readily  available  authoritative  listing 
of  all  doctors  of  medicine  licensed  in  New  York  State. 
The  New  York  State  Education  Department,  alleged- 
ly for  reasons  of  economy,  has  discontinued  issuance  of 
the  Bulletin  of  Registered  Physicians  of  New  York 
State  and  has  no  plans  to  resume  publication  in  the 
foreseeable  future.  Also,  the  AMA  issued  its  American 
Medical  Directory  in  1969;  and  has  not  announced 
when  the  next  edition  will  be  published. 

The  Membership  Department’s  processing  of  dues  is 
current;  and  notices  have  been  sent  to  delinquent 
members  advising  them  that  they  have  been  dropped 
from  membership  for  non-payment  of  dues. 

We  have  contacted  all  component  county  medical  so- 
cieties requesting  information  for  inclusion  in  the  auto- 
mated CAPIS  (Central  Automated  Physicians  Informa- 
tion System)  dues  billing  procedures. 

Beginning  November  1,  1972,  the  American  Medical 
Association  will  assume  payment  of  the  membership 
record  area  services  supplied  to  us  by  Fisher-Stevens, 
Inc.,  under  the  CAPIS  program.  In  exchange  for  the 
payment  of  these  services  bV  the  American  Medical 
Association,  we  will  waive  the  1 per  cent  dues  collec- 
tion commission  which  has  been  provided  to  the  Soci- 
ety in  the  past  for  collecting  and  processing  AMA  dues. 
However,  the  Society  will  continue  to  pay  the  county 
medical  societies  the  one-half  per  cent  AMA  dues  col- 
lection commission  as  in  the  past.  The  savings  of  the 
Society  inherent  in  AMA  assuming  financial  re- 
sponsibility for  the  CAPIS  system  will  more  than 
cover  the  one-half  per  cent  commission. 

MISCELLANEOUS 

/.  We  must  remind  you  that  the  dues  for  1973 — by 
unanimous  vote  of  the  House  of  Delegates — are: 

Active  Membership  $100.00 

Junior  Membership  33.00 

In  response  to  a number  of  inquiries,  we  wish  to  call 
your  attention  to  the  following: 

The  Economic  Price  Stabilization  Department  of 
the  Internal  Revenue  Service  has  advised  us  that 
membership  dues  paid  to  non-profit  income  tax  ex- 
empt organizations,  such  as  the  Medical  Society  of 
the  State  of  New  York,  are  exempt  from  the  econom- 
ic controls  presently  in  effect  and  are  not  subject  to 
the  “price”  restrictions  imposed  on  wages,  fees,  com- 
modity prices,  etc. 


II.  Following  are  dues  of  the  various  State  Societies 
for  1973: 


Alabama 

$ 75.00 

Alaska 

200.00 

Arizona 

120.00 

Arkansas 

110.00 

California 

110.00 

Colorado 

130.00 

Connecticut 

70.00 

Delaware 

140.00 

District  of  Columbia 

145.00 

Florida 

75.00 

Georgia 

100.00 

Hawaii 

Idaho 

150.00 

Illinois 

130.00 

Indiana 

100.00 

Iowa 

150.00 
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Kansas 

100.00 

Kentucky 

130.00 

Louisiana 

85.00 

Maine 

100.00 

Maryland 

100.00 

Massachusetts 

85.00 

Michigan 

135.00 

Minnesota 

125.00 

Mississippi 

100.00 

Missouri 

75.00 

Montana 

120.00 

Nebraska 

100.00 

Nevada 

150.00 

New  Hampshire 

95.00 

New  Jersey 

60.00 

New  Mexico 

105.00 

New  York 

100.00 

North  Carolina 

95.00* 

North  Dakota 

150.00 

Ohio 

65.00 

Oklahoma 

100.00 

Oregon 

115.00 

Pennsylvania 

100.00 

Rhode  Island 

100.00 

South  Carolina 

75.00 

South  Dakota 

125.00 

Tennessee 

80.00 

Texas 

70.00 

Utah 

115.00 

Vermont 

80.00 

Virginia 

60.00 

Washington 

127.00 

West  Virginia 

100.00 

Wisconsin 

145.00 

Wyoming 

125.00 

III.  At  its  March  23, 

1972  meeting,  the  Council 

adopted,  as  a matter  of  policy,  a resolution  directing 
that  all  future  commission  and  committee  meetings  be 
held  at  our  Headquarters  Building,  420  Lakeville  Road, 
Lake  Success,  New  York  11040.  Meetings  may  be  held 
elsewhere  only  with  the  express  permission  of  the 
Council. 

IV.  Governor  Nelson  A.  Rockefeller  has  reappointed 
your  Executive  Vice-President  to  the  State  Hospital 
Review  and  Planning  Council. 

V.  We  have  received  the  following  communication 
from  William  F.  Martin,  Esq.,  our  counsel: 

I was  called  last  week  and  told  that  a number  of 
doctors  in  New  York  State  have  misgivings  about 
treating  minors  for  venereal  disease,  and  that  Doctor 
Fineberg  would  like  me  to  render  an  opinion  with 
reference  to  the  same. 

The  New  York  Public  Health  Law  spells  out  quite 
clearly  that  “Physicians  may  treat  minors  for  venere- 
al disease  without  consent  or  knowledge  of  parent  or 
guardian.’’ 

There  is  a very  thoughtful  article  entitled  “Minors’ 
Rights  to  Medical  Care,”  which  appears  in  a recent 
Symposium  entitled  Medical  Care  and  the  Law, 
published  in  the  Albany  Law  Review,  Volume  36, 
No.  3,  1972.  There  is  a good  deal  of  information 
about  the  treatment  of  minors  as  it  is  effected  by 
legislation  in  the  various  states.  On  the  particular 
subject  of  treatment  of  minors  without  parental  con- 

*Plus  $50  per  year  for  five  years  for  building 


sent  for  venereal  disease,  Harriet  F.  Pilpel  says,  and 
I quote,  “Of  the  statutes  designed  to  permit  treat- 
ment of  a specific  condition,  the  most  widely  adopt- 
ed are  the  venereal  disease  statutes.  Two  years  ago 
only  eight  states  specifically  provided  that  minors 
could  consent  to  medical  examination  and  treatment 
of  venereal  disease.  Today,  the  table  of  state  legis- 
lation shows  that  this  is  the  rule  in  at  least  44  states, 
including  New  York.  These  laws  were,  of  course,  en- 
acted to  stem  the  epidemic  of  communicable  venere- 
al diseases,  and  afford  a solution  to  the  problem  ot 
medical  care  only  in  that  area.” 

It  would  be  my  thought  that  a physician  could, 
with  the  utmost  safety  so  far  as  any  fear  of  legal  con- 
sequence is  concerned,  treat  a minor  without  paren- 
tal consent  as  provided  by  the  law.  However,  this 
does  not  mean  that  he  is  not  subject  to  the  rules 
which  effect  medical  treatment  for  any  condition,  to 
wit,  that  he  must  do  so  in  accordance  with  the  stan- 
dards of  proper  practice.  In  the  situation  we  are  dis- 
cussing, this  would  require  that  before  any  medica- 
tion is  administered,  questions  be  asked  of  the  pa- 
tient as  to  whether  or  not  he  or  she  has  had  any  pre- 
vious allergic  reaction  to  the  medication  which  is  in- 
tended to  be  given.  For  instance,  should  there  be  a 
well-accepted  tolerance  test  before  a specific  medica- 
tion is  given,  such  should  be  performed  on  any  pa- 
tient, whether  adult  or  minor.  Also,  if  following  the 
administration  of  the  medication,  an  untoward  reac- 
tion is  possible,  even  if  rare,  then  it  is  important  to 
keep  the  patient  in  the  office,  or  clinic,  or  hospital, 
long  enough  so  that  every  palliative  measure  can  be 
taken  to  reverse  shock.  If  antidotes  and/or  oxygen 
have  proven  to  be  useful  at  such  a time,  then  a phy- 
sician must  have  them  on  hand. 

VI.  It  has  come  to  our  attention  that  some  taxicab 
drivers  at  the  various  airports  have  refused  to  take  pas- 
sengers to  our  Headquarters  in  Lake  Success  or  have 
charged  exorbitant  fares  allegedly  because  it  is  just 
outside  the  limits  of  New  York  City  in  Nassau  County. 

We  have  just  learned  that  the  New  York  City  Taxi 
and  Limousine  Commission’s  rule  requiring  taxicab 
drivers  to  transport  passengers  to  destinations  outside 
the  city  has  recently  been  upheld  by  the  courts. 

The  rule  prohibits  drivers  on  duty  from  refusing  to 
take  passengers  to  Westchester  and  Nassau  Counties 
and  to  Newark  Airport  unless  they  have  been  working 
for  eight  hours  and  can  find  another  cab  to  make  the 
run. 

Rates  for  such  trips  are  fixed  at  twice  the  meter 
charge,  plus  all  bridge,  tunnel  and  ferry  tolls  to  and 
from  the  destination. 

As  a practical  matter,  we  suggest  to  our  members 
that,  if  they  do  not  find  it  convenient  to  take  the  Long 
Island-Airport  Limousine  Service  Corporation  cars 
from  the  various  airports — which  will  drop  you  right  at 
our  building — that  they  request  the  cab  driver  to  drive 
them  to  Long  Island  Jewish  Medical  Center,  270-05 
76th  Avenue.  The  Medical  Center  lies  largely  within 
the  Borough  of  Queens,  New  York  City,  and  thus  only 
the  fare  actually  shown  on  the  meter  has  to  be  paid.  It 
is  less  than  a five-minute  walk  from  the  Medical  Cen- 
ter to  our  Headquarters  Building. 

For  those  members  wishing  to  come  to  Headquarters 
by  train  from  midtown  Manhattan,  we  suggest  that 
they  take  the  Port  Washington  branch  of  the  Long 
Island  Railroad  from  Pennsylvania  Station  to  Great 
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Neck.  The  train  trip  takes  between  twenty-five  (25) 
and  thirty-five  (35)  minutes  and  there  is  an  approxi- 
mately ten-minute  taxicab  ride  from  the  railroad  sta- 
tion to  our  Building. 

VII.  I know  that  you  will  be  interested  in  the  fol- 
lowing article  which  appeared  in  California  Medical 
Association  News  (August  1972): 

A CMA  NEWS  SPECIAL  REPORT  ON  PHYSI- 
CIANS’ UNIONS:  WHAT  THEY  ARE  . . . RE- 
CENT DEVELOPMENTS  . . . LEGAL  ASPECTS. 

Last  November,  a letter  to  American  Medical  News 
from  a San  Francisco  physician  concluded  with  the 
statement:  “I,  for  one,  will  continue  to  treat  with- 

out charge  my  share  of  those  who  need  my  services 
and  cannot  pay,  to  teach  without  compensation  the 
next  generation  of  my  fellow  doctors,  and  to  be  the 
most  conscientious  doctor  that  circumstances  will 
allow.  But  I'm  for  trading  my  badge  of  virtue  for  a 
union  dues  book.” 

In  the  months  following  this  letter,  the  topic  of 
unions  for  physicians  has  been  a recurring  theme  in 
the  press.  An  article  in  Medical  World  News  offers 
one  explanation  of  why  some  physicians  are  now  in- 
terested in  unionization.  “In  the  seven  years  since 
the  AMA  lost  its  fight  against  Medicare,  doctors  who 
felt  convinced  that  economic  and  political  pressures 
on  private  practice  would  sooner  or  later  become  un- 
bearable have  groped  for  ways  to  organize  and  con- 
front third  parties  with  collective  strength.” 

There  is  no  doubt  that  physicians  in  various  parts 
of  the  country  are  seeking  ways  and  means  to  bolster 
their  ability  to  resist  unwanted  government  en- 
croachments. There  is  also  no  doubt  that  the  suc- 
cess of  trade  union  members  in  improving  their 
working  conditions  and  wages  through  collective  bar- 
gaining poses  an  attractive  thought  to  physicians 
seeking  an  “escape”  from  political  domination.  A 
sampling  of  the  articles  in  the  press  on  this  subject 
reveals  a growing  list  of  organizations  entering  this 
field.  The  April  3 issue  of  American  Medical  News 
reports  that  30  Las  Vegas  physicians  have  formed  the 
nation’s  first  labor-affiliated  union  of  physicians  in 
private  practice:  the  Nevada  Physicians  Union 

Local  676  of  the  Service  Employees  International 
Union,  AFL-CIO.  A recent  edition  of  the  San  Fran- 
cisco Chronicle  notes  that  some  200  Bay  Area  physi- 
cians attended  the  first  meeting  of  the  Union  of 
American  Physicians  in  San  Francisco. 

The  Wall  Street  Journal  of  March  6 discusses  ef- 
forts by  interns  and  residents  in  California  and  Chi- 
cago to  form  unions,  noting  that  the  Chicago  group  is 
considering  affiliation  with  the  AFL-CIO’s  Amalga- 
mated Meat  Cutters  and  Butcher  Workmen  of  North 
America.  A nationally  chartered  organization  called 
the  American  Physician’s  Guild,  with  headquarters 
in  Florida  and  branches  in  five  states,  the  American 
Medical  News  reports,  is  urging  a nationwide  cam- 
paign to  have  physicians  form  “union-type”  associa- 
tions. The  April  14  issue  of  Medical  World  News 
features  an  article  titled  “Doctors’  New  Bag  Out 
West  is  Unionism”  and  adds  two  additional  organi- 
zations to  those  mentioned  above,  the  San  Antonio- 
based  American  Physicians  Union  and  the  Massa- 
chusetts Federation  of  Physicians. 

Taken  together,  these  and  similar  articles  raise 
fundamental  questions  for  the  medical  profession. 


They  also  present  the  reader  with  a veritable  jungle 
of  conflicting  information  and  opinions.  As  a result, 
CMA  feels  that  a thorough  and  factual  examination 
of  the  physicians’  union  concept  is  called  for. 

What  exactly  is  a “union”?  With  all  the  recent 
discussion  of  unions  and  “union-type”  organizations 
for  physicians,  some  particularly  basic  questions  often 
have  been  overlooked:  Exactly  what  constitutes  a 

union?  Who  may  form  a union?  What  are  a union’s 
powers — both  in  regard  to  its  members  and  in  nego- 
tiating? In  the  United  States,  the  answers  to  these 
questions  have  been  spelled  out  in  legislation  and 
legal  decisions  over  the  years. 

In  law,  a “union”  or  “trade  union”  is  an  associa- 
tion of  (1)  employees  having  a common  employer;  or 
(2)  employees  whose  employers  are  engaged  in  a 
common  industry;  or  (3)  employees  whose  employers 
hire  people  in  a specific  trade  or  occupation.  In 
each  instance,  the  relationship  of  employer-employee 
must  be  involved.  These  organizations  of  employees 
have  been  given  legal  recognition  to  permit  collective 
bargaining  for  the  purpose  of  improving  such  terms 
and  conditions  of  employment  as  wages,  working  en- 
vironment and  fringe  benefits. 

The  weapons  that  unions  have  to  enforce  their  bar- 
gaining demands  are  those  of  strike,  threat  of  strike, 
or  boycott.  In  connection  with  collective  bargaining 
for  improved  terms  of  employment,  the  law  sanctions 
strikes  and,  under  some  circumstances,  boycott. 
Certain  types  of  boycotts,  such  as  secondary  boy- 
cotts, are  illegal. 

What  are  a union’s  powers  in  regard  to  its  mem- 
bers? In  its  1959  decision  in  the  case  of  Chavex  vs. 
Sargent,  the  California  Supreme  Court  quoted  the 
following  statement  of  the  relationship  between  a 
union  and  its  members:  “First  a union  in  collective 

bargaining  acts  as  the  representative  of  every  worker 
within  the  bargaining  unit.  It  speaks  for  him,  makes 
choices  of  policies  which  vitally  affect  him,  and  ne- 
gotiates a contract  which  binds  him.  His  wages,  his 
seniority,  his  holidays,  and  even  his  retirement  are 
all  governed  by  this  contract  which  becomes  the 
basic  law  of  his  working  life.  The  union  in  bargain- 
ing helps  make  laws;  in  processing  grievances  acts  to 
enforce  those  laws;  and  in  settling  grievances  helps 
interpret  and  apply  those  laws.  It  is  the  worker  s 
economic  legislature,  policeman,  and  judge.  The 
union,  in  short,  is  the  worker’s  industrial  govern- 
ment. The  union’s  power  is  the  power  to  govern  the 
working  lives  of  those  for  whom  it  bargains,  and  like 
all  governing  power  should  be  exercised  democrati- 
cally.” 

As  this  decision  clearly  states,  a union  exercises  con- 
siderable power  over  the  lives  of  its  members.  Fur- 
thermore, the  courts  have  made  it  quite  clear  that 
members  are  committed  to  abide  by  union  policies, 
whether  they  agree  or  not.  A good  illustration  of 
this  is  the  case  of  Cecil  B.  de  Mille,  who  was  ousted 
from  a union  for  refusing  to  pay  a $1  levy  for  political 
activities.  As  a matter  of  principle,  de  Mille  fought 
the  case  all  the  way  to  the  Supreme  Court  and  lost. 

Within  the  narrow  framework  allowed  unions, 
these  organizations  of  employees  have  been  granted 
certain  exemptions  from  the  anti-trust  laws. 

What  do  these  legal  points  mean  for  physicians’ 
unions?  A recent  letter  to  physicians  calling  upon 
them  to  form  a “union”  states:  “It  has  been  argued 
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that  by  descending  into  the  arena  of  collective  bar- 
gaining we,  as  doctors  of  medicine,  will  lose  our 
mantle  of  professionalism.  We  have  only  to  look  to 
our  younger  colleagues  who,  in  spite  of  their  as-yet 
untarnished  idealism,  have  organized  and  won  a de- 
cent wage  for  interns  and  house  officers.” 

Elsewhere,  the  same  letter  states:  “Without  delv- 

ing too  deeply  into  the  laws  of  economics  it  is  easy  to 
see  that  the  physician  has  long  ceased  to  be  an  inde- 
pendent entrepreneur  and  has  in  fact  become  an  em- 
ployee, either  of  insurance  companies  or  of  the  gov- 
ernment.” 

These  statements  raise  a significant  legal  point 
and  one  basic  to  any  discussion  of  physicians’  unions. 
That  is  a clear  distinction  exists — as  far  as  labor  law 
is  concerned — between  physicians  who  are  employees 
and  private-practice  physicians  who  are  self-em- 
ployed. 

For  the  purposes  of  clarification,  “employer” 
might  be  defined  generally  as  one  who  engages  the 
services  of  another  person  or  persons  for  wages  or  sal- 
ary, “employee”  as  one  who  works  for  wages  or  salary 
in  the  service  of  an  employer  and  “employer-em- 
ployee relationship”  as  the  basis  under  which  the 
employer  compensates  the  employee  for  his  work. 
Physicians  who  are  truly  employees  usually  work  for 
wages  or  salaries.  Their  time  is  not  their  own.  By 
the  terms  of  their  employment,  they  are  required  to 
perform  the  employer’s  work  during  specified  hours. 
While  so  engaged,  these  physicians  are  furthering  the 
business  of  their  employer. 

Physicians  who  are  compensated  on  a salaried 
basis  may,  like  any  other  employees,  form  a union 
for  the  purpose  of  dealing  with  their  employers. 
Several  examples  may  be  cited  of  existing  unions 
which  represent  physicians  employed  by  hospitals  or 
by  such  industries  as  the  railroads.  When  this  type 
of  group  negotiates  for  wages,  it  is  called  collective 
bargaining,  is  exempted  from  anti-trust  action  and  is 
legal. 

However,  the  great  majority  of  practicing  physi- 
cians are  defined  as  “self-employed”  under  the  law. 
Deriving  their  income  on  a fee-for-service  or  capita- 
tion basis,  they  are  independent  contractors  and  as 
such  are  subject  to  anti-trust  laws.  The  Clayton 
Act,  for  example,  grants  statutory  immunities  to 
unions  of  employees  but  does  not  exempt  non-em- 
ployee organizations.  If  a non-employee  organiza- 
tion negotiates  as  a group  for  payment,  it  is  called 
price  fixing  and  that  is  illegal. 

Moreover,  attorneys  who  have  studied  the  question 
point  out  numerous  legal  decisions  in  which  groups 
of  essentially  self-employed  individuals  were  denied 
the  immunities  of  union  members.  In  one  such  case, 
in  refusing  to  characterize  the  litigants  as 
“employees,”  the  U.S.  Supreme  Court  pointed  out 
that  “.  . . their  desire  is  to  continue  to  operate  as  in- 
dependent businessmen,  free  from  such  controls  as 
. the  employer  might  exercise.” 

The  U.S.  Supreme  Court  has  made  a similar  ob- 
servation regarding  a physicians’  organization — in 
this  case  the  American  Medical  Association.  The 
Court  clearly  distinguishes  the  physician  members  of 
AMA  from  “employees”  and  therefore  rules  them 
subject  to  Federal  anti-trust  laws: 

“In  truth,  the  petitioners  represented  physicians 
who  desired  that  they  and  all  others  should  practice 


independently  on  a fee-for-service  basis  where  what- 
ever arrangement  for  payment  each  had  was  a mat- 
ter that  lay  between  him  and  his  patient  in  each  in- 
dividual case  of  service  or  treatment.  The  petition- 
ers were  not  an  association  of  employees  in  any  prop- 
er sense  of  the  term.  They  were  an  association  of  in- 
dividual practitioners  each  exercising  his  calling  as 
an  independent  unit.” 

The  president  of  one  “physicians’  guild”  is  quoted 
by  Medical  World  News  as  saying  that  because  of 
the  legal  questions  involved,  his  organization  is  not 
calling  for  the  establishment  of  physicians’  “unions” 
as  such.  “We  are  pushing  for  an  organization  capa- 
ble of  action  in  concert  with  and  similar  to  the  oper- 
ation of  unions,”  he  said,  adding  that  there  is  no  rea- 
son why  physicians  cannot  form  associations  that  act 
like  unions  without  calling  themselves  unions. 

Here  again,  an  important  point  might  be  raised: 
attorneys  emphasize  that  the  particular  name  cho- 
sen by  such  an  organization  makes  no  difference.  It 
is  the  actions  an  organization  takes  that  determine 
whether  it  is,  in  fact,  a union. 

The  primary  weapons  in  the  arsenal  of  any  trade 
union  are  activities  which  would  quickly  embroil  any 
physicians’  organization — whatever  it  chooses  to  call 
itself — in  serious  legal  difficulties.  Both  criminal 
and  civil  prosecutions  are  possible  under  anti-trust 
laws.  Criminal  prosecutions  can  result  in  fines  or 
imprisonment.  Civil  suits  car  lead  to  the  award  of 
damages — even  treble  damages — and  highly  restric- 
tive injunctions.  Furthermore,  certain  acts  are  held 
to  be  per  se  violations.  Boycotting  and  pricefixing, 
essential  tools  for  any  trade  union,  are  illegal  if 
undertaken  by  anyone  else.  Trade  union  members, 
for  example,  can  refuse  to  do  business  with  those  not 
meeting  union  terms.  A concerted  refusal  to  deal 
initiated  by  any  other  organization  is  a per  se  viola- 
tion of  anti-trust  laws. 

Other  questions  raised.  Faced  by  encroaching 
and  often  unfair  government  controls,  the  prospect  of 
collective  bargaining — a successful  tool  for  labor — 
naturally  seems  attractive  to  many  physicians. 
However,  today  collective  bargaining  through  any 
organized  effort  can  only  be  effective  if  the  bargain- 
ers are  willing — and  legally  able — to  utilize  the 
weapons  of  strike  or  boycott,  or  both.  Even  disre- 
garding legal  considerations  for  a moment,  several 
other  important  questions  are  raised  regarding  possi- 
ble collective  bargaining  by  physicians. 

First,  with  whom  would  a physicians’  union  bar- 
gain? For  any  group  of  employees,  the  answer  is 
simple:  with  the  employer.  But  generally,  physi- 

cians are  not  employees  except  to  the  extent  that 
their  patients  might  be  seen  as  their  “employers.  ” 

Would  they  bargain  with  government?  While  gov- 
ernment certainly  has  become  a major  factor  in  med- 
ical care,  the  private  sector  has  far  from  disappeared. 
Attempts  at  sweeping  negotiations  with  government 
could  easily  act  to  encourage  further  government  in- 
roads into  the  medical  care  field.  For  physicians  in 
private  practice,  there  seems  to  be  no  counterpart  to 
labor’s  “employer”  with  whom  a physicians’  union 
might  bargain. 

Next,  against  whom  would  a physicians’  union 
strike  (again  ignoring  legal  considerations  for  a mo- 
ment)? Against  patients?  Effective  collective  bar- 
gaining depends  on  muscle,  and  muscle  would  mean 
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disregarding  patient  welfare  to  one  degree  or  another. 
In  this  regard,  even  a strike  against  government, 
such  as  occurred  in  Quebec,  essentially  hurts  the 
public  rather  than  the  politicians. 

Obviously,  the  professional  and  ethical  consider- 
ations of  a strike  by  physicians  are  major  consider- 
ations. The  resort  to  striking — or  withholding  ser- 
vices or  “collective  non-practice”  or  any  other  euphe- 
mism for  striking — is  clearly  in  conflict  with  basic 
professional  concepts.  Certainly  the  majority  of 
physicians  recognize  the  public  responsibilities  of  the 
profession  and  would  find  a strike  unthinkable  ex- 
cept in  the  most  extreme  desperation. 

In  1970,  CMA’s  position  on  this  subject  was  clearly 
stated  by  its  House  of  Delegates:  “that  the  physi- 

cians of  California  have  one  major  responsibility  and 
duty:  the  provision  of  medical  care  of  the  highest 

quality  to  all  persons.  That  the  California  Medical 
Association  believes  that  abandonment  of  patients 
through  a concerted  denial  of  service  by  physicians 
(strike)  is  an  unacceptable  method  of  solving  prob- 
lems or  differences  . . . The  CMA  urges  that  methods 
be  sought  by  all  members  of  the  health  team,  includ- 
ing those  administrative  and  political  agencies  which 
use  the  services  of  health  workers,  to  achieve  their 
desired  objectives  in  an  equitable,  professional  man- 
ner, protective  of  the  health  of  all,  without  resorting 
to  denial  of  service.” 

Another  factor  in  unionization,  “deprofessionaliza- 
tion,” also  is  an  important  concern.  CMA  President 
Jean  F.  Crum  puts  it  this  way,  “From  my  view,  union- 
izing the  medical  profession  would  bring  with  it, 
in  addition  to  a great  many  other  disadvantages,  the 
important  deterrent  that  we  would  forever  forfeit  our 
professional  status  and  jeopardize  the  dignity  of  our 
profession.” 

What  effects  could  the  existence  of  a powerful 
“union”  of  physicians  produce  with  individual  pa- 
tients or  the  public  generally?  In  a democracy, 
every  effective  organization  must  recognize  that  pub- 
lic understanding  and  support  are  essential  if  its  ob- 
jectives are  to  be  achieved.  Even  discounting  the 
possibility  of  strikes  by  doctors,  there  might  well  be 
difficulty  in  avoiding  public  opposition  to  physicians 
who  band  together  for  purely  economic  reasons.  The 
importance  of  public  opinion  must  not  be  ignored. 

However  distasteful  it  might  be,  the  possibility  of 
a strike  can  never  be  totally  or  realistically  discount- 
ed for  any  organization  negotiating  for  economic 
goals.  What  would  be  the  financial  effect  for  a phy- 
sician and  his  family  of  a prolonged  strike?  Trade 
unions  use  the  instrument  of  a “strike  fund”  to  carry 
their  members  through  the  period  of  lost  income. 
However,  such  a concept  would  be  very  difficult  to 
apply  for  such  professionals  as  physicians. 

Another  point  is  the  effect  that  a physicians’  union 
ultimately  might  have  on  the  type  of  practice  preva- 
lent in  this  country.  Certainly  the  very  basis  of  the 
union  concept — negotiation  between  employer  and 
employee — would  seem  to  favor  modes  of  practice  in 
which  physicians  are  employees  and  to  discourage  in- 
dividual private  practice.  The  result  could  well  be  a 
radical  shift  in  type  of  practice. 

Legal  and  professional  considerations  in  a nut- 
shell. Unions  are  clearly  defined  under  law  and  op- 
erate within  a narrow  framework.  Employees  (salary 
or  wage  earners)  may  unite  to  bargain  collectively 


with  their  employers  for  improvement  in  the  terms 
or  conditions  of  their  employment.  In  all  cases,  the 
relationship  of  employer-employee  must  be  involved. 
It  should  also  be  noted  that  unions  legally  exercise 
considerable  power  over  their  memberships. 

Any  organization  whose  members  are  defined  as 
self-employed  does  not  fit  the  legal  definition  of  a 
union.  Therefore  such  an  organization,  whatever  it 
calls  itself,  is  not  allowed  the  special  statutory  im- 
munities granted  trade  unions  and  is  not  free  to  en- 
gage in  collective  bargaining.  This  is  not  to  say  that 
there  is  anything  illegal  in  the  formation  of  an  orga- 
nization for  physicians  in  private  practice  which  uses 
the  name  “union.”  However,  attorneys  point  out 
that  overwhelming  legal  problems  will  arise  if  the  or- 
ganization acts — or  even  threatens  to  act — like  a 
union.  In  addition,  the  matter  of  collective  bargain- 
ing raises  significant  professional  questions. 

In  short — because  of  the  numerous  legal  and  pro- 
fessional considerations — a physicians’  union  would 
be  limited  to  the  same  activities  presently  being 
done  by  organized  medicine.  Furthermore,  the  dan- 
ger exists  that  such  a unioK  would  suffer  from  many 
of  the  disadvantages  of  the  trade  union,  without  the 
advantages.  The  primary  responsibility  of  physi- 
cians remains  to  provide  medical  care  of  the  highest 
quality  to  all  persons. 

MEETINGS 

Since  our  last  report,  your  Executive  Vice-President 
has  participated  in  the  following  activities,  in  addition 
to  the  ordinary  routine  affairs: 

1.  A conference  of  the  AMA  Committee  on  Mem- 
bership Opinion  Poll,  in  Chicago,  Illinois,  on  February 
19. 

2.  Meeting  with  Senator  Tarky  Lombardi,  Jr.,  to 
discuss  the  malpractice  problem,  in  Albany,  on  March 
8. 

3.  A meeting  of  the  AMA  Committee  on  Quackery, 
in  Chicago,  on  March  10. 

4.  A meeting  of  the  New  York  State  Hospital  Re- 
view and  Planning  Council  in  New  York  City,  on 
March  16. 

5.  A conference  with  our  legislative  consultants,  in 
Albany,  on  March  17. 

6.  The  annual  dinner  of  the  New  York  State  Legis- 
lative Correspondents,  in  Albany,  on  April  18. 

7.  The  Sesquicentennial  Meeting  of  the  Medical 
Society  of  the  County  of  Kings,  in  Brooklyn,  on  March 
21. 

8.  A meeting  of  the  Suffolk  County  Medical  Soci- 
ety, in  Hauppauge,  on  March  22.  The  program  includ- 
ed a panel  discussion  of  “Problems  in  Drug  Abuse.” 

9.  A meeting  of  the  members  of  Districts  1,  2,  3 and 
9 of  the  Woman’s  Auxiliary,  in  Lake  Success  on  April 
12.  The  ladies  toured  the  building. 

10.  Meeting  on  legislation,  in  Albany,  on  April  13. 

11.  A dinner  honoring  Milton  Helpern,  M.D.,  in 
New  York,  on  April  14. 

12.  Conferences  of  the  Judicial  Council  of  the 
AMA,  in  Chicago,  on  April  15,  16. 

13.  Presidents’  Conference  for  officers  of  County 
Medical  Societies,  in  Syracuse,  on  April  19. 

14.  The  One-Hundred  and  Seventy-Fifth  Anniver- 
sary Banquet  and  Dance  of  the  Medical  Society  of  the 
County  of  Westchester,  in  Rye,  on  April  21. 

15.  The  13th  Annual  Convention  of  the  American 
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Association  of  Medical  Assistants  New  York  State  So- 
ciety, in  Plainview,  on  April  22.  Your  executive  Vice- 
President  was  the  toastmaster  at  the  banquet. 

16.  Twenty-Fourth  Annual  Convention  of  the  New 
York  State  Academy  of  Family  Physicians  at  the  Con- 
cord, on  May  7 to  11.  Your  Executive  Vice-President 
spoke  to  the  Congress  of  Delegates  on  May  7.  At  the 
banquet  honoring  the  retiring  president  on  May  10,  he 
was  awarded  the  Certificate  of  Meritorious  Service  by 
the  American  Academy  of  Family  Physicians. 

17.  The  St.  John’s  University  Annual  Alumni  Pro- 
gram for  Health  Professions,  in  Jamaica,  on  May  9. 

Paul  Dudley  White  discussed  “Sudden  Death — 50 
A.D.,  1705  and  1972.” 

18.  A meeting  of  the  Board  of  Directors  of  the  New 
York  Institute  for  Research  and  Development  in  Health 
Care,  Inc.,  in  Lake  Success  on  May  15. 

19.  A dinner,  honoring  the  retiring  medical  director 
of  Group  Health,  Inc.,  in  New  York  City,  on  May  17. 

20.  A conference  with  representatives  of  the  Hospi- 
tal and  Nursing  Associations,  in  Lake  Success,  on  May 
19. 

We  talked  about  physicians’  assistants, 

21.  A meeting  of  the  Steering  Committee  of  the 
New  York  State  Coalition  for  Family  Planning,  in  New 
York  City,  on  May  31. 

22.  A conference  with  Fisher-Stevens  in  Lake  Suc- 
cess on  June  6,  to  discuss  CAPIS  (Central  Automated 
Physicians  Information  System). 

23.  A meeting  of  The  New  York  State  Hospital  Re- 
view and  Planning  Council,  in  New  York  City,  on  June 
8. 

24.  A meeting  of  the  AMA  Membership  Opinion 
Poll  Committee,  in  Chicago,  on  June  10. 

25.  The  45th  Annual  Meeting  and  Dinner  of  the 
Queensboro  Tuberculosis  and  Respiratory  Disease  As- 
sociation, in  Queens  Village,  on  June  13th. 

Your  Executive  Vice-President  received  an  award  for 
services  on  the  Board  of  the  National  Tuberculosis  and 
Respiratory  Disease  Association  (18  years). 

26.  Annual  Convention  of  the  AMA,  in  San  Fran- 
cisco, June  16  to  22. 

27.  A reception  for  the  President  of  the  AMA,  in 
New  York  City,  on  July  6. 

Actually,  this  was  a press  conference. 

28.  A conference  with  “Bing”  Blasingame,  in  Lake 
Success,  on  July  13.  We  talked  about  insurance  pro- 
grams in  general. 

29.  A conference  with  the  Superintendent  of  Insur- 
ance, in  New  York  City,  on  July  19. 

We  explored  the  subject  of  group  professional  medi- 
cal liability  insurance. 

Also  present  were  our  President  and  representatives 
from  Wanvig  and  Employers  Mutual  of  Wausau. 

30.  An  executive  session  of  the  Board  of  Trustees, 
in  Lake  George,  July  21  and  22. 

31.  A conference  with  Senator  Tarky  Lombardi,  Jr., 
in  Albany,  on  August  7,  where  we  talked  about  “How 
Can  Hospital  Costs  Be  Curtailed  without  Cutting 
Down  on  Patient  Services?”  Doctors  Edward  Siegel, 
Thomas  F.  McCarthy,  Max  N.  Howard,  G.  Rehmi  Den- 
ton, John  H.  Carter,  Carl  Goldmark,  Jr.,  James  M. 
Blake,  Jason  K.  Moyer  and  Norton  M.  Luger,  and  our 
legal  and  legislative  representatives  also  attended. 


32.  A meeting  with  our  legislative  consultant,  in 
Albany,  on  August  14. 

33.  A conference  with  Edward  Annis,  M.D.,  past 
president  of  the  AMA,  in  Lake  Success,  on  August  21. 
He  talked  about  his  insurance  programs. 

34.  On  September  14,  we  met  with  United  Media 
Associates,  in  Lake  Success.  They  presented  a propos- 
al to  take  over  our  Journal  advertising.  When  in  prop- 
er form,  it  will  be  considered  by  the  Board  of  Trustees. 

35.  A meeting  with  Mr.  Robert  Kielt  of  the  Ameri- 
cana Hotel,  in  Lake  Success,  on  September  18.  We 
reviewed  our  plans  for  the  annual  convention  in  Febru- 
ary, 1973. 

36.  On  September  20,  in  New  York  City,  your  Pres- 
ident and  I visited  John  Knowles,  M.D.,  head  of  the 
Rockefeller  Foundation.  This  was  a “get-acquainted” 
session. 

37.  The  Twenty-Third  Annual  Meeting  of  the  Long 
Island  Academy  of  Odontology,  in  Valley  Stream,  on 
September  20.  Your  Executive  Vice-President  was  the 
guest  speaker.  Subject:  “Medical  and  Dental  Quack- 
ery.” 

38.  The  Annual  Convention  and  Scientific  Assem- 
bly of  the  American  Academy  of  Family  Physicians 
(25th  Anniversary)  in  New  York  City,  on  September 
23. 

39.  Meeting  of  the  New  York  Delegation  to  the 
AMA,  in  Lake  Success,  on  September  28. 

40.  Conference  with  Andrew  C.  Fleck,  Jr.,  M.D., 
Deputy  Commissioner  of  Health,  in  Lake  Success,  on 
October  5,  re  Chapter  246  Laws  of  1972,  which  amends 
the  Public  Health  Law  to  require  State,  County,  and 
Municipal  hospitals  to  keep  records  of  charges  made  by 
persons  other  than  the  hospital  for  services  provided  in 
the  hospital. 

41.  Another  meeting  with  Fisher-Stevens  to  renew 
contract  of  CAPIS,  which  is  being  taken  over  by  the 
AMA,  at  its  expense. 

42.  Twenty-fifth  Anniversary  of  Queens  Pediatric 
Society,  at  La  Guardia,  on  October  10. 

Harry  Bakwin,  M.D.,  Professor  of  Clinical  Pediatrics 
at  New  York  University,  spoke  on  “Pediatrics  in  Little 
Old  New  York.” 

43.  A meeting  with  officials  of  the  New  York  State 
Hospital  Association,  at  Lake  Success,  on  October  11. 

44.  Dinner  and  Meeting  at  the  Medical  Society  of 
the  County  of  Kings,  in  Brooklyn,  on  October  17. 

The  new  president  delivered  his  inaugural  address. 

45.  Meeting  of  the  Empire  State  Medical,  Scientif- 
ic and  Educational  Foundation,  in  Lake  Success,  on 
October  19. 

46.  Testimonial  dinner  to  John  Edward  Lowry, 
M.D.,  by  the  Queens  Clinical  Society,  in  Flushing,  on 
October  25. 

47.  Richmond  County  Medical  Society  Annual  Din- 
ner, in  Staten  Island,  on  October  28. 

ACKNOWLEDGMENT 

Again,  we  would  like  to  express  our  deep  gratitude  to 
everyone — physicians,  staff,  and  others — who  have 
been  of  inestimable  value  to  us  in  carrying  out  the  poli- 
cies, programs,  and  plans  of  MSSNY. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
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1973  HOUSE  OF  DELEGATES 


Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  and  Profes- 


sional Affairs  are  as  follows: 

Paul  M.  DeLuca,  M.D.,  Chairman  Broome 

John  H.  Carter,  M.D.  Albany 

Charles  N.  Aswad,  M.D.  Broome 

Norton  M.  Luger,  M.D.  Queens 


The  reports  of  the  committees  oh  State  and  federal 
legislation,  and  public  relations,  which  are  components 
of  the  Commission  on  Public  and  Professional  Affairs, 
concern  medical  society  activities  during  the  past  year 
which  have  gone  into  shaping  legislation,  and  the  main- 
taining of  effective  communication  with  the  public  and 
our  members. 

Of  note  was  the  assignment  of  a representative  in  Al- 
bany who  functions  when  the  State  legislature  is  in  ses- 
sion; also  the  filling  of  staff  appointments  in  the  Division 
of  Legislation.  This  ‘beefing  up’  of  legislative  resources 
has  measurably  increased  our  effectiveness  in  the  State 
Capitol  although,  as  reported  by  John  H.  Carter,  M.D., 
the  preoccupation  of  legislators  with  the  no-fault  insur- 
ance and  abortion  issues  drew  attention  from  other  mat- 
ters vitally  affecting  medicine.  Dr.  Carter’s  report  in- 
cludes a review  of  significant  health  legislation  of  the 
past  session. 

On  the  federal  front,  far-reaching  legislation,  some  of 
it  seeking  to  overhaul  drastically  the  terms  under  which 
health  services  are  delivered  to  the  nation,  is  inching 
closer  to  reality.  The  American  Medical  Association 
carries  the  burden  of  presenting  the  medical  profession’s 
opinion  on  Congressional  bills,  and  supplementing  this 
! our  State  Society  has  also  been  in  direct  communications 
' with  New  York  senators  and  representatives  to  reinforce 
the  national  viewpoint  on  those  numerous  occasions 
when  our  position  clearly  coincides  with  that  of  the 
American  Medical  Association. 

As  chairman  of  the  commission,  I ask  all  our  members 
to  impress  upon  their  colleagues  who  have  chosen  to 
discontinue  their  membership  in  the  AMA,  to  realistical- 
ly reappraise  the  numerous  and  valuable  services  per- 
formed by  this  organization,  not  the  least  of  which  is 
their  effective  lobby  in  Washington. 

The  truism  that  good  deeds  speak  for  themselves  was 
evident  in  respect  to  the  venereal  disease  prevention 
education  program  we  have  been  conducting  in  New 
York  State.  Our  efforts  in  the  high  schools  have  moti- 
vated numerous  young  people  to  seek  advice  and  treat- 
ment. The  program  has  received  the  enthusiastic  sup- 
port of  educators,  and  very  favorable  notice  in  the  press. 
This  effort  is  now  being  expanded.  MSSNY  is  training 
volunteers  of  the  New  York  State  Jaycees  organization, 
which  has  240  chapters,  in  the  use  of  our  audio-visual 
presentation.  This  multiplication  of  manpower  has  the 
I potential  for  reaching  many  more  junior  and  senior  high 
schools  in  many  more  communities.  There  are  1.8  mil- 


lion students  at  these  grade  levels.  The  Public  Rela- 
tions Committee  report  also  emphasizes  the  need  for 
physicians  to  report  cases  of  venereal  disease,  and  to 
update  their  knowledge  of  methods  of  diagnosis  and 
treatment. 

Position  papers  are  in  the  process  of  being  drawn  up 
by  various  committees.  These  will  make  available  to  the 
Department  of  Information  authorized  statements  con- 
cerning topics  most  frequently  inquired  about  by  the 
public,  physicians,  and  the  media.  This  effort  is  de- 
signed to  smooth  the  path  for  handling  such  inquiries 
and,  in  particular,  to  provide  answers  to  the  media  so 
that  they  do  not  seek  unauthorized  sources  of  informa- 
tion. These  papers  will  be  referred  to  the  Council  for 
approval  before  they  are  put  into  use. 

The  Public  Relations  Committee  recommended  that 
the  opinions  of  New  York  State  physicians  who  re- 
sponded to  the  1972  AMA  member  survey  be  obtained  so 
that  a comparison  could  be  made  with  national  opinion. 
This  enabled  our  State  Society  to  obtain  valuable  re- 
search on  important  issues. 

The  report  indicated,  among  other  things,  that  60.2 
per  cent  of  our  members  believe  the  AMA  is  not  doing 
enough  to  communicate  to  the  public.  The  committee 
reported  to  the  Council  that  the  attitudes  of  members 
toward  the  AMA’s  communications  efforts  may  by  infer- 
ence reflect  concern  with  State  Society  communications 
and  stated  that  this  area  will  receive  continuing  review 
by  the  committee. 

House  of  Delegates  Resolution  72-27,  Education  of 
Public  on  Effects  of  Escalating  Professional  Liability 
Costs  on  Ultimate  Cost  of  Health  Care,  was  referred  by 
the  Council  to  the  Public  Relations  Committee  for  ac- 
tion. After  lengthy  discussions  the  committee  recom- 
mended that  a subcommittee  maintain  liaison  with  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board  to  determine  what  exactly  could  be  done  to  fulfill 
the  intent  of  Resolution  72-27.  The  Council  referred 
this  to  President  Edward  Siegel,  M.D.,  for  his  considera- 
tion. After  studying  the  evidence  presented  to  him. 
Dr.  Siegel  offered  the  recommendation  that  action-  on 
this  resolution  be  withheld  until  a comprehensive  report 
being  prepared  by  the  AMA  is  issued.  In  this  way  the 
State  Society  can  benefit  by  AMA’s  extensive  research. 

I wish  to  acknowledge  the  dedicated  efforts  of  John  H. 
Carter,  M.D.,  Chairman  of  the  State  Legislation  Com- 
mittee; Charles  N.  Aswad,  M.D.,  Chairman  of  the  Fed- 
eral Legislation  Committee;  and  Norton  M.  Luger, 
M.D.,  Chairman  of  the  Public  Relations  Committee, 
who  have  done  so  much  to  benefit  the  State  Medical 
Society  during  the  past  year;  also  the  fine  support  of  the 
members  of  the  staff  who  have  had  the  responsibility  of 
implementing  these  efforts. 

Respectfully  submitted. 

Paul  M.  DeLuca , M.D. , Chairman 
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Federal  Legislation 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Federal  Legislation  are 


as  follows: 

Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Jacob  H.  Buchbinder,  M.D Putnam 

Robert  B.  Bryant,  M.D.  Onondaga 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D.  Allegany 

Joseph  R.  Fontanetta,  M.D Kings 

John  G.  Meagher,  M.D Suffolk 

George  M.  Saypol,  M.D.  New  York 

Ethan  L.  Welch,  M.D Monroe 


Your  committee  has  kept  a watchful  eye  on  bills  in- 
troduced into  the  Congress  since  the  last  session  of  the 
House.  During  1972,  the  committee  paid  particular 
attention  to  developments  in  regard  to  national  health 
insurance  and  health  maintenance  organizations  and 
considered  the  bills  set  forth  in  this  report  and  direc- 
tives of  the  House  at  its  last  session.  At  the  time  this 
report  is  being  prepared  in  late  September,  a meeting 
of  the  committee  is  planned  to  be  held  at  the  Country 
House  in  Syracuse  on  December  6,  the  day  before,  and 
in  preparation  for,  the  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives  slated  for 
December  7.  As  a result,  a supplementary  report  cov- 
ering this  meeting  and  the  conference  will  be  submit- 
ted to  the  House  in  February  1973. 

NATIONAL  HEALTH  INSURANCE— H.M.O. 

Of  particular  interest  to  your  committee  during  the 
year  were  the  proposals  in  Congress  concerning  nation- 
al health  insurance  legislation  and  health  maintenance 
organizations.  In  our  report  to  the  1972  session  of  the 
House  we  detailed  the  bills  then  pending  in  regard  to 
national  health  insurance  and  made  pertinent  com- 
ments. Since  that  time,  there  have  been  no  significant 
developments  towards  enactment  of  this  type  of  legis- 
lation. For  numerous  reasons,  including  the  fact  that 
there  were  several  bills  before  the  Congress  and  there 
were  many  complications  relative  thereto  as  well  as  the 
fact  that  the  national  elections  for  Congress  and  the 
President  were  to  take  place  in  1972,  no  action  had 
been  taken  at  the  time  this  report  is  being  written  in 
regard  to  any  of  the  bills  and  none  was  expected  during 
the  remainder  of  the  year. 

In  regard  to  HMO’s,  however,  there  were  some  sig- 
nificant developments.  Notable  among  these  proposals 
was  the  reporting  out  of  committee  by  the  Senate 
Labor  and  Public  Welfare  Committee  in  late  July  of 
S.3327,  the  Health  Maintenance  Organization  & Re- 
sources Development  Act  of  1972,  sponsored  by  Senator 
Edward  M.  Kennedy.  This  bill  would  amend  the  Pub- 
lic Health  Service  Act  to  provide  assistance  and  en- 
couragement for  the  establishment  and  expansion  of 
health  maintenance  organizations  and  health  care  re- 
sources, and  the  establishment  of  a commission  on 
quality  health  care  assurance  and  a national  institute 
of  health  care  delivery. 

Our  State  Medical  Society  took  two  specific  actions 
in  regard  to  this  bill.  Since  the  proposal  would  effec- 
tively deprive  medical  care  foundations  of  status  as  a 


health  care  delivery  system  and  Senator  Peter  H.  Dom- 
inick, Colorado,  introduced  an  amendment  to  the  mea- 
sure which  would  place  the  foundations  on  a parity 
with  HMO’s,  our  State  Medical  Society,  through  its 
Division  of  Legislation,  called  upon  all  county  medical 
society  legislation  chairmen,  presidents,  secretaries  and 
executive  secretaries,  to  send  telegrams  to  our  New 
Yqrk  State  Senators  James  L.  Buckley  and  Jacob  K. 
Javits,  urging  them  to  strongly  support  Senator  Dom- 
inick’s amendment. 

The  second  action  taken  by  our  State  Medical  Soci- 
ety was  a telegram  over  the  signature  of  our  Executive 
Vice-President,  Henry  I.  Fineberg,  M.D.,  to  both  Sena- 
tors Buckley  and  Javits,  asking  them  to  use  their  good 
offices  to  delay  floor  debate  on  S.3327  during  the  re- 
mainder of  the  1972  Congress.  The  request,  (urging 
such  delay),  had  been  made  by  the  American  Medical 
Association  to  our  State  Medical  Society.  The  major 
reason  for  postponement  was  that  the  proposal  repre- 
sented a massive  change  in  health  care  delivery  sys- 
tems and,  therefore,  required  additional  study  because 
of  many  far  ranging  implications.  Our  telegram  point- 
ed out  that  the  bill  carried  with  it  approximately  five 
billion  dollars  in  authorization,  with  over  four  billion 
alone  for  various  types  of  support  of  HMO  and  other 
similar  projects.  We  emphasized  the  fact  that  the  bill, 
in  effect,  was  a national  health  insurance  program  of 
care  for  the  poor  unjustifiably  limited  to  one  special 
health  delivery  system.  Your  chairman  is  pleased  to 
report  that  several  of  our  county  medical  societies  co- 
operated with  our  request  that  they  send  telegrams  to 
our  New  York  State  senators. 

BILLS  CONSIDERED 

In  keeping  with  the  established  policy  of  the  com- 
mittee, the  members  considered  bills  selected  by  the 
AMA  Council  on  Legislation  as  those  of  significant  im- 
portance to  the  medical  profession  and  the  public’s 
health.  The  committee  reviewed  the  recommendations 
of  the  AMA  Council  on  Legislation  concerning  the  fol- 
lowing bills  and  our  committee  took  the  actions  indi- 
cated hereafter  in  this  report. 

H.R.  14199 — Cabinet  Level  Department  of  Health. 
This  legislation  establishes  a separate  Department  of 
Health,  headed  by  a Secretary  of  Health,  which  would 
be  responsible  for  essentially  all  the  health  programs  in 
the  present  Department  of  Health,  Education,  and 
Welfare.  A Secretary,  Under  Secretary,  seven  Assis- 
tant Secretaries,  and  a Chief  Medical  Officer  would  act 
under  appointment  by  the  President,  with  consent  of 
the  Senate.  Titles  18,  19  and  5 of  the  Social  Security 
Act  would  be  transferred  to  this  department  insofar  as 
such  titles  relate  to  the  provision  of  health  care  ser- 
vices. Certain  activities  of  the  Public  Health  Service 
would  be  exercised  by  the  Chief  Medical  Officer.  The 
Department  of  HEW  would  be  redesignated  Depart- 
ment of  Education  and  Welfare. 

Bearing  in  mind  the  long-standing  support  of  the 
AMA  for  a separate  Department  of  Health,  your  com- 
mittee supports  the  establishment  of  such  a separate 
department  and  endorses  the  bill  in  principle.  It  rec- 
ommends, however,  a modification  of  the  bill  to  require 
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that  the  Secretary  of  Health  and  the  Chief  Medical 
Officer  be  doctors  of  medicine,  and  that  the  limitation 
on  the  number  of  physician  members  to  be  permitted 
to  serve  on  the  National  Advisory  Commission  on 
Health  Planning  be  removed. 

S.  576 — Tax  Incentives  for  Practice  in  Shortage 
Areas.  This  bill  provides  incentives  to  encourage  phy- 
sicians to  practice  medicine  in  physician-shortage 
areas.  During  the  first  year,  the  physician  could  ex- 
clude from  his  gross  income  for  tax  purposes  up  to 
$20,000  of  income  derived  from  such  practice.  Up  to 
$15,000  could  be  excluded  in  the  second  year,  and 
$10,000,  $7,500  and  $5,000,  respectively  for  the  three 
years  following.  The  Secretary  of  HEW  would  certify 
shortage  areas. 

Your  committee  supports  financial  incentives  for 
practice  in  shortage  areas.  The  committee  questioned, 
however,  whether  the  downward  sliding  scale  of  ex- 
cludable income  would  be  effective  in  retaining  the 
practitioner  in  the  area  over  an  extended  period.  An 
upward  scale  might  be  more  effective.  Your  commit- 
tee recommends  support  in  principle  of  S.  576  but  not 
as  to  the  specifics  of  the  bill. 

H.R.  14140 — The  National  Health  Care  Services 
Reorganization  and  Financing  Act.  This  bill  would 
establish  an  Office  of  Health  Affairs  within  the  Depart- 
ment of  HEW,  to  administer  all  health  programs  of  the 
Department  of  HEW  and  also  the  national  health  in- 
surance program  established  under  the  bill.  It  would 
authorize  federal  grants  and  contracts  for  the  initial 
development  and  operation  of  health  care  corporations. 
Charges  made  by  a health  care  corporation  would  be 
made  at  rates  fixed  by  the  corporation  prospectively  for 
a 12-month  period  and  would  have  to  be  approved  by  a 
state  health  commission.  In  addition,  the  secretary 
would  be  given  direct  regulatory  authority  over  certain 
activities  under  this  program,  including  authority  to 
prescribe  standards  of  quality  and  safety  for  all  facili- 
ties and  services,  standards  relating  to  the  use  of  para- 
medical personnel,  and  standards  for  determination  of 
qualified  carriers. 

The  health  care  benefits  program  would  become  fully 
operative  five  years  after  enactment  with  phased 
changes  in  the  course  of  transition.  When  the  program 
became  fully  operative,  comprehensive  health  care 
benefits  would  supplant  Medicare  benefits.  Under  the 
bill  a chiropractor  would  be  included  within  the  defini- 
tion of  physician  and  would  be  entitled  to  payment  for 
services  rendered. 

The  committee  recommends  opposition  to  this  bill. 
Among  the  reasons  for  such  opposition  is  the  fact  that 
like  HMO’s,  the  health  care  corporations  would  be 
given  preferential  treatment  in  relation  to  other  forms 
of  delivery  because  of  the  extensive  federal  financial 
assistance  which  would  be  authorized;  the  bill  sets 
forth  a public  utility  type  of  approach  with  respect  to 
the  health  care  system,  placing  responsibility  in  corpo- 
rations and  rising  economic  pressures  to  force  physi- 
cians into  corporate  or  contract  practice  and  chiroprac- 
tors would  be  included. 

S.  3441 — Traineeship  Programs  for  Professional 
Public  Health  Personnel.  This  bill  extends  for  five 
years  the  program  under  the  Public  Health  Service  Act 
providing  for  traineeships  for  graduate  or  specialized 
training  in  public  health  for  physicians,  engineers, 
nurses,  and  other  professional  health  personnel.  It  also 


extends  the  authority  to  provide  project  grants  to 
schools  of  public  health  for  the  purpose  of  strengthen- 
ing or  expanding  their  public  health  teaching  programs 
and  grants  to  schools  to  provide  assistance  for  compre- 
hensive training  and  technical  assistance  in  the  field  of 
public  health. 

Your  committee  recommends  that  this  bill,  since  it 
seems  to  provide  favorable  provisions,  should  be  sup- 
ported provided  that  it  is  amended  to  extend  these 
programs  for  three  years  rather  than  for  five  years  as 
provided  in  the  bill. 

S.J.  Res.  75 — National  Advisory  Commission  on 
Health  Science  and  Society.  This  resolution  autho- 
rizes a fifteen-member  Presidential  National  Advi- 
sory Commission  on  Health  Science  and  Society.  The 
commission  would  undertake  a comprehensive  investi- 
gation and  study  of  the  ethical,  social,  and  legal  implica- 
tions of  advances  in  biomedical  research  and  technology. 
The  Commission  would  send  to  the  President  and  Con- 
gress interim  reports  and,  not  later  than  two  years  after 
its  first  meeting,  would  submit  its  final  report  containing 
the  findings  and  conclusions  of  the  commission  as  well 
as  its  recommendations  for  action  by  private  and  pub- 
lic bodies  and  such  legislation  as  they  deemed  to  be 
needed. 

Since  the  committee  was  advised  that  the  National 
Advisory  Commission  on  Health  Science  and  Society 
would  not  duplicate  the  National  Institute  of  Medicine 
and  feeling  that  a comprehensive  study  as  envisioned  in 
the  resolution  would  be  beneficial,  the  committee  rec- 
ommends support  of  S.J.  Res.  75. 

S.  3329 — National  Institute  of  Health  Care  Deliv- 
ery Act.  This  bill  would  establish,  within  the  Depart- 
ment of  HEW,  a National  Institute  of  Health  Care  De- 
livery to  be  headed  by  a director  appointed  by  the 
President.  The  institute  would  take  over  the  National 
Center  for  Health  Services  Research  and  Development 
and  would  be  the  principal  government  agency  for  im- 
provement of  health  care  in  the  United  States.  It 
would  initiate  and  support  studies,  research,  experi- 
ments, and  evaluation  of  delivery  systems  in  such  areas 
as  coordination  of  public  and  private  systems  as  well  as 
federal,  state,  and  local  systems,  preventive  medicine 
especially  for  preschool  children,  emergency  services, 
home  care  for  the  elderly  and  the  handicapped,  the  li- 
censing and  utilization  of  physician’s  assistants,  costs, 
studies,  and  accounting  methods,  health  education 
programs  for  health  professionals  and  the  public,  and 
the  federal  health  programs  including  maternal  and 
child  welfare,  Medicare  and  Medicaid. 

The  term  “health  care  delivery”  would  include  all 
aspects  of  organizing,  financing,  and  delivering  direct 
health  care  delivery  to  individuals,  families,  and 
groups  for  the  prevention,  cure,  rehabilitation,  mainte- 
nance of  function,  and  related  health  services  essential 
to  good  health.  The  bill  also  establishes  a 21-member 
National  Advisory  Council  on  Health  Care  Delivery. 

The  committee  recommends  opposition  to  this  bill. 
There  are  many  questions  concerning  its  advisability, 
practicability  and  methodology.  The  purposes  and  in- 
tent of  this  legislation  can  be  better  carried  out  in  a 
coordinated  department  of  health. 

S.  3327 — Health  Maintenance  Organization  and 
Resources  Development  Act.  The  bill  provides  for  the 
nationwide  establishment  of  “health  maintenance  or- 
ganizations” through  the  use  of  grants,  loans,  and 
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subsidies.  In  addition,  it  contains  several  other  major 
proposals  regarding  the  financing,  structuring  and  re- 
view of  health  care  delivery  systems.  While  establish- 
ing health  maintenance  organizations  in  urban  areas,  it 
would  establish  a new  institution  characterized  as  a 
“health  service  organization,”  or  HSO,  for  rural  areas. 
The  HMO’s  would  assume  responsibility  for  providing 
comprehensive  health  services  to  all  enrollees.  These 
services  would  be  provided  “without  limitation  as  to 
time  or  cost.”  No  more  than  50  per  cent  of  an  HMO’s 
enrollees  could  be  from  a medically  underserved  area. 
HSO's  on  the  other  hand,  would  provide  directly  or 
indirectly  comprehensive  health  services  according  to 
the  ability  of  the  organization  as  determined  by  the 
Secretary. 

In  another  title,  the  bill  would  authorize  grants  for 
the  development  and  construction  of  “area  health  edu- 
cation and  service  centers”  to  be  affiliated  with  univer- 
sity health  centers.  These  institutions  are  intended  to 
(1)  promote  communication  between  health  education 
and  service  centers  and  HSO’s;  (2)  provide  for  continu- 
ing education  of  health  care  providers;  (3)  provide  for 
clinical  experience  in  a non-metropolitan  setting  for 
students  from  university  health  centers;  and  (4)  en- 
courage the  utilization  of  regional  medical  programs 
where  such  programs  exist. 

In  order  to  monitor  health  care  on  a nationwide 
basis,  a five-member  Commission  on  Quality  Health 
Care  would  be  created  as  an  independent  agency  with- 
in the  executive  branch  of  the  government.  The  com- 
mission would  conduct  investigations  and  studies  and 
thereupon  establish  “appropriate  quality  health  care 
standards.”  The  commission  would  further  prescribe 
quality  control  systems  for  HMO’s,  HSO’s  and  other 
providers  subject  to  the  Act.  Providers  would  receive 
certificates  of  compliance  from  the  commission  and 
these  certificates  could  be  revoked  or  suspended  should 
the  provider  be  found  to  be  violating  the  standards  de- 
veloped by  the  commission.  The  commission  would 
also  enforce  a detailed  system  of  disclosure  require- 
ments. Every  plan  subject  to  the  act  would  be  re- 
quired to  describe,  “in  a manner  calculated  to  be  un- 
derstood by  the  average  enrollee,”  its  fees,  benefits, 
hours  of  operation  and  other  elements  of  service. 

The  commission  would  be  empowered  to  establish  a 
system  of  federal  malpractice  insurance.  This  insur- 
ance would  be  applicable  only  when  the  providers  pos- 
sess certificates  of  compliance  together  with  valid 
agreements  with  their  patients  to  submit  all  malprac- 
tice claims  to  binding  arbitration.  The  arbitration 
agreement  would  have  to  be  binding  under  local  law. 
As  a further  incentive  to  achieve  certification,  every 
provider  of  health  care  which  is  certified  by  the  com- 
mission as  maintaining  the  established  quality  stan- 
dards would  be  entitled  to  an  annual  payment 
amounting  to  2 per  cent  of  the  gross  revenues  of  such 
provider  attributable  to  the  delivery  of  health  care  ser- 
vices. 

With  respect  to  the  payment  of  enrollment  fees  in 
“health  maintenance  organizations,”  the  Secretary 
would  be  authorized  to  make  annual  grants  to  the  in- 
stitutions in  order  to  cover  the  deficits  incurred  by 
practices  serving  persons  who  cannot  meet  the  organi- 
zation’s premiums.  These  grants  could  not  exceed  25 
per  cent  of  the  total  premium  receipts  of  the  recipient 
institution  for  the  preceding  year.  These  subsidies 


would  be  paid  from  a Health  Maintenance  Fund, 
which  fund  would  receive  5 per  cent  of  the  taxes  levied 
upon  alcohol  and  tobacco  plus  any  amounts  appro- 
priated from  general  revenues. 

The  bill  also  includes  many  amendments  to  existing 
PHS  programs,  including:  Hill-Burton,  CHP,  RMP, 

manpower  training,  and  community  mental  health 
centers. 

The  committee  recommends  opposition  to  this  bill. 
The  committee  supports  experimentation  and  trial  of 
multiple  alternative  methods  for  health  care  delivery 
and  financing  to  promote  the  evolutionary  development 
of  productive  and  viable  systems  of  health  care  appro- 
priate to  the  needs  of  a variety  of  communities.  The 
current  110  experimental  programs  with  HMO’s  under 
HEW  should  provide  an  adequate  base  for  evaluation. 
The  committee  is  opposed  to  the  massive  federal  sup- 
port for  HMO’s  and  HSO’s  over  other  forms  of  health 
care  delivery  as  proposed  in  the  bill,  noting  a great  risk 
attendant  upon  imposition  of  an  untried  system  of 
health  care  throughout  the  nation. 

The  committee,  likewise,  (fees  not  favor  the  estab- 
lishment of  a five-man  commission  on  quality  care  to 
develop  national  health  standards  and  perform  other 
functions.  Through  its  broad  powers,  this  commission 
would  have  total  administrative  power  over  quality 
control;  the  bill  provides  no  checks  against  such  au- 
thority, nor  is  recognition  given  to  local  differences  in 
standing. 

The  committee  is  also  against  the  establishment  of 
the  federal  malpractice  insurance  program.  The  com- 
mittee viewed  the  malpractice  insurance  program, 
which  would  be  operated  by  the  government,  as  dis- 
criminatory in  that  it  would  provide  insurance  for  one 
segment  of  the  health  care  system  only  and  would  au- 
thorize the  setting  of  premiums  at  less  than  actuarily 
determined  risks.  Moreover,  arbitration  as  a means  of 
claim  settlement  is  presently  under  study  by  the  Secre- 
tary’s Commission  on  Malpractice. 

S.  3248 — Provisions  to  Amend  Existing  Law  Au- 
thorizing Mortgage  Insurance  for  Group  Practices. 
Under  the  present  National  Housing  Act,  federal 
mortgage  insurance  is  available  to  group  practice  facili- 
ties; however,  assistance  can  only  be  given  to  private 
non-profit  groups.  Also  under  existing  law,  groups  of 
physicians,  optometrists  or  dentists  are  eligible  for  as- 
sistance. (As  this  law  has  been  interpreted,  only 
groups  of  five  or  more  individuals  are  eligible  for  assis- 
tance.) 

Under  S.  3248,  the  definition  of  group  practice  facili- 
ty would  be  amended  to  include  proprietary  facilities 
as  well  as  facilities  of  a private  non-profit  corporation 
or  association.  The  definition  of  group  practice  facility 
would  be  further  amended  to  include  podiatric  facili- 
ties. 

Another  change  in  S.  3248  would  amend  the  present 
$5  million  limit  on  the  mortgage  amount  for  a group 
practice  facility,  authorizing  a mortgage  amount  of  90 
per  cent  of  the  replacement  cost  in  the  cost  of  new  con- 
struction. 

The  committee  was  informed  that  this  bill  would 
make  “for  profit”  group  facilities  eligible  for  mortgage 
insurance,  ending  the  discrimination  whereby  only 
“not  for  profit”  groups  have  been  eligible.  The  com- 
mittee supports  this  provision  in  S.  3248. 

H.R.  1 — Social  Security  Amendments.  The  corn- 
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mittee  reviewed  the  status  of  H.R.  1 pending  in  the 
Senate  Finance  Committee.  It  reviewed  the  tentative 
actions  of  the  committee  and  noted  action  allowing 
Medicare  coverage  for  a spouse  over  age  60  when  the 
other  spouse  qualifies  for  Medicare.  Premium  pay- 
ment would  be  $42  monthly.  This  provision  is  intend- 
ed to  provide  coverage  where  the  worker’s  private  cov- 
erage terminates  and  the  spouse  is  not  covered.  The 
committee  feels  that  Medicare  should  not  be  expanded 
below  age  65,  and  that  private  insurance  through  em- 
ployer plans  or  otherwise  should  be  made  available  for 
other  persons.  The  committee,  therefore,  recommends 
opposition  to  this  committee  proposal. 

S.  3193 — Economic  Opportunity  Amendments  of 
1972.  The  bill,  which  provides  for  a program  of  child 
care  centers  and  services,  is  a modification  of  S.  2007, 
which  was  vetoed  by  the  President  last  year.  Under 
the  current  proposal,  states  could  be  designated  as 
prime  sponsors  for  the  development  of  child  care  pro- 
grams. Localities  having  a population  of  25,000  per- 
sons or  more  would  also  be  eligible  for  designation  as 
local  prime  sponsors.  State  child  care  councils  would 
have  the  planning  and  coordinating  role  and  would 
monitor  all  child  care  programs  in  the  state.  Priority 
in  the  programs  would  be  given  to  headstart-type  pro- 
grams and  aid  to  economically  disadvantaged  children 
of  working  mothers.  Policy-making  responsibilities 
concerning  child  care  projects  would  be  in  the  child 
care  councils  and  local  policy  councils  which  would 
consist  of  equal  representation  of  parents  and  represen- 
tatives appointed  by  public  officials.  Following  a one- 
year  planning  period,  the  child  can'?  V-ogram  would  be- 
come fully  operational  in  fiscal  yea’^‘1974.  Appropria- 
tions of  $1.5  billion  for  fiscal  year  1974  would  be  autho- 
rized. 

The  committee  supports  the  development  of  appro- 
priate programs  for  child  care  to  meet  the  needs  which 
exist  for  such  services.  Accordingly,  the  intent  of  the 
bill  is  commendable  insofar  as  it  seeks  to  accomplish 
this  purpose.  The  committee  was  concerned,  however, 
with  the  broad  scope  and  expansiveness  of  the  propos- 
als. The  bill  as  presented  is  too  complex  and  too  gen- 
eral to  constitute  a workable  plan  for  the  achievement 
of  stated  objectives.  While  comprehensive  develop- 
mental needs  of  children  should  be  considered,  appro- 
priate priorities  for  services  should  be  established  with- 
in the  nation’s  ability  realistically  to  furnish  such  ser- 


vices, so  that  essential  services  would  be  assured  for 
those  children  of  families  who  are  in  the  greatest  need 
and  who  are  unable  to  afford  proper  care. 

The  committee  also  is  of  the  opinion  that  research 
and  pilot  demonstration  projects  are  needed  to  provide 
experience  in  the  development  of  beneficial  programs, 
and  supports  the  provisions  in  the  legislation  which 
provide  for  such  projects.  Likewise,  it  supports  those 
provisions  relating  to  the  training  of  appropriate  per- 
sonnel to  be  used  in  augmented  child  care.  While  such 
projects  could  serve  to  determine  the  appropriate  role 
of  government,  means  of  encouraging  and  stimulating 
the  development  of  desirable  programs  through  volun- 
tary and  local  efforts  should  be  emphasized.  Also, 
coordination  with  ongoing  programs  such  as  crippled 
children’s  program,  Medicaid,  and  voluntary  programs 
must  be  taken  into  account  in  planning  comprehensive 
child  care  programs.  For  the  reasons  outlined  above, 
the  committee  recommends  support  for  the  provisions 
relating  to  research  and  pilot  demonstration  projects 
and  manpower  training. 

MEETINGS 

Your  chairman  participated  in  several  meetings,  at 
which  he  discussed  federal  legislation.  Among  these 
was  the  meeting  of  our  State  Medical  Society’s  Fifth 
and  Sixth  District  Branches,  held  at  the  Concord 
Hotel,  Kiamesha  Lake,  N.Y.,  and  the  Health  News 
Seminar,  conducted  by  the  Central  New  York  Regional 
Medical  Program,  Country  House,  Syracuse,  N.Y.,  in 
September,  1972.  He  also  spoke  at  the  Fall  Workshop 
sponsored  by  the  New  York  State  Academy  of  Family 
Physicians  in  October,  1972,  at  the  Holiday  Inn, 
Orangeburg,  N.Y. 
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State  Legislation 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  or  State  Legislation  is  composed  of 


the  following  members: 

John  H.  Carter,  M.D.,  Chairman  Albany 

Allan  H.  Bruckheim,  M.D.  Westchester 

Robert  B.  Bryant,  M.D.  Onondaga 

Gerald  L.  Glaser,  M.D. Monroe 

Herbert  E.  Joyce,  M.D.  Erie 

Henry  W.  Kaessler,  M.D.  Westchester 

Andrew  W.  Lawrence,  M.D. Suffolk 

John  J.  Noonan,  M.D Rensselaer 

Ralph  M.  Schwartz,  M.D.  Kings 

George  I.  Starr,  M.D.  Clinton 

Richard  E.  Sullivan,  M.D.  Broome 


GENERAL  STATEMENT 

The  1972  session  of  the  New  York  State  Legislature 
will  go  down  as  one  of  the  most  unusual  in  history. 
Although  it  was  accused  of  being  a do-nothing  Legis- 
lature, some  20,000  bills  were  introduced,  about  25  per 
cent  more  than  were  introduced  at  the  previous  ses- 
sion. The  1972  session  was  highlighted  by  the  intense 
debates  over  the  Governor’s  no-fault  automobile  liabil- 
ity insurance  legislation  and  the  attempted  repeal  of 
the  State’s  liberal  abortion  law. 

As  a result  of  the  tremendous  volume  of  legislation, 
your  committee,  the  staff  of  our  new  Division  of  Legis- 
lation, and  legislative  counsel  were  extremely  busy  in 
attempting,  primarily  through  personal  contact  and 
position  statement  memoranda,  in  presenting  the  views 
of  organized  medicine  to  the  legislators.  The  Council 
was  informed  of  such  efforts  by  means  of  progress  re- 
ports submitted  by  the  committee. 

Plans  are  now  being  formulated  in  anticipation  of 
our  participation  in  the  1973  session  of  the  State  Legis- 
lature which  will  commence  in  early  January.  Since 
these  plans  will  not  be  finalized  until  our  Annual  Con- 
ference of  County  Medical  Society  Legislation  Rep- 
resentatives to  be  held  in  Syracuse  on  December  7, 
1972,  a supplementary  report  will  be  submitted  to  the 
House  in  February  1973. 

The  following  is  a brief  review  of  the  actions  by  the 
Governor  on  bills  passed  by  the  Legislature  as  well  as 
bills  which  were  acted  on  by  the  Legislature  but  which 
failed  to  reach  the  Governor’s  desk. 

ACTIONS  BY  GOVERNOR 

Bills  Signed 

Nursing  Redefinition  Bill.  Relatively  early  in  the 
session  the  Legislature  passed  and  the  Governor  signed 
the  new  nursing  redefinition  bill  (S.8274,  Laverne,  et 
al. ; Chapter  50).  The  final  version  of  this  measure  was 
a result  of  a compromise  worked  out  between  the  State 
Medical  Society  and  representatives  of  the  New  York 
State  Nurses  Association  following  a series  of  confer- 
ences initiated  by  MSSNY.  The  new  law  maintains 
the  distinction  between  the  practice  of  medicine  and 
the  practice  of  nursing  without  which  there  could  have 
been  no  agreement. 

Cancer  Data.  The  passage  of  this  bill  (S.8294, 
Lombardi,  et  al.;  Chapter  285)  supported  by  MSSNY 


serves  to  bring  the  City  of  New  York  within  the  scope 
of  the  law  requiring  physicians  to  report  all  cases  of 
cancer  and  other  malignant  diseases. 

Smallpox  Vaccinations.  The  passage  of  this  new 
law  (A.  10451,  Ginsberg;  Chapter  145)  repeals  the  re- 
quirement of  mandatory  vaccinations  to  prevent  small- 
pox for  admission  of  children  to  schools.  MSSNY  fa- 
vored this  legislation. 

Hospital  Unfair  Practices.  This  new  statute 
(S.8092A,  Lombardi,  et  al.;  Chapter  284)  makes  it  im- 
proper for  a hospital  to  refuse  to  act  upon  an  applica- 
tion, deny  or  withhold  privileges  or  exclude  or  expel  a 
physician  without  stating  the  reasons  therefor  and  in- 
stitutes procedures  to  be  followed  if  a physician  be- 
lieves himself  to  be  the  victim  of  such  an  unfair  prac- 
tice. The  amended  version^  of  this  law  was  acceptable 
to  MSSNY. 

Consent  for  Health  Care.  The  State  Medical  Soci- 
ety vigorously  supported  this  legislation  (S.8444A, 
Lombardi,  et  al.;  Chapter  769)  which  authorizes  persons 
18  years  of  age  or  older  or  one  who  has  married  to  con- 
sent for  health  care  for  himself  or  herself  or  his  or  her 
child  and  permits  emergency  treatment  at  any  age 
under  certain  conditions. 

Recodified  Mental  Hygiene  Law\  The  Governor 
signed  this  measure  which  repealed  the  existing  law 
and  enacted  an  entirely  new  statute.  The  bill  (S.9711, 
Niles;  Chapter  758)  was  generally  acceptable  to 
MSSNY. 

Practice  of  Physical  Therapy.  This  measure  insti- 
tutes the  requirement  that  treatment  rendered  by 
physical  therapists  be  rendered  pursuant  to  prescrip- 
tion or  referral  by  physician  and  in  accordance  with  the 
physician’s  diagnosis.  This  measure  was,  as  amended 
before  enactment,  generally  acceptable  (A. 8712, 
Ginsberg;  Chapter  472)  to  our  State  Medical  Society. 

Hospitals  to  Maintain  Records  of  Charges.  Legis- 
lation which  prohibits  the  issuing  of  operating  certifi- 
cates to  certain  municipal,  county  and  state  hospitals 
unless  they  retain  a record  of  all  charges  made  by  any 
person  or  entity  for  any  services  rendered  in  such  hos- 
pitals (A. 11968,  Rules;  Chapter  246)  was  vigorously  op- 
posed by  MSSNY.  Although  this  measure  was  signed 
into  law  by  the  Governor,  your  State  Society’s  rep- 
resentatives conferred  with  officials  of  the  State  Health 
Department  and  were  successful  in  obtaining  an  ex- 
emption for  attending  and  courtesy  staffs  from  this  re- 
quirement. 

Mental  Hygiene  Commissioner.  Despite  the  objec- 
tions of  MSSNY,  Governor  Rockefeller  signed  legisla- 
tion striking  out  the  requirement  that  the  Commission- 
er of  Mental  Hygiene  be  a physician.  (S.7282,  Conk- 
lin; Chapter  52). 

Home  Health  Care  Program.  This  legislation 
makes  provision  for  home  care  coverage  in  health  and 
sickness  and  hospitalization  policies.  The  final  version 
(S.9735A,  Lombardi,  et  al.;  Chapter  918)  was  accept- 
able, in  general,  to  MSSNY.  Your  chairman  testified 
at  the  Public  Hearing  on  this  bill  and  strongly  advocat- 
ed coverage  of  physician’s  services. 

Controlled  Substances  Act.  This  measure 
(A.  11637,  Hardt;  Chapter  878)  was  vigorously  opposed 
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by  MSSNY  but  to  no  avail.  It  enacts  new  legislation 
dealing  with  the  manufacture,  sale,  use  or  possession  of 
narcotic  substances  and  contains  provisions  requiring 
triplicate  prescriptions.  MSSNY  was  responsible  for 
the  introduction  of  an  amendment  eliminating  the 
triplicate  prescription  provision  but  the  amendment 
was  defeated  on  the  floor  of  the  Assembly. 

Safety  Glazing.  This  new  law  mandates  the  use  of 
glazing  materials  in  business  structures  and  was  sup- 
ported by  MSSNY  (A. 11456,  Bersani;  Chapter  609). 

Bills  Vetoed 

Abortion  Repeal.  The  most  controversial  piece  of 
legislation  of  the  ’72  session  (A. 2774,  Crawford)  would 
have  repealed  the  State’s  liberal  abortion  law.  Al- 
though this  measure  was  passed  by  the  Legislature,  the 
Governor  vetoed  the  bill. 

Use  of  X-Ray  by  Chiropractors.  MSSNY  was  suc- 
cessful in  persuading  the  Governor  to  veto  this  measure 
(A.9296A,  Jonas)  which  would  have  authorized  chiro- 
practors to  use  x-ray  on  persons  under  18  years  of  age 
and  below  the  first  lumbar  vertebra.  This  bill  was  the 
only  one  of  fourteen  chiropractic  bills,  all  strongly  op- 
posed by  MSSNY,  reported  out  of  committee. 

Physician’s  Associates  and  Specialist’s  Assis- 
tants. A bill  (A.  11481,  Ginsberg)  which  would  have 
prohibited  physicians  from  supervising  more  than  two 
physician’s  associates  or  specialist’s  assistants  was  sup- 
ported by  MSSNY.  Although  receiving  legislative  ap- 
proval, the  measure  was  vetoed  by  the  Governor. 

Community  Health  Boards.  The  Governor  sup- 
ported the  position  of  MSSNY  and  vetoed  legislation 
1 (A. 11743,  Rules)  which  would  have  dropped  the  re- 
quirement that  the  director  of  a community  health  ser- 
vice be  a psychiatrist. 

ACTIONS  BY  LEGISLATURE 

MSSNY  Program  Bills 

MSSNY  sponsored  six  program  bills  during  the  1972 
session,  none  of  which  was  enacted.  One  bill,  however, 
passed  the  Assembly,  but  failed  to  be  voted  upon  be- 
fore adjournment.  Although  the  reasons  therefor  were 
I varied,  the  prime  obstacles  to  passage  were  the  contro- 
, versies  over  the  abortion  and  no-fault  bills,  which  were 
foremost  on  the  minds  of  the  legislators,  and  the  reluc- 
tance of  the  lawmakers,  most  of  whom  are  attorneys,  to 
make  significant  changes  in  negligence  law. 

MALPRACTICE 

Foreign  Body  Malpractice  Cases.  The  State  Med- 
ical Society  sponsored  bills  (A. 8618,  Corbett;  S.2982A, 
Flynn)  which  would  have  had  the  effect  of  eliminating 
the  sole  existing  open  ended  statute  of  limitations  in 
this  State  by  placing  an  outside  limit  of  four  years 
within  which  to  bring  an  action  in  cases  of  this  type. 
Both  of  these  bills  died  in  their  respective  com- 
mittees. 

Hospital  Emergency  Room  Personnel.  Other  mea- 
sures would  have  granted  hospital  emergency  room 
personnel  immunity  from  suit  from  malpractice  for 
procedures  taken  in  emergency  situations  where  no 
gross  negligence  existed  (S.3179,  Donovan;  A. 9539,  Bo- 
land). These  measures  failed  to  be  reported  out  of 
their  committees. 

Hospital  Rescue  Team  Personnel.  Another  set  of 
MSSNY  sponsored  bills  (S.3178,  Donovan;  A. 9541, 
Burns)  would  have  achieved  the  same  protection  with 


respect  to  rescue  team  personnel  as  the  previous  bills 
attempted  to  secure  for  emergency  room  personnel. 
These,  too,  remained  in  their  respective  committees. 

Additional  Allowances  in  Malpractice  Actions. 
Two  other  program  bills  initiated  by  MSSNY  would 
have  permitted  the  trier  of  the  facts  in  a malpractice 
action  to  award  additional  costs  to  the  successful  de- 
fendant where  he  deems  the  suit  to  have  been  frivolous 
(A. 9647,  Gallagher).  This  bill  died  in  committee. 

Notice  of  Commencement  in  Malpractice  Actions. 
This  proposal  sponsored  by  MSSNY  (A. 9646,  Galla- 
gher) would  require  that  a notice  of  commencement  of 
suit  be  filed  at  the  time  the  summons  is  served  in  a 
malpractice  action.  The  bills  did  not  come  out  of 
committee. 

CLINICAL  LAB  BILLING 

Clinical  Lab  Direct  Billing.  MSSNY  vigorously 
attempted  to  secure  the  passage  of  these  measures 
which  would  have  permitted  physicians  to  bill  directly 
for  clinical  lab  services  as  long  as  they  submitted  an 
itemized  bill  therefore.  (A. 9289,  Field;  S.4767B,  Hud- 
son). The  Assembly  version  passed  the  Assembly  but 
was  starred  in  the  Senate  the  time  of  adjournment  and 
thus  was  never  voted  upon. 

Bills  Opposed  and  Defeated 

Use  of  Drugs  by  Optometrists.  MSSNY  succeeded 
in  preventing  these  bills  which  would  have  permitted 
the  use  of  drugs  by  optometrists  (A.  10122,  Jonas; 
S.9124,  Gordon)  from  emerging  from  committee. 

Generic  Drug  Substitution.  Legislation  which 
would  have  permitted  pharmacists  to  substitute  less 
expensive  generic  drug  equivalents  for  those  prescribed 
by  the  physician  (A. 9698,  Rules;  A.  11428,  Strelzin; 
S.8392A,  Dunne;  S.9338,  Goldin)  was  also  kept  in  com- 
mittee through  the  efforts  of  your  committee  and  con- 
sequently did  not  reach  the  floor  of  either  House  for  a 
vote. 

Amphetamine  Restrictions.  Companion  measures 
which  would  have  restricted  the  use  of  amphetamines 
by  a physician  (S.8133A,  Dunne;  A.9285A,  Betros)  were 
strongly  opposed  by  MSSNY  and  as  a result,  although 
the  Senate  bill  passed  its  House,  the  proposal  died  in 
the  Assembly  committee. 

Psychology  Practice.  Legislation  amending  the 
Education  Law  with  respect  to  the  licensing  of  psychol- 
ogists (S.8837B,  Present,  et  al.;  A.10654B,  Biondo)  was 
of  great  interest.  MSSNY  was  opposed  to  these  bills 
as  written  but  Allison  B.  Landolt,  M.D.,  Chairman, 
MSSNY  Mental  Health  Committee,  conferred  with  the 
psychologists  in  the  hope  that  a compromise  could  be 
agreed  upon.  Such  an  agreement  was  not  reached  but 
another  attempt  may  be  made  during  the  1973  session 
if  a similar  bill  is  introduced.  The  1972  Assembly  bill 
died  in  committee  whereas  the  Senate  bill  was  killed 
on  the  floor  of  the  Senate  by  a vote  of  28-20,  one  vote 
shy  of  passage.  Your  committee  played  an  important 
role  in  defeating  this  legislation. 

Chiropractic-Use  of  Clinical  Labs.  These  mea- 
sures (S.7711A,  Dunne;  A. 9774,  Jonas)  would  have  per- 
mitted chiropractors  to  use  clinical  laboratory  facilities 
and  were  vigorously  opposed  by  MSSNY.  Both  mea- 
sures died  in  their  respective  committee. 

Out  of  State  Clinical  Labs.  There  were  several 
measures  introduced  which  would  have  prohibited  the 
transportation  of  certain  human  specimens  outside  of 
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the  State  for  clinical  laboratory  tests  (S.7926A,  Lav- 
erne;  A.9171A,  Hausbeck;  S.1727,  Laverne;  A. 9930, 
Hausbeck;  S.4093,  Laverne).  All  were  opposed  by 
MSSNY  and  all  died  in  committee. 

Laymen  in  Medical  Corporations.  Legislation 
which  would  have  repealed  provisions  requiring  direc- 
tors and  members  of  medical  corporations  to  be  li- 
censed and  registered  physicians  (S.9754B,  Lombardi, 
et  al. ; A.11977A,  Rules)  was  opposed  by  MSSNY. 
Each  house  passed  its  own  bill  but  no  one  measure 
was  agreed  upon  and  consequently  both  died. 

Chiropractors  Under  Workmen’s  Compensation. 
These  bills  would  have  authorized  treatment  by  chiro- 
practors under  the  Workmen’s  Compensation  Law 
(A.2302A,  Ginsberg,  S.3762B,  Marino).  MSSNY 
objected  strenuously  and  successfully  kept  both  mea- 
sures bottled  up  on  committee  where  they  remained  at 
the  close  of  the  session. 

Interspecialty  Professional  Corps.  Two  bills  were 
introduced  which  would  have  permitted  professionals 
of  several  of  the  allied  health  professions  to  join  togeth- 
er to  form  professional  corporations  (A.  11736,  Rules; 
A.  11738,  Rules).  Although  both  bills  passed  the  As- 
sembly, they  failed  to  obtain  Senate  passage.  MSSNY 
strongly  opposed  these  measures. 

Director  of  Hospital  for  Mentally  111.  This  bill 
would  have  eliminated  the  requirement  that  the  direc- 
tor of  a hospital  for  the  mentally  ill  be  a physician 
(S.9208,  Halperin)  and  was  opposed  by  MSSNY.  This 
bill  died  in  committee. 

ALBANY  OPERATIONS 

For  the  first  time  in  many  years,  the  State  Medical 
Society  was  represented  directly  in  Albany  by  a mem- 
ber of  its  staff  when  the  Director  of  MSSNY’s  new  Di- 
vision of  Legislation,  Martin  J.  Tracey,  J.D.,  was  pres- 
ent in  the  State  Capitol  during  the  entire  1972  session 
of  the  State  Legislature.  During  that  period,  he  cov- 
ered all  of  the  207  members  of  the  Legislature  by 
means  of  personal  contacts  with  the  legislators,  their 
secretaries,  legal  counsel  and  aides.  He  was  well  re- 
ceived and  established  identity  for  MSSNY  in  Albany. 

HEADQUARTERS  ACTIVITIES 

While  these  contacts  were  being  made  in  Albany,  ac- 
tivities at  MSSNY  Headquarters  effectively  imple- 
mented the  work  being  done  at  the  Capitol.  Some 
1,300  bills  were  reviewed,  their  progress  followed  and 
their  continuously  changing  status  noted  by  Francis  J. 
McKee,  J.D.,  Assistant  to  the  Director,  on  charts  pre- 
pared and  updated  on  a day-to-day  basis.  He  also 
ably  carried  on  many  of  the  activities  normally  under- 
taken by  the  Director  when  at  headquarters. 

Position  statements  on  bills  were  widely  disseminat- 
ed through  the  mails  and  by  feature  articles  in  Capitol 
News.  For  example,  seven  cover  memos,  over  the  sig- 
nature of  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President,  accompanied  by  32  specific  position  state- 
ments of  MSSNY  pertaining  to  approximately  75  bills, 
including  companion  bills,  were  sent  to  every  member 
of  the  State  Legislature.  Copies  of  these  memos  and 
position  statements  were  distributed  by  the  director  to 
all  county  medical  society  legislation  chairmen,  presi- 
dents, secretaries,  and  executive  secretaries,  MSSNY 
panel  of  liaison  physicians  and  key  officials  of  the 
Woman’s  Auxiliary. 

This  extensive  mass  mailing  project  proved  to  be  a 


well  worthwhile  endeavor.  For  the  first  time,  every 
member  of  the  State  Legislature  received,  in  writing, 
the  position  of  our  State  Medical  Society  on  key  health 
bills.  In  a crucial  debate  on  the  Senate  floor  on  a 
major  health  bill,  reference  was  made  to  one  of  the 
statements.  The  success  of  this  project  was  due  in 
large  part  to  the  capable  supervision  of  mailing  details 
by  the  director’s  secretary,  who  was  ably  aided  by  his 
new  clerical  assistant. 

LEGISLATIVE  COUNSEL 

The  Director  worked  very  closely  with  our  legislative 
counsel,  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt-Harris,  represented  by  George  W.  Foy,  Esq.,  and 
his  assistants,  Gerard  L.  Conway,  Esq.,  and  John  C. 
Rice,  Esq.  Our  legislative  counsel’s  staff  prepared  all 
MSSNY  position  statements,  filed  them  with  the  Gov- 
ernor, the  Legislature’s  leaders  in  the  Senate  and  As- 
sembly, chairmen  and  members  of  key  committees  of 
both  Houses,  and  the  legislators  who  sponsored  or  were 
interested  in  health  bills  and  implemented  these  writ- 
ten statements  by  oral  presentations  in  visits  to  these 
individuals.  Our  Director  participated  in  these  discus- 
sions. 

COORDINATOR  CONFERENCES 

Members  of  your  committee  conducted  several  local 
conferences  on  state  legislation  during  the  1972  session 
of  the  State  Legislature.  These  members  serve  as  co- 
ordinators for  the  activities  of  county  legislation  chair- 
men in  their  district  branch  areas.  The  purpose  of 
these  meetings  was  to  discuss  at  the  local  level  the  sta- 
tus of  bills  pending  in  Albany  and  to  plan  immediate 
actions  to  be  taken  in  regard  to  them.  They  were  well 
attended  and  highly  successful. 

The  first  of  these  conferences  was  chaired  by  Henry 
W.  Kaessler,  M.D.,  for  the  Ninth  District  Branch  and 
was  held  at  the  Tappan  Zee  Inn.  In  late  March,  An- 
drew Lawrence,  M.D.,  and  Stanley  Stark,  M.D.,  joined 
together  to  hold  a meeting  at  MSSNY  headquarters  for 
members  of  the  Second  and  First  District  Branches. 
In  mid-April,  at  the  DeWitt  Clinton  Hotel  in  Albany, 
John  H.  Carter,  M.D.,  Chairman,  State  Legislation 
Committee,  on  behalf  of  the  Third  District  Branch, 
held  a similar  meeting. 

LEGISLATION  INFORMATION  CENTER 

The  Legislation  Information  Center,  now  a function 
of  the  new  Division  of  Legislation,  continued  to  be  a 
most  important  element  in  the  implementation  of  the 
activities  of  your  committee.  The  center  proved  that 
it  is  a valuable  instrument  for  supplying  answers  to 
questions  regarding  State  and  Federal  legislation  and 
that  it  is  a valuable  mechanism  for  distributing  news 
about  pending  proposals  in  Albany  and  Washington. 
In  order  to  provide  up-to-date  information  the  center 
continuously  maintains  an  up-to-date  filing  system  for 
copies  of  important  health  related  bills  that  have  been 
introduced  both  in  the  State  Capitol  and  in  Washing- 
ton. 

In  addition  to  furnishing  answers  to  questions  re- 
ceived, not  only  by  mail  but  over  the  telephone,  the 
center  examines  all  projects  pertaining  to  legislation, 
particularly  public  hearings.  Notice  of  such  hearings 
are  processed  by  the  center  and  are  quickly  transmit- 
ted to  key  individuals  in  our  State  Medical  Society  so 
that  our  key  people  may  be  in  a position  to  evaluate 
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the  subject  of  the  hearings  and  designate  physicians 
knowledgeable  on  the  subject  to  appear  and  testify  at 
the  hearings. 

Although  the  main  objective  of  the  center  is  to  assist 
individual  physicians  and  county  medical  societies, 
help  also  was  rendered  to  hospitals  and  allied  health 
organizations.  Each  year  there  is  an  increasing  num- 
ber of  requests  from  other  state  medical  organizations 
for  copies  of  bills  and  other  matters  pending  before  our 
State  Legislature  and  for  extensive  related  information 
requiring  a great  deal  of  research.  Numerous  requests 
of  this  nature  were  processed  and  filled. 

PANEL  OF  LIAISON  PHYSICIANS 

During  1972  as  part  of  the  functions  of  the  new  Divi- 
sion of  Legislation,  your  committee  attempted  to  uti- 
lize to  a greater  degree  the  Panel  of  Liaison  Physicians. 
This  panel  is  made  up  of  physicians  who  have  been 
nominated  by  their  county  medical  societies  to  serve  as 
contact  individuals  with  members  of  the  State  Legisla- 
ture and  Congress.  As  previously  reported  memoran- 
da were  sent  to  each  member  of  this  panel  concerning 
position  statements  of  MSSNY  on  important  bills  pend- 
ing in  the  State  Legislature.  The  purpose  of  these  mem- 
oranda was  to  give  the  panelists  materials  which  they 
could  use  in  their  contacts  with  their  legislators.  Al- 
though we  have  been  unable  to  ascertain  to  what  extent 
these  materials  were  used,  we  hope  that  they  were  help- 
ful in  assisting  the  members  of  our  panel  in  presenting 
MSSNY’s  views  to  members  of  the  State  Legislature. 

CAPITOL  NEWS 

Each  week  of  the  session  the  legislative  bulletin, 
Capitol  News,  was  sent  to  all  county  medical  society 
legislative  chairmen,  members  of  our  panel  of  liaison 
physicians  and  other  key  persons.  A strong  indication 
of  the  value  of  this  publication  is  the  ever-increasing 
number  of  requests  from  individuals  and  groups  to  be 
added  to  the  mailing  lists.  For  the  fifth  consecutive 
year,  William  W.  Tyler,  a former  Associated  Press  cor- 
respondent in  Albany,  edited  and  prepared  copy  for 
this  publication  under  the  personal  supervision  of  the 
Director.  Nineteen  issues  were  published  in  1972. 

PUBLIC  HEARINGS  AND  PRIVATE 
CONFERENCES 

This  year  the  State  Medical  Society  participated  in 
more  public  hearings  and  private  conferences  than  in 
past  years.  Public  hearings  covered  such  subjects  as 
“mandatory  reporting  of  hospital  charges,”  “methods 
of  reducing  hospital  costs”  and  the  like.  Also,  rep- 
resentatives of  the  State  Medical  Society  took  part  in 
private  conferences  dealing  with  the  problems  of  “mal- 
practice,” “hospital  costs”  and  “triplicate  prescrip- 
tions.” Your  committee  feels  that  these  conferences 


and  hearings  are  very  helpful  and  has  conveyed  its 
willingness  to  appear  at  any  time  as  the  organization 
having  the  primary  responsibility  for  health  care  in  this 
State.  These  meetings  involved  not  only  governmental 
groups  such  as  the  Senate  Health  Committee  and  the 
State  Health  Department,  but  non-governmental 
groups  such  as  representatives  of  the  pharmaceutical 
industry. 

COMMITTEES 

In  an  attempt  to  develop  a program  responsive  to  all 
the  various  concerns  of  organized  medicine  in  this 
State,  your  chairman  invited  the  chairmen  of  the  vari- 
ous committees  of  our  State  Medical  Society  to  submit 
their  suggestions  regarding  the  introduction  of  bills  by 
MSSNY  and  their  views  on  other  bills  which  might 
come  before  the  State  Legislature.  Although  the  re- 
sponse has  been  sparse  it  is  hoped  that  the  year  will 
show  an  improvement.  Your  chairman  believes  that 
by  continuing  to  request  the  cooperation  of  these  chair- 
men year  after  year,  ultimately  sufficient  replies  will 
be  received  to  reflect  a considerable  segment  of  the 
opinions  held  by  the  committees  of  our  State  Medical 
Society. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

Your  committee  worked  very  closely  with  the  New 
York  State  Association  of  the  Professions  through  the 
Director,  Division  of  Legislation,  who  participated  in 
the  organization’s  legislation  meetings.  As  a member 
association  of  NYSAP,  we  were  successful  in  obtaining 
the  organization’s  endorsement  of  our  1972  State  Legis- 
lation Program  Bills  and  its  opposition  to  several  of  the 
bills  we  opposed.  These  positions  of  endorsement  and 
opposition  were  presented  by  NYSAP  to  key  legislators 
during  the  1972  session. 
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mission on  Public  and  Professional  Affairs.  A vote  of 
thanks  also  goes  to  Martin  J.  Tracey,  J.D.,  director, 
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Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 
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Public  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public  Relations 
are: 


Norton  M.  Luger,  M.D.,  Chairman  Queens 

Clement  J.  Boccalini.  M.D Nassau 

Russell  C.  Johnson,  M.D Westchester 

Eli  A.  Leven,  M.D Monroe 

Joel  E.  Mandel,  M.D Rockland 

James  R.  Nunn,  M.D. Erie 

Thomas  D.  Pemrick,  M.D.  Rensselaer 

John  A.  Root,  M.D Onondaga 

Milton  Rosenberg,  M.D. Suffolk 

John  F.  Spring,  M.D Broome 


Resolution  72-27.  Education  of  Public  on  Effects 
of  Escalating  Professional  Liability  Costs  on  Ulti- 
mate Cost  of  Health  Care  was  referred  by  the  Council 
to  the  Public  Relations  Committee  for  action.  The 
indemnity  representative  of  H.  F.  Wanvig  Company, 
Inc.,  Mr.  Frank  Appleton,  in  his  capacity  as  executive 
secretary  of  the  Professional  Medical  Liability  Insur- 
ance and  Defense  Board,  was  invited  by  our  committee 
to  express  the  opinion  of  the  Board  toward  implement- 
ing this  resolution.  The  resolution  recommended  that 
any  public  statement  be  prepared  jointly  with  the 
board  “because  of  the  concern  of  some  of  our  members 
that  improper  publicity  may  stimulate  the  develop- 
ment of  additional  suits  . . . .” 

In  view  of  a rise  in  average  malpractice  premiums 
from  $212  in  1961  to  $1,566  in  1971,  and  an  increase  in 
suits  from  333  to  803,  and  average  claim  settlements 
from  $4,457  to  $10,112,  Mr.  Appleton  said  that  expla- 
nation of  these  facts  may  not  clearly  benefit  the  medi- 
cal profession.  Your  committee  also  noted  that  a pub- 
lic education  campaign  would  have  the  identical  goal 
of  bringing  about  change  through  legislation,  and  gov- 
ernment action.  Such  legislation  is  already  being  de- 
bated in  Albany  and  Washington.  Secondly,  The  De- 
partment of  Health,  Education,  and  Welfare  and  the 
American  Medical  Association  have  top  level  com- 
mittees studying  malpractice,  and  their  reports  will  be 
issued  in  the  coming  months. 

The  committee,  considering  these  factors,  neverthe- 
less thought  there  would  be  value  in  publicizing  experi- 
ments in  mediation  and  arbitration,  which  show  a posi- 
tive connotation  benefiting  medicine.  It  recommended 
to  the  Council  on  May  18  that  a subcommittee  main- 
tain liaison  with  the  Board  to  determine  exactly  what 
can  be  done  to  fulfill  the  intent  of  resolution  72-27. 
The  Council  referred  this  to  the  president  for  his  con- 
sideration. Dr.  Siegel  in  turn  recommended  to  the  ex- 
ecutive vice-president  that  action  on  72-27  be  held  in 
abeyance  until  the  comprehensive  AMA  report  is  is- 
sued. This  would  permit  the  State  Society  to  bene- 
fit by  their  extensive  research. 

VD  Prevention.  The  Venereal  Disease  prevention 
education  program  during  1972  continued  to  receive 
enthusiastic  acceptance  in  schools  it  visited.  It  also 
became  clear  that  the  time  the  regional  representatives 
devoted  to  this  program  was  taking  them  away  from 
other  tasks.  To  remedy  this,  a plan  was  approved 


whereby  the  MSSNY  Public  Affairs  Division  will  train 
New  York  State  Jaycees  volunteers  to  carry  the  pro- 
gram into  many  more  communities.  At  the  end  of  the 
year  seminars  were  begun  to  train  Jaycees  in  the  use  of 
MSSNY’s  audio  visual  program.  It  should  be  pointed 
out  that  the  Jaycees  have  12,000  members  in  240  chap- 
ters and  th,eir  numbers  can  greatly  multiply  our  efforts. 
MSSNY  has  reached  an  estimated  120,000  students  to 
date.  There  is  a potential  of  1.8-million  high  school 
students  who  can  benefit  from  the  program. 

Progress  is  being  made  in  public  education,  but 
other  of  the  guidelines  of  the  Subcommittee  on  Venere- 
al Disease  relating  to  the  reporting  of  cases,  and  physi- 
cian education  on  the  diagnosis  and  treatment  of  vene- 
real disease,  should  be  implemented.  The  Council  on 
September  28  approved  our  committee’s  recommenda- 
tion that  action  will  be  taken  to  strengthen  these  areas. 

Position  Papers.  The  Council  on  May  18,  1971,  ap- 
proved a Public  Relations  Committee  recommendation 
that  position  papers  be  prepared  on  subjects  most  fre- 
quently inquired  about  by  the  public,  media,  and  phy- 
sicians. The  rationale  for  this  proposal  was  to  accu- 
rately and  uniformly  explain  the  position  of  the  State 
Medical  Society  on  a variety  of  subjects.  It  has  been 
found,  for  example,  that  media  people  frequently  turn 
to  unofficial  sources  for  such  information  and  opinions 
when  they  do  not  have  policy  statements  available. 
For  this  reason  we  would  like  to  re-establish  our  repu- 
tation as  a ready  and  reliable  source  of  medical  infor- 
mation. Accordingly,  an  initial  list  of  twenty  subjects, 
and  committees  to  draw  up  such  papers,  was  submit- 
ted to  the  Council  and  the  preparation  of  papers  has 
begun.  This  list  of  authorized  position  papers,  we 
hope,  will  be  expanded  and  made  available  for  the 
guidance  of  county  medical  societies. 

Communication  To  The  Public.  The  Public  Rela- 
tions Committee  thought  valuable  insight  could  be 
gained  from  the  1972  AMA  member  survey  and  re- 
quested an  extract  of  the  opinions  of  New  York  State 
physicians  to  match  it  against  the  national  picture.  Of 
94,035  total  respondents,  8,925  New  York  State  physi- 
cians, or  9.4  per  cent  of  the  total,  expressed  viewpoints 
which  varied  but  a few  percentage  points  from  those  of 
their  colleagues  nationwide,  on  all  issues.  The  findings 
of  the  survey,  which  deserve  your  study,  support  in 
general  the  concept  of  retaining  the  basic  principles  of 
private  practice.  They  have  been  publicized  in  the 
News  of  New  York  and  are  not  detailed  here,  but  your 
committee  took  note  of  this  finding  within  its  sphere  of 
interest:  that  60.2  per  cent  of  our  physicians  thought 

the  AMA  was  not  placing  enough  emphasis  on  “com- 
munication to  the  public.”  Your  committee  suggested 
to  the  Council  that,  based  on  this  survey,  our  mem- 
bers’ attitudes  toward  AMA  communications  efforts 
may  also,  by  inference,  reflect  concern  with  State  and 
county  medical  society  communication  efforts.  Ac- 
cordingly, this  committee  is  undertaking  a continuing 
review  of  MSSNY’s  programs,  and  methods  to  assist 
county  medical  societies.  On  the  media  front,  the 
committee  noted  that  favorable  publicity  was  achieved 


1 36  New  York  State  Journal  of  Medicine  / January  1 , 1973 


for  last  year’s  convention;  the  issuance  of  the  venereal 
disease  guidelines;  a press  conference  hosted  by 
MSSNY  for  AMA  President  Carl  Hoffman,  M.D.,  and 
the  joining  of  MSSNY  and  the  New  York  State  Jaycees 
in  the  VD  prevention  campaign.  Our  members  are 
kept  informed  by  MSSNY’s  News  of  New  York,  Ad 
Rem,  and  the  Hotline  letters.  Your  committee  is  cur- 
rently investigating  the  use  of  video  tape  to  supple- 
ment our  print  media  output. 

Other  activities  of  the  Division  of  Public  Affairs  and 
its  component  departments  of  public  and  professional 


relations,  news  relations,  information,  and  the  field 
staff  are  outlined  in  the  report  of  the  executive  vice- 
president  and  are  not  repeated  here  for  the  sake  of 
brevity.  We  wish  to  commend  the  Director  of  Public 
Affairs,  Mr.  Guy  D.  Beaumont,  and  his  staff  for  their 
dedicated  efforts  during  the  past  year,  with  special 
thanks  to  Mr.  Richard  Klemfuss,  Coordinator  of  Public 
and  Professional  Relations,  for  the  assistance  he  has 
given  this  committee. 

Respectfully  submitted, 
Norton  M.  Luger,  M.D.,  Chairman 
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1973  HOUSE  OF  DELEGATES 


Public  Health  and  Education 


Public  Health  And  Education 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  Health  and 


Education  are: 

Richard  D.  Eberle,  M.D.,  Chairman Onondaga 

Stephen  M.  Ayres,  M.D ...  New  York 

Peter  S.  Battaglia,  M.D. Niagara 

William  A.  Bauman,  M.D. New  York 

Charles  A.  Bertrand,  M.D Westchester 

Stephen  W.  Blatchly,  M.D Tompkins 

Marvin  L.  Bloom,  M.D Erie 

George  F.  Cunningham,  M.D Suffolk 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

Stanley  E.  Gitlow,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

David  N.  Kluge,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  III,  M.D Westchester 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

Kenneth  B.  Olson,  M.D Abany 

Charles  E.  Rogers,  M.D Nassau 

John  D.  States,  M.D Monroe 

Samuel  Wagreich,  M.D. Bronx 

Charles  Weller,  M.D Westchester 


The  physicians  listed  above  make  up  the  Commis- 
sion on  Public  Health  and  Education  and  have  guided 
well  activities  of  their  committees  during  the  past  year. 
It  is  interesting  to  report  that  one  hundred  and  sev- 
enty-eight physicians  contributed  to  the  work  of  the 
Commission  on  Public  Health  and  Education  by  serv- 
ing on  one  or  more  of  the  twenty-five  committees  that 
make  up  the  Commission. 

The  meeting  of  the  Commission  was  held  in  Albany 
on  July  20,  1972.  The  Chairman  revealed  that  “It  was 
a revelation  to  him  to  realize  the  extent  of  the  work 
carried  out  by  the  various  committees  that  comprise 
the  Commission,  and  the  close  association  and  working 
relationship  with  the  New  York  State  Department  of 
Health  at  that  level.”  Hollis  S.  Ingraham,  M.D., 
Commissioner  of  Health,  remarked,  “We  deeply  appre- 
ciate the  willingness  of  the  members  of  the  Commis- 
sion to  come  to  Albany  and  give  a full  day  of  their  time 
so  that  we  can  discuss  our  mutual  problems.”  He  ob- 
served, “In  spite  of  our  best  efforts,  we  sometimes 
move  ahead  without  informing  the  other  of  what  we  are 
trying  to  do,  but  this  annual  meeting  gives  us  the  op- 
portunity to  think  things  out  together.”  Edward  Sie- 
gel, M.D.,  President  of  the  Medical  Society  of  the 
State  of  New  York,  echoed  the  Commissioner’s  senti- 
ments and  added,  “When  disagreements  arise,  we 


should  meet  them  head  on,  right  at  the  beginning,  to 
keep  us  together.  In  this  way,  we  come  out  much 
stronger  in  the  end.  ” 

While  the  activities  of  the  committees  are  given  in 
detail  in  the  annual  reports  of  the  chairmen,  there  are 
certain  highlights  which  deserve  the  attention  of  the 
House  of  Delegates.  I recommend  that  each  member 
of  the  Society  read  the  detailed  reports  of  the  chairmen 
of  the  committees  of  the  Commission  in  order  to  un- 
derstand the  important  contributions  these  committees 
make  to  the  Medical  Society  of  the  State  of  New  York. 

Accident  and  Injury  Prevention.  The  Committee 
on  Accident  and  Injury  Prevention  is  of  the  opinion 
that  the  Medical  Society  should  sponsor  legislation 
which  would  make  lap-type,  belt-restraint  systems 
mandatory.  This  recommendation  was  in  the  report  to 
the  Commission  on  July  20  and  was  approved  by  the 
Council  on  September  28.  The  committee  also  went 
on  record  as  recommending  that  all  victims  of  acci- 
dents have  blood  and  urine  specimens  tested.  The  res- 
olution passed  by  the  House  of  Delegates  and  sent  to 
this  committee  and  the  Committee  on  Legislation  last 
winter,  mandating  the  use  of  safety  glass  in  hazardous 
locations  of  industrial,  commercial,  and  public  build- 
ings, was  automatically  implemented  when  the  Legis- 
lature passed  such  a bill  and  the  Governor  signed  it. 
It  became  part  of  the  General  Business  Law,  Article 
25-b.  The  committee  is  not  satisfied  that  the  air  bag 
system  for  cars  is  safe  and  feels  that  it  should  not  be 
endorsed  by  the  State  Medical  Society  at  this  time. 
At  the  request  of  the  Accident  and  Injury  Prevention 
Committee  a new  committee  entitled  “Emergency 
Health  Services”  was  appointed  with  David  N.  Kluge, 
M.D.,  as  chairman.  This  committee  is  much  con- 
cerned about  facets  of  the  Ambulance  Law  and  be- 
lieves that  the  State  Medical  Society  should  sponsor 
additional  legislation.  Donald  C.  Walker,  M.D.,  is 
now  in  charge  of  a similar  bureau  in  the  New  York 
State  Health  Department  and  is  exploring  ways  and 
means  of  improving  standards  and  establishing  some 
type  of  “uniform  ambulance  code.” 

Alcoholism.  The  new  Committee  on  Alcoholism  got 
off  to  a good  start  and  is  preparing  a program  for  a 
general  session  on  the  subject,  as  well  as  developing  a 
position  paper  on  alcoholism. 

Audio-Visual  Aids.  The  Audio-Visual  Aids  Com- 
mittee reported  that  the  1971  total  of  number  of  films 
viewed  had  substantially  increased,  as  had  the  number 
of  showings  and  the  attendance,  over  1970  figures. 
The  only  new  film  that  was  added  to  the  collection 
this  year  was  the  one  under  the  joint  sponsorship  of  the 
State  Medical  Society  and  the  Public  Health  Council 
entitled  “What  Did  You  Take.”  This  film  has  had  a 
great  play,  but  it  cannot  be  shown  to  other  than  profes- 
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sionals  and  at  the  showing  there  must  be  a physician 
present  to  prepare  the  audience  and  moderate  the  film. 

Drug  Abuse.  I record  with  a deep  feeling  of  loss  the 
untimely  death  of  William  Antopol,  M.D.,  Chairman  of 
the  Committee  on  Drug  Abuse.  He  contributed  much 
to  the  Medical  Society  of  the  State  of  New  York  over  a 
period  of  years.  Leonard  L.  Heimoff,  M.D.,  became 
his  successor  as  chairman  of  the  committee.  Both 
Doctors  Antopol  and  Heimoff  served  on  the  Advisory 
Committee  to  the  Public  Health  Council  which  pub- 
lished the  Desk  Reference  on  Drug  Abuse  in  1970.  A 
second  edition  was  published  in  1971,  and  during  1972, 
the  American  Hospital  Association  requested  permis- 
sion to  reprint  the  second  edition.  The  Association 
then  sent  a copy  to  every  hospital  emergency  room  in 
the  country. 

Cancer.  The  Cancer  Committee  has  had  a good 
year.  It  successfully  sponsored  legislation  which  would 
make  the  reporting  of  cancer  in  New  York  City  manda- 
tory. Thus,  for  the  first  time,  statistics  for  the  whole 
State  will  now  become  available.  The  committee  was 
also  instrumental  in  changing  the  Hospital  Code  to  in- 
clude Pap  smears  on  all  female  admissions  to  hospitals 
over  the  age  of  21.  The  cooperation  of  the  State 
Health  Department’s  Bureau  of  Cancer  Control  with 
the  Cancer  Committee  is  most  notable  and  is  the  result 
of  the  work  of  Charles  E.  Rogers,  M.D.,  Chairman  of 
the  Committee,  and  Peter  Greenwald,  M.D.,  of  the 
State  Health  Department. 

Chronic  Pulmonary  Diseases.  The  problems 
which  concerned  the  Chronic  Pulmonary  Disease  Com- 
mittee are:  (1)  The  shortage  of  physicians  trained  in 

broad  aspects  of  pulmonary  disease  and,  (2)  the  new 
concept  of  the  general  community  hospital  caring  for 
tuberculosis  patients  as  the  State  hospitals  are  being 
phased  out.  There  is  far  from  unanimity  about  this, 
but  there  is  no  question  that  in  the  future,  tuberculosis 
patients  will  be  taken  care  of  in  ambulatory  clinics  and 
community  hospitals  on  a short  term  basis.  There  has 
been  a considerable  decrease  in  newly  reported  cases 
both  in  New  York  City  and  Upstate.  As  a conse- 
quence, two  of  the  State’s  three  tuberculosis  hospitals 
have  been  closed  during  the  year. 

Cardiovascular  Disease.  The  Committee  on  Car- 
diovascular Disease  was  disturbed  during  the  year  by  a 
letter  from  Peter  Rogatz,  M.D.,  Senior  Vice-President, 
Associated  Hospital  Service.  The  concern  of  the  Com- 
mittee was  that  a third-party  agency  (Associated  Hos- 
pital Service)  was  setting  itself  up  as  a judge  of  quality 
medical  care.  Dr.  Rogatz ’s  letter  suggested  that  there 
should  be  at  least  4 to  6 cardiac  operations  per  week 
involving  extra-corporal  circulation.  Dr.  Ingraham  has 
appointed  an  ad  hoc  committee  which  should  report  to 
him  by  the  first  of  November  on  the  optimum  number 
of  heart  operations  that  should  be  done  annually  to  in- 
sure skilled  personnel  and  quality  equipment. 

The  problem  of  a fiscal  intermediary  setting  stan- 
dards for  quality  of  care  unilaterally  without  consulta- 
tion or  approval  of  the  medical  profession  is  becoming 
an  increasing  problem  in  all  phases  of  medicine.  Some 
method  of  dealing  with  this  problem  must  be  estab- 
lished. 

Continuing  Education.  The  problem  of  continuing 
education  is  an  ongoing  one  and  it  is  hopeful  that  Dr. 
Bloom  will  be  able  to  form  a coalition  with  the  State 


Medical  Society,  the  medical  schools,  the  Regional 
Medical  Programs,  the  State  Department  of  Health, 
and  the  specialty  societies.  It  is  too  vast  a problem  for 
a committee,  so  Dr.  Bloom  must  secure  outside  funds 
and  professional  help  in  setting  up  a system  of  continu- 
ing education  acceptable  to  all  parties.  Read  this  re- 
port. It  will  affect  all  physicians  in  the  State. 

Preventive  Medicine.  The  difference  of  opinion  in 
the  Committee  on  Preventive  Medicine  regarding 
smallpox  vaccination  was  not  resolved  by  the  act  of  the 
Legislature  which  erased  from  the  Public  Health  Law 
the  requirement  that  every  child  in  the  State  be  im- 
munized against  smallpox.  This  committee  distrib- 
uted guidelines  for  the  treatment  and  care  of  venereal 
disease  after  they  were  approved  by  the  Council  in 
March.  The  committee  has  not  yet  resolved  the  im- 
plementation of  Resolution  72-40  which  was  approved 
by  the  House  of  Delegates  regarding  legislation  to  ac- 
complish immunization  to  rubella  for  all  females  enter- 
ing high  school. 

Aging  and  Nursing  Homes.  The  Committee  on 
Aging  and  Nursing  Homes  has  been  concerned  with  a 
Federal  directive  to  inspect  every  patient  in  nursing 
homes  which,  in  itself,  was  an  almost  impossible  task 
for  the  State  Health  Department  to  do  before  July  1. 
Nevertheless,  every  patient  was  seen  and  the  Federal 
Government  was  apparently  satisfied.  Many  nursing 
homes  transformed  themselves  to  health-related  facili- 
ties which  have  weaker  Federal  standards  than  nursing 
homes.  However,  it  is  the  feeling  of  the  Health  De- 
partment that  within  a year  or  so  health-related  facili- 
ties will  be  required  to  have  the  same  scrutiny  that 
nursing  homes  have  had. 

Disaster  Medical  Care.  The  Committee  on  Disas- 
ter Medical  Care  had  a workout  in  obtaining  informa- 
tion regarding  how  the  medical  profession  reacted  to 
the  devastating  floods  in  the  Southern  Tier  of  New 
York  State.  Apparently  considerable  information  was 
obtained  which  will  be  considered  by  the  committee 
during  the  next  year. 

Family  Physicians.  The  Committee  on  Family 
Physicians  has  started  an  innovation  in  exposing  medi- 
cal students  to  family  practice.  The  continuing  educa- 
tion program  of  the  family  physician  continues  unabat- 
ed. The  committee  is  pleased  that  the  New  York 
State  Chapter  of  the  American  Academy  of  Family 
Physicians  joined  with  the  national  body  in  honoring 
Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  of 
the  State  Medical  Society,  with  a “Certificate  of  Meri- 
torial  Service”  at  the  Concord  Hotel  in  May  of  1972. 

Health  Care  Technology.  The  Health  Care  Tech- 
nology Committee  is  pleased  with  its  “Guidelines  for 
the  Development  of  Acceptable  Multiphasic  Health 
Testing  Programs,”  and  the  “Statement  on  Legal  Re- 
sponsibility of  Physicians  for  Unsolicited  Reports.” 
The  committee  is  proud  of  its  role  in  amending  the 
State  Hospital  Code  regarding  multiphasic  health 
screening  facilities,  and  a definition  of  a multiphasic 
health  screening  facility. 

Health  Manpower.  The  Committee  on  Health 
Manpower  is  much  concerned  about  the  new  legislation 
on  physician’s  associates  and  specialist’s  assistants. 
The  Committee  requested  that  the  President  appoint 
an  ad  hoc  committee,  as  mandated  by  the  1971  House 
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of  Delegates,  to  draw  up  guidelines  regarding  these  new 
members  of  the  health  team.  The  Executive  Vice- 
President  was  reminded  on  August  19th  that  he  had 
written  Dr.  Himler  on  March  18,  1971,  of  the  mandate 
by  the  1971  House  of  Delegates,  but  apparently  the  let- 
ter was  disregarded  as  the  committee  was  never  ap- 
pointed. 

Maternal  and  Child  Welfare.  Dr.  Hughes  and  the 
Committee  on  Maternal  and  Child  Welfare  continue  to 
carry  on  the  study  of  maternal  and  perinatal  mortality. 
Much  of  this  work  is  being  continued  through  a grant 
from  the  State  Health  Department.  In  connection 
with  this  committee.  Dr.  Hughes  has  studied  the 
changes  in  the  endometrium  in  tissue  culture  brought 
about  by  oral  contraceptives. 

Medical  Aspects  of  Sports.  Dr.  Emerson  has  com- 
pleted his  program  for  the  Medical  Aspects  of  Sports  to 
be  given  in  February  1973. 

Mental  Health.  The  Mental  Health  Committee, 
with  the  approval  of  the  Council,  removed  its  objec- 
tions to  recodification  of  the  Mental  Hygiene  Law. 
Later,  the  Legislature  approved  the  recodification  of 
the  Mental  Hygiene  Law  and  the  Governor  vetoed  a 
bill  that  would  separate  the  Division  for  Retarded 


Accident  and  Injury  Prevention 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  In- 


jury Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman Monroe 

Harold  Brandaleone,  M.D New  York 

Francis  J.  Gilroy,  Jr.,  M.D.  Broome 

James  E.  Holmblad,  M.D Schenectady 

Donald  C.  Walker,  M.D.,  Advisor  Albany 

Leslie  Fisher,  M.P.H.,  Advisor Albany 


The  Committee  met  on  February  15,  1972,  in  New 
York  City  and  on  July  11,  1972,  in  Schnectady,  New 
York. 

Legislation  requiring  the  use  of  automobile  restraint 
systems  was  enacted  in  Australia  beginning  January  1, 
1971,  and  has  reduced  the  number  of  deaths  from  high- 
way accidents  by  25  per  cent  and  achieved  a usage  rate 
of  80  per  cent.  Restraint  system  usage  rates  in  contrast 
in  the  United  States  are  16  per  cent  for  lap  belts  and 
less  than  5 per  cent  for  shoulder  harnesses. 

Constitutional  considerations  are  most  often  raised 
as  an  objection  to  such  legislation  but  a recent  review 
by  the  U.S.  Department  of  Transportation’s  legal  coun- 
sel on  June  22,  1972,  revealed  that  such  legislation  is 
closely  comparable  to  motorcycle  helmet  legislation 
which  has  been  enacted  successfully  in  44  states  and 
declared  unconstitutional  in  only  one  state. 

The  committee  concluded  that  the  U.S.  Department 
of  Transportation  should  develop  a new  Highway  Pro- 
gram Safety  Standard  requiring  that  states  enact  man- 
datory restraint  system  usage  laws.  Some  of  the  details 
of  such  legislative  proposals  were  reviewed,  and  it  was 


Children  from  the  Department  of  Mental  Hygiene. 

Metabolic  Diseases.  The  Committee  on  Metabolic 
Diseases  reaffirmed  the  opposition  of  the  House  of  Del- 
egates to  the  Food  and  Drug  Administration’s  required 
warnings  on  all  sulfonylurea  drugs.  The  committee 
felt  that  the  decision  to  use  diet  alone,  insulin,  solfony- 
lurea  drugs,  or  phenformin,  must  be  left  to  the  judg- 
ment of  the  attending  physician. 

During  the  summer,  the  Director  of  the  Division  of 
Scientific  Activities  prepared  a brochure  which  gives 
the  historical  development  of  the  Commission  on  Pub- 
lic Health  and  Education,  and  the  current  status  of  the 
Commission.  I recommend  that  members  of  the 
House  of  Delegates  familiarize  themselves  with  the 
material  contained  in  this  booklet.  While  there  have 
been  several  chairmen  of  the  Commission,  and  many 
presidents  of  MSSNY  since  its  formation,  it  is  worthy 
of  mention  that  Dr.  Ingraham  said  on  July  20th  last,  “I 
have  been  privileged  to  attend  every  one  of  these  annu- 
al meetings  since  their  inception.”  As  current  chair- 
man of  the  commission,  U hope  these  annual  events 
continue  for  many  years  to  come. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 


recommended  that  initially  only  the  lap  belt  should  be 
required  because  shoulder  harnesses  as  presently  de- 
signed and  installed  are  uncomfortable  and  inconve- 
nient. Front  seat  occupants  only  should  be  covered  be- 
cause rear  seat  occupancy  is  only  16  per  cent  and  the 
injury  rate  for  rear  seat  occupants  is  one-tenth  that  of 
front  seat  occupants.  Adult  members  should  be  held 
responsible  for  the  use  of  restraint  systems  and  individ- 
ually fined  if  in  violation.  The  driver  should  be  more 
severely  penalized  to  the  extent  that  he  would  have 
points  placed  against  his  license  which  might  ultimate- 
ly lead  to  revocation  or  suspension.  Restraint  systems 
should  be  inspected  on  a yearly  basis  as  part  of  the 
routine  annual  motor  vehicle  inspection. 

The  committee  further  recommended  that  MSSNY 
introduce,  if  necessary,  and  support  legislation  in  the 
New  York  State  Legislature  which  will  make  the  use  of 
lap  type  belt  restraint  systems  mandatory. 

Emergency  medical  care  in  New  York  State  was  re- 
viewed by  the  committee  and  the  following  needs  de- 
termined: 

1.  Ambulance  equipment,  operations  and  person- 
nel training  should  be  standardized  on  a broader  basis 
which  would  include  all  ambulances  operating  in  the 
State. 

2.  The  emergency  telephone  number  911  has  been 
established  in  Buffalo  and  New  York  City  and  should 
be  extended  to  all  areas  of  the  State. 

3.  Emergency  medical  technician  training  pro- 
grams must  be  continued  and  improved  to  meet  forth- 
coming U.S.  Depart  ment  of  Transportation  standards. 
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4.  Mobile  cardiac  resuscitation  units  are  in  opera- 
tion in  at  least  two  areas  of  the  State  and  should  come 
under  NYS  Department  of  Health  regulation. 

5.  The  MSSNY  should  establish  a separate  com- 
mittee on  emergency  medical  care. 

School  bus  safety  needs  were  tragically  pointed  up  in 
the  Congers,  New  York,  accident  on  March  24,  1972. 
Current  school  bus  safety  design  is  primitive  com- 
pared to  passenger  vehicle  design.  The  U.S.  Depart- 
ment of  Transportation  and  the  bus  manufacturers  are 
conducting  research  which  will  lead  to  buses  offering 
improved  occupant  protection.  Codification  of  these 
findings  should  be  possible  in  the  next  two  years  and 
deserves  the  support  of  MSSNY. 

Snowmobile  accident  injuries  remain  an  increasing 
problem.  There  were  339  deaths  in  the  United  States 


Alcoholism 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 
follows: 


Stanley  E.  Gitlow,  M.D.,  Chairman  New  York 

LeClair  Bissell,  M.D New  York 

Steven  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D.  New  York 

Sidney  S.  Greenberg,  M.D.  New  York 

Susan  E.  Hanson,  M.D.  Monroe 

Gordon  M.  Hemmett,  M.D.  Monroe 

William  L.  Holt,  Jr.,  M.D.  Albany 


The  Committee  on  Alcoholism  was  formed  in  the 
Spring  of  1972  after  it  was  determined  that  efforts  in  this 
field  could  not  be  adequately  pursued  during  committee 
meetings  concerned  largely  with  the  problems  of  narcotic 
addiction.  The  members  met  first  in  May  and  assigned 
three  priorities  for  the  attention  of  the  Committee: 

1.  Education  of  the  New  York  State  physician  re- 
garding the  nature  of  alcoholism,  its  detection  and 
therapy. 

2.  The  development  of  an  organized  and  national 
plan  by  which  the  profession  may  direct  assistance  to 
the  New  York  State  physician  suffering  from  ethanol 
or  other  sedative  dependency. 

3.  An  in-depth  study  of  the  role  played  by  insur- 
ance carriers  in  supplying  the  third  party  coverage 
necessary  for  delivery  of  adequate  medical  care  to  pa- 
tients suffering  from  alcoholism.  The  committee 
recognized  the  advantages  inherent  in  supplying  early 
diagnostic  and  therapeutic  assistance  for  alcoholism, 


and  over  100  in  Canada  in  1971.  Snowmobiles  have 
become  a necessity  of  life  in  northern  areas  of  New 
York  State,  but  vehicle  safety  design  and  operation  can 
be  improved  to  reduce  the  injury  and  death  rates.  The 
committee  will  continue  its  surveillance  and  support 
efforts  in  this  area. 

Drugs,  other  than  alcohol,  remain  an  undefined 
problem  in  accident  causation.  The  committee  recom- 
mended that  emergency  rooms  and  departments  be 
permitted  to  make  alcohol  and  other  drug  determina- 
tions on  all  accident  victims  in  an  effort  to  define  the 
roll  of  drugs  in  accident  causation.  Legislation  may  be 
necessary  to  permit  such  research  programs. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 


rather  than  await  the  late  complications  of  cirrhosis, 
cardiomyopathy,  or  chronic  brain  syndrome. 
Subcommittees  were  appointed  for  initial  study  of 
priorities  two  and  three.  Their  reports  are  due  early  in 
1973.  The  educational  program  for  the  practicing  physi- 
cian will  open  with  a "nuts  and  bolts”  general  session 
at  the  annual  meeting  of  the  Medical  Society  of  the  State 
of  New  York  on  February  12,  1973.  The  program,  en- 
titled “Alcoholism — The  Doctor’s  Dilemma?”  deals  with 
practical,  clinical  means  by  which  the  physician  might 
better  detect,  motivate,  and  treat  the  alcoholic.  Ephram 
T.  Lisansky,  M.D.  (Baltimore),  LeClaire  Bissell,  M.D. 
(New  York  City),  J.  Norris,  M.D.  (Rochester),  Frank  L. 
Iber,  M.D.  (Boston),  Luther  A.  Cloud,  M.D.  (New  York 
City),  T.  Jones,  M.D.  (Durham,  N.C.)  and  S.  E.  Gitlow, 
M.D.  (New  York  City)  will  share  responsibility  for  ses- 
sions which  will  include  reference  to  diagnostic  tech- 
niques, methods  for  using  Alcoholics  Anonymous,  pro- 
cedures for  detoxification  in  and  out  of  hospital  settings, 
and  therapeutic  techniques  which  can  be  undertaken  by 
the  private  physician  following  detoxification  of  the 
alcoholic. 

The  Committee  anticipates  that  it  will  concern  itself 
with  recommendations  to  the  State  Medical  Society 
relative  to  legislation  dealing  with  matters  pertinent  to 
the  alcoholic  and  his  care. 

The  Chairman  was  appointed  to  represent  the  Medical 
Society  of  the  State  of  New  York  on  the  New  York  State 
Task  Force  on  Alcoholism,  the  initial  meeting  of  which 
took  place  on  October  25,  1972. 

Respectfully  submitted, 

Stanley  E.  Gitlow,  M.D.,  Chairman 
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Audio-Visual  Aids 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Audio-Visual  Aids 
are  as  follows: 


Kenneth  B.  Olson,  M.D.,  Chairman  Albany 

Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D.  Albany 


The  Committee  on  Audio-Visual  Aids  did  not  meet 
during  the  last  calendar  year  because  it  was  felt  that 
with  the  curtailed  state  of  the  budget,  there  was  no  room 
for  expansion. 

Only  three  new  medical  films  were  added  to  the  li- 
brary, and  very  few  were  reviewed. 

The  present  films  were  utilized  reasonably  well,  and  it 
is  quite  encouraging  to  see  the  increased  use  of  these 
films  by  the  medical  staffs  of  hospitals. 

At  the  present  time,  there  are  no  plans  for  expansion 
or  marked  alteration  in  the  activities  of  the  Committee 
on  Audio-Visual  Aids  of  the  Medical  Society  of  the 
State  of  New  York. 

The  following  is  the  report  of  all  films  for  the  year 
January  1,  1971  to  December  31,  1971: 


1970  1971 


Total  number  of  films  shipped 
Showings  (Reported) 
Attendance  (Reported) 


28,932  30,217 

60,299  64,749 

1,747,800  1,914,602 


The  medical  films  shipped  during  this  period  in  the 
eight  categories  are: 


Individual 

Films 

Used 

Private  Physicians 

88 

164 

Medical  Staffs  of  Hospitals 

3,288 

4,150 

Medical  Schools 

381 

456 

Pharmacy  Schools  t 

4 

6 

Nursing  Schools 

4,307 

5,880 

Public  Health  Staffs 

911 

1,306 

Voluntary  Health  Agencies 

547 

691 

Colleges-Bio-Sciences 

2,069 

2,727 

TOTAL  11,595  15,380 

From  January  1971  to  December  31,  1971,  three  new 
medical  films  were  added  to  the  library. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 


Cancer 


To  The  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Cancer  are  as  fol- 
lows: 


Charles  E.  Rogers,  M.D.,  Chairman  Nassau 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D. Erie 

John  W.  Hirshfeld,  M.D. Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Arthur  A.  Stein,  M.D.  Albany 

Herbert  Volk,  M.D.  Bronx 

Sidney  L.  Arje,  M.D.,  Adviser  . . New  York 

Peter  Greenwald,  M.D.,  Adviser Albany 

Walter  P.  Murphy,  M.D.,  Adviser  Erie 

Guy  F.  Robbins,  M.D.,  Adviser New  York 

Charles  D.  Sherman,  Jr.,  M.D.,  Adviser Monroe 


The  committee  met  regularly  throughout  the  year 
and  saw  a number  of  its  proposals  come  to  fruition.  I 
should  like  to  publicly  thank,  the  members  for  giving 
unselfishly  of  their  time  to  carry  out  assignments,  pre- 
pare for  and  attend  meetings  and,  in  general,  ad- 
dressing themselves  to  the  goals  of  earlier  diagnosis  and 


treatment  and  improvement  in  the  rate  of  survival  of 
cancer  patients.  I am  personally  deeply  grateful  to 
them.  The  committee  wishes  to  express  its  apprecia- 
tion to  the  staff  of  the  State  Medical  Society,  drawing 
special  attention  to  Miss  Dorothy  Smith  for  all  of  her 
help,  and  to  Norman  S.  Moore,  M.D.,  and  Henry  I. 
Fineberg,  M.D.,  for  their  advice  and  counsel. 

Last  year,  the  committee  solicited  the  aid  of  the 
Commission  on  Public  Health,  (among  others)  in  the 
repeal  of  Sec.  2404  of  the  Public  Health  Law  con- 
cerning the  exempting  of  New  York  City  from  reporting 
its  cancer  statistics  . . Companion  bills  introduced  by 
Senator  Tarky  Lombardi  (S  8294)  and  Assemblyman 
Alan  Hevesi  (A  9477)  were  passed  and  signed  into  law 
by  Governor  Rockefeller.  The  committee  recognizes 
that  there  is  a wide  gap  between  law  and  implementa- 
tion. Realizing  the  great  potential  value  of  the  data  to 
be  derived,  it  requests  that  all  members  lend  their 
weight  to  securing  the  financial  support  and  other  nec- 
essary aid  to  insure  rapid  and  complete  compliance.  It 
should  be  here  mentioned  that  the  committee  is  in- 
debted to  Hollis  S.  Ingraham,  M.D.,  Commissioner,  New 
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York  State  Department  of  Health  and  particularly  to 
Peter  Greenwald  M.D.,  and  his  staff  for  their  support  in 
this  cause. 

Some  years  ago,  largely  through  the  efforts  of  Vin- 
cent Handy,  M.D.,  and  with  the  support  of  the  Com- 
mittee on  Cancer,  the  cervical  Papanicolaou  smear  was 
mandated  for  hospitalized  females  between  27  and  54 
years  of  age,  unless  done  within  3 years,  refused  or  con- 
traindicated. The  committee  felt  that  there  were  fe- 
males at  risk  outside  these  age  limits  and  recommend- 
ed a change  to  include  all  females  21  and  over.  This 
has  now  been  included  in  the  State  Health  Code  with 
thanks  again  to  the  House  of  Delegates  for  passing  the 
committee’s  resolution  and  to  the  Health  Department 
for  its  support.  The  Committee  feels,  however,  that  a 
three  year  period  is  too  long  and  recommends  that  the 
interval  be  reduced  to  one  year.  An  effort  will  be 
made  to  secure  a further  modification  this  year. 

Concerning  the  pap  smear,  the  committee  shares  the 
views  of  others  that  the  larger  share  of  the  female  pop- 
ulation at  risk  are  not  hospitalized  and  that  some 
means  must  be  found  to  encourage  and  promote  the 
cervical  pap  smear  in  the  non-hospitalized  female  pop- 
ulation. The  committee  is  seeking  the  aid  of  third 
party  carriers  to  provide  a nominal  dollar  reimburse- 
ment to  the  patient  for  professional  fees  paid  to  have  a 
pap  smear  taken  and  interpreted.  The  committee  fur- 
ther feels  that  all  possible  support  should  be  given  to 
the  American  Cancer  Society’s  Uterine  Task  Force 
Program  aimed  at  having  all  females  over  21  have  a 
pap  smear  by  1975. 

The  committee  recognizes  the  views  of  certain  groups 
who  feel  there  is  a cyto-technician  shortage,  that  there 
are  insufficient  cyto-pathologists  to  read  such  a volume 
and  many  other  objections.  Our  pathologist  member 
feels  there  is  no  shortage  of  trained  pathologists.  We 
have  engaged  in  correspondence  with  the  Pennsylvania 
Cancer  Coordinating  Committee  to  look  into  the  mat- 
ter of  the  two-year  college  requirement  for  cyto-techni- 
cians.  Again,  there  is  a large  body  who  feel  that  there 
is  not  a serious  shortage. 

In  1971,  the  House  of  Delegates  passed  a resolution 
(71-75,  Colon  and  Rectal  Cancer)  encouraging  the  rou- 
tine testing  for  occult  blood  in  the  stool,  rectal  exami- 
nation and  sigmoidoscopy  when  indicated.  This  grew 
out  of  conclusions  of  the  New  York  Regional  Medical 
Program’s  subcommittee  on  Colon  and  Rectal  Cancer, 
as  well  as  information  from  the  American  Cancer  Soci- 
ety and  the  American  College  of  Surgeons.  It  is  the 
committee’s  intention  to  urge  further  modifications  of 
the  State  Code  to  mandate  rectal  examination  and  oc- 
cult blood  testing  on  all  hospitalized  patients  in  high 
risk  groups  i.e.,  over  35  years  of  age. 

The  matter  of  cancer  quackery  and  medical  quackery 
in  general  in  New  York  State  is  a matter  of  grave  con- 
cern to  the  committee.  For  many  years,  the  Commit- 
tee on  Cancer  has  been  reviewing  this  problem  and  has 
concluded  that  only  through  appropriate  legislation  can 
quackery  be  substantially  reduced  or  abolished.  The 
committee  feels  that  adequate  legal  remedies  are  not 
available  to  the  “hoaxed”  individuals  or  their  families. 
For  almost  15  years  the  state  of  California  has  had  such 


legislation.  Their  laws  have  led  to  the  successful  pros- 
ecution of  quacks  for  various  crimes  up  to  and  includ- 
ing murder.  There  is  a chiropractor  now  in  prison 
serving  a sentence  resulting  from  his  conviction  of  sec- 
ond degree  murder.  It  is  hoped  that  the  Medical  Soci- 
ety of  the  State  of  New  York,  the  State  Department  of 
Health,  and  various  voluntary  health  agencies  will  co- 
operate to  secure  the  introduction  and  passage  of  a 
cancer  remedies  act  similar  to  that  of  the  California 
quackery  law. 

Another  matter  presented  last  year  and  now  felt  to 
be  even  more  important  by  the  committee  is  the 
screening  charts  in  the  peer  review  mechanism  of  pa- 
tients with  cancer  diagnoses  to  determine  the  quality 
of  care.  This  matter  has  been  brought  to  the  attention 
of  the  Commission  on  Cancer  of  the  American  College 
of  Surgeons  and  the  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Hospitals  in  New  York  State  would 
be  well  advised  to  begin  such  screening  soon.  There  is 
very  little  doubt  that  the  government  will  be  publish- 
ing lists  of  approved  facilities  in  the  near  future  as  re- 
quired by  previous  legislation,  (89-239).  H.R.l.  has 
passed  and  we  must  soon  live  with  its  provisions. 

There  has  been  some  difficulty  in  several  Upstate 
communities  in  regard  to  financial  support  of  tumor  reg- 
istries. There  should  be  no  trouble  in  obtaining  sup- 
port of  third  party  carriers  for  this  required  record 
keeping  procedure.  There  is  no  question  about  this 
being  an  appropriate  reimbursable  item  ancj  concerned 
hospitals  should  bring  the  particulars  of  this  matter  to 
their  respective  carriers. 

In  regard  to  the  Hospital  Code  requirement  for  cervi- 
cal pap  smears,  the  reissuance  of  the  joint  letter  sent 
out  by  the  Commissioner  of  Health  and  the  President 
of  the  MSSNY  was  called  for  as  a continuing  stimulus 
to  the  practicing  physicians  of  this  State.  It  was  ob- 
served that  a number  of  hospital  administrators  con- 
sider this  an  onerous  requirement  and  are  possibly  un- 
derreporting this  activity  in  the  hospitals.  Active  sup- 
port by  staff  physicians  and  a constant  publicity  cam- 
paign on  the  importance  of  this  procedure  will  go  far 
toward  enforcing  this  requirement  as  it  should. 

Dr.  Greenwald  and  the  State  Health  Department 
have  been  compiling  statistics  on  the  implementation 
of  this  Code  requirement,  and  there  is  an  indication 
that  usage  has  increased.  The  suggestion  was  made 
that  malpractice  carriers  inform  hospitals  that  they 
risk  malpractice  actions  should  lawsuits  arise  from 
their  failure  to  comply  with  this  requirement.  Teach- 
ing programs  have  been  established  to  train  nurses  to 
do  pap  smears.  Physicians  in  central  New  York  are 
now  routinely  billing  third  party  carriers  for  complete 
pelvic  examinations  and  pap  smears,  and  are  now  re- 
ceiving payment  for  them.  This  is  an  ideal  situation 
and  should  be  supported. 

Third  party  reimbursement  for  cancer  detection  pro- 
cedures is  to  be  encouraged.  The  aid  and  cooperation 
provided  by  Dr.  Greenwald  and  the  State  Health  De- 
partment in  helping  the  committee  carry  out  its  objec- 
tives is  praiseworthy  and  commendable. 

Respectfully  submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 
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Cardiovascular  Disease 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Cardiovascular 


Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  . . Westchester 

Charles  P.  Bailey,  M.D New  York 

Joseph  T.  Doyle,  M.D Albany 

Francis  L.  Giknis,  M.D Schenectady 

Abraham  Jezer,  M.D Bronx 


The  committee  met  this  year  following  its  usual  tele- 
phone conference  format.  One  of  the  major  items  that 
came  to  our  attention  was  a note  from  Walter  Mer- 
sheimer,  M.D.,  Chairman  of  the  Department  of  Surgery 
of  New  York  Medical  College.  Dr.  Mersheimer  was  pro- 
testing a letter  written  by  Peter  Rogatz,  M.D.,  of  the 
Associated  Hospital  Service.  In  this  letter,  dated  Feb- 
ruary 2,  1972,  Dr.  Rogatz  quotes  the  Inter-Society  Com- 
mission for  Heart  Disease  Resources  as  follows: 

We  believe  the  smallest  practical  unit  to  qualify  as 
a cardiac  center  should  perform  four  to  six  cardiac 
operations  with  extra-corporeal  circulation  weekly  . . . 
this  number  of  open  heart  operations  seems  necessary 
for  the  effective  use  of  personnel  and  equipment,  for 
the  provision  of  training  and  for  the  maintenance  of 
necessary  professional  skills. 

Dr.  Rogatz  also  states  that  A.H.S.,  as  well  as  the  study 
group,  recognizes  that  a qualified  cardiac  surgical  team 
may  start  with  a smaller  number  of  cases  if  a reasonable 
projection  indicates  that  the  minimum  case  load  will 
soon  be  generated.  Dr.  Rogatz  goes  on  to  develop  this 
thesis  and  mentions  that  one  should  begin  to  anticipate 
this  problem  for  the  year  1973.  And  he  says,  in  his  final 
paragraph,  about  funding,  “Accordingly,  it  seems  wise  to 
raise  this  question  with  you  before  our  staff  and  other 
commitments  are  made  extending  into  1973.  I would 
appreciate  hearing  from  you  on  this  matter  at  your  earli- 
est convenience.” 

This  caused  quite  an  uproar  among  physicians  par- 
ticularly in  New  York  City  where  meetings  were  held  to 
discuss  the  formation  of  splinter  groups.  Dr.  Mersheim- 
er suggested  that  this  be  brought  before  the  committee 
and  this  was  done.  We  met  approximately  three  weeks 


Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Chronic  Pulmo- 


nary Diseases  are  as  follows: 

Frank  Clay  Maxon,  Jr  , M.D.,  Chairman  Albany 

Henry  J.  Brock,  M.D Erie 

Joseph  J.  Fusco,  M.D Columbia 

Gabriel  P.  Seley,  M.D New  York 

Marshall  Henry  Williams,  Jr.,  M.D Bronx 


Individual  meetings  and  telephone  discussions  of  de- 
tails were  carried  on  throughout  the  year  with  a majority 


later,  on  the  10th  of  April.  It  was  the  opinion  of  the  com- 
mittee that,  in  essence,  two  statements  in  this  letter  were 
felt  to  be  erroneous.  First,  the  number  quoted  of  “from 
four  to  six  open  heart  operations  per  week”  is  unrealis- 
tic. Second,  and  more  important,  it  seemed  wrong  to 
the  members  of  the  committee  for  a fiscal  intermediary, 
such  as  the  Associated  Hospital  Service,  to  set  itself  up 
as  a judge  for  standards  of  quality  in  medicine  or  surgery. 

Accordingly,  we  communicated  with  Norman  S. 
Moore,  M.D.,  and  we  received  two  written  communica- 
tions from  him.  Dr.  Moore  very  obligingly  agreed  to 
have  this  presented  to  the  Council.  We  were  pleased  to 
hear  that  this  was  discussed  by  the  Council  at  its  meet- 
ing of  June  18,  1972.  Action  taken  by  the  Council  is  as 
follows:  f 

After  considerable  discussion,  it  was  recommended 
that  a letter  be  sent  by  Edward  Siegel,  M.D.,  Presi- 
dent, to  Dr.  Rogatz,  to  the  Commissioner  of  Health, 
and  to  the  A.H.S.,  saying  that  this  matter  does  not  lie 
in  the  jurisdiction  of  the  Associated  Hospital  Ser- 
vice. 

I feel  very  pleased  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  acted  in  such 
prompt  fashion.  I think  it  is  unnecessary  for  physicians 
to  splinter  into  various  groups  with  all  the  attendant 
problems.  I am  also  mindful  of  the  fact  that  an  Ad  Hoc 
Committee  has  met  and  is  due  to  bring  in  a report  in 
September  of  this  year. 

We  hope  that  all  this  pressure  which  has  been  brought 
to  bear  on  A.H.S.  will  cause  Dr.  Rogatz  to  rescind  his 
letter  of  February  2nd,  and  we  confidently  expect  this 
outcome. 

Again,  may  I reiterate  my  two  objections  to  the  Rogatz 
letter — first,  the  number  is  unrealistic  (possibly  50-75 
open  heart  operations  a year  would  be  a realistic  figure, 
but  this  is  a personal  opinion  of  the  chairman);  and 
secondly,  and  even  more  important,  it  is  not  up  to  the 
fiscal  intermediary  to  set  standards  for  quality  of  care. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 


of  the  members  of  the  Committee  on  Chronic  Pulmo- 
nary Diseases. 

The  committee  would  emphasize  that  there  remains 
a shortage  of  physicians  trained  in  the  broad  aspects  of 
pulmonary  disease,  particularly  in  the  field  of  tubercu- 
losis and  intensive  respiratory  care.  In  view  of  this,  it 
supports  the  postgraduate  course  in  Clinical  Pulmonary 
Physiology  being  offered  by  the  New  York  Trudeau 
Society,  October  22-25,  1972,  at  the  Camelot  Motel, 
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Poughkeepsie,  New  York,  and  urges  participation  by  the 
membership  of  the  Medical  Society  of  the  State  of 
New  York.  Encouragement  for  continuation  of  such 
courses  in  the  future  is  also  recommended. 

The  committee  continues  to  be  concerned  about  the 
development  of  general  community  hospital  care  of 
tuberculosis  as  the  State  tuberculosis  hospitals  are 
phased  out.  It  again  emphasizes  that  both  in-patient 
and  out-patient  care  of  tuberculosis  patients  should  be 
integrated  effectively  in  the  community  and  with 
administrative  and  professional  interaction  with  local 
health  department  units.  The  inclusion  of  the  chair- 
man of  the  Committee  on  Chronic  Pulmonary  Disease 
on  the  Advisory  Committee  on  Chronic  Pulmonary 
Disease  of  the  New  York  State  Department  of  Health 
is  a welcome  responsibility. 

Your  committee  again  recommends  that  the  Medical 


Data  Processing  in  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  following  are  members  of  the  Committee  on  Data 


Processing: 

William  A.  Bauman,  M.D.,  Chairman  New  York 

William  J.  Burke,  M.D Westchester 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Michael  Moynahan,  M.D Clinton 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Edward  Vastola,  M.D Kings 

Charles  Weller,  M.D Westchester 

Sheldon  Zimberg,  M.D Rockland 

Philip  Aisen,  M.D.,  Advisor Bronx 

Mr.  Allan  C.  Anderson,  Advisor Monroe 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Donald  M.  Shapiro,  Ph.D.,  Advisor New  York 

Mr.  William  J.  Mueller,  Advisor Onondaga 


The  Committee  sponsored  the  Section  Meeting  on 
Data  Processing  at  the  1972  Convention  of  the  Medical 
Society  of  the  State  of  New  York. 

The  Committee  has  been  enlarged  to  represent  all 
major  medical  centers  in  the  State. 

We  have  reviewed  aspects  of  automation  that  deal 


Society  of  the  State  of  New  York,  and  its  component 
county  societies,  support  all  local  efforts  in  public  edu- 
cation regarding  the  hazards  of  smoking.  Discussion  of 
automotive  air  pollution  has  prompted  the  committee 
to  suggest  that  the  Medical  Society  of  the  State  of  New 
York  influence  communities  with  high  hazard  of  auto- 
motive exhaust  pollution  to  give  thought  and  direction 
to  systems  of  efficient  traffic  movement  and  improved 
mass  public  transportation.  Realizing  that  improve- 
ment in  this  problem  by  change  in  car  manufacturing  is 
a long  way  off,  the  committee  feels  that  it  might  be 
appropriate  to  offer  this  suggestion  to  those  county 
medical  societies  with  high  pollution  concentration 
for  possible  local  interaction  with  the  responsible  public 
officials. 

Respectfully  Submitted 

Frank  Clay  Maxon,  M.D.,  Chairman 


with  patient  care  and  have  come  to  certain  pertinent 
conclusions.  Computers  have  proven  indispensable  in 
hospital,  financial  and  administrative  activities  and  in 
clinical  laboratories.  Special  applications,  such  as 
electrocardiographic  interpretation  and  patient  monitor- 
ing, improve  quality  care  at  reduced  costs. 

The  Committee  formally  requested  the  Committee  on 
State  Legislation  to  develop  specific  regulations  that  ex- 
tend privileged  and  confidential  statutes  to  include  pa- 
tient information  stored  in  computer  systems.  Such 
statutes  deal  with  the  liability  for  unauthorized  dis- 
closure of  data  by  those  who  have  access  to  medical 
information. 

We  are  also  interested  in  initiating  a proposal  for  stan- 
dardized insurance  forms  to  ease  the  physician’s  burden 
and  at  the  same  time  provide  consistent  information 
suitable  for  data  processing. 

Members  will  co-sponsor  a program  with  the  Section 
on  Pathology  at  the  1973  Annual  Convention.  We  have 
also  reviewed  some  shortcomings  of  existing  computer 
systems  and  are  available  for  consultation  concerning 
data  processing. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 
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Family  Physicians 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Family  Physicians 
are  as  follows: 


Samuel  Wagreich,  M.D..  Chairman  . Bronx 

Max  Cheplove,  M.D.  Erie 

G.  Alex  Galvin,  M.D.  Tompkins 

George  G.  Hart,  M.D Essex 

William  L.  Ladue,  M.D. Clinton 

Joseph  F.  Palmieri,  M.D Suffolk 


This  has  been  an  active  and  productive  year  for  the 
committee  and  the  New  York  State  Academy  of  Fami- 
ly Physicians. 

Significant  activities  have  been  directed  towards  al- 
leviating the  “alleged”  shortage  and  maldistribution  of 
family  physicians  in  the  rural  and  underprivileged 
areas  of  New  York  State;  New  York  City  reports  a re- 
duction of  20-30  per  cent  in  the  number  of  primary 
physicians  in  the  last  decade  with  an  average  age  of 
practicing  primary  physicians  of  50-55  years.  Toward 
this  end,  we  have  redoubled  our  efforts  to  strengthen 
Departments  of  Family  Practice  in  State  supported 
medical  schools  and  have  encouraged  the  formation  of 
such  departments  in  other  medical  schools  and  volun- 
tary hospitals.  Our  public  relations  have  been  aug- 
mented by  interviews  on  radio,  television  and  the 
press,  and  there  has  appeared  a favorable  response 
from  the  media  on  the  needs  for  more  family  physi- 
cians; legislators,  and  educators  have  indicated  a grow- 
ing awareness  and  interest  as  young  people,  because  of 
their  motivation,  are  encouraged  and  exposed  to  family 
practice. 

The  preceptorship  program,  through  generous  contri- 
butions from  Merck,  Sharpe,  and  Dohme  and  the  Re- 
search and  Education  Foundation  of  the  New  York 
State  Academy  of  Family  Physicians  has  provided  for 
the  exposure  of  thirty  students  in  family  practice  this 
year,  a most  desirable  and  successful  indoctrination 
and  experience.  The  legislative  efforts  have  been  in- 
tegrated with  the  legislative  program  of  the  NYSAFP, 
the  Medical  Society  of  the  State  of  New  York, 
and  with  lay  organizations.  Since  we  are  ever  mindful 
of  legislative  needs  and  the  health  care  needs  of  the 
communities,  interest-free  loans,  scholarships,  curricula 
in  family  practice,  and  funding  for  preceptorship  pro- 
grams and  family  practice  departments  are  being 
planned. 

Our  continuing  education  program  with  the  coopera- 
tion of  the  State  Medical  Society’s  Committee  on  Con- 
tinuing Education  continues  unabated  and  is  well  re- 
ceived. 

We  are  stimulating  the  formation  of  family  practice 
clubs  where  students  and  their  wives  may  have  oppor- 
tunities to  meet  socially  with  family  physicians. 

Over  220  members  of  the  State  Academy  have 
passed  the  Boards  in  Family  Practice.  This  is  an  ad- 
ditional incentive  for  joining  the  ranks  of  family 
physicians.  On  September  26,  1972,  at  the  Felt  Forum 
at  Madison  Square  Garden,  some  five  hundred  of  our 
members  were  inducted  as  “Fellows  of  the  Academy” 
at  a special  convocation  of  the  American  Academy  of 


Family  Physicians  together  with  3,500  family  physi- 
cians from  all  parts  of  the  U.S. 

We  continue  to  support  the  Student  American  Medi- 
cal Association-Meco  Program  with  enthusiasm  and 
success. 

We  are  engaged  in  continuing  negotiations  with  the 
State  authorities  to  strengthen  the  Medicaid  Program 
and  update  and  liberalize  the  fee  schedule. 

We  anticipate  finalizing  the  recognition  of  Family 
Physician  ratings  in  the  Workmen’s  Compensation  pro- 
gram and  Relative  Value  Scale  schedule  of  fees  as  we 
continue  to  receive  the  active  support  of  MSSNY  and 
Max  N.  Howard,  M.D.,  Director  of  Medical  Services. 

Bulletin  259-Associated  Hospital  Service  has  become 
a reality  and  as  we  strengthen  our  efforts  to  provide 
parallel  coverage,  we  are  pleased  to  note  that  United 
Medical  Service  is  moving  with  all  deliberate  speed  to 
provide  this  coverage  for  its  subscribers. 

As  a committee  of  MSSNY,  we  continue  to  maintain 
close  liaison  with  the  Academy  of  Family  Physicians  in 
these  areas:  our  legislators,  educators,  medical  schools 
and  allied  professions,  family  practice  and  residency 
programs,  and  the  media  of  information  with  the 
knowledge  that  an  enlightened  public  and  membership 
are  prime  requisites  for  the  successful  delivery  of  good 
health  care. 

As  primary  physicians,  we  are  pleased  at  our  contin- 
ued good  relationship  with  Hollis  S.  Ingraham,  M.D., 
Commissioner  of  the  New  York  State  Department  of 
Health,  and  his  loyal  staff.  We  believe  that  close  co- 
operation between  the  State  Health  Department  and 
medicine  is  indispensible  to  preserve  and  maintain  the 
public  health. 

Professional  medical  liability  insurance  is  an  ever 
deepening  concern  of  ours,  as,  in  concert  with  the  Acad- 
emy, we  seek  means  of  strengthening  our  plan  by  re- 
ducing claims,  costs,  and  settlements — we  will  continue 
to  study  other  plans  as  we  review  past  experience,  re- 
serves, and  our  entire  program  of  professional  liability 
insurance. 

We  are  proud  that  so  many  family  physicians  have 
involved  themselves  in  communal  and  public  activities 
as  well  as  local  county  medical  societies  and  district 
branches,  providing  leadership  as  representatives  of 
medicine.  • Almost  sixty  family  physicians  served  as 
delegates  to  the  House  of  Delegates  of  MSSNY  at  its 
last  meeting,  actively  participating  in  the  deliberations 
and  decision  making  of  this  important  body.  They 
serve  with  distinction  on  many  of  the  MSSNY  com- 
mittees as  well. 

We  are  pleased  to  join  with  the  American  Academy 
of  Family  Physicians  in  honoring  Henry  I.  Fineberg, 
M.D.,  Executive  Vice-President  of  MSSNY,  with  a 
“Certificate  of  Meritorious  Service,”  presented  to  him 
by  the  President  of  that  national  body,  Jerome  Wild- 
gen,  M.D.,  at  the  annual  banquet  of  the  New  York 
State  Academy  of  Family  Physicians,  the  Concord 
Hotel,  May,  1972,  for  his  contributions  on  behalf  of 
family  practice  and  organized  medicine. 

We  believe  in  strong  active  communications  with  the 
Academy,  AMA,  government,  State  and  municipal 
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agencies,  and  all  third  parties.  We  request  prelimi- 
nary discussions  and  consultations  which  concern  med- 
icine and  the  public;  we  favor  high  standards  for  medi- 
cal performance  and  deplore  quackery  and  incompe- 
tence. We  will  continue  to  study  foundations  and  peer 
review,  HMO’s  and  various  innovations  in  health  care 
delivery. 

As  a committee  of  MSSNY,  we  are  grateful  to  its  of- 
ficers, Council,  delegates  and  staff,  as  well  as  the  Com- 
mission on  Public  Health  and  Education  and  its  Chair- 
man, Richard  D.  Eberle,  M.D.,  and  to  the  Director  of 
Scientific  Activities,  Norman  S.  Moore,  M.D.,  for  their 
continued  support  and  untiring  efforts  in  behalf  of 
Family  Physicians.  Their  help  provides  encourage- 
ment and  support  to  our  committee. 


Forensic  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows: 

Milton  Helpern,  M.D.,  Chairman New  York 

John  F.  Edland,  M.D Monroe 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Arthur  A.  Stein,  M.D Albany 

Robert  Sullivan,  M.D Schenectady 


The  ninth  Annual  Symposium  on  Forensic  Sciences 
was  held  on  Friday,  April  14,  Saturday,  April  15,  and 
Sunday,  April  16,  1972.  This  symposium  was  spon- 
sored by  the  Institute  of  Forensic  Medicine  of  New 
York  University  and  the  City  of  New  York,  the  Medical 
Society  of  the  State  of  New  York,  the  Dental  Society  of 
the  State  of  New  York,  and  the  New  York  State  De- 
partment of  Health. 

Approximately  300  registrants  attended  the  three- 
day  symposium.  In  the  group  were  coroners,  medical 
examiners,  and  law  enforcement  officers  representing 
legal  medical  centers  in  15  different  states,  and  Toron- 
to, Ontario,  Canada;  Montreal,  Quebec,  Canada;  Brus- 
sels, Belgium;  and  St.  Thomas,  Virgin  Islands.  The 
meeting  was  extremely  successful  and  we  have  received 
messages  praising  the  sessions. 

A subscription  dinner  in  honor  of  Dr.  Helpern’s  70th 
birthday  was  held  at  the  Waldorf-Astoria  Hotel  on  Fri- 
day night,  April  14,  and  was  attended  by  approximate- 
ly 900  persons.  One  hundred  persons  were  turned 
away  because  of  lack  of  space. 

He  received  four  Festschrifts  as  follows; 

A book,  Forensic  Medicine:  The  State  of  the  Art,  by 
students  and  colleagues  arranged  by  Michael  M. 


The  committee  notes  with  interest  that  Health  Edu- 
cation, and  Welfare  under  the  Comprehensive  Health 
Manpower  Training  Act  of  1971  has  awarded  grants  to- 
taling nearly  5 million  dollars  to  52  non-profit  hospitals, 
to  be  used  in  the  development,  expansion  or  improve- 
ment of  approved  residency  training  programs  in  family 
medicine. 

In  New  York  State  the  following  hospitals  have  re- 
ceived such  grants:  Highland  Hospital,  Rochester; 

Deaconess  Hospital,  Buffalo;  Charles  S.  Wilson  Memo- 
rial Hospital,  Johnson  City;  and  Lutheran  Medical  Cen- 
ter, Brooklyn. 

Respectfully  submitted, 

Samuel  Wagreich,  M.D.,  Chairman 


Baden,  M.D.,  published  by  Appleton-Century- 
Crofts,  New  York  1972,  edited  by  David  Stires; 

New  York  State  Journal  of  Medicine,  April  1972, 
edited  by  William  Hammond,  M.D.; 

Journal  of  Forensic  Sciences,  October  1972,  edited  by 
Morton  F.  Mason,  M.D.; 

Album  of  Former  Trainees  from  Abroad,  arranged  by 
Yong-Myun  Rho,  M.D. 

There  were  about  60  people  at  a buffet  dinner  on 
Saturday  night  in  the  Snow  Dining  Room  of  the  New 
York  University  Medical  School. 

We  are  deeply  grateful  to  the  Medical  Society  of  the 
State  of  New  York  and  to  the  New  York  University 
School  of  Medicine,  which  made  available  the  excellent 
facilities  of  the  medical  center  and  its  large  auditorium 
for  the  three-day  symposium  in  Forensic  Medicine. 

The  Committee  on  Forensic  Medicine  met  on  May 
22,  1972,  at  10:00  A.M.  at  MSSNY  Headquarters,  Lake 
Success,  New  York. 

Dr.  Edland,  who  is  chief  medical  examiner  of  Mon- 
roe County,  stated  at  a meeting  of  the  committee  last 
year  that  he  was  completely  satisfied  with  the  arrange- 
ment in  his  county  by  which  the  medical  examiner  is 
accountable  budgetwise  to  a subdivision  of  the  State 
Health  Department.  This  fiscal  responsibility  to  the 
State  stems  from  the  fact  that  the  medical  examiner’s 
office  receives  a 50  per  cent  reimbursement  of  its  bud- 
get from  the  State  Health  Department,  without  which 
the  office  would  not  be  adequately  funded.  He  said  he 
had  had  no  interference  in  his  work  from  the  local 
Health  Department  through  which  the  State  funds  for 
reimbursement  were  channeled.  Dr.  Edland  has 
agreed  to  explore  the  possibility  of  grouping  the  adja- 
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cent  counties  with  Monroe  County  as  a district  under  a 
Medical  Examiner  System;  each  county  to  assume  a 
proportional  share  of  the  overall  cost  under  such  an  ar- 
rangement, and  to  report  back  to  the  committee  as  to 
its  feasibility. 

Dr.  Helpern  and  the  committee  commended  Dr.  Ed- 
land  for  the  excellent  manner  in  which  he  handled  the 
cases  from  an  adjacent  county  during  the  Attica  prison 
riot,  in  Wyoming  County,  which  was  without  adequate 
facilities. 

The  chairman  expressed  some  dissatisfaction  with 
the  results  of  a questionnaire  sent  to  county  coroners, 
medical  examiners,  and  health  officers  in  the  various 
counties  in  New  York  State  requesting  information 
about  activities,  case  load,  budget,  and  other  items 
pertaining  to  the  official  investigation  of  sudden,  medi- 
cally unattended,  suspicious,  violent,  and  unusual 
deaths,  in  their  respective  counties.  From  the  answers 
received,  it  is  evident  that  many  cases  that  should  be 
reported  and  investigated  are  not  brought  to  their  at- 
tention. The  following  will  be  introduced  by  the  New 
York  Delegation  at  the  next  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association  at  the 
Clinical  Session  in  Cincinnati  in  November  1972; 

Background  information  and  a resolution  calling 
for  needed  improvement  of  official  medicolegal  in- 
vestigation of  deaths  throughout  the  country. 

An  increasing  number  of  state,  county,  and  city 
jurisdictions  throughout  the  country  have  effected 
changes  to  improve  the  system  and  performance  of 
official  investigations  into  the  circumstances  and 
causes  of  sudden  unexplained,  suspicious,  violent 
and  unusual  deaths.  Nevertheless,  recent  publicized 
fatalities  in  different  localities  in  which  such  official 
investigations  were  inadequately  carried  out  continue 
to  point  up  the  need  for  improvement  in  these  proce- 
dures. Numerous  other  unpublicized  cases  reveal 
serious  shortcomings  in  the  quality  of  such  investiga- 
tions or  failure  to  investigate  at  all.  These  cases  be- 
come glaringly  evident  when  the  deaths  come  up  for 
consideration  during  criminal  and  civil  court  pro- 
ceedings. Many  deaths  go  unrecognized  and  are  not 
reported  or  are  not  accepted  for  official  inquiry,  with 
the  possibility  of  a miscarriage  of  justice. 

There  is  great  need  in  many  jurisdictions  to  im- 
prove official  investigations  of  deaths,  especially 
those  components  which  require  the  expertise  of  the 
forensic  pathologist.  Effective  procedures  must  pro- 
vide for:  the  recognition  of  deaths  which  are  report- 
able;  the  required  acceptance  of  such  deaths  for  ad- 
equate postmortem  investigation;  the  inclusion  of 
competently  performed  and  documented  autopsies 
and  ancillary  examinations  when  the  circumstances 
make  it  advisable;  and  the  preparation  of  adequate 
reports  and  their  transmittal  to  other  appropriate 
agencies  for  information  and  action.  There  must  be 
close  rapport  with  medical,  legal,  law  enforcement, 
public  health,  and  judicial  agencies. 

The  responsibility  of  the  forensic  pathologist, 
whether  in  the  capacity  of  a medical  examiner  or 
under  the  jurisdiction  of  a coroner,  must  be  continu- 
ous and  not  fragmentary.  At  present  this  overall  re- 
sponsibility is  not  fully  appreciated  by  many  quali- 
fied pathologists  and  other  physicians  who  are  called 
upon  to  do  this  important  work,  and  the  best  results 
are  not  obtained.  This  is  against  the  public  interest. 


In  view  of  the  foregoing  statement  the  following 
resolution  is  proposed  by  the  New  York  Delegation: 
Resolved,  that  the  American  Medical  Association, 
in  recognition  of  the  present  unevenness  and  inade- 
quacy of  official  medicolegal  investigation  of  deaths 
in  many  jurisdictions  of  the  country,  recommend  to 
the  state  medical  societies  that  they  make  a compre- 
hensive study  of  the  problem  in  their  own  state  juris- 
dictions and  take  appropriate  action  to  bring  about 
an  improvement  in  the  present  situation  in  the  public 
interest  and  for  the  fair  administration  of  justice;  and 
be  it  further 

“ Resolved,  that  copies  of  this  resolution  be  sent  to 
the  presidents  and  secretaries  of  state  medical  so- 
cieties, to  the  American  Bar  Association,  the  National 
Association  of  Medical  Examiners,  and  the  National 
Association  of  Coroners.” 

Dr.  Stein  described  some  of  the  experience  gathered 
at  the  Albany  Medical  Center  Hospital  in  documenting 
gross  and  microscopic  pathology  for  the  development  of 
a machine-readable  document.  The  need  for  such  a 
standardized  record  for  all  cases  performed  by  medical 
examiners  and  coroners  throughout  the  State  was  dis- 
cussed at  great  length.  Its  development  would  make 
available  cumulative  information  for  community  bene- 
fit and  provide  for  the  accumulation  of  epidemiologic 
data  throughout  the  State. 

The  development  of  a medical  examiner  data  bank 
was  discussed. 

This  type  of  information  would  have  multiple  uses 
and  could  be  interdigitated  with  other  stored  data. 
The  demands  of  such  records  could  also  serve  to  im- 
prove and  standardize  the  minimum  information  and 
procedures  to  be  performed  in  these  types  of  cases. 
Opportunites  for  educational  feedback,  peer  review 
and  other  activities  are  also  apparent. 

The  chairman  recommended  that  Dr.  Stein  canvas 
other  medical  examiners  in  the  State  and  country  in  an 
effort  to  evaluate  the  existing  systems  prior  to  the  de- 
velopment of  a program  suitable  to  our  needs. 

Dr.  Lukash  stated  that  all  autopsy  information  in 
Nassau  County  is  put  through  the  computer.  The 
questionnaires  used  are  detailed  and  if  properly  filled 
out  give  a clear  picture  of  all  phases  of  the  individual 
case.  The  information  is  first  checked  on  a coding 
sheet,  then  processed  by  an  employee  trained  in  coding 
this  information  on  computer  cards — and  if,  for  in- 
stance, it  is  necessary  to  know  how  many  cases  died  by 
poisonous  gas,  alcohol,  barbiturates,  and  so  on — the 
cards  are  run  through  a machine  and  in  that  way  de- 
tailed information  regarding  age,  color,  sex,  and  all 
other  pertinent  data  becomes  available.  The  most  im- 
portant need  for  this  operation  is  a competent  em- 
ployee to  code  the  information  from  the  original  sheets. 

Dr.  Lukash  will  forward  the  forms  used  by  the  office 
of  the  medical  examiner  in  Nassau  County  to  the 
members  of  the  committee  for  evaluation  and  criti- 
cism. 

The  10th  Annual  Symposium  on  Forensic  Sciences 
for  1973  will  be  held  on  Friday,  April  13,  and  Saturday, 
April  14th,  1973.  There  will  be  a dinner  and  scientific 
session  following  the  Saturday  session  from  6:00  to 
10:00  P.M. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 
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Health  Care  Technology 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health  Care  Tech- 


nology are  as  follows: 

Charles  Weller,  M.D.,  Chairman Westchester 

Leo  Gitman,  M.D Kings 

Ralph  E.  Schlossman,  M.D Queens 

Robert  E.  Westlake,  M.D.  Onondaga 

Donald  K.  Binder,  M.D.,  Adviser  Albany 


The  Committee  has  submitted  “Guidelines  for  the 
Development  of  Acceptable  Multiphasic  Health  Test- 
ing Programs”  and  the  “Statement  on  Legal  Responsi- 
bility of  Physicians  for  Unsolicited  Reports”  which 
have  been  approved  by  the  Council  and  subsequently 
published  in  the  Journal.  The  former  document 
served  as  a basis  for  the  policy  statement  on  Automat- 
ed Multiphasic  Health  Testing  passed  by  the  House  of 
Delegates  of  the  American  Medical  Association.  This 
has  proven  to  be  an  example  of  activities  started  at  the 
grass  roots  level  (in  Westchester  County)  and  going  all 
the  way  upward  to  the  national  level. 

Dr.  Binder,  Adviser  to  the  Committee  from  the  State 
Department  of  Health,  submitted  amendments  to  the 
State  Hospital  Code,  effective  April  5,  1972,  regarding 
Multiphasic  Health  Screening.  The  committee  spent 
a good  deal  of  time  going  over  these  changes  and  pre- 
sents them  in  its  report  as  they  have  not  received  wide 
dissemination  up  to  this  time. 

Provisions  of  the  State  Hospital  Code  are  as  follows: 

Pursuant  to  the  authority  vested  in  the  State  Hospi- 
tal Review  and  Planning  Council  by  Section  2803  of 
the  Public  Health  Law,  Subchapter  A of  Chapter  V 
of  Title  10  (Health)  of  the  Official  Compilation  of 
Codes,  Rules  and  Regulations  of  the  State  of  New 
York  is  hereby  amended  as  hereinafter  indicated: 

CHAPTER  V 
State  Hospital  Code 
SUBCHAPTER  A 
General  Provisions 
PART  700 
General 

(Statutory  authority:  Public  Health  Law,  S 2803) 

Subdivision  (a)  of  Section  700.2  is  hereby  amended  by 
adding  new  paragraph  ( 13)  to  read  as  follows: 

(13)  Independent  out-of-hospital  multiphasic 
health  screening  facility  shall  mean  an  article  28  fa- 
cility wherein  a battery  of  tests  is  performed  for  the 
purpose  of  discovering  the  presence  or  absence  of 
clinical  findings  which  may  be  indicators  of  early 
disease  and  which  may  provide  physicians  with  a 
baseline  of  clinical  data  useful  in  the  medical  care 
and  follow  up  of  patients. 

The  foregoing  amendment  contained  in 
Subchapter  A of  Chapter  V,  to  be 
effective  upon  approval  of  the  State 
Commissioner  of  Health  and  filing  with 
the  Secretary  of  State,  was  adopted  at 
a meeting  of  the  State  Hospital  Review 
and  Planning  Council  held  on  March  16,  1972 


Executive  Secretary,  State  Hospital  Review 
and  Planning  Council 


Pursuant  to  the  authority  vested  in  the  State  Hospi- 
tal Review  and  Planning  Council  by  Section  2803  of 
the  Public  Health  Law,  Subchapter  A of  Chapter  V 
of  Title  10  (Health)  of  the  Official  Compilation  of 
Codes,  Rules  and  Regulations  of  the  State  of  New 
York  is  hereby  amended  as  hereinafter  indicated: 

CHAPTER  V 
State  Hospital  Code 
SUBCHAPTER  A 
General  Provisions 
PART  703 

AMBULATORY  SERVICES 

(Statutory  authority:  Public  Health  Law,  S 2803) 

Sec. 

703.1  Applicability 

703.2  General  standards 

703.3  Medical  service  plan 

703.4  Extension  clinics 

703.5  Multiphasic  health  screening 

facilities 

A new  section  703.5  is  added  to  read  as  follows: 

703.5  Multiphasic  health  screening  facilities,  (a) 
The  requirements  of  section  703.3  of  this  Part  with 
respect  to  submission  of  a medical  service  plan  shall 
not  apply  to  a multiphasic  health  screening  facility. 

(b)  A multiphasic  health  screening  facility  shall 
have  an  affiliation  with  a backup  medical  facility. 
The  affiliation  agreement  between  a screening  and  a 
backup  facility  shall  be  in  writing  and  the  responsi- 
bilities of  these  facilities  shall  be  clearly  stated. 

(c)  Mobile  health  screening  units  shall  be  either  an 
extension  of  an  established  and  certified  medical  fa- 
cility or  have  an  affiliation  with  a certified  medical 
facility  or  an  organized  medical  facility  acceptable  to 
the  commissioner. 

(d)  The  geographic  area  to  be  served  shall  be  des- 
ignated. 

(e)  Services  provided  shall  be  under  the  supervi- 
sion of  a currently  licensed  physician. 

(f)  Services  shall  be  provided  only  to  persons  re- 
ferred by  a practicing  physician,  except  in  a case 
where  the  screening  facility  is  under  the  auspices  of  a 
general  hospital  or  an  independent  out-of-hospital 
health  facility  which  has  been  certified  by  the  de- 
partment, a public  health  agency,  or  a health  insur- 
ance group  or  plan  approved  by  the  Superintendent 
of  Insurance. 

(g)  The  components  of  any  battery  of  tests  to  be 
performed  shall  be  tailored  to  the  population  to  be 
screened  and  each  proposed  screening  facility  shall 
present  justifications  for  the  tests  offered. 

(h)  All  findings  of  screening  tests  performed  shall 
be  provided  in  writing  to  the  referring  physician  or 
agency  making  the  referral. 

The  foregoing  amendment  contained  in 
subchapter  A of  Chapter  V,  to  be 
effective  upon  approval  of  the  State 
Commissioner  of  Health  and  filing  with 
the  Secretary  of  State  was  adopted  at 
meeting  of  the  State  Hospital  Review 
and  Planning  Council  held  on  March  16, 

1972. 


Executive  Secretary,  State  Hospital  Review 
and  Planning  Council 
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The  committee  felt  that  these  provisions  are  general- 
ly good  and  that  their  intent  is  to  assure  effective  pro- 
grams of  high  quality.  However,  it  appears  that  they 
are  too  restrictive  and  in  some  instances,  not  practical 
and  need  further  clarification  in  some  details,  i.e.  703.5 
b;  c;  f;  g. 

These  standards  were  developed  by  the  New  York 
State  Health  Department  unilaterally,  based  on  the 
“Guidelines”  developed  by  this  Committee,  without 
discussion  with  this  committee.  The  committee  rec- 
ommended that  we  wait  and  see  how  practical  these 
standards  are  after  applications  for  certification  have 
been  received  by  the  Health  Department  of  the  State 


Health  Manpower 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 
are  as  follows: 


Stephen  W.  Blatchly,  M.D..  Chairman  Tompkins 
Myron  E.  Carmer,  M.D.  Wayne 

Robert  V.  Schatken,  M.D.  Delaware 

Leonard  J.  Schiff,  M.D.  Clinton 

Leo  J.  Swirsky,  M.D.  Kings 

Irving  J.  Thorne,  M.D.  New  York 

Leonard  Weitzman,  M.D.  Suffolk 

Robert  B.  Wallace,  M.D.  Oneida 

Franklyn  B.  Amos,  M.D.,  Adviser  Albany 

Edward  D.  Coates,  M.D.,  Adviser  Albany 


The  committee  held  a meeting  in  June  under  its  newly 
appointed  chairman.  The  committee  first  reviewed  the 
report  to  the  Council  by  Norman  S.  Moore,  M.D.,  on 
September  15,  1971.  We  found  the  report  very  informa- 
tive for  our  deliberations.  It  was  noted  that  eleven  coun- 
ties are  presently  participating  in  the  physician  scholar- 
ship program.  Further  attempts  will  be  made  to  contact 
local  students  who  are  in  medical  schools  and  refer  them 
to  their  local  county  medical  societies. 

The  committee  discussed  the  AMA  report  of  the  Coun- 
cil on  Medical  Education  dealing  with  the  “Essentials  of 
an  Approved  Educational  Program  for  the  Assistant  to 
the  Primary  Care  Physician.”  It  was  felt  that  this 
should  be  used  as  the  basic  guidelines  for  New  York 
State  in  developing  its  program.  At  the  present  time  the 
New  York  Education  Department  has  not  certified  any 
physician’s  assistant  as  yet,  but  would  probably  certify 
anyone  who  had  finished  an  approved  program.  The 
problem  of  equivalency  training  would  be  dealt  with  on 


of  New  York.  It  was  also  recommended  that  any 
changes  by  the  Health  Department  of  these  standards 
be  made  after  consultation  with  this  committee. 

The  committee  agreed  that  advanced  health  care 
technology  has  pointed  up  the  importance  of  keeping 
adequate  transferable  medical  records  to  improve  the 
quality  of  medical  care.  The  “problem  oriented”  ap- 
proach was  noted  to  be  in  increasing  demand.  This 
will  be  studied  in  the  future. 

Respectfully  submitted, 

Charles  Weller,  M.D.,  Chairman 


an  individual  basis.  The  problem  of  malpractice  is  still 
unsettled. 

The  report  of  the  New  York  State  Department  of 
Health,  April  1972,  was  reviewed.  This  is  apparently  a 
preliminary  review  of  possibilities,  and  without  further 
information,  the  committee  felt  that  we  could  not  act  on 
the  report. 

We  reviewed  the  Nurse  Midwife  program.  As  you 
know,  this  is  an  ongoing  program  in  New  York  City  with 
courses  available  at  Columbia  and  NYU.  There  is  also  a 
national  certification  exam  available.  This  is  now 
State  law  and  the  Public  Health  Council  will  be  asked  to 
set  up  guidelines  for  licensing.  One  question  arose  as  to 
the  difference  between  a Nurse  Midwife  and  a Special- 
ist’s Assistant. 

The  committee  requested  the  MSSNY  Council  to  con- 
tact each  medical  school  in  New  York  State,  excluding 
New  York  City,  for  a list  of  students  from  any  county  in 
New  York  so  that  the  respective  county  medical  society 
could  be  notified. 

The  committee  also  requested  that  the  Council  ex- 
plore obtaining  representation  on  the  State  Advisory 
Committee  on  Health  Manpower,  especially  for  filling 
vacancies.  It  was  also  felt  that  the  Council  should  re- 
quest the  Health  Department  to  notify  in  advance,  and 
seek  the  advice  of,  MSSNY  before  changes  in  rules  and 
regulations  of  the  Commissioner,  amendments  of  the 
Hospital  Code,  amendments  to  the  Sanitary  Code,  and 
rules  and  regulations  that  affect  the  practice  of  medi- 
cine. 

Respectfully  submitted, 

Stephen  W.  Blatchly,  M.D.,  Chairman 
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Maternal  and  Child  Welfare 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and 
Child  Welfare  are  as  follows: 


Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Walter  L.  Freedman,  M.D.  Westchester 

Robert  M.  George,  M.D.  Oneida 

George  J.  Lawrence,  Jr.,  M.D.  Queens 

Jacqueline  A.  Mauro,  M.D.  Albany 

Clyde  L.  Randall,  M.D Erie 

Ralph  M.  Schwartz,  M.D Kings 

M.  Leon  Tancer,  M.D Kings 


As  chairman  of  the  Committee  on  Maternal  and 
Child  Welfare  of  the  Medical  Society  of  the  State  of 
New  York,  and  of  the  Central  New  York  Maternal  and 
Perinatal  Mortality  Study,  I respectfully  submit  the 
following  report  of  the  activities  of  the  Committee  dur- 
ing the  past  year. 

Maternal  Deaths.  Maternal  death  studies  have 
continued.  It  is  noted  that  there  has  been  a decrease 
in  the  number  of  maternal  deaths  during  the  past  year. 
This  is  probably  due  to  the  fewer  number  of  births  in 
the  State,  and  also  to  the  legalized  abortion  program. 
The  maternal  deaths  have  been  studied  and  catalogued 
as  in  the  past. 

Perinatal  Deaths.  Perinatal  mortality  rates  are 
lower  than  in  previous  years.  Although  perinatal  mor- 
tality studies  have  been  attempted,  the  diagnoses  and 
incompleteness  of  records  have  made  the  study  diffi- 
cult and  inconclusive.  However,  there  are  certain  facts 
that  have  become  evident — perinatal  mortality  is  relat- 
ed to  a certain  type  of  individual.  This  individual  can 
be  classified  as  the  “high  risk”  patient.  This  subject 
will  be  discussed  later  in  the  report.  It  is  hoped  that 
in  the  near  future  meetings  emphasizing  these  prob- 
lems can  be  held  in  various  areas  of  the  State  so  that 
obstetricians,  pediatricians,  perinatologists,  anesthesi- 
ologists, pathologists,  and  members  of  boards  of  trust- 
ees of  the  hospitals  can  participate  in  these  educational 
programs. 

Terminology.  The  Chairman  of  the  Committee  has 
corresponded  and  met  with  representatives  from  the 
following  committees  to  discuss  and  approve  standard- 
ized terminology,  to  develop  uniformity  of  records,  and 
to  standardize  birth  certificates.  The  organizations 
represented  were:  National  Academy  of  Sciences; 

American  Hospital  Association’s  Department  of  Re- 
search and  Education;  Marquette  School  of  Medicine; 
The  City  of  New  York  Department  of  Health;  State 
Department  of  Health,  Minnesota;  Indiana  LTniversity 
Medical  Center;  National  Center  for  Health  Statistics; 
Committee  on  Maternal  and  Child  Care  of  the  Ameri- 
can Medical  Association;  Committee  on  Fetus  and 
Newborn,  American  Academy  of  Pediatrics;  State 
Board  of  Health,  Oregon;  Statistical  Services  Unit  Na- 
tional Communicable  Disease  Center;  The  American 
College  of  Obstetricians  and  Gynecologists,  and  the 
Committee  on  Maternal  and  Child  Welfare  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

The  following  terminology  has  been  approved  by  the 


committees  and  has  been  published  in  the  text  entitled 
Obstetric-Gynecologic  Terminology,  (F.  A.  Davis  Com- 
pany, Philadelphia,  1972). 

These  committees  have  also  attempted  to  develop  a 
standard  obstetric  and  prenatal  record.  The  chairman 
is  also  working  to  develop  a labor  and  newborn  record 
which  would  be  compatible  with  a computer  program. 
Although  progress  has  been  slow  in  getting  these  rec- 
ords completed  and  accepted  by  other  organizations,  it 
is  felt  that  advances  are  being  made  in  this  direction. 

Abortion.  The  Committee  continued  to  analyze  and 
study  the  result  of  the  abortion  law  in  the  State  during 
the  first  portion  of  the  past  year.  However,  inasmuch 
as  no  important  facts  were  evident  from  the  collected 
data,  it  was  decided  to  discontinue  the  study.  Another 
important  factor  in  deciding  to  discontinue  the  study 
was  the  cost  of  printing,  the  McBee  cards,  postage,  and 
letter  writing. 

The  chairman  and  other  members  of  the  committee 
have  been  alarmed  by  the  number  of  maternal  deaths 
reported  by  other  states  following  abortion  procedures 
performed  in  New  York  State.  The  committee  is  at- 
tempting to  obtain  more  data  concerning  deaths  which 
have  occurred  in  other  states.  It  appears  that  most  of 
these  deaths  occurred  following  the  use  of  intrauterine 
saline  injection  as  the  method  of  performing  a late 
abortion. 

The  committee  has  discussed  this  problem  with 
members  of  the  Abortion  Committee  of  the  Medical 
Society  of  the  State  of  New  York.  Due  to  the  fact  that 
there  is  a higher  complication  rate  both  in  New  York 
City  and  Upstate  New  York,  from  abortions  performed 
after  the  twelfth  week  of  gestation,  the  Committee  at- 
tempted to  have  the  law  changed  as  follows: 

Due  to  the  fact  that  maternal  mortality  is  found  to 
be  higher  in  women  who  have  had  abortions  after  the 
12th  week  of  pregnancy  and  that  deaths  are  occur- 
ring in  other  states  after  the  procedure  was  per- 
formed in  New  York  State,  the  Maternal  and  Child 
Welfare  Committee  of  the  Medical  Society  of  the 
State  of  New  York,  supported  by  the  Executive  Com- 
mittee of  the  Medical  Society  of  the  State  of  New 
York,  strongly  disapproves  the  proposed  16  week  limi- 
tation and  would  approve  legal  abortions  performed 
before  the  12th  completed  week  of  gestation,  the  ex- 
ception being  abortions  performed  for  medically  ac- 
ceptable reasons. 

The  chairman  of  the  committee  has  also  communi- 
cated with  Governor  Rockefeller,  expressing  the  views 
of  the  committee.  Letters  have  been  written  to  the 
legislative  body  in  Albany  asking  that  the  abortion  law 
be  changed  to  read  as  stated  above. 

Research.  As  an  important  part  of  maternal  and 
child  health,  the  chairman  is  of  the  opinion  that  re- 
search concerning  problems  which  affect  the  mother 
and  child  is  most  essential  if  the  more  subtle  causes  of 
maternal  and  infant  death  and  disease  are  to  be  solved. 
Therefore,  most  of  the  budget  expense  during  the  past 
several  years  has  been  directed  towards  laboratory  re- 
search. This  laboratory  is  located  in  the  Basic  Science 
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Building  at  the  Upstate  Medical  Center.  The  studies 
related  to  maternal  and  infant  welfare  are  as  follows. 

We  have  studied  the  effect  of  contraceptives  upon 
the  following  female  anatomic  structures:  the  endo- 

metrium of  the  uterus;  the  uterine  cervix;  the  female 
breast. 

1.  It  has  been  shown  that  the  effect  of  contracep- 
tives upon  the  endometrium  of  the  uterus  has  altered 
the  biochemical  and  histologic  functions  of  this  tis- 
sue, resulting  in  infertility.  This  study  has  been 
completed  and  has  been  reported  in  the  American 
Journal  of  Obstetrics  and  Gynecology. 

2.  The  study  of  the  effect  of  contraceptives  upon 
the  uterine  cervix  has  also  been  completed  and  the 
report  is  being  prepared  for  publication.  The  re- 
search has  been  completed  in  cooperation  with 
Thomas  Simmons,  M.D.,  the  head  pathologist  at  the 
Crouse-Irving  Memorial  Hospital.  This  study  has 
indicated  that  the  contraceptives  have  an  effect  upon 
the  cervix  and  endocervix  by  promoting  hypertrophy 
of  the  glandular  and  squamous  epithelium.  Cervical 
erosions  and  eversions  are  increased  in  size  and  re- 
main for  longer  periods  of  time  in  patients  taking 
contraceptive  medication.  The  Committee  advises 
that  all  cervical  erosions  be  closely  observed  and 
treated  if  the  patient  is  taking  contraceptive  medica- 
tion. This  material  is  being  prepared  for  publication 
in  the  New  York  State  Journal  of  Medicine. 

3.  The  study  of  the  effect  of  contraceptives  upon 
the  female  breast  tissue  is  in  progress. 

Another  laboratory  study  in  progress  is  the  effect  of 
chemotherapeutic  drugs  upon  the  endometrial  tissue 
and  endometrial  adenocarcinoma.  The  following 
agents  have  been  added  to  the  organ  culture  medium 
containing  portions  of  endometrium  and  endometrial 
cancer: 

1.  Methotrexate,  an  alkalyzing  agent 

2.  Thiotepa,  another  alkalyzing  agent 

3.  5-Fluorouracil  and  nitrogen  mustard,  antimeta- 
bolic  agents 

4.  Depo-Provera,  a strong-acting  progesterone 
Study  of  the  high  risk  patient,  which  has  been  car- 


Medical Aspects  of  Sports 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects  of 


Sports  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Albert  B.  Accettola,  M.D Richmond 

Frederick  H.  Grabo,  M.D Oneida 

Donald  T.  Kasprzak,  M.D. Clinton 

Joseph  J.  Kaufman,  M.D Wayne 

Alexius  Rachun,  M.D Tompkins 

John  T.  Findaro,  M.D.  Queens 


ried  on  for  the  past  twelve  years,  is  now  coming  to  an 
end.  Specific  data  are  being  assembled  and  collated. 
The  high  risk  patient  in  this  series  has  been  defined 
as  one  who  has  had  two  or  more  unsuccessful  pregnan- 
cies. 

The  study  consisted  of  140  couples  who  attended  the 
Upstate  clinic  and  169  private  patients.  Control 
groups  were  chosen  at  random  from  the  birth  records  of 
the  Syracuse  Memorial  Hospital  using  a random  num- 
ber selection  method.  Each  group  was  matched  ac- 
cording to  the  method  described  by  Warner  et  al.  The 
project  consisted  of  the  following  studies: 

1.  Psychologic  survey  of  the  couple 

2.  Nutritional  survey 

3.  General  medical  survey 

4.  Evaluation  of  the  male  partner 

5.  Biochemical,  histologic  and  histochemical 
study  of  the  endometrium  in  relation  to  conception 
and  placental  development 

6.  The  study  of  the  metabolic  function  of  the  pla- 
centa in  the  treated  and  untreated  groups,  measuring 
chorionic  gonadotrophin,  pregnandiol  excretion  regu- 
larly throughout  pregnancy 

Analysis  of  these  studies  is  now  under  way.  The  re- 
port will  be  sent  to  the  editor  of  the  New  York  State 
Journal  of  Medicine  for  publication. 

The  following  articles  have  been  submitted  to  the 
New  York  State  Journal  of  Medicine  for  publication: 
Brain  injury — A Complication  of  Pregnancy;  Sickle 
Cell  Anemia;  Amniotic  Fluid  Embolism;  Air  Embo- 
lism; Blood  Clot  Embolism. 

In  preparation  at  this  time  are  two  articles  resulting 
from  data  accumulated  through  the  maternal  death 
study:  Analysis  of  46  deaths  from  ectopic  pregnancy; 
Analysis  of  46  maternal  deaths  due  to  rupture  of  the 
uterus. 

The  Chairman  of  the  Committee  wishes  to  thank  the 
members  of  the  New  York  State  Department  of  Health 
for  their  kind  assistance  and  help  during  the  past  few 
years,  and  it  is  hoped  that  this  report  will  meet  with 
their  approval. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


Advisory  Committee: 

Mr.  J.  Kenneth  Hafner Albany 

James  A.  Nicholas,  M.D New  York 

Max  M.  Novich,  M.D Perth  Amboy,  N.J. 

Anthony  J.  Pisani,  M.D New  York 

M.  Laurens  Rowe,  M.D Monroe 

Mr.  William  Stein New  York 

The  Fifth  Annual  Medical  Aspects  of  Sports  Symposi- 
um was  held  at  the  Americana  of  New  York  on  February 
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12,  1972.  Between  800-1,000  persons  attended  the  ses- 
sion. Certificates  of  attendance  for  continuing  medical 
education  were  distributed.  The  New  York  State  De- 
partment of  Health  supplied  a summary  on  drugs  and 
the  dial-a-drug  chart.  Thirteen  news  reporters  including 
Channel  5 television  covered  the  program. 

The  morning  sesssion  on  drugs  and  drug  abuse  at- 
tracted the  greatest  news  coverage.  It  was  informative, 
well  presented,  and  drew  an  overflow  crowd.  Mr.  A. 
Messing  Mierjezewski,  Chief  Liaison  Officer  of  the  Of- 
fice of  Interagency  of  the  United  Nations  joined  the  panel 
to  relate  the  activities  of  the  United  Nations  in  drug 
control. 

Donald  C.  Walker,  M.D.,  of  the  New  York  State  De- 
partment of  Health  presented  the  film  “What  Did  you 
Take.”  This  film  was  restricted  to  the  professionals  and 
para  professionals  who  were  directly  involved  in  the  drug 
and  drug  abuse  program.  It  was  a very  sobering  film  and 
made  a real  impact  on  the  audience. 

A luncheon  attendance  of  200  was  anticipated  but  this 
was  increased  to  350  to  accommodate  additional  re- 
quests. Since  it  cost  the  Medical  Society  of  the  State  of 
New  York  $5.00  a ticket  even  for  those  who  paid,  we  un- 
derestimated our  budgeted  expenses.  We  were  so  suc- 
cessful, we  went  broke.  Mr.  Richard  Forzano,  coach  at 
the  U.S.  Naval  Academy,  was  a very  humorous  and 
stimulating  speaker. 

The  afternoon  session  was  divided  into  separate  pro- 
grams for  men  and  women  on  selected  sports  subjects. 
Attendance  was  excellent  at  both  sessions.  It  was  a de- 
light to  see  the  enthusiasm  generated  by  the  liberated 
sex.  They  were  a valuable  addition  and  were  most  ap- 
preciative. 

Mr.  Joseph  Abrahams  and  staff  presented  their  usual 
excellent  clinical  demonstration  on  taping. 

A post  symposium  critique  was  held  at  5:00  P.M.,  im- 
mediately following  the  symposium,  to  review  the  ses- 
sions and  plan  the  program  for  the  next  meeting  to  be 
held  on  February  10,  1972,  at  the  Americana.  The  format 
of  the  program  for  the  6th  Annual  Medical  Aspects  of 
Sports  Symposium  is  as  follows: 

The  A.M.  Session  will  be  a joint  program  for  men  and 
women.  A panel  discussion  will  be  presented  on  the 
basic  factors  relating  to  athletic  injuries  utilizing  the 
experience  of  the  New  York  and  North  Carolina  clinical 
studies.  Daniel  Hanley,  M.D.,  Olympic  team  physi- 
cian from  Bowdoin  College,  will  moderate  an  outstand- 
ing panel  consisting  of: 

Fred  Allman,  M.D.,  Georgia  Tech  team  physician 

Former  President — American  Academy  of  Sports 
Medicine 

Thomas  Shaffer,  M.D.,  Ohio  State  Medical-College 
Professor  of  Pediatrics 

Former  Chairman — AMA  Medical  Aspects  of  Sports 
Committee 

Carl  Blyth,  M.D.,  University  of  North  Carolina,  Direc- 
tor— Athletic 

Injury  study  of  University  of  North  Carolina 

Joseph  Paterno,  Penn  State  University,  Head  Football 
Coach 


Clifford  Fagan,  National  Federation  of  State  High 
School  Athletic  Association,  Executive  Director 

This  distinguished  panel  will  discuss  the  fundamentals 
and  provide  the  kickoff  for  the  comprehensive  experi- 
mental program  in  New  York  State  for  developing 
changes  in  the  game  rules  of  football  in  an  attempt  to 
decrease  the  unacceptable  incidence  of  severe  football 
injuries.  This  study  may  have  a nationwide  impact  on 
the  future  of  high  school  football,  and  if  outside  funding 
is  forthcoming,  we  hope  to  develop  audio-visual  aids. 

We  plan  to  have  an  outstanding  sports  personality  for 
the  luncheon  speaker. 

The  P.M.  Session  will  consist  of  a separate  program  for 
men  and  women  covering  a wide  variety  of  related  sports 
subjects.  The  tentative  men’s  program  is: 

Weight  Control  and  Nutrition  in  Athletics 

Donald  Cooper,  M.D.,  Oklahoma  State  University 
Medical  School 

Venereal  Disease 

Leonard  L.  Heimoff,  M.D.,  Cornell  University  Medi- 
cal College 

Scuba  Diving 

Robert  N.  Sawyer,  M.D.,  Chief  of  Submarine  Medi- 
cine, New  London  Naval  Base 

Ice  Hockey  Injuries 

David  Mulder,  M.D.,  Consultant,  Montreal  Canadi- 
ans and  Attending  Orthopedic  Surgeon,  Montreal 
General  Hospital 

Tenley  Albright,  M.D.,  former  world  figure  skating 
champion,  will  moderate  the  afternoon  women’s  pro- 
gram consisting  of  an  outstanding  panel  of  women’s 
sports  personalities. 

Your  chairman  was  invited  to  present  a paper  on  a 
overview  of  sports  medicine  as  a lead  editorial  for  the  new 
magazine,  The  Journal  of  Sports  Medicine. 

Our  committee  members  participated  in  many  pro- 
grams throughout  the  country.  Dr.  Rachun  was  ap- 
pointed Chairman  of  the  American  Medical  Association 
Committee  on  the  Medical  Aspects  of  Sports.  Dr. 
Kasprzak  presented  a paper  at  the  Clinical  Session  of  the 
American  Medical  Association  in  Cincinnati,  and  Dr. 
Accettola,  participated  in  a panel  discussion  at  the  meet- 
ing of  the  Academy  of  Family  Physicians  in  New  York 
City. 

Our  committee  wishes  to  thank  the  staff  of  the  State 
Medical  Society,  especially  Norman  S.  Moore,  M.D., 
director,  Division  of  Scientific  Activities;  Miss  Dorothy 
Smith,  his  secretary;  Guy  Beaumont  and  Richard  Klem- 
fuss  of  the  Division  of  Public  Affairs;  and  J.  Richard 
Burns,  J.D.,  assistant  executive  vice-president  for  their 
invaluable  assistance  during  the  past  year. 

As  chairman,  I would  like  to  express  my  appreciation 
to  the  members  of  the  committee  and  the  advisory  com- 
mittee. 

Respectfully  submitted, 

RalphS.  Emerson,  M.D.,  Chairman 
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Mental  Health 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health 


are  as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . Westchester 

Gurston  D.  Goldin,  M.D New  York 

Jack  Hammond,  M.D Richmond 

Edith  M.  Jurka,  M.D. New  York 

John  P.  Lambert,  M.D. Westchester 

Stephen  Nordlicht,  M.D New  York 


Your  committee  continues  to  maintain  close  rela- 
tionships with  other  mental  health  organizations. 

A committee  meeting  was  held  at  State  Society 
Headquarters  in  Lake  Success  on  May  10,  1972.  Pres- 
ent were  your  chairman,  Edith  M.  Jurka,  M.D.,  Nor- 
man S.  Moore,  M.D.,  and  other  staff  members.  Two 
resolutions,  adopted  by  the  House  of  Delegates  and  re- 
ferred to  this  committee  by  the  Council,  were  consid- 
ered. These  were: 

Resolution  72-18.  Psychiatric  Departments  in  Gen- 
eral Hospitals. 

This  resolution  was  referred  for  implementation 
and  the  various  committees  consulted  agreed  that  all 
general  hospitals  should  be  encouraged  to  plan  for 
psychiatric  in-patient  services  to  comply  with  the 
recommendations  of  the  Joint  Committee  on  Accred- 
itation of  Hospitals.  The  committee  further  con- 
curred that  all  county  societies  should  be  advised  of 
this  conclusion. 

Resolution  72-76.  Adequate  Funding  for  the  New 
York  State  Department  of  Mental  Hygiene. 

This  resolution  required  no  action  on  our  part  but 
we  underscore  the  decision  of  the  House  of  Delegates 
to  inform  State  officials  that  our  Society  is  strongly 
in  favor  of  allocating  sufficient  monies  to  meet  pub- 
lic need. 

During  the  1972  session  of  the  New  York  State  Legis- 
lature, many  bills  were  introduced  concerning  matters 
pertaining  to  mental  health.  Several  would  have  li- 
censed ancillary  therapy  groups  without  due  regard  for 
their  proper  role  limitation  in  the  treatment  of  psychi- 
atric illness.  Your  committee  testified  at  public  hear- 
ings indicating  approval  of  licensing  requirements  but 
only  with  appropriate  safeguards.  We  are  pleased  to 
report  that  none  of  these  measures  were  approved  by 
the  State  Legislature.  A number  of  bills  affecting  the 
Department  of  Mental  Hygiene  were  considered  this 
year.  These  were: 

1.  Recodification  of  the  Mental  Hygiene  Law-Ap- 
proved by  the  Legislature  and  signed  ’into  Law 
by  the  Governor. 

The  Committee  approves  this  Statute. 


2.  Deletion  of  requirement  that  the  Commissioner 
of  Mental  Hygiene  be  a physician — approved  by 
the  legislature  and  signed  into  law  by  the  Gover- 
nor. 

Your  committee  feels  this  Statute  seriously  di- 
lutes the  excellence  of  mental  health  care  pre- 
viously enjoyed  in  this  State.  It  is  our  opinion 
that  only  a physician  should  be  in  charge  of 
mental  health  services. 

3.  Creation  of  a Department  of  Mental  Retardation 
separate  from  the  Department  of  Mental  Hygiene 
— approved  by  the  Legislature  but  vetoed  by  the 
Governor. 

The  committee  is  grateful  for  the  Governor’s 
veto  thus  preventing  fragmentation  and  inevi- 
table deficiencies  in  psychiatric  services. 

4.  Elimination  of  the  requirement  that  a psychia- 
trist be  the  director  of  a mental  health  facility — 
this  died  in  committee. 

The  committee  opposed  this  provision  for  the 
same  reasons,  we  are  against  lessening  of  qual- 
ity standards  in  any  matter  pertaining  to  men- 
tal health. 

5.  Provision  for  equal  coverage  by  insurance  health 
policies  for  mental  illness  including  public  psy- 
chiatric institutions. 

Your  committee  approves  the  general  concept 
of  equal  mental  illness  insurance  coverage  but 
feels  that  to  include  public  institutions  already 
provided  for  by  taxation,  would  raise  health 
costs  disproportionately  out  of  balance. 

The  committee  will  continue  to  watch  closely  any 
legislative  developments  which  affect  quality  care  and 
will  take  the  necessary  action  to  encourage  good  legis- 
lation and  oppose  adverse  measures.  We  have  worked 
closely  this  past  year  with  Martin  J.  Tracey,  J.D.,  Di- 
rector, Division  of  Legislation,  who  is  active  during  the 
Legislative  session,  and  wish  to  thank  him  for  his  ef- 
forts, advice  and  support.  He  was  personally  instru- 
mental in  blocking  several  bills  which  we  did  not  favor. 

We  wish  to  thank  Norman  S.  Moore,  M.D.,  Director, 
Division  of  Scientific  Activities,  for  his  invaluable  ad- 
vice and  counsel.  As  always,  we  are  deeply  apprecia- 
tive of  the  devoted  assistance  of  Miss  Dorothy  M. 
Smith,  whose  secretarial  labors  have  helped  us  func- 
tion most  effectively. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 
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Metabolic  Diseases 


To  The  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Dis- 


eases are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Marshall  Clinton,  M.D Erie 

Ann  B.  Wright,  M.D Dutchess 


Members  of  the  committee  conferred  by  telephone 
during  the  past  year  and  were  primarily  concerned  with 
adding  what  weight  we  could  to  Resolution  72-38,  which 
was  introduced  by  the  Bronx  County  Medical  Society 
and  referred  to  this  committee  by  the  House  of  Delegates 
of  the  MSSNY  at  its  Annual  Meeting  in  February.  A 
copy  of  the  resolution  entitled  “Opposing  the  ‘Indica- 
tions and  Warnings’  on  All  Sulfonylureas  Recommended 
by  Food  and  Drug  Administration”  was  sent  to  each 
member  of  this  committee  by  our  chairman.  It  was  the 
consensus  of  the  committee  that  the  wording  of  the  res- 
olution was  too  strong,  but  each  member  was  in  com- 
plete agreement  with  the  contents  of  the  resolution. 
Dr.  Dube  reworded  Resolution  72-38  to  the  satisfaction 
of  each  member  of  our  committee  and  the  amended 
resolution  was  submitted  to  the  Council.  Copy  of  this 
amended  resolution  is  as  follows: 

Resolution  72-38,  Opposing  the  “Indications  and 
Warnings”  on  All  Sulfonylureas  Recommended  by 
the  Food  and  Drug  Administration 

WHEREAS,  The  position  taken  by  the  Food  and 
Drug  Administration  on  sulfonylureas  is  controver- 
sial; and 

WHEREAS,  The  position  taken  by  the  Food  and 
Drug  Administration  on  sulfonylureas  constitutes  a 
distinct  interference  with  the  practice  of  medicine 
and  the  welfare  of  patients;  and 

WHEREAS,  There  is  obviously  a controversy  within 
the  Food  and  Drug  Administration;  and 

WHEREAS,  The  decision  of  the  Food  and  Drug 
Administration  in  issuing  the  October  1970,  informa- 
tion bulletin,  ‘Diabetes  Prescribing  Information’  is 
potentially  deleterious  to  people  who  would  benefit 
from  the  use  of  tolbutamide;  therefore  be  it 
Resolved , That  the  Medical  Society  of  the  State  of 
New  York  support  the  petition  of  the  Coordinating 


Physical  Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  III,  M.D.,  Chairman  Westchester 


Peter  S.  Battaglia,  M.D Niagara 

William  H.  Georgi,  M.D. Erie 

Milton  Lowenthal,  M.D New  York 

Milton  B.  Spiegel,  M.D Kings 

Samuel  S.  Sverdik,  M.D New  York 

Ann  Bahlke,  M.D.,  Adviser Albany 


Committee  of  the  Committee  on  the  Care  of  the  Dia- 
betic to  the  Commissioner  of  the  Food  and  Drug  Ad- 
ministration, as  follows: 

1.  That  the  recommendations  contained  in  the 
October  1970  Food  and  Drug  Administration  Current 
Drug  Information  Bulletin  entitled  “Diabetes  Pre- 
scribing Information”  be  immediately  rescinded  and 
that  notice  of  such  rescission  be  distributed  in  exactly 
the  same  manner  as  the  Bulletin  was  distributed. 

2.  That  the  recommendations  which  would  change 
the  indications  and  warnings  section  of  the  labeling  of 
all  sulfonylureas  as  stated  in  the  June  23,  1971,  Food 
and  Drug  Administration  Drug  Bulletin  be  rescinded 
and  that  notice  of  same  be  distributed  in  exactly  the 
same  manner  as  the  Bulletin  was  distributed. 

3.  That  the  Food  and  Drug  Administration  use  its 
best  efforts  to  restore  the  confidence  of  patients 
in  their  physicians  who  use  tolbutamide  and  the 
sulfonylureas  generally;  and  be  it  further 

Resolved,  That  this  resolution  also  be  forwarded  to 
the  American  Medical  Association,  the  two  New  York 
State  senators,  and  the  congressmen  from  New  York 
State. 

The  committee  has  therefore  confined  its  activities 
this  year  to  one  of  protest  in  adding  its  weight  to  many 
other  groups  protesting  the  FDA’s  rules  and  regulations 
governing  the  labeling  of  these  oral  hyperglycemic 
agents.  The  committee  has  taken  this  stand  for  two 
reasons:  (1)  we  do  not  agree  completely  with  their 
findings;  and  (2)  there  is  a danger  of  the  FDA  going  into 
the  practice  of  medicine. 

These  warnings  placed  by  the  FDA  on  all  sulfonyl- 
ureas was  based  on  one  study  made  to  determine  if  these 
drugs  did  any  harm  over  a period  of  time.  The  com- 
mittee believes  that  this  one  small  study  did  not  provide 
enough  scientific  information  on  which  to  base  these 
conclusions.  We  feel  that  the  decision  to  use  diet 
alone,  insulin,  sulfonylurea  drugs,  or  phenformin,  must 
be  left  to  the  attending  physician. 

Respectfully  submitted 
Arthur  H.  Dube,  M.D.,  Chairman 


The  committee  continued  to  concern  itself  with  ac- 
tivities of  the  Committee  on  Aging  and  Nursing  Homes 
since  provision  for  long  term  health  care  is  a matter  of 
special  concern  to  the  field  of  Physical  Medicine  and 
Rehabilitation.  This  interest  is  both  general  and 
specific  since  physical  medicine  and  rehabilitation  ser- 
vices are  frequently  provided  in  nursing  home  and  ex- 
tended care  programs. 

The  committee  has  noted  the  decrease  in  numbers  of 
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extended  care  days  provided  under  the  Medicare  ex- 
tended care  program.  The  confusion  in  regard  to  the 
extended  care  program  as  well  as  the  cutback  in  ap- 
proved patient  days  has  been  a matter  of  record.  The 
committee  notes  the  importance  of  differentiating  be- 
tween hospital  level  rehabilitation  centers  and  the  pro- 
vision of  varying  degrees  of  physical  therapy  in  nursing 
home  programs.  The  latter  is  of  great  importance  but 
they  should  not  be  construed  as  being  comparable  or 
meeting  the  same  purposes  as  the  rehabilitation  center 
hospital.  In  many  instances  in  the  long  term  care 
facilities  such  as  nursing  homes,  physical  medicine  and 
rehabilitation  techniques  are  used  primarily  to  main- 
tain the  patient  at  a functional  level  and  are  not  geared 
in  most  instances,  to  improvement  of  function.  These 
facilities  do  not  have  the  medical  and  para-medical  staff 
to  provide  complete  rehabilitation  evaluation  and  com- 
prehensive programs  aimed  at  achieving  maximum  level 
of  function  and  adjustment. 

The  committee  has  also  concerned  itself  with  alterna- 


Preventive  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medi- 
cine are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Kings 

Thomas  S.  Bumbalo,  M.D.,  (Infectious  Diseases)  .... 

Erie 

Leonard  L.  Heimoff,  M.D.,  (Community  Health)  .... 

Bronx 

Max  Milberg,  M.D.,  (Hospital  Epidemiology) 

Kings 

Howard  B.  Shookhoff,  M.D.,  (Tropical  Diseases) 

New  York 

Bruce  P.  Webster,  M.D.,  (Venereal  Disease) 


- New  York 

Burton  Allyn,  M.D Rockland 

Harry  A.  Feldman,  M.D.,  Adviser Onondaga 

Alan  R.  Hinman,  M.D.,  Adviser Albany 


Smallpox  Vaccinations.  The  United  States  Public 
Health  Service  and  the  American  Academy  of  Pediat- 
rics recently  recommended  rescinding  the  laws  on  com- 
pulsory smallpox  vaccinations.  The  committee  dis- 
agreed with  this  decision  and  submitted  a resolution  to 
the  Council,  the  resolved  portion  of  which  read:  “Re- 
solved, that  smallpox  vaccinations  continue  to  be  made 
available  to  the  public  routinely,”  and  “that  the  ques- 
tion of  routine  smallpox  vaccinations  be  reviewed  in 
the  near  future  to  determine  the  progress  made  by  the 
World  Health  Organization  in  eradicating  smallpox 
from  endemic  areas  and  to  continue  to  study  the  causes 
of  the  complications  of  smallpox  vaccinations  in 
depth.”  The  Council,  at  its  January  meeting,  referred 
this  resolution  back  to  the  committee  for  further  study 
(as  requested).  At  the  February  1972  Annual  Conven- 
tion, Resolution  72-73,  “Discontinuance  of  Smallpox 


fives  to  institutional  care.  There  is  considerable  interest 
in  developing  and  evaluating  programs  which  hopefully 
will  decrease  the  necessity  for  institutionalization  of 
patients  on  a permanent  basis.  Outpatient  depart- 
ments of  hospitals,  and  homecare  programs  have  been 
the  primary  resources.  The  committee  notes  the  de- 
velopment of  research  and  demonstration  projects  for 
the  development  of  day  hospitals  for  the  disabled  and 
the  elderly  such  as  have  recently  been  funded  by  the 
Department  of  Health,  Education,  and  Welfare  at  The 
Burke  Rehabilitation  Center  in  White  Plains.  This  type 
of  activity  is  greatly  to  be  stressed  in  terms  of  developing 
working  models  and  then  determining  through  rigid 
research  protocols  the  feasibility  and  suitability  of  such 
alternatives.  The  day  hospital  may  very  well  assume  a 
place  of  great  importance  across  the  country  but  it  is 
unlikely  to  completely  replace  the  necessity  for  long  term 
nursing  home  beds. 

Respectfully  submitted, 

Edward  J.  Lorenze,  III,  M.D.,  Chairman 


Vaccinations”  was  presented  to  the  House  of  Delegates, 
the  resolved  portion  read  as  follows:  “Resolved,  that 

the  MSSNY  strongly  recommend  to  the  New  York 
State  Commissioner  of  Health  and  the  State  Legisla- 
ture that  routine  smallpox  vaccinations  no  longer  be  a 
requirement  for  school  entry,”  and  “that  steps  to  effect 
this  recommendation  be  taken  at  the  current  legisla- 
tive session  in  Albany,”  and  “that  bona  fide  proof  of 
smallpox  vaccination  be  required  for  a person  going  to 
or  coming  from  an  area  where  smallpox  is  known  to 
exist.”  The  House  of  Delegates  referred  this  resolution 
through  the  Council  to  this  committee  (again,  as  re- 
quested). The  following  announcement  appeared  in 
the  April  3,  1972,  issue  of  the  Capitol  News:  “The 

Senate  completed  legislative  approval  of  an  Assembly- 
passed  measure  which,  supported  by  MSSNY,  could 
repeal  the  existing  mandate  for  immunization  of  chil- 
dren against  smallpox.” 

The  bill,  repealing  the  requirement  for  mandatory 
smallpox  vaccinations,  was  passed  by  the  Legislature 
and  signed  by  the  Governor.  It  is  now  Chapter  145, 
Laws  of  1972. 

Venereal  Diseases.  The  Guidelines  for  the  Treat- 
ment and  Care  of  Venereal  Diseases,  proposed  by  the 
committee,  has  received  Council  approval.  The  chair- 
man of  the  Subcommittee  on  Venereal  Diseases  sug- 
gested that  the  MSSNY  consider  organizing  a State- 
wide venereal  disease  task  force.  The  guidelines  have 
already  been  published  and  circulated.  The  proposal 
on  the  task  force  as  proposed  by  Dr.  Webster  follows: 

PROPOSED  NEW  YORK  STATE  VENEREAL 
DISEASE  TASK  FORCE 

In  keeping  with  the  recommendations  of  the  22nd 
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General  Assembly  of  the  World  Health  Organization 
and  the  report  of  the  National  Commission  on  Vene- 
real Diseases,  it  is  suggested  that  the  Medical  Soci- 
ety of  the  State  of  New  York  consider  organizing  a 
State-wide  venereal  disease  task  force.  This  is  indi- 
cated because  of  the  epidemic  proportions  to  which 
these  diseases  have  risen  in  this  State. 

This  task  force  should  be  composed  of  representa- 
tives of  State  and  county  medical  societies,  the  State 
Health  Department,  the  State  Education  Depart- 
ment, youth  groups,  and  other  interested  State  agen- 
cies. 

It  should  be  a function  of  the  committee; 

1.  To  review  the  extent  and  nature  of  the  venere- 
al disease  problem  in  New  York  State  with  appropri- 
ate groups,  agencies  and  individuals; 

2.  To  review  the  effects  of  venereal  disease  on  the 
individual,  the  family  and  on  society; 

3.  To  study  the  problem  of  the  availability  and 
application  of  diagnostic,  preventive,  epidemiologic 
and  educational  tools  for  the  control  of  these  diseas- 
es; 

4.  To  make  recommendations  to  the  New  York 
State  Department  of  Health  on  the  feasibility  and 
priorities  for  launching  a stepped-up  control  pro- 
gram; 

5.  To  make  recommendations  to  other  agencies 
and  groups  who  can  assist  in  achieving  venereal  dis- 
ease control. 

Taking  cognizance  of  the  fact  that  more  than  80  per 
cent  of  all  venereal  diseases  are  treated  by  practicing 
physicians,  it  would  seem  to  be  incumbent  on  the 
State  and  county  medical  societies  to  evaluate  the  pro- 
gram designed  to  aid  practicing  physicians  in  the  con- 
trol of  these  diseases.  This  must  be  done  with  the  col- 
laboration of  the  State  Health  Department  and  the 
State  Education  Department,  as  well  as  all  other  inter- 
ested agencies. 

The  Venereal  Disease  Preventive  Education  Pro- 
gram, which  is  being  implemented  throughout  the 
State,  is  meeting  with  great  success  at  the  schools  and 
colleges  that  have  been  visited.  The  educational  ma- 
terial distributed  has  been  enthusiastically  received  by 
students  and  educators  alike.  Testimonials  from 
school  authorities  are  being  received  daily  commenting 
on  the  excellence  of  the  presentations  and  the  encour- 
aging feedback  that  followed. 

A resolution  passed  by  the  Kings  County  Medical 
Society  was  reviewed  by  the  committee.  The  resolved 
portion  read:  “ Resolved , that  the  physicians  of  the 
MSSNY  be  urged  to  take  cultures  of  cervical  secretions 
of  all  females  in  the  sexually  active  age  groups  whenev- 
er such  patients  present  themselves  for  physical  exami- 
nations, for  pregnancy,  or  other  conditions  which  war- 
rent  a pelvic  examination,”  and  “that  this  resolution 
be  presented  to  the  Commission  on  Public  Health  and 
Education  of  the  MSSNY  for  their  consideration  as  a 


voluntary  program  for  all  physicians  in  the  State.  ” 
This  resolution  was  mailed  to  the  committee  members 
for  consideration.  They  overwhelmingly  approved  and 
recommended  that  it  receive  favorable  action  by  the 
Council.  A question  was  raised  whether  the  physician, 
when  taking  the  culture,  was  normally  bound  to  inform 
the  patient  of  the  reason  for  taking  vaginal  cultures. 
The  question  was  referred  to  William  F.  Martin,  Esq., 
Legal  Counsel  for  the  MSSNY.  His  response  follows: 
“From  an  esthetic  standpoint  and  a moral  standpoint, 
I do  not  see  why  any  woman,  who  is  submitted  to  a 
culture,  should  have  the  word  “gonorrhea”  mentioned 
to  her.  However,  once  the  culture  is  taken,  the  doctor 
is  duty  bound  to  call  the  patient  back  to  his  office 
should  the  test  prove  positive,  to  be  treated  for  the  ve- 
nereal disease,  so  that  the  proper  treatment  is  resorted 
to  and  the  incidence  of  the  disease  is  cut  down  in  the 
community,  and  it  is  a benefit  to  the  patient  herself  as 
well.  ” 

Resolution  72-34,  Regional  Bacteriologic  Services 
for  Diagnosis  of  Gonorrhea.  This  was  approved  by  the 
House.  The  resolution  requested  the  State  Health  De- 
partment “to  provide  funds  for  local  laboratories  to 
carry  out  the  necessary  studies.”  In  response  to  this 
resolution.  Dr.  Ingraham  stated,  “within  the  limits  of 
the  money  appropriated  by  the  Legislature  the  only 
way  we  could  offer  a statewide  service  is  to  process  the 
specimens  centrally.  Centralized  laboratory  processing 
is  much  less  costly  than  local  processing.  Secondly, 
although  there  are  indeed  many  approved  laboratories 
scattered  around  the  State,  I should  point  out  that  al- 
though the  Public  Health  Service  recommends  reliance 
on  colony  appearance,  oxidase  positivity,  and  appear- 
ance on  Gram  stain  as  providing  satisfactory  identifica- 
tion, we  have  found  that  10  per  cent  or  more  of  our 
specimens  meeting  those  criteria  turn  out  to  be  other 
than  Neisseria  gonorrhea  on  the  sugar  fermentation 
test.  Thirdly,  the  majority  of  our  specimens  do  not  ar- 
rive, ‘too  late  or  in  a deteriorating  condition  for  mean- 
ingful study.’  In  fact,  more  than  90  per  cent  arrive  in 
an  apparently  satisfactory  condition.  However,  it  is 
entirely  true  that  delays  in  transit  do  decrease  yield, 
and  transit  times  of  more  than  4 or  5 days  are  associ- 
ated with  reduced  yield.  I am  entirely  in  agreement 
that  provisions  should  be  made  to  support  laboratory 
processing  in  locations  other  than  in  Albany,  but  feel 
that  this  is  best  done  through  support  of  a small  num- 
ber of  laboratories  (those  in  large  cities)  where  we  are 
sure  of  a high  level  of  competence.  We  are  planning  to 
support  such  regionalization  using  some  of  the  Federal 
monies  we  anticipate  receiving  in  the  near  future. 
However,  it  would  not  be  possible  to  do  this  without 
such  funds.” 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 
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Rural  Medical  Service 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Rural  Medical 


Service  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Edward  A.  Barrett,  M.D.  Orleans 

Stephen  W.  Blatchly,  M.D.  Tompkins 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D.  Otsego 

Stuart  A.  Winning,  M.D.  St.  Lawrence 

Hugh  M.  McChesney,  M.D.,  Adviser Oswego 

James  J.  Quinlivan,  M.D.,  Adviser  Albany 


The  assistance  which  Community  Medical  Services,* 
the  research  arm  of  the  Committee  on  Rural  Medical 
Service,  has  been  providing  rural  areas  is  more  criti- 
cally needed  throughout  New  York  State  today  than 
when  the  rural  research  projects  were  initiated  in  the 
mid-1960s.  There  are  still  few,  if  any,  existing  sources 
for  obtaining  accurate  health  data  at  the  town  and  vil- 
lage levels.  There  is  an  escalating  need  for  compara- 
tive health  data  at  all  levels — Federal,  State,  and  local. 

At  this  juncture  in  the  1970s,  availability  of  in  depth 
socio-medical  baseline  data  has  become  an  imperative 
national  objective.  In  order  to  meet  the  goal  of  im- 
proving the  health  care  delivery  system  in  the  United 
States,  and  health  itself,  the  Department  of  Health, 
Education,  and  Welfare’s  National  Center  for  Health 
Statistics  has  begun  development  of  a Cooperative 
Federal-State-Local  Health  Statistics  System  which 
will  provide  data  which  is  comprehensive  and  will  re- 
flect current  health  problems,  utilization  of  services, 
availability  of  resources,  and  health  trends.1 

The  Medical  Society  of  the  State  of  New  York, 
through  the  Empire  State  Medical,  Scientific  and  Ed- 
ucational Foundation,  Inc.,  is  in  a unique  position  to 
make  a significant  contribution  to  this  nationwide  ef- 
fort, having  pioneered  the  development  of  ...  a base- 
ment membrane  model,2  a method  for — 

. . . providing  in  depth  village-  and  town-level  socio- 
economic, illness,  hospitalization,  manpower,  in- 
surance coverage,  and  medical  expenditure  data; 

. . . providing  a vehicle  for  (a)  consumer  health  edu- 
cation, (b)  consumer  involvement,  and  ultimately, 
(c)  consumer  participation  in  implementing  rural 
health  programs; 

. . . providing  a mechanism  for  actively  joining  pro- 
viders and  consumers  and  health  planning  profes- 
sionals in  welding  more  effective  rural  health  sys- 
tems. 

This  rural  health  planning  model  includes  instru- 
ments for  surveying  of  physicians  or  providers  of  medi- 
cal care,  leaders  of  communities,  and  consumers  of 
health  services.  The  triadic  approach — collecting  facts 
and  opinions  from  three  levels  of  community  structure 
— permits  comparison  of  professionals’  views  of  health 
care  with  laymens’  concerns  and  expressions  of  prob- 
lems and  needs. 

Community  Medical  Services  conducted  a survey  of 
providers  of  medical  services,  1,372  physicians,  in  com- 
munities in  New  York  State  with  populations  of  50,000 
and  under.  Pilot  surveys  of  consumers  of  medical  ser- 


vices lead  to  the  project,  initiated  in  1970,  aimed  at 
identifying  the  need  for  additional  physicians,  or 
changing  distribution  of  physicians,  in  a 14-county 
Central  New  York  region.  In  this  study  a regional  over- 
view of  community  concern  regarding  physician  sup- 
ply, and  community  interest  in  participating  in  con- 
sumer health  surveys,  was  obtained  by  a postcard 
questionnaire  survey  of  all  villages,  hamlets,  and  unin- 
corporated areas  in  the  region  with  populations  of  from 
25  to  5,000.  In  the  region,  which  includes  263  towns 
(townships),  176  population  centers  of  varying  size  ex- 
pressed interest  in  participating  in  local  health  surveys 
(Map  1). 

Five  criteria — need  for  physicians  as  defined  by  vil- 
lage or  town  officials,  willingness  to  participate  in  con- 
ducting a full-scale  health  survey,  population  size, 
location  of  health  care  resources,  and  transportation 
accesses  and  linkages — were  applied  to  the  regional  re- 
turns. Three  areas  were  selected  for  surveying.  Resi- 
dents of  the  local  areas  participated  in  delineation  of 
geographically  and  economically  related  areas,  in  de- 
termination of  the  sampling  method  used,  and  in  selec- 
tion of  volunteers  who  administered  questionnaires. 

The  same  procedures  used  in  the  three  pilot  studies 
conducted  near  the  regional  base  in  Syracuse  in  1967- 
68  were  applied  in  the  three  field  tests  conducted  in 
the  northernmost  part  of  the  region  in  1971-72. 

To  date,  28  towns  with  combined  populations  of  over 
60,000  have  been  served  by  Community  Medical  Ser- 
vices; 1,535  questionnaires  administered  by  327  volun- 
teer interviewers  have  provided  a 9.97  per  cent  sample 
of  rural,  rural  non-farm,  and  village  families  (Map  2). 

In  these  areas  which  expressed  concern  over  physi- 
cian shortage,  it  was  found  that  a high  per  cent  of  fam- 
ilies had  family  doctors  and  thus  initial  access  to  the 
health  care  system(s)  (Graph  1). 

Having  a family  doctor(s),  however,  is  but  one  factor 
in  the  measurement  of  quality  health  care.  For  exam- 
ple, in  Survey  Area  VI,  which  had  the  second  highest 
per  cent  of  families  with  a family  doctor  of  the  six 
areas  surveyed,  the  incidence  of  visits  to  the  doctor  was 
low.  During  the  12  months  prior  to  the  survey  con- 
ducted in  November  1971,  the  1,136  individuals  in  285 
families  had  a total  of  3,297  doctors’  appointments,  or 
an  average  of  2.9  visits  per  person.  This  physician 
visit  average  was  considerably  below  the  latest  reported 
(1969)  national  average  of  4.3  visits  per  person  per 
year.  Only  37.2  per  cent  of  the  population  sampled 
had  had  a physical  examination  in  the  same  12-month 
period.  Hospital  occupancy  rates  were  low  but  the 
length  of  stay  for  all  ages  was  high,  9.4  days,  which  was 
above  regional  averages  for  all  ages  in  all  hospitaliza- 
tion categories.  This  chain  of  circumstances  seemed  to 
reflect  limitations  of  time  and  energy  of  physicians, 
who  are  primarily  in  solo  practice  and  without  ade- 
quate support  personnel. 

Respondents’  value  ratings  of  reasons  for  selection  of 
a physician  showed  a general  consistency  in  the  six  sur- 
vey areas  (Table  1).  The  reason,  “to  see  that  another 
doctor  covers  for  him  on  his  days  off,”  was  rated  very 
important  by  the  largest  per  cent  of  respondents  in 
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three  survey  areas.  The  degree  of  importance  attached 
to  this  factor  is  probably  a reflection  of  the  predomi- 
nance of  solo  practice  in  these  rural  areas  and  is  indic- 
ative of  the  growing  concerns  and  fears  of  residents  of 
rural  areas  regarding  availability  of  health  services. 

The  second  highest  rated  reason  for  selecting  a phy- 
sician in  three  of  the  survey  areas  was  the  desire  to 
have  a physician  who  showed  “a  personal  interest  in 
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PERCENT 


TABLE  1 


TOTAL  SURVEY 

REASONS  FOR  SELECTION  OF  A PHYSICIAN* 


Area  I 


To  see  that  another  doctor  covers 

for  him  on  his  days  off  -----  91.0% 

To  show  a personal  interest  in 

patients  ------------  80.4% 

To  be  a general  practitioner  -----  77.6% 

To  be  willing  to  make  emergency  house 

calls  day  or  night-  -------  7 4.4% 

To  be  able  to  schedule  routine 
appointments  without  more 

than  a 2 week  delay  -------  75.6% 

To  live  and  practice  in  the 

community  ------------  69.8% 

The  physician's  fees  ---------  42.6% 

To  be  a specialist  ----------  35.5% 

Not  to  be  kept  waiting  (in  the  office) 

at  the  time  of  an  appointment  - - 31.1% 


The  above  table  is  a composite  of  all  six  areas 
each  area  surveyed. 

Percentages  are  based  on  the  number  of  families 


INCOME  RANGES 

Total  Coverage  is  insurance  coverage  of  such  degree  as  to  provide  some  payment 
toward  most  types  of  health  related  activities  of  an  individual  or  family,  such  as 
payment  toward  both  hospital  and  physicians'  costs,  anesthesia,  laboratory  fees, 
ambulance  service,  prescription  drugs.  The  term  total  coverage  does  not  imply 
the  condition  whereby  an  individual  pays  no  part  of  his  health  expenditures. 

Partial  Coverage  is  insurance  which  piuvides  payment  for  certain  type  of  health 
related  activity . For  example:  either  hospital  costs  or  physician  costs,  but  not 
both  . 


(St.  Lawrence) 


Area  1 1 

Area  1 1 1 

Area  IV 

Area  V 

Area  V 1 

78.4% 

73.9% 

86.9% 

87.5% 

92.6% 

74.3% 

79.6% 

82.4% 

83.5% 

83.5% 

87.7% 

84.7% 

81.2% 

84.6% 

70.2% 

74.8% 

71.4% 

80.7% 

73.3% 

66.7% 

65.5% 

61.7% 

71.6% 

74.0% 

75.1% 

74.8% 

71.9% 

85.2% 

70.7% 

64.9% 

34.5% 

39.8% 

44.9% 

45.8% 

42.1% 

19.3% 

19.9% 

28.4% 

44.7% 

49.1% 

33.3% 

21.4% 

26.1% 

39.6% 

40.0% 

ind  records 

only  the 

"very  important" 

responses 

for 

in  each  survey  area. 


patients.”  Rural  residents  rated  being  “a  general 
practitioner”  more  important  than  physicians’  fees  and 
being  a specialist. 

Each  of  these  studies,  and  in  particular  the  three 
North  Country  community  reports,3  illustrate  how 
health  needs  are  tied  to  age  distribution,  family  struc- 
ture, education,  occupation,  income,  health  insurance, 
facilities,  and  manpower.  The  reports  graphically  il- 
lustrate why  it  is  necessary  to  take  stock  of  all  avail- 
able factors  if  we  are  to  make  optimal  use  of  existing 
resources,  identify  what  is  lacking,  and  weld  a health 
system(s)  which  can  serve  a total  population. 

In  each  North  Country  survey  the  per  cent  of  fami- 
lies covered  by  some  form  of  health  insurance  was  high. 
In  Survey  Area  IV,  of  the  176  families  surveyed,  155 
(88.1  per  cent)  had  some  form  of  coverage;  86.4  per 
cent  had  what  was  defined  as  “total”  coverage.  In 
Survey  Area  V,  258  families  (94.5  per  cent)  had  some 
type  of  coverage;  79.1  per  cent  had  “total”  coverage. 
In  Survey  Area  VI,  274  families  (96.1  per  cent)  had 
some  type  of  health  insurance;  82.8  per  cent  had 
“total”  coverage. 

Graph  2 shows  the  per  cent  of  persons  in  all  income 
categories  in  the  six  town  Canton-Potsdam  survey  area 
who  had  total,  partial,  or  no  insurance  coverage.  In 
this  area,  of  the  250  families  reporting  both  income  and 
type  of  insurance  coverage,  63.6  per  cent  had  two  or 
more  health  insurance  policies.  The  average  was  1.9 
policies  per  family.  There  were  470  policies  listed 
which  were  underwritten  by  55  different  carriers  as  re- 
ported by  respondents. 

In  analyzing  survey  returns  in  the  Canton-Potsdam 
area,  income  ranges  and  family  size  were  charted  ac- 
cording to  the  U.S.  Department  of  Labor,  Bureau  of 
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Labor  Statistics'  “poor”  level  measurements  and  relat- 
ed to  health  insurance  coverage.  There  was  a larger 
number  of  families  with  partial  or  no  health  insurance 
in  the  $4,000  to  $9,000  income  ranges  than  in  the 
“poor”  levels.  Thirty-five  per  cent  of  the  families  in 
the  survey  fell  within  these  critical  income  ranges. 
These  data  confirm  an  escalating  situation.  Namely, 
there  is  a growing  number  of  families  with  income  just 
above  the  poverty  level  and  generally  below  the  $10,000 
income  level  who  cannot  afford  adequate  health  insur- 
ance coverage.  These  families  do  not  qualify  for  gov- 
ernment programs,  yet  pay  taxes  to  finance  health  care 
for  others. 

In  1972  the  Health  Services  and  Mental  Health  Ad- 
ministration, Regional  Medical  Programs  Service,  con- 
tracted with  Community  Medical  Services  to  produce  a 
kit,  or  handbook,  describing  in  full,  procedures  to  be 
followed  in  conducting  community  health  surveys. 
This  effort  has  been  a top  priority  during  the  past 
year.  A complete  working  packet  containing  instruc- 
tions and  instruments  by  which  communities  and 
health  planning  organizations  can  conduct  their  own 
community  health  surveys  will  be  readv  for  field  test- 
ing in  1973. 

Reasons  for  developing  this  do-it-yourself  kit  for  use 
by  communities  across  the  state  and  the  nation  are: 

1.  Accurate  data  are  essential  for  informed  deci- 
sion making.  Although  local  residents  may  have  in- 
sight into  unique  individual  community  and  area 
health  needs,  their  views  may  be  incomplete,  and  in 
some  cases,  distorted  by  proximity  to  local  situations. 

Health  care  providers  and  consultants  from  outside 
the  community  (whether  from  area,  regional,  state,  or 
federal  organizations)  must  have  facts,  statistical  mea- 
surements, and  most  important,  a complete  communi- 
ty health  profile  in  order  to  study,  to  evaluate,  to  sanc- 
tion, to  recommend  health  delivery  plans  and  projects. 

2.  There  are  few,  if  any,  existing  sources  for  ob- 
taining in  depth  socio-medical  information  on  health 
needs  at  the  local  level.  U.S.  Bureau  of  Census  data 
recorded  by  county,  town,  minor  civil  division,  and 
census  tract  are  not  adequate  for  assessing  local  health 
care  needs. 

Group  data,  available  through  the  Census,  U.S.  Bu- 
reau of  Vital  Statistics,  American  Medical  Association, 
American  Hospital  Association,  and  other  sources,  can 
be  used  as  a norm  with  which  to  compare  similarities 
and  dissimilarities  after  data  are  procured  locally. 

There  are  a vast  amount  of  data  available,  but  they 
do  not  illuminate  specific  local  similarities,  needs,  and 
problems.  Group  data,  such  as  interpretation  of 
health  manpower  by  use  of  physician/population  ra- 
tios, can  often  be  misleading. 

3.  The  expense  of  data  collection  is  frequently 
prohibitive. 

4.  The  expense  of  computerization  is  also  fre- 
quently prohibitive.  Utilization  of  instruments  de- 


signed into  the  “basement  membrane  model”  makes  it 
possible  for  the  sponsoring  organization  to  tabulate  re- 
sults, which  reduces  costs  to  a minimum  while  enhanc- 
ing accuracy  and  providing  the  opportunity  for  the 
most  detailed  analysis  desired. 

This  kit  will  include  a program  for  a community 
which  has  access  to  required  computer  processes  and 
can  afford  the  cost  of  computer  time. 

5.  Community  residents  are  more  likely  to  extend 
full  cooperation  to  friends  and  neighbors  than  to 
representatives  of  organizations  from  outside  the 
area.  This  model  specifically  calls  for  the  use  of  vol- 
unteer interviewers  who  are  community  residents, 
rather  than  students,  professional  interviewers,  or  rep- 
resentatives of  health  planning  agencies.  The  volun- 
teer interviewer  is  often  more  conscientious  in  this  as- 
signment than  outside  participants — knowing  that  his 
own  interests  and  the  concerns  of  families  and  neigh- 
bors are  involved. 

6.  Community  involvement  provides  a base  for 
moving  from  research  to  planning,  to  programming, 
to  budgeting,  to  implementation.  This  results  when 
the  project  is  sponsored  by  local  residents,  and  admin- 
istered and  tabulated  by  volunteers  working  with  other 
established  community  agencies. 

7.  The  opportunity  is  provided  for  creating  and 
maintaining  an  on-going  health  information  pro- 
gram. The  survey  procedure,  which  provides  a means 
of  evaluating  change  and  progress  for  meeting  commu- 
nity health  needs,  can  be  repeated  at  regular  intervals 
of  two  to  three  years. 

It  is  the  Committee’s  recommendation  that  the  Med- 
ical Society  of  the  State  of  New  York  accept  the  re- 
sponsibility for  implementing  health  planning  by  pro- 
viding required  baseline  data  at  local  levels  in  all  de- 
prived areas  in  New  York  State. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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School  Health 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  School  Health  are 
as  follows: 


George  F.  Cunningham,  M.D.,  Chairman  . Suffolk 

Edward  M.  DiTolla,  M.D. New  York 

Robert  A.  Hoekelman,  Jr.,  M.D. Monroe 

Sidney  Leibowitz,  M.D New  York 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 


The  June  1972  issue  of  the  Journal  of  Pediatrics  re- 
fers to  the  association  between  school  health  services 
and  the  community  health  center.  In  his  report  last 
year,  Hugh  F.  Leahy,  M.D.,  former  chairman  of  this 
committee,  stated,  “Perhaps  our  outstanding  new  con- 
cept in  school  health  services  is  to  coordinate  the 
school  health  program  with  a neighborhood  health  ser- 
vice.” 

Some  two  years  ago,  the  chairman  became  engaged 
in  such  a program  in  an  underprivileged  Long  Island 
community.  A brief  description  of  the  school  health 
program  in  this  area  might  be  of  interest. 

A school  nurse  is  assigned  to  go  out  into  the  commu- 
nity to  give  pre-school  or  headstart  immunizations  and 
informs  the  family  regarding  health  matters  and  avail- 
able services.  At  the  center,  school  children  are  given 
complete  examinations  (about  20  a day),  which  include 
hearing  and  vision  examinations,  sickle  cell  tests  and 
urine  analysis.  Difficulties  in  hearing  and  vision  are 
picked  up  early  so  that  these  children  can  take  part  in 
the  learning  process  at  the  proper  stage  of  develop- 


ment. Sickle  cell  is  quite  a problem  in  the  communi- 
ty, and  with  the  help  of  the  local  health  department,  it 
is  hoped  that  every  black  child  will  be  tested  for  this 
disease.  One  drawback  is  that  no  provision  has  been 
.made  for  dental  screening  and,  if  funds  become  avail- 
able, a part-time  dentist  will  be  employed.  The  ulti- 
mate desire  is  to  get  all  the  children  in  the  school  dis- 
trict into  the  program  and  provide  them  with  yearly 
examinations.  The  establishment  of  an  excellent  rap- 
port is  vital  between  the  group,  the  school  district  su- 
pervisor and  the  school  principals.  Their  support  is 
most  important  to  the  success  of  the  program. 

Projected  items  for  future  committee  consideration 
are:  (1)  the  problem  of  sickle  cell  testing;  (2)  establish- 
ment of  the  role  of  the  school  physician,  either  as  a 
part-time  physician  handling  just  one  school,  or  a full- 
time physician  with  perhaps  a group  of  3,  4,  or  5 
schools  to  visit  with  the  aid  of  nurse  practitioners;  (3) 
investigation  of  the  school  bus  situation — (a)  the  possi- 
bility of  making  seat  belts  mandatory  in  school  buses, 
(b)  the  annual  inspection  of  school  buses,  (c)  the  ex- 
amination of  school  bus  drivers  emotionally  as  well  as 
physically.  (4)  should  we  have  special  or  more  com- 
prehensive examinations  for  children  who  are  engaged 
in  athletics  and  excessive  physical  activities? 

The  committee  expects  to  have  more  meetings  than 
in  the  past  and  consequently,  more  activity,  and  hopes 
to  report  on  these  projects  in  detail  next  year. 

Respectfully  submitted, 

George  F.  Cunningham,  M.D.,  Chairman 
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1973  HOUSE  OF  DELEGATES 


Standards  of  Medical  Care 


Ethics 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Ethics  are  as  fol- 


lows: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D.  Bronx 

John  Sauer,  M.D.  New  York 


Two  letters,  one  from  a county  medical  society  and  one 
from  an  attorney’s  office,  were  received  inquiring  about 
the  ethics  involved  when  office  space  is  rented  on  the 
basis  of  a percentage  of  the  physician’s  income.  Both 
were  answered  that  this  method  of  renting  office  space 
was  unethical  since  this  method  indirectly  results  in 
fee  splitting  and  tends  to  exploit  the  practice  of  medicine. 
This  answer  was  based  on  Article  23,  page  42,  1972  edi- 
tion of  the  American  Medical  Association’s  Judicial 
Council  Opinions  and  Reports  and  Article  VI,  Section  6 
of  the  Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York. 

A question  submitted  by  a county  medical  society  con- 
cerned the  ethical  propriety  of  a hotel  billing  for  the 
medical  services  rendered  by  the  hotel  physician  to  a 
guest.  The  answer  given  was  as  follows — “If  the  hotel 
acts  as  an  agent  for  the  patient  and  pays  the  physician 
the  amount  billed  by  the  physician,  and  then  bills  the 
patient  (guest)  for  that  money,  we  find  nothing  unethical 
in  that  arrangement.  However,  if  the  hotel  bills  that 
patient  (guest)  for  money  that  exceeds  the  amount  of  the 
doctor’s  bill,  this  is  unethical.” 

A family  practitioner  inquired  whether  he  could  give 
prenatal  care  to  obstetrical  patients  and  then  have  an 
obstetrician  deliver  the  patient — he  would  be  paid  in 
full  by  the  patient  and  he  then  would  pay  the  obstetri- 
cian for  his  part  of  the  case.  This  was  answered  in  part 
by  the  following  “the  amount  of  the  fees  charged  should 
be  paid  directly  to  the  individual  physicians  who  ren- 
dered the  services  in  question.” 

A physician,  who  wished  to  open  an  office  in  a city 
and  would  like  to  notify  all  insurance  companies  that 
he  was  available  for  examination  of  insurance  appli- 


cants, was  told  that  he  should  contact  his  local  county 
medical  society,  who  would  supply  him  with  the  proper 
guidelines  used  in  notifying  people  of  the  community 
regarding  the  opening  of  an  office. 

Two  upstate  county  societies  inquired  about  news- 
paper articles  which  in  describing  certain  facilities  of 
local  hospitals  and  clinics  made  use  of  physician’s  names 
and  pictures.  Both  societies  were  advised  the  use  of 
physician’s  pictures  in  those  articles  was  considered 
unethical;  however  it  was  suggested  that  the  final  deci- 
sion was  that  of  the  local  county  medical  society  in- 
volved. They  were  also  told  to  read  thoroughly  Section 
5,  Chapter  I of  the  Principles  of  Professional  Conduct 
and  paragraphs  3,  4,  5 and  7 of  Section  10  of  the  Judicial 
Council  Opinions  and  Reports  (1972  Edition). 

An  interesting  question  submitted  to  us  by  a county 
medical  society  consisted  of  the  following  letter  and 
our  answer  (approved  by  the  Council): 

1. )  Question.  “A  baby  was  born  to  us — an  encepha- 
lic. We  were  assured  by  the  physicians  in  charge  that 
there  was  absolutely  no  possibility  of  the  child  ever  be- 
coming better. 

“Do  we  have  the  right  to  instruct  the  physicians  to 
render  no  medical  services  to  said  child?  Do  we  have 
the  right  to  instruct  the  hospital  not  to  supply  any  medi- 
cations, surgical  supplies  or  to  render  any  treatment 
other  than  to  supply  food  for  said  child?” 

2. )  Answer.  “The  parents  have  the  right  to  instruct 
the  attending  physicians  not  to  use  extraordinary  means 
to  prolong  life  when  there  is  irrefutable  evidence  that 
hope  for  recovery  has  evaporated.  However,  the  physi- 
cian has  the  moral  and  ethical  right  to  use  ordinary 
means,  ie,  food,  and  so  forth,  to  treat  the  patient.” 

The  Committee  would  like  to  express  its  appreciation 
to  J.  Richard  Burns,  J.D.,  Assistant  Executive  Vice- 
President  and  to  Ms.  Judy  Epstein,  secretary  to  Mr. 
Burns  for  their  cooperation  and  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 
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Peer  Review  Mechanisms 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Peer  Review 
Mechanisms  are  as  follows: 


Ralph  S.  Emerson,  M.D.,  Chairman  Nassau 

Lynn  R.  Callin,  M.D.  Monroe 

Lester  J.  Candela,  M.D.  Nassau 

Richard  D.  Eberle,  M.D.  Onondaga 

Carl  Goldmark,  Jr.,  M.D.  New  York 

Tiffany  Lawyer,  Jr.,  M.D.  Bronx 

William  A.  Schwarz,  M.D.  Richmond 

William  C.  Felch,  M.D Westchester 

John  R.  Williams,  Jr.,  M.D.,  ex  officio  Monroe 

Marvin  L.  Bloom,  M.D.,  ex  officio  Erie 


The  concept  and  horizons  of  Peer  Review  have  ex- 
panded to  the  extent  it  has  become  a household  word 
in  political,  news  media,  management,  labor  and  con- 
gressional circles. 

In  past  years  the  annual  report  has  dwelled  on  the 
philosophy,  necessity,  methodology  and  blue  print  of 
how  to  do  it.  Last  year  specific  recommendations  were 
offered  to  tool  up  for  anticipated  federal  legislation, 
and  these  have  been  distributed  to  all  county  societies. 

This  year  the  report  will  focus  on  subjects  discussed 
by  the  committee  and  developments  at  the  State  and 
national  level  in  Peer  Review. 

Resolution  72-48.  The  Committee  discussed  this 
resolution  which  suggested  a mechanism  for  unblocking 
the  transfer  of  Medicare  hospital  patients  to  extended 
care  facilities  or  nursing  homes. 

The  retroactive  denial  of  payments  to  ECF  and  nurs- 
ing homes  which  prompted  this  resolution  was  the  is- 
suance of  Intermediary  Letter  328  of  the  Bureau  of  the 
Social  Security  Administration.  The  crux  of  the  issue 
is  that  the  medical  necessity  for  ECF  and  nursing 
homes  and  the  coverage  provided  by  the  Medicare  Law 
are  not  identical.  Resolution  72-48  recommended  that 
this  difference  be  resolved  by  the  peer  review  or  utili- 
zation review  committee  in  the  hospital  prior  to  trans- 
fer of  the  patient.  The  Bureau  of  Health  Insurance 
suggested  that  this  resolution  be  presented  to  the 
AMA’s  House  of  Delegates  in  San  Francisco  in  June 
1972  to  lend  support  for  amending  the  law.  The  reso- 
lution was  approved  at  the  AM  A June  1972  meeting 
and  referred  to  the  Council  on  Medical  Services  for  im- 
plementation. 

Limitation  on  Liability  and  so  forth,  Section  1167C 
of  the  Bennett  Amendment  to  H.R.l.  The  Commit- 
tee recommended  that  specialty  societies  establish 
minimum  norms  of  standards  and  patterns  of  care 
which  could  be  utilized  by  peer  review  committees. 
Adherence  to  these  standards  and  patterns  might  be 
helpful  in  eliminating  nuisance  malpractice  suits. 

The  Storeworker’s  Security  Plan  (A.F.L.-C.I.O.). 
The  Committee  reviewed  this  plan  which  would  re- 
quire consultations  for  elective  admissions  to  hospitals 
of  the  union  members  at  a specific  hospital.  If  the 
union  member  did  not  receive  prior  approval,  pay- 
ments would  be  denied.  The  American  College  of  Sur- 
geons appointed  a committee  to  investigate  the  plan. 
The  Medical  Society  of  the  State  of  New  York,  the 
Coordinating  Council  of  the  First  District  Branch,  the 


Nassau  and  Suffolk  County  Medical  Societies  and  the 
New  York  State  Society  of  Surgeons  joined  in  the  in- 
vestigation. Since  this  plan  created  widespread  con- 
cern and  is  related  to  peer  review,  the  entire  report  of 
the  Ad  Hoc  Committee  of  the  American  College  of 
Surgeons  appears  on  page  107. 

Hospital  Association  of  New  York  State.  Discus- 
sions were  held  with  our  hospital  colleagues  on  matters 
relating  to  peer  review. 

Quality  Medical  Review  in  Hospitals  in  New  York 
State.  Hollis  S.  Ingraham,  M.D.,  Commissioner  of 
Health,  invited  the  Medical  Society  of  the  State  of 
New  York  to  join  in  developing  screening  models  of 
present  criteria  for  evaluating  the  documented  medical 
care  by  disease  entities  in  the  hospitals.  The  data  are 
to  be  accumulated  by  the  medical  records  departments 
in  hospitals  and  will  be  computerized  utilizing  devia- 
tion variables.  The  purpose  is  to  develop  standard  cri- 
teria of  measurement  and  to  eliminate  tedious  chart 
review  by  physicians. 

The  Council  of  MSSNY  on  June  15,  1972  recom- 
mended that  the  State  Society  participate  actively 
with  the  New  York  State  Department  of  Health  in  the 
development  of  the  audit  models  of  quality  medical  re- 
view in  hospitals.  The  Hospital  Association  of  New 
York  State  is  joining  in  this  project.  A steering  com- 
mittee with  representatives  of  the  three  organizations 
has  been  appointed. 

Retroactive  Denial  of  Physician's  Services  in  Hos- 
pitals. Extensive  material  was  furnished  by  the  Medi- 
cal Society  of  the  County  of  Kings  through  the  Coordi- 
nating Council,  First  District  Branch.  In  summary, 
one  member  from  Kings  County  was  asked  to  refund 
$1,976.00  for  services  rendered  a Medicare  patient  in  a 
hospital  in  1969.  The  reason  given  was  lack  of  docu- 
mentation in  the  hospital  record.  In  spite  of  support- 
ing evidence  by  the  patients  and  nurses,  the  United 
Medical  Service,  Inc.  would  not  rescind  the  directive 
stating  it  was  an  order  from  the  Bureau  of  Health  In- 
surance. 

This  case  was  presented  to  Thomas  Tierney  and  staff 
at  the  Washington  meeting.  The  directive  was  not  a 
voluntary  act  at  BHI  but  came  as  a directive  from 
Congress  through  The  Social  Security  Administration. 
Because  of  the  rising  costs  of  Medicare,  the  BHI  was 
directed  to  review  payments  to  make  certain  the  ser- 
vices were  documented.  The  authority  for  this  action 
is  Section  1862  (a)  of  the  Medicare  Law  89-97.  Spot 
checks  were  started  in  1969  throughout  the  country. 
The  retroactive  denial  rate  is  about  1 per  cent  in  hos- 
pitals and  12  per  cent  in  extended  care  facilities.  The 
surveys  revealed  considerable  lack  of  documentation  of 
services  rendered.  In  fact  it  was  so  bad  the  investiga- 
tors were  told  to  “stop  looking.”  One  chilling  note — 
there  is  no  time  limit  in  retroactive  denial  of  payments, 
especially  in  institut  ions. 

The  Peer  Review  Committee  of  the  Medical  Society 
of  the  County  of  Kings  recommended  the  following  ac- 
tion in  such  cases  of  retroactive  denials: 

1.  That  representatives  of  the  Coordinating  Coun- 
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oil  be  present  as  observers  at  a fair  hearing  in  this 
particular  case. 

2.  That  the  presidents  of  the  five  county  medical 
societies  in  The  First  District  Branch  meet  with  the 
appropriate  representatives  of  Medicare  and  discuss 
with  them  the  profession’s  objections  to  this  ruling, 
and  attempt  to  effect  a change  in  the  ruling. 

3.  Offer  as  a solution  a substitute  form  of  docu- 
mentation, such  as  an  attestation  under  penalty  of 
perjury  of  continuous  daily  care.  This  would  not 
conflict  with  accepted  medical  procedure  or  charting 
standards. 

4.  That  determination  of  the  authenticity  of  the 
physician’s  documentation  and  proof  should  be  de- 
termined by  an  investigation  and  hearing  before  the 
peer  review  committee  of  the  county  medical  society. 

5.  If  it  involves  more  than  $500,  any  appeal  from 
a peer  review  hearing  by  either  party,  should  be  re- 
ferred to  the  American  Arbitration  Association  for 
final  decision. 

Our  Committee  reviewed  the  material  and  recom- 
mended that  this  matter  be  referred  to  the  MSSNY 
legal  counsel,  the  fiscal  intermediary  and  BHI. 

To  carry  out  the  intent  of  the  Medical  Society  of  the 
County  of  Kings  the  following  resolution  is  being  intro- 
duced by  the  New  York  Delegation,  at  the  Clinical 
Session  of  the  AMA  in  Cincinnati  in  November  1972. 
Subject:  Retroactive  Denial  of  Payments 
Re:  Medicare  Patients 
Introduced  by:  New  York  Delegation 

WHEREAS.  Retroactive  denial  of  payments  for  phy- 
sicians’ services  may  be  unfair  to  the  patients  and 
physicians;  and 

WHEREAS.  Daily  documentation  of  hospital  records 
is  a deviation  of  normal  practice  patterns  in  the  care 
of  some  chronic  patients;  and 

WHEREAS,  Financial  penalties  are  producing  reper- 
cussions and  disillusionment  with  government  pro- 
grams; now  therefore  be  it 

Resolved , That  the  peer  review  mechanisms  of 
hospitals  and  medical  societies  at  the  local,  district, 
and  state  level  be  utilized  by  the  Bureau  of  Health 
Insurance  of  Social  Security  Administration  to  cor- 
rect deficiencies  prior  to  instituting  financial  penal- 
ties. 

Medical  Society  of  the  County  of  Orange.  Letters 
were  received  regarding  fees  and  records  under  the 
Medicaid  program.  This  material  was  referred  to  our 
legal  counsel,  William  F.  Martin,  Esq.  of  Martin, 
Clearwater,  and  Bell,  who  responded  with  a legal  opin- 
ion. 

Appeals  Mechanism.  The  Council  of  MSSNY  ap- 
proved the  recommendation  of  your  Committee  that 
the  latter  serve  in  this  capacity  when  peer  review  prob- 
lems could  not  be  amicably  resolved  at  the  county  or 
district  society  level. 

Liaison  with  Bureau  of  Health  Insurance  of  Social 
Security  Administration.  Your  chairman  briefed  the 
members  on  the  content  of  the  May  18,  1972  Washing- 
ton meeting  including  the  subjects  of:  retroactive  de- 

nial of  payments  of  physicians’  services  in  hospitals 
and  extended  care  facilities,  coverage  of  care  in  reha- 
bilitation facilities,  authority  of  utilization  review  com- 
mittees, charges  for  physicians’  services  in  teaching 
hospitals,  status  of  CRT,  language  explanation  of 
medical  benefit  forms,  plans  for  revision  of  Medicare 


Beneficiary  Manual,  bases  for  adjustment  of  charges 
for  physicians,  and  clarification  for  payment  of  services 
rendered  by  medical  residents  associated  with  medical 
groups. 

New  York  State.  Aside  from  liaison  with  the  New 
York  State  Department  of  Health,  Hospital  Association 
of  New  York  State,  and  BHI,  your  committee  has  par- 
ticipated in  meetings  with  the  peer  review  chairmen  of 
the  specialty  societies.  The  substance  of  these  meet- 
ings will  be  covered  in  the  report  of  John  R.  Williams, 
Jr.,  M.D.  Chairman  of  the  Interspecialty  Committee  of 
MSSNY.  Our  committee  will  coordinate  the  activities 
of  the  peer  review  committees  of  the  specialty  societies. 

Preliminary  discussions  with  Blue  Shield  and  the 
Health  Insurance  Council  point  toward  a closer  liaison 
in  the  future.  The  New  York  State  Society  of  Sur- 
geons, representing  the  surgical  specialties,  has  been 
most  cooperative  in  supporting  the  position  of 
MSSNY. 

National.  The  American  Medical  Association, 
through  the  Board  of  Trustees  and  the  Council  on 
Medical  Services,  has  held  on-going  meetings  with  Con- 
gress, the  Department  of  Health,  Education,  and  Wel- 
fare and  the  Bureau  of  Health  Insurance  to  present  the 
practicing  physician’s  viewpoint  and  to  correct  injusti- 
ces in  the  present  laws  and  regulations. 

The  American  Medical  Association  was  host  at  a 
meeting  in  Chicago  on  September  18,  1972  for  twenty- 
three  national  specialty  organizations  on  peer  review. 
William  Felch,  M.D.  of  Westchester,  President  of  the 
American  Society  of  Internal  Medicine,  represented  his 
organization,  and  your  chairman  represented  the  Coun- 
cil on  Medical  Services.  It  was  agreed  that  the  Inter- 
specialty Council  would  develop  general  guidelines 
which  would  be  adaptable  for  use  in  peer  review  at  the 
local  level.  A five-member  steering  committee  was  ap- 
pointed with  Claude  Welch,  M.D.  of  Boston  as  its 
chairman.  We  are  proud  to  report  that  Dr.  Felch  was 
appointed  a member  of  the  steering  committee. 

At  the  June  1972  annual  meeting  of  the  American 
Medical  Association  in  San  Francisco,  the  House  of 
Delegates  adopted  the  following  definitions  regarding 
peer  review. 

MEDICAL  PRACTICE  ANALYSIS.  A function 
of  the  medical  society,  or  other  organization  autho- 
rized by  the  medical  society,  designed  to  coordinate 
all  peer  review  efforts  of  a community.  Medical 
practice  analysis  focuses  on  the  development  and  ap- 
plication of  criteria  for  optimal  medical  care,  and  ev- 
aluates the  individual  and  collective  quality,  volume, 
and  cost  of  medical  care,  wherever  provided. 

AMBULATORY  CARE  EVALUATION.  Peer  re- 
view to  assure  the  quality  of  medical  care,  services, 
and  procedures  provided  to  ambulatory  patients. 

A function  of  the  local  medical  society,  or  other 
organization  authorized  by  the  medical  society,  in  a 
geographically  defined  locality,  which  incorporates 
the  concepts  of  utilization  review  and  medical  audit. 

INSTITUTIONAL  CARE  EVALUATION.  Peer 
review  to  assure  the  quality  of  medical  care  provided 
within  a health  care  institution. 

A function  of  the  medical  staff  of  a hospital 
incorporating  the  concepts  of  utilization  review  and 
medical  audit. 

Utilization  Review.  Evaluation  of  the  efficient 
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use  of  professional  medical  care,  services,  proce- 
dures, and  facilities. 

As  a function  of  the  institutional  medical  staff, 
utilization  review  would  include  analysis  of  the  ap- 
propriateness of:  admissions,  services  ordered  and 
provided,  length  of  stay  and  discharge  practices, 
and  documentation,  both  on  a current  and  a retro- 
spective basis. 

As  a function  of  the  local  medical  society,  or 
other  organization  authorized  by  the  medical  soci- 
ety, utilization  review  would  focus  on  the  appro- 
priateness of  diagnostic  procedures,  therapy,  and 
documentation. 

Medical  Audit.  Retrospective  examination  of 
the  clinical  application  of  medical  knowledge,  ad- 
vancing the  level  of  medical  care  in  an  institution 
or  in  a community,  through  an  educational  pro- 
cess. 

Claims  Review.  Peer  evaluation  and  adjudica- 
tion of  claims  questions  referred  for  peer  review  by 
any  party  with  a valid  interest  in  the  case. 


A summary  of  Professional  Standards  Review  Or- 
ganizations. Section  249  of  H.R.  1,  as  passed  by  the 
House  and  Senate,  October  17,  1972,  and  signed  by  the 
President,  October  31,  1972  (Public  Law  92-603)  pre- 
pared by  the  Legislative  Department  of  the  American 
Medical  Association  appears  on  page  169  of  this  issue. 
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BROOKLYN  AND  LONG  ISLAND  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF  SURGEONS 

259  First  Street,  Mineola,  New  York  11501 
James  L.  O’Leary,  M.D.,  President 
Ralph  S.  Emerson,  M.D.,  Vice-President 
John  J.  Creedon,  M.D.,  Secretary-Treasurer 


TO:  James  L.  O’Leary,  M.D.,  F.A.C.S.,  President 
Brooklyn  and  Long  Island  Chapter 
American  College  of  Surgeons 
FROM:  Ralph  S.  Emerson,  M.D.,  F.A.C.S.,  Chairman 
Ad  Hoc  Committee,  to  investigate  the  Store- 
worker’s  Security  Plan 
SUBJECT : Storeworker’s  Security  Plan 

(The  Anatomy  of  a Complaint  ) 

Chief  Complaint  and  Present  Illness.  On  January 
19,  1972,  Mr.  William  Michelson,  President  of  the  Store- 
worker’s  Security  Plan  mailed  a memorandum  to  their 
membership  describing  their  above  plan. 

It  alleged  that  many  operations  were  unnecessary 
and  were  performed  by  physicians  not  certified  in  their 
respective  specialty  boards.  He  further  stated  when  a 
member  required  an  elective  surgical  procedure  the 
union  member  must  contact  the  Security  Plan  office 
and  obtain  a presurgical  form  for  consultation.  This 
must  be  done  at  least  two  weeks  prior  to  the  scheduled 
admission  to  the  hospital.  When  the  form  is  com- 
pleted, the  union  will  make  an  appointment  for  a con- 
firming consultation  with  a specialist  and  notify  the 
member  by  phone.  He  further  stated  arrangements 
had  been  made  with  the  departments  of  surgery  of  New 
York  Hospital  and  North  Shore  Hospital  as  the  facili- 
ties for  confirming  consultation  in  New  York,  Long 
Island  and  New  Jersey.  He  further  stated  the  Security 
Plan  will  not  pay  for  the  surgical  or  hospital  bills  un- 
less the  presurgical  prescreening  procedure  is  com- 
pleted. He  did  state,  however,  that  in  emergencies  the 
above  protocol  would  be  waived. 

The  response  of  the  physicians  in  the  metropolitan 
area  to  these  insulting  and  denigrating  allegations  was 
explosive.  Phone  calls,  letters,  telegrams  were  sent  to 
the  County  and  State  Medical  Societies,  North  Shore 
Hospital,  New  York  Hospital  and  the  American  College 
of  Surgeons.  Many  of  these  organizations  conducted 
inquiries  and  sent  out  memoranda  to  their  member- 


ship. The  Medical  Society  of  the  State  of  New  York 
corresponded  with  Mr.  William  Michelson  and  copies 
of  these  letters  are  attached.  Exhibit  No.  2 

Dr.  James  L.  O’Leary,  President  of  our  Chapter  con- 
tacted Dr.  C.  Rollins  Hanlon,  Director  of  the  American 
College  of  Surgeons  in  Chicago  regarding  the  problem. 
The  deluge  of  telegrams  and  letters  were  such  that  a 
meeting  was  held  on  March  13,  1972  in  Philadelphia  by 
members  of  the  Chicago  office  of  the  American  College 
of  Surgeons,  and  Presidents  of  the  Brooklyn  and  Long 
Island  Chapter  and  the  Eastern  Long  Island  Chapter 
along  with  four  Governors.  A committee  was  appoint- 
ed consisting  of  your  Chairman  and  Dr.  Paul  Braun- 
stein  of  the  Eastern  Long  Island  Chapter  to  represent 
the  College  in  the  investigation  of  the  Storeworker’s 
Security  Plan.  It  was  recommended  representatives 
from  the  local  county  societies  be  added.  The  charge 
to  this  committee  was  to  explore  the  possibilities  of  ad- 
ditional information  from  the  North  Shore  and  New 
York  Hospital  Board  of  Directors  and  Chiefs  of  Surgi- 
cal Departments  and  to  make  recommendations  as  to 
appropriate  action. 

Dr.  Milton  Rosenberg,  President  of  Suffolk  County 
Medical  Society  and  Dr.  Leonard  L.  Heimoff,  Chair- 
man of  the  Coordinating  Council  of  the  First  District 
Branch,  MSSNY  joined  the  committee  representing 
their  respective  societies.  The  Nassau  County  Medical 
Society  asked  your  Chairman  to  represent  them.  The 
Medical  Society  of  the  State  of  New  York  and  the  New 
York  State  Society  of  Surgeons  supported  the  investi- 
gation as  interested  parties  and  asked  the  committee 
members  to  represent  them.  The  Committee  of 
Health  Care  Financing  of  the  American  Medical  Asso- 
ciation asked  to  be  kept  informed  of  the  investigation. 

Family  History  and  Past  History.  During  the  past 
decade  the  union  health  plans,  especially  the  self  in- 
surance plans,  have  been  hard  pressed  by  the  inflation 
and  increasing  health  care  costs.  The  reports  of  Trus- 
sed, Folsom,  Knowles  and  Government  agencies  alleg- 
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ing  unnecessary  surgery  or  excessive  charges  undoubt- 
edly appealed  to  the  union  as  a mechanism  for  cost 
control.  The  equally  unsubstantiated  political  rhetoric 
relating  the  same  subject  provided  the  union  with  a 
scape  goat  for  their  economic  woes.  In  the  Storework- 
er’s  Security  Plan  letter  by  Mr.  William  Michelson  he 
stated  "Please  understand  this  is  being  done  for  your 
sake  and  the  sake  of  your  loved  ones.  We  want  the 
finest  medical  care  for  our  members  and  this  is  a vital 
step  in  that  direction.”  It  is  ironic  that  this  lofty  ideal 
does  not  follow  with  the  payment  of  bills,  as  illustrated 
by  one  of  our  major  hospitals  refusing  to  accept  assign- 
ments of  this  union  plan  because  of  the  difficulty  in 
collections  when  they  have  accepted  assignments. 

Examination.  Meetings  held  with  Mr.  Francis 
Sorg,  Jr.,  President  of  the  Board  of  Trustees,  Mr.  Den- 
nis Buckley,  Executive  Vice  President  and  Dr.  Arthur 
R.  Beil,  Jr.,  Director  of  Surgery,  all  of  the  North  Shore 
Hospital,  Manhasset,  New  York.  They  stated  that  the 
Storeworker’s  Security  Plan  letter  was  sent  without 
their  consent,  and  they  had  no  agreement  with  the 
union  plan.  It  was  emphasized  that  North  Shore  Hos- 
pital operates  as  a separate  unit  apart  from  the  New 
York  Hospital  and  is  affiliated  with  the  Cornell  Medi- 
cal College  only  through  its  residency  training  pro- 
grams. 

Several  discussions  were  held  with  Dr.  David  B. 
Thompson,  Director  of  the  New  York  Hospital.  Let- 
ters from  David  B.  Thompson,  M.D.,  Director  of  the 
New  York  Hospital  and  Paul  A.  Ebert,  M.D.  Chairman 
of  the  Department  of  Surgery  of  the  New  York  Hospi- 
tal-Cornell  Medical  Center  reflect  their  joint  position. 
There  was  no  formal  agreement  between  the  depart- 
ment of  Surgery  or  the  New  York  Hospital  with  the 
union.  The  Storeworker’s  Union  approached  the  insti- 
tution regarding  the  possibility  of  a contractual  com- 
prehensive surgical  care  of  the  patients.  The  union 
was  interested  in  obtaining  some  second  opinions  re- 
garding contemplated  surgery  recommended  to  their 
members.  The  response  from  the  Department  of  Sur- 
gery was  “we  have  a geographical  full-time  group  prac- 
tice arrangement  within  the  department  and  that  we 
are  happy  to  see  patients  at  any  time  on  a fee  for  ser- 
vice basis.”  It  was  mentioned  that  some  of  these  pa- 
tients would  come  for  consultation  and  some  patients 
might  inquire  at  the  union  office  for  the  names  of  sur- 
geons in  the  vicinity.  Thus,  a few  might  see  members 
of  our  group  as  direct  referrals.  The  decision  as  to 
where  the  patient  was  to  receive  surgical  care  would  be 
left  entirely  to  the  discretion  of  the  individual  patient. 

“Therefore,  in  my  opinion  we  are  not  dealing  differ- 
ently with  the  Storeworker’s  Union  than  we  are  with 
any  other  patient  seen  by  members  of  our  group  who 
have  third  party  coverage.  No  reports  are  forwarded  to 
any  individual  other  than  the  patient  or  patient’s  refer- 
ring physician.  We  have  kept  a record  of  the  number 
of  patients  seen  from  the  Storeworker’s  Union  simply 
as  a guide  to  what  size  population  we  might  be  able  to 
provide  tertiary  surgical  care.  Thus,  at  present,  we 
have  no  formal  contract  or  official  agreement  with  the 
union  and  all  our  contacts  are  by  individual  appoint- 
ments through  our  surgeon’s  secretaries.  All  patients 
are  being  charged  on  a fee  for  service  basis.” 

The  entire  committee  met  with  Mr.  Michelson  on 
May  3,  1972  at  the  Storeworker’s  Plan  office  in  New 
York  City.  A full  discussion  ensued  regarding  his  let- 


ter. Mr.  Michelson’s  letter  was  prompted  by  what  his 
board  and  consultants  considered  excessive  fees,  length 
of  stay  in  hospitals,  and  unnecessary  hospitalizations. 
These  cases  related  primarily  to  the  proprietory  hospi- 
tals but  also  included  the  voluntary  and  teaching  hospi- 
tals in  New  York  City.  He  stated  he  planned  to  pub- 
lish the  results  in  about  four  months.  The  program 
may  be  revised  at  that  time  depending  on  the  study. 
We  requested  that  all  controversial  cases  be  referred 
to  the  respective  county  medical  societies  for  review 
and  opinions.  He  stated  he  would  consult  with  his  at- 
torneys and,  if  agreeable,  would  comply  with  the  re- 
quest. He  implied  he  would  welcome  the  opportunity 
to  work  with  the  county  medical  society  peer  review 
and  specialty  peer  review  committees.  Our  members 
agreed  with  the  objective  of  improving  quality  of  care 
and  controlling  costs  but  objected  strenuously  to  the 
provision  of  mandatory  consultation  and  his  abrasive 
tactics. 

Impression.  From  our  investigation  it  is  apparent 
that  Mr.  Michelson  of  the  Storeworker’s  Security  Plan 
approached  members  of  the  staff  of  both  North  Shore 
Hospital  and  The  New  York  Hospital.  The  staff  of 
North  Shore  Hospital  was  not  interested  in  Mr.  Mi- 
chelson’s proposal.  Some  of  the  members  of  the  staff 
of  New  York  Hospital  were  interested.  Neither  of 
these  hospitals  has  any  formal  agreement  with  the  Sto- 
reworker’s Security  Plan.  His  letter  to  his  member- 
ship was  sent  out  without  the  hospital’s  consent  or 
knowledge.  Some  of  the  members  of  the  surgical  staff 
of  The  New  York  Hospital  have  a group  practice  ar- 
rangement. The  members  of  this  group  have  seen  pa- 
tients of  the  union  on  a consultation,  fee  for  service 
basis.  Reports  are  sent  to  the  patient  or  the  referring 
physician.  The  decision  for  further  definite  medical  or 
surgical  care  is  made  by  the  patient.  A few  patients 
from  the  union  have  been  seen  and  treated  by  this 
group. 

Prognosis.  We  are  in  the  eye  of  the  storm  of  the  so- 
cial revolution  in  the  health  care  field.  Some  members 
of  Congress  with  the  strong  support  of  labor  are  at- 
tempting to  restructure  the  private  practice  of  medi- 
cine. The  extent  of  the  control  ranges  from  the  tight 
government  control  of  the  Kennedy  Bill  which  would 
practically  wash  out  private  practice  to  the  less  strin- 
gent control  of  the  Nixon  program.  The  main  thrust  is 
to  force  physicians  into  a group  practice,  capitation 
project  envisioned  by  the  Health  Maintenance  Organi- 
zation concept  of  Kennedy  or  a cost  sharing  approach 
of  HMO  proposal  in  H.R.l.  (Nixon).  It  is  conceivable 
that  hospitals,  industry,  or  labor  will  establish  their 
own  separate  group  practice  each  competing  for  pa- 
tients and  geographical  areas  to  provide  comprehensive 
health  care.  The  Storeworker’s  Security  Plan  appears 
to  be  a symptom  of  this  disease.  The  migration  of  a 
segment  of  private  patients  from  the  city  to  the  sub- 
urbs introduces  economic  problems  which  attracts 
some  group  practices  to  the  union  proposal.  It  is  one 
part  of  the  mosaic  of  plans  emerging  under  the  aegis  of 
group  practice.  This  activity  is  consistent  with  the 
theory  of  the  economic  determination  of  history  which 
has  been  applicable  since  recorded  history.  It  will 
probably  continue  to  prevail  for  the  foreseeable  future. 

The  major  health  insurance  programs  before  Con- 
gress call  for  public  accountability  of  physician  ser- 
vices. The  Bennett  Amendment  (PSRO)  to  H.R.l.  has 
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been  approved  by  the  Senate  Finance  Committee.  It 
provides  for  a structured  peer  review  which  means 
strict  government  control  of  the  cost,  quality,  and 
quantity  of  medical  services.  While  the  allegations  in 
Mr.  Michelson’s  letter  have  not  been  proved,  they  do 
relate  to  the  areas  of  necessity  for  care,  the  cost  of  care, 
and  the  quantity  of  the  care.  This  is  what  peer  review 
is  all  about. 

Recommendations.  It  is  essential  for  the  medical 
profession  to  have  the  confidence  of  the  public.  The 
best  method  appears  to  be  an  effective  peer  review 
mechanism  to  assure  the  public  they  are  receiving  a 
high  quality  of  care,  and  the  appropriate  care  at  a rea- 
sonable cost.  Therefore,  we  recommend  that  each  spe- 
cialty society  have  representatives  of  each  specialty 
and  subspecialty  serve  on  the  committee  or  subcom- 
mittees of  their  respective  county  medical  society,  and 
a mechanism  of  public  accountability  be  factored  into 
these  committee  activities.  We  further  recommend  all 
third  parties  be  encouraged  to  submit  their  grievances 
to  the  county  medical  society  peer  review  committee 
and  that  these  activities  be  given  appropriate  publici- 
ty. If  an  effective  publicized  peer  review  committee 
were  available  to  assure  public  accountability,  we 
would  improve  our  public  image  and  provide  a public 
service. 


Some  of  the  members  question  the  aspect  of  piracy 
of  private  patients  in  this  plan  and  suggest  this  ethical 
question  may  require  referral  to  the  American  College 
of  Surgeons. 

The  background  and  investigation  have  been  de- 
tailed. The  denigrating  remarks  of  Mr.  Michelson  in 
his  letter  to  the  union  members  are  unconscionable  and 
are  to  be  deplored.  We  have  attempted  to  ascertain 
the  facts  and  leave  whatever  further  action  to  the  dis- 
cretion of  the  interested  physicians  and  the  respective 
medical  societies. 

The  Committee  greatly  appreciates  the  interest  and 
advice  given  by  James  L.  O’Leary,  M.D.,  President  of 
the  Brooklyn  and  Long  Island  Chapter  and  the  staff  for 
assistance  in  preparing  this  report. 

The  committee  would  like  to  express  its  appreciation 
of  the  support  given  by  the  Medical  Society  of  the 
State  of  New  York,  the  Nassau  County  Medical  Soci- 
ety, the  Suffolk  County  Medical  Society,  the  Coordi- 
nating Council  of  the  First  District  Branch,  and  the 
New  York  State  Society  of  Surgeons. 

This  report  represents  the  team  effort  of  the  devoted 
members  of  this  committee — Paul  Braunstein,  M.D., 
Leonard  L.  Heimoff,  M.D.,  and  Milton  Rosenberg, 
M.D.  Your  chairman  is  most  appreciative  of  their 
valuable  contribution. 


A SUMMARY  OF  PROFESSIONAL  STANDARDS  REVIEW  ORGANIZATIONS 

Section  249F  of  H.R.  1 

As  Passed  by  the  House  and  Senate,  October  17,  1972 
Signed  by  President,  October  31,  1972 
Public  Law  92-603 

Prepared  by  the  Legislative  Department  of  the  American  Medical  Association 


DECLARATION  OF  PURPOSE 

In  order  to  promote  the  effective,  efficient,  and  eco- 
nomical delivery  of  health  care  services  of  proper  quali- 
ty for  which  payment  can  be  made,  in  whole  or  in  part, 
under  the  Social  Security  Act  and  in  recognition  of  the 
interests  of  patients,  the  public,  practitioners,  and  pro- 
viders in  improved  health  care  services,  it  is  the  pur- 
pose of  this  program  to  assure,  through  the  application 
of  suitable  procedures  of  professional  standards  review, 
that  the  services  for  which  payment  would  be  made 
conform  to  appropriate  professional  standards  for  the 
provision  of  health  care  and  that  payment  for  these 
services  will  be  made  (1)  only  when,  and  to  the  extent, 
medically  necessary,  as  determined  in  the  exercise  of 
reasonable  limits  of  professional  discretion;  and  (2)  in 
the  case  of  services  provided  by  a hospital  or  other 
health  care  facility  on  an  inpatient  basis,  only  when 
and  for  the  period  these  services  cannot,  consistent 
with  professionally  recognized  health  care  standards, 
effectively  be  provided  on  an  outpatient  basis  or  more 
economically  in  an  inpatient  health  care  facility  of  a 
different  type,  as  determined  in  the  exercise  of  reason- 
able limits  of  professional  discretion. 

DESIGNATION  OF  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATIONS 

Agreements  with  PSRO’s.  The  Secretary  will  (1) 
not  later  than  January  1,  1974,  establish  throughout 
the  United  States  appropriate  areas  with  respect  to 
which  Professional  Standards  Review  Organizations 
can  be  designated,  and  (2)  at  the  earliest  practicable 


date  after  designation  of  an  area  enter  into  an  agree- 
ment with  a qualified  organization  whereby  the  organi- 
zation will  be  conditionally  designated  as  the  PSRO  for 
the  area.  If,  on  the  basis  of  its  performance  during  the 
period  of  conditional  designation  the  Secretary  deter- 
mines that  the  organization  is  capable  of  fulfilling,  in  a 
satisfactory  manner,  the  obligations  and  requirements 
for  a PSRO,  he  will  enter  into  an  agreement  with  the 
organization  designating  it  as  the  PSRO  for  the  area. 

Qualified  organization  defined.  The  term  “quali- 
fied organization”  means  (1)  when  used  in  connection 
with  any  area  (a)  an  organization  (i)  which  is  a non- 
profit professional  association,  or  a component  organi- 
zation, (ii)  which  is  composed  of  licensed  doctors  of 
medicine  or  osteopathy  engaged  in  the  practice  of  med- 
icine or  surgery  in  the  area,  (iii)  the  membership  of 
which  includes  a substantial  proportion  of  all  these 
physicians  in  the  area,  (iv)  which  is  organized  in  a 
manner  which  makes  available  professional  compe- 
tence to  review  health  care  services  of  the  types  and 
kinds  with  respect  to  which  PSROs  have  review 
responsibilities  under  this  program,  (v)  the  member- 
ship of  which  is  voluntary  and  open  to  all  doctors  of 
medicine  or  osteopathy  licensed  to  engage  in  the  prac- 
tice of  medicine  or  surgery  in  the  area  without  require- 
ment of  membership  in  or  payment  of  dues  to  any  or- 
ganized medical  society  or  association,  and  (vi)  which 
does  not  restrict  the  eligibility  of  any  member  for  ser- 
vice as  an  officer  of  the  PSRO  or  eligibility  for  and  as- 
signment to  duties  of  the  PSRO,  or,  subject  to  fol- 
lowing provisions  relating  to  time  for  eligibility,  (b)  an- 
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other  public,  non-profit  private,  or  other  agency  or  or- 
ganization, which  the  Secretary  determines,  in  accor- 
dance with  criteria  prescribed  by  him  in  regulations,  to 
be  of  professional  competence  and  otherwise  suitable; 
and  (2)  an  organization  which  the  Secretary,  on  the 
basis  of  his  examination  and  evaluation  of  a formal 
plan  submitted  to  him  by  the  association,  agency,  or 
organization,  as  well  as  on  the  basis  of  other  relevant 
data  and  information,  finds  to  be  willing  to  perform 
and  capable  of  performing,  in  an  effective,  timely,  and 
objective  manner  and  at  reasonable  cost,  the  duties, 
functions,  and  activities  of  a PSRO  required  by  this 
program. 

Priority  of  designation.  The  Secretary  will  not  enter 
into  any  agreement  which  would  designate  as  the  PSRO 
for  any  area  any  organization  other  than  an  organization 
which  is  a non-profit  professional  association  or  com- 
ponent association  [(1)  (a)  above]  prior  to  January  1, 
1976,  nor  after  that  date,  unless,  in  the  area  there  is  no 
such  organization  which  has  submitted  a proper  plan 
and  has  been  determined  to  be  willing  and  capable  of 
performing  the  duties  of  a PSRO  in  a timely  and  effec- 
tive manner. 

Agreement  renewal.  Whenever  the  Secretary  en- 
ters into  an  agreement  to  designate  as  the  PSRO  for 
any  area  any  organization  other  than  a non-profit  pro- 
fessional association,  he  will  not  renew  the  agreement 
with  that  organization  if  he  determined  that  (a)  there 
is  in  the  area  a non-profit  professional  association 
which  (1)  has  not  been  previously  designated  as  a 
PSRO,  and  (2)  is  willing  to  enter  into  an  agreement 
under  which  the  organization  will  be  designated  as  the 
PSRO  for  the  area;  (b)  the  organization  meets  the  con- 
ditions of  eligibility  relating  to  the  submission  of  a 
proper  plan  and  willingness  and  capability;  and  (c)  the 
designation  of  the  organization  as  the  PSRO  for  the 
area  is  anticipated  to  result  in  substantial  improve- 
ment in  the  performance  in  the  area  of  the  duties  and 
functions  required  of  these  organizations. 

Termination.  Any  agreement  under  this  program 
with  an  organization,  other  than  a trial  period  agree- 
ment, will  be  for  a term  of  12  months;  except  that, 
prior  to  the  expiration  of  that  term,  the  agreement  can 
be  terminated  (a)  by  the  organization  at  the  time  and 
upon  notice  to  the  Secretary  as  prescribed  in  regula- 
tions, except  that  notice  of  more  than  3 months  cannot 
be  required;  or  (b)  by  the  Secretary  at  the  time  and 
upon  reasonable  notice  to  the  organization  as  pre- 
scribed in  regulations,  but  only  after  the  Secretary  has 
determined,  after  providing  the  organization  with  an 
opportunity  for  a formal  hearing  on  the  matter,  that 
the  organization  is  not  substantially  complying  with  or 
effectively  carrying  out  the  provisions  of  the  agreement. 

In  order  to  avoid  duplication  of  functions  and  unnec- 
essary review  and  control  activities,  the  Secretary  is 
authorized  to  waive  any  or  all  of  the  review,  certifica- 
tion, or  similar  activities  otherwise  required  under  any 
provision  of  the  Social  Security  Act,  other  than  this 
program;  where  he  finds,  on  the  basis  of  substantial  ev- 
idence of  the  effective  performance  of  review  and  con- 
trol activities  by  PSRO’s,  that  the  review,  certification, 
and  similar  activities  otherwise  required  are  not  needed 
for  the  provision  of  adequate  review  and  control. 

In  the  case  of  agreement  entered  into  prior  to  Janu- 
ary 1,  1976,  under  which  any  organization  is  designated 
as  the  PSRO  for  any  area,  the  Secretary  will,  prior  to 


entering  into  the  agreement,  inform,  under  regulations 
of  the  Secretary,  the  doctors  of  medicine  or  osteopathy 
who  are  in  active  practice  in  the  area  of  the  Secretary’s 
intention  to  enter  into  the  agreement  with  the  organi- 
zation. 

If,  within  a reasonable  period  of  time  following  the 
service  of  this  notice,  more  than  10  per  cent  of  these 
doctors  in  the  area  object  to  the  Secretary’s  entering 
into  the  agreement  with  the  organization  on  the  ground 
that  the  organization  is  not  representative  of  doctors  in 
the  area,  the  Secretary  will  conduct  a poll  of  the  doc- 
tors to  determine  whether  or  not  the  organization  is 
representative  of  the  doctors  in  the  area.  If  more  than 
50  per  cent  of  the  doctors  responding  to  the  poll  indi- 
cate that  the  organization  is  not  representative,  the 
Secretary  cannot  enter  into  the  agreement  with  the  or- 
ganization. 

REVIEW  PENDING  DESIGNATION  OF 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 

Conditional  status  of  PSRO  and  purpose.  Pending 
the  assumption  by  a PSRO  for  any  area,  of  full  review 
responsibility,  and  pending  a demonstration  of  capaci- 
ty for  improved  review  effort  with  respect  to  matters 
involving  the  provision  of  health  care  services  in  the 
area  for  which  payment,  in  whole  or  in  part,  can  be 
made  under  the  Social  Security  Act,  any  review  with 
respect  to  these  services  which  has  not  been  designated 
by  the  Secretary  as  the  full  responsibility  of  the  organi- 
zation will  be  reviewed  in  the  manner  otherwise  pro- 
vided for  under  law. 

TRIAL  PERIOD  FOR  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATION 

Trial  period,  requirements.  The  Secretary  will  ini- 
tially designate  an  organization  as  a PSRO  for  any  area 
on  a conditional  basis  with  a view  to  determining  the 
capacity  of  the  organization  to  perform  the  duties  and 
functions  imposed  on  PSROs.  The  designation  cannot 
be  made  prior  to  receipt  from  the  organization  and  ap- 
proval by  the  Secretary  of  a formal  plan  for  the  orderly 
assumption  and  implementation  of  the  responsibilities 
of  the  PSRO. 

Progressive  implementation.  During  the  trial  peri- 
od, which  cannot  exceed  24  months,  the  Secretary  can 
require  a PSRO  to  perform  only  those  of  the  duties  and 
functions  required  under  this  program  as  he  determines 
the  organization  to  be  capable  of  performing.  The 
number  and  type  of  these  duties  will,  during  the  trial 
period,  be  progressively  increased  as  the  organization 
becomes  capable  of  added  responsibility  so  that,  by  the 
end  of  the  trial  period,  the  organization  will  be  consid- 
ered a qualified  organization  only  if  the  Secretary  finds 
that  it  is  substantially  carrying  out  in  a satisfactory 
manner  the  activities  and  functions  required  of  PSROs 
with  respect  to  the  review  of  health  care  services  pro- 
vided or  ordered  by  physicians  and  other  practitioners 
and  institutional  and  other  health  care  facilities,  agen- 
cies, and  organizations.  Any  of  the  duties  and  func- 
tions not  performed  by  the  organization  during  this  pe- 
riod will  be  performed  in  the  manner  and  to  the  extent 
otherwise  provided  for  under  law. 

Any  agreement  under  which  any  organization  is  con- 
ditionally designated  as  the  PSRO  for  any  area  can  be 
terminated  by  the  organization  upon  90  days  notice  to 
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the  Secretary  or  by  the  Secretary  upon  90  days  notice 
to  the  organization. 

DUTIES  AND  FUNCTIONS  OF 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS 

Types  of  Duties.  Notwithstanding  any  other  provi- 
sion of  law,  but  consistent  with  these  provisions,  it 
would  be,  subject  to  the  following  provisions  relating  to 
scope  of  review,  the  duty  and  function  of  each  PSRO 
for  any  area  to  assume,  at  the  earliest  date  practicable, 
responsibility  for  the  review  of  the  professional  activi- 
ties in  the  area  of  physicians  and  other  health  care 
practitioners  and  institutional  and  noninstitutional 
providers  of  health  care  services  in  the  provision  of 
health  care  services  and  items  for  which  payment  can 
be  made,  in  whole  or  in  part,  under  the  Social  Security 
Act  for  the  purpose  of  determining  whether  (a)  the  ser- 
vices and  items  are  or  were  medically  necessary;  (b) 
the  quality  of  the  services  meets  professionally  recog- 
nized standards  of  health  care;  and  (c)  in  case  the  ser- 
vices and  items  are  proposed  to  be  provided  in  a hospi- 
tal or  other  health  care  facility  on  an  inpatient  basis, 
the  services  and  items  can,  consistent  with  the  provi- 
sion of  appropriate  medical  care,  be  effectively  provid- 
ed on  an  outpatient  basis  or  more  economically  in  an 
inpatient  health  care  facility  of  a different  type. 

Authority  for  elective  admissions.  Each  PSRO 
will  have  the  authority  to  determine,  in  advance,  in  the 
case  of  any  elective  admission  to  a hospital  or  other 
health  care  facility  or  any  other  health  care  service 
which  consists  of  extended  or  costly  courses  of  treat- 
ment, whether  the  service,  if  provided,  or  if  provided 
by  a particular  health  care  practitioner  or  by  a particu- 
lar hospital  or  other  health  care  facility,  organization, 
or  agency,  will  meet  the  above  criteria. 

Each  PSRO  will,  in  accordance  with  regulations  of 
the  Secretary,  determine  and  publish,  from  time  to 
time,  the  types  and  kinds  of  cases,  whether  by  type  of 
health  care  or  diagnosis  involved,  or  whether  in  terms 
of  other  relevant  criteria  relating  to  the  provision  of 
health  care  services,  with  respect  to  which  the  organi- 
zation will,  in  order  most  effectively  to  carry  out  the 
purposes  of  this  program,  exercise  the  above  preadmis- 
sion approval  authority. 

Patient  and  physician  profiles.  Each  PSRO  will 
be  responsible  for  the  arranging  for  the  maintenance  of 
and  regular  review  of  profiles  of  care  and  services  re- 
ceived and  provided  with  respect  to  patients,  utilizing 
to  the  greatest  extent  practicable  in  these  patient  pro- 
files, methods  of  coding  which  provide  maximum  confi- 
dentiality as  to  patient  identity  and  assure  objective 
evaluation  consistent  with  the  purposes  of  this  pro- 
gram. Profiles  also  will  be  regularly  reviewed  on  an 
ongoing  basis  with  respect  to  each  health  care  practi- 
tioner and  provider  to  determine  whether  the  care  and 
services  ordered  or  rendered  are  consistent  with  the 
above  criteria. 

Reviewer  qualifications.  Physicians  assigned  re- 
sponsibility for  the  review  of  hospital  care  may  be  only 
those  having  active  hospital  staff  privileges  in  at  least 
one  of  the  participating  hospitals  in  the  area  served  by 
the  PSRO  and,  except  as  otherwise  provided  below,  the 
physicians  ordinarily  should  not  be  responsible  for,  but 
may  participate  in  the  review  of  care  and  services  pro- 


vided in  any  hospital  in  which  the  physicians  have  ac- 
tive staff  privileges. 

No  physician  will  be  permitted  to  review  health  care 
services  provided  to  a patient  if  he  was  directly  or  indi- 
rectly involved  in  providing  the  services,  or  health  care 
services  provided  in  or  by  an  institution,  organization, 
or  agency,  if  he  or  any  member  of  his  family  has,  di- 
rectly or  indirectly,  any  financial  interest  in  the  in- 
stitution, organization,  or  agency. 

For  the  above  purposes,  a physician’s  family  includes 
only  his  spouse,  other  than  a spouse  who  is  legally  sep- 
arated from  him  under  a decree  of  divorce  or  separate 
maintenance,  children,  including  legally  adopted  chil- 
dren, grandchildren,  parents,  and  grandparents. 

Use  of  specialists.  To  the  extent  necessary  or  ap- 
propriate for  the  proper  performance  of  its  duties  and 
functions,  the  PSRO  serving  any  area  will  be  autho- 
rized in  accordance  with  regulations  prescribed  by  the 
Secretary  to  (1)  make  arrangements  to  utilize  the  ser- 
vices of  persons  who  are  practitioners  of  or  specialists 
in  the  various  areas  of  medicine,  including  dentistry,  or 
other  types  of  health  care,  which  persons  will,  to  the 
maximum  extent  practicable,  be  individuals  engaged 
in  the  practice  of  their  profession  within  the  area 
served  by  the  organization;  (2)  undertake  professional 
inquiry  either  before  or  after,  or  both  before  and  after, 
the  provision  of  services  with  respect  to  which  the  or- 
ganization has  a responsibility  for  review;  (3)  examine 
the  pertinent  records  of  any  practitioner  or  provider  of 
health  care  services  providing  services  with  respect  to 
which  the  organization  has  a responsibility  for  review; 
and  (4)  inspect  the  physical  facilities  in  which  care  is 
rendered  or  services  provided,  and  which  are  located  in 
the  area,  of  any  practitioner  or  provider. 

No  PSRO  can  utilize  the  services  of  any  individual 
who  is  not  a duly  licensed  doctor  of  medicine  or  osteo- 
pathy to  make  final  determinations  in  accordance  with 
its  duties  and  functions  with  respect  to  the  professional 
conduct  of  any  other  duly  licensed  doctor  of  medicine 
or  osteopathy,  or  any  act  performed  by  any  duly  li- 
censed doctor  of  medicine  or  osteopathy  in  the  exercise 
of  his  profession. 

Encouragement  of  physician  participation.  In 
order  to  familiarize  physicians  with  the  review  func- 
tions and  activities  of  PSROs  and  to  promote  accep- 
tance of  these  functions  and  activities  by  physicians, 
patients,  and  other  persons,  each  PSRO,  in  carrying 
out  its  review  responsibilities,  will,  to  the  maximum 
extent  consistent  with  the  effective  and  timely  perfor- 
mance of  its  duties  and  functions  (1)  encourage  all 
physicians  practicing  their  profession  in  the  area  served 
by  the  organization  to  participate  as  reviewers  in  the 
review  activities  of  the  organization;  (2)  provide  rotat- 
ing physician  membership  of  review  committees  on  an 
extensive  and  continuing  basis;  (3)  assure  that  mem- 
bership on  review  committees  has  the  broadest  repre- 
sentation feasible  in  terms  of  the  various  types  of  prac- 
tice in  which  physicians  engage  in  the  area  served  by 
the  organization;  and  (4)  utilize,  whenever  appropriate, 
medical  periodicals  and  similar  publications  to  publi- 
cize the  functions  and  activities  of  PSROs. 

Use  of  hospital  review  committees.  Each  PSRO 
will  utilize  the  services  of,  and  accept  the  findings  of, 
the  review  committees  of  a hospital  or  other  operating 
health  care  facility  or  organization  located  in  the  area 
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served  by  the  organization,  but  only  when  and  only  to 
the  extent  and  only  for  the  time  that  the  committees  in 
the  hospital  or  other  operating  health  care  facility  or 
organization  have  demonstrated  to  the  satisfaction  of 
the  organization  their  capacity  effectively  and  in  time- 
ly fashion  to  review  activities  in  the  hospital  or  other 
operating  health  care  facility  or  organization  including 
the  medical  necessity  of  admissions  types  and  extent  of 
services  ordered,  and  lengths  of  stay,  so  as  to  aid  in  ac- 
complishing the  purposes  and  responsibilities  of  the 
PSRO,  except  where  the  Secretary  disapproves,  for 
good  cause,  this  acceptance. 

The  Secretary  can  prescribe  regulations  to  carry  out 
the  above  provisions. 

An  agreement  entered  into  between  the  Secretary 
and  any  organization  under  which  the  organization  is 
designated  as  the  PSRO  for  any  area  will  provide  that 
the  organization  will  (a)  perform  the  duties  and  func- 
tions and  assume  the  responsibilities  and  comply  with 
those  other  requirements  required  by  this  program  or 
under  regulations  of  the  Secretary  promulgated  to 
carry  out  this  program  and  (b)  collect  the  data  relevant 
to  its  functions  and  the  information  and  keep  and 
maintain  the  records  in  the  form  the  Secretary  requires 
to  carry  out  the  purposes  of  this  program  and  to  permit 
access  to  and  use  of  these  records  as  the  Secretary  re- 
quires. 

Such  an  agreement  with  an  organization  will  provide 
that  the  Secretary  make  payments  to  the  organization 
equal  to  the  amount  of  expenses  reasonably  and  neces- 
sarily incurred  as  determined  by  the  Secretary,  by  the 
organization  in  carrying  out  or  preparing  to  carry  out 
the  duties  and  functions  required  by  the  agreement. 

Notwithstanding  any  other  provisions,  the  responsi- 
bility for  review  of  health  care  services  of  any  PSRO 
would  be  the  review  of  health  care  services  provided  by 
or  in  institutions,  unless  the  organization  has  made  a 
request  to  the  Secretary  that  it  be  charged  with  the 
duty  and  function  of  reviewing  other  health  care  ser- 
vices and  the  Secretary  has  approved  this  request. 

NORMS  OF  HEALTH  CARE  SERVICES  FOR 
VARIOUS  ILLNESSES  OR  HEALTH 
CONDITIONS 

Each  PSRO  will  apply  professionally  developed 
norms  of  care  diagnosis  and  treatment  based  upon  typ- 
ical patterns  of  practice  in  its  regions  (including  typical 
lengths-of-stay  for  institutional  care  by  age  and  diagno- 
sis) as  principal  points  of  evaluation  and  review.  The 
National  Professional  Standards  Review  Council  and 
the  Secretary  will  provide  the  technical  assistance  to 
the  organization  which  will  be  helpful  in  utilizing  and 
applying  these  norms  of  care,  diagnosis,  and  treatment. 
Where  the  actual  norms  of  care,  diagnosis,  and  treat- 
ment in  a PSRO  area  are  significantly  different  from 
professionally  developed  regional  norms  of  care,  diag- 
nosis, and  treatment  approved  for  comparable  condi- 
tions, the  PSRO  concerned  would  be  so  informed.  In 
the  event  that  appropriate  consultation  and  discussion 
indicate  reasonable  basis  for  usage  of  other  norms  in 
the  area  concerned,  the  PSRO  can  apply  those  norms 
in  the  area  as  are  approved  by  the  National  Profession- 
al Standards  Review  Council. 

Types  of  norms.  The  norms  with  respect  to  treat- 
ment for  particular  illnesses  or  health  conditions  will 
include  (1)  the  types  and  extent  of  the  health  care  ser- 


vices which,  taking  into  account  differing,  but  accept- 
able, modes  of  treatment  and  methods  of  organizing 
delivering  care,  are  considered  within  the  range  of  ap- 
propriate diagnosis  and  treatment  of  the  illness  or 
health  condition,  consistent  with  professionally  recog- 
nized and  accepted  patterns  of  care;  (2)  the  type  of 
health  care  facility  which  is  considered,  consistent  with 
these  standards,  to  be  the  type  in  which  health  care 
services  which  are  medically  appropriate  for  the  illness 
or  condition  can  most  economically  be  provided. 

Preparation  and  distribution.  The  National  Pro- 
fessional Standards  Review  Council  will  provide  for  the 
preparation  and  distribution,  to  each  PSRO  and  to 
each  other  agency  or  person  performing  review  func- 
tions with  respect  to  the  provision  of  health  care  ser- 
vices under  the  Social  Security  Act,  of  appropriate  ma- 
terials indicating  the  regional  norms  to  be  utilized. 
This  data  concerning  norms  will  be  reviewed  and  re- 
vised from  time  to  time.  The  approval  of  the  National 
Professional  Standards  Review  Council  of  norms  of 
care,  diagnosis,  and  treatment  will  be  based  on  its 
analysis  of  appropriate  and  adequate  data. 

Purpose.  Each  review  organization,  agency,  or  per- 
son will  utilize  the  norms  as  a principal  point  of  evalu- 
ation and  review  for  determining,  with  respect  to  any 
health  care  services  which  have  been  or  are  proposed  to 
be  provided,  whether  the  care  and  services  are  consis- 
tent with  the  criteria  specified  under  this  amendment. 

Certification  of  inpatient  care.  Each  PSRO  will 
(a)  in  accordance  with  regulations  of  the  Secretary, 
specify  the  appropriate  points  in  time  after  the  admis- 
sion of  a patient  for  inpatient  care  in  a health  care  in- 
stitution at  which  the  physician  attending  the  patient 
will  execute  a certification  stating  that  further  inpa- 
tient care  in  the  institution  will  be  medically  necessary 
effectively  to  meet  the  health  care  needs  of  the  patient; 
and  (b)  require  that  there  be  included  in  any  certifica- 
tion with  respect  to  any  patient  the  information  neces- 
sary to  enable  the  organization  properly  to  evaluate  the 
medical  necessity  of  the  further  institutional  health 
care  recommended  by  the  physician  executing  the  cer- 
tification. 

The  points  in  time  at  which  any  certification  will  be 
required  (usually,  not  later  than  the  50th  percentile  of 
length-of-stay  for  patients  in  similar  age  groups  with 
similar  diagnoses)  will  be  consistent  with  and  based  on 
professionally  developed  norms  of  care  and  treatment 
and  data  developed  with  respect  to  length  of  stay  in 
health  care  institutions  of  patients  having  various  ill- 
nesses, injuries,  or  health  conditions,  and  requiring 
various  types  of  health  care  services  or  procedures. 

SUBMISSION  OF  REPORTS  BY 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS 

If,  in  discharging  its  duties  and  functions,  any  PSRO 
determines  that  any  health  care  practitioner  or  any 
hospital,  or  other  health  care  facility,  agency,  or  orga- 
nization has  violated  any  of  the  obligations  imposed 
below,  the  organization  will  report  the  matter  to  the 
Statewide  Professional  Standards  Review  Council  for 
the  state  in  which  the  organization  is  located  together 
with  the  recommendations  of  the  organization  as  to  the 
action  which  should  be  taken  with  respect  to  the  mat- 
ter. Any  Statewide  Professional  Standards  Review 
Council  receiving  such  a report  and  recommendation 
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will  review  them  and  promptly  transmit  the  report  and 
recommendation  to  the  Secretary  together  with  any 
additional  comments  or  recommendations  it  deems  ap- 
propriate. The  Secretary  can  utilize  a PSRO  in  lieu  of 
program  review  teams  which  are  authorized  in  H.R.  1 
in  order  to  determine  whether  services  which  have  been 
supplied  were  substantially  in  excess  of  needs  or  harm- 
ful or  of  a grossly  inferior  quality. 

REQUIREMENT  OF  REVIEW  APPROVAL  AS 
CONDITION  OF  PAYMENT  OF  CLAIMS 

Except  as  provided  below,  no  federal  funds  appro- 
priated under  any  title  of  the  Social  Security  Act, 
other  than  Title  V (Maternal  and  Child  Health),  for 
the  provision  of  health  care  services  or  items  will  be 
used,  directly  or  indirectly,  for  the  payment  of  any 
claim  for  the  provision  of  the  services  or  items,  unless 
the  Secretary  determines  that  the  claimant  is  without 
fault,  if  (1)  the  provision  of  the  services  or  items  is 
subject  to  review  by  any  PSRO,  or  other  agency;  and 
(2)  the  organization  or  other  agency  has,  in  the  proper 
exercise  of  its  duties  and  functions,  disapproved  of  the 
services  or  items  giving  rise  to  the  claim,  and  has  noti- 
fied the  practitioner  or  provider  who  provided  or  pro- 
posed to  provide  the  services  or  items  and  the  individ- 
ual who  would  receive  or  was  proposed  to  receive  the 
services  or  items  of  its  disapproval  of  the  provision  of 
the  services  or  items. 

Whenever  any  PSRO,  in  the  discharge  of  its  duties 
and  functions,  disapproves  of  any  health  care  services 
or  items  furnished  or  to  be  furnished  by  any  practition- 
er or  provider,  the  organization  will,  after  notifying  the 
practitioner,  provider,  or  other  organization  or  agency 
of  its  disapproval,  promptly  notify  the  agency  or  orga- 
nization having  responsibility  for  acting  upon  claims 
for  payment  for  or  on  account  of  the  services  or  items. 

HEARINGS  AND  REVIEW  BY  SECRETARY 

Any  beneficiary  or  recipient  who  is  entitled  to  bene- 
fits under  the  Social  Security  Act  (other  than  under 
Title  V)  or  a provider  or  practitioner  who  is  dissatisfied 
with  a determination  with  respect  to  a claim  made  by 
a PSRO  in  carrying  out  its  responsibilities  for  the  re- 
view of  professional  activities,  will,  after  being  notified 
of  the  determination,  be  entitled  to  a reconsideration  of 
this  determination  by  the  PSRO.  Where  the  PSRO 
reaffirms  the  determination  in  a state  which  has  estab- 
lished a Statewide  Professional  Standards  Review 
Council,  and  where  the  matter  in  controversy  is  $100  or 
more,  the  determination  will  be  reviewed  by  profes- 
sional members  of  the  Council  and,  if  the  Council  so 
determines,  revised. 

Where  the  determination  of  the  Statewide  Profes- 
sional Standards  Review  Council  is  adverse  to  the 
beneficiary  or  recipient  (or,  in  the  absence  of  the  Coun- 
cil in  a state  and  where  the  matter  in  controversy  is 
$100  or  more),  the  beneficiary  or  recipient  will  be  enti- 
tled to  a hearing  by  the  Secretary  as  is  provided  under 
the  Social  Security  Act  presently,  and,  where  the 
amount  in  controversy  is  $1,000  or  more,  to  judicial  re- 
view of  the  Secretary’s  final  decision  after  such  hearing 
as  is  also  provided  under  the  Social  Security  Act.  The 
Secretary  will  render  a decision  only  after  appropriate 
professional  consultation  on  the  matter. 

Any  review  or  appeals,  as  provided  above,  will  be  in 
lieu  of  any  review,  hearing,  or  appeal  under  the  Social 
Security  Act  with  respect  to  that  claim. 


OBLIGATIONS  OF  HEALTH  CARE 
PRACTITIONERS  AND  PROVIDERS  OF 
HEALTH  CARE  SERVICES;  SANCTIONS  AND 
PENALTIES;  HEARINGS  AND  REVIEW 

Obligations.  It  will  be  the  obligation  of  any  health 
care  practitioner  and  any  other  person,  including  a 
hospital  or  other  health  care  facility,  organization,  or 
agency,  who  provides  health  care  services  for  which 
payment  can  be  made,  in  whole  or  in  part,  under  the 
Social  Security  Act,  to  assure  that  services  or  items  or- 
dered or  provided  by  the  practitioner  or  person  to  ben- 
eficiaries and  recipients  under  the  Social  Security  Act 
(a)  will  be  provided  only  when,  and  to  the  extent,  med- 
ically necessary;  (b)  will  be  of  a quality  which  meets 
professionally  recognized  standards  of  health  care;  and 
(c)  will  be  supported  by  evidence  of  medical  necessity 
and  quality  in  the  form  and  fashion  and  at  the  time 
reasonably  required  by  the  PSRO  in  the  exercise  of  its 
duties  and  responsibilities.  It  will  be  the  obligation  of 
any  health  care  practitioner,  in  ordering,  authorizing, 
directing,  or  arranging  for  the  provision  by  any  other 
person,  including  a hospital  or  other  health  care  facili- 
ty, organization,  or  agency,  of  health  care  services  for 
any  patient  of  the  practitioner,  to  exercise  his  profes- 
sional responsibility  with  a view  to  assuring,  to  the  ex- 
tent of  his  influence  or  control  over  the  patient,  the 
person,  or  the  provision  of  the  services,  that  the  ser- 
vices or  items  will  be  provided  (a)  only  when,  and  to 
the  extent,  medically  necessary;  and  (b)  will  be  of  a 
quality  which  meets  professionally  recognized  stan- 
dards of  health  care. 

Further  obligations.  Each  health  care  practitioner, 
and  each  hospital  or  other  provider  of  health  care  ser- 
vices, will  have  an  obligation,  within  reasonable  limits 
of  professional  discretion  not  to  take  any  action,  in  the 
exercise  of  his  profession,  in  the  case  of  any  health  care 
practitioner,  or  in  the  conduct  of  its  business  in  the 
case  of  any  hospital  or  other  such  provider,  which  will 
authorize  any  individual  to  be  admitted  as  an  inpatient 
in  or  to  continue  as  an  inpatient  in  any  hospital  or 
other  health  care  facility  unless  (a)  inpatient  care  is 
determined  by  the  practitioner  and  by  the  hospital  or 
other  provider,  consistent  with  professionally  recog- 
nized health  care  standards,  to  be  medically  necessary 
for  the  proper  care  of  the  individual;  and  (b)  (1)  the  in- 
patient care  required  by  the  individual  cannot,  consis- 
tent with  these  standards,  be  provided  more  economi- 
cally in  a health  care  facility  of  a different  type;  or  (2) 
in  the  case  of  a patient  who  requires  care  which  can, 
consistent  with  these  standards,  be  provided  more  eco- 
nomically in  a health  care  facility  of  a different  type, 
there  is,  in  the  area  in  which  the  individual  is  located, 
no  such  facility  or  no  such  facility  which  is  available  to 
provide  care  to  the  individual  at  the  time  when  care  is 
needed  by  him. 

Grounds  for  exclusion.  If  after  reasonable  notice 
and  opportunity  for  discussion  with  the  practitioner  or 
provider  concerned,  any  PSRO  submits  a report  and 
recommendations  to  the  Secretary,  through  the  State- 
wide Professional  Standards  Review  Council,  if  such  a 
Council  has  been  established,  which  would  promptly 
transmit  the  report  and  recommendations  together 
with  any  additional  comments  and  recommendations  it 
deems  appropriate,  and  if  the  Secretary  determines 
that  the  practitioner  or  provider,  in  providing  health 
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care  services  over  which  the  organization  has  review  re- 
sponsibility and  for  which  payment  in  whole  or  in  part, 
can  be  made  under  the  Social  Security  Act  has  (a)  by 
failing,  in  a substantial  number  of  cases,  substantially 
to  comply  with  any  obligation  imposed  on  him  under 
this  program,  or  (b)  by  grossly  and  flagrantly  violating 
any  obligation  in  one  or  more  instances,  demonstrated 
an  unwillingness  or  a lack  of  ability  substantially  to 
comply  with  these  obligations,  he  (in  addition  to  any 
other  sanction  provided  under  law)  can  exclude  (per- 
manently or  for  a period  as  the  Secretary  prescribes) 
the  practitioner  or  provider  from  eligibility  to  provide 
these  services  on  a reimbursable  basis. 

Effective  date  of  Secretary's  determination.  The 
above  determination  made  by  the  Secretary  will  be  ef- 
fective at  the  time  and  upon  such  reasonable  notice  to 
the  public  and  to  the  person  furnishing  the  services  in- 
volved as  may  be  specified  in  regulations.  The  deter- 
mination will  be  effective  with  respect  to  services  fur- 
nished to  an  individual  on  or  after  the  effective  date  of 
the  determination,  except  that  in  the  case  of  institu- 
tional health  care  services  the  determination  will  be 
effective  in  the  manner  provided  under  medicare  with 
respect  to  terminations  of  provider  agreements,  and 
will  remain  in  effect  until  the  Secretary  finds  and  gives 
reasonable  notice  to  the  public  that  the  basis  for  the 
determination  has  been  removed  and  that  there  is  rea- 
sonable assurance  that  it  will  not  recur. 

Alternative  penalty.  In  lieu  of  the  above  autho- 
rized sanction,  the  Secretary  can  require  that,  as  a 
condition  to  the  continued  eligibility  of  the  practitioner 
or  provider  to  provide  health  care  services  on  a reim- 
bursable basis,  the  practitioner  or  provider  pay  to  the 
United  States,  in  case  the  acts  or  conduct  involved  the 
provision  or  ordering  of  health  care  services  which  were 
medically  improper  or  unnecessary,  an  amount  not  in 
excess  of  the  actual  or  estimated  cost  of  the  medically 
improper  or  unnecessary  services  so  provided,  or  if  less, 
$5,000.  This  amount  can  be  deducted  from  any  sums 
owing  by  the  United  States  to  the  person  from  whom 
the  amount  is  claimed. 

Review  of  Secretary's  decision.  Any  person  fur- 
nishing services  which  are  subject  to  a determination 
by  the  Secretary  and  who  is  dissatisfied  with  the  deter- 
mination, will  be  entitled  to  reasonable  notice  and  op- 
portunity for  a hearing  by  the  Secretary  and  to  judicial 
review  of  the  Secretary’s  final  decision  after  such  hear- 
ing as  is  provided  in  the  Social  Security  Act. 

It  will  be  the  duty  of  each  PSRO  and  each  Statewide 
Professional  Standards  Review  Council  to  use  the  au- 
thority or  influence  it  possesses  as  a professional  orga- 
nization, and  to  enlist  the  support  of  any  other  profes- 
sional or  governmental  organization  having  influence  or 
authority  over  health  care  practitioners  and  any  other 
person,  including  a hospital  or  other  health  care  facili- 
ty, organization,  or  agency,  providing  health  care  ser- 
vices in  the  area  served  by  the  review  organization,  in 
assuring  that  each  practitioner  or  provider  providing 
health  care  services  in  the  area  comply  with  all  obliga- 
tions imposed  on  him  under  this  program. 

NOTICE  TO  PRACTITIONER  OR  PROVIDER 

Whenever  any  PSRO  takes  any  action  or  makes  any 
determination  (1)  which  denies  any  request,  by  a 
health  care  practitioner  or  other  provider  of  health  care 
services,  for  approval  of  a health  care  service  or  item 


proposed  to  be  ordered  or  provided  by  the  practitioner 
or  provider;  or  (2)  that  any  practitioner  or  provider  has 
violated  any  obligation  imposed  on  him,  the  organiza- 
tion will,  immediately  after  taking  the  action  or  mak- 
ing the  determination,  give  notice  to  the  practitioner  or 
provider  of  the  determination  and  the  basis  for  it,  and 
provide  him  with  appropriate  opportunity  for  discus- 
sion and  review  of  the  matter. 

STATEWIDE  PROFESSIONAL  STANDARDS 
REVIEW  COUNCILS;  ADVISORY  GROUPS  TO 
SUCH  COUNCILS 

Authorization.  In  any  state  in  which  there  are  lo- 
cated 3 or  more  PSROs,  the  Secretary  will  establish  a 
Statewide  Professional  Standards  Review  Council. 

Membership.  The  membership  of  these  Councils 
will  be  appointed  by  the  Secretary  and  will  consist  of 
(a)  one  representative  from  and  designated  by  each 
PSRO  in  the  state;  (b)  4 physicians,  2 of  whom  can  be 
designated  by  the  state  medical  society  and  2 of  whom- 
can  be  designated  by  the  state  hospital  association; 
and  (c)  4 persons  knowledgable  in  health  care  from  the 
state  whom  the  Secretary  will  select  as  representatives 
of  the  public  in  the  state,  at  least  2 of  whom  will  have 
been  recommended  for  membership  on  the  Council  by 
the  Governor  of  the  state. 

Duties.  It  will  be  the  duty  and  function  of  the 
Statewide  Professional  Standards  Review  Council  for 
any  state,  in  accordance  with  regulations  of  the  Secre- 
tary, to  coordinate  the  activities  of,  and  disseminate 
information  and  data  among,  the  various  PSROs  with- 
in the  state,  including  assisting  the  Secretary  in  the 
development  of  uniform  data  gathering  procedures  and 
operating  procedures  applicable  to  the  several  areas  in 
the  state,  including,  where  appropriate,  common  data 
processing  operations  serving  several  or  all  areas,  to  as- 
sure efficient  operation  and  objective  evaluation  of 
comparative  performance  of  the  several  areas,  to  assist 
the  Secretary  in  evaluating  the  performance  of  each 
PSRO,  and  where  the  Secretary  finds  it  necessary  to 
replace  a PSRO,  to  assist  him  in  developing  and  ar- 
ranging for  a qualified  replacement  PSRO. 

The  Secretary  will  be  authorized  to  enter  into  an 
agreement  with  any  state  Council  under  which  the 
Secretary  will  make  payments  to  the  Council  equal  to 
the  amount  of  expenses  reasonably  and  necessarily  in- 
curred, as  determined  by  the  Secretary,  by  the  Council 
in  carrying  out  the  duties  and  functions  described 
above. 

Advisory  Council.  The  Statewide  Professional 
Standards  Review  Council  for  any  state  (or  in  a state 
which  does  not  have  such  a Council,  the  PSROs  which 
have  agreements  with  the  Secretary)  will  be  advised 
and  assisted  in  carrying  out  its  functions  by  an  adviso- 
ry group  of  not  less  than  7 nor  more  than  11  members, 
which  will  be  made  up  of  representatives  of  health  care 
practitioners,  other  than  physicians,  and  hospitals  and 
other  health  care  facilities  which  provide  within  the 
state  health  care  services  for  which  payment  can  be 
made  under  any  program  established  by  or  under  the 
Social  Security  Act. 

The  Secretary  will  provide  by  regulations  the  man- 
ner in  which  members  of  the  advisory  group  will  be  se- 
lected by  the  Statewide  Professional  Standards  Review 
Council  (or  PSROs  in  states  without  these  Councils). 

The  expenses  reasonably  and  necessarily  incurred,  as 
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determined  by  the  Secretary,  by  this  group  in  carrying 
out  its  duties  and  functions  will  be  considered  to  be  ex- 
penses necessarily  incurred  by  the  Statewide  Profes- 
sional Standards  Review  Council  served  by  the  group. 

NATIONAL  PROFESSIONAL  STANDARDS 
REVIEW  COUNCIL 

Establishment.  The  program  will  require  the  es- 
tablishment of  a National  Professional  Standards  Re- 
view Council  which  will  consist  of  11  physicians,  not 
otherwise  employed  by  the  United  States,  and  appoint- 
ed by  the  Secretary  without  regard  to  the  provisions  of 
the  United  States  Code  governing  appointments  in  the 
competitive  service. 

Members  of  the  Council  will  be  appointed  for  a term 
of  3 years  and  will  be  eligible  for  reappointment. 

The  Secretary  will  from  time  to  time  designate  one 
of  the  members  of  the  Council  to  serve  as  Chairman. 

Membership.  Members  of  the  Council  will  consist 
of  physicians  of  recognized  standing  and  distinction  in 
the  appraisal  of  medical  practice.  A majority  of  the 
members  will  be  physicians  who  have  been  recom- 
mended to  the  Secretary  to  serve  on  the  Council  by  na- 
tional organizations  recognized  by  the  Secretary  as  rep- 
resenting practicing  physicians.  The  membership  of 
the  Council  will  include  physicians  who  have  been  rec- 
ommended for  membership  on  the  Council  by  consum- 
er groups  and  other  health  care  interests. 

The  Council  will  be  authorized  to  utilize,  and  the 
Secretary  will  make  available,  or  arrange  for,  the  tech- 
nical and  professional  consultative  assistance  required 
to  carry  out  its  functions.  The  Secretary  will,  in  addi- 
tion, make  available  to  the  Council  the  secretarial, 
clerical,  and  other  assistance  and  pertinent  data  pre- 
pared by,  for,  or  otherwise  available  to,  the  Depart- 
ment of  HEW  as  the  Council  requires  to  carry  out  its 
functions. 

Members  of  the  Council,  while  serving  on  business  of 
the  Council,  will  be  entitled  to  receive  compensation  at 
a rate  fixed  by  the  Secretary,  but  not  in  excess  of  the 
daily  rate  paid  for  grade  GS-18,  including  traveltime; 
and  while  serving  away  from  their  homes  or  regular 
places  of  business,  they  can  be  allowed  travel  expenses, 
including  per  diem  in  lieu  of  subsistence. 

Duties.  It  will  be  the  duty  of  the  Council  to  (1)  ad- 
vise the  Secretary  in  the  administration  of  this  pro- 
gram; (2)  provide  for  the  development  and  distribu- 
tion, among  Statewide  Professional  Standards  Review 
Councils  and  PSROs,  of  information  and  data  which 
will  assist  these  review  councils  and  organizations  in 
carrying  out  their  duties  and  functions;  (3)  review  any 
operations  of  Statewide  Professional  Standards  Review 
Councils  and  PSROs  with  a view  to  determining  their 
effectiveness  and  comparative  performance  in  carrying 
out  the  purposes  of  this  program;  and  (4)  make  or  ar- 
range for  the  making  of  studies  and  investigations  with 
a view  to  developing  and  recommending  to  the  Secre- 
tary and  to  the  Congress  measures  designed  more  effec- 
tively to  accomplish  the  purposes  and  objectives  of  this 
program. 

Report.  The  National  Professional  Standards  Re- 
view Council  will  from  time  to  time,  but  not  less  often 
than  annually,  submit  to  the  Secretary  and  to  the  Con- 
gress a report  on  its  activities  and  will  include  in  this 
report  the  findings  of  its  studies  and  investigations  to- 
gether with  any  recommendations  it  has  with  respect 


to  the  more  effective  accomplishment  of  the  purposes 
and  objectives  of  this  program.  This  report  will  also 
contain  comparative  data  indicating  the  results  of  re- 
view activities  conducted  in  each  state. 

APPLICATION  OF  THIS  AMENDMENT  TO 
CERTAIN  STATE  PROGRAMS  RECEIVING 
FEDERAL  FINANCIAL  ASSISTANCE 

In  addition  to  the  requirements  imposed  by  law  as  a 
condition  of  approval  of  a state  plan  approved  under 
any  title  of  the  Social  Security  Act  under  which  health 
care  services  are  paid  for,  in  whole  or  part,  with  federal 
funds,  there  will  be  imposed  the  requirement  that  pro- 
visions of  this  program  apply  to  the  operation  of  such  a 
plan  or  program. 

Effective  date.  The  requirement  imposed  above 
with  respect  to  those  state  plans  approved  under  the 
Social  Security  Act  will  apply  (1)  in  the  case  of  any 
plan  where  legislative  action  by  the  state  legislature  is 
not  necessary  to  meet  the  requirement,  on  and  after 
January  1,  1974,  and  (2)  in  the  case  of  any  plan  where 
legislative  action  by  the  state  legislature  is  necessary  to 
meet  the  requirement,  whichever  of  the  following  is 
earlier  (a)  on  and  after  July  1,  1974,  or  (b)  on  and  after 
the  first  day  of  the  calendar  month  which  first  com- 
mences more  than  90  days  after  the  close  of  the  first 
regular  session  of  the  legislature  of  the  state  which  be- 
gins after  December  31,  1973. 

CORRELATION  OF  FUNCTIONS  BETWEEN 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS  AND  ADMINISTRATIVE 
INSTRUMENTALITIES 

The  Secretary,  by  regulations,  will  provide  for  the 
correlation  of  activities,  the  interchange  of  data  and  in- 
formation, and  other  cooperation  consistent  with  eco- 
nomical, efficient,  coordinated  and  comprehensive  im- 
plementation of  this  program,  including,  but  not  limit- 
ed to,  usage  of  existing  mechanical  and  other  data- 
gathering  capacity,  between  and  among  (a)  (1)  agen- 
cies and  organizations  which  are  parties  to  agreements 
entered  into  under  Part  A of  medicare,  (2)  carriers 
which  are  parties  to  contracts  entered  into  under  Part 
B of  medicare,  and  (3)  any  other  public  or  private 
agency,  other  than  a PSRO,  having  review  or  control 
functions,  or  proven  relevant  data-gathering  procedures 
and  experience,  and  (b)  PSROs,  as  necessary  or  appro- 
priate for  the  effective  administration  of  medicare  or 
state  plans  approved  under  the  Social  Security  Act. 

PROHIBITION  AGAINST  DISCLOSURE  OF 
INFORMATION 

Any  data  or  information  acquired  by  any  PSRO  in 
the  exercise  of  its  duties  and  functions  will  be  held  in 
confidence  and  cannot  be  disclosed  to  any  person  ex- 
cept (a)  to  the  extent  that  may  be  necessary  to  carry 
out  the  purposes  of  this  program,  or  (b)  in  those  cases 
and  under  those  circumstances  as  the  Secretary  would 
provide  by  regulations  to  assure  adequate  protection  of 
the  rights  and  interests  of  patients,  health  care  practi- 
tioners, or  providers  of  health  care. 

Penalty.  It  will  be  unlawful  for  any  person  to  dis- 
close this  information  other  than  for  the  above  pur- 
poses, and  any  person  violating  these  provisions  will, 
upon  conviction,  be  fined  not  more  than  $1,000,  and 
imprisoned  for  not  more  than  6 months,  or  both,  to- 
gether with  the  costs  of  prosecution. 
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LIMITATION  ON  LIABILITY  FOR  PERSONS 
PROVIDING  INFORMATION 

Notwithstanding  any  other  provision  of  law,  no  per- 
son providing  information  to  any  PSRO  will  be  held, 
by  reason  of  having  provided  the  information,  to  have 
violated  any  criminal  law,  or  to  be  civilly  liable  under 
any  law,  of  the  United  States  or  of  any  state  unless  (1) 
the  information  is  unrelated  to  the  performance  of  the 
duties  and  functions  of  the  organization,  or  (2)  the  in- 
formation is  false  and  the  person  providing  the  infor- 
mation knew,  or  had  reason  to  believe,  that  it  was 
false. 

No  individual  who,  as  a member  or  employee  of  any 
PSRO  or  who  furnishes  professional  counsel  or  services 
to  the  organization,  will  be  held  by  reason  of  the  per- 
formance by  him  of  any  duty,  function,  or  activity  au- 
thorized or  required  of  PSROs,  to  have  violated  any 
criminal  law,  or  to  be  civilly  liable  under  any  law,  of 
the  United  States  or  of  any  state  provided  he  has  exer- 
cised due  care. 

The  above  provisions  will  not  apply  with  respect  to 
any  action  taken  by  any  individual  if  the  individual,  in 
taking  the  action,  was  motivated  by  malice  toward  any 
person  affected  by  his  action. 

Protection  for  compliance  with  norms.  No  doctor 
of  medicine  or  osteopathy  and  no  provider,  including 
directors,  trustees,  employees,  or  officials  of  providers, 
of  health  care  services  will  be  civilly  liable  to  any  per- 
son under  any  law  of  the  United  States  or  of  any  state 
on  account  of  any  action  taken  by  him  in  compliance 
with  or  reliance  upon  professionally  developed  norms  of 
care  and  treatment  applied  by  a PSRO  operating  in 
the  area  where  the  doctor  of  medicine  or  osteopathy,  or 
provider  took  the  action,  but  only  if  (1)  he  takes  the 
action,  in  the  case  of  a doctor  of  medicine  or  osteopa- 
thy, in  the  exercise  of  his  profession  as  a health  care 
practitioner,  or  in  the  case  of  a provider  of  health  care 
services,  in  the  exercise  of  his  functions  as  a provider  of 
health  care  services,  and  (2)  he  exercised  due  care  in 


all  professional  conduct  taken  or  directed  by  him  and 
reasonably  related  to,  and  resulting  from,  the  actions 
taken  in  compliance  with  or  reliance  upon  the  profes- 
sionally accepted  norms  of  care  and  treatment. 

AUTHORIZATION  FOR  USE  OF  CERTAIN 
FUNDS  TO  ADMINISTER  THE  PROVISIONS 
OF  THIS  AMENDMENT 

Allocation.  Expenses  incurred  in  the  administra- 
tion of  this  program  will  be  payable  from  (1)  funds  in 
the  Federal  Hospital  Insurance  Trust  Fund;  (2)  funds 
in  the  Federal  Supplementary  Medical  Trust  Fund; 
and  (3)  funds  appropriated  to  carry  out  the  health  care 
provisions  of  the  several  titles  of  the  Social  Security 
Act;  in  such  amounts  from  each  of  the  above  sources  of 
funds  as  the  Secretary  deems  to  be  fair  and  equitable 
after  taking  into  consideration  the  costs  attributable  to 
the  administration  of  this  program  with  respect  to  each 
of  the  plans  and  programs. 

TECHNICAL  ASSISTANCE  TO 
ORGANIZATIONS  DESIRING  TO  BE 
DESIGNATED  AS  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATIONS 

The  Secretary  will  be  authorized  to  provide  all  nec- 
essary technical  and  other  assistance,  including  the 
preparation  of  prototype  plans  of  organization  and  op- 
eration, to  organizations  which:  express  a desire  to  be 
designated  as  a PSRO;  and  which  the  Secretary  deter- 
mines have  a potential  for  meeting  the  requirements  of 
a PSRO;  to  assist  these  organizations  in  developing  a 
proper  plan  to  be  submitted  to  the  Secretary  and  oth- 
erwise in  preparing  to  meet  the  requirements  for  desig- 
nation as  a PSRO. 

EXEMPTIONS  OF  CHRISTIAN  SCIENCE 
SANATORIUMS 

The  provisions  of  this  program  will  not  apply  with 
respect  to  a Christian  Science  sanatorium  operated,  or 
listed  and  certified,  by  the  First  Church  of  Christ,  Sci- 
entist, Boston,  Massachusetts. 
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1973  HOUSE  OF  DELEGATES 

Organization,  Policies,  and  Legal  Matters 

Legal  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

Shortly  after  Lloyd  Paul  Stryker  was  appointed 
counsel  to  the  Medical  Society  of  the  State  of  New 
York,  I entered  his  employ.  Having  graduated  from 
Columbia  Law  School  in  the  spring  of  1928,  I was  ad- 
mitted to  practice  the  following  spring.  When  Mr. 
Stryker  resigned  as  counsel  to  the  Medical  Society,  he 
was  succeeded  by  Lorenz  J.  Brosnan.  Upon  the  un- 
timely death  of  Lorenz  in  1942,  I was  appointed  coun- 
sel. This  is  my  thirtieth  annual  report.  During  these 
years,  I have  been  on  trial  in  all  but  a few  of  the 
counties,  and  in  most  of  them  on  a number  of  occa- 
sions. Since  the  trial  calendar  opened  just  after  Labor 
Day,  I have,  in  addition  to  discussing  our  calendars 
with  my  staff,  been  on  trial  in  Goshen,  White  Plains, 
Riverhead,  Mineola,  Brooklyn,  Bronx,  Manhattan, 
New  City,  and  Monticello.  At  the  request  of  the  Dean 
of  students  at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  I delivered  a course  of  five  lec- 
tures to  the  undergraduates  and  thoroughly  enjoyed  the 
colloquy  that  took  place  with  the  students.  As  one  of 
seven  attorneys  for  various  state  medical  societies,  I 
met  with  members  of  the  American  Medical  Associa- 
tion in  Chicago  to  discuss  medical-legal  problems  of 
national  significance,  and  will  attend  a meeting  at 
which  many  more  states  will  be  represented  by  their 
counsels  at  Cincinnati  later  this  month.  I attended  the 
annual  convention  of  the  American  Bar  Association  in 
San  Francisco,  and  took  one  extra  day  to  go  to  a city 
near  Sacramento  for  a conference  with  a physician 
practicing  in  that  area  who  was  concerned  about  the 
care  that  had  been  rendered  to  his  brother  in  an  Up- 
state city.  The  meeting  was  most  helpful.  I will  refer 
later  in  my  report  to  various  meetings  of  the  Society 
and  its  sub-divisions.  I attended  a day  long  session  at 
the  American  Arbitration  Association  offices  in  New 
York,  where  the  feasibility  of  arbitrating  some  of  our 
malpractice  cases  was  discussed.  The  conclusions 
were  quite  tentative.  There  was  a meeting  of  physi- 
cians and  lawyers  from  all  over  the  country  at  the 
Americana  Hotel  where  the  entire  problem  of  malprac- 
tice was  discussed  and  which  I attended.  What  I have 
said  of  my  activities  above  is  typical  of  the  tasks  per- 
formed by  actually  all  the  lawyers  in  the  office.  I will 
refer  later  to  some  specifics. 

We  have  just  doubled  the  space  of  our  office  in  Syra- 
cuse. It  is  located  in  the  center  of  the  city  and  is  close 
to  the  courthouse  where  a splendid  library  is  available 
for  our  use.  Within  the  month  we  are  planning  to 
move  our  New  York  office  into  new  quarters  which  will 
more  than  double  our  space.  One  of  the  nicest  fea- 
tures of  this  will  be  that  we  will  have  ample  room  to 
conduct  our  depositions  and  rooms  for  witnesses  to 
relax  in  while  they  are  waiting  their  turn  to  testify. 
The  Society  has  been  kind  enough  to  furnish  me  with 
an  office  at  their  beautiful  new  headquarters  at  Lake 


Success  and  that  has  proved  a haven  when  we  are  to  be 
present  at  meetings  and  also  when  we  want  to  concen- 
trate on  some  specific  task. 

My  Associates.  In  many  of  my  past  annual  reports, 
I have  mentioned  the  work  of  my  associates  of  whom  I 
am  justly  proud. 

Robert  J.  Bell  has  been  the  attorney  for  the  Society 
continuously  since  1933  except  for  a time  when  he  was 
on  active  duty  in  the  Navy  during  World  War  II.  He 
has  been  president  of  the  Brooklyn-Manhattan  Trial 
Lawyers  Association  and  is  a Fellow  of  the  American 
College  of  Trial  Lawyers,  and  as  I write  this  report,  he 
is  participating  in  a discussion  group  at  Long  Island 
Jewish  Hospital  along  with  a Supreme  Court  Justice 
and  several  other  speakers.  He  is  a trial  lawyer  of 
great  ability  and  is  held  in  the  highest  regard  by  bench 
and  bar  and  the  hundreds  of  physicians  that  he  has 
represented. 

You  might  say  that  Harold  Shapero  has  been  with 
the  office  for  a slightly  longer  time  than  I have  been 
except  that  when  Mr.  Stryker  left,  Mr.  Shapero  went 
with  him  and  all  through  the  brilliant  trial  career  of 
the  former,  Harold  was  his  righthand  man.  He  pre- 
pared the  cases,  wrote  the  briefs  and  conducted  scores 
of  depositions  in  matters  that  were  very  much  in  the 
public  notice  at  the  time.  When  Mr.  Stryker  decided 
to  limit  his  practice  the  year  before  he  died,  he  and  I 
agreed  that  it  would  be  wonderful  if  Harold  came  back 
to  our  office,  which  he  did.  Like  Bob  Bell,  he  is  a Fel- 
low of  the  American  College  of  Trial  Lawyers.  He  has 
been  almost  continuously  engaged  in  the  trials  of  many 
of  our  heaviest  cases,  and  he  has  lectured  before  bar 
associations  and  other  civic  groups.  His  sound  counsel 
and  charitable  reaction  to  all  people  are  priceless  gifts. 

John  J.  De  Luca  has  done  much  of  our  appellate 
work  and  has  attended  a large  number  of  examinations 
before  trial  and  county  malpractice  committee  meet- 
ings. He  is  the  son  of  the  Hon.  George  De  Luca,  for- 
mer Lieutenant  Governor  of  the  State  of  New  York. 

Donald  J.  Fager  is  in  charge  of  our  Syracuse  office. 
Each  year  he  lectures  at  a number  of  joint  meetings  of 
medical  societies  and  bar  associations  Upstate  as  well 
as  at  medical  schools,  and  from  deans  of  medical  and 
law  schools,  Upstate  doctors,  judges  and  lawyers,  I 
have  received  letters  of  praise  for  the  services  he  has 
rendered.  He  is  a fine  administrator  and  a trial  lawyer 
of  outstanding  ability.  Like  Bob  Bell,  he  serves  as  one 
of  the  attorneys  for  the  Society.  He  has  proved  to  be 
particularly  helpful  at  the  annual  meeting  of  the  House 
of  Delegates  of  the  Society  where  he  is  continuously  at 
the  call  of  all  the  reference  committees. 

Francis  P.  Bensel  has  been  with  us  for  several  years, 
and  has  tried  many  cases  earning  a reputation  similar 
to  that  of  his  father  who  is  an  outstanding  trial  coun- 
sel. 
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George  van  Setter,  after  a distinguished  record  at 
New  York  University  School  of  Law,  has  tried  a num- 
ber of  our  cases,  and  in  every  phase  of  our  work  is  a 
tower  of  strength. 

Walter  G.  Alton.  Jr.,  has  had  a varied  experience. 
He  assisted  Don  Fager  in  the  Upstate  office  and  com- 
piled a fine  record  as  a trial  lawyer.  Since  coming 
back  to  New  York  City,  he  has  continued  his  trial  career 
and  has  managed  a number  of  appeals.  He  recently 
spoke  to  the  student  body  at  Downstate  Medical  Col- 
lege and  we  received  a letter  of  thanks  from  the  dean. 

John  Ganotis,  who  assists  Don  Fager  in  the  Upstate 
office,  practiced  with  another  firm  in  Syracuse  for  sev- 
eral years,  and  in  the  time  he  has  been  with  us  he  has 
tried  cases  in  Upstate  counties,  and  has  just  tried  to  a 
successful  conclusion  an  Erie  County  Supreme  Court 
action.  He  has  lectured  before  county  medical  so- 
cieties, and  officials  of  those  societies  tell  me  that  he 
does  very  well  indeed. 

Richard  A.  Young  came  with  us  after  spending  sever- 
al years  with  one  of  the  country’s  largest  corporations. 
He  is  experienced  in  the  fields  of  business  and  tax  law. 
He  answers  inquiries  that  are  directed  to  us  and  has 
now  had  a number  of  Supreme  Court  trials.  He  con- 
ducts a host  of  depositions.  This  year  he  attended  the 
summer  session  at  the  Harvard  University  School  of 
Law. 

Luke  M.  Pittoni  is  now  in  his  second  year  with  us.  I 
was  very  pleased  with  a recent  win  he  achieved  in  a 
difficult  case  in  Westchester  County.  He  is  the  son  of 
the  Hon.  Mario  Pittoni,  a Supreme  Court  Justice  in 
Nassau  County. 

We  have  had  several  resignations  from  the  office  dur- 
ing the  past  year.  Daniel  Boone,  Jr.,  left  us  to  become 
a member  of  the  legal  staff  of  the  Morton-Norwich 
Company  and  now  lives  in  Norwich,  New  York.  A. 
Baisley  Sheridan,  who  came  with  us  five  years  ago 
when  he  retired  from  the  Legal  Department  of  Pan 
American  Airways,  has  now  decided  to  retire  complete- 
ly. While  he  was  with  us  he  was  a great  help  in  a host 
of  matters.  He  and  his  wife  now  live  in  Old  Lyme, 
Connecticut. 

Jane  L.  Templeton,  who  received  her  B.A.  and  J.D. 
Degrees  from  the  University  of  Colorado  where  she  was 
on  the  Law  Review,  is  admitted  to  the  New  York  Bar 
and  has  been  with  us  since  April  last.  I was  very 
pleased  to  receive  a letter,  which  came  just  as  I was 
dictating  this  report,  from  David  L.  Andrews,  M.D.,  of 
Columbia-Presbyterian  Medical  Center,  addressed  to 
Jane,  thanking  her  for  her  participation  in  their  sev- 
enth course  on  Emergency  Care  and  Transportation  of 
the  Sick  and  Injured.  He  said  she  gave  a most  inter- 
esting and  exciting  talk  and  stated:  “Your  participa- 

tion was  superb  and  is  not  only  appreciated  but  com- 
mended as  a task  well  done. 

“I  thank  you  again  for  giving  up  a Saturday  morning 
and  coming  to  talk  to  eager  and  appreciative  emergency 
medical  technicians.” 

Edward  Amsler,  a graduate  of  St.  Lawrence  Univer- 
sity and  Syracuse  University  School  of  Law,  joined  our 
Upstate  office  after  completing  his  military  service. 
We  are  very  pleased  with  his  work. 

In  our  New  York  City  office  we  have  had  several  ad- 
ditions to  the  staff. 

Gunther  Kilsch,  a friend  of  everyone  in  the  office  for 
a number  of  years,  decided  to  leave  his  position  with  a 


firm  that  specializes  in  excess  and  reinsurance  cases, 
and  resume  his  career  as  a trial  lawyer. 

J.  Austin  Browne,  another  experienced  trial  counsel, 
has  made  a decision  to  come  with  us  and  will  start  the 
very  week  I am  writing  this  report. 

Alan  Fudim,  who  spent  three  years  in  medical  school 
and  graduated  from  the  St.  Louis  University  School  of 
Law,  recently  came  with  us.  He  has  just  been  admit- 
ted to  the  New  York  Bar. 

We  also  have  two  law  school  students  and  have  just 
hired  a third  to  staff  our  managing  clerk’s  department. 

Increase  of  Litigation  and  Activities  of  Counsel. 

Even  with  these  additions  to  our  staff,  the  increase  of 
litigation  is  such  that,  after  conferring  with  the  State 
Society  and  the  carrier  for  the  group  plan,  it  has  been 
decided  that  on  a temporary  basis,  some  of  the  mal- 
practice cases  will  be  sent  out  to  other  counsel  so  that 
they  may  keep  as  up  to  date  as  possible.  To  graphical- 
ly illustrate  this  problem  of  increasing  litigation,  I 
should  call  attention  to  the  fact  that  from  1966  through 
a five-year  period  ending  in  1970,  2,654  new  actions 
were  commenced,  and  many  of  these  cases  were 
brought  against  more  than  one  physician.  We  have  al- 
ways used  the  services  of  a number  of  firms  where  con- 
flict of  interest  situations  were  present,  and  for  the  last 
year,  we  have  had  a number  of  our  depositions  and 
some  of  our  trials  referred  to  other  counsel  so  that  we 
can  meet  our  trial  engagements  and  have  every  possi- 
ble assignment  carried  out  as  expeditiously  as  possible. 
We  have  had  as  many  as  eight  of  our  staff  on  trial  in  as 
many  Supreme  Court  cases  at  the  same  time.  I am 
very  proud  of  our  record  of  achievement.  I have  never 
sat  down  and  figured  out  exactly  how  many  malprac- 
tice claims  and  cases  we  have  handled  for  the  pro- 
fession and  sometimes  for  hospitals  and  dentists,  etc., 
but  I am  sure  that  in  the  years  I have  been  counsel,  the 
number  is  in  excess  of  25,000.  These  range  all  the  way 
from  matters  which  can  be  handled  by  a few  telephone 
calls  to  those  which  seem  to  stay  with  us  for  years  and 
involve  long  trials  and  numerous  appeals. 

To  prepare  these  cases,  particularly  to  develop  the 
initial  factual  situation,  the  Employers  Insurance  Com- 
pany of  Wausau,  the  group  carrier,  maintains  a claims 
department  with  scores  of  employees.  It  is  very  much 
to  the  interest  of  the  group  plan  that  physicians  coop- 
erate when  one  of  the  Company’s  representatives  calls 
upon  them  so  that  they  may  expeditiously  obtain  a full 
and  fair  picture  of  what  each  matter  involves. 

We  attend  over  a hundred  meetings  each  year  of 
such  groups  as  the  Professional  Medical  Liability  In- 
surance and  Defense  Board;  county  malpractice  com- 
mittees and  specialty  group  committees  that  study  the 
problems  in  such  fields  as  orthopedics,  anesthesiology, 
psychiatry,  obstetrics,  and  so  forth.  I have  attended, 
often  with  associates,  every  meeting  of  the  Council,  the 
Board  of  Trustees  and  the  House  of  Delegates  of  the 
State  Medical  Society.  A number  of  committees,  par- 
ticularly the  Committee  on  Constitution  and  Bylaws, 
are  constantly  in  communication  with  us.  We  are  also 
present  at  the  meetings  of  the  Judicial  Council.  Dur- 
ing the  last  year,  I have  continued  to  participate  in 
meetings  concerning  the  completion  of  our  contractual 
arrangement  with  the  architect  of  the  new  headquar- 
ters at  Lake  Success.  We  are  called  by  governmental 
officials,  county  medical  society  officers,  and  individual 
physicians  and  lawyers  regarding  a host  of  problems 
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where  they  feel  the  Society  can  be  of  some  help.  Very 
often,  without  officially  committing  the  Society,  we  are 
able  through  gentle  persuasion,  to  nip  in  the  bud  trou- 
ble which  seems  to  be  brewing. 

Uninsured  Defendants.  In  accordance  with  the 
Constitution  and  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  we  defend  physicians  who  are 
members  of  the  Society  but  who  were  not  insured  with 
any  company.  We  currently  have  over  forty  of  these 
cases.  One  of  these  cases  recently  resulted  in  a three- 
week  trial  only  to  end  in  a disagreement,  and  it  will 
have  to  be  retried.  Another  involved  two  ophthalmolo- 
gists who  continued  to  see  patients  when  they  were 
quasi-retired  and  had  cancelled  their  insurance;  after 
several  days  of  trial  we  were  able  to  adjust  the  matter 
on  a fairly  painless  basis.  Another  case  involved  an  el- 
derly uninsured  physician  and  a hospital,  both  having 
missed  a diagnosis  on  separate  occasions;  we  were  able 
to  convince  the  attorneys  for  the  hospital  to  settle  the 
case  and  arrange  for  a discontinuance  for  our  physi- 
cian. In  still  another  case,  a vascular  surgeon  permit- 
ted, through  inattention,  his  policy  to  lapse  for  several 
weeks.  During  the  lapsed  period,  vascular  surgery  on  a 
patient’s  leg  was  claimed  to  have  caused  its  amputa- 
tion. A verdict  for  the  plaintiff  would  have  been  ruin- 
ous to  this  surgeon.  The  demand  was  in  six  figures. 
The  plaintiff’s  expert  was  a highly  qualified  surgeon 
at  one  of  our  prestigious  hospitals,  whose  critical  report 
was  submitted  to  us  by  our  adversary.  We  were  able 
to  settle  the  case  in  court  for  $25,000  payable  in  quarter- 
ly installments.  The  payments  were  deductible  as  a 
loss  incurred  in  his  business. 

These  examples  indicate  the  problem  that  is  faced 
when  a physician  does  not  have  insurance.  He  should 
certainly  protect  himself  in  order  to  avoid  financial  di- 
saster. 

Recent  Verdicts.  Without  going  into  painful  repeti- 
tion, and  for  the  moment  avoiding  the  mention  of  cases 
in  New  York  City,  though  the  cases  I do  mention  are 
fairly  typical  of  what  does  occur  in  New  York  State,  at- 
tention should  be  called  to  recent  verdicts  in  some 
other  jurisdictions.  In  Washington,  D.C.,  a judgment 
was  entered  against  a hospital  after  a surgeon  and  a 
group  of  anesthesiologists  who  had  settled  for  $270,000 
prior  to  the  trial  were  held  not  negligent.  Then  the 
hospital  filed  a claim  against  the  surgeon  and  the  anes- 
thesiologists; however,  the  hospital’s  claim  was  dis- 
missed. Also  dismissed  were  the  claims  of  the  surgeon 
and  anesthesiologists  against  the  hospital.  The  physi- 
cians alleged  that  they  were  forced  to  make  the  settle- 
ment because  of  the  hospital’s  negligence.  The  case 
involved  a five-year  old  boy  who  was  admitted  for  a 
tonsillectomy  and  adenoidectomy.  As  a result  of  the 
operation  the  boy  is  brain  damaged.  (See  THE  CITA- 
TION, a publication  of  the  AMA) 

A California  jury  awarded  $460,358  to  a forty-year 
old  man  who  was  treated,  negligently  it  was  claimed, 
with  Aristocort  for  a contact  allergic  rash  resulting,  it 
was  alleged,  in  loss  of  the  use  of  an  arm,  hand,  muscle 
and  joint  pain,  loss  of  teeth,  chronic  weakness  as  well 
as  severe  mental  and  psychological  impairment  as  well 
as  diabetes. 

In  Milwaukee,  there  was  a recovery  of  $160,000  by 
the  estate  of  a thirty-year  old  man  who  lived  in  a com- 
pletely comotose  condition  for  eleven  months  following 
a cardiac  arrest  while  undergoing  a vasectomy.  The 


arrest  occurred  because  of  a leak  in  the  anesthesia  ma- 
chine preventing  the  delivery  of  a proper  amount  of 
oxygen  and  caused  an  excessive  delivery  of  the  anes- 
thetic agent.  Suit  was  brought  against  the  hospital  for 
providing  a defective  gas  machine,  the  manufacturer  of 
the  anesthetic  machine  for  improper  servicing,  and  the 
anesthesiologist  for  failing  to  properly  inspect  the  ma- 
chine prior  to  its  use  and  for  failing  to  properly  monitor 
the  patient.  An  additional  defendant  was  the  chief  of 
the  anesthesiology  department  because  of  the  hospital’s 
representation  that  the  anesthesia  chief  was  responsi- 
ble for  the  upkeep  of  a hospital’s  equipment,  even 
though  the  anesthesia  chief  was  a completely  indepen- 
dent contractor  in  his  own  practice.  (See  American 
Trial  Lawyers  Association  “News  Letter”  Vol.  15  No.  2 
page  86.) 

In  the  State  of  Washington,  it  was  alleged  that  the 
failure  to  give  proper  care  to  an  emergency  patient  suf- 
fering from  a coronary  problem  led  to  the  death  of  a 
thirty-four  year  old  airplane  mechanic,  making  about 
$11,000  a year.  He  entered  the  emergency  room  at  the 
defendant  hospital  at  about  2:30  P.M.  on  a Saturday. 
The  hospital  did  not  have  a full-time  emergency  room 
physician,  but  it  had  a procedure  whereby  a physician 
was  to  be  “on  call”  and  available  within  15  to  20  min- 
utes when  needed.  The  emergency  room  was  manned, 
in  the  meantime,  by  a nurse  or  nurses  who  also  had 
other  duties  within  the  hospital.  The  plaintiff  was  ad- 
mitted with  classic  symptoms  of  a coronary,  chest 
pain,  sweating,  nervousness,  shortness  of  breath,  and  so 
forth.  The  nurse  on  duty  failed  to  recognize  these  as 
cardiac  symptoms.  The  nurse  tried  to  call  the  family 
physician  for  one-half  hour  before  she  attempted  to 
contact  the  “on  call”  physician.  After  failing  to  reach 
the  family  physician,  the  nurse  then  tried  to  call  the 
“on  call”  physician,  but  she  had  trouble  reaching  him 
on  his  exchange.  She  then  called  his  home,  and  he 
was  in  his  office.  As  a result  of  all  the  delays,  he  did 
not  arrive  until  4:45  P.M.  Unfortunately,  the  patient 
expired  about  4:30  P.M.  without  ever  having  been  seen 
by  a physician.  The  plaintiff’s  testimony  showed  that 
the  decedent  had  an  occlusion  of  the  left  anterior  de- 
scending artery  and  that  this  occlusion  led  to  fibrilla- 
tion causing  his  death.  Testimony,  supported  by  sta- 
tistical information,  indicated  that  close  to  90  per  cent 
of  all  persons  entering  a hospital  with  this  condition 
and  receiving  prompt  and  efficient  care,  would  survive. 
Therefore,  it  was  the  opinion  of  the  plaintiff’s  doctors 
that  the  decedent  would  have  lived  had  he  been 
promptly  seen  and  properly  cared  for.  Notwithstand- 
ing evidence  that  the  decedent  was  suffering  from  both 
marginally  controlled  diabetes  and  advanced  emphyse- 
ma prior  to  suffering  the  coronary  occlusion,  indicating 
that  his  life  expectancy  (according  to  the  defendant’s 
evidence)  was  less  than  ten  years,  the  jury  awarded 
$100,000  against  the  hospital  with  $75,000  to  the  dece- 
dent’s wife  and  $25,000  to  his  eleven-year  old  child. 
(See  American  Trial  Lawyers  Association  “News  Let- 
ter” Vol.  15,  No.  2 Page  86.) 

In  the  United  States  District  Court  for  Maine,  there 
was  an  award  under  applicable  Virginia  Law  of  $25,000 
for  medical  expenses  to  the  father  and  $85,000  to  the 
six-and-a-half  year  old  girl  who  at  the  age  of  eighteen 
months  was  injured  by  admitted  negligence  of  medical 
personnel  at  Norfolk,  Virginia,  Naval  Hospital,  and 
who  has  been  subject  to  a seizure  disorder  and  numer- 
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ous  convulsions  which  will  probably  stop  within  a year, 
or  be  controlled  by  medication,  and  who  suffered  se- 
vere personality  and  behavioral  problems  and  has  been 
severely  emotionally  damaged  because  of  her  parents’ 
reaction  to  her  injuries.  (See  American  Trial  Lawyers 
Association  “News  Letter”  Vol.  15,  No.  2 page  53). 

In  Washington,  D.C.,  a widow  sued  a hospital  for  the 
wrongful  death  of  her  twenty-five  year  old  husband 
who  was  admitted  to  the  defendant  hospital,  operated 
on  for  an  ulcer,  and  subsequently  died  of  pneumonia. 
The  widow  charged  that  the  husband’s  death  was 
caused  by  an  overdose  of  morphine  sulfate  and  that  the 
hospital  nurses  neglected  to  routinely  turn  and  deep- 
breathe  the  patient  and  further  failed  to  monitor  his 
condition  and  report  the  early  symptoms  of  decline  and 
development  of  pneumonia  to  a physician.  The  nurse 
in  charge  of  the  floor  on  which  the  decedent  was  bed- 
ded, testified  that  she  was  not  a registered  nurse  in 
Washington,  D.C.,  and  further  that  she  had  failed  to 
pass  the  tests  of  the  Nurses-Examining  Board  in  the 
District.  The  jury  awarded  the  widow  $630,705  for  the 
death  of  her  husband.  (See  American  Trial  Lawyers 
Association  “News  Letter”  Vol.  15,  No.  2 page  63.)  In- 
cidentally, the  experts  in  this  case,  who  shall  remain 
unnamed,  were  two  New  York  physicians  who  make  a 
career  of  going  all  over  the  country  to  testify  for  plain- 
tiffs. 

In  California,  a young  lawyer  suffers  from  quadripar- 
esis  after  surgery  for  a condition  diagnosed  as  syrin- 
gomyelia. The  plaintiff,  a recent  admittee  to  the  Cali- 
fornia Bar,  but  now  on  welfare,  claimed  that  the  opera- 
tion was  experimental  and  not  properly  performed,  and 
that  he  was  not  fully  advised  as  to  the  procedure  and 
risk.  The  jury,  by  a 9 to  3 vote,  awarded  the  plaintiff 
$650,000  with  the  verdict  against  the  surgeon,  all  assis- 
tants except  one,  a medical  group  and  the  hospital. 
(See  American  Trial  Lawyers  Association  “News  Let- 
ter” Vol.  15,  No.  2,  page  66.) 

The  cases  commented  on  above  are  only  a sample  of 
the  verdicts  that  were  awarded  across  the  country. 
New  York  has  recently  had  its  share  of  settlements 
and  verdicts  for  very  substantial  sums.  Because  of 
various  reasons  I shall  only  mention  a few. 

In  Supreme  Court,  New  York  County,  a case  was 
settled  by  a surgeon  and  internist  from  another  city  in 
a case  where  it  was  claimed  that  a fifty-year  old  woman 
had,  following  the  removal  of  a clot,  been  over-heparin- 
ized with  a consequent  massive  hematoma  that  perma- 
nently disabled  her.  The  settlement  was  effected  on 
behalf  of  the  two  physicians  in  the  sum  of  $75,000  but 
the  hospital  decided  to  see  the  case  through.  It  was 
charged  with  the  negligence  of  the  intern  who  had  most 
to  do  with  the  management  of  the  heparin  and  a ver- 
dict of  $700,000  resulted. 

In  a suburban  county  it  was  claimed  that  overmedi- 
cation of  the  mother  resulted  in  the  birth  of  a brain 
damaged  baby.  A total  settlement  of  over  $600,000 
was  effected  on  behalf  of  all  parties  concerned. 

In  another  county  near  New  York  City,  the  failure  to 
diagnose  erysipelas  resulted  in  total  blindness  of  a 
young  woman  who  had  a husband  and  five  children. 
The  case  was  settled  for  $310,000.  Here  blindness 
was  even  more  tragic  because  the  woman  since  early 
youth  had  become  an  expert  lip  reader. 

$150,000  was  paid  to  a woman,  who  following,  a mas- 
tectomy, was  given  radiation  therapy  which  resulted  in 


erosion  at  the  site  of  the  radiation  to  such  an  extent 
that  the  lung  was  exposed.  The  radiologist  in  a note 
suggested  that  the  x-ray  had  not  caused  the  erosion  but 
that  the  manner  in  which  the  wound  was  sewn  up  and 
the  subsequent  administration  of  the  salve  when  it 
opened  was  destructive  to  the  tissues. 

Nationwide  Recognition  of  the  Problem.  The 
Health,  Education,  and  Welfare  Department  has  ap- 
pointed a commission  which  has  had  hearings  through- 
out the  country  on  this  whole  problem  of  medical  mal- 
practice. I attended  the  session  which  was  held  in 
New  York  and  testified.  Shortly,  I am  told,  the  com- 
mission will  issue  a report  with  a number  of  recom- 
mendations. There  is  even  a suggestion  that  it  may 
recommend  some  type  of  “no  fault”  insurance.  It  will 
probably  recommend  that  all  physicians  be  compelled 
to  upgrade  their  postgraduate  education.  The  com- 
mission is  principally  concerned  with  the  effect  of  mal- 
practice premiums  on  the  cost  of  Medicare  and  Medi- 
caid. There  is  some  suggestion  that  the  government 
might  try  to  underwrite  a form  of  insurance.  There  is 
also  some  thought  of  limiting  the  contingent  fee  of 
plaintiffs’  attorneys.  I have  spoken  of  the  contingent 
fee  in  past  reports.  I do  not  wish  to  appear  to  be  a 
scold  although  I am  convinced,  as  I have  said,  that 
there  are  abuses  of  this  system,  particularly  the  evil  of 
overcharging. 

I have  accepted  an  invitation  to  address  the  next 
joint  conference  of  the  American  Bar  Association  and 
the  American  Medical  Association  to  be  held  at  Las 
Vegas.  My  task  is  to  lead  the  discussion  on  the  com- 
mission’s findings. 

I have  never  been  more  pleased  with  anything  that 
has  happened  in  my  career  than  when  I was  invited 
this  spring  to  address  the  annual  state  meeting  convo- 
cation of  Supreme  Court  Justices  at  Saratoga.  I spoke 
for  nearly  an  hour  to  some  ninety  justices  who  were 
present  and  answered  all  of  the  inquiries  that  were  put 
to  me.  I can  report  that  the  judges  are  deeply  con- 
cerned about  this  whole  problem  and  its  effect  on  med- 
icine. They  are  most  anxious  to  have  the  doctors  in 
this  state  know  that  they  do  not  want  to  have  a mass 
attack  directed  at  medicine,  but  they  pointed  out  that 
the  impersonal  relationship  that  exists  between  spe- 
cialists today  and  their  patients  as  well  as  the  substan- 
tial cost  of  hospitalization  and  loss  of  wages,  leads 
many  patients  to  feel  that  if  some  adversity  that  was 
unexpected  comes  their  way,  someone  must  foot  the 
bill,  and  there  are  those  who  think  the  patient  vis-a-vis 
the  physician  is  not  the  person  to  carry  this  burden. 
The  judges  realize  that  quality  malpractice  insurance 
is  hard  to  come  by,  and  they  are  most  anxious  to  have 
the  doctors  feel  that  they  are  fairly  treated  by  the 
courts. 

Certainly,  the  Appellate  Division,  First  Department, 
has  reason  to  feel  pleased  with  its  experimental  use  of 
the  Medical  Malpractice  Panel  in  New  York  County. 
When  this  panel  was  set  up  by  Hon.  Harold  A.  Ste- 
vens, the  Presiding  Justice,  it  was  thought  that  if  some 
8 to  10  per  cent  of  the  cases  could  be  disposed  of  with- 
out a trial,  the  whole  project  would  be  amply  justified. 
The  judges  told  me  that  they  were  very  impressed  with 
the  dedication  of  the  many  physicians  who  took  time 
out  of  their  busy  schedules  to  serve  on  the  Malpractice 
Panel  without  charge.  The  judges  found  that  the  doc- 
tors prepared  the  cases  thoroughly  and  were  extremely 
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fair  to  all  concerned  in  their  presentation  and  evalua- 
tion. The  result  was  that  30  per  cent  of  the  cases  were 
settled.  The  New  York  County  Lawyers  Association 
provided,  gratis,  the  service  of  53  attorneys,  and  the 
New  York  County  Medical  Society  provided  142  physi- 
cians in  23  specialties.  Of  the  first  230  cases  consid- 
ered, 58  of  them  were  settled,  and  142  were  put  on  the 
civil  calendar  for  trial.  The  remaining  29  cases  are 
still  under  consideration.  The  average  settlement  was 
$33,748,  $1,250  being  the  lowest  and  $300,000  the  high- 
est. The  $300,000  settlement  was  made  on  behalf  of  a 
young  lady  who  was  admitted  to  a hospital  for  a vein 
stripping  only  to  have  a segment  of  artery  removed  and 
amputation  resulted. 

A further  observation  is  that  at  least  twenty  more  of 
these  cases  might  have  been  settled  had  the  defen- 
dants, namely,  various  physicians  and/or  hospitals, 
been  able  to  get  together  and  agree  on  the  percentage 
that  each  would  assume.  The  Employers  Insurance 
Company  of  Wausau,  through  its  New  York  Claims 
Manager,  Lee  Olson,  has  set  up  a procedure  to  work 
out  inter-company  difficulties  so  that  if  it  is  agreed 
that  a case  should  be  settled  by  two  or  more  carriers 
and  a fair  total  is  available,  then  they  may  settle  and 
later  negotiate  among  themselves  as  to  the  share  of 
each.  In  about  a dozen  cases,  the  Panel  recommended 
that  the  plaintiff  discontinue  and  in  only  one  did  the 
plaintiff  do  so.  Several  were  so  discouraged  that 
though  they  did  not  quit,  they  did  not  push  their  ac- 
tion. However,  in  at  least  one  case  where  the  Panel 
recommended  discontinuance,  the  case  went  to  trial  for 
ten  days,  and  two  defendants  were  put  to  a great  deal 
of  expense  before  the  case  was  dismissed.  The  facts  of 
the  case  were  such  that  to  bring  a suit  was  outrageous. 
A distinguished  neurosurgeon  in  a suburban  communi- 
ty was  called  at  3:00  A.M.  and  told  that  an  accident 
victim  was  in  the  emergency  room  with  a possible  frac- 
ture of  the  skull.  On  his  prompt  arrival  at  the  hospital 
he  found  the  patient  was  dead.  On  autopsy  it  devel- 
oped that  there  was  no  fracture  of  the  skull,  and  in- 
deed, no  fractures  at  all.  Death  was  caused  by  a rup- 
tured pancreas,  and  there  was  absolutely  no  evidence 
that  he  had  any  chance  of  living  under  the  circum- 
stances. 

While  we  feel  at  times  that  the  Panel  has  created  a 
sort  of  one-way  street  where  defendants  are  urged  to 
settle  and  plaintiffs,  no  matter  how  weak  this  case, 
rarely  discontinue,  on  the  whole  much  good  has  been 
accomplished.  Cases  that  could  have  taken  a 
long  time  to  try,  have  been  disposed  of.  At  first,  the 
recommendations  of  the  Panel  were  held  in  confidence, 
but  now  when  the  case  is  sent  to  a trial  part,  the  trial 
judge  will  have  a memo  from  the  Panel  in  which  its 
recommendations  are  spelled  out.  I have  always  felt 
that  the  Panel  should  have  more  clout  than  it  has. 
But  to  get  the  plaintiffs’  attorneys  to  cooperate,  it  was 
necessary  to  (a)  water  down  the  force  of  the  Panel’s 
findings  and  (b)  allow  many  prominent  plaintiffs’  at- 
torneys to  sit  as  the  lawyer-member  of  the  Panel.  In 
summary,  I think  that  all  in  all  the  panel  idea  is  a good 
one  and  it  is  to  continue. 

Suffolk  County  has  another  system  whereby  cases  set 
at  a value  of  $10,000  or  less  are  decided  by  a group  of 
lawyers  and  doctors  selected  by  their  representative  or- 
ganizations in  the  county.  We  have  disposed  of  several 
cases  under  this  system,  and  many  of  the  local  hospi- 


tals have  agreed  to  participate,  and  the  amount 
claimed  will  now  be  up  to  $25,000.  The  Employers  In- 
surance Company  has  fully  cooperated,  and  we  have 
attended  all  meetings. 

Extension  and  Limitation  of  the  Discovery  Rule. 

Last  year  in  my  annual  report,  I referred  to  the  case  of 
Flanagan  v.  Mt.  Eden  General  Hospital,  24  NYS2d 
427,  which  held  that  in  a foreign  body  case  the  statuto- 
ry period  started  to  run  at  the  time  of  the  discovery  of 
the  foreign  body,  but  then  I went  on  to  quote  the  case 
of  Schiffman  v.  Hospital  for  Joint  Diseases.  In  that 
case  it  was  claimed  that  in  1959  a tissue  biopsy  of  the 
breast  was  mistakenly  diagnosed  as  malignant  and  the 
patient  was  given  radiation  therapy.  In  1967  the  slides 
were  reviewed,  and  no  malignancy  was  revealed.  The 
patient  claimed  that  he  did  not  know  this  fact  before 
that  date,  and  he  could  not  have  reasonably  discovered 
it  sooner.  The  plaintiff  sought  to  apply  the  ruling  in 
the  Flanagan  case  to  this  situation,  but  the  Appellate 
Division,  Second  Department,  held  that  the  Flanagan 
decision  was  to  be  applied  only  to  foreign  body  cases. 

Unfortunately,  the  Appellate  Division,  Fourth  De- 
partment, which  sits  at  Rochester,  has  applied  the 
Flanagan  case  to  a situation  in  which  it  was  claimed 
that  during  the  course  of  surgery  for  the  removal  of  the 
patient’s  spleen  on  March  10,  1966,  the  patient’s  pan- 
creas was  damaged  and  the  patient  did  not  become 
aware  of  this  until  January  of  1970.  The  Court  held: 

We  believe  that  by  following  the  rationale  in  Flan- 
agan, the  rule  can  be  extended  to  cover  the  facts  in 
the  instant  case  since  the  same  fundamental  factors 
are  present  in  each.  They  are:  an  act  of  malprac- 

tice committed  internally  so  that  discovery  is  diffi- 
cult; real  evidence  of  the  malpractice  in  the  form  of 
the  hospital  record  is  available  at  the  time  of  suit; 
professional  diagnostic  judgment  is  not  involved,  and 
there  is  no  danger  of  false  claims. 

The  Court  also  cited  one  other  case  that  applied  the 
Flanagan  rule.  It  is  Murphy  v.  St.  Charles  Hospital. 
The  Murphy  case  involved  a situation  where  a pros- 
thesis that  was  surgically  inserted  in  a patient’s  hip 
broke  four  years  later,  necessitating  surgery  to  remove 
it. 

Generally  speaking,  however,  the  courts  have  been 
wary  of  liberalizing  the  laws  for  recovery  in  malpractice 
cases  knowing  that  the  situation  has  a tendency  to  get 
out  of  hand  entirely. 

Res  Ipsa  Loquitur.  George  van  Setter  of  this  office 
recently  argued  a case  in  the  Second  Department 
where  recovery  was  sought  on  the  theory  of  res  ipsa  lo- 
quitur, which  can  be  translated  to  mean  “The  situation 
speaks  for  itself.”  This  case  involved  a claimed  injury 
to  the  left  arm  as  the  result  of  the  negligent  adminis- 
tration of  a needle  in  the  withdrawal  of  blood  for  labo- 
ratory examination.  The  plaintiff  said  he  had  terrific 
pain  and  his  fingers  shook  uncontrollably  when  the 
needle  was  inserted.  The  doctor  said  he  could  not 
draw  blood  from  the  vein  on  the  inside  of  the  arm  and 
he  took  blood  from  the  outside  of  the  plaintiff’s  arm. 
The  Court  held: 

The  case  before  us  does  not  fall  within  any  of  these 
categories.  That  in  itself  does  not  mean  that  the 
doctrine  of  res  ipsa  loquitur  does  not  apply,  because 
the  common  law  constantly  refashions  its  rules  to 
deal  with  changing  circumstances.  But  it  does  re- 
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quire  us  to  meet  the  question  whether  an  injury  to  a 
nerve  following  the  use  of  a needle  for  the  withdrawal 
of  blood  ordinarily  connotes  negligence. 

In  general,  the  courts  which  have  dealt  with  this 
subject  have  not  allowed  an  injured  party  recovery 
merely  on  the  proof  of  an  untoward  result  from  the 

administration  of  a needle  by  a doctor. 

* * * 

The  reasoning  sustaining  this  result  is  that  absent 
expert  testimony  a jury  could  not  be  expected  to  pos- 
sess the  requisite  knowledge  and  experience  to  decide 
whether  the  injury  incurred  would  have  happened 
without  negligence  on  the  part  of  the  physician. 

We  think  that  the  doctrine  of  res  ipsa  loquitur 
should  not  be  applied  to  this  case.  It  is  not  enough 
that  the  use  of  a needle  is  not  in  most  instances  fol- 
lowed by  serious  harm;  in  addition,  it  must  be  found 
that  among  all  the  possible  causes  of  harm  those 
which  point  to  the  physician’s  negligence  are  so 
probable,  under  the  circumstances,  and  those  which 
would  exonerate  him  so  improbable,  that  accordingly 
the  patient  need  not  specify  the  one  which  actually 
led  to  the  harm.  That  is  to  say,  the  application  of 
the  doctrine  in  a malpractice  action  must  rest  on  a 
finding  that  an  inference  exonerating  the  physician  is 
improbable  as  a matter  of  fact.  To  allow  the  plain- 
tiff’s use  of  the  doctrine  to  make  out  a prima  facie 
case  here  requires  us  to  say  that  a jury  could,  with- 
out expert  testimony,  conclude  that  radial  nerve  in- 
volvement would  not  result  from  a properly  adminis- 
tered injection.  We  are  not  prepared  to  make  that 
determination. 

The  September,  1972  issue  of  For  the  Defense,  Vol. 
13,  No.  7,  contains  an  article  which  is  entitled  “Res 
Ipsa,  Informed  Consent  Tested,”  and  quotes  from  a re- 
cent decision  as  follows:  “The  plaintiff  brought  an  ac- 

tion against  a doctor  and  a hospital  for  injuries  she  sus- 
tained during  treatment.  The  plaintiff  was  being  in- 
travenously fed;  a drug  was  administered  to  prevent 
vomiting.  Directions  for  use  of  the  drug  warned  of  the 
possibility  of  perivascular  extravasation.  The  defen- 
dant doctor  did  not  inform  the  plaintiff  of  the  possible 
danger.  The  plaintiff  was  injured  by  extravasation, 
i.e.  the  fluid  getting  into  the  flesh  area  outside  the  vein 
and  destroying  the  flesh. 

“The  plaintiff  alleged  that  the  trial  court  erred  in 
dismissing  the  first  count  of  her  complaint,  based  on 
res  ipsa  loquitur.  In  affirming,  the  court  held  that  in 
order  to  recover  in  a malpractice  action,  the  plaintiff 
must  allege  negligence,  show  by  affirmative  evidence 
that  the  defendant  was  negligent  and  establish  that 
negligence  caused  the  injury.” 

Informed  Consent.  The  court  quoted  from  above 
also  affirmed  the  dismissal  of  the  plaintiff’s  second 
count,  based  on  lack  of  informed  consent.  The  court 
held  that  to  establish  such  liability,  the  plaintiff  has 
the  burden  of  proving  by  expert  medical  testimony  that 
a reasonable  physician  of  the  same  school  in  the  same 
or  similar  circumstances,  would  have  told  the  patient 
of  the  risks  and  that  the  failure  to  disclose  was  the 
proximate  cause  of  the  injuries.  It  is  insufficient  for 
the  plaintiff  to  merely  allege  the  failure  of  the  defen- 
dant to  tell  the  plaintiff  of  the  attendant  risks  and  pos- 
sible damage:  the  only  evidence  showed  that  it  was  not 
the  custom  or  practice  to  tell  the  patient  of  the  possi- 
bility of  extravasation.  The  plaintiff  also  failed  to  es- 


tablish by  expert  medical  testimony  that  the  defen- 
dants had  a duty  to  advise  the  plaintiff  of  the  probabil- 
ities of  success  and  of  alternate  methods  of  treatment. 

New  York  cases  are  substantially  in  agreement  with 
the  above.  However,  a recent  decision  of  the  United 
States  Court  of  Appeals  for  the  District  of  Columbia, 
known  as  the  Canterbury  case,  has  gone  quite  far  in 
applying  the  doctrine  of  informed  consent  and  estab- 
lishes rules  that  have  not  been  followed  in  New  York, 
or  in  any  state  that  I know  of.  The  Canterbury  case 
stresses  the  following  points: 

A physician  must  disclose  the  risks  of  treatment 
whether  a patient  asks  or  not. 

The  law,  not  prevailing  medical  practice,  governs 
which  risks  must  be  disclosed. 

Disclosure  cannot  be  avoided  simply  because  it 
might  lead  a patient  to  balk  at  needed  treatment. 

It  was  left  to  the  jury  to  decide  whether  it  was  negli- 
gent for  a surgeon  to  fail  to  disclose  to  a patient  that 
paralysis  occurs  in  1 per  cent  of  laminectomies.  This 
case  involved  a 19-year  old  man  who  was  oper- 
ated for  a ruptured  disc.  Prior  to  surgery  the  youth’s 
mother,  who  lived  in  another  state,  was  consulted  by 
telephone.  She  asked  if  a laminectomy  was  a serious 
operation,  and  was  told,  “Not  any  more  than  any  other 
operation.”  The  operation  then  proceeded,  and  no 
consent  was  obtained  from  her  until  after  she  arrived 
at  the  hospital  and  after  the  surgery  had  been  per- 
formed. The  next  day  the  patient  fell  out  of  bed  and  a 
few  hours  later  partial  paralysis  set  in.  The  defendant 
testified  that  the  risk  of  paralysis  in  a laminectomy  is 
“somewhere  in  the  nature  of  1 per  cent.”  He  described 
that  as  a “very  slight  possibility.”  He  did  not  tell  the 
patient  this  because  he  felt  he  needed  the  operation 
and  was  afraid  he  might  refuse.  The  Court  said: 
“Some  dangers — infection,  for  example — are  inherent 
in  any  operation:  there  is  no  obligation  to  communicate 
those  of  which  persons  of  average  sophistication  are 
aware.”  For  an  interesting  discussion  of  this  whole 
case,  see  the  article  in  Medical  Economics,  September 
25,  1972  issue,  entitled  “Informed  Consent:  Could  you 
pass  this  Court’s  Test?” 

To  illustrate  the  exaggerated  manner  in  which  the 
doctrine  of  informed  consent  is  injected  into  law  suits, 
a case  recently  tried  by  Harold  Shapero  of  this  office  is 
of  interest.  Dr.  S.  plaintiff’s  expert,  testified  we 
should  have  informed  the  patient  about  a certain  risk. 
Our  physician  testified  that  he  had  so  informed  the  pa- 
tient. However,  just  to  test  the  plaintiff’s  expert  as  to 
what  he  did  in  his  own  practice,  Mr.  Shapero  asked 
him  the  following: 


Question: 

You  testified  that  you  did  two  operations 
this  morning? 

Answer: 

Yes. 

Question: 

One  was  abdominal? 

Answer: 

Yes. 

Question: 

One  was  hip  pinning? 

Answer: 

Yes. 

Question: 

Did  you  tell  either  of  those  patients  what 
the  risks  and  complications  would  be? 

Answer: 

No.  It  would  take  24  hours  to  tell  them 
all  the  risks  and  complications. 

Recognition  that  Doctors  May  be  Named  for  an 
Ulterior  Purpose.  In  a Second  Department  case  there 
is  a very  interesting  comment  by  J.  Hopkins.  Acting 
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Presiding  Justice,  about  a subject  that  has  also  been 
the  source  of  much  concern  to  the  judges  that  preside 
over  the  Malpractice  Panel  in  New  York.  J.  Hopkins 
said: 

Moreover,  we  note  with  disapproval  that  the  plain- 
tiff’s attorney  admitted  during  the  course  of  the  trial 
that  these  two  doctors  had  been  joined  as  parties  de- 
fendant solely  for  the  purpose  of  obtaining  their  tes- 
timony as  experts.  Indeed,  after  reading  portions  of 
their  depositions,  the  plaintiff’s  attorney  offered  to 
discontinue  the  action  against  them. 

A plaintiff  may  of  course  call  a defendant  in  a 
malpractice  case  to  testify  as  an  expert  witness,  to 
establish  the  plaintiff’s  case.  But  in  so  doing,  as  the 
Court  of  Appeals  has  said,  “It  is,  of  course,  assumed 
that  a plaintiff,  in  naming  a doctor  as  a defendant, 
has  done  so  in  good  faith,  on  the  basis  of  his  relation- 
ship with  the  case  and  not  as  a device  or  subterfuge 
in  order  to  afford  the  plaintiff  an  opportunity  to  call 
him  as  an  expert  witness.  ” 

Will  Minimal  Standards  of  Experience  Be  Re- 
quired? In  the  September-October,  1972,  issue  of  the 
Bulletin  of  the  American  College  of  Surgeons,  there  is 
an  article  entitled,  “Guidelines  for  Minimal  Standards 
in  Cardiovascular  Surgery.”  It  reads  in  part  as  fol- 
lows: 

It  is  recognized  that  there  is  a critical  density  of 
case  material  that  is  required  to  maintain  an  ade- 
quate standard  of  practice.  The  performance  of  at 
least  100  to  150  open  heart  operations  per  year  by  an 
independent  team  is  desirable  to  maintain  an  ade- 
quate standard.  While  it  is  desirable  that  patients 
be  referred  to  the  primary  hospital,  a team  may  op- 
erate in  more  than  one  hospital.  However,  the  eco- 
nomical use  of  equipment  and  personnel  requires  at 
least  75  cases  per  year  in  each  hospital. 

The  laboratory  should  be  available  on  a 24-hour-a- 
day  basis  for  emergency  procedures  and  must  be  suf- 
ficiently well  organized  so  that  preoperative  studies 
may  be  scheduled  in  advance,  postoperative  follow- 
up studies  performed,  and  emergencies  handled  ex- 
peditiously. It  should  be  possible  to  review  films  at 
any  time  day  or  night  through  the  availability  of  ap- 
propriate projectures  and  proper  filing  systems. 
Recently,  a commission  headed  by  James  DeWeese, 
M.D.,  of  Rochester,  New  York,  laid  down  very  precise 
guidelines  for  the  performance  of  vascular  operations 
stating  in  part  that  the  surgeons  who  perform  such  pro- 
cedures should  do  seventy  or  more  a year  to  keep  up 
' their  skills  and  should  operate  with  a trained  team. 

Similar  recommendations  have  been  issued  with 
relation  to  practically  every  branch  of  medicine.  They 
form  a part  of  the  subject  matter  discussed  at  meetings 
of  the  plaintiff’s  bar. 

Comparative  Responsibility  Among  Defendants. 

A significant  decision  which  was  summarized  in  the 
New  York  State  Law  Digest  recently  will  do  much  to 
change  the  thinking  in  our  cases  where  there  are  two  or 
more  defendants  all  of  whom  have  participated  in  one 
or  more  acts  of  negligence.  The  article  reads  as  fol- 
lows: “While  working  at  a job  site,  plaintiff  was  in- 

jured by  an  electric  charge  emanating  from  a high  ten- 
sion wire  owned  by  Lighting  Co.  He  sued  both  the 
contractor  and  the  Lighting  Co.,  who  in  turn  filed  cross- 
claims against  each  other.  Verdicts  were  returned  in 


favor  of  plaintiff  against  both  defendants.  Since  both 
were  guilty  of  active  negligence,  was  either  entitled  to 
a recovery  over  from  the  other?  Held,  Dole  v.  Dow 
Chemical  Co.  (30  NY2d  143)  has  eliminated  the  active- 
passive  negligence  rule  which  formerly  governed  right 
of  one  defendant  to  recover  over  against  the  other. 
The  new  rule  permits  apportionment  of  damages 
among  joint  or  concurrent  tortfeasors  regardless  of  the 
degree  or  nature  of  the  concurring  fault.  A determina- 
tion should  be  made  as  to  the  share  of  the  judgment  to 
be  charged  against  each  defendant. 

A practical  demonstration  of  how  the  thinking  of 
lawyers  has  changed  since  the  above  decisions  took 
place  recently.  A family  physician  sent  a patient  to  a 
surgeon  for  the  treatment  of  a bleeding  ulcer.  The 
surgeon  performed  a subtotal  gastrectomy  about  which 
there  was  no  criticism.  A month  after  that,  while  the 
surgeon  was  away,  the  general  practitioner  put  the  pa- 
tient back  in  the  hospital  and  drained  a wound  abscess 
and  sent  the  patient  home,  but  on  three  subsequent 
occasions,  a month  or  more  apart,  the  patient  was  back 
in  the  hospital  where  his  care  was  almost  entirely  man- 
aged by  the  surgeon  although  the  general  practitioner 
did  visit  him  at  times  and  probably  could  be  held  to 
have  some  knowledge  of  his  condition.  The  abscess 
persisted  despite  incision  and  drainage,  and  finally  four 
or  five  months  later,  he  was  back  in  the  hospital  not 
only  with  the  abscess  but  with  a fistula  draining  bile. 
The  surgeon  treated  this  conservatively  and  sent  him 
home.  He  then  went  to  a city  where  a doctor  exam- 
ined him  and  sent  him  to  a surgeon.  He  was  admitted 
to  a hospital  where  a series  of  tests  were  performed 
that  clearly  showed  the  fistula,  and  the  fact  that  the 
fistula  would  not  heal  without  surgery.  There  was 
some  reason  to  feel  that  had  been  true  at  the  time  of 
his  previous  hospital  admission.  He  had,  meanwhile, 
lost  much  time  from  work  and  was  put  to  a great  deal 
of  expense.  The  plaintiff’s  lawyer  finally  arrived  at  a 
figure  and  said  that  he  did  not  care  who  paid  it  but 
that  he  was  going  to  try  to  hold  the  general  practitioner 
and  the  surgeon  although  he  was  inclined  to  think  that 
the  surgeon  had  been  more  to  blame  for  what  hap- 
pened. The  attorney  for  the  surgeon  said  he  would 
settle  if  the  carrier  for  the  general  practitioner  would 
put  up  50  per  cent  of  the  settlement,  but  the  Judge 
who  had  read  the  Dole  decision,  was  inclined  to  agree 
that  much,  if  not  all,  the  blame  should  be  laid  at  the 
door  of  the  surgeon.  Eventually,  the  case  was  settled 
with  the  surgeon  contributing  more  than  two-thirds  of 
the  total  settlement.  One  can  think  of  many  cases  like 
the  above  one.  You  may  have  many  physicians  and/or 
hospitals  who  have  some  awareness  of  improper  treat- 
ment that  is  being  carried  on,  but  if  they  are  bowing  to 
the  judgment  of  the  senior  man  who  is  in  charge,  stress 
is  increasingly  going  to  be  laid  on  the  fact  that  a major 
share  of  the  settlement  should  come  from  the  one  who 
bears  the  most  responsibility  and  has  the  most  training 
in  the  specialty  involved.  It  is  difficult,  for  instance, 
to  see  how  the  average  general  practitioner  can  substi- 
tute his  judgment  for  that  of  the  surgeon  who  is  taking 
care  of  a draining  wound. 

Increased  Cost  of  Insurance  Not  Limited  to  United 
States  Physicians.  It  is  not  only  physicians  who  are 
subject  to  criticism,  but  lawyers,  accountants,  and  en- 
gineers as  well.  The  cost  of  malpractice  insurance  for 
each  of  these  groups  has  greatly  increased,  and  the  sit- 
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uation  is  not  just  true  of  the  United  States.  In  the  an- 
nual report  of  the  Medical  Protection  Society,  which 
takes  care  of  the  insurance  for  the  doctors  of  Great 
Britain,  Canada,  Australia,  and  New  Zealand,  there 
are  the  following  comments:  “The  outstanding  feature 
of  the  year  under  review  is  the  enormous  increase  in 
the  amount  paid  by  the  Society  for  damages  and  costs 
on  behalf  of  members.  The  total  amount  exceeded  the 
previous  year’s  total  by  just  over  100,000  pounds.  We 
have  in  earlier  reports  stressed  how  the  constant  fall  in 
the  purchasing  power  of  money  has  inflated  the  sums 
awarded  as  damages.  The  amounts  which  the  Society 
has  to  pay  on  behalf  of  members  nowadays  not  infre- 
quently run  into  five  figures  for  a single  claim.  There 
were  several  such  claims  during  the  past  year.  Whilst 
it  is  to  be  hoped  that  100  per  cent  increase  in  damages 
and  costs  paid  during  the  past  year  will  not  grow  at 
anything  approaching  that  rate,  it  is  necessary  to  face 
the  fact  that  the  trend  is  upwards  and  it  would  be  fan- 
ciful to  imagine  that  the  money  required  to  satisfy 
claims  for  damages  in  the  years  ahead  is  not  going  to 
increase  both  steadily  and  substantially.  The  figures 
emphasize  more  and  more  the  vital  need  that  medical 
practitioners  have  for  the  protection  and  freedom  from 
financial  anxiety  which  membership  in  the  Society  af- 
fords them.  Indeed,  as  we  stated  in  our  last  report,  for 
a physician  to  practice  his  profession  when  not  a mem- 
ber of  a medical  protection  organization  would  in  the 
times  in  which  we  live  clearly  be  the  highest  of  folly. 

George  Bernard  Shaw  once  said  that  “Every  profes- 
sion is  but  a conspiracy  against  the  laity.”  In  com- 
menting on  this  caustic  remark,  a distinguished  En- 
glish speaker  said,  “It  is  no  doubt  right  that,  faced 
with  public  criticism,  we  should,  as  we  are  doing,  look 
to  see  where  we  fall  short  in  rendering  public  service 
and  inspiring  public  confidence.” 

Punitive  Damage  Theory  Rejected.  In  a liberal  ju- 
risdiction like  California,  it  was  heartening  to  read  that 
restraints  have  been  put  on  the  practice  of  seeking  to 
collect  not  only  compensatory  but  punitive  damage  as 
well  on  the  ground  that  the  mistake  made  is  practically 
equal  to  malice,  and  hence,  should  be  punished.  The 
American  Medical  News  of  October  2,  1972  summa- 
rized the  case  of  Ebaugh  v.  Rabkin,  99  Cal.  Rptr.  706, 
as  follows:  "Punitive  damages  could  not  be  recovered 

where  a physician,  acting  in  good  faith,  did  not  know 
that  he  was  operating  on  the  wrong  person  and  there 
was  no  evidence  of  malice,  a California  appellate  court 
ruled.  Two  women  were  admitted  to  a hospital  and 
scheduled  for  surgery  at  the  same  time.  One  was  to 
have  a breast  biopsy  and  the  other  gallbladder  surgery. 
The  patients  were  on  the  same  ward  and  were  attended 
by  the  same  nurses.  As  a result  of  a mixup  in  charts, 
each  patient  underwent  the  surgery  scheduled  for  the 
other.  When  the  surgeon  scheduled  to  perform  the 
gallbladder  surgery  opened  up  the  patient’s  abdomen 
and  found  a normal  gallbladder,  he  examined  the  chart 
and  the  patient’s  wrist  band  and  discovered  the  error. 
The  surgeon  operating  on  the  other  patient  soon  dis- 
covered the  mixup  and  repaired  the  wound  he  had 
made.  The  patient  scheduled  for  breast  biopsy 
brought  action  against  the  surgeons,  the  hospital,  and 
the  medical  group  to  which  the  surgeon  who  operated 
on  her  abdomen  belonged.  The  jury  awarded  her 
$7,500  compensatory  damages  against  all  parties,  and 


punitive  damages  of  $10,000  against  her  own  surgeon, 
$5,000  against  the  second  surgeon,  $30,000  against  the 
hospital,  and  $30,000  against  the  medical  group.  An 
appeal  by  the  patient’s  surgeon  and  the  hospital  was 
dismissed  because  of  entry  of  a judgment  in  their  favor 
notwithstanding  the  verdict.  The  second  surgeon  and 
the  medical  group  appealed,  contending  that  the  issue 
of  punitive  damages  should  not  have  been  submitted  to 
the  jury,  and  that  if  punitive  damages  were  a jury 
issue,  then  the  court’s  instructions  were  in  error.  They 
did  not  challenge  the  award  for  compensatory  damages. 
The  appellate  court  said  that  in  order  to  warrant  an 
award  of  punitive  damages,  an  act  must  be  both  inten- 
tional and  accompanied  by  aggravating  circumstances 
amounting  to  malice.  Under  the  law,  the  only  form  of 
malice  creating  the  right  to  exemplary  damages  is  mal- 
ice in  fact,  the  court  said.  It  defined  malice  in  fact  as 
a desire  to  do  harm  for  the  mere  satisfaction  of  doing 
it.  There  was  no  evidence  that  the  surgeon  was  guilty 
of  malice,  the  court  pointed  out.  Due  to  inadvertence, 
the  surgeon  was  acting  under  a mistake  of  fact,  and 
punitive  damages  could  not  be  recovered  where  a per- 
son acting  in  good  faith  committed  battery  under  a 
mistake  of  fact,  the  court  ruled.  There  also  was  error 
in  awarding  punitive  damages  against  the  medical 
group,  the  court  said.  Although  an  employer  could  be 
held  liable  for  an  employee’s  act  under  the  doctrine  of 
respondeat  superior,  he  was  not  responsible  for  puni- 
tive damages  when  he  neither  directed  nor  ratified  the 
act.  The  court  affirmed  the  portion  of  the  judgment 
awarding  compensatory  damages  and  reversed  the  por- 
tion on  punitive  damages. 
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Professional  Medical  Liability  Insurance  and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 


The  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  are  as  follows: 


Robert  G.  Hicks,  M.D.,  Chairman  New  York 

David  Kershner,  M.D.,  Vice-Chairman  Kings 

George  L.  Collins,  Jr.,  M.D.  Erie 

Andrew  H.  Patterson.  M.D.  New  York 

Arthur  J.  Mannix.  Jr.,  M.D.  Westchester 

Raymond  S.  McKeeby,  M.D.  Broome 

Alfred  L.  L.  Bell,  M.D Kings 

Carl  Goldmark,  Jr.,  M.D.,  ex  officio  New  York 

Albert  M.  Schwartz,  M.D.,  ex  officio  New  York 

William  F.  Martin,  Esq.,  ex  officio New  York 


Mr.  Frank  Appleton,  Executive  Secretary  New  York 

Increased  Frequency.  For  many  years  we  have 
been  watching  the  severity  of  malpractice  cases  in  our 
State  increase  rather  rapidly  while  frequency  of  cases 
remained  relatively  the  same.  In  the  last  few  years,  we 
have  observed  the  frequency  figure  begin  to  rise. 

In  reviewing  malpractice  suits  alone,  and  eliminating 
claims  and  events  that  are  reported  because  they  might 
develop  into  a malpractice  case,  we  noticed  that  in 
1970  we  had  564  suits  started  in  our  program.  This 
figure  jumped  to  803  in  1971,  and  for  the  first  six 
months  in  1972  (just  half  a year)  we  had  494  new  mal- 
practice suits. 

In  looking  for  a reason  for  this  increase,  the  possibili- 
ty of  no-fault  automobile  insurance  has  been  suggested. 
It  may  be  that  plaintiffs’  attorneys  are  becoming  more 
and  more  aware  that  a large  part  of  their  business  may 
be  lost  if  no-fault  automobile  insurance  were  adopted 
in  our  State,  and  they  are  looking  for  a new  source  of 
income.  Parenthetically,  no-fault  malpractice  insur- 
ance is  a subject  that  is  usually  brought  up  in  HEW 
hearings,  or  other  malpractice  symposiums  across  the 
country.  To  date  we  have  not  heard  of  a workable  ad- 
aptation of  the  no-fault  principle  in  the  field  of  mal- 
practice insurance. 

As  members  of  our  professional  liability  program,  we 
are  interested  in  knowing  what  steps  are  being  taken  to 
keep  up-to-date  with  this  increase  in  frequency.  Over 
the  past  year  our  carrier.  Employers  Insurance  of  Wau- 
sau. has  doubled  its  claim  staff  and  reorganized  per- 
sonnel functions  in  an  effort  to  maintain  high  stan- 
dards of  claim  service.  William  F.  Martin.  Esq.,  our 
legal  counsel,  has  informed  the  members  of  the  Profes- 
sional Medical  Liability  Insurance  and  Defense  Board 
that  it  will  be  necessary  to  use  the  help  of  other  de- 
fense firms  to  keep  the  backlog  of  pending  cases  in 
check  while  he  increases  his  own  staff.  These  outside 
firms  will  be  selected  by  the  company  with  Mr.  Mar- 
tin's advice  and  assistance. 

Premium  Costs.  Although  premium  costs  remain 
at  an  extremely  high  level,  our  latest  regrouping  of 
some  of  the  medical  specialty  categories  resulted  in  a 
slight  overall  decrease  in  premiums  throughout  the 
State.  In  some  cases,  premiums  for  specialties  in- 
creased slightly  and  in  other  cases  there  were  de- 
creases. Although  this  net  decrease  was  possible  at 
this  time,  we  should  be  aware  of  the  continued  increase 
in  frequency,  and  anticipated  loss. 


Other  Carriers.  In  spite  of  the  fact  that  our  Socie- 
ty program  has  the  lowest  expense  ratio  of  any  in  the 
country  (15L  per  cent),  and  in  spite  of  the  fact  that  we 
are  permitted  to  retain  our  own  firm  of  actuaries  to  re- 
view the  actual  figures  to  make  sure  that  our  rates  are 
justified,  we  have  still  had  a drop  of  633  members  in 
our  program  during  the  first  six  months  of  1972. 

Experience  of  other  independent  groups  in  New  York 
State  over  the  past  many  years  has  been  very  unsatis- 
factory. Perhaps  this  can  best  be  demonstrated  by 
quoting  a list  that  was  published  in  our  last  annual  re- 
port: 

St.  Paul  Mercury  discontinued  their  program 
through  the  American  College  of  Radiologists  in 
1953. 

Lloyds  of  London  and/or  other  companies  begin- 
ning in  1953  started  wTiting  a considerable  volume  of 
malpractice  insurance.  The  November.  1959.  issue 
of  the  AMA  News  carried  an  article  on  the  liquida- 
tion of  British  Commercial  Insurance,  Ltd.,  one  of 
the  “other  companies.”  Since  that  time  Lloyds  has 
not  been  writing  much  malpractice  insurance  in  the 
State  of  New  York. 

Lloyds  was  the  carrier  for  a program  started  in 
1954  by  the  American  College  of  Pathologists.  This 
was  discontinued  by  the  College  in  1958. 

British  Commercial  Insurance,  Ltd.,  was  one  of 
the  companies  that  had  insured  members  of  the 
American  College  of  Physicians.  On  November  13, 
1959,  the  insurance  administrator  for  this  program 
regretfully  told  their  members  of  the  “voluntary  li- 
quidation” of  this  company. 

Interstate  Fire  and  Casualty  Company  started 
writing  for  members  of  the  American  Society  of 
Anesthesiology  in  1952.  Effective  February  15,  1961. 
this  company  canceled  all  anesthesiologists'  policies 
in  New  York  State,  irrespective  of  stated  expiration 
dates. 

The  Professional  Insurance  Company  of  New  York 
discontinued  writing  policies  for  anesthesiologists  in 
January,  1963. 

Michigan  Mutual  began  writing  malpractice  insur- 
ance for  the  American  College  of  Surgeons  in  1955 
but  stopped  writing  new  and  renewal  policies  on 
September  1,  1963. 

The  American  Insurance  Company  wrote  for  mem- 
bers of  the  American  Academy  of  General  Practice 
for  eight  years  but  refused  to  renew  as  of  January  1, 
1965. 

The  Interstate  Fire  & Casualty  Company,  writing 
a program  for  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  refused  to  write  limits  over 
Sl60,000/$300,000  as  of  January  1,  1966. 

Fidelity  General,  as  of  September,  1966.  would  no 
longer  issue  policies  in  excess  of  S25, 000/875. 000  in 
New  York  State  for  members  of  the  International 
College  of  Surgeons. 

Public  Service  Mutual,  writing  insurance  for  mem- 
bers of  the  New  York  State  Society  of  Anesthesiology 
since  January  1,  1963,  did  not  renew  policies  after 
January  1.  1967. 

The  Professional  Insurance  Company  of  New  York. 
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as  of  January  1.  1968,  would  write  limits  of  only 
S15. 000/S45. 000  for  a period  of  time  until  they  made 
other  arrangements  for  reinsurance. 

St.  Paul  Fire  & Marine  Insurance  Company  re- 
fused to  renew  professional  liability  coverage  for  the 
American  Academy  of  General  Practice  in  the  New 
York  City  area  as  policies  expired,  commencing  late 
in  1969. 

Our  State  Society  program  has  been  in  existence 
since  1921  and  has  served  the  members  well.  It  is  our 
program,  ours  to  mold  and  develop  as  we  wish.  We 
again  urge  all  members  to  seriously  read  the  booklet 
entitled  “Treating  the  Malpractice  Claims  Epidemic." 
Additional  copies  are  available  through  the  office  of  the 
Indemnity  Representative. 

Quarterly  Payments.  In  March  of  1972  a method 
of  paying  malpractice  premiums  on  a quarterly  basis 
was  developed.  To  ease  into  a program  of  this  kind  it 
was  decided  at  first  to  offer  this  budget  plan  only  to 
members  whose  annual  premiums  were  $1500  or  more. 
The  program  is  still  new  and  it  is  possible  that  this 
81500  figure  will  be  lowered  at  some  time  in  the  future. 
Since  the  payments  are  on  an  even  quarterly  basis, 
there  is  no  allowance  for  a grace  period  and  it  is  ex- 
pected that  payments  will  be  made  promptly. 

The  policy  contract  refers  to  a ten-day  notice  of  can- 
cellation which  is  sufficient  when  canceling  coverage 
for  nonpayment  of  premium.  As  a matter  of  practice, 
bills  are  usually  sent  one  month  in  advance  of  the  due 
date  with  a reminder  shortly  before  the  date  of  the  an- 
nual premium  or  quarterly  payment.  The  cancellation 
notice  itself  permits  an  additional  ten  days  in  which  to 
remit  the  premium.  Under  existing  insurance  laws  in 
our  State,  an  insurance  carrier  must  give  a policyhol- 
der at  least  forty-five  days'  notice  if  they  do  not  plan  to 
renew  or  continue  a policyholder's  coverage  for  reasons 
other  than  nonpayment  of  premium. 

Personal  Umbrella  Policy.  Members  will  be  inter- 
ested in  knowing  that  our  carrier.  Employers  Insurance 
of  Wausau,  is  developing  a personal  umbrella  policy  to 
act  as  a layer  of  casualty  insurance  on  top  of  a physi- 
cian's automobile,  homeowners,  watercraft,  and  so 
forth  casualty  policies.  This  is  not  designed  to  be  a 
layer  on  top  of  the  malpractice  policy,  since  we  are  al- 
ready prepared  to  write  high  limits  directly  through  the 
Society's  program.  Excess  major  medical  coverage  can 
be  added  to  this  policy  on  an  optional  basis.  We  hope 
to  have  additional  detailed  information  on  this  policy 
in  the  early  part  of  1973. 

Informed  Consent.  The  matter  of  obtaining  a prop- 
er informed  consent  continues  to  be  a problem  for  all 
practicing  physicians  today.  We  may  very  well  think 
of  it  as  being  unfair,  unjust,  impractical,  harmful  to  a 
patient’s  true  welfare,  and  so  on,  but  the  fact  is  that 
we  cannot  avoid  the  problem  and  we  must  be  aware  of 
it  in  our  daily  practice.  In  a neighboring  jurisdiction, 
the  District  of  Columbia,  there  is  the  recent  case  of 
Canterbury  vs.  Spence  in  which  it  was  left  to  a jury  to 
decide  whether  it  was  negligent  of  a surgeon  to  fail  to 
disclose  to  the  patient  that  paralysis  could  be  expected 
in  1 per  cent  of  laminectomies.  With  juries  of  lay  peo- 
ple being  permitted  to  pass  judgment  on  such  matters, 
we  can  anticipate  further  trouble  with  the  doctrine  of 
informed  consent  in  the  future.  There  is  no  simple  so- 
lution. There  is  no  panacea.  Each  of  us  must  be 
auare  of  the  problem  and  certainly  where  there  are 


known  hazards  to  a surgical  procedure  or  the  adminis- 
tration of  a particular  drug  these  facts  should  be  ex- 
plained to  the  patient  (or,  in  some  cases  the  patient’s 
family).  The  records  should  show  that  the  dangers 
were  explained  and  who  was  present  during  the  expla- 
nation so  the  physician  can  prove  that  informed  con- 
sent was  obtained. 

Malpractice  Symposium.  Employers  Insurance  of 
Wausau  has  again  offered  to  sponsor  a luncheon  meet- 
ing for  county  advisory  committee  chairmen  through- 
out the  State.  Earlier  this  year,  many  county  chair- 
men met  with  claim  representatives  from  the  company 
in  an  effort  to  improve  the  effectiveness  of  the  commit- 
tee system.  The  forthcoming  symposium  will  give 
committee  chairmen  an  opportunity  to  share  experi- 
ences and  raise  questions  of  general  interest  to  the  pro- 
gram. 

1972  Meeting  of  the  House  of  Delegates.  At  the 

last  meeting  of  the  House  of  Delegates,  several  matters 
were  brought  before  the  House  and  referred  to  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense 
Board.  The  Board  members  have  studied  these  prob- 
lems and  the  minutes  of  our  April  19,  1972,  meeting 
read  in  part  as  follows: 

Public  Relations.  Resolution  No.  72-27,  passed  at 
the  last  House  of  Delegates  meeting,  was  referred  to 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  and  the  Committee  on  Public  Relations 
by  the  Council.  It  was  the  general  feeling  of 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  members  that  we  should  not  attempt  at 
this  time  to  “advise  the  public”  that  “the  cost  of 
professional  liability  insurance  is  . . . rapidly  escalat- 
ing." (to  use  some  of  the  words  from  the  Resolution). 
The  Board  members  did  feel,  however,  that  there 
might  be  some  specific  areas  where  the  combined  ef- 
forts of  the  Board  and  the  Committee  on  Public 
Relations  might  be  helpful.  Board  members  were 
asked  to  give  further  thought  as  to  just  what  these 
areas  might  be. 

Notification  to  a County  Society  prior  to  Cancela- 
tion of  an  Individual  Policy.  The  Board  reviewed 
the  fact  that  Resolution  72-98  had  been  presented  at 
the  last  House  of  Delegates  meeting,  urging  that  the 
Board  notify  a county  society  before  cancellation  of 
an  individual  physician's  insurance.  It  was  noted 
that  this  resolution  was  not  passed  by  the  House  of 
Delegates,  but  the  reference  committee  did  urge  the 
Board  to  notify  the  individual  county  societies  prior 
to  final  determination  of  a member’s  insurance.  The 
Board  reviewed  the  fact  that  they  were  charged  with 
certain  responsibility  by  the  Constitution  and  By- 
Laws  of  the  State  Society  and  felt  that  to  try  to  com- 
ply with  such  a resolution  would,  indeed,  hamper 
their  effectiveness.  The  members  did  feel,  however, 
that  in  certain  instances  they  might  wish  to  call 
upon  a particular  subcommittee  or  county  commit- 
tee for  a recommendation  prior  to  making  their  own 
decision. 

Compulsory  Arbitration.  Resolution  72-26.  passed 
at  the  last  House  of  Delegates  meeting,  has  been  re- 
ferred to  the  Board  and  legal  counsel  for  action. 
The  reference  committee  had  amended  the  resolu- 
tion in  the  following  form: 

“ Resolved , that  the  Medical  Society  of  the  State  of 

New  York  explore  the  possibility  of  arbitration 
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agreements  entered  into  voluntarily,  but  the  re- 
sults of  which  are  binding  on  both  parties.” 

It  was  noted  that  in  Suffolk  County,  with  agree- 
ment of  the  local  medical  society  and  bar  associa- 
tion, a voluntary  arbitration  system  has  been  set  up 
with  binding  results.  The  possibility  of  using  the 
American  Arbitration  Association  in  certain  instan- 
ces, and  in  certain  territories,  is  being  explored. 
The  chairman  was  asked  to  write  to  our  legal  coun- 
sel, asking  him  to  use  his  influence  to  try  to  have  the 
results  of  the  malpractice  mediation  panel  set  up  in 
the  Supreme  Court  of  the  County  of  New  York  made 
binding  on  all  parties.  It  was  noted  that  there  is 
some  discussion  in  other  counties  of  having  similar 
mediation  panels  set  up  and  again  the  Board  urges 
our  legal  counsel  to  use  his  influence  to  try  to  have 
the  results  of  these  panels  become  binding  on  all 
parties. 


Conclusion.  I would  like  to  take  this  opportunity  to 
give  particular  thanks  to  our  insurance  carrier,  Em- 
ployers Insurance  of  Wausau,  for  their  willingness  to 
expand  their  forces  to  handle  this  increase  in  malprac- 
tice case  frequency.  We  thank  William  F.  Martin, 
Esq.,  for  taking  steps  to  hold  down  the  backlog  of 
pending  suits,  and  to  the  indemnity  representative  and 
his  staff  for  their  continued  efforts  to  be  of  service  to 
our  program.  Last  but  not  least,  I would  like  to  give 
personal  thanks  to  each  member  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  for  giv- 
ing a great  deal  of  time  and  effort  to  the  study  of  our 
mutual  problems.  Much  work  is  involved.  In  our 
most  recent  report  to  the  Council  in  May  of  1972,  we  re- 
quested an  increase  in  Board  membership  from  seven 
to  nine  members. 

Respectfully  submitted, 

Robert  G.  Hicks,  M.D.,  Chairman 
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1973  HOUSE  OF  DELEGATES 


Scientific  Activities  and  Publications 


Publications 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Publications  Committee  are  the 


following: 

Albert  H.  Douglas,  M.D.,  Chairman  Queens 

Arthur  H.  Diedrick,  M.D.  Westchester 

Warren  A.  Lapp,  M.D.  Kings 

Milton  Gordon,  M.D Suffolk 

Alfred  A.  Angrist,  M.D.  Queens 

William  Hammond,  M.D.  Westchester 


During  1972,  this  committee  was  reactivated,  and  its 
first  meeting  was  held  on  April  12,  1972.  William  Ham- 
mond, M.D.,  who  had  planned  to  retire  as  of  July  1st, 
and  Alfred  A.  Angrist,  M.D.,  his  successor,  were  present 
at  this  meeting. 

The  June  15th  issue  of  the  New  York  State  Journal 
of  Medicine  contained  a valedictory  address  by  Dr. 
Hammond,  and  the  July  1st  issue  carried  an  editorial  in- 
troduction of  the  new  editor  by  the  chairman  of  the  Pub- 
lications Committee.  The  committee  is  happy  to  report 
that  the  transition  of  editorial  responsibility  has  been  an 
orderly  one.  The  high  quality  of  the  Journal  has  been 
maintained,  and  the  committee  wishes  to  express  its 
thanks  to  the  editorial  staff  for  their  fine  cooperation 
during  a time  of  change. 

In  subsequent  meetings,  the  committee  has  reviewed 
the  composition  of  the  Associate  Editorial  Board.  Sev- 
eral changes  have  been  recommended,  involving  the  re- 
tirement of  several  members  because  of  removal  from  the 
state  or  because  of  poor  health.  The  policy  of  having 
representation  from  each  medical  school  of  the  State 
has  been  continued  with  the  approval  of  the  Council. 
Journal  objectives  and  long  range  planning  were  dis- 
cussed. An  attempt  is  to  be  made  to  shorten  the  time 
required  for  publication. 

The  Publications  Committee  carefully  reviewed  a 


proposed  microfilm  publication  agreement  with  the 
UMF  Systems,  Inc.,  for  the  reproduction  of  selected 
articles  from  the  Journal.  All  copyright  aspects  will  be 
covered  and  standard  royalties  allowed.  This  agreement 
has  been  approved  by  the  Council  and  the  Board  of 
Trustees. 

At  the  February  1972  meeting  of  the  House  of  Dele- 
gates, the  Redway  Medal  and  Award  for  excellence  in 
medical  writing  was  presented  to  Susan  T.  Carver,  M.D., 
of  the  New  York  Hospital-Cornell  Medical  Center,  for 
her  article  on  “Ecology  of  Coronary  Heart  Disease." 
At  the  same  meeting,  a Citation  for  Distinguished  Ser- 
vice to  the  Journal  was  presented  to  Lloyd  T.  Barnes. 
M.D.,  and  Alfred  P.  Ingegno,  M.D.,  for  their  faithful 
services  as  members  of  the  Associate  Editorial  Board. 

The  Annual  Dinner  of  the  Associate  Editorial  Board 
was  well  attended  and  the  retiring  editor,  William  Ham- 
mond, M.D.,  was  commended  by  all  present  for  his  years 
of  meritorious  service.  The  chairman  of  the  committee 
attended  this  dinner  and  was  much  impressed  with  the 
affection  demonstrated  for  Dr.  Hammond,  and  with  the 
comments  made  by  the  members  of  the  Board  concern- 
ing the  improvements  in  the  format  and  in  the  quality  of 
the  Journal  as  a scientific  publication.  This  dinner  is 
a modest  recognition  of  the  hours  of  work  donated  by  the 
Associate  Editorial  Board  and  gives  the  members  an  op- 
portunity to  get  acquainted  and  to  exchange  ideas  for  the 
improvement  of  the  Journal. 

As  in  previous  years,  the  Journal  had  an  exhibit  at  the 
annual  convention  in  February.  This  was  well  received. 
Suggestions  from  members  were  solicited.  These  sug- 
gestions and  the  answers  to  a questionnaire  published  in 
the  February  1.  1972,  issue  have  been  most  welcome  and 
have  been  studied. 

In  concluding  this  report,  your  committee  wishes  to  ex- 
press its  thanks  to  the  editorial  staff,  to  the  business 
staff,  and  to  the  advertising  staff  of  the  Journal  for  their 
loyal  and  conscientious  work;  and,  also,  to  Henry  I.  Fine- 
berg,  M.D.,  and  to  J.  Richard  Burns,  J.D.,  for  having 
expedited  the  work  of  the  committee. 

Respectfully  submitted, 

Albert  H.  Douglas,  M.D.,  Chairman 
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Second  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  Annual  Meeting  of  the  Second  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  was  held 
on  Friday,  September  15,  1972,  8:00  P.M.  at  the  Nassau 
Academy  of  Medicine. 

Joseph  G.  Zimring,  M.D.,  Chairman  of  the  Nomina- 
ting Committee,  presented  the  following  slate  of  officers, 
to  assume  office  upon  election  and  to  serve  for  the  en- 
suing two  years: 

President: Philip  I.  Levitan,  M.D. 

1st  Vice-President  Clement  J.  Boccalini,  M.D. 

2nd  Vice-President  Leonard  Weitzman,  M.D. 


Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

As  in  the  past,  the  Fifth  District  Branch  has  had  an- 
other active  year. 

The  Fifth  District  insurance  program  under  Charles  J. 
Sellers  & Co.,  Inc.,  has  moved  ahead  at  a rapid  pace. 

The  Executive  Committee  met  on  February  14,  1972, 
at  the  Americana  Hotel,  New  York  City,  and  finalized 
plans  for  the  twelfth  annual  combined  meeting  of  the 
Fifth  and  Sixth  District  Branches  to  be  held  at  the 
Southampton  Princess,  Bermuda,  September  20  to  24, 
1973.  Fliers  regarding  the  Bermuda  meeting  will  be  sent 
out  to  all  members  in  the  early  part  of  April  and  it  is 
hoped  that  reservations  will  be  returned  early. 

Following  a very  successful  and  enjoyable  ten-day  trip 
to  Spain  and  the  Costa  del  Sol  in  June,  Mr.  Russell  H. 
Feltus,  executive  director,  was  given  authority  to  arrange 
one  or  two  travel  holidays  each  year.  Plans  have  been 
completed  for  a week’s  Roman  holiday  starting  Novem- 
ber 24,  1972. 

The  Sixth  District  Branch  was  host  at  the  eleventh 
annual  combined  meeting  at  The  Concord,  Kiamesha 
Lake,  September  15  to  17,  1972.  The  members  parti- 
cipated in  the  many  social  activities  and  the  scientific 
program. 

The  annual  meeting  of  the  Fifth  District  Branch  was 


Sixth  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  Eleventh  Combined  Annual  Meeting  of  the  Fifth 
and  Sixth  District  Branches  was  held  at  the  Concord 
Hotel,  Kiamesha  Lake,  New  York  on  September  15, 
16,  and  17,  1972. 

A cooperative  educational  program  with  the  American 


Secretary John  A.  Billows,  M.D. 

Treasurer  Daniel  Freedman,  M.D. 

District  Delegate  Jeff  J.  Coletti,  M.D. 

Executive  Director  Mr.  Don  Cairns 

There  being  no  nominations  from  the  floor,  the  slate 
was  closed  and  was  unanimously  elected. 

An  interesting  program  on  the  forthcoming  Scientific 
Meeting  in  Paris  was  presented  by  Mrs.  Roslyn  Brom- 
berg. 

Respectfully  submitted, 

Philip  I.  Levitan,  M.D.,  President 


held  at  11:30  A.M.  on  September  16  when  it  was  voted  to 
again  financially  assist  the  Student  American  Medical 
Association.  The  following  slate  of  officers  was  elected 
to  serve  during  1972-1973: 

President — Robert  B.  Bryant,  M.D.,  Syracuse 
First  Vice-President — Clarke  T.  Case,  M.D..  Utica 
Second  Vice-President — Irving  Cramer,  M.D.,  Utica 
Secretary — George  H.  Hanlon,  M.D.,  Gouverneur 
Treasurer — Thomas  P.  Hamilton,  Jr.,  M.D., 

Watertown 

Delegate — Bernard  J.  Hartnett,  M.D.,  Auburn 
The  retiring  officers  were  given  a standing  ovation  for 
their  successful  leadership  of  the  district  during  the  past 
two  years.  Dr.  Bryant  was  congratulated  on  his  election 
as  president  and  Mr.  Feltus  was  extended  a sincere 
“thank  you”  for  his  handling  of  the  many  administrative 
details  during  the  past  two  years. 

I wish  to  thank  the  presidents  and  members  of  the 
component  county  medical  societies  for  their  assistance 
during  my  term  of  office  and  I am  sure  Dr.  Bryant  will 
receive  the  same  cooperation. 

Respectfully  submitted, 

Bernard  J.  Hartnett,  M.D.,  President 


Medical  Association  was  developed  for  the  membership. 
Bernard  J.  Harrison,  J.D.,  Director,  AMA  Division 
of  Medical  Practice,  addressed  those  present  on  the 
AMA’s  activities  relative  to  Medical  Office  Manage- 
ment programs.  Mr.  John  Fochtman  of  the  AMA’s 
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Washington  Office  reviewed  current  legislative  programs 
and  the  status  of  the  AMA’s  legislation  efforts  relative 
to  changing  the  qualifying  dates  for  M.D.’s  under  Social 
Security. 

Rex  Kenyon,  M.D.,  of  Oklahoma  City,  was  the  guest 
speaker  at  the  banquet.  Doctor  Kenyon  a Past  Presi- 
dent of  the  Oklahoma  State  Medical  Association  and 
the  Oklahoma  County  Medical  Society  is  also  an  alter- 
nate delegate  to  the  AMA  and  serves  on  the  national 
speakers’  bureau.  Doctor  Kenyon  presented  an  informa- 
tive lecture  on  the  AMA’s  outlook  on  legislation,  and 
on  its  current  activities. 

The  Sunday  AMA  program  regarding  forensic  medi- 
cine, has  almost  become  a tradition  at  the  Fifth-Sixth 
District  Annual  Meeting.  Faruk  B.  Presswalla,  M.D., 
Associate  Medical  Examiner,  City  of  New  York,  pre- 
sented a very  interesting  lecture  on  “Medico-legal  In- 
vestigative Systems — Its  History  and  Present  Role  in 
the  Administration  of  Justice.”  Interest  in  all  of  the 
programs  was  demonstrated  by  the  lively  question  and 
answer  sessions. 

The  Sixth  District  Branch  held  its  annual  meeting 
on  Saturday,  September  16.  The  annual  financial  re- 
port and  budget  was  presented  and  approved.  Those 


Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Seventh  District  Branch  in  the  last  year  has  had 
a considerable  amount  of  activity  beginning  with  the 
problem  of  New  York  State  Health  Department  Regu- 
lation 86: 11(c),  which  mandates  payment  for  medical 
services  provided  a hospital  in-patient  by  a radiologist, 
anesthesiologist,  or  pathologist  as  part  of  the  hospital’s 
reimbursement  rate.  This  regulation  was  opposed  by 
the  Branch  but  it  is  evidently  not  to  be  reconsidered 
until  1973.  Attempts  to  regulate  the  practice  of  medi- 
cine and  the  conditions  under  which  physicians  prac- 
tice, such  as  this  proposal,  are  being  opposed  on  the 
basis  of  freedom  of  the  profession  to  practice  in  the 
manner  in  which  they  choose. 

Along  the  same  lines,  we  conducted  a strong  program 
to  oppose  the  regulations  that  emanated  as  a result  of 
the  Health  Insurance  Disclosure  Act.  This  three  para- 
graph law  was  intended  to  keep  consumers  informed  of 
the  health  insurance  package  they  were  purchasing. 
However,  lengthy  regulations  were  issued  establishing  fee 
schedules  and  many  other  things,  some  of  which  were 
regulating  the  practice  of  medicine. 

Another  area  where  we  were  very  much  involved  is 
health  planning  in  our  region.  Unknown  to  organized 
medicine,  a health  service  corporation  was  developed 
by  the  planners  and  would  be  supervised  by  them. 
This  idea  of  putting  medicine  on  a public  utility  basis 
was  not  only  opposed  by  the  medical  profession,  but  by 
a strong  group  of  other  professionals,  disadvantaged 
consumers,  and  many  others  who  were  interested.  The 
Northern  Tier  proposal  was  defeated.  A Southern  Tier 
proposal,  somewhat  different,  was  approved  and  is 
being  implemented. 


present  also  voted  to  increase  the  District  dues  from  one 
dollar  to  two  dollars  per  member.  Again  this  year,  the 
members  voted  to  continue  financial  assistance  to  the 
Student  American  Medical  Association,  Syracuse  Chap- 
ter. 

The  members  reviewed  Resolution  72-6  “Transfer  of 
Medical  Society  of  Chenango  from  the  Sixth  District 
Branch  to  the  Fifth  District  Branch.”  The  Resolution 
was  approved  by  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  last  February  1972. 
Because  of  this  action,  the  members  removed  the  name 
of  Thomas  M.  Flanagan,  M.D.,  as  Treasurer  of  the  Sixth 
District  Branch  and  appointed  Herbert  Wilk,  M.D.,  a 
Binghamton  physician,  as  Treasurer. 

A change  in  the  Bylaws  of  the  District  Branch  which 
were  submitted  to  MSSNY  last  year  was  approved  by  the 
Council.  The  District  membership  voted  approval  and 
requested  that  revisions  be  published  and  distributed. 

It  was  reported  that  the  1973  meeting  will  be  held  in 
Bermuda  and  that  the  Fifth  District  Branch  would  be 
the  host.  Scientific  programs  are  being  developed  in 
cooperation  with  the  Bermuda  Medical  Association. 

Respectfully  submitted, 
Paul  M.  DeLuca,  M.D.,  President 


The  District  Branch  approved  a motion  to  support 
the  foundation  for  medical  care  movement.  We  co- 
sponsored, with  the  Medical  Society  of  the  County  of 
Monroe,  resolutions  which  were  presented  to  the  1972 
House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York.  These  urged  the  dissemination  of  infor- 
mation on  foundations  by  the  State  Medical  Society, 
the  establishment  of  a State  Institute,  and  assistance 
by  the  State  Society  in  establishing  medical  founda- 
tions. These  are  proving  to  be  innovative  in  providing 
patient  care,  preserving  freedom  of  choice  for  both  pa- 
tient and  physician,  preserving  the  fee-for-service 
method  and  answering  the  problems  of  accessibility, 
costs,  and  quality  of  care.  The  Monroe  Plan  for  Medi- 
cal Care  is  currently  initiating  contracts.  All  physi- 
cians in  the  Seventh  District  Branch  are  eligible  to 
participate  and  be  represented  in  the  activities  of  the 
foundation.  At  this  point  in  time,  approximately  600 
physicians  in  the  area  are  members,  the  majority  with- 
in Monroe  County.  As  soon  as  the  Blue  Cross/Blue 
Shield  contract  is  implemented,  this  will  be  felt  through- 
out the  entire  region.  The  tradename  for  the  founda- 
tion health  insurance  program  is  Health  Watch.  Some 
county  societies  in  the  District  have  indicated  a desire 
to  apply  the  foundation  principle  to  various  health  in- 
surance proposals  being  discussed  at  local  levels. 

Also,  a Peer  Review  Committee  throughout  the  Sev- 
enth District  Branch  has  been  organized  and  is  ready 
to  function. 

A publication  entitled,  “Monroe  Comments,”  being 
distributed  widely  in  the  State  of  New  York  and  emanat- 
ing from  the  Medical  Society  of  the  County  of  Mon- 
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roe,  is  now  being  produced  as  a Seventh  District 
Branch  and  Monroe  County  Medical  Society  effort,  to 
which  we  are  providing  financial  and  editorial  support. 

A Committee  on  Continuing  Education  has  been  ap- 
pointed to  study  the  problem  of  professional  education 
in  response  to  the  many  concerns  directed  towards  this 
area. 

We  have  joined  with  the  Medical  Society  of  the 
County  of  Monroe  in  support  of  Blue  Shield  negotia- 
tions for  an  adjustment  in  the  benefit  schedule.  This 
was  a retroactive  adjustment  from  July  of  1969  which 
was  suspended  by  the  unexpected  Economic  Stabiliza- 
tion Act.  We  are  now  appealing  the  negative  decision 
of  the  Price  Commission  which  has  admitted  the  in- 
equity of  the  situation.  The  numerous  Presidential 
Newsletters  from  Monroe  County  have  explained  the 
activities  relating  to  the  Price  Commission  action. 
Originally  a 13.5  per  cent  benefit  schedule  adjustment 
had  been  successfully  negotiated  with  Genesee  Valley 
Medical  Care,  Inc.  The  Price  Commission,  at  the  date 
of  this  writing,  has  offered  a 7.5  per  cent  adjustment, 
but  this  was  based  on  individual  physicians  justifying 
their  ability  to  accept  the  increase.  The  success  of  the 
entire  Blue  Shield  program  hinges  on  a class  exception 
for  all  physician  participants.  Our  Blue  Shield  Pro- 
gram is  unique  in  that  it  has  been  a means  of  regulat- 
ing physicians’  fees.  If  we  cannot  obtain  this  recogni- 
tion from  the  Price  Commission  this  will  be  a serious 
portent  for  the  future  of  Blue  Shield. 

The  District  Branch  cosponsored  with  the  Monroe 
County  Medical  Society  seminars  on  the  Documenta- 
tion of  Care  in  view  of  the  many  requirements  of  both 
Medicare  and  Medicaid. 

The  Seventh  District  Branch  by-laws  are  in  the  pro- 
cess of  revision  and  by  the  time  of  this  publication  are 
expected  to  be  approved.  In  the  constitution  and  by- 
laws revision,  standing  or  ad  hoc  committees  in  the 
areas  of  cancer,  health  planning,  education,  economics, 
professional  relations,  peer  review,  program,  public 
relations,  legislation,  and  workmen’s  compensation 
have  been  established. 

The  annual  caucus  room  arrangements  with  the 
Eighth  District  Branch  have  proved  quite  successful 
.and  will  continue. 

During  the  course  of  the  year,  a move  was  initiated 
to  establish  a stronger  socio-economic  section  to  han- 
dle affairs  for  physicians  in  Monroe  County  and  the 
District  Branch.  This  issue  is  as  yet  unsettled,  but 
there  is  no  disputing  the  fact  that  physicians  are  pre- 
ponderantly in  favor  of  a more  effective  effort  in  this 
area  of  concern.  Additional  funds  for  staffing  and  ac- 
tivities in  this  area  are  essential  to  its  success. 

We  continue  to  be  involved  with  the  Leisurac  Travel 
Agency’s  bankruptcy  suit  in  which  many  of  our  mem- 
bers deposited  their  funds.  It  is  hoped  this  will  be  set- 
tled shortly.  Legal  counsel  has  been  active  on  the  part 
of  the  District  Branch  and  the  individual  physician 
members.  Attempts  to  recover  the  monies  through  in- 
dividual and  group  legal  actions  are  being  carried  out. 

Wayne  Templer,  M.D.,  Past  President,  was  present- 
ed with  a silver  pitcher  with  a suitable  engraving,  as  a 
token  of  esteem. 

The  District  Branch  increased  its  contribution  to  the 
Bulletin  as  the  result  of  an  audit  by  the  Internal  Reve- 
nue Service,  and  its  determination  that  there  should  be 
a larger  membership  contribution  to  support  this  activ- 
ity. 


As  President  of  the  District  Branch,  it  was  my  privi- 
lege to  participate  in  the  151st  Annual  Meeting  of  the 
Medical  Society  of  the  County  of  Monroe,  an  event  to 
remember.  Russell  B.  Roth,  M.D.,  President-Elect  of 
the  American  Medical  Association  was  the  featured 
speaker  and  spoke  on  the  future  of  medical  practice. 
Robert  C.  McVeigh,  M.D.,  was  inaugurated  as  Presi- 
dent of  the  Monroe  County  Medical  Society. 

Another  event  of  considerable  significance  was  the 
flood  which  decimated  many  of  our  members’  homes 
and  offices  in  the  Steuben  County  area.  It  was  most 
fortunate  that  the  Monroe  County  Medical  Society  had 
staff  and  physicians  who  helped  tremendously  in  over- 
coming some  of  the  difficulties.  David  Kluge,  M.D., 
and  Mr.  Donald  M.  Irish  manned  a civil  disaster  medi- 
cal command  post.  Such  services  included  supplies  to 
the  hospitals  and  physicians  and  nurses  in  the  area. 
Our  heartfelt  thanks  to  those  who  assisted  in  this  en- 
deavor. Our  sympathies  to  those  who  suffered. 

Meetings  have  taken  place  with  the  new  Rochester 
Regional  Medical  Program  Director,  Peter  Mott,  M.D., 
as  a result  of  which  we  expect  programs  to  assist  in  the 
physician  distribution  problem.  This  is  presently 
under  development.  The  problem  of  primary  physi- 
cian attrition  in  the  District  is  acute.  The  Regional 
Medical  Program  would  like  to  determine  the  precise 
areas  of  physician  need,  the  type  of  physicians  needed, 
and  some  system  to  assist  in  locating  and  placing  phy- 
sicians where  shortages  exist. 

The  Program  Committee  has  elected  Whiteface  Inn 
on  Lake  Placid  as  the  meeting  place  for  the  Annual 
Meeting  in  1973. 

The  1972  Annual  Meeting  of  the  Seventh  District 
Branch  was  held  in  Victor,  New  York,  on  October  19, 
1972.  Subjects  discussed  included  “Physicians’  Surgi- 
cal Privileges  in  the  Non-Teaching  Hospitals;”  “Con- 
stitution and  By-Law  Changes;”  “A  New  Socio-Eco- 
nomic Section;”  “Nominees  for  State  Society  Office.” 

A scientific  convention  was  held  in  conjunction  with 
the  Eighth  District  Branch  at  the  El  Conquistador 
Hotel  in  Puerto  Rico  from  October  1 to  October  8, 
1972.  The  program  for  this  meeting  included: 

Johnny  F.  Jiminez,  M.D.,  Past-President,  Section 
of  Pediatrics,  Puerto  Rico  Medical  Association,  who 
spoke  on  Endemic  Diseases  in  Children. 

Mr.  William  Sandow,  Jr.,  Executive  Director  of 
Blue  Cross  of  Puerto  Rico,  who  spoke  on  the  prob- 
lems in  administering  Blue  Cross  in  Puerto  Rico. 

Mr.  Emory  Bulbs,  Assistant  Director,  Office  of 
Program  Planning  and  Evaluation,  U.S.  Department 
of  Health,  Education  and  Welfare,  who  spoke  on 
Foundations. 

Edward  Siegel,  M.D.,  President,  Medical  Society 
of  the  State  of  New  York,  the  guest  speaker  at  the 
banquet  who  discussed  current  problems  and  the  fu- 
ture State  Society  activities. 

The  demands  on  physicians  and  staff  continue  to  in- 
crease. We  are  fortunate  in  having  a fair  number  of 
physicians  willing  to  dedicate  themselves  to  the  prob- 
lems of  our  times,  further  supported  by  Executive  Sec- 
retary Donald  M.  Irish  and  Administrative  Assistant 
Mrs.  Patricia  Philpott,  who  succeeded  Mrs.  Marie 
Bernhardi  as  Administrative  Assistant. 

Respectfully  submitted, 

Erich  Hirsch,  M.D.,  President 
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Ninth  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  Annual  Meeting  of  the  Ninth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  was  held  on 
February  14,  1972,  at  the  Americana  Hotel  in  New  York 
City.  Westchester  County  again  played  host  to  the 
representatives  of  the  five  component  societies.  Arthur 
H.  Diedrick,  M.D.,  Councilor  for  the  Ninth  District 
Branch  from  Westchester,  was  present. 

A letter  to  Irving  Weiner,  M.D.,  President,  Ninth 
District  Branch,  from  Harold  Sobel,  M.D.,  Secretary, 
Medical  Society  County  of  Orange,  was  read.  The  Med- 
ical Society  of  the  County  of  Orange  nominated  Leonard 
Weiss,  M.D.,  of  Middletown,  New  York,  for  Treasurer  of 
the  Ninth  District  Branch.  Dr.  Weiss  was  unanimously 
elected  as  Treasurer  for  two  years. 

On  behalf  of  the  Medical  Society  of  the  State  of  New 
York,  Henry  I.  Fineberg,  M.D.,  Executive  Vice-Presi- 
dent, thanked  the  Ninth  District  Branch  for  its  con- 
tinued interest  and  support  and  extended  an  invitation 
to  all  members  to  visit  the  new  headquarters  building  at 
Lake  Success. 

There  was  a general  discussion  regarding  foundations. 


It  was  suggested  that  a larger  county  such  as  Westchester 
could  lead  the  way  because  they  have  a large  member- 
ship and  adequate  facilities. 

The  report  on  the  Legislation  meeting  held  at  Tappan 
Zee  Motor  Inn  on  January  27,  1972,  was  read  and  ac- 
cepted. 

Dr.  Weiner  made  some  general  observations  regarding 
his  tenure  as  President  and  thanked  everyone  for  his  co- 
operation and  support. 

The  officers  of  the  Ninth  District  Branch  serving  until 
February,  1974  are: 

President Garrett  W.  Vink,  M.D.,  Putnam 

First  Vice-President  . . Burton  Allyn,  M.D.,  Rockland 

Second  Vice-President 

Wallace  M.  Sheridan,  M.D.,  Westchester 

Secretary  James  K.  Keeley,  M.D.,  Dutchess 

Treasurer  Leonard  S.  Weiss,  M.D.,  Orange 

Respectfully  submitted, 

Garrett  W.  Vink,  M.D.,  President 
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1973  HOUSE  OF  DELEGATES 


Medical  Services 


Economics 


To  The  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the  fol- 


lowing: 

Robert  E.  Westlake,  M.D.,  Chairman  Onondaga 

Dallas  E.  Billman,  M.D Steuben 

Jeff  J.  Coletti,  M.D. Nassau 

William  C.  Felch,  M.D Westchester 

Alfred  L.  George,  M.D Genesee 

Robert  G.  Hicks,  M.D.  New  York 

Robert  C.  McVeigh,  M.D.  Monroe 

Harold  N.  Schwinger,  M.D Kings 

Francis  A.  Stephens,  M.D.  Albany 


As  of  the  date  of  this  report,  the  committee  has  held 
five  meetings,  February  2,  May  17,  August  10,  Septem- 
ber 27,  and  October  25,  1972. 

Relative  Value  Scale.  Progress  has  been  made  by 
the  Interspecialty  Committee  in  the  development  of  a 
Relative  Value  Scale.  The  consensus  of  the  Economics 
Committee  was  that  it  was  high  time  to  bring  this 
study  to  a conclusion,  and  it  was  voted  unanimously 
that  the  groups  in  the  section  on  medicine  must  sub- 
mit all  material  by  May  1,  1972,  if  it  is  to  be  included 
in  our  scale. 

The  cooperation  and  progress  made  by  the  Interspe- 
cialty Committee  and  its  respective  groups  is  to  be 
commended.  This  has  been  a monumental  task.  The 
final  product  will  be  reviewed  by  the  members  of  the 
Economics  Committee,  and  where  the  various  groups 
have  been  unable  to  arrive  at  a consensus,  the  Eco- 
nomics Committee  will  have  to  make  the  decision. 

However,  because  of  the  problem  faced  by  the  Inter- 
specialty Committee  and  its  subcommittees  in  the  for- 
mation of  the  different  sections,  and  the  necessity  of 
giving  priority  to  the  Workmen’s  Compensation  fee 
schedule  negotiations,  the  deadline  of  May  1,  1972,  for 
submission  of  a completed  RVS  by  the  Interspecialty 
Committee  to  the  Economics  Committee  has  proved 
impossible  to  meet.  This  project  has  dragged  on,  and 
it  was  felt  that  unless  some  firm  deadline  was  set  and 
held  to,  the  delays  would  continue.  It  was  agreed  that 
early  Fall  of  1972  would  be  the  latest  date  afforded  the 
specialty  societies  to  complete  their  task  and  that  fail- 
ure to  meet  this  deadline  would  mean  that  those  sec- 
tions still  uncompleted  by  September  of  1972  would  be 
dealt  with  by  the  Economics  Committee.  The  likely 
date  for  having  available  a printed  RVS  is  anticipated 
to  be  about  December  of  1972. 

The  committee  noted  that  the  resolution  previously 
approved  by  this  committee  and  forwarded  to  the 
Council,  with  regard  to  the  AMA's  constituting  a com- 
mittee on  Relative  Value  Scales,  with  adequate  input 
from  the  component  state  medical  societies,  to  insure 
coordinated  activity  in  this  area,  was  introduced  in  San 
Francisco  in  June.  A proposed  resolution  by  the  Cali- 
fornia Medical  Association  regarding  the  formation  by 
the  AMA  of  a committee  to  modify  Current  Procedural 


Terminology  was  also  considered  by  the  committee  and 
after  discussion,  it  was  decided  that  pending  clarifica- 
tion of  the  issues  involved,  no  recommendation  by  the 
Medical  Society  of  the  State  of  New  York  should  be 
made. 

Resolution  72-8,  Relative  Value  Scales  and  Fee 
Schedules.  This  resolution  was  considered  by  the 
committee  and  the  comment  was  made  that  this  repre- 
sented the  thinking  of  this  committee  as  expressed  sev- 
eral times.  It  was  therefore  endorsed  and  the  commit- 
tee recommended  to  the  Council  that  all  parties  con- 
cerned with  Relative  Value  Scales  and  Fee  Schedules 
be  made  aware  of  this  resolution,  the  resolved  portion 
of  which  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  policy  that  relative  value  scales 
utilized  by  county  medical  societies,  foundations,  in- 
surance carriers,  and  government  should  conform  in 
general  to  a relative  value  scale  approved  by  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  the  policy  of  varying  conversion 
factors  based  on  socioeconomic  factors  of  the  differ- 
ent geographic  areas  be  continued. 

The  following  is  a run-down  on  the  progress  of  the 
various  specialty  societies: 

Surgical  Section.  The  problems  that  had  arisen  in 
inter-relating  the  various  surgical  and  sub-specialties 
into  a combined  scale  that  would  reflect  the  pre- 
vailing fee  patterns,  and  the  steps  taken  to  resolve 
them,  were  described.  The  thorny  question  of  dura- 
tion of  inclusive  post-operative  care  was  discussed. 
No  final  decision  has  as  yet  been  reached  by  the 
surgical  groups.  The  consensus  was  that  the  post- 
operative care  period  included  in  the  surgical  unit 
value  should  represent  the  routine  non-complicated 
after-care  that  would  cover  the  great  majority  of 
cases  of  a specific  operative  procedure. 

Medicine.  Copies  of  the  proposed  scale  were  dis- 
tributed. The  discussion  emphasized  the  difficulty 
in  arriving  at  definitions  that  would  satisfy  all  the 
pecularities  of  the  sub-groups  involved  in  this  sec-, 
tion.  The  inclusion  of  time  as  a factor  was  dis- 
cussed; exploration  indicated  the  limitations  of  this 
as  a criterion. 

Radiology.  This  section  was  supposedly  complete 
and  copies  were  distributed.  However,  Dr.  Schwing- 
er had  recently  informed  us  that  the  American  Col- 
lege of  Radiology  is  changing  some  items  but  that 
these  would  not  be  major.  It  was  hoped  the  changes 
would  be  available  in  time  to  be  incorporated  in  the 
final  scale. 

Pathology.  The  data  have  been  submitted  but  not 
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yet  subjected  to  comparative  analysis.  No  major 
problem  was  anticipated  in  this  section. 

Anesthesiology.  Although  the  New  York  State 
Society  of  Anesthesiology  scale  varied  from  the  na- 
tional scale  to  some  degree,  here  again  no  major 
challenge  was  anticipated. 

In  regard  to  the  time  schedule,  it  was  expected 
that  the  Interspecialty  Committee  will  have  com- 
pleted all  sections  and  submitted  them  to  the  Eco- 
nomics Committee  no  later  than  November  15,  1972. 
Max  N.  Howard,  M.D.,  has  requested  that  committee 
members  consider  the  problem  of  obtaining  professional 
expense  data  for  the  different  specialty  groups  through- 
out the  state,  suggesting  that  a representative  group  in 
each  specialty  throughout  the  state  be  requested  to  sub- 
mit the  necessary  data,  preferably  from  their  Schedule-C 
income  tax  returns.  Measures  to  assure  anonymity 
would  be  taken. 

Phase  II,  Wage  Price  Controls.  The  committee 
has  taken  note  of  the  steps  taken  by  MSSNY,  with 
particular  reference  to  the  position  paper  written  by 
George  Himler,  M.D.,  seeking  modifications.  In  re- 
gard to  the  posting  of  fees,  the  State  Society  was  of  the 
opinion  that  a discreet  sign  in  the  physician’s  waiting 
room,  indicating  that  a fee  schedule  was  available  for 
discussion,  would  meet  the  intent  of  the  regulations 
promulgated  to-date.  An  elaboration  of  the  rules  and 
regulations,  as  they  affect  physicians,  is  supposed  to  be 
released  any  day  and  MSSNY  will  be  scanning  this 
very  carefully. 

Resolution  71-71,  Hospital  Preadmission  Diagnos- 
tic Work-Up.  The  committee  feels  that  this  properly 
falls  within  the  province  of  the  Committee  on  Medical 
Care  Insurance  and  was  informed  that  the  latter  was  act- 
ing on  it.  A representative  from  the  Insurance  Depart- 
ment of  the  State  of  New  York  was  expected  at  the  last 
meeting  of  the  Medical  Care  Insurance  Committee,  but 
unfortunately,  he  could  not  attend.  It  is  hoped  that  it 
will  be  possible  to  have  a representative  at  the  next  meet- 
ing so  that  we  can  resolve  this  problem. 

UC-90  P.  United  Medical  Service’s  UC90P  Plan 
and  the  actions  taken  by  several  county  medical  so- 
cieties, as  well  as  by  the  Committee  on  Medical  Care  In- 
surance, have  been  considered.  Also  discussed  were 
HMO’s  and  the  financial  difficulties  some  of  these 
groups  are  encountering. 

Resolution  72-82,  Opposition  to  Lay  Health  Ser- 
vice Organizations.  This  resolution  was  considered,  at 
length.  Although  the  committee  recognized  and  en- 
dorsed the  intention  of  this  resolution,  it  found  fault 
with  several  of  the  items  contained  therein.  The  first 
Whereas  reads:  “The  formation  of  health  service  cor- 

porations is  now  becoming  legal  in  New  York  State.” 
It  felt  that  the  word  becoming  should  be  deleted  since 
Article  44  has  already  made  such  formation  legal.  In 
the  first  Resolve  it  felt  the  phrase  “ adequate  physician 
representation”  was  too  nebulous,  and  that  the  wording 
should  be  altered  to  establish  that  professional  func- 
tions would  remain  under  the  control  of  physicians.  In 
the  second  Resolve  the  phrase  “optimal  involvement” 
should  be  defined  with  greater  specificity,  recognizing 
that  there  is  justification  for  other  interested  groups  to 
have  a voice  in  the  planning  of  over-all  health  care; 
such  participation  however,  should  be  spelled  out  so 
that  those  areas  entirely  professional  in  nature,  such  as 


quality  control,  remain  the  province  of  physicians. 

Resolution  72-92,  Medical  Care  For  the  Poor. 

Exploration  regarding  this  resolution  was  lengthy  and 
exhaustive.  The  many  complex  facets  and  the  multi- 
ple problems  that  the  phrase  “Medical  Care  For  The 
Poor”  encompasses,  were  considered.  Differentiating 
between  medical  care  vs  health  care,  was  stressed;  the 
former  was  deemed  to  be  the  concern  of  the  profession 
and  therefore  of  our  Society — the  latter,  a social  prob- 
lem of  which  medical  care  was  only  a small  and  per- 
haps the  least  significant  item.  The  question  was 
raised  whether  the  problem  was  one  of  non-availability 
of  medical  care,  or  the  failure  of  the  poor  to  take  ad- 
vantage of  what  was  in  fact  available.  The  probable 
necessity  of  interrelating  with  other  groups  concerned 
with  the  education,  housing,  feeding,  and  so  forth,  of 
the  poor  and  how  an  effective  program  could  be  de- 
vised and  implemented,  was  discussed.  The  members 
of  the  committee  were  polled  individually  for  opinions, 
with  specific  reference  as  to  whether  the  Economics 
Committee  could  deal  adequately  with  the  subject  or 
whether  a Task  Force  should  be  appointed  by  the  State 
Society.  The  consensus  was  that  prior  to  reaching  any 
decision  as  to  its  recommendation,  the  committee  seek 
clarification  from  the  Council  to: 

1.  The  definition  of  the  scope  of  the  terms  “Medical” 

and  “Health”  care; 

2.  The  breadth  of  the  problem  the  State  Society 

wishes  to  deal  with; 

3.  The  staff  that  could  be  made  available  for  the 

activity  in  this  area. 

Pending  the  clarification  to  be  sought,  the  members 
of  the  committee  were  requested  to  give  further 
thought  to  the  matter  prior  to  the  next  meeting.  The 
material  obtained  from  the  AMA  relative  to  the 
subject  under  discussion,  was  distributed. 

The  results  of  the  questionnaire  survey  of  the  mem- 
bers of  the  Economics  Committee  indicated  agreement 
that  this  committee  should  address  itself  to  the  charge, 
that  it  should  inter-relate  with  other  committees 
(Medical  Care  Insurance,  Legislation,  Public  Relations 
and  possibly  others),  and  that  additional  staff  would 
have  to  be  furnished  by  the  State  Society. 

After  discussion,  the  committee  decided  that  at  this 
stage  other  committees  need  not  be  involved.  It  was 
noted  that  medical  care  was  but  one  component  of 
health  care  for  the  poor,  the  latter  encompassing  other 
parameters  such  as  sub-standard  housing,  malnutri- 
tion, unemployment,  poverty  and  education;  problems 
to  be  dealt  with  by  social,  educational,  and  political 
agencies.  The  discussion  emphasized  that  our  primary 
concern  would  be  within  the  areas  of  quality  control  of 
medical  care,  availability  of  and  accessibility  to  such 
care,  and  the  maximum  benefits  from  the  dollars  avail- 
able. 

There  was  an  in-depth  exploration  of  the  problems 
relating  to  the  professional,  the  patient,  and  the  system 
variables  that  affect  the  provision  of  medical  care  for 
the  poor. 

Having  defined  our  goal,  it  was  decided  that  before 
we  could  deal  with  solutions,  we  must  determine  the 
deficiencies  that  exist  and  the  reasons  therefor  in  pro- 
viding satisfactory  medical  care  for  the  poor.  Accord- 
ingly, it  was  agreed  that  we  invite  knowledgeable  rep- 
resentatives from  the  Consumer,  Provider  and  System 
groups  to  participate  in  exploratory  discussions. 
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Therefore,  this  committee,  having  been  charged  with 
the  study  of  Medical  Care  for  the  Poor,  and  recogniz- 
ing the  complexity  of  the  problem,  invited  representa- 
tives from  other  disciplines  to  explore  possible  solu- 
tions. The  following  responded: 

Alfred  E.  Miller,  M.D.,  and  Mark  L.  Sills,  of  the 
N.Y.  City  Comprehensive  Health  Planning  Agency; 

Bess  Dana,  Associate  Professor  and  Director,  Office 
of  Education,  Mount  Sinai  School  of  Medicine; 

William  Jones,  Area  Councillor,  Human  Resources 
Development  Institute,  N.  Y.  C.  Central  Labor  Coun- 
cil (AFL-CIO); 

Eugene  Strieker,  M.D.,  Regional  Public  Health 
Administrator,  N.Y.  State  Department  of  Health. 

At  this  meeting  the  chairman  thanked  our  guests  for 
their  attendance  and  outlined  the  purposes  of  the 
MSSNY  Economics  Committee,  stressing  that  we  were 
interested  in  developing  a meaningful  program  rather 
than  rhetoric,  and  would  welcome  suggestions  from  the 
participants,  based  on  the  experiences  within  their 
spheres  of  activity,  that  would  lead  to  the  solution  of 
the  problems  in  providing  good  medical  care  for  the 
poor.  The  distinctions  between  the  physician-provider 
of  medical  care  for  the  poor  and  the  other  components 
constituting  health  care  for  the  poor  (encompassing 
sub-standard  housing,  malnutrition,  unemployment, 
poverty  and  education — problems  that  involve  social, 
educational,  and  political  agencies),  were  outlined. 

Each  of  our  guests  was  then  invited  to  present  their 
views.  Mr.  William  Jones,  after  outlining  his  back- 
ground, stressed  the  non-availability  of  private  physi- 
cians offices  in  ghetto  areas  which  forced  patients  to 
turn  to  hospitals  for  care,  although  this  was  not  their 
choice.  He  mentioned  the  poor  quality  of  medical  care 
in  some  of  the  hospitals  serving  this  segment  of  the 
population.  The  lack  of  financial  resources  prevented 
these  patients  from  going  to  private  physicians  offices 
where  the  latter  were  available.  Eligibility  for  Medi- 
caid was  cut  off  if  the  income  per  family  of  four  was 
above  $4,500 — an  unrealistic  figure.  In  the  discussion, 
it  was  noted  that  many  patients  eligible  for  Medicaid 
assistance  were  unaware  of  how  and  where  to  obtain  it, 
and  that  physicians  could  help  by  directing  them  to 
the  proper  agency.  He  felt  excess  utilization  was 
mainly  the  fault  of  the  primary  physician  who  retained 
the  case  rather  than  refer  the  patient  to  a facility 
where  the  needed  and  more  comprehensive  care  could 
be  rendered  properly.  There  was  not  enough  informa- 
tion to  evaluate  the  quality  of  medical  care  to  the  poor 
on  an  over-all  basis.  The  difficulty  of  getting  physi- 
cians to  make  house  calls  in  ghetto  areas  was  com- 
mented on,  with  the  remark  that  the  visiting  nurse  was 
welcomed  and  respected. 

Mrs.  Dana  emphasized  that  the  problems  of  medical 
care  were  greater  in  this  segment  but  no  different  than 
in  the  general  population,  and  that  it  was  all  part  of 
educating  people  in  the  field  of  health  care.  The  prob- 
lems were  accentuated  among  the  poor  because  they 
were  not  knowledgeable  enough  to  get  around  the 
health  care  delivery  system  hurdles,  some  of  which  she 
described.  She  stressed  that  health  was  not  a low  pri- 
ority to  the  poor,  but  as  it  now  functioned  they  were 
receiving  “acute  crisis”  medical  care  rather  than  con- 
tinuing and  comprehensive  care.  Physicians  must  con- 
cern themselves  with  the  other  problems  involved  in 
good  health  care  rather  than  restricting  themselves  to 


the  limits  of  medical  services.  She  described  how  spe- 
cial clinics  do  deal  with  these  problems  and  cited,  as 
an  example,  the  difficulty  in  communication  between 
different  cultures. 

Dr.  Strieker  stated  that  the  Medicaid  program,  the 
major  stimulant  to  private  medical  care  for  the  poor  in 
recent  years,  has  had  stringent  financial  cut-backs  im- 
posed on  it  which  resulted  in  fragmentation  of  what 
was  designed  originally  as  a comprehensive  program. 
One  of  the  results  has  been  a decrease  in  the  number 
of  physicians  and  dentists  participating  in  the  pro- 
gram, forcing  patients  to  seek  medical  attention  in  al- 
ready overloaded  hospital  emergency  rooms  and  out- 
patient departments.  At  the  start  of  the  Medicaid 
program  20  per  cent  of  those  eligible  in  New  York  City 
utilized  it;  at  the  height  of  the  program,  prior  to  the 
cut-backs,  40  per  cent  were  availing  themselves  of  its 
benefits.  In  New  York  State,  at  the  height  of  the  pro- 
gram 30  per  cent  of  physicians  participated  and  75  per 
cent  of  the  dentists.  Both  of  these  percentages  have 
now  fallen.  As  part  of  the  discussion.  Dr.  Westlake 
stated  that  physicians  must  become  more  involved  in 
out-reaching  programs. 

Dr.  Miller  stated  that  before  an  effective  solution  to 
the  problem  of  private  medical  care  for  the  poor  is  at- 
tainable, it  will  be  necessary  for  the  delivery  system  of 
medicine  to  undergo  a major  change.  He  commented 
on  the  inaccessibility  to  physicians  by  the  poor;  that  in 
New  York  City  they  were  largely  served  by  Medicaid 
mills  delivering  deplorably  poor  quality  medical  care. 
He  felt  that  the  only  answer  was  a panel  system  with 
the  patient  assigned  to  a specific  physician  or  plan, 
and  described  an  experiment  carried  on  in  this  vein  in 
Harlem.  He  felt  it  could  be  expanded  on  a state-wide 
basis.  The  importance  of  continuity  and  the  develop- 
ment of  adequate  data  base  was  stressed. 

A general  discussion  followed.  It  was  obvious  that 
all  parties  represented  had  the  same  objective — medi- 
cal care  of  the  best  possible  quality  available  to  all  seg- 
ments of  our  population.  The  committee  agreed  to 
carefully  consider  all  viewpoints  developed  in  this 
meeting  and  attempt  to  arrive  at  meaningful  decisions. 

Article  44.  The  passage  by  the  Senate  of  an  Act  to 
amend  the  public  law  to  provide  that  directors  and 
members  of  a medical  corporation  need  not  be  physi- 
cians, was  noted.  As  of  this  moment,  we  understand  it 
has  been  referred  to  the  Assembly  without  any  action 
having  been  taken  prior  to  adjournment.  The  memo- 
randum in  opposition,  prepared  by  the  legislative 
counsel  of  MSSNY,  was  read.  Anticipating  that  this 
Act  would  probably  be  re-introduced,  the  committee 
expressed  its  strong  disapproval  of  amending  Article  44 
as  proposed  in  the  Act,  and  recommended  to  the  Coun- 
cil that  it  persist  in  its  vigorous  opposition. 

Assistant  for  Max  AT.  Howard,  M.D.,  Director,  Divi- 
sion of  Medical  Services.  Authorization  was  requested 
from  the  committee  to  include  in  the  annual  report  a 
plea,  couched  in  strong  terms,  for  an  assistant  for  Dr. 
Howard.  Probably  a person  who  is  statistically  orient- 
ed, one  who  can  assist  in  gathering  and  analyzing  data. 
On  motion  duly  made  and  seconded,  it  was  moved  that 
this  recommendation  be  inserted  in  the  annual  report. 

Acknowledgments . Your  chairman  wishes  to  express 
his  appreciation  to  the  members  of  the  committee  for 
their  cooperation  and  attendance  at  meeting;  to  Max  N. 
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Howard.  M.D.,  Director  of  the  Division  of  Medical  Ser- 
vices, for  his  assistance  and  guidance  in  dealing  with 
many  complicated  and  detailed  matters;  and  to  Mrs. 


Medical  Care  Insurance 


To  The  House  of  Delegates,  Gentlemen: 

The  committee  on  Medical  Care  Insurance  is  com- 
posed of  the  following: 

Robert  D.  Fairchild,  M.D.,  Chairman  Onondaga 

Harold  W.  Bales,  M.D. Monroe 

Irving  Cramer,  M.D.  Oneida 

Franz  L.  Ebstein,  M.D.  Queens 

Sidney  I.  Etkin,  M.D.  Albany 

Francis  J.  Loperfido,  M.D.  Bronx 

Samuel  H.  Madell,  M.D.  New  York 

Monte  Malach,  M.D Kings 

William  A.  Schwarz,  M.D.  Richmond 

Joseph  F.  Shanaphy,  M.D.  Richmond 

H.  Gregory  Thorsell,  M.D.  Chautauqua 

Daniel  H.  Webster,  M.D.  Clinton 

John  R.  Williams,  Jr.,  M.D Monroe 

At  the  time  of  this  report,  the  committee  has  held 
three  meetings  during  the  year,  January  13,  April  13, 
and  June  8,  1972. 

UC-90P.  The  committee  reviewed  the  United  Med- 
ical Service’s  new  UC-90P  Filed  Fee  Payment  Program 
being  offered  to  physicians  in  the  seventeen  counties 
covered  by  UMS.  At  the  meeting  in  January,  Mr. 
Carmine  Ammirati,  Vice-President  and  Secretary  of 
UMS,  with  the  assistance  of  charts,  outlined  and  ex- 
plained the  provisions  of  the  plan.  The  substance  of 
his  presentation  follows: 

1.  Based  on  each  physician’s  profile  of  his  usual 
and  customary  fees. 

2.  Will  provide  the  median  of  your  usual  charges  if 
you  are  a UC-90P  Participating  Physician. 

3.  You  will  have  opportunity  to  review  your  fee 
profile  containing  the  median  of  charges  for  the  latest 
complete  year. 

4.  Your  filed  profile  may  be  revised  annually  to  re- 
flect changes  in  your  charges. 

5.  You  will  receive  direct  prompt  payment  as  a 
UC-90P  participating  physician. 

6.  Participation  in  UC-90P  (usual-customary  90th 
percentile  limit)  will  not  be  offered  to  physicians  whose 
fees  and  utilization  patterns  continue  to  exceed  those 
within  the  range  of  90  per  cent  of  the  other  physicians 
in  their  areas  of  practice  (i.e.,  more  than  the  pre- 
vailing). 

7.  The  non-participating  physician  will  be  paid 
less  than  the  participating  physician.  However,  at  all 
times,  the  non-participating  physician  will  receive  the 
median  fee  of  the  fees  charged  for  physicians  in  his 
county  in  which  he  practices. 

8.  Since  based  on  each  physician’s  profile,  sepa- 
rate individual  enrollment  is  essential  and  participa- 
tion is  not  related  to  your  status  in  other  Blue  Shield 
programs. 


Clementine  Thompson  for  her  secretarial  assistance. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 


9.  Lists  of  Participating  Physicians  will  be  avail- 
able to  employer-employee  groups  and  to  physicians 
who  wish  to  identify  to  their  members  and  patients, 
respectively,  those  physicians  who  are  providing  paid- 
in-full  in  filed  usual  and  customary  fee  programs. 

10.  Rates  will  be  based  upon  the  data  in  filed  phy- 
sicians’ profiles.  Efforts,  of  course,  will  be  made  to  sell 
the  broadest  scope  of  benefits  and  include  all  benefits 
at  paid-in-full  level.  Co-insurance  and  other  partial 
payments  by  your  patients  may  be  required  in  those 
instances  in  which  there  is  inability  to  pay  the  rate 
needed  for  the  most  complete  program. 

11.  Participation  responsibilities  include  that  for 
covered  services,  you  will  limit  your  charges  to  those 
listed  on  your  filed  and  approved  profile,  whether  full 
or  partial  payment  is  made  by  Blue  Shield  and  the  re- 
maining balance,  if  any,  by  your  patient. 

12.  Your  participation  status  may  be  terminated  at 
any  time  by  giving  30  days  prior  written  notice.  Simi- 
larly, if  it  becomes  necessary.  Blue  Shield  may  termi- 
nate a physician’s  participation  by  also  giving  30  days 
prior  written  notice. 

In  answer  to  questions,  Mr.  Ammirati  stated  that 
UMS  is  contemplating  asking  those  physicians  receiv- 
ing over  $10,000  from  the  plan  to  accept  a discount  of  1 
per  cent,  with  such  sums  to  be  held  in  escrow,  such 
funds  possibly  to  be  used  to  further  implement  the 
plan,  or  perhaps  to  develop  a collection  mechanism  for 
the  co-insurance  payment  due  the  physician  from  the 
patient,  where  co-insurance  applies.  The  latter  state- 
ment was  challenged  since  it  might  be  construed  as  “fee 
splitting.”  An  opinion  on  this  will  be  sought  from 
Counsel. 

In  regard  to  the  Plan  List  of  Participating  Physicians 
to  be  furnished  subscribers,  questions  were  raised 
whether  this  was  not  a form  of  “blackmail”  and  penal- 
izing to  the  patient  who  selects  a non-participating 
physician.  In  reply,  it  was  noted  that  non-participat- 
ing physicians  would  be  paid  the  median  charge  for 
similar  services  in  their  area,  which  might  result  in 
their  being  paid  less  than  participating  physicians  for 
corresponding  services. 

The  committee  voiced  considerable  criticism  in  re- 
gard to  the  profiles  of  individual  physicians,  as  to  the 
manner  of  their  development  and  their  accuracy  in  re- 
flecting the  physicians’  up-to-date  charges  and  asked 
Mr.  Ammirati  what  effect  the  proposed  program  would 
have  on  the  foundations  now  being  established  by  vari- 
ous county  medical  societies.  He  replied  that  he  saw 
no  conflict  between  them. 

Also  considered  was  the  correspondence  between 
George  Hinder,  M.D.,  at  the  time  President  of  the 
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State  Medical  Society,  and  Carl  R.  Ackerman,  M.D., 
Chairman  of  the  Board  of  Directors  of  UMS,  as  well  as 
correspondence  from  the  Nassau  County  Medical  Soci- 
ety and  the  Nassau  Medical  Services  Foundation. 
Katherine  L.  Friedmann,  M.D.,  then  president  of  the 
Medical  Society  of  the  County  of  Westchester,  pointed 
out  that  the  same  questions  had  been  raised  by  the 
members  of  her  Society  and  that  after  the  first  meeting 
the  recommendation  was  made  that  members  not  sup- 
port the  plan,  but  that  after  a subsequent  meeting  with 
Mr.  Ammirati  and  further  explanation  of  the  coverage, 
they  had  decided  to  reconsider  the  recommendation 
and  that  the  matter  is  still  pending. 

Mr.  Ammirati  also  stated  that  UMS  stood  ready  to 
cooperate  with  the  Society  in  any  and  every  manner. 
After  he  left,  there  was  further  discussion,  and  it  was 
felt  that  further  exploration  and  clarification  of  the 
many  points  raised,  had  to  be  obtained.  Accordingly, 
it  was  moved  and  unanimously  passed  that  the  com- 
mittee recommend  to  the  Council  that  at  this  time  the 
Medical  Society  of  the  State  of  New  York  not  endorse 
or  support  the  UC-90P,  United  Medical  Service  pro- 
gram. 

It  has  been  subsequently  noted  that  UMS  has  modi- 
fied some  of  its  original  provisions  to  meet  the  criti- 
cisms voiced  by  the  committee. 

RESOLUTIONS 

70-76,  Reimbursement  for  Radiological  Services  by 
Blue  Shield  instead  of  Blue  Cross.  It  had  been 
hoped  that  Mr.  Robert  Lomicky,  Supervising  Actuary, 
or  some  other  representative  from  the  New  York  State 
Insurance  Department  would  be  present  at  this  meet- 
ing so  some  definitive  action  in  regard  to  this  Resolu- 
tion could  be  taken  at  this  time.  Unfortunately,  Mr. 
Lomicky  had  not  replied  to  our  letter  of  invitation;  he 
was  contacted  by  the  phone  and  stated  he  was  unable 
to  attend  due  to  the  pressure  of  business,  that  no  sub- 
stitute was  available  and  was  very  vague  as  to  any  fu- 
ture attendance.  Without  participation  by  the  New 
York  State  Department  of  Insurance,  it  was  felt  that  a 
discussion  at  this  time  would  be  fruitless.  It  was  the 
consensus  of  the  committee  that  every  effort  be  made 
by  the  MSSNY  to  have  a representative  of  the  Insur- 
ance Department  attend  the  next  meeting.  It  was 
moved  and  seconded  that  we  pursue  our  efforts  to  ef- 
fect the  intention  of  the  resolution. 

The  aim  of  the  above  resolution  to  have  professional 
services  covered  by  Blue  Shield  rather  than  Blue  Cross, 
whether  in-patient  or  out-patient,  led  to  a discussion  of 
similar  problems  that  had  arisen  in  connection  with 
the  proposed  revision  of  Article  86.11(c),  Rules  and 
Regulations  by  the  Department  of  Health  of  the  State 
of  New  York.  The  vigorous  actions  taken  by  the 
MSSNY  in  regard  to  the  latter  were  again  noted,  as 
well  as  the  request  to  the  Commissioner  of  Health,  at  a 
meeting  in  December,  that  the  changes  be  postponed 
for  at  least  one  year.  No  further  word  has  been  re- 
ceived to  date. 

It  was  also  noted  that  a similar  problem  of  coverage 
of  physicians’  services  had  arisen  in  connection  with 
the  New  York  State  Insurance  Department’s  draft  of 
Minimum  Standards,  etc.,  Section  52.5,  Chapter  554. 
In  the  latter  instance,  the  Society  had  again  expressed 
strong  objection  and  pursued  actions  similar  to  those  in 
regard  to  86.11(c). 


71-15,  Third  Party  Programs:  No  Income  Ceiling, 
Service  Benefits  Contracts  with  Fixed  Fee  Sched- 
ules. Discussion  was  held  regarding  our  meeting  on 
Sept.  16,  1971,  with  George  W.  Melcher,  Jr.,  M.D., 
President  of  Group  Health  Insurance.  A communica- 
tion to  Dr.  Fairchild,  dated  Dec.  15,  1971,  from  Samuel 
Wagreich,  M.D.,  was  read.  It  was  his  opinion  that  Dr. 
Melcher  had  not  addressed  himself  responsively  to  the 
matter  stated  in  the  resolution.  It  was  noted  that  al- 
though many  of  our  members  were  opposed  to  the 
“Paid-in-full”  benefits,  the  inadequate  fee  schedule, 
and  other  features  of  GHI  coverage,  we  saw  no  effective 
approach  we  could  take,  as  a Society,  to  force  elimina- 
tion or  modification  of  the  policy  provisions  offered  by 
GHI.  Subscribers  had  the  option  of  purchasing  other 
types  of  insurance,  and  physicians  had  the  choice  of 
participating  or  not  participating. 

In  regard  to  the  question  of  utilization  and  quality 
care,  it  was  our  understanding  that  GHI  referred  such 
evaluation  to  the  peer  review  committee  of  the  local 
county  medical  society  involved.  It  was  moved  and 
approved  that  the  above  opinions  be  transmitted  to  the 
Council.  It  was  further  moved  and  approved  that  we 
recommend  to  the  Council  that  it  communicate  to  GHI 
our  request  that  the  roster  of  participating  physicians 
be  made  and  kept  current,  with  the  elimination  of  the 
names  of  those  physicians  who  had  long  since  resigned 
from  participation.  It  was  also  moved  and  approved 
that  GHI  clarify  its  notices  to  its  subscribers  so  that 
they  clearly  understand  that  the  phrase  “full  payment” 
only  applies  to  participating  physicians. 

71-12,  Opposition  to  the  $2,500/$4,000  & $4,000/ 
$6,000  Contracts-UMS.  We  have  been  informed  by 
United  Medical  Service  that  both- the  $2,500/$4,000 
and  the  $4,000/$6,000  contracts  are  being  phased  out. 

Correspondence  was  read  from  Joel  S.  Archer,  M.D., 
in  which  he  requests  that  physicians  who  do  not  accept 
Medicare  assignments  should  receive  copies  of  pay- 
ments received  by  patients  so  they  can  evaluate  the 
proper  reimbursement  for  the  services  rendered.  Since 
these  matters  are  controlled  by  HEW  regulations,  it 
was  questionable  whether  we  could  effect  any  such 
change. 

Subsequent  to  the  meeting  a communication  from 
the  AMA  was  received  acknowledging  receipt  of  a 
resolution  on  Notification  by  Medicare  approved  by 
the  New  York  State  Society  of  Anesthesiologists, 
which  seeks  the  same  end  as  Dr.  Archer.  The  AMA 
had  requested  the  anesthesiologists  to  furnish  addi- 
tional information  regarding  the  type  of  errors  re- 
ferred to.  A copy  of  this  letter  will  be  sent  to  Dr. 
Archer. 

The  question  of  whether  furnishing  medical  informa- 
tion regarding  patients,  on  insurance  forms,  violated 
the  confidential  physician-patient  relationship,  had 
been  raised  by  Samuel  Dunaif,  M.D.,  and  Noel  H.  Sei- 
col,  M.D.,  both  of  Westchester.  In  both  instances  it 
was  noted  that  the  insurance  company  had  forwarded 
an  appropriate  authorization  signed  by  the  patients, 
but  the  physicians  question  whether  the  patients  un- 
derstood what  they  were  signing.  It  is  common  prac- 
tice for  various  types  of  insurance  policies  to  carry  a 
blanket  authorization  in  which  the  subscriber  consents 
to  the  release  of  all  information  relevant  to  the  cover- 
age provided  by  the  contract,  and  we  doubt  that  this 
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provision  could  be  altered.  However,  the  advice  of 
counsel  will  be  sought. 

70-76,  Reimbursement  for  Radiological  Services  by 
Blue  Shield  instead  of  Blue  Cross.  Dr.  Madell  stated 
there  would  be  a meeting  of  the  radiologists  in  the  near 
future  to  explore  certain  actions  by  the  legal  counsel  of 
the  New  York  State  Chapter,  College  of  Radiology  (in 
Rochester),  and  that  they  would  probably  proceed 
through  this  channel  to  effect  the  intent  of  the  resolu- 
tion in  view  of  the  lack  of  cooperation  from  the  State 
Insurance  Department.  Blue  Cross  and  Blue  Shield 
channels  were  also  being  considered. 

72-9,  Medical  Insurance  Coverage  of  the  Newborn 
Infant.  This  was  unanimously  approved  and  it  was 
recommended  that  the  State  Society  take  measures  for 
its  implementation. 

72-10,  Complete  Coverage  of  Newborn  Infants  by 
Potential  National  Health  Insurance  Programs. 

This,  too,  received  unanimous  approval  and  recom- 
mendation that  the  State  Society  take  measures  for  its 
implementation. 

72-23,  Health  Insurance  Forms  ID  Cards.  The 

desirability  of  any  method(s)  that  would  ease  the  ever- 
growing and  overwhelming  paper  work,  is  obvious.  ID 
cards  containing  basic  information  needed  by  the  car- 
riers, suitable  for  imprinting  use,  should  be  helpful  in 
this  regard.  The  problems  of  up-dating,  standardizing, 
and  expense  were  noted,  and  it  was  felt  that  we  should 
communicate  with  the  carriers  in  regard  to  these  prob- 
lems, to  seek  a practical  solution.  It  was  reported  that 
the  New  York  State  Department  of  Social  Services  has 
proposed  furnishing  an  imprinter  to  40  or  50  physicians 
who  have  a heavy  Medicare  and  Medicaid  load,  as  a 
pilot  project.  The  committee  suggested  that  the  word 
“standardize”  be  added  after  the  word  “appropriate” 
on  the  third  line  of  the  first  Resolve.  It  further  recom- 
mended that  we  seek  a standardized  form  and  that 
communication  also  be  held  in  regard  to  this.  It  was 
further  noted  that  in  the  Reference  Committee  at  the 
Annual  Meeting,  Dr.  Ackerman  had  stated  that  UMS 
was  considering  an  ID  card  but  still  had  not  resolved 
the  problems  attending  its  use. 

Resolution  72-47,  Hospital  Practice  of  Medicine, 
72-63,  Hospital  Practice  of  Medicine  by  Blue  Cross, 
72-66,  Blue  Shield  & Emergency  Care  Coverage. 
These  three  Resolutions  were  considered  together  as 
they  have  much  in  common. 

With  regard  to  72-47,  the  committee  recommends 
that  the  words  “Blue  Cross”  and  “Blue  Shield”  be  sub- 
stituted for  “Associated  Hospital  Service”  and  “United 
Medical  Service,”  in  the  third  resolved  which  would 
then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  declare  its  desire  to  retain  the  private 
practice  of  medicine  and  respectfully  request  that 
Blue  Cross  and  Blue  Shield  jointly  discuss  an  alter- 
native for  the  patient  by  United  Medical  Service 
providing  “parallel  coverage”  with  a maximum  al- 
lowance for  treatment  rendered  in  a physician’s  of- 
fice. 

With  regard  to  72-63,  note  was  taken  of  the  Refer- 
ence Committee’s  recommendation  that  the  following 
be  substituted: 

Resolved,  that  the  MSSNY  request  Associated 
Hospital  Service  to  administer  and  promulgate  its 


emergency  medical  services  by  hospital  emergency 
rooms  program  in  such  a way  as  to  avoid  the  improp- 
er utilization  of  emergency  room  hospital  facilities, 
and,  in  addition,  to  re-evaluate  the  criteria  for  such 
care  and  make  them  more  stringent  so  that  coverage 
is  limited  to  bona  fide  emergency  situations. 

The  committee  felt  that  the  provision  of  coverage  of 
emergency  room  service  by  Blue  Cross  served  to  chan- 
nel patients  into  already  over-burdened  hospital  emer- 
gency rooms,  encouraging  the  abuse  of  emergency  room 
services  with  cases  that  properly  belong  in  physicians’ 
offices  or  out-patient  clinics;  that  emergency  room  ser- 
vices had  been  demonstrated  to  be  more  costly  than 
similar  services  provided  in  a private  physician’s  office; 
that  Blue  Cross  was  replacing  Blue  Shield  Plans  by 
usurping  the  responsibility  for  payment  to  physicians 
that  had  been  reserved  for  the  Blue  Shield  Plans.  The 
committee  supported  the  intention  of  all  three  resolu- 
tions and  recommends  that  the  State  Society  seek  cor- 
rection of  the  problems,  insisting  that  parallel  coverage 
be  written  by  Blue  Shield  Plans  to  offer  patients  the 
choice  of  needed  care  either  in  their  physician’s  office 
or  ambulatory  facilities,  with  the  patients  free  to  select 
that  which  is  found  to  be  most  desirable  and  conve- 
nient. 

72-80,  Invasion  of  Physician- Patient  Relationship 
Prior  to  Treatment  by  Required  Unauthorized  Con- 
sultation by  Third  Party  Insurance  Carrier.  Max  N. 

Howard,  M.D.,  Director,  Division  of  Medical  Services, 
reported  on  the  actions  already  taken  in  regard  to  the 
letter  written  by  the  president  of  the  Storekeepers  Se- 
curity Plan  to  its  membership  regarding  “unnecessary 
operations”  and  the  requirement  that  in  order  to  be  el- 
igible for  surgical  benefits  the  members  must  submit  to 
examination  by  one  of  the  union’s  consultants  or  else 
coverage  would  not  be  afforded.  The  State  Society  re- 
quested the  Union  President  to  furnish  it  with  data 
substantiating  the  performance  of  “unnecessary  opera- 
tions” for  review  by  the  appropriate  Peer  Review  Com- 
mittee— a polite  reply  referred  to  the  Trussel  Report  of 
ten  years  ago.  Two  follow-up  letters  again  requesting 
that  substantiating  information  be  furnished  us,  re- 
main unanswered.  In  addition,  the  State  Society  has 
written  to  the  Superintendent  of  the  Insurance  Depart- 
ment of  the  State  of  New  York,  requesting  investiga- 
tion as  to  whether  the  requirement  of  preliminary  ap- 
proval for  insurance  benefits  to  be  extended  to  sub- 
scribers, was  not  a violation  of  their  contracts.  Fur- 
ther, Ralph  S.  Emerson,  M.D.,  Councilor,  of  our  State 
Society,  has  kept  us  informed  of  his  activities  as  a rep- 
resentative of  the  American  College  of  Surgeons,  inves- 
tigating the  professional  ethics  involved  in  the  union's 
demands.  Both  New  York  and  North  Shore  Hospitals 
have  stated  they  have  entered  into  no  agreement  with 
the  union  in  question.  Dr.  Loperfido  stated  that  the 
Coordinating  Council  has  also  considered  this  letter 
and  was  unaware  of  the  activities  reported  above,  but 
recommended  that  information  be  exchanged  to  coordi- 
nate activities. 

72-21,  Voluntary  Elective  Sterilization  Under 
Medicaid.  This  was  accepted  by  the  committee  as  in- 
formation. 

72-31,  Transfer  of  Payment  Procedures  from  De- 
partment of  Social  Services.  Since  this  has  mainly 
to  do  with  Medicaid,  it  was  accepted  as  “information. 
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72-30,  Medicaid  Fee  Schedule.  Accepted  as  infor- 
mation. 

72-74,  Authorization  for  Treatment  of  Patient  in 
Workmen’s  Compensation  Case.  Referred  to  the 
Workmen’s  Compensation  committee. 

72-85,  Medicaid  Payments,  for  Abortions.  Accept- 
ed as  information. 

Resolution  72-8,  Relative  Value  Scale  and  Fee 
Schedules.  This  was  referred  to  the  Committee  on 
Economics. 

Medicaid.  The  committee  considered  the  denial  of 
payment  by  Medicare  to  physicians  for  hospital  care  of 
patients  where  the  hospital  record  does  not  contain  a 
daily  progress  note  by  the  physicians  of  record.  Atten- 
tion was  called  to  the  fact  that  daily  progress  notes 
were  not  necessary  for  every  hospitalized  patient  and 
that  such  demands  were  being  made  retroactively. 

The  committee  notes  that  the  fiscal  intermediaries 
for  the  Social  Security  Administration  are  required  by 
regulation  to  review  and  substantiate  claims  by  physi- 
cians justifying  payment.  It  is  further  noted  that  at 
least  one  carrier  accepted  notation  in  the  nurse’s  notes 
that  a physician  had  visited  the  patient  and  that  a 
note  by  the  physician,  each  time  he  saw  his  patient  is 
an  important  record  in  the  event  of  any  medical  legal 
action.  A physician  can  appeal  a decision  by  the  fiscal 
intermediary  to  the  Health  Insurance  Board  of  the  So- 
cial Security  Administration. 

The  Federal  regulations  governing  this  matter  have 
been  reviewed.  In  a memorandum  dated  Sept.  19, 
1969  to  Medicare  fiscal  intermediaries,  the  United 
States  Government  stated  “payment  should  be  made 
only  on  the  basis  of  those  visits  which  can  be  substan- 
tiated by  the  hospital  records,”  and  further,  that  where 
the  physician  feels  a determination  is  incorrect,  “then 
the  burden  of  proof  is  on  him  to  furnish  additional  evi- 
dence in  support  of  the  claim.”  It  recommends  confir- 
mation be  obtained  by  the  carrier  “where  the  medical 
facts  do  not  support  the  frequency  of  physicians’  visits, 
or  in  cases  of  beneficiary  complaints.  Verification 
should  be  made  primarily  on  the  basis  of  physicians’ 
own  entry  in  the  patient’s  record  at  the  hospital. 
Entries  in  the  hospital  record,  made  by  other  persons, 
could  also  be  used  to  substantiate  hospital  visits — for 
example,  an  entry  in  the  nurse’s  notes  that  the  physi- 
cian saw  the  patient  on  a given  date  would  be  accept- 
able documentation.  A statement  by  the  beneficiary 
would  also  be  acceptable  documentation  provided  it 
was  made  sufficiently  close  to  the  alleged  date  of  the 
visit  that  it  would  be  reasonable  to  give  it  probative 
value.  Entries  in  the  physicians’  own  records  repre- 
sent possible  secondary  evidence;  however,  these  have 
far  less  probative  value  since  they  are  self-serving 
statements  and  judgment  would  have  to  be  exercised 
regarding  their  authenticity.” 

It  is  apparent  that  carriers  in  different  parts  of  the 
State  vary  in  their  interpretation  of  the  memorandum 
and  it  is  therefore  felt  that  the  problem  could  best  be 
dealt  with  at  the  local  level  with  each  involved  inter- 
mediary, as  was  being  done  by  several  of  the  county 
medical  societies.  The  State  Society  should  continue 
its  efforts  to  clarify  the  application  of  the  regulations  to 
insure  uniformity.  Physicians  should  be  encouraged  to 
make  an  entry  on  the  chart  each  time  they  saw  a pa- 
tient, as  a desirable  procedure  to  forestall  future  legal 
complications.  However,  this  is  felt  to  be  an  unwar- 


ranted intrusion  by  government  fiat  upon  the  estab- 
lished modes  of  medical  practice.  Standards  for  the 
practice  of  medicine  should  be  set  by  a body  of  peers. 
Our  protest  against  this  Medicare  procedure  of  evalu- 
ating claims  should  be  made  known  to  the  Council, 
and  through  that  body  to  the  AMA  and  HEW. 

The  problems  physicians  encounter  resulting  from 
patients’  misunderstanding  of  Medicare  reimbursement 
formulas,  have  been  reviewed,  as  have  the  under-reim- 
bursement by  Medicare  due  to  mishandling  by  a clerk, 
and  the  efforts  being  made  by  the  AMA  to  have  a copy 
mailed  to  the  respective  physician  rendering  the  ser- 
vice, even  when  he  does  not  accept  assignment,  so  that 
such  errors  can  be  detected. 

A pamphlet  prepared  by  the  Illinois  State  Medical 
Society — “Medicare  Misconceptions” — for  distribution 
by  their  physicians  to  their  patients,  has  been  mailed 
to  each  of  the  committee  members.  The  committee 
agrees  that  this  pamphlet  helped  patients  understand 
the  Medicare  payment  formula  more  clearly  and  ob- 
viated the  necessity  for  patients  to  question  physicians. 
The  Illinois  State  Medical  Society  has  granted  blanket 
authorization  for  reproduction  of  its  pamphlet,  in 
whole  or  in  part.  This  committee  voted  to  recommend 
to  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  that  a similar  pamphlet  be  prepared  and  of- 
fered to  our  members,  at  cost. 

Standards  for  Approval  by  MSSNY  of  New  York 
State  Medical  Care  Plans.  The  Standards  were 
changed  last  year  when  the  State  Society’s  attention 
was  called  to  the  fact  that  the  Blue  Shield  Plan  of 
Western  New  York,  Inc.,  did  not  meet  the  Standards 
revision  of  February  16,  1971,  with  regard  to  the  para- 
graph Professional  Participation  which  requires  that 
physicians  on  the  governing  board  shall  be  designated 
by  county  or  state  medical  societies. 

It  was  further  noted  that  Blue  Shield  of  Western 
New  York,  Inc.,  required  that  physicians  on  the  gov- 
erning board  be  participants  in  the  plan.  The  By-laws 
of  the  other  six  Blue  Shield  Plans  were  reviewed  by  the 
Director  of  the  Division  of  Medical  Services  with  spe- 
cific reference  to  this  question. 

One  other  Plan,  Chautauqua  Regional  Medical  Ser- 
vice, Inc.,  also  failed  to  meet  the  Standards  For  Ap- 
proval in  this  regard.  Two  of  the  plans  make  no  spe- 
cific reference  that  physicians  elected  to  their  board  be 
participants — five  have  such  specific  reference. 

The  Standards  For  Approval  of  1961  read  that  the 
physicians  on  the  governing  body  of  medical  care  plans 
shall  be  acceptable  to  the  county  or  State  Medical  So- 
ciety. The  revision  in  1971  changed  this  wording  to 
designated  by  the  local  county  medical  society  or  so- 
cieties and/or  the  MSSNY. 

The  problem  was  discussed  and  the  general  consen- 
sus was  that  it  was  reasonable  that  physicians  serving 
on  the  governing  board  should  be  participants;  how- 
ever, it  was  also  the  consensus  that  the  medical  so- 
cieties should  have  the  right  to  designate  the  physi- 
cians who  would  be  representing  their  membership.  It 
was  further  felt  that  such  designations  should  be  ac- 
ceptable to  the  directors  of  the  plans. 

The  Committee  voted  unanimously  that  it  be  recom- 
mended to  the  Council  that  the  paragraph  heading 
“Professional  Participation”  in  the  Standards  For  Ap- 
proval of  February  16,  1971,  be  modified  as  follows: 

The  physicians  on  the  governing  body  shall  be  par- 
ticipating physicians  who  are  designated  by  the  local 
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county  medical  society  or  societies  and/or  the  Medi- 
cal Society  of  the  State  of  New  York,  and  acceptable 
to  the  governing  body  of  the  medical  care  plan. 

It  was  further  recommended  that,  following  approval 
by  the  Council,  this  alteration  of  language  be  transmit- 
ted to  all  the  county  medical  societies  and  the  respec- 
tive medical  care  plans. 

Representatives  of  the  Medical  Society  of  the  County 
of  Erie  attended  a meeting  of  the  committee  at  which 
the  Standards  were  again  discussed.  At  this  meeting 
there  was  general  agreement  that  a physician  serving 
on  a Blue  Shield  Board  should  be  a participating  mem- 
ber since  he  should  be  involved  in  the  decisions 
reached.  The  question  was  posed  whether  “participat- 
ing" referred  to  any  one  or  meant  all  the  contracts  of- 
fered by  the  carriers.  The  carriers  indicated  there  was 
no  consistent  interpretation  by  the  plans.  It  was  de- 
cided that  a physician  who  signs  just  one  of  the  several 
agreements  would  be  considered  a “participating”  phy- 
sician. (Four  plans  required  participating  physicians 
to  sign  all  agreements  offered,  three  did  not). 

In  regard  to  “designated,”  it  was  noted  that  to  pro- 
vide for  an  elective  process,  there  should  be  more  than 
one  nominee.  It  was  agreed  that  this  would  be  taken 
into  account.  Attention  was  called  to  the  last  para- 
graph on  page  three  of  the  Standards  For  Approval, 
which  requires  that  any  known  or  suspected  irregulari- 
ties in  practice  by  physicians,  and  patterns  of  practice 
which  raise  the  cost  of  medical  care  to  unrealistic  lev- 
els be  referred  to  the  appropriate  county  medical  soci- 
ety committee,  for  review  and  corrective  action.  Also, 
that  each  plan  report  annually  to  the  Medical  Society 
of  the  State  of  New  York  the  number  and  disposition  of 


Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee 
on  Workmen’s  Compensation  of  the  Division  of  Medi- 
cal Services. 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman  Monroe 

Alan  E.  Baum,  M.D.  Nassau 

Ray  A.  Elliott,  Jr.,  M.D.  Albany 

Burton  P.  Hoffman,  M.D.  Westchester 

John  A.  Kalb,  M.D.  Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D.  Oneida 

Asa  Paul  Ruskin,  M.D.  New  York 

Loring  W.  Wood,  M.D Erie 

Leonard  Weitzman,  M.D.  Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  to  consider  prob- 
lems relating  to  workmen’s  compensation  matters. 

RESOLUTIONS 

The  committee  considered  the  following  resolutions 
which  were  referred  to  it  by  the  House  of  Delegates  in 
February  1972. 

72-22,  Workmen's  Compensation  and  Prearbitra- 
tion Payment.  The  resolved  portion  of  which  reads  as 
follows: 


such  cases.  It  was  noted  that  we  have  not  been  receiv- 
ing such  reports.  The  representatives  of  the  plans 
stated  there  was  no  problem  in  their  submitting  such 
reports  and  they  would  do  so  in  the  future. 

Resolution  72-23,  Health  Insurance  ID  Cards. 

This  was  again  discussed.  It  was  reported  that  an 
opinion  obtained  from  the  Utica  Blue  Shield  Plan  em- 
phasized the  costliness  of  issuing  two  cards  to  each 
subscriber.  The  problem  of  keeping  cards  up-to-date 
was  noted.  A sample  card  from  a Michigan  Blue 
Shield  Plan  was  examined.  The  committee  re-en- 
dorsed the  concept  of  an  ID  card  and  requested  that 
the  carriers  proceed  to  devise  the  methodology  to  im- 
plement this,  as  soon  as  possible. 

Resolution  70-76,  Reimbursement  for  Radiological 
Services  by  Blue  Shield  instead  of  Blue  Cross.  The 
Medical  Society  of  the  State  of  New  York  has  again 
made  representation  to  the  Superintendent  of  Insur- 
ance of  the  State  of  New  York  that  all  health  insurance 
policies  offered  should  have  parallel  non-duplicate  cov- 
erage for  services  rendered  in  physicians’  offices  if  such 
services  are  covered  in  out-patient  or  emergency  room 
hospital  facilities. 

Acknowledgments.  Your  chairman  wishes  to  ex- 
press his  appreciation  to  the  members  of  the  commit- 
tee for  their  cooperation;  to  Max  N.  Howard,  M.D.,  Di- 
rector of  the  Division  of  Medical  Services,  for  his  assis- 
tance and  guidance,  and  to  Mrs.  Clementine  Thomp- 
son for  her  secretarial  assistance. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 


Resolved,  That  the  House  of  Delegates  instruct  the 
Workmen’s  Compensation  Committee  of  the  Medical 
Society  of  the  State  of  New  York  to  inform  the 
Workmen’s  Compensation  Board  of  the  State  of  New 
York  of  the  arbitration  practices  of  these  insurance 
carriers,  and  to  request  the  Workmen’s  Compensa- 
tion Board  of  the  State  of  New  York  to  investigate 
and  notify  these  carriers  of  the  need  for  equitable 
prearbitration  payment  as  practiced  by  the  majority 
of  compensation  carriers  in  New  York  State. 

This  problem  had  already  been  brought,  on  several 
occasions,  to  the  attention  of  the  Advisory  Committee 
on  the  Medical  Fee  Schedule  and  Allied  Problems  of 
the  Workmen’s  Compensation  Board  and  via  that  com- 
mittee to  carrier  representatives,  requesting  correction 
of  undue  delay  and  nonpayment  of  bills.  Further,  when 
the  abuse  in  question  is  noted  in  the  course  of  proceed- 
ings of  the  Workmen’s  Compensation  arbitration  com- 
mittees, it  has  become  routine  to  censure  the  carriers 
involved.  As  a result  the  number  of  instances  of  such 
abuse  has  decreased.  We  can  therefore  report  that  ap- 
propriate action  has  already  been  taken  and  will  con- 
tinue to  be  taken  to  implement  the  resolution. 

72-71,  Fees  for  Treatment  of  Multiple  Injuries  in 
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Workmen's  Compensation  Cases.  The  resolved  por- 
tion reads  as  follows: 

Resolved,  That  the  Workmen’s  Compensation 
Board  be  requested  to  remove  the  present  limitation 
on  the  total  fee. 

This  resolution  which  requested  the  abolition  of  the 
limitation  of  the  total  fee  for  treatment  of  multiple  in- 
juries to  twice  the  greatest  fee  could  not  be  dealt  with 
in  the  present  negotiations  with  the  advisory  commit- 
tee because  of  the  necessity  to  adhere  to  the  agreed 
upon  ten  per  cent  increase  in  total  fees.  The  latter 
agreement  necessitated  the  acceptance  of  present 
“ground  rules”  since  it  would  be  impossible  to  measure 
the  increase  if  such  rules  were  altered.  The  topic  re- 
mains open  for  discussion  and  negotiation  through  the 
Advisory  Committee. 

72-72,  Workmen's  Compensation  Board  Hearings. 

The  three  Resolves  in  this  resolution  were  amended  to 
read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Workmen’s  Compensation 
Board  to  establish  branches  in  the  different  counties 
to  make  loss  of  time  in  travelling  unnecessary;  and 
be  it  further 

Resolved,  That  the  fee  for  the  hearing  itself  be 
raised  to  a minimum  of  $100;  and  be  it  further 

Resolved,  That  where  travel  time  is  more  than  one 
hour  a minimum  fee  of  $150.00  be  established. 

The  three  resolves  of  this  resolution  were  presented 
to  the  Advisory  Committee  on  the  Medical  Fee  Sched- 
ule and  Allied  Problems  of  the  Workmen’s  Compensa- 
tion Board.  In  regard  to  the  establishment  of  a greater 
number  and  more  easily  accessible  hearing  locations 
that  would  be  more  convenient  for  physicians  to  reach, 
there  has  already  been  some  positive  implementation. 
The  matter  is  still  an  open  one  with  the  Workmen’s 
Compensation  Board;  they  are  aware  of  the  problem 
and  are  giving  further  consideration  to  meeting  the  de- 
sires of  the  physicians  wherever  practical. 

The  request  for  a $100.00  minimal  fee  for  physicians 
testifying  at  a hearing  was  presented  to  the  chairman 
of  the  Workmen’s  Compensation  Board  who  referred  it 
to  the  advisory  committee  for  an  opinion.  After  a good 
deal  of  discussion  it  was  finally  recommended  to  the 
chairman  that  the  minimum  fees  payable  to  X-rated 
physicians  be  increased  from  $20.00  to  $30.00  and  S- 
rated  physicians  from  $35.00  to  $45.00.  It  was  pointed 
out  that  referees  are  usually  considerate  of  the  time  in- 
volved, and  physicians  should  call  to  the  latter’s  atten- 
tion those  instances  where  travel  time  plus  attendance 
time  at  the  hearing  warrant  fees  greater  than  the  mini- 
mum. We  plan  to  inform  our  physicians  to  call  such 
situation  to  the  referee’s  attention  should  he  overlook 
them. 

We  also  had  to  be  content  with  a 10  per  cent  increase 
over  the  present  fifty  cents  a mile  travel  allowance. 

In  the  course  of  the  discussion  of  the  above,  we  re- 
quested that  there  be  more  careful  screening  as  to  the 
necessity  for  his  attendance  at  a hearing  before  the 
physician  is  subpoenaed.  As  a result  the  Supervising 
Referee  of  the  Workmen’s  Compensation  Board  attend- 
ed a meeting  of  the  Advisory  Committee  and  promised 
to  bring  this  matter  to  the  attention  of  all  referees. 

72-84,  Compensation  Fees  for  Treatment  of  Higher 
Paid  Employees.  The  resolved  portion  of  which  reads 
as  follows: 


Resolved,  That  the  Workmen’s  Compensation 
Board  be  petitioned  to  restore  the  physician’s  right 
to  charge  higher  fees  to  the  carrier  for  the  treatment 
of  higher  paid  employes. 

This  resolve  requests  that  where  a higher  paid  em- 
ploye is  treated  as  a compensation  case,  the  physician 
be  permitted  to  charge  higher  fees.  The  committee 
noted  that  this  would  be  counter  to  the  trend  of 
charging  all  patients  a similar  fee  for  similar  services, 
and  unanimously  moved  to  recommend  to  the  Council 
that  this  resolution  be  opposed. 

72-24,  Elimination  of  Required  Arbitration  Fee 
and  72-32,  Compensation  Case  Hearings.  The  re- 
solved portion  of  which  reads  as  follows 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  to  the  Workmen’s  Compensa- 
tion Board  that  an  arbitration  fee  of  five  per  cent  be 
required  from  the  carriers  and  five  per  cent  from  the 
physician  with  no  minimal  fee. 

These  two  resolutions  were  considered  together  as 
they  both  seek  the  abolition  of  the  $5.00  minimum  fee 
required  of  a physician  whose  bill  is  submitted  for  arbi- 
tration. It  was  noted  that  this  request  had  already 
been  presented  several  times  to  the  advisory  committee 
on  the  Medical  Fee  Schedule  and  Allied  problems  with- 
out its  acceptance.  The  Council  Committee  passed  a 
motion  that  it  be  resubmitted  to  the  Chairman  of  the 
Workmen’s  Compensation  Board. 

72-87,  Treatment  of  Workmen’s  Compensation 
Cases  in  ILA  Union  Health  Centers.  The  resolved 
portion  of  which  reads  as  follows: 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  go  on  record  as 
being  unalterably  opposed  to  this  change;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
the  Chairman  of  the  Workmen’s  Compensation 
Board  and  to  the  New  York  State  Department  of 
Labor. 

It  was  noted  that  a similar  bill  that  would  permit  the 
treatment  of  workmen’s  compensation  cases  in  union 
management  health  centers  had  been  introduced  in  the 
1971  Legislature  and  resubmitted  in  1972.  The  Medi- 
cal Society  of  the  State  of  New  York,  as  soon  as  it  be- 
came aware  of  these,  had  promptly  expressed  its  oppo- 
sition and  had  immediately  implemented  efforts  to  de- 
feat the  measures  through  its  legislation  representa- 
tives. The  bill  did  not  move  out  of  committee  in  1972. 
However,  we  can  anticipate  its  resubmission;  we  will 
continue  to  vigorously  oppose  this  or  similar  bills.  The 
discussion  noted  that  some  of  the  county  medical  so- 
cieties and  their  members  had  written  to  their  legisla- 
tive representatives,  but  that  the  number  doing  so  was 
small.  It  is  necessary  to  have  as  much  support  as  pos- 
sible from  the  county  medical  societies  and  their  mem- 
bers if  we  are  to  be  successful  in  influencing  the  Legis- 
lature. 

The  council  committee  was  also  informed  that  the 
Medical  Society  of  the  State  of  New  York  had  vigor- 
ously opposed  a bill  introduced  in  the  Legislature  au- 
thorizing the  treatment  of  workmen’s  compensation 
claimants  by  chiropractors  and  that  the  bill  did  not  get 
out  of  committee.  Here  again  we  anticipate  its  rein- 
troduction and  must  remain  vigilant  to  continue  to 
strenuously  oppose  it.  We  will  alert  all  members  of 
the  committee  as  soon  as  we  learn  of  such  activity  in 
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Albany,  and  we  request  that  they  act  quickly  and  ener- 
getically to  make  their  views  known  to  their  legislative 
representatives. 

72-64,  Reaffirmation  of  Resolution  71-40  Con- 
cerning the  Establishment  of  Workmen's  Compensa- 
tion Code  Letters  for  the  New  Specialty  of  Family 
Physicians.  The  resolved  portion  of  which  reads  as 
follows: 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  request  the 
Council  to  resubmit  this  desire  of  recognition  as  stat- 
ed in  Resolution  71-40  “Establishment  of  Specialty 
Rating  and  Code  Letters  for  Specialty  of  Family 
Practice”  to  the  Workmen’s  Compensation  Board  for 
favorable  action. 

This  reaffirms  resolution  71-40  and  the  actions  taken 
by  the  Medical  Society  of  the  State  of  New  York; 
namely,  resubmission  of  the  request  to  the  advisory 
committee.  We  arranged  for  presentation  of  support- 
ing arguments  by  two  representatives  from  the  Ameri- 
can Board  of  Family  Physicians.  Our  request  was 
again  rejected.  Subsequently,  the  advisory  committee 
agreed  to  review  the  matter  once  again  as  soon  as  its 
deliberations  regarding  the  relative  value  scale  permit. 
The  subject  is  on  the  agenda  for  the  next  meeting  of 
the  advisory  committee.  A formal  invitation  has  been 
extended  to  Edmund  D.  Pellegrino,  M.D.,  Vice  Presi- 
dent for  Health  Sciences,  State  University  of  New  York 
at  Stony  Brook,  to  speak  on  the  matter.  An  invitation 
will  also  be  extended  to  an  officer  of  the  American  Board 
of  Family  Physicians  to  attend  this  meeting. 

72-74,  Authorization  for  Treatment  of  Patient  in 
Workmen's  Compensation  Case.  The  resolved  por- 
tion of  which  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  effect  legislation  to 
increase  the  fee  limitation  for  treatment  prior  to  au- 
thorization of  patients  eligible  under  Workmen’s 
Compensation  from  $35.00  to  $100. 

Although  this  resolution  had  not  yet  been  formally 
referred  to  this  committee,  it  was  considered.  The 
Workmen’s  Compensation  Law  stipulates  that  special- 
ist consultations,  surgical  operations,  or  physiotherapy 
procedures  costing  more  than  $35.00  require  prior  au- 
thorization for  the  claim  to  be  valid,  unless  such  au- 
thorization shall  have  been  unreasonably  withheld  or 
unless  the  services  are  required  in  an  emergency.  (The 
same  stipulation  applies  to  x-ray  examinations,  costing 
more  than  $35.00  or  special  diagnostic  laboratory  tests 
costing  more  than  $15.00).  The  resolution  seeks  the 
raising  of  the  fee  limitation  from  $35.00  to  $100.00.  (It 
does  not  address  itself  to  x-ray  and  laboratory  proce- 
dures.) The  committee  approved  the  resolution  and 
recommended  that  a change  in  the  law  be  sought.  Our 
Committee  on  State  Legislation  has  been  attempting 
to  have  the  Law  modified  as  per  the  resolution. 

72-23,  Health  Insurance  Forms  ID  Cards.  The  re- 
solved portion  of  which  reads  as  follows: 

Resolved,  That  all  third-party  carriers  including 
Medicare,  the  Department  of  Social  Services,  Blue 
Cross,  Blue  Shield,  Group  Health  Insurance,  Inc.,  be 
requested  to  issue  to  their  subscribers  appropriate 
identification  cards  which  would  then  be  used  for 
imprinting  the  necessary  insurance  information  on  to 
a standard  form  of  the  Health  Insurance  Council; 
and  be  it  further 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  propose  this  plan  to  the  Commissioner  of 
Insurance  of  the  State  of  New  York  and  to  the  Com- 
missioner of  Health  of  the  State  of  New  York  and  all 
other  interested  parties  as  being  one  of  the  major 
steps  toward  a more  efficient  delivery  of  health  care. 
This  resolution  has  been  and  is  still  before  the  Com- 
mittee on  Medical  Care  Insurance.  For  information, 
committee  members  were  informed  that  the  only  car- 
rier expressing  an  interest  was  Group  Health  Insur- 
ance. Other  carriers  had  raised  many  objections  and 
were  not  receptive  to  the  proposal.  However,  the  Na- 
tional Association  of  Blue  Shield  Plans  is  conducting  a 
pilot  study  with  ID  cards  furnished  to  some  groups 
such  as  the  Federal  Employees  Plan;  when  the  results 
of  this  pilot  study  are  available,  we  will  be  in  a better 
position  to  evaluate  and  to  determine  our  future 
course. 

THIRD  PARTY  ACTIONS 

The  committee  considered  the  subject  of  third  party 
actions  in  workmen’s  compensation  cases.  They  were 
informed  that  your  Counsel’s  opinion  regarding  the  le- 
gality of  such  action  had  been  requested  and  had  re- 
plied that  the  matter  had  been  considered  on  a number 
of  previous  occasions  and  that  the  opinion  still  remains 
the  same,  namely,  that  only  workmen’s  compensation 
fees  could  be  billed  irrespective  of  whether  a third 
party  was  involved  and  might  eventually  pay  the  bills. 
Dr.  Ruskin,  a committee  member,  proposed  that  a 
change  in  the  law  be  sought  so  that  in  those  instances 
the  physician  may  charge  his  usual  and  customary  fees. 
The  carrier  would  be  liable  only  for  that  sum  set  by  the 
workmen’s  compensation  fee  schedule  with  the  third 
party  responsible  for  the  balance.  Dr.  Ruskin  was  to 
draw  up  the  necessary  resolution. 

NOTICE  OF  DECISION 

The  Workmen’s  Compensation  Committee  again 
considered  and  moved  that  the  Medical  Society  of  the 
State  of  New  York  resubmit  to  the  advisory  committee 
a request  that  a copy  of  the  decision  that  is  mailed  to 
the  patient  after  a workmen’s  compensation  hearing 
be  sent  to  the  latest  physician  of  record.  In  many  in- 
stances the  physician  is  not  aware  that  a case  has  been 
closed  or  that  no  further  treatment  was  authorized  and 
continues  to  render  medical  services  in  good  faith  only 
to  learn  at  a later  date  of  the  Board’s  decision. 

The  various  problems  that  arise  when  carriers  fail  to 
adhere  to  the  requirements  of  the  Workmen’s  Compen- 
sation Law  was  discussed.  The  manner  of  dealing  with 
such  was  outlined  and  Max  N.  Howard,  M.D.,  Director, 
Division  of  Medical  Services  requested  that  all  such  in- 
stances be  forwarded  to  his  attention  in  writing  so  that 
he  could  pursue  the  matter  further  via  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board  and 
the  Board’s  administrative  staff. 

GUIDELINES 

There  was  considerable  discussion  of  the  Guidelines 
and  some  of  the  problems  that  had  arisen  in  their  ap- 
plication at  the  county  society  level.  There  was  again 
discussion  of  whether  the  “S”  rating  should  be  awarded 
only  to  Board  Certified  physicians.  It  was  pointed  out 
that  this  had  been  the  original  recommendation,  but 
that  the  committee  had  by  majority  vote  decided  that 
Board  eligible  physicians  also  be  granted  “S”  ratings. 
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The  suggested  wording  in  paragraph  3,  page  3 of  the 
workmen’s  compensation  fee  schedule  was  read. 
There  was  a lengthy  discussion  with  particular  em- 
phasis on  the  terms  “thorough”  and  “detailed”  exami- 
nation. It  was  finally  recommended  that  the  phrase 
“and  hence  does  not  require  a detailed  examination” 
and  the  word  “office”  be  removed. 

The  following  rewording  was  presented  to  the  Advi- 
sory Committee,  but  after  considerable  discussion 
without  arriving  at  a consensus,  the  matter  was  de- 
ferred for  further  action. 

When  it  is  incumbent  upon  the  specialist  to  per- 
form a thorough  examination  of  the  patient  on  the 
initial  visit  or  consultation  in  order  to  arrive  at  a 
proper  diagnosis,  prognosis,  and  a decision  as  to  the 
necessity  and  type  of  treatment  to  be  rendered,  the 
fee  for  such  examination  is  warranted.  This  consul- 
tation fee  is  in  addition  to  the  unit  fee  prescribed  for 
the  operation  or  treatment  subsequently  rendered  by 
the  specialist.  However,  when  the  condition  and  the 
required  therapy  is  of  a minor  character,  the  greater 
fee  of  either  that  for  the  treatment  rendered  or  that 
for  the  visit  (not  both  fees)  is  payable. 

Joint  Meeting  with  Chairmen  of  Workmen’s  Com- 
pensation Committees  and  Council  Committee  on 
Workmen’s  Compensation.  This  meeting  took  place 
on  February  14,  1972,  during  the  course  of  the  Annual 
Meeting.  Twelve  chairmen  were  present  in  addition  to 
the  members  of  the  Council  Committee.  The  chair- 
men were  welcomed  and  invited  to  participate  in  the 
discussions.  A resume  of  the  ongoing  negotiations  for  a 
new  workmen’s  compensation  fee  schedule  was  given. 

There  was  discussion  in  depth  regarding  the  Guide- 
lines issued  recently  by  the  Council  Committee.  The 
Director  informed  the  group  that  the  Chairman  of  the 
Workmen’s  Compensation  Board  had  approved  these 
Guidelines  and  that  a letter  from  the  latter’s  office  to 
all  county  medical  societies  would  be  forthcoming. 
After  this  letter  is  received,  the  Council  Committee 
would  prepare  a follow-up  giving  further  information 
regarding  these  Guidelines.  Problems  encountered  by 
the  qualifying  committees  of  several  of  the  county 
medical  societies  were  described  and  discussed  and 
suggestions  as  to  their  solution  presented.  The  desira- 
bility of  uniform  criteria  throughout  the  State  was 
voiced,  taking  note  that  the  increasing  number  of  ap- 
plicant ratings  being  reversed  by  the  Medical  Appeals 
Unit  of  the  Workmen’s  Compensation  Board  was  an 
undesirable  development. 

There  was  general  discussion  of  activities  of  the 
workmen’s  compensation  committees,  both  on  the 
State  and  county  levels.  Minutes  of  the  State  Soci- 
ety’s Workmen’s  Compensation  Committee  meetings 
will  be  mailed  to  all  the  chairmen  of  county  medical 
society  workmen’s  compensation  committees  and  in 
turn  they  have  been  requested  to  forward  copies  of  their 
minutes  to  the  Director  of  the  Division  of  Medical  Ser- 
vices. 

At  the  conclusion  of  the  meeting,  an  expression  as  to 
the  value  of  such  joint  meetings  was  requested.  The 
consensus  was  that  such  meetings  were  beneficial  and 
should  be  made  a regular  feature  on  at  least  an  annual 
basis. 

National  Commission  on  State  Workmen’s  Com- 
pensation Laws.  A summary  report  of  the  National 
Commission  on  State  Workmen’s  Compensation  Laws 
prepared  by  the  office  of  Research  and  Statistics  of  the 


United  States  Department  of  Health,  Education,  and 
Welfare,  was  distributed  and  reviewed  at  a meeting  of 
the  Council  Committee  on  November  10,  1972.  The 
New  York  State  Workmen’s  Compensation  Law  was 
found  by  the  Commission  to  be  quite  adequate  overall. 
It  was  pointed  out  that  the  proposed  raising  of  standards 
for  workmen’s  compensation  coverage  in  other  states 
would  result  in  a better  competitive  position  for  New 
York  State  to  attract  and  retain  industries. 

The  New  January  1,  197.3  Compensation  Medical 
Fee  Schedule.  The  major  activity  of  the  Director  of 
the  Division  has  been  devoted  to  the  development  of 
the  new  workmen’s  compensation  fee  schedule  based 
on  a relative  value  scale.  This  has  entailed  many 
meetings  with  the  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  of  the  Workmen’s 
Compensation  Board,  meetings  with  representatives  of 
carriers  and  with  the  Workmen’s  Compensation  Board 
staff.  The  problems  encountered  were  numerous  and 
mountainous,  and  the  negotiations  arduous  and  con- 
tentious. Having  finally  established  that  a prior  agree- 
ment required  that  the  new  schedule  be  based  on  a rel- 
ative value  scale,  it  was  necessary  to  gain  acceptance 
for  the  California  1969  Relative  Value  Scale  as  a basis 
for  negotiation  as  the  New  York  State  Relative  Value 
Scale  was  not  expected  to  be  ready  in  time.  This  was 
achieved  only  after  a comparative  study  by  our  office 
proved  that  the  1969  California  Relative  Value  Scale 
was  not  inflationary  as  concerns  Workmen’s  Compen- 
sation Board  procedures. 

Negotiations  were  complicated  by  the  question  of  the 
limitations  on  increased  physicians’  income  imposed  by 
the  Economic  Stabilization  Program.  After  lengthy 
exploration  and  discussion  it  was  finally  accepted  by 
all  but  one  carrier  group  that  the  new  fee  schedule 
could  be  promulgated  without  specific  regard  to  the  2.5 
per  cent  limitation,  the  responsibility  resting  with  each 
physician  to  monitor  his  own  rates  of  return  and  ad- 
justing his  fees  accordingly.  The  ruling  of  the  Work- 
men’s Compensation  Board’s  Counsel  was  that  when  a 
physician  adhering  to  the  Federal  regulations  found  it 
necessary  to  lower  his  workmen’s  compensation  fee  or 
fees  he  would  not  be  in  violation  of  the  State  Work- 
men’s Compensation  Law  that  establishes  the  fee 
schedule  as  a minimum  one,  for  as  long  as  the  Federal 
regulations  remain  in  effect  they  have  precedence. 

It  is  not  anticipated  that  the  increase  in  the  fee 
schedule  of'  10  per  cent  for  the  treatment  of  workmen’s 
compensation  claimants  will  materially  affect  the  over- 
all monetary  returns  of  the  great  number  of  physicians 
since  this  probably  represents  a small  part  of  their 
overall  income.  However,  those  physicians  whose 
practices  include  the  treatment  of  a large  number  of 
workmen’s  compensation  cases  will  have  to  adjust  the 
fees  to  comply  with  the  2.5  per  cent  limitation  imposed 
by  the  Economic  Stabilization  Regulations. 

The  lack  of  firm  data,  with  particular  reference  to 
frequency  of  procedures,  made  it  impossible  to  project 
accurately  the  resulting  increase  in  costs  to  industry 
when  any  one  conversion  factor  was  used.  In  an  at- 
tempt to  resolve  this,  the  Director  spent  many  days  in 
the  offices  of  the  carriers  analyzing  376  files  to  develop 
basic  data  to  assist  in  the  projection  of  an  increase. 
However,  even  with  this  data  at  hand,  a precise  cal- 
culation was  not  possible.  An  overall  10  per  cent  in- 
crease in  the  new  schedule,  as  against  the  previous  Oc- 
tober 1970  schedule,  was  finally  agreed  upon  with  ap- 
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propriate  conversion  factors  developed  for  each  of  the 
five  sections  of  the  new  Relative  Value  Scale.  Because 
of  the  lack  of  basic  data,  particularly  the  frequency  of 
different  procedures,  it  is  not  possible  to  calculate 
(precisely)  whether  the  new  schedule  will  result  in  the 
overall  10  per  cent  increase  it  is  designed  to  attain.  It 
wras.  therefore,  agreed  that  all  parties  concerned  would 
assist  in  developing  an  ongoing  analysis  of  physician 
payment  costs  resulting  from  the  new  schedule,  as  soon 
as  such  data  became  available,  the  conversion  factors 
would  be  open  for  review.  In  any  event,  negotiations 
for  changes  in  the  fee  schedule  as  of  January  1,  1974, 
would  be  reopened  not  later  than  the  Fall  of  1973. 

Although  at  the  moment  of  this  writing  the  new  fee 
schedule  awaits  formal  approval  by  the  Chairman  of 
the  Workmen’s  Compensation  Board,  we  are  reason- 
ably certain  of  its  acceptance  and  implementation  as  of 
January  1,  1973. 

Anticipating  possible  delay  in  having  the  new  sched- 
ule in  the  hands  of  physicians  by  January  1,  1973,  the 
Medical  Society  of  the  State  of  New  York  has  stipulat- 
ed. and  it  was  agreed,  that  billing  for  services  rendered 
on  and  after  January  1,  1973,  can  be  delayed.  In  the 
event  that  physicians  inadvertently  bill  for  such  ser- 
vices under  the  old  schedule,  we  have  further  stipulat- 
ed, and  the  carriers  agreed,  that  supplementary  bills 
will  be  accepted  without  challenge.  We  have  already 
taken  steps  to  inform  physicians  of  this  by  an  article 
that  will  appear  in  the  December  issue  of  News  of  New 
York. 


Other  matters  were  presented  for  discussion  by  the 
Advisory  Committee  seeking  to  correct  faulty  practices 
by  carriers  in  regard  to  workmen’s  compensation  proce- 
dures, and  we  believe  improvements  have  resulted. 

At  the  Workmen’s  Compensation  Committee  meet- 
ing on  November  10,  1972,  Dr.  Hoffman  stated  that  as 
a newly  appointed  member  of  the  Advisory  Committee 
on  the  Medical  Fee  Schedule  and  Allied  Problems  of 
the  Workmen’s  Compensation  Board,  he  has  for  the 
past  six  months  observed  the  activities  of  this  particu- 
lar committee  and  wished  to  inform  the  committee  of 
the  magnitude  of  work  Dr.  Howard  has  performed.  He 
also  stated  that  the  latter  deserves  the  thanks  of  this 
committee  and  the  Society  as  a whole. 

Arbitrations.  During  the  past  year  74  arbitration 
sessions  were  held  throughout  the  State;  the  Director 
attended  31  of  these.  Total  cases  submitted  for  arbi- 
tration amounted  to  1,578.  283  physicians  appeared 

personally  at  the  arbitrations,  878  were  settled  at  the 
time  of  arbitration,  184  were  settled  without  arbitra- 
tion and  233  were  postponed. 

The  Chairman  takes  this  opportunity  to  express  his 
appreciation  to  all  members  of  the  Council  Committee 
for  their  generous  donation  of  time  and  effort.  He 
also  notes  with  appreciation  the  services  and  accom- 
plishments of  the  Director  of  the  Division  of  Medical 
Services,  Max  N.  Howard,  M.D.,  and  our  Administra- 
tive Assistant,  Miss  Alice  E.  Wheeler. 

Respectfully  submitted, 

John  H.  Morton,  M.D.,  Chairman 


Interspecialty  Committee 


To  the  House  of  Delegates,  Gentlemen: 

The  Interspecialty  Committee  is  composed  of  the  fol- 


lowing: 

John  R.  Williams,  Jr.,  M.D.,  Chairman  Monroe 

(Internal  Medicine) 

Henry  Fleck,  M.D.  New  York 

(Physical  Medicine  and  Rehabilitation) 

I.  Melbourne  Greenberg,  M.D Nassau 

(Neurosurgery) 

Martin  A.  Gruber,  M.D.  Nassau 

(Orthopedic  Surgery) 

Donald  W.  Hall,  M.D.  Erie 

(Obstetrics  and  Gynecology) 

A.  Charles  Hoffman,  M.D.  Queens 

(Pediatrics) 

Norman  B.  Kanof,  M.D.  New  York 

(Dermatology) 

John  P.  Lambert,  M.D.  Westchester 

(Psychiatry) 

Philip  H.  Landers,  M.D.  Broome 

(Ophthalmology) 

Herbert  Lansky,  M.D.  Erie 

(Pathology) 

George  Liberman,  M.D.  Kings 

(Family  Practice) 


Samuel  H.  Madell.  M.D.  New  York 

(Radiology) 

Howard  B.  Rasi,  M.D.  Kings 

(Plastic  Surgery) 

Perrin  B.  Snyder,  M.D.  New  York 

(Urology) 

Victor  J.  Tofany,  M.D.  Monroe 

(Anesthesiology) 

Paul  M.  Walczak,  M.D.  Erie 

(General  Surgery) 


This  committee  has  had  another  very  active  year  in 
which  they  have: 

1.  Furthered  their  efforts  at  communication  be- 
tween the  various  specialty  societies; 

2.  Continued  to  develop  a Relative  Value  Scale 
for  the  Medical  Society  of  the  State  of  New  York; 

3.  Worked  closely  with  the  Committee  on  Con- 
tinuing (Postgraduate)  Medical  Education; 

4.  Worked  with  the  New  York  Institute  for  Re- 
search and  Development  in  Health  Care.  Inc.,  to  es- 
tablish peer  review  criteria  for  this  committee. 

At  the  present  time,  basic  understandings  have  been 
developed  among  the  primary  care  physicians  about 
how  they  will  utilize  the  Relative  Value  Scale  and.  hope- 
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fully,  in  a supplemental  report,  we  will  be  able  to  finalize 
this  part  of  the  Relative  Value  Scale  so  that  it  can  be 
submitted  to  the  Economics  Committee  and  to  the 
House  of  Delegates.  The  committee  has  also  made 
great  progress  in  developing  the  other  sections  of  the 
Relative  Value  Scale,  and  we  anticipate  that  these  too, 
will  be  finished  by  the  time  of  the  annual  meeting.  It 
has  required  a great  deal  of  discussion  and  adjustment  to 
reach  a consensus  on  relative  value  interrelationships 
that  are  at  least  reasonably  equitable  to  all  the  various 
groups  involved.  We  believe  that  we  have  reached  the 
point  where  all  problems  can  now  be  fairly  rapidly 
solved. 

The  development  of  a Council  on  Continuing  Medical 
Education  in  association  with  the  Committee  on  Con- 
tinuing (Postgraduate)  Education  of  the  State  Medical 
Society  has  made  some  progress.  Each  of  the  various 
specialty  societies  has  formed  committees  on  continu- 
ing medical  education  and  their  chairmen  have  met  as 
a subcommittee  of  the  Interspecialty  Committee  to  ex- 
change ideas  and  to  establish  learning  goals  in  their 
various  specialties.  There  was  a general  consensus  that 
we  need  something  more  than  a “Brownie  Point  System” 
in  order  to  clearly  demonstrate  that  physicians  are 
keeping  themselves  abreast  of  current  medical  informa- 
tion. Most  of  the  specialty  societies  agreed  to  establish 
goals  and  a simple  statement  of  curriculum  coverage 
that  would  lead  their  membership  to  achieve  these  goals. 
It  was  agreed  that  formalized  statements  as  to  what  each 


society  could  be  responsible  for  would  be  prepared  prior 
to  December  of  1972. 

Another  subcommittee  of  the  Interspecialty  Commit- 
tee was  formed  consisting  of  the  chairman  of  each  of  the 
peer  review  committees  of  the  respective  specialty  soci- 
eties. It  was  hoped  at  the  beginning  of  the  year  that 
monies  would  be  available  through  grants  and/or  foun- 
dations to  assist  the  New  York  Institute  for  Research  and 
Development  in  Health  Care,  Inc.,  in  helping  establish 
peer  review  standards.  As  of  this  date,  October  1,  such 
funds  have  not  become  available,  and  it  has  been  up  to 
the  various  societies  to  try  to  develop  their  own  stan- 
dards. It  has  been  agreed  by  the  committee  that  each 
society  should  attempt  to  work  out  standards  for  a rela- 
tively small  group  of  diseases  and  the  problems  that 
would  cover  a majority  of  the  procedures  done  in  their 
respective  specialties.  In  this  way,  by  thfe  first  of  the 
year,  there  will  be  at  least  a set  of  standards  so  that  if  the 
Institute  begins  to  function,  it  may  have  some  meaning- 
ful data  with  which  to  proceed. 

Acknowledgments.  The  committee  would  like  to 
express  its  appreciation  to  Max  N.  Howard,  M.D.,  Di- 
rector of  the  Division  of  Medical  Services,  for  his  devo- 
tion and  suggestions  that  have  made  the  work  of  our 
committee  so  much  easier.  We  would  also  like  to  ac- 
knowledge the  services  of  our  secretary,  Mrs.  Clementine 
Thompson. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 
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Obituaries 


Barnett  Binkowitz,  M.D.,  of  Brooklyn,  died  on  No- 
vember 16,  1972,  at  the  age  of  seventy-three.  Dr.  Bin- 
kowitz graduated  in  1923  from  Long  Island  College 
Hospital.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Seymour  G.  Clark,  M.D.,  of  Brooklyn,  died  on  Octo- 
ber 28,  1972,  at  the  age  of  eighty-two.  Dr.  Clark  grad- 
uated in  1916  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  a consulting  surgeon  at  Methodist 
Hospital  of  Brooklyn.  Dr.  Clark  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Mary  Merritt  Crawford,  M.D.,  of  New  York  City, 
died  on  November  25,  1972,  at  the  age  of  eighty-eight. 
Dr.  Crawford  graduated  in  1907  from  Cornell  Universi- 
ty Medical  College.  Retired,  from  1919  until  her  re- 
tirement in  1949,  she  was  medical  director  of  the  Fed- 
eral Reserve  Bank  of  New  York.  The  first  woman  to 
be  an  ambulance  surgeon  in  Brooklyn,  she  also  served 
at  the  American  Ambulance  Hospital  at  Neuilly-sur- 
Seine  during  World  War  I,  as  a former  vice-president  of 
the  American  Medical  Women’s  Association,  and  as 
past  president  of  the  Cornell  Medical  College  Alumni 
Association.  Dr.  Crawford  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  Joseph  Elliott,  M.D.,  of  Eggertsville,  died  on 
November  21,  1972,  at  the  age  of  sixty-eight.  Dr.  El- 
liott graduated  in  1930  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  attending  general 
practitioner  on  the  medical  staff  at  Sisters  of  Charity 
Hospital  of  Buffalo.  Dr.  Elliott  was  a member  of  the 
American  Academy  of  General  Practice,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Hannah  French,  M.D.,  of  Freeport,  died  on  Novem- 
ber 15,  1972,  at  the  age  of  forty-five.  Dr.  French  grad- 
uated in  1952  from  the  University  of  Cambridge  Facul- 
ty of  Medicine.  She  was  a member  of  the  American 
Psychiatric  Association,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  Bond  Garlick,  M.D.,  of  Rochester,  died  on 
November  13,  1972,  at  the  age  of  seventy.  Dr.  Garlick 
graduated  in  1932  from  the  University  of  Rochester 
School  of  Medicine.  He  was  emeritus  chief  of  surgery 
at  Highland  Hospital  of  Rochester  and  a consulting 
surgeon  at  St.  Mary’s,  Genesee,  and  Rochester  General 
Hospitals.  Dr.  Garlick  was  a Diplomate  of  the  Ameri- 


can Board  of  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  Rochester  Academy 
of  Medicine. 

Louis  Leo  Goldblatt,  M.D.,  of  New  York  City,  died  on 
December  30,  1971.  Dr.  Goldblatt  graduated  in  1909 
from  Fordham  University  School  of  Medicine. 

Joseph  Francis  Graceffo,  M.D.,  of  Auburn,  died  on 
November  21,  1972,  at  the  age  of  fifty-four.  Dr.  Gra- 
ceffo graduated  in  1943  from  Georgetown  University 
School  of  Medicine.  He  was  an  attending  surgeon  at 
Auburn  Memorial  and  Mercy  Hospitals.  Dr.  Graceffo 
was  a Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  Cayuga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  Greenberg,  M.D.,  of  Brooklyn,  died  on  July 
17,  1972,  at  the  age  of  fifty-eight.  Dr.  Greenberg  grad- 
uated in  1945  from  Middlesex  University  School  of 
Medicine.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Maynard  William  Gurnsey,  M.D.,  of  Corning,  died 
on  May  31,  1972,  at  the  age  of  sixty-six.  Dr.  Gurnsey 
graduated  in  1934  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  honorary  member  of 
the  medical  staff  at  Corning  Hospital.  Dr.  Gurnsey 
was  a member  of  the  Steuben  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Vsavolod  Heresymovych  Hersay,  M.D.,  of  New  Hyde 
Park,  died  on  November  19,  1972,  at  the  age  of  forty- 
eight.  Dr.  Hersay  received  his  medical  degree  from 
the  University  of  Munich  in  1955.  He  was  an  assistant 
attending  orthopedic  surgeon  at  Metropolitan,  Flower 
and  Fifth  Avenue  Hospitals,  and  clinical  assistant 
orthopedic  surgeon  at  French  and  Polyclinic  Medical 
School  and  Health  Center,  and  an  associate  attending 
orthopedic  surgeon  at  Coney  Island  Hospital  as  well  as 
an  adjunct  orthopedic  surgeon  at  Lefferts  General  Hos- 
pital. Dr.  Hersay  was  a member  of  the  Nassau  Acade- 
my of  Medicine,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Martin  Horowitz,  M.D.,  of  Buffalo,  died  on  December 
3,  1972,  at  the  age  of  eighty-one.  Dr.  Horowitz  re- 
ceived his  medical  degree  from  the  University  of  Vien- 
na in  1925.  He  was  a member  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Irgang,  M.D.,  of  New  York  City,  died  on  Oc- 
tober 19,  1972,  at  the  age  of  seventy-seven.  Dr.  Irgang 
graduated  in  1918  from  University  and  Bellevue  Hospital 
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Medical  College.  He  was  a consulting  dermatologist 
and  syphilologist  at  Harlem  Hospital  Center.  Dr.  Irgang 
was  a Diplomate  of  the  American  Board  of  Dermatology, 
Inc.,  and  a member  of  the  American  Academy  of  Derma- 
tology, the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Leo  James  Kennedy,  M.D.,  of  New  York  City,  died 
on  October  27,  1972,  at  the  age  of  sixty-seven.  Dr. 
Kennedy  graduated  in  1931  from  the  University  of  Ver- 
mont College  of  Medicine.  He  was  an  honorary  assis- 
tant surgeon  at  St.  Vincent’s  Hospital  of  the  City  of 
New  York.  Dr.  Kennedy  was  a Fellow  of  the  American 
College  of  Angiology,  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  Pan  American  Medical 
Association,  the  Industrial  Medical  Association,  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,’  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alfred  Kimmel,  M.D.,  of  Brooklyn,  died  on  June  8, 
1972,  at  the  age  of  fifty-eight.  Dr.  Kimmel  received 
his  medical  degree  from  the  University  of  Bologna  in 
1938.  He  was  an  associate  attending  physician  at 
Unity  Hospital.  Dr.  Kimmel  was  a Fellow  of  the 
American  College  of  Angiology  and  a member  of  the 
American  Geriatrics  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Oscar  Kramer,  M.D.,  of  Brooklyn,  died  in  May,  1972, 
at  the  age  of  seventy-three.  Dr.  Kramer  received  his 
medical  degree  from  the  University  of  Vienna  in  1934. 
He  was  an  emeritus  cardiologist  at  Maimonides  Hos- 
pital of  Brooklyn  Outpatient  Department  and  an  emer- 
itus assistant  physician  at  Maimonides  Hospital  of 
Brooklyn.  Dr.  Kramer  was  a member  of  the  New  York 
Cardiological  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jacob  Lerman,  M.D.,  of  New  York  City,  died  on  No- 
vember 4,  1972,  at  the  age  of  seventy.  Dr.  Lerman 
graduated  in  1927  from  Syracuse  University  College  of 
Medicine.  He  was  an  attending  neuropsychiatrist  at 
Unity  Hospital  and  an  attending  psychiatrist  at  Brook- 
dale  Hospital  Center.  Dr.  Lerman  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  American  Academy  of  Neurology, 
the  American  Psychiatric  Association,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Siegfried  Ludwig  Loewy,  M.D.,  of  Yonkers,  died  on 
October  23,  1972.  Dr.  Loewy  received  his  medical  de- 
gree from  the  University  of  Berlin  in  1908. 

Robert  Bruce  Malcolm,  M.D.,  of  Brooklyn,  died  on 
May  26,  1972.  Dr.  Malcolm  graduated  in  1960  from 
New  York  University  School  of  Medicine.  He  was  as- 
sistant chief  of  surgery  at  Coney  Island  Hospital. 


Willis  Henry  McGraw,  M.D.,  of  Cortland,  died  on 
October  20,  1969.  Dr.  McGraw  graduated  in  1902  from 
Dunham  Medical  College,  Chicago. 

William  Henry  Miller,  M.D.,  of  Long  Island  City  and 
New  York  City,  died  on  August  12,  1972,  at  the  age  of 
seventy-eight.  Dr.  Miller  graduated  in  1925  from  the 
University  of  Toronto  Faculty  of  Medicine.  He  was  an 
assistant  attending  traumatic  surgeon  at  Columbus 
Hospital.  Dr.  Miller  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Earl  Joseph  Mossey,  M.D.,  of  Cohoes,  died  on  May  5, 
1972,  at  the  age  of  sixty-six.  Dr.  Mossey  graduated  in 
1934  from  Georgetown  University  School  of  Medicine. 
He  was  an  attending  surgeon  at  St.  Mary’s  Hospital 
(Troy).  Dr.  Mossey  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  International 
Academy  of  Pathology,  the  Rensselaer  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ettore  Perrone,  M.D.,  of  New  York  City,  died  on  No- 
vember 9,  1972,  at  the  age  of  ninety-six.  Dr.  Perrone 
received  his  medical  degree  from  the  University  of 
Rome  in  1902.  He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Israel  Rappaport,  M.D.,  of  New  York  City,  retired, 
died  on  November  27,  1972,  at  the  age  of  seventy-nine. 
Dr.  Rappaport  received  his  medical  degree  from  the 
University  of  Budapest  in  1918.  He  was  a consulting 
physician  in  chest  disease  at  Bellevue  Hospital  and  an 
honorary  physician  in  chest  disease  at  Grasslands  Hos- 
pital (Valhalla).  Dr.  Rappaport  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Rocco  Recupero,  M.D.,  of  Alexandria  Bay  and 
Redwood,  died  on  November  15,  1972,  at  the  age  of 
fifty-seven.  Dr.  Recupero  graduated  in  1939  from  Long 
Island  College  of  Medicine.  He  was  an  attending  gen- 
eral practitioner  at  North  County  Hospitals.  Dr. 
Recupero  was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  Jefferson  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Walter  Joseph  Reinach,  M.D.,  of  Schenectady,  died 
on  October  30,  1972,  at  the  age  of  sixty-eight.  Dr.  Re- 
inach received  his  medical  degree  from  the  University 
of  Gottingen  in  1929.  He  was  a member  of  the  Sche- 
nectady County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Julius  Rosenthal,  M.D.,  of  Flushing,  died  on  August 
18,  1972.  Dr.  Rosenthal  graduated  in  1922  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He 
was  a Diplomate  of  the  American  Board  of  Pathology 
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(Clinical  Pathology  and  Pathologic  Anatomy),  a Fellow 
of  the  College  of  American  Pathologists,  and  a member 
of  the  New  York  Pathological  Society,  and  the  New 
York  State  Society  of  Pathologists. 

Melvin  Lloyd  Sommer,  M.D.,  of  White  Plains,  died 
on  November  4,  1972,  at  the  age  of  forty-nine.  Dr. 
Sommer  graduated  in  1954  from  the  University  of  Ox- 
ford School  of  Medicine.  He  was  an  assistant  attend- 
ing psychiatrist  at  Grasslands  Hospital.  Dr.  Sommer 
was  a member  of  the  American  Psychiatric  Associa- 
tion, the  Westchester  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Staff,  M.D.,  of  Bath,  died  on  August  11,  1972, 
at  the  age  of  seventy-one.  Dr.  Staff  graduated  in  1933 
from  Rush  Medical  College.  He  was  a member  of  the 
Steuben  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

James  Tesler,  M.D.,  of  Brooklyn,  died  on  October  30, 
1972,  at  the  age  of  seventy-nine.  Dr.  Tesler  graduated 
in  1926  from  Tufts  University  School  of  Medicine.  He 
was  an  attending  gastroenterologist  at  Wyckoff  Heights 
Hospital,  an  attending  physician  at  Brooklyn-Cumber- 
land  Medical  Center  and  chief  gastroenterologist  at 
Brooklyn-Cumberland  Medical  Center  Outpatient  De- 
partment, an  associate  attending  gastroenterologist  at 
Jewish  Hospital  of  Brooklyn,  an  associate  attending 


continued  from  page  9 

Transplantation  Reviews.  Volume  6,  1971.  Surface 
Antigens  on  Nucleated  Cells.  Edited  by  Goran  Moller, 
M.D.  Quarto  of  112  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1971. 
Paper,  $11. 

Common  Problems  in  Office  Practice.  Current 
Methods  of  Diagnosis  and  Treatment.  By  Robert  B. 
Taylor,  M.D.  Quarto  of  402  pages.  Hagerstown,  Mary- 
land, Harper  & Row,  Publishers,  Inc.,  1972.  Paper, 
$9.95. 

Jamieson’s  Illustrations  of  Regional  Anatomy.  Sec- 
tion II  Head  and  Neck.  Ninth  edition.  Revised  by 


physician  at  Bellevue  Hospital,  and  a consulting 
gastroenterologist  at  Samaritan  Hospital  of  Brooklyn. 
Dr.  Tesler  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Gastroenterology),  a Fellow  of  the 
American  College  of  Gastroenterology,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  Acade- 
my of  Gastroenterology,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jerome  Ralph  Van  Ess,  M.D.,  of  New  York  City, 
died  on  June  20  at  the  age  of  sixty-five.  Dr;  Van  Ess 
graduated  in  1932  from  Marquette  University  School  of 
Medicine.  He  was  an  associate  attending  surgeon  at 
French  and  Polyclinic  Medical  School  and  Health  Cen- 
ter. Dr.  Van  Ess  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  New  York  Academy 
of  Medicine. 

Harry  Weisler,  M.D.,  of  Brooklyn,  died  on  September 
30,  1972,  at  the  age  of  seventy-five.  Dr.  Weisler  gradu- 
ated in  1921  from  Long  Island  College  Hospital.  He 
was  an  attending  pediatrician  at  Brooklyn-Cumberland 
Medical  Center.  Dr.  Weisler  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Erwin  Anthony  Werner,  M.D.,  of  New  York  City,  re- 
tired, died  on  June  9,  1972.  Dr.  Werner  received  his 
medical  degree  from  the  University  of  Vienna  in  1927. 


Robert  Walmsley,  M.D.,  and  T.  R.  Murphy,  M.  Sc., 
M.D.S.  Octavo  of  72  pages,  fully  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Companv, 
1972.  Spiral,  $6.75. 

Live  And  Be  Well.  A Physician’s  Guide  to  Better 
Health.  By  Harry  R.  Litchfield,  M.D.  Octavo  of  229 
pages.  Roslyn  Heights,  New  York,  Libra  Publishers, 
Inc.,  1972.  Cloth,  $6.00. 

The  Medical  Clinics  of  North  America.  Volume  56 
Number  6 November  1972.  Symposium  on  Clinical 
Neurology.  Guest  Editor  Melvin  D.  Yahr.  M.D. 
Octavo,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1972.  Published  Bi-monthly  (six  numbers  a 
year).  Cloth,  $21.  per  year. 


Important  Notice 

167th  Annual  Meeting 
House  of  Delegates 

Medical  Society  of  the  State  of  New  York 
Opening  Session,  Sunday,  February  11,  1973,  at  10:00  A. M. 
Americana  Hotel,  New  York  City 
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MOUNT  SINAI  SCHOOL  OF  MEDICINE  OF 
THE  CITY  UNIVERSITY  OF  NEW  YORK 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
Post-Graduate  Course  in  Cell  Pathology 

CELL  PATHOLOGY  AND  SYSTEMIC  NUCLEAR 
MALIGNANCY  ASSOCIATED  CHANGES  (MAC) 

IN  TISSUES  AND  SMEARS 


Under  the  Direction  of 

Herbert  E.  Nieburgs,  M.D.  and  Faculty 

April  27,  through  May  1,  1973 — Friday  through  Tuesday,  9:00  a.m.  to  5:00  p.m. 

at  The  Mount  Sinai  Medical  Center 
Fifth  Avenue  & 100th  Street,  New  York,  New  York  10029 


Morphologic  alterations  in  cells  of  tissues  will  be  demon- 
strated in  relation  to  various  histologic  patterns  and  to 
cellular  changes  in  smears.  The  cytogenetic  factors  in 
the  development  of  cellular  changes  and  their  micro- 
scopic interpretation  will  be  discussed.  Lectures  and 
microscopic  workshops  will  be  conducted  with  emphasis 
on  the  unified  concept  of  cell  pathology  in  tissues  and 
smears  and  on  the  application  of  criteria  for  cytologic 
diagnosis  in  terms  of  the  histopathologic  alteration.  The 
morphogenesis  of  malignancy  associated  changes  (MAC) 
in  the  host,  their  relationship  to  the  tumor,  their  micro- 
scopic interpretation  and  clinical  implications  will  be 
reviewed. 

In  the  tutorial  exercises  two  to  six  Kodachrome  trans- 
parencies will  be  projected  simultaneously  for  compara- 
tive evaluation.  All  relevant  techniques  and  photo- 

FEE: 


micrography  of  nuclear  structures  will  be  discussed.  In 
the  microscopic  workshops  tissue  sections  and  corre- 
sponding smears  from  all  body  sites  as  well  as  blood 
smears  and  bone  marrow  will  be  accompanied  by  corre- 
sponding Kodachrome  transparencies  for  simultaneous 
study  by  microscopy  and  by  means  of  two  viewing  boxes 
assigned  to  each  of  the  participants. 

Cases  studied  during  the  workshops  will  be  discussed 
daily  between  participants  and  faculty.  Comparison 
and  discussion  microscopes  and  closed  circuit  television 
microscopy  will  be  utilized.  Round  table  discussions 
are  scheduled  on  various  topics  including  those  of  uterine 
cervix  dysplasias  and  carcinoma  in  situ.  Study  sets  of 
Kodachrome  transparencies  will  be  distributed  to  regis- 
trants upon  completion  of  course. 

$200.00 


For  Catalogue  and  Applications  Write:  Registrar,  The  Page  and  William  Black  Post-Graduate  School  of  Med- 
icine, Mount  Sinai  School  of  Medicine,  Fifth  Avenue  and  100th  Street,  New  York,  New  York  10029.  Telephone 
(212)  876-1000,  Extension  8384. 
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In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapy  of  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G — /If.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin. 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins, and  other  allergens.  If  an  allergic  reaction  occurs,  thedrug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g.,  pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intraderma lly 
0.1  cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used. 
Antihistaminics  appear  beneficial  in  treatment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria,  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  mtramus 
cular  injection,  in  upper  outer  quadrant  of  buttock  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice.  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control.  Venereal 
Disease  Branch,  U S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive.  Follow-up  treatment  consists  of  4.8  million  units.  I.M 
divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae.  Follow-up  treatment  consists  of  4 8 million  units  daily  on 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/'v  approximately 
0.7%  lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrro- 
lidone, 0.01%  propylparaben  and  0.09%  methylparaben.  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose,  3 
mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg. 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg  propylparaben 
and  1.2  mg  methylparaben 


Denise  hasVD 

Let’s  keep  it  from  getting  around. 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2,5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
eg  .pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism,  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under  2 years  of  age,  50,000  units/Kg.  body  weight, 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  If  blood  appears, 
remove  the  needle  and  inject  in  another  site 

Composition:  2,400,000  units  in  4-cc  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 


lecithin,  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyrrolidone, 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  be 
penicillin  G (as  active  ingredient):  300,000  units  per  cc— 10-cc 


multi-dose  vial.  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg.  propylparaben 
and  1 2 mg.  methylparaben 


Wyeth  Laboratories  ■ Philadelphia,  Pa  19101 


In  Syphilis 

Injection 

BICILLIN®  Long -Acting 

( sterile  benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually*  cures  most  cases  of  primary,  secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
longed serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  G — Venereal  infections: 
Syphilis,  yaws,  bejel  and  pinta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported.  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity. Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens  If 
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We're  specialists  in 

fiCITO  LEASING 

When  you’re  a specialist  in  your  field, 
people  depend  on  you. 

And  when  it  comes  to  leasing  a car, 
doctors  have  been  depending  on  us  for 
years.  Why?  Maybe  it’s  because  we  have 
the  right  car . . . any  car,  any  make,  model 
any  equipment.  And  we  have  the  right 
prices  too.  Compare  us  and  you’ll  see’ 
for  yourself.  What’s  more,  when  you 
need  service,  we  don’t  waste  time 
discussing  it ...  we  do  it.  Just  ask  any 
of  the  hundreds  of  doctors  who 
lease  from  us. 

We  know  you’re  busy,  so  why 
not  give  us  a call.  We  can 
handle  most  of  the  details 
on  the  phone.  And  when 
you  come  to  pick  up  your 
car,  you’ll  find  that  we’re  a 
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of  those  midtown  places. 

Depend  on  us. 
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PHYSICIANS  WANTED 


PHYSICIAN  FOR  FULL-TIME  CAREER  POSITION  IN  REMINGTON 
Arms  Company  plant  in  Ilion.  New  York.  Excellent  opportunity.  General 
practice  background  acceptable.  Salary  open.  Equal  Opportunity  Employ- 
er. Write  or  call  collect:  E.  Marks,  M.D.,  Medical  Director.  Remington 

Arms  Companv.  939  Barnum  Ave.,  Bridgeport,  Connecticut  06602.  Tel: 
(203)  333-1112. 


INTERNIST  FOR  MEDICAL  GROUP,  SUBURB  NEW  YORK  CITY.  IN1- 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum  vitae  in  reply. 

Dept.  282,  c/o  NYSJM. 


ANESTHESIOLOGIST.  BOARD  ELIGIBLE  OR  CERTIFIED.  TO  BECOME 
third  in  a group  of  3 physicians  and  3 CRNA’s.  N.Y.  State  licensure  essential. 
Salary  first  year,  then  partnership.  Malpractice  insurance  paid.  All  general 
surgery  except  open  heart.  No  routine  OBS.  Income  expectations  $40,000- 
$50,000  per  annum;  one  month  vacation.  Apply:  B.  F.  Brophey,  M.D.,  St. 
Luke's  Hospital,  70  Dubois  St.,  Newburgh,  N.Y.  12550. 


OPPORTUNITES  FOR  G.P.’S,  MEDICAL  SPECIALISTS,  AND  PSYCHIA- 
trists  are  available.  Vacancies  exist  for  clinical  physicians  with  salary  to 
$28,522,  medical  specialists  and  psychiatrists  with  salary  to  $34,363  depending 
upon  qualifications.  Applicants  must  be  licensed  or  hold  ECFMG  and 
LMCC.  Gowanda  is  an  accredited  psychiatric  hospital  operated  L>y  the 
N.Y.S.  Department  of  Mental  Hygiene,  south  of  Buffalo,  N.Y.  Benefits  in- 
clude 3>/2  weeks  paid  leave  and  11  paid  holidays  during  the  first  year  of  em- 
ployment. A liberal  non-contributory  retirement  plan  is  one  of  the  many  bene- 
fits. Contact:  Director,  Gowanda  State  Hospital,  Helmuth,  N.Y.  14079. 


DYNAMIC  INTERNIST  FOR  DIRECTOR  OF  MEDICAL  SERVICES  IN  206- 
bed,  acute,  general  community  hospital  in  New  England  area  with  accessi- 
bility to  teaching  centers  and  potential  faculty  appointment.  Responsibility 
for  all  medical  staff  activities.  Salary  range  and  fringe  benefits  attractive  to 
the  right  person.  Dept.  266,  c/o  NYSJM. 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  ELIGIBLE  OR  CERTIFIED 
for  full-time  position  in  HMO-type  prepaid  group  practice,  suburb  of  New 
York  City.  Initial  contract  at  $30,000  plus,  depending  on  qualifications.  Ex- 
cellent opportunity.  Send  curriculum  vitae  with  first  letter.  Dept.  268,  c/o 
NYSJM. 


INTERNIST-GERIATRICIAN,  HALFTIME  POSITION  AT  1,000-BED  GEN- 
eral  hospital.  Major  teaching  division  of  the  Mount  Sinai  School  of  Medicine 
with  unique  extended  care  and  geriatric  medical  unit.  Excellent  opportunity 
for  active  participation  in  patient  care,  teaching  and  research.  Academic  op- 
portunity and  salary  commensurate  with  qualifications.  An  Equal  Opportuni- 
ty Employer.  Write  to:  Leslie  S.  Libow,  M.D.,  Chief  Geriatrics  Division, 
Mount  Sinai  Hospital  Services,  City  Hospital  Center,  79-01  Broadway,  Elm- 
hurst, New  York  11373,  or  call  (212)  830-1491. 


NEPHROLOGY  FELLOW,  LARGE  RENAL  UNIT  AND  DIALYSIS  SERVICE 
in  Brooklyn,  N.Y.,  for  June  1973  to  June  1974.  Training  in  dialysis,  renal 
biopsy,  kidney  transplantation  and  clinical  nephrology  is  stressed.  Minimum 
2 yrs.  Internal  medicine  residency  required.  Send  curriculum  vitae  to:  Renal, 
P.O.  Box  781,  Brooklyn,  N.Y.  11201. 


PHYSICIAN  DURING  JULY  AND  AUGUST  1973,  FOR  CHILDREN’S  CAMP. 
Located  at  Beach  Lake,  Pa.  Accommodates  350  campers,  ages  6-16.  Com- 
plete, modern  health  center;  two  R.N.’s  in  attendance.  Will  accept  one  M.D. 
for  each  month.  No  children  of  camp  age  accepted.  Camp  opens  July  1 and 
closes  August  26.  Private  room  and  facilities.  Please  include  your  telephone 
number  in  reply  to:  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St., 
Brooklyn,  N.Y.  11201. 


PHYSICIANS  WANTED— CONT  D 


PSYCHIATRISTS:  IMMEDIATE  POSITIONS  OPEN  IN  TREATMENT 

program  which  utilizes  latest  techniques  in  community  care  and  inter- 
disciplinary team  approach.  All  government  employment  benefits,  including 
non-contributory  early  retirement  plan.  Waterfront  location  50  miles  from 
New  York  City  on  North  Shore  of  Long  Island.  Salary:  Board  certified 

$31,683;  Board  eligible  $30,197.  Send  curriculum  vitae  to:  Shepherd 

Nathan,  M.D.,  Director,  Kings  Park  State  Hospital,  Kings  Park,  N.Y.  11754. 


INTERNIST  WANTED  AS  AN  ASSOCIATE  TO  F.A.C.P.  IN  FLOURISHING 
practice  in  an  affluent,  suburban  area,  Nassau  County,  Long  Island,  New 
York.  Salary  leading  to  partnership.  Dept.  283,  c/o  NYSJM. 


G.P.  TO  ASSOCIATE  IN  ACTIVE  FAMILY  PRACTICE.  MAINLY  INTER- 
nal  medicine.  Minimum  salary  $26,000  first  year.  C.  E.  Howes,  M.D..  142 
Warner  Ave.,  Roslyn  Heights,  N.Y.  11577.  Phone:  (516)  621-1424. 


POSITIONS  WANTED 


BOARD  CERTIFIED  PEDIATRICIAN,  CARDIOLOGY  BOARD  ELIGIBLE, 
seeks  part-time  work  in  general  pediatrics  or  pediatric  cardiology.  Afternoons, 
evenings,  weekends.  New  York  City  area.  Dept.  278,  c/o  NYSJM. 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice.  New  York  and  New  Jersey  license.  Dept.  215,  c/o 
NYSJM. 


PEDIATRICIAN,  BOARD  CERTIFIED,  COMPLETING  MILITARY  OBLIGA- 
tion  June  30,  1973,  seeks  association  leading  to  partnership.  Resume,  inter- 
view, additional  information  on  request.  Harris  C.  Lillienfeld,  M.D.,  423  Col- 
lege Parkway,  Rockville,  Maryland  20850. 


GASTROENTEROLOGIST-INTERNIST,  TOP  UNIVERSITY  TRAINED, 
staff  of  Mount  Sinai  Hospital,  N.Y.C.,  desires  to  purchase  medical  practice, 
and/or  rent  office  space.  East  Side  Manhattan;  X-rays  preferable.  Dept.  281. 
c/o  NYSJM. 


GP-PSYCHIATRIST  WANTS  TO  SHARE  OR  RENT  OFFICE  FROM  BUSY 
GP  or  psychiatrist  in  New  York  City  to  take  overflow  to  practice  general 
medicine  and  psychiatry.  Medicaid  and  Medicare  acceptable.  Dr  Mc- 
Mahon (201)  526-1100,  ext.  117,  or  (201)  725-0486. 


MISCELLANEOUS 


RADIAL  SNOW  TIRES:  PAIR,  STUDDED;  PURCHASED  SEPT.  72  FROM 
Brown-Conte  Cadillac  Dealer;  used  one  month;  will  fit  '73  Cadillac  or  Lin- 
coln -LR7815.  Original  price  $164.54;  will  sell  for  $125.  Call  weekdays: 
(516)  LO  1-0055. 
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167th 

Annual  Convention 

OF  THE 

Medical  Society  of  the 
State  of  New  York 


February  11-15, 1973 

at  the 

Americana  Hotel 
New  York  City 


HIGHLIGHTS 

General  Sessions 

Sunday,  February  11th 
Acupuncture 

Monday,  February  12th 
Alcoholism 

Tuesday,  February  13th 
Immunology 

Wednesday,  February  14th 
Heart  Day 


Scientific  Sections;  Symposia;  Panel  Dis- 
cussions; Annual  Meeting  of  House  of  Dele- 
gates; President's  Reception  and  Dinner 
Dance;  Scientific  and  Technical  Exhibits; 
Scientific  Motion  Pictures. 

V J 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
of  Manhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
Le.  2-2154. 


BABYLON,  LONG  ISLAND:  FULLY  EQUIPPED  OFFICE,  MODERN  X- 
ray,  lab.  facilities,  suitable  for  one  or  more  physicians;  room  to  expand;  many 
hospitals;  30  miles  to  N Y.  City.  J.  Berman,  M.D..  626  Deer  Park  Ave..  Baby- 
lon, N.Y.  (516)  JU7-6794. 


KATONAH,  WESTCHESTER  COUNTY,  N.Y.  OUTSTANDING  OPPOR- 
tunity!  Long  established  medical  practice  and  fully  equipped  building,  plus 
2-story  garage  with  4 room  income  apartment.  Central  location,  2 blocks  from 
Penn  Central  Railroad.  Ample  off-street  parking.  Brochure  on  request. 
$125,000.  A.E.C.  Realty,  Route  35,  South  Salem,  N.Y.  (914)  763-3149. 


THE  ULTIMATE  BACK-TO-THE-LAND  REST  CURE  FOR  VIP  PATIENTS, 
yourself  a/or  family.  In  new  trailer  on  my  model  dairy  farm  of  1,000  acres, 
500  cows.  Includes  everything.  Near  Panama  City,  Florida,  Gulf  Coast. 
$1,000  per  week.  Box  280,  c/o  NYSJM. 


FOR  SALE:  THREE  STORY  BROWNSTONE  HOME  AND  OFFICE  IN  SUN- 
set  Park  area,  Brooklyn.  Complete  professional  floor  and  two  floors  for  living. 
Excellent  condition.  Central  office  air  conditioning,  circuit  breakers,  220 
wiring,  Parquet  floors,  high  ceiling,  many  appliances  included,  extras.  Con- 
venient to  bus  and  subways.  Must  sacrifice.  Call  (212)492-7431. 


FOR  WINTER  RENTAL— ALTERNATE  WEEKENDS.  4 BEDROOM, 
year  round  house  in  Springs-Fireplace  area.  East  Hampton.  For  information 
contact:  Edward  Pinney,  M.D.,  148  East  78th  St.,  NYC  10021.  (212) 

879-8870. 


Need  help.  Doctor? 


Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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Owner-Builder: 
KALIKOW  REALTY 
COMPANY 
Exclusive  Agent: 


Tj)ou 


OUOLAS 

LLIMAN  ft  CO.  -c 


For  information 
call  Bruce  Berlin 
575  Madison  Avenue, 
New  York  10017 

371-2000 


PROFESSIONAL  MEDICAL  CENTER 


•New  York’s  newest— and  most  modern— professional  building. 
•Expressly  designed  and  equipped  for  professional  medical  service. 

•In  close  proximity  to  New  York  Hospital,  Cornell  Medical 
College,  Rockefeller  Institute,  Memorial  Center,  Manhattan 
Eye,  Ear  & Throat  Hospital. 

•1 1 0,000  sq.  ft.  of  space,  will  divide  to  suit. 

•400-car  attended  garage. 

•Sophisticated  individual  security  system,  plus  information 
and  security  desk  in  lobby. 

•Easy  access  from  Queensboro  Bridge,  FDR  Drive,  bus  lines,  etc. 

• Individually-controlled  year-round  air-conditioning  and  heating  system. 

•Emergency  stand-by  generator. 
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NEW  YORK  CITY  AREA 


January  16  / 30,  1973 

9:00  a.m.,  Tuesdays 

Triboro  Hospital 

9th  Floor  Auditorium 

Parsons  Boulevard  and  82nd  Drive 

Queens 

Division  of  Pulmonary  Medicine 

January  16 

Multiple  Primary  Lung  Cancer — A Review 
of  Three  Cases 

N.  S.  SERIFF,  M.D. 

January  23 

Amyloidosis  Complicating  Tuberculosis — 
An  Analysis  of  the  Experience  of  the  Last 
Five  Years  at  Triboro  Hospital 

V.  AZUETA,  H.  EPSTEIN,  H.  SINGH,  M.  BAJWA,  M.D.'s 

January  30 

Research  in  the  Division  of 
Pulmonary  Medicine 

N.  S.  SERIFF,  F.  KHAN,  H.  SABARRA,  and 
F.  MARICI,  M.D.'s 

January  16  / 30,  1973 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

Saltzman  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Pediatric  Conferences 

January  16 

Circulatory  Changes  in  the  Newborn 

ALICE  C.  YAO,  M.D. 

Downstate  Medical  Center 

January  23 

Clinical  Genetics 

EDWARD  JAMES  SCHUTTA,  M.D. 

N.Y.U.  School  of  Medicine 

January  30 

Clinical  Pathological  conference 


WEDNESDAY,  JANUARY  17 

1 1 :00  a.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 
Department  of  Pediatrics 

PEDIATRIC  MANAGEMENT  OF  ORGANIC 
LEARNING  DISABILITIES 

LAWRENCE  TAFT,  M.D. 

Albert  Einstein  College  of  Medicine 


4:00  p.m. 

The  Coney  Island  Hospital  Research 
Institute 

Ocean  and  Shore  Parkways 
Brooklyn 

2nd  Annual  Harold  Fink  Memorial  Lecture 

MULTIPLE  MYELOMA  AND  RELATED 
PLASMA  CELL  DYSCRASIAS:  CURRENT 
CLINICAL  AND  BIOCHEMICAL  CONCEPTS 

ELLIOTT  F.  OSSERMAN,  M.D. 

Columbia  University  P & S 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  Collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
Bronx 

NEW  CONCEPTS  IN  THE  MANAGEMENT 
OF  PEPTIC  ULCER 

SEYMOUR  ALPERT,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1’/2  hours 

THURSDAY,  JANUARY  18 

1 1 :00  a.m. 

The  City  of  New  York  Department  of  Health 

Long  Island  College  Hospital 
340  Henry  Street 
Brooklyn 

Session  IV  of  the  New  York  City 
Tropical  Disease  Rounds  Program 

AMEBIASIS 

JOHN  N.  EDSON  and  WILLIAM  G.  MULLIN,  M.D.'s 
5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
210  East  64th  Street 

DACRYOCYSTORHINOSTOMY  AND 
MUCOCELES 

CHARLES  I LI  FF,  M.D.,  Baltimore 
Discussion,  BYRON  SMITH,  M.D. 


8:00-10:00  p.m. 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

RHEUMATIC  FEVER  AND  BACTERIAL 
ENDOCARDITIS 

JOSHUA  LYNFIELD,  M.D. 

N.Y.U.  School  of  Medicine 

FEE:  $10 
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MONDAY,  JANUARY  22 


R.  Janet  Watson  Hematology  Lecture 

STUDIES  ON  HUMAN  PLATELET 
MEMBRANES 

RALPH  NACHMAN,  M.D. 

Cornell  University  Medical  School 

January  22  and  29,  1973 

3:30  p.m.,  Mondays 


8:30  p.m. 

The  New  York  Cardiological  Society 

Einhorn  Auditorium  of  Lenox  Hill  Hospital 
100  East  77th  Street 

SYMPOSIUM  ON  DIGITALIS 

1 . Electrophysiologic  Aspects  of 
Digitalis  in  Action 

BRIAN  HOFFMAN,  M.D. 

Columbia  University  P & S 

2.  Use  of  Digitalis  in  Acute  Myocardial 
Infarction 

ALFRED  SOFFER,  M.D.. 

Chicago  Medical  School 

3.  Digitalis  Assay  in  Clinical  Practice 

DANIELS.  LUKAS,  M.D. 

Memorial  Hospital  and  Cornell  University 


1:00  p.m. 

Downstate  Medical  Center 

Fourth  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 


Mount  Sinai  Hospital  Servii 


9:00  p.m. 

Bronx  Chapter  AAFP 

Misericordia  Hospital  Medical  Center  and 
New  York  Heart  Association 
600  East  233rd  Street 
Bronx 

CARDIAC  AUSCULTATION 

ROBERT  F.  GOMPRECHT,  M.D. 
LAWRENCE  GOULD,  M.D. 
Misericordia-Fordham  Hospitals 


FRIDAY,  JANUARY  19 

8:00-9:30  a.m. 

Maimonides  Medical  Center 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

RHEUMATIC  FEVER 

LAWRENCE  KUSKIN  and  WALTER  SILVER,  M.D.'s 
Part  of  the  Course  for  Pediatricians  and  G.P.’s 


January  22  / 24,  1973 

Full  time  three  day  course 

New  York  University  Post-Graduate 
Medical  School 

550  First  Avenue 

ELECTROCARDIOGRAPHY 

J.  SCOTT  BUTTERWORTH,  M.D. 

FEE:  $100 

NOTE:  A second  course,  "Cardiac  Auscultation,”  a two- 

day,  full  time  course  will  be  given  April  19  and  20.  Fee  will 
be  $75. 

Applications  for  the  two  courses  are  available  at  the  Office 
of  the  Recorder,  above  address. 


City  Hospital  Center  at  Elmhurst 
79-01  Broadway 

January  22 

Immunology  and  Immunotherapy 
of  Leukemia 

ROBERTTAUB,  M.D. 

Mount  Sinai  School  of  Medicine 

January  29 

Triiodothyronine  (T3)  in  Health 
and  Disease 

CHARLES  HOLLANDER,  M.D. 

N.Y.U.  School  of  Medicine 


MONDAY,  JANUARY  22 

8:00-9:30  p.m. 

The  Vascular  Committee  of  the  Federation 
of  Cardiovascular  and  Renal  Clinics 

New  York  Heart  House 
Two  East  64th  Street 

VASCULAR  DISEASES  OF  THE 
GASTROINTESTINAL  TRACT 

Contact:  Mrs.  Gail  Leverich,  Public  Information  Director, 

New  York  Heart  Association,  (212)  838-8800 


TUESDAY,  JANUARY  23 

8:30  p.m. 

Bronx  Surgical  Society 

Mayer's  Parkway  Restaurant 

233rd  Street  and  Bronx  River  Parkway 

Bronx 

TOTAL  HIP  REPLACEMENT 

L.  P.  BRIEF,  M.D. 

SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON”  are  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
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WEDNESDAY,  JANUARY  24 


THURSDAY,  JANUARY  25 


All  Day 

8:30  a.m.  Registration 

New  York  Heart  Association 

Waldorf-Astoria  Hotel 
50th  and  Park  Avenue 

CONFERENCE  ON  CARDIOGENETIC 
SHOCK:  PRESERVATION  OF  ISCHEMIC 
MYOCARDIUM 

FEE:  $5  (No  fee  for  1972  Members) 

For  further  information,  please  write  or  call  Clinical  Con- 
ference Registration,  Heart  House,  2 East  64th  Street,  New 
York,  N.Y.  10021,  (212)  838-8800. 

4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

PRESENT  STATUS  OF  IMMUNIZATION 
AGAINST  COMMUNICABLE  DISEASE 

SAMUEL  KARELITZ,  M.D. 

L.I.J.H. -Hillside  Medical  Center 


January  24  and  31,  1973 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  MARITAL 
PROBLEMS  IN  MEDICAL  PRACTICE 

BENJAMIN  J.  BECKER,  M.D. 

WEDNESDAY,  JANUARY  24 

8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

SOCIAL  MIMICRY:  AN  AGE  OLD 

SYNDROME  NEW  TO  THIS  COUNTRY 


8:30  p.m. 

The  Schilder  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

PSYCHOTHERAPY  IN  OLD  VIENNA  AND 
NEW  YORK  (Paul  Schilder  Memorial 
Lecture) 


January  30  / February  4,  1 973 

8 :00-9  :00  a m.,  Tuesday  and  Sunday 

Richmond  Chapter  of  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

Postgraduate  Lectures  on  Endocrinology 

January  23 

The  Nodular  Thyroid 

R.  HOFFMAN,  M.D. 

January  30 

Pediatric  Endocrine  Problems 

E.  ROLDAN,  M.D. 

Sunday,  February  4 

Diabetes  Teaching  Day 

N.Y.S.  Diabetes  Association 


January  31,  1973  / for  twenty  sessions 

8:00-10:00  p.m.,  Wednesdays 

New  York  Medical  College 

Department  of  Psychiatry 
5 East  105th  Street 

Annual  Postgraduate  Course  in 

FAMILY  AND  MARITAL  THERAPY 

FEE:  $200 

For  further  information,  write  or  call:  BENJAMIN  J. 

SADOCK,  M.D.,  Chief  of  Continuing  Education  in  Psychi- 
atry, and  Director  of  the  Division  of  Group  Process,  above 
address.  Telephone:  (212)  EN  9-7900. 


WEDNESDAY,  JANUARY  31 


ANDREW  TERSHAKOVEC,  M.D. 
Dunlap  Psychiatric  Hospital 

Discussant: 

EUGENE  B.  PAPOWITZ,  M.D. 


1973  Deadline  Dates  for  WHAT  GOES  ON 


Meeting  Dates 
February  1-15,  1973 
February  16-28,  1973 
March  1-15,  1973 
March  16-31,  1973 


Deadline  Dates 
December  10,  1972 
December  26,  1972 
January  10,  1973 
January  25,  1973 


8:30  p.m. 

Society  for  Adolescent  Psychiatry 

N.Y.U.  School  of  Medicine 
550  First  Avenue 

SCHIZOPHRENIA  IN  YOUTH: 
CHANGING  PATTERNS 

SILVANA  ARIETI,  M.D. 

Discussants: 

JAMES  F.  MASTERSON,  M.D. 
LAWRENCE  LOEB,  M.D. 
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Society  of  the  County  of  Kings 


FUTURE  EVENTS 


MONDAY,  FEBRUARY  5 

4:00  p.m. 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

PREVENTION  OF  ATHEROSCLEROSIS— 
A PEDIATRIC  PROBLEM 

SIDNEY  BLUMENTHAL,  M.D. 

University  of  Miami  School  of  Medicine 

February  10  / 14,  1973 

Medical  Society  of  the  State  of  New  York 

The  Americana 
New  York  City 

ANNUAL  CONVENTION 

See  Program  for  "Medical  Aspects  of  Sports"  and  Scien- 
tific Program  in  January  1,  1973  New  York  State  Journal 
of  Medicine  (this  issue) 

February  15  / 24,1973 
New  York  Medical  College 

Department  of  Ophthalmology 

Princess  Hotel 

Acapulco 

Fourth  Annual  Seminar 

CONTROVERSIAL  ASPECTS  IN 
OPHTHALMOLOGY 

Further  information  may  be  obtained  by  writing:  Depart- 

ment of  Ophthalmology,  New  York  Medical  College,  1249 
Fifth  Avenue,  New  York,  N.Y.  10029 


February  20  / April  17,  1973 

1:30-3:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post- 
Graduate  School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

PSYCHOPHARMACOLOGY  FOR 
PSYCHIATRISTS 

SAMUEL  L.  FEDER  and  SEYMOUR  ROSENBLATT,  M.D.’s 
Mount  Sinai  School  of  Medicine 

FEE:  $100 

TUESDAY,  FEBRUARY  20 

9:00  a. m. -5:00  p.m. 

Brooklyn  Tuberculosis  and  Respiratory 
Disease  Association  and  the  Medical 


Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

DIFFUSE  PULMONARY  DISEASES 
A Teaching  Seminar  for  Physicians 

1.  The  Overall  Importance  of  Diffuse 
Pulmonary  Disease 

CLAUDE  LENFANT,  M.D. 

National  Heart  and  Lung  Institute 
Bethesda,  Maryland 

2.  The  Nature  of  the  Pathology  of 
Interstitial  Pneumonias 

CHARLES  B.  R.  CARRINGTON,  M.D. 

Yale  University 

3.  Pathology  of  Pulmonary  Diseases  with 
an  Immunological  etiology 

VALENTIN  YERMAKOV,  M.D. 

Downstate  Medical  Center 

4.  Immunological  Mechanisms  Leading  to 
Diffuse  Pulmonary  Disease 

JOHN  RANKIN,  M.D. 

University  of  Wisconsin,  Madison 

5.  The  Clinical  and  Physiological  Features 
of  Diffuse  Lung  Disease 

NORMAN  L.  JONES,  M.D.,  M.R.C.P. 

McMaster  University  Department  of  Medicine 
Hamilton,  Ontario  Canada 

6.  The  Roentgen  Manifestations  of 
Diffuse  Pulmonary  Disease 

BENJAMIN  FELSON,  M.D. 

University  of  Cincinnati  College  of  Medicine 

7.  Eosinophilic  Pneumopathies: 

Clinical  and  Physiological  Aspects 

EDWARD  GAENSLER,  M.D. 

Boston  University 

8.  Systemic  Diseases  Involving 
the  Lung  Diffusely 

C.  T.  HUANG,  M.D. 

Downstate  Medical  Center 

9.  Sarcoidosis — Newer  Aspects  and 
Concepts 

JOHN  CROCCO,  M.D. 

Downstate  Medical  Center 

10.  Hyaline  Membrane  Disease  of  the  Lung 

PETER  A.  M.  AULD,  M.D. 

New  York  Hospital — Cornell  Medical  Center 

11.  Occupational  Pulmonary  Diseases 

IRVING  J.  SELIKOFF,  M.D. 

Mount  Sinai  School  of  Medicine 

12.  The  Shock  and  Oxygen  Lung 

NICHOLAS  O'CONNOR,  M.D. 

Harvard  Medical  School 

13.  Panel — General  Discussion  of  Topic 
Including  Therapy 
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March  15  and  16,  1973 

National  Foundation — March  of  Dimes  and 
Cornell  University  Medical  College 

Commodore  Hotel 
SYMPOSIUM  ON 

DRUGS  AND  THE  UNBORN  CHILD 

Co-Chairmen 

W.  W.  McCRORY,  M.D. 

MARIA  NEW,  M.D. 

Note:  The  purpose  of  the  two-day  session  is  to  provide  a 
forum  where  pediatricians,  obstetricians,  pharmacologists 
and  scientists  actively  working  in  the  field  of  human  de- 
velopment can  meet  to  discuss  recent  advances  and  un- 
solved problems  in  fetal  pharmacology. 

For  further  information,  write  Department  of  Pediatrics, 
Cornell  University  Medical  College,  1300  York  Avenue, 
New  York,  N.Y.  10021 


March  7 and  June  2,  1973 

New  York  Academy  of  Medicine,  Section  on 
Physical  Medicine  and  Rehabilitation  with 
the  New  York  Society  of  Physical  Medicine 
and  Rehabilitation 

2 East  103rd  Street 
Program  Change 

March  7 

The  Pneumatic  Orthesis  for  Paraplegics 

DR.  BENASSY 

Raymond  Poincare  Hospital  of  Garches,  France 

G.  HATTON,  President 

Aerazur — Constructions  Aeronautiques 

June  7 
Aphasia 

LADISLAV  HINTERBUCHNER,  M.D. 

Brooklyn-Cumberland  Hospital 

April  12  and  13,  1973 
Columbia  University  P & S 

630  West  168th  Street 

AN  INTRODUCTION  TO  DIAGNOSTIC 
ULTRASOUND 

Under  the  Direction  of: 

DONALD  L.  KING,  M.D. 

Write:  MELVIN  D.  YAHR,  Associate  Dean. 

April  13  and  14,  1973 

9:30  a. m. -5:30  p.m.,  Friday  and  Saturday 

The  City  of  New  York 

Office  of  the  Chief  Medical  Examiner 
520  First  Avenue 

10th  Annual  Symposium  on 

FORENSIC  SCIENCES  1973 


MILTON  HELPERN,  M.D.,  Chief  Medical  Examiner 
The  City  of  New  York 

Friday,  April  13 

1.  Gunshot  Wounds  with  Discussion  on 
Wound  Ballistics  and  External  Ballistics 

2.  Unlabeled  and  Mislabeled  Cases,  Scene 
Investigation,  Carbon  Monoxide  Deaths, 
Determining  the  Time  of  Death,  Deaths 
in  Legal  Custody 

3.  Evening  Session,  Dinner  Lecturer 
DR.  HELPERN 

Saturday,  April  14 

1.  Increasing  Complexity  of  Evaluation  of 

Narcotic  Deaths  in  Light  of  Different 
Modalities.  Panel  Discussion  of  Metha- 
done Therapy  and  Abuse,  An  Addict’s 
Point  of  View  and  New  York  City’s 
Addiction  Services 

2.  Recent  Advances  in  Forensic  Serology. 

Forensic  Odontology,  Including  Bite 
Mark  Evidence  and  Problems  of  Identi- 
fication. 

Write:  Symposium  on  Forensic  Sciences,  Office  of  Chief 

Medical  Examiner,  520  First  Avenue,  Room  122,  New 
York,  N.Y.  10016. 

April  25  / 27,  1973 

Full  time 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

A Three- Day  Intensive  Course 
of  Instruction  in 

OPHTHALMIC  PLASTIC  SURGERY 

MARTIN  BODIAN,  M.D.,  Members  of  the  Staff  and  Invited 
Guest  Speakers 

FEE:  $125 

Please  contact  MR.  VERNON  DRESSLER  at  the  above 
address. 

April  27  and  28,  1973 
Columbia  University  P & S 

630  West  168th  Street 

WORKSHOP  AND  SEMINAR  IN 
OCULAR  ULTRASONIC  TOMOGRAPHY 

Under  the  direction  of: 

D.  JACKSON  COLEMAN,  M.D. 

With  invited  Faculty: 

RICHARD  DALLOW,  M.D.,  ROBERT  JACK,  M.D., 

LOUIS  KATZ,  M S.,  STEVEN  KLUVIN,  M.D., 

FREDERIC  LIZZI,  D.  ENG.  SC.;  MICHAEL  SHEA,  M.D., 
MICHAEL  WAINSTOCK,  M.D. 

FEE:  $150 
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April  30  / May  4,  1973 
Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
Department  of  Radiology 

NEURORADIOLOGY  POSTGRADUATE 
COURSE 

Under  the  direction  of: 

ERNEST  H.  WOOD,  M.D. 

Address  inquiries  to:  MELVIN  D.  YAHR,  M.D.,  Associate 

Dean,  Office  of  Graduate  Medicine,  College  of  Physicians 
and  Surgeons,  630  West  168th  Street,  New  York,  N.Y. 
10032 

August  20  / 23,  1973 

Fifth  International  Hyperbaric  Congress 

Bayshore  Inn 
Vancouver,  Canada 

Address  communications  to:  Program  Coordinator  Fifth 

International  Hyperbaric  Congress,  410-750  West  Broad- 
way, Vancouver  9,  B.C.  Canada. 


NASSAU  COUNTY 


January  18  and  25,  1973 

11:30  a. m. -12:30  p.m.,  Thursdays 

Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

Pediatric  Postgraduate  Lectures 

January  18 

Adolescent  Medicine  Concerns  for  1973 

MICHAEL  I.  COHEN,  M.D. 

Albert  Einstein  College  of  Medicine 

January  25 

Hazards  of  Pharmacological  Agents 
to  Newborn  Infants 

SANFORD  N.  COHEN,  M.D. 

N.Y.U.  School  of  Medicine 


PHYSICIANS’  PLACEMENT 


CARTHAGE,  N.Y.,  Jefferson  County.  Hospital  is  actively  re- 
cruiting General  and  Orthopedic  Surgeons,  and  Ob-Gyn, 
Pediatrician,  and  Family  Physicians. 

CONTACT:  MR.  GEORGE  A.  NUFFER,  Adm.,  Carthage  Area 
Hospital,  West  Street  Road,  Carthage,  N.Y.  13619.  Tel. 
(315)  439-1000. 


FULTON,  N.Y.,  Oswego  County.  Pediatrician,  Family  Physi- 
cian, and  Ophthalmologist. 

CONTACT:  MR.  PAUL  A.  HOYT,  Adm.,  A.L.  Lee  Memorial 

Hospital,  Fulton,  N.Y.  13069. 


AFTON,  N.Yi,  Chenango  County,  needs  a Family  Physician. 

CONTACT:  MR.  JAMES  P.  ERNSTROM,  Chairman,  Afton 

Medical  Committee,  188  Main  Street,  Afton,  N.Y.  13730. 


ALBION,  N.Y.,  Orleans  County,  needs  three  G. P.'s. 

CONTACT:  EDWARD  A.  BARRETT,  M.D.,  28  Meadowbrook 

Drive,  Albion,  N.Y.  14411.  Tel.  (716)  589-7117. 


ALFRED,  N.Y.,  Allegany  County.  G.P.  Opportunity  to  serve 
growing  community  with  two  rapidly  expanding  colleges. 

CONTACT:  ALEX  SPYRALATOS,  Alfred  Business  Assn.,  Inc., 
16  N.  Main  Street,  Alfred,  N.Y.  14802.  Tel.  (607)  587- 
8286. 


ATTICA,  N.Y.,  Wyoming  County,  needs  a G.P.  for  new  Medical 
Center. 

CONTACT:  ANN  MUNIAK,  Exchange  Road,  Attica,  N.Y. 

14011;  or  J.  WYSOCKI,  D.D.S.,  14  Market  Street. 


BINGHAMTON,  N.Y.,  Broome  County.  G.P.’s,  Ophthalmolo- 
gists, Dermatologists. 

CONTACT:  MR.  CHARLES  E.  ROBBINS,  Broome  County 

Medical  Society,  4500  Old  Vestal  Road,  Box  987,  Bingham- 
ton, N.Y.  13902.  Tel.  (607)  729-9261. 


BOONVI LLE,  N.Y.,  Oneida  County.  G.P.  for  Medical  Center. 

CONTACT:  MR.  JAMES  MERCER,  Sunset  Drive,  Boonville, 

N.Y.  13309.  Tel.  (315)  942-4691. 


BOONVILLE,  N.Y.,  Oneida  County.  G.P.  to  establish  practice 
of  family  medicine  with  reciprocal  coverage  agreement; 
private  suite  in  three-doctor  health  bldg.,  equipped  with 
x-ray,  laboratory,  emergency  room.  Guaranteed  first-year 
income. 

CONTACT:  MRS.  JOHN  H.  THODEN,  Secretary,  Adirondack 

Health  Building,  Inc.,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  (315)  942-2053. 


BROADALBIN,  N.Y.,  Fulton  County.  G.P. 

CONTACT:  MR.  ROBERT  H.  LESLIE,  Chm.  Citizens'  Commit- 
tee to  Obtain  a Doctor,  R.D.  =1,  Broadalbin,  N.Y.  14025. 


BROCTON,  N.Y.,  Chautauqua  County.  G.P. 

CONTACT:  MR.  ALFRED  F.  SUNDAY,  24  Park  Street,  Broc- 

ton,  N.Y.  14716. 


BROOKLYN,  N.Y.,  Kings  County.  Psychiatrist,  half  time,  in 
outpatient  facility  within  general  hospital  setting,  experience 
with  children.  Opportunities  for  private  referrals  from  pedi- 
atric staff.  Salary  open. 

CONTACT:  GERALD  M.  BLUM,  M.D.,  Chief,  Division  of  Pedi- 
atric Psychiatry,  Jewish  Hospital  and  Medical  Center,  555 
Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel.  (212)  240- 
1701. 
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BUFFALO,  N.Y.,  Erie  County.  One  Anesthesiologist  to  join 
six-man  corporate  anesthesia  group,  including  nurse  anes- 
thetists. 

CONTACT:  NIALL  P.  MacALLISTER,  M.D.,  Deaconess  Hos- 
pital, Buffalo,  N.Y.  14208.  Tel.  (716)  886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  G.P.,  Internist,  Pediatri- 
cian. 

CONTACT:  MR.  HOWARD  STEWART,  Grover  M.  Hermann 

Hospital,  Callicoon,  N.Y.  12723.  Tel.  (914)  887-5490. 


EVENTS  RECEIVED  AFTER  DEADLINE 


January  8 and  22,  1973 

1 :30  p.m.,  Mondays 

Albert  Einstein  College  of  Medicine 
Department  of  Urology 

Jacobi  Hospital  4th  Floor  Auditorium 

Pelham  Parkway  South 

Bronx 

January  8 

Transplant  Immunology  Basic  Concepts  and 
Clinical  and  Radiologic  Aspects  of  Renal 
Transplantation 

JOHN  LIBERTINO,  M.D. 

Lahey  Clinic 

January  22 

Medical  Evaluation  of  the  Hypertensive 
Patient  and  Surgical  Aspects  of  Renal 
Vascular  Hypertension 

DONALD  BRESLIN  and  NEIL  SWINTON,  M.D.'s 
Lahey  Clinic 


January  11  and  25,  1973 

9:00-1 1 :00  p.m.,  Thursdays 

Albert  Einstein  College  of  Medicine  in  col- 
laboration with  Bronx  County  Medical  Society 

1300  Morris  Park  Avenue 
Bronx 

Seminars  in  Family  Practice 

January  1 1 

Antimicrobial  Therapy:  1973 

VICTOR  LORI  AN,  M.D. 

January  25 

Weight  Control  During  Pregnancy:  Nutrition 
or  Malnutrition 

J.  J.  SMITH,  M.D. 


MONDAY,  JANUARY  15 

4:00  p.m. 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

TEN  YEARS  OF  RESEARCH  ON 
TRANSPLANTATION 

SAMUEL  L.  KOUNTZ,  M.D. 

Special  Lecture  sponsored  by  the  Society  of  the  Sigma  Xi 


8:15  p.m. 

Psychoanalytic  Association  of  New  York 

Lenox  Hill  Hospital,  Einhorn  Auditorium 
131  East  76th  Street 

CONVERSION  HYSTERIA  AND  COM- 
VERSION  SYMPTOMS: 

A Review  of  Classification  and  Concepts 

MELITTA  SPERLING,  M.D. 

Downstate  Medical  Center 


THURSDAY,  JANUARY  18 

8:30  p.m. 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

Specialty  Training  Program  in 
Psychoanalytic  Medicine 

THE  DILEMMA  AND  CHALLENGE 
OF  BEING  SCHIZOPHRENIC 

DAVID  SHAINBERG,  M.D. 

Discussant: 

SARA  SHEINER,  M.D. 


FRIDAY,  JANUARY  26 

Noon 

Downstate  Medical  Center 

4th  Floor  Pediatric  Library 
450  Clarkson  Avenue 
Brooklyn 

Research  Pediatric  Seminar 

WHITE  CELL  FUNCTION  IN 
SICKLE  CELL  ANEMIA 

MARGARET  ROBI NSON,  M.D. 
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KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/  sedative/  antiflatulent 

Each  chewable  tablet  contains : 16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


They’re  debating  your 
future  inWashington 
right  now  Who’s 
standing  up  for  you? 


National  health  insurance  is  the  issue,  and  the  way  you’ll 
practice  in  the  future  is  at  stake.  One  proposal  would  federalize 
the  entire  medical  system. 

Who’s  standing  up  for  your  rights?  Contrary  to  what  you 
may  think,  the  AMA. 

We've  testified  repeatedly  against  a government 
controlled  medical  system.  Even  before  it  was  proposed,  the 
AMA  had  introduced  its  own  program  of  voluntary  national 
health  insurance  called  “Medicredit.”  And  we’ve  pushed  for  it 
hard.  To  date,  the  AMA  has  enlisted  1 67  members  of  Congress 
as  its  co-sponsors  - more  than  can  be  claimed  for  any  other 
national  health  insurance  bill. 

Sure,  we  lobby.  Hard.  And  successfully.  We've  lobbied  for 
more  doctors.  More  medical  schools.  For  clean  air  and  water. 
For  maternal  and  child  programs. 

We  lobby  for  the  rights  and  interests  of  doctors  and,  just  as 
important,  for  the  best  medical  care  for  all  Americans. 

With  your  support  we  can  be  even  more  effective.  Find  out 
more  about  what  the  AMA  does  for  you  and  the  public.  Send 
for  the  pamphlet,  "The  AMA  and  the  American  Doctor:  Sharing 
a Common  Goal."  Write:  Dept.  DW,  at  the  address  below. 

join  us. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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\ return  to  good  health  can  be  so  many 
:hings . . . medical  and  nursing  care . . . rest 
md  proper  diet . . . and  prescribed  nutritional 
supplementation,  like  BEMINAL-500  when 
:he  need  is  for  high  potency  vitamin  B complex 
with  500  mg.  of  vitamin  C. 

BEMINAL-500  provides  B and  C for  vitamin 
deficiencies  which  may  occur  during 

• pre-  and  postoperative  care 

• acute  infections 
jor  resulting  from 

• debilitating  long  term  illness 

• convalescence 

BEMINAL-500  Tablets  have  no  odor 

and  leave  no  aftertaste . . . 500  mg.  of  vitamin  C 

in  every  tablet. 


BEMINAII-500 

High  potency  B complex 
with  500  mg.  vitamin  C 


Each  BEM1N AL-500  tablet  contains: 


Thiamine  mononitrate  (Vit.  Bi ) 25.0  mg. 

Riboflavin  (Vit.  B2)  12.5  mg. 

Niacinamide  100.0  mg. 

Pyridoxine  hydrochloride  (Vit.  B*j)  ....  10.0  mg. 

Calcium  pantothenate  20.0  mg. 

Ascorbic  acid  (Vit.  C) 

as  sodium  ascorbate  500.0  mg. 

Cyanocobalamin  (Vit.  B12)  5.0  meg. 


Each  tablet  contains  0.15  mg.  saccharin  as  sodium 
saccharin. 

Each  tablet  provides  the  following  multiples  of 
the  recognized  adult  minimum  daily  requirements: 


Thiamine  mononitrate  25 

Riboflavin  10 

Niacinamide  10 

Ascorbic  acid  16 


The  need  for  pyridoxine  hydrochloride,  calcium 
pantothenate,  and  cyanocobalamin  in  human  nu- 
trition has  not  been  established. 

USUAL  DOSAGE:  Adults- 1 tablet  daily,  or  as 
directed. 

SUPPLIED:  No.  824— BEMINAL-500  Tablets,  in 
bottles  of  100. 


AYERST  LABORATORIES 

New  York,  N.Y.  10017  7226 
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MINOCIN'  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.* 


0.' 

Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown).  This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  In  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e  g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings”).  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings”).  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


*lndicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 
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Month  in  Washington 


Congressional  leaders  have  given  national  health  in- 
surance a high  priority,  but  the  new  Congress  conven- 
ing this  month  (December)  may  not  act  on  it  until  late 
this  year  or  even  next  year.  Senate  Democratic  Leader 
Mike  Mansfield  of  Montana  assigned  the  legislation 
“the  highest  priority”  and  expressed  confidence  that  a 
national  health-insurance  program  will  be  approved 
during  the  next  two  years  by  the  93rd  Congress.  The 
key  congressman  on  this  legislation,  Rep.  Wilbur  D. 
Mills  (D.,  Ark.),  chairman  of  the  House  Ways  and 
Means  Committee,  has  described  the  93rd  Congress  as 
moving  “to  fashion  a national  health  insurance  pro- 
gram which  the  great  bulk  of  Americans  can  support.” 

The  three  major  national  health-insurance  bills  be- 
fore the  Congress  will  be  the  Nixon  administration’s 
proposal  financed  by  employer-employee  contributions, 
the  American  Medical  Association’s  Medicredit  plan, 
and  legislation  sponsored  by  Sen.  Edward  M.  Kennedy 
(D„  Mass.). 

The  Ways  and  Means  Committee  acts  first  on  such 
legislation,  and  it  had  been  expected  to  take  up  tax  re- 
form and  possibly  pension  plan  legislation  before  na- 
tional health  insurance.  This  would  have  deferred  na- 
tional health  insurance  for  at  least  several  months. 
But  the  timetable  has  not  been  given  a lower  priority. 

Another  piece  of  legislation  of  major  importance  to 
the  medical  profession  that  will  be  before  the  93rd 
Congress  deals  with  health  maintenance  organizations 
(HMOs).  Last  year  the  Senate  approved  a bill  autho- 
rizing a broad  HMO  program,  and  the  House  Health 
Subcommittee  approved  a much  more  limited  pro- 
gram. 

Democrats  remain  in  control  of  Congress,  and  the  key 
congressmen  on  health  care  legislation  will  continue  to 
be  Mills;  Kennedy,  chairman  of  the  Senate  Health 
Subcommittee;  Rep.  Paul  G.  Rogers  (D.,  Fla.),  chair- 
man of  the  House  Health  Subcommittee;  and  Sen. 
Russell  B.  Long  (D.,  La.).  Both  the  Ways  and  Means 
Committee  and  the  Senate  Finance  Committee  held 
extensive  hearings  on  national  health  insurance  during 
the  92nd  Congress,  but  the  legislative  process  must 
start  anew  because  all  pending  bills  die  automatically 
at  the  end  of  a two-year  Congress. 

Medicredit,  slated  for  early  introduction,  is  being  ex- 
panded to  include  home  care  and  limited  dental  bene- 
fits. In  the  92nd  Congress,  Medicredit  had  174  spon- 
sors, by  far  the  largest  number  for  any  national  health- 
insurance  legislation.  Kennedy,  with  the  support  of 
organized  labor,  sponsored  the  most  costly  plan  in  the 
92nd  Congress.  It  called  for  extensive  reorganization 
of  the  nation’s  health-care  delivery  system  with  the 
government  having  a dominant  role.  At  this  writing, 
he  had  not  disclosed  any  details  of  his  new  bill.  He 
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and  Mills  have  conferred  on  national  health  legislation 
to  see  whether  or  not  they  could  agree  on  a program. 
In  a recent  speech,  Kennedy  said  that  Mills  “and  I 
plan  to  jointly  introduce  such  legislation  early  next 
year  (1973).”  But  Mills  has  not  gone  quite  this  far,  at 
least  in  his  public  statements.  Last  fall  Mills  said  the 
following  of  his  talks  on  the  matter  with  Kennedy. 

We  found  wide  areas  of  agreement.  But  obviously 
there  were  key  areas  where  we  did  not — particularly 
in  the  financing  and  administrative  areas.  It  may  be 
that  as  we  continue  to  discuss  these  areas  further 
agreement  can  be  made.  I think  I will  be  able  to 
convince  him  that  reliance  on  the  Federal  treasury 
and  the  Federal  bureaucrat  is  not  the  best  way  to  ac- 
complish our  common  objectives. 

* * * 

The  Bureau  of  Narcotics  and  Dangerous  Drugs  has 
proposed  restricting  sales  of  nine  barbiturates  which 
were  described  as  highly  addictive  and  linked  to  1,771 
suicides  and  deaths  in  seventeen  months.  The  Bureau 
said  the  barbiturates  are  more  dangerous  than  heroin. 
“Withdrawal  from  the  use  of  these  drugs  can  be  fatal 
and,  in  many  instances,  withdrawal  symptoms  are 
more  severe  from  a barbiturate  habit  than  from  heroin 
addiction,”  BNDD  Director  John  E.  Ingersoll  said. 

He  identified  the  barbiturates  by  their  generic  names 
as  amobarbital,  butabarbital,  cyclobarbital,  heptabar- 
bital,  pentobarbital,  probarbital,  secobarbital,  talbutal, 
and  vinbarbital.  He  listed  only  five  brand-name 
drugs:  secobarbital  (Seconal),  amobarbital  and  seco- 

barbital (Tuinal),  amobarbital  (Amytol),  pentobarbital 
(Nembutal),  and  butabarbital  (Butisol).  Ingersoll 
asked  the  Food  and  Drug  Administration  to  place  the 
nine  barbiturates  under  the  same  controls  as  those  for 
cocaine,  morphine,  codeine,  methadone,  and  amphet- 
amine. 

* * * 

W.  R.  Barclay,  M.D.,  assistant  executive  vice  presi- 
dent of  the  American  Medical  Association,  said  that 
the  AMA  reserves  the  right  to  reject  drug  advertising 
even  if  it  conforms  to  Food  and  Drug  Administration 
regulations.  He  said  the  AMA  had  accepted  the 
FDA’s  authority  as  to  drug  advertising  when  it  was 
promulgated  in  1968  “after  determining  that  the  regu- 
lations would  provide  adequate  screening  and  further- 
more would  have  the  advantage  of  being  consistently 
applied  to  all  medical  publications,  not  just  AMA  jour- 
nals.” However,  Dr.  Barclay  added,  the  AMA  reserved 
the  further  right  of  rejection,  not  only  as  to  drugs  but 
to  other  products  too,  “if  the  proposed  ad  is  judged  to 
be  in  poor  taste,  if  the  layout  would  cause  confusion 
with  the  editorial  content  of  the  journal  or  if  the  ad  is 
for  a product,  service  or  book  which  is  not  covered  by 
FDA  regulations  and  which  in  AMA’s  opinion  does  not 
meet  our  standards  of  acceptability.” 
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Dr.  Barclay  said  the  impact  of  advertising  on  drug 
prescribing,  use,  and  misuse  is  not  known. 

No  scientific  data  have  been  developed  on  this 
question,  and  no  reliable  method  has  been  proposed 
to  acquire  such  data.  Ads  placed  in  scientific  jour- 
nals reach  a well  educated,  well  informed  and  broad- 
ly experienced  audience  that  has  access  to  many 
sources  of  scientific  information.  Since  all  material 
in  such  ads  has  been  judged  by  FDA  to  be  correct 
and  accurate  it  is  difficult  to  see  how  such  advertise- 
ments could  adversely  affect  prescribing  practices. 
In  spite  of  the  plethora  of  information  available  to 
physicians,  AMA  has  developed  and  distributed 
without  charge  to  its  members  its  own  evaluation  of 
drug  products.  This  book  is  titled  AMA  Drug  Eval- 
uations and  is  usually  referred  to  as  “ADE.”  Unfor- 
tunately, we  are  in  no  better  a position  to  judge  the 
impact  of  this  book  than  we  are  to  judge  the  impact 
of  advertising  or  editorial  copy  in  our  journals. 

Dr.  Barclay  outlined  the  AMA’s  position  at  a public 
hearing  of  the  National  Council  of  Churches. 

* * * 

The  Department  of  Health,  Education,  and  Welfare 
has  ended  a forty-year  study  of  the  effects  of  untreated 
syphilis  among  a group  of  black  men  in  Alabama.  As- 
sistant HEW  Secretary  Merlin  K.  DuVal  announced 
the  end  of  the  Public  Health  Service  study  after  receiv- 
ing an  investigatory  report  from  an  HEW-appointed 
citizens’  advisory  board. 

When  it  began  in  1932  in  rural  Alabama,  the  study 
involved  more  than  400  black  men  with  syphilis,  and 
200  others  who  did  not  have  the  disease  were  used  for 
comparisons.  Of  the  125  survivors,  50  were  in  the  non- 
diseased  control  group. 

In  its  report  to  DuVal,  the  panel  said  the  fol- 
lowing. 

No  convincing  evidence  has  been  presented  to  this 
panel  that  participants  in  this  study  were  adequately 
informed  about  the  nature  of  the  experiments,  either 
at  its  inception  or  subsequently.  The  U.S.  Public 
Health  Service  from  the  onset  of  the  study  has  main- 
tained a continuous  policy  of  withholding  treatment 
for  syphilis  from  the  infected  subjects.  There  was 
common  medical  knowledge,  before  this  study,  that 
untreated  syphilitic  infection  produces  disability  and 
premature  mortality.  The  study  of  untreated  syphi- 
lis in  black  males  in  Macon  County,  Ala.,  now 
known  as  the  Tuskegee  Syphilis  Study,  should  be 
terminated  immediately. 

Autopsies  to  determine  the  effects  of  untreated  syph- 
ilis were  discontinued  several  months  ago.  During  the 
experiment  at  least  28  men  are  known  to  have  died  of 
syphilis. 

* * * 

The  General  Accounting  Office,  Congress’  watchdog 
on  Federal  spending,  issued  a voluminous  report  on  the 
nation’s  health  care  system  with  recommendations  that 
it  estimated  could  save  several  billions  of  dollars  annu- 
ally. The  basic  recommendations  were  for  better  con- 
struction, design,  and  planning;  better  usage  of  health- 
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terephthalate  (Warning  May  be  habit-forming),  224  mg 
aspirin,  160  mg  phenacetin,  and  32  mg.  caffeine 

INDICATIONS:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone, 
aspirin,  phenacetin  or  caffeine. 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore,  has 
the  potential  for  being  abused.  Psychic  dependence,  physi- 
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tions. Like  other  narcotic-containing  medications,  Perco- 
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Usage  in  ambulatory  patients  Oxycodone  may  impair  the 
mental  and/or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery.  The  patient  using  Percodan 
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Usage  m pregnancy:  Safe  use  in  pregnancy  has  not  been 
established  relative  to  possible  adverse  -effects  on  fetal 
development.  Therefore,  Percodan  should  not  be  used  in 
pregnant  women  unless,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible  hazards. 
Usage  in  children  Percodan  should  not  be  administered  to 
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Salicylates  should  be  used  with  caution  in  the  presence 
of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS:  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of  narcotics 
and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
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in  intracranial  pressure.  Furthermore,  narcotics  produce 
adverse  reactions  which  may  obscure  the  clinical  course 
of  patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of 
Percodan  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal 
conditions. 

Special  risk  patients  Percodan  should  be  given  with  cau- 
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and  those  with  severe  impairment  of  hepatic  or  renal  func- 
tion, hypothyroidism,  Addison's  disease,  and  prostatic  hy- 
pertrophy or  urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS:  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness,  se- 
dation, nausea  and  vomiting.  Some  of  these  adverse  reac- 
tions may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the  re- 
sponse of  the  patient.  It  may  occasionally  be  necessary  to 
exceed  the  usual  dosage  recommended  below  in  cases  of 
more  severe  pain  or  in  those  patients  who  have  become 
toleranttotheanalgesiceffectof  narcotics. The  usual  adult 
dose  is  one  tablet  every  six  hours  as  needed  for  pain. 
DRUG  INTERACTIONS:  The  CNS  depressant  effects  of 
Percodan  may  be  additive  with  that  of  other  CNS  depres- 
sants. See  WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and 
inhibit  the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symp- 
toms: Serious  overdose  with  Percodan  is  characterized  by 
respiratory  depression,  extreme  somnolence  progressing 
to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold 
and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse, 
cardiac  arrest  and  death  may  occur.  The  ingestion  of  very 
large  amounts  of  Percodan  may,  in  addition,  result 
in  acute  salicylate  intoxication. 

Treatment  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through 
provision  of  a patent  airway  and  the  institution  of 
assisted  or  controlled  ventilation.  The  narcotic  antago- 
nists naloxone,  nalorphine  or  levallorphan  are  specific 
antidotes  against  respiratory  depression  which  may  result 
from  overdosage  or  unusual  sensitivity  to  narcotics, 
including  oxycodone.  Therefore,  an  appropriate  dose  of 
one  of  these  antagonists  should  be  administered,  prefer- 
ably by  the  intravenous  route,  simultaneously  with 
efforts  at  respiratory  resuscitation.  Since  the  duration  of 
action  of  oxycodone  may  exceed  that  of  the  antagonist,  the 
patient  should  be  kept  under  continued  surveillance  and 
repeated  doses  of  the  antagonist  should  be  administered 
as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the 
absence  of  clinically  significant  respiratory  or  cardiovas- 
cular depression. 

Oxygen,  intravenous  fluids,  vasopressors  and  other  sup- 
portive measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  un- 
absorbed drug. 
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care  facilities;  and  more  emphasis  on  preventive  medi- 
cine and  group  practice. 

The  year-long  GAO  study  was  commissioned  by  Con- 
gress originally  to  survey  the  Hill-Burton  hospital  con- 
struction program.  The  Senate  Labor  and  Public  Wel- 
fare Committee  later  asked  the  GAO  to  expand  it  to 
include  all  aspects  of  health  care. 

Reduction  of  hospital  stays  and  more  emphasis  on 
outpatient  treatment  are  essential,  the  GAO  said.  It 
was  recognized  that  the  health  insurance  coverage  of 
out-of-hospital  care  has  been  increased,  but  the  GAO 
said  that  “a  large  number  of  people  still  lack  this  cov- 
erage because  they  cannot  afford  to  spend  more  money 
on  health  insurance.”  The  American  Medical  Associa- 
tion, Blue  Cross,  and  Blue  Shield  were  reported  as  fa- 
voring further  increases  in  outpatient  coverage. 

One  out  of  4 patients  was  reported  to  receive  more 
hospital  care  than  necessary.  The  report  said  that  re- 
ducing hospital  stays  an  average  of  one  day  would  in 
effect  add  96,000  beds  to  the  nation’s  hospitals.  It  was 
estimated  that  putting  patients  needing  long-term 
care,  as  opposed  to  acute,  in  special  facilities  would  not 
only  be  less  expensive  but  would  make  available 
126,000  beds  in  general  hospitals.  Expansion  of  home 
health-care  programs  would  reduce  the  need  for  20,000 
hospital  beds  the  report  said.  Sharing  of  services  by 
regional  groups  of  hospitals  could  increase  efficiency. 
For  example,  the  90,000  hospital  beds  allotted  to  ob- 
stetrics could  be  reduced  by  38,000. 

The  report  also  said  sharing  of  services  could  cut  de- 
mand for  new  hospital  facilities  for  such  procedures  as 
open-heart  surgery,  radiation  therapy,  and  kidney  dial- 
ysis. The  GAO  investigators  found  that  of  416  hospi- 
tals equipped  to  do  open-heart  surgery  in  1969,  97  per 
cent  used  them  less  than  four  times  a week.  Pediatric 
and  emergency  services  also  offer  sharing  possibilities, 
the  study  said. 

The  study  concluded  that  alternate  health-care  sys- 
tems such  as  prepaid  group  practice,  foundations  for 
medical  care,  and  health  maintenance  organizations 
“may  offer  significant  savings.”  Such  groups  generally 
use  at  least  20  per  cent  fewer  hospital  days  per  1,000 
patients  than  do  those  with  patients  under  traditional 
care. 

The  planning  of  health  care  was  criticized  as  disor- 
ganized. “Less  than  50  per  cent  of  the  163  health 
planning  agencies  responding  to  our  inquiries  about 
health  facility  needs  provided  data  showing  that  they 
had  knowledge  of  1972  needs  for  various  types  of  inpa- 
tient, extended  and  ambulatory  care  facilities  and 
beds,”  the  report  said. 

The  GAO  cited  union  wage  increases  beyond  produc- 
tivity increases  and  so-called  feather-bedding  practices 
as  major  factors  in  rising  hospital  construction  costs. 
The  AFL-CIO  Building  Construction  and  Trades  De- 
partment, in  a letter  to  the  GAO  included  in  the  re- 
port, said  the  GAO  had  been  “grossly  misleading  and 
deductively  backward,”  contending  that  productivity 
in  the  construction  industry  was  far  outstripping  wage 
gains.  The  GAO  said  labor  and  industry  must  act  if 
costs  are  to  be  held  down.  It  said  contractors  who  try 
to  fight  strikes  “have  been  pressed  by  project  owners  to 
settle  quickly  to  complete  construction.  Any  increases 
in  wages  agreed  to  by  contractors  are  generally  passed 

on  as  increased  costs  to  owners  on  future  projects.” 

* * * 


Government  scientists  believe  they  have  found  the 
cause  of  intestinal  flu,  the  ailment  that  frequently 
sweeps  through  a community  or  an  office  causing 
twenty-four  to  forty-eight  hours  of  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  in  its  victims.  They 
call  it  “Norwalk  agent.” 

Physicians  have  generally  called  the  disease  acute  in- 
fectious nonbacterial  gastroenteritis  because  a specific 
cause  had  not  been  identifiable.  The  ailment  is  not  to 
be  confused  with  the  sometimes  deadly  influenza 
which  occasionally  causes  international  epidemics. 
Scientific  investigators  for  the  National  Institutes  of 
Allergy  and  Infectious  Diseases,  working  from  a 1968 
outbreak  of  the  disease  in  Norwalk,  Ohio,  and  using 
the  latest  technics  in  scientific  photography,  claim  to 

have  captured  the  elusive  “Norwalk  agent”  on  film. 

* * * 

Frank  J.  Rauscher,  Jr.,  M.D.,  director  of  the  Nation- 
al Cancer  Institute,  made  the  following  statement  re- 
cently. 

Some  very  important  progress  is  being  made  in 
cancer  research  and  that  the  day  soon  may  come 
when  a single  drop  of  a person’s  blood  will  be  tested 
to  diagnose  the  disease. 

In  fact,  I would  say  that  our  knowledge  of  cancer — 
what  causes  it,  how  it  can  be  prevented,  how  to  spot 
it  in  early  stages,  and  how  to  treat  it — has  advanced 
more  in  the  last  two  years  than  in  the  previous  fifty. 

He  made  his  prediction  in  a copyrighted  interview 
published  in  U.S.  News  <&  World  Report.  But  he  also 
predicted  that  in  1973  about  645,000  new  cases  of  can- 
cer will  be  discovered  in  the  United  States,  and  that 
350,000  Americans  will  die  from  the  100  or  so  forms  of 
the  disease.  Rauscher  said  that  from  300  to  400  insti- 
tutions were  grappling  with  the  problems  of  cancer  and 
that  they  were  making  “tremendous  strides.”  He  esti- 
mated the  total  being  spent  each  year,  both  public  and 
private,  at  $750  million. 

Elsewhere  on  the  cancer  research  front,  7 American 
cancer  scientists  went  to  Russia  and  for  two  weeks  ex- 
changed information  on  cancer  viruses  with  leading  So- 
viet scientists  in  the  U.S.S.R.  The  exchange  was  part 
of  the  U.S. -U.S.S.R.  health  agreement  to  share  re- 
search results  from  cancer,  heart  disease,  and  environ- 
mental studies  which  was  signed  in  Moscow  in  May, 
1972,  during  President  Nixon’s  summit  meeting.  As 
part  of  the  exchange  agreement,  the  U.S.  scientific  del- 
egation will  present  to  Soviet  scientists  31  strains  of 
cancer  viruses  affecting  chickens,  cats,  rodents,  and 
nonhuman  primates,  as  well  as  a possible  human 
tumor  virus  from  a muscle  cancer.  James  F.  Holland, 
M.D.,  a specialist  in  treating  cancer  by  drugs,  has  been 
named  to  work  in  the  Soviet  Union  for  one  year  to  help 
carry  out  the  new  U.S. -U.S.S.R.  program. 

A multi-disciplinary  cancer  research  program  will  be 
established  at  the  Weizmann  Institute  of  Science  in 
Rehovot,  Israel,  under  a $447,000  research  contract 
awarded  by  the  National  Cancer  Institute.  Several  re- 
search topics  will  be  investigated,  including  the  roles  of 
various  white  blood  cell  populations  in  the  body’s  de- 
fense against  cancer,  and  methods  that  may  induce 
leukemia  cells  to  mature  normally.  Attempts  will  be 
made  to  further  develop  tests  that  offer  hope  for  early 
cancer  detection  and  diagnosis. 
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Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  10,  1973  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a m..  Georgian  Foyer.  Third  Floor  (No  Registration  Fee) 


PROGRAM 


9:00  a m.  Presiding:  Ralph  S Emerson,  M.D  , Chairman,  Committee  on  Medical  Aspects  of  Sports 

Introduction  and  Welcome:  Edward  Siegel,  M.D.  President,  Medical  Society  of  the  State  of  New  York;  Ewald  B 

Nyquist,  Commissioner  of  Education  of  the  State  of  New  York 


9:00  a.m.  JOINT  SESSION — Georgian  Ballroom  A,  Third  Floor 

TEAM  CONCEPT  OF  SCREENING  OF  ATH LETES— DOCTOR.  NURSE.  COACH  AND  PARENT  (Panel  Discussion) 


Presiding:  Daniel  Hanley,  M D , Chairman,  Medical  and  Training  Services,  U S.  Olympic  Committee,  Bowdoin  College, 

Brunswick,  Maine 


1 . Fred  Allman,  M .D.,  Georgia  Tech  Team  Physician;  Former  President,  American  Academy  of  Sports  Medicine. 

2 Thomas  A.  Shaffer,  M.D  . Ohio  State  Medical  College  Professor  of  Pediatrics;  former  Chairman,  AMA  Medical 
Aspects  of  Sports  Committee 

3.  James  M.  Robey,  M.D  , University  of  North  Carolina,  Director.  Athletic  Injury  Study 

4.  Joseph  Paterno,  Head  Football  Coach,  Penn  State  University 

5.  Clifford  B.  Fagan.  Ph  D.,  Executive  Secretary,  National  Federation  of  State  High  School  Athletic  Association 

6.  Clayton  Thomas,  M.D,  Vice  President,  Medical  Affairs,  Tampax  Inc. 

7.  Tenley  Albright,  M.D  , Women's  Olympic  Figure  Skating  Champion  1956. 
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11  30-12  30  CLINICAL  DEMONSTRATIONS  JOINT  SESSION 
La  Loire  Suites  2,  3.  4 & 5.  3rd  floor 

Presiding  Joseph  N Abraham.  Ph  D , Director  of  Physical  Education,  Hobart  College.  Geneva,  New  York.U.S.  Olympi 
Trainer,  Women's  Olympic  Team 

1 Richard  Malacrea,  Trainer,  Princeton  University 

2 Fritz  Massaman,  Trainer.  New  York  Nets  (Basketball) 

3 Robert  Fletcher,  Trainer,  Herbert  Lehman  College 

4 John  Johnson,  Trainer,  New  York  Giants  and  Manhattan  College 


s 

12:30  p m LUNCHEON  — Royal  Ballroom  A and  B Toastmaster, 

Ralph  S.  Emerson,  M.D.,  Chairman,  Committee  on  Medical 
Aspects  of  Sports;  Guest  Speaker,  Joseph  Paterno,  Head 
Coach.  Penn  State  University 

i 


2:00  p.m  WOMEN'S  SPORT  PROGRAM — Goergian  Ballroom  B,  Third  floor 

Presiding:  Sandra  Scott,  Ph  D , Safety  Research  Chairman,  State  Committee  for  Girls  Athletic  Activities,  NYS  PHSSA 

SUNY,  Brockport,  New  York 

1.  STRESS  IN  SPORTS 

Dorothy  V Harris,  Ph  D , Penn  State  University 

2 CONDITIONING  AND  TRAINING  (Panel  Discussion) 

Presiding  Joseph  Abraham,  Ph  D..  U S.  Olympic  Trainer,  Women's  Olympic  Team.  Hobart  College,  Geneva 
New  York 

Daniel  Hanley,  M D , Chairman,  Medical  Training  Services,  U S.  Olympic  Committee,  Bowdom  College.  Brunswick 
Maine 

Mrs  Muriel  Grossfeld,  U S.  Women's  Gymnastic  Olympic  Teams  1956,  1960,  1 964;  Head  Coach  1968-1972 
Clayton  Thomas,  M.D.,  Vice  President,  Medical  Affairs.  Tampax,  Inc.,  Palmer,  Mass. 

3,  HEAT  EXHAUSTION  IN  ATHLETICS 

William  Coleman,  M D , University  of  Rochester  Medical  School,  Rochester,  New  York 
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2:00  p m.  MEN'S  SPORT  PROGRAM — Georgian  Ballroom  A,  Third  Floor 


Presiding:  Ralph  S Emerson.  M D , Chairman,  Committee  on  Medical  Aspects  of  Sports 


1 WEIGHT  CONTROL  AND  NUTRITION  IN  ATHLETICS 

Donald  Cooper.  M.D..  Team  Physician,  Oklahoma  State  University;  Chairman,  NCAA — Council  on  Competitive 
Safeguards  and  Medical  Aspect  of  Sports 

2.  POTASSIUM  METABOLISM  AND  HEART  FUNCTION  DURING  EXERCISE 

Kenneth  Rose.  M.D  . Director  Division  of  Medical  Lab.  and  Research.  University  of  Nebraska  Health  Center 

3 VENEREAL  DISEASES 

Leonard  Heimoff.  M D , Clinical  Associate  Professor,  Cornell  University  Medical  College;  Chairman,  Venereal 
Disease  Subcommittee.  New  York  Academy  of  Medicine;  Chairman,  MSSNY  Committee  on  Drug  Abuse 

4 ICE  HOCKEY  INJURIES 

David  Mulder,  M.D  . Orthopedic  Surgeon,  Montreal  Genera!  Hospital;  Consultant,  Montreal  Canadians 


CONTINUING  MEDICAL  EDUCATION  — 8 Elective  credits  — American  Academy  of  Family  Physicians. 


Proceedings  of  previous  symposia  available  to  all  who  attend 


Send  Reservation  Form  to 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd.,  Lake  Success,  N Y.  1 1040 

I will  □ will  not  □ attend  the  luncheon 
Please  reserve tickets  for  the  luncheon  at  $6.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Medical  Meetings 


Cardiogenic  shock  conference 

On  January  24,  1973,  the  New  York  Heart  Associa- 
tion will  hold  its  “Conference  on  Cardiogenic  Shock: 
Preservation  of  Ischemic  Myocardium”  at  the  Wal- 
dorf-Astoria, New  York  City.  There  is  no  registration 
fee  for  1972  Heart  Association  members;  for  others  a 
fee  of  $5.00  will  be  charged.  For  further  information, 
write  Clinical  Conference  Registration,  Heart  House, 
Two  East  64th  Street,  New  York,  New  York  10021,  or 
call  212  838-8800. 

Gastrointestinal  tract  vascular  diseases 

The  Vascular  Committee  of  the  Federation  of  Car- 
diovascular and  Renal  Clinics  is  sponsoring  a seminar, 
“Vascular  Diseases  of  the  Gastrointestinal  Tract,”  on 
January  22,  1973,  from  8:00  to  9:30  P.M.  at  the  New 
York  Heart  Association,  Two  East  64th  Street,  New 
York,  New  York.  No  registration  fee  will  be  charged. 

Downstate  Medical  Center 
continuing  education  courses 

Downstate  Medical  Center  has  announced  three  con- 
tinuing education  courses  to  be  held  in  the  following 
months  at  the  Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn,  New  York:  “Basic  Sciences  for  the 
Practicing  Physician”  from  January  7 through  March 
11,  1973,  9:00  A.M.  to  12:00  NOON  in  eight  sessions 
on  Sundays  at  the  First  Floor  Lecture  Hall,  Basic  Sci- 
ences Building,  under  the  direction  of  Hugh  J.  Carroll, 
associate  professor  of  medicine,  acceptable  for  twenty- 
four  prescribed  hours  by  the  American  Academy  of 
Family  Physicians,  limited  to  50  applicants,  fee  of 
$100,  to  register:  Charles  M.  Plotz,  M.D.,  Director, 

Continuing  Education,  Downstate  Medical  Center  (212 
270-2421);  “Surgical  Anatomy”  from  January  15 
through  June  25,  1973,  8:00  to  10:00  P.M.  in  twenty 
sessions  on  Mondays  at  the  Alumni  Memorial  Hall 
(Second  Floor  Lecture  Hall),  Basic  Sciences  Building, 
under  the  direction  of  Raymond  K.  J.  Luomanen,  clini- 
cal assistant  professor  of  surgery,  limited  to  20  appli- 
cants, fee  of  $125,  to  register:  Office  of  Continuing 

Education,  Downstate  Medical  Center  (212  270-2421); 
“Hospital  Admitting  Office  Management  I”  from  Janu- 
ary 13  through  March  17,  1973,  10:00  A.M.  to  12:00 
NOON  in  ten  sessions  on  Saturdays  at  the  Alumni  Me- 
morial Hall  (Second  Floor  Lecture  Hall),  Basic  Sci- 
ences Building,  under  the  direction  of  Murray  Rimmer, 
clinical  assistant  professor  of  medical  record  adminis- 
tration, College  of  Health  Related  Professions,  limited 
to  35  applicants  who  hold  or  have  held  a supervisory 
position  in  a hospital  admitting  office,  fee  of  $35,  to 
register:  Mr.  Dwight  D.  Dixon,  Chairman,  Medical 

Record  Administration  Program,  College  of  Health  Re- 
lated Professions,  Downstate  Medical  Center  (212  270- 
2588).  Checks  for  registration  should  be  payable  to 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


State  University  of  New  York  except  for  those  for  the 
course  in  “Surgical  Anatomy,”  which  should  be  paya- 
ble to  the  Research  Foundation  of  the  State  University 
of  New  York. 

Cardiology  courses 

New  York  University  Post-Graduate  Medical  School 
will  offer  two  courses  under  the  direction  of  J.  Scott 
Butterworth,  M.D.,  associate  professor  of  medicine,  in 
1973.  Applications  for  the  two  courses  are  available  at 
the  Office  of  the  Recorder,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York,  New  York  10016. 

The  first  course  to  be  given  by  Dr.  Butterworth  is  a 
three-day,  full-time  course  on  “Electrocardiography” 
from  January  22  through  24,  1973.  This  course  is 
based  on  his  thirty  years’  experience  teaching  the 
subject  and  approaches  the  problem  from  the  funda- 
mental concept  of  the  electrophysiology  of  the  normal 
heart  and  the  changes  resulting  from  cardiac  patholo- 
gy. Attention  will  be  given  to  newer  concepts  in  the 
diagnosis  of  arrhythmias  and  trifascicular  blocks.  The 
tuition  fee  is  $100. 

“Cardiac  Auscultation,”  the  second  course,  is  a two- 
day,  full-time  course  to  be  given  April  19  through  20, 
1973.  Testing  by  the  use  of  “unknown”  type  record- 
ings of  heart  sounds  and  murmurs  has  shown  that  in 
general  physicians  recognize  less  than  half  of  the  sim- 
ple common  auscultatory  phenomena  encountered  in 
daily  practice.  This  course  is  designed  to  teach  rapid- 
ly the  recognition  of  sounds  and  murmurs  and  stresses 
their  correlation  with  the  underlying  hemodynamic 
phenomena.  In  addition,  noninvasive  technics  useful 
in  office  and  bedside  diagnosis  will  be  discussed.  The 
tuition  fee  is  $75. 

Medical  Communications  Day 

The  subject  of  this  year’s  Medical  Communications 
Day,  February  16,  1973,  at  the  Hotel  Americana  will  be 
the  “Fundamentals  of  Medical  Writing,  Editing,  and 
Communication.”  Sponsored  by  the  Medical  Society 
of  the  State  of  New  York,  the  New  York  State  Jour- 
nal of  Medicine,  and  the  Metropolitan  New  York 
Chapter,  American  Medical  Writers  Association,  the 
program  will  include  the  following  topics:  “Introduc- 

tion,” Robert  F.  Orsetti,  president,  Metropolitan  New 
York  Chapter,  American  Medical  Writers  Association; 
“Literary  and  Scientific  Standards  in  Medical  Writ- 
ing,” Mark  Keller,  editor,  Quarterly  Journal  of  Studies 
on  Alcohol;  “Publishing  in  a Scientific  Journal,”  Timo- 
thy Coffey,  managing  editor,  Quarterly  Journal  of 
Studies  on  Alcohol;  “Obtaining  and  Processing  Infor- 
mation,” Anna  Beck  and  Joan  Siegrist,  assistant  edi- 
tors, Quarterly  Journal  of  Studies  on  Alcohol;  “Reach- 
ing Wider  Publics,”  Lois  P.  Adair,  assistant  editor, 
Quarterly  Journal  of  Studies  on  Alcohol,  and  Arthur 
Isbit,  science  editor,  Rutgers  University;  and  “Reac- 
tion,” Alfred  A.  Angrist,  editor,  New  York  State  Journal 
of  Medicine. 
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Ampicillin,  Garbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

TotaciHin  (ampicillin  trihydrate) 

Pyopeifwisodium  carbenicillin) 

Bactocill  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  ana 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ TotaciHin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


FRIDAY 
February  16,  1973 

THE  AMERICANA 
New  York  City 


12th  Annual 

Medical  Communications  Day 

sponsored  by 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Official  publication 

Medical  Society  of  the  State  of  New  York 
and 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION 
Metropolitan  New'York  Chapter 


Morning  Session 

Presiding: 

Mr.  Robert  Orsetti,  President,  Metropolitan  New  York  Chapter,  American  Medical  Writers 
Association 


9:00  a.m.  Registration,  Georgian  Ballroom  Foyer,  third  floor 


9:30  a.m.  Welcome,  Georgian  Ballroom  A,  third  floor 
Alfred  A.  Angrist,  M.D., 

Editor,  New  York  State  Journal  of  Medicine 


PANEL:  FUNDAMENTALS  of  MEDICAL  WRITING,  EDITING  AND  COMMUNICATION 

Moderator : Mr.  Robert  Orsettt,  President,  Metropolitan  New  York  Chapter, 

American  Medical  Writers  Association 


1.  Literary  and  Scientific  Standards  in  Medical  Writing 

Mark  Keller,  Editor,  Quarterly  Journal  of  Studies  on  Alcohol 


2.  Publishing  in  a Scientific  Journal 

Timothy  Coffey,  Managing  Editor,  Quarterly  Journal  of  Studies  on  Alcohol 


3.  How  the  Information  is  Processed  into  Storage  Systems  and  How  to  Obtain  it 

Anna  Beck  and  Joan  Siegrist,  Assistant  Editors, 

Quarterly  Journal  of  Studies  on  Alcohol 


Panel  Discussions 


12:00  noon  Cocktails,  cash  bar,  Georgian  Ballroom  B,  third  floor 
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12:30  p.m.  Luncheon,  Georgian  Ballroom  B,  third  floor 


Presiding:  Alfred  A.  Angrist,  M.D.,  Editor,  New  York  State  Journal  of  Medicine 

LUNCHEON  ADDRESS:  Health  Maintenance  and  Professional  Service  Review 
Organizations  in  the  Coming  Era  in  Medicine 

George  Himler,  M.D.,  Past  President,  Medical  Society  of  the  State  of  New  York 


Afternoon  Session 

2:00  p.m.  Georgian  Ballroom  A,  third  floor 

PANEL:  FUNDAMENTALS  OF  MEDICAL  WRITING,  EDITING  AND 

COMMUNICATION— continued 

Moderator : Mr.  Robert  Orsetti,  President,  Metropolitan  New  York  Chapter, 

American  Medical  Writers  Association 


1.  Reaching  Out  to  Wider  Publics:  1)  Special  Publics  2)  General  Public 

Lois  P.  Adair,  Assistant  Editor,  Quarterly  Journal  of  Studies  on  Alcohol, 
and  Arthur  Isbit,  Science  Editor,  Rutgers  University 


2.  Reaction 

Alfred  A.  Angrist,  M.D.,  Editor,  New  York  State  Journal  of  Medicine 
Panel  Discussion 


REGISTRATION  Medical  Communications  Day  / Friday,  February  16, 1973 

THE  AMERICANA,  NEW  YORK  CITY 

Advance  registration  at  reduced  fee  of  $10.00  for  members  (Medical  Society  of  the  State  of  New  York  or 
American  Medical  Writers  Association),  $11.00  for  nonmembers,  if  received  by  February  14.  ($12.00 

and  $13.00  after  this  date.)  Registration  fee  includes  morning  and  afternoon  session,  and  luncheon. 
Tickets  will  be  held  at  door. 


Enclosed  is  check  {or  money  order)  in  the  amount  of for reservations  for  Medical  Communications 

Day  on  February  16,  1973. 

NAME  GUEST 

ADDRESS 


AFFILIATION 


Please  make  checks  payable  to  A.M.W.A-N.Y.  Send  check  to  Mr.  Maurice  Peizer,  Treas.,  A.M.W.A.-N.Y.,  William 
Douglas  McAdams,  110  East  59th  St.,  New  York,  N.  Y.,  10022. 
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Abstracts 


Richardson,  D.  J.:  Treatment  of  acute  respiratory 

emergencies,  New  York  State  J.  Med.  73:  253  (Jan. 
15)  1973. 

Respiratory  insufficiency,  rarely  unaccompanied  by 
other  physiologic  complications,  is  dealt  with  as  venti- 
latory failure  involving  inadequate  elimination  of  car- 
bon dioxide  and  inadequate  oxygen  supply.  Because 
the  clinical  manifestations  of  such  failure  are  frequent- 
ly difficult  to  interpret,  it  is  maintained  that  the  most 
reliable  diagnosis  may  be  obtained  from  arterial  blood 
gas  studies.  Three  case  reports  demonstrate  different 
treatments  with  ventilatory  assistors,  after  a patent 
airway  has  been  established,  based  on  the  nature  and 
degree  of  hypoventilation. 

Prigal,  S.  J.,  and  Shapiro,  D.  M.:  Safety  of  reposi- 
tory injections;  Ten-year  study,  New  York  State  J. 
Med.  73:  257  (Jan.  15)  1973. 

The  results  of  treating  patients  with  repository  injec- 
tions of  allergens  were  reviewed  and  were  considered 
good.  Only  0.3  per  cent  of  the  injections  produced  minor 
systemic  reactions.  Local  reactions  occurred  after  1.7 
per  cent  of  the  injections.  These  local  reactions  con- 
sisted of  transient  nodules,  persistent  nodules,  abscesses 
or  cysts,  and  granulomas.  The  ferric  chloride  spot  test 
was  used  to  monitor  the  quality  of  the  emulsions,  and 
is  credited  with  contributing  to  the  high  degree  of  safe- 
ty of  the  procedure. 

Weinfeld,  I.,  Wilen,  S.,  Yabek,  S.,  and  Rodriguez- 
Torres,  R.:  Total  parental  hyperalimentation;  infants 
with  chronic  intractable  diarrhea,  New  York  State  J. 
Med.  73:  265  (Jan.  15)  1973. 

Chronic  intractable  diarrhea  in  infants  often  results 
in  death  with  inadequate  explanation  of  the  cause  of 
persistent  diarrhea.  In  this  study  6 infants  under  four 
months  of  age  were  treated  for  chronic  intractable  diar- 
rhea with  total  parenteral  hyperalimentation.  At  the 
onset  of  therapy  all  of  the  infants  had  suffered  from 
diarrhea  of  unexplained  cause  for  a minimum  of  three 
weeks  and  weighed  less  than  their  birth  weight.  Dur- 
ing hyperalimentation,  which  averaged  twenty-four 


days’  duration,  ranging  from  twelve  to  thirty-three 
days,  all  infants  gained  weight  at  an  average  of  41.1 
Gm.  per  day.  Numerous  complications  were  encoun- 
tered, including  those  of  metabolic,  cardiopulmonary, 
vascular,  infectional,  and  mechanical  natures.  Never- 
theless, there  were  4 survivors  among  the  6 infants 
treated;  all  were  returned  to  oral  feedings  and  then 
gained  weight  steadily.  Despite  associated  complica- 
tions and  lack  of  the  ideal  parenteral  fluid,  total  paren- 
teral hyperalimentation  therapy  in  the  treatment  of 
chronic  intractable  diarrhea  can  provide  adequate  nu- 
trition to  significantly  decrease  mortality  rates. 


Moskowitz,  H.,  Milikow,  E.,  and  Osmun,  G.  P.:  So- 
dium tyropanoate;  evaluation  of  new  oral  cholecysto- 
graphic  agent,  New  York  State  J.  Med.  73:  271  (Jan. 
15) 1973. 

Many  authors  have  emphasized  the  importance  of 
visualizing  the  gallbladder  of  the  patient  with  severe 
right  upper  quadrant  pain  for  the  diagnosis  of  acute 
cholecystitis.  The  authors  bypass  intravenous  cholan- 
giography, the  most  frequently  utilized  procedure  in 
such  patients,  and  use  a new  oral  cholecystographic 
agent,  sodium  tyropanoate  (Bilopaque),  in  a group  of  300 
patients.  Oral  cholecystography  was  performed  on  two 
groups  of  150  patients  each.  One  group  received  3 Gm. 
of  sodium  tyropanoate  and  the  other,  3 Gm.  of  iopanoic 
acid  (Telepaque).  Following  identical  treatment  of 
both  groups,  26  per  cent  of  patients  in  the  sodium  tyro- 
panoate group  had  either  poor  or  nonvisualization  of 
the  gallbladder  after  an  initial  dose  of  the  agent;  after 
a repeat  dose  20.5  per  cent  of  these  patients’  ga06i''J 
ders  were  visualized.  In  contrast,  in  the  iopano  _ u>.iu 
group  34  per  cent  showed  poor  or  nonvisualization,  and 
of  these  poorly  visualized  patients  43  per  cent  were 
visualized  adequately  after  a second  dose.  Several 
case  reports  are  given,  as  are  data  on  the  rapidity  of 
absorption.  The  authors  conclude  that  sodium  tyropa- 
noate is  a safe  oral  cholecystographic  agent  which  pro- 
vides good  visualization  resulting  in  less  density  of  the 
gallbladder  and  produces  fewer  side-effects  than  does 
iopanoic  acid. 


Abstracts  in  Interlingua 


Richardson,  D.  J.:  Tractamento  de  emergentias 

respiratori  acute,  New  York  State  J.  Med.  73:  253  (15 
de  Januario)  1973. 

Le  insufficientia  respiratori,  raremente  non  accom- 
paniate  de  altere  complicationes  physiologic,  es  debite 
a un  insufficientia  ventilatori  implicante  un  elimina-' 


tion  non  adequate  del  C02  e un  suministro  non  ade- 
quate de  02.  Como  le  manifestationes  clinic  de  tal  in- 
sufficientia es  frequentemente  difficile  de  interpretar, 
es  mantenite  que  le  diagnose  plus  confiable  es  ille  fa- 
cite  mediante  le  studios  del  gas  in  le  sanguine.  Tres 
casos  reportate  demostrate  tractamentos  differente  me- 

continued  on  page  249 
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Dual-action  therapy 
to  enhance  mental 
and  physical  activity 
in  the  elderly. 


MENIC 

PENTYLENETETRAZOL  100  mg  . NICOTINIC  ACID  50  mg 


Menic  combines  the  proven 
effectiveness  of  cortical  stimulation 
and  cerebral  vasodilation,  reducing 
mental  confusion,  faulty  memory  and 
negative  social  behavior  often 
associated  with  the  senility  syndrome. 


DOSAGE:  Two  tablets  after  each  meal. 

SIDE  EFFECTS:  Occasionally  flushing  and 
pruritus  associated  with  niacin  administration. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  low  convulsive  threshold,  focal  brain 
lesions,  severely  impaired  liver  function, 


peptic  ulcer,  diabetes,  and  gall  bladder  or  liver 
diseases.  Niacin  may  potentiate  hypotensive 
drugs,  phenothiazine  derivatives  and 
inactivate  fibrinolysin. 

CONTRAINDICATIONS:  There  are  no  known 
contraindications  to  Menic. 


GERIATRIC  PHARMACEUTICAL  CORP.  397  jericho  turnpike,  floral  park,  n.y.  11001 

PIONEERS  IN  GERIATRIC  RESEARCH  . . . DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right’’  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythmmycin  Estolate 

(equivalent  to  250  mg  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


Chiropractic  rears  its  ugly  head 

It  must  be  checked  and  checkmated 


The  time  has  come  to  expose  chiropractic  for 
what  it  is,  sheer  cultism  and  distilled  quackery; 
it  cannot  be  allowed  to  go  unchallenged  any  longer, 
or  it  will  grow  and  prevail  to  the  continued  detri- 
ment of  the  unknowing  public.  In  condemning 
chiropractic  we  now  have  new  and  powerful  allies. 
We  can  no  longer  just  stand  by;  we  must  enlist  the 
enlightened  community  of  laymen,  legislators, 
and  community  leaders  to  actively  oppose  this 
fraud  and  insult  to  common  sense.  Active  partici- 
pation in  an  educational  campaign  is  necessary  at 
this  juncture. 

continued  from  page  244 

diante  adjuvantes  ventilatori  depost  le  establimento  de 
un  via  respiratori  permeabile  e basate  in  le  natura  e 
grado  de  hypoventilation. 

Prigal,  S.  J.,  e Shapiro,  D.  M.:  Innocuitate  del  in- 
jectiones  de  deposito.  Studio  de  10  annos,  New  York 
State  J.  Med.  73:  257  (15  de  Januario)  1973. 

Le  resultatos  therapeutic  in  patientes  tractate  con  in- 
jectiones  allergenic  de  deposito  esseva  revistite  e esseva 
considerate  bon.  Reactiones  systemic  minor  esseva  ob- 
servate  in  solmente  0.3  pro  cento  del  injectiones  ad- 
ministrate. Reactiones  local  esseva  observate  in  1.7 
pro  cento  del  injectiones  e consisteva  in  nodulos  transi- 
tori  o persistente,  abscessos,  cystes  o granulomas.  Le 
test  macular  con  chloruro  ferric  esseva  usate  pro  evalu- 
tar  serialmente  le  qualitate  del  emulsion  allergenic; 
iste  test  esseva  etiam  considerate  como  contribuente  al 
grado  de  innocuitate  del  procedimento. 

Weinfeld,  I.,  Wilen,  S.,  Yabek,  S.,  e Rodriguez- 
Torres,  R.:  Hyperalimentation  parenteral  total  in  in- 
fantes con  diarrhea  chronic  intractabile,  New  York 
State  J.  Med.  73:  265  (15  de  Januario)  1973. 

Le  diarrhea  chronic  intractabile  in  infantes  es  fre- 
quentemente  fatal,  sin  haber  un  explication  del  causa 
del  diarrhea  persistente.  In  iste  studio,  6 infantes 
minor  de  4 menses  suffrente  de  diarrhea  chronic  intrac- 
tabile esseva  tractate  con  hyperalimentation  parenteral 
total.  Al  initio  del  therapia,  omne  infantes  suffreva  de 
diarrhea  de  causa  non  explicabile  durante  un  minimum 
de  3 septimanas  e su  peso  esseva  inferior  al  del  nascen- 
tia.  Durante  le  hyperalimentation,  que  durava  un  pro- 
medio  de  24  dies  (variabile  inter  12  e 33  dies),  omne  in- 
fantes ganiava  un  promedio  de  41.1  grammas  de  peso 
per  die.  Numerose  complicationes  esseva  observate, 
incluso  illos  de  causa  metabolic,  cardiopulmonari,  vas- 
cular, infectiose,  e mechanic.  Nonobstante,  habeva  4 
superviventes  inter  le  6 infantes  tractate.  Omne  esse- 
va retornate  al  alimentation  oral  e continuava  ganiando 


The  light  of  day  will  eliminate  this  erroneous 
dogma,  which  involves,  for  example,  the  use  of  x- 
rays  covering  large  ports  with  the  known  hazard  of 
such  extensive  exposure.  There  is  always  the 
serious  harm  done  when  proper  definitive  treat- 
ment is  delayed  and  often  the  loss  of  the  only 
chance  of  cure.  An  analysis  of  the  errors  and  harm 
inherent  in  chiropractic  is  presented  elsewhere  in 
this  issue  of  the  Journal.  In  the  final  analysis, 
the  correction  of  this  grave  error  rests  with  our 
leaders  and  legislators,  who  created  this  problem 
in  the  first  place. 

peso.  Nonobstante  le  complicationes  associate  e le 
carentia  de  un  liquido  parenteral  ideal,  le  therapia  con 
hyperalimentation  parenteral  total  del  diarrhea  chronic 
intractabile  pote  proportionar  un  nutrition  adequate  e 
etiam  reducer  significativemente  le  rata  del  mortali- 
tate. 

Moskowitz,  H.,  Milikow,  E.,  e Osmun,  G.  P.:  Tyro- 
panoato  sodic;  evalutation  de  un  nove  agente  cholecys- 
tographic  oral,  New  York  State  J.  Med.  73:  271  (15  de 
Januario)  1973. 

Multe  autores  insiste  in  le  importantia  de  visualisar 
le  vesicula  biliari  in  patientes  con  intense  dolor  in  le 
quadrante  superior  derecto  pro  diagnosticar  cholecysti- 
tis acute.  Le  autores  omitte  le  cholangiographia  intra- 
venose,  le  methodo  plus  frequentemente  usate  in  iste 
patientes,  e usa  un  nove  agente  cholecystographic  oral, 
le  tyropanoato  sodic  (Bilopaque),  in  un  gruppo  de  300 
patientes.  Le  cholecystographia  oral  esseva  facite  in 
duo  gruppos  de  150  patientes  cata  uno.  Le  patientes 
de  un  gruppo  recipeva  3 grammas  de  tyropanoato 
sodic;  illos  del  altere  gruppo  recipeva  3 grammas  de 
acid  iopanoic  (Telepaque).  Depost  que  le  gruppos  esse- 
va tractate  identicmente,  un  26  pro  cento  del  patientes 
del  gruppo  tractate  con  tyropanoato  sodic  habeva  un 
visualisation  deficiente  o nulle  del  vesicula  biliari  de- 
post le  administration  del  dose  initial  del  agente;  de- 
post de  repeter  le  dose,  le  vesicula  biliari  esseva  visual- 
isate  in  20.5  pro  cento  de  iste  patientes.  In  contraste, 
in  le  patientes  tractate  con  le  acide  iopanoic,  un  visual- 
isation deficiente  o nulle  occurreva  in  34  patientes.  In 
le  patientes  in  que  visualisation  esseva  deficiente,  le 
vesicula  biliari  esseva  visibile  adequatemente  in  43  pro 
cento  del  casos  depost  de  un  secunde  dose.  Varie  re- 
portos  de  casos  es  decribite  e etiam  le  rapiditate  de  ab- 
sorption. Le  autores  conclude  que  le  tyropanoato  sodic 
es  un  agente  cholecystographic  oral  innocuo  que  pro- 
portiona  un  bon  visualisation  del  vesicula  biliar,  con 
production  de  un  minor  densitate  de  iste  organo,  e 
minus  effectos  secondari  que  le  acide  iopanoic. 
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Scientific  Articles 


Treatment  of  Acute 

Respiratory 

Emergencies 

D.  JEANNE  RICHARDSON,  M.D. 

New  York  City 

Attending  Anesthesiologist.  Doctors  Hospital 

An  acute  respiratory  emergency  may  be  defined 
as  any  situation  in  which  respiratory  insufficiency 
has  developed  to  such  a degree  as  to  be  life- 
threatening.  It  is  rare  to  find  a case  of  respiratory 
insufficiency  that  is  not  complicated  by  cardiovas- 
cular disturbances,  electrolytic  imbalance,  or 
some  other  physiologic  upset;  but  for  purposes  of 
this  discussion  respiratory  insufficiency  will  imply 
ventilatory  failure  with  its  attendant  inadequate 
elimination  of  carbon  dioxide.  It  can  occur  as  a 
complicating  factor  in  a wide  variety  of  condi- 
tions, and  it  is  far  more  common  than  is  generally 
realized.  Certainly  acute  respiratory  failure  is 
being  diagnosed  and  treated  more  often  today 
than  it  was  fifteen  years  ago.  At  the  Massachu- 
setts General  Hospital,  for  instance,  the  number 
of  patients  treated  with  respirator  support  for 
more  than  twenty-four  hours  rose  from  66  in  1958 
to  398  in  1964,  a six-fold  increase  in  a period  of 
six  years.  Similar  increases  have  occurred  in 
practically  every  hospital  in  this  country  as  well 
as  abroad.1-6 

Anatomy 

Considered  in  terms  of  the  anatomy  of  the  re- 
spiratory mechanism,  the  conditions  causing  re- 
spiratory insufficiency  may  be  classified  as  (1)  dis- 
orders of  the  nervous  system,  (2)  disorders  of  the 
thoracic  walls,  and  (3)  disorders  of  the  lungs  and 
airway.  Disorders  of  the  nervous  system  include 
increased  intracranial  pressure,  local  damage  to 
the  brain  stem,  poliomyelitis,  tetanus,  myasthenia 
gravis,  and  overdosage  with  respiratory  depres- 
sants, such  as  barbiturates,  opiates,  or  tranquiliz- 
ers. Disorders  of  the  thoracic  wall  include  con- 
genital abnormalities  such  as  marked  pectus  exca- 
vatum,  traumatic  injuries  such  as  multiple  rib 


Respiratory  insufficiency,  rarely  unaccompanied  by 
other  physiologic  complications,  is  dealt  with  as 
ventilatory  failure  involving  inadequate  elimination 
of  carbon  dioxide  and  inadequate  oxygen  supply. 
Because  the  clinical  manifestations  of  such  failure 
are  frequently  difficult  to  interpret,  it  is  maintained 
that  the  most  reliable  diagnosis  may  be  obtained 
from  arterial  blood  gas  studies.  Three  case  reports 
demonstrate  different  treatments  with  ventilatory 
assistors,  after  a patent  airway  has  been  established, 
based  on  the  nature  and  degree  of  hypoventilation. 


fractures,  abdominal  distention,  and  post-thora- 
cotomy and  post-laparotomy  pain.  Disorders  of 
the  lungs  and  airway  encompass  chronic  obstruc- 
tive emphysema,  pneumonia,  pleural  effusion,  and 
pneumothorax. 

Physiology 

Physiologically  the  chief  causes  of  respiratory 
failure  are  those  factors  which  interfere  with  oxy- 
gen and  carbon  dioxide  transport.  They  are  (1) 
increased  physiologic  shunting,  (2)  increased 
physiologic  dead  space,  (3)  increased  work  of 
breathing,  and  (4)  decreased  oxygen  transport  in 
blood.  Each  of  these  disturbances  may  be  pres- 
ent alone,  but  more  frequently  they  occur  togeth- 
er. 

Clinical  manifestations 

No  matter  what  the  specific  cause  is,  the  clini- 
cal manifestations  of  the  respiratory  distress  syn- 
drome are  the  same,  hypoxia,  hypercapnia,  hypo- 
tension, and  dyspnea.  These  are  easily  recog- 
nized when  present  in  their  more  exaggerated 
forms.  It  is  apparent  that  a cyanotic  patient  with 
shallow  respirations,  breathing  50  times  a minute, 
needs  help,  but  every  patient  with  respiratory 
insufficiency  does  not  present  all  these  signs.  The 
signs  are  less  obvious  when  the  onset  has  been 
gradual  or  when  there  is  a lesser  degree  of  pulmo- 
nary insufficiency.  Hypotension  does  not  always 
occur.  Sometimes  a rise  in  blood  pressure  is  the 
presenting  sign  of  hypoventilation.  In  some  pa- 
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tients  other  symptoms  and  signs  may  be  sugges- 
tive, such  as  restlessness,  mental  confusion,  irrita- 
bility, headache,  and  sweating.  Changes  in  the 
level  of  consciousness  may  occur,  and  the  patient 
may  progress  to  coma. 

Cyanosis  is  by  far  one  of  the  most  unreliable 
signs  of  respiratory  insufficiency.  While  its  pres- 
ence always  indicates  hypoventilation,  its  absence 
is  not  significant.  Whether  or  not  cyanosis  is  ap- 
parent depends  on  the  blood  flow  through  tissue 
and  the  blood  volume,  on  the  oxygen  uptake  in 
tissue,  on  the  hemoglobin  content  of  the  blood, 
and  also  on  such  factors  as  the  pigmentation  of 
the  skin  and  the  lighting  of  the  room.  In  a pa- 
tient with  normal  blood  flow,  cyanosis  appears  at 
approximately  80  to  85  per  cent  oxygen  saturation 
if  the  hemoglobin  content  is  15  Gm.  per  100  ml.  of 
blood,  but  patients  who  are  anemic  may  have  sig- 
nificant hypoxia  without  apparent  cyanosis,  be- 
cause the  absolute  level  of  hemoglobin  is  reduced. 
Cyanosis  is  generally  a late  sign  in  patients  with 
normal  lungs  breathing  well.  However,  cyanosis 
is  apparent  earlier  under  circumstances  in  which 
lung  disease  with  its  attendant  distribution  or  dif- 
fusion abnormalities  prevents  the  normal  transfer 
of  oxygen  from  inspired  air  to  pulmonary  blood. 
The  absence  of  cyanosis  does  not  exclude  arterial 
hypoxemia  or  tissue  hypoxia. 

Dyspnea,  or  shortness  of  breath,  is  a difficult 
symptom  to  interpret,  but  it  is  one  that  should 
never  be  disregarded.  The  complaint  of  respira- 
tory difficulty  may  arise  from  an  increased  resis- 
tance to  lung  expansion  as  in  pneumothorax  or 
from  an  increased  stimulus  to  breathe  due  to  se- 
vere carbon  dioxide  retention.  A patient’s  aware- 
ness of  the  increased  amount  of  respiratory  work 
required  will  frequently  produce  the  complaint  of 
shortness  of  breath.  This  complaint  should  never 
be  ignored,  nor  should  a patient  be  sedated  just  to 
quiet  this  complaint. 

Confirmatory  tests 

How  then  can  the  suspicion  of  hypoventilation 
be  confirmed?  What  tests  are  of  value?  Is  it  use- 
ful to  know  some  of  the  parameters  of  pulmonary 
function,  such  as  tidal  volume,  minute  ventila- 
tion, respiratory  rate,  or  vital  capacity?  These 
measurements  can  be  carried  out  at  the  bedside 
with  the  use  of  a Wright  ventilometer  fitted  with  a 
mouthpiece  and  a nose  clip,  but  they  are  not  usu- 
ally of  prime  importance  in  an  acute  respiratory 
emergency. 

When  the  status  of  a patient’s  alveolar  ventila- 
tion is  in  doubt,  the  most  reliable  information  as 
to  its  adequacy  can  be  obtained  from  the  determi- 
nation of  the  arterial  blood  gases.  The  arterial 
oxygen  tension,  the  carbon  dioxide  tension,  and 
the  arterial  pH  in  combination  with  the  hemoglo- 
bin level  are  of  paramount  importance  in  assess- 
ing the  degree  and  type  of  respiratory  insufficien- 
cy. 


Treatment 

The  first  step  in  treatment  of  a patient  with 
ventilatory  insufficiency  is  to  establish  a patent 
airway.  This  may  be  accomplished  by  the  simple 
insertion  of  an  oral  or  nasopharyngeal  airway,  but 
more  often  it  will  require  the  use  of  an  endotra- 
cheal tube  or  a tracheostomy.  Ordinarily  an  en- 
dotracheal tube  is  inserted  first,  and  then,  if  pro- 
longed intubation  is  necessary,  a tracheostomy 
-can  be  performed  at  leisure. 

In  the  past  a tracheostomy  was  performed 
whenever  a patient  with  pulmonary  insufficiency 
or  circulatory  collapse  could  not  be  oxygenated  by 
the  usual  technics.  The  decision  was  frequently 
delayed  until  the  situation  was  critical,  and  a 
hasty  tracheostomy  was  performed  at  the  bedside 
by  a junior  surgical  house  officer.  Too  frequently 
this  ended  in  disaster.  Today  the  philosophy  gen- 
erally is  to  have  an  anesthesiologist  or  nurse  an- 
esthetist insert  an  endotracheal  tube  as  soon  as 
there  is  apparent  need  for  one,  whether  because  of 
complete  respiratory  failure  or  because  the  arterial 
blood  studies  demonstrate  significant  hypoxia  or 
hypercarbia.  It  is  much  better  to  pass  a tube 
unnecessarily  than  to  delay  the  decision.  Once 
the  airway  is  established,  the  other  methods  of 
treatment  of  the  respiratory  insufficiency  can  be 
instituted. 

The  use  of  ventilatory  assistors,  such  as  inter- 
mittent positive  pressure  breathing  devices,  de- 
pends on  the  nature  and  degree  of  the  hypoventi- 
lation. A patient  with  emphysema  whose  carbon 
dioxide  tension  is  elevated  but  who  is  able  to  co- 
operate might  be  treated  simply  with  intensive 
but  intermittent  positive  pressure  breathing  inha- 
lations using  a mask  or  a mouthpiece.  Another 
one  who  is  comatose  might  require  being  placed 
on  a pressure-cycled  respirator  using  assisted  res- 
pirations, that  is,  the  patient  breathes  sponta- 
neously but  receives  a slightly  increased  amount 
of  positive  pressure  from  the  machine.  A third 
patient  may  need  completely  controlled  respira- 
tions for  a period  of  time.  The  case  reports  will 
present  an  example  of  all  three  types  of  treat- 
ment. 

Ventilators 

There  are  at  present  two  types  of  ventilators  in 
general  use,  pressure  limited  and  volume  limited. 
Pressure-limited  ventilators  continue  to  inflate  the 
patient’s  lungs  until  a preset  pressure  has  been 
reached,  at  which  time  the  inspiratory  phase  stops 
and  expiration  begins.  Volume-limited  ventila- 
tors permit  maintenance  of  constant  minute  and 
tidal  ventilation  regardless  of  changes  in  compli- 
ance and  airway  resistance. 

For  relatively  short-term  use  and  for  ventilatory 
assistance  pressure-limited  ventilators  are  satis- 
factory. In  cases  requiring  more  prolonged  use, 
especially  in  apneic  patients,  volume-limited  res- 
pirators are  generally  more  reliable.  Some  pres- 
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sure-limited  respirators  can  be  used  effectively  for 
a short  time  as  volume-controlled  ones  by  the  ad- 
dition of  a monitoring  spirometer,  which  measures 
tidal  volume.  By  changing  the  flow  and  pressure 
of  the  gas,  either  oxygen  or  compressed  air,  the 
volume  can  be  controlled. 

No  matter  what  type  of  ventilatory  assistance  is 
required,  the  end  result  to  be  achieved  is  the  im- 
provement of  the  alveolar  ventilation  and  the 
elimination  of  carbon  dioxide.  Therefore,  serial 
blood  gas  studies  are  made  as  the  treatment  prog- 
resses to  assess  the  effectiveness  of  the  treatment. 
Sometimes  dramatic  improvement  occurs  in  the 
carbon  dioxide  elimination,  but  more  often  the 
change  is  gradual  and  requires  days  before  the  pa- 
tient’s ventilatory  capacity  is  stable  enough  to 
warrant  removal  from  the  respirator.  Patients 
who  need  prolonged  respirator  treatment  some- 
times tend  to  fight  the  machine;  frequently  seda- 
tion is  necessary  to  obtain  maximum  benefit  from 
the  ventilatory  assistor.  In  cases  of  tetanus,  for 
instance,  it  is  frequently  necessary  to  paralyze  the 
patient  with  muscle  relaxants  to  control  the 
spasms  associated  with  the  disease  and  to  ade- 
quately ventilate  the  patient.  Once  the  need  for 
ventilation  is  over,  the  patient  must  be  weaned 
from  the  respirator.  This  requires  much  patience 
on  the  part  of  the  physicians  and  nurses  attending 
the  patient  as  well  as  patience  on  the  part  of  the 
patient  himself. 

There  are  many  additional  parameters  of  treat- 
ment to  be  considered  in  the  care  of  patients  with 
respiratory  insufficiency,  such  as  maintenance  of 
an  adequate  hemoglobin  level,  the  use  of  broncho- 
dilator  drugs,  appropriate  antibiotics,  improve- 
ment of  the  cardiovascular  status,  and  mainte- 
nance of  urinary  output  and  electrolytic  balance. 
These  are  all  necessary  to  thorough  treatment  of 
the  patient,  but  I shall  not  attempt  to  go  into 
them  in  this  study. 

Case  reports 

Case  1.  A sixty-year-old  nurse  was  admitted  to 
Doctors  Hospital  on  September  3,  1971.  She  had  a 
long-standing  history  of  asthma,  hypertensive  cardio- 
vascular disease,  and  emphysema.  She  had  recently 
become  very  depressed  about  her  health  and  was  under 
the  care  of  a psychiatrist  as  well  as  her  internist. 

She  was  treated  with  antibiotics,  bronchodilators, 
antihypertensives,  and  digitalis.  On  September  17 
blood  gases  were  pH,  7.4;  carbon  dioxide  tension,  37; 
and  oxygen  tension,  98.  Hemoglobin  was  normal.  She 
became  increasingly  disoriented,  and  on  September  24 
the  psychiatrist  began  to  think  that  she  might  have  an 
organic  brain  lesion. 

At  this  time  an  anesthesiologist  who  saw  her  thought 
she  might  have  hypercarbia.  Blood  gases  showed  a pH 
of  7.32;  carbon  dioxide  tension,  56;  and  oxygen  tension, 
88.  Intermittent  positive  pressure  breathing  treat- 
ments and  heated  saline  aerosol  treatments  were  insti- 
tuted every  two  hours.  Three  days  later  pH  was  7.33; 
carbon  dioxide  tension,  54;  and  oxygen  tension,  92. 
Treatments  were  increased  to  every  hour.  The  fol- 


lowing day  pH  was  7.45;  carbon  dioxide  tension,  43; 
and  oxygen  tension,  88.  The  patient  was  rational  but 
had  little  recollection  of  the  previous  ten  days.  Treat- 
ments were  continued  and  the  patient  was  discharged 
on  October  24,  1971. 

Case  2.  A seventy-year-old  woman  was  admitted  to 
Doctors  Hospital  on  July  13,  1971,  with  marked  respi- 
ratory insufficiency.  She  had  been  discharged  three 
days  before  after  treatment  for  an  acute  pulmonary  in- 
fection. She  had  a marked  pectus  excavatum,  fibroid 
phthisis  from  previous  tuberculosis,  and  chronic 
emphysema.  Roentgenogram  of  the  chest  on  admis- 
sion showed  evidence  of  no  change  in  the  infiltrate  in 
the  upper  lobe  of  the  right  lung.  Electrocardiographic 
findings  showed  normal  sinus  rhythm  with  left  atrial 
deficiency  and  incomplete  bundle  branch  block. 

The  following  day  the  laboratory  findings  were  chlo- 
rine, 94;  potassium,  3;  sodium,  119;  blood  urea  nitro- 
gen, 27;  white  blood  cell  count,  14,900;  hemoglobin, 
11.6;  and  hematocrit,  41.  Blood  gases  were  pH,  7.43; 
carbon  dioxide  tension,  47;  and  oxygen  tension,  93. 

She  was  slightly  improved  at  the  time,  but  on  the 
next  day  she  was  stuporous,  responding  only  to  painful 
stimuli.  She  was  cyanotic  and  tachypneic.  Blood 
gases  at  1:00  P.M.  were  pH  7.3;  carbon  dioxide  ten- 
sion, 64;  and  oxygen  tension,  93.  She  was  admitted  to 
the  special  care  unit,  an  endotracheal  tube  was  insert- 
ed, and  she  was  placed  on  a Bennett  PR2  respirator  at 
3:00  P.M.  By  4:00  P.M.  the  pH  was  7.28;  carbon 
dioxide  tension,  45;  and  oxygen  tension,  92.  By  the 
following  morning  she  was  distressed  by  the  endotra- 
cheal tube,  and  it  was  removed. 

Treatments  were  continued  with  antibiotics,  vigorous 
intermittent  positive  pressure  breathing,  and  heated 
saline  aerosol.  Blood  gas  determinations  taken  daily 
remained  normal.  She  was  discharged  from  the  spe- 
cial care  unit  on  July  7 and  from  the  hospital  on  Au- 
gust 16,  1971. 

Case  3.  A fifty-eight-year-old  female  was  admitted 
to  Doctors  Hospital  in  August,  1970.  In  1966  moder- 
ately far  advanced  tuberculosis  had  been  diagnosed 
and  treated  with  streptomycin,  para-aminosalicylic 
acid,  and  isoniazid.  Intolerance  to  para-aminosalicylic 
acid  and  isoniazid  developed,  and  these  were  discontin- 
ued. Because  of  increase  in  size  of  the  cavity  in  the 
upper  lobe  of  the  right  lung  with  recurring  positive 
sputum,  a right  upper  lobectomy  was  performed  on 
September  18,  1970.  Postoperatively  the  patient  had 
marked  difficulty  in  raising  secretions  and  coughing. 
She  required  repeated  nasotracheal  suctioning  and  be- 
came increasingly  lethargic.  Because  the  special  care 
unit  at  Doctors  Hospital  was  not  yet  functioning,  the 
patient  was  transferred  to  the  respiratory  intensive  care 
unit  at  The  Mount  Sinai  Hospital. 

On  admission  there  on  September  24,  six  days  after 
the  lobectomy,  with  nasal  oxygen  running,  the  oxygen 
tension  was  67;  carbon  dioxide  tension,  56;  and  pH, 
7.38.  She  was  cyanotic  and  tachypneic. 

A tracheostomy  was  performed,  and  the  patient  was 
placed  on  the  Bird  respirator  with  assisted  ventilation 
and  90  per  cent  oxygen.  There  was  still  hypercapnia, 
carbon  dioxide  tension,  55,  and  the  respirator  was 
changed  to  an  Emerson  volume  respirator.  Two  hours 
later  the  carbon  dioxide  tension  was  35. 

Three  days  later  gradual  weaning  from  the  respirator 
was  begun.  This  process  was  accomplished  at  the  end 
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of  eight  days.  At  the  end  of  ten  days  the  tracheostomy 
was  corked,  and  the  tube  was  removed  two  weeks  after 
insertion.  The  patient  was  transferred  back  to  Doctors 
Hospital  on  October  13,  1970. 

180  East  End  Avenue 
New  York.  New  York  10028 
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Over  thirty  years  ago  Freund1  demonstrated  that 
antigens  emulsified  in  mineral  oil  were  more  effec- 
tive than  those  injected  as  aqueous  solutions. 
This  opened  a new  modality  for  those  involved 
with  immunotherapy,  in  the  treatment  of  allergic 
disorders,  and  with  prophylaxis  against  infectious 
diseases.  Continued  observations  by  Freund  and 
his  associates  repeatedly  demonstrated  increased 
and  more  durable  immunity  with  the  use  of  the 
mineral  oil  adjuvant.  When  killed  tubercule  ba- 
cilli were  added,  the  effect  was  further  enhanced, 
but  this  procedure  (Freund’s  complete  adjuvant) 
added  the  possibility  of  delayed  hypersensitivity 
induced  by  the  injected  antigen.  Because  of  this, 
ten  years  passed  before  the  first  clinical  studies  in 
human  beings  were  undertaken  by  Salk.2  He  em- 
ployed the  incomplete  adjuvant,  without  killed 
tubercle  bacillus  organisms,  in  immunizing  man 
against  influenza  and  estimated  that,  unit  for 
unit,  the  emulsified  vaccine  was  over  300-fold 
more  effective  than  the  aqueous  injection.  Subse- 
quently, emulsified  allergens  were  used  in  the 
treatment  of  pollinosis  with  a single  injection  of  a 
large  dose  of  the  specific  allergen.3 

Despite  the  obvious  advantages,  mineral  oil  as 
an  adjuvant  for  immunotherapy  is  still  considered 
to  be  an  experimental  procedure  in  the  United 
States,  although  it  is  not  in  Canada  or  England. 
Its  clinical  use  is  limited  by  the  Federal  Food 

*Read  in  part  at  the  Allergy  Conference  held  under  the  aus- 
pices of  the  Ministry  of  Health  of  the  Union  of  Soviet  Socialist 
Republics,  Moscow,  April  16,  1971.  Supported  by  the  Allergy 
Research  Fund  of  the  New  York  Medical  College  and  by  Mr. 

! Beck  of  the  Pennsylvania  Refining  Company,  Butler,  Pennsyl- 
i vania. 


The  results  of  treating  patients  with  repository  in- 
jections of  allergens  were  reviewed  and  were  con- 
sidered good.  Only  0.3  per  cent  of  the  injections 
produced  minor  systemic  reactions.  Local  reactions 
occurred  after  1. 7 per  cent  of  the  injections.  These 
local  reactions  consisted  of  transient  nodules,  per- 
sistent nodules,  abscesses  or  cysts,  and  granulomas. 
The  ferric  chloride  spot  test  was  used  to  monitor  the 
quality  of  the  emulsions,  and  is  credited  with  con- 
tributing to  the  high  degree  of  safety  of  the  pro- 
cedure. 


and  Drug  Administration  owing  to  the  subsequent 
demonstration  that  mineral  oil,  when  injected  in- 
traperitoneally  into  inbred  mice  of  the  B ALB/c 
strain,  produced  plasmacytoma.4  More  recently 
sarcomas  were  induced  in  one  of  three  strains  of 
mice  given  mineral  oil  (Drakeol  6VR)  in  combina- 
tion with  the  emulsifier  mannide  mono-oleate  (Ar- 
lacel  A).5  There  was  additional  concern  about 
possible  adverse  reactions,  such  as  anaphylaxis 
and  other  systemic  reactions  when  using  massive 
doses  of  allergens,  and  local  reactions  such  as 
granulomas,  cysts,  abscesses,  and  nodules.6 
There  was  also  concern  about  the  possible  induc- 
tion of  immediate  and  delayed  hypersensitivity  to 
the  injected  allergens  in  nonsensitive  patients.7 

This  report  reviews  our  clinical  experience  using 
a variety  of  allergens  in  mineral  oil  emulsions  for 
the  treatment  of  allergic  patients  over  a period  of 
ten  years.  Special  attention  is  focused  on  the 
safety  aspects  of  this  new  modality. 

Materials  and  methods 

Patients.  The  509  patients,  many  of  whom 
were  treated  for  several  years  for  a total  of  1,695 
patient-years,  suffered  from  allergic  bronchial 
asthma,  pollinosis,  or  nonseasonal  allergic  rhinitis. 
They  were  given  a total  of  8,870  injections  of 
emulsified  allergens  based  on  history  and  skin 
testing.  The  patients  were  available  from  a pri- 
vate practice  devoted  exclusively  to  allergy.  They 
were  informed  that  the  emulsions  to  be  used  were 
experimental,  and  that  local  or  systemic  reactions 
were  possible.  They  were  also  given  the  choice  of 
treatment  with  the  conventional  multidose  aque- 
ous method.  With  few  exceptions  patients  pre- 
ferred the  emulsions  or  repository  procedure,  since 
it  reduced  the  number  of  office  visits  in  cases  of 
pollinosis  from  20  or  more  to  2 or  occasionally  to 
3.  In  cases  of  house-dust  sensitivity  only  a single 
injection  of  dust  extract  at  three-month  intervals 
was  preferred  to  the  conventional  weekly  or  bi- 
weekly aqueous  injections. 

With  each  emulsion  injection  the  patient  was 
given  2 tablets  of  an  antihistamine,  4-mg.  chlor- 
pheniramine (Chlortrimeton),  to  be  used  only  in 
case  of  reactions.  None  of  the  patients  were 
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asked  to  remain  in  the  office  for  observation,  since 
no  immediate  reactions  were  anticipated.  No  pa- 
tient was  given  antihistamines,  epinephrine,  or 
steroids  routinely  with  the  injection  to  prevent 
systemic  reactions. 

The  ages  of  the  patients  ranged  from  three  to 
seventy-two  years.  The  three-year-old  was  the 
only  patient  under  five  treated  in  the  early  phase 
of  the  study.  Thereafter,  the  study  was  limited  to 
those  five  years  and  older.  The  mean  age  was 
31.6  years  (±16.2  years).  Only  27  patients  were 
treated  for  the  full  ten-year  duration  of  this  study. 

Allergens.  The  pollen  and  mold  extracts  were 
commercially  available  from  a single  source  and 
standardized  by  PNU  (protein  nitrogen  units). 

Injections.  Injections  were  given  with  a tuber- 
culin type  of  disposable  syringe  and  a 23-gauge 
needle  one  inch  long.  The  usual  injection  site  was 
the  deltoid  area. 

Dosage  and  rationale.  In  the  first  year  of 
treatment  of  pollinosis,  only  a single  emulsion  in- 
jection of  2,500  PNU  was  routinely  given.  There- 
after, two  smaller  injections  were  given  about  a 
month  apart,  the  last  one  about  four  to  six  weeks 
before  the  onset  of  the  pollen  season,  when,  pre- 
sumably, the  immunity  would  approach  its  ze- 
nith. 

The  change  from  the  routine  single  large  injec- 
tion method  to  the  two  smaller  doses  method  was 
necessitated  by  the  frequency  and  severity  of  the 
systemic  reactions  encountered  in  the  first  year  of 
treatment,  although  this  dose  was  one  quarter  of 
the  recommended  dose  of  10,000  PNU.8  Further- 
more, sound  immunologic  principles  suggested 
that  a small  initial  dose  of  an  allergen  would 
prime  the  patient  immunologically  without  reac- 
tions, so  that  a second  and  larger  dose  then  could 
be  given  safely  to  evoke  an  anamnestic  response 
and  a higher  degree  of  immunity.9  For  the  fol- 
lowing nine  years,  therefore,  the  two-dose  method 
was  used  in  the  therapy  of  pollinosis. 

This  change  in  mode  of  therapy  eliminated  the 
major  systemic  reactions  requiring  medical  atten- 
tion. Also  possibly  helpful  in  reducing  these  reac- 
tions was  the  regulation  of  the  dose  by  the  skin- 
test  reactions  and  by  paying  attention  to  the  his- 
tory of  past  reactions.  When  the  patient  tested 
intradermally  with  100  PNU  gave  a strong  posi- 
tive skin-test  reaction  with  pseudopodia  (marked 
or  4 plus  reaction)  the  initial  dose  was  250  PNU. 
The  second  dose,  given  approximately  a month 
later,  was  increased  to  500  PNU.  Since  not  many 
patients  react  that  strongly  to  100  PNU,  most  pa- 
tients received  initial  doses  of  500  PNU  with  a 
subsequent  dose  of  1,000  PNU.  The  same  sched- 
ule was  followed  for  those  sensitive  to  single  molds 
such  as  Alternaria. 

Those  patients  with  a past  history  of  several 
systemic  reactions  from  aqueous  injections  were 
treated  with  the  smaller  doses  regardless  of  skin- 
test  reactions.  Here,  a third  injection  of  1,000 


PNU  was  given  if  the  first  two  injections  were  tol- 
erated. 

Where  a combination  of  allergens  was  used,  as 
in  cases  of  tree  pollinosis  (8  pollens)  and  of  aller- 
gic rhinitis  or  asthma  resulting  from  sensitivity  to 
several  mold  spores,  the  dosages  generally  given 
were  500  and  1,000  or  2,500  PNU. 

Initially,  the  emulsion  volume  given  was  a full 
milliliter  containing  the  required  dosage  of  aller- 
gen. Subsequently,  more  concentrated  emulsions 
were  prepared,  so  the  volumes  were  reduced  to 
minimize  the  local  reactions.  It  was  ultimately 
found  feasible  to  administer  the  injections  in  vol- 
umes ranging  from  0.1  to  0.5  ml.  without  increas- 
ing the  risk  of  systemic  reactions. 

House  dust-sensitive  patients  were  treated  with 
house  dust  concentrate*  emulsified  in  a final  dilu- 
tion of  1 to  800.  Here  the  dosage  of  0.25  ml.  was 
found  effective  for  about  three  months  for  most 
patients. 

Emulsions  of  epidermals  and  insect  allergens 
were  infrequently  used  and  are  not  analyzed  in 
this  study. 

Emulsion  preparation  and  testing.  Methods 
of  making  and  testing  the  emulsions  employed 
have  already  been  described  in  detail.10  12  They 
differed  from  those  previously  introduced  for 
emulsified  allergens  in  that  two  emulsifiers  were 
used  instead  of  one;  this  enhanced  the  speed  of 
emulsification  and  improved  emulsion  stability. 
With  the  combination  of  emulsifiers,  mannide 
mono-oleate  was  limited  to  a 10  per  cent  concen- 
tration. This,  it  was  hoped,  would  reduce  the 
local  reactions,  since  the  emulsifier  is  irritating. 
Previous  workers  had  been  advocating  concen- 
trations of  mannide  mono-oleate  as  high  as  35  per 
cent  to  maintain  emulsion  stability.  With  the 
combination  of  emulsifiers,  these  high  concentra- 
tions were  found  to  be  unnecessary. 

Ferric  chloride  safety  spot  test.  Another 
novel  aspect  of  the  emulsions  employed  was  the 
incorporation  of  ferric  chloride  into  the  aqueous 
phase  to  detect  chemically  inadequately  prepared 
emulsions,  reversed  emulsions,  or  emulsions  wliich 
had  cracked.12  All  of  these  inadequate  emulsions 
are  potentially  capable  of  producing  severe  sys- 
temic reactions. 

The  rationale  for  the  use  of  ferric  chloride  in  the 
water-in-oil  emulsions  has  been  reported  in  detail 
elsewhere.12  It  is  performed  simply  and  rapidly, 
requiring  no  special  training  or  equipment.  It  can 
also  be  used  to  standardize  emulsions  because  of 
its  accuracy  and  sensitivity.  All  it  involves  is 
placing  a drop  of  the  emulsion  on  filter  paper  pre- 
treated with  potassium  ferrocyanide.  The  prompt 
appearance  of  a blue  halo  about  the  emulsion  in- 
dicates the  presence  of  unemulsified  aqueous 
phase  capable  of  producing  a systemic  reaction. 
It  is  like  a red  traffic  light  indicating  that  pro- 

*Endo  Laboratories.  Garden  City.  New  York. 
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FIGURE  1.  Illustration  of  ferric  chloride  spot  test  designed  to  reveal  incomplete  and  inadequate  water-in-oil  type 
of  emulsion.  Filter  paper  pretreated  with  potassium  ferrocyanide.  which  detects  unemulsified  aqueous  phase  con- 
taining ferric  chloride  by  inducing  immediate  blue  color  reaction  (Prussian  blue)  (A)  Ferric  chloride  in  center,  allergen 
and  ferric  chloride  before  emulsification  on  left,  and  incomplete  emulsion  when  some  of  aqueous  phase  containing 
ferric  chloride  remains  unemulsified  on  right.  On  top,  complete  emulsion.  No  blue  border  about  drop  (or  underneath 
when  reversed),  since  aqueous  phase  including  ferric  chloride  is  now  completely  emulsified  Ferric  chloride  exists  as 
microscopic  aqueous  droplets  embedded  and  surrounded  by  mineral  oil  and  is  unavailable  for  producing  positive  spot- 
test  reaction.  Only  complete  emulsion  (negative  result)  is  safe  to  give  with  allergens.  (B)  Three  minutes  later  Blue 
border  around  incomplete  emulsion  has  increased  in  width  and  intensity  while  complete  emulsion  is  beginning  to 
show  blue  border  about  drop.  Phenomena  are  evidence  of  de-emulsification  produced  by  syneretic  action  of  capillary 
forces  of  filter  paper.  Test  must  be  evaluated  immediately  before  onset  of  syneresis. 


ceeding  further  is  dangerous.  The  spot  test  is  il- 
lustrated in  Figure  1. 

Over  the  ten  years  that  the  spot  test  has  been 
employed,  it  has  proved  its  usefulness  and  reli- 
ability in  monitoring  the  quality  of  the  emulsion 
when  it  is  made  and  before  it  is  injected.  It  is, 
therefore,  an  important  safety  device  when 
employing  emulsified  allergens  clinically.  Its  use 
has  been  extended  to  include  emulsions  made 
with  toxic  materials,  such  as  a bacterial  endotoxin 
employed  in  mice  for  the  induction  of  host  resis- 
tance against  infection,  cancer,  and  lethal  whole- 
body  radiation.13-15 

The  emulsions  were  made  under  sterile  condi- 
tions utilizing  a shaker  holding  a glass  syringe  into 
which  equal  portions  of  aqueous  and  oil  phases 
had  been  introduced.  The  device  shakes  in  three 
directions  at  the  rate  of  3,000  per  minute,  thereby 
supplying  the  strong  mixing  and  shearing  forces 
necessary  for  good  emulsification.  With  this  ma- 
chine the  emulsion  can  be  made  in  one  or  two 
minutes.11 

Results 

No  attempt  has  been  made  in  this  study  to 
evaluate  the  efficacy  of  the  repository  procedure  in 
the  treatment  of  allergic  diseases.  This  has  not 
been  a double-blind  study,  which  would  have  been 
required  for  such  evaluation.  Our  earlier  prelimi- 
nary studies  with  the  small-dose  method  had 
shown  how  safe  the  repository  procedure  had  been 


when  monitored  by  the  ferric  chloride  spot  test.16 
Therefore,  the  study  was  continued  to  obtain 
long-term  data.  We  concentrated  on  the  safety 
aspects  of  the  modality  since  a number  of  double- 
blind studies  reported  by  others  had  indicated 
that  the  repository  procedure  was  effective.1718 
Miller,19  a statistician,  analysed  all  the  double- 
blind studies  employed  in  the  treatment  of  rag- 
weed pollinosis  with  emulsified  allergens  and 
showed  that  of  the  11  such  studies  only  1 failed  to 
show  the  effectiveness  of  the  repository  method. 
The  most  recent  evaluation,  a three-year  double- 
blind study  by  Mitchell  et  al.20  adds  further  evi- 
dence of  the  efficacy  of  this  modality.  More  so- 
phisticated studies  involving  blocking  antibody  de- 
terminations and  measurement  of  histamine  re- 
lease from  patients’  white  blood  cells  add  further 
objective  evidence  . of  the  effectiveness  of 
immunotherapy.21,22 

Systemic  reactions.  Since  this  study  was  de- 
signed primarily  to  evaluate  the  safety  of  the  re- 
pository procedure,  special  attention  was  paid  to 
the  incidence  and  severity  of  systemic  reactions. 
In  an  analysis  of  the  patients  treated  over  the 
ten-year  period,  the  outstanding  feature  was  the 
surprising  absence  of  major  systemic  reactions  re- 
quiring medical  intervention  with  the  repository 
procedure,  as  compared  with  past  experience  with 
conventional  aqueous  injections.  Since  the  adop- 
tion of  the  two  small-dose  method,  which  relies  on 
the  anamnestic  response,  the  severe  reactions  pre- 
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TABLE  I.  Systemic  reactions  from  emulsion  injections 


Source  and  Number 
of  Patients 

Dose  Range 
(PNU) 

Number 

Injections 

Number 

Reactions 

Per  Cent 

Friedlaender  and 
Friedlaender12 
7 

1,250  to  2,500 

7 

1 

14 

10 

5,000 

10 

1 

10 

McLean,  Barlow,  and 
Sheldon28 
433 

5,000  to  10,000 

854 

11 

1.3 

Eisenberg  and 
McLaren29 
850 

1,000  to  5,000 

1,279 

60 

4.69 

Caplin,  Baks.  and 
Benson30* 

295 

250  to  10,000 

760 

25 

3.2 

Mitchell  et  al.n 
25 

250  to  6,000 

73 

5 

6.9) 

42 

250  to  6,000 

179 

1 

0 .6  )f 

61 

250  to  6,000 

244 

4 

1.6J 

Academy  of  Allergy 
Study31** 

1,777 

6.5 

Sherman  et  al." 
51 

1,000  to  10,000 

51 

5 

9 .8 

Prigal  and  Schwartz 
509 

250  to  2,500ft 

8,870 

28 

0.3 

* Administered  a long-acting  oral  antihistamine  before  injection  of  emulsion, 
t Average,  3.1  per  cent. 

**  Dosage  and  number  of  injections  not  recorded, 
ft  Majority  of  injections  500  to  1,000  PNU. 


viously  associated  with  a single  massive  dose  were 
completely  eliminated.*  The  systemic  reactions 
which  did  occur  were  so  minor  that  the  symptoms 
were  readily  controlled  by  self-medication  with 
tablets  of  the  antihistamine  supplied  to  each  pa- 
tient with  each  injection  for  such  purposes.  The 
reactions  were  primarily  nasal  and  secondarily 
bronchial,  characterized  by  wheezing  and  mild 
dyspnea.  No  urticarial  reactions  were  experi- 
enced. 

The  relatively  benign  systemic  reactions  in- 
duced by  the  two  small-dose  method  with  the 
emulsion  monitored  by  the  ferric  chloride  spot  test 
contrasted  sharply  with  the  severe  and  disabling 
urticarial  and  asthmatic  reactions  encountered  in 
the  first  year  when  2,500  PNU  were  given  as  a sin- 
gle injection.10 

The  incidence  of  systemic  reactions  was  28  of 
the  total  number  of  8,870  injections  given.  The 
incidence  of  0.3  per  cent  is  negligible.  The  reduc- 
tion in  systemic  reaction  is  shocking  when  com- 
pared with  other  similar  studies  in  which  the 
ferric  chloride  spot  test  was  not  used  (Table  I). 
The  preparation  is  safer  than  either  aqueous  or 
alum-precipitated  preparations.20' 23 

Table  II  lists  both  the  systemic  and  local  reac- 
tions encountered. 

Local  reactions.  The  repository  procedure  we 
employed  is  safe  with  regard  to  systemic  reac- 

“Since  the  completion  of  this  study,  one  systemic  reaction  of 
severe  asthma  occurred  in  a patient  with  a history  of  frequent 
hospital  admissions,  who  may  have  reacted  to  an  injection  of 
emulsified  house  dust  during  an  upper  respiratory  infection. 
She  had  to  be  hospitalized.  Prior  to  this,  several  identical 
injections  had  been  given  safely. 


TABLE  II.  Adverse  reactions 


Reaction  Incidence 


Systemic 

28  (0.3)* 

Major 

0 

Minor 

28 

Local 

151  (1.7) 

Transient  nodules 

125 

Persistent  nodules 

13 

Abscesses  or  cysts 

11 

Granulomas 

2 

* Per  cent. 


tions.  Nevertheless,  there  are  adverse  local  reac- 
tions of  considerable  importance,  and  these  must 
now  be  considered.  The  adverse  nonallergic  local 
reactions  encountered  in  the  study  totalled  151,  or 
1.7  per  cent  (Table  II).  This  is  6 times  greater 
than  the  systemic  reactions.  The  most  severe 
reactions  experienced  have  been  granulomas,  two 
of  which  were  encountered  in  patients  who,  with- 
out the  advice  or  approval  of  the  allergist,  were 
operated  on  to  remove  the  tumors.  In  both  in- 
stances the  surgeons  were  unaware  that  an  injec- 
tion had  been  given  previously  at  the  site.  Since 
these  granulomas  occurred  several  months  after 
the  injections,  these  patients  did  not  associate  the 
“tumors”  with  the  injections.  In  view  of  recent 
experience  the  operations  were  unnecessary,  since 
the  granulomas  could  have  been  treated  effective- 
ly with  local  injections  of  steroids  into  the  area  of 
inflammation.  This  is  exemplified  by  2 addition- 
al patients  who  were  seen  after  the  completion  of 
this  study  whose  granulomas  responded  to  such 
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treatment.  The  local  reactions  and  their  relation- 
ship to  the  injected  allergens  are  described  in  de- 
tail elsewhere.24 

The  11  abscesses  or  cysts  encountered  were  ster- 
ile. They  were  successfully  treated  by  drainage 
through  a needle  puncture  or  by  suction  with  nee- 
dle and  syringe.  This  was  followed  by  the  injec- 
tion of  steroids  into  and  around  the  inflammatory 
reaction.  In  all  cases  there  was  a striking  re- 
sponse to  the  steroids,  with  early  reduction  of  the 
inflammation  and  complete  healing.  As  for  the 
persistent  nodules,  which  measured  from  1 to  3 or 
4 cm.  in  diameter,  they  too  responded  to  the  in- 
jected steroids,  although  the  response  was  slower 
owing  to  the  fibrosis  as  evidenced  by  their  firm- 
ness. Most  of  the  nodules  and  the  granulomas 
were  encountered  months  after  the  initial  injec- 
tion, which  suggests  that  a slowly  developing  me- 
tabolite— more  irritating  than  its  progenitor,  min- 
eral oil — had  been  produced.  Some  corroborative 
evidence  for  this  was  obtained  in  rats,  in  which  a 
variety  of  oils  were  injected  into  skin  flaps  to 
evaluate  the  inflammatory  reaction.25  It  was 
noted  in  these  studies  that  some  oils  produced 
acute  reactions  over  the  first  two-week  period  fol- 
lowing injection,  and  that  the  inflammation  then 
receded,  only  to  recur  approximately  sixty  days 
later.  The  reason  for  this  is  still  speculative;  it  is 
suspected  that  smaller  hydrocarbons  such  as  N- 
hexadecane  or  related  compounds  are  produced 
from  the  more  complex  hydrocarbons  contained  in 
mineral  oil,  since  these  are  active  inflammatory 
agents.26 

It  should  be  emphasized  that  since  the  follow- 
up of  patients  could  not  be  complete,  the  total 
number  of  reactions  as  listed  are  the  minimum. 
What  the  maximum  might  be  is  conjectural. 
Patients  dropped  out  of  the  studies,  and  this 
may  have  been  because  of  adverse  local  reactions. 
This,  however,  was  not  always  the  case  since  some 
patients,  unscheduled  for  visits,  asked  for  ap- 
pointments because  of  local  reactions. 

A special  type  of  local  reaction  was  encoun- 
tered, the  exact  incidence  of  which  there  is  no  es- 
timate. This  reaction  manifests  itself  as  a subcu- 
taneous nodule,  small  enough  to  call  a “bead.” 
The  “beads”  are  firm,  nontender  as  a rule,  and 
persist  for  long  periods  of  time;  most  likely  they 
are  just  smaller  versions  of  the  nodules.  Many 
patients  are  unaware  of  them,  and  only  the  physi- 
cian searching  assiduously  for  them  can  palpate 
them. 

Some  local  reactions  are  obviously  allergic  in 
nature;  these  are  transient  and  leave  no  residue. 
They  are  not  only  characterized  by  inflammation 
but  also  can  have  considerable  edema  and  associ- 
ated itching.  In  1 case  early  in  the  study  where  a 
single  massive  dose  (2,500  PNU)  was  given,  the 
local  allergic  reaction  started  at  the  site  of  the  in- 
jection in  the  deltoid  region  and  descended  well 
below  the  elbow.  Because  of  their  transient  na- 


ture, their  occurence  is  not  well  documented  and 
is  not  included  in  Table  II.  No  local  allergic  reac- 
tion of  the  Arthus  type,  characterized  by  tissue 
necrosis,  was  encountered,  although  this  was 
looked  for.27 

Comment 

There  is  safety  in  the  use  of  mineral  oil  adju- 
vants in  allergy  practice,  in  addition  to  its  being  a 
great  timesaver  for  the  physician  and  the  patient. 
The  systemic  reactions  are  almost  nil  with  the 
small  double-dose  method  and  with  the  use  of  the 
ferric  chloride  spot  test.  Of  a total  of  8,870  injec- 
tions administered,  only  28  systemic  reactions 
were  encountered  (0.3  per  cent),  and  these  were 
readily  controlled  by  the  patient  with  antihistam- 
ines. This  compares  favorably  with  the  systemic 
reactions  noted  in  the  three-year  double-blind 
study  made  by  Mitchell  et  al.20  In  that  study  the 
systemic  reactions,  some  severe,  varied  from  0.6  to 
6.9  per  cent.  The  emulsions  were  not  made  with 
and  standardized  by  ferric  chloride,  and  varied  in 
quality  from  year  to  year.  It  was  the  lack  of  this 
test  that  probably  led  to  the  high  rate  and  severi- 
ty of  the  systemic  reactions  in  the  first  year  of 
treatment.  Emulsions  may  look  good  grossly  and 
yet  be  incomplete  and  hazardous  to  use.  Recog- 
nizing this,  Mitchell  subsequently  reduced  the 
reactions  by  re-emulsifying  just  before  injection 
and  by  reducing  the  dosage  while  increasing  the 
number  of  injections. 

It  is  difficult  to  compare  systemic  reaction  rates 
previously  reported  from  emulsion  injections,  since 
they  were  made  differently  and  not  standardized 
on  the  basis  of  electrical  conductivity,  globule 
size,  or  ferric  chloride  spot-test  reaction.  Nor  was 
the  dosage  comparable. 

Table  I,  culled  from  the  relevant  literature, 
gives  only  a relative  comparison  of  the  reaction 
rates,  which  varied  from  0.6  to  14  per  cent.  Since 
these  extremes  are  available  from  only  a small  se- 
ries of  patients  treated,  it  is  therefore  more  valid 
to  compare  our  results  with  those  reported  in 
studies  involving  100  patients  or  more.  In  such  a 
comparison  our  reaction  rate  of  0.3  per  cent  is 
outstanding  in  light  of  the  rates  of  1.3  to  4.6  per 
cent  encountered  in  other  large  studies. 

More  important  than  the  frequency  of  the  sys- 
temic reactions  is  their  severity.  They  can  be  se- 
vere enough  to  require  medical  intervention  or 
even  hospitalization.  This  was  not  the  case  in  the 
present  study.  The  reactions  were  so  mild  that  in 
some  they  would  not  have  been  reported  had  not 
the  patient  been  queried.  In  many  instances 
there  were  mild  symptoms  without  any  local  aller- 
gic reactions.  These  may  have  resulted  from  ex- 
posure to  other  allergens  in  patients  with  multiple 
sensitivity.  Nevertheless,  they  were  included  as 
reactions  to  be  certain  that  none  were  overlooked. 
The  fact  that  none  of  the  reactions  required  medi- 
cal intervention  and  that  they  responded  to  self- 
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administered  antihistamines  indicates  that  the  re- 
pository procedure  we  employed  is  exceptionally 
safe  in  terms  of  systemic  reactions.  Several  fac- 
tors that  contribute  to  this  safety  are  formulation 
of  the  emulsion  providing  stability,  smaller  dosage 
and  the  application  of  the  two-dose  method  rather 
than  a single  massive  injection,  and  the  monitor- 
ing of  the  emulsion  by  the  safety  spot  test. 

Is  the  repository  procedure  safer  than  aqueous 
injections  in.  terms  of  systemic  reactions?  It 
would  seem  so  on  the  basis  of  reports  of  patients 
unable  to  take  aqueous  injections  without  system- 
ic reactions  but  tolerating  repository  injec- 
tions.2930 This  is  undoubtedly  one  of  the  great  as- 
sets of  therapy  with  emulsified  allergens.  With  the 
proper  dosage  and  complete  emulsions,  the  inci- 
dence of  reactions  can  be  sharply  reduced  when 
compared  with  reactions  from  aqueous  injections. 
The  most  thorough  analysis  of  systemic  reactions 
from  aqueous  injections  is  the  report  by  Van 
Arsdale  and  Sherman32  who  reviewed  twenty-one 
years  of  treatment  at  the  Roosevelt  Hospital 
where  they  estimated  that  250,000  injections  of  al- 
lergens had  been  given  and  that  reactions  oc- 
curred in  1 in  700  injections.  In  two  thirds  of  the 
cases  the  reactions  were  related  to  overdosage. 
This  same  relationship  was  also  demonstrable  with 
repository  injections  in  the  report  of  Eisenberg  and 
McLaren,29  who  reported  20  per  cent  reactions 
with  5000-PNU  injections,  which  were  reduced  to 
6 per  cent  as  they  reduced  the  dose  to  1.250  PNU. 
They  had  no  reactions  from  doses  of  1,000  PNU  or 
less. 

The  absence  of  major  systemic  reactions  in  this 
report  indicates  that  larger  doses  could  be  given 
safely  to  improve  the  results  of  therapy,  since  there 
is  a relationship  between  total  dosage  and  effec- 
tiveness in  pollinosis  therapy.22  Although  these 
doses  may  serve  well  in  the  East  where  pollen 
counts  for  ragweed  are  relatively  low,  in  the  Mid- 
west they  may  not  have  been  effectual,  and  larger 
doses  would  have  been  necessary.  Thus  Mitchell 
et  al.20  have  given  four  preseasonal  injections  to 
their  patients,  since  they  are  exposed  to  higher 
pollen  concentrations. 

The  repository  procedure  is  based  on  sound  im- 
munologic principles,  and  the  results  achieved 
with  two  relatively  small  doses  are  at  least  as  ef- 
fective as  those  of  the  multidose  aqueous  method. 
There  have  been  sufficient  double-blind  studies 
made  in  the  past  to  support  this.19  Outstanding 
studies  by  Sherman  et  al.11  and  by  the  Fried- 
laenders18  have  demonstrated  the  value  of  this 
modality.  A review  of  all  double-blind  studies  of 
ragweed  pollinosis  made  by  a statistician  confirms 
this.19 

The  drawbacks  encountered  with  repository  in- 
jections have  been  the  local  reactions,  such  as 
nodules,  cysts,  abscesses,  and  rarely  granulomas. 
These  totalled  151  (1.7  per  cent).  Two  new  adju- 
vants now  available  offer  the  possibility  of  reduc-- 


tion  or  elimination  of  the  local  reactions.  One  of 
these  is  a modified  mineral  oil  (SV9-76)  designed 
by  us,  from  which  low  molecular  weight,  straight- 
chain  hydrocarbons  such  as  hexadecane,  dodecane, 
and  tetradecane  have  been  eliminated.33  The 
other  adjuvant  is  based  on  peanut  oil  (Merck’s 
Adjuvant  65). 34  The  latter  offers  the  greater 
probability  for  improvement  and  acceptability  by 
the  Division  of  Biological  Standards  and  the  Food 
and  Drug  Administration,  owing  to  its  complete 
metabolizability.  Also  available  is  a newly  devel- 
oped emulsifier  which  can  replace  mannide  mono- 
oleate,  which  is  highly  irritating. 

Concerning  the  issue  of  the  induction  of  sensi- 
tivity of  the  immediate  or  delayed  type  as  raised 
by  Becker  et  al.,7  continued  experience  with  pa- 
tients has  shown  that  this  is  no  deterrent  to  the 
use  of  repository  injections.  Where  sensitization 
of  the  immediate  type  has  been  induced  as  shown 
by  the  appearance  of  newly  acquired  positive 
reactions  to  skin  tests,  there  were  no  clinical 
manifestations  of  such  sensitivity.  Nor  were  there 
any  effects  observed  in  those  in  whom  delayed 
sensitivity  was  induced.  To  avoid  the  induction 
of  such  sensitivities,  precautions  must  be  taken  in 
the  selection  of  the  proper  allergen  to  be  given;  it 
must  be  specific  in  terms  of  a positive  skin-test 
reaction  correlating  with  a history  of  clinical  sen- 
sitivity. 

There  now  remains  for  consideration  the  ques- 
tion of  possible  mineral  oil  carcinogenicity.  The 
available  data,  both  human  and  animal,  were  re- 
viewed, and  it  was  concluded  that  mineral  oil  was 
not  carcinogenic  for  human  beings.35 

An  important  symposium  on  adjuvants  recently 
held  was  devoted  to  the  problem  of  mineral  oil 
carcinogenicity.  All  points  of  view  were  freely  ex- 
pressed by  experts.*  None  of  the  participants 
considered  mineral  oil  to  be  a true  carcinogen  ca- 
pable of  inducing  tumors  in  all  or  most  species. 
Murray’s  report  of  the  findings  in  mice  by 
MacFarland  et  al.5  was  severely  challenged,  since 
sarcomas  were  induced  in  only  one  (Swiss)  of 
three  strains  of  mice  tested,  were  sex-linked,  and 
about  2 per  cent  of  the  control  mice  also  deveb 
oped  tumors  when  injected  with  normal  saline. 
Hilleman,  and  also  Golberg,  demonstrated  that 
the  Swiss  strain  of  mice  develop  sarcomas  from  a 
variety  of  injections,  including  salt,  and  even  from 
pinching  the  neck. 

Oddly  enough,  no  mention  was  made  of  the  in- 
duction of  plasmacytoma  in  BALB/c  mice  by  the 
injection  of  mineral  oil  intraperitoneally.4  It  was 
this  observation  that  initially  troubled  the  Divi- 

*The  participants  in  addition  to  the  author  (S.  J.  P.)  were 
Roderick  Murray,  M.D.,  chief  of  the  Division  of  Biologic  Stan- 
dards and  his  counterpart  in  England  Frank  Perkins.  M.D.;  the 
immunologists  Salk,  Hilleman,  and  Meikeljohn;  the  epidem- 
iologists Beebe,  Simon,  and  Vivona;  an  experimental  patholo- 
gist, Golberg;  and  Herbert  Ley,  M.D.  a former  commissioner 
of  the  Food  and  Drug  Administration.  The  meeting  was  held 
under  the  auspices  of  the  American  College  of  Allergists  in 
San  Francisco,  California,  on  April  1,  1971.  The  papers  are 
scheduled  for  publication  in  Annals  of  Allergy. 
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sion  of  Biologic  Standards  and  the  Food  and  Drug 
Administration.  Now  this  finding  is  ignored  be- 
cause the  BALB  strain  is  the  only  one  that  consis- 
tently shows  this  phenomenon.  Furthermore,  any 
slippery  substance,  such  as  plastic,  placed  in  the 
abdomen  causes  the  same  reaction.  The  most  ef- 
fective inducer  of  plasmacytoma  is  the  synthetic 
hydrocarbon  tetramethyl  pentadecane  (Pristane).36 
It  seems  to  be  a nonspecific  reaction  to  chronic 
inflammation  peculiar  to  this  strain  of  mice.37 

At  the  symposium  on  adjuvants  all  but  one  of 
the  participants  agreed  that  it  was  impossible  to 
extrapolate  from  one  strain  of  mice  to  another, 
since  they  reacted  differently  as  to  type  of  tumor 
induced  and  to  the  number  and  method  of  injec- 
tions given.  If  such  interstrain  extrapolation  is 
impossible,  how  can  extrapolation  be  extended  to 
other  species,  particularly  to  man? 

Most  impressive  was  the  study  in  human  beings 
by  Beebe,  Simon,  and  Vivona.38  This  was  their 
second  report  (a  nineteen-year  follow-up)  of  18,000 

I soldiers  who  were  treated  with  an  influenza  vac- 
cine emulsified  in  mineral  oil  by  Salk.  This  was 
an  intensive  epidemiologic  study  made  for  the 
U.S.  Army  by  the  National  Research  Council.  It 
included  autopsies  of  some  of  the  treated  subjects 
and  untreated  controls  who  died  from  a variety  of 
causes.  No  carcinogenesis  attributable  to  the 
mineral  oil  injections  was  found.  This  should  go 
a long  way  to  remove  the  taint  of  carcinogenesis 
from  mineral  oil.  Regardless  of  what  happens  in 
mice,  there  is  enough  human  data  now  available 

! (including  massive  injections  of  mineral  oil  given 
intra-abdominally  and  intrapleurally)  which 
show  that  it  is  not  a carcinogen  to  human 
beings.35 

Finally,  one  must  consider  the  patient’s  atti- 
tude toward  treatment  with  repository  emulsions, 
particularly  in  view  of  the  adverse  reactions. 
There  is  enthusiastic  acceptance  even  in  those 
who  have  sustained  nodules,  cysts,  or  ab- 
scesses.39,40 Evidently,  patients  prefer  the  risk  of 
such  reactions  to  the  many  visits  associated  with 
the  multi-dose  aqueous  injections.  Further  experi- 
ence has  indicated  that  treatment  need  not  be 
discontinued  because  of  these  reactions,  since  ad- 
ditional treatment  with  the  same  material  does 
not  necessarily  reproduce  the  local  reaction.24 

As  with  all  therapeutic  procedures  associated 
with  some  degree  of  risk  or  adverse  reaction,  the 
decision  to  employ  any  procedure  is  based  on 
weighing  the  advantages  against  the  disadvan- 
tages. In  the  case  of  emulsified  allergens,  the 
choice  has  already  been  made  by  the  patient.  He 
prefers  the  repository  or  “single-shot”  treatment 
to  the  many  aqueous  injections;  but  his  choice 
cannot  be  decisive,  since  this  is  the  primary  re- 
sponsibility of  the  physician.  The  latter  unques- 
tionably would  also  prefer  the  simplified  treat- 
ment but  along  with  it  would  rightfully  insist  on 
further  reduction  or  elimination  of  the  local  reac- 


tions. Perhaps  this  will  be  achieved  with  the  new 
adjuvants  and  emulsifiers.  At  worst,  if  local  reac- 
tions do  occur  we  know  how  to  counter  them  ef- 
fectively. 

Summary 

During  a ten-year  study  of  repository  injections 
of  allergens,  such  immunotherapy  proved  safe. 
Altogether  509  patients  were  treated  for  a total  of 
1,695  patient-years.  Of  the  total  number  of  8,870 
injections  given,  only  28  (0.3  per  cent)  produced 
minor  systemic  reactions.  Contributing  to  the 
safety  was  the  use  of  the  small  double-dose  meth- 
od for  pollinosis  and  the  monitoring  of  the  emul- 
sions by  the  ferric  chloride  spot  test,  which  is  de- 
scribed. A single  injection  of  house-dust  emulsion 
was  effective  for  most  patients  for  three  months. 
Local  reactions  occurred  in  151  (1.7  per  cent),  of 
which  125  were  transient.  In  view  of  the  avail- 
ability of  a new,  completely  metabolizable  adju- 
vant, it  is  anticipated  that  the  local  reactions, 
which  are  the  major  drawback  to  this  modality, 
will  be  reduced  or  perhaps  eliminated. 

Acknowledgement.  The  author  expresses  his  gratitude  to 
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Total  Parenteral 
Hyperalimentation 


Chronic  intractable  diarrhea  in  infants  often  results 
in  death  with  inadequate  explanation  of  the  cause  of 
persistent  diarrhea.  In  this  study  6 infants  under 
four  months  of  age  were  treated  for  chronic  intrac- 
table diarrhea  with  total  parenteral  hyperalimenta- 
tion. At  the  onset  of  therapy  all  of  the  infants  had 
suffered  from  diarrhea  of  unexplained  cause  for  a 
minimum  of  three  weeks  and  weighed  less  than  their 
birth  weight.  During  hyperalimentation,  which 
averaged  twenty-four  days'  duration,  ranging  from 
twelve  to  thirty-three  days,  all  infants  gained  weight 
at  an  average  of  41.1  Gm.  per  day.  Numerous  com- 
plications were  encountered,  including  those  of 
metabolic,  cardiopulmonary,  vascular,  infectional, 
and  mechanical  natures.  Nevertheless,  there  were 
4 survivors  among  the  6 infants  treated;  all  were  re- 
turned to  oral  feedings  and  then  gained  weight 
steadily.  Despite  associated  complications  and  lack 
of  the  ideal  parenteral  fluid,  total  parenteral  hyper- 
alimentation therapy  in  the  treatment  of  chronic 
intractable  diarrhea  can  provide  adequate  nutrition 
to  significantly  decrease  mortality  rates. 


Infants  with  chronic  intractable  diar- 
rhea 
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To  maintain  adequate  nutrition  in  infants  with 
chronic  intractable  diarrhea  is  one  of  the  most 
frustrating  problems  facing  the  pediatrician.  If 
diarrhea  persists,  a majority  of  these  patients  die, 
often  without  adequate  explanation  of  the  cause  of 
their  persistent  diarrhea.  Avery  et  al.1  described 
8 cases  of  chronic  intractable  diarrhea  in  which 
there  was  a 75  per  cent  mortality  rate. 

Since  infants  with  chronic  intractable  diarrhea 
cannot  absorb  adequate  nutrients  through  their 
gastrointestinal  tracts,  the  bulk,  if  not  all,  of  their 
nutrition  must  be  obtained  parenterally.  Total 
parenteral  hyperalimentation  therapy,  using  an 
infusion  of  a hypertonic  glucose  and  amino  acid 
solution  as  described  by  Das  et  al.2  and  Dudrick 
et  al.,3  can  provide  for  positive  nitrogen  balance 
and  normal  growth.  This  approach  has  been  used 
successfully  in  infants  with  catastrophic  gastroin- 
testinal anomalies,  such  as  intestinal  atresia  and 
omphaloceles3-7;  in  adults  with  such  severe  gas- 
trointestinal disabilities  as  regional  enteritis,  por- 
tal-vein thrombosis,  and  esophageal  obstruction8; 
in  adults  with  acute  and  chronic  renal  failure8,9; 
in  adults  with  cancer8,10;  and  even  in  a few  cases 
of  infants  with  chronic  diarrhea.4-7,11 

This  report  will  describe  our  clinical  experience 
in  using  parenteral  hyperalimentation  in  6 cases  of 
intractable  diarrhea  in  infants.  The  many  com- 
plications of  this  course  of  therapy,  as  well  as 
those  of  six  months’  post-therapy  follow-up  will 
also  be  presented  and  discussed. 


Materials  and  methods 

The  6 infants  with  intractable  diarrhea  were  ad- 
mitted to  Kings  County  Hospital  Center  during 
the  first  six  months  of  1970.  The  clinical  features 
of  these  patients  are  presented  in  Table  I.  They 
were  all  less  than  two  and  a half  months  of  age  at 
the  onset  of  their  illness  and  had  at  least  a three- 
week  history  of  diarrhea  before  the  start  of  total 
parenteral  hyperalimentation.  No  causes  for  the 
persistent  diarrhea  were  found  for  any  of  the  in- 
fants despite  examination  consisting  of  repeated 
stool,  blood,  urine,  and  spinal-fluid  cultures,  re- 
peated tests  for  serum  electrolytes,  testing  for  di- 
saccharidase  deficiency,  upper  and  lower  gastroin- 
testinal series,  and  tests  for  sweat  electrolytes 
(Table  II).  All  the  patients  were  treated  without 
success  with  various  dietary  regimens  (Pedialyte, 
Similac,  Cho-Free,  and  Probana)  (Table  II). 

The  infants  were  transferred  to  the  pediatric 
medical  or  pediatric  surgical  intensive  care  units 
for  hyperalimentation.  A silastic  catheter  was  in- 
serted into  a major  venous  channel  under  surgical 
asepsis.  The  catheter  was  tunneled  subcuta- 
neously to  exit  at  a distance  from  the  point  of 
entry  into  the  vein  in  order  to  reduce  the  risk  of 
infection.  A Sigmamotor*  pump  was  used  to  in- 
sure a constant  rate  of  infusion  of  the  parenteral 
fluid,  and  a 0.22-micron  millipore  filter  was  in- 
serted into  the  intravenous  tubing  to  protect 
against  bacterial  contamination.  The  fluid  was 
prepared  daily  by  the  physician  of  the  intensive 
care  unit  from  stock  solution  and  was  based  on  a 
total  of  150  cc.  per  kilogram  of  body  weight  per 
day.  The  glucose  and  protein  in  the  fluid  were 
gradually  increased  over  a three-day  period  to  a 

*Sigmamotor,  Inc.,  Middleport,  New  York. 
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TABLE  I.  Summary  of  clinical  features 


Age  at 

-End  of  Therapy 

Onset 

Total 

of 

Start  of  Therapy ■ 

Num- 

Follow-Up 

Case 

Birth 

Diar- 

Location 

ber 

Reason 

Weight 

Num- 

Weight 

rhea 

Age 

Weight 

of 

Weight 

of 

for 

Age 

(Pounds- 

ber 

(Gm.) 

(Days) 

(Days) 

(Gm.) 

Catheter 

(Gm.) 

Days 

Ending 

(Months) 

Ounces) 

1 

4,180 

60 

83 

3,520 

L.  ext. 

4,130 

14 

Catheter 

4 

10-  9* 

jugular 

leakage 

6 

14-  4 

9 

20-  4 

1 

102 

3,280 

Rt.  int. 

3,530 

5 

Spont. 

jugular 

expulsion 

1 

112 

3,310 

Rt.  int. 

3,660 

14 

Spont. 

jugular 

expulsion 

2 

1,970 

12 

55 

1,960 

Rt.  ext. 

2,360 

12 

Superior 

4 

7-  6’ 

jugular 

vena  cave 

8 

13-  2 

syndrome, 

hyperglycemia, 

hypoglycemic 

13 

21-  5 

seizure 

3 

2,835 

27 

56 

2,330 

Rt.  ext. 

3,140 

24 

F ever, 

Died 

jugular 

cultures 
positive 
for  strepto- 
coccal sepsis 

4 

2,890 

66 

105 

2,600 

Rt.  int. 

4,200 

24 

Fever,  cultures 

6 

9-  8 

jugular 

positive  for 
staphlococcal 
sepsis,  DIC,f 
weight  loss 
to  3,200 

7 

12-0 

5 

3,510 

24 

71 

2,550 

Rt.  ext. 

3,360 

16 

Fever, 

Died 

jugular 

culture 

negative 

5 

93 

2,970 

L.  int. 

3,630 

8 

Congestive 

jugular 

heart  failure, 

pulmonary 

edema 

6 

3,180 

30 

58 

3,170 

Rt.  int. 

3,470 

9 

Fever, 

7 

10-  0 

jugular 

superior 

10 

15-  8 

vena  cava 

12 

16-12 

syndrome 

6 

74 

3,030 

Rt. 

3,280 

18 

Clogged 

femoral 

catheter 

* Discharge  weight 

t Disseminated  intravascular  coagulation 


maximum  of  20  Gm.  of  glucose  and  4 Gm.  of  pro- 
tein per  kilogram  of  body  weight  per  day. 

The  infants  were  monitored  daily  for  changes  in 
serum  electrolytes,  sugar  and  total  proteins;  blood 
gases;  and  urine  specific  gravity,  sugar,  and  pro- 
tein. In  addition  to  the  basic  fluid  each  infant 
was  routinely  given  fresh  frozen  plasma,  10  cc.  per 
kilogram  of  body  weight  twice  per  week,  to  supply 
possibly  essential  trace  metals  and  some  essential 
fatty  acids,  as  well  as  a 1-mg.  injection  of  vitamin 
Ki  once  per  week  for  the  maintenance  of  clotting 
factors.  Antibiotic  therapy  was  used  frequently, 
although  in  many  cases  a definitive  source  of  in- 
fection was  not  found,  and  cultures  were  negative 
(See  Table  II). 

Results 

At  the  onset  of  total  parenteral  hyperalimentat- 
ion therapy  all  of  the  infants  were  under  four 
months  of  age,  ranging  from  fifty-five  to  one  hun- 
dred and  five  days.  At  the  start  of  the  therapy 


each  infant  weighed  less  than  at  birth,  but  all 
gained  weight  daily  ranging  from  8 Gm.  to  83  Gm. 
per  day,  with  an  average  of  41.1  Gm.  per  day 
(normal  weight  gain  for  the  first  five  months  of 
life  averages  20  Gm.  per  day).  Three  infants  lost 
a significant  amount  of  weight  when  hyperalimen- 
tation was  halted. 

The  hyperalimentation  therapy  lasted  an  aver- 
age of  twenty-four  days  per  infant  with  a maxi- 
mum of  thirty-three  days  and  a minimum  of 
twelve  days.  Due  to  many  complications  the 
functional  life  span  of  the  catheter  averaged  only 
fourteen  days  per  infant.  One  infant  (Case  1)  had 
as  many  as  3 catheters  inserted  during  a nineteen- 
day  period,  while  2 others  (Cases  5 and  6)  re- 
quired 2 catheters  each. 

Various  sites  of  insertion  of  the  catheter  were 
employed:  external  jugular  vein  (four  times),  in- 
ternal jugular  vein  (five  times),  and  femoral  vein 
(once).  Initially  the  external  jugular  vein  was 
used,  but  in  2 infants  (Cases  4 and  6)  this  was  not 
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TABLE  II.  Summary  of  diagnostic  tests  and  dietary  regimens 


Considerations 

1 

2 

3 

4 

5 

6 

Diagnostic  tests 
Cultures - 
Stools 

neg  X12 

neg  X9 

neg  X4 

neg  X8 

neg  X5 

neg  X6 

Blood 

E.  coli  XI 
neg  X7 

neg  X3 

strep.  X2 

E.  coli  XI 
staph.  X2 

neg 

neg 

Urine 

neg  X3 

neg  X2 

neg. 

neg. 

neg. 
neg  X4 

neg 

neg 

Catheter 

neg  X3 

neg 

E.  coli  XI 
strep. 

staph. 

neg  X2 

neg  X2 

Cerebrospinal 

fluid 

neg  X4 

neg  X3 

strep. 

neg  X2 

neg 

neg 

Electrolytes 

nl 

nl 

nl 

nl 

nl 

nl 

Stools  for 
reducing 
substances 

neg 

neg 

neg 

neg 

neg 

neg 

Sweat  electrolytes 

nl 

nl 

nl 

Roentgenograms 
Barium  enema 

nl 

nl 

nl 

nl 

Upper  GI 

nl 

nl 

nl 

abn1 

Skull 

nl 

nl 

nl 

nl 

nl 

Intravenous 

pyelogram 

nl 

nl 

nl 

Bone  age 

nl 

Others 

17  ketosteroids 

nl 

Protein  electro- 
phoresis 

nl 

Immunoelectro- 

phoresis 

nl 

Toxoplasmosis 

titers 

neg 

neg 

Protein-bound 

iodine 

nl 

Cytomegalic 

inclusion 

titers 

neg 

neg 

Australian 

antigen 

neg 

neg 

V anillylmandelic 
acid 

nl 

Dietary  regimens 
Similac 

X 

X 

X 

X 

X 

X 

Cho-free 

X 

X 

X 

X 

X 

X 

Probana 

X 

X 

X 

Pedialyte 

X 

X 

X 

X 

X 

X 

Key:  neg  = negative;  nl  = normal;  abn1  = revealed  abnormal  mucosa  consistent  with  malabsorption. 


technically  possible,  and,  therefore,  the  internal 
jugular  vein  was  employed.  The  right  femoral 
vein  was  catheterized  in  one  of  the  infants  (Case 
6)  following  thrombosis  of  the  internal  jugular 
vein.  The  femoral  vein  was  the  only  available 
major  venous  channel  large  enough  for  the  hyper- 
alimentation procedure.  No  problem  of  venous 
obstruction  occurred. 

The  many  complications  which  occurred  during 
the  hyperalimentation  therapy  were: 

Metabolic 

Hyperglycemia  with  moderate  glycosuria  and  de- 
hydration (Case  2) 

Hypoglycemic  seizure  (Case  2) 

Infectious 

Fever  episodes  associated  with  negative  blood  and 
catheter  cultures  (Cases  5 and  6) 


Fever  episodes  associated  with  streptococcal  bac- 
teremia and  meningitis  (Case  3) 

Fever  episode  associated  with  staphylococcal  bac- 
teremia and  disseminated  intravascular  coagulopa- 
thy (Case  4) 

Cardiopulmonary 

Congestive  cardiac  failure  and  pulmonary  edema 
(Case  5) 

Vascular 

Venous  thrombosis,  superior  vena  cava  syndrome 
(Cases  2 and  6) 

Mechanical 

Catheter  leakage  (Case  1) 

Spontaneous  expulsions  of  the  catheter  (Case  1 
twice) 

Clogged  catheter  (Case  6) 

No  complications  were  encountered  with  the  use 
of  the  Sigmamotor  pump  or  filter  system. 
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Among  the  6 infants,  2 deaths  (Cases  3 and  5) 
resulted,  33  per  cent  mortality.  One  death  (Case 
3)  resulted  from  Streptococcus  faecalis  septicemia 
as  proved  by  positive  cultures  of  the  catheter  tip, 
blood,  and  cerebrospinal  fluid.  The  second  death 
(Case  5)  occurred  one  month  after  termination  of 
hyperalimentation  therapy. 

Four  of  the  6 infants,  67  per  cent,  have  been 
discharged  from  the  hospital  on  Cho-Free  formu- 
la. Although  there  was  no  clinical  evidence  for  a 
disaccaridase  deficiency,  such  as  presence  of  re- 
ducing substances  or  low  pH  in  the  stool,  the  in- 
fants appeared  to  tolerate  this  formula  well  with- 
out any  diarrhea  and  were  therefore  discharged  on 
it.  One  infant  (Case  2)  was  discharged  on  Simi- 
lac  formula. 

The  4 infants  discharged  have  been  followed  in 
the  general  pediatric  clinic  for  six  months.  None 
of  the  infants  have  had  any  recurrence  of  diarrhea, 
vomiting,  or  any  other  gastrointestinal  difficulties. 
Subsequently,  all  of  the  infants  have  been  placed 
on  regular  milk  without  any  problems.  All  4 in- 
fants are  gaining  weight  at  an  accelerated  rate. 
Two  of  the  infants  have  already  reached  the  fifti- 
eth percentile  for  weight.  The  growth  chart  of 
one  of  these  infants  (Case  1)  is  presented  in  Fig- 
ure 1. 

Comment 

Adequate  nutrition  which  will  support  positive 
nitrogen  balance,  tissue  synthesis,  and  growth  and 
increase  resistance  to  infection  can  be  given  to  in- 
fants with  intractable  diarrhea  by  the  method  of 
Dudrick  et  al.,3  which  consists  of  infusing  a hyper- 
tonic monosaccharide  and  amino  acid  solution 
into  the  superior  vena  cava  by  way  of  an  indwell- 
ing catheter.  They  have  shown  that  beagles  on 
hyperalimentation  for  as  long  as  two  hundred  and 
thirty-five  days  grew  as  well  as  their  paired  litter- 
mates  fed  by  mouth.  Filler  et  al.5  have  shown 
that  newborns  given  only  parenteral  feedings  be- 
cause of  ruptured  omphaloceles  gained  weight 
daily,  paralleling  the  weight  gain  of  normal  in- 
fants. 

Das  et  al.2  have  shown  that  newborns  on  hyper- 
alimentation because  of  surgical  repair  of  rup- 
tured omphaloceles  can  maintain  positive  nitrogen 
balance,  excreting  in  the  urine  only  1 to  2 per  cent 
of  the  infused  nitrogen  and  maintaining  good  fluid 
balance  with  a urinary  output  of  one  third  of  the 
intake. 

Total  parenteral  hyperalimentation  therapy 
should  be  considered  in  the  treatment  of  an  infant 
with  chronic  intractable  diarrhea  who  is  less  than 
three  months  old,  has  at  least  a two-week  history 
of  intractable  diarrhea  for  which  no  etiology  can 
be  determined  and  which  is  refractory  to  routine 
therapy,  or  an  infant  whose  clinical  status  rapidly 
deteriorates. 

Total  parenteral  nutrition  has  been  maintained 
continuously  for  many  months,  but  many  compli- 


FIGURE  1.  Growth  chart  of  Case  1 (dotted  line). 
Broken  lines  indicate  weight  gain  during  hyperalimen- 
tation therapy.  Solid  line  represents  50th  percentile  for 
weight  of  normal  infants. 

cations  have  been  reported.  Although  hypertonic 
glucose  solution  (20  per  cent)  is  employed  without 
the  use  of  insulin,  most  infants  tolerate  the  glu- 
cose load  with  only  a slight  elevation  in  blood 
sugar,  a mild  glycosuria,  and  no  acetonuria.  Das 
et  al.2  have  noted  that  newborns  in  their  study  on 
only  20  per  cent  glucose  infusions  maintain  their 
blood  sugar  in  a range  between  65  to  76  mg.  per 
100  ml.,  but  on  20  per  cent  glucose  solution  with 
amino  acids,  the  blood  sugar  levels  ranged  be- 
tween 72  to  82  mg.  per  100  ml.  Wilmore  et  al.1 
reported  2 cases  in  which  persistent  glycosuria  oc- 
curred, requiring  the  use  of  10  per  cent  glucose  so- 
lution for  several  days.  Filler  and  Eraklis6  re- 
ported 5 cases  of  hyperglycemia,  glycosuria,  and 
osmotic  diuresis;  1 with  severe  renal  disease;  1 
with  a suspected  hypothalamic  lesion;  and  3 who 
were  small  premature  infants.  One  infant  in  our 
series  developed  hyperglycemia  (150  to  310  mg. 
per  100  ml.)  with  moderate  glycosuria  and  dehy- 
dration, requiring  the  reduction  of  the  glucose 
concentration  to  12  per  cent  for  three  days.  After 
this  period  the  institution  of  15  per  cent  and  then 
the  reinstitution  of  20  per  cent  glucose  solution 
was  tolerated  well  with  normal  blood  sugar  limits 
for  seven  days.  The  catheter  was  then  removed 
due  to  the  development  of  a superior  vena  cava 
syndrome.  Twelve  hours  after  the  infant  was 
placed  on  a 10  per  cent  glucose  solution  by  mouth, 
he  developed  a generalized  seizure.  The  blood 
sugar  during  the  seizure  was  50  mg.  per  100  ml. 
and  responded  well  to  an  intravenous  push  of  3 cc. 
per  kilogram  of  50  per  cent  glucose  solution.  In 
our  series  no  acetonuria  or  significant  proteinuria 
was  noted. 
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FIGURE  2.  (A)  Angiogram  of  Case  5 after  development  of  pulmonary  edema.  Note  catheter  is  in  azygous  vein 

and  radiopaque  substance  extravasating  from  catheter  tip  most  likely  indicating  perforation  of  this  vessel  by  cathe- 
ter. (B)  Lateral  view  of  same  patient. 


One  of  the  most  frequently  reported  complica- 
tions of  long-term  intravenous  therapy  is  that  of 
infection.  Boeckman  and  Krill4  reported  14  cases 
of  infection  in  their  12  patients:  8 cases  of  cul- 

ture-proved bacterial  sepsis  and  6 of  Candida  al- 
bicans. The  latter  was  isolated  most  frequently 
from  the  intra-atrial  catheter  at  the  time  of  re- 
moval and  from  the  skin  about  the  scalp  wound, 
but  only  twice  were  blood  cultures  positive.  They 
stated  that  the  Candida  infection  was  fatal  in  3 of 
the  6 patients.  Filler  and  Eraklis6  reported  9 in- 
stances of  septicemia  among  53  patients  occurring 
between  the  fourteenth  and  seventy-third  days  of 
treatment.  C.  albicans  was  cultured  from  the 
blood  in  6 cases,  Staphylococcus  aureus  in  2 cases 
and  Streptococcus  fecalis  in  1 case. 

However,  Wilmore  et  al.1  did  not  find  any  prob- 
lem with  infection  in  their  series  of  patients  treat- 
ed with  total  parenteral  hyperalimentation  for  less 
than  thirty-five  days,  but  they  noted  febrile  epi- 
sodes suggesting  cannula  sepsis  on  the  thirty-fifth 
and  fortieth  days  of  treatment.  Wilmore  and  Du- 
drick12  reported  no  sepsis  in  13  patients;  all  cathe- 
ter cultures  were  negative.  In  our  series  there 
were  2 infants  (Cases  5 and  6)  with  febrile  epi- 
sodes. In  both  cases  the  catheter  tip,  urine,  stool, 
and  blood  cultures  were  negative.  One  infant 
(Case  3)  developed  spiking  fever,  lethargy,  and 
generalized  seizures.  The  cause  for  this  was 
streptococcal  septicemia  and  meningitis,  proved 
by  positive  blood  catheter-tip  and  cerebrospinal- 
fluid  cultures.  The  infant  died  two  weeks  later 
despite  intensive  antibiotic  therapy.  A fourth  in- 
fant (Case  4)  developed  spiking  fever  associated 
with  positive  blood  and  catheter-tip  cultures  for 


S.  aureus.  Disseminated  intravascular  coagu- 
lopathy occurred  two  days  later.  The  patient  re- 
covered and  was  eventually  discharged  from  the 
hospital. 

To  the  best  of  our  knowledge  no  cases  of  proved 
cardiopulmonary  complications  have  been  re- 
ported. An  infant  in  our  series  (Case  5)  on  the 
eighth  day  of  hyperalimentation  suddenly  devel- 
oped severe  respiratory  distress,  tachycardia,  cya- 
nosis, tachypnea,  bilateral  rales,  and  hepatomega- 
ly. A diagnosis  of  congestive  heart  failure  and 
pulmonary  edema  was  made.  The  infant  required 
digoxin  (0.02  mg.  per  pound),  ethacrynic  acid  (1 
mg.  per  kilogram  intravenous  push),  and  endotra- 
cheal intubation  with  intermittent  positive  pres- 
sure. The  patient  responded  well  to  the  therapy. 
The  cause  of  the  cardiac  failure  could  not  be  de- 
termined, because  there  was  no  evidence  of  iatro- 
genic fluid  overload  or  underlying  cardiac  disease. 
A dye  study  was  done  through  the  catheter,  re- 
vealing that  it  had  slipped  out  from  its  original 
position  in  the  superior  vena  cava  and  into  the 
azygous  vein.  The  radiopaque  substance  had 
extravasated  from  the  catheter  tip,  most  probably 
indicating  perforation  of  the  vessel  wall  by  the 
catheter  (Fig.  2). 

Thrombosis  is  another  frequent  complication  of 
long-term  indwelling  catheters.  Filler  and  Erak- 
lis6 described  1 case  of  superior  vena  cava  throm- 
bosis contributing  to  the  death  of  the  infant  who 
also  had  overwhelming  Candida  septicemia.  In  2 
infants  in  our  series  (Cases  2 and  6)  thrombosis  of 
the  superior  vena  cava  caused  a superior  vena 
cava  syndrome  characterized  by  sudden  unilateral 
swelling  of  the  face,  which  subsided  a few  days 
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FIGURE  3.  Angiocardiogram  of  infant  (Case  6)  after 
development  of  facial  swelling.  Note  marked  dilation 
of  superior  vena  cava  above  area  of  obstruction  of  this 
vessel  (arrow),  indicating  presence  of  thrombosis  of 
vessel  near  its  junction  with  right  atrium. 

after  the  removal  of  the  catheter.  In  one  of  these 
infants  (Case  6)  an  intravenous  dye  study  through 
the  catheter  showed  marked  dilation  of  the  supe- 
rior vena  cava  above  an  area  of  obstruction,  indi- 
cating the  presence  of  thrombosis  in  the  vessel 
near  its  junction  with  the  right  atrium  (Fig.  3). 

Silastic  catheters  were  specifically  selected  for 
their  stability  and  flexibility,  but  they  are  very 
difficult  to  secure  in  position.  It  is  not  surprising 
that  frequently  there  are  associated  complications, 
such  as  episodes  of  catheter  leakage  and  sponta- 
neous expulsion.  Boeckman  and  Krill4  reported  2 
“leaking  shunts”  among  their  12  patients.  In  our 
series  4 such  mechanical  problems  occurred 
(Table  I).  Another  problem  with  silastic  cathe- 
ters is  that  they  are  not  radiopaque  and,  there- 
fore, their  exact  location  cannot  be  determined  by 
simple  x-ray  studies. 

Parenteral  hyperalimentation  is  by  no  means  an 
ideal  therapy  because  of  its  many  associated  com- 
plications. Thus,  the  clinical  status  of  the  infant 
must  be  carefully  considered  prior  to  its  use.  Hy- 
peralimentation should  be  carried  out  under  an 
established  therapeutic  protocol.  The  pediatri- 
cian must  be  aware  of  the  many  potential  compli- 
cations, and  careful  monitoring  for  these  must  be 
maintained  throughout  the  course  of  therapy. 


Chronic  intractable  diarrhea  of  infants  for 
which  no  causes  can  be  determined  and  which  is 
refractory  to  routine  therapy  results  in  a high 
mortality  rate.1  The  use  of  total  parenteral  hy- 
peralimentation therapy  in  our  experience  has  sig- 
nificantly decreased  mortality  rates  in  such  in- 
fants. 

Follow-up  growth  patterns  of  the  4 infants  dis- 
charged from  the  hospital  indicate  that  normal 
growth  can  be  reestablished  following  prolonged 
diarrhea. 

Conclusion 

Although  the  ideal  parenteral  fluid  is  not  yet 
available11  and  many  complications  are  associated 
with  the  method  of  infusion,  our  clinical  experi- 
ence has  shown  that  total  parenteral  hyperalimen- 
tation therapy  in  infants  with  intractable  diarrhea 
can  provide  adequate  nutrition.  It  is  our  conclu- 
sion that  total  parenteral  hyperalimentation  ther- 
apy should  not  be  left  as  a last-resort  approach  to 
the  marasmic  infant  and  should  be  used  early  in 
the  course  of  treatment  of  intractable  diarrhea. 
In  this  way  the  infant  may  be  sustained  during 
the  episode  of  intractable  diarrhea  and  subse- 
quently be  returned  to  oral  feedings  with  the  re- 
sumption of  normal  growth. 

Department  of  Pediatrics 
Kings  County  Hospital  Center 
451  Clarkson  Avenue 
Brooklyn,  New  York  11203 
(DR.  RODRIGUEZ-TORRES) 
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Sodium  Tyropanoate 

Evaluation  of  new  oral 
cholecystographic  agent 


Many  authors  have  emphasized  the  importance  of 
visualizing  the  gallbladder  of  the  patient  with  severe 
right  upper  quadrant  pain  for  the  diagnosis  of  acute 
cholecystitis.  The  authors  bypass  intravenous 
cholangiography,  the  most  frequently  utilized  pro- 
cedure in  such  patients,  and  use  a new  oral  chole- 
cystographic agent,  sodium  tyropanoate  (Bil- 
opaque),  in  a group  of  300  patients.  Oral  cholecys- 
tography was  performed  on  two  groups  of  150  pa- 
tients each.  One  group  received  3 Gm.  of  sodium 
tyropanoate  and  the  other,  3 Gm.  of  iopanoic  acid 
(Telepaque).  Following  identical  treatment  of  both 
groups,  26  per  cent  of  patients  in  the  sodium  tyro- 
panoate group  had  either  poor  or  nonvisualization  of 
the  gallbladder  after  an  initial  dose  of  the  agent; 
after  a repeat  dose  20.5  per  cent  of  these  patients’ 
gallbladders  were  visualized.  In  contrast,  in  the 
iopanoic  acid  group  34  per  cent  showed  poor  or  non- 
visualization, and  of  these  poorly  visualized  patients 
43  per  cent  were  visualized  adequately  after  a second 
dose.  Several  case  reports  are  given,  as  are  data  on 
the  rapidity  of  absorption.  The  authors  conclude 
that  sodium  tyropanoate  is  a safe  oral  cholecysto- 
graphic agent  which  provides  good  visualization 
resulting  in  less  density  of  the  gallbladder  and  pro- 
duces fewer  side-effects  than  does  iopanoic  acid. 


HAROLD  MOSKOWITZ,  M.D. 

Hartford,  Connecticut 

EDWARD  MILIKOW,  M.D. 

Hartford,  Connecticut 

GEORGE  P.  OSMU N,  R.T. 

Hartford,  Connecticut 

From  the  Department  of  Radiology,  Mount  Sinai  Hospital. 

The  search  continues  for  the  ideal  cholecysto- 
graphic agent.  Recently  we  had  an  opportunity  to 
evaluate  a new  oral  cholecystographic  agent,  sodi- 
um tyropanoate  (Bilopaque).1-3 

In  a clinical  trial  of  300  patients,  Benisek  and 
Gunn4  reported  better  gallbladder  visualization, 
less  bowel  residual,  and  fewer  side-effects  with  so- 
dium tyropanoate  (4.5  Gm.)  than  with  either 
bunamiodyl  sodium  (Orabilex)  (4.5  Gm.)  or  iopa- 
noic acid  (Telepaque)  (3  Gm.).  Burhenne5  in  a 
study  of  50  patients  also  noted  better  results  with 
sodium  tyropanoate  than  with  iopanoic  acid. 
Judkins,  Billimoria,  and  Dotter6  found  that  when 
equal  doses  (4.5  Gm.)  of  sodium  tyropanoate  or 
bunamiodyl  sodium  were  given  to  patients,  sodi- 
um tyropanoate  produced  superior  visualization  of 
both  the  gallbladder  and  the  common  duct  and  a 
lower  incidence  of  side-effects  and  toxicity.  They 
also  discovered  little  difference  in  the  diagnostic 
quality  of  the  gallbladder  shadow  produced  by  ei- 
ther a 3-  or  4.5-Gm.  dose  of  sodium  tyropanoate.6 
Most  recently  Bluestein  and  Zimmerman7  re- 
ported that  a 3-Gm.  dose  of  sodium  tyropanoate 
produced  films  of  excellent  diagnostic  quality  in 
88  per  cent  of  181  patients;  only  3 per  cent  of  first 
examinations  failed;  side-effects  were  reported  as 
mild  and  transient. 

Method 

Oral  cholecystography  was  performed  on  300 
consecutive  patients  divided  into  two  groups. 
One  group  of  150  consecutive  patients  who  were 
given  3 Gm.  of  sodium  tyropanoate  was  compared 
with  the  second  group  of  150  consecutive  patients 
who  were  given  3 Gm.  of  iopanoic  acid.  Each 
group  of  patients  was  prepared  in  an  identical 


manner.  Patients  ingested  the  tablets  in  the  eve- 
ning approximately  fourteen  hours  prior  to  the 
study  after  a fat-free  dinner.  No  laxatives  were 
administered,  and  the  patients  had  nothing  to  eat 
or  drink  after  taking  the  tablets.  We  believe  that 
administering  the  media  at  a time  when  the  stom- 
ach is  full  reduces  gastric  irritation. 

The  following  morning  each  patient  was 
brought  to  the  radiology  department,  and  3 initial 
films  were  obtained  of  the  gallbladder,  including 
prone,  oblique,  and  right  lateral  decubitus  films. 
Careful  attention  was  paid  to  the  technical  com- 
petence of  each  examination,  which  was  screened 
by  the  radiologist.  We  used  a small  cone,  low  kilo- 
voltage,  and  high  milliamperage  per  second  with  as 
short  an  exposure  time  as  possible  to  obtain  our 
films.  Par-speed  screens  were  used,  and  fluo- 
roscopic spot  films  were  obtained  many  times. 
Additional  views  were  obtained  if  the  gallbladder 
was  obscured  by  overlying  ribs,  gas,  or  contrast 
medium. 

Case  reports 

Case  1.  A fifty-six-year-old  female  was  admitted 
with  recurrent  urinary-tract  infection  and  pain  in  the 
upper  abdomen  and  right  flank.  After  3 Gm.  of  sodi- 
um tyropanoate  were  administered,  a normal  gallblad- 
der was  visualized  (Fig.  1). 

Case  2.  A fifty-three-year-old  white  female  was  ad- 
mitted for  flank  pain.  The  patient  has  a long  history 
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FIGURE  1.  Case  1.  Normal  gallbladder  illustrating 
usual  opacity  with  sodium  tyropanoate. 


of  urinary-tract  infection  with  recurrent  stones  and  a 
stag-horn  calculus  on  the  right.  Twenty-four  hours 
prior  to  admission,  there  was  right  flank  pain  associ- 
ated with  some  nocturia,  nausea,  and  vomiting.  After 
administration  of  3 Gm.  of  sodium  tyropanoate,  exami- 
nation of  the  gallbladder  revealed  cholelithiasis  in  a 
functioning  gallbladder  (Fig.  2). 

Case  3.  A twenty-one-year-old  white  female  was  ad- 
mitted as  an  emergency  patient  because  of  a persistent 
acute  right  lower  quadrant  pain.  Examination  re- 
vealed acute  tenderness  in  the  right  lower  quadrant 
without  palpable  masses.  The  white  count  was  12,000. 
After  administration  of  3 Gm.  of  sodium  tyropanoate, 
the  gallbladder  was  visualized,  and  cholelithiasis  was 
ruled  out  as  a possible  diagnosis.  There  was  also  ex- 
cellent visualization  of  the  common  bile  duct  (Fig.  3). 

Case  4.  A fifty-year-old  white  female  was  admitted 
to  the  hospital  with  a history  of  hemoptysis.  Her  his- 
tory included  a duodenal  ulcer  treated  with  medical 
regimen  for  seven  years.  While  in  the  hospital,  acute 
abdominal  pain  developed  primarily  in  the  right  upper 
quadrant  with  some  rebound  tenderness.  Initially  3 
Gm.  of  iopanoic  acid  were  administered,  resulting  in  a 
rather  poorly  visualized  gallbladder.  After  the  admin- 
istration of  3 Gm.  of  sodium  tyropanoate,  films  in  four 
hours  revealed  normal  functioning  of  the  gallbladder 
without  evident  abnormalities  (Fig.  4). 

Case  5.  A twenty-four-year-old  Negro  female  was 
admitted  with  a twelve-hour  history  of  nausea,  chest 
pain,  and  dizziness.  The  patient  had  mid-  and  right 
upper  quadrant  abdominal  pain;  slight  rebound  ten- 
derness was  noted.  Leukocyte  count  was  14,500. 
With  the  history  of  acute  abdominal  pain,  the  differ- 
ential rested  between  pancreatitis,  acute  cholecystitis, 
or  an  ulcer.  In  an  effort  to  rule  out  the  gallbladder  as 
a source  of  her  pain,  3 Gm.  of  sodium  tyropanoate  were 
administered  instead  of  performing  an  intravenous 
cholangiogram.  At  two  hours  the  gallbladder  could  be 
seen  as  faintly  opacified.  At  three  hours  there  was 
opacification  of  the  gallbladder.  At  four  hours  ade- 
quate visualization  of  the  gallbladder  was  first  possible. 
At  six  hours  there  was  good  opacification,  and  at  eight 
hours  there  was  excellent  visualization  of  the  gallblad- 
der (Fig.  5).  Spot  films  were  obtained  at  this  time, 


FIGURE  3.  Case  3 Normal  gallbladder  with  excel- 
lent visualization  of  common  bile  duct. 


FIGURE  2.  Case  2.  Multiple  stones  within  gallbladder. 


FIGURE  4.  Case  4.  Excellent  visualization  of  gall- 
bladder and  common  bile  duct  four  hours  after  inges- 
tion of  additional  3 Gm.  of  sodium  tyropanoate. 


detailing  a normal  gallbladder  without  evident  abnor- 
malities. The  oral  route  obviated  the  use  of  intrave- 
nous cholangiography  to  rule  out  the  diagnosis  of  acute 
cholecystitis. 

Results 

In  our  admittedly  small  but  random  consecutive 
series  of  300  patients,  39  patients  in  the  sodium 
tyropanoate  group  (26  per  cent)  had  either  poor  or 
nonvisualization  of  the  gallbladder  after  an  initial 
dose  of  the  agent.  Subsequently,  8 out  of  39  pa- 
tients’ gallbladders  (20.5  per  cent)  were  visualized 
with  a repeat  dose.  In  comparison,  51  patients  in 
the  iopanoic  acid  group  (34  per  cent)  showed  poor 
or  nonvisualization,  and  22  of  these  patients’  gall- 
bladders (43  per  cent)  were  visualized  adequately 
after  a second  dose.  Common  bile  duct  visualiza- 
tion was  apparent  in  38  per  cent  of  the  patients 


after  sodium  tyropanoate  and  in  30  per  cent  of  the 
patients  with  iopanoic  acid. 

Comment 

Many  authors  have  stressed  the  importance  of 
visualizing  the  gallbladder  in  the  patient  with  se- 
vere right  upper  quadrant  pain  to  rule  out  a diag- 
nosis of  acute  cholecystitis.  Intravenous  cholan- 
giography is  the  procedure  most  often  used,  but 
the  rapid  absorption  of  sodium  tyropanoate  has 
given  us  an  opportunity  to  bypass  the  intravenous 
method  in  favor  of  an  oral  method  in  the  semi- 
emergent  patient. 

In  an  attempt  to  evaluate  the  rapidity  of  ab- 
sorption of  sodium  tyropanoate  from  the  gastroin- 
testinal tract,  6 patients  were  given  the  agent,  and 
films  were  taken  at  two,  four,  six,  and  eight  hours. 
The  gallbladder  was  faintly  visualized  at  two 
hours,  adequately  visualized  at  four  hours  and 
well  visualized  at  six  and  eight  hours.  Sodium 
tyropanoate  is  more  rapidly  absorbed  from  the 
gastrointestinal  tract  than  is  iopanoic  acid.  We 
found  this  rapid  absorption  an  added  advantage 
in  the  occasional  patient  who  had  poor  or  inade- 
quate visualization  after  a single  dose.  In  such 
cases  we  administered  another  3 Gm.  of  sodium 
tyropanoate  after  scrutinizing  the  films,  and  we 
were  able  to  complete  the  examination  four  to  six 
hours  later,  eliminating  the  need  for  an  additional 
hospital  day.  After  the  first  films  were  screened, 
a repeat  administration  of  3 Gm.  was  given  to 
each  of  the  8 patients  who  had  inadequate  or  poor 
visualization  with  sodium  tyropanoate.  In  5 of 
these  patients  gallbladders  were  adequately  visu- 
alized four  hours  later.  Due  to  its  more  rapid  ab- 
sorption one  might  consider  administering  sodium 
tyropanoate  later  than  iopanoic  acid  or  just  prior 
to  sleep  if  one  wished  to  use  it  as  a routine  oral 
cholecystographic  agent. 

It  is  our  impression  that  the  density  of  the  gall- 
bladder after  administration  of  sodium  tyropa- 
noate is  not  as  great  as  after  iopanoic  acid.  Sev- 
eral articles  have  described  the  increased  density 
of  iopanoic  acid  as  a disadvantage  since  stones 


FIGURE  5.  Case  5.  (A)  Initial  film  two  hours  after  ingestion  of  sodium  tyropanoate.  revealing  extremely  faint  visuali- 

zation of  gallbladder.  (B)  At  four  hours  gallbladder  is  beginning  to  be  well  visualized.  (C)  At  eight  hours  there  is 
excellent  visualization  of  gallbladder  and  visualization  of  common  duct. 


January  1 5,  1973  / New  York  State  Journal  of  Medicine  273 


may  be  hidden  by  the  high  density  of  the  contrast 
medium.4-5  With  careful  attention  to  detail  and 
horizontal  beam  and  spot  film  radiographs,  one 
will  not  miss  stones  because  of  increased  density; 
however,  sodium  tyropanoate  does  have  the  ad- 
vantage of  not  giving  as  dense  a shadow  of  the 
gallbladder. 

Sodium  tyropanoate  produces  a homogeneous, 
fluffy-like  residue  seen  in  the  distal  small  bowel 
and  colon  as  compared  with  more  dense,  opaque, 
and  discreet  residue  after  iopanoic  acid.  The 
density  is  sufficient  so  that  we  can  be  sure  that 
the  patient  has  ingested  the  pills  but  is  not  dense 
enough  to  interfere  with  the  study.  Occasionally, 
iopanoic  acid  residue  interferes  with  evaluation 
of  the  gallbladder. 

Patients  were  questioned  with  regard  to  bother- 
some side-effects.  We  specifically  asked  about 
heartburn,  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Sixty  patients  or  (40  per 
cent)  taking  sodium  tyropanoate  complained  of 
mild  symptoms  as  compared  with  97  patients  or 
65  per  cent  of  the  patients  who  took  iopanoic  acid. 
No  severe  reactions  were  encountered  in  either 
group.  The  most  noticeable  difference  in  side-ef- 
fects was  the  considerably  lower  incidence  of  diar- 
rhea after  sodium  tyropanoate  as  compared  with 
that  after  iopanoic  acid. 

Conclusion 

It  is  our  opinion  that  sodium  tyropanoate  is  a 


safe,  well-tolerated  oral  cholecystographic  medi- 
um. In  a limited  study  the  gallbladder  was  as 
well  visualized  with  sodium  tyropanoate  as  with 
iopanoic  acid  without  the  interference  of  residue 
within  the  bowel.  There  were  definitely  fewer 
side-effects  and  much  less  diarrhea  with  sodium 
tyropanoate  than  with  iopanoic  acid.  The  com- 
mon duct  was  visualized  as  often  with  sodium  ty- 
ropanoate as  with  iopanoic  acid. 

Careful  attention  to  technical  factors  was  the 
single  most  important  factor  in  overall  diagnostic 
accuracy. 

500  Blue  Hills  Avenue 
Hartford,  Connecticut  06112 
(DR.  MOSKOWITZ) 
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Winter  Session 


The  Winter  meeting  of  the  New  York  Society 
for  Thoracic  Surgery  was  held  on  February  17, 
1972,  at  The  New  York  Hospital  in  the  Harkness 


Research  Building.  This  represents  a change 
from  our  usual  meeting  place.  In  spite  of  the  in- 
clement weather,  a goodly  crowd  was  there. 


The  following  report  appears  in  its  entirety. 
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Solitary  plasmacytoma  of  the  sternum  is  a rare 
malignant  tumor;  only  15  cases  have  been  re- 
ported since  1947.  The  majority  of  malignant 
sternal  tumors  are  metastatic,  originating  from 
carcinoma  of  the  thyroid,  kidney,  or  breast;  from 
lymphoblastoma  elsewhere;  or  from  a scattering  of 
other  sites.1  Primary  malignant  tumors  of  the 
sternum  are  second  in  frequency  to  metastatic  le- 
sions and  include  chondrosarcoma,  plasmacyto- 
ma, reticulum  cell  sarcoma,  osteogenic  sarcoma, 
Ewing’s  sarcoma,  and  others.1  It  is  noteworthy 
that  benign  sternal  tumors  are  rare  and  that 
chondromas  of  the  sternum  have  a tendency 
toward  malignant  degeneration. 

*By  invitation. 


The  diagnosis  of  solitary  plasmacytoma  of  the 
sternum  is  problematic  because  other  sites  of  in- 
volvement usually  develop  after  the  recognition  of 
the  primary  tumor,  representing  either  metastases 
from  the  primary  tumor  or  the  multifocal  develop- 
ment of  multiple  myeloma.  Because  distant  le- 
sions may  occur  after  latent  periods  of  months  or 
years,  Christopherson  and  Miller2  suggest  that  the 
diagnosis  of  solitary  plasmacytoma  of  bone  be  re- 
stricted to  cases  in  which  there  is  a follow-up  peri- 
od of  at  least  three  years  without  dissemination. 
While  certain  biochemical  differences  may  exist 
between  solitary  plasmacytoma  and  multiple 
myeloma,  there  is  no  way  presently  to  distinguish 
between  the  lesions  except  by  their  clinical  behav- 
ior, the  former  following  a relatively  benign  course 
and  the  latter  an  inevitably  fatal  course.3 

The  subject  of  this  report  was  seen  with  a soli- 
tary plasmacytoma  of  the  sternum,  but  within  six 
months  of  sternal  resection  a soft  tissue  plasmacy- 
toma of  the  chest  wall  and  a probable  plasmacy- 
toma in  the  medial  head  of  the  left  clavicle  devel- 
oped. 

Case  report 

A seventy-four-year-old  man  was  admitted  to  The 
Brooklyn  Hospital  on  May  18,  1971,  because  of  a pain- 
ful, enlarging  mass  of  the  anterior  chest  wall  which  had 
been  present  for  three  months  and  had  been  very  pain- 
ful during  the  month  prior  to  admission.  He  had 
chronic  bronchitis  associated  with  smoking  three  packs 
of  cigarets  a day.  Otherwise  the  past  history  was  nega- 
tive for  any  illnesses  or  operations. 

Physical  examination  revealed  a strongly  built  man 
complaining  of  pain  arising  from  a 7 by  5-cm.  dome- 
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FIGURE  1.  Left  lateral  x-ray  film  of  sternum  showing 
mass  involving  body  and  xiphoid  process  with  destruc- 
tion of  anterior  cortex  and  extension  both  externally  and 
internally. 


shaped,  firm,  tender  mass  which  was  adherent  to  the 
body  and  xiphoid  process  of  the  sternum  but  not  to  the 
overlying  skin.  The  thyroid  gland  was  not  enlarged  or 
nodular.  The  lungs  showed  scattered  rhonchi.  No 
masses  were  palpable  in  the  abdomen. 

Results  of  all  laboratory  tests  were  normal  except  for 
serum  electrophoresis,  which  showed  a low  but  distinct 
spike  between  the  beta  and  gamma  peaks,  and  immu- 
nodiffusion, which  revealed  a markedly  elevated  im- 


mune globulin  D in  the  serum.  Bence  Jones  protein 
was  not  present  in  the  urine,  and  bone  marrow  aspirat- 
ed from  the  iliac  crest  was  normal  with  no  increase  in 
plasma  cells. 

Chest  roentgenograms  and  sternal  tomography 
showed  a mass  involving  the  body  and  xiphoid  process 
of  the  sternum  with  destruction  of  the  anterior  cortex 
and  extension  beyond  the  sternum  both  externally  and 
internally  (Fig.  1).  Barium  colon  enema,  upper  gas- 
trointestinal series,  gallbladder  series,  skeletal  survey, 
and  intravenous  pyelogram  demonstrated  no  other  pri- 
mary or  metastatic  tumor. 

At  operation  on  June  2,  1971,  the  body  and  xiphoid 
process  of  the  sternum  were  resected  with  segments  of 
the  attached  costal  cartilages  and  ribs.  Gray  tumor 
tissue  was  seen  in  the  marrow  cavities  of  the  divided 
left  third  and  fourth  ribs.  Wound  closure  was  carried 
out  in  two  layers  using  rotated  flaps  of  skin  and  subcu- 
taneous tissue. 

Gross  examination  of  the  specimen  revealed  a 6.5  by 
2.5-cm.  grayish-pink  fleshy  mass  penetrating  both  sur- 
faces of  the  sternum,  involving  the  intercostal  spaces, 
present  at  the  upper  line  of  resection  of  the  sternum 
and  at  the  line  of  resection  of  the  third  left  rib  (Fig. 
2A).  Microscopic  examination  showed  “plasmacytoma 
of  the  sternum  with  extension  to  ribs,  costochondral 
junctions,  intercostal  spaces  . . . , and  involving  the 
margin  of  sternal  resection  as  well  as  the  margin  of  re- 
section of  the  left  third  rib”  (Fig.  2B). 

Postoperatively  the  patient  required  tracheostomy 
and  assisted  respiration  for  one  week.  Over  a period  of 
four  weeks  the  chest  wall  gradually  “hardened.”  Para- 
doxic motion  was  reduced  by  a bolus  dressing  and  ad- 
hesive strapping  across  the  anterior  chest  wall. 

The  patient  returned  to  The  Brooklyn  Hospital  three 
and  one-half  months  postoperatively  to  start  a course 
of  radiotherapy  to  the  remaining  portion  of  the  ster- 
num, the  costochondral  junctions  of  the  upper  ribs, 
and  the  medial  heads  of  the  clavicles.  At  this  time  the 
medial  head  of  the  left  clavicle  had  enlarged  to  twice 
normal  size.  Skeletal  survey  revealed  no  other  evi- 
dence of  metastatic  disease. 

Five  and  one-half  months  postoperatively  the  patient 
was  admitted  for  the  third  time  with  an  acute  respira- 
tory infection.  A soft  subcutaneous  mass  was  noted 
over  the  right  seventh  rib  in  the  anterior  axillary  line. 
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FIGURE  2.  (A)  Gross  longitudinal  section  of  resected  specimen  showing  tumor  involving  sternum  and  extending 

externally  (up)  and  internally  (down).  (B)  Microscopic  section  of  plasmacytoma  showing  one  or  two  mitotic  figures 
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Needle  biopsy  was  unrevealing,  but  an  incisional  bi- 
opsy done  seven  months  postoperatively  showed 
grayish-pink,  soft  tumor  which  microscopically  was 
plasmacytoma  invading  muscle.  The  patient  is  receiv- 
ing local  radiotherapy  to  this  lesion. 

Comment 

Solitary  plasmacytoma  of  the  sternum  is  rela- 
tively rare.  Between  1904  and  1954  only  4 
plasmacytomas  of  the  sternum  were  diagnosed  at 
the  Mayo  Clinic.4  Vieta  and  Maier1  collected  11 
reports  of  solitary  plasmacytoma  of  the  sternum 
from  the  literature  between  1947  and  1962.  The 
present  case  report  is  the  fifteenth  since  1947. 

Clinically  it  is  difficult  to  make  the  diagnosis  of 
solitary  plasmacytoma  of  the  sternum  without  a 
tissue  biopsy.  The  tumor  usually  appears  as  an 
enlarging  painful  lesion,  is  more  common  in  males, 
and  generally  occurs  in  patients  between  forty  and 
seventy  years  of  age.  Metastatic  tumor  should  be 
ruled  out  by  investigating  particularly  the  thy- 
roid, breasts,  kidneys,  and  bone  marrow.  Multi- 
ple myeloma  can  be  ruled  out  by  bone-marrow  ex- 
amination, a roentgenographic  skeletal  survey,  a 
search  for  Bence  Jones  proteinuria,  and/or  an  ele- 
vated serum  globulin.  In  either  multiple  myelo- 
ma or  solitary  plasmacytoma  serum  electrophore- 
sis may  show  abnormal  globulin  spikes.3 

The  majority  of  malignant  sternal  tumors  are 
chondrosarcomas,  for  which  the  only  successful 
treatment  is  wide  surgical  resection.  Therefore, 
biopsy  of  a sternal  tumor  should  be  in  an  area 
which  may  be  excised  with  wide  margins  at  a later 
operation. 

Of  the  15  cases  of  solitary  plasmacytoma  of  the 
sternum  reported  since  1947,  4 patients  were 
treated  by  resection  alone,  4 by  radiotherapy 
alone,  5 by  biopsy  or  curettage  plus  radiotherapy, 
and  2 by  resection  and  radiotherapy.  Two  of  the 
4 patients  who  received  radiotherapy  alone  died 
with  generalized  multiple  myeloma  within  one 
year,  while  the  other  2 survived  multiple  courses 
of  radiotherapy  to  recurring  lesions,  1 of  whom 
was  alive  after  eleven  years  and  1 after  five 
years.1-3  The  2 patients  treated  by  resection  and 
postoperative  radiotherapy  were  alive  two  years 
and  one  year  postoperatively,  the  latter  with  two 
radiolucencies  in  the  skull.5  The  results  of  resec- 
tion alone  and  of  biopsy  or  curettage  plus  radio- 
therapy are  equally  mixed,  so  that  a strong  case 
cannot  be  made  for  any  one  therapeutic  pro- 
gram. 1,4’e  Long  survival  after  treatment  may  be 
more  a reflection  of  the  indolent  nature  of  some 
plasmacytomas  than  of  the  excellence  of  treat- 
ment. 

Of  the  15  reported  patients  with  solitary 
plasmacytoma  of  the  sternum  who  have  follow-up 
data,  6 were  dead  between  two  months  and  four 
years  after  initial  treatment,  and  9 were  alive  be- 
tween two  months  and  eleven  years  after  treat- 


ment.1-6 Those  who  died  had  disseminated  dis- 
ease, and  the  majority  of  living  patients  had  the 
same. 

Conclusion 

Solitary  plasmacytoma  of  the  sternum  is  a rare 
tumor,  histologically  indistinguishable  from  mul- 
tiple myeloma,  which  is  relatively  sensitive  to  ra- 
diotherapy and  may  be  treated  by  surgical  resec- 
tion, radiotherapy,  or  both.  Because  new  foci  or 
generalized  myeloma  develop  in  most  cases  with 
sufficiently  long  follow-up  periods,  the  prognosis, 
regardless  of  treatment,  is  guarded. 

Brooklyn-Cumberland  Medical  Center 
121  De  Kalb  Avenue 
Brooklyn,  New  York  11201 
(DR.  POTTER) 
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Discussion 

John  Pool,  M.D.,  New  York  City.  May  I 
thank  you  for  the  opportunity  of  discussing  this 
interesting  pathologic  entity  and  surgical  method. 
I also  feel  honored  to  be  substituting  for  Herbert 
C.  Maier,  M.D.,  who  is  unavoidably  detained. 
He  has  done  considerable  work  in  this  field.  I 
really  cannot  add  very  much  to  what  Bob  Potter 
said  about  the  pathologic  characteristics  of  this 
entity.  This  malignant  tumor  of  a specific 
hematopoetic  cell,  the  plasma  cell,  has  an  outlook 
more  dependent  on  the  intrinsic  malignant  condi- 
tion than  on  any  other  factor.  It  is  the  same  cell 
present  in  multiple  myeloma.  A solitary  plasma- 
cytoma in  soft  tissues  such  as  lung,  upper  respira- 
tory tract,  or  intestine  has  a better  salvage  rate 
with  resection  than  with  radiation  therapy  or  che- 
motherapy, in  part  because  treatment  with  these 
last  methods  entails  greater  chance  of  complica- 
tion. In  the  bone  adequate  resection  need  not  be 
very  wide.  When  inadequate,  resection  should  be 
followed  by  irradiation.  The  fact  that  the  electro- 
phoretic globulin  pattern  in  solitary  myeloma  will 
usually  show  abnormal  spikes  is  a useful  prognos- 
tic sign.  After  initial  treatment  the  pattern 
should  return  to  normal,  and  following  the  globu- 
lins gives  a clue  to  recurrence  or  metastasis,  so 
that  I would  like  to  ask  Dr.  Potter  if  he  noted  the 
change  in  the  pattern  prior  to  his  resection. 
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I should  like  to  say  a word  about  some  of  the 
technical  aspects  of  resecting  a sternal  tumor.  It 
is  important  to  get  a proper  biopsy,  and  Dr.  Pot- 
ter emphasizes  the  point  that  the  biopsy  should 
be  so  planned  that  the  biopsy  site  will  be  included 
in  the  resection.  For  this  reason  the  definitive 
surgeon  should  perform  the  biopsy,  although  un- 
fortunately such  is  not  always  the  case.  The  dif- 
ferential diagnosis  of  sternal  neoplasia  includes 
metastasis  from  thyroid  or  kidney  which  are  the 
most  common  and  reticulum-cell  lymphosarcoma, 
as  well  as  osseous  tumors:  giant  cell,  a meloblas- 
toma,  chondrosarcoma,  and  osteogenic  sarcoma. 
Resection  can  be  less  radical  for  plasmacytoma 
and  metastatic  cancer  than  for  primary  chondro- 
sarcoma of  the  sternum.  In  the  latter,  if  you  do 
not  get  wide  surgical  resection  at  the  first  resec- 
tion, the  patient  is  not  going  to  be  cured.  But  if 
you  resect  well  wide  of  the  chondrosarcoma,  the 
patient  is  going  to  be  cured.  A proved  lymphoma 
is  best  irradiated,  and  metastatic  thyroid  cancer, 
in  which  the  tissue  has  been  made  hormonally  ac- 
tive, may  be  destroyed  by  radioactive  iodine. 

At  the  time  of  biopsy  it  is  important  to  close  the 
biopsy  wound  and  not  leave  it  open.  We  all  know 
that  this  can  be  difficult  because  these  lesions  are 
very  vascular.  I think  that  you  have  to  plan  the 
incision  for  resection  bearing  in  mind  the  greatest 
resection  that  could  become  indicated.  Also  I 
think  the  pathologist  as  consultant  is  needed  at 
the  operating  table  in  evaluating  the  margins  of 
resection.  There  are  certain  neoplasms  that  in- 
volve the  sternum  and  adjacent  tissues  which  tend 
to  extend  within  the  marrow,  such  as  lymphoma 
and  renal  cell  cancer,  so  you  may  need  to  get  mar- 
ginal marrow  smears  at  the  time  of  resection. 
Tomography  in  two  planes  can  help  define  the 
extent  of  necessary  surgery,  but  even  more  impor- 
tant in  preparing  for  resection  of  these  vascular 
tumors  is  arteriography  of  the  neoplasm  which 
will  allow  you  to  have  an  orderly  approach  to  the 
blood  supply  of  the  involved  portion  of  sternum 
which  may  derive  from  one  or  both  internal  mam- 
mary, a particular  intercostal,  superior  phrenic,  or 
from  one  of  the  thyroid  arteries.  Another  impor- 
tant surgical  matter  concerns  chest-wall  stability 
in  the  postoperative  period.  If  a transverse  bone 
bridge  of  sternum  can  remain  whether  superior  or 
inferior  to  the  defect,  respiratory  effort  will  be  ef- 
fective. Flail  movement  in  the  defect  can  then  be 
prevented  with  Marlex  mesh  or  with  autologous  or 
even  heterologous  fascia.  I would  not  leave  a de- 
fect quite  as  open  as  Dr.  Potter.  On  the  other 
hand,  if  you  remove  the  whole  sternum,  you  must 
provide  some  internal  fixation,  such  as  rib  strut, 
and  not  just  be  content  with  the  Marlex  mesh. 
Finally,  controlled  ventilation  in  the  postopera- 
tive period  is  essential  until  tidal  volume  and 
tussic  effort  are  really  adequate,  and  I think  that 
here  the  most  important  point  is  meticulous  at- 
tention to  prevent  infection. 


Nael  Martini,  M.D.,  New  York  City.  The  his- 
tologic picture  of  plasmacytoma  and  multiple 
myeloma  or  plasma  cell  myeloma  are  identical. 
Dissemination  may  follow  a local  manifestation 
after  a latent  period  often  as  long  as  eight  or  ten 
years.  Although  surgical  resection  is  the  treat- 
ment of  choice  in  primary  epithelial  and  mesen- 
chymal tumors  of  the  sternum,  this  is  not  neces- 
sarily so  in  myeloid  and  lymphoid  tumors.  Pa- 
tients with  myeloma  of  the  sternum  as  the  only 
manifestation  of  the  disease  were  treated  at  Me- 
morial Hospital  by  radiation  therapy  alone  and 
are  now  alive  and  well  eleven  and  thirteen  years, 
respectively. 

Emil  A.  Naclerio,  M.D.,  New  York  City.  How 
much  did  you  worry  about  paradoxic  motion,  and 
what  did  you  do  for  it? 

Walter  W.  Fischer,  M.D.,  New  York  City.  In 
the  cases  we  reported,  2 of  our  patients  had  a 
bridge  of  sternum  remaining  above  with  a well- 
affixed  Marlex  mesh  and  probably  would  have 
done  well  with  a tracheostomy.  If,  however,  you 
have  to  take  the  entire  sternum  plus  the  clavicle 
as  we  did  once,  a tracheostomy  is  unavoidable. 

Dr.  Potter:  Dr.  Fischer,  I heard  your  report  on 
sternal  tumors  last  year  and  realized  that  we  had 
a bridge  across  the  upper  sternum.  We  did  not 
worry  too  much  about  paradoxic  respiration. 
However,  Dr.  Naclerio  asked,  did  we  worry;  yes, 
we  did.  The  patient  certainly  had  paradoxic  mo- 
tion, and  we  used  a volume  respirator. 

In  this  case  at  the  apex  of  our  closure  there  was 
a slough,  and  the  slough  turned  out  to  be  right  on 
the  superior  dome  of  the  diaphragm.  I was  happy 
when  this  happened  that  we  had  not  used  Marlex 
mesh,  because  by  the  time  the  patient  had  gotten 
over  his  severe  paradoxic  motion  there  might  have 
been  a problem  with  a foreign  body  if  infection 
had  supervened  at  that  point. 

I enjoyed  hearing  about  Dr.  Martini’s  cases.  It 
is  interesting  that  L.  V.  Ackerman,  M.D.,  at  the 
Armed  Forces  Institute  of  Pathology,  calls  both 
tumors  by  the  same  name— plasma  cell  myeloma 
— and  this  is  more  descriptive  than  having  the  two 
different  tumors.  However,  the  behavior  can  be 
widely  different  in  different  forms  of  the  same  dis- 
ease, if  you  believe  it  is  the  same  disease. 

I want  to  thank  Dr.  Pool  very  much  for  his  com- 
ments. The  electrophoretic  pattern  in  our  patient 
has  been  the  same.  However,  we  did  not  get  any 
serum  electrophoresis  until  after  operation,  there- 
fore we  do  not  have  a preoperative  one  to  compare 
it  with.  A change  in  the  electrophoretic  pattern 
has  been  used  by  Y.  Maruyama,  M.D.,  and  <J. 
Thomson,  M.D.,  to  predict  recurrence  in  cases 
such  as  Dr.  Martini’s. 

Allan  E.  Bloomberg,  M.D.,  New  York  City. 
My  only  comment  is  that  if  you  make  an  incision 
which  comes  to  a peak  at  any  point,  that  peak  is 
apt  to  slough  out,  whereas  if  you  make  a curve 
around  it,  it  will  not  slough  to  the  same  extent. 
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The  following  report  appears  in  its  entirety. 
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Functional  disease  of  the  esophagus  can  be  the 

basis  of  silent  tracheal  aspiration  causing  symp- 
tomatic bronchopulmonary  conditions  in  many 
patients.  Pathologic  physiology  of  the  esophagus 
demonstrating  reflux  (regurgitation  of  gastric  con- 
tents into  the  esophagus)  is  best  seen  by  cine- 
esophagography.  Endoscopy  confirms  the  diag- 
nosis of  esophagitis  secondary  to  reflux  as  well  as 
aspiration  tracheobronchitis.  Medical  measures 
are  helpful,  while  surgery  is  corrective  and  may  be 
required. 

Reflux,  aspiration,  and  their  sequelae  may  occur 
in  infants,  children,  adults,  and  elderly  subjects, 
healthy  in  other  respects.  Recurring  aspiration  of 
small  quantities  of  acid  peptic  juice  incites  low- 
grade  chronic  irritation  of  tracheal  and  bronchial 
mucosa,  and  inflammatory,  reactive,  fibrotic,  and 
even  infective  processes  in  pulmonary  tissues. 
Many  so-called  respiratory  infections  were  not 
infections  at  first  but  chemical  bronchitis  and 
pneumonitis.  This  recurrent  chemical-induced 
component  of  the  inflammatory  process  cannot  be 
expected  to  respond  to  antibiotics  prescribed  for 
prophylaxis  or  treatment. 

Laryngitis,  hoarseness,  chronic  cough,  wheez- 
ing, dyspnea,  and  even  hemoptysis  have  been  ob- 
served secondary  to  reflux  aspiration.  Specific 
episodes  of  aspiration  usually  are  silent.  The  pul- 
monary symptoms  may  be  associated  with  roent- 
genograms of  the  chest  which  vary  from  normal 
through  pneumonitis  and  atelectasis,  abscess  for- 
mation or  suspicion  of  tumor,  to  the  varying  stag- 

*By  invitation. 


FIGURE  1.  (A)  Infiltration  in  right  upper  lobe  of  lung 

progressed  to  excavation,  (B)  mimicking  abscess  or  car- 
cinoma. Resected  specimen  showed  severe  active 
bronchitis,  chronic  bronchitis,  squamous  metaplasia, 
chronic  organizing  pneumonitis,  and  food  particles. 

es  of  progressive  chronic  diffuse  pulmonary  fibro- 
sis (Figs.  1 to  3).  Functional  effects  of  advanced 
pulmonary  fibrosis  can  be  devastating,  which  is 
regrettable  since  the  mechanism  is  remediable  if 
considered  and  then  confirmed. 
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Standard  barium  meal  (8  ounces)  is  thinned  with 
water  so  it  can  be  drunk  easily  through  a straw. 
The  patient,  in  prone  position,  on  a rotating  cra- 
dle, drinks  barium  while  the  entire  esophagus  is 
observed  in  both  oblique  positions.  The  radiolo- 
gist waits  for  barium  to  clear  from  the  esophagus 
to  eliminate  confusion  between  retained  and  re- 
fluxed contrast  substance.  Water  may  have  to  be 
drunk  to  effect  this  clearing.  Then  the  patient 
turns  from  prone  to  left  side  to  supine  position, 
when  the  cradle  turns  an  additional  45  degrees  to 
the  right  posterior  oblique  position. 

In  a small  number  of  patients  in  the  supine  po- 
sition reflux  occurs  as  barium  rolls  by  gravity  to 
the  posteriorly  located  gastric  fundus.  This  is  ab- 
normal. If  there  is  no  spontaneous  reflux  (usually 
evanescent),  water  is  administered  by  straw  (first 
a swallow,  maximum  200  cc.),  achieving  tempo- 
rary relaxation  of  the  lower  esophageal  sphincter 
by  a primary  peristaltic  wave;  dry  swallowing  does 
not  always  induce  a primary  peristaltic  wave. 
Releasing  this  sphincter  normally  does  not  cause 
reflux  or  allows  only  a trickle  of  barium  which 
travels  but  a short  distance  and  is  returned  at 
once  to  the  stomach.  Sixteen-  or  35-mm.  cine- 
filming  is  done  at  15  frames  per  second  with  the 
intensifier  screen  centered  at  the  cardioesophageal 
junction.  At  15  frames  per  second,  flicker  is  re- 
duced sufficiently  so  that  events  may  be  followed 
fluoroscopically. 

Reflux  of  barium  may  not  occur  following  the 
first  swallow  of  water.  The  negative  contrast  of 


FIGURE  3 (A)  Diffuse  chronic  bronchitis  and  bronchiolitis  with  hemoptysis,  secondary  to  gastroesophageal  reflux. 

(B)  Anteroposterior  and  (C)  lateral  esophagograms  in  same  patient  after  surgical  revision  of  gastroesophageal  junc- 
tion. 


FIGURE  2.  Advanced  symptomatic  pulmonary  fibrosis, 
with  hypoxemia  and  pulmonary  hypertension,  improved 
after  modified  Belsey  operation  relieved  gastroesopha- 
geal reflux. 

Cine-esophagography  with  the  water-swallowing 
test  in  patients  in  the  recumbent  position  is  the 
optimum  method  of  radiographic  demonstration 
of  gastroesophageal  reflux.1  Cine-esophagography 
is  performed  at  fixed  milliamperes  (200)  and  usu- 
ally at  105  kv.  The  successful  demonstration  of 
gastroesophageal  reflux  is  dependent  on  proper 
positioning  of  barium  at  the  cardia.  The  greater 
the  amount  of  barium  administered,  the  easier  it 
is  to  accomplish  this.  Care  should  be  taken  to 
avoid  excessive  emptying  of  contrast  via  the  pylo- 
rus, as  will  occur  in  the  right  lateral  position. 
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FIGURE  4.  Water-siphonage  cine-esophagograms  showing  (A)  esophagogastric  junction  immediately  before  sip- 
ping water;  (B)  earliest  stage  of  reflux;  (C)  regurgitation  to  middle  third  of  esophagus,  with  tertiary  contractions;  and 
(D)  massive  gastroesophageal  reflux  to  level  of  clavicle. 


water  and  the  level  of  swallowed  air  may  be  seen 
diluting  the  barium  at  the  cardia.  Filming  should 
persist,  however,  since  reflux  may  not  begin  until 
several  seconds  later.  Once  initiated,  significant 
reflux  is  unmistakable.  Abruptly,  a voluminous 
quantity  of  barium  leaves  the  stomach,  enters  the 
esophagus,  and  rises  to  the  hilus  or  the  aortic 
arch,  and,  not  uncommonly,  even  to  the  level  of 
the  thoracic  inlet. 


This  water-swallowing  test  is  far  more  effective 
than  technics  employed  in  the  past,  when  at- 
tempts to  induce  reflux  included  gravity  (Tren- 
delenburg position),  extrinsic  pressure  on  the 
abdomen,  or  deep  inspiratory  effort  by  the  pa- 
tient. The  need  for  multiple  examinations  is  di- 
minished by  this  good  single  test,  applicable  to 
patients  of  all  ages  (Fig.  4). 

The  phenomenon  that  is  most  astonishing  to  ra- 


January  1 5,  1973  / New  York  State  Journal  of  Medicine  281 


diologists,  physicians,  and  initiates  to  this  specific 
form  of  testing  is  the  suddenness,  massiveness, 
and  extensiveness  of  the  regurgitation  of  barium. 
Cine-esophagography  commonly  shows  massive 
reflux  while  the  patient  is  sipping  water  after  a 
barium  meal,  even  though  the  meal  itself  and 
outdated,  ineffective  maneuvers  did  not  demon- 
strate hiatus  hernia  nor  disclose  the  reflux  disor- 
der. Cine-esophagraphic  documentation  of  mas- 
sive reflux  is  especially  impressive  if  patients  have 
not  had  symptoms  suggesting  esophagitis.  In  ex- 
planation, one  would  not  be  surprised  if  esopha- 
geal mucosa  was  more  resistant  to  acid  peptic  so- 
lutions than  the  tracheobronchial  mucosa.  It  is 
no  less  important  to  demonstrate  the  height  to 
which  barium  is  transported  to  emphasize  the 
pathogenetic  importance  of  reflux.  At  times  a 
tracheogram  will  be  seen.  Fortunately,  and  con- 
sistent with  patients’  symptoms,  the  quantity  of 
barium  aspirated  into  the  trachea  is  small.  Con- 
cern about  massive  tracheal  aspiration  of  barium 
during  the  testing  procedure  is  not  warranted. 

This  presentation  does  not  concern  itself  with 
the  large  literature  which  describes  relationships 
between  gastroesophageal  reflux  and  hiatus  hernia 
or  the  symptom  of  heartburn  (pyrosis).  Hernia 
and  pyrosis  may  be  absent  despite  significant  re- 
flux. It  does  not  dwell  on  self-evident  phenome- 
na, for  example,  that  pharyngoesophageal  diver- 
ticula commonly  cause  spill-over  into  the  trachea, 
or  that  pulmonary  complications  are  liable  to  de- 
velop in  patients  with  achalasia  of  the  cardia.  It 
is  more  specific  than  Belcher’s2  description  of  48 
patients  with  pulmonary  infections,  some  with 
lung  abscess,  complicating  esophageal  disease, 
and  Skinner  and  Belsey’s3  review  of  1,308  patients 
with  esophageal  disease  reporting  pulmonary 
complications  in  a “considerable”  but  unspecified 
number.  Urschel  and  Paulson4  confirmed  Bel- 
sey’s report  in  their  observations  in  637  patients 
with  hiatus  hernia  associated  with  gastroesopha- 
geal reflux,  citing  cough  (47  per  cent),  wheezing 
(16  per  cent),  recurrent  pneumonitis  (16  per  cent), 
and  bronchitis  (35  per  cent)  as  principal  com- 
plaints. 

Interrelations  between  neuroendocrine  mecha- 
nisms and  physiologic  phenomena  of  reflux  con- 
tinue to  interest  clinical  investigators.5  The  pre- 
ventive treatment  of  reflux  consists  of  creating 
conditions  which  minimize  the  opportunity  for 
gravitational  spill  into  the  esophagus,  pharynx, 
and  trachea.  Patients  are  advised  to  retire  with 
empty  stomachs  and  to  sleep  on  their  right  sides 
or  with  the  head  of  the  bed  elevated.  Atropine, 
0.0004  Gm.  by  mouth  at  bedtime,  helps  diminish 
gastric  secretions.  Surgery  is  advised  when  symp- 
toms persist  or  progress  or  when  further  pulmo- 
nary disability  threatens.6 

This  presentation  invites  physicians  to  consider 
gastroesophageal  reflux  as  a causative  mechanism 


in  patients  with  symptomatic  pulmonary  disease, 
lacking  usual  airborne  causes. 

Summary 

Functional  diseases  of  the  esophagus  (reflux) 
can  be  the  basis  of  repeated  silent  tracheal  aspira- 
tion, causing  symptomatic  bronchopulmonary 
conditions  in  infants,  children,  adults,  and  elderly 
subjects,  healthy  in  other  respects.  Symptoms 
have  ranged  from  laryngitis  to  dyspnea  and  hem- 
optysis. X-ray  films  of  the  chest  may  give  normal 
findings  or  exhibit  pneumonitis,  atelectasis,  or 
progressive  diffuse  pulmonary  fibrosis.  Cinefluo- 
roscopy  of  the  recumbent  patient  in  a 45-degree 
right  posterior  oblique  position  sipping  water 
through  a straw  immediately  after  a barium  meal 
is  the  ideal  way  to  demonstrate  reflux.  Surgical 
reconstruction  of  the  gastroesophageal  junction 
prevents  reflux  and  interrupts  progression  of  pul- 
monary processes,  allowing  the  pathologic  condi- 
tion and  symptoms  to  subside. 

9 East  96th  Street 
New  York,  New  York  10028 
(DR.  CLAUSS) 

Discussion 

George  Humphreys,  M.D.,  New  York  City.  It 
is  curious  that  it  has  taken  chest  surgeons  so  long 
to  recognize  gastroesophageal  reflux  as  a fairly  fre- 
quent cause  of  pulmonary  difficulties.  I suppose 
the  reason  is  that  the  emphasis  in  gastroesopha- 
geal reflux,  especially  associated  with  hiatal  her- 
nia, has  been  so  concentrated  on  esophagitis, 
stricture,  and  the  complications  of  the  esophageal 
effects  of  reflux,  that  the  pulmonary  effects  have 
been  overlooked  or,  if  not  totally  overlooked,  more 
or  less  downgraded.  Certainly  the  reverse  point 
of  view,  which  Dr.  Moallem  brought  out,  namely, 
that  the  patient  with  pulmonary  symptoms  due  to 
esophageal  reflux  but  without  overt  esophageal 
symptoms,  has  been  neglected  almost  entirely. 

It  is  interesting  that  even  as  recently  as  in  the 
very  excellent  report  from  Belsey’s  group,  given  at 
the  last  spring  meeting  of  the  American  Associa- 
tion for  Thoracic  Surgery,  practically  no  mention 
was  made  of  pulmonary  symptoms  as  such.  This 
was  a very  careful  review  of  long-term  results  of 
Belsey’s  procedures,3  and  only  when  the  discus- 
sion arose  and  Urschel ’s  study  with  Paulson4  was 
quoted  was  attention  called  to  the  pulmonary 
symptoms.  Then  Duane  Carr,  M.D.,  did  the  same, 
and  Belsey,  in  summing  up,  was  very  happy  to 
agree  that  pulmonary  symptoms  often  were  indeed 
the  presenting  symptoms  that  should  be  recognized 
as  late,  complicated  symptoms  of  gastroesophageal 
reflux  especially  related  to  hiatal  hernia.  Now,  of 
course,  as  we  recognize  hiatal  hernia  and  operate 
effectively  on  it  (effective  operations  are  only 
about  fifteen  or  twenty  years  old)  we  should  not 
see  these  late  complications  any  more.  But  the 
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fact  is  that  our  medical  colleagues  still  frequently 
overlook  hiatal  hernia  symptoms,  do  not  recognize 
them,  or  consider  them  unimportant.  So  I am 
afraid  that  chest  surgeons  will  continue  to  see  late 
complications  and  especially  the  pulmonary  com- 
plications without  esophageal  symptoms  when  the 
underlying  cause  has  been  overlooked.  I think 
Gross  and  her  group  who  presented  this  report 
have  called  attention  to  a very  important  way  of 
looking  at  chronic  bronchitis  and  undiagnosed 
hemoptysis.  Certainly,  the  question  of  esopha- 
geal reflux  should  always  be  investigated,  and  I 
would  agree  that  the  cine  study  is  adequate  usual- 
ly. We  do  not  need  the  more  complicated  studies, 
although  esophagoscopy  is  also  an  important  ad- 
ditional study  that  is  relatively  simple  and  which 
can  demonstrate  the  presence  of  reflux  if  a hernia 
is  present. 

Dr.  Bloomberg:  Ellis6  pointed  out  that  in 

children  with  chronic  cough  and  in  those  with 
asthma,  one  should  think  of  esophageal  reflux. 
The  problem  with  children,  of  course,  is  that 
they  do  not  know  they  are  not  swallowing  correct- 
ly. Since  we  became  aware  of  this,  we  have  found 
1 or  2 children  with  esophageal  reflux  which  we 
assumed  was  the  cause  of  a chronic  cough.  It 
must  be  pointed  out,  however,  that  we  have  inves- 
tigated many  patients  with  chronic  cough  for 
esophageal  reflux  with  no  other  cause  for  their 
chronic  cough  and  have  had  very  little  success. 

Robert  W.  M.  Frater,  M.D.,  The  Bronx,  New 
York.  When  you  have  a patient  who  has  pulmo- 
nary and  esophageal  symptoms,  one  of  the  lesions 
you  have  to  bear  in  mind  is  an  esophagobronchial 

Malignant  Tumors 
with  Superior  Vena 
Cava  Obstruction 
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Superior  vena  cava  occlusioh  was  first  recognized 
and  reported  by  Hunter  in  1757. 1 In  the  past  the 
causes  most  frequently  reported  were  syphilitic 
aortic  aneurysm  and  mediastinal  fibrosis  due  to 
infections,  commonly  tuberculosis.  At  present, 

*By  invitation. 


fistula  which  may  not  appear  until  later  in  life 
and  may  be  picked  up  only  by  the  symptom  of 
cough  or  swallowing.  I should  like  to  emphasize, 
too,  how  very  serious  the  pulmonary  complica- 
tions can  be.  I have  just  had  a patient  who,  fol- 
lowing an  esophageal  motility  study  because  of 
stricture  due  to  reflux,  developed  a fulminant  as- 
piration pneumonia  leading  to  empyema.  Being 
given  large  amounts  of  water  to  swallow  during 
the  motility  study,  he  presumably  aspirated 
contaminated  material,  and  this  led  to  a fulmi- 
nant pneumonia  with  empyema.  The  lungs  of  the 
patient  with  esophageal  disease  are  always  in 
jeopardy.  The  patient  with  lung  disease  must  al- 
ways have  attention  directed  to  the  esophagus  just 
as  the  patient  with  disease  of  the  esophagus  must 
always  have  attention  directed  to  the  lungs. 
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The  following  report  appears  in  its  entirety. 

superior  vena  cava  occlusion  is  seen  most  fre- 
quently in  malignant  tumors  involving  the  medi- 
astinum (75  to  90  per  cent  of  all  cases).2  Car- 
cinoma of  the  lung  is  the  most  frequent  cause, 
followed  by  lymphoma  and  primary  mediastinal 
tumors,  such  as  malignant  thymoma  or  teratoma, 
but  any  primary  or  metastatic  tumor  may  produce 
this  syndrome. 

The  clinical  picture  of  superior  vena  cava  ob- 
struction is  easily  recognized  and  often  alarming 
to  the  patient  and  family.  Rapid  swelling  of  the 
face  and  neck  followed  by  the  upper  chest,  should- 
ers, and  arms,  with  prominent  veins  and  a ple- 
thoric or  cyanotic  appearance  are  sufficient  to 
alarm  most  people.  When  associated  with  hoarse- 
ness, stridor,  and  dyspnea,  which  may  follow  rap- 
idly, panic  frequently  ensues. 

The  plain  x-ray  film  of  the  chest  will  usually 
demonstrate  widening  of  the  mediastinum  (Fig. 

IA)  or  a large  mass  in  the  right  hilar  area  (Fig. 

IB) .  Occasionally  roentgenographic  findings  will 
be  reported  as  negative.  A superior  vena  cavo- 
gram  will  establish  the  diagnosis  and  should  be 
done  with  bilateral  filling,  since  the  extent  of  the 
obstruction  is  important  in  determining  whether 
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A 

FIGURE  1.  (A)  Wide  superior  mediastinum  due  to  vena 

rior  vena  cava  obstruction. 


FIGURE  2.  Superior  vena  cavogram  showing  ob- 
structed vena  cava  with  wide  collateral  circulation. 


the  obstruction  is  due  to  the  tumor  alone  or  is 
associated  with  thrombosis  (Fig.  2).  It  is  also  im- 
portant to  outline  the  projected  x-ray  portals, 
especially  with  involvement  of  the  left  innominate 
artery.3 

In  a previous  study  we  reported  the  high  in- 
cidence of  thrombosis  in  patients  with  this  syn- 
drome due  to  lung  cancer.4  We  also  indicated  that 
the  use  of  fibrinolysin  with  x-ray  therapy  resulted 
in  an  apparent  improvement  in  results.5  The 
present  study  was  undertaken  to  determine  if 
treatment  with  anticoagulants,  especially  heparin, 
might  also  improve  survival.  A double-blind 


B 


cava  obstruction.  (B)  Carcinoma  of  right  lung  with  supe- 


TABLE  I.  Superior  vena  cava  obstruction 


Age  (years) 

Male 

OCX 

F emale 

Total 

11  to  20 

1 

1 

2 

21  to  30 

4 

2 

6 

31  to  40 

3 

1 

4 

41  to  50 

5 

5 

10 

51  to  60 

14 

5 

19 

61  to  70 

3 

1 

4 

71  to  80 

5 

0 

5 

Totals 

35 

15 

50 

study  was  set  up  in  hopes  of  obtaining  significant 
results. 

Material  and  methods 

During  the  period  from  1965  to  1971,  since  the 
last  report,  50  patients  with  superior  vena  caval 
obstruction  due  to  malignant  tumors  were  treated 
in  the  Memorial  Sloan-Kettering  Cancer  Center. 
There  were  35  males  and  15  females  with  an  age 
range  from  sixteen  to  seventy-seven  years  (Table 

I). 

Thirty-one  of  the  patients  had  carcinoma  of  the 
lung,  11  had  lymphoma,  5 had  carcinoma  of  the 
breast,  and  1 each  had  carcinoma  of  the  stomach, 
soft-tissue  sarcoma  of  the  chest  wall,  and  melano- 
ma. 

Twenty-five  patients  were  treated  by  irradiation 
and/or  chemotherapy  only,  and  25  patients  re- 
ceived anticoagulants  with  the  irradiation  and/or 
chemotherapy.  The  heparin  was  given  initially  as 
a continuous  intravenous  drip  coinciding  with  the 
bilateral  venogram,  which  was  then  changed  to 
intermittent  intravenous  injections  and  in  some 
cases  by  subcutaneous  injection.  The  dose  was 
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TABLE  II.  Histology 


TABLE  III.  Average  month  of  survival 


Pathologic  Conditions  Number 


Oat-cell  lung  cancer 

13 

Terminal  bronchiolar  lung  cancer 

7 

Anaplastic  lung  cancer 

6 

Epidermoid  lung  cancer 

3 

Large-cell  lung  cancer 
No  histology;  positive  cytologic 

1 

report 

1 

Hodgkin’s  disease 

6 

Reitculum-cell  cancer 

5 

Infiltrating  duct  cancer  of  breast 

4 

Medullary  breast  cancer 

1 

Adenocarcinoma  of  stomach 

1 

Melanoma 

1 

Embryonal  cell  sarcoma 

1 

Total 

50 

l/> 

"c 

O) 

regulated  to  give  a clotting  time  of  thirty  to  forty-  g_ 
five  minutes,  three  hours  after  the  injection.  o 
After  ten  days  to  two  weeks  the  patients  were  |> 
placed  on  warfarin  (Coumadin)  for  the  duration  of  § 
their  x-ray  treatment.  The  prothrombin  time  was 
maintained  at  25  to  30  seconds. 

Of  the  31  lung  carcinomas,  13  were  of  oat-cell 
type,  7 terminal  bronchiolar,  6 anaplastic,  3 epi- 
dermoid, 1 large-cell  variety,  and  in  1 the  histolo- 
gy is  not  available  (Table  II). 

X-ray  treatment  is  started  as  soon  as  the  diag- 
nosis is  established  and,  in  some  severe  cases,  be- 
fore the  diagnosis  is  established.  Some  members 
of  the  staff  also  include  corticosteroids  in  the  se- 
vere syndromes  in  the  early  course  of  treatment. 

The  use  of  nitrogen  mustard  as  a preliminary 
treatment  to  reduce  edema  has  been  discontinued 
by  most  of  our  staff. 

Results 

The  overall  survival  of  the  entire  group  was 
poor.  Thirteen  patients,  or  26  per  cent,  died  at 
the  end  of  one  month.  Only  11  patients,  or  22  per 
cent,  survived  more  than  one  year.  Four  of  these 
one-year  survivors  had  lung  cancer,  6 had  lym- 
phoma, and  1 was  the  patient  with  metastatic 
stomach  cancer.  The  average  survival  in  patients 
with  lung  carcinoma  was  eight  months,  and  of 
carcinoma  of  the  breast  was  nine  months.  The 
patients  with  lymphoma  showed  a relatively  bet- 
ter prognosis;  those  with  Hodgkin’s  disease  sur- 
vived an  average  of  twenty-one  months,  and  those 
with  reticulum-cell  sarcoma  had  fourteen  months 
average  survival  (Table  III). 

The  patients  who  were  treated  with  heparin  and 
warfarin  plus  conventional  therapy  had  a relative- 
ly better  course  as  evidenced  by  shorter  hospital 
stays,  although  the  ultimate  prognosis  of  the  dis- 
ease was  not  changed  significantly.  These  pa- 
tients averaged  eighteen  days  of  hospital  stay 
compared  with  twenty-two  days  for  those  who  did 
not  receive  anticoagulants.  One  might  have  ex- 


Number  Average 
of  Sur- 

Pa-  vival 

Disease  tients  (Months) 


Lung  cancer 

31 

8 

Breast  cancer 

5 

9 

Hodgkin’s  disease 

6 

21 

Reticulum-cell  sarcoma 

5 

14 

Stomach  cancer 

1 

24 

Melanoma 

1 

4 

Embryonal  rhabdomyosarcoma 

1 

1 

Months  of  survival 

FIGURE  3.  Survivals  of  patients  with  lung  carcinoma 
and  methods  of  treatment. 

pected  that  the  added  treatment  would  have  led 
to  a longer  stay  than  the  controls. 

The  results  of  the  treatment  of  the  overall  group 
of  50  patients  suggest  that  the  use  of  the  anticoag- 
ulants increased  the  survival.  However,  this 
group  was  too  heterogeneous  to  evaluate,  and  1 
long-term  survivor  (thirty-eight  months)  was  a 
lymphoma  patient  treated  primarily  with  chemo- 
therapy. 

The  31  patients  with  lung  cancer  give  a some- 
what more  homogeneous  group  insofar  as  age, 
other  disease,  and  survival  and  will  be  considered 
separately.  Fifteen  of  these  patients  were  controls 
treated  by  irradiation  and  chemotherapy,  and  16 
also  received  the  anticoagulants.  In  these  two 
groups  also  the  duration  of  hospitalization  was 
twenty-two  days  for  the  controls  and  eighteen 
days  for  the  anticoagulant-treated  group. 

The  survival  of  the  patients  in  the  control  and 
anticoagulant-treated  groups  is  demonstrated  in 
Figure  3.  It  can  be  seen  that  the  overall  survival 
of  the  anticoagulant-treated  group  remained 
about  the  same  until  sixteen  months.  None  of 
those  treated  with  x-ray  and  chemotherapy  alone 
survived  beyond  seventeen  months.  In  the  anti- 
coagulant-treated  group  there  were  3 still  surviv- 
ing, 1 at  three  months,  1 at  sixteen,  and  1 at 
twenty  months.  One  other  patient  expired  at 
twenty-three  months. 
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Comment 

It  has  been  demonstrated  that  superior  vena 
cava  obstruction  is  a very  serious  complication  of 
disease,  especially  cancer  of  the  lung.  Although 
superior  vena  cava  occlusion  does  occur  with  be- 
nign diseases,  this  is  quite  unusual.  Mediastinal 
scarring  secondary  to  tuberculosis  is  perhaps  the 
most  common;  idiopathic  scarring  not  unlike 
retroperitoneal  fibrosis  has  been  seen,  and,  of 
course,  other  infections  may  induce  it.6,7  Rarely, 
an  idiopathic  thrombosis  may  be  seen,  and  recent- 
ly we  have  had  1 such  case  which  resulted  in 
death. 

It  is  well  recognized  that  patients  with  cancer 
often  demonstrate  hypercoagulability  and  that 
thrombosis  is  more  common  in  these  patients. 
With  a tumor  which  mechanically  occludes  the 
superior  vena  cava  completely  it  is  not  surprising 
that  extending  thrombosis  should  occur.  X-ray 
therapy  may  be  expected  to  shrink  or  destroy  the 
tumor  but  is  unlikely  to  have  a significant  effect 
on  the  thrombosis  which  might  then  perpetuate 
the  syndrome  despite  a good  effect  on  the  tumor. 
It  was  for  this  reason  that  it  was  suggested  that 
an  investigation  of  the  effect  of  fibrinolysin  or 
anticoagulants  be  tried  in  the  hope  of  improving 
survival  and  palliation. 

The  mortality  rate  in  the  present  group  has 
again  been  very  high,  and  death  has  come  rapidly. 
In  this  series  we  evaluated  patients  with  tumors 
other  than  lung  cancer,  and  it  is  significant  that 
they  did  better  in  general  than  the  patients  with 
lung  cancer,  not  only  in  this  but  in  our  previously 
reported  groups.2 

This  series  is  small,  and  one  cannot  make  too 
much  of  the  apparent  improved  survival  of  the 
anticoagulant-treated  group.  However,  the  short- 
er time  of  hospitalization  is  important  and  sup- 
ports the  opinion  that  anticoagulant  treatment  is 
valuable.  This  is  also  supported  by  the  similarity 
in  mean  survival  of  the  controls  in  this  series, 
about  eight  months  with  the  larger  group  of  pa- 
tients reported  previously  without  anticoagulant 
therapy  (8.2  months),  and  the  improved  survival 
with  both  fibrinolysin  in  the  previous  reports4-5 
and  anticoagulants  in  this  series.  In  the  previous 
series  it  was  demonstrated  that  fibrinolysin  im- 
proved the  average  survival  from  8.2  to  12.8 
months.  It  was  also  demonstrated  that  patency 
was  reestablished  in  50  per  cent  of  the  patients 
treated  with  fibrinolysin  and  in  only  1 of  12  pa- 
tients treated  with  x-ray  therapy  and/or  chemo- 
therapy only. 

In  the  present  group  of  patients,  the  greatest 
number  had  oat-cell  cancer,  the  incidence  of  ter- 
minal bronchiolar  and  anaplastic  cancer  was  high, 
and  epidermoid  cancer  was  uncommon.  In  pre- 
viously reported  series,  epidermoid  cancer  was  the 
most  common.8  In  our  own  previous  series,  epi- 
dermoid and  oat-cell  cancers  were  essentially 
equal.4-5 


It  is  unfortunate  that  so  few  patients  have  had 
adequate  angiograms  before  and  after  therapy. 
Although  it  appears  that  recanalization  is  has- 
tened and  increased  by  fibrinolysin  or  anticoagu- 
lants, the  experience  is  too  spotty  to  be  convinc- 
ing. At  present  we  are  operating  on  a protocol 
with  blind  selection  of  patients  to  determine  this 
point. 

It  was  somewhat  surprising  to  note  that  the 
best  results  in  lung  carcinoma  were  obtained  in 
oat-cell  cancer.  It  is  probable  that  this  is  due  to 
the  greater  radio-  and  drug  sensitivity  of  these  tu- 
mors. The  well-differentiated  tumors,  when  they 
reach  this  stage  of  inoperability,  appear  to  be  less 
responsive  than  the  more  malignant  oat-cell 
tumor. 

We  have  certainly  demonstrated  that  this  form 
of  therapy,  in  addition  to  x-ray  therapy,  does  not 
have  harmful  effects. 

Summary 

Fifty  patients  with  superior  vena  cava  obstruc- 
tion with  malignant  tumors  were  studied  and 
treated.  Thirty-one  of  these  had  carcinoma  of  the 
lung,  11  were  caused  by  lymphoma,  and  8 had 
metastatic  disease  from  other  parts  of  the  body. 
Treatment  was  instituted  by  irradiation  and/or 
chemotherapy  in  25  patients.  The  other  25  pa- 
tients had  irradiation  and/or  chemotherapy  and 
adjuvant  anticoagulants.  The  anticoagulant 
group  demonstrated  more  rapid  improvement  as 
indicated  by  an  earlier  discharge  date.  Survival 
was  also  prolonged  by  the  use  of  anticoagulants, 
although  only  by  a few  months. 

449  E.  68th  Street 
New  York,  New  York  10021 
(DR.  CLIFFTON) 
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Discussion 

Nicholas  Demos,  M.D.,  New  York  City.  My 
comments  will  be  limited  to  the  thrombosis  that 
occurs  in  the  superior  vena  cava  with  these  tu- 
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mors,  and  maybe  we  have  gone  on  the  assumption 
for  too  long  that  it  is  the  tumor  that  invades  the 
superior  vena  cava  and  produces  a solid  occlusion 
of  the  superior  vena  cava.  Maybe,  concluding 
from  this  report,  it  is  only  stenosis  that  the  tumor 
produces,  and  the  rest  is  done  by  terminal  throm- 
bosis of  the  narrowed  superior  vena  cava.  I would 
like  to  show  you  1 case  and  draw  one  conclusion. 

This  case  was  one  of  complete  thrombosis  of  the 
superior  vena  cava  occurring  at  the  end  of  a re- 
tained foreign  body  which  was  a unipolar  pace- 
maker wire.  The  patient  had  suddenly  devel- 
oping symptoms  of  superior  vena  cava  obstruc- 
tion, with  the  typical  facial  and  upper-body  and 
extremity  appearance.  At  that  time  we  were 
investigating  a drug  that  came  from  Germany,  a 
purified  streptokinase,  that  has  shown  very  prom- 
ising results  in  venous  thrombosis.  Two  hours 
after  we  started  the  purified  streptokinase,  the  su- 
perior vena  cava  syndrome  began  to  improve;  the 
headaches  disappeared  two  hours  after  we  started 
therapy,  and  a few  days  afterward  the  superior 
vena  cava  was  free  of  the  main  clot.  Therefore,  I 
should  like  to  propose  that,  in  these  tumors  treat- 
ed with  radiation,  perhaps  streptokinase  will 
produce  an  even  better  result  in  the  vena  cava 
syndrome. 

Edward  J.  Beattie,  M.D.,  New  York  City. 
What  Dr.  Demos  said  was  that  Dr.  Ghosh  was 
presenting  tumors  primarily.  In  the  same  inter- 
val we  had  one  patient  who  had  a full-blown  supe- 
rior vena  cava  obstruction  which  then  subsided 
into  chronic  superior  vena  cava  obstruction.  This 
was  secondary  to  histoplasmosis.  A venogram 
showed  the  venous  obstruction.  We  finally  ex- 
plored the  patient,  and  all  we  could  find  was 
thrombophlebitis  in  the  great  veins  of  the  medias- 
tinum with  a strong  histoplasmin  skin  test  result 
and  a high  serum  titer.  Therefore,  vena  cava  ob- 
struction is  not  always  tumor. 

In  answer  to  Dr.  Demos’  point,  I think  that  if 
there  is  a widened  mediastinum  with  superior 
vena  cava  obstruction,  it  should  be  considered  a 
real  emergency,  and  one  should  start  radiation 
therapy  even  before  diagnostic  maneuvers.  We 
also  believe  that  the  venogram  tells  whether  this 
is  a thrombosis  superimposed  on  vena  cava  ob- 
struction. In  the  ordinary  case  of  superior  vena 
cava  obstruction,  the  obstruction  is  in  the  medias- 
tinum. When  there  is  a propagating  thrombus, 
the  clots  may  be  outside  in  the  axillary  and  jugu- 
lar veins.  The  venogram  is  thus  mandatory  and 
will  indicate  whether  to  treat  with  irradiation  plus 
anticoagulants. 

Paul  A.  Kirschner,  M.D.,  New  York  City.  I 
would  like  to  discuss  the  role  of  mediastinoscopy 
in  the  diagnosis  of  tumors  involving  the  superior 
mediastinum  with  vena  cava  obstruction.  May  I 
ask  the  speaker  to  tell  us  how  the  diagnosis  was 
arrived  at  in  his  patients? 

In  our  experience  at  Mount  Sinai  Hospital  com- 


prising almost  500  mediastinoscopies,  we  have  per- 
formed it  in  16  patients  with  obstruction  of  the 
superior  vena  cava  or  either  innominate  vein.  A 
positive  diagnosis  was  obtained  in  every  case. 

Certain  precautions  must  be  taken  to  assure 
technical  safety.  The  patient  is  positioned  semi- 
erect  on  the  operating  table  to  minimize  the  effect 
of  gravity  on  the  already  elevated  venous  pressure. 
The  transverse  skin  incision  is  made  very  carefully 
just  down  to  the  dilated  engorged  subcutaneous 
veins  which  are  situated  quite  superficially  imme- 
diately under  the  incision.  Instead  of  trying  to  li- 
gate and  divide  these  veins  they  are  carefully  re- 
tracted to  either  side,  much  as  one  would  draw 
aside  the  strands  of  a bamboo  curtain.  Next,  dis- 
section is  carried  straight  down  to  the  trachea  in 
the  midline.  The  superior  mediastinum  is  en- 
tered digitally  beneath  the  pretracheal  fascia. 
There  are  no  unusually  distended  veins  in  this 
area.  The  tumor  is  encountered  rather  promptly, 
because  in  most  of  these  cases  the  mass  is  situated 
rather  high  in  the  mediastinum.  A biopsy  speci- 
men is  ordinarily  easy  to  obtain.  If  there  is  any 
excessive  vascularity,  a needle  biopsy  may  be  safer 
than  using  a biopsy  forceps.  Radiation  therapy,  if 
indicated,  can  be  started  within  twelve  hours  of 
the  mediastinoscopy. 

One  of  our  cases  is  of  particular  interest  and 
shows  the  value  of  accurate  diagnosis.  This  was  a 
forty-eight-year-old  man  in  whom  the  superior 
mediastinal  mass  proved  to  be  a hematoma  which 
was  evacuated  through  the  incision  with  complete 
relief  of  the  superior  vena  cava  syndrome.  A bi- 
opsy specimen  of  the  wall  of  the  hematoma 
showed  only  hemosiderin-containing  macrophag- 
es. The  patient  has  remained  well  with  a normal 
roentgenogram  of  the  chest  for  over  two  and  one- 
half  years. 

In  these  16  cases  there  have  been  no  hemor- 
rhages and  only  1 postoperative  death  due  to  pul- 
monary embolism  on  the  fifth  postoperative  day. 

We  believe,  as  does  J.  K.  Trinkle,  M.D.,  of 
Kentucky,  that  mediastinoscopy  has  a strong  pos- 
itive indication  in  the  superior  vena  cava  syn- 
drome due  to  tumors. 

Voice:  Did  you  mention  anesthesia  at  all? 

Dr.  Kirschner:  General  endotracheal  anesthe- 
sia. 

Hugh  F.  Fitzpatrick,  M.D.,  New  York  City. 
We  have  had  several  opportunities  to  treat  pa- 
tients with  this  syndrome  who  were  in  a very  ex- 
treme clinical  condition.  We  performed  partial 
venous  bypass  through  a number  18  French  cath- 
eter introduced  into  the  superior  vena  cava,  and 
then  pumped  the  blood  into  the  femoral  vein  (via 
the  saphenous).  We  have  done  several  of  these  at 
a flow  rate  of  500  cc.  a minute  with  the  pump  on  a 
half  hour  and  off  a half  hour.  Within  a matter  of 
a few  hours  one  can  improve  the  situation  dra- 
matically. One  patient  we  diverted  for  fifty  hours 
of  pumping  (1,500  L.  of  blood)  and  another  pa- 
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tient  around  500  L.  after  sixteen  and  one-half 
hours  of  pumping.  This  can  be  done  without 
really  any  serious  dilatory  effects  and  can  have  a 
very  dramatic  effect  in  the  improvement  of  the 
patient. 

Voice:  Can  you  do  this  without  a pump? 

Dr.  Fitzpatrick:  I think  if  you  use  larger  cath- 
eters, you  may  not  have  to  pump.  But  unless  a 
pump  is  used,  the  flow  will  not  be  constant.  I do 
not  know  whether  or  not  500  cc.  per  minute  is  the 
ideal  flow.  We  have  used  the  flow  rate,  and  with- 
in three  hours  the  venous  pressures  were  about 
normal. 

Voice:  Was  the  patient  given  heparin? 

Dr.  Fitzpatrick:  Yes,  continuous  intravenous 

heparin. 

Voice:  Was  he  given  oxygen? 

Dr.  Fitzpatrick:  No.  We  performed  venous 

to  venous  partial  bypass.  It  is  a very  simple  thing 
to  do  at  the  patient’s  bed  under  local  anesthesia. 

Dr.  Bloomberg:  What  happened  to  your  pa- 

tients after  you  stopped  pumping  when  a malig- 
nant condition  existed? 

Dr.  Fitzpatrick:  Once  you  get  them  over  this 
critical  or  almost  terminal  stage,  you  resume  your 
therapy.  Most  of  these  people  have  been  getting 
nitrogen  mustard  and  cobalt,  and  they  have 
reached  a stage  at  which  a superimposed  pneumo- 
nia or  some  other  problem  imposes  an  extreme 
clinical  state.  This  technic  does  not  cure  the  dis- 
ease, but  it  provides  an  opportunity  to  buy  time 
for  further  treatment. 

Dr.  Cliffton:  I did  not  think  we  would  get  this 
much  discussion  from  a group  of  surgeons.  I 
thought  you  would  say  “leave  them  to  the  medical 
people.”  But  actually  we  also  have  had  problems 
such  as  this.  Dr.  Beattie  will  remember  that  poor 
little  girl  of  sixteen  years  who  came  in  with 
thrombosis  of  the  superior  vena  cava  and  no  other 
disease,  who  finally  ended  up  with  thrombosis 
blocking  just  about  everything,  including  com- 
plete occlusion  of  her  atrium.  Regardless  of  what 
we  did,  including  surgery  three  times,  heparin, 
and  fibrinolysin,  we  could  not  do  anything  to  re- 
verse the  process.  She  had  been  on  “the  pill”  but 
only  a short  time  before  the  onset. 

We  have  studied  251  carcinomas  of  the  lung 
with  occlusion  of  the  superior  vena  cava.  We 
made  the  diagnosis  in  most  of  them  with  cytologic 
study  of  the  sputum.  In  1 patient  the  diagnosis 
was  not  made  until  some  two  years  after  the  origi- 
nal disease.  Some  of  these  people  were  in  such 
serious  condition  that  we  even  hesitated  to  do  a 
biopsy  of  the  supraclavicular  node  or  bronchosco- 
py because  of  their  severe  edematous  condition. 
We  have  treated  15  patients  with  fibrinolysin 
(streptokinase  or  thrombolysin),  and  we  reported 
those  in  the  original  group  of  210.  A review  of  our 
figures  shows  that  those  who  were  treated  with  ra- 
diation therapy  alone  had  8.3  months’  survival, 
those  treated  with  radiation  therapy  plus  nitrogen 


mustard  had  8.2  months’  survival,  and  those 
treated  with  irradiation  and  /or  chemotherapy  and 
fibrinolysin  had  an  average  survival  of  twelve 
months.  We  had  1 five-year  survival  in  195  pa- 
tients treated  with  irradiation  and  chemotherapy, 
and  that  patient  was  questionably  diagnosed  be- 
cause we  had  only  a needle  biopsy  which  was 
reported  to  be  oat-cell  carcinoma.  That  patient 
lived  for  twelve  years  and  still  had  a completely 
occluded  superior  vena  cava  as  shown  by  veno- 
grams at  the  end  of  twelve  years. 

Our  worst  case  was  a man  who  had  a huge 
tumor  of  the  left  lung  and  who  was  treated  with 
fibrinolysin.  Marked  collaterals  and  marked 
edema  were  present.  He  had  had  a biopsy  of 
what  was  thought  to  be  a supraclavicular  node  at 
“Elsewhere”  general  hospital.  This  proved  to  be  a 
thrombosed  vein.  His  venogram  was  typical  of  a 
patient  with  thrombosis  on  top  of  tumor  obstruc- 
tion. The  important  thing  is  that  you  must  do  a 
bilateral  venogram  to  eliminate  the  problem  of 
not  knowing  whether  you  had  filling  of  the  vena 
cava  or  not.  I insist  on  a bilateral  venogram,  be- 
cause it  is  the  only  way  we  can  tell  the  condition 
of  the  innominates  and  more  superficial  veins  on 
both  sides.  This  man  had  obstruction  out  to  the 
axillary  veins.  After  about  a week  of  treatment, 
the  venogram  showed  filling  down  into  the  innom- 
inate, and  after  several  weeks  of  treatment  filling 
was  seen  all  the  way  down  into  the  heart. 

Dr.  Fitzpatrick:  Treatment  with  what? 

Dr.  Cliffton:  Fibrinolysin  plus  irradiation. 

This  man  did  not  have  chemotherapy.  He  re- 
mained completely  decompressed  until  he  died 
from  his  carcinoma.  In  this  group  of  people  we 
had  15  who  were  treated  with  fibrinolysin  plus  ir- 
radiation. We  have  2 long  survivors,  1 who  lived 
more  than  six  years  and  died  of  a cerebral  acci- 
dent as  proved  by  postmortem  examination.  The 
second  patient  lived  for  four  years  and  ten 
months.  We  thought  he  had  brain  metastasis, 
and  he  died  in  a hospital.  Fortunately,  they 
obtained  a postmortem  examination  which  re- 
vealed no  residual  carcinoma.  The  patient  died 
of  a benign  brain  tumor.  Therefore,  we  have  2 
patients  of  15,  who  survived  with  this  treatment, 
whereas  previously  of  195  patients  we  had  1 sur- 
vival beyond  three  years. 

We  are  now  in  the  process  of  treating  alternate 
patients  with  heparin  plus  x-ray  therapy.  We 
have  no  five-year  survivors  as  yet  with  the  heparin 
treatment,  but  we  think  it  is  important.  We  were 
told  originally  that  we  would  prolong  the  hospital- 
ization because  of  the  anticoagulation  therapy, 
the  necessary  tests,  and  possible  complications. 
Actually,  we  have  shortened  the  hospitalization 
period,  and  these  patients  get  better  much  more 
rapidly,  have  a decrease  in  their  edema,  and  im- 
prove their  respiratory  condition  much  more  rap- 
idly. 

We  treated  1 woman  who  had  thrombosis  with 
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carcinoma  of  the  breast,  and  her  condition  was 
very  acute.  She  died  a year  and  a half  later  of 
carcinoma.  She  had  a vena  cavogram  that 
showed  blocks  into  both  axillaries.  She  was 
treated  with  fibrinolysin.  When  she  died  one  and 
one-half  years  later,  a postmortem  examination 
was  obtained,  and  her  superior  vena  cava  was 
clear  as  a bell. 

At  postmortem  examination  more  than  90  per 
cent  of  those  who  had  radiation  therapy  alone  or 
radiation  plus  chemotherapy  still  had  occlusion 
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Primary  congenital  aneurysms  of  the  venous 
system  located  in  the  mediastinum  are  extremely 
rare.  Only  1 documented  case  has  been  reported 
previously  in  the  literature.  That,  however,  was 
coincidental  with  findings  at  autopsy.  The  pur- 
pose of  this  presentation  is  to  report  a clinical  case 
with  successful  excision. 

A twenty-one-year-old  male  was  admitted  to  the 
hospital  in  October,  1970,  for  investigation  of  an 
asymptomatic  cystic  mass  of  the  superior  medias- 
tinum which  had  been  present  for  many  years. 
The  patient  would  become  symptomatic  fol- 
■ lowing  any  Valsalva  maneuver,  which  would  also 
result  in  the  appearance  of  a compressible  mass 
from  behind  the  sternum  into  the  left  side  of  the 
neck.  After  several  minutes  of  normal  breathing, 
this  physical  finding  would  disappear,  and  the  pa- 
tient would  again  become  asymptomatic.  The 
past  history  was  not  contributory  except  that  the 
patient  did  exhibit  this  condition  in  his  childhood 
whenever  he  cried  forcibly.  Physical  examination 
and  electrocardiographic  and  laboratory  data  were 
noncontributory.  Routine  chest  roentgenography 
showed  some  deviation  of  the  trachea  to  the  right. 
The  conventional  angiographic  studies  were  not 
diagnostic. 

A direct  percutaneous  puncture  into  the  cystic 
mass  revealed  venous  blood,  and  angiography  by 
this  route  disclosed  a large  venous  aneurysm.  At 
surgery  the  findings  confirmed  the  radiologic  find- 
ings. The  aneurysm  was  completely  excised,  and 
the  patient  made  full  recovery. 


and  thrombosis.  Only  1 patient  in  the  group  had 
a vena  cava  that  opened  up  at  all.  Of  those  pa- 
tients treated  with  fibrinolysin  or  streptokinase, 
50  per  cent  had  an  opened  vena  cava  post  mortem 
even  though  they  died  of  their  disease.  That,  we 
think,  is  important.  We  are  now  doing  a heparin 
study  as  a double  blind. 

I hope  Dr.  Ghosh  told  you  that  this  is  really  a 
double-blind  study  done  by  numbers  so  there  is 
no  choice  of  patients,  and  I think  we  are  going  to , 
get  improvement. 

Discussion 

Murray  Baron,  M.D.,  New  York  City.  This  is 
a most  interesting  report.  I believe  Dr.  Madani’s 
case  is  unique.  There  is  another  type  of  venous 
aneurysm  that  we  come  across  not  only  in  practice 
but  also  in  the  surgical  literature,  and  that  is  an 
aneurysm  of  the  azygos  vein.  Now  and  then  an 
article  appears  reporting  repair  of  or  tying  off  of 
an  azygos  aneurysm.  It  is  dangerous  to  do  this 
unless  one  has  adequate  preoperative  studies.  A 
woman  was  referred  to  one  of  our  chest  physicians 
because  the  conventional  x-ray  film  of  the  chest 
suggested  an  enlarged  paratracheal  node.  She 
was  actually  being  considered  for  biopsy  when  her 
physician  considered  the  possibility  of  an  azygos 
aneurysm.  Tomography  of  the  chest  revealed  a 
lozenge-shaped  mass  which  angled  outward  slight- 
ly instead  of  being  straight  up  and  down.  This 
suggested  an  azygos  aneurysm,  and  an  interos- 
seous venogram  opacified  the  whole  structure  and 
revealed  it  to  be  an  enlarged  azygos  vein. 

Voice:  This  may  be  an  anomalous  insertion  of 
the  inferior  vena  cava. 

Dr.  Baron:  That  is  exactly  what  it  is.  Almost 
all  of  these  patients  have  an  absent  inferior  vena 
cava.  I know  of  1 case  in  which  a large  azygos 
vein  was  tied  off,  and  the  patient  promptly  went 
into  renal  shutdown  because  the  renal  veins 
drained  into  this  anomalous  azygos  vein.  I think 
before  operating  on  an  enlarged  azygos  vein  a con- 
trast study  of  the  inferior  vena  cava  should  be 
performed  to  be  sure  that  one  is  present.  The 
azygos  vein,  in  the  absence  of  an  inferior  vena 
cava,  dilates  because  it  is  carrying  all  the  blood 
from  the  lower  part  of  the  body. 

That  the  azygos  vein  can  dilate  is  demonstrated 
by  a patient  who  had  carcinoma  of  the  lung  sit- 
uated at  the  right  superior  hilum.  There  was  no 
evidence  of  superior  vena  cava  obstruction.  A ve- 
nous angiogram  was  performed  to  outline  the  pul- 
monary artery.  Through  an  upper-arm  injection 
we  found  total  obstruction  of  the  superior  vena 
cava  below  the  entrance  of  the  azygos.  The  azy- 
gos was  returning  all  the  blood  from  the  upper 
half  of  the  body  to  the  inferior  vena  cava.  An 
esophagogram  showed  distortion  due  to  subcarinal 
nodes.  X-ray  therapy  was  given,  and  two  months 
later  repeat  studies  showed  that  the  superior  vena 
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cava  obstruction  had  almost  totally  regressed. 
The  azygos  vein  and  the  esophagus  had  returned 
to  their  normal  appearance. 

Dr.  Fitzpatrick:  Dr.  Madani,  is  it  possible 

that  your  venous  aneurysm  was  an  atrioventricu- 
lar fistula? 

Dr.  Madani:  No.  I do  not  think  so. 

Dr.  Fitzpatrick:  Your  pictures  showed  little 

ridges.  What  are  those? 

Dr.  Madani:  Those  were  cusps. 

Dr.  Bloomberg:  Some  fifteen  years  ago  Wil- 

liam Stern,  M.D.,  and  I reported  a case  demon- 
strating phlebectasia  of  the  azygos  vein.  Superior 
venogram  contrast  studies  revealed  a defect  at  the 
site  of  entrance  of  the  azygos  into  the  superior 
vena  cava;  and  because  we  could  not  convince 
ourselves  that  this  did  not  represent  a mass,  we 
explored  this  patient.  An  enlarged  azygos  vein 
was  found  entering  the  superior  vena  cava.  There 
was  no  tumor.  Being  aware  to  some  extent  that 
most  of  these  dilated  azygos  veins  represent  con- 
tinuation of  the  inferior  vena  cava,  we  explored 
beneath  the  heart  and  in  this  case  believed  an  in- 

Aneurysm  of 
Aberrant  Right 
Subclavian  Artery 

Rare  cause  of  superior  mediastinal 
tumor 

RICHARD  M.  ENGELMAN,  M.D.* 

New  York  City 

M.  MADAYAG,  M.D.* 

New  York  City 

FRANK  C.  SPENCER.  M.D. 

New  York  City 

From  the  New  York  University  Medical  Center 

An  aberrant  right  subclavian  artery  is  the  most 
common  congenital  aortic  arch  anomaly,  ap- 
pearing in  1 of  every  200  autopsies  or  in  an  esti- 
mated 900,000  persons  in  the  United  States. 
Dysphagia  was  ascribed  to  the  anomaly  as  early 
as  1794,  but  it  is  presently  acknowledged  that 
most  patients  are  asymptomatic.  While  an  aber- 
rant subclavian  artery  can  be  associated  with 
other  congenital  anomalies  of  the  heart  and  great 
vessels,  mainly  coarctation  of  the  aorta  and  pat- 
ent ductus  arteriosus,  it  appears  most  often  as  an 
isolated  lesion. 

Two  patients  were  recently  seen  at  the  New 
York  University  Medical  Center  with  superior 
mediastinal  masses  of  undetermined  cause.  Both 
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ferior  vena  cava  was  present.  I should  like  to  say 
further  that  Dr.  Madani  is  in  the  position  of  hav- 
ing won  New  York  State  lotteries  in  two  succes- 
sive weeks,  because  when  he  last  reported  here  he 
owned  50  per  cent  of  the  internationally  reported 
cases  of  multiple  hamartoma  of  the  lung,  and  now 
he  owns  100  per  cent  of  venous  aneurysms  of  the 
superior  mediastinum. 

Dr.  Pool:  Another  word  about  Dr. 

Bloomberg’s  case.  I think  he  found  a vein  be- 
tween the  liver  and  the  right  atrium.  I hate  to 
disagree  with  Dr.  Bloomberg,  but  absence,  ob- 
struction, or  multiplicity  of  the  vena  cava  occurs 
below  the  level  of  the  liver;  so  unless  an  inferior 
vena  cavogram  was  performed,  you  cannot  prove 
that  your  dilated  azygos  vein  was  not  related  to 
an  anomalous  situation  of  the  inferior  vena  cava. 
Are  you  following  me? 

Dr.  Bloomberg:  I am  following  you,  Dr.  Pool. 
And  I am  in  the  same  position  because  I hate  to 
disagree  with  you. 

Dr.  Fitzpatrick:  This  demonstrates  a fine 

spirit  among  the  members  of  this  society. 

patients  were  asymptomatic,  and  both  were  in 
their  seventies.  In  the  first  case,  the  chest  x-ray 
film  suggested  a vascular  density,  and  an  aorto- 
gram  was  obtained.  In  the  second  case,  a barium 
esophagogram  revealed  a wedge-shaped  posterior 
indentation  of  the  contrast-filled  esophagus  supe- 
rior to  the  aortic  arch.  This  shadow,  characteris- 
tic of  an  aberrant  right  subclavian  artery,  prompt- 
ed aortography.  The  aortogram  in  both  cases 
showed  an  aneurysm  of  an  aberrant  right  subcla- 
vian artery  arising  at  the  arch  of  the  aorta  posteri- 
or to  the  left  subclavian  artery  and  extending  be- 
hind the  esophagus  to  the  right  side  of  the  chest. 
In  1 of  the  2 patients,  resection  of  the  aneurysm 
was  carried  out,  but  cardiopulmonary  bypass  was 
used. 

A density  in  the  superior  mediastinum  should 
be  evaluated  by  barium  esophagography,  tom- 
ography, and  fluoroscopy.  If  a vascular  lesion  is 
suspected,  aortography  is  indicated. 

Discussion 

Irving  A.  Sarot,  M.D.,  New  York  City.  I en- 
joyed the  scholarly  presentation  by  Dr.  Engelman 
and  should  like  to  add  an  interesting  case. 

A man  at  the  age  of  fifty-six  had  a partial  gas- 
trectomy for  ulcer  followed  in  a short  time  by  a 
severe  myocardial  infarction.  He  recovered  slowly 
but  was  found  to  be  hypertensive  with  anginal 
symptoms  on  moderate  exertion.  Repeated  elec- 
trocardiographic tracings  showed  evidence  of  the 
previous  severe  myocardial  infarction  (diaphrag- 
matic). 

In  March,  1967,  at  the  age  of  sixty-five,  the  pa- 
tient experienced  a sudden  attack  of  severe  pain 
on  the  right  side  of  the  chest,  radiating  to  the 
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right  side  of  the  neck  and  ear,  with  dysphagia  and 
the  sudden  appearance  of  swelling  and  ecchymosis 
of  the  skin  of  the  right  side  of  the  neck.  Ecchymo- 
sis was  also  present  in  the  posterior  pharyngeal 
wall.  He  was  febrile  on  admission  to  The  Mount 
Sinai  Hospital  where  roentgenographic  examina- 
tion of  the  chest  revealed  a large  sharply  circum- 
scribed mass  in  the  right  upper  part  of  the  chest 
projecting  over  almost  the  entire  right  upper  lung 
field.  The  medial  margin  was  found  to  blend 
with  the  mediastinum.  The  trachea  and  esopha- 
gus were  slightly  displaced  to  the  left  and  forward. 
A venous  angiogram  showed  only  a dilated  and 
tortuous  right  subclavian  artery  with  no  opacifica- 
tion of  the  mass.  There  was  no  uptake  of  ra- 
dioactive iodine,  and  the  shadow  did  not  rise  on 
swallowing. 

The  ecchymoses  and  swelling  in  the  neck  and 
throat  disappeared,  and  the  pain  became  incon- 
stant. The  shadow  did  not  change  in  size.  The 
patient  was  discharged  for  further  observation  at 
home. 

Milder  episodes  of  pain  continued,  and  the  mass 
did  not  diminish  in  size.  The  patient  was  read- 
mitted to  the  hospital  in  October,  1967,  at  which 
time  an  arteriogram  by  Murray  Baron,  M.D., 
showed  that  the  mass  was  a huge  aneurysm  of  an 
anomalous  aberrant  right  subclavian  artery  which 
arose  from  the  left  side  of  the  aortic  arch. 
Through  a right  posterolateral  thoracotomy,  on 
October  30,  1967,  this  huge  mass  was  found  to  be 
a pulsating  arteriosclerotic  aneurysm  in  the  medi- 
astinum posterior  to  the  esophagus  and  extending 
laterally  into  the  root  of  the  neck.  The  esophagus 
was  freed,  drawn  forward,  and  the  origin  of  the 
aneurysm  at  the  aorta  was  exposed.  A ligature 
was  placed  at  the  aorta,  a clamp  was  placed  tan- 
gentially on  the  aortic  wall,  and  the  anomalous 
subclavian  artery  was  divided.  The  aortic  wall 
was  oversewn.  The  aneurysm  was  dissected  free 
and  the  widely  dilated,  friable,  arteriosclerotic 
subclavian  artery  ligated  distally  after  dissection 
into  the  neck. 

Postoperatively,  the  patient  sustained  a throm- 
bosis of  a small  retinal  arteriole  with  temporary 
blurring  of  vision,  thought  to  be  caused  possibly 
by  a mild  preexisting  polycythemia.  However, 
within  a few  months  vision  returned  to  normal. 
The  right  hand  was  notably  cooler  than  the  left, 
and  there  was  evidence  of  vascular  insufficiency 
including  an  absent  radial  pulse.  Several  stellate 
blocks  were  done  by  M.  Bien,  M.D.,  D.  Chadwick, 
M.D.,  and  D.  Stark,  M.D.,  response  to  which  was 
so  gratifying  that  no  further  surgical  intervention 
was  considered. 

The  patient  returned  one  month  after  discharge 
with  a noticeably  cooler  right  hand,  slight  cya- 
nosis, and  very  small  areas  of  fingertip  necrosis  of 
the  index  and  middle  fingers.  He  admitted  that 
he  had  begun  to  smoke  cigarets  and  was  cau- 
tioned about  the  effect  of  the  cigarets  on  the  distal 


circulation.  He  was  readmitted  to  the  hospital, 
and  stellate  blocks  were  performed  daily.  The 
fingertips  began  to  heal,  and  the  circulation  im- 
proved visibly,  with  a slight  radial  pulse  reappear- 
ing. 

He  was  discharged  for  further  care  at  home  in- 
cluding stellate  blocks  three  times  weekly  on  an 
ambulatory  basis  for  two  weeks.  The  fingertips 
healed  completely.  The  patient  continued  to  do 
well,  and  slowly  the  blood  pressure  and  radial 
pulse  in  the  right  arm  returned  to  equal  that  in 
the  left  arm. 

The  patient  is  now  seventy  years  of  age,  asymp- 
tomatic, and  living  a full  and  vigorous  life  with 
no  symptoms  of  angina. 

From  review  of  the  cases  reported  in  the  litera- 
ture, it  appears  that  a left  posterolateral  thoracot- 
omy is  probably  preferable  for  simple  ligation  and 
division  of  an  aberrant  anomalous  right  subcla- 
vian artery  arising  from  the  left  side  of  the  aortic 
arch  and  also  for  those  cases  in  which  the  aneu- 
rysm occurs  near  the  aorta  and  is  not  very  large. 
In  cases  such  as  the  one  reported  herein  in  which 
the  aneurysm  is  huge  and  lies  largely  in  the  right 
side  of  the  chest  or  in  which  the  aberrant  right 
subclavian  artery  arises  from  a Kommerell’s  di- 
verticulum of  the  descending  aorta,  a right  poster- 
olateral thoracotomy  is  preferable.0  Revascular- 
ization by  subclavian-right  carotid  artery  anasto- 
mosis or  by  graft  interposition  can  be  done  only 
through  the  right  side  of  the  chest. 

Hallman  and  Cooley*  postulated  that,  in  adults, 
division  of  the  anomalous  right  subclavian  artery 
without  revascularization  might  result  in  signifi- 
cant ischemia  in  the  right  upper  extremity  or  pos- 
sibly in  a subclavian  steal  syndrome. 

McDowell  and  Whitleyc  continuously  monitored 
per  cent  oxygen  saturation  in  the  lateral  sinus 
while  dividing  an  anomalous  right  subclavian  ar- 
tery for  dysphagia  lusoria  in  an  eighteen-year-old 
girl.  At  no  time  did  the  oxygen  saturation  fall 
below  the  critical  level  of  50  per  cent;  it  remained 
between  70  and  90  per  cent  throughout  most  of 
the  procedure.  They  believe,  however,  despite 
this  isolated  observation,  that  reestablishment  of 
blood  flow  is  indicated  following  subclavian  artery 
division. 

In  our  case,  the  poor  condition  of  the  arteries 
and  the  condition  of  the  patient  at  the  time  made 
us  reluctant  to  emplace  a long  prosthetic  or  vein 
graft  at  the  time.  The  stellate  blocks  tided  the 
patient  over  the  difficult  period  and  made  it  un- 
necessary to  consider  surgical  revascularization. 
It  is  of  interest  that  David  Stark,  M.D.,  one  of 
the  anesthesiologists  who  performed  the  blocks, 
mentioned  that  the  most  successful  blocks  invari- 
ably blocked  the  recurrent  laryngeal  nerve  and 
produced  temporary  aphonia  which  lasted  ten  to 
fifteen  minutes,  suggesting  the  presence  of  some 
neuroanatomic  abnormality.  On  the  other  occa- 
sions, when  laryngeal  paralysis  was  not  produced, 
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the  sympathetic  blockade  was  not  nearly  so  dra- 
matic. 
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Aneurysm  associated  with  aortic  coarctation  is  a 
relatively  common  complication  as  is  coarctation 
associated  with  the  anomalous  right  subclavian 
artery.1-4  The  combination  of  both  pathologic  en- 
tities associated  with  aortic  coarctation,  however, 
is  extremely  rare  and  apparently  has  not  been  re- 
ported previously.  The  case  to  be  presented  is  a 
forty-year-old  Puerto  Rican  female  who  under- 
went surgery  successfully  for  this  unusual  combi- 
nation. 

Case  report 

The  patient  was  referred  to  The  Mount  Sinai 
Hospital  by  her  family  physician  with  the  chief 
complaints  of  increasing  shortness  of  breath,  fa- 
tigue, and  headache.  Her  past  medical  history 
was  unremarkable  except  that  the  patient  had  a 
pulsatile  mass  in  her  neck  since  birth.  It  had  in- 
creased in  size  after  the  delivery  of  her  first  child. 
She  was  also  told  at  that  time  that  something  was 
abnormal  in  her  electrocardiogram.  The  patient 
did  well  without  treatment  until  three  years  prior 
to  admission  when  she  began  to  have  the  afore- 
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The  following  report  appears  in  its  entirety. 


FIGURE  1.  X-ray  film  of  chest  within  normal  limits. 


mentioned  complaints.  Several  weeks  before  ad- 
mission her  symptoms  became  more  prominent, 
and  she  had  occasional  dizzy  spells  without  loss  of 
consciousness. 

Physical  examination  on  admission  revealed  a 
well-nourished,  well-developed  middle-age  female 
in  no  acute  distress.  Blood  pressure  in  the  right 
arm  was  130/90,  left  arm  100/85,  and  both  legs 
100/85  mm.  Hg.  Pulse  rate  was  110  per  minute 
and  regular;  the  respiratory  rate  was  16  per  min- 
ute. Positive  findings  were  an  ill-defined,  nonten- 
der, and  pulsatile  mass  on  both  sides  of  her  neck, 
measuring  5 cm.  in  diameter,  with  bruits.  Soft 
Grade  II /VI  blowing  ejection  murmur  was  pres- 
ent at  the  second  intercostal  space  on  the  right 
sternal  border.  The  point  of  maximum  impulse 
was  not  palpable.  All  peripheral  pulses  were  pal- 
pable. Routine  laboratory  findings  were  within 
normal  limits.  A chest  roentgenogram  revealed 
no  abnormality  (Fig.  1).  The  electrocardiogram 
showed  left  ventricular  hypertrophy  (Fig.  2).  The 
impression  on  admission  was  bilateral  aneurysm 
of  carotid  arteries.  An  angiogram  was  taken  on 
May  26,  1967,  through  the  right  axillary  artery 
with  the  tip  of  the  catheter  in  the  right  subclavian 
artery  (Fig.  3A).  Manual  injection  of  dye  re- 
vealed the  opacification  of  the  proximal  portion  of 
the  right  subclavian  artery  and  descending  aorta. 
The  distal  part  of  the  right  subclavian  artery  was 
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FIGURE  2.  Electrocardiogram  showed  left  ventricular  hypertrophy. 


FIGURE  3.  (A)  Angiogram  via  right  subclavian  artery  showed  anomalous  right  subclavian  artery.  (B)  Both  carotid 

arteries  markedly  dilated  without  aneurysmal  formation. 
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FIGURE  4 (A)  Definite  coarctation  demonstrated.  (B)  Extensive  formation  of  collateral  circulation,  anomalous 

right  subclavian  artery  and  its  aneurysm,  and  left  subclavian  artery  demonstrated. 


not  visualized.  An  impression  of  anomalous  right 
subclavian  artery  with  coarctation  of  aorta  was 
obtained.  Restudies  were  done  on  June  9,  1967, 
with  the  catheter  in  the  pulmonary  artery. 

Pressure  measurements  were  as  follows:  right 
pulmonary  artery,  38/29  (28)  mm.  Hg;  main  pul- 
monary artery,  38/21  (28);  right  ventricle,  48/15, 
right  auricle  (15). 

Angiographic  findings  are  shown  in  Figures  3B 
and  4.  Right  and  left  common  carotid  arteries 
were  massively  dilated  without  evidence  of  aneu- 
rysmal formation.  The  ascending  aorta  was  mod- 
erately dilated.  Figure  4A  showed  a definite 
coarctation.  The  aortic  arch  was  hypoplastic. 
Poststenotic  dilation  of  the  descending  aorta  was 
noted.  The  right  subclavian  artery  came  off  from 
the  beginning  of  the  descending  aorta,  and  there 
was  an  aneurysmal  formation  measuring  3 cm.  in 
diameter  at  its  origin.  Extensive  formation  of  the 
collateral  circulation  was  prominent.  Both  sub- 
clavian arteries  were  filled  in  a retrograde  fashion 
from  the  collateral  in  the  neck  and  conceivably 
through  the  vertebral  artery.  The  descending 
aorta  was  filled  through  the  right  subclavian  ar- 
tery in  retrograde  fashion.  The  impression  from 
this  study  was  isthmic  coarctation  with  anoma- 
lous origin  of  the  right  subclavian  artery  from  the 
descending  aorta  and  aneurysm  of  the  right  sub- 
clavian artery  at  its  origin. 

On  July  14,  1967,  surgery  was  carried  out 
through  the  posterolateral  thoracotomy  at  the  left 
fourth  intercostal  space.  A modest  collateral  cir- 


culation was  encountered.  Operative  findings  are 
shown  in  Figure  5.  The  ascending  aorta  mea- 
sured 3 cm.  in  diameter.  Left  and  right  common 
carotid  arteries  measured  2.5  cm.  and  the  de- 
scending aorta  2 cm.  The  aortic  arch  was  ex- 
tremely narrow  measuring  5 mm.  in  diameter  with 
pinpoint  patency.  This  was  followed  by  a seg- 
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FIGURE  6.  Results  of  operative  repair. 

ment,  which  measured  2 cm.  in  length  and  1 cm. 
in  diameter,  and  then  by  the  descending  aorta. 
From  this  segment  two  arteries  were  seen  coming 
off.  The  proximal  one  measured  1.5  cm.  in  diam- 
eter, and  the  distal  artery  measured  0.8  cm.  The 
latter  was  presumably  the  left  subclavian  artery. 
At  the  anteromedial  aspect  of  the  beginning  of 
the  descending  aorta  the  right  subclavian  artery 
was  taking  off  with  aneurysmal  formation  measur- 
ing 4 cm.  in  diameter  at  its  base.  The  right  sub- 
clavian artery  ran  posteriorly  between  the  spine 
and  esophagus.  The  vagus,  recurrent,  and  phrenic 
nerves  were  found  in  their  usual  locations.  No 
ligamentum  arteriosum  were  definitely  identified. 
Pressure  measurements  were  as  follows:  ascending 
aorta,  180/116;  right  brachial  artery,  180/100;  and 
the  descending  aorta,  120/100.  On  cross  clamp- 
ing the  arch  of  the  aorta,  no  pressure  change  was 
noted.  No  pressure  was  obtainable  in  the  de- 
scending aorta  with  the  right  subclavian  artery 
clamped. 

A Dacron  graft,  18  mm.  in  diameter  and  12  cm. 
in  length,  was  anastomosed  to  the  sides  of  the  as- 
cending and  descending  aortas.  After  completion 
of  anastomosis,  the  base  of  the  aneurysm  was 
cross  clamped  as  well  as  the  distal  part  of  the 
right  subclavian  artery.  The  aneurysm  was  ex- 
cised. Proximal  and  distal  ends  of  the  artery  were 
oversewn  with  number  4-0  silk.  Because  of  a 
bleeding  problem  from  suture  lines  of  the  descend- 
ing aorta,  the  entire  arch  of  the  aorta  was  excised. 
Two  arteries  from  this  segment  of  aorta  were  di- 
vided and  tied  off.  Figure  6 shows  the  final  result 
of  surgery.  Teflon  cloth  was  wrapped  around  the 
anastomosis.  The  entire  operation  was  car- 
ried out  without  cardiopulmonary  bypass.  Post- 


FIGURE  7.  Postoperative  angiogram. 


operatively  the  patient  did  well  and  was  discharged 
on  August  11,  1967.  No  ischemic  change  of  both 
arms  was  noted. 

On  August  26,  1967,  the  patient  returned  to  the 
hospital  with  a three-day  history  of  fever  and 
coldness.  Blood  cultures  grew  Staphylococcus 
aureus,  hemolytic  and  coagulase  positive.  The 
patient  was  treated  with  a six-week  course  of  pen- 
icillin, cephalothin  (Keflin),  and  methicillin 
(Staphcillin).  She  responded  to  treatment  well 
and  was  discharged  afebrile  on  October  25,  1967. 
An  aortogram  and  catheterization  of  the  left  side  of 
the  heart,  performed  in  November,  1967,  revealed 
a well-functioning  aortic  graft  without  any  evi- 
dence of  aortic  stenosis  or  insufficiency  (Fig.  7). 
A year  and  a half  later  the  patient  was  readmit- 
ted with  a three-week  history  of  occasional  fever 
and  productive  cough.  Blood  cultures  again  grew 
S.  aureus.  She  was  again  treated  with  large  doses 
of  cephalothin  and  vancomycin  for  six  weeks; 
blood  cultures  became  negative,  and  the  antibiot- 
ics were  discontinued.  A spiking  fever  returned  in 
forty-eight  hours  which  again  responded  to  antibi- 
otics. Because  of  persistent  and  recurring  infec- 
tion, presumably  because  of  the  graft,  the  left  side 
of  the  chest  was  explored  in  June,  1969,  and  the 
infected  graft  was  removed  and  replaced  with  a 
new  Dacron  graft  without  cardiopulmonary  by- 
pass. Although  the  postoperative  course  was 
complicated  by  respiratory  problems,  which  neces- 
sitated tracheostomy,  the  patient  was  dis- 
charged on  August  17,  1969,  in  satisfactory  condi- 
tion. She  was  doing  well  two  years  after  the  sec- 
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ond  surgical  procedure,  although  she  occasionally 
complained  of  coldness  and  numbness  of  both 
hands. 

Comment 

Coarctation  of  the  aorta  is  one  of  the  most  com- 
mon congenital  anomalies5  and  is  frequently  asso- 
ciated with  aneurysm  of  various  locations. 1-3  The 
incidence  varies  from  5 to  20  per  cent  according  to 
several  large  series.  The  incidence  in  surgical  se- 
ries is  lower  than  in  autopsy  reviews.  The  sites  of 
aneurysm  include  aorta,  either  pre-  or  poststenot- 
ic areas,  intercostal  arteries,  Valsalva’s  sinus,  Ab- 
bott’s artery,  cerebral  arteries,6  bronchial  arteries, 
superior  mesenteric,  innominate,  and  common 
iliac  arteries.1  The  most  common  site  is  the 
aorta,  either  pre-  or  postcoarctation.1-2  A second 
common  site  is  at  the  junction  of  the  intercostal 
artery  and  aorta  according  to  Schuster  and 
Gross.2 

The  anomalous  right  subclavian  artery  has  not 
been  mentioned  as  the  site  of  aneurysm.  The 
prognosis  of  these  patients  is  poor,  and  only  10  per 
cent  of  patients  survived  past  the  age  of  forty  ac- 
cording to  the  review  by  Skandalakis  et  a/.1  The 
anomalous  origin  of  the  right  subclavian  artery,  as 
the  last  branch  of  the  aortic  arch,  is  also  the  most 
common  aortic  arch  anomaly5-7  and  is  known  as 
one  of  associated  vascular  anomalies  of  coarcta- 
tion of  the  aorta.4  However,  the  right  subclavian 
artery  arising  further  down  the  aorta  in  the  de- 
scending aorta  as  a retention  of  the  embryonic 
right  aortic  arch  (Kommerell’s  diverticulum)  is  a 
rare  anomaly.8  No  data  are  available  as  to  how 
many  anomalous  right  subclavian  arteries  associ- 
ated with  coarctation  are  the  former  or  latter 
types.  An  aneurysm  associated  with  the  latter 
type  is  very  unusual,  and  a case  was  reported  by 
Campbell  in  1971. 9 In  his  review,  no  case  had 
been  reported  previously.  Complications  fol- 
lowing the  division  of  subclavian  arteries  had  been 
reported,  and  an  operation  to  avoid  this  had  been 
described.10  Fortunately,  this  patient  did  well 


despite  the  fact  that  both  subclavian  arteries  had 
been  tied  off  at  their  origin.  The  final  interesting 
point  of  this  case  is  the  patient’s  postoperative 
course.  She  did  well  immediately  after  surgery 
and  then  came  back  two  weeks  later  with  bacter- 
emia, which  was  ultimately  proved  to  be  caused 
by  an  infected  graft.  The  patient  responded  well 
to  antibiotic  treatment  initially.  Subsequently, 
the  infected  graft  was  replaced  successfully  two 
years  after  the  original  operation. 

Summary 

An  unusual  case  of  coarctation  of  the  aorta  with 
the  anomalous  right  subclavian  artery  and  its  an- 
eurysm was  presented.  The  patient  underwent 
surgery  successfully  for  her  original  pathologic 
condition  and  a second  surgical  procedure  because 
of  an  infected  graft  two  years  later. 

Veterans  Administration  Hospital 
130  West  Kingsbridge  Road 
The  Bronx,  New  York  10468 
(DR.  SAKURAI) 
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The  oral  cavity  and  upper  digestive  tract  are 
bathed  by  1,000  to  1,500  cc.  of  saliva  per  day,  pro- 
viding the  lubrication  necessary  for  speech  and 
swallowing.  A minimal  contribution  is  made  to  di- 
gestion by  the  salivary  amylase,  ptyalin.  A good 
portion  of  this  volume  is  contributed  by  three 
large  paired  “major  salivary  glands”:  parotid, 

submaxillary,  and  sublingual.  In  addition,  hun- 
dreds of  small  glands  are  present  in  the  submuco- 
sa of  the  oral  and  nasal  cavities,  paranasal  sinus- 
es, lips,  tongue,  hard  and  soft  palate,  pharynx, 
and  larynx.  These  “minor  salivary  glands”  his- 
tologically resemble  the  larger  paired  glands,  de- 
veloping, as  do  the  larger  glands,  from  buds  or 
oral  ectoderm.  Numerically,  they  constitute  the 
“silent  majority,”  supplying  a substantial  portion 
of  the  total  saliva  and  are  subject  to  the  same 
pathologic  processes  as  the  major  glands. 

The  nature  of  salivary  secretion  varies  from  the 
copious  serous  saliva  of  the  parotid  to  the  pre- 
dominantly mucoid  saliva  of  the  sublingual,  with 
the  submaxillary  glands  yielding  a mixed  but 
mostly  serous  saliva.  The  minor  salivary  glands 
of  the  intraoral  cavity  produce  a mixed  mucous 
and  serous  secretion,  whereas  a more  mucoid  fluid 
is  secreted  by  the  glands  of  the  pharynx  and  ex- 
trinsic larynx.  The  diversity  of  secretion  of  vari- 
ous glands  is  a reflection  of  the  varying  cell  types 
in  different  locations.  This,  no  doubt,  also  ac- 
counts for  the  characteristic  histologic  spectrum  of 
tumors  peculiar  to  each  pair  of  the  major  glands. 


Recent  Advances  in 
Medicine  and  Surgery 

ROBERT  TURELL,  M D..  Editor 


The  minor  salivary  glands,  although  subject  to 
the  same  histologic  types  of  neoplasm  as  the 
major  glands,  present  their  own  distinctive  pat- 
tern of  the  incidence  of  these  tumors. 

Sialadenosis 

The  asymptomatic  enlargement  of  salivary 
glands  not  related  to  inflammation,  neoplasm,  or 
stones  is  frequently  encountered.  It  is  most 
prominent  in  the  parotid  glands.  A diverse  group 
of  conditions  is  associated  with  sialadenosis,  but 
the  most  common  factors  are  hormonal  imbalance 
or  nutritional  deficiencies  involving  proteins  and 
vitamins.  Painless  parotid  enlargement  frequently 
has  been  observed  in  war  prisoners  and  concen- 
tration camp  inmates. 

Salivary  epithelium  is  known  to  be  responsive 
to  serum  hormone  level  alterations,  particularly 
sex  hormones.  Parotid  enlargements  are  encoun- 
tered in  a varying  range  of  hormonal  aberrations, 
such  as  hypogenitalism,  gynecomastia,  menarche, 
pregnancy,  and  menopause.  Other  hormone  de- 
rangements, such  as  diabetes  mellitus  and  hy- 
pothyroidism, produce  characteristic  parotid 
sialadenosis. 

The  distinctive  “chipmunk”  appearance  of  bi- 
lateral symmetrical  parotid  enlargement  is  fre- 
quently seen  in  patients  with  portal  cirrhosis  sec- 
ondary to  alcoholism.  Protein  deficiency  and  the 
ingestion  of  drugs  containing  mercury,  lead,  io- 
dides, or  thiocyanates  are  other  known  causes  of 
sialadenosis. 

In  most  cases  the  differential  diagnosis  between 
enlargements  due  to  tumor,  inflammatory  disease, 
or  stone  is  easily  made  by  history  and  physical  ex- 
amination. In  sialadenosis,  the  diffuse,  painless, 
sometimes  doughy,  and  usually  bilaterally  sym- 
metrical enlargement  of  the  parotid  glands  is  typi- 
cal. Only  chronic  recurrent  parotitis  might  be 
confused  with  sialadenosis.  If  necessary,  the  dis- 
tinction can  be  made  by  sialochemistry  or  biopsy. 

Chemical  analysis  of  parotid  saliva  is  a useful 
diagnostic  adjunct  in  suspected  sialadenosis, 
yielding  low-sodium  concentrations  and  potassium 
levels  elevated  to  twice  normal.1  Inflammatory 
disease,  in  marked  contrast,  produces  sodium  con- 
centrations that  are  elevated  from  twice  to  ten 
times  normal  with  normal  to  low-normal  potassi- 
um values. 

Biopsy  is  most  accurate  in  distinguishing  siala- 
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denosis  from  other  conditions.2  This  is  best  done 
by  needle.  Enlarged  acinar  cells  with  distinctive 
cytoplasmic  alterations  easily  identify  sialadenosis 
to  the  experienced  pathologist.  The  characteris- 
tic round-cell  infiltration  of  salivary  inflammation 
is  absent  in  sialadenosis  because  of  hormonal  im- 
balance, drug  ingestion,  and  nutritional  depriva- 
tion. In  hepatogenic  sialadenosis,  however,  half 
the  cases  show  periductal  round-cell  infiltration. 
This  is  characteristic  of  dysenzymatic  sialade- 
nosis due  to  diseases  of  the  liver,  pancreas,  and 
kidneys,  organs  rich  in  enzymes.  Distinctive 
swelling  of  acinar  cells  with  small,  round  nuclei 
and  other  histologic  features  make  it  possible  to 
distinguish  dysenzymatic  sialadenosis  by  parotid 
needle  biopsy.3 

Sialolithiasis 

More  than  80  per  cent  of  salivary  stones  occur 
in  the  submaxillary  gland.  The  parotid  accounts 
for  less  than  20  per  cent.  The  sublingual  and 
minor  salivary  glands  are  the  site  of  perhaps  2 per 
cent  of  calcifications. 

The  classic  symptoms  of  salivary  gland  obstruc- 
tion due  to  stone  are  acute  pain  and  swelling  of 
the  gland  after  the  ingestion  of  spicy  food.  In  the 
usual  case  the  diagnosis  is  obvious.  The  pain  sec- 
ondary to  duct  obstruction  is  characteristic,  se- 
vere, and  quickly  precipitated  by  salivation.  The 
appearance  of  these  symptoms  after  the  patient  is 
given  a sour  lemon  candy  to  suck  confirms  the  di- 
agnosis. 

In  a small  percentage  of  patients,  particularly 
when  the  parotid  gland  is  involved,  the  diagnosis 
can  be  difficult  and  challenging.  When  stones  are 
multiple  and  small,  when  there  are  secondary 
strictures,  or  when  calculi  are  embedded  in  gland 
parenchyma,  the  clinical  presentation  is  not  clear 
cut  and  care  must  be  taken  to  differentiate  sialo- 
lithiasis from  neoplasms  or  other  salivary  disease. 

Diagnostic  roentgenography.  Routine  x-ray 
examination  of  the  submaxillary  and  parotid 
glands  for  stones  is  somewhat  disappointing. 
Calculi  can  be  identified  in  only  half  of  the  cases. 
Twenty  per  cent  of  the  stones  are  nonopaque,  and 
more  than  30  per  cent  will  be  missed  because  of 
technical  difficulty  (small-sized  stones,  overlying 
bone,  and  so  on).  Soft-tissue  technics,  high-defi- 
nition film,  and  care  in  selecting  the  views  should 
improve  results. 

Sialography  (the  introduction  of  nonirritating 
iodized  contrast  medium  into  Stensen’s  or  Whar- 
ton’s duct)  permits  visualization  of  the  entire  par- 
otid or  submaxillary  duct  system  by  roentgenogra- 
phy. This  valuable  diagnostic  adjunct  facilitates 
the  detection  of  even  small  stones  with  great  ac- 
curacy. It  should  be  reserved,  however,  for  use 
after  an  acute  episode  has  subsided  because  of  the 
hazard  of  aggravating  the  inflammation  and  infec- 
tion which  accompany  acute  obstruction. 

Submaxillary  gland.  Submaxillary  stones  are 


most  commonly  found  at  the  sites  of  anatomic 
narrowing  of  Wharton’s  duct,  at  its  caruncle  just 
before  entering  the  floor  of  the  mouth,  and  at  the 
junction  of  the  intra-  and  extraglandular  duct  as 
the  duct  makes  a sharp  turn  over  the  posterior 
border  of  the  mylohyoid  muscle  to  ascend  into  the 
floor  of  the  mouth. 

The  course  of  the  duct,  as  it  travels  anteriorly 
in  the  floor  of  the  mouth,  makes  it  easily  palpable 
by  placing  an  index  finger  intraorally  and  the 
other  hand  under  the  chin.  Quite  frequently  the 
examiner  can  feel  an  obvious  stone.  In  such  cases 
an  incision  made  directly  over  the  stone  under 
local  anesthesia  is  sufficient  for  its  removal.  Care 
must  be  taken  not  to  injure  the  lingual  nerve 
which  crosses  under  the  duct  from  lateral  to  me- 
dial as  it  courses  forward.  Attempts  to  remove 
those  stones  located  posteriorly  in  the  floor  of  the 
mouth  (in  the  pelvis  of  the  gland  or  in  the  intra- 
glandular  duct)  through  an  intraoral  approach  is 
an  invitation  to  great  technical  difficulty.  In  this 
situation,  or  if  chronic  infection  and  duct  stenosis 
have  supervened,  submaxillary  gland  excision  is 
the  procedure  of  choice.  This  is  easily  performed 
through  a neck  incision  with  identification  and 
preservation  of  the  mandibular  ramus  of  the  facial 
nerve. 

Although  an  occasional  stone  can  be  expressed 
from  the  orifice  of  Stensen’s  or  Wharton’s  duct 
with  the  aid  of  a dilator,  extensive  manipulation 
and  probing  of  ducts  have  not  proved  worthwhile 
in  our  hands.  Indeed,  it  can  lead  to  further  dam- 
age which  perpetuates  the  condition.  Sialolithi- 
asis, consisting  of  small  stones  or  gravel,  is  best 
managed  by  hydration,  a bland  diet,  and  antibiot- 
ics. This  will  usually  control  inflammation  and 
often  result  in  spontaneous  passage  of  calculi.  If 
there  is  no  response  to  such  conservative  mea- 
sures, excision  of  the  entire  submaxillary  gland  is 
advisable. 

Parotid  gland.  The  parotid  duct  is  accessible 
to  bimanual  palpation  as  it  travels  anteriorly  be- 
neath the  buccal  mucosa.  Occasionally,  a calcu- 
lus is  palpable  and  can  be  removed  through  the 
buccal  mucosa.  The  great  majority  of  parotid 
stones,  however,  are  encountered  in  the  intraglan- 
dular  portion  of  the  duct.  Conservative  manage- 
ment is  the  treatment  of  choice  and  is  successful 
in  the  majority  of  patients. 

In  rare  instances  chronic,  recurrent  stone  dis- 
ease cannot  be  controlled  by  conservative  means. 
Surgical  excision  of  the  parotid  gland  can  cure 
these  patients.  It  is  undertaken  reluctantly,  how- 
ever, as  a last  resort  in  a very  small  percentage  of 
patients. 

Acute  parotitis 

Acute  suppurative  parotitis  is  a distinct  clinical 
entity  which  must  be  distinguished  from  localized 
or  diffuse  inflammation  resulting  from  stones, 
duct  disease,  or  stenosis.  In  earlier  years  it  was 
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frequently  a terminal  event  or  a sequel  to  surgery 
in  the  elderly. 

Acute  suppurative  parotitis  is  seldom  seen  in 
young  patients  or  those  not  severely  ill.  The 
predisposing  factor  is  debilitation  and  dehydra- 
tion; injection  of  virulent  bacteria  directly  into  the 
parotid  duct  of  normal  subjects  will  not  produce 
the  disease.  In  one  large  series,  75  per  cent  of  the 
patients  were  over  seventy  years  of  age,  75  per 
cent  were  dehydrated,  and  20  per  cent  had  under- 
gone recent  surgery.4  In  another  group,  one-half 
had  major  infections  elsewhere  in  the  body,  one- 
fourth  had  malignant  tumors,  and  one-third  were 
postoperative.5 

Staphylococcus  aureus  is  the  usual  organism  re- 
covered from  the  parotid  duct.  It  was  present  in 
64  of  66  patients  in  one  series.6  Others  report  40 
per  cent  Staphylococcus  hemolyticus  aureus,  40 
per  cent  hemolytic  streptococcus,  and  8 per  cent 
pneumococcus  or  colon  bacillus.7  It  is  stated  by 
most  authors  that  the  infection  is  the  result  of  as- 
cending duct  infection  from  the  mouth  in  poor 
oral  hygiene  and  inadequate  hydration.  If  this  is 
true,  the  fact  that  mixed  bacterial  flora  is  rarely 
cultured  requires  explanation. 

Once  parotitis  has  developed,  cultures  of  the  ex- 
pressed exudate  from  Stensen’s  duct  should  be 
made  for  drug  sensitivity.  Antibiotics  are  started 
immediately  on  the  assumption  that  S.  aureus  or 
hemolytic  streptococcus  are  the  causative  orga- 
nisms. We  have  found  the  early  delivery  of  radio- 
therapy in  three  successive  daily  doses  of  150  rads 
to  the  affected  gland  to  be  most  useful  in  relieving 
the  severe  pain  and  reducing  inflammation.  If 
frank  purulence  develops,  surgical  drainage  may 
be  required.  This  should  be  done  early,  opening 
the  parotid  capsule  with  a hemostat  in  the  direc- 
tion of  the  facial  nerve  and  establishing  drainage. 

The  mortality  rate  for  acute  parotitis  is  about 
20  per  cent,  a reflection  of  the  seriousness  of  the 
underlying  condition  rather  than  the  parotitis  per 
se.  In  recent  years  the  few  cases  we  have  seen 
were  diagnosed  early  and  were  effectively  con- 
trolled by  antibiotics  and  radiotherapy. 
None  has  required  surgical  drainage.  Al- 
though the  increasing  age  of  our  hospital  patients 
makes  acute  suppurative  parotitis  an  ever-present 
hazard,  there  is  no  greater  testimony  to  the  in- 
creased understanding  of  the  management  of  fluid 
balance  and  electrolytes  than  the  dramatic  decline 
in  the  incidence  of  this  serious  complication.  It  is 
more  easily  prevented  than  treated. 

Chronic  recurrent  parotitis 

Chronic  recurrent  parotitis  can  occur  in  the 
presence  or  absence  of  stones.  It  is  characterized 
by  recurring  pain  and  infection,  decreased  secre- 
tion, and  increased  sodium  concentration  in  rest- 
ing saliva.  Sialography  demonstrates  parotid 
duct  irregularities  due  to  stenosis  and  dilatation, 
creating  distinctive  patterns  often  useful  in  con- 


firming the  diagnosis. 

Submaxillary  gland  inflammation,  in  contrast 
to  that  of  the  parotid,  is  invariably  due  to  stones. 
Should  the  condition  become  recurrent  or  chronic, 
the  facility  with  which  the  entire  gland  and  its 
problems  can  be  removed  makes  the  treatment 
obvious  and  simple. 

The  great  majority  of  patients  with  chronic  re- 
current parotitis,  whether  or  not  it  is  due  to  sialo- 
lithiasis, are  adequately  managed  by  conservative 
measures.  In  an  occasional  patient,  the  disease 
progresses  to  severe  pain,  recurrent  infection,  ab- 
scesses, and  even  salivary  fistulas  refractory  to  the 
usual  regimen  of  bland  diet  and  antibiotics.  Fear 
of  facial  nerve  injury  has  created  an  understand- 
able reluctance  to  approach  the  problem  surgical- 
ly; but  when  chronic  and  recurrent  parotid  in- 
flammation has  reached  the  point  of  intractabil- 
ity, parotidectomy  can  be  a rewarding  method  of 
treatment.  Resection  of  the  superficial  portion  of 
the  gland  with  the  main  duct,  leaving  the  deep 
portion  behind,  has  proved  curative.  These  pro- 
cedures are  difficult  and  demanding,  and  best  left 
to  the  experienced  surgeon.  Chronic  infection 
makes  the  tissues  vascular  and  friable  and  ob- 
scures landmarks,  making  it  difficult  to  identify 
and  follow  nerve  branches.  Nevertheless,  by  care- 
ful dissection  the  facial  nerve  can  be  preserved. 
Although  temporary  paresis  is  common  after  the 
procedure,  full  return  of  nerve  function  can  be  ex- 
pected, and  final  results  have  been  excellent.8,9 

Mikulicz  disease  and 
Sjogren's  syndrome 

Mikulicz  disease.  In  1888,  Mikulicz  described 
a forty-two-year-old  farmer  with  painless,  sym- 
metrical swelling  of  the  parotid,  submaxillary, 
and  lacrimal  glands.  There  was  no  clinical  evi- 
dence of  reduction  in  secretions.  The  lacrimal  tu- 
mors were  partially  resected  because  of  mechani- 
cal interference  with  vision.  Two  months  later 
they  were  again  resected,  along  with  the  submax- 
illary glands.  The  tissue  showed  marked  lym- 
phoid infiltration  and  acinar  parenchymal  atro- 
phy. When  the  patient  died  several  months  later 
from  complications  of  appendicitis,  all  the  swell- 
ings had  spontaneously  regressed.  Mikulicz  at- 
tributed the  condition  to  chronic  infection,  stat- 
ing: “I  hope  that  future  observers  will  succeed  in 
solving  the  riddle  which  this  remarkable  disease 
presents  to  us.” 

Although  he  described  only  1 patient,  the  mala- 
dy which  bore  his  name  came  to  denote  parotid 
enlargement  without  regard  to  pathologic  distur- 
bance. Ignoring  his  description,  subsequent  au- 
thors have  used  the  term  “Mikulicz  disease”  as  a 
wastebasket  to  include  almost  any  parotid  swell- 
ing. Thus  a host  of  conditions  have  fallen  into 
this  classification.  These  include  such  diverse 
and  unrelated  conditions  as  lymphoma,  leukemia, 
sarcoid,  tuberculosis,  enlargements  due  to  cirrho- 
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sis,  obesity,  hormonal  imbalances,  and  vitamin 
and  nutritional  deficiencies. 

Sjogren’s  description.  In  1933,  Sjogren,10  a 
Swedish  ophthalmologist,  published  a report  of  19 
women  who  had  corneal  changes  associated  with 
decreased  lacrimal  secretion  (keratoconjunctivitis 
sicca),  a high  incidence  of  arthritis,  and  decreased 
salivary  secretion.  Lacrimal  and  salivary  gland 
enlargement  was  often  but  not  constantly  present. 
Because  of  the  widespread  involvement,  he  be- 
lieved that  the  eye  symptoms  were  part  of  a 
generalized  disease. 

Is  Mikulicz  disease  Sjogren’s  syndrome?  In 

retrospect,  it  appears  reasonable  that  the  disease 
Mikulicz  described  is  identical  to,  or  a stage  of, 
Sjogren’s  syndrome.  This  is  based  on  the  review 
of  clinical  cases  and  histologic  material  previously 
reported  as  Mikulicz  disease.  Morgan  and  Cas- 
tleman,11  in  their  classic  studies  of  the  relation- 
ship of  these  entities,  stressed  the  presence  of 
“epimyoepithelial  islands”  in  Sjogren’s  syndrome. 
These  islands,  the  result  of  altered  ducts  which 
become  suspended  in  lymphoid  tissue,  confirm  the 
diagnosis  when  present.  They  are  most  valuable 
in  distinguishing  the  lesion  from  lymphoma,  an 
erroneous  diagnosis  which  had  been  frequently 
made  previously  because  of  marked  lymphoid  in- 
filtration. Indeed,  the  woodcut  illustrations  in 
Mikulicz’12  original  report  show  groups  of  cells 
which  were  later  identified  as  epimyoepithelial 
islands  by  Morgan  and  Castleman.  Although  the 
epimyoepithelial  islands  constitute  an  important 
histologic  criterion  in  the  diagnosis,  they  are  not  a 
constant  finding,  appearing  in  only  40  per  cent  of 
the  cases.13' 

Sjogren’s  syndrome.  Sjogren’s  syndrome  is  a 
systemic,  body-wide  condition  presenting  both 
inflammatory  and  neoplastic  characteristics. 
Women  are  afflicted  more  commonly  than  men, 
in  a ratio  of  9:1,  and  most  frequently  after  meno- 
pause. There  may  be  swelling  of  salivary  and  lac- 
rimal glands,  or  there  may  be  no  enlargement  at 
all.  When  present,  contrary  to  Mikulicz’  original 
impression,  swelling  may  be  unilateral.  While  en- 
largement of  glands  is  usual,  atrophy  and  fibrous 
replacement  is  of  greater  pathologic  significance. 

The  triad  of  dry  mouth,  dry  eyes,  and  arthritis 
is  classic,  although  they  are  not  always  seen  in  the 
same  patient.  The  combination  of  xerostomia 
and  xerophthalmia  is  often  referred  to  as  the 
“sicca  syndrome.”  Although  rheumatoid  arthritis 
is  seen  in  more  than  half  the  patients,  other  colla- 
gen diseases  such  as  systemic  lupus,  polyarteritis, 
scleraderma,  and  dermatomyositis  may  also  be 
found.14 

There  is  marked  decrease  in  the  secretions  of 
the  salivary  and  lacrimal  glands  which  in  large 
part  accounts  for  the  symptoms.  This  can  be 
confirmed  by  studies  of  lacrimal  gland  secretion 
(Schirmer  test)  and  measurements  of  salivary  flow 
from  Stensen’s  duct.15  Ocular  staining  with  rose 


bengal  produces  a distinctive  and  dramatic  pat- 
tern in  the  cornea  of  patients  with  keratoconjunc- 
tivitis sicca,  which  Sjogren16  considered  pathogno- 
monic. Sequential  salivary  scintigraphy  (the 
evaluation  of  salivary  glandular  function  by  vi- 
sually recording  the  uptake  and  concentration  of 
99m  technetium  pertechnetate  with  a gamma 
scintillation  camera),  recently  developed  by 
Schall  et  al.,11  furnishes  a sensitive  estimate  of 
salivary  gland  function.  This  may  prove  useful  in 
diagnosis  and  in  evaluating  the  effect  of  treatment 
on  salivary  gland  function  in  this  disease. 

The  introduction  of  radiopaque  material  into 
Stensen’s  duct  demonstrates  characteristic  fea- 
tures in  Sjogren’s  syndrome.  Sialectasis,  with 
punctate  and  globular  dilatations  of  parotid 
ducts,  often  progressing  to  cavitation  and  destruc- 
tion, is  a common  finding  and  confirms  the  diag- 
nosis. It  was  demonstrable  in  36  of  37  cases  in 
one  series.18 

The  systemic  nature  of  the  condition  is  reflected 
in  circulating  abnormal  serum  immunoglobulins. 
Elevated  gamma  globulin  levels  were  found  in  56 
per  cent  of  patients  with  Sjogren’s  syndrome  re- 
ported by  Shearn.19  The  rheumatoid  factor,  a 
macroglobulin  antibody  often  present  in  patients 
with  rheumatoid  arthritis,  was  detected  in  the 
serum  of  73  per  cent  of  this  same  group  of  pa- 
tients, using  latex  fixation  and  hemagglutination 
tests.20 

Diagnosis.  The  diagnosis  of  Sjogren’s  syn- 
drome is  easily  made  in  the  usual  clinical  setting 
with  sialography  and  abnormal  immunologic  find- 
ings often  providing  confirmation.  The  early  or 
atypical  case  may  present  a challenge. 

Although  the  use  of  needle  biopsy  of  the  parotid 
gland,  enlarged  in  perhaps  one  third  of  the  cases, 
is  often  valuable,  characteristic  microscopic 
changes  present  throughout  the  salivary  and  lacri- 
mal system  are  reflected  in  the  minor  salivary 
glands  as  well.21  A biopsy  of  these  glands  from 
beneath  the  mucosal  surface  of  the  lip  can  be  per- 
formed as  an  office  procedure  under  local  anesthe- 
sia, offering  a useful  diagnostic  test  which  does 
not  risk  injury  to  the  facial  nerve.  The  simplicity 
and  reliability  of  this  method  has  made  it  increas- 
ingly popular.  The  distinctive  epimyoepithelial 
islands  found  in  lacrimal,  parotid,  and  submaxil- 
lary tissue  in  Sjogren’s  syndrome  are  not  seen  in 
the  minor  salivary  glands.  In  these,  the  disease  is 
characterized  by  lymphocytic  infiltration  and  at- 
rophy of  salivary  tissue.  Some  authors  have  ad- 
vocated grading  the  disease  on  the  basis  of  the  ex- 
tent of  these  histologic  findings.22 

Sjogren’s  syndrome,  however,  remains  a clinical 
diagnosis.  Although  histologic  findings  support 
the  diagnosis,  they  are  not  pathognomonic.  Lym- 
phoid infiltration  and  even  epimyoepithelial 
islands  have  been  found  in  other  conditions,  such 
as  sarcoid  or  sialolithiasis. 

Cause.  Increasing  evidence  suggests  that  Sjo- 
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gren’s  syndrome  is  the  result  of  an  autoimmune 
process  in  which  circulating  antibodies  develop 
against  body  proteins.  Conditions  such  as  sys- 
temic lupus  erythematosus,  Hashimoto’s  thyroidi- 
tis, and  graft  injection  share  this  phenomenon. 

Antibodies  against  normal  salivary  duct  epithe- 
lium in  the  serum  of  patients  with  Sjogren’s  syn- 
drome has  been  demonstrated  by  immunofluores- 
cent  technics.  These  antibodies  occur  in  79  per 
cent  of  the  patients  with  the  full  triad  of  symp- 
toms, whereas  only  20  per  cent  of  the  patients 
with  the  sicca  complex  alone  have  antisalivary 
duct  antibodies.23 

The  sites  of  abnormal  immunologic  responses  in 
Sjogren’s  syndrome  is  of  great  interest.  By  means 
of  radioimmunoelectrophoretic  analysis  of  tissue 
culture  fluids,  it  has  been  demonstrated  that  lym- 
phocytes and  reticulum  cells  which  infiltrate  the 
minor  salivary  glands  obtained  from  lip  biopsy  are 
functionally  active,  synthesizing  immunoglobulins 
G and  M,  as  well  as  rheumatoid  factor.24 

Although  Sjogren’s  disease  has  never  been  ex- 
perimentally produced  in  human  or  animal 
subjects,  the  New  Zealand  black  mouse,  a highly 
inbred  strain,  uniformly  develops  the  disease.25 
These  animals  are  also  subject  to  a lupus-like 
syndrome  and  to  the  spontaneous  occurrence  of 
lymphomas.  Thus,  a model  may  be  available  for 
study.  It  is  speculated  that  Sjogren’s  syndrome, 
as  well  as  other  autoimmune  diseases,  may  be  a 
“slow  virus  infection’’  with  genetic  and  immunolo- 
gic factors  being  passed  on  to  succeeding  genera- 
tions by  nuclear  material. 

Management.  There  is  no  known  way  of  al- 
tering the  course  of  the  disease.  Symptomatic  re- 
lief of  ophthalmic  symptoms  is  afforded  by  the  use 
of  tear-substituting  solutions  containing  methyl 
cellulose  and  adjusted  for  pH  as  eye  drops  to  re- 
place the  deficient  lacrimal  secretion.  Steroids 
are  frequently  used,  producing  transient  but  no 
lasting  effect.  In  a very  rare  instance  long-stand- 
ing, severe,  and  intractable  inflammation  of  the 
parotid,  which  cannot  be  controlled  by  conserva- 
tive measures,  warrants  consideration  of  paroti- 
dectomy. Generally,  however,  surgery  has  no 
place  in  the  management  of  Sjogren’s  syndrome. 
With  the  recognition  of  autoimmunity  as  an  etio- 
logic  factor  in  the  disease,  the  therapeutic  use  of 
immunosuppressive  drugs  such  as  cyclophos- 
phamide is  being  explored.26 

Radiotherapy  is  mentioned  only  to  be  con- 
demned. Its  effect  on  glandular  epithelium  inter- 
feres with  already  diminished  function.  The  haz- 
ard of  radiation-induced  malignant  conditions  in 
benign  conditions  is  also  well  known.  Indeed, 
these  patients  may  already  be  prone  to  an  in- 
creased incidence  of  lymphoma. 

Although  Sjogren’s  syndrome  in  the  overwhelm- 
ing majority  of  cases  is  a benign  disease,  there  has 
been  interest  in  recent  evidence  that  some  pa- 
tients may  have  a predisposition  to  lymphoma,  re- 


ticulum-cell sarcoma,  or  Waldenstrom’s  macroglo- 
bulinemia.  It  is  speculated  that  there  may  be  a 
spectrum  of  lymphoproliferation  in  this  disease 
with  progression  to  extrasalivary  lymphoid  infil- 
tration (pseudolymphoma)  and  eventual  overlap- 
ping of  autoimmunity  and  cancer.27  It  is  becom- 
ing evident  that  the  solution  of  Mikulicz’  riddle 
awaits  a greater  understanding  of  fundamental 
principles  in  such  areas  as  genetics,  virology, 
immunology,  and  cancer. 

The  facial  nerve 

The  “bete  noir”  of  parotid-gland  surgery  is  the 
seventh  cranial  nerve  which  courses  through  the 
gland.  Were  this  not  so,  all  parotid  tumors  and 
refractory  inflammatory  disease  could  be  simply 
treated  by  total  parotidectomy.  The  gland  would 
not  be  missed  functionally. 

Parotid  “lobes.”  There  is  no  evidence,  either 
anatomic  or  embryologic,  that  the  parotid  gland 
consists  of  separate  superficial  and  deep  lobes,  di- 
vided by  an  isthmus  and  the  seventh  cranial 
nerve.28  It  is,  in  fact,  a single  structure  with  the 
facial  nerve  traveling  within  and  through  the  sub- 
stance of  the  gland.  The  bulk  of  the  tissue  lying 
superficial  to  the  nerve  has  been  traditionally  des- 
ignated the  superficial  “lobe”  and  the  smaller 
portion  beneath  the  nerve  the  deep  “lobe.”  Al- 
though arbitrary,  the  distinction  between  the  su- 
perficial and  deep  portions  of  the  gland  is  most 
useful,  but  the  term,  “portion”  rather  than  “lobe” 
is  more  accurate.  Fortunately,  most  tumors,  both 
benign  and  malignant,  are  located  in  the  superfi- 
cial portion  of  the  gland.  This  usually  makes  it 
possible  to  perform  an  en  bloc  excision  of  the 
tumor  and  the  superficial  portion  of  the  parotid 
gland  with  preservation  of  the  facial  nerve  and  its 
branches. 

Identification  and  preservation  of  facial 
nerve.  Preservation  of  the  facial  nerve,  unless 
contraindicated  by  the  pathologic  condition  en- 
countered, is  a critical  factor  in  parotid  surgery. 
The  mandibular  ramus  of  the  facial  nerve,  inner- 
vating the  lower  lip,  plays  the  same  role  in  sub- 
maxillary gland  surgery.  The  seventh  nerve 
emerges  posteriorly  as  a single  trunk  from  the  sty- 
lomastoid foramen  and  then  spreads  out  over  the 
face  like  the  fingers  of  a hand  to  supply  the  mus- 
cles of  expression  from  the  forehead  to  the  neck. 
The  pattern  of  branching  is  variable,  and  the 
location  of  most  branches  of  the  nerve  is  incon- 
stant. The  surgeon  is  faced  with  the  choice  of  ei- 
ther identifying  peripheral  branches  and  tracing 
them  backward  to  the  main  trunk  or  of  identi- 
fying the  nerve  as  it  emerges  from  the  skull  and 
following  it  forward  as  it  divides  into  its  two 
major  divisions  and  smaller  branches. 

The  larger  size  and  constant  relationship  of  the 
facial  nerve  to  the  mastoid  process  are  the  advan- 
tages of  identifying  the  main  trunk  first.  This 
technic,  as  popularized  by  Martin,29  is  standard 
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and  now  classic.  We  have  used  this  approach  in 
more  than  500  parotid  resections  and  have  never 
failed  to  locate  the  nerve  safely. 

The  mandibular  ramus  of  the  facial  nerve  bears 
a constant  relationship  to  the  posterior  facial  vein, 
lying  superficial  to  it.  When  the  peripheral  ap- 
proach to  the  nerve  is  used,  this  vessel  can  be 
readily  identified  in  the  neck  and  used  as  a land- 
mark to  preserve  the  mandibular  branch  of  the 
nerve.  This  has  become  the  standard  approach  in 
submaxillary  surgery,  enabling  the  surgeon  to 
spare  the  innervation  to  the  lower  lip  without  the 
need  for  identifying  the  main  trunk  of  the  facial 
nerve.  The  only  other  constant  relationship  is 
that  of  the  zygomatic  branch  of  the  nerve  which 
can  be  identified  as  it  accompanies  the  main  par- 
otid duct  forward  just  below  the  zygomatic  arch. 

Facial  nerve  repair.  Division  of  the  facial 
nerve  trunk  results  in  paralysis  of  the  muscles  of 
facial  expression.  Sacrifice  of  an  individual 
branch  produces  a defect  corresponding  to  its  dis- 
tribution; division  of  the  ophthalmic  branch  re- 
sults in  a particularly  disabling  inability  to  close 
the  eye. 

The  demonstration  in  recent  years  that  restora- 
tion of  facial  nerve  function  is  possible  either  by 
primary  repair  or  by  the  use  of  free  grafts  has 
been  a gratifying  contribution  to  the  rehabilita- 
tion of  these  patients. 

When  short  segments  of  the  facial  nerve  trunk 
or  its  branches  must  be  resected,  end-to-end  anas- 
tomosis of  the  severed  portions  is  practical,  tech- 
nically simple,  and  produces  good  results.  When 
the  entire  nerve  trunk  is  sacrificed,  or  the  defect 
in  a branch  is  too  large  to  be  repaired  primarily,  a 
free  nerve  graft  can  be  used  to  bridge  the  deficit. 
The  nerve  graft,  which  can  be  obtained  from  the 
greater  auricular  nerve  or  branches  of  the  cervical 
plexus,  such  as  the  descending  hypoglossal  nerve, 
acts  as  a scaffold  for  regenerating  nerve  fibers  to 
travel  along.  Since  only  the  sheath  plays  a role, 
there  is  no  need  for  directional  orientation  of  the 
graft.  By  incising  one  side  of  the  donor  nerve 
sheath  longitudinally,  it  is  possible  to  separate 
nerve  fascicles  into  “branches”  and  create  a graft 
which  can  span  the  gap  between  a divided  facial 
nerve  trunk  and  several  peripheral  branches. 

In  1957  Martin  and  Helsper30  reported  that  28.5 
per  cent  of  determinate  patients  who  had  total  di- 
vision of  the  facial  nerve  experienced  some  return 
of  function  spontaneously,  possibly  through  the 
fifth  nerve,  and  therefore  advised  against  nerve 
grafting.  However,  other  authors  state  they  have 
never  seen  spontaneous  return  of  function.31 

Approximately  two  thirds  of  the  patients  will 
experience  return  of  function  three  months  to  a 
year  after  primary  nerve  grafting.32  Conley33  re- 
ports that  46  per  cent  of  patients  had  a “good  re- 
sult” after  grafting  and  that  only  29  per  cent  ex- 
perienced no  return  of  function. 

The  good  results  obtained  by  primary  facial 

Part  II  will  appear  in  t 


nerve  repair  and  free  nerve  grafting  justify  its 
use  when  the  nerve  or  a major  branch  is  divided. 
Should  the  attempt  fail,  no  harm  is  done. 
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MICHAEL  S.  BRUNO.  M.D..  and 
WILLIAM  B.  OBER.  M.D..  Editors 

Jaundice  and  Coma 
in  Heroin  Addiction 

Case  history 

Iqbal  Teli,  M.D.:  First  admission  (sixteen 

months  prior  to  death).  A thirty-four-year-old 
Negro  male  was  admitted  in  a stuporous  condition 
with  high  fever.  The  only  history  available  indi- 
cated heroin  addiction  for  over  seventeen  years. 

The  admission  physical  examination  revealed  a 
blood  pressure  of  100/60  mm.  Hg,  pulse  rate  120 
and  respiratory  rate  34  per  minute;  the  tempera- 
ture was  104°F.  The  patient  was  confused  and 
unable  to  answer  questions.  The  left  retina  con- 
tained one  small  petechial  hemorrhage,  and  there 
was  moderate  scleral  icterus.  The  cardiac  rhythm 
was  regular  with  a Grade  II /VI  systolic  murmur 
at  the  apex.  The  liver  edge  was  palpable  2 finger- 
breadths  below  the  costal  margin,  with  question- 
able tenderness  in  the  right  upper  quadrant.  Old 
injection  scars  were  found  on  both  forearms. 

Urinalysis  revealed  a specific  gravity  of  1.020 
and  a 4 plus  finding  in  the  test  for  albumin,  with 
15  to  20  white  blood  cells,  4 to  7 red  blood  cells, 
and  10  to  15  coarsely  granular  casts  per  high- 
power  microscopic  field.  The  hemoglobin  and 
hematocrit  were  normal;  the  white  count  was 
30,000  with  84  per  cent  mature  polymorphonucle- 
ar leukocytes.  The  blood  sugar,  blood  urea  nitro- 
gen, total  serum  protein,  serum  electrolyte  levels, 
and  prothrombin  time  were  normal.  The  total  bi- 
lirubin was  11.6  mg.  per  100  ml.,  the  thymol  tur- 
bidity 7.6  units  (normal  below  4 units),  the  cepha- 
lin  flocculation  test  3 plus  (normal  below  2 plus), 
the  alkaline  phosphatase  7 units  (normal  0 to  4 
units),  the  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  670  units  (normal  40  units),  the 
LDH  (lactic  dehydrogenase)  2,000  units  (normal 
200  to  600  units),  and  the  SGPT  (serum  glutamic 
pyruvic  transaminase)  67  units  (normal  1 to  40 
units).  The  electrocardiogram  showed  S-T  de- 
pressions of  a nonspecific  character  in  several 
leads.  The  chest  roentgenogram  revealed  ques- 
tionable cardiac  enlargement;  the  abdominal  film 
showed  the  liver  to  be  enlarged  with  a suggestion 
of  ascites. 


Beekman-Downtown  Hospital 
New  York  City 
June  13. 1972 

Conducted  by  JOHN  T FLYNN,  M D . and 
SOLANGE  ABU  NASSAR,  M D 

Discussed  by  HAROLD  H.  COPPERSMITH.  M D 


During  the  first  fourteen  days  in  the  hospital,- 
the  blood  cultures  were  reported  positive  on  seven 
occasions  for  Staphylococcus  aureus  coagulase 
positive.  The  patient  was  treated  promptly  with 
ampicillin,  cephalothin,  and  prednisolone,  and 
during  the  first  hospital  week  his  temperature  re- 
mained between  99  and  102°F.  During  five  days 
in  the  intensive  care  unit,  the  patient’s  condition 
improved  markedly;  the  total  serum  bilirubin 
level  decreased  to  2.6  mg.  per  100  ml.,  the  alkaline 
phosphatase  to  4.3  units,  the  SGOT  to  124  units, 
the  LDH  to  970  units,  the  SGPT  to  56  units,  and 
the  white  count  to  18,600  with  90  per  cent  mature 
polymorphonuclear  leukocytes.  By  the  fourteenth 
hospital  day  the  temperature  had  returned  to  nor- 
mal; at  this  time  a harsh  systolic  murmur  Grade 
IV  to  VI  was  noted  at  the  apex  with  radiation  to 
the  left  posterior  portion  of  the  chest,  and  splinter 
hemorrhages  were  seen  in  the  fingernails.  How- 
ever, blood  cultures  remained  negative;  the  elec- 
trocardiogram now  suggested  early  left  ventricular 
hypertrophy.  By  the  end  of  the  third  hospital 
week  antibiotic  therapy  was  discontinued;  the  he- 
moglobin was  9 Gm.  per  100  ml.  and  the  white 
count  28,000  with  73  per  cent  mature  polymor- 
phonuclear leukocytes. 

During  the  fifth  hospital  week  the  patient’s 
temperature  rose  to  102°F.  but  thereafter  was  nor- 
mal. Despite  a complaint  of  headache,  the  neuro- 
logic examination  was  unremarkable,  and  the  spi- 
nal fluid  was  entirely  normal  including  negative 
bacteriologic  cultures.  The  brain  scan  was  nor- 
mal, but  the  liver  scan  showed  a markedly  en- 
larged liver  with  an  otherwise  normal  pattern. 
The  chest  roentgenogram  now  demonstrated  an 
enlarged  cardiac  silhouette  with  accentuation  of 
pulmonary  markings  bilaterally  (Fig.  1). 

During  the  sixth  hospital  week  the  patient 
began  to  have  small  hemoptyses  and  complained 
of  shortness  of  breath.  Tetracycline  therapy  was 
initiated  with  improvement  of  symptoms.  Chest 
roentgenogram  and  barium  swallow  revealed  an 
enlarged  cardiac  silhouette  with  left  and  right 
ventricular  enlargement  and  retrodisplacement  of 
the  esophagus  suggestive  of  an  enlarged  left  atri- 
um. During  the  next  two  weeks  rales  in  both 
lung  fields  developed  with  an  occasional  gallop 
rhythm  and  inverted  T waves  in  the  precordial 
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TABLE  I.  Results  of  cardiac  catheterization 


FIGURE  1.  Cardiac  enlargement  and  increased  pul- 
monary markings,  shortly  after  appearance  of  loud  sys- 
tolic murmur  during  first  admission. 

leads  of  the  electrocardiogram.  In  view  of  the  evi- 
dence of  congestive  heart  failure,  the  patient  was 
given  digitalis  and  thereafter  improved  considera- 
bly with  disappearance  of  rales  from  the  lung 
fields. 

During  the  ninth  hospital  week  the  patient’s 
temperature  rose  to  103°F.,  and  he  developed  a 
painful  nodule  on  the  right  index  finger;  because 
of  a positive  sputum  culture  for  Candida  albicans, 
amphotericin  B and  heparin  therapy  were  given 
but  discontinued  after  one  week  due  to  minor 
toxic  symptoms.  An  angiocardiogram  on  the 
sixty-first  hospital  day  revealed  mild  dilatation  of 
the  right  atrium  and  left  ventricle,  with  a normal 
duration  and  course  of  pulmonary  transit.  The 
chest  roentgenogram  showed  a markedly  enlarged 
cardiac  silhouette  again  with  increased  markings 
throughout  both  lung  fields.  Pulmonary  function 
studies  suggested  an  increase  in  physiologic  dead 
space,  compatible  with  multiple  or  major  pulmo- 
nary emboli,  or  thromboses  in  situ.  Warfarin 
(Coumadin)  therapy  was  continued  from  the 
sixty-third  to  the  eighty-sixth  hospital  day. 

During  the  twelfth  hospital  week  the  patient 
continued  to  have  fever  but  appeared  to  respond 
to  sodium  methicillin  (Staphcillin).  Numerous 
sputum  study  results  were  negative  for  acid-fast 
bacilli  on  smear  and  culture.  The  loud  systolic 
murmur  remained  audible  over  the  entire  left  side 
of  the  chest  and  the  left  lumbar  region.  Again  on 


Variable 

Resting  Values . 

Observed  Normal 

Oxygen  consumption 
(cubic  centimeters  per 
minute  per  square 
meter) 

136 

134  ± 26 

Arterial  oxyhemoglobin 
saturation  (per  cent) 

95.8 

96 

Arteriovenous  oxygen 
difference  (volumes 
per  100  ml.) 

5.95 

4.1  ±0.7 

Cardiac  output  (liters 
per  minute) 

3.61 

Cardiac  index  (liters  per 
minute  per  square 
meter) 

2.28 

3.3  ±0.6 

Pressures  (millimeters 
Hg) 

Pulmonary  capillary 

21 

3 to  8 

Pulmonary  artery 
(systolic  / diastolic) 

46/18 

19/6 

Mean 

31 

11 

Right  ventricle 

42/8 

19/3 

Right  atrium 

4 

<5 

Aorta  (systolic/dia- 
stolic; mean) 

77/58;  68 

120/75;  90 

Left  ventricle 

78/16 

120/10 

Left  atrium 

28 

<10 

Pulmonary  vascular  re- 
sistance (dynes  per 
second  per  centi- 
meter ~6) 

221 

100 

the  one  hundred  twenty-fifth  hospital  day  the  pa- 
tient developed  a painful  nodule  on  the  palm  of 
the  right  hand  at  the  base  of  the  thumb  but  re- 
mained afebrile  without  evidences  of  petechiae, 
embolism,  or  splinter  hemorrhages;  blood  cultures 
continued  to  be  negative. 

On  the  one  hundred  thirty-third  hospital  day 
the  patient  was  transferred  for  a ten-day  period  to 
a university  medical  center  for  catheterization 
studies  (Table  I,  Fig.  2).  On  return  here,  his  con- 
dition appeared  unchanged,  and  he  was  dis- 
charged on  digoxin,  oral  diuretics,  and  prophylac- 
tic penicillin  therapy. 

Second  Admission  ( sixteen  months  later).  In 
the  interval  the  patient  was  seen  regularly  in  the 
outpatient  department  and  was  faithful  to  the 
therapeutic  regimen  outlined.  The  electrocardio- 
grams continued  to  indicate  the  presence  of  left 
ventricular  and  left  atrial  hypertrophy. 

Sixteen  months  following  discharge  the  patient 
was  brought  by  ambulance  to  the  emergency  room 
with  a history  of  fever  and  vomiting  over  a period 
of  eight  days.  At  this  time  he  was  drowsy  and 
confused;  further  history  could  not  be  obtained. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  130/80  mm.  Hg,  a pulse  of  104 
and  respirations  of  20  per  minute;  the  tempera- 
ture was  104°F.  There  was  a small  left  conjuncti- 
val hemorrhage;  no  petechiae  or  splinter  hemor- 
rhages were  seen.  The  cardiac  findings  were  un- 
changed, with  persistence  of  the  loud  systolic 
murmur  at  the  apex  with  radiation  over  the  entire 


304  New  York  State  Journal  of  Medicine  / January  1 5,  1 973 


FIGURE  2.  Ventriculogram  in  midsystole,  showing 
residual  contrast  medium  in  left  ventricle  (arrow  at 
right)  with  regurgitation  into  left  auricle  (arrow  at  left). 


left  side  of  the  chest  and  left  lumbar  region. 

The  hemoglobin  and  hematocrit  were  normal. 
The  white  blood  cell  count  was  13,700  with  87  per 
cent  polymorphonuclear  forms;  the  platelet  count 
was  98,000  per  cubic  millimeter.  Urinalysis  re- 
vealed a 1 plus  finding  on  the  test  for  protein, 
with  3 to  5 white  blood  cells,  a moderate  number 
of  red  blood  cells,  and  2 to  3 epithelial  cells  per 
high-power  microscopic  field.  The  serum  biliru- 
bin was  5 mg.  per  100  ml.,  the  serum  albumin  2.9 
Gm.  per  100  ml.;  the  LDH  400  units  (normal  80  to 
200  units,  new  standard),  and  the  SGOT  80  units 
(normal  10  to  50  units,  new  standard).  The  chest 
roentgenogram  showed  the  heart  to  be  at  the 
upper  limits  of  normal  with  increased  lung  mark- 
ings (Fig.  3).  The  electrocardiogram  showed  no 
change  from  previous  records.  The  blood  culture 
was  positive  for  S.  aureus  on  five  occasions.  The 
patient  was  given  2 million  units  of  penicillin 
every  eight  hours. 

On  the  second  hospital  day  he  lapsed  into 
coma.  Neurologic  examination  revealed  a rigid 
neck  painful  on  flexion,  and  the  left  pupil  was 
larger  than  the  right  without  response  to  light. 
There  was  a small  fundal  hemorrhage  on  the  left, 
and  increased  muscle  tone,  weakness,  hyperactive 
reflexes,  and  ankle  clonus  on  the  right.  The  spi- 
nal fluid  was  bloody  and  on  culture  showed  one 
colony  of  S.  aureus  coagulase  positive.  The  left 
carotid  angiogram  showed  a rightward  shift  of  the 
anterior  cerebral  artery  with  stretching  and  simi- 
lar displacement  of  the  internal  vein  with  com- 
pression of  several  other  veins  (Fig.  4).  There  was 
also  displacement  of  the  posterior  cerebral  artery 
toward  the  occipital  region,  and  a large  avascular 
area  was  noted  in  the  left  frontoparietal  region. 
On  the  third  hospital  day  during  craniotomy,  60 
ml.  of  clotted  blood  were  evacuated  from  a left  ce- 
rebral hematoma,  the  patient  thereafter  remained 
in  coma  with  flaccid  extremities  and  absent  deep 
tendon  reflexes.  The  following  day  the  blood 
pressure  was  barely  maintained  at  90/60;  respira- 


FIGURE  3.  Portable  chest  roentgenogram  on  second 
admission,  showing  enlarged  heart. 


tions  were  assisted  with  an  endotracheal  tube,  fre- 
quent suction,  and  later  a tracheostomy.  He  con- 
tinued to  be  unresponsive  and  died  on  the  after- 
noon of  the  fourth  hospital  day. 

Discussion 

Harold  H.  Coppersmith,  M.D.:  I will  briefly 
summarize  the  history  of  this  patient.  He  was  a 
young  Negro  male,  addicted  to  heroin  for  seven- 
teen years,  who  initially  entered  the  hospital  in  a 
stuporous  condition  with  high  fever,  jaundice, 
staphylococcus  sepsis,  and  central  nervous  system 
involvement.  He  developed  a loud  systolic  mur- 
mur, heart  failure,  and  episodes  presumably  of 
pulmonary  infarction  with  recovery,  only  to  return 
to  the  hospital  sixteen  months  later,  again  in  stu- 
por, with  jaundice,  and  with  focal  neurologic 
signs.  Surgical  evacuation  of  blood  from  within 
the  cranium  was  accomplished,  but  he  expired. 

It  is  not  clear  to  me  whether  the  patient  re- 
mained on  heroin  during  the  sixteen-month  inter- 
val between  the  first  and  second  admissions.  It 
was  suspected  that  he  did,  but  there  was  no  hard 
evidence  in  this  regard. 

John  T.  Flynn,  M.D.:  Dr.  Grange  watched 

him  very  faithfully  but  was  never  sure  as  to  what 
he  was  doing  about  his  addiction.  On  several  oc- 
casions between  admissions  I saw  him  in  the  hall- 
way here;  he  looked  glassy-eyed,  possibly  due  to 
heroin  or  to  methadone. 

Dr.  Coppersmith:  May  we  see  his  x-ray  films 
at  this  point? 
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FIGURE  4 Left  carotid  angiogram,  showing  displace- 
ment of  left  anterior  cerebral  artery  to  right  (arrow). 


John  Batillas,  M.D.:  On  the  first  admission 

the  initial  x-ray  films  of  the  chest  demonstrated  a 
slightly  enlarged  heart;  the  lung  fields  were  free  of 
pneumonic  infiltrate  or  pulmonary  congestion. 
Films  during  the  ensuing  six  weeks  demonstrated 
definite  enlargement  of  the  heart  with  appearance 
of  pulmonary  congestion  and  an  area  of  coales- 
cence in  the  right  lower  lung  field  (Fig.  1).  Three 
months  after  admission,  the  lung  fields  were  com- 
pletely clear,  and  the  parenchymal  infiltration  in 
the  right  lower  lung  field  had  resolved.  The  heart 
remained  enlarged,  although  it  decreased  in  size. 
The  chest  film  more  than  a year  later  showed  no 
change;  the  lungs  remained  clear,  and  the  heart 
was  smaller,  although  the  cardiothoracic  ratio  re- 
mained above  normal. 

Dr.  Coppersmith:  Dr.  Batillas,  do  you  see  any 
evidence  of  decrease  or  absence  of  peripheral  pul- 
monary vasculature  on  the  admission  film?  I’m 
thinking  of  multiple  thrombi,  emboli,  and  in- 
farcts. 

Dr.  Batillas:  The  lung  vasculature  looks  nor- 
mal on  the  first  film,  taking  into  consideration 
that  it  is  a portable  film. 

On  the  first  admission  the  lung  scan  demon- 
strated decreased  perfusion  throughout  the  entire 
right  lung,  and  it  was  felt  that  this  might  have 
been  due  to  a technical  difficulty.  The  scan  was 
repeated,  and  the  same  findings  were  obtained; 
there  was  a generalized  decrease  in  perfusion 


throughout  the  right  lung  field,  somewhat  patchy 
in  distribution  and  primarily  involving  the  right 
middle  and  right  lower  lung  fields.  The  findings 
were  consistent  with  multiple  pulmonary  emboli. 

On  the  final  admission,  a supine  film  showed 
that  the  heart  again  had  increased  in  size  consid- 
erably, together  with  accentuation  of  the  pulmo- 
nary markings  and  with  some  degree  of  pulmo- 
nary congestion.  On  the  final  film  two  days  later 
the  heart  appeared  enlarged,  although  again  we 
are  dealing  with  a portable  film.  The  lung  fields 
were  clear  of  a pneumonic  process,  and  the  costo- 
phrenic  angles  were  free  of  fluid.  There  may  have 
been  mild  pulmonary  congestion. 

On  the  final  admission  the  left  carotid  angio- 
gram in  the  anteroposterior  view  demonstrates  a 
definite  displacment  of  the  anterior  cerebral  ar- 
tery to  the  right  of  the  midline  (Fig.  4);  in  the  ve- 
nous phase  the  internal  cerebral  vein  is  also  dis- 
placed in  the  same  direction.  In  the  lateral  views 
a large,  avascular  mass  in  the  frontoparietal  re- 
gion causing  a depression  of  the  Sylvian  triangle 
with  stretching  of  the  ascending  or  convexity 
branches  of  the  middle  cerebral  artery  can  be 
seen.  We  are  dealing  with  a large,  avascular,  left 
frontoparietal  mass  which  could  have  been  a cere- 
bral hematoma  or  abscess. 

Dr.  Coppersmith:  The  first  electrocardiogram 
showed  left  ventricular  hypertrophy  voltage  crite- 
ria in  a vertical  heart,  a pattern  which  can  be  seen 
with  right  ventricular  hypertrophy.  Even  in  the 
very  first  electrocardiogram,  we  have  a suggestion 
of  left  atrial  involvement,  a term  which  I will  use 
rather  than  hypertrophy.  Many  electrocardiogra- 
phers  have  been  diagnosing  atrial  hypertrophy  on 
the  basis  of  a terminal  negative  deflection  of  the  P 
wave  in  lead  V\  equal  to  or  exceeding  1 mm.  in 
depth  and  with  a duration  of  0.04  second.  How- 
ever, it  has  been  shown  that  this  pattern  can  occur 
with  right  atrial  hypertrophy,  with  bilateral  atrial 
hypertrophy,  or  with  volume  changes  alone  in  the 
left  atrium  in  the  absence  of  hypertrophy.1  In 
this  case  we  are  inclined  to  accept  left  atrial  hy- 
pertrophy because  of  the  cardiac  catheterization 
studies  described  and  the  clinical  course. 

We  cannot  be  sure  whether  or  not  he  had  pul- 
monary hypertension  with  hypertrophy  of  the 
light  side  of  the  heart  and  dilatation  resulting 
from  multiple  pulmonary  emboli  from  his  veins 
before  that  first  admission.  The  pulmonary  func- 
tion study  results  on  the  first  admission  were 
compatible  with  multiple  pulmonary  infarcts  or 
thrombosis  in  situ,  since  they  indicated  hypoxia, 
poor  perfusion,  and  some  increase  in  physiologic 
dead  space. 

In  the  first  electrocardiogram  we  have  only  T- 
wave  inversion  in  lead  V2  and  a diphasic  T in  V3. 
This  is  perfectly  compatible  with  an  acutely  di- 
lated right  ventricle  as  well  as  with  myocardial 
anoxia.  The  subsequent  electrocardiograms  reJ 
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mained  essentially  the  same  except  for  T-wave  in- 
version in  the  precordial  leads. 

Cardiac  catheterization  produced  a great  deal  of 
data,  negative  as  well  as  positive.  From  the  posi- 
tive standpoint,  the  data  showed  marked  mitral 
regurgitation  with  left  ventricular  dysfunction  of 
the  hyperdynamic  type  and  marked  pulmonary 
venous  hypertension.  It  was  thought  that  the  ap- 
pearance of  the  mitral  valve  by  ventriculographic 
study  was  suggestive  of  ruptured  chordae  tendi- 
neae,  since  the  valve  appeared  somewhat  rolled 
back. 

I thought  I should  explain  the  patient’s  clinical 
course  on  the  basis  of  one  disease  entity  if  I could, 
since  he  was  a young  man  of  thirty-four.  When  a 
patient  is  older,  he  or  she  often  has  a variety  of 
ailments.  Fever,  a changing  heart  rhythm,  many 
positive  blood  cultures,  hematuria,  anemia,  Osier 
nodes,  Roth’s  spots,  splinter  hemorrhages,  and  a 
possible  embolus  to  the  brain  on  the  first  admis- 
sion constitute  inescapable  evidence  for  bacterial 
endocarditis.  It  is  true  that  Osier  nodes  have 
been  described  in  lupus  erythematosus  and  in  ty- 
phoid fever,  but  these  conditions  would  leave 
unexplained  the  blood  cultures  positive  for  S.  au- 
reus and  the  episode  of  intracranial  bleeding. 

Changing  heart  murmurs  are  often  described  in 
bacterial  endocarditis,  but  most  of  the  time  they 
reflect  the  findings  of  different  listeners  rather 
than  a true  change  in  the  character  of  the  mur- 
mur. In  this  patient,  however,  the  change  was 
quite  dramatic  and  was  confirmed  by  many  ob- 
servers. This  evidence  was  further  buttressed  by 
the  ventriculographic  appearance  suggestive  of 
ruptured  chordae  tendineae. 

Assuming  that  the  patient  had  bacterial  endo- 
carditis when  he  entered  the  hospital  the  first 
time,  his  stupor  and  spinal-fluid  findings  were  ex- 
plainable on  the  basis  of  a cerebral  embolus,  since 
bacterial  endocarditis  very  often  is  associated  with 
central  nervous  system  involvement.  In  a collec- 
tion of  21  reports  by  Ziment2  comprising  1,821  pa- 
tients with  endocarditis,  almost  one  quarter  dem- 
onstrated neurologic  features.  Incidentally,  there 
was  no  difference  in  the  incidence  of  neurologic 
complications  in  the  antibiotic  era  as  compared 
with  the  prior  nonantibiotic  treatment  era.  On 
the  first  admission  of  this  patient  the  nature  of 
the  initial  central  nervous  system  lesion  was  not 
clear  because  of  the  absence  of  focal  neurologic 
signs.  We  have  evidence  from  the  spinal  fluid — 
increased  protein  level,  increased  pressure,  and  in- 
creased red  cells — that  something  was  amiss.  I 
think  the  most  likely  explanation  is  a small  brain 
embolus. 

His  jaundice  was  marked  on  the  first  admission, 
with  a serum  bilirubin  level  of  almost  12  mg.  per 
100  ml.  accompanied  by  marked  elevations  of 
SGOT  and  LDH  and  a modest  elevation  of  alka- 
line phosphatase.  All  these  can  be  explained  on 


the  basis  of  serum  hepatitis  to  which,  as  we  know 
from  past  experience,  heroin  addicts  are  very 
prone.  But  does,  it  not  seem  strange  that  a young 
man  should  enter  the  hospital  with  two  different 
diseases,  not  once  but  twice,  because  on  the  sec- 
ond admission  he  again  entered  with  jaundice 
and  staphylococcus  sepsis.  I am  inclined  not  to 
think  that  he  had  serum  hepatitis  but  to  associate 
the  jaundice  with  his  underlying  disease. 

Now  what  could  that  disease  be?  We  can  logi- 
cally assume  that  his  jaundice  was  the  result  of 
congestion  of  the  liver  secondary  to  heart  failure. 
I must  admit  that  the  high  proportion  of  direct- 
reacting  bilirubin,  which  would  suggest  obstruc- 
tive jaundice,  bothers  me  in  this  regard,  as  does 
the  fact  that  the  original  chest  Film  did  not  show 
significant  pulmonary  congestion.  I recall  a pa- 
tient who  fooled  all  of  us  clinicians  with  marked 
jaundice  actually  due  to  acute  and  chronic  con- 
gestion of  the  liver;  we  were  convinced  that  the 
patient  had  hepatitis,  until  we  found  a similar 
case  record  strongly  suggestive  of  hepatitis  but  in 
reality  due  to  congestion  of  the  liver.3  Such 
marked  degrees  of  jaundice  are  admittedly  unusu- 
al in  congestion  of  the  liver,  which  more  common- 
ly is  associated  with  minimal  jaundice.  The  case 
record  to  which  I refer  reported  an  elevated  di- 
rect-reacting serum  bilirubin  which  constituted 
about  60  to  70  per  cent  of  the  total.  Commonly, 
in  congestion  of  the  liver  the  serum  bilirubin  is 
mostly  of  the  unconjugated  fraction.  I would  pre- 
fer to  place  my  emphasis  on  the  clinical  findings 
in  our  case  which  are  most  consistent  with  acute 
congestion  of  the  liver.  One  would  have  to  as- 
sume then  that  he  had  acute  failure  of  the  right 
side  of  the  heart  at  the  time  of  the  first  admission. 

During  his  first  admission  he  had  signs  of  pul- 
monary infarction — the  whole  picture,  in  fact, 
which  does  not  happen  very  often.  Many,  per- 
haps most,  pulmonary  infarcts  occur  without  clin- 
ical manifestations  and  are  diagnosed  initially  by 
the  pathologist.  However,  this  patient  had  chest 
pain,  hemoptyses,  fever,  leukocytosis,  and  a lung 
scan  result  which  was  consistent  with  multiple  in- 
larcts.  At  the  time  of  admission,  he  already 
showed  signs  of  endocarditis  of  the  left  side  of  the 
heart,  including  cerebral  signs.  We  must  ask  also 
whether  the  right  side  of  the  heart  was  involved  in 
the  endocarditis  process,  since  we  know  from  prior 
experience  with  heroin  addicts  that  they  not  infre- 
quently show  involvement  of  the  right  side  of  the 
heart,  mainly  of  the  tricuspid  valve.  In  one  series 
of  6 patients,  all  had  tricuspid  valve  involvement 
solely.4  Other  series  of  patients  have  had  tricus- 
pid valve  involvement,  but  the  most  frequently 
damaged  valve  was  the  aortic,  with  the  mitral  a 
close  second.5  The  catheter  study  results  in  our 
patient  do  not  indicate  tricuspid  insufficiency  or 
stenosis  nor,  for  that  matter,  any  pulmonic  insuf- 
ficiency or  stenosis.  How  then  can  we  explain  his 
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pulmonary  infarcts?  One  could  say  that  he  might 
have  had  involvement  of  the  right  side  of  the 
heart  which  healed  so  well  that  the  catheter  stud- 
ies showed  nothing,  but  I think  it  is  more  likely 
that  his  pulmonary  infarcts  resulted  from  emboli 
from  venous  sources.  He  was  taking  heroin  pre- 
sumably for  seventeen  years  and  must  have  dam- 
aged a great  many  veins  in  that  time.  I was  par- 
ticularly interested  in  learning  whether  or  not  he 
had  used  his  leg  veins  for  injections,  because  these 
are  a notorious  source  of  emboli.  Dr.  Grange,  do 
you  know  if  he  used  his  leg  veins  for  that  purpose? 

Carmen  H.  Grange,  M.D.:  No,  I don’t  believe 
so. 

Dr.  Coppersmith:  At  any  rate,  I am  explain- 
ing his  multiple  pulmonary  emboli  on  the  basis  of 
vein  involvement  and  not  on  tricuspid  valve  in- 
volvement. 

Was  the  aortic  valve  the  site  of  vegetations? 
Again,  we  have  no  positive  catheterization  evi- 
dence for  this  possibility,  although  he  may  have 
had  aortic  valve  involvement,  not  of  an  extensive 
degree,  which  healed  and  left  no  signs  either  of 
insufficiency  or  stenosis.  The  aortic  is  the  most 
frequently  involved  valve  in  heroin  addicts  with 
staphylococcus  sepsis.  One  can  offer  the  hypoth- 
esis that  the  patient  had  aortic  valve  endocarditis 
with  a subsequent  embolus  to  a coronary  artery 
which  then  caused  myocardial  infarct,  rupture  of 
chordae  tendineae,  and  consequent  mitral  valve 
regurgitation  and  insufficiency.  Evidence  for  this 
hypothesis  is  lacking. 

On  the  final  admission  he  had  an  intracerebral 
lesion,  presumably  secondary  to  an  embolus  to 
and  infarction  of  his  brain,  which  might  even  have 
occurred  at  the  time  of  his  first  admission,  and 
may  have  harbored  staphylococci  over  the  subse- 
quent two  years  if  it  were  well  encapsulated.  I 
have  seen  brain  abscesses  with  bacteria  which 
presumably  have  remained  dormant  for  many 
years  and  later  ruptured  and  caused  sepsis.  More 
likely,  however,  is  the  possibility  that  the  patient 
may  have  reinfected  himself  through  the  mainte- 
nance of  his  drug  habit,  so  I am  interpreting  his 
brain  lesion  as  a septic  infarct  which  bled  and 
caused  his  death.  Since  he  did  not  have  a sub- 
arachnoid hemorrhage  solely,  I think  rupture  of  a 
mycotic  aneurysm  is  less  probable,  unless  the  an- 
eurysm were  entirely  intracerebral. 

In  summary  my  anatomic  diagnoses  are  as  fol- 
lows: bacterial  endocarditis  with  S.  aureus  in- 

volving the  mitral  valve,  rupture  of  one  or  more 
chordae  tendineae,  congestive  heart  failure,  and 
acute  and  chronic  passive  congestion  of  the  liver 
with  centrilobular  fibrosis.  By  this  latter  term  I 
do  not  mean  cardiac  cirrhosis,  which  results  from 
marked  right-sided  failure  over  a long  period  of 
time,  at  least  five  to  nine  years.  I think  this  pa- 
tient had  renal  infarcts  also,  with  microabscesses 
of  the  kidneys,  multiple  pulmonary  infarcts  or 


thromboses-in-situ  of  the  pulmonary  vessels,  and 
septic  cerebral  infarct  with  rupture  as  his  final  ep- 
isode. 

Dr.  Flynn:  The  jaundice  at  the  beginning  of 

each  admission  suggests  another  possibility,  that 
the  patient  injected  himself  with  some  substance 
to  which  he  developed  a hepatotoxic  reaction, 
possibly  heroin  or  something  the  nature  of  which 
we  will  never  know. 

Remembering  that  this  man’s  first  hospital 
course  strongly  suggested  a subacute  form  of  bac- 
terial endocarditis,  are  you  not  surprised  that 
blood  cultures  were  repeatedly  positive  for  S.  au- 
reus which  often  causes  a rapidly  progressive 
endocarditis? 

Dr.  Coppersmith:  Clinicians  interested  in 

endocarditis  have  come  to  the  conclusion  that  one 
should  not  use  the  terms  “acute”  and  “subacute,” 
because  acute  bacterial  endocarditis  may  become 
subacute  by  virtue  of  treatment.  In  other  words, 
the  difference  between  subacute  and  acute  clini- 
cally was  based  in  the  past  on  the  duration  of  the 
illness.  Currently  one  should  only  diagnose  endo- 
carditis and  specify  the  organism.  In  this  case,  I 
believe  that  the  organism  was  S.  aureus  coagulase 
positive,  which,  incidentally,  is  the  so-called  “hos- 
pital bug.”  You  have  to  be  cautious  if  you  find  it 
only  once  or  even  twice  in  the  blood  cultures,  be- 
cause it  may  be  on  the  intravenous  infusion  tub- 
ing or  may  be  a contaminant  from  anywhere  in 
the  hospital  area. 

Dr.  Flynn:  Dr.  Coppersmith,  why  did  you  not 
diagnose  a perforation  of  the  mitral  valve? 

Dr.  Coppersmith:  Perforations  of  the  mitral 

valve  occur  not  infrequently,  particularly  in 
staphylococcus  bacterial  endocarditis,  and  it  is 
not  very  difficult  to  make  that  diagnosis,  because 
the  murmur  is  usually  quite  distinctive  when  the 
perforation  is  not  too  large.  The  murmur  is  a 
musical  one,  almost  like  a note  on  a violin,  and  in 
part  is  reminiscent  of  the  musical  aortic  diastolic 
murmur  in  tertiary  lues.  Of  course  even  if  such  a 
murmur  is  not  heard  a mitral  perforation  can  still 
be  present. 

Dr.  Flynn:  Dr.  Grange,  you  devoted  many 

hours  to  this  patient’s  medical  care.  Are  there 
any  points  you  would  like  to  make? 

Dr.  Grange:  I last  saw  him  about  five  weeks 

before  his  death,  and  he  seemed  to  be  quite  all 
right;  he  was  taking  his  cardiac  medications  and 
showed  no  outward  signs  of  addiction.  He  looked 
well  and  was  putting  on  weight.  I do  not  really 
know  whether  he  returned  to  his  drug  habit;  he 
might  have  done  so  shortly  before  his  final  admis- 
sion. 

Stefan  Shanzer,  M.D.:  Dr.  Coppersmith.  I 

don’t  quite  understand  your  statement  that  this 
patient  did  not  have  subarachnoid  hemorrhage  on 
his  second  admission.  He  did  have  bloody  spinal 
fluid. 
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Dr.  Coppersmith:  He  undoubtedly  had  sub- 

arachnoid bleeding.  I meant  that  the  source  of 
the  bleeding  was  the  intracerebral  lesion  that  was 
noted  on  cerebral  angiography. 

Dr.  Shanzer:  The  first  spinal  fluid  sample 

was  reported  as  being  normal  except  for  a yellow 
color  and  a protein  content  of  68  mg.  per  100  ml. 
Did  you  consider  the  possibility  that  the  xantho- 
chromia was  associated  with  the  jaundice  rather 
than  with  previous  bleeding  or  with  the  intrinsic 
cerebral  lesion? 

Dr.  Coppersmith:  I believe  Dr.  Shanzer  is 

asking  that  question  to  bring  out  a clinical  point. 
A yellow  color  does  not  appear  in  the  spinal  fluid 
of  a jaundiced  patient  except  when  he  is  very 
deeply  jaundiced  over  a long  period  of  time.  In 
kernicterus,  of  course,  one  may  find  yellowish  spi- 
nal fluid,  but  as  a rule  with  jaundice  the  spinal 
fluid  is  colorless. 

Stanley  S.  Yormak,  M.D.:  In  homocystinuria 
one  can  see  multiple  infarctions  of  the  brain,  lung, 
liver,  and  kidneys.  Was  there  anything  about 
this  patient  in  terms  of  mental  status,  ectopic 
lenses,  or  peculiarities  of  habits,  which  might 
suggest  such  a diagnosis? 

Dr.  Flynn:  On  the  contrary,  with  the  excep- 

tion of  his  veins  and  the  cardiac  problem,  he  ap- 
peared an  ordinary  individual  with  nothing  to 
suggest  a special  unusual  disease. 

Dr.  Coppersmith:  One  more  factor  that  mili- 
tates against  that  possibility— his  urine  did  not 
turn  black  in  the  catheter  bag. 

Dr.  Yormak:  Other  diagnoses  that  might  have 
accounted  for  these  neurologic  and  pulmonary 
findings  would  be  thrombotic  thrombocytopenic 
purpura  or  a diffuse  intravascular  coagulopathy. 
The  evidence  for  the  first  is  not  good,  but  in 
favor  of  the  second  possibility,  on  his  last  admis- 
sion, was  the  low  platelet  count,  although  ob- 
viously other  supportive  studies  are  not  available. 
Would  you  consider  either  of  these  diagnoses? 

Dr.  Coppersmith:  Of  course,  they  could  al- 

ways be  considered,  but  I am  operating  on  the  law 
of  parsimony  which  says  “Do  not  multiply  caus- 
es.” I would  like  to  explain  all  the  clinical  find- 
ings on  the  basis  of  the  one  overwhelming  cardiac 
lesion. 

Dr.  Yormak:  How  about  brain  abscess? 

Dr.  Coppersmith:  Brain  abscess  cannot  be 

ruled  out  in  view  of  the  positive  S.  aureus  cultures 
in  the  spinal  fluid  on  the  second  admission.  It  is 
more  likely,  I think,  that  he  had  a mycotic  infarct 
which  might  have  remained  dormant  for  the  inter- 
vening two  years,  but  I do  not  know  how  we  are 
ever  going  to  resolve  that  problem  except  via  the 
pathologic  findings. 

Yat  Ting  Mov,  M.D.:  Would  Dr.  Copper- 

smith comment  on  the  enlarged  liver  as  suggested 
by  the  liver  scan?  Would  he  consider  multiple 
liver  abscesses  secondary  to  staphylococcus  with 
subsequent  septic  emboli  to  the  lungs? 


Dr.  Coppersmith:  I cannot  rule  out  abscesses 
of  the  liver;  however  he  had  enough  cardiac  dam- 
age with  congestive  failure  over  a significant  peri- 
od of  time,  so  I would  prefer  to  interpret  his  en- 
larged liver  as  secondary  to  congestion. 

Henry  A.  Sampson,  M.D.:  Dr.  Coppersmith, 

you  failed  to  comment  on  the  one  positive  sputum 
culture  for  Candida,  an  organism  which  is  not  in- 
frequently a cause  of  endocarditis  in  addicts. 

Dr.  Coppersmith:  The  Candida  culture  was 

not  a blood  culture,  and  we  had  enough  evidence 
for  staphylococcus  septicemia.  I don’t  think  we 
have  to  include  Candida  infection  here,  although  I 
agree  that  such  an  infection  occurs  often  in  drug 
addicts. 

Dr.  Flynn:  And  after  a long  period  of  antibi- 
otic therapy,  such  a fungus  infection  would  not  be 
surprising. 

Dr.  Yormak:  Was  there  an  Australian  antigen 
determination  done,  in  relation  to  underlying  pro- 
gressive liver  disease? 

Dr.  Flynn:  No. 

Clinical  diagnoses 

1.  Acute  bacterial  endocarditis,  old,  healed 
( Staphylococcus  aureus),  with  secondary  rupture 
of  chordae  tendineae  of  mitral  value,  or  perfora- 
tion of  mitral  valve  leaflet 

2.  Recurrent  Staphylococcus  aureus  septice- 
mia, secondary  to  recurrence  of  heroin  addiction, 
with  secondary  septic  infarction  of  the  brain 

3.  Possible  recurrent  hepatitis,  secondary  to  re- 
peated parenteral  injections 

Dr.  Coppersmith's  diagnoses 

1.  Bacterial  endocarditis  (Staphylococcus  au- 
reus) with  mitral  valve  involvement  and  rupture 
of  one  or  more  chordae  tendineae 

2.  Congestive  heart  failure;  acute  and  chronic 
passive  congestion  of  the  liver 

3.  Probable  renal  infarctions,  old,  secondary  to 
bacterial  endocarditis;  recent  microabscesses  of 
the  kidneys 

4.  Multiple  pulmonary  infarctions  secondary  to 
peripheral  vein  thrombosis 

5.  Infarction  and  necrosis,  left  cerebral  hemi- 
sphere, with  hemorrhage,  secondary  to  septic 
embolism 

Pathology  discussion 

Solange  Abu  Nassar,  M.D.:  The  autopsy  was 
performed  by  Faruk  Presswalla,  M.D.;  the  Office 
of  the  Chief  Medical  Examiner  of  the  City  of  New 
York  has  kindly  made  the  pathologic  findings 
available  to  us. 

This  patient  was  a fairly  well-nourished  and 
young-appearing  Negro  male.  The  veins  of  both 
arms  were  extensively  thrombosed  and  scarred; 
the  calves  showed  no  injection  sites. 

The  heart  weighed  430  Gm.  The  epicardium 
showed  three  swollen  areas — in  the  left  ventricle 
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FIGURE  5.  (A)  Left  ventricle  with  absence  of  commissural  chordae  (horizontal  arrows)  of  mitral  valve;  vegetation 

with  subendocardial  abscess  in  left  auricle  (vertical  arrow).  (B)  Ruptured  commissural  chordae  tendineae  of  mitral 
valve;  auricular  vegetation  at  upper  right. 


and  on  the  anterior  and  posterior  walls  above  the 
apex — which  on  cutting  revealed  myocardial  ab- 
scesses, just  beneath  the  epicardium.  On  the  free 
edge  of  the  tricuspid  valve  there  was  an  elongat- 
ed, firm,  adherent,  0.3-cm.,  yellow-white  vegeta- 
tion. The  valve  itself  and  its  chordae  tendineae 
were  normal.  The  left  atrium,  0.5  cm.  above  the 
mitral  valve  ring,  showed  a 0.5-cm.  rough  area 
that  had  the  appearance  of  an  active  vegetation, 
with  subendocardial  abscess  formation  (Fig.  5A). 
The  mitral  valve  was  of  normal  caliber.  In  the 
posteromedial  commissure  between  the  mitral 
valve  leaflets  there  was  an  old  rupture  of  several 
chordae  tendineae  which  were  retracted,  coiled, 
and  thickened;  there  were  pinpoint  friable  vegeta- 
tions at  the  margins  (Fig.  5B).  This  is  probably 
why  definite  ballooning  of  the  leaflets  of  the  valve 
could  not  be  seen  on  the  ventriculogram  at  the 
medical  center.  Blood  apparently  regurgitated  up 
through  that  commissural  area  during  ventricular 
systole.  This  lesion  must  have  been  present  dur- 
ing the  two  years  following  the  episode  of  bacterial 
endocarditis. 

I would  like  to  review  briefly  the  anatomic  rela- 
tionships of  the  chordae  tendineae,  since  they  ap- 
pear to  be  important  in  this  case.  The  anterior 
leaflet  of  the  mitral  valve  forms  a curtain  in  the 
left  ventricle  which  separates  the  inflow  of  blood 
from  the  anteriorly  directed  outflow  via  the  aorta. 
This  route  of  passage  of  the  blood  does  not  permit 
the  anterior  leaflet  to  be  attached  to  the  chordae 
tendineae  except  along  its  free  margins.  So-called 
basal  chordae  pass  directly  from  the  wall  of  the 
ventricle  itself  up  to  the  undersurface  of  the  pos- 
terior leaflet  only.  The  two  papillary  muscles 
have  direct  connections  by  heavy  chordae  tendi- 
neae into  the  “rough  zone,”  or  marginal  free  edges 
of  the  mitral  valve  leaflets.  Adjacent  to  this 


“rough  zone”  is  the  thin  portion  of  the  valve  leaf- 
let, while  the  basal  area  of  the  leaflet  is  close  to 
the  annulus  fibrosus.  The  chordae  which  attach 
to  points  of  junction  of  the  anterior  with  the  pos- 
terior leaflet  are  called  commissural  chordae. 
Each  papillary  muscle  supplies  chordae  to  each 
leaflet  as  well  as  to  one  of  the  commissures. 

Sections  of  the  right  and  left  ventricular  myo- 
cardium and  of  the  papillary  muscles  showed  ne- 
crosis with  abscess  formation.  The  right  atrium, 
pulmonary  artery,  aorta,  and  coronary  arteries 
were  essentially  unremarkable.  Microscopic  sec- 
tions of  the  papillary  muscle  revealed  abscess  for- 
mation (Fig.  6A).  Other  sections  of  the  myocar- 
dium revealed  thrombi  in  the  veins,  as  often  hap- 
pens in  areas  of  abscess  formation.  We  also  found 
septic  emboli  in  the  lesser  coronary  branches 
within  the  myocardium  itself  (Fig.  6B).  Tiny  ab- 
scesses were  seen  in  the  myocardium.  Sections  of 
the  heart  at  a distance  from  the  abscessed  areas 
showed  fibrosis  of  the  myocardium,  compatible 
with  the  fact  that  this  patient  had  had  earlier 
bacterial  endocarditis  with  myocardial  damage 
and  subsequent  healing.  The  vegetation  in  the 
atrial  endocardium  showed  cotton  Fibers  with  Fi- 
brin admixed  with  red  blood  cells. 

Evidence  of  septic  embolization,  with  bacterial 
clumps  and  thrombi  in  blood  vessels,  was  present 
in  all  of  the  organs  which  I will  now  describe. 
The  brain  weighed  1,350  Gm.  There  was  diffuse 
subarachnoid  hemorrhage  over  the  swollen  left  ce- 
rebral hemisphere;  there  was  uncal  herniation  on 
that  side.  A small  surgical  incision  was  present  in 
the  parietal  cortex.  The  circle  of  Willis  was  in- 
tact and  showed  minimal  atherosclerosis.  The 
corpus  callosum  was  necrotic.  There  was  a cavi- 
tating  hematoma  with  adjacent  necrotic  brain  tis- 
sue in  the  left  cerebral  hemisphere,  widening  the 
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FIGURE  6.  (A)  Abscess  formation  in  papillary  muscle  of  left  ventricle  (B)  Septic  thromboembolus  in  small  vessel  in 

myocardium.  (Hematoxylin  and  Eosin  Stain) 


ventricular  system.  This  was  more  marked  in  the 
frontal  lobe  but  also  extended  to  the  parietal  lobe. 
The  hematoma  and  necrotic  brain  tissue  were 
mixed  with  Gelfoam.  The  blood  clot  was  also  in 
the  ventricle  on  the  right  side  and  in  the  fourth 
ventricle.  There  was  infarction  in  the  distribu- 
tion of  the  left  anterior  and  posterior  cerebral  ar- 
teries with  involvement  of  the  caudate  nucleus 
and  thalamus.  Focal  peripheral  areas  of  necrosis 
were  seen  in  both  occipital  lobes. 

The  lungs  weighed  700  Gm.  each;  the  surface  of 
the  left  lung  presented  three  dark  red  areas,  ap- 
proximately 1 to  2 cm.  in  diameter,  suggestive  of 
septic  infarctions,  perhaps  of  early  abscess  forma- 
tion. Sections  of  the  lungs  showed  congestion  and 
extensive  edema;  there  was  an  early  pneumonia 
involving  the  upper  portions  of  both  upper  lobes. 

Each  kidney  weighed  250  Gm.,  and  the  surfaces 
showed  deep,  old,  pitted  scars  and  narrowing  of 
the  underlying  cortex  compatible  with  prior  em- 
bolic infarction.  On  cut  section,  there  was  evi- 
dence of  multiple  small  abscesses. 

We  may  distinguish  between  acute  and  sub- 
acute bacterial  endocarditis  on  the  basis  of  the 
virulence  of  the  organism.  If  a virulent  and  de- 
structive organism  is  clearly  identified,  the  acute 
form  of  endocarditis  is  diagnosed  as  in  this  case. 
Staphylococcus  is  responsible  in  over  80  per  cent 
of  the  acute  disease  processes,  and  Streptococcus 
viridans  causes  70  to  90  per  cent  of  the  subacute 
form.  Mycotic  aneurysms  are  more  common  in 
the  latter  condition;  the  acute  type  is  associated 
with  abscesses  because  the  organisms  destroy  the 
blood  vessels  and  may  cause  rupture,  abscess  for- 
mation, meningitis,  encephalitis,  and  areas  of 
hemorrhage. 

Narcotic  addicts  have  an  associated  incidence  of 
endocarditis,  and  in  these  the  heart  is  previously 
normal.  It  was  believed  in  the  past  that  heroin 
addicts  are  more  likely  to  have  bacterial  endocar- 
ditis on  the  right  side  of  the  heart.  The  more  re- 
cent literature  reports  cases  involving  both  sides.5 
However,  when  the  tricuspid  or  pulmonic  valves 


are  involved,  S.  aureus  is  the  expected  organism. 

Foreign-body  granulomas  containing  either  talc 
particles  or  starch  spherules  may  be  found  in  drug 
addicts  at  the  site  of  injection,  in  the  lungs,  or  in 
the  liver.  In  sections  of  the  lungs,  we  found  quite 
a few  granulomas.  The  liver  was  congested,  but 
no  granulomas  were  identified. 

In  summary,  this  is  a case  of  acute  bacterial 
endocarditis  in  a drug  addict  resulting  in  the  rup- 
ture of  chordae  tendineae  and  frequent  episodes  of 
septic  embolization.  There  are  other  causes  of 
rupture  of  chordae  tendineae,  but  they  are  rela- 
tively rare.  This  is  in  contrast  to  papillary  mus- 
cle rupture,  where  myocardial  infarction  is  the 
most  common  cause. 

Dr.  Flynn:  A word  about  prognosis  and  thera- 
py in  this  condition.  Many  patients  with  rup- 
tured chordae  live  only  a short  time  after  the  rup- 
ture. On  the  other  hand,  there  are  many  appar- 
ent prolonged  survivals  on  record,  and  it  is  note- 
worthy that  our  patient  did  not  die  of  ruptured 
chordae  tendineae,  but  rather  of  complications  of 
his  old  habit  of  addiction.  There  is  a report  of  a 
patient  with  ruptured  chordae  tendineae  of  the 
tricuspid  valve  surviving  quite  well  for  twenty- 
four  years  prior  to  surgical  repair.6  Another  pa- 
tient was  observed  for  sixteen  years  with  pre- 
sumed rheumatic  mitral  stenosis  and  insufficiency 
but  at  autopsy  was  discovered  to  have  a balloon- 
ing mitral  leaflet  due  to  ruptured  chordae  tendi- 
neae; no  evidence  of  rheumatic  heart  disease  was 
found.7 

Surgeons  have  attempted  to  correct  the  effects 
of  ruptured  chordae  by  plication  of  the  mitral 
valve,  drawing  closer  together  those  chordae  ten- 
dineae which  are  still  intact.8-9  Attempts  at  re- 
pair of  individual  chordae  have  been  disastrous. 
If  the  situation  is  bad  enough,  the  whole  valve 
may  have  to  be  replaced  by  a prosthesis. 

Basil  Moumgis,  M.D.:  Do  you  think  that  his 
longevity  was  a result  of  that  commissural  loca- 
tion of  the  ruptured  chordae  that  would  cause  less 
anatomic  change  in  the  valve,  less  ballooning,  and 
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less  regurgitation? 

Dr.  Flynn:  It  is  tempting  to  think  so.  How- 

ever, when  you  consider  the  patient  who  for  six- 
teen years  lived  with  ballooning  of  a mitral  valve 
leaflet,  then  my  commissural  location  theory  ap- 
pears less  substantial.  Cases  of  ruptured  chordae, 
proved  at  operation,  have  been  reported  in  such  a 
way  as  to  suggest  that  the  lesions  may  have  been 
present  for  thirty  to  forty  years.  However,  the 
long  duration  of  such  lesions  was  assumed  largely 
on  the  basis  of  a murmur  known  to  be  present  for 
many  years,  which  is  doubtful  documentation  at 
best.  The  same  considerations  make  a clear  eval- 
uation of  the  usefulness  of  elective  surgical  repair 
very  difficult;  most  of  the  patients  operated  on 
have  been  cases  of  severe  heart  failure,  and  some- 
thing had  to  be  done. 

With  ruptured  chordae  there  may  be  hypertro- 
phy of  the  left  ventricle,  often  with  very  little  en- 
largement of  the  left  auricle.  The  left  auricle  in 
our  patient  was  not  enlarged.  The  papillary  mus- 
cles which  are  still  connected  to  the  valve  may  hy- 
pertrophy, while  those  that  have  lost  that  connec- 
tion via  the  chordae  may  atrophy. 

Dr.  Abu  Nassar:  If  papillary  muscle  damage 
is  present  with  poor  left  ventricular  function,  then 
the  patient  will  have  a poor  prognosis.  Prognosis 
is  determined  by  the  functional  condition  of  the 
ventricles  rather  than  by  the  extent  of  papillary 
muscle  damage. 

Dr.  Coppersmith:  The  crux  of  the  matter  is 

not  the  location  of  the  anatomic  damage  but  the 
amount  of  physiologic  damage  that  occurred  due 
to  the  anatomic  damage.  With  regurgitation  as 
marked  as  it  was  in  this  case,  a patient  with  a 
good  myocardium  may  withstand  that  amount  of 
regurgitation  for  a long  time.  Furthermore,  the 
degree  of  cardiac  compensation  is  also  a function 
of  how  much  exertion  the  patient  is  subject  to.  I 
think  it  is  a function  mainly  of  the  dynamics  of 
the  circulation  rather  than  the  anatomy. 

Since  the  left  atrium  did  not  appear  to  be  en- 
larged or  hypertrophied,  I think  that  in  view  of 
the  electrocardiographic  findings  we  could  use  this 
patient  as  an  example  of  volume  changes  causing 
the  picture  of  left  atrial  involvement. 

Dr.  Flynn:  One  finding  that  was  surprising  to 
me  was  the  amount  of  grossly  visible  damage  to 
the  papillary  muscles.  They  were  fibrotic  and  ab- 
scessed in  several  locations,  and  still  they  were 
functioning  effectively. 

Dr.  Yormak:  The  pathologic  findings  did  not 
show  any  underlying  heart  disease  such  as  rheu- 
matic or  congenital,  so  this  appears  to  be  bacterial 
endocarditis  in  a previously  normal  heart,  a con- 
dition often  seen  in  addicts.  I think  whenever  we 
see  an  infection  such  as  this,  we  should  ask 
whether  some  factor  has  altered  the  patient’s  re- 
sistance to  the  infecting  organism  and  do  appro- 
priate studies  to  see  if  there  is  some  defect  in  anti- 
body responses. 


Dr.  Flynn:  It  is  of  interest  that  in  the  first 

fourteen  days  of  the  patient’s  first  admission,  the 
blood  cultures  continued  to  be  positive  in  spite  of 
the  overwhelming  amount  of  antibiotic  which  he 
received.  On  the  second  admission  he  must,  I as- 
sume, have  injected  himself  again  with  contami- 
nated material  and  literally  became  a culture  me- 
dium. 

Dr.  Shanzer:  Were  there  any  sections  taken 

from  the  right  side  of  the  brain,  which  was  pre- 
sumably clinically  normal?  Otherwise  we  have 
evidence  only  of  a brain  abscess  and  hemorrhage 
on  the  left  side. 

Dr.  Flynn:  There  were  small  septic  foci  in 

both  cerebral  hemispheres,  but  it  was  difficult 
grossly  to  distinguish  purely  meningeal  lesions 
from  parenchymal  ones. 

Eric  J.  Falkson,  M.D.:  Was  the  tricuspid 

valve  normal? 

Dr.  Abu  Nassar:  The  only  abnormality  which 
I can  report  is  the  presence  of  a tiny  vegetation 
attached  to  the  edge  of  the  valve  leaflet.  The  rest 
of  it  looked  functionally  normal,  except  that  the 
papillary  muscles  of  the  tricuspid  valve  were  also 
involved  with  abscess  formation.  Maybe  there 
was  functional  difficulty  in  that  area  on  the  final 
admission. 

Final  anatomic  diagnoses 

1.  Staphylococcus  aureus  endocarditis  and  sep- 
ticemia, with  multiple  abscesses  in  myocardium, 
lungs,  spleen,  kidneys,  and  brain 

2.  Massive  left  intracerebral  hemorrhage  from 
septic  embolization;  status  post  left  hemi- 
craniotomy 

3.  Staphylococcus  endocarditis,  old,  healed, 
with  old  rupture  of  commissural  chordae  tendi- 
neae  of  mitral  valve;  with  old  healed  embolic  in- 
farctions of  both  kidneys 

4.  Acute  bronchopneumonia,  both  upper  lobes; 
moderate  bilateral  pulmonary  edema  and  conges- 
tion 

5.  History  of  heroin  addiction 
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How  can  a defect  in  the  vermilion  of  the  lip  be 
filled?  The  best  way  is  to  use  similar  tissue,  and 
the  ideal  tissue  is  vermilion. 1-3 

Case  report 

The  patient  shown  in  Figure  1 was  referred  at 
the  age  of  twelve  for  repair  of  scars  of  the  lips. 
The  mother  thought  that  he  had  fallen  in  the 
street  and  had  developed  scars  of  the  upper  and 
lower  lips  some  weeks  later.  However,  I could  see 
no  scars.  There  were  dimpled  areas  in  the  lips 
and  notching  of  the  left  upper  lip.  On  question- 
ing further,  it  became  clear  that  the  deformities 
had  appeared  gradually  over  the  past  few  years; 
there  was  no  pain  or  inflammation  associated  with 
them.  The  fall  was  only  incidental.  No  other  ill- 
ness of  any  consequence  could  be  recalled,  and 
nothing  like  it  had  been  seen  in  either  side  of  the 
family. 

When  I examined  him,  there  were  several  deep, 
irregular,  conical  depressions  in  the  left  side  of  the 
upper  and  the  lower  lips,  with  dimpling  and  wast- 
ing of  the  chin,  and  a hollow  in  the  left  submental 
region.  The  lips  were  very  asymmetrical,  with 
deep  notching  of  the  left  upper  vermilion,  a verti- 
cal notch  in  the  lower  lip  just  to  the  left  of  the 
midline,  and  apparent  fullness  in  the  right  lower 
lip  when  compared  with  the  left  side.  In  addi- 
tion, there  was  a barely  perceptible  hollowing  of 
the  left  cheek,  in  the  preauricular  region,  and  the 
left  ear  protruded  a little  more  than  the  right. 
Otherwise,  there  were  no  detectable  deformities 
or  abnormalities  in  the  full  examination  of  the  pa- 
tient. 

All  were  localized  areas  of  wasting  with  no  scar- 
ring of  the  skin.  The  diagnosis  of  hemifacial  atro- 
phy fitted  very  well  when  one  considered  that 

Presented  at  the  New  York  Academy  of  Medicine,  Section 
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FIGURE  1.  Patient  at  age  twelve  before  operation. 
Note  asymmetry  of  face,  especially  upper  and  lower 
lips,  notch  in  lower  lip.  and  patchy  atrophy  of  chin. 
Wasting  confined  entirely  to  one  side  of  face. 

there  was  wasting.  This  was  now  evident  and 
had  not  been  apparent  until  five  years  previously. 
The  mother  confirmed  this  with  some  photo- 
graphs taken  at  varying  ages:  five,  six,  and  seven 
and  a half  years.  Hence  one  came  to  the  conclu- 
sion that  the  condition  was  progressive,  and  there 
was  no  doubt  that  the  wasting  was  confined  to  the 
left  side  of  the  face. 

Here  was  a case  of  a hemifacial  atrophy  at  a 
much  earlier  stage  than  it  is  usually  diagnosed. 
What  could  one  do  about  the  deformities? 

Treatment.  Silicone  injections  were  not  avail- 
able at  the  time,  and  a fat-graft  or  pedicled  fat 
transfer  was  obviously  out  of  the  question.  Not 
only  were  the  defects  too  limited  for  such  a large 
procedure  to  be  undertaken,  but  also  the  condi- 
tion appeared  to  be  progressive.  Since  the  oppo- 
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FIGURE  2.  Diagram  illustrating  three  stages  of  opera- 
tion. (1)  Flap  marked  out  in  lip  which  appears  relative- 
ly hypertrophic.  Incision  to  be  made  in  atrophic  left 
upper  lip.  which  is  to  be  opened  up  to  receive  flap,  also 
marked.  (2)  Across-lip  flap  has  been  inserted  It  will 
remain  in  place  for  three  weeks  before  division.  (3) 
After  some  weeks  flap  trimmed  to  shape.  At  same 
time  notch  in  lower  lip  corrected  by  means  of  Z-plasty. 
(4)  Postoperative  condition. 


site  lower  lip  was  so  full,  we  came  to  the  conclu- 
sion that  this  would  be  a good  donor  site  for  ver- 
milion tissue  to  fill  out  the  notching  of  the  upper 
lip. 

A pedicle  flap  using  the  excess  of  lower  lip  ver- 
milion and  including  some  muscle  for  bulk  was 
designed.  The  operation  was  done  in  three  stag- 
es, under  local  anesthesia  each  time. 

Stages.  The  first  stage  was  cutting  the  flap 
from  the  lower  lip,  as  shown,  making  an  incision 
to  open  up  the  left  upper  lip  horizontally  to  re- 
ceive it,  and  setting  in  the  “across-lip”  flap  (Fig. 
2).  It  went  a little  dusky  at  the  time  of  the  first 
transfer,  but  survived  very  well,  all  the  way  to  the 
tip. 

In  the  second  stage,  after  three  weeks,  the  base 
of  the  flap  was  divided  and  trimmed,  and  the 
third  stage  consisted  of  trimming  the  pedicle  tis- 
sue to  match,  with  a Z-plasty  to  the  notch  in  the 
lower  lip.  The  result  can  be  seen  from  the  photo- 
graphs (Fig.  3). 

Comment 

The  flap  worked  very  well  in  this  case  because 
there  was  abundant  tissue  in  the  donor  lip  to  fill 
the  defect.  Also,  the  tissue  was  a good  match, 
and  scars  on  the  vermilion  tend  to  be  inconspicu- 
ous. 

One  other  factor  which  should  be  mentioned  is 
that  we  had  a cooperative  patient.  Local  anes- 
thesia is  ideal  for  a cross-lip  flap  because  there  is 
no  struggling  as  the  patient  wakes  up,  and  the 
airway  should  be  no  problem,  as  might  occur 
under  general  anesthesia.  An  anesthetist  would 
become  quite  apprehensive  if  he  saw  the  mouth 
“padlocked”  because  of  this  procedure. 


FIGURE  3.  Condition  of  lips  (A)  before  operation.  (B) 
between  first  two  stages,  and  (C)  after  operative  correc- 
tion. 


The  less  obvious  deformities  of  the  chin,  the 
cheek,  and  the  dimpling  of  the  upper  lip  remain. 
It  is  anticipated  that  these  may  well  progress  as 
the  patient  gets  older.  That  is  what  we  should 
expect  from  the  natural  history  of  the  disease. 
Recently,  experimental  work  has  been  done, 
treating  the  atrophic  tissue  of  hemifacial  atrophy 
with  injections  of  medical-grade  silicone,  but  the 
fluid  has  not  yet  been  released  for  clinical  use. 1 2 
It  seems  likely  that  it  will  be  efficacious  in  the 
present  patient  if  and  when  it  becomes  available. 

The  flap  used  here  has  not  been  described  pre- 
viously, as  far  as  I can  find.  Of  course,  it  is  not 
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the  first  flap  using  tissue  from  one  lip  for  a defect 
in  the  other.  Such  flaps  were  first  described  by 
Estlander  in  1877, 3 and  then  by  Abbe  in  1898. 4 
The  Estlander  flap  was  designed  for  defects  near 
the  corner  of  the  mouth,  and  Abbe’s  is  for  more 
central  defects  of  all  three  layers  of  lip  and  vermil- 
ion. These  are  usually  triangular  flaps  used  for 
full-thickness  defects  of  the  lips,  such  as  in  secon- 
dary cleft-lip  reconstruction,  and  for  filling  defects 
left  after  excision  of  tumors. 

There  is  a record  of  a very  similar  flap  described 
by  Gillies  and  Millard5  which  was  used  for  a trau- 
matic case. 


737  Park  Avenue 
New  York,  N.Y.  10021 

References 

1.  Blocksma,  R.:  Experience  with  dimethylpolysiloxane  in 
soft  tissue  augmentation,  personal  communication. 

2.  Goulian,  D.:  A privileged  experience  shared:  facts  and 
mysteries  regarding  injectionable  silicone,  Plast.  & Recon- 
struct. Surg.,  in  press. 

3.  Estlander,  J.  A.:  Methode  d’autoplastie  de  la  joue  ou 

dune  levre  par  un  lambeau  emprunte  a l’autre  levre,  Rev. 
mens.  med.  et  chir.  1:  344  (1877). 

4.  Abbe,  R.:  A new  plastic  operation  for  the  relief  of  de- 

formity due  to  double  harelip,  M.  Rec.  53:  477  (1898). 

5.  Gillies,  H.  D.,  and  Millard,  D.  R.,  Jr.:  Principles  and 
Art  of  Plastic  Surgery,  Boston,  Little,  Brown  & Co.,  1957,  vol. 
2. 


January  1 5,  1973  / New  York  State  Journal  of  Medicine  31  5 


Effects  of  Oxandrolone 
in  Advanced  Renal 
Insufficiency 

Report  of  metabolic  balance  studies* 

ARTHUR  G.  GOLDMAN,  M.D. 

The  Bronx,  New  York 

ZOLTAN  ZARDAY,  M.D. 

The  Bronx,  New  York 

From  the  Department  of  Medicine,  Montefiore  Hospital  and 
Medical  Center 

For  over  fifteen  years  anabolic  agents  have  been 
advocated  for  use  in  uremic  patients  as  an  adjunc- 
tive means  of  minimizing  the  urea  level  of  the 
blood  at  any  given  level  of  protein  intake.  These 
agents  have  not  been  widely  accepted,  however, 
because  of  some  doubt  as  to  their  clinical  effec- 
tiveness and  because  of  the  dangers  of  hepatotoxi- 
city,  which  has  been  shown  to  occur  with  nor- 
ethandrolone.1  No  detrimental  effect  on  renal 
function  as  such  has  ever  been  reported  with  these 
agents.  The  present  report  describes  the  meta- 
bolic effects  of  oxandrolone  on  2 patients  with  ad- 
vanced renal  insufficiency.  In  both  patients  a 
definite  reduction  occurred  in  both  the  blood  lev- 
els and  rate  of  urinary  excretion  of  the  end  prod- 
ucts of  protein  metabolism.  In  one  patient,  how- 
ever, a critical  deterioration  of  renal  function  and 
nearly  uncontrollable  hypertension  developed; 
while  in  the  other,  marked  salt  and  water  reten- 
tion associated  with  a mild  increase  in  blood  pres- 
sure developed.  The  clinical  results  obtained  in 
these  2 patients  suggest  that  these  agents  are  in- 
deed effective  in  reducing  the  level  of  azotemia, 
but  in  patients  with  severe  hypertension  their 
therapeutic  efficacy  may  be  insufficient  to  warrant 
risking  their  use. 

Methods 

Positive  sodium  and  positive  potassium  tests 
were  done  by  flame  photometry  using  an  IL-143 
model  flame  photometer.  Total  nitrogen  testing 
was  done  by  the  micro-Kjeldahl  method.  Phos- 
phorus was  measured  by  a molybdic  and  stannous 
chloride  technic  on  the  Technicon  autoanalyzer. 

’Supported  by  Grant  Number  RR-53  from  the  National  In- 
stitutes of  Health  and  by  a grant  from  Searle  Company. 


Calcium  was  done  by  the  method  of  Kessler  and 
Wolfram.2  Uric  acid  was  determined  by  the 
method  of  Brown  adapted  for  the  autoanalyzer.3 

Urea  nitrogen  in  serum  and  urine  were  mea- 
sured by  the  method  of  Marsh,  Fingerhut,  and 
Kirsch4  and  creatinine  by  the  method  of  Folin  and 
Wu,  both  altered  for  automation  and  processed  on 
the  Technicon  autoanalyzer.  Inulin  was  deter- 
mined by  the  method  of  Goldring  and  Chasis.5 

Case  reports 

Case  1.  The  patient  was  a twenty-six-year-old 
Negro  female  with  hypertension  documented  since 
age  thirteen.  Blood  pressure  was  poorly  con- 
trolled, and  a rising  blood  urea  nitrogen  and  cre- 
atinine were  noted  in  the  fall  of  1966.  She  was 
hospitalized  with  malignant  hypertension  and  ad- 
vanced azotemia  (creatinine  12  to  20  mg.  per  100 
ml.)  in  December,  1966.  After  a stormy  hospital 
course  the  blood  pressure  was  controlled,  and  the 
patient  assumed  a free-living  status  not  requiring 
dialytic  assistance  on  essentially  a free  diet  and 
unrestricted  activity  for  thirty-five  months.  She 
was  readmitted  to  Montefiore  Hospital  and  Medi- 
cal Center  in  November,  1967,  because  of  a tem- 
porary lack  of  control  of  blood  pressure.  Serum 
creatinine  varied  between  7 to  12  mg.  per  100  ml. 
during  this  interval,  and  the  patient’s  medication 
included  guanethidine,  150  to  200  mg.  per  day; 
ethacrynic  acid,  150  mg.  per  day;  and  spironolac- 
tone, 100  mg.  per  day. 

In  November,  1969,  the  patient  suffered  an  epi- 
sode of  severe  chest  pain,  which  was  treated  as  a 
putative  myocardial  infarction,  although  no  defi- 
nite electrocardiographic  or  enzymatic  changes 
were  recorded.  On  December  29,  1969,  a meta- 
bolic-balance study  was  begun,  employing  a 
weighed  analyzed  diet.  Urine  was  analyzed  daily 
for  sodium  and  potassium,  and  stools  were  collect- 
ed, pooled  for  seven-day  periods,  and  then  ana- 
lyzed. Inulin  clearances  were  performed  on  Janu- 
ary 15,  1970,  and  February  5,  1970,  using  oral 
water  diuresis  and  employing  three  one-hour  col- 
lections of  voided  urine. 

The  data  are  presented  in  Figure  1.  Renal 
function  was  relatively  stable  during  the  three- 
week  control  period.  Blood  pressure  was  also 
quite  stable  on  guanethidine  and  furosemide. 
Shortly  after  instituting  oxandrolone  therapy  (10 
mg.  twice  daily),  the  blood  pressure  was  noted  to 
be  more  resistant  to  therapy,  requiring  increases 
in  guanethidine  to  325  mg.  daily.  A slow,  definite 
weight  gain  was  noted.  This  was  presumably  as- 
sociated with  a small  positive  sodium  balance, 
even  though  none  was  demonstrable  probably  be- 
cause of  the  inherent  error  of  the  balance  tech- 
nic. A steady  rise  in  serum  creatinine  and  fall 
in  renal  function  were  noted  eleven  days  after  onset 
of  therapy  with  oxandrolone.  Inulin  clearance 
also  fell  from  a control  value  of  7 ml.  to  5 ml.  per 
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FIGURE  1.  Case  1.  (A)  Effect  of  oxandrolone  on 

body  weight,  creatinine  and  inulin  clearances,  and  pro- 
tein metabolism,  as  reflected  by  serum  and  urine 
values.  Treatment  period  with  oxandrolone  indicated 
between  vertical  dashed  lines.  Note  steady  rise  of 
body  weight  and  decreasing  renal  function  Inulin 
clearances  fell  from  7 ml.  per  minute  control  to  5 ml. 
per  minute  during  treatment  period.  Blood  urea  nitro- 
gen did  not  rise  until  oxandrolone  was  discontinued  and 
urinary  urea  and  total  nitrogen  fell.  (B)  Effect  of  oxan- 
drolone on  potassium,  phosphorus,  and  nitrogen  me- 
tabolism. Data  are  plotted  in  classic  Albright-Reifen- 
stein  manner  with  intake  plotted  downward  from  zero 
balance  line.  Clear  areas  represent  fecal  losses,  darker 
areas  urinary,  and  black  areas  blood  losses.  Note  posi- 
tive potassium  and  nitrogen  balances  during  treatment 
period  with  tendency  to  return  to  control  after  cessation 
of  therapy.  Serum  phosphorus  fell,  associated  with 
decrease  in  negative  phosphorus  balance. 


minute  after  ten  days  of  therapy.  Renal  function 
continued  to  decline  even  after  discontinuing 
treatment,  and  the  patient’s  hypertension  became 
exceedingly  difficult  to  control.  Chronic  hemodi- 
alysis was  necessary  beginning  one  month  after 
cessation  of  oxandrolone.  The  patient  has  since 
been  nephrectomized  for  control  of  blood  pressure 
and  is  awaiting  renal  transplantation. 

The  anabolic  effect  of  the  drug  is  clearly  seen. 
Despite  the  fall  in  renal  function  and  rise  in 
serum  creatinine,  blood  urea  nitrogen  remained 
constant,  and  urinary  urea  and  total  nitrogen  ex- 
cretion fell.  A significant  fall  in  serum  phospho- 
rus and  urinary  phosphorus  excretion,  as  well  as  a 
borderline  fall  of  potassium  excretion,  was  also 
seen,  which  showed  some  tendency  to  return 
toward  control  levels  after  stopping  drug  treat- 
ment. 

Case  2.  The  patient  was  a sixty-two-year-old 
white  male  who  has  been  known  to  have  albumin- 
uria for  most  of  his  life.  In  1955,  blood  urea  ni- 
trogen was  22  mg.  per  100  ml.;  blood  pressure, 
100/70;  2 plus  albuminuria  without  glycosuria; 
and  intravenous  pyelogram  results  were  normal. 
High  blood  pressure  was  not  detected  until 
March,  1969,  when  the  patient  had  an  episode  of 
vertigo  and  ataxia,  and  hypertension  (blood  pres- 
sure, 200/110)  was  recorded.  The  patient  was 
hospitalized,  at  which  time  the  blood  urea  nitro- 
gen was  found  to  be  in  the  range  of  100  mg.  per 
100  ml.;  serum  creatinine,  6.2  to  6.7  mg.  per  100 

ml. ;  blood  sugar,  as  high  as  174  mg.  per.  100  ml.; 
and  uric  acid,  13.6  mg  per  100  ml.  Renal  arterio- 
graphic  results  were  negative.  Blood  pressure  was 
controlled  with  alpha  methyldopa  in  doses  of  250 
mg.  twice  daily  and  hyperuricemia  with  allopuri- 
nol.  An  outpatient  balance  study  was  begun  on 
December  16,  1969.  Dietary-protein  intake  was 
estimated  from  a food  diary,  and  weekly  to  semi- 
weekly blood  and  urine  samples  were  collected. 
Urine  collections  were  divided  into  twelve-hour 
periods,  (7:00  A.M.  to  7:00  P.M.,  and  7:00  P.M. 
to  7:00  A.M.),  to  evaluate  the  effect  of  the  stand- 
ing position  and  antihypertensive  therapy  on  renal 
function.  The  patient  was  weighed  after  lunch  at 
each  outpatient  visit.  Inulin  clearance  tests  were 
performed  on  an  outpatient  basis  on  the  fortieth, 
eighty-third,  and  one  hundred  twenty-fourth  days. 
Methods  used  were  the  same  as  in  the  preceding 
patient.  The  data  are  presented  in  Figure  2. 

After  a six-week  control  period,  oxandrolone 
doses  of  10  mg.  twice  daily  were  begun  on  January 
31,  1970.  A slow  weight  gain  was  noted,  begin- 
ning twenty-one  days  after  onset  of  treatment.  A 
mild  tendency  to  rise  in  blood  pressure  (10  to  20 

mm.  Hg  systolic)  was  noted  which  was  controlled 
by  reduction  in  sodium  intake  on  the  twenty- 
eighth  day  of  treatment.  Despite  this  reduction 
in  sodium  intake,  weight  gain  continued  until  ces- 
sation of  oxandrolone  treatment.  The  patient  lost 
8 pounds  three  days  following  cessation  of  treat- 
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FIGURE  2.  Case  2.  (A)  Effect  of  oxandrolone  on  body  weight,  creatinine  and  inulin  clearance,  serum  creatinine, 

and  urea  nitrogen.  Treatment  period  between  vertical  dashed  lines;  "pm  clearance"  represents  twelve-hour  collec- 
tion starting  at  7:00  P.M..  Note  absence  of  any  significant  change  in  creatinine  clearance  and  constancy  of  serum 
creatinine.  Inulin  clearances  performed  before,  during,  and  after  treatment  were  19.4,  16.2,  and  24.6  ml.  per  min- 
ute Blood  urea  nitrogen  fell  significantly  during  the  treatment  period  and  rebounded  after  cessation  of  treatment 
(B)  Effect  of  oxandrolone  on  urinary  urea  and  total  nitrogen  excretion,  serum  phosphorus,  and  urinary  phosphorus 
excretion.  Note  fall  in  urinary  urea  and  total  nitrogen  during  treatment  period,  paralleling  fall  of  blood  urea  nitrogen 
as  shown  in  (A)  with  rebound  after  cessation  of  treatment  Note  similar  phenomenon  on  serum  phosphorus  and 
urinary  phosphorus  excretion. 


ment.  A rise  in  serum  creatinine  of  borderline 
significance  was  also  noted.  Oxandrolone  treat- 
ment was  discontinued  on  the  thirty-ninth  day  of 
treatment,  when  the  cephalin  flocculation  test, 
performed  at  weekly  intervals,  suddenly  showed 
positive  findings  without  associated  abnormalities 


of  serum  glutamic  oxaloacetic  transaminase  or 
lactic  dehydrogenase.  The  cephalin  flocculation 
returned  to  normal  three  days  after  cessation  of 
oxandrolone  therapy. 

The  anabolic  effect  of  oxandrolone  is  shown  by 
the  significant  fall  in  blood  urea  nitrogen,  urinary 
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urea,  and  total  urinary  nitrogen  excretion.  A 
moderate  fall  in  serum  phosphorus  and  a clearcut 
fall  in  urinary  phosphorus  were  also  noted  with  a 
marked  rebound  after  oxandrolone  was  discontin- 
ued. No  significant  changes  were  noted  in  serum 
potassium  or  urinary  potassium  excretion,  which 
are  not  shown  on  the  graph. 

Comment 

The  data  on  these  two  patients  indicate  that 
oxandrolone  is  an  effective  means  of  reducing  the 
production  of  protein  metabolites  in  an  uremic 
patient.  No  evidence  of  hepatoxicity  was  noted 
in  the  first  patient;  in  the  second,  however,  the 
cephalin  flocculation  became  transiently  positive 
after  thirty-two  days  of  treatment.  The  most 
striking  side-effects  were  related  to  salt  and  water 
retention,  rise  in  blood  pressure,  and  in  the  first 
patient  recrudescence  of  a malignant  phase  of  hy- 
pertension which  was  associated  with  an  inexora- 
ble and  irreversible  loss  of  renal  function. 
Whether  this  represented  a direct  effect  of  the 
drug  itself  or  an  indirect  effect  of  the  hypertension 
cannot  be  clearly  evaluated  from  the  data  in  this 
case.  In  the  case  of  the  second  patient,  whose 
baseline  hypertension  was  not  as  severe  and  whose 
rise  in  blood  pressure  was  more  easily  controlled 
despite  a more  significant  salt  and  water  reten- 
tion, no  deterioration  of  function  was  noted.  This 
suggests  that  the  critical  factor  in  depression  of 
renal  function  in  the  first  case  was  the  uncontrol- 
lable hypertension. 

Although  admittedly  a limited  study,  the  clini- 
cal response  of  these  2 patients  suggests  that  ana- 
bolic agents  be  used  with  great  caution  in  ad- 
vanced renal  insufficiency  and  hypertension,  and 
that  they  may  be  contraindicated  in  those  pa- 


tients with  severe  hypertension.  It  may  even  be 
wise  to  reserve  this  type  of  treatment  to  anephric 
patients  on  chronic  hemodialysis,  where  no  signifi- 
cant angiotensin  levels  may  be  present  to  intensify 
the  blood  pressure,  and  volume  expansion  hyper- 
tension can  be  more  easily  controlled  by  dialytic 
technics. 

Summary 

An  anabolic  steroid,  oxandrolone,  was  used  in  2 
patients  with  severe  renal  insufficiency.  In  both 
patients  a reduction  in  serum  and  urinary  levels  of 
the  end  products  of  protein  metabolism  occurred. 
However,  both  patients  developed  marked  salt 
and  water  retention,  and  in  one  patient  acute  ex- 
acerbation of  her  preexisting  hypertension  was  ob- 
served. 

It  is  recommended  that  anabolic  agents  be  used 
with  great  caution  and  probably  only  in  nephrec- 
tomized  patients  on  hemodialysis. 
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The  tibia  is  one  of  the  most  common  bones  to  be 
involved  by  Paget’s  disease,  which  results  in  ante- 
rior bowing  and  genu  varum.1  It  is  not  rare  for 
this  deformity  to  result  in  osteoarthritic  change  of 
the  knee  joint  causing  pain  and  functional  disabil- 
ity, although  many  patients  may  remain  asymp- 
tomatic despite  the  deformity.  As  a method  of 
treatment  of  osteoarthritis  of  the  knee  joint  with 
apparent  deformity,  high  tibial  osteotomy  has 
been  advocated  by  many  authors.2-7 

We  are  reporting  a case  with  osteoarthritis  of 
the  knee  due  to  Paget’s  disease  of  the  tibia,  which 
was  treated  by  a modification  of  high  tibial  osteo- 
tomy to  correct  the  deformity,  relieving  pain  and 
functional  disability  of  the  knee  joint.  The  ratio- 
nale of  this  modification  is  discussed. 

Case  report 

A seventy-three-year-old  female  first  visited  the 
bone  service  of  Memorial  Hospital  on  March  10, 
1964,  with  pain  in  the  right  knee  which  dated 
from  the  beginning  of  1964.  She  had  had  long- 
standing Paget’s  disease  of  the  right  tibia  with  an- 
terior bowing  and  genu  varum,  although  it  had  re- 
mained asymptomatic.  A skeletal  survey  in 
March,  1964,  revealed  Paget’s  disease  of  the  bone 
involving  the  skull,  pelvis,  right  tibia,  and  fibula. 
The  pain  in  the  right  knee  joint  was  not  severe 
and  occurred  only  when  she  walked  a long  dis- 
tance; conservative  management  was  adopted 
with  periodic  blood  chemistry  examinations. 


FIGURE  1.  Standing  roentgenograms  of  right  knee 
joint  show  osteoarthritic  changes  of  joint,  particularly 
medial  femorotibial  articulation  with  varus  position. 
(A)  Anteroposterior  view.  (B)  Lateral  view.  Pagetoid 
change  of  tibia  obvious.  Fibula  has  same  change  to 
lesser  extent.  Drawn  lines  represent  planned  method 
of  modification  of  high  tibial  osteotomy  showing  distal 
osteotomy  line  not  going  through  whole  metaphysis. 

At  the  end  of  1965  the  pain  became  aggravated, 
causing  difficulty  in  long-distance  walking.  Early 
in  1966  high  tibial  osteotomy  was  advised  to  re- 
lieve pain  and  correct  the  deformity.  However, 
the  patient  repeatedly  refused  operative  interven- 
tion, and  conservative  management  was  contin- 
ued. At  the  beginning  of  1969,  the  pain  further 
worsened,  and  she  could  hardly  walk  more  than  a 
few  blocks.  Occasionally,  she  had  night  pain. 
Finally  she  accepted  the  operative  procedure  and 
was  admitted  on  July  7,  1970. 

Periodic  laboratory  examinations  throughout 
her  visits  to  the  clinic  had  showed  abnormally  high 
alkaline-phosphatase  levels  ranging  from  12.6  to 
20.8  Bodanski  units  (normal  level:  1.5  to  5). 

Twenty-four-hour  urinary  calcium  levels  were 
also  elevated,  ranging  from  228  to  400  mg.  Serum 
calcium  and  phosphorous  levels  always  remained 
within  normal  limits. 

Past  history  revealed  that  the  patient  had  had 
Hashimoto’s  thyroiditis  since  1964.  This  had 
been  treated  with  thyroxine  replacement  therapy 
until  1968  with  good  response.  She  had  had  cys- 
tocele  and  uterine  prolapse  since  1969,  for  which  a 
pessary  has  been  used  with  good  effect. 

On  admission,  physical  examination  revealed  a 
well-nourished,  well-developed,  middle-sized  fe- 
male in  moderate  distress.  Blood  pressure  was 
160/70  mm.  Hg.  Pulse  rate  was  88  .and  regular. 


320  New  York  State  Journal  of  Medicine  / January  1 5,  1 973 


FIGURE  2 Roentgenograms  two  days  post  operation  show  obtained  physiologic  valgus.  (A)  Anteroposterior  view. 
(B)  Lateral  view.  Proximal  osteotomy  line  not  exactly  horizontal  to  joint  line  with  medial  elevation  Osteotomized 
tibia  in  good  contact  with  some  opening  of  medial  side  as  planned 


Pertinent  findings  were  confined  to  the  right 
lower  extremity,  except  for  cystocele  and  uterine 
prolapse.  No  mass  or  swelling  was  noted  in  the 
neck.  There  was  no  incontinence  or  vaginal 
bleeding.  She  could  stand  on  both  feet  with  both 
knee  joints  in  full  extension,  although  there  was 
pain.  Apparent  anterior  bowing  of  the  right  tibia 
and  right  genu  varum  were  noted.  She  walked 
with  an  antalgic  gait  pattern  on  the  right  side 
with  wide  base.  An  apparent  lateral  thrust  was 
seen  on  the  right  side.  There  was  moderate  joint 
effusion.  No  local  heat  or  change  of  skin  color 
was  noted  in  the  right  knee  joint  or  lower  leg. 
Extreme  tenderness  was  noted  along  the  medial 
aspect  of  the  femorotibial  articulation.  There  was 
a crepitation  in  the  patellofemoral  articulation, 
but  no  pain  or  tenderness  was  found.  Lateral  in- 
stability by  about  15  degrees  was  noted  on  both 
valgus  and  varus  stress  with  the  knee  in  full  ex- 
tension. There  was  no  anteroposterior  or  rotatory 
instability.  The  active  range  of  motion  was  from 
175  to  90  degrees,  with  pain  in  maximum  extension 
and  flexion. 

Laboratory  examination  results,  including  thy- 
roid function  tests,  were  within  normal  limits  ex- 


cept for  a serum  alkaline-phosphatase  level  of  531 
units  (normal  value:  31  to  82  units),  and  an  elec- 
trocardiogram showing  right  bundle  branch  block. 
A standing  roentgenogram  of  the  right  leg  showed 
osteoarthritic  changes  of  the  knee  joint,  particu- 
larly in  the  medial  compartment,  with  a femoroti- 
bial angle  of  200  degrees  (Fig.  1).  Pagetoid 
changes  of  the  tibia,  and  to  a lesser  extent  the 
fibula,  were  obvious. 

After  clearance  of  endocrinologic,  gynecologic, 
and  cardiologic  problems  by  respective  consul- 
tants, a high  tibial  osteotomy  was  performed  on 
July  21,  1970.  It  was  planned  to  remove  a 30- 
degree  wedge  to  obtain  a femorotibial  angle  of  170 
degrees  in  the  fashion  shown  in  Figure  1.  A 
curved  lateral  incision  was  made  over  the  knee 
joint  to  the  lateral  edge  of  the  patellar  tendon  in- 
sertion. After  detaching  the  lateral  collateral 
ligament  from  the  head  of  the  fibula,  the  head  of 
the  fibula  was  removed  to  avoid  stress  to  the  fibu- 
lotibial  articulation,  thus  keeping  the  osteotom- 
ized tibia  in  good  contact.  The  wedge  of  the  tibia 
was  removed  as  planned.  The  detached  lateral 
collateral  ligament  was  advanced  and  sutured  to 
the  fascia  over  the  tibialis  anterior  muscle,  main- 
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FIGURE  3.  (A)  Standing  anteroposterior  roentgeno- 

gram four  months  postoperatively  shows  good  align- 
ment of  knee  joint  with  femorotibial  angle  of  170  de- 
grees. Knee  joint  line  and  ankle  joint  are  almost  paral- 
lel. (B)  Standing  lateral  view  also  shows  normal  align- 
ment of  lower  extremity.  Slight  sagging  of  distal  frag- 
ment into  proximal  fragment  present,  but  there  is  evi- 
dence of  good  healing  of  osteotomy  maintaining  normal 
alignment  of  knee  joint. 

taining  the  physiologic  valgus  position.  Bleeding 
from  the  tibia  was  moderate.  Maintaining  the 
physiologic  valgus  position,  a groin-to-malleolus 
cast  was  applied  with  the  knee  joint  in  full  exten- 
sion. 

Grossly,  there  were  no  sarcomatous  changes  in 
the  tibia.  Histologic  examination  of  the  removed 
wedge  of  the  tibia  showed  typical  Paget’s  disease 
of  bone  with  no  evidence  of  sarcomatous  change. 

In  a roentgenogram  taken  two  days  after  opera- 
tion it  was  seen  that  the  proximal  osteotomy  line 
was  not  exactly  horizontal  to  the  joint  line  as  was 
planned  (Fig.  2).  It  showed  some  elevation  at  the 
medial  side  but  was  far  enough  from  the  joint  line. 
As  was  expected,  the  osteotomized  tibia,  however, 
was  in  good  contact  with  some  opening  of  the  me- 
dial side.  The  femorotibial  angle  was  about  170 
degrees,  obtaining  physiologic  valgus.  There  were 
no  complications  after  operation. 

The  patient  started  full  weight-bearing  ambula- 
tion with  cast  one  week  post  operation  with 
crutches  at  first;  the  crutches  were  discarded  a 
week  later.  The  cast  was  kept  on  for  two  months. 
After  removal  of  the  cast,  she  could  ambulate 
without  any  difficulty  or  pain.  A standing  roent- 
genogram four  months  postoperatively  showed 


good  alignment  of  the  knee  joint  with  good  heal- 
ing of  the  osteotomy  (Fig.  3).  At  the  time  of  this 
writing,  she  does  not  have  any  pain  on  walking 
and  can  walk  as  far  as  she  wants.  There  is  no  ev- 
idence of  thrust  on  walking,  and  no  lateral  insta- 
bility can  be  demonstrated  on  either  valgus  or 
varus  stress  with  the  knee  joint  in  full  extension. 
In  the  position  of  30  degrees,  there  are  about  5 
degrees  of  movement  both  on  valgus  and  varus 
stress.  The  range  of  motion  is  from  0 to  90  de- 
grees, gaining  full  extension. 

Comment 

The  major  purpose  of  tibial  osteotomy  is  to  re- 
store the  normal  alignment  of  the  knee  joint, 
through  which  relief  of  pain,  reestablishment  of 
stability,  and  preservation  of  range  of  joint  motion 
are  attempted.  As  a site  of  osteotomy,  the  area 
proximal  to  the  attachment  of  the  patellar  tendon 
at  the  tibial  tuberosity  has  been  favored  rather 
than  the  shaft,  since  healing  is  expected  faster  in 
the  metaphysis  with  abundant  cancellous  bone, 
and  the  quadriceps  can  render  itself  as  an  effec- 
tive stabilizer  of  osteotomy.  Osteotomy  should 
result  in  a femorotibial  angle  of  about  170  degrees 
on  standing  roentgenogram.2  The  mechanical 
axis  of  the  lower  extremity  should  pass  through 
the  center  of  the  knee  joint.5 

In  the  case  reported  here,  a modification  of  high 
tibial  osteotomy  as  illustrated  in  Figure  1,  has 
been  performed  for  two  major  reasons.  The  first  of 
these  is  that  in  this  case,  the  wedge  to  be  removed 
was  calculated  to  be  30  degrees.  Because  of  this 
relatively  large  wedge,  the  major  part  of  the  patel- 
la tendon  insertion  area  might  have  had  to  be 
stripped  off  if  a high  tibial  osteotomy  was  per- 
formed in  the  conventional  way  in  which  the 
wedge  is  made  by  making  the  distal  osteotomy 
line  throughout  the  whole  metaphysis.  Other- 
wise, the  proximal  osteotomy  line  would  have  had 
to  be  closer  to  the  joint,  giving  rise  to  the  possibil- 
ity of  fracture  of  the  proximal  fragment  or  enter- 
ing the  joint  in  the  event  of  technical  failure.  The 
second  reason  was  that  in  this  case,  lateral  insta- 
bility was  remarkable  both  on  valgus  and  varus 
stress.  Therefore,  if  the  high  tibial  osteotomy  was 
done  in  a modified  method  as  shown  in  Figure  1, 
the  medial  collateral  ligament  would  be  stretched 
so  that  it  would  better  stabilize  the  joint  on  val- 
gus stress. 

Although  in  this  case  the  proximal  osteotomy 
line  did  not  turn  out  to  be  parallel  to  the  joint  line, 
showing  elevation  on  the  medial  side  (Fig.  2),  this 
did  not  affect  achievement  of  the  purposes  men- 
tioned. Medial  elevation  of  the  proximal  osteot- 
omy line  appears  to  be  better  than  the  situation  in 
which  the  line  would  have  gone  lower  than  the 
scheduled  horizontal  line,  since  the  medial  col- 
lateral ligament  does  not  attach  firmly  to  the  bone 
or  is  free  at  the  higher  level. 
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For  stability  against  varus  stress,  it  is  important 
to  advance  the  lateral  collateral  ligament,  main- 
taining the  physiologic  valgus  position. 

It  is  our  impression  that  the  most  important  as- 
pect of  this  modification  of  high  tibial  osteotomy 
is  to  make  an  appropriate  sized  wedge  and  to  se- 
lect the  appropriate  level  of  the  proximal  osteo- 
tomy line.  If  the  wedge  is  not  large  enough,  the 
medial  collateral  ligament  will  be  stretched  so 
much  that  it  will  be  torn  or  at  least  cause  great 
difficulty  in  obtaining  the  normal  knee-joint 
alignment.  If  the  proximal  osteotomy  line  is 
rather  distal,  the  purpose  of  stretching  the  medial 
collateral  ligament  will  not  be  achieved,  since  it  is 
firmly  attached  to  the  bone  in  this  area. 

Summary 

A case  of  osteoarthritis  of  the  knee  due  to  Paget’s 
disease  of  the  tibia,  in  which  a modification  of  tib- 
ial osteotomy  was  performed,  has  been  presented. 
A short-term  follow-up  shows  evidence  of  good 


stabilization.  The  rationale  of  this  modification 
was  discussed. 

Hospital  for  Special  Surgery 
535  East  70th  Street 
New  York,  New  York  10021 
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With  the  recent  official  recognition  of  chiroprac- 
tic in  New  York  State  by  the  granting  of  full  li- 
censure to  this  unmitigated  stuff  and  nonsense, 
the  mouse  now  casts  the  shadow  of  an  elephant. 
Nevertheless,  it  is  still  shadow,  with  no  sub- 
stance to  it.  Chiropractic  flourishes  best  where  ig- 
norance prevails.  Only  knowledge  will  expose 
this  crass  error  and  free  patients  from  this  decep- 
tion and  chicanery.  There  have  been  many  false 
doctrines  in  the  history  of  medicine,  but  they  have 
gone  with  the  spread  of  factual  knowledge  and  the 
application  of  the  experimental  method.  Chiro- 
practic too  will  disappear  because  its  time  has 
come. 

Dogma  of  nonsense 

Chiropractic  is  based  on  a faulty  premise,  one 
that  is  manifestly  ridiculous  but  nevertheless  has 
great  potential  for  harm  and  actually  presents  a 
serious  threat  to  the  health  and  well-being  of 
many.  Chiropractic  defies  logic  and  common 
sense.  No  number  of  deluded  patients,  however 
large,  can  change  that  fundamental  fact.  The 
basis  of  chiropractic  is  completely  unscientific. 
Its  practitioners  have  too  poor  a general  school- 
ing, too  poor  a scientific  background,  and  are  too 
inferior  in  their  knowledge  of  the  basic  sciences 
which  are  imperative  for  the  understanding  of 
modern  medicine.  Finally,  the  chiropractors  have 
too  little  properly  directed  clinical  training. 
Therefore,  the  Department  of  Health,  Education 
and  Welfare  had  decided  that  they  may  not  treat 
patients  under  Medicare. 

Testimonials  are  the  sole  method  of  alleged 
proof  used  by  chiropractors.  Modern  medicine 
knows  full  well  how  unreliable  testimonials  are,  in 
any  number;  they  have  been  found  totally  unreli- 
able without  controls.  Testimonials  are  but  hyp- 
notic multiples  of  zero  in  an  empty  vacuum,  de- 
void of  all  meaning  whatsoever  by  any  scientific 
standard. 


History  of  chiropractic 

How  did  an  “adjustment”  of  a vertebra  cure 
deafness,  a vertebra  never  proved  by  roentgeno- 
gram or  otherwise  to  be  malaligned  in  the  case  of 
Harvey  Millard  to  begin  with?  The  alleged  cure 
of  the  deafness  of  Harvey  Millard  on  September 
18,  1895,  by  Daniel  David  Palmer,  a tradesman — 
and  by  his  own  boastful  admission  a “magnetic 
healer  of  nine  years’  duration  before” — by  an  ad- 
justment of  his  cervical  vertebra  is  the  whole  and 
sole  basis  for  the  “discovery”  (!)  of  chiropractic. 
This  particular  testimonial  would  warrant  no 
further  discussion,  but  this  case  is  so  important  in 
the  evolution  of  chiropractic  that  it  may  be  worth- 
while to  note  that  Harvey  Millard’s  deafness  of 
seventeen  years’  duration  was  acute  in  onset;  “it 
appeared  suddenly  following  a severe  physical 
exertion  in  a cramped  position.”  By  no  stretch  of 
the  imagination  can  this  incident  be  applied  to 
chronic  progressive  otosclerosis,  which  is  the  com- 
mon cause  of  deafness.  This  impairment  evolves 
as  a slowly  progressive  fibrosing  process  involving 
the  ossicles  and/or  the  other  structures  in  the 
middle  ear  which,  in  turn,  prevents  the  transmis- 
sion of  sound  waves  from  the  ear  drum  to  the 
inner  ear. 

In  his  textbook  Palmer  stated  “shortly  after  this 
relief  from  deafness,  I had  a case  of  ‘heart  trouble’ 
which  was  not  improving  . . . and  I adjusted  a dis- 
placed vertebra  and  gave  immediate  relief.” 

Palmer  expanded  his  philosophy  with  addition- 
al jabberwocky  language  and  gibberish.  The  fol- 
lowing is  a quote  from  a book  published  in  1962 
by  A.  E.  Homewood,  D.C.,  H.D.,  of  the  Los  An- 
geles School  of  Chiropractic,  entitled  The  Neuro- 
dynamics of  the  Vertebral  Subluxation.  This 
book  is  still  the  most  widely  used  chiropractic 
textbook. 

Palmer  put  forth  the  concepts  of  “Universal  Intel- 
ligence, Innate  Intelligence,  and  Educated  Intelli- 
gence. Universal  Intelligence  is  God.  Innate  Intelli- 
gence is  “soul,  spirit  or  spark  of  life”  or  “nature,  in- 
tuition, instinct,  spiritual  and  subconscious  mind.” 
It  is  the  the  something  within  the  body  which  con- 
trols the  healing  process,  growth,  and  repair  and  “is 
beyond  finite  knowledge.”  He  continues,  “while  In- 
nate Intelligence  utilizes  the  autonomic  nervous  sys- 
tem, the  Educated  Intelligence,  or  ‘conscious,’  uti- 
lizes the  cerebrospinal  division  for  the  volitional  ex- 
pression of  its  function.  Nature  or  Innate  has  great 
capacity  to  maintain  or  restore  health  if  it  is  allowed 
normal  expression  within  the  body.  However,  men- 
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tal  (!),  chemical  (!),  or  mechanical  stresses  can  pro- 
duce a greater  or  lesser  displacement  of  the  vertebra, 
or  a vertebral  disrelationship,  and  this  displacement 
interferes  with  the  planned  expression  of  Innate  In- 
telligence through  the  nerves.  This  interference 
then  produces  pathology.  The  chiropractor,  by  cor- 
recting the  displacement,  allows  the  innate  to  affect 
the  cure.”  (Exclamation  marks  added) 

Palmer  graduates  utilize  a neurocalometer,  an 
instrument  bound  to  impress  the  patient,  to  make 
“spinal  diagnosis.”  This  is  a Rube  Goldberg  elec- 
trical device,  invented  by  the  son  of  B.  J.  Palmer, 
more  lucrative  than  helpful.  This  nonsensical 
neurocalometer  gadget  was  too  irrational  for  many 
chiropractors,  and  it  was  rejected  by  a schismatic 
larger  segment  of  the  chiropractors,  the  National 
or  American  Chiropractic  Association  (7,327 
members).  This  group  is  called  “the  mixers”  and 
they  include  dietary  and  nutritional  supplementa- 
tion and  physiotherapy  in  their  therapy  in  addi- 
tion to  “adjustment”!  The  other  group  is  the 
International  Chiropractic  Association  (4,057 
members)  and  is  dominated  by  the  Palmer  Col- 
lege; they  are  still  restrictive  and  are  called  “the 
straights.” 

Basic  refutation 

Here-  is  improvement  and/or  cure  based  on  no 
objective  measurement  but  only  on  the  suggesti- 
ble patient’s  subjective  feelings;  the  patient’s 
mere  statement  becomes  proof!  There  is  no 
quantitation,  statistical  analysis,  nor  quality  con- 
trol in  chiropractic;  in  fact,  there  are  no  controls 
of  any  kind.  There  is  nothing  that  would  ap- 
proach the  scientific;  chiropractic  is  the  very  an- 
tithesis of  science. 

One  must  note  that  we  are  dealing  here  with 
“treatment”  for  symptoms  only,  skipping  the  con- 
cepts of  etiology,  pathology,  all  diagnosis,  and  all 
that  is  known  about  the  biology  of  disease.  Inci- 
dentally, chiropractic  arbitrarily  denies  that  mi- 
croorganisms cause  disease.  All  immunology,  al- 
lergy, and  sensitivity  are  ignored,  and  the  use  of 
antitoxins  or  vaccines  in  treatment  and  prophy- 
laxis are  frowned  on  by  the  chiropractor.  Many, 
if  not  all,  also  deny  the  need  for  chemotherapy  or 
antibiotic  therapy.  The  test  of  experiment  is 
never  used;  it  is  considered  inapplicable  by  them. 
We  have  here  pure  unadulterated,  crystallized 
absurdity!  Yet  so  much  harm  can  follow  and  is 
being  done  by  this  false  dogma. 

American  Medical  Association  versus 
chiropractic 

For  many  years  the  AMA  has  been  calling  at- 
tention to  the  dangers  of  rampant  chiropractic. 
Its  committee  on  cults  and  quacks  has  labored  to 
no  avail  to  educate  the  public,  our  legislators,  and 
our  public  officials;  they  have  not  responded  to  all 


attempts  to  enlighten  them,  and  we  have  thus  far 
been  unable  to  expose  the  unsoundness  of  chiro- 
practic. This  failure  can  be  exemplified  by  the 
glaring  and  sad  fact,  the  shocking  fact,  that  109 
members  of  Congress  have  lent  their  names  to 
bills  requesting  the  inclusion  of  chiropractic  ser- 
vices in  Medicare.  It  makes  one  gasp  to  realize 
that  payment  for  chiropractic  was  finally  included 
in  HR  1-72  just  signed  into  law  by  the  President. 
Chiropractic  has  been  legal  since  1929  in  the  Dis- 
trict of  Columbia,  where  the  Congress  of  the  Unit- 
ed States,  in  all  of  its  wisdom  and  majesty,  con- 
trols such  matters.  There  is  also  the  very  dis- 
turbing fact  that  in  40  states  chiropractors  treat 
Workmen’s  Compensation  cases.  In  fact,  in  some 
instances  they  are  paid  a higher  fee  than  the  ordi- 
nary physician  because  of  their  special  treatment, 
their  spinal  adjustments. 

The  AMA  has  been  impotent  because  of  alleged 
bias,  that  is,  that  we  were  being  considered  com- 
petitors (!)  for  patients.  Many  important  organi- 
zations have  now  condemned  the  practice  of  chi- 
ropractic unequivocally.  Organizations  with  such 
stature  as  the  American  Public  Health  Associa- 
tion, the  American  Hospital  Association,  the  As- 
sociation of  American  Medical  Colleges,  the  AFL- 
CIO,  the  National  Council  of  Senior  Citizens,  and 
the  Consumers’  Federation  of  America — in  fact, 
most  health-oriented  national  organizations — have 
refused  to  recognize  chiropractic  and  consider  it  a 
threat  to  health. 

Fallacies  in  medicine 

Fads  and  fancies  have  a way  of  affecting  the 
minds  of  men — and  of  women  too,  maybe  more  so. 
The  history  of  medicine  is  full  of  such  false  turns 
and  blind  alleys.  All  such  fallacies  and  quackery 
disappear  ultimately  from  the  medical  scene. 
Perkin’s  Patented  Metallic  Tractors  were  used 
on  Washington.  This  bit  of  quackery  was  explod- 
ed by  John  Hayarth,  M.D.,  of  Baths,  who  “cured” 
a group  of  patients  before  a large  audience,  utiliz- 
ing what  presumably  were  shining  new  Perkins’ 
Metallic  Tractors.  Before  the  assembled  multi- 
tude he  then  dramatically  snapped  the  tractors, 
which  actually  were  painted  wooden  artifacts, 
across  his  knee.  Perkins’  Metallic  Tractors  disap- 
peared and,  like  “animal  magnetism,”  are  no 
longer  with  us. 

Justice  Oliver  Wendell  Holmes  said  that  man 
has  been  known  to  do  anything  and  will  continue 
to  do  anything  and  everything,  from  the  sublime 
to  the  ridiculous,  when  his  health  is  involved.  He 
will  eat  dung,  submit  to  purgation  to  the  point  of 
severe  dehydration  and  to  bleeding  to  the  point  of 
exsanguination,  ride  horseback  to  cure  tuberculo- 
sis, and  indulge  in  many  other  absurdities.  In 
modern  times  we  have  the  use  of  Krebiozen  to 
cure  cancer  and  chiropractic  to  cure  disease! 
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Unjustified  and  illegal  extension  of  chiropractic 
practice 

Chiropractors  use  the  title  “Doctor.”  Many 
people  who  do  not  use  chiropractic,  and  this  of 
course  includes  many  physicians,  think  that  chiro- 
practors confine  their  treatment  to  conditions  of 
the  back.  This  is  just  not  true;  they  treat  most, 
of  not  all,  disease  with  adjustment  of  the  spine. 
In  their  own  official  claims  of  specific  conditions 
treated  by  them,  chiropractors  list  the  following: 
impaired  hearing  and  vision,  chronic  and  acute 
heart  disease,  hemorrhoids,  diabetes,  poliomyeli- 
tis, rheumatic  fever  and  chorea,  appendicitis,  ul- 
cers, pernicious  anemia,  other  deficiency  anemias 
in  general,  and  even  leukemia,  cancer,  and  diph- 
theria. Chiropractors  treat,  without  hesitation, 
fractures  and  lacerations.  Many,  if  not  most, 
deny  that  bacteria  cause  disease.  “It  is  ‘fear,’  not 
the  virus,  of  rabies  that  makes  that  disease  fatal.” 
Patients  with  multiple  sclerosis,  encephalitis,  hy- 
drocephalus, epilepsy,  cirrhosis,  and  tumors  in 
general  have  provided  testimonial  case  histories  to 
prove  the  effectiveness  of  chiropractic.  Hugh 
Logan,  D.C.,  founder  of  the  Logan  Basic  College 
of  Chiropractic,  in  his  text  Logan's  Basic  Methods 
1950  states 

...  in  the  case  of  pain  resulting  from  burns  we  have 
yet  to  fail  to  bring  about  almost  complete — let  us  say 
75  to  90  per  cent — reduction  in  pain  in  any  case  com- 
ing into  our  hands  within  an  hour  or  less.  The  possi- 
bility of  blistering  and/or  scarring  of  tissue  also  is 
nullified  to  a large  degree  by  prompt  application  of 
Basic  Technic. 

Chiropractic  is  resilient  and  adaptable;  it  con- 
stantly adjusts  some  of  its  dogma  when  it  is  prof- 
itable to  do  so.  Witness  the  present  use  of  “acu- 
puncture therapy  without  needles,”  utilizing  their 
new  testing  gadget,  the  “punctascope.”  Let  us 
not  underestimate  the  ability  of  chiropractic  to 
survive  as  a result  of  this  ability  to  adjust. 

How  can  any  adjustment  or  realignment  of  ver- 
tebrae (even  if  one  were  out  of  line,  and  this  is  in- 
deed moot)  affect  the  inflammation  of  a burn 
injury,  suppuration  of  the  appendix,  general  or 
local  peritonitis,  mesenteric  thrombosis,  a perfo- 
rated ulcer,  or  ruptured  aortic  aneurysm?  On  the 
other  hand,  manipulations  have  produced  such 
ruptures  and  other  dramatic  complications  during 
and  following  an  “adjustment.”  A pathologic  le- 
sion in  the  bone,  as  a metastatic  focus,  can  be 
manipulated  into  a pathologic  fracture;  a spine 
diseased  by  metastases,  multiple  myeloma,  or  os- 
teoporosis, can  lead  to  a fracture  of  the  spine,  and 
this  can  precipitate  a cord  lesion  or  even  cause 
death  in  the  case  of  a lesion  high  up  in  the  cervi- 
cal vertebrae.  We  list  not  just  possibilities  but 
actualities. 


Error  of  licensure  as  control  measure 

Error  breeds  further  error.  “Licensing  an 
unqualified  practitioner  to  practice  the  healing 
arts  does  not  change  the  fact  that  he  is  still 
unqualified.”1  Chiropractors  now  are  no  longer 
content  to  use  the  initials  “D.C.”  as  a suffix  to 
their  names;  they  now  prefer  the  prefix  “Dr.”  that 
is,  of  “Doctor.”  The  notion  that  by  granting  a li- 
cense we  will  better  control  chiropractors  is  a 
crass,  unwitting  error.  Instead,  licensing  has 
given  them  recognition  and  legal  status,  even  a 
general  acceptance  and  the  background  of  legiti- 
macy. In  a sense,  a license  supports  the  righ- 
teousness of  their  cause  and  their  doings;  instead 
of  control,  we  find  their  numbers  increased,  and, 
inevitably,  they  expand  their  efforts  to  include 
many  more  disease  entities  under  their  care.  Chi- 
ropractic has  thus  expanded  so  that  nearly  all  dis- 
eases are  now  considered  by  chiropractors  to  be 
well  within  their  province.  They  are  also  being 
included  in  the  important  comprehensive  plan- 
ning councils. 

Responsibility  of  physicians 

“The  only  thing  needed  for  scoundrels  to  suc- 
ceed with  their  evil  doings  is  for  men  of  goodwill 
to  do  nothing  about  it.”  Physicians  have  been 
passive  too  long;  as  a result,  today  chiropractic  is 
recognized  and  licensed  in  48  states  of  the  Union; 
there  are  now  15,000  to  17,000  practitioners  of  chi- 
ropractic who  treat  3 million  innocent  victims  a 
year.  We  must  now  face  up  to  the  danger  of  this 
puerile  cultism  and  oppose  this  great  error. 

No  longer  can  we  take  refuge  in  the  cliche  “they 
do  little  harm  all  told.”  In  fact,  chiropractors  do 
a great  deal  of  harm,  for  they  delay,  stop,  and  dis- 
courage proper  treatment  and  can  and  do  abro- 
gate what  is  sometimes  the  only  chance  of  cure  by 
standard  methods  and  effective  therapy;  this  is 
unconscionable.  For  example,  delay  in  giving  the 
proper  antibiotic  in  a case  of  bacterial  pneumonia, 
brain  abscess,  or  meningitis  can  mean  the  death 
of  that  individual.  With  the  proper  potent  anti- 
biotic the  life  could  have  been  saved.  The  large 
x-ray  films  (14  by  36  inches)  used  by  chiropractors 
cause  excessive  radiation  and  do  no  good.  Ulti- 
mately, they  do  much  harm.  To  the  extent  that 
we  as  physicians  sit  idly  by,  we  share  in  that  guilt. 
It  is  our  moral,  social,  and  ethical  duty  to  stop 
this  hoodwinking  of  the  unknowing  general  public. 

Some  help  in  the  fight:  new  allies 

This  will  not  be  an  easy  battle,  for  there  are 
mighty  forces  arrayed  against  us:  very  large  slush 
funds,  many  articulate  dupes,  and  many  unwit- 
ting or  unprincipled  politicians,  who  are  ensnared 
in  the  spreading  tentacles  of  this  exploitation  of 
the  suffering  sick.  As  Barnum  said — and  it  is 
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only  too  true  and  too  sad — “there  is  one  born 
every  minute  just  ready  to  be  ‘taken’  ”! 

There  are  now  three  government  reports  which 
declared  chiropractic  not  a qualified  form  of 
practice;  therefore,  at  least  thus  far  chiropractors 
cannot  be  paid  for  any  treatment  under  Medicare, 
that  is,  they  were  not  considered  health-care  pro- 
viders under  this  act.  The  official  reports  are  (1) 
the  HEW  Report  to  Congress  entitled  Indepen- 
dent Practitioners  Under  Medicare  (1970),  (2)  the 
report  of  the  Task  Force  on  Medicare  and  Related 
Programs  (June,  1970),  and  finally  (3)  the  docu- 
ment by  the  National  Advisory  Committee  on 
Health  Manpower  (November,  1967). 

Of  course,  medical  physicians  can  be  cynical 
and  uninterested  and  stay  uninvolved;  some  say 
“let  the  foolish  patient  of  the  chiropractor  stew  in 
the  juice  of  his  own  creation.”  However,  it  is  the 
patient,  not  the  chiropractor,  who  suffers.  The 
patient  does  not  know  the  fundamental  error  nor 
the  unsound  basis  of  chiropractic  treatment.  As 
noted,  many  of  our  legislators  have  supported  chi- 
ropractic and  given  it  a licensed  status,  because  of 
their  own  ignorance  or  because  of  political  expedi- 
ency, that  is,  votes.  This  is  not  a small  harmless 
error  on  their  part;  the  very  health  of  the  people 
treated  is  at  stake!  Caveat  emptor  cannot  be  al- 
lowed to  apply  to  a sick  patient.  The  issues  at 
stake  are  a healthy  life  or  a premature  death. 

The  governor  of  this  State  has  blemished  a rec- 
ord of  achievement  because  of  wrong  advice  or 
poor  judgement  in  this  matter.  It  is  a pity  that  in 
due  time  he  may  well  be  remembered  only  for  his 
mistaken  support  of  chiropractic.  His  place  in 
history  is  truly  compromised  by  his  past  and  con- 
tinuing support  of  chiropractors.  It  is  more  the 
pity  for  he  deserves  a better  monument. 

Enigma:  why  patients  go  to  chiropractors 

One  reason  patients  go  to  chiropractors  is  that 
people  are  all  too  ready  and  willing  to  be  bam- 
boozled. Another  is  that  chiropractors  are  good 
salesmen,  in  fact,  supersalesmen,  and  the  average 
person  falls  for  their  excellent  presentation  of  their 
nefarious  wares.  The  chiropractor  pampers  and 
mollycoddles  his  patients,  and  some  lonely  people 
just  love  it.  Despite  the  fact  that  there  is  no 
sound  basis  for  any  positive  contribution  by  chiro- 
practors, the  patients  like  what  they  say  and  what 
they  do.  It  does  not  matter  that  it  is  completely 
irrational.  Some  people  have  only  nonorganic 
psychosomatic  conditions,  and  there  are  no  bases 
for  their  complaints  except  functional  and  psy- 
chologic ones.  Many  have  a frankly  imaginary 
illness.  Also,  many  illnesses  are  self-limited,  and 
the  last  treatment  is  credited  by  the  patient  as 
curative.  Finally,  the  incurable  patient  grasps  at 
any  straw,  any  dogma,  true  or  false,  that  is  offered 
by  anyone;  the  chiropractor  does  not  hesitate  to 


raise  false  hopes  in  the  face  of  facts  to  the  con- 
trary, offering  impossible  solutions  and  cures.  It 
is  only  natural  for  the  poor  patient  to  believe 
readily,  and  the  sad  part  of  all  quackery  is  that 
ultimately  the  patient  pays  a grim  price. 

Actually  the  chiropractor  never  corrects  any 
real  pathologic  condition.  His  “contribution”  is 
linked  with  his  ability  to  reach  and  communicate 
with  the  patient.  The  chiropractor  takes  time  to 
communicate.  He  takes  time  to  listen  and  to  re- 
spond to  all  questions,  even  though  his  answers 
are  erroneous  and  often  ridiculous.  Hence  the  pa- 
tient feels  an  empathy,  even  an  intense  interest, 
even  though  any  real  understanding  is  completely 
lacking.  This  is  something  for  the  physician  to 
apply.  He  too  can  manifest  more  personal  inter- 
est and  pay  more  heed  to  the  amenities;  let  him 
stoop  to  “pamper  the  right  patient  a little,”  the 
lonely  one  in  particular,  rushed  and  busy  though 
he  may  be. 

Some  of  the  benefit  which  the  patient  claims 
derives  from  the  “laying  on  of  hands”  and  bodily 
contact  with  all  of  the  psychologic  and  emotional 
impact  that  can  accrue  therefrom.  This  is  equiv- 
alent to  and  very  much  like  the  alleged  cures  of 
the  King’s  Evil  (scrofula)  by  the  Royal  Touch. 
The  alleged  cures  by  this  means  were  many.  In 
fact,  this  procedure  was  abandoned  in  England 
only  very  recently.  Many  still  believe!  Recently 
a conference  was  held  on  the  “laying  on  of  hands.” 

Another  factor  is  the  component  of  conscious  or, 
more  often,  unconscious,  sexual  satisfaction  in  the 
chiropractor’s  treatment,  in  the  touchstone  effect 
of  Swedish  massage  in  the  physical  “adjustment” 
of  vertebrae.  Massage  parlors  flourish  and  are 
popular  too.  Latent  and  avowed  homosexuals 
derive  gratification  from  such  personal  ministra- 
tions. First,  the  patient  is  relaxed  and  prone. 
Second,  direct  body  contact  with  the  patient  ex- 
ists in  this  reclining  position  without  tension. 
Third,  there  is  the  component  of  masochistic  sat- 
isfaction from  the  mild  or  actual  pain  of  the  occa- 
sional chiropractic  manipulation  per  se  and/or  in 
being  physically  and  psychologically  dominated 
by  the  chiropractor.  We  must  not  belittle  this 
masochistic  element;  the  Catholic  Church  felt 
compelled  to  abolish  the  “flagellantes”  because  of 
the  sexual  component.  We  must  be  concerned; 
we  must  do  all  in  our  power  to  correct  what 
amounts  to  seduction  of  the  patient  by  the  chiro- 
practor. 

All  this  is  part  of  the  art  of  medicine.  The  art 
of  medicine  is  based  on  knowing  the  patient,  all 
about  him.  Medicine  cannot  be  all  art  and  no 
science,  but  neither  can  it  be  science  only  and 
deal  with  human  beings  dispassionately  and  whol- 
ly objectively  without  due  consideration  for  their 
foibles,  deficiencies,  and  anxieties.  Further,  it 
would  be  desirable  to  have  a program  of  research 
in  the  psychologic,  emotional,  and  physical 
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spheres  of  masssage.  We  might  learn  how  to 
achieve  relaxation  with  physiotherapy  and  by 
other  means,  so  that  whatever  good  there  might 
be  in  manipulation  can  be  understood  and  logical- 
ly harnessed  for  standard  medical  therapy. 

Important  allies 

As  noted,  we  are  no  longer  alone  in  opposition 
to  chiropractic.  The  verdict  is  in:  “the  use  of 

chiropractic  in  health  care  programs  is  not  in  the 
public  interest.”2  The  American  Public  Health 
Association  has  gone  well  beyond  a mere  state- 
ment of  opposition.  In  its  statement  of  policy  on 
November  19,  1969,  its  point  four  includes  the  fol- 
lowing. 


. . . that  various  states  reevaluate  their  licensure  pro- 
grams for  chiropractors  and  naturopaths  to  determine 
whether  such  licenses  should  not  be  further  restricted 
or  abolished,  and  that  existing  restrictions  be  more  rig- 
orously enforced  with  punishment  meted  out  for  infrac- 
tions and  extension  beyond  the  limitations  set. 


If  we  all  become  active  and  join  together  with  all 
other  enlightened  men  of  goodwill  in  attacking 
chiropractic  on  all  fronts  for  what  it  is — a deception 
and  a delusion — then  we  may  achieve  the  recom- 
mendations as  outlined  by  the  American  Public 
Health  Association.  Passivity  has  failed;  we  have 
to  substitute  a more  active  and  aggressive  ap- 
proach. Two  mottos  apply. 

The  most  recent  condemnation  of  chiropractic 
is  found  in  the  “Report  of  the  Chiropractic  Com- 
mittee to  the  Governor’s  Health  Planning  and 
Policy  Task  Force  dated  October  23,  1972,  in  Wis- 


consin. This  was  an  impartial  body  with  no  physi- 
cians on  it  and  no  axe  to  grind.  This  task  force 
made  the  following  recommendations: 

1.  That  the  State  of  Wisconsin  accept  the  affirma- 
tive responsibility  of  providing  its  citizens  with  the  in- 
formation necessary  to  make  intelligent  decisions  with 
respect  to  use  of  chiropractic  by  directing  the  Educa- 
tion Committee  of  the  Health  Policy  and  Program 
Council  to  devise  and  implement  programs  to  educate 
all  citizens  regarding  the  nature  of  chiropractic 
theory,  its  lack  of  scientific  validity  and  the  potential 
hazards  associated  with  its  use. 

Implicit  in  this  proposal  is  the  recommendation  that 
the  Task  Force  oppose  any  legislation  which  requires 
that  coverage  for  chiropractic  services  be  included  in 
any  form  of  insurance  policy. 

2.  That  the  State  refuse  to  permit  the  use  of  any 
public  resources  for  any  purpose  which  would  tend  to 
further  the  use  of  chiropractic. 

Implicit  in  this  proposal  is  the  recommendation  that 
legislation  be  enacted  to  remove  chiropractic  services 
from  coverage  by  the  Workmen’s  Compensation  Law. 

New  York  State  might  well  do  likewise. 

Two  mottos  apply. 

As  the  fool  thinks,  so  the  bell  clanks. 

A cracked  bell  never  sounds  well. 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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The  use  of  illicit  drugs  by  young  people  has 
gained  wide  public  notice.  It  is,  perhaps,  not  so 
well  known  that  drug  abuse  is  becoming  a leading 
cause  of  morbidity  and  mortality  in  adolescents. 
Except  for  the  “bad  trips”  and  overdose  cases 
which  appear  in  emergency  rooms  or  city 
morgues,  drug  use  is  not  commonly  dealt  with  by 
physicians.  Because  it  had  become  apparent  that 
a major  portion  of  staff  time  and  energy  was  being 
devoted  to  this  problem,  it  was  decided  to  study 
the  prevalence  of  serious  drug  use  among  adoles- 
cent patients  treated  in  an  ambulatory  medical 
service.  The  Teen  Age  Service  of  Beth  Israel 
Medical  Center  offers  comprehensive  outpatient 
care  to  a lower-middle  and  low-income  population 
in  the  lower  east  side  neighborhood  of  Manhattan. 
About  65  per  cent  of  our  patients  are  eligible  for 
Medicaid.  Teenagers  thirteen  through  twenty- 
one  years  of  age  come  on  their  own  or  are  referred 
by  the  Hospital’s  emergency  room,  schools,  social 
agencies,  friends,  or  private  physicians  for  treat- 
ment of  various  medical  problems  or  for  a check- 
up. With  very  few  exceptions,  drug  abuse  is  not 
the  chief  complaint. 

Methods 

The  study  group  consists  of  all  new  patients 
registered  for  Teen  Age  Service  during  the  six- 
teen-month  period  ending  December,  1970.  This 
population  numbers  523  patients.  Questions  con- 
cerning drug  use  are  part  of  the  form  used  by  phy- 
sicians in  obtaining  initial  histories.  While  infor- 
mation concerning  drugs  is  not  always  elicited  on 
the  first  visit,  it  frequently  emerges  on  subsequent 
visits.  In  addition,  patients  often  discuss  their 
drug  use  with  the  nurse  or  social  worker.  Data 

This  report  was  presented  at  a joint  meeting  of  the  Ameri- 
• can  Pediatric  Society  and  the  Society  for  Pediatric  Research, 
Atlantic  City,  New  Jersey,  April  30,  1971. 


for  this  study  were  obtained  by  reviewing  records 
of  all  staff,  usually  one  to  two  months  after  pa- 
tients had  registered.  Demographic  data  were 
obtained  from  the  patient  register  kept  in  Teen 
Age  Service. 

FoV  the  purpose  of  this  study,  serious  drug  use  is 
defined  as  the  taking  of  various  psychoactive  sub- 
stances, not  prescribed  by  a physician,  in  a fairly 
regular  way  for  a period  of  at  least  two  months. 
Because  of  the  extreme  variability  in  effect  and 
doubts  concerning  the  seriousness  of  its  use  at  the 
time  this  study  was  begun,  marihuana  is  not  in- 
cluded. The  abuse  of  alcohol  was  not  studied, 
since  this  appears  to  be  much  less  of  a problem  in 
our  population  than  drug  abuse. 

Forty  randomly  selected  drug  users,  25  per  cent 
of  users,  were  interviewed  in  depth  concerning 
patterns  of  use,  reasons  for  using  and  means  of  ac- 
quiring drugs,  certain  family  factors,  and  atti- 
tudes toward  drug  use.  These  interviews  were 
conducted  by  either  a medical  student  or  a gradu- 
ate student  in  psychology  under  the  supervision  of 
the  author  during  the  summer  and  fall  of  1970. 

Results 

Of  the  523  patients  studied,  160,  or  31  per  cent, 
are  known  to  be  seriously  involved  with  drugs. 
Table  I shows  the  frequency  with  which  various 
drugs  are  used.  Of  our  patients  19  per  cent  use 
heroin;  9 per  cent  use  barbiturates  or  other  de- 
pressants, usually  referred  to  as  “downs”;  7 per 
cent  use  amphetamines  or  other  stimulant  pills, 
called  “ups”;  6 per  cent  use  LSD  (lysergic  acid  di- 
ethylamide), mescaline,  and  other  hallucinogens; 
and  5 per  cent  use  methamphetamine  (Methe- 
drine),  or  “speed.”  Mixed  use  is  common. 
Hashish  was  mentioned  by  20  users  and  cocaine 
by  13,  but  neither  were  used  regularly.  Only  2 
patients  admitted  to  glue  sniffing. 

In  Table  II  the  distribution  of  the  total  study 
group  by  age,  sex,  and  ethnic  group,  as  well  as 
certain  subpopulations,  is  shown  with  the  fre- 
quency of  drug  use  in  each  population.  It  can  be 
seen  that  of  the  total  study  group  of  Teen  Age 
Service  patients,  55  per  cent  are  over  sixteen  years 
of  age;  45  per  cent  are  boys;  44  per  cent  are  of 
Puerto  Rican  or  other  Latin  American  origin;  26 
per  cent  Negro;  10  per  cent  Jewish;  and  20  per 
cent  are  members  of  other  ethnic  groups,  includ- 
ing Slavic,  Italian,  Irish,  and  1 per  cent  Chinese 
Americans. 

One  subpopulation  consists  of  89  teen-agers  who 
live  in  one  of  four  group  residences  served  by  us. 
These  youngsters  are  placed  because  of  family 
disruption  and/or  antisocial  behavior.  This  pop- 
ulation differs  from  the  total  in  being  older,  con- 
taining more  boys,  less  of  Latin  American  origin, 
and  more  Negro  youths.  Of  this  group  53  per 
cent  are  drug  users. 

Another  subpopulation  is  comprised  of  26  pa- 
tients, referred  to  in  this  text  as  “hippies”  for  the 
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TABLE  I.  Frequency  of  use  of  various  drugs  among  all 
Teen  Age  Service  patients  and  drug  users 


Drugs 

Number  of 
Patients 
Using 

Per  cent 
of 

Patients 

Per  cent 
of 

Users 

Heroin 

99 

19 

62 

Barbiturates, 

depressants 

47 

9 

29 

Amphetamines, 

stimulants 

39 

7 

24 

LSD  (lysergic  acid 
diethylamide), 
mescaline 

29 

6 

18 

Methamphetamine 

(“speed”) 

25 

5 

16 

Totals 

160 

31 

100 

sake  of  brevity.  In  most  cases  they  have  been  re- 
ferred to  Teen  Age  Service  by  various  street  clin- 
ics and  storefronts  which  serve  the  population  of 
nomadic  youths  centered  a few  blocks  from  Beth 
Israel  Hospital.  All  of  these  patients  are  over  six- 
teen years  of  age;  only  one-third  are  boys;  and 
none  are  Latin  American  or  Negro.  All  are  fairly 
seriously  involved  with  drugs. 

The  remaining  408  patients  live  with  their  fami- 
lies (parents,  grandparents,  other  relatives, 
mates)  or,  in  a few  instances,  alone.  Of  this  group 
49  per  cent  are  over  sixteen  years  of  age;  37  per 
cent  are  boys;  52  per  cent  are  of  Latin  American 
origin;  23  per  cent  are  Negro;  10  per  cent  are  Jew- 
ish, and  15  per  cent  of  other  ethnic  background. 
Twenty-one  per  cent  of  these  patients  with  fami- 
lies are  drug  users. 

For  the  teen-agers  who  are  not  in  a group  resi- 
dence and  are  not  hippies,  those  referred  to  here 
as  “with  family,”  frequency  of  drug  use  by  age, 
sex,  and  ethnic  background  is  shown  in  Table  III. 
Serious  drug  use  is  found  in  19  per  cent  of  those 
over  sixteen  years  of  age  and  23  per  cent  of  those 
sixteen  and  under,  differences  which  are  not  sta- 
tistically significant.  Thus,  the  pattern  of  resort- 
ing to  drugs  is  established  in  this  population  by 
the  age  of  sixteen  years.  The  frequency  of  drug 
use  is  significantly  higher  among  boys,  approxi- 
mately twice  the  rate  for  girls,  a finding  which  is 
consistent  with  other  studies.  Frequencies  which 
differ  significantly  from  each  other  are  found 
among  the  ethnic  groups  studied.  Twenty-four 
per  cent  of  teen-agers  of  Puerto  Rican  or  other 
Latin  American  origin  are  known  to  be  users,  10 
per  cent  of  Negro  adolescents,  21  per  cent  of  Jewish, 
and  31  per  cent  of  those  who  are  in  the  category  of 
other  white,  non-Latin  American  ethnic  back- 
ground. We  cannot  entirely  account  for  the  much 
lower  frequency  of  serious  drug  use  observed  in 
Negro  youngsters  without  more  detailed  examina- 
tion of  this  group.  It  is  our  impression  that,  in 
the  particular  population  seen  by  Teen  Age  Ser- 
vice, there  are  more  upwardly  mobile  families  in 
the  Negro  group  than  in  others.  Included  among 


TABLE  II.  Distribution  of  study  population  by  age,  sex, 
ethnic  group,  style  of  living,  and  drug  use  (per  cent) 


Categories 

Study 

Popu- 

lation 

Group 

Resi- 

dence 

“Hippies” 

With 

Family 

Over  sixteen 

years 

55 

68 

100 

49 

Boys 

45 

84 

33 

37 

Latin  American 

44 

18 

0 

52 

Negro 

26 

49 

0 

23 

Jewish 

10 

11 

15 

10 

Other 

20 

22 

85 

15 

Using  drugs 

31 

53 

100 

21 

Totals  (number 

of  patients) 

523 

89 

26 

408 

Table  III.  Frequency  of  drug  use  among  patients  with 
families  by  age,  sex,  and  ethnic  group 

Categories 

Number 
of  Patients 

Number 
of  Users 

Per  cent 
Using 

Over  sixteen 
years 

201 

39 

19 

Sixteen  years 
and  under1 

207 

48 

23 

Boys 

151 

49 

32 

Girls2 

257 

38 

15 

Latin  American 

214 

51 

24 

Negro 

93 

9 

10 

Jewish 

39 

8 

21 

Other3 

62 

19 

31 

Total  Patients 
with 
Families 

408 

87 

21 

1.  x2  (d.  f.  = 1)  = 0.94  (p  > 0.01) 

2.  x2  (d.  f.  = 1)  = 18.00  (p  < 0.01) 

3.  x2  (d.  f.  = 3)  = 11.39  (p  < 0.01) 


the  Negro  patients  we  see  are  many  whose  parents 
are  hospital  employes.  There  is,  of  course,  the 
possibility  that  Negro  teen-agers  are  less  open 
than  others  in  talking  about  drug  use  with  white 
staff  members.  On  the  other  hand,  we  have  ob- 
served a growing  ideologic  aversion  to  drugs 
among  these  young  people. 

Interviews 

The  40  young  drug  users  who  were  interviewed 
in  depth  included  users  of  all  of  the  drugs  studied. 
Of  17  who  had  used  heroin,  5 had  been  physically 
addicted.  The  remainder  used  heroin  by  various 
routes  a few  times  a week  or  on  weekends.  In  ad- 
dition, 33  of  the  40  smoked  marihuana,  and  1 used 
alcohol  heavily.  The  order  in  which  drugs  were 
used  varied  considerably.  The  first  drug  used  was 
marihuana  for  26;  stimulant  pills,  5;  depressants, 
3;  LSD,  2;  “speed,”  2;  heroin,  1;  and  alcohol,  1. 
The  second  drug  used  was  marihuana  for  14;  her- 
oin, 7;  depressants,  6;  LSD,  6;  “speed,”  4;  and 
stimulants,  3. 
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When  asked  why  they  started  using  drugs,  10  of 
the  40  users  said  it  was  out  of  curiosity  or  just  be- 
cause they  were  available.  Seven  said  they  want- 
ed to  feel  good,  and  5,  that  they  were  bored. 
Three  users  suggested  that  they  were  seeking  a 
consciousness-expanding  experience.  Others 
wanted  to  relax  or  get  attention. 

All  but  2 were  induced  to  use  drugs  by  friends. 
One  was  “turned  on”  by  a brother  and  1 by  an 
uncle.  Drugs  were  obtained  from  friends  or  pur- 
chased on  the  streets  or  in  school.  Money  for 
drugs  was  earned  by  18  of  40  users.  Four  spent 
allowance  money;  6 never  paid  for  drugs;  3 admit- 
ted to  stealing;  and  3 to  dealing  in  drugs.  One 
patient  forced  his  girlfriend  to  prostitute. 

In  the  case  of  23  users  interviewed,  parents  were 
separated  or  one  parent  dead.  Thirteen  reported 
that  one  or  both  parents  were  heavy  drinkers. 
Twelve  had  parents  or  siblings  who  used  drugs. 
We  have  not  measured  these  factors  for  total 
population. 

All  of  the  patients  interviewed  said  they  enjoyed 
the  effects  of  the  drugs  used.  Some  described 
their  use  of  different  drugs  to  create  particular 
feelings.  Most  non-heroin  users  viewed  heroin  as 
bad,  other  drugs  as  good  or  indifferent.  All  40 
have  negative  attitudes  toward  addicts  or 
“junkies,”  using  such  terms  as  “weak”  or  “stu- 
pid.” Of  17  heroin  users,  8 spoke  of  stopping  soon 
and  only  3 would  introduce  a friend  to  heroin. 

Comments 

It  has  been  found  that  31  per  cent  of  patients 
seen  by  our  adolescent  service,  located  in  a low- 
middle  and  low-income  urban  area,  are  seriously 
involved  with  drugs  other  than  marihuana.  If 
considered  as  a single  diagnostic  entity,  drug 


abuse  surpasses  all  other  conditions  in  this  popula- 
tion, except  acne  and  upper  respiratory  infections. 
Serum  hepatitis  alone,  which  has  occurred  in  at 
least  30  users,  is  among  the  more  common  diag- 
noses made  by  us.  Unless  there  is  a significant 
reduction  in  drug  use  among  teen-agers,  the  phy- 
sician treating  this  group  must  be  prepared  to  di- 
rect greater  attention  to  this  serious  aspect  of  ado- 
lescents’ health. 

A pattern  of  drug  taking  has  been  observed  in 
our  population  in  which  the  use  of  a variety  of  dif- 
ferent kinds  of  drugs  prevails.  Heroin  is  frequent- 
ly one  of  many  drugs  taken.  Of  99  heroin  users  in 
this  study  only  12  are  known  to  have  become  ad- 
dicted. It  has  been  our  observation  that  regular, 
light  use  of  heroin  can  persist  for  many  months 
without  the  development  of  physical  dependence. 
We  intend  to  study  this  phenomenon  more  inten- 
sively. The  sequence  in  which  drugs  are  used  is 
not  fixed.  Use  of  a particular  drug  can  be  deter- 
mined by  availability,  fads,  or  the  desire  for  a par- 
ticular effect.  Drugs  are  readily  obtained  in  our 
community  and  most  teen-agers  are  introduced  to 
drugs  by  friends.  No  drug  is  peculiar  to  one 
subgroup. 

Long-term  outcomes  have  not  been  studied  to 
date.  Out  of  160  drug  users  studied,  24  have  ac- 
cepted referral  for  treatment.  One  is  known  to  be 
dead  by  suicide.  A few  have  stopped  using  drugs. 
Additional  funds  are  being  sought  to  supplement 
our  staff  for  treatment  and  referral  of  drug  users 
and  to  conduct  follow-up  studies. 

10  Nathan  D.  Perlman  Place 
New  York,  New  York  10003 
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In  the  past  few  years  it  has  become  increasingly 
evident  that  the  pregnant  teenager  presents  a spe- 
cial problem.  It  has  been  well  documented  that 
teenage  mothers  have  a greater  incidence  of  medi- 
cal complications:  prematurity,  anemia,  toxemia, 
prolonged  labor,  and  puerperal  morbidity. 1-3  In 
addition,  many  of  the  more  recent  studies  have 
shown  that  social  and  psychologic  adjustment,  fu- 
ture schooling,  vocational  potential,  and  earning 
capacity  are  all  severely  affected. 4-6  Approxi- 
mately 85  per  cent  of  all  teenaged  mothers  do  not 
return  to  school  unless  they  are  properly  coun- 
seled. If  the  young  woman  marries  while  still  in 
her  teens,  her  chance  of  divorce  is  two  to  four 
times  greater  than  for  the  girl  who  marries  in  her 
twenties.  The  teenaged  mother’s  ability  to  earn 
enough  to  support  herself  is  severely  restricted. 
The  final  result  is  a group  of  unwed  mothers  with 
numerous  children  perpetuating  itself  as  a burden 
on  society. 

Some  50  or  more  programs  have  been  initiated 
throughout  the  United  States  to  concentrate  and 
coordinate  medical,  psychologic,  and  social  care 
in  an  attempt  to  solve  these  problems.  Examples 
of  these  programs  are  in  Syracuse,  New  York,7 
New  York  City,*’  and  New  Haven,  Connecticut.8-12 

In  Nassau  County  the  problem  of  the  unwed 
young  mother  is  just  as  acute  as  in  the  rest  of  the 
country.  Nassau  County  is  a large  suburban 
county  just  east  of  New  York  City  with  a popula- 
tion of  1,414,000  in  1968.  It  is  comprised  of  3 
townships,  2 cities,  and  56  independent  school 
districts.  The  population  is  greater  than  that  of 
17  states.  If  it  were  a city,  it  would  be  the  sixth 
largest  in  the  country. 


TABLE  I.  Incidence  of  birth  and  out-of-wedlock  births  in 
three  poverty  areas  of  Nassau  County 


Community 

Birth  Rate 
(Per  1,000 
Population) 

Out-of-Wedlock 
Birth  Rate 
(Per  1,000 
Population) 

Hempstead 

23.0 

4.95 

New  Cassel 

22.6 

8.16 

Roosevelt 

20.2 

5.23 

The  total  Nassau  County  birth  rate  in  1968  was 
12.7  per  1,000,  with  an  out-of-wedlock  birth  rate 
of  0.83  per  1,000.  The  comparable  rates  for  three 
poverty  areas  in  the  county  are  given  in  Table  I. 
During  the  same  period  20,000  families  were  con- 
sidered to  be  living  in  poverty,  and  6,400  cases, 
including  24,000  people,  were  receiving  aid  to  de- 
pendent children. 

During  1968,  105  unmarried  girls  between  the 
ages  of  twelve  and  seventeen  delivered  in  Nassau 
County.  Sixty-one  per  cent  of  these  delivered  at 
Meadowbrook  Hospital,  the  Nassau  County  pub- 
lic general  hospital. 

Young  Mothers'Clinic  at  Meadowbrook 
Hospital 

The  Young  Mothers’  Clinic  was  established  at 
Meadowbrook  Hospital  in  the  summer  of  1968  to 
deal  with  the  medical,  psychologic,  and  social 
problems  of  young  unwed  mothers  seventeen 
years  old  or  less.  It  was  hoped  that  the  clinic 
would  attract  the  patients  as  early  as  possible  in 
their  pregnancy  and  allow  time  to  attend  to  all  of 
their  special  needs. 

The  personnel  of  the  clinic  have  been  organized 
as  a team,  with  physicians,  social  workers,  and 
public  nurses  providing  the  following  services: 

Physicians  ’ services 

1.  The  same  physicians  (1  attending  and  1 resi- 
dent) follow  each  patient  throughout  her  antepartum 
course.  Each  patient  is  individually  encouraged  to 
keep  her  clinic  appointments  for  total  prenatal  care. 

2.  Dietary,  psychiatric,  and  other  consultations 
are  requested  when  necessary. 

3.  If  antepartum  admission  is  needed,  the  patient 
is  treated  in  the  hospital  by  the  same  physicians  as 
she  sees  in  the  clinic. 

4.  The  patient  is  followed  in  labor  and  delivered 
by  the  resident  who  followed  her  in  the  clinic,  and 
she  is  supervised  by  the  attending  physician. 

5.  After  delivery  the  patient  returns  for  her  post- 
partum visit  to  the  Family  Planning  Clinic. 

Social  worker  services 

1.  Each  patient  is  seen  by  the  social  worker  at 
her  first  visit  to  the  clinic. 

2.  The  teenagers  are  advised  of  the  availability  of 
community  resources — special  services,  Medicaid  eli- 
gibility, adoption  services,  and  foster  homes.. 

3.  The  social  worker  is  present  at  all  clinic  ses- 
sions. She  is  also  available  for  immediate  consulta- 
tion, as  well  as  ongoing  casework  service,  to  patients. 
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TABLE  II.  Comparison  of  the  results  of  the  Young  Mothers’  Clinic  with  nonspecial  clinic  patients 


Variable 

- — Young  Mothers’  Clinic — - 
Number  (Per  Cent) 

. — Non-special  Clinic — • 
Number  (Per  Cent) 

Patients 

Blacks 

46 

(81) 

45 

(85) 

Whites 

11 

(19) 

8 

(15) 

Antepartum  care 

Gestation  at  first  clinic  visit  (average  weeks) 
Blacks 
Whites 

Weight  gain  (average  pounds) 

Blacks 

Whites 

Midforceps  delivery 

7 

27.9 

27.8 

24 

27 

(12) 

7 

30  2 
24.3 

26 

32 

(13) 

Cesarean  sections 

2 

(.  . .) 

1 

(...) 

Prematurity  rate 

3 

(5.4) 

7 

(13.2) 

Perinatal  mortality 

0 

(0) 

2 

(3.8) 

Toxemia  rate 

5 

(8.8) 

4 

(7.5) 

Contraception 

43 

(75.4) 

7 

(13.2) 

Returned  to  school 

45 

(78.9) 

Unknown 

(...) 

4.  The  girls  are  encouraged  to  continue  their  edu- 
cation during  and  after  the  pregnancy.  The  social 
worker  acts  as  intermediary  with  the  school  districts 
to  this  end  and  with  other  community  health  and 
welfare  institutions  when  indicated. 

5.  Home  visits  are  made  when  possible. 

Public  health  nurse  services 

1.  The  public  health  nurse  advises  each  patient 
on  proper  diet  and  activity  during  the  pregnancy. 

2.  She  is  present  at  all  clinic  sessions  and  is 
available  at  other  times  if  information  or  advice  is 
requested. 

3.  Home  visits  are  made  when  indicated  during 
the  antepartum  period  and  as  long  as  six  months  post- 
partum. 

The  girls  are  encouraged  to  attend  prenatal 
classes  given  at  Meadowbrook  Hospital.  These 
classes  include  instruction  in  maternal  and  fetal 
physiology,  preparation  for  labor,  training  for  nat- 
ural childbirth  (if  desired),  and  lessons  in  baby 
care.  As  the  girls  meet  in  a group,  they  come  to 
know  one  another.  Their  sense  of  futility  is  some- 
what relieved  by  knowing  that  others  are  in  a sit- 
uation similar  to  theirs  and  that  many  profession- 
al people  care  about  them  and  are  interested  in 
helping  them. 

Results 

In  an  effort  to  evaluate  the  Young  Mothers’ 
Clinic’s  results  we  have  compared  its  first  year  of 
operation  with  a group  of  young  unwed  mothers 
who  delivered  the  previous  year.  At  that  time  no 
specialized  program  had  been  instituted  (Table 

n). 

The  control  group,  or  nonspecial  clinic  group, 
consisted  of  45  black  girls  and  8 white  girls,  a 
total  of  53  patients.  The  Young  Mothers’  Clinic 
group  had  46  black  girls  and  11  white  girls,  a total 
of  57  patients.  The  ages  of  both  groups  ranged 
from  fourteen  to  seventeen  years  at  the  time  of 
admission  to  the  clinic.  Nineteen  per  cent  of  the 


nonspecial  clinic  group  and  34  per  cent  of  the  clin- 
ic group  were  fifteen  years  old  or  younger.  Forty- 
three  per  cent  of  the  patients  of  the  nonspecial 
clinic  group  and  35  per  cent  of  the  Young  Moth- 
ers’ Clinic  group  were  seventeen  years  old  at  ad- 
mission to  the  clinic. 

The  predominant  religion  among  the  black  girls 
was  Baptist  in  both  groups.  Among  the  whites 
the  largest  grouping  was  Catholic. 

Patients  in  the  Young  Mothers’  Clinic  had  from 
0 to  12  siblings.  Thirty-nine  of  the  57  had  4 or 
more  siblings.  Sixty-nine  per  cent  of  all  the  pa- 
tients were  the  middle  or  youngest  sibling. 

Antepartum  care.  Pregnancy  had  progressed 
for  the  nonspecial  clinic  patients  to  30.2  weeks  for 
the  black  patients  and  24.3  weeks  for  the  white 
patients  before  prenatal  care  was  sought.  This 
time  was  reduced  to  27.9  and  27.8  weeks  respec- 
tively for  the  Young  Mothers’  Clinic  patients. 

Weight  gain  during  the  gestation  was  recorded. 
The  weight  gain  was  26  pounds  (average)  for  the 
black  patients  and  32  pounds  for  the  white  pa- 
tients in  the  nonspecial  clinic  patients.  The 
weight  gain  for  the  Young  Mothers’  Clinic  pa- 
tients was  24  and  27  pounds,  respectively. 

Abortion.  None  of  the  patients  of  either  group 
aborted  spontaneously.  In  both  groups,  when 
most  of  the  patients  started  coming  to  the  clinic, 
they  were  too  far  along  in  the  gestation  to  have  a 
therapeutic  abortion  performed.  Those  patients 
who  were  early  enough  in  gestation  rejected  the 
suggestion  of  an  abortion. 

Delivery.  The  predominant  type  of  delivery 
both  years  was  a low  forceps  delivery.  The  mid- 
forceps rates  of  13  and  12  per  cent  for  each  year 
were  lower  than  those  reported  in  other  studies.7-13 
The  midforceps  procedure  was  usually  a rotational 
maneuver  for  persistent  transverse  or  posterior  po- 
sitions. The  only  cesarean  section  done  the  year 
prior  to  the  specialized  clinic  was  for  cephalopel- 
vic  disproportion.  The  two  cesarean  sections  per- 
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formed  on  Young  Mothers’  Clinic  patients  were 
for  (1)  cephalopelvic  disproportion  and  (2) 
cephalopelvic  disproportion  with  pre-eclampsia. 
The  usual  anesthesia  prior  to  the  special  clinic 
was  saddle  block.  This  was  replaced  with  inhala- 
tion anesthesia  the  first  year  the  clinic  was  in  op- 
eration. 

Infant’s  status.  The  year  before  the  special 
clinic  started  there  were  7 premature  babies 
(weighing  less  than  2,500  Gm.),  all  born  to  black 
patients;  a 13.2  per  cent  prematurity  rate.  The 
prematures  included  a 624-Gm.  stillborn  infant, 
born  of  a nonspecial  clinic  mother  at  twenty-four 
weeks'  gestation,  and  a 1,000-Gm.  infant  with  an 
Apgar  score  of  4 who  died  a day  after  delivery. 
This  latter  infant  was  born  to  a mother  who  had 
had  no  prenatal  care.  These  2 babies  comprised 
the  perinatal  deaths  for  pregnant  teenagers  during 
the  year  prior  to  the  special  clinic.  The  perinatal 
mortality  rate  was  computed  as  38  per  1,000  births 
(3.8  per  cent).  The  other  5 prematures  weighed 
between  1,000  and  2,500  Gm.  and  lived. 

In  the  Young  Mothers’  Clinic  during  its  first 
year,  3 premature  infants  were  born;  a rate  of 
5.4  per  cent.  All  of  these  babies  weighed  between 
1,000  and  2,500  Gm.  None  of  these  premature 
babies  died,  and  all  of  the  term  infants  lived;  the 
perinatal  mortality  rate  for  the  clinic’s  first  year 
was  zero.  The  prematurity  rate  for  Meadowbrook 
Hospital  during  the  period  of  July,  1968,  through 
June,  1969,  was  12.4  per  cent.  The  perinatal 
mortality  rate  for  the  hospital  for  the  same  period 
was  25.2  per  1,000  births  (2.52  per  cent)  for  babies 
weighing  greater  than  500  Gm.  and  14.3  per  1,000 
births  (1.43  per  cent)  for  babies  weighing  more 
than  1,000  Gm. 

Complications.  The  obstetric  complications 
for  both  groups  consisted  of  toxemia,  anemia,  dia- 
betes mellitus,  and  abruptio  placentae.  The  inci- 
dence of  complications  for  both  years  was  similar. 
Toxemia  was  the  only  complication  which  was 
more  prevalent  in  the  teenager  than  in  the  usual 
obstetric  patients.  The  incidence  of  toxemia  for 
the  nonspecial  clinic  group  and  the  Young  Moth- 
ers’ Clinic  group  were  7.5  and  8.8  per  cent,  respec- 
tively. The  incidence  is  approximately  twice  that 
of  the  national  average  for  all  pregnant  women, 
but  less  than  half  of  that  for  teenaged  mothers 
who  do  not  have  prenatal  care  or  are  not  cared  for 
in  special  clinics.  h?. 13 

Contraception.  The  year  prior  to  the  special 
clinic’s  inception,  contraception  was  not  available 
for  minors  at  Meadowbrook  Hospital,  for  legal 
reasons.  Therefore,  only  13.2  per  cent  found  their 
way  to  some  other  facility  offering  contraceptive 
guidance.  During  the  first  special  clinic  year,  the 
Meadowbrook  Family  Planning  Clinic,  Mineola 
Planned  Parenthood,  and  other  family  planning 
facilities  were  made  available  to  the  teenager.  At 
present  75.4  per  cent  of  the  patients  from  the  spe- 
cial clinic  have  used  these  services. 


Sociologic  results.  The  school  grades  for  pa- 
tients in  the  Young  Mothers’  Clinic  are  eighth,  1; 
ninth,  20;  tenth,  23;  eleventh,  9;  and  twelfth,  4. 
In  the  special  clinic  group,  45  of  the  57  patients 
(78.9  per  cent)  returned  to  school.  Of  the  45  girls 
who  returned  to  school,  4 have  graduated  from 
high  school,  and  1 has  started  college. 

All  46  black  girls  kept  their  infants,  whereas  5 
of  the  1 1 white  girls  kept  their  children. 

Comment 

The  goals  of  the  Meadowbrook  Hospital  Young 
Mothers’  Clinic  have  been  to  (1)  improve  prenatal 
care,  (2)  reduce  the  perinatal  mortality  rate,  and 
(3)  equip  the  patient  to  make  a satisfactory  ad- 
justment to  society.  The  results  show  that  there 
has  been  an  improvement  in  the  prematurity  rate, 
a decreased  perinatal  mortality  rate,  an  improved 
rate  of  return  to  school,  and  a greater  effectiveness 
of  family  planning  services.  However,  the  first 
goal  has  not  been  fully  attained.  We  have  been 
unable  to  get  the  girls  to  come  to  the  clinic  early, 
nor  have  we  been  successful  in  getting  them  there 
for  enough  visits.  Much  of  this  can  be  blamed  on 
the  variations  in  the  attitudes  toward  teenaged 
pregnancy  in  the  56  separate  school  districts  in 
Nassau  County.  These  range  from  complete  de- 
nial of  the  problem  to  suspension  of  the  girl  from 
school  when  pregnancy  is  diagnosed.  In  addition, 
several  school  districts  attempt  to  provide  all  so- 
cial, medical,  and  educational  services  by  them- 
selves. The  result  has  been  a fragmentation  of 
effective  action. 

Attempts  are  being  made  to  solve  these  prob- 
lems and  to  provide  the  superior  coordinated  and 
intensive  care  envisioned  at  the  beginning  of  this 
project.  Negotiations  are  proceeding  to  form  a 
centralized  school,  providing  specialized  personnel 
for  this  purpose.  It  will  serve  the  patient  while 
she  is  pregnant  and  later  if  she  cannot  return  to 
her  own  school. 

The  program  will  be  a joint  project  of  the  school 
districts  through  the  B.O.C.E.S.  (Board  of  Coop- 
erative Educational  Services),  The  Nassau  Coun- 
ty Department  of  Social  Services,  and  Meadow- 
brook Hospital. 

The  school  districts,  through  B.O.C.E.S.,  will 
provide  the  teaching  staff,  both  vocational  and  ac- 
ademic, and  the  transportation  to  the  school. 
The  department  of  social  services  will  provide  so- 
cial workers  and  a day-care  center.  The  day-care 
center  not  only  will  provide  infant  care,  but  also 
would  be  a learning  experience  for  the  young  moth- 
ers. Some  of  them  may  become  day  care  aides  in 
the  center.  Medical  services,  including  antepart- 
um, intrapartum,  and  postpartum  care;  contra- 
ceptive advice;  and  psychiatric  counseling  will  be 
provided  by  Meadowbrook  Hospital  physicians. 
The  Meadowbrook  Hospital  high-risk  prenatal 
clinic  and  special  pediatric  high-risk  clinic  will 
also  be  available  as  back-up  services. 
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As  the  Young  Mothers’  Clinic  develops,  empha- 
sis will  be  placed  on  the  psychiatric  reasons  for 
these  patients  becoming  pregnant,  their  reluc- 
tance to  accept  abortion,  and  methods  of  prevent- 
ing unwed  girls  from  becoming  mothers. 14 

Summary 

The  Young  Mothers’  Clinic  was  established  at 
Meadowbrook  Hospital,  the  Nassau  County  pub- 
lic general  hospital,  in  the  summer  of  1968  to  pro- 
vide special  care  for  unwed  pregnant  girls  aged 
seventeen  or  less.  The  results  for  the  first  year  of 
operation  are  compared  with  those  for  a similar 
group  of  girls  who  delivered  in  the  previous  year. 
Success  is  suggested  by  the  decreasing  of  pre- 
maturity rates,  in  the  reduction  of  perinatal  mortal- 
' ity  rates,  and  in  improved  family  planning.  More 
girls  may  be  returning  to  school  as  a result  of  the 
clinic’s  activities.  There  still  remains  much  to  be 
done  in  the  area  of  prenatal  care  and  in  the  pre- 
vention of  early  first  pregnancies.  A centralized 
school  is  being  established  which  will  offer  con- 
tinuing education,  a day  care  center,  and  provide 
social  and  medical  services. 

300  Kimberly  Place 
West  Islip,  New  York  11795 
(DR.  DRUCKER) 


References 


1.  Hassan,  H.  M.,  and  Falls,  F.  H.:  The  young  primi- 
para:  a clinical  study,  Am.  J.  Obst.  & Gynec.  88:  256  (1964). 

2.  Israel,  S.  L.,  and  Woutersz,  T.  B.:  Teenage  obstetrics: 
a cooperative  study,  ibid.  85:  659  (1963). 

3.  Semmens,  J.  P.:  Implications  of  teenage  pregnancy, 

Obst.  & Gynec.  26:  77  (1965). 

4.  Morgenthau,  J.  E.:  Teenage  mothers,  J.  School 

Health  37:  353  (1967). 

5.  Teele,  J.  E.,  et  al.\  Factors  related  to  social  work  ser- 
vices for  mothers  of  babies  born  out  of  wedlock,  Am.  J.  Pub. 
Health  57:  1300(1967). 

6.  Wallace,  H.:  Teenage  pregnancy,  Am.  J.  Obst.  & 

Gynec.  92:  1125  (1965). 

7.  Osofsky,  H.  -J.,  Hagan,  J.  H.,  and  Wood,  P.  W.:  A 

program  for  pregnant  schoolgirls:  some  early  results,  ibid. 

103:  1020(1969). 

8.  Brown,  T.  E.,  et  ai:  The  role  of  the  medical  center  in 
sex  education,  J.  Am.  M.  Women’s  A.  23:  187  (1968). 

9.  Sarrel,  P.  M.,  and  Davis,  C.  D.:  The  young  unwed 

primipara:  a study  of  100  cases  with  5-year  follow-up.  Am.  J. 
Obst.  & Gynec.  95:  722  (1966). 

10.  Sarrel,  P.  M.:  The  university  hospital  and  the  teenage 
unwed  mother.  Am.  J.  Pub.  Health  57:  308  (1967). 

11.  Sarrel,  P.  M.,  Holley,  M.,  and  Anderson,  G.:  The 

young  unwed  mother:  the  role  of  the  obstetrician  in  a com- 

prehensive care  program,  Obst.  & Gynec.  32:  741  (1968). 

12.  Sarrel,  P.  M.:  Teenage  pregnancy,  Pediat.  Clin.  North 
America  16:  347  (1969). 

13.  Sarrel,  P.  M.,  and  Klerman,  L.  V.:  The  young  unwed 
mother:  obstetric  results  of  a program  of  comprehensive  care, 
Am.  J.  Obst.  & Gynec.  106:  575  (1969). 

14.  Gordis,  L.,  et  ai:  Adolescent  pregnancy:  a hospital- 

based  program  for  primary  prevention,  Am.  -J.  Pub.  Health 
59:848(1968). 


January  1 5,  1 973  / New  York  State  Journal  of  Medicine  335 


1973  HOUSE  OF  DELEGATES 

Additional  Annual  Reports 

Instructions  from  1972  House 


Resume  of  instructions  of  the  1972  House  of  Delegates 
and  actions  thereon  by  the  Council,  Board  of  Trustees, 
and  Officers  as  reported  by  December  1,  1972 


Accident  and  Injury  Prevention  (page  1444).  The 
House  of  Delegates  adopted  a portion  of  the  report  of 
the  Reference  Committee  on  Public  Health  and  Educa- 
tion which  stated: 

The  reference  committee  wishes  to  emphasize  the 
following  recommendations: 

1.  Addition  of  a requirement  for  peripheral  vision 
to  driver  licensure  tests; 

2.  Extension  of  State  law  to  permit  multiple  drug 
tests  on  blood,  urine,  or  breath  samples  to  identify 
intoxication  with  drugs  other  than  alcohol; 

3.  Classification  of  emergency  departments  in 
hospitals  according  to  their  medical  capabilities, 
preferably  by  interested  national  medical  organiza- 
tions. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Accident  and  Injury  Prevention. 

The  Committee’s  annual  report  repeats  the  recom- 
mendation that  emergency  rooms  and  departments  be 
permitted  to  make  alcohol  and  other  drug  determina- 
tions on  all  accident  victims  in  an  effort  to  define  the 
role  of  drugs  in  accident  causation.  It  states,  “Legisla- 
tion may  be  necessary  to  permit  such  research  pro- 
grams.” 

The  report  also  states,  “Emergency  medical  care  in 
New  York  State  was  reviewed  by  the  committee.” 

Alcoholism  and  Drug  Abuse:  Separation  of  Com- 

mittees (page  1447).  The  House  adopted  a portion  of 
the  report  of  the  Reference  Committee  on  Public 
Health  and  Education  which  contained  the  following 
statement: 

We  note  with  regret  the  lack  of  any  reference  to 
the  problem  of  alcoholism  (i.e.  in  the  Committee  re- 
port). Your  reference  committee  suggests  that  this 
committee  be  split  into  two  separate  autonomous 
parts,  one  on  alcoholism  and  the  other  on  drug 
abuse. 

Appointments  to  these  two  separate  committees  were 
approved  at  the  Council  meeting  on  February  17,  1972. 

Pages  referred  to  are  from  the  Minutes  of  the  1972  Annual 
Meeting  of  the  House  of  Delegates,  as  published  in  the  New 
York  State  Journal  of  Medicine  for  June  1,  1972,  pages  1313  to 
1538 


The  Committee  on  Alcoholism  has  submitted  an  an- 
nual report. 

Associated  Hospital  Service  Contracts:  Coverage  of 
Out-Patient  Treatment  (pages  1503  and  1504).  The 

House  adopted  resolution  72-47,  “Hospital  Practice  of 
Medicine,”  as  amended  by  the  Reference  Committee 
on  Standards  of  Medical  Care.  The  resolution  re- 
quests revision  of  some  provisions  of  Associated  Hospi- 
tal Service  contracts  and  also  parallel  coverage  by 
United  Medical  Service. 

This  was  referred  to  the  Committee  on  Medical  Care 
Insurance  with  a request  that  steps  be  taken  to  imple- 
ment it. 

The  Committee’s  annual  report  states  that  it  sup- 
ports the  intention  of  the  resolution  and  recommends 
“that  the  Society  seek  correction  of  the  problem.” 

The  report  also  recommends  that  the  third  resolved 
of  the  amended  resolution  be  changed  by  substitution 
of  the  words  “Blue  Cross  and  Blue  Shield”  for  “Associ- 
ated Hospital  Service  and  United  Medical  Service.” 

Autopsy  Law  Revision  (pages  1485  and  1486).  A 
substitute  for  resolution  72-29,  “Revision  of  Autopsy 
Statutes,”  was  proposed  by  the  Reference  Committee 
on  Public  and  Professional  Affairs  and  adopted  by  the 
House  of  Delegates.  The  substitute  resolution  provides 
that  this  Society  “petition  the  Legislature  and  the 
Governor  of  the  State  of  New  York  to  amend  the  pres- 
ent statute  for  consent  of  autopsy  to  conform  to  the 
same  provisions  as  outlined  in  the  Anatomical  Gift 
Act,  Section  4301,  Paragraph  2,  with  the  exception  of 
‘(e)  a guardian  of  the  person  of  the  decedent  at  the 
time  of  death.’  ” 

This  was  referred  to  the  chairman  of  the  Committee 
on  State  Legislation. 

Cancer  Cases:  Reporting  (page  1449).  The  House 

endorsed  the  recommendation  of  the  Committee  on 
Cancer  that  all  possible  aid  and  support  be  given  to  ef- 
forts to  amend  the  state  law  to  include  New  York  City 
with  respect  to  reporting  of  cancer  cases. 

This  action  was  reported  to  the  chairman  of  the 
Committee  on  Cancer  and  to  the  chairman  of  the  Com- 
mittee on  State  Legislation. 

The  annual  report  of  the  Committee  on  State  Legis- 
lation contains  the  following  paragraph  under  the 
heading  “Bills  Signed”: 

Cancer  Data — The  passage  of  this  bill  (S.8294, 
Lombardi  et  al;  Chapter  285)  supported  by  MSSNY 
serves  to  bring  the  City  of  New  York  within  the 
scope  of  the  law  requiring  physicians  to  report  all 
cases  of  cancer  and  other  malignant  diseases. 
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The  Commission  on  Public  Health  and  Education 
reports  that  the  Cancer  Committee  successfully  spon- 
sored legislation  which  would  make  the  reporting  of 
cancer  in  New  York  City  mandatory.  The  report  com- 
ments, “Thus,  for  the  first  time,  statistics  for  the 
whole  state  will  now  become  available.” 

The  annual  report  of  the  Cancer  Committee  states: 

The  committee  recognizes  that  there  is  a wide  gap 
between  law  and  implementation.  Realizing  the 
great  potential  value  of  the  data  to  be  derived,  it  re- 
quests that  all  members  lend  their  weight  to  securing 
the  financial  support  and  other  necessary  aid  to  in- 
sure rapid  and  complete  compliance. 

Commemorative  Medallion  (pages  1369  and  1370). 
The  House  referred  to  the  Council,  for  study  and  pos- 
sible action,  resolution  72-56,  “Issuance  of  Commemo- 
rative Medallion  of  the  Medical  Society  of  the  State  of 
New  York  on  Bicentennial  Celebration  in  Philadelphia 
: in  1976.”  The  resolution  recommends  that  the  Society 
issue  such  a medallion,  that  a committee  knowledge- 
able in  medallic  heraldry  and  in  numismatics  be  ap- 
pointed to  research  this  matter,  and  that  the  designing 
of  the  medallion  be  open  to  competition  among  the 
members  of  the  Society.  The  resolution  also  makes 
several  other  recommendations  regarding  the  medal- 
lion. 

At  its  March  meeting  the  Council  referred  this  to  the 
Committee  on  Archives. 

Revision  of  Constitution  and  Bylaws  (page  1341). 
The  House  adopted  a recommendation  of  the  House 
Committee  on  Constitution  and  Bylaws  that  its  draft 
of  revised  bylaws  be  accepted,  be  laid  over  for  a year, 
and  be  considered  at  the  1973  meeting.  This  draft  was 
referred  to  the  House  Committee  on  Constitution  and 
Bylaws  for  further  consideration. 

Constitution  and  Bylaws:  Procedure  for  amending 

(page  1441).  After  presenting  the  report  of  the  Refer- 
ence Committee  on  Organization,  Policies,  and  Legal 
Matters,  the  chairman  of  the  Reference  Committee 
made  the  following  statement: 

I would  like  to  bring  to  the  attention  of  the  House 
that  we  have  had  some  confusion  about  exactly  how 
the  Constitution  and  Bylaws  can  be  changed  and 
how  it  may  be  effected.  Some  resolutions  are 
brought  in  without  specific  wording  and  with  a re- 
quest that  they  be  referred  to  the  House  Committee 
on  Constitution  and  Bylaws  for  exact  wording  and 
deliberation.  I think  that  before  next  year  this  mat- 
ter should  be  clarified  so  that  anyone  bringing  in  a 
resolution  knows  exactly  what  to  do. 

The  House  voted  to  adopt  the  report  of  the  reference 
committee  as  a whole  as  amended. 

This  was  referred  to  the  Speaker  of  the  House  of  Del- 
egates. 

Proposed  Amendments  of  Constitution  and  Bylaws 
(pages  1527-1529).  Resolutions  72-57,  58,  59,  60,  61, 
62,  93,  94,  95,  96,  97,  and  100  were  referred  to  the 
House  Committee  on  Constitution  and  Bylaws,  and  the 
Committee  has  been  so  informed. 

Method  of  Electing  Delegates  to  the  AMA  (pages 
1439  and  1440).  The  House  approved  resolution  72-83, 
“Per  Capita  Geographic  Representation  of  Members  of 
the  Medical  Society  of  the  State  of  New  York,”  in 


principle  and  referred  it  to  the  House  Committee  on 
Constitution  and  Bylaws.  The  Committee  has  been  so 
informed. 

Election  of  Councilors  and  Delegates  (page  1440). 

The  House  amended  resolution  72-89,  “The  Concept 
of  Direct  Election  and  Accountability  of  Elected  Dele- 
gates,” by  adding  the  following: 

Resolved,  That  this  be  referred  to  the  Council  for 
studv  and  report  back  to  the  House  of  Delegates  in 
1973. 

The  House  then  voted  to  refer  resolution  72-89,  as 
amended,  to  the  Council  for  study  and  report  back  to  the 
House  in  1973. 

At  the  Council  meeting  on  March  23,  the  President 
instructed  the  chairman  of  the  House  Committee  on 
Constitution  and  Bylaws  that  this  matter  should  be 
given  top  priority  by  the  Committee  for  report  back  to 
the  Council. 

More  recently  an  ad  hoc  committee  has  been  ap- 
pointed to  study  resolution  72-89. 

Chenango  County  Society:  Transfer  (page  1369). 

The  House  adopted  resolution  72-6,  “Transfer  of 
Medical  Society  of  the  County  of  Chenango  from  the 
Sixth  District  Branch  to  the  Fifth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York.” 

This  resolution  was  transmitted  to  the  Secretary  of 
the  Medical  Society  of  the  County  of  Chenango,  the 
secretary  of  the  Fifth  District  Branch,  and  the  Secre- 
tary of  the  Sixth  District  Branch.  The  transfer  has 
been  made  in  the  1972  edition  of  the  Constitution  and 
Bylaws  (Article  XI  of  the  Constitution). 

Continuing  Education  (page  1452).  The  House  voted 
to  recommend  that  the  report  of  the  Committee  on 
Continuing  Education  for  the  year  1971-1972  be  re- 
quired reading  for  the  members  of  the  Society.  This 
recommendation  was  referred  to  the  Committee  on 
Continuing  Education  and  to  the  Division  of  Public  Af- 
fairs. Also  the  Division  of  Scientific  Activities  was 
notified  of  these  referrals. 

Council  Minutes  (page  1437).  The  House  adopted 
resolution  72-13,  “Minutes  of  the  Council  Meetings  of 
the  State  Medical  Society,”  directing  that  minutes  of 
the  Council  meetings  be  sent  to  the  delegates  and  al- 
ternate delegates  to  the  American  Medical  Association. 
The  file  of  addressograph  stencils  used  for  mailing 
Council  minutes  has  been  expanded  to  provide  for  this 
and  tne  Council  minutes,  beginning  with  those  for  the 
February,  1972,  meeting,  have  been  sent  to  the  delegates 
and  alternates. 

Drug  Addiction:  Classification  as  Illness  (page 

1447).  The  House  adopted  a portion  of  the  report  of 
the  Reference  Committee  on  Public  Health  and  Educa- 
tion which  stated: 

The  recommended  change  in  the  classification  of 
addiction  from  crime  to  illness  is  noted  with  approv- 
al. 

This  action  was  reported  to  the  chairman  of  the 
Committee  on  Drug  Abuse. 

Dues  Increase  (page  1406).  The  House  voted,  with- 
out a dissenting  vote  to  adopt  a recommendation  of  the 
report  of  the  Reference  Committee  on  Reports  of  Offi- 
cers that  the  annual  dues  of  the  Medical  Society  of  the 
State  of  New  York  be  increased  by  $30. 
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On  February  29,  1972,  the  secretaries  and  executive 
secretaries  were  informed  of  this  action. 

Elderly  Patients:  Custodial  Care  in  Mental  Hospi- 

tals (page  1469).  The  House  adopted  resolution  72- 
41,  “Beds  in  Mental  Hospitals  for  Custodial  Care  of 
Elderly  Patients,”  which  calls  on  this  Society  to  “urge 
the  Governor  and  the  Commissioner  of  Mental  Hygiene 
to  consider  the  utilization  of  . . . empty  state  hospital 
beds  for  the  day  and  custodial  care  of  certain  patients 
who  no  longer  require  hospitalization  in  the  regional 
acute-care  institutions.” 

Copies  of  the  resolution  were  transmitted  to  Gover- 
nor Nelson  A.  Rockefeller  and  to  Commissioner  Arthur 
D.  Miller,  M.D.,  of  the  Department  of  Mental  Hy- 
giene. On  behalf  of  the  Governor,  Mr.  T.  N.  Hurd,  Di- 
rector of  State  Operations,  replied  that  the  resolution 
had  been  referred  to  the  appropriate  state  officials. 

A letter  of  March  28  to  Dr.  Fineberg  from  Commis- 
sioner Miller  states: 

The  resolution  mentions  empty  beds  in  state  men- 
tal hospitals  located  in  Oneida  County.  In  this 
county  we  have  two  hospitals,  Marcy  and  Utica 
State  Hospitals,  and  it  is  quite  true  that  there  has 
been  a decrease  in  the  patient  population  in  both 
hospitals.  The  reduced  patient  census  has  enabled 
us  to  ease  the  intolerable  crowding  conditions  which 
existed  a few  years  ago.  It  also  has  enabled  us  to 
discontinue  the  use  of  wards  which  are  not  suitable 
for  occupancy  because  of  safety  and  other  factors. 

This  year,  we  plan  to  open  the  new  380  bed  Cen- 
tral New  York  Psychiatric  Center  at  Syracuse.  This 
hospital,  when  fully  operational  in  1973,  will  reduce 
the  demand  for  beds  in  both  Utica  and  Marcy  State 
Hospitals.  On  the  basis  of  projection  of  inpatient 
population,  we  estimate  that  it  will  be  the  end  of 
1974  or  early  1975  before  the  total  patient  population 
of  Utica  and  Marcy  hospitals  can  be  accomodated  in 
fire  resistive  buildings  in  these  hospitals.  Until  that 
time  it  would  not  be  possible  to  say  that  there  is 
available  space  which  is  suitable  for  other  uses. 

We  plan  to  discuss  the  matter  of  the  future  role  of 
Marcy  and  Utica  State  Hospitals  with  community 
agencies,  and  we  will  be  happy  to  have  Oneida  County 
Medical  Society  participate  in  the  discussions. 

Another  letter  from  Commissioner  Miller  on  the 
same  subject  states: 

We  have  an  ongoing  review  procedure  within  our 
Department  in  which  buildings  that  are  no  longer 
used  for  housing  the  mentally  ill  are  considered  for 
alternate  uses. 

There  are  a number  of  problems  that  confront  us 
in  implementing  any  extra-Departmental  alternate 
uses.  The  first  is  that  the  Department  is  currently 
in  need  of  additional  space  to  house  the  mentally  re- 
tarded, many  of  whom  are  in  overcrowded  conditions 
in  our  State  schools.  Another  problem  is  that  many 
of  the  buildings  that  are  being  vacated  are  buildings 
that  do  not  meet  necessary  safety  and/or  program  re- 
quirements for  any  program.  In  order  to  meet  such 
requirements,  considerable  capital  funds  are  fre- 
quently needed.  Lastly,  there  is  a problem  in  find- 
ing the  proper  local  governmental  or  private  agency 
to  assume  the  responsibility  for  caring  for  this  group 
of  people  even  if  we  are  able  to  provide  buildings  to 
them. 


Emergency  Care  Coverage:  Blue  Cross  and  Blue 

Shield  (page  1518).  The  House  adopted  resolution 
72-63,  “Hospital  Practice  of  Medicine  by  Blue  Cross,” 
as  amended  by  the  Reference  Committee  on  Medical 
Services.  The  House  also  adopted  resolution  72-66, 
“Blue  Shield  and  Emergency  Care  Coverage.” 

Both  of  these  resolutions  were  referred  to  the  chair- 
man of  the  Committee  on  Medical  Care  Insurance  with 
a request  that  the  Committee  take  steps  to  implement 
them. 

The  Committee’s  annual  report  states  that  it  sup- 
ports the  intention  of  these  resolutions  and  recom- 
mends “that  the  Society  seek  correction  of  the  prob- 
lem.” 

Environmental  Health:  Position  Papers  (pages  1453 
and  1454).  The  House  voted  hearty  endorsement  of 
the  plans  of  the  Committee  on  Environmental  Quality 
for  study  and  preparation  of  position  papers  on  four  as- 
pects of  environmental  health. 

This  action  was  reported  to  the  chairman  of  the 
Committee  on  Environmental  Quality. 

Extended  Care  Facilities:  Transfer  of  Patients 

from  Hospitals  (page  1517).  The  House  adopted  a 
portion  of  the  report  of  the  Reference  Committee  on 
Medical  Services  which  stated: 

Your  reference  committee  takes  note  of  the  prob- 
lem created  by  the  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare  in  laying  down  stringent  require- 
ments for  transfer  of  patients  from  hospital  to  ex- 
tended care  facilities  and  the  increased  hospital  costs 
that  this  has  caused.  We  urge  that  the  State  Medi- 
cal Society’s  Committee  on  Aging  and  Nursing  Home 
address  itself  to  this  problem. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Aging  and  Nursing  Homes. 

Family  Practice:  Workmen’s  Compensation  Code 

Letters  (page  1523).  The  House  approved  resolution 
72-64,  “Reaffirmation  of  Resolution  71-40  Concerning 
the  Establishment  of  Workmen’s  Compensation  Code 
Letters  for  the  New  Specialty  of  Family  Practice,” 
thereby  requesting  the  Council  to  resubmit  this  desire 
of  recognition  to  the  Workmen’s  Compensation  Board 
for  favorable  action.  At  the  March  Council  meeting 
approval  was  voted  to  refer  this  matter  to  the  Commit- 
tee on  Workmen’s  Compensation. 

The  Committee’s  annual  report  states: 

We  arranged  for  presentation  of  supporting  argu- 
ments by  two  representatives  from  the  American 
Board  of  Family  Physicians.  Our  request  was  again 
rejected.  Subsequently,  the  Advisory  Committee 
agreed  to  review  the  matter  once  again  as  soon  as  its 
deliberations  regarding  the  relative  value  scale  per- 
mit. The  subject  is  on  the  agenda  for  the  next 
meeting  of  the  Advisory  Committee.  A formal  invi-  : 
tation  has  been  extended  to  Edmund  D.  Pellegrino,  i 
M.D.,  Dean,  Vice-President  for  Health  Sciences, 
State  University  of  New  York  at  Stony  Brook,  to 
speak  on  the  matter.  An  invitation  will  also  be  ex- 
tended to  an  officer  of  the  American  Board  of  Family  i 
Physicians  to  attend  this  meeting. 

Foundations:  Education  Program  (pages  1496  and 

1497).  The  House  adopted  resolution  72-1,  “Medical 
Care  Foundation  Education  Program.”  calling  upon  this  I 
Society  to  “embark  on  an  organized  effort  to  acquaint  ] 
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industrialists,  labor  unions,  legislators,  health  planners, 
and  the  public  with  the  advantages  of  foundations.” 
This  was  reported  to  the  Council  at  its  March  meet- 
ing; it  was  also  referred  to  the  chairman  of  the  Commit- 
tee on  Foundations. 

At  the  May  Council  meeting,  George  Himler,  M.D., 
reported  having  received  a request  from  the  Department 
of  Health,  Education,  and  Welfare  to  put  on  a seminar 
in  New  York  State  on  medical  foundations.  Dr.  Himler 
requested  authority  for  the  Society  to  cosponsor  a semi- 
nar on  Foundations  with  the  Institute,  at  no  cost  to  the 
Society.  He  stated,  “This  has  been  tentatively  set  for 
early  October  in  either  Albany  or  Syracuse.” 

Regarding  staff  assistance,  President,  Edward  Siegel, 
M.D.,  stated  that  he  thought  the  Council  would  agree  to 
go  ahead  and  make  arrangements  for  staff  assistance. 

The  Council  voted  approval. 

Foundations:  Encouragement  (pages  1497  and 

1498).  The  House  of  Delegates  adopted  resolution  72-2, 
f “Aid  and  Advice  to  Encourage  Organization  of  Medical 
Care  Foundations,”  requesting  the  Council  “to  take  all 
reasonable  measures  to  foster  and  encourage  formation 
of  properly  organized  foundations  for  medical  care  by 
individual  counties  and  district  branches”  and  also  call- 
ing upon  this  Society  to  “give  all  possible  effective  aid 
and  advice  to  component  medical  societies  desirous  of 
establishing  foundations  for  medical  care.” 

This  was  reported  to  the  Council  at  its  March  meeting. 
It  was  also  referred  to  the  chairman  of  the  Committee 
on  Foundations. 

Foundations:  New  York  Institute  for  Research  and 
Development  in  Health  Care  (page  1498).  The  Refer- 
ence Committee  on  Standards  of  Medical  Care  proposed 
amendments  of  resolution  72-3,  “Support  for  Imple- 
mentation of  New  York  Institute  for  Research  and  De- 
velopment in  Health  Care  to  Coordinate  Medical  Foun- 
dation Activities.”  The  amended  resolution  was  further 
amended  by  the  House  of  Delegates  and  was  adopted. 
As  adopted  the  resolution  provides: 

That  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York  go  on  record  as  vigor- 
ously supporting  the  establishment  of  the  New  York 
State  Institute  for  Research  and  Development  in 
Health  Care  and  the  fulfillment  of  its  projected  role; 
and 

That,  to  the  extent  possible,  using  existing  staff, 
the  Medical  Society  of  the  State  of  New  York  pro- 
vide the  Institute  with  staff  support  in  its  formative 
stages  prior  to  its  funding  by  outside  sources;  and 

That  the  Bylaws  of  the  Institute  be  referred  to  the 
Council  for  evaluation  and  suggested  changes. 

This  was  reported  to  the  Council  at  its  March  meet- 
ing. At  the  same  meeting,  the  Council  received  a pre- 
liminary report  from  the  Ad  Hoc  Committee  to  Study 
the  Bylaws  of  the  Institute. 

At  the  May  Council  meeting  the  following  state- 
ments were  made: 

George  Himler,  M.D.,  stated: 

We  held  an  ad  hoc  committee  meeting  chaired  by 
Dr.  Eberle  to  discuss  the  Institute’s  bylaws  and  the 


possible  elimination  of  a few  of  the  objections  that 
some  of  the  foundations  and  the  medical  societies 
have  to  the  bylaws.  We  came  to  some  agreements. 
I had  some  difficulty  in  getting  a meeting  of  the  In- 
stitute together,  and  I did  write  the  changes  in  the 
bylaws.  Richard  Young,  Esq.,  of  Martin,  Clearwa- 
ter, and  Bell,  went  over  them  to  put  this  in  appropri- 
ate form.  Essentially  those  changes  are  to  give  rep- 
resentation to  the  voting  member  group,  the  group 
which  elects  the  directors  of  the  Institute  for  each 
member  foundation. 

With  regard  to  giving  representation  to  individual 
foundations  or,  if  that  is  not  possible  because  of  the 
unwieldy  size,  to  regional  groups  of  foundations  on 
the  Board  of  Directors  of  the  Institute,  both  of  these 
were  put  into  suitable  terminology,  and  a few  rela- 
tively minor  changes  in  other  directions  were  made. 
We  held  a meeting  of  the  Foundation  and  adopted 
these  amendments.  I sent  a preliminary  copy  to 
Richard  D.  Eberle,  M.D.,  and  talked  to  the  directors 
and  was  sure  they  would  be  accepted. 

Dr.  Eberle  stated  that  the  committee  had  reviewed 
the  amendments  and  had  received  verbal  approval 
from  its  members.  Dr.  Eberle  also  felt  that  the  ad  hoc 
committee  had  served  its  purpose  and  could  be  dis- 
banded. 

Dr.  Siegel  stated: 

I will  take  the  recommendation  under  advisement. 
I think  I would  like  to  have  the  group  act  in  an  advi- 
sory capacity  if  anything  comes  up  in  the  future. 

Dr.  Himler  continued: 

We  discussed  the  matter  of  a geographic  place  to 
operate,  on  an  informal  basis,  and,  working  so  closely 
with  the  State  Society,  serious  thought  was  given  to 
the  principle  that  the  Institute  be  housed  in  the 
Medical  Society.  When  funded,  we  will  be  able  to 
pay  rent  and  will  not  have  to  be  carried  by  the  Soci- 
ety and  will  cost  the  Society  nothing.  Actually, 
what  this  item  infers  is  that  general  approval  be 
given  of  the  principle  that  the  Institute  be  housed 
here  and,  since  the  summertime  is  approaching,  that 
Dr.  Fineberg  be  empowered  to  discuss  this  matter 
with  me,  subject,  of  course,  to  the  approval  of  the 
trustees.  However,  if  it  comes  up  in  the  summer- 
time, we  want  to  move  ahead  without  bringing  it  to 
the  Council  before  September,  and  I would  ask  you 
to  approve  this  now,  realizing  that  the  trustees  have 
the  final  say  on  that. 

The  Council  voted  approval. 

Resolution  72-3  was  also  referred  to  the  chairman  of 
the  Committee  on  foundations  and  to  the  Executive 
Vice-President. 

Gonorrhea:  Diagnosis  (page  1467).  The  House 

adopted  resolution  72-35,  “Regional  Bacteriologic  Ser- 
vice for  Diagnosis  of  Gonorrhea,”  calling  on  the  Society 
to  recommend  that  the  State  Health  Department  pro- 
vide funds  to  local  laboratories  to  carry  out  the  bacteri- 
ologic investigation  necessary  for  control  of  the  spread 
of  gonorrhea.  This  resolution  was  transmitted  to  the 
New  York  State  Commissioner  of  Health. 

Commissioner  Hollis  S.  Ingraham,  M.D.,  replied  on 
March  27: 

As  you  know,  this  program  was  only  recently  ini- 
tiated. It  is  true  that  in  the  earliest  days  some  of 
the  specimens  shipped  from  Broome  County  and 
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other  areas  in  the  State  were  slow  reaching  Albany. 
However,  these  problems  have  been  largely  re- 
solved. For  example,  our  records  indicate  that  in 
February  94.5%  of  all  specimens  shipped  were  re- 
ceived in  Albany  within  72  hours  from  the  date  of 
collection  and  that  the  number  of  specimens  received 
which  were  considered  unsatisfactory  for  examina- 
tion approximated  2.5%.  Preliminary  data  for 
March  suggest  that  these  figures  have  been  further 
improved.  We  are  not  aware  that  special  problems 
now  exist  in  Broome  County.  Please  let  us  know  if 
you  or  the  Broome  County  Medical  Society  have  evi- 
dence to  the  contrary. 

In  another  letter,  dated  March  17,  he  stated: 

First,  within  the  limits  of  the  money  appropriated 
by  the  Legislature,  the  only  way  we  could,  offer  a 
statewide  service  was  to  process  the  specimens  cen- 
trally. Centralized  laboratory  processing  is  much 
less  costly  than  local  processing. 

Secondly,  although  there  are  indeed  many  ap- 
proved laboratories  scattered  around  the  State,  I 
should  point  out  that  culture  of  Neisseria  is  the  item 
in  which  laboratories  have  the  poorest  showing  on 
their  bacteriology  standards  testing.  I should  also 
point  out  that,  although  the  public  Health  Service 
recommends  reliance  on  colony  appearance,  oxidase 
positivity,  and  appearance  on  Gram  stain  as  provid- 
ing satisfactory  identification,  we  have  found  that 
10%  or  more  of  our  specimens  meeting  those  criteria 
turn  out  to  be  other  than  Neisseria  gonorrheae  on 
sugar  fermentation  test. 

Thirdly,  the  majority  of  our  specimens  do  not  ar- 
rive “too  late  or  in  a deteriorating  condition  for  a 
meaningful  study.”  In  fact  more  than  90  per  cent 
arrive  in  an  apparently  satisfactory  condition.  How- 
ever, it  is  entirely  true  that  delays  in  transit  do  de- 
crease yield  and  transit  times  of  more  than  four  or 
five  days  are  associated  with  reduced  yield. 

I am  entirely  in  agreement  that  provisions  should 
be  made  to  support  laboratory  processing  in  locations 
other  than  in  Albany  but  feel  this  is  best  done 
through  support  of  a small  number  of  laboratories 
(those  in  our  largest  cities)  where  we  are  sure  of  a 
high  level  of  competence.  We  are  planning  to  sup- 
port such  regionalization  using  some  of  the  federal 
monies  we  anticipate  receiving  in  the  near  future. 
However,  it  would  not  be  possible  to  do  this  without 
such  funds. 

Health  Care  Services  for  the  Poor  (page  1526).  The 
House  adopted  resolution  72-92,  “Medical  Care  for  the 
Poor,”  as  amended  by  the  Reference  Committee  on 
Medical  Services.  The  amended  resolution  provides 
that  the  Council  establish  a committee  to  study  the 
problem  of  provision  of  health  care  services  for  the  poor 
and  to  formulate  a program  to  provide  such  services, 
which  can  be  then  recommended  to  the  legislature  for 
enactment  into  law. 

At  its  March  meeting  the  Council  referred  this  to  the 
Committee  on  Economics  so  that  the  chairman  could 
appoint  a subcommittee  for  this  purpose. 

At  the  June  Council  meeting,  the  Economics  Com- 
mittee reported  on  its  discussion  of  this  subject  and  its 
preparations  for  further  study. 

The  Committee’s  September  report  to  the  Council 
contains  the  following  statements: 


The  discussion  emphasized  that  our  primary  con- 
cern would  be  within  the  areas  of  quality  control  of 
medical  care,  availability  of  and  accessibility  to  such 
care,  and  the  maximum  benefits  from  the  dollars 
available 

Having  defined  our  goal,  it  was  decided  that,  be- 
fore we  could  deal  with  solutions,  we  must  determine 
the  deficiencies  that  exist  and  the  reasons  therefor 
. . . Accordingly  it  was  agreed  that  we  invite  knowl- 
edgeable representatives  from  the  consumer,  provid- 
er, and  system  groups  to  participate  in  exploratory 
discussions. 

The  Committee’s  annual  report  provides  the  further 
information  that  material  on  the  subject  has  been  re- 
ceived from  the  AMA  and  distributed  to  the  Commit- 
tee members. 

Health  Insurance  Farms  ID  Cards  (pages  1517— 
1518).  The  House  adopted  resolution  72-23,  “Health 
Insurance  Forms  ID  Cards,”  providing  that  this  Society 
urge  all  third-party  carriers  to  “issue  to  their  subscrib- 
ers appropriate  identification  cards  which  would  then 
be  used  for  imprinting  the  necessary  insurance  infor- 
mation on  to  a standard  form  of  the  Health  Insurance 
Council.” 

The  resolution  also  called  upon  the  Society  to  pro- 
pose this  plan  to  all  interested  parties. 

This  resolution  was  referred  to  the  chairman  of  the 
Committee  on  Medical  Care  Insurance  with  a request 
that  the  Committee  take  steps  to  implement  it. 

The  annual  report  of  the  committee  suggests  addi- 
tion of  the  word  “standardized”  after  “appropriate” 
and  recommends  “that  we  seek  a standardized  form 
and  that  communication  ...  be  held  in  regard  to  this.” 
The  report  also  states: 

The  Committee  reendorsed  the  concept  of  an  ID 
card  and  requested  the  carriers  to  devise  the  meth- 
odology to  implement  this  as  soon  as  possible. 

The  annual  report  of  the  Committee  on  Workmen’s 
Compensation  states  that  carriers  other  than  Group 
Health  Insurance  had  raised  many  objections  and  were 
not  receptive  to  the  proposal  but  that  the  National  As- 
sociation of  Blue  Shield  Plans  is  conducting  a pilot 
study  the  results  of  which  will  place  the  Society  in  a 
better  position  to  evaluate  and  determine  our  future 
course. 

Health  Service  Corporations:  Lay  Control  (pages 

1504  and  1505).  The  House  amended  and  adopted  res- 
olution 72-82,  “Opposition  to  Lay  Health  Service  Orga- 
nizations,” which  had  previously  been  amended  by  the 
Reference  Committee  on  Standards  of  Medical  Care. 
The  resolution  places  the  Society  on  record  as  oppos- 
ing the  formation  of  those  master  organizations  in  the 
health  field,  tending  to  total  control  without  physician 
representation,  and  as  favoring  the  policy  of  optimal 
involvement  of  consumers,  producers,  and  third-party 
agencies  in  health  care  planning. 

This  resolution  was  referred  to  the  Committee  on 
Economics  “for  implementation  and  report  to  the 
Council.” 

Hospital-Based  Physicians  (page  1489).  The  House 
of  Delegates  referred  to  the  Council  a recommendation 
of  the  Reference  Committee  on  Standards  of  Medical 
Care  that  the  Committee  on  Hospital-Based  Physicians 
be  continued  in  its  present  form.  Since  the  committee 
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had  already  been  reinstated  at  the  time  of  the  March 
Council  meeting,  this  was  reported  to  the  Council  for 
information  only. 

Hospital  Governing  Boards  (page  1501).  The  House 
adopted  resolution  72-17,  “Appointment  of  Physicians 
as  Full  Voting  Members  of  Hospital  Governing 
Boards,”  endorsing  the  position  that  there  be  physician 
representation  on  all  hospital  governing  boards  and  di- 
recting that  each  hospital  governing  body  be  so  in- 
formed with  the  recommendation  that  its  constitution 
and  bylaws  be  amended  to  include  the  procedure  for 
appointment  of  physicians  as  members  of  the  said  gov- 
erning body. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Hospital  and  Professional  Relations. 

Life  Membership  (page  1338).  The  House  voted  to 
amend  Chapter  I.  section  6 of  the  bylaws  to  provide 
that  an  active  member  in  good  standing  on  reaching 
the  age  of  seventy  years  or  an  active  member  in  good 
standing  for  five  years  or  more  who  is  permanently  dis- 
abled may  apply  for  life  membership.  This  change  has 
been  incorporated  in  the  1972  edition  of  the  Constitu- 
tion and  Bylaws. 

Medicaid:  Payments  for  Abortions  (page  1518).  By 

adopting  resolution  72-85,  “Medicaid  Payments  for 
Abortions,”  the  House  voted  to  support  legislation  that 
would  specifically  allow  the  use  of  Medicaid  funds  for 
any  abortion  procedure  allowed  by  law. 

This  was  referred  to  the  chairman  of  the  Committee 
on  State  Legislation. 

Medicaid:  Elective  Sterilization  (page  1518).  The 

House  adopted  resolution  72-21,  “Voluntary  Elective 
Sterilization  Under  Medicaid,”  providing  that  this  So- 
ciety “negotiate  with  the  New  York  State  Social  Ser- 
vices Department  to  make  available  voluntary  elective 
sterilization  to  public-assistance  patients  under  the 
Medicaid  Law.” 

A copy  of  the  resolution  was  sent  to  the  New  York 
State  Commissioner  of  Social  Services.  A letter  of 
March  29  from  Claude  C.  Nuckols,  Jr.,  M.D.,  Deputy 
Commissioner  for  Medical  Program  Development  of 
the  New  York  State  Department  of  Social  Services, 
stated: 

In  view  of  the  present  position  of  the  Attorney 
General,  which  prohibits  the  expenditure  of  public 
funds  for  this  purpose,  it  is  not  at  present  possible 
for  sterilization  on  a voluntary,  elective  basis  to  be 
included  under  the  Medicaid  program.” 

A copy  of  the  resolution  was  then  sent  to  Attorney 
General  Lefkowitz  with  a letter  expressing  the  hope 
that  it  would  be  possible  for  him  to  change  or  modify 
his  position. 

Medicaid:  Fee  Schedule  (pages  1518  and  1519). 

The  House  adopted  resolution  72-30,  “Medicaid  Fee 
Schedule,”  providing  that  the  Society  take  necessary 
measures  to  obtain  legislative  correction  of  inequities 
in  the  Medicaid  fee  schedule. 

This  was  referred  to  the  chairman  of  the  Committee 
on  State  Legislation. 

Medicaid:  Transfer  of  Payment  Procedures  (page 
1519).  The  House  adopted  resolution  72-31,  “Medi- 
caid; Transfer  of  Payment  Procedures  from  Depart- 
ment of  Social  Services,”  as  amended  by  the  Reference 


Committee  on  Medical  Services  providing  that  this  So- 
ciety take  steps  to  have  payment  procedures  placed 
with  a nongovernmental  fiscal  intermediary. 

This  was  referred  to  the  chairman  of  the  Committee 
on  State  Legislation. 

Medical  Examiner  Systems  (page  1454).  The  House 
adopted  a portion  of  the  report  of  the  Reference  Com- 
mittee on  Public  Health  and  Education,  dealing  with 
the  report  of  the  Committee  on  Forensic  Medicine, 
which  stated: 

The  reference  committee  supports  with  great  vigor 
the  proposed  establishment  of  a medical  examiner 
system  on  a regional  basis  in  all  jurisdictions  of  the 
State. 

This  action  was  reported  to  the  chairman  of  the 
Committee  on  Forensic  Medicine. 

The  annual  report  of  the  Committee  on  Forensic 
Medicine  includes  the  information  that  the  chief  medi- 
cal examiner  of  Monroe  County  has  agreed  “to  explore 
the  possibility  of  grouping  the  adjacent  counties  with 
Monroe  County  as  a district  under  a medical  examiner 
system — each  county  to  assume  a proportionable  share 
of  the  overall  cost  under  such  an  arrangement — and  to 
report  back  to  the  committee  as  to  its  feasibility.” 

Medical  Review  Committee  (page  1490).  The  House 
of  Delegates  adopted  a portion  of  the  report  of  the  Ref- 
erence Committee  on  Standards  of  Medical  Care  which 
commended  the  chairman  of  the  Committee  on  Medi- 
cal Review  and  stated: 

The  chairman  has  several  recommendations  for 
items  to  be  discussed  at  future  meetings  of  the  com- 
mittee and  feels  the  committee  needs  to  be  expanded 
with  possibly  full-time  staff  and  certainly  with  added 
clerical  help. 

This  action  was  called  to  the  attention  of  the  Presi- 
dent. 

Medical  Students,  Interns,  and  Residents:  Confer- 

ences (page  1471).  The  House  adopted  a portion  of 
the  report  of  the  Reference  Committee  on  Public  and 
Professional  Affairs  which  stated: 

The  success  of  the  two  experimental  conferences 
on  communications  with  medical  students,  interns, 
and  residents  indicates  that  such  conferences  in 
medical  school  settings  should  be  continued. 

This  was  referred  to  the  Committee  on  Public  Rela- 
tions. 

Medical  School  Representation  in  the  House  of  Dele- 
gates (page  1338).  The  House  of  Delegates  voted  that 
this  Society  ask  each  medical  school  in  New  York 
State  to  appoint  one  official  representative  to  serve  as 
a delegate  with  full  privileges  in  the  House  of  Dele- 
gates, provided  that  such  delegate  is  a member  of  the 
Medical  Society  of  the  State  of  New  York.  (71-62) 

On  May  31,  this  request  was  sent  to  the  medical 
schools. 

The  House  also  voted  to  amend  Chapter  II,  Section  1 
of  the  bylaws  by  the  addition  after  “(E)  the  Commis- 
sioner of  Health  ....,”  of  an  item  reading  “(F)  a rep- 
resentative from  each  of  the  medical  schools  in  the 
State  of  New  York,  provided  that  the  representative 
serving  as  a delegate  is  a member  of  the  Medical  Soci- 
ety of  the  State  of  New  York.” 
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This  change  has  been  incorporated  in  the  1972  edi- 
tion of  the  Constitution  and  Bylaws. 

Medicare:  Eligibility  of  Recipients  (pages  1509- 

1510).  The  House  adopted  a portion  of  the  report  of 
the  Reference  Committee  on  Medical  Services  ex- 
pressing grave  doubt  of  the  workability  of  resolution 
72-69,  "Eligibility  of  Medicare  Recipients,”  but  recom- 
mending its  approval  and  referral  to  the  Council.  The 
resolution  provides  that  this  Society  seek  to  persuade 
the  Department  of  Health,  Education,  and  Welfare  to 
issue  registration  cards  to  Medicare  recipients  each 
year  to  insure  their  current  eligibility  for  medical  care. 

At  the  March  Council  meeting,  President  Siegel 
stated  this  would  be  checked  out  to  see  what  it  meant. 

Medicare  and  Medicaid  Patients:  Transfer  from 

Hospitals  to  Extended  or  Intermediate  Care  Facili- 
ties (page  1502).  The  House  adopted  resolution  72-48, 
“Peer  Review  and  Transfer  of  Hospital  Patients,”  out- 
lining a procedure  for  review  by  the  utilization  review 
committee  of  the  hospital  to  provide  evidence  of  the 
necessity  for  intermediate  or  extended  care. 

In  accordance  with  provisions  of  this  resolution,  cop- 
ies were  sent  to  the  chairman  of  the  New  York  delega- 
tion to  the  American  Medical  Association,  the  New 
York  State  Commissioner  of  Social  Services,  and  the 
director  of  the  Bureau  of  Health  Insurance  of  the  So- 
cial Security  Administration. 

Copies  were  also  sent  to  the  chairman  of  the  Com- 
mittee on  Peer  Review  Mechanisms  and  the  chairman 
of  the  Interspecialty  Committee.  The  resolution  was 
introduced  in  the  American  Medical  Association  House 
of  Delegates  as  resolution  24  (A-72).  It  was  adopted 
and  referred  to  the  Council  on  Medical  Service. 

A letter  of  March  17  from  Mr.  Thomas  M.  Tierney, 
director  of  the  Bureau  of  Health  Insurance  of  the  So- 
cial Security  Administration  of  the  Department  of 
Health,  Education,  and  Welfare,  states: 

While  the  current  Medicare  law  does  not  permit 
advance  approval  of  a stay  in  an  extended  care  facili- 
ty, H.R.  1,  which  is  now  pending  in  Congress,  re- 
quires the  Secretary  of  Health,  Education,  and  Wel- 
fare to  establish,  by  diagnosis  and  length  of  stay,  pe- 
riods for  which  a patient  would  be  presumed  to  be 
eligible  for  extended  care  benefits.  This  would  per- 
mit limited  advance  approval  of  a patient’s  stay  in 
an  extended  care  facility  and  would  remove  much  of 
the  uncertainty  which  now  exists.  Similarly  the  bill 
provides  for  greater  reliance  to  be  placed  on  Founda- 
tion and  other  peer  review  organizations  in  deciding 
issues  concerning  medical  necessity.  We  appreciate 
having  the  thinking  of  professional  groups  who  are 
attempting  to  resolve  some  of  the  difficulties  encoun- 
tered in  the  transfer  of  patients  from  hospitals  to 
other  institutions  when  they  no  longer  need  a hospi- 
tal level  of  care. 

Medicare  Payments:  Notification  (page  1520).  The 

House  adopted  resolution  72-90,  “Notification  of  Phy- 
sicians by  Medicare  Carriers  of  Payments  Made  Di- 
rectly to  Patients.” 

This  was  introduced  in  the  American  Medical  Asso- 
ciation House  of  Delegates  as  resolution  22  (A-72)  and 
was  adopted. 

A copy  of  our  resolution  was  sent  also  to  the  Bureau 
of  Health  Insurance  of  the  Social  Security  Administra- 


tion. A reply  of  April  10  from  Mr.  Thomas  M.  Tier- 
ney, Director  of  the  Bureau,  promises  consideration  of 
the  request  but  gives  reasons  because  of  which  such 
notices  will  probably  not  be  sent. 

Mental  Hygiene  Department  (page  1469).  The 

House  adopted  resolution  72-76,  “Adequate  Funding 
for  the  New  York  State  Department  of  Mental  Hy- 
giene,” providing 

That  the  Medical  Society  of  the  State  of  New  York 
convey  to  the  appropriate  officials  and  legislators  its 
earnest  request  that  the  Department  of  Mental  Hy- 
giene receive  a level  of  support  sufficient  to  improve 
the  present  low  level  of  service  to  mentally  ill  and 
retarded  persons. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. Copies  were  sent  also  to  the  Governor  and  to  the 
Director  of  the  Budget. 

In  a letter  of  April  4,  1972,  Mr.  Richard  L.  Dunham, 
Director  of  the  Budget,  states  that  an  amended  budget 
enaacted  by  the  Legislature  “increases  the  authorized 
funding  level  for  our  most  critical  mental  health  pro- 
grams by  12.4  million  dollars.  This  will  enable  the 
Department  of  Mental  Hygiene  to  more  adequately 
meet  the  human  needs  of  the  mentally  disabled  . . . 
The  Governor  is  continuing  to  seek  out  new  approaches 
which  will  improve  the  effectiveness  of  our  State’s  pro- 
grams for  the  mentally  disabled.” 

Methadone  Maintenance  (pages  1466  and  1467).  The 
House  of  Delegates  referred  resolution  72-34,  “Metha- 
done Maintenance  Treatment,”  to  the  Committee  on 
Drug  Abuse  “by  way  of  the  Council.”  The  resolution, 
if  adopted,  would  recommend  that  the  methadone 
maintenance  treatment  be  confined  to  facilities  having 
a full  range  of  ancillary  personnel  and  a structure  ap- 
propriate for  supervision  and  control.  It  would  also  di- 
rect that  this  resolution  be  forwarded  to  the  American 
Medical  Association  House  of  Delegates,  “for  adoption 
at  its  June,  1972,  meeting.” 

This  was  reported  to  the  Council  at  its  meeting  on 
March  23,  and  a copy  of  the  resolution  was  then  sent  to 
the  chairman  of  the  Committee  on  Drug  Abuse. 

The  May  report  of  the  Commission  on  Public  Health 
and  Education  to  the  Council  contains  the  following 
statement: 

Committee  on  Drug  Abuse 

Resolution  72-34,  “Methadone  Maintenance 
Treatment,”  The  chairman,  William  Antopol,  M.D., 
stated  that  this  resolution  had  been  previously  dis- 
cussed (by  the  Committee  on  Alcoholism  and  Drug 
Abuse)  and  documented  in  the  reports  to  the  House 
of  Delegates.  There  is  no  question  that  the  Commit- 
tee is  in  full  agreement  with  resolution  72-34. 

In  addition,  he  stated  that  he  would  like  to  add 
the  element  in  which  the  private  physician’s  office 
could  function  as  a satellite  station.  This  would  be 
effective  if  such  physician  were  associated  with  and 
had  the  ‘back  up’  support  of  an  approved  ongoing 
program  with  its  available  multidisciplinary  ancil- 
lary services.  In  fact,  the  physician’s  office  and  the 
addict  patients  can  serve  as  a branch  satellite  unit  of 
the  central  parent  program.  Such  an  association 
would  also  facilitate  the  cross  coverage  by  qualified 
physicians. 

The  Council  received  this  as  information. 
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National  Health  Insurance:  Mental  Health  (page 

1520).  The  House  adopted  resolution  72-7  “National 
Health  Insurance  and  Implications  for  Mental  Health.’’ 
This  was  introduced  in  the  American  Medical  Asso- 
ciation House  of  Delegates  as  resolution  23  (A-72). 

Copies  of  our  resolution  were  also  sent  to  the  chair- 
man of  the  Committee  on  Federal  Legislation,  the 
chairman  of  the  Committee  on  Mental  Health,  and  the 
New  York  State  Superintendent  of  Insurance.  The 
AM  A House  of  Delegates  adopted  resolution  23  (A-72) 
after  changing  it  to  read: 

Resolved  that  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  affirm  that  all  insurance 
programs,  all  regulations,  and  all  legislation  pertain- 
ing to  health  insurance  should  include  provisions 
that  benefits  for  hospitalization  and  treatment  of 
acute  mental  illness  be  identical  to  those  provided 
for  somatic  illness;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sub- 
mitted to  the  Department  of  Health,  Education,  and 
Welfare  and  to  the  representatives  in  Congress. 

The  annual  report  of  the  Committee  on  Federal  Leg- 
islation states  that  there  have  been  no  significant  de- 
velopments towards  the  enactment  of  legislation  for 
national  health  insurance  and  that  none  is  expected 
during  the  remainder  of  the  year  1972.  The  Commit- 
tee, however,  reported  opposition  to  S.  3327  the 
“Health  Maintenance  Organization  and  Resources  De- 
velopment Act  of  1972”  on  the  ground  that  “the  bill,  in 
effect,  was  a national  health  insurance  program  of  care 
for  the  poor,  unjustifiably  limited  to  one  special  health 
delivery  system.” 

National  Health  Insurance:  Medicredit  Bill  (page 

1508).  The  House  adopted  resolution  72-67,  “Endorse- 
ment of  Principle  of  AMA  Medicredit  Bill.”  This  res- 
olution was  referred  to  the  chairman  of  the  Committee 
on  Federal  Legislation. 

The  annual  report  of  the  Committee  on  Federal  Leg- 
islation states  that  there  have  been  no  significant  de- 
velopments toward  enactment  of  any  of  the  proposals 
for  national  health  insurance  and  that  none  is  expected 
during  the  remainder  of  the  year  1972.  The  commit- 
tee, however,  reported  opposition  to  S.  3327,  the 
“Health  Maintenance  Organization  and  Resources  De- 
velopment Act  of  1972,”  on  the  ground  that  “the  bill, 
in  effect  was  a national  health  insurance  program  for 
care  for  the  poor,  unjustifiably  limited  to  one  special 
health  delivery  system.” 

National  Health  Insurance  Programs:  Pediatric 

Care  (page  1517).  The  House  adopted  resolution  72- 
10,  “Complete  Coverage  of  Newborn  Infants  by  Poten- 
tial National  Health  Insurance  Programs,”  as  amended 
by  the  Reference  Committee  on  Medical  Services. 
The  amended  resolution  calls  upon  this  Society  to 
recommend  every  consideration  for  infants  and  chil- 
dren in  the  development  of  health  insurance  programs 
and  inclusion  of  ambulatory  aspects  of  comprehensive 
pediatric  care  in  any  national  health  insurance  pro- 
gram. 

This  resolution  was  referred  to  the  chairman  of  the 
Committee  on  Medical  Care  Insurance  and  to  the 
chairman  of  the  Committee  on  Federal  Legislation. 

The  annual  report  of  the  Committee  on  Federal  Leg- 
islation states  that  there  have  been  no  significant  de- 
velopments toward  enactment  of  legislation  for  nation- 


al health  insurance  and  that  none  is  expected  during 
the  remainder  of  the  year  1972.  The  committee,  how- 
ever reported  opposition  to  S.  3327,  the  “Health  Main- 
tenance Organization  and  Resources  Development  Act 
of  1972,”  on  the  ground  that  “the  bill,  in  effect,  was  a 
national  health  insurance  program  of  care  for  the  poor, 
unjustifiably  limited  to  one  special  health  delivery  sys- 
tem.” 

The  annual  report  of  the  Committee  on  Medical 
Care  Insurance  states  that  this  resolution  “received 
unanimous  approval  (at  a meeting  of  the  committee) 
and  a recommendation  that  the  State  Society  take 
measures  for  its  implementation.” 

Newborn  Infants:  Medical  Insurance  (page  1817). 

The  House  adopted  resolution  72-9,  “Medical  Insur- 
ance Coverage  of  the  Newborn  Infant,”  calling  upon 
the  Society  to  support  eradication  from  all  health  in- 
surance policies  sold  in  New  York  State  of  clauses 
which  exclude  infants  for  the  first  fourteen  days  of  life. 

This  resolution  was  referred  to  the  chairman  of  the 
Committee  on  Medical  Care  Insurance  with  a request 
that  he  take  steps  to  implement  it. 

The  annual  report  of  the  Committee  records  approv- 
al of  this  resolution  and  a recommendation  that  the 
Society  “take  measures  for  its  implementation.” 

Nurses,  Physician’s  Associate,  and  Specialist’s  As- 
sistant (pages  1499  and  1500).  The  House  adopted  a 
substitute  for  resolution  72-19,  “Reevaluation  of  Role 
of  Physician’s  Assistant,”  and  resolution  72-20,  “Re- 
evaluation  of  Nursing  Education,  Utilization,  and  As- 
signment in  Delivery  of  Health  Services,”  after  amend- 
ing the  substitute  to  provide  that  this  Society  with  the 
Nursing  Association  of  New  York  State,  through  appro- 
priate committees,  (1)  redefine  what  constitutes  the 
profession  of  nursing  and  (2)  evaluate,  improve,  and 
coordinate  the  various  types  of  nursing,  physician’s  as- 
sociate, and  specialist’s  assistant  curricula  available. 
The  resolution  also  provides  that  the  results  of  this 
study  be  reported  to  the  Council  through  an  appropri- 
ate committee. 

This  was  referred  to  the  Committee  on  Nursing  and 
Allied  Health  Professions. 

The  annual  report  of  the  Committee  on  Health  Man- 
power expresses  the  feeling  that  the  report  of  the  AMA 
Council  on  Continuing  Education  dealing  with  the 
“Essentials  of  an  Approved  Educational  Program  for 
Assistant  to  the  Primary  Care  Physician”  should  be 
used  as  the  basic  guidelines  for  New  York  State  in  de- 
veloping its  program. 

Nursing:  Definition  (pages  1481  and  1482).  The 

House  adopted  a portion  of  the  report  of  the  Reference 
Committee  on  Public  and  Professional  Affairs  which 
presented  an  acceptable  wording  for  the  definition  of 
the  practice  of  nursing  and  which  urged  approval  and 
support  of  the  Laverne-Pisani  Bill,  with  the  modifica- 
tions included  in  the  report. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

That  Committee  reports  the  passage  and  signing  of 
this  legislation. 

Obstetrical  Physicians’  Assistants  (page  1505).  The 

House  adopted  resolution  72-44,  “Designation  of  Nurse 
Midwives  as  Obstetrical  Physicians’  Assistants,”  call- 
ing upon  this  Society  to  make  every  effort  to  effect 
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whatever  descriptive  change  is  necessary  so  that 
trained  nurse-midwives  may  legally  serve  as  obstetrical 
physician’s  assistants. 

This  was  referred  to  the  Committee  on  Nursing  and 
Allied  Health  Professions. 

The  annual  report  of  the  Committee  on  Health  Man- 
power contains  the  following  statement: 

We  reviewed  the  Nurse  Midwife  program.  As  you 
know,  this  is  an  ongoing  program  in  New  York  City 
with  courses  available  at  Columbia  and  New  York 
University.  There  is  also  a National  Certification 
exam  available.  This  is  now  State  law  and  the  Pub- 
lic Health  Council  will  be  asked  to  set  up  guidelines 
for  licensing.  One  question  arose  as  to  the  difference 
between  a Nurse  Midwife  and  a Specialist’s  Assis- 
tant. 

Occupational  Health:  Articles  in  New  York  State 

Journal  of  Medicine  (page  1526).  The  House  of  Dele- 
gates adopted  a portion  of  the  report  of  the  Reference 
Committee  on  Medical  Services  which  expressed  agree- 
ment with  the  recommendation  of  the  Committee  on 
Occupational  Health  “to  institute  an  informational 
program  to  be  disseminated  through  periodic  articles  in 
the  Journal  of  the  State  Medical  Society.” 

The  chairman  of  the  Committee  on  Occupational 
Health  was  informed  of  this  action. 

Osteopathic  Physicians  in  the  Medical  Society  of  the 
State  of  New  York  (page  1337).  The  House  of  Dele- 
gates voted  to  instruct  the  House  Committee  on  Con- 
stitution and  Bylaws  to  prepare  appropriate  amend- 
ments to  the  bylaws  to  permit  qualified  Doctors  of 
Osteopathy  to  be  admitted  to  membership  in  the  Med- 
ical Society  of  the  State  of  New  York.  The  House  di- 
rected the  Committee  to  present  a resolution,  properly 
worded,  for  action  by  the  House  of  Delegates  at  its 
meeting  in  February  1973. 

This  was  transmitted  to  the  House  Committee  on 
Constitution  and  Bylaws. 

Papanicolaou  Smears  (pages  1484  and  1485).  The 

House  adopted  resolution  72-53,  “Expansion  of  Papa- 
nicolaou Smear  Requirements  in  New  York  State,”  as 
amended  by  the  Reference  Committee  on  Public  and 
Professional  Affairs.  The  amended  resolution  encour- 
ages “all  physicians  to  make  annual  vaginal  cytologic 
examinations  on  all  women,  with  their  consent,  who 
are  eighteen  years  of  age  and  over,  unless  medically 
contraindicated.” 

This  resolution  was  transmitted  to  the  chairman  of 
the  Committee  on  Cancer. 

The  report  of  the  Commission  on  Public  Health  and 
Education  states  that  the  Cancer  Committee  was  in- 
strumental in  changing  the  Hospital  Code  to  include 
Pap  smears  on  all  female  admissions  to  hospitals  over 
the  age  of  21. 

The  annual  report  of  the  Cancer  Committee  states: 

The  committee  shares  the  views  of  others  . . . that 
some  means  must  be  found  to  encourage  and  pro- 
mote the  cervical  pap  smear  in  the  non-hospitalized 
female  population.  The  committee  is  seeking  the 
aid  of  third  party  carriers  to  provide  a nominal  dollar 
reimbursement  to  the  patient  for  professional  fees 
paid  to  have  a pap  smear  taken  and  interpreted. 
The  committee  recognizes  the  views  of  certain 
groups  who  feel  that  there  is  a cyto-technician  short- 


age. We  have  engaged  in  correspondence  with  the 
Pennsylvania  Cancer  Coordinating  Committee  to 
look  into  the  matter  of  the  two-year  college  require- 
ment for  cyto-technicians. 

Peer  Review  Mechanisms  Report  (page  1496).  The 
House  adopted  a portion  of  the  report  of  the  Reference 
Committee  on  Standards  of  Medical  Care  which  stat- 
ed: 

The  Committee  on  Peer  Review  Mechanisms  has 
submitted  a lengthy  report  . . . containing  ten  recom- 
mendations. . . . your  reference  committee  concurs 
with  these  recommendations.  . . . We  believe  that 
this  report  should  be  made  available  to  all  county 
medical  societies  for  their  guidance. 

This  action  was  reported  to  the  chairman  of  the 
Committee  on  Peer  Review  Mechanisms.  Copies  of 
the  report  were  sent  to  the  secretaries  and  executive 
secretaries  of  the  county  medical  societies. 

Physicians’  Assistants:  Guidelines  (page  1457). 

The  House  adopted  the  following  statement  by  the  Refer- 
ence Committee  on  Public  Health  and  Education: 

Guidelines  are  being  set  up  for  physicians’  assis- 
tants in  New  York  State.  The  committee  feels  that 
in  setting  up  these  guidelines  special  precaution 
should  be  taken  to  preclude  the  delegation  of  unwar- 
ranted medical  responsibility  to  these  persons  which 
exceeds  their  training  and  judgment. 

This  was  referred  to  the  Committee  on  Health  Man- 
power. 

The  committee’s  annual  report  states: 

The  committee  then  discussed  the  AMA  report  of 
the  Council  on  Medical  Education  dealing  with  the 
Essentials  of  an  Approved  Educational  Program  for 
the  Assistant  to  the  Primary  Care  Physician.  It  was 
felt  that  this  should  be  used  as  the  basic  guidelines 
for  New  York  State  in  developing  its  program.  At 
the  present  time  the  New  York  Education  Depart- 
ment has  not  certified  any  P.A.’s  as  yet,  but  would 
probably  certify  anyone  who  had  finished  an  ap- 
proved program.  The  problem  of  equivalency  train- 
ing would  be  dealt  with  on  an  individual  basis.  The 
problem  of  malpractice  is  still  unsettled. 

Physicians’  Fees:  Controls  under  Phase  II  (pages 

1508  and  1509).  The  House  adopted  a substitute  for 
resolution  72-33,  “Physicians  and  Wage  and  Price  Con- 
trol Under  Phase  II,”  and  resolution  72-68,  “Limitation 
of  Fee  Raises  Under  Phase  II.” 

Copies  of  the  substitute  resolution  were  sent  to  Er- 
nest B.  Howard,  M.D.,  Executive  Vice-President  of  the 
American  Medical  Association,  and  to  the  Price  Com- 
mission, the  Cost  of  Living  Council,  the  Advisory  Com- 
mittee on  Health  Care  Costs,  and  the  Wage  Board  of 
the  Internal  Revenue  Service. 

Replies  were  received  from  the  Pay  Board  and  the 
Price  Commission.  That  from  Mr.  Louis  P.  Neeb  of 
the  Price  Commission  states, 

Although  your  society  is  critical  of  the  rules,  we 
hope  that  we  can  count  on  your  cooperation  to  make 
our  efforts  successful It  is  our  desire  and  inten- 

tion to  apply  fairly  and  equally  the  restrictions  al- 
ways remembering  that  we  have  a job  that  must  be 
done. 

At  its  May  meeting  the  Executive  Committee  point- 
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ed  out  the  sign  and  warning  published  in  the  April 
issue  of  News  of  New  York. 

Podiatry  Society:  Liaison  (page  1437).  The  House 
adopted  the  following  statement  by  the  Reference 
Committee  on  Organization,  Policies,  and  Legal  Mat- 
ters: 

The  report  of  the  Ad  Hoc  Committee  to  Meet  with 
New  York  State  Podiatry  Society  was  received,  and 
the  committee  approved  its  recommendation  that 
the  liaison  between  the  State  Medical  Society  and 
the  State  Podiatry  Society  should  continue  and  that 
additional  areas  of  interest  should  be  explored. 

This  action  was  reported  to  the  president,  and  a 
committee  for  liaison  with  the  New  York  State  Podia- 
try Society  was  appointed. 

Preventive  Medicine  (page  1463).  The  House  adopt- 
ed the  following  statement  by  the  Reference  Commit- 
tee on  Public  Health  and  Education  regarding  the  re- 
port of  the  Committee  on  Preventive  Medicine: 

The  report,  which  discusses  sickle  cell  disease, 
lead  poisoning,  hepatitis,  tetanus  hyperimmuniza- 
tion, and  venereal  disease  deserves  the  careful  study 
of  the  membership. 

This  was  referred  to  the  Division  of  Public  Affairs. 

Revision  of  Principles  of  Professional  Conduct 
(pages  1360  and  1361).  The  House  Committee  on  Con- 
stitution and  Bylaws  recommended  approval  of 
proposed  changes  in  the  Principles  of  Professional  Con- 
duct. It  was  understood  that  this  revision  would  be 
presented  to  the  House  at  its  1973  meeting. 

Liability  Actions:  Arbitration  (page  1438).  The 

House  adopted  resolution  72-26,  “Arbitration  Agree- 
ments in  Liability  Actions,”  as  amended  by  the  Refer- 
ence Committee  on  Organization,  Policies,  and  Legal 
Matters.  The  amended  resolution  calls  on  this  Society 
to  “explore  the  possibility  of  arbitration  agreements 
entered  into  voluntarily  but  the  results  of  which  are 
binding  on  both  parties  in  accordance  with  the  rules 
and  regulations  of  the  American  Arbitration  Associa- 
tion.” 

This  was  referred  to  legal  counsel  and  to  the  chair- 
man of  the  Professional  Medical  Liability  Insurance 
and  Defense  Board. 

It  was  reported  at  the  May  Council  meeting  that,  at 
a meeting  of  the  Professional  Medical  Liability  Insur- 
ance and  Defense  Board  on  April  19,  the  following  ac- 
tion was  taken: 

The  chairman  was  asked  to  write  to  our  legal 
counsel,  asking  him  to  use  his  influence  to  try  to 
have  the  results  of  the  malpractice  mediation  panel 
set  up  in  the  Supreme  Court  of  the  County  of  New 
York  made  binding  on  all  parties.  It  was  noted  that 
there  is  some  discussion  in  other  counties  of  having 
similar  mediation  panels  set  up  and  again  the  Board 
urges  our  legal  counsel  to  use  his  influence  to  try  to 
have  the  results  of  these  panels  become  binding  on 
all  parties. 

The  annual  report  of  legal  counsel  discusses  the 
Medical  Malpractice  Panel  in  New  York  County  and 
states,  “At  first  the  recommendations  of  the  panel  were 
held  in  confidence,  but  now,  when  the  case  is  sent  to  a 
trial  part,  the  trial  judge  will  have  a memo  from  the 
Panel  in  which  its  recommendations  are  spelled  out.” 


The  report  also  describes  a system  in  Suffolk  County 
whereby  cases  of  a limited  value  are  decided  by  a 
group  of  lawyers  and  doctors  selected  by  their  repre- 
sentative organizations  in  the  county.  It  states,  “We 
have  disposed  of  several  cases  under  this  system.” 

Professional  Medical  Liability  Insurance  Costs:  Ef- 
fect (page  1438).  The  House  adopted  resolution  72- 
27,  “Education  of  Public  in  Effect  of  Escalating  Profes- 
sional Medical  Liability  Insurance  Costs  on  Ultimate 
Cost  of  Health  Care,”  as  amended  by  the  Reference 
Committee  on  Organization,  Policies,  and  Legal  Mat- 
ters. The  amended  resolution  calls  on  this  Society  to 
promote  a program  to  advise  the  public  of  the  escalat- 
ing costs  of  medical  care  and  professional  medical  lia- 
bility insurance  and  the  relationship  between  the  two. 
It  recommends  that  “any  public  statements  be  pre- 
pared jointly  by  the  Division  of  Public  Affairs  and  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board.” 

This  resolution  was  referred  to  the  chairman  of  the 
Committee  on  Public  Relations  and  to  the  chairman  of 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board. 

At  the  May  Council  meeting  the  Public  Relations 
Committee  recommended  assignment  of  a subcommit- 
tee of  the  Public  Relations  Committee  to  discuss  with 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  what  can  be  done  to  fulfill  the  intent  of 
resolution  72-27. 

It  was  stated  at  the  Council  meeting  that  this  would 
be  given  consideration  by  President  Edward  Siegel, 
M.D.  The  annual  report  of  the  Commission  on  Public 
and  Professional  Affairs  states,  “After  studying  the  evi- 
dence presented  to  him,  Dr.  Siegel  offered  the  recom- 
mendation that  action  on  this  resolution  be  withheld 
until  a comprehensive  report  being  prepared  by  the 
AMA  is  issued.  In  this  way  the  state  society  can  bene- 
fit by  their  extensive  research.” 

At  the  same  Council  meeting,  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board  submitted 
minutes  of  its  meeting  on  April  19,  regarding  which  Dr. 
Fineberg  made  the  following  statement: 

It  was  the  general  feeling  of  the  ....  Board  that  we 
should  not  attempt  at  this  time  to  “advise  the  pub- 
lic” that  “the  cost  of  professional  liability  is 
rapidly  escalating.”  The  Board  members  did  feel, 
however,  that  there  might  be  some  specific  areas 
where  combined  efforts  of  the  Board  and  the  Com- 
mittee on  Public  Relations  might  be  helpful.  Board 
members  were  asked  to  give  further  thought  as  to 
what  these  areas  might  be. 

Professional  Medical  Liability  Insurance  Termina- 
tion: Notification  to  County  Society  (page  1439). 

The  House  adopted  a portion  of  the  report  of  the  Ref- 
erence Committee  on  Organization,  Policies,  and  Legal 
Matters  which  stated,  “We  urge  that  the  Board  notify 
the  individual  county  society  prior  to  final  termination 
of  a member’s  insurance.” 

The  annual  report  of  the  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board  states: 

The  Board  . . . felt  that  to  try  to  comply  with  such 
a resolution  would,  indeed,  hamper  their  effective- 
ness. The  members  did  feel,  however,  that  in  cer- 
tain instances  they  might  wish  to  call  upon  a partic- 
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ular  subcommittee  or  county  committee  for  a recom- 
mendation prior  to  making  their  own  decision. 

Professional  Medical  Liability  Suits:  Contingency 

Fees  (pages  1438  and  1439).  The  House  referred  reso- 
lution 72-28,  “Abolition  of  Contingency  Fees,”  and  res- 
olution 72-52,  “Abolition  of  Contingency  Fee  System  in 
Medical  Liability  Suits,”  to  legal  counsel  “with  the 
recommendation  that  the  Appellate  Division  of  the  Su- 
preme Court  of  the  State  of  New  York,  which  has  juris- 
diction over  this  matter,  be  urged  to  consider  modifica- 
tion of  the  present  fee  structure  so  that  there  is  always 
a reasonable  relationship  between  services  rendered 
and  the  size  of  the  legal  retainer.” 

The  resolutions  were  accordingly  transmitted  to  Mr. 
Martin. 

The  annual  report  of  legal  counsel  refers  to  contin- 
gency fees  as  follows: 

I have  spoken  of  the  contingency  fee  in  past  re- 
ports. I do  not  wish  to  appear  to  be  a scold  although 
I am  convinced,  as  I have  said,  that  there  are  abuses 
of  this  system,  particularly  the  evil  of  overcharging. 

Psychiatric  Departments  in  General  Hospitals  (pages 
1501  and  1502).  The  House  adopted  resolution  72-18, 
“Psychiatric  Departments  in  General  Hospitals,”  as 
amended  by  the  Reference  Committee  on  Standards  of 
Medical  Care.  The  resolution  provides  that  this  Soci- 
ety encourage  community  general  hospitals  to  accept 
mentally  ill  patients  for  short  term  hospitalization. 

This  was  referred  to  the  Committee  on  Mental 
Health. 

Publications  Committee  (page  1362).  The  House 
adopted  a portion  of  the  report  of  the  Reference  Com- 
mittee on  Scientific  Activities  and  Publications  con- 
taining the  following  statement: 

The  Council  had  approved  the  recommendations  of 
the  Ad  Hoc  Committee  except  for  the  appointment 
of  the  publications  committee.  As  recommended  by 
Dr.  Douglas,  your  reference  committee  feels  that 
such  a committee  would  assist  the  editorial  board 
with  the  format  and  in  re-evaluating  reader  interest 
and  other  salient  features  that  might  increase  the  in- 
terest and  readability  of  the  Journal. 

At  its  March  meeting,  the  Council  noted  that  this 
matter  had  been  taken  care  of;  a publications  commit- 
tee had  been  appointed. 

The  Publications  Committee  has  presented  an  annu- 
al report  to  the  House  of  Delegates. 

Relative  Value  Scales:  Meeting  of  State  Groups 

(page  1508).  The  House  voted  to  recommend  that  this 
Society  introduce  a resolution  in  the  American  Medical 
Association  House  of  Delegates  to  the  effect  that  vari- 
ous state  groups  working  in  the  field  of  relative  value 
scales  be  brought  together. 

The  chairman  of  the  Committee  on  Economics  was 
informed  of  the  approval  by  our  House  of  Delegates  of 
his  recommendation  that  this  be  done. 

The  resolution  was  introduced  in  the  American  Med- 
ical Association  House  of  Delegates  as  resolution  64 
(A-72),  providing  “that  the  American  Medical  Associa- 
tion constitute  a committee  on  relative  value  scales, 
with  adequate  input  from  the  constituent  state  so- 
cieties to  ensure  a coordinated  activity  in  this  area.” 

This  resolution  was  referred  by  the  AMA  House  of 
Delegates  to  the  Council  on  Medical  Service. 


Relative  Value  Scales:  State  Society  and  Others 

(pages  1509-1510).  The  House  adopted  resolution 
72-8,  “Relative  Value  Scales  and  Fee  Schedules,”  as 
amended  by  the  Reference  Committee  on  Medical  Ser- 
vices. The  resolution  calls  for  a general  conformity  of 
scales  used  by  county  medical  societies,  foundations, 
insurance  carriers,  and  government  with  a relative 
value  scale  approved  by  this  Society  and  stipulates  fur- 
ther that  “the  policy  of  varying  conversion  factors 
based  on  socioeconomic  factors  of  the  different  geo- 
graphic areas  be  continued.”  Copies  of  the  resolution 
were  sent  to  the  secretaries  and  executive  secretaries  of 
the  county  medical  societies  with  a request  that  any 
foundations  or  other  appropriate  groups  in  the  county 
be  informed  of  this  action,  to  the  chairman  of  the 
Committee  on  Foundations  with  a request  that  he  see 
to  it  that  foundations  for  medical  care  were  informed  of 
this  action,  to  the  chairman  of  the  Committee  on  Med- 
ical Care  Insurance  with  a request  that  he  inform  med- 
ical care  insurance  carriers  in  the  state  of  this  action, 
and  to  the  chairman  of  the  Committee  on  Economics 
with  a suggestion  that  he  might  wish  to  distribute  the 
resolution  to  other  groups. 

The  annual  report  of  the  Committee  on  Economics 
states  that  this  resolution  was  endorsed  by  the  Com- 
mittee, with  a recommendation  that  all  parties  con- 
cerned with  relative  value  scales  and  fee  schedules  be 
made  aware  of  it. 

The  annual  report  of  the  Committee  on  Medical 
Care  Insurance  states,  “This  was  referred  to  the  Eco- 
nomics Committee.” 

Relative  Value  Scales:  Target  Date  for  Prelimi- 
nary Figures  (page  1508).  The  House  adopted  a por- 
tion of  the  report  of  the  Reference  Committee  on  Medi- 
cal Services  expressing  pleasure  at  noting  that  a target 
date  of  May,  1972,  has  been  set  for  completion  of  figures 
to  be  supplied  by  the  Interspecialty  Committee  to  the 
Committee  on  Economics  for  use  in  establishing  a rela- 
tive value  scale. 

This  was  reported  to  the  chairman  of  the  Economics 
Committee  and  to  the  chairman  of  the  Interspecialty 
Committee. 

The  annual  report  of  the  Economics  Committee 
states: 

It  was  expected  that  the  Interspecialty  Committee 
will  have  completed  all  sections  and  submitted  them 
to  the  Economics  Committee  no  later  than  Novem- 
ber 15,  1972. 

The  report  also  pleads  for  an  assistant  for  Max  N. 
Howard,  M.D.,  Director,  Division  of  Medical  Services, 
probably  a person  who  is  statistically  oriented,  one  who 
can  assist  in  gathering  and  analyzing  data. 

The  annual  report  of  the  Interspecialty  Committee 
states: 

At  the  present  time  basic  understandings  have 
been  developed  among  the  primary  care  physicians 
about  how  they  will  utilize  the  relative  value  scale, 
and,  hopefully,  in  a supplemental  report,  we  will  be 
able  to  finalize  this  part  of  the  relative  value  scale  so 
that  it  can  be  submitted  to  the  Economics  Commit- 
tee and  to  the  House  of  Delegates.  The  committee 
has  also  made  great  progress  in  developing  the  other 
sections  of  the  relative  value  scale,  and  these,  too,  we 
anticipate  will  be  furnished  by  the  time  of  the  annu- 
al meeting. 
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Relative  Value  Scale:  Use  and  Review  (page  1508). 
The  House  endorsed  the  following  recommendations  of 
the  Committee  on  Economics: 

1.  The  State  Medical  Society  should,  as  soon  as 
the  current  study  is  finished,  convert  to  our  own  New 
York  State  Relative  Value  Scale,  1972,  for  fee  sched- 
ule negotiations  with  all  third-party  agencies,  for  ap- 
peals and  review  committee  actions,  and  for  peer  re- 
view functions; 

2.  Until  the  New  York  State  Relative  Value  Scale 
is  published,  the  Medical  Society  of  the  State  of 
New  York  should  use  the  approved  schedules  of  the 
respective  State  specialty  societies; 

3.  The  sections  of  our  New  York  State  Relative 
Value  Scale  should  be  reviewed  yearly  by  the  spe- 
cialty societies,  through  the  Interspecialty  Commit- 
tee, with  submission  of  any  proposed  changes  to  the 
Commission  on  Medical  Services  through  the  Eco- 
nomics Committee. 

This  action  was  reported  to  the  chairman  of  the  In- 
terspecialty Committee. 

Research  and  Planning  (page  1435).  The  House  of 
Delegates  adopted  and  referred  to  the  Council  for  ap- 
propriate action  a portion  of  the  report  of  the  Reference 
Committee  on  Organization,  Policies,  and  Legal  Mat- 
ters which  stated: 

We  believe  that  the  work  of  this  committee  (i.e. 
Committee  on  Research  and  Planning)  is  important 
to  the  Society  and  that  the  functions  of  research  and 
planning  should  be  separated.  . . . Adequate  and 
competent  staff  support  is  necessary  . . . Although 
the  committee  should  function  as  a ‘think  tank,’  we 
believe  that  there  should  be  an  input  of  ideas  from 
the  officers  and  from  the  various  commissions  of  the 
Society  on  a formal  basis. 

At  its  meeting  on  March  23,  the  Council  “concurred 
that  this  is  an  important  committee  and  should  meet 
regularly.” 

Residents,  Interns,  and  Medical  Students:  County 

Medical  Society  Activities  (pages  1440  and  1441). 

The  House  adopted  resolution  72-29,  “Improved  Liai- 
son with  House  Staff  and  Medical  Students.”  The 
resolution  calls  on  this  Society  to  urge  county  medical 
societies  “to  initiate  the  mechanism  to  permit  inter- 
ested house  staff  and  medical  students  to  participate 
meaningfully  in  county  medical  society  programs  and 
activities.” 

This  was  referred  to  the  presidents,  secretaries,  and 
executive  secretaries  of  the  county  medical  societies. 

Rubella  Vaccination  (pages  1468  and  1469).  The 

House  adopted  resolution  72-40,  “Rubella  Vaccination 
and  Immune-Status  Testing  in  Females  of  Childbear- 
ing Age,”  calling  for  “appropriate  action”  by  this  Soci- 
ety “for  the  following  four  steps  to  become  law  in  the 
State  of  New  York”:  (1)  inclusion  of  a rubella  titer  in 
premarital  Wassermann  tests;  (2)  a rubella  screening 
test  for  all  prenatal  patients;  (3)  a rubella  screening 
test  for  all  females  entering  high  school;  and  (4)  a ru- 
bella inoculation  program  in  every  postpartum  clinic. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

Reporting  on  activities  of  the  Preventive  Medicine 
Committee,  the  Commission  on  Public  Health  and  Ed- 
ucation states: 


The  Committee  has  not  yet  resolved  the  imple- 
mentation of  resolution  72-40,  which  was  approved 
by  the  House  of  Delegates  regarding  legislation  to  ac- 
complish immunization  to  rubella  for  all  females  en- 
tering high  school. 

Safety  Glazing  (page  1468).  The  House  adopted  reso- 
lution 72-39,  Safety  Glazing  in  Hazardous  Locations,” 
which  provides  that  this  Society  “introduce  appropri- 
ate legislation  to  insure  that  only  safety  materials 
(glass  or  plastic)  be  used  in  all  hazardous  locations, 
both  in  new  construction  and  in  the  repair  or  replace- 
ment of  previous  construction.” 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. The  Committee’s  annual  report  states: 

Safety  Glazing — This  new  law  mandates  the  use  of 
glazing  materials  in  business  structures  and  was  sup- 
ported by  MSSNY  (A. 11456,  Bersani;  Chapter  609). 
The  report  of  the  Commission  on  Public  Health  and 
Education  also  mentions  passage  and  signing  of  this 
bill  as  Article  25-b  of  the  General  Business  Law. 

Scientific  Exhibits  (page  1364).  The  House  adopted 
a portion  of  the  Reference  Committee  report  which 
stated: 

The  reference  committee  urges  the  continued  so- 
licitation of  exhibits  of  basic  research,  particularly 
those  of  clinical  interest,  from  medical  schools  and 
research  institutes. 

Your  committee  agrees  with  Dr.  Pisani  that  some 
form  of  award  recognition  be  given  to  exhibitors  for 
continued  participation  throughout  the  years  and  for 
outstanding  and  high  quality  exhibits. 

This  action  was  reported  to  the  chairman  of  the  Con- 
vention Committee.  The  portion  of  the  report  of  the 
Executive  Vice-President  relating  to  scientific  exhibits 
states: 

Application  forms  were  sent  to  a large  mailing  of 
prospective  exhibitors.  At  this  time,  about  20  appli- 
cations have  been  received.  This  is  far  short  of  the 
number  usually  sent  in  at  this  time.  It  may  be  due 
to  the  shortage  of  funds  in  universities,  foundations, 
and  pharmaceutical  firms  that  are  normally  avail- 
able for  scientific  exhibits. 

Another  large  mailing  is  being  readied  to  the  win- 
ners of  the  AMA  Scientific  Exhibit  Awards,  hoping 
that  some  of  the  award  winners  may  be  willing  to 
present  their  material  at  our  1973  convention. 

Smallpox  Vaccination  (pages  1467  and  1468).  The 

House  of  Delegates  referred  resolution  72-37,  “Discon- 
tinuance of  Routine  Smallpox  Vaccination,”  to  the 
Committee  on  Preventive  Medicine  “via  the  Council.” 
The  resolution  recommends  that  routine  smallpox  vac- 
cination no  longer  be  a requirement  for  school  entry, 
that  steps  to  effect  this  be  taken  at  the  1972  legislative 
session  in  Albany,  and  that  proof  of  smallpox  vaccina- 
tion be  required  for  a person  going  to  or  coming  from 
an  area  were  smallpox  is  known  to  exist. 

At  its  meeting  in  March  the  Council  referred  this  to 
the  Committee  on  Preventive  Medicine. 

The  Committee  on  State  Legislation  reports  passage 
and  signing  of  a bill  repealing  the  requirement  of  Vac- 
cinations to  prevent  small  pox  for  admission  of  children 
to  schools. 

The  annual  report  of  the  Commission  on  Public 
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Health  and  Education  contains  the  following  state- 
ment: 

The  difference  of  opinion  in  the  Preventive  Medi- 
cine Committee  regarding  smallpox  was  not  resolved 
by  the  act  of  the  Legislature  which  erased  from  the 
Public  Health  Law  the  requirement  that  every  child 
in  the  State  be  immunized  against  smallpox. 

The  annual  report  of  the  Committee  on  Preventive 
Medicine  states: 

The  bill  repealing  the  requirement  for  mandatory 
small  pox  vaccinations  was  passed  by  the  Legislature 
and  signed  by  the  governor.  It  is  now  Chapter  145, 
Laws  of  1972. 

Soviet  Jewish  Physicians  (page  1486).  The  House  of 
Delegates  referred  to  the  Council  resolution  72-99, 
“Condemnation  of  the  Denial  of  Human  Rights  to  So- 
viet Jewish  Physicians  and  Professionals.” 

At  its  meeting  on  March  23,  the  Council  recom- 
mended that  letters  expressing  the  intent  of  this  reso- 
lution be  sent  to  the  United  States’  representative  in 
the  United  Nations,  Mr.  George  Bush,  with  copies  to 
President  Nixon,  Senator  Jacob  Javits,  and  Senator 
James  L.  Buckley.  A reply  of  April  7 from  Mr.  Bush 
states: 

This  is  a matter  of  top  priority  to  me  and  has  been 
since  I assumed  this  office  in  March  of  last  year.  I 
have  been  involved  in  extensive  efforts  to  halt  this 
discrimination  and  to  urge  the  Soviet  Government  to 
permit  the  Jews  to  emigrate.  My  efforts  will  most 
certainly  continue. 

Mr.  Bush  expresses  recognition  of  the  fact  that  this 
restriction  violates  the  United  Nations  Declaration  of 
Human  Rights  as  well  as  the  Soviet  Constitution. 

Acknowledgements  of  the  receipt  of  copies  of  our  let- 
ter to  Mr.  Bush  were  received  from  the  White  House, 
from  Senator  Buckley,  and  from  Senator  Javits.  Sena- 
tor Javits  stated,  “Experience  has  demonstrated  that 
such  protest  has  an  effect  of  at  least  amelioration  and 
must  be  sustained.” 

Storeworkers  Security  Plan:  Required  Unauthor- 

ized Presurgical  Consultation  (page  1504).  The 

House  adopted  resolution  72-80,  “Invasion  of  Physi- 
cian-Patient Relationship  Prior  to  Treatment  by  Re- 
quired Unauthorized  Consultation  by  Third  Party  In- 
surance Carrier,”  deploring  and  condemning  the  re- 
quirement by  the  Storeworkers  Security  Plan  of  a 
presurgical  examination  by  another  surgeon.  This  was 
referred  to  the  Committee  on  Medical  Care  Insurance. 
The  annual  report  of  the  Committee  states: 

The  State  Society  requested  the  Union  President 
to  furnish  it  with  data  substantiating  the  perfor- 
mance of  ‘unnecessary  operations’  for  review  by  the 
appropriate  Peer  Review  Committee-a  polite  reply 
referred  to  the  Trussel  Report  of  ten  years  ago.  Two 
follow-up  letters  again  requesting  that  substantiating 
information  be  furnished  us  remain  unanswered.  In 
addition  the  State  Society  has  written  to  the  Super- 
intendent of  the  Insurance  Department  of  the  State 
of  New  York  requesting  investigation  as  to  whether 
the  requirement  of  preliminary  approval  for  insur- 
ance benefits  to  be  extended  to  subscribers  was  not  a 
violation  of  their  contracts.  Further,  Dr.  Ralph  S. 
Emerson,  a councilor  of  the  State  Society,  has  kept 
us  informed  of  his  activities  as  a representative  of 


the  American  College  of  Surgeons,  investigating  the 
professional  ethics  involved  in  the  union’s  demands. 
Both  New  York  and  North  Shore  Hospitals  have 
stated  they  have  entered  into  no  agreement  with  the 
union  in  question.  Dr.  Francis  J.  Loperfido  stated 
the  Coordinating  Council  has  also  considered  this 
letter  and  was  unaware  of  the  activities  reported 
above  but  recommended  that  information  be  ex- 
changed to  coordinate  activities. 

The  report  of  the  Ad  Hoc  Committee  of  the  Ameri- 
can College  of  Surgeons  regarding  the  Storeworkers’ 
Security  Plan  is  appended  to  the  annual  report  of  the 
Committee  on  Peer  Review  Mechanisms. 

Sulfonylureas  (page  1468).  The  House  referred  reso- 
lution 72-38,  “Opposing  the  ‘Indications  and  Warnings’ 
on  all  Sulfonylureas  Recommended  by  Food  and  Drug 
Administration”  to  the  Committee  on  Metabolic  Dis- 
eases “by  way  of  the  Council.”  If  adopted,  the  resolu- 
tion would  have  called  upon  this  Society  to  support  the 
petition  of  the  Coordinating  Committee  of  the  Com- 
mittee on  Care  of  the  Diabetic  to  the  Commissioner  of 
Food  and  Drug  Administration.  It  would  also  have 
provided  that  this  resolution  be  sent  to  the  American 
Medical  Association,  the  two  New  York  State  Sena- 
tors, and  the  Congressmen  from  New  York  State. 

At  its  meeting  on  March  23,  the  Council  referred  this 
to  the  Committee  on  Metabolic  Diseases. 

At  the  May  Council  meeting,  the  Committee  pre- 
sented an  amended  version  of  this  resolution  and  re- 
ported its  approval.  The  Council  received  this  as  in- 
formation. 

The  annual  report  of  the  Committee  on  Metabolic 
Diseases  also  contains  the  amended  resolution  proposed 
by  the  committee.  The  report  states: 

These  warnings  placed  by  the  F.D.A.  on  all  sulfon- 
ylureas were  based  on  one  study  made  to  determine 
if  these  drugs  did  any  harm  over  a long  period  of 
time.  The  committee  believes  that  this  one  small 
study  did  not  provide  enough  scientific  information 
on  which  to  base  these  conclusions.  We  feel  that  the 
decision  to  use  diet  alone,  insulin,  sulfonylurea 
drugs,  or  phenoformin  must  be  left  to  the  attending 
physician. 

Student  American  Medical  Association  Participa- 
tion in  State  Medical  Society  Activities  (page  1340). 
The  House  adopted  a resolution,  71-77,  providing  that 
this  Society  form  a session  composed  of  two  student 
representatives  selected  by  each  medical  school  in  New 
York  State,  whose  selection  shall  be  certified  by  the 
dean  of  the  medical  school  as  being  representative  of 
that  school.  The  resolution  also  states,  “After  meeting 
in  two  successive  years  as  sessions,  they  may  then  form 
a section  in  accordance  with  the  bylaws  of  the  Medical 
Society  of  the  State  of  New  York  and  provide  for  a del- 
egate and  an  alternate  to  the  House  of  Delegates  with 
voice  and  vote.” 

Minutes  of  an  organizational  meeting  of  a student 
section  were  presented  to  the  Executive  Committee  in 
June.  The  Executive  Committee  voted  to  reply  that 
this  action  was  premature. 

Tax  Benefits  for  Business  Corporations:  Extension 

to  Medical  Service  Corporations  (page  1484).  The 

House  adopted  resolution  72-50,  “Legislation  to  Amend 
Section  612  of  New  York  State  Tax  Law  to  Make  Tax 
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Benefits  Available  to  Professional  Service  Corpora- 
tions,” as  amended  by  the  Reference  Committee  on 
Public  and  Professional  Affairs.  The  resolution  calls 
for  the  introduction  of  legislation  to  amend  Section  612 
of  the  New  York  State  Tax  Law. 

This  resolution  was  transmitted  to  the  chairman  of 
the  Committee  on  State  Legislation. 

Testing  Centers:  Unsolicited  Reports  (pages  1455 

and  1456).  The  House  adopted  a reference  committee 
recommendation  urging  that  the  membership  acquaint 
themselves  with  the  legal  opinion  outlined  in  the  report 
of  the  Committee  on  Health  Care  Technology  regard- 
ing the  receipt  of  unsolicited  reports  from  testing  cen- 
ters. 

This  was  referred  to  the  Division  of  Public  Affairs. 

The  Committee  on  Health  Care  Technology  reports 
that  its  “Statement  on  Legal  Responsibility  of  Physi- 
cians for  Unsolicited  Reports”  has  been  published  in 
the  New  York  State  Journal  of  Medicine. 

Unincorporated  Business  Tax  (page  1485).  The 

House  adopted  a substitute  for  resolution  72-77, 
“Aggravation  of  Physician  Shortage  by  Presence  of 
Unincorporated  Business  Tax  in  New  York  City,”  and 
resolution  72-78,  “Undesirability  of  Unincorporated 
Business  Tax  on  New  York  City  Professions,”  The 
substitute  resolution  requests  the  elected  officials  and 
representatives  of  the  State  and  City  to  take  appropri- 
ate action  to  repeal  the  4 per  cent  unincorporated  busi- 
ness tax  on  the  professions. 

This  resolution  was  referred  to  the  chairman  of  the 
Committee  on  State  Legislation.  A copy  was  sent  also 
to  the  President  of  the  New  York  City  Council. 

Universal  Health  Insurance:  Basic  Principles 

(pages  1514-1515).  The  chairman  of  the  Committee 
on  Federal  Legislation  was  informed  that  the  function 
of  the  Committee  on  Universal  Health  Insurance  had 
been  assigned  to  the  Committee  on  Federal  Legislation 
and  that  the  House  of  Delegates  approved  the  six  basic 
principles  proposed  by  the  Committee  on  Universal 
Health  Insurance  for  inclusion  in  any  universal  health 
insurance  law. 

What  Goes  On  (page  1363).  The  House  adopted  a 
portion  of  the  report  of  the  Reference  Committee  on 
Scientific  Activities  and  Publications  which  stated: 

It  was  noted  that  announcements  of  What  Goes  On 
have  been  sent  by  the  editor  to  all  medical  schools, 
75  hospitals,  120  specialty  societies  and  allied 
groups,  including  chapters  of  the  American  Academy 
of  Family  Physicians.  Your  committee  feels  that  the 
mailing  list  could  be  expanded  still  more. 

This  action  was  reported  to  the  editor  of  What  Goes 
On. 

The  portion  of  the  report  of  the  Executive  Vice-Pres- 
ident relating  to  What  Goes  On  mentions  an  additional 
method  of  publicizing  this  listing.  Copies  were  dis- 
played at  the  Medical  Library  Association  Conference, 
June  12  to  15,  1972. 

Workmen’s  Compensation  Arbitration  Fee  (pages 
1523  and  1524).  The  House  adopted  a substitute  for 
resolution  72-24,  “Elimination  of  Required  Arbitration 
Fees,”  and  resolution  72-32,  “Compensation  Case 
Hearings,”  recommending  that  an  arbitration  fee  of  5 


per  cent  be  required  from  the  carrier  and  5 per  cent 
from  the  physician  with  no  minimal  fee. 

The  substitute  resolution  was  referred  to  the  chair- 
man of  the  Committee  on  Workmen’s  Compensation. 

The  Committee’s  annual  report  states: 

It  was  noted  that  this  request  had  already  been 
presented  several  times  to  the  Advisory  Committee 
on  Medical  Fee  Schedule  and  Allied  Problems  with- 
out its  acceptance.  The  Council  Committee  moved 
that  it  be  resubmitted  to  the  chairman  of  the  Work- 
men’s Compensation  Board. 

This  intention  was  presented  to  the  Council  in  Sep- 
tember and  was  apparently  approved  since  the  Council 
accepted  the  report  of  the  Commission  on  Medical  Ser- 
vices as  a whole. 

Workmen’s  Compensation  Cases:  International 

Longshoreman’s  Association  (page  1525).  The 

House  adopted  resolution  72-87,  “Treatment  of  Work- 
men’s Compensation  Cases  in  ILA  Union  Health  Cen- 
ters,” opposing  authorization  of  the  International 
Longshoreman’s  Association  to  treat  Workmen’s  Com- 
pensation cases  in  Union  Health  Centers. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Workmen’s  Compensation. 

The  annual  report  of  the  Committee  notes  that  legis- 
lation to  effect  this  change  was  opposed  in  1971  and 
1972  and  that  it  did  not  move  out  of  committee  in 
1972.  Anticipating  its  resubmission,  the  Chairman 
states: 

We  will  alert  all  members  of  the  Committee  as 
soon  as  we  learn  of  such  activity  in  Albany,  and  we 
request  that  they  act  quickly  and  energetically  to 
make  their  views  known  to  their  legislative  represen- 
tatives. 

Workmen’s  Compensation  Board  Hearings  (page 
1524).  The  House  adopted  resolution  72-72,  “Work- 
men’s Compensation  Board  Hearings,”  requesting  es- 
tablishment of  Workmen’s  Compensation  Board 
branches  to  shorten  travel  time  to  hearings  and  also  re- 
questing an  increase  in  the  fee  for  hearings. 

This  resolution  was  referred  to  the  chairman  of  the 
Committee  on  Workmen’s  Compensation. 

The  annual  report  of  the  Committee  states  that 
these  requests  were  presented  to  the  Advisory  Commit- 
tee on  the  Medical  Fee  Schedule  and  Allied  Problems 
of  the  Workmen’s  Compensation  Board,  that  a partial 
compliance  had  been  obtained,  and  also  that  attention 
had  been  promised  for  a request  that  there  be  more 
careful  screening  as  to  the  necessity  for  his  attendance 
at  a hearing  before  a physician  is  subpoenaed. 

Workmen’s  Compensation:  Limitation  for  Unautho- 
rized Treatment  (pages  1524  and  1525).  The  House 
adopted  resolution  72-74,  “Authorization  for  Treat- 
ment of  Patient  in  Workmen’s  Compensation  Cases,” 
as  amended  by  the  Reference  Committee  on  Medical 
Services. 

This  was  referred  to  the  chairman  of  the  Committee 
on  State  Legislation. 

The  annual  report  of  the  Committee  on  Workmen’s 
Compensation  states: 

The  committee  recommended  that  a change  in  the 
law  be  sought.  Our  legislation  Committee  has  been 
attempting  to  have  the  law  modified  as  per  the  reso- 
lution. 
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Workmen’s  Compensation  Cases:  Peer  Review 

(pages  1522  and  1523).  The  House  adopted  a portion 
of  the  report  of  the  Reference  Committee  on  Medical 
Services  which  stated: 

The  reference  committee  noted  that  peer  review  in 
the  field  of  Workmen’s  Compensation  will  be  an 
eventuality.  We  endorse  this  principle  provided  the 
State  Medical  Society  assumes  this  responsibility. 

This  action  was  reported  to  the  chairman  of  the 
Committee  on  Workmen’s  Compensation. 

Workmen’s  Compensation  Fees:  Higher  Paid 

Employees  (page  1525).  The  House  adopted  in  prin- 
ciple resolution  72-84,  “Compensation  Fees  for  Treat- 
ment of  Higher  Paid  Employees,”  as  amended  by  the 
Reference  Committee  on  Medical  Services. 

The  amended  resolution  was  referred  to  the  chair- 
man of  the  Committee  on  Workmen’s  Compensation. 

The  annual  report  of  the  Committee  states: 

The  committee  noted  that  this  would  be  counter 
to  the  trend  of  charging  all  patients  a similar  fee  for 
similar  services  and  unanimously  moved  to  recom- 
mend to  the  Council  that  this  resolution  be  opposed. 
The  above  recommendation  was  presented  to  the 
Council  in  September  and  the  Council  voted  accep- 
tance of  the  report  of  the  Commission  on  Medical  Ser- 
vices as  a whole. 

Workmen’s  Compensation  Fees:  Multiple  Injuries 

(page  1524).  The  House  adopted  resolution  72-71, 
“Fees  for  Treatment  of  Multiple  Injuries  in  Workmen’s 
Compensation  Cases,”  requesting  that  the  Workmen’s 
Compensation  Board  remove  the  present  limitation  on 
the  total  fee  for  each  patient. 

This  was  referred  to  the  Committee  on  Workmen’s 
Compensation. 


Disaster  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman  Queens 

William  G.  Abel,  M.D Suffolk 

Russell  Weaver  Greenhalgh,  M.D.  Onondaga 

Patrick  E.  O’Hara,  M.D.  Broome 


In  their  areas,  the  members  of  this  committee  have 
been  involved  with  the  advanced  training  of  ambulance 
attendants. 

Flooding  due  to  hurricane  Agnes  in  June,  1972,  point- 
ed up  the  validity  for  New  York  State  to  establish  an 
arm  of  government  having  as  its  primary  function  Civil 
Defense  Preparedness  to  provide  early  warning  and 
coordinate  all  related  efforts.  An  excellent  pictorial 
review  entitled  “Flood”  is  published  by  W.  H.  Green- 
how  Company,  Box  520,  Hornell,  New  York  14843 
($1.25).  The  1972  annual  report  of  the  committee  re- 
ferred to  the  assignment  of  Civil  Defense  responsibility 
as  added  duties  of  several  administrative  branches  of 
the  New  York  State  government,  upon  the  abolition  of 
the  Civilian  Defense  Commission. 


The  annual  report  of  the  committee  states: 

This  resolution  which  requested  the  abolition  of 
the  limitation  of  the  total  fee  for  treatment  of  multi- 
ple injuries  to  twice  the  greatest  fee  could  not  be 
dealt  with  in  the  present  negotiations  with  the  Advi- 
sory Committee  because  of  the  necessity  to  adhere  to 
the  agreed  upon  ten  per  cent  increase  in  total  fees. 
The  latter  agreement  necessitated  the  acceptance 
of  present  'ground  rules’  since  it  would  be  impossible 
to  measure  the  increase  if  such  rules  were  altered. 


Workmen’s  Compensation:  Prearbitration  Payment 
(page  1523).  The  House  adopted  resolution  72-22, 
“Workmen’s  Compensation  and  Prearbitration  Pay- 
ment,” instructing  the  Workmen’s  Compensation  Com- 
mittee to  request  the  Workmen’s  Compensation  Board 
to  notify  the  two  insurance  carriers  who  withhold  fees 
of  the  need  for  equitable  prearbitration  payment  “as 
practiced  by  the  majority  of  compensation  carriers  in 
New  York  State.” 

This  resolution  was  referred  to  the  chairman  of  the 
Committee  on  Workmen’s  Compensation. 

The  annual  report  of  the  Workmen’s  Compensation 
Committee  states  that  a request  for  “correction  of 
undue  delay  and  nonpayment  of  bills”  has  been  con- 
veyed to  the  carriers  by  way  of  the  Advisory  Commit- 
tee on  Medical  Fee  Schedule  and  Allied  Problems  of 
the  Workmen’s  Compensation  Board  on  several  occa- 
sions. The  report  also  states: 

Further,  when  the  abuse  in  question  is  noted  in 
the  course  of  proceedings  of  the  Workmen’s  Compen- 
sation arbitration  committees,  it  has  become  routine 
to  censure  the  carriers  involved.  As  a result  the 
number  of  instances  of  such  abuse  has  decreased. 


The  House  of  Delegates  will  be  requested  to  ask  for 
legislation  to  establish  a Civil  Defense  Preparedness 
Agency  in  the  State  of  New  York.  Previously,  requests 
were  made  for  measures  to  control  Woodstock  type  af- 
fairs, and,  later  for  the  one  day  festivity  of  similar 
character.  Such  legislation  has  been  enacted. 

The  Chairman  was  invited  to  attend  the  New  York 
State  Emergency  Health  Services  Workshop.  Novem- 
ber 20th-21st,  at  the  United  Nations  in  New  York  City, 
and  to  address  the  assembly.  Reference  was  made  to 
the  outstanding  operations  conducted  by  the  New  York 
State  Department  of  Health  during  the  greatest  natu- 
ral disaster  in  United  States  history,  caused  by  hurri- 
cane Agnes.  For  flood-sensitive  areas,  it  was  recom- 
mended that  emergency  departments,  supplies,  equip- 
ment, electric  cable  input,  and  generator  be  located  well 
above  potential  flood  water  levels.  With  respect  to  air- 
plane disasters,  it  was  emphasized  that  medical  condi- 
tions, as  contrasted  to  burns  and  trauma,  might  pre- 
dominate. 

One  item  that  interested  the  Director  of  Emergency 
Health  Services  of  the  United  States  Department  of 
Health,  Education,  and  Welfare  was  an  improvement  of 
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concern  to  New  York  City  physicians  who  call  911  for 
emergency  ambulance  service.  The  operator  immedi- 
ately transfers  the  physician  to  a medical  dispatcher, 
so  that  he  states  his  needs  only  once  to  this  knowledge- 
able individual,  and,  can  quickly  return  to  the  urgent 
care  of  his  patient.  This  small,  vital  improvement  for 
the  seriously  ill  patient,  may  be  recommended  nation- 
wide. 


An  editorial  on  the  handling  of  the  June  disaster 
hurricane  by  the  New  York  State  Health  Department 
appeared  in  the  November  15  issue  of  the  New  York 
State  Journal  of  Medicine. 

Respectfully  submitted 

Irving  G.  Frohman,  M.D.,  Chairman 


Nursing  and  Allied  Health  Professions 


To  the  House  of  Delegates.  Gentlemen: 

The  members  of  the  Committee  on  Nursing  and  Al- 


lied Health  Professions  are  as  follows: 

Lester  J.  Candela,  M.D.,  Chairman  Queens 

Frank  Albert  Baumann,  M.D.  Broome 

Clarke  T.  Case,  M.D Onondaga 

Douglas  S.  Damrosch,  M.D.  New  York 

Joel  E.  Mandel,  M.D Rockland 

Frank  C.  Nichols,  M.D.  Nassau 

Vincent  J.  Tesoriero,  M.D Kings 


This  year,  after  collaboration,  agreement  on,  and 
passage  of  the  Nurse  Practice  Act,  the  Nursing  and 
Medical  Professions’  problems  have  become  of  greater 
mutual  concern,  as  political  forays  within  the  health 
arena  have  become  more  careless  of  the  public  needs 
for  quality  care. 

Last  April  10th,  1972,  an  announcement  from  the 
Governor  was  received  announcing  that  a “State  Advi- 
sory Council  on  Physician’s  Associates  and  Specialist’s 
Assistants”  had  been  appointed  to  advise  him  on  the 
implementation  of  a new  law  governing  the  utilization 
of  this  paramedical  group. 

Earle  Wayne  Harbinger,  D.O.,  from  Albany,  was  ap- 
pointed chairman  of  the  Council,  which  would  have 
two  M.D.s  (one  of  whom  resigned).  The  Medical  Soci- 
ety of  the  State  of  New  York  was  never  consulted  on 
the  constitution  or  methods  of  implementation  of  the 
committee,  and  not  one  of  the  practicing  physicians 
suggested  was  appointed. 

The  foregoing  was  learned  just  as  the  representatives 
of  MSSNY  and  those  of  the  New  York  State  Nurses 
Association  were  called  to  Albany  to  attend  a meeting 
on  April  13th,  1972,  with  Henry  I.  Fineberg,  M.D.,  Ex- 
ecutive Vice-President,  J.  Richard  Burns,  J.D.,  Assis- 
tant Executive  Vice-President,  and  your  chairman 
attending.  Objections  were  raised  on  the  lack  of  cour- 
tesy and  consultation  in  the  formation  and  implemen- 
tation of  this  so-called  “Advisory”  Committee.  Ob- 
viously, if  MSSNY  were  supposed  to  have  participated 
in  the  alleged  “Advisory”  function,  it  should  have  par- 
ticipated from  the  beginning — in  the  formation,  the 
consideration,  and  the  wording  of  the  Law,  rather  than 
be  notified  after  the  “fait  accompli.”  At  no  time  had 
there  been  any  inclusion  of,  or  request  for,  ideas  from 
MSSNY,  although  at  the  April  meeting,  Mr.  E.  E. 
Leuallen,  Commissioner  for  Professional  Education  of 
the  New  York  State  Education  Department,  kept  refer- 
ring to  an  MSSNY  “input,”  which  was  rather  ephem- 
eral. Strenuous  objection  was  raised — particularly  re- 
garding the  facet  of  the  law  which  permitted  para- 
medics to  order  drugs,  including  narcotics,  but  which 


did  not  require  counter-signature  by  the  sponsoring 
physician  until  24  hours  later\  The  danger  to  the  pa- 
tient is  unquestionable.  The  representatives  of  the 
Nurses  Association,  correctly,  said  they  would  refuse  to 
take  or  execute  orders  given  by  paramedical  groups. 
Their  position,  ethically  and  legally,  seems  correct. 

Because  of  the  short  notice  and  the  inclement  flying 
conditions,  the  MSSNY  representatives  were  forced  to 
leave  before  the  completion  of  the  meeting.  No  min- 
utes have  been  received. 

On  May  19,  1972,  at  MSSNY  headquarters  in  Lake 
Success,  there  was  a meeting  of  representatives  of  the 
New  York  State  Nurses  Association,  the  Hospital  Asso- 
ciation of  New  York  State,  and  MSSNY.  Edward  Sie- 
gel, M.D.,  President,  Dr.  Fineberg  and  Dr.  Candela 
were  present  for  the  Medical  Society. 

The  purpose  was  to  evaluate  the  position  of  the  three 
disciplines  in  regard  to  the  paramedical  groups  as  pro- 
mulgated, and  particularly  to  Part  707  of  the  law  deal- 
ing with  the  so  called  “Associates.” 

MSSNY’s  representatives  objected  to  the  term  “As- 
sociates” because  it  fallaciously  connotes  professional 
equality  despite  the  cursory  presentation  to  which  the 
“Associates”  have  been  exposed,  and  which  is  insuffi- 
cient even  to  teach  them  what  they  do  not  know!  The 
MSSNY  minutes  of  this  meeting  noted  that  while  the 
Society  was  legally  forced  to  accept  the  poorly  advised 
regulations,  this  was  not  to  be  construed  as  favoring 
the  concept.  Dr.  Siegel  particularly  noted  the  possible 
unconstitutionality  of  the  law  which  would  expose  the 
public,  without  its  informed  consent  or  knowledge,  to 
practice  by  improperly  trained  people.  The  nurses,  as 
indicated,  had  already  set  their  position,  that  they 
would  not  take  or  execute  orders  by,  or  conveyed 
through,  the  paramedics.  Dr.  Siegel  was  requested  to 
write  a letter  to  Earle  Wayne  Harbinger,  D.O.,  the 
Chairman  of  the  Advisory  Council,  requesting  a meet- 
ing with  the  Council,  and  with  Hollis  S.  Ingraham, 
M.D.,  Commissioner  of  Health;  Ewald  B.  Nyquist, 
Commissioner  of  Education;  Elliot  E.  Leuallen,  Assis- 
tant Commissioner  for  Professional  Education,  and 
Jackson  Riddle,  M.D.,  Secretary  of  the  New  York 
State  Board  of  Medical  Examiners. 

Accordingly,  a letter  was  written  dated  May  22, 
1972,  requesting  this  meeting,  and  taking  note  of  the 
question  of  unconstitutionality  and  other  aspects  of  the 
law  which  might  have  an  adverse  effect  on  the  quality 
of  medical  care.  The  letter  was  cosponsored  by  Eve- 
lyn M.  Peck,  R.N.,  President  of  the  New  York  State 
Nurses  Association,  and  Charles  W.  Davidson,  Presi- 
dent of  the  Hospital  Association  of  New  York  State. 

On  September  11,  1972,  almost  four  months  later. 
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the  request  was  repeated  by  Dr.  Siegel,  specifically  in- 
dicating some  of  the  points  of  impracticality  in  the  law 
as  written.  On  September  20,  1972,  Evelyn  M.  Peck, 
R.N.,  President  of  the  NYSNA,  also  wrote,  requesting 
the  meeting. 

To  this  date  no  adequate  reply  has  been  received.  It 
appears  that  Albany  is  riding  rough  shod  politically  in 
regard  to  the  three  professional  groups  which  have  the 
greatest  interest,  knowledge,  and  ability  to  recognize, 
create,  and  implement  quality  health  care  for  the  peo- 
ple— the  Nurses,  the  Physicians,  and  the  Hospitals. 

On  November  9 and  10,  1972,  Dr.  Candela,  the 
Chairman  of  the  Committee  on  Nursing  and  Allied 
Health  Professions,  attended  a meeting,  in  Itasca,  Illi- 
nois (outside  Chicago)  of  the  National  Conference  of 
Joint  Practice  Committee.  It  opened  with  greetings 
from  the  Presidents  of  the  American  Medical  Associa- 
tion and  the  American  Nurses  Association.  The  em- 
phasis was  on  “Joint  Action” — the  delineation  of  the 
collaborative  roles;  the  affirmation,  first,  that  the  nurs- 
ing effort,  as  apart  from  the  medical,  is  essential  to 
contribute  to  the  health  of  the  community,  and  sec- 
ondly, that  “care,  comfort,  and  coping”  are  as  necessary 
to  healt  h as  cure  of  disease  or  combatting  death. 

While  no  fair-minded  person  can  overlook  the  great 
nursing  contributions  it  would  be  impossible  not  to  be 
aware  of  a gratuitous  over  statement  published,  that 
nursing  “holds  within  itself  the  key  to  whether  or  not 
the  vast  majority  of  our  people  will  receive  quality 
care.”  This  overly-broad  statement  by  Edith  P.  Lewis, 
R.N.,  Editor  of  “Nursing  Outlook,”  does  little  to  help 
place  the  professions  in  harmonious  perspective. 

The  deliberations  of  the  Joint  Practice  Meeting, 
after  welcoming  speeches,  were  initiated  with  a discus- 
sion on  “Background,  Development,  and  Purpose  of  the 
National  Joint  Practice  Commission”  by  its  Chairman, 
Robert  A.  Hoekelmen,  M.D.  Later,  the  assemblage  was 
divided  into  four  group-sessions  dealing  with:  (1)  The 
Organization  and  Purpose  of  State  Joint  Practice  Com- 
mittees; (2)  Legal  Implications  of  the  Changing  Profes- 
sional Roles,  by  several  attorneys;  (3)  Joint  Planning 
for  Improved  Health  Care;  (4)  An  Inter-disciplinary 
Approach  to  New  Health  Roles. 

One  noteworthy  “aside”  was  the  repeated  conspicuous 
call  for  inclusion  of  “practicing  nurses”  in  groups,  with 
“practitioners”  defined  as  those  engaged  in  50  per  cent 
or  more  care  of  patients.  This  is  in  contrast  to  the 
pure  academicians  without  practice — whose  tactics 
have  fallaciously  contributed  much  to  the  schisms, 
both  “intra”  and  “extra”-nursing,  because  of  an  alleged 
lack  of  understanding  of  the  daily  practice-problems 
leading  to  the  “freezing”  of  R.N.s  into  dead-end  posi- 
tions, with  the  lack  of  mobility  with  which  to  advance, 
and  to  which  both  Dr.  Israel  Light  of  Chicago  and  Dr. 
Jerome  Lysaught  of  the  University  of  Rochester  have 
alluded  at  various  times. 

This  mobility-ladder  becomes  increasingly  important 
since,  despite  the  drop  in  diploma  school  programs  (be- 
cause of  lack  of  support  and  harassement)  from  73  pro- 
grams in  1970  to  64  in  1971,  with  no  change  in  the  bac- 
calaureate programs  in  1971  (31  both  years) — the  only 
increase  being  a two-program  advance  in  the  two-year 
associate  degree  program — the  enrollment  in  the  diplo- 
ma programs  was  8,022  (34.8  per  cent)  in  1971,  with 


admissions  of  3,446  (31.1  per  cent)  and  graduates  of 
2,162  (37.6  percent),  as  contrasted  with  the  baccalau- 
reate program  with  an  enrollment  of  6,656  (28.9  per 
cent),  with  admissions  of  2,809  (25.3  per  cent)  and  grad- 
uates of  1,223  (21.3  per  cent).*  The  bulk  of  the  expe- 
rienced R.N.’s  still  come  from  the  diploma  programs. 
Some  of  the  slack  has  been  taken  up  by  the  two-year  as- 
sociate degree  programs,  but  the  clinical  training  and  ex- 
perience of  that  group  at  present,  is  not  comparable  to 
that  of  the  diploma  graduates,  and  they  require  extra  in- 
degree programs,  but  the  clinical  training  and  experi- 
ence of  that  group  at  present,  is  not  comparable  to  that 
of  the  diploma  graduates,  and  they  require  extra  in- 
struction and  supervision  at  hospitals  when  they  com- 
mence practice.  The  solution  must  be  an  increase  in 
diploma  school  graduates  with  encouragement  via  the 
mobility-ladder,  to  avoid  the  discouragement  and  deci- 
mation by  a stalemate  of  “dead-end”  jobs.  This  was 
not  only  the  comment  of  the  aforementioned  authori- 
ties, but  it  was  the  whisper  one  heard  “off-the-cuff” 
bruited  about  at  the  meeting. 

Much  discussion  dealt  with  the  Nurse-Practitioner 
Pediatric  Programs,  which,  actually,  are  a formalized 
training  of  what  many  nurses  are  already  doing  in 
many  physicians’  offices  around  the  country.  There 
was  some  discussion,  too,  of  the  R.N. — Midwife  Pro- 
grams. 

Parallelling  these  discussions  there  was  allusion  to 
the  presumed  “shortage”  of  physicians  (an  allegation 
debunked  by  Eli  Ginzberg,  Ph.D.,  of  Columbia  Univer- 
sity, who  said  that  no  one  who  “ . . . had  any  sense  of 
how  the  health  system  worked,  could  really  believe 
that  if  there  were  50,000  more  physicians  . . . things 
would  be  noticeably  different  . . . !”).  Poor  distribu- 
tion of  physicians  occurs  both  in  rural  areas,  where 
there  is  inability  to  support  a physician  so  he  can  give 
proper  service  to  patients  lack  of  (hospital  facilities, 
and  so  forth),  and  no  opportunity  to  raise  and  educate 
a family,  while  in  urban  inner-city  areas,  there  are  too 
many  dangers  of  violence  inherent  to  life,  living,  and 
medical  practice. 

There  was  some  exposure,  at  the  meeting,  to  the  ar- 
tificial shortages  of  physicians  resulting  from  the  moti- 
vated or  unwise  stumbling  blocks  created  by  some  of 
the  specialty  regulations— and,  peculiarly,  the  same 
groups  which  have  shut  out  the  fully  trained  general 
practitioners,  (thus  contributing  to  the  alleged  short- 
ages), are  now  touting  incompletely  trained  paramed- 
ics for  training  to  render  independent  judgments. 
(One  wonders  how  Flexner  would  have  reacted  to 
this).  Parenthetically,  the  head  of  one  of  these  great 
specialties  has  just  come  out  with  a suggestion  to  limit 
the  number  of  physicians. 

The  more  things  change,  the  more  they  are  the 
same! 

Appreciation  is  expressed  to  the  staff  of  MSSNY,  the 
Division  of  Scientific  Activities,  and  particularly  to 
Miss  Molly  Pesikoff  for  her  assistance  in  collecting 
data  for  the  report. 

Respectfully  submitted, 

Lester  J.  Candela.  M.D.,  Chairman 

‘“Educational  Preparation  for  Practical  and  Professional 
Nursing  New  York  State — 1971" — The  State  Education  Dept., 
Div.  of  Professional  Education-Nursing  Education. 


352  New  York  State  Journal  of  Medicine  / January  1 5,  1 973 


Obituaries 


Harry  Davis  Abrahams,  M.D.,  of  Brooklyn,  died  on 
December  1,  1972,  at  the  age  of  sixty-seven.  Dr.  Abra- 
hams graduated  in  1927  from  Long  Island  College  Hos- 
pital. He  was  an  assistant  attending  surgeon  at  Kings 
County  Hospital  Center,  an  associate  surgeon  at  Com- 
munity Hospital  of  Brooklyn,  and  an  attending  surgeon 
at  Williamsburgh  General  Hospital.  Dr.  Abrahams 
was  a Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Henry  H.  Blum,  M.D.,  of  The  Bronx,  died  on  Decem- 
ber 1,  1972,  at  the  age  of  seventy-one.  Dr.  Blum  grad- 
uated in  1926  from  George  Washington  University 
School  of  Medicine.  He  was  a member  of  the  Ameri- 
can School  Health  Association,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Ignatius  Martin  Bopp,  M.D.,  of  The  Bronx,  died  on 
November  27,  1972,  at  the  age  of  sixty-two.  Dr.  Bopp 
graduated  in  1937  from  Georgetown  University  School 
of  Medicine.  He  was  an  attending  general  practitioner 
at  Westchester  Square  Hospital.  Dr.  Bopp  was  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  A.  Cinelli,  M.D.,  of  New  York  City,  died  on 
December  28,  1972,  at  the  age  of  seventy-wo.  Dr.  Ci- 
nelli graduated  in  1926  from  Georgetown  University 
School  of  Medicine.  He  was  director  of  otolaryngology 
and  director  of  plastic  surgery  at  Italian  Hospital,  an 
attending  otolarygologic  surgeon  at  Park  East  Hospital, 
a consulting  otolaryngologist  at  French  and  Polyclinic 
Medical  School  and  Health  Center,  and  a consulting 
plastic  surgeon  at  Columbus  Hospital.  Dr.  Cinelli  was 
a Diplomate  of  the  American  Board  of  Otolaryngology, 
a Fellow  of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Facial  Plastic  and  Recon- 
. structive  Surgery,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  American  Ger- 
iatrics Society,  the  American  Laryngological,  Rhinolog- 
ical  and  Otological  Society,  the  Pan  American  Medical 
Association,  the  New  York  Academy  of  Medicine,  the 
New  York  Cardiological  Society,  the  New  York  Rhino- 
Otolaryngological  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Milton  Cohn,  M.D.,  of  Schenectady,  formerly  of  New 
York  City,  died  on  December  7,  1972,  at  the  age  of  sev- 
enty-one. Dr.  Cohn  graduated  in  1931  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  American  Urological  Association,  the 
New  York  County  Medical  Society,  the  Medical  Soci- 


ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Hugh  Edward  Conly,  M.D.,  of  Mineola,  died  on  De- 
cember 7,  1972,  at  the  age  of  sixty-four.  Dr.  Conly 
graduated  in  1936  from  Long  Island  College  of  Medi- 
cine. He  was  an  attending  general  practitioner  at  Nas- 
sau Hospital  and  a junior  assistant  attending  general 
practitioner  at  Mercy  Hospital.  Dr.  Conly  was  a mem- 
ber of  the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  David,  M.D.,  of  New  York  City,  died  on  Novem- 
ber 15,  1972,  at  the  age  of  seventy-seven.  Dr.  David 
received  his  medical  degree  from  the  University  of  Mu- 
nich in  1922.  He  was  a senior  clinical  assistant  genito- 
urinary physician  (off  service)  at  The  Mount  Sinai 
Hospital.  Dr.  David  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Michele  DeGiorgio,  M.D.,  of  The  Bronx,  died  on  No- 
vember 16,  1972,  at  the  age  of  sixty-five.  Dr.  DeGior- 
gio graduated  in  1932  from  Creighton  University  School 
of  Medicine.  He  was  an  associate  attending  obstetri- 
cian at  Harlem  Hospital  Center,  an  attending  obstetri- 
cian and  gynecologist  at  Westchester  Square  Hospital, 
and  a consulting  obstetrician  and  gynecologist  at  Pel- 
ham Bay  General  Hospital.  Dr.  DeGiorgio  was  a 
member  of  the  American  Geriatrics  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Solomon  Dresner,  M.D.,  of  The  Bronx,  died  on  June 
25,  1972,  at  the  age  of  sixty.  Dr.  Dresner  graduated  in 
1937  from  New  York  University  College  of  Medicine. 
He  was  an  associate  pathologist  (hematology)  and  an 
adjunct  physician  at  Bronx-Lebanon  Hospital  Center. 
Dr.  Dresner  was  a member  of  the  Bronx  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Abraham  Drucker,  M.D.,  of  Brooklyn,  died  on  De- 
cember 4,  1972,  at  the  age  of  sixty-nine.  Dr.  Drucker 
graduated  in  1927  from  Long  Island  College  Hospital. 
He  was  an  attending  physician  at  Unity  Hospital  and 
an  assistant  attending  general  practitioner  at  Brook- 
dale  Hospital  Center.  Dr.  Drucker  was  a member  of 
the  American  Academy  of  General  Practice,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

James  E.  Ellsworth,  Jr.,  M.D.,  of  Springville,  died 
on  November  3,  1970.  Dr.  Ellsworth  graduated  in  1957 
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from  George  Washington  University  College  of  Medi- 
cine. He  was  an  attending  obstetrician  and  gynecolo- 
gist at  Bernard  Chaffee  Hospital. 

Morris  David  Epstein,  M.D.,  of  New  York  City,  died 
on  December  30,  1972,  at  the  age  of  sixty-eight.  Dr. 
Epstein  graduated  in  1929  from  theUniversity  of  To- 
ronto Faculty  of  Medicine.  He  was  an  attending  psy- 
chiatrist at  Hillside  Hospital  and  a preceptor-in-psy- 
chiatry  at  The  Mount  Sinai  Hospital.  Dr.  Epstein  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychoanalytic  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Kurt  H.  Esser,  M.D.,  of  Smithtown  and  Stony  Brook, 
died  on  December  13,  1972,  at  the  age  of  sixty-two. 
Dr.  Esser  received  his  medical  degree  from  the  Uni- 
versity of  Cologne  in  1934.  He  was  a consulting  physi- 
cian at  the  John  T.  Mather  Memorial  Hospital  (Port 
Jefferson)  and  chief  of  internal  medicine  at  Smithtown 
General  Hospital.  Dr.  Esser  was  a Fellow  of  the  Amer- 
ican College  of  Angiology  and  a member  of  the  New 
York  Society  of  Internal  Medicine,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  Henry  Frazier,  M.D.,  of  Yonkers,  died  on 
September  3,  1972,  at  the  age  of  seventy-two.  Dr.  Fra- 
zier graduated  in  1926  from  Howard  University  College 
of  Medicine.  He  was  an  attending  general  practitioner 
and  physician  in  internal  medicine  at  Yonkers  General 
Hospital,  an  attending  surgeon  at  Yonkers  General 
Hospital  Outpatient  Department,  and  an  associate  at- 
tending physician  at  St.  John’s  Riverside  Hospital. 
Dr..  Frazier  was  a member  of  the  American  Academy 
of  General  Practice,  the  Yonkers  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

P.  Felix  Gianatasio,  M.D.,  of  The  Bronx,  died  on  De- 
cember 20,  1972,  at  the  age  of  sixty-one.  Dr.  Giana- 
tasio graduated  in  1937  from  Creighton  University 
School  of  Medicine.  He  was  an  attending  surgeon  at 
Westchester  Square  and  Pelham  Bay  General  Hospi- 
tals. Dr.  Gianatasio  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jacob  Hartmann,  M.D.,  of  The  Bronx,  died  on  De- 
cember 12,  1972,  at  the  age  of  sixty-nine.  Dr.  Hart- 
mann received  his  medical  degree  from  the  University 
of  Bonn  in  1926.  He  was  a clinical  assistant  physician 
at  Bronx-Lebanon  Hospital  Center  and  a general  prac- 
titioner on  the  medical  staff  at  Mount  Eden  General 
Hospital.  Dr.  Hartmann  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  Hausman,  M.D.,  of  New  York  City,  died  on 
December  7,  1972,  at  the  age  of  eighty-one.  Dr.  Haus- 
man graduated  in  1916  from  Cornell  University  Medical 
College.  He  was  a professor  emeritus  of  clinical  medi- 


cine at  Cornell  University  Medical  College.  Dr.  Haus- 
man was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  a member  of  the  American 
Neurological  Association,  the  Association  for  Research 
in  Nervous  and  Mental  Disease,  the  American  Psychi- 
atric Association,  the  New  York  Academy  of  Medicine, 
the  New  York  Neurological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Abraham  I.  Hochberger,  M.D.,  of  Tuckahoe,  died  on 
December  26,  1972,  at  the  age  of  fifty.  Dr.  Hochberger 
graduated  in  1945  from  Middlesex  University  School  of 
Medicine.  He  was  an  associate  attending  anesthesiolo- 
gist at  The  Mount  Sinai  Hospital.  Dr.  Hochberger  was 
a Diplomate  of  the  American  Board  of  Anesthesiology, 
a Fellow  of  the  American  College  of  Anesthesiologists, 
and  a member  of  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Albert  Salisbury  Hyman,  M.D.,  of  New  York  City, 
died  on  December  8,  1972,  at  the  age  of  seventy-nine. 
Dr.  Hyman  graduated  in  1918  from  Harvard  Universi- 
ty Medical  School  and  in  1925  from  the  University  of 
Vienna.  He  was  a consulting  cardiologist  at  Jewish 
Memorial,  Richmond  Memorial,  Long  Beach  Memori- 
al, Yonkers  Memorial,  and  Veterans  Administration 
(Castle  Point)  Hospitals.  Dr.  Hyman  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  a Fellow  of  the 
American  College  of  Cardiology,  and  a member  of  the 
New  York  Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Vincent  Ippolito,  M.D.,  of  New  York  City,  died  on 
October  1,  1972,  at  the  age  of  seventy-one.  Dr.  Ippoli- 
to graduated  in  1927  from  Boston  University  School  of 
Medicine.  He  was  an  assistant  attending  physician  at 
Harlem  Hospital  Center.  Dr.  Ippolito  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  John  Kreuz,  M.D.,  of  Buffalo,  died  on  December 
8,  1972,  at  the  age  of  seventy.  Dr.  Kreuz  graduated  in 
1932  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  physician  in  general  practice  on 
the  medical  staff  at  Sisters  of  Charity  Hospital  of  Buf- 
falo. Dr.  Kreuz  was  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  J.  Lipman,  M.D.,  of  Poughkeepsie,  died  in  No- 
vember, 1972,  at  the  age  of  sixty-seven.  Dr.  Lipman 
graduated  in  1937  from  the  Medical  College  of  Virgin- 
ia. He  was  a member  of  the  American  Academy  of 
General  Practice,  the  Dutchess  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Mark  Lipton,  M.D.,  of  Forest  Hills,  died  on 
November  16,  1972,  at  the  age  of  sixty-seven.  Dr.  Lip- 
ton  graduated  in  1935  from  New  York  Homeopathic 
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Medical  College  and  Flower  Hospital.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Willard  John  Lloyd,  M.D.,  of  New  Hartford,  died  on 
December  2,  1972,  at  the  age  of  sixty-one.  Dr.  Lloyd 
graduated  in  1938  from  Harvard  University  Medical 
School.  He  was  a member  of  the  Oneida  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Peter  Adolf  Marcuse,  M.D.,  of  Flushing,  died  on  De- 
cember 11,  1972,  at  the  age  of  seventy-eight.  Dr.  Mar- 
cuse received  his  medical  degree  from  the  University  of 
Berlin  in  1920.  He  was  a general  practitioner  on  the 
medical  staff  at  Parsons  Hospital.  Dr.  Marcuse  was  a 
member  of  the  Medical  Society  of  , the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

George  S.  Nellis,  M.D.,  of  Watertown,  died  on  De- 
cember 8,  1972,  at  the  age  of  seventy-six.  Dr.  Nellis 
graduated  in  1920  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  physi- 
cian at  the  House  of  the  Good  Samaritan  and  Mercy 
Hospital.  Dr.  Nellis  was  a member  of  the  Jefferson 
County  Medical  Society  (and  a past  president),  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Maurice  Culmer  O’Shea,  M.D.,  of  New  York  City, 
died  on  December  20,  1972,  at  the  age  of  sixty-eight. 
Dr.  O’Shea  graduated  in  1929  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons.  He  was  an 
honorary  surgeon  at  St.  Vincent’s  Hospital  and  Medi- 
cal Center  of  New  York.  Dr.  O’Shea  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Compensation  Medicine,  Inc., 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Walter  L.  Peris,  M.D.,  of  Ridgefield,  Connecticut, 
formerly  of  New  York  City,  retired,  died  on  December 
31,  1972,  at  the  age  of  eighty-one.  Dr.  Peris  received 
his  medical  degree  from  the  University  of  Freiburg  in 
1914.  He  was  a member  of  the  American  Rheumatism 
Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edison  Erwin  Pierce,  M.D.,  of  East  Aurora,  died  on 
December  11,  1972,  at  the  age  of  sixty-six.  Dr.  Pierce 
graduated  in  1933  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  associate  physician  on 
the  medical  staff  at  Buffalo  General  Hospital.  Dr. 
Pierce  was  a member  of  the  Erie  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

H.  Walden  Retan,  M.D.,  of  Fayetteville,  died  on  No- 
vember 10,  1972,  at  the  age  of  seventy-five.  Dr.  Retan 
graduated  in  1921  from  Syracuse  University  College  of 
Medicine.  Retired,  he  was  formerly  a senior  physician 


at  Syracuse  Memorial  Hospital,  Upstate  Medical  Cen- 
ter Hospital,  and  Community-General  Hospital.  Dr. 
Retan  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leon  Ropschutz,  M.D.,  of  Yonkers,  died  on  November 
14,  1972,  at  the  age  of  seventy-four.  Dr.  Ropschutz  re- 
ceived his  medical  degree  from  the  University  of  Genoa 
in  1937.  He  had  been  a senior  clinical  assistant  physi- 
cian at  St.  Joseph’s  Hospital.  Dr.  Ropschutz  was  a 
member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

J.  Albert  Schaefer,  M.D.,  of  Syracuse,  died  in  Febru- 
ary, 1972.  Dr.  Schaefer  graduated  in  1948  from  Long 
Island  College  of  Medicine.  He  was  chief  of  laboratory 
service  at  Veterans  Administration  Hospital.  Dr. 
Schaefer  was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy)  and  a member  of  the 
International  Academy  of  Pathology. 

Joseph  Charles  Schreiner,  M.D.,  of  Monsey,  retired, 
died  on  December  9,  1972,  at  the  age  of  eighty-one. 
Dr.  Schreiner  received  his  medical  degree  from  the 
University  of  Erlangen  in  1916.  He  was  a member  of 
the  American  Academy  of  General  Practice,  the  Rock- 
land County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Frances  Shostac,  M.D.,  of  New  York  City,  died  on 
December  17,  1972,  at  the  age  of  eighty-nine.  Dr. 
Shostac  graduated  in  1911  from  Cornell  University  Col- 
lege of  Medicine.  She  an  emeritus  obstetrician  at  New 
York  Infirmary.  Dr.  Shostac  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Edward  Tubbs  Wentworth,  M.D.,  of  Pittford,  retired, 
died  on  November  23,  1972,  at  the  age  of  eighty-eight. 
Dr.  Wentworth  graduated  in  1913  from  Harvard  Uni- 
versity Medical  School.  He  was  a consulting  ortho- 
pedic surgeon  at  Rochester  General  Hospital.  Dr. 
Wentworth  was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Academy 
of  Orthopaedic  Surgeons,  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society  (and 
County  delegate  from  1933  to  1937),  the  Medical  Soci- 
ety of  the  State  of  New  York  (President  1952  to  1953; 
Trustee  1948  to  1950,  1950  to  1955;  Councilor  1937  to 
1939,  1939  to  1942;  President-Elect  1951  to  1952;  Judi- 
cial Council  1954  to  1957),  and  the  American  Medical 
Association. 

Alfred  Wiener,  M.D.,  of  New  York  City,  murdered 
on  December  15,  1972,  at  the  age  of  seventy-four.  Dr. 
Wiener  received  his  medical  degree  from  the  University 
of  Berlin  in  1926.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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COLUMBIA  UNIVERSITY 

College  of  Physicians  and  Surgeons 
Special  Postgraduate  Course 
in 

HYPNOSIS  IN  GENERAL  MEDICINE 

(Pain,  Habit  Control, 
and  General  Patient  Care) 

June  18,  19,  20,  21,  22,  1973 

Under  the  Direction  of 

HERBERT  SPIEGEL,  M.D. 

Dept,  of  Psychiatry 
and 

RONALD  KATZ,  M.D. 

Dept,  of  Anesthesiology 

With  Guest  Lecturers 

Ralph  V.  August,  M.D.;  Melba  Kawelaske, 
C.R.N.A.;  Hans  Kraus,  M.D.;  Ernest  E. 
Rockey,  M.D.;  L.  S.  Wolfe,  M.D. 

Teaching  mode  will  be  lectures,  discussions, 
movies,  slides,  live  patient  demonstrations,  and 
case  discussions. 

Fee  $200.00  Anesth. — Psychiatry  PM 

For  information  and  application,  write  to: 

Melvin  D.  Yahr,  M.D.,  Associate  Dean, 
630  West  168th  St.,  New  York,  N.Y.  10032. 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  th e New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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PHYSICIANS  — MEDICAL  DIRECTORS  — PARTIAL  LISTING  FOR 
HOSPITALS,  MEDICAL  GROUPS  & INDUSTRY. 

MD-Psychiatrist  -Community  Mental  health  program.  In  patient- 
Out  Datient.  Chairman  of  Program.  ALSO  POSITIONS  AVAIL- 
ABLE FOR:  (A)  MD-Anesthesiologists,  (B)  MD-Employee  Health 
Service,  (C)  MD-Internists,  (D)  MD-Ambulatory  Services,  (E)  MD- 
Pediatrician,  (F)  MD-Surgeon  OPD,  (G)  MD-Pathologist,  (H)  MD- 
GP’s,  (I)  MD-OBS— GYN,  (J)  M D-Radiologists,  (K)  MD-Ophthal- 
mologists. 

No  fee  to  candidate.  INTERVIEW  by  appointment  only.  (212)  RH 
4-3615,  3466.  LEE  TODD,  Consultant/Executive  Search — ‘‘The 
specialists  in  Recruitment.”  85  East  End  Ave.,  10028  (Mailing 
address  only). 


PHYSICIANS  WANTED 


PHYSICIAN  FOR  FULL-TIME  CAREER  POSITION  IN  REMINGTON 
Arms  Company  plant  in  Ilion,  New  York.  Excellent  opportunity.  General 
practice  background  acceptable.  Salary  open.  Equal  Opportunity  Employ- 
er. Write  or  call  collect:  E.  Marks,  M.D.,  Medical  Director,  Remington 

Arms  Company,  939  Barnum  Ave.,  Bridgeport,  Connecticut  06602.  Tel: 
(203)333-1112.' 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY.  INI 
tial  contract  leading  to  partnership  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum  vitae  in  reply. 
Dept.  282,  c/o  NYSJM. 


ANESTHESIOLOGIST.  BOARD  ELIGIBLE  OR  CERTIFIED.  TO  BECOME 
third  in  a group  of  3 physicians  and  3 CRNA's.  N.Y.  State  licensure  essential. 
Salary  first  year,  then  partnership.  Malpractice  insurance  paid.  All  general 
surgery  except  open  heart.  No  routine  OBS.  Income  expectations  $40,000- 
$50,000  per  annum;  one  month  vacation.  Apply:  B.  F.  Brophev,  M.D.,  St. 

Luke's  Hospital,  70  Dubois  St.,  Newburgh.  N.Y.  12550. 


NEPHROLOGY  FELLOW,  LARGE  RENAL  UNIT  AND  DIALYSIS  SERVICE 
in  Brooklyn,  N.Y.,  for  June  1973  to  June  1974.  Training  in  dialysis,  renal 
biopsy,  kidney  transplantation  and  clinical  nephrology  is  stressed.  Minimum 
2 vrs.  Internal  medicine  residency  required.  Send  curriculum  vitae  to:  Renal, 
P.O.  Box  781,  Brooklyn,  N.Y.  11201. 


PSYCHIATRISTS:  IMMEDIATE  POSITIONS  OPEN  IN  TREATMENT 

program  which  utilizes  latest  techniques  in  community  care  and  inter- 
disciplinary team  approach.  All  government  employment  benefits,  including 
non-contributory  early  retirement  plan.  Waterfront  location  50  miles  from 
New  York  City  on  North  Shore  of  Long  Island.  Salary:  Board  certified 

$31,683;  Board  eligible  $30,197.  Send  curriculum  vitae  to:  Shepherd 

Nathan,  M.D.,  Director,  Kings  Park  State  Hospital,  Kings  Park,  N.Y.  11754. 


INTERNIST-GERIATRICIAN.  HALFTIME  POSITION  AT  1,000-BED  GEN- 
eral  hospital.  Major  teaching  division  of  the  Mount  Sinai  School  of  Medicine 
with  unique  extended  care  and  geriatric  medical  unit.  Excellent  opportunity 
for  active  participation  in  patient  care,  teaching  and  research.  Academic  op- 
portunity and  salary  commensurate  with  qualifications.  An  Equal  Opportuni- 
ty Employer.  Write  to:  Leslie  S.  Libow,  M.D..  Chief  Geriatrics  Division, 
Mount  Sinai  Hospital  Services,  City  Hospital  Center,  79-01  Broadway,  Elm- 
hurst. New  York  11373,  or  call  (212)  830-1491. 


PHYSICIAN:  OPPORTUNITY  FOR  FULL  TIME  NEW  YORK  STATE  Li- 
censed and  registered  physician  to  join  staff  of  midtown  Manhattan  office  of 
well  established  national  organization.  Challenging  career  position  available 
for  Occupational  Health  physician,  or  internist  in  a broad  preventive  medicine 
and  health  examination  program.  Please  send  resume  to  Dept.  284,  c/o 
NYSJM. 


PHYSICIANS  WANTED— CONTD 


READING,  PA.  LARGE  DOWNTOWN  MEDICAL-DENTAL  CENTER 
construction  now.  Approximately  12  months  to  completion.  Physicians* 
Penna.  license  needed  for  all  services:  general,  medical,  urological,  surgii 
psychiatric,  emergency,  etc.  Salaries  and  hours  open  to  discussion  Tt 
phone  collect  (215)  374-0906. 


WANTED:  FAMILY  PHYSICIAN  TO  JOIN  GENERAL  PRACTITION 
Diplomate  of  American  Board  of  Family  Practice.  Busy  general  pract 
Medically  challenging;  no  obstetrics.  Well  equipped  office;  X-ray,  E.K 
Laboratory.  200  bed  hospital  in  town.  Excellent  working  conditions;  supt 
income;  corporation  benefits.  Long  Island,  Nassau  County,  45  mins,  fi 
Manhattan.  Rudolph  Joseph,  M.D.,  100  S.  Ocean  Ave..  Freeport,  L I \ 
11520.  (516)378-4949. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SI 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10 
LO  5-2943. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARDED  DX  AND  THERAPY.  EXPERIENCED.  WIS1 
to  do  locums  N.Y.C.  Long  Island  area.  Also  N.J.  or  New  England  for 
weeks.  Available  Jan.,  Feb.,  consider  part-time  Long  Island.  P.  Grap 
M.D.  (516)789-4829. 


PRACTICES  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIFIED.  SEEKS  PARTNERSH1I 
individual  practice.  New  York  and  New  Jersey  license.  Dept.  215 
NYSJM 

GASTROENTEROLOGIST-INTERNIST,  TOP  UNIVERSITY  TRAP  I 
staff  of  Mount  Sinai  Hospital,  N.Y.C..  desires  to  purchase  medical  pra  i 
and/or  rent  office  space.  East  Side  Manhattan;  X-rays  preferable  Dept  | 
c/o  NYSJM. 


GP- PSYCHIATRIST  WANTS  TO  SHARE  OR  RENT  OFFICE  FROM  I 
GP  or  psychiatrist  in  New  York  City  to  take  overflow  to  practice  ge 
medicine  and  psvchiatrv.  Medicaid  and  Medicare  acceptable.  Dr 
Mahon  (201)  526-ilOO,  ext.  117.  or  (201)  725-0486. 


GP-PSYCHIATRIST  WANTS  TO  TAKE  OVER  GENERAL  PRACTIC 
psychiatric  practice  in  N.Y.C. , preferrably  Manhattan.  Call  (201)  725-0-  '■ 


358  New  York  State  Journal  of  Medicine  / January  15,  1973 


\ 

167th 

Annual  Convention 

OF  THE 

Medical  Society  of  the 
State  of  New  York 


February  11-15, 1973 

at  the 

Americana  Hotel 
New  York  City 


HIGHLIGHTS 

General  Sessions 

Sunday,  February  11th 
Acupuncture 

Monday,  February  12th 
Alcoholism 

Tuesday,  February  13th 
Immunology 

Wednesday,  February  14th 
Heart  Day 


Scientific  Sections;  Symposia;  Panel  Dis- 
cussions; Annual  Meeting  of  House  of  Dele- 
gates; President’s  Reception  and  Dinner 
Dance;  Scientific  and  Technical  Exhibits; 
Scientific  Motion  Pictures. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 

Mandl  School  254  TiiwVJw1 0019 

175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
_____  EST  1924 — Licensed  by  the  New  York  State  Educ.  Dept.  ___ 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
of  Manhattan.  Complete  medical  full  floor;  complete  residential  floor  Call 
Le.  2-2154. 


BABYLON,  LONG  ISLAND:  FULLY  EQUIPPED  OFFICE,  MODERN  X- 
ray,  lab.  facilities,  suitable  for  one  or  more  physicians;  room  to  expand;  many 
hospitals;  30  miles  to  N.Y.  City.  J.  Berman.  M.D.,  626  Deer  Park  Ave.,  Baby- 
lon, N.Y.  (516)  .JU7-6794. 


800  SQ.  FT.  OFFICE  SPACE  WITH  SEPARATE  ENTRANCE  SUITABLE 
for  doctor  or  related  field.  New  building,  excellent  location,  near  all  trans- 
portation, fully  air-conditioned.  142-15  Franklin  Ave.,  corner  Union  Street, 
Flushing,  N.Y.  (212)  275-8550. 


TWO-FAMILY  HOUSE  PLUS  OFFICE  FOR  SALE.  G.P.  WILL  INTRO- 
duce.  Excellent  opportunity  for  young  man.  Call  from  9-2  p.m.  (212)  EV 
3-0230. 


FOR  SALE:  216  ACRE  FARM  LOCATED  ON  SCENIC  CROSSLAKE  IN 

Northern  Cayuga  County,  10  minutes  from  Exit  40.  New  York  Thruway,  35 
minutes  from  Syracuse,  N.Y.  160  acres  tillable;  nice  8 room  house;  new  128 
x 36  all  aluminum  barn;  old  barn  with  silo  and  over  200  feet  lake  frontage. 
Ideal  for  recreation,  cattle  or  horse  breeding  and  development.  Sacrifice  at 
$56,500.  Will  take  30%  down,  balance  10  years  to  responsible  buyer.  Own 
your  own  winter  resort  or  game  farm.  Phone  Max  L.  Fox.  M.D.,  (315)  252- 
3769. 


80  STREET  OFF  5 AVENUE:  SPACIOUS  DOCTOR'S  OFFICE.  PRIVATE 
entrance.  Call  Mr.  Guma  (212)  682-1400. 


CENTER  MORICHES,  L.L,  N.Y.  HOME/OFFICE,  '2  ACRE  CORNER, 
ranch;  3 large  bedrooms,  2 full  baths,  eat-in  kitchen,  large  living-dining  room 
w/fireplace;  Florida  room;  finished  basement  w/bar;  3 room  office  w/bath; 
2-car  garage;  convenient  location;  extras.  Low  taxes.  Asking  $50,000.  (516) 
878-4303. 


ORANGE  COUNTY,  OFFICE  IN  MONROE,  N.Y.  COMPLETE  WITH 
chest  X-ray  and  EKG  machines.  Call  evenings  (914)  783-6483. 


EQUIPMENT 


FOR  SALE:  TWO  COMPLETE  SETS  OF  EXAMINATION  ROOM  FURNI- 
ture;  very  large  assortment  of  instruments;  Kidde  tubal  insufflator,  spot  light, 
sterilizer;  all  in  excellent  condition.  Retiring.  S.  Vincent  Corso,  M.D.,  53 
Country  Club  Drive,  Manhasset,  N.Y.  11030. 
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WHITE  PLAINS 

1 70  East  Post  Road 
White  Plains,  N.  Y.  10601 

(914)  946-2810 


WHEN  AND  WHERE 
YOU  NEED  IT 
DAY  OR  NIGHT 

RN’S  — LPN’S  — LIVE  INS 

NURSES’  AIDES  — MALE  ATTENDANTS 

COMPANION  SITTERS  — 

MOTHER’S  HELPERS 

UNDER  REGISTERED  NURSE  SUPERVISION 

Our  employees  are  experienced, 
reference-checked,  insured, 
bonded  and  on  our  payroll. 

We’ve  been  a respected 
national  nursing  service 
for  almost  a decade. 

CALL  OR  WRITE  FOR  DESCRIPTIVE  LITERATURE 


MEDICAL 

PERSONNEL  POOL 

We  Care  for  Those  Who  Need  Care 


NEW  YORK  CITY 

353  Lexington  Avenue 
New  York,  N.  Y.  10016 

(212)  686-9060 


DEPENDABLE 

NURSING 

CARE 


Connecticut  (203)  327-2281 


In  Long  Island  (516)  483-1155 


ALBANY 

90  State  Street 
Albany,  N.  Y.  12207 


ROCHESTER 

75  Clinton  Avenue  North 
Rochester,  N.  Y.  14604 


BUFFALO 

560  Delaware  Avenue 
Buffalo,  N.  Y.  14202 


(518)  463-2171 


(71 6)  454-4930  (71 6)  886-2662 
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NEW  YORK  CITY  AREA 


February  1 / April  26,  1973 

8:00-10:00  p.m.,  Tuesdays  & Thursdays 

French  and  Polyclinic  Medical  School 

345  West  50th  Street 

MEDICAL  REVIEW  COURSE  FOR 
GENERAL  PRACTITIONERS 

This  course  will  consist  of  50  hours  of  lectures  and  demon- 
strations on  medical  and  surgical  topics.  Areas  of  spe- 
cialties, of  interest  to  physicians  in  general  practice,  will 
also  be  included. 

CREDIT:  50  hours  AAGP 

For  further  information,  address:  THE  DEAN,  above  ad- 

dress. 


February  2 and  9,  1973 

8:00-9:30  a. m.,  Fridays 

Maimonides  Medical  Center 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

February  2 

Coronary  Artery  Disease,  Its  Recognition 
and  Treatment  in  the  Office 

STERLING  JONAS,  M.D. 

February  9 

Current  Status  of  Open  Heart  Surgery 
Stressing  Indications  and  Optimal  Timing 

MARCIAL  CERRUTI,  M.D. 

Part  of  the  Course  "Pediatrics,  Gynecology,  Surgery  and 
Medicine  for  the  Family  Physician” 


February  3 and  10,  1973 

10:00  a. m. -12:00  noon,  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied 
Disorders 

Auditorium — 424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

February  3 

1.  Fundamental  Head  and  Neck  Procedure 
Skin  Cancer.  Hemangiomas.  Thyro- 
glossal  Duct  Surgery. 

2.  Thyroid  Cancer:  Lobectomy:  Total 

Thyroidectomy;  Radical  Neck  Dissection 
Plus  Thyroid;  Statistics 

February  1 0 

3.  Pigmented  Skin  Lesions.  Melanoma. 
Nasopharyngeal.  Angiofibroma.  Fi- 


brous Dysplasia.  Adamantinoma.  Os- 
teogenic Sarcoma. 

4.  Reconstructive  Surgery:  Formation  of 

Tube  Pedicle  Graft  and  its  Usage.  Lip 
Cancer:  Surgery;  Estlander  and  Ber- 

nard Triangle  Repair 

Speaker:  H.  RANDALL  TOLLEFSEN,  M.D. 

NOTE:  The  course  runs  through  March  17,  1973  . . . WHAT 

GOES  ON  will  publish  topics  and  speakers  chronologically 

MONDAY,  FEBRUARY  5 

8:30  p.m. 

Federation  of  American-Eurooean  Medical 

Societies 

Academy  of  Sciences 

2 East  63rd  Street 

1.  The  Viennese  School  of  Cardiology 

ALFRED  VOGL,  M.D. 

Representing  the  Pirquet  Society  of  Clinical  Medicine 

2.  Practical  Aspects  of  Office  Psychiatry 

for  the  Non  Psychiatrist 

HANS  STRAUSS,  M.D. 

Representing  the  Rudolf  Virchow  Medical  Society 


February  5 / 9,1973 

8:30  a m. -5:30  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
100th  Street  and  Fifth  Avenue 

SURGERY  OF  THE  PARANASAL 
SINUSES 

JOSEPH  L.  GOLDMAN,  M.D.  and  WILLIAM  H.  FRIED- 
MAN, M.D.  and  Faculty 

FEE:  $400 


MONDAY,  FEBRUARY  5 

1 :00  p.m. 

Downstate  Medical  Center 

Fourth  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

R.  Janet  Watson  Hematology  Lecture 

EFFECTS  OF  DRUGS  AND 
ENVIRONMENTAL  CHEMICALS  ON 
HEPATIC  MICROSOMAL  HEME 
PROTEINS 

ALVITO  ALVARES,  Ph.D. 


Rockefeller  University 
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4:00  p.m. 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

Annual  Murray  B.  Gordon  Lecture 

PREVENTION  OF  ATHEROSCLEROSIS— 
A PEDIATRIC  PROBLEM 

SIDNEY  BLUMENTHAL,  M.D. 

University  of  Miami  School  of  Medicine 


5:30  p.m. 

Albert  Einstein  College  of  Medicine 

2nd  Floor  Auditorium  of  Jacobi  Hospital 

Pelham  Parkway  South 

Bronx 

Department  of  Urology 

TUMORS  OF  THE  GENITOURINARY 
SYSTEM  IN  CHILDREN 

With  Special  Emphasis  on  Wilm’s  Tumor,  Neuroblastoma, 
Rhabdomyosarcoma 

WILLET  WHITMORE,  JR.,  M.D. 

Memorial  Hospital 


TUESDAY,  FEBRUARY  6 

10:00  a.m. 

Maimonides  Medical  Center 

Saltzman  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Pediatric  Conference 

HYPOTHYROIDISM 

JOSE  CARA,  M.D. 

Downstate  Medical  Center 


7:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Dermatology  and  Syphilology 

2 East  103rd  Street 

1.  PRESENTATION  OF  CASES 

Members:  7:00-7:45  p.m. 

Non-Members:  7:45-8:30  p.m. 

FROM  THE  DEPARTMENTS  OF  DERMATOLOGY  OF: 

a.  Metropolitan  Hospital  Center 
EDWARD  MANDEL,  M.D. 

b.  Kings  County  Hospital 
LAWRENCE  FRANK,  M.D. 

c.  Bronx  V. A.  Hospital 
HARRY  SHATIN,  M.D. 

d.  Harlem  Hospital 

HILDA  G.  STRAKER,  M.D. 


e.  St.  Vincent’s  Hospital 

ORLANDO  CANIZARES,  M.D. 

2.  EXECUTIVE  SESSION 

3.  GENERAL  DISCUSSION  OF  CASES 
8:30-9:45  p.m. 


WEDNESDAY,  FEBRUARY  7 

Noon 

Downstate  Medical  Center 

4th  Floor  Pediatric  Library 
450  Clarkson  Avenue 
Brooklyn 

Research  Pediatric  Seminar 

LUPUS  NEPHRITIS 

MELINDA  McVICAR,  M.D. 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

ACUPUNCTURE 

LOUIS  R.  ORKIN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 \ hours 


February  7 and  14,  1973 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  EMOTIONAL 
PROBLEMS  OF  CHILDHOOD  IN 
MEDICAL  PRACTICE 

GERALD  T.  NILES,  M.D. 


February  8 / 10,1973 

9:00  a.m. -4:30  p.m.,  Thursday-Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

NEUROPHARMACOLOGY 

GERARD  M.  LEHRER,  M.D.,  JACK  PETER  GREEN,  Ph.D., 
HOWARD  S.  MAKER,  M.D.  and  Guest  Lecturers 

FEE:  $150 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON’’  are  being  offered 
at  less  than  cost. 
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February  8,  15,  22,  1973 

3:00-5:00  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

VERTICAL  MOTILITY  PROBLEMS 

EDWARD  L.  RAAB,  M.D. 

The  Mount  Sinai  School  of  Medicine 

FEE:  $60 


THURSDAY,  FEBRUARY  8 

9:00-11:00  p.m. 

Albert  Einstein  College  of  Medicine  in  col- 
laboration with  Bronx  County  Medical 
Society 

1300  Morris  Park  Avenue 
Bronx 

Seminar  in  Family  Practice 

GYNECOLOGICAL  EMERGENCIES  IN 
DAILY  PRACTICE 

ALEX  CHARLTON,  M.D. 

SATURDAY,  FEBRUARY  10 

9:00  a. m. -5:00  p.m. 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel 
Georgian  Ballroom 

6th  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Medical  and  Associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

Co-Sponsors:  New  York  State  Public  High  School  Athletic 
Association;  Health,  Physical  Education  and  Recreation 
Association,  Eastern  States  Trainers  Association,  and 
Touchdown  Club  of  New  York 

Write  for  Program:  Medical  Society  of  the  State  of  New 

York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040. 
Tel.  (516)  488-6100 


10:00  a. m. -4:00  p.m. 

New  York  State  Chapter  of  the  American 
Medical  Women’s  Association 

Americana  Hotel 

Monte  Carlo  and  Biarritz  Suites 

ALL  DAY  MEETING 


1973  Deadline  Dates  and  Announcement  Cards  avail- 
able on  request.  Write  The  Editor,  WHAT  GOES  ON. 


February  11  / 14,1973 

Medical  Society  of  the  State  of  New  York 

Hotel  Americana,  New  York  City 

ANNUAL  CONVENTION 

SCHEDULE  OF  SCIENTIFIC  MEETINGS 

SUNDAY,  FEBRUARY  11 

10  A.M.  GENERAL  SESSION,  Royal  Ball- 
room (Acupuncture) 
ARCHIVES,  Versailles  Ballroom 
OPHTHALMOLOGY,  Versailles 
Terrace 

2 P.M.  ANESTHESIOLOGY,  Versailles 
Terrace 

MONDAY,  FEBRUARY  12 

9 A.M.  (DATA  PROCESSING  IN  MEDI- 
CINE)   joint  meeting 

(PATHOLOGY,  CLINICAL  PATH., 
& BLOOD  BANKING),  Ver- 
sailles Terrace 

DERMATOLOGY  & SYPHILOL- 
OGY,  Royal  Ballroom  B 
GASTROENTEROLOGY  & PROC- 
TOLOGY, Royal  Ballroom  A 
SCHOOL  HEALTH,  Princess 
Room 

(PLASTIC  & RECONSTRUCTIVE 
SURGERY) 

(UROLOGY) joint  meet- 

ing, Versailles  Ballroom 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 
room A 

NEUROLOGY,  Royal  Ballroom  B 
(ORTHOPEDIC  SURGERY) 
(PEDIATRICS)  ....  joint  meet- 
ing, Versailles  Ballroom 

TUESDAY,  FEBRUARY  13 

9 A.M.  CHEST  DISEASES,  Versailles 
Terrace 

(FAMILY  & GENERAL  PRAC- 
TICE) 

(PSYCHIATRY)  . . . joint  meeting, 
Versailles  Ballroom 
OBSTETRICS  & GYNECOLOGY, 
Royal  Ballroom  A 
PHYSICAL  MEDICINE  & REHA- 
BILITATION, Royal  Ballroom  B 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 
room A 

MEDICAL  LEGAL  & WORK- 
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MEN’S  COMP.  MATTERS, 
Royal  Ballroom  B 

OCCUPATIONAL  MEDICINE, 
Versailles  Ballroom 

SPACE  MEDICINE,  Versailles 
Terrace 

WEDNESDAY,  FEBRUARY  14 

8:45  INTERNAL  MEDICINE,  Royal 

Ballroom 

9 A.M.  ALLERGY,  Princess  Room 

NEUROSURGERY,  Versailles 
Terrace 

PREVENTIVE  MEDICINE  & PUB- 
LIC HEALTH,  Versailles  Ball- 
room 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 

room 

OTOLARYNGOLOGY,  Versailles 
Ballroom 

RADIOLOGY,  Versailles  Terrace 

SURGERY,  Princess  Room 

SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND 
TECHNICAL  EXHIBITS,  SUNDAY  through  WEDNESDAY, 
February  1 1 through  14,  open  at  9 A.M.,  close  at  5 P.M. 
SCIENTIFIC  MEETING  ROOMS,  2nd  Floor.  EXHIBITS, 
MOTION  PICTURES,  Albert  Hall,  Lower  Lobby. 

For  further  information  and  complete  program,  see  New 
York  State  Journal  of  Medicine,  January  1,  1973,  or  write 
Medical  Society  of  the  State  of  New  York,  420  Lakeville 
Road,  Lake  Success,  N.Y.  11040. 


MONDAY,  FEBRUARY  12 

9:00  a. m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
Sdhool  of  Medicine 

DYSLEXIA— CURRENT  DEVELOPMENTS 

VIRGINIA  LUBKIN,  M.D.  and  Guest  Lecturers 
The  Mount  Sinai  School  of  Medicine 

FEE:  $25 


February  13  and  20,  1973 

8:00-9:00  a.m.,  Tuesdays 

Richmond  Chapter  of  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

Postgraduate  Lectures  in  G.U. 

February  13 

Disease  of  the  Prostate 

S.  KESSLER,  M.D. 


February  20 

Pediatric  Urology 

F.  CORGAN,  M.D. 


WEDNESDAY,  FEBRUARY  14 

11:00  a.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 
Department  of  Pediatrics 

PEDIATRIC  GYNECOLOGY 

ALBERT  ALTCHEK,  M.D. 

Mount  Sinai  School  of  Medicine 


1 :30  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Otolaryngology  with  Medical  Society  of 
the  State  of  New  York  Section  on  Otolaryn- 
gology 

Americana  Hotel 

7th  Avenue  and  52nd  Street 

Combined  Meeting 

1.  The  Present  State  of  Tympanoplasty 
Procedures 

JULES  G.  WALTNER,  M.D. 

Columbia  University  P & S 

2.  Premalignant  Lesions  of  the  Larynx 

JOSEPH  P.  ATKINS,  M.D. 

University  of  Pennsylvania  School  of  Medicine 

3.  The  Treatment  of  Lymphoma  of  the  Head 
and  Neck  in  Children 

M.  LOIS  MURPHY,  M.D. 

Memorial  Hospital 

4.  Tumors  of  the  Ear 

JOHN  J.  CONLEY,  M.D. 

Columbia  University  P & S 

5.  Perioperative  Radiation  Therapy  in  Head 
and  Neck  Tumors 

KEITH  ARTHUR,  M.D. 

Memorial  Hospital 

6.  Chemotherapy  of  Head  and  Neck  Tumors 

ARMAND  F.  CORTESE,  M.D. 

The  New  York  Hospital 


2:00  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  1 96th  Street 

ORTHOPEDIC  SURGERY 

T.  CAMPBELL  THOMPSON,  M.D. 
Cornell  University  Medical  College 
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4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

TOPIC  TO  BE  ANNOUNCED 

ADRIAN  SPITZER,  M.D. 

Albert  Einstein  College  of  Medicine 

THURSDAY,  FEBRUARY  15 

5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
210  East  64th  Street 

OCULOPLASTIC  SURGERY  OF 
ENDOCRINOPATHIES 

ROBERT  A.  SCHIMEK,  M.D. 

New  Orleans 

Discussion:  MARTIN  BODIAN,  M.D. 


9:00  p.m. 

The  Bronx  Chapter  of  AAFP  with  Misericordia 
Hospital  Medical  Center  and  New  York 
Heart  Association 

School  of  Nursing  Auditorium 
600  East  233rd  Street 
Bronx 

SELECTED  CARDIAC  CLINICAL 
PROBLEMS  (Seminar) 

ROBERT  F.  GOMPRECHT,  LAWRENCE  GOULD, 
DOMINIC  DePALMA,  and  ANTHONY  DeMARTINO, 

M.D.’s 


FUTURE  EVENTS 


FRIDAY,  FEBRUARY  16 

Registration  8:30  a.m. 

New  York  State  Journal  of  Medicine  and 
American  Medical  Writers  Association, 
Metropolitan  New  York  Chapter 

The  Americana  Hotel 

12th  Annual  Medical  Communications  Day  Program 

FUNDAMENTALS  OF  MEDICAL 
WRITING,  EDITING  AND 
COMMUNICATION 


February  16  and  17,  1973 

9:00  a.m.,  Friday  and  Saturday 

New  York  Heart  Association 

The  Waldorf-Astoria 
Park  Avenue  and  50th  Street 

SYMPOSIUM  ON 
IMMUNOPHARMACOLOGY 

BERT  N.  LA  DU,  M.D.,  Chairman 

Write:  New  York  Heart  Association,  Inc.,  Heart  House, 

Two  East  64th  Street,  New  York,  N.Y.  1 0021 . 


February  26  / March  2,  1973 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
Symposium  on 

ARTHRITIS  AND  RELATED  DISORDERS 

EDWARD  D.  FRANKLIN,  M.D.,  Program  Director 
FEE:  $150 

Contact:  Office  of  the  Recorder,  above  address. 


THURSDAY,  MARCH  1 

9:00  a.m. 

New  York  Medical  College 

Metropolitan  Hospital 
97th  Street  and  2nd  Avenue 
6th  Floor  Auditorium 

Chaiken  Lecture  in  Gastroenterology 

ALICE  IN  LIVERLAND 

IRWIN  M.  ARIAS,  M.D. 

Albert  Einstein  College  of  Medicine 


March  12  / 23,  1973 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue — Room  156MSB 

ENVIRONMENTAL  AND  OCCUPATIONAL 
MEDICINE 

Under  the  direction  of: 

DAVID  H.  GOLDSTEIN,  M.D. 

FEE:  $300 

Applications  and  information  about  course  481  should  be 
sent  to  the  Office  of  the  Recorder  by  January  15,  1973. 


366  New  York  State  Journal  of  Medicine  / January  1 5,  1973 

WGO-6 


March  15  / April  12,  1973 

8:00-9:30  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 

RECENT  ADVANCES  IN  KIDNEY 
DISEASE  AND  ACID  BASE  BALANCE 

MARVIN  F.  LEVITT,  SHELDON  GLABMAN,  MARVIN  H. 
GOLDSTEIN,  and  RICHARD  M.  STEIN,  M.D.'s 
Mount  Sinai  School  of  Medicine 

FEE:  $50  CREDIT:  7'/z  Prescribed  Hours  AAFP 


March  24  / 26,  1973 

9:00  a. m. -5:00  p.m.,  Saturday-Monday 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

OPHTHALMIC  MICROSURGERY 

RICHARD  C.  TROUTMAN,  M.D.,  with  PAUL  B.  BEDROS- 
Sl  AN,  AUSTIN  I.  FINK,  JOSEPH  H.  GOLDSTEIN, 
GEORGE  M.  GOMBOS,  FERNANDO  LOSADA,  MURRAY 
A.  MELTZER,  DONALD  E.  WILLARD,  M.D.'s,  and  in- 
vited lecturers. 

FEE:  $500  (Limited  to  22  practicing  ophthalmologists) 

To  register,  contact:  MRS.  SYLVIA  BAER,  Division  of 

Ophthalmology,  above  address. 


March  28  / 30,  1973 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 
A Symposium  on: 

RECENT  DEVELOPMENTS  IN 
NEPHROLOGY 

JEROME  LOWENSTEIN,  M.D.,  Program  Chairman 
FEE:  $125  (Residents  $75) 


March  29  / 31,1973 
American  Cancer  Society 

Shoreham  Hotel 
Washington,  D.C. 

NATIONAL  CONFERENCE  ON 
UROLOGIC  CANCER 

Write  for  program:  Divisions  of  American  Cancer  Society, 
or  SIDNEY  L.  ARJE,  M.D.,  National  Conference  on  Uro- 
logic  Cancer,  c/o  American  Cancer  Society,  219  East  42nd 
Street,  New  York,  N.Y.  10017. 


April  6 and  7,  1973 

Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases 

Auditorium 

444  East  68th  Street 

CURRENT  MANAGEMENT  OF  CANCER 
OF  LARGE  BOWEL 

Panels: 

Polypoid  Disease  of  Colon  and  Rectum 
Immunologic  Aspects  Colon  Cancer 
Problems  of  Recurrent  and  Metastatic 
Cancer 

Miscellaneous  Topics  of  Current  Interest 

Panelists:  Staff  Members  of  Memorial  Hospital 
FEE:  $75 


April  30  / May  2,  1973 

The  Symposia  Medica  Foundation  with  the 
Royal  Society  of  Medicine  and  the  Society 
for  Endocrinology 

London,  England 

SYMPOSIUM  ON  HUMAN 
ENDOCRINOLOGY  with  emphasis  on 
selected  Pediatric,  Adolescent  and  Adult 
Problems 

FEE:  $50 

Travel  arrangements  include  8 days  in  London, 
April  27  / May  5. 

Contact:  MRS.  CYNTHIA  SOIKA,  R.N.,  Projects  Director, 
Symposia  Medica  Foundation,  Inc.,  353  Lexington  Avenue, 
N.Y.,  N.Y.  10016 


June  18  / 22,  1973 
Columbia  University  P & S 

630  West  168th  Street 

HYPNOSIS  IN  GENERAL  MEDICINE 

Under  the  direction  of: 

HERBERT  SPIEGEL,  M.D.  and  RONALD  KATZ,  M.D. 

With  Guest  Lecturers: 

RALPH  V.  AUGUST,  M.D. , MELBA  KAWELASKE,  C.R.N. A., 
HANS  KRAUS,  M.D.,  ERNEST  E.  ROCKEY,  M.D.,  and  L. 
S.  WOLFE,  M.D. 

FEE:  $200 

Write:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean,  above 

address. 
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BUFFALO  AREA 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York  State 
and  the  counties  of  Erie,  McKean  and  Crawford  in  the  Com- 
monwealth of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  1 1 :30  a.m.  on  Tuesdays. 

2.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third  Wednes- 
day of  each  month  under  the  direction  of  Gerald  P.  Murphy, 
M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m. 
on  the  fourth  Thursday  under  the  direction  of  Eugene  R. 
Mindell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored  by 
the  Department  of  Family  Practice  and  presented  at  8:30 
a.m.  the  first  Thursday  under  the  direction  of  Ernest  R. 
Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 
York  at  Buffalo,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716) 831-5526. 


February  1 and  8,  1973 

7:30-9.30  p.m.,  Thursdays 

Continuing  Medical  Education,  SUNYAB 

Heart  Association  of  Western  New  York 

The  Sisters  of  Charity  Hospital 

21 57  Main  Street 

CLINICS  IN  PHYSICAL  EXAMINATION 

OF  THE  CARDIAC  PATIENT  and 

ARRHYTHMIA  WORKSHOPS 

February  1 

Precordial  Pulsations 
The  Normal  Apex  Beat 
Site  and  Palpability 
The  Apex  Beat  in  LVH 
Sustaining  and  the  Atrial  Hump 
Left  Parasternal  Movements 
Arrhythmias 


February  8 
Auscultation 

The  Ideal  Stethoscope 
The  Second  Heart  Sound 
Normal  Splitting 

Grading  of  Heart  Sounds  and  Murmurs 
Diagramming  of  Sounds  and  Murmurs 
Arrhythmias 

PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 

Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  ap- 
plicant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 
Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 


NASSAU  COUNTY 


February  1 / 15,  1973 

1 1 :30  a.m. -12:30  p.m.,  Thursdays 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

Pediatric  Postgraduate  Lectures 

February  1 

Who  Should  Treat  the  High-Risk  Infant? 

PETER  A.  M.  AULD.  M.D. 

New  York  Hospital-Cornell  Medical  Center 

February  8 

Urinary  Tract  Infections 

CHESTER  M.  EDELMANN.  M.D. 

Albert  Einstein  College  of  Medicine 

February  15 

Use  of  Cell  Culture  Techniques  in  Diagnosis 
and  Studies  of  Inherited  Diseases 

HAROLD  M.  NITOWSKY,  M.D. 

Albert  Einstein  College  of  Medicine 
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ROCHESTER  AREA  FUTURE  EVENT 


THURSDAY,  APRIL  12 
The  Rochester  Ophthalmological  Society 

University  Club 
Rochester 

THE  PIGMENTARY  SYNDROMES 

ROBERT  N.  SHAFFER,  M.D. 

University  of  California 

NOTE:  This  is  the  18th  Annual  Albert  C.  Snell  Lecture. 

There  will  be  an  afternoon  clinical  session  at  the  Univer- 
sity of  Rochester  Medical  Center  followed  by  an  evening 
dinner  and  the  Memorial  Lecture  at  the  University  Club. 
On  Friday,  April  13,  1973  a session  will  include  JAMES  V. 
AQUAVELLA,  M.D.,  JACK  HARSTEIN,  M.D.,  and  J. 
REIMER  WOLTER,  M.D.,  as  guest  lecturers. 


PHYSICIANS’  PLACEMENT 


FULTON,  N.Y.,  Oswego  County.  Ophthalmologist,  Pedia- 
trician and  Family  Physician. 

CONTACT:  MR.  PAUL  A.  HOYT,  Administrator,  A.  L.  Lee 

Memorial  Hospital,  Fulton,  N.Y.  13069. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for 
small,  expanding,  short-term  hospital. 

CONTACT:  MR.  STEWART  REDMAN,  Adm.,  Read  Memorial 

Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel. 
(607)  637-3381. 


POTSDAM,  N.Y.,  St.  Lawrence  County.  State  University  Col- 
lege at  Potsdam  seeks  a Director  of  Medical  Services. 

CONTACT:  MR.  WILLIAM  SLOAN,  Dir.  of  Personnel,  State 

University  College  at  Potsdam,  Potsdam,  New  York  13676. 
Tel.  (315)  268-2944. 


STATEN  ISLAND,  N.Y.  Psychiatrists  (full  or  part  time)  to 
work  in  community  mental  health  program  . . . affiliated  with 
Downstate  Medical  Center. 

CONTACT:  YOOSUF  HAVELI WALA,  M.D.,  South  Beach 

Psychiatric  Center,  N.Y.S.  Dept,  of  Mental  Hygiene,  777 
Seaview  Avenue,  Staten  Island,  N.Y.  10305.  Tel.  (212) 
979-3840. 


SYRACUSE,  N.Y.,  Onondaga  County.  Expanding  group 
needs  a Board  Certified/Eligible  Anesthesiologist. 

CONTACT:  JOHN  BERTRAND,  M.D.,  Crouse  Irving  Memorial 
Hospital,  736  Irving  Avenue,  Syracuse,  N.Y.  13210.  Tel. 
(315)  476-6611. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Family  Physician, 
Internist  and  Ophthalmologist. 

CONTACT:  MICHAEL  J.  MOYNIHAN,  M.D.,  CVPH  Medical 

Center,  Plattsburgh,  N.Y.  12901.  Tel.  (518)  561-2000, 
ext.  263  or  264. 


SUFFOLK  COUNTY,  N.Y.  Needs  up  to  80  G.P.’s  for  its  fast 
growing  communities. 

CONTACT:  MR.  DON  CAIRNS,  Exec.,  Sec.,  Suffolk  County 

Medical  Society,  850  Veterans  Memorial  Highway,  Haup- 
pauge,  N.Y.  11787.  Tel.  (516)  265-6666. 


OVERSEAS  NEED — Doctors  in  all  specialties  needed  to  serve 
overseas  with  MEDICO,  a Service  of  CARE.  Two-year 
positions  on  teams  w/salary,  benefits,  travel  expenses. 
Also  1 -month  volunteers. 

CONTACT:  MR.  LEONARD  J.  COPPOLD,  Dir.,  Contract  Per- 

sonnel, CARE/MEDICO,  660  First  Avenue,  New  York,  N.Y. 
10016.  Tel.  (212)  686-3110. 


New  York  City.  Isabella  Nursing  Home  wants  Internist. 
Full  time,  9 to  5.  51 5 Audubon  Avenue,  New  York  City. 

CONTACT:  F.  S.  WEARN,  M.D.,  Dir.  of  Medical  Services  at 

his  office,  140  E.  54th  Street,  New  York,  NY  10022.  Tele- 
phone: (212)371-4866. 


DANNEMORA,  N.Y.,  Clinton  County.  G.P.'s  needed  for  13 
square  mile  area  covering  population  of  approx.  1 7,500. 

CONTACT:  MR.  DONALD  DAVIES,  Dannemora,  N.Y.  12929. 
Tel.  (518)  492-7742. 


EVENTS  RECEIVED  AFTER 
DEADLINE 

January  16  and  30,  1973 

8:30  p.m.,  Tuesdays 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

January  16 

Drive  Stimulation  and  Psychopathology  (on 
the  Conditions  under  which  Drive  Related 
External  Events  Evoke  Pathological  Reac- 
tions) 

January  30 

Posture,  Gesture  and  Movement  in  the 
Analyst:  Cues  to  Interpretation  and 

Countertransference 
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WEDNESDAY,  JANUARY  24 

8:00  p.m. 

The  New  York  Allergy  Society 

Hotel  Commodore 
Forty-Second  Street 

ADRENERGIC  RESPONSIVENESS  IN 
BRONCHIAL  ASTHMA 

CHARLES  W.  PARKER,  M.D. 

Washington  University  School  of  Medicine, 

St.  Louis,  Missouri 


TUESDAY,  JANUARY  30 

8:00  p.m. 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

R.  Janet  Watson  Hematology  Lecture 

NECROTAXIS:  CHEMOTAXIS  TOWARDS 
AN  INJURED  CELL 

MARCEL  BESSIS,  M.D. 

University  of  Paris  School  of  Medicine  and  Director,  Insti- 
tute of  Cell  Pathology,  Hopital  De  Bicetre,  France 


February  6 / 27,  1973 

9.00  a.m.,  Tuesdays 
Queens  Hospital  Center  Affiliation 
Long  Island  Jewish-Hillside  Medical  Center 
Triboro  Hospital 
9th  Floor  Auditorium 
Parsons  Blvd.,  and  82nd  Drive 
Jamaica 

Division  of  Pulmonary  Medicine 

February  6 

Pulmonary  Complications  of  Open 
Heart  Surgery 

GEORGE  WISSOFF,  M.D. 

February  13 

The  Lung  in  Hodgkin’s  Disease 

R.  LIEVANO,  F.  ROSNER,  and  V.  AZUETA,  M.D.’s 

February  20 

The  Comprehensive  Asthma  Treatment  Pro- 
gram in  the  Queens  Hospital  Center 

F.  LAMBERTA,  M.D.,  F.  KHAN,  M.D.,  MR.  D.  THEUMAN, 
and  MRS.  J.  MOGIL 

February  27 

Fatal  Massive  Intrapulmonary  Hemorrhage 
During  Diffuse  intravascular  Coagulation 
(D.I.C.) 

R.  SOLOMON,  F.  MARICI,  and  V.  AZUETA,  M.D.'s 


WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.  Y.  10017  Date . 

Name No.  of  Subscriptions 

Attention Title 

Address 

City State Zip 

□ $3.00  check  enclosed  for  “WHAT  GOES  ON” 
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Lung  Protection 


Bronkotabs... 
important  because  they 
help  keep  airways  open. 

■ Bronkotabs  offers  potent  bronchodilation 
to  relieve  dyspnea. 

■ Contains  an  effective  decongestant  to 
shrink  swollen  membranes. 

■ Provides  an  efficient  expectorant  to 
encourage  productive  cough. 

■ Bronkotabs  provides  economical  long- 
term therapy. 


PRECAUTIONS:  With  Bronkotabs  therapy  sympathomimetic 
side  effects  are  minimal,  and  there  are  none  of  the  dangers  or 
side  effects  associated  with  steroid  therapy.  However,  frequent 
or  prolonged  use  may  cause  nervousness,  restlessness,  or 
sleeplessness.  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism. 
Drowsiness  may  occur.  Ephedrine  may  cause  urinary  retention, 
especially  in  the  presence  of  partial  obstruction,  as  in 
prostatism. 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 hours,  not 
to  exceed  five  times  daily.  Children  over  6:  one  half  adult  dose. 
SUPPLIED:  Bottles  of  100  and  1000  scored  tablets. 


Bronkotabs 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mo; 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit-forming). 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapyof  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensittve  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G —N.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins. and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
eg  .pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intradermally 
0 1 cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reaction 
The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria:  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  intramus- 
cular injection,  in  upper  outer  quadrant  of  buttock.  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site.  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remove 
needle  and  inject  in  another  site 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice.  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  atone  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G.  Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Venereal 
Disease  Branch,  U S.  Dept.  H E W recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra.  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive.  Follow-up  treatment  consists  of  4 8 million  units.  I M 
divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N 
gonorrhoeae.  Follow-up  treatment  consists  of  4 8 million  units  daily  on 
2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc.  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyrro- 
lidone, 0 01%  propylparaben  and  0 .09%  methylparaben  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose,  3 
mg.  polyvinylpyrrolidone,  0 5 mg  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0 14  mg  propylparaben 
ana  1.2  mg,  methylparaben 


Denise  hasVD 

Let’s  keep  it  from  getting  around. 


Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2,5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


In  Syphilis 

Injection 

BICILLIN®  Long -Acting 

(sterile benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually*  cures  most  cases  of  primary,  secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 


Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
longed serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  G — Venereal  infections: 
Syphilis,  yaws,  bejel  and  pinta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported.  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens  If 
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allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g.,  pressor  amines,  antihistamines  ana  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism;  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur.- 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia,  throm6ocytopema,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under2  years  of  age,  50,000  units/Kg.  body  weight; 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  If  blood  appears, 
remove  the  needle  and  inject  in  another  site. 

Composition:  2,400,000  units  in  4-cc  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300,000  units  per  cc— 10-cc. 
multi-dose  vial.  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg  polyvinylpyrrolidone,  1 mg. 
carboxymethylcellulose,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg  propylparaben 
and  1 1 mg.  methylparaben 
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Medical  News 


Physicians'  Brass  Ensemble 

On  November  22,  1972,  The  Physicians’  Brass  En- 
semble of  New  York,  organized  by  Benjamin  A.  Rosen- 
berg, M.D.,  presented  its  premiere  concert  at  St. 
Mark’s  United  Methodist  Church,  Brooklyn,  New 
York,  in  conjunction  with  the  Ninth  Ecumenical 
Thanksgiving  Eve  Service.  The  program  included 
works  by  Gabrielli,  Bach,  and  Pezel.  This  concert  was 
unique  in  that  it  was  a premiere  concert  performed  by 
a group  which  is  the  first,  or  one  of  the  first,  of  its 
kind,  a physicians’  or  physicians-sponsored  brass  en- 
semble. Moreover,  although  brass  ensemble  music  in 
a church  is  established  in  Manhattan,  it  is  unusual  in 
Brooklyn. 

Volume  on  school  health 

Single  copies  of  School  Health:  A Guide  for  Physi- 
cians may  be  obtained  for  $3.00  per  copy  from  the 
American  Academy  of  Pediatrics,  Department  P,  P.  O. 
Box  1034,  Evanston,  Illinois  60204.  Please  accompany 
orders  with  payment;  quantity  prices  are  available  on 
request. 

New  director  of  State  University  Hospital 

Calvin  H.  Plimpton,  M.D.,  president  of  Downstate 
Medical  Center,  Brooklyn,  announced  that  he  has  rec- 
ommended to  the  chancellor  of  the  State  University  of 
New  York  the  appointment  of  Alexander  H.  Williams, 
III,  as  director  of  the  State  University  Hospital,  effec- 
tive November  1,  1972.  Mr.  Williams,  formerly  direc- 
tor of  the  New  York  office  of  the  American  Hospital 
Association,  received  his  bachelor’s  degree  from  Wil- 
liams College  and  his  master’s  degree  in  public  admin- 
istration from  the  Sloan  Institute  of  Hospital  Adminis- 
tration, Cornell  University. 

Asbestos  as  cause  of  disease 

According  to  an  article  in  the  December  Bulletin  of 
the  National  Tuberculosis  and  Respiratory  Disease  As- 
sociation, asbestos  is  believed  to  be  a factor  in  about 
2,000  deaths  annually.  Inhalation  of  asbestos,  a large 
group  of  minerals  which  are  impervious  to  fire,  can 
cause  an  occupational  respiratory  dust  disease  known 
as  asbestosis  and  is  associated  with  development  of 
certain  cancers  of  the  respiratory  and  digestive  sys- 
tems. Workers  involved  in  the  production  and  instal- 
lation of  asbestos  products  and  those  who  handle  prod- 
ucts made  from  asbestos  face  a risk.  Even  wives  of 
such  workers  may  be  exposed  to  fibers  which  have  set- 
tled in  their  husbands’  workclothes. 

'Flu  season  arrives 

Influenza  can  be  expected  in  New  York  State  soon, 
and  the  State  Health  Department  is  starting  its  sur- 
veillance of  the  disease.  According  to  Hollis  S.  Ingra- 
ham, M.D.,  State  health  commissioner,  “We  have  re- 
ports of  influenza  outbreaks  from  several  nations,  and 
we  can  expect  some  outbreaks  here  soon.  Weekly  sur- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


veillance  and  limited  immunization  are  our  principal 
weapons  against  influenza.  Immunization  against  in- 
fluenza should  be  directed  toward  the  elderly  and  espe- 
cially persons  with  chronic  heart  or  respiratory  disease. 
Persons  in  doubt  should  consult  their  private  physi- 
cians about  receiving  ‘flu  shots.” 

Grant  recipient 

A Federal  grant  of  $43,415  for  one  year  has  been 
awarded  to  William  A.  Carter,  M.D.,  for  research  on 
“Human  Interferon:  Induction  and  Structure.”  Dr. 

Carter  directs  the  Department  of  Medical  Viral  Oncol- 
ogy at  Roswell  Park  Memorial  Institute,  the  State  De- 
partment of  Health  cancer  research  and  treatment  cen- 
ter in  Buffalo.  Interferon  is  a protein  molecule  re- 
leased when  normal  cells  are  infected  by  a virus. 

C.  Robert  Thompson  Memorial  Fellowship 

The  New  York  State  Division  of  the  American  Can- 
cer Society  announces  the  C.  Robert  Thompson  Memo- 
rial Fellowship,  which  offers  an  opportunity  for  a phy- 
sician in  private  practice,  residing  within  the  area  of 
the  Division,  to  become  acquainted  with  progress  in 
the  field  of  oncology.  The  fellowship  will  provide  a 
two-week  minimum  period  at  Roswell  Park  Memorial 
Institute  on  a full-time  basis  as  an  observer.  It  will  in- 
clude attendance  at  conferences  and  other  meetings, 
ward  rounds,  and  visits  to  various  laboratories  both 
with  research  workers  and  with  those  responsible  for 
the  clinical  management  of  cancer  patients.  The  pro- 
gram will  be  individualized  according  to  the  particular 
interest  of  the  recipient  of  the  fellowship,  and  a stipend 
of  $1,200  is  available  to  defray  the  expenses  and  loss  of 
income  to  the  physician  during  his  absence  from  prac- 
tice. Selection  of  the  fellowship  recipient  will  be  made 
by  a committee  appointed  by  the  New  York  State  Di- 
vision of  the  American  Cancer  Society.  It  is  expected 
that  this  will  become  an  annual  fellowship.  Inquiries 
on  the  C.  Robert  Thompson  Memorial  Fellowship 
should  be  addressed  to  Chairman,  Professional  Educa- 
tion Committee,  American  Cancer  Society,  New  York 
State  Division,  Inc.,  1010  James  Street,  Syracuse,  New 
York  13203. 

Medical  Society  of  the  County  of  New  York 
clarification 

In  response  to  inquiries  concerning  the  article  in  the 
New  York  Times  which  reported  on  the  allegedly  indis- 
criminate prescribing  and  dispensing  of  amphetamines 
and  other  drugs  by  a New  York  City  physician,  Edgar 
P.  Berry,  M.D.,  president  of  the  Medical  Society  of  the 
County  of  New  York,  clarified  the  position  of  that  in- 
stitution. Dr.  Berry  stated,  “The  Medical  Society  of 
the  County  of  New  York  does  not  condone  the  type  of 
medical  practice  reported  by  the  New  York  Times  in 
its  editions  of  December  4,  1972.  The  Society  offers  a 
full  and  immediate  hearing  through  its  board  of  censors 
to  any  responsible  person  who  brings  formal  charges 
against  a member  physician  alleged  to  be  engaged  in 
such  practice.” 
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THIS  FORM  MUST  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 
TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 
SINGLE  BEDROOM 


□ $24 

□ $26 

□ $28 

□ $30 

□ $32 

DOUBLE  FOR  2: 

□ $30  □ $32 

□ $34 

□ $36 

□ $38 

TWIN  FOR  2: 

□ $32  □ $34 

□ $36 

□ $38 

□ $40 

STUDIO 

□ $30 

FOR  1: 

□ $32 

STUDIO 

□ $32 

FOR  2: 

□ $34 

□ $36 

PARLOR  & 1 BEDROOM: 

□ $65  & Up 

PARLOR  & 2 BEDROOMS: 

□ $95  & Up 
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Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 

one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 
is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


a 


new  outlook  in 

chronic 
pain 

M.  of  moderate  to  severe  intensity 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  .after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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Medical  Meetings 


Hypnosis  in  general  medicine 
subject  of  course 

Columbia  University  College  of  Physicians  and  Sur- 
geons will  offer  a special  postgraduate  course  in  “Hyp- 
nosis in  general  medicine;  pain,  habit  control,  and 
general  patient  care”  from  June  18  through  22,  1973. 
The  course,  under  the  direction  of  Herbert  Spiegel, 
M.D.,  of  the  Department  of  Psychiatry,  and  Ronald 
Katz,  M.D.,  Department  of  Anesthesiology,  will  in- 
cluded guest  lectures,  discussions,  movies,  slides,  live 
patient  demonstrations,  and  case  discussions  and  is 
aimed  toward  enabling  the  clinician  to  recognize  trance 
capacity  and  to  use  it,  when  relevant,  as  a therapeutic 
technic  and  as  a facilitator  in  daily  care  of  patients. 
The  fee  for  the  course  is  $200;  for  information  and  ap- 
plication, please  write  to  Melvin  D.  Yahr,  M.D.,  Asso- 
ciate Dean,  630  West  168th  Street,  New  York,  New 
York  10032. 

Symposium  on  arthritis 
and  related  disorders 

New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  City,  will  hold  a symposi- 
um from  February  26  through  March  2,  1973,  designed 
for  physicians  and  researchers  seeking  detailed  knowl- 
edge of  a number  of  forms  of  arthritis,  rheumatic  fever, 
systemic  lupus  erythematosus,  and  gout.  Specific  top- 
ics to  be  discussed  include  immunology,  genetics,  sys- 
temic lupus,  inflammation  and  therapeutics,  gout  and 
pseduo-gout,  orthopedics,  and  collagen  structure  and 
biosynthesis.  Program  director  is  Edward  C.  Franklin, 
M.D.,  professor  of  medicine  and  chairman  of  the  Rheu- 
matic Disease  Study  Group  of  New  York  University 
School  of  Medicine.  A tuition  fee  of  $150  is  payable  in 
advance  with  an  application  for  enrollment  directed  to 
the  Office  of  the  Recorder,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York,  New  York  10016. 

Recent  developments  in  nephrology 

A symposium  to  be  given  at  New  York  University 
Post-Graduate  Medical  School  under  the  direction  of 
Jerome  Lowenstein,  M.D.,  associate  professor  of  medi- 
cine, March  28  through  30,  1973,  will  deal  with  recent 
developments  in  nephrology.  The  symposium  will  re- 
view new  concepts  and  developments  in  such  areas  of 
nephrology  as  the  pathogenesis  and  natural  history  of 
glomerular  disease  and  the  pathophysiology,  course, 
and  treatment  of  essential  hypertension.  A tuition  fee 
of  $125,  or  $75  for  eligible  residents  in  approved  resi- 
dency training  programs,  is  payable  in  advance  when 
submitting  application  to  the  Office  of  the  Recorder, 
Room  156  MSB,  New  York  University  Post-Graduate 
Medical  School,  550  First  Avenue,  New  York,  New 
York  10016. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Care  of  high-risk  infants 

A special  session  of  the  Institutes  in  the  Care  of  Pre- 
mature Infants  will  be  offered  in  March,  1973,  for  qual- 
ified nurses  and  pediatrics  practitioners  from  the  great- 
er New  York  Metropolitan  area.  This  program  will  in- 
clude five  Wednesday  sessions,  March  7,  14,  21,  and  28 
and  April  4,  1973,  for  physicians  and  nurses.  All  as- 
pects of  the  care  of  newborn  infants  will  be  covered, 
and  the  public  health  aspects  of  maternal-child  health 
programs  will  be  discussed.  For  further  information, 
please  write  to  Peter  A.  M.  Auld,  M.D.,  Medical  Di- 
rector, Premature  Institutes,  The  New  York  Hospital, 
525  East  68th  Street,  New  York,  New  York  10021  (212 
472-6874). 

Postgraduate  courses  for  physicians 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine,  Mount  Sinai  School  of  Medicine  of  the 
City  University  of  New  York,  is  offering  the  following 
postgraduate  courses  for  physicians:  “Recent  Ad- 

vances in  Kidney  Disease  and  Acid  Base  Balance,” 
Marvin  F.  Levitt,  M.D.,  Sheldon  Glabman,  M.D., 
Marvin  H.  Goldstein,  M.D.,  and  Richard  M.  Stein, 
M.D.,  March  15  through  April  12,  1973;  and 

“Immunology  in  Clinical  Practice,”  Harry  Spiera, 
M.D.,  and  faculty,  May  3 through  June  7,  1973.  Both 
courses  will  meet  on  Thursdays  from  8:00  P.M.  to  9:30 
P.M.,  and  the  fee  for  each  is  $50.  They  are  acceptable 
for  seven  and  a half  and  nine  prescribed  hours,  respec- 
tively, by  the  American  Academy  of  Family  Physi- 
cians. For  a catalogue  and  applications,  write  Regis- 
trar, The  Page  and  William  Black  Post-Graduate 
School  of  Medicine,  100th  Street  and  Fifth  Avenue, 
New  York,  New  York  10029  (212  876-1000,  extension 
8384). 

Symposium  on  forensic  sciences 

The  Tenth  Annual  Symposium  on  Forensic  Sciences 
will  be  sponsored  by  the  Institute  of  Forensic  Medi- 
cine, New  York  University  and  The  City  of  New  York, 
the  Department  of  Health,  State  of  New  York,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Dental 
Society  of  the  State  of  New  York.  The  preliminary  pro- 
gram, to  be  held  from  April  13  through  14,  1973,  at  the 
Office  of  the  Chief  Medical  Examiner,  520  First  Avenue, 
Room  122,  New  York,  New  York,  is  as  follows:  April  13, 
morning  session,  discussion  on  gunshot  wounds,  wound 
ballistics,  and  external  ballistics;  afternoon  session, 
discussion  on  unlabeled  cases,  scene  investigation,  car- 
bon monoxide  deaths,  deaths  in  legal  custody,  and  de- 
termining the  time  of  death;  evening  session,  dinner 
and  lecture  by  Milton  Helpern,  M.D.,  general  chair- 
man; April  14,  morning  session,  panel  discussion  on 
narcotic  deaths,  methadone  therapy  and  abuse,  New 
York  City’s  addiction  services,  and  an  addict’s  point  of 
view;  afternoon  session,  recent  advances  in  forensic 
serology,  and  forensic  odontology;  and  evening  session, 
dinner. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 

I t( 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 
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Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sltin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Val  ium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Mirani,  M.,  Ogra,  P.  L.,  and  Barron,  A.  L.:  Epi- 
demic of  echovirus  type  9 infection;  certain  clinical  and 
epidemiologic  features,  New  York  State  J.  Med.  73:  403 
(Feb. 1) 1973. 

An  epidemic  of  echovirus  type  9 was  studied  in  the 
summer  of  1971.  The  virus  was  isolated  from  the  spinal 
fluid  of  46  (82  per  cent)  of  56  children  with  meningitis. 
Skin  rash  was  observed  in  one  third  of  the  study  group. 
One  unusual  feature  of  the  outbreak  was  the  occurrence 
of  meningitis  in  newborn  infants;  6 cases  were  infants 
under  six  weeks  of  age.  Upper  respiratory  diseases,  in- 
cluding 1 case  of  pneumonia,  were  features  of  illness  in 
21  patients.  Clinical  and  laboratory  findings  and  virus 
recovery  from  the  nasopharynx,  rectum,  and  spinal  fluid 
of  65  patients  are  presented  in  tabular  form. 

Goldman,  A.  S.,  Murphy,  R.  J.,  and  Babikian,  H.  M.: 

Group  therapy  in  obstetric  management  of  pregnant 
teen-agers,  New  York  State  J.  Med.  73:  407  (Feb.  1) 
1973. 

A joint  project  aimed  toward  the  medical,  psychiatric, 
social,  and  educational  care  of  pregnant  teen-agers  was 
carried  out  by  the  Departments  of  Psychiatry  and  Ob- 
stetrics and  Gynecology  at  the  Metropolitan  Hospital 
Center.  Following  20  sessions  of  group  therapy,  the 
psychiatric  and  obstetric  findings  of  three  patient 
groups  were  evaluated.  Group  1,  made  up  of  therapy 
participants,  had  short,  uneventful  labor  periods  and 
deliveries,  as  compared  to  labors  lasting  over  eight  hours 
for  the  majority  of  patients  in  Group  2,  patients  who 
dropped  out  of  the  therapy  group,  and  Group  3,  the  con- 
trol group.  In  addition,  the  treatment  sessions  pro- 
vided for  better-informed  and  better-prepared  and  more 
cooperative  patients. 

Roca,  P.  D.:  Diseases  of  Bruch’s  membrane,  New 

York  State  J.  Med.  73:  412  (Feb.  1)  1973. 

Bruch’s  membrane,  or  the  lamina  elastica,  is  the  in- 
nermost layer  of  the  choroid.  It  consists  of  two  por- 
tions, an  outer  elastic  layer  in  contact  with  the  chorio- 
capillaris  and  a cuticular  layer  derived  from  the  neuro- 
ectoderm of  the  retina.  The  membrane  undergoes  pro- 
gressive change  with  age.  The  most  frequently  encoun- 
tered lesions  of  the  membrane  are  called  drusen,  or  hya- 
line or  colloid  bodies.  Drusen  can  occur  as  a familial 
abnormality,  usually  transmitted  as  a dominant  char- 
acteristic, but  occasionally  as  a recessive  trait.  Their 
structure  and  occurrence  are  described  in  detail.  The 
other  major  pathologic  finding  on  Bruch’s  membrane 
is  angioid  streaks.  These  may  be  of  no  consequence, 
but  occasionally  complications  develop  that  may  be  in- 
capacitating. They  may  also  occur  along  with  degen- 
erative changes  in  other  elastic  tissues  ranging  from 
the  skin  to  the  internal  elastic  laminae  of  the  visceral 
arteries.  These  changes  are  discussed  in  detail,  and  the 
importance  of  early  diagnosis  for  treatment,  if  appro- 
priate, is  emphasized. 

continued  on  page  294 
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particular  the  history  of  medicine  ...is... 
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Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 

I formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepfed 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  bv  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  deal  W 
of  money.  I wish  we  could  [I 
agree  on  a “grandfather  || 
clause"  approach  to  prepa- 
rations that  have  been  in  use 
for  a number  of  years  and  j 
that  have  an  apparently  i 
satisfactory  track  record. 

For  example.  I thinklB 
some  of  the  antibiotic  com-  II 
binations  that  were  takenl! 
off  the  market  by  the  FDA  IB 
performed  quite  well.  I amll 
thinking  particularly  oflfl 
penicillin  - streptomycinlB 
combinations  that  patient>|fl 
— especially  surgical  pa  I* 
tients  — were  given  in  oneD 
injection.  This  made  foiD 
less  discomfort  for  the  pa 
tient,  less  demand  or 
nurses’  time,  and  feweif 
opportunities  for  dosage1 
errors.  To  take  such  i 
preparation  off  the  marke  ; 
doesn't  seem  to  be  good 
medicine,  unless  actual  us' 
age  showed  a great  deal  o 
harm  from  the  injection 1 
(rather  than  the  prope 
use)  of  the  combination.  1 

The  point  that  should  b 
emphasized  is  that  ther 
are  both  rational  and  irra 
tional  combinations.  Th 
real  question  is,  who  shoul 
determine  which  is  which 
Obviously,  the  FDA  mu? 
play  a major  role  in  mal 
ing  this  determination.  I 
fact,  I don't  think  it  ca 
avoid  taking  the  ultimat 
responsibility,  but  it  shoul 
enlist  the  help  of  outsid 
physicians  and  experts  i 
assessing  the  evidence  an 
in  making  the  ultimate  dt 
cision. 
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If  two  medications  are 
tsed  effectively  to  treat  a 
ertain  condition,  and  it  is 
nown  that  they  are  com- 
iatible,  it  clearly  is  useful 
nd  convenient  to  provide 
hem  in  one  dosage  form, 
t would  make  no  sense,  in 
act  it  would  be  pedantic, 
o insist  they  always  be 
•rescribed  separately.  To 
void  the  appearance  of 
•edantry,  the  “expert”  de- 
ries  the  combination  be- 
ause  it  is  a fixed  dosage 
jorm.  When  the  “expert” 
nvokes  the  concept  of  fixed 
osage  form  he  obscures 
he  fact  that  single-ingre- 
ient  pharmaceutical  prep- 
rations  are  also  fixed 
osage  forms.  By  a singular 
,emantic  exercise  he  im- 
•lies  a pejorative  meaning 
o the  term  “fixed  dose” 
nly  when  he  uses  it  with 
espect  to  combinations. 
Vhat  is  ignored  is  the  sim- 
ile fact  that  only  in  the 
arest  of  circumstances 
oes  any  physician  attempt 
a titrate  an  exact  thera- 
'eutic  response  in  his  pa- 
ient.  It  is  quite  possible 
hat  some  aches  and  pains 
dll  respond  to  500  mg.  of 
spirin  yet  that  fact  does 
lot  militate  against  the  us- 
al  dose  being  650  mg. 

The  other  semantic  ploy 
ften  called  into  play  is  to 
lescribe  a combination 
roduct  as  rational  or  irra- 
onal. 

Take  antibiotic  mixtures, 
le  source  of  much  of  the 
.riticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nillv  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
bv  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps-and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
shoulrl  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


mi. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


391 


FRIDAY 
February  16,  1973 

THE  AMERICANA 
New  York  City 


12th  Annual 

Medical  Communications  Day 

sponsored  by 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Official  publication 

Medical  Society  of  the  State  of  New  York 
and 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION 
Metropolitan  New  'York  Chapter 


Morning  Session 

Presiding: 

Mr.  Robert  Orsetti,  President,  Metropolitan  New  York  Chapter,  American  Medical  Writers 
Association 


9:00  a.m.  Registration,  Georgian  Ballroom  Foyer,  third  floor 


9:30  a.m.  Welcome,  Georgian  Ballroom  A,  third  floor 
Alfred  A.  Angrist,  M.D., 

Editor,  New  York  State  Journal  of  Medicine 


PANEL:  FUNDAMENTALS  of  MEDICAL  WRITING,  EDITING  AND  COMMUNICATION 

Moderator:  Mr.  Robert  Orsetti,  President,  Metropolitan  New  York  Chapter, 

American  Medical  Writers  Association 


1.  Literary  and  Scientific  Standards  in  Medical  Writing 

Mark  Keller,  Editor,  Quarterly  Journal  of  Studies  on  Alcohol 


2.  Publishing  in  a Scientific  Journal 

Timothy  Coffey,  Managing  Editor,  Quarterly  Journal  of  Studies  on  Alcohol 


3.  How  the  Information  is  Processed  into  Storage  Systems  and  How  to  Obtain  it 

Anna  Beck  and  Joan  Siegrist,  Assistant  Editors, 

Quarterly  Journal  of  Studies  on  Alcohol 


Panel  Discussions 


12:00  noon  Cocktails,  cash  bar,  Georgian  Ballroom  B,  third  floor 


392 


New  York  State  Journal  of  Medicine  / February  1,  1973 


12:30  p.m.  Luncheon,  Georgian  Ballroom  B,  third  floor 

Presiding:  Alfred  A.  Angrist,  M.D.,  Editor,  New  York  State  Journal  of  Medicine 

LUNCHEON  ADDRESS:  Health  Maintenance  and  Professional  Service  Review 
Organizations  in  the  Coming  Era  in  Medicine 

George  Himler,  M.D.,  Past  President,  Medical  Society  of  the  State  of  New  York 


Afternoon  Session 

2:00  P.M.  Georgian  Ballroom  A,  third  floor 

PANEL:  FUNDAMENTALS  OF  MEDICAL  WRITING,  EDITING  AND 
COMMUNICATION— continued 

Moderator:  Mr.  Robert  Orsetti,  President,  Metropolitan  New  York  Chapter, 

American  Medical  Writers  Association 


1.  Reaching  Out  to  Wider  Publics:  1)  Special  Publics  2)  General  Public 

Lois  P.  Adair,  Assistant  Editor,  Quarterly  Journal  of  Studies  on  Alcohol, 
and  Arthur  Isbit,  Science  Editor,  Rutgers  University 


2.  Reaction 

Alfred  A.  Angrist,  M.D.,  Editor,  New  York  State  Journal  of  Medicine 
Panel  Discussion 


REGISTRATION  Medical  Communications  Day  / Friday,  February  16, 1973 

THE  AMERICANA,  NEW  YORK  CITY 

Advance  registration  at  reduced  fee  of  $10.00  for  members  (Medical  Society  of  the  State  of  New  York  or 
American  Medical  Writers  Association),  $11.00  for  nonmembers,  if  received  by  February  14.  ($12.00 

and  $13.00  after  this  date.)  Registration  fee  includes  morning  and  afternoon  session,  and  luncheon. 
Tickets  will  he  held  at  door. 


Enclosed  is  check  {or  money  order)  in  the  amount  of for reservations  for  Medical  Communications 

Day  on  February  16,  1973. 

NAME_ GUEST 

ADDRESS 


AFFILIATION 


Please  make  checks  payable  to  A.M.W.A-N.Y.  Send  check  to  Mr.  Maurice  Peizer,  Treas.,  A.M.W.A.-N.Y.,  William 
Douglas  McAdams,  110  East  59th  St.,  New  York,  N.  Y.,  10022. 
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continued  from  page  388 

Ambrosino,  S.  V.:  Phobic  anxiety-depersonalization 

syndrome,  New  York  State  J.  Med.  73:  419  (Feb.  1)  1973. 

A syndrome,  characterized  by  depersonalization,  de- 
realization. and  phobic  anxiety,  is  described  on  the  basis 
of  a ten-year  observation  period.  Because  the  formal 
aspects  of  the  phobic  anxiety-depersonalization  syn- 
drome can  be  manifested  as  somatic  complaints,  it  can 
lead  to  iatrogenic  complications,  taxing  the  ingenuity 
and  patience  of  physicians.  The  author  describes  the 
configuration  of  the  syndrome  with  its  temporal,  formal, 


and  pragmatic  aspects  and  outlines  the  syndrome’s  three 
common  courses,  centering  on  phobic  avoidances,  de- 
personalization-derealization,  or  a myriad  of  somatic 
complaints.  Although  phobic  anxiety  can  be  readily 
treated  and  evaluated  by  public  means,  depersonaliza- 
tion, which  is  not  as  well  endowed  clinically,  remains  as 
a vital  problem.  Because  the  phobic  anxiety-deperson- 
alization syndrome  is  not  made  up  of  a homogeneous 
group  of  people,  treatment  must  be  attuned  to  the  pa- 
tients’ psychosocial  and  psychosexual  levels  of  de- 
velopment; general  practitioners  using  medication  can 
deal  with  one  type,  and  psychiatrists  can  treat  those 
patients  motivated  for  insight  oriented  therapy. 


Abstracts  in  Interlingua 


Mirani,  M.,  Ogra,  P.  L.,  e Barron,  A.  L.:  Epidemia 

de  infectiones  ab  echovirus  typo  9;  Certe  characteristicas 
clinic  e epidemiologic,  New  York  State  J.  Med.  73:  403 
(1  de  Februario)  1973. 

Un  epidemia  de  infectiones  ab  echovirus  typo  9 esseva 
studiate  in  le  estate  (estive)  de  1971.  Le  virus  esseva 
isolate  del  fluido  cerebro-spinal  in  46  (82  pro  cento)  de 
56  pueros  con  meningitis.  Un  eruption  cutanee  esseva 
observate  in  un  tertio  del  pueros  del  gruppo  studiate. 

Un  characteristica  non  corriente  del  epidemia  esseva  le 
disveloppamento  de  meningitis  in  neonatos;  6 del  infan- 
tes esseva  infra  6 septimans  de  etate.  Morbos  del  vias 
respiratori  superior,  incluso  un  caso  de  pneumonia,  es- 
seva characteristicas  pathologic  in  21  patientes.  Le 
trovatos  clinic  e de  laboratorio,  e le  isolation  del  virus 
del  nasopharnyx,  rectum  e fluido  cerebro-spinal  de  65 
patientes  es  presentate  in  forma  tabular. 

Goldman,  A.  S.,  Murphy,  R.  J.,  e Babikian,  H.  M.: 

Le  therapia  de  gruppo  in  le  maneamento  obstetric  del 
adolescentes  (13  a 19  annos)  gravide,  New  York  State 
J.  Med.  73:  407  (1  de  Februario)  1973. 

Un  projecto  dirigite  verso  le  attention  medic,  psy- 
chiatric, social  e educational  del  adolescentes  (13  a 
19  annos  de  etate — “teen-agers”)  esseva  practicate  per  le 
Departamentos  de  Psychiatria  e Obstetricia  e Gyneco- 
logia  del  Centre  Hospital  Metropolitano.  Depost  20 
sessiones  de  therapia  de  gruppo,  le  trovatos  psychiatric 
e obstetric  in  3 gruppos  de  patientes  esseva  evalutate. 

In  le  Gruppo  1,  formate  per  participantes  del  therapia, 
le  travalio  del  parto  e le  parto  esseva  breve  e sin  com- 
plicationes,  comparate  con  le  partos  de  plus  de  8 horas 
del  majoritate  del  patientes  del  Gruppo  2 e etiam  de 
illes  que  abandonava  le  therapia  de  gruppo,  e illes  del 
Gruppo  3 que  esseva  de  controlo.  In  plus,  le  sessiones 
therapeutic  provideva  patientes  melior  informate  e prep- 
arate,  e plus  cooperative. 

Roca,  P.  D.:  Morbo  del  membrana  de  Bruch,  New 

York  State  J.  Med.  73:  412  (1  de  Februario)  1973. 

Le  membrana  de  Bruch,  o le  lamina  elastic,  es  le  plus 
interne  strato  del  choroide.  Ille  consta  de  duo  portiones, 
un  strato  elastic  externe  in  contacto  con  le  strato  chorio- 
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capillaris,  e un  strato  cuticular  derivate  del  neuroecto- 
dermo  del  retina.  Le  membrana  suffre  cambios  pro- 
gressive con  le  etate.  Le  lesiones  del  membrana  plus 
frequentemente  trovate  es  nominate  corpores  “drusen,” 
hyaline  o colloide.  Le  drusen  pote  occurrer  como  un 
abnormalitate  familiar,  generalmente  transmitite  como 
un  characteristic  dominante,  mais  occasionalmente 
como  un  tendentia  o factor  recessive.  Le  structura  e le 
occurrentia  es  describite  in  detalio.  Le  altere  trovatos 
pathologic  principal  in  le  membrana  de  Bruch  es  le  por- 
tiones angioide.  Iste  pote  non  essser  de  consequentias, 
mais  occasionalmente  pote  haber  complicationes  in- 
capacitate. Etiam  pote  occurrer  juncto  con  cambios 
degenerative  in  altere  texitos  elastic  variabile  desde  le 
pelle  al  laminas  elastic  externe  del  arterias  visceral. 
Iste  cambios  es  describite  in  detalio,  e le  importantia  del 
diagnose  temprane  pro  facer  le  tractamento,  si  es  con- 
siderate appropriate,  es  accentuate. 

Ambrosino,  S.  V.:  Syndrome  de  ansietate-depersona- 

lisation  phobic,  New  York  State  J.  Med.  73:  419  (1  de 
Februario)  1973. 

Un  syndrome  characterisate  per  depersonalisation, 
derealisation  e ansietate  phobic  es  describite  supra  le 
base  de  10  annos  de  observation.  Como  le  aspectos  for- 
mal del  syndrome  de  ansietate-depersonalisation  phobic 
pote  esser  manifestate  per  molestias  somatic,  ille  pote 
conducer  a complicationes  iatrogenic,  difficultante  le 
ingenuitate  e patientia  del  medicos.  Le  autor  describe 
le  configuration  del  syndrome  con  su  aspectos  temporal, 
formal  e pragmatic,  e etiam  describe  le  tres  cursos  com- 
mun  del  syndrome,  centrante  in  le  evitation  del  phobia, 
le  depersonalisation  e derealisation  e de  un  myriad  de 
molestias  somatic.  Ben  que  le  ansietate  phobic  pote  es- 
ser tractate  facilmente  e evalutate  mediante  medios 
public,  le  depersonalisation,  que  non  es  completemente 
acceptate  clinicmente,  totavia  resta  como  un  problema 
vital.  Como  le  syndrome  de  ansietate-depersonalisation 
phobic  non  es  formate  per  un  gruppo  homogene  de  per- 
sonas, le  tractamento  debe  esser  adjustate  al  nivellos 
psychosocial  e psychosexual  del  disveloppamento  del 
patientes.  Le  medicos  general  que  usa  medicamentos 
pote  tractar  un  typo  de  patientes,  e le  psychiatros  pote 
tractar  le  patientes  motivate  per  un  therapia  orientate 
internemente. 
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Who  knows  wliat  evil  lurks  in 
the  mucous  membranes? 


Each  Spansule&(brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin"  (brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient  s cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
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Contraindications:  Hypersensitivity  to  any  component; 
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bronchia]  asthma;  coronary  artery  disease;  stenosing 
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Children  under  6. 
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Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
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against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  FBI  Determination  and  P31  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
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Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
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Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  &■  French  Laboratories 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs— 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available  I- “““ “ “ 
to  the  profession  on  request. 

Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206  IOo2o< 
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Editorials 


The  changing  role  of  the  hospital  in  the  practice  of  medicine 


In  the  distant  past  the  hospital  was  of  minor 
import  in  the  practice  of  medicine.  That  has  all 
changed,  and  a marked  change  it  is.  For,  wheth- 
er we  like  it  or  not,  most  medical  care  is  now  re- 
lated to  the  hospital.  The  hospital  has  become 
the  all-important  workshop  for  the  physician. 
Also  it  is  the  hospital,  not  the  physician,  that  ac- 
counts for  most  of  the  rise  in  the  cost  of  medical 
care. 

There  was  a time  when  physicians  controlled 
their  hospital  workshops.  The  medical  boards  of 
the  individual  hospitals  were  the  all-important 
policy-making  bodies.  This  was  true  in  municipal 
institutions  and  in  voluntary  and  private  hospi- 
tals. The  boards  of  trustees  of  the  voluntary  in- 
stitutions did  show  intense  interest,  did  guide  and 
guard,  and  did  otherwise  make  important  contri- 
butions, and  usually  underwrote  deficits.  They 
rarely  interfered  with  medical  policy  and  medical 
decisions. 

The  function  of  the  lay  boards  has  changed,  for 
the  contribution  they  make  to  cover  any  deficits 
today  is  minimal  indeed,  when  compared  with  the 
overall  budget.  In  lieu  of  philanthropy  we  now 
have  the  motivation  of  seeking  to  control  and  de- 
termine major  policies  in  the  hospital.  With  the 
advent  of  local  community  control,  there  is  the 
additional  feature  of  pressure  groups,  making  par- 
ticular demands  and  entering  intensively  into  the 
decision-making  process.  Community  interest 
adds  a broader  base  to  former  philanthropic  sup- 
port of  hospitals.  There  are  many  advantages  in 
community  interest,  but  there  are  some  hazards 
too. 

The  income  of  most  hospitals  is  now  derived 
from  other  sources;  from  Medicare;  Medicaid; 
grant  support;  from  other  government  sources; 
from  fees  paid  for  care  in  the  institution  by  full- 
time hospital-based  physicians  who  are  under 
contract,  that  is,  employes  of  the  hospital;  and 
from  charges  for  outpatient  and  emergency  care. 
Such  sources  of  funds  carry  nearly  the  total  bud- 
get of  hospitals.  In  the  old  days  the  direct  con- 
cern of  members  of  the  lay  board  was  considerable. 
This  naturally  followed  from  the  fact  that  they 
were  footing  the  bill  for  the  needs  of  the  patient 
and  for  any  inefficiency  and  inadequacy.  This 
basis  of  interest  has  now  been  lost,  somewhat  at 
least.  In  lieu  of  such  commendable  concern,  the 
search  for  individual  or  group  power  often  has  been 


substituted.  Therein  lies  the  great  danger,  for  this 
may  not  parallel  nor  be  identical  with  concern  for 
patient  care  and  patient  welfare. 

No  one  would  object  to  active  participation  of 
the  lay  board  and  organized  community  groups, 
but  bald  power  and  control  by  laymen  presents 
distinct  dangers  for  the  physician.  Its  particular 
danger  lies  in  the  loss  of  the  physician’s  indepen- 
dence; this  can  seriously  involve  patient  care  by 
the  physician.  Independence  is  precious  in  any 
sphere  of  activity,  but  in  medicine  it  is  impera- 
tive. No  physician,  whether  he  be  a general  prac- 
titioner or  a specialist,  or  whether  he  be  working 
on  the  basis  of  fee-for-service  or  for  a salary,  part 
time  or  full  time,  can  be  worth  his  salt  as  a man 
or  as  a physician,  nor  can  he  carry  out  his  func- 
tion as  a true  physician,  if  he  has  lost  his  indepen- 
dence. 

Our  aim  should  be  to  control,  if  we  cannot  stop, 
the  expansion  of  any  arrangement  by  hospitals 
that  denigrates  the  physician  and  transforms  the 
physician  into  a paid  employe.  Ultimately  such  a 
dependent  employe  must  pay  heed  not  only  to  his 
peers,  but  also  to  administrators  and  “power- 
seeking”  members  of  the  lay  and  community 
boards. 

We  must  be  realistic,  however,  for  we  cannot 
turn  the  clock  back  to  the  prior  era.  The  move- 
ment of  so  many  recent  graduates,  and  of  physi- 
cians already  in  practice,  to  become  full-time  hos- 
pital-based employes  has  been  with  us  for  a long 
time.  This  policy  is  now  so  strongly  established 
that  it  cannot  be  reversed  without  a complete  rev- 
olution in  medical  care.  The  forces  arrayed 
against  such  a reversal  of  what  has  become  the  es- 
tablished trend  are  too  powerful  to  be  overcome 
without  a grim  fight  and  direct  confrontation;  I 
fear  that  physicians  may  finally  lose  in  such  an 
encounter. 

Recently  there  has  been  a decision  in  California 
to  the  effect  that  the  very  commonly  existing  ar- 
rangement of  full-time  hospital-based  physicians 
is  illegal.  The  Committee  on  Hospital-Based  Phy- 
sicians of  the  Medical  Society  of  the  State  of  New 
York  has  urged  that  a similar  legal  test  of  the 
practice  of  medicine  by  hospitals  be  undertaken 
by  the  Council  of  the  Society.  Also  several  reso- 
lutions in  the  House  of  Delegates  have  requested 
that  this  be  done,  and  even  that  special  legal 
counsel  be  employed  for  this  purpose.  It  may  be 
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worth  noting  that  the  victory  in  California  does 
not  imply  that  an  identical  decision  will  be  ob- 
tained in  New  York  State.  What  is  most  disturb- 
ing is  that  the  victory  may  be  a Pyrrhic  and  short- 
lived one.  for  the  powerful  opposition  in  this  State 
would  simply  have  the  Legislature  change  the  law 
specifically  to  their  advantage,  totally  abrogating 
the  significance  of  any  such  legal  victory.  What 
we  seek  is  a permanent  policy  for  a permanent  so- 
lution which  will  be  in  our  favor,  not  a temporary 
victory,  soon  to  become  meaningless. 

As  noted,  whether  an  identical  decision  would 
occur  in  New  York  State  is  moot  indeed.  Also 
subterfuges  and  other  arrangements  would  be 
made  soon  enough,  which  might  well  defeat  the 
designed  effect  of  a legal  decision  in  our  favor  or 
its  widespread  application.  There  is  also  the 
question  as  to  whether  the  attendant  upheaval  is 
worth  the  price  for  all  concerned. 

Can  nothing  at  all  be  done?  Are  there  not 
other  avenues  worthy  of  exploration?  One  ap- 
proach that  may  salvage  the  independence  of  the 
true  physician  of  old  may  be  to  spend  our  energy 
in  acquiring  our  former  due  importance  and  the 
return  of  full  control  in  the  hospital  proper.  We 
must  endeavor  to  restore  the  authority  of  medical 
boards  in  all  ethical  and  medical  decisions.  Also 
physicians  must  extend  themselves  to  participate 
actively  in  the  social  and  economic  aspects  of 
medical  fare. 

This  is,  a natural,  logical,  and  legitimate  interest, 
for  no  one  is  more  involved  in,  nor  has  greater  con- 
cern for,  the  care  and  welfare  of  the  patient  than 
the  physician.  He  supersedes  the  administrator, 
the  social  worker,  and  the  ancillary  paramedical 
personnel  of  all  kinds  in  this  deep  involvement 
with  the  patient. 

That  should  be  the  cynosure  of  our  efforts  to  be- 
come more  than  paid  employes  under  the  bidding 
of  those  who  control  the  paychecks.  Rather,  in 
every  hospital  the  physicians  on  the  staff,  paid 
full  time,  part  time,  or  otherwise  should  unite  to 
protect  the  prerogatives  of  all  physicians  and  their 
relationships  to  each  other,  their  patients,  and  the 
administration.  No  individual  physician  can 
achieve  this.  He  may  have  that  authority  for  a 
while,  but  sooner  or  later  that  position  is  altered, 


and  he  finds  himself  again  only  a cog  in  the  ma- 
chine. As  always,  “he  who  pays  the  piper  calls 
the  tune.” 

The  individual  physician  is  at  a distinct  disad- 
vantage in  any  dealings  with  the  individual  hospi- 
tal and  its  fully-empowered  administrator.  Phy- 
sicians must  act  together  as  a group,  and  the 
medical  board  is  the  proper  local  negotiating  unit 
for  every  member  of  the  medical  staff.  The  fur- 
ther joining  together  of  many  medical  boards  as  a 
larger  organization  to  act  in  concert  can  be  a most 
effective  instrument  for  the  preservation  of  the  in- 
dependence of  the  individual  physician  and  a 
strong  force  to  maintain  his  general  welfare.  A 
current  illustrative  example  of  what  can  be  done 
by  such  unified  action  at  the  level  of  the  medical 
boards  is  seen  in  the  recent  important  concessions 
obtained  from  the  Health  and  Hospital  Corpora- 
tion of  New  York  City  by  the  unanimous  action  of 
the  members  of  the  Advisory  Council,  consisting 
of  representatives  of  the  medical  boards  of  the 
municipal  hospitals. 

Mutual  concern  and  united  action,  not  union 
activity,  are  appropriate  for  the  physician.  This 
is  distinct  from  union  activity  in  the  ordinary 
sense,  such  as  striking  to  attain  objectives.  Nor 
do  we  desire  nor  need  the  power  from  extraneous 
affiliations;  there  is  always  too  high  a price  for  the 
professional  to  pay  for  such  sources  of  strength. 
Our  strength  does  not  lie  in  such  ordinary  weap- 
ons of  industrial  unions;  rather,  it  is  still  to  be 
found  in  the  superior  service  to  grateful  patients. 
Devoted,  loyal  patients  are  our  source  of  support, 
the  phalanx  for  the  protection  of  the  needs  and 
rights  of  the  physician.  It  is  this  doctor-patient 
relationship  which  will  help  us  to  control  our  des- 
tiny. 

This  is  an  important  problem  and  concerns  all 
physicians;  it  is  charged  with  emotion,  as  it 
should  be.  Much  is  at  stake.  Differences  of 
opinion  undoubtedly  exist.  One  viewpoint,  the 
position  that  the  medical  staff  is  “in  fact  a com- 
pany union,”  is  presented  elsewhere  in  this  issue 
of  the  Journal  in  a special  article.  We  solicit 
contrary  viewpoints  and  additional  helpful  sugges- 
tions on  this  most  important  problem  for  publica- 
tion in  the  Journal. 
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The  spectrum  of  clinical  illnesses  caused  by 
enteroviruses  has  been  well  described.1-4  Infec- 
tions with  echoviruses  generally  occur  as  acute 
short-term  febrile  illnesses,  transient  cutaneous 
exanthems,  or  self-limited  meningitis.  However, 
rare  cases  of  fatal  disseminated  echovirus  disease 
or  permanent  postinfectious  neurologic  damage 
have  been  reported.5  Although  several  large  epi- 
demics of  echovirus  9 infection  have  been  reported 
previously  and  the  clinical  and  epidemiologic  fea- 
tures extensively  characterized,  the  occurrence  of 
echovirus  infection  is  relatively  infrequent  in  the 
newborn  and  young  infants.6-9  The  present  report 
is  based  on  a large  number  of  infants  and  children 
with  echovirus  9 infection  studied  during  an  epi- 
demic of  viral  meningitis  in  Erie  County  of  New 
York  State  during  the  summer  of  1971. 

Materials  and  Methods 

Study  population.  The  study  population  con- 
sisted of  65  patients  admitted  to  the  Children’s 
Hospital  of  Buffalo  or  followed  in  the  outpatient 
clinic  and  in  whom  echovirus  type  9 was  recovered 
Supported  in  part  by  grants  from  the  National  Institute  of 
Allergy  and  Infectious  Diseases  ( AI-09869-03)  and  the  General 
Clinical  Research  Centers  Programme  of  the  Division  of  Re- 
search Resources,  National  Institute  of  Health  (PR-628). 


An  epidemic  of  echovirus  type  9 was  studied  in  the 
summer  of  1971.  The  virus  was  isolated  from  the 
spinal  fluid  of  46  (82  per  cent)  of  56  children  with 
meningitis.  Skin  rash  was  observed  in  one  third  of 
the  study  group.  One  unusual  feature  of  the  out- 
break was  the  occurrence  of  meningitis  in  newborn 
infants;  6 cases  were  infants  under  six  weeks  of  age. 
Upper  respiratory  diseases,  including  1 case  of 
pneumonia,  were  features  of  illness  in  21  patients. 
Clinical  and  laboratory  findings  and  virus  recovery 
from  the  nasopharynx,  rectum,  and  spinal  fluid  of 
65 patients  are  presented  in  tabular  form. 


on  one  or  more  occasions  from  the  nasopharynx, 
rectal  swabs,  or  cerebrospinal  fluid.  The  children 
were  divided  according  to  their  age  distribution, 
with  7 infants  less  than  thirty  days  old  (Group  1), 
14  infants  one  to  eleven  months  old  (Group  2),  13 
children  one  to  five  years  of  age  (Group  3),  and  31 
patients  six  to  twenty  years  of  age  (Group  4). 

Specimens.  One  or  more  specimens  of  spinal 
fluid  or  nasopharyngeal  and  rectal  swabs  were  col- 
lected from  the  subjects.  Nasopharyngeal  and  rec- 
tal swabs  were  collected  in  2 ml.  of  Hanks’  bal- 
anced salt  solution  containing  0.25  per  cent  bo- 
vine serum  albumin.  All  specimens  were  frozen 
and  stored  for  virologic  testing  at  — 70°C. 

Virus  isolation.  The  recovery  of  viruses  was 
attempted  by  inoculation  of  0.2  ml.  of  swab  eluate 
or  spinal  fluid  in  primary  rhesus  monkey  kidney 
and  HEP2  cell  cultures.  Specific  identification  of 
echovirus  type  9 was  established  by  neutralization 
of  tissue-culture  infectivity  with  specific,  commer- 
cially obtained  antiserum  to  echovirus  type  9. 
Retesting  of  clinical  specimens  was  carried  out  to 
confirm  the  original  sources  of  virus  isolation.5 

Results 

The  children  with  meningitis  presented  clinical 
findings  of  fever  (91  per  cent),  headache  (50  per 
cent),  skin  rash  (36  per  cent),  irritability  (25  per 
cent),  pharyngitis  (19  per  cent),  and  photophobia 
(7  per  cent).  The  frequency  of  meningitis,  exan- 
them, gastrointestinal  syndromes,  and  pneumonia 
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TABLE  I.  Distribution  and  frequency  of  echovirus  type  9 in- 
fection in  children  of  various  age  groups 


Clinical 

Illness 

Total 

Number 

Patients 

0 to  30 
Days 

1 to  11 
Months 

1 to  5 
Years 

6 to  20 
Years 

Meningitis 

56 

4 

13 

9 

30 

Skin  rash 

6 

0 

1 

4 

1 

Gastrointestinal 

illness 

2 

2 

0 

0 

0 

Pneumonia 

1 

1 

0 

0 

0 

in  different  age  groups  is  shown  in  Table  I.  Fifty- 
six  children  presented  symptoms  of  meningitis;  6 
were  below  six  weeks  of  age.  The  largest  number 
of  cases  was  observed  in  the  six-  to  twenty-year 
age  group.  The  ratio  of  male  to  female  patients 
was  approximately  3.5:3  in  all  groups  examined. 
Of  24  patients  with  an  exanthem,  17  had  clinical 
evidence  of  coexistent  meningitis.  Two  children 
had  mild  gastrointestinal  illnesses;  1 of  these  also 
had  a rash.  One  child  had  bronchopneumonia  as- 
sociated with  transient  upper  respiratory  symp- 
toms. 

Echovirus  type  9 was  isolated  from  the  spinal 
fluid  of  46  (82  per  cent)  of  56  children  with  men- 
ingitis. In  most  patients,  echovirus  type  9 was  re- 
covered from  spinal  fluid  as  well  as  from  naso- 
pharyngeal and  rectal  swabs  (Table  II).  The  spi- 
nal-fluid findings  in  patients  with  meningitis  are 
presented  in  Table  III.  The  4 infants  in  Group  1 
who  had  meningitis  were  treated  initially  for  pos- 
sible bacterial  sepsis  with  high  doses  of  antibiot- 
ics. However,  no  pathogenic  bacteria  were  grown 
from  the  spinal  fluid  obtained  prior  to  the  initia- 
tion of  antibiotic  therapy.  Echovirus  9 was  recov- 
ered from  the  spinal  fluid  of  3 of  these  infants  and 
from  two  other  body  fluids  in  the  other  patient. 

The  infants  ranged  in  age  from  five  to  twenty- 
four  days,  and  the  duration  of  illness  after  hospi- 
talization ranged  from  four  to  eight  days.  The 
protein  content  of  the  spinal  fluid  ranged  from  50 
to  107  mg.  per  100  ml.  with  a mean  of  79  mg.  per 
100  ml.  Protein  content  of  100  mg.  or  more  was 
observed  in  only  1 eighteen-day-old  infant  with 
meningitis.  Marked  spinal-fluid  pleocytosis  (174 
lymphocytes  per  centimeter)  was  observed  only  in 


TABLE  II.  Frequency  of  echovirus  type  9 recovery  from 
nasopharynx,  rectal  swabs,  and  spinal  fluid  after  echovirus 
infection 


Total 

Clinical  Number 

Illness  Patients 

Meningitis  56 

Skin  rash  6 

Gastrointestinal 

illness  2 

Pneumonia  1 

* NT  = Not  tested. 


Number  Patients  with 

Positive  Cultures , 

Cerebro- 
Naso-  spinal 


pharynx  Fluid  Rectum 

37  46  36 

6 NT*  4 

1 NT  2 

10  1 


the  patient  with  elevated  spinal-fluid  protein  con- 
tent. Considerable  variation  in  protein  concen- 
tration and  cell  count  of  spinal  fluid  were  ob- 
served in  other  groups  of  patients.  Although  the 
spinal-fluid  proteins  in  Groups  2 through  4 ranged 
from  10  to  171  mg.  per  100  ml.,  marked  elevation 
occurred  mainly  in  children  of  Group  2.  Spinal- 
fluid  sugar  content  was  within  normal  limits  in  all 
patients  studied  except  in  2 patients  with  values 
below  32  mg.  per  100  ml.  A significant  variation 
was  also  observed  in  the  spinal-fluid  cell  counts. 
The  individual  number  of  cells  ranged  from  0 to 
2,970  per  cubic  millimeter.  The  mean  cell  counts 
in  spinal  fluid  appeared  to  be  highest  in  children 
ranging  from  one  to  twelve  months  of  age  (Table 
III).  The  pleocytosis  was  limited  to  lymphocytes 
in  all  patients  studied.  The  peripheral  leukocyte 
count  in  these  patients  ranged  from  4,000  to 
22,000  per  cubic  millimeter,  with  a mean  of  10,200 
per  cubic  millimeter. 

The  recovery  of  echovirus  from  the  specimens 
tested  was  usually  successful  when  the  specimen 
was  collected  within  seventy-two  hours  of  the 
onset  of  illness.  However,  the  virus  was  isolated 
from  the  spinal  fluid  as  late  as  six  and  from  the 
nasopharyngeal  and  rectal  swabs  up  to  eighteen 
days  after  the  onset  of  clinical  illness. 

In  addition  to  the  isolation  of  echovirus  type  9 
during  the  epidemic  period  already  described, 
echovirus  types  4 and  11  were  also  recovered 
during  the  same  period  from  other  patients  with 
viral  meningitis  (Table  IV).  No  more  than  one 
type  of  echovirus  type  was  isolated  from  any  pa- 
tient. 


Comment 

The  association  of  echovirus  type  9 with  menin- 
goencephalitis and  other  illnesses  has  been  exten- 
sively documented  in  several  recent  outbreaks. 
An  important  tool  in  the  diagnosis  of  viral  men- 
ingitis is  the  recovery  of  the  virus  from  the  spinal 
fluid.10  The  success  of  isolating  viruses  from 
human  materials  depends  largely  on  the  care 
taken  during  collection  and  processing  of  the  spec- 
imen before  its  inoculation  into  tissue  culture. 
Recovery  of  virus  also  depends  on  the  time  inter- 
val between  the  onset  of  illness  and  the  collection 
of  specimens.  In  the  present  study,  echovirus  9 
was  isolated  from  46  (82  per  cent)  of  56  patients 
with  meningitis. 

The  diagnosis  of  viral  meningitis  can  be  con- 
firmed by  virus  isolation  in  a large  number  of  clin- 
ically suspect  cases,  provided  the  specimens  are 
handled  properly  and  collected  as  early  as  possible 
after  the  onset  of  illness.  Although  echovirus  9 was 
recovered  regularly  in  the  nasopharyngeal  and 
rectal  swab  in  addition  to  its  isolation  from  spinal 
fluid,  the  presence  of  virus  in  the  nasopharynx 
and  rectum  in  the  absence  of  meningeal  signs 
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TABLE  III.  Spinal-fluid  findings  in  echovirus  type  9 meningitis 

Protein  Sugar  Cerebrospinal  Fluid  Cells 

Number  (Mg.  per  100  ml.)  (Mg.  per  100  ml.)  Per  Cubic  Millimeter 


Age  Group 

Patients 

Range 

Mean 

Range 

Mean 

Range 

Mean 

1 to  30  Days 

4 

50  to  107 

79 

53  to  60 

55 

0 to  174 

46 

1 to  12  Months 

13 

15  to  171 

55 

21  to  139 

78 

0 to  2,970 

405 

1 to  5 Years 

9 

10  to  50 

25 

50  to  78 

61 

0 to  191 

61 

5 to  20  Years 

30 

13  to  75 

37 

31  to  88 

61 

1 to  630 

117 

should  be  interpreted  with  caution.  Approxi- 
mately 10  to  12  per  cent  of  normal  children  may 
harbor  echovirus  in  the  alimentary  tract  at  various 
times  in  the  absence  of  any  clinical  disease.11 

Our  observations  on  the  epidemiology  and  clini- 
cal features  of  echo-9  infection  are  quite  similar  to 
those  reported  in  the  literature.12^5  Meningitis  is 
the  most  common  and  consistent  manifestation  of 
echovirus  infection,  with  rash  an  inconstant  fea- 
ture of  this  infection.  The  incidence  of  rash  may 
vary  from  0 to  72  per  cent.7  In  the  present  study, 
a skin  rash  occurred  in  31  per  cent  of  the  children 
with  meningitis.  In  general,  about  two  thirds  of 
the  children  with  meningitis  did  not  have  a cuta- 
neous exanthem.  The  overall  incidence  of  rash 
was  36  per  cent.  The  rash  occurred  predominant- 
ly on  extremities  or  abdomen,  and  in  a few  cases 
it  was  generalized  all  over  the  body.  The  exan- 
them occurred  at  varying  times  in  the  course  of 
the  illness.  It  was  predominantly  macular  or 
maculopapular  in  character. 

Although  symptoms  of  upper  respiratory-tract 
involvement  with  echovirus  are  infrequent,  21  of 
the  children  in  the  present  study  had  objective 
signs  of  upper  respiratory  infection.6,14  Of  these, 
one  fifteen-day-old  infant  showed  radiologic  evi- 
dence of  bronchopneumonia. 

The  observation  of  echovirus  9 infection  in  the 
newborn  period  is  noteworthy.  Haynes,  Cramblett, 
and  Kronfol9  have  described  echovirus  9 meningitis 
in  16  infants,  9 of  whom  were  less  than  two  months 
old.  Occurrence  of  echo-9  meningitis  in  infants 
under  six  weeks  of  age  is  distinctly  uncommon.11,16 
In  the  present  study,  9 cases  of  echovirus  9 infec- 
tion occurred  in  infants  under  six  weeks  of  age.  Of 


these,  6 children  had  clinical  and  laboratory  evi- 
dence of  meningitis.  Spinal-fluid  protein  content 
was  consistently  elevated  in  these  newborns  al- 
though pleocytosis  was  not  a constant  feature. 
Although  the  mechanism  of  the  development  of 
echovirus  infection  in  the  newborn  period  cannot 
be  derived  from  the  present  data,  ab- 
sence of  transplacentally  acquired  maternal  anti- 
body might  have  been  responsible  for  susceptibili- 
ty to  echovirus  infection  in  these  infants.  Unfor- 
tunately, maternal  sera  were  not  available  for 
antibody  determinations. 

It  is  well  known  that  echovirus  infection  usually 
reaches  epidemic  proportions  during  summer 
months,  but  the  reason  is  unclear.  Overcrowding 
and  close  contact  in  warm  weather  may  contrib- 
ute to  the  increased  incidence  of  infection  during 
the  summer. 

Virology  Division 
The  Children’s  Hospital 
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Buffalo,  New  York  14222 
(DR.  OGRA) 
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Month 
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+ 

— 

NT 
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+ 

+ 
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- 

+ 

— 
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— 

+ 
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+ 
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Group  Therapy  in 
Obstetric  Management 
of  Pregnant  Teen-Agers 


A joint  project  aimed  toward  the  medical,  psychiat- 
ric, social,  and  educational  care  of  pregnant  teen- 
agers was  carried  out  by  the  Departments  of  Psychi- 
atry and  Obstetrics  and  Gynecology  at  the  Metro- 
politan Hospital  Center.  Following  20  sessions  of 
group  therapy,  the  psychiatric  and  obstetric  findings 
of  three  patient  groups  were  evaluated.  Group  1, 
made  up  of  therapy  participants,  had  short,  un- 
eventful labor  periods  and  deliveries,  as  compared 
to  labors  lasting  over  eight  hours  for  the  majority  of 
patients  in  Group  2,  patients  who  dropped  out  of  the 
therapy  group,  and  Group  3,  the  control  group.  In 
addition,  the  treatment  sessions  provided  for  better- 
informed  and  better-prepared  and  more  cooperative 
patients. 
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From  a psychiatric  and  social  point  of  view,  con- 
ception in  adolescent  girls  interferes  with  their 
growth,  development,  maturation,  and  social  ad- 
justment. They  are  thrown  into  an  emotional  up- 
heaval with  their  families.  Most  of  them  discon- 
tinue their  education  with  the  birth  of  the  baby.1 
They  are  faced  with  responsibilities  which  are  dif- 
ficult to  cope  with  either  emotionally  or  economi- 
cally. In  most  instances,  a vicious,  self-defeating 
cycle  is  established  with  the  occurrence  of  subse- 
quent conceptions.2-3 

Erratic  attendance  at  the  clinic  and  neglect  or 
reluctance  to  follow  instructions  are  factors  that 
contribute  to  difficulties  in  the  early  detection  of 
obstetric  complications.  These  factors,  typical  of 
the  adolescent  patient,  are  complicated  further 
when  the  pregnant  teen-ager  has  emotional  prob- 
lems. A number  of  studies  have  demonstrated 
that  the  most  frequent  complications  of  pregnancy 
in  the  teen-ager  are  increase  in  weight  and  toxe- 
mia with  a higher  risk  of  premature  birth  and  in- 
fant mortality. 4-6 

After  identifying  the  major  problems  that  arise 
in  caring  for  the  pregnant  teen-ager,  a joint  proj- 
ect was  proposed  by  the  Departments  of  Psychia- 
try and  Obstetrics  and  Gynecology  with  the  fol- 
lowing aims:  To  study  pregnant  teen-agers  in  our 
patient  populations  to  identify  their  needs  and  de- 
velop services  particularly  suited  to  them;  to  pro- 
vide educational  material  so  that  the  teen-agers 
would  understand  existing  services  and  be  better 
prepared  for  labor,  delivery,  and  infant  care;  and 


to  clarify  psychodynamics  contributing  to  preg- 
nancy and  identify  psychopathology  in  the  search 
for  effective  means  of  intervention. 

We  postulated  that  bv  utilizing  the  treatment 
modality  of  group  process  to  achieve  these  aims 
we  could  intervene  most  effectively.  We  then 
evaluated  the  effect  of  our  intervention  on  the 
course  of  pregnancy  and  delivery.7  Findings  were 
then  considered  from  dual  vantage  points,  psychi- 
atric and  obstetric. 

Method 

Fifteen  patients  approximately  twenty  weeks’ 
pregnant  and  under  the  age  of  seventeen  were  se- 
lected in  the  order  of  their  arrival  at  the  clinic  to 
be  participants  in  the  group  therapy  program. 
They  received  all  the  usual  services  available  in 
the  obstetric  clinic,  such  as  prenatal  care  by  the 
same  obstetrician  throughout  pregnancy,  visits  to 
the  nutritionist,  and  interviews  with  the  social 
worker.  The  girls  were  introduced  to  a goal-di- 
rected therapy  group  with  the  obstetrician,  psy- 
chiatrist, social  worker,  and  public-health  nurse 
present. 

Some  of  the  patients  originally  assigned  to  the 
group  failed  to  come  and  new  patients  were 
added;  there  were  8 members  in  the  final  working 
group. 

Three  groups  of  patients  were  compared  to  eval- 
uate obstetric  data.  Group  1 had  the  8 patients 
assigned  to  the  therapy  group.  Each  participated 
in  at  least  5 sessions.  Group  2 consisted  of  10  pa- 
tients who  were  originally  assigned  to  the  therapy 
group  but  did  not  keep  their  appointments. 
Group  3 consisted  of  10  patients  who  had  no  con- 
tact with  the  psychiatrist  and  were  not  assigned 
to  the  therapy  group.  Their  charts  were  selected 
at  random  from  the  clinic  files,  and  they  were 
matched  for  age,  parity,  and  ethnic  background 
with  our  group  patients. 
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TABLE  I.  Distribution  of  psychiatric  findings 


Finding 

- — Number  of  Patients — . 
Group  1 Group  2 

Schizophrenia 

2 

1 

Hysteria 

3 

1 

Psychophysiologic 

1 

0 

Antisocial 

2 

3 

Adjustment  reaction 
of  adolescence 

2 

3 

Group  setting 

The  therapy  group  was  a short-term,  goal-di- 
rected project  for  prenatal  patients.  There  were  a 
total  of  20  sessions. 

The  group  method  offered  the  possibility  of 
working  with  a relatively  large  number  of  patients 
at  one  time  and  provided  other  distinct  advantages 
over  individual  sessions.  For  example,  after  a few 
group  sessions,  we  became  aware  that  some  infor- 
mation received  from  patients  during  the  initial 
interview  was  often  inaccurate.  In  the  initial  in- 
terview a girl  frequently  presented  an  idealized 
picture  of  her  home  situation,  her  relationship 
with  her  parents,  or  her  marital  status.  During 
group  discussions  different  facts  emerged.  The 
change  was  usually  ushered  in  when  one  of  the 
girls  was  able  to  talk  openly  about  a similar  expe- 
rience and  found  support  and  understanding  in 
the  group.  The  example  of  A illustrates  this 
point.  In  her  initial  interview,  A stated  that  her 
mother  was  overjoyed  to  hear  about  her  pregnancy 
and  tried  to  dissuade  her  from  giving  the  baby  up 
for  adoption.  During  a group  discussion,  B men- 
tioned her  mother’s  initial  reaction  to  the  preg- 
nancy, which  was  one  of  anger  and  rejection  re- 
sulting in  innumerable  heated  arguments.  It  was 
then  that  A was  able  to  follow  with  a description 
of  the  actual  situation  at  home.  Her  mother  was 
actually  very  rejecting  of  the  pregnancy  and  tried 
to  influence  her  to  give  the  baby  up  for  adoption. 

Each  group  session  was  organized  around  a sep- 
arate topic.  Topics  were  selected  anticipating 
specific  need  at  each  stage  of  pregnancy  and  gen- 
erally included  discussions  of  current  body 
changes,  mood  changes,  and  intrafamily  relation- 
ships. As  delivery  approached,  the  focus  shifted 
toward  labor,  delivery,  and  infant  care.  Interac- 
tion among  the  group  members  during  the  didac- 
tic presentations  was  encouraged.  The  atmo- 
sphere was  informal;  milk  and  fruit  were  served. 
Specific  topics,  introduced  by  the  appropriate 
staff  member,  included  the  anatomy  and  physiolo- 
gy of  pregnancy,  nutrition,  prenatal  care,  social 
and  family  environment,  role  of  the  baby’s  father, 
plans  for  the  baby,  plans  for  the  mother,  and  fam- 
ily planning.  Films  of  labor  and  delivery,  visits  to 
the  labor  and  delivery  section  of  the  hospital,  and 
a detailed  demonstration  and  explanation  of  the 
hospital  procedures  were  included.  Three  ses- 
sions were  set  aside  for  practical  demonstrations 


with  patient  participation  in  preparing  formulas, 
and  holding,  dressing,  and  bathing  of  the  infant. 

To  encourage  attendance,  the  obstetrician 
scheduled  prenatal  checkup  appointments  imme- 
diately prior  to  the  weekly  group  meeting.  Atten- 
dance was  taken  at  each  group  session.  Members 
who  were  absent  were  contacted  by  the  psychia- 
trists, reasons  for  the  absence  were  explored,  and 
patients  were  urged  to  come  to  the  following  ses- 
sion. The  entire  staff  constantly  stressed  the  im- 
portance of  the  group  as  part  of  overall  prenatal 
care. 

Description  of  patient  population 

All  our  patients  came  from  the  catchment  area 
of  Metropolitan  Hospital,  New  York  City,  which 
serves  much  of  the  population  of  East  Harlem. 
Approximately  two  thirds  of  the  patients  were  of 
Puerto  Rican  descent,  and  one-third  were  Negro. 
Two  thirds  of  the  patients  were  unmarried  at  the 
time  of  delivery,  one-third  were  married.  About 
two  thirds  of  the  patients  were  sixteen  years  of  age 
or  older.  The  majority  (25  out  of  30)  were  primi- 
gravida.  One-third  presented  dull  normal  intelli- 
gence. The  rest  were  of  normal  or  above  average 
intelligence.  The  distribution  of  psychiatric  find- 
ings in  Group  1 and  Group  2 is  illustrated  in 
Table  I. 

History  and  social  relationships.  Twenty- 
four  out  of  30  patients  came  from  homes  without  a 
father.  The  psychodynamic  factors  associated 
with  the  relationship  to  the  mother  were  particu- 
larly important.  These  included  conflicts  over 
dependency  versus  separation  and  individua- 
tion,8-9 an  unconscious  need  to  satisfy  the  mother’s 
often  explicit  wish  for  a baby, 10  competitiveness 
with  the  mother,  and,  very  often,  identification 
with  the  mother  who  was  unmarried  when  the  pa- 
tient was  born. 11 

Four  patients  came  from  intact  families.  They 
described  a special  relationship  with  their  fathers 
who  were  seen  as  overtly  or  covertly  seductive. 
They  seemed  to  enjoy  the  competitive  advantage 
that  their  relationship  with  the  father  gave  them 
over  their  mother.  They  demonstrated  classical 
features  of  an  unresolved  Electra  complex.  It  is 
worth  while  to  note  that  the  girls  with  these  prob- 
lems were  the  only  ones  who  expressed  feelings  of 
shame  and  guilt  over  their  sexual  behavior.  Two 
of  these  patients  married  the  baby’s  father  soon 
after  discovery  of  the  pregnancy;  the  other  2 
planned  to  get  married  prior  to  delivery. 

Half  of  the  patients  had  poor  relationships  with 
the  fathers  of  the  babies  and  were  abandoned  by 
them  at  the  onset  of  pregnancy.  Two  marriages 
deteriorated  soon  after  the  pregnancy.  The  hus- 
bands became  withdrawn,  spent  most  of  their  free 
time  with  their  families  of  origin,  and  showed  no 
sexual  interest  in  their  wives. 

A strong  identification  with  a peer  group  was 
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noted  in  approximately  one  third  of  the  patients. 
These  patients  reported  that  close  friends  and 
relatives  of  the  same  age  and  social  group  had  re- 
cent pregnancies  or  were  concurrently  pregnant. 
One  girl  stated  that  all  her  friends  had  already 
been  pregnant  the  previous  summer.  Their  own 
pregnancy  was  seen  as  a welcome  event  because  it 
permitted  them  to  be  accepted  in  this  “in  group.” 

Those  girls  who  strongly  identified  with  the  peer 
group  expressed  doubts  about  their  femininity  and 
fears  that  something  might  be  “wrong”  with  their 
bodies  because  they  had  developed  secondary  sex 
characteristics  relatively  late  in  comparison  to 
their  peers.  They  had  believed  they  could  never 
get  pregnant. 

Adaptation  and  ego  functions.  Assessment  of 
our  patients’  adaptative  ego  functions12  revealed 
that  22  out  of  30  patients  had  poor  capacity  for 
work  or  school,  intense  dependency  needs,  low 
frustration  tolerance,  poor  judgement,  and  in  13 
cases  primitive  defenses  with  marginal  adjust- 
ment. 

The  members  came  from  broken,  chaotic  fami- 
lies which  could  not  provide  consistent  limits. 
They  had  been  deprived  of  the  early  childhood 
learning  experiences  necessary  to  develop  struc- 
tured egos.  These  were  considered  two  of  many 
important  factors  that  impaired  development  of 
adequate  ego  and  superego  structures.  A weak 
ego  with  no  assets  and  an  absence  of  a self-reward- 
ing system  appeared  to  be  dominated  by  the  resur- 
gence of  sexual  feelings  during  adolescence.  Un- 
able to  appraise  reality  or  to  postpone  immediate 
gratification  in  favor  of  delayed,  well-planned,  an- 
ticipated pleasure,  the  teen-ager  acted  out  sexual 
feelings  by  wanting  to  and  by  getting  pregnant. 

Antepartum  evaluation 

Group  attendance.  In  spite  of  the  great  effort 
to  engage  patients  in  the  group,  we  were  unable  to 
achieve  regular  attendance  of  all  members  origi- 
nally selected.  Eight  girls  attended  the  sessions 
regularly.  Seven  girls  came  to  one  or  two  sessions 
only.  Of  these  3 did  not  come  for  their  psychiat- 
ric interview.  Three  girls  assigned  to  the  group 
failed  to  come. 

Of  the  3 girls  who  attended  one  or  two  sessions 
only,  1 was  on  parole  for  truancy.  The  2 other 
girls  were  extremely  self-conscious,  because  they 
were  not  married  and  no  longer  had  contact  with 
the  baby’s  father.  They  felt  isolated  from  other 
group  members  who  were  either  married  or  had 
steady  boyfriends.  One  of  the  2 decided  to  give 
her  baby  up  for  adoption,  the  only  group  member 
to  make  this  decision.  Another  girl,  C,  a fifteen- 
year-old  of  Puerto  Rican  descent,  failed  to  return 
to  the  group  under  different  circumstances.  She 
described  her  frustration  and  anger  at  her  hus- 
band who  demanded  that  she  should  stay  home 
during  the  entire  day.  He  did  not  permit  her  to 
shop  alone  nor  visit  her  mother  who  lived  several 


TABLE  II.  Distribution  of  attendance  rating 


Number  of  Patients 

N 

Group 

Excellent 

Good 

Poor 

1 

3 

5 

0 

2 

0 

7 

3 

3 

0 

7 

3 

blocks  away.  He  was  away  from  home  from  early 
morning  to  late  at  night.  Group  members  sup- 
ported C’s  protest  against  her  confinement  and 
made  several  constructive  suggestions  as  to  how 
she  could  deal  with  the  situation.  This  patient 
never  returned  to  the  group  and  could  not  be  con- 
tacted. On  her  only  obstetric  visit  following  the 
group,  she  told  the  nurse  that  she  had  moved  in 
with  her  mother  and  that  her  husband  had  left 
her  and  enlisted  in  the  Armed  Forces. 

It  was  our  experience  that  if  a patient  failed  to 
attend  two  consecutive  sessions,  she  would  proba- 
bly drop  out  of  the  group.  Patients  who  felt  dif- 
ferent from  other  members  needed  individual  psy- 
chiatric attention  to  enable  them  to  withstand  the 
exposure  in  the  group  setting. 

Obstetric  attendance.  Attendance  was  rated 
excellent  when  all  appointments  were  kept,  good 
when  one  to  three  appointments  were  missed,  and 
poor  when  more  than  three  appointments  were 
missed.  As  seen  in  Table  II,  all  Group  1 members 
were  rated  excellent  to  good  in  attendance.  In 
Groups  2 and  3 no  one  had  an  excellent  atten- 
dance record  and  6 patients  showed  poor  atten- 
dance. Two  patients  from  Group  2 did  not  return 
to  the  clinic  for  prenatal  care.  Four  girls  of  the 
original  population  reviewed  for  control,  Group 
3,  did  not  return  to  the  clinic  after  the  first  ob- 
stetric visit,  and  new  charts  were  substituted. 

Weight  gain  and  hemoglobin  level.  The  eval- 
uation of  weight  gain  and  hemoglobin  levels  re- 
vealed no  significant  difference  in  patients  of 
Groups  1,  2,  or  3. 

Attitudes  toward  pregnancy.  Half  of  the  pa- 
tients expressed  an  explicit  wish  for  pregnancy. 
Of  the  girls  who  stated  that  the  pregnancy  was 
unwanted,  only  3 used  contraceptive  devices. 

One  of  the  patients  stated  that  she  was  raped. 
This  patient,  who  was  from  Group  3,  developed 
severe  hyperemesis  gravidarum  to  be  followed  by 
moderate  depression  until  the  last  trimester.  She 
considered  her  pregnancy  ego-alien  and  wished  to 
give  the  baby  up  for  adoption. 

The  pregnancy  brought  a gratifying  change  in 
the  relationships  of  many  patients  and  their 
mothers.11  Dependency  needs  were  met  by  the 
mother,  and  disagreement  and  fights  subsided. 

A large  number  of  girls  noticed  changes  in  their 
pattern  of  socializing  after  the  fifth  month  of 
pregnancy.  They  went  out  less  frequently  and 
avoided  parties  and  dancing.  They  were  self-con- 
scious about  their  appearance.  Several  patients 
commented  about  their  changing  appearance  with 
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TABLE  III.  Number  of  patients  in  active  phase  of 
labor  on  admission 


Group . 

Consideration  12  3 

Gravida 
Primipara 
Multipara 
Frequency  of 
contractions 
Every  five  minutes  or 
less  regular 
Regular 
No  record f 
Cervical  dilation 
4 cm.  or  more 
<4  cm. 

No  record f 

* Induction, 
t Delivered  elsewhere. 


resentment  and  considered  their  “stomachs”  as 
interfering  with  dancing  and/or  sexual  inter- 
course. In  3 extreme  cases,  the  girls  did  not  leave 
the  house  except  to  visit  the  clinic.  In  2 instances 
they  were  accompanied  by  their  mothers  whenev- 
er they  left  their  homes. 

Sexual  intercourse  became  less  frequent  in  most 
cases  as  the  pregnancy  progressed.  In  some  pa- 
tients it  was  related  to  the  break  in  the  relation- 
ship with  the  baby’s  father.  On  the  other  hand, 
many  patients  who  were  married  or  continued  to 
associate  with  the  baby’s  father  reported  a de- 
crease in  frequency  of  sexual  relations.  In  8 cases 
there  was  complete  abstinence  after  the  fifth 
month.  Explanations  for  decreasing  sexual  activ- 
ity included  discomfort,  inability  to  find  a com- 
fortable position,  fear  for  the  safety  of  the  baby, 
and  self-consciousness  about  appearance,  particu- 
larly feelings  of  being  unattractive. 

During  the  third  trimester  patients’  thoughts 
shifted  from  preoccupation  with  their  own  bodies 
to  thoughts  about  the  baby.  As  the  expected 
date  of  delivery  approached,  there  was  increasing 
concern  with  the  labor  and  delivery. 

There  was  no  incidence  of  demonstrable  psychi- 
atric disturbance  in  Group  1.  One  patient  in 
Group  2 was  depressed  during  her  pregnancy  and 
developed  a hysterical  attack  necessitating  hospi- 
talization. Two  patients  in  Group  3 suffered  from 
depression  and  withdrawal. 

Participation  in  the  group  provided  an  avenue 
for  catharsis  which  was  not  otherwise  available  to 
our  patients.  Education  and  support  led  to  better 
understanding  of  the  gestation  process  and  helped 
them  cope  with  the  turmoil  of  pregnancy. 

Labor  and  delivery.  Most  of  the  patients  who 
participated  in  the  group  expressed  fears  of  deliv- 
ery. After  the  first  group  visit  to  the  labor  and 
delivery  rooms,  one  patient  had  a severe  anxiety 
attack  and  nearly  fainted.  During  viewing  of  a 
film  on  labor  and  delivery,  many  girls  verbalized 
apprehension.  It  was  clear  in  the  discussion  that 


followed  that  the  exposure  to  the  labor  and  deliv- 
ery process  precipitated  overwhelming  fears  of 
bodily  injury  in  many  patients.  For  example,  pa- 
tients were  concerned  about  episiotomy.  D stat- 
ed, “they  cut  you  and  then  sew  you  like  a tur- 
key.” E worried  about  being  in  pain  without 
being  able  to  run  away  or  do  anything  to  relieve 
it.  E remembered  with  apprehension  an  appen- 
dectomy during  her  childhood  and  feared  a repeti- 
tion of  the  anxiety  she  experienced  at  that  time. 
G talked  about  the  great  fear  she  had  experi- 
enced when  her  stepfather  beat  her  mother,  tore 
her  dress,  and  gave  her  a black  eye.  She  de- 
scribed recurrent  nightmares  in  which  she  was 
being  attacked.  She  anticipated  that  she  would 
experience  labor  and  delivery  as  a similar  attack 
on  her  own  body’s  integrity. 

These  patients  felt  much  more  comfortable  after 
the  second  visit  to  the  labor  and  delivery  rooms; 
and  a second  viewing  of  the  film,  combined  with 
subsequent  discussions,  caused  the  patients  to  feel 
much  less  anxious  and  more  ready  for  their  own 
deliveries. 

As  shown  in  Table  III  all  Group  1 patients  were 
in  the  active  phase  of  labor  on  admission.  The 
active  phase  of  labor  was  determined  by  the  fre- 
quency and  quality  of  the  contractions  (every  five 
minutes  or  less,  regular,  and  medium  to  strong) 
and  by  cervical  dilation  of  4 cm.  or  more. 

The  length  of  labor  was  noticeably  shorter  in 
most  of  the  patients  of  Group  1 as  compared  with 
the  two  other  groups.  In  Group  1 labor  lasted 
eight  hours  or  less  and  lacerations  or  complica- 
tions were  less  than  in  Group  2 and  much  less 
than  in  Group  3 (Table  IV). 

Family  planning.  When  birth  control  was  dis- 
cussed we  found  prejudices,  misconceptions,  and 
fears.  The  general  attitude  of  the  patients  was 
embarrassment  and  a tendency  to  deny  the  effec- 
tiveness of  birth  control  methods:  “it  won’t  help 

anyhow.”  Six  of  8 patients  thought  that  the  most 
fertile  period  coincided  with  menstruation  and  the 
safest  time  for  intercourse  would  be  in  midcycle. 
Some  thought  that  “the  pill”  would  cause  an  in- 
crease in  weight;  others  thought  that  it  might 
cause  weight  loss.  One  patient  used  the  pill  dur- 
ing intercourse  only.  Most  patients  were  anxious 
about  using  an  intra-uterine  device.  They  ex- 
pressed fears  of  injury  or  pain.  Many  patients 
stated  that  they  could  not  tolerate  having  “some- 
thing” inside  them. 

Most  of  the  patients  remarked  that  their  hus- 
bands or  boyfriends  objected  to  the  use  of  any  and 
all  birth  control  measures.  The  objections  were 
prompted  by  fears  on  the  part  of  the  boyfriends 
that  the  patient  would  be  unfaithful  once  the  pos- 
sibility of  pregnancy  was  removed. 

The  group  discussions  resulted  in  all  members 
planning  to  use  contraceptive  methods  after  deliv- 
ery. Almost  all  the  patients  of  Groups  1,  2,  and  3 
kept  one  postpartum  visit  and  began  using  con- 
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traceptives  (mostly  the  pill  or  intra-uterine  de- 
vices). The  majority  of  the  patients,  including 
those  in  Group  1,  did  not  keep  all  the  follow-up  ap- 
pointments. 


TABLE  IV.  Number  of  patients  with  long  or 
complicated  labors 

Group 

Consideration  12  3 


Summary 

Three  groups  of  pregnant  teen-agers  were  stud- 
ied during  pregnancy,  labor,  and  delivery.  Group 
1 consisted  of  patients  who  attended  the  group 
therapy  sessions  throughout  the  antenatal  period 
and  up  to  delivery.  Group  2 consisted  of  10  pa- 
tients who  dropped  out  of  the  therapy  group. 
Group  3 consisted  of  a matched  group  of  patients 
who  were  not  assigned  to  the  group.  Ordinarily 
the  provision  of  adequate  prenatal  care  to  the  ad- 
olescent patient  is  undermined  by  irregular  clinic 
visits  and  inconsistency  in  following  the  obstetri- 
cian’s instructions. 

The  patients  who  participated  in  the  group 
therapy  program  presented  the  general  character- 
istics seen  in  other  teen-age  patients.  Some  pa- 
tients missed  group  sessions  occasionally,  and 
some  could  not  accept  the  structure  of  the  group 
and/or  the  clinic.  Those  patients  who  dropped 
out  of  the  program  were  unable  to  identify  with 
other  group  members  or  had  a history  of  truancy. 

The  therapeutic  alliance  that  formed  between 
those  patients  who  remained  in  the  therapy  group 
and  the  therapists,  as  well  as  the  cross-identifica- 
tion and  encouragement  within  the  group,  enabled 
patients  to  verbalize  and  deal  with  their  feelings. 
Negative  attitudes  and  fears  about  the  clinic,  the 
staff,  pregnancy,  labor,  and  delivery  were  dis- 
cussed. The  patients  involved  in  such  discussions 
returned  to  the  clinic  and  made  an  attempt  to  fol- 
low instructions.  Their  obstetric  attendance 
ranged  from  “good”  to  “excellent.”  Didactic  ma- 
terial, demonstrations,  and  discussions  further  re- 
inforced attendance  and  created  well-informed, 
more  relaxed  patients.  Patients  who  did  not  par- 
ticipate in  group  therapy  followed  instructions 
haphazardly,  missed  obstetric  appointments,  or 
dropped  out  of  the  clinic  altogether.  Of  those  pa- 
tients, 3 suffered  moderate  to  severe  depression 
during  their  prenatal  period. 

The  small  number  of  patients  studied  does  not 
allow  us  to  consider  our  findings  statistically  sig- 
nificant. However,  we  feel  that  certain  findings 
reveal  a significant  trend.  The  prenatal  course 
was  uneventful  in  all  group  therapy  members. 
All  of  those  patients  were  in  active  labor  when 
they  arrived  at  the  hospital  for  delivery,  and  the 


Length  of  labor 

Eight  hours  or  less 
>Nine  hours 
Lacerations 
None 
Present 


6 4 3 

2 4 6 

7 7 6 

113 


majority  had  relatively  short  and  uncomplicated 
labors.  In  contrast,  the  majority  of  patients  in 
Groups  2 and  3 were  not  in  active  labor  when  they 
arrived  at  the  hospital  and  had  labors  lasting  over 
eight  hours.  A relatively  larger  number  suffered 
lacerations  and  /or  increased  blood  loss. 

In  conclusion,  the  work  done  in  the  therapy 
group  resulted  in  creating  better-informed,  better- 
prepared  patients  who  were  less  anxious  and  more 
relaxed  and  cooperative.  Such  patients  are  more 
likely  to  have  uneventful  pregnancies  and  less 
complicated,  shorter  labor  periods  and  deliveries. 

Acknowledgment:  Our  thanks  to  Miss  Margaret  Gilpin  of 
the  Academy  of  Certified  Social  Workers  for  editing  this 
study. 
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The  lamina  elastica,  vitrea,  or  membrane  of 
Bruch  is  usually  described  as  part  of  the  choroid 
proper — its  innermost  layer,  forming  a natural 
barrier  between  choroid  and  retina.  Classically  it 
was  shown  to  consist  of  two  portions,  (1)  an  outer, 
elastic  layer  in  immediate  contact  with  the  inner- 
most vascular  stratum  of  the  choroid,  the  chorio- 
capillaris,  and  (2)  an  inner  portion,  the  cuticular 
layer,  derived  from  the  neuroectoderm  of  the  reti- 
na.1 

Bruch’s  membrane  extends  from  the  optic  disk 
margins,  where  it  is  about  3 millimicrons  thick,  to 
the  ora  serrata  in  the  peripheral  retina,  where  it 
gradually  thins  out  to  1.5  millimicrons.  It  takes 
connective-tissue  stains  (eosinophilic;  periodic 
acid-Schiff  positive)  showing  its  collagen  con- 
tents, but  it  also  stains  very  well  with  elastic-ma- 
terial stains,  especially  in  its  outer  portion,  dem- 
onstrating a well-developed  layer  of  elastic  tissue. 
This  outer  layer  shows  areas  of  discontinuity  with 
collagen  fibers  passing  at  random  through  these 
openings;  the  inner  layer  is  now  known  to  be  the 
basement  membrane  of  the  retinal  pigment  epi- 
thelium. Electronmicroscopic  studies  have  shown 
the  five-layer  ultrastructure  of  Bruch’s  membrane 
in  detail:  (1)  basement  membrane  of  the  chorio- 

capillaris  endothelium,  (2)  outer  collagen  zone,  (3) 
elastic  layer,  (4)  inner  collagen  zone,  and  (5)  base- 
ment membrane  of  the  retinal  pigment  epitheli- 
um.2 Ordinarily  it  is  difficult  to  visualize  the 
membrane  in  routine  sections  because  of  the  pig- 
ment present  on  either  side  of  it.  Figure  1 shows 
a bleached  section  with  the  pigment  epithelium 
resting  on  an  intact  membrane. 

Aging 

The  membrane  thickens  with  age.  As  a rule, 
during  the  third  decade  of  life  changes  begin  to 
occur  in  the  inner  collagen  zone  and  later  extend 
to  the  elastic  layer  and  the  outer  collagen  zone; 


FIGURE  1 Section  bleached  after  potassium  perman- 
ganate and  oxalic  acid  showing  retinal  pigment  epitheli- 
um (RPE)  resting  on  the  intact  Bruch's  membrane  (B)  (X 
510). 

initially,  these  changes  comprise  an  increase  in 
periodic  acid-Schiff  positivity  and  basophilia. 
The  elastic  layer  develops  increased  density,  de- 
fects, and  deposition  of  needle-like  crystals. 
These  changes  are  progressive  throughout  life,  so 
that  the  eyes  of  many  elderly  persons  show  exten- 
sive changes  in  the  membrane. 

Drusen 

Hyalinization,  drusen  formation.  The  word 
drusen  is  derived  from  the  German  “Druse."’ 
meaning  nodule.  They  are  by  far  the  most  fre- 
quent lesions  observed  clinically  and  are  also 
called  hyaline  or  colloid  bodies;  they  are  common 
ophthalmoscopic  and  histologic  findings,  inti- 
mately related  to  the  degenerative  changes  men- 
tioned, which  culminate  in  the  deposition  of  ma- 
terial external  to  the  basement  membrane  of  the 
retinal  pigment  epithelium.  In  time,  these  mass- 
es appear  more  and  more  homogeneous  and  hya- 
line-like,  finally  displacing  the  overlying  retinal 
pigment  epithelium  internally.  Recent  studies 
have  demonstrated  that  drusen  are  the  product  of 
the  retinal  pigment  epithelium,  usually  an  excre- 
tion of  substances  from  their  cytoplasm.4-6  Their 
production  is  sometimes  followed  by  death  of  the 
cells  and  eventual  engulfing  of  cytoplasmic  resi- 
dues within  these  masses. 

Drusen  also  can  occur  as  a familial  abnormality 
(hereditary  drusen)  and,  as  a rule,  are  transmitted 
in  a dominant  manner.  Sometimes  they  are 
transmitted  recessively. 

The  clinical  appearance  of  drusen  is  character- 
istic; well-defined  yellowish  dots,  oval  or  circular, 
usually  larger  than  the  caliber  of  a retinal  vessel, 
at  times  with  slightly  pigmented  margins.  Senile 
drusen  are  more  prominent  in  the  midperiphery  of 
the  retina,  while  familial  drusen  involve  both  the 
posterior  pole  and  the  periphery.  The  fact  that 
they  lie  deeper  than  the  plane  of  the  retinal  ves- 
sels should  make  their  recognition  easy,  although 
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FIGURE  2 Fundus  photograph  of  senile  drusen  in 
seventy-nine-year-old  female 


they  are  frequently  mistaken  for  exudates  in  the 
retina.  Growth  in  size  produces  flattening  and 
eventual  deterioration  by  pressure  of  the  retinal 
pigment  epithelium,  with  distortion,  depigmenta- 
tion,  cell  contour  irregularities,  and  proliferative 
changes.  Large  drusen  may  even  disturb  the  rod 
and  cone  layer,  producing  visual  impairment,  par- 
ticularly when  located  in  the  macular  area  where 
they  frequently  coalesce.  Older  drusen  become 
concentrically  laminated  and  not  infrequently  un- 
dergo calicification,  rarely  ossification. 

In  general,  drusen  are  found  in  the  following  cir- 
cumstances: 

1.  As  a senile  phenomenon,  a frequent  incidental 
finding  on  routine  ophthalmoscopy,  occasionally  after 


Bruch's  membrane,  or  the  lamina  elastica,  is  the 
intermost  layer  of  the  choroid.  It  consists  of  two 
portions,  an  outer  elastic  layer  in  contact  with  the 
choriocapillaris  and  a cuticular  layer  derived  from 
the  neuroectoderm  of  the  retina.  The  membrane 
undergoes  progressive  change  with  age.  The  most 
frequently  encountered  lesions  of  the  membrane 
are  called  drusen,  or  hyaline  or  colloid  bodies. 
Drusen  can  occur  as  a familial  abnormality,  usually 
transmitted  as  a dominant  characteristic,  but  oc- 
casionally as  a recessive  trait.  Their  structure  and 
occurrence  are  described  in  detail.  The  other 
major  pathologic  finding  on  Bruch's  membrane  is 
angioid  streaks.  These  may  be  of  no  consequence, 
but  occasionally  complications  develop  that  may 
be  incapacitating.  They  may  also  occur  along  with 
degenerative  changes  in  other  elastic  tissues  rang- 
ing from  the  skin  to  the  internal  elastic  laminae  of 
the  visceral  arteries.  These  changes  are  discussed 
in  detail,  and  the  importance  of  early  diagnosis  for 
treatment,  if  appropriate,  is  emphasized. 


age  thirty,  frequently  after  forty-five,  and  constantly 
after  sixty  (Fig.  2)J-8 

2.  As  a degenerative  phenomen,  secondary  drusen,  in 
old,  scarred,  blind,  and  degenerated  eyes  following 
massive  trauma,  inflammation,  or  vascular  or  neoplas- 
tic disease  of  the  retina  and/or  choroid  (phthisis  bulbi) 
(Fig.  3).  This  type  has  also  been  described  in  associa- 
tion with  some  systemic  disorders,  such  as  pseudoxan- 
thoma elasticum,  polyserositis,  scleroderma,  telangiec- 
tasia congenita,  chronic  leukemia,  dysproteinemia, 
lipid  proteinosis,  and  other  conditions.  They  also  have 
been  reproduced  experimentally  by  severing  the  poste- 
rior ciliary  arteries  in  animals.9 

3.  As  a familial,  primary  dystrophic  condition,  con- 
stituting a distinct  group  of  entities,  so-called  hyaline 
dystrophies,  under  the  heading  “flecked  retina  svn- 


F1GURE  3 Drusen  (A)  Small  pedunculated  drusen  in  case  of  phthisis  bulbi  following  penetrating  injury  Note 
partial  depigmentation  (arrows)  on  overlying  pigment  epithelium  (hematoxylin  and  eosin  stain  X 420)  (B)  Large 

drusen  in  vicinity  of  invading  malignant  melanoma  to  optic  nerve  head  (hematoxylin  and  eosin  stain  X 250) 
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FIGURE  4 Fundus  flavimaculatus  Left  fundus  pho- 
tograph of  twenty-two-year-old  male  Note  early  mac- 
ular changes. 


drome."810  These  are  all  characterized  by  the  pres- 
ence of  multiple,  deep,  yellowish-white  lesions  of  var- 
ied size  and  shape  without  vascular  or  optic  nerve  in- 
volvement (familial  drusen,  fundus  flavimaculatus, 
fundus  albipunctatus,  fleck  retina  of  Kandori).  He- 
reditary drusen  have  been  described  in  older  textbooks 
under  such  eponyms  as  Tay’s  central  guttate  choroidi- 
tis, Doyne's  honeycomb  choroiditis,  and  malattia  (mal- 
ady) Leventinese;  but  all  these  terms  designate  the 
same  condition,  namely,  familial  drusen  usually  trans- 
mitted in  a dominant  manner  (Fig.  4).  Fundi  flavimac- 
ulatus and  albipunctatus  are  autosomal  recessive, 
whereas  the  fleck  retina  of  Kandori  shows  sporadically. 
The  latter  is  the  only  entity  of  the  group  which  never 
presents  macular  degenerative  changes. 

Closely  related  to  this  last  group  because  of  its 
fundus  appearance,  retinitis  punctata  albescens  is, 
however,  a typical  tapetoretinal  degenerative  con- 
dition, with  progressive  changes  in  vision,  night- 
blindness,  and  optic  atrophy.  It  is  also  a reces- 
sive trait. 

All  types  of  drusen  have  been  studied  under  flu- 
orescein angiography,  indicating  a widespread  dis- 
order of  the  retinal  pigment  epithelium.  Familial 
drusen  show  specific  functional  alterations  which 
can  be  demonstrated  with  special  studies  such  as 
dark  adaptation,  electro-oculogram,  electroretino- 
gram,  and  so  on.  These  also  serve  to  differentiate 
them  properly. 

Recent  research  on  the  ultrastructure  and  histo- 
chemistry of  the  retinal  pigment  epithelium  indi- 
cates its  leading  role  in  the  production  of  these  le- 
sions, and  secondary  changes  in  Bruch’s  mem- 
brane accelerate  the  development  of  chorioretinal 
degenerations.11 

Drusen  and  macular  degeneration.  For 

many  years  macular  degeneration  was  considered 
secondary  either  to  choroidal  or  retinal  vascular 
derangement  or  to  primary  disease  of  Bruch’s 
membrane,  either  or  both  causes  compromising 
the  metabolic  and  nutritional  exchanges  of  the 
macular  area.  However,  despite  histologic  evi- 


dence supporting  these  views,  recent  advances 
pointedly  single  out  the  retinal  pigment  epithelium 
as  the  principal  agent  in  the  production  of  macular 
degenerative  disease,  especially  the  senile  type.1- 
As  Hogan11  points  out,  the  task  imposed  on  this 
single  layer  of  cells  is  a difficult  one,  and  the  cells 
begin  to  show  the  effects  of  wear  and  tear  rather 
early  in  life.  Senile  drusen  may  coalesce  in  the 
macular  area,  grow  larger,  and  eventually  disturb 
the  retinal  pigment  epithelium  and  the  sensory  el- 
ements, producing  impairment  of  vision.  In  the 
familial  group,  60  per  cent  of  cases  of  fundus  flavi- 
maculatus present  progressive,  atrophic  macular 
lesions. 

Most  macular  degenerations,  however,  are 
grouped  as  heredomacular  dystrophies.  These 
feature  isolated,  bilateral,  atrophic  changes  in  the 
maculi;  they  have  been  described  as  infantile,  ju- 
venile, adolescent,  adult,  presenile,  and  senile 
forms,  depending  on  the  age  at  which  they  are  no- 
ticed, but  in  all  probability,  they  belong  to  the 
same  clinical  family  representing  manifestations 
of  a single  process  and  not  different  autonomous 
lesions. 

A peculiar  type  of  macular  degeneration  (disci- 
form, Kuhnt-Junius  disease)  may  occur  associated 
with  drusen  and  other  retinal  changes,  but  most 
typically  occurs  as  a result  of  breaks  and  defects 
in  Bruch’s  membrane  (vide  infra).  Recently,  the 
etiopathogenesis  of  this  disciform  lesion  has  been 
elucidated  after  the  brilliant  studies  of  Gass11  with 
fluorescein  angiography;  he  was  able  to  demon- 
strate actual  leakage  from  the  choriocapillaris,  the 
initial  phase  of  serous  detachment  of  the  neuroep- 
ithelium, and  postulated  the  sequence  of  events 
that  such  a lesion  could  produce:  hemorrhagic 

detachment,  edema  and  distortion  of  Bruch’s 
membrane,  fibrovascular  proliferation  from  the 
choriocapillaris,  and  eventually  the  elevated  dis- 
coid scar,  the  final  stage  of  the  disciform  lesion. 
This  condition  is  always  bilateral,  even  though 
one  eye  may  precede  the  other  by  several  years. 
It  is,  however,  very  important  that  it  be  recog- 
nized early,  since  it  is  amenable  to  treatment;  the 
causative  leaking  spot(s)  may  be  treated  by  pho- 
tocoagulation.1415 


Angioid  streaks 

Angioid  streaks  are  peculiar,  bilateral  striae 
that  were  so  named  because  of  their  similarities  to 
the  retinal  vessels,  being  characterized  by  ragged, 
reddish-brown  lines  in  the  fundi,  usually  forming 
a network  around  the  disk,  radiating  outward  (Fig. 
5).  They  may  be  single  or  multiple,  run  in  the 
same  direction  as  the  retinal  vessels  but  always  in 
a deeper  plane,  and  commonly  reach  as  far  as  the 
equator.  Their  width  varies  from  that  of  a small 
vessel  to  several  times  the  caliber  of  a large  vein. 
They  are  bilateral  as  a rule  but  not  symmetric. 
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FIGURE  5 Angioid  streaks  (arrows)  above  and  nasal 
to  the  disk  in  a fifty-year-old  white  male  Hemorrhages 
and  scarring  temporally  (above  macula)  due  to  disci- 
form degeneration. 

They  are  more  frequent  in  males  over  fifty  but 
are  found  also  in  children  and  adolescents.16 
Their  origin  was  controversial  until  Kofler  attrib- 
uted them  to  degenerative  changes  and  fissure  for- 
mation on  Bruch’s  membrane,  a hypothesis  first 
corroborated  by  the  histologic  studies  of  Bock  and 
Hagedoorn  and  then  by  subsequent  reports.17 

The  breaks  in  the  membrane  expose  the  richly 
vascular  choroid,  giving  the  streaks  their  reddish 
color.  As  far  as  heredity  is  concerned,  there 
seems  to  be  a sporadic  familial  tendency  with  re- 
cessive characteristics,  but  in  general  it  depends 
on  the  systemic  disease  the  streaks  may  be  associ- 
ated with. 

Angioid  streaks  may  remain  entirely  unchanged 
but  occasionally  show  progression.  If  so,  they 
may  be  incapacitating  because  of  complications 
such  as  macular  hemorrhages,  retinal  pigment  ep- 
ithelium disturbances,  disciform  macular  degen- 
eration, choroidal  atrophy,  and  so  on. 

In  this  connection,  I would  like  to  point  out  the 
possible  role  of  breaks  in  Bruch’s  membrane  in 
the  so-called  Coats’  syndrome;  this  is  not  a specif- 
ic entity  but  rather  a distinct  pathologic  condi- 
tion. The  term  is  given  clinically  to  a fundal  pic- 
ture of  massive  exudative  and  fibrotic  reaction, 
usually  unilateral  and  predominantly  in  young 
males.  Several  factors  may  have  etiologic  signifi- 
cance, but  the  cardinal  and  common  feature  is  the 
presence  of  peculiar  vascular  anomalies,  like  an- 
eurysms and  telangiectasis,  which  produce  leak- 
age; they  are  usually  confined  to  the  external  reti- 
nal layers  or  the  choroid  and  eventually  produce  a 
secondary  change — massive  exudation  and  fibro- 
sis— which  in  turn  leads  to  retinal  detachment, 
secondary  glaucoma,  or  both,  and  finally,  phthisis 
bulbi.  Not  infrequently,  this  clinical  picture  is 
very  difficult  to  differentiate  from  malignant 
growth,  and  the  eye  is  enucleated.  It  may  mimic 
an  overwhelming  inflammation,  and,  similarly, 
only  microscopic  study  gives  the  correct  diagnosis. 


FIGURE  6.  Focal  distortion  and  proliferation  of  inner 
portions  of  Bruch's  membrane  (arrows)  with  thickening 
and  basophilia  to  either  side  Subretinal  space  (SRS) 
considerably  enlarged  due  to  secondary  retinal  detach- 
ment (hematoxylin  and  eosin  stain) 

Figure  6 shows  changes  in  Bruch’s  membrane  in 
an  eye  enucleated  with  the  clinical  diagnosis  of 
Coats’  disease.  Histologically,  the  typical  find- 
ings of  the  condition  were  demonstrated,  but  in 
several  areas  the  inner  portion  of  the  membrane 
showed  extreme  proliferative  changes  with  rup- 
tures and  thickening  on  either  side. 

Another  case  is  depicted  in  Figure  7A.  An  in- 
fant’s eye  was  removed  with  the  clinical  diagnosis 
of  intraocular  tumor;  a retrolental  mass  was  diag- 
nosed. The  retina  is  detached,  showing  pseudoro- 
settes with  Bruch’s  membrane  practically  de- 
stroyed; below  it,  the  richly  vascular  choroid  con- 
tains abundant  connective  tissue  invading  the  ret- 
ina. Figure  7B  is  a high-power  view  of  the  inset. 
It  is  probable  that  these  changes  on  the  mem- 
brane are  strictly  secondary,  but  they  are  not  usu- 
ally present  in  typical  cases  of  Coats’  disease. 

By  themselves,  angioid  streaks  may  not  have 
much  functional  importance,  but  their  clinical 
significance  lies  in  their  frequent  association  with 
disseminated  degenerative  changes  in  structures 
containing  elastic  tissue,  from  the  skin  to  the  in- 
ternal elastic  laminae  of  the  visceral  arteries. 
This  prompted  Touraine18  to  group  these  condi- 
tions under  the  heading  “systemic  elastorrhexis,’’ 
and  they  are  comprised  as  follows. 

Dermal  elastoses 

Pseudoxanthoma  elasticum 

Cutis  hyperelastica  (Ehlers-Danlos  syndrome) 

Senile  elastosis 
Other  skin  disorders 

Cardiovascular  system 

Musculoskeletal  system  (osteitis  deformans  [Paget’s 

disease]) 

Hematopoietic  system  (sickle  cell  anemia) 

Dermal  elastoses.  Dermal  elastoses  are  classi- 
fied as  either  primary  (localized  or  systemic)  or  sec- 
ondary (localized)  and  are  characterized  by  an  in- 
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FIGURE  7 (A)  Hemorrhagic  retinopathy  of  Coats.  Detached  retina  (R)  above,  showing  folds  and  pseudorosettes 

Bruch's  membrane  (B)  practically  destroyed  and  choroid  (C)  considerably  thickened  by  prominent  fibrovascular  pro- 
liferation (hematoxylin  and  eosm  stain)  (B)  High-power  view  of  inset  on  (A)  Complete  destruction  and  disorgani- 
zation of  Bruch's  membrane  and  retinal  pigment  epithelium  with  invading  vascularized  connective  tissue  from  choroid 
(hematoxylin  and  eosin  stain  X 270) 


creased  amount  of  elastic  tissue,  although  abnor- 
mal and  apparently  poor  collagen  or  a lower  amount 
of  its  fibers  are  suspected  also.19  Of  particular 
interest  in  the  systemic  first  group  are: 

Pseudoxanthoma  elasticum.  Pseudoxanthoma 
elasticum  is  a degenerative  disease,  usually  inher- 
ited as  an  autosomal  recessive  trait,  and  charac- 
terized by  yellowish  patches  symmetrically  dis- 
tributed around  the  neck,  shoulders,  axillas,  flex- 
ures, abdomen,  and  sometimes  the  chest.  The  af- 
fected skin  shows  numerous  pinhead  to  peasized 
round  papules  and  resembles  the  skin  of  a plucked 
chicken  or  the  skin  of  an  orange.  The  involved 
areas  appear  thickened,  soft,  and  abnormally  re- 
laxed, with  prominent  folds  (Fig.  8).  Histologi- 
cally, there  is  an  increase  in  number  and  diffuse 
degeneration  of  the  elastic  lamina  of  the  corium, 
with  swelling,  fragmentation,  and  intense 
basophilia.  In  1929  Gronblad20  and  Strandberg21 
noticed  the  association  of  this  disorder  with  an- 
gioid  streaks,  and  since  then  its  frequency  has 
been  noted  as  very  striking. 

Cutis  hyperelastica,  Ehlers-Danlos  syndrome. 
The  Ehlers-Danlos  syndrome  is  a dominant  dis- 
order affecting  the  collagen  fibers  of  the  dermis, 
subcutaneous  tissues,  and  articular  ligaments;  it 
is  present  at  birth  and  remains  unchanged 
throughout  life.  Its  main  features  are  the  extreme 
elasticity  and  fragility  of  the  skin  and  its  vessels 
and  the  extraordinary  mobility  of  joints.  It  may 
be  localized  or  generalized,  but  incomplete  forms 
occur.  Histologically,  the  elastic  elements  are 
normal  but  superabundant,  the  essential  defect  is 
confined  to  the  collagen  fibers,  which  are  de- 
formed. 

Angioid  streaks  have  been  frequently  reported 
in  this  disease,  but  other  ocular  defects  may  be 
prominent.  Some  examples  are  blue  sclera  and 


fragilitas  osseum,  keratoconus,  and  subluxated 
lenses.22 

Senile  elastosis.  Senile  elastosis  is  essentially 
an  atrophic  condition  seen  in  old  people  and  is  oc- 
casionally associated  with  angioid  streaks.23 

Other  skin  disorders.  Other  skin  diseases  fea- 
ture a primary  or  secondary  involvement  of  elastic 
tissues  in  the  corium.  These  include  cutis  rhom- 
boidalis  nuchae  and  actinic  elastosis — which  are 
closely  related  if  not  similar  to  senile  elastosis — 
pseudomilium  colloides,  epidermolysis  bullosa 
acquisita,  and  some  cases  of  fragilitas  osseum  with 
atrophic  skin.  These  have  never,  to  my  knowl- 
edge, been  reported  associated  with  angioid 
streaks. 

Cardiovascular  system.  Abnormalities  of  the 
vessel  walls  (elastic  laminae)  have  been  reported 
in  the  aorta  and  ciliary  and  choroidal  arteries  in 
cases  of  angioid  streaks.24  They  have  also  been 

- 

FIGURE  8 Typical  plucked-chicken  appearance  of 
skin  of  front  part  of  neck  in  pseudoxanthoma  elasticum 
Same  patient  as  in  Figure  5 
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found  in  the  normal  skin  of  pseudoxanthoma 
elasticum  cases.25  These  vascular  lesions  tend  to 
weaken  the  walls,  and  subsequent  hemorrhaging 
from  various  organs  has  been  a frequent  complica- 
tion, the  bleeding  so  severe  at  times  as  to  be 
fatal.26  Hemorrhages  in  the  gastrointestinal  tract 
are  not  uncommon  and  may  be  the  presenting 
symptom;  hemorrhages  due  to  thrombocytopenia 
may  also  occur.  Arterial  occlusive  disease  has 
been  found  in  two  thirds  of  cases  of  pseudoxan- 
thoma elasticum.27  Apparently  the  hemorrhages 
are  related  to  the  formation  of  microaneurysms 
produced  by  the  elastic  degeneration.28  Others 
have  reported  chorioretinal  hemorrhage,  intracra- 
nial aneurysms,  and  so  on.29-30 

Musculoskeletal  system.  Osteitis  deformans 
(Paget’s  disease).  This  chronic,  progressive,  de- 
generative disease  of  unknown  cause  is  character- 
ized by  deformity.  Repeated  episodes  of  osteol- 
ysis are  followed  by  reparative  attempts,  resulting 
in  an  increased  bone  mass.  The  disease  is  rare 
before  age  forty;  in  its  florid  state  most  of  the 
bones  are  involved,  leading  to  crippling  or  com- 
plete invalidism.  Histologically,  its  main  feature 
is  the  simultaneous  and  irregular  reabsorption  and 
regeneration  of  bone,  the  latter  occurring  in  a typ- 
ical mosaic-like  arrangement,  with  enlarged  lacu- 
nae filled  with  vascular  connective  tissue. 

Angioid  streaks  occur  in  8 to  15  per  cent  of  ad- 
vanced cases  of  Paget’s  disease,  but  basophilia 
and  widespread  degenerative  changes  in  Bruch’s 
membrane  have  been  noticed  in  series  of  autopsies 
of  Paget’s  cases.31  Also,  pseudoxanthoma  elasti- 
cum and  osteitis  deformans  share  other  similari- 
ties, such  as  skin  and  vascular  calcifications,  even 
though  hypercalcemia  is  not  a feature  of  either 
disease.  It  has  been  theorized  that  there  may  be 
a defect  in  the  connective-tissue  matrix  of  bone — 
a combination,  perhaps,  of  collagen  as  well  as 
elastic  tissue  components — in  Paget’s  disease, 
since  abnormal  elastin  tends  to  bind  calcium,  but 
this  has  not  been  substantiated.32 

Cardiovascular  complications  are  fatal  as  a rule; 
blood  flow  in  bones  may  be  increased  up  to  20 
times  its  normal  value  resulting  in  high-output 
heart  failure. 

Hematopoietic  system.  Sickle-cell  anemia. 
Sickle-cell  anemia  is  an  inheritable  disease,  nor- 
mally confined  to  Negroes.  It  is  due  to  an  abnor- 
mal hemoglobin;  the  characteristic  crescent  or  sic- 
kle-shaped red  cells  have  a tendency  toward  im- 
paction, thrombosis,  and  under  certain  conditions 
are  hemolyzed  in  large  numbers,  producing  severe 
anemia.  The  condition  is  frequently  accompanied 
by  retinopathy;  in  some  6 per  cent  of  instances  it 
is  associated  with  angioid  streaks.34  ,35 

Secondary  changes  in  Bruch’s  membrane  due  to 
vascular  (choriocapillaris)  derangement  have  been 
implicated  in  the  production  of  angioid  streaks  in 
sicklemia.34-36 

Abnormal  staining  defects,  such  as  basophilia, 


are  found  in  many  cases  of  primary  involvement 
of  Bruch’s  membrane  with  sickle-cell  anemia 
without  angioid  streaks.  Changes  in  the  internal 
elastic  laminae  of  ciliary  and  choroidal  arteries  are 
also  common.36  Skin  lesions  are  rare. 

Finally,  angioid  streaks  also  have  been  de- 
scribed in  a variety  of  seemingly  unrelated  entities 
including  diffuse  lipomatosis,  dwarfism,  acrome- 
galy, pituitary  tumor,  epilepsy,  and  lead  poison- 
ing.37 These  associations  are  probably  merely  in- 
cidental. 

Conclusion 

Clinical  and  histologic  ophthalmologic  exami- 
nation has  been  known  to  uncover  previously  un- 
known systemic  disease.  In  the  case  of  affections 
of  Bruch’s  membrane,  the  importance  of  their  as- 
sociation with  systemic  manifestations  and  specif- 
ic conditions  is  emphasized. 

Common  drusen  should  be  identified  properly 
and  their  potential  implications  kept  in  mind. 

As  Paton31  points  out,  all  patients  with  angioid 
streaks  should  be  suspected  of  having  pseudoxan- 
thoma elasticum,  the  most  frequent  association. 
Although  there  is  no  specific  treatment,  the  ma- 
jority of  these  patients  develop  cardiovascular 
complications  that  are  amenable  to  therapy.  In 
other  conditions,  the  diagnostic  importance  of 
changes  in  Bruch’s  membrane  is  not  as  primor- 
dial, and  yet  precious  time  and  expense  could  be 
saved  if  there  was  knowledge  of  these  relation- 
ships. 
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Phobic  Anxiety- 

Depersonalization 

Syndrome 


A syndrome,  characterized  by  depersonalization, 
derealization,  and  phobic  anxiety,  is  described  on 
the  basis  of  a ten-year  observation  period.  Because 
the  formal  aspects  of  the  phobic  anxiety-depersonal- 
ization syndrome  can  be  manifested  as  somatic  com- 
plaints, it  can  lead  to  iatrogenic  complications, 
taxing  the  ingenuity  and  patience  of  physicians. 
The  author  describes  the  configuration  of  the  syn- 
drome with  its  temporal,  formal,  and  pragmatic 
aspects  and  outlines  the  syndrome's  three  common 
courses,  centering  on  phobic  avoidances,  deperson- 
alization-derealization, or  a myriad  of  somatic  com- 
plaints. Although  phobic  anxiety  can  be  readily 
treated  and  evaluated  by  public  means,  depersonal- 
ization, which  is  not  as  well  endowed  clinically, 
remains  as  a vital  problem.  Because  the  phobic 
anxiety-depersonalization  syndrome  is  not  made  up 
of  a homogeneous  group  of  people,  treatment  must 
be  attuned  to  the  patients'  psychosocial  and  psy- 
chosexual  levels  of  development;  general  practi- 
tioners using  medication  can  deal  with  one  type, 
and  psyciatrists  can  treat  those  patients  motivated 
for  insight-oriented  therapy. 


SALVATORE  V.  AMBROSINO,  M.D., 
F.A.P.A. 

Flushing.  New  York 

Director.  Children's  Developmental  Center;  Staff  Psychiatrist, 
Long  Island  Jewish-Hillside  Medical  Center 

The  problems  of  depersonalization*  and  dereali- 
zationf  have  almost  been  neglected  in  the  litera- 
ture. Their  association  with  marihuana  and  LSD 
(lysergic  acid  diethylamide)  reactions,1'3  as  well  as 
with  convulsive  disorders,4  makes  these  phenome- 
na even  more  important  to  understand.  In  them- 
selves these  experiences  can  produce  intense  affec- 
tive reactions,  and,  as  possible  way  stations  to 
psychotic  breaks,  they  can  no  longer  be  ignored.5'8 

In  1960  I became  independently  impressed  with 
a reaction  type,  characterized  not  only  by  deper- 
sonalization and  derealization,  but  also  by  phobic 
anxiety.  In  light  of  the  use  of  operant  condition- 
ing in  phobic  states,  it  is  important  to  recognize 
that  this  phobic  anxiety-depersonalization  syn- 
drome involves  an  ego  psychologic  disturbance, 
part  of  which  has  become  elaborated  into  a habit 
disturbance  related  to  an  earlier  maladaptive  re- 
sponse. The  implications  are  that  treatment 
may  differ  for  each  phenomenon:  depersonaliza- 

tion and  derealization  would  not  appear  to  be  as 
responsive  to  operant  conditioning  as  phobic  anxi- 
ety could  be,  and  therefore,  treatment  of  the  syn- 
drome presents  new  pragmatic  and  theoretic 
problems. 

The  contention  is  made  that  this  syndrome  is  a 
distinct  one  with  its  own  symptomatology,  pre- 
morbid  personality,  precipitating  events,  carrying 
its  own  therapeutic  and  prognostic  implications. 
The  intention  is  not  to  add  more  confusion  to 
psychiatric  nosology,  but  rather  to  help  define  this 
clinical  entity,  which  is  often  resistant  to  all  forms 
of  treatment.  For  this  reason  careful  clinical 
study  and  documentation  is  necessary  to  alert  all 
physicians  to  its  prevalence.  Not  only  is  this  clin- 

*A  state  of  awareness  in  which  feelings,  thoughts,  memory, 
and  bodily  sensations  are  no  longer  experienced  as  one’s  own. 

tA  state  of  awareness  in  which  the  world  is  experienced  as  if 
it  were  different. 


ical  awareness  important  for  therapeutic  consider- 
ations, but  also  it  is  important  to  avoid  unneces- 
sary surgery  and  unnecessary  medication  in  these 
particular  cases. 

Demography  and  general  characteristics 

In  a ten-year  period  of  observation,  the  inci- 
dence of  occurrence  of  the  phobic  anxiety-deper- 
sonalization syndrome  in  my  general  psychiatric 
practice  was  approximately  10  per  cent  with 
women  represented  4 times  more  frequently  than 
men.  Of  the  100  patients  studied  in  great  detail, 
80  per  cent  were  in  the  age  range  of  twenty-one  to 
fifty  years.  Eighty-five  per  cent  of  all  the  patients 
were  married.  Ninety  per  cent  of  the  females 
were  married:  62  per  cent  of  the  married  women 

were  still  rearing  their  children;  24  per  cent  were 
already  coping  with  the  problems  of  “the  empty 
nest”9;  11  per  cent  had  an  intense  dread  of  preg- 
nancy; and  3 per  cent  could  not  have  children. 
Of  the  20  men  in  the  study,  13  were  married:  8 

were  still  rearing  their  children;  1 had  completed 
rearing  his  family;  3 did  not  want  children;  and  1 
could  not  have  any.  The  families  were  generally 
small;  the  average  number  of  children  among  the 
married  women  was  1.8.  Among  the  100  patients 
59  per  cent  were  either  the  youngest  or  the  only 
child.  Often  they  ware  referred  to  as  the 
“babies.” 

As  children  these  patients  had  been  sensitive, 


February  1 , 1973  / New  York  State  Journal  of  Medicine  419 


TABLE  I.  Pragmatic  aspects  of  the  phobic  anxiety-depersonalization  syndrome 


Group 

Number  of 
Patients 

Number  of 
Females 

Number  of 
Married  Females 

Average  Age 
of  Onset  (Years) 

Number  of 
Agoraphobic 
Patients 

Consultation 

22 

19 

15 

32.5 

6 

Short-term 

56 

45 

41 

37.5 

15 

Long-term 

22 

17 

15 

30 

16 

shy,  anxious,  and  stubborn,  being  especially  un- 
certain of  their  capabilities  in  new  situations  and 
unfamiliar  surroundings.  They  had  often  been 
found  to  be  very  much  attached  to,  and  depen- 
dent on,  their  mothers  or  older  sisters  who  tended 
to  become  their  alter  egos.  They  were  known  as 
“good  girls”  or  girls  who  were  “always  around  the 
house.”  About  10  per  cent  of  these  patients  had 
been  sexually  seduced  as  children.  These  pa- 
tients were  immature,  with  a low  frustration  toler- 
ance and  an  intense  need  to  have  things  go  quick- 
ly their  way.  Their  rigid  demanding  attitudes 
were  carried  over  into  adulthood;  with  their  strict 
consciences  they  were  too  fearful  to  enjoy  any- 
thing. They  usually  married  for  security,  and 
their  husbands  were  usually  easy  going,  paternal 
men  who  doted  over  them  in  an  infantilizing  man- 
ner and  carried  on  the  alter-ego  roles  as  the  wom- 
en’s mothers  and  sisters  had.  Despite  their  testi- 
ness, divorce  or  separation  was  never  a problem. 
The  traumatic  experiences  of  their  childhood  ex- 
tended to  fearful  relationships  with  their  distant 
and  vague  fathers,  and  this  paternal  distance 
tended  to  intensify  their  rigidity  and  psychosexual 
confusion,  producing  frigid,  unresponsive  females. 

The  men,  as  children,  had  been  overprotected 
by  their  mothers  and  very  often  had  become  their 
mothers’  pets;  closeness  to  the  mother  and  the 
feeling  that  they  were  “special”  in  some  way  were 
frequently  found.  Both  males  and  females  would 
not  commit  themselves  to  action,  but  rather  drift- 
ed into  decisions.  They  tended  to  be  suspicious, 
but  no  frank  delusions  were  noted.  Although 
their  thinking  was  banal,  obsessive,  and  immature 
with  pan-neurotic  symptoms,  neither  looseness  of 
associations  nor  disorganized  thinking  was  noted. 
These  patients,  both  male  and  female,  considered 
themselves  as  never  wrong.  Indeed  they  were 
“injustice  collectors.”  They  sustained  infantiliza- 
tion  of  their  needs  by  evoking  subtle  feelings  of 
guilt  in  their  chosen  “protectors.”  Strangely, 
among  all  the  contradictions  which  these  patients 
manifested,  the  most  interesting  was  their  inhibit- 
ed exhibitionism. 

Configuration  of  the  syndrome 

The  phobic  anxiety-depersonalization  syndrome 
with  all  of  its  clinical  implications  must  be  under- 
stood from  different  viewpoints:  temporal  aspects 
(acute  and  chronic),  formal  aspects  (panic  attack, 
phobic  anxiety,  anticipatory  anxiety,  depersonali- 


zation-derealization, somatic  preoccupation,  and 
reactive  depression),  and  pragmatic  aspects 
(Table  I.) 

The  acute  attack  comes  on  suddenly  without 
warning  in  the  form  of  an  overwhelming  panic, 
the  circumstances  of  which  most  frequently  re- 
main mystifying  to  the  patient.  These  attacks 
are  very  similar  to  catathymic  crises.  At  the  time 
of  the  attack  there  is  an  overwhelming  desire  to 
return  home,  and  since  the  panic  anxiety  is  richly 
associated  with  panautonomic  disturbances,  a 
physician’s  office  represents  a special  refuge. 
Very  often  these  patients,  especially  men,  feel 
that  they  are  having  heart  attacks  and  that  death 
is  imminent.  When  the  panic  attack  is  over,  the 
patient  slowly  settles  down  to  a wretched  life  of 
dreadful  anticipation  of  another  attack,  experi-. 
encing  anticipatory  anxiety.  Anticipatory  anxiety 
often  becomes  displaced  and  fixed  to  objects  and 
situations;  this  process  produces  phobic  anxiety. 
Familiar  phobias  are  staying  in  the  house  alone, 
going  out  into  the  street  alone  (agoraphobia), 
traveling  on  buses  or  in  subways  alone,  fainting  in 
the  presence  of  people,  and  leaving  familiar  sur- 
roundings. 

These  phobic  defenses  at  some  time  can  become 
associated  with  phobic-obsessive  dreads,  such  as 
of  sharp  instruments,  insanity,  harming  loved 
ones,  and  disease.  These  patients  never  seem  to 
be  free  of  tension.  After  their  first  panic  attack, 
they  so  restrict  their  lives  and  limit  their  experi- 
ences that  soon  they  become  creatures  of  habit, 
dreading  and  avoiding  any  new  experience  or  un- 
familiar surrounding.  In  so  living,  they  severely 
restrict  the  movements  of  their  families  and  prac- 
tically create  a sensory  isolation,  producing  a 
chronic  picture  of  boredom,  apathy,  and  anhedon- 
ia.  The  monotony  of  their  lives  and  the  meager- 
ness of  their  experience  become  associated  in  time 
with  an  “as  if”  impression  of  ideas  and  feelings  to 
the  extent  that  a dissociation  between  feelings 
and  ideas  produces  depersonalization  and  dereali- 
zation: 

“My  ideas  don’t  seem  to  belong  to  me  ...” 

“I  find  no  warmth  or  happiness  in  anything  ...” 

“I  feel  numb  all  over  ...” 

“I  feel  empty  inside  ...” 

“I  feel  as  if  I’m  not  here  ...” 

“I  feel  like  a robot ...” 

“Things  seem  to  happen  by  themselves  . . .” 

“Things  don’t  seem  to  be  real  ...” 

“I  feel  as  if  I’m  in  a fog  ...” 


420  New  York  State  Journal  of  Medicine  / February  1 , 1 973 


During  acute  attacks,  lightheadedness  is  often 
mistaken  for  vertigo  and  is  a frequent  complaint. 
Usually  this  complaint  is  associated  with  diffi- 
culty in  walking.  Unfortunately,  many  of  these 
patients  have  been  treated  for  middle-ear  disease 
and  cerebellar  disturbance  with  iatrogenic  seque- 
lae. All  too  often  the  depersonalization  and  dere- 
alization are  mistaken  for  depression,  especially 
in  postpartum  women  and  adolescents,  and  elec- 
troconvulsive treatment  is  given  with  either  no 
change  in  the  condition  or  severe  ego  disruption.10 
As  the  syndrome  progresses,  the  sheer  lack  of  joy 
becomes  the  core  of  the  patient’s  life,  and  almost 
all  of  them  offer  some  form  of  somatic  complaint 
as  the  problems  become  chronic. 

In  the  acute  phase,  or  with  acute  attacks  super- 
imposed on  the  chronic  phase,  headaches  and  par- 
esthesia of  the  hands,  feet,  and  mouth,  accompa- 
nied by  tremulous  upper  extremities,  are  often  an 
important  part  of  the  syndrome.  Gastrointestinal 
complaints  and  somatic  anxiety  equivalents  help 
to  create  an  impenetrable  maze  of  complaints. 
As  immature  personalities,  the  patients  use  these 
complaints  as  a focus  for  their  helplessness  and 
their  demands  which  is  resistant  to  logic  and 
medical  intervention.  Having  low  frustration  tol- 
erance, these  patients  become  “physician  hop- 
pers” and  seek  not  so  much  relief  as  another  alter 
ego  to  manipulate  in  their  helplessness.  Despite 
all  their  suffering  and  feelings  of  hopelessness, 
none  of  the  patients  attempted  or  committed  sui- 
cide. 

Depression  was  usually  present  in  all  patients  to 
some  degree.  The  depression  was  reactive  in  na- 
ture and  appeared  to  be  a reaction  to  their 
mounting  impatience  for  relief.  This  frustration 
swelled  when  they  were  unable  to  describe  their 
feelings  of  unreality  and  relatedness  to  their  fami- 
lies and  their  physicians.  Very  often  they  felt 
misunderstood,  and  in  a sense  they  were  right! 

The  pragmatic  aspects  of  the  syndrome  will  be 
reserved  for  another  part  of  the  report. 

Precipitating  factors 

The  precipitating  events  for  the  first  attack 
have  been  found  to  be  concentrated  at  certain 
psychosocial  crisis  points,  such  as  a death  in  the 
family,  childbirth,  and  marriage.  This  is  very 
similar  to  Roth's11  “calamity  syndrome.”  The 
major  underlying  focus  was  separation  from  an 
important  figure  on  whom  they  had  long  depend- 
ed, and  their  separation  was  either  actual  or  an- 
ticipated. Very  often  this  object  was  the  mother, 
an  older  sister,  or  a very  close  girlfriend.  These 
persons  often  became  interchangeable  and  served 
as  transitional  objects. 

Other  frequent  precipitating  factors  were  child- 
birth and  marriage.  Interestingly,  those  patients 
who  were  pregnant  did  well  during  pregnancy, 
while  they  were  being  doted  on,  and  developed 
symptoms  only  after  childbirth.  Whether  child- 


birth was  related  to  increased  responsibility  with 
a shift  of  the  focus  of  attention  to  the  infant  or  re- 
lated to  hormonal  changes  is  not  presently  deter- 
mined. Klein12  feels  that  such  hormonal  changes 
do  play  a role  in  some  cases. 

Other  interesting  precipitating  factors  have 
been  sudden  loss  of  consciousness,  such  as  occur- 
ring with  syncope  or  general  anesthesia,  and  sur- 
gery, such  as  extensive  dental  work,  breast  and 
nose  surgery,  and  hysterectomy,  which  is  consid- 
ered a threat  to  the  body  image  and  self-esteem 
system. 

In  evaluating  precipitating  factors  it  is  notewor- 
thy that  the  confluence  and  summation  of  many 
little  trauma  wear  the  patient  down;  however, 
prominence  is  given  to  the  last  experienced  trau- 
ma which  brings  about  the  attack. 

Course  and  differential  diagnosis 

The  course  of  the  phobic  anxiety-depersonaliza- 
tion syndrome  can  best  be  understood  by  relating 
the  predominant  focus  of  the  patient’s  complaints 
to  the  formal  components  of  the  syndrome.  Ac- 
cording to  the  observations  of  this  study  there 
were  three  major  courses. 

Course  1.  Course  1 is  characterized  principally 
by  phobic  avoidances.  Phobic  anxiety  becomes  so 
intense  that  these  patients  cannot  function  social- 
ly or  at  a job.  They  remain  glued  to  their  homes 
and  imprison  their  protectors.  In  addition,  they 
must  always  be  accompanied  by  a trusted  person 
when  they  go  shopping  or  leave  their  familiar  sur- 
roundings. These  patients  are  also  racked  by  an- 
ticipatory anxiety,  commonly  described  as  feeling 
“like  a weight  is  hanging  over  my  head  always 
ready  to  hit  me  ...  .”  Their  lives  become  drab, 
uneventful,  and  virtually  isolated.  Elements  of 
depersonalization  and  derealization  are  present 
and  can  become  intense,  but  they  do  not  become 
comparable  to  the  phobic  and  anticipatory  anxie- 
ty. Somatic  complaints  are  chronic,  and  visits  to 
the  family  physician  are  innumerable  with  the  di- 
agnosis tendered  as  “nerves”  or  “psychosomatic.” 
Panic  attacks  are  frequently  recurrent.  The  fol- 
low-up treatment  of  their  first  panic  attack  is  usu- 
ally mismanaged.  Many  of  the  patients  evidenc- 
ing this  course  become  habituated  to  alcohol, 
drugs,  and  physicians  and  sport  cluttered  medi- 
cine cabinets.  These  are  the  patients  who,  having 
received  electroconvulsive  treatment,  suffer  severe 
ego  disruption,  increased  anxiety,  and  intensified 
depersonalized-derealized  feelings.  The  chronic 
anhedonic  problems  evolve  from  this  course. 

Course  2.  The  central  focus  of  course  2 is  the 
experiences  and  complaints  of  depersonalization 
and  derealizatiom  “I  feel  empty  inside,”  “I  don’t 
feel  I’m  really  here,”  or  “The  world  doesn’t  seem 
real  to  me”  are  characteristic  statements.  These 
patients  can  cope  with  the  phobic  and  anticipato- 
ry anxiety;  they  travel  with  difficulty  and  go  to 
work  with  difficulty.  Despite  the  “weights”  over 
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their  heads,  they  fight  back  and  manage  to  stay 
active.  To  cope  with  their  anxieties,  they  devise 
stratagems,  such  as  carrying  their  medication 
wherever  they  go  whether  they  need  it  or  not,  or 
by  referring  to  encouraging,  handwritten  apoth- 
egms, which  are  always  on  their  persons.  Because 
they  sense  that  life  has  much  to  offer,  they  seek 
those  experiences  which  could  foster  self-actuali- 
zation. For  this  reason  they  are  amenable  to  psy- 
chotherapeutic procedures.  Somatic  complaints 
and  depression  are  readily  manageable  but  occa- 
sionally can  become  severe. 

Course  3.  Course  3 is  the  most  treacherous  to 
evaluate,  because  the  central  focus  is  a myriad  of 
somatic  complaints,  involving  many  different  sys- 
tems at  one  time  and  often  shifting  from  one  sys- 
tem to  another.  At  some  point  the  other  formal 
elements  of  the  phobic  anxiety-depersonalization 
syndrome  are  present,  but  for  some  reason  this 
group  focuses  on  disease  or  certain  body  parts. 
These  patients  are  commonly  referred  to  as  being 
“hysterical.”  Since  they  can  be  very  trying  and 
demanding  of  immediate  results,  they  can  maneu- 
ver physicians  into  almost  retaliatory  efforts. 
Within  this  group  patients  were  found  to  be 
subjected  to  exploratory  laparotomies  and  surgery 
for  “gallstones”  and  “ulcers.”  Strongly  repressed 
rage,  chronic  discontent,  and  inability  to  find  any 
life  experience  satisfying  are  characteristic  symp- 
toms. These  complaints  can  be  manifestations  of 
chronic  depersonalization  and  must  be  differen- 
tiated from  convulsive  disorders.  In  regard  to  dif- 
ferential diagnosis,  demyelinating  diseases,  radi- 
culomyelopathies,  and  large-bowel  disorders  must 
be  carefully  considered.  Dentists  too  should  be 
particularly  aware  that  temporomandibular-joint 
complaints  should  be  carefully  evaluated.  The 
texture  of  the  phobic  anxiety-depersonalization 
syndrome  is  rich;  pathoneurotic,  psychosomatic, 
hypochondriac,  and  somatic  anxiety  equivalents 
are  phenomena  which  cut  across  the  whole  spec- 
trum of  psychiatric  nosology.  They  are  not  en- 
tities in  themselves. 

Actually  these  courses  are  not  clear  cut;  they 
are  often  modified  and  altered  by  previous  thera- 
peutic endeavors.  Social  settings  play  a large  role 
in  the  unfolding  of  these  courses.  What  role  the 
temporal-limbic  system  of  the  central  nervous  sys- 
tem plays  in  these  different  courses  cannot  be  now 
answered.  In  light  of  the  improvement  of  phobic 
anxiety  and  depersonalization  with  such  activat- 
ing antidepressants  as  imipramine  (Tofranil)  and 
desipramine  (Norpramin),  it  seems  possible  that 
catecholamine  metabolism  may  play  a role.  This 
phenomenon  is  strange,  for  one  would  have  also 
expected  electroconvulsive  treatment  to  be  effec- 
tive. It  has  been  noted,  too,  that  many  of  these 
patients  are  frigid  or  impotent,  and  Blumer  and 
Walker11  have  reported  that  after  unilateral  tem- 
poral lobectomy  for  epilepsy  there  was  noted  an 
increase  in  sexual  responsiveness.  The  medial 


temporal  lobe  structures  were  thought  to  be  in- 
volved; it  makes  one  wonder  whether  in  these 
cases  of  phobic  anxiety-depersonalization  syn- 
drome dysfunction  of  this  complex  exists. 

Despite  the  pan-neurotic  symptoms  these  pa- 
tients are  neither  schizophrenics  nor  pseudoneuro- 
tic schizophrenics.  In  essence  this  syndrome  runs 
a chronic,  relapsing  course.  The  expressions  of 
depersonalization  and  derealization  are  not  al- 
tered perceptions  but  rather  are  altered  feelings  of 
the  perception  of  things.14'17  In  this  syndrome 
they  appear  to  be  defenses  against  intense  affects 
conjured  up  early  in  childhood  in  children  with 
possible  constitutional  predispositions.  Deperson- 
alization and  derealization  are  such  highly  sub- 
jective experiences  and  the  phobic  patient  is  so 
highly  introspective  and  isolated  that  it  is  hard  to 
imagine  the  existence  of  pure  phobic  states.  The 
psychodynamic  and  metapsychologic  consider- 
ations are  to  be  covered  in  another  study. 

Treatment  of  acute  phase 

Treatment  of  this  syndrome  must  take  into  ac- 
count precipitating  events,  the  form  of  the  symp- 
toms, and  the  psychosocial  and  psychosexual  lev- 
els of  maturity.  For  example,  the  new  social  de- 
mands made  on  these  patients  and  the  immediate 
adjustments  they  are  able  to  make  with  their 
available  resources  determine  not  only  the  form  of 
the  symptomatology  but  also  the  therapeutic  ap- 
proach. 

The  first  problem  in  management  of  this  syn- 
drome is  the  acute  panic  attack.  The  first  step  is 
to  give  the  patient  much  reassurance  and  support 
without  infantilization;  intravenous  amobarbital 
(Amytal)  or  thiopental  (Pentothal)  is  very  effec- 
tive. Once  the  patient  has  been  sedated,  there 
are  three  important  problems  which  must  be 
managed:  the  anticipatory  anxiety,  the  reactive 

depressive  elements,  and  the  prevention  of  gener- 
alization and  encrusting  of  the  phobic  anxiety. 

The  major  tranquilizers,  such  as  the  phenothi- 
qzines,  are  not  of  much  help.  It  is  important  to 
add  that  one  must  be  clinically  certain  that  cata- 
tonic excitement  or  delirious  mania  is  not  being 
mistaken  for  the  initial  phase  of  the  phobic  anxi- 
ety-depersonalization syndrome.  Thresholds  for 
tranquilization  vary  according  to  the  psychosocial 
and  psychosexual  maturational  levels  of  develop- 
ment. The  more  immature  patients  who  expect 
magical  change  usually  require  higher  dosages. 

Unfortunately,  too  many  discover  that  alcohol 
is  a rather  efficacious  tranquilizer.  The  unwitting 
physician  who  readily  prescribes  tranquilizers  for 
their  “nerves”  or  some  wine  or  brandy  for  their 
sleep  may  be  creating  habituations  or  even  addic- 
tions to  drugs  and  alcohol.  Quitkin  et  al.x 8 have 
also  recently  made  this  observation. 

As  previously  described,  these  patients  are  in  a 
constant  state  of  tension  or  anxiety.  Treatment 
of  the  tension  and  anticipatory  and  phobic  anxie- 
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ty  with  medication  does  not  meet  with  noteworthy 
success.  At  times  the  minor  tranquilizers  and 
stimulating  antidepressants,  such  as  imipramine, 
despramine,  and  tranylcypromine  (Parnate), 
bring  about  some  relief  in  the  depersonalized  and 
anxious  feelings.  Klein12  has  described  success 
with  imipramine  in  treating  the  phobic  anxiety 
component  of  the  phobic  anxiety-depersonaliza- 
tion syndrome. 

Frequently  when  patients  obtain  relief  from  the 
intensity  of  this  anxious  and  depersonalized  feel- 
ing, the  depressive  elements  diminish.  However, 
the  observation  has  also  been  made  that  the  abili- 
ty to  understand  their  plight  and  to  help  them  to 
verbalize  their  condition  has  often  been  very  help- 
ful in  abating  the  depressive  symptoms.  When 
the  depression  becomes  severe,  despite  its  early 
reactive  genesis,  electroconvulsive  treatment  may 
be  necessary.  Electroconvulsive  treatment  could 
affect  the  depression  favorably  without  influenc- 
ing the  course  directly.  Relief  from  depression  re- 
leases the  patient  for  more  psychotherapeutic 
work,  and  this  release  may  in  turn  make  other 
changes  possible.  To  avoid  morbidity  secondary 
to  electroconvulsive  treatment,  depersonalization 
and  derealization  must  be  distinguished  from  de- 
pression. Severe  depression  is  the  only  indication 
for  electroconvulsive  treatment  in  the  phobic  anx- 
iety-depersonalization syndrome. 

To  prevent  generalization  of  the  phobic  re- 
sponses, desensitization  by  gradual  exposure  to 
phobic  situations  with  a trusted  person  must  im- 
mediately be  undertaken.  This  exposure  must  be 
made  on  a daily  basis  with  daily  contact  with  the 
physician  to  report  progress  and  for  the  physician 
to  lend  reinforcing  support.  Flooding  is  not  found 
desirable.  With  relief  of  symptoms,  even  without 
the  gaining  of  insight,  no  instance  of  symptom 
substitution  was  ever  observed.  In  these  acute 
situations,  psychotherapy  slowly  becomes  an  im- 
portant part  in  preventing  the  generalization. 
Briefly,  attention  is  directed  to  the  obsessive 
preoccupations  not  to  the  phobic  dreads  from  the 
first  moment. 

Pragmatic  aspect  of  the  configuration 

Categorization  of  the  courses  of  the  phobic  anx- 
iety-depersonalization syndrome  suggested  the 
possibility  that  the  therapeutic  approach  to  these 
patients  was  related  in  some  way  to  specific  psy- 
chosocial and  psychosexual  factors.  An  a post- 
eriori review  of  the  management  of  these  100  pa- 
tients was  made  and  did  indeed  reveal  that  they 
had  fallen  into  three  groups  (Table  I):  (1)  CG 

consultation  group,  (2)  STG  short-term  therapeu- 
tic group,  and  (3)  LTG  long-term  therapeutic 
group. 

The  CG  was  made  up  of  young  adolescents  who 
had  recovered  from  the  acute  attack  and  for 
whom  the  family  felt  no  therapy  was  indicated; 
late  middle-aged  women  who  had  suffered  severe 


ego  disruptions  secondary  to  electroconvulsive 
treatment;  and  other  middle-aged  women  with  se- 
vere chronic  anhedonic  depersonalization  who  had 
become  habituated  to  drugs,  alcohol,  and  physi- 
cians and  were  still  looking  for  magic. 

Since  the  therapeutic  implications,  pragmatic 
and  otherwise,  are  the  main  interest  at  this  time, 
the  CG  will  not  be  discussed.  The  number  of  pa- 
tients in  the  STG  and  in  the  LTG  are  too  small 
for  comfortable  statistical  purposes,  but  chi- 
square  tests  were  nevertheless  made  for  both 
groups  (Table  I).  The  only  significant  differences 
between  these  two  groups  were  found  to  be  as  fol- 
lows: the  LTG  was  more  agoraphobic  at  the 

0.001  level  of  significance  (Y2  = 11.9,  df  = 2 with 
Yates’  correction),  and  the  LTG  had  received 
more  education  at  the  0.10  < p > 0.05  level  of 
significance  (y2  = 3.53,  df  = 1 with  Yates’  correc- 
tion). 

The  crystallization  of  these  patients  into  sepa- 
rate therapeutic  groups  carried  with  it  some  inter- 
esting trends  with  important  implications.  First, 
one  third  of  the  STG  had  been  hospitalized,  and 
only  20  per  cent  of  them  had  received  electrocon- 
vulsive treatment.  These  figures  may  be  com- 
pared to  13  per  cent  and  10  per  cent  respectively 
in  the  LTG.  This  interesting  statistic  points  up 
the  strong  “hysterical”  quality  of  the  emergencies 
of  the  STG;  in  fact,  in  one  case  placebo  electro- 
convulsive treatment  and  in  another,  sterile  water 
produced  prompt  remission  of  depression  and 
somatic  preoccupations.  When  patients  in  the 
LTG  were  hospitalized,  it  generally  was  for  genu- 
ine, deep  depression. 

Second,  not  only  were  the  married  women  of 
the  LTG  more  agoraphobic,  but  more  of  them 
were  rearing  their  children  than  those  of  the  STG 
(82  per  cent  vs.  60  per  cent,  respectively).  No 
women  with  grown  children  were  in  the  LTG; 
they  were  all  in  the  STG.  To  add  to  the  confu- 
sion, the  incidence  of  the  working  mother  was 
higher  in  the  LTG  (43  per  cent  vs.  27  per  cent). 
It  certainly  did  appear  that  the  LTG  mothers 
were  more  housebound  but  were  not  in  fact  the 
typical  banal  “housebound  housewife”  type.19 
Women  in  the  LTG  seemed  to  suffer  more  overt 
anxiety  and  struggled  with  their  problems.  Hav- 
ing had  more  education,  these  women  were  able  to 
turn  their  efforts  elsewhere.  Possibly  seeking 
more  self-actualization,  the  LTG  women  paradox- 
ically sought  more  protection  from  themselves  and 
the  joy  which  they  could  experience. 

Third,  the  course  of  the  syndrome  seemed  to 
have  its  own  unfolding  quality.  Despite  the  fact 
that  the  patients  in  the  STG  and  LTG  differed  in 
motivations,  life  style,  and  attitudes,  the  inci- 
dence of  multiple  attacks  in  both  groups  was  the 
same,  50  per  cent.  The  incidence  of  electrocon- 
vulsive treatment  prior  to  this  study  was  20  per 
cent  in  the  STG  and  10  per  cent  in  the  LTG  com- 
pared to  the  incidence  of  these  same  patients  dur- 
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ing  this  study  of  21  per  cent  and  13  per  cent,  re- 
spectively! The  syndrome  may  take  its  own 
course  and  may  really  be  unaffected  by  any  inter- 
vention.20 

The  STG  then  was  made  up  mainly  of  married 
women  with  little  education  whose  principal  focus 
of  life  was  their  children.  Usually  they  had  poor 
psychologic  grasp,  no  insight,  and  showed  no  de- 
sire at  all  to  look  into  themselves.  They  had  lim- 
ited awareness  of  the  world  around  them,  a ten- 
dency toward  somatization,  and  an  impatient 
need  for  immediate  magic  cure.  They  usually 
married  for  security  and  made  good  mothers  but 
were  notoriously  nonreceptive  and  nonresponsive 
in  their  roles  as  women.  These  patients  were  the 
“physician  hoppers,”  and  they  rarely  gave  alle- 
giance to  any  one  physician.  They  generally  led 
severely  constricted  lives  with  much  whining,  pet- 
ulance, and  sullenness,  manipulating  those 
around  them  with  their  “suffering.”  In  need  of 
much  attention,  they  would  often  act  out  their 
suffering,  which  was  always  in  contrast  to  their 
past  martyrdom.  They  lived  for  themselves  and 
brought  no  hope  to  their  families,  who  curiously 
sustained  their  infantilization.  These  patients 
generally  fell  under  the  descriptions  of  courses  1 
and  3. 

The  members  of  the  LTG  did,  indeed,  differ. 
The  women  were  younger,  better  educated,  and 
wanted  greater  fulfillment  in  marriage  and  in 
their  social  roles.  Since  they  were  better  educat- 
ed, they  were  possibly  more  prone  to  “talk”  thera- 
py and  teleologic  conceptualizations.  Medication 
and  electroconvulsive  treatments  were  eschewed 
as  answers  to  their  problems.  They  recognized 
that  the  problem  was  the  splits  in  their  thinking 
and  behavior:  severe  consciences,  battering  frag- 

ile, easily  hurt  egos,  torn  by  intense  ambivalence 
and  an  ever-burgeoning  guilt  and  anxiety.  These 
patients  were  better  equipped  to  cope  with  the 
anxiety  which  served  up  the  confrontations  to  be 
worked  through,  especially  their  obsessive  preoc- 
cupations. The  transference  distortions  were 
eventual  keys  to  the  realities,  although  desensiti- 
zation and  medication  were  utilized  during  acute 
flare-ups.  In  the  LTG  therapy  was  directed  to 
the  causes  which  generated  the  depersonalized 
and  neurotic  defenses.  The  members  of  the  LTG 
were  better  able  to  make  time-role  shifts  to  gain 
freedom  from  their  “ghosts.” 

Only  15  patients  in  this  study  required  electro- 
convulsive treatment  for  severe  depression.  As 
far  as  experiencing  depression,  8 of  the  12  in  the 
STG  and  all  of  the  3 in  the  LTG  did  very  well  for 
at  least  five  years.  The  anticipatory  anxiety  and 
depersonalization  were  unaffected  by  the  electro- 
convulsive treatment. 

Comment 

There  is  no  single  therapeutic  approach  to  this 
syndrome.  It  appears  that  patients  similar  to 


those  of  the  STG  could  be  managed  by  general 
practitioners  using  medication  and/or  condition- 
ing technics.  Psychotherapy  other  than  support- 
ive is  useless  in  this  type  of  patient.  Patients 
similar  to  those  of  the  LTG,  however,  require  a 
much  more  intensive  psychotherapeutic  interven- 
tion with  the  other  modalities  reserved  for  acute 
exacerbations  or  severe  life-threatening  depres- 
sion. A thorough  understanding  of  the  theoretic 
and  pragmatic  aspects  of  the  phobic  anxiety-de- 
personalization syndrome  dictates  a need  for  an  as- 
tute diagnostic  and  therapeutic  priority  system, 
which  possibly  requires  the  marriage  of  ego  psy- 
chology and  operant  conditioning  and  may  not 
quite  fit  into  the  idiom  of  contemporary  commu- 
nity psychiatry.2122 

The  existential  qualities  of  depersonalization 
and  derealization  render  their  treatment  and  eval- 
uation far  more  difficult  than  that  of  anxiety. 
The  measurement  of  anxiety  by  forearm  blood 
flow,  for  example,  has  already  been  described.23*25 
In  contrast,  depersonalization  and  derealization 
are  highly  subjective  states,  which  are  difficult  not 
only  to  measure  but  also  to  identify;  Ackner15  has 
differentiated  depersonalization  into  organic,  hys- 
terical, tension,  mixed,  and  multiple  types.  Al- 
though the  depersonalized  experience  is  real,  it 
may  never  be  measureable.  In  addition  phobic 
anxiety  may  be  viewed  more  objectively,  if  one 
wishes,  as  a condition  in  which  a neutral  stimulus, 
such  as  a bus,  has  been  turned  into  a conditioning 
stimulus  for  the  conditioned  response,  the  phobic 
reaction.  Such  teleologic  definitions  may  be  more 
readily  translated  into  methodology  with  measur- 
able and  manipulate  variables.  In  depersonali- 
zation and  derealization  the  neutral  stimulus  is 
not  a single  event-structure.  On  the  contrary  in 
these  states  there  is  a disturbance  in  the  degree  of 
experiencing  and  feeling  of  the  world  and  of  the 
self  which  is  set  off  by  subtle,  or  even  subliminal, 
cues  with  the  limbic  system  as  an  intimate  part- 
ner. In  literature  Scrooge  is  an  excellent  example 
of  this  phenomenon.  26 

For  these  reasons  this  syndrome  may  be  over- 
looked by  the  medical  community  and  oversimpli- 
fied by  eliminating  depersonalization  and  dereali- 
zation as  clinical  entities  to  be  dealt  with.  Such 
oversimplification  could  create  spurious  pure  pho- 
bic states  which  have  no  real  clinical  meaning.  27  28 
Not  everything  thought  to  be  measurable  is  neces- 
sarily real  or  true29;  there  are  phenomena  which 
are  “transscientific.”30  In  trying  to  make  nontan- 
gible and  nonmeasurable  events  scientifically  ac- 
cessible, observations  and  treatments  may  be 
oversimplified  to  fit  methodology.  All  of  the  ex- 
periences of  a human  being  cannot  be  assigned  a 
number. 

In  the  final  analysis  it  is  an  easy  matter  to  be 
lost  in  the  patient’s  present  problems,  especially 
the  measurable  ones,  without  recognizing  that 
while  the  patient’s  signs  and  symptoms  are  a re- 
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sponse  to  a present  experience,  the  identification 
of  the  patient  with  a previous  state  of  the  ego  may 
demonstrate  a past  reality  in  the  clinical  present; 
because  of  this  time-shift,  depersonalization  and 
derealization  may  be  resistant  to  all  logic  and 
therapeutic  encounter.  The  scientific  community 
increasingly  recognizes  the  rich  varieties  of  human 
experiences  and  the  manner  in  which  “multiple 
existences  become  possible.”31  The  medical  pro- 
fession must  begin  to  recognize  the  need  for  seek- 
ing new  ways  to  the  wisdom  of  man’s  experiences. 

164-03  33rd  Avenue 
Flushing,  New  York  11358 
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Cooke  and  Vanderveer,  in  1916, 1 stated  in  a re- 
trospective study  that  36  per  cent  of  children  with 
both  parents  allergic  develop  allergic  symptoms 
during  the  first  five  years  of  life.  This  compares 
with  symptoms  developing  in  14  per  cent  in  the 
same  period  of  time  with  one  parent  allergic  and 
in  only  5 per  cent  with  no  allergic  parents.  In 
1953,  Ratner  and  Silberman2  found  an  incidence 
of  9.8  per  cent  allergic  patients  in  a population  of 
6,244.  They  noted  a definite  tendency  for  allergy 
to  develop  in  individuals  when  either  one  or  both 
parents  were  allergic  as  compared  with  nonallergic 
parents.  The  incidence  of  allergy  in  the  offspring 
was  no  greater  if  one  parent  was  allergic  or  when 
both  were.  McKee3  found  that  of  198  patients 
with  seasonal  allergic  rhinitis  or  bronchial  asth- 
ma, 49  per  cent  had  parents,  siblings,  or  children 
with  allergic  symptoms.  Freeman  and  Johnson4 
observed  that  73  per  cent  of  allergic  children  had 
parents  or  siblings  with  allergy  as  compared  with 
29  per  cent  of  the  nonallergic  children. 

In  an  attempt  to  study  this  problem  prospec- 
tively, the  senior  author  sought  and  received  sup- 
port from  the  National  Institute  for  Child  Health 
and  Human  Development  for  a three-year  study  of 
the  natural  history  of  asthma,  starting  in  Septem- 

Presented  at  the  166th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Al- 
lergy, February  13,  1972. 

“This  study  was  supported  by  Grant  1-R01-HD-01806-03 
from  the  National  Institute  of  Child  Health  and  Human  De- 
velopment. 


her,  1965.  The  Montefiore  Hospital  Medical  Cen- 
ter Group  presented  an  ideal  environment  for  a 
study  of  the  nature  of  allergy.  Mueller  et  al.b  at- 
tempted to  follow  the  course  of  199  consecutive 
births  to  determine  the  incidence  of  allergy. 
They  found  it  was  not  possible  to  do  this  in  the 
hospital  clinic  environment,  since  the  patient 
would  not  come  back  to  the  clinic.  We  avoided 
this  difficulty  by  utilizing  group  patients  only. 

The  population  served  by  the  group  was  hetero- 
geneous, representing  a cross  section  of  ethnic,  re- 
ligious, occupational,  and  economic  backgrounds 
of  New  York  City.6  The  medical  group  was  affili- 
ated with  the  HIP  (Health  Insurance  Plan),  and 
all  persons  served  by  the  medical  group  were 
members  of  HIP.  All  medical  care  required  by  a 
member  was  provided  by  group  physicians  at  no 
cost  other  than  an  annual  insurance  premium. 
Thus,  the  continuity  of  patient  observation  by  a 
group  physician  was  well  assured.  The  group 
practice  averaged  300  newborn  deliveries  a year. 
All  infants  born  in  the  group  after  November  1, 
1965,  were  automatically  included  in  the  study. 

Methods 

Starting  in  September,  1965,  a member  of  the 
study  group  reviewed  the  appointment  sheets  of 
the  group  obstetricians  for  expectant  mothers  in 
the  seventh,  eighth,  or  ninth  month  of  pregnancy. 
At  the  time  of  the  appointment  with  the  obstetri- 
cian, a member  of  the  study  group  was  on  hand  to 
complete  a questionnaire  designed  to  elicit  the 
history  of  allergic  manifestations.  At  the  conclu- 
sion of  the  interview  the  prospective  parents  were 
asked  to  submit  to  intracutaneous  testing.  Dust 
antigen  was  tested  in  concentrations  of  1:10,000 
and  1:2,000.  Each  of  the  following  antigens  was 
tested  in  strengths  of  100  and  1,000  PNU  (protein 
nitrogen  units):  feathers,  cat,  dog,  ragweed, 

trees,  milk,  egg,  wheat,  wool,  and  Alternaria. 
The  skin  test  result  was  considered  positive  if 
there  was  a wheal  of  at  least  7 mm.  in  diameter.7 

The  prospective  fathers  were  asked  to  complete 
the  history  at  the  time  of  testing  if  the  question- 
naire had  not  been  completed  at  the  initial  inter- 
view. As  a result  of  the  findings  on  the  question- 
naire and  skin  testing,  the  family  was  placed  in 
either  an  allergic  or  nonallergic  group.  For  the 
purpose  of  this  study  the  only  families  included 
were  those  whose  child  would  be  followed  by  the 
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TABLE  I.  Skin  testing  results  and  allergic  history  among 
parents  of  children  between  November  1,  1965,  and 
May  31,  1968 


Skin 

Testing 

All 

Parents 

Total 

History 

of 

Allergy 

No  His- 
tory of 
Allergy 

All  parents 

1,508* 

1,492 

539 

953 

Not  skin  tested 

755 

740 

176 

564 

Skin  tested 

753 

752 

363 

389 

Positive  result f 

575 

575 

328 

247 

Negative  result 

178 

177 

35 

142 

* Sixteen  children  were  either  stillborn  or  left  the  care  of  the  group 
pediatrician. 

t Positive  reaction  to  one  or  more  inhalants  not  including  dust. 


group  pediatrician  and  hence  by  our  study  group. 

Definitions.  The  potentially  allergic  family 
background  was  defined  as  one  in  which  one  or 
both  parents  presented  a history  compatible  with 
seasonal  or  perennial  allergic  rhinitis  and/or  asth- 
ma and  reacted  positively  on  skin  test  to  at  least 
one  inhalant  excluding  dust. 

The  following  symptom  definitions  were  used  in 
evaluation  of  parents  and  infants. 

1.  Perennial  allergic  rhinitis  was  defined  as  a per- 
sistent nasal  congestion  or  a postnasal  drip  present 
in  the  absence  of  overt  infection,  more  noticeable  at 
bedtime  and/or  arising  in  the  morning  during  the 
colder  months  of  the  year,  and  on  known  exposure  to 
dust  and  epidermoids. 

2.  Seasonal  allergic  rhinitis  was  defined  as  aug- 
mented nasal  congestion,  postnasal  drip,  and  sneezing 
present  during  the  peak  of  any  of  the  mold  or  pollen 
seasons. 

3.  Bronchial  asthma  was  defined  as  dyspnea  asso- 
ciated with  prolonged  expiration,  rales,  and  prompt 
response  to  a sympathomimetic  agent. 

4.  Chronic  atopic  dermatitis  was  defined  as  the 
presence  of  an  erythematous,  pruritic  eruption  with 
predilection  for  the  depth  of  the  flexural  creases  in 
contrast  with  the  folds  of  apposition  usually  associ- 
ated with  weeping,  oozing,  and  crusting. 

The  group  pediatrician  cooperated  fully  in  the 
study  so  that  at  the  first  sign  of  noninfectious  co- 
ryzal  symptoms,  wheezing  of  any  cause,  or  derma- 
titis, the  infant  was  referred  to  the  study  allergist. 
In  addition,  all  charts  of  the  patients  in  the  study 
were  reviewed  monthly  for  any  notations  by  the 
attending  pediatrician  suggesting  an  allergic  dis- 
order. If  the  notations  on  the  chart  warranted 
further  investigation,  the  mother  was  called  and 
asked  to  bring  the  child  in  to  see  one  of  the  study 
allergists. 

Occurrence  of  allergy 

This  report  concerned  observations  made  on  754 
infants  born  alive  between  November  1,  1965,  and 
May  31,  1968,  and  observed  through  September 
30,  1968,  as  well  as  interviews  on  1,508  parents 
Table  I).  A definite  diagnosis  of  allergy  was 
nade  in  49  of  these  infants:  6 had  asthma,  38 


TABLE  II.  Children  (49)  with  allergic  diagnosis 

Diagnosis 

Number 

Bronchial  asthma 

6 

Perennial  allergic  rhinitis 

38 

Seasonal  allergic  rhinitis 

1 

Eczema 

15 

Asthma  and  perennial  allergic 

3 

rhinitis 

Asthma  and  eczema 

0 

Perennial  allergic  rhinitis  and 

6 

eczema 

Asthma,  perennial  allergic  rhinitis, 

1 

and  eczema 

TABLE  III.  Allergic  background  of  children 
with  allergy  diagnosis 


Diagnosis 

All 

Children 

Non- 

allergic 

back- 

ground 

, Allergic  Background • 

Uni-  Bi- 

Total  lateral  lateral 

All  Children 

754 

343 

411 

283 

128 

Total  with  allergy 
diagnosis 

49 

20 

29 

18 

11 

Asthma 

Seasonal  allergic 

6 

3 

3 

3 

rhinitis 

1 

1 

PAR* 

38 

15 

23 

13 

10 

Eczema 

15  • 

5 

10 

6 

4 

Asthma  and  PAR* 

3 

1 

2 

2 

Asthma  and  eczema 

PAR*  and  eczema 
Asthma,  PAR,*  and 

6 

3 

3 

3 

eczema 

1 

1 

1 

* PAR  = Perennial  allergic  rhinitis. 


had  perennial  allergic  rhinitis,  15  had  atopic  ecze- 
ma, and  1 had  definite  ragweed  pollenosis.  This 
greater  incidence  of  a nasal  allergic  symptom 
compared  to  eczema  in  an  allergic  infant  popula- 
tion has  also  been  noted  by  Dees8  (Table  II). 

About  60  per  cent  of  the  allergic  children  came 
from  families  with  an  allergic  background  (29  out 
of  49).  Twenty-nine  children  out  of  a total  of  411 
with  allergic  background  developed  allergic  symp- 
toms (7  per  cent)  as  compared  with  20  children 
out  of  the  343  families  with  a nonallergic  back- 
ground (6  per  cent)  (Table  III). 

It  is  generally  accepted  that  a positive  skin  test 
result  alone,  irrespective  of  the  history,  must  also 
be  considered  in  the  determination  of  whether  or 
not  an  individual  is  atopic  (Table  IV).  Parents  of 
456  of  the  children  were  skin  tested.  Of  these, 
396  had  positive  skin  test  results,  and  179  were  in 
a group  where  both  parents  were  positive. 

Of  the  49  children  diagnosed  as  having  allergic 
disease,  43  came  from  the  family  group  where 
both  parents  were  given  skin  tests.  Thirty-five  out 
of  the  396  families  where  either  parent  had  posi- 
tive skin  test  results  (9  per  cent)  displayed  allergic 
symptoms  before  thirty  months  of  age.  Eighteen 
of  these  children  out  of  179  where  both  patients 
had  positive  skin  test  results  (10  per  cent)  devel- 
oped allergic  symptoms  as  compared  with  17  out  of 
217  (7.5  per  cent)  where  only  one  parent  reacted 
positively.  There  were  only  60  children  whose 
parents  had  negative  skin  test  results,  and  8 of 
them  were  allergic  (13  per  cent). 
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TABLE  IV.  Incidence  of  allergy  in  children  of  parents  skin  tested 


Diagnosis 

All 

Children 

Total  with 
Parents  Skin 
Tested 

Total  With  Parental  Skin 
Test  Result 
Negative  Positive 

Total  with  1 or  Both 
Parents  Positive 
1 2 

All  Children 

754 

456 

60 

396 

217 

179 

Total  with  allergy 

49 

43 

8 

35 

17 

18 

diagnosis 

Asthma 

6 

5 

5 

3 

2 

Seasonal  allergic 

1 

1 

1 

1 

rhinitis 

PAR* 

38 

37 

8 

29 

14 

15 

Eczema 

15 

11 

2 

9 

5 

4 

Asthma  and  PAR* 

3 

3 

3 

1 

2 

Asthma  and  Eczema 

PAR*  and  eczema 

6 

6 

2 

4 

2 

2 

Asthma,  PAR,*  and 

1 

1 

1 

1 

eczema 

* PAR  = Perennial  allergic  rhinitis. 


TABLE  V.  Family  background  and  incidence  of  allergy 
during  the  first  year  of  life  for  children  born  from 
November  1,  1965,  through  May  31,  1968,  and 
observed  through  September  30,  1968 


Family 

Background 

Person 
Years*  of 
Observation 

Number  of 
Children 
with  Allergy 
Diagnosed 
Before 
First 
Birthday 

Incidence 
Rate  Per 
100 

Children 
Per  Year 

All  Families 

686 

44 

6.4 

Nonallergic 

304 

16 

5.3 

Allergic 

382 

28 

7.3 

One  parent 

263 

17 

6.5 

Both  parents 

119 

11 

9.2 

* The  number  of  months  a child  has  been  observed  from  birth  until 
September  30,  1968,  summed  up  for  all  children  and  the  total  divided  by 
12.  A maximum  of  twelve  months  is  included  for  any  child  over  one 
year  of  age  as  of  September  30,  1967. 

Table  V shows  our  experience  with  the  754  chil- 
dren observed  during  the  thirty-five-month  period 
of  study.  If  the  number  of  months  a child  had 
been  observed  from  birth  until  September  30, 
1968,  is  summed  up  for  all  children,  and  the  total 
divided  by  12,  we  have  person  years  of  observa- 
tion. The  only  children  included  were  those  for 
whom  a diagnosis  of  allergy  had  been  made  during 
the  first  year  of  life.  A child  had  to  be  observed 
for  a full  year  to  be  considered  as  one  person  year. 
Therefore,  4 children  who  had  been  observed  for 
only  three  months  each  would  be  considered  as 
having  one  person  year  of  observation.  This  ac- 
counts for  the  686  on  Table  V instead  of  our  total 
of  754  children  observed.  Forty-four  children 
were  diagnosed  as  having  allergic  symptoms  be- 
fore the  first  birthday,  an  incidence  of  6.4  per  cent 
per  hundred  children  per  year;  5.3  per  cent  were 
judged  to  have  come  from  nonallergic  families,  7.3 
per  cent  from  allergic  families.  If  both  parents 
were  allergic  the  incidence  rate  was  9.2  per  cent 
per  year.  These  figures  are  based  on  history  and 
skin  test  findings.  If  we  were  to  use  skin  testing 
alone  as  a criterion,  we  come  across  a paradox  due 
to  the  small  number  of  parents  with  negative  skin 
test  results  (Table  VI). 


TABLE  VI.  Skin  testing  results  and  incidence  of  allergy 
during  the  first  year  of  life,  children  born  from 
November  1,  1965,  through  May  31,  1968,  and 
observed  through  September  30,  1968 

Number  of 
Children 
with  Allergy 


Diagnosed 

Incidence 

Family 

Before 

Rate  Per  100 

Family  Skin 

Years  of  Ob- 

First 

Children 

Testing 

servation* 

Birthday 

Per  Year 

All  families 

428 

37 

8.6 

tested 

Negative  skin 

55 

7 

12.7 

test 

Positive  skin 

373 

30 

8.0 

test 

One  parent 

202 

15 

7.4 

Both  parents  171 

15 

8.8 

* The  number  of  months  a child  has  been  observed  from  birth  until 
September  30,  1968  summed  up  for  all  children  and  the  total  divided  by 

12.  A maximum 

of  twelve  months 

is  included  for 

any  child  over  one 

year  of  age  as  of  September  30,  1968. 

Since  only  55  of  our  parents  had  negative  skin 
test  results,  the  12.7  per  cent  incidence  must  be 
classed  as  nonsignificant.  It  is  interesting  to  note 
the  trend  toward  the  higher  incidence  of  allergic 
children  where  both  parents  are  allergic. 

Allergic  manifestations  in  the  infants  could  not 
be  related  to  nasal  or  peripheral  eosinophilia. 
This  observation  was  in  accord  with  the  experi- 
ence of  Buffum9  who  noted  that  negative 
nasal  smears  may  occur  during  asymptomatic  and 
symptomatic  periods  of  respiratory  allergy.  As 
noted  in  a previous  publication  there  were  6 in- 
fants who  had  one  or  more  reactions  to  foods;  all 
reactions,  with  the  exception  of  those  to  cow’s 
milk,  were  manifested  by  dermatitis. 10 

Comment 

Freeman  and  Johnson,11  in  a follow-up  study  of 
eighth  graders  for  whom  the  prevalence  rate  of  al- 
lergy originally  was  about  20  per  cent,  found  that 
four  years  later  the  prevalence  rate  was  26  per 
cent.  Since  the  incidence  rate  of  our  group  dur- 
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TABLE  VII.  History  of  asthma  for  parents  of  children 
diagnosed  as  asthmatic  or  wheezers* 


Diagnosis 

Total 

Negative 

History 

on 

Parents 

Mother 

Asth- 

matic 

F ather 
Asth- 
matic 

Total 

40 

29 

5 

6 

Asthma 

6 

4 

1 

1 

Wheezing 

34 

25 

4 

5 

* In  no  instance  were  both  parents  asthmatic. 


mg  the  first  year  of  life  was  only  8.6  per  cent  and 
that  of  their  parents  36  per  cent,  one  must  con- 
clude that  as  one  gets  older  the  chances  of  becom- 
ing allergic  are  greater.  Whether  this  is  caused 
by  hereditary  or  environmental  factors  or  both  is 
beyond  the  scope  of  this  study. 

In  two  studies  Smith  and  Knowler12-13  have  sug- 
gested a factor  transmittable  from  parent  to  child 
or  spouse  to  spouse  as  a cause  of  allergy.  The 
transmission  possibly  could  be  through  exfoliated 
cells  rather  than  infection.  In  our  group  of  754 
children  there  were  40  with  asthma  and/or  wheez- 
ing. Of  these  children,  29  came  from  families 
where  neither  mother  nor  father  were  asthmatic 
(Table  VII).  This  concept  could  be  followed  fur- 
ther. 

It  is  clear  that  in  a study  of  this  type  where  skin 
testing  must  be  considered  an  integral  part  of  the 
work-up,  there  is  a built-in  bias.  Of  our  over  1,500 
parents,  75  per  cent  of  those  with  an  allergic  his- 
tory were  willing  to  submit  to  skin  testing,  com- 
pared with  only  35  per  cent  of  the  nonallergic 
group. 

There  is  no  statistical  evidence  from  our  figures 
that  the  incidence  of  allergy  from  allergic  parents 
is  higher.  There  is  a definite  trend  noted  that  off- 
spring of  two  allergic  parents  are  more  apt  to  de- 
velop allergic  symptoms  than  their  counterparts 
from  the  nonallergic  group. 

It  is  of  interest  that  44  of  the  49  children  in 
whom  allergy  did  develop  in  the  thirty  months  of 
our  observation  displayed  symptoms  in  the  first 
year.  The  pediatrician  usually  has  the  primary 
responsibility  for  care  of  this  group,  and  his 
awareness  of  the  possibility  of  allergy  will  make 
the  diagnosis  possible.  The  use  of  an  antihista- 
mine instead  of  an  antibiotic  should  be  considered 
when  there  is  no  obvious  infection  present.  If  the 
antihistamine  is  effective,  certain  measures  can  be 
taken  before  referring  the  patient  to  an  allergist. 
These  steps  include  (1)  use  of  environmental 
I control,  such  as  isolation  of  pets  and  placing  the 
child  in  a dust-free  bedroom;  (2)  diet  to  eliminate 
the  common  food  allergens,  such  as  milk,  wheat, 
and/or  eggs;  and  (3)  avoidance  of  nasopharyngeal 
surgery  as  a therapeutic  device  to  “cure”  colds. 
When  these  simple  measures  fail,  an  allergic  con- 
sultation is  advisable.  Even  in  this  age  group, 


testing  either  directly  or  by  passive  transfer  can 
be  helpful  in  establishing  a diagnosis.  Hyposensi- 
tization treatment  may  be  indicated  even  in  a 
very  young  child,  and  the  results  may  gratify  even 
those  pediatricians  who  feel  the  child  will  outgrow 
the  symptoms.  No  modalities  of  treatment 
should  be  ignored  in  preventing  the  complications 
of  untreated  allergic  disease  and  in  making  the  in- 
fant more  comfortable  and  possibly  free  from  con- 
stant “colds.” 

Summary 

We  observed  754  infants  born  alive  between  No- 
vember 1,  1965,  and  May  31,  1968,  through  Sep- 
tember 30,  1968.  Forty-nine  of  these  children  de- 
veloped definite  allergic  symptoms,  an  incidence 
rate  of  8.6  per  cent.  In  this  age  group,  there  is  no 
significant  difference  in  the  development  of  allergy 
in  the  offspring  of  the  allergic  parents,  as  com- 
pared with  the  nonallergic  parents.  Despite  the 
lack  of  statistical  data,  there  is  a definite  tenden- 
cy for  offspring  from  two  allergic  parents  to  devel- 
op allergy,  compared  with  children  of  nonallergic 
parents. 

Since  a very  high  majority  of  our  patients  devel- 
op allergic  symptoms  in  the  first  year,  it  is  abso- 
lutely essential  that  the  pediatrician  be  aware  of 
this  possibility  and  make  the  diagnosis  of  allergy 
early. 

14  East  60th  Street 
New  York,  New  York  10022 
(DR.  BROWN) 
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Cromolyn  Sodium 
(Disodium  Cromoglycate) 
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Asthma 
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In  recent  years  a great  deal  of  attention  has  fo- 
cused on  the  use  of  cromolyn  sodium  (Intal,  Cro- 
molyn, Lomudal,  Aarane)  in  the  treatment  of 
asthma.1  This  drug  appears  to  be  the  first  com- 
pound to  be  effective  prophylactically  in  asth- 
ma.2-4 

Cromolyn  sodium  was  studied  originally  in  En- 
gland in  1965  during  investigation  of  the  broncho- 
dilating  properties  of  kellin-related  compounds.5 
This  drug  (disodium  salt  of  l,3-bis[2-carboxy- 
chromon-5-yloxy]-2-hydroxypropane)  does  not 
have  bronchodilating  properties,  direct  effect  on 
smooth  muscle,  antiinflammatory  activity,  influ- 
ence on  ciliary  motility  or  mucus  flow  in  the  pul- 
monary system,  and  does  not  interfere  with  the 
adenylcyclase  cyclic  3'5'-adenosine  monophos- 
phate system.6 

The  action  of  disodium  cromoglycate  in  pre- 
venting asthma  appears  to  be  by  inhibition  of  the 
release  of  chemical  mediators;  by  its  action  on  the 
cell  surface  it  appears  to  prevent  mast-cell  de- 
granulation when  the  cells  are  challenged  by  cer- 
tain trigger  agents.7,8  Such  agents  include  anti- 
gens, chemical  compounds  such  as  aspirin  and 
phospholipase  A,  and  probably  other  agents  as  yet 
unidentified  but  which  may  be  active  in  asthma 
induced  by  exercise  and  hyperventilation.9  The 
drug  is  effective  only  when  delivered  directly  to  its 
site  of  action.  For  this  reason  it  is  administered 
as  a micronized  powder  inhaled  through  a device 
called  a spinhaler.  About  2 mg.  of  the  drug  from 
a single  20-mg.  capsule  are  absorbed.  No  accu- 
mulation of  the  drug  in  the  lungs  or  elsewhere  has 
been  noted.  It  is  excreted  unchanged,  largely  in 
urine  and  bile,  and  does  not  cross  the  placenta  or 
the  blood-brain  barrier. 

While  numerous  clinical  studies  of  this  drug 
have  shown  disodium  cromoglycate  to  be  effective 
in  the  treatment  of  asthma,  some  studies  did  not 
demonstrate  such  clear-cut  therapeutic  effective- 
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lergy, February  13,  1972. 


TABLE  I.  Age  and  sex  distribution  of  31  patients  who 
completed  study* 


Age  (Years)  and  Sex 

Number 

Male 

10  to  17 

4 

18  to  43 
Females 

5 

9 to  17 

5 

18  to  53 

17 

* Study  began  with  34,  3 were  dropped  for  various  reasons. 


ness. 10-12  The  purpose  of  the  present  study,  there- 
fore, was  to  assess  the  clinical  usefulness  of  disodi- 
um cromoglycate  in  children  and  adults  with  pe- 
rennial asthma. 

Materials  and  methods 

Thirty-four  patients  were  carefully  selected  for 
inclusion  in  the  double-blind  crossover  study.13 
All  had  had  perennial  asthma  for  at  least  one 
year  prior  to  the  study  and  had  been  under  the 
care  of  one  of  us  for  at  least  six  months.  All  were 
symptomatic.  Patients  included  both  children 
and  adults,  males  and  females. 

Table  I shows  the  age  and  sex  distribution  for 
the  31  patients  who  completed  the  trial. 

The  trial  design  consisted  of  two  periods,  “S” 
and  “T,”  of  four  weeks  each,  preceded  by  a base- 
line week  during  which  the  patient  became  famil- 
iar with  the  use  of  the  spinhaler  and  formed  good 
record-keeping  habits. 

Patients  were  admitted  to  the  trial  using  a ran- 
dom code,  so  that  while  each  patient  received 
capsules  S before  capsules  T,  the  treatment  se- 
quence was  either  placebo-active  or  active-place- 
bo. The  study  was  adequately  double-blinded  in 
that  neither  patient  nor  physician  knew  to  which 
treatment  sequence  the  patient  had  been  allotted. 
Each  active  drug  capsule  contained  20  mg.  of  di- 
sodium cromoglycate  together  with  lactose  as  dil- 
uent. The  placebo  capsules  were  identical  in  ap- 
pearance; each  contained  5 mg.  of  anhydrous  sodi- 
um sulfate  as  a bitteriser  and  lactose  as  diluent. 
Patients  were  instructed  to  use  4 capsules  daily 
and  to  completely  empty  each  capsule  of  its  con- 
tent of  powder. 

During  the  trial,  established  treatment  pro- 
grams including  hyposensitization  were  continued 
on  an  unchanged  regimen.  Drug  therapy  contin- 
ued to  be  adjusted  to  need;  corticosteroid  doses 
were  adjusted  upward  as  indicated  by  exacerba- 
tions or  downward  to  the  lowest  pretrial  dose. 
Each  patient  kept  a daily  record  of  medications 
and  scored  symptoms  daily.  Patients  were  exam- 
ined at  biweekly  intervals,  and  blood  counts  and 
determinations  of  blood  chemistry  were  performed 
at  the  start,  middle,  and  end  of  the  trial.  All  pa- 
tients had  chest  roentgenograms  at  the  beginning 
and  end  of  the  trial,  and  some  patients  had  stan-  , 
dard  pulmonary  function  tests  before  and  after 
the  drug-study  period. 
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TABLE  li.  Symptomatology  scores,  summary  of  results  of  mean  and  t test  for  paired  data,  all  patients 


Parameter 

Placebo 

Mean  S.D. 

Active — — > 

Mean  S.D. 

Difference ~ 

Mean  S.D. 

t from  t 
Test 

Exact  Prob- 
ability of  t 

Wheeze 

1.4 

1 .5 

0.9 

1.3 

-0.5 

1.5 

-1.824 

0.0409 

Dyspnea 

0.7 

1.1 

0.3 

0.7 

-0.4 

1.3 

-1.803 

0.0427 

Tightness 

10.0 

1.3 

0.4 

0.8 

-0.5 

1.3 

-2.101 

0.0239 

Cough 

0.8 

1.2 

1 .0 

1.1 

0.2 

1.5 

0.623 

0.2709 

TABLE  III.  Effectiveness  of  drug 


Age  Range 
(Y  ears) 

Type  of  Asthma 
Intrinsic  Extrinsic 

Effec- 

tive 

Ineffec- 

tive 

9 to  17 

9 

7 

2 

18  to  53 

6 

2 

4 

18  to  53 

16 

13 

3 

In  this  study  the  population  fell  within  two  age 
groups,  nine  to  seventeen  years  old  and  eighteen 
to  fifty-three  years  old.  Extrinsic  asthmatic  pa- 
tients were  those  with  a positive  skin  test  result  to 
an  inhaled  antigen,  symptoms  on  exposure  to  an- 
tigen, and  symptoms  sometimes,  but  not  always 
worse  with  infection.  Intrinsic  asthmatic  patients 
had  negative  skin  test  results,  no  symptoms  on 
exposure  to  antigen,  and  symptoms  which  always 
worsened  with  infection.  Patients  with  a mixture 
of  both  extrinsic  and  intrinsic  factors  were  includ- 
ed in  the  extrinsic  group,  which  accounts  for  the 
relatively  large  number  of  patients  classified  as 
extrinsic. 

Results 

Of  the  34  original  patients,  31  completed  the 
cross-over  trial.  One  patient  was  asymptomatic 
after  one  week  of  lactose  inhalation  and  so  was 
dropped  from  the  study.  One  patient  developed 
thrombophlebitis  unrelated  to  the  disodium 
cromoglycate  medication  and  was  removed  from 
the  study.  The  third  patient  was  eliminated 
when  she  became  unable  to  tolerate  inhaling  the 
active  drug. 

Clinical  usefulness  of  disodium  cromoglycate 
was  determined  on  the  basis  of  overall  improve- 
ment in  symptoms  during  the  four  weeks  of  the 
trial  in  which  the  patient  received  the  active  drug. 
The  judgment  was  reflected  in  lower  symptom 
scores  including  numerical  evaluation  of  the  se- 
verity of  wheezing,  dyspnea,  and  tightness;  de- 
creased medication  usage;  and  the  patient’s  own 
evaluation  of  the  drug.  The  last  had  to  coincide 
with  the  attending  physician’s  independent  evalu- 
ation which  also  included  improvement  on  physi- 
! cal  examination  and,  in  some  patients,  pulmonary 
function  measurements.  In  the  study  group  as  a 
whole,  there  was  a statistically  significant  (p 
<0.05)  subjective  improvement  in  wheezing,  dys- 
pnea, and  chest  tightness  for  patients  using  the 
active  drug  versus  the  placebo  preparation  (Table 
II).  Of  the  21  patients  who  were  improved  by  di- 
sodium cromoglycate  in  the  double-blind  study, 
20  chose  to  continue  disodium  cromoglycate  ther- 


apy regularly  on  an  open  trial  basis. 

Table  III  shows,  by  age  group  and  type  of  asth- 
ma, the  results  of  the  trial.  All  of  the  patients  in 
the  nine-  to  seventeen-year-old  group  were  diag- 
nosed as  having  extrinsic  asthma.  The  drug 
proved  effective  in  7 out  of  9 patients  in  this 
group.  In  the  eighteen-  to  fifty-five-year-old 
group,  6 patients  had  intrinsic  asthma.  Disodium 
cromoglycate  was  found  to  be  effective  in  only  2 
members  of  this  group.  Of  the  16  patients  in  the 
older  age  group  with  extrinsic  asthma,  13  benefit- 
ed from  the  use  of  the  drug.  There  was  a prepon- 
derance of  females  in  this  group;  disodium  cromo- 
glycate was  found  to  be  effective  for  92  per  cent  of 
females  as  compared  with  50  per  cent  of  the 
males. 

In  previous  studies  the  number  of  patients  not- 
ing improvement  while  on  the  placebo  has  been 
high.  Because  of  the  necessity  of  carrying,  load- 
ing, and  cleaning  the  spinhaler  and  because  of  its 
resemblance  to  commonly  used  inhaled-aerosol 
bronchodilators,  a high  placebo  value  in  this  type 
of  study  is  difficult  to  overcome.  In  the  present 
case  3 patients  felt  that  the  placebo  was  more  use- 
ful than  the  active  drug,  3 felt  that  they  were 
equally  efficacious,  and  20  felt  that  the  active 
drug  was  more  beneficial  than  the  placebo.  Two 
of  the  3 patients  who  felt  they  were  equally  bene- 
ficial were  placed  in  the  open  trial  because  the  at- 
tending physician  felt  that  the  active  drug  had 
been  of  significant  effect.  These  2,  both  chronic 
steroid  users,  could  be  managed  on  disodium 
cromoglycate  alone  since  that  time.  Five  patients 
felt  that  there  had  been  favorable  effect  from  nei- 
ther the  disodium  cromoglycate  nor  the  placebo. 

It  should  be  noted  that  at  least  one  previous 
study  showed  that  there  was  a strong  carry-over 
effect  of  active  drug  effect  into  the  placebo  peri- 
od.14 In  some  cases  this  effect  appears  to  last  as 
long  as  four  weeks,  the  length  of  the  placebo  trial 
period  in  the  present  study.  Thus  it  was  expected 
that  when  active  drug  was  given  first,  symptom 
scores  which  dropped  during  the  disodium  cromo- 
glycate period  would  not  return  rapidly  or  com- 
pletely to  baseline  levels. 

Of  the  31  patients  who  completed  the  double- 
blind study,  19  required  corticosteroids  contin- 
uously for  control  of  their  asthma  prior  to  the 
study.  Twelve  of  these  patients  were  able  to  de- 
crease the  daily  cortisone  dose  by  50  per  cent  or 
more  while  using  the  active  drug.  Of  these  12,  8 
have  been  able  subsequently  to  eliminate  cortico- 
steroids entirely.  Six  patients  were  unable  to 
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TABLE  IV.  FEV)  (per  cent)  before  and  after 
cromolyn  sodium  trials 


Patient 

Before  Cromolyn 
Sodium 

After  Cromolyn 
Sodium 

1 

70 

87 

2 

85 

80 

3 

48 

51 

4 

67 

55 

5 

57 

65 

6 

68 

68 

7 

70 

60 

have  their  cortisone  dose  reduced  significantly. 
Only  1 of  these  patients  went  on  to  the  open 
trial.  She  has  improved  clinically  and  has  not 
had  to  increase  her  cortisone  dose. 

Nineteen  of  the  31  patients  were  able  to  effect  a 
decrease  of  50  per  cent  or  more  in  their  daily  dose 
of  bronchodilators.  The  symptoms  of  other  aller- 
gic airway  diseases  besides  asthma  were  unaltered 
by  the  use  of  disodium  cromoglycate  as  adminis- 
tered in  the  present  study.  Disodium  cromogly- 
cate is  known  to  inhibit  nasal  obstruction  due  to 
antigen  challenge  when  applied  intranasally. 15-17 

Seven  patients  had  pulmonary  function  studies 
performed  before  using  disodium  cromoglycate  for 
the  first  time  and  again  after  they  had  been  using 
the  drug  for  at  least  four  months  (mean,  seven 
months).  FEV  (forced  expiratory  volume),  PEFR 
(peak  expiratory  flow  rate),  and  MMF  (maximal 
midexpiratory  flow)  were  studied.  The  results  of 
the  FEV  studies  are  given  in  Table  IV.  Two  pa- 
tients showed  improvement  in  FEVi  values,  2 re- 
mained the  same  as  before  the  trial,  and  3 showed 
a decrease  in  FEV,  values  despite  continued  sub- 
jective improvement.  The  findings  were  compa- 
rable for  PEFR  and  MMF  measurements. 

Laboratory  tests  done  on  all  patients  prior  to, 
during,  and  at  the  end  of  the  trial  included  com- 
plete urinalysis,  complete  blood  count,  alkaline 
phosphatase,  cholesterol,  total  bilirubin,  total 
protein,  albumin,  globulin,  albumin-globulin 
ratio,  total  lipids,  serum  glutamic  oxaloacetic 
transaminase,  lactic  dehydrogenase,  creatinine, 
glucose,  blood  urea  nitrogen  and  uric  acid. 

There  were  no  sustained  abnormalities  in  any 
patient;  no  variations  from  normal  were  consid- 
ered to  be  due  to  disodium  cromoglycate.  The  drug 
did  not  adversely  affect  pulse,  blood  pressure,  or 
weight  in  any  patient. 

Case  reports 

The  following  3 illustrative  case  histories  were 
chosen  as  representative  of  our  study  group. 

Case  8.  A nine-year-old  white  girl  had  severe  ecze- 
ma since  birth  and  asthma  since  one  year  of  age.  The 
first  episode  of  asthma  followed  an  upper  respiratory 
infection.  Wheezing  is  constant  at  present  and  is  usu- 
ally made  worse  by  infection.  There  have  been  numer- 
ous hospitalizations  for  asthma.  Eczema  and  wheezing 
have  been  somewhat  worse  in  spring.  The  patient  has 


significantly  positive  intradermal  skin  test  reactions  to 
dust,  pollens,  mold,  and  dog  dander.  Prednisone  dose 
averaged  10  mg.  per  day  during  the  year  prior  to  start- 
ing the  study  and  20  mg.  per  day  for  the  month  before 
the  study  began.  During  most  of  the  first  four  weeks 
of  the  trial,  the  patient  continued  to  have  severe  inspi- 
ratory and  expiratory  wheezing;  her  cortisone  dose  re- 
mained the  same.  During  the  second  four  weeks  of  the 
study  (later  proved  to  be  the  active  drug  period)  while 
the  patient’s  cortisone  dose  was  being  reduced  to  10 
mg.  daily,  the  patient  became  entirely  free  of  respira- 
tory distress  and  had  entirely  normal  auscultatory  find- 
ings. During  the  second  of  the  four  weeks,  the  patient 
was  hospitalized  because  of  pneumonia;  during  the 
hospitalization  she  did  not  wheeze.  Her  exercise  toler- 
ance increased.  The  drug  used  during  the  second  four 
weeks  was  picked  by  both  patient  and  physician  as 
being  the  active  drug;  this  agreed  with  the  code,  and 
the  patient  continued  to  use  disodium  cromoglycate  in 
the  open  (extended)  study.  Her  cortisone  dose  was 
eliminated  entirely,  resulting  in  a severe  recurrence  of 
her  eczema  but  continued  improvement  in  her  asthma. 
This  patient  represents  the  most  gratifying  results  with 
the  use  of  disodium  cromoglycate;  severe  asthma  is  im- 
proved and  chronic  corticosteroid  dose  is  reduced  or 
eliminated. 

Case  9.  A ten-year-old  white  boy  had  a seven-year 
history  of  ragweed  hay  fever  and  asthma  occurring 
perenially  but  more  severely  during  the  summer.  The 
patient  was  unable  to  help  his  father,  a gardener,  or  to 
exert  himself  with  others  of  his  age  because  of  his  asth- 
ma. There  is  a strong  family  history  of  allergic  dis- 
ease. The  patient  had  significant  positive  intradermal 
skin  test  reactions  to  ragweed,  dust,  and  molds.  He 
required  daily  bronchodilators  for  control  of  symptoms. 
During  the  first  four  weeks  in  the  study,  there  was  no 
discernible  change  in  the  patient’s  condition.  Mild 
improvement  occurred  during  the  first  half  of  the  ac- 
tive drug  period,  and  complete  elimination  of  wheezing 
occurred  during  the  last  two  weeks.  Exercise  tolerance 
was  increased,  and  there  was  100  per  cent  reduction  in 
the  use  of  bronchodilators.  This  is  the  type  of  patient 
in  whom  disodium  cromoglycate  will  have  its  greatest 
effect,  the  young  extrinsic  asthmatic  who  is  able  to  live 
a normal  life  with  little  or  no  wheezing. 

Case  10.  A forty-eight-year-old  housewife  had  a 
twenty-year  history  of  asthma  and  seasonal  allergic  rhi- 
nitis. The  asthma  had  been  worsening  for  two  years 
prior  to  entering  the  present  study,  was  very  severe  in 
the  winter,  and  interfered  markedly  with  her  usual  ac- 
tivities. She  had  significant  positive  intradermal  test 
reactions  to  pollens,  molds,  and  dog  dander.  Her  asth- 
ma was  made  worse  with  infection.  She  required  in- 
termittent corticosteroid  medication  for  control  of  her 
symptoms,  averaging  10  mg.  per  day  for  one  month 
prior  to  starting  the  study.  During  the  first  four  weeks 
of  the  trial,  the  patient  continued  to  have  diffuse  expir- 
atory wheezing  with  dyspnea,  chest  tightness,  and 
cough  similar  in  degree  to  that  previously  present. 
During  the  next  four  weeks,  the  physical  examination 
became  normal  and  the  patient  had  no  subjective 
symptoms.  Auxiliary  drug  usage,  mainly  bronchodila- 
tors. decreased,  the  cortisone  dose  remaining  un- 
changed. Both  patient  and  physician  agreed  that  drug 
T was  effective  in  reducing  symptoms;  the  code  re- 
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vealed  that  the  patient  had  been  using  the  active  drug 
during  the  first  four  weeks  and  the  placebo  during  the 
second  four-week  period  (drug  period  T).  This  case 
points  up  the  problem  of  the  “placebo  responder”  in 
studies  of  drug  effectiveness.  The  possibility  of  some 
carry-over  of  a real  drug  effect  from  the  preceding  ac- 
tive period  cannot  be  entirely  excluded.  It  has  been  re- 
ported that  some  patients  may  take  more  than  a 
month  to  show  benefit  from  disodium  cromoglycate 
therapy.18 

Comment 

Disodium  cromoglycate  was  found  to  be  effec- 
tive in  the  treatment  of  asthma  in  two  thirds  of 
the  patients  in  this  study.  The  drug  seemed  to 
work  best  in  the  younger-age  group  and  in  those 
patients  who  had  asthma  of  the  extrinsic  type. 
The  greater  number  of  extrinsic  asthmatics  in 
the  study  reflects  the  assignment  of  mixed  types 
to  the  extrinsic  group.  These  are  patients  who 
are  atopic  but  whose  asthma  often  is  influenced 
by  infection.  There  were  few  pure,  intrinsic, 
nonatopic  asthmatics.  These  patients,  however, 
often  have  severe  difficulty  which  is  very  resistant 
to  treatment.  Unfortunately,  disodium  cromogly- 
cate has  not  been  shown  to  add  significantly  to 
therapeutic  measures  presently  in  use  for  such  pa- 
tients. The  reason  for  the  92  per  cent  effective- 
ness of  the  drug  in  females  with  extrinsic  asthma 
in  the  older-age  group  as  compared  with  males  in 
the  same  age  and  type  of  asthma  group  (50  per 
cent)  is  unexplained.  However,  the  numbers  in- 
volved are  too  small  to  draw  any  valid  conclusion. 

In  this  study  side-effects  of  the  drug  were  found 
to  be  few  and  mild.  However,  2 patients  who  pre- 
viously had  no  difficulty  with  the  practice  of  lac- 
tose inhalation  were  unable  to  tolerate  inhaling 
the  drug.  One  patient  was  dropped  from  the  dou- 
ble-blind trial,  the  other  chose  not  to  continue  on 
the  active  drug  in  the  open  trial  despite  improve- 
ment in  his  asthma.  The  presence  of  isoprotere- 
nol in  the  powder  as  used  in  Great  Britain  may 
overcome  this  problem. 

Disodium  cromoglycate  is  effective  in  reducing 
or  eliminating  the  chronic  corticosteroid  medica- 
tion of  some  patients.19  The  steroid  dose  must  be 
tapered  gradually  in  an  acceptable  manner,  and 
the  possibility  that  other  problems  under  steroid 
control  may  emerge  in  some  patients  must  be  kept 
in  mind.  The  amount  and  variety  of  bronchodila- 
tors  can  be  significantly  reduced  in  many  pa- 
tients. Objective  measurements  of  pulmonary 
function,  in  which  the  degree  of  symptomatic  im- 
provement is  not  well  reflected,  are  in  accord  with 
the  findings  of  several  other  studies.'20-21  Single 
tests  performed  at  random  would  not  be  expected 
to  reflect  the  constant  state  for  a given  patient, 
j since  the  airway  resistance  of  the  large  airways 
varies  continuously.  However,  when  more  com- 
plete studies  of  pulmonary  function  are  done  to 
eliminate  other  variables,  significant  improvement 


in  lung  function  with  the  use  of  disodium  cromo- 
glycate can  be  shown.22 

Previous  studies  had  shown  that  extrinsic  asth- 
matics are  most  likely  to  benefit  from  disodium 
cromoglycate.  Because  of  the  poor  results  in  sev- 
eral of  the  patients  so  classified  in  this  study,  we 
were  forced  to  a clinical  reevaluation  of  our  origi- 
nal classification.  In  at  least  1 instance,  we  have 
changed  our  impression  and  are  treating  the  pa- 
tient as  having  intrinsic  asthma.  Other  physi- 
cians may  also  note  the  usefulness  of  disodium 
cromoglycate  as  a diagnostic  tool. 

Disodium  cromoglycate  has  not  proved  to  be 
the  final  answer  to  the  problems  of  asthma. 
However,  the  results  of  this  study  show  that  the 
drug  does  benefit  many  patients  who  suffer,  often 
severely,  from  asthma.  Its  action  is  prophylactic 
in  nature,  providing  patients  both  with  freedom 
from  the  certainty  of  wheezing  and  with  the  abili- 
ty to  function  without  recourse  to  frequent,  var- 
ied, often  unpleasant  medications.  Thus,  diso- 
dium cromoglycate  is  an  important  addition  to  be 
considered  for  use  in  the  prevention  and  adjunc- 
tive management  of  asthma. 

Summary 

Disodium  cromoglycate  was  used  by  31  patients 
with  perennial  asthma  in  a double-blind  crossover 
study.  The  population  could  be  stratified  into 
two  age  groups:  nine  to  seventeen  years  and 

eighteen  to  fifty-three  years  of  age;  both  groups 
included  males  and  females.  Patients  could  be 
further  stratified  into  those  with  extrinsic  asthma 
and  those  with  intrinsic  asthma.  The  drug  was 
found  to  be  most  effective  in  young  patients  with 
extrinsic  disease.  No  toxicity  was  observed.  The 
authors  conclude  that  disodium  cromoglycate  is  a 
useful  drug  in  the  treatment  of  asthma  and  that  it 
is  helpful  as  a diagnostic  tool  in  establishing  the 
type  of  asthma  present. 

Disodium  cromoglycate  prevents  wheezing  in 
patients  who  have  asthma  due  to  extrinsic  causes. 
It  is  more  effective  in  the  younger  age  groups.  It 
is  only  occasionally  effective  in  patients  with  in- 
trinsic asthma;  this  effect  may  be  by  reduction  of 
an  unrecognized  extrinsic  component.  In  this  re- 
gard it  can  be  of  use  in  the  differential  diagnosis 
of  asthma  type.  Disodium  cromoglycate  can  be 
used  as  an  adjunctive  medication  in  the  treatment 
of  asthma;  corticosteroid  doses  can  be  reduced  or 
eliminated  and  concomitant  bronchodilator  medi- 
cines reduced.  Unfortunately,  the  patient  must 
be  of  sufficient  maturity  to  use  the  spinhaler  de- 
vice correctly.  The  drug  is  not  usually  unpleasant 
to  take,  and  no  significant  side-effects  to  its  use 
have  been  reported.  Moreover,  sodium  cromo- 
glycate is  being  used  in  the  laboratory  in  investi- 
gations into  the  mechanisms  of  asthma.23 

14  East  60th  Street 
New  York,  New  York  10022 
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Chief.  Pediatric  Allergy  Service.  The  Roosevelt  Hospital 

Four  years  ago,  the  pediatric  outpatient  service 
of  The  Roosevelt  Hospital  was  reorganized  to  be- 
come part  of  a federally  funded  community  pedi- 
atrics program  called  the  Child  and  Youth  project, 
I would  like  to  describe  briefly  the  organization  of 
this  project  to  show  (1)  the  differences  between 
former  and  present  pediatric  allergy  patient  care, 
(2)  how  the  new  pediatric  allergy  clinic  fits  into 
this  new  organization,  and  (3)  how  the  “team  ap- 
proach” to  an  allergic  child  provides  more  com- 
prehensive care  than  formerly. 

Child  and  youth  project  operation 

The  area  served  by  the  child  and  youth  project 
is  fairly  well  circumscribed  and  runs  from  Sixth 
Avenue  to  the  Hudson  River  and  from  42nd  Street 
to  86th  Street  on  the  west  side  of  Manhattan. 
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The  population  served  is  very  heterogeneous 
culturally  and  socially.  The  area  includes  several 
low-  and  middle-income  housing  projects,  many 
residential  hotels,  schools,  Lincoln  Center,  the 
“Times  Square”  area,  and  two  smaller  hospitals. 
In  much  of  this  area,  housing  and  businesses 
have  been  deteriorating  rapidly,  the  crime  rate  is 
high,  and  drug  abuse  is  notorious. 

It  was  established  that  the  project  would  have 
two  primary  medical  activities:  (1)  a screening 

examination  for  all  area  children  and  (2)  ongoing 
pediatric  care  for  all  sick  and  well  children  in  the 
area.  Both  of  these  activities  would  be  done  by 
four  teams  or  modules,  each  consisting  of  2 pedi- 
atricians, 2 physician’s  assistants,  1 public  health 
nurse,  1 social  worker,  and  1 community  aide. 
New  screening  examinations  are  reviewed  daily 
during  a “team  conference,”  the  health  status  and 
problems  of  the  patient  are  assessed,  therapy  is 
planned,  and  ancillary  problems — housing,  school 
performance  and  attendance,  whereabouts  of  fam- 
ily members,  nutritional  problems,  medical  prob- 
lems in  other  family  members,  and  so  on — are  in- 
vestigated. Once  the  screening  is  completed  and 
the  therapeutic  plan  established,  the  specialty  ser- 
vices are  called.  In  the  clinic  are  full-  or  part- 
time  social  workers,  nutritionists,  psychologists, 
audiologist,  ophthalmologist,  optician,  laboratory 
and  x-ray  technicians,  and  a complete  dental  clin- 
ic. All  of  the  pediatric  subspecialty  clinics  are 
represented  and  meet  in  the  same  area  as  the  gen- 
eral pediatric  clinics  on  a rotating  schedule.  A 
large  adolescent  clinic  for  youths  aged  fourteen  t( 
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nineteen  years  meets  twice  weekly  from  4:00  to 
7:00  P.M. 

Changes 

The  pediatric  allergy  clinic  separated  itself  from 
the  regular  Roosevelt  Hospital  allergy  clinic  when 
the  child  and  youth  project  started.  The  clinic 
was  an  old,  large,  well-established,  well-function- 
ing clinic  which  accepted  both  adults  and  children 
and  attracted  patients  from  the  entire  metropoli- 
tan New  York  area.  Like  most  combined  pediat- 
ric-adult allergy  clinics,  excellent  immunotherapy 
was  afforded  the  patients,  but  some  criticisms  of 
the  handling  of  children  could  be  made. 

1.  No  pediatric  workup  was  required  for  admis- 
sion to  the  allergy  clinic. 

2.  Because  of  the  size  of  the  clinic,  the  pediatric 
part  of  the  allergy  workup  was  cursory. 

3.  Children  commonly  missed  a half  to  a whole 
day’s  schooling  to  attend  the  allergy  clinic. 

4.  Allergy  records  were  kept  separate  from  the 
rest  of  the  clinic  records  and  were  obtainable  by  pe- 
diatricians with  difficulty. 

5.  The  physical  setting  of  the  clinic  was  not  con- 
ducive to  a child’s  relaxation. 

6.  Social  service,  laboratory,  x-ray,  and  other 
supplementary  services  were  obtainable  only  by  ap- 
pointment, which  tended  to  diminish  their  utiliza- 
tion. 

7.  Adolescents  were  treated  entirely  as  adults 
without  consideration  for  the  special  behavior  and 
other  problems  of  this  age  group. 

For  these  reasons,  the  pediatric  allergy  clinic 
was  changed  in  the  following  ways. 

Physical  separation  of  adult  and  pediatric  al- 
lergy clinics.  Pediatric  allergy  is  now  in  the 
same  area  with  all  general  and  subspecialty  pedi- 
atric clinics.  In  this  area  are  a supervised  play 
room,  laboratories,  x-ray  facilities,  dental  clinic, 
and  all  of  the  personnel  mentioned  previously. 

Two  meetings.  The  pediatric  allergy  clinic 
meets  twice  weekly,  there  are  a treatment  clinic 
and  a diagnostic  clinic  for  new  patients  and  old 
patients  with  problems.  The  treatment  clinic  is  a 
late  clinic  so  children  will  not  miss  school. 

Referral.  Patients  are  accepted  to  the  allergy 
clinic  only  by  referral  from  pediatric  or  adolescent 
clinics  where  their  work-up  includes  complete  his- 
tory and  physical  examination,  complete  blood 
count,  urinalysis,  tine  test,  and  chest  film  if  indi- 
cated. 

Required  consultations.  Allergy  consultations 
are  required  before  patients  can  be  referred  from 
the  pediatric  clinic.  This  provides  more  rapid 
care,  cuts  down  on  the  number  of  clinic  visits  for 
the  referred  patients,  frequently  eliminates  unnec- 
essary allergy  work-ups,  and  helps  to  educate  the 
general  pediatric  staff. 

Clinic  operation.  Five  or  six  physicians  each 
see  12  to  15  children  per  treatment  clinic  for  an 


average  of  ten  minutes  per  patient.  Consulta- 
tions are  immediately  available  with  the  pediatric 
clinic  director  or  team  leaders,  the  allergy  clinic 
director  and  other  attending  allergists,  the  adoles- 
cent clinic  director,  social  workers,  nutritionists, 
and  public-health  nurses. 

Allergy  team.  The  “allergy  team”  consists  of 
the  5 or  6 allergists,  the  clinic  nurse,  the  social 
worker,  and  2 physicians  assistants  who  also  func- 
tion as  translators.  An  allergy-team  conference  is 
held  weekly  during  which  a treatment  plan  is 
drawn  up  for  each  new  patient  on  completion  of 
the  work-up.  Besides  planning  medications  and 
injection  therapy,  the  psychologic,  social,  and  nu- 
tritional status  of  the  patient  is  discussed  by  the 
team  and  appropriate  measures  included  in  the 
treatment  plan.  The  environmental  survey — 
made  by  at  least  one  of  the  team  members  and 
frequently  including  home  visits — is  reviewed  to 
establish  a plan  for  correction  of  offending  envi- 
ronmental factors  if  possible.  From  this  confer- 
ence, contact  is  made  with  appropriate  psychia- 
trists and  psychologists,  public-health  personnel, 
housing  authorities,  schools,  convalescent  homes, 
camps,  and  so  on.  Our  outreach  program  is  evi- 
denced at  these  conferences  by  the  efforts  expend- 
ed to  find  other  allergic  and  medical  problems  in 
the  families  under  discussion. 

Effectiveness  of  program 

The  team  approach  to  the  allergic  child  has 
proved  effective  in  many  predictable  and  some 
unpredictable  ways. 

The  parent  or  the  child  may  relate  best  with  the 
physician  or  with  the  social  worker,  the  clinic 
nurse,  or  the  physicians’  assistants.  Such  unorth- 
odox primary  clinic  relationships  are  not  discour- 
aged. 

Psychiatric  assistance  is  afforded  in  several 
ways  (1)  by  the  allergist  for  mild  problems  as  in 
any  allergy  clinic  or  office;  (2)  by  the  social  work- 
er, either  in  individual  sessions  with  the  patients 
and/or  parents  or  in  patient  or  parent  groups;  and 
(3)  by  individual  therapy  from  the  several  psychi- 
atrists and  psychologists  attached  to  the  project. 
The  team  approach  and  the  general  organization 
of  the  child  and  youth  project  enables  the  allergist 
to  treat  his  patients  more  thoroughly  by  providing 
assistance  for  social  and  emotional  problems  in  a 
way  that  was  never  before  possible,  at  least  at 
Roosevelt  Hospital,  because  of  limitations  of  facil- 
ities, time,  and  money. 

Because  the  allergy  team  is  now  part  of  the 
overall  comprehensive  community  pediatrics  pro- 
gram, the  inpatient  service  as  well  as  the  rest  of 
the  outpatient  service  relates  better  to  allergic 
children.  Some  of  the  hostility  or  indifference 
shown  to  these  children  has  disappeared  because 
of  the  inclusion  of  allergy  into  the  rest  of  the  pro- 
gram. 
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Diagnostic  and  treatment  reevaluations  are  now 
done  annually  and  routinely  when  the  resident 
physicians  change.  Chart  signalling  is  done  rou- 
tinely at  that  time  by  the  child  and  youth  secre- 
tarial staff. 

The  allergy  clinic  involvement  in  adolescent 
medicine  is  now  extensive,  whereas  formerly  it 
had  been  almost  nonexistent.  The  same  mellow- 
ing of  pediatricians  toward  adolescents  which  oc- 
curred with  the  establishment  of  the  project  has 
occurred  among  the  allergists  involved  in  the  proj- 
ect. 

Involvement  in  housing  problems  by  both  the 
general  pediatric  clinic  and  the  allergy  clinic  has 
been  very  rewarding  sometimes.  An  example  of 
effective  influence  is  in  the  area  of  residential  ho- 
tels. Some  of  these  were  unsanitary,  dangerous, 
moldy,  and  dusty,  and  were  a source  of  many 
medical  problems  including  rhinitis  and  asthma. 
Their  elimination  as  residences  for  project  pa- 
tients was  effected  by  the  project  administrators; 
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the  effect  of  this  elimination  was  apparent  in  the 
allergy  clinic. 

There  is  now  good  liaison  between  the  allergy 
clinic  and  the  area  schools,  facilitating  both  the 
treatment  and  education  of  these  allergic  children. 

Because  of  the  inclusion  of  allergists  in  the  com- 
munity pediatric  program,  they  are  better  able  to 
see  the  allergic  child  as  a whole  rather  than  as  a 
case  of  a specific  disease.  As  part  of  a broad  com- 
munity program,  they  are  one  of  many  elements 
trying  to  make  the  children  of  the  community 
healthier  and  happier. 

Summary 

Inclusion  of  an  allergy  clinic  in  a community 
pediatrics  health  program  enables  the  allergist  to 
(1)  improve  the  care  of  the  allergic  child,  particu- 
larly in  the  sphere  of  social  and  emotional  prob- 
lems; (2)  involve  himself  in  the  overall  care  of  the 
child;  and  (3)  participate  in  community  problems 
directly  and  indirectly  affecting  his  patients. 
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ELUCIDATION 


Question  121.  The  QRS  complexes  are  regular  at 
a rate  slightly  over  100  beats  per  minute.  Between 
the  QRS  complexes,  particularly  in  lead  II,  P 
waves  can  be  clearly  identified  at  a regular  rate  of 
slightly  over  150  beats  per  minute.  This  is  a dou- 
ble tachycardia  with  independent  atrial  and  ven- 
tricular rates.  The  QRS  complexes  are  normal  in 
width.  Note  the  deep  S wave  in  lead  I and  the 
QR  in  lead  III  suggesting  block  of  the  inferior 
ramus  of  the  left  bundle.  The  ventricular  rhythm 
is  a junctional  tachycardia  with  inferior  hemiblock 
of  the  left  bundle  and  no  retrograde  conduction. 
An  alternate  explanation  of  the  origin  of  the  ven- 
tricular complexes  is  a tachycardia  arising  in  the 
superior  (anterior)  branch  of  the  left  bundle. 


Question  122.  (A)  The  QRS  is  aberrantly  con- 

ducted and  widened.  There  is  marked  left  axis 
deviation.  Note  that  the  QRS  varies  in  duration. 
This  is  especially  visible  in  V6,  where  the  more 
rapid  ventricular  complexes  are  more  aberrant. 
The  rhythm  in  the  first  record  is  atrial  fibrillation 
with  aberrant  ventricular  conduction  of  the  left 
bundle-branch  block  variety.  The  last  beats  in 
lead  V6  resemble  ventricular  tachycardia,  but  the 
gross  irregularity  makes  this  diagnosis  less  likely. 
(B)  The  rhythm  is  sinus  rhythm  with  notched  P 
waves  and  biphasic  P waves  in  V\.  The  QRS  is 
0.11  seconds  with  Q waves  in  leads  I and  aVl.  The 
mean  electrical  axis  in  the  frontal  plane  is  still 
minus  60  degrees;  clockwise  rotation  is  present  in 
horizontal  plane.  The  patient  has  an  intraventric- 
ular conduction  delay  with  block  of  the  superior 
ramus  of  the  left  bundle.  When  the  rate  accel- 
erates, as  in  (A),  left  bundle-branch  block  occurs 
with  persistent  left  axis  deviation. 
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Part  I of  this  review  appeared  in  the  January  15 
issue  of  the  Journal  and  covered  the  areas  of  rec- 
ognition, diagnosis,  and  treatment  of  salivary 
gland  disorders,  such  as  sialolithiasis,  acute  and 
chronic  recurrent  parotitis,  Mikulicz'  disease,  and 
the  Sjogren  syndrome.  The  preservation  and  res- 
toration of  facial  nerve  function  after  parotid  sur- 
gery were  also  discussed. 

Clinical  recognition  of  tumors 

Salivary  tumors  are  usually  plainly  evident  on 
careful  physical  examination.  The  chief  pitfall  is 
failure  to  recognize  that  a mass  is  of  salivary  ori- 
gin. This  occurs  particularly  in  neoplasms  arising 
in  the  parotid  and  minor  salivary  glands  and  ap- 
pearing in  unexpected  locations.  Sialography  has 
not  proved  useful  in  the  diagnosis  of  tumors,  since 
ductal  obstruction  of  the  submaxillary  and  paro- 
tid glands  occurs  late,  and  the  distortion  produced 
by  tumor  is  that  of  external  pressure  rather  than 
characteristic  of  specific  neoplasms. 

Parotid.  The  usual  parotid  tumor  found  below 
the  lobule  of  the  ear  and  overlying  the  angle  of  the 
mandible  presents  little  diagnostic  challenge. 
Thinning  out  of  salivary  tissue  as  the  gland  ex- 
tends forward  over  the  face  makes  tumors  arising 
in  peripheral  tissues  appear  to  be  separate  from 


the  main  body  of  the  gland.  Failure  to  recognize 
these  as  salivary  in  nature  has  led  to  attempts  to 
excise  them  as  office  procedures  under  local  anes- 
thesia. The  result  is  often  recurrence  or  facial 
nerve  injury.  It  is  useful  to  suspect  all  lateral 
subcutaneous  facial  masses  as  parotid  in  origin. 

Accessory  salivary  tissue  accompanying  Sten- 
sen’s  duct  as  it  courses  anteriorly  on  the  cheek 
below  the  zygomatic  arch  and  overlying  the  mas- 
seter  muscle  is  frequently  the  site  of  a tumor 
which  appears  completely  distinct  from  its  parotid 
derivation. 

The  tail  of  the  parotid  descends  into  the  upper 
neck,  anterior  to  and  overlying  the  sternomastoid 
muscle.  Tumors  of  this  portion  may  appear  to  be 
separate  from  the  main  body  of  the  gland  and  are 
often  mistaken  for  upper  cervical  nodes.  This  is  a 
frequent  location  for  Warthin's  tumor. 

The  deep  portion  of  the  parotid  gland  lying  be- 
neath the  facial  nerve  may  be  the  site  of  a neo- 
plasm which  presents  as  a retromandibular  or 
pharyngeal  submucosal  mass,  entirely  intraorallv, 
without  any  obvious  enlargement  of  the  subcuta- 
neous gland. 

Submaxillary.  Enlargements  in  the  submaxil- 
lary area  of  salivary  origin  can  generally  be  recog- 
nized as  such.  The  distinction  between  neoplasm 
and  infection  is  rarely  a problem.  Here,  clinical 
evaluation,  the  presence  of  characteristic  pain  in 
stone  or  inflammatory  disease,  and  sialography  can 
usually  point  to  the  diagnosis.  The  submaxillary 
gland  is  crossed  vertically  by  the  facial  artery  and 
vein.  Although  lymph  nodes  are  present  anterior 
and  posterior  to  these  vessels,  these  can  be  rolled 
out  from  under  the  mandible  if  the  head  is  flexed 
and  can  be  disguished  from  submaxillary  gland  en- 
largement. 

Minor  salivary  glands.  Submucosal  nodules 
in  the  hard  and  soft  palate  and  intraoral  surfaces 
are  most  likely  to  be  neoplasms  of  minor  salivary 
origin.  These  tumors  should  be  treated  with  re- 
spect because  of  their  high  incidence  of  cancer. 
Ulceration  through  the  mucosa  is  late.  Tumors 
arising  in  minor  salivary  glands  must  always  be 
considered  in  the  differential  diagnosis  of  neo- 
plasms occurring  beneath  the  mucosa  of  the  base 
of  the  tongue,  extrinsic  larynx,  and  paranasal  si- 
nuses. 


February  1 , 1 973  / New  York  State  Journal  of  Medicine  439 


Biopsy 

Frozen  section.  The  use  of  modern  frozen  sec- 
tion technics,  particularly  the  cryostat,  makes  it 
possible  for  the  pathologist  to  furnish  reliable  and 
accurate  information  to  the  surgeon  at  the  operat- 
ing table.  He  is  thus  able  to  embark  immediately 
on  a definitive  operative  procedure.  A clean  and 
unspoiled  operative  field  is  presented,  eliminating 
the  delay  and  possible  tumor  dissemination  en- 
tailed by  preoperative  open  biopsy.  This  has  be- 
come the  method  of  choice  in  the  management  of 
parotid  and  submaxillarv  tumors  in  all  but  unusu- 
al situations. 

The  procedure  to  be  performed  is  best  deter- 
mined by  the  findings  at  surgery.  Proximity  to  or 
involvement  of  the  facial  nerve  is  most  obvious 
at  this  time.  The  experienced  pathologist  can 
usually  provide  as  much  information  by  frozen 
section  as  he  can  by  later  paraffin  sections.  He 
has  the  advantage  of  a complete  specimen  rather 
than  a fragment.  If  the  tumor  lies  close  to  the 
nerve,  the  frozen  section  biopsy  of  a portion  of  the 
tumor  can  assist  the  surgeon  in  deciding  whether 
nerve  sacrifice  is  indicated  on  histologic  grounds. 

Needle  biopsy.  The  differential  diagnosis  be- 
tween conditions  requiring  surgical  and  medical 
management  can  usually  be  suspected  clinically. 
It  is  almost  always  in  the  parotid  gland  that  an 
enlargement  is  encountered  which  the  experienced 
observer  believes  would  be  best  handled  by  non- 
operative means  but  which  requires  histologic 
proof.  In  this  situation  the  use  of  needle  biopsy  of- 
fers a valuable  alternative  to  open  biopsy.  A Vim- 
Silverman  needle  or  a Martin  aspirating  syringe  is 
used  with  the  needle  tract  positioned  so  that  the 
tract  can  be  excised  easily  should  surgery  be  re- 
quired. This  technic  makes  it  possible  to  avoid 
surgery  in  such  conditions  as  Sjogren’s  syndrome, 
sialadenosis,  sarcoid,  tuberculosis,  lymphoma, 
inflammatory  disease,  and  metastases  from  other 
sites.34  Of  course,  a needle  biopsy  with  negative 
results  is  never  accepted  as  a final  diagnosis.  If 
tumor  is  suspected  but  cannot  be  confirmed,  sur- 
gical excision  and  frozen  section  should  be  under- 
taken. 

Minor  salivary  glands.  When  enlargements  of 
the  minor  salivary  gland  are  small  and  are  found 
in  accessible  locations,  excisional  biopsy  is  the 
procedure  of  choice.  If  the  tumor  proves  benign, 
no  more  need  be  done.  When  the  tumor  is  large 
and  in  a problem  location,  such  as  the  base  of  the 
tongue,  the  antrum,  or  the  hard  palate,  careful 
consideration  must  be  given  to  the  nature  and  ex- 
tent of  the  operative  treatment  required  if  the  di- 
agnosis proves  to  be  a malignant  condition,  as  is 
frequently  the  case.  In  this  situation,  a carefully 
placed  open  biopsy,  which  can  sometimes  be  done 
by  punch,  will  facilitate  the  planning  of  the  future 


operative  procedure.  A methodical  approach  may 
help  to  reduce  the  very  high  local  recurrence  rate 
in  these  malignant  conditions. 

Varying  incidence  of  cancer.  The  incidence 
of  cancer  in  salivary  glands  is  not  a simple  reflec- 
tion of  the  proportionate  amounts  of  tissue  pres- 
ent in  different  glands.  Indeed,  it  is  the  reverse: 
the  smaller  the  gland,  the  greater  the  likelihood 
that  a given  tumor  will  prove  to  be  malignant. 
Whereas  the  incidence  of  cancer  in  tumors  of  the 
parotid  gland  is  25  per  cent,  the  incidence  for  the 
submaxillary  gland  is  increased  to  50  per  cent  and 
that  of  minor  salivary  glands  approximately  75  to 
80  per  cent  in  some  series.  Very  few  tumors  of 
the  sublingual  gland  are  reported,  but  almost  all 
have  been  malignant.  The  clinician  must  have  an 
increasing  index  of  suspicion  as  he  proceeds  from 
parotid  to  submaxillary  to  minor  salivary  gland 
masses. 

Tumors  of  salivary  glands 

Salivary  tissue  gives  rise  to  a range  of  neo- 
plasms whose  spectrum  of  diversity  is  exceeded  by 
no  other  organ.  Almost  all  tumors  arising  pri- 
marily from  salivary  tissue  are  now  believed  to  be 
epithelial  in  origin — either  acinar  or  ductal.  In 
addition,  these  glands,  especially  the  parotids, 
may  be  the  site  of  such  diverse  benign  neoplasms 
as  fibromas,  lipomas,  cysts,  lymphangiomas,  he- 
mangiomas, and  neurofibromas  arising  from  inter- 
stitial tissue.  All  of  these  have  their  malignant 
counterpart.  Although  not  of  salivary  gland  ori- 
gin, the  highly  malignant  embryonal  rhabdomyo- 
sarcoma of  the  head  and  neck  in  children  occa- 
sionally presents  clinical  symptoms  of  parotid 
tumor. 

A listing  of  the  benign  and  malignant  tumors 
most  commonly  seen  in  the  major  salivary  glands 
and  their  relative  incidence  is  given  in  Table  I.35 

Benign  salivary  gland  tumors 

Pleomorphic  adenoma  (mixed  tumor).  Mixed 
tumors  are  the  most  common  of  all  salivary  neo- 
plasms, constituting  about  85  per  cent  of  all  be- 
nign tumors.  Minsen  introduced  the  term 
“mixed  tumor”  in  1874  to  denote  the  origin  of 
these  neoplasms  from  epithelial  and  mesenchymal 
layers.  Today,  however,  it  is  almost  universally 
accepted  that  they  are  epithelial  in  origin.  Even 
the  cartilagenous  material  seen  in  these  tumors 
has  been  identified  as  mucins  of  epithelial  origin.  ' 
It  is  suggested  that  myoepithelial  cells  undergoing 
metaplastic  change  have  the  capacity  to  act  as  fa- 
cultative chondrocytes,  elaborating  a matrix  of 
mesenchymal  components  similar  to  hyaline  carti- 
lage.37 

Mixed  tumors  have  elicited  great  interest  over 
the  years.  They  fascinate  the  pathologist  because 
of  their  bizarre  and  unusual  array  of  histologic 
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TABLE  I.  Histologic  classification  of  tumors  of  the  major 
salivary  glands* 


Classification 

Per  Cent 

Benign  (1,113) 

Benign  mixed 

90 

Warthin’s 

8 

Oncocytoma 

1 

Benign  lymphoepithelial  lesion 

1 

Malignant  (638) 

Mucoepidermoid 

34 

High  grade 

22 

Low  grade 

12 

Adenocarcinoma 

33 

Adenocystic 

11 

Acinic  cell 

5 

Miscellaneous 

17 

Malignant  mixed 

20 

Squamous  cell 

8 

Cystic  papillary 

1 

Unclassified 

4 

* Memorial  Hospital,  New  York  City  (1930-1939).  Adapted  from 
Frazell.35 


components,  which  can  include  epithelial,  chon- 
droid,  myxomatous,  and  hyalinized  mesenchym- 
al elements.  The  surgeon  has  been  frustrated  and 
challenged  because  simple  excision  of  these  “be- 
nign tumors”  has  resulted  in  a high  rate  of  recur- 
rence, often  with  multiple  seeding.  In  earlier 
years,  mixed  tumors,  particularly  of  the  parotid, 
were  approached  gingerly,  shelled  or  spooned  out 
to  avoid  injury  to  the  facial  nerve.  Multiple  re- 
current tumors  usually  followed.  In  1943  McFar- 
land,38 a leading  pathologist  of  the  day,  advised 
watchful  waiting  as  the  treatment  for  these  “mys- 
terious tumors.” 

Because  of  their  marked  tendency  to  recur, 
mixed  tumors  were  said  to  be  multicentric  in  ori- 
gin. There  is  little  evidence  to  support  this  view. 
Eneroth39  found  multiple  foci  in  67  of  553  mixed 
tumors  of  the  parotid.  However,  64  of  these  were 
reoperations  for  recurrent  tumor.  In  each  of  the  3 
remaining  patients  not  previously  operated  on,  a 
preoperative  aspiration  biopsy  had  been  per- 
formed. In  discussing  an  experience  of  500  cases, 
Foote  and  Frazell40  state  that  in  primary  mixed 
tumors  “there  was  not  a single  example  of  multi- 
centricity; in  every  case  the  mass  was  solitary.” 
In  contrast,  recurrent  mixed  tumors  were  charac- 
teristically seen  as  “poorly  defined  aggregations 
of  multiple  nodules.”  Careful  studies  of  mixed 
tumors  show  tiny  excrescences  on  their  surface; 
these  buds  project  beyond  the  main  body  of  the 
tumor  through  the  thin  and  often  incomplete  cap- 
sule. Serial  sections  demonstrate  that  what  ap- 
pears to  be  a separate  focus  is  actually  an  exten- 
sion of  the  tumor  itself.  Thus  the  very  “capsule” 
which  facilitates  surgical  enucleation  traps  tumor 
buds  and  leaves  behind  the  seeds  of  future  recur- 
rence, frequently  multiple. 

It  was  previously  thought  that  highly  cellular 
mixed  tumors  had  a higher  recurrence  rate. 
Studies  by  Foote  and  Frazell41  and  by  Eneroth42 


show  no  significant  difference  in  recurrence  be- 
tween those  with  high  and  those  with  poor  cellula- 
rity.  The  30  per  cent  recurrence  rate  of  mixed  tu- 
mors treated  by  enucleation  must  be  accepted  as 
the  result  of  seeding  at  the  original  surgery  rather 
than  histologic  differences.  As  en  bloc  excision 
replaced  enucleation  and  simple  excision  over  the 
past  twenty-five  years,  such  recurrences  have  be- 
come rare. 

Clinically,  mixed  tumors  appear  as  asymptom- 
atic, slowly  enlarging  masses.  Although  they  can 
reach  enormous  size  in  the  parotid,  they  do  not 
invade  the  facial  nerve  or  infiltrate  the  skin. 

Papillary  cystadenoma  lymphomatosum 
(Warthin’s  tumor).  An  unusual  benign  neo- 
plasm, papillary  cystadenoma  lymphomatosum, 
constitutes  about  10  per  cent  of  benign  salivary 
tumors.  Its  histologic  appearance  is  that  of  sali- 
vary epithelium  in  lymphoid  stroma.  The  origin 
is  unresolved;  but  it  is  proposed,  if  not  universally 
accepted,  that  it  evolves  from  heterotopic  salivary 
epithelium  within  lymph  nodes. 

Warthin’s  tumor  is  found  almost  exclusively  in 
the  parotid  gland,  although  isolated  reports  have 
described  its  appearance  in  the  submaxillary 
glands,  lacrimal  glands,  and  minor  salivary  glands 
of  the  palate.  The  characteristic  soft,  almost 
fluctuant,  consistency  of  this  tumor,  its  frequent 
location  in  the  tail  of  the  parotid  (sometimes  en- 
tirely separated  from  the  main  body  of  the  gland), 
its  tendency  to  bilaterality,  its  preponderance  in 
men  in  a ratio  of  9:1,  and  its  infrequent  occur- 
rence in  Negroes  often  enable  the  informed  ob- 
server to  make  the  diagnosis  on  physical  examina- 
tion. Recently  it  has  been  reported  that  War- 
thin’s tumor,  alone  among  salivary  neoplasms, 
will  concentrate  technetium-99m  (an  isotope  of 
technetium),  which  makes  its  identification  possi- 
ble preoperatively.43  The  tumor  is  frequently 
multicentric  in  origin,  accounting  for  its  tendency 
to  recur  after  local  excision.  There  is  no  known 
malignant  transformation  of  this  neoplasm. 

Oxyphilic  adenoma  (oncocytoma).  Oncocyto- 
mas often  mimic  mixed  tumors  in  their  clinical 
presentation.  These  unilateral,  slow-growing,  be- 
nign neoplasms  arising  from  duct  epithelium  are 
almost  always  found  in  the  parotid  gland.  They 
are  unicentric,  encapsulated,  solid  tumors  consist- 
ing of  distinctive  large  cells  with  eosinophilic  cyto- 
plasm whose  resemblance  to  liver  and  adrenal  cor- 
tex is  often  noted.  They  arise  from  duct  epitheli- 
um. Cancer  is  very  rare,  and  recurrence  after  ad- 
equate excision  is  most  unusual. 

Benign  lymphoepithelial  lesions.  Occasional- 
ly a parotid  tumor  is  found  to  consist  of  lymphoid 
infiltration  and  epithelial  proliferation.  Godwin, 
in  1952, 44  described  a group  of  such  cases  and 
stressed  the  benign  nature  of  the  process,  terming 
them  “benign  lymphoepithelial  lesions.”  They 
may  be  present  as  individual  nodules,  scattered 
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foci,  or  diffusely  infiltrate  the  gland.  Although 
the  characteristic  clinical  stigmata  and  immunolo- 
gic signs  of  Sjogren’s  syndrome  are  not  present  in 
patients  with  these  tumors,  it  is  possible  that  the 
lesion  represents  a stage  in  the  development  of 
this  disease. 

Management  of  benign  salivary 
gland  tumors 

Most  parotid  tumors  arise  in  the  portion  of  the 
gland  lying  above  the  level  of  the  facial  nerve. 
Excision  of  salivary  tissue  superficial  to  the  nerve 
will  therefore  constitute  an  en  bloc  excision  of  the 
lesion.  It  is  thus  possible  to  apply  this  method  to 
the  majority  of  parotid  tumors,  achieving  control 
of  the  neoplasm  and  preservation  of  facial  nerve 
function.  Excision  of  the  superficial  portion  of 
the  parotid  with  dissection  and  sparing  of  the  fa- 
cial nerve  and  its  branches  is  the  treatment  of 
choice  for  benign  tumors  arising  in  the  superficial 
portion  of  the  parotid  gland.  The  acceptance  of 
this  method  as  the  standard  procedure  in  the 
management  of  mixed  tumors  has  resulted  in  a 
rate  of  local  recurrence  of  less  than  5 per  cent  and 
accounts  for  the  reduction  in  the  rate  of  local  re- 
currence of  the  multicentric  Warthin’s  tumor. 

When  benign  parotid  tumors  are  encountered 
deep  to  the  facial  nerve,  in  the  retromandibular 
area,  or  in  the  pharynx,  it  is  often  possible  to  re- 
sect the  superficial  lobe,  exposing  and  retracting 
the  facial  nerve.  The  tumor  can  then  usually  be 
removed  without  damage  to  the  nerve. 

The  principle  of  en  bloc  excision  should  be  ap- 
plied to  the  management  of  benign  tumors  arising 
in  the  submaxillary  or  minor  salivary  glands.  It 
is  easily  fulfilled  by  total  excision  of  the  gland. 

Malignant  salivary  gland  tumors 

There  are  three  major  divisions  of  malignant 
salivary  gland  tumors:  mucoepidermoid  carcino- 

ma, malignant  mixed  tumors,  and  adenocarcino- 
ma. These  occur  with  roughly  equal  frequency 
and  account  for  more  than  80  per  cent  of  salivary 
gland  cancers,  while  squamous-cell  carcinoma 
comprises  an  additional  5 to  10  per  cent. 

Mucoepidermoid  carcinoma.  Mucoepider- 
moid tumors  constitute  perhaps  a third  of  malig- 
nant salivary  tumors.  These  circumscribed  but 
nonencapsulated  tumors  arise  from  salivary  duct 
epithelium  and,  as  the  name  implies,  contain  both 
mucus-secreting  and  epidermoid  cells.  In  addi- 
tion, they  contain  a third,  intermediate  type  of 
basal  or  nonmucus-secreting  cells.  Sixty  to  70  per 
cent  of  these  tumors  occur  in  the  parotid.  They 
are  relatively  uncommon  in  the  submaxillary 
gland  (perhaps  10  per  cent)  but  are  found  in 
greater  proportion  in  the  minor  salivary  glands  of 
the  oral  cavity  (15  to  20  per  cent),  often  in  the 
hard  and  soft  palate. 


The  great  majority  of  patients  with  mucoepi- 
dermoid carcinoma  have  an  excellent  prognosis, 
the  five-year  survival  approaching  90  per  cent. 
However,  in  approximately  10  per  cent  of  these 
patients  the  tumor  takes  a highly  malignant 
course.  At  one  time  it  was  not  realized  that  all 
mucoepidermoid  tumors  were  malignant.  Indeed, 
at  our  hospital  in  earlier  years  these  neoplasms 
were  diagnosed  as  either  “mucoepidermoid 
tumor,”  or,  “mucoepidermoid  carcinoma”  on  the 
basis  of  histologic  appearance.  It  is  now  accepted 
that  all  mucoepidermoid  tumors  are  malignant. 

In  an  attempt  to  predict  those  which  would  fol- 
low a more  aggressive  clinical  course,  Stewart, 
Foote,  and  Becker  in  194545  divided  the  tumors 
into  “high”  and  “low”  grade  on  the  basis  of  his- 
tology. They  later  added  a middle  group.  Epi- 
dermoid and  intermediate  cells  predominate  in 
the  highly  malignant  category;  mucus-secreting 
and  intermediate  cells  are  found  in  the  low-grade 
tumors.  It  is  their  belief  that  the  intermediate 
cells  have  the  potential  to  differentiate  into  either 
mucus-secreting  or  squamous  cells  and  that  the 
change  toward  the  appearance  of  epidermoid  and 
transitional-cell  carcinoma  parallels  the  increased 
malignant  behavior. 

The  high-grade  group  is  characterized  by  ag- 
gressive carcinoma.  Two  thirds  of  the  patients 
with  high-grade  tumors  develop  regional  node  me- 
tastases,  and  a third  have  distant  metastases  over 
a five-year  period.  Death  is  often  due  to  uncon- 
trolled local  and  distant  metastases.  The  low- 
grade  group,  in  contrast,  has  a clinical  course  that 
approaches  that  of  benign  mixed  tumors.  In  a se- 
ries of  100  cases  from  the  Mayo  Clinic,  followed 
more  than  five  years  (median,  twelve  years),  there 
was  only  1 death  in  86  patients  with  low-grade  tu- 
mors; in  14  patients  with  high-grade  tumors  there 
were  8 deaths.46 

Although  most  surgeons  find  a definite  correla- 
tion between  histologic  grading  and  the  clinical 
course  of  mucoepidermoid  tumors,  not  all  agree  on 
its  usefulness.  Nevertheless,  there  is  general  ac- 
ceptance of  the  principle  that  tumors  which  ap- 
pear histologically  malignant  are  more  likely  to 
follow  a malignant  clinical  course.  A benign  his- 
tologic appearance,  however,  does  not  guarantee  a 
benign  clinical  course. 

Malignant  mixed  tumors.  Malignant  mixed 
tumors  comprise  20  to  30  per  cent  of  malignant 
salivary  tumors.  To  be  properly  included  in  this 
category  histologic  sections  at  some  point  must 
show  benign  mixed  tumor.  The  frequency  of  can- 
cer occurring  in  a mixed  tumor  of  a salivary  gland 
is  about  3 to  6 per  cent.  These  neoplasms,  which 
occur  twice  as  frequently  in  women  as  in  men, 
most  often  involve  the  parotid  gland,  less  so  the 
submaxillary  glands,  and  rarely  the  minor  salivary 
glands. 

The  five-year  survival  rate  in  the  focal  occur- 
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rence  of  cancer  in  a benign  mixed  tumor  ap- 
proaches that  of  benign  tumors.  However,  exten- 
sive tumors,  or  those  previously  treated,  have  a 
poor  prognosis.  These  are  characterized  by  a high 
rate  of  local  recurrence,  frequent  nodal  metasta- 
ses,  and  widespread  bone  and  visceral  metastases. 

The  question  of  whether  malignant  mixed  tu- 
mors are  malignant  from  onset,  or  whether  they 
are  benign  mixed  tumors  which  have  undergone 
malignant  transformation  is  a fascinating  one 
which  cannot  be  conclusively  answered.  There  is  a 
prevailing  opinion  that  these  malignant  neo- 
plasms do  evolve  from  benign  mixed  tumors,  but 
there  are  authorities  who  challenge  the  entire  con- 
cept of  malignant  mixed  tumors.47 

The  average  age  of  patients  with  malignant 
mixed  tumors  is  ten  to  twenty  years  greater  than 
those  with  benign  mixed  tumors.  There  is  fre- 
quently a clinical  history  of  sudden  enlargement 
of  a mass  which  has  been  present  for  many  years. 
This  is  often  accompanied  by  pain  and  facial 
nerve  paralysis.  The  recurrences  and  metastases 
from  malignant  mixed  tumors  do  not  show  the 
pleomorphic  spectrum  of  benign  mixed  tumors; 
rather,  they  consist  of  single  cell  types  such  as 
epidermoid,  adenocarcinoma,  or  spindle  cell.  One 
element  appears  to  become  malignant,  overgrow- 
ing and  infiltrating  the  benign  tumor. 

Adenocarcinoma 

The  adenocarcinoma  group,  constituting  ap- 
proximately one  third  of  malignant  tumors,  con- 
tains several  types  of  neoplasms  which  have  a 
unique  histologic  appearance  and  clinical  course. 
These  distinctive  features  warrant  their  consider- 
ation as  individual  entities. 

Adenocystic  carcinoma  (cylindroma).  Cylin- 
dromas occur  in  all  salivary  glands  but  are  found 
in  relatively  greater  proportion  in  the  submaxil- 
lary and  minor  salivary  glands.  These  unusual 
tumors  are  the  most  frequently  encountered  neo- 
plasms of  minor  salivary  glands,  accounting  for  16 
to  25  per  cent  of  all  tumors  of  these  glands. 

The  term  cylindroma  was  introduced  by  Bill- 
roth in  1895  to  describe  a tumor  arising  from  an 
accessory  nasal  sinus  and  invading  the  orbit. 
Over  the  years,  usage  has  been  imprecise  and 
often  described  different  and  unrelated  tumors. 
Nevertheless,  the  term  cylindroma  graphically 
portrays  the  structural  pattern  of  these  salivary 
tumors:  the  enclosure  of  mucin  or  hyaline  cylin- 
ders within  epithelial  islands.  Often  the  small, 
darkly  stained  cells  appear  as  anastomosing  cords 
lying  in  a mucoid  or  hyaline  stroma.  Although 
usually  classified  as  adenocarcinomas,  cylindro- 
mas most  probably  originate  from  the  canaliculi 
and  intercalated  ducts  of  the  peripheral  duct  sys- 
tem.48 

Adenocystic  carcinoma  has  a tendency  to  infil- 
trate perineural  spaces  or  lymphatic  vessels. 


Local  pain  is  a prominent  feature  in  half  of  the 
cases.  The  presence  of  facial  paralysis  accompa- 
nying this  lesion  is  an  ominous  sign.  In  a review 
of  35  patients  with  parotid  adenocystic  carcinoma, 
all  10  who  had  facial  nerve  paresis  died  within 
eight  years.49  These  neoplasms  are  not  encapsu- 
lated. They  are  deceivingly  slow  growing  but  are 
characterized  by  a relentless  clinical  course.  The 
clinical  presentation  imitates  mixed  tumor,  and 
this  is  often  the  preoperative  diagnosis.  Failure 
to  control  the  disease  locally  occurs  in  more  than 
half  the  cases.  In  the  late  stages,  metastases  to 
lungs,  bone,  viscera,  and  regional  lymph  nodes  are 
common.  “Silent  lung  metastases”  are  not  un- 
usual and  should  not  deter  the  surgeon  from 
trying  to  control  local  disease.  Although  in  the 
past  these  tumors  were  said  to  be  radioresistant, 
in  recent  years  radiotherapy  has  been  found  to  be 
a useful  adjunct  in  controlling  local  persistent  or 
recurrent  malignant  tumors. 

While  most  authors  have  not  been  able  to  corre- 
late microscopic  appearance  with  length  of  surviv- 
al,50,51 it  has  been  suggested  by  Eby,  Johnson,  and 
Baker52  that  in  those  patients  in  whom  a solid  his- 
tologic pattern  of  a larger  cell  type  with  areas  of 
necrosis  is  found,  the  clinical  course  is  more  rapid 
and  fulminant. 

The  lethal  nature  of  this  tumor  was  often 
underestimated  in  the  past  because  of  its  slow 
growth.  Many  patients  in  whom  the  cancer  was 
apparently  controlled  later  died  from  the  disease. 
While  the  cure  rate  for  five  years  is  approximately 
75  per  cent,  it  drops  to  15  to  20  per  cent  when  pa- 
tients are  followed  for  ten  to  twenty  years. 

Acinic-cell  carcinoma.  The  cells  of  acinic-cell 
carcinoma  resemble  the  cellular  lining  of  the  acini 
of  the  parotid  gland,  and  their  clinical  occurrence 
appears  to  be  peculiar  to  this  location.  Perhaps  5 
per  cent  arise  from  the  submaxillary  gland,  but 
this  may  represent  irregular  extensions  from  the 
tail  of  the  parotid.  Rarely  have  these  tumors 
been  reported  in  minor  salivary  glands.  Seventy 
per  cent  of  acinic-cell  tumors  are  found  in  women. 

In  their  clinical  presentation  acinic-cell  carcino- 
mas mimic  mixed  tumors,  which  is  often  the  pre- 
operative diagnosis.  Nevertheless,  they  are  a low- 
grade  carcinoma,  recurring  locally  and  producing 
distant  metastases.  Regional  nodes  are  infre- 
quently involved.  Although  benign  variants 
occur,  histologic  criteria  are  not  sufficient  to  make 
the  distinction. 

Acinic  cell  tumors  were  at  one  time  considered 
benign,  but  in  recent  years  clinicians  have  devel- 
oped increased  awareness  that  these  are  malig- 
nant tumors.  Although  the  determinate  cure  rate 
was  90  per  cent  for  five  years,  it  dropped  to  50  per 
cent  in  twenty-five  years  in  the  series  reported  by 
Eneroth,  Hamberger,  and  Jacobsson.53 

Other  adenocarcinomas.  The  remaining  ade- 
nocarcinomas are  most  usefully  classified  accord- 
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ing  to  histologic  appearance.  These  include  solid 
undifferentiated  carcinomas,  anaplastic,  trabecu- 
lar, and  mucous-cell  carcinomas.  While  patholo- 
gists may  differ  on  the  exact  classification,  the 
clinical  course  of  this  entire  group  is  highly  malig- 
nant. They  are  aggressive  tumors  with  a marked 
tendency  for  local  recurrence,  metastasizing  to 
lung  and  bone.  Facial  nerve  paralysis  is  a common 
early  manifestation.  The  five-year  survival  rate 
is  only  30  per  cent. 

Squamous  carcinoma 

Squamous  carcinoma  comprises  perhaps  5 per 
cent  of  all  salivary  tumors,  occurring  most  fre- 
quently in  the  parotid  and  submaxillary  glands. 
Whether  these  tumors  represent  de  novo  squa- 
mous carcinomas  of  ductal  origin  or  are  actually 
mucoepidermoid  carcinoma  in  which  the  epider- 
moid element  has  become  predominant  is  a 
subject  for  speculation.  In  addition,  it  must  be 
considered  that  epidermoid  carcinoma  arising 
elsewhere  may  lodge  in  parotid  lymph  nodes, 
completely  destroying  their  structure,  and  may  be 
erroneously  interpreted  as  primary  squamous  car- 
cinoma of  the  salivary  gland. 

These  are  rapidly  progressing  tumors,  the  pa- 
tients dying  of  uncontrolled  local  and  regional 
nodal  disease.  Fifty  per  cent  of  the  patients  re- 
viewed by  Auche  et  al .54  died  within  a year.  The 
five-year  survival  rate  is  10  to  20  per  cent. 

Management  of  malignant  tumors 

Salivary  malignant  tumors  are  relatively  rare. 
As  a result  there  are  no  reports  on  meaningful 
numbers  of  patients  who  have  had  salivary  can- 
cers classified  and  treated  in  a uniform  fashion. 
It  is  not  possible  to  offer  principles  for  the  defini- 
tive treatment  of  each  malignant  neoplasm  in 
every  location  which  are  supported  by  statistical 
evidence  of  superiority. 

Important  questions  remain  unanswered:  When 
should  the  facial  nerve  be  sacrificed?  When 
should  radical  neck  dissection  be  performed  in 
parotid  and  submaxillary  cancers?  Is  radiothera- 
py useful? 

A number  of  authors  distinguish  between 
“high”  and  “low”  grade  neoplasms  in  formulating 
methods  of  treatment.  Low-grade  tumors  are  usu- 
ally said  to  include  acinic-cell  carcinoma,  adeno- 
cystic  carcinoma  (cylindroma),  and  low-grade  mu- 
coepidermoid carcinoma.  High-grade  tumors  are 
said  to  include  adenocarcinomas,  high-grade  mu- 
coepidermoid carcinomas,  malignant  mixed  tu- 
mors, and  squamous  carcinomas.  More  extensive 
surgery  is  advised  for  the  latter  group.  In  prac- 
tice, however,  the  proper  course  is  not  so  easily 
defined. 

While  malignant  mixed  tumors  are  indeed  ag- 
gressive neoplasms  with  a high  incidence  of  local 


node  metastases  and  distant  spread,  focally  ma- 
lignant mixed  tumors  have  a cure  rate  approach- 
ing that  of  benign  mixed  tumors.  It  would  appear 
unreasonable  to  apply  the  same  extent  of  surgery 
for  this  neoplasm  without  taking  into  consider- 
ation the  gross  extent  of  the  disease. 

Acinic-cell  carcinomas  which  have  a five-year 
survival  rate  of  more  than  80  per  cent  have  a dis- 
turbing late  local  recurrence  rate  of  50  per  cent. 
These  tumors  are  not  so  innocent  as  previously 
thought  and  deserve  more  aggressive  treatment. 

Adenocystic  carcinoma  has  a deceivingly  high 
cure  rate  at  five  years.  As  follow-up  periods  have 
lengthened,  it  becomes  apparent  that  cylindroma 
is  a relentless  killer.  Cure  rates  carried  to  fifteen 
to  twenty  years  drop  to  less  than  20  per  cent. 
Eneroth,  Hjertman,  and  Moberger55  found  no 
survivors  among  patients  with  submaxillary  gland 
cylindroma  followed  for  fifteen  years.  These  can- 
cers cannot  be  treated  as  low-grade  tumors. 

Unlike  acinic  cell  carcinomas  and  adenocystic 
carcinomas,  whose  determinate  survival  rates  con- 
tinue to  decline  over  a twenty-year  period,  the 
survival  rate  of  mucoepidermoid  carcinomas  re- 
mains constant  after  five  years.  Low-grade  mu- 
coepidermoid carcinoma  has  indeed  proved  readi- 
ly controllable  as  compared  with  its  high-grade 
counterpart. 

When  an  experienced  pathologist  has  difficulty 
in  defining  the  exact  identity  of  a malignant 
tumor  at  frozen  section,  it  is  likely  that  he  will 
have  the  same  problem  when  final  sections  are 
available.  Faced  with  this  situation,  the  sur- 
geon’s best  guide  in  determining  the  scope  of  the 
operation  to  be  performed  is  the  gross  extent  of 
the  tumor,  its  proximity  to  the  facial  nerve,  and 
its  extension  into  the  neck. 

It  is  crucial  that  the  primary  treatment  of  sali- 
vary tumors  be  definitive  because  the  opportunity 
for  control  of  salivary  neoplasms,  as  well  as  of  be- 
nign mixed  tumors,  drops  precipitously  with  the 
first  recurrence.  The  present  state  of  knowledge 
of  salivary  carcinoma  does  not  allow  for  the  selec- 
tion of  proper  surgical  procedures  by  formula. 
This  is  particularly  true  in  parotid  surgery  in 
which  routine  sacrifice  of  the  facial  nerve  on  the 
basis  of  histologic  characteristics  alone  has  not 
been  proved  to  increase  survival. 

Parotid  gland.  Since  80  per  cent  of  parotid 
tumors,  both  benign  and  malignant,  lie  superficial 
to  the  facial  nerve,  it  is  possible  to  remove  the 
tumor  and  adjacent  tissue  en  bloc  with  preserva- 
tion of  the  nerve  in  most  cases.  This  certainly  is 
the  procedure  of  choice  in  benign  tumors  and  the 
least  that  should  be  done  for  carcinoma. 

Facial  nerve  sacrifice.  It  is  not  accurate  to 
think  that  sacrifice  of  the  facial  nerve  makes  pos- 
sible a complete  excision  of  the  parotid.  The 
bony  bed  in  which  this  gland  lies,  adjacent  to  the 
middle  ear  and  facial  bones,  precludes  this.  The 
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difficulty  in  performing  total  parotidectomy  is 
easily  demonstrated  by  the  injection  of  methylene 
blue  dye  into  the  duct.  Residual  salivary  gland 
tissue  invariably  persists  after  parotidectomy. 

When  the  facial  nerve  is  involved  by  tumor, 
there  is  agreement  that  it  should  be  sacrificed  and 
the  parotid  gland  removed  en  bloc  with  its  intra- 
glandular  and  paraglandular  nodes.  Conley56  ad- 
vises total  parotidectomy  with  complete  facial 
nerve  sacrifice  in  almost  all  parotid  malignancies 
limiting  preservation  of  the  main  trunk  and  upper 
division  of  the  nerve  with  total  parotidectomy  for 
“small,  low-grade  mucoepidermoid  and  certain 
acinous-cell  carcinomas  in  the  lateral  lobe.” 
Other  authors  advise  routine  total  parotidectomy 
with  facial  nerve  sacrifice  for  “high-grade  tumors” 
(squamous,  malignant  mixed,  adenocarcinoma, 
and  high-grade  mucoepidermoid  carcinomas).57 
Still  others  believe  that  unless  the  facial  nerve 
has  been  “invaded  by  tumor”  it  need  not  be  re- 
sected.58 We  subscribe  to  this  viewpoint,  remov- 
ing the  nerve  only  when  it  is  grossly  involved,  or 
when  en  bloc  excision  of  the  tumor  is  not  possible 
without  dividing  the  nerve.  The  location  of  the 
tumor  is  the  critical  factor.  Often,  only  a portion 
of  the  nerve  need  be  sacrificed  to  obtain  en  bloc 
excision. 

The  amount  of  salivary  gland  tissue  lying  deep 
to  the  facial  nerve  is  variable  but  usually  minimal 
in  comparison  with  the  superficial  portion.  By 
careful  elevation  and  retraction  of  the  nerve,  this 
tissue  can  be  resected  after  the  superficial  por- 
tion has  been  removed.  When  a malignant  tumor 
is  confined  to  the  superficial  portion  of  the  gland 
and  does  not  involve  the  nerve,  we  prefer  this  meth- 
od of  “total  parotidectomy”  as  an  alternative  to  fa- 
cial nerve  sacrifice. 

Radical  neck  dissection  in  parotid  tumors. 

There  is  general  agreement  that  radical  neck  dis- 
section should  be  routine  for  parotid  tumors  when 
clinically  positive  lymph  nodes  are  present  in  the 
neck.  The  place  for  prophylactic  neck  dissection 
has  not  been  resolved.  Conley59  advises  it  rou- 
tinely for  all  recurrent  malignant  tumors,  the  ma- 
jority of  adenocystic  carcinomas,  all  large  low- 
grade  tumors,  squamous  carcinoma,  undifferen- 
tiated adenocarcinoma,  high-grade  mucoepider- 
moid tumors,  most  malignant  mixed  tumors,  and 
all  tumors  complicated  by  facial  nerve  paresis. 
Others  lean  toward  prophylactic  neck  dissection 
only  in  high-grade  tumors  because  of  their  in- 
creased incidence  of  metastases.60 

We  subscribe,  however,  to  that  body  of  opinion 
holding  that  radical  neck  dissection  be  reserved 
for  clinically  positive  neck  nodes,  when  there  is 
extension  of  disease  into  the  upper  neck,  or  when 
there  is  evidence  at  surgery  of  nodal  spread.61  We 
routinely  perform  prophylactic  neck  dissection 
only  in  squamous  carcinomas,  which  are  known  to 
have  a very  high  incidence  of  node  metastases.  In 


other  malignant  conditions  we  find  frozen-section 
biopsy  of  a node  at  the  junction  of  the  facial  and 
external  jugular  veins  to  be  a useful  guide.  If  the 
findings  prove  positive,  neck  dissection  is  per- 
formed. 

Parotid  gland  as  the  site  of  metastatic  cancer 
or  primary  lymphoma.  The  parotid  gland  is 
often  the  site  of  metastatic  cancer  arising  else- 
where in  the  head  and  neck  area  and  may  be  the 
site  of  primary  lymphoma.  In  sharp  contrast,  this 
does  not  occur  in  the  submaxillary,  sublingual,  or 
minor  salivary  glands.  This  may  be  a conse- 
quence of  the  plexus  of  lymph  nodes  within  the 
parotid  gland  itself  and  many  more  about  its  pe- 
riphery. This  profusion  of  lymphatic  vessels  is 
not  associated  with  other  salivary  glands. 

Although  other  types  of  cancer  may  metastasize 
to  the  parotid,  the  two  predominating  ones  are 
epidermoid  carcinoma  and  melanoma.  Epider- 
moid cancers  originating  in  the  skin  of  the  scalp, 
ear,  and  face  tend  to  lodge  in  the  intraglandular 
nodes.  Metastases  from  large  squamous  cancers 
arising  in  the  oral  cavity  are  also  occasionally 
found  in  these  nodes,  although  their  usual  pattern 
of  spread  is  to  the  jugular  chain  of  neck  nodes. 
Metastases  from  melanomas  arising  in  the  scalp, 
face,  ear,  and  temple  are  frequently  found  in  the 
paraglandular  parotid  lymphatic  glands,  particu- 
larly in  the  area  of  the  tragus. 

The  treatment  of  metastatic  carcinoma  of  the 
parotid  is  discouraging  but  not  hopeless.  Parotid- 
ectomy and  radical  neck  dissection  with  resec- 
tion of  the  primary  tumor  should  be  undertaken. 
The  facial  nerve  can  usually  be  preserved,  unless 
it  is  invaded  by  tumor.  This  approach  has  re- 
sulted in  a 14.3  per  cent  five-year  cure  rate  for 
epidermoid  cancer  and  an  11.5  per  cent  five-year 
survival  in  melanoma.62 

Any  differential  diagnosis  of  enlargements  in 
the  parotid  area  must  include  Hodgkin’s  disease, 
lymphosarcoma,  and  leukemic  infiltrates.  If  the 
condition  can  be  confirmed  by  needle  biopsy,  the 
patient  may  be  spared  further  surgery. 

Submaxillary  gland.  Total  block  excision  is 
the  procedure  of  choice  for  benign  tumors  of  the 
submaxillary  gland  and  is  the  minimum  accept- 
able for  malignant  neoplasms.  This  can  be  readily 
accomplished  with  preservation  of  the  mandibular 
ramus  branch  of  the  facial  nerve.  However,  if  ma- 
lignant tumor  is  adjacent  to  the  nerve,  it  should 
be  sacrificed  without  hesitation. 

Radical  neck  dissection  in  submaxillary  tu- 
mors. Some  authors  advise  routine  radical  neck 
dissection  for  submaxillary  gland  carcinoma  and 
only  therapeutic  neck  dissection  for  parotid  malig- 
nant neoplasms,  citing  a 43.7  per  cent  incidence  of 
occult  neck  metastases  in  submaxillary  cancer.63 
Eneroth,  Hjertman,  and  Moberger64  state  that  in 
submaxillary  gland  carcinoma  routine  radical 
neck  dissection  is  “mandatory.”  Others  adivse  it 
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for  all  submaxillarv  cancers,  except  low-grade  mu- 
coepidermoid carcinoma,  and  still  others  “do  not 
consider  it  necessary  for  all  malignant  tumors  or 
all  tumors  of  a specific  type.”65  While  there  is 
logic  in  being  quicker  to  perform  a neck  dissection 
in  submaxillarv  neoplasms,  we  do  not  perform  it 
routinely.  Larger,  locally  invasive  and  infiltrating 
tumors  are  an  indication  for  neck  dissection  by 
our  criteria,  as  is  ominous  pathologic  conditions 
such  as  squamous  carcinoma,  high-grade  mucoep- 
idermoid, or  adenocystic  carcinoma.  Frozen-sec- 
tion biopsy  of  the  sentinel  node  at  the  junction  of 
the  facial  and  external  jugular  veins  is  a valuable 
guide  in  making  the  decision. 

Submaxillarv  carcinomas  tend  to  be  more  ag- 
gressive and  have  a poorer  prognosis  than  their 
parotid  counterpart.  The  five-year  survival  of  pa- 
tients with  submaxillary  neoplasms  is  in  the  area 
of  50  per  cent,  whereas  the  figure  for  parotid  ma- 
lignant tumors  approaches  80  per  cent. 

Representative  cure  rates  for  neoplasms  of  the 
parotid  and  submaxillary  glands  are  listed  by 
tumor  type  in  Table  II.66 

Minor  salivary  glands.  Tumors  of  the  minor 
salivary  glands  must  be  approached  with  the 
knowledge  that  more  than  half  will  be  malignant. 
Bv  far,  the  most  frequently  encountered  malig- 
nant tumor  is  adenocystic  carcinoma,  perhaps  a 
reflection  of  the  preponderance  of  mucous  cells  in 
these  glands.  This  is  followed  by  mucoepider- 
moid carcinomas,  other  adenocarcinomas,  and 
malignant  mixed  tumors.  Minor  salivary  gland 
neoplasms  typically  appear  as  a submucosal  mass 
beneath  an  intact  mucous  membrane.  Ulceration 
appears  only  occasionally  and  usually  late  in  the 
disease.  When  the  location  and  size  of  the  tumor 
permit,  wide  excisional  biopsy  is  the  preferred 
approach.  If  the  histologic  study  proves  the  neo- 
plasm to  be  mixed  tumor  (the  most  frequently  oc- 
curring benign  neoplasm)  or  low-grade  mucoepi- 
dermoid carcinoma,  this  constitutes  adequate 
therapy  as  well.  In  larger  tumors  and  in  those  oc- 
curring in  difficult  anatomic  sites,  a preliminary 
biopsy  will  facilitate  the  planning  of  definitive 
surgery.  Since  more  than  half  of  malignant  minor 
salivary  tumors  occur  in  the  palate,  antrum,  base 
of  tongue,  and  larynx,  careful  planning  of  the  sur- 
gical procedure  to  be  performed  is  mandatory,  lest 
it  be  inadequate. 

The  understandable  reluctance  of  some  sur- 
geons to  perform  wide  resection  of  underlying 
bone  in  these  cancers  has  contributed  to  their 
high  rate  of  local  recurrence  (40  per  cent  in  some 
series).67  When  the  palate  is  involved,  en  bloc  re- 
section of  underlying  bone  should  be  undertaken. 
Radical  resection  of  the  maxilla  is  required  when 
the  antrum  is  the  primary  site.  Partial  resection 
of  the  mandible  should  be  included  in  the  man- 
agement of  neoplasms  arising  in  the  alveolus. 
Wide  resection  and  reconstruction  of  the  soft 


TABLE  II.  Five-year  determinate  "cure”  rates  in  malignant 
tumors  of  the  parotid  and  submaxillary  glands* 


Parotid - — Submaxillary— - 

Five-  Five- 

Year  Year 

Types  of  Patients  “Cure”  Patients  “Cure” 

Tumor  Observed  (Per  Cent)  Observed  (PerCent) 

Malignant 

mixed 

98 

45 

15 

20 

Mucoepidermoid 
High  grade 

63 

11 

8 

25 

Low  grade 

104 

96 

10 

100 

Adenocarcinoma 

Adenocystic 

30 

30 

34 

24 

Acinic 

28 

82 

Adenocar- 
cinoma not 
otherwise 
specified 

80 

43 

17 

6 

Squamous 

33 

33 

12 

25 

Cystic  papillary 
lesion 

4 

100 

Unclassified 

17 

24 

1 

* Memorial  Hospital,  New  York  City  (1930-1959).  Adapted  from 
Frazell.66 


tissues  is  the  procedure  of  choice  when  the  tumor 
originates  in  the  tongue,  buccal  area,  floor  of  the 
mouth,  or  the  lip. 

Although  neck  nodes  are  ultimately  involved  in 
25  to  35  per  cent  of  patients  with  minor  salivary 
gland  carcinomas,  this  usually  occurs  in  patients 
who  have  multiple  recurrences.  Prophylactic 
neck  dissection  is  not  ordinarily  undertaken. 

Cure  rates  of  malignant  minor  salivary  tumors 
range  from  37.9  per  cent  in  87  patients  followed 
for  three  years68  to  68  per  cent  in  72  patients  oper- 
ated on  by  one  surgeon  and  followed  for  five 
years.69  As  one  might  expect,  salvage  rates  are 
much  poorer  when  adjacent  bone  or  soft  tissue  is 
involved  by  tumor.  Since  half  or  more  of  the 
cases  in  these  and  most  series  are  cylindromas, 
the  cure  rates  can  be  expected  to  decline  with 
continued  follow-up.  In  a study  of  malignant  tu- 
mors of  the  minor  salivary  glands  of  the  oral  cavi- 
ty and  oropharynx  with  270  patients  followed  for 
five  years,  204  for  ten  years,  and  137  for  fifteen 
years,  the  determinate  cure  rate  was  55.1,  38.8, 
and  25  per  cent,  respectively.70 

Radiotherapy.  While  radiotherapy  is  the 
treatment  of  choice  in  localized  lymphomas  in- 
volving para-  and  intraglandular  parotid  nodes,  it 
has  not  found  a place  in  the  primary  treatment  of 
salivary  cancers.  It  has  proved  valuable  in  the 
management  of  recurrent  salivary  cancer  and  is  a 
worthwhile  adjunct  when  surgical  resection  can- 
not completely  remove  the  tumor.  We  have  had 
no  experience  with  preoperative  radiotherapy  and 
have  not  used  it  prophylactically  when  surgical 
excision  was  believed  to  be  complete. 
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Since  its  introduction  in  the  United  States,1 
methyldopa  has  been  widely  used  in  the  treat- 
ment of  hypertension.  It  induces  a significant  fall 
in  both  supine  and  standing  blood  pressure,  espe- 
cially when  used  in  conjunction  with  a diuretic 
agent.1,2  It  is  usually  well  tolerated  by  patients, 
because  its  side-effects  are  less  frequent  and  less 
troublesome  than  those  associated  with  many 
other  antihypertensive  agents  of  similar  efficacy. 
However,  side  reactions  have  been  encountered, 
and  these  have  necessitated  discontinuation  of 
treatment  in  a significant  number  of  patients.3 

In  recent  years  some  45  cases  of  methyldopa- 
induced  fever  have  been  reported.2-'5  Twenty-one 
cases  were  confirmed  by  recurrence  of  fever  on  re- 
challenge with  the  drug.  The  mechanism  of 
methyldopa-induced  fever  is  unknown.  Further- 
more, it  is  undetermined  whether  or  not  reintro- 
duction of  methyldopa  after  a prolonged  drug-free 
interval  will  again  induce  a reaction.  This  report 
describes  3 cases  of  methyldopa  fever  in  which 
fever  recurred  after  reinstitution  of  the  drug  as  a 
test  dose.  It  also  describes  the  recurrence  of 
symptoms  in  2 of  the  patients  following  the  re- 
sumption of  methyldopa  after  a three-month  in- 
terval in  one  case  and  a nineteen-month  interval 
in  the  second. 

‘The  views  expressed  in  this  article  do  not  reflect  the  opin- 
ion of  the  U.S.  Air  Force. 

t Present  address:  Department  of  Medicine,  Albert  Ein- 

stein College  of  Medicine,  New  York,  New  York. 

“Present  address:  Department  of  Medicine,  Vanderbilt 

University  Medical  School,  Nashville,  Tennessee. 


Case  reports 

Case  1.  A forty-six-year-old  male  Caucasian 
was  first  evaluated  at  the  6580th  U.S.  Air  Force 
Hospital  on  June  27,  1967,  shortly  after  his  return 
from  Vietnam.  He  had  had  a history  of  hyperten- 
sion and  gout  for  ten  years  and  an  episode  of  in- 
fectious hepatitis  in  1959.  On  this  and  several 
subsequent  clinic  visits,  his  blood  pressure  was  re- 
corded between  185  and  220  mm.  Hg  systolic  and 
125  and  135  mm.  Hg  diastolic.  Grade  1 hyperten- 
sive retinopathy  was  present.  The  liver  was  pal- 
pable 4 cm.  below  the  right  costal  margin.  The 
rest  of  the  physical  examination  showed  normal 
results.  Results  of  the  hemogram  and  urinalysis 
were  normal.  Glucose  tolerance  test  results  were 
abnormal  with  fasting  blood  sugar  106  mg.,  at 
thirty  minutes  226  mg.,  at  sixty  minutes  250  mg., 
at  one  hundred  and  twenty  minutes  134  mg.,  and 
at  one  hundred  and  eighty  minutes  74  mg.  per  100 
ml.  Other  pertinent  laboratory  test  results  were 
creatinine  1.6  mg.,  cholesterol  235  mg.,  and  uric 
acid  12  mg.  per  100  ml.;  urinary  vanylmandelic 
acid  5.6  mg.  per  twenty-four  hours;  and  carbon 
dioxide  27  mEq.,  chloride  106  mEq.,  sodium  142 
mEq.,  and  potassium  4.5  mEq.  per  liter.  Results 
of  the  chest  roentgenogram  and  rapid  sequence  in- 
travenous pyelogram  were  normal,  as  were  those 
of  the  liver  function  tests. 

Allopurinol,  100  mg.  twice  a day,  was  started  in 
June,  1967.  On  completion  of  the  hypertensive 
evaluation  on  July  25,  1967,  methyldopa  was 
started  with  a dose  of  250  mg.  four  times  a day. 
Thirteen  days  later,  August  7,  1967,  the  patient 
was  admitted  because  of  a five-day  illness  charac- 
terized by  prostration,  malaise,  temperature  up  to 
104°F.,  diaphoresis,  shaking  chills,  minimal  non- 
productive cough,  and  retro-orbital  headaches. 
Physical  examination  results  were  unchanged  ex- 
cept for  a temperature  of  101. 6°F.  and  a heart  rate 
of  120  per  minute.  Hematocrit  was  40,  and  white 
blood  cells  4,800  with  60  polynucleated  neutro- 
phils, 1 band  form,  22  lymphocytes,  5 mononucle- 
ocytes,  and  2 eosinophils.  Urinalysis  revealed  1 
plus  proteinuria,  occasional  white  blood  cells,  and 
many  fine  and  coarse  granular  casts.  The  results 
of  the  roentgenogram  of  the  chest,  blood  cultures, 
aerobic  and  anaerobic  repeated  several  times,  and 
stool  examination  for  ova  and  parasites  were  all 
negative. 

The  course  of  his  temperature  changes  during 
his  stay  in  the  hospital  is  illustrated  in  Figure  1A. 
On  August  8 and  9 the  rectal  temperature  reached 
104. 5°F.  The  fever  was  accompanied  by  malaise 
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FIGURE  1.  Temperature  chart  of  three  patients  ex- 
posed to  methyldopa  (A)  Case  1 (B)  Case  2.  (C) 

Case  3.  Arrows  indicate  oral  dose  of  250  mg. 


and  chills.  On  August  10,  after  methyldopa  was 
discontinued,  the  rectal  temperature  promptly 
subsided  to  below  100°F.,  and  the  symptoms 
abated.  On  August  14,  the  temperature  was 
98.6°F.,  and  the  patient  was  given  a challenging 
dose  of  250  mg.  of  methyldopa  orally.  No  tem- 
perature rise  occurred  in  the  next  six  hours,  and 
another  dose  was  given.  Six  hours  later  the  rectal 
temperature  rose  to  101°F.  Again  malaise  and 
chills  accompanied  the  fever,  subsiding  after  de- 
fervescence. Methyldopa  was  discontinued,  and 
the  patient  was  followed  for  a period  of  nineteen 
months  without  any  other  episode  of  fever. 

Because  of  disagreeable  side-effects  associated 
with  other  antihypertensive  agents,  methyldopa 
was  resumed  in  February,  1969,  with  a dose  of  250 
mg.  four  times  per  day.  During  the  next  three 
days  the  patient  noted  the  gradual  onset  of  weak- 
ness, fatigue,  slowing  of  general  activity,  dissocia- 
tion, depression,  and  malaise.  These  symptoms 
increased  to  the  point  of  prostration,  and  he  was 
no  longer  able  to  function  adequately  in  a sensi- 
tive defense  job.  His  temperature  remained  nor- 
mal, and  results  of  liver  function  tests  and 
Coombs’  test  remained  negative.  Because  of  the 
severity  of  his  symptoms  and  his  required  pres- 
ence at  work,  methyldopa  was  discontinued.  Two 


days  later  all  symptoms  had  abated. 

Case  2.  A forty-five-year-old  male  Caucasian 
had  had  essential  hypertension  diagnosed  and 
evaluated  in  1966.  On  October  31,  1967,  treat- 
ment was  started  with  methyldopa,  250  mg.  four 
times  a day.  At  that  time,  his  blood  pressure  was 
170/100  mm.  Hg.  On  November  9,  1967,  he 
began  to  feel  tired.  The  blood  pressure  was  155/ 
105  mm.  Hg,  and  the  liver  edge  was  felt  4 cm. 
below  the  right  costal  margin.  During  the  next 
four  days  he  noted  a constant  frontal  headache. 
On  the  night  of  November  12,  he  awoke  with 
generalized  malaise.  The  next  day  he  experi- 
enced several  shaking  chills,  and  his  temperature 
rose  to  103. 6°F.  On  admission  to  the  hospital  his 
temperature  had  decreased  to  99°F.,  his  pulse  was 
80  per  minute  and  his  blood  pressure  was  132/88 
mm.  Hg.  The  liver  was  still  palpable  4 cm.  below 
the  right  costal  margin,  but  the  rest  of  the  physi- 
cal examination  showed  normal  results.  There 
was  no  obvious  source  of  infection.  Urinalysis  re- 
sults were  normal,  hematocrit  was  45,  white  blood 
count  was  7,100  with  72  polynucleated  neutro- 
phils, 4 band  forms  and  24  lymphocytes.  Throat, 
urine,  cerebrospinal  fluid,  and  blood  cultures  were 
sterile.  Fasting  blood  sugar  was  96  mg.  and  cre- 
atinine was  1.4  mg.  per  100  ml.  Liver  function 
tests,  chest  and  sinus  roentgenograms,  and  elec- 
trocardiographic results  were  normal. 

The  patient’s  temperature  curve  is  illustrated  in 
Figure  IB.  Methyldopa  was  withheld  on  admis- 
sion, and  the  temperature  became  normal  within 
two  days  after  an  initial  spike  to  102°F.  A total 
of  750  mg.  of  methyldopa  was  given  in  three  di- 
vided doses  on  the  fourth  day  after  admission. 
Thirteen  hours  after  the  first  dose,  the  tempera- 
ture rose  to  102. 6°F.,  preceded  by  nausea  and  ac- 
companied by  shaking  chills  and  headaches.  He 
became  afebrile  and  asymptomatic  over  the  next 
twenty-four  hours.  Methyldopa  was  discontin- 
ued, and  there  has  been  no  recurrence  of  fever. 

Case  3.  A thirty-six-year-old  male  Caucasian 
was  found  to  have  essential  hypertension  in  Sep- 
tember, 1968.  His  blood  pressure  was  160/110 
mm.  Hg.  Results  of  laboratory  tests,  including 
hemogram,  urinalysis,  blood  urea  nitrogen,  fasting 
blood  sugar,  creatinine,  electrolytes,  uric  acid,  cal- 
cium, phosphorus,  and  urinary  vanylmandelic 
acid  were  within  normal  limits.  Roentgenogram 
of  the  chest,  electrocardiogram,  and  radioisotope 
renogram  showed  results  within  normal  limits. 
Blood  pressure  remained  above  128/90  and  usu- 
ally was  above  130/95  mm.  Hg.  A trial  of  pheno- 
barbital  and  hydrochlorothiazide  failed  to  reduce 
the  blood  pressure. 

On  February  24,  1969,  treatment  was  begun 
with  hydrochlorothiazide,  50  mg.  per  day,  and 
methyldopa,  250  mg.  four  times  per  day.  When 
seen  in  the  clinic  on  March  10,  1969,  his  blood 
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pressure  was  130/90  mm.  Hg,  and  he  offered  no 
complaints.  However,  he  presented  himself  at  the 
emergency  room  one  day  later,  seventeen  days 
after  onset  of  therapy  with  methyldopa,  with 
headaches  and  again  two  days  later  with  continu- 
ing headaches  and  diaphoresis.  On  both  occa- 
sions he  was  afebrile,  and  examination  was  unre- 
markable. Chills,  fever  up  to  102. 4°F.,  myalgias, 
weakness,  malaise,  nasal  congestion,  nuchal  head- 
aches, and  a nonproductive  cough  occurred  on 
March  28,  22  days  after  initiation  of  methyldopa, 
and  again  on  March  25.  The  possibility  of  drug 
fever  was  first  suspected  during  a routine  clinic 
visit  on  March  28,  when  the  patient  casually  men- 
tioned that  he  “had  had  the  'flu,”  and  methyldo- 
pa was  discontinued.  There  were  no  subsequent 
febrile  episodes,  and  the  patient  was  well  until 
June  13,  1969.  On  that  date,  two  doses  of  250 
mg.  of  methyldopa  were  given  orally.  Seven 
hours  after  the  first  dose,  the  temperature  rose  to 
103. 4°F.  (Fig.  1C)  and  was  associated  with  the 
same  symptoms  experienced  during  previous  fe- 
brile episodes.  He  became  afebrile  and  asymp- 
tomatic after  a few  hours.  Methyldopa  was 
discontinued,  and  there  has  been  no  recurrence  of 
fever. 

Comment 

Since  its  introduction  into  the  United  States  in 
the  last  decade,  methyldopa  has  become  a popular 
drug  in  the  management  of  hypertension.  It  has 
reached  this  status  because  of  its  proven  effica- 
cy.1;2 the  simplicity  of  its  dosage,  and  its  accep- 
tance by  patients.  However,  several  serious  side- 
effects  and  toxic  reactions  have  been  well  docu- 
mented. 2.3.5,6,8,9,15, 16  These  include  positive 
Coombs’  test  results,  hemolytic  anemia,  agranulo- 
cytosis, thrombocytopenia,  parkinsonian  symp- 
toms, abnormal  liver  function  test  findings,  and 
paradoxical  hypertensive  episodes.  Other  side- 
effects  such  as  nasal  stuffiness,  sialorrhea,  drowsi- 
ness, headaches,  lassitude,  depression,  night- 
mares, gastrointestinal  symptoms,  and  sexual  im- 
potence have  also  been  described  and  often  neces- 
sitate discontinuation  of  therapy.  It  is  estimated 
that  methyldopa  has  to  be  discontinued  in  about 
20  per  cent  of  patients. 2,5 

Methyldopa-induced  fever  has  been  reported  to 
occur  in  approximately  3 per  cent  of  patients.5  It 
is  a peculiar  reaction,  and  it  deserves  emphasis 
because  it  so  closely  mimics  an  acute  infectious 
illness  that  the  discovery  of  its  true  cause  may 
often  be  delayed  for  several  days  or  even  weeks. 
The  fever  and  associated  symptoms  characteris- 
tically exhibit  a relapsing  course.  Many  patients 
have  fever  in  the  evening,  have  night  sweats,  and 
improve  the  next  morning.  Others  are  ill  and  fe- 
brile for  a few  days  and  improve  spontaneously, 
the  fever  being  absent  for  several  days  in  spite  of 
continued  therapy,  but  fever  and  symptoms  recur 


at  a later  date.  This  is  illustrated  by  Case  3. 
The  fever  and  symptoms  in  his  case  subsided 
spontaneously  on  two  different  occasions,  al- 
though methyldopa  was  not  discontinued.  The 
resulting  illness  in  these  patients  is,  therefore, 
often  difficult  to  differentiate  from  infectious  ill- 
nesses and  is  likely  to  persist  in  the  form  of  parox- 
ysmal episodes  for  as  long  as  the  drug  is  adminis- 
tered, with  consequent  prolonged  and/or  repeated 
hospitalizations,  diagnostic  procedures,  and  un- 
necessary treatment  with  antibiotics. 

Case  1 demonstrates  the  difficulty  often  en- 
countered in  differentiating  between  drug-induced 
fever  and  an  acute  infectious  illness.  Typically, 
this  patient  was  seen  two  days  prior  to  admission 
on  military  “sick  call”  and  was  thought  to  have 
an  acute  viral  illness.  When  a complete  medical 
history  revealed  that  he  had  just  returned  from 
Vietnam,  the  possibility  of  malaria  was  seriously 
considered,  and  intensive  efforts  were  made  to 
confirm  it  by  multiple  thick  and  thin  blood 
smears.  Eventually,  drug  fever  was  suspected, 
and  methyldopa  was  discontinued  with  subse- 
quent defervescence  and  symptomatic  improve- 
ment. Case  3 was  also  not  promptly  diagnosed, 
because  he  presented  himself  at  the  emergency 
room  during  the  Hong  Kong  influenza  epidemic  of 
1968  to  1969  and  was  therefore  diagnosed  as  hav- 
ing influenza.  The  true  cause  of  his  fever  was 
first  suspected  during  a later  clinic  visit  for  rou- 
tine hypertension  follow-up,  when  the  patient  ca- 
sually mentioned  his  previous  febrile  illness. 

The  etiology  of  the  febrile  reaction  to  methyldo- 
pa is  obscure,  and  little  has  been  written  about  it. 
Drug  fever  has  been  alternately  called  a “toxic” 5 
and  an  “allergic”  17  reaction,  but  its  exact  mecha- 
nism has  not  yet  been  elucidated.  Methyldopa, 
or  one  of  its  metabolites,  may  possibly  induce  an 
antigen-antibody  reaction;  or  the  drug  may  di- 
rectly or  indirectly  release  cellular  substances 
which  are  pyrogenic  in  certain  patients.  Al- 
though an  association  has  been  observed  between 
abnormalities  in  hepatic  function  and  fever  during 
treatment  with  methyldopa,  the  significance  of 
this  association  is  unclear,  since  many  patients 
have  had  one  manifestation  without  the 
other. 2,5,'6’8’9’n’14  Eosinophilia,  which  would 
suggest  a hypersensitivity  phenomenon,  has  been 
reported,  but  only  very  rarely,9  and  was  absent  in 
our  3 patients.  Coombs’  test  result  has  been  neg- 
ative when  tested  for.  This  is  understandable, 
since  methyldopa  fever  occurs  within  the  first 
twenty-five  days  of  treatment4,5;  whereas  positive 
Coombs’  test  results  appear  .after  several  weeks  or 
months  of  therapy.18  Since  methyldopa  acts  as  a 
“false  neurotransmitter”  16  and  is  known  to  influ- 
ence the  distribution  of  neurotransmitter  sub- 
stances, such  as  norepinephrine,  in  the  nervous 
system,  a central  action  of  methyldopa  on  the 
temperature-regulating  mechanisms,  such  as  re- 
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setting  of  the  “thermostat  center”  at  a higher 
level,  is  also  possible. 

Little  is  known  concerning  the  behavior  of  pa- 
tients with  methyldopa  fever  who  are  challenged 
with  methyldopa  after  a long  period  of  time. 
There  are  occasional  patients  whose  hypertension 
is  easily  controlled  with  methyldopa  in  combina- 
tion with  diuretics  but  difficult  to  lower  with 
other  antihypertensive  agents.  In  other  patients 
drugs  other  than  methyldopa  may  be  contraindi- 
cated or  may  be  associated  with  undesirable  side 
reactions.  For  many  of  these  patients  it  would  be 
desirable  to  resume  methyldopa  therapy  after 
some  time  has  been  allowed  to  lapse.  Little  infor- 
mation was  obtained  from  the  literature  or  the 
pharmaceutical  company  which  manufactures 
methyldopa,  concerning  the  fate  of  patients  who, 
after  having  had  methyldopa  fever,  are  rechal- 
lenged after  a long  period  of  time.  Cases  1 and  3 
are,  therefore,  instructive  in  this  respect.  Be- 
cause of  unpleasant  side-effects  secondary  to  other 
antihypertensive  agents,  it  was  decided  to  chal- 
lenge Case  1 again  with  methyldopa  after  what 
was  thought  to  have  been  a suitable  period  of 
time,  nineteen  months.  The  patient  experienced 
the  same  prodromal  symptoms  which  he  had  had 
initially.  These  symptoms  were  so  profound  as  to 
justify  discontinuation  of  the  challenge,  although 
it  was  still  too  early  to  document  hyperpyrexia. 
A similar  but  even  more  dramatic  course  was  ob- 
served in  Case  3.  When  he  was  challenged  as  late 
as  three  months  after  the  original  reaction  to 
methyldopa,  symptoms  and  fever  recurred  in  a 
very  brief  period  of  time. 

These  cases  suggest  that  methyldopa  fever  is  a 
fixed  drug  reaction  and  that  resumption  of  thera- 
py may  not  be  advisable  at  any  future  time  after 
methyldopa  fever  has  been  documented.  How- 
ever, the  possibility  exists  that  a waiting  period  of 
even  nineteen  months  is  not  long  enough  and  that 
a further  challenge  with  methyldopa  after  an  in- 
terval of  several  years  may  be  indicated  in  select- 
ed cases.  Because  of  the  relatively  low  incidence 
of  this  reaction  among  patients  on  methyldopa, 
the  true  pattern  of  behavior  of  methyldopa  fever 
will  emerge  only  with  accumulation  of  additional 
reports.  It  is  important,  therefore,  that  other 
cases  be  documented. 

Summary 

Three  cases  of  methyldopa-induced  febrile  reac- 
tion are  presented.  All  3 were  proved  by  chal- 
lenge with  the  drug  within  a short  time  of  the  ini- 


tial reaction.  In  one  patient  a second  challenge 
nineteen  months  later  resulted  in  a syndrome 
which  was  very  similar  to  the  initial  drug  reaction. 
The  severity  of  the  symptoms  was  such  that 
methyldopa  had  to  be  stopped  before  the  onset  of 
fever  could  be  documented.  In  a second  patient 
fever  and  symptoms  recurred  on  a second  chal- 
lenge with  methyldopa  three  months  after  the  ini- 
tial drug  reaction.  The  recurrence  of  symptoms 
of  drug  reaction  after  intervals  of  three  and  nine- 
teen months  suggests  that  methyldopa  fever  is  a 
fixed  drug  reaction. 

1291  Waring  Avenue 
The  Bronx,  New  York  10469 
(DR.  KLEIN) 
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The  occurrence  of  hypercalcemia  in  cancer  pa- 
tients is  a well-known  phenomenon.  The  defini- 
tive therapy  of  hypercalcemia  is,  obviously,  effec- 
tive treatment  of  the  tumor.  When  tumor  growth 
is  uncontrolled,  therapeutic  measures  employed  to 
lower  the  serum  calcium  have  shown  only  tran- 
sient effects. 

Conventionally,  the  treatment  of  hypercalcemia 
consists  of  the  administration  of  intravenous 
fluids,  glucocorticoids,  and  low-calcium  diet.1 
Several  drugs  have  been  recommended  for  use  in 
hypercalcemic  patients.2"13  However,  a number 
of  these  are  accompanied  by  undesirable  side  ef- 
fects, including  soft-tissue  calcifications,  electro- 
lytic shifts,  and  drug  toxicity.  Patients  are  sel- 
dom discharged  from  the  hospital  on  an  effective 
therapeutic  regimen  because  this  requires  contin- 
uous medical  supervision. 

Recently  we  have  observed  excellent  long-last- 
ing results  in  the  treatment  of  hypercalcemia  with 
a single  injection  of  human  gammaglobulin.  The 
following  2 cases  illustrate  this  new  approach. 

Case  reports 

Case  1.  A fifty-eight-year-old  male  was  re- 
ferred to  our  institute  with  the  diagnosis  of  unre- 
sectable  squamous-cell  carcinoma  of  the  right 
lung  which  was  invading  the  chest  wall.  On  ad- 
mission he  was  disoriented,  confused,  and  com- 
plained of  pain  in  the  right  side  of  the  chest.  The 
work-up  showed  no  evidences  of  distant  metasta- 
ses. 

Pertinent  laboratory  data  revealed  hemoglobin 
12.3  Gm.  per  100  ml.;  white  blood  cells  10,300, 
platelets  475,000  per  cubic  millimeter;  hematocrit 
42;  blood  urea  nitrogen  8,  fasting  blood  sugar  102 
mg.  per  100  ml.;  total  protein  5.8,  albumin  2.6 
Gm.  per  100  ml.;  total  bilirubin  5.8,  calcium  14.5, 
phosphorus  3.6  mg.  per  100  ml.;  and  alkaline  phos- 
phatase 106,  serum  glutamic  oxaloacetic  acid  48, 


and  lactic  dehydrogenase  138  international  units 
per  milliliter. 

The  patient  was  placed  on  regular  hospital  diet, 
no  intravenous  fluids  were  given,  and  he  was  med- 
icated with  ampicillin  and  meperidine  for  pain 
and  with  pentobarbital  sodium  for  sleep.  He  re- 
ceived 2 ml.  of  human  gammaglobulin*  intramus- 
cularly to  observe  its  effect  on  the  serum  calcium. 
The  serum  calcium  level  decreased  progressively, 
reaching  normal  limits  within  ten  days. 

Palliative  radiation  therapy  to  the  right  lung 
and  chest  wall  was  given  in  a total  dose  of  3,000 
rads  over  a period  of  one  month.  The  patient  was 
discharged  on  completion  of  the  radiation  thera- 
py. No  early  beneficial  effect  of  the  radiation 
therapy  was  observed  regarding  chest  pain  or  ra- 
diologic size  of  the  lesions. 

One  month  later  the  patient  was  readmitted  for 
evaluation.  He  was  ambulatory  and  had  no  signs 
of  hypercalcemia  at  this  time.  Chest  roentgeno- 
gram showed  increase  of  tumor  size  and  progres- 
sion of  disease. 

The  serum  calcium  level  on  readmission  was 
10.2  mg.  per  100  ml.  Daily  blood  samples  drawn 
over  the  following  ten  days  indicated  a serum  cal- 
cium level  ranging  from  9.3  to  10.2  mg.  per  100 
ml.  (Fig.  1). 

Case  2.  A sixty-eight-year-old  male  with  squa- 
mous-cell carcinoma  of  the  left  lung  and  metasta- 
ses  in  the  left  femur  was  admitted  to  our  institute 
for  chemotherapy  with  bleomycin. t 

Pertinent  laboratory  data  were  hemoglobin  11.5 
Gm.  per  100  ml.;  white  blood  cells  12,300,  plate- 
lets 360,000  per  cubic  millimeter;  fasting  blood 
sugar  110,  blood  urea  nitrogen  45  mg.  per  100  ml.; 
total  protein  8.2,  albumin  3.8  Gm.  per  100  ml.; 
total  bilirubin  1.2,  calcium  12.2,  phosphorus  3.8 
mg.  per  100  ml.;  alkaline  phosphatase  286,  serum 
glutamic  oxaloacetic  transaminase  89,  lactic  dehy- 
drogenase 138  international  units  per  milliliter; 
and  uric  acid  10.2  mg.  per  100  ml.  Subsequent 
blood  samples  drawn  over  the  following  five  days 
indicated  a serum  calcium  level  ranging  from  11.3 
to  12.3  mg.  per  100  ml. 

The  patient  was  placed  on  regular  hospital  diet, 
no  intravenous  fluids  were  given,  and  he  received 
pain  and  sleeping  medication,  meperidine  and 
pentobarbital  sodium  respectively. 

He  was  discharged  nine  days  after  gammaglob- 
ulin administration.  The  serum  calcium  level 
on  discharge  was  10.6  mg.  per  100  ml.  He  has 
been  seen  as  an  outpatient  three  times  at  weekly 
intervals  following  discharge,  and  the  serum  calci- 
um levels  were  9.3,  9.9,  and  8 mg.  per  100  ml.  at 
the  first,  second,  and  third  visits  respectively. 

He  is  not  on  a low-calcium  diet.  No  other 

‘Human  immunoglobulin  U.S.P. 

tProduct  of  Bristol  Laboratories,  Syracuse,  New  York. 


452  New  York  State  Journal  of  Medicine  / February  1 , 1973 


FIGURE  1.  Effect  of  single  injection  of  gammaglobulin 
on  serum  calcium  levels. 


antihypercalcemic  measures  have  been  taken. 
There  is  radiologic  evidence  of  progressive  tumor 
growth,  and  new  radiopaque  shadows  have  ap- 
peared in  the  right  lung  field. 

In  this  case,  again,  there  was  a slow  and  contin- 
uous drop  of  the  serum  calcium  level  reaching 
normal  limits  in  approximately  ten  days.  The 
normal  calcium  level  has  been  maintained  until 
the  present  time,  one  month  subsequent  to  ad- 
ministration of  gammaglobulin.  (Fig.  1). 

Comment 

Immunoglobulin  may  play  a role  in  the  metabo- 
lism, transport,  or  deposit  of  calcium.  This  hy- 
pothesis originated  from  the  observation  of 
changes  in  the  calcium  dynamics  in  varied  immu- 
nologic situations. 

1.  In  the  past,  the  use  of  calcium  salts  was  recom- 
mended for  the  treatment  of  a number  of  allergic 
conditions  including  urticaria,  angioneurotic  edema, 
purpura,  insect  bites,  and  serum  sickness.14-16  It 
was  thought  that  its  beneficial  effect  would  be  relat- 
ed to  changes  in  endothelial  permeability.14  Fara- 
glia,  on  the  contrary,  thought  that  the  mechanism  of 
action  of  the  calcium  salts  was  related  to  the  im- 
mune response.16  He  advocated  the  use  of  calcium 
salts  to  desensitize  patients  prior  to  the  injection  of 
the  antigen. 

2.  We  have  recently  observed  a case  of  anaphylax- 
is due  to  drug  sensitivity  in  which  the  patient  devel- 
oped hypocalcemia.  This  patient  was  hypercalcemic 
prior  to  the  incident. 

3.  Inflammatory  lesions  and  foreign-body  granulo- 
mas sometimes  heal  with  calcification.  In  these 
cases  a relationship  between  the  immune  mechanism 
and  calcium  dynamics  could  be  postulated. 

4.  On  the  other  hand,  in  patients  with  sarcoidosis 
the  immune  response  is  often  suppressed.  At  the 
same  time  there  is  frequently  an  associated  hypercal- 
cemia. Cancerous  patients  often  present  impaired 
immunologic  response,  and  the  occurrence  of  hyper- 
calcemia in  them  is  frequent. 

5.  The  cancer  most  often  associated  with  hyper- 
calcemia is  multiple  myeloma,  which  produces  a 
clinically  detectable  abnormal  immunoglobulin. 


On  the  basis  of  these  observations,  human 
gammaglobulin  was  administered  to  hypercalcem- 
ic patients  so  we  could  observe  its  effect  on  serum 
calcium  levels.  The  cases  reported  demonstrated 
a progressive  dropping  of  the  serum  calcium  level 
to  within  the  normal  limits  and  maintained  that 
level  one  month  after  administration  of  gamma- 
globulin. Since  the  half-life  of  gammaglobulin  is 
three  to  four  weeks,  it  was  anticipated  that 
normocalcemia  would  persist  for  this  period  of 
time. 

After  the  administration  of  immunoglobulin, 
serum  phosphorus  and  alkaline  phosphatase  lev- 
els remained  unchanged.  The  twenty-four-hour 
urinary  excretion  of  calcium  ranged  from  42  to  130 
mg. 

The  twenty-four-hour  urinary  excretion  of  phos- 
phorus ranged  from  20  to  120  mg. 

In  Case  1,  serum  electrophoresis  performed  pre- 
and  postgammaglobulin  injection  did  not  demon- 
strate any  significant  change. 

It  is  known  that  surgery  and  radiation  therapy 
may  reverse  hypercalcemia  by  means  of  destruc- 
tion or  removal  of  the  tumor.17  However,  this  did 
not  occur  in  the  present  instances.  A comparison 
of  the  radiologic  pictures  taken  before  the  radia- 
tion therapy  and  chemotherapy  and  one  month 
later  indicated  progression  of  the  primary  disease 
and  the  metastases. 

Hypercalcemia  is  a serious  problem  in  cancer. 
Unless  tumor  growth  is  controlled,  all  known 
therapeutic  measures  have  been  of  only  transient 
benefit. 

The  conventional  therapeutic  approach  to  hyper- 
calcemia consists  of  hydration  of  the  patient,  re- 
striction of  calcium  intake,  and  glucocorticoid 
administration. 1>;8 

Calciuretic  drugs  being  employed  include  di- 
uretics, saline  infusions,  ethylenediaminetetracetic 
acid,  and  sodium  sulfate;  however,  ensuing  drug 
toxicity,  electrolytic  shifts,  and  the  frequent  unre- 
sponsiveness of  the  hypercalcemia  limit  their 
use.1,19  Phosphate  compounds  are  not  calciure- 
tic, but  they  lower  the  calcium  level  in  the  extra- 
cellular fluid,  precipitating  calcium  in  soft  tissue 
or  bone.8’20  They  are  known  to  cause  nephrosis 
in  high  doses.21’22  Mithramycin  is  an  antineo- 
plastic  agent  with  hypocalcemic  properties.23  It 
precipitates  the  calcium  in  the  soft  tissue  or  bone 
and  causes  hepatic  and  renal  toxicity.8  Thyrocal- 
citonin  also  lowers  the  serum  calcium  level  pro- 
ducing new  bone  formation;  however,  it  is  rapidly 
metabolized  and  is  not  readily  available.24 

Administration  of  gammaglobulin  has  been  an 
effective  and  simple  means  of  controlling  hyper- 
calcemia in  these  2 reported  cases.  One  intra- 
muscular injection  of  2 ml.  of  gammaglobulin  in- 
duced a long  period  of  normocalcemia.  Further 
investigation  should  clarify  its  mechanism  of  ac- 
tion. 
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Summary 

Hypercalcemia  of  2 patients  with  advanced  lung 
carcinoma  was  successfully  treated  with  an  injec- 
tion of  human  gammaglobulin.  This  clinical  trial 
was  based  on  the  hypothesis  that  hypercalcemia 
occurring  in  neoplastic  conditions  could  be  related 
to  an  immunoglobulin  deficiency.  The  effect  of 
gammaglobulin  in  the  cases  presented  suggests  a 
new  therapeutic  approach  to  hypercalcemia  in 
cancer  patients. 

Addendum 

Additional  data,  obtained  since  this  manuscript 
was  submitted,  are  presented  to  emphasize  the  cur- 
rent status  of  this  new  form  of  therapy. 

The  patient  reported  in  Case  1 was  normocal- 
cemic  for  ninety-six  days;  hypercalcemia  again 
developed  (12.3  mg.  per  100  ml.)  and  was  resistant 
to  conventional  therapy.  A second  injection  of 
human  gammaglobulin  succeeded  in  lowering  the 
calcium  level  to  10.3  mg.  per  100  ml.  in  eight  days. 

The  patient  reported  in  Case  2 remained  normo- 
calcemic  until  death,  ninety-six  days  after  the 
administration  of  gammaglobulin. 

Another  14  patients  with  hypercalcemia  as- 
sociated with  neoplasia  (3  hypernephroma,  2 car- 
cinoma of  the  breast,  1 carcinoma  of  the  naso- 
pharynx, and  10  carcinoma  of  the  lung)  have  been 
treated  with  human  gammaglobulin  after  failure 
of  conventional  therapy  to  reduce  the  serum  cal- 
cium and  to  induce  tumor  regression.  Following 
the  administration  of  gammaglobulin,  7 of  the  14 
patients  displayed  a progressive  decrease  in  the 
serum  calcium  to  within  the  normal  limits  in  seven 
to  twelve  days.  These  patients  remained  norm- 
calcemic  for  from  one  to  four  months;  subsequently 
hypercalcemia  developed  in  3 of  these  patients  and 
responded  again  to  human  gammaglobulin  injec- 
tion. 

Daily  determinations  of  urinary  calcium  and 
phosphorus  were  obtained  in  3 patients  who  re- 
sponded to  gammaglobulin.  The  total  amount  of 
urinary  calcium  and  phosphorus,  found  elevated 
before  the  administration  of  gammaglobulin,  de- 
creased sharply  during  the  first  two  days  following 
the  injection  of  gammaglobulin.  The  urinary  cal- 
cium and  phosphorus  returned  to  the  normal  or 
low  normal  limits  before  the  serum  calcium  was 
normalized.  These  data  suggest  that  the  mecha- 
nism of  action  of  gammaglobulin  in  hypercalcemia 
is  not  related  to  the  increase  in  the  renal  calcium 


output  or  secondary  to  a better  hydration  of  the 
patient. 
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Spontaneous  closure  of  isolated  ventricular  sep- 
tal defect  is  well  documented  in  the  literature.1'3 
Spontaneous  closure  of  ventricular  septal  defect 
with  transposition  of  the  great  vessels  has  been  re- 
ported by  Shaher  et  al ,4  There  are  few  reports  in 
the  literature  of  spontaneous  closure  of  ventricular 
septal  defect  in  origin  of  both  great  vessels  from 
the  right  ventricle5-6  and  tricuspid  atresia.6-8  In 
none  of  the  reported  cases  of  tricuspid  atresia  was 
spontaneous  closure  of  the  ventricular  septal  de- 
fect preceded  by  a shunt  procedure.  Recently,  an 
infant  with  this  condition  underwent  a Waters- 
ton’s  anastomosis  at  Albany  Medical  Center  Hos- 
pital. Follow-up  hemodynamic  and  angiocardi- 
ographic studies  demonstrated  that  his  ventricu- 
lar septal  defect  had  closed  after  the  shunt  proce- 
dure. The  clinical  and  hemodynamic  observa- 
tions leading  to  this  conclusion  are  summarized  in 
this  study. 

Case  report 

A Caucasian  male  was  born  on  April  12,  1969, 
and  transferred  at  the  age  of  three  weeks  to  Alba- 
ny Medical  Center  Hospital  because  of  cyanotic 
spells.  A heart  murmur  was  detected  at  birth. 
He  was  the  product  of  a full-term  gestation,  and 
his  birth  weight  was  8 pounds.  The  family  histo- 
ry revealed  that  the  mother  was  twenty  years  old 


FIGURE  1.  First  admission.  Age  three  weeks.  (A) 
Electrocardiogram  showing  left  axis  deviation,  pointed  P 
waves,  and  inverted  T waves  in  left  precordial  leads. 
(B)  Roentgenogram  of  chest  showing  slight  cardiac 
enlargement  and  diminished  pulmonary  vascularity,  par- 
ticularly on  left  side. 

and  the  father  twenty-three  years  of  age.  He  had 
one  sibling  who  was  well. 

On  admission  on  May  5,  1969,  there  was  moder- 
ate cyanosis  at  rest,  but  there  was  no  clubbing  of 
his  fingers  or  toes.  His  pulses  were  present  and 
equal,  and  the  flush  blood  pressure  was  70  and  80 
mm.  Hg  in  his  right  arm  and  leg  respectively. 
His  heart  rate  was  130  per  minute,  and  respirato- 
ry rate  was  30  per  minute.  The  liver  was  palpa- 
ble 2 cm.  beneath  the  right  costal  margin.  The 
first  heart  sound  was  normal,  but  the  second 
sound  was  single.  A soft  ejection  murmur  was 
heard  in  the  pulmonary  area.  Results  of  the  elec- 
trocardiogram showed  left  axis  deviation  and  right 
atrial  hypertrophy  (Fig.  1A).  The  precordial  T 
waves  were  inverted.  Roentgenogram  of  the  chest 
showed  slight  cardiac  enlargement,  and  the  pul- 
monary vascularity  was  diminished,  especially  on 


February  1 , 1 973  / New  York  State  Journal  of  Medicine  455 


TABLE  I.  Hemodynamic  findings. 


Blood  Oxygen  Saturation  (Per  Cent) 

Su- 
perior Inferior  Right  Left  Pressures* 


Date  of 

Catheterization 

Vena 

Cava 

Vena 

Cava 

Atri- 

um 

Left 

Atrium 

Ven- 

tricle 

F emoral 
Artery 

Right 

Atrium 

Left 

Atrium 

Left 

V entricle 

F emoral 
Artery 

May  5, 
1969 

25 

31 

48 

41 

30 

a, 15;  v,8 
x,7;  y,7 

(m  = 9) 

a, 7;  v,7 
x,5;  y,5 

(m  - 6) 

80/10 

80/40 

January 
28,  1971 

46 

46 

44 

69 

78 

76 

a, 10;  v,6 
x,5;  y,5 

(m  = 7) 

a,6; v,6 
x,4;  y,4 

(m  = 5) 

68/15 

82/50 

* Left  ventricle  and  femoral  artery  pressure  recordings  in  second  catherization  were  not  taken  simultaneously. 
M = mean. 


the  left  side  (Fig.  IB).  The  clinical  impression 
was  tricuspid  atresia. 

The  infant  underwent  cardiac  catheterization 
on  the  day  of  admission.  The  hemodynamic  find- 
ings are  summarized  in  Table  I.  The  right  ventri- 
cle could  not  be  entered,  and  there  was  massive 
shunt  reversal  at  atrial  level.  Right  atrial  angiog- 
raphy in  the  anteroposterior  and  lateral  projec- 
tions showed  immediate  opacification  of  the  left 
atrium  and  left  ventricle  (Fig.  2A).  Left  ventricu- 
lar angiography  demonstrated  a large  chamber 
that  gave  origin  to  the  aorta.  Through  a ventric- 
ular septal  defect,  a small  right  ventricle  opaci- 
fied. The  pulmonary  artery  arose  from  this  ven- 
tricle and  appeared  slightly  smaller  than  the  aorta 
(Fig.  2B).  An  atrial  septostomy  was  performed, 
and  a Waterston’s  anastomosis  between  the  right 
pulmonary  artery  and  ascending  aorta  was  carried 
out.  The  infant  improved,  and  a loud  continuous 
murmur  was  heard  beneath  the  right  clavicle. 
The  postoperative  course  was  uneventful,  and 
the  infant  was  finally  discharged  on  June  4,  1969. 

The  infant  was  followed  up  regularly  in  the  clin- 
ic, the  main  complaints  were  failure  to  thrive  and 
recurrent  chest  infections.  He  was  readmitted  to 
the  Medical  Center  in  January,  1971,  for  cardiac 
catheterization  and  angiocardiography.  His 
weight  on  admission  was  11  pounds. 

There  was  no  evidence  of  acute  distress  or  con- 
gestive heart  failure.  There  was  mild  cyanosis  at 
rest,  and  his  fingers  and  toes  showed  clubbing. 
His  blood  pressure  was  120/85  mm.  Hg.  The 
second  heart  sound  was  single,  and  a loud  contin- 
uous murmur  was  heard  beneath  the  right  clavi- 
cle. The  electrocardiogram  showed  the  previous 
changes,  and  the  P waves  suggested  significant 
right  atrial  hypertrophy  (Fig.  3A).  Roentgeno- 
gram of  the  chest  showed  cardiac  enlargement  with 
the  pulmonary  vascularity  increased  on  the  right 
and  diminished  on  the  left  (Fig.  3B).  The  results 
of  the  cardiac  catheterization  on  this  admission 
are  in  Table  I.  Selective  right  atrial  angiography 
demonstrated  a large  chamber  which  emptied 
very  slowly  into  the  left  atrium  through  a small 
patent  foramen  ovale  or  an  atrial  septal  defect. 
In  addition,  the  dye  regurgitated  into  the  superi- 


FIGURE  2.  First  admission  (A)  Right  atrial  angiogra- 
phy in  lateral  position  showing  shunt  reversal  at  atrial 
level  (RA  = right  atrium,  LA  = left  atrium).  (B)  Left 
ventricular  angiography  in  lateral  position  showing  large 
left  ventricle  and  small  anteriorly  situated  right  ventricle. 
Pulmonary  artery  slightly  smaller  than  aorta. 
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FIGURE  3.  Second  admission.  Age  twenty-one 
months.  (A)  Electrocardiogram  showing  left  axis  de- 
viation, tall  P waves,  and  inverted  T waves  in  left  pre- 
cordial leads.  (B)  Roentgenogram  of  chest  showing  car- 
diac enlargement  and  increased  pulmonary  vascularity 
on  right  and  diminished  vascularity  on  left 


or  and  inferior  venae  cavae  and  the  hepatic  veins. 
Left  ventricular  angiography  in  the  lateral  projec- 
tion showed  that  the  ventricular  septal  defect  had 
closed  spontaneously  (Fig.  4A).  The  right  pulmo- 
nary artery  was  dilated  and  filled  retrogradely 
from  the  ascending  aorta  through  the  Waterston’s 
anastomosis.  The  left  pulmonary  artery  did  not 
show  any  significant  opacification  (Fig.  4B). 
After  this  procedure  it  was  concluded  that  the 
shunt  was  working  satisfactorily  and  that  sponta- 
neous closure  of  the  ventricular  septal  defect  had 
occurred  during  the  follow-up  period.  In  addi- 
tion, the  hemodynamic  and  angiocardiographic 
findings  suggested  that  the  interatrial  communi- 
cation was  small  and  probably  obstructing  the 


systemic  venous  return.  An  atrial  septal  defect 
was  created  surgically.  The  child  was  finally  dis- 
charged on  February  20,  1970,  and  his  condition 
appeared  satisfactory  in  the  first  postoperative 
visit. 

Comment 

Spontaneous  closure  of  a ventricular  septal  de- 
fect in  tricuspid  atresia  is  probably  an  unusual  oc- 
currence. Roberts  et  al.7  reported  a twenty- 
seven-year-old  man  who  died  after  an  anastomosis 
between  the  superior  vena  cava  and  the  pulmo- 
nary artery.  At  autopsy  there  was  evidence  that 
a functional  ventricular  septal  defect  had  been 
present  and  had  subsequently  closed.  Meng8  re- 
ported a twenty-eight-month-old  infant  with  tri- 
cuspid atresia  and  normally  related  great  arteries. 
During  life  there  was  a loud  pansystolic  murmur 
at  the  lower  left  sternal  border.  This  murmur 
disappeared  before  death,  and  at  autopsy  there 
was  fibrous  proliferation  of  the  edges  of  the  defect, 
but  a terminal  blood  thrombus  was  responsible  for 
its  final  occlusion.  Rao  and  Sissman6  reported  a 
two  and  a half-year-old  child  with  tricuspid  atre- 
sia, ventricular  septal  defect,  and  normally  related 
great  arteries.  At  autopsy  no  ventricular  septal 
defect  nor  any  trace  of  a previous  defect  could  be 
found.  Gallaher  and  Fyler9  reported  3 infants 
with  tricuspid  atresia  without  transposition  of  the 
great  vessels  or  pulmonary  stenosis.  They  pre- 
sented symptoms  of  mild  cyanosis,  cardiac  decom- 
pensation, failure  to  thrive,  and  pulmonary  con- 
gestion. In  varying  periods  of  time  they  became 
progressively  more  cyanotic  with  the  hearts  be- 
coming smaller  and  with  decreasing  pulmonary 
vascularity.  The  authors  concluded  that  a closing 
ventricular  septal  defect  was  the  most  probable 
explanation  for  the  decreasing  pulmonary  blood 
flow.  In  all  3 patients  palliative  systemic  venous- 
to-pulmonary  arterial  anastomosis  relieved  the 
symptoms  of  hypoxia. 

In  none  of  the  reported  cases  of  tricuspid  atresia 
with  spontaneous  closure  of  the  ventricular  septal 
defect  was  a shunt  procedure  performed  to  in- 
crease the  pulmonary  blood  flow  before  spontane- 
ous closure  of  the  defect.  Such  an  operation  in 
tricuspid  atresia  will  diminish  the  blood  flow 
through  the  ventricular  septal  defect.  It  is  proba- 
bly logical  to  assume  that  the  ventricular  septal 
defect  might  get  progressively  smaller  and  finally 
close  as  a consequence  of  this  phenomenon. 

Summary 

A two-year-old  child  with  tricuspid  atresia,  ven- 
tricular septal  defect,  and  pulmonary  stenosis  has 
been  followed  up.  At  the  age  of  three  weeks  an 
anastomosis  between  the  ascending  aorta  and  the 
right  pulmonary  artery  was  performed.  Repeated 
cardiac  catheterization  and  angiography  at 
twenty-one  months  demonstrated  spontaneous 
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FIGURE  4 Second  admission.  (A)  Left  ventricular  angiography  in  lateral  position  showing  no  ventricular  septal 
defect.  Pulmonary  arteries  have  opacified  through  shunt.  (B)  Left  ventricular  angiography  in  anteroposterior  posi- 
tion showing  excessive  opacification  of  right  pulmonary  arteries.  Left  pulmonary  artery  did  not  show  any  significant 
opacification. 


closure  of  the  defect.  The  literature  is  reviewed, 
and  the  possible  relationship  between  closure  of 
the  defect  and  the  creation  of  the  shunt  is  dis- 
cussed. 
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In  1909,  Stowe1  reported  the  first  case  of  a malig- 
nant tumor  metastasizing  to  the  ureter.  This  was 
a fibrolymphosarcoma  discovered  post  mortem  in 
a young  nurse.  Since  then,  additional  cases  have 
been  reported,  although  metastasis  to  the  ureter 
remains  a relatively  rare  condition. 

For  classification  of  ureteral  cancers,  a defini- 
tion of  “metastatic”  must  be  established.  To  be 
metastatic,  tumor  spread  must  be  by  either  hema- 
togenous or  lymphogenous  means.  Primary  tu- 
mors of  the  renal  pelvic,  bladder,  and  those  con- 
tiguous with  the  ureter  cannot  be  considered  truly 
metastatic.  Many  reported  cases  fail  to  meet 
these  requirements  and  do  not  represent  meta- 
static lesions. 

Lucke  and  Schlumberger,2  in  their  report  of  62 
cases,  showed  that  the  highest  incidence  of  ureter- 
al metastases  were  from  renal  parenchymal  tu- 
mors (15  cases).  This  was  followed  in  decreasing 
order  by  stomach  (11),  prostate  (9),  breast  (7), 
lung  (5),  lymphoma  (5),  colon  (4),  uterus  (2),  and 
ovary,  testis,  urethra,  and  skin  (1  each). 

Malignant  melanoma  is  the  only  reported  type 
of  skin  tumor  metastasizing  to  the  ureter.  The 
literature  reveals  5 cases  of  malignant  melanoma 
involving  the  ureter;  3 originated  in  the  skin,  and 
, 1 each  originated  in  the  choroid  layer  of  the  eye  and 
in  the  female  urethra. ' The  latter  report  is  open  to 
question  since  agreement  on  the  primary  tumor 
could  not  be  reached.  The  primary  tumor  was 
not  considered  melanoma  by  all  examining  pa- 
thologists, and  the  ureteral  metastases  could  not 
be  classified. 

*Present  address:  Naval  Hospital.  Bethesda,  Maryland. 

fPresent  address:  Naval  Hospital,  Great  Lakes,  Illinois. 


FIGURE  1.  Excretory  urogram  reveals  two  lucent  le- 
sions in  right  ureter. 


In  1962,  Judd4  reported  a case  of  a ureteral  tumor 
associated  with  hematuria.  Its  identification  as  a 
melanoma  led  to  the  discovery  of  the  primary 
tumor  in  the  choroid  layer  of  the  eye.  The  pa- 
tient later  died  with  metastases  in  the  remaining 
kidney  and  ureter.  Samellas  and  Marks,  in  1961, 5 
reported  a case  of  hematuria  secondary  to  a ure- 
teral tumor.  A melanoma  of  the  skin  with  region- 
al metastases  was  present,  and  the  tumor  was  as- 
sumed to  be  metastatic  melanoma.  At  autopsy 
the  ureter,  renal  pelvis,  renal  parenchyma,  and 
bladder  were  sites  of  metastatic  melanoma. 
McKenzie  and  Bell,  in  1968, 6 reported  a meta- 
static lesion  of  the  ureter  occuring  ten  years  fol- 
lowing excision  of  a cutaneous  melanoma. 

Pontes  and  Oldford7  reported  autopsy  findings 
in  11  patients  who  died  of  melanoma.  They 
found  7 patients  who  had  metastatic  melanoma  to 
the  genitourinary  tract  and  only  1 with  metastatic 
melanoma  to  the  ureter. 

Metastatic  melanoma  of  the  ureter  is  a rare  oc- 
currence and  is  usually  diagnosed  post  mortem. 
An  interesting  case  of  this  rare  condition  is  pre- 
sented. 

Case  report 

A thirty-nine-year-old  white  male  was  admitted 
to  St.  Albans  Naval  Hospital  in  March,  1967,  with 
a six-week  history  of  gross,  total,  painless  hematu- 
ria. Six  years  previously,  a wide  excision  of  a ma- 
lignant melanoma  of  the  left  occipitoparietal  scalp 
was  performed,  followed  two  years  later  by  a left 
radical  neck  dissection  for  metastatic  lymph 
nodes. 

Laboratory  studies  including  urinary  melanogen 
determinations  gave  negative  results.  An  excreto- 
ry urogram  revealed  two  filling  defects  in  the 
lower  right  ureter  (Fig.  1).  Cystoscopy  revealed 
three  black  hemorrhagic  lesions  on  the  trigone  and 
bladder  base.  The  bladder  tumors  were  resected 
transurethrally  and  were  found  pathologically  to 
be  melanoma. 

Central  nervous  system  symptoms  developed 
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FIGURE  2 Excretory  urogram  reveals  moderate  right 
hydronephrosis  with  two  filling  defects  in  distal  right 
ureter. 


and  improved  with  phenylalanine  mustard  thera- 
py. Serial  intravenous  pyelograms  revealed  pro- 
gressive obstruction  of  the  right  ureter  by  intrinsic 
ureteral  tumors  (Fig.  2).  Recurrence  of  tumor  in 
the  bladder  was  suggested  by  annular  calcifica- 
tions (Fig.  3).  The  patient  deteriorated  physical- 
ly and  mentally  and  died  approximately  eight 
months  after  onset  of  urinary  tract  symptoms. 

Autopsy  revealed  a hydronephrotic  right  ureter 
and  kidney  with  two  polypoid  black  lesions  in  the 
lower  right  ureter  and  similar  appearing  tumors 
on  the  right  bladder  wall  (Fig.  4).  Pathologically, 
the  lesions  were  malignant  melanoma. 

Comment 

Malignant  melanoma  metastasizing  to  the  ure- 
ter is  extremely  rare.  Urinary  tract  involvement 
is  ordinarily  not  discovered  until  the  disease  is  far 
advanced;  the  mode  of  spread  is  invariably  by  he- 
matogenous means.  Metastatic  renal  parenchy- 
mal lesions  are  the  most  common  metastatic 
genitourinary  lesions  reported.  The  malignant 


FIGURE  3.  Flat  film  of  pelvis.  Note  the  annular  cal- 
cifications of  the  metastatic  melanoma  on  right  bladder 
wall. 


FIGURE  4.  Gross  specimen  demonstrating  metastatic 
melanoma  in  right  ureter  and  bladder  wall. 


melanoma  may  metastasize  to  the  ureter  without 
renal  involvement  or  may  metastasize  by  vascular 
or  lymphogenous  means  from  the  kidney.  Im- 
plantation of  tumor  in  the  ureter  and  bladder 
from  kidney  metastasis  does  occur,  as  demon- 
strated from  a review  of  cases  of  bladder  and  ure- 
teral melanoma  reported. 

Early  discovery  of  metastatic  melanoma  to  the 
genitourinary  tract  may  lead  to  better  palliation 
or  possible  cure. 

If  clinical  evaluation  reveals  the  urinary  tract  to 
be  the  sole  site  of  the  metastatic  melanoma,  ag- 
gressive surgical  treatment  of  the  urologic  lesion  is 
indicated. 
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Summary 

A case  of  malignant  melanoma  metastasizing  to 
the  ureter  is  presented.  The  literature  is  re- 
viewed, and  only  5 other  cases  have  been  docu- 
mented. The  lesions  in  the  urinary  tract  may  ap- 
pear many  years  after  treatment  of  the  primary 
lesions,  and  they  commonly  occur  with  hematuria 
and  negative  urinary  melanogen  findings. 

The  case  reported  is  the  third  in  which  the  di- 
agnosis was  made  in  a living  patient  and  proved 
by  tissue  examination. 

Naval  Hospital 
St.  Albans,  New  York  11425 
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Although  pleural  and  lung  involvement  is  com- 
mon in  systemic  lupus  erythematosus,  it  is  unusual 
for  respiratory  failure  per  se  to  dominate  in  the 
presentation  of  this  disease.1-2  When  the  paren- 
chyma of  the  lung  is  affected,  fleeting  infiltrates, 
resembling  bronchopneumonia  or  linear  atelec- 
tasis, are  the  commonest  finding,  whereas  massive 
pulmonary  fibrosis  is  a much  rarer  manifestation.3 
The  patient  reported  here,  in  whom  other  features 
of  systemic  lupus  erythematosus  were  minimal,  is 
an  example  of  the  latter  involvement. 

Case  Report 

A seventy-two-year-old  white  female  was  seen 
on  March  14,  1968,  because  of  shortness  of  breath. 
In  October,  1967,  she  had  noticed  breathlessness 
on  exertion  and  cough  productive  of  2 tablespoons 
of  thick  whitish  sputum  daily.  There  was  mild 
substernal  discomfort  with  coughing  but  no  other 
chest  pain  or  wheezing.  In  November,  1967,  a 
roentgenogram  was  said  to  show  evidence  of  pneu- 
monia and  the  patient  was  treated  with  antimi- 
crobials, but  her  condition  did  not  improve.  She 
was  admitted  to  another  hospital  where  a diagno- 
sis of  diffuse  interstitial  pulmonary  fibrosis  with 
superimposed  pneumonitis  was  made.  Antimi- 
crobials were  continued,  but  the  patient’s  symp- 
toms slowly  progressed.  Her  appetite  was  good, 
and  there  was  no  loss  of  weight. 

Her  past  medical  history  included  scarlet  fever 
as  a child  but  otherwise  was  unremarkable.  She 
never  had  any  venereal  disease.  A “spot”  was 
said  to  be  present  on  a chest  roentgenogram  taken 
many  years  previously.  Her  family  history  was 
noncontributory.  The  patient  was  a housewife 
who  was  born  in  Finland  and  came  to  the  United 
States  in  1914.  She  had  traveled  extensively 
throughout  New  England  and  the  Midwest.  Her 


medication  consisted  of  an  iron  supplement  for  an 
alleged  anemia.  She  had  smoked  for  approxi- 
mately two  years,  twenty  years  prior  to  the  pres- 
ent. 

Review  of  her  symptoms  was  unremarkable 
except  for  pains  in  her  knees,  relieved  by  aspirin, 
which  had  been  present  for  at  least  fifteen  years. 

Physical  examination  revealed  a well-developed, 
well-nourished  white  female.  The  complexion 
was  ruddy.  Her  blood  pressure  was  180/90  mm. 
Hg,  pulse  72  per  minute,  and  respirations  36  per 
minute.  Bilateral  arcus  senilis  and  slight  lid  lag 
were  present.  The  chest  was  symmetrical  and 
moved  well.  There  were  bilateral  coarse  rales 
throughout  both  lung  fields;  these  diminished  but 
did  not  clear  with  cough.  Breath  sounds  were  of 
good  quality,  wheezing  was  not  present,  and  expi- 
ration was  not  prolonged.  The  breasts,  heart,  and 
abdomen  were  normal.  The  skin  was  smooth  and 
soft.  There  was  cyanosis  of  the  extremities  but  no 
clubbing  of  the  fingers  or  toes.  Both  wrists  re- 
vealed slight  ulna  deviation  and  swelling  of  the 
proximal  interphalangeal  joints.  The  knees 
showed  generalized  periarticular  swelling,  but  the 
range  of  motion  was  normal,  and  there  was  no 
redness,  heat,  or  tenderness. 

Chest  roentgenograms  showed  diffuse,  bilateral, 
fluffy  infiltrates  throughout  both  lung  fields, 
which  were  heaviest  at  the  bases  (Fig.  1).  The 
diaphragm  appeared  elevated  bilaterally,  particu- 
larly on  the  right  side.  Skeletal  roentgenograms 
revealed  spondylolisthesis  of  the  fourth  and  fifth 
lumbar  vertebrae,  degenerative  arthritic  changes 
in  the  thoracic  and  lumbar  vertebrae,  and  os- 
teoarthritis of  both  knees.  The  heart  was  not  en- 
larged. 

Laboratory  data  revealed  the  following  test  re- 
sults to  be  normal  or  negative:  complete  blood 
count,  blood  sugar  and  urea  nitrogen,  calcium,  al- 
kaline phosphatase,  bilirubin,  latex  fixation,  phos- 
phorus, electrolytes,  protein-bound  iodine,  and 
red  blood  cell  uptake  of  radioactive  triiodothyro- 
nine. The  total  protein  was  8.95  Gm.  per  100  ml., 
the  electrophoretic  pattern  showing  albumin  4, 
alpha-l-globulin  0.29,  alpha-2-globulin  0.98,  beta 
globulin  0.68,  and  gamma  globulins  3 Gm.  per  100 

ml.  Her  erythrocyte  sedimentation  rate  was  93 

mm.  per  hour.  The  lupus  cell  preparation  showed 
positive  results  on  three  occasions,  as  did  the  anti- 
nuclear antibody  and  VDRL  slide  tests.  The 
treponema  immobilization  test  results  were  nega- 
tive. The  results  of  pulmonary  function  tests  and 
arterial  blood  gas  determinations  are  recorded  in 
Figure  2. 

Clinical  course.  On  April  15,  1968,  an  open- 
lung  biopsy  was  performed.  The  pathologic  diag- 
nosis was  chronic  fibrosing  pneumonitis  writh  pul- 
monary arteriosclerosis,  subintimal  fibrosis,  and 
necrosis  of  arterioles. 

The  patient  was  started  on  prednisone.  Her 
dyspnea  was  completely  unaffected,  and  serial 
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FIGURE  1 . (A)  Anteroposterior  roentgenogram  of  chest  taken  July  29.  1 968,  showing  diffuse  pulmonary  fibrosis  and 
loss  of  lung  volume.  (B)  Left  lateral  view,  same  date. 
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FIGURE  2.  Results  of  pulmonary  function  tests  and  arterial  blood  gas  studies. 


vital  capacity  determinations  showed  essentially 
no  change  while  she  took  steroids  (Fig.  2). 

In  July,  1968,  the  patient  developed  pain  in  the 
back,  and  collapse  of  the  sixth  thoracic  vertebra 
was  noted.  Prednisone  was  discontinued,  and  im- 
munosuppressive therapy  with  6-mercaptopurine, 
150  mg.  daily,  was  started.  The  patient  tolerated 
this  drug  well  until  September,  1968.  The  white 


blood  cell  count  ranged  between  3,000  and  4,000 
per  cubic  millimeter.  On  the  day  prior  to  her 
final  admission,  the  white  blood  count  fell  to  2,800 
per  cubic  millimeter,  and  the  6-mercaptopurine 
was  discontinued.  At  that  time  she  developed  se- 
vere cough,  fever,  and  malaise.  Examination  re- 
vealed a temperature  of  104°  F.,  bilateral  coarse 
rales,  and  marked  cyanosis.  Her  white  blood  cell 
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FIGURE  3 Low-power  view  of  lung  parenchyma  reveal- 
ing marked  loss  of  normal  architecture  and  cystic 
changes  (hematoxylin  and  eosin  stain). 


count  dropped  to  1,100  per  cubic  millimeter,  with 
94  per  cent  lymphocytes.  She  became  hypoten- 
sive and  expired.  Blood  cultures  were  negative. 

Autopsy.  Gross  Pathology.  The  right  lung 
weighed  620  Gm.;  the  left  weighed  600  Gm.  Ex- 
tensive consolidation  was  noted  on  cut  surfaces, 
sparing  only  small  areas  of  the  anterior  segments. 
The  right  and  left  kidneys  weighed  160  and  150 
Gm.  respectively;  the  capsules  were  moderately 
adherent,  and  the  subcapsular  surface  was  finely 
granular.  The  cortices  were  slightly  thinned. 
The  spleen  weighed  100  Gm.,  had  a slightly 
wrinkled  capsule,  and  was  moderately  firm. 

Microscopic  examination.  The  lungs  revealed 
extensive  replacement  of  normal  structure  with  fi- 
brosis and  cystic  dilatation  (Fig.  3).  Dilated 
bronchi  were  seen.  The  pleura  was  thickened. 
Under  higher  magnification  large  patches  of  “old 
organizing  pneumonitis”  characterized  by  loss  of 
normal  bronchopulmonary  architecture,  extensive 
destruction  of  the  elastica,  fibrous  replacement 
and  vascularization,  degeneration  of  the  walls  of 
blood  vessels,  a focal  and  diffuse  chronic  inflam- 
matory infiltrate  of  varied  density,  persistent  al- 
veolar spaces  containing  varied  macrophages,  foci 
of  old  hemorrhages,  areas  of  bronchiolar  hyperpla- 
sia with  proliferative  changes,  and  focal  emphyse- 
ma were  found  (Fig.  4).  One  of  the  sections 
showed  diffuse  pulmonary  fibrosis  that  spared  the 
numerically  increased  bronchioles;  the  latter  con- 
tained pale-staining  coagulum  and,  under  low- 
power  magnification,  resembled  thyroid  follicles 
filled  with  colloid.  The  pleura  showed  loose- 
textured  fibrosis  with  marked  congestion. 

In  the  heart  the  walls  of  several  small  arterioles 
were  found  to  have  fibrinoid  changes,  and  mini- 
mal areas  of  myofibrosis  were  present. 

The  kidney  revealed  thickened  walls  of  the  glo- 
merular capillaries  and  small  interstitial  blood 
vessels.  The  basement  membranes  lining  Bow- 
man’s space  were  thickened. 

Sinusoidal  dilatation  with  engorgement,  focal 
centrilobular  necrosis  with  hemorrhage,  and  a 


FIGURE  4 Lung  parenchyma  replaced  by  fibrosis, 
sparse  inflammatory  cells,  and  foci  of  bronchiolar  hyper- 
plasia (hematoxylin  and  eosin  stain). 

periportal  inflammatory  infiltrate  were  present  in 
the  liver. 

Severe  myeloid  hypoplasia  and  increased  fatty 
globules  were  present  in  the  bone  marrow.  The 
osseous  trabeculae  were  structurally  intact  and 
appeared  normally  mineralized  in  the  sections  ex- 
amined. 

The  spleen  revealed  concentric  laminated  colla- 
gen deposited  about  the  central  arterioles,  albeit 
not  striking  in  degree.  Lymphoid  hypoplasia  and 
indistinct  follicles  were  present. 

Comment 

This  patient’s  disease  fulfilled  the  essential  di- 
agnostic features  of  systemic  lupus  erythematosus, 
which  include  positive  lupus  cell  preparation,  the 
presence  of  antinuclear  antibodies,  hypergamma- 
globulinemia, a false  positive  serologic  test  for 
syphilis,  and  a markedly  elevated  erythrocyte  sed- 
imentation rate.  Postmortem  pathologic  exami- 
nation was  compatible  with  the  diagnosis.  Clini- 
cally, she  suffered  from  respiratory  failure  and 
mild  arthritic  pains  associated  with  thickening  of 
her  knee  and  interphalangeal  joints. 

Massive  pulmonary  fibrosis,  which  is  a promi- 
nent feature  of  scleroderma  and  occurs  in  rheuma- 
toid arthritis,  is  rare  in  systemic  lupus  erythema- 
tosus.2 Hoffbrand  and  Beck3  were  unable  to  find 
a single  case  report.  However,  Rakov  and  Taylor, 
in  1942, 5 reported  massive  pulmonary  involvement 
with  extensive  consolidation  which  was  pathologi- 
cally characterized  by  fibrosis,  hyalinization  and 
collapse  of  alveoli,  and  mononuclear  cellular  infil- 
trates. A second  case  was  added  by  Foldes6  in 
which  marked  atelectasis  and  intimal  involvement 
of  some  of  the  larger  blood  vessels  were  noted. 
Dubois1  thought  that  true  lupus  pneumonia,  de- 
fined by  the  presence  of  infiltrates  persisting  for 
weeks  or  months  in  proved  cases  of  systemic  lupus 
erythematosus,  in  which  other  causes  are  ruled 
out,  occurred  in  only  3 of  the  207  cases  which  they 
studied. 

Milder  abnormalities  are,  of  course,  much  more 
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common.  In  a review  of  105  proved  cases  of 
lupus,  Harvey  et  al.2  found  20  fo  have  pulmonary 
changes.  In  7 of  the  20  autopsied,  alveolar  hyalin 
membranes,  focal  alveolar  necrosis,  capillary 
thrombi,  areas  of  organizing  interstitial  pneumo- 
nia, and  areas  of  hemorrhage  were  present. 
Baggenstoss7  first  commented  on  a peculiar 
basophilic  mucinous  edema  of  the  alveolar  walls 
and  the  peribronchial  and  perivascular  tissue. 
However,  most  experts  believe  the  pathologic 
changes  to  be  nonspecific.8  9 The  present  case 
confirms  this  opinion,  in  that  extensive  but  non- 
specific changes  were  present  in  lungs. 

Pulmonary  functional  abnormalities  are  present 
in  the  majority  of  cases  of  lupus,  even  without  re- 
spiratory symptoms  and/or  roentgenogram  find- 
ings. 1,2,10  Huang  and  Lyons11  tested  28  patients 
who  were  asymptomatic  and  had  normal  chest 
roentgenograms;  two  thirds  were  found  to  have 
some  abnormality,  most  often  a reduction  in  dif- 
fusing capacity.  Reductions  in  vital  capacity  and 
total  lung  capacity  were  frequently  found,  as  were 
low  resting  arterial  oxygen  tensions.  Dubois1 
found  lowered  diffusing  capacity  in  all  his  patients 
with  radiologic  cardiopulmonary  disease  and  in 
the  majority  of  patients  without  evidence  of  lung 
involvement.  In  a study  of  20  patients,  of  which 
only  5 were  referred  for  pulmonary  complaints, 
Gold  and  Jennings12  also  confirmed  these  findings. 
They  found  restriction  without  obstruction  in  12 
(60  per  cent),  which  they  attributed  primarily  to 
reduced  pulmonary  and,  to  a lesser  extent,  re- 
duced extraparenchymal  distensibility.  They  also 
found  uneven  distribution  of  air.  Fifteen  of  these 
patients  had  a pattern  of  chronic  hyperventilation 
and  respiratory  alkalosis.  They  concurred  with 
Huang  and  Lyons11  that  the  most  sensitive  test  re- 
sult presently  available  for  lung  involvement  is 
abnormal  carbon  monoxide  diffusion. 

Although  the  pathogenesis  of  pulmonary  fibrosis 
in  the  connective  tissue  diseases  is  unknown,  there 
is  evidence  that  immunologic  factors  may  be  in- 
volved. Tomasi,  Fudenberg,  and  Finby13  and 
subsequently  others,  found  high  titers  of  rheuma- 
toid factor  in  many  patients  with  idiopathic  pul- 
monary fibrosis.14  Laboratory  evidence  of  an  al- 
tered immunologic  state  was  also  present  in  17 
patients  collected  by  MacKay  and  Ritchie.15  In 
1969,  Nagaya,  Buckley,  and  Sieker16  described  20 
patients  with  high  titers  of  circulating  antinuclear 
antibodies  and  unexplained  pulmonary  fibrosis. 
In  1 patient  a lung  biopsy  revealed  infiltrating 
inflammatory  cells  but  little  fibrosis,  and  immu- 
noglobulin M could  be  identified  in  the  alveolar 
septae.  These  authors  suggested  that  an  early 
phase  of  the  lung  reaction  involves  the  deposition 
of  autoimmune  complexes  and  that  when  exten- 
sive fibrosis  supervenes,  evidence  of  autoanti- 
bodies may  no  longer  be  present.  This  mecha- 


nism is  similar  to  that  postulated  for  some  types 
of  glomerular  damage  in  lupus  and  in  Goodpast- 
ure’s syndrome.17’18  These  patients  had  levels  of 
antinuclear  antibodies  comparable  to  those  found 
in  subjects  with  lupus,  indicating  the  possibility 
that  the  cause  of  fibrosis  in  at  least  some  cases  of 
the  idiopathic  variety  and  in  lupus  may  be  simi- 
lar. 

Summary 

A rare  case  of  massive  pulmonary  fibrosis  due  to 
systemic  lupus  erythematosus,  not  accompanied 
by  other  significant  clinical  features  of  this  dis- 
ease, is  reported.  The  antemortem  diagnosis  was 
based  on  serologic  findings  including  a positive 
lupus  preparation.  The  pathologic  findings  are 
presented. 

1425  Old  Country  Road 
Plainview,  New  York  11803 
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Special  Articles 


Hospital  Medical 
Staff  as  a 
Physicians’  Union* 

NORMAN  S.  BLACKMAN,  M.D. 

New  York  City 


Physicians  may  be  shocked  to  learn  that  in  the 
opinion  of  some  labor  lawyers  and  labor-relations 
officials  they  have  become  members  of  a union. 
Even  more  shocking  is  that  physicians  on  the  medi- 
cal staff  of  certain  accredited  hospitals  are  mem- 
bers of  a “company  union.”  If  a physicians’  union 
may  be  described  in  a broad  general  sense  as  an  or- 
ganization of  physician-employes  working  collec- 
tively in  their  common  interest,  may  the  hospital 
medical  staff  be  properly  considered  a union? 
While  this  question  remains  unsettled,  it  is  worth 
while  for  physicians  to  take  a fresh  look  at  the  facts. 

Staff  physician  as  de  facto  hospital  employe 

Let  us  start  by  reading  the  contract  of  the  con- 
ditions of  your  hospital  employment  known  as  the 
bylaws,  rules,  and  regulations  of  the  medical  staff. 
You  should  read  them,  for  you  are  required  by  the 
Joint  Commission  on  Accreditation  of  Hospitals  to 
agree  to  abide  by  them  and  to  sign  them  yearly  as 
a condition  of  your  annual  hospital  reappoint- 
ment. Better  still,  read  the  newly  promulgated 
Guidelines  for  the  Formulation  of  Medical  Staff 
Bylaws,  Rules  and  Regulations  of  the  Joint  Com- 
mission published  in  1971.  It  contains  provisions 
for  all  the  necessary  ingredients  between  an  accred- 
ited hospital  and  its  medical  staff,  both  salaried 
and  nonsalaried,  which  legally  determine  a recog- 
nized employer-employe  relationship.  Without 
reading  and  understanding  the  hospital  medical 
staff  bylaws  (and  who  reads  them?),  most  lawyers 
and  even  most  physicians  do  not  realize  the  extent 
of  the  control  over  their  professional  activities  and 
prerogatives  that  can  be  exercised  by  the  hospi- 
tal’s lay  board  of  trustees. 

•The  opinions  expressed  in  this  article  are  solely  those  of  the 
author.  Although  many  legal  precedents  of  the  National 
Labor  Relations  and  New  York  State  Labor  Relations  Boards 
are  cited,  their  applicability  to  the  staff  physician  as  an  em- 
ploye of  the  hospital  has  yet  to  be  adjudicated  by  these  agen- 
cies. 


The  bylaws,  rules,  and  regulations  spell  out  in 
detail  the  physician’s  conditions  of  employment  in 
the  hospital.  A statement  about  his  clinical  priv- 
ileges designates  the  professional  activities  which 
the  hospital  will  or  will  not  permit  him  to  do. 
Some  Joint  Commission  examiners  have  gone  so 
far  as  to  demand  that  a list  be  published  and 
placed  prominently  in  the  hospital  designating 
what  procedures  each  physician  may  or  may  not 
be  permitted  to  perform. 

The  bylaws  also  indicate  the  duties  and  obliga- 
tions the  staff  physician  owes  the  hospital,  such  as 
the  records  he  must  keep,  the  meetings  he  must 
attend,  the  percentage  of  autopsy  consents  he 
must  obtain,  the  committees  he  must  work  on, 
the  ward  patients  he  must  care  for,  the  teaching 
he  must  do,  the  clinics  he  must  work  in,  other 
responsibilities  he  must  assume,  and  precedural 
rules  and  regulations  by  which  he  must  abide.  Re- 
cent legislation  has  added  peer  review  to  this  list 
of  chiefly  administrative  duties.  Thus,  while  most 
physicians  are  still  permitted  sufficient  freedom 
to  treat  their  patients  as  independent  contractors, 
they  have  gradually  become  administrative  em- 
ployes of  their  institutions. 

Wages  are  a form  of  reward  or  compensation  for 
services  rendered.  They  are  considered  to  be  an 
essential  ingredient  in  determining  an  employer- 
employe  relationship.  This  is  also  provided  for  in 
the  bylaws.  However,  wages  or  compensation 
does  not  have  to  be  in  the  form  of  money.1  Any 
valuable  considerations  given  for  services  rendered 
are  considered  as  wages.  The  extremely  valuable 
hospital  admitting  privileges,  which  are  granted 
to  him  but  denied  to  others  by  the  bylaws,  con- 
stitute the  compensation  the  nonsalaried  physi- 
cian receives  for  fulfilling  his  obligations  to  the 
hospital.  Since  the  special  equipment  and  special 
facilities  of  the  hospital  are  vital  for  the  physician 
to  practice  his  profession,  this  compensation  is 
sufficient  quid  pro  quo  as  wages  for  a contractual 
agreement  between  hospital  as  employer  and  phy- 
sician as  employe.2,3 

The  bylaws  declare  that  all  that  transpires  in 
the  hospital,  thus  including  the  professional  ac- 
tivities of  the  physicians,  is  the  responsibility  and 
under  the  ultimate  control  of  the  hospital’s  board 
of  trustees.  As  long  as  these  rights  and  controls 
are  reserved  by  the  board  of  trustees,  whether  or 
not  they  actually  exercise  them,  they  constitute 
an  employer’s  prerogative  over  employes.4  Ob- 
viously, the  control  that  an  employer  can  exert 
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over  any  professional  employe  is  not  expected  to 
be  as  strict  as  that  over  an  industrial  employe  be- 
cause of  the  very  nature  of  the  practice  of  the  pro- 
fessions.5,6 

Moreover,  the  bylaws  provide  the  right  of  the 
board  of  trustees  to  hire  and  fire  physicians.  At 
their  pleasure  they  may  reduce  or  totally  suspend 
the  physician’s  clinical  hospital  privileges.  Usu- 
ally this  is  done  after  recommendation  of  the  hos- 
pital’s medical  staff  executive  committee,  but  this 
is  not  necessary.  The  ultimate  right  of  the  board 
of  trustees  to  hire  and  fire  or  reduce  physicians  in 
rank  is  another  characteristic  of  an  employer- 
employe  relationship.7 

What  is  a hospital  employe  according  to  New 
York  State  Labor  Law? 

The  term  “employe  of  a nonprofit-making  hospital 
or  residential  care  center”  means  any  person  em- 
ployed or  permitted  to  work  by  or  at  a nonprofit- 
making hospital  or  residential  care  center  but  shall 
not  include  any  person  employed  or  permitted  to 
work  (1)  in  or  for  such  a nonprofit -making  hospital  or 
residential  care  center  which  work  is  incidental  to  or 
in  return  for  charitable  aid  conferred  upon  such  indi- 
vidual and  not  under  any  express  contract  of  hire  or 
(2)  as  a volunteer.8 

Clearly,  salaried  and  nonsalaried  physicians 
alike  are  neither  volunteers  nor  are  they  working 
for  charitable  aid.  By  this  legal  definition  they 
would  therefore  appear  to  be  employes  of  nonprof- 
it-making hospitals. 

Is  the  medical  staff-hospital  relationship  that 
of  a company  union? 

According  to  the  New  York  State  Labor  Relations 
Act  £701,  the  term  “company  union”  means  any 
committee,  employe  representation  plan  or  associa- 
tion of  employes  which  exists  for  the  purpose,  in 
whole  or  in  part,  of  dealing  with  employers  con- 
cerning grievances  or  terms  and  conditions  of  em- 
ployment, which  the  employer  has  initiated  or  creat- 
ed or  whose  initiation  or  creation  he  has  suggested  or 
participated  in  or  in  the  formulation  of  whose  gov- 
erning rules  or  policies  or  the  conducting  of  whose 
management,  operations,  or  elections  the  employer 
participates  in  or  supervises  or  which  the  employer 
maintains,  finances,  controls,  dominates,  or  assists  in 
maintaining  or  financing,  whether  by  compensating 
anyone  for  services  performed  in  its  behalf  or  by  do- 
nating free  services,  equipment,  material,  office  or 
meeting  space,  or  anything  else  of  value,  or  by  any 
other  means.9 

Since  the  medical  staff’s  bylaws,  rules,  and  reg- 
ulations cannot  be  adopted  until  they  are  ap- 
proved by  the  hospital’s  board  of  trustees,  it  is 
clear  that  neither  the  staff  as  a whole  nor  the  indi- 
vidual physician  is  free  to  function  in  a way  that 
he  chooses.  The  salaried  physician  may  individu- 
ally attempt  to  negotiate  certain  special  terms  of 
his  employment  in  the  hospital.  Even  he  must 


agree  to  abide  by  all  the  general  laws,  rules,  and 
regulations  required  of  all  physicians  by  the  medi- 
cal staff  bylaws.  The  private  nonsalaried  physi- 
cian is  seldom,  if  ever,  given  an  opportunity  as  an 
individual  to  negotiate  or  to  vote  directly  on  the 
acceptability  of  the  bylaws  of  the  medical  staff. 
A condition  for  joining  the  staff  and  remaining 
on  it  is  that  he  must  sign  the  contract  each  year, 
or  his  hospital  admitting  privileges  may  be  with- 
drawn. Thus  it  appears  that  the  nonsalaried,  as 
well  as  the  salaried,  physician’s  relationship  with 
the  hospital  administration  is  that  of  a de  facto 
hospital  employe  and,  as  a member  of  its  medical 
staff,  a member  of  its  de  facto  company  union. 

In  recent  years  it  has  become  increasingly  evi- 
dent that  the  powers  delegated  to  hospitals’  lay 
boards  of  trustees  have  increased  enormously. 
The  boards  increasingly  adhere  to  the  advice  and 
opinions  of  their  hospital  administrators  rather 
than  to  the  counsel  of  their  professional  medical 
staffs.  It  is  perhaps  because  of  this  more  than 
anything  else  that  both  salaried  and  nonsalaried 
hospital  staff  physicians  have  been  assigned  a sta- 
tus not  much  above  that  of  any  other  hospital  em- 
ploye. Although  his  status  has  been  badly  erod- 
ed, through  his  hospital  appointment  the  practic- 
ing physician  is  totally  dependent  on  the  special- 
ized facilities  and  equipment  of  the  hospital  to 
practice  his  profession.  His  subservient  position 
has  been  forced  on  him  by  the  contractual  terms 
of  his  employment.  The  hospital’s  bylaws,  rules, 
and  regulations  have  been  proposed  by  an  outside 
agency,  the  Joint  Commission  on  Accreditation, 
modified  by  the  staff  executive  committee,  and 
adopted  only  after  they  have  been  finalized  and 
approved  by  his  employer,  the  hospital  board  of 
trustees.  He  is  free  only  to  accept  the  bylaws  or 
forego  the  practice  of  his  profession  in  the  hospital 
whose  facilities  are  required  for  his  patients’  needs 
and  his  own  professional  survival.  From  what  has 
already  been  said,  it  seems  clear  that  the  degree  of 
control  by  the  hospital  over  the  physician  is  that 
of  an  employer  over  a professional  employe. 

Government  vs.  hospital  domination  of  staff 
physicians 

Many  physicians  feel  that  the  chief  dangers  of 
what  seems  to  be  the  inevitable  adoption  of  some 
form  of  a national  health  insurance  program  may 
not  come  from  the  Federal  government  itself. 
After  all,  they  reason,  we  live  in  a democratic  so- 
ciety dedicated  to  a fair  and  free  way  of  life  in 
which  competitive  efforts  to  produce  the  nation’s 
goods  and  services  are  encouraged.  The  govern- 
ment has  no  avowed  intention  of  coercing  physi- 
cians, and,  indeed,  it  prefers  to  seek  their  coopera- 
tion in  its  programs.  This  is  because  in  a free  so- 
ciety Federal  medical  programs  are  doomed  to 
failure  if  physicians  do  not  choose  to  participate. 
However,  hospitals  are  neither  democratic  insti- 


February  1 , 1973  / New  York  State  Journal  of  Medicine  467 


tutions  nor  particularly  interested  in  preserving 
the  freedom  of  either  the  physician  or  patient  to 
choose  for  himself.  Unlike  the  Federal  govern- 
ment. they  are  in  an  excellent  position  to  apply 
local,  direct,  and  effective  pressures  on  their  staff 
physicians  into  patterns  of  medical  practice  which 
might  be  distasteful  or  unacceptable  to  commu- 
nity-based physicians. 

Under  pressures  generated  by  the  recent  huge 
injection  of  Federal  funds  into  the  health  care 
field,  the  number  of  hospital-salaried  physicians 
in  New  York  City  rose  from  24  to  40  per  cent. 
The  number  of  private  physicians  living  among 
the  people  and  serving  the  community  has  mark- 
edly declined.  Is  this  shift  from  private  commu- 
nity-based physicians  to  salaried  hospital-based 
physicians  truly  in  the  public  interest?  Are  sala- 
ried physicians  equally  free  to  act  in  behalf  of 
their  patients  as  are  independent  private  commu- 
nity-based physicians? 

Hospitals  have  begun  to  reflect  the  pressures 
generated  by  the  availability  of  large  sums  of  gov- 
ernment funds  in  other  ways.  In  a recent  case  the 
board  of  trustees  of  a large  hospital  voted  to  es- 
tablish a hospital-sponsored  health  maintenance 
organization  to  be  funded  with  government 
money.  This  would  place  the  hospital  in  direct 
competition  for  patients  with  its  own  nonsalaried 
staff  physicians.  In  fact,  it  would  effectively  re- 
sult in  all  staff  members  eventually  becoming  in- 
voluntary salaried  employes  of  the  hospital  if  they 
chose  to  remain  on  the  staff.  This  occurred  even 
though  the  overwhelming  majority  of  the  hospi- 
tal’s medical  staff  disapproved.  It  is  a typical 
tactic  of  playing  off  one  group  of  employes,  sala- 
ried staff  physicians,  against  the  others,  nonsala- 
ried staff  physicians;  divide  your  employes  in 
order  to  better  control  them! 

Physicians 'opinions 

In  a recent  nationwide  survey  61  per  cent  of 
physicians  surveyed  favored  the  formation  of  phy- 
sicians’ unions.10  It  is  the  thesis  of  this  article 
that  without  being  aware  of  it  many  are  already 
members  of  a de  facto  union,  not  their  own  but 
one  controlled  by  the  hospital  administration.  As 
such,  they  have  benefited  from  only  a few  of  the 
advantages  of  collective  action  and  collective  bar- 
gaining. It  is  a delusion  for  these  physicians  to 
insist  they  are  not  employes  merely  because  they 
are  nonsalaried  professionals,  a delusion  known  as 
the  “Emperor’s  New  Clothes  syndrome.  ” 

The  ethics,  morality,  and  expediency  of  organiz- 
ing physicians’  unions  are  thus  no  longer  relevant. 
They  are  indeed  ex  post  facto,  for,  as  medical 
staffs,  company  unions  of  salaried  and  nonsalaried 
physicians  already  exist  and  are  widely  operative. 
It  remains  only  for  physicians  to  face  the  facts, 
recognize  their  true  status,  and  control  their  own 
organization,  the  medical  staff.  The  medical 


board  must  not  remain  completely  under  the 
domination  of  the  hospital,  or  the  kind  of  abuse  of 
power  noted  in  the  example  cited  previously  will 
surely  be  multiplied. 

Physicians  should  be  free  to  act  and  to  negoti- 
ate their  hospital  working  conditions  and  terms  of 
employment  collectively  on  behalf  of  themselves 
and  their  patients.  We  have  been  late,  indeed,  in 
following  the  leads  of  other  professionals:  uni- 
versity professors,  teachers,  lawyers,  accountants, 
interns  and  residents,  architects,  and  others. 12 

There  remains  the  emotional  reluctance  of  some 
physicians  to  unions  of  professionals.  This  hesi- 
tancy is  intimately  associated  with  feelings  of  dig- 
nity, prestige,  and  respect.  But  what  is  at  stake 
is  even  more  important:  professional  freedom, 

the  ability  to  make  effective  professional  decisions 
about  ourselves  as  physicians,  our  patients,  and 
our  profession.  Dignity,  prestige,  and  respect  are 
among  the  cherished  symbols  of  the  medical  pro- 
fession and  have  genuine  value  in  implementing 
our  “professional  freedom”  as  has  been  defined. 
But  the  naive  hope,  often  expressed,  that  these 
attributes  of  the  physician  can  protect  his  profes- 
sional freedom  is  both  ingenuous  and  erroneous. 
It  expresses  the  fears  of  those  who  are  unwilling 
to  face  the  uncertainties  and  responsibilities  of 
applying  new  solutions  to  new  problems.  Indulg- 
ing in  cliches,  platitudes,  and  euphemisms  with- 
out offering  pragmatic  solutions  to  the  real  and 
pressing  problems  facing  the  profession  of  medi- 
cine is  not  helpful. 

In  1972  collective  action  by  professionals  has 
already  become  a fact  of  our  American  tradition. 
The  problems  of  today  may  best  be  solved  by  so- 
lutions which  might  not  have  seemed  appropriate 
to  physicians  of  the  last  century.  Collective  ac- 
tion by  responsible  and  concerned  physicians  will 
be  easily  and  graciously  accepted  by  our  fellow 
Americans. 

Most  physicians  seem  to  agree  that  it  is  both 
unethical  and  morally  indefensible  for  physicians 
to  strike,  that  is,  to  withhold  from  their  patients 
vital  health  services  the  lack  of  which  might  result 
in  discomfort  or  even  irreparable  or  permanent 
damage  to  them.13  However,  the  emergence  of  a 
new  type  of  collective  action  by  unions  whose 
members  are  involved  with  the  protection  of  the 
health  and  welfare  of  the  public  has  become 
known  as  the  “job  action.”  While  strikes  in  the 
industrial  sense  are  unacceptable  to  physicians  as 
a means  of  applying  pressures  designed  to  achieve 
stated  objectives,  actions  such  as  delaying  the 
completion  of  forms,  certification  of  care  for  pa- 
tients, and  other  important  but  noncritical  paper 
work  is  a form  of  collective  action  which  might 
cause  inconvenience  without  causing  personal 
harm  to  anyone.  There  are  many  other  activities 
short  of  withholding  professional  care  from  pa- 
tients which  might  be  extremely  effective  if  pres- 
sures are  required. 
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Is  unionism  the  answer? 

What  can  be  done  to  balance  government  and 
hospital  encroachment  into  the  profession?  Pro- 
fessional unions  of  salaried  and  nonsalaried  physi- 
cians on  the  staffs  of  accredited  hospitals  would 
seem  to  be  a reasonable  start  toward  responsible 
and  legal  unionism  in  our  profession.  Unionism 
has  gradually  been  forced  on  us  by  short-sighted 
men  intent  on  enlarging  their  own  authority  and 
empires.  Under  the  protection  of  labor  laws, 
unions  of  physician-employes  can  provide  a pow- 
erful lever  to  make  physicians’  views  more  effec- 
tive with  immunity  from  reprisals  for  responsible 
collective  action.  We  should  not  shrink  from  the 
responsibility  of  effective  participation  in  the  de- 
livery of  professional  health  care  to  the  people  of 
this  country.  It  appears  to  many  of  us  to  be  the 
most  effective  way  of  retaining  most  of  our  tradi- 
tional professional  freedom. 

Whether  or  not  this  can  be  accomplished 
through  our  presently  structured  professional  so- 
cieties is  a moot  question.  It  might  be  attempted 
if  organized  medicine  can  change  sufficiently  to 
adapt  itself  to  the  changing  needs  of  its  members. 
Some  sticky  legal  problems  remain,  but  the  reluc- 
tance of  the  leaders  of  organized  medicine  to  aban- 
don their  Maginot-Line  thinking  to  meet  blit z- 
kreig  attacks  is  still  one  of  the  biggest  drawbacks. 
We  can  no  longer  deceive  ourselves  about  one 
thing — the  blitz  has  begun,  and  to  meet  the  chal- 
lenge it  is  now  time  for  concerned  physicians  col- 
lectively to  take  effective  steps  in  determining 
their  own  destinies. 

Summary 

It  is  the  author’s  opinion  that  the  degree  of  hos- 
pital control  exercised  over  the  administrative 
functions  of  staff  physicians  in  return  for  compen- 
sation in  the  form  of  hospital  admitting  privileges 
identifies  them  as  administrative  employes  of  the 
hospital. 

For  those  who  have  an  emotional  reluctance  for 
the  profession  of  medicine  to  engage  in  union  ac- 


tivity, it  is  pointed  out  that  present  hospital  staff 
organizations  are  in  fact  company  unions.  Al- 
though not  yet  established,  a legal  basis  for  physi- 
cians’ unions,  controlled  by  the  physicians,  is  pre- 
sented in  a descriptive  and  analytic  manner. 

There  are  many  advantages  to  the  individual 
physicians  and  the  group  as  a whole  in  being  le- 
gally constituted  and  recognized  as  a union  of  pro- 
fessionals. It  remains  for  those  advantages  to  be 
exploited  fully,  particularly  in  discussion  by  the 
group  as  a whole  or  by  collective  bargaining  if  re- 
quired. It  is  hoped  that  any  further  action  be- 
yond friendly  discussion  will  always  be  unneces- 
sary, but  the  changing  relationship  of  the  hospital 
to  the  practice  of  medicine  makes  these  consider- 
ations important  for  the  physician  staff  member. 

35  Monroe  Place 
Brooklyn,  New  York  11201 
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. . . men  inevitably  become  indifferent  to  anything 
they  do  often  enough. — G.  B.  Shaw,  The  Doctor’s 
Dilemma 

Routine  laboratory  testing,  now  technically  fea- 
sible in  a variety  of  settings,  has  both  solved  and 
created  problems.  The  scope  of  such  testing 
ranges  from  relatively  simple  protocols  used  in  of- 
fice practice  to  the  elaborate,  comprehensive  bat- 
teries of  tests  offered  by  some  prepaid  health  care 
programs.  As  in  industry,  individual  costs  for 
laboratory  tests  done  in  large  quantities  are  less 
than  those  for  isolated  tests.1  However,  if  these 
data  are  not  applied  effectively  to  patient  care, 
they  are  wasteful  at  any  price  and  merely  contrib- 
ute to  the  increasing  costs  of  medical  care. 

This  report  presents  the  results  of  a survey  of 
“routine”  laboratory  tests  obtained  on  100  pa- 
tients seen  in  a teaching  general  medical  clinic, 
emphasizing  the  abnormalities  detected  by  these 
tests  and  how  this  information  was  utilized  in  pa- 
tient care. 

Description  of  clinic 

The  general  medical  clinic  is  in  session  four 
mornings  a week  with  approximately  35  patients 
attending  each  session.  The  majority  of  these  pa- 
tients are  seen  by  senior  medical  students  under 
close  supervision  by  preceptors  who  are  licensed 
physicians.  The  medical  students  are  assigned  to 
the  clinic  for  the  same  morning  each  week 
throughout  an  entire  year.  The  preceptor  assign- 


ments are  similar  but  are  three  months  in  dura- 
tion. 

At  the  beginning  of  the  year,  each  student  is 
given  a copy  of  the  clinic  protocol.  This  protocol 
includes  a list  of  the  laboratory  tests  to  be  ordered 
for  every  “new”  patient  at  the  time  of  his  initial 
visit.  A new  patient  is  defined  as  one  who  has 
never  attended  the  clinic  or  one  who  has  attended 
the  clinic  previously  but  has  not  undergone  a 
complete  medical  interview,  physical  examina- 
tion, and  laboratory  evaluation  for  at  least  one 
year.  The  routine  laboratory  tests  for  these  pa- 
tients are: 

Complete  blood  count:  hematocrit,  hemoglobin, 

white  blood  cell  count,  and  differential  count 

Profile  I:  glucose,  blood  urea  nitrogen,  total  protein, 
albumin,  alkaline  phosphatase,  bilirubin,  serum 
glutamic  oxaloacetic  transaminase,  sodium,  potas- 
sium, carbon  dioxide,  chlorine,  and  calcium,  or 

Profile  D:  glucose,  blood  urea  nitrogen,  total  pro- 

tein, albumin,  alkaline  phosphatase,  bilirubin, 
serum  glutamic  oxaloacetic  transaminase,  inorgan- 
ic phosphorus,  calcium,  uric  acid,  cholesterol,  and 
lactic  dehydrogenase 

VDRL  test 

Sickle-cell  preparation 

Roentgenogram  of  chest 

Papanicolaou’s  smear 

Urinalysis 

Stool  for  occult  blood 

These  instructions  are  reemphasized  during 
monthly  conferences  with  the  clinic  director. 

During  the  patient’s  initial  visit  the  student  is 
expected  to  obtain  a complete  medical  history, 
perform  a general  physical  examination  and  uri- 
nalysis, and  examine  the  stool  for  occult  blood. 
He  then  discusses  these  clinical  data  in  detail 
with  his  preceptor,  who  also  examines  the  patient 
and  supervises  the  pelvic  examination  in  women 
patients.  At  this  time  a Papanicolaou’s  smear  is 
obtained.  The  student  and  preceptor  discuss  the 
possible  diagnoses  and  together  decide  on  further 
evaluation  and  therapy.  Clinic  protocol  states 
that  the  student  should  arrange  for  the  routine 
tests  at  this  time.  Blood  specimens  are  drawn  in 
the  clinic  laboratory  on  the  same  day;  in  many  in- 
stances the  chest  roentgenogram  must  be  sched- 
uled for  a later  date. 

The  clinic  appointment  system  is  designed  to 
facilitate  continuity  of  care.  In  the  present  study 
group,  54  of  the  68  patients  making  a least  one  re- 
turn visit  were  seen  by  the  same  student  who  did 
the  initial  evaluation.  The  same  preceptor  super- 
vises this  ongoing  care,  discusses  further  diag- 
nostic and  therapeutic  plans  with  the  student, 
and  countersigns  the  student’s  notes  in  the  clini- 
cal record. 

When  results  from  the  laboratory  are  returned,- 
reports  are  pasted  sequentially  into  the  record  on 
the  same  pages  with  the  student’s  notes. 
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Methods 

Charts  of  100  patients  undergoing  new-patient 
evaluations  by  senior  students  during  the  summer 
and  fall  of  1969  were  selected  at  random.  They 
were  reviewed  with  respect  to  how  many  of  the 
routine  tests  were  ordered.  It  was  further  noted 
whether  the  routine  laboratory  test  reports  had 
been  returned  to  the  patients’  charts  by  the  time 
of  the  first  return  visit,  had  been  entered  at  some 
later  date,  that  is,  were  late  reports,  or  never  ap- 
peared. The  minimal  interval  for  the  first  return 
visit  was  one  week;  a majority  of  patients,  45  of 
68,  returning  to  the  clinic  were  seen  within  two 
weeks  of  their  initial  visit. 

All  routine  laboratory  tests  reported  in  the  pa- 
tients’ records  were  screened  as  to  whether  or  not 
they  fell  within  the  normal  limits  established  by 
each  laboratory.  The  hematology  laboratory  uses 
as  normal  limits  those  defined  by  Wintrobe.2  The 
clinical  chemistry  laboratory  determines  its  own 
normal  limits  from  data  obtained  from  routine 
preemployment  screening  of  presumably  healthy 
adults.  The  mean  value  for  each  of  the  separate 
tests  is  determined,  and  the  normal  range  is  de- 
fined as  being  2 standard  deviations  on  either  side 
of  this  mean.  All  reported  routine  laboratory 
tests  falling  outside  these  normal  limits  were  re- 
viewed independently  by  2 internists.  Minor  de- 
viations from  normal  in  tests  known  to  have  low 
specificity  and  reproducibility  were  discarded  as 
probably  not  indicative  of  disease;  the  remainder 
were  considered  to  be  clinically  important  abnor- 
mal laboratory  reports.  The  complete  clinical 
records  of  the  patients  with  these  latter  reports 
were  then  carefully  reviewed  to  ascertain  whether 
each  important  abnormality  was  in  fact  suspected 
from  information  obtained  during  the  history  and 
physical  examination  or  from  data  obtained  dur- 
ing previous  clinic  visits  or  hospitalizations.  In 
this  way,  we  attempted  to  determine  how  many 
cases  of  truly  unsuspected  disease  were  detected 
by  this  battery  of  routine  laboratory  tests. 

The  clinical  record  subsequent  to  the  date  of 
each  clinically  important  abnormal  test  was  re- 
viewed to  determine  if  any  appropriate  comment 
was  made  or  further  diagnostic  or  therapeutic 
measures  undertaken.  The  minimum  interval  be- 
tween the  initial  clinic  visit  and  this  chart  review 
was  six  weeks;  in  most  instances,  the  interval  was 
three  months  or  longer. 

Results 

For  the  100  patients  692  tests  should  have  been 
ordered,  but  only  449  (65  per  cent)  were  requested 
or  performed  by  the  students.  The  percentage  of 
tests  ordered  ranged  from  24  per  cent  of  sickle-cell 
preparations,  (8  of  34  patients),  to  83  per  cent  of 
complete  blood  counts  (Table  I).  Even  2 of  the  3 
procedures  to  be  done  by  the  students  themselves 
were  frequently  omitted.  Of  those  tests  which 
were  ordered  a substantial  number  were  never  re- 


TABLE  I.  Routine  laboratory  tests  for  100  patients 


Test 

Total 

Number 

Ordered 

Never 

Re- 

ported 

Report  in 
Chart  by 
First 
Return 
Visit 

Re- 

port 

Late 

Total 

Number 

Reported 

Complete  blood  count 

83 

12 

60 

11 

71 

Profile  I or  II* 

70 

4 

65 

1 

66 

VDRL  test 

39 

8 

27 

4 

31 

Sickle-cell  preparation 
(34  patients) 

8 

1 

7 

0 

7 

Roentgenogram  of 
chest 

66 

23 

33 

10 

43 

Papanicolaou’s  smear 
(58  patients) 

32 

6 

23 

3 

26 

Urinalysis 

95 1 

95 1 

Stool  for  occult  blood 

56t 

56f 

Totals 

449 

54 

215 

29 

395 

* As  specified  in  text, 
t To  be  done  by  the  student. 


ported  in  the  patients’  charts.  Difficulties  with 
intrahospital  communications  presumably  ac- 
counted for  the  missing  report  of  6 of  the  32 
Papanicolaou’s  smears  obtained.  For  the  other 
tests  the  patient’s  failure  to  report  to  the  hematol- 
ogy laboratory  or  to  the  radiology  department  was 
another  possible  cause.  The  fact  that  roentgeno- 
grams were  frequently  scheduled  for  a later  date 
may  have  contributed  to  the  rather  large  propor- 
tion of  those  ordered  but  not  reported,  (23  out  of 
66),  since  it  is  possible  that  a number  of  patients 
did  not  keep  this  appointment. 

A total  of  395  tests  were  reported.  Of  these, 
146  reports  were  abnormal  to  varying  degrees,  the 
majority  of  which  were  minor  deviations  from  the 
normal  limits  given  by  the  various  laboratories. 
We  considered  61  of  these  reports  to  represent 
clinically  important  laboratory  abnormalities. 
Further  review  showed  that  36  of  these  clinically 
important  abnormal  reports  were  consistent  with 
or  could  have  been  expected  on  the  basis  of  infor- 
mation contained  in  the  clinical  record  or  ob- 
tained from  the  medical  history  and  physical  ex- 
amination (Table  II).  For  28  of  these  expected 
abnormalities  (18  patients)  there  was  appropriate 
follow-up,  but  in  8 instances  (7  patients)  there 
was  not.  Of  the  clinically  important  laboratory 
abnormalities  25  were  unexpected  either  from 
data  contained  in  the  clinical  record  or  from  infor- 
mation obtained  during  the  history  and  physical 
examination.  Only  3 of  these  unexpected  abnor- 
malities were  appropriately  acted  on.  These  were 
3 instances  of  elevated  serum  calcium  which  on 
repeat  analysis  were  within  normal  limits.  The 
remaining  22  clinically  important  abnormal  re- 
ports, occurring  in  13  patients,  either  received  no 
further  recognition  as  recorded  in  the  clinical  rec- 
ord or,  in  a few  instances,  were  repeated  and 
again  found  to  be  abnormal  (Table  III). 

Statistical  analysis  of  the  data  in  Table  II  re- 
veals that  there  is  a highly  significant  difference  in 
follow-up  of  expected  as  compared  with  unexpect- 
ed clinically  important  laboratory  abnormalities 
(P  < 0.001).  Unexpected  abnormalities  were 
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TABLE  II.  Chi-square  (23.22)  table  for  follow-up  of  important 
abnormal  laboratory  reports 


Expected 

Abnor- 

malities 

Un- 

expected 

Abnor- 

malities 

Total 

Follow-up 

Appropriate 

28 

3 

31 

Inadequate 

8 

22 

30 

Totals 

36 

25 

61 

p = <0.001 


much  more  likely  to  be  overlooked  or  disregarded 
in  the  ongoing  care  of  the  patient.  At  the  time  of 
this  survey,  none  of  the  unexpected  clinically  im- 
portant abnormal  reports  had  led  to  diagnosis  of 
previously  unrecognized  disease.  Several  illustra- 
tive examples  follow. 

Case  reports 

Case  1.  A forty-six-year-old  woman  was  initially 
diagnosed  as  being  obese  and  diabetic.  The  routine 
laboratory  tests  yielded  hematocrit  of  50.7  and  hemo- 
globin of  17.3  Gm.  per  100  ml.,  neither  of  which  were 
commented  on  nor  repeated.  The  initial  alkaline 
phosphatase  was  138,  and  the  serum  glutamic  oxalo- 
acetic transaminase  was  143.  These  were  repeated 
once,  were  89  and  83  respectively,  and  both  still  were 
above  the  normal  range.  There  was  no  further  action 
taken,  nor  was  any  comment  made.  The  patient  was 
seen  3 times  in  the  clinic  with  the  final  disposition 
being  a return  appointment  for  two  months  hence. 

Case  2.  A thirty-nine-year-old  man  was  given  a pro- 
visional diagnosis  of  migraine.  Routine  laboratory 
testing  yielded  hematocrit  of  56.6,  hemoglobin  of  17.6 
Gm.  per  100  ml.,  and  white  blood  cell  count  of  12,600 
with  a differential  white  blood  cell  count  including  70 
segmented  neutrophils.  The  student  indicated  his  in- 
tention to  repeat  the  complete  blood  count,  but  it  was 
never  reported.  The  patient  was  seen  twice,  with  the 
final  disposition  being  “recall  the  patient  if  indicated.” 

Case  3.  A fifty- nine-year-old  woman  was  given  pro- 
visional diagnoses  of  anxiety  and  diabetes  mellitus. 
The  routine  urinalysis  included  15  white  blood  cells 
per  high-power  field  in  the  sediment.  This  was  neither 
commented  on  nor  repeated.  She  was  seen  twice  in 
the  clinic  and  was  then  given  a return  appointment, 
which  she  did  not  keep. 

Case  4.  A forty-two-year-old  man  was  provisionally 
diagnosed  as  having  chronic  alcoholism,  hemorrhoids, 
and  diabetes  mellitus.  The  routine  urinalysis  included 
2 plus  proteinuria,  with  a sediment  containing  1 to  2 
hyaline  casts  per  high-power  field  and  8 to  12  white 
blood  cells  per  high-power  field.  He  was  subsequently 
admitted  to  the  surgical  service  for  a hemorrhoidec- 
tomy, where  urinalysis  revealed  10  to  15  white  blood 
cells  per  high-power  field.  Because  of  some  transient 
concern  regarding  an  artifact  on  a chest  film,  sputum 
and  urine  were  cultured  for  tuberculosis  and  showed 
negative  results.  Culture  for  other  organisms  was 
never  obtained,  nor  was  there  any  further  comment  or 
action. 


TABLE  III.  Unexpected  important  laboratory  abnormalities 


Total 

Abnormal 

Number 

Report  but 

of  Tests 

Inadequate 

Test 

Done 

Follow-Up 

Hematocrit 

71 

3 

Hemoglobin 

71 

2 

White  blood -cell  count 

71 

3 

Differential  count 

71 

4 

Serum  glutamic  oxaloacetic 

transaminase 

66 

1 

Serum  calcium 

66 

2 

Alkaline  phosphatase 

66 

1 

VDRL  test 

31 

0 

Sickle-cell  preparation 

(34  patients) 

7 

0 

Roentgenogram  of  chest 

43 

0 

Papanicolaou’s  smear 

(58  patients) 

26 

0 

Urinalysis 

Sugar 

95 

0 

Protein 

95 

2 

Microscopic  examination 

of  urinary  sediment 

95 

2 

Acetone 

95 

1 

Stool  for  occult  blood 

56 

1 

Totals 

395 

22* 

* Occurred  in  13  patients. 

TABLE  IV.  Data  regarding  return  appointments  for  patients 

with  important  laboratory  abnormalities  not  adequately 

followed- 

up 

Patients  Patients 

with 

with  Un- 

Expected  expected 

Total 

Abnor 

Abnor- 

Number  of 

Findings  malities  malities 

Patients 

No  return  visit 

(delinquent)  2 

1 

3 

At  least  one  return  visit  5 

11 

16 

Admitted  to  the  hospital  0 

1 

1 

Total  number  of  patients  7 

13 

20 

Data  regarding  return  appointments  for  all  pa- 
tients with  inadequate  follow-up  of  clinically  im- 
portant laboratory  abnormalities  are  given  in 
Table  IV.  This  includes  the  7 patients  with  ex- 
pected abnormalities  and  the  13  patients  with 
unexpected  abnormalities.  Only  3 patients  of  the 
total  of  20  failed  to  keep  their  first  return  clinic 
appointment.  The  remaining  17  patients  were 
seen  for  at  least  one  return  visit,  and  1 was  admit- 
ted to  the  hospital.  In  2 instances  of  expected 
clinically  important  laboratory  abnormalities  the 
reports  were  neglected  despite  their  concordance 
with  the  intitial  diagnostic  impression.  In  3 addi- 
tional instances  of  expected  abnormalities,  infor- 
mation obtained  during  the  history  or  physical  ex- 
amination or  data  contained  in  the  clinical  record 
apparently  were  not  considered  when  the  diag- 
nostic impression  was  formulated. 

It  was  our  initial  impression  that  continuity  of 
care  might  be  an  important  factor  influencing  ap- 
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TABLE  V.  Chi-square  table  (1.35,  not  significant).  Patients 
with  one  or  more  clinically  important  laboratory  abnormalities 
seen  for  at  least  one  return  visit. 


Follow-Up 

Seen  by 
Same 
Student 

Seen  by 
Different 
Student 

Total 

Adequate 

17 

3 

20 

Inadequate 

10 

6 

16 

Totals 

27 

9 

36 

p = >0.05 


propriate  utilization  of  clinically  important  abnor- 
mal laboratory  data.  Chi-square  analysis  failed 
to  substantiate  this  impression  in  this  small  group 
of  patients  (Table  V). 

Comment 

Our  original  reason  for  performing  this  survey 
was  to  determine  whether  the  routine  laboratory 
tests  called  for  in  the  clinic  protocol  were  a worth- 
while screening  device  in  this  setting;  that  is,  did 
they  detect  significant  disease  which  would  not 
otherwise  be  recognized?  Our  data  soon  showed 
us  that,  despite  the  protocol,  routine  testing  or 
screening  was  not  being  carried  out,  because  a 
large  number  of  tests  were  being  omitted  selec- 
tively. Informal  conversations  with  some  of  the 
students  and  preceptors  revealed  fairly  negative 
attitudes  toward  routine  testing.  Several  reacted 
strongly  against  doing  a test  when  they  could  see 
no  clinical  indication  for  it,  especially  if  this 
would  impose  a further  financial  burden  on  the 
patient.  Others  merely  forgot  to  order  tests 
which  were  not  brought  to  mind  by  the  provision- 
al diagnosis.  Bates  and  Mulinare3  have  recently 
reported  similar  attitudes  among  practicing  physi- 
cians. 

Although  our  data  do  not  permit  us  to  deter- 
mine the  value  of  unselected  or  routine  screening 
tests  in  this  clinic  population,  they  do  point  to 
some  important  problems  in  both  patient  care  and 
medical  education  which  have  been  created  by  the 
growth  and  development  of  medical  technology 
and  the  resulting  ready  availability  of  a multitude 
of  diagnostic  tests.  Thus  far,  few  surveys  similar 
to  ours  have  been  reported,  but  the  results  of 
those  few  further  our  impression  that  similar 
widespread  problems  exist  both  in  ambulatory 
and  inpatient  medical  care.  In  a survey  of  a gen- 
eral medical  teaching  clinic,  Huntley  et  a/.4  found 
that  53  per  cent  of  abnormal  hemograms,  37  per 
cent  of  abnormal  urinalyses,  and  18  per  cent  of 
positive  stool  test  results  for  occult  blood  did  not 
lead  to  either  further  evaluation  or  appropriate 
treatment.  These  laboratory  results  were  not 
categorized  into  expected  and  unexpected  abnor- 
malities. Lashof  and  Turner5  surveyed  clinical 
charts  from  a general  medical  teaching  clinic  and 
found  frequent  omission  of  routine  tests.  Fifty- 
five  of  72  abnormal  urinalyses,  32  of  38  abnormal 


hemoglobins,  and  all  of  56  abnormal  white  blood 
cell  and  differential  counts  were  not  further  evalu- 
ated. A survey  of  the  same  group  of  patients  car- 
ried out  three  years  later  yielded  similar  data.6 

Studies  performed  in  settings  other  than  general 
medical  clinics  have  also  revealed  inefficient  utili- 
zation of  laboratory  data  in  rendering  medical 
care.  From  a survey  of  laboratory  data  obtained 
on  hospitalized  patients,  Williamson,  Alexander, 
and  Miller7  found  that  only  11  per  cent  of  unex- 
pected abnormalities  received  “minimum  ade- 
quate response”  from  the  physicians.  An  extend- 
ed educational  program  directed  toward  the  phy- 
sicians, including  the  use  of  newsletters,  confer- 
ences, and  removable  fluorescent  tape  covering 
the  abnormal  data,  led  to  an  increase  to  28  per 
cent  “minimum  adequate  response”  to  unexpect- 
ed abnormal  data.  A recent  survey  by  Brook  and 
Stevenson8  of  141  patients  seen  in  the  emergency 
room  of  a large  teaching  city  hospital  demon- 
strated that  certain  aspects  of  medical  care  were 
inefficient  and  inadequate.  Only  14  (37  per  cent) 
of  38  patients  with  one  or  more  clinically  impor- 
tant abnormalities  detected  during  gallbladder  or 
gastrointestinal  roentgenograms  or  barium  ene- 
mas had  received  appropriate  therapy  at  the  time 
of  follow-up  interview  three  months  later.  In 
1961,  Clark  et  al.9  surveyed  a periodic  health  ex- 
amination protocol  being  carried  out  in  a private 
diagnostic  clinic  by  board-certified  or  board-eligi- 
ble internists.  The  authors  emphasized  the  fre- 
quency with  which  these  physicians  disregarded 
abnormal  laboratory  data  when  arriving  at  their 
diagnoses.  Abnormalities  detected  in  routine  he- 
moglobin determinations,  white  cell  counts,  and 
urinalyses  were  more  frequently  overlooked  than 
were  those  found  by  means  of  electrocardiographs, 
chest  roentgenograms,  or  during  sigmoidoscopy. 
The  point  was  then  made  that  formerly  less  ex- 
pensive tests  have  become  actually  the  more  ex- 
pensive procedures  in  terms  of  effectiveness  in  dis- 
ease detection. 

These  surveys  point  out  how  frequently  physi- 
cians fail  to  utilize  and  follow  through  on  the  re- 
sults of  laboratory  data.  Our  study  also  indicates 
that  unexpected  abnormalities  are  overlooked  sig- 
nificantly more  often  than  expected  abnormali- 
ties. Several  aspects  of  the  medical  care  system 
combine  to  facilitate  this  fact.  Problems  with 
intrahospital  communications  delay  or  prevent  re- 
cording of  laboratory  data  in  the  clinical  records. 
The  patient  may  have  an  urgent  or  intriguing 
clinical  problem  which  so  occupies  the  attention 
of  the  student  and  preceptor  that  an  unrelated 
laboratory  abnormality  is  simply  overlooked.  The 
current  traditional  source-oriented  methods  of 
record  keeping  result  in  a poorly  organized  mass 
of  data.  If  the  patient  has  been  receiving  medical 
care  for  some  time,  the  quantity  of  data  and  its 
lack  of  organization  make  it  increasingly  difficult 
to  focus  on  laboratory  abnormalities  which  have 
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become  buried  in  the  chart.  There  is  no  question 
that  to  use  burgeoning  laboratory  data  effectively, 
methods  of  data  transmission,  storage,  and  re- 
trieval must  be  improved  drastically.  A problem- 
oriented  record  system,  such  as  that  developed  by 
Weed,10,11  should  enhance  appropriate  utilization 
of  all  relevant  clinical  data. 

It  is  obvious  that  the  effectiveness  of  any  part  of 
a medical  care  system  depends  heavily  on  the  per- 
formance of  the  participating  physicians.  Thus, 
for  a program  of  routine  screening  to  be  of  value 
clinically,  the  physicians  should  be  continuously 
encouraged  to  utilize  laboratory  data  with  maxi- 
mum efficacy. 

While  laboratory  testing  is  already  an  impor- 
tant component  of  clinical  medicine,  technologic 
developments  and  increasing  interest  of  the  gener- 
al public  in  health  maintenance  will  probably 
bring  about  even  more  extensive  laboratory  test- 
ing. It  appears  that  medical  educators  have  not 
emphasized  sufficiently  either  the  rationale  of  rou- 
tine testing  or  its  appropriate  utilization  and  limi- 
tations. Contemporary  medical  education  must 
prepare  future  physicians  to  deal  effectively  with 
the  large  quantity  of  laboratory  data  that  routine 
testing  produces.  Physicians  should  also  be  ready 
to  question  the  justification  of  any  screening  pro- 
gram which  is  neither  rationally  designed  nor  of 
proved  benefit  to  patient  care. 

Summary 

The  protocol  of  a teaching  general  medical  clin- 
ic called  for  a total  of  692  “routine”  laboratory 
tests  to  be  carried  out  on  a random  sample  of  100 
patients.  A survey  of  the  clinical  records  revealed 
that  only  65  per  cent  of  the  tests  were  performed. 
Among  the  61  clinically  important  laboratory  ab- 
normalities discovered,  36  were  expected  on  the 


basis  of  previously  obtained  clinical  information 
and  25  were  not.  Only  28  of  the  expected  ab- 
normalities and  3 of  the  unexpected  abnormalities 
received  adequate  follow-up.  At  the  time  of  this 
survey,  none  of  the  25  unexpected  clinically  im- 
portant abnormal  laboratory  reports  had  led  to  the 
diagnosis  of  previously  unrecognized  disease.  Re- 
view of  the  medical  literature  suggests  that  these 
are  common  deficiencies  in  medical  care  in  var- 
ious settings.  Certain  factors  which  hinder  or 
prevent  appropriate  utilization  of  routine  labora- 
tory testing  are  discussed. 

Department  of  Medicine 
Albany  Medical  College 
New  Scotland  Avenue 
Albany,  New  York  12208 
(DR.  DUTTON) 
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Although  the  governing  board  in  the  final  anal- 
ysis is  responsible  for  the  goals  and  policies  of  the 
university  and  its  various  colleges,  schools,  and 
departments,  the  formulation  of  these  objectives  is 
greatly  influenced  by  the  management,  organiza- 
tion, and  leadership,  and  the  abilities  of  the  presi- 
dent, the  deans,  the  chairmen,  and  the  senior  fac- 
ulty members.  The  president  is  responsible  for 
the  total  operation  of  the  institution  and  must 
delegate  great  responsibility  and  authority  to  the 
vice-presidents,  chancellors,  and  the  deans  to  in- 
sure an  effective  and  an  efficient  operation.  Al- 
though the  extent  of  the  dean’s  responsibility  may 
vary  greatly  from  university  to  university  or  from 
school  to  school  in  one  university,  his  influence  is 
frequently  determined  by  the  quality  of  his  previ- 
ous scholarship  and  his  present  leadership  and  the 
skill  of  his  executive  management. 

While  the  administration  of  a medical,  dental, 
veterinary,  pharmacy,  and  nursing  school  or  de- 
partment was  relatively  simple  in  the  post-Flexner 
period,  the  enormous  expansion  in  the  past  two 
decades  of  health,  medical,  and  hospital  services, 
education,  and  research  has  resulted  in  greater  ex- 
ternal and  internal  changes  and  forces  than  have 
previously  occurred.  Most  deans  in  the  health 
field  are  now  responsible  for  the  management  of  a 
multimillion  dollar  operation  a year,  and  many 
department  chairmen  are  responsible  for  similar- 
size  funding. 

Present-day  health  centers  with  their  complex 
programmatic  and  research  undertakings  and  in- 
creasing community-oriented  undertakings  very 
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clearly  indicate  the  need  for  additional  highly 
skilled  individuals  in  the  future  who  have  been 
specifically  trained  to  direct  and  coordinate  these 
activities.  The  positions  of  vice-president  for 
health  affairs,  dean,  assistant  dean,  and  chairman 
now  may  more  frequently  require  the  full-time  en- 
deavors of  a highly  competent  professional  with 
more  organization,  management,  and  administra- 
tive skills,  as  recently  suggested  by  the  Macy 
Foundation  Report.1-2 

Purposes 

The  purposes  of  this  report  are  as  follows:  (1) 

to  review  some  previous  studies  that  have  indicat- 
ed the  need  for  improved  organization,  adminis- 
tration, and  management  in  the  health-center 
administrative  field,  (2)  to  review  the  literature  of 
the  present  training  programs  for  similar  manage- 
ment-, education-,  research-,  and,  community  ser- 
vice leadership  roles,  and  (3)  to  suggest  various 
alternative  approaches  to  prepare  health-center 
administrators  formally  or  informally  for  the  fu- 
ture. More  specifically,  this  is  an  exploratory 
study  to  review  various  alternative  approaches  for 
the  development  and  training  of  college  and  uni- 
versity health-center  administrators  and  manag- 
ers, including  vice-presidents  for  health  affairs, 
deans,  and  chairmen  of  schools  of  medicine,  den- 
tistry, veterinary  medicine,  nursing,  pharmacy, 
and  other  similar  positions.  The  program  to  be 
suggested  assumes,  and  in  practice  would  empha- 
size, the  management  and  organizational  aspects 
of  these  positions  in  contrast  to  the  traditional 
professional,  educational,  research,  or  scientific 
roles. 

This  approach  would  be  limited  by  definition  to 
those  having  a prior  doctoral,  professional,  or  re- 
search degree.  In  the  nursing  and  allied  health 
areas,  it  may  be  appropriate  to  add  a select  few 
highly  competent  professions  that  grant  a master’s 
degree,  since  this  frequently  is  the  terminal  train- 
ing for  these  fields.  Previous  administrative  ex- 
perience might  be  preferred  but  would  not  be  re- 
quired. 

In  developing  several  alternatives  to  train 
health  center  administrators,  cognizance  must  be 
given  to  the  specific  roles  and  the  amount  of  time 
devoted  to  shifting  responsibilities  and  activities. 
There  are  differences  among  various  roles  in  dif- 
fering types  of  health-related  schools.  Obviously, 
the  functions  of  a vice-president  or  dean  are  more 
administrative,  while  departmental  chairmen  are 
directed  more  toward  classroom  and/or  clinical 
teaching.  In  making  some  comparisons  within 
the  health  field,  the  scope  of  activities  of  a dean  of 
a small  health-related  school  actually  might  be 
equivalent  to  the  breadth  of  responsibilities  of  a 
major  departmental  chairmanship  in  a medical 
school.  Unfortunately,  the  same  title  does  not 
alway  reflect  the  same  role,  scope,  function,  and 
activities  in  all  health-related  organizations. 
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Review  of  previous  studies 

The  need  for  well-trained  and  experienced 
health-center  administrators  was  evident  to  lead- 
ers in  the  field  over  thirty-five  years  ago.  Flexner3 
stated. 

American  universities  have  had  to  contrive  their 
own  leadership  ....  Under  an  uninspired  dean  or 
president  without  special  interest  in  medicine,  con- 
ditions may  long  remain  stagnant,  or  may  actually 
deteriorate  . . . but  a president  with  vision,  especially 
in  cooperation  with  a dean  who  possesses  the  requi- 
site scientific  equipment  and  the  confidence  of  the 
progressive  elements  of  the  faculty,  can  transform  an 
old  situation  or  create  a new  and  stimulating  model. 

Prior  to  World  War  II,  it  was  not  unusual  for 
the  dean  of  a health-center  school  to  also  be  an 
active  teacher,  clinician,  or  researcher.  Often  it 
was  impossible  for  him  to  devote  his  full  energies 
to  managing  and  leading  the  school. 

Most  efforts  aimed  toward  training  administra- 
tors during  this  period  were  centered  primarily  on 
the  “simple  exposure”  method  of  combined  ap- 
prenticeship and  on-the-job  training.  The  trainee 
simply  learned  by  observation,  listening,  and  ex- 
posure and  functioned  under  the  direction  of  an 
experienced  preceptor.  Apprenticeships  for  phy- 
sicians, dentists,  and  veterinarians,  for  example, 
were  offered  through  appointments  as  assistant 
dean  or  assistant  to  the  dean,  and  this  method  of 
training  has  produced  some  of  the  most  prominent 
health  executives  of  our  times. 

Post  World  War  II  developments.  After 
World  War  II  more  intensive  study  was  given  to 
professional  health  training  and  the  administra- 
tion and  financing  of  health-related  schools  and 
institutions.4-8  It  was  more  than  coincidental 
that  we  were  undergoing  a tremendous  explosion 
of  scientific  and  technical  knowledge  and  that 
graduate  curricula  in  business  administration 
were  developed  during  the  same  period  for  stu- 
dents of  management.  World  War  II  provided 
some  important  and  living  lessons,  namely,  that 
an  administrator  can  be  trained  in  a “classroom” 
and  that  the  on-the-job,  “climb  the  ladder  of  ex- 
perience” approach  was  no  longer  the  only  route 
to  administrative  heights.  In  other  ways  the  ex- 
perience of  the  war  pointed  out  the  increased  need 
for  expanding  clincal  and  research  facilities  and 
for  developing  more  sophisticated  methods  for  de- 
livering health-care  services. 

Basing  its  analyses  and  conclusions  on  facts  and 
opinions  obtained  from  representative  deans,  fa- 
cilities, and  medical  students,  the  survey  of  medi- 
cal education,  for  example,  comprised  an  authori- 
tative, self-evaluation  of  41  medical  schools,  their 
leadership,  functions,  activities,  and  finances.4 
Interviews  were  held  with  the  president  or  the 
vice-president  of  the  university,  with  members  of 
the  board  of  trustees,  the  deans,  and  the  head  of 


each  department  in  the  medical  school.  The 
findings  of  Dietrick  and  Berson  in  19534  indicate 
that  there  is  frequent  confusion  of  objectives  ei- 
ther on  the  part  of  the  university  or  within  a med- 
ical school.  They  found  it  to  be  common  that  the 
hospital  is  well  financed  but  the  medical  school 
has  a relatively  small  budget.  It  was  also  con- 
cluded that 

Medical  schools  have  in  some  instances  outgrown 
their  administrative  organization  and  the  back- 
ground and  ability  of  their  administrators  ...  . 
Chief  administrators  of  the  schools  often  fail  to 
grasp  the  issues  when  a medical  center  develops 
around  a medical  school.  This  increasing  complexi- 
ty of  the  organizations  and  the  large  sums  of  money 
involved  in  their  support  have  led  to  administrative 
difficulties  and  confusion.9 

A study  of  the  pharmacy  school  curriculum, 
which  reviewed  the  teaching  of  pharmacy  admin- 
istration, concluded  that  it  is  “the  poorest  and 
most  degraded  instruction,  usually  from  teachers 
whose  interest  lies  elsewhere  or  who  are  but  one 
step  advanced  above  student  status.”10  This 
commission  report  of  1952  suggested, 

One  whose  basic  training  has  been  in  pharmacy,  if 
he  plans  to  teach  pharmacy  administration  or  phar- 
maceutical law,  should  prepare  himself  for  it  through 
adequate  study  of  administration  or  law,  preferably 
to  the  point  of  acquiring  a degree  in  his  field  of  in- 
struction.10 

This  recommendation  reflects  a growing  recog- 
nition that  the  teaching  of  administration  and 
management  should  be  improved  in  this  type  of 
professional  undergraduate  curriculum. 

More  recent  recognition  of  need.  The  need 
for  administrators  in  college  and  university  health 
centers,  schools,  and  departments  to  provide  more 
effective  organization  and  leadership  is  also  well 
documented  in  the  Coggeshall11  report  prepared 
for  the  Association  of  American  Medical  Colleges. 
One  of  the  major  statements  in  this  1965  report  is 
that  “medical  education  in  the  future  should  be 
planned  and  provided  as  a continuum — a continu- 
ous process  with  all  elements  carefully  integrated 
and  under  coordinated  leadership.”11  Wilson1- 
spoke  of  these  issues  when  discussing  the  medical 
school  of  a landgrant  university  and  its  relation- 
ship to  the  health  care  of  the  state. 

Although  the  Millis  Commission’s  major  focus 
was  on  graduate  education  for  physicians,  it  rec- 
ommended that  “stronger,  more  centralized,  and 
better  coordinated  procedures  and  agencies  than 
now  exist  are  needed  for  systematic,  continuing 
review  and  improvement  of  graduate  medical  edu- 
cation.”13 This  report  also  stressed  the  need  for 
and  benefits  of  the  health  center’s  working  in  clos- 
er collaboration  with  the  rest  of  the  university  and 
that  the  interplay  among  medicine,  nursing,  phar- 
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macy,  veterinary  medicine,  dentistry,  and  other 
disciplines  involves  more  than  an  exchange  of  spe- 
cific contributions  of  knowledge  or  technic.  A 
theme  that  starts  to  evolve  more  consistently  is  a 
need  for  the  development  of  better  management 
and  organization  of  health  and  medical  services 
and  facilities  for  the  improved  delivery  of  health 
care  throughout  the  nation. 

There  has  been  a significant  increase  during  the 
past  five  years  in  the  number  of  Federal-,  associa- 
tion-, or  foundation-sponsored  health-related 
studies  with  such  crucial  topics  as  medical  and 
dental  education, 14,15  hospital  effectiveness, 16 
Medicaid, 17  health  manpower, 18  and  the  establish- 
ment of  health-care  corporations.19  Of  these  re- 
ports the  Carnegie  Commission  was  most  out- 
spoken, stating,  “The  university  medical  centers 
are  not  organized  administratively  to  undertake 
the  broad  roles  that  this  report  envisages  for  uni- 
versity health  science  centers.”-9 

The  conclusions  and  recommendations  in  these 
reports  are  broad  in  scope  but  specific  in  the  sense 
of  suggesting  that  the  chief  administrative  officer 
of  health-related  schools  must  be  the  true  leader 
of  the  educational,  research,  continuing  educa- 
tion, and  community-service  activities  of  the  in- 
stitution and  its  affiliated  facilities.  The  dean- 
ship  and  chairmanship  of  schools  of  medicine, 
dentistry,  veterinary  medicine,  nursing,  pharma- 
cy, and  other  similar  fields  have  changed  so  dras- 
tically in  the  past  thirty  years  that  in  some  in- 
stances these  organizations  need  to  find  new 
methods  and  approaches  to  better  develop  their 
management  patterns.  There  is  a tremendous 
need  for  trained  administrators  for  college  and 
university  health  centers,  schools,  and  depart- 
ments. 

Training  other  professionals  for  similar  roles 

The  second  major  purpose  of  this  report  is  to 
review  the  experience  of  a comparable  professional 
group  in  selecting  and  in  training  its  most  senior 
leadership  and  management  talent.  Many  arti- 
cles and  books  have  been  written  about  the  col- 
lege president,21--3  how  he  is  selected,24  and  the 
role  of  the  academic  dean.25  Most  books  of  this 
type  are  concerned  with  the  responsibilities  and 
duties  of  the  position  rather  than  with  training. 

In  a study  of  130  deans  in  various  types  of  schools, 
it  was  concluded  that  faculty  relations  and  mo- 
rale, recruitment  of  faculty,  curriculum  and  com- 
mittee work,  budget  preparation,  promotions,  and 
evaluation  of  personnel  required  most  of  their 
time  and  skill.25  It  is  rather  apparent  from  this 
study  that  the  academic  dean  of  a large  college  is 
concerned  primarily  with  matters  of  policy,  per- 
sonnel, and  budget  and  that  management,  organi- 
zation, and  administrative  skills  and  technics  are 
important  within  the  perceived  role  of  an  academ- 
ic dean. 


It  is  interesting  to  compare  these  findings  with 
what  deans  think  of  certain  experiences  as  prepa- 
ration for  academic  deanship.  Among  the  deans 
86  per  cent  thought  that  experience  as  a professor 
was  essential,  69  per  cent  felt  that  experience  as  a 
department  chairman  was  desirable,  and  43  per 
cent  maintained  apprenticeship  in  the  dean’s  of- 
fice was  unnecessary.  Experience  in  other  admin- 
istrative offices  were  considered  essential  by  7 per 
cent,  desirable  by  50  per  cent,  and  unnecessary  by 
39  per  cent.  Although  the  deans  indicated  that 
they  spent  a majority  of  their  time  and  skills  with 
matters  of  policy,  personnel,  and  budget,  formal 
administrative  training  was  believed  to  be  essen- 
tial by  only  4 per  cent,  desirable  by  36  per  cent, 
and  unnecessary  by  57  per  cent.  This  latter  find- 
ing is  somewhat  in  contrast  to  90  per  cent  of  the 
academic  deans  in  this  study  who  considered  it 
essential  or  desirable  for  the  dean  to  read  the  lit- 
erature of  higher  education  administration,  par- 
ticularly articles  written  by  practicing  administra- 
tors and  by  their  faculty  critics.26  Learning  by 
experience  or  from  fellow  administrators  appears 
to  be  more  acceptable  than  formalized  academic 
training  for  the  position. 

Various  approaches  utilized.  Although 
schools  of  business  and  public  administration  for 
the  most  part  provide  managers  for  various  indus- 
tries and  agencies,  the  emerging  experience  in 
training  university  and  college  administrators  in 
general  seems  more  appropriate  as  a model  to  de- 
velop health-center  administrators.  In  fact,  most 
roles  of  a university  or  college  president,  chancel- 
lor, or  academic  dean  are  similar  in  at  least  some 
respects  to  those  of  a vice-president  for  medical 
affairs,  the  dean,  or  the  chairman  of  a department 
in  a health-related  school.  These  positions  em- 
phasize such  factors  as  goals,  objectives,  external 
forces,  grantsmanship,  system  integration,  and 
personnel  administration.  Therefore,  it  would  be 
valuable  to  review  the  existing  programs  and  their 
experiences  in  training  administrators  for  higher 
education. 

The  alternative  approaches  utilized  in  training 
administrators  for  higher  education  might  be 
summarized  as  (1)  preceptorship,  (2)  internship, 
(3)  postdoctoral  formalized  training,  (4)  predoc  - 
toral  formalized  training,  terminating  with  a doc- 
toral degree  in  higher-education  administration, 
and  (5)  short-term  institutes.  There  are  ad- 
vantages and  limitations  inherent  in  each  alterna- 
tive, and  certainly  the  stage  of  a man’s  career  and 
his  long-term  aspirations  have  an  impact  on  which 
approach  would  be  most  suitable  for  him.  A brief, 
general  discussion  of  each  of  these  alternative  ap- 
proaches follows. 

Preceptorship.  With  preceptorship  training, 
the  student  in  higher-education  administration 
simply  is  assigned  staff  and  coordinating  functions 
by  his  preceptor,  who  is  generally  the  senior  exec- 
utive officer  of  the  institution.  The  preceptorial 
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concept  is  based  on  the  assumption  that  an  expe- 
rienced practitioner  can  transfer  much  of  his  ac- 
quired knowledge  and  understanding  to  the  pre- 
ceptee.  Some  of  these  individually  tutored  stu- 
dents have  the  title  of  assistant  dean  or  assistant 
to  the  dean. 

The  advantages  of  the  preceptorship  approach 
is  that  the  preceptee  learns  by  working  under  su- 
pervised guidance  and  that  this  training  is  rela- 
tively inexpensive  for  the  individual  and  the  insti- 
tution.27 The  disadvantages  of  this  alternative 
are  related  to  the  lack  of  general  breadth  in  such 
an  exposure,  the  frequent  omission  of  the  theory 
and  concepts  underlying  the  decision-making  pro- 
cess, and  the  inability  to  learn  from  the  experi- 
ence of  other  institutions. 

Internship.  The  internship  alternative  is  close- 
ly identified  with  the  preceptorship  approach; 
however,  the  trainee  has  a somewhat  more  formal- 
ized program  under  a number  of  different  men- 
tors. This  approach  is  frequently  coordinated  as 
a total  program  by  the  primary  director,  but  gen- 
erally there  is  little  formalized  instruction.  In 
both  the  preceptorship  and  internship,  most  often 
there  is  a one-to-one  teacher  and  student  relation- 
ship. 

The  internship  in  higher-education  administra- 
tion is  emerging  in  importance  and  frequently  is 
being  utilized  to  provide  needed  management 
manpower.  The  postdoctoral  administrative  in- 
ternship is  generally  obtained  in  a host  institution 
for  a period  of  twelve  or  fewer  months.  Phillips28 
describes  this  approach  as  a means 

to  match  up  the  intern  in  administration  with  a 
host  institution,  which  will  offer  him  a broadening 
experience,  and  with  a mentor  or  officer  in  the  host 
institution  who  will  take  an  interest  in  him,  assist 
his  self-directed  study,  and  facilitate  his  entry  into 
the  decision-making  councils  of  the  host  college  or 
university. 

The  best-known  internship  programs  are  offered 
by  the  American  Council  on  Education  and  the 
Ellis  L.  Phillips  Foundation.  The  Council’s  aca- 
demic administration  internship  program  is  sup- 
ported by  a $4,750,000  grant  by  the  Ford  Founda- 
tion, and  Cox29  suggests  that  this  endeavor  is  di- 
rected to  the  development  of  reliable  procedures 
for  identifying,  selecting,  and  training  academic 
administrative  officers  and  to  increase  the  pool  of 
available  administrative . talent  for  our  colleges 
and  universities.  This  program  is  an  experimen- 
tal approach  of  sufficient  size  and  duration  to  test 
the  value  of  internship  training  for  potential  aca- 
demic administrative  officers.  The  Phillips  Foun- 
dation program,  which  was  established  in  1962, 
provides  a year  of  training,  mostly  observing,  in  a 
host  institution  under  an  approved  mentor.  Both 
of  these  programs  are  aimed  at  training  provosts, 


deans,  assistant  deans,  and  assistants  to  presi- 
dents. 

Those  selected  for  the  American  Council  on  Ed- 
ucation academic  internship  program  are  nomi- 
nated by  the  senior  executive  officer  of  his  institu- 
tion and  have  had  some  administrative  experience 
or  have  demonstrated  potential  ability  in  the 
broad  field  of  management.  The  nominee  is  ex- 
pected to  have  completed  his  formal  academic  or 
professional  education  and  to  have  a doctorate  or 
terminal  professional  degree.  The  nominees  are 
required  to  submit  a formal  application,  then  the 
prime  candidates  are  interviewed.  In  1965  25 
were  selected  for  the  program.  The  Phillips 
Foundation  program  utilized  a similar  approach  to 
select  its  13  interns  in  the  1965  through  1966  pro- 
gram. 

There  is  general  agreement  that  the  academic 
internship  is  most  productive  if  the  candidate 
takes  a sabbatical  leave  from  his  usual  assign- 
ment. Although  the  interns  are  asked  to  prepare 
written  reports  on  their  philosophy  of  administra- 
tion and  on  the  operation  of  the  host  institution, 
Phillips28  suggests  that  “self-directed  reading,  dis- 
cussion with  fellow  interns  and  host-colleagues, 
and  opportunities  to  pursue  questions  of  special 
interest  are  probably  of  greater  value  in  the  expe- 
rience.” 

The  impact  of  the  Phillips  program  has  already 
been  striking.  Of  the  32  interns  who  served  dur- 
ing the  1962  to  1965  period,  20  have  assumed  full- 
time administrative  positions  in  colleges  and  uni- 
versities. For  the  most  part,  they  were  appointed 
deans,  assistant  deans,  assistants  to  presidents,  or 
equivalent  administrative  positions. 

Eschbacher,30  Manion,31  and  Howes32  proposed 
some  general  guidelines  for  internship  programs 
geared  to  prospective  college  and  university  ad- 
ministrators. When  the  opinions  of  100  authori- 
ties in  higher  education  were  sought,  the  choices 
of  the  respondents  yielded  these  objectives  as 
most  suitable  for  an  internship:  (1)  to  provide  a 

practical  relationship  between  education-adminis- 
trative theory  and  practice,  (2)  to  provide  first- 
hand knowledge  of  the  coordinated  functioning 
needed  in  administration,  and  (3)  to  provide  an 
understanding  of  human  relations  in  administra- 
tion. It  is  significant  that  these  respondents 
thought  that  formal  courses  in  the  origin,  develop- 
ment, administration,  organization,  and  research 
of  American  higher  education  were  exceedingly 
valuable  preparation  for  the  administrative  posi- 
tions they  presently  occupied. 

One  of  the  ideas  that  permeates  this  study  is 
that  to  be  a potential  educational  administrator,  a 
successful  teaching  experience  is  far  less  impor- 
tant than  the  candidate’s  overall  promise  as  an 
administrator,  his  value  orientation,  his  sensitivi- 
ty toward  human  relations,  his  ability  to  imple- 
ment programs,  or  his  demonstration  of  leadership 
ability.30 
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There  are  a number  of  major  problems  that  hin- 
der the  development  of  internship  programs. 
They  are  the  inadequate  financing  of  the  pro- 
gram, the  selection  of  candidates,  and  the  lack  of 
effective  appraisal  technics  to  test  if  the  intern- 
ship is  more  effective  than  in-service  training. 

It  is  probably  more  advantageous  for  a potential 
educational  administrator  to  be  involved  in  a rec- 
ognized internship  program  than  in  the  informal 
preceptorship  approach,  because  the  former  has 
more  formalized  training.  The  limited  didactic 
training  and  the  opportunity  for  interns  to  com- 
pare ideas  and  observations  makes  this  a more 
valuable  experience  than  the  preceptorship. 

What  is  frequently  alluded  to,  but  has  not  been 
really  tested,  is  whether  it  might  not  be  more  ad- 
visable for  the  potential  administrator  to  obtain 
some  formal  didactic  training  in  the  broad  aspects 
of  higher-education  organization  and  manage- 
ment and  then  apply  this  classroom  knowledge  to 
operating  problems  found  in  a well-supervised  in- 
ternship. Henderson33-  34  has  suggested  that  more 
study  should  be  done  in  the  history  and  philoso- 
phy of  higher  education  and  in  the  theory  of  orga- 
nization, administrative  behavior,  administrative 
procedure,  and  decision  making.  He  believes  that 
the  principles  of  the  managerial  process  taught  in 
schools  of  business  and  public  administration  can 
be  applied  with  minor  technical  differences  to  the 
administration  of  higher  education.  He  recom- 
mends the  examination  of  group  participation  as  a 
basis  for  a theory  of  organization  and  administra- 
tion in  higher  education. 

Graduate  training.  The  theory  of  higher  educa- 
tion, administration,  and  management  has  been 
the  major  focus  and  stimulus  to  develop  centers  or 
institutes  for  the  study  of  higher  education,  such 
as  those  at  Michigan,  Syracuse,  Columbia,  New 
York  University,  Stanford,  Georgia,  and  the 
Claremont  Graduate  School.  These  are  among 
the  major  institutions  actively  engaged  in  predoc- 
toral  and  postdoctoral  training  in  higher-educa- 
tion administration.  The  predoctoral  programs 
generally  are  training  personnel  for  junior  college 
or  minor  general  administrative  university  posts, 
such  as  finance,  admissions,  alumni  relations,  and 
fund  raising.  Hopefully  some  of  these  graduates 
may  become  chief  administrative  officers  in  the 
future.  In  contrast,  postdoctoral  programs  at- 
tempt to  train  deans,  assistants  to  presidents, 
chancellors,  provosts,  or  college  presidents. 

The  predoctoral  approach  is  probably  quite 
suitable,  if  one  concurs  with  the  point  of  view  that 
higher-education  administration  is  an  academic 
discipline  based  on  appropriate  theory  and  histor- 
ical perception,  worthy  to  be  studied  in  and  of  it- 
self, or  that  it  can  be  learned  in  a particular  aca- 
demic institution.  Those  arguing  for  the  postdoc- 
toral approach  as  a more  suitable  alternative  will 
have  to  answer  the  question  as  to  whether  a doc- 
toral degree  in  a clinical  discipline  is  required  for 


a senior  administrative  post.  Phillips35  raised  the 
issue  as  to  whether 

the  president  or  dean  is  a symbol  of  his  university 
or  the  focus  of  faculty  identification  who  must  be 
recognized  as  a scholar  in  a discipline  apart  from  his 
administrative  duties,  or  may  his  role  as  external 
and  internal  symbol  of  academic  excellence  be  a 
more  modest  one. 

Most  faculty  members  believe  that  the  major 
goals  of  a college  and  university  are  teaching,  re- 
search, and  community  service  and  its  leadership 
should  have  considerable  appreciation  for  aca- 
demic scholarship.  Their  point  of  view  is  that 
any  top  administrative  officer  cannot  manage 
such  a complex  undertaking  without  previously 
having  been  an  active  teacher  and  researcher. 
Barzun36  strongly  urges  that  “he  must  come  out 
of  the  classroom  and  it  is  an  advantage  to  him  if 
he  is  also  a respected  scholar.”  Others  might 
share  the  opinion  that  the  major  role  of  a univer- 
sity administrator  is  management  and,  therefore, 
his  training  and  abilities  should  be  strongly  ori- 
ented in  this  direction.  Kerr’s37  view  is  that  chief 
administrators  must  spend  most  of  the  time  me- 
diating among  conflicting  interests.  In  the  final 
analysis,  filling  these  top  management  positions 
effectively  may  more  frequently  relate  to  the 
responsibilities  of  the  position,  the  previous  train- 
ing of  the  individual,  and  his  skills  in  human  rela- 
tions that  should  indicate  a strong  leader  who  ap- 
pears to  be  principally  a coordinator  of  group  con- 
sensus and  participant  satisfaction. 

Institutes  and  conferences.  There  are  a large 
number  of  short-term  programs,  institutes,  and 
continuing  education  conferences  in  the  broad 
field  of  higher-education  administration.  This 
approach  can  be  exceedingly  valuable  for  those 
unable  to  acquire  a more  formalized  training. 
These  short-term  programs  can  increase  the 
knowledge  and  understanding  of  existing  leaders 
in  education  who  wish  to  improve  themselves,  but 
it  is  rather  doubtful  that  this  type  of  training  can 
provide  the  increasing  supply  of  trained  adminis- 
trators needed  for  institutions  of  higher  learning. 

Alternative  approaches 

The  third  major  purpose  of  this  report  is  to 
suggest  various  alternative  approaches  to  prepare 
health-center  administrators  formally  or  informal- 
ly. By  definition  this  has  been  restricted  to  indi- 
viduals with  prior  doctoral  or  terminal  degrees, 
who  are,  or  aspire  to  be,  vice-presidents  of  health 
affairs,  deans,  assistant  deans,  and  departmental 
chairmen  of  schools  of  medicine,  dentistry,  veteri- 
nary medicine,  nursing,  pharmacy,  allied  health, 
and  other  similar  positions. 

The  preceptorship  approach  is  well  accepted  in 
the  health-center  administration  field  and  is  prac- 
ticed in  some  way  in  almost  every  institution. 
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This  has  been  the  major  training  approach  for 
many  decades  for  an  individual  to  become  a chair- 
man. assistant  dean,  associate  dean,  and,  finally, 
dean.  Since  most  faculty  members  believe  that 
formal  organization  and  management  training  is 
not  needed  for  higher-education  administration, 
the  preceptorship  will  undoubtedly  prevail  for  the 
next  decade  as  the  standard  approach  to  enter 
greater  heights  in  health-center  administration. 
In  fact,  unlike  business  and  industrial  corpora- 
tions, most  colleges  and  universities  seldom  con- 
sciously and  in  a concerted  manner  groom  youn- 
ger faculty  members  and  staff  members  for  top 
administrative  positions. 

The  internship  approach  in  a host  organization 
under  an  established  mentor  has  the  advantage  of 
allowing  the  student  to  study  the  organization 
and  the  managerial,  decision-making  process  in  a 
university  other  than  his  parent  institution. 
Working  with  an  unfamiliar  mentor  is  generally  a 
more  broadening  experience  than  being  tutored  by 
only  one  individual  through  one’s  early  adminis- 
trative career.  An  internship,  which  allows  for  an 
interchange  between  several  or  a number  of  ad- 
ministrative trainees,  has  the  distinct  advantage 
of  allowing  them  to  compare  notes  and  to  ex- 
change ideas  and  impressions. 

Another  approach  with  considerable  merit  is  for 
the  health-center  administration  intern  to  spend 
six  to  nine  months  studying  what  Henderson,33'34 
Halpin,38  and  others  describe  as  the  principles  of 
business  and  public  administration  applied  to 
higher-education  administration,  and  then  spend 
six  to  twelve  months  at  a host  institution  as  an 
administrative  intern.  39  This  alternative  provides 
the  intern  with  theoretical  knowledge,  before  he 
observes  its  application  in  an  everyday  operation. 

Some  will  argue  that  health-center  administra- 
tion is  basically  an  art  rather  than  a science  and 
that  there  is  a shortage  of  theory,  principles,  and 
concepts  to  serve  as  a distinctive  or  definitive 
body  of  knowledge  for  such  an  academic  pursuit. 
This  probably  has  been  true  for  every  specialized 
field  during  its  emerging  period.  In  fact,  almost 
all  professional  training  started  on  a preceptorship 
basis,  evolved  into  a more  formal  internship  ap- 
proach, and  finally  developed  as  an  accepted  dis- 
cipline within  a college  or  university. 

If  one  concurs  with  the  premise  that  more 
didactic  training  is  needed  to  produce  health-cen- 
ter administrators  and  that  there  probably  is  an 
inadequate  body  of  knowledge  within  the  specific 
discipline  itself,40  the  question  arises  as  to  which 
area  or  areas  of  existing  course  work  in  a universi- 
ty might  be  most  appropriate  for  postdoctoral 
training.  In  developing  the  academic  program 
one  should  consider  what  Lippard  considers  some 
reasons  for  the  complexity  of  medical-school  man- 
agement, 

(1)  the  growth  in  size  of  our  operations  and  our 


TABLE  I.  Tentative  role,  course  title,  and  credit  hours  to 
train  health-center  administrators 


Semester 


Role  and  Course  Title  Hours 


Management  and  administration 

Organization  and  management  4 

of  human  resources 

Managerial  accounting  3 

Managerial  process  3 

Principles  of  public  3 

administration 

Local,  state,  and  national  affairs 

Community  and  area  planning  3 

Public  relations 

Theory  of  mass  communication  3 

Education 

College  administration  3 

Health-service  management 

Health-service  organization  and  3 

management,  I and  II  3 

Organization  and  management  of  3 

health  centers,  I and  II  3 

Total  34 


failure  to  adjust  our  administrative  structures  ac- 
cordingly, (2)  the  complexity  of  financing  our  opera- 
tions, (3)  the  demand  for  facilities,  (4)  the  expansion 
of  public  relations  and  fund  raising  acitivities,  (5) 
the  expansion  of  service  staffs,  (6)  the  increase  in 
specialization,  (7)  the  fusion  of  academic  interests, 
and  (8)  the  changing  composition  of  the  student 
body.41 

In  a more  recent  report,  Heneman4-'  has  suggest- 
ed that  medical  school  management  “is  far  more 
complex  than  managing  a business  of  comparable 
size.”  One  concludes  from  these  comments  that  a 
curriculum  broad  in  scope  is  desirable  for  training 
health-center  administrators. 

Formalized  approach  to  problem.  For  pur- 
poses of  discussion,  it  is  assumed  that  the  admin- 
istrator’s role  for  a university  health  center, 
school,  or  department  has  at  least  the  following 
major  elements:  organization,  management,  and 

administration;  participation  in  local,  state,  and 
national  health  affairs;  public  relations;  higher- 
education  administration,  including  curriculum 
development  and  counseling;  research  administra- 
tion, including  formulating  or  writing  grant  pro- 
posals for  research,  construction,  and  training 
programs;  and  health-services  management,  in- 
cluding the  effective  delivery  of  health  services. 
Obviously,  this  type  of  leadership  position  in  a 
health-center  environment  is  considerably  differ- 
ent from  being  a full-time  teacher  or  a clinician  or 
both.  If  these  elements  are  the  major  ingredients 
of  being  a manager  in  a health-center  environ- 
ment, Table  I presents  a possible  list  of  pertinent 
courses  which  are  available  or  could  be  made 
available,  for  example,  at  the  University  of  Mis- 
souri. This  tentative  curriculum  encompasses 
courses  in  the  schools  of  business  and  public  ad- 
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ministration,  medicine,  journalism,  and  the  col- 
leges of  arts  and  science,  and  education. 

In  examining  the  curriculum  in  Table  I,  one  has 
no  assurance  at  this  time  that  the  suggested  roles 
are  either  correct  or  complete  or  that  the  suggest- 
ed academic  work  is  most  pertinent  to  the  actual 
roles.  These  factors  need  further  study  before 
being  considered  as  the  best  or  most  acceptable 
curriculum  content  to  train  health-center  admin- 
istrators. It  is  interesting  that  this  course  listing 
would  not  fulfill  the  existing  requirements  for  the 
degrees  of  master  of  business  administration,  mas- 
ter of  science  in  public  health,  or  master  of  science 
in  public  administration  in  most  universities. 
Therefore,  it  may  be  necessary  for  a few  universi- 
ties, two  or  three  at  the  start,  to  develop  a new 
professional  degree  program,  such  as  one  leading 
to  a masters  in  health-center  administration. 

A fundamental  premise  of  this  tentative  ap- 
proach is  the  concept  of  the  universality  of  manage- 
ment, and  more  specifically  that  the  process  of 
health-center  administration  is,  in  most  essential 
aspects,  similar  to  the  management  process  in  all 
other  types  of  organizations.  Of  course,  certain 
operational  phases  of  the  health-  and  medical- 
center  field  pose  peculiar  policy,  precedural,  tech- 
nical, and  environmental  or  community  differ- 
ences. There  is,  therefore,  a need  for  the  course 
work  in  health-center  administration  to  be  inter- 
disciplinary providing  the  opportunity  for  stu- 
dents to  obtain  the  proper  balance  between  the 
areas  of  study  of  hospital  and  medical  care  organi- 
zation, business  and  public  administration,  higher 
education  administration,  community  planning, 
and  communication  theory. 

This  tentative  program  might  consist  of  two  se- 
mesters on  campus  and  a twelve-month  academic 
internship  under  the  direction  of  an  approved 
mentor.  The  suggested  curriculum  emphasized 
the  broad  problems  confronting  administrators, 
the  mastery  of  the  major  tools  of  analysis,  and  the 
cultivation  of  the  judgment  required  for  compe- 
tent management.  The  six-hour  sequence  in 
health-services  organization  and  management  at 
Missouri,  for  example,  is  designed  to  provide  a 
general  overview  of  the  medical-care  system,  that 
is,  organization,  administration,  personnel,  and  fi- 
nancing in  the  health  and  hospital  field,  and  to 
provide  background  knowledge  in  medical-center 
and  hospital  administration,  emphasizing  the  gov- 
erning board,  the  medical  staff,  and  administra- 
tive relationships. 

This  nine-month  academic  program  might  ap- 
pear to  some  to  be  too  theoretical,  since  little  at- 
tention is  given  to  the  actual  day-to-day  operation 
of  a university,  school,  college,  or  department. 
Actually  the  courses  on  health-center  organiza- 
tion and  management  could  review  the  fundamen- 
tal principles  of  this  field  and  could  integrate  the 
content  of  the  courses  undertaken  in  the  various 
departments  throughout  the  university.  To  pro- 


vide added  training  in  the  application  of  manage- 
ment theory  and  concepts  and  to  receive  more  ex- 
posure to  actual  operations,  the  faculty  could  in- 
vite a carefully  selected  group  of  practicing 
health-center  administrators  to  participate  with 
the  students  in  case-study  seminars.43  The  case- 
study  approach  allows  the  student  to  test  his  un- 
derstanding of  the  underlying  problems  and  issues 
in  health-center  administration.  This  approach 
also  helps  provide  the  needed  transition  between 
the  academic  year  and  the  supervised  internship. 

The  formalized  approach  to  train  health-center 
administrators  also  should  include  a twelve-month 
internship  under  an  approved  preceptor.  The 
purpose  of  the  administrative  internship  would  be 
to  further  familiarize  the  student  with  the  field,  to 
sensitize  him  to  some  of  the  issues  and  problems 
in  the  day-to-day  operation  of  a health  center, 
and  to  refine  through  application  his  nine-month 
academic  experience.  The  content  of  the  intern- 
ship program  would  have  to  be  carefully  tailored 
by  the  faculty,  the  preceptor,  and  the  student.  In 
general,  some  measure  of  observation,  departmen- 
tal or  area  rotation,  project  assignments,  and  ad- 
ministrative responsibilities  should  be  included, 
the  emphasis  on  each  activity  varying  with  the 
student’s  background  and  aptitude.  The  admin- 
istrative intern  should  be  visited  by  a faculty 
member  at  least  once  every  four  months,  and  re- 
ports should  be  requested  from  the  preceptor  and 
the  preceptee. 

Career  entry.  There  will  be  some  obvious  dif- 
ferences of  opinion  as  to  when  it  is  most  appropri- 
ate for  an  individual  to  begin  formal  training  to 
become  a health-center  administrator.  A few 
men  on  entering  their  professional  graduate  cur- 
riculum will  set  their  career  objectives  on  being  a 
dean,  chairman,  or  a director  of  a health-center 
school  or  department.  Missouri  recently  gradu- 
ated a student  who  completed  medical  school  and 
received  a master’s  of  business  administration, 
with  an  area  of  concentration  in  health-services 
management,  in  a five-year  period  beyond  the 
bachelors.  This  should  be  an  efficient  method  to 
train  a person  who  aspired  to  be  a medical-school 
dean. 

The  decision  to  be  a health-center  administra- 
tor generally  is  made  after  the  individual  has 
completed  his  professional  training  on  the  doctor- 
al level  and  in  most  cases  after  having  several 
years  of  teaching  and  clinical  experience.  Many 
drift  into  health-center  administration  now  be- 
cause they  have  the  ability  to  accomplish  the  job 
or  have  a high  degree  of  human-relations  skills. 
The  faculty  is  mutually  supportive  of  his  goals 
and  objectives. 

After  serving  as  an  assistant  or  associate  profes- 
sor for  several  years,  it  is  hard  for  an  individual  to 
remove  himself  from  the  classical  academic  ladder 
and  undergo  twenty-one  months  of  intensive 
training  to  become  a health-center  administrator. 


February  1 , 1 973  / New  York  State  Journal  of  Medicine  481 


This  is  a particularly  appropriate  objection,  since 
there  is  a considerable  national  reluctance  at  the 
present  time  to  formally  attempt  to  train  either 
deans  or  chairmen.  One  former  medical-school 
dean  suggested  that  “this  is  a nonsense  attitude, 
but  nevertheless,  I am  convinced  that  such  a firm- 
ly entrenched  emotional  attitude  is  as  real  from 
the  point  of  view  of  communication  as  any  other 
intellectual  reasoning  which  might  appear.” 
Most  teachers  in  the  academic  world  resist  being 
tagged  as  an  individual  who  desires  to  be  a vice- 
president  of  health  affairs,  dean,  or  chairman. 

Comment 

The  suggestion  of  developing  a program  to  for- 
mally train  health-center  administrators  would  be 
considerably  more  acceptable  at  this  time  if  we 
had  better  definitions  of  these  roles,  if  we  had 
clearly  delineated  the  variables  and  factors  that 
resulted  in  the  effective  and  efficient  operation  of 
these  health  institutions,  and  if  we  had  a theory  of 
health-center  organization  and  management. 
McLachlin44  has  suggested  that  one  of  the  core 
problems  in  the  organization  and  the  delivery  of 
health  services  is  that  we  “are  suffering  from  a 
lack  of  a theory  of  administration  of  health  ser- 
vices.” White45  suggests  that 

administrative  theories  that  are  sound  will  apply 
to  any  kind  of  organization  equally  well.  While  the 
environmental  setting  and  aims  of  organizations  con- 
cerned with  health  services  may  differ  from  other 
kinds  of  organizational  structures,  the  essence  of 
good  theory  should  be  sound  for  all. 

Efforts  to  borrow  or  to  adapt  the  theories  and 
principles  of  business  and  public  administration 
to  the  health  field  have  been  attempted,46  but 
they  have  not  always  been  readily  accepted  and 
certainly  have  been  implemented  too  infrequently. 
Heneman47  is  more  critical  and  believes  that 

the  formal  education  of  a physician  tends  to  inhib- 
it the  development  of  his  natural  management  tal- 
ent. A physician  is  so  thoroughly  trained  to  make 
decisions  himself  that  when  he  becomes  an  execu- 
tive he  sometimes  finds  it  difficult  to  delegate  to  and 
work  with  others. 

Although  health-center  administrators  have 
often  been  exposed  to  such  concepts  as  planning, 
staffing,  controlling,  centralization,  decentraliza- 
tion, decision  making,  communication,  and  evalu- 
ation, they  are  more  comfortable  with  such  phras- 
es as  high-quality  care,  interdisciplinary  research, 
interdepartmental  studies,  comprehensive  patient 
care,  and  coordination  or  delivery  of  health  ser- 
vices, since  these  terms  are  more  akin  to  their  pre- 
vious professional  training.  Yerby48  aptly  ex- 
pressed this  point  of  view  when  he  stated  “We  ap- 
preciate the  need  to  know  the  level  of  efficiency 


and  the  overall  effectiveness  of  an  organized 
health  effort,  but  we  have  made  little  progress 
toward  the  development  of  suitable  methodolo- 
gy-” 

We  must  develop  some  overall  general  theory  of 
health-center  administration.  More  specifically, 
we  must  build  and  refine  the  present  theory  and 
technics  (1)  to  measure  the  advisability  of  pursu- 
ing certain  aims  and  objectives  based  on  definitive 
needs,  (2)  to  analyze  how  and  whether  the  organi- 
zation is  meeting  its  short-and  long-range  goals, 
(3)  to  more  clearly  define  such  concepts  as  high- 
quality  care  and  an  effective  delivery  of  health 
services,  and  (4)  to  apply  these  theories,  princi- 
ples, and  concepts  in  actual  functional  settings  to 
test  their  applicability  and  validity  to  the  health- 
center  field.  Unfortunately,  there  is  no  simple 
balance  sheet  or  profit-and-loss  statement  for  the 
appraisal  of  an  academic  enterprise  or  meeting  the 
objectives  of  broad  community-health  needs. 

What  is  probably  needed  most  now  is  to  deter- 
mine the  roles  and  functions  of  health-center  ad- 
ministrators, to  establish  some  guidelines  on  the 
basis  of  interviews  with  present  health-center  ad- 
ministrators and  the  directors  of  existing  higher- 
education  administration  programs  on  how  to  for- 
mally train  such  leaders,  and  to  develop  a general 
theory  and  some  companion  principles  and  con- 
cepts of  health-center  organization,  management, 
and  administration.  The  last  suggestion  has  the 
greatest  potential  to  actually  solve  some  of  the 
field’s  major  problems  and  provides  the  greatest 
challenge.  We  need  to  test,  for  example,  Phil- 
lip’s49 hypothesis  that 

colleges  and  universities  are  not  organized  hierar- 
chically ....  Rather,  the  trustees,  acting  through 
their  chief  agent,  the  president,  and  his  associates  in 
administration,  are  in  the  middle,  owning  the  corpo- 
rate property  and  acting  as  a center  of  orientation  for 
policies  and  developments  of  corporate  significance. 

There  will  be  some  who  will  recommend  calling 
another  national  conference  to  discuss  the  need  to 
train  health-center  administrators.41  This  might 
be  valuable  to  obtain  a clearer  recognition  of  the 
importance  of  the  role  of  the  administrator  and  to 
give  greater  attention  to  his  recruitment  and  for- 
malized training.  In  any  case  there  should  be  se- 
lective action  with  individual  institutions  meeting 
the  challenge  rather  than  a mass  approach  which 
is  likely  to  end  up  in  chaos  and  a poor  allocation 
of  already  very  limited  teaching  and  research  re- 
sources. 

Summary 

A serious  bottleneck  today  in  health-center  ad- 
ministration is  not  the  lack  of  new  knowledge  in 
the  physical,  biologic,  and  health  fields,  business 
management,  public  administration,  the  arts, 
and  the  sciences,  but  how  to  apply  these  theories, 
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principles,  and  concepts  to  organize,  manage,  and 
administer  these  universities,  colleges,  schools,  de- 
partments, and  hospitals  in  an  effective  and  effi- 
cient manner.  Those  who  are  health-center  ad- 
ministrators face  some  of  the  most  complex  orga- 
nizational and  management  responsibilities  that 
have  ever  been  encountered. 

The  major  purpose  of  this  study  is  to  review 
various  alternative  approaches  to  develop  and  to 
train  college  and  university  health-center  admin- 
istrators and  managers  to  include  deans  and 
chairmen  of  schools  of  medicine,  dentistry,  veteri- 
nary medicine,  nursing,  pharmacy  and  other  simi- 
lar positions.  Only  those  with  prior  doctoral  or 
terminal  degrees  are  considered,  and  the  suggest- 
ed program  emphasizes  the  management  and 
organizational  aspects  of  these  positions  in  con- 
trast to  the  traditional  professional,  educational, 
research,  or  scientific  roles. 

The  first  section  of  the  report  reviews  some  pre- 
vious medical  and  allied  health  studies,  and  it  is 
concluded  that  there  is  a need  for  improved  orga- 
nization, administration,  and  management  in  the 
operation  of  health  centers  throughout  the  nation. 
The  second  section  reviews  the  following  alterna- 
tive approaches  in  training  administrators  for 
higher  education,  a role  similar  to  that  of  a health 
center  administrator:  (1)  preceptorship,  (2)  in- 

ternship, (3)  postdoctoral  formalized  training,  (4) 
predoctoral  formalized  training  terminating  with  a 
doctoral  degree  in  higher-education  administra- 
tion, and  (5)  short-term  institutes.  Although  the 
formalized  internship  in  a host  institution  has 
shown  considerable  success,  there  is  increasing 
recognition  that  it  might  be  more  advisable  for 
the  potential  administrator  to  obtain  some  formal 
classroom  training  in  the  broad  aspects  of  higher 
education,  business,  and  public  administration, 
and  then  apply  this  knowledge  to  the  operating 
problems  in  a well-supervised  internship. 

The  third  section  suggests  various  alternative 
approaches  to  prepare  health-center  administra- 
tors formally  or  informally.  It  is  concluded  that 
the  preceptorship  approach  is  well  accepted  in  the 
health-center  administration  field  and  is  practiced 
in  some  way  in  almost  every  organization  and  in- 
stitution. The  internship  approach  in  a host  or- 
ganization under  an  established  mentor  has  the 
advantage  of  allowing  the  student  to  study  the  or- 
ganization, the  decision  making,  and  the  manage- 
rial process  of  an  institution  other  than  his  own. 
The  major  weakness  of  an  internship  is  that  one 
learns  by  doing  under  guidance  rather  than  being 
trained  on  the  basis  of  having  been  well  schooled 
in  the  general  theories  and  principles  of  organiza- 
tion and  management,  as  applied  to  health-center 
administration. 

It  was  assumed  for  purposes  of  discussion  that 
the  administrator’s  role  for  a college  and  universi- 
ty health  center,  school,  or  department  has  at 
least  the  following  major  elements:  organization, 


management,  and  administration;  participation  in 
local,  state,  and  national  health  affairs;  public 
relations;  higher  education  administration;  re- 
search; and  health-services  management.  A ten- 
tative listing  of  pertinent  courses  was  suggested 
and  it  was  found,  for  example,  that  at  the  Univer- 
sity of  Missouri  this  curriculum  would  encompass 
the  schools  of  business  and  public  administration, 
medicine,  journalism,  and  the  colleges  of  arts  and 
science,  and  education.  This  tentative  program 
might  consist  of  two  semesters  on  campus  and  a 
twelve-month  academic  internship  under  an  ap- 
proved mentor.  The  university  might  offer  a 
master’s  in  health  center  administration,  a profes- 
sional degree,  after  the  completion  of  this  pro- 
gram. Case-study  seminars  with  leading  health- 
center  administrators  were  considered  an  integral 
part  of  the  didactic  training. 

The  obvious  problems  of  timing  the  career  entry 
into  this  program  and  the  great  national  reluc- 
tance at  the  present  time  to  formally  train  vice- 
presidents  for  health  affairs,  deans,  or  chairmen 
were  discussed.  The  present  roles  of  health-cen- 
ter administrators  and  a general  theory  of  health- 
center  administration  were  suggested  as  major 
areas  needing  immediate  study.  With  the  ad- 
vancement of  scientific  knowledge  and  the  great 
social,  economic,  and  governmental  changes  that 
are  going  to  take  place  in  the  United  States  with- 
in the  next  two  decades,  these  programs  could  im- 
prove the  effectiveness  of  health-center  environ- 
ments and  the  delivery  of  health-care  services. 
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Letters  to  the  Editor 


Solution  to  smallpox 
vaccination  dilemma 

To  the  Editor:  It  is  a great  comfort  to  know  that  we 
live  in  an  age  of  freethinkers.  It  is  admirable,  indeed, 
that  the  committee  on  preventive  medicine  of  the 
Medical  Society  of  the  State  of  New  York  has  taken  a 
stand  advocating  continuation  of  routine  nonselective 
smallpox  vaccination,  a stand  counter  to  that  of  such 
weighty  organizations  as  the  American  Academy  of  Pe- 
diatrics (Redbook  committee),  the  surgeon  general  of 
the  United  States  Public  Health  Service,  and  the  Ter- 
ritorial health  officers.1  Furthermore,  Thomas  Bum- 
balo,  M.D.,2  writing  recently  in  this  Journal,  has 
stressed  the  need  to  reevaluate  smallpox  immunization 
practices  and  the  ramifications  of  curtailment  or  dis- 
continuation of  routine  vaccination  programs.  How- 
ever, Dr.  Bumbalo  does  not  go  far  enough  in  his 
suggestions,  and  further  expansion  of  this  topic  is 
needed.  Also,  neither  the  State  committee’s  nor  Red- 
book  committee’s  views  would  seem  to  be  correct. 

Logically,  a high-density  population,  as  is  contained 
in  a gateway  city  such  as  New  York,  is  at  a greater  risk 
from  imported  cases  of  smallpox  than  is  a suburban 
population  hidden  away  in  the  Adirondack  Mountains. 
Urban  exposure  is  so  condensed  that  a case  of  smallpox 
arriving  via  plane  or  ship  poses  a threat  superseding 
statistical  complacency.  The  pendulum  has  swung  too 
far  toward  statistical  analysis  and  too  far  from  clinical 
experience  and  reason.  Indeed,  contrary  to  published 
expectations  from  the  World  Health  Organization,  in 
1971  the  number  of  smallpox  cases  was  reported  to  be 
51,933,  up  from  33,304  in  1970.3  By  October  in  1972  the 
case  rate  rose  an  additional  34  per  cent.4  It  is  too  easy  to 
attribute  this  increase  to  better  case  reporting. 

If  the  majority  of  nonlethal  complications  from 
smallpox  vaccinations  is  due  to  faulty  technic  and 
improper  precautions,  imagine  for  a moment  the  re- 
sults of  mass  vaccinations  of  several  million  people  in 
the  City  of  New  York  during  a potential  outbreak. 
Will  the  eczema  cases  be  uncovered?  Will  skin  rashes 
be  ignored?  Will  all  residual  vaccine  be  blotted  from 
the  inoculation  site?  Will  the  dangers  of  finger  con- 
tamination be  explained?  Under  the  stress  conditions 
of  emergency  mass  vaccination,  it  would  seem  ludi- 
crous to  suppose  that  the  rate  of  accidental  contact, 
eczema  vaccinatum,  or  generalized  vaccinia  can  remain 
as  low  as  those  experienced  under  routine  vaccination 
conditions. 

During  the  outbreak  of  variola  major  in  South  Wales 
in  1962,  18  people  died  during  indiscriminate  mass  vac- 
cination. According  to  Dick,5  “Central  leadership  and 
help  from  the  media  are  required  to  prevent  demands 
for  mass  vaccination  which  hinder  epidemiologic  con- 
trol.” The  news  media  in  the  United  States,  disposed 
as  they  are  toward  reporting  sensationalism,  can  be 


counted  on  to  increase  public  anxiety  during  a poten- 
tial epidemic.  Every  newspaper  and  television  pro- 
gram would  be  disseminating  the  dangers  of  the  dis- 
ease. The  clamor  for  the  vaccine  would  far  exceed 
that  in  South  Wales  or  that  of  1947,  when,  as  Dr.  Bum- 
balo states,  an  imported  case  of  smallpox  into  New 
York  City  resulted  in  endless  lines  of  frightened  people 
seeking  immediate  protection.  Twelve  subsequent 
cases  developed  and  2 deaths.2  A more  realistic  per- 
spective must  be  restored  between  iatrogenic  risk  and 
disease  risk.  There  clearly  is  a need  to  prevent  panic 
with  its  resulting  complications,  to  provide  protection 
for  those  segments  of  the  population  most  at  risk,  and 
to  reduce  to  a minimum  morbidity  and  mortality  rates 
from  the  smallpox  vaccination  procedure.  This  can  be 
done  by  segregating  the  population  into  5 major  cate- 
gories: population  A,  the  low-risk  group,  people  in  a 

truly  suburban  area  with  low  population  density,  far 
removed  from  incoming  travelers;  population  B,  the 
moderate-risk  group,  clusters  of  100,000  to  500,000  peo- 
ple, removed  from  gateway  areas,  but  frequently  visit- 
ed by  foreign  travelers;  population  C,  the  high-risk 
group,  the  densely  populated  gateway  cities  exposed  to 
smallpox  from  travelers  received  by  ship  or  plane;  pop- 
ulation D,  the  high-exposure  group,  physicians,  nurses, 
health  workers,  and  military  personnel  stationed  a- 
broad;  and  population  E,  atopic,  immunologically  defi- 
cient or  dermatologic  patients. 

Population  A should  discontinue  routine  smallpox 
vaccination.  Use  of  the  vaccine  would  be  limited  only 
to  those  traveling  to  countries  known  to  have  cases  of 
smallpox.  Population  B should  discontinue  routine 
vaccination  provided  that  the  health  department  of  the 
local  community  guarantees  that  a sufficient  amount  of 
currently  dated  smallpox  vaccine  be  kept  available  for 
use  in  the  event  of  possible  exposure.  It  is  the  high- 
risk  group,  population  C,  that  should  continue  the  non- 
selective routine  primary  vaccination  of  all  healthy  in- 
fants between  the  ages  of  one  and  two  years  and  the 
mandatory  revaccination  of  healthy  people  each  five 
years.  Through  strict  health  department  enforcement, 
a high  degree  of  “herd”  immunity  can  be  achieved. 
Those  members  in  the  high-exposure  group,  popula- 
tion D,  should  continue  routine  vaccination  of  necessi- 
ty. Population  E represents  a group  of  people  unique 
in  their  possible  susceptibility  to  smallpox  vaccination 
complications.  Evidence  exists  that  postinfectious  and 
postvaccination  encephalomyelitis  may  be  due  to  an 
underlying  allergic  diathesis.  Contradictory  reports 
(Patterson  and  Beisaw,6  Bornstein  and  Appel,7  and 
Field8)  place  the  causes  in  the  areas  of  either  immedi- 
ate or  delayed  hypersensitivity.  There  is  no  report  of  a 
study  attempting  to  correlate  the  morbidity  or  mortali- 
ty rate  from  smallpox  vaccination  with  people  having 
either  of  these  two  allergic  problems.  Until  clarifica- 
tion is  forthcoming  as  to  whether  or  not  the  atopic  or 
immunologically  deficient  person  is  predisposed  to 
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postvaccination  complications,  such  persons  should  be 
excluded  from  routine  smallpox  inoculation.  This  pre- 
caution should  reduce  the  incidence  of  neurologic  com- 
plication to  smallpox  vaccination  from  1:100,000  as  re- 
ported by  Greenberg.9 

Kempe,10  long  a proponent  for  the  end  of  routine 
variola  immunization  in  the  United  States,  argues  that 
simultaneous  use  of  vaccinia-immune  gamma  globulin 
at  the  time  of  primary  adult  vaccination  will  signifi- 
cantly further  decrease  the  incidence  of  vaccinia  en- 
cephalitis. During  a threatened  importation,  would  a 
sufficient  amount  of  protective  globulin  be  available? 
If  so,  why  should  there  not  be  a sufficient  amount 
available  for  the  routine  use  by  population  C?  Such 
availability  might  abrogate  the  statistic  of  8 deaths 
from  postvaccinial  encephalitis  per  14,168,000  vaccina- 
tions in  1968.- 

The  debate  over  smallpox  vaccination  can  be  re- 
solved. The  answer  lies  neither  in  the  routine  use  nor 
incomplete  discontinuation  of  the  vaccine.  Rather,  the 
solution  rests  in  improved  education  of  physicians  and 
nurses  on  proper  technics  and  precautions,  exclusion  of 
the  most  complication-vulnerable  group,  population  E, 
and  the  nonselective,  routine  vaccination  of  high-risk 
and  high-exposure  populations,  C and  D,  with  the  ad- 
vantage of  the  simultaneous  use  of  vaccinia-immune 
globulin.  Hopefully,  a more  attenuated  vaccine  will 
become  available. 

IRWIN  RAPPAPORT.  M.D.,  F.A.A.P.,  F.A.A.A.,  F.A.C.A. 

Director,  Pediatric  Allergy 
The  New  York  Hospital-Cornell  Medical  Center 
Assistant  Clinical  Professor  of  Pediatrics 
Cornell  Medical  College 
525  East  68th  Street 
New  York,  New  York  10021 
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To  the  Editor:  The  basic  issue  raised  by  Dr.  Rappaport 
in  the  preceding  letter  is  that  of  routine  mass  vaccination 
vs.  selective  vaccination.  Dr.  Rappaport  favors  the 
latter,  which  places  him  in  the  camp  of  the  U.S.  Public 
Health  Service  and  the  American  Academy  of  Pediatrics; 
however,  he  is  more  inclusive  than  they  in  defining  the 
high-risk  group.  No  one  would  argue  that  his  group  D 


requires  continued  maintenance  of  adequate  immunity 
to  smallpox.  A careful  assessment  of  group  C leads  one 
to  question  whether  group  C should  not  be  further  sub- 
divided so  as  to  immunize  only  those  with  a greater 
chance  of  being  contacts  to  a smallpox  case,  such  as 
transportation  workers.  The  remainder  of  the  populace 
would  not  require  vaccination  but  would  not  be  pre- 
vented from  obtaining  it.  Such  a position  was  taken  by 
the  State  of  New  York  Department  of  Health  in  formu- 
lating the  State’s  vaccination  policy  recommendations. 
These  recommendations  state  in  part: 

Because  of  New  York  State’s  unique  status  as  a major 
point  of  international  travel  arrivals  and  departures,  it  is 
most  important  that  the  following  be  fully  protected  against 
smallpox:  (1)  health  personnel  who  are  in  direct  contact 

with  patients.  These  individuals  should  be  vaccinated  at 
the  time  of  initial  employment  and  at  three-year  intervals 
thereafter;  (2)  airline,  marine,  and  customs  personnel  who 
are  in  direct  contact  with  travelers.  These  individuals 
should  also  be  immunized  at  the  time  of  initial  employment 
and  at  three-year  intervals  thereafter;  (2)  travelers  to  and 
from  such  areas  as  Africa,  Southeast  Asia,  and  Latin  Amer- 
ica where  smallpox  has  not  yet  been  eradicated.  These  in- 
dividuals should  consult  a physician  to  insure  a proper  level 
of  immunity  before  departure. 

It  should  also  be  pointed  out  that  should  an  importa- 
tion occur,  mass  vaccination  of  millions  of  persons 
would  be  unnecessary.  Increasing  knowledge  of  the 
epidemiology  of  smallpox  and  of  the  character  of  expor- 
tations to  other  countries  has  shown  that  selective  vac- 
cination is  the  best  approach  even  in  the  face  of  im- 
ported disease. 

ROBERT  P.  WHALEN,  M.D. 

Second  Deputy  Commissioner 
State  of  New  York  Department  of  Health 
84  Holland  Avenue 
Albany,  New  York  12208 


Grass  and  ragweed  pollinosis  therapy 

To  the  Editor:  In  your  issue  of  August  15,  1972,  a 

study  appears  by  Gertrude  Sobel,  M.D.,  entitled 
“Grass  and  Ragweed  Pollinosis  Therapy;  Seventeen- 
Year-Study  (1955  to  1971),”  in  which  our  study  with 
small-dose  emulsion  treatment  was  cited  [Dworetzky 
M.,  and  Isaacs,  N.:  Small-dose  emulsion  treatment  of 
ragweed  pollinosis.  A double-blind  study  continued 
for  three  seasons,  J.  Allergy  35:  438  (1964)].  Dr.  Sobel 
states  that  in  our  therapy  group  “both  emulsion  and 
placebo  gave  two-thirds  satisfactory  results."  I am 
concerned  that  when  taken  out  of  context,  this  state- 
ment might  give  the  reader  the  impression  that  these 
results  indicated  that  specific  therapy  was  of  no  value. 
On  the  contrary,  the  data  justified  our  conclusion  that 
the  good  results  in  the  placebo-treated  group  were  due 
to  carry-over  from  prior  treatment  with  aqueous  ex- 
tract, since  only  about  one  third  of  patients  treated  for 
the  first  time  reported  good  results  on  placebo.  Unfor- 
tunately, the  drop-out  rate  of  patients  with  placebo 
was  such  that  by  the  third  year  the  group  was  too 
small  to  permit  valid  statistical  evaluation. 

It  is  important  that  readers  unfamiliar  with  the  de- 
tails of  our  report,  particularly  those  who  are  not  aller- 
gists, understand  that  our  conclusion  was  that  specific 
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therapy  was,  indeed,  effective,  but  that  the  carry-over 
effect  from  previous  treatment  prevented  valid  statisti- 
cal analysis  in  our  study.  In  fact,  one  of  our  conclu- 
sions was  that  studies  of  effectiveness  of  treatment 
must  be  carried  out  exclusively  with  new  and  previous- 
ly untreated  patients. 

MURRAY  DWORETZKY.  M.D. 

1 15  East  61st  Street 
New  York,  New  York  10021 

To  the  Editor:  The  exact  duration  of  the  effect  fol- 

lowing one  pollen  season’s  hyposensitization  treatment 
has  not  been  definitely  determined.  Many  workers  be- 
lieve that  even  without  continued  hyposensitization 
there  is  a beneficial  carry-over  to  the  following  season. 
However,  there  is  not  full  agreement  on  this  point. 
Some  feel  that  the  duration  is  much  shorter.  Never- 
theless, a control  group  of  patients  who  did  not  receive 
hyposensitization  treatment  in  a previous  year  is,  in- 
deed, not  identical  with  a control  group  which  had  re- 
ceived one  year’s  previous  treatment. 

GERTRUDE  SOBEL,  M.D. 

Medical  Building 
165  North  Village  Avenue 
Rockville  Centre,  New  York  11570 

Osteogenic  sarcoma  induced  by  radiation 

To  the  Editor:  I would  like  to  make  a few  comments 

regarding  an  article  that  appeared  in  the  Journal.  I 
have  in  mind  the  paper  “Osteogenic  Sarcoma  of  Head 
and  Neck  Induced  by  Radiation  Therapy’’  by  Myron 
Arlen,  M.D.,  and  his  colleagues  [New  York  State  J. 
Med.  72:  929  (Apr.  15)  1972], 

The  opening  sentence  of  the  article  deserves  com- 
ment. It  would  be  no  more  or  less  accurate  if  it  were 
to  read,  “The  use  of  radical  surgery  in  the  patient  with 
head  and  neck  cancer  appears  to  engender  the  develop- 
ment of  a long  list  of  complications.”  The  point  is 
that  radical  methods  of  cancer  therapy,  radiotherapeu- 
tic,  surgical,  or  chemotherapeutic,  can  lead  to  compli- 
cations. What  is  important  is  to  give  some  insight  into 
the  frequency  with  which  a given  complication  is  en- 


countered. Insofar  as  the  induction  of  neoplasia  by  ra- 
diation therapy  of  head  and  neck  lesions  is  concerned, 
a rough  estimate  can  be  made  on  the  basis  of  the  fol- 
lowing calculation:  During  the  years  under  study  by 

Arlen  et  al.  more  than  7,500  patients  with  head  and 
neck  cancers  were  treated  at  Memorial  Hospital- 
Sloan-Kettering  Cancer  Center.  Even  assuming  that 
all  the  cases  reported  were  irradiated  at  Memorial  Hos- 
pital, which  is  not  the  case,  the  incidence  of  bone  sar- 
coma possibly  related  to  radiation  therapy  is  at  most 
0.1  per  cent.  Clearly,  this  is  a vanishingly  small  rate 
and  might  be  compared  to  the  frequency  with  which 
other  sequelae  of  radical  therapy  are  encountered,  the 
operative  mortality,  for  example. 

The  concept  that  the  younger  the  patient,  the  more 
tolerant  he  is  to  radiation  damage  is  endorsed  by  the 
authors,  because  little  evidence  of  bone  necrosis  was 
seen  in  certain  of  their  patients.  Interesting  though 
this  observation  might  be,  it  should  be  emphasized 
that  all  structures  in  children  are  distinctly  more  sensi- 
tive to  radiation  damage  than  those  of  adults.  It  is 
well  known  that  modest  doses  of  radiation  can  lead  to 
significant  impairment  in  normal  bone  growth  and  de- 
velopment. More  importantly  perhaps,  there  is  good 
reason  to  believe  that  children  are  more  liable  to  the 
specific  problem  discussed  by  the  authors,  radiation 
oncogenesis. 

Finally,  it  is  important  to  recognize  that  the  use  of 
megavoltage  and  colbalt-60  teletherapv  units  combined 
with  modern  radiation  therapy  technics  has  led  to  a 
significant  increase  in  survival  rates  in  many  types  of 
cancer.  At  the  same  time  there  has  been  a decrease  in 
the  already  relatively  low  rate  of  disabling  or  lethal 
complications  that  followed  treatment  given  in  earlier 
decades  of  this  century.  Thus,  it  is  interesting  to  note 
that  6 of  the  7 patients  in  the  study  of  Arlen  et  al.  were 
treated  twenty-five  or  more  years  ago. 

GIULIO  -J.  D'ANGIO.  M.D. 

Chairman,  Department  of  Radiation  Therapy 
MYRON  ARLEN,  M.D. 

Assistant  Attending,  Bone  Service 
Department  of  Surgery 
Memorial  Sloan-Kettering  Cancer  Center 
New  York.  New  York  10021 
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Obituaries 


Maurice  B.  Berger,  M.D.,  of  Valley  Stream,  died  on 
December  26,  1972,  at  the  age  of  sixty-five.  Dr.  Berger 
graduated  in  1933  from  New  York  Homeopathic  Med- 
ical College  and  Flower  Hospital.  He  was  a general 
practitioner  on  the  medical  staff  of  South  Nassau  Com- 
munities Hospital  (Oceanside).  Dr.  Berger  was  a mem- 
ber of  the  American  Academy  of  General  Practice,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Robert  L.  Craig,  M.D.,  of  Warwick,  died  on  December 
19,  1972,  at  the  age  of  seventy-two.  Dr.  Craig  gradu- 
ated in  1926  from  Cornell  University  Medical  College. 
He  was  a consulting  obstetrician  and  gynecologist  at  St. 
Anthony  Community  Hospital.  Dr.  Craig  was  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the  New 
York  Obstetrical  Society,  the  Orange  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Archibald  Martin  Gaulocher,  M.D.,  of  New  York 
City,  died  on  October  4,  1972,  at  the  age  of  seventy.  Dr. 
Gaulocher  graduated  in  1929  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a consult- 
ing psychiatrist  at  the  New  York  Infirmary  and  an  as- 
sociate attending  psychiatrist  at  Harlem  Hospital  Cen- 
ter. Dr.  Gaulocher  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology,  the  American  Psy- 
chiatric Association,  the  Industrial  Medical  Association, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Saul  Golby,  M.D.,  of  Friendship,  died  on  November  1, 
1972,  at  the  age  of  fifty-six.  Dr.  Golby  graduated  in  1940 
from  New  York  Medical  College.  He  was  a member  of 
the  Ontario  County  Medical  Society,  the  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jack  Hammond,  M.D.,  of  Rome,  died  on  January  2 
at  the  age  of  fifty-six.  Dr.  Hammond  graduated  in  1939 
from  Dalhousie  University  Faculty  of  Medicine.  He 
was  director  of  the  Rome  State  School  and  former  head  of 
Willowbrook  State  School.  Dr.  Hammond  was  a mem- 
ber of  the  American  Geriatrics  Society,  the  American 
Psychiatric  Association,  the  Oneida  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Hanfling,  M.D.,  of  Miami  Beach,  Florida,  for- 
merly of  Rockville  Centre,  died  on  December  16,  1972,  at 
the  age  of  seventy-two.  Dr.  Hanfling  graduated  in  1925 
from  Cornell  University  Medical  College.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 


the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Horatio  Huyck,  M.D.,  of  Herkimer,  died  on 
December  24,  1972,  at  the  age  of  fifty-eight.  Dr.  Huyck 
graduated  in  1940  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  head  of  internal 
medicine  at  Herkimer  Memorial  Hospital.  Dr.  Huyck 
was  a member  of  the  Herkimer  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Benjamin  Kopp,  M.D.,  of  Woodstock,  died  on  Decem- 
ber 31,  1972,  at  the  age  of  seventy-two.  Dr.  Kopp  grad- 
uated in  1925  from  the  University  of  Arkansas  School 
of  Medicine.  He  was  a member  of  the  American  Geri- 
atrics Society,  the  New  York  Academy  of  Gastro- 
entrology,  and  the  New  York  Cardiological  Society. 

Saverio  Benedict  Mastrianni,  M.D.,  of  Albany,  died 
on  January  10  at  the  age  of  sixty-one.  Dr.  Mastrianni 
graduated  in  1946  from  Albany  Medical  College.  He  was 
a clinical  assistant  gynecologist  at  Albany  Medical  Cen- 
ter Hospital  and  an  attending  gynecologist  at  St.  Peter’s 
Hospital.  Dr.  Mastrianni  was  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Giuseppe  C.  Matera,  M.D.,  of  Brooklyn,  died  on  De- 
cember 5,  1972,  at  the  age  of  eighty.  Dr.  Matera  re- 
ceived his  medical  degree  from  the  University  of  Padua 
in  1917.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Henry  M.  Moretsky,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  New  York  City,  died  on  December  21,  1972, 
at  the  age  of  eighty-seven.  Dr.  Moretsky  graduated  in 
1906  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Barclay  Parsons,  M.D.,  of  Noroton,  Connecti- 
cut, formerly  of  New  York  City,  died  on  January  2 at  the 
age  of  eighty-four.  Dr.  Parsons  graduated  in  1914  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. Retired,  he  was  a consulting  surgeon  at  The 
Presbyterian  Hospital  and  a former  professor  of  clinical 
surgery  at  Columbia  University  College  of  Physicians 
and  Surgeons.  Dr.  Parsons  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American 
Surgical  Association,  the  New  York  Academy  of  Med- 
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icine,  the  New  York  Surgical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  Roth,  M.D.,  of  Flushing,  died  in  December, 
1972,  at  the  age  of  seventy-one.  Dr.  Roth  received  his 
medical  degree  from  the  University  of  Berlin  in  1926. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Cokken  K.  Sathiapalan,  M.D.,  of  Chenango  Bridge, 
died  on  December  30,  1972,  at  the  age  of  thirty-five.  Dr. 
Sathiapalan  received  his  medical  degree  from  the  Uni- 
versity of  Madrid  in  1962.  He  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
Broome  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Harry  Schwartz,  M.D.,  of  New  York  City,  died  on 
December  20,  1972,  at  the  age  of  seventy-eight.  Dr. 
Schwartz  graduated  in  1930  from  Hahnemann  Medical 
College  of  Philadelphia.  He  was  an  associate  attending 
surgeon  in  otorhinolaryngology  at  Lincoln  Hospital.  Dr. 
Schwartz  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joel  Schweig,  M.D.,  of  New  York  City,  died  on  January 
8 at  the  age  of  seventy-nine.  Dr.  Schweig  received  his 
medical  degree  from  the  University  of  Vienna  in  1919. 
He  was  an  attending  dermatologist  at  Hillside  Hospital 
and  an  assistant  dermatologist  (off  service)  at  The 
Mount  Sinai  Hospital.  Dr.  Schweig  was  a Diplomate 
of  the  American  Board  of  Dermatology,  Inc.,  and  a mem- 
ber of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

David  P.  Seecof,  M.D.,  of  The  Bronx,  died  on  Decem- 
ber 24,  1972.  Dr.  Seecof  graduated  in  1918  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
a Diplomate  of  the  American  Board  of  Pathology  and 
a member  of  the  American  Association  of  Pathologists 
and  Bacteriologists,  the  American  Society  for  Experi- 


mental Pathology,  the  American  Association  for  Cancer 
Research,  the  Endocrine  Society,  the  Society  for  Experi- 
mental Biology  and  Medicine,  the  New  York  Academy 
of  Medicine,  the  New  York  Pathological  Society,  and  the 
New  York  State  Society  of  Pathologists. 

James  Edward  Segerson,  M.D.,  of  Rochester,  died  on 
October  28,  1972,  at  the  age  of  fifty-four.  Dr.  Segerson 
graduated  in  1943  from  the  University  of  Rochester 
School  of  Medicine.  He  was  an  attending  urologist  and 
chief  of  urology  at  St.  Mary’s  Hospital,  an  assistant  at- 
tending urologist  at  Strong  Memorial  Hospital,  an  at- 
tending urologist  at  Genesee  Hospital  and  Highland 
Hospital  of  Rochester,  and  a consulting  urologist  at 
Rochester  General  Hospital.  Dr.  Segerson  was  a Diplo- 
mate of  the  American  Board  of  Urology  and  a member 
of  the  American  Urological  Association,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Nathaniel  Mortimer  Sperling,  M.D.,  of  Greenport, 
died  on  December  14,  1972,  at  the  age  of  sixty-seven. 
Dr.  Sperling  graduated  in  1930  from  the  University  of 
Maryland  School  of  Medicine  and  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  medical  staff  at 
Eastern  Long  Island  Hospital  Association.  Dr.  Sperling 
was  a member  of  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Judge  Armstead  Thompson,  M.D.,  of  Jamaica,  died 
on  December  27,  1972,  at  the  age  of  seventy-four.  Dr. 
Thompson  graduated  in  1926  from  Howard  University 
College  of  Medicine.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Virginia  Lemont  Thorndike,  M.D.,  of  The  Bronx,  died 
on  November  8,  1972,  at  the  age  of  fifty-seven.  Dr. 
Thorndike  graduated  in  1956  from  New  York  University 
School  of  Medicine.  She  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


WEDNESDAY 
FEBRUARY  14,  1973 
Dinner 

ROYAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 


Seventh  Avenue 
and  52nd  Street 
New  York  City 


Annual  Dinner  Dance 

in  honor  of 

EDWARD  SIEGEL,  M.D. 

President 


Cocktail  Hour — 7:00  p.m. 
VERSAILLES  BALLROOM 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $25  per  person 


RESERVATION  BLANK 


make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  14,  1973 

Enclosed  please  find  my  check  for . 

NAME 

ADDRESS 

Please  attach  guest  list. 
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Sixth  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  10,  1973  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Foyer,  Third  Floor  (No  Registration  Fee) 


PROGRAM 


Dam.  Presiding:  Ralph  S Emerson,  M.D.,  Chairman,  Committee  on  Medical  Aspects  of  Sports 

Introduction  and  Welcome:  Edward  Siegel,  M.D.  President,  Medical  Society  of  the  State  of  New  York ; Ewald  B. 

Nyquist,  Commissioner  of  Education  of  the  State  of  New  York 


> a m JOINT  SESSION — Georgian  Ballroom  A,  Third  Floor 

TEAM  CONCEPT  OF  SCREENING  OF  ATH LETES— DOCTOR,  NURSE.  COACH  AND  PARENT  (Panel  Discussion) 


Presiding:  Daniel  Hanley.  M D . Chairman,  Medical  and  Training  Services,  U S.  Olympic  Committee,  Bowdoin  College, 

Brunswick,  Maine 


1.  Fred  Allman,  M.D.,  Georgia  Tech  Team  Physician;  Former  President,  American  Academy  of  Sports  Medicine. 

2 Thomas  A.  Shaffer,  M.D  . Ohio  State  Medical  College  Professor  of  Pediatrics , former  Chairman,  AM  A Medical 
Aspects  of  Sports  Committee 

3 James  M.  Robey,  M.D.,  University  of  North  Carolina,  Director,  Athletic  Injury  Study 

4 Joseph  Paterno,  Head  Football  Coach,  Penn  State  University 

5 Clifford  B Fagan,  PhD.,  Executive  Secretary,  National  Federation  of  State  High  School  Athletic  Association 
6.  Clayton  Thomas,  M.D.,  Vice  President,  Medical  Affairs,  Tampax  Inc. 

7 Tenley  Albright,  M.D.,  Women's  Olympic  Figure  Skating  Champion  1956. 
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1  1 30-12:30  CLINICAL  DEMONSTRATIONS  JOINT  SESSION 
La  Loire  Suites  2,  3.  4 & 5,  3rd  floor 

Presiding  Joseph  N.  Abraham,  Ph  D , Director  of  Physical  Education,  Hobart  College,  Geneva,  New  York;  U S.  Olym, 
Trainer,  Women's  Olympic  Team 

1 Richard  Malacrea,  Trainer,  Princeton  University. 

2.  Fritz  Massaman,  Trainer,  New  York  Nets  (Basketball) 

3 Robert  Fletcher,  Trainer,  Herbert  Lehman  College 

4 John  Johnson,  Trainer,  New  York  Giants  and  Manhattan  College 


12:30  p.m.  LUNCHEON  — Royal  Ballroom  A and  B Toastmaster, 
Ralph  S Emerson,  M.D.,  Chairman,  Committee  on  Medical 
Aspects  of  Sports;  Guest  Speaker,  Joseph  Paterno,  Head 
Coach,  Penn  State  University 

V 


2:00  p m WOMEN'S  SPORT  PROGRAM— Goergian  Ballroom  B,  Third  floor 


Presiding  Sandra  Scott,  Ph  D . Safety  Research  Chairman,  State  Committee  for  Girls  Athletic  Activities,  NYS  PHS. 
SUNY,  Brockport,  New  York 


1.  STRESS  IN  SPORTS 

Dorothy  V Harris,  Ph  D , Penn  State  University 

2 CONDITIONING  AND  TRAINING  (Panel  Discussion) 

Presiding  Joseph  Abraham,  Ph  D.,  U S.  Olympic  Trainer,  Women's  Olympic  Team,  Hobart  College,  Genu 
New  York 

Daniel  Hanley,  M D , Chairman,  Medical  Training  Services,  U S.  Olympic  Committee.  Bowdoin  College,  Brunsv.  < 
Maine 

Mrs.  Muriel  Grossfeld,  U S.  Women's  Gymnastic  Olympic  Teams  1956,  1960,  1 964;  Head  Coach  1968-1972 
Clayton  Thomas,  M D , Vice  President.  Medical  Affairs,  Tampax,  Inc.,  Palmer,  Mass. 

3 HEAT  EXHAUSTION  IN  ATHLETICS 

William  Coleman,  M.D.,  University  of  Rochester  Medical  School,  Rochester,  New  York 
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10  p.m.  MEN'S  SPORT  PROGRAM — Georgian  Ballroom  A,  Third  Floor 

Presiding:  Ralph  S.  Emerson,  M.D.,  Chairman,  Committee  on  Medical  Aspects  of  Sports 

1.  WEIGHT  CONTROL  AND  NUTRITION  IN  ATHLETICS 

Donald  Cooper,  M D , Team  Physician,  Oklahoma  State  University;  Chairman,  NCAA — Council  on  Competitive 
Safeguards  and  Medical  Aspect  of  Sports 

2 POTASSIUM  METABOLISM  AND  HEART  FUNCTION  DURING  EXERCISE 

Kenneth  Rose,  M.D  , Director  Division  of  Medical  Lab  and  Research,  University  of  Nebraska  Health  Center 

3.  VENEREAL  DISEASES 

Leonard  Heimoff,  M D , Clinical  Associate  Professor,  Cornell  University  Medical  College;  Chairman,  Venereal 
Disease  Subcommittee,  New  York  Academy  of  Medicine;  Chairman,  MSSNY  Committee  on  Drug  Abuse 

4.  ICE  HOCKEY  INJURIES 

David  Mulder,  M.D  , Orthopedic  Surgeon,  Montreal  Genera!  Hospital ; Consultant,  Montreal  Canadians 


Z TINUING  MEDICAL  EDUCATION  — 8 Elective  credits  — American  Academy  of  Family  Physicians, 
caedings  of  previous  symposia  available  to  all  who  attend. 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd.,  Lake  Success,  N.Y.  11 040 

I will  □ will  not  □ attend  the  luncheon 
Please  reserve tickets  for  the  luncheon  at  $6.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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MOUNT  SINAI  SCHOOL  OF  MEDICINE  OF 
THE  CITY  UNIVERSITY  OF  NEW  YORK 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
Post-Graduate  Course  in  Cardiology 

“PRESENT  STATUS  OF  COMPUTER  ECG  AND  VCG  ANALYSIS” 

Under  the  Direction  of 

Leon  Pordy,  M.D.,  Harry  L.  Jaffe,  M.D.,  Kenneth  Chesky,  M.D.,  Simon  Dack,  M.D.,  F.A.C.S.,  Arnold  M.  Katz, 
M.D.,  and  Guest  Lecturers. 

Friday;  April  27,  1973 

9:00  a.m.  to  5:00  p.m. 

at 

The  Mount  Sinai  Medical  Center 

Fifth  Avenue  & 100th  Street,  New  York,  New  York  10029 

Automation  of  the  hospital  heart  station  by  computer 
will  also  be  included.  Practical  considerations  concern- 
ing comparative  and  pediatric  programs  will  be  discussed. 
The  lecture  material  will  be  followed  by  a work-shop  with 
direct  participation  by  those  attending  the  course.  This 
will  be  based  upon  a description  booklet,  which  will  be 
provided,  containing  12  unknown  tracings,  each  fol- 
lowed by  computer  printouts  and  clinical  data.  The 
program  is  acceptable  for  7 prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 

FEE:  $35.00 


For  Catalogue  and  Applications  Write:  Registrar,  The  Page  and  William  Black  Post-Graduate  School  of  Med- 
icine, Mount  Sinai  School  of  Medicine,  Fifth  Avenue  & 100th  Street,  New  York,  New  York  10029.  Telephone  (212) 
876-1000,  Extension  8384. 


The  Division  of  Cardiology  of  the  Department  of  Medi- 
cine offers  this  course  to  cardiologists,  general  practi- 
tioners and  all  interested  specialists. 

This  course  introduces  the  principles  involved  in  com- 
puter analysis  of  the  electrocardiogram  and  vectorcardio- 
gram in  clinical  cardiology.  The  methods  and  equipment 
utilized  will  be  demonstrated.  This  will  be  followed  by  a 
detailed  presentation  of  the  results  obtained  in  the  re- 
cording and  interpretation  of  1)  arrhythmias,  2)  normal 
records,  and  3)  the  various  abnormal  cardiac  conditions, 
such  as  LVH,  RVH,  BBB,  myocardial  infarction,  etc. 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040. 


I 

Old  Address 


Name 


Please  Print 


New  Address 

( Send  Journal  Number  Street 

here) 


City  State  Zip  Code 


Effective  Date 


Index  to  Advertised  Products 


Antacids 

Mylanta  (Stuart  Pharmaceuticals.  Div 

I.C.I.  America  Inc.) 375 

Antibiotics 

Bicillin  (Wyeth  Laboratories) 373 

llosone  (Eli  Lilly  & Company) 396 

Neosporin  (Burroughs  Wellcome  & Company) 401 

Wycillin  (Wyeth  Laboratories) 372 


Automobile  leasing 

Waldorf  Auto  Leasing  Inc 495 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover,  371 

Decongestant  antihistaminics 

Triamimc  Expectorant  (Dorsey  Laboratories) 377 

Nasal  decongestants 

Ornade  (Smith  Kline  & French  Laboratories) 395 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 382.  383.  384 

Nursing  Services 

Nursing  care  (Medical  Personnel  Pool) 498 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  ...  ,3rd  cover.  4th  cover 


Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 379 

Surface  analgesics 

Ger-O-Foam  (Geriatric  Pharmaceutical  Corp.) 402 

Tranquilizers 

Valium  (Roche  Laboratories) 386.  387 


We're  specialists  in 

fitITO  LEASING 

When  you’re  a specialist  in  your  field, 
people  depend  on  you. 

And  when  it  comes  to  leasing  a car, 
doctors  have  been  depending  on  us  for 
years.  Why?  Maybe  it’s  because  we  have 
the  right  car . . . any  car,  any  make,  model, 
any  equipment.  And  we  have  the  right 
prices  too.  Compare  us  and  you’ll  see 
for  yourself.  What’s  more,  when  you 
need  service,  we  don’t  waste  time 
discussing  it ...  we  do  it.  Just  ask  any 
of  the  hundreds  of  doctors  who 
lease  from  us. 

We  know  you’re  busy,  so  why 
not  give  us  a call.  We  can 
handle  most  of  the  details  < 
on  the  phone.  And  when 
you  come  to  pick  up  your 
car,  you’ll  find  that  we’re  a 
lot  easier  to  get  to  than  some 
of  those  midtown  places. 

Depend  on  us. 

Our  specialty?  You. 

TaTaldorfC 

¥ WAUTO  LEASING,  INC 

1712  East  9th  Street,  Brooklyn 
(212)  336-6767 


Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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PHYSICIANS  WANTED  — CONT'D 


MEDICAL 

RESEARCH 

Unusual  opportunity  for  research  oriented 
M.D.,  with  some  post-graduate  training,  to 
build  longterm  career  in  unique  medical 
research  program  jointly  sponsored  by  two 
of  world's  foremost  international  phar- 
maceutical organizations.  Serious  interest 
in  clinical  research  essential.  Experience 
or  interest  in  internal  medicine  or  its  sub- 
specialties most  helpful.  Some  clinical 
pharmacology  and/or  industry  experience 
an  asset  but  not  essential.  Base-Middle 
Atlantic.  Applicant  will  have  chance  for 
European  travel,  although  travel  require- 
ments are  flexible.  Salary  low  $30,000's, 
plus  generous  fringe.  Write  or  call  collect: 


PACKARD  ASSOCIATES 

3 Water  Lane,  Manhasset,  N.Y.  1 1030 
516-627-0656 


PHYSICIANS  WANTED 


PHYSICIAN  FOR  FULL-TIME  CAREER  POSITION  IN  REMINGTON 
Arms  Company  plant  in  Ilion,  New  York.  Excellent  opportunity.  General 
practice  background  acceptable.  Salary  open.  Equal  Opportunity  Employ- 
er. Write  or  call  collect:  E.  Marks,  M.D..  Medical  Director,  Remington 

Arms  Company,  939  Barnum  Ave..  Bridgeport.  Connecticut  06602.  Tel: 
(203)333-1112. 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY.  INI 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum  vitae  in  reply. 
Dept.  282,  c/o  NYSJM. 


ANESTHESIOLOGIST.  BOARD  ELIGIBLE  OR  CERTIFIED.  TO  BECOME 
third  in  a group  of  3 physicians  and  3 CRNA's.  N.Y.  State  licensure  essential. 
Salary  first  year,  then  partnership.  Malpractice  insurance  paid.  All  general 
surgery  except  open  heart.  No  routine  OBS.  Income  expectations  $40,000- 
$50,000  per  annum;  one  month  vacation.  Apply:  B.  F.  Brophey,  M.D.,  St. 
Luke's  Hospital,  70  Dubois  St.,  Newburgh,  N.Y.  12550. 


ASSOCIATE  DIRECTOR 
CONTINUING  PROFESSIONAL  EDUCATION 
Lakes  Area  Regional  Medical  Program,  Inc. 

Physician  required  lo  develop,  direct  and  assess  education  and  manpower 
training  of  physicians  and  allied  health  personnel  in  Western  New  York  area. 
Experience  in  cducation/administration  in  health  agency  desirable.  Salary 
open.  Excellent  fringe  benefits. 

For  additional  information  and/or  to  arrange  appointment  for  interview,  call 
(collect)  or  write: 

John  R.  F.  Ingall,  M.D.,  Executive  Director,  Lakes  Area  Regional  Medical 
Program,  Inc.,  2929  Main  St.,  Buffalo,  New  York  14214.  Tel:  (716)  835-0728. 


PSYCHIATRISTS:  IMMEDIATE  POSITIONS  OPEN  IN  TREATMENT 

program  which  utilizes  latest  techniques  in  community  care  and  inter- 
disciplinary team  approach.  All  government  employment  benefits,  including 
non-contributory  early  retirement  plan.  Waterfront  location  50  miles  from 
New  York  City  on  North  Shore  of  Long  Island.  Salary:  Board  certified 

$31,683;  Board  eligible  $30,197.  Send  curriculum  vitae  to:  Shepherd 

Nathan,  M.D.,  Director,  Kings  Park  State  Hospital,  Kings  Park,  N.Y.  11754. 

PHYSICIAN:  OPPORTUNITY  FOR  FULL  TIME  NEW  YORK  STATE  Li- 
censed and  registered  physician  to  join  staff  of  midtown  Manhattan  office  of 
well  established  national  organization.  Challenging  career  position  available 
for  Occupational  Health  physician,  or  internist  in  a broad  preventive  medicine 
and  health  examination  program.  Please  send  resume  to  Dept.  284.  c o 
NYSJM. 


WANTED:  FAMILY  PHYSICIAN  TO  JOIN  GENERAL  PRACTITIONER 
Diplomate  of  American  Board  of  Family  Practice.  Busy  general  practice. 
Medically  challenging;  no  obstetrics.  Well  equipped  office;  X-ray,  E.K.G.. 
Laboratory.  200  bed  hospital  in  town.  Excellent  working  conditions;  superior 
income;  corporation  benefits.  Long  Island,  Nassau  County,  45  mins,  from 
Manhattan.  Rudolph  Joseph,  M.D.,  100  S.  Ocean  Ave.,  Freeport,  L.I.,  N.Y 
11520.  (516)378-4949. 


PSYCHIATRISTS;  MENTAL  HOSPITAL  DIRECTORS;  SUPERINTEN- 
dents.  Here  is  an  excellent  opportunity  for  you  to  use  your  clinical  and  ad- 
ministrative abilities  as  a hospital  superintendent  in  an  active  mental  health 
program.  Michigan  has  been  making  significant  progress  in  revitalizing  its 
services  for  the  mentally  ill.  To  keep  this  going,  we  need  more  psychiatrists 
strong  in  administrative  skills  who  are  capable  of  using  all  recourses  available 
to  treat  patients  in  hospital,  or  return  them  to  the  community  as  soon  as  pos- 
sible. We  don’t  promise  a forty-hour  week  for  these  jobs,  but  we  do  feel  the 
salary  which  goes  up  to  $38,753  and  the  excellent  fringe  benefits  provided 
through  Michigan’s  Civil  Service  make  them  attractive.  The  jobs  call  for  a 
Michigan  license  (or  eligibility)  and  five  years  of  administrative  experience  in 
the  field  of  medicine.  An  Equal  Opportunity  Employer.  Send  your  vita  to: 

I Ivan  E.  Estes,  Personnel  Director,  Michigan  Department  of  Mental  Health. 
Room  600,  Lewis  Cass  Building,  Lansing,  Michigan  48926. 

G.P.,  OB/GYN,  OTHER  SPECIALTIES  NEEDED  IN  THRIVING  FINGER- 
lakes  community.  New,  100- bed  hospital  with  levels  of  care  from  ICU  to  ECl’. 
Exceptional  educational  opportunities.  Excellent  recreational  facilities;  golf, 
fishing,  etc.  Near  large  medical  and  cultural  centers.  Bruno  Riemer.  M.D.. 
Taylor-Brown  Memorial  Hospital,  Waterloo,  N.Y.  13165. 


PHYSICIANS — FULL  AND  PART  TIME  INTERNIST,  NEUROLOGIST, 
psychiatrist.  The  expansion  of  our  comprehensive  alcoholism  treatment  pro- 
gram has  created  the  need  for  three  additional  specialty  physicians.  Part  time 
positions  at  20  hours  week  and  full  time  positions  available.  The  program  con- 
sists of  a 20- bed  inpatient  unit,  a large  multi-disciplined  outpatient  clinic  and 
a 50  bed  halfway  facility.  It  is  based  at  Mount  Sinai  Hospital  Services.  City 
Hospital  Center  at  Elmhurst,  a 1,000  bed  general  hospital  which  is  a major 
teaching  division  of  the  Mount  Sinai  School  of  Medicine.  Faculty  appoint- 
ment at  the  Mount  Sinai  School  of  Medicine  will  be  granted  consistent  with 
the  individual  applicant’s  qualifications.  Applicants  should  possess  N.Y. 
State  licensure  and  should  be  either  Board  certified  or  Board  eligible  in  one  of 
three  specialties.  Previous  experience  in  the  care  & treatment  of  alcoholism 
is  highly  desirable,  although  not  mandatory.  These  positions  offer  excellent 
salaries,  based  on  qualifications  and  an  extensive  fringe  benefit  package.  An 
Equal  Opportunity  Employer.  Please  forward  curriculum  vitae  in  strictest 
confidence  to:  Enoch  Gordis,  M.D.,  Medical  Director,  Alcoholism  Treatment 
Program,  Department  of  Medicine,  Mount  Sinai  Hospital  Services,  City  Hos- 
pital Center  at  Elmhurst,  Room  Dl-5,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 

ANESTHESIOLOGIST,  BROOKLYN  OR  NASSAU:  DAYS  ONLY  (2  P.M.J. 
No  call,  no  weekends;  no  holidays;  salary  open.  Call  between  9:30  and  5: 
(516)483-9700,  ext.  217. 

PSYCHIATRIST  NEEDED:  POSITION  IMMEDIATELY  AVAILABLE  IN  A 
large,  dynamic,  community  mental  health  center,  New  York  City  area.  Multi- 
program approach  with  opportunities  for  training  and  expansion  into  new  pro- 
grams. Resumes  to  Richard  Pearlman,  M.D.,  681  Castleton  Avenue.  Staten 
Island,  N.Y.  10301.  Tel.  (212)  390-1311. 


PSYCHIATRIST:  BOARD  TRAINED,  QUALIFIED  OR  CERTIFIED  STAFF 
psychiatrist  for  active,  30-bed  psychiatric  inpatient  unit  located  on  Staten 
Island,  New  York.  Full-time  position  and  residence  on  Staten  Island  pre- 
ferred. Must  have  fluent  knowledge  of  English.  Facility  is  part  of  multi-pro- 
gram  North  Richmond  Community  Mental  Health  Center.  Salary  competi 
tive  with  ample  opportunities  for  private  practice.  New  York  State  licensure 
or  eligibility  mandatory.  Send  resume  with  letter  to:  L.  Miller.  M.D..  Di- 
rector, Psychiatric  Inpatient  Service,  North  Richmond  Community  Mental 
Health  Center,  St.  Vincent’s  Medical  Center  of  Richmond,  25  Fanning  St.. 
Staten  Island,  N.Y.  10314. 
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PHYSICIANS  WANTED— CONT  D 


QUALIFIED  DIRECTOR  OF  PROFESSIONAL  SERVICES  FOR  204-BED, 
general  community  hospital  in  New  England  area  with  accessibility  to  teach- 
ing centers  and  potential  faculty  appointment.  Responsibility  for  all  medical 
staff  conduct  and  activities.  Salary  range  and  fringe  benefits  attractive  to 
right  person.  Dept.  287,  c/o  NYSJM. 


GYNECOLOGIST,  LICENSED  NEW  YORK  STATE,  NEEDED  JULY  1,  1973 
to  serve  2-year  fellowship  in  Family  Planning  as  Chief  Clinician  in  Planned 
Parenthood  Center  Upstate  New  York.  Annual  salary  $30,000.  Training  pro- 
vided in  all  aspects  medical  and  surgical  fertility  control:  contraception,  out 
patient  laparoscopic  sterilization,  vasectomy,  and  abortion.  Dept.  288,  c/o 
NYSJM. 


PHYSICIAN,  EMERGENCY  ROOM:  FULL-TIME  M.D.,  N.Y.S.  LICENSE, 
in  busy  Queens  E.R.  Significant  experience  as  G.P.,  E.R.  physician,  surgeon 
or  internist.  To  eval.  E.R.  problems  and  initiate  immediate  care.  Capable 
instructing  and  directing  E.R.  interns.  Salary  generous,  plus  liberal  benefits. 
Reply  with  resume  to  Dept.  286,  c/o  NYSJM. 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice.  New  York  and  New  Jersey  license.  Dept.  215,  c/o 
NYSJM. 


GENERAL  PRACTICE  WANTED  IN  NEW  YORK  CITY.  SEND  DETAILED 
information.  Dept.  289,  c/o  NYSJM. 


ORTHOPEDIC  RESIDENCIES  AT  ALL  LEVELS  IMMEDIATELY  AVAIL- 
able.  New  program.  Recent  American  Board  approval.  New  York  City. 
Write  Box  NYJM  305,  810  Seventh  Ave.,  New  York,  N.Y.  10019. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARDED  DX  AND  THERAPY,  EXPERIENCED,  WISHES 
to  do  locums  N.Y.C.  Long  Island  area.  Also  N.J.  or  New  England  for  1-2 
weeks.  Available  Jan.,  Feb.,  consider  part-time  Long  Island.  P.  Grappell, 
M.D.  (516)  789-4829. 


MEDICAL  PERSONNEL.  WE  SPECIALIZE  IN  THE  PLACEMENT  OF 
medical  assistants,  secretaries,  receptionists  and  technicians  throughout 
Nassau  and  Suffolk  Counties.  We  welcome  inquiries  from  prospective  em- 
ployers and  applicants.  Daniel  Personnel  Agency,  Inc.,  82  N.  Broadway, 
Hicksville,  N.Y.  (516)  822-5110. 


PRACTICES  AVAILABLE 


30  YEAR  FAMILY  PRACTICE,  40  MILES  FROM  N.Y.C.,  NEWLY  DE- 
veloped  area,  8 minutes  from  a new,  modern  hospital.  5 fully  equipped  office 
rooms,  suitable  two  physicians,  plus  a completely  separate  seven  room  duplex 
apartment.  Terms  negotiable.  Dept.  285,  c/o  NYSJM. 

SUBSTANTIAL  GENERAL  FAMILY  PRACTICE  IN  NIAGARA  FALLS,  NEW 
York  can  be  assumed  immediately  due  to  the  sudden  passing  of  Boris  Golden, 
M.D.  (Dec.  20,  1972).  Large,  completely  equipped  set  of  offices  available  with 
or  without  the  real  estate  (apartment  included).  Central  location:  720  Park 
Place,  Niagara  Falls,  N.Y.  Phone  (716)  285-7271,  or  282-6095. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
of  Manhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
Le.  2-2154. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


FOR  SALE:  216  ACRE  FARM  LOCATED  ON  SCENIC  CROSSLAKE  IN 

Northern  Cayuga  County,  10  minutes  from  Exit  40,  New  York  Thruway,  35 
minutes  from  Syracuse,  N.Y.  160  acres  tillable;  nice  8 room  house;  new  128 
x 36  all  aluminum  barn;  old  bam  with  silo  and  over  200  feet  lake  frontage 
Ideal  for  recreation,  cattle  or  horse  breeding  and  development.  Sacrifice  at 
$56,500.  Will  take  30%  down,  balance  10  years  to  responsible  buyer  Own 
your  own  winter  resort  or  game  farm.  Phone  Max  L.  Fox.  M.D.,  (315)  252- 
3769. 


ORANGE  COUNTY,  OFFICE  IN  MONROE,  N.Y.  COMPLETE  WITH 
chest  X-ray  and  EKG  machines.  Call  evenings  (914)  783-6483. 


CENTER  MORICHES,  L.I.,  N.Y.  HOME/OFFICE,  >2  ACRE  CORNER, 
ranch;  3 large  bedrooms,  2 full  baths,  eat-in  kitchen,  large  living-dining  room 
w/fireplace;  Florida  room;  finished  basement  w/bar;  3 room  office  w/bath; 
2-car  garage;  convenient  location;  extras.  Low  taxes.  Asking  $50,000.  (516) 
878-4303. 


FOR  SALE:  HAUPPAUGE,  L.I.  EXQUISITE,  MODERN,  4 BEDROOM 

home  with  1,300  sq.  ft.,  seven  room  complete  medical  office.  Previously  used 
for  general  medicine  and  pediatrics.  Wonderful  area  for  growing  practice. 
Gracious  family  living.  Priced  right!  Reasonable  terms;  will  introduce. 
N.  Polan,  M.D.  (516)  265-5145. 


SOUTHOLD,  NEW  YORK:  PHYSICIAN’S  RESIDENCE  AND  OFFICE 

available.  Beautifully  lanscaped  150'  x 175'  plot  in  center  of  village  with 
ample  parking.  For  further  details,  contact:  Don  Cairns  (516)  265-6666. 


LONG  ISLAND  MINI  ESTATE:  IDEAL  LOCATION  FOR  HOME  AND/OR 
professional  building.  Custom  built;  five  separate  entrances;  top  construc- 
tion; beautifully  landscaped;  private  country  atmosphere;  ample  parking; 
adjacent  State  Park,  summer/ winter  sports.  At  expressway  exit.  Walk  to 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
(516)  935-2083. 


KEW  GARDENS,  JAMAICA  AREA:  BEAUTIFUL,  NINE  ROOM,  CUSTOM 
built  house,  corner.  Huge  living  room,  fireplace,  finished  basement,  large,  un- 
usual, formal  dining  room,  plus  adjoining,  unobstructed  4,000  sq.  ft.  garden. 
Suitable  for  medical  building  with  ample  parking;  total  area  8,400  sq.  ft. 
Walk  to  subway;  one  minute  to  expressways.  Call  (212)  895-7561  now,  or  (212) 
526-0374  after  Feb.  5th. 


BROOKLYN,  N.Y.  INTERNIST’S  HOME  AND  OFFICE  FOR  SALE  OR 
rent.  Beautifully  landscaped  grounds.  Good  terms.  (212)451-0834. 


FOR  SALE:  PRIME  WATERFRONT  LAND.  IF  YOU  LOVE  WATER- 

front  property,  two  magnificent  acres  are  available  in  Larchmont,  N.Y.  di- 
rectly on  open  sound.  Sweeping  lawn,  private  beach,  last  of  its  kind  and  ex- 
pensive. Can  be  divided.  Call  weekdays  9:30-5:00  p.m.  (212)  MU  4-3700, 
ext.  30. 


HALL-BROOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to 
community  health  care  and  education. 


Elisabeth  Solomon 
Executive  Director 

HALL-BROOKE 

HOSPITAL 

AJCAH  accredited  hospital 
for  care  and  treatment  of 
psychiatric  disorders  within 
a therapeutic  community. 

Leo  H.  Berman,  M.D., 
Director  of  Professional 
Services 


Albert  M.  Moss,  M.D. 
Medical  Director 

HALL-BROOKE 

SCHOOL 

A special  educational  facil- 
ity for  adolescents  of  high 
school  age  who  are  in  psy- 
chiatric treatment. 

Edgar  J.  Appleman, 
Director 


47  Long  Lots  Road 
Westport,  Connecticut 
Telephone  (203)  227-1251 
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WHITE  PLAINS 

1 70  East  Post  Road 
White  Plains,  N.  Y.  10601 

(914)  946-2810 
Connecticut  (203)  327-2281 

ALBANY 

90  State  Street 
Albany,  N.  Y.  12207 

(518)  463-2171 


WHEN  AND  WHERE 
YOU  NEED  IT 
DAY  OR  NIGHT 

RN’S  — LPN’S  — LIVE  INS 

NURSES’  AIDES  — MALE  ATTENDANTS 

COMPANION  SITTERS  — 

MOTHER’S  HELPERS 

UNDER  REGISTERED  NURSE  SUPERVISION 

Our  employees  are  experienced, 
reference-checked,  insured, 
bonded  and  on  our  payroll. 

We've  been  a respected 
national  nursing  service 
for  almost  a decade. 

CALL  OR  WRITE  FOR  DESCRIPTIVE  LITERATURE 


MEDICAL 

PERSONNEL  POOL 

We  Care  for  Those  Who  Need  Care 


ROCHESTER 

75  Clinton  Avenue  North 
Rochester,  N.  Y.  14604 

(716)  454-4930 


NEW  YORK  CITY 

353  Lexington  Avenue 
New  York,  N.  Y.  10016 

(212)  686-9060 
In  Long  Island  (516)  483-1155 

BUFFALO 

560  Delaware  Avenue 
Buffalo,  N.  Y.  14202 

(716)  886-2662 


DEPENDABLE 

NURSING 

CARE 
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CO 


NEW  YORK  CITY  AREA 


THURSDAY,  FEBRUARY  15 

9:00-10:20  a.m. 

Department  of  Health  City  of  New  York 

Bureau  of  Infectious  Disease  Control 
New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 

New  York  City  Tropical  Disease 

SESSION  V:  TOXOPLASMOSIS 

NOTE:  Guests  are  invited  to  attend  Medical  Grand  Rounds 
which  will  follow,  from  10:30  until  noon. 


5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
21 0 East  64th  Street 

OCULOPLASTIC  SURGERY  OF 
ENDOCRINOPATHIES 

ROBERT  A.  SCHIMEK,  M.D.,  New  Orleans 
Discussion: 

MARTIN  BODIAN,  M.D. 

8:30  p.m. 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

THE  FIRST  YEAR  OF  LIFE:  RECENT 

RESEARCH  DEVELOPMENTS 

ARNALDO  RASCOVSKY,  M.D. 

Founder,  Argentine  Psychoanalytic  Association 

Discussant: 

JOSEPH  W.  VOLLMERHAUSEN,  M.D. 


9:00  p.m. 

The  Bronx  Chapter  of  AAFP, 

Misericordia  Hospital  Medical  Center  and 
New  York  Heart  Association 

School  of  Nursing  Auditorium 
600  East  233rd  Street 

SELECTED  CARDIAC  CLINICAL 
PROBLEMS  (Seminar) 

ROBERT  F.  GOMPRECHT,  LAWRENCE  GOULD, 
DOMINIC  DE  PALMA,  ANTHONY  DE  MARTINO,  M.D.’s 


FRIDAY,  FEBRUARY  16 

8:00-9:30  a.m. 

Downstate  Medical  Center  and  the 
Kings  County  Chapter  AAFP 


Maimonides  Medical  Center 
Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

THE  VAGINAL  DISCHARGE 

EPHRAIM  SCHARFMAN,  M.D. 


February  16  and  17,  1973 

9:00  a.m.,  Friday  and  Saturday 

New  York  Heart  Association 

The  Waldorf-Astoria 
Park  Avenue  and  50th  Street 

SYMPOSIUM  ON 
IMMUNOPHARMACOLOGY 

BERT  N.  LA  DU,  M.D.,  Chairman 

Write:  New  York  Heart  Association,  Inc.,  Heart  House, 

Two  East  64th  Street,  New  York,  N.Y.  1 0021 . 


FRIDAY,  FEBRUARY  16 

Registration  8:30  a.m. 

New  York  State  Journal  of  Medicine  and 
American  Medical  Writers  Association, 
Metropolitan  New  York  Chapter 

The  Americana  Hotel 

12th  Annual  Medical  Communications  Day  Program 

FUNDAMENTALS  OF  MEDICAL  WRITING, 
EDITING  AND  COMMUNICATION 


February  17  and  24,  1973 

10:00  a.m. -12:00  noon,  Saturdays 

Memorial  Hospital  for  Cancer  and 
Allied  Diseases 

Auditorium,  424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

February  17 
Tongue  Cancer 

Surgery:  Radical  Neck  Dissection; 
Commando  Operation. 

February  24 

Cancer  of  the  Buccal  Mucosa,  Gum  and 
Palate  Surgical  Treatment. 

Cancer  of  the  Paranasal  Sinuses; 
Maxillectomy  with  and  without  Orbital 
Exenteration. 

Speaker:  H.  RANDALL  TOLLEFSEN,  M.D. 
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February  19  / March  2,  1973 

9:00  a. m. -6:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

TEMPORAL  BONE  SURGERY 

HARRY  ROSENWASSER,  M.D.  and  SIMON  C.  PARISIER, 
M.D. 

The  Mount  Sinai  School  of  Medicine 
FEE:  $600 


TUESDAY,  FEBRUARY  20 

9:00  a. m. -5:00  p.m. 

Brooklyn  Tuberculosis  and  Respiratory 
Disease  Association  and  the  Medical 
Society  of  the  County  of  Kings 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

DIFFUSE  PULMONARY  DISEASES 
A Teaching  Seminar  for  Physicians 

1.  The  Overall  Importance  of  Diffuse 
Pulmonary  Disease 

CLAUDE  LENFANT,  M.D. 

National  Heart  and  Lung  Institute 
Bethesda,  Maryland 

2.  The  Nature  of  the  Pathology  of 
Interstitial  Pneumonias 

CHARLES  B.  R.  CARRINGTON,  M.D. 

Yale  University 

3.  Pathology  of  Pulmonary  Diseases  with 
an  Immunological  etiology 

VALENTIN  YERMAKOV,  M.D. 

Downstate  Medical  Center 

4.  Immunological  Mechanisms  Leading  to 
Diffuse  Pulmonary  Disease 

JOHN  RANKIN,  M.D. 

University  of  Wisconsin,  Madison 

5.  The  Clinical  and  Physiological  Features 
of  Diffuse  Lung  Disease 

NORMAN  L.  JONES,  M.D.,  M.R.C.P. 

McMaster  University  Department  of  Medicine 
Hamilton,  Ontario  Canada 

6.  The  Roentgen  Manifestations  of 
Diffuse  Pulmonary  Disease 

BENJAMIN  FELSON,  M.D. 

University  of  Cincinnati  College  of  Medicine 

7.  Eosinophilic  Pneumopathies: 

Clinical  and  Physiological  Aspects 

EDWARD  GAENSLER,  M.D. 

Boston  University 

8.  Systemic  Diseases  Involving 
the  Lung  Diffusely 


C.  T.  HUANG,  M.D. 

Downstate  Medical  Center 

9.  Sarcoidosis — Newer  Aspects  and 
Concepts 

JOHN  CROCCO,  M.D. 

Downstate  Medical  Center 

10.  Hyaline  Membrane  Disease  of  the  Lung 

PETER  A.  M.  AULD,  M.D. 

New  York  Hospital — Cornell  Medical  Center 

11.  Occupational  Pulmonary  Diseases 

IRVING  J.  SELIKOFF,  M.D. 

Mount  Sinai  School  of  Medicine 

12.  The  Shock  and  Oxygen  Lung 

NICHOLAS  O’CONNOR,  M.D. 

Harvard  Medical  School 

13.  Panel — General  Discussion  of  Topic 
Including  Therapy 


February  20  and  27,  1973 

9:00  a.m. 

Queens  Hospital  Center  Affiliation 

Long  Island  Jewish-Hillside  Medical  Center 
Triboro  Hospital  9th  Floor  Auditorium 
Parsons  Boulevard  and  82nd  Drive 
Jamaica 

Division  of  Pulmonary  Medicine 

February  20 

The  Comprehensive  Asthma  Treatment 
Program  in  the  Queens  Hospital  Center 

F.  LAMBERTA,  F.  KHAN,  M.D.'s  and 
MR.  D.  THEUMAN  and  MRS.  J.  MOGIL 

February  27 

Fatal  Massive  Intrapulmonary  Hemorrhage 
During  Diffuse  Intravascular  Coagulation 
(D.I.C.) 

R.  SOLOMON,  F.  MARICI  and  V.  AZUETA,  M.D.'s 


February  20  and  27,  1973 

10:00-1 1 :30  a.m.,  Tuesdays 

Downstate  Medical  Center 

Maimonides  Medical  Center 
Saltzman  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Conferences 

February  20 

Polymorphonuclear  Cells  and  Infection 

SENIH  M.  FIKRIG,  M.D. 

Downstate  Medical  Center 

February  27 

Clinical  Pathological  Conference 
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CHILD  UNDER  THREE 


February  20  / April  17,  1973 

1:30-3:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 

PSYCHOPHARMACOLOGY  FOR 
PSYCHIATRISTS 

SAMUEL  L.  FEDER,  M.D.,  and  SEYMOUR  ROSENBLATT, 
M.D. 

The  Mount  Sinai  School  of  Medicine 
FEE:  $100 

WEDNESDAY,  FEBRUARY  21 

Noon 

Downstate  Medical  Center 

4th  Floor  Pediatric  Library 
450  Clarkson  Avenue 
Brooklyn 

ASSOCIATION  OF  R.T.A.  AND 
OSTEOPETROSIS  IN  JACQUELINE 
RODRIQUEZ 

BERNARD  GAUTHIER,  M.D. 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Conference  Room 
Bronx 

PSYCHIATRIC  EMERGENCIES 

EVERETT  DULIT,  M.D. 

Albert  Einstein  College  of  Medicine 


February  21  and  28,  1973 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  EMOTIONAL 
PROBLEMS  OF  ADOLESCENCE  IN 
MEDICAL  PRACTICE 

MARIO  RENDON,  M.D. 


THURSDAY,  FEBRUARY  22 

8:30  p.m. 

New  York  Council  on  Child  Psychiatry 

Payne  Whitney  Clinic,  Room  P-004 
525  East  68th  Street 

DIAGNOSIS  AND  TREATMENT  OF  THE 


ELEANOR  GALENSON,  M.D. 


9:00-11:00  p.m. 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  Bronx  County  Medical  Society 

1300  Morris  Park  Avenue 
Bronx 

DRUG  ABUSE:  WHAT  CAN  THE 

FAMILY  PHYSICIAN  DO? 

JOHN  SEED,  M.D. 

MONDAY,  FEBRUARY  26 

9:00  a m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

PRESENT  STATUS  OF  COMPUTER  ECG 
AND  VCG  ANALYSIS 

LEON  PORDY,  M.D.  and  Staff 
with  Guest  Lecturers 

FEE:  $35 


February  26  / March  2,  1973 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
Symposium  on 

ARTHRITIS  AND  RELATED  DISORDERS 

EDWARD  D.  FRANKLIN,  M.D.,  Program  Director 
FEE:  $150 

Contact:  Office  of  the  Recorder,  above  address. 


MONDAY,  FEBRUARY  26 

1 :00  p.m. 

Downstate  Medical  Center 

Fourth  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

R.  Janet  Watson  Hematology  Lecture 

CONFORMATIONAL  PROBING 
IN  HEMOGLOBIN 

RONALD  NAGEL,  M.D. 

Albert  Einstein  College  of  Medicine 
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February  27  and  March  6 

8:00-9:00  a.m.,  Tuesdays 

Richmond  County  Chapter  of  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

Postgraduate  Lectures  on  E.E.N.T. 

February  27 

Office  Management  of  Common  ENT 
Complaints 

A.  MICELI,  M.D. 

Eye  as  Mirror  to  Systemic  Disease 

J.  GERSTENFELD,  M.D. 


FUTURE  EVENTS 


THURSDAY,  MARCH  1 

9:00  a.m. 

New  York  Medical  College 

Metropolitan  Hospital 
97th  Street  and  2nd  Avenue 
6th  Floor  Auditorium 

Chaiken  Lecture  in  Gastroenterology 

ALICE  IN  LIVERLAND 

IRWIN  M.  ARIAS,  M.D. 

Albert  Einstein  College  of  Medicine 


March  6,  1973  / for  5 weekly  sessions 

8:30  p.m. , Tuesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

ORIENTATION  COURSE  IN  KAREN 
HORNEY’S  HOLISTIC  APPROACH  TO 
THE  THEORY  AND  PRACTICE  OF 
PSYCHOANALYSIS 

ARNALDO  APOLITO,  M.D.,  RAY  S.  GREENBERG,  M.D. 

NOTE:  The  focus  will  be  on  clinical  material  and  each 

evening  will  deal  with  one  aspect  of  psychoanalytic  therapy. 

Apply:  HARRY  GERSHMAN,  M.D.,  Dean,  above  address. 


FRIDAY,  APRIL  6 

9:00  a.m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

DIAGNOSIS  AND  TREATMENT  IN 
ELDERLY  PATIENTS 


ALVIN  I.  GOLDFARB,  M.D.  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $25 


April  10  / 12,  1973 

9:00  a.m. -4:00  p.m.,  Tuesday/Thursday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

ELECTROMYOGRAPHY 

JOSEPH  B.  ROGOFF,  M.D.,  BEATRICE  KAPLAN,  M.D. 

and  invited  lecturers 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


April  13  and  14,  1973 

9:30  a.m. -5:30  p.m.,  Friday  and  Saturday 

The  City  of  New  York  Office  of  Chief 
Medical  Examiner 

520  First  Avenue 

10th  Annual  Symposium  on 

FORENSIC  SCIENCES  1973 

NOTE:  There  will  be  a dinner  and  Scientific  Session 

Saturday,  April  14th  from  6:00  to  10:00  p.m. 

Please  contact  office  of  the  Chief  Medical  Examiner,  at  the 
above  address. 


April  16  / 20,1973 

9:00  a.m. -6:00  p.m.,  Monday/Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

LARYNGEAL  AND  HYPOPHARYNGEAL 
SURGERY 

HUGH  F.  BILLER,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $450 


April  27  / May  1,1973 

9:00  a.m. -5:00  p.m.,  Friday  / Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

CELL  PATHOLOGY  AND  SYSTEMIC 
NUCLEAR  MALIGNANCY  ASSOCIATED 
CHANGES  (MAC)  IN  TISSUES  AND 
SMEARS 

HERBERT  E.  NIEBURGS,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $200 
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BUFFALO  AREA 

State  University  of  New  York  at  Buffalo 

School  of  Medicine 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel (716)  831-5526 

SCHEDULE  FOR  WINTER-SPRING,  1973 
March  9 and  10 

Modern  Concepts  in  Coronary  Care 

JOSEPH  A.  ZIZZI,  M.D. 

Sisters  Hospital 

April  4/6 

Pediatric  Endocrinology 

THOMAS  ACETO,  JR.,  M.D. 

Children's  Hospital 

April  6 and  7 

36th  Annual  U.B.  Alumni  Spring  Clinical 
Days 

MILFORD  C.  MALONEY,  M.D. 

Statler  Hilton  Hotel 

April  14  and  15 
Anesthesiology 

JOHN  I.  LAURIA,  M.D. 

Parkway  Ramada  Inn 

May  3 

Thromboembolism  (American  College 
Of  Surgeons) 

GERALD  P.  BURNS,  M.D. 

Parkway  Ramada  Inn 

May  4 

Eye  Teaching  Day 

JOHN  V.  ARMENIA,  M.D. 

Treadway  Inn 

May  16  and  17 
Fetal  Monitoring 

MICHAEL  RAY,  M.D. 

May  25  and  26 

Psychiatric  Teatment  in  Correctional 
Programs 

June  4/8 

Refresher  Seminar  in  Pediatrics 

THOMAS  ACETO,  JR.,  M.D. 

Children's  Hospital 

August  6/9 
School  Health 

THOMAS  ACETO,  JR.,  M.D. 

Children's  Hospital 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON"  are  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to 
all  physicians  presented  at  1 1 :30  a.m.  on  Tuesdays. 

2.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third 
Wednesday  of  each  month  under  the  direction  of  Gerald 
P.  Murphy.  M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m. 
on  the  fourth  Thursday  under  the  direction  of  Eugene  R. 
Mindell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored  by 
the  Department  of  Family  Practice  and  presented  at  8:30 
a.m.  the  first  Thursday  under  the  direction  of  Ernest  R. 
Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 
York  at  Buffalo,  2211  Main  Street.  Buffalo,  N.Y.  14214.  Tel. 
(716) 831-5526. 

PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 

Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  ap- 
plicant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 
Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 


1973  Deadline  Dates  and  Announcement  Cards  avail- 
able on  request.  Write  The  Editor,  WHAT  GOES  ON. 
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NASSAU  COUNTY 


THURSDAY,  FEBRUARY  22 

11:30  a. m. -12:30  p.m. 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

Pediatric  Postgraduate  Lecture 

JUVENILE  RHEUMATOID  ARTHRITIS 

JOHN  SANDSON,  M.D. 


MONDAY,  FEBRUARY  26 

8:30  p.m. 

The  Long  Island  Psychoanalytic  Society 

Nassau  Academy  of  Medicine 
1200  Stewart  Avenue 
Garden  City 

THE  ONTOGENESIS  OF  THE  SYSTEM 
CONSCIOUSNESS.  PART  A 

CHARLES  A.  SARNOFF,  M.D. 

Discussants: 

ISADORE  BERNSTEIN,  M.D. 

LOUIS  KAYWIN,  M.D. 


GLEN  FALLS 


THURSDAY,  FEBRUARY  15 

9:00  a. m. -4:00  p.m. 

The  National  Foundation — March  of  Dimes 
Southern  Adirondack  Chapter 

Queensbury  Hotel 
Glens  Falls 

SYMPOSIUM  ON  SPINA  BIFIDA 

1.  The  Nature  of  Birth  Defects  and 
Principles  of  Management 

CHESTER  SWINYARD,  M.D. 

N.Y.U.  Medical  Center 

2.  Research:  Past,  Present,  Future 

DWIGHT  JANERICH,  D.D.S.,  M.D.,  M.P.H. 

N.Y.S.  Department  of  Health 

3.  Urological  Management  of 
Myelomeningocele 

PETER  DE  SANCTIS,  M.D. 

Columbia-Presbyterian  Medical  Center 

4.  Neurosurgical  Aspects  of 
Myelomeningocele 

GERALD  HAINES.  M.D. 

Albany  Medical  College 


5.  General  Question  and  Answer  Session 
(Short  q.  and  a.  period  will  follow 
each  lecture) 

FEE:  $15 

Write:  MRS.  ERWIN  G.  SIWEK,  6 Milton  Avenue, 
Ballston  Spa,  N.Y.  12020.  Tel.  (518)  885-5349 


ROCHESTER  AREA  FUTURE  EVENT 

THURSDAY,  APRIL  12 
The  Rochester  Ophthalmological  Society 

University  Club 
Rochester 

THE  PIGMENTARY  SYNDROMES 

ROBERT  N.  SHAFFER,  M.D. 

University  of  California 

NOTE:  This  is  the  18th  Annual  Albert  C.  Snell  Lecture. 

There  will  be  an  afternoon  clinical  session  at  the  Univer- 
sity of  Rochester  Medical  Center  followed  by  an  evening 
dinner  and  the  Memorial  Lecture  at  the  University  Club. 
On  Friday,  April  13,  1973  a session  will  include  JAMES  V. 
AQUAVELLA,  M.D.,  JACK  HARSTEIN,  M.D.,  and  J. 
REIMER  WOLTER,  M.D.,  as  guest  lecturers. 


ROCKLAND  COUNTY 


MONDAY,  FEBRUARY  19 

9:00  p.m. 

Nyack  and  Good  Samaritan  Hospitals 

Nyack  Hospital 
Nyack 

Joint  Meeting 

NEWER  CONCEPTS  IN  THE  MANAGEMENT 
OF  HYDROCEPHALUS 

NEAL  EPSTEIN,  M.D. 

N.Y.U.  School  of  Medicine 


PHYSICIANS’  PLACEMENT 


BROOKLYN,  N.Y.,  needs  a Medical  Director  Bd.  Qual.  with 
some  administrative  experience;  a Psychiatrist,  N.Y.  lie. 
with  5 yrs.  experience  limited  to  Psychiatry;  a Pediatri- 
cian, Bd.  qual.  N.Y.  lie. 

CONTACT:  Personnel  Director,  Provident  Health  Center, 

584  Myrtle  Avenue,  Brooklyn,  N.Y.  11205.  Tel.  (212) 
789-2594. 


BUFFALO,  N.Y.,  Erie  County.  One  Anesthesiologist  to  join 
six-man  corporate  anesthesia  group,  including  nurse 
anesthetists. 

CONTACT:  NIALL  P.  MacALLISTER,  M.D.,  Deaconess 

Hospital,  Buffalo,  N.Y.  14208.  Tel.  (716)  886-4400. 


February  1 , 1973  / New  York  State  Journal  of  Medicine  505 

WGO-7 


CHATEAUGAY,  N.Y.,  Franklin  County,  needs  at  least  3 or  4 
physicians  to  give  adequate  care  to  the  area. 


HILLEL  TOBIAS,  M.D. 
N.Y.U.  School  of  Medicine 


CONTACT:  DONALD  A.  RICHTER,  M.D.,  President,  Medical 

Society  of  the  County  of  Franklin,  59  Kiwassa  Road, 
Saranac  Lake,  N.Y.  12983. 


CUBA,  N.Y.,  Allegany  County,  needs  a Specialist  in  Ob/Gyn 
(man  or  woman)  and  G.P.'s. 

CONTACT:  MR.  GERALD  B.  COLE,  Adm.,  Cuba  Memorial 

Hospital,  Cuba,  N.Y.  14727.  Tel.  (716)  968-2000. 


February  1 3 

Pickwickian  Syndrome 

MORTON  GALDSTON,  M.D. 
N.Y.U.  School  of  Medicine 

February  27 
Hyponatremia 

BERNARD  NIDUS,  M.D. 
Manhattan  V.A.  Hospital 


EVENTS  RECEIVED  AFTER 
DEADLINE 


MONDAY,  FEBRUARY  5 
New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

7:00-8:00  p.m.  Instruction  Hour 

To  Verge  or  Not  to  Verge 

EDWIN  BILLET,  M.D.,  New  York 
8:00  p.m.  Pediatric  Problems 

1.  What’s  so  Different  about 
Childhood  Uveitis? 

CONRAD  L.  GILES,  M.D. 

Southfield,  Michigan 

2.  Retinal  Causes  of  Poor  Vision 
in  Childhood 

RONALD  E.  CARR,  M.D.,  New  York 

3.  Management  Problems  in  Congenital 
Glaucoma 

EDWARD  L.  RAAB,  M.D.,  New  York 

4.  Round  Table  Discussion 


February  7 / 28,  1973 

3:30  p.m.,  Wednesdays 

St.  John’s  Episcopal  Hospital 

480  Herkimer  Street 
Brooklyn 

Department  of  Pediatrics 
Guest  Lectures 

February  7 

Chromosomal  Aberrations 

QUTUB  H.  QAZI,  M.D. 

February  14 

Chronic  Glomerulonephritis  and 
Uremia 

MELINDA  McVICAR,  M.D. 

February  21 

Diabetes  Mellitus 

SALVATORE  CASTELLS,  M.D. 

February  28 

Immune  Deficiency  Diseases 

SENEH  FIKRIG,  M.D. 

All  Speakers  are  from  Downstate  Medical  Center 


February  6 / 27,  1973 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

February  6 

Newer  Advances  in  Treatment  of 
Hepatic  Coma 


WEDNESDAY,  FEBRUARY  14 

8:00  p.m. 

Bronx  Pediatric  Society 

Jacobi  Hospital 
4th  Floor  Auditorium 
Bronx 

HOSPITAL  NIGHT 

(with  four  different  presentations) 
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. . . KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | D.vis.on  of  1CI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  cheivable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckvvalla  ( Sauromalus  obesus ): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


507 


They’re  debating  your 
future  in  Washington 
right  now.  Who’s 
standing  up  for  you? 


National  health  insurance  is  the  issue,  and  the  way  you’ll 
practice  in  the  future  is  at  stake.  One  proposal  would  federalize 
the  entire  medical  system. 

Who’s  standing  up  for  your  rights?  Contrary  to  what  you 
may  think,  the  AMA. 


We’ve  testified  repeatedly  against  a government 
controlled  medical  system.  Even  before  it  was  proposed,  the 
AMA  had  introduced  its  own  program  of  voluntary  national 
health  insurance  called  “Medicredit.”  And  we’ve  pushed  for  it 
hard.  To  date,  the  AMA  has  enlisted  1 67  members  of  Congress 
as  its  co-sponsors -more  than  can  be  claimed  for  any  other 
national  health  insurance  bill. 

Sure,  we  lobby.  Hard.  And  successfully.  We've  lobbied  for 
more  doctors.  More  medical  schools.  For  clean  air  and  water. 
For  maternal  and  child  programs. 

We  lobby  for  the  rights  and  interests  of  doctors  and,  just  as 
important,  for  the  best  medical  care  for  all  Americans. 

With  your  support  we  can  be  even  more  effective.  Find  out 
more  about  what  the  AMA  does  for  you  and  the  public.  Send 
for  the  pamphlet,  "The  AMA  and  the  American  Doctor:  Sharing 
a Common  Goal."  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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MINOCIN*  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.t 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli.  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  reguire  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use); 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  ("Warnings”).  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.”)  When  given  in  high  closes,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


'Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracylines  are  not  the  drugs  of 
choice  In  the  treatment  of  any  staphylococcal  infection.  tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 
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natural 

/upeiioritu 


Naturally,  an  imitation  does  not  equal  the  original. 
Synthetic  chemicals  often  lack  some  vital  factor  present 
in  the  natural  medicinal. 

Take  SENOKOT  Tablets/  Granules,  for  example.  This 
highly  effective  laxative  gets  a head  start  from  Mother  Nature 

— natural  senna  from  the  Cassia  acutifolia  plant  has  been 
used  as  a laxative  for  over  1500  years.  In  SENOKOT  prepara- 
tions, this  natural  vegetable  laxative  is  purified  and  refined 
into  one  of  the  most  modern,  virtually  colon-specific, 
predictably  gentle  anticonstipants  your  patients  can  use. 

So  when  the  situation  calls  for  a gentle,  predictably 
effective  laxative,  why  not  make  the  natural  choice  — 
SENOKOT  Tablets  or  SENOKOT  Granules. 

Supplied:  SENOKOT  Tablets  (small,  easy-to-swallow) 

— Bottles  of  50  and  100.  SENOKOT  Granules  (delicious, 
cocoa-flavored)  — 4,  8 and  16  ounce  (1  lb.)  canisters. 


/enokot 

Tfl6l€T7/GRmui€/ 

(standardized  senna  concentrate) 

o natural  laxative 


Purdue  Frederick 
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or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric  —without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
diarrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel  - PG  treats 
accompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
unpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
to  promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
demulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
belladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


Donnagel-PG 

Donnagel  with  w paregoric  equivalent 
$ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg 
(equivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
60.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 

! AHPOBINS 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 

begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster''  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs 


Butisol  SODIUM 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  ' hangover 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg 
t.i.d.  or  q.i.d.  For  hypnosis.  50  mg.  to  100  mg.  Available  as:  Tablets.  15  mg  , 30  mg.,  50  mg  , 100  mg.;  Elixir,  30  mg.  per 
5 cc  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg..  30  mg.,  50  mg..  100  mg 
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McNeil  Laboratories  Inc  Fort  Washington,  Pa.  19034 


Abstracts 


Falk,  K.,  Rayyes,  A.  N.,  David,  D.  S.,  Hochgeler- 
ent,  E.  L.,  and  Sakai  S.:  Myoglobinuria  with  revers- 
ible acute  renal  failure,  New  York  State  J.  Med.  73: 
537 (Feb. 15) 1973. 

Two  cases  of  myoglobinuria  and  severe  renal  failure 
requiring  dialysis  are  presented.  One  patient  had  an 
especially  massive  and  protracted  diuretic  phase.  The 
management  of  these  patients  with  special  reference  to 
the  fluid  and  electrolyte  therapy  during  the  different 
stages  of  their  renal  failure  is  discussed.  The  classifi- 
cation and  causes  of  the  myoglobinuric  syndrome  are 
reviewed. 

MacKav,  M.  C.,  Beck,  L.,  and  Taylor,  R.:  Methyl- 

phenidate  for  adolescents  with  minimal  brain  dysfunc- 
tion, New  York  State  J.  Med.  73:  550  (Feb.  15)  1973. 

Ten  children,  aged  thirteen  to  eighteen  years,  all  of 
whom  had  learning  difficulties  of  varying  degrees  of 
subtlety,  showed  some  improvement  in  their  capacities 
to  learn,  integrate,  and  remember  when  they  were 
placed  on  methylphenidate.  The  maximum  dose  was 
60  mg.  per  twenty-four  hours,  the  average  30  mg. 
per  day.  The  clinical  improvement  was  borne  out  by 
improved  electroencephalograms  and  improved  scores 
on  the  Raven  matrices  series.  There  was  no  evidence 
in  any  of  the  children  of  a tendency  toward  addiction 
as  a consequence  of  the  medication.  In  the  opinion  of 
the  authors,  methylphenidate  is  a useful  medication  in 


the  treatment  of  children  afflicted  with  minimal  brain 
dysfunction  and  can  be  safely  tolerated  into  adoles- 
cence, as  long  as  the  neurophysiologic  apparatus  re- 
mains immature. 

Tuckman,  A.  J.,  and  Paul,  S.:  Community  psychia- 
try and  traditional  clinic,  New  York  State  J.  Med.  73: 
555  (Feb.  1)  1973. 

This  article  outlines  the  process  by  which  a mental- 
health  clinic  utilized  the  services  of  a consultant  to 
ease  the  transition  toward  a community  mental-health 
program.  Problems  encountered  by  both  parties  are 
discussed.  The  transition  was  successful,  and  the  au- 
thors conclude  that  when  the  relationship  between  con- 
sultant and  consultee  is  based  on  autonomy  and  mutu- 
al respect,  contract  agencies  and  community  mental- 
health  centers  can  be  unified. 

Courey,  N.  G.,  Cunanan,  R.  G.,  and  Taefi,  P.:  Ster- 
ilization via  laparoscope;  a hospital’s  experience,  New 
York  State  J.  Med.  73:  559  (Feb.  15)  1973. 

Over  a two-year  period  at  the  Deaconess  Hospital 
1,020  women  were  sterilized  by  tubal  electrocoagula- 
tion and  division  aided  by  laparoscopic  visualization. 
The  combined  methods  proved  effective  and  safe. 
Hospitalization  periods  were  short,  and  the  complica- 
tion rate  was  low. 


Abstracts  in  Interlingua 


Falk,  K.,  Rayyes,  A.  N.,  David,  D.  S.,  Hochgeler- 
ent,  E.  L.,  e Sakai,  S.:  Myoglobinuria  con  insuffi- 

cientia  renal  acute,  reversible,  New  York  State  J. 
Med.  73:  537  (15  de  Februario)  1973. 

Duo  (2)  casos  de  myoglobinuria  con  insufficientia 
renal  grave  que  requireva  dialysis  es  presentate.  Un 
patiente  habeva  un  phase  diuretic  specialmente  massi- 
va  e rebelle.  Le  tractamento  de  iste  patientes,  con 
consideration  special  al  therapia  hydroelectrolytic  du- 
rante le  diverse  stadios  del  insufficientia  renal,  es  dis- 


cutite.  Le  classification  e causas  del  syndrome  myo- 
globinuric es  revistite. 

MacKay,  M.  C.,  Beck,  L.,  e Taylor,  R.:  Uso  del 

methylphenidato  per  adolescentes  con  dysfunction  ce- 
rebral minima,  New  York  State  J.  Med.  73:  550  (15  de 
Februario)  1973. 

Dece  (10)  pueros,  de  13  a 18  annos  de  etate,  omne 
con  difficultate  de  diverse  grado  pro  apprender,  de- 
monstrava  alicun  melioramento  de  su  capacitate  de  ap- 
prender, integrar  e memorar  con  le  tractamento  con 

continued  on  page  518 
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in  the  papilla  and  cannulation  of  the  common  bile  duct  is  accomplished.  These  are  three  cases 
among  hundreds  of  Olympus  Duodenoscope-JF  cannulations  performed  from  inside  the  duodenum. 


The  cannula  is  in  clear 
view  during  the  proce- 
dure. This  slide  is  one  of 
a series  taken  in  color  by 
the  Olympus  Duodenofi- 
berscope-JF.  It  shows  the 
cannula  after  entry  into 
the  papilla. 


Full-vision  examination,  and  biopsy 
and  a color  slide  record 

The  Duodenofiberscope-JF  for  diagnosis  of  duo- 
denal diseases  gives  you  a clear,  bright  view  and 
automatic  photography.  Accurate  biopsy  is  per- 
formed with  forceps  in  full  vision.  The  distal  end 
angulates  four  ways  to  assure  thorough  observation 
of  the  area.  The  diameter  of  the  tube  is  only  10  mm 
for  maximum  patient  comfort  and  easy  handling. 
Send  the  coupon  for  more  about  the  Olympus  Duo- 
denofjberscope-JF. 
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methylphenidato.  Le  dose  maxima  esseva  60  mg/24 
horas;  le  dose  promedio  esseva  30  mg/die.  Le  meliora- 
tion clinic,  in  le  pueros,  esseva  manifestate  per  un  mel- 
ioration del  electroencephalogramma  e del  series  ma- 
trices de  Raven.  Non  habeva  evidentia  de  un  tenden- 
tia  al  addiction  in  alicun  del  pueros  tractate  con  le 
composto.  In  le  opinion  del  autores,  le  methylphen- 
idato es  un  medicamento  utile  in  le  tractamento  del 
pueros  sufferentes  de  dysfunction  cerebral  minima,  e 
pote  esser  inocuamento  tolerate  per  le  adolescentes, 
durante  que  le  systema  neurophysiologic  persiste  in- 
matur. 


Tuckman,  A.  J.,  e Paul,  S.:  Psychiatria  communi- 

tari  e clinica  traditional.  New  York  State  J.  Med.  73: 
555  (1  de  Februario)  1973. 

In  iste  articulo  es  describite  le  utilisation  de  un  con- 
suitor  per  un  clinica  de  salubritate  mental  pro  facilitar 
le  transition  verso  un  programma  communitari  de  salu- 
britate mental.  Le  problemas  de  ambe  partes  es  dis- 
cutite.  Le  transition  esseva  successose,  e le  autores 
conclude  que  quando  le  relation  inter  le  consultor  e le 
consultante  es  basate  in  respecto  mutuo  e autonomia, 
le  agentias  contractate  e le  centros  communitari  de 
salubritate  mental  pote  esser  unificate. 

Courev,  N.  G.,  Cunanan,  R.  G.,  e Taefi,  P.:  Steril- 

isation via  laparoscopia;  experientia  hospitalari.  New 
York  State  J.  Med.  73:  559  (15  de  Februario)  1973. 

In  un  periodo  de  2 annos  in  le  Hospital  Deaconess, 
1020  feminas  esseva  sterilisate  mediante  le  electrocoag- 
ulation e section  tubal  con  le  adjuta  del  visualisation 
laparoscopic.  Iste  methodo  combinate  resultava  effec- 
tive e secur.  Le  periodo  de  hospitalisation  esseva 
breve,  e le  proportion  de  complicationes  esseva  basse. 


Prophylactic  measures  and  venous  thrombosis 


Makis  -J.  Tsapobas  and  others  have  reported  in  a re- 
cent issue  of  Archives  of  Surgery  f 103:  561  [November] 
1971)  that  of  51  patients  given  prophylactic  treatment, 
thrombi  developed  in  4 per  cent,  compared  with  14  per 
cent  in  44  controls.  There  was  excellent  correlation  of 
results  between  the  tracer  method  and  venography. 
There  was  also  statistical  evidence  that  the  incidence 
of  venous  thrombosis  is  related  to  age.  The  mean  age 
of  patients  in  the  nonthrombotic  group  was  54.5  years; 
that  of  the  thrombotic  group  was  62.4  years. 
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severe  pain. 
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WARNINGS:  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore,  has 
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priate to  the  use  of  other  oral  narcotic-containing  medica- 
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dan is  subject  to  the  Federal  Controlled  Substances  Act 
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pressants Patients  receiving  other  narcotic  analgesics, 
general  anesthetics,  phenothiazines,  other  tranquilizers, 
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pressure  The  respiratory  depressant  effects  of  narcotics 
and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  in- 
jury, other  intracranial  lesions  or  a pre-existing  increase 
in  intracranial  pressure.  Furthermore,  narcotics  produce 
adverse  reactions  which  may  obscure  the  clinical  course 
of  patients  with  head  injuries. 
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Aspirin  may  enhance  the  effect  of  anticoagulants  and 
inhibit  the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symp- 
toms Serious  overdose  with  Percodan  is  characterized  by 
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Treatment  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through 
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assisted  or  controlled  ventilation.  The  narcotic  antago- 
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action  of  oxycodone  may  exceed  that  of  the  antagonist,  the 
patient  should  be  kept  under  continued  surveillance  and 
repeated  doses  of  the  antagonist  should  be  administered 
as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the 
absence  of  clinically  significant  respiratory  or  cardiovas- 
cular depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  sup- 
portive measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  un- 
absorbed drug. 
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oxycodone  HC1  (Warning:  May  be  habit-forming), 

0.38  mg.  oxycodone  terephthalate  (Warning:  May  be 
habit-forming),  224  mg.  aspirin,  160  mg.  phenacetin 
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Books  Received 


The  following  books  were  received  during  the  month  of  December,  1972.  * 


Bronchopulmonary  Diseases  and  Related  Disorders. 

Edited  by  Cranston  W.  Holman,  M.D.,  and  Carl  Mus- 
chenheim,  M.D.,  with  54  contributors.  Two  volume 
set.  Quarto  of  1,077  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1972.  Cloth, 
$60.  per  set. 

The  Essentials  of  Roentgen  Interpretation.  Third 
edition.  By  Lester  W.  Paul,  M.D.,  and  John  H.  Juhl, 
M.D.  Quarto  of  1,138  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1972.  Cloth, 
$35. 

Scientific  Basis  of  Surgery.  Second  edition.  Edited 
by  W.  T.  Irvine,  B.Sc.,  M.D.  Quarto  of  677  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Cloth,  $31.50. 

Vascular  Surgery.  Volume  1.  Peripheral  Arterial 
Diseases.  By  John  J.  Cranley,  M.D.  Quarto  of  282 
pages,  illustrated.  Hagerstown,  Maryland,  Harper  & 
Row,  Publishers,  1972.  Cloth,  $19.95. 

Diseases  of  the  Vulva.  By  Nikolas  A.  Janovski, 
M.D.,  and  Charles  P.  Douglas,  M.B.  Quarto  of  125 
pages,  illustrated.  Hagerstown,  Maryland,  Harper  & 
Row,  Publishers,  1972.  Cloth  $17.50. 

Bile  Salts  in  Health  and  Disease.  By  K.  W.  Heaton, 
M.D.  Octavo  of  252  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1972. 
Cloth,  $14. 

The  Nervous  System.  By  David  M.  Robertson,  M.D., 
and  Henry  B.  Dinsdale,  M.D.  Structure  and  Func- 
tion in  Disease  Monograph  Series.  Octavo  of  204 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Cloth,  $13.50. 

Synopsis  of  Gross  Anatomy.  Second  edition.  By 
John  B.  Christensen,  Ph.D.,  and  Ira  Rockwood  Telford, 
Ph.D.  Quarto  of  304  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1972.  Paper, 
$10.95. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Local  Anaesthesia  in  Dentistry.  By  Geoffrey  L. 
Howe,  T.D.,  M.D.S.,  and  F.  Ivor  H.  Whitehead, 
F.D.S.R.C.S.  Dental  Practitioner  Handbook  No.  14. 

Octavo  of  89  pages,  illustrated.  Baltimore,  Maryland, 
The  Williams  & Wilkins  Company,  1972.  Paper, 
$9.75. 

Radiologic  Examination  of  the  Urinary  Tract.  By 
Howard  M.  Pollack,  M.D.  Reprinted  from  Karafin 
and  Kendall’s  Urology,  Volume  1 in  Practice  of  Sur- 
gery. Quarto  of  180  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1971.  Cloth, 
$8.50. 

Pre-nursing  Course  in  Science.  Third  edition.  By 
John  M.  Munro,  M.A.,  B.Sc.  Octavo  of  152  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams  & 

Wilkins  Company,  1972.  Paper,  $7.00. 

An  Introduction  to  Clinical  Rheumatology.  By  Wil- 
liam Carson  Dick,  M.D.  Duodecimo  of  192  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams  & 

Wilkins  Company,  1972.  Paper,  $7.00. 

Jamieson’s  Illustrations  of  Regional  Anatomy.  Sec- 
tion V Thorax.  Ninth  edition.  Revised  by  Robert 
Walmsley,  M.D.,  and  T.  R.  Murphy,  M.Sc.,  M.D.S. 
Octavo  of  38  pages,  fully  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1972. 
Spiral,  $6.25. 

Aspiration  and  Injection  Therapy  in  Arthritis  and 
Musculoskeletal  Disorders.  A Handbook  on  Tech- 
nique and  Management.  By  Otto  Steinbrocker, 
M.D.,  and  David  H.  Neustadt,  M.D.  Octavo  of  116 
pages,  illustrated.  Hagerstown,  Maryland,  Harper  & 
Row,  Publishers,  1972.  Paper,  $5.95. 

Nutrition  and  its  Disorders.  By  Donald  S.  McLaren, 
M.D.  Duodecimo  of  280  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Paper,  $3.25. 

Anaesthetics  for  Medical  Students.  Seventh  edition. 
By  Gordon  Ostlere,  M.A.,  M.B.,  and  Roger  Bryce- 
Smith,  M.A.,  D.M.  Duodecimo  of  139  pages.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Paper,  $3.00. 
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children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-tO'Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 
MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE.  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U.S.A 


Month  in  Washington 


New  faces  will  be  leading  the  nation’s  major  govern- 
mental health  programs  in  President  Nixon’s  second 
term  in  office.  At  the  helm  of  the  Department  of 
Health,  Education,  and  Welfare  will  be  a new  kind  of 
secretary,  a man  with  a reputation  as  a budget  slasher 
with  a zeal  for  protecting  the  taxpayers’  dollar.  Cas- 
par Weinberger,  nicknamed  “Cap  the  Knife,”  will  be 
the  first  HEW  secretary,  schooled  in  the  money  world 
of  fiscal  prudence.  The  appointment  of  Weinberger  to 
run  the  government’s  social  welfare,  health,  and  educa- 
tional programs  perhaps  marks  the  President’s  most 
daring  cabinet  decision. 

Selection  of  the  fifty-five-year-old  California  lawyer 
seems  to  be  proof  of  the  President’s  intention  to  reverse 
the  tide  of  heavier  Federal  welfare  spending,  to  channel 
more  money  and  responsibilities  to  states  and  locali- 
ties, and  to  steer  away  from  the  European  welfare  state 
concept. 

Weinberger  will  be  moving  to  HEW  from  the  post  of 
director  of  the  White  House  Office  of  Management  and 
Budget,  a cabinet  post  but  one  where  he  was  able  to 
function  in  the  comparative  anonymity  he  has  preferred 
to  date.  At  HEW  he  will  be  thrust  into  the  limelight 
and  in  short  time  will  become  one  of  the  best-known 
public  figures  in  the  nation. 

Despite  its  reputation  as  a wrecker  of  reputations, 
the  HEW  Department  secretaryship  has  served  most  of 
its  occupants  well.  Outgoing  secretary  Elliot  Richard- 
son was  elevated  to  the  more  powerful  and  prestigious 
post  of  defense  secretary.  Abraham  Ribicoff,  who  de- 
spaired of  presiding  over  the  “can  of  worms”  at  HEW, 
found  his  tenure  there  no  handicap  in  his  race  for  the 
Senate. 

Ribicoff  will  be  one  of  the  senators  present  at  the 
Senate  Finance  Committee  confirmation  hearing  in 
January  on  Weinberger’s  nomination.  The  confronta- 
tion between  Ribicoff  and  Weinberger  promises  to  be 
an  interesting  exchange  as  Weinberger  outlines  his 
views  on  his  new  position  and  Ribicoff  contributes  his 
advice.  Few  fireworks  are  expected  at  the  confirma- 
tion hearing.  No  committee  on  Capitol  Hill  is  more 
conscious  of  the  waste  and  duplication  at  HEW  than 
Senate  Finance,  which  has  a membership  considerably 
more  conservative  than  the  Senate  as  a whole.  Wein- 
berger undoubtedly  will  give  a good  picture  of  his  gen- 
eral views  and  philosophies  during  his  appearance.  If 
he  follows  tradition,  a detailed  explication  will  be 
made  at  a news  conference  after  he  is  confirmed  and 
sworn  in  as  HEW  secretary. 

Weinberger  is  no  stranger  to  the  operations  of  HEW. 
At  the  Budget  Office  he  became  well  acquainted  with 
the  finances  of  HEW  and,  in  tandem  with  the  White 
House,  exerted  extraordinary  fiscal  powers  over  Federal 
health  programs.  Weinberger’s  appointment  may  end 
a chafing  dichotomy  between  the  White  House  staff 
and  the  OMB  on  the  one  hand  and  HEW  on  the  other. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


As  a loyal  administration  servant,  Richardson  was  will- 
ing to  put  up  with  the  situation  while  it  lasted,  but  it 
is  doubtful  he  would  have  remained  compliant  much 
longer. 

There  is  little  question  that  Weinberger  is  going  to 
propose  HEW  cuts  that  will  enrage  some  congressmen, 
but  on  the  whole  the  expectation  here  is  that  he  won’t 
be  easily  categorized  except  perhaps  as  a pragmatist. 
He  has  noted,  for  example,  that  more  than  71  per  cent 
of  Federal  expenditures  are  for  things  over  which  the 
administration  has  no  control,  such  items  as  interest 
on  the  national  debt,  Medicare,  and  veterans  compen- 
sation. 

* * * 

John  G.  Veneman,  the  number  two  man  at  HEW, 
has  also  announced  his  resignation,  presumably  with 
an  eye  to  running  for  lieutenant  governor  of  California. 
Veneman  was  a frequent  spokesman  for  HEW  before 
the  Congress  prior  to  becoming  undersecretary  of 
Health,  Education,  and  Welfare  in  1969  at  the  request 
of  then-HEW  secretary  Robert  H.  Finch. 

Frank  C.  Carlucci,  the  former  director  of  the  Office 
of  Economic  Opportunity  who  now  is  deputy  budget 
director,  is  in  line  to  replace  Veneman.  Carlucci  was 
number  two  man  to  Caspar  Weinberger  in  the  OMB. 
Carlucci’s  place  in  the  OMB  will  be  taken  by  Fred 
Malek,  the  Nixon  administration  troubleshooter  who 
now  heads  recruiting  efforts  in  the  reshuffle  taking 
place  before  the  President’s  second  term. 

* * 

Also  departing  from  the  command  line-up  at  HEW 
are  assistant  secretary  for  Health  and  Scientific  Af- 
fairs, Merlin  DuVal,  M.D.,  and  Vernon  Wilson,  M.D., 
chief  of  Health  Services  and  Mental  Health  Adminis- 
tration, the  largest  operating  branch  of  HEW. 

Dr.  DuVal,  whose  resignation  comes  sixteen  months 
after  his  appointment,  returns  to  the  University  of  Ari- 
zona where  he  will  be  vice-president  for  medical  af- 
fairs. Dr.  Wilson  returns  to  the  University  of  Missouri 
Medical  School  after  guiding  HSMHA  since  May, 
1970. 

Dr.  DuVal  believes  that  the  administration  of  health 
programs  has  been  tightened  and  control  over  the  vari- 
ous health  agencies  strengthened  during  his  tenure. 
He  gives  HEW  secretary  Elliot  Richardson  credit  for 
moving  in  this  direction,  although  he  himself  helped 
institute  much  of  the  change.  DuVal  also  significantly 
broadened  HEW’s  health  liaison  with  other  Federal  de- 
partments. Dr.  Wilson  carried  out  a sweeping  reorgan- 
ization of  HSMHA,  focusing  management  in  his  office 
and  among  his  deputies.  He  was  given  high  marks  for 
bringing  order  out  of  an  amorphous  spread  of  agencies. 

In  neither  case  were  the  resignations  of  DuVal  and 
Wilson  the  result  of  any  pressure  from  above.  The  ad- 
ministration wanted  both  physicians  to  stay  on.  The 
departures  of  DuVal  and  Wilson  will  give  new  HEW 

continued  on  page  526 
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secretary  Caspar  Weinberger  two  important  health 
slots  to  fill.  These  slots  in  all  likelihood  will  not  be 
filled  until  after  Weinberger  is  confirmed  by  the  Senate 
and  sworn  into  office,  probably  in  January. 

* * * 

The  firing  of  Robert  Q.  Marston,  M.D.,  Director  of 
the  National  Institutes  of  Health  and  the  only  top 
holdover  from  the  Johnson  Administration,  prompted 
some  angry  reaction  from  Congress  and  stunned  sur- 
prise from  the  medical  academic  community.  No  rea- 
son was  given  for  the  President’s  acceptance  of  Dr. 
Marston’s  proforma  resignation. 

Rep.  Paul  Rogers  (D.,  Fla.),  head  of  the  House 
Health  Subcommittee,  commenting  on  the  Marston 
firing,  said  “every  top  health  administrator  now  has 
either  resigned  or  been  relieved.  This  latest  announce- 
ment precludes  any  hope  of  continuity  in  the  health 
field  on  the  Federal  level  with  more  than  a dozen  piec- 
es of  health  legislation  coming  up.” 

Dr.  Marston  had  built  strong  ties  with  Congress  and 
the  academic  research  community  since  he  succeeded 
James  Shannon,  M.D.,  at  NIH  in  1968.  NIH’s  appro- 
priations rose  to  $2.1  billion,  with  broad  new  programs 
on  cancer  and  heart  research  added  in  the  past  two 
years. 

John  Twiname,  administrator  of  HEW’s  Social  Re- 
habilitation Service  (Medicaid),  also  had  his  proforma 
resignation  accepted  by  the  President. 

* * * 

There  was  no  great  surprise,  however,  when  the 
White  House  announced  the  resignation  of  Jesse  Stein- 
feld,  M.D.,  as  surgeon  general  of  the  Public  Health 
Service.  The  forty-five-year-old  Dr.  Steinfeld,  a career 
PHS  officer  who  has  held  the  Surgeon  General’s  post 
since  1969,  may  be  the  last  man  to  fill  the  position. 
The  Administration  has  made  clear  its  intent  to  abol- 
ish the  PHS’s  Commissioned  Corps.  In  the  past  sever- 
al years  the  surgeon  general  has  been  divested  of  most 
of  his  authority,  and  the  hopes  of  the  PHS  Commis- 
sioned Corps  that  it  might  be  revived  have  faded. 

With  the  massive  resignations  and  firings,  only 
Charles  Edwards,  M.D.,  Food  and  Drug  Administra- 
tion commissioner,  now  remains  of  the  old  guard. 

* * * 

After  sixteen  months  of  deliberation  marred  with 
dissension,  a Federal  advisory  commission  had  decided 
not  to  recommend  any  single  solution  to  the  problem  of 
medical  malpractice  insurance.  The  gist  of  the  divid- 
ed commission’s  report  to  HEW  is  that  a variety  of 
ways  to  modify  malpractice  laws  at  the  state  level 
should  be  explored. 

Nothing  that  will  be  submitted  in  the  commission’s 
final  report  to  the  HEW  secretary  by  the  first  of  the 
year  apparently  would  have  much  effect  on  the  rising 
costs  of  malpractice  insurance,  the  growing  number  of 
claims,  and  the  resulting  impact  on  physicians’  fees. 
Any  hopes  that  some  sort  of  a consensus  might  be  at- 
tained in  the  year  and  a half  since  the  commission’s  for- 
mation were  dashed  at  its  final  meeting  when  members 
aired  their  disagreements  over  various  aspects  of  the 
report. 

The  clash  for  the  most  part  involved  spokesmen  for 
physicians  and  insurance  companies  on  the  one  hand, 
and  lawyers’  groups  and  consumer  organizations  on  the 


other.  A strong  minority  report  was  expected  chal- 
lenging the  brunt  of  the  final  findings. 

The  report  by  the  21-member  committee  is  strictly 
advisory.  The  HEW  secretary  is  not  required  to  make 
any  legislative  proposals  on  the  basis  of  it.  Unless 
HEW  has  some  legislative  recommendations  in  the 
works,  it  appears  doubtful  the  administration  will  seek 
any  changes  in  malpractice  statutes  as  part  of  its  legis- 
lative health  package  this  year. 

One  of  the  more  controversial  findings  of  the  com- 
mission was  the  suggestion  that  the  contingent  fee  sys- 
tem actually  hinders  litigants  with  small  malpractice 
claims  and  a suggestion  that  there  should  be  public 
legal  assistance  for  those  with  small  claims.  The  re- 
port did  not  recommend  abolishment  of  the  contingent 
fee  system. 

Carl  A.  Hoffman,  M.D.,  AMA  President  and  a mem- 
ber of  the  commission,  has  submitted  to  the  commis- 
sion some  forty  pages  of  comments  that  address  them- 
selves to  a number  of  shortcomings  contained  in  the 
report. 

* * * 

The  director  of  the  Federal  Drug  Administration’s 
Bureau  of  Drugs  has  charged  before  a Senate  subcom- 
mittee that  physicians  are  overprescribing  antibiotics, 
resulting  in  an  increased  number  of  “resistant  strains 
of  bacteria  and  an  increased  number  of  superinfec- 
tions.” 

“There  may  be  100  to  300  thousand  cases  each  year 
of  blood  poisoning  from  superinfections,  of  which  30  to 
50  per  cent  are  fatal,”  Henry  E.  Simmons,  M.D.,  tes- 
tified before  the  Senate  Small  Business’  Subcommittee 
on  Monopoly. 

Harry  F.  Dowling,  M.D.,  emeritus  professor  of  medi- 
cine at  the  University  of  Illinois,  said  “it  is  doubtful 
the  average  person  has  an  illness  that  requires  treat- 
ment with  an  antibiotic  more  often  than  once  every 
five  or  ten  years.”  However,  antibiotic  production  has 
needlessly  increased  in  the  past  ten  years,  he  said. 
Calvin  M.  Kunin,  M.D.,  of  the  University  of  Wiscon- 
sin School  of  Medicine,  suggested  that  the  physician’s 
fear  of  failure  to  help  his  patients— stronger  than  his 
fear  of  complications — motivates  him  to  prescribe  anti- 
biotics. 

* * * 

More  than  1,300  persons  have  died  from  narcotics 
abuse  in  New  York  City  this  year,  that  city’s  chief  dep- 
uty medical  examiner  told  a conference  on  the  “Medi- 
cal Complications  of  Drug  Abuse”  sponsored  in  Wash- 
ington by  the  AMA’s  Committee  on  Alcoholism  and 
Drug  Dependence.  Michael  M.  Baden,  M.D.,  said 
that  heroin  addiction  has  become  the  leading  cause  of 
death  among  persons  between  the  ages  of  fifteen  and 
thirty-five  in  New  York.  At  the  same  time,  more  than 
30  per  cent  of  narcotic  deaths  in  the  city  have  been  as- 
sociated with  methadone  use — both  legal  and  illegal, 
Dr.  Baden  said. 

White  House  physician  William  M.  Lukash,  M.D., 
served  as  coordinator  of  the  all-day  conference  that  at- 
tracted more  than  500  physicians  to  the  nation’s  capi- 
tal to  hear  leading  drug  experts  describe  the  problems 
involving  addicts. 

Dr.  Baden  told  the  conference  that  during  the  past 
decade  the  growing  abuse  of  drugs  has  been  reflected 
by  a “marked  increase”  in  narcotic  deaths  (from  109  in 

continued  on  page  528 
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1960),  a decrease  in  the  median  age  of  death  from 
thirty-one  in  1960  to  twenty-three  today,  and  a change 
in  the  pattern  of  drug  abuse  from  heroin  alone  to  mul- 
tiple drugs,  most  recently  methadone. 

“The  drug  addict  seen  today  in  the  emergency  room 
for  an  ‘overdose’  cannot  be  presumed  to  have  taken 
only  heroin — or  heroin  at  all,”  Dr.  Baden  told  the  con- 
ference. “We  see  too  many  addicts  at  autopsy  who 
were  sent  home  after  ‘responding’  to  an  injection  of  na- 
lorphine and  died  shortly  thereafter  because  metha- 
done or  barbiturates  had  also  been  taken.” 

J.  Willis  Hurst,  M.D.,  recent  past  president  of  the 
American  Heart  Association,  told  the  conference  that  a 
preliminary  survey  indicates  that  drug  abusers’ 
contaminated  needles  are  now  one  of  the  leading  causes 
of  bacterial  endocarditis  in  the  nation.  Dr.  Hurst, 
chairman  of  the  Department  of  Medicine  at  Emory 
University  in  Atlanta,  said  that  bacterial  endocarditis, 
an  infection  of  the  heart  lining,  is  a serious  disease  in 
itself,  but  it  also  greatly  increases  a drug  user’s  risk  of 
death  if  he  must  undergo  heart  surgery. 

A panel  of  specialists  on  the  liver  disclosed  that  the 
amount  of  hepatitis  associated  with  drug  abuse  is  still 
rising,  but  that  many  drug  users  display  no  symptoms 
of  the  disease  and  thus  are  able  to  sell  their  diseased 
blood  to  collection  centers. 

* * * 

Methadone  will  be  distributed  only  through  hospital 
pharmacies,  approved  maintenance  programs,  and  cer- 
tain drug  stores  in  rural  areas,  under  newly  tightened 
regulations  announced  by  the  Food  and  Drug  Adminis- 
tration. Effective  immediately,  FDA  is  requiring  pa- 
tients to  have  been  addicted  to  heroin  at  least  two 
years  before  participating  in  a methadone-maintenance 
program.  Enrollment  of  minors  will  be  limited.  Pa- 
tients sixteen  to  eighteen  may  remain  in  current  pro- 
grams, but  no  additional  minors  may  be  admitted  un- 
less a consent  form  is  signed  by  a parent,  legal  guard- 
ian, or  a state-designated  authority. 

The  new  rules  require  patients  of  treatment  centers 
to  take  the  drug  daily  at  the  center,  under  observation, 
for  the  first  three  months.  If  they  show  satisfactory 
progress,  they  will  be  allowed  to  take  home  two-day 
supplies,  and  after  two  years,  three-day  supplies.  The 
new  restrictions  are  necessary  to  curb  “a  growing  prob- 
lem of  abuse  and  diversion  of  methadone,”  said  rep- 
resentatives of  the  FDA. 

While  announcing  the  unique  closed  system  of  meth- 
adone distribution,  FDA  also  said  methadone-market- 
ing permits  of  eight  drug  companies  will  be  revoked. 
“It  is  not  in  the  public  interest,  either  to  withhold  the 
drug  from  the  market  until  it  has  been  proved  safe  and 
effective  under  all  conditions,”  said  FDA  Commission- 
er Charles  C.  Edwards,  M.D.,  “or  to  grant  full  approv- 
al for  unrestricted  distribution,  prescription,  dispen- 
sing, or  administration  of  methadone.” 
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First  aid  for  drunken  drivers  begins  in  your  office. 

\ 1 

Please  send  me  background  material  on  problem  drinkers  that: 
tells  me  what  community  organizations  can  do  to  help;  gives  me 
I data  on  various  alcohol  levels  in  the  blood;  describes  the  latest  I 
I developments  in  breath-testing  methods.  I 

| For  my  patients,  please  send  me  information  to  supplement  | 

| mycounsel.  | 


Name 

M.D. 

Street 

City 

State  Zi 

P 

I I 

Drunk  Driver 
Dept.  M.D. 
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Washington,  D.C.  20013 
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529 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right’’  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  <=Zuxy 
Indianapolis,  Indiana  46206  100204 


31m, 


530 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  488-6100 

COPYRIGHT  1973  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


February  15,  1973  Volume  73  Number  4 

“ Dedicated  to  the  continuing  education  of  the  physician” 


73rd  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  William  Hammond,  M.D.,  Editor  Emeritus 

Alfred  A.  Angrist,  M.D.,  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
Eugene  S.  Dombrowski,  Business  Manager 

PUBLICATION  COMMITTEE 
Albert  H.  Douglas,  M.D.,  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Warren  A.  Lapp,  M.D. 

William  Hammond,  M.D.,  ex  officio  Alfred  A.  Angrist,  M.D.,  ex  officio 


Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 

♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
♦Robert  P.  Whalen,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 
♦Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Vincent  J.  Fontana,  M.D. 
Alfred  Gilman,  Ph.D. 
Carl  M.  Harris,  M.D. 
Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 
♦Ralph  F.  Jacox,  M.D. 


ASSOCIATE  EDITORIAL  BOARD 

Ira  Snow  Jones,  M.D. 
♦James  R.  Jones,  M.D. 
♦Leslie  A.  Kuhn,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 

Richard  H.  Orr,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 
John  F.  Rogers,  M.D. 


General  Information 

Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial,  circulation, 
and  publication  offices:  420  Lakeville  Road,  Lake 

Success,  New  York  11040.  Copyright  1973  by  the 
Medical  Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $3.50  per  year  pay- 
able in  advance.  Single  copies  $0.25.  Back  issues 
will  be  supplied  for  the  past  five  years  at  the  single 
copy  rate  when  available.  Back  issues  prior  to  1955 
are  $2.00  per  copy;  from  1955  to  1965,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent  to 
the  circulation  office,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Old  and  new  addresses 
should  be  included  as  well  as  a statement  whether 
or  not  change  is  permanent.  Six  weeks  is  required 
to  effect  a change  of  address. 

Advertising  Representatives:  United  Media 
Associates,  Inc.,  16  Bruce  Park  Avenue,  Greenwich, 
Connecticut  06830.  Telephone:  203-661-9702. 


531 


Editorials 


Consequences  of  the  practice  of  medicine  by  hospitals 


The  growing  power  of  hospitals  and  their  in- 
creasing encroachment  on  the  relation  of  the  phy- 
sician to  the  patient  and  on  individual  medical 
care,  over  and  above  hospital  care,  can  be  very 
good,  but  it  also  has  great  potential  for  harm. 
The  hospital  is  an  incorporated  body  and  is  pro- 
hibited from  practicing  medicine  per  se;  yet,  in 
truth  many  hospitals  are  actually  doing  so.  In 
fact,  for  some  years  resolutions  have  been  present- 
ed in  several  medical  societies,  including  our  own 
House  of  Delegates,  asking  that  a legal  test  of  this 
growing  tendency  by  hospitals  be  initiated.  Very 
recently  a challenge  of  this  growing  policy  of  the 
hospitals  practicing  medicine  in  California  led  to 
an  opinion  by  the  Attorney  General  of  that  state 
which,  in  effect,  contravenes  such  practice  by  hos- 
pitals. 

In  New  York  State  such  practice  by  hospitals 
has  been  condoned  so  long  and  the  policy  is  so 
deeply  established  that  it  will  be  most  difficult  to 
reverse  the  tide  at  this  juncture.  Even  if  a re- 
straining injunction  were  to  be  obtained,  by  an 
opinion  of  the  Attorney  General,  as  in  California, 
or  by  a suit  ending  in  our  favor,  we  would  gain  lit- 
tle and  that  would  be  temporary.  The  legislature 
would  then  take  action  which  would  expand  the 
powers  of  hospitals  and  make  the  practice  of  med- 
icine by  them  legal  in  the  State,  and  this  would 
be  final.  We  lost  this  fight  long  ago  when  some 
members  of  organized  medicine  denied  the  plea  by 
pathologists  that  diagnostic  frozen  sections  not  be 
considered  a hospital  service  as  such,  but  rather  a 
personal  consultative  service  by  the  pathologist, 
as  an  individual  practicing  physician.  When  Blue 
Shield  took  this  action  at  the  behest  of  our  surgi- 
cal colleagues  and  the  frozen  section  was  made  a 
hospital  service,  paid  for  by  Blue  Cross  and  not  by 
Blue  Shield,  then  and  there  this  fight  was  lost. 
Pathologists  then  prophesied  that  this  usurpa- 
tion of  a personal  service  to  the  patient  would  ex- 
tend to  other  services;  this  has  come  to  pass;  it 
was  first  the  electrocardiogram,  and  then  the  x- 
ray,  and  then  what  we  have  today,  all  branches  of 
surgery  and  medicine.  Now  this  encroachment  is 
an  established  fact,  and  it  will  take  a basic  revolu- 
tion in  medicine  to  reverse  this  fait  accompli. 

There  is  little  doubt  but  that  the  most  scientific 
and  probably  the  best  medical  care  today  can  still 


be  obtained  in  large  university  and  community 
hospitals,  with  their  large  staffs;  many  full-time 
hospital-based  physicians  committed  to  patient 
care,  teaching,  and  research  in  proper  balance; 
large  and  capable  well-supervised  intern  and  resi- 
dent staffs;  and  a well-organized  teaching  and 
training  program.  That  is  to  the  good. 

The  potential  for  harm  has  several  facets. 
There  is  the  singular  disruption  of  the  meaning- 
ful physician-patient  relationship.  For  the  per- 
sonal patient-physician  interrelation,  hospital 
practice  of  medicine  substitutes  a large  imperson- 
al organization.  The  physician  becomes  a subju- 
gated cog  on  the  wheel;  the  danger  to  the  indepen- 
dence and  character  of  the  hospital-based  physi- 
cian has  been  detailed  in  the  editorial  of  the  De- 
cember 15,  1972,  issue  of  the  Journal.  The  pa- 
tient often  becomes  a lost  soul  in  the  shuffle  and 
the  recipient  of  more  science  and  less  empathy. 

In  effect  a complete  reorganization  of  medical 
care  has  resulted,  with  the  hospital  central  to  it 
all.  An  incidental  result  has  been  a change  in  the 
meaning  of  “informed  consent”  with  an  inherent 
distortion  of  the  truth.  This  is  particularly  true 
as  to  exactly  who  operates  on  the  patient.  As  a 
result,  aberrations  develop  in  our  ethical  code 
with  serious  impact  on  our  morals  too.  This  fur- 
ther lowers  the  stature  of  the  physician  and  his 
professional  status. 

A patient  is  told  by  her  private  physician  that 
her  cataract  is  ripe,  and  she  contracts  with  him  to 
have  it  removed.  A patient  has  appendicitis,  and 
her  physician  consults  with  her  surgeon,  who  con- 
firms the  diagnosis.  The  patient  agrees  to  be  op- 
erated on  by  the  surgeon,  whom  she  may  know 
quite  well.  Whether  each  patient  will  be  operated 
on  by  the  individual  surgeon  of  her  choice  is  now  a 
moot  question,  despite  the  specific  contracts  that 
have  been  made  to  this  effect.  There  is  the  para- 
dox; the  fact  is  that  the  better  the  hospital,  the 
more  likely  it  is  that  somebody  else  will  operate. 
The  reason  is  that  the  hospital  where  the  surgeon 
works  is  an  excellent  one  and  has  a good  teaching 
and  training  program;  as  a result,  more  likely 
than  not,  each  operation  will  be  turned  over  to  the 
house  staff,  usually  a senior  resident. 

This  used  to  be  true  for  only  ward  patients,  but 
it  is  now  common  practice  for  the  resident  to  op- 
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erate  on  private  patients  too.  More  than  just 
subtle  pressure  is  brought  to  bear  on  the  surgeon, 
full-  or  part-time,  to  allow  his  own  private  patient 
to  be  included  in  the  teaching  program.  This  is 
practically  taken  for  granted  for  the  full-time 
staff.  The  physician  submits  gracefully  if  he 
wishes  to  remain  on  the  staff.  Of  course,  the  con- 
tracting physician  has  confidence  in  the  resident. 
In  fact,  sometimes  he  has  so  much  confidence  that 
he  may  not  enter  the  operating  room,  or  he  may 
leave  soon  after  the  operation  starts,  leaving  the 
rest  to  the  resident.  The  resident  dictates  the 
findings  and  the  procedure  of  the  operation,  and 
the  private  physician  signs  the  typed  dictation 
and,  thus,  becomes  the  surgeon  of  record.  This 
permits  him  to  collect  the  full  fee,  which  the  full- 
time physician  then  usually  turns  over  to  the  hos- 
pital. 

The  crux  of  the  problem  arises  from  the  fact 
that  the  arrangements  between  the  patient,  the 
private  physician,  and  the  resident  in  the  hospital 
remain  sub  rosa.  The  patient,  the  most  impor- 
tant person,  is  not  informed  of  the  whole  story, 
that  is,  exactly  what  is  going  to  happen  in  the 
operating  room.  Of  course,  a patient  who  is  un- 
conscious during  the  operation,  and  this  is  true  for 
most,  cannot  know  what  actually  happens  in  the 
operating  room. 

What  was  related  thus  far  is  close  to,  if  not  ac- 
tually the  equivalent  of,  “shadow  surgery” — once 
a serious  heinous  offense.  Some  have  equated  the 
present  abuse  to  this  “ghost”  surgery  of  old,  al- 
though now  mitigating  circumstances  exist  and 
the  practice  is  much  less  reprehensible,  because 
there  is  less  danger  to  the  patient.  In  the  old 
days  “ghost”  surgery  developed  because  inexper- 
ienced physicians  also  sought  training  and  experi- 
ence by  this  “short-cut.”  The  procedure  was  for 
a physician  to  contract  with  a patient  to  perform 
a surgical  procedure  which  he  was  really  unquali- 
fied to  do.  He  would  engage  a surgeon,  often  a 
capable  one,  to  assist  him  or  do  the  procedure  if 
any  difficulty  was  encountered.  This  also  was 
done  without  informing  the  patient.  The  helping 
surgeon  would  remain  in  the  “shadows”;  the  origi- 
nal physician  seeking  training  would  be  the  physi- 
cian of  record  and  collect  the  fee,  which  he  too 
might  pocket  or  turn  over  to  his  helpmate  sur- 
geon, quite  improper  in  either  event.  The  original 
physician  gained  knowledge,  training,  and  experi- 
ence; in  time  he  often  even  became  a surgeon, 
good,  bad,  or  indifferent.  Here,  too,  these  private 
professional  arrangements  strained  and  distorted 
the  truth.  The  question  now  is:  does  our  present 
most  commendable  desire  to  train  the  house  staff 
justify  stretching  the  truth  as  we  now  do?  Why 
cannot  the  patient  be  told  the  truth?  If  this  can- 
not be  done,  then  there  is  something  wrong  with 
what  we  do. 

If  the  patient  is  not  told  all,  then  veracity  is 


lacking.  The  fact  that  the  contracted  fee  goes  to 
the  hospital,  and  not  to  the  physician  directly, 
does  not  alter  the  fundamental  impropriety  of 
such  arrangements.  The  salary  paid  the  full-  or 
part-time  physician  depends  on  such  fees;  the  in- 
come of  the  hospital-based  physician  often  relates 
to  such  fees,  directly  and  indirectly.  Nor  does  the 
need  for  the  use  of  private  cases  for  the  residency 
training  justify  such  liberties  with  the  truth, 
whether  expressed  or  implied. 

The  free-lance,  fee-for-service  practitioner 
would  prefer  to  do  his  own  work  on  his  own  pa- 
tient in  his  own  way,  but,  as  noted,  he  usually 
submits  to  the  pressures  from  the  administration, 
medical  boards,  and  other  concurrences.  There- 
fore, he  often  does  not  do  the  complete  surgical 
procedure  on  his  own  patient.  Yet,  he  pockets 
the  fee;  he  has  little  choice;  also  he  signs  a state- 
ment which  is  not  exactly  so.  All  physicians  must 
cooperate  to  make  possible  the  all-important  edu- 
cational and  training  program  for  the  house  staff. 
It  is  important,  indeed,  for  it  is  the  training  pro- 
gram that  attracts  good  interns  and  residents  to 
the  hospital.  Patients  ultimately  gain  a great 
deal  from  this  kind  of  arrangement;  it  may,  in  a 
manner,  be  a real  advance  in  medical  organiza- 
tion, if  adequate  safeguards  prevail. 

The  transfer  of  actual  performance  of  the  opera- 
tive procedure  to  the  resident  has  always  existed 
with  “free”  ward  patients.  In  the  past  this  oc- 
curred to  a much  lesser  extent  with  private  pa- 
tients, and  always  there  was  continued  direct  su- 
pervision. It  is  the  loss  of  the  ward  case — the  free 
case — because  of  the  widespread  insurance  cover- 
age that  now  prevails,  and  the  advent  of  Medicare 
and  Medicaid,  that  has  crystallized  this  problem. 
These  innovations  for  payment  of  medical  care 
have  taken  nearly  all  patients  out  of  the  free 
wards  into  the  private  category.  Medical  care  has 
been  defined  now  as  a right,  and  practically  all 
patients  now  can  choose  their  own  private  physi- 
cian. It  is  this  new  salutary  development  which 
has  created  the  present  untenable  situation,  based 
as  it  is  now  on  liberties  with  the  truth,  disruptions 
of  our  moral  and  ethical  codes,  and  of  malpractice 
insurance  coverage. 

If  the  contracting  surgeon  and  the  resident  are 
both  covered  by  the  hospital  for  malpractice  in- 
surance, the  situation  may  be  less  complex  than  if 
the  surgeon  has  his  own  insurance.  Who  is  re- 
sponsible for  the  defense  and  for  any  award  in  the 
event  of  a suit?  Does  not  the  added  problem  of 
“breech  of  contract”  exist?  All  this  promises  to 
make  the  already  most  difficult  problem  of  mal- 
practice worse  than  ever. 

While  we  are  wrestling  with  these  problems,  we 
really  should  also  set  the  record  straight  about 
other  hospital  financial  matters.  The  Blue  Cross 
formula  for  reimbursement  to  hospitals  for  per 
diem  care  now  includes  a factor  for  the  number  of 


February  1 5,  1 973  / New  York  State  Journal  of  Medicine  533 


full-time  physicians.  If  these  physicians  take  care 
of  patients  and  do  administrative  chores  full  time, 
no  one  can  find  fault  with  such  payment  to  the 
hospital.  However,  when  full-time  men  spend  a 
good  deal  of  their  effort  doing  research  and  teach- 
ing and  traveling,  attending  meetings,  and  taking 
sabbaticals,  then  the  question  of  why  the  patient 
should  pay  for  all  this  in  their  premium  structure 
warrants  serious  consideration.  All  this  is  one 
reason  for  the  sky-rocketing  per  diem  hospital 
costs  to  the  patient,  reflected  in  ever-increasing 
premium  rates.  Should  not  the  salaries  for  physi- 
cians in  research  only,  and  of  all  technical  person- 
nel not  involved  in  patient  care,  as  well  as 
supplies  and  equipment  for  research,  be  covered 
by  other  means  than  the  patients’  fees?  Research 
and  training  grant  support  would  seem  more  ap- 
propriate. 

One  should  admit  that  the  line  between  research 
and  service  is  not  a sharp  one  and  what  is  research 
today  is  service  tomorrow,  with  great  benefits  to 
the  patient,  and  there  often  is  a transitional  period 
when  they  both  overlap.  Also,  research  is  a vital 
stimulus  to  better  patient  care.  One  might  ask 
similar  questions  about  the  cost  of  teaching  and 
training  programs.  All  of  these  activities  are 
needed  in  a hospital,  in  fact,  are  imperative;  but 


should  not  the  sources  for  such  endeavors  be  stated 
specifically,  openly,  and  honestly  for  all  to  know 
and  to  see?  Surely,  the  proper  bookkeeping  could 
be  done  with  or  without  computers. 

If  truth  does  not  prevail  in  the  hospital,  then  we 
are  building  all  medical  care  and  hospital  practice 
on  quicksand,  in  lieu  of  a firm  and  stable  founda- 
tion. Both  the  ace  of  spades  and  the  king  of  dia- 
monds are  good  cards;  both  can  win,  but  they  are 
not  identical.  The  time  has  come  for  a spade  to 
be  called  a spade  in  all  of  our  hospital-physician- 
patient  relationships;  it  is  time  that  the  facts  be 
made  fully  known;  it  is  time,  indeed,  that  the 
present  improper  situation  be  corrected  by  an  ap- 
propriate, permanent  solution,  which  will  be  ben- 
eficial to  patients,  physicians,  and  hospitals.  We 
may  be  pleasantly  surprised.  A properly  in- 
formed and  fully  reassured  patient  may  agree  to 
having  the  resident  operate.  Who  shall  collect 
the  fee  can  also  be  resolved  in  a satisfactory,  ethi- 
cal manner.  To  continue  as  we  are  is  wrong. 
There  must  be  no  subterfuge.  Progress  always 
makes  changes  imperative.  The  required  adjust- 
ments and  changes  must  be  made;  there  is  no  al- 
ternative. The  truth,  and  nothing  but  the  truth, 
must  prevail  in  hospital  practice,  as  it  must  ev- 
erywhere else  in  medicine. 
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Myoglobinuria  may  occur  in  a variety  of  circum- 
stances that  involve  the  phenomena  of  muscular 
necrosis.1-6 

Etiologic  classification  of  myoglobinuria 

I.  Direct  trauma  to  muscle 

A.  Crush  syndrome6 

1.  Trauma,6  including  surgical7 

2.  Prolonged  pressure  on  extremity8,9 

B.  Ischemic  necrosis 

1.  Arterial  occlusion  of  extremity,10,11  heart12 

2.  Carbon  monoxide  poisoning13 

II.  Indirect  trauma  to  muscle 

A.  Unusually  strenuous  exercise3,14  17 

1.  Squat  jump  syndrome 

2.  March  myoglobinuria 

3.  Anterior  tibial  syndrome 

B.  Heat  stroke15  17 

C.  Convulsion,  electric  shock  therapy3 

D.  Electrical  injuries3 

III.  Inflammatory  and  degenerative  disease  of  muscle18 
muscle18 

A.  Polymyositis19 

B.  Dermatomyositis1,19 

C.  Muscular  dystrophy20 

D.  Lupus  erythematosus  cell  positive  associated 
myopathy21 

IV.  Specific  poisons  and  pharmacologic  agents 

A.  Alcohol2,22  24 

B.  Barbiturates24 

C.  2-4  dichlorophenoxyacetic  acid25 


Two  cases  of  myoglobinuria  and  severe  renal  failure 
requiring  dialysis  are  presented.  One  patient  had 
an  especially  massive  and  protracted  diuretic  phase. 
The  management  of  these  patients  with  special 
reference  to  the  fluid  and  electrolyte  therapy  during 
the  different  stages  of  their  renal  failure  is  discussed. 
The  classification  and  causes  of  the  myoglobinuric 
syndrome  are  reviewed. 


D.  Haffs  disease19 

E.  Succinylcholine26 

F.  Licorice27 

G.  Seasnake  bite1,19 

V.  Metabolic 

A.  Phosphorylase  deficiency  (McArdle’s)28,29 

B.  Myopathy  with  abnormal  glucose  tolerance30 

C.  Myopathy  with  defect  in  Krebs’  cycle31 

D.  Myopathy  with  defect  in  low  chain  triglycer- 
ides32 

E.  Diabetic  acidosis1,19 

F.  Hypokalemia1,19,27 

VI.  Infections4 

A.  Bacterial4,33 

B.  Viral34,35 

C.  Parasitic19 

VII.  Idiopathic  (primary)1,4,5,36  42 

VII.  Other,  regional  enteritis43 

Rhabdomyolysis,  with  release  of  myoglobin 
from  the  muscle  cell,  is  caused  by  any  process 
which  disrupts  the  integrity  of  the  muscle-cell 
membrane  resulting  in  the  release  of  its  cellular 
contents  into  the  circulation.2  Actual  anatomic 
breakdown  of  the  muscle-cell  membrane  produc- 
ing histologic  evidence  of  necrosis  need  not  occur, 
but  an  alteration  of  the  permeability  of  the  mus- 
cle-cell membrane  without  necrosis  may  be  suffi- 
cient to  release  intracellular  contents.2  When  the 
integrity  of  the  muscle-cell  membrane  is  disrupt- 
ed, the  leakage  is  not  selective  to  myoglobin;  other 
protein  and  nonprotein  components  of  muscle  also 
are  released  into  the  circulation.  Such  substances 
include  creatine,  SGOT  (serum  glutamic  oxalo- 
acetic transaminase)  LDH  (lactic  dehydrogenase), 
succinic  dehydrogenase,  aldolase,  CPK  (creatine 
phosphokinase),  adenosine  triphosphatase,  glu- 
cose, and  potassium.1,3,4 

The  presence  of  myoglobin  in  the  urine  causes  a 
discoloration  of  the  urine  which  may  be  described 
as  tea  or  coffee  colored,  red,  brown,  or  even  black. 
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Many  other  pigments,  including  hemoglobin,  por- 
phyrin, and  bilirubin,  also  cause  a similar  discol- 
oration of  the  urine,  but  confusion  is  most  likely 
to  occur  with  hemoglobin  since  both  give  a ben- 
zidine-positive reaction.  Ultimately,  the  identifi- 
cation of  myoglobin  in  the  urine  is  made  by  spe- 
cific spectroscopic,  electrophoretic,  or  immune 
studies.  However,  the  difference  in  their  binding 
to  serum  proteins  might  be  useful  in  differentiat- 
ing hemoglobinuria  from  myoglobinuria.  When 
the  concentration  of  plasma  hemoglobin  exceeds 
125  mg.  per  100  ml.,  the  haptoglobins  are  saturat- 
ed and  the  free  hemoglobin  is  filtered  by  the  kid- 
ney and  appears  in  the  urine.  Myoglobin,  how- 
ever, is  found  in  the  urine  when  its  plasma  con- 
centration is  greater  than  25  mg.  per  100  ml. 
Since  both  pigments  become  visible  in  the  serum 
at  a concentration  of  40  mg.  per  100  ml.,  it  is  evi- 
dent that  myoglobin  may  be  seen  in  the  urine  be- 
fore it  colors  the  serum,  while  hemoglobin  must 
color  the  serum  before  it  spills  over  into  the 
urine.5 

When  acute  renal  failure  is  associated  with 
myoglobinuria,  the  prognosis  usually  depends  on 
the  underlying  cause  of  the  myoglobinuria.  In 
this  report  2 cases  of  myoglobinuria  with  acute 
renal  failure  are  presented,  and  etiologic  factors 
and  management  are  discussed. 

Case  reports 

Case  1.  A thirty-seven-year-old  white  male  sus- 
tained a fracture  of  the  right  tibia  and  fibula  in  a 
skiing  accident  ten  days  prior  to  admission.  Because 
of  multiple  unsuccessful  attempts  at  closed  reduction, 
he  was  admitted  to  St.  Luke’s  Hospital  Center  for  open 
reduction.  On  admission  his  physical  examination  re- 
sults were  unremarkable  except  for  his  fracture.  A 
complete  blood  count  and  urinalysis  were  within  nor- 
mal limits.  During  the  internal  fixation  of  the  fracture 
a tourniquet  was  placed  on  the  right  thigh  for  4.5  hours 
for  hemostasis.  Immediately  postoperatively  the  circu- 
lation was  described  as  excellent.  Several  hours  later 
the  right  foot  was  noted  to  be  cold,  edematous,  and  an- 
esthetic; no  pulse  was  felt  below  the  right  femoral  ar- 
tery. 

The  next  day  an  exploration  of  the  right  femoral, 
popliteal,  and  posterior  tibial  arteries  revealed  flaccid 
pulseless  arteries  without  thrombus  formation;  the 
muscles  were  edematous  and  necrotic.  During  the  pro- 
cedure the  patient  developed  severe  peripheral  cya- 
nosis, became  acidotic  (arterial  pH  7.2),  and  passed 
dark  brown  urine  followed  by  severe  oliguria.  Labora- 
tory data  at  the  onset  of  his  renal  failure  are  shown  in 
Table  I.  The  oliguria  did  not  respond  to  mannitol  or 
to  1 Gm.  of  intravenous  furosemide.  Peritoneal  dialy- 
sis was  started  immediately  to  control  the  acidosis  and 
hyperkalemia,  and  he  was  switched  to  intermittent 
hemodialysis  on  his  eighth  postoperative  day.  Hemo- 
dialysis was  continued  until  he  went  into  a diuretic 
phase  on  his  twenty-second  postoperative  day.  On  the 
fourth  postoperative  day  the  patient  underwent  an  am- 
putation of  his  right  leg  at  the  knee  because  of  nonvia- 


TABLE  I.  Clinical  and  laboratory  data  at  onset 
of  myoglobinuria 


Variable 

Case  1 

Case  2 

Sex 

M 

M 

Age  (years) 

37 

20 

Cause  of  myoglobinuria 

Ischemic  injury  to  leg 

Vigorous  exercise 

Past  history  of 
myoglobinuria 

Negative 

Positive 

Initial  symptoms 

Cold,  cyanotic  extremity, 
dark  urine 

Muscle  pain, 
fever,  vomiting, 
dark  urine 

Creatinine  phospho- 
kinase  (international 
units) 

1,400 

12,400 

Serum  glutamic  oxalo- 
acetic transaminase 
(international  units 

430 

4,640 

Blood  urea  nitrogen 
(mg.  per  100  ml.) 

32 

14 

Potassium 

(mEq.  per  liter) 

6.5 

5.5 

Urine  myoglobin 

Not  done 

Positive 

ble  muscle.  The  rest  of  his  hospital  course  was  unre- 
markable except  for  a Klebsiella  pneumonia  of  the 
right  lower  lobe  which  was  treated  with  chlorampheni- 
col (Table  II).  He  was  discharged  on  his  thirty-fifth 
postoperative  day  with  a blood  urea  nitrogen  of  16  and 
a serum  creatinine  of  1.1  mg.  per  100  ml.;  creatinine 
clearance  was  73  cc.  per  minute.  He  has  been  fitted 
with  a prosthesis,  has  returned  to  work,  and  has  contin- 
ued to  ski.  Serum  and  urine  studies  for  myoglobin  and 
hemoglobin  were  obtained  but  lost. 

Case  2.  A twenty-year-old  white  male  of  Italian  ex- 
traction was  in  excellent  health  until  three  years  prior 
to  admission  when  he  had  noted  several  episodes  of  se- 
vere muscle  cramps  in  his  calves  and  thighs  after 
strenuous  exercise  in  gym  class.  There  was  no  family 
history  of  any  neuromuscular  disease.  On  September 
12,  1970,  he  had  a repetition  of  the  muscle  cramps  after 
18  holes  of  golf,  followed  over  the  next  four  hours  by 
passing  of  brown  urine,  vomiting,  fever,  and  myalgias. 
The  urine  and  his  symptoms  cleared  over  the  next  two 
days.  He  was  well  until  six  weeks  later,  when  forty- 
eight  hours  after  a physically  strenuous  episode  (chang- 
ing his  car  battery)  he  awoke  with  diffuse  muscle 
pains,  vomited,  and  passed  brown  urine.  Because  of 
severe  shortness  of  breath  he  was  admitted  to  another 
hospital  where  he  was  noted  to  have  a temperature  of 
101°F.  and  to  be  tachypneic  with  shallow  respirations 
requiring  the  use  of  his  accessory  respiratory  muscles. 
The  rest  of  his  vital  signs  and  the  physical  examina- 
tion results  were  unremarkable  including  absence  of 
muscle  tenderness  and  normal  muscle  strength. 

Laboratory  data  included  normal  hemoglobin,  hem- 
atocrit, and  white  blood  cell  count,  but  there  was  a 
marked  shift  to  the  left  on  the  differential  count.  His 
blood  urea  nitrogen  was  14  mg.  per  100  ml.,  CPK  was 
12,400,  SGOT  4,640  and,  LDH  2,240  international  units. 
The  urine  contained  myoglobin  according  to  the 
ammonium  sulfate  solubility  test  result  (Table  I). 
Over  the  next  five  days  the  patient  became  oliguric 
and  his  blood  urea  nitrogen  rose  to  143  mg.  per  100  ml. 
Evidence  of  congestion  developed  with  an  increase  in 
blood  pressure,  dyspnea,  and  a third  heart  sound  gallop 
for  which  he  was  digitalized.  On  his  ninth  hospital 
day  he  vomited  and  aspirated.  A tracheostomy  was 
performed,  and  he  was  placed  on  a respirator  because 
of  poor  respiratory  effort  and  difficulty  in  handling  his 
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TABLE  II.  Course  of  renal  failure,  complications, 
and  outcome 


Variable 

Case  1 

Case  2 

Day  of  onset  of 

2 

5 

oliguria 

Duration  of  oliguria 

20 

4 

(days) 

Number  and  type  of 

Peritoneal  dialysis 

Peritoneal  dialysis 

dialysis 

3 days,  hemodialysis 
5 days 

4 days 

Duration  of  diuretic 

13 

36 

phase  (days) 

Maximum  urine  output 

6 

40 

during  diuresis 
(liters  per  day) 

Complications 

Amputation  of  right 
leg  at  knee, 
Klebsiella  pneu- 
monia 

Respiratory  muscle 
involvement  needing 
respiratory  assis- 
tance; aspiration 
pneumonia  with 
Bacterium  alcali- 
genes; second  attack 
of  myoglobinuria 
during  shaking  chills. 
Pseudomonas  pneu- 
monia, and  septi- 
cemia 

Outcome 

Recovered  normal 
renal  function 

Recovered  normal  renal 
function 

secretions.  He  was  transferred  to  St.  Luke’s  Hospital 
Center  on  November  5,  1970,  for  management  of  his 
renal  failure. 

On  admission  his  temperature  was  102°F..  blood 
pressure  was  140/90  mm.  Hg,  pulse  120  per  minute  and 
regular,  and  his  respiratory  rate  was  15  per  minute  on  a 
respirator.  There  were  decreased  breath  sounds  in  the 
left  lower  lung  posteriorly,  and  a third  heart  sound  gal- 
lop was  heard  over  the  precordium.  Neurologic  exami- 
nation results  were  completely  normal.  Laboratory 
studies  revealed  a hematocrit  of  36,  a white  blood  cell 
count  of  15,700  per  cubic  millimeter  with  a shift  to  the 
left  on  differential  examination;  serum  sodium  139 
mEq.,  potassium  5.5  mEq.,  chlorides  72  mEq.,  and 
carbon  dixoide  25  mEq.  per  liter;  blood  urea  nitrogen 
280  and  serum  creatinine  24.4  mg.  per  100  ml.;  LDH 
1,500  and  CPK  2,500  international  units;  and  serum 
albumin  2.9  Gm.  per  100  ml.  There  was  an  increase  in 
alpha-2-macroglobulin  and  borderline  normal  serum 
complement.  His  urinalysis  and  liver  chemistry  were 
normal,  and  his  urine  was  negative  for  myoglobin. 

In  spite  of  a urine  output  of  50  to  100  cc.  per  hour, 
peritoneal  dialysis  was  started  and  continued  over  the 
next  four  days  (Table  II).  He  was  also  placed  on  4 
Gm.  of  sodium  cephalothin  (Keflin)  intravenously  per 
day.  The  patient  went  into  the  diuretic  phase  of  his 
acute  renal  failure  on  his  fourth  hospital  day.  His 
urine  output  gradually  increased  to  greater  than  10  L. 
per  twenty-four  hours  from  the  eleventh  through  the 
thirty-ninth  hospital  days,  reaching  a maximum  of  40 
L.  per  twenty-four  hours  (Table  II).  The  urine  osmol- 
ality during  the  diuretic  phase  was  always  equal  to  or 
slightly  greater  than  the  serum  (377/287  and  364/283), 
the  ratio  never  being  greater  than  1.5;  1.  Urinary  sodium 
concentrations  were  between  70  and  100  mEq.  per  liter 
with  urinary  potassium  concentrations  between  10  and 
20  mEq.  per  liter.  The  patient  required  two  intrave- 
nous sites  to  keep  up  with  his  urine  output.  He  was 
replaced  most  of  the  time  by  \ normal  saline  with  15 
mEq.  of  potassium  chloride  per  liter  cubic  centimeter 
for  cubic  centimeter  of  his  urine  output  plus  500  cc. 
dextrose,  5 per  cent  in  water  per  twenty-four  hours,  for 


insensible  water  loss.  He  was  weighed  twice  daily,  and 
his  serum  electrolytes  were  drawn  every  six  hours  dur- 
ing the  peak  of  his  diuresis.  During  his  hospital  course 
careful  attempts  were  made  to  cut  back  on  his  fluid  by 
50  to  100  cc.  per  hour,  but  the  patient  would  begin  to 
develop  a tachycardia  after  eight  to  ten  hours  before 
any  decrease  in  his  urine  output  could  be  noted. 
When  this  occurred  he  was  replaced  again,  cubic  cen- 
timeter for  cubic  centimeter.  These  attempts  were 
made  every  two  to  three  days.  The  diuretic  phase  fi- 
nally subsided  by  the  fortieth  hospital  day,  the  ratio  of 
urine  to  serum  osmolalitv  at  that  time  was  1.9:1  (551/ 
292). 

On  his  third  hospital  day  the  patient  had  a fever  of 
103°F.;  the  chest  roentgenogram  revealed  a right  lower 
lobe  infiltrate,  with  sputum  cultures  growing  out  Bac- 
terium alcaligenes  sensitive  to  Chloromycetin.  He  be- 
came afebrile  on  Chloromycetin  only  to  have  his  tem- 
perature spike  again  on  his  fourteenth  hospital  day 
after  removal  of  his  tracheostomy  tube.  Pseudomonas 
aeroginosa  was  grown  out  of  the  blood,  and  the  patient 
was  placed  on  gentamicin,  150  mg.  per  day.  He  re- 
mained afebrile  on  this  regimen  until  his  twenty-fourth 
hospital  day,  when  his  temperature  spiked  up  to  105°F. 
All  cultures  at  that  time  were  negative.  The  gentami- 
cin was  increased  to  180  mg.  per  day  and  carbenicillin. 
20  Gm.  per  day,  was  added.  While  on  the  cooling  blan- 
ket on  the  twenty-sixth  hospital  day  he  had  shaking 
chills  followed  by  diffuse  muscle  aches  and  passing  of 
red  urine,  with  a decrease  in  his  urine  output  from  700 
to  100  cc.  per  hour.  He  then  became  anuric  for  two 
hours;  he  was  immediately  given  some  mannitol  and 
furosemide,  and  his  urine  output  increased  to  500  cc. 
per  hour.  His  urine  remained  red  and  positive  for 
myoglobin  over  the  next  forty-eight  hours,  and  his 
muscle  enzymes  again  became  markedly  elevated.  He 
became  afebrile  on  the  antibiotic  regimen;  it  was 
discontinued  after  ten  days.  The  patient  was  dis- 
charged on-  his  forty-sixth  hospital  day  with  normal 
renal  function.  Muscle  biopsy  done  on  his  fourth  hos- 
pital day  was  normal  under  light  and  electron  micros- 
copy; histoenzymologv  was  also  normal.  The  patient 
has  been  well  without  repeated  episodes  of  myoglo- 
binuria for  fourteen  months.  He  has  been  advised  to 
avoid  any  undue  exertion,  extreme  temperatures,  alco- 
hol, and  barbiturates. 

Comment 

Both  these  patients  suffered  episodes  of  myoglo- 
binuria associated  with  acute  renal  failure.  Al- 
though myoglobin  was  not  determined  in  the 
urine  of  the  first  patient,  the  history  of  severe 
muscle  trauma  and  ischemia  and  the  finding  of 
dark  brown  urine  are  quite  suggestive.  The  second 
patient  falls  in  the  category  of  idiopathic  myoglo- 
binuria. The  diagnosis  of  myoglobinuria  depends 
on  the  clinical  setting  and  the  finding  of  myoglo- 
bin in  the  urine. 

The  etiologic  classification  of  myoglobinuria  has 
already  been  outlined.  Direct  trauma  to  muscle 
causing  myoglobinuria  has  been  reported  fol- 
lowing crushing  injuries  and  in  alcoholics  and 
drug  addicts  who  have  had  prolonged  episodes  of 
unconsiousness,  the  crushing  force  being  the 
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weight  of  the  patient's  body  on  the  extremities. 6~8 
Ischemic  necrosis  of  muscle  with  myoglobinuria 
(Case  1)  is  reported  following  occlusion  of  a major 
artery  and  with  carbon  monoxide  intoxica- 
tion.10-11,13  Myoglobinuria  is  noted  quite  frequent- 
ly after  an  acute  myocardial  infarction  but  rarely 
assumes  clinical  significance.12 

Indirect  trauma  to  muscle  is  a term  used  arbi- 
trarily to  include  those  cases  of  myoglobinuria 
which  have  followed  unusually  strenuous  exercise 
in  unconditioned  individuals.  Military  recruits 
have  provided  the  majority  of  such  cases  which 
have  been  referred  to  by  various  names  as  squat - 
jump  syndrome,  anterior  tibial  syndrome,  and 
march  myoglobinuria.3,14 ~ 17  Within  a few  hours 
after  the  initial  performance  of  strenuous  exercise, 
the  typical  patient  in  this  category  develops  swell- 
ing and  pain  of  the  involved  muscles  preceding  or 
concomitant  with  the  passage  of  dark  urine. 
There  may  also  be  a low-grade  fever,  malaise, 
nausea,  and  vomiting.  Most  patients  recover  in  a 
few  days  with  supportive  therapy  and  rest.  Se- 
vere cases  may  go  into  acute  renal  failure.  The 
urine  shows  any  combination  of  myoglobinuria, 
hemoglobinuria,  proteinuria,  granular  casts,  red 
blood  cells,  and  white  blood  cells.16  Serum  chem- 
istries show  elevation  of  the  muscle  enzymes  and 
the  effects  of  renal  failure  when  it  occurs.  Muscle 
biopsies  from  the  affected  areas  show  edema  of  the 
muscle  fibers  and  adjacent  connective  tissue  with 
red  cells  scattered  diffusely  and  in  clumps 
throughout  the  connective  tissue.16  The  hemoly- 
sis of  these  cells,  and/or  intravascular  hemolysis 
secondary  to  the  release  of  toxins  and  hemolysins 
from  the  damaged  muscle,  may  be  the  origin  of 
the  hemoglobinuria. 16  After  recovery  there  is  no 
residual  muscle  atrophy  or  weakness,  and  resump- 
tion of  the  same  exercises  do  not  cause  reappear- 
ance of  the  muscular  symptoms.  This  suggests 
that  some  adaptive  changes  to  exercise  have  oc- 
curred in  the  muscle  which  made  it  more  tolerant 
to  greater  exertion.16 

Heat  stroke  victims  also  have  been  reported  to 
develop  myoglobinuria  with  acute  renal  fail- 
ure.16,17 This  situation  is  more  complex  regarding 
the  renal  effects,  since  in  addition  to  rhabdomyol- 
vsis,  the  effects  of  severe  hyperthermia,  intravas- 
cular coagulation,  microangiopathic  hemolysis, 
shock,  and  dehydration  must  all  be  considered. 

Myoglobinuria  has  also  been  observed  in  pa- 
tients after  convulsions  and  electric  shock  therapy 
and  in  patients  sustaining  electrical  injuries.1  It 
is  not  known  if  it  is  the  electrical  current  acting 
on  the  muscle  cells  directly  or  whether  it  is  the 
convulsive  episode  associated  with  the  electrical 
injuries  in  shock  therapy  that  produced  the  myo- 
globinuria. After  repeated  episodes  of  electric 
shock  therapy  the  myoglobinuria  does  not  reap- 
pear. suggesting  the  same  adaptive  changes  as 
seen  in  exercise-induced  myoglobinuria.3 


Inflammatory  and  degenerative  diseases  of  mus- 
cle, such  as  polymyositis,  dermatomyositis,  and 
muscular  dystrophy,  may  be  associated  with  myo- 
globinuria. Although  it  is  thought  that  myoglo- 
binuria would  develop  in  muscular  dystrophy  pa- 
tients if  they  exercised  vigorously,  the  spontane- 
ous appearance  of  myoglobin  in  the  urine  of  some 
patients  with  Duchenne’s  muscular  dystrophy  has 
been  reported.20  A fetal  form  of  myoglobin  has 
been  postulated  in  these  patients.20 

Marks19  described  a female  with  steroid  respon- 
sive polymyositis  occurring  with  flaccid  paralysis, 
myoglobinuria,  and  renal  failure.  Light  microsco- 
py of  the  muscle  showed  it  to  be  normal,  but  elec- 
tron microscopy  revealed  focal  disruption  of  the 
muscle  cells  without  any  inflamatory  reaction. 
On  tapering  steroids  the  patient’s  symptoms  re- 
curred. 

Hampers  and  Prager21  described  another  female 
w'ith  recurrent  episodes  of  muscle  weakness  and 
myoglobinuria  unrelated  to  exercise  or  infections. 
Light  and  electron  microscopy  of  muscle  biopsies 
showed  them  to  be  normal.  However,  a right 
bundle  branch  block  and  positive  lupus  erythema- 
tosus cells  developed.  The  significance  of  these 
changes  is  obscure. 

Myoglobinuria  has  been  described  following  the 
ingestion  of  barbiturates  and  alcohol.21,22  24  Some 
of  the  patients  studied  with  myoglobinuria  fol- 
lowing alcohol  intoxication  had  evidence  of  mvo- 
phosphorvlase  deficiency.23  Contact  with  2-4- 
dichlorophenoxvacetic  acid,  an  ingredient  used  as 
a weed  killer,  has  also  caused  myoglobinuria.25 
Half’s  disease  is  a myoglobinuric  syndrome  de- 
scribed in  patients  eating  fish  poisoned  by  indus- 
trial waste  derived  from  cellulose  contaminating 
the  Frisches  Haff  inlet  in  Germany.19  Intermit- 
tent administration  of  succinylcholine  during  hal- 
othane  anesthesia  may  be  associated  with  myoglo- 
binuria.26 Muscle  biopsies  in  these  patients  are 
normal.  When  tubocurarine  was  given  before 
succinylcholine  it  protected  against  the  myoglo- 
binuria, presumably  by  preventing  muscle  fasci- 
culations.26  Myoglobinuria  associated  with  exces- 
sive licorice  ingestion  may  be  secondary  to  the  se- 
vere hypokalemia  which  occurs,  as  evidenced  by 
the  focal  myopathic  changes  on  muscle  biopsy.27 

A number  of  metabolic  abnormalities  have  been 
identified  in  association  with  myoglobinuria. 
McArdle’s  disease  is  a genetically  determined 
myopathy  with  muscle  weakness,  stiffness,  and 
discomfort  following  exercise  caused  by  a deficien- 
cy of  myophosphorylase  (glycogen  phosphoryl- 
ase). 28,29  This  enzyme  catalyzes  the  breakdown  of 
glycogen  in  muscle  which  is  required  for  muscle 
energy  metabolism.  Myoglobinuria  occurs  in 
about  50  per  cent  of  the  patients  before  the  age  of 
eighteen.  Muscle  biopsy  shows  an  increase  in  gly- 
cogen and  a decrease  in  glycogen  phosphorylase.28 

Another  variety  of  myoglobinuric  myopathy  has 
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been  shown  to  be  associated  with  an  abnormal 
glucose  tolerance  test  result.30 

Hinz,  Drucker,  and  Lerner31  reported  3 patients 
with  acute  muscle  necrosis  and  myoglobinuria  oc- 
curring with  infection,  starvation,  or  exercise. 
They  found  that  in  all  of  them  the  glycogen  con- 
tent and  enzymes  were  normal,  as  was  the  result 
of  a glucose  tolerance  test.  However,  these  pa- 
tients showed  a greater  than  normal  increase  in 
their  serum  lactate  following  exercise  and  lactate 
infusion,  suggesting  a defect  in  the  Krebs  cycle 
which  prevented  the  utilization  of  pyruvate  from 
lactate.31 

Engel  et  al.32  found  2 identical  twin  sisters  in 
whom  myalgia  and  myoglobinuria  were  precipi- 
tated following  exercise,  starvation,  or  a high  fat- 
low  carbohydrate  diet.  Carbohydrate  utilization 
and  free  fatty  acid  mobilization  during  fasting 
were  both  normal.  But  high-fat  feeding  and  fast- 
ing failed  to  produce  the  expected  ketonemia. 
However,  medium-chain  triglycerides,  when  fed 
to  the  patients,  produced  the  expected  ketonemia. 
Since  endogenous  free  fatty  acids  and  the  usual 
dietary  fats  are  of  a low-chain  variety,  it  was  pre- 
sumed that  a defective  utilization  of  low-chain 
fatty  acids  existed  in  these  patients.  Moreover  a 
muscle  biopsy  showed  areas  of  lipid  accumula- 
tion.32 

Hypokalemia  is  known  to  cause  vacuolization 
and  necrosis  of  muscle  cells,  and  so  it  is  not  com- 
pletely unexpected  to  see  myoglobinuria  associ- 
ated with  severe  hypokalemia.  Whether  the  myo- 
globinuria seen  in  some  patients  with  severe  dia- 
betic ketoacidois  is  due  to  the  many  metabolic  ab- 
normalities associated  with  this  state  or  to  the 
intracellular  hypokalemia  associated  with  the  aci- 
dosis or  both  is  difficult  to  resolve.  The  patient 
reported  by  Heitzman,  Patterson,  and  Stanley43 
with  regional  enteritis  and  myoglobinuria  also  had 
severe  hypokalemia. 

Infections  of  different  causes  and  different  sys- 
tem involvement  have  been  associated  with  myo- 
globinuria.4-19-33-35  Whether  the  myoglobinuria 
seen  with  infections  is  due  to  an  underlying  ab- 
normality of  muscle  that  is  aggravated  by  the  in- 
fection or  to  direct  damage  to  muscle  by  the  infec- 
tious agent  or  both  must  be  evaluated  individual- 
ly in  any  given  patient.  Infections  with  Coxsackie 
virus  or  with  trichinosis  are  known  to  involve  mus- 
cle cells  directly.19,34  But  the  picture  is  not  as 
clear  with  infections  due  to  staphylococcus,  strep- 
tococcus, or  influenza. 4-33-35  What  was  of  great  in- 
terest was  the  myoglobinuria  associated  with 
shaking  chills  due  to  pseudomonas  sepsis  in  Case 
2. 

Idiopathic  myoglobinuria  remains  an  enigma.1 
This  syndrome  is  characterized  by  repeated  epi- 
j sodes  of  acute  skeletal  muscle  pain  and  weakness 
associated  with  myoglobinuria.  Such  episodes 
: seem  to  be  precipitated  either  by  violent  exertion 


or  by  infection,  as  in  Case  2.  Among  those  pre- 
cipitated by  infection,  no  specific  organism  ap- 
pears to  be  particularly  culpable.  There  is  a fa- 
milial tendency,  and  muscle  biopsy  shows  nonspe- 
cific swelling,  necrosis,  and  regeneration  of  muscle 
fibers  with  little  or  no  inflammatory  reaction.1 
There  is  no  universally  accepted  explanation  for 
the  pathologic  mechanisms  involved  in  this  dis- 
ease, but  it  seems  most  likely  to  be  due  to  a defect 
in  oxygen  utilization  secondary  to  an  abnormal 
myoglobin  molecule.4  Baile4  has  found  that  in 
these  patients  there  is  a persistence  of  predomi- 
nantly fetal  myoglobin  which  is  unable  to  store  or 
transport  oxygen  normally.  This  makes  the  dis- 
ease analogous  to  the  hemoglobinopathy  of  thalas- 
semia. 

The  consequences  of  rhabdomyolvsis  and  myo- 
globinuria are  mainly  three — respiratory  distress 
due  to  muscle  weakness,  hyperkalemia  from  mus- 
cle necrosis,  and  renal  failure. 

Supportive  therapy  with  tracheostomy  and 
placing  the  patient  on  a respirator,  as  in  Case  2,  is 
the  only  therapy  available  for  the  involvement  of 
the  respiratory  muscles. 

The  mechanism  of  acute  renal  failure  with  myo- 
globinuria is  not  clear  cut.  The  classic  explana- 
tion has  been  that  myoglobin  precipitated  in  the 
tubules  and  obstructed  urine  flow.17  However,  in 
many  cases  in  which  renal  biopsies  were  obtained, 
it  was  found  that  the  degree  of  tubular  plugging 
was  not  sufficient  to  account  for  the  renal  fail- 
ure.17 It  has  been  postulated  and  demonstrated 
that,  secondary  to  the  clogging  of  the  tubule, 
there  is  dilatation  of  the  nephron  which  leads  to 
compression  of  nutrient  vessels  and  shunting  of 
blood  away  from  the  affected  areas  causing  is- 
chemic tubular  necrosis.17 

In  addition  to  this  basic  plausible  mechanism, 
other  factors  exist  which  can  perpetuate  the  insult 
to  the  kidney.  Hemoglobin,  also  released  in  many 
conditions  associated  with  myoglobinuria,  has  a 
vasoconstricting  effect  on  the  renal  arteries.3  The 
cellular  products  released  with  muscle  injury  may 
have  a direct  nephrotoxic  effect;  one  such  product, 
adenosine  triphosphate,  has  been  shown  to  pro- 
duce hypotension.3  Hypovolemia,  secondary  to 
dehydration  or  fluid  accumulating  in  tissue 
spaces,  as  occurs  with  muscle  edema  and  injury, 
can  be  an  important  factor. 

Early  recognition  is  of  great  importance  in  the 
management  of  patients  with  myoglobinuria. 
The  use  of  mannitol  and  adequate  hydration 
early  in  the  course  may  prevent  renal  failure  or 
decrease  its  severity  so  the  patient  need  not  be  ex- 
posed to  the  added  risk  of  dialysis.  Alkalinization 
of  the  urine  is  also  of  benefit  early  in  therapy. 
Being  constantly  watchful  for  evidence  of  rapidly 
developing  hyperkalemia  and  instituting  prophy- 
lactic therapy  with  exchange  resins  or  diuretics  is 
important.  But  once  severe  oliguria  or  anuria  is 
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established,  early  dialysis  is  important  to  prevent 
rapid  deterioration  of  the  patient’s  clinical  status. 

The  prognosis  of  the  renal  failure  in  myoglo- 
binuria depends  on  the  underlying  conditions  as- 
sociated with  the  release  of  myoglobin.  Case  1 
was  essentially  anuric  for  twenty-two  days  with  a 
relatively  short  diuretic  phase,  the  maximum 
urine  output  reaching  6 L.  per  twenty-four  hours. 
The  short  diuresis  may  have  been  partly  due  to 
the  fact  that  he  was  well  dialyzed  and  was  never 
really  hypervolemic.  Case  2 had  a massive  diure- 
sis which  lasted  about  four  weeks.  He  was  never 
anuric.  the  lowest  urine  output  recorded  being  300 
cc.  per  twenty-four  hours.  He  was  quite  hyper- 
volemic throughout  his  oliguric  phase  and  did  not 
really  receive  sufficient  dialysis.  But  hypervolem- 
ia alone  could  not  explain  his  massive  diuresis, 
since  attempts  at  decreasing  his  intravenous  fluid 
replacement  resulted  in  evidence  of  hypovolemia 
without  decrease  in  urine  output.  Measurements 
of  urinary  electrolytes,  urine  volume,  and  serum 
urine  osmolalitis  showed  that  he  had  marked 
depression  of  tubular  function.  To  properly  man- 
age such  a marked  diuresis,  frequent  determina- 
tions of  serum  and  urine  electrolytes  were  neces- 
sary to  avoid  severe  electrolyte  abnormalities.  At  ■ 
tempts  at  cutting  down  his  fluid  replacement  re- 
quired very  close  monitoring  of  his  blood  pressure, 
pulse  rate,  daily  weight,  and  blood  volume  to 
avoid  a hypovolemic  episode  which  could  further 
damage  the  kidney. 

In  spite  of  great  care  being  taken  not  to  leave  an 
indwelling  Foley  catheter  either  during  the  anuric 
phase  or  the  diuretic  phase,  gram-negative  pneu- 
monias developed  in  both  patients.  However, 
both  their  age  and  the  availability  of  modern  anti- 
biotics allowed  them  to  recover  without  sequelae. 

St.  Luke's  Hospital  Center 
Amsterdam  Avenue  at  114th  Street 

New  York,  New  York  10025 
(DR.  DAVID) 
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Back  to  sulfonamide 

Middle-ear  fluid  accumulation  in  children,  statisti- 
cally shown  to  be  the  most  frequently  seen  condition 
by  otolaryngologists  who  specialize  in  children,  is  par- 
ticularly difficult  to  treat  and  cure.  Seymour  J. 
Brockman,  M.D.,  of  the  University  of  California  main- 
tains that  the  generation-old  germ  killer  sulfonamide, 
now  in  eclipse  in  favor  of  the  latest  antibiotic  agents, 
“might  have  been  abandoned  too  soon  and  that  we 
should  give  serious  thought  to  its  prompt  reinstate- 
ment.” The  potential  harm  to  bone  marrow  must  be 
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noted,  however.  Dr.  Brockman’s  conclusions  are  in  the 
September-October,  1972,  issue  of  Transactions,  the 
official  journal  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology. 

In  his  study  of  252  children  with  middle-ear  fluid  ac- 
cumulation, Dr.  Brockman  found  that  the  majority  got 
better  when  their  allergies  were  treated,  when  their 
tonsils  and  adenoids  were  removed,  when  antibiotics 
were  used,  or  when  a small  tube  was  inserted  to  drain 
the  fluid.  But  the  middle-ear  problems  of  43  did  not 
improve  with  any  of  these  treatments.  Placed  on  sul- 
fonamide, 31  of  those  43  were  cured. 
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There  is  little  doubt  that  cancer  provokes  an  im- 
mune response  in  the  host.  The  significance  of 
this  reaction,  however,  is  debated.  Current  evi- 
dence strongly  suggests  that  the  result  of  carcino- 
genesis depends  on  the  nature  of  the  host  immune 
response.  Whether  or  not  a clone  of  cancer  cells 
is  destroyed  or  allowed  to  grow  relentlessly  may  be 
decided  by  the  vigor  of  “immune  surveillance.” 

Thirteen  years  ago  Thomas1  proposed  that  the 
primary  function  of  cellular  immunity,  as  mani- 
fested by  graft  rejection,  was  immune  surveil- 
lance: the  defense  of  the  organism  from  neopla- 

sia. From  this  hypothesis  it  follows  (1)  that  can- 
cer cells  must  be  recognized  as  foreign  by  the  host, 
(2)  that  the  incidence  of  cancer  should  be  related 
to  the  immune  competence  of  the  host,  and  (3) 
that  immunotherapeutic  attack  on  a tumor  may 
benefit  the  cancer  patient. 

Cancer  as  a foreign  tissue 

The  surface  of  the  cancer  cell  is  certainly  al- 
tered from  normal.  Decreased  adhesiveness,  local 
invasion,  and  distant  metastases  all  reflect  funda- 
mental changes  at  the  surface  of  the  cancer  cell. 
An  altered  cell-surface  function  would  be  expect- 
ed to  be  reflected  in  the  appearance  of  new  anti- 
genic determinants.  The  development  of  inbred 
mice  strains  allowed  the  existence  of  tumor-specif- 
ic antigens  to  be  established.  Prehn  and  Main2 
immunized  mice  with  a sarcoma  induced  with 
methylcholanthrene  in  a syngeneic  animal.  The 
immunized  animals  rejected  a subsequent  tumor 
challenge  but  accepted  a skin  graft  from  the 
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tumor  donor.  Thus,  rejection  depended  on  the 
recognition  of  an  antigen  carried  on  the  tumor  but 
not  present  on  normal  tissue.  These  investigators 
also  demonstrated  that  each  methylcholanthrene- 
induced  tumor  carried  an  individual  noncross- 
reacting tumor-specific  antigen.  Animals  immu- 
nized with  one  methylcholanthrene  tumor  were 
protected  only  against  that  specific  tumor.  Other 
methylcholanthrene-induced  tumors  grew  normal- 
ly in  the  immunized  animal.  In  contrast,  immu- 
nity to  a virus-induced  tumor  protected  the  host 
against  challenge  with  all  tumors  produced  by  this 
virus.3  Transplantation  studies  in  experimental 
animals  have  shown  that  prior  immunization  pro- 
tects against  tumor  challenge,  while  immuniza- 
tion following  tumor  challenge  affords  little  or  no 
protection.  Tumor  immunity  is  a property  of  the 
sensitized  lymphocytes  in  the  immune  animal  and 
may  be  transferred  to  unimmunized  syngeneic 
animals  with  immune  lymphocytes  but  not  with 
immune  serum.4 

Serologic  technics  have  also  been  employed  to 
demonstrate  tumor-specific  antigens.  Gold  and 
Freedman5  immunized  rabbits  with  human  colon- 
ic adenocarcinoma  cells.  The  resulting  antise- 
rum, absorbed  with  normal  colonic  tissue,  reacted 
with  a determinant  on  colonic  adenocarcinoma 
not  found  on  normal  tissues  or  other  malignant 
cells.  This  antibody  did  react  with  a determinant 
on  fetal  intestinal,  hepatic,  and  pancreatic  cells. 
For  this  reason,  the  tumor-associated  antigen  on 
colonic  carcinoma  was  termed  carcinoembryonic 
antigen.  The  appearance  of  fetal  determinants  in 
association  with  neoplastic  transformation  has 
been  observed  in  other  tumors.6  Besides  carci- 
noembryonic antigen,  the  best  known  example  is 
the  appearance  of  alpha-fetoglobulin  in  patients 
with  primary  hepatomas. 

Although  tumors  have  been  shown  to  carry 
tumor-specific  antigens  by  transplantation  and  se- 
rologic technics,  it  was  not  clear  whether  the 
tumor  host  recognized  his  own  tumor  as  immu- 
nologically  foreign.  Today  we  know  that  patients 
with  cancer  not  only  recognize  their  own  tumors 
as  foreign  but  also  have  active  humoral  and  cellu- 
lar immunity  to  their  tumors.  For  some  time  it 
had  been  known  that  tumors  removed  at  surgery 
were  coated  with  immunoglobulin.  Subsequently, 
it  was  found  that  many  cancer  patients  have  cir- 
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FIGURE  1 In  vitro  model  of  immune  surveillance  in  man.  Stimulation  of  lymphocyte  transformation  by  autolo- 
gous lymphoblasts  Lymphoblasts  may  result  from  neoplastic  transformation,  follow  establishment  in  continuous 
tissue  culture,  or  follow  exposure  of  lymphocytes  to  phytomitogens  or  allogeneic  lymphoid  cells. 


culating  antibodies  to  their  own  tumors.  Morton 
et  al.1  at  the  National  Institutes  of  Health  have 
carefully  studied  the  occurrence  of  antibody  to 
autologous  tumor  in  patients  with  melanoma  and 
sarcoma.  Antibody  to  sarcoma-associated  anti- 
gens was  found  in  high  titer  in  94  per  cent  of  pa- 
tients but  in  less  than  10  per  cent  of  normal  vol- 
unteers and  patients  with  nonsarcoma  malignant 
conditions  in  low  titer.  Surprisingly  79  per  cent 
of  healthy  first-degree  relatives  of  patients  with 
sarcoma  have  antibodies  to  this  tumor.  The  rea- 
son for  this  finding  is  not  known,  but  one  explana- 
tion is  that  sensitization  to  tumor  antigens  fol- 
lowed a common  tumor  challenge  experienced  by 
an  entire  family.  In  only  one  family  member,  the 
patient,  was  the  tumor  expressed.  Whether  the 
tumor  victim  lacked  effective  immune  surveillance 
remains  to  be  proved. 

The  amount  and  incidence  of  antitumor  anti- 
body is  lower  in  patients  with  disseminated  dis- 
ease as  compared  with  patients  with  localized  dis- 
ease. In  prospective  studies  Morton  et  al.1  have 
shown  that  the  titer  of  tumor  antibody  often  rises 
following  the  removal  of  the  primary  tumor  and 
falls  with  tumor  recurrence.  The  low  antibody 
titer  resulted  not  from  a compromised  immune 
competence,  for  these  patients  responded  normal- 
ly with  a brisk  humoral  response  to  mumps  and 
influenza  immunization.  Rather  the  level  of  anti- 
tumor antibody  appeared  to  be  related  to  the 
mass  of  the  growing  tumor.  A large  tumor  mass 
acted  as  an  antibody  sponge  removing  antitumor 
antibody  from  the  circulation.  Circulating  anti- 
bodies to  tumor-specific  determinants  have  been 
found  in  patients  with  a variety  of  tumors  includ- 
ing colonic  cancer,  Burkitt’s  lymphoma,  melano- 
ma, and  sarcoma. 

These  studies  support  the  existence  of  tumor- 
associated  antigens  in  man  and  dramatically  dem- 
onstrate the  capacity  of  the  cancer  patient  to  rec- 
ognize such  determinants  on  his  own  tumor. 
However,  there  is  no  evidence  that  such  antibody 
offers  any  protection  to  the  host  from  his  tumor. 


As  is  discussed  later  humoral  antibody  may  com- 
promise the  effectiveness  of  cellular  tumor  immu- 
nity. 

Ethical  considerations  do  not  allow  the  study  of 
human  cellular  tumor  immunity  by  transplanta- 
tion technics.  Fortunately,  other  means  of  mea- 
suring cellular  immunity  have  been  discovered 
and  can  be  used  to  demonstrate  tumor  immunity 
in  man.  One  in  vivo  assay  of  cellular  immunity  is 
delayed  cutaneous  hypersensitivity.  Fass  et  al.6 
showed  that  extracts  of  autologous  tumors,  when 
administered  intradermally  to  patients  with  Burk- 
itt’s lymphoma  or  melanoma,  elicited  a brisk  de- 
layed cutaneous  hypersensitivity  reaction.  Hol- 
linshead  et  al.9  have  shown  that  an  antigen  puri- 
fied from  colonic  adenocarcinoma  elicits  a similar 
reaction  in  17  of  19  patients  with  colonic  cancer. 
Extracts  of  normal  tissue  did  not  elicit  any  reac- 
tion. 

Two  in  vitro  models  have  been  employed  to 
demonstrate  cellular  immunity  to  tumor-associ- 
ated antigens  in  cancer  patients.  The  first  assay, 
lymphocyte  transformation,  measures  cellular  im- 
munity in  terms  of  the  proliferative  response  of 
lymphocytes  to  antigen.  Lymphocytes  from  a 
donor  sensitized  to  an  antigen  are  stimulated  to 
divide  when  cultured  in  the  presence  of  the  sensi- 
tizing antigen.  The  degree  of  DNA  (desoxyribonu- 
cleic acid)  synthesis  stimulated  by  the  test  antigen 
is  an  index  of  the  strength  of  sensitization.  Lym- 
phocytes from  patients  with  leukemia,  melanoma, 
and  hypernephroma  are  stimulated  to  divide  when 
exposed  to  autologous  tumor  antigens.  10~'- 

We  have  employed  this  assay  to  demonstrate 
the  capacity  of  healthy  individuals  to  respond  to 
new  antigenic  determinants  on  autologous  cells.13 
We  asked  whether  or  not  cultured  and  mitogen- 
induced  lymphoblasts  from  normal  subjects  pos- 
sessed new  antigenic  determinants  as  had  been  re- 
ported to  exist  on  morphologically  similar  leuke- 
mic lymphoblasts.10  Irradiated  lymphoblasts 
were  mixed  with  autologous  lymphocytes  in  cul- 
ture and  the  amount  of  DNA  synthesis  stimulated 
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by  autologous  lymphoblasts  measured  (Fig.  1). 
Lymphocyte  DNA  synthesis  was  markedly  stim- 
ulated by  autologous  lymphoblasts,  and  this  was 
taken  as  evidence  that  normal  lymphocytes  recog- 
nize autologous  lymphoblasts  as  foreign.  This 
phenomenon,  we  suggested,  is  related  to  the  in 
vivo  activity,  immune  surveillance. 

Does  such  an  immunologic  reaction  control  the 
circulation  of  primitive  hematopoietic  cells  in  nor- 
mal persons?  Whether  an  immune  deficiency  in 
leukemic  patients  (tolerance?)  allows  the  circula- 
tion of  primitive  hematopoietic  cells  in  leukemia 
is  uncertain  at  this  time. 

The  most  vivid  model  of  tumor  immunity  is  the 
killing  of  autologous  tumor  cells  by  sensitized 
lymphocytes  incubated  in  mixed  culture.14  The 
viability  of  tumor  cells  is  not  affected  by  normal 
lymphocytes  or  lymphocytes  from  patients  with 
other  forms  of  cancer.  Lymphocytes  from  pa- 
tients with  a variety  of  tumors  including  neuro- 
blastoma, bladder  carcinoma,  breast  and  lung 
carcinoma,  chondrosarcoma,  and  malignant  mela- 
noma have  been  shown  to  kill  autologous  tumor 
cells.  In  summary,  overwhelming  evidence  exists 
that  neoplasms  carry  antigens  recognized  as  for- 
eign by  the  tumor  host. 

Relationship  of  immune  competence  to 
prognosis  and  incidence  of  cancer 

Immune  surveillance  suggests  that  the  vigor  of 
cellular  immunity  can  be  correlated  with  the  clin- 
ical response  of  the  patient  to  his  tumor.  Pathol- 
ogists have  recognized  that  the  prognosis  of  pa- 
tients with  Hodgkin’s  disease15  or  breast  cancer16 
is  more  favorable  when  lymphocyte  infiltration  of 
tumor  occurs.  Direct  testing  of  cellular  immunity 
in  patients  with  cancer  has  indicated  a relation- 
ship between  active  cellular  immunity  and  a fa- 
vorable prognosis.  Sokal  and  Aungst17  reported 
that  patients  with  Hodgkin’s  disease  who  can  be 
sensitized  with  BCG  (bacillus  Calmette-Guerin) 
have  a better  prognosis  than  patients  at  the  same 
stage  of  their  disease  who  could  not  be  sensitized. 
Hersh  et  al. 18  reported  that  patients  with  acute 
myeloblastic  leukemia  with  active  cellular  immu- 
nity were  statistically  more  likely  to  go  into  remis- 
sion following  chemotherapy.  The  largest  pro- 
spective study  correlating  cellular  immune  compe- 
tence and  the  natural  history  of  cancer  has  been 
performed  by  Morton  et  al.1  The  capacity  of 
tumor  patients  to  be  sensitized  to  DNCB  (dinitro- 
chlorobenzene)  was  tested  prior  to  surgery  and 
correlated  with  the  clinical  outcome.  A strong 
correlation  was  found  between  the  capacity  to 
mount  a cellular  immune  response  to  DNCB  and 
a favorable  clinical  result.  Thus,  84  per  cent  of 
the  patients  who  could  be  sensitized  were  in  sus- 
tained remission,  while  only  3 per  cent  of  the  pa- 
tients who  could  not  be  sensitized  achieved  sus- 
tained remission,  97  per  cent  of  such  patients  hav- 


ing either  inoperative  cancer  or  developing  metas- 
tases  within  six  months. 

The  immune  surveillance  hypothesis  also 
implies  that  cellular  immune  deficiency  should 
facilitate  the  expression  of  neoplastic  transforma- 
tion. In  experimental  animals  almost  every  form 
of  immunosuppressive  therapy,  thymectomy,  irra- 
diation, cytotoxic  drugs,  and  ALS  (antilympho- 
cyte serum)  has  been  found  to  potentiate  the  de- 
velopment of  spontaneous  or  induced  tumors.  As 
an  example,  the  effect  of  ALS  on  the  growth  of 
immune  malignant  melanoma  may  be  examined. 
Malignant  melanoma  cells  maintained  in  culture 
are  uniformly  fatal  to  C57B1  mice.  Incubation  of 
melanoma  cells  with  BUdR  (bromodeoxyuridine) 
results  in  their  becoming  nontumorigenic  and 
highly  antigenic.19  Recent  investigations  have 
shown  that  BUdR  stimulates  the  expression  of  in- 
tegrated virus  from  several  normal  and  tumor  cell 
lines.20  The  author  in  collaboration  with  S.  Sila- 
gi,  Ph.D.,  reasoned  that  BUdR-treated  melanoma 
cells  may  be  nontumorigenic  because  the  ex- 
pressed viral  determinants  allow  the  host  to  reject 
the  tumor.  If  this  interpretation  were  correct, 
BUdR-treated  melanoma  cells  should  form  tumors 
in  immunosuppressed  animals.  BUdR-treated 
melanoma  cells  never  formed  tumors  in  normal 
animals  but  were  found  to  form  tumors  and  kill 
the  majority  of  antilymphocyte  serum-treated 
mice.21 

In  man  comparable  data  have  been  collected. 
Patients  with  defects  in  cellular  immunity 
whether  congenital  or  acquired  have  a very  high 
incidence  of  neoplasia.  Good22  has  pointed  out 
that  only  patients  with  congenital  immune  defi- 
ciencies, Wiskott-Aldrich  syndrome,  ataxia  telan- 
giectasia, and  Swiss-type  agammaglobulinemia 
have  10  to  15  per  cent  incidence  of  cancer.  The 
largest  group  of  patients  with  acquired  impair- 
ment of  cellular  immunity  are  kidney-graft  recipi- 
ents who  are  chronically  treated  with  immunosup- 
pressive drugs.  The  incidence  of  spontaneous  tu- 
mors in  transplant  recipients  is  strikingly  in- 
creased. To  date,  approximately  5,000  kidney 
transplantations  have  been  performed,  and  about 
50  neoplasms  have  been  documented.  This  inci- 
dence of  cancer  in  renal  graft  recipients  is  50 
times  that  to  be  expected.  One-half  the  tumors 
have  been  epithelial  and  the  remainder  lympho- 
matous.  Thus,  among  these  neoplasms  lympho- 
mas are  vastly  overrepresented.  This  preponder- 
ance of  lymphoma  has  also  been  observed  in  pa- 
tients with  congenital  immune  deficiency.  Ab- 
normalities in  the  cellular  immune  system  not 
only  facilitate  the  expression  of  neoplasia  but  are 
also  associated  with  an  increased  rate  of  sponta- 
neous neoplastic  transformation  of  lymphoid  cells. 

Thus,  the  concept  of  immune  surveillance  is 
supported  by  evidence  that  (1)  tumors  bear  spe- 
cific antigenic  determinants  which  are  recognized 
as  foreign  by  the  host,  (2)  that  cancer  patients 
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FIGURE  2.  Hellstrom-colony  inhibition  assay.  Schematic  presentation  of  colony-inhibition  assay.  Lymphocytes 
and/or  serum  from  normal  individuals  do  not  inhibit  tumor-colony  formation  Lymphocytes  from  patients  with 
tumor  placed  into  culture  inhibit  colony  formation  This  inhibition  blocked  by  serum  from  tumor  patients. 


with  intact  cellular  immunity  have  a better  prog- 
nosis, and  (3)  that  the  incidence  of  neoplasia  is  in- 
creased in  immune  deficiency  states. 

Enhancement  in  human  cancer 

The  majority  of  cancer  patients  appear  to  be 
immunized  to  their  own  tumors,  and  their  lym- 
phocytes kill  autologous  tumor  in  vitro.  Despite 
expression  of  effective  cellular  tumor  immunity  in 
vitro,  progressive  tumor  growth  occurs  in  vivo. 
This  paradox  at  present  is  best  explained  by  the 
observation  that  serum  from  patients  with  cancer 
blocks  cell  mediated  tumor  immunity.  Gorer  and 
Kaliss23  showed  that  while  the  administration  of 
antimouse  leukemia  serum  inhibited  tumor 
growth,  antisarcoma  serum  potentiated  the 
growth  of  this  tumor.  The  latter  phenomenon 
was  termed  enhancement  and  was  defined  as  the 
potentiation  of  tumor  growth  by  certain  antitu- 
mor antibodies.  Hellstrom  and  Hellstrom14  have 
adopted  a colony  inhibition  assay  to  document  the 
importance  of  enhancement  in  human  neoplastic 
disease.  Initial  studies  performed  with  human 
neuroblastoma  will  be  cited  as  examples  of  their 
findings.  Lymphocytes  from  patients  with  neuro- 
blastoma inhibit  formation  of  neuroblastoma  colo- 
nies in  culture.  Thus  fewer  neuroblastoma  colo- 
nies are  formed  in  lymphocytes  from  patients  with 
neuroblastoma  as  compared  with  the  number  of 
colonies  formed  in  the  presence  of  lymphocytes 
from  normal  persons  or  patients  with  other  tumors 
(Fig.  2).  Since  lymphocytes  from  other  patients 
with  neuroblastoma  also  depress  neuroblastoma 
colony  formation,  it  appears  that  all  neuro- 
blastoma patients  are  sensitized  to  a common 


neuroblastoma  antigen.  Lymphocytes  from  first- 
degree  relatives  also  inhibit  colony  formation. 
This  supports  the  idea  of  a common  tumor  chal- 
lenge to  an  entire  family  suggested  by  the  high- 
antisarcoma  antibody  titer  in  healthy  relatives  of 
patients  with  sarcoma.  The  most  remarkable 
aspect  of  the  Hellstrom  studies  centers  about 
the  influence  of  the  patient’s  serum  on  the  killing 
of  tumor  cells  by  sensitized  lymphocytes.14  Nor- 
mal serum  and  serum  from  patients  with  other 
tumors  do  not  impair  the  capacity  of  sensitized 
lymphocytes  to  kill  tumor  cells,  but  serum  from 
neuroblastoma  patients  blocks  the  cytotoxic  effect 
of  sensitized  lymphocytes. 

The  blocking  activity  is  limited  to  the  immuno- 
globulin-G  fraction  of  the  serum,  and  the  specific- 
ity of  its  effect  is  documented  by  the  complete  re- 
moval of  blocking  antibody  following  absorption 
of  patient’s  serum  with  autologous  tumor  cells. 
The  blocking  activity  is  not  removed  when  serum 
is  incubated  with  other  tumor  cells.  Subsequent 
studies  have  shown  that  blocking  antibody  can  be 
eluted  from  tumors  removed  at  surgery,  and  this 
antibody  appears  to  be  in  the  immunoglobulin-G^ 
class.  The  blocking  antibody  has  been  correlated 
with  progressive  tumor  growth.  Sixty-seven  of  81 
patients  with  disseminated  tumors  had  blocking 
antibody,  while  only  3 of  19  tumor-free  patients 
had  blocking  antibody,  and  in  2 of  these  3 pa- 
tients metastases  subsequently  developed. 

The  latest  and,  in  a way,  most  remarkable  find- 
ing from  the  Hellstrom  laboratory  has  been  the 
discovery  of  antiblocking  antibody  activity.  The 
serum  of  some  patients  free  of  tumor  not  only 
lacks  blocking  activity  but  can  also  neutralize  the 
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blocking  activity  of  serum  from  patients  with  pro- 
gressive tumors. 

Options  for  immunotherapeutic 
intervention  in  cancer 

What  can  be  expected  from  immunotherapy? 
Patients  with  impaired  cellular  immune  compe- 
tence may  benefit  from  nonspecific  stimulation  of 
cellular  immunity.  The  administration  of  adju- 
vants such  as  BCG  or  Corynebacterium  parvum 
appears  reasonable,  and  their  use  is  being  tested 
clinically.  The  treatment  of  acute  leukemia  with 
BCG  in  combination  with  immunization  with 
autologous  tumor  cells  and  chemotherapy  has 
been  expounded  by  Mat  he.24  Morton  et  al.1  have 
reported  some  beneficial  results  of  BCG  adminis- 
tration to  patients  with  malignant  melanoma. 

The  delayed  hypersensitivity  reactions  appear 
to  offer  an  unsatisfactory  substrate  for  tumor 
growth.  Zbar,  Bernstein,  and  Rapp25  have  shown 
that  guinea  pig  hepatoma  cells  innoculated  at  the 
site  of  a cutaneous  delayed  hypersensitivity  reac- 
tion do  not  grow.  The  most  dramatic  application 
of  the  antitumor  effect  of  the  delayed  cutaneous 
hypersensitivity  reaction  is  the  treatment  of 
basal-cell  and  squamous-cell  carcinoma  of  the 
skin.  Williams  and  Klein26  have  shown  that  sen- 
sitization of  patients  with  DNCB  followed  by 
painting  of  the  involved  area  of  skin  with  DNCB 
results  in  desquamation  followed  by  healing  with- 
out residual  tumor. 

Specific  active  immunization  with  autologous 
tumor  cells  has  been  attempted  and  has  increased 
the  level  of  cellular  immunity  to  autologous 
tumor.27  However,  clinical  consequences  of  this 
therapy  have  been  meager.  Further  active  immu- 
nization of  cancer  patients  with  autologous  tumor 
cells  carries  the  potential  risk  that  enhancing  an- 
tibodies may  be  stimulated  and  tumor  growth 
thereby  potentiated. 

Today,  the  most  popular  villain  in  tumor 
immunology  is  blocking  antibody.  Methods  di- 
rected at  the  removal,  suppression,  or  neutraliza- 
tion of  blocking  antibody  are  being  vigorously 
pursued.  The  clinical  use  of  antiblocking  anti- 
body to  neutralize  blocking  antibody  is  obvious. 
The  transfusion  of  antiblocking  antibody  may  be 
the  basis  of  a reported  beneficial  effect  of  plasma 
obtained  from  a patient  cured  of  a hypernephro- 
ma and  administered  to  a patient  with  dissemi- 
nated hypernephroma.28  Metastatic  disease  re- 
gressed, and  the  patient  was  apparently  free  of 
tumor  eighteen  months  after  the  initiation  of  plas- 
ma therapy  at  the  time  of  the  report.  Another 
approach  is  that  reported  by  Jagarlamoody  and 
McKhann.29  An  attempt  was  made  to  suppress 
blocking  antibody  synthesis  by  depressing  humo- 
ral immunity.  Antimouse  plasmacyte  serum  was 
used  to  depress  humoral  immunity.  Antiplasma- 
cyte  serum-treated  mice  had  a lower  incidence  of 


tumors  following  tumor  challenge  than  did  un- 
treated animals.  Whether  or  not  this  decreased 
incidence  of  tumors  resulted  from  a suppression  of 
enhancing  antibody  synthesis  is  not  certain. 

Today  clinical  application  of  the  findings  of  ex- 
perimental tumor  immunology  is  rapid.  Hopeful- 
ly, immunotherapy  will  complement  the  increased 
success  of  surgical  and  drug  therapy  of  cancer. 

525  East  68th  Street 
New  York,  New  York  10021 
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Correction 

In  the  Clinicopathologic  Conference,  “Progressive  Diffuse  Neurologic  Deterioration,”  from  Beekman-Downtown 
Hospital,  that  appeared  in  the  August  15,  1972,  issue  of  the  Journal,  page  2066,  the  discussant  was  listed  as  Henry  A. 
Sampson,  M.D.  The  case  was  discussed  by  Arthur  W.  Schappell,  M.D.,  Attending  Neurologist,  Beekman-Downtown 
Hospital. 
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The  purpose  of  this  project  was  to  evaluate  the 
effects  of  methylphenidate  on  adolescents  suffer- 
ing from  minimal  brain  dysfunction  and  to  see 
whether  we  could  come  to  a better  understanding 
of  the  fine  point  at  which  the  child’s  sedation  reac- 
tion shifts  to  the  more  familiar  adult  reaction  of 
stimulation.  In  general,  we  have  found  that  our 
current  group  of  adolescents  have  responses  on 
medication  that  are  similar  to  those  of  the  youn- 
ger group  (ages  six  to  twelve  years)  described  in 
our  previous  report.1 

Our  observations  of  these  adolescents  were  con- 
sistent with  the  work  of  Weiss  et  al.,2  who  pointed 
out  that  whereas  hyperactivity  had  diminished  in 
their  group  of  adolescents  with  minimal  brain 
dysfunction,  other  handicaps,  such  as  short  atten- 
tion span  and  learning  disorders,  persisted.  This 
contradicted  the  widely  held  assumption  that  the 
onset  of  physiologic  sexual  maturity  brought  with 
it  a corresponding  maturity  of  behavior,  together 
with  diminution  or  disappearance  of  the  difficul- 
ties that  had  been  prominent  in  the  childhood  of 
these  patients.  There  is  a corollary  assumption, 
namely,  that  once  physiologic  maturity  has  taken 
place,  the  reaction  to  methylphenidate  that 
is  characteristic  of  adolescents  would  give  way  to 
the  adult  pattern  of  stimulation. 

This  assumption  was  very  much  in  evidence  in 


the  monograph  issued  by  the  Department  of 
Health,  Education,  and  Welfare  in  March,  1971; 
it  stated  that  while  stimulant  medication  was  in- 
deed valuable  for  a younger  group  suffering  from 
minimal  brain  dysfunction,  it  should  not  be  used 
with  patients  past  the  ages  of  eleven  or  twelve. 
Since  in  our  opinion  methylphenidate  (properly 
used)  has  proved  to  be  medically  effective  in  af- 
flicted adolescents,  it  would  be  unfortunate  to 
withhold  it  from  them  because  of  the  expectation 
of  undesirable  effects  of  a sort  that  have  not  been 
found  to  occur  in  a systematic  study.  At  no 
time  in  our  study  was  addiction  observed;  this 
also  held  true  for  a much  larger  outpatient  popu- 
lation of  the  same  age  group  which  had  been  fol- 
lowed in  the  outpatient  clinic  at  this  center. 

Method 

We  studied  10  adolescents  from  twelve  to  eigh- 
teen years  of  age,  all  of  whom  showed  signs  of 
“neurophysiologic  immaturity.”  These  were 
commonly  “soft”  neurologic  signs— hyperkinesis, 
distractibility,  learning  disabilities,  language 
disabilities,  and  lack  of  clearcut  cerebral  domi- 
nance.4-10 Our  population,  9 boys  and  1 girl,  were 
all  outpatients,  and  all  of  them  were  having  mild- 
to-severe  difficulties  in  the  learning  situation.  All 
were  performing  less  well  than  their  I.Q.s  (intelli- 
gence quotients)  would  indicate  them  to  be  capa- 
ble of.  The  I.Q.s  incidentally,  ranged  from  low 
average  to  superior;  there  was  considerable  intra- 
test scatter  on  the  WISC  (Wechsler  Intelligence 
Scale  for  Children).  At  the  time  of  the  study,  all 
the  children  were  attending  public  school,  with 
varying  degrees  of  personal  discomfort;  subse- 
quently, 2 were  placed  in  special  classes.  Some 
were  failing;  except  for  one  child,  all  of  them  were 
threatened  with  failure  in  one  or  more  areas  of 
learning.  Many  had  become  discouraged  and 
were  in  danger  of  dropping  out  of  school  and  act- 
ing-out in  self-defeating  ways.  None  of  the  chil- 
dren were  being  seen  regularly  in  psychotherapy; 
medication  was  the  only  modality  being  employed 
at  the  time  to  help  them. 

All  the  children  with  one  exception  were  placed 
on  regular  medication,  the  doses  ranging  from  10 
mg.  twice  daily  to  20  mg.  three  times  daily.  The 
one  exception  was  a 17.5-year-old  girl  who  had 
been  functioning  well  but  unevenly  in  school. 
She  had  a history  of  hvperkinesis  when  younger, 
and  was  now  demonstrating  “soft  signs,”  as  well 
as  mixed  eye-hand-foot  laterality.  Although  she 
did  not  take  methylphenidate  regularly,  she  did 
demonstrate  its  effectiveness  clinically.  We  shall 
discuss  her  further  in  the  case  reports. 

Our  testing  mechanisms  included  the  Raven 
matrices  for  visual  dysfunction,  neurologic  exami- 
nation, electroencephalogram,  and  a report  on  ed- 
ucational status  prepared  by  the  school  and  the 
parents. 
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Ten  children,  aged  thirteen  to  eighteen  years,  all  of 
whom  had  learning  difficulties  of  varying  degrees  of 
subtlety,  showed  some  improvement  in  their  capaci- 
ties to  learn,  integrate,  and  remember  when  they 
were  placed  on  methylphenidate.  The  maximum 
dose  was  60  mg.  per  twenty-four  hours;  the  average 
dose  was  30  mg.  per  day.  The  findings  of  clinical 
improvement  in  the  children  were  borne  out  by 
improved  electroencephalograms  and  improvement 
on  the  Raven  matrices  series.  There  was  no  evi- 
dence of  a tendency  toward  addiction  in  any  of  the 
children  as  a consequence  of  their  medication.  In 
the  opinion  of  the  authors,  methylphenidate  is  a 
useful  medication  in  the  treatment  of  children  af- 
flicted with  minimal  brain  dysfunction  and  can  be 
safely  tolerated  into  adolescence,  as  long  as  the 
neurophysiologic  apparatus  remains  immature. 


Case  reports 

Case  1.  A fourteen-year-old  boy  was  the  product  of 
a normal  pregnancy  and  birth.  Developmental  mile- 
stones were  all  within  normal  limits;  however,  he  had 
had  celiac  disease  during  the  first  year  of  life.  He  had 
improved  on  a celiac  diet,  which  had  been  maintained 
until  he  was  nine  years  of  age,  when  he  was  allowed  a 
full  diet. 

Problems  in  both  the  learning  and  the  behavioral 
areas  occurred  during  the  first  year  of  school.  He  had 
made  a marginal  adjustment  till  the  eighth  grade. 

On  neurologic  examination,  he  showed  “soft  signs” 
and  mixed  laterality.  The  electroencephalogram  was 
read  as  “mild  diffuse  abnormality  with  slight  occipital 
spiking.”  He  scored  in  the  bright  normal  range  on  the 
WISC,  but  there  was  a wide  scatter  on  the  subtest 
scores. 

He  was  given  methylphenidate,  10  mg.  twice  daily. 
After  several  months,  this  was  increased  to  20  mg. 
twice  daily.  Thereupon,  his  scholastic  average  in- 
creased from  borderline  to  well  above  passing,  and  he 
showed  substantial  improvement  in  his  score  on  the 
Raven  matrices.  On  the  electroencephalogram,  the  rec- 
ord was  in  general  less  abnormal  than  the  one  that  had 
been  taken  prior  to  his  receiving  medication. 

Case  2.  A thirteen-year-old  boy  had  an  unremarka- 
ble prenatal  history  and  a normal  birth,  but  his  early 
developmental  milestones  were  uneven.  Although  he 
walked  early,  he  was  not  well  coordinated,  and  he 
talked  late.  There  was  a strong  family  history  of 
maturational  lags  and  mixed  laterality.  Under  stress, 
headaches  developed. 

In  the  early  grades  he  did  reasonably  well  academi- 
cally, but  in  Grade  7 he  began  to  do  poorly  and  was  in 
danger  of  failing  in  Spanish.  His  headaches  got  worse, 
and  he  began  to  cry  easily;  eventually,  he  withdrew 
from  his  peers.  He  refused  psychotherapy. 

On  neurologic  examination,  he  had  a few  “soft  signs” 
and  mixed  laterality.  The  electroencephalogram 
showed  “marked  diffuse  abnormality,  especially  over 
the  posterior  aspects  of  the  brain,  with  marked  occipi- 
tal spiking,  slightly  more  on  the  right  side.”  He  was  of 
average  intelligence,  but  there  was  a wide  scatter  on 
the  subtest  scores  of  the  WISC. 

When  he  went  on  methylphenidate,  10  mg.  three 
times  a day,  his  schoolwork  improved  moderately,  in- 
cluding Spanish,  and  there  was  a substantial  increase 
in  his  score  on  the  Raven  matrices.  The  electroen- 
cephalogram changed  from  “marked”  to  “moderate” 
diffuse  abnormality.  His  headaches  improved  a little, 
and  he  finally  agreed  to  be  involved  in  psychotherapy. 

Case  3.  A fifteen-year-old  boy  had  a birth  history  of 
induced  maternal  labor  followed  by  a forceps  delivery. 
Early  developmental  landmarks  were  within  normal 
limits  except  for  continuing  problems  with  mixed  later- 
ality. 

He  did  fairly  well  in  school  through  Grade  7,  and 
then  his  performance  began  to  decline;  he  almost  failed 
Grade  9.  Asthma,  which  he  had  had  since  early  child- 
hood, became  worse,  and  he  also  began  to  have  behav- 
ior problems. 

On  neurologic  examination,  he  had  a few  “soft  signs” 
and  mixed  laterality.  The  electroencephalogram 
showed  “mild  diffuse  abnormality  with  slow  activity, 


particularly  prevalent  over  anterior  temporal  and  pari- 
etal areas,  bilaterally,  and  some  spiking  over  occipital 
areas  bilaterally,”  He  was  of  average  intelligence  with 
a wide  intratest  scatter  on  the  WISC. 

After  he  was  put  on  methylphenidate  (15  mg.,  three 
times  daily),  his  school  work  improved  to  a “B”  aver- 
age. There  was  also  a substantial  increase  in  the  score 
on  the  Raven  matrices.  The  “spikes”  on  the  electroen- 
cephalogram appeared  to  be  less  prominent  and  be- 
came fewer  in  number.  His  behavior  improved,  and  he 
was  referred  for  psychotherapy  for  his  asthmatic  condi- 
tion. 

Case  4.  A fifteen-year-old  boy  had  a normal  intrau- 
terine existence  and  a normal  birth.  Early  develop- 
mental milestones  were  within  normal  limits,  except 
for  continuing  mixed  laterality.  There  was  a strong 
family  history  of  maturational  lags.  When  he  was 
under  stress  the  boy  had  a tendency  to  withdraw  so- 
cially. 

He  never  did  well  in  school,  but  in  Grade  10  he 
began  to  fail.  He  then  began  to  smoke  marihuana. 

On  neurologic  examination,  he  had  many  “soft 
signs”  and  mixed  laterality.  His  electroencephalogram 
showed  “moderate  diffuse  abnormality,  especially  over 
anterior  temporal,  central,  and  parietal  areas,  bilater- 
ally, with  some  occipital  spiking,  bilaterally.”  He  was 
of  average  intelligence,  with  a wide  scatter  on  the 
WISC. 

When  he  went  on  methylphenidate  (15  mg.  three 
times  a day),  his  school  work  improved  slightly,  and  he 
did  manage  to  get  passing  grades.  His  Raven  matrices 
score,  however,  remained  the  same.  The  electroen- 
cephalographic  record  also  remained  essentially  the 
same,  except  while  he  was  on  methylphenidate  the 
number  of  waves  of  6 to  7 cycles  per  second  noted  in  all 
leads  went  from  “many”  to  “occasional.”  He  volun- 
tarily discontinued  marihuana  and  was  not  using  it  at 
the  time  of  our  testing. 

Case  5.  A fourteen-year-old  boy  had  had  a normal 
prenatal  history  and  birth.  Early  developmental  land- 
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marks  were  within  normal  limits;  there  was  no  history 
of  maturational  lags  in  the  family,  nor  were  there  mixed 
laterality  problems.  At  age  nine,  the  youngster  had 
had  two  convulsions  associated  with  high  fever. 

In  the  early  grades  he  did  well  academically.  But 
during  the  year  following  the  convulsions  he  began  to 
do  less  well,  and  by  the  time  he  reached  Grade  8 he 
was  failing.  When  under  stress,  he  began  to  show 
bronchial  symptoms. 

On  neurologic  examination  he  had  a few  “soft  signs” 
and  mixed  laterality.  The  electroencephalogram 
showed  “mild  diffuse  abnormality  with  no  focus,  with 
the  slower  waves  more  prevalent  over  the  anterior  tem- 
poral and  mesial  parietal  areas,  bilaterally.”  He  was 
of  average  intelligence  with  moderately  wide  scatter 
on  the  WISC. 

When  he  was  placed  on  methylphenidate  (10  mg. 
three  times  daily),  his  school  work  went  up  to  a B aver- 
age; there  was  no  significant  increase,  however,  in  the 
score  on  the  Raven  matrices.  The  electroencephalo- 
gram showed  a definite  reduction  in  the  “build-up”  of 
slow  activity  during  hyperventilation.  His  bronchial 
symptoms  showed  mild  improvement. 

Case  6.  A 17.5-year-old  female  had  had  a normal 
prenatal  history  and  birth.  While  she  had  had  a nor- 
mal neonatal  period,  she  also  had  had  a history  of 
hyperkinesis  since  birth.  All  developmental  mile- 
stones occurred  early;  menarche  was  at  14.5  years.  Her 
school  performance  was  always  good  but  very  uneven; 
her  poorest  subject  was  art. 

On  neurologic  examination,  she  exhibited  “soft 
signs”  and  mixed  laterality.  Her  WISC  was  in  the  su- 
perior range,  with  a very  wide  scatter.  Her  electroen- 
cephalogram showed  moderate  diffuse  abnormality, 
with  suggestive  spiking  over  occipital  areas,  bilaterally. 

She  was  the  only  child  in  the  group  who  was  func- 
tioning well,  having  been  able  to  use  her  intelligence  to 
compensate  for  specific  areas  of  dysfunction. 

On  methylphenidate,  10  mg.  per  dose,  she  showed 
marked  improvement  on  the  Raven  matrices,  but  her 
electroencephalogram  remained  the  same.  On  15  mg. 
of  methylphenidate,  her  electroencephalogram  im- 
proved; however,  she  reported  feelings  of  euphoria. 
The  electroencephalogram  showed  mild-to-moderate 
diffuse  abnormality.  This  record  was  definitely  less 
abnormal  than  the  one  that  was  taken  while  she  was  on 
10  mg.  of  methylphenidate  and  the  one  taken  when 
she  went  off  medication  entirely. 

Case  7.  A 14.5-year-old  male  was  cyanotic  at  birth, 
although  his  mother’s  pregnancy  had  been  normal.  He 
had  weighed  9.5  pounds  and  had  been  delivered  very 
rapidly.  His  physical  landmarks  occurred  at  the  nor- 
mal times,  but  his  speech  did  not  become  intelligible 
until  he  reached  three  years  of  age. 

School  difficulties  had  started  with  problems  in  con- 
centration and  reading  in  the  first  grade;  with  remedial 
reading,  this  had  improved  by  the  fourth  grade.  In 
spite  of  this  improvement,  his  school  performance  was 
barely  successful  enough  to  get  him  through  the  first 
six  grades. 

On  neurologic  examination,  “soft  signs”  and  mixed 
laterality  could  be  demonstrated.  On  the  WISC  he 
showed  normal  intelligence,  but  he  had  a wide  scatter 
on  the  subtests.  His  electroencephalogram  revealed  a 


moderate  diffuse  abnormality  with  spiking  over  occipi- 
tal areas  bilaterally. 

He  was  placed  on  methylphenidate  (20  mg.  twice 
daily)  starting  in  the  seventh  grade;  by  the  time  he 
reached  the  tenth  grade,  this  dose  was  raised  to  30  mg. 
twice  daily.  He  has  made  a B average  ever  since  the 
seventh  grade,  and  his  ability  to  organize  language  has 
vastly  improved.  When  he  was  on  the  medication,  his 
score  in  the  Raven  matrices  improved,  as  did  his  elec- 
troencephalogram which  was  read  as  “borderline  to  mild 
diffuse  abnormality,  with  spike-like  forms  over  occipi- 
tal areas,  bilaterally,  but  with  no  true  spikes.” 

Case  8.  A 14.5-year-old  male  was  the  product  of 
normal  birth  and  delivery.  The  neonatal  period  and 
first  year  of  life  were  normal.  He  was  a late  talker  and 
had  other  language  difficulties,  such  as  stuttering. 
Other  developmental  landmarks  were  within  normal 
limits. 

Throughout  school,  he  had  been  functioning  at  bor- 
derline level;  in  junior  and  senior  high  school,  however, 
his  behavior  and  school  performance  steadily  deterio- 
rated. In  addition,  his  behavior  at  home  was  charac- 
terized by  negativism  and  temper  tantrums. 

On  methylphenidate  (15  mg.  twice  daily)  he  made  a 
his  ability  to  abstract.  He  was  of  normal  intelligence 
but  had  a wide  scatter  on  the  WISC.  He  had  “soft 
signs”  and  mixed  laterality.  The  electroencephalo- 
gram showed  moderate  diffuse  abnormality  with  some 
occipital  spiking  bilaterally. 

On  methylphenidate  (15  mg.  twice  daily)  he  made  a 
small  but  significant  improvement  in  school  atten- 
dance and  performance.  He  tended  to  resist  taking 
the  medication.  His  Raven  matrices  score  was  a little 
lower  while  he  was  on  medication,  but  his  electroen- 
cephalogram improved  slightly.  It  showed  mild-to- 
moderate  diffuse  abnormality,  with  occasional  occipital 
spiking. 

Case  9.  A 13.5-year-old  boy,  was  the  product  of  a 
normal  pregnancy  and  birth  but  had  had  celiac  disease 
in  his  first  year  of  life.  While  he  was  slow  in  language 
development,  his  physical  developmental  landmarks 
occurred  at  the  normal  times.  The  child’s  major 
learning  difficulties  started  with  his  entry  into  junior 
high  school,  although  he  had  been  a borderline  student 
in  the  lower  grades. 

He  had  neurologic  “soft  signs”  but  was  unilaterally 
dominant.  On  the  WISC  he  had  a wide  scatter  but 
obtained  a score  in  the  low  normal  range.  His  electro- 
encephalogram showed  moderate  diffuse  abnormality 
with  suggestive  occipital  spiking. 

Although  he  showed  some  minimal  improvement 
while  on  methylphenidate,  it  was  insufficient;  he  had 
to  be  placed  in  a special  school  with  small  classes. 
Since  placement,  he  has  remained  on  the  medication 
and  there  has  been  a general  improvement  in  all  areas 
of  functioning,  including  the  Raven  matrices.  The 
electroencephalogram  also  improved;  there  is  no  longer 
evidence  of  occipital  spiking. 

Case  10.  A fourteen-year-old  boy  was  the  product 
of  normal  pregnancy  and  birth.  He  walked  early  but 
talked  later  than  expected.  There  was  history  of 
maturational  lags  in  the  family.  At  the  age  of  nine 
years,  he  had  an  episode  of  anoxia  secondary  to  anes- 
thesia. 
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TABLE  I.  Summary  of  Raven  matrices,  electroencephalograms,  and  school  performance  of  patients  off 

and  on  methylphenidate 

Raven 


Case  and  Matrices  Electroencephalogram . School  Performance- 

Age  (Years)  Off  On  Off  On  Off  On 


1,  14 

44 

52 

Mild,  diffuse 
abnormality 

Improved 

Just  passing 

B average 

2,  13 

40 

48 

Marked,  diffuse 
abnormality 

Moderate,  diffuse 
abnormality; 
improved 

Just  passing 

B average 

3,  15 

50 

58 

Mild,  diffuse 
abnormality 

Same,  spikes 
less  prominent 

Borderline 

(65) 

B average 

4,  15 

46 

48 

Mild  abnormality 

Borderline 

improved 

Failing 

Passing 

5,  14 

43 

45 

Mild,  diffuse 
abnormality 

Same,  less 
slow  activity 

Failing 

(below  65) 

Passing 

6,  17.5 

46 

56 

Moderate,  diffuse, 
abnormality 

10  mg. — same; 

15  mg. — mild 
diffuse  abnor- 
mality, improved 

Difficulty  with 
multiple 
choice  tests 

Improvement 

7,  14.5 

44 

54 

Moderate,  diffuse 
abnormality 

Borderline 

improved 

Just  passing 

B average 

8,  14.5 

48 

40 

Moderate,  diffuse 
abnormality 

Mild  to  moderate 
diffuse  abnor- 
mality, slight 
improvement 

Just  passing 
(65-70) 

Slight  improvement 
(75-80) 

9,  13.5 

42 

44 

Moderate,  diffuse, 
slight  improve- 
ment 

Mild  to  moderate 
diffuse  abnor- 
mality 

Failing 

Better  in  special 
school 

10,  14 

46 

54 

Moderate,  diffuse 
abnormality 

Same,  less  slow 
activity 

Borderline 

B average 

He  always  did  poorly  in  school,  and  in  Grade  8 he 
was  removed  from  the  regular  school  and  placed  in  a 
small  special  class  because  of  his  increasingly  poor  aca- 
demic performance  and  overly  aggressive  behavior. 
When  under  stress,  he  would  develop  conduct  distur- 
bances and  habit  disorders:  bedwetting,  excessive 

masturbation,  peeping,  fire-setting,  stealing,  and  hit- 
ting. 

On  neurologic  examination,  he  had  many  “soft 
signs”  and  mixed  laterality;  the  electroencephalogram 
showed  “moderate  diffuse  abnormality,  especially  in 
the  anterior  temporal  areas,  mesial  parietals  and  me- 
sial occipital  areas,  bilaterally.”  He  scored  at  average 
intelligence  on  the  WISC,  but  there  was  a marked  in- 
tratest variability. 

When  he  went  on  methylphenidate  (10  mg.  three 
times  daily),  his  school  work  improved  from  failing  in 
all  subjects  to  all  B’s,  except  a C in  reading.  There 
was  a small  increase  in  his  score  on  the  Raven  matri- 
ces, but  his  original  scoring  on  this  visual  test  had  been 
high.  The  electroencephalogram  showed  a decrease  in 
the  slow  activity  before  hyperventilation  but  an  in- 
crease during  hyperventilation.  His  general  behavior 
improved  somewhat,  and  he  was  referred  for  psycho- 
therapy. 

Results 

The  results  of  this  study  are  summarized  in 
Table  I.  All  of  the  children,  selected  on  the  basis 
of  their  learning  difficulties,  showed  increased 
competence  in  school  performance  while  they  were 
on  the  medication.  This  ranged  from  a small,  sig- 
nificant advance  to  appreciable  improvement; 
several  children  went  from  failure  to  a B average. 
Nine  of  the  10  patients  improved  in  their  visual 


perceptual  abilities,  as  registered  bv  the  Raven 
matrices  scoring,  and  9 showed  improvement  on 
the  electroencephalogram.  At  least  8 of  the  chil- 
dren who  had  been  struggling  to  function  just  ade- 
quately were  now  doing  moderately  well. 

Comment 

We  gained  the  impression  from  our  observa- 
tions— and  here  we  are  in  agreement  with  the 
findings  of  Weiss  et  al.2  and  Wikler,  Dixon,  and 
Parker11 — that  pubescence  and  adolescence  are 
not  necessarily  correlated  with  neurologic  maturi- 
ty. The  brain  continues  to  mature  until  well  into 
adulthood.  For  that  reason,  it  is  possible  for 
many  adolescents  with  neurophysiologic  lags  to 
benefit  from  methylphenidate  medication.  At  no 
time  in  our  study  did  we  observe  the  emergence  of 
any  form  of  psychologic  or  physiologic  dependence 
as  a consequence  of  the  medication.  On  the  con- 
trary, the  children  tended  to  discontinue  the  med- 
ication as  soon  as  it  failed  to  be  helpful. 

In  fact,  it  was  Case  6 who  taught  us  the  upper 
age  limit  of  its  use  in  her  particular  case.  When 
she  took  10  mg.  of  methylphenidate  one  hour  be- 
fore the  administration  of  the  Raven  matrices,  it 
produced  a decided  improvement  on  the  test  re- 
sults; however,  the  electroencephalogram  re- 
mained the  same,  and  no  change  of  mood  was  re- 
ported. When  the  dose  was  raised  to  15  mg.  of 
methylphenidate,  the  electroencephalogram  im- 
proved, but  she  reported  a transient  elevation  of 
mood.  It  was  our  considered  opinion  that,  be- 
cause of  the  onset  of  euphoria,  methylphenidate 
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should  no  longer  be  employed.  This  may  not  nec- 
essarily represent  the  upper  age  limit  for  the  en- 
tire adolescent  group,  since  we  do  not  yet  have 
data  on  older  adolescents. 

The  electroencephalogram  showed  mild-to- 
marked  diffuse  abnormality  in  all  the  individuals 
in  our  group;  spiking  was  present  in  half  of  them, 
occurring  mostly  over  the  occipital  and  anterior 
temporal  areas.  These  findings  appear  to  be  con- 
sistent with  those  reported  by  Wikler,  Dixon,  and 
Parker.11  In  general,  while  these  abnormalities 
were  still  present  after  administration  of  methyl- 
phenidate, they  were  less  marked. 

It  has  been  the  practice  in  our  clinical  work 
with  children  to  periodically ; discontinue  medica- 
tion after  the  age  of  thirteen.  This  is  usually 
done  during  the  summer;  the  child  is  then  re- 
evaluated in  the  autumn.  If  there  is  no  change  in 
the  patient’s  status  while  he  is  off  the  medication, 
then  it  can  be  discontinued  altogether.  In  addi- 
tion, we  have  been  on  the  alert  for  signs  of  mood 
elevation,  to  discontinue  the  medication  immedi- 
ately should  this  occur.  It  was  quite  clear  to  us 
that,  even  in  adolescence  in  those  children  who 
were  suffering  from  minimal  brain  dysfunction,  the 
medication  did  help  to  integrate  the  visual  and 
auditory  perceptual  modalities  and  thereby  facili- 
tated general  intellectual  functioning. 

Department  of  Mental  Hygiene 
New  York  State  Psychiatric  Institute 


722  West  168th  Street 
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(DR.  MACKAY) 

References 

1.  Beck,  L.,  MacKay,  M.,  and  Taylor,  R.:  Methylphen- 
idate;  results  on  a children’s  psychiatric  service.  New  York 
State  J Med.  70:  2897  (1970). 

2.  Weiss,  G.,  et  al. : Studies  on  the  hyperactive  child. 

8.  Five-year  follow-up,  Arch.  Gen.  Psychiat.  24:  409  (May) 
1971. 

3.  Freedman,  D.,  et  al.:  Discussion  of  use  and  misuse  of 

medication  in  school  children  with  behavioral  problems,  HEW 
News  (Mar.  10)  1971. 

4.  Silver,  L.:  A proposed  view  on  the  etiology  of  the  neu- 
rological learning  disability  syndrome,  J.  Learning  Disabilities 
4:  123  (Mar.)  1971. 

5.  Millichap,  J.  G.,  et  al.:  Hyperkinetic  syndrome  and 

learning  disorders.  3.  Battery  of  neurophysiological  tests  in 
controlled  trial  of  methylphenidate.  Am.  J.  Dis.  Child.  116: 
235  (1968). 

6.  Rossi,  A.  O.:  Psychoneurologically  impaired  child: 

community  mental  health  clinic  approach.  New  York  State 
J.  Med.  67:  902  (1967). 

7.  Martin,  D.  M.:  Hyperkinetic  behavior  disorders  with 

children — clinical  results  with  methylphenidate  hydrochloride 
West  Med.  8:  23  (1967). 

8.  Lylton,  G.  J.,  and  Knobel  M.:  Diagnoses  and  treat- 

ment of  behavior  disorders  in  children,  Dis.  Nerv.  System  30: 
334(1959). 

9.  Orton,  S.  T.:  Reading,  Writing  and  Speech  Problems 
in  Children,  New  York,  W.  W.  Norton  & Co.,  Inc.,  1937,  p.  48. 

10.  Clements,  S.  D..  and  Peters,  J.:  Minimal  brain  dys- 
function in  school  age  child.  Arch.  Gen.  Psychiat.  6:  185 
(1962). 

11.  Wikler,  A.,  Dixon,  J.,  and  Parker  J.:  Brain  function  in 

problem  children  and  controls:  psychometric,  neurological 

and  encephalographic  comparison.  Am.  J.  Psychiat.  127:  5 
(1970). 


554  New  York  State  Journal  of  Medicine  / February  15,1 973 


Community 
Psychiatry  and 
T raditional 
Clinic 

ALAN  J.  TUCKMAN,  M.D.a 

Pomona,  New  York 

SIDNEY  PAUL.  M.S.S.W.b 

Pomona,  New  York 

a Director,  Division  of  Consultation  and  Education,  Rockland 
County  Community  Mental  Health  Center. 
b Psychotherapist,  Rockland  County  Mental  Health  Clinic. 


Viewing  the  emergence  of  community  psychia- 
try, Caplan,  in  19611  noted,  “the  goal  of  commu- 
nity programs  must  be  to  achieve  coverage  of  all 
the  problems  in  the  community  beyond  the  one  or 
two  percent  customarily  covered  by  available  clin- 
ics.” 

With  the  passage  of  enabling  legislation  in  1963, 
many  problems  in  the  delivery  of  mental-health 
services  were  resolved;  yet  many  other  difficulties 
have  occurred  in  the  development  and  implemen- 
tation of  community  mental-health  programs. 
Two  of  these  are  the  incorporating  of  preexisting 
mental-health  clinics  into  new  community  men- 
tal-health centers  and  the  shifting  of  the  philo- 
sophic direction  of  these  clinics.  An  agency  that 
previously  provided  long-term  therapy  to  “moti- 
vated people”  who  persevere  in  seeking  out  these 
services  must  change  its  orientation  to  that  of  a 
community  clinic  utilizing  various  modalities  of 
patient  gathering  and  treatment. 

The  report  of  the  Joint  Commission  on  Mental 
Illness  and  Health  states  “.  . . every  professional 
person  should  do  those  things  which  most  help 
the  largest  number  of  persons  needing  help.”2 

Writers  on  brief  psychotherapy  technic  have 
stressed  similar  views.3-5  Beliak  and  Small6 
state,  “It  seems  neither  reasonable  nor  fair  for  the 
therapist  in  a mental  hygiene  clinic  to  treat  one 


This  article  outlines  the  process  by  which  a mental- 
health  clinic  utilized  the  services  of  a consultant  to 
ease  the  transition  toward  a community  mental- 
health  program.  Problems  encountered  by  both 
parties  are  discussed.  The  transition  was  success- 
ful, and  the  authors  conclude  that  when  the  rela- 
tionship between  consultant  and  consultee  is  based 
on  autonomy  and  mutual  respect,  contract  agencies 
and  community  mental-health  centers  can  be  uni- 
fied. 


patient  for  two  years  to  the  exclusion  of  60  other 
patients.” 

We  are  becoming  aware  that  long  admissions 
procedures,  waiting  lists,  and  written  applications 
are  only  a few  of  the  practices  which  dissuade 
large  groups  of  people  from  ever  seeking  help  for 
their  problems.7-11 

Some  traditional  clinics  have  effected  changes 
in  their  intake  and  treatment  technics  and  have 
incorporated  much  of  the  new  community  mental- 
health  philosophy.12  However,  there  still  appears 
to  be  a lack  of  overall  commitment  to  the  concept 
of  responsibility  for  the  mental  health  of  the  en- 
tire community  rather  than  for  the  select  few  who 
manage  to  be  accepted  for  treatment. 

This  report  will  describe  the  process  by  which  a 
community  mental-health  center  consultant  met 
with  the  staff  of  an  outpatient  clinic  for  the  pur- 
pose of  supporting  and  developing  an  overall  com- 
mitment to  the  concept  of  community  mental 
health  and  applying  it  to  their  activities. 

Setting 

Rockland  County  New  York  is  a surburban 
community  situated  30  miles  from  New  York 
City.  Its  population  expanded  from  136,800  in 
1960  to  the  present  230,000  and  consists  of  ap- 
proximately 80  per  cent  in  the  white  and  blue  col- 
lar class  with  a median  income  of  $12,000.  Of  the 
total  population,  7.5  per  cent  fall  within  the  pov- 
erty level  and  7 per  cent  are  black  or  Spanish 
speaking.13 

Prior  to  the  development  of  the  comprehensive 
community  mental  health  center  in  1969,  a men- 
tal-health clinic  existed,  operated  by  the  mental 
health  association  under  contract  to  the  local 
community  mental  health  board.  It  focused  on 
long-term  therapy  utilizing  therapists  of  the  three 
major  mental-health  disciplines.  Admission  pro- 
cedures included  (1)  submission  of  an  application, 
(2)  one  or  two  initial  evaluations,  and  (3)  place- 
ment on  a waiting  list  for  treatment.  Although 
emergency  cases  were  seen  immediately,  many 
people  had  to  wait  several  months  for  treatment 
to  begin.  The  therapists  and  treatment  offered 
were  of  high  quality  but  essentially  restricted  to 


February  1 5,  1 973  / New  York  State  Journal  of  Medicine  555 


highly  motivated  people  who  persevered  in  seek- 
ing help. 

With  the  approval  of  the  Federal  community 
mental-health  centers  staffing  grant,  the  clinic  re- 
mained a contract  agency  of  the  community  men- 
tal-health board,  providing  outpatient  treatment 
as  one  of  the  five  basic  services  of  the  new  com- 
munity mental-health  center.  It  consists  of  a 
central  clinic  housed  at  the  mental-health  center 
and  two  branch  offices  situated  in  Nyack  and 
Haverstraw,  both  villages  with  high  population 
densities  and  large  ghetto  areas  housing  the  ma- 
jority of  the  indigent  black  and  Spanish-speaking 
populations  of  the  county. 

Prior  to  the  signing  of  the  contract  agreements, 
a series  of  discussions  occurred  in  an  attempt  to 
put  into  practice  the  defined  channels  of  authority 
among  the  clinic,  the  mental-health  center,  and 
the  community  mental-health  Board. 

It  soon  became  evident  that  problems  were  de- 
veloping as  a result  of  the  differing  philosophy  of 
the  clinic  and  center  administrations.  The  clinic 
administration  believed  that  high  patient  motiva- 
tion was  a necessary  prerequisite  to  a successful 
treatment  outcome.  Since  staff  time  was  limited, 
it  should  be  reserved  for  those  people  most  capa- 
ble of  requesting,  getting  to,  and  utilizing  this 
treatment.  The  center’s  administration  was  com- 
mitted to  providing  treatment  for  all  who  needed 
it,  regardless  of  their  method  of  requesting  it,  and 
to  tailoring  the  treatment  to  individual  needs. 

In  an  attempt  to  resolve  this  conflict  speedily,  a 
“compromise”  was  reached.  The  clinic  director 
would  be  supervised  by  the  center’s  director  of 
consultation  and  education  (A.  T.),  in  the  opera- 
tion of  the  two  branch  offices  and  by  the  center’s 
director  of  adult  services  and  children’s  services  in 
the  operation  of  the  central  clinic.  Since  only  one 
budget  existed  for  all  three  clinics,  and  since  the 
budget,  hiring,  and  internal  procedures  of  the 
clinics  remained  in  the  hands  of  the  clinic  direc- 
tor, this  chain  of  command  was  valid  on  paper  but 
of  limited  use  in  actual  practice. 

The  director  of  consultation  was  faced  with  the 
task  of  effecting  changes  in  clinic  practices.  An 
attempt  to  change  practices  by  mandate  would 
have  resulted  in  a major,  destructive  confronta- 
tion with  the  clinic  director  and  his  staff.  Also, 
the  staff  would  have  been  put  in  the  untenable 
position  of  having  to  deal  with  its  own  director  as 
well  as  the  “outside  director.” 

The  director  of  consultation  felt  that  working 
with  the  branch  clinic  staff  directly  was  essential 
for  any  meaningful  change  to  occur.  He  hoped 
that  by  working  with  one  of  the  two  groups,  newly 
developed  program  ideas  would  spread  to  the  rest 
of  the  clinic  staff.  This  assumption  was  support- 
ed by  the  knowledge  that  the  Nyack  office  staff 
had,  in  the  past,  initiated  new  approaches  to  pa- 
tient care  which  were  then  incorporated  by  the 


other  two  offices.  He  elected  to  work  with  the 
NBO  (Nyack  Branch  Office).  This  was  accepted 
with  trepidation  by  all  parties. 


NBO 

The  NBO  was  developed  to  provide  service  to 
the  people  of  the  Nyack  area  who  did  not  have 
transportation  or  lacked  motivation  to  apply  for 
treatment  at  the  central  clinic.  Its  location  in 
cramped  and  isolated  quarters  in  the  basement  of 
the  Nyack  Hospital — a voluntary  hospital  on  the 
outskirts  of  the  village,  with  no  outpatient  clinics 
and  oriented  to  the  private  practice  of  medicine — 
contributed  to  its  reputation  of  nonavailability 
and  subverted  the  purpose  for  which  it  was  devel- 
oped. 

The  staff  consists  of  a full-time  supervisor  who 
is  a psychiatric  social  worker,  a full-time  secre- 
tary-receptionist, and  several  part-time  psycholo- 
gists and  social  workers  functioning  as  therapists. 
A part-time  psychiatrist  evaluates  and  diagnoses 
all  patients  and  supervises  a medication  clinic. 
Except  in  rare  instances,  children  below  twelve 
years  old  are  not  seen  at  the  NBO  because  of  lack 
of  space. 

The  staff  met  weekly  to  discuss  intake  assign- 
ments, ongoing  cases,  and  problems  on  staff  rela- 
tions. Much  of  this  activity  was  labeled  “peer  su- 
pervision.” By  the  spring  of  1970,  the  staff  had 
developed  into  a close-working  group,  proud  of  its 
independence  and  its  sense  of  responsibility  to  pa- 
tient care. 

The  NBO  had  attempted  to  deliver  high-quality 
service  since  its  inception.  Concepts  of  communi- 
ty mental  health  were  familiar,  and  attempts  had 
been  made  to  put  them  into  practice.  Meetings 
were  held  with  school-guidance  personnel.  Head- 
start teachers,  and  people  from  other  agencies. 

Although  the  potential  for  expanded  service  to 
the  community  and  an  acceptance  of  community 
mental-health  philosophy  existed,  the  staff  was 
unable  to  implement  this  potential.  It  viewed  it- 
self as  providing  service  to  only  a part  of  rather 
than  the  entire  community.  Children  were  not 
being  seen.  The  fear  of  reaching  more  people  and 
becoming  overwhelmed  by  too  many  applicants 
was  a part  of  many  weekly  discussions.  Group, 
family,  and  short-term  therapy  were  attempted, 
but  the  large  majority  of  staff  time  was  spent  in 
traditional  individual  therapy. 

In  July,  1970,  the  staff  learned  of  the  center's 
director  of  consultation  and  his  imminent  arrival 
at  the  NBO.  The  news  of  his  coming  was  re- 
ceived as  a mixed  blessing.  The  staff  was  con- 
cerned lest  they  be  drawn  into  the  center-clinic 
power  struggle.  They  felt  torn  between  dual 
loyalties  to  their  own  director  and  the  “outside  di- 
rector.” At  the  same  time  they  felt  in  need  of 
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help  in  improving  their  case-finding  and  treat- 
ment technics. 

Initial  meetings  were  held.  The  organizational 
position  of  the  director  of  consultation  was  defined 
and  its  problems  openly  discussed.  It  became  ev- 
ident that  much  of  the  anxiety  and  questioning  in 
the  discussion  directed  at  the  “interloper”  were 
actually  attempts  by  the  staff  to  work  out  their 
feelings  about  their  own  director;  they  became 
aware  that  much  of  the  rigidity  and  authoritari- 
anism which  they  ascribed  to  him  were  really  pro- 
jections of  their  own  feelings  and  ideas  about  psy- 
chotherapy and  the  operation  of  a mental-hygiene 
clinic. 

The  staff  declared  that  they  would  use  the  di- 
rector of  consultation  as  an  “outside  consultant.” 
They  would  maintain  control  and  dictate  the  type 
and  duration  of  their  involvement  with  him.  The 
director  of  consultation,  hesitant  to  relinquish  at 
least  equal  control  of  the  relationship,  agreed  to 
an  arrangement  among  equal  partners  directed  at 
developing  new  methods  of  reaching  the  commu- 
nity. 

To  define  a preliminary  “contract”  and  based 
on  the  idea  that  to  shift  an  agency’s  functioning 
one  must  work  within  it,  the  director  of  consulta- 
tion suggested  that  he  see  patients  in  front  of  the 
group  and  then  discuss  brief-therapy  cases  that 
would  be  assigned  to  them  in  patient-evaluation 
meetings. 

An  agreement  was  reached  whereby  each  staff 
member  would  continually  keep  one  hour  avail- 
able for  cases  to  be  treated  by  brief-therapy  tech- 
nics. This  step  of  actually  beginning  to  see  pa- 
tients in  brief  therapy  was  viewed  by  the  authors 
as  the  first  major  breakthrough  in  treatment  phi- 
losophy and  policy  change.  It  required  active 
participation  in  “retooling”  rather  than  passive 
acceptance  of  change  as  an  interesting  concept. 
At  the  same  time,  discussions  continued  about 
the  general  functioning  of  the  NBO.  Again  and 
again  the  question  of  service  and  receptivity  to  the 
community  was  raised  and  explored.  Differences 
in  philosophy  which  arose,  although  often  great, 
were  resolved  through  repetitive  discussion  rather 
than  mandate.  “Working  it  out”  rather  than 
“pushing  it  through”  and  offering  help  in  the  form 
of  information  and  support  instead  of  demanding 
changes  were  essential  features  of  the  relationship. 

As  a first  step  in  bringing  the  clinic’s  services 
closer  to  the  community  and  learning  more  about 
the  local  community  at  the  same  time,  a “sub- 
catchment area”  was  set  up.  All  patients  living 
in  the  Nyack  area,  who  applied  for  treatment  at 
any  of  the  outpatient  services  of  the  center  would 
be  referred  automatically  to  the  NBO  for  treat- 
ment. This  subcatchment  area  contains  a popu- 
lation of  approximately  20,000  people. 

A preexisting  vacant  position  for  a part-time 
child  psychiatrist  was  filled  by  the  clinic  director. 


Also,  the  staff  had  been  looking  for  a new  office 
for  over  a year.  The  growing  commitment  to  im- 
proved service  and  an  anticipated  increase  in  the 
case  load  lent  impetus  to  the  acquisition  of  a new 
office.  The  NBO  was  moved  to  larger  quarters  in 
the  midst  of  the  busiest  section  of  town  more  easi- 
ly accessible  to  everyone  in  the  community.  No 
longer  would  it  have  to  deal  with  geographic  isola- 
tion. 

As  the  waiting  list  disappeared  and  case  turn- 
over increased,  the  staff  began  reaching  out  to  the 
professional  care-giving  agencies  in  the  communi- 
ty. Meetings  were  held  with  the  local  office  of  the 
department  of  social  services  to  discuss  improving 
procedures  and  management  of  cases  which  were 
being  jointly  handled.  On  several  occasions,  an 
NBO  staff  member  and  a social  services  casework- 
er joined  forces  as  cotherapists  to  resolve  a crisis 
situation  in  a family.  On  another  occasion,  a so- 
cial worker,  hired  by  the  Nyack  Hospital  to  devel- 
op a division  of  social  services  for  hospitalized  pa- 
tients, was  given  the  support  and  help  she  needed 
in  her  job  through  a regularly  scheduled  consulta- 
tion relationship  with  a member  of  the  NBO  staff. 
The  director  of  consultation  offered  to  have  a 
paraprofessional  from  his  own  staff  help  with  a 
case  in  the  clinic.  This  resulted  in  the  staff’s  ex- 
ploration of  their  own  needs  for  the  services  of 
paraprofessionals. 

Termination  phase 

An  interesting  series  of  events  signaled  the  im- 
minent termination  of  the  project  relationship. 
During  the  seventh  month  of  the  project,  the  di- 
rector of  consultation  suggested  that  the  patient- 
evaluation  meeting  be  moved  from  the  NBO  to 
the  center  to  make  use  of  a one-way  mirror  room. 
His  own  staff  could  then  participate  in  these 
meetings,  providing  a much-needed  learning  expe- 
rience for  them. 

Another  seemingly  unrelated  event  was  a some- 
what heated  discussion  about  “goings-on”  be- 
tween weekly  meeting.  Several  of  the  NBO  staff 
had  been  meeting  on  their  own,  solidifying  ideas 
formulated  during  the  previous  week  and  then 
presenting  them  completed  the  following  week. 
This  was  initially  viewed  as  an  attempt  to  sub- 
vert the  function  of  the  group  meetings. 

Concommitantly,  the  meeting  format  was 
changed  from  the  single  multipurpose  weekly  pro- 
gram to  two  separate  meetings;  one  devoted  to 
patient  evaluations  and  the  other  to  program 
planning. 

Further  reflections  led  to  an  understanding  of 
these  events.  Although  the  staff  and  director  of 
consultation  were  unconsciously  aware  that  the 
project  had  served  its  purpose,  the  close  working 
relationship  which  had  developed  was  preventing 
an  overt  termination  of  the  meetings.  The  theory 
of  brief  therapy,  with  its  objective  of  helping  the 
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client  through  a crisis  and  then  allowing  him  to 
continue  in  his  life  endeavors  on  his  own,  appears 
as  applicable  to  the  consultation  relationship. 
The  time  had  come  for  the  staff  to  proceed  alone, 
unaided  by  the  external  catalyst.  The  project  re- 
lationship was  terminated  in  March,  1971. 

Results 

Although  the  number  of  patients  seen  tells  only 
part  of  the  story  of  a clinic’s  functioning,  it  might 
be  helpful  to  compare  admissions  and  patient  vis- 
its for  the  NBO  and  the  HBO  (Haverstraw 
Branch  Office). 

During  the  first  six  months  of  1970,  the  HBO 
accepted  67  new  admissions  and  had  948  patient- 
visits,  or  14.1  patient-visits  per  admission.  On 
June  30,  1970,  it  had  93  patients  on  the  active  rolls. 
The  NBO  accepted  48  new  admissions  and  had 
1,158  patient  visits  or  24.1  patient  visits  per  ad- 
mission. On  June  30,  1970,  it  had  60  patients  on 
the  active  rolls. 

During  the  corresponding  six  months  of  1971, 
the  HBO  saw  106  new  admissions,  a 58.2  per  cent 
increase  over  1970,  and  logged  1,520  patient  visits, 
a 60  per  cent  increase  over  1970.  This  was  14.3 
patient  visits  per  admission.  One  hundred  thirty- 
one  patients  were  on  the  active  rolls  on  June  30, 
1971.  The  NBO,  during  this  period,  saw  97  new 
admissions,  a 102  per  cent  increase  over  1970,  and 
logged  1,360  patient  visits  for  a 24.1  per  cent  in- 
crease over  1970.  This  is  14  patient  visits  per  ad- 
mission. On  June  30,  1971,  103  patients  were  on 
the  active  rolls.  During  1970  and  1971,  the  HBO 
utilized  25  per  cent  more  professional  staff  hours 
than  the  NBO.  From  the  foregoing,  it  can  be 
seen  that  the  NBO  had  a larger  growth  rate  of 
new  admissions  as  well  as  a substantial  decrease 
in  patient  visits  per  admission  compared  with  the 
HBO. 

Since  there  appear  to  have  been  no  other  vari- 
ables influencing  either  branch  office  unilaterally, 
the  authors  conclude  that  the  changes  in  NBO 
admissions  and  treatment  practices  in  1971  were  a 
result  of  the  consultation  relationship. 

Conclusion 

Development  of  comprehensive  community 
mental-health  centers  often  necessitates  bringing 
preexisting  mental-health  agencies  under  the  um- 
brella of  a center.  Where  these  agencies  have 
been  following  a traditionally  oriented  philosophy 
of  patient  care,  the  transition  to  community  psy- 


chiatry with  emphasis  on  service  to  the  entire 
community  is  often  stormy  and  may  result  in  even 
greater  barriers  to  effective  patient  care. 

One  of  the  causes  of  this  failure  to  develop  a 
firm  working  relationship  between  mental-health 
agencies  is  the  tendency  to  treat  contract  agency 
personnel  as  subordinates  who  “must  follow  cen- 
ter policy,  or  else.”  This  is  much  like  a supervi- 
sor-student relationship,  which,  although  presum- 
ing to  stimulate  growth,  may  foster  dependency 
and  feelings  of  intimidation  with  resultant  resent- 
ment in  the  student. 

The  model  of  mental-health  consultation  in 
which  the  relationship  existing  between  the  con- 
sultant and  the  consultee  is  based  on  autonomy, 
independence,  and  mutual  respect  appears  well 
suited  to  the  task  of  unifying  contract  agencies 
with  community  mental-health  centers.14 

Since  the  consultee  is  free  to  accept  or  reject  the 
recommendations  of  the  consultant,  the  outcome 
of  the  process  rests  mainly  on  the  positive  rela- 
tionship between  the  participants  as  well  as  the 
material  presented  for  consideration  by  the  con- 
sultant. The  consultee  must  have  the  basic  skills 
and  willingness  to  change;  the  consultant  must  be 
able  to  present  his.  concepts  without  intimidation 
and  in  a palatable  manner. 
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Tubal  electrocoagulation  and  division,  aided  by 
laparoscopic  visualization,  has  been  shown  to  be  a 
safe  and  effective  method  of  sterilization.1  It  can 
be  performed  at  moderate  expense  and  with  mini- 
mal hospitalization.  There  is  usually  only  negli- 
gible postoperative  discomfort  for  the  patient,  and 
she  is  able  to  rapidly  resume  her  preoperative 
daily  duties. 

The  technic  was  first  reported  more  than  thirty 
years  ago  by  Anderson-  and  Power  and  Barnes3 
and  was  later  repopularized  by  Palmer4  in  France 
and  by  Steptoe  and  Imran5  in  England.  Under 
the  currently  liberalized  abortion  laws,  increased 
numbers  of  tubal  sterilizations  via  the  laparoscope 
are  being  done  at  the  time  of  abortion. 

We  have  been  pioneering  this  method  of  steril- 
ization in  our  community  for  the  past  two  years 
and  are  impressed  with  its  ease,  safety,  and  effec- 
tiveness. 

Patients 

A total  of  1,020  laparoscopic  tubal  sterilizations 
were  completed  on  patients  at  the  Deaconess  Hos- 
pital in  Buffalo,  New  York,  between  February  1, 
1970,  and  January  31,  1972.  With  7 additional 
women,  procedures  were  begun  but  not  com- 
pleted. The  ages  of  the  women  ranged  from 
twenty  to  forty-seven,  with  an  average  of  32.9. 
Their  parity  ranged  from  0 to  11,  with  an  average 
of  3.7.  Almost  25  per  cent  of  the  women  had  un- 
dergone either  one  or  more  abdominal  surgical 
procedures  prior  to  their  sterilization.  These  in- 
cluded appendectomies,  adnexal  operations,  ce- 
sarean sections,  and  other  uterine  surgeries. 


Over  a two-year  period  at  the  Deaconess  Hospital, 
1,020  women  were  sterilized  by  tubal  electrocoagu- 
lation and  division  aided  by  laparoscopic  visualiza- 
tion. The  combined  methods  proved  effective  and 
safe.  Hospitalization  periods  were  short,  and  the 
complication  rate  was  low. 


Additional  minor  surgical  procedures  were  done 
on  44  per  cent  of  the  patients  concomitantly  with 
sterilization,  and  over  21  per  cent  had  abortions 
done  at  the  same  time.  If  the  patients  were  in  the 
luteal  phase  of  their  cycles,  most  underwent  rou- 
tine dilatation  and  curettage  to  obviate  early  un- 
suspected pregnancy.  Ninety-seven  per  cent  of 
the  patients  returned  for  a postoperative  routine 
check,  and  all  have  been  followed  for  from  six 
months  to  over  two  years. 

Technic 

Patients  were  placed  in  the  proper  Trendelen- 
burg position,  adequate  pneumoperitoneum  was 
established,  and  the  laparoscope  was  inserted  at 
or  around  the  navel.  The  second  puncture  was 
made  (under  direct  vision)  at  either  lower  quad- 
rant for  the  Palmer  biopsy  forceps.  After  assuring 
proper  visualization,  each  tube  in  turn  was  gra- 
sped within  2 to  3 cm.  from  its  junction  with  the 
corpus;  2 cm.  of  each  tube  were  coagulated  and 
then  divided  by  cutting  current. 

With  the  use  of  a tubal  insufflator  cannula  held 
in  place  by  tenaculum  forceps,  the  uterus  could  be 
manipulated  with  ease.  Even  immediately  post- 
abortion, when  the  uterus  was  boggy,  heavy,  and 
difficult  to  move,  no  problems  arose. 

In  only  7 cases  the  procedure  was  not  carried  to 
conclusion  because  of  technical  difficulties. 
These  included  the  following. 

1.  Unsuccessful  pneumoperitoneum  (1). 

2.  Poor  visualization  because  of  defective  laparos- 
cope (2). 

3.  Poor  visualization  because  of  cystic  mass  in  cul 
de  sac  (1). 

4.  Obesity  and  severe  pelvic  adhesions  (2). 

5.  Bleeding  due  to  inadvertent  puncture  of  mes- 
entery vessel  near  ileocecal  valve  (1). 

Complications 

There  were  14  complications  out  of  the  1,027  at- 
tempted laparoscopic  tubal  sterilizations  (1.3  per 
cent),  6 of  which  were  considered  serious  (Table 
I).  In  5 of  these  cases,  laparotomy  had  to  be  per- 
formed to  remedy  the  complication. 

Effectiveness 

Tubal  patency.  We  performed  postoperative 
hysterosalpingograms  on  150  patients,  at  least 
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TABLE  I.  Complications,  their  management  and  outcome 


Patient 

Complication 

Management 

Outcome 

1 

Laceration  of  sigmoid 

rriesentery,  bleeding  from 
left  infundibulopelvic  ligament 
after  coagulation  and  division 
of  left  tube  through  scope 

Exploratory  right  laparotomy, 

partial  salpingectomy  and  ligation 
of  left  infundibulopelvic  ligament 

2 

Bleeding  from  mesosalpinx 

Controlled  by  coagulation 

2 

Readmitted  8 days  later  with 
partial  bowel  obstruction 

Laparotomy,  repair  of  pinhole  in 
jejunum,  appendectomy 

Postoperative  course  uneventful 

3 

Cardiac  arrest  during 
introduction  of  carbon 
dioxide  intraperitoneally 

Resuscitated 

Uneventful  recovery,  procedure 
terminated  with  no  attempt 
at  tubal  sterilization 

4 

Bleeding  from  right  mesosalpinx 

Cauterized 

Postoperative  course  uneventful 

5 

Skin  burn  at  site  of  second 
puncture 

No  treatment 

6 

Bleeding  from  left  mesosalpinx 

Laparotomy,  ligation  of  bleeder, 
right  tubal  ligation 

6 

Atelectasis  developed  post 
operation 

Intermittent  positive  pressure 
breathing,  antibiotics 

Responded  well 

7 

Bleeding  from  puncture  of 
mesenteric  vessel  near 
ileocecal  valve 

Laparotomy,  suturing  of  mesentery, 
and  bilateral  Pomeroy  tubal 
ligation 

Postoperative  course  uneventful 

8 

Fever  100.8°  F.,  urinary  tract 
infection,  adynamic  ileus 
post  operation 

Treated  conservatively  with 
antibiotics 

Responded  well 

9 

Evidence  of  partial  bowel 
obstruction  2 weeks  post 
operation 

Laparotomy  revealed  perforated 
ileum  with  abscess  formation  in 
pelvis.  Resection  of  segment  of 
ileum  with  end-to-end 
anastomosis,  total  abdominal 
hysterectomy,  left  salpingo- 
oophorectomy 

Postoperative  course  uneventful 

10 

Bleeding  from  omentum 

Cauterization 

Postoperative  course  uneventful 

11* 

Fever  104  °F.,  due  to  urinary 
tract  infection 

Antibiotics 

Responded  well 

12 

Bleeding  from  right  meso- 
salpinx 

Cauterization 

Postoperative  course  uneventful 

13 

Hematoma  right  adnexa, 
hypotension 

Transfused,  2 units  whole  blood 

Benign  postoperative  course 

14 

Uterine  perforation 

* History  of  recurrent  urinary  tract  infection. 


three  months  after  surgery,  to  assess  residual 
tubal  patency.  Spillage  of  dye  into  the  peritoneal 
cavity  indicating  tuboperitoneal  communication 
or  fistulas  was  evident  in  16  of  these  patients;  3 
exhibited  spillage  from  both  tubes  and  13  from 
one. 

Pregnancy.  There  were  5 patients  who  had 
unsuspected  pregnancies  at  the  time  of  operation: 
1 was  ectopic,  2 were  diagnosed  from  uterine 
scrapings  done  prior  to  surgery,  and  2 were  in  the 
luteal  phase  of  their  cycles  and  had  dilatation  and 
curettage.  There  were  no  postsurgical  pregnan- 
cies in  any  of  the  other  women  in  the  ent  ire  series. 

Comment 

The  patients  presented  here  were  admitted  to 
the  hospital  on  the  eve  of  surgery  and  were  dis- 
charged on  the  same  day  of  the  operation.  On 
the  whole,  the  average  hospital  stay  was  twenty- 
four  hours  or  less.  We  have  started  doing  the 
procedure  on  an  outpatient  basis,  and  the  hospital 
stay  has  been  cut  to  nine  hours  or  less. 

The  postoperative  course  of  the  uncomplicated 
cases  has  been  characteristically  smooth  and  easy 


with  very  minimal  discomfort.  Most  of  the  pa- 
tients required  only  oral  analgesics. 

History  of  previous  abdominal  surgery,  found  in 
25  per  cent  of  our  patients,  was  usually  not  a de- 
terrent to  operation.  All  cases  were  individually 
considered  as  to  the  advisability  of  performing  the 
operation  at  the  site  of  a previous  abdominal  scar. 
The  patients  were  warned  that  if  the  attempt  at 
laparoscopic  sterilization  was  unsuccessful  be- 
cause of  technical  problems,  they  were  to  be  steri- 
lized by  the  Pomeroy  method. 

In  3 instances  complications  severe  enough  to 
require  laparotomy  were  due  to  severe  bleeding 
which  could  not  be  controlled  by  coagulation  and 
in  2 to  bowel  injury.  In  both  cases  of  bowel  injury 
the  possibility  of  the  injury  was  recognized  at  the 
time  of  operation,  but  the  patients  improved  post- 
operatively  and  were  considered  well.  Neither 
patient  had  had  previous  abdominal  surgery  or 
pelvic  adhesions.  However,  they  developed  bowel 
obstruction  eight  and  fourteen  days  later,  respec- 
tively, necessitating  reoperation. 

Immediate  laparotomy  and  repair  of  bowel  inju- 
ry, even  a slight  serosal  burn,  would  probably 
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TABLE  II.  Comparison  of  results  of  present  study  with  previous  reports  in  literature 


Source 

Total 

Patients 

. — Complications — - 
Number  Per  Cent 

Laparatomies — 
Number  Per  Cent 

— Pregnancies — 
Number  Per  Cent 

Failure 
to  do 
Procedure 

Liston  et  al ,l 

760 

9 

1.2 

6 

7.8 

9 

1 .2 

2 

Jordan  et  al.6 

910 

29 

3.2 

3 

0.32 

1 

0.01 

Thompson  and 

666 

35 

5.2 

6 

0.9 

2 

0.3 

Wheeless7 

Peterson  and 

186 

4 

3.7 

6 

3.2 

1 

0.5 

5 

Behrman8 

Present  study 

1,027 

14 

1.3 

5 

0 .44 

0 

0 

7 

have  prevented  the  catastrophic  events  that  fol- 
lowed a symptom-free  interval.  This  was  exem- 
plified by  patient  9 (Table  I).  Perforation  of  the 
ileum  with  abscess  formation  developed,  making 
subsequent  surgery  extremely  difficult  because  of 
the  infection  and  severe  adhesions  that  ensued. 

The  1 instance  of  cardiac  arrest  occurred  in  a 
twenty-seven-year-old  patient  with  an  unrecog- 
nized history  of  cardiac  disease  (Table  I,  patient 
3).  This  was  possibly  caused  by  overdistention  of 
the  abdomen  with  carbon  dioxide,  with  subse- 
quent absorption,  causing  acid-base  imbalance 
and  impaired  pulmonary-cardiovascular  dynam- 
ics due  to  pressure  on  the  diaphragm.  Because  of 
the  gravity  of  this  complication,  studies  could  not 
be  done  to  support  this  hypothesis. 

The  patient  who  had  suspected  broad  ligament 
hematoma  with  clinical  hypertension  and  a pelvic 
mass  was  managed  conservatively  with  a blood 
transfusion.  She  recovered.  The  patient  with 
adynamic  ileus  responded  well  to  conservative 
management.  The  3 cases  of  slight  oozing  from 
the  mesosalpinx  (2)  and  omentum  (1)  were  easily 
managed  by  electrocoagulation.  The  2 patients 
with  skin  burns  needed  no  further  treatment.  In 
both  of  these  instances,  the  operator  failed  to  note 
that  the  uninsulated  tip  of  the  prongs  of  the 
Palmer  biopsy  forceps  were  touching  the  stainless 
steel  sleeve. 

The  results  of  the  postoperative  hvsterosalpin- 
gograms  showed  that  the  “patency”  rate  could  be 
as  high  as  10.6  per  cent.  However,  the  16  pa- 
tients who  showed  spillage  of  dye  have  been  fol- 
lowed from  six  to  twenty-four  months,  and  at  the 
time  of  this  writing  none  have  become  pregnant. 
None  of  these  patients  are  using  any  contracep- 
tive method.  With  electrocoagulation,  tubal 
anatomy  and  physiology  are  probably  altered  in 
such  a way  that  tubal  pick-up  and  transport  are 
impaired.  The  function  of  the  fimbriated  end  is 
probably  eliminated  because  of  transection  of  the 
tube.  It  seems  unlikely  that  reanastomosis  of  the 
tubes  could  take  place  after  electrocoagulation 
and  division.  We  have  examined  2 patients  by 
laparoscopy  because  of  pelvic  pain,  and  in  both 
instances  the  cut  ends  of  the  tubes  were  widely 
separated  by  a thin  fibrous  band.  There  is  also 
the  probability  that  extensive  destruction  of  the 


TABLE  III.  Comparison  of  tubal  patency  as  revealed  by 
roentgenography  of  present  series  of  patients  with  those  in 
previous  reports 


Number 

Exam- 

Number 

Per  Cent 

Source 

ined 

Patent 

Patent 

Liston  et  al. 1 

78 

6 

7.7 

Jordan  et  al.6* 

383 

8 

2.1 

Jordan  et  a/.6| 

60 

22 

36.6 

Peterson  and  Behrman8 

50 

1 

2.0 

Present  series 

150 

16 

10.6 

* Examined  at  12  weeks, 
t Examined  at  6 weeks 


tubal  mucosa  takes  place,,  which  again  leaves  the 
tube  nonfunctional. 

Some  of  the  dye  spillage  evident  under  roent- 
genographic  examination  could  be  due  to  tuboper- 
itoneal  fistulas  created  by  excessive  pressure  dur- 
ing the  introduction  of  diatrizoate  (Hypaque)  (50 
per  cent),  a nonoilv  medium. 

Conclusion 

Our  experiences  in  the  last  two  years  confirm 
the  ease,  safety,  and  effectiveness  of  laparoscopic 
tubal  sterilization,  and  compare  quite  well  with 
results  reported  in  other  published  series  (Tables 
II  and  III).  We  highly  recommend  its  use  as  the 
method  of  choice  for  tubal  ligation. 
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The  necessity  and  efficacy  of  neonatal  intensive 
care  units  have  been  well  accepted  in  the  academ- 
ic community.  In  an  effort  to  assess  the  adequacy 


and  availability  of  such  facilities  to  the  practicing 
pediatrician,  a survey  questionnaire  was  sent  to 
the  approximately  1,000  members  of  the  American 
Academy  of  Pediatrics  in  New  York  State  by  the 
fetus  and  newborn  committee  of  District  II  Chap- 
ter 3.  Two  hundred  eighty-seven  replies  were  re- 
ceived representing  47  per  cent  of  the  counties. 
Replies  from  retired  physicians  and  other  non- 
participants in  newborn  care  were  discarded. 
Many  pediatric  group-practice  and  full-time  pe- 
diatric departments  sent  one  response,  which  may 
indicate  the  impressions  are  more  representative 
than  statistics  indicate. 

The  aim  of  the  survey  was  to  find  answers  to 
these  four  questions. 


Buffalo 


d L 

^ • i 

• 

1 O .1 

Binghampton 

\ ^ 

j Existing  N 1 CU  facilities 
/ with  30  mile  radius 

• County  seats 
(outlined  counties  have 
indicated  need  for  neonatal 
transport)  '''« — / 

FIGURE  1 Communities  large  enough  to  have  adequate  neonatal  intensive-care  facilities. 
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1.  Do  you  believe  that  an  intensive  care  nursery 
is  necessary  for  your  newborn  practice? 

2.  Is  such  a unit  available  in  your  community 
and  do  you  feel  that  it  is  adequate? 

3.  Do  you  believe  in  transporting  such  infants? 

4.  Do  you  feel  that  present  transport  systems  are 
adequate? 

Results 

In  response  to  the  questions  on  the  need  for  and 
availability  of  premature  intensive-care  nurseries, 
92  per  cent  of  the  respondees  believed  there  was  a 
need  for  such  a facility  in  their  practice,  and  67 
per  cent  stated  that  such  a nursery  existed  in 
their  community.  Of  the  practitioners  with  in- 
tensive-care nurseries  in  their  communities,  59  per 
cent  found  their  facilities  inadequate  for  the  care 
of  all  sick  neonates. 

The  responses  to  questions  3 and  4 demon- 
strated that  while  71  per  cent  of  the  physicians 
would  transport  their  sick  infants,  only  46  per 
cent  felt  that  the  existing  transport  was  adequate. 

Breaking  down  the  physicians’  responses  by 
geographic  areas,  adequate  facilities  for  sick  neo- 
nates were  thought  to  exist  in  Buffalo,  Rochester, 
Albany,  Syracuse,  Binghamton,  and  New  York. 
Physicians  from  several  counties  stated  that  they 
had  no  intensive-care  facilities  and  would  like  an 
infant  transport  service  (Fig.  1).  Figure  1 illus- 
trates the  large  centers  surrounded  by  circles  of  a 
30-mile  radius. 


Comment 

The  need  for  special  care  of  sick  infants  is  ac- 
cepted by  the  great  majority  of  pediatricians.  It 
is  no  longer  necessary  to  convince  the  pediatrician 
of  the  importance  of  neonatal  intensive-care  facili- 
ties in  his  practice.  The  question  now  is  how  best 
to  fulfill  this  need.  At  the  present  time,  it  ap- 
pears that  community-based  neonatal  intensive 
care  has  been  totally  inadequate  except  where  the 
population  is  great  enough  to  assure  a large  num- 
ber of  high-risk  infants. 

A transport  system  is  the  obvious  answer  to  this 
dilemma.  This  is  acknowledged  by  a large  num- 
ber of  survey  respondees.  Unfortunately,  this  is 
where  our  health-delivery  system  for  newborns  is 
deficient.  Transport  is  the  primary  area  in  which 
further  study  is  needed  to  ascertain  what  material 
requirements  and  possible  clinical  hazards  exist  in 
the  transfer  of  sick  newborns. 

A look  at  the  map  of  New  York  State  suggests 
that  if  the  seven  large  centers  in  the  State  had  ef- 
ficient and  safe  transport,  the  needs  of  sick  neo- 
nates would  be  satisfied.  It  is  unreasonable  to 
create  more  neonatal  centers  which  are  doomed  to 
failure  because  of  insufficient  high-risk  popula- 
tions. Emphasis  should  be  placed  on  regionaliza- 
tion and  utilization  of  currently  established  cen- 
ters. This  approach  would  best  answer  the  needs 
of  the  practitioners  covered  by  the  survey  and  de- 
liver the  most  effective  care  to  sick  infants. 

525  East  68th  Street 
New  York,  New  York  10021 
(DR.  AULD) 
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Ileocecal 

Tuberculosis 

Case  history 

Vincent  Valensi,  M.D.:  This  was  the  second 

St.  Luke’s  Hospital  admission  of  a fourteen-year- 
old  Negro  boy  who  had  been  well  and  active  in 
school  until  one  day  prior  to  admission.  The 
night  before  admission  he  had  eaten  a copious 
meal  which  induced  tenesmus  and  which  was  as- 
sociated with  some  right  lower  quadrant  pain  and 
discomfort.  During  the  night,  he  passed  two  ma- 
roon-colored bloody  stools  which  were  accompa- 
nied by  weakness  and  a sensation  of  dizziness 
without  syncope. 

The  past  history  revealed  that  he  had  under- 
gone an  appendectomy  at  St.  Luke’s  Hospital  in 
1964  at  the  age  of  five.  In  March,  1971,  he  was 
seen  in  the  outpatient  department  because  of  a 
possible  tuberculous  contact.  A chest  x-ray  film 


and  tine  test  showed  negative  findings.  In  Sep- 
tember, 1971,  six  months  before  the  present  ad- 
mission, he  complained  of  a dry  nonproductive 
cough  and  pleuritic  pain  on  the  right  side.  A 
roentgenogram  of  the  chest  at  that  time  revealed 
considerable  pleural  effusion  on  the  right  side,  and 
an  intermediate  purified  protein  derivative  test 
revealed  13  mm.  of  induration.  He  refused  admis- 
sion and  was  lost  to  follow-up  until  the  present  ad- 
mission. He  reported  a weight  loss  of  approxi- 
mately 12  to  15  pounds  in  the  past  year. 

Physical  examination  revealed  a cooperative 
alert  young  boy  in  mild  distress  with  a blood  pres- 
sure of  80/30  mm.  Hg,  a pulse  rate  of  120,  and  a 
temperature  of  100. 2°F.  There  were  diminished 
breath  sounds  and  tubular  breathing  involving  the 
lower  third  of  the  right  lung.  The  abdomen  was 
scaphoid  and  revealed  a small  McBurney’s  inci- 
sion scar.  The  abdomen  was  also  tender  to  pal- 
pation in  the  right  lower  quadrant  with  positive 
rebound  tenderness.  A rectal  examination  was 
confirmatory  of  wine-colored  stools.  Laboratory 


FIGURE  1 (A)  Selective  superior  mesenteric  arteriogram  showing  collection  of  vessels  in  region  of  terminal  ileum 

and  cecum  (B)  Delayed  film  showing  blush  in  ileocecal  area  without  evidence  of  active  bleeding 
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FIGURE  2.  (A)  Barium  study  of  small  intestine  showing 

abnormal  terminal  ileum  and  irregularity  of  cecum.  (B) 
Spot  film  showing  ulceration  and  mucosal  deformity  of 
terminal  ileum. 

studies  showed  an  initial  hematocrit  of  20  and 
white  blood  count  of  15,000. 

On  transfer  to  the  intensive  care  unit  he  was 
given  a transfusion  of  4 units  of  whole  blood  which 
brought  his  hematocrit  to  a level  of  37.  Emergen- 
cy gastroscopy  and  duodenoscopy  showed  no  ab- 
normality. 

Radiologic  discussion 

Dr.  Valensi:  A selective  superior  mesenteric 

arteriogram  failed  to  reveal  any  active  bleeding 
point.  There  was,  however,  a sustained  opacifica- 
tion of  small  vessels  and  blush  in  the  ileocecal 
area  (Fig.  1). 

A barium  enema  and  air  contrast  study  showed 
that  there  was  an  abnormality  of  the  terminal 
ileum.  No  conclusive  pathologic  condition  was 
demonstrated  in  the  region  of  the  cecum.  A 
small-bowel  series  was  entirely  within  normal  lim- 
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FIGURE  3 Chest  roentgenogram  showing  infiltrative 
disease  and  pleural  thickening  in  right  lung 

its  except  that  a suspect  lesion  of  the  terminal 
ileum  noted  on  the  barium  enema  was  again  dem- 
onstrated. The  final  10  cm.  of  the  terminal  ileum 
showed  persistent  narrowing  and  revealed  a cob- 
blestone appearance  of  the  mucosa  (Fig.  2). 
There  was  also  rigidity  and  probably  ulceration 
of  the  terminal  ileum. 

A roentgenogram  of  the  chest  revealed  a non- 
specific inflammatory  infiltrate  involving  the  an- 
terior segment  of  the  right  upper  and  right  middle 
lobes  (Fig.  3).  Other  chronic  changes  of  the  right 
hemithorax  included  residual  thickened  pleura  of 
the  lateral  pleura  and  costophrenic  sulci. 

Although  the  clinical  diagnosis  was  bleeding 
Meckel’s  diverticulum,  the  radiographic  findings 
correlated  well  with  the  history  and  chest  findings 
suggesting  active  pulmonary  tuberculosis  and  tu- 
berculosis of  the  ileocecal  segment  of  the  intesti- 
nal tract. 

Surgical  discussion 

Roger  T.  DeAngelis,  M.D.:  Since  the  diagno- 
sis was  pulmonary  tuberculosis  with  gastrointesti- 
nal involvement,  the  patient  was  begun  on  isonia- 
zid,  ethambutol,  and  streptomycin.  His  condi- 
tion rapidly  stabilized  as  far  as  any  further  gas- 
trointestinal bleeding  was  concerned.  Neverthe- 
less, the  possibility  of  a Meckel’s  diverticulum  as 
the  source  of  the  massive  bleeding  episode  could 
not  be  ignored.  Therefore,  when  the  patient 
again  experienced  the  onset  of  crampy  right  lower 
quadrant  pain,  he  was  explored. 

At  exploration  the  terminal  foot  of  ileum  was 
moderately  injected  and  had  boggy,  thickened 
walls.  Multiple,  firm  lymph  nodes  measuring 
from  1 to  5 cm.  in  diameter  were  scattered 
throughout  both  small  and  large  bowel  mesen- 
teries and  were  most  prominent  in  the  ileocecal  re- 
gion. No  ascites  or  adhesions  were  present.  A 
single  2-mm.  yellow  nodule  in  jejunal  serosa  was 
excised.  No  other  peritoneal  nodules  were  seen. 
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FIGURE  4 (A)  Cecum  and  ileocecal  valve  at  right  Mucosal  folds  of  ileum  are  coarse  and  thickened,  and  there  are 

extensive  transverse  ulcers.  Cecum  shows  less  extensive  involvement  (B)  Greater  magnification  of  thickened  mu- 
cosal folds  of  ileum  with  transverse  ulcers  / 


Following  resection  of  the  diseased  bowel  seg- 
ment, the  specimen  was  found  to  contain  fresh 
blood  and  old  clots  within  numerous  shallow, 
punched-out  ulcers.  These  ulcerations  were  most 
prominent  at  the  ileocecal  valve.  Cultures  and 
smears  of  the  ulcerations  were  made. 

Charles  F.  Begg,  M.D.:  The  postoperative 

course  was  long  and  difficult.  Eleven  days  after 
the  resection  he  had  a second  operation  because  of 
small-bowel  obstruction.  Adhesive  bands  were 
found  and  divided.  Following  this,  signs  of  ob- 
struction at  the  ileocolostomv  developed,  and  it 
was  necessary  to  resect  the  anastomosis  and  fash- 
ion a new  one.  The  resected  anastomosis  revealed 
marked  narrowing  by  dense  fibrous  tissue,  but 
there  were  no  granulomas.  The  next  problem  was 
a pyogenic  infection  of  his  incision.  Once  this 
was  opened  and  drained,  his  progress  was  satisfac- 
tory. He  was  discharged  forty-two  days  after  his 
first  operation.  The  abdominal  wound  required 
another  month  to  close.  He  has  been  well  and  ac- 
tive since,  continuing  with  antituberculosis  thera- 
py. 

Pathologic  discussion 

Bahram  Pishdad,  M.D.:  The  surgical  speci- 

men consisted  of  27  cm.  of  terminal  ileum  in  con- 
tinuity with  cecum  and  5 cm.  of  ascending  colon 
(Fig.  4A).  The  serosa  was  congested  but  smooth. 
The  wall  of  the  ileum  was  thick  and  the  mucosal 
folds  coarse  and  firm,  with  many  transverse  ulcers 
(Fig.  4B).  The  process  extended  to  the  proximal 
end  of  the  cecum.  Fewer  areas  of  mucosal  thick- 
ening and  ulceration  were  present  in  the  cecum, 
and  the  distal  end  of  the  colon  was  not  involved. 
In  the  mesentery  were  many  enlarged  tan  lymph 
nodes  with  no  visible  caseation.  A 2-mm.  yellow 
nodule  from  the  jejunal  serosa  was  received  sepa- 
rately. 

Microscopically  there  were  many  caseating  and 
noncaseating  granulomas  in  the  mucosa  and 
submucosa  with  extensive  superficial  ulcers  (Fig. 
5).  These  lesions  were  most  numerous  in  the 


ileum.  Noncaseating  granulomas  were  found  in 
the  lymph  nodes  and  biopsy  specimen  of  the  jeju- 
nal serosa.  Beaded  bacilli  consistent  with  myco- 
bacteria were  demonstrated  by  the  Kinyoun  and 
rhodamine  auramine  fluorescent  technics.  Cul- 
tures confirmed  that  these  organisms  were  Myco- 
bacterium tuberculosis. 

Comments 

Dr.  Valensi:  Tuberculosis  of  the  intestinal 

tract  is  rare  with  the  ileocecal  area  the  most  com- 
mon site  of  involvement.  Clinically,  the  entity 
may  be  characterized  by  vague  pain  in  the  right 
lower  abdominal  quadrant  with  or  without  epi- 
sodes of  diarrhea.  In  some  cases  slight  bleeding 
can  occur.  Rarely,  there  may  be  gross  hemor- 
rhage. Perforation  of  the  ileocecal  region,  intesti- 
nal obstruction,  and  even  impairment  of  iron  ab- 
sorption with  secondary  anemia  have  been  re- 
ported. 

Lesions  of  the  terminal  ileum  and  cecum  in  con- 
junction with  lesions  found  elsewhere  in  the  body, 
particularly  the  lungs,  should  be  suspected  of 
being  tuberculous,  especially  if  the  lesions  are 
seen  on  both  sides  of  the  ileocecal  valve. 

Angiography  of  ileocecal  tuberculosis  has  not 
been  described  in  the  literature.  However,  sever- 
al investigators  have  reported  on  the  angiographic 
findings  of  inflammatory  lesions  of  the  ileum  and 
colon.  The  number  of  cases  has  not  been  large, 
and  the  diseases  studied  were  regional  enteritis 
and  colitis,  both  granulomatous  and  ulcerative. 
Pathologically,  tuberculous  enterocolitis  pro- 
duces similar  lesions  of  the  terminal  ileum  and 
usually  the  cecum;  consequently  the  angiographic 
pathophysiology  should  be  similar  to  those  of  re- 
gional enteritis. 

Boijsen  and  Reuter1  have  stated  that  arteries  I 
and  veins  both  filled  more  rapidly  in  the  diseased 
segments  in  regional  enteritis.  Increased  vascular- 
ity was  present,  and  another  feature  of  their  find- 
ings was  demonstrable  tortuosity  and  slight  dila- 
tation of  the  veins  draining  the  diseased  segments. 
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FIGURE  5 (A)  Scan  photograph  of  section  through 

ileocecal  valve.  Pale  oval  areas  in  mucosa  are  granulo- 
mas. Ileum  is  at  right  of  photograph  (B)  Ileal  muco- 
sa; mucosal  folds  are  greatly  thickened  by  granulomas 
and  there  are  superficial  ulcers.  (C)  Ileal  mucosa;  ex- 
tensive ulceration  and  numerous  granulomas 


Brahme2  also  reported  hypervascularization  with 
densely  opacified  veins  which  he  interpreted  as 
early  arteriovenous  shunting. 

The  angiography  in  our  patient  is  virtually 
identical  to  what  has  been  described  in  regional 
enteritis.  There  was  no  evidence  of  active  bleed- 
ing during  the  superior  mesenteric  arteriogram. 

Dr.  Pishdad:  Tuberculous  infection  of  the 

gastrointestinal  tract  has  become  so  rare  that  it  is 
in  danger  of  being  overlooked  in  differential  diag- 
nosis. The  primary  type  caused  by  the  bovine 
bacillus  has  been  virtually  eliminated.  The  sec- 
ondary type,  which  is  a consequence  of  swallowing 
organisms  from  pulmonary  infection,  has  also  be- 
come uncommon  as  the  result  of  improved  diag- 
nostic methods  and  effective  therapy.  This  is 
clearly  apparent  from  a review  of  the  literature  on 
intestinal  tuberculosis.  In  1935  Granet3  found 
roentgenographic  evidence  of  intestinal  tuberculo- 
sis in  844  of  1,743  patients  hospitalized  with 
proved  pulmonary  tuberculosis.  Only  217  of  the 
844  had  intestinal  symptoms.  Autopsies  were 
performed  on  266  of  these  patients  who  died:  192 
had  ulcerating  lesions  of  the  intestinal  tract,  prin- 
cipally in  the  ileocecal  region,  and  185  of  these 
had  open  pulmonary  lesions. 

Another  series  demonstrates  the  decreasing  in- 
cidence from  10  to  1 per  cent  of  intestinal  involve- 
ment over  the  period  1924  to  1949. 4 This  study 
was  based  on  5,529  patients  admitted  with  pulmo- 
nary tuberculosis.  Since  then  the  incidence  had 


dropped  further,  probably  because  of  the  wide- 
spread use  of  antituberculosis  therapy. 

Dr.  Begg:  The  sequence  of  events  in  the  devel- 
opment of  intestinal  tuberculosis  begins  with  swal- 
lowing infected  material  from  the  lung  lesion.  It 
should  be  noted  here  that  the  pulmonary  lesions 
are  much  smaller  in  the  present  era  and  in  some 
cases  so  small  that  they  cannot  be  demonstrated  on 
x-ray  film.  The  organisms  penetrate  through  the 
mucosal  crypts  of  the  intestine  and  initiate  a gran- 
ulomatous inflammatory  process.  Dissemination 
via  the  lymphatics  leads  to  involvement  of  other 
layers  of  the  intestinal  wall,  lymph  nodes,  and 
peritoneum.  Because  the  lymphatics  have  a cir- 
cumferential course  in  submucosa,  the  mucosal 
ulcers  have  a transverse  distribution.  The  reac- 
tion between  host  and  tubercle  bacilli  has  the 
same  spectrum  as  in  other  tissues.  If  the  response 
is  predominantly  destructive,  ulceration,  bleeding, 
perforation,  and  fistulas  may  occur.  If  the  re- 
sponse is  predominantly  reparative,  obstruction 
may  result  from  the  abundant  scar  tissue  formed. 

The  preference  for  ileocecal  localization  is  not 
completely  understood.  Perhaps  it  is  related  to 
the  more  active  motility  of  the  upper  small  intes- 
tine, relative  stasis  in  the  ileocecal  area,  and  unfa- 
vorable conditions  for  survival  of  M.  tuberculosis 
posed  by  the  abundance  of  competing  organisms 
lower  in  the  colon. 

Despite  its  rare  occurrence  in  these  times,  intes- 
tinal tuberculosis  is  important  in  the  differential 
diagnosis  of  regional  enteritis,  especially  so  be- 
cause steroid  therapy  is  frequently  used  in  the  lat- 
ter disease.  The  use  of  steroids  without  antitu- 
berculosis therapy  may  have  fatal  consequences  in 
patients  with  tuberculosis.  Radiologic  appearan- 
ces cannot  distinguish  between  the  two  diseases. 
Indeed,  many  cases  in  the  older  literature  which 
were  considered  intestinal  tuberculosis  were  prob- 
ably examples  of  regional  enteritis.5 

The  clinical  presentation  will  help  to  make  the 
distinction  in  most  cases.  Demonstrable  pulmo- 
nary disease  should,  of  course,  alert  the  physician 
to  the  possibility  of  tuberculous  cause,  but  in 
some  cases  of  tuberculous  enteritis  the  pulmonary 
lesion  may  be  too  small  to  be  demonstrated.  In 
those  cases  in  which  obstruction,  perforation,  and 
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fistula  formation  are  not  present,  antituberculous 
treatment  is  surely  indicated  when  there  is  evi- 
dence of  pulmonary  tuberculosis.  If  such  evi- 
dence is  lacking  and  clinical  and  epidemiologic 
evidence  suggests  a possibility  of  tuberculosis  as 
the  cause  of  the  intestinal  disease,  a trial  of  anti- 
tuberculosis therapy  is  still  worth  while.  Every 
effort  should  be  made  to  recover  the  organism  in 
sputa,  gastric  washings,  and  stools,  but  therapy 
need  not  be  delayed  for  the  six  to  eight  weeks  nec- 
essary to  establish  bacteriologic  diagnosis. 

These  statements  are  based  on  a review  of  our 
own  experience  with  suspected  or  proved  intesti- 
nal tuberculosis.  Only  11  cases  were  found  over  a 
space  of  twenty  years.  We  doubt  that  this  repre- 
sents the  true  incidence  of  intestinal  involvement 
in  patients  with  pulmonary  tuberculosis  since  only 
217  of  GranetV  844  patients  who  had  radiographic 
evidence  of  intestinal  disease  actually  had  symp- 
toms. Of  the  11  cases,  3 had  medical  treatment 
without  surgery  and  have  remained  symptomless 
for  three,  five,  and  ten  years.  Two  had  radio- 
graphic  evidence  of  pulmonary  tuberculosis,  and 
1 of  these  had  the  organism  recovered  from  gastric 
washings.  One  patient  had  no  radiographic 
evidence  of  tuberculosis,  and  cultures  were 
negative.  A fourth  patient  was  subjected  to 
laparotomy.  No  disease  of  pulmonary  paren- 
chyma was  present,  although  there  was  hilar  cal- 
cification. The  surgeon  found  inflamed  but  not 
obstructed  terminal  ileum  and  removed  a mesen- 
teric lymph  node  from  which  M.  tuberculosis  was 
subsequently  cultured.  This  patient  is  well  after 


more  than  two  years  of  antituberculosis  therapy. 

It  is  unfortunate  that  we  had  not  made  this 
analysis  of  our  experience  prior  to  the  first  surgery 
performed  on  this  patient.  Prolonged  hospitaliza- 
tion and  two  subsequent  surgical  procedures  could 
have  been  avoided. 

Conclusion 

Intestinal  tuberculosis  still  occurs,  and  it  is  im- 
portant in  the  differential  diagnosis  of  regional 
enteritis. 

Medical  treatment  is  successful  in  the  manage- 
ment of  intestinal  tuberculosis  if  obstruction,  per- 
foration, and  fistulas  are  not  present.  A trial  of 
medical  treatment  is  worth  while  when  intestinal 
tuberculosis  is  suspected  even  when  pulmonary 
disease  is  not  found. 

There  is  a wealth  of  material  buried  in  hospital 
record  rooms  which  can  be  useful  in  patient  diag- 
nosis, care,  and  management,  and  time  and  effort 
to  analyze  this  material  are  worth  while. 
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Acute  hepatic  necrosis  associated  with  viral  hep- 
atitis and  liver  poisoning  results  in  profound  he- 
patic coma,  which  is  usually  lethal  before  the  he- 
patic cells  have  had  time  to  regenerate.  Treat- 
ment with  intravenous  fluids,  oral  neomycin,  and 
neomycin  enemas  forms  the  usual  standby  thera- 
py but  fails  to  significantly  alter  the  very  grave 
prognosis.  Slightly  improved  results  have  been 
claimed  from  the  use  of  steroids,  but  their  value 
remains  controversial.1 

It  has  generally  been  considered  that  hepatic 
coma  and  ensuing  death  are  due  to  accumulation 
of  naturally  occurring  toxic  substances  which  the 
severely  damaged  liver  fails  to  eliminate.  These 
substances  may  be  metabolites  resulting  from  ni- 
trogeneous  breakdown,  especially  in  the  gut,  and 
appear  to  increase  in  amount  in  the  presence  of 
bacterial  activity  in  the  colon.  Ammonia  levels 
rise  in  the  blood  and  cerebrospinal  fluid  in  hepatic 
coma,  but  elimination  of  ammonia  by  dialysis 
does  not  result  in  restoration  of  consciousness  or 
recovery.2  It  is  well  known  that  the  depth  of  he- 
patic coma  does  not  correspond  with  the  blood- 
ammonia  level. 

Although  blood  and  serum  alpha-ketoglutarate 
are  increased  in  hepatic  coma,  partial  glycolysis 
blockade  by  amination  of  alpha-ketoglutarate  to 
form  glutamic  acid  and  glutamine  and  interfer- 
ence with  production  of  adenosine  triphosphatase 


in  the  brain  have  been  postulated  as  possible 
mechanisms.3  Abnormalities  of  pyruvate,  re- 
duced nicotinamide  adenine  dinucleotide,  5-hv- 
droxytryptamine,  and  acetylcholine  metabolism  in 
hepatic  coma  have  been  studied.  A variety  of 
toxins  has  been  suggested  as  a cause  for  coma, 
and  other  additive  factors,  such  as  hypokalemia, 
hyponatremia,  water  intoxication,  hypoglycemia, 
and  changes  in  the  acid-base  balance,  have  been 
implicated.4  The  possibility  that  the  liver  pro- 
duces some  vital  metabolite  which  is  absent  in 
liver  necrosis  has  not  been  excluded. 

In  an  attempt  to  decrease  the  mortality  rate 
from  coma  and  tide  the  patient  over  until  liver  re- 
generation can  occur,  a variety  of  methods  have 
been  tried,  each  aimed  at  the  removal  of  poten- 
tially toxic  substances  from  the  blood.  These 
have  included  extracorporeal  perfusion  employing 
the  liver  of  a pig,5'7  a calf,8  or  a human  cadaver9; 
cross-circulation  with  a baboon1011;  and  human 
cross-circulation.12  Each  of  these  technics  is  com- 
plex and  costly  and  does  not  lend  itself  to  pro- 
tracted use;  the  use  of  a human  donor  for  cross- 
circulation exposes  the  latter  to  several  hazards, 
the  most  important  of  which  is  the  risk  of  con- 
tracting viral  hepatitis.  Results  with  these  tech- 
nics have  taken  the  form  of  occasional  temporary 
improvement  with  few  survivals.  Exchange 
transfusion  with  whole  blood  has  been  widely  used 
and  appears  to  improve  the  survival  rate  signifi- 
cantly above  the  10  per  cent  obtained  in  conven- 
tional methods  of  treatment  . 2,13-19 

Plasma  exchange  was  introduced  as  a form  of 
therapy  by  Lepore  and  Martel  in  1967, 20  when 
they  were  confronted  with  the  problem  of  ob- 
taining Type  B,  Rh  negative  blood  in  large  quan- 
tity for  exchange  transfusion  into  a patient  with 
hepatic  coma.  They  removed  500-ml.  aliquots  of 
blood,  and  after  centrifuging  the  blood,  they  re- 
turned the  patient’s  red  cells  along  with  normal 
plasma  to  a total  of  5,000  ml.  in  less  than  twenty- 
four  hours.  The  patient  emerged  from  coma  after 
several  hours  and  was  able  to  read  a newspaper, 
but  died  two  days  later  from  massive  hemorrhage 
due  to  a steroid-induced  gastric  ulcer. 

Three  patients  with  active  fatty  nutritional  cir- 
rhosis showed  good  temporary  responses  to  short- 
term plasma  exchange  but  ultimately  died,21  and 
3 patients  out  of  4 with  hepatic  coma  due  to  viral 
hepatitis  showed  improvement  with  2 recoveries.22 

Plasma  exchange  lends  itself  to  protracted  use, 
and  plasma  of  any  blood  group  may  be  used. 
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FIGURE  1 Form  for  laboratory  studies  on  serum  and  whole  blood  of  patients  undergoing  plasma  exchange  for  treat- 
ment of  hepatic  coma 


Further  advantages  lie  in  the  fact  that  the  pa- 
tient retains  his  own  red  cells  and  is,  therefore, 
less  likely  to  suffer  the  additional  burden  of  he- 
molysis of  donor  cells  while  clotting  factors  are  re- 
placed. 

In  July,  1968,  a program  of  prolonged  intermit- 
tent plasma  exchange  for  patients  with  profound 
hepatic  coma  associated  with  viral  hepatitis  and 
toxic  hepatitis  was  introduced  at  Metropolitan 
Hospital.  The  treatment  was  undertaken  only 
after  conventional  methods  of  treatment  and  cor- 
ticosteroids had  failed  and  when  the  patients  were 
obviously  deteriorating. 

The  first  patient  to  be  so  treated  showed  a dra- 
matic response  with  recovery  of  consciousness 
after  seven  days  in  coma  and  ultimate  recovery 
after  a 44.5-L.  total  exchange.23  Four  more  pa- 
tients have  been  treated  according  to  this  proto- 
col, and  of  these  2 recovered  and  were  discharged, 
while  one  showed  transient  improvement. 

Materials  and  methods 

Of  the  patients  4 had  taken  heroin  intravenous- 
ly and  had  presumed  or  confirmed  viral  hepatitis, 
while  one  had  hepatitis  of  uncertain  cause.  Three 
were  males  aged  twenty-one,  twenty-three,  and 
seventeen;  and  2 were  females  aged  thirty-one  and 
twenty-two  years.  The  patients  were  first  treated 
with  nasogastric  suction  and  intravenous  fluids, 
steroids,  oral  neomycin,  and  neomycin  enemas. 
When  respiratory  insufficiency  developed,  posi- 
tive pressure  ventilation  of  the  lungs  was  carried 
out  via  an  endotracheal  tube.  When  deterioration 
was  obvious,  intermittent  plasma  exchange  was 
instituted  via  a “silastic”  Teflon  arteriovenous 
shunt  placed  in  the  forearm  under  local  anesthesia 
with  1 per  cent  lidocaine  (Xylocaine).  Two  units 
of  blood  were  given  through  the  venous  limb  of 
the  shunt,  and  subsequently  1 to  2 units  of  blood 
were  removed  repeatedly  from  the  arterial  limb  of 
the  shunt  and  centrifuged  to  remove  plasma. 
These  packed  red  cells  and  thawed  fresh  donor- 
matched  plasma,  which  had  been  frozen  within 
one  to  two  hours  of  donation,  were  given  through 
the  venous  limb  of  the  shunt  in  quantities  suffi- 
cient to  maintain  a stable  blood  volume.  The  ve- 
nous limb  of  the  shunt  was  kept  patent  by  a slow 
infusion  of  normal  saline  between  infusions  of  cells 


and  plasma,  and  the  arterial  limb  was  clamped 
and  flushed  out  before  each  exsanguination. 
Blood  removal  was  performed  by  connecting  the 
arterial  limb  of  the  shunt  to  the  tubing  of  a plastic 
blood-collection  bag  containing  acid  citrate  dex- 
trose. Following  completion  of  each  day’s  plasma 
exchange,  the  arterial  and  venous  limbs  of  the 
shunt  were  connected  with  a standard  shunt  con- 
nector. Electrolytes,  dextrose,  and  water  were 
given  intravenously  to  meet  daily  body  require- 
ments. 

The  systemic  blood  pressure,  central  venous 
pressure,  and  urine  output  were  monitored  contin- 
uously throughout  the  plasma  exchange,  and  daily 
studies  were  performed  on  the  patients’  blood 
(Fig.  1).  Ten  per  cent  calcium  gluconate  was  ad- 
ministered intravenously  in  quantities  sufficient 
to  neutralize  the  anticoagulant  effect  of  infused 
sodium  citrate.  Clinical  data  were  recorded 
throughout  each  plasma  exchange  on  a time-flow 
sheet  (Fig.  2). 

Case  reports 

Case  I.  This  case  is  reported  only  in  brief,  be- 
cause a detailed  account  including  laboratory  data 
has  been  published.23 

A twenty-one-year-old  Negro  man  was  admitted 
to  Metropolitan  Hospital  on  July  29,  1968,  after 
four  days  of  progressive  confusion  and  scleral  icter- 
us. The  patient  had  taken  heroin  intravenous- 
ly. He  had  alternating  periods  of  extreme  agita- 
tion and  stupor  and  had  outbursts  of  weeping,  : 
shouting,  and  belligerence.  There  was  deep  icter-  1 
us  of  the  sclerae  and  lingual  frenulum.  The 
upper  limit  of  hepatic  dullness  was  8 cm.  above 
the  right  costal  margin.  Rectal  temperature  was 
98°F.  (36.7°C.);  pulse  rate,  52  per  minute  and  reg- 
ular; respirations,  12  per  minute;  and  blood  pres- 
sure, 120/90  mm.  Hg.  The  urine  gave  positive 
test  results  for  bile.  Serum  urea  nitrogen  was  10 
mg.  per  100  ml.;  prothrombin  time,  31.4  seconds 
(control  14.9);  serum  glutamic  oxaloacetic  trans- 
aminase, 577;  glutamic  pyruvic  transaminase,  580; 
lactic  dehydrogenase,  186  units;  direct  bilirubin  11 
and  total  bilirubin  26  mg.  per  100  ml.;  alkaline 
phosphatase,  15.6  King-Armstrong  units;  cephalin 
flocculation,  72;  serum  albumin-globulin  ratio 
4. 1:4.3  Gm.  per  100  ml.;  and  blood  ammonia,  71.4 
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FIGURE  2.  Plasma  exchange  time-flow  sheet 


micrograms  per  100  ml.  A stool  sample  reagent 
test  (Hematest)  result  was  positive. 

The  patient  was  sedated  with  100  mg.  of  chlor- 
diazepoxide  (Librium)  and  25  mg.  of  meperidine 
(Demerol)  intramuscularly  every  eight  hours  and 
received  neomycin  by  nasogastric  tube,  12  Gm. 
per  twenty-four  hours,  and  neomycin  enemas, 
high-carbohydrate  intravenous  infusions  contain- 
ing 1,200  mg.  hydrocortisone  per  twenty-four 
hours,  and  vitamin  K (Aqua  Mephyton),  25  mg. 
intramuscularly  per  twenty-four  hours.  Sedation 
was  discontinued  after  ten  hours.  During  the  first 
thirty  hours  after  admission  he  became  increas- 
ingly stuporous.  Hepatic  dullness  decreased  to  6 
cm.  above  the  costal  margin,  and  the  blood  chem- 
istry showed  little  change.  Thirty-six  hours  after 
admission  he  was  unresponsive  to  pain.  Pulse 
rate  was  68,  and  respirations  were  5 per  minute. 
Tracheostomy  was  done  for  excessive  nasotra- 
cheal secretion.  Within  two  hours  the  patient 
was  apneic  and  required  intermittent  positive 
pressure  ventilation  of  the  lungs. 

Forty-two  hours  after  admission  intermittent 
plasma  exchange  was  initiated  as  described  and 
continued  daily  for  six  days;  a total  of  43.5  L.  of 
blood  was  removed.  Previously  administered 
medications  were  continued.  An  hour  after  com- 
mencing plasma  exchange,  the  patient  became 
more  responsive  to  painful  stimuli,  and  after  an- 
other four  hours  he  was  breathing  spontaneously. 

On  the  second,  third,  and  fourth  days  of  plasma 
exchange,  there  was  blood  loss  via  nasogastric 
tube,  Foley  catheter,  and  rectum.  Blood  was 
promptly  replaced.  He  had  profound  hypokalem- 
ia on  the  fourth  day  of  plasma  exchange,  and  po- 
tassium chloride,  120  mEq.  per  twenty-four  hours, 
was  infused.  After  the  fifth  day  of  plasma  ex- 
change the  patient  showed  increased  response  to 
stimuli  and  moved  spontaneously.  Intermittent 
positive  pressure  ventilation  was  discontinued. 
The  upper  limit  of  hepatic  dullness  was  4 cm. 
above  the  costal  margin. 

The  patient  recovered  full  consciousness  during 
the  sixth  day  of  plasma  exchange,  but  he  demon- 
strated lability  and  disorientation.  Plasma  ex- 
change was  discontinued,  but  his  other  medica- 
tions were  continued.  The  patient’s  mental  sta- 
tus remained  unchanged  until  the  tenth  day  after 
admission  when  no  neuropsychiatric  abnormality 


was  noted.  The  upper  limit  of  hepatic  dullness 
was  then  7.5  cm.  above  the  costal  margin.  Subse- 
quent hospital  course  was  unremarkable,  and  the 
patient  has  continued  to  do  well  since  discharge. 
Liver  function  has  progressively  improved. 

Case  2.  A twenty-three-year-old  Negro  man 
was  admitted  to  Metropolitan  Hospital  on  Febru- 
ary 10,  1969,  after  seven  days  of  anorexia  and  fa- 
tigue with  subsequent  nausea  and  vomiting.  His 
urine  had  been  darkening,  and  his  stools  had  been 
becoming  lighter.  He  had  consumed  one  quart  of 
alcohol  per  day  for  the  past  five  years. 

The  patient  had  taken  heroin  intradermally  via 
a borrowed  needle  one  month  before  admission. 
There  was  icterus  of  the  sclerae,  and  the  liver 
was  palpable  4 fingerbreadths  below  the  right  cos- 
tal margin.  There  was  generalized  abdominal 
tenderness  without  distention,  and  the  bowel 
sounds  were  normal.  Rectal  temperature  was 
98.6°F.;  pulse  rate,  80  per  minute  and  regular; 
and  respirations,  20  per  minute.  Blood  pressure 
was  108/74  mm.  Hg.  The  urine  contained  bile. 
Serum  urea  nitrogen  was  53  mg.  per  100  ml.; 
prothrombin  time,  37.9  seconds  (control  13.6); 
serum  glutamic  oxaloacetic  transaminase,  672; 
glutamic  pyruvic  transaminase,  3,292;  lactic  dehy- 
drogenase, 1,812  units;  direct  bilirubin  7.4  and 
total  bilirubin  9.4  mg.  per  100  ml.;  alkaline  phos- 
phatase, 26  King-Armstrong  units;  and  cephalin 
flocculation,  18.5.  Serum  albumin-globulin  ratio 
was  3. 8:4. 7 Gm.  per  100  ml. 

The  patient  was  given  propantheline  (Pro-Ban- 
thine),  30  mg.  intramuscularly  every  eight  hours, 
for  possible  pancreatitis  and  menadione  (Synkay- 
vite),  5 mg.  intramuscularly,  immediately.  He 
was  placed  on  nasogastric  suction  and  given  dex- 
trose 5 per  cent  in  normal  saline  intravenously. 
Every  six  hours  1.5  Gm.  of  ampicillin  were  given 
intravenously.  Three  days  after  admission  he  be- 
came stuporous  and  subsequently  comatose. 
Rectal  temperature  rose  to  102. 4°F.;  pulse  rate, 
to  160  per  minute;  respirations  to  72  per  minute; 
and  blood  pressure  fell  to  90/50  mm.  Hg.  Blood 
ammonia  was  311  micrograms  per  100  ml.  An  en- 
dotracheal tube  was  passed,  and  pulmonary  venti- 
lation was  carried  out  via  a Bennett  respirator. 
The  patient  was  cooled  on  a hypothermia  blan- 
ket. He  was  given  methylprednisolone  sodium 
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succinate  (Solu-Medrol),  1 Gm.  intravenously 
every  twenty-four  hours,  kanamycin,  500  mg.  in- 
tramuscularly every  twelve  hours,  and  cephalothin 
(Keflin),  12  Gm.  intravenously  every  twenty-four 
hours  in  divided  doses.  Five  days  after  admission 
clonic  convulsions  of  the  right  upper  extremity  oc- 
curred and  were  controlled  with  10  mg.  of  diaza- 
pam  (Valium).  Neomycin,  80  ml.  every  six  hours, 
was  given  via  the  nasogastric  tube,  and  2 Gm. 
were  given  every  twelve  hours  by  enema. 

On  the  following  day  the  patient  was  unrespon- 
sive to  painful  stimuli  and  had  absent  pupil  reflex- 
es. He  was  apneic  without  the  Bennett  respira- 
tor. A tracheostomy  was  performed.  Intermit- 
tent plasma  exchange  was  initiated  as  described 
and  continued  daily  for  seven  days;  a total  of  40 
L.  of  blood  was  removed.  Antibiotics  were  con- 
tinued. 

Following  a 5-L.  plasma  exchange,  the  patient 
became  responsive  to  painful  stimuli  and  breathed 
spontaneously.  The  blood  pressure  returned  to 
normal,  urine  output  increased,  and  the  pupils  be- 
came reactive.  Serum  bilirubin  level  and  pro- 
thrombin time  were  lowered.  Eight  days  after 
admission  generalized  edema  developed  but  less- 
ened the  following  day  when  he  became  much 
more  alert,  responding  vigorously  to  painful  stimu- 
li and  opening  his  eyes  periodically.  At  this  time 
the  corneal  reflex  was  present.  On  the  tenth  day 
after  admission  extreme  oliguria  developed  that 
failed  to  respond  to  2 doses  of  intravenous  manni- 
tol hexanitrate,  12.5  Gm.  each. 

On  the  twelfth  day  after  admission  the  urine 
output  remained  very  low,  and  the  serum  potassi- 
um and  the  central  venous  pressure  rose  progres- 
sively. The  pupil  and  eyelash  reflexes  and  spon- 
taneous respirations  were  still  present.  The  tra- 
cheal tube  was  cleared  of  some  blood,  and  fol- 
lowing this  the  pupils  became  dilated,  heart  beat 
could  not  be  heard,  and  the  patient  was  pro- 
nounced dead  on  the  evening  of  the  twelfth  day 
after  admission. 

Autopsy  performed  by  the  office  of  the  medical 
examiner  indicated  a diagnosis  of  Laennec’s  cir- 
rhosis with  superimposed  hepatitis  and  over- 
whelming hepatocellular  failure. 

Case  3.  A thirty-one-year-old  Puerto  Rican 
woman  was  admitted  to  Metropolitan  Hospital  on 
January  31,  1970,  seven  days  after  the  onset  of 
fever  (oral  temperature  102°F.)  and  shaking  chills. 
Six  days  before  admission  the  patient  had  become 
nauseous  and  vomited  several  times.  Epigastric 
discomfort  had  developed,  headaches,  malaise, 
weakness,  and  generalized  muscular  tenderness. 
Three  days  later  the  urine  had  become  dark  and 
the  stools,  clay  colored. 

Four  months  before  admission  a chest  infection 
developed,  for  which  a course  of  intramuscular  in- 
jections was  prescribed.  These  were  administered 


by  the  patient’s  father,  a diabetic  patient,  who 
sterilized  the  needle  by  boiling.  The  patient  stat- 
ed that  she  often  ate  shellfish.  There  was  no 
known  history  of  contact  with  a jaundiced  person. 

On  admission  there  was  icterus  of  the  sclerae, 
and  the  liver  was  palpable  1 fingerbreadth  below 
the  right  costal  margin.  The  upper  margin  of  the 
liver  was  in  the  sixth  right  intercostal  space. 
There  was  right  upper  quadrant  tenderness  with- 
out other  abnormal  findings  in  the  abdomen. 
Rectal  temperature  was  102°F.;  pulse  rate,  108 
per  minute  and  regular;  respirations,  20  per  min- 
ute; and  blood  pressure,  100/70  mm.  Hg.  The 
urine  contained  bile.  Serum  urea  nitrogen  was  9 
mg.  per  100  ml.;  prothrombin  time,  24  seconds 
(control  14.8);  serum  glutamic  oxaloacetic  trans- 
aminase, 3,117;  glutamic  pyruvic  transaminase, 
3,620;  lactic  dehydrogenase,  840  units;  direct  bili- 
rubin 6.6  and  total  bilirubin  14.1  mg./lOO  ml.;  al- 
kaline phosphatase,  16.3  King-Armstrong  units; 
and  zinc  flocculation,  11.5.  Serum  albumin-glob- 
ulin ratio  was  3.8: 3.4  Gm.  per  100  ml.  The 
VDRL  test  result  was  nonreactive.  HAA  test  re- 
sults were  negative. 

On  the  day  following  admission  the  patient  was 
given  prochlorperazine  (Compazine),  15  mg.,  and 
trimethobenzamide  (Tigan),  200  mg.,  intramuscu- 
larly, for  persistent  nausea  and  vomiting.  She  also 
received  chlordiazepoxide,  10  mg.  every  six  hours, 
which  was  discontinued  on  the  third  day  after  ad- 
mission. On  the  second  day  after  admission  the 
liver  was  found  to  have  enlarged  to  4 finger- 
breadths  below  the  right  costal  margin  and  could 
be  percussed  over  a vertical  distance  of  15  cm. 

The  prothrombin  time  rose  to  43  seconds  (con- 
trol 14.8).  Vitamin  Ki,  25  mg.,  was  given  intra- 
muscularly. On  the  fourth  day  after  admission 
the  patient  became  lethargic  and  confused  and 
developed  a liver  flap.  The  liver  could  only  be 
percussed  over  a vertical  distance  of  9 cm.  Ten 
per  cent  dextrose  in  water  containing  hydrocorti- 
sone (Solu-Cortef),  300  mg.,  was  given  intrave- 
nously every  eight  hours;  neomycin,  2 Gm.  every 
six  hours,  was  given  by  nasogastric  tube  and,  2 
Gm.  every  eight  hours,  by  enema.  On  the  fifth 
day  after  admission  the  patient  became  deeply  co- 
matose and  developed  respiratory  difficulty.  An 
endotracheal  tube  was  passed,  and  positive  pres- 
sure ventilation  was  initiated  with  a Bennett  res- 
pirator. Blood  gases  were  oxygen  tension.  66;  car- 
bon dioxide  tension,  29.5;  and  pH,  7.48.  Material 
withdrawn  via  the  nasogastric  tube  gave  positive 
results  to  reagent  test.  Hepatic  dullness  now 
spanned  a vertical  distance  of  only  6 cm.  Plasma 
exchange  was  initiated  as  described  and  continued 
to  a total  of  6 units.  On  the  sixth  day  hematuria 
developed.  Following  a further  9-unit  plasma  ex- 
change the  patient  began  breathing  spontaneously 
and  responded  to  painful  stimuli.  Antibiotics 
were  continued. 
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On  the  seventh  day  a Portex  tracheostomy  tube 
was  inserted  under  local  anesthesia  (1  per  cent  li- 
docaine  plain).  The  patient  became  conscious 
and  alert  and  recognized  her  family.  Hematuria 
and  nasogastric  blood  loss  ceased.  Serum  biliru- 
bin and  prothrombin  time  were  markedly  lowered; 
the  blood  urea  nitrogen  rose  from  a low  of  9 mg. 
per  100  ml.  on  the  fifth  day  to  24  mg.  per  100  ml. 
At  this  time  a total  of  13  L.  of  blood  had  been  re- 
moved for  plasma  exchange  over  a period  of  three 
days,  and  plasma  exchange  was  discontinued.  On 
the  tenth  day  the  arteriovenous  shunt  was  re- 
moved under  local  anesthetic  (1  per  cent  lidocaine 
plain),  and  the  patient  was  started  on  a 40-Gm. 
protein,  high-carbohydrate  diet.  A liver  scan  the 
following  day  showed  normal  results.  The  trache- 
ostomy tube  was  removed  on  the  sixteenth  day. 
Intravenous  cholangiography  showed  poor  visual- 
ization of  the  biliary  tree  but  no  evidence  of  com- 
mon bile-duct  obstruction. 

Four  weeks  after  admission  thrombocytopenia, 
thought  to  be  due  to  platelet  antibodies,  devel- 
oped. A marrow  biopsy  showed  diminished 
megakaryocytes,  however,  and  recovery  occurred 
within  five  days.  She  also  developed  transient 
glycosuria  and  high  blood  sugar  levels  which  were 
controlled  with  soluble  insulin,  5 units  for  4 plus 
glycosuria. 

Two  weeks  later  hematemesis  occurred,  and 
gastroscopy  and  barium  studies  showed  a benign 
gastric  ulcer  without  bleeding,  multiple  gastric 
erosions,  and  peptic  esophagitis.  The  patient  was 
treated  with  blood  transfusions  and  antacids,  and 
a Sippy  diet  was  started.  Bleeding  stopped  after 
four  days.  A liver  biopsy  in  the  seventh  week 
after  admission  showed  “bile  lakes,”  minimal  bile 
duct  proliferation,  and  an  inflammatory  response. 

Two  months  after  admission  steroids  were  ta- 
pered off,  and  the  patient  was  mobilized.  All 
medications  were  discontinued,  and  the  patient 
was  discharged  home  walking  sixteen  weeks  after 
admission.  At  this  time  results  of  studies  of  liver 
function  were  within  normal  limits. 

Case  4.  A seventeen-year-old  Puerto  Rican  boy 
was  admitted  to  Metropolitan  Hospital  on  March 
27,  1970,  with  a history  of  right  upper  quadrant 
abdominal  pain  one  month  before  admission. 
Seven  days  before  admission  the  patient  had  be- 
come jaundiced  and  anorectic  with  clay-colored 
stools  and  dark  urine.  For  twenty-four  hours  be- 
fore admission  he  had  been  lethargic,  somnolent, 
and  disoriented.  The  patient  had  taken  heroin 
intravenously. 

There  was  icterus  of  the  sclerae,  and  the  liver 
could  be  percussed  over  a vertical  distance  of  10 
cm.  Rectal  temperature  was  97.8°F.;  pulse  rate, 
80  per  minute  and  regular;  and  respirations,  12 
per  minute.  Blood  pressure  was  130/70  mm.  Hg. 
He  was  stuporous,  responding  only  to  painful 


stimuli,  with  intermittent  outbursts  of  agitation 
and  thrashing  movements.  Rectal  examination 
revealed  bright  red  blood  on  the  examining  glove. 
The  urine  contained  bile.  Serum  urea  nitrogen 
was  9 mg.  per  100  ml.;  prothrombin  time,  29.3 
seconds  (control  13.8);  serum  glutamic  oxaloacetic 
transaminase,  460;  glutamic  pyruvic  transami- 
nase, 360;  lactic  dehydrogenase,  281  units;  direct 
bilirubin  6.8  and  total  bilirubin  9.5  mg.  per  100 
ml.;  alkaline  phosphatase,  36.1  King- Armstrong 
units;  and  zinc  flocculation,  7.7.  Serum  albumin- 
globulin  ratio  was  3.4: 2.1  Gm.  per  100  ml.  HAA 
test  results  were  positive. 

The  patient  was  given  methylprednisolone  so- 
dium succinate,  100  mg.  intravenously  every  six 
hours,  and  neomycin,  2 Gm.  every  six  hours  by 
nasogastric  tube  and  2 Gm.  every  six  hours  by 
enema. 

On  the  day  following  admission  the  coma  deep- 
ened and  opisthotonos  and  decerebrate  rigidity 
were  noted  in  response  to  stimuli.  The  pupils 
were  dilated  but  reacted  to  light.  Cheyne-Stokes 
respiration  was  present.  A silastic  Teflon  arterio- 
venous shunt  was  inserted  in  the  right  forearm 
under  local  anesthesia  (1  per  cent  lidocaine  plain) 
in  preparation  for  possible  plasma  exchange.  The 
rectal  temperature  rose  to  105°F.,  and  the  patient 
was  placed  on  a hypothermia  blanket.  On  the 
second  day  following  admission  convulsions  devel- 
oped and  were  treated  with  intravenous  diphenyl- 
hydantoin  (Dilantin),  250  mg.,  and  subsequently 
intravenous  diazepam  was  given  in  a dose  of  10 
mg.  At  this  time  the  pupils  were  widely  dilated, 
and  the  corneal  reflex  was  absent.  The  blood  am- 
monia level  was  337  micrograms  per  100  ml. 
Plasma  exchange  was  begun  through  the  arterio- 
venous shunt  as  described  to  a total  of  12  L.  The 
rectal  temperature  fell  to  94.5°F.,  and  the  blood 
pressure  was  90/50  mm.  Hg.  Coffee-ground  ma- 
terial was  present  in  the  gastric  aspirate. 

An  endotracheal  tube  was  passed,  and  aspira- 
tion through  this  tube  yielded  bright  red  blood. 
Positive  pressure  ventilation  was  given  with  a 
Bennett  respirator.  Irregularities  of  cardiac 
rhythm  were  noted  on  the  continuous  monitor. 

On  the  third  day  after  admission  cardiac  arrest 
occurred  and  was  treated  by  external  cardiac  mas- 
sage, intravenous  sodium  bicarbonate,  100  cc.  of  a 
5 per  cent  solution,  and  2 cc.  of  intracardiac  epi- 
nephrine. A tracheostomy  was  performed,  and 
pulmonary  ventilation  was  continued  through  a 
cuffed  tracheostomy  tube.  The  patient  was  unre- 
sponsive to  painful  stimuli.  Blood  gases  were, 
pH,  7.29;  carbon  dioxide  pressure,  50;  and  oxygen 
pressure,  70.  Plasma  exchange  was  again  carried 
out  for  an  additional  10  L.  The  blood  pressure 
fell  to  70  systolic,  and  oliguria  developed.  Isopro- 
ternol  (Isuprel)  was  given  intravenously  to  sup- 
port the  systemic  blood  pressure.  On  the  fourth 
day  after  admission  the  liver  could  be  percussed 
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over  a vertical  distance  of  only  3 cm. 

In  view  of  the  hopeless  prognosis  and  lack  of  re- 
sponse to  plasma  exchange  as  regards  the  neuro- 
logic status,  plasma  exchange  was  discontinued. 
There  was  no  further  overt  change  in  the  pa- 
tient’s condition  until  death  occurred  on  the  sixth 
day  after  admission. 

Case  5,  A twenty-two-year-old  Puerto  Rican 
woman  was  admitted  to  Metropolitan  Hospital  on 
March  31,  1970,  with  nausea,  vomiting,  chills,  and 
myalgia  of  twenty-four  hours'  duration  associated 
with  withdrawal  from  heroin  addiction.  Heroin 
had  been  tken  intravenously.  Jaundice  had  been 
present  for  two  months  and  was  associated  with 
tea-colored  urine,  clay-brown  stools,  anorexia,  and 
weight  loss.  Amenorrhea  had  continued  for  six 
months. 

The  patient  had  previously  been  admitted  to 
the  hospital  in  1964  and  in  1968  for  deliveries, 
both  of  which  were  normal.  She  had  been  admit- 
ted to  Metropolitan  Hospital  from  February  to 
August,  1969,  for  treatment  of  active  pulmonary 
tuberculosis  revealed  on  a roentgenogram  of  the 
chest  taken  at  another  hospital,  following  a four- 
week  history  of  pleuritic  chest  pain  on  the  right 
side  and  weight  loss.  The  sputum  had  contained 
acid-fast  bacilli.  Isoniazid  (INH),  streptomycin, 
and  subsequently  ethambutol  had  been  given.  At 
the  time  of  discharge  the  tuberculosis  was  consid- 
ered to  be  inactive. 

There  was  icterus  of  the  sclerae  and  slight  right 
upper  quadrant  tenderness.  The  liver  was  not 
palpable  but  was  percussed  over  a vertical  dis- 
tance of  6 cm.  The  patient  was  found  to  be  six- 
teen weeks  pregnant. 

Rectal  temperature  was  98°F.;  pulse  rate,  78  per 
minute  and  regular;  and  respirations,  20  per  min- 
ute. Blood  pressure  was  120/70  mm.  Hg.  The 
urine  contained  bile.  Serum  urea  nitrogen  was  25 
mg.  per  100  ml.;  prothrombin  time,  12.8  seconds 
(control  13.7);  serum  glutamic  oxaloacetic  trans- 
aminase, 440;  glutamic  pyruvic  transaminase,  187; 
lactic  dehvgrogenase,  97  units;  direct  bilirubin  4.8 
and  total  bilirubin  7.5  mg.  per  100  ml.;  alkaline 
phosphatase,  18.1  King-Armstrong  units;  and  zinc 
flocculation,  7.5.  Serum  albumin-globulin  ratio 
was  2.9: 3.6  Gm.  per  100  ml.  Roentgenograms  of 
the  abdomen  showed  a fetal  outline.  HAA  test 
results  were  positive. 

The  patient  was  given  a high-protein,  high-calo- 
rie diet,  isoniazid,  para-aminosalicvlic  acid,  and 
methadone.  She  was  ambulant  and  was  improv- 
ing until  eight  days  after  admission,  when  she  was 
lethargic  and  complained  of  right  upper  quadrant 
pain  and  tenderness.  At  this  time  methadone 
withdrawal  from  addiction  was  complete.  Nausea 
and  vomiting  occurred  but  were  controlled  with 
trimethobenzamide  and  withdrawal  of  para- 
aminosalicyclic  acid.  Cycloserine  was  given  from 


the  fifteenth  to  the  twenty-eighth  day  after  ad-  • 
mission.  Seventeen  days  after  admission  the  pa- 
tient was  eating  well  in  spite  of  mild  nausea.  She 
developed  a Proteus  mirabilis  urinary  tract  infec- 
tion which  was  treated  with  ampicillin. 

Twenty-seven  days  after  admission  nausea, 
vomiting,  weakness,  lethargy,  and  biochemical  ev- 
idence of  deteriorating  liver  function  developed, 
and  on  the  following  day  neomycin  was  given  by 
mouth  in  doses  of  2 Gm.  every  six  hours.  Thirty 
days  after  admission  methvlprednisolone  sodium 
succinate,  100  mg.  4 times  daily,  was  given  intra- 
venously, and  a silastic  Teflon  arteriovenous 
shunt  was  inserted  in  the  right  leg  under  local  an- 
esthesia with  1 per  cent  lidocaine  for  possible  fu- 
ture plasma  exchange.  The  patient  was  dis- 
oriented and  agitated. 

On  May  2,  1970,  thirty-two  days  after  admis- 
sion, the  patient  delivered  a stillborn  macerated 
fetus  and  was  given  1 ml.  of  ergonovine  (Ergo- 
trate)  maleate  intravenously.  She  became  coma- 
tose but  responded  to  painful  stimuli,  and  the  pu- 
pils reacted  to  light.  The  urine  output  fell  to  20 
ml.  per  hour,  and  the  urine  was  bloody. 

Serum  urea  nitrogen  was  10  mg.  per  100  ml.; 
prothrombin  time,  34.8  seconds  (control  13.8); 
serum  glutamic  oxaloacetic  transaminase,  431; 
glutamic  pyruvic  transaminase.  181;  direct  biliru- 
bin 15  and  total  bilirubin  23.5  mg.  per  100  ml.; 
alkaline  phosphatase,  34.8  King-Armstrong  units; 
zinc  flocculation,  13.7;  and  serum  albumin-globu- 
lin ratio  3:4.1  Gm.  per  100  ml. 

Intermittent  plasma  exchange  was  initiated  as 
described  via  the  previously  inserted  arteriovenous 
shunt.  One  liter  of  blood  was  removed  from  the 
arterial  limb  of  the  shunt  and  centrifuged  to  re-  I 
move  plasma;  the  packed  cells  were  returned  in 
addition  to  fresh  frozen  plasma.  The  patient  i 
vomited  coffee-ground  material,  but  gastrointesti- 
nal bleeding  was  controlled  by  iced  saline  gastric 
lavages.  The  urine  output  improved  progressively 
over  the  succeeding  five  days.  On  each  day  from 
May  4 to  8,  1970,  5 L.  of  blood  were  removed  from 
the  patient  and  replaced  by  the  patient’s  packed 
cells  and  fresh  frozen  plasma.  Total  exchange 
was  21  L.  Hypokalemia  was  treated  with  potassi-  i 
um  supplements.  The  systemic  blood  pressure,  J 
central  venous  pressure,  and  urine  output  were 
continuously  monitored  throughout  the  plasma 
exchange.  Antibiotics  were  continued. 

On  May  4 respirations  became  labored.  On 
May  6 breathing  improved  following  two  days  of 
large-scale  plasma  exchange,  and  the  patient  fre- 
quently moved  the  lower  extremities. 

On  May  7,  three  days  after  initiating  large-scale 
plasma  exchange,  the  patient  responded  to  verbal 
commands,  asked  questions,  and  was  oriented  to 
place  and  person.  Biochemical  studies  of  liver 
function  showed  a marked  improvement,  but 
thrombocytopenia  was  present  with  a platelet 
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TABLE  I.  Clinical  features  in  5 patients  with  profound  hepatic  coma  of  viral  origin 


— Plasma  Exchange — - 


Patient 

Age 
( Y ears) 

Sex 

Race 

- — Before  Plasma  Exchange-^ 
Respon- 

Convul-  sive  to 

sions  Apnea  Pain 

Volume 

(Liters) 

Blood 

Removed 

Duration 

(Days) 

Increased 

Respon- 

siveness 

Time  to 
Recover 
Consciousness 
(Days) 

1* 

21 

M 

Negro 

No 

Yes 

No 

44.5 

6 

Yes 

6 

2f 

23 

M 

Negro 

No 

Yes 

No 

40 

7 

Yes 

3** 

31 

F 

Puerto 

Rican 

No 

Yes 

No 

13 

3 

Yes 

2 

4ft 

17 

M 

Puerto 

Rican 

Yes 

Yes 

No 

22 

3 

No 

5*** 

22 

F 

Puerto 

No 

No 

Yes 

21 

6 

Yes 

5 

Rican 


* Discharged  seven  weeks  after  first  plasma  exchange. 

t Died  eight  days  after  first  plasma  exchange.  Autopsy  revealed  Laennec’s  cirrhosis  and  hepatitis. 
**  Discharged  fifteen  weeks  after  first  plasma  exchange, 
tt  Died  four  days  after  first  plasma  exchange. 

***  Discharged  eight  weeks  after  first  plasma  exchange. 


count  of  43,000.  There  was  watery  diarrhea  and 
persistent  hypokalemia.  On  May  8 a seizure  oc- 
curred but  was  followed  by  greatly  improved  sen- 
sorium  and  strong  demand  for  food.  On  the  fol- 
lowing day  the  mental  state  was  normal,  and  the 
patient  sat  out  of  bed  and  took  liquid  diet  well. 

On  May  19  the  patient  began  to  walk,  and  the 
platelet  count  was  normal.  On  May  22  a liver 
scan  using  99m  technetium-sulfur  colloid  showed 
normal  results.  On  June  2 oral  neomycin  was 
discontinued.  On  radiographic  examination  of 
the  lungs,  cavities  were  found  in  the  upper  lobe  of 
the  left  lung  and  the  lower  lobe  of  the  right  lung. 
Fever  was  present.  Cephalothin,  kanamycin, 
and  nystatin  (Mycostatin)  were  given,  and  on 
June  3 methylprednisolone  sodium  succinate, 
which  had  been  gradually  reduced,  was  discontin- 
ued. On  June  8 biochemical  studies  of  liver 
function  gave  essentially  normal  results,  and  the 
arteriovenous  shunt  was  removed  under  local  an- 
esthesia with  1 per  cent  lidocaine.  On  June  11 
bilateral  bronchoscopic  aspiration  was  performed. 
Cultures  of  bronchial  washings  grew  out  alpha 
streptococci,  coagulase  negative  Staphylococcus 
aureus,  and  aspergillus  but  were  negative  for  tu- 
bercle bacilli. 

These  organisms  were  sensitive  to  the  adminis- 
tered antibiotics,  and  further  recovery  with  clear- 
ing of  the  pulmonary  cavities  ensued.  On  June 
15  ethambutol  400  mg.  was  started  orally  3 times 
daily,  and  the  patient  was  discharged  on  June  29 
continuing  on  this  medication. 

On  July  20,  1970,  the  patient  was  readmitted  to 
the  hospital  with  a history  of  costovertebral  angle 
pain,  inability  to  assume  the  upright  position,  and 
urinary  symptoms.  Physical  examination  re- 
vealed minimal  scleral  icterus  and  a liver  which 
could  be  percussed  from  2 cm.  above  to  9 cm. 
below  the  right  costal  margin.  Results  of  bio- 
chemical studies  of  liver  function  were  mildly  ab- 
normal with  a direct  serum  bilirubin  of  6.4  and  a 
total  bilirubin  of  6.6  mg.  per  100  ml. 

On  July  24  a liver  biopsy  was  carried  out,  and 


the  results  were  compatible  with  a diagnosis  of 
chronic  active  viral  hepatitis.  On  August  12  a 
spinal  fusion  with  iliac  bone  graft  was  carried  out 
for  spondylitis  tuberculosa  involving  the  twelfth 
and  first  lumbar  vertebrae.  Postoperative  recov- 
ery was  uneventful,  and  the  patient  was  dis- 
charged on  October  1,  1970,  with  essentially  nor- 
mal results  of  biochemical  studies  of  liver  func- 
tion. A Knight-Taylor  brace  was  fitted,  and  ad- 
ministration of  oral  ethambutol  was  continued. 

The  patient  was  well  and  symptom  free  when 
seen  in  the  follow-up  clinic  on  November  17,  1970, 
and  biochemical  studies  of  liver  function  gave  nor- 
mal findings  at  that  time. 

Results 

Before  plasma  exchange  all  of  the  5 patients 
had  severe  respiratory  difficulty,  and  4 required 
support  with  a positive  pressure  ventilator. 
Three  did  not  respond  to  painful  stimuli.  One 
responded  to  painful  stimuli  by  opisthotonus  and 
decerebrate  rigidity  and  had  convulsions,  dilated 
pupils,  and  an  absent  corneal  reflex.  The  remain- 
ing patient  (Case  5)  was  deeply  comatose  and  de- 
veloped labored  respirations  but  responded  to 
painful  stimuli. 

Increased  responsiveness  following  plasma  ex- 
change was  observed  as  soon  as  one  hour  after 
starting  the  exchange  and  was  marked  in  4 of  the 
5 patients  treated.  Consciousness  was  restored  in 
3 patients  (Cases  1,  3,  and  5),  after  six,  two,  and 
five  days,  respectively,  of  plasma  exchange. 
These  3 patients  were  discharged  from  the  hospi- 
tal seven,  fifteen,  and  eight  weeks,  respectively, 
after  commencing  plasma  exchange  (Table  I). 

In  Cases  1,  2,  and  3,  all  of  whom  required  artifi- 
cial respiratory  assistance,  spontaneous  respira- 
tions were  restored  five,  ten,  and  twenty-four 
hours,  respectively,  after  commencing  plasma  ex- 
change. 

Hypotension,  oliguria,  and  absent  pupil  reflexes 
were  corrected  during  plasma  exchange,  but  where 
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convulsions  were  present  (Case  4),  recovery  did 
not  occur.  Deteriorating  renal  function  in  Case  2 
suggested  the  presence  of  a hepatorenal  syndrome, 
and  autopsy  revealed  concomittent  Laennec’s  cir- 
rhosis. Both  of  these  conditions  are  known  to 
offer  an  exceptionally  poor  prognosis  in  hepatic 
coma. 

Comment 

Since  the  cause  or  causes  of  hepatic  coma  are  a 
matter  of  speculation,  treatment  remains  essen- 
tially empirical.  All  modalities  of  treatment  dis- 
cussed in  this  article  have  in  common  the  aim  of 
removing  potential  toxins  from  the  blood  and  pos- 
sibly of  providing  some  as  yet  unknown  necessary 
factor,  and  each  has  been  rewarded  by  some  mea- 
sure of  apparent  success. 

Plasma  exchange  for  hepatic  coma  is  a simple, 
practical  technic  which  is  largely  free  from  danger 
to  the  patient,  and  reports,  both  published  and 
unpublished,  indicate  a survival  rate  in  excess  of 
40  per  cent.24  The  ultimate  outcome  in  any  given 
patient  will  depend  on  the  depth  of  coma  at  the 
onset  of  treatment  and  the  potentiality  for  recov- 
ery of  the  liver.  Unless  specific  clinical  data  are 
given  regarding  the  depth  of  coma  at  the  onset  of 
treatment,  evaluation  of  the  treatment  is  difficult. 
However,  in  the  present  series  the  depth  of  coma 
was  such  that  there  can  be  little  doubt  that  recov- 
ery would  not  have  occurred  without  the  use  of 
plasma  exchange. 

When  liver  regeneration  does  not  occur  the  only 
hope  of  recovery  lies  in  liver  transplantation,  but 
the  hazards  of  the  latter  in  such  sick  patients  are 
more  than  obvious.25 

In  light  of  the  promising  findings  encountered  in 
the  cases  of  this  study,  it  would  appear  that  more 
extensive  trails  of  plasma-exchange  therapy  are 
now  indicated  at  an  earlier  stage  of  hepatic  coma 
associated  with  viral  or  toxic  necrosis.  The  re- 
sults of  such  a trial  may  demonstrate  a greatly  in- 
creased survival  rate  for  this  otherwise  very  grave 
disease. 

Summary 

The  rationale  for  plasma  exchange  in  the  treat- 
ment of  profound  hepatic  coma  is  discussed,  and 
detailed  case  reports  of  5 patients  treated  with 
plasma  exchange  are  given.  Of  the  5 patients,  4 
demonstrated  a marked  increase  in  responsiveness 
to  stimuli,  and  3 recovered  consciousness  and  were 
discharged  from  the  hospital.  A plea  is  made  for 
more  extensive  trials  of  plasma  exchange  in  the 
treatment  of  hepatic  coma  associated  with  hepatic 
necrosis  of  viral  or  toxic  origin. 
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Since  the  introduction  of  seat  belts  an  increasing 
number  and  variety  of  injuries  have  been  reported 
in  front-seat  passengers  wearing  the  lap  type  of 
belt.  In  addition  to  the  injury  that  occurs  with  a 
direct  crushing  force,  sudden  displacement  of  rela- 
tively fixed  intraabdominal  organs,  such  as  the 
duodenum,  spleen,  kidneys,  and  pancreas,  results 
in  avulsion  and  laceration  of  these  structures. 
Freely  movable  organs,  such  as  loops  of  the  small 
bowel  and  segments  of  the  colon  suspended  from 
mesenteries,  may  be  injured  when  they  are  com- 


pressed against  skeletal  areas  or  may  rupture  if  a 
“closed  loop”  develops  with  compression  between 
the  seat  belt  and  vertebral  column. 

This  study  reports  simultaneous,  identical  le- 
sions occurring  in  2 rear-seat  passengers  in  the 
same  accident.  Their  similarity  can  only  be  at- 
tributed to  the  abrupt  deceleration  combined  with 
sudden  elevation  of  intraperitoneal  pressure  due 
to  fixation  of  the  lower  half  of  the  torso  with  a lap 
belt. 

Case  reports 

On  April  5,  1970,  the  2 patients  were  passengers 
in  a rear  seat  of  a 1968  Chevrolet  II  sedan.  The 
car  was  traveling  at  about  35  to  40  miles  per  hour 
when  it  struck  a steel  pillar  supporting  an  elevat- 
ed railroad  structure.  The  car  struck  the  pillar 
head  on  with  damage  limited  to  the  front  end  of 
the  vehicle.  The  2 patients  were  both  wearing 
seat  belts  and  were  restrained  in  their  seats  by  the 
belts  following  the  collision.  The  2 passengers 
riding  in  the  front  seat  of  the  car  were  not  injured 
sufficiently  to  require  hospitalization. 

Case  1.  A twenty-four-year-old  man  was  ad- 
mitted in  a conscious  state  but  was  cyanotic  and 
tachypneic.  Blood  pressure  was  130/90;  pulse 
rate,  32  per  minute.  Breath  sounds  were  absent 
at  the  left  base.  The  abdomen  was  rigid  and  si- 
lent. A large  hernia  (8  by  10  cm.)  was  present  in 
the  right  flank  and  covered  by  ecchymotic  skin. 
Roentgenograms  of  the  chest  showed  the  stom- 
ach in  the  left  hemithorax  with  a significant  shift 
of  the  mediastinum  to  the  right.  Plain  films  of 
the  abdomen  showed  intestines  in  the  right-flank 
hernia  (Fig.  1). 


FIGURE  1.  Case  1 (A)  Roentgenogram  of  chest  showing  herniation  of  stomach  through  ruptured  left  hemidia- 

phragmatic  leaflet.  (B)  Right  flank  hernia  containing  intestines  due  to  rupture  of  lateral  body  wall  peritoneum,  muscle, 
and  fascia. 
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FIGURE  2.  Case  2 (A)  Left  inguinal  wound  and  tis- 

sue loss  corresponding  to  seat-belt  strap  (B)  Roent- 
genogram of  chest  showing  herniation  of  portion  of 
stomach  through  ruptured  left  hemidiaphragmatic  leaflet 

At  laparotomy  three  complete  transections  of 
the  ileum  at  5,  9,  and  12  inches  proximal  to  the 
ileocecal  valve  were  found.  The  mesentery  was 
intact.  The  left  diaphragmatic  leaflet  was  rup- 
tured extending  from  the  aorta  to  the  left  antero- 
lateral parietes,  and  the  defect  contained  most  of 
the  stomach,  the  splenic  flexure  of  the  colon,  and 
the  spleen  that  was  intact.  Surgical  repair  of  the 
intestine  included  resection  of  the  transected  seg- 
ments of  ileum  and  a primary  ileoileostomy.  The 
diaphragmatic  rent  was  repaired  with  a double 
row  of  interrupted  silk  after  reduction  of  the  vis- 
cera. 

The  early  postoperative  course  was  character- 
ized by  respiratory  insufficiency  requiring  trache- 
ostomy and  mechanical  ventilatory  support.  On 
the  fourth  postoperative  day,  the  patient  became 


hypotensive  and  pyrexic.  The  patient  rapidly 
deteriorated  and  was  noted  to  be  disoriented  and 
jaundiced.  In  addition  to  the  antibiotic  regimen 
with  cephalothin  (Keflin)  and  kanamycin  that 
had  been  instituted  shortly  after  admission,  short- 
term high-dosage  steroid  therapy  was  instituted 
for  presumed  gram-negative  septicemia.  After 
forty-eight  to  seventy-two  hours,  the  patient 
showed  rapid  and  progressive  improvement  with 
clearing  of  his  sensorium  and  a return  to  normal 
liver  function.  On  follow-up  the  patient  has  re- 
mained well  but  requires  elective  repair  of  the 
flank  hernia. 

Case  2.  A thirty-three-year-old  man  was  ad- 
mitted at  the  same  time  as  Case  1.  He  was  simi- 
larly dyspneic  but  not  in  respiratory  distress. 
Vital  signs  were  stable.  A severely  contused  lac- 
eration was  present  in  each  groin  corresponding  to 
the  position  of  the  lap  belt.  The  left-sided  injury 
measured  20  cm.  in  length  and  extended  along  the 
inguinal  ligament  (Fig.  2A).  A hand  placed  into 
this  injury  could  easily  be  passed  over  the  perito- 
neum to  the  left  costal  margin.  This  defect  ex- 
tended through  the  muscle  and  fascia  of  the 
oblique  muscles;  the  peritoneum  was  intact.  A 
similar  but  less  extensive  laceration  was  present 
in  the  right  groin.  The  patient’s  abdomen  was 
moderately  rigid  and  silent.  Roentgenogram  of 
the  chest  revealed  herniation  of  a portion  of  the 
stomach  through  the  diaphragm  into  the  left 
hemithorax  (Fig.  2B). 

The  patient’s  abdomen  was  explored  through  a 
midline  incision,  and  again  small  bowel  content 
was  found  in  the  peritoneal  cavity.  Also  freely 
floating  in  the  abdomen  was  a 4-inch  segment  of 
small  intestine  that  corresponded  to  the  proximal 
2 ileal  transections  in  Case  1.  A third  complete 
transection  of  ileum  was  found  4 inches  proximal 
to  the  ileocecal  valve,  again  as  in  the  previous 
case.  The  sigmoid  mesocolon  was  disrupted,  pro- 
ducing a devascularized  1-inch  segment  of  sig- 
moid. The  remainder  of  the  colon  was  intact.  A 
3-inch  rent  in  the  muscular  portion  of  the  left 
hemidiaphragm  contained  a portion  of  the  stom- 
ach and  the  spleen.  The  latter  was  lacerated  and 
removed.  The  diaphragm  was  reconstructed  in 
two  layers  with  interrupted  silk.  An  ileoileostomy 
was  performed  after  resecting  the  injured  seg- 
ment. The  comprised  portion  of  the  sigmoid 
colon  was  intussuscepted  distally  into  itself  and 
secured  with  interrupted  seromuscular  sutures 
(Fig.  3).  In  this  manner  the  devascularized  seg- 
ment was  buried  within  the  lumen  of  distal  sig- 
moid. 

The  postoperative  course  was  remarkably  simi- 
lar to  that  of  the  first  patient.  Although  trache- 
ostomy was  not  required,  disorientation,  jaundice, 
and  gram-negative  sepsis  all  occurred  in  the  same 
sequence  and  timing  as  in  his  companion.  He. 
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FIGURE  3 Technic  for  intussuscepting  devascularized  segment  of  colon  to  obviate  resection  or  staged  procedures 


too,  responded  dramatically  to  the  same  regimen 
of  antibiotics  and  steroids.  Both  patients  were 
discharged  after  four  weeks  of  hospitalization  and 
have  remained  well  on  follow-up. 

Comment 

That  seat  belts  are  not  an  unmitigated  blessing 
is  becoming  painfully  obvious  with  the  increasing 
numbers  of  reports  in  the  medical  literature  as- 
cribing a wide  variety  of  injuries  to  them.  Small 
bowel  and  mesentery  are  most  often  injured,  but 
injuries  of  the  pancreas,  liver,  stomach,  spleen, 
kidney,  bladder,  and  uterus  have  been  de- 
scribed.1-12 Additionally,  fractures  of  the  pelvis 
and  lumbar  spine  have  been  ascribed  to  wearing 
seat  belts.4,13-15 

Although  it  is  difficult  to  attribute  all  of  these 
injuries  directly  to  seat  belts,  the  added  findings 
of  somatic  injury  lends  credence  to  such  an  etiolo- 
gy. Thus,  the  “seat  belt  syndrome” 3 of  lower 
abdominal  wall  contusion,  ecchymosis,  and  lacer- 
ation suggests  that  additional  visceral  and  somat- 
ic injuries  are  due  to  abrupt  deceleration  on  im- 
pact with  forward  movement  and  flexion  of  the 


upper  torso  about  the  axis  of  the  lap  belt.  The 
resultant  compressive  and  shear  forces  cannot 
only  fracture  and  tear  soft-  and  hard-tissue  struc- 
tures but  also  can  result  in  explosive  types  of  in- 
juries due  to  sudden  elevation  of  intraperitoneal 
pressure.  Both  of  our  cases  demonstrated  this 
latter  phenomenon  with  regard  to  rupture  of  the 
diaphragm  and  abdominal-wall  musclature. 
Body  wall  injury  with  development  of  the  so- 
called  seat-belt  hernia  has  previously  been  de- 
scribed by  Hurwitt  and  Silver.16  Rupture  of  the 
intestines,  however,  is  possible  on  the  basis  of  ei- 
ther shear  forces  or  creation  of  closed  loops  with 
secondary  rupture.  Witte17  has  additionally  de- 
scribed the  mechanism  wherein  “.  . . rupture  oc- 
curs when  intestinal  wall  tension  exceeds  its 
bursting  potential  due  to  rapidly  displaced  intes- 
tinal contents.” 

Lesions  of  the  sigmoid  colon  due  to  seat-belt 
injury  are  rare. 12,18,19  Our  approach  to  this  prob- 
lem is  somewhat  unique  in  that  we  were  able  to 
create  a controlled  distal  intussusception  of  the 
devascularized  area,  thereby  obviating  the  need 
for  resection  or  staged  procedures  (Case  2). 
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The  concomitant  development  of  identical  le- 
sions in  2 rear-seat  passengers  in  the  same  acci- 
dent, despite  the  fact  that  they  completely  differ 
in  their  body  habitus,  is  perhaps  not  surprising 
when  one  considers  that  identical  forces  were  ap- 
plied to  both  persons.  Ritchie  et  al . 13  recently  de- 
scribed quite  similar  concomitant  visceral  and 
vertebral  injuries  in  a family  of  4.  It  is  becoming 
apparent  that  not  only  can  seat  belts  be  a cause  of 
specific  injuries,  but  also  that  nearly  identical  le- 
sions can  be  produced  in  a specific  accident. 

Summary 

Two  rear-seat  passengers  wearing  lap-type  seat 
belts  sustained  nearly  identical  lesions  involving 
the  abdominal  wall,  diaphragm,  and  intestine. 
Contributory  mechanisms  for  these  injuries  in- 
cluded abrupt  deceleration  forces,  increased  intra- 
peritoneal  pressure,  compressive  and  shear  forces 
acting  on  viscera,  and  increased  intestinal  wall 
tension.  Survival  was  obtained  by  aggressive 
management  both  surgically  and  postoperatively. 
There  is  no  doubt  but  that  seat  belts  save  lives. 
Hopefully,  with  improved  automotive  and  seat- 
belt  design,  the  price  of  survival,  visceral,  and 
somatic  injury,  will  be  vastly  diminished. 
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Graduate  medical  education  is  the  purpose  of  a 
medical  academy;  for  the  realization  of  this  pur- 
pose an  active,  progressive  library  is  all  impor- 
tant. In  the  charter  of  the  Suffolk  Academy  of 
Medicine  given  by  the  New  York  State  Board  of 
Regents  provision  for  a library  is  specifically  men- 
tioned. 

Although  several  articles  on  medical  library  use 
have  been  published,  none  has  discussed  the  utili- 
zation of  county  medical  society  libraries  by  the 
practicing  physician.1-3 

The  Suffolk  Academy  of  Medicine  was  char- 
tered in  1963.  Its  membership  is  made  up  of  the 
1,138  physicians  who  are  members  of  the  Suffolk 
County  Medical  Society  (membership  in  the 
Academy  is  an  automatic  privilege);  202  members 
of  the  Suffolk  County  Dental  Society  and  35 
members  of  the  Suffolk  County  Podiatry  Society 
are  associate  members. 

Library  equipment  and  material 

A new  academy  building  was  opened  in  1966 
with  lecture  halls,  committee  rooms,  and  2,700 
square  feet  of  library  space.  The  library  began 
operations  in  1966,  using  as  a working  base  for 
collections  the  “Selected  List  of  Books  and  Jour- 
nals for  the  Small  Medical  Library,”4  (this  list 
consists  of  368  books  and  140  journal  subscrip- 
tions) and  “Basic  Reference  Aids  for  Small  Medi- 
cal Libraries.”5  These  were  supplemented  by 


gifts  of  bound  and  unbound  sets  of  journals  and 
texts.  In  addition  a five-year  grant  of  approxi- 
mately $16,000  was  awarded  by  the  National  Li- 
brary of  Medicine  for  materials  and  equipment. 

Since  then  books  in  the  medical  specialties  have 
been  selected  by  a member  of  the  library  commit- 
tee (M.G.J.)  in  consultation  with  members  of  var- 
ious specialties  as  considered  necessary.  New 
subscriptions  to  journals  are  taken  out  whenever 
there  have  been  four  or  more  requests  for  reprints 
from  a journal  of  a particular  title  in  the  previous 
year.  The  collection  now  includes  3,700  volumes 
(bound  journals  and  monographs)  and  current 
subscriptions  to  406  journals.  In  addition  there 
are  155  tapes  plus  1 cassette  and  1 reel  audioplayer. 
Until  August,  1971,  the  major  interlibrary  loan 
source  was  the  Medical  Research  Library  of  Brook- 
lyn at  the  State  University  of  New  York  Downstate 
Medical  Center.  Since  the  original  National 
Library  of  Medicine  grant  to  subsidize  this  pro- 
gram was  not  renewed  (as  of  September,  1971), 
alternatives  must  be  found  for  this  service  because 
it  is  basic  to  library  operations.  MEDLARS  search 
requests  are  sent  through  the  Regional  Medical 
Library  for  New  York  and  Northern  New  Jersey  at 
the  New  York  Academy  of  Medicine. 

The  library  is  staffed  by  a qualified  librarian 
and  a clerk,  both  full  time.  The  operating  ex- 
penses are  currently  $28,000;  of  this,  $7,335  is  for 
journal  subscriptions,  Index  Medicus,  Excerpta 
Medica , and  other  standard  medical  reference 
works  and  $650  is  allocated  for  new  texts  and 
monographs.  This  year  the  budget  has  been  cut, 
and  journal  subscriptions  must  be  drastically  re- 
duced. This  will  make  a viable  interlibrary  loan 
program  all  the  more  important. 

Since  Suffolk  County  covers  920  square  miles, 
partly  suburban  and  partly  rural,  most  of  the  li- 
brary reference  and  circulation  service  is  conduct- 
ed by  telephone  and  mail.  Members  and  asso- 
ciate members  have  full  borrowing  and  interlibra- 
ry loan  privileges,  while  students  from  nearby  col- 
leges, nurses,  and  other  members  of  the  communi- 
ty may  obtain  reference  help,  use  the  library  re- 
sources, and  have  materials  photocopied. 

Comment 

Table  I outlines  the  services  rendered  by  the  li- 
brary over  a period  of  one  year.  Statistics  show 
that  approximately  one  in  four  Academy  members 
use  the  library  and  that  85  per  cent  of  this  utiliza- 
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TABLE  I.  Services  rendered  by  library  September,  1970,  to 
August,  1971 


Category 

N umber 

Percentage  of 
Total  for  Acad- 
emy Members 

Visitors 

1,367 

29 

Phone  references 

2,577 

42 

Articles  photocopied  at 
Suffolk  Academy  of 
Medicine 

4,407 

93 

Articles  requested  on 
interlibrary  loan* 

1,364 

99.2 

Bibliographic  searches: 

257 

100 

manual* 

Bibliographic  searches: 
MEDLARS* 

14 

100 

* Non- Academy  members  are 

not  ordinarily 

provided  with  these 

services. 

tion  is  by  telephone.  It  is  interesting  to  note  that 
although  the  members  of  the  Academy  are  prac- 
ticing physicians  rather  than  research  workers,  the 
main  use  of  the  library  is  through  the  journal  col- 
lection, and  as  shown  in  Table  II,  comparatively 
few  books  are  circulated. 

The  importance  of  quick  reference  service  to  the 
busy  practicing  physician  cannot  be  overempha- 
sized. Lack  of  this  type  of  service  probably  ex- 
plains the  failure  of  practicing  physician  utiliza- 
tion of  university  medical  libraries.1  The  dollars 
and"  cents  value  of  the  physician’s  time  to  the 
community  makes  it  wasteful  for  a medical  library 
to  stock  printed  matter  which  must  then  be 
searched  personally  by  the  physician  to  find  the 
information  which  he  is  seeking.  It  is  no  more 
sensible  to  expect  him  to  do  his  own  library 
searches  than  to  have  him  ride  to  his  office  and 
hospital  or  make  house  calls  on  a bicycle! 

The  Suffolk  Academy  of  Medicine  library  re- 
ceives a continuous  flow  of  telephone  and  mail  re- 
quests for  reprints  of  journal  articles,  bibliogra- 
phies, and  medical  literature  searches  as  well  as 
for  books.  The  staff  is  organized  to  give  priority 
to  such  work,  and  every  effort  is  made  to  send  out 
material  by  return  mail.  It  is  not  unusual  to  have 
a telephone  request  for  a literature  search  on 
Monday  for  a physician  who  has  to  present  a dis- 
cussion at  a clinical  conference  on  the  following 
Saturday.  One  malpractice  suit  was  won  partly 
because  the  librarian  searched  the  literature  each 
day  during  the  course  of  the  trial  and  provided  re- 


TABLE II.  Use  of  library  September,  1970,  to  August,  1971 


Category 

Numbers 

Circulation 

Books 

268 

Journals 

90 

Audiovisual  material 

44 

402 

Library  use 

Members 

Visits  made 

393 

Telephone  calls 

1,087 

1,480 

Nonmembers 

Visits  made 

974 

Telephone  calls 

1,490 

2,464 

Pages  of  photocopy 

35,863 

prints  of  relevant  material  for  delivery  to  the  of- 
fice of  the  surgeon  involved  each  evening. 

The  medical  library  must  go  out  to  its  users, 
not  merely  sit  back  and  wait  for  them  to  come  to 
it.  Not  only  does  the  Suffolk  Academy  of  Medi- 
cine library  advertise  its  facilities  and  services 
along  with  its  list  of  new  books  in  every  issue  of 
the  Suffolk  County  Medical  Society  Bulletin  but 
this  year,  in  addition,  every  hospital  in  the  county 
has  been  visited  by  at  least  one  member  of  the  li- 
brary committee  at  quarterly  staff  meetings,  and 
the  facilities  of  the  library,  including  its  telephone 
reference  and  interlibrary  loan  services,  have  been 
explained. 

Summary 

The  successful  organization  of  a county  medical 
academy  library  on  a telephone  mail-order  basis  is 
described. 

References 

1.  Oseasohn,  R.:  Borrower  use  of  a modern  medical  li- 

brary by  practicing  physicians,  Bull.  M.  Library  A.  58:  58 
(1970). 

2.  Raisig,  L.  M.,  Smith,  M.,  Cuff,  R.,  and  Kilgour,  F.  G.: 
How  biomedical  investigators  use  library  books,  ibid.  54:  104 
(1966). 

3.  Kovacs,  H.:  Analysis  of  one  year’s  circulation  at  the 

Downstate  Medical  Center  Library,  ibid.  54:  42  (1966). 

4.  Brandon,  A.  N.:  Selected  list  of  books  and  journals  for 

the  small  medical  library,  ibid  55:  141  (1967). 

5.  Blair,  E.  D.:  Basic  reference  aids  for  small  medical  li- 
braries, ibid.  55:  160  (1967). 


582  New  York  State  Journal  of  Medicine  / February  1 5,  1 973 


History  of  Medicine 


The  Glass  Leech 

Wet  and  dry  cupping  practices  in  the 
nineteenth  century 

JOHN  S.  HALLER.  Jr.,  Ph.D. 

Gary,  Indiana 

Assistant  Professor,  Department  of  History,  Indiana  Universi- 
ty, Northwest 


Blood  letting  is  in  itself  extremely  innocent,  in 
the  limited  degree  in  which  it  is  used,  and  produc- 
tive of  no  bad  consequences,  but  imaginary  ones, 
and  those  who  have  most  experience,  will  tell  us, 
that  we  can  bleed  oftener  than  we  can  purge  or 
vomit,  with  safety,  in  many  cases;  and  the  same 
can  inform  us,  that  in  being  too  saving  of  our  vital 
fluid,  as  we  fondly  call  it,  we  often  cherish  a snake 
in  our  bosoms;  for  that  they  know  it  on  many  occa- 
sions, to  act  as  a very  troublesome  and  very  traitor- 
ous part  in  our  microcosm,  and  never  so  often  as 
when  it  exceeds  in  quantity. 

— (George  Spence,  Vide  Empirical  Observations  on 
the  Use  of  Bleeding  in  the  Island  of  Jamaica,  1777) 

Those  older  physicians  who  can  remember  hav- 
ing walked  through  the  immigrant  sections  of  the 
lower  East  Side  of  New  York  City  in  the  1910s 
and  1920s  might  well  recall  the  occasional  signs 
prominently  displayed  in  the  windows  of  barber 
shops  advertising  “Cups  for  Colds,”  or  “Cups 
Placed  Here.”  Further  examination  of  this  phe- 
nomenon would  have  shown  that  the  barbers  were 
simply  performing  a service  that  had  grown  out  of 
the  art  of  bleeding  which  had  long  been  practiced 
by  the  barber-surgeons  of  Europe.  The  sick 
rooms  of  many  immigrant  families  contained  cup- 
ping glasses,  and  immigrant  patients  in  local  hos- 
pitals not  infrequently  called  for  the  services  of  a 
local  barber  before  accepting  the  expertise  of  a 
physician  or  qualified  nurse.1  According  to  one 
New  York  physician  writing  in  1920,  it  was  diffi- 
cult to  find  a person  on  the  lower  East  Side  who 
had  not  been  cupped  during  the  influenza  epi- 
demics of  1919  and  1920.  Throughout  the  early 
decades  of  the  twentieth  century,  immigrants 
sought  the  remedial  effects  of  dry  cupping  for 
edema,  congestion  of  the  lungs,  renal  congestion, 


subacute  pleuritis,  lumbago,  neuritis  and  neural- 
gia, and  a plethora  of  nondescript  ailments. 
While  many  barbers,  “discarded  nurses,”  and 
“crafty  old  women”  plied  their  cupping  trade  in 
the  immigrant  sections  of  urban  America  without 
the  least  diagnostic  thought  except  an  almost  reli- 
gious belief  that  it  brought  miraculous  cure,  the 
use  of  both  “wet”  and  “dry”  cupping  had  none- 
theless received  a great  deal  of  thoughtful  medical 
consideration  throughout  most  of  the  nineteenth 
century.2 

The  abstraction  of  blood  for  the  purpose  of  cur- 
ing disease  was  one  of  the  earliest  therapeutic 
methods  used  in  the  history  of  medicine.  Blood 
letting  consisted  of  basically  two  forms:  general 

and  topical.  In  the  former,  abstraction  was  ob- 
tained through  the  puncture  of  a vein  or,  in  some 
cases,  the  puncture  of  an  artery,  allowing  the 
blood  to  flow  until  the  quantity  was  sufficiently 
diminished  to  effect  a change  in  the  constitution 
of  the  patient.  Topical  depletion,  on  the  other 
hand,  consisted  of  making  small  incisions  or  scari- 
fications (sometimes  caused  by  leeches)  on  the 
surface  of  the  skin.  Because  blood  flowed  only 
slightly  in  the  latter  operation,  efforts  were  em- 
ployed to  increase  the  flow  by  means  of  suction. 
At  first,  this  was  probably  achieved  by  applying 
the  lips  to  the  surface  wound  and  sucking  the 
blood. 

Ancient  origins 

According  to  royal  cupper  Thomas  Mapleson, 
who  published  his  treatise  on  the  art  of  cupping  in 
1813,  the  practice  of  local  or  topical  bleeding  orig- 
inated among  the  Egyptians.  While  he  was  cor- 
rect that  the  Egyptians  employed  cupping  de- 
vices, the  practice  was  indigenous  with  many  early 
cultures  and  civilizations.  As  one  early  nine- 
teenth century  cupper  remarked,  “the  practice  of 
local  blood-letting  is  probably  coeval  with  the  first 
attempts  in  the  surgical  art  to  relieve  suffering 
humanity.”3  Cuppers  usually  claimed  that  the 
peculiar  actions  of  the  hippopotamus  or  the  goat 
(depending  on  the  culture)  first  suggested  the 
practicality  of  bleeding.  When  seeking  relief  from 
wounds  or  disease,  so  cuppers  interpreted,  these 
animals  struck  their  leg  or  head  against  sharp 
objects  for  the  purpose  of  losing  blood.4  Similar- 
ly, cupper  Bayfield,  in  1823, 5 wrote  that  the  Peruvi- 
ans learned  of  the  process  from  bats  who  reported- 
ly sucked  the  blood  from  people  while  sleeping. 
Mapleson6  mentioned  the  accounts  of  Prosper 
Alpinus,  who  had  resided  in  Egypt  at  the  end  of 
the  sixteenth  century  and  whose  theory  for  the  or- 
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FIGURE  1.  Cupping  glass  patented  by  Charles  L. 
Meyers,  January  1,  1884 


igin  of  cupping  is  interesting  if  only  for  its  Judeo- 
Christian  influence.  According  to  Alpinus,  the 
Egyptians,  as  well  as  other  peoples  who  inhabited 
the  lands  bordering  on  the  Nile,  looked  to  blood 
abstraction  as  a remedy  for  nearly  every  form  of 
disease.  These  peoples  of  Egypt,  he  wrote,  “la- 
boured at  all  times  under  a plethora,  or  redun- 
dance of  blood.”  According  to  Alpinus,  they  be- 
lieved that  the  waters  of  the  Nile  converted  into 
blood  in  the  living  body  and  that  this  peculiar 
property  had  been  evidenced  ever  since  the  com- 
mand given  to  Moses  to  turn  the  waters  into 
blood:  “and  he  lifted  up  the  rod,  and  smote  the 

waters  that  were  in  the  river,  in  the  sight  of  Phar- 
oah,  and  in  the  sight  of  his  servants;  and  all  the 
waters  that  were  in  the  river  were  turned  into 
blood.”  For  whatever  reasons,  however,  Alpinus 
mentioned  the  Egyptian  practice  of  cupping  for 
eye  inflammations,  enlargement  of  the  tonsils 
(which  required  scarification  of  the  ear  lobes), 
headaches  (blood  abstracted  from  inside  the  nos- 
trils), and  for  inducing  sleep  (cupped  behind  the 
ears),  as  well  as  for  curing  gout.6 

Herodotus  wrote  of  both  “dry”  and  “bloody” 
cupping  to  evacuate  “offending  matter  from  the 
head,”  to  diminish  pain,  for  “conciliating  natural 
repose,”  to  lessen  inflammation,  for  “allaying  ri- 
gors,” restoring  the  appetite,  strengthening  a 
weak  stomach,  “removing  a propensity  to  somno- 
lency,” removing  vertigo,  “drawing  deep-seated 
offending  matter  towards  the  surface,”  preventing 
the  tendency  to  faint,  “drying  up  fluxions,”  pro- 
moting menstruation,  removing  heaviness,  check- 
ing hemorrhage,  “arresting  the  tendency  to  putre- 
faction in  fevers,”  and  for  “accelerating  and 
moderating  the  crisis  of  diseases.” 

The  Romans  also  employed  cupping  devices. 
According  to  Celsus  de  Medecina,  the  cups  were 
used  to  treat  a variety  of  local  diseases. 

Cupping  is  more  peculiarly  useful  in  local  than  in 
general  diseases  where  offending  matter  seems  to  be 
seated  in  some  particular  part  of  the  body,  the  ex- 
traction of  which  is  sufficient  to  restore  health.  Of 
this  it  is  sufficient  proof  that  if  it  be  necessary  to 
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FIGURE  2.  Combined  cupping  device  and  vacuum 
pump  patented  by  Horace  R.  Allen.  October  8.  1 889 


take  blood  from  any  diseased  part  by  scarification, 
the  nearer  that  it  is  done  to  the  injured  part  of  the 
member  it  is  more  efficacious;  nor  does  any  person 
apply  a cucurbit  to  a distant  part  by  scarification, 
unless  he  is  desirous  of  making  a derivation  of  blood 
from  the  part  affected;  but  as  nearly  as  possible  to 
the  seat  of  pain  which  it  is  intended  to  remove 
Therefore,  when  there  is  a necessity  for  taking  away 
blood,  and  there  is  obvious  danger  in  opening  a vein, 
or  when  the  disease  is  seated  in  some  vital  part,  to 
this  remedy  we  must  have  recourse;  aware,  however, 
that  while  it  has  no  danger,  it  is  at  the  same  time 
less  efficacious  than  general  blood-letting;  for  it  is 
impossible  to  arrest  the  progress  of  a violent  disease, 
otherwise  than  by  the  assistance  of  a remedy  equally 
violent.7 

Materials 

The  instruments  of  cupping  consisted  of  a scari- 
ficator, glass,  torch,  sponge,  strapping,  and  spirit 
bottle.  Around  the  time  of  Hippocrates,  cuppers 
employed  a small  gourd  or  cucurbit  made  with 
two  openings — one  of  the  openings  was  applied  to 
the  scarification,  and  the  operator  sucked  on 
the  other  to  create  a partial  vacuum  which  he 
then  closed  with  melted  wax.  The  cups  at  this 
time  were  constructed  of  brass,  bone,  or  pottery. 
Later  instruments  were  made  of  blown  glass. 
Called  at  various  times  the  “glass  leech”  or  the 
“doctor’s  sucking  glass,”  glass  cups  became  the 
standard  cupping  instrument  of  the  eighteenth 
and  nineteenth  centuries. 

Prior  to  the  invention  of  the  air  syringe,  cuppers 
carried  a hollow  tube  some  6 inches  in  length, 
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with  a piece  of  cotton  that  protruded  at  one  end, 
which  they  dipped  in  a spirit  bottle  and  allowed 
to  burn  with  a clean  flame.  This  the  cupper  in- 
troduced into  the  cucurbit  moments  before  apply- 
ing it  to  the  scarification. 

In  addition  to  the  torch,  cuppers  carried  a 
sponge  and  strapping.  They  applied  the  sponge 
to  the  rim  of  the  glass  as  it  was  taken  off  to  pre- 
vent spillage,  while  they  placed  a few  squares  of 
strapping  over  the  incision  after  the  operation  to 
encourage  rapid  healing. 

The  professional  or  amateur  cupper  normally 
carried  five  glasses  of  different  sizes  in  his  medical 
bag.  The  size  of  the  cucurbit  ranged  from  1 inch 
in  diameter  across  the  mouth  and  3 inches  deep, 
to  3 inches  in  diameter  and  5 to  6 inches  deep, 
with  a capacity  of  from  2 to  12  ounces.  Some 
glasses,  however,  were  considerably  larger.  While 
many  of  the  earlier  glasses  were  crudely  built, 
later  cups  were  graduated  with  precision  to  allow 
the  operator  to  measure  the  amount  of  blood  ab- 
stracted.8 

Before  the  spring-box  scarificator  made  its  ap- 
pearance in  the  seventeenth  century,  cuppers  nor- 
mally employed  a razor,  scalpel,  or  lancet  to  break 
the  skin.  These  instruments  had  many  disadvan- 
tages due  to  the  painfulness  of  the  puncture 
wounds,  the  lack  of  uniformity  in  the  incisions, 
and  the  frequent  need  to  repeat  the  procedure 
over  the  same  area  to  obtain  the  required  amount 
of  blood.  The  spring  scarificator,  therefore,  was 
one  of  the  more  important  innovations  in  the  art 
of  cupping.  It  consisted  of  a metal  box  fitted  with 
two  or  more  rows  of  spring-mounted  lancets, 
shaped  in  the  form  of  a crescent,  with  five  or  six 
lancets  in  each  row;  it  performed  a half-rotary 
motion  on  an  axis.  Instead  of  requiring  the  cup- 
per to  make  punctures  or  several  incisions  with  a 
knife  or  scalpel,  the  spring  mounted  scarificator 
accomplished  the  incision  quickly  and  with  less 
pain.  The  lancets  were  sprung  by  a trigger  mech- 
anism which  caused  them  to  be  released  against 
the  surface  of  the  skin.  The  depth  of  the  lancet 
could  be  regulated  by  an  adjusting  screw.  The 
success  of  the  operation  depended  on  the  depth  of 
the  lancet  setting.  Too  deep  an  incision  was  as 
ineffective  as  one  which  was  too  superficial. 
Smaller  scarificators  of  three  or  four  lancets  were 
designed  for  children  and  for  temple,  neck,  and 
ear  operations.  Cuppers  were  constantly  advised 
to  make  sure  the  scarificator  was  clean  and  in  ex- 
cellent working  condition.  Because  efforts  to  pro- 
cure blood  by  means  of  a rusty  scarificator  re- 
sulted in  a tearing  of  tissue,  cuppers  regularly 
greased  the  mechanism  by  springing  it  through  a 
piece  of  mutton  fat,  and  tested  the  sharpness  of 
the  blades  by  springing  it  once  or  twice  through  a 
roll  or  a piece  of  new  bread.9 

The  variety  of  cupping  devices  in  the  nineteenth 
century  literally  staggered  the  imagination.  Fig- 
ures 1 through  6 show  illustrations  from  patent 


FIGURE  3.  Cupping  device  patented  by  James  H Be- 
vington,  February  2,  1 897 


applications  for  some  of  these  devices.  There 
were  any  number  of  glass  sizes,  shapes,  and  de- 
signs, as  well  as  inventions  for  combining  the 
scarificator,  vacuum  process,  and  glass  into  one 
device  allowing  the  skin  to  be  raised  and  scarified 
and  the  blood  abstracted  in  a single  operation. 
There  were  also  special  adaptors  for  the  cucurbit 
which  cuppers  applied  to  the  nipple  for  drawing 
milk,  or  inserted  internally  in  the  throat,  vagina, 
or  rectum.  In  these  instances  a tube  of  glass  or 
metal,  either  straight  or  curved,  was  attached  to 
the  glass  leech  and  air  syringe.  While  physicians 
in  the  first  half  of  the  nineteenth  century  were  in 
the  habit  of  using  nauseant  doses  of  tartar  emetic 
to  induce  milk  from  the  breasts  of  mothers  who 
were  having  difficulty  breast-feeding,  there  were 
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FIGURE  4 Electrical  and  thermal  cupping  device  pat- 
ented by  Edward  S.  Saighman,  December  3,  1 907. 


many  who  prescribed  dry  cupping  as  a milder 
remedy.  Cupping  bells  had  special  adapters  for 
use  on  the  woman’s  nipple.  The  “nipple  glass” 
was  applied  to  the  breast,  with  the  suction  regu- 
lated by  a stop-cock  mechanism  which  the  mother 
controlled.  The  adoption  of  a special  glass  receiv- 
er to  the  neck  of  the  nipple  cap  also  allowed  the 
mother  to  abstract  milk  and  then  feed  it  to  the 
young  infant.10 

Uses  of  cupping 

Like  most  cuppers  in  the  nineteenth  century 
who  wished  to  protect  their  profession  from  harsh 
empirical  and  rational  criticism,  Mapleson11 
avoided  being  pulled  into  arguments  concerning 
the  modus  operandi  of  cupping.  He  seemed  con- 
vinced of  its  remarkable  efficacy  in  nearly  every 
disease  despite  confusion  as  to  precise  theory.  He 
believed  that  cupping  was  an  important  therapeu- 
tic agent  not  only  in  diminishing  the  general  mass 
of  the  blood  but  in  “producing  a derivation  of  that 
fluid  from  the  part  affected.”  He  recounted  many 
cases  in  which  cupping  of  the  temple,  the  nape  of 
the  neck,  or  behind  the  ears  had  removed  inflam- 


mation from  the  eyes.  Similarly,  the  application 
of  cups  on  the  legs  and  thighs  had  suppressed 
catamenia,  and  large  cups  placed  in  the  neighbor- 
hood of  the  breasts  had  halted  an  unusually  heavy 
menstrual  flow.  “I  have  known  the  operation  also 
useful,”  Mapleson  added,  “in  removing  many 
kinds  of  cutaneous  eruptions  of  the  face  as  well  as 
on  other  parts  of  the  body.”11  In  gout,  he  applied 
the  scarificator  to  the  soles  of  the  feet  to  draw 
blood.  He  even  suggested  cupping  for  persons  in 
a state  of  intoxication,  claiming  that  inebriated 
men  who  had  consumed  too  much  wine  became 
fully  sober  after  cupping  from  the  shoulders.  In 
addition,  there  were  many  who  were  cupped  regu- 
larly for  its  renovating  effect  on  the  “vital  fluid.” 

The  diseases  for  which  Mapleson  and  other 
nineteenth  century  physicians  and  professional 
cuppers  applied  the  glass  leech  varied  from  apo- 
plexy, angina  pectoris,  asthma,  spitting  of  blood, 
bruises,  and  cough,  to  catarrh,  consumption,  con- 
tusion, convulsions,  cramps,  diseases  of  the  hip 
and  knee  joints,  deafness,  delirium,  dropsy,  en- 
larged prostate,  epilepsy,  erysipelas,  eruptions, 
giddiness,  and  gout.  They  also  recommended 
cupping  for  its  efficacious  effect  on  hernia,  hydro- 
cephalus, headache,  inflammation  of  the  eyes  and 
lungs,  intoxication,  irritable  bladder  and  rectum, 
lethargy,  lunacy,  lumbago,  and  measles.  In  addi- 
tion, they  prescribed  the  glass  for  numbness  of  the 
limbs,  obstructions,  ophthalmia,  pleurisy,  palsy, 
perspirations,  peripneumonia,  rheumatism,  to 
procure  rest,  for  sciatica,  shortness  of  breath,  sore 
throat,  and  pains  of  the  side  and  chest.12 

In  1833,  one  of  the  more  extensive  articles  on 
the  operation  of  cupping  was  published.  The  au- 
thor, Hills,13  cupper  to  Guy’s  Hospital,  pointed 
out  that  cuppers  should  take  every  precaution  to 
avoid  alarming  the  patient  with  needless  instru- 
ments. One  glass  reapplied  over  the  same  inci- 
sion would  sufficiently  avoid  both  the  appearance 
of  numerous  cicatrices  and  needless  concern  by 
the  patient.  The  fewer  the  implements,  the  less 
concern  the  patient  would  have  with  the  opera- 
tion. In  preparing  the  patient  for  cupping,  Hills 
emphasized  the  patient’s  comfort.  In  some  it  was 
first  necessary  to  prepare  the  surface,  particularly 
if  the  patient  was  either  cold  or  bloodless,  with  fo- 
mentations of  hot  water  to  bring  the  blood  to  the 
surface.  Some  cuppers  also  warmed  the  glasses 
by  immersing  them  in  warm  water  to  make  them 
more  comfortable  on  the  patient’s  skin.  Hills 
cautioned  care  in  setting  the  depth  of  the  lancet 
blades — not  more  than  'g  inch  when  applied  to  the 
temple,  with  deeper  cuts  on  the  legs,  thighs,  and 
stomach. 

Methods  of  cupping 

The  steps  which  Hills  set  down  for  every  cupper 
were  probably  held  in  common  throughout  most 
of  the  eighteenth  and  nineteent  h centuries. 
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FIGURE  5.  Suction  and  compression  cupping  apparatus  patented  by  Joel  A.  Maxam.  April  11.  1916. 


First,  the  glasses  to  be  applied  are  placed  on  the 
fingers  and  in  the  palm  of  the  left  hand,  and  all  the 
glasses  necessary  for  the  operation,  from  the  number 
of  one  to  six,  may,  with  a little  practice,  be  held  at 
the  same  time;  the  one  applied  first,  is  held  between 
the  index  finger  and  the  thumb,  in  a perpendicular 
direction,  the  glass  looking  upwards,  and  then 
turned  down  on  the  part,  and  each  glass  in  turn  is 
shifted  between  the  index  finger  and  thumb,  and 
held  in  the  same  direction,  using  those  on  the  fingers 
before  that  in  the  palm. 

Second,  the  lighted  torch  is  taken  in  the  right 
hand,  and  the  glass  exhausted  over  the  part  intended 
to  be  scarified,  by  introducing  the  torch  into  it,  and 
then  withdrawing  the  torch  along  the  rim  of  the 
glass  quickly,  and  at  the  same  time  that  the  torch  is 
withdrawn  the  glass  should  descend  on  the  skin,  just 
as  the  cotton  leaves  it  . . . . The  glass  should  never 
be  pressed  upon  the  skin  by  the  hand,  but  should  be 
suffered  to  descend  lightly  on  the  part  allotted  to  it. 
I suppose  that  we  have  in  this  instance  applied  three 
of  the  eight-ounce  glasses  on  the  loins;  according  to 
the  foregoing  rules,  by  the  time  the  third  glass  is  ap- 
plied, the  first  will  have  accomplished  the  intention 
of  its  application,  namely,  to  induce  a determination 
of  blood  to  the  surface,  indicated  by  its  purple  hue, 
showing  it  is  time  to  apply  the  scarificator.  I sup- 
pose, also,  that  the  scarificator  has  been  regulated 
by  the  screw  beneath,  to  the  depth  of  a quarter  of  an 


inch,  as  previously  recommended,  where  the  integu- 
ments are  thick;  and  I then  come  to  the  . . . 

Third  step  in  the  operation,  which  I would  recom- 
mend should  be  nearly  as  follows:  The  torch  is  held 
in  and  across  the  palm  of  the  right  hand,  by  the  lit- 
tle and  ring  finger,  leaving  the  thumb,  the  fore  and 
middle  fingers  free  to  hold  the  scarificator,  which 
may  be  done  by  the  thumb  and  fore  finger  only;  the 
glass  is  then  grasped  by  the  thumb,  fore,  and  middle 
fingers,  of  the  left  hand,  leaving  the  little  and  ring 
fingers  free;  the  edge  of  the  glass  is  then  detached 
from  the  skin  by  the  middle  finger  of  the  right  hand; 
the  scarificator  being  set,  care  must  be  taken  not  to 
press  upon  the  button  with  the  thumb  too  quickly; 
directly  the  glass  comes  off,  we  apply  the  scarifica- 
tor, spring  it  through  the  integuments,  and  then 
placing  it  between  the  free  little  and  ring  fingers,  of 
the  left  hand,  we  apply  the  torch  to  the  glass,  and 
the  glass  to  the  skin  over  the  incisions,  as  before  rec- 
ommended.13 

One  of  the  more  frequently  cupped  areas  was 
the  back  of  the  neck  where  cuppers  abstracted  10 
to  20  ounces,  using  three  to  five  glasses.  The 
scarification  was  made  close  to  the  hair  line  to 
hide  possible  scars.  Hills  warned  cuppers  operat- 
ing on  the  region  of  the  neck  not  to  set  their  lan- 
cets too  deep  for  fear  of  cutting  into  the  spine. 
Physicians  performing  autopsies  on  corpses  dur- 
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FIGURE  6 Apparatus  for  the  rapid  application  of 
cupping  glasses,  suction  cups,  and  so  on  patented  by 
Fernand  Devienne,  November  15,  1921. 


ing  the  nineteenth  century  frequently  remarked 
of  damage  caused  by  scarificators  on  the  spine  as 
well  as  the  ribs.  In  any  event,  the  scarifications 
on  the  back  of  the  neck  were  not  to  penetrate 
more  than  a % inch.  Other  commonly  cupped 
areas  were  between  the  shoulders,  high  up  on  the 
spine,  or  on  the  loins  or  back.  Cuppers  also  ap- 
plied their  glass  leech  to  the  sacrum,  hip,  chest, 
and  the  region  of  the  throat.  In  the  latter  opera- 
tion, the  patient  leaned  back  and  a very  light  inci- 
sion was  made  by  a small  spring  scarificator 
whose  lances  projected  about  V)  inch,  taking  care 
to  avoid  the  trachea. 

Additional  cupping  areas  included  the  pit  of  the 
stomach,  abdomen,  groin,  side,  shoulder,  and 
thigh.  More  specialized  areas  were  the  elbow 
(when  inflamed  and  swollen),  wrist,  knee,  ankle 
joint,  temple,  scalp,  and  behind  the  ear.  Temple 
cupping  was  difficult  to  perform  and  required  all 
the  skills  of  a successful  cupper.  The  problem 
stemmed  not  only  from  exhausting  the  glasses 
properly,  but  from  avoiding  the  main  branches  of 


the  temporal  artery.  When  cups  were  applied  to 
the  scalp  or  behind  the  ear,  the  operator  shaved 
the  patient  to  enhance  suction  and  guard  against 
making  too  deep  an  incision.  The  same  was  true 
when  applying  cups  to  the  perineum. 

I have  had  a scarificator  made  with  four  lancets  on 
each  side  of  the  face,  leaving  a space  in  the  middle 
which  is  applied  exactly  over  the  urethra,  and  thus 
avoiding  any  danger  of  wounding  this  canal,  and  at 
the  same  time  enabling  me  to  scarify  more  deeply, 
as  there  is  otherwise  some  difficulty  in  obtaining  a 
plentiful  supply  of  blood  quickly,  from  a more  super- 
ficial scarification.14 

In  1836,  cupper  Knox15  of  the  Westminister 
Hospital  wrote  a short  treatise  in  which  he  recom- 
mended cupping  as  a valuable  antiphlogistic  aux- 
iliary. He  designed  his  book,  The  Art  of  Cupping, 
as  a “companion  to  the  cupping-chest,”  and  an 
aid  to  the  “juvenile  cupper.”  Basing  his  an- 
tiphlogistic theory  on  the  experiments  of  Majen- 
die,  Philip,  and  Hastings,  he  argued  that  the 
withdrawal  of  blood  from  the  capillaries  produced 
an  effect  on  the  body  altogether  different  from 
that  induced  by  the  abstraction  of  blood  from  the 
larger  vessels.  In  cases  where  the  drawing  from  a 
vein  or  an  artery  would  have  produced  almost 
fatal  consequences  on  the  patient,  Knox  assured 
his  reader  that  topical  depletion,  whether  for  the 
purpose  of  an  “evacuant”  or  as  a “counter-irri- 
tant,” proved  highly  successful.  The  manner  in 
which  either  a physician  or  practiced  cupper  de- 
termined the  relative  merit  of  venesection,  arteri- 
otomy,  sanguisuction  (leeching),  or  cupping  de- 
pended in  the  last  analysis  on  the  principles  of 
therapeutics. 

In  all  cases  where  the  pyrexial  symptoms  run  high, 
the  general  abstraction  of  blood  by  venesection  or  ar- 
teriotomy  is  held  to  be  preferable  to  topical  deple- 
tion; but  in  particular  phlegmasiae,  when  the  consti- 
tutional excitement  is  not  in  a ratio  with  the  local 
disturbance,  the  application  of  leeches,  or  a recourse 
to  cupping,  is  most  clearly  indicated.15 

What  this  meant  in  practice  was  that  with  “the 
first  blush  of  fever,”  general  bleeding  was  the  first 
line  of  defense;  but  in  advanced  stages  of  fever 
when  the  patient  showed  signs  of  debility,  then 
venesection  or  arteriotomy  became  hazardous, 
and  cupping  became  a valuable  substitute  which 
acted  quickly  to  remove  congestion.15 

Knox  ranked  cupping  far  superior  to  sanguisuc- 
tion because  the  quantity  of  blood  abstracted 
from  the  patient  could  be  determined  with  greater 
accuracy  and  removed  in  a shorter  period  of  time. 
He  recognized,  however,  that  there  were  many  in- 
stances when  the  inaccessibility  of  the  body  parts 
to  the  scarificator  made  the  use  of  leeches  more 
useful.  In  addition,  leeching  was  particularly 
valuable  in  diseases  of  children  because  of  the  dif- 
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ficulty  in  applying  cupping  glasses.  As  for  the 
quantity  of  blood  abstracted,  Knox  felt  that  from 
4 to  20  ounces  of  blood  was  normal,  depending  on 
the  condition  of  the  patient  and  the  specific  effect 
desired.  A physician  might  abstract  from  16  to  20 
ounces  of  blood  from  the  temple  for  acute  inflam- 
mation of  the  eyes  while  extracting  only  half  that 
amount  in  the  treatment  of  abdominal  diseases.16 

In  the  opinion  of  Gillespie,17  writing  in  the 
1830s,  country  practitioners  should  avoid  clumsy 
instruments,  glasses,  syringes,  stopcocks,  and 
other  paraphernalia  commonly  employed  by  cup- 
pers in  the  urban  areas  of  the  United  States.  The 
reason  for  this,  he  felt,  was  frequent  breakage 
when  traveling  the  primitive  roads  of  the  rural 
back  country.  In  addition,  too  many  instruments 
caused  patients  to  become  unduly  distressed  over 
their  condition.  Agreeing  with  Hills,  he  pointed 
out  that  the  most  effective  cupper  was  one  who 
carried  the  least  number  of  instruments  in  his 
medical  bag.  Because  of  difficulties  in  transpor- 
tation and  breakage,  Gillespie  advised  that  when 
feasible,  rural  practitioners  should  replace  cups 
with  leeches,  although  the  problems  with  procur- 
ing, preserving,  and  breeding  them  might  prove 
more  than  a little  difficult.  As  a last  resort,  he 
suggested  that  practitioners  employ  cow  horns 
which  were  scraped  and  polished  until  diaphanous 
or  transparent.  Physicians  could  carry  horns  of 
varying  sizes  that  would  withstand  the  arduous 
travels  into  the  back  country.  To  eliminate  the 
tube,  spirit  bottle,  and  syringe,  the  physician 
could  exhaust  the  horn  with  pitch,  “fat  pine,”  or 
small  chips  of  porous  wood  saturated  with  spirits 
of  turpentine  and  then  dried.  If  the  patient  ex- 
pressed fear  of  fire,  the  physician  might  exhaust 
the  horns  by  suction  with  his  mouth.  In  these  in- 
stances, he  controlled  the  vacuum  by  either  a 
stopcock  or  a hole  bored  through  the  cupping  horn 
and  stopped  with  bee’s  wax.17 

Theory  of  dry  cupping 

The  theory  on  which  medical  men  based  the 
physiologic  action  of  dry  cupping  varied  through 
the  ages.  In  the  eighteenth  and  early  nineteenth 
centuries  when  both  European  and  American 
medical  circles  popularly  espoused  humoral  pa- 
thology, physicians  and  professional  cuppers  em- 
ployed dry  cups  as  counterirritants  to  create  an 
artificial  or  secondary  disease  which  they  used  to 
draw  the  diseased  humors  from  the  organs  and 
bring  them  to  the  surface  where  they  could  be 
more  easily  treated.  To  produce  the  counter-irri- 
tant effect,  physicians  retained  the  cups  on  the 
skin  for  ten  minutes  or  more  to  produce  a stagna- 
tion of  blood  current,  the  rupture  of  capillaries, 
and  even  ecchymosis.  Practitioners  recommend- 
ed dry  cupping  as  a counter-irritant  measure  in 
cases  of  obstinate  neuralgia,  severe  sciatica,  pleu- 
rodynia, and  hysterical  vomiting.  In  these  in- 
stances, they  applied  the  cups  to  the  nape  of  the 


neck;  while  the  skin  bore  the  marks  of  the  treat- 
ment for  several  weeks,  no  permanent  “stain”  re- 
mained as  was  frequently  the  case  after  sinapisms 
or  blisters.18 

When  therapeutic  reasoning  later  changed,  phy- 
sicians argued  that  the  irritation  produced  by  the 
cups  on  the  surface  of  the  skin  caused  a derivation 
or  “local  hyperemia”  which  brought  added 
amounts  of  blood  to  the  surface  and  relieved  the 
diseased  part.  There  was  no  real  difference  in  the 
cupping  procedures  for  derivation  or  counter-irri- 
tation. The  object  of  both  therapeutic  uses  was 
to  draw  blood  from  the  engorged  viscus.  The 
withdrawal  of  blood  in  derivation,  however,  was  a 
more  temporary  process  affording  the  organs  of 
the  diseased  part  to  be  temporarily  relieved  of 
blood  and  set  to  rest.  This  was  accomplished  by 
checking  the  flow  of  blood  in  the  larger  arteries 
and  engorging  the  cutaneous  vessels  and  capillar- 
ies. By  abstracting  the  blood  from  the  area  of  the 
disease,  physicians  hoped  that  the  morbid  part 
would  be  in  a better  position  for  obtaining  a 
healthy  status.  Cuppers  also  believed  that  a tem- 
porary ligature  on  the  vessels  prevented  the  ab- 
sorption of  poisons  into  the  morbid  area.  In  dry 
cupping  for  derivant  purposes,  the  success  de- 
pended on  the  length  of  time  the  cups  were  re- 
tained. Usually  the  cups  were  applied  to  the  skin 
for  approximately  two  minutes,  and  the  process 
acted  in  much  the  same  manner  as  hot  fomenta- 
tions. Blood  was  drawn  from  the  arteries  into  the 
capillaries  and  then  allowed  to  return  by  the  veins 
and  not  kept  stagnating  in  the  capillaries.  Al- 
though some  of  the  cupping  devices  were  large 
enough  to  contain  an  entire  limb,  the  quantity  of 
blood  which  the  cups  were  able  to  “hold”  was  in- 
significant in  comparison  to  the  amount  that  re- 
mained to  circulate  within  the  body.  Probably 
either  a warm  bath  or  a mustard  bath  caused 
more  peripheral  vasodilation  than  that  obtained 
from  cups.19  In  dry  cupping  for  derivant  purposes 
it  was  important  to  “hold”  blood  rather  than  re- 
sort to  bleeding;  cuppers  found  it  useful  in  pulmo- 
nary congestions,  thoracic  tumors,  emphysema, 
bronchitis,  pneumonia,  pericarditis,  suffocative 
catarrh  in  children,  congestion  of  the  liver,  affec- 
tions of  the  kidneys,  acute  nephritis,  renal  conges- 
tion, and  Bright’s  disease.20 

In  an  article  written  in  1833,  Robertson21  recom- 
mended dry  cupping  in  those  instances  where  it 
was  best  to  allow  the  blood  “to  rest  in  the  veins  of 
the  patient.”  Believing  that  those  living  in  the 
city  could  less  afford  the  loss  of  blood  than  the 
phlegmatic  country  dweller,  he  advised  the  dry 
cups  in  place  of  the  scarificator.  To  be  sure,  Rob- 
ertson did  not  apply  the  dry  cups  in  acute  diseases 
such  as  phrenitis  where  there  was  a morbid 
inflammatory  affection;  but  when  patients  suf- 
fered from  a “dull”  though  not  severe  pain  which 
refused  to  yield  to  ordinary  treatment,  he  was  in- 
clined to  apply  dry  cups  near  the  area  affected. 
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He  recommended  its  use  in  the  deep-seated  or- 
gans, in  sciatica,  and  in  those  diseases  where 
leeching  and  blistering  were  either  inconvenient  or 
unsuccessful.  He  also  believed  that  dry  cupping 
was  far  more  agreeable  to  young  ladies  whose  fears 
tended  to  make  them  almost  hysterical  at  the 
sight  of  blood.  According  to  Robertson,  his  moth- 
er depended  all  through  her  lifetime  on  the  use  of 
dry  cupping  for  a deep-seated  liver  ailment.  He 
also  practiced  dry  cupping  successfully  on  pa- 
tients suffering  from  spinal  irritation  and  even  for 
pains  in  the  loins  following  sexual  intercourse. 

A stout  young  gentleman,  in  fine  health,  was 
seized  shortly  after  connexion,  with  most  violent 
deep-seated  pain  in  the  region  of  the  left  kidney;  so 
severe,  that  he  was  unable  to  walk,  stand,  or  sit. 
Lying  on  his  back  in  bed,  or  on  a sofa,  gave  a little, 
and  only  a little  relief,  and  frequently  did  not  relieve 
him  at  all.  He  had  been  often  attacked  similarly 
before,  and  traced  it  distinctly  to  connexion.  The 
peculiar  sensation  on  the  part  commenced  immedi- 
ately after  coitus,  and  could  be  felt  distinctly  in- 
creasing more  and  more  till  it  ended  in  a paroxysm 
....  In  one  instance  he  was  attacked  severely  while 
walking  home,  and  had  very  nearly  fallen  down  in 
the  street.  In  another  he  was  awoke  in  the  night. 
Twenty  or  thirty  leeches  relieved  it  the  first  time. 
In  about  two  months  it  came  on  again,  when  bleed- 
ing at  the  arm,  and  seventy  leeches  over  the  seat  of 
pain,  gave  him  only  moderate  ease.  After  some 
months’  interval  it  returned  a third  time,  and  leech- 
ing, even  to  a very  great  extent,  seemed  to  have  alto- 
gether lost  its  power.  A blister  and  some  internal 
medicines  were  prescribed  by  a physician  with  little 
relief,  when  I ordered  twenty  leeches  to  the  anus; 
this,  and  the  recumbent  position  for  two  days,  sub- 
dued it.  [After  connexion  on  a subsequent  occasion] 
I felt  loath  to  bleed  him  to  such  an  extent  as  had 
been  requisite  formerly  to  subdue  it.  Leeches  were 
not  at  this  time  conveniently  to  be  had,  and  I deter- 
mined to  try  the  effect  of  dry-cupping.  A very  large 
tumbler  was  put  over  the  part,  kept  on  for  a minute 
or  two,  till  it  seemed  to  gall  him;  taken  off  and  re- 
placed three  or  four  times.  The  effect  delighted  and 
almost  astonished  me.  One  minute  after  it  went  on, 
the  most  perfect  relief  was  felt;  the  pain  was  entirely 
gone;  so  afraid  was  he  of  its  return  and  so  keen  to 
have  the  glass  on,  that  he  insisted  upon  having  it  on 
and  on,  till  the  edges  of  the  tumbler  had  almost  cut 
into  the  muscles!  This  he  declared  he  cared  not  for. 
It  was  a trivial  thing  compared  with  the  dreadful 
and  insufferable  pain  in  his  side.  I knew  him  for 
years  afterwards,  and  though  the  cause  was  contin- 
ued as  before,  he  never  had  any  return.21 

The  experiments  of  Head  and  Mackenzie  on 
surface  localization  in  visceral  diseases  threw 
much  light  on  the  cupper’s  theory  of  counterirri- 
tation.22 According  to  the  observations  of  these 
two  men,  diseased  organs,  through  their  nerve 
supply,  caused  an  area  of  hypersensitiveness  along 
certain  segments  of  the  spinal  cord.  Within  this 
hypersensitive  spinal  area,  they  pointed  out,  there 
were  nerves  which  extended  to  the  neighboring 


areas  of  muscle  and  skin.  Thus,  through  the 
proximity  of  various  sensory,  visceral,  and  skeletal 
nerves  in  the  spinal  cord,  specific  diseases  or  irri- 
tations of  the  internal  organ  caused  “an  area  of 
pain,  tenderness  or  hyper-sensitiveness  in  a corre- 
sponding definite  area  or  zone  on  the  surface  of 
the  body.”  They  concluded  that  “since  visceral 
irritation  affects  a definite  area  on  the  skin,  a 
counter-irritant  applied  to  that  surface  will  affect 
the  corresponding  internal  organ.”  Surface  irrita- 
tion “caused  reflex  action  resulting  in  favorable 
circulatory  or  trophic  changes  in  the  underlying 
organs.” 

During  the  1840s,  Washington2'  recounted  the 
case  of  a child  of  seven  years  whose  pulse  was  140 
and  who  suffered  from  an  abscess  on  one  side  of 
the  throat  as  large  as  a turkey  egg,  complete 
aphonia,  an  abscess  on  the  back  of  the  left  hand, 
the  left  arm  partially  paralyzed,  liver  torpid,  bow- 
els irregular,  severe  pain  from  the  left  hip  to  the 
knee,  excessive  emaciation,  and  night  sweats.  In 
treating  the  child,  Washington  ordered  her  body 
sponged  in  warm  water  three  times  a day,  small 
amounts  of  brandy  given  as  a stimulant,  a mus- 
tard plaster  applied  the  length  of  the  spine,  and 
compresses  to  the  throat,  and  ordered  regular 
doses  of  quinine  and  calomel.  When  these  mea- 
sures failed  to  bring  relief,  he  then  began  dry  cup- 
ping the  spine  and  found  the  patient’s  health  re- 
stored. Having  previously  used  dry  cupping  only 
to  relieve  sciatica  and  paralysis  of  the  arm,  he  was 
pleased  with  the  discovery  that  dry  cupping  was  a 
powerful  alterative  and  that  the  different  organs 
of  the  body  could  be  effectually  regulated  through 
the  medium  of  the  nervous  system. 

The  anatomical  structure  of  the  nervous  system 
gave  me  a clue  to  the  rationale  of  the  modus  operan- 
di  of  dry-cupping,  through  the  intimate  connection 
of  the  spinal  marrow  with  the  whole  system;  when 
an  impression  is  made  on  the  spinal  marrow,  it  is 
transmitted  to  the  different  organs  through  the  re- 
spective nerves  arising  from  it.23 

On  the  basis  of  these  deductions,  Washington 
dry  cupped  the  spines  of  pregnant  women  who  suf- 
fered headache  or  cardialgia  “to  break  the  chain 
of  nervous  sympathy.”  This  he  found,  was  more 
useful  than  the  usual  applications  of  mustard 
plaster  or  leaf  of  horseradish,  or  various  alkalies. 
He  likewise  recommended  dry  cupping  for  leu- 
korrhea,  amenorrhea,  and  dysmenorrhea.23 

During  the  1830s,  wrote  Washington,24  physi- 
cian J.  V.  Prather,  late  professor  of  surgery  in  the 
St.  Louis  Medical  University,  concluded  that  he 
could  control  the  secretions  from  the  various  or- 
gans of  the  system  wholly  through  the  means  of 
dry  cupp  ! on  the  spinal  column.  His  method, 
sometim  jokingly  referred  to  as  “Prather's 
hobby,”  . ived  little  attention  until  the  publica- 
tion of  H.  . Campbell’s  book,  The  Secretory  and 
the  Excito-Secretory  System,  which  provided 
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Prather  with  a satisfactory  rationale  for  his  proce- 
dure. In  1864,  Washington  presented  a series  of 
cases  demonstrating  the  proof  of  Prather’s  proce- 
dure. In  treatment  of  both  whites  and  slaves,  dry 
cupping  had  proved  effective  in  curing  intermit- 
tent fever,  tetter,  scarlatina,  tedious  labor,  over- 
coming rigidity  of  the  os  uteri  in  delivery,  expul- 
sion of  the  placenta,  epilepsy,  suppression  of 
catamenia,  barrenness  (“would  bring  the  uterine 
function  into  a healthy  condition,  that  conception 
cannot  be  avoided,  unless  the  husband  is  utterly 
impotent”),  distressing  cough,  sick  headache,  first 
stages  of  cholera,  chills,  and  various  problems  of 
paralysis.  According  to  Washington,  dry  cupping 
was  the  most  powerful  tonic  and  alterative  agent 
in  the  hands  of  the  skilled  physician.  On  the 
basis  of  Campbell’s  claim  that  the  sensory  nerves 
of  the  cerebrospinal  system  were  “excitors”  not 
only  to  the  motor  system  but  also,  under  certain 
circumstances,  excited  and  modified  the  action  of 
the  secretory  nerves;  then  the  application  of  cups 
along  the  length  of  the  spine  could  alter  the  secre- 
tions “according  to  the  extent  and  character  of 
the  excitation  applied.”24 

The  practical  conclusion  which  Prather  and  his 
disciple  derived  from  Campbell’s  analysis  was 
that  physicians  should  attempt  to  “break  the 
chain  of  morbid  nervous  sympathy,  and  keep  it 
broken  by  dry-cupping.”  With  judicious  admin- 
istration of  cups,  one  could  relieve  inflammation, 
reduce  irritation,  and  bring  the  secretions  back  to 
a healthy  state.  The  whole  secretory  system 
could  be  reached  effectively  and  with  certainty  of 
cure  through  the  application  of  dry  cupping  along 
the  spine.  Based  on  the  practical  uses  of  cupping 
by  Prather,  physician  Washington  set  down  the 
following  propositions. 

1.  Dry  cupping  along  the  spinal  column  (due  to 
the  intimate  connection  of  the  cerebrospinal  nerves 
with  the  ganglionic  system)  was  a powerful  excitose- 
cretory  remedial  agent. 

2.  The  proper  use  of  dry  cupping  could  bring  the 
performance  of  the  various  secretory  organs  to  nor- 
mal health. 

3.  When  the  secretions  were  already  acting  in  ex- 
cess, dry  cupping  became  a “sedato-secretory  agent” 
breaking  the  chain  of  morbid  nervous  sympathy  and 
eliminating  the  irritation  which  produced  the  excess. 

4.  Dry  cupping  was  a powerful  excitant  of  the  ab- 
sorbent system. 

5.  Dry  cupping  was  the  best  remedy  in  prevent- 
ing habitual  miscarriage,  for  shortening  tedious 
labor,  and  for  reducing  “muscular  resistance”  in  dis- 
located joints. 

6.  Dry  cupping  was  an  effective  cure  for  severe 
cutaneous  affections  when  produced  by  diseases  of 
the  ganglionic  system. 

7.  By  restoring  normal  secretory  action  of  the 
skin,  cupping  could  remove  the  causes  of  diarrhea, 
dysentery,  and  cholera  morbus  more  readily  than 
through  the  use  of  opiates,  astringents,  mercurials, 
or  purgatives.  Frequent  dry  cupping  along  the  spine 


would  cure  a vast  number  of  soldiers  suffering  from 
chronic  diarrhea  and  dysentery. 

8.  Severe  irritation  resulting  from  wounds  (fever, 
profuse  discharge  of  pus,  discharges  from  the  lungs 
and  bowels)  could  be  alleviated  by  dry  cupping. 

9.  Dry  cupping  could  relieve  the  morbid  condi- 
tion of  the  spinal  motor  system  in  cases  of  traumatic 
or  idiopathic  tetanus. 

10.  In  typhus  and  typhoid  fevers,  dry  cupping  was 
a powerful  excitosecretory  agent  which  caused  the 
various  organs  to  perform  their  functions  in  a 
healthy  manner  and  thereby  removing  the  main 
causes  of  these  diseases.25 

By  1889,  however,  physician  White26  of  Chicago 
was  lamenting  the  general  disuse  of  cupping.  Di- 
agnostic and  therapeutic  uses  of  the  cups  seemed 
forgotten.  Unwilling  to  accept  the  fate  designat- 
ed, White  continued  to  carry  cupping  glasses  in 
his  medical  hand  bag  and  used  them  not  only  to 
cure  his  patients,  but  to  localize  the  diseased  area. 
In  persons  suffering  from  pains  or  complications 
which  were  difficult  to  pinpoint,  White  dry 
cupped  the  general  area  of  discomfort  and  discov- 
ered the  morbid  part  on  analysis  of  skin  color.  By 
placing  cups  over  an  area  for  two  minutes  and 
comparing  the  differences  in  skin  coloration,  he 
could  diagnose  the  disease — the  deeper  the  color 
the  more  evident  the  disease.  Furthermore,  by 
repeating  the  cupping  procedure  over  a period  of 
weeks,  depending  on  the  severity  of  the  disease,  he 
could  judge  by  the  changing  appearance  of  the 
discoloration  as  to  whether  or  not  the  disease  was 
disappearing.  When  the  cupped  surface  took  on  a 
“peach-bloom”  appearance,  then  it  was  obvious  to 
White  that  the  patient  had  been  cured. 

Conclusion 

The  dearth  of  sound  pharmacotherapy  in  the 
nineteenth  century  gave  impetus  to  many  of  the 
mechanical,  psychic,  electrical,  and  hydrothera- 
peutic  technics  popularly  espoused  by  amateur  as 
well  as  professional  healers.  The  art  of  cupping, 
which  was  practiced  by  the  earliest  medical  heal- 
ers and  grew  in  importance  during  the  era  of  hu- 
moral pathology,  remained  a common  remedy 
through  most  of  the  nineteenth  century.  When  it 
finally  was  relegated  back  to  its  former  place  in 
the  “barber  trade,”  it  nonetheless  continued  to 
provide  relief  in  pneumonia  and  bronchial  com- 
plications during  the  first  decades  of  the  twentieth 
century,  and  its  long  use  marked  an  important 
chapter  in  the  history  of  medicine. 

3400  Broadway 
Gary,  Indiana  46408 
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Obituaries 


Harold  B.  Adams,  M.D.,  of  Rye,  died  on  April  20,  1972. 
Dr.  Adams  graduated  in  1920  from  Cornell  University 
Medical  College. 

Joseph  Russell  Alessi,  M.D.,  of  Niagara  Falls,  died  on 
December  20,  1972,  at  the  age  of  sixty-seven.  Dr.  Alessi 
graduated  in  1931  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  an  attending  general  practitioner 
at  Niagara  Falls  Memorial  Medical  Center.  Dr.  Alessi 
was  a member  of  the  Niagara  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Siegfried  Alexander,  M.D.,  of  The  Bronx,  died  on  Jan- 
uary 12  at  the  age  of  seventy-five.  Dr.  Alexander  re- 
ceived his  medical  degree  from  the  University  of  Wurz-  % 
burg  in  1922.  He  was  a member  of  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Boral,  M.D.,  of  Brooklyn,  died  on  December 
21,  1972,  at  the  age  of  sixty-seven.  Dr.  Boral  received  his 
medical  degree  from  the  University  of  Lausanne  in  1939. 
He  was  an  assistant  attending  cardiologist  and  general 
practitioner  at  Brookdale  Hospital  Center  and  Brookdale 
Hospital  Center  Outpatient  Department.  Dr.  Boral  was 
a member  of  the  American  Geriatrics  Society,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

John  J.  Brozdowski,  M.D.,  of  Monroe,  died  on  March 
18,  1972.  Dr.  Brozdowski  graduated  in  1919  from  Long 
Island  College  Hospital. 

Robert  Lafayette  Crater,  M.D.,  of  Jamaica,  died  on 
January  11,  1972.  Dr.  Crater  graduated  in  1935  from 
Howard  University  College  of  Medicine. 

William  Engel,  M.D.,  of  Boca  Raton,  Florida,  formerly 
of  New  York  City,  retired,  died  on  January  12  at  the  age 
of  eighty-five.  Dr.  Engel  graduated  in  1909  from  Long 
Island  College  Hospital.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Leonard  Felder,  M.D.,  of  New  York  City,  died  on  Jan- 
uary 5 at  the  age  of  fifty-four.  Dr.  Felder  graduated  in 
1942  from  New  York  University  School  of  Medicine.  He 
was  an  attending  physician  at  St.  Vincent’s  Hospital  and 
Medical  Center  of  New  York,  an  assistant  attending 
physician  at  University  Hospital,  and  an  assistant  at- 
tending physician  at  Bellevue  Hospital.  Dr.  Felder  was 
a Diplomate  of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Egon  Carl  Frey,  M.D.,  of  The  Bronx,  died  on  Decem- 
ber 24,  1972,  at  the  age  of  eighty.  Dr.  Frey  received  his 
medical  degree  from  the  University  of  Vienna  in  1916. 
He  was  a member  of  the  American  Geriatrics  Society, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  Henry  Friedman,  M.D.,  of  The  Bronx,  died  on 
January  27  at  the  age  of  sixty-nine.  Dr.  Friedman  grad- 
uated in  1929  from  Tulane  University  School  of  Medi- 
cine. He  was  a consulting  neuropsychiatrist  at  Union 
Hospital  of  The  Bronx,  director  of  neuropsychiatry  at 
Fordham  Hospital,  and  an  assistant  clinical  professor  of 
psychiatry  at  Albert  Einstein  College  of  Medicine.  Dr. 
Friedman  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of  the  Ameri- 
can Academy  of  Neurology,  the  American  Psychiatric 
Association,  The  Association  for  Research  in  Mental  and 
Nervous  Disease,  the  American  Geriatrics  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Arthur  Francis  Gaffney,  M.D.,  of  Utica,  died  on  Janu- 
ary 10  at  the  age  of  sixty-four.  Dr.  Gaffney  graduated  in 
1932  from  Syracuse  University  College  of  Medicine. 
He  was  an  attending  general  practitioner  at  St.  Eliza- 
beth Hospital.  Dr.  Gaffney  was  a member  of  the  Utica 
Academy  of  Medicine,  the  Oneida  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Geiger,  M.D.,  of  New  York  City,  died  on  No- 
vember 17,  1972,  at  the  age  of  seventy-two.  Dr.  Geiger 
graduated  in  1926  from  the  University  of  Arkansas 
School  of  Medicine.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  J.  Giammarinaro,  M.D.,  of  Hollis,  died  on  De- 
cember 13,  1972,  at  the  age  of  forty-seven.  Dr.  Giam- 
marinaro received  his  medical  degree  from  the  Univer- 
sity of  Turin  in  1957.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Boris  Albert  Golden,  M.D.,  of  Niagara  Falls,  died  on 
December  19,  1972,  at  the  age  of  sixty-three.  Dr.  Golden 
graduated  in  1940  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a general  practitioner  on  the  medi- 
cal staff  at  St.  Mary’s  Hospital  and  Niagara  Falls  Memo- 
rial Medical  Center.  Dr.  Golden  was  a member  of  the 
American  Academy  of  General  Practice,  the  Niagara 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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Frederick  W.  Good,  M.D.,  of  New  York  City,  died  on 
July  19.  1972,  at  the  age  of  seventy-five.  Dr.  Good  re- 
ceived his  medical  degree  from  the  University  of  Wurz- 
burg in  1923.  He  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  and  a member  of  the  Society 
for  Investigative  Dermatology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harrison  Charles  Harlin,  M.D.,  of  The  Bronx,  died  on 
December  14,  1972,  at  the  age  of  fifty-four.  Dr.  Harlin 
graduated  in  1942  from  Long  Island  College  of  Medicine. 
He  was  an  attending  urologist  at  Long  Island  College 
Hospital  and  an  associate  attending  urologist  at  Kings 
County  Hospital  Center.  Dr.  Harlin  was  a Diplomate  of 
the  American  Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  Uro- 
logical Association,  the  New  York  Academy  of  Medicine, 
the  Medical  Society  of  the  County  of  Kings,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

P.  Harold  Hayes,  M.D.,  of  Buffalo,  died  on  March  1, 
1972.  Dr.  Hayes  graduated  in  1905  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

Emil  Herman,  M.D.,  of  Harrisburg,  Pennsylvania, 
formerly  of  Middletown,  died  on  October  29,  1972,  at  the 
age  of  seventy-three.  Dr.  Herman  received  his  medical 
degree  from  the  University  of  Prague  in  1922.  He  had 
formerly  been  an  attending  psychiatrist  at  Middletown 
State  Hospital.  Dr.  Herman  was  a member  of  the  Amer- 
ican Psychiatric  Association,  the  Orange  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Thvra  Hildegarde  Josselyn,  M.D.,  of  Staten  Island, 
died  on  June  19,  1972,  at  the  age  of  ninety-two.  Dr.  Jos- 
selyn graduated  in  1908  from  the  University  of  Illinois 
College  of  Medicine.  She  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

G.  Henry  Knoll,  M.D.,  of  Le  Roy,  died  on  June  3,  1972, 
at  the  age  of  seventy-three.  Dr.  Knoll  graduated  in  1925 
from  the  University  of  Pittsburgh  School  of  Medicine. 
He  was  an  attending  physician  on  the  medical  staff  at 
Genesee  Memorial  and  St.  Jerome  Hospitals  (both  in 
Batavia).  Dr.  Knoll  was  a member  of  the  Genesee 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Bela  Kohazi,  M.D.,  of  Brentwood,  died  on  March  9, 
1972.  Dr.  Kohazi  received  his  medical  degree  from  the 
University  of  Debrecen  in  1939.  He  was  a supervising 
psychiatrist  at  Pilgrim  State  Hospital.  Dr.  Kohazi  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association. 

Manoh  Levieff,  M.D.,  of  New  York  City,  retired,  died 
on  September  29,  1972,  at  the  age  of  eighty-two.  Dr. 
Levieff  received  his  medical  degree  from  the  University 
of  Montpelier  in  1915.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 


the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ambrose  Augustine  Maciejewski,  M.D.,  of  Buffalo, 
died  on  January  11,  1972,  at  the  age  of  seventy-eight. 
Dr.  Maciejewski  graduated  in  1927  from  the  Marquette 
University  School  of  Medicine.  He  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alick  Osofsky,  M.D.,  of  Far  Rockaway,  died  on  Decem- 
ber 23,  1972,  at  the  age  of  sixty-six.  Dr.  Osofsky  grad- 
uated in  1933  from  the  University  of  Glasgow  Medical 
Faculty.  He  was  an  associate  attending  general  practi- 
tioner at  St.  Joseph’s  Hospital  (Far  Rockaway)  and  an 
assistant  attending  general  practitioner  at  Peninsula 
General  Hospital.  Dr.  Osofsky  was  a member  of  the 
American  Academy  of  General  Practice,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Alfred  Otis  Persons,  M.D.,  of  St.  Petersburg,  Florida, 
formerly  of  Lexington,  died  on  November  11,  1972,  at 
the  age  of  eighty-six.  Dr.  Persons  graduated  in  1910 
from  Syracuse  University  College  of  Medicine.  He  was 
an  honorary  physician  at  Memorial  Hospital  of  Greene 
County  (Catskill).  Dr.  Persons  was  a member  of  the 
Greene  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Frank  Pomerantz,  M.D.,  of  Hempstead,  died  on  De- 
cember 23,  1972,  at  the  age  of  fifty-eight.  Dr.  Pomerantz 
graduated  in  1940  from  Anderson  College  of  Medicine 
(Glasgow).  He  was  a senior  attending  psychiatrist  at 
Pilgrim  State  Hospital.  Dr.  Pomerantz  was  a member  of 
the  American  Psychiatric  Association,  the  American 
Academy  of  General  Practice,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Reginald  O’Bierne  Queenan,  M.D.,  of  Forest  Hills, 
died  on  January  17  at  the  age  of  sixty-seven.  Dr. 
Queenan  received  his  medical  degree  from  the  Univer- 
sity of  Geneva  in  1938.  He  was  a Fellow  of  the  American 
College  of  Chest  Physicians  and  a member  of  the  Ameri- 
can Thoracic  Society,  The  Medical  Society  of  the  Coun- 
ty of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gustave  August  Tepfer,  M.D.,  of  Grand  Gorge,  died 
on  June  3,  1972.  Dr.  Tepfer  graduated  in  1926  from 
George  Washington  University  School  of  Medicine. 

Lee  Ross  Tompkins,  M.D.,  of  Liberty,  died  on  Janu- 
ary 3 at  the  age  of  sixty-seven.  Dr.  Tompkins  grad- 
uated in  1931  from  Syracuse  University  College  of  Medi- 
cine. He  was  chief  of  the  medical  staff  at  Liberty-Loom- 
is  Hospital  and  an  attending  general  practitioner  at 
Community  General  Hospital  of  Sullivan  County.  Dr. 
Tompkins  was  a member  of  the  American  Academy  of 
General  Practice,  the  Sullivan  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Henry  Clermont  Van  Acker,  M.D.,  of  Greenwich,  died 
on  March  14,  1972.  Dr.  Van  Acker  graduated  in  1936 
from  Tufts  University  School  of  Medicine. 


Edward  A.  Walsh,  M.D.,  of  Woodhaven,  died  on  Jan- 
uary 16  at  the  age  of  seventy-six.  Dr.  Walsh  graduated 
in  1929  from  St.  Louis  University  School  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the  County 


of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Isadore  Williams,  M.D.,  of  New  York  City,  died  on  Jan- 
uary 4 at  the  age  of  eighty-nine.  Dr.  Williams  graduated 
in  1907  from  the  University  of  Pittsburgh  School  of  Medi- 
cine. He  was  a consulting  ophthalmologist  at  French 
and  Polyclinic  Medical  School  and  Health  Center.  Dr. 
Williams  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Correction:  It  was  incorrectly  stated  in  the  January  15,  1973  issue  of  the  Journal,  page  355  that  Willard  J.  Lloyd, 
M.D.,  of  New  Hartford,  died  on  December  2,  1972.  Dr.  Lloyd  died  on  December  1,  1972. 


Books  Reviewed 


Surgical  Techniques.  By  Herbert  Haxton,  M.D. 
Octavo  of  199  pages,  illustrated.  Baltimore,  Maryland, 
The  Williams  & Wilkins  Company,  1970.  Cloth,  $9.00. 

This  volume  is  a delightful  adventure  into  the  life  of  a 
master  surgeon  over  a period  of  thirty  years.  I had  the 
good  fortune  to  meet  with  Herbert  Haxton  recently  on 
his  retirement  and  was  delighted  to  hear  that  he  was 
able  to  repeat  the  feat  of  his  countryman,  Ernest  Miles, 


and  not  rarely  performed  an  abdominal  perineal  section 
in  some  thirty  minutes.  Surgical  house  officers  please 
note! 

Formal  training  programs  in  surgery  and  the  pressures 
to  follow  the  dictates  of  the  chief  will  make  surgeons  like 
Mr.  Haxton  a disappearing  breed  through  some  of  the 
great  days  of  development  of  our  current  surgical  tech- 
nics. George  A.  Degenshein,  M.D. 
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Medical  News 


Acupuncture  study 

Attorney  General  Louis  J.  Lefkowitz  has  called  on 
the  New  York  State  Board  for  Medicine,  the  State  De- 
partment of  Education,  and  the  deans  of  five  State 
medical  schools  to  accelerate  their  programs  of  acu- 
puncture research,  so  that,  if  such  procedures  are 
found  therapeutically  valuable,  they  may  be  made 
available  to  a broader  segment  of  the  public  which  may 
choose  to  use  the  therapy.  Mr.  Lefkowitz  said  that 
following  action  taken  by  his  office  against  the  Acu- 
puncture Center  of  New  York,  at  the  request  of  the 
New  York  State  Department  of  Education,  he  had  re- 
ceived numerous  communications  from  individuals  who 
claimed  to  have  benefited  from  acupuncture  treat- 
ments and  urged  that  the  therapy  be  made  available. 

Pediatric  assistants 
educational  program 

A new  Joint  Review  Board  is  being  established  to 
evaluate  two-year  educational  programs  for  pediatric 
assistants  in  collaboration  with  the  American  Medical 
Association  Council  on  Medical  Education. 

Scholarship  for 
alcohol  studies 

Physicians  and  medical  students  may  apply  for  a 
scholarship  covering  tuition,  room,  and  board  for  a pro- 
gram on  alcohol  studies  at  Rutgers  Center  of  Alcohol 
Studies,  New  Brunswick,  New  Jersey,  from  June  24 
through  July  13,  1973.  To  apply,  write  American 
Medical  Society  on  Alcoholism,  c/o  R.  Fox,  M.D.,  150 
East  52  Street,  New  York,  New  York. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Antibodies  and  drug  allergy  diagnosis 


According  to  recent  investigations,  hemagglutinating 
or  precipitating  antibodies  (IgG  or  IgM  types)  appear 
to  play  a prominent  role  in  hemolytic  anemias  caused 
by  drugs  and  serum  sickness  and  have  been  investi- 
gated particularly  in  patients  allergic  to  penicillin 
where  symptoms  are  referable  chiefly  to  a reaginic 
mechanism.  One  of  the  problems  in  identifying  drug 


Depressive  illnesses  text 

Learning  About  Depressive  Illnesses,  a pamphlet  de- 
scribing the  emotional  disorder  which  is  estimated  to 
afflict  as  many  as  4 to  8 million  Americans,  has  been 
released  by  the  National  Institute  of  Mental  Health. 

The  booklet  describes  for  the  lay  reader  how  a nor- 
mal reaction  to  a sad  or  disappointing  experience  may 
persist  and  become  more  intense  with  time,  resulting 
in  serious  depression.  Signs  of  a severe  case  of  depres- 
sion are  described  as  they  may  appear  in  the  three 
major  types  of  the  depressive  illnesses.  Following  a 
discussion  of  its  causes,  the  booklet  stresses  that  de- 
pressive illness  is  among  the  psychiatric  disorders  most 
responsive  to  treatment  and  explains  the  various  thera- 
peutic approaches  most  commonly  used  by  psychia- 
trists and  psychologists.  Also  included  is  a discussion 
of  the  role  that  family  and  friends  may  serve  in  the 
treatment  of  a depressed  individual. 

Single,  courtesy  copies  of  Learning  About  Depressive 
Illnesses  (DHEW  Publication  No.  HSM  72-9110)  are 
available  from  Public  Inquiries,  National  Institute  of 
Mental  Health,  Room  15C-17,  5600  Fishers  Lane, 
Rockville,  Maryland  20852.  Copies  in  quantity  may  be 
obtained  from  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington,  D.C.  20402, 
at  10  cents  a copy. 


Fairchild  endowment 

The  Fairchild  Foundation,  Inc.,  created  by  Sherman 
Fairchild,  has  offered  to  endow  a chair  in  surgery  at 
Columbia  University’s  College  of  Physicians  and  Sur- 
geons. The  recipient  is  the  director  of  surgery  at  The 
Roosevelt  Hospital. 


reactions  and  the  substances  responsible  is  finding  a 
clinically  practicable  test.  Skin  test  and  the  Praus- 
nitz-Kiistner  reactions  are  frequently  negative,  and 
other  methods  are  slow  and  difficult.  G.  Patriarca.  A. 
Venti,  and  W.  Bonini  have  reported  in  a recent  issue  of 
Annals  of  Allergy  (29:  556  [November]  1971)  that  it  is 
possible  to  use  the  passive  cutaneous  anaphylaxis  test 
in  guinea  pigs  for  greater  accuracy  in  diagnosing  drug 
allergy.  Using  this  test,  they  found  IgG  antibodies  in 
74  per  cent  of  subjects  allergic  to  different  drugs, 
whereas  the  incidence  in  controls  was  13.3  per  cent. 
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Medical  Meetings 


Birth  defects  symposium 

A symposium  for  physicians  on  birth  defects  will  be 
held  at  the  North  Shore  Hospital,  Community  Drive, 
Manhasset,  New  York,  on  April  5 and  12,  1973,  at  8:30 
P.M.  The  symposium,  sponsored  by  the  Department 
of  Pediatrics,  Genetics  and  Birth  Defects  Center,  of 
North  Shore  Hospital  and  the  Nassau  County  Chapter 
of  the  National  Foundation  March  of  Dimes,  will  in- 
clude consideration  of  such  topics  as  “Prenatal  Diagno- 
sis of  Genetic  Disorders,”  “Legal  Considerations  in  the 
Treatment  of  Birth  Defects,”  and  “Craniofacial  Anom- 
alies.” 


Medical  ethics 

The  Fourth  National  Congress  on  Medical  Ethics 
will  be  held  April  26  through  28,  1973,  at  the  Washing- 
ton Hilton,  Washington,  D.C.  Among  the  subjects  to 
be  discussed  will  be  “What  is  Medical  Ethics?”;  “How 
Does  the  Student,  Resident,  or  Nurse  See  Medical 
Ethics?”;  and  “Voluntarism  vs.  Compulsion.” 


Radiobiology  course 

A short  refresher  course  in  radiobiology  and  the 
physics  of  radiology  and  nuclear  medicine  will  be  pre- 
sented at  Queens  Hospital  Center  on  three  consecutive 
afternoons  from  May  21  through  23,  1973.  The  course 
is  directed  primarily  toward  second-  and  third-year  ra- 
diology residents  who  are  preparing  for  their  board  ex- 
aminations in  radiology.  Further  information  and  ap- 
plication forms  may  be  obtained  from  Jan  J.  Smule- 
wicz,  M.D.,  Director,  Department  of  Radiology,  Queens 
Hospital  Center,  82-68  164th  Street,  Jamaica,  New 
York  11432. 


Cytology  courses 

The  W.  Alton  Jones  Cell  Science  Center  announces 
the  following  courses  to  be  given  at  the  Center  in  1973: 
“Animal  Organ  Culture,”  July  9 through  20;  “Introduc- 
Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


tion  to  Vertebrate  Cell  Culture,”  July  23  through  Au- 
gust 3;  “Principles  of  Cell  Synchronization,”  Septem- 
ber 5 through  15;  and  “Methods  in  Medical  Virology,” 
October  1 through  12.  Inquiries  for  further  informa- 
tion should  be  directed  to  J.  Andrea  Estus,  Executive 
Secretary,  W.  Alton  Jones  Cell  Science  Center,  Post 
Office  Box  631,  Lake  Placid,  New  York  12946. 

Symposium  on  forensic  sciences 

The  Tenth  Annual  Symposium  on  Forensic  Sciences 
will  be  sponsored  by  the  Institute  of  Forensic  Medi- 
cine, New  York  University  and  The  City  of  New  York, 
the  Department  of  Health,  State  of  New  York,  the 
Medical  Society  of  the  State  of  New  York,  and  The 
Dental  Society  of  the  State  of  New  York.  The  prelimi- 
nary program,  to  be  held  from  April  13  through  14, 
1973,  at  the  Office  of  the  Chief  Medical  Examiner,  520 
First  Avenue,  Room  122,  New  York,  New  York,  is  as 
follows:  April  13,  morning  session,  discussion  on  gun- 

shot wounds,  wound  ballistics,  and  external  ballistics; 
afternoon  session,  discussion  on  unlabeled  cases,  scene 
investigation,  carbon  monoxide  deaths,  deaths  in  legal 
custody,  and  determining  the  time  of  death;  evening 
session,  dinner  and  lecture  by  Milton  Helpern,  M.D., 
general  chairman;  April  14,  morning  session,  panel  dis- 
cussion on  narcotic  deaths,  methadone  therapy  and 
abuse,  New  York  City’s  addiction  services,  and  an  ad- 
dict’s point  of  view;  afternoon  session,  recent  advances 
in  forensic  serology,  and  forensic  odontology;  and  eve- 
ning session,  dinner. 

Course  in  nuclear  medicine 

The  Greater  New  York  Chapter  of  the  Society  of  Nu- 
clear Medicine  is  sponsoring  a course  designed  to  provide 
physicians  with  the  essentials  of  nuclear  medicine  from 
March  23  through  25,  1973,  at  The  Biltmore,  Madison 
Avenue  at  43rd  Street,  New  York  City.  The  fee  for  the 
course,  which  will  stress  basic  and  clinical  science,  is 
$125  or  $60  for  residents  or  technologists  who  enclose  a 
letter  from  their  chief  of  service.  Registration  should  be 
made  in  advance  by  mail.  For  information,  contact 
Lester  M.  Levy,  M.D.,  Division  of  Nuclear  Medicine, 
Long  Island  Jewish- Hillside  Medical  Center,  New  Hyde 
Park,  New  York  11040  (Telephone:  212  343-6700  or  516 
437-6700,  extensions  2476  and  2477). 
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Issue  Dates:  1 st  and  1 5th  of  each  month 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 

10c  each.  Dept,  numbers,  500  extra,  per  insertion.  (On 
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of  5 numerals  or  less  are  counted  as  separate  words.  For 
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appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
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Analgesics 

Percodan  (Endo  Laboratories) 518,519 

Antibiotics 
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Butisol  (McNeil  Laboratories) 515 

Tranquilizers 
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Vitamin  supplements 

Berocca  (Roche  Laboratories) 527 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


fnends 

of 

nursing 

we  need  you 

The  National  League  for  Nursing  is  launching  its 
first  annual  Friends  of  Nursing  campaign.  Sup- 
port the  work  of  the  44  constituent  leagues  and 
the  National  League  for  Nursing.  Help  assure 
good  nursing  care  for  all  Americans. 

Become  a “Friend”  now  by  enrolling  in  one  of 
these  categories:  Special,  $20;  Family,  $10; 
Individual,  $5.  Your  contribution  is  tax-deductible. 


TO:  NATIONAL  LEAGUE  FOR  NURSING 


Ten  Columbus  Circle 

New  York,  N.  Y.  10019 

My  a iff  in  the  amount  of 

is  attached. 

Name 

Address 

City  and  State 

7 ip 

(Checks  should  be  made  payable  to  the 

National  League  tor  Nursing) 
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r INTERNIST 

Board  eligible  or  certified  internist  with  NY  State  License  to 
join  Medical  College  Comprehensive  ambulatory  care  pro- 
gram. Teaching,  clinical  services,  research.  Emphasis  on  in- 
novations in  health  care,  including  nurse  practitioners.  Teach- 
ing hospital  and  medical  college  appointments.  Salary  range 
competitive. 

Contact  Cynthia  B.  Dutton,  M.D., 

Clinical  Director, 

ALBANY  MEDICAL  COLLEGE 

COMMUNITY  MEDICAL  CARE  PROGRAM 


259  Lark  St.,  Albany,  NY  1 221 0 
or  call  collect:  (518)  462-5423 


PHYSICIANS  WANTED  — CONT'D 


G.P.,  OB/GYN,  OTHER  SPECIALTIES  NEEDED  IN  THRIVING  FINGE] 
lakes  community.  New,  100- bed  hospital  with  levels  of  care  from  ICU  to  EC1 
Exceptional  educational  opportunities.  Excellent  recreational  facilities;  go 
fishing,  etc.  Near  large  medical  and  cultural  centers.  Bruno  Riemer,  M.I 
Taylor-Brown  Memorial  Hospital,  Waterloo,  N.Y.  13165. 


PSYCHIATRIST  NEEDED:  POSITION  IMMEDIATELY  AVAILABLE  IN 
large,  dynamic,  community  mental  health  center,  New  York  City  area.  Mult 
program  approach  with  opportunities  for  training  and  expansion  into  new  pr 
grams.  Resumes  to  Richard  Pearlman,  M.D.,  681  Castleton  Avenue,  Stat< 
Island,  N.Y.  10301.  Tel.  (212)  390-1311. 


PHYSICIANS  WANTED 


PHYSICIAN  FOR  FULL-TIME  CAREER  POSITION  IN  REMINGTON 
Arms  Company  plant  in  Ilion,  New  York.  Excellent  opportunity.  General 
practice  background  acceptable.  Salary  open.  Equal  Opportunity  Employ- 
er. Write  or  call  collect:  E.  Marks,  M.D.,  Medical  Director,  Remington 

Arms  Company,  939  Barnum  Ave.,  Bridgeport,  Connecticut  06602.  Tel: 
(203) 333-1112. 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY.  INI 
tial  contract  leading  to  partnership  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum  vitae  in  reply. 
Dept.  282,  c/o  NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE  OR  CERTIFIED.  TO  BECOME 
third  in  a group  of  3 physicians  and  3 CRNA’s.  N.Y.  State  licensure  essential. 
Salary  first  year,  then  partnership.  Malpractice  insurance  paid.  All  general 
surgery  except  open  heart.  No  routine  OBS.  Income  expectations  $40,000- 
$50,000  per  annum;  one  month  vacation.  Apply:  B.  F.  Brophev,  M.D.,  St. 
Luke’s  Hospital,  70  Dubois  St.,  Newburgh,  N.Y.  12550. 


PHYSICIAN:  OPPORTUNITY  FOR  FULL  TIME  NEW  YORK  STATE  Li- 
censed and  registered  physician  to  join  staff  of  midtown  Manhattan  office  of 
well  established  national  organization.  Challenging  career  position  available 
for  Occupational  Health  physician,  or  internist  in  a broad  preventive  medicine 
and  health  examination  program.  Please  send  resume  to  Dept.  284,  c/o 
NYSJM. 


WANTED:  FAMILY  PHYSICIAN  TO  JOIN  GENERAL  PRACTITIONER 

Diplomate  of  American  Board  of  Family  Practice.  Busy  general  practice. 
Medically  challenging;  no  obstetrics.  Well  equipped  office;  X-ray,  E.K.G., 
Laboratory.  200  bed  hospital  in  town.  Excellent  working  conditions;  superior 
income;  corporation  benefits.  Long  Island,  Nassau  County,  45  mins,  from 
Manhattan.  Rudolph  Joseph,  M.D.,  100  S.  Ocean  Ave.,  Freeport,  L.I.,  N.Y. 
11520.  (516)378-4949. 


PSYCHIATRISTS;  MENTAL  HOSPITAL  DIRECTORS;  SUPERINTEN- 
dents.  Here  is  an  excellent  opportunity  for  you  to  use  your  clinical  and  ad- 
ministrative abilities  as  a hospital  superintendent  in  an  active  mental  health 
program.  Michigan  has  been  making  significant  progress  in  revitalizing  its 
services  for  the  mentally  ill.  To  keep  this  going,  we  need  more  psychiatrists 
strong  in  administrative  skills  who  are  capable  of  using  all  recourses  available 
to  treat  patients  in  hospital,  or  return  them  to  the  community  as  soon  as  pos- 
sible. We  don’t  promise  a forty-hour  week  for  these  jobs,  but  we  do  feel  the 
salary  which  goes  up  to  $38,753  and  the  excellent  fringe  benefits  provided 
through  Michigan's  Civil  Service  make  them  attractive.  The  jobs  call  for  a 
Michigan  license  (or  eligibility)  and  five  years  of  administrative  experience  in 
the  field  of  medicine.  An  Equal  Opportunity  Employer.  Send  your  vita  to: 
Ivan  E Estes.  Personnel  Director,  Michigan  Department  of  Mental  Health, 
Room  600,  Lewis  Cass  Building,  Lansing,  Michigan  48926. 


PSYCHIATRIST:  BOARD  TRAINED,  QUALIFIED  OR  CERTIFIED  STAI 
psychiatrist  for  active,  30-bed  psychiatric  inpatient  unit  located  on  Stat: 
Island,  New  York.  Full-time  position  and  residence  on  Staten  Island  pr 
ferred.  Must  have  fluent  knowledge  of  English.  Facility  is  part  of  multi-pr 
gram  North  Richmond  Community  Mental  Health  Center.  Salary  compel 
tive  with  ample  opportunities  for  private  practice.  New  York  State  licensu 
or  eligibility  mandatory.  Send  resume  with  letter  to:  L.  Miller,  M.D.,  I 
rector.  Psychiatric  Inpatient  Service,  North  Richmond  Community  Ment 
Health  Center,  St.  Vincent’s  Medical  Center  of  Richmond,  25  Fanning  S 
Staten  Island,  N.Y.  10314. 


QUALIFIED  DIRECTOR  OF  PROFESSIONAL  SERVICES  FOR  204-BE 
general  community  hospital  in  New  England  area  with  accessibility  to  teac 
ing  centers  and  potential  faculty  appointment.  Responsibility  for  all  medic 
staff  conduct  and  activities.  Salary  range  and  fringe  benefits  attractive 
right  person.  Dept.  287,  c/o  NYSJM. 


PHYSICIAN,  EMERGENCY  ROOM:  FULL-TIME  M.D.,  N.Y.S.  LICENS' 
in  busy  Queens  E.R.  Significant  experience  as  G.P.,  E.R.  physician,  surge 
or  internist.  To  eval.  E.R.  problems  and  initiate  immediate  care.  Capal 
instructing  and  directing  E.R.  interns.  Salary  generous,  plus  liberal  benefi 
Reply  with  resume  to  Dept.  286,  c/o  NYSJM. 


NEPHROLOGY  FELLOW,  LARGE  RENAL  UNIT  AND  DIALYSIS  SERVI( 
in  Brooklyn,  N.Y.,  for  June  1973  to  June  1974.  Training  in  dialysis,  ret 
biopsy,  kidney  transplantation  and  clinical  nephrology  is  stressed.  Minimi 
2 yrs.  Internal  medicine  residency  required.  Send  curriculum  vitae  to:  Ren 
P.O.  Box  781,  Brooklyn,  N.Y.  11201. 


OPPORTUNITIES  FOR  G.P.’S,  MEDICAL  SPECIALISTS.  AND  PSYCHI 
trists  are  available.  Vacancies  exist  for  clinical  physicians  with  salary 
$28,522,  medical  specialists  and  psychiatrists  with  salary  to  $34,363  dependi 
upon  qualifications.  Applicants  must  be  licensed  or  hold  ECFMG  and  LMC 
Gowanda  is  an  accredited  psychiatric  hospital  operated  by  the  N.Y.S.  I 
partment  of  Mental  Hygiene,  south  of  Buffalo,  N.Y.  Benefits  include 
weeks  paid  leave  and  11  paid  holidays  during  the  first  year  of  employme 
A liberal  non-contributory  retirement  plan  is  one  of  the  many  benefits.  C< 
tact:  Director,  Gowanda  State  Hospital,  Helmuth,  New  York  14079. 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  ( 
individual  practice.  New  York  and  New  Jersey  license  Dept.  215,  ( 
NYSJM. 


OPHTHALMOLOGIST,  BOARD  CERTIFIED,  WOULD  LIKE  TO  TA1 
over  ophthalmic  practice  from  retiring  ophthalmologist  in  Manhattan  or  i 
mediate  vicinity.  Dept.  291,  c/o  NYSJM. 
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DIOLOGIST,  BOARDED  DX  AND  THERAPY,  EXPERIENCED,  WISHES 
• o do  locums  N.Y.C.  Long  Island  area.  Also  N.J.  or  New  England  for  1-2 
Iveeks.  Available  Jan.,  Feb.,  consider  part-time  Long  Island.  P.  Grappell, 
4.D.  (516)  789-4829. 


ISCELLANEOUS 



.LS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC- 
•essful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
letails.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
,0  5-2943. 


:FICE  SPACE  WANTED 


RGEON  TRYING  TO  ESTABLISH  PRACTICE,  SEEKING  TO  SHARE 
: ffice  with  internist  or  GP  in  Queens  or  Nassau  County  area.  Will  consider 
ffers  from  retiring  physician,  including  office  equipment  if  necessary.  Dept. 
92,  c/oNYSJM. 




AL  ESTATE  FOR  SALE  OR  RENT— CONT'D 

— 

R SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
if  Manhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
,e.  2-2154. 


R SALE:  HAUPPAUGE,  L.I.  EXQUISITE,  MODERN,  4 BEDROOM 

lome  with  1,300  sq.  ft.,  seven  room  complete  medical  office.  Previously  used 

tr  general  medicine  and  pediatrics.  Wonderful  area  for  growing  practice, 
racious  family  living.  Priced  right!  Reasonable  terms;  will  introduce. 
. Polan,  M.D.  (516)  265-5145. 


IUTHOLD,  NEW  YORK:  PHYSICIAN’S  RESIDENCE  AND  OFFICE 

Lvailable.  Beautifully  lanscaped  150'  x 175'  plot  in  center  of  village  with 
mple  parking.  For  further  details,  contact:  Don  Cairns  (516)  265-6666. 


NG  ISLAND  MINI  ESTATE:  IDEAL  LOCATION  FOR  HOME  AND/OR 
rofessional  building.  Custom  built;  five  separate  entrances;  top  construc- 
ion;  beautifully  landscaped;  private  country  atmosphere;  ample  parking; 
djacent  State  Park,  summer/winter  sports.  At  expressway  exit.  Walk  to 
^.:hools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
516)  935-2083. 

R SALE:  PRIME  WATERFRONT  LAND.  IF  YOU  LOVE  WATER- 

'ont  property,  two  magnificent  acres  are  available  in  Larchmont,  N.Y.  di- 
. j ectly  on  open  sound.  Sweeping  lawn,  private  beach,  last  of  its  kind  and  ex- 
pensive. Can  be  divided.  Call  weekdays  9:30-5:00  p.m.  (212)  MU  4-3700, 
I xt.  30. 


SQ.  FT.  OFFICE  SPACE  WITH  SEPARATE  ENTRANCE  SUITABLE 
» doctor  or  related  field.  New  building,  excellent  location,  near  all  trans- 
portation, fully  air-conditioned.  142-15  Franklin  Ave.,  corner  Union  Street, 
’lushing,  N.Y.  (212)  275-8550. 


LUXURIOUS 

PROFESSIONAL  OFFICES 

on  Manhattan’s  East  Side 

59th  St.  & Sutton  PI. 

1700  sq.  ft.,  centrally  air 
conditioned,  separate 
street  and/or  lobby  entrances. 

Will  build  and  divide  to  suit. 

Outstanding  for  luxury  and  location  . . 

Competitively  priced  for  today’s  market. 

Call  owner,  371-7100 


REAL  ESTATE  FOR  SALE  OR  RENT 


PUERTO  RICO— RENT  MY  DELUXE  BEACHFRONT  CONDOMINIUM 
apartment,  weekly  or  monthly,  less  than  14  cost  of  hotel  accomodations, 
Condado  area,  furnished,  air  conditioned;  sleeps  up  to  5 people,  2 terraces, 
swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  to  shopping, 
hotels,  restaurants.  Call  9:30  to 5:00  p.m.  (212)  353-2587. 


LEISURE  HOME  PROPERTY  IN  THE  BERKSHIRES  (MASS.).  Ex- 
ceptionally attractive  mountain  woodland  in  the  heart  of  the  lake-music-ski 
area.  Beautiful  surroundings,  complete  seclusion  hi  elevation,  year-round 
road.  Protective  covenants  for  permanent  privacy.  Far  above  average;  5 
acres,  $16,000  per  acre.  Call  (413)  637-3574. 


MERRICK  PROFESSIONAL  OFFICE  AND  HOME:  SIX  ROOM  RESI- 

dence  plus  4 room  office.  Ideal  practice  for  specialist  or  medical  man.  Prime 
residential  area  on  main  arterie.  Established  medical  practice  of  over  25 
years;  waiting  for  professional  man  to  take  over.  Retiring  doctor  will  sell 
equipment  . Asking  $53,000.  Parke  Realty  (516)  826-8444. 


EAST  HAMPTON— FOR  SUMMER  RENTAL.  4 BEDROOM,  YEAR 
round  house  in  Springs-Fireplace  area.  Near  private  beach  and  marina.  Ed- 
ward Pinnev,  M.D.,  148  East  78th  St.,  New  York  City.  (212)  879-8870. 


PUERTO  RICO  BEACH  HOUSE— COSTA  AZUL  AT  LUQUILLO.  3 BED- 
rooms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
Comfortable,  private,  convenient  to  other  resort  areas.  For  rent  weekly. 
Edward  Pinney,  M.D.,  148  East  78th  St.,  New  York  City.  (212)  879-8870. 


FOR  IMMEDIATE  SALE:  YACHT  AND  COLONIAL,  3 ENTRANCE.  BRICK 
Fieldstone  house;  ten  rooms,  21/2  baths,  full  basement,  Florida  porch,  separate 
double  garage;  large  property  fenced;  expensively  landscaped,  wide  street. 
Ideal  professional  location  within  walking  distance  of  Long  Island  Jewish  Hos- 
pital, shopping,  schools,  transportation.  Under  $60,000.  Call  (212)  FI  3-5792. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.IVI.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 

Mandl  Srhnol  254  w.  54  St„  N.y.  10019 

ivianai  ocnooi  (212)  247-3434 

175  Fulton  Ave.,  Hempstead,  L.I.  11550  (516)  IV  1-2774 
EST  1924 — Licensed  by  the  New  York  State  Educ.  Dept. 
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The  U S Government  does  nol  pav  for  this  advertisement. 

'r,  ■'  it  .s  presented  as  a puPiic  serv.ce  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 

Invest  in  the 
United  States  of 
America. 

Almost  200  years 
at  the  same  location. 


The  U.S.A.’s  been  in  business  a 
long  time.  So  it’s  pretty  solid. 

And  that’s  what  makes  U.S. 
Savings  Bonds  such  a reliable 
and  sure  way  to  build  a nest  egg. 

Bonds  are  completely  safe,  too. 
Lost,  stolen,  burned.  It  makes 
no  difference.  Your  Bonds  will 
be  replaced  if  anything  happens 
to  them. 

Why  not  turn  a few  green  dol- 
lars into  some  blue  chip  U.S. 
Savings  Bonds?  Join  the  Payroll 
Savings  Plan  where  you  work  or 


buy  Bonds  at  your  bank. 

U.S.  Savings  Bonds.  They’re 
a solid  way  to  save. 


Now  E Bonds  pay  5'i%  interest  when  held  to 
maturity  of  5 years,  10  months  (4%  the  first 
year).  Bonds  are  replaced  if  lost,  stolen,  or 
destroyed.  When  needed  they  can  be  cashed 
at  your  bank.  Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax  may 
be  deferred  until  redemption. 


/C\ 
* * 

^0x8° 


Take  stock  in  America. 

Bonds  are  a safe  way  to  save. 
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NEW  YORK  CITY  AREA 


THURSDAY,  MARCH  1 

9:00  a.m. 

New  York  Medical  College 

Metropolitan  Hospital 
97th  Street  and  2nd  Avenue 
6th  Floor  Auditorium 

Chaikin  Lecture  in  Gastroenterology 

ALICE  IN  LIVERLAND 

IRWIN  M.  ARIAS,  M.D. 

Albert  Einstein  College  of  Medicine 


12:15  p.m. 

Albert  Einstein  College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

RADIOISOTOPIC  EVALUATION  OF  DIS- 
EASES OF  THE  HEART  AND  GREAT 
VESSELS 

LEONARD  ROSENTHAL,  M.D. 

Montreal  General  Hospital 
Division  of  Nuclear  Medicine 


March  1 / May  3,  1973 

4:30-6:00  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
100th  Street  and  5th  Avenue 

HYPNOSIS  FOR  THE  PHYSICIAN  AND 
DENTIST 

ELLIOT  N.  WINEBURG,  M.D. 

Mount  Sinai  School  of  Medicine 


8:00  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

SPEECH  AND  THE  DENTOFACIAL 
COMPLEX 

JOYCE  C.  HELLER,  Ph.D. 

Newark  State  College,  Union,  N.J. 


8:00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

THE  USE  OF  REGRESSIVE  TECHNIQUES 
IN  PSYCHOTHERAPY 
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I.  EMERY  BREITNER,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

For  information,  contact:  Sid  Herling,  MSW,  Ex.  Dir., 
above  address. 


March  2 and  9,  1973 

8:00-9:30  a.m.,  Fridays 

Maimonides  Medical  Center 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Course  tor  General  Practitioners 
and  Pediatricians 

March  2 

Well  Baby  Care — Nutrition 
and  Immunization 

HERSH  LIBOand  NATHAN  RUDOLPH,  M.D.'s 

March  9 

Current  Antibiotic  Therapy  for  Office  Care 

MAX  MILBERG,  M.D. 


March  3 and  10,  1973 

10:00-12:00  a.m.,  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases 

Auditorium,  424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

H.  RANDALL  TOLLEFSEN,  M.D. 

March  3 

Carotid  Body  Tumor.  Schwanoma. 
Esophageal  Diverticulum.  Endoscopy. 
Cancer  of  the  Larynx:  Partial  Laryngecto- 

my; Total  Laryngectomy;  Radical  Neck  Dis- 
section Plus  Larynx;  Tracheal  Stoma  Con- 
struction; Statistics. 

March  1 0 

Benign  Parotid  Tumors:  Superficial  Paro- 

tidectomy with  Facial  Nerve  Dissection. 
Cancer  of  the  Parotid:  Total  Parotidecto- 

my with  and  without  Neck  Dissection. 


MONDAY,  MARCH  5 

8:30  p.m. 

Rudolph  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1 . Near-Maximal  Cardiac  Stress  Testing 

ELLIOT  J.  HOWARD,  M.D. 

Lenox  Hill  Hospital 

i.  1973 


2.  Practical  Approach  to  Endocrine 
Problems  in  Office  Practice 

ANDRE  HELTAI,  M.D. 

Cornell  University  Medical  School 


March  6 and  13,  1973 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 
Toscanini  Room 

March  6 

Diabetic  Coma 

NORTON  SPRITZ,  M.D. 

Manhattan  V.A.  Hospital 

March  13 

Erythema  Nodosa 

BURTON  KOPLON,  M.D. 

New  York  Infirmary 


March  6 and  13,  1973 

10:00-11:30  a.m.,  Tuesdays 

Downstate  Medical  Center 

Maimonides  Medical  Center 
Saltzman  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Conferences 

March  6 

Short  Stay  Unit 

BERTRAM  D.  COHN,  M.D. 

Downstate  Medical  Center 

March  13 

Use  of  Hospital  Virus  Laboratory 
in  Pediatrics 

WAYNE  KLEIN,  M.D. 

S.U.N.Y.  at  Stony  Brook 


TUESDAY,  MARCH  6 

4:30  p.m. 

“Diabetes  Today”  Series 

New  York  Medical  College 

Cohen  Research  Building 

Room  R-114,  106th  and  Madison  Avenue 

HUMAN  GROWTH  HORMONE:  ITS  ROLE 

IN  LIPID  AND  CARBOHYDRATE 
HOMEOSTASIS 

THOMAS  J.  MERIMEE 
Boston  University  Medical  Center 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered 
at  less  than  cost. 


March  6,  1973  / for  5 weekly  sessions 

8:30  p.m.,  Tuesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

ORIENTATION  COURSE  IN  KAREN 
HORNEY’S  HOLISTIC  APPROACH  TO 
THE  THEORY  AND  PRACTICE  OF 
PSYCHOANALYSIS 

ARNALDO  APOLITO,  M.D.,  RAY  S.  GREENBERG,  M.D. 

NOTE:  The  focus  will  be  on  clinical  material  and  each 

evening  will  deal  with  one  aspect  of  psychoanalytic 
therapy. 

Apply:  HARRY  GERSHMAN,  M.D.,  Dean,  above  address. 


WEDNESDAY,  MARCH  7 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room  1625  St.  Peters  Avenue 
Bronx 

HEPATITIS 

IRMIN  STERNLIEB,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDITS:  2%  hours 


March  7 and  June  2,  1973 

8:00  p.m.,  Wednesday  and  Saturday 

New  York  Academy  of  Medicine,  Section  on 
Physical  Medicine  and  Rehabilitation  with 
the  New  York  Society  of  Physical  Medicine 
and  Rehabilitation 

2 East  103rd  Street 
Program  Change 

March  7 

The  Pneumatic  Orthesis  for  Paraplegics 

DR.  BENASSY 

Raymond  Poincare  Hospital  of  Garches,  France 

G.  HATTON,  President 

Aerazur — Constructions  Aeronautiques 

June  2 
Aphasia 

LADISLAV  HINTERBUCHNER,  M.D. 
Brooklyn-Cumberland  Hospital 


March  7 and  14,  1973 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  EMOTIONAL 
PROBLEMS  OF  OLDER  PERSONS  IN 
MEDICAL  PRACTICE 

BELLAS.  VAN  BARK,  M.D. 
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THURSDAY,  MARCH  8 

9:00-11:00  p.m. 

Albert  Einstein  College  of  Medicine 
in  collaboration  with  Bronx  County 
Medical  Society 

1300  Morris  Park  Avenue 
Bronx 

Seminar  in  Family  Practice 

MYOCARDIAL  INFARCTION:  NEW 
TRENDS  IN  IMMEDIATE  CARE 

MARTIN  COHEN,  M.D. 


FRIDAY,  MARCH  9 

8:30  p.m. 

Semmelweis  Scientific  Society 

2 East  103rd  Street 

1.  Practical  Application  of  Genetics  in  the 
Medical  Practice  of  the  1970’s 

MIHALY  BARTALOS,  M.D. 

Columbia  University  P & S 
Discussant:  JOHN  DE  RAINER,  M.D. 

Columbia  University  P & S 

2.  The  Effect  of  Ethanol  on  the  Interme- 
diary Metabolism 

ATTILA  TOTH,  M.D. 

Mount  Sinai  School  of  Medicine 
Discussant:  LASZLO  SARKIZY,  Ph.D. 

Mount  Sinai  School  of  Medicine 


SUNDAY,  MARCH  11 

9:30  a.m. 

The  American  Association  of  Medical  Assis- 
tants, Kings  Chapter 

Brooklyn  Hospital 

DeKalb  Avenue  and  Ashland  Place 

Brooklyn 

PUBLIC  HEALTH  FORUM 

FEE:  $6  for  members  and  students 

$8  for  non-members 

Additional  information  may  be  obtained  from  the  Forum 
Chairman,  MISS  MARIE  GANNOTTI,  C.M.S.,  1705  Caton 
Avenue,  Brooklyn,  N.Y.  11226,  phone  (212)  693-7635. 


March  12  / 16,  1973 

9:00  a.m. -5:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

CLINICAL  NEUROLOGY 

MORRIS  B.  BENDER,  M.D. 

Mount  Sinai  School  of  Medicine 
FEE:  $200 


March  12  / 14,  1973 

9:00  a.m. -5:00  p.m.,  Monday-Wednesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

LABORATORY  METHODS  IN  BLOOD 
BANKS 

RICHARD  E.  ROSENFIELD,  M.D.,  and  Members  of  the 
Blood  Bank  Staff,  Mount  Sinai  School  of  Medicine 

FEE:  $100 

March  12  / 23,  1973 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue — Room  156MSB 

ENVIRONMENTAL  AND  OCCUPATIONAL 
MEDICINE 

Under  the  direction  of: 

DAVID  H.  GOLDSTEIN,  M.D. 

FEE:  $300 

Applications  and  information  about  course  481  should  be 
sent  to  the  Office  of  the  Recorder  by  January  15,  1973. 


MONDAY,  MARCH  12 

1 :00  p.m. 

Downstate  Medical  Center 

4th  Floor  Lecture  Hall,  Basic  Science  Building 

450  Clarkson  Avenue 

Brooklyn 

R.  Janet  Watson  Hematology  Lecture 

RECENT  ADVANCES  IN  ERYTHRO- 
POIETIN PHYSIOLOGY 

ALBERT  GORDON,  M.D. 

N.Y.U.  School  of  Medicine 


3:30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 
Auditorium,  79-01  Broadway 
Elmhurst 

SLOW  VIRUS  INFECTIONS  OF  THE 
NERVOUS  SYSTEM 

TERESITA  ELIZAN,  M.D. 

Mount  Sinai  School  of  Medicine 


8:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Medicine 

2 East  103rd  Street 

1.  Hereditary  Hemolytic  Anemias 
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ERNEST  R.  JAFFE,  M.D. 

Albert  Einstein  College  of  Medicine 

2.  Disseminated  Intravascular  Coagula- 
tion— Role  of  Leucocytes 

ROBERT  GOLDSTEIN,  M.D. 

New  York  Medical  College 

3.  Clinical  Disorders  Due  to  Abnormalities 
of  Platelet  Function 

HARVEY  J.  WEISS,  M.D. 

Columbia  University  P & S 

4.  Sickle  Cell  Anemia 

D.  CERAMI,  M.D. 

Rockefeller  University 

5.  Sickle  Cell  Anemia 

PETER  GILLETTE,  M.D. 

Rockefeller  University 


March  13  / 27,  1973 

8:00-9:00  a.m.,  Tuesdays 

Richmond  Chapter  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Street 
Staten  Island 

Postgraduate  Lectures  on  Neurology 

March  13 

The  Neurological  Exam — Head  Trauma 
D.  FRANK,  M.D. 

March  20 

Common  Neurological  Problems 

S.  KULICK,  M.D. 

March  27 

When  Johnny  Comes  Marching  Home 
Again — Parasites 

C.  CHERUBIN,  M.D. 


TUESDAY,  MARCH  13 

1:15-2:15  p.m. 

Downstate  Medical  Center 

Continuing  Education  Conference  Room 
Basic  Science  Building 
450  Clarkson  Avenue 
Brooklyn 

SALT  AND  WATER  CHANGES  DURING 
FASTING  AND  REFEEDING 

RONALD  A.  ARKY,  M.D. 

Harvard  Medical  School 


WEDNESDAY,  MARCH  14 

11:00  a.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 
Department  of  Pediatrics 

A NEW  LOOK  AT  KIDNEY  DISEASE 


IN  CHILDREN 

IRA  GREIFER,  M.D. 

Children's  Kidney  Center 
Albert  Einstein  College  of  Medicine 


Noon 

Downstate  Medical  Center 

4th  Floor  Pediatric  Library 
450  Clarkson  Street 
Brooklyn 

GRANULOCYTE  DYSFUNCTION  IN  SS 
ANEMIA 

SEN  I H FIKRIG,  M.D. 

5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
21 0 East  64th  Street 

LACRIMAL  DRAINAGE  SYSTEM  TRAU- 
MA AND  RECESSION  OF  EYELID  RE- 
TRACTORS 

MARVIN  H.  QUICKERT,  M.D.,  San  Jose 
Discussion: 

VIRGINIA  LUBKIN,  M.D. 

8:00  p.m. 

Bronx  Pediatric  Society 

Montefiore  Hospital 
Rosenthal  Auditorium 
1 1 1 East  210th  Street 
Bronx 

RESIDENTS  NIGHT 


March  15  / April  12,  1973 

8:00-9:30  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 

RECENT  ADVANCES  IN  KIDNEY 
DISEASE  AND  ACID  BASE  BALANCE 

MARVIN  F.  LEVITT,  SHELDON  GLABMAN,  MARVIN  H. 
GOLDSTEIN,  and  RICHARD  M.  STEIN,  M.D.’s 
Mount  Sinai  School  of  Medicine 

FEE:  $50  CREDIT:  Prescribed  Hours  AAFP 


THURSDAY,  MARCH  15 

9:00  p.m. 

Bronx  Chapter  AAFP, 

Misericordia  Hospital  Medical  Center  and 

New  York  Heart  Association 

School  of  Nursing  Auditorium 

600  E.  233rd  Street 

Bronx 
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MANAGEMENT  OF  ANEMIA 

SAMUEL  MALAMED,  M.D. 


National  Foundation — March  of  Dimes  and 
Cornell  University  Medical  College 

Commodore  Hotel 
SYMPOSIUM  ON 

DRUGS  AND  THE  UNBORN  CHILD 

Co-Chairman 

W.W.  McCRORY,  M.D. 

MARIA  NEW,  M.D. 

Note:  The  purpose  of  the  two-day  session  is  to  provide  a 
forum  where  pediatricians,  obstetricians,  pharmacologists 
and  scientists  actively  working  in  the  field  of  human  de- 
velopment can  meet  to  discuss  recent  advances  and  un- 
solved problems  in  fetal  pharmacology. 

For  further  information,  write  Department  of  Pediatrics, 
Cornell  University  Medical  College,  1300  York  Avenue, 
New  York,  N.Y.  10021 


FUTURE  EVENTS 


WEDNESDAY,  MARCH  21 

10:00  a. m. -2:00  p.m. 

The  Richmond  County  Medical  Society 

Shalimar  Caterers 

2380  Hylan  Blvd.,  Grant  City 

Staten  Island 

CAR  DIO-PULMONARY  RESUSCITATION 
IN  THE  COMMUNITY  HOSPITAL 
(Symposium) 

MARIE  C.  ROSATI,  JOHN  J.  SIBLEY, 

FREDERIC  D.  REGAN,  THOMAS  J.  QUIGLEY,  M.D.'s 

CREDIT:  4 hours 


March  24  / 27,  1973 

9:00  a. m. -5:00  p.m.,  Saturday-Tuesday 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

Continuing  Education  Course 

OPHTHALMIC  MICROSURGERY 

RICHARD  C.  TROUTMAN,  M.D.,  with 
PAUL  B.  BEDROSSI AN,  AUSTIN  I.  FINK, 

JOSEPH  H.  GOLDSTEIN,  GEORGE  M.  GOMBOS, 
FERNANDO  LOSADA,  MURRAY  A.  MELTZER, 
DONALD  E.  WILLARD,  M.D.'s,  and  other  invited 
lecturers 

FEE:  $500  (Limited  to  22  Ophthalmic  Surgeons) 

Contact:  MRS.  SYLVIA  BAER,  Division  of 
Ophthalmology,  above  address.  Tel  (212)  270-1961. 


March  28  / 30,  1973 

N.Y.U.  Post-Graduate  Medical  Center 

550  First  Avenue 
A Symposium  on 

RECENT  DEVELOPMENTS  IN 
NEPHROLOGY 

JEROME  LOWENSTEIN,  M.D.,  Program  Chairman 
FEE:  $125 

Apply:  Office  of  the  Recorder,  Room  156MSB,  above  ad- 
dress 


April  9 / July  13,  1973 

9:00  a. m. -4:00  p.m.,  Monday-Friday 

French  and  Polyclinic  Medical  School 

345  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM 

This  curriculum  is  primarily  intended  for 
candidates  for  State  Board,  FLEX  and  ECFMG 
exams.  Applications  should  be  in  prior  to 
March  23,  1973.  Address  communications  to 
the  Dean,  above  address.  Tel.  (212)  563-1010. 


BUFFALO  AREA 


March  1 / 15,  1973 

7:30-9:30  p.m.,  Thursdays 

Continuing  Medical  Education 

State  University  of  New  York  at  Buffalo  and 

Heart  Association  of  Western  New  York 

CLINICS  IN  PHYSICAL  EXAMINATION  OF 
THE  CARDIAC  PATIENT  AND  ARRHYTH- 
MIA WORKSHOPS 

March  1 

Auscultation — The  Second  Heart  Sound 
Reversed  Splitting 
The  Wide  Split 
The  Fixed  Split 

Updating  A2  and  P2  Nomenclature 
Arrhythmias 

March  8 

Auscultation — The  Opening  Snap 
Atrial,  Ventricular,  and 
Aortic  Pressure  Curve  Relations 
Timing  of  Opening  Snap 
without  Phonocardiogram 
Differentiation  from  A2  and  P2 
Arrhythmias 
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March  15 

Auscultation — The  S3 

Nomenclature,  Mechanism,  Quality, 
Timing,  Effect  of  Respiration 
and  Loudness 

Physiologic  Versus  Pathologic 
in  Construction 
Arrhythmias 


PROGRAMS  ON  THE  TELEPHONE  LEC- 
TURE NETWORK  OF  THE  LAKES  AREA 
REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genessee,  Wyoming,  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to 
all  physicians  presented  at  1 1 :30  a.m.  on  Tuesdays. 

2.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third 
Wednesday  of  each  month  under  the  direction  of  Gerald  P. 
Murphy,  M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m. 
on  the  fourth  Thursday  under  the  direction  of  Eugene  R. 
Mindell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored  by 
the  Department  of  Family  Practice  and  presented  at  8:30 
a.m.  the  first  Thursday  under  the  direction  of  Ernest  R. 
Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 
York  at  Buffalo,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716) 831-5526. 


PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 

Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  ap- 
plicant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 


Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medical 
Education,  221 1 Main  Street,  Buffalo,  N.Y.  14214. 


State  University  of  New  York  at  Buffalo 

School  of  Medicine 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel  (716)  831-5526 

SCHEDULE  FOR  WINTER-SPRING,  1973 
March  9 and  10 

Modern  Concepts  in  Coronary  Care 

JOSEPH  A.  ZIZZI,  M.D. 

Sisters  Hospital 

April  4/6 

Pediatric  Endocrinology 

THOMAS  ACETO,  JR.,  M.D. 

Children's  Hospital 

April  6 and  7 

36th  Annual  U.B.  Alumni  Spring  Clinical 
Days 

MILFORD  C.  MALONEY,  M.D. 

Statler  Hilton  Hotel 

April  14  and  15 
Anesthesiology 

JOHN  I.  LAURIA,  M.D. 

Parkway  Ramada  Inn 

May  3 

Thromboembolism  (American  College 
Of  Surgeons) 

GERALD  P.  BURNS,  M.D. 

Parkway  Ramada  Inn 

May  4 

Eye  Teaching  Day 

JOHN  V.  ARMENIA,  M.D. 

Treadway  Inn 

May  16  and  17 
Fetal  Monitoring 

MICHAEL  RAY,  M.D. 

May  25  and  26 

Psychiatric  Treatment  in  Correctional 
Programs 

June  4/8 

Refresher  Seminar  in  Pediatrics 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 

August  6/9 
School  Health 

THOMAS  ACETO,  JR.,  M.D. 

Children's  Hospital 
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CENTRAL  NEW  YORK 


*THURSDAY,  MARCH  15 

2:00-10:00  p.m. 

Central  New  York  Academy  of  Medicine 

Auditorium 
210  Clinton  Road 
New  Hartford 

DEPRESSION  AND  SHOCK 

GENE  L.  USDIN,  M.D. 

New  Orleans,  Louisiana 
JOHN  H.  SCHWAB,  M.D. 

University  of  Florida,  Gainesville 
PAUL  M.  JAMES,  JR.,  M.D. 

Bowman-Gray  School  of  Medicine,  N.C. 
HILTRUDS.  MUELLER,  M.D. 

St.  Vincent's  Hospital,  N.Y.C. 

♦Fifteenth  Annual  Postgraduate  Teaching  Day 


NASSAU  COUNTY 


March  1 / 15,  1973 

11:30  a. m. -12:30  p.m.,  Thursdays 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

Pediatric  Postgraduate  Lectures 

March  1 

The  Children  of  Drug  Addicts 

SAUL  BLATMAN,  M.D. 

Dartmouth  Medical  College 

March  8 

Chronic  Granulomatous  Disease 
of  Childhood 

CLAUDE  SANSARICO,  M.D. 

N.Y.U.  School  of  Medicine 

March  15 

Infectious  Diseases 

LOUIS  WEINSTEIN,  M.D. 

New  England  Medical  Center  Hospital 


ROCHESTER  AREA  FUTURE  EVENT 


THURSDAY,  APRIL  12 

The  Rochester  Ophthalmological  Society 

University  Club 
Rochester 

THE  PIGMENTARY  SYNDROMES 

ROBERT  N.  SHAFFER,  M.D. 

University  of  California 


NOTE:  This  is  the  18th  Annual  Albert  C.  Snell  Lecture. 

There  will  be  an  afternoon  clinical  session  at  the  Univer- 
sity of  Rochester  Medical  Center  followed  by  an  evening 
dinner  and  the  Memorial  Lecture  at  the  University  Club. 
On  Friday,  April  13,  1973  a session  will  include  JAMES  V. 
AQUAVELLA,  M.D.,  JACK  HARSTEIN,  M.D.,  and  J.  REI- 
MER  WOLTER,  M.D.,  as  guest  lecturers. 


SUFFOLK  COUNTY  FUTURE 
EVENTS 


March  25  / 27,  1973 

8:45  a m.  Registration 

The  South  Oaks  Research  Foundation 

Sunrise  Highway  and  County  Line  Road 
Amityville 

Conference  on 

ALCOHOLISM  IN  INDUSTRY 

Write  for  Program  and  information  at  the 
above  address. 

April  5 and  6,  1973 

Health  Sciences  Center,  Department 
of  Psychiatry  of  the  State  University 
of  New  York  at  Stony  Brook 

South  Oaks  Hospital 
Amityville 

ABSENTEEISM  IN  INDUSTRY 

Physicians  interested  in  attending  either  one  or  both  days 
of  this  non-fee  conference  may  pre-register  by  writing  or 
calling  (516)  AM  4-4000  X284,  Community  Relations  De- 
partment of  South  Oaks  Hospital. 


April  13  / 15,  1973 

8:45  a.m.  Registration 

The  South  Oaks  Foundation  in  conjunction 
with  The  Department  of  Psychiatry,  Health 
Sciences  Center,  State  University  of  New 
York  at  Stony  Brook 

South  Oaks  Hospital 
Amityville 
Conference  on 

DRUG  ABUSE  IN  INDUSTRY 

Write  for  program:  South  Oaks  Hospital 


PHYSICIANS’  PLACEMENT 


CALLICOON,  N.Y.,  Sullivan  County.  G.P.,  Internist,  Pedia- 
trician. 

CONTACT:  MR.  HOWARD  STEWART,  Grover  M.  Hermann 

Hospital,  Callicoon,  N.Y.  12723.  Tel.  (914)  887-5490. 
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CLINTON,  N.Y. , Oneida  County.  G.P. 

CONtACT:  MRS.  LINDA  COCKS,  Doctor's  Committee,  Vil- 

lage of  Clinton,  N.Y.,  13323. 


COLTON,  N.Y.,  St.  Lawrence  County.  G.P. 

CONTACT:  MR.  GEORGE  TIFFANY,  P.O.  Box  116,  Colton, 

N.Y. 13625. 


CORNING,  N.Y.,  Steuben  County.  G.P.  and  Internist. 

CONTACT:  Professional  Development  Committee,  Corning 

Hospital  Medical  Staff,  Corning,  N.Y.  14830.  Tel.  (607) 
XF  6-4611. 


CROGHAN,  N.Y.,  Lewis  County.  G.P. 

CONTACT:  MR.  BERNARD  BERGMANN,  Village  of  Croghan, 

N.Y.  13327. 


SUFFOLK  COUNTY,  N.Y.  Mastic  Beach,  needs  Family  Prac- 
titioner/Internist for  new  neighborhood  health  center. 

CONTACT:  MORTON  JAGUST,  M.D.,  Med.  Dir., 

South  Brookhaven  Health  Center,  Bayview 
Drive,  Mastic  Beach,  N.Y.  11951. 

Tel.  (516)  281-1830. 


EVENTS  RECEIVED  AFTER  DEADLINE 


SUNDAY,  FEBRUARY  11 

9:00  a.m. 

Empire  Medical  Political  Action  Committee 

Americana  Hotel 
Malmaison  7 (Third  Floor) 

7th  Avenue  at  52nd  Street 

ANNUAL  MEETING 

(Board  of  Governors  Meeting  immediately 
following  annual  meeting) 

Chairman:  EDWARD  C.  ROZEK,  M.D.,  P.O.  Box  16, 

Lake  Success,  N.Y.  11040. 


WEDNESDAY,  FEBRUARY  21 

9:00-10:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 


SEXUAL  PROBLEMS  IN  THE 
MEDICAL  PRACTICE 

STEPHEN  SCHWARTZ,  M.D. 

Hahnemann  Community  Mental  Health  Center 


February  22  and  March  1,  1973 

12:15  p.m.,  Thursdays 

State  of  the  Art  Lecture  Series 
Albert  Einstein  College  of  Medicine 

Jacobi  Hospital-4th  Floor  Auditorium 

Pelham  Parkway 

Bronx 

February  22 

Radioisotopic  Evaluation  of  Diseases 
of  the  Heart  and  Great  Vessels 

LEONARD  ROSENTHAL,  M.D. 

Division  of  Nuclear  Medicine, 

Montreal  General  Hospital 

March  1 

Immunology  of  Glomerulonephritis  and 
the  Nephrotic  Syndrome 

ALFRED  F.  MICHAEL,  M.D. 

University  of  Minnesota  Medical  School 

NOTE:  Watch  for  future  lectures  in  this  series  in 

WHAT  GOES  ON. 


TUESDAY,  FEBRUARY  27 

4:30  p.m. 

“Diabetes  Today”  Series 

New  York  Medical  College 

Cohen  Research  Building  Room  R-114 

106th  Street  and  Madison  Avenue 

SKELETAL  RADIOLOGY  OF 
DIABETES  MELLITUS 

SANDOR  FRIEDMAN,  M.D. 

Coney  Island  Hospital 


March  1 and  15,1973 

5:1 5 p.m.,  Thursdays 

N.Y.U.  School  of  Medicine 
Classroom  A of  Alumni  Hall 

550  First  Avenue 

History  of  Medicine  Lectures 

By  ADRIAN  W.  ZORGNIOTTI,  M.D. 

March  1 

The  Marvel  of  Ancient  Medicine 
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March  15 

Galen’s  Testament  to  the  Middle 
Ages  and  Beyond 

*Watch  for  future  lectures  in  WHAT  GOES  ON. 


MONDAY,  MARCH  5 


4:00  p.m. 

Downstate  Medical  Center 

1st  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

Annual  Lecture  of  the  Downstate  Chapter 
of  the  Society  of  the  Sigma  XI 

STUDIES  ON  THE  BIOSYNTHESIS  OF 
COLLAGEN 

SIDNEY  UDENFRIEND,  M.D. 

Roche  Institute  of  Molecular  Biology 
Nutley,  New  Jersey 


WEDNESDAY,  MARCH  7 

9:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

LABORATORY  DIAGNOSIS  AND  MAN- 
AGEMENT OF  URINARY  TRACT  INFEC- 
TIONS 

DONALD  ARMSTRONG,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 


EXCELLENT  OPPORTUNITY  IN  NON- 
URBAN  FOUR-SEASON  CATSKILL 
MOUNTAIN  AREA: 

Board  certified  or  eligible  surgeon.  New  York  State  license. 
Capable  of  handling  orthopedics  in  an  accredited,  new, 
modern,  well-equipped  community  hospital.  Contact  Chief 
of  Surgical  Service,  Dr.  Halim,  Margaretville  Memorial 
Hospital,  Margaretville,  New  York  12455.  Call  collect 
(914)  586-2631. 


UNLIMITED  OPPORTUNITY! 

For  Board  eligible  or  certified  internists  or  G.P.  interested  in 
family  practice  in  beautiful,  rural,  Catskill  area  with  a new 
accredited  progressive  community  hospital.  New  York 
State  License.  Contact  Chief  of  Medical  Service,  Dr.  An- 
sari,  Margaretville  Memorial  Hospital,  Margaretville,  New 
York  12455.  Call  collect  (914)  586-2631. 


NOTICE 


The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone: 
(516)  488-6100.  This  is  a free  service.  The  deadline  dates 
are  as  follows: 


Meeting  Dates 


Deadline  Dates 


January  1-15,  1973  . . . 
January  16-31,  1973  . . 
February  1-15,  1973  . . 
February  16-28,  1973  . 
March  1-15,  1973 
March  16-31,  1973  . . . 

April  1-15,  1973  

April  16-30,  1973  

May  1-15,  1973  

May  16-31,  1973  

June  1-15,  1973  

June  16-30,  1973  

July  1-31,  1973  

August  1-31 , 1973  . . . . 
September  1-15,  1973  . 
September  16-30,  1973 
October  1-15,  1973  . . . 
October  16-31,  1973  . . 
November  1-15,  1973  . 
November  16-30,  1973 
December  1-15,  1973  . 
December  16-31,  1973 


. November  1 0,  1972 
. November  25,  1972 
. December  10,  1972 
. December  26,  1972 
. . January  10,  1973 
. . .January  25,  1973 
. . February  10,  1973 
. . February  25,  1973 

March  10,  1973 

. . . . March  25,  1973 

April  10,  1973 

April  25,  1973 

May  10,  1973 

June  10, 1973 

July  10,  1973 

July  25,  1973 

. . . . August  1 0,  1973 
. . . . August  25,  1973 
September  10,  1973 
September  25,  1973 
. . . October  1 0,  1973 
. . . October  25,  1973 
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Lung  Protection 


♦ 


MAR  15 1973 


Bronkotabs... 

important  because  they 

help  keep  airways  open. 

■ Bronkotabs  offers  potent  bronchodilation 
to  relieve  dyspnea. 

■ Contains  an  effective  decongestant  to 
shrink  swollen  membranes. 

■ Provides  an  efficient  expectorant  to 
encourage  productive  cough. 

■ Bronkotabs  provides  economical  long- 
term therapy. 


PRECAUTIONS:  With  Bronkotabs  therapy  sympathomimetic 
side  effects  are  minimal,  and  there  are  none  of  the  dangers  or 
side  effects  associated  with  steroid  therapy.  However,  frequent 
or  prolonged  use  may  cause  nervousness,  restlessness,  or 
sleeplessness.  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism. 
Drowsiness  may  occur.  Ephedrine  may  cause  urinary  retention, 
especially  in  the  presence  of  partial  obstruction,  as  in 
prostatism. 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 hours,  not 
to  exceed  five  times  daily.  Children  over  6:  one  half  adult  dose. 
SUPPLIED:  Bottles  of  100  and  1000  scored  tablets. 


Bronkotabs* 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit-forming). 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


When  cardiac 
complaints  occur 
in  the  absence 
of  organic  findings 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  heart  function 

Excessive  anxiety  is  one  of  a combina^ 
tion  of  factors  that  may  trigger  a series  of 
maladaptive  functional  reactions  which  can 
generate  further  anxiety.  Often  involved  in 
this  vicious  circle  are  some  cardiac  arrhyth- 
mias,  paroxysmal  supraventricular  tachycan 
dia  and  premature  systoles.  When  these 
symptoms  resemble  those  associated  with 
actual  organic  disease,  the  overanxious 
patient  needs  reassurance  that  they  have  no 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 


organic  basis  and  that  reduction  of  exces- 
sive anxiety  and  emotional  overreaction 
would  be  medically  beneficial. 


The  benefits  of  antianxiety  therapy 

Antianxiety  medication,  when  used  to 
complement  counseling  and  reassurance, 
should  be  both  effective  and  comparatively 
free  from  undesirable  side  effects.  More  than 
13  years  of  extensive  clinical  experience  has 
demonstrated  that  Librium  (chlordiazepox- 
ide  HC1)  fulfills  these  requirements  with  a 
high  degree  of  consistency.  Because  of  its 
wide  margin  of  safety,  Librium  may  generally 
be  administered  for  extended  periods,  at  the 
physician’s  discretion,  without  diminution 
of  effect  or  need  for  increase  in  dosage.  (See 
summary  of  prescribing  information.)  If 
cardiovascular  drugs  are  necessary,  Librium 
is  used  concomitantly  whenever  anxiety  is  a 
clinically  significant  factor.  (See  Pre- 
cautions.) Librium  should  be  discontinued 
when  anxiety  has  been  reduced  to  appropri- 
ate levels. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium:  iomg 

(chlordiazepoxide  HC1) 


lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Rcche  Inc 

Nutley.  N J.  07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
( e.g .,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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Scientific  Articles 

645  Pericarditis  in  Acute  Myocardial  Infarction 

P.  C.  Barman,  M.D.,  V.  Krishnaswami,  M.D.,  and  A.  R.  Geraci,  M.D. 

649  Abstracts  and  Reports  of  Proceedings — New  York  Society  for  Thoracic  Surgery 

649  Saphenous  Vein  Coronary  Artery  Pressure  Flow  Measurement;  Simple  operating 
room  method 

Charles  Merker , M.D.,  Edward  Parodi,  M.D.,  Fredrick  Bowman,  M.D., 
James  R.  Malm,  M.D.,  and  Keith  Reemtsma,  M.D. 

651  Frozen  Irradiated  Aortic  Valve  Homografts;  Long-term  evaluation 

P.  Maynard  Beach,  Jr.,  M.D.,  Frederick  0.  Bowman,  Jr.,  M.D.,  Gerard  A. 
Kaiser,  M.D.,  and  James  R.  Malm,  M.D 

654  Massive  Atrial  Thrombus;  A lethal  disease 

Robert  W.  M.  Frater,  M.D.,  Kwang-Duck  You,  M.D.,  and  Alphonzo  Jordan, 
M.D. 

656  Flexible  Fiberoptic  Bronchoscopy;  Investigation  of  peripheral  pulmonary  lesions 
Frank  N.  Marici,  M.D.,  and  S.  Patil,  M.D. 

659  Tuberculous  Pulmonary  Hemorrhage;  Comtemporary  series 

Siavosh  Bahabozorghi,  M.D.,  Edwin  A.  Jallah,  M.D.,  and  William  A.  Cook, 
M.D. 

664  Tube  Pneumonostomy  for  Thoracotomy  Reject  Crippling  Bullous  Emphysema 
Edward  Ernest  Rockey,  M.D. 

672  Leukocyte  Function  and  Serum  Immunoglobulins  in  Down’s  Syndrome 

Fred  Rosner,  M.D.,  Philip  J.  Kozinn,  M.D.,  and  George  A.  Jervis,  M.D. 

676  Programs  of  Rehabilitation  for  Chronic  Dermatoses 

Daphne  A.  Roe,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

679  Treatment  and  Prevention  of  Stroke;  I.  Subarachnoid  hemorrhage  due  to  ruptured 
intracranial  aneurysm 
Paul  Slosberg,  M.D. 

Electrocardiograms  of  the  Month 

689  Electrocardiograms  of  the  Month 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Case  Reports 

691  Anticoagulant-Induced  Massive  Hemothorax 
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Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride) , can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 

one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 
is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 
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Contraindications :Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  .after  oral  administration 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic : sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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Medical  Meetings 


Trauma  seminars 

Sixteen  seminar  programs  to  provide  continuing  edu- 
cation for  nonspecialist  physicians  in  “Life-Saving 
Measures  for  the  Critically  Injured”  will  be  sponsored 
in  16  different  cities  throughout  the  United  States 
in  1973  and  1974  by  the  American  College  of  Surgeons’ 
Committee  on  Trauma  in  cooperation  with  depart- 
ments of  surgery  of  medical  schools. 

Detailed  announcements  regarding  registration  fees, 
advance  registration  forms,  and  housing  information 
are  available  from  the  Trauma  Division,  American 
College  of  Surgeons,  55  East  Erie  Street,  Chicago,  Illi- 
nois 60611. 

Conference  on  human  environment 

The  World  Medical  Association  is  cosponsoring  a 
world  conference  on  the  human  environment  from  Oc- 
tober 23  through  26,  1973,  in  Primosten,  Yugoslavia,  in 
collaboration  with  the  Union  of  Yugoslav  Medical  So- 
cieties, the  American  Medical  Association,  and  the 
U.S.  Department  of  Health,  Education,  and  Welfare. 
The  conference,  a follow-up  on  the  United  Nations’ 
Stockholm  meeting  of  June,  1972,  will  cover  not  only 
pollution  but  also  the  effects  of  urbanization,  housing, 
waste  disposal,  water  supply,  nutrition,  radiation,  and 
other  factors  on  human  beings.  The  responsibilities  of 
the  medical  and  allied  medical  professions  in  improv- 
ing the  environment  in  developed  and  developing 
countries  will  be  emphasized  on  the  final  day  of  the 
conference. 

There  is  no  registration  fee,  and  board  and  lodging 
will  be  under  $10  a day.  Registration  blanks  can  be 
obtained  from  The  World  Medical  Association  or  from 
Mr.  Frank  Barton,  Council  on  Environment  and  Public 
Health  of  the  American  Medical  Association.  Anyone 
interested  in  associate  membership,  for  a fee  of  $15  per 
year,  in  The  World  Medical  Association  may  apply  to 
The  World  Medical  Association,  10  Columbus  Circle, 
New  York,  New  York  10019. 

April  meeting  of  College  of  Surgeons 

Marking  a major  change  in  its  long-range  education- 
al program,  the  American  College  of  Surgeons  will 
sponsor  its  first  annual  four-day  spring  meeting  in  New 
York  from  April  1 through  4,  1973,  at  the  Americana 
and  Hilton  Hotels.  The  meeting  will  be  a workshop 
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devoid  of  business  and  social  activities  and  will  provide 
eight  postgraduate  courses  planned  by  nearly  150  out- 
standing surgeons  working  closely  with  the  Surgical 
Education  and  Self-Assessment  Program  of  the  Col- 
lege. The  nine-hour  postgraduate  courses  will  be  sup- 
plemented by  two  days  of  symposia,  panels,  lectures, 
and  motion  pictures. 

The  fee  for  the  courses,  approved  by  the  American 
Medical  Association  for  credit  as  continuing  education 
courses,  is  $35  for  all  registrants.  Registration  for  the 
meeting  is  a prerequisite  for  registering  in  the  post- 
graduate courses.  Housing  and  registration  forms  are 
available  from  the  American  College  of  Surgeons,  55 
East  Erie  Street,  Chicago,  Illinois  6061 1. 


Symposium  on  forensic  sciences 

The  Tenth  Annual  Symposium  on  Forensic  Sciences 
will  be  sponsored  by  the  Institute  of  Forensic  Medi- 
cine, New  York  University  and  The  City  of  New  York, 
the  State  of  New  York  Department  of  Health,  the 
Medical  Society  of  the  State  of  New  York,  and  The 
Dental  Society  of  the  State  of  New  York.  The  Prelim- 
inary program,  to  be  held  from  April  13  through  14, 
1973,  at  the  Office  of  the  Chief  Medical  Examiner,  520 
First  Avenue,  Room  122,  New  York,  New  York,  is  as 
follows:  April  13,  morning  session,  discussion  on  gun- 

shot wounds,  wound  ballistics,  and  external  ballistics; 
afternoon  session,  discussion  on  unlabeled  cases,  scene 
investigation,  carbon  monoxide  deaths,  deaths  in  legal 
custody,  and  determining  the  time  of  death;  evening 
session,  dinner  and  lecture  by  Milton  Helpern,  M.D., 
general  chairman;  April  14,  morning  session,  panel  dis- 
cussion on  narcotic  deaths,  methadone  therapy  and 
abuse,  New  York  City’s  addiction  services,  and  an  ad- 
dict’s point  of  view;  afternoon  session,  recent  advances 
in  forensic  serology,  and  forensic  odontology;  and  eve- 
ning session,  dinner. 


First  Solomon  A.  Berson  Memorial  Lecture 

The  Solomon  A.  Berson  Memorial  Fund  will  sponsor 
the  first  Solomon  A.  Berson  Memorial  Lecture  on  April 
11,  1973,  8:00  P.M.  at  Blumenthal  Auditorium,  Mount 
Sinai  School  of  Medicine,  Fifth  Avenue  and  100th 
Street,  New  York,  New  York  (entrance  via  Fifth  Ave- 
nue and  99th  Street).  Julius  Axelrod,  M.D.,  of  the 
National  Institute  of  Mental  Health  will  speak  on 
“Regulation  of  the  Neurotransmitter  Noradrenalin.” 
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In  Gonorrhea 


Injection  WYCILLIN9 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 


Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapyof  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G ,—N.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin. 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins. and  otherallergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
eg  .pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine.  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intraderma lly 
0 1 cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used. 
Antihistamimcs  appear  beneficial  in  treatment  of  procaine  reaction 
The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  intramus 
cular  injection,  in  upper  outer  quadrant  of  buttock  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin.  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control.  Venereal 
Disease  Branch,  U S.  Dept.  HEW  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive:  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive.  Follow-up  treatment  consists  of  4,8  million  units  I.M 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units  daily  on 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0 7%  lecithin,  0.4%  carboxymethylcellulose.  0.4%  polyvinylpyrro- 
lidone, 0.01  % propylparaben  and  0 09%  methylparaben  The  mul- 
tiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg.  carboxymethylcellulose,  3 
mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0 14  mg  propylparaben 
and  1 2 mg.  methylparaben 


Denise  has  VDi 


Let’s  keep  it  from  getting  around 


Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


In  Syphilis 

Injection 

BICILLIN®  Long -Acting 

( sterile  benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually«cures  most  cases  of  primary,  secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
longed serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

The  following  infections  will  usually  resDond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  G —Venereal  infections: 
Syphilis,  yaws,  bejel  and  pmta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
history  of  sensitivity  to  multiple  allergens 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity. Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism:  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinoph ilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2 4 million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2,4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under  2 years  of  age,  50,000  umts/Kg  body  weight; 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel  If  blood  appears, 
remove  the  needle  and  inject  in  another  site. 

Composition:  2,400,000  units  in  4-cc  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0.01  % propylparaben  and  0.09%  methylparaben  Units  benzathine 
penicillin  G (as  active  ingredient);  300,000  units  per  cc.— 10-cc. 
multi-dose  vial.  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg  lecithin,  3 mg  polyvinylpyrrolidone,  1 mg. 
carboxymethylcellulose,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxvethylene  sorbitan  monopalmitate,  0.14  mg  propylparaben 
and  1 2 mg.  methylparaben 
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Medical  News 


New  audiovisual  program 

The  American  Academy  of  Family  Physicians  and 
Synapse  Communications  Services,  Inc.,  announced 
the  launching  of  a contemporary  audiovisual  program 
designed  to  provide  the  Academy’s  32,000  member 
physicians  with  a unique  new  form  of  continuing  post- 
graduate education. 

View  medicine  through  Prism 

The  American  Medical  Association  has  announced 
plans  for  a new  magazine  directed  to  American  physi- 
cians. The  first  issue  of  the  monthly,  Prism,  is  sched- 
uled for  April,  1973.  Prism  will  be  addressed  to  socio- 
economic questions  of  health  care  and  medicine,  in- 
cluding opinions  both  consonant  and  at  variance  with 
the  views  of  the  American  Medical  Association.  Cir- 
culation will  be  free  to  all  members  and  will  include  all 
office-based  physicians  engaged  in  patient  care  and  all 
residents  in  their  final  year  of  training. 

Recipients  of  clinical  fellowships 

Six  Manhattan  institutions,  Memorial  Hospital  for 
Cancer  and  Allied  Disease,  Cornell  University  Medical 
College,  Mount  Sinai  School  of  Medicine,  New  York 
Medical  College  Flower  Fifth-Metropolitan  Hospitals, 
St.  Vincent’s  Hospital  and  Medical  Center,  and  New 
York  University  Medical  Center,  have  received  24  clin- 
ical fellowships  from  the  American  Cancer  Society  to- 
taling $115,200.  Each  fellowship  of  $4,800  is  granted 
annually  to  institutions  which  in  turn  select  individual 
researchers.  Physicians  and  dentists  interested  in  fel- 
lowships may  apply  directly  to  the  institutions  where 
they  want  to  be  trained. 

Milton  Helpern  Library  of  Legal  Medicine 

The  Milton  Helpern  Library  of  Legal  Medicine,  an 
educational  nonprofit  corporation,  was  established  on 
April  17,  1962,  by  a group  of  friends  in  honor  of  Dr. 
Helpern’s  sixtieth  birthday.  The  library  is  located  in 
the  building  housing  the  Office  of  the  Chief  Medical 
Examiner  of  the  City  of  New  York,  which  with  the  De- 
partment of  Forensic  Medicine  of  the  New  York  Uni- 
versity School  of  Medicine  is  part  of  the  Institute  of 
Forensic  Medicine  of  New  York  University  and  the 
City  of  New  York.  It  is  a specialized  library  which  in- 
cludes medical-legal  books,  journals,  films,  and  slides 
and  a museum  of  evidential  material  from  interesting 
and  unusual  medical  examiner  cases.  A permanent 
charter  was  granted  by  the  Board  of  Regents  of  New 
York  State  on  November  18,  1966,  which  empowers  the 
library  to  receive  and  administer  funds  for  acquisitions 
for  both  the  library  and  museum.  It  sponsors  the  pub- 
lication of  the  International  Microform  Journal  of 
Legal  Medicine,  a unique  publication  in  a convenient 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


and  compact  format,  microfiche  and  roll  microfilm,  for 
the  large  and  increasing  amount  of  literature  on  legal 
medicine. 

The  purpose  of  the  library  and  museum  is  to  pro- 
mote medical-legal  research  and  education.  It  is  for 
the  use  of  medical  examiners,  forensic  pathologists,  fo- 
rensic scientists,  criminologists,  law  enforcement  offi- 
cers, lawyers,  and  medical  and  law  students  who  are 
engaged  in  the  study  of  legal  medicine.  The  library 
and  museum  are  an  important  source  for  research  in 
community  health  and  in  the  investigation  of  sudden,- 
suspicious,  and  violent  death  and  attract  visitors  in  the 
field  of  legal  medicine  from  all  over  the  world. 

The  objectives  of  the  International  Microform  Jour- 
nal are  to  perpetuate  and  to  disseminate  on  a world- 
wide scale  important  medicolegal  material,  consisting 
of  published  and  unpublished  monographs,  reports, 
proceedings  of  important  meetings,  testimony  from  ju- 
dicial trials,  and  rare  and  out-of-print  books.  The  edi- 
torial board  includes  outstanding  authorities  in  medi- 
cine, law,  and  the  history  of  medicine  throughout  the 
world. 

The  City  of  New  York  has  provided  a medical  exam- 
iner’s building  which  contains  excellent  library  quar- 
ters, but  the  City  has  not  provided  funds  for  maintain- 
ing a library  of  this  type.  The  library  functioning  as  a 
specialized  facility  is  adequately  stocked  with  legal- 
medical  books  and  periodicals,  and  its  accessions  are 
cataloged  and  made  available  by  a professional  librari- 
an. The  library  is  integrated  with  the  cataloged  work- 
ing museum  of  legal  medicine  and  the  lantern  slide 
collection  of  all  cases  that  are  involved  in  court  pro- 
ceedings. There  is  a definite  need  for  such  a place  of 
study,  and  the  public  benefits  from  the  improvement 
in  the  practice  of  forensic  medicine. 

Funds  for  the  support  of  this  project  must  come  from 
private  sources,  since  there  is  no  governmental  support 
available.  The  “Friends”  of  the  library  was  estab- 
lished in  1969  for  this  purpose  with  an  organized  annu- 
al membership  program.  The  idea  of  a library  center 
for  the  study  of  legal  medicine  has  interested  persons 
in  and  out  of  the  field,  and  each  year  finds  the  mem- 
bership increasing. 

The  library  is  governed  by  a board  of  trustees  com- 
posed of  distinguished  members  of  the  medical  and 
legal  professions  and  civic  leaders.  It  has  received 
support  from  the  New  York  Foundation,  The  Common- 
wealth Fund,  and  the  National  Library  of  Medicine, 
and  the  Journal  is  supported  partially  by  University 
Microfilms,  Inc. 

Each  year  there  has  been  a planned  afternoon  gath- 
ering of  the  “Friends”  of  the  library  for  socializing  and 
increasing  its  membership.  Affairs  in  the  past  have 
included  receptions  with  entertainment,  such  as  a 
medical-legal  prize-winning  Yugoslavian  film,  “The 
Tragedy  of  a Switchboard  Operator”;  a Circle  Theatre 
Company  performance  of  a Dylan  Thomas  play,  “The 
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Abstracts 


Barman,  P.  C.,  Krishnaswami,  V.,  and  Geraci,  A.  R.: 

Pericarditis  in  acute  myocardial  infarction,  New  York 
State  J.  Med.  73:  645  (Mar.  1)  1973. 

The  incidence  of  pericarditis  with  an  audible  friction 
rub  developing  during  the  course  of  acute  myocardial 
infarction  was  evaluated  in  1,284  patients.  A friction 
rub  was  heard  in  106  patients,  an  incidence  of  8.25  per 
cent.  The  patients  with  pericarditis  were  compared 
with  a control  group  of  100  consecutive  patients  with 
acute  myocardial  infarction  without  pericarditis.  The 
group  with  pericarditis  showed  fever  of  higher  degree 
and  longer  duration,  higher  serum  enzyme  levels,  in- 
creased incidence  of  pulmonary  edema,  and  more  supra- 
ventricular arrhythmias.  The  ultimate  hospital  mor- 
tality rate  of  patients  with  pericarditis  (17  per  cent)  was 
not  significantly  different  from  that  of  the  control  group 
(10  per  cent).  Continuation  of  anticoagulant  therapy 
in  a subgroup  of  24  patients  with  pericarditis  was  not  as- 
sociated with  any  secondary  hemorrhagic  complication, 
and  there  was  no  mortality  in  this  group.  The  friction 
rub  was  documented  on  the  first  day  of  admission  in  13 
patients,  10  of  whom  required  electrical  conversion  of 
serious  arrhythmias  on  or  shortly  after  admission. 

Rosner,  F.,  Kozinn,  P.  J.,  and  Jervis,  G.  A.:  Leuko- 
cyte function  and  serum  immunoglobulins  in  Down’s 
syndrome,  New  York  State  J.  Med.  73:  672  (Mar.  1) 
1973. 

Several  host  defense  mechanisms  were  investigated 
in  30  patients  with  Down’s  syndrome.  The  in  vitro 
phagocytic  ability  of  peripheral  blood  neutrophils  to  in- 
gest live  Candida  albicans  and  neutrophil  adhesiveness 
were  significantly  reduced  in  patients  with  Down’s  syn- 
drome when  compared  with  those  of  control  subjects. 
Peroxidase  and  periodic  acid-Schiff  activity  in  leuko- 
cytes were  normal.  Humoral  immunity  was  evaluated 
by  the  quantitative  measurement  of  serum  immuno- 
globulins. Immunoglobulin  M levels  were  normal, 
immunoglobulin  G levels  were  increased,  and  immuno- 
globulin A levels  were  increased  only  in  patients  over 
eighteen  years  of  age.  Antinuclear  antibodies  were  not 
present  in  any  Down’s  patient,  and  serum  haptoglobin 
levels  were  normal.  Two  patients  had  high  titer  rheu- 
matoid factor.  It  is  postulated  that  the  abnormalities 
in  immunoglobulin  levels  in  Down’s  syndrome  are  prob- 
ably as  much  the  result  rather  than  the  cause  of  the  well 
recognized  increased  susceptibility  to  infection  of  pa- 
tients with  this  disorder. 

Roe,  D.  A.:  Programs  of  rehabilitation  for  chronic  der- 
matoses, New  York  State  J.  Med.  73:  676  (Mar.  1)  1973. 

In  1965  it  was  pointed  out  that  although  rehabilitation 
facilities  were  available  for  patients  with  many  different 
kinds  of  disease,  such  facilities  were  unavailable  for 
people  with  chronic  skin  disease.  In  late  1967,  the  joint 
committee  on  planning  for  dermatology  was  formed  to 
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AVOID  POTASSIUM  DEFICIENCY  WITH... 


potassium  supplement  potassium  supplement  with  chloride 


Manifestations  of  potassium  deficiency  may  range  through  a variety  of  signs 
and  symptoms  including  muscular  weakness  and  fatigue . . . cardiac  alterations 
discernible  by  characteristic  ECG  tracings . . . impaired  mental  function  and  diminished 
reflexes . . . impaired  respiration . . . anorexia  and  abdominal  distention. 

The  etiology  of  hypokalemia  is  also  broad,  encompassing  a number  of  clinical 
conditions.  But  most  important  of  all  may  be  a course  of  treatment  that  causes 
excessive  loss  of  body  potassium— such  as  thiazide  diuretics  and  corticosteroids. 

No  matter  what  the  etiology,  the  solution  is  usually  potassium 
supplementation. 

What  better  way  to  supplement  than  with  K-Lyte  or  K-Lyte/  Cl.  Efferves- 
cent K-Lyte  tablets  supply  the  usually  recommended  dose  of  50  mEq.  potassium  daily 
in  just  two  tablets.  When  chloride  is  also  desirable,  K-Lyte/ Cl  provides  it  in  the  pre- 
ferred 1 :1  ratio  to  potassium.  Both  forms  are  accurate  and  reliable  sources  of  electro- 
lyte replacement.  Administration  in  “pre-dissolved”  form  reduces  the  potential  for 
G.I.  irritation.  Finally,  you  have  a choice  of  three  delicious  flavors— a taste  of  oranges, 
tangy  lime  or  fruit  punch— all  good  enough  to  drive  a patient  to  drink. 


K-Lyte 


Each  effervescent  tablet  in 
solution  supplies  25  mEq.  potas- 
sium as  bicarbonate  and  citrate 


Each  dose  of  powder  in 
solution  supplies  25  mEq. 
potassium  chloride 


Each  tablet  or  dose  must  be  completely  dissolved  before  taking. 

Indications:  K-Lyte  and  K-Lyte/Cl  are  oral  potassium  supplements  for  therapy  or  prophylaxis  of  potassium  deficiency. 
Particularly  useful  when  thiazide  diuretics  or  corticosteroids  cause  excessive  excretory  potassium  losses.  Contraindica- 
tions: Impaired  renal  function  with  oliguria  or  azotemia;  Addison’s  disease;  hyperkalemia  from  any  cause.  Warnings 
and  Precautions : Since  the  amount  of  potassium  deficiency  may  be  difficult  to  determine  accurately,  supplements  should 
be  administered  with  caution,  and  dosages  adjusted  to  the  requirements  of  the  individual  patient.  Potassium  intoxication 
rarely  occurs  in  patients  with  normal  kidney  function.  Symptoms  of  potassium  intoxication  are  variable.  They  include 
listlessness,  mental  confusion,  and  tingling  of  the  extremities.  Frequent  checks  of  the  clinical  status  of  the  patient,  ECG, 
and  serum  potassium  level  are  desirable.  In  established  hypokalemia,  attention  should  also  be  directed  toward  other 
potential  electrolyte  disturbances.  Potassium  supplements  should  be  given  cautiously  to  digitalized  patients.  To  mini- 
mize the  possibility  of  gastrointestinal  irritation  associated  with  the  oral  ingestion  of  concentrated  potassium  salt  prepa- 
rations, patients  should  be  carefully  directed  to  dissolve  each  dose  completely  in  the  stated  amount  of  water.  K-Lyte/ Cl 
contains  approximately  20-25  Calories  of  sucrose  per  dose  which  should  be  considered  for  patients  with  restriction  of 
caloric  intake.  Adverse  Reactions:  Nausea,  vomiting,  diarrhea,  and  abdominal  discomfort  may  occur  with  the  use  of 
potassium  salts.  Dosage  and  Administration:  Adults:  1 tablet  or  dose  completely  dissolved,  2 to  4 times  daily,  depending 
upon  the  requirements  of  the  patient:  K-Lyte:  1 tablet  (25  mEq.  potassium)  in  3 to  4 ounces  of  cold  or  ice  water; 
K-Lyte/Cl:  1 dose  (25  mEq.  potassium  chloride)  in  6 ounces  of  cold  or  ice  water.  The  normal  adult  daily  requirement 
is  approximately  50  mEq.  of  elemental  potassium.  NOTE:  It  is  suggested  that  these 
products  be  taken  with  meals  and  sipped  slowly  over  a 5-10  minute  period.  How  Supplied: 

K-Lyte:  Effervescent  tablets— boxes  of  30  and  250  (orange  or  lime  flavors).  K-Lyte/Cl: 

Powder,  cans  of  30  measured  doses  with  scoop  (fruit-punch  flavor).  R 
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look  into  the  problem.  Some  of  their  work  showed  that 
almost  half  of  disabling  nontraumatic  occupational  dis- 
eases were  due  to  dermatoses;  in  addition  diseases  of  the 
skin  have  a significant  effect  on  absenteeism  and  effi- 
ciency. Cutaneous  problems  also  have  an  effect  on  the 
fitness  of  men  in  the  military.  The  aims  of  rehabilita- 
tion programs  for  people  with  dermatoses  should  be  to 
fully  evaluate  the  problem  of  each  individual  and  to  re- 


train that  individual  for  work  he  can  carry  out  within  his 
limited  capacity.  Programs  should  be  made  available 
to  both  those  with  incurable  skin  disease  and  those  with 
chronic  disease  due  to  neglect  or  inadequate  response  to 
primary  treatment.  Trial  programs  have  been  started  in 
Maryland  and  in  Louisiana;  despite  early  success,  prob- 
lems have  been  encountered  and  financial  support  cur- 
tailed. Nevertheless,  these  facilities  are  badly  needed 
and  should  be  available  to  all  who  need  them. 


Abstracts  in  Interlingua 


Barman,  P.  C.,  Krishnaswami,  V.,  e Geraci,  A.  R.: 

Pericarditis  in  le  infarcto  acute  del  myocardio,  New 
York  State  J.  Med.  73:  645  (1  de  Martio)  1973. 

Le  frequentia  de  pericarditis,  con  friction  pericardic 
audible  disveloppate  durante  le  curso  de  un  infarcto 
myocardic  acute,  esseva  evalutate  in  1,284  patientes. 
Iste  friction  esseva  audite  in  106  patientes;  le  frequentia 
esseva  8.25  pro  cento.  Le  patientes  con  pericarditis  es- 
seva comparate  con  illos  de  un  gruppo  de  controlo  for- 


mate per  100  patientes  consecutive  con  infarcto  acute 
del  myocardio,  mais  sin  pericarditis.  Le  patientes  del 
gruppo  con  pericarditis  habeva  febre  plus  elevate  e de 
plus  longe  duration;  le  nivellos  del  enzymas  seric  esseva 
plus  elevate  e le  frequentia  de  edema  pulmonari  e de 
arrhythmias  supreventriculari  esseva  augmentate.  Le 
indice  de  mortalitate  in  le  hospital  in  le  patientes  con 
pericarditis  (17  pro  cento)  non  esseva  significativemente 
differente  del  gruppo  de  controlo  (10  pro  cento).  Le 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine... is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  "The  History 

of  Medicine  Versus  the  History  of  Art” 
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and  clinical  predictability 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  significant  differences 
in  bioavailability  and  clinical 
predictability  among  drug  products! 
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I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  he  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioav'ailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by  - batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability  I 
More  Important  Than  Pricil 

Although  the  question  o| 
price  has  been  greatly  ex  I 
aggerated,  it  is  true  tha 
patients  can  on  occasioi 
save  money  on  generr 
drugs.  But  you  are  not  go. 
ing  to  dare  attempt  to  savil 
money  if  it  jeopardizes  th*| 
patient’s  health.  Let’s  re| 
turn  to  the  example  tha) 
has  become  very  prominen) 
in  recent  years,  that  of  th. 
cardiac  glycosides.  The; 
are  probably  the  most  toxf 
drugs  we  use  with  respec 
to  the  small  difference  be 
tween  a maximally  effectiv  f 
dose  and  a toxic  dose.  Wheil 
you  are  dealing  with  drug! 
of  this  type,  the  first  conll 
cern  must  be  clinical  pre 
dictability.  At  the  risk  o| 
variations  in  bioavailabil . 
ity,  it  would  be  sheer  foil  l 
to  try  to  save  the  patien 
what  might  amount  t, 
maybe  $10  or  $20  a yeai 
The  physician  cannot  mar 
age  his  patient  unless  he  i, 
sure  that  the  drug  he  i; 
prescribing  has  the  sam 
positive  effect  each  tim 
the  prescription  is  renewec 
This  is  especially  signif 
cant  when  the  patient  take, 
the  product,  not  for  month: 
but  for  the  rest  of  his  life. 
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Although  equivalence  of 
ferent  preparations  of  a 
ug  substance  may  be  de- 
f ed  by  certain  physical, 
Vemical  or  biological  char- 
teristics,  identity  is  not 
vays  assured  even  though 
?se  characteristics  may 

! described  in  compendia 
ch  as  the  LJSP,  NF  or  de- 
led by  other  specific 
urce  standards.  More- 
er,  even  with  equivalent 
ug  substances,  similar 
armaceutical  products 
Jo  be  produced  by  differ- 
t manufacturers  such 
it  these  products  are  bio- 
lically  or  therapeutically 
‘quivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
\s  experience  increases 
th  drug  substances  de- 
ed from  different  sources 
d under  different  condi- 
ns,  it  should  be  possible 
' establish  specifications  in 
ficient  detail  to  minimize 
H ; potential  for  their  non- 
uivalence.  However, 
;re  is  general  agreement 
it  product  therapeutic 
livalence  would  still  not 
assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn't  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance,  that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


Ill 
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mantenimento  del  therapia  anticoagulante  in  un  sub- 
gruppo  de  24  patientes  con  pericarditis  non  esseva 
associate  con  alicun  complication  hemorrhagic  secon- 
dari;  in  iste  gruppo  de  patientes  non  habeva  mortali- 
tate.  Le  friction  pericardic  esseva  presente  in  le  prime 
die  de  hospitalisation  in  13  patientes.  De  iste  pa- 
tientes, 10  requireva  conversion  electric  del  arrhythmia 
grave,  le  mesme  die  o pauco  depost  le  admission  in  le 
hospital. 

Rosner,  F.,  Kozinn,  P.  J.,  e Jervis,  G.  A.:  Function 
leucococytari  e immunoglobulinas  seric  in  le  syndrome 
de  Down,  New  York  State  J.  Med.  73:  672  (1  de  Martio) 
1973. 

Diverse  mechanismos  defensive  del  hoste  esseva  inves- 
tigate in  30  patientes  con  le  syndrome  de  Down.  Le 
capacitate  phagocytic,  in  vitro,  del  neutrophilos  del 
sanguine  peripheric  pro  ingerer  le  Candida  albicans  vive, 
e le  adhesivitate  del  neutrophilos  esseva  reducite  sig- 
nificativemente  in  le  patientes  con  syndrome  de  Down, 
in  comparation  con  ille  del  individuos  de  controlo.  Le 
activitate  perioxidasic  e del  acid  periodic  Schiff  del 
leucocytos  esseva  normal.  Le  immunitate  humoral  es- 
seva evalutate  mediante  le  determination  quantitative 
del  immunoglobulinas  seric.  Le  nivellos  del  immuno- 
globulina  M esseva  normal,  illes  del  immunoglobulina 
G esseva  augmentate,  e illes  del  immunoglobulina  A 
esseva  augmentate  solmente  in  le  patientes  de  plus  de 
18  annos  de  etate.  Le  anticorpores  antinucleari  non 
existeva  in  alicun  patiente  con  le  syndrome  de  Down, 
e le  nivellos  del  haptoglobina  seric  esseva  normal.  Duo 
patientes  habeva  un  titulo  elevate  del  factor  rheuma- 
toide.  Esseva  postulate  que  le  abnormalitates  del  nivel- 
los del  immunoglobulinas  in  le  syndrome  de  Down  es, 
probabilemente,  le  resultato  plus  que  le  causa,  del  ben 
recognoscite  augmento  del  susceptibilitate  al  infection 
del  patientes  con  iste  morbo. 

Roe,  D.  A.:  Programmas  de  rehabilitation  in  dermato- 
sis chronic,  New  York  State  J.  Med.  73:  676  (1  de  Mar- 
tio) 1973. 

In  1965  esseva  signalate  que,  ben  que  le  equipamento 
de  rehabilitation  esseva  disponibile  pro  le  patientes  con 
multe  typos  de  morbos,  tal  equipamento  esseva  non  dis- 
ponibile pro  patientes  con  morbos  chronic  del  pele. 
Al  final  de  1967,  le  committee  conjuncte  de  planeamento 
dermatologic  esseva  formate  pro  studiar  iste  problema. 
Parte  del  travalio  monstrava  que  quasi  le  50  pro  cento 
del  morbos  occupational  non  traumatic,  incapacitante 
esseva  debite  a dermatosis.  In  plus,  le  morbos  cutanee 
ha  un  effecto  significative  supra  le  absentismo  e efficien- 
tia.  Etiam,  le  problemas  cutanee  ha  un  effecto  supra 
le  aptitude  del  omine  in  le  carriera  militari.  Le  objec- 
tive del  programmas  de  rehabilitation  pro  patientes  con 
dermatosis  debe  comprender  le  evalutation  complete  del 
problema  indivudual  e le  re-trainemento  del  patiente  pro 
facer  le  travalio  que  le  permita  su  limitante  capacitate. 
Le  programmas  debe  esser  disponibile  tanto  al  patiente 
de  un  morbo  cutanee  incurabile  como  al  que  ha  un 
morbo  chronic  debite  a negligentia  o responsa  inade- 
quate al  tractamento  primari.  Le  programmas  de  en- 
sayo  ha  essite  initiate  in  Maryland  e Louisiana;  mal- 
grade  le  successo  initial,  problemas  es  presentate  e le 
supporto  economic  ha  essite  limitate.  Nonobstante, 
iste  facilitates  es  multo  necessari  e debe  esser  disponi- 
bile a omne  patientes  que  le  requira. 


636  New  York  State  Journal  of  Medicine  / March  1 , 1973 


Who  knows  what  evil  lurks  in 
the  mucous  membranes? 


Each  Spansule1  (brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public's  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  “rose  fever,"  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBl  Determination  and  l'31  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available  

to  the  profession  on  request. 

Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206  ,0020* 


638 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  488-6100 

COPYRIGHT  1973  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


March  1,  1973  Volume  73  Number  5 


“ Dedicated  to  the  continuing  education  of  the  physician ” 


73rd  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  William  Hammond,  M.D.,  Editor  Emeritus 

Alfred  A.  Angrist,  M.D.,  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
Eugene  S.  Dombrowski,  Business  Manager 

PUBLICATION  COMMITTEE 
Albert  H.  Douglas,  M.D.,  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Warren  A.  Lapp,  M.D. 

William  Hammond,  M.D.,  ex  officio  Alfred  A.  Angrist,  M.D.,  ex  officio 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Vincent  J.  Fontana,  M.D. 
Alfred  Gilman,  Ph.D. 
Carl  M.  Harris,  M.D. 
Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 
♦Ralph  F.  Jacox,  M.D. 


ASSOCIATE  EDITORIAL  BOARD 

Ira  Snow  Jones,  M.D. 
♦James  R.  Jones,  M.D. 
♦Leslie  A.  Kuhn,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 

Richard  H.  Orr,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 
John  F.  Rogers,  M.D. 


Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 

♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
♦Robert  P.  Whalen,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 
♦Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 


Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial,  circulation, 
and  publication  offices:  420  Lakeville  Road,  Lake 

Success,  New  York  11040.  Copyright  1973  by  the 
Medical  Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $3.50  per  year  pay- 
able in  advance.  Single  copies  $0.25.  Back  issues 
will  be  supplied  for  the  past  five  years  at  the  single 
copy  rate  when  available.  Back  issues  prior  to  1955 
are  $2.00  per  copy;  from  1955  to  1965,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent  to 
the  circulation  office,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Old  and  new  addresses 
should  be  included  as  well  as  a statement  whether 
or  not  change  is  permanent.  Six  weeks  is  required 
to  effect  a change  of  address. 

Advertising  Representatives:  United  Media 
Associates,  Inc.,  16  Bruce  Park  Avenue,  Greenwich, 
Connecticut  06830.  Telephone:  203-661-9702. 


639 


Information  for  Authors 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright  and  may  not  be  repro- 
duced without  the  written  permission  of  both 
the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
420  Lakeville  Road,  Lake  Success,  New  York 
11040.  Abstracts  should  be  included. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8V2-by-ll-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references) , with  mar- 
gins of  at  least  iy2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables:  Each  table  should  be  typed  on  a sep- 
arate sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor (s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


640  New  York  State  Journal  of  Medicine  / March  1 , 1 973 


Editorial 


Colonoscopy  and  endoscopic  polypectomy 


Personal  prejudice  can  impair  scientific  detach- 
ment. The  editorial  appearing  in  the  November 
1,  1972,  issue  of  this  Journal  is  a case  in  point.1 

Colonoscopy,  or  “coloscopy,”  will  find  its  proper 
level  in  medicine  based  on  its  intrinsic  merits  and 
not  on  the  opinions  of  those  who  have  been  unable 
to  master  its  technic  or  regard  it  as  a threat  to 
their  diagnostic  acumen.2  Incidentally,  with  re- 
spect to  terminology  these  authors  have  not  done 
their  homework,  either  etymologically  or  other- 
wise. The  term  “colonoscopy”  is  listed  in  all 
standard  medical  dictionaries,  “coloscopy”  in 
none.  Neither  clarity  nor  other  advantage  is 
gained  by  introducing  a new  term  when  a satisfac- 
tory one  is  already  available. 

Colonoscopy  is  a relatively  new  diagnostic  pro- 
cedure, utilizing  recently  designed  and  improved 
flexible  fiberoptic  instruments.  It  permits  direct 
visual  examination  of  the  entire  colon.  In  this 
sense  it  is  an  extension  of  sigmoidoscopy,  the 
medical  value  of  which  has  long  been  established. 
Its  performance  requires  skill,  experience,  and 
judgment,  but  this  is  true  of  all  new  modalities. 
What  remains  to  be  determined  is  its  safety  in 
skilled  hands  and  the  full  spectrum  of  its  clinical 
applications. 

With  respect  to  safety,  over  1,600  colonoscopic 
examinations  have  been  performed  in  our  unit 
without  complication.  This  is  a matter  of  record. 
Responsible  clinics  and  university  centers 
throughout  the  country  are  applying  the  technic 
with  notable  competence  and  success.  It  is  not 
unlikely  that  the  unfavorable  reports  presented  by 
a so-called  “pioneer”3  were  responsible,  at  least  in 
part,  for  the  failure  of  fiberoptic  examination  of 
the  lower  alimentary  tract  to  keep  pace  with  the 
rapid  advances  made  in  the  use  of  similar  instru- 
mentation for  diseases  of  the  esophagus,  stomach, 
and  duodenum. 

We  too  have  heard  of  “a  variety  of  mishaps” 
and  recognize  only  too  well  their  possibility.  We 
are  very  concerned  and  have  strongly  urged  in  lec- 
tures, exhibits,  and  scientific  reports  that  these 
examinations  be  carried  out  only  by  individuals  of 
suitable  background,  training,  and  judgment 
under  favorable  circumstances.4-5  We  have  re- 
peatedly warned  that  medical  history  is  replete 
with  instances  where  the  development  of  a prom- 
ising new  procedure  was  delayed  unduly  by  unfa- 


vorable results  at  the  hands  of  inept  or  improperly 
qualified  individuals. 

With  respect  to  its  clinical  application,  colonos- 
copy has  for  some  time  now  proved  itself  as  an  ex- 
tremely valuable  means  of  solving  the  diagnostic 
dilemma  created  by  a shadow  difficult  to  interpret 
or  change  noted  on  a barium  enema,  performed  by 
radiologists  and  gastroenterologists  of  good  cre- 
dentials.4-6 Moreover,  we  have  records  of  a good- 
ly number  of  symptomatic  patients  whose  results 
of  barium  enemas  were  reported  as  negative  (some 
from  “associates”  of  the  previous  editorial’s  au- 
thors) in  which  carcinomas  and  polyps  of  signifi- 
cant size  were  demonstrated  by  subsequent  endo- 
scopic study.  In  a number  of  these  instances  two 
or  more  contrast  enemas  had  been  done.  Martel 
and  Robins7  recently  reported  on  500  consecutive 
cases  of  colon  carcinoma,  in  93  of  which  diagnosis 
was  significantly  delayed;  47  of  these  delays  were 
associated  with  a negative  barium  enema  report. 
In  our  unit  several  other  early  carcinomas  have 
now  been  firmly  diagnosed,  primarily  as  a result 
of  colonoscopy.  In  such  instances  appropriate  sur- 
gical resections  could  be  confidently  recommended 
and  promptly  performed  while  the  disease  was 
still  in  this  favorable  stage. 

An  equally  significant  number  of  patients  in 
whom  carcinoma  was  suspected  on  the  basis  of 
the  radiologic  findings  were  spared  unnecessary 
laparotomy  by  virtue  of  endoscopic  study,  which 
proved  the  absence  of  any  malignancy. 

Colonoscopy  has  therapeutic  as  well  as  diag- 
nostic applications.  Colonic  polyps  from  the 
cecum  on  down  may  be  removed  endoscopically 
with  completeness  and  with  safety.  We  have  re- 
cently reported  on  303  colonic  polyps  so  removed 
with  a single  complication,  postpolypectomy 
bleeding,  controlled  by  conservative  measures.8 
This  number  is  now  over  400  without  additional 
complication  of  any  sort.  Many  of  these  patients 
would  otherwise  have  had  an  abdominal  operation 
with  colotomy  or  colectomy. 

We  recognize  the  controversies  and  the  exten- 
sive literature  relative  to  the  malignant  potential 
of  colonic  polyps.  The  ability  to  assess  polyp 
growth  by  radiologic  means,  indeed  to  differen- 
tiate “benign”  polyps  from  polypoid  carcinoma, 
has  also  been  the  subject  of  many  conflicting  re- 
ports. But  you  can’t  follow  what  you  don’t  see. 
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Our  own  experience  and  that  of  many  others  has 
proved  that  even  polyps  over  1 cm.  in  diameter 
are  frequently  overlooked  in  the  barium  enema.9-12 
That  a more  favorable  record  can  be  achieved 
by  better  trained  or  more  conscientious  radiolo- 
gists or  by  more  precise  radiologic  technics  we  do 
not  question,  but  the  remedy  lies  in  upgrading  ra- 
diology not  in  downgrading  endoscopy.  And  if,  as 
the  writers  of  the  previous  editorial  imply,  colonic 
polyps  are  of  so  little  consequence,  why  do  they 
follow  them  at  all?  The  answer,  of  course,  is  one 
of  relative  risks.  We  endorse  the  concept  of  tak- 
ing into  consideration  the  patient’s  age  and  condi- 
tion, the  size  and  nature  of  the  polyp  itself,  and 
the  dangers  of  follow-up  alone  (by  repeated  con- 
trast enemas  or  colonoscopy)  as  opposed  to  surgi- 
cal removal  via  the  colonoscope  or  by  the  abdomi- 
nal route. 

WILLIAM  I.  WOLFF,  M.D.,  F.A.C.S. 

Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  New  York  10003 
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It’s  better  to  meet  a 
problem  drinker 
in  your  office  than 


Problem  drinkers  can  be 
deadly  when  they  get  behind 
the  wheel.  In  fact,  they  are 
involved  in  almost  20,000 
highway  fatalities  a year.  And 
the  number  is  growing.  The 
only  way  to  reverse  this  trend 
is  to  separate  the  driver  from 
his  drinking  problem.  Before 
he  kills  himself  or  anyone  else. 
Because  punitive  measures  alone  have  failed  to  slow  this  needless 
slaughter,  we  have  to  look  elsewhere  for  help.  Your  office,  for  instance. 
Where  you  can  counsel  him  against  excessive  drinking  and  driving.  Or 
where  you  can  refer  him.  Your  knowledge  and  experience  make  you 
the  community’s  first  line  of  defense  against  this  epidemic. 


on  the  road. 


First  aid  for  drunken  drivers  begins  in  your  office. 

I 1 

Please  send  me  background  material  on  problem  drinkers  that: 
tells  me  what  community  organizations  can  do  to  help;  gives  me 
I data  on  various  alcohol  levels  in  the  blood;  describes  the  latest  I 
I developments  in  breath-testing  methods.  I 

| For  my  patients,  please  send  me  information  to  supplement  | 

| my  counsel.  | 


Name 


M.D. 


Street 

I I 

| City State Zip | 

I I 

Drunk  Driver 
Dept.  M.D. 
BOX  1969 
Washington,  D.C.  20013 


U.S.  DEPARTMENT  OF  TRANSPORTATION  NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION. 
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An  audible  pericardial  friction  rub  developing 
during  the  course  of  acute  myocardial  infarction  is 
a frequent  physical  finding.  The  rub  is  usually  a 
transient  phenomenon.  The  incidence  of  intrain- 
farction pericarditis  is  variable,  and  its  signifi- 
cance is  uncertain.  The  pericarditis  of  the 
postmyocardial  infarction  syndrome  is  a later 
event  and  has  been  estimated  by  Dressier1  to 
occur  in  about  3 to  4 per  cent  of  patients  following 
myocardial  infarction  and  apparently  has  a differ- 
ent cause  from  the  early,  acute  inflammatory  peri- 
carditis of  the  present  group.  The  advent  of  coro- 
nary care  units  has  provided  an  excellent  environ- 
ment in  which  to  study  the  incidence,  outcome, 
and  significance  of  this  complication  of  acute 
myocardial  infarction.  To  determine  the  compli- 
cations and  prognosis  of  this  event,  106  patients  in 
whom  pericarditis  developed  during  hospitaliza- 
tion for  acute  myocardial  infarction  were  studied. 

Material  and  methods 

The  records  of  1,284  patients  admitted  to  the 
coronary  care  unit  of  the  Toledo  Hospital  during 
the  period  of  July,  1969,  through  October,  1971, 
were  reviewed.  The  diagnosis  of  acute  myocardial 
infarction  was  based  on  the  history,  electrocardio- 
graphic evidence,  and  elevated  serum  enzyme  lev- 
els of  serum  glutamic  oxaloacetic  transaminase, 

* Present  address:  =19,  925  Seventh  North  Street,  Liver- 

pool, New  York  13088. 


The  incidence  of  pericarditis  with  an  audible  friction 
rub  developing  during  the  course  of  acute  myocar- 
dial infarction  was  evaluated  in  1,284  patients.  A 
friction  rub  was  heard  in  106  patients,  an  incidence 
of  8.25  per  cent.  The  patients  with  pericarditis  were 
compared  with  a control  group  of  100  consecutive 
patients  with  acute  myocardial  infarction  without 
pericarditis.  The  group  with  pericarditis  showed 
fever  of  higher  degree  and  longer  duration,  higher 
serum  enzyme  levels,  increased  incidence  of  pul- 
monary edema,  and  more  supraventricular  arrhy- 
thmias. The  ultimate  hospital  mortality  rate  of 
patients  with  pericarditis  (17  per  cent)  was  not  sig- 
nificantly different  from  that  of  the  control  group 
(10  per  cent).  Continuation  of  anticoagulant 
therapy  in  a subgroup  of  24  patients  with  pericardi- 
tis was  not  associated  with  any  secondary  hemor- 
rhagic complication,  and  there  was  no  mortality  in 
this  group.  The  friction  rub  was  documented  on  the 
first  day  of  admission  in  13  patients,  10  of  whom 
required  electrical  conversion  of  serious  arrhythmias 
on  or  shortly  after  admission. 


creatine  phosphokinase,  lactic  dehydrogenase,  and 
lactic  dehydrogenase  esoenzymes.  Enzyme  deter- 
minations were  obtained  daily  for  three  consecu- 
tive days  or  longer  if  necessary.  Conventional 
12-lead  electrocardiograms  and  chest  roentgeno- 
grams were  taken  on  admission  and  repeated  as 
indicated  by  the  attending  physician.  Anticoagu- 
lant therapy,  wherever  used,  consisted  of  initial 
intravenous  heparin  followed  by  oral  anticoagu- 
lant administration.  The  presence  of  pericardial 
friction  rub  was  confirmed  by  a minimum  of  two 
observers  with  observation  by  auscultation  at 
least  twice  daily. 

For  comparison,  a control  group  of  100  consecu- 
tive patients  in  the  same  age  range  who  had  acute 
myocardial  infarction  without  pericardial  friction 
rub  were  selected.  This  group  consisted  of  77 
men  and  23  women  from  the  ages  of  thirty-six  to 
seventy-nine  years.  The  clinical  features  com- 
pared consisted  of  presence,  degree,  and  duration 
of  fever;  electrocardiographic  localization  of  site  of 
infarction;  chest  roentgenographic  findings,  peak 
levels  of  serum  enzymes;  incidence  and  type  of  ar- 
rhythmias; and  mortality  rate.  Follow-up  infor- 
mation about  these  patients  after  discharge  from 
the  hospital  was  not  considered  in  the  present 
study. 
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TABLE  I.  Myocardial  infarctions  with  pericarditis 


Source 

Incidence 
(Per  Cent) 

Rosenbaum  and  Levine2 

16 

Wood3 

10 

Thadani  et  al.* 

6.8 

Present  series 

8.25 

Results 

In  Table  I,  the  incidence  of  pericarditis  in  acute 
myocardial  infarction  in  the  present  study  (8.25 
per  cent)  is  compared  with  that  of  other  series 
previously  reported.  The  age  range  of  the  pa- 
tients varied  between  thirty-six  and  seventy-nine 
years.  There  were  68  men  and  38  women,  which 
compared  closely  with  the  consecutively  chosen 
control  group  within  the  age  range  of  the  study 
population.  The  pericardial  friction  rub  was 
heard  within  the  first  twenty-four  hours  of  hospi- 
talization in  13  patients  (12.2  per  cent),  on  the 
second  day  in  37  patients  (35  per  cent),  on  the 
third  day  in  42  patients  (39.6  per  cent)  and  on  the 
fourth  day  in  14  patients  (13.2  per  cent).  The 
friction  rub  was  present  in  all  patients  by  the 
fourth  hospital  day.  The  friction  rubs  were  heard 
for  a period  of  from  one  to  six  days  in  82  patients 
(77  per  cent)  and  were  continuously  observed  for 
the  duration  of  ten  days  in  24  patients  (23  per 
cent).  There  was  no  recurrence  of  pericardial  rub 
after  its  initial  disappearance.  Of  the  13  patients 
in  whom  the  friction  rubs  were  heard  on  the  first 
day  of  hospitalization,  10  had  required  electric 
countershock  as  a part  of  the  initial  treatment  due 
to  life-threatening  arrhythmias.  The  systolic  and 
diastolic  components  of  the  pericardial  friction 
rub  were  not  included  in  the  analysis. 

Of  106  patients  with  pericarditis,  78  showed  py- 
rexia of  more  than  100°F.  for  at  least  six  days  and 
occasionally  longer,  whereas  only  18  of  the  control 
group  showed  an  elevation  of  temperature  to  more 
than  100°F.  with  a duration  never  exceeding  three 
days. 

The  electrocardiographic  site  of  infarction  noted 
in  Table  II  compares  the  anatomic  location  of  in- 
farction in  the  two  groups.  A slightly  higher  inci- 
dence of  pericarditis  with  anterior  infarctions  is 
noted.  The  electrocardiograms  that  were  inter- 
preted as  “combined”  transmural  infarctions  or 
“uncertain”  location  were  those  in  which  Q waves 
of  infarction  were  present  with  extensive  S-T  seg- 
ment elevation,  suggesting  that  the  changes  were 
in  part  due  to  the  pericarditis  superimposed  on 
the  changes  due  to  infarction.  Chest  roentgeno- 
grams were  then  compared.  No  pleural  or  peri- 
cardial effusions  were  observed  in  either  group.  A 
“pulmonary  edema”  pattern  was  suggested  by  the 
presence  of  alveolar  edema,  perihilar  haziness, 
and  pulmonary  venous  engorgement;  17  per  cent 
of  patients  with  pericarditis  showed  these  changes 


TABLE  II.  Anatomic  location  of  infarction  in  patients  with 
and  without  pericarditis  (per  cent) 


Site 

Control 

Pericarditis 

Anterior  wall 

38 

45 

Inferior  wall 

52 

38 

Combined  or  uncertain 

10 

17 

TABLE  III.  Incidence  (per  cent)  and  type  of  arrhythmias 
in  myocardial  infarction  and  infarction  with  pericarditis 

Arrhythmia 

Control 

Pericarditis 

Supraventricular 

tachyrhythmias 

19 

35 

Ventricular  tachycardia 

8 

11 

Ventricular  fibrillation 

4 

7 

Complete  heart  block 

4 

3 

Asystole 

3 

2 

Total 

38 

58 

on  their  x-ray  films  compared  with  11  per  cent  of 
the  controls.  This  was  not  a significant  differ- 
ence. 

The  incidence  and  type  of  arrhythmias  are 
shown  in  Table  III.  Major  arrhythmias  were 
present  in  both  groups.  The  patients  with  peri- 
carditis had  a higher  incidence  of  arrhythmias, 
but  no  temporal  relationship  between  the  devel- 
opment of  the  rhythm  disturbance  and  the  onset 
of  the  pericardial  friction  rub  was  observed.  Su- 
praventricular tachyrhythmias  occurred  approxi- 
mately twice  as  often  in  the  pericarditis  group  as 
has  been  noted  by  others. - 

Higher  peak  levels  of  serum  enzymes  developed 
in  patients  with  pericarditis  compared  with  the 
controls,  but  no  diagnostic  pattern  was  discern- 
ible. There  appeared  to  be  no  significant  differ- 
ence regarding  the  duration,  symptoms,  and  clini- 
cal findings  or  ultimate  mortality  rate  based  on  the 
enzyme  levels  observed. 

Of  the  106  patients  with  pericarditis,  92  initially 
received  anticoagulant  therapy.  It  was  discontin- 
ued in  68  when  the  friction  rub  was  noted. 
Twenty-four  patients  were  continued  on  anti- 
coagulants until  discharged  from  the  hospital. 
There  were  no  secondary  hemorrhagic  complica- 
tions, pericardial  hemorrhage,  or  tamponade  in 
these  patients.  Although  small  in  number,  not  a 
single  death  occurred  in  this  subgroup  of  24  pa- 
tients during  the  hospital  stay. 

Of  the  106  patients  with  pericarditis,  18  died 
while  in  the  hospital,  a mortality  rate  of  17  per 
cent.  Of  the  remaining  1,178  patients  with  acute 
myocardial  infarction,  120  died  during  the  study 
period,  the  mortality  rate  being  approximately  10 
per  cent.  A comparison  of  the  mortality  rates  of 
the  group  with  pericarditis  and  the  remaining  pa- 
tients was  not  considered  significant  because  of 
the  small  sample  size. 
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Comment 

The  frequency  of  pericarditis  in  acute  myocar- 
dial infarction  varies  widely  (Table  I).  The  inci- 
dence reported  here  (8.25  per  cent)  is  approxi- 
mately that  quoted  by  Thadani  et  al.A  A friction 
rub  developed  in  all  of  the  patients  in  the  series 
within  the  first  four  days  of  hospitalization.  Au- 
dible components  of  friction  rub  were  heard  up  to 
six  days  in  77  per  cent  and  for  ten  days  in  the  re- 
maining 23  per  cent.  There  was  no  recurrence  of 
a friction  rub  after  disappearance  in  any  of  the 
patients  during  an  average  hospital  stay  of  seven- 
teen days.  The  13  patients  in  whom  the  rub  was 
present  on  the  first  day  of  hospitalization  repre- 
sent a unique  group.  Classically,  pericardial  fric- 
tion rubs  are  described  as  occurring  two  to  three 
days  following  the  onset  of  myocardial  infarction 
and  may  only  last  for  a few  hours  or  persist  for 
three  days.5  Indeed,  if  the  rub  remains  audible 
for  six  days  or  more,  one  should  consider  Dres- 
sier’s  syndrome  in  the  differential  diagnosis.1 
With  Dressler’s  syndrome,  however,  the  pericar- 
dial friction  rub  should  occur  later  or  reappear 
after  disappearance.  The  typical  pain  of  pericar- 
ditis, a febrile  reaction,  diffuse  pulmonary  infil- 
trates on  chest  roentgenograms,  and  rapid  re- 
sponse to  aspirin  or  steroids  help  confirm  the  clin- 
ical suspicion.  This  pattern  and  sequence  were 
not  observed  in  this  group,  and  the  diagnosis  of 
Dressler’s  syndrome  does  not  appear  to  be  justi- 
fied solely  on  the  duration  of  audibility  of  the  fric- 
tion rub. 

Of  the  13  patients  in  whom  the  rub  was  heard 
on  the  first  day,  10  were  treated  with  electric 
countershock  as  a part  of  an  emergency  or  resusci- 
tation measure  when  they  came  with  major  ar- 
rhythmias to  the  emergency  room  or  on  admission 
to  the  coronary  care  unit.  Direct-current  coun- 
tershock has  not  been  known  to  produce  a pericar- 
dial friction  rub.  The  trauma  of  cardiac  massage 
was  probably  unrelated  to  the  development  of 
friction  rub.  Thadani  et  al .4  have  reported  6 pa- 
tients in  whom  friction  rub  developed  following 
defibrillation  and  resuscitation  for  ventricular  fi- 
brillation, but  the  relationship  of  the  rub  to  the 
onset  of  infarction  and  hospital  admission  was  not 
specified.  They  proposed  that  the  pericardial 
friction  rub  was  coincidental  and  not  etiologically 
related  to  the  rhythm  disturbance  or  its  method  of 
treatment.  It  is  also  possible  that  the  first  day  of 
hospitalization  was  not  the  first  day  of  infarction 
in  this  study.  Actual  infarction  may  have  oc- 
curred silently.  Alternately,  the  increasing  pain 
of  the  pericardial  inflammatory  response  may 
have  prompted  the  patient  to  seek  medical  atten- 
tion had  the  initial  pain  of  infarction  been  of  less- 
er intensity.  Delay  in  admission  to  the  hospital 
did  not  seem  to  be  a significant  fact  in  the  series 
and  does  not  explain  the  incidence  of  friction  rubs 
noted  on  the  first  day. 


As  noted  in  Table  II,  45  per  cent  of  patients 
with  pericarditis  had  anterior  wall  infarction,  and 
38  per  cent  had  inferior  wall  infarction.  This  ob- 
servation was  made  originally  by  Rosenbaum  and 
Levine  in  1941-  when  they  noted  that  the  presence 
of  a pericardial  friction  rub  was  not  necessarily  re- 
lated to  the  site  of  infarction.  The  electrocardio- 
grams interpreted  as  showing  “combined”  or  “un- 
certain” anatomic  location  of  the  infarction  may 
have  been  the  result  of  S-T  segment  changes  of 
pericarditis  superimposed  on  those  of  acute  myo- 
cardial infarction.  The  interpretation  of  the  elec- 
trocardiogram without  clinical  knowledge  of  the 
patient  probably  contributed  to  some  degree  of 
uncertainty  regarding  location  and  extent  of  in- 
farct. Higher  degree  and  longer  duration  of  fever, 
higher  serum  enzyme  levels,  the  increased  inci- 
dence of  pulmonary  edema,  and  arrhythmias  oc- 
curring in  patients  with  acute  myocardial  infarc- 
tion with  pericarditis  may  be  suggestive  of  a more 
extensive  area  of  infarction  as  recognized  by  Ro- 
senbaum and  Levine.2 

Although  the  symptoms  and  finding  are  appar- 
ently more  severe,  the  ultimate  hospital  mortality 
rate  in  the  pericarditis  group  was  not  significantly 
different  from  that  of  the  remaining  patients.  It 
is  of  interest  that  the  small  subgroup  of  24  pa- 
tients with  a pericardial  friction  rub  in  whom 
anticoagulant  therapy  was  continued  did  not  de- 
velop hemorrhagic  pericardial  effusion,  although 
this  complication  has  been  reported  by  Fell  et  al.6 
and  Miller.7  Our  experience  is  similar  to  that  re- 
ported previously  by  others  in  which  57  per  cent  of 
patients  with  pericarditis  in  acute  myocardial  in- 
farction were  continued  on  anticoagulant  therapy 
with  no  complications.4  It  would  appear  that  the 
development  of  pericarditis  during  the  early 
course  of  acute  myocardial  infarction  is  not  neces- 
sarily an  indication  that  anticoagulant  therapy 
should  be  withheld.  The  inhospital  prognosis  of 
patients  with  acute  myocardial  infarction  does  not 
seem  to  be  significantly  altered  by  the  develop- 
ment of  pericarditis,  its  secondary  manifestations, 
or  its  duration. 

The  subsequent  course  of  patients  with  pericar- 
ditis developing  during  the  course  of  acute  myo- 
cardial infarction  may  make  the  documentation 
and  appreciation  of  the  process  more  than  casu- 
ally interesting.  With  the  advent  of  coronary  ar- 
tery surgery,  these  patients  may  in  the  future  be- 
come candidates  for  operative  repair.  In  several 
patients  selected  on  the  basis  of  coronary  angiog- 
raphy for  operative  treatment,  the  previous  peri- 
cardial inflammatory  process  resulted  in  signifi- 
cant fibrous  adhesions,  rendering  more  difficult 
but  not  prohibiting  the  identification,  dissection, 
and  repair  of  the  coronary  circulation.  Review  of 
previous  records  for  documentation  of  pericarditis 
would  be  of  value  in  the  surgical  candidate  who 
has  had  previous  myocardial  infarction.  The  ap- 
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predation  of  future  developments  in  coronary  ar- 
tery surgery  suggests  that  the  pericarditis  of  acute 
myocardial  infarction  should  be  well  documented, 
recorded,  and  not  regarded  as  part  of  the  natural 
course  of  acute  myocardial  infarction. 
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Spring  Session 


The  Spring  meeting  of  the  New  York  Society  for 
Thoracic  Surgery  was  held  on  May  18,  1972,  at 

Saphenous  Vein 
Coronary  Artery 
Pressure  Flow 
Measurement 

Simple  operating  room  method 

CHARLES  MERKER,  M.D.* 

EDWARD  PARODI,  M.D.* 

FREDRICK  O.  BOWMAN,  M.D. 

JAMES  R.  MALM,  M.D. 

KEITH  REEMTSMA,  M.D. 

New  York  City 

From  the  Department  of  Surgery,  Columbia  University 
College  of  Physicians  and  Surgeons.  Columbia- 
Presbyterian  Medical  Center 

A study  was  undertaken  to  correlate  direct 
pressure-flow  measurements  through  the  proximal 
saphenous  vein  graft  after  coronary  artery  anasto- 
mosis with  subsequent  electromagnetic  flow  mea- 
surements. 

Ten  patients  underwent  one  or  multiple  saphe- 
nous vein  bypass  grafts.  A total  of  16  grafts  were 
measured.  After  distal  anastomosis  of  a graft  was 
completed,  oxygenated  blood  was  passed  through 
the  graft  using  a roller  pump  system,  and  an  esti- 
mation of  maximal  graft  flow  at  peak  pressure  (90 
mm.  Hg)  was  obtained.  External  electromagnetic 
flow-probe  measurements  were  carried  out  simul- 
taneously and  repeated  after  the  proximal  anasto- 
mosis was  completed  and  again  ten  and  sixty 
minutes  after  cardiopulmonary  bypass.  Response 
*By  invitation. 


the  Harkness  Research  Building  of  The  New  York 
Hospital. 

to  papaverine,  5 to  15  mg.  injected  directly  into 
the  graft,  was  measured. 

The  correlation  of  maximum  direct-flow  cardio- 
pulmonary bypass  roller  pump  compared  with  si- 
multaneous flow  electromagnetic  flow  system  was 
greater  than  95  per  cent.  In  6 of  the  10  cases 
papaverine  resulted  in  an  average  flow  increase  of 
39.2  per  cent  which  was  measured  by  both  sys- 
tems. In  all  cases  predicted  maximum  graft  flow 
was  not  exceeded  by  flow  measured  sixty  minutes 
after  completion  of  cardiopulmonary  bypass.  An 
ideal  flow  versus  pressure  curve  was  obtained  from 
the  roller  pump  system  for  each  graft,  and  this 
was  found  to  be  a dependable  predictive  value  of 
flow  once  the  patient  was  off  cardiopulmonary  by- 
pass. 

The  ideal  flow-pressure  curve  as  determined  by 
the  cardiopulmonary  bypass  roller  pump  system 
appears  to  be  a good  index  of  potential  flow  ca- 
pacity of  the  coronary  vascular  bed. 

Discussion 

George  Robinson,  M.D.,  The  Bronx,  New 
York.  I have  not  had  time  to  consider  your  pre- 
sentation yet,  but  the  question  that  occurs  to  me 
is  whether  or  not  in  any  way  you  can  with  this 
low-pressure  curve  differentiate  between  a techni- 
cal problem  or  a problem  peripheral  to  an  anasto- 
motic site. 

Dr.  Merker:  I do  not  think  you  can  differen- 

tiate between  a technical  problem  at  the  distal 
anastomosis  or  a high  vascular  resistance  distal  to 
that  anastomosis.  You  can  determine  whether 
there  is  a technical  problem  at  the  proximal  anas- 
tomosis; since  once  the  flow-pressure  curve  for  a 
graft  is  constructed,  it  can  be  used  to  predict  flow 
at  any  given  mean  arterial  pressure.  Consequent- 
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ly,  if  a flow-probe  recording  after  completion  of 
the  proximal  anastomosis  falls  beneath  the  flow 
value  predicted  by  the  respective  flow-pressure 
curve,  one  can  assume  an  inadequate  proximal 
anastomosis. 

Robert  Frater,  M.D.,  The  Bronx , New  York. 
Can  you  tell  me  what  the  occlusiveness  is  of  the 
roller  pump?  It  was  not  quite  clear  to  me  exactly 
where  you  were  measuring  the  pressure. 

Dr.  Merker:  The  roller  pump  is  100  per  cent 
occlusive  up  to  150  mm.  Hg.  Pressure  is  mea- 
sured off  the  coronary  cannula  tubing  with  a pres- 
sure transducer. 

Dr.  Frater:  Are  those  pressure  numbers  de- 

rived from  an  assumed  drop  across  your  perfusion 
cannula? 

Dr.  Merker:  No.  Those  pressures  were  con- 

sidered to  be  an  average  estimate  of  the  mean 
pressure  within  the  system,  not  considering  a de- 
gree of  drop  across  the  cannula  tubing. 

Dr.  Frater:  It  is  interesting  then  that  your 

mean  arterial  pressure  subsequently  should  have 
correlated  apparently  precisely  with  those  mea- 
sures, because  I would  not  have  expected  them  to 
bear  necessarily  any  relationship. 

Dr.  Merker:  Initially  we  did  not  know  wheth- 
er or  not  there  would  be  a definite  relationship, 
and  it  was  interesting  to  us  also  to  find  that  this 
relationship  existed  and  to  such  a significant  de- 
gree. 

Dr.  Frater:  Have  you  used  an  absolutely  con- 
stant system  of  cannulation? 

Dr.  Merker:  Yes.  The  system  of  cannulation 
is  unchanged  from  case  to  case. 

Hugh  Fitzpatrick,  M.D.,  New  York  City. 
This  would  be  terribly  important.  Anyone  else 
trying  to  use  the  system  might  not  be  able  to 
achieve  the  same  results  as  you  unless  they  use 
the  same  system. 

Dr.  Robinson:  It  was  my  understanding  that 

the  first  measurements  prior  to  the  performance  of 
the  proximal  anastomosis  were  done  in  some  in- 
stances in  the  fibrillating  heart  and  in  some  in- 
stances with  the  cold  heart.  I am  surprised  that 
these  correlate  also  with  the  beating  heart  which 
is  then  warmed.  How  do  you  explain  that?  Ordi- 
narily you  would  expect  peripheral  resistances  to 
be  altered  by  the  tonic  state  of  the  fibrillating 
heart  and  its  cold  condition. 

Dr.  Merker:  A possibility  is  that  one  is  forc- 

ing a fixed  volume  of  blood  through  a relatively 
pathologic,  noncompliant  vascular  network.  In 
such  a situation  one  might  not  expect  alterations 
within  the  myocardial  wall  to  produce  appreciable 
variance  in  blood  flow. 

Voice:  Were  the  low-flow  grafts  patent  later 

on?  Did  you  have  a chance  to  check  into  that? 

Dr.  Merker:  Long-term  follow-up  is  still  in 

progress. 

William  Cook,  M.D.,  The  Bronx,  New  York. 


Do  you  have  any  explanation  why  the  curves 
were  different?  All  of  the  right  coronaries  were  in 
one  group,  and  all  of  the  left  coronaries  and  the 
circumflex  were  in  the  other. 

Dr.  Merker:  The  next  to  last  slide  showed  an 
even  distribution  of  flow  and  curve  types  in  the 
right  coronary,  left  anterior  descending,  and  cir- 
cumflex systems.  Flow  magnitude  and  flow-pres- 
sure curve  shape  appears  to  be  dependent  on  the 
degree  of  peripheral  vascular  resistance. 

Dr.  Cook:  I asked  because  one  wonders 

whether  or  not  the  right  system  may  accept  flow 
more;  it  may  be  different. 

Voice:  Could  you  estimate  on  the  angiogram 

what  the  final  flow  might  be? 

Dr.  Merker:  One  can  get  an  estimate  from  the 
angiogram.  In  the  case  shown  in  which  the  cap- 
tion for  the  angiogram  read  “significant  occlusion 
of  the  right  coronary  artery  distal  to  the  acute 
marginal  branch,  with  a large  posterior  descend- 
ing vessel  and  a high  degree  of  run  off,”  we  ob- 
tained a flow-pressure  curve  typical  for  this  situa- 
tion, namely,  high  flow  at  low  pressures  with  no 
evident  plateau  of  the  curve  at  100  mm.  Hg.  In 
the  other  case  in  which  the  caption  for  the  angio- 
gram described  “severe  triple  vessel  disease  with 
diffuse  narrowing  throughout  and  poor  run  off,” 
the  respective  flow-pressure  curves  disclosed  ex- 
tremely low  flow  at  high  pressure  states. 

Dr.  Frater:  How  long  does  it  take  to  do  one  of 
these  flow  curves? 

Dr.  Merker:  A very  short  period  of  time. 

Dr.  Frater:  How  long  do  you  run  at  each 

rate? 

Dr.  Merker:  At  each  rate  you  run  perhaps  fif- 
teen or  twenty  seconds. 

Dr.  Frater:  You  must  define  more  precisely 

your  occlusiveness.  “One  hundred  per  cent”  real- 
ly does  not  mean  very  much. 

Dr.  Malm:  Up  to  150  mm.  Hg  before  precali- 

bration. 

John  E.  Hutchinson,  III,  M.D.,  New  York 
City.  A very  simple  technic  that  I use  in  the 
operating  room  to  measure  vein-graft  runoff  resis- 
tance is  first  to  pass  a probe  through  the  vein  cor- 
onary anastomosis  to  prove  patency  and  then  to 
hand  inject  from  a 20-cc.  blood-filled  syringe  into 
the  vein.  After  developing  an  aptitude  for  hand 
injections,  one  can  then  semiquantitatively  judge 
the  run  off  adequacy  of  the  recipient  coronary  vas- 
cular bed.  If  the  resistance  is  very  high  and  the 
anastomosis  is  easily  proved  patent,  one  should 
then  consider  constructing  a vein  graft  to  another 
site  in  the  coronary  distribution  involved. 

Dr.  Frater:  There  is  an  easier  way  of  doing  it 
than  that.  If  you  occlude  the  proximal  end  and 
squeeze  it  with  your  fingers,  the  vein  grafts  with 
poor  runoff  are  immediately  obvious. 

Robert  G.  Carlson,  M.D.,  New  York  City. 
Regarding  technical  factors,  when  I first  per- 
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formed  coronary  anastomoses  I believed  that  every 
suture  had  to  be  perfect,  and  we  ran  all  the  su- 
tures. Now  we  place  three  interrupted  sutures  at 
each  end  of  the  coronary  artery-vein  graft  anasto- 
mosis and  place  running  sutures  on  each  side. 
The  ends  are  usually  excellent  because  we  can 
see  each  stitch  perfectly,  and  the  sides  do  not  leak 
because  we  take  big  bites. 

The  pressure-flow  study  just  presented  is  excel- 
lent. It  is  good  to  document  flows  by  angiography 
or  flow  meter,  so  that  later  on  when  the  grafts 
may  or  may  not  be  open,  we  will  at  least  know 
why.  Grafts  with  a 20-cc.  flow  certainly  should 
not  be  attempted  if  they  become  occluded  later. 
If  100  cc.  per  minute  flow  was  measured  at  oper- 
ation and  an  early  study  showed  occlusion,  it 
would  be  worthwhile  to  reoperate  immediately. 

Dr.  Malm:  We  thought  this  was  a very  excit- 
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Orthotopic  aortic  valve  homotransplantation 

has  been  under  evaluation  by  several  groups  since 
Ross1  and  Barratt-Boyes2  first  demonstrated  the 
clinical  feasibility  of  the  method  a decade  ago. 
The  hemodynamic  feature  of  central  flow,  to- 
gether with  the  virtual  elimination  of  thromboem- 
bolic risk  and  need  for  chronic  anticoagulation, 
gave  the  operation  instant  appeal.  Enthusiasm, 
however,  has  always  been  tempered  by  concern  re- 
garding the  ultimate  fate  of  the  homograft  valve. 
In  the  mid-1960s  we  undertook  a series  of  aortic 
valve  homograft  replacements  in  50  individuals. 
Earlier  reports  have  optimistically  appraised  the 
course  of  these  patients  at  eleven  and  twenty-four 
months.3,4  We  are  now  submitting  our  experience 
with  those  45  patients  whose  follow-up  extends 
from  four  and  one-half  to  six  years. 


ing  study  because  we  started  out  trying  to  get  an 
estimate  of  flow,  and  it  became  quite  apparent 
that  we  could  construct  a pressure-volume  curve 
for  a given  coronary  artery.  If  final  flow  with  flow 
meter,  which  correlated  almost  100  per  cent  with 
the  roller  pump,  fell  outside  that  curve,  there  was 
something  wrong.  This  is  a simple  technic  and  is 
available  any  place  in  the  world  where  they  do  not 
have  square-wave  flow  meters  to  assess  their  in- 
stallment before  they  complete  it.  It  is  a very  sim- 
ple, easy  way  to  predict  what  your  final  result  will 
be.  There  is  no  question  about  it,  if  angina  recurs 
and  you  have  had  bad  pressure  flow,  I think  ev- 
erybody now  agrees  you  should  not  reoperate.  So 
it  is  something  else;  it  has  prognostic  value. 

The  following  report  will  be  given  in  its  entire- 
ty. 


Methods 

Aortic  valves  were  harvested  unsterile  from  un- 
selected donors  up  to  twelve  hours  following 
death.  After  calibration,  the  valves  were  pack- 
aged in  polyethylene  bags  and  sterilized  by 
subjecting  them  to  short  exposures  of  high-voltage 
electron  beam  irradiation  as  described  by  Meeker 
and  Gross.5  They  were  then  stored  at  —70°  C. 
until  used.  Seventy-five  per  cent  of  the  patients 
were  males,  all  were  symptomatic,  and  ages 
ranged  from  twenty-one  to  seventy-five  years,  40 
per  cent  being  over  sixty.  All  those  selected  for 
operation  had  isolated  aortic  valve  disease  or  asso- 
ciated mitral  valve  disorders  that  could  be  re- 
paired without  valve  replacement.  The  operative 
technic  employed  has  been  described  previous- 

ly.3.4,6 

Results 

Operative  deaths.  Six  patients,  or  13  per  cent, 
did  not  survive  surgery.  As  can  be  seen  from 
Table  I,  all  deaths  were  technically  related,  and  in 
none  could  failure  be  attributed  to  the  use  of  bio- 
logic material.  Infection  did  not  play  a role  in 
any  operative  death. 

Late  deaths.  There  have  been  14  late  deaths 
among  the  39  survivors,  a late  mortality  rate  of  36 
per  cent  (Table  II).  In  4 patients  the  deaths  were 
noncardiac.  Homograft  failure,  however,  ac- 
counted for  one  half  of  the  late  deaths  and  was 
contributory  in  1 additional  patient.  In  the  ab- 
sence of  infection,  those  patients  with  valve  failure 
survived  an  average  of  forty-one  months.  Severe 
aortic  insufficiency  and  graft  degeneration  were 
present  in  all  those  with  failing  homografts.  Once 
clinical  deterioration  developed  in  patients  with  a 
failing  graft,  an  accelerated  decline  was  the  gener- 
al rule.  Sudden  unexpected  death  of  unknown 
cause  occurred  in  3 patients  at  ten,  thirty-six,  and 
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TABLE  i.  Aortic  homograft  operative  deaths 


Pa-  Age 
tient  (years) 

Diagnosis 

Cause 

1 

69 

Aortic  stenosis 

Cerebral  and  renal 
calcific  emboli 

2 

49 

Aortic  stenosis 

Hemorrhage  from 
aortic  root 

3 

62 

Aortic  stenosis 

Hemorrhage  from 
left  ventricular 
vent 

4 

49 

Aortic  insuffi- 
ciency 

Prolonged  opera- 
tive repair  of 
iatrogenic  ven- 
tricular septal 
defect 

5 

69 

Aortic  stenosis 

Ventricular 

fibrillation 

6 

66 

Aortic  stenosis 

Massive  left  ven- 
tricular infarc- 
tion 

forty-one  months.  These  patients  were  consid- 
ered to  have  been  in  good  condition,  but  2 did 
have  hemodynamically  insignificant  aortic  dia- 
stolic murmurs. 

Reoperations.  Eight  patients,  or  20  per  cent  of 
those  surviving  operation,  were  reoperated  on  to 
remove  the  existing  homograft  because  of  clinical 
deterioration  related  to  degenerative  changes  or 
infection  of  the  graft.  Two  of  these  patients  died 
following  the  replacement  of  their  tissue  valve 
with  a ball-valve  prosthesis.  In  the  reoperated 
group  3 patients  had  stenosis  of  the  homograft,  all 
had  valves  that  were  insufficient,  and  2 patients 
had  infected  valves.  Those  patients  without  in- 
fection enjoyed  a period  of  clinical  improvement 
for  an  average  of  thirty-nine  months  and  those 
with  infection  an  average  of  six  months  before  evi- 
dence of  failure  was  noted.  Failure  from  this 
point  on  was  sufficiently  abrupt,  so  that  within  an 
average  of  seven  months  these  patients  required 
homograft  replacement.  Patients  with  subacute 
bacterial  endocarditis  required  homograft  replace- 
ment within  an  average  of  five  months.  The  av- 
erage duration  of  homograft  implantation  in  the 
noninfected  patients  was  forty-six  months.  In  the 
2 patients  with  acquired  valvulitis,  the  homograft 
was  replaced  within  a year. 

Total  valve  failure  rate.  The  total  valve-fail- 
ure rate  was  15  and  represented  39  per  cent  of  the 
39  patients  leaving  the  hospital.  The  valve-fail- 
ure group  includes  those  patients  dead  of  homo- 
graft malfunction,  those  whose  failing  grafts  were 
replaced  to  avert  such  a disaster,  and  a single  liv- 
ing patient  with  a failing  graft  who  refused  sur- 
gery. In  Table  III  are  shown  the  pathologic  find- 
ings among  the  12  patients  whose  grafts  were  re- 
covered at  operation  or  autopsy.  Calcification  of 
the  valve  cusps  was  present  in  9 subjects,  5 of 
whom  had  marked  craggy  deformities.  Central 
leaks  due  to  leaflet  contracture  and  destruction 
were  seen  6 times.  Cusp  perforation  was  encoun- 


TABLE  II.  Aortic 

homograft— late 

deaths 

Number  of 

Average 

Survival 

Cause 

Patients 

(Months) 

Noncardiac 

4 

14 

Valve  failure 
without 

infection 

4 

41 

Valve  failure 

with  SBE* 

3 

13 

Undetermined 

3 

29 

* Subacute  bacterial  endocarditis. 


TABLE  III.  Homograft  failure — pathologic  findings  in  12 
recovered  specimens 


Number 

of 

Pathologic  Findings  Patients 


Calcification 

Marked  5 

Moderate  4 

Leaflet  contracture  and  attenuation 

with  central  leak  6 

Cusp  perforation  5 

Vegetations  containing  organisms  4 

Peripheral  leak  3 

Cusp  prolapse  2 

Cusp  rupture  1 


tered  5 times,  and  active  endocarditis  was  the 
cause  in  4 of  these  patients.  Peripheral  leaks  and 
cusp  prolapse  were  seen  3 and  2 times,  respective- 
ly. Cusp  rupture  was  seen  but  once. 

Surviving  patients  with  original  homograft. 
Nineteen  patients  survived  at  four  and  one-half 
to  six  years  with  their  original  homografts  func- 
tioning. This  represents  49  per  cent  of  the  39  pa- 
tients surviving  surgery.  Those  without  cardiac 
symptoms  or  important  aortic  insufficiency,  carry- 
ing on  full  activity  for  their  age  off  cardiotonic 
drugs,  are  considered  to  have  an  excellent  result 
(11  cases).  Those  clinically  improved  with  a de- 
crease in  heart  size,  but  who  continue  to  require  a 
cardiotonic  regimen  are  graded  as  good  (7  cases). 
Severely  symptomatic  patients  manifesting  heart 
failure,  myocardial  ischemia,  or  infection  are  con- 
sidered poor  results  of  therapy  (1  case).  As  can 
be  seen  with  1 exception  these  current  survivors 
are  enjoying  an  ‘excellent  or  good  clinical  status  in 
the  extended  follow-up  period. 

Aortic  diastolic  murmurs  are  present  in  two 
thirds  of  these  surviving  patients.  In  2 the  mur- 
murs were  noted  prior  to  hospital  discharge,  indi- 
cating a technical  failing  at  operation.  In  the  re- 
maining subjects  murmurs  have  developed  at  dif- 
fering intervals  in  the  postoperative  period,  gener- 
ally less  than  one  year.  Of  significance  is  the  un- 
usually late  appearance  of  aortic  diastolic  mur- 
murs in  3 symptom-free  patients  at  twenty-two, 
thirty-two,  and  forty-nine  months.  Excepting  the 
patient  considered  a poor  result,  all  surviving  pa- 
tients with  aortic  insufficiency  were  either  in  ex- 
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cellent  or  good  condition,  and  the  murmurs  were 
hemodynamically  unimportant  when  first  detect- 
ed. In  2,  however,  diastolic  murmurs  assumed 
hemodynamic  significance  at  thirty-one  and  forty- 
eight  months,  and  in  a third,  calcification  of  the 
homograft  was  noted  on  x-ray  film  at  forty-seven 
months. 

Comment 

Key  determinants  in  the  long-term  integrity  of 
these  valves  are  technical  excellence  in  the  operat- 
ing room  and  the  method  that  is  used  for  graft 
procurement,  sterilization,  and  storage.  In  earlier 
Reports  we  have  expressed  enthusiasm  with  the 
successful  function  and  low-complication  rate 
among  this  group  of  patients  with  frozen  irradiat- 
ed homografts.  As  the  follow-up  period  has  be- 
come extended  into  the  fifth  and  sixth  years,  how- 
ever, we  are  encountering  an  alarming  incidence 
of  lethal  homograft  failure  related  to  degenerative 
changes  and  calcification  of  the  homograft.  Of 
mounting  concern  is  the  future  outlook  of  those 
clinically  well  survivors  with  the  original  homo- 
graft in  place.  It  is  among  just  such  individuals 
that  clinical  reversals  are  developing  after  long  pe- 
riods of  well-being.  The  onset  of  cardiac  symp- 
toms is  generally  heralded  by  evidence  of  lately 
acquired  or  increasing  aortic  insufficiency  or  by 
the  development  of  aortic  stenosis.  In  this  situa- 
tion prompt  replacement  of  the  graft  is  advised. 

Since  January,  1968,  we  have  had  experience 
with  142  patients  using  the  cloth-covered  Starr- 
Edwards  aortic  valve.  Although  the  follow-up  pe- 
riod is  shorter  than  with  the  homograft  series,  the 
operative  mortality  rate  has  been  9.3  per  cent,  the 
late  mortality  rate  8.5  per  cent,  and  the  throm- 
boembolic rate  4.2  per  cent.  Moreover  the  pa- 
tients with  embolic  episodes  have  experienced 
only  transient  difficulties.  There  have  been  no 
permanent  neurologic  effects  and  only  rare  recur- 
rences. All  living  patients  actively  pursue  their 
normal  vocations. 

We  are  aware  of  and  acknowledge  the  success 
that  other  groups  are  reporting  with  the  use  of 
fresh  or  viable  homograft  valves  stored  in  antibi- 
otic solution.7-9  Nonetheless,  in  view  of  our  expe- 
rience with  the  frozen  irradiated  value,  and  when 
considering  the  problems  associated  with  the  rou- 
tine use  of  fresh  aortic  valve  homografts,  we  cur- 
rently advocate  advanced  design  prosthetic  valve 
replacement  for  routine  use  in  the  aortic  position. 
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Discussion 

Marion  I.  Ionescu,  M.D.,  Leeds,  England.  I 
enjoyed  very  much  the  clear  and  exact  presenta- 
tion by  Dr.  Beach  of  the  long-term  results  of  pre- 
served aortic  homograft  valve  replacement.  I am 
familiar  with  the  work  of  Dr.  Beach,  Dr.  Bowman, 
and  Dr.  Malm  and  their  important  contribution 
in  this  field.  Sopie  authors  report  acceptable  re- 
sults while  others  are  dissatisfied  with  the  pre- 
served aortic  homograft.  The  discrepancy  in  re- 
sults may  be  explained  by  two  facts:  technical 

perfection  in  valve-graft  insertion  and  the  manner 
in  which  it  was  preserved. 

For  good  function  the  valve  graft  must  not  only 
be  perfect,  it  must  also  be  inserted  in  such  a way 
as  to  maintain  its  perfect  geometry.  This  is  not 
always  possible  when  trying  to  adapt  an  aortic 
valve  from  one  heart  into  the  distorted  aortic 
annulus  of  another  individual.  The  high  inci- 
dence of  postoperative  diastolic  murmurs  reported 
by  several  groups  supports  this  viewpoint.  The 
majority  of  technics  for  graft  preservation  alter 
the  basic  structure  of  the  connective  tissue  ren- 
dering it  vulnerable  to  the  repeated  strain  and 
stresses  in  the  subcoronary  position. 

I should  like  to  illustrate  these  two  points  with 
our  experience  with  another  type  of  tissue-valve 
graft.  Since  April,  1969,  we  have  used  frame-sup- 
ported valve  grafts  made  of  autologous  or  homolo- 
gous fascia  lata  or  of  heterologous  pericardium  to 
replace  the  aortic  valve  in  80  patients,  the  mitral 
in  84,  the  tricuspid  in  6,  the  mitral  and  aortic  in 
11,  and  the  mitral  and  tricuspid  in  2 patients. 

The  follow-up  of  159  hospital  survivors  extends 
from  six  to  thirty-six  months.  A complex  analysis 
of  these  cases  has  shown  differences  in  long-term 
results  between  patients  with  aortic  and  those 
with  mitral  or  multiple-valve  replacement.  In  the 
aortic  position  there  has  not  been  graft  failure  or 
graft  dysfunction,  while  in  the  mitral  valve  re- 
placement group  graft  failure  has  occurred  in  5 in- 
stances. In  every  case  one  or  two  cusps  of  the 
graft  were  shrunken  and  thickened,  rendering  the 
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graft  incompetent.  To  elucidate  the  cause  of  this 
phenomenon  in  vitro  hydrodynamic  studies  were 
performed  on  these  grafts.  We  have  found  that 
the  closure  mechanism  and  the  competence  of  the 
grafts  are  satisfactory. 

The  opening  characteristics  of  the  grafts  are  de- 
pendent on  the  quality  of  the  tissue  used  (thick- 
ness, pliability,  and  elasticity)  and  on  the  techni- 
cal perfection  in  their  fabrication.  Inequalities  in 
physical  characteristics  or  inaccuracies  in  con- 
struction or  insertion  may  produce  a sequential 
opening  of  the  cusps.  One  of  the  cusps  may  not 
open  completely  in  the  low-pressure  system  in  the 
atrioventricular  position,  especially  at  flow  rates 
below  1.5  L.  per  minute.  If  function  is  not  main- 
tained, a living  structure  made  of  connective  tis- 
sue will  fibrose  and  thicken,  rendering  the  graft 
incompetent.  In  the  aortic  position  the  forceful 
ejection  of  the  left  ventricle  and  the  smaller  sur- 
face over  the  valve  ensure  a complete  opening  of 
all  three  cusps  even  at  low-flow  rates  and  even  for 
grafts  of  less  perfect  shape  and  structure. 

Massive  Atrial 
Thrombus 

A lethal  disease 


ROBERT  W.  M.  FRATER,  M.D. 

The  Bronx,  New  York 

KWANG-DUCK  YOU,  M.D.* 

The  Bronx,  New  York 

ALPHONZO  JORDAN,  M.D.* 

The  Bronx,  New  York 

From  the  Departments  of  Surgery  and  Medicine,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University 

Massive  atrial  thrombus  occupying  most  of  the 
atrial  volume  was  present  in  14  patients,  and  less 
massive  thrombus  but  covering  the  whole  atrial 
wall  was  present  in  3.  Eight  had  previous  sys- 
temic embolism.  Sixteen  were  fibrillating,  but  1 
had  sinus  rhythm.  Nine  were  given  anticoagu- 
lants. Fourteen  were  in  Classes  III  or  IV  (average 
time  since  onset  of  congestive  failure  seven  and 
one-half  years).  All  had  dominant  stenosis  except 
1 with  a valve  replacement.  Nine  had  opening 
snaps.  Sixteen  had  pulmonary  hypertension  (sys- 
tolic pressure  65  to  135  mm.  Hg).  Atrial  angiog- 
raphy was  not  done.  No  features  in  history  or 
findings  suggested  massive  size  of  these  thrombi. 

At  surgery  pulmonary  veins  were  distinctly 
blocked  in  10  patients.  In  7 or  17  patients 
commissurotomy  was  done  with  1 death  (bilateral 

*By  invitation. 


Because  of  these  observations  we  now  favor  the 
use  of  devitalized  tissue  preserved  in  glutaralde- 
hyde.  The  valves  are  constructed  in  the  laboratory 
using  the  greatest  care  and  accuracy.  Glutaral- 
dehyde  produces  permanent  cross  linkage  at  the 
molecular  level,  increasing  the  durability  of  the 
tissue. 

Speculating  on  the  long-term  results  with  aortic 
homografts,  it  is  probable  that  technical  imperfec- 
tions in  valve  graft  insertion  predispose  to  mal- 
function; and  when  the  physical  properties  of  the 
graft  are  altered  by  electron-beam  radiation,  graft 
dysfunction  and  failure  may  occur. 

Robert  G.  Carlson,  M.D.,  New  York  City. 
What  is  the  indication  for  valve  homografts 
today? 

Dr.  Beach:  We  do  not  use  homografts  and 

have  not  for  about  two  years. 

161  Fort  Washington  Avenue 
New  York,  New  York  10032 
(DR.  BEACH) 

pneumonia,  no  autopsy).  On  anticoagulation 
therapy  no  embolism  has  occurred. 

Nine  of  17  patients  had  mitral  valve  replace- 
ments. Four  died  because  of  (1)  postoperative 
coma  and  eventual  death  with  diffuse  cerebral 
emboli.  The  thrombus  had  recurred;  (2)  recur- 
rent thrombus  in  three  weeks  blocking  pulmonary 
veins.  Reoperation  resulted  in  bilateral  diffuse 
emboli  and  death  in  three  weeks;  (3)  recurrent 
thrombus  and  death  from  cerebral  embolism  at 
four  months.  Valve  orifices  were  relatively  free  of 
thrombi  in  these  3 patients;  and  (4)  sudden  death 
at  six  months  (no  autopsy).  One  patient  has  had 
a femoral  embolus.  One  patient  with  previous 
valve  replacement  had  thrombectomy  and  reduc- 
tion atrioplasty  with  apparent  success. 

In  18  operative  removals  cerebral  embolism  re- 
sulted twice.  In  9 valve  replacements  thrombus 
was  seen  to  reform  on  raw  atrial  wall  four  times. 
Three  proved  thrombus-related  deaths  occurred 
in  9 patients  with  valve  replacement. 

The  technical  measures  necessary  to  avoid  em- 
bolism are  presented. 

Discussion 

Lari  A.  Attai,  M.D.,  The  Bronx,  New  York. 
Since  1965  when  we  abandoned  blind  manipula- 
tion of  the  heart  in  favor  of  open  technics  using 
cardiopulmonary  bypass  for  relief  of  mitral  steno- 
sis, George  Robinson,  M.D.,  and  I have  operated 
on  about  600  patients  with  mitral  stenosis  in 
whom  either  repair  or  replacement  of  the  valve 
was  done  for  isolated  mitral  valve  disease  or  in  the 
course  of  multiple-valve  surgery.  In  these  600  or 
more  patients  we  encountered  a thrombus  in  110 
cases. 
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Three  types  of  thrombi  were  found.  Forty-eight 
patients  had  clots  either  adherent  or  loosely  at- 
tached to  the  left  atrial  appendage.  In  these 
cases  thrombus  was  simply  removed,  and  at  the 
end  of  the  procedure  the  appendage  was  excluded. 
In  43  cases  we  found  thrombi  similar  to  the  type 
that  Dr.  Frater  described  in  which  the  entire  left 
atrium  was  replaced  by  either  organized  or  mushy 
and  placenta-like  clots.  In  many  of  these  cases  a 
good  plane  of  dissection  could  be  developed  be- 
tween the  left  atrial  wall  and  the  organized  por- 
tion of  the  thrombus.  In  some  cases  the  throm- 
bus grew  into  the  opening  of  the  pulmonary  veins 
which  could  be  easily  dissected  and  removed.  In 
19  patients  a thrombus  was  adherent  to  the  sep- 
tum by  a wide  base  or  on  a pedicle  or  in  some  in- 
stances was  simply  free  in  the  left  atrial  chamber. 

On  the  basis  of  this  experience,  we  have  devel- 
oped a standardized  approach  to  the  patients  in 
whom  thrombus  is  suspected  before  surgery  or  is 
encountered  during  the  operation:  (1)  A median 

stenotomy  incision  is  used  for  all  mitral  valve  sur- 
gery. (2)  We  have  used  the  superior  approach  ex- 
clusively since  1968.  Since  Dr.  Frater  emphasized 
the  importance  of  a good  exposure,  I suggest  using 
this  approach  which  allows  both  surgeon  and  as- 
sistants to  see  the  entire  chamber  including  the 
veins  and  the  interior  of  the  left  atrium  as  well  as 
the  mitral  valve  structures.  (3)  The  aorta  is  cross 
clamped,  and  the  heart  is  electively  fibrillated 
prior  to  manipulation  of  the  heart.  (4)  We  be- 
lieve that  a total  thrombectomy  is  important  to  be 
followed  by  a mechanical  cleansing  and  copious 
irrigation.  (5)  After  all  these  maneuvers,  we  then 
approach  the  valve.  At  the  conclusion  of  the  op- 
eration after  closure  of  the  atriotomy  and  while  on 
partial  bypass,  aortotomy  is  done  with  elective 
hemorrhage  of  approximately  750  to  1,000  cc.  to 
allow  any  residual  thrombi  to  escape  through  the 
aortotomy.  In  187  consecutive  cases  of  mitral 
valve  surgery  in  which  a thrombus  was  found  in 
32  instances,  we  have  had  no  thrombotic  emboli 


intraoperatively  or  postoperatively  since  the  ap- 
plication of  the  previously  mentioned  maneuvers. 
In  1 case  embolus  occurred  in  the  ostium  of  the 
left  coronary  artery  in  spite  of  all  precautions. 
This  was  recognized  and  successfully  treated  at 
the  time  of  operation.  We  have  encountered 
thrombi  in  the  right  atrium  in  5 cases  in  patients 
undergoing  mitral  valve  surgery. 

Dr.  Frater:  Of  course,  in  this  approach  you 

have  the  right  atrium  opened,  and  you  do  not 
have  to  reopen  the  atrium  to  look  for  emboli. 
There  is  no  question  that  it  is  a similar  problem 
and  not  perhaps  quite  as  potentially  lethal.  We 
have  had  some  instances  of  massive  right  atrial 
thrombus,  too,  but  a smaller  series  than  this,  and 
I did  not  want  to  emphasize  that  group  of  cases. 
I have  not  used  the  right  superior  approach 
which  is  one  of  those  things  you  have  to  try,  I sup- 
pose. 

Voice:  Try  it;  you’ll  like  it. 

Dr.  Frater:  The  Du  Bost  approach  has 

worked  well  for  me  and  has  a tremendous  advan- 
tage since  there  is  only  one  small  portion  of  atrial 
suture  line  to  worry  about  in  the  procedure.  The 
rest  of  the  suture  line  is  inside  the  right  atrium, 
and  one  has  no  trouble  closing  that  small  length 
of  right  superior  pulmonary  vein.  One  of  Dr.  At- 
tai’s  slides  was  fascinating,  namely,  the  one  show- 
ing the  cast  of  the  atrium  with  the  orifices  of  the 
pulmonary  veins.  This  is  the  very  point  I have 
been  trying  to  make.  Although  these  thrombi 
may  block  the  pulmonary  veins,  they,  for  some 
reason  I cannot  explain,  do  not  back  up  into  the 
pulmonary  veins,  so  that  one  can  always  get  into  a 
plane  if  it  is  approached  through  a right  superior 
pulmonary  vein.  You  did  not  mention  whether  or 
not  you  have  had  recurrence  of  massive  thrombus 
in  any  of  your  patients. 

Dr.  Attai:  We  have  not  really  looked  into  this 
problem.  I am  not  aware  of  any. 

The  next  report  appears  in  its  entirety. 
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Now  that  the  flexible  fiberoptic  bronchoscope  is 

an  accepted  and  established  instrument  for  the 
investigation  and  diagnosis  of  lesions  of  the  major 
or  “central”  airways,  there  remains  the  problem 
of  investigating  and  diagnosing  the  peripheral  le- 
sion, which  is  still  the  greater  percentage  of  all 
pulmonary  lesions. 

Although  the  biopsy  forceps  and  the  cytology 
brush  are  small  enough  to  reach  these  peripheral 
lesions,  these  brushings  and  biopsies  cannot  be 
performed  under  direct  vision,  because  the  flexible 
fiberoptic  bronchoscope,  through  which  these  bi- 
opsy instruments  are  passed,  has  an  outside  diam- 
eter greater  than  that  of  the  subsegmental  bron- 
chi, thereby  making  it  impossible  to  thread  the 
flexible  fiberoptic  bronchoscope  out  to  the  periph- 
ery of  the  lung.  Even  if  it  were  possible  to  pro- 
duce a flexible  fiberoptic  bronchoscope  with  an 
outside  diameter  small  enough  to  allow  passage 
into  a peripheral  bronchus,  the  maze  of  bifurcat- 
ing bronchi  would,  at  best,  make  the  procedure  a 
long  and  tedious  task.  It  would  be  very  easy  to 
become  “lost”  in  these  airways. 

Because  of  this  enormous  difficulty,  we  decided 
to  use  fluoroscopy  and  the  image  intensifier,  while 
employing  the  flexible  fiberoptic  bronchoscope,  to 
guide  the  biopsy  forceps  or  the  cytology  brush  to 
the  peripheral  lesion.  The  pathologic  condition  in- 
vestigated has  varied  from  solid  lesions,  to  infil- 
trates, to  abscesses.  This  work  was  begun  ap- 
proximately two  years  ago  and  has  yielded  most 
gratifying  results.  As  might  be  expected,  the  per- 
fection of  technic  and  the  technical  improvements 
made  in  the  instrument  have  increased  the  success 
rate  and  shortened  the  procedure  time.  The  au- 
thors wish  to  emphasize  that  the  procedure  time 
from  preparation  to  extubation  averages  approxi- 
mately one  hour. 


Instrument 

The  instrument  used  was  the  Marici  flexible 
fiberoptic  bronchoscope,*  which  has  a working 
length  of  53  cm.  and  has  an  outside  diameter  of  6.5 
mm.  It  contains  a light-carrying  bundle,  an  image 
bundle  with  a distal  wide-angle  lens  of  70  degrees 
which  has  a depth  of  focus  of  2 mm.  to  infinity, 
an  oxygen-carrying  channel,  a biopsy  channel  for 
a number  5 French  flexible  biopsy  forceps  or  cy- 
tology brush,  and  tip  deflector  guides  which  can 
deflect  the  distal  tip  130  degrees  in  two  opposing 
directions. 

In  collaboration  with  the  American  Cystoscope 
Makers  Inc.,  this  instrument  was  designed  origi- 
nally in  February,  1965,  and  attained  its  final 
form  in  January,  1970. 

Technics 

We  prefer  to  intubate  the  patient  with  a special 
constant-lumen  cannula  or  a conventional  endo- 
tracheal tube.  This  provides  a permanent  airway 
and  allows  us  to  remove  the  bronchoscope  as  often 
as  we  wish  for  cleaning,  biopsies,  or  suctioning 
without  creating  difficulty  for  the  operator  or  dis- 
comfort to  the  patient  because  of  repeated  “re- 
passing” of  the  bronchoscope.  Should  one  desire 
to  perform  the  procedure  under  general  anesthe- 
sia, a special  “Y”-shaped  fitting  is  attached  to  the 
endotracheal  tube.  The  bronchoscope  is  passed 
through  a perforated  diaphragm  into  the  main 
channel  of  the  “Y”  fitting,  while  the  side  arm  is 
attached  to  the  anesthesiology  equipment. 

A teaching  attachment  may  be  quickly  and  eas- 
ily incorporated  which  allows  an  observer  to  view 
the  endoscopy  without  interfering  with  the  opera- 
tor. 

Once  the  flexible  fiberoptic  bronchoscope  has 
traveled  as  far  as  its  size  permits,  the  image  in- 
tensifier is  employed  to  guide  the  biopsy  forceps  or 
the  cytology  brush  to  the  peripheral  lesions  (Fig. 
1).  Once  the  biopsy  or  the  brushing  has  been 
performed,  the  authors  find  it  best  to  remove  the 
bronchoscope  from  the  patient  without  pulling  the 
biopsy  forceps  or  the  cytology  brush  through  the 
bronchoscope  which  could  otherwise  damage  or 
“dilute”  the  specimen.  This  technic  has  been 
used  to  investigate  solid  lesions  or  infiltrates. 

A second  technic,  employing  the  flexible  fiber- 
optic bronchoscope  with  the  flexible  biopsy  for- 
ceps, has  been  used  to  enter  abscesses  to  initiate 
drainage.  Although  the  results  are  dramatic, 
with  no  morbid  condition  encountered  in  the  few 
cases  done  to  date,  the  authors  believe  that  a very 
great  potential  danger  exists  because  of  the  possi- 
bility of  aspiration  of  pus  into  a healthy  lung.  A 
less  likely  potential  danger  is  severe  hemorrhage. 
A means  of  preventing  aspiration  and  of  control- 
ling hemorrhage  is  being  studied  and  developed. 

’Product  of  the  American  Cystoscope  Makers  Inc.,  Pelham 
Manor,  New  York. 
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FIGURE  1.  (A)  Brushing  infiltrative  lesion  in  posterior 

apical  segment  of  left  upper  lobe.  (B)  Beginning  biop- 
sy of  solid  lesion  in  left  upper  lobe.  (C)  Obtaining  bi- 
opsy of  infiltrative  lesion  in  peripheral  region  of  posteri- 
or segment  of  right  upper  lobe  (35-mm.  cine  frame) 


At  this  time,  it  cannot  be  determined  whether  or 
not  it  will  be  successful. 

A third  technic,  using  the  flexible  fiberoptic 
bronchoscope,  has  been  developed  to  study  all  the 
previously  mentioned  peripheral  lesions.  This  is 
selective  bronchography,  employing  a commonly 
used  oil-based  contrast  medium.  With  the  aid  of 
the  image  intensifier,  the  flexible  fiberoptic  bron- 
choscope is  passed  into  the  segmental  bronchus  to 
be  studied,  and  the  contrast  medium,  after  being 
warmed  to  reduce  its  viscosity,  is  injected  through 
the  biopsy  channel  into  the  desired  segment.  To 
record  the  results,  either  14  by  17-x-ray  film  or  35- 
mm.  radiography  motion  picture  film  may  be  used 
(Fig.  2).  Although  the  35-mm.  motion  picture 
film  is  a dynamic  account  of  the  bronchography 
and  perhaps  fascinating,  the  14  by  17-x-ray  film 
is  by  far  superior,  for  its  excellent  detail  cannot  be 
duplicated  by  the  35-mm.  film.  It  also  obviates 
the  necessity  for  projection  equipment. 

It  is  absolutely  necessary  that  the  biopsy  chan- 
nel be  meticulously  cleaned  immediately  after  use, 
otherwise  serious  damage  to  the  bronchoscope  will 
result.  This  problem  will  very  likely  be  solved  if 
and  when  tantalum  is  released  for  general  use. 

Summary 

The  authors  wish  to  stress  that  the  purpose  of 
this  report  is  to  introduce  three  technics,  employ- 
ing the  flexible  fiberoptic  bronchoscope  for  the 
purpose  of  investigating  and  diagnosing  peripheral 
lung  lesions,  for  therapeutic  drainage  of  pulmonary 
abscesses,  and  for  performing  selective  segmental 
or  lobar  bronchography.  Since  this  study  is  still 
in  progress,  no  statistics  are  available  at  the  pres- 
ent time. 


Discussion 

Walter  A.  Wichern  Jr.,  M.D.,  New  York  City. 

I would  like  to  compliment  Dr.  Marici,  because  I 


FIGURE  2.  Selective  bronchography  of  left  upper 
lobe,  using  flexible  fiberoptic  bronchoscope  Posterior 
segment  fails  to  fill  (35-mm.  cine  frame). 
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think  this  is  an  interesting  presentation.  We  have 
found  the  fiberoptic  bronchoscope  helpful.  I am 
sure  he  will  agree  that  in  the  postoperative  inten- 
sive care  unit  and  in  the  respiratory  care  unit,  in 
particular,  you  can  easily  pass  the  scope  through  a 
tracheostomy  or  an  endotracheal  tube  and  selec- 
tively aspirate  the  material  from  the  obstructed 
bronchus.  The  second  point  is  that  it  is  not 
something  you  can  just  put  through  into  the  tra- 
cheal tube  and  say,  “oh,  yes,  here  is  the  carina, 
here  is  the  upper  lobe  bifurcation.”  It  really  re- 
quires some  experience  before  one  can  competent- 
ly use  the  technic.  It  is  a difficult  discipline  and 
should  not  be  made  light  of. 

Dr.  Cook:  I should  like  to  know  whether  the 

optics  on  the  teaching  piece  are  as  good  as  the 
regular  ones,  that  is,  of  equal  brightness.  In  other 
words,  is  it  a really  good,  effective  attachment?  If 
it  is,  why  do  you  not  set  up  your  camera  on  the 
attachment  so  that  you  do  not  have  the  camera  on 
the  hand  piece? 

Dr.  Marici:  You  must  realize  that  whenever 

you  add  another  fiberoptic  bundle  or  lens  you  will 
lose  a certain  amount  of  light.  Therefore,  when 
employing  a camera,  the  light  available  would  be 
inadequate.  This  is  true  even  if  you  reduce  the 
frames  per  second  of  the  motion  picture  camera. 
For  this  reason  it  is  not  possible  to  photograph 
through  the  teaching  attachment.  One  cannot 
see  as  well  through  the  teaching  attachment  as 
through  the  bronchoscope  eyepiece.  The  magnifi- 
cation is  less;  in  fact,  it  is  stepped  down  rather 
than  stepped  up. 

Dr.  Malm  just  asked  me  why  I had  not  men- 
tioned anything  about  the  outcome  of  the  ab- 
scess? The  reason  is,  as  Paul  Kirschner,  M.D., 
could  tell  you,  I had  to  shorten  the  film  by  eight 
minutes.  That  particular  abscess  was  drained  by 
passing  the  biopsy  forceps  into  it  and  opening  it 
slightly.  The  procedure  was  performed  in  the 
cardiac  catheterization  laboratory.  The  cardiol- 
ogists never  forgave  me,  because  the  patient 
coughed  up  all  over  the  place  and  emptied  the 
abscess.  It  was  a real  mess. 

Dr.  Frater:  How  good  is  the  teaching  device? 

Dr.  Marici:  It  is  rather  good  but  not  as  good 
as  the  eyepiece.  When  using  the  rigid  broncho- 
scope, you  try  to  hold  it  in  place  so  that  the  other 
observer  can  look  in.  By  the  time  the  other  ob- 
server gets  there,  the  scope  has  moved  somewhat, 
and  he  cannot  follow  you  through  it.  You  then 
have  to  repeat  the  procedure.  With  the  teaching 
attachment,  the  observer  can  easily  learn  all  the 
landmarks.  The  landmarks  do  not  have  the  same 
appearance  as  they  do  through  the  rigid  scope. 
As  was  mentioned  earlier,  you  really  have  to 
learn  bronchoscopy  all  over  again. 

Dr.  Malm:  I might  comment  that  it  is  the 

only  procedure  I know  of  in  endoscopy  to  which 
the  patient  will  agree  to  rescoping. 

Allan  E.  Bloomberg,  M.D.  Of  course,  if  you 


put  them  to  sleep  they  will.  We  have  done  ap- 
proximately 75  or  80  of  ours  all  under  local  anes- 
thesia. Most  of  them  have  been  done  by  Steve 
Schoenbaum,  M.D.,  of  our  radiology  department 
at  Montefiore  Hospital.  It  is  an  extremely  diffi- 
cult and  very  trying  thing  to  look  through  that 
fiberoptic  bronchoscope  and  be  sure  you  are  going 
down  the  right  side  only  to  find  on  the  television 
screen  you  are  looking  down  the  left  side.  The 
optics  twist  as  you  move  the  bronchoscope.  For 
someone  who  is  accustomed  to  a forward  bron- 
choscope, I find  that  when  you  get  out  to  a secon- 
dary bronchus  there  are  no  names  on  the  spurs,  and 
the  only  way  you  can  really  tell  where  you  are  is  by 
fluoroscopy.  I have  also  found  that  it  is  far  easier 
for  me  at  least,  and  I have  done  only  10  or  15  of 
them,  to  manipulate  the  scope  while  I am  looking 
at  the  fluoroscope  image  rather  than  try  to  locate 
where  I am  going  by  vision.  We  have  not  done 
much  in  the  way  of  biopsies  because  the  Olympus 
scope  has  only  a 1-mm.  and  2-mm.  channel,  and  I 
was  amazed  to  hear  that  you  get  a 5-mm.  chan- 
nel. 

Dr.  Marici:  No,  it  is  a 1.8-mm.  channel  but  a 
number  5 French  biopsy  forceps. 

Dr.  Bloomberg:  Oh,  that  is  a different  deal. 

Every  time  we  have  used  it  we  have  invariably 
broken  the  biopsy  forceps  so  that  we  have  actually 
had  no  biopsies  of  any  lesion,  although  we  have 
had  brushings  of  our  aspirates,  and  our  yield  from 
peripheral  lesions  is  actually  only  about  68  or  70 
per  cent  which,  of  course,  is  a great  deal  higher 
than  you  would  get  with  a rigid  bronchoscope.  I 
assume  that  as  we  get  better  acquainted  with  the 
technic  we  will  achieve  a higher  yield.  But  it 
must  be  remembered  that  most  of  these  peripher- 
al lesions,  unless  you  find  tuberculosis,  will  have 
to  be  taken  out  anyhow.  If  you  have  negative  re- 
sults on  brush  biopsy  and  bronchogram  done  at 
the  same  time,  it  still  leaves  you  with  a lesion  that 
probably  was  not  there  six  months  before,  and  you 
will  have  to  take  it  out.  However,  it  is  a fascinat- 
ing technic  and  takes  an  awful  lot  of  time.  I am 
delighted  the  medical  people  are  doing  it  and  not 
the  surgeons. 

Dr.  Fitzpatrick:  We  will  look  forward  to  next 
year. 

Dr.  Bloomberg:  May  I ask  Dr.  Marici  what 

his  yield  is  in  peripheral  lesions? 

Dr.  Marici:  We  believe  that  it  is  roughly 

about  80  to  85  per  cent.  I would  like  to  mention 
two  things  which  have  been  asked  of  me  in  the 
past.  Of  course,  we  have  not  done  this  in  chil- 
dren, since  we  did  not  have  a small  enough  scope. 
The  other  is  comparing  it  with  the  rigid  scope  as 
far  as  cautery  is  concerned.  We  have  not  had  oc- 
casion to  use  it,  but  we  have  tried  it  in  vitro,  so 
to  speak.  We  have  passed  the  biopsy  forceps 
through  the  bronchoscope,  then  touched  the  cau- 
tery to  the  proximal  end,  and  used  the  distal  end 
to  cauterize.  One  other  thing  I must  mention  is 
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that  the  bronchoscope  has  been  inadequate  for 
suctioning.  We  cannot  suction  through  the  biop- 
sy channel  adequately,  but  we  can  wash  through 
it. 

Dr.  Bloomberg:  What  are  you  cauterizing? 

Dr.  Marici:  If  we  do  a biopsy  that  bleeds  a lit- 
tle too  much. 

Dr.  Fitzpatrick:  Through  the  mouth? 

Dr.  Marici:  I have  not  had  that  problem. 

Dr.  Malm:  One  of  the  things  about  the  origi- 

nal design  is  that  you  have  the  biopsy  and  suction 
device  here,  the  light  source,  and  the  viewing 
source.  The  Japanese  are  not  to  be  outdone. 
They  now  have  a light  source  which  is  in  this 
configuration  with  two  fiberoptic  light  sources 
with  the  biopsy  and  suction  area  in  the  middle. 
This  has  given  a large  area  for  biopsy  which  I 
think  may  obviate  some  of  the  problems  of  the 
suctioning  and  the  size  of  the  biopsy  forceps  with 
the  light’s  return  coming  from  the  sides.  If  you 
just  give  the  Japanese  long  enough,  we  will  have 
the  whole  thing. 

Dr.  Hutchinson:  I would  like  to  emphasize 

the  point  that  therapeutic  fiberendoscopy  to  facil- 
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In  a two-year  period  from  July,  1968,  to  July, 
1970,  1,104  tuberculous  patients  were  admitted  to 
the  Bronx  Municipal  Hospital  Center.  Of  these, 
173  (15.7  per  cent)  had  hemoptysis.  Twenty-one 
(1.8  per  cent)  of  these  patients  had  pulmonary 
hemorrhage  which  required  surgical  intervention. 
Since  approximately  3,000  new  cases  of  tuberculo- 
sis and  418  deaths  due  to  tuberculosis  are  reported 
annually  in  New  York  City  despite  modern  tuber- 
culous chemotherapy,  it  must  be  assumed  that 
the  thoracic  surgeon  practicing  in  New  York  may 
be  faced  at  any  time  with  the  unexpected  necessi- 
ty of  treating  a patient  with  massive  tuberculous 
pulmonary  hemorrhage.  We  therefore  believe 
that  our  concentrated  contemporary  experience  in 
those  who  come  to  surgery  should  be  shared. 

Ma 


itate  endobronchial  drainage  of  lung  abscesses  is 
dangerous.  The  presently  available  scopes  have 
small-diameter  suction  channels,  and  large-vol- 
ume rapid  suction  is  not  possible  if  the  abscess’ 
contents  spill  into  the  bronchi  of  topically  anes- 
thetized patients.  I have  seen  several  patients 
whose  clinical  course  has  been  complicated  in  this 
manner. 

Dr.  Fitzpatrick:  Dr.  Hutchinson,  that  is  a 

very  good  point. 

Dr.  Bloomberg:  Another  contraindication  is 

reasonable  bleeding  because  you  can  get  stuck 
with  a real  hemorrhage  that  you  cannot  get  out. 

Dr.  Malm:  The  other  thing  that  Dr.  Hutchin- 
son did  not  bring  out,  which  he  has  mentioned 
many  times  before,  is  the  problem  of  operability. 
It  is  very  difficult  to  assess  the  carina  through  a 
flexible  bronchoscope  which  you  can  do  with  a 
rigid  scope. 

Queens  Hospital  Center  (Triboro  Hospital) 
164th  Street  and  Grand  Central  Parkway 
Jamaica,  New  York  11432 
(DR.  MARICI) 

The  following  report  appears  in  its  entirety. 


Clinical  material 

Fifteen  patients  were  men  and  6 were  women. 
Thirteen  were  black,  5 Puerto  Rican,  and  3 Cau- 
casian. Ages  ranged  from  sixteen  to  sixty-five 
years  with  an  average  age  of  forty  years.  Five  pa- 
tients were  heroin  addicts,  10  chronic  alcoholics, 
and  2 both.  Six  patients  had  new  undiagnosed 
disease,  and  the  others  had  tuberculosis  for  an  av- 
erage of  6.5  years.  These  15,  who  were  on  antitu- 
berculous chemotherapy,  had  developed  resistance 
to  two  or  more  drugs  in  4 cases  and  to  all  drugs  in 
3 cases.  Fifteen  patients  had  far  advanced,  5 
moderately  advanced,  and  1 minimal  disease.  Al- 
though all  these  patients  had  cavitary  disease  seen 
on  admission  chest  x-ray  film,  only  8 had  positive 
smears  and  6 positive  cultures  for  Mycobacterium 
tuberculosis. 

Associated  severe  cirrhosis  was  present  in  3 pa- 
tients, upper  gastrointestinal  hemorrhage  in  3, 
asthma  in  2,  and  catatonic  schizophrenia,  diabe- 
tes, hypertension,  sickle  cell  disease,  and  remit- 
ting Guillain-Barre  syndrome  in  1 patient  each. 

Preadmission  hemorrhage  was  impossible  to  as- 
sess, but  in  the  hospital  the  patients  had  an  aver- 
age hemorrhage  of  800  cc.  over  an  average  period 
of  two  and  one-half  days,  and  all  came  to  surgery 
with  x-ray  evidence  of  aspirated  blood.  Previous- 
ly this  has  been  delineated  as  a reliable  selection 
mechanism  for  surgery  in  our  institution.1  The 
amount  of  bleeding  has  not  been  a good  criterion, 
since  some  patients  hemorrhage  a great  deal  with- 
out aspiration,  and  others  cough  little  but  aspirate 
much.  One  pregnant  patient  during  this  period 
maintained  a clear  roentgenogram  finding  despite 
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over  3,000  cc.  of  external  hemorrhage,  while  7 of 
the  operative  patients  coughed  up  less  than  200 
cc.  of  blood.  Of  the  patients  operated  on  5 had 
severe  ipsilateral  aspiration,  15  moderate  ipsilat- 
eral  aspiration,  and  1 contralateral  aspiration.  A 
hematologic  work-up  was  done  in  each  case;  10 
patients  were  found  to  be  anemic,  and  5 had  pro- 
longed prothrombin  times.  No  patient  had  plate- 
let deficiency,  and  only  4 had  leukocytosis. 

Surgical  experience 

All  patients  were  placed  on  a cardiac  monitor. 
The  first  10  in  the  series  had  preoperative  bron- 
choscopy. This  provoked  massive  hemorrhage  in 
3 patients,  the  last  of  whom  died.  We  no  longer 
do  this  since  the  site  of  bleeding  has  always  been 
apparent  from  the  location  of  cavities  and  the  pri- 
mary site  of  aspiration.  Large-bore  endotracheal 
tubes  were  used  in  all  cases,  since  we  have  found 
that  retained  blood  clots  in  the  nonoperative  side 
can  obstruct  the  small  lumen  of  a Carlen’s  tube 
with  disastrous  results.  It  had  been  the  policy  of 
our  service  to  use  the  prone  position.  However,  in 
1 patient  so  treated  prior  to  this  series  a precipi- 
tous drop  in  blood  pressure  accompanied  the  posi- 
tioning of  the  patient  and  was  immediately  cor- 
rected by  placement  in  the  lateral  position.  Sub- 
sequently, in  awake  and  anesthetized  subjects  we 
have  carried  out  studies  demonstrating  a reduc- 
tion in  cardiac  output  and  blood  pressure  and  de- 
creased arterial  oxygen  tensions  when  the  subject 
is  prone.  All  patients  in  this  series  were  operated 
on  in  the  lateral  decubitus  position.  The  chest 
was  opened  through  the  bed  of  the  fifth  rib  with- 
out resecting  the  rib. 

Resected  were  5 right  and  5 left  lungs,  4 right 
upper  lobes,  4 left  upper  lobes,  and  1 right  middle 
and  lower  lobe.  The  left  main  bronchus  and  the 
right  upper  lobe  bronchus  were  closed  in  the  2 re- 
maining cases  without  resection  because  of  the 
tenuous  condition  of  the  patients. 

Every  bronchial  closure  in  this  group  was  per- 
formed with  an  Autosuture*  TA  30  stapling  device 
using  the  TA  30-4.8  staple  cartridge.  In  pneu- 
monectomies the  pulmonary  artery  was  closed 
with  a TA  30-V  vascular  staple  cartridge,  and  in 
lobectomies  the  individual  branches  were  ligated 
and  divided.  In  both  the  pneumonectomies  and 
lobectomies  the  pulmonary  veins  were  closed  with 
the  TA  30-V  vascular  staple  cartridge. 

The  chest  was  closed  in  each  case  with  inter- 
rupted black  silk  sutures,  and  water  seal  chest 
tube  drainage  was  used  in  both  lobectomies  and 
pneumonectomies  for  twenty-four  to  forty-eight 
hours.  At  the  end  of  resection  each  patient  had 
bronchoscopy  with  irrigation  to  clear  the  bronchi- 
al tree  of  retained  blood  and  secretions.  In  each 
case  antituberculous  chemotherapy  including  at 

’Manufactured  by  U.S.  Surgical  Corp.,  New  York,  New 
York. 


least  one  new  drug  was  given  and  supplemented 
for  ten  days  by  penicillin  and  streptomycin. 

Results 

There  were  5 deaths  in  this  series.  Two  pa- 
tients came  to  the  operating  theater  bleeding 
massively  and  had  cardiac  arrests  before  surgery; 
1 died  the  same  day  and  the  other  the  next  day. 
One,  already  mentioned,  had  massive  bleeding 
during  preoperative  bronchoscopy  and  had  a car- 
diac arrest  before  surgery.  He  survived  four  days. 
One  patient  aspirated  retained  clot  at  the  end  of 
surgery  but  before  postoperative  bronchoscopy, 
had  a cardiac  arrest,  and  died  the  same  day.  The 
fifth  patient,  with  severe  contralateral  bronchiec- 
tasis and  asthma,  had  severe  postoperative  bleed- 
ing from  the  chest  wall,  was  reoperated  on  and 
controlled,  but  died  on  the  fifth  postoperative  day 
of  respiratory  insufficiency. 

All  of  the  16  remaining  patients  recovered  and 
left  the  hospital  and  when  last  seen  were  sputum- 
negative for  tuberculosis  two  to  three  and  one-half 
years  following  surgery.  Two  patients  are  now 
lost  to  follow-up.  Two  are  being  followed  in  our 
chest  medicine-methadone  program.  One  patient 
is  incarcerated  at  the  “Tombs”  House  of  Deten- 
tion but  doing  well  on  adequate  antituberculosis 
chemotherapy.  During  his  postoperative  course 
this  patient  had  a cardiac  arrest  from  pulmonary 
embolism,  was  successfully  resuscitated,  had  a 
successful  bilateral  femoral  thrombectomy,  and  an 
acute  psychosis  developed. 

Pathologic  data 

Examination  of  the  resected  material  revealed 
single  cavitary  disease  in  10  patients,  and  6 more 
had  multiple  cavities.  Three  other  patients  had 
chronic  localized  empyema  and  bronchopleural 
fistulas.  In  these  patients  the  hemorrhage  oc- 
curred from  the  empyema  cavity  and  was  appar- 
ently systemic  in  origin.  Aspergillus  fumigatus 
was  demonstrated  in  5 of  the  patients’  cavities, 
and  a fungus  ball  was  present  in  3 of  these.  One 
of  these  patients  also  had  schistosomiasis  in  the 
lung.  In  several  of  the  patients  with  cavitary  dis- 
ease the  bleeding  appeared  to  originate  not  in  the 
cavity  but  rather  in  a severely  hemorrhagic  bron- 
chus leading  to  it.  Nine  patients  had  extensive 
tuberculous  pneumonitis  and  fibrocaseous  disease. 

Comment 

Despite  progressively  improving  antituberculous 
chemotherapy  the  patient  with  notable  pulmonary 
residuals  still  has  a high  mortality  rate  and  signif- 
icant incidence  of  serious  pulmonary  hemorrhage. 
Nearly  16  per  cent  of  our  admissions  during  this 
study  period  had  hemoptysis,  1.8  per  cent  re- 
quired surgery,  0.45  per  cent  died,  and  a similar 
number  had  aspergilloma.  Often  serious  hemop- 
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tysis  is  associated  with  invasion  of  the  diseased 
lung  by  aspergillus  species.  In  a recent  series  of 
544  patients  with  residual  tuberculous  cavities  re- 
ported by  the  Research  Committee  of  the  British 
Thoracic  and  Tuberculosis  Association,  25  per 
cent  had  precipitin  to  aspergillus  on  admission, 
and  15  per  cent  more  developed  them  in  the  next 
three  years.  Twenty  per  cent  had  or  developed 
aspergilloma,  and  this  was  more  likely  to  develop 
the  longer  the  patient  was  inactive.  This  same 
group  of  patients  had  a very  high  incidence  of 
hemoptysis.  Just  over  20  per  cent  of  the  entire 
group  and  69  per  cent  of  those  with  aspergillomas 
bled  during  the  study  period.  One  per  cent  of 
the  entire  group  died  or  were  operated  on  for 
hemoptysis,  and  among  those  with  aspergilloma 
the  mortality  and  resection  rates  were  5 per  cent  in 
each  case  or  a total  of  10  per  cent.2  Stinghe  and 
Mangiulea3  have  recently  reported  96  patients  with 
post-tuberculous  bronchiectasis  and  hemoptysis 
and  point  out  that  bleeding  often  occurs  after  a 
long  symptom-free  period.  Halweg,  Lesniewska, 
and  Krakowka4  report  91  women  with  hemopty- 
sis. In  this  group  aspergillus  disease  was  ob- 
served only  in  sputum-negative  cases  of  pulmonary 
fibrocavernous  tuberculosis  with  persisting 
cavities. 

The  surgical  implications  of  aspergillus  invasion 
secondary  to  a number  of  disease  processes  are 
pointed  out  by  Eastridge  et  al.5  in  a review  of  55 
patients.  Among  22  who  came  to  surgery  19  had 
hemoptysis.  Similar  findings  were  present  in  a 
group  of  32  patients  with  chronic  cavities  and 
aspergillomas  reported  by  Solit  et  al.6  Seventy- 
two  per  cent  had  hemoptysis,  5 died  of  exsangui- 
nating pulmonary  hemorrhage,  and  1 was  oper- 
ated on  successfully  for  massive  hemoptysis. 

Considered  from  the  standpoint  of  surgery  for 
massive  hemoptysis  our  series  is  comparable  in 
period  and  numbers  to  that  of  Garzon  et  al.1 
They  have  defined  surgical  massive  hemoptysis 
as  600  cc.  or  more  of  blood  coughed  up  in  a 
twenty-four-hour  period.  There  were  35  such  pa- 
tients, 29  of  whom  were  bleeding  actively  at  the 
time  of  surgery,  and  the  surgical  mortality  rate 
was  20  per  cent  (7  of  35).  A similar  series  re- 
ported by  Yeoh  et  al.s  defined  massive  hemoptysis 
as  a loss  of  more  than  200  ml.  a day  when  non- 
operative treatment  failed  to  control  bleeding. 
The  operative  mortality  rate  in  this  group  was 
15.4  per  cent  (2  of  11).  Insofar  as  these  series  are 
comparable,  and  considering  that  we  did  not  rule 
out  patients  for  surgery  because  of  ventilatory 
insufficiency  or  bilateral  far-advanced  disease,  it 
would  appear  that  our  operative  mortality  rate  is 
similar  23.8  per  cent  (5  of  21)  but  that  a number 
of  patients  have  been  saved  unnecessary  resection. 
One  example  of  such  a patient  was  a woman  in 
the  seventh  month  of  pregnancy  who  bled  in  ex- 
cess of  2,000  ml.  of  blood  in  one  four-day  period 


without  aspiration.  She  was  saved  thoracotomy 
at  this  critical  time  and  went  on  to  resolution  of 
her  disease  without  surgery  post  partum.  Using 
100  ml.  of  hemoptysis  a day  as  a criterion  for  sig- 
nificant hemorrhage  a previous  group  of  patients 
were  reported  from  our  institution  by  Amirana  et 
al . 1 in  which  only  one-third  required  surgery,  and 
none  died  when  selected  by  aspiration  characteris- 
tics. This  compared  with  a nonoperated  control 
group  of  722  patients  admitted  for  tuberculosis  of 
whom  150  (21  per  cent)  had  hemoptysis,  17  (2.4 
per  cent)  had  significant  hemoptysis,  and  5 (0.7 
per  cent)  died. 

Like  Garzon  and  Amirana’s  groups  we  used  the 
large  bore  single-lumen  endotracheal  tube  which 
appears  clearly  indicated  for  improved  aspiration 
of  blood.  Like  Garzon  et  al 1 and  in  contrast  to 
our  center’s  previous  report  we  have  abandoned 
the  prone  position  and  use  the  lateral  decubitus 
position  for  reasons  already  given. 

In  contrast  to  all  other  groups  reporting  we  have 
chosen  to  close  the  bronchi  and  vessels  of  these 
patients  with  the  Autosuture  stapling  device. 
Despite  positive  sputa  for  M.  tuberculosis  in  8 of 
the  patients  at  the  time  of  surgery,  new  and  un- 
treated disease  in  6,  resistance  to  all  drugs  in  3, 
and  acid-fast  bacilli  found  in  at  least  12  on  patho- 
logic examination  of  resected  material  there  were 
no  bronchopleural  fistuli.  We  have  come  to  rec- 
ognize several  important  points  of  technic  for  use 
of  this  instrument  which  may  lead  to  better  suc- 
cess than  is  currently  reported.9  In  Garzon  et 
aL’s7  comparable  series  there  were  6 bronchopleu- 
ral fistulas  when  standard  bronchial  closure  tech- 
nics were  used. 

Summary 

Utilizing  x-ray  evidence  of  aspirated  blood  for 
selection  of  patients  and  to  identify  the  source  of 
bleeding,  no  preoperative  bronchoscopy,  a large 
bore  single-lumen  endotracheal  tube,  lateral  decu- 
bitus position,  bronchial  and  vascular  closure  with 
a stapling  instrument,  and  postoperative  bronchi- 
al lavage,  we  have  been  able  to  operate  successful- 
ly on  16  of  21  patients  who  came  to  surgery  with 
active  tuberculous  pulmonary  hemorrhage  of  up 
to  1,500  ml.  on  the  day  of  surgery. 
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Discussion 

Stanley  Fell,  M.D.,  The  Bronx.  I enjoyed  Dr. 
Cook's  paper  and  should  like  to  discuss  one  of  the 
technical  points  that  he  mentioned,  namely,  the 
use  of  the  stapling  device  in  the  management  of 
the  bronchial  closure.  As  you  know,  there  has 
been  a recent  report  of  an  unacceptably  high  rate 
of  bronchopleural  fistulas  associated  with  the  use 
of  the  stapler.  There  is,  however,  another  reason 
why  I have  found  it  advantageous  to  close  the 
bronchus  in  the  standard  fashion.  In  patients 
who  are  being  operated  on  for  massive  pulmonary 
hemorrhage,  one  may  place  a suction  tip  in  the 
transected  open  bronchus  and  extract  long  clots 
similar  to  those  obtained  during  pulmonary  embo- 
lectomy.  Dr.  Cook  showed  a slide  in  which  the 
stapled  bronchus  was  transected,  and  blood 
gushed  from  the  side  of  the  specimen.  I am  sure 
there  was  a similar  amount  of  blood  on  the  other 
side  of  the  stapled  bronchus.  If  the  bronchus 
were  open,  one  could  advantageously  use  the  suc- 
tion tip  to  remove  blood  and  prevent  postopera- 
tive problems. 

Ernest  Rockey,  M.D.,  New  York  City.  I 
should  like  to  congratulate  Dr.  Cook  for  salvaging 
some  desperate  cases.  I would  like  to  cite  an  ex- 
perience I had  eight  years  ago  with  a case  of  mas- 
sive pulmonary  hemorrhage.  The  patient  was 
bleeding  too  excessively  to  allow  the  time  needed 
for  a thoracotomy  and  lung  resection.  This  fifty- 
one-year-old  man  with  almost  complete  excava- 
tion of  the  left  upper  lobe  was  hospitalized  with  a 
three-day  history  of  hemoptysis  on  August  19, 
1964.  By  the  following  day  he  was  bleeding  pro- 
fusely. When  he  was  taken  to  the  operating 
room,  he  was  unconscious.  He  was  intubated 
without  anesthesia  and  was  turned  in  a face-down 
position.  Bright  red  blood  came  through  the  en- 
dotracheal tube  at  an  alarming  rate.  Without  an- 
esthesia, without  preparing  the  patient,  and  with- 
out scrubbing,  an  emergency  cavernostomy  was 
performed.  Within  six  minutes  we  were  in  the 
cavity  and  controlled  the  bleeding.  A large  vessel 
traversing  the  cavity  was  found  detached  from  the 
cavity  wall  at  one  end.  The  vessel  was  clamped 
and  tied,  and  the  site  of  its  detachment  was  cau- 
terized and  the  cavity  packed.  Then  the  patient 
was  turned  in  a supine  position,  and  at  least  one 


hour  was  spent  with  selective  systematic  tracheo- 
bronchial aspirations,  using  the  Rockey-Thomp- 
son  bronchial  suction  catheters.  Incidentally,  the 
use  of  these  catheters  for  lobe-to-lobe  aspirations 
is  far  simpler  and  more  effective  than  the  use  of  a 
flexible  bronchoscope.  Nine  months  after  the 
emergency  cavernostomy,  the  chest  wall  defect 
with  bronchocutaneous  fistulas  was  eliminated 
with  muscle  flaps  prepared  from  the  trapezius  and 
rhomboideus  muscles.  Chest  x-ray  films  showed 
extensive  disseminated  fibrocalcific  disease  in- 
volving both  lungs.  In  this  case  lung  resection 
would  have  been  disastrous  for  two  reasons. 
First,  the  hemorrhage  was  so  extensive  that  he 
would  not  have  survived  long  enough  to  allow  the 
surgeon  even  to  enter  the  chest  cavity.  Second, 
as  the  roentgenographic  findings  suggested,  his  re- 
spiratory capacity  was  markedly  impaired  because 
of  the  extensive  bilateral  fibrocalcific  disease. 

With  all  the  elective  cavernostomies  we  did 
about  twenty-five  years  ago  or  earlier,  this  was  the 
only  emergency  cavernostomy  I had  the  opportu- 
nity of  doing.  Had  I not  had  the  experience  with 
elective  cavernostomies  so  many  years  ago,  the 
idea  of  emergency  cavernostomy  would  not  have 
occurred  to  me.  I should  like  to  emphasize  the 
value  of  this  procedure  primarily  to  the  younger 
generation  of  thoracic  surgeons  who  were  not  ex- 
posed to  this  operation  in  their  training  period, 
since  today  it  is  extremely  rare  to  encounter  a pa- 
tient with  indication  for  open  drainage  of  a tuber- 
culous cavity. 

Dr.  Richard  Nolan,  M.D.,  New  York  City.  I 
should  like  to  cite  2 cases  from  my  own  experience 
in  which  life-threatening  bronchopulmonary  hem- 
orrhage occurred.  Rather  than  avoid  bronchosco- 
py I deliberately  bronchoscoped  these  patients  in 
bed  and  used  a one-half-inch  packing  to  occlude 
the  main-stem  bronchus  on  the  side  of  the  bleed- 
ing. This  technic  provides  a bit  of  time  to  pre- 
pare the  patient  for  surgery,  to  prevent  aspiration 
of  blood  to  the  unaffected  side,  and  to  perform  the 
necessary  suctioning  to  assure  adequate  aeration 
of  the  good  lung.  I have  found  this  to  be  a most 
helpful  procedure. 

Irving  Sarot,  M.D.,  New  York  City.  I have 
not  done  one  of  these  cases  in  more  than  twenty 
years.  We  used  to  have  an  awful  time  at  Seaview 
Hospital  with  these  people  twenty  to  twenty-five 
years  ago,  and  I wish  we  had  had  double-lumen 
tubes  such  as  we  have  now.  A double-lumen  tube 
will  block  the  bleeding  site  and  enable  you  to  aer- 
ate the  other  side. 

Voice:  I had  a similar  case,  and  the  way  we 

handled  the  bleeding  was  to  insert  a Foley  cathe- 
ter down  into  the  left  main  bronchus  and  inflate 
it.  That  controlled  the  hemorrhage,  and  we  were 
able  to  turn  the  patient  over  and  operate  on  the 
left  side.  In  an  emergency,  instead  of  packing  you 
could  use  one  of  those  Foley  catheters. 
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Dr.  Bloomberg:  I would  just  like  to  ask  one 

question.  If  you  have  bilateral  disease  and  the 
x-ray  film  does  not  show  any  aspiration,  how  do 
you  know  which  side  it  is  coming  from? 

Dr.  Cook:  It  does  not  matter  because  we  do 

not  operate. 

Dr.  Bloomberg:  You  mean  if  they  are  bleed- 

ing and  are  in  danger? 

Dr.  Cook:  It  does  not  matter.  If  they  are 

bleeding  4,000  cc.  a day  and  do  not  soil  the  good 
lung,  we  do  not  care  how  much  they  bleed. 

Dr.  Bloomberg:  Can  you  tell  which  side  is 

going  to  be  soiled  from  where  they  are  bleeding? 

Dr.  Cook:  We  have  never  in  this  group  or  in 

the  patients  we  have  handled  subsequently  been 
misled  as  to  where  the  bleeding  was  coming  from 
simply  by  looking  for  the  aspiration.  In  our 
hands  the  primary  site  of  aspiration  has  always 
identified  the  source.  We  have  never  had  a re- 
currence of  bleeding  after  surgery  caused  by  re- 
moving the  wrong  lobe  or  lung. 

Dr.  Bloomberg:  That  is  very  interesting.  I 

am  sure  we  have  not  seen  the  wrong  lung  re- 
moved. 

Dr.  Cook:  I should  like  to  answer  a couple  of 
questions  and  also  include  one  thing  I forgot  to 
mention.  I should  like  to  clarify  the  procedure  in 
2 of  the  patients  here  that  led  to  a discrepancy  in 
numbers.  Instead  of  having  a resection,  they  sim- 
ply had  their  bronchus  closed  by  staple,  the  chest 
closed,  and  then  were  taken  back  to  the  intensive 
care  area.  Those  patients  did  poorly,  as  we  ex- 
pected they  would,  because  they  were  people  who 
were  dying.  That  was  the  reason  for  modification 
of  the  usual  procedure.  Dr.  Fell’s  comment  on 
cleansing  the  bronchus  through  the  open  bronchi- 
al stump  is  an  excellent  point,  and  it  is  obviously 
not  one  we  can  do  after  having  stapled  the  bron- 
chus. On  the  other  hand,  we  have  an  anesthesiol- 
ogist who  really  knows  how  to  suck  out  the  tube, 
and  we  depend  heavily  on  her  and  our  postopera- 
tive irrigation  to  handle  the  bleeding  that  is  going 
on. 

I like  the  idea  of  the  cavernostomy.  What  it 


does,  just  as  closing  the  bronchus,  is  to  transform 
an  emergency  operation  into  an  elective  operation. 
The  Fogarty  catheter  has  been  mentioned.  In 
fact  it  appears  in  the  article  authored  by  A.  Gar- 
zon,  M.D.,  and  the  group  from  Downstate.  It  is  a 
good  trick  to  temporize.  I tried  it  one  time  and 
found  that  the  anatomy  of  the  bronchus  is  such 
that  it  tapers  toward  you  instead  of  away  from 
you,  and  it  is  difficult  to  keep  the  Fogarty  cathe- 
ter in  place.  Dr.  Sarot,  we  had  1 patient  who  had 
a clot  aspirated  into  the  good  lung.  It  did  not 
cause  trouble  from  the  standpoint  of  ventilation  in 
that  lung;  but  when  the  Carlen  tube  was  put  in 
and  that  small  lumen  was  being  relied  on  for  the 
ventilation  of  the  patient,  the  clot  came  back  at 
the  exhalational  phase  of  about  the  third  breath 
on  the  table,  and  we  were  not  able  to  get  the  clot 
out  because  of  the  small  lumen  size.  Now  we 
take  our  chances  with  the  big  tube  to  be  sure  we 
can  get  the  blood  out. 

Dr.  Sarot:  Then  your  anesthesiologist  is  not 

as  capable  a suctionist  as  you  said.  There  should 
be  no  trouble  getting  a Rockey-Thompson  cathe- 
ter down  the  left  side  and  cleaning  out  the  bron- 
chus. 

Dr.  Cook:  I do  not  mean  to  be  quarrelsome; 

but  it  was  not  satisfactory  in  our  hands  nor  in  the 
group  published  by  Dr.  Frater  and  Dr.  Amirana 
when  they  reported  on  an  earlier  experience.  In 
fact,  none  of  the  groups  reporting  contradict  that 
point,  and  it  is  one  I should  like  to  stand  on  firm- 
ly- 

Dr.  Rockev:  The  effective  use  of  the  Rockey- 
Thompson  bronchial  suction  catheters  is  very  sim- 
ple. One  can  teach  physicians,  nurses,  or  nurses 
aides  the  technic  of  using  these  catheters  in  a few 
minutes.  Of  course,  without  training  the  use  of 
the  catheters  will  not  be  effective.  Careful  read- 
ing of  some  of  our  reports  will  provide  enough 
training  information  to  enable  the  reader  to  use 
these  catheters  skillfully. 

1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
fDR.  COOK) 

The  following  report  appears  in  its  entirety. 


March  1 , 1973  / New  York  State  Journal  of  Medicine  663 


Tube  Pneumonostomy 
for  Thoracotomy 
Reject  Crippling 
Bullous  Emphysema 

EDWARD  ERNEST  ROCKEY,  M.D. 

New  York  City 

Assistant  Clinical  Professor  of  Surgery.  New  York  Medical 
College;  Visiting  Thoracic  Surgeon,  Metropolitan 
Hospital  Medical  Center 

In  1929  Lillienthal1  had  already  reported  the  alle- 
viation of  symptoms  of  a tension  cyst  by  tempo- 
rary tube  drainage  with  the  use  of  a one-way 
valve.  Intracavitary  suction  drainage  for  the 
treatment  of  tuberculous  tension  cavities  was  de- 
scribed by  Monaldi  in  July,  1938. 2 Head  and 
Avery®  reported  gratifying  results  with  intracavi- 
tary suction  drainage  in  the  treatment  of  emphy- 
sematous bullae  and  blebs  in  1949.  Subsequently 
the  choice  treatment  for  symptomatic  bullous 
emphysema  has  been  thoracotomy  and  excision  or 
obliteration  of  the  bullae.4-7  During  the  last  ten 
to  fifteen  years,  intracavitary  suction  drainage  has 
rarely  been  used,  if  at  all,  in  the  treatment  of 
symptomatic  bullous  emphysema. 

In  most  instances  when  the  respiratory  insuffi- 
ciency is  marked  and  thoracotomy  is  considered 
hazardous,  the  patient  is  classified  as  one  for 
whom  nothing  more  can  be  done.  This  is  the 
type  of  case  which  is  of  particular  interest  to  me. 

At  this  time  I should  like  to  state  that  the  liter- 
ature confuses  the  issue  because  no  distinction  is 
made  between  bullous  and  diffuse  obstructive 
emphysema.8  I believe  that  these  are  two  differ- 
ent conditions.  A patient  with  bullous  emphyse- 
ma without  diffuse  obstructive  emphysema  is  usu- 
ally an  acceptable  candidate  for  thoracotomy. 
The  cause  of  this  condition  is  not  known.  On 
the  other  hand,  diffuse  obstructive  emphysema  can 
usually  be  traced  back  to  exposure  to  pulmonary 
irritants  such  as  smoking,  particularly  cigaret 
smoking,  industrial  exposure  to  irritants,  or 
chronic  recurring  specific  or  nonspecific  infec- 
tions. Some  of  these  patients  with  both  bullous 
and  diffuse  obstructive  emphysema  will  be  too 
risky  to  be  thoracotomized.  For  these  respiratory 
cripples  the  intracavitary  suction  drainage  or  tube 
pneumonostomy  is  the  only  chance  for  decisive 
help. 

Technic 

The  procedure  is  performed  under  local,  infil- 
tration anesthesia  in  two  stages.  First  an  ap- 
proximately 1 or  1.5-inch  length  of  an  overlying 
rib  is  removed  by  an  extrapleural,  subperiosteal 


technic.  Great  care  is  exercised  not  to  puncture 
the  underlying  parietal  pleura.  The  wound  is 
then  packed  with  washed  iodoform  gauze.  Usual- 
ly the  irritation  caused  by  this  packing  is  enough 
to  produce  fusion  of  the  parietal  pleura  and  the 
underlying  wall  of  the  bulla  within  eight  to  four- 
teen days.  When  this  fusion  is  achieved,  a small 
stab  wound  is  made  within  the  fused  area. 
Through  this  opening  a number  22  or  24  rubber 
catheter  is  inserted.  The  soft  tissues  around  the 
catheter  are  approximated  with  interrupted  su- 
tures, and  the  tube  is  attached  to  an  underwater 
drainage  bottle.  The  underwater  drainage  bottle 
is  attached  to  a suction  unit  at  all  times.  Within 
seven  to  thirty-three  days  the  bullous  wall  be- 
comes approximated  and  adhered.  When  this  is 
accomplished,  the  tube  is  removed.  By  this  time 
the  neighboring  part  of  the  lung  compressed  by 
the  sizable  bulla  is  reexpanded,  and  the  respirato- 
ry capacity  of  the  patient  is  noticeably  increased. 
The  clinical  improvement  is  usually  obvious  and 
substantiated  by  respiratory  and  blood-gas  stud- 
ies. 

Case  records 

Case  1.  A forty-nine-year-old  woman  complained  of 
progressive  exertional  dyspnea,  cough,  and  mucus  ex- 
pectoration for  at  least  six  years  prior  to  February, 
1968,  when  she  was  seen  by  us  for  the  first  time.  At 
that  time  even  talking  made  her  dyspneic.  She  had  to 
stop  and  rest  ten  to  fifteen  times  while  getting  dressed 
because  of  exertional  dyspnea.  It  usually  took  her 
about  one  and  one-half  hours  to  get  dressed.  She  had 
syncopes  two  to  three  times  a week  during  the  last 
year.  She  had  carbon  dioxide  narcosis  in  November, 
1963,  December,  1963,  and  May,  1964.  She  had  pneu- 
monia at  the  ages  of  four  and  one-half,  seventeen, 
thirty-four,  and  forty  years.  She  also  suffered  from  poly- 
arthritis since  the  age  of  twenty  years.  She  received 
uninterrupted  steroid  therapy  for  fourteen  years.  She 
used  an  intermittent  positive  pressure  breathing  appa- 
ratus at  home  since  1964.  In  addition  to  steroids  she 
used  bronchodilators,  antibiotics,  mucomyst,  and  so 
on.  Nothing  helped  her  any  longer. 

She  started  to  smoke  at  the  age  of  eighteen  years  and 
smoked  two  and  one-half  to  three  packs  of  cigarets 
daily.  She  stopped  smoking  in  November,  1967,  four 
months  before  coming  to  us. 

She  was  cyanotic  and  had  difficulty  in  breathing 
while  talking.  She  also  had  marked  retraction  of  her 
lower  intercostal  spaces.  Auscultation  revealed  hardly 
audible  breath  sounds.  No  rales  or  wheezes  were 
heard.  Heart  sounds  were  distant.  Her  liver  was  4 
fingerbreadths  below  the  costal  margin.  Chest  x-ray 
films  showed  overdistended  lungs  with  bullae  occupy- 
ing the  upper  two  thirds  of  each  lung  field  (Fig.  1). 
Respiratory  studies  substantiated  the  diagnosis  of  dif- 
fuse obstructive  emphysema  in  addition  to  bilateral 
bullous  emphysema  (Tables  I to  III). 

She  submitted  to  a series  of  16  SSTBD  (selective 
systematic  tracheobronchial  drainages)  between  March 
1 and  March  22,  1968. 9 Her  condition  improved,  but 
the  improvement  could  not  be  maintained  without 
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FIGURE  1 . Case  1 . (A  and  B)  Preoperative  posteroanterior  and  lateral  chest  roentgenograms  showing  overdistended 
lungs.  Upper  two  thirds  of  both  lungs  occupied  by  large  bullae. 


daily  aspirations  of  her  tracheobronchial  tree  (Tables  I I to  III).  Therefore,  it  was  decided  to  do  staged  bilat- 

to  III).  For  this  reason,  on  March  28,  1968,  tracheal  eral  tube  pneumonostomies. 


fenestration  was  performed.10  Her  condition 

improved 

On  May  19, 

1969,  she  underwent  right  first-stage 

further  but  not  enough  to  be  rehabilitated  or  even  to 

tube  pneumonostomy  under 

1 per  cent 

procaine  infil- 

endure  thoracotomy  and  excision  of  the  bullae  (Tables 

tration  anesthesia.  Eight  days  later,  on  May  27,  she 

TABLE  1.  Case  1:  Serial  respiratory  studies— 

16  SSTBD 

Procedure  and 

Vital  Capacity  (Ml.) 

Timed  Vital  Capacity  (Per  Cent) 

Dates  of  Studies 

Actual 

Per  Cent 

1 Sec. 

2 Sec. 

3 Sec. 

Before  therapy 
2/27/68 
After  therapy 

1,267 

45 

38 

55 

66 

3/25/68 

Tracheal  fenestration 

1,429 

50 

42 

57 

66 

3/28/68 

5/9/68 

1,650 

58 

35 

47 

56 

5/15/69 

Two-staged  right  tube  pneumonostomy 

925 

33 

38 

54 

67 

5/19/69 

5/27/69 

8/27/69 

1,510 

54 

51 

71 

84 

Two-staged  left  tube  pneumonostomy 

10/13/69 

10/22/69 

11/26/69 

2,419 

87 

45 

66 

76 

Tube  pneumonostomy  for  abscess  of 

right  upper  lobe 

2/27/70 

7/10/70 

2,744 

98 

37 

53 

62 

6/1/71 

2,760 

98 

42 

60 

72 

12/21/71 

2,723 

98 

40 

60 

70 
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TABLE  II.  Case  1:  Serial  respiratory  studies — 16  SSTBD 


MM-  RV 


Procedure  and 
Dates  of  Study 

MEFR 

L./Min. 

EFR 
L.  Sec. 

Act. 

MBC • 

Per  Cent 

Act. 

TLC . 

Per  Cent 

Act. 

RV 

Per  Cent 

TLC 

Ratio 

Before  therapy 
2/27/68 
After  therapy 

7.8 

0.13 

13.0 

17 

6,991 

189 

5,318 

613 

76.1 

3/25/68 

Tracheal  fenestration 

9.9 

0.13 

16.7 

21 

6,200 

167 

4,193 

483 

67.6 

3/28/68 

5/9/68 

16.6 

0 .14 

22.9 

30 

6,901 

186 

4,977 

574 

72.1 

5/15/69 

Two-staged  right  tube 

19.2 

0.22 

17.1 

22 

6,614 

163 

5,291 

424 

80.0 

pneumonostomy 
5/19  69 
5/27/69 
8/27/69 

17.4 

0.26 

20.2 

26 

6,143 

152 

3,966 

318 

64  .6 

Two-staged  left  tube 

pneumonostomy 

10/13/69 

10/22/69 

11/26/69 

52.7 

0.35 

32.5 

41 

6,094 

151 

3,554 

286 

58.3 

Tube  pneumonostomy 

for  abscess  of  right 
upper  lobe 
2/27/70 
7/10/70 

38.0 

33.0 

42 

5,603 

138 

2,758 

241 

49.2 

6/7/71 

58.0 

0.47 

36.0 

46 

5,690 

140 

2,820 

247 

49.6 

12/21/71 

35.0 

0.35 

36.0 

46 

5,244 

130 

2,456 

198 

46.8 

* Key:  MEFR  = maximal  expiratory  flow  rate;  MMEFR  = ; Act.  = actual;  MBC  = maximal  breathing  capacity;  TLC  = total  lung  capacity; 

RV  = residual  volume. 


TABLE  III.  Case  1:  Serial  arterial  blood  gas  studies — 16 
SSTBD* 


Arterial  Blood  Gas  Studies 

PAO: 

PACO, 

Procedure  and 

(Mm. 

(Mm. 

Dates  of  Studies 

pH 

Hg) 

Hg) 

Before  therapy 

2/27/68 

7.386 

73.0 

45.7 

After  therapy 
3/25/68 

Tracheal  fenestration 

7.398 

88.1 

47.8 

3/28/68 
5 9/68 

7.453 

78.0 

55  .3 

5/15/69 

Two-staged  right  tube 

7.345 

50.0 

pneumonostomy 

5/19/69 

5/27/69 

8/27/69 

7.380 

63.9 

39.6 

Two-staged  left  tube 

pneumonostomy 
10/13/69 
10/22/69 
11/26 '69 

7 .450 

80.0 

37.0 

Tube  pneumonostomy 

for  abscess  of  right 
upper  lobe 
2/27/70 
12/7/71 

7.420 

96.9 

36.2 

* Key:  PAOz  = arterial  oxygen  pressure;  PACO2  = arterial  car- 

bon dioxide  pressure. 


underwent  right  second-stage  tube  pneumonostomy. 
The  pneumonostomy  tube  was  attached  to  an  under- 
water drainage  setup.  The  latter  was  then  attached  to 
a suction  unit.  The  suction  was  maintained  for  thirty- 
three  days  before  the  pneumonostomy  tube  was  re- 
moved on  June  29,  1969.  Her  exercise  tolerance  in- 


creased noticeably.  This  was  also  substantiated  by  the 
follow-up  respiratory  and  arterial  blood  gas  studies. 
On  October  13,  1969,  left  first-stage  tube  pneumonos- 
tomy was  performed.  Nine  days  later,  on  October  22, 
she  underwent  left  second-stage  tube  pneumonostomy. 
The  pneumonostomy  tube  was  attached  to  an  under- 
water drainage  setup.  The  latter  was  then  attached  to 
a suction  unit.  The  suction  was  maintained  for  seven- 
teen days  before  the  pneumonostomy  tube  was  re- 
moved on  November  8,  1969.  Chest  x-ray  films 
showed  increased  bronchovascular  markings  bilaterally 
(Fig.  2).  Her  exercise  tolerance  increased  sufficiently 
to  allow  her  to  return  to  full-time  work.  Follow-up  re- 
spiratory studies  substantiated  the  clinical  improve- 
ment (Tables  I to  III). 

Because  of  her  polyarthritis  she  was  put  on  oxyphen- 
butazone  (Tandearil)  by  her  local  physician  which  led 
to  tarry  stools  and  bleeding  from  her  bronchial  tree. 
This  probably  played  an  important  role  in  her  devel- 
oping a right  upper-lobe  abscess.  For  this  reason, 
about  three  months  after  her  discharge,  she  was  read- 
mitted to  the  hospital  on  February  13,  1970.  On  Feb- 
ruary 27,  1970,  right-tube  pneumonostomy  was  per- 
formed for  the  abscess.  This  led  to  a good  recovery. 

She  has  been  working  full  time  since  May,  1970. 
She  was  also  weaned  from  steroids  by  August,  1970. 
The  full  rehabilitation  of  this  respiratory  cripple 
would  not  have  been  possible  without  tube  pneumonos- 
tomies. 

Case  2.  When  first  seen  by  me  on  March  14,  1969, 
this  sixty-two-year-old  woman  gave  a history  of  pro- 
gressive exertional  dyspnea  for  more  than  ten  years. 
During  the  last  year  her  condition  become  considera- 
bly worse.  She  became  dyspneic  even  if  she  just 
talked,  ate,  combed  her  hair,  or  walked  only  two  steps. 
She  noticed  ankle  swelling  on  and  off  for  the  last  year. 


666  New  York  State  Journal  of  Medicine  / March  1 , 1 973 


FIGURE  2.  Case  1 (A  and  B)  Post  bilateral  tube  pneumonostomy  posteroanterior  and  lateral  chest  x-ray  films  show 
mg  considerable  increase  of  bronchovascular  markings  of  both  lungs. 


She  hardly  coughed  and  had  no  expectoration.  She 
was  treated  with  bronchodilators,  antibiotics,  diuretics, 
and  digoxin  prior  to  my  seeing  her. 

Smoking  history.  She  started  to  smoke  at  the  age  of 
seventeen  years  and  smoked  at  least  two  packs  of  ci- 


garets  daily.  She  stopped  smoking  a year  before  seeing 
us  because  of  her  marked  dyspnea. 

She  was  a thin,  elderly  woman,  dyspneic  at  rest 
while  dangling.  She  became  markedly  dyspneic  when 
she  attempted  to  talk  or  move  her  arms.  Her  lips  and 


FIGURE  3.  Case  2.  (A  and  B)  Preoperative  posteroanterior  and  lateral  chest  roentgenograms  showing  overdistended 
lungs.  Upper  two  thirds  of  both  lungs  occupied  by  large  bullae. 
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TABLE  IV.  Case  2:  Serial  respiratory  studies — 26  SSTBD 


Vital  Capacity  (Ml.)  Timed  Vital  Capacity  (Per  Cent) 
Procedure  and  Dates  of  Studies  Actual  Per  Cent  1 Sec.  2 Sec.  3 Sec. 


Before  therapy* 
After  therapy 

3/25  '69 

1,697 

67 

31 

47 

58 

4/10/69 

2,062 

82 

30 

43 

54 

5/27/69 

1,659 

66 

32 

49 

60 

Two-staged  right  tube  pneumonostomy 

5/29  69 

6/8/69 

7/22/69 

1,725 

66.5 

37.5 

53.5 

65 

Two-staged  left  tube  pneumonostomy 

11/3/69 

11/17/69 

12/23/69 

2,175 

86 

41 

58 

68 

* Unable  to  endure  studies. 

TABLE  V.  Case  2: 

Serial  respiratory  studies— 

-26  SSTBD* 

RV/ 

Procedure  and 
Dates  of  Study 

MEFR 

L./Min. 

MMEFR 

L./Sec. 

MRP 

tt.p  s 

RV  . 

TLC 

Ratio 

Act.  Per  Cent 

Act. 

Per  Cent 

Act. 

Per  Cent 

Before  therapy  t 
After  therapy 

3/25/69 

16.7 

0.16 

14.5  24 

6,091 

167 

4,394 

391 

72.1 

4/10/69 

22.8 

0.17 

15.2  25 

6,496 

178 

4,299 

382 

66.2 

5/27/69 

Two-staged  right  tube 

15.4 

0.14 

12.3  19 

5,922 

162 

4,263 

379 

72 

pneumonostomy 

5/29/69 

6/8/69 

8/8/69 

15.2 

0.2 

14.2  23 

5,923 

162 

4,278 

381 

72.2 

Two-staged  left  tube 

pneumonostomy 

11/3/69 

11/17/69 

12/23/69 

31 

0.211 

11.8  18 

5,449 

149 

3,273 

291 

60 

* Key:  MEFR  = maximal  expiratory  flow  rate;  MMEFR  = maximum  mid-expiratory  flow  rate;  Act.  = actual;  MBC  = maximal  breathing  ca- 

pacity; TLC  = total  lung  capacity;  RV  = residual  volume, 
t Unable  to  endure  studies. 


TABLE  VI.  Case  2:  Serial  arterial  blood  gas  studies— 26 
SSTBD* 


Procedure  and 
Dates  of  Studies 

Arterial  Blood  Gas  Studies 
PAO,  PACO, 
(Mm.  (Mm. 

pH  Hg)  Hg) 

Before  therapy 
3/18/69 

7.49 

32 

45 

After  therapy 
3/27/69 

7.45 

56 

36.5 

5/27/69 

7.42 

55.1 

51.1 

Two-staged  right  tube 
pneumonostomy 
5/29/59 

6/8/69 

8/8/69 

7 .45 

61 

47.9 

10/27/69 

7 .40 

81 

41 

Two-staged  left  tube 
pneumonostomy 
11/3/69 

11/17/69 

12/23/69 

7.46 

90 

37 

3/16/70 

7.385 

71 

39.5 

* Key:  PAO2  = arterial  oxygen  pressure;  PACO2  = arterial  carbon 

dioxide  pressure. 


nail  beds  were  cyanotic.  She  had  marked  inspiratory 
retraction  of  her  lower  intercostal  spaces.  She  had  2 
plus  pitting  edema  of  her  ankles.  Auscultation  re- 


vealed an  almost  silent  chest.  Heart  sounds  were  dis- 
tant. Her  liver  was  4 fingerbreadths  below  the  costal 
margin.  Roentgenograms  of  the  chest  showed  overdis- 
tended lungs  with  the  upper  two-thirds  of  each  lung 
showing  bullae  (Fig.  3).  Respiratory  studies  confirmed 
the  diagnosis  of  diffuse  obstructive  emphysema  in  ad- 
dition to  bullous  emphysema  (Tables  IV  to  VI).  The 
electrocardiogram  showed  evidence  of  right  ventricular 
strain. 

She  could  not  endure  the  strain  of  respiratory  studies 
until  she  underwent  a series  of  three  SSTBDs.  After 
an  additional  eight  SSTBDs  her  exercise  tolerance  in- 
creased, and  she  did  not  have  heart  failure  any  longer. 
The  clinical  improvement  was  also  substantiated  by 
follow-up  respiratory  studies  (Tables  IV  to  VI).  After  a 
total  of  sixteen  SSTBDs  the  decision  was  made  to  per- 
form bilateral  tube  pneumonostomies. 

On  May  29,  1969,  she  underwent  right  first-stage 
tube  pneumonostomy.  Ten  days  later,  on  June  8,  she 
underwent  right  second-stage  tube  pneumonostomy. 
The  pneumonostomy  tube  was  attached  to  an  under- 
water drainage  setup.  The  latter  was  then  attached  to 
a suction  unit.  The  suction  was  maintained  for  four- 
teen days  before  the  pneumonostomy  tube  was  re- 
moved on  June  22,  1969.  Her  exercise  tolerance  in- 
creased noticeably.  This  was  also  substantiated  by 
follow-up  respiratory  studies  (Table  IV  to  VI).  On  No- 


668  New  York  State  Journal  of  Medicine  / March  1 , 1 973 


FIGURE  4 Case  2.  (A  and  B)  Post  bilateral  tube  pneumonostomy  posteroanterior  and  lateral  chest  x-ray  films  show- 
ing considerable  increase  of  bronchovascular  markings  of  both  lungs. 


vember  3,  1969,  left  first-stage  tube  pneumonostomy 
was  done.  Fourteen  days  later,  on  November  17,  she 
underwent  left  second-stage  tube  pneumonostomy. 
The  pneumonostomy  tube  was  attached  to  an  under- 
water drainage  setup.  The  latter  was  then  attached  to 
a suction  unit.  The  suction  was  maintained  for  seven 
days  before  the  pneumonostomy  tube  was  removed  on 
November  24,  1969.  X-ray  films  of  the  chest  showed 
increased  bronchovascular  markings  on  both  sides  (Fig. 
4).  Her  exercise  tolerance  increased  strikingly.  This 
previously  totally  disabled  respiratory  cripple  was  able 
to  walk  around  the  block  and  took  care  of  her  personal 
needs  without  exertional  dyspnea.  Accordingly,  her 
follow-up  respiratory  and  arterial  blood  gas  studies 
showed  appreciable  changes  for  the  better  (Tables  IV 
to  VI).  She  was  a most  uncooperative  patient  who 
canceled  appointments  and  rarely  followed  instruc- 
tions. During  the  first  week  of  August,  1970,  she  ac- 
quired an  upper  respiratory  infection  and  went  into 
failure  of  the  right  side  of  the  heart.  She  did  not  ask 
for  help  until  she  became  moribund.  She  died  at 
home  on  August  13,  1970,  the  day  she  finally  requested 
hospitalization. 

This  patient  also  showed  striking  increase  of  her  ex- 
ercise tolerance  after  bilateral  tube  pneumonostomies. 
The  follow-up  respiratory  studies  confirmed  the  clinical 
changes  for  the  better.  This  woman  could  have  been 
kept  in  her  improved  state  had  she  allowed  us  to  follow 
her  closely. 

Comment 

Tube  pneumonostomy  is  not  a competing  proce- 


dure for  thoracotomy  and  resection  or  plication  of 
the  bullae  in  the  treatment  of  disabling  bullous 
emphysema.  Tube  pneumonostomy  is  the  choice 
only  if  it  is  estimated  that  the  patient  could  not 
survive  a thoracotomy.  In  other  words,  it  is  to  be 
performed  only  in  thoracotomy-reject  cases.  The 
respiratory  insufficiency  in  these  crippling  cases  is 
usually  due  to  both  bullous  emphysema  and  dif- 
fuse obstructive  emphysema.  Such  are  the  2 
cases  reported  here.  In  both  instances  the  choice 
was  between  abandoning  these  patients  and  tube 
pneumonostomies.  The  results  of  the  physiologic 
studies  substantiated  the  desperate  clinical  status 
of  these  respiratory  cripples  and  made  it  clear 
that  they  had  very  little,  if  any,  chance  to  survive 
thoracotomies  (Tables  I to  VI).  The  patient  in 
Case  2 was  not  even  able  to  endure  the  exertion  of 
respiratory  studies  until  she  was  submitted  to  a 
series  of  three  selective  systematic  tracheobron- 
chial drainages.  The  selective  systematic  tra- 
cheobronchial drainages,  and  in  1 case  tracheal 
fenestration,  were  aimed  at  increasing  the  respira- 
tory capacity  of  the  parts  of  the  lungs  with  diffuse 
obstructive  emphysema.  This  was  achieved  by 
elimination  of  often  inspissated  bronchial  and 
bronchiolar  mucus  plugs,  thus  making  available 
alveoli  distal  to  the  plugs.  The  nondestroved, 
nonconfluent  alveoli  distal  to  the  removed  mucus 
plugs  increase  the  respiratory  surface  (Tables  I to 
VI).  The  real  help  in  the  reported  cases  came 
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from  the  deflatioh  and  elimination  of  the  bullae. 
This  is  clearly  demonstrated  not  only  by  the 
clinical  course  of  these  cases  but  also  by  the 
serial  respiratory  studies  (Tables  I to  VI). 

The  procedure  is  effective  because  the  insertion 
of  the  thoracotomy  tube  into  the  bulla  with  con- 
stant suction  applied  leads  to  deflation  and  bul- 
lous wall  approximation.  The  approximated  bul- 
lous wall  became  fused  from  seven  to  thirty-three 
days  in  the  four  tube  pneumonostomies  performed 
on  these  2 patients.  By  eliminating  the  bullae, 
the  surrounding,  previously  compressed  lung  pa- 
renchyma becomes  aerated,  again  leading  to  usu- 
ally marked  increase  of  the  respiratory  capacity. 
I firmly  believe  it  is  justified  to  make  a plea  for 
the  revival  of  tube  pneumonostomv  in  the  treat- 
ment of  crippling  thoracotomy-reject  bullous 
emphysema.  This  simple  procedure,  when  per- 
formed under  local  infiltration  anesthesia,  carries 
very  little,  if  any,  risk  and  provides  a realistic  re- 
newed hope  for  rehabilitation  of  an  otherwise 
abandoned  group  of  respiratory  cripples. 

Summary 

Tube  pneumonostomv  with  constant  suction,  a 
procedure  rarely  used  today,  was  revived.  This 
procedure  was  performed  bilaterally  in  2 cases  of 
thoracotomy-reject,  crippling  bullous  emphysema. 
Both  of  these  patients  also  had  diffuse  obstructive 
emphysema  which  made  their  condition  too  risky 
for  thoracotomy  and  excision  of  the  bullae.  Serial 
respiratory  studies  substantiated  the  clinical  im- 
provement in  both  cases.  The  distinction  be- 
tween two  different  diseases,  namely,  bullous 
emphysema  and  diffuse  obstructive  emphysema, 
was  emphasized.  A plea  was  made  for  the  appli- 
cation of  tube  pneumonostomy  for  crippling  bul- 
lous emphysema  rather  than  abandoning  the  pa- 
tient when  thoracotomy  is  contraindicated. 

4 Sutton  Place 
New  York,  New  York  10022 
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Discussion 

Dr.  Fell:  I believe  that  Dr.  Rockey  should  be 
commended  for  again  bringing  to  our  attention 
some  of  the  older  technics  which  are  extremely 
useful  in  salvaging  poor-risk  patients.  One  of  the 
cases  that  he  presented  was  a lung  abscess,  and  I 
should  like  to  present  a case  of  lung  abscess  in 
which  a similar  technic  was  used  except  without 
tube  drainage. 

A seventy-year-old  female  after  her  second  myo- 
cardial infarction  required  procainamide  (Pron- 
estyl)  to  control  arrhythmias.  This  therapy  led  to 
the  development  of  lupus  erythematosus.  The 
lupus  persisted  after  the  procainamide  was  with- 
drawn, and  the  patient  was  placed  on  steroids. 
While  on  steroids  pneumonia  developed  in  her  right 
upper  lobe  which  then  cavitated  into  a huge  ab- 
scess. When  I first  saw  her  she  weighed  70  pounds, 
was  febrile,  and  was  in  congestive  failure.  Under 
local  anesthesia,  I resected  five  ribs  posteriorly  and 
packed  this  huge  abscess  cavity.  At  the  time  the 
abscess  was  open  I scooped  a hairy  ball  which 
was,  of  course,  aspergilloma.  Roentgenography 
demonstrated  the  remarkable  regenerative  powers 
of  the  lung  in  decreasing  the  size  of  the  cavity. 
Subsequently,  the  patient  was  left  with  a very 
small  external  opening  of  a bronchopleural  cuta- 
neous fistula.  I was  concerned  that  another 
aspergilloma  would  develop  if  we  allowed  this  fis- 
tula to  close.  Accordingly,  she  was  reoperated  on 
and  after  partial  scapulectomy  the  subscapularous 
muscle  was  utilized  to  close  the  bronchopleural 
fistula  and  obliterate  the  space.  The  patient  is 
now  cured.  The  interval  between  the  two  opera- 
tions was  approximately  six  months. 

I should  like  to  emphasize  Dr.  Rockey’s  point 
that  we  should  not  hesitate  to  use  external  drain- 
age of  pulmonary  cavities  in  patients  who  are  not 
salvageable  by  conventional  methods. 

Dr.  Kirschner:  Dr.  Rockey  has  demonstrated 

that  you  can  expand  the  lung  by  his  intracavitary 
suction  technic  and  thereby  improve  pulmonary 
function.  However,  I am  not  quite  convinced  that 
these  patients  have  true  “obstructive”  emphyse- 
ma along  with  their  bullous  emphysema.  We  can 
get  the  same  functional  result  by  open  thoracoto- 
my and  excision  of  the  bullae.  The  crux  of  the 
problem  is  the  determination  of  the  degree  of 
compression  of  surrounding  nonbullous  lung  tissue 
by  the  giant  bulla.  A patient  who  has  a large 
bulla  such  as  Dr.  Rockey  has  shown,  particularly 
bilateral  with  compressed  lung  in  the  lower  me- 
dial portions  of  the  chest,  will  experience  substan- 
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tial  functional  improvement  by  excision  of  the 
bulla  which  allows  the  compressed  lung  to  expand 
and  function  more  normally. 

The  big  problem  in  these  patients  with  emphy- 
sema is  in  diffuse  emphysema  in  which  no  large 
bullae  exist.  If  you  inadvertently  operate  without 
determining  compression  (best  done  by  pulmo- 
nary angiography)  and  find  the  whole  lung  spon- 
gy, you  will  be  in  great  trouble  trying  to  improve 
pulmonary  function.  What  you  must  have  for  a 
good  surgical  functional  result  is  a very  large  bulla 
on  both  sides  with  marked  compression.  Once 
the  compression  is  relieved,  the  so-called  “ob- 
structive” emphysema  is  markedly  diminished  as 
shown  by  Dr.  Rockey’s  studies. 

Dr.  Robinson:  In  1955  I used  the  technic  that 
Dr.  Rockey  described  on  a patient  with  diffuse  ob- 
structive emphysema  which  involved  the  upper 
lobes  of  each  side  rather  massively.  I did  this 
procedure  on  him  bilaterally  with  a pre-Monaldi 
thoracoplasty  on  each  side  and  multiple  passages 
of  a tube  throughout  the  course  of  the  lung  be- 
cause the  obstruction  was  not  relieved  with  the 
first  drainage.  A tube  was  passed  through  a tro- 
char  into  many  parts  in  the  lung,  and  in  a few 
days  it  was  withdrawn  as  the  lung  collapsed 
around  the  tube.  The  patient  went  from  a state 
of  absolute  total  disability  in  which  he  could  not 
eat,  shave,  or  dress  to  one  in  which  he  led  a com- 
fortable sedentary  life.  I know  this  procedure 
works.  I have  never  used  it  since,  because  I have 
never  had  any  occasion  to.  I really  congratulate 
Dr.  Rockey  for  bringing  it  to  us,  because  I know 
this  method  can  work  when  used.  In  the  case  I 
cited  thoracotomy  and  resection  would  not  have 
been  tolerated. 

Voice:  On  the  last  patient  you  reported  there 

was  obvious  expansion  of  one  of  the  bulla  in  the 
late  course  of  the  disease.  Did  you  try  instilla- 
tions of  anything  into  the  bulla  to  get  it  to  stay 
closed  once  it  was  closed? 

Dr.  Rockey:  I should  like  to  thank  the  discus- 
sers for  their  remarks.  Dr.  Fell’s  operation  was 
almost  like  a cavernostomy.  The  result  certainly 
was  satisfactory. 

As  to  Dr.  Kirschner’s  remarks,  I should  like  to 
say  that  the  physiologic  data  presented  estab- 
lished the  diagnosis  of  diffuse  obstructive  emphy- 
sema in  addition  to  bilateral  bullous  emphysema 
in  both  cases.  Thoracotomy  and  resection  of  the 
bullae  was  out  of  the  question  in  these  cases. 
This  becomes  obvious  when  you  look  again  at  the 


initial  physiologic  studies.  One  of  the  patients 
could  not  even  withstand  the  strain  of  the  respira- 
tory studies  until  she  was  submitted  to  a series  of 
three  selective  systematic  tracheobronchial  drain- 
ages. Tube  pneumonostomies  should  be  done 
only  on  patients  who  are  estimated  not  to  survive 
thoracotomies.  Dr.  Robinson  used  multiple-tube 
pneumonostomies  for  diffuse  obstructive  emphy- 
sema and  helped  his  patient.  This  is  of  particular 
interest  to  me,  since  I often  thought  of  trying  to 
do  just  what  he  did  but  never  had  the  courage  to 
put  a tube  into  a lung  with  diffuse  obstructive 
emphysema.  I believe  this  approach  should  be 
explored  further. 

I should  like  to  reemphasize  that  tube  pneumo- 
nostomy  should  be  used  whenever  one  encounters 
a thoracotomy-reject  bullous  emphysema  rather 
than  group  that  case  with  those  for  whom  nothing 
can  be  done. 

The  Annual  business  meeting  of  the  Society  was 
held  following  the  Scientific  Session.  The  follow- 
ing slate  took  office  for  the  coming  year. 
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Council  Adrian  Lambert,  M.D. 

George  Robinson,  M.D. 

Hugh  F.  Fitzpatrick,  M.D. 
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Roy  H.  Clauss,  M.D.,  Chairman 

Paul  H.  Gerst,  M.D. 

EdwardiE.  Rockey,  M.D. 

Membership  Committee  

William  I.  Wolff,  M.D.,  Chairman 

Frederick  0.  Bowman,  Jr..  M.D. 

Franklyn  P.  Gerard,  M.D. 
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Patients  with  Down’s  syndrome  are  known  to 
have  an  increased  incidence  of  infections.1-3  Host 
defenses  are  dependent  on  a variety  of  factors,  in- 
cluding humoral  and  cellular  immunity  and  the 
phagocytic  ability  of  peripheral  blood  leukocytes. 
The  present  article  describes  in  vitro  studies  con- 
cerning leukocyte  function  and  serum  immuno- 
globulin levels  in  patients  with  Down’s  syndrome. 

Materials  and  methods 

Thirty  patients  with  a confirmed  diagnosis  of 
Down’s  syndrome  and  living  in  a residential  insti- 
tution for  the  mentally  retarded  were  studied. 
Employees  (not  matched  for  age)  of  the  same  in- 
stitution served  as  control  subjects.  Phagocytic 
ability  of  peripheral  blood  leukocytes  was  mea- 
sured as  previously  described  using  live  Candida 
albicans  as  the  test  organism.4  Results  of  experi- 
ments utilizing  such  a system  have  been  shown  to 
be  highly  reproducible.5  Neutrophil  adhesiveness 
was  performed  by  the  method  of  Brandt6  using 

* Supported  by  the  -Jewish  Philanthropic  League  of  Brook- 
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TABLE  I.  Phagocytic  index  in  patients  with  Down’s  syndrome 
and  in  normal  control  subjects 


Variable 

Control 

Subjects 

Down’s 

Syndrome 

After  one  hour 

incubation 

Number  of  cases 

20 

30 

Mean  phagocytic 

2.64 

2.06 

index 

Range 

0.97  to  3.68 

0.46  to  3.49 

Standard  error 

0.14 

0.14 

Significance 

p <0.05 

After  two  hours 

incubation 

Mean  phagocytic 

index 

2.68 

2.30 

Range 

1 .12  to  4.26 

0.80  to  3.86 

Standard  error 

0.23 

0.20 

Significance 

Not  significant 

glass  beads.  Quantitative  immunoglobulin  assays 
were  performed  using  Hyland  immunoplates. 
Tests  for  serum  antinuclear  antibodies  were  per- 
formed using  calf  thymus  cells  and  the  immu- 
nofluorescent  technic  of  Coons  and  Kaplan.7 
Rheumatoid  factor  was  measured  by  the  slide 
latex  fixation  test.8  Leukocyte  periodic  acid- 
Schiff  and  leukocyte  peroxidase  were  measured 
histochemically.y>lu  Serum  haptoglobin  was  mea- 
sured semiquantitatively  by  paper  electrophoresis. 

Differential  leukocyte  counts  in  the  peripheral 
blood  were  nearly  identical  in  the  patient  and 
control  groups.  The  mean  neutrophil  count  was 
64  per  cent  in  the  Down’s  syndrome  patients  and 
62  per  cent  in  the  control  subjects.  Lymphocyte, 
monocyte,  eosinophil,  and  basophil  counts  were 
also  the  same  in  the  two  groups. 

None  of  the  patients  with  Down’s  syndrome  had 
evidence  of  infection  at  the  time  they  were  stud- 
ied, based  on  the  absence  of  fever  and  leukocytosis 
and  the  absence  of  signs  or  symptoms  of  an  upper 
respiratory  infection. 

Results 

Leukocyte  function.  For  phagocytic  activity, 
the  number  of  Candida  albicans  organisms  ingest- 
ed by  200  mature  polymorphonuclear  leukocytes 
including  metamyelocytes  and  band  forms  was  to- 
taled, and  the  mean  number  of  organisms  per 
neutrophil  was  determined  and  called  the 
phagocytic  index.  Results  indicate  that  after  one 
hour  of  incubation,  neutrophils  from  patients  with 
Down’s  syndrome  have  mean  phagocytic  index  of 
2.06  which  is  significantly  decreased  (p  <0.05) 
when  compared  with  the  mean  phagocytic  index 
of  2.64  in  the  control  subjects  (Table  I).  After 
two  hours  of  incubation,  the  mean  phagocytic 
index  in  the  Down’s  syndrome  patients  (2.3)  is 
still  less  than  in  the  controls  (2.68),  but  the  differ- 
ence is  not  statistically  significant. 

Autologous  serum  was  used  as  a source  of  opso- 
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Several  host  defense  mechanisms  were  investigated 
in  30  patients  with  Down's  syndrome.  The  in  vitro 
phagocytic  ability  of  peripheral  blood  neutrophils  to 
ingest  live  Candida  albicans  and  neutrophil  ad- 
hesiveness were  significantly  reduced  in  patients 
with  Down's  syndrome  when  compared  with  those 
of  control  subjects.  Peroxidase  and  periodic  acid- 
Schiff  activity  in  leukocytes  were  normal.  Humoral 
immunity  was  evaluated  by  the  quantitative  mea- 
surement of  serum  immunoglobulins.  Immuno- 
globulin M levels  were  normal,  immunoglobulin  G 
levels  were  increased,  and  immunoglobulin  A levels 
were  increased  only  in  patients  over  eighteen  years 
of  age.  Antinuclear  antibodies  were  not  present  in 
any  Down’s  patient,  and  serum  haptoglobulin  levels 
were  normal.  Two  patients  had  high  titer  rheu- 
matoid factor.  It  is  postulated  that  the  abnormal- 
ities in  immunoglobulin  levels  in  Down’s  syndrome 
are  probably  as  much  the  result  rather  than  the 
cause  of  the  well  recognized  increased  susceptibil- 
ity to  infection  of  patients  with  this  disorder. 


TABLE  II.  Adhesiveness  index  in  patients  with  Down’s 
syndrome  and  in  normal  control  subjects 


Variable 

Control 

Subjects 

Down’s 

Syndrome 

Number  of  cases 

17 

31 

Mean  adhesiveness  index 

9.51 

3.69 

Range 

1.5  to  30.9 

1 .4  to  20. 00 

Standard  error 

2.51 

0.64 

Significance 

p <0.05 

nins.  A few  experiments  were  performed  in  which 
fresh  serum  from  patients  with  Down’s  syndrome 
was  added  to  normal  neutrophils,  and  fresh  normal 
serum  was  added  to  neutrophils  from  patients  with 
Down’s  syndrome.  There  was  no  enhancement  of 
the  phagocytic  ability  of  Down’s  syndrome  neutro- 
phils by  normal  serum,  nor  was  there  a decrease  in 
the  phagocytic  ability  of  normal  neutrophils  by 
serum  from  patients  with  Down’s  syndrome. 

No  biochemical  events  associated  with  phagocy- 
tosis such  as  glycogen  metabolism,  glycolysis,  and 
the  hexosephosphate  pathway  were  measured  in 
our  experiments;  hence  an  intracellular  defect  in 
phagocytosis  cannot  be  excluded. 

Neutrophil  adhesiveness,  expressed  as  adhesive- 
ness index,  represents  the  ratio  of  the  absolute 
neutrophil  count  of  the  influent  blood  into  the 
glass  column  of  beads  to  that  of  the  effluent.  The 
mean  adhesiveness  index  of  peripheral  blood  neu- 
trophils in  patients  with  Down’s  syndrome  (3.69) 
was  significantly  lower  (p  <0.05)  than  in  control 
subjects  (9.51)  (Table  II). 

Neutrophil  periodic  acid-Schiff  and  peroxidase 
were  scored  on  a zero  to  four  plus  semiquantita- 
tive  scale.  One  hundred  polymorphonuclear  leu- 
kocytes were  scored  and  the  average  determined. 
No  differences  were  noted  in  either  periodic  acid- 
Schiff  or  peroxidase  scores  from  patients  and  con- 
trol subjects.  Biochemical  measurement  of  per- 
oxidase in  leukocytes  of  11  patients  and  a compa- 
rable number  of  control  subjects  also  revealed  no 
differences. 

Immunoglobulin  levels  (Table  III).  Patients 
with  Down’s  syndrome  had  mean  immunoglobulin 
M levels  of  103  zb  39  mg.  per  100  ml.  and  mean 


immunoglobulin  A levels  of  264  ± 130  mg.  per  100 
ml.,  not  significantly  different  from  the  levels  in 
the  control  subjects  (100  ± 31  and  200  zb  61,  re- 
spectively). However,  immunoglobulin  G levels 
were  significantly  increased  (p  <0.05)  in  patients 
with  Down’s  syndrome  (2,014  zb  636  mg.  per  100 
ml.)  when  compared  with  control  subjects  (1,158 
zb  305  mg.  per  100  ml.).  When  patients  were  sep- 
arated according  to  age,  immunoglobulin  A was 
found  to  be  increased  (p  <0.05)  in  adults  with 
Down’s  syndrome  (303  zb  141  mg.  per  100  ml.) 
but  not  in  children  (244  zb  122  mg. ). 

Serum  haptoglobin  levels  were  normal  in  all 
Down’s  patients.  Antinuclear  antibodies  were  not 
present  in  any  of  the  patients,  but  2 patients  had 
significantly  increased  titers  of  rheumatoid  factor 
(1:256  and  1:512). 

Comment 

The  present  study  indicates  that  leukocyte 
function  as  measured  by  phagocytic  ability  and 


TABLE  III.  Mean  serum  immunoglobulin  levels  in  29  patients  with  Down’s  syndrome  and  30  normal  control  subjects 


t ill*  i nn  l 'i 

Subjects  and 
Number 

IgA 

Significance 

IgG  Significance 

IgM 

Signifi- 

cance 

Normal,  30 
Down’s  syndi'ome 

200  ± 61 

1,158  ± 305 

100  ± 31 

(all  ages),  29 
Down’s  syndrome 
(age  eighteen  or 

264  ± 130 

NS 

2,014  ± 636 

p < 0.01 

103  ± 39 

NS 

less),  19 

Down’s  syndrome 
(age  more  than 

244  ± 122 

NS 

2,034  ± 596 

p < 0.01 

104  ± 33 

NS 

eighteen),  10 

303  ± 141 

p < 0.05 

1,975  ± 738 

p < 0.01 

100  ± 50 

NS 

NS  = Not  significant. 
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TABLE  IV.  Comparison  of  previous  studies  of  immunoglobin  levels  in  patients  with  Down’s  syndrome  with  present  report 


Source  and  Age  of  Patients  (Years) 

Number 

IgA 

IgG 

IgM 

Stiehm  and  Fudenberg15 
Adults 

15 

Increased 

Increased 

Decreased 

Adinolfi,  Gardner,  and 
Martin16 
4 to  16 

15 

Normal 

Increased 

Decreased 

Greene,  Shenker,  and 
Karelitz 17 
Below  13 

32 

Normal 

Increased 

Normal 

Above  13 

20 

Increased 

Increased 

Normal 

Griffiths,  Sylvester,  and 
Baylis18 
Adult  men 

24 

Increased 

Normal 

Normal 

Adult  women 

24 

Normal 

Normal 

Normal 

Sutnick,  London,  and 
Blumberg19 
Not  stated 

11 

Normal 

Increased 

Decreased 

Dyggve  and  Clausen20 
5 to  18 

21 

Normal 

Increased 

Normal 

Adults 

24 

Increased 

Increased 

Normal 

Present  study 
10  to  18 

19 

Normal 

Increased 

Normal 

20  to  40 

10 

Increased 

Increased 

Normal 

adhesiveness  index  is  decreased  in  patients  with 
Down’s  syndrome.  Previous  studies  indicated  a 
variety  of  biochemical  abnormalities  in  the  leuko- 
cytes of  such  patients.11’1-  Myeloperoxidase  defi- 
ciency has  been  reported  to  be  associated  with  de- 
fective candidacidal  activity  in  leukocytes  and  ap- 
parent enhanced  susceptibility  to  systemic  Can- 
dida infection.13  In  the  present  study,  peroxidase 
in  leukocytes  was  found  to  be  normal.  Further- 
more, the  recently  reported  finding  of  increased 
leukocyte  glycogen  as  measured  by  the  periodic 
acid-Schiff  reaction  could  not  be  confirmed.14 
Whether  these  biochemical  aberrations  are  relat- 
ed to  the  decreased  phagocytic  ability  of  leuko- 
cytes and  the  decreased  adhesiveness  of  leuko- 
cytes is  not  known.  It  is  also  not  clear  whether 
abnormalities  in  leukocyte  function  are  related  to 
the  increased  incidence  of  infection  in  Down’s 
syndrome. 

Investigations  of  the  serum  immunoglobulin 
levels  in  patients  with  Down’s  syndrome  have  had 
conflicting  results  (Table  IV).15"20  Although  in 
newborn  infants  with  Down’s  syndrome,  immuno- 
globulin G is  decreased,  in  adults  with  this  disor- 
der, immunoglobulin  G is  always  reported  to  be 
increased,  with  one  notable  exception.15-21  The 
present  investigation  confirms  the  increased  im- 
munoglobulin G levels  in  both  children  and  adults 
with  Down’s  syndrome.  Three  reports  describe 
decreased  levels  of  immunoglobulin  M in  Down’s 
syndrome,  but  three  other  investigators  and  the 
present  authors  found  normal  levels.15"20  The 
confusing  results  regarding  immunoglobulin  A lev- 
els are  clarified  by  separating  patients  with 
Down’s  syndrome  into  children  and  adults.  Only 
the  adults  have  increased  levels  of  immunoglobu- 
lin A. 

It  is  possible  that  these  aberrations  in  humoral 
immunity  represent  genetically  determined  abnor- 


malities of  Down’s  syndrome  related  to  the  extra 
G group  chromosome,  thus  predisposing  such  pa- 
tients to  infection.  However,  it  seems  more  logi- 
cal to  postulate  that  these  serum  gamma  globulin 
abnormalities  are  the  result  rather  than  the  cause 
of  infections.  Evidence  for  this  hypothesis  is  the 
finding  of  increased  immunoglobulin  G levels  in 
institutionalized  mongols  but  not  in  patients  liv- 
ing at  home.19  Also,  Griffiths,  Sylvester,  and 
Baylis18  reported  that  patients  with  Down’s  syn- 
drome who  have  increased  immunoglobulin  A lev- 
els have  a greater  incidence  of  febrile  illness  than 
those  with  normal  levels.  The  normal  levels  of 
haptoglobin  found  in  patients  with  Down’s  syn- 
drome in  the  present  study  have  been  previously 
observed.22-23 

Furthermore,  the  antibody-producing  capacity 
of  Down’s  subjects  to  Escherichia  coli  is  normal.16 
The  immune  response  to  tetanus  vaccination  is  ei- 
ther normal  or  decreased.18,24  Normal  levels  of 
isoantibodies  and  increased  levels  of  autoanti- 
bodies may  be  found  in  patients  with  Down’s  syn- 
drome.16-25 Fialkow26  found  significant  increases 
in  the  frequency  of  thyroid  antibodies  in  patients 
with  Down’s  syndrome,  their  mothers,  and  normal 
siblings,  compared  with  age  and  sex-matched  con- 
trols, indicating  a familial  predisposition  to  thy- 
roid autoimmunity.  He  suggests  that  these  anti- 
bodies may  mark  the  presence  of  some  other  fac- 
tor such  as  other  circulating  antibodies  which  may 
be  related  to  the  chromosomal  aberrations.  Two 
of  the  29  patients,  aged  seventeen  and  forty-four 
years,  in  the  present  study  had  increased  titers  of 
rheumatoid  factor  in  their  serum  with  no  clinical 
evidence  of  rheumatoid  arthritis.  The  signifi- 
cance of  this  finding  is  not  clear. 

If  neither  immunoglobulin  nor  leukocyte  abnor- 
malities are  responsible  for  the  increased  suscepti- 
bility of  mongols  to  infection,  then  other  ap- 
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proaches  need  to  be  explored.  Defective  vitamin 
A absorption  has  been  suggested.27  Cellular  im- 
munity has  not  been  fully  investigated  in  patients 
with  Down’s  syndrome,  although  one  investigator 
found  a significantly  lower  number  of  tuberculin- 
positive individuals  among  patients  with  Down’s 
syndrome,  and  atypical  responses  in  vitro  of  lym- 
phocytes following  phytohemmagglutinin  exposure 
have  been  reported. 12,28  One  must,  however,  in- 
terpret studies  of  lymphocyte  response  in  Down’s 
syndrome  with  care.  Agarwal  et  al ,29  have  shown 
that  deoxyribonucleic  acid  polymerase  activity 
and  thymidine  hydrogen-3  uptake  are  decreased 
in  lymphocytes  from  patients  with  Down’s  syn- 
drome compared  with  matched  control  subjects. 
On  the  other  hand,  blast  transformation  is  nor- 
mal. The  poor  response  of  lymphocytes  from  pa- 
tients with  Down’s  syndrome  to  a mitogenic  stim- 
ulus is  thought  to  reflect  an  impairment  of  cellu- 
lar immunity  which  may  contribute  to  the  in- 
creased vulnerability  of  these  patients  to  infec- 
tion. 
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In  1965,  it  was  pointed  out  by  Robinson1  of  Bal- 
timore that  rehabilitation  centers  in  the  United 
States  and  Canada  were  doing  excellent  work  in 
the  care  of  patients  with  arthritis,  cardiac  disor- 
ders, speech  defects,  orthopedic  disorders,  neuro- 
logic lesions,  and  amputations,  but  that  such  fa- 
cilities were  not  available  for  the  care  of  people 
with  chronic  skin  disease.  Robinson  also  de- 
scribed the  plight  of  patients  with  long-standing 
dermatoses.  He  emphasized  that  whether  or  not 
the  skin  eruption  was  work  associated,  the  period 
of  incapacity  was  usually  longer  than  that  fol- 
lowing an  industrial  injury;  further,  those  with 
cutaneous  disabilities  often  are  unable  to  find 
suitable  work  or  to  resume  former  occupations 
even  after  their  eruptions  have  been  cleared. 

At  that  time,  not  only  were  there  no  rehabilita- 
tion centers  for  the  care  of  patients  with  chronic 
dermatoses,  but  in  addition,  many  agencies  and 
clinics  whose  prime  concern  was  with  rehabilita- 
tion would  not  admit  patients  with  cutaneous  le- 
sions. It  was  Robinson’s  opinion — immediately 
endorsed  by  his  colleagues — that  there  was  an  ur- 
gent need  for  rehabilitation  facilities  for  skin  pa- 
tients. Programs  should  include  vocational  train- 
ing in  sheltered  workshops  which  would  soon 
enable  the  disabled  individual  to  earn  a living 
wage  and  teach  him  to  be  self-reliant  and  in- 
dependent of  welfare  funds  or  social  security  pay- 
ments. 

Plans  for  cutaneous  rehabilitation 

It  may  be  stated  without  fear  of  contradiction 
that  Robinson  alerted  other  dermatologists  to  the 


need  for  rehabilitation  of  their  patients.  In  April, 
1964,  a report  of  the  American  Dermatological  As- 
sociation specified  the  need  for  active  participa- 
tion by  qualified  dermatologists  in  rehabilitation 
centers,  and  the  establishment  of  specialized  facil- 
ities for  research  in  rehabilitation  in  dermatol- 
ogy.2 Their  pleas  went  unheard  by  many  phy- 
sicians who  worked  in  dermatology  clinics  or  in 
practices  restricted  to  diseases  of  the  skin.  How- 
ever, after  the  publication  of  Robinson’s  report 
and  the  discussions  which  it  engendered,  members 
of  the  principal  dermatologic  associations  in  the 
United  States  gave  considerable  thought  to  the 
problem  of  rehabilitation  for  patients  with  cu- 
taneous disability. 

In  December,  1967,  with  the  encouragement  of 
the  National  Institutes  of  Health,  a small  group  of 
dermatologists,  several  of  whom  were  chairmen  of 
university  departments  of  dermatology,  met  to 
undertake  a systematic  review  of  the  health  needs 
of  the  American  population  with  respect  to  skin 
disease.  At  that  time,  the  Joint  Committee  on 
Planning  for  Dermatology  was  formed  as  an  ad  hoc  ; 
committee  of  the  American  Academy  of  Derma- 
tology, Inc.  From  its  earliest  days  the  joint  com- 
mittee received  official  endorsement  of  the  Ameri- 
can Board  of  Dermatology,  the  American  Derma- 
tological Association,  the  Association  of  Professors 
of  Dermatology,  the  Dermatology  Foundation,  and 
the  Society  for  Investigative  Dermatology.  The 
committee  worked  for  twelve  weeks  and  prepared  a 
preliminary  report  of  the  national  program  for 
dermatology.  It  is  significant  to  our  present  in-  | 
terest  that  this  report  was  envisaged  as  “a  plan  to 
conquer  disability  due  to  skin  disease  . . . .” 

In  the  following  year,  the  committee  of  the  Na- 
tional Program  for  Dermatology  sought  the  exper- 
tise of  dermatologists,  basic  scientists,  and  admin-  i 
istrators  to  make  plans  for  the  future.  By  May, 
1969,  when  they  published  their  second  report 
they  could  say  with  justification,  “Dermatology 
has  taken  a long,  hard  look  at  itself  ....  To  our 
knowledge,  this  is  the  first  time  a medical  special-  j 
ty  has,  on  its  own  initiative  and  at  its  own  ex- 
pense, analyzed  its  response  to  the  health  needs 
of  the  nation  in  order  to  program  a future  that 
will  meet  these  needs  more  completely.”3 

A major  section  of  the  second  publication  of  the 
National  Program  for  Dermatology  is  devoted  to 
the  subject  of  disability.  While  skin  disease  gen- 
erally represents  about  1 per  cent  of  the  national 
man  years  lost  to  the  labor  pool,  dermatoses  play 
a much  more  important  role  in  causing  occupa-  ; 
tional  and  military  disability  which  precludes  or 
limits  employment.  The  magnitude  of  the  prob- 
lem is  explicit  in  the  1965  figures  for  nontraumatic 
occupational  disease;  it  can  be  seen  that  almost 
half  of  these  disabling  diseases  are  due  to  derma- 
toses. The  report  also  shows  that  for  eight  states 
(New  York,  California,  Florida,  Illinois,  Michigan, 
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In  1965  it  was  pointed  out  that  although  rehabilita- 
tion facilities  were  available  for  patients  with  many 
different  kinds  of  disease,  such  facilities  were  un- 
available for  people  with  chronic  skin  disease.  In 
late  1967,  the  joint  committee  on  planning  for  der- 
matology was  formed  to  look  into  the  problem. 
Some  of  their  work  showed  that  almost  half  of  dis- 
abling nontraumatic  occupational  diseases  were  due 
to  dermatoses:  in  addition  diseases  of  the  skin  have  a 
significant  effect  on  absenteeism  and  efficiency. 
Cutaneous  problems  also  have  an  effect  on  the  fit- 
ness of  men  in  the  military.  The  aims  of  rehabili- 
tation programs  for  people  with  dermatoses  should 
be  to  fully  evaluate  the  problem  of  each  individual 
and  to  retrain  that  individual  for  work  he  can  carry 
out  within  his  limited  capacity.  Programs  should 
be  made  available  to  both  those  with  incurable  skin 
disease  and  those  with  chronic  disease  due  to  neglect 
or  inadequate  response  to  primary  treatment.  Trial 
programs  have  been  started  in  Maryland  and  in 
Louisiana;  despite  early  success,  problems  have 
been  encountered  and  financial  support  curtailed. 
Nevertheless,  these  facilities  are  badly  needed  and 
should  be  available  to  all  who  need  them. 


Oregon,  West  Virginia,  and  Wisconsin)  where  re- 
cent figures  were  available,  dermatitis  was  respon- 
sible for  between  23  and  83  per  cent  of  the  Work- 
men’s Compensation  awards.  Further,  it  has 
been  pointed  out  that  diseases  of  the  skin,  wheth- 
er work  associated  or  not,  have  a significant  effect 
on  industry  in  terms  of  absenteeism  and  reduced 
efficiency.  When  we  turn  to  consider  the  effect  of 
cutaneous  problems  on  the  fitness  of  the  military, 
again  we  see  that  cutaneous  disability  is  common- 
ly a cause  of  relative  invalidism.  In  Vietnam, 
skin  diseases  occurred  so  frequently  that  field  op- 
erations were  limited  by  the  cutaneous  tolerance 
of  the  men.  Diagnoses  warranting  rejection  from 
military  service  have  included  atopic  dermatitis, 
severe  acne,  and  psoriasis;  in  spite  of  these  screen- 
ing procedures,  in  1967  there  were  134,914  veterans 
receiving  compensation  whose  major  service- 
connected  disability  was  a skin  disorder.  It  is 
interesting  to  note  that  within  this  group  of  veter- 
ans, 15,398  had  been  diagnosed  as  having  eczema 
and  14,783  had  dermatophytosis,  conditions  which 
should  be  amenable  to  treatment. 

Requirements  for  rehabilitation 

It  has  been  emphasized  by  Robinson2  that  the 
specialized  technics  of  rehabilitation  should  be  re- 
served for  patients  with  obstinate  disabilities 
which  incompletely  respond  to  treatment.  If  this 
viewpoint  is  accepted,  then  the  clients  of  proposed 
rehabilitation  centers  would  be  persons  with  in- 
curable dermatoses  of  inherited  or  acquired  etiolo- 
gy. The  mandate  of  the  rehabilitation  facility 
then  would  be  to  evaluate  the  patient’s  disability 
and  to  help  him  to  obtain  specialized  training  to 
fit  him  for  a job  which  he  could  carry  out  within 
his  limited  capacity. 

While  such  a program  is  desirable,  it  may  be  in- 
adequate because  it  would  fail  to  serve  men  and 
women  who  have  dermatoses  which  have  persisted 
because  of  neglect,  although  with  suitable  treat- 
ment they  could  be  cured.  It  might  also  exclude 
people  from  low-income  groups  with  poor  educa- 
tional backgrounds,  in  whom  occupational  der- 
matoses recur  whenever  they  are  exposed  to  pri- 
mary irritants  or  compounds  to  which  they  have 
become  sensitized.  Members  of  this  latter  group 
are  frequently  unable  to  obtain  work,  or  they  lose 
their  employment  for  health  reasons.  Their  basic 
problem  is  that  they  are  only  equipped  to  do  un- 
skilled or  semiskilled  work  as  on  an  assembly  line, 
in  construction,  or  in  a janitorial  capacity.  In  these 
situations,  they  are  exposed  extensively  to  skin  ir- 
ritants, and  yet  no  provision  is  made  for  them  to 
have  protective  creams  and  gloves  or  even  ade- 
quate washing  facilities.  They  are  not  trained  to 
minimize  contact  with  the  offending  materials, 
and  often,  when  dermatitis  does  develop,  the  con- 
dition is  worsened  by  the  well-meant  efforts  of 
factory  nurses  who  supply  ointments  and  creams 


containing  benzocaine,  neomycin,  nitrofurazone 
(Furacin),  boric  acid,  or  mercury  which  lead  to 
further  skin  irritation  or  hypersensitivity. 

Let  us  suppose  that  a patient  works  in  a small 
business  or  comes  from  an  area  where  the  number 
of  jobs  is  limited.  What  happens  if  he  or  she  can- 
not tolerate  a particular  occupation?  He  may 
struggle  along,  working  with  the  very  material 
which  causes  his  dermatosis,  his  rash,  however, 
suppressed  by  systemic  steroids  which  have  un- 
happily been  prescribed  by  his  family  physician. 
He  fears  losing  his  job,  for  how  will  he  gain  alter- 
native work?  His  employer  is  unwilling  to  put 
him  on  another  job  or  may  be  unwilling  even  to 
recognize  that  some  ingredient  of  the  industrial 
process  is  a potential  or  even  a common  sensitizer. 
On  the  other  hand,  the  employee  may  be  advised 
that  he  can  claim  Workmen’s  Compensation.  If  a 
claim  is  awarded  and  free  medical  care  follows, 
the  patient’s  chances  of  recovery  are  now  still  de- 
pendent on  change  of  occupation  and  on  the 
availability  of  a dermatologist  with  sufficient  ex- 
perience in  occupational  skin  disease.  Chronicity 
in  occupational  dermatoses  is  often  a measure  of 
mismanagement  and  neglect  rather  than  lack  of 
motivation  by  the  patient  toward  recovery. 

Rehabilitation  and  retraining  are  needed  not 
only  for  those  with  incurable  skin  diseases  but 
also  for  those  in  whom  chronicity  has  developed 
through  inadequate  primary  treatment. 

Cutaneous  rehabilitation  in  action 

A regional  facility  for  the  rehabilitation  of  pa- 
tients with  chronic  skin  eruptions  was  established 
in  1967  in  association  with  the  University  of 


March  1 , 1973  / New  York  State  Journal  of  Medicine  677 


Maryland  School  of  Medicine.  The  medical  per- 
sonnel in  this  unit,  working  with  Robinson,  devel- 
oped a system  for  the  computation  of  cutaneous 
impairment,  based  on  anatomic  involvement.4 
Under  this  system  the  body  is  divided  into  seg- 
ments. Each  segment  is  assigned  a percentage 
based  on  its  importance  in  the  performance  of 
gainful  occupation.  The  highest  percentages  have 
been  assigned  to  the  head  and  upper  extremities, 
because  involvement  of  these  parts  would  militate 
against  an  individual’s  work  capacity  for  cosmetic 
and  functional  reasons.  Other  factors  considered 
in  the  formulation  of  a rehabilitation  index  in- 
clude noncutaneous  physical  defects,  IQ  (intelli- 
gence quotient),  emotional  stability,  motivation, 
socioeconomic  status,  vocational  aptitude,  and  re- 
sponse to  treatment.  Each  patient  is  evaluated 
by  a rehabilitation  team  consisting  of  a derma- 
tologist, who  can  assess  all  physical  defects  in  ad- 
dition to  the  dermatosis;  a clinical  psychologist 
who  can  determine  IQ,  emotional  stability,  and 
motivation;  a social  worker,  who  can  estimate  how 
socioeconomic  factors  will  affect  work  potential; 
and  a vocational  rehabilitation  counselor  who  can 
determine  the  patient’s  vocational  potential. 
Team  conferences  are  held  before  any  decision  is 
made  about  the  course  of  action. 

In  a report  published  in  February,  1971,  Robin- 
son, Pass,  and  Silverstein5  not  only  emphasized 
the  success  of  the  unit  but  also  pointed  out  that 
the  rehabilitation  index  was  a reliable  means  of 
predicting  the  outcome  of  overall  medical  care 
and  retraining.  When  150  of  their  patient  records 
were  reviewed,  it  was  found  that  2 patients  had 
died,  5 were  lost  from  observation,  10  were  consid- 
ered incompletely  rehabilitated  after  six  months, 
and  there  were  11  definite  failures;  122  patients 
were  considered  successfully  rehabilitated.  Fail- 
ure of  the  rehabilitation  process  in  11  patients  in- 
cluded those  who  had  lost  interest,  were  poorly  mo- 
tivated, or  could  not  be  recalled  for  follow-up. 
Successful  rehabilitation  meant  that  these  people 
were  attending  school,  in  job  training,  or  already 
in  jobs.  The  import  of  these  figures  can  only  be 
appreciated  when  it  is  realized  that  many  of  the 
rehabilitated  patients  had  not  been  employed  for 
as  long  as  two  years,  and  a large  number  were  re- 
ceiving welfare  benefits. 

The  rehabilitation  of  patients  with  chronic  der- 
matoses is  not  an  easy  matter.  Given  the  facility, 
certain  factors  have  been  shown  to  militate 
against  success.  Recently  O’Quinn,  Cole,  and 
Many6  reported  on  their  experiences  at  the  der- 
matology rehabilitation  unit  in  the  Department  of 
Dermatology  of  Louisiana  State  University  School 
of  Medicine  between  1967  and  1970.  Among  the 
304  adult  patients  accepted  for  medical  services 
and  rehabilitation,  67  remained  with  the  program. 


Of  these,  21  improved  their  vocational  adjust- 
ment, work  adjustment  remained  at  a satisfactory 
level  in  10,  work  capacity  was  unimproved  in  31, 
and  productivity  diminished  during  the  period  of 
observation  in  5.  The  vocational  rehabilitation 
officer  who  worked  with  these  patients  felt  that 
the  patient’s  dermatologic  condition  often  was  not 
the  predominant  factor  in  unemployment.  He 
listed  age  of  the  patient  and  duration  of  the  skin 
condition  as  being  of  prime  importance  in  feasibil- 
ity of  rehabilitation  and  included  the  following 
additional  barriers  to  employment:  lack  of  formal 
education,  other  medical  problems,  overdepen- 
dency on  family  or  welfare  agencies,  family  com- 
plications, and  lack  of  motivation.  A successful 
outcome  of  rehabilitation  was  found  to  depend  on 
early  diagnosis  and  treatment;  that  is  to  say,  a 
patient  would  benefit  most  if  he  had  not  been 
subjected  to  a long  period  of  cutaneous  disability. 

Problems  have  been  encountered  by  Robinson 
and  O’Quinn  in  their  respective  cutaneous  reha- 
bilitation units,  and  their  financial  support  has 
been  curtailed.  However,  they  and  their  cowork- 
ers have  made  it  clear  that  there  is  a nationwide 
need  for  such  facilities  and  that  these  should  be 
available  for  anyone  whose  job  situation  has  been 
threatened  or  forfeited  by  skin  disease.  In  our 
own  State  Journal,  S.  E.  Senior,  chairman  of  the 
Workmen’s  Compensation  Board,  made  the  fol- 
lowing comment:  “Opportunities  offered  to 

handicapped  individuals  tell  much  about  the  soci- 
ety in  which  they  live.”7  We  have  no  centers  for 
the  rehabilitation  of  dermatologic  patients.  It  is 
recommended  that  our  society,  as  represented  by 
regional  health  planning  authorities,  will  see  fit  to 
implement  the  proposals  of  the  National  Program 
of  Dermatology  and  establish  clinics  for  cutaneous 
rehabilitation  within  New  York  State  so  that  the 
handicapped  can  be  brought  back  from  welfare 
dependence  to  gainful  employment. 

Savage  Hall 
Ithaca,  New  York  14850 
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The  treatment  and  prevention  of  stroke  include 
all  medical  and  surgical  attempts  to  manage  a 
disruption  of  the  cerebral  circulation.  The  causes 
of  stroke  are  often  divided  broadly  into  hemor- 
rhagic and  nonhemorrhagic  groups.  Because  of  a 
great  deal  of  work  on,  and  some  success  in  the 
management  of,  two  particular  forms  of  stroke 
these  two  areas  will  be  emphasized  in  this  study. 
They  are:  in  the  hemorrhagic  group,  spontane- 

ous subarachnoid  hemorrhage  due  to  its  most 
common  cause,  ruptured  intracranial  aneurysm; 
and  in  the  nonhemorrhagic  group,  a more  hetero- 
geneous category  comprising  the  cerebrovascular 
insufficiencies.  Older  treatment  methods  will  be 
described;  recent  approaches  will  be  presented  in 
more  detail. 

Historically,  subarachnoid  hemorrhage  due  to  a 
ruptured  intracranial  aneurysm  was  treated  first 
by  plain  “regulated”  bed  rest,  that  is,  “supportive 
therapy”;  then  by  carotid  ligation;  later  by  cra- 
niotomy, involving  many  variations,  such  as  clip- 
ping, wrapping,  and  plastic  spraying  as  well  as  the 
adjunctive  use  of  hyperbaric  chambers,  dissecting 
microscopes,  body  cooling,  and  so  forth1;  and  then 
in  the  last  seventeen  years  by  medical  therapy 
with  hypotension.2’3 

Recently,  after  years  of  debate  and  for  the  first 
time,  all  four  of  these  methods  were  randomized 
against  each  other  in  a large  international  study 


by  15  institutions,  analyzing  approximately  1,000 
cases  of  ruptured  intracranial  aneurysm.  The 
study  was  designed  in  large  part  by  neurosurgical 
participants.  The  results,  reported  in  1972,  came 
as  a surprise  to  some:  “The  results  of  these  anal- 
yses were  that  regulated  bed  rest  was  the  poorest 
treatment,  while  drug-induced  hypotension  was 
the  best  treatment  with  common  carotid  ligation 
a close  second  best.”4  The  results  of  craniotomy 
were  even  less  optimisticly  reviewed  than  the  re- 
sults of  carotid  ligation.  Thus,  medical  treatment 
with  hypotension  was  found  to  be  better  than  ei- 
ther kind  of  surgical  treatment  or  plain  bed  rest. 
These  four  methods  will  now  be  examined. 

Plain  bed  rest 

The  method  of  plain  bedrest  has  served  as  a 
control  for  the  other  methods.  It  is  primarily 
symptomatic  and  emphasizes  the  avoidance  of 
exertion.  The  patient  is  kept  in  bed  for  a variable 
number  of  weeks,  some  physicians  preferring 
three,  others  four,  six,  eight  weeks,  or  more.  Mild 
to  strong  analgesics  for  the  relief  of  headache  in- 
clude plain  or  buffered  salicylates,  acetaminophen 
(Tylenol),  propoxyphene  (Darvon),  and/or  narcot- 
ics. The  restless  patient  is  sedated;  in  the  past 
this  usually  meant  administration  of  barbiturates, 
chloral  hydrate,  or  paraldehyde;  sometimes  anti- 
histamines were  added  because  of  their  side-effect 
of  drowsiness.  At  the  present  time  any  of  the  nu- 
merous tranquilizers  are  used.  Nausea  and  vom- 
iting are  common  and  result  in  the  use  of  pro- 
chlorperazine (Compazine),  trimethobenzamide 
(Tigan),  dimenhydrinate  (Dramamine),  cyclizine 
(Marezine),  promethazine  (Phenergan),  proma- 
zine (Sparine),  chlorpromazine  (Thorazine),  and 
perphenazine  (Trilafon). 

In  the  acute  state  of  hemorrhage,  part  of  the 
brain  dysfunction  is  due  to  edema.  Antiedemic 
drugs  are  therefore  used,  such  as  intramuscular 
caffeine  sodium  benzoate,  hypertonic  dextrose  or 
sucrose,  mannitol,  magnesium  sulfate,  urea  (orally 
or  intravenously),  and  glycerol.  Unfortunately 
“rebound  effects,”  a reincrease  in  edema,  occa- 
sionally occur  with  some  of  these  drugs.  Cerebral 
edema  has  been  reduced  in  other  ways  such  as  de- 
hydration through  the  limiting  of  fluid  intake,  for 
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example,  to  1,200  cc.  per  day.  Singultus  may 
occur  and  may  be  treated  with  phenothiazines 
and/or  carbon  dioxide  inhalation  along  with  some 
of  the  older  parasympatholytics.  Stiffness  of  the 
neck  or  back  was  sometimes  treated  with  muscle 
relaxants  but  with  little,  if  any,  effect.  Antibiot- 
ics and/or  milder  antiseptics  may  be  used  for  in- 
fectious complications. 

Therapeutic  lumbar  puncture  is  performed  less 
often  now,  because,  although  the  removal  of  cere- 
brospinal fluid  occasionally  does  produce  transient 
relief  in  headache,  its  subsequent  effects  are  less 
certain.  Phlebotomy  was  also  used;  it  is  a very 
old  (Hippocratic)  method  of  reducing  bleeding 
and  blood  pressure,  but  the  effects  are  erratic,  and 
it  is  only  rarely  used  now.  Antivertigo  drugs  have 
occasionally  been  prescribed  but  are  of  little 
value.  Anticonvulsants  are  sometimes  given. 
Steroids,  while  remarkably  effective  in  such  in- 
stances as  reduction  of  the  cerebral  edema  due  to 
brain  tumors  and/or  as  a preradiotherapy  mea- 
sure, have  produced  uncertain  results  thus  far  in 
ruptured  intracranial  aneurysm.  This  includes 
the  use  of  large  doses,  for  example,  dexametha- 
sone  (Decadron)  in  10-mg.  doses  intramuscularly 
every  eight  hours. 

Many  of  these  drugs  are  hazardous,  because 
they  cause  depression  of  brain  function  by  pri- 
mary effect  or  side-effect.  This  is  an  important 
disadvantage,  because  the  patient’s  neurologic 
course  may  be  impossible  to  determine  in  the 
presence  of  this  drug  effect.  In  addition,  these 
drugs  depress  respiration,  which  may  lead  to  such 
serious  pulmonary  problems  as  hypostatic  pneu- 
monia. Impaired  swallowing  may  be  worsened  by 
the  drugs,  resulting  eventually  in  aspiration  pneu- 
monia. Repetitive  turning  and  suctioning  are 
often  necessary,  and  occasionally  tracheostomy  is 
needed. 

Frequent  turning  is  also  required  to  prevent 
decubiti.  Intake  and  output  are  recorded.  Ade- 
quate calories,  protein,  electrolytes,  and  vitamins 
must  be  provided  by  oral  or  nasogastric  feeding. 
If  possible,  all  patients  should  receive  antacids, 
because  many  of  them  have,  or  will  develop,  stress 
gastrointestinal  softening  and/or  ulceration  with 
serious  hemorrhage.  Constipation  should  be 
avoided,  preferably  without  the  use  of  an  enema, 
to  avoid  any  possible  elevation  in  blood  pressure 
through  straining  or  a sudden  reduction  in  blood 
pressure  by  intestinal  distention.  A stool  softener 
such  as  dioctyl  sodium  sulfosuccinate  (Colace) 
may  be  used.  Glycerine  suppositories  sometimes 
help  along  with  oral  lubricants  or  mild  cathartics. 
If  these  measures  fail,  the  small  phosphate  solu- 
tion enema  (Fleet)  should  be^used.  Urinary  in- 
continence is  sometimes  managed  by  an  indwell- 
ing catheter;  one  must  accept  the  increased  likeli- 
hood of  infection  and  the  need  for  still  more  medi- 
cation. Rehabilitation  physiotherapy  is  an  inte- 


gral part  of  the  program.  Motor  deficits  require 
active  and  passive  exercise;  contractures  are  pre- 
vented by  stretching.  Restraints  are  occasionally 
applied  for  restlessness,  but,  if  possible,  allevia- 
tion of  the  cause,  frequently  headache  or  other 
discomfort,  is  preferable.  A patient  with  an  or- 
ganic mental  syndrome  may  become  increasingly 
agitated  if  he  is  restrained. 

It  is  apparent  that  “bed  rest  with  general  sup- 
portive measures”  or  “bed  rest  and  sedation”  or 
“conservative  care”  methods  vary  in  their  partic- 
ulars. 

Several  years  ago,  estrogens  were  also  added  to 
these  measures  on  the  premise  that  the  subarach- 
noid hemorrhage  represented  part  of  a general 
hormonal,  hemorrhagic  tendency.  Vitamin  K and 
more  recently  aminocaproic  acid,  as  well  as  other 
antifibrinolysins,  have  been  administered  in  com- 
bination with  various  drug  programs  in  the  hope 
that  the  aneurysm’s  healing  would  be  improved.5’6 

Another  temporary  adjunct  to  bed  rest,  which 
at  its  outset  seemed  promising,  was  a metabolic 
one,  the  reduction  of  body  temperature,  hypother- 
mia. The  clinical  effects  of  cold  have  been  stud- 
ied for  many  years.  In  1938,  Fay  and  Henry7  in- 
troduced it  for  the  treatment  of  intractable  pain 
in  metastatic  disease.  This  led  to  its  subsequent 
application  in  other  illnesses  and  also  as  an  aid  to 
various  surgical  procedures.  In  1951,  Laborit  and 
Huguenard8  introduced  “artificial  hibernation,”  a 
related  procedure,  which  caused  a general  depres- 
sion of  body  functions.  In  this  technic,  combina- 
tions of  chlorpromazine,  meperidine  (Demerol), 
and  promethazine,  the  “lytic  cocktail,”  were  ad- 
ministered. Reports  have  indicated  a protective 
effect  of  hypothermia  against  the  effects  of  hypox- 
ia, an  important  factor  in  the  hemorrhagic,  edem- 
atous brain,  the  vessels  of  which  may  be  in 
spasm.9  Along  with  a reduction  in  tissue-oxygen 
consumption,  pulse  and  respiratory  rates  may  be 
decreased.10,11  Reports  of  lowered  blood  pressure, 
usually  mild  reductions,  vary;  this  is  due  in  part 
to  an  artifactitious  decrease  in  auscultatory  blood 
pressure  due  to  vasoconstriction.12 

Brain  cooling  may  be  achieved  either  as  part  of 
a generalized  lowering  of  body  temperature  or  se- 
lectively by  perfusion  technics.  Generalized  cool- 
ing may  be  accomplished  by  either  external  or  in- 
ternal means.  Originally,  physical  methods  were 
used,  namely,  immersion  in  cold  water  and  ice  or 
application  of  ice  bags;  an  oxygen  tent  provided 
additional  cooling.  This  was  followed  by  the  ad- 
dition or  substitution  of  drugs  such  as  the  “lytic 
cocktail”  noted  previously.  Development  of  me- 
chanical devices  led  to  the  cooling  mattress  and 
the  refrigeration  bed.  They  are  used  alone  or  in 
conjunction  with  the  older  physical  methods; 
chlorpromazine  is  added  to  prevent  shivering  with 
relatively  small  amounts  of  this  drug  being  re- 
quired, for  example  12.5  to  25  mg.  repeated  as 
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needed.  Another  modification  was  the  applica- 
tion of  internal  surface  cooling;  this  has  been  used 
less  often.  In  this  method,  ice  water  enemas  and 
cold  saline  solutions  were  poured  into  the  thorax 
or  abdomen  or  packed  about  the  aorta.13 

Generalized  hypothermia  requires  less  compli- 
cated apparatus  than  does  selective  brain  cooling, 
but  the  effects  involve  many  body  systems.  Car- 
diac arrhythmias  (some  serious),14  electrolyte  (po- 
tassium, calcium,  magnesium)  changes,15  tran- 
sient renal16-17  and  endocrine18  abnormalities, 
burns  of  the  skin,  and  alterations  in  blood  clot- 
ting19 have  been  reported.  The  incidence  of  these 
complications  depends  in  part  on  the  degree  of  re- 
duction of  body  temperature.  For  example,  above 
28  to  30°C.,  electrocardiographic  changes  have 
been  mild,  but  below  this  range  more  serious  ab- 
normalities, particularly  ventricular  fibrillation, 
have  occurred. 

Selective  brain  cooling  necessitates  more  elabo- 
rate apparatus,  including  coils,  bubble  chambers, 
pumps,  and  oxygenators.20  Advantages  of  this 
approach  include  faster  cooling  and  rewarming 
with  less  shivering.  Extreme  brain  cooling  has 
been  tried,  but,  like  with  other  selective  cooling 
methods,  it  has  been  used  primarily  with  surgical 
procedures  rather  than  as  a treatment  in  itself.21 
Personal  experience  with  body  cooling  in  cases  of 
ruptured  intracranial  aneurysm  has  been  very 
limited;  the  cases  in  which  it  has  been  used  have 
generally  been  moribund.  The  results  as  expect- 
ed have  been  poor.  Reports  on  body  cooling  as 
treatment  for  ruptured  intracranial  aneurysm 
have  indicated  uniformly  bad  results.  It  would 
seem  best  to  limit  its  usage  in  cases  of  ruptured 
intracranial  aneurysms  to  investigative  purposes 
in  cases  not  salvageable  by  any  other  method;  this 
would  restrict  it  largely  to  such  cases  as  the  per- 
sistently unresponsive  patient.  An  additional 
possibility,  however,  concerns  the  treatment  of 
ischemia  due  to  spasm  occurring  several  days 
after  a subarachnoid  hemorrhage.  In  this  regard, 
N.  Christoff,  M.D.,  and  I applied  it  along  with 
steroids  early  (within  a few  hours)  during  the  first 
manifestations  of  the  spasm.  Recovery  occurred 
in  this  patient;  whether  it  was  causally  related  to 
the  treatment  is  not  known,  but  investigation  in 
this  area  might  be  worth  while.  It  is  noteworthy 
that  spasm  seems  to  be  an  uncommon  problem 
with  the  hypotensive  method  of  treatment  but  a 
frequent  and  serious  problem  in  surgical  methods. 
Summing  up  the  status  of  plain  bed  rest:  results 
of  the  randomized  treatment  study  showed  that 
plain  bed  rest  was  the  poorest  treatment  of  all. 

Carotid  ligation 

Carotid  ligation,  as  well  as  craniotomy,  will  be 
outlined  and  evaluated  briefly  without  going  into 
the  details  of  surgical  technic,  the  province  of  sur- 
gical literature.  The  purpose  of  carotid  ligation  is 


to  reduce  the  pressure  in  the  aneurysm  to  reduce 
the  possibility  of  hemorrhage.  It  is  usually  ap- 
plied to  the  common  carotid  artery  rather  than 
the  internal  carotid  artery,  and  in  most  instances 
it  is  effected  by  a single  step  or  “abrupt”  proce- 
dure rather  than  by  a progressive  occulsion  via  an 
adjustable  clamp.  The  several  hazards22  of  cervi- 
cal carotid  ligation  include  (1)  early  operative 
mortality;  (2)  early  operative  morbidity,  such  as 
aphasia,  hemiplegia,  and  generalized  brain  dam- 
age; (3)  late  ischemic  death;  (4)  late  ischemic 
morbidity,  such  as  when  the  untouched  contralat- 
eral carotid  and/or  vertebral-basilar  system  be- 
come narrow  or  occluded  by  atherosclerosis 
(Death  has  occurred  in  a patient  whose  unligated 
carotid  artery  subsequently  became  throm- 
bosed.)23; (5)  death  by  recurrent  aneurysmal  rup- 
ture: the  procedure  frequently  fails  to  prevent, 

and  in  fact,  sometimes  even  provokes,  aneurysmal 
bleeding;  fatal  recurrence  takes  place,  despite 
postoperative  angiography  showing  nonfilling  of 
the  aneurysm  and  filling  of  the  parent  vessel24; 
other  recurrent  hemorrhages  are  caused  by  failure 
of  the  surgery  to  prevent  refilling  of  the  aneurysm 
by  collaterals,  and  still  others  are  due  to  the  pro- 
duction of  iatrogenic  aneurysms;  personal  experi- 
ence plus  that  of  others  in  cases  of  initially  unrup- 
tured aneurysm  has  shown  that  some  patients  ac- 
tually experience  their  first  bleed  only  after  the 
carotid  ligation  operation  has  been  performed, 
that  is,  the  surgery  inadvertently  causes  the  very 
thing  it  tries  to  prevent24;  (6)  the  formation  of 
iatrogenic  aneurysms  in  the  patient’s  neck  at  the 
site  of  the  clip25;  (7)  the  creation  of  iatrogenic  an- 
eurysms intracranially  following  cervical  carotid 
ligation  shown  by  additional  experimental  evi- 
dence in  rabbits26;  (8)  lack  of  any  significant  effec- 
tiveness at  all  in  most  aneurysmal  locations  with 
the  lone  exception  of  internal  carotid-posterior 
communicating  artery  aneurysms:  surgeons  who 

still  use  this  method  of  treatment  usually  do  not 
now  employ  it  for  any  of  the  other  locations;  and 
(9)  other  operative  complications,  including  cardi- 
ac arrest,  seizures,  massive  hematoma  formation 
in  the  neck  wound,  severe  gastrointestinal  hemor- 
rhage, pneumonia,  wound  infection,  septicemia, 
and  hypoglossal  nerve  injury  from  neck  dissection. 

Despite  these  problems,  in  the  randomized 
study  the  results  of  carotid  ligation  did  rate  as 
second  best  to  medical  treatment  with  hypoten- 
sion, and,  thus,  the  results  were  at  least  better 
than  the  results  of  plain  bed  rest  or  of  cranio- 
tomy.4 

Craniotomy 

Craniotomy  was  begun  forty  years  ago  by  Dott,27 
using  the  wrapping  technic.  Since  that  time, 
numerous  variations  have  evolved  along  with  the 
use  of  ancillary  technics,  such  as  body  cooling  and 
use  of  the  dissecting  microscope  and  the  hyperbaric 
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chamber.  These  modifications1  include  wrapping 
the  aneurysm  with  different  substances  such  as 
muscle,  gelfoam,  or  cotton  gauze;  excision  of  the 
aneurysm;  ligation;  trapping;  clipping  of  the  neck; 
clipping  of  the  body;  crushing;  proximal  occlusion; 
spraying  with  plastics;  shooting  hairs  into  the  an- 
eurysm (pilojection)-8;  the  use  of  magnets  with 
colloidal  iron  injected  into  the  aneurysm  or  into 
the  carotid  artery;  electrically  induced  thrombo- 
sis29; opening  and  packing  the  aneurysm;  insertion 
of  wire,  which  is  later  heated,  into  the  aneurysm; 
and  catheterization  of  the  cervical  carotid  artery 
with  insertion  of  a balloon.  The  sheer  number  of 
these  variations  is  eloquent  testimony  to  both  the 
ingenuity  and  the  frustration  of  the  neurosurgeon 
in  trying  to  deal  with  this  understandably  difficult 
problem. 

Hazards  involved  in  craniotomy  include  (1) 
early  operative  mortality  rates,  (2)  early  operative 
morbidity,  such  as  aphasia,  hemiplegia,  and 
generalized  brain  damage,  (3)  postoperative 
spasm  which  may  be  fatal  or  produce  a vegetable- 
like state,  (4)  recurrent  hemorrhage  from  the  op- 
erated aneurysm,  (5)  recurrent  hemorrhage  from 
an  aneurysm  either  not  previously  seen  or  arising 
de  novo,81'32  (6)  recurrent  hemorrhage  from  a visu- 
alized but  previously  unruptured  aneurysm  in  a 
patient  with  multiple  aneurysms,  the  latter  being 
found  increasingly  often,33  (7)  recurrent  hemor- 
rhage from  iatrogenic  aneurysms,  that  is,  those 
caused  by  clips  applied  to  vessel  walls  with  resul- 
tant trauma,  weakening,  and  ballooning  out  and 
thus  forming  new  aneurysms,34  35  (8)  intracerebral 
hematoma,  which  is  often  fatal,  (9)  subdural  he- 
matoma, (10)  epidural  hematoma,  (11)  osteomy- 
elitis, (12)  meningoencephalitis,  which  is  often 
fatal,  (13)  hydrocephalus,  (14)  cardiac  arrest,  (15) 
fatal  gastrointestinal  hemorrhage,  and  (16)  gas- 
trointestinal ulceration.  Additional  possible  later 
complications  await  statistic  evaluation. 

The  whole  point  in  the  craniotomy  approach  is 
to  perform  a more  definitive  procedure  with  pre- 
sumably longer-lasting  effects  than  those  of  carot- 
id ligation.  This  is  weighed  against  the  unques- 
tionably higher  risk  involved  in  this  kind  of  ap- 
proach. As  indicated  previously  in  the  random- 
ized-treatment  study  the  results  of  craniotomy 
unfortunately  were  rather  disappointing  in  com- 
parison with  those  of  the  other  methods.  To  their 
credit,  some  surgeons  themselves  have  correctly 
pointed  out  the  difficulties.  Thus,  Jamieson36 
commented  that  “the  present  literature  is  consid- 
erably biased  because  successful  operations  tend 
to  be  reported,  and  unsuccessful  ones  do  not.” 
McKissock32  reported  on  the  problem  of  fatal  re- 
current hemorrhage  due  to  recurrent  aneurysms, 
despite  apparently  successful  operation: 

The  defect  in  the  media  responsible  for  the  forma- 
tion of  the  original  aneurysm  remained,  a new  sac 


started  to  develop,  and  gradually  the  two  tantalum 
clips  were  pushed  away  from  the  side  of  the  main 
middle  cerebral  trunk.  At  a later  stage  these  clips 
must  have  fallen  off  the  fundus  of  the  enlarging  sac 
and,  thus,  lay  free  in  the  meninges. 

Graf  and  Hamby,31  discussing  fatal  recurrent 
hemorrage  after  apparently  successful  operation, 
stated  the  surgical  problem  concisely:  “Delusions 
of  security  after  cure  of  a single  demonstrable  an- 
eurysm must  be  abandoned.” 

Finally,  as  noted,  there  have  already  been  sev- 
eral reports  of  iatrogenic,  that  is,  surgically  caused 
aneurysm  and  fatal  recurrent  hemorrhage,  early  or 
late,  following  apparently  successful  surgery. 
Thus,  again,  the  surgery  that  is  supposed  to  cor- 
rect one  aneurysm  traumatizes  an  artery  and 
causes  a new  aneurysm  to  form.  This  continues 
to  be  the  situation  despite  the  repeated  alteration 
of  surgical  methods  of  treatment  from  clips  and  lig- 
atures to  magnets  and  microscopic  magnifica- 
tion. Experimental  surgical  methods  can  be  en- 
couraged. It  simply  must  be  acknowledged  that 
no  matter  how  the  surgical  technics  are  modified 
and  perfected,  especially  with  regard  to  such 
methods  of  treatment  as  craniotomy  which  de- 
pend on  obliteration  of  the  aneurysm,  no  matter 
how  apparently  complete  the  obliteration,  the 
tendency  for  recurrent  hemorrhage  must  remain. 
Recurrent  hemorrhage  occurs  either  from  the 
original,  apparently  completely  obliterated  aneu- 
rysm; from  another,  iatrogenic  aneurysm  due  to 
the  surgical  clips,  and  so  forth;  from  a previously 
not  demonstrated  aneurysm;  from  a previously 
unruptured  aneurysm;  or  from  still  another  aneu- 
rysm arising  de  novo. 

These  facts  persistently  limit  the  ultimate  effec- 
tiveness of  the  operative  approach.  They  again 
underscore  the  need  for  more  comprehensive  pro- 
tection bv  the  medical  method.  As  a corollary,  it 
is  suggested  that  one  can  no  longer  accept  the 
statement  that  a treatment  had  been  worth  while 
because  the  patient  lived  a few  years.  For  exam- 
ple, after  surgery  it  is  sometimes  said:  “At  least 

we  gave  him  five  years  or  ten  years.”  This  is  no 
longer  satisfactory,  because  the  patients  treated 
with  hypotension  therapy  are  now  routinely  ex- 
ceeding the  ten-year  follow-up  mark  in  good  to  ex- 
cellent condition.  It  has  become  obvious  that 
whether  one  is  medically  or  surgically  oriented, 
our  common  therapeutic  goal  must  now  be  an  in- 
definite protection  from  hemorrhage  or  from  any 
other  damage  related  to  the  aneurysm,  such  as 
spasm  or  distal  infarction. 

Hypotension  therapy 

The  idea  of  reducing  blood  pressure  as  treat- 
ment of  disease  is  very  old.  For  example.  Hippoc- 
rates37 used  a physical  method,  phlebotomy, 
which,  although  it  did  decrease  bleeding  and 
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blood  pressure,  did  so  in  an  erratic  manner.  In- 
terestingly, he  tried  it  in  cases  of  encephalopathy 
following  gastrointestinal  hemorrhage.  Hypoten- 
sion by  pharmacologic  means  has  also  been  used 
for  years.  It  is  said  that  2,500  to  4,000  years 
ago,  the  ancient  Hindu  Yajur  Vedic  writings  de- 
scribed the  use  of  Rauwolfia  serpentina  root. 
However,  this  was  for  cases  of  snake  bite  and 
insanity;  its  use  in  hypertension  at  that  time  is 
not  certain.  In  1931,  Sen  and  Bose38  specifically 
reported  on  its  hypotensive  actions.  Derivatives 
of  this  plant  and  other  drugs  were  developed  sub- 
sequently for  use  in  diseases  such  as  malignant 
hypertension  and  essential  hypertension  and  also 
for  use  in  the  operating  room  simply  to  reduce 
temporarily  the  bleeding  in  an  operative  field. 
This  latter  had  been  based  on  Birillo’s39  work  in 
1939.  His  method  was  later  used  by  Kohlstaedt 
and  Page  in  19434IJ  during  investigations  on  the 
removal  and  reinfusion  of  blood.  Still  later,  Gard- 
ner41 used  a similar  technic  as  a transient  measure 
for  reducing  bleeding  during  a tumor  operation. 
Hypotensive  therapy  was  first  used  as  treatment  of 
ruptured  intracranial  aneurysm  in  February,  1956, 
with  the  treatment  of  a sixty-two-year-old  hyper- 
tensive patient  who  had  a ruptured  aneurysm  of 
the  internal  carotid  artery  at  the  origin  of  the  pos- 
terior communicating  artery.2  She  is  still  alive 
and  in  excellent  health  at  the  age  of  seventy-nine 
on  the  hypotensive  regimen.42  This  patient  and  3 
others  with  intracranial  bleeding  were  treated  by 
this  method  and  the  results  reported  that  year.2 
Further  results  were  reported  in  195943  and  again 
in  I96044  and  1962. 45  It  was  not  until  1962,  six 
years  after  the  1956  report,  that  another  institu- 
tion reported  an  evaluation  of  this  method.46 
This  suggests  the  hesitancy  of  many  institutions 
during  that  time  to  undertake  treatment  of  these 
cases  with  any  formalized  nonsurgical  method. 

The  method  itself  is  a program  which  has 
evolved  over  the  past  seventeen  years  at  The 
Mount  Sinai  Hospital  of  New  York.2’3  42-45’47'52 
When  one  undertakes  the  treatment  of  a patient 
with  ruptured  intracranial  aneurysm,  there  are 
two  fundamental  requirements:  the  attending 

physician  must  anticipate  all  possible  difficulties 
that  can  occur  in  that  patient;  and  he  must  be 
able  immediately  to  institute  effective  counter- 
measures. This  should  not  be  considered  an  ide- 
alized setting;  it  is  mandatory.  Because  of  this,  a 
complete  set  of  nursing  instructions  has  been  de- 
veloped.49 Excellent,  continuous,  ’round-the- 
clock  nursing  care  is  a must. 

The  focal  point  of  the  entire  regimen  is  to  keep 
the  blood  pressure  as  low  as  possible  to  prevent 
early  recurrent  hemorrhages  as  well  as  to  reduce 
current  hemorrhage  by  diminishing  blood  pressure 
in  the  region  of  the  circulatory  break.  In  addition, 
this  helps  prevent  recurrent  hemorrhages  later  on 
by  reducing  the  amplitude  of  the  transient  eleva- 


tions of  blood  pressure  that  occur  in  any  patient’s 
lifetime.  This  applies  also  to  the  normotensive  pa- 
tient who  develops  a ruptured  intracranial  an- 
eurysm. The  region  of  the  aneurysm  is,  by  def- 
inition, a weaker  area  and,  therefore,  does  not 
require  a brachial  blood  pressure  in  the  hyperten- 
sive range  to  rupture.  Because  of  this  the  blood 
pressure  is  reduced  regardless  of  whether  the  pa- 
tient is  hypertensive  or  normotensive.  Another 
reason  for  blood  pressure  reduction  is  sympto- 
matic relief;  patients  on  this  regimen  have  been 
surprisingly  comfortable,  especially  with  regard  to 
headaches.  They  do  not  need  opiates  or  barbitu- 
rates. The  only  analgesic  used  is  aspirin  or  an 
aspirin  compound.  Acetaminophen  is  occasionally 
substituted  for  aspirin  to  reduce  possible  gastro- 
intestinal irritation.  The  hypotensive  method 
generally  requires  the  use  of  fewer  drugs  than  does 
the  regulated  bed  rest  and  sedation  method.  The 
hypotensive  drugs  used  are  primarily  a combina- 
tion of  Rauwolfia  and  thiazide  medications.  The 
blood  pressure  is  kept  just  above  the  range  of  cere- 
brovascular insufficiency.  The  range  of  cerebro- 
vascular insufficiency  may  be  determined  by 
titration.  Thus,  in  the  early  years  of  this  method, 
the  patient  was  first  observed  for  evaluation  of 
neurologic  status,  including  blood-pressure  range. 
He  was  then  placed  on  a tilt  table  with  the  head 
elevated  approximately  45  degrees.43,48  The  blood 
pressure  sometimes  decreased  spontaneously  be- 
cause of  antecedent  administration  of  hypotensive 
agents  or  because  of  other  factors  resulting  in  pos- 
tural hypotension.  If  it  did  not,  it  was  reduced  by 
parenteral  medication.  This  was  either  parenter- 
al hydrochlorothiazide  or  a ganglionic  blocking 
agent  such  as  pentolinium  (Ansolysen).  General- 
ly, symptoms  and/or  signs  of  cerebrovascular 
insufficiency  could  then  be  demonstrated.  When 
this  occurred,  the  blood  pressure  was  permitted  to 
rise  slightly  by  manipulating  the  tilt  table  until 
such  manifestations  had  disappeared.  The  latter 
range  was  then  taken  as  the  lowest  permissible 
level.  The  highest  level  was  usually  set  at  from 
30  to  40  mm.  above  -this,  because  less  than  that 
could  not  be  consistently  maintained.  Additional 
drugs,  such  as  hydralazine  (Apresoline),  were 
sometimes  required  to  keep  this  range. 

Use  of  the  tilt  table  is  still  helpful  in  certain  in- 
stances, such  as  in  cases  where  extremely  careful 
titration  is  indicated  and  also  as  a safety  precau- 
tion, especially  when  the  physician  is  first  learning 
to  use  the  hypotensive  method.  The  author  has 
not  used  the  tilt  table  for  the  last  several  years, 
because  experience  has  accumulated  and  more 
hypotensive  drugs  have  become  available. 
Other  drugs  which  have  been  developed  include 
diazoxide.  This  has  shown  considerable  promise 
as  an  emergency  medication  particularly  for  the  oc- 
casional marked  nonhemorrhagic  pressor  re- 
sponses noted  previously.51  Still  other  anti- 
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hypertensives  in  use  include  chlorthalidone  (Hy- 
groton),  methyldopa  (Aldomet),  spironolactone 
(Aldactone  A),  ethacrinic  acid  (Edecrin),  and 
furosemide  (Lasix).  They  are  useful  additions, 
particularly  in  providing  for  ready  alternatives  in 
the  event  of  allergy  to  a drug.  Newer  drugs  will 
probably  develop  their  own  advocates.  Applica- 
tion of  recently  developed  hypotensive  agents  in 
the  treatment  of  ruptured  intracranial  aneurysm 
is  to  be  encouraged;  it  is  suggested,  however,  that 
emphasis  be  placed  on  the  acquisition  of  maximum 
experience  with  a few  medications  rather  than  a 
limited  experience  with  many.  The  basic  factor, 
regardless  of  which  hypotensives  are  used,  is 
simply  that  the  blood  pressure  is  to  be  brought 
down  and  kept  down  by  someone  experienced  in 
the  medical  treatment  of  ruptured  intracranial 
aneurysm. 

It  is  well  known  that  prior  administration  of  hy- 
potensive drugs  to  a patient  reduces  the  required 
dose  of  the  next  hypotensive  drug  to  be  given  to 
that  patient.  However,  it  has  been  found  that  in 
several  patients  with  ruptured  aneurysm  already 
receiving  intramuscular  reserpine  and  a thiazide, 
unusually  small  doses  of  pentolinium,  even  0.1  to 
0.05  cc.  (0.5  to  1 mg.),  have  been  effective.  For  ex- 
ample, a systolic  blood  pressure  ranging  from  170 
to  180  mm.  Hg  has  been  reduced  by  this  dose 
range  to  98  mm.  Hg  and  maintained  thus  for  sev- 
eral hours;  this  dose  has  been  repeated  with  simi- 
lar results  on  numerous  occasions.  The  effect  is 
not  always  predictable  and  must  be  watched  care- 
fully. Pentolinium  has  generally  been  replaced  by 
other  drugs,  but  the  possibility  of  extreme  sensi- 
tivity to  added  drugs  must  be  watched  for,  re- 
gardless of  the  nature  of  the  medication  to  be  ad- 
ministered. 

After  the  acute  phase  of  bleeding  is  over,  abso- 
lute bed  rest  is  continued  until  approximately  four 
weeks  from  the  day  of  the  last  hemorrhage.  An 
additional  period  of  four  weeks  is  utilized  for  care- 
fully supervised  ambulation,  which  is  increased 
daily.  After  discharge,  the  patient  continues  in- 
definitely on  the  hypotensive  regimen,  and,  in 
most  instances,  he  is  expected  to  be  able  to  return 
to  work. 

As  a result  of  observations  in  1956,  the  blood 
pressure  has  been  considered  to  be  a major  factor, 
although  not  the  only  one,  in  the  rupture  of  an 
intracranial  aneurysm.  Interestingly,  there  is  now 
mathematical  proof  also  of  the  importance  of  re- 
ducing blood  pressure  in  the  prevention  of  aneu- 
rysm rupture;  in  addition,  on  mathematical 
grounds  it  has  been  suggested  that  too  high  or  too 
low  a pulse  rate  may  also  be  a factor.53,54  If  this  is 
so,  it  could  be  compensated  for  through  the  choice 
of  a particular  hypotensive  medication,  such  as 
reserpine,  which  produces  bradycardia,  or  hydral- 
azine, which  causes  tachycardia.  It  has  also  been 
reported  that  at  lowered  blood  pressures  there  is 


less  turbulence  in  the  aneurysm  and,  therefore, 
less  vibration  of  its  walls;  a decrease  in  the  latter 
reduces  its  degenerative  effects,  which  might  oth- 
erwise enlarge  and  rupture  the  aneurysm.55  In 
any  event,  it  has  been  hypothesized  that  if  blood 
pressure  is  controlled,  the  sum  total  of  all  factors 
leading  to  the  rupture  of  an  intracranial  aneurysm 
will  be  not  enough  to  produce  rupture.  In  this  re- 
gard, it  has  been  urged  that  the  strict  treatment 
regimen  be  undertaken  only  where  adequate  facil- 
ities are  available.  As  noted,  this  should  include 
’round-the-clock  care  by  nurses  trained  in  this 
technic.  Intensive-care  units  have  been  utilized 
for  these  patients  and  may  become  the  eventual 
location  for  the  larger  application  of  this  method. 
However,  despite  the  many  fine  qualities  of  such 
units,  their  care  may  be  not  as  good  as  individual 
nursing  care.  All  orders  should  be  prescribed  by 
one  physician.  Functions  of  all  organ  systems  are 
carefully  observed.  For  example,  electrolytes  and 
blood  urea  nitrogen  determinations  are  made 
twice  a week;  and  urinalysis  and  blood  count, 
once  a week.  Stool  is  examined  frequently  for 
blood,  and  an  electrocardiogram  is  repeated 
whenever  indicated. 

It  should  be  noted  that  hypotension  and  hy- 
pothermia differ  markedly  from  each  other.  Yet, 
unfortunately,  an  occasional  writer  will  confuse 
the  two.  Hypotension,  as  employed  for  ruptured 
intracranial  aneurysm,  is  a specific  method  of  re- 
ducing hemorrhage  and  preventing  recurrent  hem- 
orrhage from  one  or  more  aneurysms  both  in  the 
acute  and  long-term  situations.  The  results  of 
hypotension  in  ruptured  intracranial  aneurysm 
have  been  good.  In  contrast,  hypothermia  is  an 
attempt  to  protect  the  brain  from  various  forms  of 
stress  and  only  in  acute  or  subacute  situations. 
The  results  of  hypothermia  in  ruptured  intracra- 
nial aneurysms  have  been  poor. 

The  most  recent  results  in  91  patients  treated 
medically  with  hypotension  therapy  with  both 
proved  hemorrhage  and  proved  aneurysm(s)  have 
been  given  in  detail  elsewhere.42  In  these  pa- 
tients, the  cumulative  seventeen-year  mortality 
rate  has  been  analyzed.  Despite  the  presence  in 
the  series  of  almost  60  per  cent  “poor-risk”  cases 
according  to  surgical  classification,56  there  were 
only  18  deaths  out  of  the  91  cases,  a 19.8  per  cent 
mortality  rate.  This  point  needs  emphasis:  the 
series  contains  an  unusually  high  percentage  of 
poor-risk  cases,  including  patients  who  were  re- 
jected by  the  surgeons  as  being  completely  inop- 
erable. Thus,  one  notes  the  problems  confronting 
surgical  methods,  or,  for  that  matter,  combined 
medical-surgical  methods,  which  attempt  to  equal 
medical  results,  because  not  only  do  the  “good- 
risk”  cases  respond  very  well  medically  but  also 
many  of  the  more  complicated  cases  do  well. 
Furthermore,  as  noted,  many  of  the  cases  treated 
were  not  even  operable;  yet,  most  of  these  latter 
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patients,  too,  were  salvaged.  In  fact,  out  of  the 
entire  series  of  91  patients  there  were  only  5 cases 
of  death  by  hemorrhage  which  had  been  consid- 
ered even  operable  by  neurosurgical  consultation; 
and  this,  of  course,  does  not  mean  that  operation 
would  necessarily  have  helped  in  any  of  these  5 
cases.  As  noted,  the  randomized  study  confirmed 
these  findings. 

In  summary,  hypotensive  therapy  is  applicable 
to  more  kinds  of  cases  of  ruptured  intracranial  an- 
eurysm than  is  surgery.  When  it  was  randomized 
against  surgery  and  plain  bed  rest,  hypotensive 
therapy  emerged  as  the  best  treatment.4  This 
method  is  thus  becoming  acknowledged  increas- 
ingly as  the  treatment  of  choice  in  the  acute  stag- 
es of  ruptured  intracranial  aneurysm. 

Long-term  hypotensive  therapy.  It  has  gen- 
erally been  considered  unusual  for  a patient  with 
proved  ruptured  intracranial  aneurysm  to  recover 
without  operation  and  to  remain  in  excellent  con- 
dition for  more  than  ten  years.  However,  the  fol- 
lowing data  will  show  that  this  impression  is  not 
correct  and  that  instead,  when  hypotensive  thera- 
py is  used,  excellent  long-term  medical  results  are 
the  rule  not  the  exception.  In  fact,  24  patients 
will  be  presented,  each  with  subarachnoid  hemor- 
rhage proved  by  spinal  tap  and  each  with  angio- 
graphically  proved  aneurysm(s)  involving  the  an- 
terior and/or  posterior  part  of  Willis’  circle.*  Ev- 
eryone was  treated  by  the  medical-hypotensive 
method  alone  and  has  been  followed  for  ten  to 
seventeen  years.  Twenty-three  of  the  24  have  re- 
mained in  excellent  condition.  The  other  one  pa- 
tient was  classified  as  “good”  with  regard  to  the 
aneurysm  but  continued  to  have  an  unsatisfactory 
psychiatric  status,  which  had  existed  prior  to 
hemorrhage,  and  died  at  the  age  of  eighty-one  of 
lobar  pneumonia.  “Excellent  result”  is  defined 
here  as  meaning  either  that  there  is  no  deficit  of 
any  kind,  in  particular  no  organic  mental  syn- 
drome, or  that  the  only  residuum  is  a partial 
third-nerve  palsy.  The  case  material  is  detailed 
in  Table  I and  summarized  in  Table  II. 

Almost  every  single  patient  has  done  extremely 
well  without  operation.  Most  patients  are  work- 
ing full  time;  others  are  fully  active  as  housewives 
and  mothers.  There  are  2 patients  who  are  in  ex- 
cellent condition  but  are  working  only  part  time; 
they  are  both  seventy-nine  years  old.  The  pa- 
tients treated  include  complicated  situations,  such 
as  inoperability  due  to  combinations  of  contrain- 
dications44 such  as  age  (over  sixty-five  years),  an- 
tecedent medical  illnesses,  the  presence  of  multi- 
ple bilateral  aneurysms,  spasm,  inadequate  cross 
circulation,  and  recency  of  bleeding.  With  regard 
to  the  extremely  important  applicability  of  treat- 
ment to  recent  hemorrhage,  it  is  pointed  out  that 
in  8,  one-third  of  the  24  cases,  treatment  was 

*Since  acceptance  of  this  study  for  publication,  a 25th  pa- 
tient has  passed  the  ten-year  follow-up  mark. 


begun  in  the  acute  stage,  less  than  forty-eight 
hours  from  the  onset  of  hemorrhage.  Twenty  of 
the  24  patients,  83  per  cent,  were  treated  within 
three  weeks  of  the  bleed. 

Only  one  patient  out  of  the  24  had  a recurrent 
hemorrhage;  he  was  rehospitalized,  hypotensive 
therapy  was  simply  intensified,  and  he  recovered 
completely.  Follow-up  visits  were  not  as  frequent 
as  usually  desired,  because  the  patient  lived  in 
California.  Despite  this,  when  his  symptoms  re- 
curred, the  transfer  for  treatment  was  accom- 
plished effectively. 

In  addition  to  these  24  patients  in  long-term  fol- 
low-up, that  is,  at  least  ten  years,  there  are  now 
18  patients  who  have  been  followed  for  a shorter 
period  of  time,  five  to  nine  and  a half  years.  No 
recurrent  hemorrhages  have  thus  far  occurred  in 
that  group.  This  yields  a total  of  1 rebleed  out  of 
42  patients  who  have  been  followed  five  years  or 
more,  and  that  1 patient  was  salvaged  by  addi- 
tional medical  therapy. 

It  has  been  shown42  that  if  a recurrent  hemor- 
rhage can  be  prevented  by  this  method  for  nine 
weeks  from  the  time  of  the  original  hemorrhage, 
the  chance  for  a fatal  recurrence  with  this  method 
then  becomes  practically  zero.  As  a matter  of 
fact,  in  the  entire  series  the  only  case  of  fatal  re- 
currence after  nine  weeks  occurred  in  1962.  In 
this  inoperable  instance,  a sixty-nine-year-old  pa- 
tient with  multiple,  bilateral  aneurysms  died  of 
recurrent  hemorrhage  at  age  seventy-one.  Since 
1962  further  improvements  have  been  made  in 
this  medical  method;  if  these  modifications  had 
been  available  then,  even  this  death  might  have 
been  prevented. 

To  summarize  results  of  long-term  hypotensive 
therapy:  as  noted,  physicians  have  become  in- 

creasingly aware  that  in  the  acutely  ruptured  an- 
eurysm, medical  treatment  with  hypotension  is 
the  treatment  of  choice;  however,  some  might  still 
have  the  impression  that  patients  with  ruptured 
intracranial  aneurysms  who  had  been  treated 
medically  with  hypotension  therapy  would  have  a 
high  incidence  of  fatal  recurrent  hemorrhage  in 
long-term  follow-up.  Exactly  the  opposite  has 
been  found.  In  fact,  thus  far,  since  1962  no  pa- 
tient who  has  survived  nine  weeks  from  the  time 
of  the  original  hemorrhage  has  had  a fatal  recur- 
rence. Restated,  this  is  a fatal  recurrence  rate  of 
0 per  cent.  In  addition,  this  medical  method 
avoids  the  serious  morbidity  problems  of  surgical 
methods;  as  demonstrated,  the  usual  quality  of 
survival  is  excellent.  Therefore,  it  is  suggested 
that  hypotensive  therapy  will  be  the  treatment  of 
choice  in  long-term  follow-up  also. 

Ongoing  studies:  combined 
medical  and  surgical  therapy 

When  results  with  hypotensive  therapy  began  to 
appear  encouraging,  it  was  urged  that  instead  of 
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TABLE  I.  Long-term  hypotensive  therapy  of  ruptured  intracranial  aneurysm 


Case 

Age 

(Years) 

Aneurysm 

Location* 

Interval  of 
Hemorrhage 
Therapy 

Remarks 

Length  of 
Follow-Up 

(Years) 

Results 

i 

51 

ACC 

<9  hours 

Hypertensive,  2 subarachnoid 
hemorrhages 

15 

Excellent;  age  66 

2 

29 

PCC 

19  hours 

Normotensive 

15 

Excellent;  now  a business  executive 

3 

45 

PERI 

<24  hours 

Hypertensive 

11 

Excellent;  working  full  time 

4 

32 

ACC 

24  hours 

Hypertensive;  had  stopped  medications 
prior  to  hemorrhage;  loss  of 
consciousness;  family  history, 
aneurysm;  subsequent  pregnancy 
with  uneventful  vaginal  delivery 

16 

Excellent 

5 

53 

MC 

>24  hours 

Hypertensive;  diabetic;  staghorn  renal 
calculus  with  repeated  infections 

11 

Excellent;  5 years  later  occlusion 
of  contralateral  IC  in  neck; 
recovered  (no  surgery);  age  64 

6 

44 

(MULT) 

ACC 

PCC 

36  hours 

2 subarachnoid  hemorrhages;  loss  of 
consciousness;  vitreous  hemorrhages 
with  bilateral  blindness;  recovered 

12 

Excellent;  partial  third-nerve 
palsy.  Working  full  time  as 
nurse 

7 

57 

ACC 

40  hours 

Hypertensive;  loss  of  consciousness; 
antecedent  coronary  insufficiency; 
bleeding  tendency 

13 

Excellent;  as  active  as 
prehemorrhage;  age  70 

8 

42 

ACC 

<48  hours 

Multiple  syncopal  episodes 
prehemorrhage;  none  since 

16 

Excellent;  working  full  time 

9 

45 

PCC 

4 days 

Only  patient  to  rebleed  in  long-term 
follow-up;  treatment  intensified; 
recovered 

12 

Excellent;  partial  third-nerve 
palsy;  working  full  time 

10 

56 

PCC 

4 days 

Hypertensive;  previous  hemorrhage  in 
1958  treated  by  plain  bedrest  and 
recovered  but  rebled  4 years  later  in 
1962;  this  time  treated  by 
hypotensive  therapy;  no  further 
bleeding 

10 

Excellent;  more  active  than  before 
hemorrhage;  age  66 

11 

68 

MC 

5 days 

Hypertensive;  2 subarachnoid  hemorrhages;  13 
loss  of  consciousness;  older  age; 
dominant-sided  aneurysm;  severe 
psychiatric  illness  prehemorrhage 

Same  as  prehemorrhage  except  for 
slight  dysphasia  prior  to 
therapy;  remained  thus  until 
blindness  (cataracts)  worsened 
psychiatric  status;  died  at  age 
81  of  lobar  pneumonia 

12 

68 

PCC 

6 days 

Hypertensive;  had  stopped  medications 
prior  to  hemorrhage;  older  age; 
organic  mental  syndrome  with 
severe  lethargy;  dominant  sided 
aneurysm 

11 

Excellent;  partial  third-nerve 
palsy;  working  part  time; 
age  79 

13 

48 

(MULT) 

MC-2 

7 days 

N ormotensive 

14 

Excellent 

14 

57 

VERT 

9 days 

Hypertensive;  had  stopped  medications 
prior  to  hemorrhage 

12 

Excellent;  age  69;  worked  full 
time  until  retirement  at  67 

15 

37 

IC 

10  days 

Physician;  dominant-sided  aneurysm; 
loss  of  consciousness 

12 

Excellent;  in  practice 

16 

29 

PCC 

11  days 

No  history  of  hypertension;  well- 
marked  infundibulum  of 
contralateral  PCC;  subsequent 
pregnancy  with  uneventful  vaginal 
delivery 

10 

Excellent;  working  full  time; 
standing  systolic  pressure, 
74  to  78  mm.  Hg 

17 

50 

PCC 

13  days 

“Occasionally  elevated”  blood  pressure; 
3 years  prior  to  hemorrhage 

10 

Excellent;  working  part  time  at 
age  60 

18 

40 

ACC 

14  days 

Antecedent  multiple  illnesses  plus 
psychogenic  problems;  poor  cross- 
circulation; anomalous  artery 

13 

Excellent;  recently  breast  cancer 

19 

48 

PCC 

16  days 

Hypertensive;  duodenal  ulcer, 
gastrectomy,  marginal  bleeding 

11 

Excellent;  partial  third-nerve 
palsy 

20 

39 

PCC 

17  days 

Duodenal  ulcer  found  few  weeks  prior 
to  hemorrhage 

11 

Excellent;  working  full  time 

21 

62 

IC 

37  days 

Loss  of  consciousness;  first  patient 
treated  by  this  method 

17 

Excellent;  working  part  time; 
age  79 

22 

49 

MC 

2 mos. 

Hypertensive;  loss  of  consciousness; 
family  history  of  aneurysm 

14 

Excellent;  age  63 

23 

37 

(MULT) 

PCC 

IC 

(MULT) 

PCC 

2 mos. 

Tuberculosis;  typhus 

10 

Excellent;  as  active  as  before 
hemorrhage;  working  part  time 

24 

55 

4 mos. 
after  2nd 

Hypertensive;  surgery  scheduled 
elsewhere  (same  time);  decided  to 

12 

Excellent;  working  full  time  until 
age  66;  working  part  time  at 

PCC 

hemorrhage 

change  to  medical  therapy 

age  67 

* Key:  ACC  = Anterior  communicating  artery,  PCC  = Posterior  communicating  artery,  IC  = Internal  carotid  artery,  MC  = Middle  cerebral 

artery,  PERI  = Pericallosal  artery,  VERT  = Vertebral  artery,  (MULT)  = Multiple  aneurysms. 


continued  debate  over  medical  vs.  surgical  meth- 
ods, surgeons  should  be  encouraged  to  have  their 
own  patients  treated  medically  with  a hypoten- 
sion regimen,  at  least  during  the  acute  stages.44 
Then  later  on,  if  they  felt  that  operative  proce- 
dures were  still  indicated,  they  would  have  given 
themselves  elective  cases  in  better  condition  in- 
stead of  emergency  cases  in  poorer  condition. 
This  combined  approach  was  begun  by  us  and  it 


is  noted  that  others  are  now  beginning  to  report 
good  results  with  this  two-stage  combined  meth- 
od.6 Next,  a three-stage  approach  was  suggested 
and  begun  in  1966  by  us;  this  is  the  resumption  of 
the  hypotensive  regimen  postoperatively  when 
the  two-stage  procedure  has  been  used  to  reduce 
further  the  likelihood  of  recurrent  hemorrhage 
postoperatively,  early  or  late,  from  either  the 
same  aneurysm  or  from  other  aneurysms.51  Hy- 
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TABLE  II.  Data  summary 


Number 

of 

Patients 

Age  at 
Time  of 
Hemorrhage 
(Years) 

Aneurysm 

Location 

Interval 
Between 
Hemorrhage 
and  Start  of 
Therapy 

Results 

24 

Under  50, 
14;  50 
or  over, 
10* 

ACC,  6; 
PCC,  12; 
IC,  3; 

MC,  5; 
PERI,  1; 
VERT,  1; 
(MULT),  4 

<3  weeks, 
20 1; 

>3 

weeks,  4 

Excellent, 

23; 

Good,  1 

* Includes  55  or  more,  7 

; 60  or  more,  3; 

65  or  more  = 2. 

t Includes  8 patients  treated  acutely  in  less  than  forty-eight  hours. 

potensive  therapy  is  also  added  for  the  same  pro- 
phylactic reasons  when  the  only  prior  treatment 
has  been  surgery.  In  addition  to  the  overall  long- 
term therapeutic  advantages  of  adding  hypoten- 
sion, one  is  reminded  that  if  surgery  alone  is  per- 
formed, repetitive  follow-up  angiography  is  a ne- 
cessity not  only  for  the  aneurysm  that  had  been 
treated  surgically  (to  see  if  the  clips  are  on  or  off) 
but  also  to  see  if  other  aneurysms  elsewhere  have 
“arisen”  or  at  least  have  become  demonstrable 
and  therefore  pose  a threat  to  the  life  of  the  pa- 
tient. Surgical  clips  may  be  pushed  off  by  the 
blood  pressure  even  after  early  follow-up  angiogra- 
phy has  indicated  that  all  was  apparently  well57; 
fatal  recurrence  may  then  occur  a few  months  or  a 
few  years  later.  On  the  other  hand,  if  medical- 
hypotensive  treatment  has  been  used,  any  and  all 
aneurysms  are  automatically  under  continuous 
treatment  and  repeat  angiography  is  of  academic 
interest  only  and  can  therefore  be  discarded  along 
with  the  risks  of  performing  it.  Thus,  if  a patient 
who  has  had  surgery  is  subsequently  placed  on  the 
hypotensive  regimen,  he  too  may  be  spared  the 
need  for  repeat  angiography,  because  the  hypoten- 
sive regimen  continues  to  afford  greater  protection 
regardless  of  the  angiographic  appearance. 

It  is  suggested  that  the  investigations  described 
of  combined  therapies  are  an  interesting  by-prod- 
uct and  ought  to  be  pursued  to  see  if  they  might 
have  any  advantages  over  hypotensive  therapy 
alone.  However,  if  a single  method  of  treatment 
is  to  be  developed  as  the  method  for  use  in  the 
greatest  variety  of  cases  of  ruptured  intracranial 
aneurysm,  such  treatment  should  be,  and  proba- 
bly would  be,  medical.  This  is  not  only  because 
of  all  the  foregoing  considerations  but  also  be- 
cause of  still  other  factors,  such  as  the  rising  inci- 
dence of  demonstrated  multiple  aneurysms.  In 
this  regard,  angiographic  and  histologic  demon- 
strations by  Brolin  and  Hassler,58  Saltzman,59  and 
Hassler  and  Saltzman60  of  minute  aneurysms,  mi- 
croscopic aneurysms,  and  preaneurysmal  condi- 
tions forebode  even  more  problems  for  the  sur- 
geon. Although  attempts  have  been  made,61  it  is 
simply  not  feasible  for  surgeons  to  operate  on  all 
these  multiple  and/or  minute  aneurysms,  but 
every  one  of  these  aneurysms  is  automatically  in- 


cluded in  treatment  by  the  medical-hypotensive 
method. 

In  conclusion,  91  patients  have  been  followed 
personally  for  up  to  seventeen  years  on  both  acute 
and  long-term  hypotensive  therapy.  The  recently 
reported  international  randomized  study  included 
15  institutions  and  approximately  1,000  patients  of 
whom  approximately  300  were  treated  by  hypo- 
tension therapy,  and  followed  for  up  to  two  years. 
On  the  basis  of  these  data,  it  is  suggested  that  the 
best  single  method  of  treatment  for  both  acute 
and  long-term  therapy  is  medical  treatment  with 
hypotension  regimen. 

1040  Park  Avenue 
New  York,  New  York  10028 
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QUESTION  123.  What  is  the  interpretation  of  this  electrocardiogram?  The  patient  is  an  eighty-year-old  woman 
without  cardiac  symptoms. 


QUESTION  124.  What  is  the  interpretation  of  this  12-lead  electrocardiogram?  The  patient  is  a seventy-two-year- 
old  woman  on  digitalis  admitted  to  the  hospital  in  congestive  failure. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  123.  The  rhythm  is  regular  sinus 
with  an  occasional  atrial  premature  contraction. 
The  P-R  interval  is  0.11  second,  and  the  QRS 
duration  is  0.11  second.  In  leads  I,  aVl,  V5,  and 
Vr,  the  initial  portion  of  the  QRS  is  slurred.  This 
is  a delta  wave.  The  pattern  is  consistent  with  a 
diagnosis  of  Wolff-Parkinson-White  syndrome. 
Atrial  premature  contractions  are  present  in 
leads  II.  aVl,  and  V4.  The  QRS  of  the  premature 


beats  is  more  prolonged  and  has  the  configuration 
of  left  bundle-branch  block,  indicating  that  with 
the  premature  beat  there  is  a change  in  ventricu- 
lar conduction. 

Question  124.  The  ventricular  rate  is  118  per 
minute.  In  lead  Vi  clearly  identifiable  atrial  ac- 
tivity appears  with  an  apparent  P-R  interval  of 
0.26  second.  However,  in  aVf  and  V4  the  P-R  in- 
terval prolongs,  and  an  atrial  rate  of  236  becomes 
apparent.  This  atrial  rate  is  twice  that  of  the 
ventricular  rate  in  the  other  leads.  This  rapid, 
regular  atrial  rhythm  is  atrial  flutter.  There  is 
2:1  block,  an  occasionally  higher  grade  block. 
There  are  nonspecific  ST-T  abnormalities  in 
leads  I,  II,  aVl,  and  V4  to  V6,  compatible  with  dig- 
italis effects. 
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Massive  hemothorax  complicating  anticoagulant 
therapy  has  rarely  been  recorded;  we  have  found 
only  8 cases  mentioned  in  the  literature.1-4  Con- 
tact with  another  example  of  this  life-threatening 
complication  and  the  information  derived  from 
this  experience  prompt  the  present  report. 

Case  report 

A sixty-eight-year-old  man  was  first  hospital- 
ized on  July  6,  1969,  because  of  a thrombosis  of 
the  left  middle  cerebral  artery.  He  was  dis- 
charged with  a residual  right  hemiparesis.  His 
past  history  revealed  an  appendectomy,  lysis  of 
adhesions  causing  partial  intestinal  obstruction, 
and  ligation  of  a prominent  superficial  vein  in  his 
right  leg.  In  August,  1969,  he  developed  sudden 
tachypnea,  tachycardia,  and  fever,  and  some  rales 
were  heard  at  the  base  of  his  right  lung.  He  had 


several  similar  episodes  in  September.  Roentgen- 
ograms of  the  chest  were  unremarkable. 

On  May  12,  1970,  he  noted  sudden  left  lower 
pleuritic  chest  pain,  cough,  and  hemoptysis.  A 
pleuritic  friction  rub  was  heard,  and  the  patient 
was  hospitalized.  His  hemoglobin  was  14.8  Gm. 
per  100  ml.;  hematocrit,  42;  and  leukocyte  count, 
7,900  per  cubic  centimeter.  Lactic  dehydrogenase 
level  was  400  units  and  subsequently  decreased  to 
280  units.  Results  of  a roentgenogram  of  the  chest 
were  negative  at  that  time,  but  two  days  later  an- 
other film  revealed  small  infiltrates  at  the  periph- 
eral portions  of  both  lung  bases.  These  were  of 
triangular  configuration  with  their  apices  directed 
medially.  There  were  also  small  amounts  of  pleu- 
ral fluid  present  bilaterally.  A diagnosis  of  pul- 
monary infarction  was  made,  and  the  patient  was 
treated  with  an  anticoagulant.  He  was  then  dis- 
charged on  5 mg.  of  warfarin  daily.  The  pro- 
thrombin times  were  stable,  remaining  between 
twenty  to  twenty-three  seconds  with  controls  of 
eleven  to  twelve  seconds.  A chest  roentgenogram 
taken  on  June  5,  1970,  was  unremarkable,  show- 
ing only  residual  blunting  of  both  costophrenic 
sulci. 

On  July  11,  1970,  eight  weeks  after  anticoagula- 
tion was  begun,  he  complained  of  an  increase  in 
dyspnea.  Physical  examination  revealed  flatness 
with  absent  breath  sounds  over  the  lower  half  of 
the  right  lung  field.  The  hematocrit  on  that  day 
was  34;  hemoglobin,  10.8  Gm.  per  100  ml.;  and 
erythrocyte  count,  3,600,  and  leukocyte  count, 
9,700  per  cubic  centimeter.  A prothrombin  time 


FIGURE  1.  (A)  Admission  roentgenogram  of  chest  demonstrating  massive  right  hemothorax.  (B)  Loculated  hemo- 
thorax and  trapped  right  middle  and  lower  lobes  after  multiple  thorocenteces.  (C)  Roentgenogram  demonstrating 
full  reexpansion  of  right  lung  after  decortication 
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was  thirty  seconds  with  a control  of  eleven  sec- 
onds. Roentgenogram  of  the  chest  showed  a homo- 
geneous density  obscuring  the  lower  two-thirds  of 
the  right  hemothorax  (Fig.  1A).  The  patient  was 
readmitted  to  the  hospital  for  the  third  time.  A 
thoracocentesis  was  done,  and  1,200  ml.  of  non- 
clotting blood  were  obtained  from  the  right  pleural 
cavity.  This  fluid  had  a hemoglobin  of  9.7  Gm. 
per  100  ml.  and  a hematocrit  of  24.  Cell-block 
and  Papanicolaou’s  smears  revealed  negative  re- 
sults for  malignant  cells. 

A diagnosis  of  anticoagulant-induced  right  he- 
mothorax was  made,  and  warfarin  therapy  was 
discontinued.  The  prothrombin  time  quickly  de- 
creased to  fifteen  seconds  with  a control  of  eleven 
seconds.  Several  other  thoracocenteses  were  per- 
formed in  different  areas  of  the  chest,  but  only  300 
ml.  more  of  nonclotting  blood  could  be  aspirated. 
The  roentgenograms  showed  that  a considerable 
clouding  of  the  lower  two  thirds  of  the  right  lung 
remained  with  multiple  air  fluid  levels  (Fig.  IB). 
Blood  calcium,  blood  urea  nitrogen,  serum  bili- 
rubin, partial  thromboplastin  time,  serum  fibrino- 
gen level,  blood  protein  electrophoresis,  bleeding 
and  clotting  times,  clot  retraction,  and  serum  glu- 
tamic pyruvic  transaminase  levels  were  all  within 
normal  limits.  The  stools  were  negative  for 
blood.  Decortication  of  the  right  lung  was  per- 
formed on  July  27,  1970,  and  an  extensive  hemo- 
thorax with  an  organized  thickened  pleura  was 
noted.  The  patient  withstood  the  long  procedure 
well,  and  the  right  lung  reexpanded.  Subse- 
quently roentgenograms  of  the  chest  have  shown 
only  pleural  thickening  over  the  right  lung  field 
(Fig.  1C).  The  patient  has  been  asymptomatic 
since  discharge  from  the  hospital. 

Comment 

In  1942  Keyes  and  Shaffer1  reported  2 patients 
with  massive  hemothorax  occurring  shortly  after 
anticoagulant  treatment  for  pulmonary  infarction. 
The  next  2 cases  were  described  by  Simon, 
Daggett,  and  DeSanctis2  in  1969.  In  the  same 
year  Hamaker  et  al.3  published  3 incidences  of 
anticoagulant-induced  hemothorax.  Of  the  3 one 
resembled  the  previous  reports  in  that  hemotho- 
rax developed  during  the  early  stage  of  the  pulmo- 
nary infarction;  one  followed  late  in  its  course; 
and  one  was  not  associated  with  any  infarction. 
In  1971  Millard4  described  this  complication  ap- 
pearing soon  after  the  institution  of  treatment 
with  an  anticoagulant  for  an  infarct  of  the  lung. 

Pulmonary  infarction  is  usually  situated  at  the 
periphery  of  the  lung  and  is  characterized  at  first 
by  local  hemorrhage.  Thus,  during  this  early 
stage  one  encounters  anticoagulant-induced  mas- 
sive hemothorax  resulting  from  rupture  of  a hem- 
orrhagic infarct  into  the  pleural  cavity.  However, 
infarcts  heal  over  a period  of  two  to  three  weeks 


resulting  in  areas  of  linear  fibrosis.  In  cases  either 
developing  during  its  healing  phase  or  when  no  in- 
farction of  the  lung  has  occurred,  anticoagulant- 
induced  hemothorax  is  due  to  spontaneous  bleed- 
ing of  the  pleural  membrane.  Spontaneous  anti- 
coagulant-induced hemopericardium  has  been 
previously  reported.5  In  our  patient  hemothorax 
occurred  eight  weeks  following  the  institution  of 
anticoagulant  therapy.  Thus,  in  this  case  as  well 
as  in  2 of  the  3 reported  by  Hamaker  et  al.,3  the 
hemothorax  resulted  from  spontaneous  intrapleu- 
ral hemorrhage.  It  is  of  interest  that  this  can 
occur  in  the  presence  of  prothrombin  levels  which 
are  well  within  therapeutic  range. 

The  seriousness  of  this  complication  is  revealed 
by  the  fact  that  2 of  the  8 previously  reported  pa- 
tients died,  another  required  decortication,  and 
the  remainder  had  long-term  morbidity.  Our 
case  also  required  decortication.  Thus,  anticoag- 
ulants must  always  be  administered  with  great 
caution,  and  physicians  should  be  well  aware  of 
the  possible  complication  of  massive  hemothorax 
with  this  therapy. 

Summary 

A report  of  a patient  with  anticoagulant-in- 
duced massive  hemothorax  is  presented.  A re- 
view of  the  literature  reveals  that  surprisingly  few 
cases  have  been  recorded.  Two  mechanisms  re- 
sponsible for  this  condition  are  discussed.  One  is 
associated  with  the  early  stage  of  pulmonary  in- 
farction and  is  due  to  rupture  of  a hemorrhagic  in- 
farct into  the  pleural  cavity.  The  second  occurs 
either  late  in  the  course  of  infarction  of  the  lung  or 
when  no  infarction  is  present.  This  is  due  to 
spontaneous  bleeding  from  the  pleural  membrane. 
The  seriousness  of  hemothorax  resulting  from  the 
use  of  anticoagulant  therapy  is  emphasized  as  well 
as  the  fact  that  it  may  occur  with  prothrombim 
levels  that  are  well  within  the  therapeutic  range. 
Physicians  are  alerted  to  this  life-threatening 
complication  and  cautioned  to  administer  anti- 
coagulants with  great  care. 

175  King  Street 
Chappaqua,  New  York  10514 
(DR.  DIAMOND) 

References 

1.  Keyes,  J.  W.,  and  Shaffer,  C.  F.:  Hemothorax  compli- 
cating heparin  therapy,  J.A.M.A.  119:  882  (1942). 

2.  Simon,  H.  B.,  Daggett,  W.  M.,  and  DeSanctis,  R.  W.: 
Hemothorax  as  a complication  of  anticoagulant  therapy  in 
the  presence  of  pulmonary  infarction,  ibid.  208:  1830  (1969). 

3.  Hamaker,  W.  R.,  Buchman,  R.  J.,  Cox,  W.  A.,  and 

Fisher,  G.  W.:  Hemothorax.  A complication  of  anticoagu- 

lant therapy,  Ann.  Thorac.  Surg.  8:  564  (1969). 

4.  Millard,  C.  E.:  Massive  hemothorax  complicating  hep- 
arin therapy  for  pulmonary  infarction,  Chest  59:  235  (Feb.) 
1971. 

5.  Fell,  S.  C.,  Rubin,  I.  L.,  Enselberg,  C.  D.,  and  Hierwitt, 

E.  S.:  Anticoagulant-induced  hemopericardium  with  tampo- 
nade: its  occurrence  in  the  absence  of  myocardial  infarction 

or  pericarditis.  New  England  J.  Med.  272:  670  (1965). 


692  New  York  State  Journal  of  Medicine  / March  1,  1973 


Echinococcal 
Cyst  of  Spleen 


R.  O.  GREGG,  M.D. 

Syracuse.  New  York 

W.  S.  HALSEY.  M.D. 

Syracuse.  New  York 

From  the  Department  of  Surgery.  State  University  of  New 
York  Upstate  Medical  Center 


Since  echinococcossis  is  uncommon  in  the  Unit- 
ed States,  the  discovery  and  management  of  a 
case  of  hydatid  cyst  of  the  spleen  in  central  New 
York  prompted  this  review. 

The  life  cycle  of  the  hydatid  parasite  involves 
the  asymptomatic  definitive  host,  usually  a carni- 
vore such  as  the  dog,  and  the  intermediate  host, 
most  often  sheep  or  cattle  but  occasionally  man. 
Immigrants  from  eastern  Europe,  Russia,  Aus- 
tralia, and  Iceland  who  settled  in  the  northeastern 
United  States  and  eastern  Canada  are  the 
subjects  of  most  hydatid  cyst  reports.  In  endemic 
areas,  the  constant  association  of  man,  dog,  and 
sheep  promotes  this  cycle.  When  man  ingests  the 
hexacanth  embryo,  it  burrows  through  the  gut 
wall  to  enter  the  portal  vein  and  reaches  the  liver 
in  approximately  twelve  hours.1  Most  eggs  (85 
per  cent)  are  filtered  by  the  hepatic  or  pulmonary 
capillary  beds.  Once  beyond  these  structures,  the 
eggs  most  likely  are  showered  to  the  remainder  of 
the  body,  with  only  3 per  cent  reaching  the  spleen. 
The  mechanism  of  splenic  implantation  is  uncer- 
tain. It  probably  is  via  systemic  routes  from  the 
15  per  cent  of  eggs  which  escape  the  liver-lung 
barrier;  however,  retrograde  migration  via  the 
portal  vein  or  lymphatics  has  not  been  excluded. 

The  splenic  hydatid  cyst  may  suppurate,  fistul- 
ize  to  adjacent  organs,  or  rupture  into  the  free 
peritoneal  cavity.  Often,  however,  it  is  entirely 
asymptomatic  and  remains  undetected  until  it 
compresses  adjacent  organs.  Most  cysts  grow 
very  slowly,  reaching  a symptomatic  stage  after 
ten  to  twenty  years.  Hence,  diagnosis  is  very  dif- 
ficult, yet  it  can  be  strengthened  by  radiologic 
identification  of  a calcified  ectocyst,  and  a posi- 
tive Casoni  intradermal  test  result.2  In  the  past 
treatment  was  mainly  by  external  drainage  or 


FIGURE  1.  Radiograph  of  abdomen.  Intravenous  pye- 
logram  demonstrates  calcified  cyst  in  left  upper 
quadrant  and  displacement  of  left  kidney. 


marsupialization  of  these  cysts.  Presently  splen- 
ectomy affords  excellent  cure  for  localized  disease. 

Case  report 

The  patient  was  a seventy-three-year-old  Italian 
female  born  in  1897  in  Palermo,  Sicily.  She  im- 
migrated to  Albany,  New  York,  in  1928,  and  then 
came  to  Syracuse  in  1932,  where  she  resided  until 
the  present  admission.  Previously,  she  had  sought 
relief  from  intermittent  left  flank  pain,  but  refused 
admission  until  the  sudden  onset  of  substernal 
chest  pain  and  nausea.  There  had  been  no  sur- 
gery or  serious  illness  in  the  past.  Review  of  sys- 
tems revealed  a 15-pound  weight  loss. 

Examination  disclosed  a thin  female.  She  was 
afebrile,  her  chest  was  clear,  and  her  heart  was 
normal.  Abdominal  examination  results  were  un- 
remarkable except  for  a tender  mass  in  the  left 
upper  quadrant  which  was  mobile.  It  was 
thought  that  this  possibly  represented  pancreatic 
or  renal  tumor.  Laboratory  examination  revealed 
a hematocrit  of  38,  white  blood  cell  count  of  4,700, 
with  55  per  cent  polymorphonuclear  cells  and  3 
per  cent  eosinophils.  Normal  electrocardiograms 
and  cardiac  enzymes  ruled  out  a myocardial  in- 
farct. Because  of  congestive  heart  failure  she  was 
digitalized  preoperatively. 

Roentgenograms  revealed  a large  circular  mass 
of  spleen  with  a thin  rim  of  calcification  and  a 
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FIGURE  3.  Photomicrograph  of  scoloses  of  Echino- 
FIGURE  2 Splenic  scan  Note  large  cold  central  area  coccosis  granulosis  contained  in  hydatid  cyst. 


mottled  area  of  stippling  in  the  lower  pole  (Fig.  1). 
This  mass  deformed  the  splenic  flexure  of  the  colon 
and  displaced  the  left  kidney  interiorly.  The 
splenic  scan  revealed  a cold  central  area;  liver 
scan  findings  were  normal  (Fig.  2). 

Preoperative  differential  diagnosis  was  splenic 
cyst,  pseudocyst  of  the  pancreas,  or  papillary  cyst 
adenocarcinoma  of  the  pancreas.  Laparotomy 
seven  days  after  admission  disclosed  a large  echin- 
ococcal  cyst  of  the  spleen  strongly  adherent  to  the 
diaphragm.  Excision  was  difficult  but  was  ac- 
complished without  rupture  of  the  cyst.  Patho- 
logic examination  of  the  spleen  revealed  a cyst  12 
cm.  in  diameter  with  numerous  scoleces  of  the 
Echinococcus  granulosis  (Fig.  3).  At  operation  the 
liver  was  grossly  free  of  cysts.  One  year  follow-up 
was  unremarkable. 

Comment 

Sommer,  in  1895  and  1896, :1,4  published  a com- 
prehensive list  of  100  cases  collected  from  the  lit- 
erature. Of  these,  62  per  cent  of  the  cysts  were 
hepatic,  7 per  cent  pulmonary,  and  3 per  cent 
splenic.  From  Buffalo,  New  York,  Lyon5  reported 
241  patients  of  which  three  quarters  were  twenty 
to  fifty  years  old  and  whose  origins  were  primarily 
Icelandic,  German,  and  Italian.  These  patients 
resided  in  New  York,  Pennsylvania,  Massachu- 
setts, and  Manitoba,  Canada. 

Katz  and  Pan6  tabulated  18  cases  of  splenic  hy- 
datid cysts  among  541  patients  in  the  United 
States  from  1822  to  1956.  Soler-Bachera  and 


Sascia7  added  1 case,  and  Rush,  Rathbone,  and 
Carrera,8  from  Ochsner  Clinic,  added  another. 
Aquilina  and  Chun9  reported  an  additional  case 
from  Buffalo,  New  York.  Recently  Whitcomb, 
Poriakh,  and  Sedgwick10  from  Lahey  Clinic, 
added  2 cases  of  splenic  hydatid  cyst,  both  in  for- 
eign-born patients.  The  present  case  is  presented 
because  of  its  rarity.  Isolated  splenic  cysts  have  a 
good  prognosis,  and  splenectomy  is  the  treatment 
of  choice.  A review  of  the  hospital  records  in  Syr- 
acuse up  to  1970  revealed  no  other  case  of  splenic 
hydatid  cyst. 

124  North  Lorraine  Avenue 
Syracuse,  New  York  13210 
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The  Berkshire  Medical  Center  is  a community 
teaching  hospital  which  has  had  a program  of  cor- 
onary care  education  for  nurses  and  physicians  in 
Berkshire  County  since  1967.  Thus  far,  132  nurs- 
es have  been  trained  in  this  discipline.  In  con- 
junction with  the  Albany  Medical  College,  33  of 
these  nurses  have  had  further  training  at  that  in- 
stitution. House  officers  are  also  routinely 
trained  at  the  start  of  each  academic  year.  Con- 
tinuing education  is  insured  by  a program  of  con- 
ferences and  bedside  teaching. 

In  the  past  year,  the  program  has  expanded  to 
involve  a local  nonteaching  community  hospital 
where  an  additional  14  nurses  have  undergone  for- 
mal training  in  coronary  care. 

Statistical  analysis  of  the  results  of  coronary 
care  within  the  two  4-bed  coronary  care  units 
(CCU)  of  the  Berkshire  Medical  Center  reveals  a 
mortality  rate  of  16  per  cent  for  1969  and  17  per 
cent  for  1970  which  compares  favorably  with  simi- 
lar statistics  in  university  hospitals. 1,2 

Statistical  studies  have  proved  the  efficiency  of 
the  sophisticated  delivery  of  coronary  care,  not 
only  in  university  medical  centers,  but  within  the 
community  hospital  setting  as  well.3  It  is  the 
purpose  of  this  communication  to  report  the  scope 
of  coronary  care  in  a community  teaching  hospital 
center.  The  aspects  to  be  covered  will  include 
physician  and  nurse  training,  continuing  educa- 

Supported  in  part  by  Pilot  Project  Number  7 grant  from  the 
Albany  Regional  Medical  Program,  a grant  from  the  Tri-State 
Regional  Medical  Program  and  the  Berkshire  County  Heart 
Association. 


tion  of  physicians  and  nurses,  expansion  of  the 
program  beyond  the  confines  of  the  Center,  and  a 
statistical  review  of  the  effects  of  coronary  care  at 
the  Berkshire  Medical  Center. 

Berkshire  Medical  Center 

Pittsfield  is  a city  of  56,895  people,  situated  in 
western  Massachusetts.4  It  is  the  seat  of  Berk- 
shire County  and  caters  to  a regional  population 
of  150,000  including  patients  from  the  entire 
county  and  from  adjacent  New  York  State,  Ver- 
mont, and  Connecticut.  The  city  also  serves  as  a 
year-round  vacation  and  cultural  center  which  ex- 
pands the  population  beyond  those  residents  who 
benefit  from  the  prosperous  manufacturing  econo- 
my. 

There  are  three  hospitals  in  the  city,  two  of 
which  are  the  basis  of  this  study. 

The  Pittsfield  General  Hospital  was  established 
in  1870  as  the  first  cottage  hospital  in  New  En- 
gland; a nonsectarian,  nonprofit  voluntary  general 
hospital  with  a bed  strength  of  286.  The  St. 
Luke’s  Hospital,  a Catholic  institution  adminis- 
tered by  the  Sisters  of  Providence,  was  licensed  as 
a general  church-owned  164-bed  organization  in 
1923. 

The  two  hospitals  became  affiliated  in  January, 
1960,  to  form,  in  liaison  with  the  Albany  Medical 
College  35  miles  away,  the  Pittsfield  Affiliated 
Hospitals  Medical  Education  Program.5  This 
program,  an  experimental  model  for  similar  pro- 
grams throughout  the  nation,  proved  so  successful 
that  in  December,  1967,  the  two  hospitals  formed 
a corporate  merger  known  as  the  Berkshire  Medi- 
cal Center. 

Both  the  Pittsfield  General  unit  and  the  St. 
Luke’s  unit  of  the  Berkshire  Medical  Center  oper- 
ate 4-bed  coronary  care  units.  The  training  of 
personnel,  policy  of  operation,  and  equipment  in 
each  unit  is  identical.  House  officers  from  the 
medical  education  program  rotate  through  both 
units,  and  the  same  attending  physicians  service 
both  units  of  the  Center.  Therefore,  care  in  both 
facilities  is  identical. 

Nurse  education 

In  1967,  with  the  aid  of  a grant  from  the  Albany 
Regional  Medical  Program,  it  became  possible  to 
initiate  training  programs  for  nurses  in  coronary 
care  both  in  Pittsfield  and  at  the  Albany  Medical 
College.  Training  in  Pittsfield  consists  of  twenty- 
two  hours  of  lectures  and  demonstrations  as 
taught  by  three  attending  cardiologists  and  is  pre- 
sented as  follows. 
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First  week 

Goals  and  objectives  of  a coronary  care  unit 
Anatomy  and  physiology  of  the  heart 
What  is  myocardial  infarction? 

Introduction  to  electrocardiography 
Classification  and  introduction  to  arrhythmias 
Second  week 

Arrhythmias  originating  in  sinus  node 
Arrhythmias  originating  in  atrium 
Quiz  and  review 
Junctional  arrhythmias 
Third  week 
Heart  block 

Ventricular  arrhythmias 
Ventricular  fibrillation  and  standstill 
Quiz  and  review 
Fourth  week 

Electrocardiographic  examination 
Electrical  treatment  of  arrhythmias 
Resuscitation  demonstration 
Medical  management  of  myocardial  infarction 
Fifth  week 

Congestive  heart  failure 
Treatment  of  congestive  heart  failure 
Management  of  cardiogenic  shock 
Antiarrhythmic  drugs 
Sixth  week 

Electrical  hazards  in  coronary  care  unit 
Final  examination 


On  completion  of  this  course,  nurses  take  a 
written  examination  which  enables  them  to  be 
certified.  Of  the  successful  nurses,  those  who 
elect  to  work  in  coronary  care  are  given  further 
training  in  resuscitation  and  defibrillation.  A 
second  examination  is  then  given,  successful  com- 
pletion of  which  permits  them  to  perform  these 
functions. 

Initially  the  nurses  came  only  from  the  two 
units  of  the  Berkshire  Medical  Center,  but  the 
course  soon  drew  registrants  from  other  health  fa- 
cilities within  the  county. 

Thus  far,  ten  courses  have  been  given  between 
1967  and  1971  with  a total  number  of  132  nurses 
successfully  completing  the  course.  The  source  of 
these  nurses  is  shown  in  Table  I.  Among  the  suc- 
cessful nurses,  33  have  been  selected  to  undergo 
further  training  at  Albany  Medical  College  for  a 
four  to  six-week  period  where  full-time  medical 
and  nursing  faculties  provide  lectures,  demonstra- 
tions, ward  rounds,  and  further  training  in  elec- 
trocardiography and  monitoring. 


Physician  education 

At  the  commencement  of  the  academic  year  in 
July,  all  house  staff  are  given  a course  in  coronary 
care  for  six  weeks  with  thrice-weekly  lectures  and 
demonstrations.  The  lectures  are  given  by  at- 
tending staff  physicians  and  senior  medical  resi- 
dents. The  following  topics  show  the  nature  of 
the  subject  matter  covered. 

Objectives  of  coronary  care  units 


TABLE  I.  Distribution  of  nurses  trained  in  coronary 
care  at  Berkshire  Medical  Center,  1969  to  1971 


Number  of 


Source  Nurses 


Berkshire  Medical  Center 

Pittsfield  General  Unit  63 

St.  Luke’s  Unit  45 

Hillcrest  Hospital,  Pittsfield  12 

Fairview  Hospital,  Great  Barrington  4 

Edgecombe  Nursing  Home,  Lenox  2 

Visiting  Nurses  Association,  Pittsfield  2 

Valley  View  Nursing  Home,  Lenox  1 

Berkshire  Nursing  Home,  Pittsfield  1 

Mapleview  Nursing  Home,  Washington  1 

Berkshire  Hills  Nursing  Home,  1 

Monterey 

Total  132 


Cardiopulmonary  resuscitation 

Introduction  to  electrocardiographic  interpretation  of 
arrhythmias 

Sinus  and  atrial  arrhythmias 
Junctional  arrhythmias 
Ventricular  arrhythmias 
Heart  block 

Medical  treatment  of  cardiac  arrhythmias 
Electrical  management  of  cardiac  arrhythmias 
Test  (arrhythmias) 

Physical  examination  in  acute  myocardial  infarction 
Enzyme  abnormalities  and  other  diagnostic  studies 
Electrocardiographic  diagnosis  of  myocardial  infarc- 
tion 

Treatment  of  congestive  heart  failure 
Anticoagulation  and  other  therapeutic  measures 
Cardiogenic  shock 

Electrical  hazards  in  coronary  care  units 

Role  of  nurse  in  coronary  care 

Test 

Continuing  education  for  physicians  and 
nurses 

Twice  monthly,  the  medical  staff,  house  staff, 
and  nurses  involved  in  coronary  care  from  both 
units  meet  to  discuss  interesting  and  difficult 
cases.  These  sessions  also  serve  for  introduction 
of  new  material.  Each  session  lasts  one  hour  and 
consists  of  a case  presentation  or  subject  review 
by  a nurse,  followed  by  discussion  by  a cardiolo- 
gist with  participation  by  the  entire  staff.  The 
discussions  are  productive  and  lively  and  insure 
continuing  interest  as  well  as  education  in  the 
field  of  coronary  care. 

Periodic  drills  and  reexamination  in  resuscita- 
tion and  defibrillation  are  also  part  of  this  con- 
tinuing program. 

Expansion  of  education  program 

With  the  assistance  of  funds  from  the  Tri-State 
Regional  Medical  Program  and  the  Berkshire 
County  Heart  Association,  a fellowship  in  cardiol- 
ogy was  established  at  the  Berkshire  Medical 
Center  on  July  1,  1970.  In  addition  to  his  as- 
signed duties  at  the  Berkshire  Medical  Center,  it 
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TABLE  II.  Statistical  review  of  Berkshire  units 


-IQfiQ 

Category 

Berkshire 

Total 

St.  Luke’s 
Unit 

Pittsfield 

Unit 

Berkshire 

Total 

St.  Luke’s 
Unit 

Pittsfield 

Unit 

Total  admissions 

523 

271 

252 

559 

241 

318 

Admitted  with  diagnosis  of 
coronary 

Discharged  with  proved 

448 

220 

228 

456 

193 

263 

coronary 

Admitted  because  of  serious 

363 

182 

181 

311 

104 

207 

arrhythmia  (noncoronary) 
Coronary  patients  who  de- 

75 

51 

24 

103 

48 

55 

veloped  serious  arrhythmia 

192 

65 

127 

121 

27 

94 

Number  of  cardioversions 
Patients  defibrillated 
(several  defibrillated  on 

24 

8 

16 

20 

6 

14 

several  occasions) 
Transvenous  pacemakers 

46 

29 

17 

42 

14 

28 

inserted 

Permanent  pacemakers  in- 
serted (several  had  had 

44 

15 

29 

30 

9 

21 

transvenous  pacemakers) 
Unit  coronary  deaths 

20 

5 

15 

11 

5 

6 

(per  cent) 

Hospital  coronary  deaths 
(after  leaving  CCU) 

28  (8) 

17  (9) 

11  (6) 

37  (11.9) 

21  (20) 

16  (7.7) 

(per  cent) 

Hospital  mortality  rate  in 

31  (8) 

12  (6) 

19  (10) 

16  (5.1) 

10  (9.6) 

6 (2.9) 

and  out  of  CCU  (per  cent) 

(16) 

(15) 

(16) 

(17) 

(29.6) 

(10.6) 

was  anticipated  that  the  Fellow  would  be  in  a po- 
sition to  provide  education  and  supervision  of  cor- 
onary care  in  the  small  nonteaching  community 
hospitals  in  Berkshire  County.  As  a pilot  project, 
Fairview  Hospital,  Great  Barrington,  was  select- 
ed. The  cardiology  Fellow  visits  this  hospital  bi- 
weekly and  supervises  the  3-bed  coronary  care 
unit.  Thus  far,  14  nurses  have  been  trained  at 
that  hospital  in  a fashion  similar  to  that  presented 
at  Pittsfield  and  have  successfully  completed  an 
examination  similar  to  the  one  administered  in 
Pittsfield.  On  completion  of  the  course,  these 
nurses  spend  one  week  at  either  of  the  two  units  of 
the  Berkshire  Medical  Center  where  they  obtain 
further  practical  experience. 

Since  July,  1970,  a telephone  transmitter  has 
been  in  use  between  the  coronary  care  unit  at  the 
Fairview  Hospital  and  that  at  the  Berkshire  Med- 
ical Center.  This  equipment  allows  for  transmis- 
sion of  difficult  electrocardiograms  or  rhythm 
strips  for  interpretation  at  any  hour  of  the  day  by 
the  staff  at  Berkshire  Medical  Center. 

In  addition,  monthly  visits  to  Fairview  Hospital 
are  undertaken  by  three  cardiologists  from  the 
Berkshire  Medical  Center,  who  spend  three  hours 
lecturing,  discussing  cases,  and  making  rounds  in 
the  coronary  care  unit.  At  other  times,  they  are 
available  for  consultation.  Patients  requiring 
more  specialized  care  may  be  transferred  from 
Great  Barrington  to  Pittsfield. 

Statistics  in  Berkshire  units 

The  coronary  care  unit  at  St.  Luke’s  was  for- 
mally opened  in  January,  1968,  and  that  at  Pitts- 


field General  in  February,  1969,  although  moni- 
toring and  defibrillation  equipment  had  been 
present  in  both  units  for  over  a decade.  In  1969 
523  patients  were  admitted  to  the  two  units,  of 
whom  363  had  a confirmed  diagnosis  of  acute 
myocardial  infarction  by  electrocardiogram  and 
serial  measurement  of  creatinine  phosphokinase, 
serum  glutamic  oxaloacetic  acid,  and  lactic  dehy- 
drogenase enzymes.  Nineteen  per  cent  of  the  pa- 
tients who  were  admitted  to  the  units  were  later 
discharged  as  not  having  had  an  acute  infarction. 
Of  the  remainder,  the  majority  of  the  patients 
were  admitted  for  serious  arrhythmias.  The  mor- 
tality rate  for  the  two  units  was  16  per  cent,  a 
total  of  59  deaths.  These  statistics  along  with  the 
number  of  cardioversions,  defibrillations,  and 
temporary  and  permanent  pacemaker  installa- 
tions, are  summarized  in  Table  II. 

Table  II  also  summarizes  the  figures  for  the  year 
1970.  Of  559  patients  admitted  to  the  two  units, 
311  were  diagnosed  as  having  suffered  an  acute 
myocardial  infarction  and  103  with  serious  ar- 
rhythmias not  directly  related  to  an  acute  infarc- 
tion. Thirty-two  per  cent  of  the  patients  were 
discharged  from  the  units  as  not  having  had  an 
acute  myocardial  infarction.  The  mortality  rate 
for  the  year  1970  was  17  per  cent  (53  deaths) . 

Comment 

Coronary  care  units  were  first  introduced  in 
1962,  and  soon  thousands  of  such  units  came  into 
existence  not  only  in  university  hospitals  but  also 
at  the  community  hospital  level.  The  need  for 
the  latter  soon  became  apparent  when  it  was  real- 
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ized  that  the  great  majority  of  coronary  patients 
would  be  admitted  to  these  hospitals.  There  is  no 
doubt  that  the  mortality  rate  has  been  significantly 
reduced  since  the  establishment  of  such  units.1-2 

The  organization  of  a coronary  care  unit  in  a 
community  hospital  is  not  a simple  task.3-9 
Equipment  (hardware)  is  easily  obtained.  The 
training  of  personnel  (software)  is  more  difficult.9 
At  the  Berkshire  Medical  Center  this  aspect  has 
been  dealt  with  in  the  fashion  already  described. 
Since  1967,  132  nurses  have  been  trained  of 
whom  33  have  had  a further  four  to  six-week  peri- 
od of  instruction  at  the  Albany  Medical  College. 
Additionally,  all  house  staff  who  join  the  medical 
education  program  in  July  are  given  a comprehen- 
sive course  in  coronary  care.  Often  serious  ar- 
rhythmias are  first  seen  by  coronary  nurses  and 
house  officers  who  institute  immediate  remedial 
therapy  such  as  cardioversions,  defibrillation,  and 
insertion  of  transvenous  pacemakers.  Indeed, 
many  lives  have  been  saved  by  the  prompt  perfor- 
mance of  resuscitative  measures  by  appropriately 
trained  nurses  and  house  officers. 

Continuing  education  for  nurses,  house  staff, 
and  attending  staff  is  insured  by  daily  ward 
rounds  by  the  attending  staff,  cardiology  Fellow, 
and  regularly  scheduled  conferences  and  periodic 
reexamination. 

While  gaining  from  its  affiliation  with  Albany 
Medical  College,  the  staff  at  the  Berkshire  Medi- 
cal Center  have  attempted  to  pass  on  to  other 
health  care  agencies  in  the  county  knowledge  in 
the  field  of  coronary  care.  This  has  been  accom- 
plished by  the  training  in  Pittsfield  of  24  nurses 
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from  local  hospitals  and  other  health  facilities  and 
in  the  past  year  through  the  pilot  program  de- 
scribed with  Fairview  Hospital.  Further  courses 
are  planned  at  the  Berkshire  Medical  Center,  and 
expansion  of  education  and  supervision  of  coro- 
nary care  in  other  local  hospitals  is  anticipated. 

Figures  1 and  2 are  arrhythmia  observation  rec- 
ords and  anticoagulation  sheets  which  have  been 
developed  for  use  in  the  Berkshire  Medical  Center 
coronary  care  units.  These  schedules  are  also 
now  in  use  at  the  Hillcrest  Hospital,  Pittsfield, 
and  Fairview  Hospital,  Great  Barrington,  with 
every  likelihood  of  other  area  hospitals  following 
suit. 

Within  the  Berkshire  Medical  Center  itself,  the 
statistical  results  are  quite  satisfactory.  The 
mortality  rate  figures  of  16  to  17  per  cent  in  1969 
to  1970  compare  very  favorably  with  the  mortality 
figures  of  large  university  hospitals. 1,2  Further- 
more, procedures  such  as  pacemaker  implanta- 
tion, both  temporary  and  permanent,  usually 
done  in  university  hospitals,  are  routinely  carried 
out  at  Berkshire  Medical  Center. 

Future  plans  within  the  coronary  care  units  of 
the  Berkshire  Medical  Center  include  a cardiogen- 
ic shock  study  for  which  the  equipment  has  al- 
ready been  installed.  It  is  also  envisaged  that  a 
catheter  laboratory  and  more  advanced  cardiac 
surgery  will  soon  follow. 

Summary 

A program  of  training  of  personnel  in  aspects  of 
coronary  care  has  been  under  way  at  the  Berk- 
shire Medical  Center  since  1967.  One-hundred 


698  New  York  State  Journal  of  Medicine  / March  1 , 1 973 


and  thirty-two  nurses  from  the  Berkshire  Medical 
Center  and  other  local  health  care  facilities  have 
now  been  trained,  with  33  having  had  additional 
instruction  at  Albany  Medical  College.  A yearly 
orientation  course  for  house  staff  is  also  given. 
There  is,  in  addition,  a program  of  continuing 
education.  The  program  has  thus  far  expanded 
to  include  one  small  community  hospital  in  the 
county  in  formal  fashion,  and  further  expansion  is 
anticipated. 

Full  comprehensive  coronary  care  is  feasible  in  a 
community  teaching  hospital.  Formal  coronary 
care  in  the  St.  Luke’s  unit  began  in  January, 
1968,  and  in  the  Pittsfield  General  unit  in  Febru- 
ary, 1969.  The  statistics  compare  favorably  with 
those  nationally.  The  presence  of  coronary  care 
units  has  further  served  as  a stimulus  to  education 
and  to  expansion  of  cardiac  diagnostic  and  surgi- 
cal facilities  within  the  Berkshire  Medical  Center. 

Department  of  Medical  Education, 
Berkshire  Medical  Center, 


725  North  Street 
Pittsfield,  Massachusetts  01201 
(DR.  TULGAN) 
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History  of  Medicine 
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Senior  Lecturer.  Downstate  Medical  School;  Consulting 
Pediatrician  Kings  County  Hospital  Center  and  Brookdale 
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In  the  midst  of  a terrifying  smallpox  epidemic 
there  appeared  on  January  1,  1678,  from  the  press 
of  John  Foster,  an  engraver  who  began  printing  in 
Boston  in  1675  and  continued  until  his  death  in 
1681,  a medical  broadside,  measuring  12  by  17%6 
inches,  printed  in  double  column  on  one  side,  and 
entitled  “Brief  rule  to  guide  the  Common  People 
of  New  England  How  to  order  themselves  and 
theirs  in  the  Small  Pocks,  or  Measeles.”  1 This 
single  sheet  of  print,  notable  as  the  beginning  of 
American  medical  literature  and  the  first  contri- 
bution to  American  pediatrics,  was  reissued  in 
1702  and  1721  to  1722  and  was  a popular  source  of 
knowledge  of  the  disease  for  many  years.2  Its 
publication  was  a unique  event  for  Boston,  where 
the  population  was  5,000  and  there  were  no  news- 
papers, and  New  England,  where  practically  all 
printed  material  concerned  Puritan  theology  and 
the  demand  for  literature  was  principally  of  a reli- 
gious nature.3,4  A printing  press  had  been  set  up 
in  Cambridge  in  1639,  the  first  in  the  English 
colonies,  and  in  Virginia  in  1681,  although  the  lat- 
ter was  not  put  to  use  until  1729.  The  first  Euro- 
pean incunabulum  was  printed  in  1456,  also  on  a 
single  sheet,  and  described  the  procedure  of  blood- 
letting. 

Rev.  Thomas  Thacher’s  thesis  was  entirely 
medical.  It  was  not  until  the  eighteenth  century 
that  a publication  on  a medical  subject  again  ap- 
peared in  the  colonies,  “The  English  Physician,” 
by  Nicholas  Culpeper,  a London  physician,  pub- 
lished in  Boston  as  a reprint  in  1708.  The  second 
contribution  of  purely  medical  interest  composed 


by  a colonial  cleric  was  a four-page  pamphlet  by 
Rev.  Cotton  Mather  (1663  to  1728),  published  in 
Boston,  in  1713,  “A  letter  about  a good  manage- 
ment under  the  distemper  of  the  measles,  at  this 
time  spreading  in  the  country.  Here  published 
for  the  benefit  of  the  poor,  and  such  as  may  want 
the  help  of  the  physician.”  1 The  letter  included 
directions  for  the  care  and  cure  of  measles  and 
was  issued  anonymously  with  the  author’s  inten- 
tion “to  serve  the  poor.”  But,  evidently  aware 
that  an  intrusion  in  medicine  might  not  be  wel- 
come to  medical  practitioners,  he  added,  “and 
such  as  may  want  the  help  of  able  physicians.”  5 

Education  and  professional  life 

Thacher  was  born  in  England  in  1620.  At  the 
age  of  fifteen,  despite  the  request  of  his  father,  a 
minister,  to  continue  his  learning  at  Oxford  or 
Cambridge,  he  refused  to  make  the  religious  sub- 
scriptions required  for  the  “academical  privi- 
ledges”  of  these  universities  and  sailed  for  New  En- 
gland with  his  uncle,  Rev.  Anthony  Thacher.  He 
resumed  his  studies  with  the  eminent  scholar, 
Rev.  Charles  Chauncy  (1592  to  1672),  a prominent 
clergyman  who  had  “read  medicine”  at  Cam- 
bridge.4,6’7 Handerson2*  states  that  Reverend 
Chauncy  had  received  his  M.D.  from  Cambridge, 
a detail  I have  not  been  able  to  confirm,  and  from 
1654  to  1672  served  as  second  president  of 
Harvard  College,  founded  by  the  Puritan  fa- 
thers in  1636  to  assure  a literate  ministry.  Rever- 
end Chauncy  was  a dedicated  teacher,  and  exert- 
ed a great  influence  and  force  that  helped  shape 
the  careers  of  his  pupils. 

Thacher  was  thoroughly  instructed  in  theology, 
and,  like  many  learned  men  of  his  time,  read  the 
classical  medical  authorities  Hippocrates  and 
Galen.  He  developed  great  proficiency  in  Latin, 
Greek,  Syriac,  Arabic,  and  Hebrew  and  wrote  a 
Hebrew  lexicon  on  one  sheet  of  paper  and  similar- 
ly a catechism.  He  was  called  the  best  scholar  in 
Arabic  by  Dr.  Ezra  Stiles,  president  of  Yale  Col- 
lege, and  was  credited  with  mechanical  talent, 
since  he  could  make  excellent  clockwork.  In  1664, 
aged  twenty-four  years,  Thacher  was  ordained  as 
minister  at  Weymouth,  where  he  conducted  pas- 
toral duties  and  practiced  “physic.”  Following 
the  death  of  his  first  wife,  the  daughter  of  a minis- 
ter, he  married  a wealthy  Boston  widow  and  left 
his  parish  for  Boston.  He  was  appointed  the  first 
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minister  of  the  Old  South  Church  in  1670  and  as 
described  by  James  Thacher,  M.D.,  (1754  to 
1844),  “as  a preacher,  he  was  . . . fluent  and  copi- 
ous in  prayer.  He  was  zealous  against  the  Quak- 
ers ..  . he  believed  their  doctrine  led  men  into  the 
pit  of  darkness ...  .”2d  Reverend  Thacher  was 
soon  regarded  both  as  a learned  physician  and  a 
great  divine,  and  in  the  two  professions  he  attained 
a high  reputation.  He  died  October  15,  1678,  fifty- 
eight  years  old,  after  attending  a sick  patient  from 
whom  he  acquired  a fever.2 

Colonial  cleric  physicians 

In  the  absence  of  physicians,  the  clergy  and 
learned  officials,  such  as  the  Winthrop  family  of 
New  England,  played  an  important  role  in  medi- 
cal care  of  pioneers  in  the  scattered  settlements  of 
the  American  wilderness.  No  doubt  some  minis- 
ters were  scientifically  minded,  and  it  has  been 
contended  that  Reverend  Mather  was  not  only 
the  first  significant  figure  in  American  medicine, 
but  that  “there  was  no  parallel  figure  among 
American  contemporaries.”  4-8  There  was  little  or 
no  scientific  training  in  the  early  colonial  period. 
The  atmosphere  was  not  favorable  to  scientific 
inquiry  and  there  were  no  libraries,  apparatus,  co- 
workers, or  an  informed  and  sympathetic  public. 
To  the  physician-clerics  “physic”  meant  “doing 
good”  and  sincere  solicitude  for  the  general  wel- 
fare of  their  flocks.  They  “read  medicine”  and 
utilized  and  expanded  their  book  knowledge  by 
actual  practice,  a stern  necessity  due  to  wide- 
spread sickness,  scarcity  of  trained  physicians, 
and  a high  death  rate  in  early  settlements.9 

Reading  medicine  with  accompanying  disputa- 
tions and  rhetorical  displays  was  the  usual  and 
accepted  method  of  learning  to  become  a physi- 
cian in  seventeenth-century  medical  schools,  ex- 
cept in  schools  such  as  Padua.  Colonial  clergy, 
learned  men  of  the  period,  were  no  worse  prepared 
than  most  practitioners  to  perform  their  functions 
as  healers.  They  did  not  participate,  however,  in 
• the  apprenticeship  system,  essential  for  training 
American  physicians,  who  eventually  replaced 
clerics  in  the  eighteenth  century. 

In  their  practice  ministers  prescribed  the  same 
traditional  repulsive  medications  and  employed 
the  same  depletion  procedures  (bleeding,  purging, 
and  sweating)  common  to  European  physicians. 
In  addition,  however,  they  made  use  of  native  In- 
dian remedies,  and  of  course  prayer  was  not  omit- 
ted. Cinchona  bark  against  malaria  and  for  syph- 
ilis, mercury,  often  the  cause  of  dangerous  adverse 
reactions,  were  the  only  specifics  available.  Like 
the  eminent  Thomas  Sydenham,  M.D.,  (1624  to 
1689),  who  recognized  and  described  distinct  and 
specific  diseases  and  who  emphasized  “.  . . you 
must  go  to  the  bedside.  It  is  there  alone  you  can 
learn,”  10  colonial  ministers  became  skilled  bed- 
side practitioners.  Ailments  treated  were  simply 
termed  colds,  flux,  fevers,  coughs,  ague,  and  dis- 


temper; those  with  strikingly  superficial  symp- 
toms were  known  by  name:  smallpox,  great  pox, 
scarlet  fever,  and  yellow  fever. 

Smallpox  broadside 

Smallpox,  endemic  to  England,  carried  to 
small,  isolated  settlements  in  the  first  century  of 
English  colonization,  appeared  as  alarming  and 
devastating  invasions.  Like  a mortal  scourge,  the 
mortality  rate  and- disfigurement  struck  terror  and 
fear  in  the  inhabitants,  and  famine,  a constant 
threat  to  early  settlers,  malnutrition,  and  scurvy 
were  factors  in  these  epidemics.  Of  the  many  dis- 
eases plaguing  Europe  and  North  America  from 
1600  to  1775,  few  were  as  universal  or  as  fatal  as 
smallpox.11 

The  first  recorded  occurrence  of  smallpox  in 
New  England  was  in  1633,  and  one  of  its  victims 
was  the  only  practitioner  of  Plymouth,  Rev.  Sam- 
uel Fuller  (1580  to  1633),  “their  surgeon  and 
physitian.” 12  The  epidemic  “made  dreadful 
havok  among  them  and  swept  away  almost  whole 
plantations  of  Indians.”  13  The  port  of  Boston 
was  one  of  the  chief  points  of  infection,  and  New 
England,  with  its  abundance  of  excellent  harbors, 
suffered  the  greatest  casualties.  Smallpox  was  a 
costly  disease  in  the  colonies;  it  not  only  evoked 
fear,  but  economic  activies  collapsed  and  were  al- 
most completely  paralyzed.11 

A virulent  outburst  of  smallpox,  brought  from 
the  mother  country,  suffering  from  one  of  its  re- 
current episodes,  prevailed  in  New  England  in 
1666  and  again  in  1677  to  1678.  Fast  days  and 
prayers  were  declared  to  avert  its  ravages.13-15 
Thacher,  although  no  more  learned  in  “physic” 
than  his  reverend  colleagues  nor  more  of  a hu- 
manist, was  deeply  troubled  and  concerned  for  the 
public  welfare.  Thacher  realized  the  need  for  an 
easily  read,  brief,  and  available  document  that 
would  inform  the  people  about  the  cause,  mecha- 
nism, and  nature  of  smallpox.  His  task  was  diffi- 
cult, however,  for  printing  was  expensive  and 
slow.  He  went  to  the  most  reliable  source,  the 
works  of  Sydenham,  to  extract  the  aphorisms  out- 
lined in  his  leaflet,  hoping,  thereby,  to  alleviate 
some  of  the  distressful  effects  of  the  disease  and  to 
benefit  the  people.  Thacher  disclaimed  originali- 
ty and  emphasized  that  he  was  not  a physician.4 
“These  things  have  I written.  Candid  Reader,” 
he  stated,  “not  to  inform  the  Learned  Physitian 
. . . but  to  give  some  light  to  those  that  have  not 
such  advantages  ....  I am,  though  no  Physitian, 
yet  a well  wisher  to  the  sick  ...  .”  This  was 
signed,  “A  Friend,  Reader,  to  thy  Welfare,  Thom- 
as Thacher.”  2 

The  title  of  the  broadside,  in  which  he  considers 
“measeles  and  small  pocks”  together,  was  based 
on  Sydenham’s  ideas.  Rhazes  (852  to  932)  made 
the  first  attempt  to  distinguish  the  two  diseases, 
and  Sydenham  clearly  described  and  differentiat- 
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ed  them  but  prescribed  similar  treatment  for 
both.10-16 

The  text  of  the  broadside  closely  followed  the 
account  in  Sydenham’s  Observationes  Medicae, 
published  in  1676  in  London,  which  provided  the 
best  medical  advice  of  the  time.  Viets4  contended 
that  this  was  a third  and  expanded  edition  of  his 
Methodus  Curandi  Febres,  published  in  1666  to 
1668.  In  his  leaflet,  Thacher  explained  the  nature 
of  smallpox,  gave  directions  for  its  control,  de- 
scribed its  course,  offered  simple,  sensible  rules  of 
treatment,  presented  a theory  of  its  cause,  gave  its 
symptoms,  and  outlined  early,  doubtful,  hopeful, 
and  fatal  signs.2  Note  the  similarity  with  Syden- 
ham’s work.10*16 

To  future  advances 

In  the  eighteenth  century,  unlike  in  the  seven- 
teenth. when  Thacher  was  a lone  pamphleteer,  a 
host  of  colonial  pamphleteers  on  inoculation 
emerged:  Benjamin  Colman  (1721),  Isaac  Green- 
wood (1721),  Increase  Mather  (1721),  William 
Cooper  (1721),  William  Douglass,  M.D.,  (1722), 
Zabdiel  Boylston,  M.D.,  (1726),  Adam  Thomson 
(1750),  Nathaniel  Williams,  M.D.,  (1752),  Lau- 
chlin  Morgan  (1776),  and  Benjamin  Rush,  M.D., 
( 1781 ) . 1 * 17  The  stimulus  for  the  pamphlet  format 
of  eighteenth  century  American  medical  literature 
was  the  recurrent  epidemics  of  smallpox. 

Thacher,  however,  was  not  only  a pamphleteer 
but  also  author  of  the  first  medical  writing  in 
America  and  an  example  of  the  careworn,  hu- 
mane, clerical  practitioner  who  provided  medical 
care,  comfort,  and  advice  to  seventeenth-century 
settlers  at  a time  when  practically  no  physicians 
were  available.  Thacher  also  deserves  recognition 
as  one  of  the  pioneers  in  American  public-health 
history.  At  the  time  of  a frightening  epidemic,  he 
recognized  the  need  for  informing  the  public 
about  the  nature  of  the  disease  and  the  means  of 
dealing  with  it.18  His  broadside  endeavored  to 
protect  and  counsel  his  community;  embraced  the 
four  fundamental  functions  of  the  physician:  to 

heal,  to  know,  to  predict,  to  organize;  and  in- 
volved preventive  medicine,  to  heal  the  sick  so  as 
to  prevent  the  harming  of  neighbors.  The  posi- 
tive protection  of  the  healthy  from  the  dangers  of 
smallpox  finally  came  to  America  in  the  eigh- 
teenth century  with  the  introduction  of  inocula- 
tion by  Cotton  Mather  and  Zabdiel  Boylston, 
M.D.,  (1680  to  1766)  in  1721  and  vaccination  by 
Benjamin  Waterhouse,  M.D.,  (1754  to  1846)  in 
1801. 

Thacher’s  life  and  famous  medical  tract  illumi- 


nate a period  of  colonial  medical  history  and  in 
particular  shed  light  on  a dread  disease,  what  it 
was,  and  what  was  thought  of  it  at  that  time. 
Reverend  Thacher  can  indeed  be  regarded  as  one 
of  the  earliest  figures,  if  not  the  first,  in  American 
public  health  history  and  as  America’s  first  medi- 
cal pamphleteer. 

140  Greenway  North 
Forest  Hills,  New  York  11375 
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Obituaries 


Joel  B.  Adler,  M.D.,  of  Suffern,  died  on  February  12  at 
the  age  of  thirty-eight.  Dr.  Adler  graduated  in  1959  from 
State  University  of  New  York  Downstate  Medical  Center 
at  Brooklyn.  He  was  an  assistant  attending  orthopedic 
surgeon  at  Good  Samaritan  Hospital  and  an  attending 
orthopedic  surgeon  at  the  Hospital  for  Special  Surgery 
Outpatient  Department.  Dr.  Adler  was  a Diplomate  of 
the  American  Board  of  Orthopedic  Surgery  and  a mem- 
ber of  the  American  Academy  of  Orthopaedic  Surgeons, 
the  New  York  Academy  of  Medicine,  the  Rockland 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Herbert  George  Birch,  M.D.,  of  New  York  City,  died 
on  February  4 at  the  age  of  fifty-four.  Dr.  Birch  grad- 
uated in  1960  from  New  York  University  College  of  Med- 
icine. A professor  of  pediatrics  at  the  Albert  Einstein 
College  of  Medicine,  he  was  the  1971  recipient  of  the 
Kennedy  International  Award  for  studies  of  the  relation 
of  malnutrition  and  other  social  problems  to  mental  re- 
tardation. 

Abraham  Braunstein,  M.D.,  of  Long  Island  City,  died 
on  February  9 at  the  age  of  seventy-six.  Dr.  Braunstein 
graduated  in  1918  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  attending  physician  in  pul- 
monary disease  at  Queens  Hospital  Center  and  a con- 
sulting physician  in  chest  disease  at  Flushing,  Peninsula 
General,  and  St.  John’s  (Queens)  Hospitals.  Dr.  Braun- 
stein was  a member  of  the  American  Thoracic  Society, 
the  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  James  Campbell,  M.D.,  of  Rochester,  died  on 
January  8 at  the  age  of  ninety-four.  Dr.  Campbell  grad- 
uated in  1917  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  honorary  member  of  the  medical 
staff  at  the  Park  Avenue  Hospital.  Dr.  Campbell  was  a 
member  of  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Rufus  Baker  Crain,  M.D.,  of  Rochester,  died  on  De- 
cember 30,  1972,  at  the  age  of  eighty-four.  Dr.  Crain 
graduated  in  1913  from  Albany  Medical  College  and  in 
1947  from  Harvard  University  Medical  School  with  a 
Master  of  Public  Health  degree.  He  was  a consulting 
physician  at  Rochester  General  Hospital.  Dr.  Crain  was 
a Diplomate  of  the  American  Board  of  Preventive  Medi- 
cine (Occupational  Medicine)  and  a member  of  the  In- 
dustrial Medical  Association,  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Manfred  Diamand,  M.D.,  of  The  Bronx,  died  on  Octo- 
ber 2,  1972,  at  the  age  of  eighty-two.  Dr.  Diamand  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1925.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

D.  Guilford  Dudley,  M.D.,  of  Endicott,  died  on  January 
20  at  the  age  of  eighty-two.  Dr.  Dudley  graduated  in 
1913  from  Albany  Medical  College.  He  was  a consulting 
surgeon  at  Ideal  Hospital  of  Endicott.  Dr.  Dudley  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Betsy  Cordelia  Hathaway,  M.D.,  of  Bennington,  Ver- 
mont, formerly  of  East  Greenbush,  died  on  January  31 
at  the  age  of  eighty-four.  Dr.  Hathaway  graduated  in 
1916  from  New  York  Medical  College  and  Hospital  for 
Women.  Retired,  she  was  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Hugo  Carl  Hoffmann,  M.D.,  of  Williamsville,  died  on 
December  24,  1972,  at  the  age  of  eighty-nine.  Dr.  Hoff- 
man graduated  in  1915  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

W.  Raymond  Holmes,  M.D.,  of  Waterloo,  died  on  Jan- 
uary 17  at  the  age  of  seventy.  Dr.  Holmes  graduated  in 
1927  from  Syracuse  University  College  of  Medicine.  He 
was  an  attending  physician  at  Taylor-Brown  Memorial 
Hospital.  Dr.  Holmes  was  a member  of  the  American 
Academy  of  General  Practice,  the  Geneva  Academy  of 
Medicine,  the  Seneca  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  James  Armstrong  Irwin,  M.D.,  of  Buffalo, 
died  on  January  23  at  the  age  of  sixty-nine.  Dr.  Irwin 
graduated  in  1930  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  an  associate  member  of  the  ob- 
stetric staff  at  Buffalo  General  Hospital  and  a clinical 
assistant  obstetrician  at  Children’s  Hospital.  Dr.  Irwin 
was  a member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Adolph  M.  Kellerman,  M.D.,  of  Brooklyn,  died  on 
September  24,  1972,  at  the  age  of  seventy-nine.  Dr. 
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Kellerman  graduated  in  1915  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  an  associate 
obstetrician  and  gynecologist  at  Jewish  Hospital  of 
Brooklyn.  Dr.  Kellerman  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Rose  Kimmel,  M.D.,  of  Brooklyn,  died  on  December  12, 
1972.  Dr.  Kimmel  received  her  medical  degree  from  the 
University  of  Bucharest  in  1949. 

Nauftoli  Michael  Levine,  M.D.,  of  Utica,  died  on  Jan- 
uary 29  at  the  age  of  sixty-eight.  Dr.  Levine  graduated 
in  1927  from  the  University  of  Minnesota  Medical  School 
and  in  1929  he  received  his  medical  science  degree  from 
there.  He  was  director  of  clinical  laboratories  at  Utica 
State  Hospital.  Dr.  Levine  was  a Diplomate  of  the 
American  Board  of  Pathology  (Pathologic  Anatomy), 
a Fellow  of  the  College  of  American  Pathologists,  and  a 
member  of  the  American  Society  of  Clinical  Pathol- 
ogists, the  Utica  Academy  of  Medicine,  the  New  York 
State  Society  of  Pathologists,  the  Oneida  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  Los,  M.D.,  of  New  York  City,  died  on  Septem- 
ber 6,  1972  at  the  age  of  forty-two.  Dr.  Los  graduated 
in  1956  from  Marquette  University  School  of  Medicine. 
He  was  an  assistant  attending  anesthesiologist  at  St. 
Luke’s  Hospital  Center.  Dr.  Los  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New 
York  State  Society  of  Anesthesiologists,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the- 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Albert  John  Magnus,  M.D.,  of  Rochester,  died  on  Jan- 
uary 4 at  the  age  of  sixty-six.  Dr.  Magnus  graduated  in 
1935  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  American  Academy  of  General 
Practice,  the  American  Geriatrics  Society,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Irving  Pinsley,  M.D.,  of  Kings  Park,  died  on  February 
1.  Dr.  Pinsley  graduated  in  1926  from  George  Washing- 
ton University  School  of  Medicine.  He  was  a supervis- 
ing psychiatrist  at  Kings  Park  State  Hospital.  Dr.  Pins- 
ley was  a member  of  the  American  Psychiatric  As- 
sociation. 

Richard  Schulenklopper,  M.D.,  of  Rome,  died  on  Feb- 
ruary 5 at  the  age  of  seventy-eight.  Dr.  Schulenklopper 
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Doctor  and  the  Devils”;  and  a series  of  film  clips 
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“Friends,”  the  library  is  becoming  a focal  center  for 
assisting  forensic  medical  research  and  study  in  the 
United  States. 


received  his  medical  degree  from  the  University  of 
Wurzburg  in  1920.  He  was  a member  of  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Leon  Singerman,  M.D.,  of  Flushing,  died  on  December 
3,  1970,  at  the  age  of  sixty-five.  Dr.  Singerman  grad- 
uated in  1926  from  Columbia  University  College  of 
Physicians  and  Surgeons. 

John  Jacob  Stern,  M.D.,  of  Utica,  died  on  January  25 
at  the  age  of  sixty-four.  Dr.  Stern  received  his  medical 
degree  from  the  University  of  Frankfurt  in  1931.  He  was 
an  attending  ophthalmologist  at  St.  Luke’s  Memorial 
Hospital  Center  and  Utica  State  Hospital.  Dr.  Stem 
was  a Fellow  of  the  International  College  of  Surgeons  and 
a member  of  the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Varco,  M.D.,  of  Pompano  Beach,  Florida, 
formerly  of  Buffalo,  died  on  January  17  at  the  age  of 
seventy-two.  Dr.  Varco  graduated  in  1923  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Sisters  of 
Charity  Hospital  of  Buffalo.  Dr.  Varco  was  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Roland  Gray  Vaughan,  M.D.,  of  West  Brentwood, 
died  on  January  23  at  the  age  of  seventy.  Dr.  Vaughan 
graduated  in  1929  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a supervising  psy- 
chiatrist at  Pilgrim  State  Hospital.  Dr.  Vaughan  was 
a member  of  the  American  Psychiatric  Association, 
the  Suffolk  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Joseph  Wrana,  M.D.,  of  Amityville,  died  on  January 
28  at  the  age  of  eighty-two.  Dr.  Wrana  graduated  in 
1915  from  Albany  Medical  College.  He  was  an  honorary 
obstetrician  and  gynecologist  at  Jamaica  Hospital  and 
an  attending  obstetrician  and  gynecologist  at  Lakeside 
Hospital  (Copiague).  Dr.  Wrana  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Personalities 


Named.  Maurice  D.  Steinberg,  M.D.,  Assistant  Pro- 
fessor of  Psychiatry,  has  been  named  Director  of  Psy- 
chiatric Services  at  State  University  Hospital,  Down- 
state  Medical  Center,  Brooklyn,  New  York. 
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Letters  to  the  Editor 


"Transplantation  Glossary" emendations 

To  the  Editor:  When  reading  the  “Transplantation 

Glossary”  of  David  C.  Schechter,  M.D.,*  it  was  a shock 
to  discover  that  some,  not  all,  of  his  definitions  are  com- 
pletely erroneous.  Therefore,  I offer  the  following  cor- 
rections [with  tongue  in  cheek]  and  trust  that  in  the 
name  of  clinical  accuracy  you  will  find  space  to  publish 
them. 

Adjuvant,  n.  A commandant’s  assistant. 

Alexin,  n.  Son  of  Czar  Nicholas  II. 

Allele,  n.  Official  airline  of  Israel. 

All-,  Alio-,  pref.  French  telephone  operator’s  greet- 
ing to  English  calls. 

Allotype,  n.  A base  character. 

Ana-,  pref.  Midnineteenth  century  British  school- 
teacher in  court  of  King  of  Siam. 

Antibody,  n.  The  woman  who  lies  next  to  uncle. 
Breeding,  v.  What  a patient  with  rhinitis  complains 
of. 

Determinant  group,  n.  The  IRS. 

Gene,  n.  Tunney. 

Graft,  n.  What  Fun  City’s  police  thrive  on. 

Homo-,  pref.  Fag. 

Host,  n.  Swarm;  also,  party  giver. 

Hybrid,  n.  One  reared  in  an  intellectual  milieu. 
Immunity,  n.  Tax  exemption. 

Inertia,  n.  Campus  aura. 

Locus,  n.  An  insect  resembling  the  cricket. 

Memory,  n.  What  many  patients  lack  when  in  debt 
to  physicians. 

Mosaic,  n.  Pertaining  to  melody. 

Paratope,  n.  A lush  from  Montevideo. 

Phyto-,  pre.  Name  for  a pet  dog. 

Promotion,  n.  What  an  assistant  adjunct  craves. 
Rejection,  n.  What  “insufficient  funds”  implies  on 
a check. 

Resistance,  n.  What  Josephine  showed  to  Napoleon. 
Rejection,  n.  What  she  really  implied. 

Response,  n.  What  she  didn’t  give. 

Strain,  n.  One  cause  of  inguinal  hernia. 

Syn-,  pre.  Transgression. 

Transplant,  n.  A factory  where  trans  are  manu- 
factured. 

Type,  n.  Capitol  of  Formosa. 

Wasting  disease  or  syndrome,  n.  My  wife’s  manner 
of  shopping. 

Zygote,  n.  A familiar  but  incorrect  corruption  of  the 
German  phrase,  sehr  gut. 

JAMES  A.  BRUSSEL,  M.D. 
Diplomate  in  Psychiatry  and  Neurology 
Suite  10-D,  175  West  Twelfth  Street 
New  York,  New  York  10011 
*Schechter,  D.  C.:  Transplantation  glossary,  New  York 

State  J.  Med.  72:  3013  (Dec.  15)  1972. 


Smallpox  vaccination  dilemma 

To  the  Editor:  In  reply  to  the  article,  “Should  Small- 
pox Vaccination  Be  Discontinued?,”  by  Thomas  S. 
Bumbalo,  M.D.  [New  York  State  J.  Med.  72:  1645 
(June  15)  1972]  several  points  bear  mentioning. 

The  doctrine  of  primum  non  nocere  is  essential  to 
good  medical  practice.  Since  the  smallpox  importa- 
tions in  the  late  1940s,  with  a few  deaths,  there  has  not 
been  a reported  case  of  smallpox  in  the  United  States.1-4 
However,  during  these  past  twenty-five  years  rou- 
tine smallpox  vaccinations  have  been  performed  con- 
tinuously. Extrapolation  from  68  deaths  over  a nine- 
year  period  indicates  that  there  have  been  more  than 
150  deaths  since  1947  from  smallpox  vaccination.5 
Fifty  of  these  were  most  likely  impossible  to  prevent 
by  adhering  to  contraindications.6  Moreover,  there 
have  been  a large  number  of  nonfatal  complications  as 
well.6’7 

Immunity  levels  based  on  vaccinations  are  adequate 
in  only  20  per  cent  of  the  United  States  population  at 
most,8  which  would  indicate  rather  poor  herd  immuni- 
ty and  little  barrier  to  the  spread  of  smallpox  virus. 

Smallpox  is  definitely  on  the  verge  of  eradication 
from  the  world,  and  of  the  seven  countries  reporting 
smallpox  in  1971  none  had  an  annual  incidence  over  8 
per  100,000. 9 This  means  that  the  risk  of  contact  and 
importation  by  travelers  has  decreased  despite  an  in- 
crease in  foreign  travel. 

The  realization  that  careful  surveillance  and  ring 
vaccination  can  control  smallpox  outbreaks  will  obviate 
vaccination  of  hundreds  of  thousands  of  panic-stricken 
citizens.10  Moreover,  as  the  European  experience  has 
shown,  nearly  50  per  cent  of  cases  in  outbreaks  fol- 
lowing importations  occurred  in  hospital  personnel.  A 
rational  vaccination  policy  would  greatly  reduce  the 
numbers  vaccinated,  thus  reducing  the  risk  of  vaccine 
complications.  Also,  approximately  1 million  armed 
forces  inductees  have  received  primary  vaccination 
since  1945  without  a single  fatal  complication.11  This 
would  indicate  a reduced  risk  for  primary  smallpox 
vaccination  in  adults  as  compared  with  children  in  the 
United  States. 

The  vaccine  of  Kempe  et  aid2  has  not  received  the 
thorough  mass  testing  necessary  to  insure  either  its  ef- 
ficacy in  preventing  infection  or  its  freedom  from  com- 
plications. 

In  conclusion,  we  would  require  15  to  16  smallpox 
importations  per  year  to  achieve  the  mortality  rate  we 
now  experience  as  a result  of  smallpox  vaccination.13 
The  loss  of  life  and  morbidity  associated  with  small- 
pox vaccinations  will  be  markedly  reduced  with  the 
abandonment  of  rout  ine  smallpox  vaccination. 

In  addition,  it  is  noteworthy  that  The  State  of  New 
York  Department  of  Health’s  Policy  Statement  of 
Smallpox  Vaccination  states  in  part:  “1.  Individuals 
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and  physicians  should  exercise  their  own  judgment  re- 
garding smallpox  vaccination.”  It  thus  contradicts 
neither  the  policy  of  the  Committee  on  Preventive 
Medicine  of  the  Medical  Society  of  the  State  of  New 
York  nor  the  U.S.  Public  Health  Service. 

STEPHEN  REDMOND,  M.D. 
Public  Health  Physician 
ALAN  R.  HINMAR  M.D. 

Assistant  Commissioner  for 
Epidemiology  and  Preventive 
Health  Services 
State  of  New  York  Department 
of  Health 
162  Washington  Avenue 
Albany,  New  York  12210 
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To  the  Editor:  In  response  to  Dr.  Stephen  Redmond’s 
and  Dr.  Alan  R.  Hinman’s  Letter  to  the  Editor  I again 
raise  the  question  “Should  smallpox  vaccination  be 
discontinued?” 

Their  statement  that  “over  a nine-year  period  there 
have  been  more  than  150  deaths  since  1947  from  small- 
pox vaccination”  is  an  extrapolation  and  not  a docu- 
mented fact. 

If  immunity  levels  are  adequate  in  only  20  per  cent 
of  vaccinees,  how  can  we  explain  the  fact  that  there 
has  not  been  a documented  case  of  smallpox  in  the 
United  States  since  1947?  In  contrast,  extensive  stud- 
ies of  smallpox  in  Europe  report  that  since  1960  small- 
pox has  been  introduced  into  ten  European  countries 
on  28  separate  occasions.1  This  would  indicate  lack  of 
protection  in  those  countries  and  in  turn  suggests,  by 
contrast,  a high  primary  immunization  status  in  this 
country. 

Travel  to  the  United  States  has  increased  291  per 
cent  in  the  past  decade.  In  1970  3,831,000  aliens  trav- 
eled to  the  United  States.2  These  figures  protend  the 


ever-increasing  possibility  of  the  importation  of  a case 
of  smallpox  into  the  United  States.  If  our  immuniza- 
tion status  is  gradually  eroded,  the  possible  importa- 
tion of  a single  case  of  smallpox  could  produce  a repeat 
of  the  Yugoslavian  experience  of  this  past  summer.  In 
this  epidemic  174  cases  of  smallpox  were  documented 
with  35  deaths.  The  high  mortality  rate,  20  per  cent, 
of  this  epidemic  was  a grim  reminder  of  the  severity  of 
the  disease.  In  addition,  the  number  of  people  who 
died  of  the  disease  in  the  Yugoslavia  epidemic  from  the 
complications  of  a primary  vaccination  late  in  life  is 
unknown,  since  it  is  an  accepted  fact  that  vaccination 
complications  are  more  severe  in  later  life  than  in  early 
life. 

In  September,  1972,  the  World  Health  Organization 
reported  a total  of  47,872  cases  of  smallpox  throughout 
the  world,  an  increase  of  38  per  cent  over  the  34,697 
cases  recorded  in  the  same  period  of  the  previous  year.2 
While  this  increase  could  be  credited  to  improved  re- 
porting of  cases,  it  still  is  unrefutable  evidence  that 
smallpox  has  not  yet  been  eradicated.  Can  we  draw  a 
corollary  with  the  statement  that  malaria  for  the  past 
decade  or  so  was  “just  about  eradicated”?  The  current 
incidence  of  this  disease  certainly  does  not  suggest 
eradication  even  in  the  distant  future.  Dr.  Redmond 
and  Dr.  Hinman  state  in  their  letter,  “careful  surveil- 
lance and  ring  vaccination  can  control  smallpox  out- 
breaks and  obviate  vaccination  of  hundreds  of  thou- 
sands of  panic  stricken  citizens.”  If  a case  of  smallpox 
was  imported  into  this  country,  the  mass  panic 
triggered  by  a single  case  of  smallpox  in  New  York  City 
in  1947  would  repeat  itself.  Man  has  not  yet  reached 
the  level  of  social  development  that  would  make  him 
behave  without  panic  in  the  face  of  danger  to  the  com- 
munity of  which  he  is  a part. 

In  answer  to  the  statement  that  “approximately  1 
million  armed  forces  inductees  have  received  primary 
vaccination  since  1945  without  a single  fatal  complica- 
tion,” we  must  question  the  accuracy  of  the  history 
given  by  young  recruits  under  unusual  conditions  and 
how  carefully  the  history  was  elicited.  We  must  also 
consider  the  fact  that  an  ideally  performed  vaccination 
results  in  minimal  local  reaction  with  a resultant  faint 
scar  which  can  be  easily  missed  in  screening  large 
groups  of  inductees. 

The  repeal  of  State  compulsory  vaccination  laws  has 
created  a new  problem  for  the  practicing  physician. 
Should  he  or  should  he  not  vaccinate  in  the  face  of 
the  U.S.  Public  Health  Service  recommendation  to  dis- 
continue routine  smallpox  vaccination?  If  he  does  vac- 
cinate and  complications  develop  in  the  vaccinate,  will 
the  physician  run  the  risk  of  litigation?  Practitioners 
who  vaccinate  against  smallpox  would  be  wise  to  ex- 
plain the  possibility  of  reactions  and  obtain  a wit- 
nessed consent  from  the  parents  of  children  he  vaccinates 
or  from  the  adult  vaccinee. 

Physicians  should  be  repeatedly  reminded  of  the 
well-recognized  contraindications  to  smallpox  vaccina- 
tion, and  these  contraindications  should  be  scrupulous- 
ly observed  to  prevent  complications.  Meanwhile  we 
should  make  every  effort  through  continued  research  to 
improve  smallpox  vaccine.  Until  smallpox  is  really 
eradicated  it  would  be  prudent  to  reconsider  the  rec- 
ommendation of  the  U.S.  Public  Health  Service  to  dis- 
continue routine  smallpox  vaccination. 

THOMAS  S.  BUMBALO,  M.D. 

Edward  J.  Meyer  Memorial  Hospital 
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Divorce  and  the  attorney's  position 

To  the  Editor : The  recommendation  made  by  the 

authors  of  “Let  No  Man  Put  Asunder”*  that  attorneys 
be  enabled  to  acquire  further  education  with  respect  to 
marital  and  family  problems,  if  they  so  desire,  is  an  al- 
together admirable  one.  However,  that  attorneys  act  as 
mental  health  counselors  raises  a number  of  questions. 
First,  any  satisfactory  definition  of  mental  health  is 
impossible  to  come  by;  it  is  always  subject  to  halo  effects 
resulting  from  the  value  judgments  of  the  definers. 
Hence,  one  might  be  suspicious,  indeed,  of  any  short- 
order  courses  in  what  is  or  is  not  “mental  health.” 
Most  professions,  the  law  being  no  exception,  require 
that  practitioners  spend  long  years  acquiring  the  needed 
skills  and  knowledge  to  serve  the  public  well.  Inasmuch 
as  human  beings  are  rather  complex,  and  since  this  com- 
plexity introduces  a multiplicity  of  variables  into  close, 
interactive  situations,  it  is  reasonable  to  suggest  that 
those  assuming  evaluation  or  treatment  responsibilities 
be  adequately  prepared. 

This  leads  to  the  next  point,  which  is  that  the  quality 
of  a marriage  may  tell  us  something  about  how  well  ad- 
justed an  individual  is;  divorce  does  not  necessarily  do 
so.  What  of  the  marriage  which  continues  in  its  mutu- 
ally destructive  way,  stoically  endured  for  reasons  which 
need  not  reflect  a partner’s  personal  good  adjustment  to 
life  situations?  This  is  but  one  of  a number  of  questions 
which  an  exhaustive  treatment  of  the  subject  would 
raise.  In  this  connection,  familiarity  with  the  findings 
of  George  Valliant,  M.D.,  of  Harvard’s  Department  of 
Psychiatry  seems  most  useful.  Dr.  Valliant  has  carried 
out  a methodologically  excellent  vertical  study  of  the 
quality  of  marriage  in  correlation  with  stated  criteria  of 
good  personal  adjustment  over  a period  of  t hirty  years. 

It  is  unfortunate  that  more  attorneys  do  not  utilize 
readily  available  marital  and  family  counseling  by 
trained  experts.  The  fact  that  one  of  the  authors  of  the 
article  to  which  reference  is  being  made  is  a psychiatrist 
with  a special  interest  in  the  area  is  a desirable  circum- 
stance probably  not  duplicated  often.  However,  there  is 
in  existence  a national  organization,  the  American  Asso- 
ciation of  Marriage  and  Family  Counselors,  whose  mem- 
bership includes  psychiatric  and  nonpsychiatric  physi- 
cians, psychologists,  social  workers,  clergymen,  and  so 
forth.  These  professionals,  often  in  the  midst  of  success- 

*Weinstein, A.  B.,  and  Moskowitz,  J.  A.:  “Let  No  Man  Put 
Asunder,”  New  York  State  J.  Med.  72:  2347  (Sept.  15)  1972. 


ful  careers,  have  undertaken  training  of  a prescribed 
length  of  time,  consisting  of  both  didactic  study  and  clin- 
ical practice  under  supervision  and  have  been  accredited 
as  competent  in  the  field  of  marital  and  family  therapy. 
Such  specialists  may  be  found  in  most  cities  of  this  coun- 
try and  are  listed  in  a directory.  Where  an  attorney,  or 
any  other  professional,  for  that  matter,  does  not  have  the 
cooperative  assistance  of  an  expert  in  the  field,  consulta- 
tion and  evaluation  are  always  available.  Incidentally, 
three  states,  California,  Michigan,  and  New  Jersey, 
have  given  legal  recognition  to  the  need  for  appropriate 
preparation  for  the  practice  of  marriage  and  family 
counseling  by  requiring  that  such  practitioners  be 
licensed. 

DOROTHY  STRAUSS,  Ph.D. 

Visiting  Lecturer 
Division  of  Family  Study 
University  of  Pennsylvania 

HYMAN  STRAUSS,  M.D.,  F.A.C.O.G. 

Consultant  Gynecologist 
Unity  and  Wyckqff  Heights  Hospitals 
1 700  Ditmas  Avenue 
Brooklyn,  New  York  11226 

To  the  Editor:  The  Doctors  Strauss’  somewhat  oblique 
response  to  our  article,  “Let  No  Man  Put  Asunder,”  is 
appreciated.  We  think  they  regrettably  missed  the  cen- 
tral point  of  our  study.  Our  main  thesis  is  that  divorce 
may  be  a cry  for  help;  an  attorney  may  be  the  only  pri- 
mary professional  the  troubled  couple  may  see;  and  how 
the  counselor-at-law  responds  can  be  psychologically 
therapeutic  or  inadvertently  damaging. 

Case  finding,  crisis  intervention,  and  key  community 
psychiatry  concepts  should  include  counselors-at-law  as 
a community  resource.  Currently  available  progrants  to 
increase  the  awareness  and  interpersonal  skills  of  physi- 
cians, policemen,  paraprofessionals,  and  indigenous 
health  workers  have  proved  their  worth.  We  maintain 
that  attorneys,  and  ultimately  their  clients,  would  bene- 
fit from  a similar  education  about  emotions  and  be- 
havior. 

Marital  counselors  need  have  no  fear;  there  will  still  be 
a need  for  their  expertise.  We  agree  that  supervision  and 
licensing,  including  peer  review,  are  essential  to  main- 
tain quality. 

Psychologically  enlightened,  the  counselor-at-law  will 
in  his  or  her  training  be  educated  in  the  manner  of  mak- 
ing a referral  to  a psychiatrist  or  other  mental  health 
workers.  The  material  we  contemplate  to  be  relevant 
would  also  alert  the  attorney  to  community  mental 
health  resources,  such  as  psychiatric  clinics  and  family 
guidance  services. 

The  aim  is  not  to  supplant  competent  professionals 
with  lawyers  who,  given  a dose  of  instant  Freud,  will  then 
turn  in  their  scales  of  justice  for  a psychoanalytic  couch. 
Rather  it  would  be  our  goal  to  help  lift  the  blindfold  from 
justice,  so  the  public  would  be  better  served  by  sensitive 
and  perceptive  counselors-at-law. 

JOEL  A.  MOSKOWITZ,  M.D. 

Psychiatric  Division 
Columbia  University  Health  Services 
120  Central  Park  South 
New  York,  New  York  10019 
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We're  specialists  in 

AUTO  LEfQING 

When  you’re  a specialist  in  your  field, 
people  depend  on  you. 

And  when  it  comes  to  leasing  a car, 
doctors  have  been  depending  on  us  for 
years.  Why?  Maybe  it’s  because  we  have 
the  right  car . . . any  car,  any  make,  model 
any  equipment.  And  we  have  the  right 
prices  too.  Compare  us  and  you’ll  see 
for  yourself.  What’s  more,  when  you 
need  service,  we  don’t  waste  time 
discussing  it ...  we  do  it.  Just  ask  any 
of  the  hundreds  of  doctors  who 
lease  from  us. 

We  know  you’re  busy,  so  why 
not  give  us  a call.  We  can 
handle  most  of  the  details 
on  the  phone.  And  when 
you  come  to  pick  up  your 
car,  you’ll  find  that  we’re  a 
lot  easier  to  get  to  than  some 
of  those  midtown  places. 

Depend  on  us. 

Our  specialty?  You. 

TaTaldorf  ( 

W VAUTO  LEASING,  INC 

1712  East  9th  Street,  Brooklyn 
(212)  336-6767 


Prognosis: 
Commodity  Broker 

Broker  of  Choice: 
Jon  F.  Freeman 

ffTfTTJJTini 


& Company 

Members  of  all  leading  Commodity  Exchanges 


120  Wall  Street 
New  York,  N.Y.  10005 
(2 12  )_4 25-0845 

Please  send  me  information 
about  trading  in  Commodity 
Futures. 

Name 


Address 


City/State 
Zip 


Phone 


Index  to  Advertised  Products 


Antacids 

Mylanta  (Stuart  Pharmaceuticals,  Div. 


I.C.I.  America  Inc.) 619 

Antibiotics 

Bicillin  (Wyeth  Laboratories) 627 

llosone  (Eli  Lilly  & Company) 638 

Wycillin  (Wyeth  Laboratories) 626 

Automobile  leasing 

Waldorf  Auto  Leasing  Inc 709 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 

2nd  cover,  613 


Decongestant  antihistaminics 

Triaminic  Syrup  (Dorsey  Laboratories)  ....  709 

Nasal  decongestants 
Ornade  (Smith  Kline  & French 

Laboratories)  637 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories)  .622,  623,  624 

Nursing  services 

Nursing  Care  (Medical  Personnel  Pool)  . . .644 

Potassium  supplements 

K-Lyte  (Mead  Johnson  & Company)  .630,  631 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  3rd  & 4th  covers 

Tranquilizers 

Librium  (Roche  Laboratories) 614,  615 

Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceutical 

Corp.)  617 
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«ra?  Nasal  Decongestant, 

ptlhlstaminic 

T°r  stuffed  and  running  nose 


Triaminic  Sy rap... the  orange  medicine  from  Dorsey 

Dorsey  Laboratories  / Division  of  Sandoz- Wander,  Inc.  / Lincoln,  Nebraska  68501 


PHYSICIANS  — MEDICAL  DIRECTORS  — PARTIAL  LISTING  FOR 
HOSPITALS,  MEDICAL  GROUPS  & INDUSTRY. 

MD-Psychiatrist — Community  Mental  health  program.  In  patient- 
Out  patient.  Chairman  of  Program.  ALSO  POSITIONS  AVAIL- 
ABLE FOR:  (A)  MD-Anesthesiologists,  (B)  MD-Employee  Health 
Service,  (C)  MD-Internists,  (D)  MD-Ambulatory  Services,  (E)  MD- 
Pediatrician.  (F)  MD-Surgeon  OPD,  (G)  M D-Pathologist,  (H)  MD- 
GP’s,  MPH  helpful,  (I)  MD-OBS-GYN,  (J)  MD-Radiologists,  (K) 
MD-Ophthalmologists. 

No  fee  to  candidate.  INTERVIEW  by  appointment  only.  (212)  RH 
4-3615,  3466.  LEE  TODD,  Consultant/Executive  Search — “The 
specialists  in  Recruitment.”  85  East  End  Ave.,  10028  (Mailing 
address  only). 


PHYSICIANS  WANTED 


INTERNIST  FOR  MEDICAL  GROUP,  SUBURB  NEW  YORK  CITY  INI 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum  vitae  in  reply. 

Dept.  282,  c/o  NY'SJM. 


ANESTHESIOLOGIST.  BOARD  ELIGIBLE  OR  CERTIFIED.  TO  BECOME 
third  in  a group  of  3 physicians  and  3 CRNA’s.  N.Y.  State  licensure  essential. 
Salary  first  year,  then  partnership.  Malpractice  insurance  paid.  All  general 
surgery  except  open  heart.  No  routine  OBS.  Income  expectations  $40,000- 
$50,000  per  annum;  one  month  vacation.  Apply:  B.  F.  Brophev.  M.D..  St. 
Luke's  Hospital,  70  Dubois  St..  Newburgh,  N.Y.  i2550. 


PHYSICIAN:  OPPORTUNITY  FOR  FULL  TIME  NEW  YORK  STATE  Li- 
censed and  registered  physician  to  join  staff  of  midtown  Manhattan  office  of 
well  established  national  organization.  Challenging  career  position  available 
for  Occupational  Health  physician,  or  internist  in  a broad  preventive  medicine 
and  health  examination  program.  Please  send  resume  to  Dept.  284,  c/o 
NYSJM. 


WANTED:  FAMILY  PHYSICIAN  TO  JOIN  GENERAL  PRACTITIONER 
Diplomate  of  American  Board  of  Family  Practice.  Busy  general  practice. 
Medically  challenging;  no  obstetrics.  Well  equipped  office;  X-ray,  E.K.G., 
Laboratory.  200  bed  hospital  in  town.  Excellent  working  conditions;  superior 
income;  corporation  benefits.  Long  Island.  Nassau  County,  45  mins,  from 
Manhattan.  Rudolph  Joseph.  M.D.,  100  S.  Ocean  Ave..  Freeport,  L.I.,  N.Y. 
11520.  (516)378-4949. 


G.P.,  OB/GYN,  OTHER  SPECIALTIES  NEEDED  IN  THRIVING  FINGER- 
lakes  community.  New,  100- bed  hospital  with  levels  of  care  from  ICU  to  ECU. 
Exceptional  educational  opportunities.  Excellent  recreational  facilities;  golf, 
fishing,  etc.  Near  large  medical  and  cultural  centers.  Bruno  Riemer.  M.D.. 
Tavlor-Brown  Memorial  Hospital,  Waterloo.  N.Y.  13165. 


QUALIFIED  DIRECTOR  OF  PROFESSIONAL  SERVICES  FOR  204-BED, 
general  community  hospital  in  New  England  area  with  accessibility  to  teach- 
ing centers  and  potential  faculty  appointment.  Responsibility  for  all  medical 
staff  conduct  and  activities.  Salary  range  and  fringe  benefits  attractive  to 
right  person.  Dept.  287,  c/o  NYSJM. 


OPPORTUNITIES  FOR  G.P.’S,  MEDICAL  SPECIALISTS.  AND  PSYCHIA- 
trists  are  available.  Vacancies  exist  for  clinical  physicians  with  salary  to 
$28,522,  medical  specialists  and  psychiatrists  with  salary  to  $34,363  depending 
upon  qualifications.  Applicants  must  be  licensed  or  hold  ECFMG  and  LMCC. 
Gowanda  is  an  accredited  psychiatric  hospital  operated  by  the  N.Y.S.  De- 
partment of  Mental  Hygiene,  south  of  Buffalo,  N.Y.  Benefits  include  3l_> 
weeks  paid  leave  and  11  paid  holidays  during  the  first  year  of  employment. 
A liberal  non-contributory  retirement  plan  is  one  of  the  many  benefits.  Con- 
tact: Director,  Gowanda  State  Hospital.  Helmuth,  New  York  14079. 


RADIOLOGIST  SEEKS  FELLOW  RADIOLOGIST  TO  SHARE  AND/OR 
eventually  take  over  facilities,  equipment,  in  favorable  midtown  Manhattan 
Westside  location  (separate  practice  for  the  time  being).  Suitable  for  be- 
ginner. part-time  or  semi-retired  radiologist.  Dept.  303.  c/o  NYSJM. 


GENERAL  PRACTITIONER,  UPSTATE  NEW  YORK-PENNSYLVANIA 
border.  A happy  place  to  work,  play  and  bring  up  children.  Contact  William 
K.  Nowill,  M.D.,  963  Walnut  St.,  Elmira,  N.Y.  14901. 


NEUROLOGIST  WANTED  FOR  SALARIED  ASSOCIATION  LEADING  TO 
partnership.  Board  qualified  or  certified.  Prefer  interest  in  EEG,  pediatric 
and  adult  clinical  neurology  Salary  negotiable.  Growing  hospital  with  uni- 
versity hospital  affiliation.  City  known  for  its  culture,  philanthropy.  Daniel 
S.  Pettee,  M.D..  220  Alexander  St.,  Rochester,  N.Y.  14607.  (-716)  546-2140. 


PHYSICIANS  WANTED— CONT  D 


EMERGENCY  ROOM  PHYSICIAN:  FULL  OR  PART  TIME,  5-MAN  DE- 
partment,  42  hour  week,  $30,000  guaranteed,  plus  4 weeks  vacation  and  other 
benefits.  342  bed  hospital,  35,000  E.R.  visits:  IS  hours  from  N.Y.C.  N.Y. 
State  license  required.  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Poughkeepsie,  N.Y.  (914)  431-2305. 


FULL  OR  PART  TIME  ALLERGIST.  BROOKLYN  MEDICAL  CENTER. 
Call  (212)  855-1400,  ext.  716. 


GENERAL  SURGEON  WILL  SHARE  EQUIPPED  OFFICE  SUITE.  PROFES- 
sional  building,  in  growing  Rockland  County  area,  eighteen  miles  north  George 
Washington  Bridge.  Dept.  299.  c/o  NYSJM. 


PRACTICES  AVAILABLE 


AVAILABLE:  MEDICAL  GROUP  PRACTICE  ESTABLISHED  18  YEARS 

ago;  active;  excellent  income;  South  Bronx.  Unusual  opportunity.  Dept. 
302,  c/o  NYSJM. 


RETIRING:  SUCCESSFULL  GENERAL  PRACTICE  AVAILABLE.  CEN- 

tral  New  York  State.  Large  home  with  4 fireplaces,  combined  with  fully- 
equipped  office,  2-car  garage,  for  sale.  Near  schools,  shopping,  churches.  2 
hospitals  and  teaching  center.  Can  be  seen  any  time.  Edward  E.  Powers. 
M.D..  714  North  Washington  St.,  Rome,  N.Y.  13440.  Tel:  (315)336-1800. 


DECEASED  DIET  PHYSICIAN’S  FAMILY  SEEKING  DOCTOR  TO  PARTI- 
cipate  in  lucrative  practice.  Only  4 hours  Monday  & Thursday  required. 
Lawrence,  Long  Island  location.  Contact  Pat  (516)  374-7807. 


PRACTICES  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice.  New  York  and  New  Jersey  license  Dept.  215,  c/o 
NYSJM. 


BOARD  CERTIFIED  OTOLARYNGOLOGIST  SEEKS  TO  ASSOCIATE  OR  I 
take  over  practice  in  Long  Island  area.  Dept.  300.  c/o  NYSJM. 


OPTHALMOLOGIST,  N.Y.  LICENSE.  10  YEARS  EXPERIENCE.  WISHES  1 
to  relocate  New  Y'ork  Citv.  Interested  in  association  or  solo  practice.  Replv 
Dept.  293,  c/0  NYSJM. 


MISCELLANEOUS 


MARVELOUS  OPPORTUNITY  FOR  GOOD  BUY  ON  FINE  OLD  PAINT- 
ings.  Appointment  only.  Call  (212)  489-6255. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARDED  DX  AND  THERAPY.  EXPERIENCED.  WISHES 
to  do  locums  N.Y.C.  Long  Island  area.  Also  N.J.  or  New  England  for  1-2 
weeks.  Available  Jan..  Feb.,  consider  part-time  Long  Island.  P.  Grappell. 
M.D.  (516)  789-4829. 


INTERNIST-CARDIOLOGIST  COMPLETING  FELLOWSHIP,  JUNE  1973. 
seeks  association  leading  to  partnership  or  position  with  group.  Dept.  301 
c/o  NYSJM. 


710  New  York  State  Journal  of  Medicine  / March  1 , 1 973 


’OSITIOIMS  WANTED— CONT'D 

- 

’SYCHIATRIST,  BOARD  ELIGIBLE,  12  YRS.  EXPERIENCE  ADULTS; 
adol.,  psychopharmacology,  seeks  association  or  partnership  with  estab. 
psychiatrist  or  group.  Full  or  part  time,  Bronx,  N.Y.C.,  lower  Westchester 
County.  Dept.  295,  c/o  NYSJM. 


PSYCHIATRIST,  BOARD  CERTIFIED.  VERY  BROAD  CLINICAL  AND 
administrative  experience.  Seeking  suitable  position.  Reply  Dept.  297,  c/o 
NYSJM. 


'ROLOGIST,  AGE  34,  WELL  TRAINED,  BOARD  CERTIFIED  FMG,  SEEKS 
practice  opportunity  in  New  York  State.  Fully  licensed.  Prefers  city  or  near 
medical  center.  Dept.  298,  c/o  NYJSM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


'OR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
of  Manhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
Le.  2-2154. 


T)R  SALE:  HAUPPAUGE,  L.I.  EXQUISITE,  MODERN,  4 BEDROOM 

home  with  1,300  sq.  ft.,  seven  room  complete  medical  office.  Previously  used 
for  general  medicine  and  pediatrics.  Wonderful  area  for  growing  practice. 
Gracious  family  living.  Priced  right!  Reasonable  terms;  will  introduce. 
N.  Polan,  M.D.  (516)  265-5145. 


SOUTHOLD,  NEW  YORK:  PHYSICIAN’S  RESIDENCE  AND  OFFICE 

available.  Beautifully  lanscaped  150'  x 175'  plot  in  center  of  village  with 
ample  parking.  For  further  details,  contact:  Don  Cairns  (516)  265-6666. 


,ONG  ISLAND  MINI  ESTATE:  IDEAL  LOCATION  FOR  HOME  AND/OR 
professional  building.  Custom  built;  five  separate  entrances;  top  construc- 
tion; beautifully  landscaped;  private  country  atmosphere;  ample  parking; 
adjacent  State  Park,  summer/winter  sports.  At  expressway  exit.  Walk  to 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
(516)  935-2083. 


PUERTO  RICO-RENT  MY  DELUXE  BEACHFRONT  CONDOMINIUM 
apartment,  weekly  or  monthly,  less  than  V2  cost  of  hotel  accomodations, 
i Condado  area,  furnished,  air  conditioned;  sleeps  up  to  5 people,  2 terraces, 
swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  to  shopping, 
hotels,  restaurants.  Call  9:30to  5:00  p.m.  (212)353-2587. 


J5ISURE  HOME  PROPERTY  IN  THE  BERKSHIRES  (MASS.).  EX- 
i ceptionally  attractive  mountain  woodland  in  the  heart  of  the  lake-music-ski 
area.  Beautiful  surroundings,  complete  seclusion  hi  elevation,  year-round 
road.  Protective  covenants  for  permanent  privacy.  Far  above  average;  5 
acres,  $2,200  per  acre.  Call  (413)  637-3574. 


OREST  HILLS:  EXCELLENT  LOCATION.  G.P.  OFFICE  FULLY 

equipped.  Doctor  anxious  to  retire.  Will  introduce.  Call  9 a. m. -2  p.m.  (212) 
1 LI  4-3588. 


iRIARWOOD,  KEW  GARDENS  AREA:  MEDICAL  BUILDING  SITE,  4,000 
sq.  ft.  plus  adjoining  nine-room,  custom  built,  luxury  home.  Can  be  nicely 
i used  for  combined  home  and  office;  plenty  parking;  unusual  features;  built- 
ins,  air  cond.,  etc.  Total  combined  area  approx.  8,400  sq.  ft.  Walk  subway, 
minute  to  expressways.  Owner  (212)  526-0374. 


T)R  SALE:  NORTHERN  WESTCHESTER  HOME-OFFICE  COMBINA- 
tion  on  corner  lot.  4 bedrooms,  3 baths,  playroom,  etc.  Newly  decorated. 
4 room  fully  furnished  professional  suite  with  % bath.  Suitable  all  profes- 
sions. Office  equipment  gratis.  Call  between  4-7  p.m.  (914)  528-7950. 


LUXURIOUS 

PROFESSIONAL  OFFICES 

on  Manhattan’s  East  Side 

59th  St.  & Sutton  PI. 

1700  sq.  ft.,  centrally  air 
conditioned,  separate 
street  and/or  lobby  entrances. 

Will  build  and  divide  to  suit. 

O utstanding  for  luxury  and  location  . . 

Competitively  priced  for  today's  market. 

Call  owner,  371-7100 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


BALDWIN:  BEAUTIFUL  FIELDSTONE  FRONT.  CUSTOM  BUILT  HOME; 
perfect  professional  location.  4 bedrooms,  2 Y2  baths;  spacious  living  room 
with  cathedral  ceiling  and  fireplace;  formal  dining  room;  tremendous  kitchen; 
large  family  room  with  separate  outside  entrance;  full  basement;  2-car  garage; 
many  extras.  Sacrifice  $49,990.  Evenings-weekends  (516)  BA  3-1806. 


BEDFORD  (VIC),  POUND  RIDGE:  ADIRONDACK-LIKE  SPLENDOR. 

Buy  3 acres  in  Twin  Ponds,  bordering  150+  acres  of  park  & nature  preserve 
that  are  yours  to  enjoy.  Walking  & bridle  trails  lead  along  Mill  River  & thru  a 
virgin  forest  of  evergreens  to  a private  recreation  club  with  tennis  & paddle 
tennis  courts  & swimming  pool.  Free  membership  available.  We  have  land  on 
water,  level  meadows,  dramatic  sites  with  distant  views  and  probably,  what- 
ever combination  thereof  you  are  looking  for.  We  are  happy  to  answer  your 
questions  about  designing  & building  & recognize  what  a major  undertaking 
this  is  for  you.  Pound  Ridge,  northern  Westchester’s  smallest  town,  only  a 
65-minute  drive  from  mid-Manhattan,  has  the  most  favorable  taxes  in  the 
area.  Lots:  $27,000  to  $35,000.  Call  owner  (914)  PO  4-5574,  or  write  Box  65, 
Pound  Ridge,  N.Y.  10576. 


LAWRENCE,  LONG  ISLAND:  NEW,  COMBINED  MEDICAL  SUITE  AND 
living  quarters;  2 entrances;  7 rooms;  2-car  garage  parking;  doorman;  excel- 
lent security;  swimming  pool.  $800/month.  Call  Pat  (516)  374-7807. 


PARK  AVE.  & 82ND  ST.,  N.Y.C.  FULLY  EQUIPPED,  COMFORTABLE, 
Gyn  office  for  rent  part  time.  Full  time  nurse.  Suitable  any  specialty.  Very 
reasonable.  Call  (212)  288-1735  or  (914)  631-1358. 


HICKSVILLE,  L.I.:  EQUIPPED,  4-ROOM  M.D.  OFFICE,  AND  ATTACHED, 
immaculate,  modern,  residential  home;  large  corner,  opposite  school.  Active 
practice  gratis.  Exceptional  offer  high  40’s;  easv  terms.  Retiring.  Dept.  296, 
c/o  NYSJM. 


FOR  RENT:  SUMMIT  PROFESSIONAL  BLDG.,  ROCKLAND  COUNTY, 

N.Y.  Professional  office  suites,  custom-built  to  tenants’  needs  at  no  extra 
charge.  Ready  for  occupancy  fall,  1973.  Staff  lounge,  outdoor  sitting,  play 
area,  other  extras.  Rapidly  growing  suburban  community,  45  min.  N.Y.C. 
(914)  634-3222. 


FOR  SALE:  HOME  AND  OFFICE  ON  LONG  ISLAND.  EXCELLENT 

condition.  Zoned  heating;  air  conditioning;  circuit  breakers;  220  wiring. 
Many  appliances.  5 minutes  from  hospital.  Leaving  area  for  industry.  Dept. 
294,  c/o  NYJSM. 


VACATION  PARADISE:  LUXURIOUS  3 BEDROOM,  3 BATH,  AIR  CON- 
ditioned,  St.  Thomas  villa  for  rent,  weekly  or  monthly.  Full  kitchen,  25  foot 
seaside  gallery,  maid  service,  directly  on  beautiful  Cowpet  Bay  overlooking 
Great  St.  James  and  St.  John.  Excellent  swimming,  snorkeling,  boating, 
tennis,  and  duty  free  shopping.  Call  Mr.  Aaronson  (212)  674-3230. 
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NEW  YORK  STATE  ACADEMY  OF  FAMILY  PHYSICIANS 


SILVER  ANNIVERSARY 
CONVENTION 

FABULOUS  PLAYBOY  CLUB-HOTEL 
at  GREAT  GORGE 

McAFEE,  NEW  JERSEY 

MAY  6 thru  10,  1973 

Congress  of  Delegates  May  6,  7,  1973 
Scientific  Assembly  May  8,  9,  10,  1973 

President’s  Dinner  May  9,  1973 

^Breakfast  Conferences 
*Technical  Exhibits 


^Scientific  Program 
^Scientific  Exhibits 


LIVE  TEACHING  CLINICS 

Live  patients— outstanding  demonstrators — audience  participation — 
question  and  answer  session.  A new  approach  to  postgraduate 
education. 


PLAN  TO  ATTEND 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 


For  reservations: 

NYSAFP 
84  Main  Street 
Binghamton,  N.  Y.  13905 
or  call:  (607)  722-2132 
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4^  CO  CD 


NEW  YORK  CITY  AREA 


March  15  and  16,  1973 

8:00  a m.  Registration 

Cornell  University  Medical  College  and 
The  National  Foundation — March  of  Dimes 

The  Hotel  Commodore 
Forty-Second  Street 

SYMPOSIUM  ON  DRUGS  AND  THE 
UNBORN  CHILD 

Co-Chairmen: 

W.  W.  McCRORY,  M.D.  and  MARIA  NEW,  M.D. 

The  purpose  of  the  two-day  session  is  to  provide  a forum 
where  pediatricians,  obstetricians,  pharmacologists  and 
scientists  actively  working  in  the  field  of  human  develop- 
ment can  meet  to  discuss  recent  advances  and  unsolved 
problems  in  fetal  pharmacology. 

For  further  information,  write  Dept,  of  Pediatrics,  Cornell 
University  Medical  College,  1300  York  Avenue,  New  York, 
N.Y.  10021. 


FRIDAY,  MARCH  16 

8:00-9:30  a m. 

Maimonides  Medical  Center 

4802  Tenth  Avenue — Fuhs  Auditorium 
Brooklyn 

MANAGEMENT  OF  ADVANCED  BREAST 
CANCER  STRESSING  THE  SUPPORTIVE 
CARE  OF  THE  FAMILY  PHYSICIAN 

GEORGE  DEGENSHEIN,  M.D. 

(Part  of  the  course  for  general  practitioners  and  pediatri- 
cians co-sponsored  by  the  Downstate  Medical  Center, 
Kings  County  Chapter  AAFP  and  Maimonides  Hospital.) 


SATURDAY,  MARCH  17 

10:00  a. m. -12:00  Noon 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Auditorium,  424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCERS 

H.  RANDALL  TOLLEFSEN.  M.D. 

I.  Pre-operative  X-ray  Therapy.  Kerato- 
acanthoma.  Desmoid.  Lymphangio- 
mas. 

2.  Median  Labiomandibular  Glossotomy. 
Surgical  Technique  of  Transantral  Sphe- 
noidal Hypophysectomy.  Indications  for 

E.  GREENBERG,  M.D. 


March  19  and  26,  1973 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

March  19 

Renal  Acidosis 

RICHARD  STEIN,  M.D. 

Bronx  V. A.  Hospital 

March  26 

Immunology  and  Immunotherapy  of 
Leukemia 

ROBERT  TAUB,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  MARCH  19 

8:30  p.m. 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 

Dazian  Pavilion,  12th  Floor  Conference  Room 

Medical-Surgical  Thoracic  Conference 

NEW  TECHNIQUES  IN  FLEXIBLE 
FIBEROPTIC  BRONCHOSCOPY 

FRANK  N.  MARICI , M.D. 

Queens  Hospital  Center — Long  Island 
Jewish  Hospital  Affiliation 


March  20  and  27,  1973 

8:00-9:00  a m.,  Tuesdays 

Richmond  Chapter  of  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

Postgraduate  Lectures  on  Neurology 

March  20 

Common  Neurological  Problems 

S.  KULICK,  M.D. 

March  27 

When  Johnny  Comes  Marching  Home 
Parasites 

C.  CHERUBIN.  M.D. 


March  20  and  27,  1973 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Conferences 

March  20 

Pediatric  ICU 

ROBERT  EHRLICH,  M.D. 
Downstate  Medical  Center 
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FRIDAY,  MARCH  23 


March  27 

Clinical  Pathological  Conference  at 
Saltzman  Auditorium 


WEDNESDAY,  MARCH,  21 

10:00  a. m. -2:00  p.m. 

The  Richmond  County  Medical  Society 

Shalimar  Caterers 
2380  Hylan  Boulevard 
Grant  City,  S.l. 

CAR  DIO-PULMONARY  RESUSCITATION 
IN  THE  COMMUNITY  HOSPITAL 

MARIE  C.  ROSATI,  JOHN  J.  SIBLEY,  FREDERIC  D. 
REGAN,  and  THOMAS  J.  QUIGLEY,  M.D.'s 

CREDIT:  4 hours  AAFP 


4:00 — 5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
Bronx 

DIABETES 

SAMUEL  M.  ROSEN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 V2  hours  AAFP 


8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Carnegie  International  Center 
345  East  46th  Street 

21st  Annual  Karen  Horney  Lecture 

THE  USE  OF  CULTURE  IN  PSYCHIATRY 

MARVIN  K.  OPLER,  Ph.  D. 

State  University  of  New  York  at  Buffalo 


THURSDAY,  MARCH  22 

9:00-11:00  p.m. 

Albert  Einstein  College  of  Medicine  in  collabo- 
ration with  Bronx  County  Medical  Society 

1300  Morris  Park  Avenue 
Bronx 

Seminar  in  Family  Practice 

RENAL  DIALYSIS  AND  TRANSPLANTA- 
TION: CURRENT  STATUS 

CHAIM  CHARYTAN,  M.D. 


8:45  a. m. -4:45  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

COMMUNICATION  DISORDERS 

ASHER  BAR,  Ph.D.,  and  Guest  Lecturers 
Mount  Sinai  School  of  Medicine 

FEE:  $10 


March  24  / 26,  1973 

8:00  a. m. -5:00  p.m.,  Saturdav-Monday 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

OPHTHALMIC  MICROSURGERY 

RICHARD  C.  TROUTMAN,  M.D.,  with  PAUL  B.  BEDROS- 
SIAN,  AUSTIN  I.  FINK,  JOSEPH  H.  GOLDSTEIN,  GEORGE 
M.  GOMBOS,  FERNANDO  LOSADA,  MURRAY  A.  MELT- 
ZER,  DONALD  E.  WILLARD,  M.D.’s,  and  Invited  Lecturers. 

FEE:  $500 

To  register,  contact:  MRS.  SYLVIA  BAER,  Division  of 

Ophthalmology,  at  the  above  address.  Tel.  (212)  270- 
1961. 


SUNDAY,  MARCH  25 

8:30  a. m. -4:30  p.m. 

New  York  State  Society  of  the  American 
Association  of  Medical  Assistants 

Sheraton  Motor  Inn 
La  Guardia  Airport 

EDUCATIONAL  SEMINAR 

FEE:  $10  Members 

$ 6 Students 
$12  Non-Members 

Contact:  MRS.  MARIE  OWEN,  Registration  Chairman, 
32-22  29th  Street,  Astoria,  N.Y.  11106. 


MONDAY,  MARCH  26 

1:00  p.m. 

Downstate  Medical  Center 

4th  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

R.  Janet  Watson  Hematology  Lecture 

THE  USE  OF  HUMAN  LEUKOCYTE 
CULTURES  FOR  THE  STUDY  OF 
CHEMOTHERAPEUTIC  AGENTS 

FRED  ROSNER,  M.D. 

State  University  of  New  York 
College  of  Medicine,  Stony  Brook 
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TUESDAY,  MARCH  27 

9:00  a.m. 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

PANCREATITIS  WITH  HEMOTHORAX 

ROBERT  PFEFFER,  M.D. 

(Note:  The  Department  of  Medicine  asked  us  to  announce 

that  the  Tuesday  Conferences  started  January  2,  1973  and 
will  continue  through  May.  Watch  for  future  announce- 
ments in  WHAT  GOES  ON.) 

8:30  p.m. 

Bronx  Surgical  Society 

Mayer's  Parkway  Restaurant 

233  Street  and  Bronx  River  Parkway 

Bronx 

COMPENSATION  MEDICINE  IN 
SURGERY 

JEROME  FLYNN,  M.D. 

March  28  / 30,  1973 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 
A Symposium  on: 

RECENT  DEVELOPMENTS  IN 
NEPHROLOGY 

JEROME  LOWENSTEIN,  M.D.,  Program  Chairman 
FEE:  $125  (Residents  $75) 


WEDNESDAY,  MARCH  28 

Noon 

Downstate  Medical  Center 

4th  Floor  Pediatric  Library 
450  Clarkson  Avenue 
Brooklyn 

Research  Pediatric  Seminar 

HYPERGLYCEMIA  IN  HYPERN ATREM  1C 
INFANTS 

GABRIEL  A.  NIGRIN,  M.D. 

8:30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  103rd  Street 

THE  DEVELOPMENT  OF  CARDIOLOGY 
AS  A SPECIALTY 

LOUIS  FAUGERES  BISHOP,  M.D. 

Midtown  Hospital 


March  28  and  April  4 1973 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  THE 
ADOLESCENT  AND  HIS  FAMILY  IN 
MEDICAL  PRACTICE 

MELVIN  M.  MALEN,  M.D. 

ELLIS  MISCHEL,  M.D. 


THURSDAY,  MARCH  29 

1 2:00  noon 

“Diabetes  Today”  Series 

Metropolitan  Hospital,  Room  705 
97th  Street  and  First  Avenue 

EFFECTS  OF  SULPHON YLUREA  DRUGS 
ON  WATER  METABOLISM 

ARNOLD  MOSES,  M.D. 

V. A.  Hospital,  Syracuse 


5:15  p.m. 

N.Y.U.  School  of  Medicine 

Classroom  A of  Alumni  Hall 
550  First  Avenue 

History  of  Medicine  Lecture 

PHLEBOTOMY  AND  PURGATION 
TREATMENT  OF  CHOICE  FOR 
MILLENIA 

ADRIAN  W.  ZORGNIOTTI,  M.D. 


FUTURE  EVENTS 


April  13  and  14,  1973 

9:30  a.m. -5:30  p.m.,  Friday  and  Saturday 

The  City  of  New  York 

Office  of  the  Chief  Medical  Examiner 

520  First  Avenue 

10th  Annual  Symposium  on 

FORENSIC  SCIENCES  1973 

MILTON  HELPERN,  M.D.,  Chief  Medical  Examiner 

The  City  of  New  York 

Friday,  April  13 

1.  Gunshot  Wounds  with  Discussion  on 
Wound  Ballistics  and  External  Ballistics 

2.  Unlabeled  and  Mislabeled  Cases,  Scene 
Investigation,  Carbon  Monoxide  Deaths, 
Determining  the  Time  of  Death,  Deaths 
in  Legal  Custody 

3.  Evening  Session,  Dinner  Lecturer 
DR.  HELPERN 
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Saturday,  April  14 

1.  Increasing  Complexity  of  Evaluation  of 
Narcotic  Deaths  in  Light  of  Different 
Modalities.  Panel  Discussion  of  Metha- 
done Therapy  and  Abuse,  An  Addict’s 
Point  of  View  and  New  York  City’s 
Addiction  Services 

2.  Recent  Advances  in  Forensic  Serology. 
Forensic  Odontology,  Including  Bite 
Mark  Evidence  and  Problems  of  Identi- 
fication. 

Write:  Symposium  on  Forensic  Sciences,  Office  of  Chief 

Medical  Examiner,  520  First  Avenue,  Room  122,  New 

York,  N.Y.  10016. 


April  25  / 27,  1973 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

3-Day  Intensive  Course 

OPHTHALMIC  PLASTIC  SURGERY 

Conducted  by: 

MARTIN  BODIAN,  M.D. 

Members  of  the  Staff  and  invited  guest 
Lecturers 

FEE:  $125 

April  26  / 29,  1973 

American  Association  of  Medical  Assistants 

New  York  State  Society 
Sheraton  Motor  Inn 
Syracuse 

FOURTEENTH  ANNUAL  MEETING 

For  registration,  please  contact:  MISS  JUDITH  HOL- 
BROOK, CM  A,  25  South  Street,  Marcellus,  N.Y.  13108. 


April  30  / May  2,  1973 

The  Symposia  Medica  Foundation  with  the 
Royal  Society  of  Medicine  and  the  Society 
for  Endocrinology 

London,  England 

SYMPOSIUM  ON  HUMAN 
ENDOCRINOLOGY  with  emphasis  on 
selected  Pediatric,  Adolescent  and  Adult 
Problems 

FEE:  $50 

Travel  arrangements  include  8 days  in  London, 
April  27  / May  5. 

Contact:  MRS.  CYNTHIA  SOIKA,  R.N.,  Projects  Director, 

Symposia  Medica  Foundation,  Inc.,  353  Lexington  Avenue, 
N.Y.,  N.Y.  10016. 


May  2 / June  6,  1973 

2:30-4:00  p.m.,  Wednesdays  (6  sessions) 

Downstate  Medical  Center 

8th  Floor  E Building,  Kings  County 
Hospital  Center 
451  Clarkson  Avenue 
Brooklyn 

Continuing  Education  Course 

REHABILITATION  MEDICINE 

JOSEPH  G.  BENTON,  M.D.,  with  GEVHER  T.  ATAYALVAC, 
HERBERT  I.  J.  BERNER,  HAROLD  H.  FELDMAN,  JULIUS 
FELDMAN,  MELVIN  J.  GOLDBERG,  CARL  R.  GOODMAN, 
GEORGE  D.  LAMBER,  HERMAN  E.  MAUTNER,  GIOVAN- 
NA  RASILE,  and  BERNARD  SANDLER,  M.D.’s 

FEE:  $20  CREDIT:  9 Prescribed  hours  AAFP 


May  3 I 7,  1973 

8:00t-9:30  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 

IMMUNOLOGY  IN  CLINICAL  PRACTICE 

HARRY  SPI  ERA,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $50  CREDIT:  9 prescribed  hours  AAFP 


WEDNESDAY,  MAY  16 

9:00  a.m.-l  :00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 

REHABILITATION  IN  ARTHRITIS 

LAWRENCE  WISHAM,  M.D.,  FRANCES  DWORECKA, 
M.D.  and  BEATRICE  KAPLAN,  M.D.  with  Staff 
Mount  Sinai  School  of  Medicine 

NO  FEE 


June  6/8,  1973 

9:00  a. m. -5:00  p.m. 

Babies  Hospital,  Children’s  Medical 
and  Surgical  Center  of  New  York 

Barbizon  Plaza  Hotel 
Central  Park  South 

POSTGRADUATE  COURSE  IN 
PEDIATRICS:  RECENT  ADVANCES  I N 

PEDIATRIC  THERAPY 

FEE:  $175  (interns  and  residents  $100) 

Write:  MARTIN  I.  LORIN,  M.D.,  Dir.,  Medical  Education, 
Babies  Hospital,  3975  Broadway,  New  York,  N.Y.  10032. 
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BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

School  of  Medicine 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel (716)  831-5526 

SCHEDULE  FOR  WINTER-SPRING,  1973 
March  9 and  10 

Modern  Concepts  in  Coronary  Care 

JOSEPH  A.  ZIZZI,  M.D. 

Sisters  Hospital 

April  4/6 

Pediatric  Endocrinology 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 

April  6 and  7 

36th  Annual  U.B.  Alumni  Spring  Clinical  Days 

MILFORD  C.  MALONEY,  M.D. 

Statler  Hilton  Hotel 

April  14  and  15 
Anesthesiology 

JOHN  I.  LAURIA,  M.D. 

Parkway  Ramada  Inn 

May  3 

Thromboembolism  (American  College  Of 
Surgeons) 

GERALD  P.  BURNS,  M.D. 

Parkway  Ramada  Inn 

May  4 

Eye  Teaching  Day 

JOHN  V.  ARMENIA,  M.D. 

Treadway  Inn 

May  16  and  17 
Fetal  Monitoring 

MICHAEL  RAY,  M.D. 

May  25  and  26 

Psychiatric  Treatment  in  Correctional 
Programs 

June  4/8 

Refresher  Seminar  in  Pediatrics 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 

August  6/9 
School  Health 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 

PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 


Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  ap- 
plicant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 
Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medi- 

cal Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  1 1 :30  a.m.  on  Tuesdays. 

2.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third  Wed- 
nesday of  each  month  under  the  direction  of  Gerald  P. 
Murphy,  M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m. 
on  the  fourth  Thursday  under  the  direction  of  Eugene  R. 
Mindell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored 
by  the  Department  of  Family  Practice  and  presented  at 
8:30  a.m.  the  first  Thursday  under  the  direction  of  Ernest 
R.  Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 
York  at  Buffalo,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 


March  22  and  29,  1973 

7:30-9:30  p.m.,  Thursday 

Continuing  Medical  Education,  State 
University  of  New  York  at  Buffalo  and  the 
Heart  Association  of  Western  New  York 

The  Sisters  of  Charity  Hospital 
2157  Main  Street 

CLINICS  IN  PHYSICAL  EXAMINATION 
OF  THE  CARDIAC  PATIENT  AND 
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ARRHYTHMIA  WORKSHOPS 


March  22 

Auscultation — The  S4 
Nomenclature 
Timing  of  Atrial  Contraction 
Mechanism  of  S4  Including 
Associated  Etiologies 
Differentiation  from  the  S3 
Arrhythmias 

March  29 

Auscultation — The  S4 
Summation  Gallops 
Quadruple  Rhythm 
Differentiation  from  Split  SI 
Relationship  between  Severity 
of  Lesions  and  Timing  and 
Amplitude  of  S4 
Arrhythmias 


NASSAU  COUNTY 

March  22  and  29,  1973 

1 1 :30  a. m. -12:30  p.m.,  Thursdays 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

Pediatric  Postgraduate  Lectures 

March  22 

Genetic  Counselling 

GARY  G.  CARPENTER,  M.D. 

Jefferson  Medical  College,  Philadelphia 

March  29 

Diagnostic  Virology  in  Pediatric  Practice 

S.  WAYNE  KLEIN,  M.D. 

S.U.N.Y.  at  Stony  Brook 


ROCHESTER  AREA  FUTURE  EVENT 

THURSDAY,  APRIL  12 
The  Rochester  Ophthalmological  Society 

University  Club 
Rochester 

THE  PIGMENTARY  SYNDROMES 

ROBERT  N.  SHAFFER,  M.D. 

University  of  California 

NOTE:  This  is  the  18th  Annual  Albert  C.  Snell  Lecture. 

There  will  be  an  afternoon  clinical  session  at  the  Univer- 
sity of  Rochester  Medical  Center  followed  by  an  evening 
dinner  and  the  Memorial  Lecture  at  the  University  Club. 
On  Friday,  April  13,  1973  a session  will  include  JAMES  V. 
AQUAVELLA,  M.D.,  JACK  HARSTEIN,  M.D.,  and  J.  REI- 
MER  WOLTER,  M.D.,  as  guest  lecturers. 


SUFFOLK  COUNTY 


March  25  / 27,  1973 

8:45  a.m.  Registration 

The  South  Oaks  Research  Foundation 

Sunrise  Highway  and  County  Line  Road 
Amityville 

ALCOHOLISM— THE  FORGOTTEN 
ADDICTION 

Thursday,  March  25 

1 . Physiology  of  Alcoholism 

WILFRED  W.  WESTERFELD,  Ph.D. 

Upstate  Medical  Center  at  Syracuse 

2.  The  N.C. A. ’s  Views  of  Alcoholism 

ROSS  A.  VON  WIEGAND 
National  Council  on  Alcoholism 

3.  Role  of  Labor  in  the  Treatment  and 
Management  of  the  Alcoholic  Employee 

RAY  ANDRUS 
AFL/CIO,  Washington,  D.C. 

4.  Buffet  Luncheon  Address 

by  the  Hon.  RALPH  G.  CASO 
Nassau  County 

5.  Panel  Discussions 

Friday,  March  26 

1.  Psychiatric  Aspects  of  Alcoholism 

LOUIS  HOTT,  M.D. 

Karen  Horney  Clinic 

2.  Identification  of  the  Alcoholic 
Employee 

THOMAS  J.  DOYLE,  M.D. 

Consolidated  Edison  Company 

3.  Role  of  the  Medical  Director 

in  the  Treatment  of  Alcoholic  Employees 

ROBERT  P.  JESSUP,  M.D. 

Grumman  Aircraft  Corporation 

4.  Dinner  Meeting 
Introductory  Remarks  by 

The  Hon.  OTIS  G.  PIKE,  Congressman,  Fifth  District 
Address  by 

ALAN  D.  MILLER,  M.D.,  Commissioner 
N.Y.S.  Department  of  Mental  Hygiene,  Albany 
Saturday,  March  27 

1.  Treatment  of  Alcoholism 

SHEILA  B.  BLUME,  M.D. 

Central  Islip  State  Hospital 

2.  State  Programs  in  the  Treatment 
of  Alcoholism 

JOHN  R.  BUTLER,  Ass't  Cmr. 

N.Y.S.  Department  of  Mental  Hygiene,  Albany 

3.  Closing  Remarks 

PASQUALE  A.  CARONE,  M.D. 

LEONARD  W.  KRINSKY,  Ph.D. 

South  Oaks  Hospital 

CREDIT:  12AAFP 
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UTICA  AREA 


^THURSDAY,  MARCH  15 

2:00-10:00  p.m. 

Central  New  York  Academy  of  Medicine 

210  Clinton  Road 
Auditorium 
New  Hartford 

DEPRESSION  AND  SHOCK 

GENE  L.  USDIN,  M.D. 

New  Orleans,  Louisiana 
JOHN  J.  SCHWAB,  M.D. 

University  of  Florida,  Gainesville 
PAUL  M.  JAMES,  JR.,  M.D. 

Bowman  Gray  School  of  Medicine 
Winston-Salem,  North  Carolina 
HILTRUDS.  MUELLER,  M.D. 

St.  Vincent's  Hospital 

*Fifteenth  Annual  Postgraduate  Teaching  Day 


WASHINGTON,  D.C. 


March  29  / 31,1973 
American  Cancer  Society 

Shoreham  Hotel 
Washington,  D.C. 

NATIONAL  CONFERENCE  ON 
UROLOGIC  CANCER 

For  Advance  Registration  and  Programs,  write: 
SIDNEY  L.  ARJE,  M.D.,  American  Cancer  Society,  219 
East  42nd  Street,  New  York,  N.Y.  1001 7 


EVENTS  RECEIVED  AFTER  DEAD- 
LINE 


March  3 and  4,  1973 

Saturday  and  Sunday 

Office  of  Continuing  Education,  Downstate 
Medical  Center;  the  American  Academy  of 
Family  Physicians;  the  Medical  Society  of  the 
County  of  Kings;  and  the  American  Cancer 
Society 

First  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

NEW  APPROACHES  AND  DEVELOP- 
MENTS IN  CANCER  MANAGEMENT 
(Symposium) 

CREDIT:  1 1 hours  AMA  and  AAFP 


MONDAY,  MARCH  5 

8:00  p.m. 


The  New  York  Society  for  Clinical  Ophthal- 
mology 

2 East  103rd  Street 

1.  Optic  Disc  Drusen 

PAUL  HENKIND,  M.D.,  New  York 

2.  Diabetic  Retinopathy 

LLOYD  AIELLO,  M.D.,  Boston 

3.  Retrolental  Fibroplasia 

ARNALL  PATZ,  M.D.,  Baltimore 


March  6 / 27,  1973 

9:00  a.m.,  Tuesdays 

Queens  Hospital  Center 

Triboro  Hospital 

9th  Floor  Auditorium 

Parsons  Boulevard  and  82nd  Drive 

Queens 

Division  of  Pulmonary  Medicine 

March  6 

Sporotrichosis  Presenting  with 
Extensive  Pulmonary  Cavitation 
and  Rectal  Fistula 

F.  KHAN,  M.D. 

March  1 3 

Fatal  Pulmonary  Embolism  in  Patients 
with  Sickle  Anemia  and  Sickle  Cell 
Disease 

B.  TATSIS,  M.D. 

March  20 

Experience  in  our  Respiratory  Intensive 
Care  Unit  with  Respiratory  Burn 

N.  S.  SERIFF  and  F.  KHAN,  M.D.'s 

March  27 

Two  Cases  of  Fatal  Type  III  Pneumococcal 
Pneumonia 

A.  ROBINS.  M.D. 

FRIDAY,  MARCH  9 

8:30  p.m. 

The  Society  for  the  Scientific  Study  of  Sex 

Barbizon  Plaza  Hotel 
106  Central  Park  South 

ADVERSARY  VS.  SCIENTIFIC  SYSTEM  IN 
CHANGING  STATE  LAWS  ON  SEX 

ROBERT  ATHANASIOU,  Ph  D. 

Johns  Hopkins  Hospital 


MONDAY,  MARCH  12 

8:00-9:30  p.m. 

The  Vascular  Committee  of  the 

Federation  of  Cardiovascular  and  Renal  Clinics 
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New  York  Heart  Association 
Two  East  64th  Street 

FEMORAL  POPLITEAL  ARTERIAL  DISEASE 

DAVID  FRIEDMAN,  M.D.,  Moderator 

1.  The  Use  of  Lumbar  Sympathectomy  in 
Peripheral  Occlusive  Disease 

FERDINAND  F.  McALLISTER,  M.D. 

Columbia  University  P & S 

2.  Arterial  Reconstructions  for 
Lower  Extremity  Ischemia 

ANTHONY  M.  IMPARATO,  M.D. 

N.Y.U.  Medical  Center 

NO  FEE 


WEDNESDAY,  MARCH  14 

2:00  p.m. 

New  York  Surgical  Society  with  the 
Philadelphia  Academy  of  Surgery 

University  Club 
1 West  54th  Street 

Conjoint  Meeting 
Papers: 

1.  Microcrystalline  Collagen  Hemostat 

M.  R.  HAIT,  C.  R.  BLAIR,  and  H.  F. 

FITZPATRICK,  M.D.'s 

2.  Experimental  Model  for  Traumatic 
Wet  Lungs  in  Primates 

I.  R.  BERMAN,  A.  C.  SOLOWEY,  J.  L. 

GROSFELD,  P.  PATTENGALE,  M.D.’s; 

R.  N.  L.  SCHIFFMAN,  B.S.,  and  B.  A. 

ADELMAN,  B.S. 

3.  A Nine  Year  Experience  with  200 
Renal  Transplants 

J.  C.  WHITSELL,  II;  W.  STUBENBORD,  A.  RUBIN, 

K.  STENZEL,  R.  RIGGIO.  G.  SCHWARTZ,  M.D.'s 

4.  The  Rationale  for  Thymectomy  and  Its 
Effect  on  Oncogenesis 

A.  E.  PAPATESTAS.  and  A.  E.  KARK,  M.D.’s 

5.  Hyperosmolar,  Hyperglycemic,  Non-Ke- 
totic  Coma  in  Patients  with  Major  Burns 

J.  M.  STEIN  and  E.  D.  STEIN,  M.D.’s 

6.  Further  Experience  in  the  Surgical  Treat- 
ment of  Primary  or  Metastatic  Cancer  of 
the  Liver 

J.  G.  FORTNER,  W.  S.  HOWLAND,  D.  W.  KINNE, 

R.  LAVARELLO,  D.  KIM,  A.  SOLIS,  and  E.  J. 

BEATTIE,  JR.,  M.D.’s 


MONDAY,  MARCH  19 

4:00  p.m. 

Downstate  Medical  Center 

1st  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

! 


Annual  Alpha  Omega  Alpha  Lecture 

EBB  AND  FLOW  IN  GASTROENTEROL- 
OGY 

HOWARD  MARGET  SPIRO,  M.D. 

Yale  University  School  of  Medicine 


TUESDAY,  MARCH  27 

Broome  County  Unit,  American  Cancer  Society 

Lourdes  Hospital 
Binghamton 

Second  in  a Series  of 

CANCER  TEACHING  CONFERENCES  FOR 
PHYSICIANS 

BLAKE  CADY,  M.D. 

Lahey  Clinic  and 
Harvard  Medical  School 


WEDNESDAY,  MARCH  28 

1 :00-5:00  p.m. 

Downstate  Medical  Center 

1st  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

MANDATORY  CONTINUING  EDUCA- 
TION-TO  BE  OR  NOT  TO  BE? 

MISS  LUCILLE  T.  MERCADANTE  and 
MISS  JUDY  WALLACE,  and  Invited 
Guest  Panelists 

FEE:  $5 

To  register,  contact  MISS  ELIZABETH  POPOFF, 
Continuing  Education  Program,  at  the  above  address. 


WEDNESDAY,  MARCH  21 

3:00-6:00  p.m. 

The  New  York  Academy  of  Medicine, 

Section  on  Obstetrics  and  Gynecology 
Einhorn  Auditorium 
Lenox  Hill  Hospital 
131  East  76th  Street 

A Symposium  on 

ADOLESCENT  GYNECOLOGY 

HUGH  R.  K.  BARBER,  M.D.,  Moderator 

1.  Adenocarcinoma  of  the  Vagina  in  Ado- 
lescent Girls  Whose  Mothers  Took  Stil- 
bestrol  in  Pregnancy — A New  Phenom- 
enon 

ARTHUR  HERBST,  M.D. 

Harvard  Medical  School,  Boston 
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2.  Adenosis  of  the  Vagina  in  Girls  Whose 
Mothers  Took  Stilbestrol  in  Pregnancy 

ALFRED  I.  SHERMAN,  M.D. 

Wayne  State  University  School  of  Medicine,  Detroit 

3.  Diagnosis  and  Management  of  Amenor- 
rhea— A Common  Problem 

ALVIN  F.  GOLDFARB,  M.D. 

Jefferson  Medical  School,  Philadelphia 

4.  Diagnosis  and  Management  of  Ovarian 
Tumors — A Guide  for  Difficult  Decision 

HUGH  R.  K.  BARBER,  M.D. 

Lenox  Hill  Hospital 

5.  Dysfunctional  Uterine  Bleeding — A Fre- 
quent Urgent  Situation 

ALBERT  ALTCHEK,  M.D. 

Mount  Sinai  School  of  Medicine 

6.  Round  Table  Discussion  of  Gynecologi- 
cal Problems  of  the  Adolescent 


March  28  and  29,  1973 

9:00  a. m. -4:30  p.m.,  Wednesday  & Thursday 

American  Academy  of  Compensation  Medicine 

Summit  Hotel 

Lexington  Avenue  and  51st  Street 

MEDICAL  AND  SURGICAL  PROBLEMS 
IN  WORKMEN’S  COMPENSATION 
MARIO  E.  STELLA,  M.D.,  Chairman 

Topics: 

1.  The  Heart  in  Industry 

2.  Hernia  Repair  in  Compensation  Medicine 

3.  Burns 

4.  Aggravation  of  Metabolic  and  Collagen 
Diseases  by  Industrial  Trauma 

5.  Recent  Developments  in  Musculoskele- 
tal Surgery  and  Their  Relation  to  Com- 
pensation Medicine 


PHYSICIANS’  PLACEMENT 


MASTIC  BEACH,  Suffolk  County,  needs  Family  Practitioner/ 
Internist  for  new  neighborhood  health  center. 

CONTACT:  MORTON  JAGUST,  M.D.,  Med.  Dir.,  South 

Brookhaven  Health  Center,  Bayview  Drive,  Mastic  Beach, 
N Y.  11951.  Tel.  (516)  281-1830. 


BINGHAMTON,  N.Y.,  Broome  County.  G.P.’s,  Ophthal- 
mologists, Dermatologists. 

CONTACT:  RONALD  J.  KRIZINOFSKI,  Broome  County  Medi- 
cal Society.  4500  Old  Vestal  Road,  Box  987,  Binghamton, 
N.Y.  13902.  Tel.  (607)  729-9261. 


ENDICOTT,  N.Y.,  Broome  County.  Family  Physician  wanted 
to  join  2-man  incorporated  group.  Salary  guarantee  for 
first  year  plus  fringe  benefits.  Partnership  potential. 

CONTACT:  SEYMOUR  BRONSTEIN,  M.D.,  Box  54B,  R.D.  1, 
Endicott,  N.Y.  13760.  Tel.  (607)  862-3251. 


FAIR  HAVEN,  N.Y.,  Cayuga  County.  Family  Physician 
needed. 

CONTACT:  MR.  PEARNE  W.  BILLINGS,  Fair  Haven  Plaza, 

Inc.,  Main  Street,  Fair  Haven,  N.Y.  13064.  Tel.  (315) 
947-5117. 


FULTON,  N.Y.,  Oswego  County.  Pediatrician,  Family  Physi- 
cian, and  Ophthalmologist. 

CONTACT:  MR.  PAUL  A.  HOYT,  Adm.,  A.  L.  Lee  Memorial 

Hospital,  Fulton,  N.Y.  13069. 


GENESEO,  N.Y.,  Livingston  County.  Internist  and/or  Pedia- 
trician to  help  form  a group  practice. 

CONTACT:  RALPH  C.  PARKER,  M.D.,  University  of  Roch- 

ester Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y. 
14620.  Tel.  (716)  275-4540. 


GREENE,  N.Y.,  Chenango  County.  G.P.  for  Clinic. 

CONTACT:  JAMES  GILROY,  M.D.,  N.  Chenango  Street, 

Greene,  N.Y.  13778.  Tel.  (607)  656-4115. 


HAMMONDSPORT,  N.Y.,  Steuben  County,  needs  Physician 
to  do  general  family  medicine.  New  York  State  license 
required. 

CONTACT:  JOHN  R.  KUHL,  M.D.,  Hammondsport,  N.Y. 

14840.  Tel.  (607)  569-2399. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  G.P.’s  and  a Spe- 
cialist in  Ob/Gyn. 

CONTACT:  MR.  JOHN  SYMONS,  Adm.,  Herkimer  Memorial 

Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel.  (315)  866-3330. 


HIGHLAND  FALLS,  N.Y.,  Orange  County.  Family  physician 
needed. 

CONTACT:  A.  H.  MARGOLIS,  M.D.,  22  Wyandotte  Avenue, 

Highland  Falls,  N.Y.  10928.  Tel.  (914)  446-4066. 


HILTON,  N.Y.,  Monroe  County,  needs  a Family  Physician. 

CONTACT:  MAYOR  DOUGLAS  HURLBUTT,  Village  of  Hilton, 
N.Y.  14468.  Tel.  (716)  392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  G.P. 

CONTACT:  MR.  RENO  A.  B.  VENTRE,  Chm.,  Holland  Patent 

Physicians  Committee,  P.O.  Box  177,  Holland  Patent,  N.Yj 
13354.  Tel.  (315)  865-4233. 
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KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/  sedative/  antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


The  American  Doctor 
is  under  attack. 

What  are  we  going 
to  do  about  it? 


You’re  concerned  about  the  attacks.  The  AMA  is  just  as 
concerned.  But  what  are  we  doing  about  them?  Some  things 
we  can't  do.  Some  things  we  can  do.  And  are  doing. 

We  can’t  control  the  media.  Its  freedom  is  a constitutional 
guarantee.  In  one  respect,  newsmen  are  very  much  like 
doctors.  They  resent  intrusions  in  their  area  of  responsibility. 

But  the  AMA  is  working  hard  to  influence  the  media  to 
follow  a policy  of  greater  fairness  and  objectivity  in  its  reporting. 
Overcoming  reporters’  basic  assumptions  is  a long  term 
educational  job.  And  the  AMA  is  devoting  more  money  and 
more  manpower  to  it. 

With  some  tangible  results.  The  media  is  growing  more 
aware  that  there  is  a doctor's  side  to  every  story,  that  solutions 
to  national  health  problems  are  not  easy.  And  we  have 
succeeded  in  getting  more  doctors  on  public  programs  to 
express  the  profession's  point  of  view. 

Things  won’t  change  overnight.  But  the  AMA  is  working 
on  it.  Hard.  And  we  need  your  support.  Find  out  more  about 
what  the  AMA  is  doing  for  you  and  the  public.  Send  for  the 
pamphlet,  "The  AMA  and  the  American  Doctor:  Sharing  a 
Common  Goal."  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


724 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet. 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster"  nor  a hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 

Butisol  SODIUM* 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease: 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover"  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg..  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg  , 
50  mg.,  100  mg. 


McNEILJ  McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 
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Month  in  Washington 


The  American  Medical  Association  protested  vigor- 
ously against  President  Nixon’s  keeping  physicians 
under  Federal  regulation  in  Phase  III  of  the  economic 
controls  program. 

A largely  voluntary  set  of  wage-price  controls  was 
substituted  for  all  segments  of  the  nation’s  economy 
except  food,  health  care  activities,  the  construction  in- 
dustry, and  interest  and  dividends. 

John  R.  Kernodle,  M.D.,  chairman  of  the  AMA 
Board  of  Trustees,  warned  that  such  discriminatory 
treatment  could  well  result  in  health-care  support  per- 
sonnel leaving  the  field.  Physicians,  he  said,  could  not 
be  expected  to  accept  it. 

“Controls  are  relaxed  in  other  areas,  yet  the  discrim- 
ination against  physicians  and  some  3 million  others 
who  serve  America’s  health  needs  is  now  even  more 
sharply  focused,’’  Dr.  Kernodle  said.  “A  very  real  pos- 
sibility exists  that  there  will  be  a flight  of  allied,  ancil- 
lary, and  support  personnel  from  the  health  field,  jeo- 
pardizing the  quality  of  care  being  delivered." 

Dr.  Kernodle  pointed  out  that,  “even  though  the  reg- 
ulations as  applied  to  health  care  were  clearly  discrimi- 
natory,” the  AMA  had  urged  physicians  to  cooperate, 
and  they  had  done  so  with  the  result  that  their  fees  na- 
tionwide had  increased  by  only  2.7  per  cent  since  Au- 
gust, 1971,  when  Phase  I began.  This  compared  with 
4.3  per  cent  for  the  consumer  price  index,  6.2  per  cent 
for  a semiprivate  hospital  room,  and  14  per  cent  for 
legal  services. 

Noting  that  controls  never  were  imposed  on  lawyers 
or  other  self-employed  professionals,  he  said  that  phy- 
sicians now  might  have  to  reconsider  their  attitude  of 
cooperation. 

“Since  its  inception,  we  in  medicine  have  made 
every  effort  to  cooperate  with  the  government’s  pro- 
gram,” Dr.  Kernodle  said.  “While  the  “lords  of  labor” 
walked  out,  we  remained  in  the  program  and  tried  to 
make  it  work  in  the  public  interest.  The  results  speak 
for  themselves. 

“We  have  received  very  little  cooperation  in  return 
....  Thirteen  months  ago,  we  urged  physician  com- 
pliance. In  light  of  the  . . . record,  we  shall  now  have 
to  reconsider  that  advice.” 

Dr.  Kernodle  later  took  the  AMA  protest  directly  to 
President  Nixon  in  a letter: 

Dear  Mr.  President: 

The  American  Medical  Association  has  applauded 
your  Administration’s  efforts  to  stabilize  prices  and 
wages  for  the  economy.  The  Association  has  sup- 
ported the  overall  objectives  of  the  Economic  Stabi- 
lization Program  and  actively  cooperated  with  the 
Cost  of  Living  Council  through  the  Health  Services 
Industry  Committee  in  the  application  of  price  con- 
trols on  physicians’  fees. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


A look  at  the  physician  component  of  the  Consum- 
er Price  Index  gives  an  example  of  the  effect  that 
“voluntary  compliance”  can  have  in  curbing  infla- 
tion. As  a result  of  this  Association’s  activities,  phy- 
sicians’ fees  rose  only  1.7  per  cent  under  Phase  II. 
This  constitutes  one-third  the  rate  of  increases  prior 
to  the  Economic  Stabilization  Program.  In  this  re- 
spect, we  have  surpassed  the  original  expectations  of 
the  Cost  of  Living  Council,  which  called  for  halving 
the  inflationary  rates  of  the  period  prior  to  Phase  I. 

In  view  of  our  demonstrated  success  during  the 
past  year,  you  can  imagine  our  dismay  at  the  an- 
nouncement of  plans  for  Phase  III.  Although  most  of 
the  economy  is  now  expected  to  “voluntarily”  adhere 
to  the  general  guidelines  of  the  Cost  of  Living  Coun- 
cil, the  medical  profession  has  been  placed  under 
mandatory  regulations.  Indeed,  the  medical  profes- 
sion has  once  again  been  singled  out  under  special 
controls.  The  physicians  of  America  will  not  accept 
such  discriminatory  treatment.  This  profession 
must  not  become  the  victim  of  efforts  to  curb  infla- 
tion in  the  more  expensive  components  of  the  health 
care  industry,  which  due  to  their  internal  financial 
structure  have  been  unable  to  decelerate  increases  in 
their  prices. 

The  record  of  the  past  year  clearly  demonstrates 
that  physicians  are  able  to  effectively  control  their 
fees  through  voluntary  action.  The  record  of  the 
past  year  equally  clarifies  that  physicians’  fees  have 
not  been  an  inflationary  factor  in  health-care  costs. 
We,  therefore,  request  that  the  medical  profession 
be  exempt  from  special  regulations  under  Phase  III 
and  respectfully  request  an  early  opportunity  to  visit 
with  you  on  this  and  other  matters  of  critical  impor- 
tance to  the  nation  and  the  medical  profession. 

* * * 

Some  126  senators  and  congressmen  have  introduced 
an  improved  and  expanded  version  of  the  AMA-backed 
Medicredit  bill  for  national  health  insurance. 

Based  on  the  principle  of  using  tax  credits  to  spur 
the  purchase  of  comprehensive  health  insurance  for  all 
Americans,  the  Medicredit  proposal  has  four  chief 
bipartisan  sponsors:  Sen.  Vance  Hartke  (D.,  Ind.)  and 

Sen.  Clifford  Hansen  (R.,  Wyo.),  both  of  the  Senate 
Finance  Committee,  and  Rep.  Richard  Fulton  (D., 
Tenn.)  and  Rep.  Joel  Broyhill  ( R.,  Va.),  both  of  the 
House  Ways  and  Means  Committee. 

Russell  B.  Roth,  M.D.,  AMA’s  president-elect, 
joined  the  chief  sponsors  of  the  proposed  legislation 
after  its  introduction  into  the  Congress  at  a Capitol 
Hill  press  conference  and  detailed  the  new  provisions  of 
Medicredit  1973  which  include  dental  care  for  children, 
emergency  dental  care  for  all  ages,  and  improved  home 
health  services. 

Dr.  Roth  said  that  the  new  Medicredit  proposal 
should  cost  about  $12.1  billion,  approximately  the 

continued  on  page  733 
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continued  from  page  732 

same  as  last  year’s  bill.  He  explained,  however,  that 
while  new  benefits  have  been  added  to  the  1973  ver- 
sion, certain  modifications  had  been  made  to  the  new 
bill’s  deductible  and  coinsurance  features. 

The  Medicredit  bill  is  a three-pronged  approach  to 
providing  health-insurance  protection,  according  to  Dr. 
Roth.  The  proposal  would:  pay  the  full  cost  of  health 
insurance  for  those  too  poor  to  buy  their  own;  help 
those  who  can  afford  to  pay  a part  of  their  health  in- 
surance cost  on  the  basis  of  the  less  they  can  afford  to 
pay,  the  more  the  government  would  pay;  and  see  to  it 
that  no  American  would  have  to  bankrupt  himself  be- 
cause of  a catastrophic  illness. 

On  the  subject  of  the  catastrophic-illnesses  provi- 
sions of  the  bill,  Hartke  said: 

I have  been  appalled,  as  have  most  of  us,  by  the 
medical  horror  stories  that  have  been  brought  to  our 
attention.  Hardly  a week  passes  without  news  of  yet 
another  family  pauperized  by  catastrophic  illness  .... 

Under  Medicredit,  the  tragedy  of  catastrophic  ill- 
ness would  no  longer  be  worsened  by  the  threat,  or 
the  actuality,  of  financial  catastrophe.  No  American 
family  would  ever  again  face  the  prospect  of  losing 
its  savings,  its  home,  or  its  solvency  because  of  poor 
health  or  medical  bills. 

Broyhill  compared  the  Medicredit  bill  with  other  na- 
tional health  insurance  proposals  in  the  Congress: 

According  to  a report  prepared  for  the  House  Ways 


and  Means  Committee  during  the  last  session,  the 
Kennedy-Griffiths  proposal  would  have  cost  the  tax- 
payers a staggering  $91  billion  a year.  This  would 
have  meant  that  health  alone  took  up  about  one 
third  of  the  entire  Federal  budget 

Rich  or  poor,  everyone  under  this  proposal  would 
have  Uncle  Sam  pay  all  or  most  of  his  health-care 
bill  every  year. 

The  Medicredit  proposal,  on  the  other  hand,  is  de- 
signed to  spread  the  cost  of  medical  and  health  care 
fairly  and  equitably  over  the  population  on  the  basis 
of  each  American’s  ability  to  pay. 

Stating  that  Medicredit  is  designed  to  solve  the  most 
immediate  and  pressing  problems  of  the  nation’s 
health  care  system,  Hansen  emphasized  that  the  AMA 
plan  would  “unlock  the  financial  doors  that  bar  many 
Americans  from  high-quality  medical  care  . . . stress 
preventive  care,  annual  checkups,  out-of-hospital  diag- 
nostic services,  well-babv  care,  dental  care  for  children, 
and  home  health  services  . . . provide  psychiatric  care 
without  limit .... 

Predicting  that  Medicredit  would  wind  up  with  200 
sponsors  in  the  93rd  Congress — 25  more  than  in  the 
92nd — Fulton  noted  that  a third  of  the  sponsors  were 
Democrats,  which  establishes  the  AMA-backed  bill  as 
the  national  health  insurance  proposal  with  the  most 
bipartisan  support. 

Congressman  Fulton  said, 

What  this  bill’s  sponsors  are  endorsing  is  an  ap- 

continued  on  page  738 
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Brugarolas,  A.,  Han,  T.,  Takita,  H.,  and  Minowada, 

J.:  Immunologic  assays  in  lung  cancer;  skin  tests, 

lymphocyte  blastogenesis,  and  rosette-forming  cell 
count.  New  York  State  J.  Med.  73:  747  (Mar.  15)  1973. 

The  immunologic  status  of  21  patients  with  broncho- 
genic carcinoma  was  evaluated  by  studies  of  delayed 
hypersensitivity  skin  tests,  lymphocyte  blastogenesis, 
and  counting  the  rosette-forming  lymphocytes  (T  cells). 
There  was  a clinical  correlation  between  the  disease  stage 
and  the  results  of  the  various  tests  that  suggested  im- 
munodeficiency in  advanced  stages.  Reactions  to  skin 
tests  were  correlated  with  blastogenic  response.  Anergic 
patients  consistently  showed  low  counts  of  rosette- 
forming T lymphocytes  in  the  peripheral  blood  supply. 

Karayalcin,  G.,  Rosner,  F.,  and  Sawitsky,  A.: 

Quantitative  serum  immunoglobulins  in  healthy 
Negroes,  New  York  State  J.  Med.  73:  751  (Mar.  15)  1973. 

Recently  100  Negro  and  100  Caucasian  employees  of  a 
hospital  were  tested  for  serum  protein  and  immunoglob- 
ulin levels.  Equal  numbers  of  men  and  women  of  each 
race  were  tested.  The  total  protein  levels  were  identical. 
Levels  of  serum  albumin  and  alpha-2-globulin  were 
significantly  lower  in  Negroes  than  they  were  in  Cau- 
casians; levels  of  alpha-l-globulin,  beta  globulin,  and 
gamma  globulin  were  significantly  higher.  The  Negroes 
had  higher  levels  of  all  three  immunoglobulins,  A,  G, 
and  M,  than  did  the  Caucasians. 

Spagnolo,  S.  V.,  Hershberg,  P.  I.,  and  Zimmerman, 

H.  J.:  Medical  intensive  care  unit;  mortality  rate 

experience  in  a large  teaching  hospital.  New  York  State 
J.  Med.  73:  754  (Mar.  15)  1973. 

In  contrast  to  the  abundance  of  data  available  on 
mortality  rates  for  patients  hospitalized  in  coronary  care 
units,  similar  information  for  patients  admitted  to  in- 
tensive care  units  is  noticeably  scarce.  This  study  pro- 
vides such  information  for  213  patients  who  were  ad- 
mitted to  the  medical  intensive  care  unit  of  Boston 
Veterans  Administration  Hospital  during  a ten-month 
period. 

Rabies 

Hollis  S.  Ingraham,  State  health  commissioner,  re- 
cently reported  that  cases  of  animal  rabies  in  New 
York  State  appear  to  be  on  the  decline.  Only  134 
cases  of  rabies  were  confirmed  in  1971  compared  with 
260  cases  in  1970.  The  center  for  Disease  Control  re- 
ported a 34  per  cent  increase  in  national  cases  of  rabies 
for  the  same  time.  Dr.  Ingraham  warned  against  keep- 
ing wild  animals  as  pets  and  advised  people  not  to  ap- 
proach animals  in  the  wild,  especially  those  which  act 
friendly.  Failure  to  flee  at  the  approach  of  man  is 
often  a sign  of  illness,  possibly  rabies,  in  a wild  animal. 
He  also  said  that  the  number  of  rabid  bats  is  at  a rec- 
ord high.  Rabies  has  been  found  in  bats  throughout 
New  York  State. 
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continued  from  page  733 

proach  to  the  problem  of  financing  health  care. 
What  we  are  all  saying,  I think,  is  that  we  do  not 
believe  that  the  Federal  government  can,  or  should, 
assume  the  entire  burden  by  itself;  that  we  should 
build  on  what  we  have  instead  of  junking  it  and 
starting  out  again  from  scratch;  and  that  the  govern- 
ment role  should  be  confined  to  that  of  helping  those 
who  need  help 

* * * 

President  Nixon  plans  to  end  the  twenty-six-year-old 
Hill-Burton  program  of  Federal  grants  for  hospital  con- 
struction and  the  regional  medical  program.  His  fiscal 
1974  budget  also  calls  for  cutbacks  in  programs  for 
community  health  centers,  children’s  mental  health, 
and  alcoholism.  Under  the  budget,  Medicare  patients 
would  have  to  pay  an  additional  estimated  $1.2  billion 
of  their  hospital  and  medical  bills  in  the  next  eighteen 
months. 

Aside  from  Medicare  outlays  of  $12.6  billion,  the 
Federal  budget  for  health — most  of  it  under  the  De- 
partment of  Health,  Education,  and  Welfare — calls  for 
expenditures  of  $9.1  billion  in  the  twelve  months,  an 
increase  of  $700  million  over  the  current  fiscal  year 
which  ends  June  30,  1973. 

Some  National  Institutes  of  Health  research  pro- 
grams would  be  cut  back,  but  spending  on  cancer 
would  climb  $91  million  to  $445  million,  and  outlays  on 
heart  and  lung  diseases  would  increase  $28  million  to 
$250  million.  Special  emphasis  would  be  placed  on 
those  types  of  cancer  that  cause  the  highest  mortality 
rates;  lung,  breast,  large  bowel,  prostate,  bladder,  and 
pancreas.  Heart  research  would  focus  on  preventing 
arteriosclerosis  and  hypertension. 

The  NIH  program  of  support  for  training  of  research 
scientists,  now  $150  million  a year,  would  be  discontin- 
ued. The  Federal  government  also  would  reduce  its 
support  for  training  nurses,  veterinarians,  optometrists, 
podiatrists,  pharmacists,  and  public-health  personnel. 
Federal  support  would  be  concentrated  on  training  of 
physicians  and  dentists. 

President  Nixon’s  plans  for  cutbacks  in  some  health 
expenditures  were  foreshadowed  by  two  vetoes  of  HEW 
appropriation  bills  last  year. 

“My  strategy  for  health  in  the  1970s  stresses  a new 
Federal  role  and  basic  reforms  to  assure  that  economi- 
cal, medically  appropriate  health  services  are  available 
when  needed,”  he  said  in  his  budget  message. 

An  HEW  official  described  the  cutbacks  as  “a  con- 
scious decision  to  identify  those  programs  that  have 
fulfilled  their  purposes  already  or  are  unable  to.” 
HEW  officials  said  the  regional  medical  program, 
which  initially  was  designed  to  combat  heart  disease, 
cancer,  and  strokes,  never  achieved  its  goal  of  provid- 
ing better  planning  of  health  resources  locally  or  speed- 


ing research  knowledge  into  therapy.  Support  would 
be  continued  for  the  515  centers  established  under  the 
nine-year-old  community  mental-health  program,  but 
funds  would  not  be  provided  to  expand  the  number  to 
the  original  goal  of  2,000. 

In  the  Medicare  program,  the  Administration  is  be- 
ginning to  put  into  effect  nonlegislative  reforms  that 
are  estimated  to  save  the  government  $342  million  dur- 
ing the  remainder  of  this  fiscal  year.  The  President 
said  he  will  ask  Congress  for  authority  to  shift  $600 
million  a year  in  charges  to  Medicare  patients. 

The  combined  effect  of  the  legislative  proposals  and 
administrative  actions  would  be  a net  savings  to  the 
Federal  government  in  fiscal  year  1974  of  $849  million, 
according  to  the  proposed  budget  for  the  HEW. 

Effective  January  1,  1974,  if  Congress  agrees,  those 
who  are  hospitalized  would  have  to  pay  the  first  day's 
charge  for  room  and  board  and  10  per  cent  of  the 
charges  for  all  hospital  services  thereafter.  As  it  is 
now,  a Medicare  patient  pays  $72,  the  national  average 
cost  of  one  day  in  a hospital  by  a medicare  beneficiary, 
for  the  first  day  of  hospitalization  and  nothing  more 
until  the  sixty-first  day  when  he  begins  paying  $18  a 
day  toward  his  charges. 

A Medicare  spokesman  said  that  for  a patient  hospi- 
talized thirteen  days,  the  average  for  beneficiaries,  the 
cost  could  increase  from  $72  to  a minimum  of  $158.40. 
About  5 million  disabled  or  aged  sixty-five  or  older  will 
be  hospitalized  under  Medicare  during  the  next  fiscal 
year. 

Under  Medicare  Part  B,  the  voluntary  physician  in- 
surance that  will  cover  22.5  million  persons  next  year, 
the  patient  would  pay  the  first  $85  of  his  physician  bills 
and  25  per  cent  of  the  remainder.  He  now  pays  a $60. 
deductible  and  20  per  cent  of  subsequent  charges.  For 
a patient  with  a $500  physician  bill,  his  share  of  the  cost 
would  increase  from  $148  to  $188.75.  About  11.6  mil- 
lion beneficiaries  will  receive  medical  care  during  the 
next  fiscal  year. 

The  Nixon  Administration  plans  to  let  the  draft  law 
lapse  June  30  for  physicians  and  dentists  as  well  as 
general  military  personnel. 

In  announcing  in  late  January  that  no  more  draftees 
would  be  called  up  for  military  service,  outgoing  De- 
fense Secretary  Melvin  R.  Laird  urged  that  Congress 
approve  pay  incentives  for  military  physicians,  den- 
tists, nurses,  and  other  health  personnel  “so  that  they 
also  can  be  put  on  a volunteer  basis.”  This  led  some 
to  infer  that  physicians  and  other  health  personnel 
might  be  drafted  before  expiration  of  the  draft  law. 

But  the  defense  department  later  gave  assurances 
that  it  has  not  planned  to  call  up  any  more  physicians, 
That  Laird  only  was  emphasizing  the  importance  of 
the  pay  incentives. 

The  draft  call  for  physicians  was  for  1,600  in  late 
1972.  There  now  are  about  14,000  medical  personnel 
in  military  service. 
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Editorials 


Informed  consent:  a tightrope 


CAVEAT  DOCTOR  MEDICUS 

“Informed  consent”  presents  a new  and  serious 
problem  for  the  physician  and  has  great  potential 
for  harm  to  the  patient  too.  To  detail  all  dangers, 
each  and  every  possible  complication,  of  a gener- 
ally accepted  operative  procedure  or  of  a drug  in 
wide  use  can  affect  the  patient  adversely.  There 
is  no  procedure  and  no  drug  without  some  possible 
adverse  reaction.  Aspirin  can  cause  death  from 
angioneurotic  edema  of  the  glottis  with  asphyxia 
without  any  expressed  or  known  past  history  of 
hypersensitivity  on  the  part  of  the  patient,  the 
family,  or  the  physician.  Any  surgical  procedure 
can  be  followed  by  pulmonary  embolism  and 
death.  Shall  we  tell  the  patient  then  that  he  may 
die  if  we  give  him  a tablet  of  aspirin  or  if  we  re- 
move his  gallbladder?  The  harm  in  so  doing  can 
be  considerable. 

Yet,  in  the  present  climate  the  physician  must 
paint  a rather  complete  picture  of  all  risks  to  the 
patient  or  to  the  family.  Further,  it  is  desirable 
that  a record  be  kept  of  the  dangers  cited,  and 
notation  made  of  the  time,  place,  and  witnesses 
present.  In  the  case  of  mental  patients  or  of  mi- 
nors, the  family  becomes  the  surrogate  for  ob- 
taining an  “informed  consent.”  Also  the  with- 
holding of  drugs  can  become  a serious  and  culpa- 
ble error,  as  with  the  Tuskegee  Experiment;  even 
the  use  of  placebos  is  now  being  subjected  to 
question. 

This  is  particularly  true  for  the  clinical  trials  of 
newer  drugs  and  all  experimental  treatments.  A 
detailed  explanation  and  the  reasons  for  the  use  of 
the  drug  or  the  procedure,  accompanied  by  the 
presentation  of  all  potential  hazards,  is  now  be- 
coming necessary.  Local  research  committee  ap- 
proval is  the  minimum,  that  is,  a review  and  en- 
dorsement by  peers.  If  this  voluntary  control 
mechanism  fails,  then  regulation  by  a government 
agency  will  follow.  Britain  has  done  this  with 
panels  of  experts  responsible  for  evaluation  of 
drugs  and  trials  before  marketing.  Some  inter- 
pretations of  the  requirements  of  clinical  trials  ap- 
parently include  the  presentation  of  the  complex- 
ities of  “randomization”  and  “double-blind  stud- 
ies.” 

The  Tuskegee  Study  was  undertaken  to  estab- 


lish a control  in  untreated  syphilitic  patients.  Al- 
though justified  at  its  beginning,  when  effective 
therapy  was  questionable,  this  became  moot  and, 
in  fact,  wrong  when  the  efficacy  of  penicillin  was 
fully  established.  Yet  obviously  lack  of  controls 
can  vitiate  a clinical  trial  and  do  a great  deal  of 
harm  as  well.  When  Flexner  introduced  antime- 
ningococcus  serum  in  New  York  City  about  1908, 
he  did  not  leave  any  untreated  controls;  all  cases 
with  meningeal  signs  were  given  intrathecal 
serum.  We  know  of  this  error  today,  because 
many  of  those  patients  developed  isolated  perma- 
nent single  muscle  group  paralysis,  as  quadriceps 
palsy.  Meningitis  never  gives  this  type  of  compli- 
cation; whereas  poliomyelitis  frequently  does  so. 
His  results  of  this  clinical  trial,  which  established 
his  reputation,  were  really  meaningless;  yet  the 
serum  treatment  for  meningococcus  meningitis, 
requiring  repeated  intrathecal  injections,  persisted 
on  the  basis  of  this  faulty  clinical  trial  for  many 
years. 

Recently  a capable  scientist  injected  viable  can- 
cer cells  to  obtain  controls  for  immune  reactions; 
he  had  every  certainty — in  fact,  prior  proof — that 
no  harm  could  result,  and  in  fact  none  did.  He 
was,  nevertheless,  ultimately  found  guilty  of  “un- 
professional conduct”  and  all  but  had  his  licence 
to  practice  medicine  revoked  by  the  Medical 
Practice  Committee  and  the  State  Board  of  Re- 
gents, because  he  had  not  obtained  “informed 
consent,”  in  that  he  did  not  tell  the  patients  and 
make  sure  that  they  or  their  families  understood 
fully  what  he  was  doing  and  why. 

Whether  fully  “informed  consent,”  even  when 
granted  voluntarily,  from  prisoners  to  be  used  in 
trials  is  adequate  is  open  to  question  and  also  may 
conflict  with  our  moral  and  ethical  codes.  The 
use  of  students  and  even  the  use  of  self  may  need 
some  regulation,  too.  Undue  pressure,  of  a subtle 
and  not  so  subtle  nature,  prevails  which  may 
make  consent  apparently  openly  given,  not  the 
equivalent  of  a freely  given  informed  consent. 
There  is  peril  here!  Does  an  instructor  have  the 
right  to  give  a student  or  colleague  LSD  to  record 
the  reaction  without  a detailed  experimental  pro- 
tocol approved  by  the  Research  Committee? 
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Using  self  for  trials  may  be  dangerous  and  a 
manifestation  of  instability.  A physician  physiol- 
ogist with  a weight  problem  took  dinitrophenol  on 
her  own.  She  developed  cataracts  and  died  of  he- 
patic failure.  Many  others  can  be  cited.  A fa- 
mous one  with  an  erroneous  conclusion  that  per- 
sisted for  many  years  was  that  of  John  Hunter, 
who  gave  himself  gonorrhea  and,  unwittingly, 
syphilis  too,  to  prove  they  were  one  and  the  same 
disease.  He  died  of  syphilis. 

Just  how  much  should  the  physician  tell  the  pa- 
tient? This  can  be  difficult  as  well  as  time  con- 
suming. What  if  there  is  a language  problem? 
Or  what  if  the  patient’s  total  lack  of  basic  knowl- 
edge presents  a real  barrier  to  full  understanding? 
Yet  society  must  make  some  provision  for  trials  on 
humans  when  that  is  the  only  and  final  test.  Just 
how  can  human  trials  be  done?  If  not  to  be  done 
at  all,  will  not  medical  progress  be  hindered? 

It  is  obvious  that  at  present  a reasonable  and 
consistent  effort  must  be  made  by  the  physician 
to  present  the  potential  hazards  in  lay  terms,  or 
he  must  be  ready  to  bear  the  consequences.  “In- 
formed consent”  is  a new  requirement  of  practice; 
“implied  consent”  is  no  longer  adequate. 

Several  investigations  of  all  aspects  of  “con- 
sent” and  “informed  consent”  are  in  the  offing. 
The  General  Accounting  Office  will  present  a re- 
port in  January,  and  another  by  the  HEW  Secre- 
tary’s Committee  on  Medical  Malpractice  is  due, 
as  well  as  one  by  the  HEW  Citizen’s  Advisory 
Panel  on  the  Tuskegee  Experiment.  Senator 
Kennedy  and  his  Health  Subcommittee  of  the 
Labor  and  Public  Welfare  Committee  will  study 
abuses  in  “human  experiment.”  Senator  Hum- 
phrey has  introduced  legislation  to  establish  an 
independent  agency  to  review  medical  research 
programs  using  human  subjects. 

When  is  a treatment  fully  established  and  not 
to  be  withheld?  When  does  a trial  period  end? 
Is  a drug  ever  free  of  a potential  harmful  reac- 
tion? We  are  not  dealing  in  blacks  and  whites, 
but  in  grays  and  shades  of  gray.  The  lines  are  not 
sharp,  and  one  category  merges  into  another. 

In  general,  all  drugs  and  all  procedures  can  be 
subdivided  into  broad  categories,  which,  as  noted, 
overlap  one  another  and  merge:  (a)  those  known 

to  be  beneficial  with  only  an  occasional  complica- 
tion or  adverse  reaction;  (6)  those  beneficial  and 
fully  accepted  for  use  when  indicated  but  known 
to  have  some  dangerous  reactions;  and  (c)  those 
proved  by  animal  experiment  and  only  available 
and  indicated  for  clinical  trials  on  humans.  It  is 
the  last  group  that  demands  a hospital  or  a uni- 
versity for  its  testing.  There  must  be  a clinical 
research  committee  to  evaluate  the  entire  experi- 
ment in  detail.  An  individual  physician  should 
not,  and  must  not,  proceed  on  his  own  without 
these  safeguards. 

One  corollary,  not  sufficiently  stressed  thus  far, 
should  be  that  in  all  clinical  trials  there  must  be 


no  fee  charged  for  services  by  the  physician,  by 
the  hospital,  or  for  the  drug.  There  must  be  no 
other  chance  of  personal  gain  to  give  a bias  that 
may  affect  the  objectivity  of  the  testing  procedure. 

Acupuncture  has  been  defined  by  the  Board  of 
Regents  as  an  experimental  procedure,  that  is,  one 
not  yet  proved  and  fully  acceptable.  Therefore, 
there  should  be  no  charge  whatsoever  and  the  pro- 
cedure should  be  tried  only  in  a hospital  with  a 
research  committee.  At  least  this  recommenda- 
tion should  be  adhered  to  strictly  for  the  time 
being.  It  is  my  humble  opinion  that  with  no 
charge  or  profit  permissible,  much  of  the  present 
interest  in  acupuncture  will  disappear  into  the 
thin  air.  The  problem  would  then  be  solved  for 
objective  testing  only  can  determine  its  effective- 
ness. 

Permitting  an  individual  physician  or  group  the 
exclusive  use  of  a drug  lends  itself  to  abuses,  some 
very  serious  and  deserving  “secret  formula”  con- 
demnation, particularly  if  any  fee  is  charged  by 
anyone.  This  still  occurs  in  many  instances.  As 
an  example,  there  is  the  injection  of  a new  experi- 
mental silicone  preparation  to  remove  wrinkles. 
This  preparation  and  procedure  is  done  only 
under  the  auspices  of  an  individual  physician  who 
controls  the  so-called  “trial”  use  of  the  drug  osten- 
sibly for  determination  of  its  efficacy  only!  Ac- 
tually he  claims  that  he  charges  a fee  for  the  pro- 
cedure itself— not  for  the  drug— and  a good-size  fee 
it  may  be  too.  This  constitutes  a serious  chal- 
lenge to  the  code  of  ethics  and  is  an  invitation  for 
malpractice  suits. 

Great  difficulty  is  often  encountered  in  fully  es- 
tablishing the  truth  about  the  efficacy  of  a drug  or 
a procedure  with  complete  objectivity  and  no  bias. 
Once  effectiveness  is  established,  then  there  is  in- 
ferred the  duty  to  make  the  beneficial  information 
generally  known  immediately,  so  that  all  physi- 
cians can  utilize  it;  exclusive  use  is  improper  and 
unethical. 

It  behooves  all  physicians  to  realize  fully  that 
any  variation  from  the  routine,  yes  from  the 
“stick-in-the-mud”  diagnostic  routine  and  usual 
therapy,  without  obtaining  “informed  consent”  is 
done  at  his  own  risk,  even  though  medical  prog- 
ress can  be  hindered  thereby.  Promoting  medical 
knowledge  in  general  is  no  defense.  The  physi- 
cian must  concern  himself  with  the  welfare  of  the 
individual  patient  in  his  care.  This  is  the  basic 
Judeo-Christian  ethic,  of  the  dignity  of  man  made 
in  His  own  image. 

As  a result  of  the  new  more  rigid  safeguards 
now  being  demanded  for  all  therapy,  particularly 
with  new  drugs,  we  have  an  added  stimulus  for 
defensive  medicine,  that  is,  medical  care  given  to 
avoid  charges  of  experimentation  and  malpractice 
for  any  unexpected  poor  results.  Defensive  medi- 
cine not  only  delays  the  use  of  potent  drugs;  it 
also  leads  to  excessive  laboratory  and  x-ray  work 
and  unnecessary  consultations  done  for  the  record 
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more  than  for  the  patient.  All  of  this  is  done  in 
preparation  for  any  possible  defense  in  case  of  a 
suit,  in  a very  suit-conscious  society.  The  new 
more  stringent  drug  regulations  extend  and  ex- 
pand these  problems  for  the  physician.  Further- 
more, we  can  expect  that  many  future  drugs  will 
not  receive  clinical  trials  in  the  United  States; 
more  and  more  will  be  tried  in  Europe — as  if  Eu- 
ropeans are  expendable!  Remember  « (N-phthali- 
mido)  glutarimide  (Thalidomide)! 

The  problem  of  human  experimentation  and  in- 


formed consent  is  a complex  one,  and  a most  diffi- 
cult one,  involving  legal,  moral,  ethical,  and  reli- 
gious considerations  and  the  conscience  of  the 
physician.  There  is  no  single,  simplistic  answer. 
Each  specific  problem  must  be  judged  individu- 
ally in  its  narrow  application  to  the  patient  in- 
volved and  his  personal  welfare.  That  must  be 
the  only  consideration.  Then  only,  and  only  then, 
should  we  approach  the  problem  of  general  wel- 
fare; and  that  requires  “informed  consent.” 


CAVEAT  DOCTOR  MEDICUS! 
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Bronchogenic  carcinoma  has  been  known  to  be 
associated  with  various  degrees  of  impairment  of 
cell-mediated  immunity  by  different  investiga- 
tors.1-8 We  have  reported  in  the  past  the  correla- 
tion of  delayed  hypersensitivity  skin  test  reaction 
and  the  in  vitro  lymphocyte  blastogenesis  with  the 
stage,  survival,  and  response  to  therapy  of  patients 
with  carcinoma  of  the  lung.1 2'2  7'8  The  previous 
data  were  consistent  with  previous  reports.3 * *-6 * 

The  agreement  of  these  reports  suggests  that 
the  immunologic  status  of  patients  with  broncho- 
genic carcinoma  is  a decisive  factor  in  the  behav- 
ior of  the  disease;  consequently  valuable  clinical 
information  can  be  derived  from  the  routine  prac- 
tice of  an  immunologic  work-up. 

Comparative  studies  proving  the  reciprocity  and 
reliability  of  various  tests  have  not  been  reported 
before.  We  conducted  a cooperative  blind  study 
using  skin  tests,  lymphocyte  blastogenesis,  and 
number  of  spontaneous  rosette -forming  lympho- 
cytes, the  human  T-cell,  in  the  peripheral  blood 
supply  of  patients  with  bronchogenic  carcinoma. 
The  results  are  reported  here. 

* This  investigation  was  supported  in  part  by  the  U.S.  Pub- 
lic Health  Service  Grant  C A- 12318  and  a National  Institutes 
of  Health  General  Research  Support  Grant. 


The  immunologic  status  of  21  patients  with  bron- 
chogenic carcinoma  was  evaluated  by  studies  of 
delayed  hypersensitivity  skin  tests,  lymphocyte 
blastogenesis,  and  counting  the  rosette-forming 
lymphocytes  (T  cells).  There  was  a clinical  correla- 
tion between  the  disease  stage  and  the  results  of  the 
various  tests  that  suggested  immunodeficiency  in 
advanced  stages.  Reactions  to  skin  tests  were  cor- 
related with  blastogenic  response.  Anergic  patients 
consistently  showed  low  counts  of  rosette-forming 
T lymphocytes  in  the  peripheral  blood  supply. 


Material  and  methods 

Twenty-one  untreated  patients  with  ultimately 
proved  primary  carcinoma  of  the  lung  underwent 
skin  tests,  lymphocyte  stimulation  tests,  and 
counts  of  the  rosette-forming  lymphocytes  at  the 
time  of  the  initial  work-up  for  diagnosis  and  stag- 
ing of  the  disease.  The  standard  clinical  work-up 
consisted  of  a complete  history  and  physical  ex- 
amination, chest  roentgenograms,  blood  cell 
counts,  blood  chemistry  studies,  immunoglobulin 
determinations,  skeletal  survey,  bone  scan  using 
fluorine- 18,  urinalysis,  sputum  cytology,  bron- 
choscopy, mediastinoscopy,  biopsy  of  any  palpa- 
ble lymph  node,  thoracotomy  preceded  by  explor- 
atory laparotomy,  and  liver  biopsy  in  cases  where 
liver  metastases  were  suspected. 

One  of  the  authors  (H.T.),  who  did  not  know 
the  results  of  the  skin  test,  lymphocyte  stimula- 
tion tests,  and  rosette-forming  lymphocyte  counts, 
allocated  each  of  the  patients  into  one  of  two 
groups  on  the  basis  of  the  clinical  findings.  The 
patients  were  classified  as  having  (1)  localized  dis- 
ease when  the  carcinoma  was  limited  to  the  chest 
and  the  local  or  regional  lymph  nodes  (hilar, 
mediastinal,  and  supraclavicular,  and  as  having 

(2)  disseminated  disease,  when  hematogenous  me- 

tastases of  the  skin,  bone,  liver,  brain  and  other 

tissues  were  present  . 

Delayed  hypersensitivity  skin  tests.  One  of 

the  authors  (A.B.)  performed  the  skin  test  and 

read  the  reactions  forty-eight  hours  after  the  in- 
jection of  the  antigens.  The  skin-test  antigens 
used  were  Candida  albicans  extract  in  a 1:100 

dilution  of  full-strength  antigen;  mumps  antigen; 
purified  protein  derivative,  intermediate  strength 
containing  0.0001  mg.  of  antigen  in  0.1  ml.  of 
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freshly  prepared  solution;  and  streptokinase  strep- 
todornase  (Varidase),  containing  10  units  of  strep- 
tokinase and  2.5  units  of  streptodornase  in  0.1  ml. 
of  solution.  One  tenth  of  a cubic  centimeter  of 
each  antigen  was  injected  intradermally  into  the 
volar  surface  of  the  forearm.  The  size  (indura- 
tion, not  erythema)  of  the  reaction  was  measured 
and  recorded  forty-eight  hours  later. 

The  largest  reaction  to  any  one  of  the  skin  tests 
was  considered  as  the  representative  value,  and 
the  patients  were  classified  according  to  it  in  three 
categories:  good  reaction,  induration  of  25  mm.  or 
larger  in  diameter,  mild  reaction,  induration  from 
6 to  24  mm.  in  diameter;  and  no  reaction,  indura- 
tion of  5 mm.  or  less  in  diameter. 

Lymphocyte  stimulation  test.  One  of  the  au- 
thors (T.H.)  directed  the  lymphocyte  stimulation 
study.  Short-term  lymphocyte  cultures  were  set 
up  using  a whole-blood  method  previously  de- 
scribed.9 The  heparinized  blood  was  mixed  with 
RPMI  1640  culture  medium  containing  100  units 
of  penicillin  and  50  micrograms  of  streptomycin 
per  milliliter  at  a ratio  of  blood  to  medium  of 
1:20.  Three-ml.  aliquots  of  cell  suspensions  were 
transferred  to  16  by  125  mm.  Falcon  disposable 
plastic  culture  tubes.  The  following  mitogens 
were  added  to  each  tube:  10  micrograms  of  puri- 

fied phytohemagglutinin,  10  micrograms  of 
concanavallin  A,  and  0.1  ml.  of  reconstituted  poke- 
weed  mitogen.  Control  tubes  were  used  contain- 
ing no  mitogen.  The  culture  tubes  in  duplicate 
were  incubated  at  37°C.  for  five  days.  One  micro- 
curie FT-thymidine  (specific  activity,  2 c.  per  mil- 
limol)  was  added  to  each  tube  twenty-four  hours 
prior  to  harvesting  the  cells.  At  harvest,  the  cells 
were  washed  twice  with  freshly  prepared  cold  ace- 
tic acid  to  lyse  the  red  cells.  The  washed  pellet 
was  bleached  by  adding  0.05  ml.  of  30  per  cent  hy- 
drogen peroxide  and  heated  for  fifteen  minutes  at 
85°C.  The  cells  were  then  dissolved  in  0.5  ml.  of 
NCS  solubilizer,  10  ml.  of  toluene-based  scintilla- 
tion fluid  were  added,  and  radiation  was  counted 
in  a liquid  scintillation  counter.  The  results  were 
expressed  as  counts  per  minute. 

The  blastogenic  index  is  defined  as  a ratio  of 
counts  per  minute  in  stimulated  culture  and  in 
unstimulated  culture.  According  to  the  blasto- 
genic index,  the  results  were  classified  in  three 
categories:  high  stimulation,  blastogenic  index  of 
275  or  above;  moderate  stimulation,  blastogenic 
index  from  100  to  275;  and  low  stimulation,  blas- 
togenic index  of  100  or  less. 

Rosette-forming  lymphocyte  count.1011  One 

of  the  authors  (J.M.)  performed  all  tests  without 
knowing  any  clinical  status  of  the  patients  under 
this  study  protocol.  Ten  ml.  of  heparinized  ve- 
nous blood  were  used  to  obtain  lymphocytes  after 
passing  a leukocyte-rich  plasma  specimen  through 
a nylon  wool  column.  The  lymphocytes  were 


TABLE  I.  Skin  test  reactions  and  blastogenic  index  of 
patients  with  localized  and  disseminated  bronchogenic 
carcinoma 

Disease  Stage 


Result 

Local- 

ized 

Dissemi- 

nated 

Total 

Patients 

Skin  test  reaction 

Good 

6 

0 

6 

Fair 

10 

3 

13 

None 

0 

2 

2 

Blastogenic  index 

High 

6 

0 

6 

Moderate 

7 

2 

9 

Low 

3 

3 

6 

washed  three  times  in  saline  by  centrifugation  at  i 
200  g for  two  minutes  each,  and  were  brought  to  a 
cell  concentration  of  2 X 10°  per  milliter  in  vero-  j 
nal-buffered  saline  (pH  7.2).  At  this  point  0.1  ml. 
of  cell  suspension  was  mixed  in  a small  (7  by  100 
mm.)  test  tube  with  0.2  ml.  of  a 1 per  cent  sus- 
pension of  sheep  red  blood  cells  in  veronal-buff- 
ered saline,  and  the  mixture  was  centrifuged  at 
200  g for  three  minutes.  Up  to  this  stage,  all  pro- 
cedures were  carried  out  at  room  temperature. 

The  mixed  pellet  of  lymphocytes  and  sheep  red 
blood  cells  in  the  tube  was  left  undisturbed  at 
4°C.  for  two  hours.  Thereafter,  0.1  ml.  of  0.1  per 
cent  trypan  blue  in  phosphate-buffered  saline  was 
added  to  the  tube,  and  the  cells  were  pipetted 
gently  up  and  down  four  times  with  a Pasteur  pi- 
pette. An  aliquot  of  this  was  transferred  into  a 
hemocytometer,  and  the  number  of  rosettes  was 
scored  in  at  least  200  cells.  A rosette  was  defined 
as  a lymphocyte  with  3 or  more  sheep  red  blood 
cells  attached  to  its  surface.  Under  the  test  pro- 
cedure employed,  the  range  of  rosettes  in  the  pe- 
ripheral blood  lymphocyte  population  among  * 
healthy  subjects  was  found  to  be  between  30  and 
60  per  cent.1213 

Results 

Twenty-one  patients  with  primary  untreated 
bronchogenic  carcinoma  were  studied;  there  were 
19  males  and  2 females.  Their  ages  ranged  from 
forty-seven  to  seventy-seven  years  old;  the  average 
age  was  61.4  years. 

Eight  patients  had  squamous  cell  carcinoma  (38 
per  cent),  7 patients  adenocarcinoma  (33.3  per 
cent),  3 patients  oat-cell  carcinoma,  2 patients 
giant-cell  carcinoma,  and  1 patient  anaplastic  car- 
cinoma. 

Five  of  the  21  patients  had  disseminated  hema- 
togenous metastases,  and  16  had  localized  disease 
confined  to  the  lung  or  regional  lymph  nodes. 
Eight  of  the  latter  patients  underwent  thoracoto- 
my and  excision  of  the  tumor;  in  4 of  them  medi- 
astinal lymph  nodes  showed  no  evidence  of  tumor 
metastases.  The  other  8 patients  had  obvious 
mediastinal  metastases  or  proved  supraclavicular 
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TABLE  II.  Correlation  of  delayed  hypersensitivity  skin  test 
and  blastogenic  index 

Delayed  hypersensitivity  skin  test  reaction 

< — - — Induration  Size 

Blastogenic  (millimeters) 


Index 

5 

6 to  24 

25 

Total 

<100 

1 

5 

0 

6 

100  to  275 

1 

5 

-3 

9 

>275 

0 

3 

3 

6 

Totals 

2 

13 

6 

21 

lymph  node  tumor  involvement.  All  of  these  pa- 
tients had  no  clinically  proved  or  suspected  hema- 
togenous metastases  to  skin,  liver,  brain,  bone, 
kidney,  or  other  tissue.  Five  patients  had  demon- 
strable hematogenous  spread  of  their  tumors. 

Delayed  hypersensitivity  skin  tests  (Table  I). 

Among  the  16  patients  with  localized  disease  (lo- 
calized or  lymphatic  metastases  only),  6 had  a 
good  reaction  (induration  larger  than  25  mm.  in 
diameter)  to  one  of  the  skin  tests  and  10  had  mild 
reactions  (from  6 to  24  mm.  in  diameter).  None 
of  the  patients  in  this  group  was  anergic.  On  the 
other  hand,  3 patients  with  disseminated  disease 
had  mild  skin  test  reactions,  and  2 were  anergic. 
None  of  these  patients  had  a good  skin-test  reac- 
tion. 

Lymphocyte  stimulation  test  (Table  I).  The 

blastogenic  index  to  phytohemagglutinin, 
concanavallin  A,  and  pokeweed  mitogen  gave  com- 
parable values;  phytohemagglutinin  was  selected 
in  this  study  because  it  is  the  strongest  mitogen  of 
human  lymphocytes. 

Among  the  patients  with  localized  disease,  6 
had  a high  blastogenic  index,  7 a moderate  blasto- 
genic index,  and  3 a low  blastogenic  index. 
Among  the  patients  with  disseminated  disease,  2 
patients  had  a moderate  blastogenic  index  and  3 a 
low  blastogenic  index.  None  of  the  patients  in 
this  latter  group  had  a high  blastogenic  index. 

Correlation  of  skin  test  and  blastogenic  index. 

Despite  the  small  number  of  patients  studied,  a 
significant  degree  of  reciprocity  among  these  two 
tests  was  observed.  One  anergic  patient  was 
found  to  have  a low  blastogenic  index.  In  14 
patients  who  presented  a good  or  mild  skiri- 
test  reaction,  the  blastogenic  index  was  not  low. 
In  5 patients  a mild  skin-test  reaction  was  asso- 
ciated with  a low  blastogenic  index.  Three  of  the  6 
patients  with  good  skin-test  reactions  had  a high 
blastogenic  index  (Table  II). 

Correlation  of  skin  test  reaction  and  count  of 
rosette-forming  lymphocytes.  A remarkable  de- 
crease in  rosette-forming  lymphocytes  was 
demonstrated  in  both  patients  who  were  aner- 


gic in  the  skin  test.  Except  in  this  group,  there 
was  no  correlation  between  the  skin  test  and  the 
score  of  rosette-forming  lymphocytes.  It  should 
be  noted,  however,  that  the  majority  of  the  pa- 
tients with  lung  cancer  studied  in  this  series  (19  of 
21)  revealed  a significantly  lower  number  of  ro- 
sette-forming lymphocytes  than  the  healthy  con- 
trol subjects  as  well  as  similar  patients  with 
breast  cancer.14  It  remains  to  be  seen  whether 
diminished  rosette-forming  lymphocytes  in  lung 
cancer  cases  are  characteristic  to  this  particular 
cancer. 

Comment 

There  was  a close  correlation  of  the  results  of 
the  delayed  hypersensitivity  skin  test  and  the 
lymphocyte  stimulation  test  with  respect  to  the 
clinical  stage  of  the  patients  with  bronchogenic 
carcinoma.  Fourteen  patients  (66.7  per  cent)  pre- 
sented consistent  reactions  to  skin  tests  and  lym- 
phocyte blastogenic  response. 

The  overall  correlation  with  the  clinical  stage 
was  slightly  better  for  skin  tests  as  in  a larger  se- 
ries.1 However,  skin-test  reactions  may  not  be 
absolutely  reliable  because  of  the  incidence  of 
anergy  due  to  the  lack  of  previous  exposure  to  the 
antigens.  Delayed  hypersensitivity  skin  testing 
using  de  novo  antigens  such  as  dinitrochloroben- 
zene  may  give  false  negative  results;  by  increasing 
the  number  of  skin  tests  to  enough  for  20  antigens, 
there  still  could  be  a falsely  anergic  patient.14’15 

For  these  reasons,  lymphocyte  stimulation  tests 
provide  practical  and  excellent  complementary  in- 
formation. We  have  been  able  occasionally  to  de- 
tect a day-to-day  change  in  the  blastogenic  index. 
For  example,  following  the  excision  of  a carcinoma 
of  the  lung,  1 patient  presented  a consistent  and 
early  improvement  of  the  blastogenic  index  from 
23  to  230.  On  the  other  hand,  we  have  not  been 
able  to  detect  changes  in  the  skin-test  reactions 
earlier  than  one  month  after  the  resection  of  a 
bronchogenic  carcinoma. 

Skin  tests  and  lymphocyte  stimulation  tests 
seem  to  measure  the  immunocompetence  of  pa- 
tients with  bronchogenic  carcinoma  with  relative 
accuracy.  The  basic  biologic  mechanisms  in- 
volved with  each  of  these  two  tests  are  different, 
and  their  convergence  in  the  results  reflects  the 
status  of  the  patients  more  precisely. 

The  number  of  spontaneous  rosette-forming 
lymphocytes  with  sheep  red  blood  cells  in  the  pe- 
ripheral blood  appears  to  correlate  with  the  skin- 
test  reaction,  although  scattering  and  overlapping 
make  the  test  less  precise.  While  spontaneous  ro- 
sette-forming lymphocytes  of  man  have  been  re- 
ported to  represent  the  human  T lymphocytes,  the 
relative  number  of  T cells,  as  detected  by  rosettes 
with  sheep  red  blood  cells  and  the  patient’s  prog- 
nosis, have  been  correlated  well  in  patients  with 
breast  cancer.1-'16, 17  This  type  of  finding  is  of  im- 
portance, since  thymus-derived  lymphocytes  (T 
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cells)  not  thymus-independent  lymphocytes  (B 
cells),  generally  have  been  thought  to  play  a 
major  role  in  immunologic  intervention  in  the  tar- 
get tumor  cells  by  the  host.  It  is  remarkable, 
however,  that  most  of  the  patients  with  lung  can- 
cer presented  in  this  report  had  a low  number  of 
rosette-forming  lymphocytes  in  circulation. 
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Racial  differences  in  serum  protein  concentra- 
tions have  been  described.1-6  The  most  striking 
difference  is  markedly  higher  serum  gamma  glob- 
ulin levels  in  Negroes  compared  with  Caucasians, 
although  slight  decreases  in  serum  albumin  and 
alpha-2-globulin  and  slight  increases  in  alpha- 1- 
globulin  and  beta  globulin  levels  have  also  been 
described.1-4-6  Quantitative  measurements  of 
serum  immunoglobulins  in  Negroes  have  mostly 
been  performed  on  African  populations.7  11 
Serum  immunoglobulin  levels  in  healthy  Ameri- 
can Negroes  is  the  subject  of  the  present  report. 

Materials  and  Methods 

One  hundred  healthy  black  and  100  healthy 
white  physicians,  nurses,  technicians,  and  other 

‘Hyland  Laboratories,  Los  Angeles,  California. 

TABLE  I.  Serum  protein  levels  (Gm.  per  100  ml.,  mean 


Recently  100  Negro  and  100  Caucasian  employees 
of  a hospital  were  tested  for  serum  protein  and  im- 
munoglobulin levels.  Equal  numbers  of  men  and 
women  of  each  race  were  tested.  The  total  protein 
levels  were  identical.  Levels  of  serum  albumin  and 
alpha-2-globulin  were  significantly  lower  in  Negroes 
than  they  were  in  Caucasians;  levels  of  alpha- 1- 
globulin,  beta  globulin,  and  gamma  globulin  were 
significantly  higher.  The  Negroes  had  higher 
levels  of  all  three  immunoglobulins,  A,  G,  and  M, 
than  did  the  Caucasians. 


employees  of  the  Queens  Hospital  Center  volun- 
teered to  participate  in  the  study.  From  each 
subject  blood  was  withdrawn  by  vein  puncture 
and  allowed  to  clot  at  room  temperature.  After 
clot  retraction,  the  blood  was  centrifuged  and  the 
serum  separated  and  stored  at  — 20°C.  until  ana- 
lyzed, usually  within  three  weeks. 

The  three  major  immunoglobulins  (IgG,  IgA, 
and  IgM)  were  measured  by  single  diffusion  in 
agar  using  prepared  plates  (Immuno-plates).* 
Serum  protein  fractions  were  determined  by 
paper  electrophoresis  and  quantified  as  described 
by  Siegel  et  al.e  All  blood  samples  were  presented 
to  the  technician  for  analysis  identified  only  by  a 
number  and  thus  were  analyzed  in  an  unbiased 
manner. 

Results 

Fifty  black  men  and  50  black  women  had  mean 
total  protein  levels  identical  with  50  white  men 
and  50  white  women,  respectively  (Table  I). 
Mean  serum  albumin  and  alpha-2-globulin  were 
significantly  decreased  (p  <0.01)  and  mean  serum 
alpha- 1-globulin,  beta  globulin,  and  gamma  glob- 
ulin significantly  increased  (p  <0.01)  in  black 
men  and  women  compared  with  white  men  and 
women,  respectively.  The  differences  were  most 
marked  in  the  gamma  globulin  levels. 

Black  subjects,  both  men  and  women,  had 
higher  levels  of  all  3 classes  of  immunoglobulins 
than  did  white  men  and  women  (Table  II). 

Comment 

Among  the  various  factors  implicated  to  explain 
standard  deviation)  in  healthy  Negroes  and  Caucasians 


M en -n  W omen 

Variable  Black  (50)  White  (50)  Black  (50)  White  (50) 


Age  in  years 

31.3 

zb 

12.3 

31.2 

zb 

13.6 

33.1 

zb 

19.3 

34.6 

zb 

14.7 

Total  protein 

7.8 

zb 

0.6 

7.9 

zb 

0.3 

7.7 

zb 

0.5 

7.8 

zb 

0.6 

Albumin 

4.2 

zb 

0.5 

4.7 

zb 

0.4 

4.1 

zb 

0.7 

4.4 

zb 

0.4 

Alpha-l-globulin 

0.22 

zb 

0.09 

0.18 

dz 

0.07 

0.20 

zb 

0.05 

0.17 

zb 

0.06 

Alpha-2-globulin 

0.76 

zb 

0.18 

0.81 

zb 

0.19 

0.74 

zb 

0.20 

0.80 

zb 

0.23 

Beta  globulin 

0.96 

zb 

0.16 

0.92 

zb 

0.22 

0.97 

dr 

0.16 

0.89 

zb 

0.18 

Gamma  globulin 

1.48 

zb 

0.30 

1.25 

zb 

0.24 

1.41 

zb 

0.20 

1.23 

zb 

0.24 
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TABLE  II.  Quantitative  serum.immunoglobulin  levels  (mg.  per  100  ml.,  mean  ± standard  deviation)  in  healthy  Negroes  and 

Caucasians 


Immuno- 

globin 

. Men- 

Black 

White 

Probability 

Black 

— Women 

White 

Probability 

A 

275  ± 73 

233  db  53 

<0.01 

267  ± 

63 

234  ± 52 

<0.01 

G 

1114  ± 227 

959  ± 182 

<0.01 

1053  db 

169 

925  ± 138 

<0.01 

M 

139  db  50 

103  ± 39 

<0.01 

148  ± 

42 

101  ± 32 

<0.01 

the  higher  gamma  globulin  levels  in  Negroes  com- 
pared with  Caucasians  are  infection  with  parasitic 
or  tropical  diseases,  liver  disease,  and  malnutri- 
tion. These  factors  may  explain  the  high  globulin 
levels  in  African  populations  where  malnutrition 
and  tropical  diseases  are  endemic  or  epidemic.6.-11 
Infection,  rather  than  liver  disease,  may  be  re- 
sponsible for  the  increase  in  all  major  classes  of 
immunoglobulin  in  sickle-cell  anemia,  since  pa- 
tients with  thalassemia  major  have  normal  immu- 
noglobulin levels.12 

In  the  United  States,  healthy  Negroes  without 
malnutrition,  liver  disease,  tropical  diseases,  or 
parasitic  infestation  also  have  elevated  levels  of  all 
immunoglobulin  levels  when  contrasted  with  com- 
parable white  subjects.  This  observation  has 
been  substantiated  in  the  study  reported  here  as 
well  as  in  earlier  reports,  indicating  that  a genetic 
factor  is  probably  responsible  for  the  racial  differ- 
ences in  immunoglobulins  if  sarcoidosis  and  tu- 
berculosis can  be  ruled  out.13-15 

In  Venezuela,  immunoglobulin  G levels  in  blood 
bank  donors  in  whom  Chagas  disease  has  been  ex- 
cluded by  a negative  complement  fixation  test  re- 
sult are  greater  than  in  American  Caucasians  but 
comparable  to  those  of  American  Negroes.16  The 
offered  explanation  for  this  observation  is  that  the 
various  proportions  of  Indian,  Caucasian,  or  Negro 
blood  in  Venezuelans  is  unknown,  and  hence  the 
increased  immunoglobulin  G levels  may  be  due  to 
the  Negro  component.2 

It  is  possible  that  both  environmental  and  ge- 
netic factors  play  a role.  Such  an  argument  is 
supported  by  the  observation  that  abnormalities 
in  serum  protein  fractions  of  some,  but  not  all, 
West  African  men  who  moved  to  Britain  were  par- 
tially reversible  after  a prolonged  stay  in  Britain.17 

One  might  speculate  that  racial  susceptibility 
or  immunity  to  certain  disease  states  may  be  re- 
lated to  serum  immunoglobulin  levels.  For  exam- 
ple, a marked  race-related  difference  has  been  ob- 
served in  patients  with  sarcoidosis  where  levels  of 
IgG  and  IgA  were  normal  in  all  12  white  patients; 
and  IgM  levels  were  elevated  in  3 of  the  12  pa- 
tients.14 However,  among  Negro  patients,  levels 
of  IgA  were  significantly  elevated  in  all  types  and 
stages  of  sarcoidosis,  most  markedly  in  chronic 
and  advanced  disease.  Levels  of  IgM  were  fre- 
quently high,  and  levels  of  IgM  infrequently  ele- 
vated in  Negro  patients  with  sarcoidosis.  Fur- 
thermore, rheumatoid  factors  (anti-gamma-G 
globulins)  have  been  found  in  greater  frequency 
among  Negroes  than  among  whites.15 


In  the  present  study,  all  the  subjects,  both 
Negro  and  white,  male  and  female,  were  clinically 
healthy  and  appeared  to  be  well  nourished;  there 
was  no  reason  to  suspect  any  chronic  infectious  ■ 
illness.  A specific  assessment  of  environmental 
factors  in  these  “healthy”  subjects  was  not  made. 

Summary 

Mean  levels  of  the  three  major  classes  of  serum 
immunoglobulin  were  higher  in  100  healthy  black 
American  men  and  women  than  in  100  white  men 
and  women.  Previously  reported  increases  in  im-  : 
munoglobulin  levels  in  African  Negroes  may  be 
related  to  a variety  of  ethnic,  viral,  bacterial,  pro-  , 
tozoal,  and  helminthic  diseases.  In  the  United 
States,  in  the  absence  of  tuberculosis,  sarcoidosis, 
liver  disease,  and  malnutrition,  differences  in  im- 
munoglobulin levels  may  represent  racial  differ- 
ences due  to  genetic  factors.  Since  environmental 
factors  were  not  examined,  a genetic  cause  cannot 
be  assured. 
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Numerous  reports  on  the  establishment  and  uti- 
lization of  medical  intensive  care  units  have  been 
published.  Although  many  reports  on  results  ob- 
tained in  coronary  care  units  are  available,  there 
is  essentially  no  similar  data  on  patient  results  for 
intensive  care  units.  It  is,  therefore,  interesting 
that,  while  a large  number  of  hospitals  are  estab- 
lishing such  facilities,  there  has  thus  far  been  little 
justification  for  either  their  establishment  or  utili- 
zation, at  least  in  terms  of  improved  patient  mor- 
tality rate  figures.  The  lack  of  such  information 
is  believed  to  be  a serious  impediment  to  both 
their  justification  and  further  utilization.  In  the 
present  study,  it  has  been  determined  that  at 
least  47  per  cent  (100  out  of  213)  of  patients  who 
were  admitted  to  the  medical  intensive  care  unit 
of  a large,  well-staffed,  Boston,  teaching  hospital 
died  before  discharge.  Sixty  of  these  deaths  oc- 
curred while  the  patient  was  resident  on  the  in- 
tensive care  unit,  and  an  additional  40  took  place 
following  transfer  to  the  wards.  Patients  who 
died  in  the  intensive  care  unit  spent  a slightly 
greater  number  of  days  in  the  unit  than  those  who 
survived  (4.7  versus  4.3).  Most  deaths  were  due 

•Supported  in  part  by  grants  from  the  National  Aeronautics 
and  Space  Administration  (NGR  22-007-203)  and  the  U.S. 
Public  Health  Service  ( 1R18  HS-00307-01  HCS). 


to  massive  gastrointestinal  hemorrhage,  respirato- 
ry failure,  infection,  and  acute  myocardial  infarc- 
tion. Eighty  per  cent  of  patients  admitted  to  the 
intensive  care  unit  with  a diagnosis  of  cirrhosis 
subsequently  died  during  hospitalization.  Corrob- 
oration of  data  obtained  from  this  study  remains 
to  be  performed. 

The  past  decade  has  shown  a dramatic  growth 
in  special  medical  units  for  the  intensive  care  of 
very  sick  patients  throughout  hospitals  in  the 
United  States  and  abroad.  Such  units  were  ini- 
tially established  to  care  for  all  of  the  hospital’s 
patients  who  required  close  supervision  and  man- 
agement because  of  any  medical  problem.  Over 
the  course  of  the  past  five  to  ten  years,  there  has 
been  a trend  toward  specialization  in  most  of  the 
larger  hospitals,  so  that  we  now  see  different  spe- 
cial care  units  for  medically  ill  patients  and  for 
those  individuals  who  require  careful  management 
during  recovery  from  surgical  procedures.  In  addi- 
tion, the  larger  medical  institutions  now  provide 
special  intensive  care  facilities,  “coronary  care 
units,”  for  the  management  of  coronary  patients 
and  for  other  patients  who  require  such  care  for  a 
variety  of  medical  reasons.u.2  Such  other  medical 
reasons  can  include  massive  gastrointestinal  hem- 
orrhage, respiratory  failure,  cirrhosis  both  with 
and  without  internal  bleeding,  sepsis,  renal  fail- 
ure, nonterminal  cancer,  complications  of  diabetes 
mellitus,  severe  congestive  heart  failure,  and  other 
medical  conditions  producing  a critically  ill  indi- 
vidual who  nevertheless  retains  the  ability  to  sur- 
vive his  acute  illness. 

It  is  generally  agreed  that  there  is  a very  defi- 
nite need  for  such  intensive  care  units  and  that 
they  serve  an  extremely  important  role  in  the  de- 
livery of  modern  health  care  services.  Intensive 
care  units  have  been  well  described  in  the  litera- 
ture, and  numerous  articles  have  been  published 
on  the  appropriate  design,  equipping,  staff  ratios, 
types  of  patients  to  be  admitted,  and  other  as- 
pects of  such  units. :i-5  Virtually  all  of  our  larger 
hospitals  already  have  both  acute  intensive  and 
coronary  care  units.  Each  of  these  units  serve  a 
different  and  important  purpose,  so  that  there  is 
little  debate  on  the  subject  of  separating  these  two 
groups  of  patients  It  is  now  well  recognized  that 
coronary  care  units  accomplish  a great  deal  with 
respect  to  the  treatment  of  patients  who  have  re- 
cently sustained  acute  myocardial  infarctions. 
During  the  past  ten  years,  great  emphasis  has 
been  placed  on  reducing  mortality  rates  from 
myocardial  infarction  through  the  introduction  of 
such  special  units  to  care  for  these  patients.  The 
establishment,  organization,  treatment  plans,  and 
results  of  these  units  have  been  widely  described 
in  the  literature.6-10  Since  the  first  reports  on 
such  units,  it  has  become  well  recognized  that  one 
of  the  key  measures  of  success  versus  failure  would 
be  in  terms  of  the  survival  of  hospitalized  pa- 
tients.11- 15 


754  New  York  State  Journal  of  Medicine  / March  15,  1973 


In  contrast  to  the  abundance  of  data  available  on 
mortality  rates  for  patients  hospitalized  in  coronary 
care  units,  similar  information  for  patients  ad- 
mitted to  intensive  care  units  is  noticeably  scarce. 
This  study  provides  such  information  for  213  pa- 
tients who  were  admitted  to  the  medical  intensive 
care  unit  of  Boston  Veterans  Administration  Hospi- 
tal during  a ten-month  period. 


TABLE  I.  Ages  of  213  patients  on  admission  to  intensive 
care  unit  from  July  1,  1970,  to  May  1,  1971 


Age 

(Years) 

Number  of 
Patients 

Per  Cent  of 
Patients 

<20 

1 

0.5 

20  to  29 

8 

3.8 

30  to  39 

12 

5.6 

40  to  49 

52 

24 

50  to  59 

65 

30 

60  to  69 

37 

17 

70  to  79 

32 

15 

80  to  89 

6 

2.8 

It  is  therefore  somewhat  surprising  that,  despite 
the  wealth  of  data  which  is  available  on  mortality 
rates  for  patients  who  have  been  hospitalized  in 
coronary  care  units,11-15  there  is  essentially  no  in- 
formation in  the  literature  on  results  for  patients 
admitted  to  intensive  care  units.  In  other  words, 
the  numerous  reports  on  data  for  coronary  pa- 
tients appear  to  completely  overshadow  similar 
publications  on  medical  patients  receiving  inten- 
sive care  for  other  reasons.  It  was  because  of  this 
well  recognized  void  in  available  medical  data 
that  this  study  was  initiated. 

Methods 

During  the  period  from  July  1,  1970,  to  May  1, 
1971,  213  patients  were  admitted  to  the  medical 
I.C.U.  (intensive  care  unit)  at  the  Boston  Veter- 
ans Administration  Hospital.  Prior  to  entry  into 
that  unit,  thorough  screening  had  been  performed 
by  a senior  medical  resident  assigned  to  the  I.C.U. 
Even  in  the  case  of  very  ill  patients  for  whom  ad- 
mission or  transfer  to  the  I.C.U.  was  requested, 
thorough  screening  by  the  senior  medical  resident 
insured  the  admission  of  almost  all  myocardial  in- 
farction patients  to  the  coronary  care  unit.  Such 
patients  have,  therefore,  been  largely  excluded 
from  consideration  in  this  study.  An  attempt  was 
also  made  to  refuse  admission  to  patients  with 
known  cancer  unless  their  malignant  disease  was 
under  control  and  they  were  in  need  of  intensive 
care  for  some  other  reason.  Any  patient  whose 
immediate  condition  appeared  terminal  or  hope- 
less was  similarly  denied  admission  by  the  hospi- 
tal’s management  plan. 

The  I.C.U.  described  in  this  report  contains 
eight  beds,  and  all  patients  hospitalized  therein 
had  continuous  monitoring  of  their  electrocardio- 
graphic findings.  The  unit  included  facilities  for 
arterial  blood  gases  and  pH,  portable  roentgeno- 
grams, fluoroscopic  examinations,  continuous 
monitoring  of  intra-arterial  blood  pressure,  and 
pulmonary  wedge  pressure  studies,  which  could  be 
rapidly  obtained  as  required  for  the  care  of  each 
patient.  The  latest  and  most  modern  technics  for 
the  management  of  acutely  ill  respiratory  patients 
were  available,  and  resident  and  staff  physicians 


with  special  training  in  the  treatment  of  pulmo- 
nary disease  were  always  on  call.  In  some  pa- 
tients catheters  were  placed  in  the  superior  mes- 
enteric artery  for  constant  perfusion  of  experimen- 
tal drugs  used  in  the  treatment  of  bleeding  esoph- 
ageal varices.  The  I.C.U.  was  staffed  at  night  by 
an  intern  or  a junior  medical  resident  and  by  a se- 
nior resident.  During  the  day  the  staff  consisted 
of  interns  and  junior  and  senior  residents,  who 
were  supervised  by  the  chief  medical  resident.  In 
all  cases  the  patients  were  kept  in  the  I.C.U.  until 
they  were  clinically  stable  and  had  improved  to 
the  point  at  which  their  attending  physicians  be- 
lieved that  transfer  to  the  medical  ward  was  ap- 
propriate. 

Results 

The  age  distribution  of  the  213  consecutive  pa- 
tients considered  in  this  report  is  shown  in  Table 
I.  The  youngest  patient  was  nineteen  years  old, 
and  the  oldest  was  almost  ninety.  Sixty  per  cent 
of  the  patients  (129)  were  between  thirty  and 
sixty  years  of  age;  35  per  cent  (75)  were  over  sixty. 
Because  the  hospital’s  admission  requirements 
usually  included  prior  military  service,  there  were 
only  2 female  patients  among  the  group  studied. 
During  the  time  period  covered  by  this  report, 
100  of  the  213  patients  who  were  cared  for  in  the 
I.C.U.  died  prior  to  discharge  from  the  hospital. 
Of  the  surviving  113  individuals,  in  August,  1971, 
2 still  remained  in  the  hospital  for  chronic  care,  and 
there  was  some  doubt  regarding  their  eventual 
discharge.  The  remainder  had  received  as  much 
benefit  from  their  hospital  care  as  could  be  ren- 
dered and  were  discharged.  Of  the  100  fatal  cases, 
60  died  in  the  I.C.U.,  and  40  died  following  their 
transfer  from  the  I.C.U.  to  a bed  on  the  medical 
service.  The  mean  number  of  days  spent  in  the 
I.C.U.  for  each  group  is  also  of  interest.  Patients 
who  died  in  the  I.C.U.  had  spent  a mean  of  4.7 
days  there.  For  patients  who  died  following  trans- 
fer from  the  I.C.U.,  the  mean  residency  in  the 
I.C.U.  had  been  6.3  days.  For  patients  who  sur- 
vived, it  had  been  4.3  days. 

The  clinical  diagnoses  of  patients  who  died  in 
the  I.C.U.  and  the  ward  are  shown  in  Table  II. 
Many  of  these  patients  had  severe  and  life- 
threatening  illness  superimposed  on  other  more 
chronic  conditions.  Thirteen  patients  who  died 


March  1 5,  1 973  / New  York  State  Journal  of  Medicine  755 


TABLE  II.  Primary  causes  of  death 


Clinical  Diagnosis  and 
Number  of  Patients 

Died  in 
Intensive 
Care 
Unit 

Died  in 
Ward 

Mortal- 
ity Rate 
(Per 
Cent) 

Massive  upper  gastrointestinal 
hemorrhage  (21)  8 

5 

62 

Respiratory  failure  (25) 

6 

5 

44 

Cirrhosis  (12) 

6 

4 

83 

Cirrhosis  with  hemorrhage 

(13) 

5 

5 

77 

Sepsis  and/or  infection  (22) 

9 

1 

45 

Acute  myocardial 
infarction  (10) 

4 

5 

90 

Cancer  (10) 

6 

2 

80 

Diabetes  mellitus  with 
complications  (15) 

4 

0 

27 

Congestive  heart  failure  (17) 

2 

2 

23 

Renal  failure  (20) 

2 

2 

20 

Cerebrovascular  accident  (5) 

0 

3 

60 

Drug  overdose  (13) 

1 

0 

7 

Asthma  (5) 

0 

0 

0 

Hypertension  (10) 

1 

0 

10 

Other  (15) 

6 

6 

80 

60 

40 

47 

had  massive  gastrointestinal  hemorrhage;  5 of 
these  had  been  bleeding  from  esophageal  varices. 
The  specific  site  of  bleeding  was  unclear  in  4 pa- 
tients. The  others  had  been  bleeding  from  an 
ulcer  or  gastric  erosion. 

Only  4 I.C.U.  patients  died  from  acute  myocar- 
dial infarction,  since  patients  suspected  of  having 
sustained  an  acute  myocardial  infarction  were  ad- 
mitted to  the  hospital’s  coronary  care  unit  rather 
than  to  the  I.C.U.  These  4 patients  were  admit- 
ted in  shock,  attributed  to  acute  myocardial  in- 
farction only  on  postmortem  examination. 

Six  of  the  patients  who  died  in  the  I.C.U.  had 
malignant  neoplasm;  4 of  these  patients  had  car- 
ried a diagnosis  of  “malignant  disease”  prior  to 
entering  the  I.C.U.  and  had  been  admitted  for 
treatment  of  some  other  complicating  problem. 
These  patients  were  considered  to  have  sufficient 
likelihood  of  survival  to  warrant  I.C.U.  care  for 
the  secondary  complication.  In  the  remaining  2 
patients,  lung  cancer  was  not  found  until  the 
postmortem  examination. 

Comment 

The  past  ten  years  have  demonstrated  a dra- 
matic growth  in  numbers  of  both  coronary  and 
medical  intensive  care  units.  The  primary  role  of 
the  C.C.U.  (coronary  care  unit)  is  well  recognized 
as  the  central  management  of  victims  of  acute 
myocardial  infarction.  About  half  of  all  deaths 
among  men  below  the  age  of  sixty-five  are  the  re- 
sult of  acute  myocardial  infarction.16,17  Since  it  is 
now  quite  clear  that  in  many  cases  such  deaths  can 
be  prevented  through  the  utilization  of  carefully 
designed  and  well-managed  coronary  care  units, 


there  can  be  little  doubt  about  the  value  of  such 
inhospital  facilities.?-10  In  the  case  of  the  I.C.U.,  ! 
justification  for  such  units  has  usually  been  quite 
similar  to  that  provided  for  the  C.C.U.  In  other 
words,  it  would  seem  quite  appropriate  that  some 
type  of  special-purpose  facility  be  provided  for  the 
care  of  those  patients  who  are  severely  ill  from 
causes  other  than  coronary  disease,  yet  who,  be-  ■ 
cause  of  the  nature  of  their  conditions,  still  retain 
the  ability  to  survive  their  illness.  Such  a stipu-  I 
lation  would,  for  example,  limit  the  use  of  I.C.U.  i 
facilities  to  those  patients  whose  condition  does 
not  involve  terminal  disease  and  who  would  other- 
wise stand  some  likelihood  of  surviving  the  acute 
episode. 

The  categorization  of  patients  as  established  for 
purposes  of  deciding  which  patients  to  admit  to 
the  I.C.U.  established  at  the  Boston  Veterans  Ad-  > 
ministration  Hospital  is  similar  to  that  which  has 
been  provided  for  other  hospital  I.C.U.s.  It  es-  \ 
tablishes  the  I.C.U.  as  a unit  for  the  care  of  sal- 
vageable patients  and  not  as  a place  for  the  pa- 
tient “to  go  to  die.”  All  patients  were  admitted 
with  the  recognized  likelihood  that  they  would 
survive  their  hospital  admission. 

With  this  as  a clear  goal,  it  is  important  to  note 
that  in  our  series  acutely  ill  patients  with  underly-  ; 
ing  liver  cirrhosis  entering  the  I.C.U.  had  a very 
high  mortality  rate  of  about  80  per  cent,  a figure 
similar  to  that  of  patients  admitted  with  underly- 
ing cancer  (Table  II).  Perhaps  these  limited  and 
preliminary  data  can  provide  a clue  toward  im-  i 
proving  the  treatment  of  these  patients  and  their 
ultimate  survival. 

General  facilities  and  equipment  of  the  I.C.U.s 
in  most  hospitals  bear  a fairly  close  resemblance 
to  those  of  C.C.Us.  However,  although  the  re-  i 
suits  obtained  through  C;C.U.  management  have 
been  widely  published  in  the  medical  litera-  ( 
ture,1115  essentially  no  information  with  respect 
either  to  numbers  of  I.C.U.  deaths  or  percentage  of 
I.C.U.  patients  dying  prior  to  hospital  discharge 
has  thus  far  been  published.  Examples  of 
publications  on  intensive  care  units  which  have 
lacked  these  figures  are  available  in  the  medical 
literature.1,5 

The  primary  purpose  of  this  report  is  to  provide 
a careful  tabulation  of  all  patients  who  were  ad- 
mitted to  the  I.C.U.  of  a major  teaching  hospital 
and  the  results  of  treatment.  To  our  knowledge, 
data  of  the  type  presented  in  the  text  and  in 
Table  II  have  not  been  available  previously  and 
may  be  of  value  in  providing  a basis  for  estimating 
the  ultimate  value  of  the  I.C.U.  approach  or  may 
allow  better  utilization  of  existing  facilities. 
Analogous  to  similar  data  for  coronary  care 
units,  these  figures  may  permit  a comparison  of 
results  obtained  in  the  I.C.U.s  of  different  hos- 
pitals. The  results  of  this  study  indicate  that  over 
47  per  cent  of  patients  admitted  to  the  hospital's 
I.C.U.  died  prior  to  discharge.  Comparison  of  this 
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figure  and  analyses  of  its  components  with  that  of 
other  similar  types  of  medical  institutions  would 
assist  future  evaluators  of  the  intensive-care  scene. 


Chief,  Medical  Service 
Veterans  Administration  Hospital 
Washington,  D.C.  20422 
(DR.  ZIMMERMAN) 
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Part  I of  this  report,  which  appeared  in  the  Feb- 
ruary 15  issue  of  the  Journal,  dealt  with  subarach- 
noid hemorrhage  resulting  from  a ruptured  intra- 
cranial aneurysm.  Four  methods  of  treatment, 
regulated  bed  rest,  carotid  ligation,  craniotomy, 
and  medical  therapy  with  hypotension,  were  dis- 
cussed and  compared  in  detail. 

Cerebrovascular  insufficiencies  include  at  least 
three  clinical  entities:  transient  ischemic  attacks, 
progressing  stroke  (or  stroke-in-evolution),  and 
completed  stroke.  These  are  descriptive  names 
which  refer  at  least  in  part  to  stages  of  illness. 
Although  their  clinical  presentations  and  prog- 
noses vary,  certain  abnormalities,  some  structural, 
such  as  occlusive  disease  or  anomalies  of  the  circle 
of  Willis,62  and  some  functional  (and  perhaps  also 
structural),  such  as  hypersensitive  carotid  sinus 
syndrome  or  postural  hypotension,  may  play  a 
role  in  more  than  one  of  these  seemingly  different 
clinical  problems.  In  addition,  one  clinical  form 
may  evolve  into  another;  for  example,  a patient 
with  transient  ischemic  attacks  may  become  a pa- 
tient with  a completed  stroke.  It  may  be  noted 
that,  although  the  management  of  completed 
stroke  is  sometimes  considered  to  be  less  urgent, 
such  management  should  nevertheless  include  the 
institution  of  whatever  steps  might  help  prevent  a 
recurrence. 

Cerebrovascular  insufficiencies  have  been  treat- 


ed by  plain  bed  rest,  or  “supportive  therapy”;  an- 
ticoagulation; vasodilatation;  and  surgery,  that  is, 
endarterectomy  and  bypass  procedures.  Addi- 
tional technics  such  as  antiedema  measures,  which 
are  primarily  for  emergencies,  have  included  the 
administration  of  steroids  and  the  application  of 
body  cooling. 

Still  other  programs  have  involved  the  use  of 
plasma  expanders,  low-molecular-weight  dextran 
for  its  reported  microcirculatory  effects  aside  from 
its  plasma-expander  effect,  ergot  derivatives, 
hyperbaric  oxygen,  and  even,  in  animal  experi- 
ments, the  induction  of  convulsions.63  An  elevat- 
ed blood  pressure  is  often  but  not  invariably  re- 
duced. It  should  be  noted  that  while  in  the  man- 
agement of  ruptured  intracranial  aneurysm  care- 
ful hypotensive  therapy  alone  has  been  proved  to 
be  the  most  effective  treatment,  the  need  for  re- 
duction of  blood  pressure  in  acute  ischemic  stroke 
is  not  always  as  clear  cut,  in  part  because  of  the 
greater  heterogeneity  of  the  latter  cases.  (Thera- 
peutic reelevation  of  the  blood  pressure  in  cases  of 
cerebrovascular  insufficiency  secondary  to  shock  is 
another  matter.)  It  may  be  more  important  to 
take  steps  that  produce  greater  uniformity  of 
blood  pressure,  that  is,  less  variation  either  up- 
wards or  downwards,  in  most  cases  of  cerebrovas- 
cular insufficiency.  It  was  therefore  suggested  that 
a multifactor  or  general  medical  treatment  regi- 
men be  used.64  This  approach  emphasizes  mea- 
sures to  strengthen  and/or  correct  the  body’s  gen- 
eral circulatory  “defenses”  against  cerebral  isch- 
emia. The  procedures  involved  are  very  basic: 
the  use  of  support  stockings,  carotid  sinus  thera- 
py, and  an  anticonvulsant,  usually  diphenylhy- 
dantoin  (Dilantin).  Regardless  of  which  of  these 
5 methods  of  treatment  one  selects  in  dealing  with 
the  illness  and  prevention  of  its  recurrence,  part  of 
the  program  will  be  rehabilitation  for  the  correc- 
tion of  any  residual  motor  deficits.  This  includes 
active  and  passive  exercises,  careful  movement  of 
the  limbs  through  a full  range  of  motion,  and  the 
teaching  of  activities  of  daily  living. 

Bed  rest 

Bed  rest  comprises  all  of  the  usual  procedures 
employed  under  the  heading  “supportive  care." 
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They  are  similar  to  the  procedures  detailed  in 
the  section  on  plain  bed  rest  as  treatment  for  rup- 
tured intracranial  aneurysm  with  some  important 
differences;  for  example,  in  the  cerebrovascular  in- 
sufficiencies pain  and  nausea  present  much  less 
severe  problems  and  are  often  minimal,  the  length 
of  time  of  enforced  bed  rest  is  less  restrictive,  the 
optimum  regulation  of  blood  pressure  is  less  cer- 
tain, and  the  overall  picture  is  less  often  as  critical 
when  compared  with  the  ever-present  possibility 
of  sudden  death  in  the  case  of  ruptured  intracra- 
nial aneurysm.  The  methods  of  reducing  edema 
are  also  similar  to  those  previously  described. 
The  one  advantage  of  this  broad  method  is  that 
all  patients  can  be  treated.  However,  the  fact 
that  the  several  other  therapeutic  technics  noted 
have  been  developed  is  an  indication  of  the  limit- 
ed value  of  plain  bed  rest.  It  can  nevertheless 
serve  as  a control  for  the  evaluation  of  the  other 
methods. 

Anticoagulation 

Anticoagulation  has  been  used  for  the  various 
cerebrovascular  insufficiencies;  its  most  plausible 
usage  is  probably  in  the  specific  case  of  embolic 
disease,  and  this  is  where  it  seems  to  yield  its  best 
results.  There  are  also  some  who  favor  its  use  in 
progressing  stroke65;  there  are  others  who  believe 
that  studies  favoring  such  use  are  not  valid,4  and 
still  others  state  that  it  is  completely  useless.66 
The  drugs  used  most  often  are  heparin  and  war- 
farin sodium  (Coumadin);  prothrombin  times  are 
kept,  if  possible,  at  2 to  1lk  times  the  control 
value.  The  prothrombin  test  is  performed  daily  in 
the  hospital;  it  is  usually  felt  mandatory  to  check 
it  repeatedly  after  discharge  at  intervals  not  ex- 
ceeding three  or  four  weeks.  This  presupposes  a 
fairly  “steady”  laboratory  value,  which  in  turn  re- 
quires both  a reliable  laboratory  and  a reliable  pa- 
tient. Other  difficulties  with  this  method  are  its 
several  contraindications,  some  of  which  are  rela- 
tive such  as  the  presence  of  hypertension,  bleeding 
tendencies  anywhere  in  the  body,  severe  liver  dis- 
ease, kidney  disease,  or  peptic  ulcer.  In  the  cases 
in  which  it  is  used,  the  possible  production  of 
bleeding,  especially  intracranially,  must  be  kept 
constantly  in  mind;  intracerebral,  subdural,  and 
epidural  hemorrhages  have  all  been  provoked  by 
anticoagulant  therapy.  In  this  regard,  the  physi- 
cian must  be  aware  of  the  possibility  of  hemor- 
rhagic infarction  and  the  fact  that  a colorless  cere- 
brospinal fluid  does  not  infallibly  rule  it  out. 
Whenever  excessive  bleeding  is  induced,  vitamin 
K is  given  orally  or  intravenously.  The  place  of 
anticoagulation  in  the  treatment  of  cerebrovascu- 
lar insufficiencies  is  still  not  completely  settled. 
Variations  of  this  method  also  under  investiga- 
tion include  the  use  of  aspirin  to  alter  the  plate- 
let-vascular  wall  collagen  relationship.67 


Vasodilators 

Vasodilators  include  carbon  dioxide,  papaver- 
ine, nicotinic  acid,  isoxsuprine  (Vasodilan),  nyli- 
drin  (Arlidin),  tolazoline  (Priscoline),  cyclandelate 
(Cyclospasmol),  and  hexobendine;  another  (surgi- 
cal) method  of  attempting  to  produce  vasodilata- 
tion is  stellate  ganglion  block,  but  this  is  now  used 
rarely  if  at  all.  In  vasodilatation  the  premise  is 
that  more  blood  will  be  shunted  to  the  ischemic 
areas.  At  least  three  problems  arise:  in  many  in- 
stances it  is  not  certain  that  significant  blood  is 
actually  shifted  to  the  areas  in  need;  in  other  in- 
stances although  there  may  be  a shift  of  blood 
flow,  it  does  not  seem  to  make  a significant  differ- 
ence clinically;  and  in  some  cases  although  a shift 
of  blood  has  occurred,  so  have  symptoms  such  as 
dizziness  or  syncope,  suggesting  that  this  shift  has 
caused  or  worsened  the  ischemia.  The  use  of 
vasodilators  in  cerebrovascular  disease  in  general 
has  tended  to  decline,4  but  optimistic  reports  oc- 
casionally appear.68 

Surgery 

In  surgical  methods  the  occluded  or  narrowed 
vessel  is  treated  by  operation  with  the  removal  of 
the  obstruction  or  the  bypassing  of  it  with  another 
vessel.  This  has  been  tried  in  transient  ischemic 
attacks,  progressing  stroke,  and  completed  stroke. 
Indications  for  surgery  have  been  suggested  as  fol- 
lows: stenoses  greater  than  50  per  cent  of  the  di- 
ameter of  the  extraosseous  part  of  the  vertebral 
artery  or  the  extracranial  part  of  the  carotid  ar- 
tery. In  some  instances  total  occlusion  of  the  in- 
ternal carotid  artery  has  been  reopened;  however, 
unfortunately,  not  all  of  these  reopenings  remain 
open.  In  addition,  ulcerating  atherosclerotic  le- 
sions constricting  the  lumina  less  than  50  per  cent 
are  also  considered  indications  by  some  surgeons. 
Contraindications  to  the  surgical  methods  include 
too  widespread  disease;  total  occlusion  with  pro- 
gressive infarction;  bloody  cerebrospinal  fluid;  too 
soon  a period  of  time  after  a stroke  (some  sur- 
geons prefer  to  wait  at  least  two  weeks  after  a 
stroke  has  occurred  before  operating4);  advanced 
atherosclerotic  disease  of  the  subclavian  artery, 
because  this  renders  vertebral  artery  reconstruc- 
tion hazardous,  since  clamping  the  subclavian  ar- 
tery may  fracture  plaques  and  cause  thrombosis  of 
the  subclavian-vertebral  systems;  and  contralater- 
al occlusion  of  the  carotid  artery,  because  this 
limits  blood  flow  to  the  brain  during  operative  ar- 
terial occlusion.69  Additional  problems  are  caused 
by  the  older  patient.  Unfortunately  this  is  pre- 
cisely the  time  of  life  when  most  atherosclerotic 
problems  become  manifest  along  with  frequently 
associated  chronic  illnesses,  such  as  diabetes,  hy- 
pertension, and  myocardial  infarction.  These  lat- 
ter problems  further  limit  the  selection  of  patients 
for  surgery. 
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The  results  of  surgery  in  transient  ischemic  at- 
tacks have  sometimes  been  favorable,  whereas  in 
progressing  stroke  the  results  have  generally  been 
poor.  In  completed  stroke  reports  have  been  fa- 
vorable in  patients  who  were  not  very  sick  but  un- 
favorable in  the  patients  who  were  very  sick, 
namely,  those  with  severe  neurologic  deficits. 
Complications  of  the  surgical  approach  include 
death,  aphasia,  hemiplegia,  and  impaired  menta- 
tion. 

Multifactor  medical  therapy 

For  the  past  ten  years  a combination  of  support 
stockings,  diphenylhvdantoin,  and  carotid  sinus 
therapy  has  been  used  as  medical  treatment  of  a 
variety  of  cases  of  cerebrovascular  insufficiency.64 
This  method  has  the  advantages  of  being  safe  and 
readily  available.  It  therefore  avoids  difficulties 
inherent  in  other  methods  whether  medical,  such 
as  anticoagulation,  or  surgical,  such  as  endarter- 
ectomy. The  following  case  report  illustrates  the 
applicability  of  this  treatment  in  a situation  for 
which  the  patient  and  his  family  had  been  told 
there  was  no  treatment. 

Case  report.  A seventy-one-year-old  man  developed 
loss  of  consciousness  with  fecal  incontinence  on  August 
2,  1970.  He  was  hospitalized,  regained  consciousness, 
and  began  struggling.  He  was  able  to  vocalize,  but  no 
words  were  discernible.  He  seemed  to  move  his  right 
upper  extremity  better  than  his  left  upper  extremity. 
Results  of  laboratory  tests,  including  lumbar  punc- 
ture, roentgenograms  of  the  skull,  electroencephalo- 
graphs, and  electrocardiographs  were  reported  normal. 
On  the  day  after  admission  he  improved,  but  he  was 
amnesic  for  the  events  of  his  illness.  He  was  dis- 
charged. However,  on  September  20,  1970,  while  sit- 
ting, he  said  “I  don’t  feel  good.  Think  I’ll  lay  down.” 
His  wife  noted,  “He  was  getting  pale,  and  he  was  break- 
ing out  in  a sweat.”  She  helped  him  into  the  bedroom, 
where  he  lay  down  but  became  unconscious,  cyanotic, 
and  incontinent  of  urine  and  feces.  Neighbors  admin- 
istered artificial  respiration,  he  was  rehospitalized,  and 
again  results  of  all  of  the  initial  laboratory  tests  were 
normal.  This  time,  femoral  and  right  brachial  angiog- 
raphies were  performed.  The  patient  and  his  family 
were  told  that  there  were  “severely  closed  off  and  narrow 
blood  vessels”  and  that  there  was  no  treatment,  because 
“he  was  too  old  for  surgery  and  the  disease  was  too  far 
gone.”  He  was  discharged  on  October  14,  1970. 

I first  examined  him  on  October  22,  1970.  Results  of 
the  neurologic  examination  were  completely  normal, 
except  for  those  of  neurovascular  testing  which  re- 
vealed the  following:  his  reclining  blood  pressure  was 

114  to  130/70  to  72  mm.  Hg  with  no  significant  differ- 
ence between  the  two  arms;  sitting  produced  a slight 
decrease  in  systolic  pressure  to  94  mm.  Hg  with  a rapid 
reincrease  to  106  to  110  mm.  Hg;  after  resumption  of 
the  reclining  position,  his  blood  pressure  was  120/76 
mm.  Hg;  standing  produced  a transient  decrease  in 
systolic  pressure,  98,  98,  110,  and  120  mm.  Hg.  No 
symptoms  occurred  on  change  of  position  per  se. 
Compression  of  each  common  carotid  artery  was  at- 


tempted and  produced  no  significant  changes,  but  it 
was  not  certain  that  the  right  common  carotid  artery 
had  been  effectively  compressed  because  of  unusual 
difficulty  in  palpating  it.  Compression  of  the  right  ca- 
rotid sinus  for  only  two  seconds  produced  a “mmm- 
mmm-mmm”  sound,  a blank  facial  expression,  and  a 
slightly  gray  color.  His  systolic  pressure  was  110  mm. 
Hg,  and  there  was  bradycardia.  His  wife  said  he  ap- 
peared just  as  he  had  in  one  of  his  previous  spontane- 
ous episodes.  Compression  of  the  left  carotid  sinus, 
again  for  two  seconds  only,  produced  dizziness,  a de- 
crease in  systolic  pressure  to  80  to  88  mm.  Hg,  and 
slight  bradycardia.  Massage  of  the  right  carotid  sinus 
for  only  three  seconds  produced  similar  results,  includ- 
ing a systolic  pressure  of  86  mm.  Hg  and  dizziness. 
Massage  of  the  left  carotid  sinus  for  only  three  sec- 
onds produced  similar  results  with  a systolic  pressure 
of  70  to  76  mm.  Hg  and  dizziness.  The  impression  was 
that  although  phenomenologically  this  could  be  consid- 
ered a seizure  disorder,  etiologically  the  disorder  was 
one  of  ischemia,  the  latter  being  the  result  of  a bilater- 
al hypersensitive  carotid  sinus  syndrome  along  with  a 
very  slight  postural  hypotension.  Both  of  these  factors 
were  probably  superimposed  on  a substrate  of  occlusive 
vascular  disease. 

He  was  therefore  begun  on  a “multifactor  medical” 
therapy  of  support  stockings,  diphenylhydantoin,  and 
atropine,  but  before  the  full  diphenylhydantoin  dose 
could  be  reached  and  before  atropine  had  been  added 
(because  ocular  tension  and  prostate  evaluation  had 
not  yet  been  completed),  he  began  having  another  epi- 
sode of  incoherence  and  dizziness  on  October  31,  1970. 
His  son  commented  that  the  medicines  seemed  to  help, 
because  that  episode  seemed  “lighter”  than  the  others. 
Full  doses  of  medication  were,  therefore,  added  imme- 
diately, but  because  of  the  possibility  of  progressing 
stroke  he  was  admitted  to  The  Mount  Sinai  Hospital. 
While  hospitalized,  angiographs  performed  elsewhere 
were  received  and  reviewed  by  the  neuroradiology  sec- 
tion (Fig.  1).  Femoral  angiography  demonstrated  com- 
plete occlusion  of  the  left  internal  carotid  artery  at  its 
origin.  There  was  no  visualization  at  all  of  the  right 
common  carotid  artery.  The  right  vertebral  artery 
could  be  visualized  only  as  far  as  the  branching  of  the 
posterior  inferior  cerebellar  artery;  its  upper  portion 
was  markedly  narrowed,  and  contrast  medium  did  not 
reach  the  basilar  artery.  The  left  vertebral  artery  was 
enlarged  at  its  upper  portion  and  appeared  to  be  con- 
tributing the  major  part  of  the  brain’s  blood  flow. 
However,  the  left  vertebral  artery  itself  showed  some 
occlusive  disease  at  its  origin.  Right  brachial  angiog- 
raphy showed  a minute  amount  of  contrast  material  in- 
tracranially  in  the  right  middle  cerebral  artery  via  col- 
lateral vessels.  Therefore,  left  brachial  angiography 
was  performed,  demonstrating  that  the  left  vertebral 
artery  did  indeed  supply  the  entire  or  at  least  most  of 
the  brain’s  blood  supply  (Fig.  2).  However,  as  noted, 
even  it  showed  the  encroachment  of  occlusive  disease 
at  its  origin.  A very  small  hypoplastic  right  vertebral- 
basilar  artery  junctional  segment  was  also  noted.  The 
patient  was  discharged  to  continue  on  medical  therapy. 
He  has  been  followed  for  two  years  and  has  remained 
in  excellent  health  without  any  recurrence  of  these  epi- 
sodes. (Following  a dental  procedure,  there  was  tran- 
sient fever  to  102°  F.  and  dizziness  which  subsided 
completely;  medication  dosage  was  increased  slightly 
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FIGURE  1.  (A)  Femoral  angiogram  showing  aortic  arch,  occlusion  of  left  internal  carotid  artery  at  its  origin,  and  di- 

lated left  vertebral  artery.  (B)  Femoral  angiogram  showing  severe  arteriosclerotic  narrowing  of  innominate  right 
subclavian  arterial  system,  occlusion  of  left  internal  carotid  artery,  nonvisualization  of  right  common  carotid  artery, 
and  smaller  right  vertebral  artery  which  was  not  visualized  in  head  beyond  origin  of  posteroinferior  cerebellar  artery. 


after  this  and  for  a further  prophylaxis  radiotherapy  to 
the  carotid  sinuses  was  added.) 

Comment.  In  this  case  there  was  unusually  se- 
vere occlusive  disease  of  the  carotid  and  vertebral 
systems.  In  fact,  angiography  indicated  that  ef- 
fective function  of  three  of  the  four  main  arteries 
to  the  brain  had  been  virtually  eliminated,  leaving 
the  entire  blood  supply  dependent  on  the  one  re- 
maining major  artery,  the  left  vertebral  artery. 
Moreover,  this  one  remaining  vessel  showed  evi- 
dence of  occlusive  disease  at  its  origin.  In  addi- 
tion to  the  angiographic  picture,  it  was  noted  that 
the  patient  was  seventy-one-years  old  at  the  time 
of  illness;  the  prognosis  seemed  poor.  However, 
medical  therapy  was  used,  his  symptoms  stopped, 
and  thus  far  he  has  remained  in  excellent  health. 

This  case  should  not  be  construed  as  treatment 
of  only  occlusive  disease;  nor  can  it  be  considered 
treatment  of  only  carotid  sinus  hypersensitivity  or 
of  a seizure  disorder  per  se.  Limiting  the  diagno- 
sis to  any  single  factor  and  ignoring  the  others 
would,  in  my  opinion,  lead  to  inadequate  therapy. 
This  is  because  personal  experience  with  detailed 
compression  and  massage  testing  of  the  carotid  si- 
nuses and  common  carotid  arteries  of  a large 
number  of  patients  along  with  a great  many  blood 
pressure  studies2-43”45-47-'52  has  shown  that  mul- 
tiple vascular  factors  such  as  occlusive  disease,  hy- 
persensitive carotid  sinus  syndrome,  and  postural 
hypotension  frequently  coexist64  even  though  in  a 


given  patient  one  factor  may  appear  to  be  rela- 
tively more  important.  Because  of  this,  it  is  sug- 
gested that  these  multiple  factors  be  treated,  as  in 
the  case  presented,  by  a more  comprehensive  ap- 
proach. 

Methods  of  testing  carotid  sinus  hypersensitivi- 
ty and  interpretation  of  the  results  need  reevalua- 
tion. Reports  occasionally  appear  citing  dangers 
of  carotid  sinus  testing.70-72  However,  one  may 
question  just  how  risky  this  procedure  really  is 
when  it  is  performed  very  carefully,  especially 
when  its  supposed  hazards  are  compared  with 
those  of  other  such  procedures  as  angiography, 
and  perhaps  how  dependent  on  the  method  of 
testing  these  purported  risks  are.  Thus,  in  one 
study  several  complications  of  carotid  sinus  test- 
ing were  reported  in  a series  of  only  110  cases.71 
Yet,  personal  experience  with  approximately 
10,000  cases  over  the  past  nineteen  years  has  pro- 
duced no  permanent  complications  of  any  kind 
and  only  one  transient  complication  (paresthesias 
and  weakness  of  one  leg  for  approximately 
twenty-four  hours)  for  a combined  complication 
rate  of  a fraction  of  1 per  cent.  Furthermore,  in- 
formation gained  from  such  testing  can  be  ex- 
tremely valuable.  In  fact,  careful  clinical  neuro- 
vascular testing  sometimes  adds  enough  informa- 
tion to  make  it  possible  to  avoid  angiography  and 
its  much  greater  attendant  risks.  It  may  be  noted 
parenthetically  that  careful  bilateral  simultaneous 
compression  testing  of  both  carotid  sinuses,  as 
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FIGURE  2 (A)  Left  brachial  angiogram,  lateral  view,  showing  filling  of  all  major  arteries  of  the  brain  via  the  left 

vertebral  artery  (B)  Left  brachial  angiogram,  anteroposterior  view,  also  shows  hypoplastic  right  vertebral-basilar 
junctional  segment. 


well  as  similar  testing  of  both  common  carotid  ar- 
teries, has  been  performed  by  this  author  on  a 
small  number  of  patients  and  without  any  compli- 
cations. This  too  disagrees  with  suggestions  in 
the  literature.7-  However,  it  is  emphasized  that 
these  observations  do  not  mean  that  cervical 
neurovascular  testing,  whether  unilateral  or  bilat- 
eral, should  ever  be  undertaken  casually  or  by 
anyone  inexperienced  in  this  form  of  testing;  as 
with  any  procedure,  no  matter  how  small  the  po- 
tential risk,  care  must  be  taken  in  its  perfor- 
mance. 

Determination  of  the  degree  of  occlusive  disease 
of  the  carotid  and  vertebral  arteries  has  become 
the  province  of  angiography.  However,  one  may 
question  the  reliability  of  angiography’s  assess- 
ment of  structural  defects  and  extrapolated  evalu- 
ation of  the  function  of  various  blood  vessels. 
Unfortunately,  angiographic  data  occasionally 
appear  to  dictate  decisions  concerning  manage- 
ment of  the  patient,  despite  the  fact  that  radio- 
graphic  information  and  clinical  information  can- 
not substitute  for  each  other.  Angiographic  re- 
sults certainly  cannot  be  the  single  determinant  of 
treatment  for  several  reasons,  including  the  fact 
that  this  group  of  illnesses  is  not  simply  a matter 
of  fixed  structural  problems.  These  are  dynamic 
situations  in  which  the  organism’s  “attempts”  to 
deal  with  disease  via  the  development  of  collateral 
circulation,  recanalization,  and  so  forth  may  be 
supported  medically.  It  is  therefore  suggested 
that  a change  be  made  in  current  emphases  re- 
garding the  management  of  occlusive  cerebrovas- 
cular disease;  that  is,  the  results  of  angiography, 
as  with  any  important  laboratory  procedure,  must 


be  brought  back  into  the  total,  primarily  clinical 
picture,  because  only  a complete  picture  should 
formulate  therapy.  Assignment  of  a relatively 
lesser  importance  to  radiographic  data  in  the 
management  of  these  patients  does  not  derogate 
its  significance  when  it  comes  to  angiography’s 
more  fundamental  descriptive  use,  demonstration 
of  structure  per  se.  Yet,  even  here  angiographic 
interpretation  must  be  made  cautiously,  because 
it  may  be  misleading,  as  in  cases,  reported  subse- 
quently as“pseudo-occlusion,”  in  which  angiogra- 
phy had  suggested  total  occlusion  only  to  have 
surgical  exploration  reveal  patent  arteries.73  In 
addition,  angiographic  abnormalities  do  not  al- 
ways correlate  well  with  clinical  abnormalities. 
Patients  with  apparently  (angiographically)  se- 
vere occlusive  disease  of  carotid  and  vertebral  ar- 
teries may  occasionally  survive  without  any  spe- 
cial treatment,  but  cases  reported  previously  have 
generally  tended  to  involve  younger  patients  and/ 
or  to  have  shown  at  least  some  disturbance  of 
brain  function.74-78  In  the  case  presented  pre- 
viously there  was  severe  stenotic  disease  involving 
both  the  carotid  and  vertebral  systems,  but  the 
seventy-one-year-old  patient  was  treated  medical- 
ly, recovered,  has  been  followed  for  two  years,  and 
has  shown  no  residual  brain  damage.  The  meth- 
od outlined  may  thus  be  used  readily  even  in  cases 
where  the  disease  process  is  far  advanced  and  in 
fact  where  the  total  clinical  and  radiographic  pic- 
ture appears  to  rule  out  other  forms  of  treatment. 

Summary,  One  hundred  fifty-three  cases  of 
cerebrovascular  insufficiency  resulting  from  heter- 
ogeneous causes  have  been  treated  by  a medical 
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method  which  may  be  considered  a “multifactor” 
or  “general  medical”  therapy.  The  method  in- 
cludes three  treatment  factors:  support  stock- 

ings, diphenylhydantoin,  and  carotid  sinus  thera- 
py (evaluation  of  ocular  tension  and  prostate  sta- 
tus, administration  of  atropine,  and  radiothera- 
py). Results  continue  to  be  encouraging  in  both 
short-  and  long-term  follow-up,  some  patients 
having  been  followed  for  ten  years.  Some  of  these 
cases  had  been  considered  too  difficult  for  either 
surgery  or  anticoagulation.  One  of  the  inoperable 
cases  is  presented  in  detail.  More  studies  are 
planned,  including  randomization,  to  compare 
these  medical  results  with  those  of  other  medical 
methods,  such  as  anticoagulation,  as  well  as  with 
those  of  surgical  methods,  such  as  endarterec- 
tomy. (In  certain  cases,  a combination  of  multi- 
factor medical  therapy  and  “focal  factor”  therapy, 
the  latter  referring  to  the  more  hazardous  anti- 
coagulation or  surgical  methods,  may  be  appropri- 
ate at  different  stages  of  the  illness.  This  too  has 
been  begun.)  Prevention  or  reversal  of  vascular 
aging  and  sclerosis  should  eventually  solve  the 
problem  of  many  cases  of  cerebrovascular  insuffi- 
ciency. It  is  suggested,  however,  that  until  this  is 
achieved,  other  methods,  such  as  that  discussed, 
should  be  explored.  It  is  noted  that  the  discussed 
medical  method  is  not  meant  to  be  a panacea,  but 
it  is  applicable  to  many  more  kinds  of  cerebrovas- 
cular insufficiencies  than  are  the  other  major 
methods,  that  is,  surgery  or  anticoagulation;  and 
it  is  certainly  much  safer  than  they  are. 

Conclusions 

Newer  developments  have  once  again  raised 
questions  regarding  the  efficacy  of  previous  meth- 
ods. Therapies  of  two  forms  of  cerebrovascular 
disease  are  presented.  In  the  case  of  subarach- 
noid hemorrhage  due  to  ruptured  intracranial  an- 
eurysm, description  of  the  major  methods  of  treat- 
ment is  given  with  emphasis  on  the  effectiveness 
of  adequate  medical  treatment  with  hypotension; 
this  was  introduced  by  the  author  seventeen  years 
ago,  and  the  series  currently  comprises  91  cases. 
A randomized  study,  reported  in  1972,  has  con- 
firmed the  advantages  of  this  method  over  others, 
that  is,  surgical  (carotid  ligation  and  craniotomy) 
or  plain  bed  rest. 

In  the  second  group,  the  cerebrovascular  insuf- 
ficiencies, the  major  methods  of  treatment  are  de- 
scribed;- encouraging  results  with  a multifactor 


medical  method  of  treatment  are  given.  This 
method  was  introduced  ten  years  ago;  the  present 
series  totals  153  cases.  It  is  suggested  that  this 
method  too  should  now  be  randomized  with  other, 
older  methods  of  treatment,  that  is,  bed  rest,  an- 
ticoagulation, surgery,  and  perhaps  vasodilata- 
tion, to  help  decide  which  treatment  is  applicable 
to  which  kinds  of  cerebrovascular  insufficiency 
and  perhaps  at  what  stage  of  the  illness. 
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Case  history 

Anthony  Proto,  M.D.*:  This  is  the  first  State 
University  Hospital  admission  of  this  eighty-year- 
old  woman  who  entered  with  a two-year  history  of 
anemia.  She  had  noted  fatigue,  weakness,  and 
orthopnea  over  a two-year  period  and  for  the  past 
year  also  had  experienced  occasional  nosebleeds, 
without  any  other  evidence  of  a bleeding  diathe- 
sis. She  had  been  evaluated  elsewhere  in  the 
past,  but  no  definitive  diagnosis  had  been  made. 
She  had  taken  numerous  drugs  including  iron 
preparations  and  vitamin  B12  and  in  addition  had 
received  multiple  transfusions.  There  was  no  evi- 
dence of  a dietary  deficiency. 

Her  physical  examination  revealed  normal  vital 
signs.  She  was  pale  and  in  no  acute  distress.  A 

*Resident,  Department  of  Radiology,  Upstate  Medical  Cen- 
ter. 


hemorrhagic  area  was  noted  in  the  left  nostril,  and 
the  nares  contained  clotted  blood.  The  tongue 
appeared  red  and  had  lost  its  normal  papillations. 
Results  of  examination  of  the  neck  and  chest  were 
normal.  Abdominal  examination  revealed  the 
liver  to  be  2 fingerbreadths  below  the  right  costal 
margin,  but  there  was  no  evidence  of  splenomega- 
ly or  mass  lesion.  The  remainder  of  her  physical 
examination  results  was  normal.  Urinalysis 
showed  a specific  gravity  of  1,016,  and  there  was 
moderate  proteinuria  and  trace  hemoglobin  in  the 
urine.  The  creatinine  clearance  was  89.1  ml.  per 
minute,  the  serum  creatinine  0.9  mg.  per  100  ml. 
The  admission  hematocrit  was  24,  and  the  hemo- 
globin was  8.7  Gm.  per  100  cc.  The  red  blood  cell 
count  was  2.8  million,  the  white  blood  cell  count 
5,500,  and  the  platelet  count  30,000  per  cubic  mil- 
limeter. Myelocytes,  metamyelocytes,  band  cells, 
and  occasional  blast  forms  were  found  in  the  pe- 
ripheral blood.  The  fasting  blood  sugar  was  177, 
the  blood  urea  nitrogen  was  25,  and  uric  acid  was 
9 mg.  per  100  ml. 

Radiographs  of  the  chest,  abdomen,  and  skull 
were  made  (Fig.  1). 


FIGURE  1 Radiographs  demonstrating  diffuse  bony  sclerosis  without  localized  areas  of  osteolytic  or  osteoblastic 
activity  (A)  Skull.  (B)  Chest  (C)  Abdomen. 
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Theodore  Perl,  M.D.*:  Frontal  and  lateral 

radiographs  of  the  skull  were  obtained  and  reveal 
the  diploic  spaces  to  be  rather  amorphous  and 
quite  dense  (Fig.  1A).  There  are  a few  scattered, 
rounded  radiolucent  shadows  which  represent  ve- 
nous spaces.  The  sella  turcica  appears  normal, 
and  I do  not  see  any  other  abnormalities.  The 
frontal  radiograph  of  the  chest  shows  that  the 
heart  is  at  the  upper  limits  of  normal  in  size  and 
that  the  aorta  is  dilated  and  calcified  (Fig.  IB). 
The  lung  fields  are  clear.  It  is  again  of  interest 
that  the  ribs  have  a very  sclerotic  appearance.  I 
see  no  evidence  of  localized  rib  destruction.  The 
radiograph  of  the  abdomen  shows  that  the  bony 
structures  of  the  lumbar  spine  are  also  extremely 
sclerotic  (Fig.  1C).  This  sclerosis  is  very  general- 
ized, without  evidence  of  a patchy  distribution. 
These  bony  changes  are  even  more  striking  when 
one  considers  the  fact  that  we  are  dealing  with  a 
patient  whose  age  is  eighty.  There  are  no  abdom- 
inal masses  seen. 

Thus  we  are  dealing  with  a diffuse  osteosclerotic 
process.  While  I do  not  see  the  entire  bony  skele- 
ton, the  portions  of  the  skeleton  which  are  visual- 
ized demonstrate  no  osteolytic  abnormalities.  In 
a general  way,  then,  this  means  that  there  is  a dif- 
fuse process  which  is  either  replacing  the  bone 
marrow  or  inciting  a reactive  fibrosis  or  sclerosis 
within  it.  The  causes  for  generalized  osteoscler- 
osis are  many.  One  might  consider  Paget’s  dis- 
ease in  this  case.  However,  I do  not  see  any  en- 
largement of  any  of  the  vertebral  bodies,  nor  do  I 
see  any  relative  thickening  of  the  cortical  margins 
of  the  bone.  Was  an  alkaline  phosphatase  mea- 
surement performed? 

Dr.  Proto:  The  alkaline  phosphatase  was  13 

King-Armstrong  units.  This  value  is  within  nor- 
mal limits  for  our  laboratory. 

Dr.  Perl:  On  the  basis  of  that  laboratory 

value,  I would  not  strongly  consider  Paget’s  dis- 
ease. Another  common  cause  for  dense  bones 
would  be  diffuse  osteoblastic  metastases,  and  I be- 
lieve this  diagnosis  cannot  be  excluded  in  this 
case.  Several  less  common  causes  for  generalized 
osteosclerosis  should  be  mentioned.  Although 
bone  sclerosis  is  unusual  in  hyperparathyroidism, 
this  too  should  be  considered.  Usually,  with  such 
marked  sclerosis  as  demonstrated  in  this  case, 
there  would  be  some  evidence  of  bony  resorption. 
In  addition,  one  might  expect  elevated  serum  cal- 
cium levels.  I understand  that  these  levels  were 
normal. 

Dr.  Proto:  That  is  correct. 

Dr.  Perl:  Another  pathologic  process  which 

produces  diffuse  bone  sclerosis  is  marble  bone  dis- 
ease. This  is  also  known  as  osteopetrosis.  How- 
ever, the  bone  sclerosis  in  these  cases  usually  in- 
volves the  medullary  portion  of  the  bones  to  an 
even  greater  extent  than  is  demonstrated  here. 

*Clinical  Associate  Professor  of  Radiology,  Upstate  Medical 
I Center. 


Was  there  any  previous  history  of  bone  fractures? 
As  you  know,  the  bony  structures  are  usually 
much  more  fragile,  and  prone  to  fracture  in  osteo- 
petrosis. 

Dr.  Proto:  There  was  no  history  of  any  previ- 
ous fractures. 

Dr.  Perl:  I believe  that  lymphoma  of  bone 

also  can  be  ruled  out,  because  in  that  condition 
the  sclerotic  bony  lesions  are  usually  mixed  with 
osteolytic  ones,  and  because  there  is  no  evidence 
of  adenopathy  or  splenomegaly.  Two  other  possi- 
bilities should  also  be  mentioned.  One  of  these  is 
myeloid  metaplasia  with  hepatosplenomegaly. 
However,  I will  dismiss  this  in  the  absence  of  an 
enlarged  spleen.  One  more  consideration  would 
be  that  of  fluorosis.  Judging  from  the  history, 
this  patient  was  not  receiving  any  fluoride  either 
in  the  diet  or  therapeutically.  Finally,  one  other 
pathologic  process  which  involves  marrow  replace- 
ment could  be  considered.  This  would  be  diffuse 
myelomatosis,  in  which  the  only  skeletal  reaction 
was  one  of  osteosclerosis.  It  is  my  understanding 
that  this  is  extremely  rare,  but  I believe  that  it 
can  occur.  I would  think  that  this  diagnosis 
would  be  one  of  exclusion.  At  this  point,  I cannot 
rule  out  this  possibility,  particularly  in  the  pres- 
ence of  moderate  proteinuria. 

Dr.  Perl's  diagnosis 

Diffuse  osteosclerosis  due  to  ? diffuse  carcino- 
matosis, ? diffuse  myeloma  of  bone 

Dr.  Proto:  Protein  electrophoresis  was  per- 

formed and  demonstrated  her  total  proteins  to  be 
increased  to  a level  of  10.2  Gm.  per  100  ml. 
Alpha- 1 and  alpha-2  globulins  were  decreased, 
and  gamma  globulins  were  markedly  increased. 
A very  large  gamma  peak  on  the  electrophoresis 
was  felt  to  be  monoclonal  in  type.  Following  ad- 
mission, a report  obtained  from  another  hospital 
showed  that  on  serum  immunoelectrophoresis, 
there  was  an  increased  immunoglobulin  A fraction 
and  decreased  IgG  and  IgM  fractions.  A bone 
marrow  biopsy  was  performed. 

Bedros  Markarian,  M.D.f:  The  bone-mar- 

row biopsy  in  this  case  showed  sheets  of  mature 
and  immature  plasma  cells  as  well  as  focal  areas 
of  normal  marrow  elements.  The  few  strands  of 
spongiosa  bone  in  the  biopsy  exhibit  a marked  in- 
crease in  the  cement  lines  along  with  a marked  os- 
teoblastic activity  (Fig.  2).  These  changes  are 
suggestive  of  a constant  bony  remodeling  with 
sclerosis  in  response  to  the  plasma  cell  infiltrates, 
as  opposed  to  the  usual  osteolytic  character  of 
these  lesions. 

The  biologic  potential  of  the  plasma  cells  to 
produce  immunoglobulins  is  well  known,  and  this 
patient  exhibited  an  abnormal  globulin  level. 

There  was  clinically  diffuse  involvement  by  this 

t Assistant  Professor  of  Pathology,  Upstate  Medical  Center. 
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FIGURE  2 Bone  marrow  biopsy.  Bony  spicules 
show  great  number  of  cement  lines  with  active  osteo- 
blasts lined  up  on  surface.  Marrow  shows  diffuse  in- 
crease in  plasma  cells  with  some  normal  marrow  ele- 
ments (hematoxylin  and  eosin  stain  X 350). 

process,  and  the  pathologic  diagnosis  was  multiple 
myeloma  with  bony  sclerosis. 

Final  pathologic  diagnosis 

Multiple  myeloma  with  diffuse  osteosclerosis 

Comment 

Edwin  T.  Dailey,  M.D.,*:  Multiple  myelo- 

ma is  the  most  common  of  the  clinically  overt 
plasma  cell  dyscrasias.  Within  the  group  of  dys- 
crasias,  the  extent  of  the  abnormal  proliferation  of 
plasma  cells  ranges  from  autonomous  malignant 
proliferation  in  typical  myeloma  to  apparently  be- 
nign stable  dyscrasias  manifested  principally  by 
their  globulin  abnormalities.  In  addition  to  the 
abnormal  proliferation  of  plasma  cells,  there  is 
elaboration  of  electrophoretically  and  structurally 
homogeneous  monoclonal  gammaglobulins  and/or 
excessive  quantities  of  comparably  homogeneous 
polypeptide  subunits  of  these  proteins  (Bence- 
Jones  proteins,  H chains).1  It  is  now  felt  that  the 
principle  and  probable  sole  function  of  the  plasma 
cells  is  the  synthesis  of  specific  proteins.  There 
are  five  known  separate  classes  of  structurally  dif- 

*Guest  Editor,  Instructor  in  Radiology,  Upstate  Medical 
Center. 


ferent  globulins,  IgG,  IgA,  IgD,  IgE,  and  IgM. 
These  different  classes  are  based  on  certain 
unique  structural,  physicochemical,  and  immuno- 
chemical differences.  These  groups  of  immuno- 
globulins therefore  can  be  identified  only  by  spe- 
cific immunochemical  and  physiocochemical 
methods. 

Structurally,  immunoglobulins  are  composed  of 
two  heavy  or  “H”  chains  and  two  light  or  “L” 
chains,  with  one  L chain  connected  to  each  H 
chain  by  a disulfide  bond.  Bence-Jones  proteins 
are,  or  are  closely  related  to,  L chains.  Within 
the  myeloma  dyscrasias,  the  most  commonly  oc- 
curring abnormal  proteins  are  the  IgG  parapro- 
teins and  the  IgA  paraproteins.  The  Bence-Jones 
proteins,  owing  to  their  low  molecular  weight, 
usually  demonstrate  a higher  electrophoretic  peak 
in  the  urine  than  in  the  serum.  In  this  particular 
case,  we  are  dealing  with  a plasma  cell  dyscrasia 
of  the  multiple  myeloma  type  with  an  IgA 
gammopathy.  This  patient  later  had  a urine 
electrophoresis  which  demonstrated  the  presence 
of  Bence-Jones  proteins.  This  finding  is  present 
in  approximately  60  per  cent  of  cases  of  multiple 
myeloma.  On  one  occasion,  a plasma  cell  was 
noted  in  the  peripheral  blood.  This  finding  has 
been  reported  in  up  to  70  per  cent  of  known  cases 
of  multiple  myeloma.  The  most  atypical  aspect 
of  this  case  is  the  radiologic  presentation  of  diffuse 
osteosclerosis,  a very  rare  phenomenon.  General- 
ized osteoporosis  or  patchy  areas  of  osteoporosis 
or  osteolysis  is  and  will  remain  the  most  useful 
point  in  roentgenographic  diagnosis.2 

As  this  case  illustrates,  the  finding  of  diffuse 
osteosclerosis  does  not  allow  the  radiologist  to  ex- 
clude a diffuse  plasma  cell  dyscrasia.  When  Ryp- 
ins3  first  described  new  bone  formation  in  multiple 
myeloma,  his  case  report  included  evidence  of 
multiple  areas  of  bone  destruction  together  with 
new  bone  formation  and  local  “whiskering”  of  the 
new  bone,  but  there  was  no  diffuse  osteosclerosis. 
A later  report  by  Lewin  and  Stein4  described  a 
solitary  myeloma  with  new  bone  formation,  but  in 
their  case  the  myeloma  was  localized  to  the  verte- 
bral column  in  a patient  who  had  undergone  a 
laminectomy  and  been  treated  with  bismuth  for  a 
persistently  positive  serologic  finding.  The  report 
of  Krainin,  D’Angio,  and  Sonelin5  also  did  not  de- 
scribe diffuse  osteosclerosis;  rather  a typical  sun- 
burst appearance  of  a malignant  bone  tumor,  with 
scattered  areas  of  osteolysis  throughout  the  skele- 
ton, was  described. 

Several  workers  have  described  the  pattern  of 
diffuse  osteosclerosis  in  cases  of  proved  myeloma- 
tosis. One  of  the  cases  reported  by  Fairley6  is 
very  similar  to  our  case  in  that  a middle-aged  fe- 
male, initially  presenting  symptoms  of  diffuse 
osteosclerosis,  was  then  proved  to  have  multiple 
myeloma.  Later  in  the  course  of  her  disease  scat- 
tered osteolytic  lesions  developed.  The  report  of 
Odelberg-Johnson7  also  describes  progressive  and 
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widespread  osteosclerosis  without  any  osteolysis. 
As  expected,  microscopy  demonstrated  coarsen- 
ing of  the  bony  trabeculae  with  many  plasma  cells 
distributed  between  these  trabeculae.  Clarisse 
and  Staple8  recently  reported  a case  virtually 
identical  to  the  one  discussed  here.  In  addition  to 
the  conditions  mentioned  in  Dr.  Perl’s  differential 
diagnosis,  they  also  noted  that  Van  Buchem’s 
disease — in  which  there  is  symmetrical  cortical 
thickening  of  all  bones,  particularly  involving  the 
base  of  the  skull,  and  frequently  demonstrating 
cranial  nerve  involvement — should  also  be  consid- 
ered. 

Mastocytosis  also  may  produce  diffuse  myelo- 
sclerosis.9 

One  common  misconception  is  that  an  increase 
in  plasmacytic  elements  in  the  bone  marrow  is 
diagnostic  for  primary  plasma  cell  dyscrasias.  As 
reported  by  Fadem  and  McBirnie,10  the  increase 
in  plasma  cells  in  the  marrow  may  also  occur  in 
Hodgkin’s  sarcoma,  lymphosarcoma,  acute 
monocytic  leukemia,  and  primary  refractory  ane- 
mias. Serum  and  urine  electrophoresis,  micro- 
scopic study  of  the  marrow,  and  radiographic  ex- 
amination of  the  skeleton,  then,  are  the  essential 
interrelated  diagnostic  modalities  in  the  confirma- 
tion of  the  presence  of  a plasma  cell  dyscrasia. 


While  one  may  expect  to  find  osteoporosis  or 
more  localized  areas  of  osteolysis  radiographically, 
the  finding  of  diffuse  osteosclerosis  does  not  allow 
exclusion  of  multiple  myeloma  as  the  pathologic 
process. 
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Case  history 

Nawaz  A.  Qureshi,  M.D.:  First  admission, 

eight  months  prior  to  death.  A fifty-nine  year-old 
Chinese  male  restaurant  worker  was  admitted 
with  painful  red  swollen  lower  extremities  and  in- 
ability to  walk  for  the  preceding  two  to  four 
weeks. 

The  patient  had  been  a chronic  alcoholic  most 
of  his  life.  Three  years  earlier  in  another  hospital, 
because  of  dysphagia  he  had  undergone  a myot- 
omy of  the  cricopharyngeal  muscle;  he  was  con- 
sidered also  to  have  an  organic  brain  syndrome. 
He  was  readmitted  to  that  hospital  one  year 
later  with  arteriosclerotic  heart  disease  and  con- 
gestive heart  failure,  a pulmonary  abscess,  mild 
diabetes,  and  hemoptysis  probably  due  to  bron- 
chiectasis. Since  that  time  he  had  been  intermit- 
tently short  of  breath. 

Physical  examination  on  his  first  admission  here 
revealed  a blood  pressure  of  130/80  mm.  Hg,  a 
pulse  rate  of  110,  and  respirations  of  20  per  min- 
ute; the  temperature  was  100. 8°F.  The  patient 
appeared  poorly  nourished,  and  the  sclerae  were 
mildly  icteric;  dental  hygiene  was  poor  with  bro- 
ken and  missing  teeth.  There  were  scattered 
wheezes  throughout  both  lung  fields.  The  abdo- 
men presented  a small  ventral  hernia;  the  liver 
edge  was  palpable  2 to  3 fingerbreadths  below  the 
right  costal  margin  and  was  firm  and  nontender. 
Ascites  was  questionable.  There  were  redness, 
increased  warmth,  and  edema  of  both  lower  ex- 
tremities below  the  knees,  with  superficial  ulcer- 
ations. 

Results  of  the  initial  urinalysis  were  normal. 
The  hemoglobin  was  13  Gm.  per  100  ml.,  the  white 
blood  cell  count  9,800  with  80  per  cent  mature 
polymorphonuclear  forms.  The  initial  fasting 
blood  sugar  was  166  mg.,  and  the  blood  urea  ni- 
trogen 36  and  48  mg.  per  100  ml.;  the  carbon 
dioxide  content  was  17  mEq.  per  liter  (normal  24 
to  32  mEq.).  The  total  serum  bilirubin  was  5.4 
mg.  per  100  ml.  (normal  0.2  to  .8);  the  thymol 
turbidity  was  3.2  units,  the  cephalin  flocculation  3 
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plus,  the  serum  alkaline  phosphatase  5.8  units 
(normal  0 to  4 units);  the  SGOT  (serum  glutamic 
oxalic  transaminase)  was  76  units  (normal  1 to  27 
units),  the  SGPT  (serum  glutamic  pyruvic  trans- 
aminase) 58  units  (normal  1 to  40  units),  and  the 
LDH  (lactic  dehydrogenase)  725  units  (normal  200 
to  600  units).  The  total  serum  protein  was  6.4 
Gm.  (albumin  2.9  Gm.,  globulin  3.5  Gm.)  per  100 
ml.  Two  days  later  the  SGOT  was  660  units,  the 
SGPT  750  units,  and  the  LDH  1,395  units. 

The  initial  roentgenogram  of  the  chest  showed 
transverse  enlargement  of  the  cardiac  silhouette; 
there  were  increased  vascular  markings  and  co- 
alescence in  the  right  mid-lung  field,  with  hazi- 
ness at  the  right  lung  base  and  thickened  interlo- 
bar fissure  on  the  right  suggestive  of  pleural  effu- 
sion. The  initial  electrocardiogram  showed  bor- 
derline left  ventricular  hypertrophy  and  S-T  and 
T-wave  abnormalities  compatible  with  either 
myocardial  ischemia  or  ventricular  hypertrophy. 

During  the  first  hospital  week  the  temperature 
gradually  fell  to  normal  with  the  use  of  ampicillin, 
local  warm  applications  to  the  lower  extremities, 
and  diuretics.  The  blood  urea  nitrogen  remained 
elevated  in  the  range  of  50  to  60  mg.  per  100  ml.; 
a repeat  urinalysis  showed  a specific  gravity  of 
1.020  and  was  otherwise  normal.  No  acid-fast  ba- 
cilli were  seen  on  smear  on  six  sputum  specimens, 
three  of  which  were  also  negative  on  culture.  X- 
ray  films  of  the  spine  showed  advanced  osteoar- 
thritis; barium  enema  was  not  satisfactory,  but  no 
gross  obstruction  was  found.  Results  of  an  upper 
gastrointestinal  series  were  negative. 

The  patient  gradually  became  ambulatory  and 
remained  afebrile;  by  the  fifth  hospital  week,  a re- 
peat chest  x-ray  film  showed  complete  clearing  of 
the  fluid  in  the  right  pleural  cavity.  The  blood 
urea  nitrogen  remained  in  the  range  of  37  to  45 
mg.  per  100  ml.;  the  uric  acid  was  8 and  9.6  mg. 
per  100  ml.  and  the  serum  creatinine  1 mg.  per 
100  ml.  The  serum  bilirubin,  alkaline  phospha- 
tase, and  serum  transaminase  levels  returned  to 
normal;  however,  the  serum  albumin  remained  at 
2.6  Gm.  and  the  globulin  3.8  Gm.  per  100  ml. 
Routine  sputum  culture  showed  only  Klebsiella 
as  the  predominant  organism,  together  with  alpha 
hemolytic  streptococcus  (10  per  cent).  The  pa- 
tient was  discharged  on  the  fifty-second  hospital 
day. 
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FIGURE  1.  Chest  x-ray  film  on  second  admission 
showing  left  parahilar  mass. 


Second  admission,  six  months  after  discharge. 
The  patient  was  brought  to  the  emergency  room 
by  ambulance,  with  the  complaint  of  “not  feeling 
well”;  due  to  a confused  mental  state,  no  further 
history  could  be  obtained. 

On  admission  the  blood  pressure  was  130/90 
mm.  Hg,  the  pulse  rate  84,  and  respirations  20  per 
minute;  the  temperature  was  101. 4°F.  The  pa- 
tient was  chronically  ill,  drowsy,  malnourished, 
pale,  disoriented,  but  conscious  and  responsive. 
No  icterus  was  evident;  the  conjunctivae  were 
pale.  Oral  hygiene  was  poor,  and  the  tongue  was 
dry  and  coated:  the  neck  was  stiff  and  the  neck 
veins  engorged.  There  were  scattered  rales  at 
both  lung  bases:  the  cardiac  examination  was  not 
remarkable.  The  liver  edge  was  2 fingerbreadths 
below  the  right  costal  nargin,  and  there  was  ques- 
tionable ascites.  Findings  at  rectal  examination 
were  negative  witlhout  evidence  of  tarry  stools. 
Pitting  edema,  extensive  redness,  tenderness, 
and  superficial  ulcerations  were  present  over  both 
lower  extremities  below  the  knees. 

Initial  urinalysis  revealed  a specific  gravity  of 
1.018  and  was  otherwise  normal.  The  hemoglobin 
was  10.8  Gm.  per  100  ml.,  the  hematocrit  36  per 
cent,  and  the  white  blood  cell  count  12,500  with 
75  per  cent  mature  polymorphonuclear  leukocytes 
and  21  per  cent  band  forms.  The  blood  urea  ni- 
trogen was  15  mg.,  the  uric  acid  10  mg.,  and  the 
total  bilirubin  2.2  mg.  per  100  ml.;  the  serum  al- 
bumin was  2.3  Gm.  and  the  globulin  3.0  Gm.  per 
100  ml.  The  alkaline  phosphatase  was  110  units 
(normal  30  to  85  units,  new  standard),  the  SGOT 
80  units  (normal  10  to  50  units,  new  standard), 


and  the  LDH  325  units  (normal  90  to  200  units, 
new  standard). 

The  chest  x-ray  film  on  admission  showed  car- 
diac enlargement  with  left  ventricular  hypertro- 
phy and  an  area  of  coalescence  in  the  left  parahi- 
lar region  (Fig.  1).  Minimal  pleural  effusion  was 
observed  on  the  right. 

Smears  on  three  sputum  specimens  and  three 
gastric  aspirates  revealed  no  acid-fast  bacilli.  Six 
sputum  cultures  were  negative  for  acid-fast  bacil- 
li; two  sputum  cultures  were  negative  for  fungi. 

The  electrocardiogram  revealed  numerous  ven- 
tricular premature  contractions  and  T-wave  ab- 
normalities unchanged  from  the  previous  record. 

On  cephalothin  therapy  the  temperature  re- 
turned to  normal  within  three  days;  thereafter  the 
ulcerations  and  cellulitis  of  the  lower  extremities 
gradually  improved.  Bilateral  basal  rales  persist- 
ed. Because  of  persistent  urinary  incontinence  a 
Foley  catheter  was  inserted,  following  which  pyu- 
ria and  bacteriuria  (Pseudomonas  aeruginosa) 
were  observed.  Repeat  roentgenograms  of  the 
chest  on  the  eighth  hospital  day  suggested  pro- 
gression of  pulmonary  congestion  and  increase  in 
the  pleural  fluid  bilaterally.  A nodular  density 
was  now  visible  in  the  left  parahilar  region,  appar- 
ently within  a thin-walled  cavity.  The  patient 
was  treated  with  digitalis  and  diuretics;  thereafter 
the  rales  at  the  lung  bases  were  less  numerous  and 
the  pleural  effusions  markedly  reduced. 

During  the  third  hospital  week  the  patient  was 
irregularly  febrile,  but  thereafter  the  temperature 
was  normal  until  forty-eight  hours  before  death. 
At  times  the  patient  raised  moderate  amounts  of 
greenish  sputum;  ampicillin  was  continued.  His 
general  condition  improved;  blood  urea  nitrogen, 
total  bilirubin,  alkaline  phosphatase,  and  serum 
transaminase  values  returned  to  normal.  Tomo- 
grams of  the  lesion  in  the  left  mid-lung  field  re- 
vealed a cystic  structure  containing  a soft-tissue 
mass  about  2 cm.  in  diameter  (Fig.  2).  Serial 
x-ray  films  suggested  that  the  inferior  wall  of  this 
cystic  cavity  may  have  increased  in  thickness  with 
the  passage  of  time.  Results  of  skin  tests  for  blas- 
tomycosis, coccidiodomycosis,  and  histoplasmosis 
were  negative,  as  were  those  of  the  purified  pro- 
tein derivative  test  for  tuberculosis.  Bronchosco- 
py was  deferred  because  of  the  patient’s  weakened 
condition, 

During  an  otherwise  uncomplicated  convales- 
cence, tachycardia  suddenly  developed  on  the 
fifty-first  hospital  day  and  soon  thereafter  short- 
ness of  breath  and  extreme  weakness.  The  pa- 
tient began  to  cough  out  tenacious  sputum;  his 
blood  pressure  was  100/70  mm.  Hg  and  his  pulse 
rate  100  per  minute;  the  lungs  remained  free  of 
rales.  The  urinalysis  revealed  a specific  gravity  of 
1.016,  a 2 plus  positive  result  on  the  test  for  pro- 
tein, pyuria,  and  bacteriuria  (Providencia  and 
Proteus).  The  blood  urea  nitrogen  was  130  mg. 
and  the  serum  creatinine  2.6  mg.  per  100  ml.;  the 
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FIGURE  2 Tomogram  of  left  upper  lung  field  showing 
nodular  density  apparently  lying  freely  within  thin- 
walled  cavity. 


carbon  dioxide  content  was  24  mEq.,  serum  po- 
tassium 4.1  mEq.,  sodium  130  mEq.,  and  the 
chlorides  98  mEq.  per  liter.  The  patient  was 
treated  with  sulfisoxazole  (Gantrisin)  and  ade- 
quately hydrated  with  intravenous  fluids;  thereaf- 
ter he  remained  afebrile.  The  blood  urea  nitrogen 
decreased  to  36  mg.  per  100  ml.;  the  carbon  diox- 
ide content  and  electrolyte  levels  remained  nor- 
mal. The  repeat  electrocardiogram  at  that  time 
showed  no  change. 

On  the  sixty-first  hospital  day  the  temperature 
rose  to  100°F.  and  thereafter  to  101. 4°F.  The 
lungs  were  clear  to  auscultation.  The  white  blood 
cell  count  was  14,800  with  92  per  cent  polymor- 
phonuclear forms.  The  electrocardiogram  re- 
vealed sinus  tachycardia,  frequent  ventricular  pre- 
mature contractions,  S-T  and  T-wave  abnormali- 
ties as  previously  noted,  and  a shift  of  the  cardiac 
axis  rightward  to  approximately  plus  85  degrees. 
Two  days  later  the  patient  became  deeply  coma- 
tose with  shallow  respirations;  the  pupils  were  di- 
lated and  not  responsive  to  light.  The  lungs  were 
clear,  and  the  heart  rhythm  at  this  time  was  regu- 
lar. The  blood  pressure  fell  to  80/45  mm.  Hg  in 
spite  of  vasopressor  agents  intravenously;  the 
urine  output,  previously  1,200  to  1,400  ml.  per 
day,  decreased  to  330  ml.  during  the  terminal 
twenty-four-hour  period.  The  patient  died  on 
sixty-third  hospital  day. 

Discussion 

Carl  Muschenheim,  M.D.:  This  case  is  in 

many  ways  a confusing  one.  I will  start  with  the 
past  history  of  this  fifty-nine-year-old  Chinese 
man,  reputed  to  be  alcoholic,  who  had  been  pre- 
viously hospitalized  elsewhere  for  dysphagia  for 
which  he  underwent  a surgical  procedure,  presum- 
ably for  some  sort  of  pharyngeal  spasm.  A second 
admission,  to  the  same  hospital  six  months  prior 
to  his  first  admission  here,  followed  an  episode  of 


hemoptysis,  although  it  is  not  stated  whether  this 
was  the  chief  reason  for  the  hospitalization.  In 
any  event,  we  are  informed  that  the  diagnoses 
made  there  were  bronchiectasis  and  lung  abscess, 
as  well  as  heart  disease  and  diabetes. 

Now  the  mention  of  lung  abscess  or  bronchiec- 
tasis attracted  my  attention,  especially  when  I 
looked  at  the  first  x-ray  film  which  we  have  avail- 
able to  us.  There  does  appear  to  be  an  old  cavity 
of  some  sort  in  the  left  upper  lobe.  However,  the 
salient  clinical  features  during  the  first  admission 
to  this  hospital  appeared  not  to  be  primarily  re- 
lated to  the  pulmonary  disease  but  rather  to  car- 
diac and  circulatory  failure  with  secondary  liver 
and  renal  congestion,  pulmonary  congestion,  pleu- 
ral effusion,  and  manifestations  either  of  cellulitis 
in  the  lower  extremities  or  of  thrombophlebitis. 
The  initially  rather  small  elevations  in  the  serum 
transaminase  levels  which  later  rose  quite  sharply 
suggest  that  there  was  either  a myocardial  infarct, 
a pulmonary  infarct,  or  possibly  both.  It  does  not 
appear  very  likely  that  these  alterations  in  the 
indices  of  liver  involvement  were  due  either  to  in- 
fectious hepatitis  or  to  toxic  hepatitis  from  alco- 
holism, although  I cannot  say  that  these  were 
ruled  out.  In  any  event  the  enzyme  levels  did  re- 
turn to  normal  rather  quickly.  By  the  time  the 
patient  left  the  hospital  on  the  first  admission,  he 
appeared  to  be  well  recovered  from  the  illness 
with  which  he  entered,  and  his  edema  apparently 
had  vanished.  The  blood  urea  nitrogen  still  re- 
mained elevated  above  normal,  but  it  is  inter- 
esting to  note  that  at  the  time  of  the  second  ad- 
mission, six  months  later,  the  blood  urea  nitrogen 
was  normal. 

Relative  to  the  question  of  myocardial  infarc- 
tion, there  were  initial  T and  S-T  changes  which 
were  compatible  with  that  possibility,  but  there 
were  no  progressive  changes.  It  does  appear  quite 
definite  that  he  did  have  a degree  of  congestive 
heart  failure  during  that  admission,  and  on  dis- 
charge he  was  really  in  good  condition,  still  with 
some  hypoalbuminemia  and  mild  azotemia. 

Apparently  when  he  entered  the  hospital  for  the 
second  time  he  was  obtunded,  and  an  adequate 
history  was  not  obtained:  but  again  he  had  evi- 
dence of  cardiomegaly,  basal  rales,  and  pleural 
effusion.  He  also  at  this  time  had  evidence  of  uri- 
nary tract  infection  with  microscopic  pyuria  and 
hematuria  and  a bacterial  count  in  the  significant 
range  of  100,000  per  milliliter,  with  Pseudomonas 
predominant.  The  fever  subsided  after  the  first 
few  days  on  cephalothin  and  then  recurred  for 
four  or  five  days  in  the  third  hospital  week. 
Again  there  was  defervescence,  this  time  on 
ampicillin.  Fever  never  recurred  until  the  termi- 
nal events  six  weeks  later.  This  time  he  was 
treated  with  both  digitalis  and  diuretics,  and  he 
became  ambulatory.  I did  not  see  a definite 
statement  about  whether  the  liver,  which  again 
was  enlarged  at  the  time  of  admission,  had  dimin- 
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ished  in  size;  but  the  serum  transaminase  levels 
which  were  less  markedly  changed  than  on  the 
previous  occasion  were  still  quite  compatible  with 
some  degree  of  congestive  heart  failure  without 
necessarily  any  infarction,  either  myocardial  or 
pulmonary.  This  time  there  was  no  elevation  of 
the  blood  urea  nitrogen  suggestive  of  chronic  pas- 
sive congestion  in  the  kidneys. 

The  terminal  events  are  particularly  confusing, 
coming  on  apparently  after  he  made  a fairly  good 
recovery  and  beginning  with  tachycardia  and 
acute  dyspnea,  followed  rather  suddenly  by  renal 
failure  with  a rapid  rise  in  the  blood  urea  nitrogen 
and  mild  hypotension  at  the  level  of  100/70  mm. 
Hg.  Ten  days  later  there  were  more  definite  evi- 
dences of  shock,  and  fever  was  present  during  only 
the  last  forty-eight  hours  prior  to  death.  Now 
these  events  do  appear  consistent  again  with  mul- 
tiple pulmonary  emboli  and  cardiogenic  shock. 
There  is  some  suggestion  of  acute  cor  pulmonale 
with  shift  of  the  electrical  axis  on  the  electrocar- 
diogram. 

I rather  doubt  that  these  final  events  had  very 
much  to  do  with  the  x-ray  findings  which  became 
rather  a focus  of  attention  at  the  time  of  the  sec- 
ond admission.  We  should  review  the  x-ray  films 
at  this  time. 

John  Batillas,  M.D.:  The  initial  chest  x-ray 

film  during  the  first  admission  demonstrates  car- 
diomegaly,  pulmonary  congestion,  and  pleural 
fluid.  In  addition  we  see  a cystic  lucency  in  the 
left  mid-lung  field,  which  was  at  that  time  largely 
obscured  by  the  congestive  changes.  On  the  sec- 
ond film,  approximately  a month  later,  the  pul- 
monary congestion  had  cleared  as  had  the  pleural 
fluid;  the  cardiac  silhouette  has  decreased  slightly 
in  size.  We  see  the  cystic  lucency  more  clearly;  it 
is  located  in  the  parasternal  region  in  the  left 
upper  lobe. 

The  series  of  subsequent  chest  films  demon- 
strated varying  degrees  of  congestive  failure:  ap- 
proximately nine  or  ten  months  after  the  initial 
film  we  see  within  the  cystic  lucency  a nodular 
density  which  measures  approximately  2 cm.  in 
size  (Fig.  1). 

Dr.  Muschenheim:  This  sequence  of  films 

represents  the  improvement  prior  to  discharge  on 
the  first  admission  and  then  on  readmission  the  re- 
currence of  effusion  on  the  right  and  increased  en- 
largement of  the  heart. 

One  has  to  be  careful  in  the  interpretation  of 
heart  size  here,  because  some  of  the  films  are 
anteroposterior  bedside  films  rather  than  pos- 
teroanterior  views. 

Dr.  Batillas:  On  the  tomograms,  it  is  appar- 

ent that  we  are  dealing  with  a thin-walled  cavity 
in  the  left  upper  lobe  within  which  is  located  a 
nodular  density  which  on  the  lateral  decubitus 
studies  moves  about  within  the  confines  of  the 
cavity  (Fig.  2).  On  the  final  film  we  see  some  ad- 
ditional thickening  and  reaction  along  the  inferior 


wall  of  the  cavity,  and  the  nodular  mass  appears  a 
little  larger. 

Dr.  Muschenheim:  Insofar  as  these  x-ray 

studies  are  concerned,  they  are  entirely  typical  of 
mycetomas  or  fungus-ball  formation  of  which 
aspergilloma  is  by  far  the  most  common.  Fungus 
balls  have  been  reported  as  composed  of  other 
fungi  including  actinomyces,  Nocardia,  and  a 
Monilia-like  organism.1  Of  the  different  species 
of  aspergilloma,  Aspergillus  fumigatus  is  the  most 
common,  but  other  species  have  also  been  in- 
volved. 

I did  not  notice  in  the  clinical  protocol  any  ref- 
erence to  skin  tests  or  precipitin  tests.  Particu- 
larly the  precipitin  test  would  be  helpful  because 
this  usually  is  positive  in  aspergilloma,  even 
though  that  condition  is  generally  regarded  as  a 
noninvasive  form  of  aspergillosis. 

John  T.  Flynn,  M.D.:  The  precipitin  test  for 
aspergillosis  was  not  done.  Results  of  skin  tests 
for  coccidioidomycosis,  histoplasmosis,  blastomy- 
cosis, and  tuberculosis  all  turned  out  to  be  nega- 
tive. We  could  not  obtain  the  materials  for  skin 
testing  for  aspergillosis. 

Dr.  Muschenheim:  The  antigen  for  skin  test- 
ing is  not  easily  obtainable.  The  precipitin  test 
results  are  most  often  positive  in  aspergilloma, 
while  the  skin  test  is  not.  I am  interested  in  the 
report  of  all  these  other  negative  skin  test  find- 
ings, because  certainly  a diagnosis  of  Aspergillus 
pulmonary  mycetoma  is  not  complete  without 
some  attention  to  the  background  of  and  the  prob- 
able cause  of  the  cavity  in  which  this  fungus  ball 
forms.  Israel  and  Ostrow2  in  Philadelphia  recent- 
ly reported  the  increasing  frequency  of  aspergillo- 
ma in  late  cases  of  sarcoidosis.  So  with  all  these 
negative  skin  test  results  for  other  diseases  in  this 
patient,  one  wonders  whether  the  background 
here  could  have  been  a burnt-out  sarcoidosis.  I 
think  the  most  cogent  argument  against  this  is 
that  the  cavitary  and  fibrotic  disease  appears  to 
be  quite  localized,  whereas  the  sarcoid  that  even- 
tuates in  large  cavities  or  bullae  as  sequelae  is  usu- 
ally a fairly  extensive  process,  involving  both 
lungs. 

It  is  interesting  that  at  the  time  of  an  earlier 
hospital  admission  he  had  hemoptysis  but  did  not 
have  a fungus  ball.  It  is  also  interesting,  and  I do 
not  think  that  this  observation  has  been  made 
very  frequently,  that  the  fungus  ball  appeared 
within  six  months.  I have  not  found  reference 
that  I can  recall  to  the  speed  of  formation  of  fun- 
gus balls.  It  is  well  known  that  Aspergillus, 
Monilia,  and  other  fungi  may  live  in  an  old  inac- 
tive cavity,  whether  tuberculous  or  postsarcoid,  or 
related  to  an  old  abscess  or  to  carcinoma.  In  the 
sphere  of  differential  diagnosis,  we  naturally  have 
to  consider  the  possibility  of  a neoplastic  pulmo- 
nary shadow  during  this  last  admission,  but  these 
decubitus  films  fairly  well  establish  that  the  nod- 
ular density  was  lying  free  within  the  cavity, 
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which  tumors  certainly  do  not  very  often  do. 

Hemoptysis  is  one  of  the  more  serious  symp- 
tomatic manifestations  of  aspergilloma,  and  fatal 
hemoptyses  are  not  by  any  means  uncommon.  It 
has  been  postulated  that  the  cause  of  these  hem- 
orrhages is  that  the  fungus  ball  secretes  some  sort 
of  anticoagulant  material.  I do  not  know  wheth- 
er there  is  really  any  solid  evidence  for  this,  but  it 
could  be  that  the  hemoptysis  he  had  not  so  very 
long  before  he  was  seen  here  with  what  appeared 
to  be  an  ancient  cavity,  may  have  been  an  early 
symptom  of  his  aspergillosis. 

Finally,  there  is  the  question  as  to  whether  the 
terminal  events,  which  were  quite  dramatic, 
might  possibly  have  been  related  to  dissemination 
of  invasive  aspergillosis  from  this  local  focus. 
Such  dissemination  occurs  but  rarely.3  How- 
ever, we  do  know  that  invasive  aspergillosis  in 
other  circumstances,  such  as  after  corticosteroid 
therapy  or  after  the  use  of  immunosuppressive 
agents,  is  really  quite  common  and  is  manifested 
by  extensive  hematogenous  dissemination,  often 
to  the  central  nervous  system  among  other  organs. 
That  was  a complication  that  I believe  must  be 
considered,  but  I would  be  more  inclined  to  stick 
with  my  original  opinion  that  aspergillosis  in  this 
case  was  not  the  cause  of  death  and  that  the  cause 
of  death  was  thromboembolic  disease. 

Richard  B.  Nolan,  M.D.:  I want  to  inquire 

what  attempts  were  made  in  the  department  of 
bacteriology  with  the  aid  of  sputum  studies  and 
cultures  to  study  that  lesion. 

Dr.  Flynn:  Results  of  cytologic  studies  of  the 

sputum  were  negative  as  were  smears  and  cultures 
for  tubercle  bacilli  and  for  fungi. 

Dr.  Nolan:  Were  those  sputum  samples  se- 

cured while  the  patient  was  experiencing  he- 
moptyses? 

Dr.  Flynn:  The  patient  was  not  experiencing 

hemoptysis  while  some  of  the  specimens  were  col- 
lected; others  may  have  been  obtained  while  the 
patient  was  having  hemoptyses,  but  I cannot  say 
for  sure. 

Dr.  Nolan:  A culture  taken  during  active 

hemoptysis  might  be  more  likely  to  give  you  a 
positive  bacteriologic  study  finding,  because  at 
such  a time  the  bronchus  would  less  likely  be 
plugged. 

Dr.  Flynn:  Are  not  sputum  cultures  in  asper- 
gilloma unreliable  anyhow?  Would  you  be  sur- 
prised, Dr.  Muschenheim,  that  the  cultures  would 
be  negative? 

Dr.  Muschenheim:  The  bronchial  communi- 

cation of  the  invaded  cavity  is  apt  to  be  very 
minor,  almost  nonexistent.  The  experience  has 
been  that  cultures  usually  are  negative  in  asper- 
gilloma. Aspergillus  in  a sputum  culture,  of 
course,  is  always  suspect  anyway,  because  the 
fungus  is  ubiquitous  and  drops  onto  culture  media 
very  easily  out  of  the  air. 

Dr.  Flynn:  We  see  air  in  this  cavity;  does  that 


imply  a significant  communication  with  the  atmo- 
sphere? 

Dr.  Muschenheim:  There  must  be  some  de- 

gree of  bronchial  communication;  without  it,  we 
would  not  see  air  in  the  cavity  but  rather  fluid. 

Harold  H.  Coppersmith,  M.D.:  Dr.  Muschen- 
heim, I note  that  this  patient  was  Chinese  and  a 
restaurant  worker.  I wondered  if  you  could  draw 
any  conclusion  since  it  might  relate  to  his  expo- 
sure to  bird’s  nest  soup? 

Dr.  Muschenheim:  Dr.  Coppersmith  is  refer- 

ring jocularly  to  some  of  the  early  reports  of  asper- 
gillosis among  bird  feeders;  the  condition  was  at- 
tributed to  contamination  of  grain.  These  cases 
were  instances  not  of  aspergilloma  but  of  the  in- 
vasive type  of  aspergillosis  which  we  now  see  in 
much  greater  numbers  in  patients  treated  with 
steroids  and  immunosuppressive  agents. 

Clinical  diagnoses 

1.  Arteriosclerotic  heart  disease;  congestive 
heart  failure 

2.  Aspergilloma,  left  lung,  with  probably  sys- 
temic dissemination 

3.  Chronic  alcoholism,  with  probably  fatty  in- 
filtration and  early  cirrhosis  of  liver 

Dr.  Muschenheim's  diagnoses 

1.  Aspergilloma,  upper  lobe  of  left  lung 

2.  Arteriosclerotic  heart  disease 

3.  Myocardial  ischemia  and  fibrosis 

4.  Congestive  heart  failure 

5.  Dermatitis  and  ? thrombophlebitis  of  lower 
extremities 

6.  Pulmonary  embolism,  terminal,  secondary 
to  previously  mentioned  diagnoses 

Pathologic  discussion 

Solange  Abu-Nassar,  M.D.:  The  disease  pro- 
cess of  major  interest  in  this  patient  was  localized 
in  the  lungs.  The  right  and  left  lungs  weighed 
520  and  350  Gm.,  respectively.  In  the  left  upper 
lobe  we  found  the  mycetoma  as  was  suspected  on 
x-ray  film;  it  measured  3.5  cm.  across  (Fig.  3).  In 
the  rest  of  the  lungs,  particularly  in  the  lower 
lobes  and  in  the  right  middle  lobe,  there  was 
bronchopneumonic  consolidation. 

From  the  fungus  ball  itself  we  cultured  Asper- 
gillus (Fig.  4).  Most  pulmonary  mycetomas  are 
due  to  this  fungus.  A fibrotic  capsule  usually  sur- 
rounds the  affected  cavity,  as  was  true  in  this  pa- 
tient; in  one  area,  however,  the  wall  was  a thin 
membrane,  which  coincided  anatomically  with  the 
visceral  pleura;  the  latter  was  easily  broken 
through.  The  cavity  was  filled  with  dirty  brown 
granular  friable  material,  part  of  which  was  stuck 
to  the  fibrous  wall.  With  hematoxylin  and  eosin, 
the  viable  fungus  at  the  periphery  of  the  fungus 
ball  stains  bluish,  while  deeper  within  it  is  non- 
viable  and  pinkish.  Gomori  methenamine  silver 
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FIGURE  3 (A)  Cut  section  of  fungus  ball  from  left  upper  lobe.  3 5 cm  in  longest  dimension  (B)  Low-power  view 

of  convolutions  of  fungus  ball;  lighter  staining  areas  are  composed  of  nonviable  fungus  (hematoxylin  and  eosin 
stain). 


FIGURE  4 Intertwining  of  hyphae  of  Aspergillus  fum- 
igatus  cultured  from  fungus  ball;  fruiting  heads  (conidi- 
ophores)  of  Aspergillus  growing  above  surface  of  cul- 
ture medium 


stains  the  hyphal  elements  more  sharply  and 
highlights  the  necrotic  debris  and  fibrin  which 
form  part  of  the  mycetoma. 

In  tissue  sections  it  is  difficult  to  distinguish 
between  the  hyphal  elements  of  Aspergillus, 
Mucor,  and  Candida.  In  Aspergillus  we  have 
branching  of  hyphae  at  about  45-degree  angles;  in 
Mucor,  the  hyphae  are  not  septate  and  often  vary 
in  width;  with  Candida,  spores  may  be  found,  and 
the  filaments  are  narrower  than  is  observed  with 
Aspergillus.  Sometimes  cross  sections  of  hyphae 
can  be  confused  with  spores.  In  Candida  also 
there  is  no  branching  but  rather  budding  which 
may  look  like  branching.  Penicillium  is  another 
■fungus  that  can  be  confused  with  Aspergillus;  its 
hyphae  are  broader  and  less  often  septate  than 
Aspergillus,  but  it  rarely  causes  deep-seated  sys- 
temic infection.  Strictly  speaking  then,  one  can- 
not make  a definite  tissue  diagnosis  of  Aspergillus 
unless  the  fruiting  forms  are  seen,  usually  in  loca- 
tions of  high-oxygen  tension  and  usually  in  associ- 
ation with  cavities.  Cultures  are  needed  for  de- 


tailed examination  of  the  fruiting  head  to  deter- 
mine the  particular  species  of  Aspergillus;  in  this 
instance,  Aspergillus  fumigatus  was  identified. 
Dr.  Coppel  will  discuss  this  further. 

Aspergillus  affects  the  lungs  mainly  and  usually 
in  the  localized  (cavitary)  clinical  form;  there  are 
also  invasive  (widespread  pulmonary)  and  dissem- 
inated (systemic)  clinical  forms.  Both  primary 
infection,  which  arises  without  other  antecedent 
disorder,  and  secondary  infection,  which  is  always 
associated  with  an  underlying  local  process,  debil- 
itating illness,  steroid,  or  antibiotic  treatment, 
can  occur  in  any  one  of  the  three  clinical  forms. 
The  invasive  form  of  a primary  acute  infection 
can  look  like  bronchopneumonia  with  or  without 
abscess  formation;  when  chronic,  the  illness  can 
resemble  tuberculosis.4,5  There  is  a fourth  type, 
the  allergic  bronchopulmonary  aspergillosis;  hy- 
phae grow  in  the  bronchial  lumen  and  result  in 
bronchial  hypersensitivity  to  the  fungus.  The  pa- 
tient has  symptoms  of  asthma,  peripheral  eosino- 
philia,  and  eosinophilic  pneumonia.6  Histologi- 
cally, we  have  three  types:  the  inflammatory,  the 
necrotizing,  and  the  granulomatous. 

In  the  cavitary  form  of  this  disease,  a primary 
infection  is  exceedingly  rare;  commonly  a preex- 
isting cavity  is  secondarily  invaded  by  the  fungus, 
as  in  instances  of  bronchogenic  cyst,  bullae, 
chronic  lung  abscess,  inactive  tuberculosis,  bron- 
chiectasis, or  neoplasm.4,7  I was  able  to  find  in 
this  case  some  areas  of  bronchiectasis  with  necrot- 
ic tissue  and  mononuclear  cell  infiltration  very 
near  to  the  mycetoma.  Acid-fast  stains  and  cul- 
tures for  tubercle  bacilli  were  negative.  The  pres- 
ence of  this  cavity  then  is  explained  on  the  basis 
of  bronchiectasis.  Another  possibility  relates  to 
the  marked  thickening  of  blood-vessel  walls  in 
some  areas,  suggesting  previous  episodes  of  pul- 
monary embolism;  cavitation  might  have  occurred 
in  an  area  of  infarction  in  the  left  lung.8  At  best 
this  is  conjecture. 

The  fungus  does  not  usually  invade  the  wall  of 
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FIGURE  5 High-power  view  of  arterial  wall  showing  FIGURE  6 Fungal  mass  extending  into  small  bron- 

mvasion  by  Aspergillus  (hyphae  at  arrows)  (hematoxylin  chus  (hematoxylin  and  eosin  stain), 

and  eosin  stain). 


the  cavity  nor  the  adjacent  lung  parenchyma,  but 
it  did  so  in  this  patient.  Also  near  the  capsule  of 
the  cavity,  blood-vessel  walls  showed  invasion  by 
hyphae,  necrosis,  and  obstruction  of  lumina.  In 
other  words,  the  fungus  is  traversing  the  arterial 
wall,  a notorious  tendency  for  Aspergillus  (Fig.  5). 

There  was  gross  evidence  of  bronchopneumonic 
consolidation  just  short  of  abscess  formation  in 
both  lower  lobes  and  the  right  middle  lobe,  with 
much  necrotic  material,  tremendous  numbers  of 
bacilli,  and  few  fungi.  The  nature  of  this  invasive 
process  in  pulmonary  tissue  is  controversial.  One 
possibility,  although  rare,  is  that  aspergillomas 
can  be  locally  invasive,  and  here  we  see  the  fungi 
extending  outside  the  cavity  (Fig.  6). 4,9  Added  to 
that  is  the  tempting  possibility  that  bacterial 
pneGmonia  may  produce  a fertile  soil  for  invasive 
aspergillosis  in  patients  with  impaired  host  de- 
fenses or  following  administration  of  antibiot- 
ics.10,11 

The  pleural  cavity  was  not  involved  in  this  pa- 
tient; pleural  aspergillosis  occurs  mostly  in  estab- 
lished cases  of  pleural  empyema  with  broncho- 
pleural fistula,  often  related  to  tuberculous  pleuri- 
tis. 12 

There  was  no  evidence  of  fungal  dissemination 
to  other  organs.  In  the  brain,  the  basilar  artery 
showed  severe  atherosclerosis,  and  its  midportion 
was  occluded  by  an  old  partially  recanalized 
thrombus  and  by  a more  recent  thrombus  with 
beginning  organization.  There  was  an  old  cystic 
0.3-cm.  infarct  in  the  dorsolateral  aspect  of  the 
medulla  and  a second  similar  lesion  at  the  tip  of 
the  right  occipital  lobe  measuring  2.8  cm.  across. 
The  meninges  were  congested.  There  was  no  ev- 
idence of  fungi  in  the  basilar  artery,  in  the  in- 
farcted  brain  tissue,  nor  in  the  meninges.  The 
only  explanation  of  the  patient’s  terminal  coma  in 
the  absence  of  recent  infarction  in  the  brain  stem 
and  medulla  is  ischemia  related  to  the  more  re- 
cent occlusion  in  the  basilar  artery. 


The  kidneys  showed  severe  nephrosclerosis;  the 
liver  was  the  site  of  chronic  passive  congestion. 
There  was  an  incidental  aneurysmal  dilatation  in 
the  abdominal  aorta,  about  3 cm.  in  diameter, 
and  a small  leiomyoma  in  the  stomach.  The 
heart  was  of  normal  weight,  and  there  was  no  evi- 
dence of  infarction.  There  was  no  hypertrophy 
nor  dilatation  to  suggest  congestive  heart  failure. 

This  then  is  a case  of  aspergillosis  limited  to  the 
lungs.  It  probably  began  as  a mycetoma,  related 
to  an  old  bronchiectatic  cavity,  and  terminally  be- 
came invasive  aspergillosis  superimposed  on  bac- 
terial pneumonia. 

Suzanne  Coppell,  Ph.D.:  The  laboratory  di- 

agnosis of  aspergillosis  is  based  first  of  all  on  colo- 
ny morphology.  Aspergillus  forms  a rapidly  grow- 
ing colony,  black  in  instances  of  Aspergillus  niger 
and  blue-green  with  Aspergillus  fumigatus.  The 
diagnosis  is  then  made  on  the  basis  of  the  micro- 
scopic appearance.  The  structure  used  in  the 
identification  of  Aspergillus  is  the  conidiophore,  a 
reproductive  structure  that  grows  above  the  sur- 
face of  the  culture  medium;  and  at  its  end  is  a 
swollen  vesicle  on  which  are  little  flask-shaped 
sterigmata  (Fig.  4).  From  these,  chains  of  spores 
grow  out.  The  culture  taken  from  this  fungus  ball 
at  autopsy  also  demonstrated  the  intertwining  of 
the  hyphae. 

The  Penicillium  mold  has  a gross  appearance 
very  similar  to  Aspergillus,  but  it  does  not  have 
the  swollen  vesicles,  although  it  has  the  flask- 
shaped structures  and  the  chains  of  spores. 

Aspergillus  has  septate  hyphae  which  differen- 
tiate it  from  Mucor  which  has  nonseptate  hyphae. 

Dr.  Flynn:  I wonder,  Dr.  Nolan,  what  you 

would  like  to  say  about  the  surgical  resection  of 
an  aspergilloma. 

Dr.  Nolan:  In  general  we  like  to  think  that 

lobectomy  for  peripheral  lesions  such  as  this  is  a 
safe  procedure.  If  it  were  multifocal,  of  course, 
the  attitude  would  be  much  more  conservative. 


774  NewYork  State  Journal  of  Medicine  / March  15,  1973 


In  the  handling  of  some  peripheral  pulmonary  le- 
sions, there  are  alternative  methods  to  thoracoto- 
my that  are  beginning  to  offer  advantages  in  es- 
tablishing a tissue  diagnosis  in  patients  who  per- 
haps would  not  be  ideal  risks  for  major  surgical 
procedures.  I am  thinking  particularly  of  the  use 
of  the  fiberoptic  bronchoscope  that  can  be  insert- 
ed into  peripheral  bronchioles  so  that  a tissue  di- 
agnosis can  be  established.  There  are  some  en- 
thusiasts of  trephining  for  tissue  diagnoses;  the 
advent  of  mediastinoscopy,  of  course,  is  another 
important  area  of  progress  although  not  in  this 
particular  patient.  These  are  worthwhile  at- 
tempts to  arrive  at  a specific  diagnosis  for  a pe- 
ripheral lesion  that  until  very  recently  was  ob- 
scure and  for  which  routine  bronchoscopy  was  un- 
rewarding. 

Dr.  Flynn:  Dr.  Abu-Nassar’s  demonstration 

indicated  that  this  disease  process  was  not  simply 
a fungus  infection  confined  to  a particular  local- 
ized area  in  the  lungs;  some  of  the  findings  suggest 
a degree  of  invasiveness  of  the  organism  identified 
in  the  mycetoma. 

It  appears  to  me  that  every  time  we  improve 
our  percentage  of  success  in  controlling  a disease, 
other  problems  arise.  Tuberculosis  presumably  is 
under  good  control  these  days,  and  yet  some  of 
the  medical  literature  suggests  that  as  high  as  10 
to  15  per  cent  of  healed  cavitary  pulmonary  tuber- 
culosis lesions,  successfully  treated,  nevertheless 
will  eventually  host  a secondary  invader,  with  de- 
velopment of  a mycetoma.13  Is  that  not  a fairly 
high  percentage,  Dr.  Muschenheim? 

Dr.  Muschenheim:  “Open  healing,”  so-called, 

of  tuberculosis  has  been  associated  with  eventual 
development  of  myetomas,  but  I would  not  have 
thought  the  percentage  was  quite  that  high. 

I would  say  we  see  it  much  less  frequently,  but 
it  is  very  difficult  to  arrive  at  an  estimate  from 
personal  experience  or  even  the  experience  of  a 
small  pulmonary  service  like  ours  at  The  New  York 
Hospital.  There  are  not  many  patients  whom  we 
follow  for  a long  time  with  “open  healing.”  Most 
of  our  patients  undergo  “closed”  healing,  that  is, 
with  closure  of  cavities. 

Dr.  Flynn:  Do  you  mean  by  open  healing  that 
the  cavity  remains  connected  to  a bronchus  and 
yet  it  is  healed  as  far  as  any  evidence  of  active  tu- 
berculosis goes? 

Dr.  Muschenheim:  Two  terms  are  used  in 

connection  with  cavities  that  remain  open  but  are 
not  associated  with  sputum  persistently  positive 
for  acid-fast  bacilli.  The  terms  are  “open  heal- 
ing” and  “open  negative  status.”  Open  healing 
occurs  in  a small  percentage  and  was  more  often 
observed  during  earlier  times  when  surgical  resec- 
tions were  done  more  frequently  than  at  present. 
These  were  perfectly  clean  cystic  cavities  with  no 
element  of  residual  tuberculous  infection  in  the 
wall  at  all.  On  the  other  hand,  “open  negative 
status”  refers  to  patients  with  cavities  who  have 


had  cultures  persistently  negative  for  acid-fast  ba- 
cilli for  more  than  six  months.  These  patients  do 
remarkably  well,  but  a certain  number  of  them,  of 
course,  do  have  bacteriologic  relapses  after  a peri- 
od of  time. 

The  advisability  of  surgical  treatment  for  asper- 
gilloma  relates,  I think,  to  the  original  causes  of 
the  cavity  and  the  amount  of  pulmonary  involve- 
ment from  the  original  disease.  Israel  and  Os- 
trow,2  whom  I mentioned  earlier,  collected  10  in- 
stances of  aspergilloma  in  sarcoidosis  patients 
over  a period  of  very  few  years.  At  least  in  some 
of  these  patients  the  pulmonary  function  was  so 
poor  that  resection  was  not  feasible.  Israel  and  Os- 
trow2  also  recorded  that  serious  hemoptysis  is  an 
increasingly  important  problem  in  that  particular 
group  of  cases;  they  had  one  or  more  fatal  hemor- 
rhages in  patients  who  had  not  undergone  pulmo- 
nary resection.  Another  interesting  sidelight  is 
that  when  these  lesions  are  resected,  results  of  the 
precipitin  test  become  negative. 

Dr.  Flynn:  Is  your  interest  in  a precipitin  test 
related  to  the  fact  that  the  test  is  closely  associ- 
ated in  some  way  with  the  formation  of  the  fungus 
ball? 

Dr.  Muschenheim:  No.  It  is  just  that  empir- 
ical observation  indicates  that  most  patients  with 
aspergillomas  have  positive  findings  on  precipitin 
tests  without  obvious  reason.  You  do  not  really 
need  that  test  very  much,  because  in  most  in- 
stances the  diagnosis  is  correctly  made  by  roent- 
genologic means,  but  the  precipitin  test  helps  to 
identify  the  causative  fungus  in  a mycetoma,  and 
I think  that  positive  findings  also  indicate  that 
this  infection  is  not  a completely  uninvasive  affair 
but  rather  that  the  cavity  wall  may  be  invaded,  as 
was  pointed  out  by  Dr.  Abu-Nassar. 

Did  I understand  that  there  was  a bronchopleu- 
ral fistula  present  also  in  this  patient? 

Dr.  Abu-Nassar:  No.  The  visceral  pleura  of 

the  left  upper  lobe  formed  a part  of  the  original 
cavity  wall,  but  it  was  intact,  and  infection  had 
not  spread  to  the  pleural  cavity  itself. 

Dr.  Muschenheim:  But  there  was  pulmonary 

aspergillosis  which  had  apparently  spread  from 
the  region  of  the  fungus  ball.  This  I think  is  quite 
unusual  in  a patient  who  had  not  received  cortico- 
steroids. 

Dr.  Abu-Nassar:  Of  course,  antibiotics  could 

have  been  a factor  in  encouraging  fungus  growth. 

Dr.  Flynn:  Uremia,  even  if  due  to  a mild  renal 
insufficiency  and  temporary  dehydration,  surely 
will  lower  a patient’s  resistance  to  infections  also. 

It  appears  to  me  that  the  medical  literature  on 
the  subject  of  mycetomas  was  almost  nonexistent 
prior  to  thirty-five  years  ago,  and  now  there  has 
been  a considerable  increase  in  the  number  of 
cases.  The  element  of  immunosuppressive  thera- 
py and  the  use  of  corticosteroids  make  almost  cer- 
tain the  likelihood  that  we  can  expect  to  see 
mycetomas  more  often  as  time  goes  on. 
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Dr.  Muschenheim:  The  statements  I have  en- 
countered suggest  that  aspergillosis  in  general  and 
aspergilloma  in  particular  have  become  more 
prominent  in  the  last  decade,  perhaps  because  at 
present  there  are  more  cases  of  so-called  open  neg- 
ative tuberculosis  with  cavities,  more  old  cases  of 
burnt -out  sarcoid,  and  no  doubt  also  many,  if  not 
more,  patients  with  bullous  emphysema. 

The  invasive  types  of  fungus  infection  are  clear- 
ly related  to  chronic  malignant  diseases  and  lym- 
phomas and  occur  in  these  as  complications  of 
treatment. 

Dr.  Flynn:  The  dictionary  definition  of  myce- 
toma is  a chronic  infection  of  the  feet,  rarely  of 
the  hands  and  other  sites,  caused  either  by  actino- 
mycetes  or  by  true  fungi,  and  characterized  by  tu- 
mefactions and  multiple  draining  sinuses.14  This 
would  not  appear  to  include  ordinary  fungus  balls, 
but  they  are  so  commonly  referred  to  as  myceto- 
mas in  the  medical  literature  that  no  doubt  usage 
will  prevail  over  strict  definition. 

Dr.  Muschenheim:  This  case  today  is  a rather 
unusual  instance  of  pulmonary  aspergillosis  asso- 
ciated with  an  aspergilloma  which  had  spread  into 
the  pulmonary  parenchyma. 

Final  diagnoses 

1.  Mycetoma  (aspergilloma),  upper  lobe  of  left 
lung,  within  old  bronchiectatic  cavity 

2.  Invasive  aspergillosis,  moderate,  paren- 
chyma and  blood  vessels  of  lungs 

3.  Bilateral  acute  bronchopneumonia 

4.  Old  recanalized  thrombus  in  basilar  artery, 
with  recent  thrombus  formation 


5.  Old  cystic  infarcts,  right  occipital  lobe  of 
brain,  and  medulla 

6.  Bilateral  nephrosclerosis 

7.  Passive  congestion  of  the  liver 

8.  Atherosclerotic  aneurysm  of  abdominal 
aorta  (3  cm.) 

9.  Submucosal  leiomyoma  of  stomach 
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Distance  between  countries  is  constantly  getting 
shorter.  Communications  are  more  rapid,  and 
the  political,  commercial,  and  scientific  news  is 
spreading  faster  than  ever  before.  Important 
facts  are  becoming  common  knowledge  overnight. 
But  despite  these  developments  each  country  fol- 
lows its  own  traditions,  develops  its  own  prefer- 
ences and  prejudices,  and  there  is  still  a great  deal 
of  misunderstanding  between  nations  which  is  due 
not  only  to  language  barriers  but  also  to  national 
customs. 

In  drug  research  the  major  developments  are 
likely  to  find  acceptance  in  most  countries;  but  in 
some  areas  the  situation  differs,  since  legislation, 
medical  education,  and  therapy  based  on  tradi- 
tion are  not  the  same  in  each  country.  There  are 
differences  even  in  medical  practice  and  prescrib- 
ing habits  between  the  various  sections  of  this 
country.  What  is  acceptable  in  Boston  may  not 
find  approval  on  the  West  Coast.  In  addition,  ge- 
netic differences  and  food  habits  cause  variations 
in  diseases  and  response  to  drugs. 

Dunlop  and  Inch1  make  the  following  state- 
ment: “Many  of  the  discrepancies  (in  prescribing 
drugs)  are  due  to  the  varying  incidence  and  sever- 
ity of  diseases  in  different  countries — bronchitis, 
for  instance,  is  known  as  the  English  disease,  and 
in  its  chronic  form  is  far  more  prevalent  in  Britain 
than  in  many  countries  in  Western  Europe.”  The 
analgesic  aminopyrine  is  not  available  in  the 
United  Kingdom  and  the  United  States  but  is 
freely  obtainable  to  the  general  public  in  Germa- 
ny. In  Europe  the  physician  is  not  handicapped 
in  prescribing  drugs  for  the  treatment  of  diseases 
which  are  not  mentioned  in  the  package  insert  as 
he  is  in  this  country. 

Analysis  of  new  drugs  in  Europe 

Number  of  drugs.  Any  analysis  of  new  drug 
introduction  in  Europe  must  take  the  aforemen- 


TABLE  I.  New  drugs  developed  in  the  United  States  and 
marketed  in  England,  France,  Germany,  and  Italy  but  not 
available  the  United  States 


Generic  Name 

Therapeutic  Use 

Originator 

Tilidine 

Analgesic-narcotic 

Warner  Lambert 

Tinidazole 

Anti-infectives,  vaginal 

Pfizer 

Flufenamic  acid 

Anti-inflammatory 

Parke-Davis 

Clothiapine 

agent,  nonhormonal 
Ataraxic 

Dorsey 

Medazepam 

Ataraxic 

Roche 

Oxypertine 

hydrochloride 

Ataraxic 

Sterling  Winthrop 

Temazepam 

Ataraxic 

Wyeth 

Asparaginase 

Cancer  chemotherapy 

Various  U.S.  Research 

Debrisoquin 

Hypotensive 

Institutions 

Roche 

Diazoxide 

Hyperglycemic  and 

Schering 

Amiloride 

hydrochloride 

hypotensive 

Diuretic 

Merck  Sharp  & Dohme 

Medrogestone 

Hormone,  progesterone 

Ayerst 

Iprindol 

Psychostimulant 

Wyeth 

tioned  factors  into  consideration.  The  following 
review  is  based  on  a five-year  analysis  of  the  intro- 
duction of  new  drugs  in  England,  France,  Germa- 
ny, and  Italy  covering  the  period  from  January  1, 
1967,  to  December  31,  1971.  A numerical  presen- 
tation of  the  number  of  drugs  introduced  and 
their  origin  is  useful  but  does  not  tell  the  whole 
story.  The  eventual  question  is:  What  have  they 
got  that  we  should  have,  and  in  what  areas  of 
drug  research  and  therapy  can  the  major  Europe- 
an countries  offer  advantages? 

During  the  five-year  period  under  review  a total 
of  294  new  single  drugs  were  introduced.  Many 
have  become  available  in  all  four  countries. 
Sixty-six  of  these  drugs  are  available  in  this 
country,  and  65  of  these  drugs  were  developed  in 
the  United  States  which  has  made  a major  contri- 
bution to  European  drug  therapy.  For  the  same 
period,  1967  to  1971,  the  number  of  new  single 
drugs  introduced  in  the  United  States  was  75. 
Seventy-two  of  the  drugs  marketed  in  Europe  are 
currently  under  clinical  investigation  in  this  coun- 
try, and  13  of  these  originated  with  American 
pharmaceutical  manufacturers  or  research  insti- 
tutes. These  are  given  in  Table  I. 

Countries  involved.  It  is  always  interesting  to 
learn  where  new  drugs  come  from  and  which  are 
the  most  productive  countries.  Table  II  presents 
a listing  of  new  drug  synthesis  by  country.  Again, 
numbers  by  themselves  are  not  a true  indicator  of 
productivity,  because  they  do  not  tell  anything 
about  the  quality  and  the  usefulness  of  drugs  and 
their  acceptance  in  various  countries.  English, 
German,  Italian,  Swiss,  and  American  drugs  have 
a high  rate  of  acceptance  in  many  countries, 
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TABLE  II.  Origin  of  drugs  marketed  in  England.  France, 
Germany,  and  Italy  (1967  to  1971)* 


Country 

Number  of 
Drugs 

Austria 

2 

Belgium 

15 

Czechoslovakia 

2 

Denmark 

4 

England 

22 

France 

61 .5 

Germany 

37.8 

Hungary 

4 

India 

1 

Italy 

26.5 

Japan 

10 

Mexico 

2.5 

Netherlands 

5 

Sweden 

8 

Switzerland 

24 

United  States 

64.7 

Known  drug,  new  use 

4 

Total 

294 

* Some  drugs  are  developed  in  more  than  one  country,  hence  the 
assignment  of  fractional  values. 


whereas  many  of  the  drugs  developed  in  France 
stay  at  home.  This  is  due  partly  to  the  fact  that 
they  have  been  designed  specifically  for  French 
medical  practice  and  may  not  be  acceptable  else- 
where. There  are  many  medium-size  manufac- 
turers in  France  which  develop  their  own  drugs  or 
obtain  licenses  from  university  researchers  who 
market  drugs  primarily  for  home  consumption. 
The  percentage  of  new  drugs  marketed  in  France 
and  originating  in  its  own  country  is  different 
from  the  situation  in  other  European  countries 
surveyed  (Table  III).  Every  country  must  expect 
an  invasion  of  foreign  drugs  into  its  armamentari- 
um. That  is  as  it  should  be,  because  useful  drugs 
should  be  available  on  a worldwide  basis.  Ger- 
many, too,  has  had  a rather  heavy  invasion  of  for- 
eign drugs  during  the  last  five  years. 

Areas  of  therapy.  From  a physician’s  point  of 
view  the  most  interesting  aspect  of  this  analysis  is 
in  what  areas  of  therapy  new  drugs  became  avail- 
able in  the  major  European  countries  during  the 
last  five  years.  This  is  where  differences  in  drug 
research  and  therapy  are  becoming  most  evident. 
Table  IV  demonstrates  certain  parallels  in  the 
marketing  of  new  drugs  in  the  United  States  and 
foreign  countries,  but  it  also  points  up  certain  de- 
ficiencies in  the  situation  in  the  United  States 


which  time  no  doubt  will  remedy.  Of  the  total 
number  of  294  new  drugs  marketed  in  the  four 
countries,  198  or  67.3  per  cent  belong  to  only  nine 
therapeutic  classes.  Three  of  these,  anti-infec- 
tives  and  drugs  affecting  the  central  nervous  sys- 
tem and  neoplasms,  are  also  the  most  frequently 
marketed  drugs  in  the  United  States.  This  coin- 
cides with  the  research  effort  of  the  United  States 
pharmaceutical  industry  as  recorded  in  the  Annu- 
al Survey  Report  1971  to  1972  published  by  the 
Pharmaceutical  Manufacturers  Association. - 

Disregarding  research  on  diagnostic  prepara- 
tions and  veterinary  medicine,  one  arrives  at  the 
tabulation  given  in  Table  V.  This  survey  indi- 
cates that  about  70  per  cent  of  the  research  effort 
exerted  by  American  pharmaceutical  manufactur- 
ers is  exerted  in  four  categories,  or  440  million  dol- 
lars were  spent  in  1971  by  American  firms  on 
these  types  of  drugs  in  this  country  and  abroad  of 
the  total  research  expense  of  628.8  million  dollars. 
It  is  true  that  with  sales  of  1,153  million  dollars  of 
drugs  used  in  diseases  of  the  central  nervous  sys- 
tem and  sales  of  681  million  dollars  for  anti-infec- 
tives,  these  two  classes  represent  about  40  per 
cent  of  the  total  1971  sales  of  4,667  million  dollars 
by  these  firms  in  the  United  States.  Research 
dollars  appear  to  go  where  most  of  the  revenue  is 
to  be  expected. 

Returning  to  the  foreign  scene  we  find  that 
there  are  four  areas  of  drug  introduction  where 
there  appears  to  be  relatively  little  activity  in  this 
country  both  from  a research  and  marketing  point 
of  view.  These  are  antiarthritics  and  anti-inflam- 
matory drugs,  bronchodilators,  cardiovascular 
drugs,  and  antispasmodics. 

In  the  first  group  only  two  new  drugs  were  mar- 
keted in  this  country  since  1967,  namely,  allopuri- 
nol  of  Burroughs  Wellcome  and  mefenamic  acid  of 
Parke  Davis.  In  Europe,  however,  11  new  drugs 
made  their  appearance;  one  of  these,  flufenamic 
acid  (Parke  Davis),  is  of  American  origin  and  is 
now  sold  in  all  four  European  countries  under  re- 
view. Two  promising  antiarthritics,  apazone  of 
Siegfried  and  benzpirylon  of  Sandoz  residing  in 
Switzerland,  are  now  under  clinical  investigation 
in  this  country  as  is  ibuprofen  of  Boots  in  En- 
gland, of  the  nine  anti-inflammatory  drugs  mar- 
keted abroad.  There  is  a need  for  new  nonhormo- 
nal  drugs  for  the  treatment  of  rheumatic  diseases, 
and  additions  to  therapy  would  be  welcome. 


TABLE  III.  Percentage  of  origin  of  new  drugs* 


Country 

Country  of  Marketing 

England 

Number  Per  Cent 

F 

iany 

Per  Cent 

Number 

Per  Cent 

Number 

Number  Per  Cent 

Origin 

16.5 

16.2 

43 

37.4 

26 

19.7 

16.5 

16.8 

United  States 

33.5 

32.8 

22.5 

19.6 

34 

19.6 

26.0 

26.6 

Other  Foreign  Countries 

52 

51.0 

49.5 

43 

72 

43 

55.5 

56.5 

Totals 

102 

100 

115 

100 

132 

100 

98 

100 

* Average  number  of  new  drugs  per  country,  112.  Some  drugs  are  developed  in  more  than  one  country,  hence  the  assignment  of  fractional  values. 


778  New  York  State  Journal  of  Medicine  / March  15,  1973 


TABLE  IV.  Major  therapeutic  classes  of  drugs  marketed  in 
England,  France,  Germany,  and  Italy  1967  to  1971 


Therapeutic 

Classes 

Drugs  Marketed 
Number  Per  Cent 

U.S. 

U.S.  Mar-  U.S. 

Origin  keted  Studied 
Number  Number  Number 

Central  nervous  system 

51 

17.3 

11 

10 

14 

Cardiovascular 

47 

16.0 

6 

6 

19 

Anti-infectives 
Antiarthritics  and 

44 

15.0 

18 

22 

2 

anti-inflammatory 

14 

4.8 

3 

2 

3 

Cancer  chemotherapy 

11 

3.7 

9 

7 

1 

Antispasmodics 

11 

3.7 

Bronchodilators 

8 

2.7 

1 

1 

6 

Hormones  corticoids 

7 

2.4 

1 

Analgesics 

5 

1.7 

2 

2 

2 

Totals 
Other  classes 

Total  drugs 

198 

96 

294 

67.3 

32.7 

51 

50 

47 

Bronchodilators  are  filling  an  ever-increasing 
demand  in  therapy  of  respiratory  disorders.  In- 
dustry appears  to  be  aware  of  this  fact,  because 
six  of  the  foreign-developed  and  marketed  drugs 
are  currently  being  studied  clinically  in  this  coun- 
try. Among  those  of  foremost  importance  are  cro- 
molyn sodium  with  its  significant  effectiveness  in 
the  prophylaxis  of  asthma  to  be  marketed  by  its 
originator  Fisons,  of  England,  and  also  by  Syntex. 
Next  we  have  metaproterenol  sulfate  of  Boehring- 
er  Ingelheim  which  has  been  available  in  Germany 
since  1961.  Other  promising  drugs  have  been  de- 
veloped in  England,  France,  and  Sweden. 

When  we  come  to  the  drugs  used  in  the  treat- 
ment of  cardiovascular  diseases  we  find  that  only 
6 of  47  new  drugs  marketed  abroad  from  1967  to 
1971  are  currently  available  in  the  United  States, 
although  19  are  under  clinical  evaluation,  some 
for  many  years.  Ten  antiarrhythmics  made  their 
appearance  in  Europe,  but  only  propranolol  has 
made  the  grade  in  the  United  States  in  1968.  Six 
are  currently  being  investigated  here,  but  when 
they  will  be  ready  for  marketing  is  not  known. 

Two  cardiotonics,  acetyldigoxin  of  Sandoz  in 
Switzerland  and  proscillaridin  of  Knoll  in  Germa- 
ny, were  marketed  in  Europe  in  the  mid-sixties, 
and  study  in  this  country  still  continues.  We 
know  today  through  the  extensive  studies  of  Freis3 
that  early  treatment  of  even  the  mild  forms  of  hy- 
pertension may  obviate  its  more  serious  conse- 
quences, but  no  new  hypotensive  drug  has  made 
its  appearance  in  this  country  since  1963. 
Methyldopa  was  the  last  important  drug.  Five 
new  drugs  lowering  high  blood  pressure  were  mar- 
keted in  Europe  since  1967.  Among  these  are 
bethanidine  sulfate  (Burroughs  Wellcome),  cloni- 
dine  hydrochloride  (Boehringer,  Ingelheim),  and 
debrisoquin  sulfate  (Roche,  United  States).  All 
are  under  study  here,  but  to  obtain  approval  by 
the  Food  and  Drug  Administration  is  a difficult 
and  tedious  process  which  has  been  particularly 
pronounced  in  the  cardiovascular  field  and  has 


TABLE  V.  Research  and  development  expenditure  by 
United  States  manufacturers  according  to 
therapeutic  class  in  1971 


Drugs  Used  in  Human  Subjects 

Percentage  Share 
of  Total  Dollar 
Expenditure 

Anti-infectives 

22.4 

Central  nervous  system 
drugs 

17.7 

Cancer  chemotherapy  and 
endocrine  disorders 

17.3 

Cardiovascular  drugs 

12.7 

Subtotal 

70.1 

Digestives 

7.4 

Biologicals 

5.3 

Respiratory  drugs 

3.9 

Vitamins 

3.1 

Dermatologicals 

2.2 

Other 

8.0 

Subtotal 

29.9 

Total 

100.0 

discouraged  manufacturers  from  entering  it  as  a 
research  subject. 

We  have  had  no  new  coronary  vasodilator  since 
1961;  nine  became  available  in  Europe,  and  four 
are  subjected  to  clinical  studies  in  America.  One 
of  these,  chromonar  hydrochloride  of  Casella-Ri- 
edel  in  Germany,  has  been  around  for  many  years. 
The  same  is  true  of  verapamil  hydrochloride  of 
Knoll  in  Germany.  The  situation  is  not  very  dif- 
ferent with  peripheral  vasodilators:  six  new  ones 

have  been  added  to  the  European  physician’s  drug 
list,  and  none  is  currently  studied  in  the  United 
States.  Of  the  six  new  nonthiazide  diuretics  mar- 
keted abroad  only  one,  ethacrynic  acid  of  Merck 
Sharp  & Dohme,  is  available  to  the  American 
physician.  Amiloride,  also  of  Merck  Sharp  & 
Dohme,  is  now  sold  in  England.  Manufacturers 
of  clopamide  (Sandoz)  and  of  mefruside  (Bayer, 
Germany)  are  trying  to  obtain  approval  by  the 
Food  and  Drug  Administration. 

No  new,  widely  used  antispasmodic  or  anticho- 
linergic has  made  its  appearance  in  the  United 
States  during  the  last  ten  years.  Eleven  became 
available  in  Europe.  Whether  or  not  any  of  these 
offer  greater  effectiveness  or  fewer  side-effects 
than  those  prescribed  for  many  years  by  American 
physicians  can  be  determined  only  by  compara- 
tive studies  which  are  lacking.  But  still  there  is 
activity  abroad  which  is  missing  here.  Two  new 
hypoglycemic  agents  are  prescribed  in  Europe, 
one  from  Germany  (glyburide)  and  the  other  from 
France  (glybuzole).  The  hyperglycemic  agent 
diazoxide  of  Schering  in  the  United  States  is  now 
available  in  England.  This  versatile  drug  has  just 
been  released  in  the  United  States  for  the  treat- 
ment of  severe  hypertension.  The  hormone 
pentagastrin  of  Imperial  Chemical  Industries  in 
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England  is  finding  an  increasing  favorable  medical 
press  for  its  use  as  a stimulant  of  gastric  secretion. 

New  corticoids  and  progesterones  developed 
abroad  and  not  available  in  the  United  States  rep- 
resent more  a refinement  and  variation  in  therapy 
than  a real  innovation.  They  would  add  little  to 
present  therapy. 

There  does  not  appear  to  be  any  need  for  a dis- 
cussion of  the  two  major  classifications  of  drugs 
introduced  abroad,  anti-infectives  and  drugs  used 
for  the  treatment  of  the  nervous  system,  because 
the  most  important  ones  are  available  in  this 
country,  and  the  American  physician  is  already 
overloaded  with  suggestions  for  prescribing  drugs 
in  these  fields  of  therapy. 

None  of  those  that  have  been  synthesized  abroad 
offer  any  new  mode  of  action  which  might  attack 
the  disease  and  its  symptoms  from  a different 
angle.  Interesting  is  the  worldwide  acceptance  of 
new  drugs  for  the  treatment  of  malignant  condi- 
tions. Definite  progress  has  been  made  in  the 
prolongation  of  life  of  many  patients,  but  the  ulti- 
mate goal,  a cure,  still  escapes  us  and  needs  fur- 
ther research. 

Comment 

Drug  therapy  with  major  drugs  is  becoming 
more  and  more  international.  The  transfer  from 
one  country  to  another  depends  on  various  factors: 

The  innovation  and  therapeutic  value  of  a new  drug 

Its  effectiveness  and  safety  in  relation  to  drugs  al- 
ready available  in  a given  country 

The  acceptability  of  the  drug  by  the  medical  stan- 
dards followed  in  the  country  in  which  it  is  to  be 
marketed 

The  market  facilities  of  its  originator  in  foreign 
countries:  important  drugs  are  marketed  faster  in 
those  countries  where  the  originator  has  its  own  sub- 
sidiaries 

The  speed  with  which  licensing  contracts  can  be  ne- 


gotiated; such  negotiations  sometimes  take  a long 
period  of  time 

The  reliability  of  the  data  collected  by  the  originator 
in  his  own  country 

The  awareness  of  a pharmaceutical  manufacturer  of 
research  carried  out  in  foreign  countries  so  that  he 
can  take  advantage  of  it 

The  extent  of  pharmacologic  and  clinical  research 
that  must  be  duplicated  in  each  country  to  obtain 
government  approval 

We  must  be  careful  not  to  engage  in  any  kind  of 
numbers  game  in  judging  whether  or  not  the 
United  States  is  lacking  in  valuable  foreign  or 
U.S. -developed  drugs.  The  mere  statement  that 
294  new  single  drugs  were  introduced  in  four  Eu- 
ropean countries  during  a five-year  period  and 
only  75  in  this  country,  suggesting  a famine  in 
drug  therapy  in  America,  is  not  justified.  Many 
of  the  drugs  marketed  abroad  would  not  necessar- 
ily be  acceptable  in  the  United  States.  The  aver- 
age number  of  new  drugs  introduced  in  each  of 
the  four  foreign  countries  during  the  five-year  pe- 
riod is  112. 

Summary 

This  review  indicates  that  the  United  States  is 
well  supplied  with  drugs  in  major  therapeutic 
classes  but  that  there  is  definite  room  for  im- 
provement in  the  availability  of  new  drugs  for  car- 
diovascular and  respiratory  diseases  as  well  as  ar- 
thritic disorders.  Such  drugs  have  been  devel- 
oped abroad  or  in  this  country  and  are  presently 
waiting  at  the  door  to  be  admitted  for  therapy. 
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Intermittent  extracorporeal  hemodialysis  is  an 
effective  means  of  prolonging  the  useful  life  of  pa- 
tients who  would  otherwise  die  of  kidney  fail- 
ure.1 3 Chronic  dialysis,  however,  often  is  associ- 
ated with  unpredictable  complications.  The  fol- 
lowing case  documents  the  occurrence  of  idiopath- 
ic ascites  in  a dialysis  patient,  thus  extending  the 
list  of  complications  of  long-term  hemodialysis. 
Idiopathic  ascites  as  a complication  of  chronic 
dialysis  or  uremia  has  not  been  described  exten- 
sively in  the  literature,  but  it  is  one  which  is  rec- 
ognized throughout  the  country.4-6 

Case  report 

A fifty-six-year-old  Negro  male  was  in  good 
health  until  1962,  when  hypertension  was  noted 
and  antihypertensive  therapy  was  instituted  with 
administration  of  reserpine  and  chlorothiazide. 
In  May,  1965,  the  patient  complained  of  weak- 
ness and  fatigue  and  was  admitted  to  a local  hos- 
pital. The  urine  test  result  for  protein  was  4 plus. 
The  electrocardiographic  findings  revealed  left 
ventricular  hypertrophy.  The  blood  urea  nitrogen 
was  49,  and  serum  creatinine,  1.7  mg.  per  100  ml., 
and  the  vanillylmandelic  acid  was  8 units.  Dur- 
ing the  hospitalization,  the  patient  complained  of 
epigastric  pain,  and  an  upper  gastrointestinal 
roentgenogram  revealed  a deformed  duodenal 
bulb  with  an  ulcer  in  the  prepyloric  area.  Intra- 
venous pyelogram  results  were  normal.  In  April, 
1967,  hematemesis  associated  with  epigastric  dis- 
comfort was  noted,  and  the  patient  received  blood 
transfusions  and  responded  to  a conservative  ulcer 
regimen  consisting  of  a bland  diet  and  antacids. 

*Supported  by  the  general  research  funds  from  the  Nassau 
County  Medical  Center  and  the  Kidney  Foundation  of  New 
York,  Inc. 


Because  of  continued  elevations  of  blood  pressure 
recordings,  alphamethyldopa  therapy  was  insti- 
tuted, but  no  significant  effect  was  noted.  The 
onset  of  nausea  and  emesis  prompted  admission  to 
the  Nassau  Countv  Medical  Center  in  August, 
1968. 

On  admission,  the  physical  examination  re- 
vealed a blood  pressure  of  192/88,  pale  conjuctiva, 
bilateral  arcus  senilus,  and  minimal  arteriovenous 
nicking  of  the  retinal  vessels  on  funduscopic  ex- 
amination. The  heart  was  enlarged,  and  an  early 
systolic  ejection  murmur  was  heard  at  the  left 
sternal  border.  Abdominal  examination  was  un- 
remarkable. No  ascites  or  enlargement  of  liver  or 
spleen  was  detected.  Neurologic  examination  re- 
vealed marked  wasting  of  the  left  quadriceps  and 
a left  foot  drop;  muscle  strength  was  markedly  de- 
creased in  the  left  lower  extremity.  The  left- 
ankle  deep-tendon  reflex  was  absent.  The  patient 
was  unable  to  dorsiflex  the  left  foot.  Pinprick 
sensation  was  diminished  in  the  left  leg,  but  posi- 
tion sense  and  vibratory  sensation  were  intact. 

Laboratory  data.  The  hemoglobin  was  6.6 
Gm.  per  100  ml.;  white  blood  count  was  5,800. 
The  urinalysis  revealed  a specific  gravity  of 
1.008;  protein,  2 plus;  glucose  and  acetone  were 
negative.  Urine  sediment  revealed  occasional 
white  blood  cells  per  high-power  field.  The  blood 
urea  nitrogen  ranged  from  91  to  135,  plasma  cre- 
atinine, 9.2  to  10.3  mg.  per  100  ml;  creatine  clear- 
ance, 7 cc.  per  minute;  total  protein,  6.5,  albumin, 
4.1,  and  globulin,  2.4  Gm.  per  100  ml.;  fasting 
blood  sugar,  134  mg.  per  100  ml.;  and  plasma  so- 
dium, 140,  potassium,  5.4,  bicarbonate,  22,  and 
chloride  109  mEq.  per  liter. 

At  this  time,  VDRL-test  results  were  quantita- 
tively and  qualitatively  positive  in  plasma.  Rei- 
ter’s protein  test  result  was  reactive.  The  fluo- 
rescent treponema  antibody  absorption  test  re- 
sults were  positive,  confirming  the  diagnosis  of 
syphilis.  A spinal  fluid  examination  revealed  nor- 
mal opening  pressure  of  100  mm.  of  water.  The 
fluid  was  clear  and  contained  no  cells  or  orga- 
nisms. Results  of  bacteriologic  studies  were  nega- 
tive. Glucose  and  protein  in  the  spinal  fluid  were 
both  25  mg.  per  100  ml.  The  VDRL-test  result 
was  nonreactive  in  spinal  fluid.  Lupus  prepara- 
tions were  negative,  and  the  serum  protein  elec- 
trophoresis finding  was  normal. 

Clinical  course.  Because  of  the  reactive 
VDRL  test,  myoneuropathy  of  the  left  leg,  hyper- 
tension, and  chronic  progressive  renal  failure,  a 
presumptive  diagnosis  of  connective  disorder  was 
considered.  An  open  renal  biopsy  was  performed 
and  revealed  severe  glomerulosclerosis  with  many 
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hyalinized  glomeruli,  atrophic  tubules,  and  focal 
infiltrates  of  lymphocytes  in  stroma  with  excessive 
amounts  of  arteriolar  hvalinization.  The  patho- 
logic findings  were  consistent  with  chronic  end- 
stage  kidney  disease. 

Four  days  postoperatively,  the  patient  noted 
gross  hematuria,  which  persisted  for  four  weeks, 
associated  with  symptoms  of  uretheral  and  blad- 
der colic  and  a decrease  in  hematocrit  to  18,  de- 
spite administration  of  19  units  of  blood  over  this 
period.  At  this  time  the  patient  developed  nau- 
sea, vomiting,  and  asterexis;  a pericardial  friction 
rub  was  heard  over  the  precordium.  The  blood 
urea  nitrogen  had  increased  from  115  to  250,  asso- 
ciated with  an  increase  of  plasma  creatinine  from 
10.5  to  26.5  mg.  per  100  ml.  Severe  metabolic  aci- 
dosis was  noted.  Plasma  bicarbonate  concentra- 
tion decreased  from  14  to  9 mEq.  per  liter.  Due  to 
the  increased  severity  of  uremia,  peritoneal  dialy- 
sis was  instituted  and  continued  for  three  days. 
No  fluid  was  present  in  the  abdomen  on  insertion 
of  the  peritoneal  catheter.  At  the  end  of  22  cycles 
of  peritoneal  dialysis  with  1.5  mg.  per  100  ml.  glu- 
cose (Peridial)  solution,  the  peritoneal  fluid  was 
noted  to  be  turbid  and  cloudy  and  to  contain 
many  polymorphic  leukocytes.  The  patient  com- 
plained of  crampy  abdominal  pain.  Watery  diar- 
rhea, rebound  tenderness  in  the  lower  abdomen, 
and  temperature  elevation  to  103°  F.  were  noted. 
Peritoneal  dialysis  was  continued  for  an  addi- 
tional 27  cycles,  and  dialysis  fluid  remained  clou- 
dy. Blood  and  peritoneal  fluid  cultures  were  posi- 
tive for  Klebsiella  pneumoniae.  The  patient  was 
treated  with  cephalosporin,  4 Gm.  daily,  for  four- 
teen days  and  the  symptoms  of  sepsis  subsided. 

On  October  24,  1968,  an  arteriovenous  Scribner 
shunt  was  inserted  in  the  left  lower  extremity,  and 
extracorporeal  hemodialysis  was  performed  twice 
weekly  for  six  hours  with  regional  heparinization, 
utilizing  the  Travenol  RSP  twin  coil  dialyzer. 

Because  of  persistent  gross  hematuria  and  the 
inability  to  maintain  the  hematocrit,  a right  ne- 
phrectomy was  performed  in  November,  1968. 
Histologic  sections  of  the  kidney  confirmed  the 
findings  reported  on  the  renal  biopsy. 

His  postoperative  course  was  uneventful. 
Bowel  sounds  were  active,  and  tenderness  to 
deep  palpation  was  noted  in  the  right  lower  quad- 
rant. Roentgenogram  of  the  abdomen  revealed 
scattered  gas  in  the  large  and  small  bowel  with  a 
minimal  ileus.  No  ascites  were  noted.  Diarrhea 
and  abdominal  discomfort  were  controlled  with 
diphenoxylate  hydrochloride.  Hemodialysis  was 
increased  to  fifteen  to  eighteen  hours  per  week. 

Intermittent  clotting  of  the  Scribner  arteriove- 
nous shunt  prompted  the  formation  of  a Brescia- 
Cimino  internal  arteriovenous  fistula  in  the  left 
arm  in  January,  1969. 

After  four  months  of  extracorporeal  hemodi- 
alysis, increasing  distention  of  the  abdomen  asso- 
ciated with  shifting  dullness  was  noted  for  the 


first  time.  The  patient  was  not  edematous,  and 
his  weight  of  155  pounds  had  not  increased. 

Despite  chemical  control  of  uremia  (blood  urea 
nitrogen,  85  to  105  and  creatinine,  9.1  to  14  mg. 
per  100  ml.),  the  patient  had  intermittent  epi- 
sodes of  abdominal  cramps,  associated  with  diar- 
rhea, and  intermittent  stools  contained  occult 
blood.  The  mononeuropathy  of  the  left  lower  ex- 
tremity improved  dramatically  with  dialysis  and 
control  of  uremia. 

However,  increasing  ascites  was  noted  over  the 
next  three  months,  and  the  patient  was  admitted 
for  evaluation.  Paracentesis  revealed  a yellowish 
clear  fluid,  which  contained  5.8  Gm.  per  100  ml. 
protein;  the  specific  gravity  of  the  fluid  was  1.032; 
lactic  dehydrogenase,  concentration  525  units  per 
cubic  centimeter,  100  units  heat  stable;  glucose, 
128  mg.  per  100  ml.;  amylase,  6 units;  and  bicar- 
bonate, 19  mEq.  per  liter.  Direct  smear  of  the 
peritoneal  fluid  failed  to  reveal  organisms,  but  a 
few  polymorphonuclear  leukocytes  were  seen. 
Malignant  cells  were  not  observed.  Culture  of 
the  fluid  was  negative  for  Mycobacterium  tuber- 
culosis, fungi,  and  bacteria.  The  purified  protein 
derivative  (intermittent  strength)  skin  test  results 
were  negative,  but  the  second-strength  test  find- 
ing was  reactive;  histoplasmin  and  coccidioidin 
skin  test  results  were  negative.  The  stools  were 
intermittently  positive  for  occult  blood,  and  gas- 
trointestinal roentgenogram  revealed  a scarred 
duodenal  bulb.  Results  of  sigmoidoscopy  and 
barium  enema  with  air  contrast  were  not  remark- 
able. A liver  biopsy  revealed  mild  nonspecific 
changes  without  evidence  of  nutritional  cirrhosis, 
granuloma,  or  abnormal  cells.  Cultures  of  the  he- 
patic tissue  for  M.  tuberculosis,  bacteria,  and  fun- 
gus were  negative. 

A diagnosis  of  tuberculis  peritonitis  was  consid- 
ered, and  the  patient  was  treated  with  isoniazid, 
200  mg.  per  day,  and  ethambutol  hydrochloric 
acid  (Myambutol),  15  mg.  per  kilogram  daily. 
An  afebrile  course  without  leukocytosis  persisted, 
and  his  weight  remained  stable  at  153  to  155 
pounds  despite  increasing  ascites.  At  no  time  was 
edema  of  the  extremities  or  pleural  or  pericardial 
effusion  noted. 

Despite  isoniazid  and  ethambutol  hydrochloric 
acid  therapy  and  continued  control  of  uremia  with 
hemodialysis,  ascites  persisted  and  necessitated 
repeated  paracentesis.  One  or  2 L.  of  ascitic  fluid 
was  removed  three  times  weekly  from  May  16  to 
June  20,  1969.  The  patient  was  infused  with  75 
to  100  Gm.  of  salt-poor  albumin  at  each  paracen- 
tesis. No  change  in  total  protein  albumin  or 
globulin  concentration  of  the  blood  was  observed. 
Results  of  liver  function  tests  were  within  normal 
limits.  The  liver  and  spleen  were  not  palpable, 
and  liver  scan  revealed  no  significant  abnormali- 
ties. Cultures  of  the  ascitic  fluid  repeatedly  re- 
vealed no  growth  for  M.  tuberculosis,  bacteria,  or 
fungi. 
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In  June,  1969,  the  ascitic  fluid  was  noted  to  be 
serosanguineous  and  contained  innumerable  red 
blood  cells.  The  patient  continued  to  complain  of 
intermittent  abdominal  cramps,  which  were  con- 
trolled with  an  ulcer  regimen  and  antacids. 

Ascites  persisted  despite  continued  chemical 
control  of  uremia  with  fifteen  to  eighteen  hours  of 
weekly  hemodialysis.  In  November,  1969,  the  pa- 
tient developed  melena;  upper  gastrointestinal 
roentgenogram  revealed  an  active  duodenal  ulcer. 
The  patient  refused  surgery  and  was  treated  con- 
servatively with  an  ulcer  regimen  and  blood  trans- 
fusions. Examination  of  ascitic  fluid  still  revealed 
a serosanguineous  fluid  which  contained  4.2  Gm. 
protein  and  a specific  gravity  of  1.029.  Cultures 
again  failed  to  demonstrate  bacterial  or  fungal 
growth. 

Intermittent  melena  persisted  requiring  1 to  2 
units  of  packed  cells  per  month  to  maintain  the 
hematocrit  at  18.  In  April,  1970,  massive  gas- 
trointestinal bleeding  required  immediate  surgical 
intervention.  Pyloroplasty  and  vagotomy  were 
performed.  At  operation  two  duodenal  ulcers 
were  noted  on  the  superior  aspect  of  the  first  por- 
tion of  the  duodenum.  The  peritoneum  appeared 
normal,  and  all  serosal  surfaces  were  smooth  and 
glistening  with  no  evidence  of  any  abnormality. 
The  liver  and  pancreas  appeared  normal.  At 
surgery  the  peritoneal  cavity  contained  150  to  200 
cc.  of  serosanguineous  fluid.  Results  of  a biopsy 
of  the  peritoneum  were  obtained  and  were  unre- 
markable without  evidence  of  chronic  peritonitis, 
granuloma,  or  neoplastic  cells. 

The  patient’s  course  following  surgery  was  un- 
eventful. Hemodialysis  was  increased  to  twenty 
hours  per  week  (five  hours  four  times  weekly). 
All  antituberculous  therapy  was  discontinued, 
and  the  patient  was  asymptomatic  twenty-eight 
months  after  ascites  was  first  noted.  Ascites  did 
not  recur,  and  the  patient  performed  dialysis  for 
two  years,  after  which  he  expired.  At  autopsy 
there  was  no  evidence  of  ascites. 

Study  and  results 

To  determine  the  incidence  of  ascites  in  pa- 
tients undergoing  chronic  hemodialysis,  a ques- 
tionnaire was  sent  to  the  institutions  tabulated  in 
the  Current  List  of  Hemodialysis  Programs,  com- 
piled by  the  U.S.  Public  Health  Service,  Division 
of  Chronic  Disease  Program.7  Answers  were  re- 
ceived from  61  centers  of  the  204  to  whom  the 
questionnaire  was  sent,  or  29.9  per  cent  response. 
These  centers  reported  41  cases  of  ascites  in  pa- 
tients undergoing  chronic  extracorporeal  dialysis. 
There  were  14  cases  of  hypoalbuminemia,  defined 
as  a serum  albumin  of  less  than  2.5  Gm.  per  100 
ml.  In  these  cases  hypoalbuminemia  may  have 
been  the  cause  of  or  a contributing  factor  for  the 
ascites.  Three  cases  of  constrictive  pericarditis 
were  reported,  and  the  data  from  these  cases  were 
excluded  from  the  tabulated  results. 


The  cause  of  renal  disease  in  the  cases  reported 
were  glomerulonephritis  in  29  cases;  pyelonephri- 
tis, 4;  polycystic  disease  of  the  kidney,  5;  nephro- 
sclerosis, 2;  and  unknown,  1.  This  distribution  of 
disease  in  these  patients  does  not  differ  from  pre- 
viously reported  studies  of  etiologic  distribution  of 
renal  disease  in  patients  on  chronic  dialysis.2 

The  character  of  the  ascitic  fluid  was  of  primary 
interest.  In  the  majority,  26,  the  fluid  was  con- 
sidered clear;  3 were  cloudy;  and  1,  hemorrhagic. 
The  fluid  in  our  case  began  clear  and  was  later 
hemorrhagic.  The  protein  content  varied  in  sur- 
veyed patients,  but  in  the  majority  the  ascitic 
fluid  contained  2.5  to  3.5  Gm.  per  100  ml.  No 
correlation  between  the  serum  albumin  and  the 
protein  content  of  the  ascitic  fluid  was  noted. 
The  glucose  concentration  of  the  ascitic  fluid  in 
the  cases  reported  ranged  between  60  to  100  mg. 
per  100  ml.;  however,  in  only  13  of  the  41  cases 
were  the  determinations  recorded.  Lactic  dehy- 
drogenase concentration  of  the  ascitic  fluid  was 
done  in  7 cases,  and  all  values  were  below  400 
units.  The  number  of  cells  observed  in  the  ascitic 
fluid  varied  greatly.  The  ascitic  fluid  tended  to 
be  acellular  or  hypocellular,  that  is,  less  than  200 
cells  per  cubic  centimeter.  The  ascitic  fluid  was 
cultured  in  29  cases  for  bacteria  fungi  and  acid- 
fast  bacteria  and  in  1 case  for  virus  and  proved  to 
be  sterile  in  all  cases.  In  27  of  the  cases,  the  fluid 
was  examined  for  malignant  cells,  and  none  were 
found. 

In  the  surveyed  group  of  patients,  12  liver 
biopsies  were  done.  Although  these  were  open  to 
various  pathologic  interpretations,  8 were  consid- 
ered normal,  as  was  our  case;  in  3 the  histologic 
changes  were  consistent  with  passive  congestion; 
and  in  1 case  the  histology  was  compatible  with 
hemosiderosis.  There  were  8 peritoneal  biopsies 
done.  Four  were  reported  as  negative;  3 as  chron- 
ic inflammatory  reaction  of  nonspecific  variety; 
and  1 as  severe  fibrinous  peritonitis. 

The  patients  were  treated  by  similar  methods, 
despite  the  fact  that  they  came  from  centers  in  all 
parts  of  the  country.  The  nonsurgical  approach 
usually  included  more  vigorous  dialysis  and  fre- 
quent paracentesis.  In  a few  separate  centers,  the 
fluid  from  the  paracentesis  was  dialyzed  and  then 
reinfused  into  the  patient.  Among  the  nonsurgi- 
cally  treated  14  improved,  11  remained  un- 
changed, and  5 died.  In  6 cases  the  patients  un- 
derwent transplantation;  4 of  these  had  complete 
disappearance  of  the  ascites,  and  2 died.  One  of 
the  transplantation  patients  had  bilateral  ne- 
phrectomy ten  months  prior  to  the  transplanta- 
tion. Following  bilateral  nephrectomy,  the  as- 
cites completely  disappeared. 

Comment 

Idiopathic  ascites  is  not  an  uncommon  compli- 
cation of  chronic  intermittent  hemodialysis.  It 
has  been  observed  throughout  the  country  in 
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many  dialysis  centers.  No  definite  cause  has  been 
determined  in  most  of  the  surveyed  cases  despite 
exhaustive  diagnostic  searches. 

The  character  of  the  fluid  in  our  cases  was  con- 
sistent with  an  exudate,  the  protein  content  being 
over  5 Gm.  per  100  ml.  However,  no  cause  for  the 
ascites  could  be  determined.  There  was  no  evi- 
dence of  intra-abdominal  neoplasm  by  roentgeno- 
gram or  surgery;  chronic  inflammation  of  the  peri- 
toneum was  excluded  by  direct  observation  at  sur- 
gery and  the  absence  of  chronic  inflammatory 
changes  observed  in  the  peritoneal  biopsy.  Re- 
peated cultures  of  the  fluid  were  sterile.  The  pa- 
tient’s thyroid  function  was  normal,  and  there  was 
no  evidence  of  constrictive  pericarditis  or  heart 
failure.  Chronic  liver  disease  was  not  evident  on 
biopsy.  No  evident  cause,  therefore,  could  be 
demonstrated  for  the  ascites. 

The  results  of  a survey  of  a number  of  dialysis 
centers  confirm  similar  findings  in  patients  devel- 
oping ascites.  In  only  3 of  the  41  cases  was  a de- 
finitive cause  determined.  In  each  of  these  pa- 
tients concomitant  constrictive  pericarditis  was 
evident  and  considered  an  adequate  explanation 
for  the  development  of  ascites. 

The  character  of  the  fluid  reported  in  the  sur- 
veyed cases  varied.  The  protein  content  was  con- 
sistent with  a transudate  in  the  majority  of  cases; 
the  protein  content  was  less  than  3 Gm.  per  100 
ml.  in  19  of  the  26  cases  in  which  the  protein  was 
determined.  Three  surveyed  patients  and  our  pa- 
tient had  exudative  ascites  with  a protein  content 
greater  than  4.5  Gm.  per  100  ml.  Only  14  of  the 
41  patients  had  significant  hypoalbuminemia, 
that  is,  less  than  2.5  Gm.  per  100  ml.,  suggesting 
that  this  is  not  a major  factor  in  the  majority  of 
the  patients  who  developed  ascites. 

Most  surveyed  cases  underwent  peritoneal  dial- 
ysis prior  to  the  extracorporeal  dialysis.  Chronic 
peritonitis  secondary  to  foreign-body  granuloma 
or  chemical  inflammation  has  been  described  in 
patients  who  have  undergone  peritoneal  dialysis. 
It  may  have  been  a contributing  factor  to  ascitic 
formation  in  4 of  the  8 surveyed  cases  who  had 
moderate  to  mild  peritoneal  inflammatory 
changes  on  biopsy.  However,  in  our  case  and  in  3 
surveyed  cases,  the  peritoneal  membrane  was  con- 
sidered normal. 

In  the  absence  of  known  factors  which  can  cause 
the  movement  of  fluid  across  a serosal  membrane, 
the  finding  of  ascites  suggests  another  mechanism 
operative  in  the  dialyzed  patients.  This  mecha- 
nism may  also  be  operative  in  the  development  of 
pericardial  and  pleural  effusions.  It  has  been  pos- 
tulated that  a still  undefined  “toxic  factor  or  fac- 
tors” may  initiate  in  some  uremic  patients  an  in- 
flammation of  serosal  membranes  with  a transu- 
date of  fluids.8  10  Such  factors  may  be  operative 
in  the  production  of  ascites  noted  in  our  patients 
and  in  those  of  other  dialysis  centers.  The  “fac- 
tor” may  not  be  necessarily  “toxic,”  but  rather 


the  kidney  may  elaborate  substances  which  in- 
crease vascular  permeability  under  normal  condi- 
tions. The  metabolic  turnover  of  this  vascular 
permeability  factor  may  be  decreased  or  its  pro- 
duction increased  in  uremia,  leading  to  increased 
permeability  of  serosal  surfaces  with  a rich  blood 
supply.  The  possibility  of  such  a factor  has  been 
postulated  for  many  years.  Some  recent  evidence 
has  shown  this  factor  to  exist  in  rats  who  have  li- 
gation of  both  ureters  and  developed  uremia,  as- 
cites, and  pleural  effusion.1011  The  development 
of  ascites  and  pleural  effusions  was  dependent  on 
viable  but  hydronephrotic  renal  tissue  and  on  the 
integrity  of  the  adrenal  cortex.  The  factor  was 
also  shown  to  be  apart  from  renin.  Nephrecto- 
mized  rats  or  those  with  occlusion  of  renal  arteries 
did  not  develop  ascites,  pleural  effusions,  and 
edema.  The  clinic  counterpart  to  this  experiment 
may  well  be  represented  by  the  patients  discussed 
here,  that  is,  a partial  but  diseased  kidney  and  a 
functioning  adrenal  cortex.  The  disappearance  of 
ascites  with  more  aggressive  dialysis  in  the  major- 
ity of  cases  suggests  that  the  factor  is  removed  by 
hemodialysis.  One  patient  was  reported  to  us 
who  underwent  nephrectomy  and  the  ascites 
cleared  for  ten  months  while  awaiting  transplan- 
tation. This  suggests  that  the  diseased  kidneys 
may  have  elaborated  a factor  which  was  responsi- 
ble for  the  development  of  ascites.  Thus,  idio- 
pathic ascites  (pleural  effusion  and  pericardial 
effusion)  may  represent  the  pathologic  expression 
of  a circulating  vascular  permeability  factor  in 
uremia. 

Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
(DR.  CINQUE) 
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Medullary  cystic  disease  of  the  kidney,  first  de- 
scribed in  1945  by  Smith  and  Graham,1  is  a con- 
genital disorder  causing  severe  anemia  and  renal 
failure  in  children  and  has  been  reported  as  a fa- 
milial disease  in  several  kindreds.2,3  Conflicting 
analyses  of  the  mode  of  transmission  have  con- 
cluded that  the  disorder  is  inherited  by  dominant, 
recessive,  or  incompletely  recessive  transmis- 
sion.2-4 So-called  nephronophthisis,  as  termed  in 
European  journals,  has  been  identified  as  medul- 
lary cystic  disease.5  The  present  report  describes 
the  occurrence  in  monozygotic  twins  of  uremia  due 
to  biopsy-proved  medullary  cystic  disease.  The 
time  of  onset  and  the  clinical  course  of  the  disease 
in  each  twin  was  very  similar. 

Case  reports 

Case  1.  A twenty-one-year  old  unmarried  office 
clerk  was  admitted  in  July,  1969,  for  evaluation  of 
renal  failure.  Since  childhood,  the  patient  had 
had  a predilection  for  “salty  foods”  and  moderate 
polydipsia  and  polyuria,  including  nocturia  2 to  3 
times.  Growth,  development,  and  sexual  matura- 
tion had  been  normal.  One  year  previously  the 
patient  was  hospitalized  for  acute  abdominal  pain 
and  underwent  an  appendectomy  and  right  ovari- 
an cystectomy.  A preoperative  urinalysis  at  that 
time  showed  a specific  gravity  of  1.003,  a pH  of  5, 
a 2 plus  test  for  protein,  a 2 plus  test  for  glucose, 
and  a sediment  containing  4 to  5 erythrocytes,  2 to 
3 leukocytes,  and  2 to  3 hyaline  casts  per  high- 
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power  field.  The  hemoglobin  was  10.5  Gm.  per 
100  ml.  No  further  investigation  was  carried  out . 

Following  an  uneventful  postoperative  course, 
the  patient  was  well  for  six  months  at  which  time 
she  complained  of  weakness  and  irregular  menses 
and  was  found  to  be  anemic.  Oral  iron  therapy 
did  not  improve  the  anemia.  The  blood  urea  ni- 
trogen was  now  80  mg.  per  100  ml.  A serum  cre- 
atinine of  10  mg.  per  100  ml.  and  bilateral  “small 
kidneys”  were  noted  on  an  abdominal  x-ray  film. 
Physical  examination  disclosed  a pale  woman 
looking  several  years  younger  than  her  chronologic 
age.  The  blood  pressure  was  95  systolic  and  50 
diastolic.  The  patient’s  height  was  60L4  inches 
and  her  weight  was  86  pounds.  There  was  no 
edema,  and  the  neck  veins  were  flat.  Funduscop- 
ic  examination  was  normal.  Physical  examina- 
tion of  the  chest  was  normal.  The  heart  was  not 
enlarged,  and  the  rhythm  was  regular.  A grade  II 
to  VI  ejection  systolic  murmur  was  heard  at  the 
left  sternal  border.  Abdominal,  pelvic,  rectal,  and 
neurologic  examination  results  were  normal. 

The  urine  was  light  yellow  and  had  a specific 
gravity  of  1.002.  The  pH  was  6;  testing  showed  1 
plus  protein  and  4 plus  glucose.  The  sediment 
showed  no  cellular  or  other  formed  elements.  The 
hemoglobin  was  6 Gm.  per  100  ml.,  and  the  hema- 
tocrit 21.  The  total  leukocyte  count  was  6,500  per 
cubic  millimeter  with  a normal  differential  count. 
The  urea  nitrogen  was  98,  the  serum  creatinine 
12.2,  and  the  glucose  105  mg.  per  100  ml.  The  so- 
dium was  140,  the  potassium  5.2,  the  chloride  108, 
and  the  carbon  dioxide  10  mEq.  per  liter.  The  cal- 
cium was  8.8  and  the  phosphorous  8 mg.  per  100 
ml.  The  alkaline  phosphatase  was  42  King-Arm- 
strong  units.  Initial  urinary  sodium  excretion  was 
120  mEq.  per  day  while  the  patient  was  on  a 6-Gm. 
salt  40-Gm.  protein  diet.  The  endogenous  creati- 
nine clearance  was  4 ml.  per  minute,  and  twenty- 
four-hour  urinary  excretion  was  200  mg.  An  elec- 
trocardiogram was  normal. 

A voiding  cystourethrogram  was  normal,  but 
right  ureteral  catheterization  and  retrograde  pye- 
lography showed  a small  (9-cm.)  kidney  (Fig.  1). 
An  open  renal  biopsy  of  this  kidney  disclosed 
periglomerular  fibrosis,  interstitial  round-cell  in- 
filtration and  fibrosis,  and  tubular  dilatation,  and 
the  presence  of  numerous  small  cysts  at  the  corti- 
comedullary  junction  (Fig.  2).  Extensive  meta- 
bolic bone  disease  was  present  as  evidenced  in 
roentgenograms  of  the  skull,  clavicles,  and  spine 
(Fig.  3).  There  was  marked  osteoclastic  activity 
with  subperiosteal  bone  resorption  and  osteitis  fi- 
brosa in  a bone  biopsy  of  the  right  iliac  crest. 

During  a six-week  study  period,  no  further 
glycosuria  occurred  when  the  patient  was  fasting. 
Postprandial  blood  glucose  levels  were  from  90  to 
105  mg.  per  100  ml.  There  was  no  growth  in  a 
urine  culture. 

There  was  moderate  bilateral  hearing  loss  (40  to 
45  decibels)  for  air  conduction  in  the  range  of  125 
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FIGURE  1.  Retrograde  pyelogram  of  right  kidney  of 
Case  1 Length  (9  cm.)  and  width  (4  cm.)  are  de- 
creased; renal  outline  and  calyceal  pattern  not  formed 


to  250  cycles  per  second.  Muscle  strength  and 
function  were  normal,  but  nerve-conduction  veloc- 
ity was  moderately  impaired  with  the  greatest  loss 
in  the  lower  extremities;  conduction  in  the  right 
common  peroneal  nerve  was  25  meters  per  second 
and  in  the  left  common  peroneal  nerve  was  27  me- 
ters per  second  (normal  greater  than  40  meters 
per  second). 

The  patient  continued  to  excrete  a dilute  urine 
with  osmolality  ranging  from  180  to  220  millios- 
moles  per  kilogram.  Following  the  injection  of  10 
units  of  vasopressin  (Pitressin),  the  urine  re- 
mained dilute  with  an  osmolality  of  220  millios- 
moles  per  kilogram  in  two  hours  and  218  millios- 
moles  per  kilogram  in  three  hours.  An  internal 
arteriovenous  fistula  (radial  artery  to  vein)  was 
constructed  to  facilitate  subsequent  hemodialyses. 
During  and  shortly  after  surgery  the  patient  was 
inadvertently  deprived  of  all  fluid  and  salt  for  six- 
teen hours;  she  became  irritable,  nauseated,  and 
vomited,  and  asterixis  developed.  At  that  time 
the  serum  osmolality  was  327  milliosmoles  per 
kilogram,  and  the  urine  osmolality  was  261  mil- 
liosmoles per  kilogram.  Dehydration  was  evident 
in  blood  chemical  values  including  urea  nitrogen 
135  and  creatinine  14.6  mg.  per  100  ml.,  sodium 
150,  and  potassium  7 mEq.  per  liter.  Oral  and 
parenteral  rehvdration  with  approximately  3 L.  of 
glucose  and  saline  solution  over  the  next  eight 
hours  produced  rapid  clearing  of  symptoms  and  a 


FIGURE  2 Case  1 (A)  Low-power  photomicrograph 

of  right  renal  biopsy.  Periglomerular  fibrosis  present  in 
central  cluster  of  glomeruli.  Tubules  have  been  re- 
placed by  cellular  infiltrate  and  fibrosis  (B)  Another 
area  of  same  biopsy  shows  mononuclear  cell  infiltration 
on  right  and  tubular  foam  cells  in  lower  central  area 
(C)  Corticomedullary  area  of  biopsy  shows  cystic  dilation 
of  tubules  containing  casts. 


return  of  blood  chemical  values  to  previous  levels. 
Maintenance  hemodialysis  began  in  January,  1970. 

Case  2.  A twenty-one-year-old  married  house- 
wife, the  twin  of  Case  1,  had  undergone  normal 
growth  and  sexual  maturation  and  was  in  “very 
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FIGURE  3.  (A)  Roentgenograms  of  skull  show  extensive  bone  dissolution  present  in  both  patients,  more  severe  in 

Case  1 (left)  than  Case  2 (right)  (B)  Roentgenograms  of  clavicles  show  resorption  of  acromial  end  of  clavicle  pro- 
nounced in  Case  1 (left,  Nathan's  sign)  and  present  in  Case  2 (right) 


good”  health  until  August,  1968,  when  she  com- 
plained of  progressive  weakness  and  menometror- 
rhagia.  Past  history  indicated  polydipsia,  poly- 
uria, nocturia  (one  to  three  times  per  night),  and 
a preference  for  salty  foods.  Oral  iron  therapy 
was  prescribed  but  had  no  discernible  benefit.  In 


May,  1969,  the  patient  became  uremic  as  evi- 
denced by  a urea  nitrogen  measurement  of  100 
mg.  per  100  ml.  Bilaterally  small  kidneys  were 
noted  on  an  abdominal  x-ray  film.  An  open  renal 
biopsy  of  the  right  kidney  showed  interstitial  ne- 
phritis, periglomerular  fibrosis,  foam  cells  in  the 
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tubules,  and  cysts  at  the  corticomedullary  junc- 
tion. She  was  transfused  with  4 units  of  whole 
blood  and  discharged  to  outpatient  management. 

In  July,  1969,  the  patient  complained  of  weak- 
ness, reversal  of  diurnal  sleep  pattern,  and  irrita- 
bility. She  also  complained  of  nausea,  diarrhea, 
itching,  and  diffuse  bone  pain  during  the  past  two 
months.  The  blood  pressure  was  100  systolic  and 
70  diastolic.  The  patient’s  height  was  60l2  inches, 
and  her  weight  was  90  pounds.  The  skin  and  mu- 
cous membranes  were  pale.  There  was  no  periph- 
eral edema.  Funduscopic  examination  was  nor- 
mal. The  remaining  physical  findings,  including 
pelvic,  rectal,  and  neurologic  examinations,  were 
normal. 

The  urine  had  a specific  gravity  of  1.002,  pH  of 
5,  protein  one  plus,  glucose  absent,  and  no  formed 
elements  in  the  sediment.  A urine  culture  grew 
12,000  colonies  of  Escherichia  coli  per  milliliter. 
The  hematocrit  was  26,  hemoglobin  7.3  Gm.  per 
100  ml.;  the  white  cell  count  was  6,500  with  a nor- 
mal differential  count.  The  urea  nitrogen  was  58, 
creatinine  9.5,  glucose  100,  calcium  8.4,  and  phos- 
phorous 7.1  mg.  per  100  ml.  The  sodium  was  138, 
potassium  4.8,  chloride  110,  and  carbon  dioxide  14 
mEq.  per  liter.  The  alkaline  phosphatase  was  43 
King-Armstrong  units.  Endogenous  creatinine 
clearance  was  3.3  ml.  per  minute.  Twenty-four- 
hour  urine  protein  excretion  was  400  mg. 
Glycosuria  was  not  present  on  repeated  testing. 
The  urine  osmolality,  which  ranged  between  150 
and  200  milliosmoles  per  kilogram,  did  not  in- 
crease three  hours  following  the  injection  of  10 
units  of  vasopressin;  the  specific  gravity  remained 
at  1.002  when  the  urine  osmolality  was  200  mil- 
liosmoles per  kilogram.  An  electrocardiogram 
was  normal. 

Audiometric  examination  showed  normal  air 
conduction  bilaterally.  Electromyography  dis- 
closed normal  muscle  tone;  contraction  and  motor 
nerve  conduction  study  results  were  normal. 
Conduction  velocity  in  the  right  common  perone- 
al nerve  was  43  meters  per  second,  and  in  the  left 
median  nerve  52  meters  per  second.  Severe  met- 
abolic bone  disease  with  subperiosteal  resorption 
was  present  in  x-ray  films  of  the  skull  (Fig.  3A), 
clavicles  (Fig.  3B),  and  hands.  An  iliac  crest 
bone  biopsy  showed  active  osteoclastic  activity, 
bone  resorption,  and  extensive  fibrosis  with  mini- 
mal hematopoiesis.  Maintenance  hemodialysis 
was  begun  in  January,  1970. 

Family.  Both  parents  were  born  in  Poland. 
There  was  no  renal  disease,  deafness,  ocular  ab- 
normalities, or  consanguinity  in  either  parent’s 
family.  A seventeen-year-old  sister  is  well  and 
does  not  have  polydipsia,  polyuria,  nocturia,  or 
crave  salt.  Urinalyses,  endogenous  creatinine 
clearances,  and  twenty-four  hour  protein  excretion 
Findings  in  the  parents  and  sister  were  normal. 

Gemellology.  At  birth  the  twins  shared  a com- 


TABLE  I.  Erythrocyte  and  leukocyte  antigens  in  twins 


Antigens 

Case  1 

Case  2 

Erythrocyte  antigens 

A 

0 

0 

B 

+ 

+ 

O 

0 

0 

D 

+ 

+ 

C 

0 

+ 

Cw 

0 

0 

E 

0 

0 

c 

+ 

+ 

e 

+ 

+ 

M 

+ 

+ 

N 

+ 

+ 

S 

+ 

+ 

K 

0 

+ 

k 

+ 

+ 

Fya 

+ 

+ 

Leukocyte  antigens* 

HL  = A1 

+ 

+ 

HL  = A2 

+ 

+ 

HL  = A3 

0 

0 

HL  = All 

0 

0 

HL  = A5 

0 

0 

HL  = A7 

+ 

+ 

HL  = A8 

0 

0 

Da4 

± 

=b 

4a 

± 

db 

4b 

+ 

+ 

6a 

0 

0 

* Kindly  performed  by  D.  Fortino,  M.D.,  at  the  New  York  Blood 
Center. 


mon  placenta  and  were  thought  to  be  monozygo- 
tic, an  impression  which  was  supported  through- 
out childhood  by  “identical”  profiles,  eye  color, 
hair  color,  and  height  and  weight  increases. 
Erythrocyte  typing  revealed  that  Case  2 had  2 
antigens,  C and  K,  not  found  on  Case  l’s  red  cells 
(Table  I). 

It  is  possible  that  the  two  antigens  in  Case  2 not 
present  in  Case  1 represented  surviving  transfused 
erythrocytes.  Leukocyte  typing  revealed  that 
each  twin  had  the  same  complement  of  HL-A  an- 
tigens (Table  I).  Cross  transplantation  of  full- 
thickness skin  grafts  on  the  upper  right  arms  of 
both  twins  resulted  in  autograft  controls  and  iso- 
grafts indistinguishable  from  the  surrounding  skin 
without  rejection  in  the  thirteen  months  since 
grafting. 

Salt  loading.  The  blood  pressures,  which  were 
relatively  low  for  uremic  patients,  and  the  rapid 
deterioration  of  Case  1 when  fluid  and  salt  were 
restricted,  indicated  that  the  patients  were  unable 
to  conserve  salt  and,  in  fact,  behaved  as  “salt 
wasters.”  Accordingly,  the  salt  excretion  and  cre- 
atinine clearance  while  each  patient  was  receiving 
40  Gm.  of  protein  and  6,  12,  or  18  Gm.  of  salt  was 
determined.  Following  a period  of  five  days  on 
the  12-Gm.  salt  diet,  periods  of  four  days  on  each 
of  the  other  salt  intakes  were  studied  (Table  II). 

Each  twin  had  a relatively  fixed  urinary  salt 
loss  of  about  12  Gm.  per  day.  When  the  daily 
salt  intake  was  reduced  to  6 Gm.,  prerenal  azote- 
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TABLE  II.  Effect  of  varying  dietary  salt  allotment 


- — Salt 

Allotment — - 

6 

12 

18 

Clinical  Variable 

Gm. 

Gm. 

Gm. 

Blood  urea  nitrogen  (mg. 

per  100  ml.) 
Case  1 

99 

51 

64 

Case  2 

Serum  creatinine  (mg.  per 

107 

62 

54 

100  ml.) 
Case  1 

13.8 

8.1 

9.1 

Case  2 

Creatinine  clearance  (ml. 

10.3 

7.5 

8.6 

per  min.) 
Case  1 

1.7 

7.2 

5.0 

Case  2 

Twenty-four-hour  sodium 

2.9 

6.4 

6.2 

excretion  (mEq.) 
Case  1 

128 

215 

212 

Case  2 

93 

137 

170 

mia  was  superimposed  on  the  intrinsic  renal  fail- 
ure, as  evidenced  by  the  increase  in  blood  urea  ni- 
trogen and  creatinine  concentrations  and  decrease 
in  creatinine  clearance.  While  receiving  the  6-Gm. 
salt  diet,  Case  1 complained  of  weakness  and  nau- 
sea, and  Case  2 became  dizzy  and  vomited  fre- 
quently. 

When  the  dietary  sodium  was  increased  to  18 
Gm.  daily,  a quantity  which  neither  twin  could 
excrete,  both  patients  developed  edema  for  the 
first  time  in  their  illness.  A decrease  in  creatinine 
clearance  and  concomitant  increase  in  serum  cre- 
atinine were  early  manifestations  of  intravascular 
overload;  both  values  reverted  to  initial  levels 
when  a 12-Gm.  salt  diet  was  again  ingested. 

Comment 

Medullary  cystic  disease  of  the  kidney  charac- 
teristically occurs  in  a child  or  young  adult  with  a 
benign  past  history;  fatigue,  pallor,  polyuria,  poly- 
dipsia, hyposthenuria,  marked  anemia,  and  azote- 
mia develop.  Hypertension,  edema,  and  pro- 
teinuria are  absent.  The  urinary  sediment  is 
without  specific  abnormality,  the  disease  picture 
progresses  rapidly,  and  within  days  to  months  the 
patient  succumbs  to  uremia  unless  he  receives 
supportive  hemodialyses  or  renal  transplantation.6 
The  kidneys  are  small  (70  to  100  Gm.)  and  fibro- 
tic,  with  varying  numbers  of  medullary  cysts. 
Other  organs  may  show  the  results  of  long-stand- 
ing uremia;  for  example,  metabolic  bone  disease, 
consisting  of  osteosclerosis  and  osteoporosis,  and 
cardiomegaly  are  common  postmortem  findings. 

The  inconstant  presence  and  uncertain  signifi- 
cance of  medullary  cysts  as  a component  of  the 
“syndrome”  have  been  sufficiently  confusing  to 
cause  various  descriptions  of  the  disease,  with  and 
without  cysts,  to  enter  the  literature.  In  1967, 
Strauss  and  Sommers5  and  Mongeau  and  Wor- 
then3  observed  that  the  “acystic”  nephronopthisis 


reported  by  Fanconi  in  1951"  was  identical  to 
medullary  cystic  disease  which  may  or  may  not 
have  cysts. 

The  mode  of  inheritance  of  medullary  cystic 
disease  is  still  incompletely  understood.  In  18 
cases  reported  through  1962,  hereditary  transmis- 
sion was  not  apparent,  but  the  disease  was  possi- 
bly present  in  adult  male  twins  of  unspecified 
age.8  Evidence  of  genetic  transmission  was  pro- 
vided in  a study  of  60  members  of  an  affected 
family  through  five  generations  with  a dominant 
pattern  of  inheritance  in  the  14  dead  and  3 living 
members  with  the  disease.-  A review  of  103  pa- 
tients reported  through  1967  concluded  that  the 
hereditary  pattern  is  most  compatible  with  an 
autosomal  recessive  transmission,  although  “in- 
complete” recessive  or  dominant  inheritance 
seemed  likely  in  some  instances.3  There  is  a re- 
port of  an  eight -year-old  girl  who  died  of  uremia 
and  whose  “identical”  twin  had  had  a convulsion 
one  week  prior  and  died  three  days  after  admis- 
sion without  study  of  her  “kidney  failure.”3  The 
twins  of  the  present  report  are  therefore  the  third 
set  of  twins  with  both  members  affected. 

Interpretation  of  the  meaning  of  concordance 
for  certain  diseases  in  twins  has  become  a special- 
ized investigative  subject  for  some  researchers.9 
Newer  understanding  of  the  difficulty  of  proving 
twins  to  be  isologous  without  skin  grafting  data 
has  raised  doubt  over  the  validity  of  some  previous 
studies.10 

Hereditary  renal  disease  may  be  associated  with 
eye  and  ear  abnormalities.11-12  The  low-frequency 
air-conducted  hearing  loss  found  in  Case  1 is  not 
the  same  as  the  high-frequency  type  previously 
noted  in  some  kindreds  with  interstitial  nephritis. 
The  fixed  diluted  urine  secreted  by  both  twins 
may  be  due  to  disruption  of  medullary  counter- 
current  concentrating  mechanisms  by  the  medul- 
lary cysts.  The  evanescent  glycosuria  without  hy- 
perglycemia observed  in  Case  1 is  not  explained. 
Glucose  resorption  is  a function  of  the  proximal 
tubule,  an  area  not  primarily  affected  by  cystic 
degeneration.  The  suggestion  that  medullary  cys- 
tic disease  is  basically  a toxic  disorder,  similar  in 
many  ways  to  the  Balkan  nephropathy,  is  consis- 
tent with  the  histologic  and  pathophysiologic  evi- 
dence of  diffuse  tubular  abnormality  noted  in  the 
present  patients.3,12 

Proof  that  the  present  twins  are  monozygotic 
can  only  be  highly  presumptive.  Laboratory 
values  of  these  patients,  normal  and  abnormal, 
were  almost  superimposable.  Fraternal  twins  also 
may  share  a single  amnion  and  as  siblings  may 
have  very  close  or  identical  HL-A  leukocyte  anti- 
gens. The  “permanent”  survival  of  skin  isografts 
may  be  somewhat  questioned  as  an  absolute  indi- 
cator of  derivation  from  a single  ovum  because 
both  twins  were  azotemic  throughout  the  post- 
grafting  period.13  Prolonged  survival,  but  not  tol- 
erance of  skin  grafts  in  uremic  patients,  has  been 
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reported.14  Nevertheless,  the  evidence  that  the 
twins  are  isologous  is  very  strong. 

The  deleterious  effect  on  renal  function  of  an  in- 
sufficient (for  them)  dietary  salt  prescription  of  6 
Gm.  a day  is  also  seen  in  other  renal  diseases,  in- 
cluding some  patients  with  pyelonephritis  and 
polycystic  kidneys.  A clue  to  relative  “salt  wast- 
ing” in  both  the  present  patients  was  the  low  nor- 
mal blood  pressure  and  freedom  from  edema,  de- 
spite far-advanced  renal  failure.  The  clinical  sim- 
ilarity of  some  patients  with  nephrogenic  salt 
wasting  to  those  with  primary  adrenal  insufficien- 
cy was  pointed  out  by  Thorn.15  At  the  other  ex- 
treme, the  ingestion  of  a quantity  of  salt  greater 
than  the  maximal  possible  renal  excretion  induces 
the  accumulation  of  extracellular  fluid.  Thus,  ex- 
pansion of  intravascular  volume  and  peripheral 
edema  in  the  present  patients,  when  the  dietary 
salt  was  18  Gm.  per  day,  was  the  consequence  of 
“excess”  salt  ingestion. 


Summary 

Monozygotic  twin  women  with  medullary  cystic 
disease  of  the  kidney  are  reported.  Both  patients 
had  benign  past  histories  prior  to  the  onset  of  ini- 
tial symptoms  of  fatigue  and  anemia  at  age 
twenty  years.  Within  a year  of  the  first  symp- 
toms, each  twin  required  treatment  for  uremia 
and  renal  osteodystrophy.  When  given  dietary 
salt  allotments  of  6,  12,  or  18  Gm.  per  twenty-four 
hours,  each  twin  tolerated  12  Gm.  best  and  was 
relatively  free  of  the  signs  of  dehydration  or  intra- 
vascular fluid  overload,  which  may  follow  respec- 
tively either  salt  depletion  or  salt  excess. 
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While  mesenteric  vascular  occlusion  is  a rare 
occurrence  in  young  females,  there  have  been  sev- 
eral case  reports  of  mesenteric  venous  occlusion, 
mesenteric  arterial  occlusion,  colonic  ischemia, 
and  hepatic  venous  occlusion  in  young  women 
taking  oral  contraceptive  steroids.1'10 

We  have  had  the  occasion  to  reevaluate  a young 
woman  nineteen  months  after  the  occurrence  of  a 
mesenteric  venous  occlusion  which  had  developed 
while  she  was  receiving  oral  contraceptives.  She 
had  laboratory  documentation  of  a hypercoagula- 
ble  state  at  the  time  of  her  initial  thrombotic  epi- 
sode, and  these  changes  persisted  nineteen 
months  postsurgery  and  after  discontinuation  of 
contraceptive  medication.  It  is  our  suspicion  that 
the  oral  contraceptive  may  have  initiated  the  per- 
sistent hypercoagulable  state. 

Case  report 

A twenty-five-year-old  married  woman  was  ad- 
mitted to  University  Hospital  on  July  11,  1969,  six 
days  after  the  onset  of  dull  epigastric  pain  radiat- 
ing to  the  back  with  anorexia,  nausea,  and  inter- 
mittent emesis.  There  was  no  history  of  abdomi- 
nal trauma,  previous  similar  symptoms,  or  past 
abdominal  surgery.  She  had  had  an  uneventful 
full-term  vaginal  delivery  three  and  one-half  years 
previously  and  had  been  taking  norethynodrel 
with  mestranol  (Enovid)  for  two  and  one-half 
years. 

Admission  examination  revealed  a pulse  rate  of 
100  beats  per  minute,  blood  pressure  of  120/70 
mm.  Hg,  and  an  oral  temperature  of  99.4°  F. 

* Supported  in  part  by  the  Billy  Rose  Foundation,  New 
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(37.5°  C.).  There  was  slight  right  upper  quadrant 
abdominal  tenderness  with  minimal  guarding. 
The  white  blood  cell  count  was  20,800  per  cubic 
millimeter,  hematocrit  38,  and  serum  amylase  135 
Somogyi  units.  Urinalysis  was  unremarkable, 
and  urine  porphobilinogen  test  result  was  nega- 
tive. Plain  abdominal  roentgenograms  gave  nor- 
mal findings. 

The  patient  was  treated  for  possible  cholecysti- 
tis by  restriction  of  oral  intake,  intravenous  fluids, 
and  ampicillin.  There  was  an  initial  apparent 
clinical  improvement,  and  the  white  blood  cell 
count  fell  to  11,500  per  cubic  millimeter  on  the 
second  hospital  day.  However,  the  patient’s  tem- 
perature was  elevated  at  100  to  102°  F.  (37.8  to 
38.9°  C.).  An  oral  cholecystogram  demonstrated 
a normal  gallbladder  without  stones.  An  upper 
gastrointestinal  series  with  barium  revealed  a nor- 
mal upper  gastrointestinal  tract  save  for  variable 
spasm  of  the  distal  antrum.  The  small  bowel  was 
not  studied.  Serum  alkaline  phosphatase,  glu- 
tamic oxaloacetic  transaminase,  glutamic  pyruvic 
transaminase,  and  bilirubin  levels  were  normal. 
Total  serum  proteins  were  6.4  and  albumin  2.3 
Gm.  per  100  ml. 

When  oral  fluids  were  reinstituted,  emesis  re- 
curred, and  on  July  18,  the  patient’s  abdomen  be- 
came markedly  more  tender  with  distention  and 
shifting  dullness.  The  white  blood  cell  count  rose 
to  40,000  per  cubic  millimeter. 

Exploratory  laparotomy  on  July  18  revealed 
mesenteric  venous  thrombosis  with  segmental  in- 
farction of  8 inches  of  proximal  jejunum.  The 
abdomen  contained  approximately  500  cc.  of  tur- 
bid colorless  fluid.  Exploration  of  the  abdomen 
otherwise  revealed  nothing  abnormal.  There  were 
no  adhesions  or  internal  hernias.  The  infarcted 
segment  was  resected,  and  the  bowel  was  closed 
with  an  end-to-end  jejunojejunostomy.  The  pa- 
tient received  1,000  cc.  of  blood.  The  liver  and 
spleen  appeared  normal,  and  portal  venous  pres- 
sure was  less  than  180  mm.  saline.  Thirty-six 
hours  later,  the  patient’s  abdomen  was  reexplored 
because  of  persistent  fever,  tachycardia,  and 
abdominal  tenderness.  No  additional  mesenteric 
thrombosis  or  infarction  was  demonstrated. 

A coagulation  profile  on  July  22  showed  a plate- 
let count  of  287,500  per  cubic  millimeter  and  nor- 
mal bleeding  time,  clotting  time,  and  clot  retrac- 
tion. The  kaolin  partial  thromboplastin  time  was 
very  short  (patient  28.6,  control  40  seconds),  fac- 
tor VIII  level  was  400  per  cent  of  normal,  and  the 
fibrinogen  level  was  normal.  These  findings  were 
felt  to  be  consistent  with  a hypercoagulable  state, 
and  heparin  anticoagulation  was  begun.  On  the 
seventh  postoperative  day,  the  patient  was  placed 
on  sodium  warfarin,  (Coumadin).  On  August  13, 
a repeat  coagulation  profile  showed  a platelet 
count  of  347,500  per  cubic  millimeter  and  a nor- 
mal partial  thromboplastin  time.  She  demom 
strated  an  initial  resistance  to  sodium  warfarin, 
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FIGURE  1 Mesentery  transected  at  bowel  margin 
showing  thrombosed  veins. 


but  prothrombin  times  twice  those  of  the  control 
were  maintained  on  a dosage  of  15  mg.  daily.  On 
discharge,  the  white  blood  count  and  differential 
were  normal.  The  hematocrit  was  36,  platelets 
278,000  per  cubic  millimeter,  and  serum  albumin 
3.2  Gm.  per  100  ml. 

On  macroscopic  examination,  the  20  cm.  of  re- 
sected jejunum  was  congested  and  hemorrhagic. 
At  the  mesenteric  edge,  a firm  dilated  blood  ves- 
sel ran  all  through  the  specimen  (Fig.  1).  Micro- 
scopic examination  revealed  coagulation  necrosis 
of  the  small  bowel  mucosa  with  recent  thrombi  in 
the  veins.  The  mesentery  was  severely  inflamed, 
and  its  veins  were  thrombosed  (Fig.  2).  The 
pathologic  diagnosis  was  acute  hemorrhagic  in- 
farct. 

The  patient  remained  on  sodium  warfarin  for  a 
three-month  period  and  then  the  medication  was 
discontinued  when  the  patient  had  to  undergo  a 
dental  procedure.  She  did  not  resume  therapy 
and  was  lost  to  follow-up. 

On  February  10,  1971,  she  was  readmitted  to 
University  Hospital  with  a twenty-four  hour  histo- 
ry of  right  lower  quadrant  pain  and  nausea  with- 
out emesis.  She  had  been  completely  asympto- 
matic since  last  seen  and  was  taking  no  medica- 
tions. 

Admission  examination  revealed  a pulse  of  108 
beats  per  minute,  blood  pressure  of  130/90  mm. 
Hg,  and  a rectal  temperature  of  100°  F.  (37.8°  C.). 
There  was  diffuse  right  lower  quadrant  tenderness 
but  no  mass.  Rectal  and  pelvic  examination  con- 
firmed tenderness  limited  to  the  right  lower  quad- 
rant. The  liver  was  not  enlarged,  but  the  spleen 
extended  3 cm.  below  the  left  costal  margin. 
There  were  no  abdominal  bruits.  There  were  no 
petechiae.  The  white  blood  count  was  5,400  per 
cubic  millimeter  with  73  per  cent  segmented  and 
8 per  cent  band  forms,  hematocrit  39,  and  plate- 
lets 73,000  per  cubic  millimeter.  She  was  ex- 
plored on  February  11  with  the  presumptive  diag- 
nosis of  acute  appendicitis.  There  were  dense  ad- 
hesions, and  the  upper  abdomen  was  not  com- 
pletely explored.  The  small  bowel  and  colon  ap- 


FIGURE  2 (A)  Mesenteric  vein  filled  with  lamellated 

thrombus.  (B)  Section  of  infarcted  jejunum  with  dilat- 
ed submucosal  veins.  (Hematoxylin  and  Eosin  Stain) 


peared  normal  except  for  adhesions.  A normal 
appendix  containing  a fecalith  was  removed. 
Parenteral  fluids  were  administered  through  a 
left  subclavian  vein  catheter  from  February  11 
through  14.  The  patient  had  an  uneventful  post- 
operative course  until  February  23,  when  she  com- 
plained of  pain  in  the  left  neck  and  arm  and  sus- 
tained a temperature  of  102°  F.  (38.9°  C.).  Ex- 
amination revealed  a tender  cord  at  the  site  of  the 
left  subclavian  vein  in  the  supraclavicular  fossa. 
The  left  carotid,  superficial  temporal,  and  left 
upper  extremity  arterial  pulses  were  all  palpable. 
Anticoagulation  with  heparin  was  started  and 
warm  compresses  applied  to  the  area  of  phlebitis 
which  slowly  resolved  over  a one-week  period. 
During  the  admission,  her  platelet  count  ranged 
from  80,000  to  100,000  per  cubic  millimeters. 
Lupus  erythematosus  preparation  results  were 
negative  on  three  occasions.  The  hematocrit 
dropped  slowly  to  32  with  no  evidence  of  gastroin- 
testinal blood  loss.  The  serum  ion  level  and  iron- 
binding capacity  were  normal  as  were  the  Coombs 
test  result,  haptoglobin  level,  monospot,  and 
Australia  antigen.  Hemoglobin  electrophoresis 
showed  type  A.  Lipid  profile  was  normal.  Serum 
electrophoresis  was  normal  with  an  albumin  of  3 
Gm.  per  100  ml.  Antinuclear  antibody  was  weakly 
positive  at  1:10  in  a speckled  pattern  (nondiag- 
nostic). Bromsulphthalein  retention  was  2.5  per 
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cent.  Liver  chemistry  was  normal  save  for  a tran- 
sient serum  glutamic  oxaloacetic  transaminase 
elevation  to  74  units  (normal  8 to  40  units).  Re- 
sults of  urinalysis,  uric  acid,  T-4,  thyroid  function 
test,  amylase,  chorionic  gonadotropins  and  seri- 
al blood  cultures  were  all  unremarkable.  A liver 
scan  with  technetium-99  demonstrated  a normal 
liver  and  a markedly  enlarged  spleen.  An  upper 
gastrointestinal  series  gave  normal  results.  Co- 
agulation profile  on  February  22  showed  a normal 
tourniquet  test  result,  bleeding  time,  and  clot 
retraction.  The  kaolin  partial  thromboplastin 
time  was  short  (patient  30.6,  control  44.8  seconds), 
and  the  levels  of  factors  II  and  V were  elevated. 
Prothrombin  time,  fibrinogen  level,  and  plasma 
euglobin  lysis  time  were  normal. 

The  patient  was  switched  from  heparin  to  sodi- 
um warfarin  and  again  required  relatively  high 
maintenance  dosage  at  the  time  of  her  discharge 
on  March  13,  1971. 

Comment 

This  patient’s  initial  course  illustrates  the  ill- 
defined  clinical  picture  presented  by  venous  mes- 
enteric infarction.  The  prodromata  are  vague 
abdominal  discomfort,  anorexia,  and  change  in 
bowel  habits.11  This  is  followed  by  abdominal 
pain,  nausea,  and  emesis.  Hematemesis  and 
melena  are  uncommon.  On  examination,  spasm 
and  rebound  tenderness  are  initially  absent,  and 
only  later  in  the  course  is  abdominal  surgery  indi- 
cated. Leukocytosis  with  polymorphonuclear  leu- 
kocytes predominating  and  roentgenographic  find- 
ings of  dilated  small-bowel  loops  suggest  the  dis- 
order. The  definitive  diagnosis  can  best  be  estab- 
lished and  surgically  corrected  at  laparotomy.  A 
high  index  of  suspicion  is  required  to  recognize  ve- 
nous mesenteric  infarction  early,  and  the  diagno- 
sis should  be  considered  in  women  who  develop 
atypical  abdominal  pain  while  taking  contracep- 
tive medications. 

Mesenteric  venous  infarction  has  been  reported 
in  association  with  intra-abdominal  infection, 
polycythemia,  pancreatitis,  portal  hypertension, 
polyarteritis  nodosa,  systemic  lupus  erythemato- 
sus, and,  recently,  with  oral  contraceptive  medi- 
cations. 

Since  no  other  obvious  predisposing  factor  to 
venous  thrombosis  was  apparent,  our  patient’s  hy- 
percoagulable  state  was  attributed  to  oral  contra- 
ceptives. It  is  felt  that  her  recent  thrombocyto- 
penia was  secondary  to  a chronic  hypersplenic 
state  induced  by  partial  splenic  vein  occlusion  at 
or  subsequent  to  the  time  of  the  initial  mesenteric 
venous  thrombosis. 

The  association  of  intravascular  clotting  and 
oral  contraceptives  is  circumstantial.  There  are 
reports  of  mesenteric  venous  thrombosis  with  no 
predisposing  factors,  and  a hypercoagulable  state 
has  been  described  independent  of  oral  contracep- 
tive intake. 1,-13  Nonetheless,  a possible  causal  re- 


lationship is  suggested  by  changes  in  clotting  fac- 
tor concentrations  and  antifibrinolytic  activity,  al- 
terations in  blood  flow  and  blood-vessel  changes 
reported  in  either  human  or  animal  studies  of  oral 
contraceptives.14-17  As  demonstrated  by  our  pa- 
tient, the  hypercoagulable  state  may  persist  for  a 
prolonged  period  of  time  following  withdrawal  of 
the  contraceptive  medication.  A coincidental, 
unrelated,  hypercoagulable  state  cannot  be  ex- 
cluded. However,  in  patients  who  develop  throm- 
botic episodes,  we  suggest  protracted  follow-up  of 
coagulation  parameters  and  recommend  anticoag- 
ulant therapy  until  the  coagulation  profile  returns 
to  normal. 

Summary 

Mesenteric  venous  infarction  and  a hypercoagu- 
lable state  are  reported  in  a patient  taking  oral 
contraceptives.  The  hypercoagulable  state  per- 
sisted nineteen  months  after  discontinuation  of 
contraceptive  medication,  and  a further  throm- 
botic episode  followed  discontinuation  of  anti- 
coagulants. Prolonged  anticoagulant  therapy  and 
follow-up  of  coagulation  parameters  is  recom- 
mended in  patients  with  thrombotic  episodes  and 
a documented  hypercoagulable  state. 
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Although  a law  was  adopted  in  1738  for  “Regu- 
lating Midwives  within  the  City  of  New  York,”  it 
was  not  until  1760  that  New  York  became  the  first 
American  colony  to  require  an  examination  before 
granting  a license  to  practice  medicine.1  The 
General  Assembly  of  the  Province  passed  a law 
June  10,  1760,  whose  preamble  noted  that  “many 
ignorant  and  unskillful  Persons  in  Physick  and 
Surgery,  in  order  to  gain  a subsistence,  do  take 
upon  themselves  to  administer  Physick  and  prac- 
tice Surgery  in  the  City  of  New  York,  to  the 
endangering  of  the  Lives  and  Limbs  of  their  Pa- 
tients.”2 Therefore  it  was  decreed  that  no  person 
should  enter  practice  unless  examined  and  ap- 
proved by  “one  of  His  Majesty’s  Council,  the 
Judges  of  the  Supreme  Court,  the  King’s  Attorney 
General,  and  the  Mayor  of  the  City  of  New  York 
. . .,  or  any  three  of  them.”  The  act  did  not  apply 
retroactively  to  established  practitioners.  It  was 
not  until  1792  that  New  York  State  amended  this 
act  to  introduce  a two-  or  three-year  preceptorship 
educational  requirement  and  to  add  “three  repu- 
table practitioners  to  assist  . . . with  the  evalua- 
tion and  examination.”3 

Apparently  this  early  arrangement  never  func- 
tioned well,  and  in  1806  the  State  legislature  en- 
acted a bill  allowing  physicians  to  establish  a 
State  medical  society  with  component  county  so- 
cieties to  regulate  the  practice  of  medicine.  Both 
the  county  societies  and  the  State  society  were 
empowered  to  examine  students  and  to  grant  di- 
plomas. By  the  latter  part  of  the  nineteenth  cen- 
tury growing  dissatisfaction  with  this  system  led 
to  the  passage  in  1890  of  a law  which  required 
that  candidates  pass  a written  examination  before 
receiving  a license  to  practice  medicine,  and  the 


first  examination  was  conducted  in  November, 
1891.  At  this  time  six  candidates  were  examined, 
all  of  them  graduates  of  foreign  medical  schools. 

Since  this  early  beginning  the  technic  and  the 
style  of  the  New  York  State  examination  have 
varied,  and  the  examination  conducted  in  New 
York  has  been  different  from  that  given  in  other 
states.  Differences  between  the  examinations 
conducted  in  the  various  states  have  long  been 
recognized  as  a problem  in  the  endorsement  of  one 
state  license  by  another  state.  The  National 
Board  of  Medical  Examiners  was  organized  in 
1915  to  provide  uniformity  in  examination  proce- 
dures, and  the  National  Board  is  now  recognized 
in  whole  or  in  part  by  48  states.  However,  not  all 
American  medical  students  elect  to  take  the  Na- 
tional Board  examination,  and  foreign  medical 
graduates  are  not  eligible  to  do  so.  Consequently, 
the  need  for  each  state  to  conduct  a state  board 
examination  has  continued  and  increased  in  re- 
cent years. 

For  many  years  the  New  York  State  examina- 
tion was  of  the  essay  type,  the  individual  ques- 
tions being  written  and  graded  by  the  members  of 
the  New  York  State  Board  of  Medical  Examiners. 
In  1965  the  board  decided  that  the  science  of  ex- 
amination based  on  multiple-choice  questions  had 
reached  the  point  where  this  technic  should  be 
adopted  in  New  York.  Multiple-choice  questions 
offered  the  advantages  of  greater  depth,  less  seri- 
ous consequences  to  the  candidate  if  he  or  she 
were  unfamiliar  with  a given  topic,  mechanical 
scoring  of  the  papers  without  penalty  to  the  can- 
didate with  poor  penmanship,  and  absence  of  any 
possibility  of  bias  in  the  grading  of  the  examina- 
tion. In  adopting  a multiple-choice  format  for  the 
examination  the  board  turned  to  the  National 
Board  as  the  repository  of  expertise  and  of  a bat- 
tery of  tested  questions.  New  York  was  furnished 
with  a group  of  questions  in  each  subject  which, 
although  previously  used  on  a National  Board  ex- 
amination, remained  relevant.  From  the  ques- 
tions submitted  the  members  of  the  New  York 
board  selected  the  items  for  use.  The  examina- 
tion was  then  printed  and  scored  by  the  National 
Board.  A final  review  by  the  New  York  board  es- 
tablished the  passing  level  for  licensure. 

Need  for  uniform  examination 

For  a number  of  years  the  Federation  of  State 
Medical  Boards  of  the  United  States  had  consid- 
ered the  feasibility  of  developing  a uniform  exami- 
nation suitable  for  administration  by  all  state 
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boards.  The  advantages  of  such  an  examination 
were  obvious:  input  from  all  states  into  the  con- 

tent of  the  examination  would  be  possible;  an  ex- 
amination of  high  quality  would  be  achieved;  and 
endorsement  procedures  would  be  vastly  simpli- 
fied. The  Federation  decided  to  develop  such  an 
examination  in  1965. 4 Under  the  leadership  of 
Frederick  T.  Merchant,  M.D.,  of  Ohio,  with  the 
aid  and  support  of  numerous  state  board  mem- 
bers, including  Ray  L.  Casterline,  M.D.,  of  Ore- 
gon, Robert  C.  Derbyshire,  M.D.,  of  New  Mexico, 
Leo  T.  Heywood,  M.D.,  of  Nebraska,  and  Arthur 
W.  Wright,  M.D.,  of  New  York,  this  major  task 
was  undertaken,  and  FLEX  (Federation  Licensing 
Examination)  was  first  administered  in 
June,  1968.  The  encouragement  and  enthusiastic 
cooperation  of  John  P.  Hubbard,  M.D.,  president 
of  the  National  Board  of  Medical  Examiners,  was 
vitally  important  in  achieving  this  goal.  Since 
the  inception  of  FLEX  the  Federation  and  the 
National  Board  have  worked  closely  together  in 
developing  the  FLEX  examination,  and  this  ex- 
amination is  now  one  of  the  major  programs  in 
which  the  National  Board  participates. 

Seven  states — Illinois,  Maine,  Nebraska,  New 
Mexico,  Ohio,  West  Virginia,  and  Wyoming — par- 
ticipated in  the  initial  examination.  Oregon 
joined  the  program  in  December,  1968.  In  June, 
1969,  five  more  states — California,  Idaho,  Indiana, 
New  York,  and  Utah — became  FLEX  partici- 
pants. From  this  beginning  the  program  expand- 
ed rapidly  to  the  point  where  only  seven  states — 
Arkansas,  Delaware,  Florida,  Mississippi,  Pennsyl- 
vania, South  Dakota,  and  Texas — remained  out- 
side the  FLEX  program  by  the  autumn  of  1972. 

Since  New  York  joined  FLEX  in  time  to  help 
with  preparation  of  the  June,  1969,  examination, 
physicians  from  the  State  have  been  active  partic- 
ipants in  the  development  of  the  FLEX  examina- 
tion. There  have  always  been  two  board  mem- 
bers, one  in  the  basic  sciences  and  one  in  the  clin- 
ical sciences,  in  addition  to  Dr.  Wright  (who 
serves  as  chairman  of  the  preclinical  sciences  com- 
mittee), engaged  in  construction  of  the  examina- 
tions. 

Structure  of  examination 

As  currently  constituted  FLEX  is  a three- 
day  examination,  intended  for  the  individual  com- 
pleting his  first  year  of  postgraduate  medical 
training.  The  first  day  is  devoted  to  basic  science 
and  consists  of  90  questions  in  each  of  six 
subjects:  anatomy,  biochemistry,  microbiology, 

pathology,  pharmacology,  and  physiology.  The 
second  day  examines  clinical  science  and  consists 
of  90  questions  in  each  of  six  fields:  medicine,  ob- 
stetrics-gynecology, pediatrics,  psychiatry,  public 
health-preventive  medicine,  and  surgery.  On 
both  days  all  questions  are  of  the  multiple-choice 
type,  and  each  of  them  has  appeared  on  a Nation- 
al Board  examination.  Constructing  an  examina- 


tion from  questions  which  have  been  used  pre- 
viously by  the  National  Board  has  the  advantages 
that  the  performance  of  National  Board  candi- 
dates when  confronted  with  each  item  is  known  to 
the  FLEX  test  committee,  and  that  the  duplica- 
tion of  effort  and  expense  involved  in  devising 
completely  new  test  items  is  avoided.  On  each 
day  the  questions  are  scrambled  and  carry  no 
identification  of  subject  area.  As  a matter  of  fact 
a number  of  the  questions  selected  in  surgery,  for 
example,  might  be  used  in  medicine  or  in  pediat- 
rics. This  is  not  surprising  since  the  examination 
emphasizes  basic  principles  rather  than  details  of 
medical  or  surgical  technic.  The  third  day  is  de- 
voted to  clinical  competence,  and  once  again  mul- 
tiple-choice questions  are  used.  The  questions  in- 
clude case  histories  with  evaluation  of  such  basic 
laboratory  procedures  as  blood  smears,  roentgeno- 
grams, and  electrocardiograms.  Emphasis  during 
this  day  is  placed  on  the  ability  to  analyze  and 
solve  a clinical  problem. 

Because  the  examination  is  designed  for  the 
physician  at  least  one  year  out  of  medical  school, 
questions  with  a clinical  flavor  are  selected  for  all 
three  days.  In  addition,  in  establishing  a grade 
for  the  examination,  stress  is  placed  on  clinical 
material  by  emphasizing  the  results  of  the  second 
and  the  third  days  more  than  the  first.  The  final 
grade,  which  is  known  as  the  FLEX-weighted  av- 
erage, is  calculated  by  taking  the  sum  of  the  basic 
science  average  plus  twice  the  clinical  science  av- 
erage plus  three  times  the  clinical  competence  av- 
erage and  dividing  by  six. 

A FLEX-weighted  average  of  75  is  required  to 
pass  the  examination.  No  regard  is  paid  to  the 
score  obtained  on  any  individual  subject  or  an  in- 
dividual day  as  a whole,  the  overall  score  being 
the  only  criterion  for  success  or  failure.  With  the 
many  changes  in  medical  school  curricula  today 
there  is  no  longer  a major  degree  of  uniformity  in 
the  education  of  all  medical  students.  However, 
the  student  weak  in  one  subject  should  be  corre- 
spondingly strong  in  another  so  the  deemphasis  on 
knowledge  in  any  single  subject  area  seems  most 
desirable.  It  is  important  to  recognize  that  a 
score  of  75  in  a given  subject,  and  thus  on  the  ex- 
amination as  a whole,  does  not  imply  that  three- 
quarters  of  the  questions  have  been  answered  cor- 
rectly. Rather,  it  is  a scale  score  based  on  the 
known  performance  of  American  medical  gradu- 
ates who  have  answered  the  same  questions  as 
part  of  a regular  National  Board  examination. 
Significantly  less  than  three-quarters  of  the 
questions  need  be  correctly  answered  to  obtain  a 
75  scale  score.  If  the  FLEX  committee  selects  an 
unusually  easy  examination,  the  number  of  ques- 
tions which  must  be  answered  correctly  to  achieve 
the  75  scale  score  rises.  Naturally,  if  an  unusual- 
ly difficult  examination  is  constructed,  the  num- 
ber of  correct  answers  required  drops  accordingly. 

The  FLEX-weighted  average  of  75  has  always 


March  15,  1973  / New  York  State  Journal  of  Medicine  795 


1 


TABLE  I.  Candidates  taking  entire  FLEX  examination 


New  York 

Number 

with 

Passing 

Total  FLEX- 

Per  Cent  with  Passing 

Mean  FLEX- 

Candi- 

Weighted 

FLEX-Weighted  Average 

- — Weighted  Average — - 

Date 

dates 

Average 

New  York  National 

New  York  National 

June,  1969 

211 

80* 

37.9* 

62.3 

71.7 

75.6 

Dec.,  1969 

217 

81* 

37.3* 

44.3 

72.4 

73.3 

June,  1970 

238 

96* 

40.3* 

64.1 

72.5 

75.9 

Dec.,  1970 

326 

142* 

43.6* 

46.0 

73.7 

73.9 

June,  1971 

490 

291 

59.4 

71.1 

75.5 

76.9 

Dec.,  1971 

1,030 

574 

55.7 

52.9 

75.0 

74.7 

June,  1972 

1,157 

582 

50.3 

60.5 

74.5 

75.7 

Totals 

3,669 

1,846* 

50.3* 

59.5| 

74.3 

75. 4f 

* June,  1969,  through  December,  1970,  New  York  licensed  additional  candidates  with  a lower  FLEX-weighted  average, 
f Based  on  examinations  June,  1968,  through  June,  1972. 


been  considered  the  passing  grade  by  the  Federa- 
tion of  State  Medical  Boards.  However,  in  actu- 
ality, each  state  is  conducting  its  own  examina- 
tion, and  each  sets  its  own  standards.  Initially  in 
June,  1969,  New  York  licensed  physicians  achiev- 
ing a weighted  average  of  72.5  or  better.  With 
each  subsequent  examination  the  passing  level 
was  raised  until  New  York  reached  the  75  weight- 
ed average  as  the  passing  standard  with  the  June, 
1971,  examination.  Physicians  licensed  in  New 
York  with  less  than  a 75  FLEX-weighted  average 
during  this  interim  period  were  notified  that  other 
states  might  not  accept  this  license  for  endorse- 
ment later. 

In  New  York  an  individual  who  fails  the  FLEX 
examination  while  scoring  75  or  better  for  one  or 
two  of  the  three  days  may,  if  he  or  she  chooses,  re- 
peat only  the  days  with  grades  below  75.  This 
option  is  not  extended  to  individual  subjects  how- 
ever; a whole  day  must  be  repeated  in  its  entirety. 

Results 

The  New  York  State  Board  for  Medicine  is  well 
satisfied  with  this  examination  as  its  State  board 
examination  and  is  encouraged  by  the  number  of 
states  participating  actively  in  the  program  at 
present.  For  physicians  examined  after  January 
1,  1972,  New  York  will  grant  a license  only  on  the 
basis  of  a satisfactory  grade  on  the  FLEX  exami- 
nation or  on  the  examinations  administered  either 
by  the  National  Board  of  Medical  Examiners  or 
by  the  National  Board  of  Examiners  for  Osteo- 
pathic Physicians  and  Surgeons.  Other  State 
board  examinations  given  after  this  date  are  not 
endorsed  because  they  do  not  contain  a section  on 
clinical  competence  and  are  thus  not  considered 
equivalent  to  any  of  these  three  examinations  by 
the  New  York  board. 

New  York  participation  in  the  FLEX  examina- 
tion has  grown  steadily.  In  June,  1969,  211  can- 
didates took  the  entire  three-day  examination. 
By  June,  1972,  the  number  examined  had  grown 


to  1,157.  Table  I summarizes  the  results  achieved 
by  New  York  candidates  on  these  examinations. 
Generally  speaking,  graduates  of  American  or 
Canadian  schools  fared  better  than  foreign  medi- 
cal graduates,  individuals  taking  the  examination 
for  the  first  time  fared  better  than  repeaters,  and 
recent  medical  school  graduates  fared  better  than 
candidates  a number  of  years  removed  from  medi- 
cal school. 

It  has  been  noteworthy  during  this  period  that  a 
small  number  of  individuals  requested  licensure 
without  taking  the  examination.  Some  of  these 
physicians  sought  endorsement  of  another  state  li- 
cense unacceptable  to  New  York  because  it  was 
based  on  an  examination  which  did  not  satisfy 
New  York  criteria.  If  these  physicians  were  certi- 
fied by  an  American  specialty  board  it  has  been 
board  policy  to  waive  examination  partially  or 
completely.  Since  the  license  issued  to  doctors  of 
medicine  and  to  doctors  of  osteopathy  in  New 
York  State  is  a license  to  practice  “medicine  and 
surgery,”  this  position  was  adopted  by  the  board 
only  after  considerable  discussion.  To  date  the 
board  is  not  aware  of  problems  created  by  waivers 
of  this  type.  However,  the  situation  is  one  which 
raises  arguments  in  favor  of  limited  licensure  (to 
practice  only  diagnostic  radiology,  for  instance)  or 
secondary  licensure  (limitation  of  practice  privi- 
leges on  the  basis  of  Workmen’s  Compensation  rat- 
ing, for  example).  Neither  of  these  concepts  is 
popular  with  the  medical  profession  generally,  and 
the  State  board  shares  this  feeling.  The  second 
group  of  physicians  seeking  waiver  request  licen- 
sure on  the  basis  of  “eminence  and  authority”  in 
the  field.  The  board  is  empowered  to  recommend 
to  the  Regents  that  licensure  be  granted  on  this 
basis.  Most  of  these  requests  have  come  from 
medical  school  faculty  members  who,  for  one  rea- 
son or  another,  do  not  meet  ordinary  licensing  re- 
quirements. The  board,  which  includes  several 
full-time  medical  school  faculty  members,  has 
been  loath  to  establish  a double  standard  for  li- 
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censure  which  holds  the  faculty  member  to  less 
rigid  standards  than  the  community  physician. 
Therefore,  it  has  recommended  licensure  on  the 
basis  of  “eminence  and  authority”  only  rarely.  In 
the  past  five  years  only  one  such  request  has  been 
approved,  and  this  route  to  licensure  may  be 
abandoned  entirely  by  the  board. 


B.  Pulmonic  stenosis 

C.  Mitral  insufficiency 

D.  Tricuspid  stenosis 

(answer  A) 

Another  way  to  ask  the  same  question  would  be 
the  following: 


Typical  questions 

A few  typical  examples  of  the  type  of  question 
appearing  on  the  examination  follow.  These 
questions  are  not  derived  from  the  FLEX  pool  of 
material.  Rather,  they  are  examples  designed  to 
show  the  mechanics  of  the  questions,  and  they  are 
neither  as  detailed  nor  as  complex  as  the  typical 
FLEX  examination  question.  Knowledge  rather 
than  judgment  is  required  to  answer  most  of  these 
questions,  although  multiple-choice  questions 
adapt  readily  to  the  evaluation  of  judgment. 

Question  1.  Right  ventricular  hypertrophy  would 
be  most  apt  to  develop  secondary  to: 

A.  Tricuspid  stenosis 

B.  Aneurysm  of  the  thoracic  aorta 

C.  Pulmonic  stenosis 

D.  Superior  vena  caval  obstruction 

E.  Thrombosis  of  the  right  coronary 
artery 

(answer  C) 

It  has  been  argued  that  this  type  of  question  is 
not  a real  test  because  the  answer  is  directly  be- 
fore the  candidate.  With  a question  as  clear  cut 
as  number  1 this  criticism  may  be  relevant. 
■Therefore,  multiple-choice  questions  of  several 
other  types  have  been  developed.  To  answer 
question  number  2,  a derivative  of  question  num- 
ber 1,  requires  a greater  understanding  of  cardiac 
pathophysiology. 

Question  2.  Right  ventricular  hypertrophy  might 
develop  secondary  to  each  of  these  le- 
sions except: 

A.  Pulmonary  vascular  hypertension 

B.  Mitral  insufficiency 

C.  Pulmonic  stenosis 

D.  Tricuspid  stenosis 

E.  T ransposition  of  the  great  vessels 

(answer  D) 

The  same  question  might  be  asked  in  a different 
way  as  one  of  a group  of  questions  with  these  di- 
rections: 

answer  A if  1,  2,  and  3 are  correct 
B if  1 and  3 are  correct 
C if  2 and  4 are  correct 
D if  only  4 is  correct 
E if  all  responses  are  correct 

Question  3.  Right  ventricular  hypertrophy  might 
develop  secondary  to: 

A.  Pulmonary  vascular  hypertension 


Question  4.  A. 

B. 

C. 

D. 

E. 


Pulmonic  stenosis 
Mitral  insufficiency 
Both 
Neither 

Might  lead  to  right  ventricular 
hypertrophy 

(answer  C) 


Each  of  these  questions  is  designed  to  test 
knowledge  of  cardiovascular  pathophysiology.  A 
candidate  with  a good  grounding  in  cardiac  dy- 
namics should  be  able  to  arrive  at  the  correct  an- 
swer even  if  he  or  she  had  never  considered  the 
specific  problem  before. 

In  the  clinical  competence  section  of  the  exami- 
nation a number  of  questions  are  of  the  erasure 
type.  In  this  group  the  candidate  is  given  a con- 
cise case  history  followed  by  a number  of  actions 
which  a physician  might  elect.  These  actions  are 
on  a special  answer  sheet  and  next  to  each  is  a 
block  of  opaque  erasable  ink.  If  the  candidate  de- 
cides to  pursue  a particular  course  of  action,  he 
erases  the  ink  block  with  an  ordinary  hard  eraser 
to  find  the  answer  underneath.  Some  of  the  ac- 
tions are  proper  and  should  be  carried  out;  others 
are  neutral;  others  are  contraindicated.  The  can- 
didate scores  points  for  selecting  the  proper  ac- 
tions and  loses  points  either  for  selecting  contrain- 
dicated procedures  or  for  neglecting  proper  ac- 
tions. The  neutral  responses  do  not  influence  the 
scoring  one  way  or  the  other.  The  following  is  a 
typical  example  of  such  an  erasure  question.  In 
this  example  the  questions  seen  by  the  candidate 
are  listed  in  column  I and  the  responses,  should  he 
or  she  erase  the  opaque  ink,  in  column  II.  Natu- 
rally, it  is  not  appropriate  for  all  blocks  to  be  eras- 
ed, and  all  answers  are  shown  merely  to- clarify 
the  method. 


Questions.  A previously  healthy  twenty-one- 
year-old  Vietnam  veteran  is  brought  by 
ambulance  to  the  emergency  depart- 
ment shortly  after  driving  his  automo- 
bile into  a telephone  pole.  He  is  con- 
scious and  alert,  complaining  of  pain  in 
the  left  lower  chest  with  inspiration. 
On  examination  he  has  a regular  pulse 
of  116  and  a blood  pressure  of  90/60. 
His  skin  is  pale,  cool,  and  moist. 
There  are  multiple  small  facial  lacera- 
tions, none  bleeding  actively.  There  is 
splinting  of  the  left  chest  with  inspira- 
tion and  guarding  on  abdominal  palpa- 
tion, especially  in  the  left  upper  quad- 
rant. Peristalsis  is  hypoactive.  The 
left  thigh  is  swollen,  ecchvmotic,  and 


March  1 5,  1 973  / New  York  State  Journal  of  Medicine  797 


grossly  distorted.  Pulses,  sensation, 
and  motor  power  in  the  left  foot  are  in- 
tact. Initial  management  should  in- 
clude: 


Column  I 

A.  Electrocardiogram 

B.  Rapid  digitalization 

C.  Roentgenograms  of 

chest 

D.  Type  and  crossmatch 

E.  One  unit  of  type  O Rh 

negative  blood 
rapidly 

F.  1,000  cc.  of  lactated 

Ringer’s  solution 
intravenously 

G.  Abdominal  para- 

centesis 

H.  Bladder  catheteriza- 

tion 

I.  Roentgenograms  of  left 

thigh 

J.  1,500  units  of  equine 

tetanus  antitoxin 
subcutaneously 

K.  1 cc.  of  tet  anus  toxoid 

subcutaneously 


Column  II 

A.  Sinus  tachycardia 

B.  Cancelled  by  resident 

C.  Fractured  ribs  8,  9,  10 

left 

D.  Carried  out 

E.  Not  available  in  blood 

bank 

F.  Begun 


G.  Nonclotting  blood 

H.  Grossly  bloody  urine 

I.  Comminuted  fracture, 

femoral  shaft 

J.  Patient  develops 

immediate  hives 

K.  Given 


Armed  with  this  amount  of  information  the 
candidate  is  ready  for  another  group  of  questions 
to  continue  management.  In  dealing  with  a pa- 
tient, failure  to  evaluate  all  information  and  to  es- 
tablish a proper  management  priority  will  cause 
trouble.  The  erasure  questions  lend  themselves 
well  to  duplicating  this  clinical  situation. 


Question  6.  After  initial  stabilization  in  the 
emergency  department  the  patient’s 
blood  pressure  rises,  but  his  pulse  re- 
mains rapid.  At  this  time  you  would, 
as  the  matter  of  first  priority: 


Column  I 

A.  Suture  the  facial  lac- 

erations under  local 
anesthesia 

B.  Do  an  intercostal  nerve 

block,  left  8,  9,  and 
10 

C.  Prepare  for  an  imme- 

diate exploratory 
laparotomy 


Column  II 

A.  Blood  pressure  drops 

B.  Left  chest  pain  con- 

tinues although 
improved 

C.  Ruptured  spleen  re- 

moved 


D.  Place  the  left  thigh  in 
balanced  suspension 


D.  Pulse  rises  precipi- 
tously 


Further  questions  can  be  designed  to  carry  on 
with  postoperative  complications  or  management 
of  the  fracture  in  a logical  sequence. 

A recent  book  by  Hubbard^  analyzes  the  erasure 
question  and  the  rest  of  the  National  Board  exami- 
nation in  greater  detail.  Since  the  FLEX  exami- 
nation is  derived  from  National  Board  material, 
the  book  gives  an  excellent  background  for  an  un- 
derstanding of  our  present  State  board  examina- 
tion in  New  York.  A current  article,  which  dis- 
cusses this  same  subject  from  the  point  of  view  of 
the  examinee,  offers  an  interesting  amplification 
of  Hubbard’s  monograph.6 

Comment 

The  FLEX  program  is  not  a static  phenomenon. 
The  FLEX  test  committees  are  exploring  new  ma- 
terial for  possible  inclusion  in  future  examinations 
and  are  engaged  in  further  efforts  to  correlate  pre- 
clinical  science  and  clinical  science.  Under  Dr. 
Merchant’s  direction  efforts  are  continuing  to  per- 
suade the  few  remaining  states  to  adopt  FLEX, 
thus  making  the  goal  of  easy  endorsement  of  li- 
censes within  the  United  States  more  readily  at- 
tainable. Candidates  for  licensure  in  New  York 
State  must  be  well  prepared  to  pass  FLEX.  Phy- 
sicians in  the  State  can  rest  assured  that  each 
June  and  December  a current,  searching,  compre- 
hensive, fair  examination  is  given. 
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America  is  seeking  a way  out  of  the  dilemma 
of  child  abuse  by  parent  or  guardian  which  has  re- 
cently become  an  alarming  American  phenome- 
non; and  which  should  be  a simple  problem  com- 
pared with  constructing  an  atomic  bomb,  creating 
lethal  weaponry  for  modern  warfare,  and  reaching 
and  walking  on  the  moon. 

In  the  recorded  history  of  man,  barbarous  treat- 
ment of  defenseless  children  has  been  an  unchang- 
ing pattern  from  which  only  lately  has  there  been 
some  surcease  in  countries  dedicated  to  the  pro- 
tection and  conservation  of  child  life.1-6  Cruelty 
to  children  on  the  part  of  society  began  in  antiqui- 
ty. What  lies  behind  ageless  brutality,  and 
whether  the  etiologic  factors  are  the  same  or  vary 
with  the  era  are  better  understood  when  viewed  in 
historical  perspective.  Just  what  lessons  this 
teaches,  what  it  predicts  for  children  in  the  future, 
and  how  to  eradicate  this  pernicious  evil  are  ques- 
tions that  evolve  and  demand  an  answer. 

Primitive  life  was  a continuous  struggle  between 
savage  nature  and  helpless  man;  and  in  the  strife 
for  life  and  existence,  the  child  was  expendable. 
Any  pretext  for  infanticide  was  valid:  twins; 

footlings;  birth  in  stormy  weather  or  with  teeth, 
caul,  and  abnormalities;  sneezing  when  born;  and 
female  sex.  The  cloak  for  such  sanguinary  behav- 
ior was  famine,  superstition,  and  encumbrance.1’3 

Infanticide  in  antiquity  was  motivated  by  pov- 
erty, economic  distress,  and  disinterest  in  infants 
who  were  considered  trifles  to  be  tossed  away. 
Sacrifice  of  children  in  religious  rites  was  a com- 
mon custom;  and  Abt  and  Garrison3  thought  it 
was  the  main  objective  of  Greeks,  Romans,  and 
Arabs  to  destroy  a majority  of  newborns.1'7  Egyp- 
tians were  concerned  with  child  care,  yet  buried  a 
living  child  with  its  dead  parent1,8;  and  in  the 


Alexandrian  era,  abandoned  infants  were  left  on 
dung  heaps  and  devoured  by  dogs  or  were  sal- 
vaged as  slaves.  The  Code  of  Hammurabi  (2500 
B.C.)  established  rules  for  child  hygiene,  but  al- 
lowed newborns  of  virgin  priestesses  in  Babylonia 
to  be  killed.1''  Both  Egypt  and  Babylonia  con- 
tributed concepts  of  child  care  to  the  Hebrews, 
but  their  stern  moral  and  religious  principles  re- 
sisted and  forbade  the  cruel  customs  that  flour- 
ished around  them.1,9  In  China  and  Japan  until 
only  a few  centuries  ago,  female  infants  were  con- 
sidered an  economic  burden,  useless,  and  purely 
ornamental;  many  were  drowned  and  abandoned. 
In  India,  child  life  was  reverenced  until  the  adop- 
tion of  rigid  caste  and  curtailed  status  of  women. 
Greece  approved  of  destroying  infants;  and  in 
Sparta,  newborns  were  examined  by  officials  who 
disposed  of  the  rejected  and  deformed.10-11  Rome 
sacrificed  female  infants,  drowned  unwanted  chil- 
dren, and  originated  “patria  potestas”  (wives  and 
children  were  chattels  of  the  father).  A few 
Roman  rulers  were  humane:  Nerva  (97  A.D.)  set 
up  colonies  for  the  poor;  Hadrian  (117-138  A.D.) 
abolished  “patria  potestas”;  and  Antoninus  Pius 
(138-161  A.D.)  founded  an  institution  for  protec- 
tion of  girls.  The  prophet  Zoroaster  in  ancient 
Persia  forbade  abortion  but  not  infanticide. 
Under  Islam,  of  Judaic-Christian  origin,  Arabs 
banned  slaughter  of  newborns.1 

The  condemnation  of  child  cruelty  with  the  ad- 
vent of  Christianity  proved  utopian:  children 

were  still  abandoned,  drowned,  sold,  and  neglect- 
ed; mass  manias  in  the  middle  ages  (children’s 
crusades,  witch  hunts,  flagellation,  St.  Vitus’ 
dance,  and  Jew  baiting)  disrupted  child  life;  and 
more  than  50,000  children,  aroused  by  bigoted 
preachers  and  moved  by  religious  hallucinations, 
suffered  illness  and  death  in  pilgrimages  to  recov- 
er the  Holy  Sepulcher. 

Reform  efforts 

To  the  glory  of  Christianity,  some  early  fathers 
organized  shelters  for  abandoned  children:  Da- 

theus,  archbishop  of  Milan,  established  the  first 
foundling  home  in  787;  Innocent  III  dedicated 
Santa  Maria  Hospital  to  homeless  children;  the 
Torno  (wheel)  at  the  Hospital  of  the  Holy  Ghost 
in  Rome  served  to  receive  discarded  infants;  and 
the  Sepdale  degli  Innocenti  (famed  for  the  Della 
Robbia  medallions)  opened  its  doors  for  aban- 
doned children.  Hotel  Dieu  in  Lyons  admitted 
foundlings  in  1523;  and  St.  Vincent  de  Paul 
(1576-1660),  patron  saint  of  orphans,  founded  the 
Hospice  des  Enfants  Trouves  in  Paris.1-  3 

In  the  Elizabethan  age,  care  of  rejected  children 
was  an  ineffectual  state  policy  (Poor  Law,  1535); 
as  feudalism  disintegrated,  homeless  men  became 
brigands  and  thieves;  and  poor  children  were 
reared  in  roguery,  sent  into  apprenticeship,  or  sold 
and  transported  to  the  colonies  as  indentured  ser- 
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vants  until  the  age  of  twenty-four  for  males  and 
twenty  for  females. u-12 

In  the  eighteenth  century,  sanitation  was  poor, 
streets  were  filled  with  filth  and  accumulated  dirt, 
and  milk  was  diluted  with  water  contaminated 
with  sewage.  Infant  life  was  precarious,  and  the 
insecurity  of  child  life  existed  even  into  the  late 
nineteenth  century.11-13  Infants  were  “dropt”  in 
streets;  left  at  the  parish  poorhouse;  and  "farmed 
out”  to  irresponsible  wet  nurses  who  often  aban- 
doned their  own  and  murdered  their  charges  by 
“overlaying”  or  fatal  potions  of  gin,  wine,  and 
opium.  Those  who  survived  such  perils  were  ha- 
rassed by  fevers,  malnutrition,  and  infection.  Ne- 
glect and  abandonment  were  so  great  that  English 
survival  must  have  been  due  to  mothers  who 
nursed  their  own  or  to  honest  wet  nurses,  since 
the  surest  way  of  guarding  an  infant  against  fatal 
diarrhea  was  breast  feeding.1-2-11  Two  thirds  of  all 
children  died  before  the  age  of  five,  and  almost  half 
the  number  listed  in  the  London  "Bills  of  Mortali- 
ty” were  less  than  five  years  old.  Children  left  in 
workhouses  were  taught  manual  labor,  sent  to 
work  at  eight  years  of  age,  and  suffered  frightful 
mortality  rates  owing  to  caretakers,  “Old  women 
. . . scarcely  strong  enough  to  move  themselves.” 
William  Buchan  (1729-1805)  commented,  "It 
would  be  no  more  outrage  ...  to  bury  children 
than  to  assign  them  to  . . . such  places”;  and  Wil- 
liam Cadogan,  M.D.  (1711-1797)  wrote,  “Expos- 
ing them  to  wild  beasts  or  drowning  them  was  a 
more  humane  way  of  dispatching  them.”'-1 

The  year  1741  marked  the  beginning  of  light  for 
children  in  England.14  Thomas  Coram  (1668- 
1751),  on  the  roads  from  his  home  to  the  city  of 
London,  saw  bodies  of  dying  and  murdered  in- 
fants, and  through  his  efforts  a foundling  hospital 
was  established  (1741),  public  conscience  was 
aroused,  and  pediatric  writing  was  stimulated. 
Dr.  Cadogan,  pioneer  in  infant  hygiene,  pub- 
lished an  “Essay  on  Nursing”2-15;  philanthropist 
James  Hanway  goaded  parliament  into  action 
(1761  and  1767);  and  George  Armstrong,  M.D., 
opened  a dispensary  for  poor  children  in  1769. 14 
Institutions,  however,  were  a danger  to  life  and 
health  due  to  ignorance  of  sanitation  and  child 
care.  Malthus  declared  there  was  “ ...  no  more 
effective  method  of  arresting  population  than  to 
multiply  institutions  for  receiving  newborn  in- 
fants”; Adolf  Kussmaul  (1747)  called  the  found- 
ling home  of  Vienna  a murder  pit;  Jacobi  in  187216 
stated  that  infants  collected  in  institutions  die  in 
large  numbers;  Heinrich  Finkelstein,  at  the  Berlin 
Charite,  remarked,  “To  save  patients  send  them 
home”;  and  Schmid-Monard  (1897)  claimed  that 
not  one  child  reached  its  first  birthday  in  the  New 
York  alms  house  unless  adopted. 2-3-16 

Industrial  Revolution 

The  Industrial  Revolution  added  a new  dimen- 


sion to  child  cruelty.  Formerly  regarded  as  use- 
less and  burdensome  to  society,  children  were  now 
a source  of  profits.  They  were  sent  to  mills  as  ap- 
prentices, overworked  in  filthy  surroundings,  fed 
the  poorest  food,  bound  in  ankle  chains  if  they  at- 
tempted to  run  away,  and  the  dead  were  buried  in 
unmarked  graves.  They  worked  sixteen  hours  a 
day,  six  days  a week,  and  on  Sundays  cleaned  the 
machines.1  1 The  factory  system  created  unhy- 
gienic housing,  unskilled  child  labor,  and  hordes  of 
homeless  children  to  “recruit  the  ranks  of  paupers 
and  criminals.”11-17  Long  hours  and  unfavorable 
working  conditions  affected  the  health  of  working 
mothers,  breast  feeding  was  impossible,  and  chil- 
dren were  neglected.  When  Queen  Victoria 
(1819-1901)  ascended  the  throne,  poor  children 
worked  in  field  and  factory;  and  pious  tracts 
warned  them  to  fear  God,  do  their  duty,  and  ac- 
cept suffering  on  earth.  Books  for  privileged  chil- 
dren, however,  were  amusing  and  tasteful.18 
Charles  Dickens  (1812-1870),  and  others  in  the 
arts,  exposed  the  plight  of  factory  children  and 
depicted  an  England  of  hypocrisy  and  wretched 
children;  and  the  renowned  Thomas  Hodgkin, 
M.D.  (1798-1866)  served  as  chairman  of  a com- 
mittee for  the  improvement  of  conditions  of  facto- 
ry children.19  But  not  until  1842  was  under- 
ground employment  for  children  under  ten  forbid- 
den, and  not  until  1874  for  factory  children.  1-11-2U-21 
In  the  United  States,  almost  2 million  young  chil- 
dren were  still  working  in  factories  in  the  early 
twentieth  century,  “ . . . caught  in  a ruthless  eco- 
nomic system  which  blasted  their  physical  and 
mental  energies  before  they  had  barely  emerged 
from  infancy  ...  .”  And  a congressional  report  in 
1907  revealed  that  children  as  young  as  three 
years  worked  in  tenement  sweat  shops.21 

Twentieth  century 

Despite  the  fact  that  in  the  past  fifty  years 
there  has  been  more  thought  and  more  written 
about  children  than  in  the  entire  history  of  civili- 
zation (about  eleven  thousand  years),  in  the  twen- 
tieth century  the  Nazis  exterminated  1.5  million 
children  by  disease,  starvation,  and  murder.  This 
constituted  a new  and  original  form  of  savagery 
unparalleled  in  human  history:  efficient,  ration- 

alized, systematized,  and  scientifically  planned: 
children  were  converted  into  soap  and  fertilizer, 
subject  to  medical  experiments,  and  used  as  slave 
labor.22-24  Levin24  wrote:  “For  the  first  time  in 

history,  human  beings  were  processed  into  matter 
and  the  processing  began  while  they  were  still 
alive.”  In  this  century,  also,  the  atomic  bomb, 
mankind’s  most  inhuman  weapon,  was  dropped 
and  strewed  the  streets  of  Nagasaki  and  Hiroshi- 
ma with  violated  and  tortured  bodies  of  children.25 

Conclusion 

The  dilemma  of  the  “battered  child”  must  be 
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differentiated  from  that  of  “battered  chil- 
dren.”26-27 The  former  is  trauma  inflicted  by  a 
parent  or  guardian  who  is  immature,  under  the 
influence  of  drugs  or  alcohol,  economically  inse- 
cure, sometimes  psychotic,  and  often  battered  by 
society.  The  latter  is  cruelty  inflicted  by  society; 
the  etiology  is  war,  violence,  brutality,  social  and 
economic  factors,  profit,  hunger,  religion,  dis- 
crimination, and  superstition;  and  whatever  the 
stage  of  civilization,  the  lives,  health,  and  welfare 
of  children  are  threatened  by  one  or  more  of  these 
causes. 

De  Castro28  stated  that  hunger  is  the  worst  evil 
of  poverty  and  that  children’s  lives  are  sacrificed 
to  chronic  hunger  and  malnutrition.  Infants  born 
of  mothers  in  poor  nutrition  suffer  from  develop- 
mental lag;  and  deprived  environment  affects  in- 
tellectual growth.  The  sick  are  frequently  poor, 
and  they  are  sick  because  they  are  poor.27-30 

Slums  breed  violence,  increased  accidents,  drug 
and  alcohol  addiction;  and  children  of  the  slums 
are  defenseless  victims  who  receive  inferior  medi- 
cal, educational,  and  social  benefits.  Great  scien- 
tific advances  frequently  overlook  slum  children; 
and  the  special  skills  and  modern  equipment  of 
hospitals  fail  long  before  the  deprived  child  is  ad- 
mitted and  certainly  after  the  child  is  discharged. 
Physical  handicaps;  chronic  ailments;  dental 
needs;  defects  of  vision,  hearing,  speech;  and  emo- 
tional and  intellectual  problems  are  aggravated  by 
lack  of  availability  and  sufficient  medical  facili- 
ties. The  black  child  living  in  slum  areas  is  an 
example  of  selective  cruelty.  He  becomes  the 
least  skilled,  least  educated,  and  most  rejected  by 
society;  and  requires  more  cultural  and  education- 
al rehabilitation. 

War,  famine,  and  pestilence,  wrote  Sigerist,13 
were  constant  threats  in  the  medieval  world;  not 
much  better  in  the  sixteenth,  seventeenth,  and 
eighteenth  centuries;  and  wars  are  fought  “with 
increasing  savagery  and  with  the  most  despicable 
means.”  He  concluded  that  we  have  no  reason  to 
be  proud  of  our  civilization.  De  Castro28  stated 
that  if  there  were  to  be  no  war  for  fifty  years,  the 
next  generation  would  see  “a  world  of  peace  and 
plenty,  with  hunger,  poverty,  and  preventable  dis- 
ease . . . banished  from  the  earth.”  In  war,  the 
life  of  a child  has  never  been  considered  impor- 
tant; and  some  of  the  darkest  chapters  of  inhuman- 
ity show  what  wars  do  to  children:  death,  star- 

vation, ruthless  cruelty,  and  mutilation  of  body 
and  mind.25-31 

Both  Sigerist32  and  Virchow  were  exponents  of 
the  social  influence  on  health  and  welfare.33  Vir- 
chow stated,  “Physicians  are  the  natural  attor- 
neys of  the  poor”;  and  Sigerist,  “Doctors  should 
know  social  conditions. ”u-13-32-33 

The  promised  “century  of  the  child”  is  not  yet 
in  view,  nor  has  the  vigorous  role  of  society  in  pre- 
venting its  arrival  been  adequately  explored.  It  is 
of  interest  that  a society  for  the  prevention  of  cru- 


elty to  animals  was  organized  in  New  York  in 
1823,  but  it  took  fifty  years  more  before  a child 
protective  movement  was  formed.  Mankind  has 
become  conditioned  to  mass  brutality,  and  its 
child  victims  stir  scant  notice.  Only  through  the 
resolute,  organized,  compelling,  and  aroused  ac- 
tion of  society  on  the  state  can  cruelty  to  children 
and  its  multifarious  causes  be  eliminated;  and 
only  the  united  effort  of  all  nations  (for  example, 
the  United  Nations)  can  create  a world  environ- 
ment free  of  these  evils  and  use  its  power  to  pun- 
ish and  suppress  crime  against  children,  whatever 
its  form  and  wherever  it  raises  its  head.  Knowl- 
edge, intelligence,  ingenuity,  and  resources  exist 
to  solve  the  dilemma  of  the  battered  child  and 
battered  children;  then  all  children  of  the  world 
will  walk  and  talk  and  laugh  and  sing  and  eat  and 
feel  and  love;  and  mothers  will  bear  children  in 
peace  in  decency  and  in  security. 

140  Greenway  North 
Forest  Hills,  New  York  11375 
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Obituaries 


Alan  Ralph  Cantwell,  M.D.,  of  Palm  Springs,  Califor- 
nia, formerly  of  Yonkers,  died  on  February  12  at  the  age 
of  sixty-nine.  Dr.  Cantwell  graduated  in  1928  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  Retired,  he  was  a consulting  orthopedic  sur- 
geon at  Metropolitan  and  Bird  S.  Coler  Memorial  Hos- 
pitals. Dr.  Cantwell  was  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  Internat  ional  College 
of  Surgeons,  and  a member  of  the  Pan  American  Medical 
Association,  the  American  Academy  of  Orthopaedic 
Surgeons,  the  Industrial  Medical  Association,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Med- 
■ ical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Isidore  S.  Edelstein,  M.D.,  of  New  York  City,  died  on 
February  10.  Dr.  Edelstein  graduated  in  1928  from 
George  Washington  University  School  of  Medicine.  He 
was  an  attending  ophthalmologist  on  the  medical  staff 
at  the  Veterans  Administration  Hospital  Outpatient 
Department.  Dr.  Edelstein  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology and  the  New  York  Society  for  Clinical 
Ophthalmology. 

David  Gerst,  M.D.,  of  New  York  City,  died  on  February 
19  at  the  age  of  seventy-six.  Dr.  Gerst  received  his  med- 
ical degree  from  the  University  of  Vienna  in  1921.  Re- 
tired, he  was  a member  of  the  American  Geriatrics  So- 
ciety, the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  Hill,  M.D.,  of  New  Rochelle,  died  on  February  2 
at  the  age  of  forty-five.  Dr.  Hill  graduated  in  1950  from 
the  University  of  Edinburgh  Faculty  of  Medicine.  He 
was  an  associate  attending  surgeon  at  New  Rochelle 
Hospital  Medical  Center  and  an  attending  surgeon  at 
Grasslands  Hospital  (Valhalla).  Dr.  Hill  was  a Diplo- 
mate of  the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Westchester  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Alexander  Philip  Kaplan,  M.D.,  of  New  York  City, 
died  on  February  17  at  the  age  of  eighty-nine.  Dr.  Kap- 
lan graduated  in  1905  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Morris  Harold  Kirsner  M.D.,  of  Yonkers,  died  on 
January  21  at  the  age  of  sixty-four.  Dr.  Kirsner  grad- 
uated in  1934  from  the  University  of  Aberdeen  Faculty 
of  Medicine.  He  was  an  associate  attending  dermatol- 
ogist at  St.  John’s  Riverside  Hospital,  an  associate 
attending  allergist  at  Yonkers  Professional  Hospital, 
and  a consulting  allergist  at  Cross  County  Hospital.  Dr. 
Kirsner  was  a member  of  the  American  Geriatrics  So- 
ciety, the  Yonkers  Adademy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Marshall  Le  Roy  Learn,  M.D.,  of  Hamburg,  died  on 
February  10  at  the  age  of  sixty-two.  Dr.  Learn  grad- 
uated in  1938  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a member  of  the  Erie  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Paul  Lussheimer,  M.D.,  of  New  York  City  and  Dobbs 
Ferry,  died  on  February  26  at  the  age  of  seventy-five. 
Dr.  Lussheimer  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1922.  He  was  the  first  med- 
ical director  of  the  Karen  Horney  Clinic.  Dr.  Lusshei- 
mer was  a member  of  the  American  Academy  of  Psycho- 
analysis, the  American  Geriatrics  Society,  the  West- 
chester Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Richard  Cecil  Mechanic,  M.D.,  of  Westbury  and  New 
York  City,  died  on  March  1 at  the  age  of  forty-one.  Dr. 
Mechanic  graduated  in  1956  from  Downstate  Medical 
Center  College  of  Medicine  at  Brooklyn.  He  was  an 
associate  attending  physician  and  hematologist  at 
Nassau  Hospital  and  an  assistant  attending  physician 
in  hematology  at  City  Hospital  Center  at  Elmhurst.  Dr. 
Mechanic  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

S.  Mercer  Moorman,  2nd,  M.D.,  of  New  York  City, 
died  on  February  16  at  the  age  of  fifty-six.  Dr.  Moorman 
graduated  in  1944- from  the  University  of  Virginia  School 
of  Medicine.  He  was  an  associate  attending  surgeon  at 
Medical  Arts  Center  Hospital.  Dr.  Moorman  was  a 
Diplomate  of  the  American  Board  of  Surgery  and  a mem- 
ber of  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edwin  King  Morgan,  M.D.,  of  Brooklyn,  died  on 
March  1 at  the  age  of  seventy-three.  Dr.  Morgan  grad- 
uated in  1925  from  George  Washington  University  School 
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of  Medicine.  He  was  an  attending  urologist  at  Long 
Island  College  and  Victory  Memorial  Hospitals,  and  a. 
consulting  urologist  at  Southside  (Bay  Shore),  Placid 
Memorial  (Lake  Placid),  St.  Giles,  St.  Charles,  St. 
John’s  Episcopal,  Caledonian,  St.  Joseph’s  (Far  Rock- 
away)  Hospitals,  and  Luthern  Medical  Center.  Dr. 
Morgan  was  a Diplomate  of  the  American  Board  of 
Urology,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Urological  Association, 
the  New  York  Academy  of  Medicine,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Nathan  Palley,  M.D.,  of  Brooklyn,  died  on  January 
25  at  the  age  of  seventy-three.  Dr.  Palley  graduated  in 
1921  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  attending  orthopedist  at 
Kingsbrook  Jewish  Medical  Center.  Dr.  Palley  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harold  Ensign  Bennett  Pardee,  M.D.,  of  New  York 
City,  died  on  February  28  at  the  age  of  eighty-six.  Dr. 
Pardee  graduated  in  1909  from  Columbia  University 
College  of  Physicians  and  Surgeons.  Retired,  he  was  a 
former  president  of  the  New  York  Heart  Association  and 
a founder  of  the  Association  of  Cardiac  Clinics  in  New 
York  City  and  later  of  the  Scientific  Council  of  the 
American  Heart  Association.  Dr.  Pardee  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine 
(Cardiovascular  Diseases),  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Society  for  Clinical  Investigation,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Stanley  Randles,  M.D.,  of  Albany,  died  on 
February  19  at  the  age  of  seventy-nine.  Dr.  Randles 
graduated  in  1929  from  Albany  Medical  College.  He 
was  an  attending  physician  and  cardiologist  at  Albany 
Medical  Center  Hospital.  Dr.  Randles  was  a member 
of  the  Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Dickinson  Woodruff  Richards,  M.D.,  of  New  York 
City,  died  on  February  23  at  the  age  of  seventy-seven. 
Dr.  Richards  graduated  in  1923  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  In  1956  he 
won  the  Nobel  laureate  in  medicine  and  physiology. 
Dr.  Richards  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  American  Society 
for  Clinical  Investigation,  the  American  Clinical  and 


Climatological  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harbans  Singh,  M.D.,  of  Jamaica,  died  on  February  15 
at  the  age  of  forty-five.  Dr.  Singh  received  his  medical 
degree  from  the  University  of  Lucknow  in  1954.  He  was 
an  associate  attending  physician  at  Queens  Hospital 
Center.  Dr.  Singh  was  a Fellow  of  the  American  College 
of  Angiology,  a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  Nassau  Academy  of 
Medicine,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Adel  E.  Streeseman,  M.D.,  of  Southbury,  Connecticut, 
formerly  of  Brooklyn,  died  on  January  27  at  the  age  of 
seventy-three.  Dr.  Streeseman  graduated  in  1922  from 
Woman’s  Medical  College  of  Pennsylvania.  She  was  a 
consulting  psychiatrist  at  St.  John’s  Episcopal  Hospital. 
Dr.  Streeseman  was  a member  of  the  American  Psycho- 
analytic Association,  the  American  Psychiatric  As- 
sociation, the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Hutchinson  Terry,  Jr.,  M.D.,  of  East  Hamp- 
ton, died  on  January  27  at  the  age  of  eighty-eight.  Dr. 
Terry  graduated  in  1910  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an  hon- 
orary physician  at  Southampton  Hospital  and  a con- 
sulting physician  at  Beekman-Downtown  Hospital.  Dr. 
Terry  was  a member  of  the  Suffolk  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Peter  Joseph  Timpone,  Sr.,  M.D.,  of  Staten  Island, 
died  on  February  8 at  the  age  of  seventy-nine.  Dr. 
Timpone  graduated  in  1918  from  Long  Island  College 
Hospital.  He  was  director  of  surgery,  emeritus,  at  St. 
Vincent’s  Medical  Center  of  Richmond.  Dr.  Timpone 
was  a Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  Richmond  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jacob  Weinless,  M.D.,  of  New  York  City,  died  on 
January  15  at  the  age  of  sixty-eight.  Dr.  Weinless  grad- 
uated in  1931  from  Loyola  University  School  of  Med- 
icine. He  was  an  attending  psychiatrist  at  St.  Vincent’s 
Hospital  and  Medical  Center  of  New  York.  Dr.  Wein- 
less was  a Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  American  Medical  Association. 


Correction 

In  the  article  “Routine  Laboratory  Tests;  Modern  Physicians’  Dilemma,”  by  Cynthia  B.  Dutton,  M.D.,  and  Alice 
E.  Fruehan,  M.D.,  which  appeared  in  the  February  1,  1973,  issue  of  the  Journal,  page  470,  please  note  the  following 
correction.  Dr.  Fruehan  is  Associate  Proffesor  of  Medicine,  Physician  in  Charge,  Medical  Clinic,  and  Assistant  Dean 
of  Albany  Medical  College. 
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PHYSICIANS  — MEDICAL  DIRECTORS  — PARTIAL  LISTING  FOR 
HOSPITALS,  MEDICAL  GROUPS  & INDUSTRY. 

MD-Psychiatrist — Community  Mental  health  program.  In  patient- 
Out  Datient.  Chairman  of  Program.  ALSO  POSITIONS  AVAIL- 
ABLE FOR:  (A)  MD-Anesthesiologists,  (B)  MD-Employee  Health 
Service,  (C)  MD-Internists,  (D)  MD-Ambulatory  Services,  (E)  MD- 
Pediatrician,  (F)  MD-Surgeon  OPD,  (G)  M D-Pathologist,  (H)  MD- 
GP's,  MPH  helpful,  (I)  MD-OBS— GYN,  (J)  MD-Radiologists,  (K) 
MD-Ophthalmologists. 

No  fee  to  candidate.  INTERVIEW  by  appointment  only.  (212)  RH 
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tial  contract  leading  to  partnership  Starting  salary  $30,000  with  the  possi 
bilitv  of  additional  income  Include  complete  curriculum  vitae  in  reply. 
Dept.  282,  c/o  NYSJM. 


ANESTHESIOLOGIST.  BOARD  ELIGIBLE  OR  CERTIFIED.  TO  BECOME 
third  in  a group  of  3 physicians  and  3 CRNA’s.  N.Y.  State  licensure  essential. 
Salary  first  year,  then  partnership.  Malpractice  insurance  paid.  All  general 
surgery  except  open  heart.  No  routine  OBS.  Income  expectations  $40,000- 
$50,000  per  annum:  one  month  vacation.  Apply:  B.  F.  Brophev,  M.D..  St. 
Luke's  Hospital,  70  Dubois  St.,  Newburgh.  N.Y.  12550. 


PHYSICIAN:  OPPORTUNITY  FOR  FULL  TIME  NEW  YORK  STATE  Li- 
censed and  registered  physician  to  join  staff  of  midtown  Manhattan  office  of 
well  established  national  organization.  Challenging  career  position  available 
for  Occupational  Health  physician,  or  internist  in  a broad  preventive  medicine 
and  health  examination  program.  Please  send  resume  to  Dept.  284,  c/o 
NYSJM. 


QUALIFIED  DIRECTOR  OF  PROFESSIONAL  SERVICES  FOR  204-BED, 
general  community  hospital  in  New  England  area  with  accessibility  to  teach- 
ing centers  and  potential  faculty  appointment.  Responsibility  for  all  medical 
staff  conduct  and  activities.  Salary  range  and  fringe  benefits  attractive  to 
right  person.  Dept.  287.  c/o  NYSJM. 


GENERAL  PRACTITIONER,  UPSTATE  NEW  YORK -PENNSYLVANIA 
border.  A happy  place  to  work,  play  and  bring  up  children.  Contact  William 
K.  Nowill,  M.D.,  963  Walnut  St.,  Elmira,  N.Y.  14901. 


GENERAL  SURGEON  WILL  SHARE  EQUIPPED  OFFICE  SUITE,  PROFES- 
sional  building,  in  growing  Rockland  County  area,  eighteen  miles  north  George 
Washington  Bridge.  Dept.  299,  c/o  NYSJM. 


CHILD  PSYCHIATRIST,  BROOKLYN,  QUEENS  AREA;  21  HRS.  PER 
WEEK.  Psychobiologic  clinic  associated  with  large  foster  care  and  adoption 
agency;  team  approach.  Opportunity  to  develop  new  programs  of  treatment 
& prevention.  Complete  training,  N.Y.  State  license  required.  Competence 
with  psychoactive  drugs  a must.  Salary  $22,500  per  year  for  21  hrs.  per  week, 
plus  extensive  fringe  benefits.  Contact  J.  Caul,  Personnel  Dir.,  Mon. -Friday 
9-5,  (212)  232-1500. 


HOUSE  STAFF  PHYSICIANS,  FULL  & PART  TIME  POSITIONS  AVAIL- 
able.  166  bed,  general  hospital;  excellent  opportunity;  good  salary  & fringe 
benefits.  N.Y.  State  License  required.  Contact:  Administrator,  Yonkers 

Professional  Hospital,  27  Ludlow  St.,  Yonkers,  N.Y.  10705. 


FAMILY  MEDICINE  GROUP  PRACTICE  SEEKING  A BOARD  ELIGIBLE 
or  Board  certified  family  physician.  Problem  oriented  practice,  university 
affiliation,  new  hospital,  new  medical  center,  community  faculty  position: 
3 family  physicians  now  in  practice.  Excellent  salary,  excellent  benefits,  con- 
tinuing education,  vacations.  A growing  professional  community  near  Ro- 
chester, N.Y.  Contact:  Perv  S.  Warren,  Tri-County  Family  Medicine, 

Box  339,  Dansville,  N.Y.  14437.  (716)  987-8540. 


PHYSICIANS  WANTED— CONT'D 


PHYSICIAN  (G.P.).  PROMINENT  EXPANDING  NEW  YORK  CITY 
geriatric  center  seeks  NYS-licensed,  general  practitioner.  Previous  geriatric 
experience  desirable.  April  1st  appointment.  An  Equal  Opportunity  Em- 
ployer. Send  curriculum  vitae  or  contact:  Miss  Vera  Friedlander,  Personnel 
Director,  Hebrew  Home  for  the  Aged.  5901  Palisade  Ave..  Bronx.  N.Y.  10471 
(212) 549-8796,  7. 


GYNECOLOGIST:  LICENSED  NEW  YORK  STATE,  NEEDED  JULY  1. 

1973  to  serve  two  year  fellowship  in  family  planning  as  chief  clinician  in 
Planned  Parenthood  Center,  Syracuse,  New  York.  Annual  salary  $30,000. 
Training  provided  in  all  aspects  medical  and  surgical  fertility  control:  va- 
sectomy, out-patient  laparoscopic  sterilization,  abortion  and  contraception. 
Contact:  A.  Jefferson  Penfield,  M.D.,  1120  East  Genesee  St.,  Syracuse,  N.Y 
13210. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARDED  DX  AND  THERAPY,  EXPERIENCED.  WISHES 
to  do  locums  N.Y.C.  Long  Island  area.  Also  N.J.  or  New  England  for  1-2 
weeks.  Available  Jan.,  Feb.,  consider  part-time  Long  Island.  P.  Grappell, 
M.D.  (516)798-4829. 


PSYCHIATRIST,  BOARD  ELIGIBLE,  12  YRS.  EXPERIENCE  ADULTS;  , 
adol.,  psychopharmacology,  seeks  association  or  partnership  with  estab. 
psychiatrist  or  group.  Full  or  part  time,  Bronx.  N.Y.C.,  lower  Westchester 
County.  Dept.  295,  c/o  NYSJM. 


UROLOGIST,  AGE  34,  WELL  TRAINED,  BOARD  CERTIFIED  FMG.  SEEKS  I 
practice  opportunity  in  New  York  State.  Fully  licensed.  Prefers  city  or  near 
medical  center.  Dept.  298.  c/o  NYJSM. 


RADIOLOGIST,  BOARD  DIPLOMATE,  LOOKING  FOR  PART-TIME  OR 
full-time  position.  New  York,  any  borough.  Write  P.O.  Box  155.  Flatbush 
Station,  Brooklyn,  N.Y.  11226. 


POSITION  WANTED:  GENERAL  SURGEON,  AGE  55,  F.A.C.S.  BOARD  | 
eligible,  New  York  State  license,  National  Boards,  desires  active  practice 
in  small  town  with  hospital  facilities.  First  year  $40,000  minimum  with  | 
office  and  secretary;  second  year  negotiable.  Dept.  306,  c/o  NYSJM. 


ACADEMIC  SURGEON  INTERESTED  IN  A PART  TIME  ASSOCIATION 
with  a surgeon  or  a hospital  in  New  York  City  area.  General,  vascular  and 
general  thoracic  surgery.  Dept.  304,  c/o  NYSJM. 


EQUIPMENT 


X-RAY  MACHINE  300  m.a.  USED  BY  RADIOLOGIST^ EXCELLENT  CON- 
dition;  price  negotiable.  Phone  after  6 p.m.  (516)  541-0792. 


PRACTICES  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice.  New  York  and  New  Jersey  license  Dept  215,  c/o 
NYSJM 


OPTHALMOLOGIST,  N.Y.  LICENSE.  10  YEARS  EXPERIENCE.  WISHES 
to  relocate  New  York  City.  Interested  in  association  or  solo  practice.  Reply 
Dept.  293,  c/0  NYSJM. 


808  New  York  State  Journal  of  Medicine  / March  1 5,  1973 


PRACTICES  AVAILABLE 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 

Mandl  School  S54  TiiwVili.10019 

175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
EST  1924 — Licensed  by  the  New  York  State  Educ.  Dept.  - 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


RETIRING:  SUCCESSFUL!.  GENERAL  PRACTICE  AVAILABLE,  CEN- 

tral  New  York  State.  Large  home  with  4 fireplaces,  combined  with  fully 
equipped  office,  2-car  garage,  for  sale.  Near  schools,  shopping,  churches,  2 
hospitals  and  teaching  center.  Can  be  seen  any  time.  Edward  E.  Powers. 
M.D..  714  North  Washington  St.,  Rome,  N.Y.  13440.  Tel:  (315)  336-1800. 


PROFESSIONAL  PRACTICE:  OPPORTUNITY  AVAILABLE  FOR  PUR- 

chase  of  excellently  equipped  office  for  the  practice  of  internal  medicine  in  a 
high,  middle  income  community  in  Manhattan.  N.Y.C.  The  cost  is  mod- 
erate. Monthly  rent  is  $250.  Retiring  physician  will  cooperate  to  effect  a 
thorough  indoctrination  and  smooth  transfer.  Call  (212)  GR  3-1126. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 


EXPERIENCED.  FREE-LANCE  MEDICAL  WRITER  WILL  PUT  YOUR 
experimental  or  clinical  findings  into  publishable  shape.  Call  evenings 
(212)  787-5546,  or  write  Dept.  305,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


: FOR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
of  Manhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
Le.  2-2154. 


SOUTHOLD.  NEW  YORK:  PHYSICIAN'S  RESIDENCE  AND  OFFICE 

available.  Beautifully  lanscaped  150'  x 175'  plot  in  center  of  village  with 
ample  parking.  For  further  details,  contact:  Don  Cairns  (516)  265-6666. 


LONG  ISLAND  MINI  ESTATE:  IDEAL  LOCATION  FOR  HOME  AND/OR 
professional  building.  Custom  built;  five  separate  entrances;  top  construc- 
tion; beautifully  landscaped;  private  country  atmosphere;  ample  parking; 
adjacent  State  Park,  summer/winter  sports.  At  expressway  exit.  Walk  to 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
(516)  935-2083. 


PUERTO  RICO— RENT  MY  DELUXE  BEACHFRONT  CONDOMINIUM 
apartment,  weekly  or  monthly,  less  than  l2  cost  of  hotel  accomodations, 
Condado  area,  furnished,  air  conditioned;  sleeps  up  to  5 people,  2 terraces, 
swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  to  shopping, 
hotels,  restaurants.  Call  9:30  to  5:00  p.m.  (212)  353-2587. 


HICKSVILLE.  L.L:  EQUIPPED,  4-ROOM  M.D.  OFFICE,  AND  ATTACHED, 
immaculate,  modern,  residential  home;  large  corner,  opposite  school.  Active 
practice  gratis.  Exceptional  offer  high  40’s;  easv  terms.  Retiring.  Dept.  296, 
c/o  NYSJM. 


FOR  RENT:  SUMMIT  PROFESSIONAL  BLDG..  ROCKLAND  COUNTY, 

N.Y.  Professional  office  suites,  custom-built  to  tenants'  needs  at  no  extra 
charge.  Ready  for  occupancy  fall,  1973.  Staff  lounge,  outdoor  sitting,  play 
area,  other  extras.  Rapidly  growing  suburban  community,  45  min.  N.Y.C. 
(914)  634-3222. 


FOR  SALE:  HOME  AND  OFFICE  ON  LONG  ISLAND.  EXCELLENT 

condition.  Zoned  heating;  air  conditioning;  circuit  breakers;  220  wiring. 
Many  appliances.  5 minutes  from  hospital.  Leaving  area  for  industry.  Dept 
294,  c/o  NYJSM. 


VACATION  PARADISE:  LUXURIOUS  3 BEDROOM,  3 BATH.  AIR  CON- 
ditioned,  St.  Thomas  villa  for  rent,  weekly  or  monthly.  Full  kitchen,  25  foot 
seaside  gallery,  maid  service,  directly  on  beautiful  Cowpet  Bay  overlooking 
Great  St.  James  and  St.  John.  Excellent  swimming,  snorkeling,  boating, 
tennis,  and  duty  free  shopping.  Call  Mr.  Aaronson  (212)  674-3230. 


LEISURE  HOME  PROPERTY  IN  THE  BERKSHIRES  (MASS.).  Ex- 
ceptionally attractive  mountain  woodland  in  the  heart  of  the  lake-music-ski 
area.  Beautiful  surroundings,  complete  seclusion  hi  elevation,  year-round 
road.  Protective  covenants  for  permanent  privacy.  Far  above  average;  5 
acres,  $16,000  per  acre.  Call  (413)  637-3574. 


FOR  SALE:  DESIRABLE  MEDICAL  OFFICE,  CENTRALLY  LOCATED, 

Washington  Heights.  Well  furnished  and  equipped;  suitable  for  solo  or  group 
practice.  Available  March  1,  1973.  For  information  call  (212)  WA  3-3696. 


WATERFRONT  EAST  HAMPTON.  FOR  RENT  OR  SALE.  4 BEDROOM. 
2 bath,  heated,  new  contemporary  house.  Panoramic  views.  All  water 
activities.  Long  rental  May  1-  Nov.  30.  S.  Bentivegna,  M.D.,  1249  Fifth 
Ave..  New  York,  N.Y.  10029.  (212)  TR  6-5500,  ext.  303. 


NASSAU  COUNTY,  NORTH  BELLMORE:  3-BEDROOM,  OVER  SIZED 

split-level,  separate  front  entrance,  corner;  stone  fireplace;  4-level;  finished 
den  and  basement;  rare  specimen  plantings.  Capable  of  expansion.  Call  for 
appointment  mornings-evenings  (516)  CA  1-7194,  or  write  Dept.  307,  c/o 
NYSJM. 


SUBLET  APRIL-OCTOBER,  POSSIBLY  LONGER,  FURNISHED,  MODERN 
3S4  room  apartment;  air  conditioned,  swimming  pool;  fine  residential  loca- 
tion, one  block  subway,  bus  at  corner,  walking  distance  Jewish  Memorial 
and  St.  Elizabeth  Hospitals,  near  Columbia  Presbyterian  Medical  Center. 
Monthly  rent  $225.  References  required.  Phone  (212)  928-4929,  or  write 
Dept.  308,  c/o  NYSJM. 


PARK  SLOPE  AREA.  BROOKLYN,  NEW  YORK.  OFFICE  TO  RENT  OR 
share  full  or  part-time.  Fully  equipped.  Reasonable  rent.  Opportunity 
for  coverage  and  informal  internist’s  association.  Call  (212)  NE  8-2370. 
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NEW  YORK  STATE  ACADEMY  OF  FAMILY  PHYSICIANS 


SILVER  ANNIVERSARY 
CONVENTION 

FABULOUS  PLAYBOY  CLUB-HOTEL 
at  CHEAT  COBOL 

McAFEE,  NEW  .JEKSEY 

MAY  6 thru  10,  1973 

Congress  of  Delegates  May  6,  7,  1973 
Scientific  Assembly  May  8,  9,  10,  1973 

President’s  Dinner  May  9,  1973 

*Breakfast  Conferences 
^Technical  Exhibits 


^Scientific  Program 
^Scientific  Exhibits 


LIVE  TEACHING  CLINICS 

Live  patients — outstanding  demonstrators — audience  participation — 
question  and  answer  session.  A new  approach  to  postgraduate 
education. 


PLAN  TO  ATTEND 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 


For  reservations: 

NYSAFP 
8 1 Main  Street 
Binghamton,  N.  Y.  13905 
or  call:  (607)  722-2132 
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NEW  YORK  CITY  AREA 


CONGENITAL  HEART  LESIONS 
IN  THE  FETUS 


MONDAY,  APRIL  2 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  New  Methods  of  Diagnosing  Early 
Manifestations  of  Lung  Disease 

WARREN  T.  PEARSON,  M.D. 

N.Y.U.  School  of  Medicine 

2.  Fatigue  and  Fitness 

ROBERT  C.  DARLING,  M.D. 

Columbia  University  P & S 


April  3 and  10,1973 

9:00  a.m.,  Tuesday 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

April  3 

Pre-Infarction  Angina 

ARTHUR  FOX,  M.D. 

N.Y.U.  School  of  Medicine 

April  1 0 

Polymyositis 

BENNETT  DERBY,  M.D. 

Manhattan  V.  A.  Hospital 


April  3 and  10,  1973 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

Saltzman  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Conferences 

April  3 

Lung  and  Heart  Scanning 
(Radioisotopes) 

NAT  SOLOMON,  M.D. 

Downstate  Medical  Center 

April  10 

Juvenile  Rheumatoid  Arthritis 

ELIZABETH  M.  SMITHWICK,  M.D. 
Downstate  Medical  Center 


TUESDAY,  APRIL  3 

4:00  p.m. 

The  Leo  M.  Taran  Foundation 

Classroom  C,  Alumni  Hall 
N.Y.U.  Medical  Center 
550  First  Avenue 

THE  HEMODYNAMIC  EFFECTS  OF 


ABRAHAM  M.  RUDOLPH,  M.D. 

University  of  California 

San  Francisco  School  of  Medicine 

Leo  M.  Taran  Memorial  Lecture 


4:30  p.m. 

“Diabetes  Today”  Series 

New  York  Medical  College 

Cohen  Research  Building,  Room  R-114 

Madison  Avenue  and  106th  Street 

REDUCTION  OF  EPINEPHRINE 
STIMULATED  LIPOLYSIS  IN  ADIPOSE 
TISSUE  FROM  SIBS  OF  DIABETICS 

JEROME  KNITTLE,  M.D. 

The  Mount  Sinai  Hospital 


8:30  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

VISCERAL  ANGIOGRAPHY 

ROBERT  I.  WHITE,  JR.,  M.D. 

Johns  Hopkins  Hospital 


WEDNESDAY,  APRIL  4 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Conference  Room 
Bronx 

CARDIOPULMONARY  RESUSCITATION 

FRANCIS  B.  LIGHT,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  iy2  hours 


THURSDAY,  APRIL  5 

5:15  p.m. 

N.Y.U.  School  of  Medicine 

Classroom  A of  Alumni  Hall 
550  First  Avenue 

MILESTONES  INTO  THE  AGE  OF 
MEDICAL  ENLIGHTENMENT 

ADRIAN  W.  ZORGNIOTTI,  M.D. 

8:00  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 
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THE  BATTERED  CHILD  SYNDROME 

LYONEL  S.  HILDES,  L.D.S.,  D.D.S. 

N.Y.U.  College  of  Dentistry 


9:00-11:00  p.m. 

Albert  Einstein  College  of  Medicine  in 
Collaboration  with  Bronx  County  Medical 
Society 

1300  Morris  Park  Avenue 
Bronx 

THE  DRUGS  YOU  PRESCRIBE  MEET 
YOUR  PATIENT’S  LIVER 

LARRY  STEIN,  M.D. 


April  6 and  13,  1973 

8:00-9:30  a. m..  Fridays 

Maimonides  Medical  Center 

Fuhs  Auditorium 
4802  Tenth  Avenue 

Final  Lectures  of  the  Course  for  F.P.'s  and  Pediatricians 

April  6 

New  Diagnostic  Aid  in  Gynecology 
(Stressing  Office  Procedures) 

ARNOLD  MOLTZ,  M.D. 

April  13 

The  Wheezing  Child;  Non  Hospital  Manage- 
ment 

RICHARD  SNYDER,  M.D. 


April  6 and  7,  1973 

Friday  and  Saturday 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Auditorium 

424  East  68th  Street 

CURRENT  MANAGEMENT  OF  CANCER 
OF  LARGE  BOWEL 

Panels: 

1.  Polypoid  disease  of  colon  and  rectum 

2.  Immunologic  aspects  colon  cancer 

3.  Problems  of  recurrent  and  metastatic 
cancer 

4.  Miscellaneous  topics  of  current  interest 

Panelists: 

Staff  members  Memorial  Hospital  for 
Cancer  and  Allied  Diseases 

FEE:  $75  (Early  registration  urged) 



FRIDAY,  APRIL  6 

9:00  a. m. -5:00  p.m. 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

DIAGNOSIS  AND  TREATMENT  IN 
ELDERLY  PATIENTS 

ALVIN  I.  GOLDFARB,  M.D.  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $25 


April  9 / July  13,  1973 

9:00  a. m. -4:00  p.m.,  Monday-Friday 

French  and  Polyclinic  Medical  School 

345  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM 

This  curriculum  is  primarily  intended  for  candidates  for 
State  Board,  FLEX  and  ECFMG  examinations.  The  curricu- 
lum consists  of  approximately  400  hours  of  formal  instruc- 
tion in  Medicine,  Obstetrics  and  Gynecology,  Pediatrics. 
Preventive  Medicine  and  Public  Health.  Psychiatry,  Surgery 
and  applied  basic  medical  sciences  review. 

Address  all  communications  concerning  the  course  to: 
The  Dean,  French  and  Polyclinic  Medical  School  and  Health 
Center,  481  Eighth  Avenue,  New  York,  N.Y.  10001.  Tele- 
phone: (212)  563-1010. 


MONDAY,  APRIL  9 

1 :30  p.m. 

Albert  Einstein  College  of  Medicine 
Jacobi  Hospital 

4th  Floor  Auditorium 
Pelham  Parkway  South 
Bronx 

1.  Medical  Evaluation  of  the  Patient 
with  Adrenal  Endocrinopathy 

EUGENE  CLERKIN,  M.D. 

Lahey  Clinic 

2.  Surgical  Aspect  of  Adrenal  Surgery 

LLOYD  FLINT,  M.D. 

Lahey  Clinic 


4:00  p.m. 

Downstate  Medical  Center 

Lecture  Hall  =1 

450  Clarkson  Avenue 

Brooklyn 

Albert  F.  R.  Andresen 
Memorial  Lecture 

ABSORPTION  AND  MALABSORPTION 
OF  VITAMIN  B12 

ROBERT  M.  DONALDSON,  JR.,  M.D. 

Boston  University  School  of  Medicine 

NOTE:  Dr.  Donaldson  will  also  deliver  the  Emanuel  Shoen- 
bach  Memorial  Lecture  at  the  Saltzman  Auditorium  of  Mai- 


March  1 5,  1 973  / New  York  State  Journal  of  Medicine  813 

WGO-3 


WITHOUT  CONGENITAL  HEART  DISEASE 


monides  Medical  Center  on  April  10  at  4:00  p.m.  His  topic 
will  be  "Blind  Loop  Syndrome.” 


April  10  / 24,  1973 

8:00-9:00  a.m.,  Tuesdays 

Richmond  Chapter  of  AAFP 
The  Staten  Island  Hospital 

101  Castleton  Avenue 
Staten  Island 

Postgraduate  Lectures  on  Neurology 

April  10 

Pediatric  Immunization 

E.  ROLDAN,  M.D. 

April  17 

Psychiatric  Evaluation  of  Adults 

M.  EDELMAN,  M.D. 

April  24 

Radioactive  Investigation 

R.  HOURI,  M.D. 


April  10  / 12,  1973 

9:00  a.m. -4:00  p.m.,  Tuesday/Thursday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

ELECTROMYOGRAPHY 

JOSEPH  B.  ROGOFF,  M.D.,  BEATRICE  KAPLAN,  M.D. 

and  invited  lecturers 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


TUESDAY,  APRIL  10 

4:00-5:00  p.m. 

Columbia-Presbyterian  Medical  Center 

Amphitheatre  rl , First  Floor 
630  West  168th  Street 

26th  John  G.  Gibson  Lecture 

MASSIVE  TRANSFUSION  OF  STORED 
BLOOD 

AUSTIN  COLLINS,  M.D. 

Washington  University  School  of  Medicine 
St.  Louis,  Missouri 


WEDNESDAY,  APRIL  11 

Noon 

Downstate  Medical  Center 

4th  Floor  Pediatric  Library 
450  Clarkson  Avenue 
Brooklyn 

DERMATOGLYPHICS  IN  200  CONTROLS 
AND  DOWN’S  SYNDROME  WITH  AND 


HELOISE  MAPA  and  QUTUB  H.  QAZI,  M.D.'s 


8:00  p.m. 

New  York  Surgical  Society 

New  York  Academy  of  Medicine 
2 East  103rd  Street 
Case  Report 

Massive  Upper  Gastrointestinal  Hemorrhage 
Secondary  to  Ruptured  Pseudoaneurysm  of 
the  Superior  Mesenteric  Artery 

R.  D.  MALONEY,  E.  BONFILS-ROBERTS,  and 
T.  F.  NEALON,  Jr.,  M.D.'s 
Papers 

1 . General  Surgery  in  Patients  with 
Terminal  Renal  Failure 

M.  HAIMOV,  S.  GLABMAN, 

E.  SCHUPAK  and  M.  NEFF,  M.D.’s 

2.  Ovarian  Tumors  in  Childhood 

B.  BRONSTHERM,  M.  W.  ABRAMS  and 
A.  H.  AUPSES,  JR.,  M.D.'s 

3.  Treatment  Failures  after  Electro- 
coagulation of  Primary  Rectal  Cancer 

H.  J.  WANEBO,  and  S.  H.  Q.  QUAN,  M.D.’s 


WEDNESDAY,  APRIL  11 

8:00  p.m. 

The  Solomon  A.  Berson  Memorial  Fund 

Blumenthal  Auditorium 
Mount  Sinai  School  of  Medicine 
Fifth  Avenue  and  99th  Street 

1st  Solomon  A.  Berson  Memorial  Lecture 

REGULATION  OF  THE  NEUROTRANS- 
MITTER NORADRENALIN 

JULIUS  AXELROD,  M.D. 

National  Institute  of  Mental  Health 


April  11  and  18,  1973 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  PROCESS  OF  PSYCHOTHERAPY  IN 
MEDICAL  PRACTICE 

JASON  MILLER,  M.D. 

April  12  and  13,  1973 
Columbia  University  P & S 

630  West  168th  Street 

AN  INTRODUCTION  TO  DIAGNOSTIC 
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ULTRASOUND 

Under  the  Direction  of: 

DONALD  L.  KING,  M.D. 

Write:  MELVIN  D.  YAHR,  Associate  Dean. 

April  13  and  14,  1973 

9:30  a. m. -5:30  p.m.,  Friday  and  Saturday 

The  City  of  New  York 

Office  of  the  Chief  Medical  Examiner 
520  First  Avenue 

, 

10th  Annual  Symposium  on 

FORENSIC  SCIENCES  1973 

MILTON  HELPERN,  M.D.,  Chief  Medical  Examiner 
The  City  of  New  York 

Friday , April  13 

1.  Gunshot  Wounds  with  Discussion  on 
Wound  Ballistics  and  External  Ballistics 

2.  Unlabeled  and  Mislabeled  Cases,  Scene 
Investigation,  Carbon  Monoxide  Deaths, 
Determining  the  Time  of  Death,  Deaths 
in  Legal  Custody 

3.  Evening  Session,  Dinner  Lecturer 

DR.  HELPERN 
Saturday,  April  14 

1 . Increasing  Complexity  of  Evaluation  of 
Narcotic  Deaths  in  Light  of  Different 
Modalities.  Panel  Discussion  of  Metha- 
done Therapy  and  Abuse,  An  Addict’s 
Point  of  View  and  New  York  City’s 
Addiction  Services 

2.  Recent  Advances  in  Forensic  Serology. 
Forensic  Odontology,  Including  Bite 
Mark  Evidence  and  Problems  of  Ideti- 
fication. 

Write:  Symposium  on  Forensic  Sciences,  Office  of  Chief 
Medical  Examiner,  520  First  Avenue,  Room  122,  New 
York,  N.Y.  10016. 


lying  hemodynamic  phenomena.  In  addition,  noninvasive 
techniques  (carotid  and  peripheral  pulse  curves,  apex 
cardiogram)  useful  in  office  and  bedside  diagnosis  will  be 
discussed. 

FEE:  $75 

Applications  are  available  at  the  Office  of  the  Recorder, 
above  address. 


WEDNESDAY,  APRIL  25 

2:00-6:00  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Obstetrics  and  Gynecology 

2 East  103rd  Street — Room  20 

SYMPOSIUM  ON  TRANSEXUALISM 


May  7 / 11,1973 

9:00  a. m. -5:00  p.m.,  Monday-Friday 

Queens  Hospital  Center 

164th  Street 
Jamaica 

REFRESHER  COURSE  FOR  RESIDENTS 
IN  RADIATION  THERAPY  AND  PHYSICS 

Program  Chairmen: 

JAMES  H.  DAVENPORT,  M.D. 

GERALD  SHAPIRO,  M.S. 

FEE:  $100 

Please  apply  to:  JAN  J.  SMULEWICZ,  M.D.,  Director,  De- 
partment of  Radiology,  Queens  Hospital  Center,  above 
address. 


FRIDAY,  MAY  18 

9:00  a. m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

PRACTICAL  MANAGEMENT  OF  DIABE- 
TES AND  ITS  COMPLICATIONS 


FUTURE  EVENTS 



April  19  and  20,  1973 


HENRY  DOLGER,  M.D.  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $25 


Full  time,  Thursday  & Friday 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

CARDIAC  AUSCULTATION 


Under  the  direction  of: 

J.  SCOTT  BUTTERWORTH,  M.D. 

NOTE:  This  course,  utilizing  tape  recordings,  individual 

electronic  stethoscopes  and  visual  patterns  of  sound, 
is  designed  to  teach  rapidly  the  recognition  of  sounds  and 
murmurs,  and  stresses  their  correlation  with  the  under- 


W.  Alton  Jones  Cell  Science  Center 
Lake  Placid 

Announces  the  following  courses  to  be  given 
at  this  center  in  1973: 

July  9-20 

Animal  Organ  Culture 

July  23  / August  3 

Introduction  to  Vertebrate  Cell  Culture 
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April  5 and  12,  1973 


September  5-15 

Principles  of  Cell  Synchronization 
October  1-12 

Methods  in  Medical  Virology 

Apply:  J.  ANDREA  ESTUS,  Executive  Secretary,  W.  Alton 
Jones  Cell  Science  Center,  P.O.  Box  631,  Lake  Placid, 
N.Y.  12946. 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

School  of  Medicine 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel  (716)  831-5526 

SCHEDULE  FOR  WINTER-SPRING,  1973 
April  4/6 

Pediatric  Endocrinology 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 

April  6 and  7 

36th  Annual  U.B.  Alumni  Spring  Clinical 
Days 

MILFORD  C.  MALONEY,  M.D. 

Statler  Hilton  Hotel 

April  14  and  15 
Anesthesiology 

JOHN  I.  LAURIA,  M.D. 

Parkway  Ramada  Inn 

May  3 

Thromboembolism  (American  College 
of  Surgeons) 

GERALD  P.  BURNS,  M.D. 

Parkway  Ramada  Inn 

May  4 

Eye  Teaching  Day 

JOHN  V.  ARMENIA,  M.D. 

Treadway  Inn 

May  16  and  17 
Fetal  Monitoring 

MICHAEL  RAY,  M.D. 

May  25  and  26 

Psychiatric  Treatment  in  Correctional 
Programs 

June  4/8 

Refresher  Seminar  in  Pediatrics 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 

August  6/9 
School  Health 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 


7:30-9:30  p.m.,  Thursdays 

Continuing  Medical  Education,  SUNYAB 

Heart  Association  of  Western  New  York 
The  Sisters  of  Charity  Hospital 
2157  Main  Street 

CLINICS  IN  PHYSICAL  EXAMINATION 
OF  THE  CARDIAC  PATIENT  and 
ARRHYTHMIA  WORKSHOPS 

April  5 

Auscultation — The  SI 

The  Components  of  SI 

and  their  Mechanism 

S4  + SI  as  a Cause  of  a Split 

The  Loudness  of  SI 

SI  in  Mitral  Stenosis 

Arrhythmias 

April  12 

Auscultation — The  SI 

The  Aortic  Ejection  Sound 
The  Pulmonary  Ejection  Sound 
Arrhythmias 


April  14  and  15,  1973 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 

School  of  Medicine 
The  Parkway  Ramada  Inn 
Niagara  Falls 

A Symposium  in  Continuing 
Medical  Education  sponsored 
by  the  Department  of  Anesthesiology 

ANESTHESIOLOGY  AND  INTENSIVE  CARE 

JOHN  I.  LAURIA,  M.D.,  Program  Chairman 
FEE:  $60 

Write  for  program:  Continuing  Medical  Education,  Main 

Street  Division,  SUNYAB,  2211  Main  Street,  Buffalo,  N.Y. 
14214  Telephone:  (716)831-5526 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming.  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to 
all  physicians  presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third 
Wednesday  of  each  month  under  the  direction  of  Gerald 
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P.  Murphy,  M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m. 
on  the  fourth  Thursday  under  the  direction  of  Eugene  R. 
Mindell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored  by 
the  Department  of  Family  Practice  and  presented  at  8:30 
a.m.  the  first  Thursday  under  the  direction  of  Ernest  R. 
Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 

York  at  Buffalo,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 

(716)  831-5526. 


PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 

(Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  ap- 
plicant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 
Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 


NASSAU  COUNTY 



April  5 and  12,  1973 

11:30  a.m. -12: 30  p.m.,  Thursdays 

Nassau  County  Medical  Center 
Recreation  Activities  Building 

2201  Hempstead  Turnpike 
East  Meadow 

Pediatric  Postgraduate  Lectures 

April  5 

Hypernatremic  Dehydration  Revisited 

LAURENCE  FINBERG,  M.D. 

Montefiore  Hospital  and  Medical  Center 

April  12 

C.P.C. 

(There  is  only  one  C.P.C.  this  year.) 


April  5 and  12,  1973 

8:30  p.m. 

North  Shore  Hospital 

Community  Drive 
Manhasset 

SYMPOSIUM  ON  BIRTH  DEFECTS 
FOR  PHYSICIAN 

April  5 

An  Overview  of  the  Problem  of  Birth  Defects 

MERVIN  SILVERBERG,  M.D.,  Moderator 

Prenatal  Diagnosis  of  Genetic  Disorders 

KURT  HIRSHHORN,  M.D. 

Inborn  Metabolic  Errors,  Advances  in 
Diagnosis  and  Treatment 

HAROLD  NITOWSKY,  M.D. 

April  12 

The  Role  of  the  March  of  Dimes 

ALFRED  FLORMAN,  M.D.,  Moderator 

Legal  Considerations  in  the  Treatment 
of  Birth  Defects 

H.  RICHARD  BERESFORD,  M.D. 

Cranio-Facial  Anomolies 

BERTRAM  BROMBERG,  M.D. 

Common  Neurosurgical  Problems 

ALAN  ROSENTHAL,  M.D. 

Sponsored  by:  Genetics  and  Birth  Defects  Center 

Department  of  Pediatrics,  National  Foundation  March 
of  Dimes:  Nassau  County  Chapter. 


ROCHESTER  AREA 


THURSDAY,  APRIL  12 
The  Rochester  Ophthalmological  Society 

University  Club 
Rochester 

THE  PIGMENTARY  SYNDROMES 

ROBERT  N.  SHAFFER,  M.D. 

University  of  California 

NOTE:  This  is  the  18th  Annual  Albert  C.  Snell  Lecture. 

There  will  be  an  afternoon  clinical  session  at  the  Univer- 
sity of  Rochester  Medical  Center  followed  by  an  evening 
dinner  and  the  Memorial  Lecture  at  the  University  Club. 
On  Friday,  April  13,  1973  a session  will  include  JAMES  V. 
AQUAVELLA,  M.D.,  JACK  HARSTEIN,  M.D..  and  J.  REI 
MER  WOLTER,  M.D.,  as  guest  lecturers. 


SUFFOLK  COUNTY 


April  5 and  6,  1973 

Health  Sciences  Center,  Department 
of  Psychiatry  of  the  State  University 
of  New  York  at  Stony  Brook 
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South  Oaks  Hospital 
Amityville 

ABSENTEEISM  IN  INDUSTRY 

Physicians  interested  in  attending  either  one  or  both  days 
of  this  non-fee  conference  may  pre-register  by  writing  or 
calling  (516)  AM  4-4000  X284,  Community  Relations  De- 
partment of  South  Oaks  Hospital. 


April  13  / 15,  1973 

8:45  a.m.  Registration 

The  South  Oaks  Foundation  in  conjunction 
with  The  Department  of  Psychiatry,  Health 
Sciences  Center,  State  University  of  New 
York  at  Stony  Brook 

South  Oaks  Hospital 
Amityville 

Conference  on 

DRUG  ABUSE  IN  INDUSTRY 

Write  for  program:  South  Oaks  Hospital 


PHYSICIANS’  PLACEMENT 


CHAUTAUQUA  COUNTY,  N.Y.,  needs  physicians. 

CONTACT:  ROBERT  F.  HORSCH,  M.D.,  President,  Chau- 

tauqua County  Medical  Society,  Corner  Second  and  South 
Portage,  Westfield,  N.Y.  14787. 


ELMIRA,  N.Y.,  Chemung  County,  needs  three  Family  Practi- 
tioners. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Arnot-Ogden  Memor- 
ial Hospital,  Elmira,  N.Y.  14901.  Tel.  (607)  734-5221. 


ONEIDA,  N.Y.,  Madison  County,  needs  Family  Practitioners 
and  Specialists  in  Internal  Medicine,  Orthopedics,  EENT 
for  Private  Practice  and  Emergency  Room  physicians  for 
Hospital. 

CONTACT:  JOHN  C.  MACAULAY,  M.D.,  Chief  of  Staff, 

Oneida  City  Hospital,  Genesee  Street,  Oneida,  N.Y.  13421. 
Tel.  (315)  363-6633. 


EVENTS  RECEIVED  AFTER  DEADLINE 


March  13  and  27,  1973 

4:00-6:00  p.m.,  Tuesdays 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshops  in  Oncology  for 
the  Practicing  Physician 


March  13 

Immunological  Intervention  in  Cancer 
March  27 

The  Remote  Effects  of  Malignant 
Neoplasms 


WEDNESDAY,  MARCH  14 

10:30  a.m. 

Kings  Park  Hospital 

(New  York  State  Department  of  Mental  Hygiene) 
Auditorium,  Rehabilitation  Center 
Kings  Park  Hospital 
Kings  Park 

MINIMIZING  SIDE  EFFECTS  OF 
PSYCHOTROPIC  AGENTS 

GIDEON  SEAMAN,  M.D. 

Creedmoor  State  Hospital 


SATURDAY,  MARCH  17 

9:00  a.m. -5:00  p.m. 

The  New  York  Cardiological  Society 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

CARDIOLOGY— 1973 
DIAGNOSTIC  AND  THERAPEUTIC 
ADVANCES 

(Annual  All-Day  Seminar) 

Program  Committee 

CHARLES  P.  BAILEY,  M.D. 

NICHOLAS  P.  DePASQUALE,  M.D. 

JOHN  LADUE,  M.D. 

BERNARD  H.  PERLMAN.  M.D. 

Write:  New  York  Cardiological  Society,  Inc.,  47  East  67th 

Street,  New  York,  N.Y.  10021. 


March  28  and  April  4,  1973 

8:00  a.m. -10:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium  Rockville  Centre 

March  28  at  9:00  a.m. 

Thoracic-Cardiovascular  Conference  on 
Renal  Transplantation 

SAMUEL  LEE  KOUNTZ,  M.D. 

University  of  California  at  San  Francisco 
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April  4 — 8:00-10:00  a.m. 

Combined  Medical  and  Surgical  Conference 
Steroids  and  Shock 

ROBERT  F.  WILSON,  M.D. 

Wayne  State  University  School  of  Medicine 
Detroit,  Michigan 


MONDAY,  APRIL  2 

8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

Scientific  Session 

Moderator:  ROBERT  A.  D'AMICO,  M.D. 

1.  The  Use  of  Soft  Lenses  in  Corneal  Ulcers 

CLAES  DOHLMAN,  M.D.,  Boston,  Mass. 

2.  The  Cosmetic  Use  of  Hard  and  Soft  Lenses 

CHESTER  BLACK,  M.D.,  Elmhurst,  Illinois 

3.  The  Use  of  Soft  Lenses  in  the  Treatment  of 
Keratoconus 

ANTONIO  GASSET,  M.D.,  Gainesville,  Florida 

4.  The  Use  of  Soft  Lenses  in  the  Treatment  of 
Bullous  Keratopathy 

JOHN  ESPY,  M.D.,  New  York,  N.Y. 


FRIDAY,  APRIL  6 

8:00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

PHILOTHERAPY;  REGRESSION,  AND 
EMOTIONAL  INVOLVEMENT  IN 
PSYCOTHERAPY 

I.  EMERY  BREITNER,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

For  information:  Sid  Herling,  MSW,  Dir.,  Staten  Island  Family 
Service,  above  address. 


8:30  p.m. 

The  Queens  Chapter  of  the  American  Asso- 
ciation of  Medical  Assistants,  New  York  State 
Society 

1 12-25  Queens  Boulevard 
Forest  Hills 


BLUE  SHIELD  AND  BLUE  CROSS 
POLICIES  FOR  MEMBERS 

CONTACT:  Mrs.  Marie  Owen,  31-22  29th  Street,  Astoria, 

LIC,  N.Y.  Tel.  212/726-3318. 


TUESDAY,  APRIL  10 

8:30  p.m. 

The  New  York  Psychoanalytic  Institute 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 

THE  FREUD  ANNIVERSARY  LECTURE 
OF  THE  NEW  YORK  PSYCHOANALYTIC 
INSTITUTE 

DR.  JEANNE  LAMPL  de  GROOT 
(Title  to  be  announced) 


FUTURE  EVENTS 


N.Y.U.  Medical  Center 

Institute  of  Rehabilitation  Medicine 
400  East  34th  Street 

REMEDIAL  TECHNIQUES  FOR  COGNI- 
TIVE AND  PERCEPTUAL  DIFFICULTIES 
IN  BRAIN-DAMAGED  PERSONS 

Under  the  direction  of: 

LEONARD  DILLER,  Ph.D.,  and 
JOAN  BARDACH,  Ph.D. 

FEE:  $150 

Please  write,  JOSEPH  GOODGOLD,  M.D.,  Dir.,  of  Re- 
search and  Training,  Institute  of  Rehabilitation  Medicine, 
Room  617,  above  address. 


April  30  / May  4,  1973 

Columbia  University  P & S, 

Department  of  Radiology 

Columbia-Presbyterian  Medical  Center 
530  West  168th  Street 

POSTGRADUATE  COURSE  IN  NEURO- 
RADIOLOGY 

Under  the  direction  of: 

ERNEST  H.  WOOD,  M.D. 

Inquiries  should  be  addressed  to:  MELVIN  D.  YAHR, 

M.D.,  Associate  Dean,  Office  of  Graduate  Medicine,  above 
address. 


1973  Deadline  Dates  and  Announcement  Cards  avail- 
able on  request.  Write  The  Editor,  WHAT  GOES  ON. 


March  15,  1973  / New  York  State  Journal  of  Medicine  819 

WGO-9 


THURSDAY,  MAY  17 


1 :00-3:00  p.m. 

Downstate  Medical  Center 

1st  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

Continuing  Education  Course 

ORTHOPEDIC  INFECTIONS:  A BIOLOGI- 
CAL APPROACH  TO  DIAGNOSIS  AND 
TREATMENT 

LEROY  S.  LAVINE  and  HENRY  D.  ISENBERG,  M.D.'s 
NO  FEE 

To  register,  contact  CHARLES  M.  PLOTZ,  M.D.,  Dir., 
Continuing  Education,  above  address.  Tel.  (212)  270-2421 . 


May  18  and  19,  1973 

9:00  a. m. -5:00  p.m. 


Downstate  Medical  Center 

1st  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

Continuing  Education  Course 

INTERNATIONAL  CONFERENCE  ON 
ACUTE  RENAL  FAILURE 

JOHN  P.  MERRILL,  M.D.,  ELI  A.  FRIEDMAN,  M.D.  and 
invited  lecturers 

FEE:  to  be  announced 

CREDIT:  1 4 Prescribed  hours  AAFP 

To  register,  please  contact  CHARLES  M.  PLOTZ,  M.D., 
Dir.,  Continuing  Education,  above  address.  Tel.  (212) 
270-2421. 


May  21  / 23,  1973 

Queens  Hospital  Center 

Department  of  Radiology 
82-68  164th  Street 
Jamaica 

REFRESHER  COURSE  IN  RADIO- 
BIOLOGY— THE  PHYSICS  OF  RADIOLO- 

GY AND  NUCLEAR  MEDICINE 

HARRY  ASTARITA,  M.D.,  Nassau  Hospital 
EDWIN  HOLODNEY,  M.D.,  St.  Vincent's  Hospital 
LILLIAN  JACOBSON,  M.D.,  LIJH 
DONALD  PIZZARELLO,  M.D.,  N.Y.U.  Medical  College 
GERALD  SHAPIRO,  M.D.,  QHC 

Apply:  JAN  J.  SMULEWICZ,  M.D.,  Dir.,  above  address 


CORRECTION 

The  address  of  WHAT  GOES  ON  is  as  follows:  WHAT 
GOES  ON,  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  It  was 
incorrectly  listed  in  the  February  1-15,  1973  issue. 
See  corrected  subscription  order  blank 
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□ $3-00  check  enclosed  for  “WHAT  GOES  ON 


NEW  YORK  STATE 
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1 67th  ANNUAL  CONVENTION 


February  11-15,  1973 
Americana  Hotel,  New  York  City 


Important  in 


Macrophages... 
important  because 
they  keep  lungs  clear. 

Electron  microscopic  photograph  of 
alveolus  containing  several  alveolar 
macrophages.  Phagocytic  action 
removes  foreign  particles  from  the 
alveoli.  (5,000  X original  magnification) 
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MEDICAL 

PERSONNEL  POOL 

We  Care  for  Those  Who  Need  Care 


NEW  YORK  CITY 

353  Lexington  Avenue 
New  York,  N.  Y.  10016 

(212)  686-9060 
In  Long  Island  (516)  483-1155 

BUFFALO 

560  Delaware  Avenue 
Buffalo,  N.  Y.  14202 


WHITE  PLAINS 

1 70  East  Post  Road 
White  Plains,  N.  Y.  1 0601 

(914)  946-2810 
In  Connecticut  (203)  327-2281 

ALBANY 

90  State  Street 
Albany,  N.Y.  12207 


ROCHESTER 

75  Clinton  Avenue  North 
Rochester,  N.  Y.  1 4604 


DEPENDABLE 

NURSING 

CARE 

WHEN  AND  WHERE 
YOU  NEED  IT 
DAY  OR  NIGHT 

RN’S  — LPN’S  — LIVE  INS 

NURSES’  AIDES  — MALE  ATTENDANTS 

COMPANION  SITTERS  — 

MOTHER’S  HELPERS 

UNDER  REGISTERED  NURSE  SUPERVISION 

Our  employees  are  experienced, 
reference-checked,  insured, 
bonded  and  on  our  payroll. 

We've  been  a respected 
national  nursing  service 
for  almost  a decade. 

CALL  OR  WRITE  FOR  DESCRIPTIVE  LITERATURE 


(518)  463-2171 


(716)  454-4930  (716)  886-2662 


1 he  day  started  nght  for 
innie.  That  young 
doctor  feller  gave  her 
Do  'adan  to  take  last  night. 


And  it  worked: 


Danthron  made  it  certain  — 
Because  ids  an  efficient, 
predictable,  highly  specific 
peristaltic  stimulant. 

D.G.S.  (dioctyl  calcium 
sulfosuccinate)  made  it  easy — 
Because  it  softens  stools 
naturally,  gently.  Without 
distention.  Without  adding 
sodium  to  the  system. 

Minnie  figures  she’s  got  the 
smartest  doctor  in  town. 

HGECHST 

PHARMACEUTICALS,  INC. 
SOMERVILLE,  N.J.  08876 


t 50  mg.  danthron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuccinate. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 
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imunologic  Assays  in  Lung  Cancer 

Brugarolas,  Han,  Takita,  and  Minowada 

uantitative  Serum  Immunoglobulins  in 
ealthy  Negroes 


Karayalcin,  Rosner,  and  Sawitsky 


Medical  Intensive  Care  Unit 

Spagnolo,  Hershberg,  and  Zimmerman 

Diffuse  Bone  Sclerosis 

Upstate  Medical  Center 


Nodular  Lesion  Within  Lung  Cavity 

Beekman-Downtown  Hospital 


747 


751 


754 


764 


768 


Complete  Table  of  Contents:  pages  726,  728 


t’s  better  to  meet  a 
problem  drinker 
in  your  office  than 


on  the  road. 


Problem  drinkers  can  be 
deadly  when  they  get  behind 
the  wheel.  In  fact,  they  are 
involved  in  almost  20,000 
highway  fatalities  a year.  And 
the  number  is  growing.  The 
only  way  to  reverse  this  trend 
is  to  separate  the  driver  from 
his  drinking  problem.  Before 
he  kills  himself  or  anyone  else. 
Because  punitive  measures  alone  have  failed  to  slow  this  needless 
[slaughter,  we  have  to  look  elsewhere  for  help.  Your  office,  for  instance. 
’Where  you  can  counsel  him  against  excessive  drinking  and  driving.  Or 
where  you  can  refer  him.  Your  knowledge  and  experience  make  you 
the  community’s  first  line  of  defense  against  this  epidemic. 

First  aid  for  drunken  drivers  begins  in  your  office. 

I ! 

Please  send  me  background  material  on  problem  drinkers  that: 
tells  me  what  community  organizations  can  do  to  help;  gives  me 
data  on  various  alcohol  levels  in  the  blood;  describes  the  latest 
developments  in  breath-testing  methods. 

For  my  patients,  please  send  me  information  to  supplement 
my  counsel. 


Name. 

Street. 


l.D. 


City- 


-State. 


-ZipL 


L 


J 


. Ot 


U.S.  DEPARTMENT  OF  TRANSPORTATION 


Drunk  Driver 
Dept.  M.D. 

BOX  1969  

Washington,  D.C.  20013 

NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION. 


Before  prescribing  or  administering,  see  Sandoz  literature  for 
full productinformation.  The  following  is  a brief  summary 
Contraindications:  Severe  central  nervous  system  depres- 
sion, comatose  states  from  any  cause,  hypertensive  or 
hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  pre- 
viously exhibited  a hypersensitivity  reaction  (e.g.,  blood 
dyscrasias,  jaundice)  to  phenothiazines.  Phenothiazines 
are  capable  of  potentiating  central  nervous  system  de- 
pressants (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well 
as  atropine  and  phosphorus  insecticides.  During  preg- 
nancy, administer  only  when  the  potential  benefits  exceed 
the  possible  risks  to  mother  and  fetus. 

Precautions:  There  have  been  infrequent  reports  of  leu- 
kopenia and/or  agranulocytosis  and  convulsive  seizures. 
In  epileptic  patients,  anticonvulsant  medication  should 
also  be  maintained.  Pigmentary  retinopathy  may  be 
avoided  by  remaining  within  the  recommended  limits  of 
dosage.  Administer  cautiously  to  patients  participating  in 
activities  requiring  complete  mental  alertness  (e.g.,  driv- 
ing), and  increase  dosage  gradually.  Orthostatic  hypo- 
tension is  more  common  in  females  than  in  males.  Do  not 
use  epinephrine  in  treating  drug-induced  hypotension 
since  phenothiazines  may  induce  a reversed  epinephrine 
effect  on  occasion.  Daily  doses  in  excess  of  300  mg. 
Id  be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System— Drowsiness, 
especially  with  large  doses,  early  in  treatment;  infre- 
quently, pseudoparkinsonism  and  other  extrapyramidal 
symptoms;  nocturnal  confusion,  hyperactivity,  lethargy 
psychotic  reactions,  restlessness,  and  headache.  Auto 
nomic  Nervous  System — Dryness  of  mouth,  blurred  vision 
constipation,  nausea,  vomiting,  diarrhea,  nasal  stuffiness 
and  pallor  EndocrineSystem— Galactorrhea,  breast  engorge 
ment,  amenorrhea,  inhibition  of  ejaculation,  and  periph 
eral  edema.  — Dermatitis  and  skin  eruptions  of  the 

urticarial  type,  photosensitivity.  Cardiovascular  System— 
ECG  changes  (see  Cardiovascular  Effects  below).  Other— 
A single  case  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines 
and  should  be  considered:  Autonomic  Reactions— Miosis, 
obstipation,  anorexia,  paralytic  ileus.  CutaneousReactions- 
Erythema,  exfoliative  dermatitis,  contact  dermatitis.  Blood 
Ztysfras/as-Agranulocytosis,  leukopenia,  eosinophilia, 
thrombocytopenia,  anemia,  aplastic  anemia,  pancyto- 
penia. Allergic  Reactions— Fever,  laryngeal  edema,  angio- 
neurotic edema,  asthma.  Hepatotoxicity— Jaundice,  biliary 
stasis.  Cardiovascular  Effects-Changes  in  terminal  portion 
of  electrocardiogram,  including  prolongation  of  Q-T  inter- 
val, lowering  and  inversion  of  T-wave,  and  appearance  of 
a wave  tentatively  identified  as  a bifid  T or  a U wave 
have  been  observed  with  phenothiazines,  including 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and 
due  to  altered  repolarization,  not  myocardial  damage. 
While  there  is  no  evidence  of  a causal  relationship  be- 
tween these  changes  and  significant  disturbance  of  car- 
diac rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in  patients 
showing  characteristic  electrocardiographic  changes 
while  taking  the  drug.  While  proposed,  periodic  electro- 
cardiograms are  not  regarded  as  predictive.  Hypotension, 
rarely  result  ingin  cardiac  arrest.  Extrapyramidal  Symptoms- 
Akathisia,  agitation,  motor  restlessness,  dystonic  reac- 
tions, trismus,  torticollis,  opisthotonus,  oculogyric  crises, 
tremor,  muscular  rigidity,  and  akinesia,  occasionally  per- 
sisting for  several  months  or  years  especially  in  elderly 
patients  with  brain  damage.  Endocrine  Disturbances— Men- 
strual irregularities,  altered  libido,  gynecomastia,  weight 
gain,  false  positive  pregnancy  tests.  Urinary  Disturbances- 
Retention,  incontinence.  Others— Hyperpyrexia;  behavioral 
effects  suggestive  of  a paradoxical  reaction,  including 
excitement,  bizarre  dreams,  aggravation  of  psychoses, 
and  toxic  confusional  states;  following  long-term 
treatment,  a peculiar  skin-eye  syndrome  marked  by  pro- 
gressive pigmentation  of  skin  or  conjunctiva  and/or  ac- 
companied by  discoloration  of  exposed  sclera  and 
cornea;  stellate  or  irregular  opacities  of  anterior 
lens  and  cornea.  72.524 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936  sandoz 


Disruptive  behavior.. .sudden 
changes  in  mood... 
impairment  of  orientation 

Mellaril  helps  calm  the  agitated  geriatric  patient.  It  not  only 
reduces  agitation  but  also  diminishes  anxiety,  excitement, 
and  hypermotility.  Of  course,  neurologic  deficit  cannot  be 
repaired,  but  the  patient  with  senile  psychosis  due  to  organic 
brain  syndrome  can  frequently  obtain  meaningful 
symptomatic  relief  with  Mellaril. 

for  the  agitated  geriatric 
with  senile  psychosis 

mellaril 

[thioridazine] 

TABLETS:  25  mg.  thioridazine  HCI,  U.S.P. 
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Regional  sharing  program  SONY-W 


Cockett,  Freeman,  Greene,  Linke,  Linke,  May,  Merin, 

Netto,  Pabico,  Talley,  and  Bryson 

Lymphoid  cell  lines  sag 

Woods,  Moore,  Bainbridge,  Huang,  Huzella,  and  Quinn 
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Important  in 


Macrophages... 
important  because 
they  keep  lungs  clear. 

Electron  microscopic  photograph  of 
alveolus  containing  several  alveolar 
macrophages.  Phagocytic  action 
removes  foreign  particles  from  the 
alveoli.  (5,000  X original  magnification) 


i Lung  Protection 


Bronkotabs... 
important  because  they 
help  keep  airways  open. 

■ Bronkotabs  offers  potent  bronchodilation 
to  relieve  dyspnea. 

■ Contains  an  effective  decongestant  to 
shrink  swollen  membranes. 

■ Provides  an  efficient  expectorant  to 
encourage  productive  cough. 

■ Bronkotabs  provides  economical  long- 
term therapy. 

PRECAUTIONS:  With  Bronkotabs  therapy  sympathomimetic 
side  effects  are  minimal,  and  there  are  none  of  the  dangers  or 
side  effects  associated  with  steroid  therapy.  However,  frequent 
or  prolonged  use  may  cause  nervousness,  restlessness,  or 
sleeplessness.  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism. 
Drowsiness  may  occur.  Ephedrine  may  cause  urinary  retention, 
especially  in  the  presence  of  partial  obstruction,  as  in 
prostatism. 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 hours,  not 
to  exceed  five  times  daily.  Children  over  6:  one  half  adult  dose. 
SUPPLIED:  Bottles  of  100  and  1000  scored  tablets. 

Bronkotabs* 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit-forming). 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapyofuncomplicatedgonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G .—/If.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins. and  other  allergens  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g . pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intradermally 
0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used. 
Antihistamimcs  appear  beneficial  in  treatment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  intramus- 
cular injection,  in  upper  outer  quadrant  of  buttock  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site.  8efore  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin.  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control.  Venereal 
Disease  Branch,  U S.  Dept.  H E W recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra.  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive.  Follow-up  treatment  consists  of  4.8  million  units  I.M. 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae.  Follow-up  treatment  consists  of  4 8 million  units  daily  on 
2 successive  days. 

Syphilis;  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0 7%  lecithin,  0 4%  carboxymethylcellulose,  0.4%  polyvinylpyrro- 
lidone, 0 01%  propylparaben  and  0 09%  methylparaben  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose,  3 
mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg. 
polyoxvethylene  sorbitan  monopalmitate,  0.14  mg  propylparaben 
and  1 2 mg  methylparaben 


Denise  hasVD. 

Let’s  keep  it  from  getting  around. 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
eg  .pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism:  otherwise  the  sequelae  of  streptococcal  disease  may 
occur.  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia,  thromDocytopema,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under 2 years  of  age,  50,000  units/Kg.  body  weight: 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  If  blood  appears, 
remove  the  needle  and  inject  in  another  site. 

Composition:  2,400,000  units  in  4-cc.  single  dose  disposable 
syringe.  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyrrolidone, 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient):  300,000  units  per  cc.—  10-cc. 
multi-dose  vial.  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg. 
carboxymethylcellulose,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxvethylene  sorbitan  monopalmitate,  0.14  mg.  propylparaben 
and  1 2 mg.  methylparaben. 

Laboratories  ■ Philadelphia,  Pa.  19101 


In  Syphilis 

Injection 

BICILLIN®  Long -Acting 

(sterile benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
i lion  in  each  buttock)  of  benzathine  penicillin  G 
i usually«cures mostcasesof  primary, secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
i helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
! longed  serum  levels  common  to  this  particular  dosage  form.  Therapy 
: should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  G.  — Venereal  infections: 
Syphilis,  yaws,  bejel  and  pmta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 
Contraindications:  Previous  hypersensitivity  reaction  to  any 

i penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity. Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens.  If 
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He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


If  there’s  good  reason 

to  prescribe 
for  psychic  tension... 


When,  for  example,  reassurance  and  counseling 
on  repeated  visits  are  not  enough. 


Effectiveness 
is  a good  reason  to 

considerValium 

(diazepam) 

After  you’ve  decided  that  the  tense,  anxious 
patient  can  benefit  from  antianxiety  medication, 
the  question  remains:  which  one? 

Valium  is  one  to  consider  closely.  One  that 
can  help  to  relieve  the  excessive  psychic  tension 
and  anxiety.  One  that  can  minimize  the  patient’s 
overreaction  to  stress.  One  that  is  useful  when 
somatic  complaints  accompany  tension  and 
anxiety.  In  short,  one  that  can  work  and  work 
well  to  help  you  manage  the  patient’s  anxiety- 
related  symptoms. 

Effectiveness.  One  good  reason  to 
consider  Valium  (diazepam). 

And  should  you  choose  to  prescribe 
Valium,  you  should  also  keep  this  information  in 
mind.  It  is  usually  well  tolerated;  side  effects 
most  commonly  reported  have  been  drowsiness, 
fatigue  and  ataxia.  Patients  taking  Valium 
should  be  cautioned  against  operating  dangerous 
machinery  or  driving. 

Please  turn  page  for  a summary  of  product 
information. 


Valium 

(diazepam) 

2-mg,  5 -mg,  10-mg  tablets 


Other  good  reasons 
to  considerValium 

(diazepam) 

Dependable  response  Prompt  action  Titratable  dosage 


The  psychotherapeutic 
effect  of  Valium  (diazepam), 
characterized  by  symptomatic 
relief  of  tension  and  anxiety, 
is  generally  reliable  and 
predictable. 


Before  prescribing,  please  con- 
sult complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fa- 
tigue, depressive  symptoms  or  agita- 
tion; symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  ath- 
etosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma:  may  be  used  in  patients 
with  open  angle  glaucoma  who  are 
receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness.  When  used 
adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise 


Significant  improvement 
usually  becomes  apparent 
during  the  first  few  days  of 
Valium  (diazepam)  therapy. 
Some  patients  may,  however, 
require  more  time  to  establish 
a clear-cut  response. 


against  simultaneous  ingestion  of  al- 
cohol and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  dis- 
continuance (convulsions,  tremor,  ab- 
dominal and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharmacol- 
ogy of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  bar- 
biturates, MAO  inhibitors  and  other 
antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confu- 
sion, diplopia,  hypotension,  changes 
in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention, 


With  Valium  (diazepam), 
adjustments  in  dosage  can 
alter  the  clinical  response. 

This  titratability  enables  you 
to  tailor  your  therapy  for 
maximum  efficiency.  There 
are  three  convenient  tablet 
strengths  to  choose  from: 

2 mg,  5 mg  and  10  mg. 


blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have 
been  reported:  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  ad- 
visable during  long-term  therapy. 

Dosage:  Individualize  for  maxi- 
mum beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  al- 
coholism, 10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  adjunctively  in  skeletal  mus- 
cle spasm,  2 to  10  mg  t.i.d.  or  q.i.d.; 
adjunctively  in  convulsive  disorders, 

2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 Vi  mg,  1 or 
2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precau- 
tions.) Children:  1 to  2 Vi  mg  t.i.d.  or 
q.i.d.  initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 
months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bot- 
tles of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J.  07110 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


^ i jy 

IN  DICATIONS: Therapeutically,  used  as  an  adjunetto  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  e)dema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 


Ointment 


(POLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  ‘/32  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


the 

long-range 

analgesic 

in  chronic  pain:  continued  relief  without  risk  of  tolerance 


Though  Talwin®  Tablets  can  be 
compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  notsubjectto 
narcotic  controls.  For  patients  who 
require  potent  analgesia  for  prolonged 
periods,  Talwin  can  provide  consistent, 
long-range  relief,  with  fewer  of  the 
consequences  you’ve  come  to  expect 
with  narcotic  analgesics. 
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• Comparable  to  codeine  in  analgesic  efficacy:  one  50  mg. 

Talwin  Tablet  appears  equivalent  in  analgesic  effect  to  60  mg. 

(1  gr.)  of  codeine.  Onset  of  significant  analgesia  usually 
occurs  within  15  to  30  minutes.  Analgesia  is  usually  main- 
tained for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic  effect 
of  Talwin  Tablets  has  not  been  reported,  and  no  significant 
changes  in  clinical  laboratory  parameters  attributable  to  the 
drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have  been 
reported.  In  prescribing  Talwin  for  chronic  use,  the  physician 
should  take  precautions  to  avoid  increases  in  dose  by  the 
patient  and  to  prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  for  the  relief  of  pain.  (See  last  page  for  a 
complete  discussion  of  Warnings  under  Brief  Summary.) 

• Not  subject  to  narcotic  controls:  convenient  to  prescribe— 
day  or  night— even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infrequently 
cause  decrease  in  blood  pressure  or  tachycardia;  rarely  cause 
respiratory  depression  or  urinary  retention;  seldom  cause  diar- 
rhea or  constipation.  If  dizziness,  lightheadedness,  nausea  or 
vomiting  are  encountered,  these  effects  may  decrease  or  dis- 
appear after  the  first  few  doses.  (See  last  page  of  this  advertise- 
ment for  a complete  discussion  of  Adverse  Reactions  and  a Brief 
Summary  of  other  Prescribing  Information.) 


50  mg.Tablets 


Talwin* 

brand  of  a • 

pentazocine 


(as  hydrochloride) 


in  moderate  to  severe  pain 


, the 

long-range 
analgesic 

in  chronic  pain:  continued 
relief  without  risk  of  tolerance 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use— Brief  Summary 
Indications:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who 
are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  ot  psycho- 
logical and  physical  dependence  on  parenteral  Talwin  in  patients  with 
a history  of  drug  abuse  and,  rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended  use  of  parenteral  Talwin 
has  resulted  in  withdrawal  symptoms.  There  have  been  a few  reports 
of  dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of  pain. 
Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory  de- 
pressant effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions,  or  a preexisting  increase  in  intracra- 
nial pressure.  Furthermore,  Talwin  can  produce  effects  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries.  In  such  pa- 
tients, Talwin  must  be  used  with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than 
labor)  has  not  been  established.  Animal  reproduction  studies  have  not 
demonstrated  teratogenic  or  embryotoxic  effects.  However,  Talwin 
should  be  administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards.  Patients  receiving  Talwin  during  labor  have  ex- 
perienced no  adverse  effects  other  than  those  that  occur  with  com- 
monly used  analgesics.  Talwin  should  be  used  with  caution  in  women 
delivering  premature  infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontaneously 
within  a period  of  hours.  The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed  and  vital  signs  checked. 
If  the  drug  is  reinstituted  it  should  be  done  with  caution  since  the 
acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves  to 
hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  de- 
pression has  rarely  been  reported  after  oral  administration  of  Talwin, 
the  drug  should  be  administered  with  caution  to  patients  with  respira- 
tory depression  from  any  cause,  severe  bronchial  asthma  and  other 
obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  accentua- 
tion of  side  effects.  Although  laboratory  tests  have  not  indicated  that 
Talwin  causes  or  increases  renal  or  hepatic  impairment,  the  drug 
should  be  administered  with  caution  to  patients  with  such  impairment. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used  with 
caution  in  patients  with  myocardial  infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  given  narcotics,  including  methadone  for  the 
daily  treatment  of  narcotic  dependence,  have  experienced  mild  with- 
drawal symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  to 
patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently  consti- 
pation; and  rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects: 
dizziness,  lightheadedness,  sedation,  euphoria,  headache;  infrequently 
weakness,  disturbed  dreams,  insomnia,  syncope,  visual  blurring  and 
focusing  difficulty,  hallucinations  (see  Acute  CNS  Manifestations  under 
WARNINGS);  and  rarely  tremor,  irritability,  excitement,  tinnitus.  Auto- 
nomic: sweating;  infrequently  flushing;  and  rarely  chills.  Allergic:  in- 
frequently rash;  and  rarely  urticaria,  edema  of  the  face.  Cardiovascular: 
infrequently  decrease  in  blood  pressure,  tachycardia.  Other:  rarely 
respiratory  depression,  urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tab- 
let (50  mg.)  every  three  or  four  hours.  This  maybe  increased  to  2 tablets 
(100  mg.)  when  needed.  Total  daily  dosage  should  not  exceed  600  mg. 
When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  to 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 
Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  withdrawal 
symptoms  even  when  administration  was  abruptly  discontinued  (see 
WARNINGS).  No  tolerance  to  the  analgesic  effect  has  been  observed. 
Laboratory  tests  of  blood  and  urine  and  of  liver  and  kidney  function 
have  revealed  no  significant  abnormalities  after  prolonged  administra- 
tion of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdos- 
age has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  suppor- 
tive measures  should  be  employed  as  indicated.  Assisted  or  controlled 
ventilation  should  also  be  considered.  Although  nalorphine  and  leval- 
lorphan  are  not  effective  antidotes  for  respiratory  depression  due  to 
overdosage  or  unusual  sensitivity  to  Talwin,  parenteral  naloxone 
(Narcan®,  available  through  Endo  Laboratories)  is  a specific  and 
effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 

50  mg.  Tablets 

Talwin 

brand  of  . • 

pentazocine  (as  hydrochloride) 

in  moderate  to  severe  pain 
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Abstracts 


Capraro,  V.  J.:  Danger  of  diethylstilbestrol;  suggested 
control  procedure,  New  York  State  J.  Med.  73:  853 
(Apr.  1)  1973. 

Young  women  who  during  intrauterine  life  were  ex- 
posed to  diethylstilbestrol  given  to  their  pregnant 
mothers  are  at  risk  of  developing  clear-cell  adeno- 
carcinoma of  the  vagina.  An  outline  for  a rational 
method  of  handling  these  patients  is  given  with  empha- 
sis on  the  history,  physical  examination,  and  laboratory 
procedures  indicated. 

Sonnenschein,  H.:  Recurring  urinary  tract  infection; 

an  overview,  New  York  State  J.  Med.  73:  856  (Apr.  1) 
1973. 

The  present  keynote  in  the  treatment  of  urinary  tract 
infections  in  children,  particularly  in  girls,  should  be 
more  medical  treatment  and  less  surgery.  Treatment 
should  consist  of  two  parts:  treatment  with  antibiotics 
directed  against  the  infecting  organism  or  organisms  for 
two  weeks,  and  (2)  follow-up  therapy  with  methenamine 
mandelate  or  methenamine  hippurate  for  a minimum  of 
one  year,  with  careful  attention  to  pH  and  osmolality  of 
the  urine.  Other  drugs  that  could  be  employed  for 
follow-up  therapy  are  sulfonamides,  nitrofurantoin,  and 
nalidixic  acid.  Girls  should  be  limited  to  shower  bath- 
ing; no  tub  bathing,  bubble  bathing,  or  swimming  should 
be  permitted,  and  the  concomitant  use  of  antiseptic 
ointment  locally  during  the  follow-up  period  and  beyond 
is  recommended.  Finally,  a plea  is  made  to  screen 
routinely  all  school  children  for  urinary  tract  infections 
by  culture,  gram  stain,  or  both,  or  by  the  further  use  of 
the  new  “dipslide”  now  being  introduced  in  the  United 
States. 

Worrell,  R.  V.:  Incidence  of  chondromalacia  of  patella 
following  meniscectomy  of  knee  joint,  New  York  State  J. 
Med.  73:  860  (Apr.  1)  1973. 

One  aspect  of  chondromalacia  patellae  is  its  relation- 
ship to  meniscectomy  of  the  knee.  The  author  under- 
' took  a survey  of  100  patients  divided  into  two  groups  of 
50  each.  One  group  had  no  history  of  injury  or  surgery 


of  either  knee;  the  second  group  included  patients  who 
had  undergone  meniscectomies  of  one  or  both  knees.  In 
this  study  the  severity  of  chondromalacia  patellae 
was  based  on  the  presence  or  absence  of  subpatellar  crep- 
itation and  roentgenographic  findings.  Twenty-eight, 
or  51.9  per  cent,  of  the  patients  who  had  undergone 
meniscectomy  displayed  clinical  evidence  of  chon- 
dromalacia of  varying  degrees  of  severity,  whereas  such 
evidence  was  present  in  only  3,  or  6.5  per  cent,  of  the  non- 
surgical  cases.  Therefore,  on  the  basis  of  these  findings, 
a plea  is  made  that  more  attention  be  paid  to  the  patella 
as  the  source  of  persistent  symptoms  following  menis- 
cectomy of  the  knee. 

Cockett,  A.  T.,  Freeman,  R.  B.,  Greene,  W.  A.,  Linke, 
C.  A.,  Linke,  C.  L.,  May,  A.  G.,  Merin,  R.  G.,  Netto,  I. 
C.,  Pabico,  R.  C.,  Talley,  T.  E.,  and  Bryson,  M.  F.: 

Regional  sharing  program  SONY-W;  preservation  of 
human  kidney  by  simple  cooling,  New  York  State  J. 
Med.  73:  865  (Apr.  1)  1973 

A network  of  ten  major  medical  centers  in  Southern 
Ontario  and  New  York  has  been  organized  to  facilitate 
harvesting,  preservation,  and  sharing  of  human  cadaver 
kidneys.  Cooling  after  flushing  of  the  kidney  with  an 
intracellular  electrolytic  solution  permits  preservation 
for  total  ischemic  intervals  approaching  fifteen  hours. 
During  the  first  two  years  of  operation,  50  cadaver  kidney 
transplantations  resulted. 

Woods,  L.  K.,  Moore,  G.  E.,  Bainbridge,  C.  J., 
Huang,  C.  C.,  Huzella,  C.,  and  Quinn,  L.  A.:  Lym- 
phoid cell  lines;  established  from  peripheral  blood  of 
persons  with  Down’s  syndrome,  New  York  State  J.  Med. 
73:  869  (Apr.  1)  1973. 

Twenty-one  lymphoid  cell  lines  were  established  from 
the  peripheral  blood  of  18  persons  clinically  diagnosed 
as  having  Down’s  syndrome,  mongolism.  Cytogenetic 
analysis  of  both  fresh  leukocytes  and  the  established 
cell  lines  revealed  trisomy  21.  The  cell  lines  resemble 
the  lymphoid  cell  lines  derived  from  normal  persons. 
These  abnormal  cell  lines  grow  rapidly  in  suspension 
cultures;  thus,  gram  and  kilogram  quantities  are  readily 
available  for  genetic  and  biochemical  studies. 
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Abstracts  in  Interlingua 


Capraro,  V.  J.:  Periculos  del  diethylstilbestrol;  pro- 

cedimento  de  controlo  suggerite,  New  York  State  J. 
Med.  73:  853  (1  de  April)  1973. 

Le  feminas  juvene  que  durante  su  vita  intrauterina 
esseva  exponite  al  diethylstilbestrol  administrate  a su 
matres  gravide,  ha  le  periculo  de  disveloppamento  de 
adenocarcinoma  a cellulas  clara  (“clear-cell”)  del  va- 
gina. Un  guide  pro  un  methodo  rational  per  le  manea- 
mento  de  iste  patientes  es  presentate,  con  emphase  in 
le  historia  clinic,  le  examination  physic  e le  tests  de  la- 
boratorio  que  es  indicate. 

Sonnenschein,  H.:  Infectiones  recurrente  del  vias  uri- 
nari;  un  reviste,  New  York  State  J.  Med.  73:  856  (1  de 
April)  1973. 

Le  actual  puncto  de  importantia  in  le  tractamento  del 
infectiones  urinari  in  pueros,  specialmente  in  pueras, 
debe  esser  un  therapia  plus  medic  que  chirurgic.  Le 
tractamento  debe  consister  in  duo  partes:  administra- 
tion de  antibioticos  contra  le  organismo(s)  infectante, 
durante  duo  septimanas,  e depost  un  therapia  de  man- 
tenimento  con  mandelato  o hippurato  de  methenamina, 
durante  un  minimum  de  un  anno,  prestante  cauta  at- 
tention al  pH  e osmolalitate  del  urina.  Per  facer  iste 
ultimo  tractamento  pote  usar  se  sulfonamidas,  nitro- 
furantoinna  e acido  nalidixic.  Per  le  pueras,  le  banio  es 
limitate  al  de  ducha  (pluvia),  no  in  le  alveo  (“bath- 
tub”); le  banio  de  bulla  (“bubble”)  e le  natation  pote 
permitter  se;  es  recommendate  le  uso  local  concomitante 
de  unguentos  antiseptic  durante  le  tractamento  de  man- 
tenimento.  Finalmente,  es  recommendate  le  studio 
rutinari  de  omne  pueros  scholar  pro  discoperir  infec- 
tiones del  vias  urinari  mediante  uroculturas,  tintion  de 
Gram  o ambe  e,  etiam,  le  uso  del  “dipslide,”  un  nove 
methodo  recentemente  introducite  in  le  Statos  Unite. 

Worrell,  R.  V.:  Frequentia  del  chondromalacia  patel- 
lar depost  le  meniscectomia  del  articulation  del  genu, 
New  York  State  J.  Med.  73:  860  (1  de  April)  1973. 

Un  aspecto  del  chondromalacia  patellar  es  su  relation 
con  le  meniscectomia  del  genu.  Le  autor  studiate  100 
patientes  que  divideva  in  duo  gruppos  de  50.  Le  pa- 
tientes de  un  gruppo  non  habeva  antecedentes  de  in- 
juria o chirurgia  del  genu.  Illos  del  altere  gruppo  habeva 


meniscectomia  de  un  o ambe  genus.  In  iste  studio,  le 
gravitate  del  chondromalacia  patellar  esseva  evalutate 
per  le  presentia  o absentia  de  crepitation  subpatellar  e 
le  trovatos  roentgenographic.  Vinti-octo  (28  o 51.9  pro 
cento)  del  patientes  con  meniscectomia  monstrava  evi- 
dentia  clinic  de  chondromalacia  de  variae  grados  de 
gravitate;  in  cambio,  tal  evidentia  existeva  solmente  in 
3 patientes  (6.5  pro  cento)  non  operate.  In  consequen- 
ts, supra  le  base  de  iste  trovatos,  es  recommendate 
prestar  plus  attention  al  patella  como  fonte  de  symp- 
tomas  persistente  depost  le  meniscectomia  patellar. 

Cockett,  A.  T.,  Freeman,  R.  B.,  Greene,  W.  A., 
Linke,  C.  A.,  Linke,  C.  L.,  May,  A.  G.,  Merin,  R.  G., 
Netto,  I.  C.,  Pabico,  R.  C.,  Talley,  T.  E.,  e Bryson, 
M.  F.:  Programma  regional  SONY-W  de  comparti- 

mento;  preservation  de  ren  human  mediante  refrigida- 
mento  simple,  New  York  State  J.  Med.  73:  865  (1  de 
April)  1973. 

Un  rete  formate  per  10  centros  medic  principal  in 
Sud-Ontario  e Nova  York  ha  essite  organisate  pro  fa- 
cilitar  le  recolection,  preservation  e compartimento  de 
renes  de  cadaveres  human.  Le  refrigidamento  depost 
le  lavage  del  renes  con  un  solution  electrolytic  intra- 
vascular permitte  le  preservation  mediante  intervalos  de 
ischemia  total  proxime  a 15  horas.  Durante  le  duo 
prime  annos  de  operation,  50  transplantations  renal  ha 
essite  facite. 

Woods,  L.  K.,  Moore,  G.  E.,  Bainbridge,  C.  J., 
Huang,  C.  C.,  Huzella,  C.,  e Quinn,  L.  A.:  Lineas 
(culturas)  de  cellulas  lymphoide  procedente  de  san- 
guine peripheric  de  personas  con  le  syndrome  de  Down, 
New  York  State  J.  Med.  73:  869  (1  de  April)  1973. 

Vinti-un  (21)  culturas  (lineas)  de  cellulas  lymphoide 
esseva  obtenite  de  sanguine  peripheric  de  18  personas 
con  le  diagnose  clinic  de  syndrome  de  Down  o mongo- 
lismo.  Le  analyse  cytogenetic  de  leukocytos  fresc  e del 
culturas  cellulari  monstrava  le  trisomia  21.  Le  cul- 
turas cellulari  esseva  similar  al  lineas  lymphoide  ob- 
tenite de  personas  normal.  Le  lineas  cellulari  abnormal 
cresceva  rapidemente  in  le  suspension  cultural;  de  iste 
maniera,  existe  le  facile  disponibilitate  de  quantitates 
in  grammas  e kilogrammas  de  material  pro  studios  ge- 
netic e biochemic. 
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Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 
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Pioneers  in  Geriatric  Research 
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Medical  Meetings 


Respiratory  therapy 

An  intermediary  course  in  respiratory  therapy  will  be 
offered  on  April  6,  1973,  from  9:30  A.M.  to  4:30  P.M. 
at  the  Maimonides  Medical  Center  Saltzman  Auditori- 
um. Major  topics  of  concern  will  be  the  Bird  respira- 
tor, construction,  function,  and  trouble  shooting,  and 
respiratory  care,  physiology,  management,  and  case 
discussions;  faculty  will  be  Philip  H.  Sechzer,  M.D., 
and  Ellen  Krasnoff  with  Theodore  S.  Smith,  M.D.,  as 
guest  lecturer.  Advance  registration  fee  of  $15  is  re- 
quired, and  checks  should  be  made  payable  to  Respira- 
tory Care,  Maimonides  Medical  Center,  Anesthesiology 
Department,  Brooklyn,  New  York  11219. 

State  Academy  of  Family  Physicians 
convention 

The  New  York  State  Academy  of  Family  Physicians 
will  hold  its  annual  convention  from  May  6 to  10,  1973, 
at  the  Playboy  Club-Hotel  at  Great  Gorge,  McAfee, 
New  Jersey.  The  congress  of  delegates  will  convene  on 
May  6 and  7,  and  the  scientific  assembly  will  be  held 
from  May  8 through  10. 

Annual  meeting  of  The  Medical  Society  of 
New  Jersey 

The  207th  Annual  Meeting  of  The  Medical  Society  of 
New  Jersey  will  be  held  at  Haddon  Hall,  Atlantic  City, 
New  Jersey,  from  May  12  through  15,  1973. 

Refresher  course  in  pediatrics 

An  intensive  refresher  course  in  pediatrics  is  being 
offered  June  4 through  8,  1973,  at  the  State  University 
of  New  York  Buffalo  School  of  Medicine  under  the 
sponsorship  of  the  Bureau  of  Maternal  and  Child 
Health  and  Family  Planning,  State  of  New  York  De- 
partment of  Health.  It  is  intended  primarily  for  gener- 
al practitioners,  but  pediatricians  will  also  find  the 
course  of  value.  The  course  will  include  a review  of 
principles  and  recent  advances  in  diagnosis  and  treat- 
ment of  pediatric  disorders  and  in  well-child  care. 

Registration  fee  is  $5.00,  and  checks  should  be  made 
payable  to  the  State  University  of  New  York  at  Buffa- 
lo. Application  for  enrollment  must  be  made  prior  to 
May  15,  1973,  to  the  Bureau  of  Maternal  and  Child 
Health  and  Family  Planning,  162  Washington  Avenue, 
Albany,  New  York  12210,  accompanied  by  the  registra- 
tion fee.  Applications  may  be  obtained  from  full-time 


Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


health  officers,  the  Department  of  Continuing  Medical 
Education,  School  of  Medicine,  State  University  of 
New  York  at  Buffalo,  2211  Main  Street,  Buffalo,  New 
York  14214,  or  the  Bureau  of  Maternal  and  Child 
Health  and  Family  Planning. 

Conference  on  human  environment 

The  World  Medical  Association  is  cosponsoring  a 
world  conference  on  the  human  environment  from  Oc- 
tober 23  through  26,  1973,  in  Primosten,  Yugoslavia,  in 
collaboration  with  the  Union  of  Yugoslav  Medical  So- 
cieties, the  American  Medical  Association,  and  the 
U.S.  Department  of  Health,  Education,  and  Welfare. 
The  conference,  a follow-up  on  the  United  Nations 
Stockholm  meeting  of  June,  1972,  will  cover  not  only 
pollution  but  also  the  effects  of  urbanization,  housing, 
waste  disposal,  water  supply,  nutrition,  radiation,  and 
other  factors  on  human  beings.  The  responsibilities  of 
the  medical  and  allied  medical  professions  in  improv- 
ing the  environment  in  developed  and  developing 
countries  will  be  emphasized  on  the  final  day  of  the 
conference. 

There  is  no  registration  fee,  and  board  and  lodging 
will  be  under  $10  a day.  Registration  blanks  can  be 
obtained  from  The  World  Medical  Association  or  from 
Mr.  Frank  Barton,  Council  on  Environment  and  Public 
Health  of  the  American  Medical  Association.  Anyone 
interested  in  associate  membership,  for  a fee  of  $15  per 
year,  in  The  World  Medical  Association  may  apply  to 
The  World  Medical  Association,  10  Columbus  Circle, 
New  York,  New  York  10019. 

Symposium  on  prisons 

Cornell  University  Medical  College,  1300  York  Avenue, 
New  York,  New  York,  will  sponsor  a symposium  on  April 
11,  1973,  at  8:00  P.M.  Included  will  be  discussion  on 
“Prisons  and  Prisoners”  by  William  T.  Lhamon,  M.D., 
professor  and  chairman.  Department  of  Psychiatry,  Cor- 
nell University  Medical  College,  E.  Hugh  Luckey,  M.D., 
president,  The  New  York  Hospital-Cornell  University 
Medical  Center,  and  Sanford  Goldstone,  Ph.D.,  pro- 
fessor of  psychology,  Cornell  University  Medical  College; 
“Dimensions  of  Prison  Medicine”  by  James  Derwin 
Bradley,  M.D.,  medical  director,  New  York  State  Cor- 
rectional Services;  “The  Role  of  Corrections  in  the  Crim- 
inal Justice  System”  by  The  Honorable  Benjamin  J. 
Malcolm,  Commissioner  of  Corrections,  The  City  of 
New  York;  “Prison  Reform  Today”  by  Milton  Rector, 
executive  director,  National  Council  on  Crime  and  De- 
linquency; “Crime,  Prison  and  Society”  by  The  Honor- 
able Patrick  V.  Murphy,  Commissioner  of  Police,  The 
City  of  New  York;  and  “The  Juvenile  Delinquent’s  Fu- 
ture” by  Stephen  Nordlicht,  M.D.,  clinical  associate  pro- 
fessor of  psychiatry,  Cornell  University  Medical  College. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  ‘‘The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  significant  differences 
in  bioavailabifity  and  clinica 
predictability  among  drug  products! 
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I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  he  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by-  batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don't  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability  I 
More  Important  Than  Pri  fl 

Although  the  question  I 
price  has  been  greatly  eB 
aggerated,  it  is  true  th  9 
patients  can  on  occasicB 
save  money  on  gener|| 
drugs.  But  you  are  not  gL 
ing  to  dare  attempt  to  sa’I 
money  if  it  jeopardizes  til 
patient’s  health.  Let’s  rl 
turn  to  the  example  thl 
has  become  very  promine: I 
in  recent  years,  that  of  til 
cardiac  glycosides.  Th(B 
are  probably  the  most  tox| 
drugs  we  use  with  respel 
to  the  small  difference  b| 
tween  a maximally  effecti'B 
dose  and  a toxic  dose.  WhrB 
you  are  dealing  with  dru;B 
of  this  type,  the  first  co:B 
cern  must  be  clinical  pr  S 
dictability.  At  the  risk  | 
variations  in  bioavailabil 
ity,  it  would  be  sheer  foil 
to  try  to  save  the  patieil 
what  might  amount  i] 
maybe  $10  or  $20  a yeal 
The  physician  cannot  mail 
age  his  patient  unless  he  1 
sure  that  the  drug  he  1 
prescribing  has  the  sanj 
positive  effect  each  tinH 
the  prescription  is  renewe  I 
This  is  especially  signiil 
cant  when  the  patient  tak» 
the  product,  not  for  month  | 
but  for  the  rest  of  his  life.  , 


Maker  of  Medicine 


1C.  J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


f Although  equivalence  of 
fferent  preparations  of  a 
: ug  substance  may  be  de- 
l0!  bed  certain  physical, 
11  lemical  or  biological  char- 
teristics,  identity  is  not 
efways  assured  even  though 
Hlese  characteristics  may 
* described  in  compendia 
hejich  as  the  USP,  NF  or  de- 
® ned  by  other  specific 
,ai,>urce  standards.  More- 
w['er,  even  with  equivalent 
nq-ug  substances,  similar 
^ larmaceutical  products 
nt^in  be  produced  by  diflfer- 
ik  it  manufacturers  such 
iat  these  products  are  bio- 
gically  or  therapeutically 
equivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
As  experience  increases 
ith  drug  substances  de- 
lved from  different  sources 
id  under  different  condi- 
ons,  it  should  be  possible 
■ establish  specifications  in 
ifficient  detail  to  minimize 
le  potential  for  their  non- 
quivalence.  However, 
aere  is  general  agreement 
lat  product  therapeutic 
quivalence  would  still  not 
e assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance , that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  Into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator- 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  P5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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MEDICO  needs  physicians  overseas 

Physicians  and  surgeons  are  urgently  needed  to  work 
on  overseas  teams  maintained  by  MEDICO,  a service  of 
CARE.  A general  practitioner  or  pediatrician  interested 
in  public  health  and  knowledgeable  in  tropical  medicine 
is  needed  immediately  to  serve  at  a new  MEDICO  instal- 
lation in  Nueva  Guinea,  Nicaragua.  The  physician  will 
direct  a program  of  preventive  medicine  and  health  edu- 
cation. 

Also  sought  are  a general  surgeon  to  work  in  Afghani- 
stan, orthopedic  surgeons  to  serve  in  the  Dominican 
Republic  and  Tunisia,  and  physicians  for  Indochina. 
Paramedical  personnel  are  also  needed. 

Applicants  for  these  two-year  contract  posts  must 
have  received  at  least  part  of  their  training  in  the  United 
States  or  Canada  and  must  be  certified  and/or  licensed 
by  these  countries.  For  details  on  salary,  fringe  benefits, 
and  other  information,  write:  Leonard  Coppold,  Director 
of  Contract  Personnel,  MEDICO,  A Service  of  CARE, 
660  First  Avenue,  New  York,  New  York  10010  (Tele- 
phone: 212  686-3110). 

Biomedical  photograph  library 

The  first  collection  of  biomedical  photographs  created 
by  professional  award-winning  biophotographers  for 
widespread  availability  as  “stock  photos”  to  communi- 
cators in  the  health  sciences  has  been  announced  by 
Carroll  H.  Weiss,  President  of  Camera  M.D.  Stu- 
dios, Inc.  A 132-page  catalog,  illustrated  in  color  and 
black  and  white,  is  available  at  cost  ($4.75)  by  writing: 
Library  Division,  Camera  M.D.  Studios,  Inc.,  122  East 
76th  Street,  New  York,  New  York  10021  (Telephone 
212  628-4331). 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Decline  in  physician  smoking 

Smoking  is  on  the  decline  for  both  physicians  and 
their  wives,  according  to  a recent  survey  of  4,491  mem- 
bers of  the  Women’s  Auxiliary  of  the  Medical  Society 
of  the  State  of  New  York.  Of  physicians  who  had  ever 
smoked,  only  19  per  cent  were  still  smokers,  and  of 
their  wives,  the  comparable  figure  was  25  per  cent. 
The  survey  also  indicated  that  smokers  tended  to  be 
married  to  smokers  and  nonsmokers  tended  to  be  mar- 
ried to  nonsmokers  or  former  smokers.  Of  the  physi- 
cians whose  smoking  habits  changed  from  1968  to  1971, 
54  per  cent  are  no  longer  smoking,  and  about  32  per 
cent  are  smoking  less.  Of  those  who  quit,  nearly  half 
quit  for  reasons  other  than  a health  warning  or  requests 
from  their  families.  Since  the  survey  the  Women’s 
Auxiliary  has  initiated  several  antismoking  programs 
with  the  assistance  of  the  State  Health  Department. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  med- 
ical schools,  and  others,  from  the  Film  Library  of  the 
State  of  New  York  Department  of  Health.  * 

The  Case  for  Population  Control.  Sound,  color,  16mm., 
thirty  minutes. 

A new  learning  system  about  the  physician’s  role  in  popula- 
tion control.  Is  there  a problem?  Is  it  a medical  problem?  Is 
there  a solution?  In  a color  documentary  film,  you’ll  see  many 
sides  of  the  question:  the  medical  standpoint,  the  patient 

standpoint,  and  the  expertise  of  leading  physicians  and  scien- 
tists. 

Source  and  producer:  G.  D.  Searle  and  Company,  P.O.  Box 
5110  Chicago,  Illinois  60680. 

Aldosterone:  Story  of  a Hormone.  Sound,  Color,  16mm., 

thirty-four  minutes. 

Unique  in  format,  this  educational  film  presents  a factual  and 
fascinating  history  of  the  hormone  aldosterone.  It  stars  the 
physicians  who  helped  write  that  history  and  lays  bare  the  mys- 
teries of  aldosterone,  its  effect  on  high  blood  pressure,  edema, 
and  related  diseases. 

Produced  in  documentary  style,  the  film  reveals  candid  con- 
versations with  pioneering  physicians  such  as  Jerome  Conn, 
M.D.,  Jacques  Genest,  M.D.,  Stanley  Peart,  M.D.,  and  George 
Thorn,  M.D. 

Scenes  shift  from  California  to  England  to  New  York  to 
Michigan.  David  Lauler,  M.D.,  of  the  Harvard  Medical 
School,  talks  to  the  researchers  who  prepared  the  way  for  ef- 
fective clinical  treatment  of  disorders  involving  this  elusive 
hormone.  It’s  a first-person  story  and  a major  new  educational 
film  for  practitioners  and  students. 

Source  and  producer:  G.  D.  Searle  and  Company,  P.O.  Box 
5110  Chicago,  Illinois  60680. 

What  Did  You  Take?  Sound,  color,  16mm.,  thirty-six  min- 
utes. 

This  professional  education  film  is  designed  to  help  educate 
health  personnel  in  managing  emergencies  encountered  in  drug 
abuse.  The  incidents  are  filmed  as  they  occurred  in  a busy 
emergency  room  and  physicians’  offices  of  a metropolitan 
hospital.  The  diagnosis  and  treatment  of  overdose  of  heroin 
and  barbiturates  are  vividly  depicted.  Included  are  examples 
of  the  agitation  and  overactivity  caused  by  amphetamines  and 
a “bum  trip”  brought  on  by  the  hallucinogen  lysergic  acid 
diethylamide. 

Narrator  and  technical  advisor  was  Harold  Trigg,  M.D., 
associate  director  of  psychiatry  for  addiction  at  Beth  Israel 
Medical  Center,  New  York,  New  York. 

Source  and  producer:  New  York  State  Department  of 

Health,  84  Holland  Avenue,  Albany,  New  York  12208. 

*Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Educa- 
tion: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman;  Wilbur 

M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quinlivan,  M.D., 
Albany. 


We're  specialists  in 

flCJTO  LEASING 

When  you’re  a specialist  in  your  field, 
people  depend  on  you. 

And  when  it  comes  to  leasing  a car, 
doctors  have  been  depending  on  us  for 
years.  Why?  Maybe  it’s  because  we  have 
the  right  car . . . any  car,  any  make,  model, 
any  equipment.  And  we  have  the  right 
prices  too.  Compare  us  and  you’ll  see 
for  yourself.  What’s  more,  when  you 
need  service,  we  don’t  waste  time 
discussing  it ...  we  do  it.  Just  ask  any 
of  the  hundreds  of  doctors  who 
lease  from  us. 

We  know  you’re  busy,  so  why 
not  give  us  a call.  We  can 
handle  most  of  the  details 
on  the  phone.  And  when 
you  come  to  pick  up  your 
car,  you’ll  find  that  we’re  a 
lot  easier  to  get  to  than  some 
of  those  midtown  places. 

Depend  on  us. 

Our  specialty?  You. 

TikLDOI^C 

V VAUTO  LEASING,  INC 
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(212)  336-6767 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

4-20  Lakeville  Road 
Lake  Success,  New  York  11040 
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Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

300060 
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Editorials 


The  menace  of  the  malpractice  muddle 


The  time  is  fast  approaching  when  physicians 
may  yearn  for  the  savage  retributive  “an  eye  for  an 
eye”  Code  of  Hammurabi.  That  Code  was  a great 
achievement  and  represents  a great  advance  in 
civilization.  Its  primary  objective  was  to  protect 
the  weak  and  prevent  exploitation  of  the  sick  and 
the  helpless.  Thus,  dictum  218  of  the  Hammurabi 
Code  states,  “If  the  doctor  has  treated  a gentleman 
for  a severe  wound  with  a lancet  of  bronze  and  has 
caused  the  gentleman  to  die,  or  has  opened  an  ab- 
scess of  the  eye  with  the  bronze  lancet  and  has 
caused  the  loss  of  the  gentleman’s  eye,  one  shall 
cut  off  his  hands.”  Deterrance  enough!  It  surely 
diminished  malpractice  no  doubt,  but  it  also  must 
have  effectively  stopped  all  care  of  the  seriously 
sick.  Now  once  again  physicians  shy  away  from  a 
“difficult  case”  with  any  potential  of  a “poor  re- 
sult.” The  question  is:  Is  this  good  medicine? 

Were  the  physicians  in  ancient  Babylon  worse  off 
than  the  medico  in  the  United  States  today  with 
the  ever-present  threat  of  a malpractice  suit  as  a 
dangling  sword  of  Damocles? 

The  modern  malpractice  muddle  may  seem  less 
ruthless,  but  it  probably  does  greater  harm  to  both 
physician  and  patient.  Increased  litigation  is  a 
statistical  fact;  also  the  very  large  verdicts  become 
a deterrent  to  the  practice  of  medicine,  good  as  well 
as  bad.  Seven  hundred  thousand  dollars  has  just 
been  awarded  for  alleged  improper  treatment  fol- 
lowing injuries  sustained  after  a car  overturned  on 
the  Long  Island  Expressway. 

The  very  expensive  present  litigation  has  not  im- 
proved the  quality  of  care.  The  more  frequently 
applied  principle  of  res  ipsa  loquitur  and  the  es- 
tablishment of  the  policy  that  the  patient  “has  a 
right  to  information  contained  in  his  medical 
record”  promise  to  exacerbate  the  growing  problem 
of  malpractice  litigation. 

No  physician  can  any  longer  be  certain  he  will 
not  be  sued,  no  matter  how  careful  he  be  or  how 
meticulously  he  tries.  To  sue  is  established  policy. 
When  a physician  approaches  a patient  after  an 
accident  to  ask  if  he  can  help,  and  is  told,  “Yes, 
get  me  a lawyer”;  that  is  significant! 

In  effect,  any  poor  result  becomes  a basis  for  a 
suit,  no  matter;  a lawyer  is  consulted!  Malprac- 
tice today  is  equated  with  any  result  that  does  not 
match  the  patient’s  expectations,  whether  or  not  it 
is  due  to  poor  practice.  In  essence  the  demand  is 


that  the  physician  cure  the  incurable  and  that  he 
stay  the  hand  of  death! 

The  poor  result  may  actually  be  inherent  in  the 
injury  itself  or  the  very  nature  of  the  illness  and  its 
pathology.  Often  no  type  of  care,  no  appropriate 
procedure,  no  amount  of  conscientious  service  or 
personal  interest  can  forestall  the  inevitable  out- 
come. The  poor  result  is  explicitly  determined  by 
the  injury  at  the  moment  of  the  injury,  or  by  the 
disease  process  once  it  becomes  established.  In 
effect,  the  basis  of  any  award  now  becomes  linked 
in  the  minds  of  the  lay  jurors  with  their  personal 
commendable  humanitarian  desire  to  make  some 
kind  of  restitution.  This  is  done  to  meet  the  all 
too  apparent  social  need  as  much  as  to  compensate 
for  any  damage  ascribable  to  negligence  or  im- 
proper or  inferior  therapy. 

Most  physicians  believe  that  the  contingency  fee 
arrangement  promotes  suits.  However,  in  En- 
gland, where  contingency  fees  are  not  permitted, 
malpractice  suits  have  also  doubled  recently. 
Strangely  enough,  the  Federal  Commission  on 
Medical  Malpractice,  established  by  President 
Nixon  and  headed  by  Wendall  Freeland,  found 
that  in  actuality  the  contingency  arrangement 
discouraged  the  acceptance  of  meritorious  cases, 
in  which  every  justification  prevailed  and  the  pros- 
pect of  recovery  by  suit  was  good,  if  the  potential 
of  the  amount  of  recovery  was  small.  The  needs 
for  legal  help  for  such  patients  may,  in  fact,  be 
greatest  of  all. 

It  is  reductio  ad  absurdum  to  always  expect  or  to 
demand  good  results  in  medicine.  Further,  it  is 
folly  foi  any  physician  to  guarantee  results.  “In- 
formed consent”  now  demands  that  he  tell  the 
patient  or  his  representative  about  his  treatment 
and  its  limitations  and  complications;  it  would  also 
seem  best  if  some  evidence  that  he  had  done  so 
was  put  in  the  record! 

The  malpractice  muddle  presents  the  danger  of 
poorer  care  of  the  patient — not  better.  The  factor 
of  deterrance  of  a financial  verdict  alone  is  not 
specific  enough,  for  after  all  an  impersonal  insur- 
ance company  pays  the  award,  not  the  negligent 
physician  as  an  individual.  The  notion  that  the 
customary  barring  of  any  reference  whatsoever  to 
an  insurance  company  during  a trial  eliminates 
such  knowledge  from  the  jurors  is  quite  naive. 
That  an  insurance  company  is  involved  is  within 
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the  ken  of  all  concerned;  it  is  more  than  implied. 
To  think  otherwise  is  wishful  and  unrealistic.  In 
reality  it  is  the  physician’s  colleagues  in  the  area 
who  are  penalized,  for  their  rates  must  go  higher. 
This  is  also  true  when  the  jury  or  the  judge  comes 
in  with  a “social  service-mercy”  award,  whether  it 
is  just,  accurately  evaluated,  meritorious,  or  not. 
Many  physicians  dread  any  suit,  justified  or  not. 
It  is  an  unpleasant  experience  at  best,  and  their 
reputation  is  often  damaged  thereby.  This  must 
and  does  adversely  affect  their  approach  to  practice 
and  thus  medical  care  suffers. 

The  high  cost  of  malpractice  insurance  is  also 
affecting  care  by  promoting  earlier  retirement  of 
physicians  and  thus  increasing  the  shortage.  No 
provision  has  yet  been  made,  and  no  mechanism 
devised,  for  an  older  physician  with  more  experi- 
ence and  good  relationship  with  his  own  older  pa- 
tients, and  thus  less  likely  to  be  sued,  to  continue 
with  a part-time  practice  and  obtain  a less  costly 
coverage  for  a limited  practice.  This  just  cannot 
be  done  as  yet.  The  costs  are  also  transmitted  to 
the  patient,  plus  the  added  charges  of  “defensive” 
medicine. 

Medical  care  is  not  a mathematical  science. 
There  are  many  intangibles  and  unknowns,  and 
there  is  an  important  “art”  component  to  medi- 
cine. It  is  desirable  to  harness  the  benefits  of  this 
art  component  in  medical  care;  it  is  to  the  patient’s 
advantage.  This  aspect  of  medical  care  is  now  be- 
ing threatened,  for  there  is  a loss  of  faith  in  the 
physician,  and  grave  doubt  has  replaced  it.  Thjs 
all  can  be  ascribed  to  the  decline  in  the  physician- 
patient  relationship.  This  one-to-one  relationship 
between  physician  and  patient  of  old  is  being  lost. 
Today  third  parties  have  been  interposed,  such  as 
an  employer,  hospital,  other  members  in  the  group, 
insurance  companies,  and  paramedical  personnel. 

It  is  the  loss  of  this  old-fashioned  trust  and  faith 
in  the  physician  that  is  probably  the  most  serious 
aspect  of  the  malpractice  debacle.  Now,  the  atti- 
tude between  the  physician  and  the  patient  is  that 
the  other  is  a potential  adversary.  Lost  is  the 
mutual  trust  and  the  ability  to  work  together. 
Thus,  medical  care  becomes  an  impersonal,  cold, 
monetary  calculation,  rather  than  what  it  should 
be — the  highest  and  most  sacred  type  of  human 
endeavor — to  heal  the  sick  and  comfort  the  af- 
flicted. 

Some  physicians  are  paying  as  high  as  20  per 
cent  of  their  income  for  malpractice  insurance; 
the  average  is  now  above  2 per  cent.  An  orthope- 
dist who  has  never  faced  a malpractice  case  must 
pay  a premium  of  about  $6,081  to  obtain  the  usual 
$100,000  to  $300,000  coverage.  With  any  success- 
ful claim  by  a patient  against  him,  his  premium 
can  jump  considerably,  and  with  several  cases  lost 
or  settled,  it  can  skyrocket. 

What  can  be  done?  This  is  not  a simple  prob- 
lem, and  there  is  no  simple  answer.  Though  ex- 
ception can  properly  be  taken  to  any  inference  of 


deterioration  of  health  care,  recommendations  of 
the  Freeland  Commission  should  be  implemented. 
That  is  the  paradox  for  the  quality  of  care  has  been 
improving.  One  of  their  recommendations  is  that 
experiments  be  instituted  with  alternative  systems 
of  compensation  for  medical  injury,  with  and 
without  contributory  fault  on  the  part  of  the  phy- 
sician. Every  means  should  be  utilized  to  pro- 
mote a program  of  prevention  of  suits  by  education 
of  all  health-care  personnel,  including  physicians 
and  potential  patients.  All  malpractice  data 
should  be  made  available  and  properly  collated. 
Thorough  probing  analysis  of  all  aspects  of  this 
experience  can  be  most  useful;  this  information  is 
not  being  utilized  effectively. 

Something  should  be  done  to  reverse  the  present 
trend.  One  simple  innovation  would  be  to  stop  the 
publicity  given  dramatic,  six-figure  claims  and 
awards;  this  does  harm  and  increases  the  number 
of  suits.  There  is  something  ridiculous  and  un- 
dignified in  a claim  for  a million  dollars  that  is 
ultimately  settled  for  a pittance. 

The  process  of  litigation  could  be  expedited,  as 
has  been  done  in  the  Supreme  Court  of  New  York 
County.  The  Lombardi  Bill  (3599)  and  the  com- 
panion Jonas  measure  (A5028)  would  establish 
such  pretrial  hearings  before  a three  member  panel 
(Supreme  Court  justice  and  a physician  and  an 
attorney),  for  adjustment  or  placement  on  the 
regular  trial  calendar.  This  is  mediation,  not 
arbitration,  and  is  not  binding.  A similar  effort  is 
being  made  in  Suffolk  County. 

The  injury  per  se,  its  extent  and  nature,  should 
become  a justifiable  social  basis  for  some  financial 
recovery  separately,  as  a distinctive  “no  fault  com- 
ponent.” This  should  be  isolated  and  be  entirely 
independent  of  any  compensation  for  the  tort  of 
fault.  This  latter  component  must  be  completely 
dissociated  from  the  former  and  objectively  de- 
termined separately  on  its  own;  this  is  the  ingre- 
dient of  the  doctor’s  poor  performance,  i.e.,  real 
malpractice.  This  would  be  better  than  the  pres- 
ent emotional  appeal  to  laymen  in  a jurors’  box, 
who  cannot  possess  the  very  necessary  background 
knowledge  and  experience  to  judge  a complex  prob- 
lem. 

Inadequate  control  of  expert  opinion  also  exists 
and  is  now  designed  to  impress  the  jury,  rather 
than  to  weigh  the  scientific  facts;  justice  is  not  only 
blind  but  lacks  a scale  here.  The  determination  of 
fault  and  then  its  monetary  evaluation  should  not 
be  entrusted  to  a lay  jury,  but  to  an  enlightened 
judge,  wise  by  training  and  experience  in  these 
matters,  plus  an  objective  evaluation  and  review  by 
impartial  experts  in  the  field. 

Finally,  the  professional  care  given  by  the  in- 
volved physician  should  be  judged  by  a group  of 
his  peers,  (really  PSRO),  with  new  statutory  power 
to  make  recommendations  and  also  to  act.  This 
should  include  not  only  a monetary  figure  for  the 
physician’s  contribution  to  the  poor  result,  but. 
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also  specific  recommendations  for  punishment  of 
the  tort  and  its  future  prevention.  As  an  example 
of  the  latter,  privileges  should  be  withheld  in  the 
hospital  until  evidence  is  at  hand  that  appropriate 
additional  training  has  been  obtained  to  make  such 
an  error  again  less  likely.  Recommendations  for 
such  preventive  and  punitive  action  will  be  bene- 
ficial to  the  physician  and  all  of  his  future  patients. 
In  this  manner,  we  may  learn  to  distinguish  a per- 
missible error  in  judgment  from  frank  inadequacy 
and  correct  any  incompetance.  All  of  this  can  be 
done  with  protection  of  the  physician  by  assurance 
of  due  process.  Then  the  number  of  suits  might  be 
expected  to  decline. 

It  has  been  recommended  with  some  merit  that 
some  thought  be  given  to  the  demand  that  the  cost 
of  a suit  be  covered  entirely,  or  at  least  shared,  by 
the  claimant  if  his  claim  is  proved  to  be  entirely 
unfounded.  One  proposal  by  Bell  (A14172),  before 
the  present  legislature,  would  entitle  successful 
defendants  in  malpractice  actions  to  compensation 
for  costs  incurred.  At  present  only  one  fifth  of 
those  with  a claim  succeed  in  justifying  it.  We 
must  bear  in  mind  that  only  about  15  per  cent  of 
the  premium  dollars  paid  by  physicians  ultimately 
goes  to  claimants.  If  some  of  the  premium  dollars 
were  put  aside  for  any  disability  as  such — no  mat- 
ter about  fault — the  55  per  cent  of  the  premium  for 


overhead  and  processing  of  claims  today  would 
have  better  use.  Our  legal  friends  may  object 
here,  too,  as  they  did  with  “no  fault  automobile 
accident  insurance.” 

In  this  manner  we  can  take  care  of  this  “social 
service”  aspect  of  each  case.  We  would  then 
handle  this  factor  much  as  we  do  in  workmen’s 
compensation  cases,  whether  or  not  there  was  any 
gross  neglect  or  careless  error  on  the  part  of  the 
physician.  The  “fault”  feature  of  the  case  would 
be  cared  for  simply  by  extending  the  peer  review 
mechanism  to  handle  it.  The  extension  of  the  peer 
review  mechanism  into  this  field  offers  some  real 
promise  for  a positive  constructive  control  of  the 
poor  care.  What  is  needed  is  the  application  of 
the  legal  basis  for  peer  review  committees  with  the 
authority  and  power  to  act — always  with  ample 
provisions  for  due  process. 

The  threat  of  the  present  debacle  of  malpractice 
suits  to  the  organization  of  medical  care  is  so  great, 
the  inherent  danger  to  the  patient’s  welfare  so 
profound,  the  emergence  of  anarchy  in  medical 
care  so  imminent  that  something  must  be  done. 
The  malpractice  menace  is  another  instance  of 
social  breakdown  in  human  relationship — another 
symptom  of  our  times.  We  must  do  something. 
Let  us  try  a fresh  approach  now! 
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Danger  of 
Diethylstilbestrol 

Suggested  control  procedure 

VINCENT  J.  CAPRARO,  M.D. 

Buffalo,  New  York 

From  the  Department  of  Gynecology-Obstetrics,  State 
University  of  New  York  at  Buffalo  School  of  Medicine,  and 
the  Division  of  Pediatric  and  Adolescent  Gynecology,  Buffalo 
Children's  Hospital 

In  April,  1971,  Herbst,  Ulfelder,  and  Poskanzer1 
astounded  the  obstetric-gynecologic  community 
by  publishing  the  first  report  showing  a relation- 
ship between  clear-cell  adenocarcinoma  of  the  va- 
gina in  young  women  and  the  administration  of 
DES  (diethylstilbestrol)  to  their  mothers  during 
intrauterine  life  of  the  patient. 

Because  of  our  interest  in  pediatric  and  adoles- 
cent gynecology  we  have  received  numerous 
queries  from  residents,  pediatricians,  and  obstetri- 
cian-gynecologists both  locally  and  from  around 
the  country  regarding  management  of  the  young 
lady  at  risk.  The  method  of  management  out- 
lined herein  has  evolved.  The  material  has  been 
presented  at  meetings  locally,  in  Boston,  in  Chi- 
cago, and  in  London,  and  publication  has  been 
suggested  to  disseminate  this  information  widely 
to  physicians  facing  this  problem. 

At  the  time  of  this  writing  A.  L.  Herbst,  M.D., 
informs  me  that  more  than  80  cases  have  been 
collected  by  the  Registry  for  Clear-Cell  Adenocar- 
cinoma (Mesonephroma)  of  the  Genital  Tract  in 
Young  Women  established  by  Dr.  Herbst  and  R. 
E.  Scully,  M.D.,  in  Boston. 

The  purpose  of  this  communication  is  to  outline 
our  way  of  observing  and  managing  those  young 
ladies  who  are  at  risk  of  developing  clear-cell  ade- 
nocarcinoma of  the  vagina  because  of  exposure  to 
diethylstilbestrol  during  intrauterine  life.  We 
want  to  make  the  diagnosis  early  to  effect  a cure. 
Hopefully,  early  diagnosis  will  lead  to  a high  cure 
rate.  Somewhere  between  ignoring  the  problem 
at  one  extreme  and  becoming  hysterical  and  doing 
a dilatation  and  curettage  and  cervical  and  vagi- 


Young  women  who  during  intrauterine  life  were 
exposed  to  diethylstilbestrol  given  to  their  pregnant 
mothers  are  at  risk  of  developing  clear-cell  adeno- 
carcinoma of  the  vagina.  An  outline  for  a rational 
method  of  handling  these  patients  is  given  with 
emphasis  on  the  history,  physical  examination,  and 
laboratory  procedures  indicated. 


nal  biopsy  on  any  young  woman  who  thinks  her 
mother  took  hormones  lies  a happy  medium. 
There  are  three  factors  to  consider:  (1)  history, 

(2)  examination,  and  (3)  laboratory  studies. 

History 

The  history  of  exposure  to  DES  during  intrau- 
terine life  as  given  by  the  mother  or  by  the  patient 
must  be  confirmed.  A large  group  of  patients 
may  be  excluded  at  once  by  asking  if  the  “hor- 
mone treatment”  given  the  pregnant  mother  was 
administered  by  mouth  or  by  injection.  If  given 
by  injection,  it  was  one  of  the  progesterone-type 
drugs  and  not  diethylstilbestrol.  To  our  knowl- 
edge DES  was  given  only  by  mouth.  Once  this 
fact  is  established  we  then  proceed  to  search  for 
facts.  This  can  be  done  in  several  ways: 

The  obstetrician’s  office  records,  if  available 
and  if  he  cooperates,  may  give  the  information 
sought. 

The  pharmacy  where  the  DES  was  purchased 
can  be  checked.  Some  pharmacies  file  prescrip- 
tions by  family  name,  and  thus  the  information 
can  be  retrieved  easily.  If  this  is  not  done,  the 
mother  may  recall  in  which  month  of  gestation 
the  drug  was  started.  A search  of  the  prescrip- 
tions filled  at  this  approximate  date  may  yield  the 
original  prescription  thus  providing  dates  and 
dosage. 

Hospital  records  are  helpful.  The  history  re- 
corded at  the  time  of  obstetric  delivery  may  give 
us  the  information  we  seek.  Unfortunately,  expe- 
rience has  shown  that  in  general  the  obstetric  ad- 
mission history  is  usually  inadequate.  If  the 
pregnant  mother  was  admitted  for  threatened 
abortion,  the  hospital  record  may  give  the  data  we 
seek.  Also  if  the  pregnant  mother  was  admitted 
during  pregnancy  for  nonobstetric  reasons,  such  as 
accidents  or  medical  or  surgical  problems,  her  rec- 
ords may  reveal  facts  regarding  the  use  of  DES 
during  the  pregnancy. 
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FIGURE  1 Painless,  atraumatic  technic  of  obtaining  Papanicolaou  vaginal  smear  in  virginal  female  (A)  Segment 
of  plastic  intravenous  tubing  5 to  6 cm  long  is  attached  to  (B)  ordinary  medicine  dropper  (C)  Saggital  view  show- 
ing aspirator  introduced  painlessly  through  small  opening  in  hymen  to  aspirate  vaginal  secretions.  If  secretions  are 
scant,  a few  milliliters  of  saline  may  be  used  for  irrigation.  Secretions  placed  on  (D)  glass  slide  or  in  (E)  test  tube  of 
saline  methanol  solution  for  transport  to  cytology  laboratory. 


Financial  receipts  kept  for  tax  records  have 
yielded  the  information  sought  in  at  least  1 case 
that  we  are  familiar  with. 

Physical  examination 

Physical  examination  is  a must.  When  any 
mother  calls  with  the  story  that  her  daughter  has 
been  exposed  to  DES  during  intrauterine  life,  the 
answer  is  simple,  “Bring  her  into  the  office  for 
evaluation.” 

The  gynecologic  examination  must  include  a 
rectal  examination  and  visualization  of  the  vagi- 
na. In  some  patients  a one-finger  vaginal  exami- 
nation can  also  be  done  satisfactorily.  Kindness 
and  empathy  are  most  important.  One  must  be 
very  gentle  and  unhurried.  If  the  young  lady  is 
hurt,  further  examination  may  be  impossible.  At 
times  it  is  wise  to  postpone  the  vaginal  examina- 
tion until  the  second  visit. 

Satisfactory  visualization  of  the  vaginal  canal 
can  be  accomplished  only  with  the  proper  instru- 
ments. The  Huffman  vaginal  speculum  is  an  ex- 
cellent instrument  for  vaginal  and  cervical  visuali- 
zation in  adolescent  patients.  Care  must  be  exer- 


cised not  to  miss  a lesion  of  the  anterior  or  poste- 
rior vaginal  wall  obscured  by  the  blades  of  the 
speculum.  Rotating  the  speculum  will  avoid  this 
error.  A vaginoscope  can  be  used  if  available,  and 
this  will  lessen  the  chances  of  missing  a lesion  of 
the  anterior  or  posterior  vaginal  wall.  I prefer  to 
use  the  Cameron-Miller  vaginoscope. 

Laboratory  studies 

A Papanicolaou  smear  can  be  taken  without 
pain  or  trauma  using  a special  homemade  vaginal 
aspirator  (Fig.  1).  Its  use  was  described  in  a pre- 
vious communication.2  Currently  we  believe  the 
Papanicolaou  smear  should  be  done  every  six 
months  until  the  findings  on  several  are  reported 
as  negative,  and  then  repeating  the  test  yearly 
should  suffice.  At  the  present  time  the  efficacy  of 
the  Papanicolaou  smear  is  not  established.  If  re- 
sults are  positive,  it  is  of  value;  if  negative,  one 
cannot  be  sure  of  its  accuracy. 

Biopsy  of  any  abnormal  areas  of  the  vagina  and 
cervix  can  sometimes  be  done  as  an  office  or  as  an 
outpatient  procedure.  If  this  is  impossible,  the 
patient  should  be  admitted  to  the  hospital  so  that 
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proper  biopsy  specimens  may  be  obtained  under 
anesthesia.  We  believe  that  all  young  patients 
with  so-called  dysfunctional  uterine  bleeding 
should  be  examined  to  rule  out  the  possibility  of 
vaginal  carcinoma.  An  editorial  comment 
suggests  routine  vaginal  biopsy  to  establish  a base 
line  and  to  see  how  many  of  these  young  women 
show  adenosis  of  the  vagina.3 

If  the  preceding  plan  is  followed,  we  may  be  able 
to  diagnose  these  lesions  early  and  hopefully  cure 
these  patients. 

Each  case  we  see  should  be  reported  to  the  re- 
cently formed  registry.* 
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Buffalo,  New  York  14209 
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Urinary  tract  infection  is  considered  the  second 
most  common  disease  in  children,  surpassed  only 
by  upper  respiratory  infection.1  For  every  child  in 
whom  the  diagnosis  of  UTI  (urinary  tract  infec- 
tion) is  made,  there  are  probably  several  children 
in  whom  the  disease  is  not  recognized.  In  a mass- 
screening study  of  1,410  Virginia  school  girls, 
Kunin,  Southall,  and  Paquin2  found  15  with  sig- 
nificant bacteriuria.  In  13  of  these  the  infection 
was  unrecognized.  To  add  to  the  seriousness  of 
the  problem,  published  reports  reveal  a dis- 
turbingly high  incidence  of  renal  failure  occurring 
in  early  and  middle  adult  life  as  a result  of  UTI  in 
childhood.  A ten  to  twenty-year  follow-up  study 
of  133  children  with  recurring  UTI  in  childhood 
revealed  the  following:  22  per  cent  had  persisting 
infection,  8 per  cent  had  progressive  renal  insuffi- 
ciency, and  18  per  cent  had  died.3  In  clinical 
practice  the  relationship  between  UTI  and  pyelo- 
nephritis has  not  been  accurately  defined,  and 
many  texts  use  the  terms  interchangeably.4  Ac- 
tually, pyelonephritis  may  be  considered  the  ker- 
nel within  the  nut  of  UTI. 

The  purposes  of  this  report  are  twofold:  first, 

to  present  some  of  the  controversial  aspects  of  this 
important  disease,  and  second,  to  suggest  a com- 
prehensive plan  of  treatment  for  all  cases  of  UTI 
in  children. 

Mode  of  infection 

The  pathogenesis  of  a primary  UTI  may  involve 
one  or  more  of  the  following  mechanisms:  (1)  as- 
cending infection,  (2)  hematogenous  spread,  or  (3) 


lymphatic  spread.  The  ratio  of  UTI  in  boys  ver- 
sus girls  provides  some  suggestions  regarding  the 
mode  of  transmission.  In  the  neonatal  period  and 
in  babies  up  to  a year  of  age,  the  sex  ratio  is  about 
1 : 1 excluding  those  with  obstructive  uropathy, 
suggesting  a hematogenous  or  lymphogenous  ori- 
gin. In  children  over  one  year  of  age,  the  ratio  is 
variously  given  as  between  1:10  and  1:20,  suggest- 
ing that  ascending  infection  is  more  common  in 
this  age  group.  The  relatively  long  urethra  in 
boys  supports  this  mechanism.  Indeed,  Mitchie5 
has  reported  that  water  readily  enters  the  bladder 
of  girls  merely  on  standing  up  and  sitting  down  a 
number  of  times  in  a bathtub.  The  lymphatic 
pathway  has  been  rather  neglected  until  recently 
when  Schwarz,6  using  an  animal  model,  demon- 
strated infection  in  the  kidney  with  the  identical 
labeled  organism  inoculated  into  a mucosal  lesion 
of  the  distal  sigmoid  colon.  If  the  kidney  in  this 
model  is  previously  damaged  by  ligation  of  the 
ureter,  invasion  by  bacteria  is  significantly  great- 
er, progressing  to  parenchymal  involvement.  The 
pathway  suggested  is  via  lymphatic  channels  di- 
rectly to  the  kidney  or  through  lymphatics  into 
the  blood  stream  and  then  to  the  kidney.  This 
theory  may  help  to  explain  the  increased  inci- 
dence of  pyelonephritis  in  obstructive  uropathy. 
It  may  also  lend  support  to  the  use  of  nonabsor- 
bable antibiotics  in  the  prophylaxis  and  treatment 
of  recurring  UTI. 

Recurring  urinary  tract  infection 

The  marked  tendency  to  recurrence  in  UTI  has 
been  well  documented.  Until  recently,  opinion 
was  almost  unanimous  that  some  obstructive  urop- 
athy was  present  in  all  cases  of  recurring  UTI 
merely  awaiting  detection.  In  1963,  however,  De 
Luca,  Fisher,  and  Swenson7  surveyed  1,300  chil- 
dren with  UTI  admitted  to  the  Children’s  Hospi- 
tal in  Boston  between  1950  and  1960  and  found 
evidence  of  obstructive  uropathy  in  only  16  per 
cent  More  than  80  per  cent  in  the  series  had  no 
obstructive  disease.  Girls  predominated  in  the 
nonobstructive  group.  This  important  observa- 
tion led  to  new  insight  into  the  pathogenesis  of  re- 
curring UTI. 

Reflux 

Reflux  is  now  more  than  ever  a bone  of  conten- 
tion, particularly  as  it  relates  to  UTI.  Distilling 
currently  published  data,  certain  facts  crystallize 
in  the  distillate.  There  are  two  types  of  reflux, 
primary  and  secondary.8  Primary  reflux  precedes 
UTI  and  is  probably  congenital  and  even  familial 
in  many  children.  When  infection  does  not  su- 
pervene, the  reflux  is  benign  and  self-limited  and 
usually  disappears  in  children  past  the  age  of  five 
years.8  It  may  represent  delayed  maturation  of 
the  ureterovesical  angle  or  ureteral  orifice.  On 
the  other  hand,  when  UTI  occurs  in  a child  with 
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The  present  keynote  in  the  treatment  of  urinary 
tract  infections  in  children,  particularly  in  girls, 
should  be  more  medical  treatment  and  less  surgery. 
Treatment  should  consist  of  two  parts:  treatment 
with  antibiotics  directed  against  the  infecting  or- 
ganism or  organisms  for  two  weeks,  and  (2)  follow- 
up therapy  with  methenamine  mandelate  or 
methenamine  hippurate  for  a minimum  of  one  year, 
with  careful  attention  to  pH  and  osmolality  of  the 
urine.  Other  drugs  that  could  be  employed  for 
follow-up  therapy  are  sulfonamides,  nitrofurantoin, 
and  nalidixic  acid.  Girls  should  be  limited  to 
shower  bathing;  no  tub  bathing,  bubble  bathing, 
or  swimming  should  be  permitted,  and  the  concomi- 
tant use  of  antiseptic  ointment  locally  during  the 
follow-up  period  and  beyond  is  recommended.  Fi- 
nally, a plea  is  made  to  screen  routinely  all  school 
children  for  urinary  tract  infections  by  culture, 
gram  stain,  or  both,  or  by  the  further  use  of  the  new 
“ dipslide ” now  being  introduced  in  the  United 
States. 


reflux,  this  combination  is  no  longer  benign.  In 
both  man  and  experimental  animal  both  UTI  and 
reflux  frequently  result  in  renal  parenchymal 
invasion,  chronic  pyelonephritis,  and  progressive 
renal  failure.8"10 

Of  equally  serious  import  is  the  secondary  type 
of  reflux.  This  type  follows  a UTI  and  develops 
as  a result  of  pathologic  changes  in  the  wall  of  the 
bladder,  particularly  in  the  trigonal  area,  thus  in- 
terfering with  the  valve  action  at  the  ureterovesi- 
cal junction.11  In  addition,  Shopfner12  presents  a 
fascinating  explanation  for  reflux  in  UTI.  Infec- 
tion impairs  the  anatomic  and  physiologic  integri- 
ty of  the  urinary  tract,  causing  ileus  and  ineffec- 
tive peristalsis,  not  unlike  ileus  and  ineffective 
peristalsis  of  the  bowel  in  peritonitis,  ileitis,  and 
colitis.  Of  120  patients  with  acute  UTI,  93  had 
“ileus”  on  fluoroscopic  and  roentgenographic  ex- 
amination. Shopfner  further  states  that  proper 
medical  treatment  of  the  UTI  usually  results  in 
complete  disappearance  of  these  roentgen  mani- 
festations. Graphic  evidence  in  favor  of  this  view 
is  presented  by  Mitchie13  in  a review  of  the  rela- 
tive frequency  of  surgery  performed  at  the  Chil- 
dren’s Hospital  of  Philadelphia  to  relieve  “ob- 
struction.” In  1951,  264  operations  were  per- 
formed. Between  1951  and  1961,  all  patients  with 
urinary  tract  infections  were  treated  intensively. 
As  a result,  in  1961,  with  three  times  as  many 
patients,  there  were  only  7 operations. 

Urinary  tract  infection  and 
the  meatal  sphincter 

For  many  years,  the  meatal  sphincter  has  been 
blamed  for  predisposing  children  to  UTI.  Blad- 
der neck  and  distal  urethral  obstructions  have 
also  been  implicated.  Shopfner’s12  carefully  con- 
trolled clinical  studies  have  shown  that  the  diam- 
eters of  these  openings  vary  with  age  and  size  of 
the  individual,  stage  of  voiding,  and  urethral  dila- 
tation. Diameters  in  normal  individuals  vary 
from  3 to  19  mm.  for  the  bladder  neck,  2 to  8 mm. 
for  the  distal  urethral  segment,  and  2 to  7 mm.  for 
the  meatus.  Of  3,139  cystourethrograms  studied, 
many  of  which  showed  features  often  interpreted 
as  indicating  obstruction,  not  a single  instance 
was  found  that  satisfied  the  criteria  for  meatal, 
distal  urethral,  or  bladder  neck  obstruction,  and 
excluded  the  possibility  of  normal  variations.12 
Shopfner12  further  states  that  obstruction  of  the 
urine-collecting  and  bladder-outlet  system  rarely 
exists  in  children  with  UTI.  In  the  unusual  case 
of  its  occurrence,  it  is  acquired  and  secondary  to 
factors  such  as  infection,  trauma,  indwelling  cath- 
eters, and  surgical  procedures.  The  importance  of 
these  observations  is  difficult  to  overestimate. 

Diagnostic  procedures 

Recognizing  that  more  than  80  per  cent  of  all 
children,  especially  girls,  may  have  recurring  epi- 


sodes of  UTI  without  obstructive  uropathy,  early 
recognition  of  those  cases  with  obstructive  lesions 
is  urgent.  Boys  are  always  suspect  and  should 
have  at  least  an  IVP  (excretory  urogram)  after  the 
first  infection.  Indeed,  cystourethrography  would 
be  desirable  as  well.  Retrograde  pyelography  is 
indicated  only  when  the  collecting  system  or  a 
portion  of  it  is  not  visualized  by  either  IVP  or  re- 
fluxing cystogram.14  Past  the  neonatal  period 
and  under  two  years  of  age,  80  per  cent  of  girls 
with  UTI  have  associated  congenital  malforma- 
tions or  malfunctions  of  the  urinary  tract.15  In 
this  age  group,  therefore,  at  least  an  IVP  should 
be  performed  after  the  first  attack.  Again,  cys- 
tourethrography would  be  desirable  additionally. 
Over  the  age  of  two,  girls  with  UTI  should  be 
treated  vigorously  with  one  or  more  antibiotics 
and  urinary  antiseptics  for  at  least  one  year,  as 
detailed  under  “Treatment.”  During  this  time,  if 
the  infection  cannot  be  controlled,  or  if  it  recurs 
more  than  twice,  an  IVP  should  be  performed. 
Additional  work-up  would  depend  on  other  find- 
ings and  history.  Complete  work-up,  including 
IVP  and  cystourethrography,  is  essential  for  any 
child  at  any  age  who  has  symptoms  or  physical 
findings,  other  than  a UTI,  suggestive  of  a renal 
lesion.  This  includes  such  diverse  conditions  as  a 
single  umbilical  artery  in  the  newborn,  chromo- 
somal abnormalities,  anomalies  especially  of  the 
ears,  masses  in  the  abdomen,  failure  to  thrive,  and 
so  on.  The  question  arises,  why  not  do  a com- 
plete work-up  in  every  case  of  UTI?  The  answer 
is  threefold:  first,  the  expense,  particularly  in 

view  of  the  low  yield  of  information  in  any  large 
series  of  cases  of  UTI  in  children,  when  the  studies 
are  properly  interpreted;  second,  the  difficulty  in 
performing  voiding  cystourethrograms  and  cystos- 
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copy  in  infants  and  children,  often  requiring  gen- 
eral anesthesia;  and  last  but  not  least,  the  relative- 
ly high  incidence  of  antibiotic-resistant  infection, 
especially  with  Proteus  or  Pseudomonas,  following 
instrumentation. 

Asymptomatic  urinary  tract  infection 

Recognizing  the  frequency  of  undiagnosed  UTI 
in  children  and  the  ominous  prognosis  involved, 
some  observers  have  urged  the  adoption  of  mass- 
screening procedures  for  all  school  children.2,4 
This  screening  could  make  use  of  urine  cultures, 
gram  stains,  or  a combination  of  both.  A new 
method  now  being  introduced  in  the  United 
States  is  the  “dip-slide.”16  It  makes  available 
low-cost  quantitative  urine  bacterial  colony 
counts.  Whichever  method  is  used,  the  results 
would  far  outweigh  the  cost. 

Treatment 

Since  continuous  or  continual  presence  of  bac- 
teria in  the  urinary  tract  may  cause  parenchymal 
involvement  of  the  kidney,  all  cases  of  UTI  must 
be  treated  intensively.17  Sensitivity  studies  of  the 
causative  organism  or  organisms  usually  disclose 
the  antibiotic  of  choice.  Wherever  possible,  oral 
medication  is  preferable.  Ampicillin  is  the  drug 
of  choice  in  most  cases  because  it  has  the  broadest 
spectrum  in  UTI  and  because  it  is  associated  with 
fewer  serious  side-effects.  Nitrofurantoin  is  the 
second  choice  for  the  same  reasons.  Sulfonamides 
cover  a broad  spectrum  of  activity  in  UTI  and  ap- 
pear to  enjoy  considerable  popularity  among  prac- 
ticing physicians.  It  may  be  the  drug  to  try 
whenever  an  organism  is  reported  resistant  to 
most  or  all  other  antibiotics,  because  sensitivity 
tests  for  sulfonamides  are  unreliable  unless  done 
by  special  painstaking  technics  and  are  therefore 
not  reported  by  most  laboratories.  However,  hav- 
ing lived  through  the  sulfonamide  era  from  its  in- 
ception and  having  seen  a few  cases  with  serious 
side-effects,  I prefer  to  limit  the  use  of  these  drugs 
to  those  cases  in  which  other  antibiotics  cannot 
serve.  Recently,  cephalexin  monohydrate  has 
proved  a valuable  addition  to  the  armamentari- 
um. Among  resistant  organisms,  Proteus  appears 
to  be  quite  sensitive  to  disodium  carbenicillin  and 
Pseudomonas  to  gentamicin  sulfate. 

Once  a suitable  antibiotic  is  found,  it  must  be 
continued  for  a minimum  of  two  weeks.  Urine 
cultures  should  be  checked  frequently.  When  two 
or  three  consecutive  cultures  are  negative,  the  first 
battle  has  been  won  but  not  the  war.  At  this 
point,  treatment  should  be  continued  with  a uri- 
nary antiseptic.18  Methenamine  mandelate  (Man- 
delamine)  may  be  used  in  a dose  of  30  mg.  per 
pound  per  day,  divided  into  four  doses.  In  an 
acid  medium,  it  breaks  down  in  the  kidney  into 
methenamine  and  mandelic  acid.  Methenamine 
then  forms  formaldehyde,  a powerful  antiseptic, 


while  mandelic  acid  exercises  some  antiseptic  ac- 
tion and  additionally  contributes  to  the  acidifica- 
tion of  the  medium.  In  a U.S.  Public  Health  Ser- 
vice Cooperative  Study,  methenamine  mandelate 
was  shown  to  be  more  effective  (78  per  cent  of  the 
cases)  than  either  sulfamethizole  (50  per  cent),  ni- 
trofurantoin (50  per  cent),  or  a placebo  (14  per 
cent)  in  the  prevention  of  recurrence  of  UTI  over  a 
thirteen- month  period.19  Since  it  is  effective  only 
in  an  acid  medium,  the  urinary  pH  should  be 
carefully  checked  and  maintained  at  5.5  or  below. 
Alkalinizing  foods  and  medication  should  be 
avoided.  If  necessary,  one  of  three  accessory 
drugs  may  be  used:  ascorbic  acid,  methionine,  or 
ammonium  chloride,  to  enhance  urinary  acidity. 
Ascorbic  acid  appears  to  be  the  drug  of  choice 
because  of  its  effectiveness  as  well  as  its  freedom 
from  side-effects.18 

Recently,  methenamine  hippurate  (Hiprex)  has 
become  available  as  a urinary  antiseptic  and  ap- 
pears to  be  effective  in  a dose  of  20  mg.  per  pound 
per  day,  divided  into  two  doses.20-22  It  appears  to 
have  three  advantages  over  mandelamine.  First, 
it  is  less  expensive.  Second,  it  is  effective  when 
given  twice  a day  rather  than  four  times  a day. 
Third,  it  may  be  effective  at  a higher  pH,  possi- 
bly up  to  6. 20  On  the  other  hand,  it  appears  to 
have  tWo  disadvantages.  First,  although  it  is  bro- 
ken down  in  the  kidney  to  methenamine  and  hip- 
puric  acid,  and  the  methenamine  in  an  acid  medi- 
um produces  formaldehyde,  the  hippuric  acid  is 
apparently  not  as  potent  an  antibacterial  agent  as 
mandelic  acid.23  The  second  disadvantage  is  the 
higher  incidence  of  side-effects.23  Before  using  ei- 
ther of  these  drugs  or  any  drug  mentioned  in  this 
communication,  physicians  should  consult  the 
package  insert  for  a list  of  side-effects. 

Another  factor  influencing  results  with  the  use 
of  urinary  antiseptics  is  the  osmolality  of  the 
urine.  The  more  concentrated  the  urine,  the 
greater  is  the  antiseptic  effect  of  the  medication.20 
In  fact,  Stamey24  stresses  the  importance  of  main- 
taining a minimal  urinary  specific  gravity  of  1.015 
as  necessary  for  successful  therapy.  This  observa- 
tion suggests  an  advantage  in  limiting  fluid  intake 
during  the  treatment  period. 

Once  antiseptics  are  begun,  they  should  be  con- 
tinued for  at  least  one  year.18,19  During  this  time, 
urine  cultures  should  be  repeated  every  four  to 
eight  weeks  depending  on  the  condition  of  the  pa- 
tient and  the  appearance  of  symptoms  or  physical 
findings  suggesting  recurrence.  If  recurrence  is 
confirmed,  the  antiseptic  should  be  temporarily 
discontinued  and  treatment  with  a suitable  anti- 
biotic begun.  With  control  of  the  reinfection  or 
relapse,  the  antiseptic  regimen  may  be  reinstitut- 
ed. 

Mention  may  be  made  at  this  point  of  the  use  of 
three  additional  drugs  for  prophylaxis  in  UTI. 
Sulfonamides  may  be  used  in  a dose  of  30  to  45 
mg.  per  pound  per  day,  nitrofurantoin  in  a dose  of 
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1 rag.  per  pound  per  day  given  either  in  two  doses, 
morning  and  evening,  or  in  a single  dose  at  bed- 
time, or  nalidixic  acid  in  a dose  of  15  mg.  per 
pound  per  day  in  divided  doses. 

If  definite  evidence  of  obstructive  uropathy  is 
present,  or  if  sterility  of  the  urine  cannot  be 
achieved  or  maintained,  then  and  only  then 
should  surgery  be  considered.8 

The  work  of  Schwarz6  and  the  use  of  nonabsor- 
bable sulfonamides  in  the  prevention  of  recurrence 
cannot  be  discounted.  When  completed,  the  pro- 
cedure may  prove  to  be  of  value  in  the  treatment 
ofUTI. 

The  cause  of  recurrence  in  UTI  is  not  known, 
but  many  factors  are  under  suspicion.  Not  the 
least  interesting  of  these  is  the  possible  involve- 
ment of  tub  baths,  bubble  baths,  and  swimming. 
Mitchie,5  as  indicated  previously,  demonstrated 
that  water  readily  enters  the  bladder  in  girls  dur- 
ing tub  bathing.  Gould25  in  a study  of  50  women 
with  a history  of  multiple  recurrences  of  UTI, 
found  a significant  reduction  in  the  incidence  of 
recurrence  when  they  abstained  from  tub  bathing, 
bubble  bathing,  and  swimming.  Certainly,  the 
exclusive  use  of  shower  bathing  would  be  a small 
sacrifice  indeed  for  any  girl  to  make  if  she  could 
thereby  reduce  the  chances  of  recurrence  of  her 
urinary  tract  infection. 

Finally,  a study  using  a local  antiseptic  oint- 
ment, povidone-iodine  (Betadine  ointment)  ap- 
plied to  the  urethral  meatus  after  voiding,  at  bed- 
time, and  again  the  following  morning,  resulted  in 
a marked  reduction  in  the  number  of  recurrences 
of  UTI.26  This  might  prove  a profitable  addition 
to  the  treatment  outlined  previously.  In  waging 
war  against  an  implacable  foe  such  as  UTI,  all  ar- 
maments should  be  employed,  short  of  nuclear 
weapons. 

18c  Red  Oak  Lane 
Old  Bridge,  New  Jersey  08857 
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Chondromalacia  patellae  is  characterized  by  de- 
generation of  the  articular  cartilage  of  the  patella. 
The  degeneration  consists  of  softening,  fibrilla- 
tion, and  erosion  of  the  articular  cartilage  of  vary- 
ing degrees.  Credit  for  the  first  description  of  this 
entity  is  usually  given  to  Biidinger.1  Aleman2 
first  used  the  term  “chondromalacia  patellae’’  in 
1927. 

The  cause  of  chondromalacia  patellae  remains 
obscure.  Haliburton  and  Sullivan*  consider  trau- 
ma, obesity,  and  recurrent  lateral  dislocation  of 
the  patella  as  predisposing  conditions.  Wiles, 
Andrews,  and  Devas4  assert  that  even  though  the 
onset  of  chondromalacia  patellae  is  often  insidi- 
ous, repeated  minor  trauma  may  be  an  etiologic 
factor.  Outerbridge5  6 believes  that  friction  which 
develops  between  the  medial  patellar  facet  and  a 
ridge  on  the  upper  anterior  border  of  the  cartilage 
of  the  medial  femoral  condyle  with  knee  motion  is 
responsible  for  the  development  of  chondromala- 
cia patellae.  Darracott  and  Vernon-Roberts7  be- 
lieve that  chondromalacia  patellae  “has  an  indi- 
vidual pathogenesis  with  initial  changes  probably 
taking  place  in  the  trabecular  bone  possibly  due 
to  derangement  of  the  blood  supply.” 

* Read  at  the  Forty-Seventh  Anniversary  Congress  of  the 
Pan  American  Medical  Association,  Miami  Beach,  Florida, 
November  20,  1972. 


One  aspect  of  this  disorder  which  deserves  more 
attention  is  its  relationship  to  meniscectomies  of 
the  knee.  Soto-Hall8  believes  that  chondromala- 
cia patellae  plays  an  important  role  with  regard  to 
the  persistence  of  symptoms  following  knee  sur- 
gery. He  lists  subpatellar  crepitation,  deep-seat- 
ed pain,  tenderness  on  percussion  of  the  patella, 
pseudolocking,  and  a subjective  feeling  of  instabil- 
ity as  important  signs  and  symptoms  of  this  disor- 
der. 0’Donoghuey  has  correlated  the  results  of 
meniscectomies  of  the  knee  with  the  degree  of 
chondromalacia  patellae  present  at  the  time  of 
surgery.  The  existence  of  chondromalacia  patel- 
lae in  some  knees  on  which  surgery  was  performed 
for  internal  derangement  has  been  noted  in  the  re- 
ports of  Darrach,10  Hilzensauer,11  Chaklin,12  An- 
derson,13 and  Cave,  Rowe,  and  Yee.14 

Chondromalacia  patellae  in  knees  which  have 
undergone  meniscectomies  does  create  diagnostic 
problems  in  patients  who  have  persistent  symp- 
toms following  surgery.  In  view  of  this  fact,  a 
survey  was  made  to  determine  the  incidence  and 
severity  of  chondromalacia  patellae  which  could 
be  detected  clinically  in  patients  who  had  under- 
gone meniscectomies  of  the  knee. 

Methods 

The  knees  of  100  veterans  were  examined  in  the 
outpatient  department  of  the  Veterans  Adminis- 
tration Hospital  in  Buffalo,  New  York,  between 
October,  1970,  and  June,  1972.  The  age  range  of 
the  veterans  was  from  twenty  to  sixty-four  years. 
They  were  divided  into  two  groups  designated 
“A”  and  “B.”  Each  group  was  composed  of  50 
patients.  Most  of  the  patients  examined  were 
men.  However,  1 woman  was  included  in  Group 
A,  and  2 women  were  included  in  Group  B.  All  of 
the  members  of  Group  A had  undergone  menis- 
cectomies of  one  or  both  knees.  None  of  the 
members  of  Group  B had  histories  of  injuries  or 
surgery  of  either  knee.  By  history,  all  of  the 
members  of  each  group  had  normal  knees  when 
they  entered  military  service.  Both  knees  of  100 
patients  were  examined. 

The  diagnosis  of  chondromalacia  patellae  was 
established  using  the  criteria  set  forth  by  Robin- 
son and  Darracott.15  These  criteria  were:  “(1) 

pain  on  direct  compression  of  the  patella  against 
the  femoral  condyles  with  the  knee  in  full  exten- 
sion; (2)  tenderness  on  palpation  of  the  posterior 
surfaces  of  the  medial  edge  of  the  patella;  (3)  pain 
on  resisted  extension  sometimes  in  the  form  of  a 
painful  arc;  and  (4)  pain  when  the  patient  con- 
tracts his  quadriceps  statically  against  the  resis- 
tance of  a finger  placed  against  the  upper  border 
of  the  patella  with  the  knee  in  extension.”  A di- 
agnosis of  chondromalacia  patellae  was  made 
when  any  two  of  the  four  criteria  were  present  . 

In  this  study  the  severity  of  chondromalacia  pa- 


860  New  York  State  Journal  of  Medicine  / April  1,1973 


One  aspect  of  chondromalacia  patellae  is  its  rela- 
tionship to  meniscectomy  of  the  knee.  The  author 
undertook  a survey  of  100  patients  divided  into  two 
groups  of  50  each.  One  group  had  no  history  of  in- 
jury or  surgery  of  either  knee;  the  second  group  in- 
cluded patients  who  had  undergone  meniscectomies 
of  one  or  both  knees.  In  this  study  the  severity  of 
chondromalacia  patellae  was  based  on  the  presence 
or  absence  of  subpatellar  crepitation  and  roentgeno- 
graphic  findings.  Twenty-eight,  or  51.9  per  cent, 
of  the  patients  who  had  undergone  meniscectomy 
displayed  clinical  evidence  of  chondromalacia  of 
varying  degrees  of  severity,  whereas  such  evidence 
was  present  in  only  3,  or  6.5  per  cent,  of  the  non- 
surgical  cases.  Therefore,  on  the  basis  of  these 
findings,  a plea  is  made  that  more  attention  be  paid 
to  the  patella  as  the  source  of  persistent  symptoms 
following  meniscectomy  of  the  knee. 


tellae  was  based  on  the  presence  or  absence  of 
subpatellar  crepitation  and  roentgenographic 
findings.  Four  grades  of  chondromalacia  patellae 
were  thereby  established: 

Grade  Clinical  Criteria 

I Any  two  of  the  Robinson  and  Darracott15 

criteria  without  subpatellar  crepitation  or 
positive  roentgenographic  findings. 

II  Any  two  of  the  Robinson  and  Darracott  cri- 
teria with  subpatellar  crepitation  and  with- 
out positive  roentgenographic  findings. 

III  Any  two  of  the  Robinson  and  Darracott  cri- 
teria with  subpatellar  crepitation  and  mini- 
mal roentgenographic  findings. 

IV  Any  two  of  the  Robinson  and  Darracott  cri- 
teria with  subpatellar  crepitation  and  roent- 
genographic findings  of  patellofemoral  ar- 
thritis. 

Roentgenograms  of  patients  with  Grade  I or  II 
chondromalacia  patellae  were  generally  within 
normal  limits  (Fig.  1).  Roentgenograms  of  pa- 
tients with  Grade  III  chondromalacia  patellae  dis- 
played osteophyte  formation  at  the  poles  of  the 
patella.  The  patellofemoral  joint  space  was  gen- 
erally well  maintained  (Fig.  2).  Roentgenograms 
of  patients  with  Grade  IV  chondromalacia  patel- 
lae displayed  changes  of  patellofemoral  arthritis 
with  osteophyte  formation,  narrowing  of  the  joint 
space,  and  sclerosis  of  the  articulating  surfaces  of 
the  patella  and  femoral  condyles  (Fig.  3). 

Results 

All  of  the  50  patients  in  Group  A had  undergone 
meniscectomies  of  one  or  both  knees.  The  diag- 
nosis of  chondromalacia  patellae  was  made  in  26 
of  these  patients.  Forty-six  patients  in  this  group 
had  meniscectomies  performed  on  one  knee.  Four 
patients  had  meniscectomies  performed  on  both 
knees.  A total  of  54  postmeniscectomy  knees 


were  examined.  Twenty-eight  (51.9  per  cent)  of 
the  54  postmeniscectomy  knees  displayed  clinical 
evidence  of  chondromalacia  patellae  of  varying 
degrees  of  severity  (Table  I).  Of  the  46  nonsurgi- 
cal  knees  of  Group  A,  only  3 (6.5  per  cent)  dis- 
played clinical  evidence  of  chondromalacia  of 
varying  degrees  of  severity  (Table  II). 

None  of  the  50  patients  in  Group  B had  histo- 
ries of  injuries  or  surgery  of  either  knee.  Seven 
patients  in  this  group  displayed  clinical  evidence 
of  chondromalacia  patellae  of  both  knees.  In  2 
patients,  chondromalacia  patellae  was  diagnosed 
in  only  one  knee.  Of  the  100  knees  examined  in 
Group  B,  16  displayed  clinical  evidence  of  chon- 
dromalacia patellae  (Table  III). 

The  age  of  the  patient  did  not  appear  to  be  a 
factor  with  regard  to  the  occurrence  of  chondro- 
malacia patellae  in  either  the  Group  A or  Group  B 


April  1,1973  / New  York  State  Journal  of  Medicine  861 


FIGURE  2 Roentgenograms  of  patella.  (A)  Lateral  view  and  (B)  tangential  view  displaying  osteophyte  formation 
at  poles  of  patella  Patellofemoral  joint  space  is  well  maintained 


FIGURE  3 Roentgenograms  of  patella.  (A)  Lateral  view  and  (B)  tangential  view  displaying  changes  of  patello- 
femoral arthritis  with  osteophyte  formation,  narrowing  of  joint  space,  and  sclerosis  of  articulating  surfaces  of  patella 
and  femoral  condyles. 


TABLE  I.  Incidence  of  chondromalacia  patellae  in  postmeniscectomy  knees  of  group  "A”  patients 


Age 

(Years) 

Knees 

Examined 

Knees  with 
no  Signs  of 
Chondromalacia 
Patellae 

Grade  of 
Chondromalacia 

I 

II 

III 

IV 

20  to  29 

24 

15 

2 

6 

1 

30  to  39 

10 

4 

6 

40  to  49 

6 

2 

1 

2 

1 

50  to  59 

11 

4 

1 

1 

5 

60  to  69 

3 

1 

1 

1 

Totals 

54 

26 

2 

15 

4 

7 

patients  (Tables  I,  II,  and  III).  With  regard  to 
the  severity  of  chondromalacia  patellae,  with  one 
exception,  the  severe  grades  of  chondromalacia 


patellae  were  noted  in  patients  over  forty  years  of 
age  in  both  groups  examined  (Tables  I,  II,  and 
III).  The  exception  was  a patient,  aged  twenty- 
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TABLE  II.  Incidence  of  chondromalacia  patellae  in  nonsurgical  knees  of  group  "A"  patients 


Age 
( Y ears) 

Knees 

Examined 

Knees  with 
no  Signs  of 
Chondromalacia 
Patellae 

Grade  of 
Chondromalacia 

I 

II 

III 

IV 

20  to  29 

22 

21 

1 

30  to  39 

8 

8 

40  to  49 

6 

5 

1 

50  to  59 

7 

6 

1 

60  to  69 

3 

3 

Totals 

46 

43 

1 

2 

TABLE  III.  Incidence  of  chondromalacia  patellae  in  the  group  "B"  patients 


Age 

(Years) 

Knees 

Examined 

Knees  with 
no  Signs  of 
Chondromalacia 
Patellae 

Grade  of 
C hondromalacia 

I 

II 

III 

IV 

20  to  29 

40 

34 

6 

30  to  39 

8 

5 

1 

2 

40  to  49 

14 

11 

1 

2 

50  to  59 

30 

28 

2 

60  to  69 

8 

6 

2 

Totals 

100 

84 

1 

11 

2 

2 

nine  years,  who  had  undergone  a lateral  meniscec- 
tomy of  his  left  knee.  The  severity  of  chondroma- 
lacia in  this  case  was  considered  to  be  Grade  III. 

There  were  4 patients  in  Group  A who  had  un- 
dergone meniscectomies  of  both  knees.  One  of 
the  patients,  aged  twenty-two  years,  had  no  clini- 
cal evidence  of  chondromalacia  patellae  of  either 
knee.  Another  patient  in  this  group,  aged  fifty- 
one  years,  manifested  clinical  evidence  of  Grade  II 
chondromalacia  of  his  left  patella.  A medial 
meniscectomy  had  been  performed  on  his  left  knee 
in  1965.  There  was  no  clinical  evidence  of  chon- 
dromalacia patellae  noted  on  examination  of  his 
right  knee  which  had  undergone  a medial  menis- 
cectomy in  1942.  A third  patient,  aged  thirty-six 
years,  displayed  Grade  II  chondromalacia  patel- 
lae, bilaterally.  The  last  patient  examined  with 
residuals  of  meniscectomies  of  both  knees  was 
fifty-two  years  old.  He  showed  clinical  evidence 
of  Grade  IV  chondromalacia  patellae,  bilaterally. 

Comment 

The  small  number  of  cases  in  this  study  pre- 
cludes an  extensive  statistical  analysis  of  the  re- 
sults. It  is  quite  evident,  however,  that  there  was 
a greater  incidence  of  chondromalacia  patellae  in 
knees  which  had  undergone  meniscectomies  as 
compared  with  knees  on  which  no  surgery  was 
performed.  This  was  particularly  striking  when 
the  postmeniscectomy  knees  were  compared  with 
the  nonsurgical  knees  in  Group  A.  It  should  be 
noted  that  only  9 of  the  50  patients  in  Group  B 
displayed  clinical  evidence  of  chondromalacia  pa- 


tellae. Seven  of  the  9 patients  had  bilateral  in- 
volvement. There  were  no  clinical  data  available 
which  could  have  established  with  certainty  which 
of  the  knees  in  Group  A had  evidence  of  chondro- 
malacia patellae  at  the  time  of  surgery. 

On  the  basis  of  the  findings  of  this  survey,  the 
author  believes  that  more  attention  should  be 
paid  to  the  patella  as  the  source  of  persistent 
symptoms  following  meniscectomies  of  the  knee. 
One  wonders  if  the  performance  of  a meniscec- 
tomy or  some  aspects  of  postmeniscectomy  care 
accelerate  preexisting  degenerative  changes  in  the 
cartilage  of  the  patella  or  initiate  these  changes. 
Trueta16  has  shown  that  the  nutrition  of  hyaline 
cartilage  is  dependent  on  normal  joint  activity. 
He  claims  that  when  joint  activity  is  normal,  in- 
termittent compression  of  hyaline  cartilage  occurs. 
This  intermittent  compression  enhances  the  pene- 
tration of  vascular  transudates  responsible  for  the 
nutrition  of  the  cartilage. 

Further  research  is  needed  to  clarify  the  rela- 
tionship between  chondromalacia  patellae  and 
meniscectomies  of  the  knee. 

Summary 

The  incidence  of  chondromalacia  patellae  was 
determined  in  two  groups  of  patients.  Each 
group  was  composed  of  50  patients.  Patients  in 
the  first  group,  designated  “A,”  had  undergone 
meniscectomies  of  one  or  both  knees.  In  this 
group,  51.9  per  cent  of  the  postmeniscectomy 
knees  displayed  clinical  evidence  of  chondromala- 
cia patellae  of  varying  degrees  of  severity.  Only 
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6.5  per  cent  of  the  nonsurgical  knees  in  this  group 
demonstrated  clinical  evidence  of  chondromalacia 
patellae.  Patients  in  the  second  group,  designat- 
ed “B,”  had  no  histories  of  injury  or  surgery  of  ei- 
ther knee.  In  this  group  16  of  the  100  knees  ex- 
amined displayed  clinical  evidence  of  chondroma- 
lacia patellae. 

On  the  basis  of  the  findings  of  this  survey,  the 
author  believes  that  more  attention  should  be 
paid  to  the  patella  as  the  source  of  persistent 
symptoms  following  meniscectomies  of  the  knee. 

1008  Humboldt  Parkway 
Buffalo,  New  York  14211 
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Regional  Sharing 
Program  SONY-W* 


A network  of  ten  major  medical  centers  in  Southern 
Ontario  and  New  York  has  been  organized  to  facili- 
tate harvesting,  preservation,  and  sharing  of  human 
cadaver  kidneys.  Cooling  after  flushing  of  the  kid- 
ney with  an  intracellular  electrolytic  solution  per- 
mits preservation  for  total  ischemic  intervals  ap- 
proaching fifteen  hours.  During  the  first  two  years 
of  operation,  50  cadaver  kidney  transplantations 
resulted. 


Preservation  of  human  kidney  by 
simple  cooling 


A.  T.  K.  COCKETT,  M.D.a 
R.  B.  FREEMAN,  M.D.C 
W.  A.  GREENE,  M.D.cd 
C.  A.  LINKE,  M.D.a 
C.  L.  LINKE,  M.D.e 
A.  G.  MAY,  M.D.b 
R.  G.  MERIN,  M.D.e 
I.  C.  V.  NETTO,  M.D.a 
R.  C.  PABICO,  M.D.C 
T.  E.  TALLEY,  M.D.C 
M.  F.  BRYSON,  M.D. f 
Rochester,  New  York 

From  the  University  of  Rochester  School  of  Medicine  and 
Dentistry  and  Strong  Memorial  Hospital 
a Division  of  Urology. 
b Department  of  Surgery. 
c Department  of  Medicine. 
d Department  of  Psychiatry. 
e Department  of  Anesthesiology. 
f Department  of  Pediatrics. 

In  the  fall  of  1969  it  became  apparent  that  pa- 
tients who  could  benefit  from  cadaver  kidney 
transplantation  had  long  waiting  periods  before  a 
kidney  was  available  for  possible  transplantation. 
Prompted  by  the  success  of  regional  sharing  pro- 
grams in  other  areas,  informal  discussions  were 
started  among  physicians  in  this  area  concerning 
the  possibility  of  a regional  sharing  program.  It 
appeared  that  a kidney  sharing  program  might  be 
organized  to  include  Western  New  York  State  and 
Southern  Ontario  in  Canada.  After  finding  con- 
siderable enthusiasm  for  such  a sharing  program  a 
meeting  was  called  in  Rochester,  New  York,  in 
December,  1969,  to  which  all  physicians  interested 
in  transplantation  in  the  region  were  invited.  As 

‘Supported  by  contracts  with  the  National  Aeronautics  and 
Space  Administration  (number  2-5700),  the  New  York  State 
Kidney  Institute,  The  Public  Health  Service,  National  Insti- 
tutes of  Health  (number  RR00044),  and  the  University  of 
Rochester  School  of  Medicine  and  the  Regional  Medical  Pro- 
gram Project  21.  SONY-W  = Southern  Ontario  and  New 
York  West  region. 


a result  of  this  meeting  a voluntary,  informal 
group  of  participating  hospitals  and  physicians 
was  formed,  designated  as  SONY-W  to  indicate 
the  Southern  Ontario  and  New  York  West  region. 
The  purposes  of  this  regional  organization  were  to 
be  sure  that  cadaver  kidney  resources  were  used 
efficiently,  to  insure  optimal  donor-recipient  leu- 
kocyte matching,  to  standardize  quality  and  con- 
sistency of  tissue-typing  data,  to  establish  effi- 
cient communication  concerning  tissue-typing 
data  on  waiting  recipients,  and  to  develop  facili- 
ties for  transportation  of  cadaver  kidneys. 

Materials  and  methods 

Geographic  area.  The  institutions  participat- 
ing in  the  SONY-W  activities  now  include  ten 
major  medical  centers.  In  Canada  participating 
cities  are  Kingston,  Hamilton,  London,  Ottawa, 
Toronto,  and  Thunder  Bay  (Fort  William-Port 
Arthur).  Albany,  Buffalo,  Rochester,  and  Syra- 
cuse are  the  centers  in  Upstate  and  Western  New 
York. 

Tissue  typing.  Tissue-typing  workshops  were 
held  to  standardize  tissue-typing  technics  and  to 
standardize  methods  for  recording  results.  These 
tissue-typing  workshops  have  been  well  attended 
by  medical  and  laboratory  personnel  and  have 
served  as  a means  of  updating  the  technical  as- 
pects as  changes  in  technic  have  become  avail- 
able. Unknown  specimens  have  been  sent  to  tis- 
sue-typing laboratories  in  the  region  to  check  on 
consistency  of  results  in  the  various  hospitals. 
Data  obtained  on  patients  in  the  area  have  been 
kept  in  the  transplantation  offices  at  Strong  Me- 
morial Hospital  in  Rochester  and  in  Toronto 
Western  Hospital  in  Canada.  These  two  centers 
have  served  as  ready  sources  of  information  re- 
garding the  approximately  200  potential  recipients 
available  in  the  area  whenever  a potential  cadaver 
kidney  donor  is  recognized. 

Harvesting  and  preservation.  Information 
concerning  technics  in  harvesting  and  preservation 
has  been  made  available  to  any  hospital  in  the  area 
requesting  this  information.  Harvesting  teams 
have  been  sent  from  Rochester  to  other  areas  to 
assist  in  harvesting  and  preserving  kidneys  by 
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DATE  DONOR  CITY 

RECIPIENT  CITY 

TIME  INVOLVED 

MILES 

RESULTS 

2-25-70  ROCHESTER  (GEN) 

BUFFALO 

4 Hrs.  United 

70 

FUNCTIONING  KIDNEY,* 

3-20-70  ROCHESTER (SMH) 

TORONTO 

5 Hrs.  Page 

172 

FUNCTIONING  KIDNEY,  O 

3-20-70  ROCHESTER  (SMH) 

TORONTO 

5 Hrs  Page 

172 

FUNCTIONING  KIDNEY, 

3-29-70  ROCHESTER(SMH) 

HAMILTON 

6 Hrs.  SP-OPP 

131 

FUNCTIONING  KIDNEY  a 

3-29-70  ROCHESTER 

HAMILTON 

6 Hrs.  SP-OPP 

131 

FUNCTIONING  KIDNEY 

5-  2-70  ROCHESTER 

SYRACUSE 

4 Hrs.  NY-SP 

75 

FAILURE-TECH. 

5-  9-70  HAMILTON 

TORONTO 

9 Hrs.  OPP 

41 

FUNCTIONING  KIDNEY 

5-10-70  TORONTO 

ALBANY 

8 Hrs.  Mohawk 

397 

FUNCTIONING  KIDNEY 

5-10-70  PORTLAND 

HAMILTON 

8 Hrs.  RCAF 

2,550 

FUNCTIONING  KIDNEY 

5-10-70  PORTLAND 

TORONTO 

9 Hrs.  RCAF 

2,600 

FUNCTIONING  KIDNEY 

5-20-70  ALBANY 

NEW  YORK  CITY 

4 Hrs.  NY-SP 

225 

FAILURE 

6-  4-70  BOSTON 

SYRACUSE 

4 1/2  Hrs.  USAF 

350 

FUNCTIONING  KIDNEY 

6-  5-70  BUFFALO 

TORONTO  (Child's) 

2 Hrs.  SP-OPP 

105 

FAILURE-TECH. 

6-21-70  SALT  LAKE 

TORONTO 

8 Hrs.  United  Air  Cana. 

1,800 

FAILURE 

7-  7-70  LOS  ANGELES 

TORONTO 

1 4 Hrs.  Air  Canada 

2,540 

POOR  FUNCTION 

8-23-70  ROCHESTER  (SMH) 

MADISON, WISC. 

15  Hrs.  USAF 

750 

FUNCTIONING  KIDNEY 

8-27-70  PHILADELPHIA 

TORONTO 

6 Hrs.  United 

525 

FUNCTIONING  KIDNEY 

8-30-70  ROCHESTER 

NEW  ORLEANS 

7 1/2  Hrs  Amer  -Delta 

1,250 

FUNCTIONING  KIDNEY 

9-  1-70  LONDON  (Ontario) 

TORONTO 

4 Hrs.  Air  Canada 

200 

FUNCTIONING  KIDNEY 

9-  9-70  ROCHESTER(Geneva) 

TORONTO 

61/2  Hrs.  Mohawk 

172 

POOR  FUNCTION 

10-  2-70  ROCHESTER  (SMH) 

ALBANY 

6 Hrs.  U S.  Mail 

220 

FUNCTIONING  KIDNEY 

12-13-  70  OTTAWA 

LONDON 

11  Hrs  Air  Canada  -OPP 

359 

FUNCTIONING  KIDNEY 

1-  7-71  ROCHESTER  (SMH) 

(NYC)LOS  ANGELES  14  1/2  Hrs.(Am.Air)NYCPD 

2,840 

FUNCTIONING  KIDNEY 

1-19-71  TORONTO 

ALBANY 

9 1/2  Hrs  Amer 

397 

FUNCTIONING  KIDNEY 

PATIENT  EXPIRED  AT-  + -5  months,  0-4  months,  o-5  months 

A 

DATE  DONOR  OTY 

RECIPIENT  CITY 

TIME  INVOLVED 

MILES 

RESULTS 

3-  3-71  ALBANY 

ROCHESTER 

61/2  Hrs.  Amer. 

220 

FAILURE -Rej. 

3-22-71  LONDON 

TORONTO 

4'/2  Hrs.  OPP 

200 

POOR  FUNCTION 

3-26-71  ROCHESTER  (SMH) 

ROCHESTER 

4 Hrs. 

3 

FUNCTIONING  KIDNEY* 

3-30-71  ROCHESTER  (SMH) 

SYRACUSE 

8 Hrs.  NY-SP 

75 

FAILURE -Tech. 

3-30-71  ROCHESTER  (SMH) 

CHICAGO 

12  Hrs.  (NY-SP)  Amer. 

610 

FUNCTIONING  KIDNEY 

4-23-71  ROCHESTER  (SMH) 

LONDON  (ONTARIO)  6 Ha  NYSP-OPP 

195 

FUNCTIONING  KIDNEY 

4-23-71  ROCHESTER  (SMH) 

SEATTLE  (WASH.) 

13  Hrs.  USAF -SAC 

2660 

FUNCTIONING  KIDNEY 

5-23-71  ROCHESTER  (SMH) 

ROCHESTER 

1 '/2  Hrs. 

FUNCTIONING  KIDNEY 

5-23-71  ROCHESTER  (SMH) 

ALBANY 

7 Hrs.  NY-SP 

220 

FUNCTIONING  KIDNEY 

5-24-71  ROCHESTER  (SMH) 

LOMA  LINDA 

15  Hrs  Amer. 

2920 

FUNCTIONING  KIDNEY 

6-23-71  ROCHESTER  (SMH) 

SYRACUSE 

5 Hrs.  NYSP 

75 

FUNCTIONING  KIDNEY 

8-22-71  ROCHESTER  (SMH) 

LOS  ANGELES 

10W  Hrs.  Amer. 

2700 

URETERAL  FISTULA  ° 

8-22-71  ROCHESTER  (SMH) 

HAMILTON 

4,/2  Hrs.  (NYPD)OPP 

131 

FUNCTIONING  KIDNEY 

9-12-71  ROCHESTER  (GEN) 

ALBANY 

12  Hrs.  NYSP 

220 

FUNCTIONING  KIDNEY 

9-12-71  ROCHESTER(GEN) 

OTTAWA 

9*4  Hrs.  Auto- East 

554 

FUNCTIONING  KIDNEY 

10-28-71  ROCHESTER  (STM) 

ROCHESTER 

4 ’/4  Hrs.  Auto 

5 

FUNCTIONING  KIDNEY 

10-29-71  ROCHESTER(SMH) 

BOSTON 

11  Hrs.  Amer. 

425 

FUNCTIONING  KIDNEY 

10-29-71  ROCHESTER(SMH) 

SEATTLE  (WASH.) 

15V2  Hrs  Amer-United 

2660 

FUNCTIONING  KIDNEY  a 

11-12-71  OTTAWA 

ROCHESTER  (SMH) 

12  Hrs.  OPP- NYSP 

554 

FUNCTIONING  KIDNEY 

11-30-71  U.S.N.  (BETHESDA) 

SAN  ANTONIO  (TEX.)  18  Hrs.  U.S.N'AIR 

1710 

FUNCTIONING  KIDNEY 

11-30-71  U.S.N.  (BETHESDA) 

MPLS, MINN. 

9 Hrs.  U.S.N.-AIR 

1187 

FUNCTIONING  KIDNEY 

12-8-71  COOPERSTOWN  (SMH)  BUFFALO 

13*^  Hrs  Air. -Priv. 

175 

FUNCTIONING  KIDNEY  O 

1-21-72  ROCHESTER  (SMH) 

N.Y.C.(  MONTIE) 

*29  Hrs.  Amer. 

246 

FUNCTIONING  KIDNEY 

1-21-72  ROCHESTER  (SMH) 

BUFFALO 

h Hrs  NYSP 

70 

FUNCTIONING  KIDNEY 

2-  1-72  ALBANY 

ROCHESTER  (SMH)  7h  Hrs.  Amer 

220 

FUNCTIONING  KIDNEY 

2-3-72  LONDON 

ROCHESTER  (SMH)  8'/2  Hrs.  NYSP 

372 

FUNCTIONING  KIDNEY 

° REMOVED  AT  24  DAYS 

♦ REJECTION  AT  4 MONTHS 

a PATIENT  EXPIRED  AT  31  DAYS  (PULM  EDEMA) 

o REJECTION  AT  10  DAYS  B 

• 20 1/2  Hn.  PULSATILE  PERFUSION 

FIGURE  1.  SONV-W  intercity  transport  kidney  sharing  experiences  (A)  during  the  first  twelve  months  following 
organization,  February,  1970,  through  January,  1971,  and  (B)  during  the  second  year,  March,  1971,  through  Febru- 
ary, 1 972.  Functioning  kidney  based  on  result  at  thirty  days. 


hospitals  unfamiliar  with  the  technics.  The  con-  kidneys  while  cardiovascular  function  is  being  sup- 

cept  of  brain  death  allows  for  removal  of  cadaver  ported,  thus  minimizing  the  warm  ischemia  inter- 
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val.1  After  several  discussions  among  physicians, 
clergymen,  and  laymen  in  the  area,  it  was  decided 
that  the  concept  of  brain  death  is  a humane  and 
ethical  means  of  assuring  the  best  possible  renal 
function  for  the  potential  recipient.  This  concept 
has  been  practiced  by  all  of  the  participating 
centers  in  our  region  during  the  past  two  years. 

Collins,  Bravo-Shugarman,  and  Terasaki2  dem- 
onstrated that  a cold  perfusion  solution  having 
electrolytic  composition  similar  to  that  of  intracel- 
lular fluids,  when  used  to  flush  the  kidney  at  the 
time  of  harvesting,  prolongs  the  period  that  a kid- 
ney can  be  preserved  by  simple  cooling.  A solu- 
tion, Ursol,  has  been  developed  by  the  University 
of  Rochester  Pharmacy  which  has  been  modified 
from  the  original  Collins  C-4  solution.  A fine 
white  precipitate  occasionally  noted  in  the  C-4 
solution  was  analyzed  and  found  to  be  magnesium 
orthophosphate.  The  concentration  of  magnesi- 
um has  been  reduced  to  30  mEq.  per  liter.  This 
change  has  eliminated  the  precipitate.  Methyl- 
prednisolone  succinate,  500  mg.  per  500  ml.  has 
been  substituted  for  the  phenoxybenzamine  origi- 
nally used  with  the  Collins  C-4  solution.3 

The  composition  of  the  modified  Ursol  kidney 
preservation  solution  as  currently  used  is: 


Potassium  phosphate 
(monobasic) 

Potassium  phosphate 
(dibasic) 

Potassium  chloride 

Procaine  hydrochloric 
acid 

Heparin  sodium 

Sterile  water  for  injec- 
tion 

Stored  in  refrigerator  at  4' 


1.025  Gm.  (15  mEq. 
per  liter) 

3.7  Gm.  (85  mEq. 
per  liter) 

0.56  Gm.  (15  mEq. 

per  liter) 

0.1  Gm. 

5,000  units 
Quantity  sufficient 
to  make  500  ml. 
C. 


Immediately  prior  to  use  the  following  are 
added: 


25  ml.  50  per  cent  glucose 

3.7  ml.  50  per  cent  magnesium  sulfate  (30  mEq.  per 
liter) 

5.6  ml.  7.5  per  cent  sodium  bicarbonate  (10  mEq.  per 
liter) 

500  mg.  methyl  prednisolone 

This  solution  is  used  for  flushing  the  cadaver 
kidney  prior  to  its  insertion  in  the  transportation 
box.4 


Communication.  Close  communication  has 
been  maintained  with  the  National  Tissue  Typing 
Laboratory  at  the  University  of  California  in  Los 
Angeles.  Although  shipping  of  the  kidney  to  a 
hospital  in  our  own  region  is  preferred  because  of 
time  and  transportation  considerations,  it  has 
sometimes  been  found  that  a suitable  recipient  is 
not  available  within  the  region.  Information 
supplied  by  the  National  Tissue  Typing  Laborato- 
ry has  been  used  to  assure  use  of  most  available 
kidneys. 

Transportation.  Communication  has  been  es- 


SONY-W 

KIDNEY  SHARING 

Rochester  Donors 

: 7 to  15  Hours  Transport 

DATE 

ROCHESTER-  CITY 

MILES 

PRESVR  HRS 

SERUM  CREAT 
1 MONTH 

8-23-70 

MADISON 

750 

15 

2.2  m9% 

8-30-70 

NEW  ORLEANS 

1250 

7.5 

1.5 

1-  7-71 

LOS  ANGELES 

2840 

145 

13 

3-30-71 

SYRACUSE 

75 

8 

REMOVED 

3-30-71 

CHICAGO 

610 

12 

08 

4-23-71 

SEATTLE 

2660 

13 

10 

5-23-71 

ALBANY 

220 

7 

1.2 

5-24-71 

LOMA  LINDA 

2920 

15 

12 

8-22-71 

LOS  ANGELES 

2700 

105 

REMOVED 
AT  24  DAYS 

9-12-71 

OTTAWA 

554 

9 

21 

9- 12-71 

ALBANY 

220 

12 

12 

10-29-71 

BOSTON 

425 

II 

II 

10-29-71 

SEATTLE 

2660 

15.5 

PT  EXPIRED 
AT  31  DAYS 

11-30-71 

SAN  ANTONIO  (TEX.) 

1710 

18’ 

10 

11-30-71 

MPLS,  MINN 

1187 

9’ 

08 

•KIDNEYi  FROM  U SN  (BETHESDA) 

II  HRS  PRESERVATION  INCLUDES  7 HRS. 

ON  PULSATILE  PERFUSION 

FIGURE  2.  SONY-W  kidney  sharing  experiences  in 
which  warm  and  cold  ischemia  time  exceeded  seven 
hours.  All  donors  from  Rochester  except  those  of  last 
two  kidneys,  which  Rochester  team  harvested  and  per- 
fused in  Bethesda,  Maryland. 


tablished  with  transportation  facilities  including 
commercial  and  private  airlines,  New  York  State 
police  and  Ontario  Provincial  police,  and  United 
States  and  Royal  Canadian  Air  Force  facilities. 
Customs  officials  of  both  the  United  States  and 
Canada  have  been  contacted  and  have  been  alert- 
ed to  the  possibility  of  international  transport  of 
kidneys  for  transplantation. 

Educational.  Educational  meetings  with  hospi- 
tal staffs  and  lay  groups  have  served  to  keep  both 
medical  and  lay  groups  informed  concerning  the 
development  of  the  kidney  sharing  program. 

Tissue-typing  technics  have  been  standardized 
so  that  reproducible  results  are  obtained  in  all 
laboratories. 

Exchanges.  Figure  1A  lists  the  24  kidney  ex- 
changes made  during  the  first  twelve  months  fol- 
lowing organization.  The  list  includes  only  those 
exchanges  which  have  utilized  facilities  of  the 
Rochester  communications  network.  When  possi- 
ble, the  major  commercial  airlines  were  used  to 
transport  the  kidneys.  On  many  occasions  the 
New  York  State  police  (SP)  and  the  Ontario  Pro- 
vincial police  (OPP)  provided  invaluable  assis- 
tance. On  several  occasions  the  U.S.  Air  Force 
supported  our  transportation  efforts. 

Figure  IB  lists  the  26  kidney  exchanges  which 
occurred  during  the  second  year  of  operation. 
Figure  2 lists  exchanges  in  which  the  total  time 
involved  before  revascularization  in  the  recipient 
(warm  and  cold  ischemia)  exceeded  seven  hours. 
The  serum  creatinine  in  each  recipient  at  the  end 
of  one  month  is  listed. 

International  exchanges  of  kidneys  have  oc- 
curred between  Canada  and  the  United  States  on 
18  occasions.  Successful  transplantation  has 
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been  accomplished  after  preservation  for  as  long 
as  fifteen  hours  and  with  transportation  as  far  as 
2,900  miles. 

Comment 

Simple  cooling  has  the  advantages  of  simplicity, 
economy,  and  ease  of  transportation  for  preserva- 
tion of  the  cadaver  kidney.  Hartley,  Collins,  and 
Clunie5  have  demonstrated  satisfactory  human 
kidney  preservation  by  this  method  for  ischemic 
intervals  of  twelve  hours.  In  the  series  reported 
here  it  has  been  demonstrated  that  the  method 
described  can  result  in  adequate  time  (fifteen 
hours)  for  a cadaver  kidney  to  be  transported 
across  the  United  States  with  immediate  function 
occurring  after  revascularization  has  been  estab- 
lished. 

Considerable  time  and  effort  are  necessary  to 
develop  and  maintain  an  efficient  system  of  organ 
exchange.  However,  the  good  results  experienced 
by  the  SONY-W  group  appear  to  justify  this  ef- 
fort. 

Summary 

A regional  network  consisting  of  ten  major  med- 
ical centers  in  Southern  Ontario  and  New  York 
State  has  been  organized  to  facilitate  sharing  of 
human  cadaver  kidneys.  During  the  first  two 
years  of  experience,  50  cadaver  kidney  transplan- 
tations resulted  from  this  cooperative  effort. 

Successful  preservation  of  renal  function  has 
been  demonstrated  in  human  kidneys  with  total 
ischemic  intervals  of  up  to  fifteen  hours.  Simple 


cooling  after  flushing  of  the  kidney  with  a solution 
of  intracellular  electrolytic  composition  has  al- 
lowed successful  transportation  of  human  kidneys 
over  distances  up  to  2,900  miles.  International 
exchange  of  cadaver  kidneys  has  been  shown  to  be 
feasible  and  practical.  Cooperative  efforts  on  a 
regional  and  national  basis  are  important  and 
practical  for  efficient  utilization  of  cadaver  kidney 
resources. 

Division  of  Urology 
The  University  of  Rochester 
School  of  Medicine  and  Dentistry  and 
Strong  Memorial  Hospital 
260  Crittenden  Boulevard 
Rochester,  New  York  14620 
(DR.  C.  A.  LINKE) 
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Twenty-one  lymphoid  cell  lines  were  established 
from  the  peripheral  blood  of  18  persons  clinically 
diagnosed  as  having  Down’s  syndrome,  mongolism. 
Cytogenetic  analysis  of  both  fresh  leukocytes  and 
the  established  cell  lines  revealed  trisomy  21.  The 
cell  lines  resemble  the  lymphoid  cell  lines  derived 
from  normal  persons.  These  abnormal  cell  lines 
grow  rapidly  in  suspension  cultures;  thus,  gram  and 
kilogram  quantities  are  readily  available  for  genetic 
and  biochemical  studies. 


Lymphoid  Cell  Lines 

Established  from  peripheral  blood 
of  persons  with  Down's  syndrome 

L.  K.  WOODS,  B.S. 
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Buffalo,  New  York 

From  the  State  of  New  York  Departments  of  Health  and 
Mental  Hygiene,  Roswell  Park  Memorial  Institute  and  West 
Seneca  State  School 

The  increased  incidence  of  leukemia  in  persons 
with  Down’s  syndrome,  mongolism,  prompted 
study  of  lymphoid  cell  lines  from  peripheral  blood 
of  persons  clinically  diagnosed  as  mongoloids. 
Trisomy  21  was  revealed  by  cytogenetic  analysis. 

Materials  and  methods 

Samples  of  2 to  20  ml.  of  peripheral  blood  were 
drawn  from  81  subjects  phenotypically  diagnosed 
as  mongoloids  and  ranging  in  age  from  two  to 
fifty-eight  years.  The  disposable  20-ml.  syringes 
with  3 ml.  of  ACD  sol.  (citric  acid,  trisodium  ci- 
trate, dextrose  solution:  NIH  Formula  A,)  were 

inverted  several  times  and  placed  upright  in  an 
attache  case  (18  by  12  by  4 inches),  provided  with 
a heating  grid  that  maintains  a temperature  of 
37°C.  Suitable  adapters  for  the  case  allow  con- 
nection to  110-volt  outlets  or  the  cigarette  lighter 
of  most  American  cars. 

The  syringes  were  kept  in  a vertical  position  for 
one  to  four  hours  to  achieve  erythrocyte  sedimen- 
tation. If  sedimentation  was  excessively  slow,  6 
per  cent  dextran  in  a ratio  of  1 part  dextran  (Gen- 
tran  75)  to  10  parts  blood  was  used  to  facilitate 
separation.  The  attached  needle  was  bent  into  a 
semicircle,  and  the  plasma  layer  was  ejected  into 
12-ml.,  conical,  screw-capped  centrifuge  tubes  and 
centrifuged  at  100  times  gravity  for  five  minutes. 
The  supernatant  was  aspirated,  and  the  cell  pellet 
was  resuspended  in  GEM  1717  medium  (Table  I), 
supplemented  with  20  per  cent  heat-inactivated 
FCS  (fetal  calf  serum). 

Macrocultures  for  initial  chromosome  analyses, 
using  1 to  2.5  X 106  leukocytes  per  milliliter,  were 


set  up  in  4-ounce,  flint,  oval,  screw-capped  bottles 
with  10  ml.  of  gassed  (10  per  cent  carbon  dioxide 
in  air)  GEM  1717  supplemented  with  20  per  cent 
FCS,  20  units  of  preservative-free  heparin  and  1.25 
ml.  of  PHA-M  (phytohemagglutinin). 

Following  three  to  five  days  of  incubation  at 
37°C.,  chromosome  preparations  were  made  ac- 
cording to  a modification  of  the  method  of  Moor- 
head et  al.1 

Cultures  intended  for  long-term  establishment 
were  initiated  in  the  same  manner  as  the  PHA-M 
cultures,  but  without  the  addition  of  PHA-M. 
The  leukocyte  concentrations  were  adjusted  to  2 
to  10  X 106  leukocytes  per  milliliter  whenever 
possible.  Since  the  study  of  the  chromosome  con- 
stitution of  these  patients  was  the  primary  goal, 
this  optimal  concentration  of  leukocytes  was  not 
always  met.  At  three  to  seven-day  intervals,  each 
bottle  received  5 to  10  ml.  of  fresh  GEM  1717,  20 
per  cent  FCS  medium;  following  3 or  4 feedings, 
two  thirds  of  the  cell-free  medium  was  decanted 
to  allow  subsequent  additions  of  medium  at  week- 


TABLE  I.  GEM  1717  medium 


Components 

Milligrams 

Per 

Liter 

Components 

Milligrams 

Per 

Liter 

L-  Arginine 

200.0 

Folic  acid 

1.0 

L-Asparagine 

50.0 

Nicotinamide 

1.0 

L-Aspartic  acid 

20.0 

Paraaminobenzoic 

1.0 

L-Cystine 

50.0 

acid  (PABA) 

L-Glutamic  acid 

20.0 

Pyridoxine 

1.0 

L-Glutamine 

300.0 

hydrochloride 

L-Glutathione 

1.0 

Riboflavin 

0.2 

L-Glycine 

10.0 

Thiamine 

1.0 

L-Histidine 

15.0 

hydrochloride 

Hydroxy  L-Proline 

20.0 

Calcium  nitrate- 

100.0 

L-Isoleucine 

50.0 

4H?0 

L-Leucine 

50.0 

Glucose 

2,000.0 

L-Lysine 

hydrochloride 

40.0 

Magnesium  sulfate- 
7HoO 

100.0 

acid 

Phenol  red 

5.0 

L-Methionine 

15.0 

Potassium  chloride 

400.0 

L-  Phenylalanine 

15.0 

Sodium  bicarbonate 

2,000.0 

L-Proline 

20.0 

Disodium  phosphate, 

800.9 

L-Serine 

30.0 

anhydrous 

L- Threonine 

20.0 

Sodium  chloride 

6,000.0 

L-Tryptophane 

5.0 

Penicillin 

(1  X 105 

L-Tyrosine 

20.0 

units 

L- Valine 

20.0 

per  liter) 

D-Biotin 

0.2 

Streptomycin 

50.0 

B 12 

1.0 

Oxalacetic  acid 

150.0 

D-Calcium 

0.25 

Sodium  pyruvate 

50.0 

pantothenate 

Insulin 

(200  units 

Choline  chloride 
i- Inositol 

3.0 

35.0 

per  liter) 
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TABLE  II.  Cytogenetic  analyses 


Cell  Line 
(RPMI) 

Sex 

Age 
(Y  ears) 

Three  to 
Five-Day 
PHA 
Culture 

Established 

Culture 

Number  of 
Days  to 
Establish 

HL-A 

Pattern 

7422 

M 

21 

47 

47 

45 

N.D.* 

7402 

M 

58 

47 

46,  47 

45 

3?,  5?,  8?,  9? 

7462 

M 

4 

47 

47 

27 

13,  4B 

7552 

M 

6 

47 

47 

39 

N.D. 

8092 

M 

6 

47 

47 

106 

No  reaction 

7492 

F 

7 

47 

47 

37 

7,  8?,  9 

7572 

M 

51 

47 

47,  48 

58 

2,  7,  9?,  13 

7852 

M 

51 

47 

47 

40 

2,  7,  9?,  13 

7532 

F 

6 

47 

47 

43 

1,  5?,  8,  4B 

7732 

F 

6 

47 

47 

60 

N.D. 

7542 

M 

23 

47 

47 

64 

N.D. 

7582 

M 

5 

47 

47 

43 

2,  10 

7592 

F 

5 

47 

47 

49 

1,  4B 

7662 

M 

5 

47 

100  per  cent 
polyploid 

67 

9,  13 

7712 

M 

5 

47 

47 

49 

N.D. 

7762 

F 

32 

47 

47 

63 

2?,  5,  7?,  9,  4B 

7722 

F 

8 

47 

47 

49 

1,  2,  8,  4B 

7672 

M 

5 

47 

47 

58 

1,  5,  8,  4B 

7822 

M 

6 

47 

47 

53 

1,  2,  7? 

7912 

F 

8 

47 

47 

79 

1?,  2?,  7?,  4B 

7882 

M 

7 

47 

47 

70 

9,  12?,  13,  4B? 

* N.D.  = Not  done. 


ly  intervals.  Cell  lines  were  considered  estab- 
lished when  cell  clumps  in  the  supernatant  fluid 
thrived  following  subculture  to  new  vessels.2 
Thereafter  the  cell  lines  were  maintained  in 
GEM  1717,  10  per  cent  FCS. 

Chromosome  preparations  were  made  within 
four  weeks  after  establishment  by  the  same  meth- 
od used  for  PHA-M  cultures. 

Fifteen  to  20  photographs  of  metaphase-spread 
chromosomes  were  made  of  both  the  PHA-M  cul- 
tures and  the  cell  lines.  Karyotypes  were  deter- 
mined on  the  basis  of  2 to  5 karyograms,  and  50 
metaphases  were  counted  by  microscopic  observa- 
tion of  slides  made  from  the  cultured  cell  prepara- 
tions. 

Each  cell  line  was  studied  for  ultramorphology 
by  electron  microscopy  for  the  presence  or  absence 
of  abnormal  structures  and  Epstein-Barr  virus. 

The  HL-A  (histocompatibility  antigen)  pattern 
of  16  of  the  cell  lines  was  determined  using  the 
microcytotoxicity  test.1 

Samples  of  each  cell  line  were  preserved  in 
vapor  of  liquid  nitrogen  after  slow  freezing  in  a 
mixture  of  12 % per  cent  dimethyl  sulfoxide  and 
GEM  1715,  20  per  cent  FCS.4 

Results 

Table  II  summarizes  various  characteristics  of 
the  mongoloid  cell  lines.  For  the  most  part,  the 
cell  lines  resemble  those  derived  from  normal  per- 
sons. The  number  of  days  before  establishment, 
lapse  period,  of  lymphoid  cell  lines  from  normal 
persons  falls  between  forty  and  seventy  days;  the 


modal  number  of  days  before  establishment  of 
these  21  mongoloid  cell  lines  was  fifty-four  days. 

Cytogenetic  analysis  of  the  cell  lines  reflected 
the  karyotype  of  the  donor  in  all  instances.  Cell 
line  RPMI  7402  revealed  a bimodal  distribution  of 
normal  diploid  46,  XY,  and  47,  XY/trisomy  21 
karyotypes.  Cell  line  RPMI  7572  also  revealed  a 
mosaic  mode  of  47,  XY/trisomy  21,  and  48,  XY 
trisomy  21/ + C group  karyotypes.  Another  cell 
line,  RPMI  7852,  which  was  from  the  same  indi- 
vidual as  RPMI  7572,  carried  a 47,  XY/trisomy  21 
karyotype.  One  cell  line,  RPMI  7662,  was  100 
per  cent  polyploid  at  first  analysis.  The  remain- 
ing cell  lines  appear  to  be  stable  2n  = 47/trisomy 
21  populations  (Fig.  1). 

The  HL-A  profiles  of  16  cell  lines  were  deter- 
mined, and  satisfactory  results  were  obtained  ex- 
cept in  the  case  of  RPMI  8092,  which  showed  no 
reaction  with  the  panel  of  antisera  in  repeated  test- 
ings. 

Ultramorphology  of  the  cells  was  unremarka- 
ble.* A few  cell  line  studies  had  cells  with  fre- 
quent “tubular  aggregates”  of  localized  areas  of 
the  endoplasmic  reticulum,  but  these  are  also  evi- 
dent in  cells  derived  from  normal  persons.5  No 
unusual  frequency  of  Epstein-Barr  virus  particles 
was  observed. 

All  of  the  cell  lines  that  were  studied  contained 
some  cells  that  were  producing  immunoglobulins. 

* All  of  the  cell  lines  showed  typical  lymphoid  cell  ultramor- 
phology with  the  exception  of  RPMI  7822,  which  exhibited 
specific  granules  similar  to  those  found  in  myelocytoid  cells. 1:1 
One  might  hypothesize  that  this  youngster  has  an  increased 
risk  of  myeloid  leukemia,  but  substantive  data  is  unavailable. 
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FIGURE  1.  (A)  Metaphase  spread  and  (B)  karyogram 

typical  of  the  trisomy-2 1 lymphoid  cell  lines. 


Comment 

Lymphoid  cell  lines  were  established  from  pa- 
tients with  leukemia  and  from  normal  persons.2,6'7 
Lymphoid  cells  from  persons  with  genetic  disor- 
ders and  with  hematopoietic  anomalies,  as  well  as 
numerous  human  fibroblast  cell  lines  have  facili- 
tated the  study  of  many  biochemical  and  genetic 
defects.8-11  In  a personal  communication,  Bloom12 
informed  us  that  he  established  lymphoid  cell 
lines  from  2 patients  with  Down’s  syndrome.  Ap- 
parently one  patient  showed  a mosaic  Down’s  syn- 
drome pattern  and  the  cell  line  was  100  per  cent 
46,  XX.  The  second  patient  was  pure  trisomy  21 
in  analysis  of  both  short-  and  long-term  cultures. 

The  interest  generated  by  various  investigators 
concerning  the  increased  incidence  of  leukemia  in 
persons  with  Down’s  syndrome  prompted  us  to  es- 
tablish lymphoid  cell  lines  from  persons  with 
Down’s  syndrome.14"28 

We  established  cell  lines  from  small  samples  of 
peripheral  blood  from  18  of  50  patients.  No  Ep- 
stein-Barr  virus,  conditioned  media,  or  Chang’s29 
factor  were  used  to  increase  the  percentage  of  suc- 
cess, so  that  we  could  test  the  effectiveness  of  the 
simplest  possible  method.  As  a matter  of  fact, 
many  of  the  blood  samples  were  inadequate,  since 


priority  was  assigned  to  the  determination  of  the 
chromosome  constitution  of  fresh  lymphocytes  for 
clinical  purposes. 

In  several  instances  fibroblasts  overwhelmed  the 
initial  cultures.  This  usually  occurs  in  only  1 of 
about  200  cultures  of  blood  from  adults.  It  may 
be  related  to  the  difficulty  of  obtaining  blood  from 
small  veins  of  some  of  the  children  and  an  in- 
creased chance  of  aspirating  a small  plug  of  tissue. 

As  previously  noted,  there  was  no  difference  in 
the  lapse  period  or  in  the  appearance  of  the  cell 
clumps  that  signaled  establishment  between  these 
cultures  and  those  from  normal  blood. 

All  of  these  mongoloid  cell  lines  were  made  up 
of  lymphoid  cells  with  the  capability  of  synthesiz- 
ing immunoglobulins,  as  has  been  true  of  the  cell 
lines  from  normal  persons.  Various  immunologic 
mechanisms  may  be  studied  using  lymphoid  cell 
lines.5,30,31 

In  Down’s  syndrome  the  immunologic  systems 
deviate  from  the  normal.32,33  Increased  levels  of 
gamma  globulin  have  been  reported,34  and  the  in 
vitro  response  of  fresh  lymphocytes  to  mitogens  is 
impaired,  as  is  true  of  lymphoid  leukemia 
cells.35,36  In  contrast  to  the  difficulty  of  establish- 
ing cell  lines  from  lymphatic  leukemia,  there  was 
a normal  expectancy  of  establishment  of  the  lym- 
phoid cells  from  these  patients  with  Down’s  syn- 
drome. Leukocyte  alkaline-phosphatase  levels 
are  abnormally  high  in  mongols,  as  are  other  leu- 
kocyte enzymes.37-40  No  abnormality  of  the  HL-A 
isoantigen  system  has  been  reported.31  Electron- 
microscopic  examination  of  lymphocytes  from  per- 
sons with  Down’s  syndrome  has  revealed  unusual 
protein-like  crystals,5  and  ultramorphologic  stud- 
ies of  human  leukemic  cell  lines  by  de  Harven41 
revealed  cytoplasmic  granules  similar  to  those  in 
our  RPMI  7822  cell  line.  We  did  not  observe  the 
protein-like  crystals  in  our  materials.  Typical 
Epstein-Barr  viruses  were  seen  in  the  nuclei  of 
degenerating  cells  and  attached  to  the  cell  surface. 

The  fluorescent  banding  technics  for  human 
chromosomes  have  revealed  that  the  extra  G- 
group  chromosome  in  Down’s  syndrome  belongs  to 
the  shorter  pair  of  the  G group  and  that  the  Ph1 
chromosome  in  chronic  myeloid  leukemia  belongs 
to  the  more  strongly  fluorescent  and  larger  pair  of 
the  G group.42-46  Further  elucidation  of  the  ge- 
nome in  Down’s  syndrome  should  be  possible 
using  these  cultured  lymphoid  lines. 

Once  the  mongoloid  cell  lines  are  established, 
they  multiply  rapidly  and  are  easily  adapted  to 
suspension  culture  in  larger  containers.  It  would 
be  possible  to  grow  kilogram  amounts  of  the  cells 
in  a cell  plant  if  large  amounts  of  the  cells  are 
needed  for  biochemical  experiments.46 

Human  lymphoid  cell  lines  can  be  established 
from  the  bone  marrow,  lymph  nodes,  biopsies,  and 
the  peripheral  blood.47  Chang29  has  initiated  cell 
lines  from  a few  milliliters  of  cord  blood  with  the 
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aid  of  a filtrate  of  saliva  from  patients  with  infec- 
tious mononucleosis.  These  technics  have  been 
used  to  establish  lymphoid  cell  lines  from  persons 
with  genetic  disorders. 

We  reported  establishment  of  cell  lines  with 
XYY  and  XXY  abnormalities9  and  published  de- 
tails about  a lymphoid  cell  line  with  an  abnormal 
chromosome  constitution48;  similarly,  fibroblast 
cell  strains  have  been  established  from  patients 
with  many  genetic  disorders.30  These  cell  lines 
have  been  invaluable  for  biochemical  studies  as 
primary  units  and  after  hybridization  with  heter- 
ologous cells. 

A disadvantage  of  the  lymphoid  cell  lines  is  that 
they  are  almost  always  “contaminated”  with  Ep- 
stein-Barr  virus  or  its  genome.  Indeed  this  virus 
may  represent  a normal  symbiont.  The  advan- 
tages of  using  lymphoid  cell  lines  are  their  ease  of 
establishment  and  growth,  retention  of  detectable 
histocompatibility  antigens,  production  of  identi- 
fiable cell  products,  and  the  probable  expression 
of  enzyme  patterns  that  can  be  compared  with 
those  of  fibroblasts  from  the  same  individual. 

Dept,  of  Surgery 
Denver  General  Hospital 
Denver,  Colorado  80204 
(Mrs.  Woods) 


References 

1.  Moorhead,  P.  S.,  et  al. : Chromosome  preparations  of 

leukocytes  cultured  from  human  peripheral  blood,  Exp.  Cell 
Res.  20:  613  (1960). 

2.  Moore,  G.  E.,  et  al.:  Leukocyte  cultures  of  patients 

with  leukemia  and  lymphomas,  New  York  State  J.  Med.  66: 
2757  (1966). 

3.  Moore,  G.  E.,  and  Woods,  L.:  Isoantigens  of  cultured 
human  lymphoid  cells,  Transplantation  13:  155  (Feb.)  1972. 

4.  Mizrahi,  A.,  and  Moore,  G.  E.:  Long-term  preserva- 

tion of  permanent  human  hematopoietic  cell  lines,  J.  Med.  2: 
380  (June)  1971. 

5.  Chandra,  S.,  Moore,  G.  E.,  and  Brandt,  P.  M.:  Simi- 

larity between  leukocyte  cultures  from  cancerous  and  noncan- 
cerous  human  subjects:  an  electron  microscopic  study,  Can- 

cer Res.  28:  1982  (1968). 

6.  Iwakata,  S.,  and  Grace,  J.  T.,  Jr.:  Cultivation  in  vitro 
of  myeloblasts  from  human  leukemia,  New  York  State  J. 
Med.  64:  2279(1964). 

7.  Moore,  G.  E.,  Gerner,  R.  E.,  and  Franklin,  H.  A.: 
Culture  of  normal  human  leukocytes,  J.A.M.A.  199:  519 
(1967). 

8.  Blume,  R.  S.,  et  al.:  The  Chediak-Higashi  syndrome: 
continuous  suspension  cultures  derived  from  peripheral  blood. 
Blood  33:  821  (1969). 

9.  Moore,  G.  E.,  Porter,  I.  M.,  and  Huang,  C.  C.:  Lym- 
phocytoid  lines  from  persons  with  sex  chromosome  anomalies, 
Science  163:  1453  (1969). 

10.  Matsuoka,  Y.,  Moore,  G.  E.,  Yagi,  Y.,  and  Pressman, 

D.:  Production  of  free  light  chains  of  immunoglobulin  by  a 

hematopoietic  cell  line  derived  from  a patient  with  multiple 
myeloma,  Proc.  Soc.  Exper.  Biol.  & Med.  125:  1246  (1967). 

11.  Mellman,  W.  J , and  Kohn,  G.:  Human  cell  cultures. 
Their  use  in  the  investigation  and  diagnosis  of  disease,  Med. 
Clin.  North  Am.  54:  701  (1970). 

12.  Bloom,  A.  D.:  Personal  communication,  1972. 

13.  Smith,  G.  F.,  Penrose,  L.  S..  and  O’Hara,  P.  T.:  Crys- 
talline bodies  in  lymphocytes  of  patients  with  Down’s  syn- 
drome, Lancet  2:  452  (1967). 

14.  Krivit,  W.,  and  Good,  R.  A.:  The  simultaneous  occur- 
rence of  leukemia  and  mongolism,  Am.  J.  Dis.  Child.  91:  218 
(1956). 


15.  Tough,  I.  M.,  et  al.:  Cytogenetic  studies  in  chronic 

myeloid  leukaemia  and  acute  leukaemia  associated  with 
mongolism.  Lancet  1:  411  (1961). 

16.  Johnston,  A.  W.:  The  chromosomes  in  a child  with 

mongolism  and  acute  leukemia,  New  England  J.  Med.  264: 
591  (1961). 

17.  Buckton,  K.  E.,  Hamden,  D.  G.,  Baikie,  A.  G.,  and 
Woods,  G.  E.:  Mongolism  and  leukemia  in  the  same  sibling, 
Lancet  1:  171  (1961). 

18.  Baikie,  A.  G.,  Buckton,  K.  E.,  Court-Brown,  W.  M., 
and  Hamden,  D.  G.:  Two  cases  of  leukaemia  and  a case  of 
sex-chromosome  abnormality  in  the  same  sibship,  ibid.  2: 
1003  (1961). 

19.  Ross,  J.  C.,  Moloney,  W.  C.,  and  Desforges,  J.  F.:  In- 
effective regulation  of  granulopoiesis  masquerading  as  congen- 
ital leukemia  in  a mongoloid  child,  J.  Pediat.  63:  1 (1963). 

20.  Mercer,  R.  D.,  Keller,  M.  K.,  and  Lonsdale,  D.:  An 
extra  abnormal  chromosome  in  a child  with  mongolism  and 
acute  myeloblastic  leukemia.  Report  of  a case,  Cleveland 
Clin.  Quart.  30:  215  (1963). 

21.  Reisman,  L.  E.,  Mitani,  M.,  and  Zuelzer,  W.  W.: 
Chromosome  studies  in  leukemia.  I.  Evidence  for  the  origin 
of  leukemic  stem  lines  from  aneuploid  mutants.  New  England 
J.  Med.  270:  591  (1964). 

22.  Honda,  F.,  et  al.:  Serial  cytogenetic  and  hematologic 
studies  on  a mongol  with  trisomy-21  and  acute  congenital  leu- 
kemia, J.  Pediat.  65:  880  (1964). 

23.  Conen,  P.  E.,  Erkman,  B.,  and  Laski,  B.:  Chromo- 

some studies  on  a radiographer  and  her  family.  Report  of  one 
case  of  leukemia  and  two  cases  of  Down’s  syndrome,  Arch.  Int. 
Med.  117:  125(1966). 

24.  DeMayo,  A.  P.,  et  al.:  A marrow  chromosomal  abnor- 
mality preceding  clinical  leukemia  in  Down’s  syndrome.  Blood. 
29:  233  (1967). 

25.  Engel,  R.  R.,  et  al.:  Transient  congenital  leukemia  in 
7 infants  with  mongolism,  J.  Pediat.  65:  303  (1964). 

26.  Fraumeni,  J.  F.,  Jr.:  Constitutional  disorders  of  man 
predisposing  to  leukemia  and  lymphoma,  Nat.  Cancer  Inst. 
Monogr.  32:  221  (1969). 

27.  Holland,  W.  W.,  Doll,  R.,  and  Carter,  C.  O.:  The 
mortality  from  leukemia  and  other  cancers  among  patients 
with  Down’s  syndrome  (mongols)  and  among  their  parents, 
Brit.  J.  Cancer  16:  177  (1962). 

28.  Miller,  R.  W.:  Relation  between  cancer  and  congenital 
defects  in  man,  New  England  J.  Med.  275:  87  (1966). 

29.  Chang,  R.  S.:  Leukocyte-transforming  agent  from 

mononucleosis  is  ether-stable.  Nature  New  Biol.  237:  273 
(June  28)  1972. 

30.  Nadler,  H.  L.,  Inonye,  T.,  and  Hsia,  D.  H.:  Enzymes 
in  cultivated  human  fibroblasts  derived  from  patients  with 
autosomal  trisomy  syndrome,  Am.  J.  Human  Genet.  19:  94 
(1967). 

31.  Harris,  J.,  Timson,  J.,  and  Wentzel,  J.:  The  HL-A 
leucocyte  system  in  Down’s  syndrome.  Transplantation  Proc. 
1:  122(1969). 

32.  Hsia,  D.,  Justice,  P.,  Smith,  G.,  and  Dowben,  R.: 

Down’s  syndrome:  a critical  review  of  the  biochemical  and 

immunological  data.  Am.  J.  Dis.  Child.  121:  153  (Feb.)  1971. 

33.  Sutnick,  A.  L.,  London,  W.  T.,  Blumberg,  B.  S.,  and 
Gerstley,  B.  J.  S.:  Susceptibility  to  leukemia:  immunologic 
factors  in  Down’s  syndrome,  J.  Am.  Cancer  Inst.  47:  923  (Nov.) 
1971. 

34.  Skanse,  B.,  and  Laurell,  C.:  The  immune-globulins  in 
mongolism,  Acta  med.  scandaniv.  172:  63  (1962). 

35.  Agarwal,  S.  S.,  et  al.:  DNA  polymerase  activity  as  an 

index  of  lymphocyte  stimulation:  studies  in  Down’s  syn- 

drome, J.  Clin.  Invest.  49:  161  (1970). 

36.  Rigas,  D.  A.,  Elsasser,  P.,  and  Hecht,  F.:  Impaired  in 

vitro  response  of  circulating  lymphocytes  to  phytohemagglu- 
tinin in  Down’s  syndrome:  dose-  and  time-response  curves 

and  relation  to  cellular  immunity,  Internat.  Arch.  Allergv  39: 
587  (1970). 

37.  Alter,  A.  A.,  Lee,  S.  L.,  Pourfar,  M.,  and  Podkin,  G.: 

Studies  of  leukocyte  alkaline  phosphatase  in  mongolism:  a 

possible  chromosome  marker.  Blood  22:  165  (1963). 

38.  Martin,  G.  M.:  Clonal  variation  of  derepressed  phos- 
phatase in  chromosomally  mosaic  cell  cultures  from  a child 
with  Down’s  syndrome,  Exp.  Cell  Res.  44:  341  (1966). 

39.  King,  M.  J.,  Gillis,  E.  M.,  and  Baikie,  A.  G.:  Alka- 
line-phosphatase activity  of  polymorphs  in  mongolism.  Lancet 
2:  1302(1962). 


872  New  York  State  Journal  of  Medicine  / April  1,1973 


40.  Nadler,  H.  L.,  Monteleone,  P.  L.,  Inonye,  T.,  and  Hsia, 

D.  Y.:  Lymphocyte  and  granulocyte  enzyme  activity  in  pa- 

tients with  Down’s  syndrome,  Blood  30:  669  (1967). 

41.  De  Harven,  E.:  Human  leukemic  cells  in  tissue  cul- 

ture: an  electron  microscope  survey,  Cancer  Res.  27:  2447 
(1967). 

42.  O’Riordan,  M.  L.,  Robinson,  J.  A.,  Buckton,  K.  E., 

and  Evans,  H.  J.:  Distinguishing  between  the  chromosomes 

involved  in  Down’s  syndrome  (trisomy  21)  and  chronic  mye- 
loid leukaemia  (Phi)  by  fluorescence,  Nature  230:  167  (Mar. 
19)  1971. 

43.  Baikie,  A.  G.:  Banding  patterns  of  metaphase  chro- 

mosomes in  Down’s  syndrome,  Lancet  2:  494  (Aug.  28)  197L 

44.  Egozcue,  J.:  Banding  patterns  of  metaphase  chromo- 


somes in  Down’s  syndrome,  ibid.  2:  662  (Sept.  18)  1971. 

45.  Hamerton,  J.  L.:  Banding  patterns  of  metaphase 

chromosomes  in  Down’s  syndrome,  ibid.  2:  709  (Sept.  25) 
1971. 

46.  Moore,  G.  E.,  Kullen,  J.  W.,  Franklin,  H.  A.,  and 

Kingsley,  N.:  Gnotobiotics  and  human  cell  culture,  Mirand, 

E.  A.,  and  Black,  N.,  Eds.,  New  York,  in  Germ-Free  Biology 
Plenum  Press,  1969,  p.  343. 

47.  Moore,  G.  E.:  Cultured  human  lymphocytes,  J.  Surg. 
Oncol.  4:  320(1972). 

48.  Moore,  G.  E.,  Fjelde,  A.,  and  Huang,  C.  C.:  Estab- 

lished hyperdiploid  hematopoietic  cell  line  with  a minute 
marker  chromosome  persisting  both  in  culture  and  in  the  nor- 
mal donor,  Cytogenetics  8:  332  (1969). 


April  1,1973  / New  York  State  Journal  of  Medicine  873 


A series  of  review  articles 
dealing  with  medical  progress 


Acute  and  Subacute 
Encephalopathy 

I.  Diagnostic  procedures 


WALTER  SENCER,  M.D. 

New  York  City 

From  the  Department  of  Neurology,  The  Mount  Sinai  Hospital 


Recent  years  have  seen  many  advances  in  diag- 
nostic tests  in  the  investigation  of  neurologic  dis- 
eases. The  purpose  of  this  study  is  to  describe 
the  clinical  problems  of  acute  and  subacute  enceph- 
alopathies with  emphasis  on  the  initial  evalua- 
tion of  the  ambulatory  patient.  An  analysis  will 
be  presented  on  the  important  diagnostic  proce- 
dures, their  merits,  limitations,  and  hazards. 

Anatomic  diagnosis 

The  first  step  in  neurologic  diagnosis  is  determi- 
nation of  the  anatomic  site  of  dysfunction.  Often 
the  patient’s  complaints  and  the  concomitant 
neurologic  findings  may  enable  the  neurologist  to 
make  such  a localizing  diagnosis:  neurologic  phe- 
nomena suggest  specific  anatomic  sites. 

An  organic  mental  syndrome  indicates  cerebral 
dysfunction  above  the  tentorium  of  the  cerebellum. 
Rarely,  even  this  syndrome  may  lead  to  error  in  lo- 
calization of  the  lesion. 

The  presence  of  an  “aphasia”  points  to  dysfunction 
of  the  dominant  hemisphere,  that  is,  the  left  cere- 
brum in  right-handed  individuals;  however,  in  a left- 
handed  person  the  dominance  may  still  be  in  the  left 
hemisphere.  But  an  initial  difficulty  may  be  in  de- 
termining whether  an  aphasia  is  present  or  not.  Zie- 
gler and  Zileli1  reported  an  evaluation  by  two  neurol- 
ogists of  28  patients  with  histories  of  probable  tran- 
sient cerebral  vascular  insufficiency.  Comparison  of 


the  findings  revealed  marked  discrepancies  as  to  the 
presence  or  absence  of  specific  symptoms  and  signs, 
including  those  signs  considered  as  “objective,”  such 
as  reflex  asymmetry.  With  reference  to  dysarthria, 
there  were  5 patients  in  whom  both  neurologists 
agreed  on  its  presence,  and  15  cases  in  which  they 
agreed  as  to  its  absence.  There  were,  however,  8 
cases  in  which  the  neurologists  did  not  agree.  One 
found  4 patients  to  be  dysarthric  while  the  second 
did  not,  and  vice  versa  for  the  other  4.  With  refer- 
ence to  aphasia,  both  neurologists  agreed  as  to  its 
presence  in  1 patient  and  its  absence  in  23  patients. 
There  were  3 patients  in  whom  one  neurologist 
thought  aphasia  was  present  while  the  other  did  not. 

Impaired  vision  in  one  eye  usually  is  due  to  disease 
of  the  retina  or  optic  nerve.  Bilateral  visual  impair- 
ment is  seen  most  frequently  in  dysfunction  of  both 
occipital  lobes.  Much  less  commonly  it  is  seen  in 
the  presence  of  bilateral  optic  nerve  disease.  Optic 
chiasmal  lesions  may  be  present  with  unilateral  or 
bilateral  symptoms  and  result  in  bitemporal  field  de- 
fects. More  posterior  lesions  cause  homonymous 
field  defects,  and  the  pathologic  condition  is  usually 
in  an  area  in  the  distribution  of  the  carotid  artery  or 
its  intracranial  branches  supplying  the  parietal  and 
temporal  lobes.  The  lesion,  however,  can  also  be  in 
the  distribution  of  the  posterior  cerebral  artery  which 
is  the  terminal  vessel  of  the  vertebral  basilar  arterial 
tree.  Bender2  has  recently  detailed  the  protean 
manifestations  of  visual  dysfunction. 

A hemimotor  and/or  sensory  syndrome  usually  in- 
dicates abnormality  in  the  opposite  cerebral  hemi- 
sphere. A “crossed”  syndrome,  that  is,  involvement 
of  the  cranial  nerves  on  one  side  of  the  head  and  a 
hemimotor  and/or  sensory  syndrome  on  the  opposite 
side  of  the  body  is  seen  in  brain-stem  dysfunction. 
In  the  absence  of  cranial  nerve  dysfunction,  an  oc- 
casional hemisyndrome  may  be  due  to  a lesion  in  the 
brain  stem. 

Vertigo,  imbalance,  and  double  vision  are  fre- 
quently signs  and  symptoms  of  brain-stem  dysfunc- 
tion, although  occasionally  vertigo  may  be  due  to  a 
temporal  lobe  lesion. 

Dysarthria  is  frequently  secondary  to  medullary 
and  brain-stem  dysfunction,  but  bilateral  cerebral 
disease  can  produce  a similar  sign. 

These  comments  indicate  that  although  local- 
ization of  cerebral  symptoms  and  signs  may  be 
easy,  because  of  congenital  anamolies  in  the  cere- 
bral arterial  tree,  conditions  secondary  to  patho- 
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physiology  of  various  cerebral  disorders  and  pecu- 
liarities of  potential  collateral  circulation  there 
may  be  errors  in  anatomic  localization.  For  ex- 
ample, Shapiro  and  Bender3  reported  a patient 
who  presented  a clinical  picture  identical  with 
that  of  intermittent  insufficiency  of  the  basilar  ar- 
tery system.  At  autopsy  the  basilar  artery  system 
was  grossly  and  microscopically  intact,  as  were 
the  tissues  it  supplied.  However,  both  middle  ce- 
rebral arteries  had  been  occluded. 

Etiologic  diagnosis 

Neurologic  phenomena  give  no  clue  to  the  caus- 
es of  the  disease.  Clinical  experience  has  demon- 
strated that  many  causes  can  result  in  similar 
patterns  of  neurologic  dysfunction.  It  is  inadvisa- 
ble to  use  the  expression  “stroke”  or  “transient 
ischemic  attack”  as  a clinical  diagnosis  per  se. 

To  ascertain  the  correct  cause,  the  neurologist 
must  rely  on  appropriate  laboratory  investigation. 
It  is  well  known  that  various  system  diseases,  such 
as  carcinoma,  blood  dyscrasias,  hypertension,  dia- 
betes mellitus,  arteriosclerosis,  and  infections, 
may  initially  present  neurologic  signs  or  symp- 
toms or  subsequently  develop  neurologic  sequelae. 
Most  patients  have  had  a blood  count,  hemato- 
crit, urinalysis,  blood  chemistries,  serology,  and 
chest  roentgenogram  and/or  fluoroscopy  before 
being  referred  for  neurologic  consultation.  Natu- 
rally, the  physician  has  a specific  reason  for  refer- 
ring his  patient.  It  has  been  the  experience  of  the 
author  that  it  is  best  to  obtain  pertinent  informa- 
tion about  the  patient  after,  not  before,  he  sees  the 
patient.  This,  of  course,  results  in  a fresh  ap- 
praisal of  the  clinical  problem.  Moreover,  any 
discrepancy  in  the  information  given  by  the  pa- 
tient as  contrasted  with  that  obtained  by  the  re- 
ferring physician  may  be  significant. 

The  neurologist  uses  specific  diagnostic  tests 
which  include  skull  roentgenograms,  brain  scan, 
electroencephalography,  and  echoencephalogra- 
phy.  Major  radiologic  procedures,  such  as  pneu- 
moencephalography and  angiography  are  done  in 
the  hospital  because  of  the  potential  side-effects 
and  complications. 

Roentgenology.  It  is  well  established  that 
plain  skull  roentgenograms  can  give  extremely  im- 
portant information,  such  as  abnormal  calcifica- 
tions, lytic  lesions,  enlargement  of  the  sella  turci- 
ca, shift  of  the  pineal  gland,  abnormal  vascular 
markings,  and  abnormalities  of  the  cranial  suture 
lines.  They  are  routinely  ordered  on  all  admis- 
sions to  the  neurologic  service.  However,  the  per- 
centage of  abnormalities  has  been  found  to  be 
rather  low  in  the  outpatient,  especially  when  the 
patient  may  be  suffering  from  intrinsic  vascular 
disease.  Occasionally  false  positive  films  may  be 
misleading.  Plain  roentgenograms  of  the  skull  are 
usually  not  helpful  in  intrinsic  vascular  disease. 


Brain  scan.  The  principle  of  brain  scanning  is 
based  on  the  preferential  uptake  of  radioactive 
material  by  abnormal  tissues.  This  may  be  due 
to  pathologic  alteration  in  the  cerebral  vascular 
permeability  of  the  blood  brain  barrier.  It  is  non- 
specific and  may  occur  in  many  conditions.  Vas- 
cular hyperplasia  is  common  in  many  localized 
brain  lesions  such  as  cerebral  infarct,  neoplasm, 
and  brain  abscess.  All  such  lesions  have  a similar 
degree  of  uptake  of  various  radionuclides.4  Brain 
scanning  is  reported  to  give  positive  findings  in  80 
to  90  per  cent  of  intracranial  neoplasms.  An  ex- 
cellent review  of  this  subject  has  been  published 
by  Mishkin  and  Mealey.5  An  abnormal  concen- 
tration of  radioisotopes  occurs  also  in  areas  of  in- 
creased vascularity  due  to  arteriovenous  malfor- 
mation or  intracerebral  hematoma.  With  refer- 
ence to  the  positive  brain  scan  in  subdural  hema- 
toma, the  so-called  crescent  pattern  has  also  been 
reported  in  cerebral  infarction,  metastatic  carci- 
noma, and  meningitis.6 

Although  this  test  may  demonstrate  lesions  in 
the  brain  it  too  cannot  differentiate  causes;  for  ex- 
ample a positive  scan  may  be  due  to  a neoplasm 
or  a region  of  cerebral  ischemia.  Unfortunately, 
the  brain  scan  may  also  infrequently  give  false 
positive  and  more  frequently  false  negative  infor- 
mation. Both  of  these  problems  are  demon- 
strated in  the  following  patient. 

Case  1.  An  eighty-year-old  man  was  well  until  two 
months  prior  to  examination  when  he  was  “mugged” 
and  rendered  unconscious  for  “minutes.”  Examination 
twenty-four  hours  after  the  injury  revealed  no  signifi- 
cant neurologic  findings.  Two  months  later,  he  stated: 
“I  have  had  a stroke.”  Actually  three  weeks  prior  to 
his  so-called  stroke,  he  began  to  suffer  from  bifrontal 
headaches.  Within  ten  days  he  noted  weakness  of  the 
right  hand  in  that  objects  began  to  fall  out  of  his  hand. 
During  the  following  week  his  right  hand  became 
“numb,”  and  he  could  not  hold  objects.  His  speech 
became  affected,  and  he  described  this  difficulty  as  “I 
wanted  to  tell  my  wife  something,  but  the  words  could 
not  come  out.”  He  tended  to  “drag”  his  feet. 

Neurologic  examination  revealed  a mild  organic 
mental  syndrome  which  was  normal  for  his  age.  He 
was  not  aphasic.  He  had  a right  facial  paresis  and  a 
right  hemiparesis.  The  deep-tendon  reflexes  were 
equal  and  active,  and  no  Babinski’s  sign  was  noted. 
Sensory  examination  was  intact  except  for  extinction 
on  the  right  side  with  double  simultaneous  stimulation. 

He  was  admitted  to  the  hospital  where  results  of 
blood  count,  urinalysis,  and  blood  chemistries  were  all 
normal.  Lumbar  puncture  revealed  clear  colorless 
fluid  under  normal  pressure.  Spinal  fluid  protein  was 
normal.  Plain  roentgenograms  of  the  skull  were  nor- 
mal; the  pineal  gland  was  not  calcified.  An  electroen- 
cephalogram revealed  left  cerebral  dysfunction.  Brain 
scan  demonstrated  a positive  uptake  over  the  convexity 
of  the  left  cerebral  hemisphere.  A right  brachial  an- 
giogram revealed  a subdural  hematoma  whose  largest 
diameter  was  4 cm.  over  the  convexity  of  the  right  ce- 
rebral hemisphere.  One  day  following  the  angiogram 
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the  patient  developed  a definite  left  hemiparesis.  He 
was  treated  with  steroids  and  did  well.  Repeat  angiog- 
raphy three  weeks  later  demonstrated  decreased  size  of 
the  subdural  hematoma,  and  he  continued  to  improve 
without  surgery.7  He  was  well  seven  months  after  dis- 
charge. 

A negative  brain  scan  may  strengthen  the  neu- 
rologic decision  not  to  hospitalize  a patient.  A 
positive  brain  finding  conversely  may  result  in  the 
decision  to  hospitalize.  However,  false  positive 
and  false  negative  brain  scans  are  significantly 
common  to  temper  clinical  judgment.  It  is  a be- 
nign test.  It  cannot  determine  a specific  cause. 

Electroencephalography.  Electroencephalog- 
raphy is  the  test  most  often  utilized  for  evaluating 
the  outpatient.  Its  major  advantage  is  the  ab- 
sence of  any  morbidity.  Occasionally,  technics, 
such  as  photic  stimulation  or  pentylenetetrazol 
(Metrazol)  injections,  may  cause  convulsions,  but 
these  can  be  managed. 

Electroencephalography  was  initially  employed 
in  diagnosing  convulsive  disorders  by  demonstra- 
tion of  electrical  seizure  activity.  In  the  past 
thirty  years  its  value  in  the  diagnosis  of  various 
cerebral  diseases  has  been  increasingly  appreciat- 
ed. By  careful  mapping  of  the  abnormality  an 
electroencephalogram  may  localize  a pathologic 
process.  The  incidence  of  abnormal  findings  on 
electroencephalograms  in  seizure  disorders  varies 
from  40  to  80  per  cent,  depending  on  the  type  of 
seizure.  Supratentorial  brain  tumors  are  reported 
to  be  positively  demonstrated  in  approximately  70 
per  cent  of  patients.  Vascular  lesions  frequently 
cause  abnormal  activity. 

A major  factor  in  determining  whether  the  elec- 
troencephalogram result  will  be  abnormal  is  the 
time  at  which  the  recording  is  made  with  refer- 
ence to  the  duration  of  the  patient’s  illness  and  its 
rate  of  progression.  Records  obtained  shortly 
after  the  onset  of  illness  or  during  an  active  phase, 
such  as  in  vascular  disease  and  trauma,  frequently 
have  a larger  degree  of  positive  results  than  rec- 
ords obtained  much  later.  Slow-growing  lesions 
such  as  benign  tumors  may  reach  a large  size 
without  altering  the  electroencephalographic  pic- 
ture. 

The  electroencephalogram  is  very  helpful  in  sei- 
zure disorders  and  may  aid  in  localizing  cerebral 
dysfunction.  False  negative  results  are  not  un- 
common and  occasionally  there  may  be  a false 
positive  recording  (Case  1).  It  is  a benign  test.  It 
cannot  determine  specific  causes;  similar  dys- 
rhythmias are  seen  in  diverse  pathological  pro- 
cesses. 

Echoencephalography.  Echoencephalography 
utilizes  pulsed  ultrasonic  waves  at  a frequency  of 
1.5  megacycles  directed  through  the  intact  scalp 
without  removing  the  hair.  These  waves  are  re- 
flected from  the  midline  structures,  providing  an 


echo,  which  may  be  recorded  as  a sharp  wave  on 
photographic  paper.  The  distance  of  the  midline 
structures  from  each  side  of  the  head  may  thus  be 
compared  and  displacement  measured.  A dis- 
placement of  3 mm.  is  regarded  as  abnormal. 
Leksell8  originally  used  echoencephalography  in 
patients  with  extradural  hematoma.  DeVlieger 
and  Ridder9  reported  that  21  of  47  patients  had 
displacement  of  the  upper  midline  caused  by  cere- 
bral tumor  or  intracerebral  or  extracerebral  hema- 
toma. In  a series  of  363  cases  of  cerebrovascular 
disease,  121  of  whom  were  shown  by  other  means 
to  have  displacement  of  midline  structures,  dis- 
placement was  correctly  predicted  in  95.8  per 
cent.10  The  experience  at  The  Mount  Sinai  Hos- 
pital, however,  has  been  that  the  test  was  not  too 
reliable.  White11  has  listed  six  reasons  why 
echoencephalography  has  not  fulfilled  its  antici- 
pated potential. 

Echoencephalography  is  a relatively  simply  and 
benign  procedure.  Its  ability  to  give  consistently 
reliable  information  has  been  limited. 

Diagnostic  tools  related  to  vascular  disease 

In  the  patient  above  fifty  years  of  age  vascular 
disease  is  probably  the  most  common  cause  involv- 
ing the  central  nervous  system.  Fisher12’13  em- 
phasized the  presence  of  extracranial  pathology  of 
the  carotid  vessels  in  cerebral  dysfunction.  With 
the  possibility  of  an  accessible  site  for  surgery,  the  ) 
diagnosis  of  vascular  disease  becomes  very  impor- 
tant. In  the  ambulatory  patient  the  presence  of  a 
bruit  over  the  carotid  artery  in  the  neck,  the  utili- 
zation of  carotid  compression  technics,  and  more 
recently  the  presence  of  facial  pulses  have  been 
considered  helpful  in  establishing  the  diagnosis  of 
extracranial  vascular  disease. 

Clinical  clues.  Bruit.  Rennie,  Ejrup,  and 
McDowell14  noted  a bruit  in  the  neck  in  37  per 
cent  of  patients  averaging  sixty-seven  years  of  age 
with  an  established  stroke,  in  43  per  cent  of  pa- 
tients with  symptoms  and  signs  of  cerebral  is- 
chemia or  infarction  was  a helpful  sign,  indicating 
tion,  and  in  40  per  cent  of  healthy  young  adults 
averaging  twenty-three  years  of  age.  The  bruit  of 
most  significance  is  heard  at  the  region  of  the 
common  carotid  artery  bifurcation.  When  a bruit 
is  loud  and  well  localized,  arteriography  will  con- 
firm the  presence  of  an  arterial  obstruction  at  the 
site  in  approximately  75  per  cent  of  patients.  It 
was  thought  that  a bruit  heard  in  the  neck  of  pa- 
tients with  symptoms  and  signs  of  cerebral  is- 
chemia or  infarction  was  a helpful  sign,  indicating 
the  site  of  an  extracranial  vascular  obstruction. 
Increased  circulation  due  to  collateral  channels 
may,  however,  mislocalize  the  bruit;  for  example, 
occlusion  of  the  left  carotid  artery  may  so  increase 
blood  flow  through  a normal  right  internal  carotid 
vessel  as  to  produce  the  abnormal  sound.  Fur- 
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thermore,  stenosis  of  an  external  carotid  artery 
with  or  without  occlusion  of  an  internal  carotid 
artery  can  give  rise  to  a bruit.15-18  McDowell  and 
Ejrup19  reported  that  a bruit  heard  in  the  neck  is 
commonly  encountered  in  patients  with  cerebral 
ischemia  or  infarction  but  may  also  be  present  in 
patients  of  similar  age  and  sex  without  such 
symptoms  or  signs.  A bruit  in  the  neck  of  pa- 
tients without  clinical  evidence  of  cerebral  vascu- 
lar disease  is  not  an  ominous  clinical  sign  and 
does  not  indicate  the  need  for  surgical  correction 
of  obstruction  in  extracranial  cerebral  vessels. 
Peart  and  Rob20  heard  no  murmurs  in  44  of  103 
patients  with  proved  carotid  artery  stenosis. 
Therefore,  murmurs  may  be  heard  with  asymp- 
tomatic lesions  or  be  absent  despite  symptomatic 
obstruction  of  cervical  carotid  vessels.  The  devel- 
opment of  a bruit  in  a patient  with  cerebral  symp- 
toms is  of  diagnostic  importance,  as  seen  in  the  fol- 
lowing case. 

Case  2.  A forty-six-year-old  woman  was  well  until 
three  days  before  examination,  when  she  noted  that 
she  could  not  lift  her  right  hand  or  move  her  fingers. 
The  right  upper  extremity  distal  to  the  midforearm 
felt  “numb.”  Concomitantly  there  was  difficulty  in 
talking:  “I  have  the  word  on  the  tip  of  my  tongue,  but 
it  won’t  come  out.”  She  also  admitted  to  mistakes  in 
speech,  using  incorrect  words. 

For  thirty  years  she  had  suffered  from  “migraine.” 
By  this  she  meant  sporadic  episodes  in  which  a light- 
ning flash  occurred  in  the  temporal  field  of  vision  of 
the  left  eye  which  radiated  into  the  temporal  region;  the 
head  pains  lasted  about  twenty  minutes.  Fifteen  years 
prior  to  the  present  illness  a routine  checkup  revealed 
sugar  in  her  urine.  She  was  taking  six  tolbutamide 
(Orinase)  tablets  a day.  Her  mother  and  three  broth- 
ers also  suffered  from  diabetes  mellitus. 

Neurologic  examination  revealed  a definite  aphasia 
which  was  primarily  a motor  type.  There  was  no  re- 
ceptive aphasia.  There  was  right  facial  paresis  and  al- 
most no  movements  of  the  fingers  of  the  hand.  She 
could  not  extend  the  wrist,  and  there  was  weakness  of 
flexion  at  the  wrist.  Flexion  at  the  elbow  was  slightly 
impaired,  but  extension  was  normal.  The  deep-tendon 
reflexes  were  equal  and  active.  No  Babinski’s  sign  was 
noted.  Position  sense  was  impaired  in  the  fingers  of 
the  right  hand,  and  there  was  extinction  on  double  si- 
multaneous stimulation  of  the  right  hand.  No  carotid 
bruit  was  heard.  Carotid  compression  did  not  cause 
any  symptoms.  She  was  normotensive. 

An  electroencephalogram  revealed  left  cerebral  dys- 
function. Although  the  most  likely  diagnosis  was  in- 
trinsic vascular  disease,  a brain  tumor  was  also  sus- 
pected. During  the  next  ten  days  the  patient’s  condi- 
tion slowly  deteriorated,  and  she  was  hospitalized.  On 
admission,  in  addition  to  a more  severe  aphasia  and 
the  development  of  right  hemiparesis,  a bruit  which 
had  not  been  heard  previously  was  now  heard  over  the 
left  carotid  artery  in  the  midanterior  cervical  neck  re- 
gion. 

The  results  of  a blood  count  were  normal;  a urinaly- 
sis revealed  3 plus  protein  and  4 plus  sugar.  Blood 
sugar  was  232  mg.  per  100  ml.  Lumbar  puncture  re- 


vealed clear  colorless  fluid  under  normal  pressure.  Ce- 
rebral spinal  fluid  protein  was  26  mg.  per  100  ml.  Fif- 
teen lymphocytes  were  present.  Skull  roentgenogram 
and  brain  scan  revealed  normal  findings.  An  electro- 
encephalogram revealed  the  same  left  cerebral  dysfunc- 
tion. 

The  patient’s  condition  was  stabilized  in  the  hospi- 
tal. In  view  of  development  of  the  bruit  and  the  ten- 
year  history  of  diabetes  mellitus,  it  was  thought  that 
she  probably  suffered  from  intrinsic  disease  of  the  left 
internal  carotid  artery  in  the  neck  and  similar  lesions 
in  other  intracranial  blood  vessels.  Since  the  lesion  in- 
volved the  dominant  hemisphere,  it  was  decided  not  to 
subject  her  to  the  risk  of  angiography,  inasmuch  as 
endarterectomy  was  not  contemplated.  She  was  dis- 
charged but  readmitted  three  weeks  later  with  a uri- 
nary infection.  At  this  time  angiography  was  done.  A 
lesion  was  found  in  the  extracranial  portion  of  the  left 
carotid  artery,  and  endarterectomy  was  performed. 
She  did  well  thereafter. 

A bruit  in  the  neck  may  indicate  intrinsic  vas- 
cular disease.  It  does  not  necessarily  mean  signif- 
icant stenosis  of  the  internal  carotid  artery.  It  is 
probably  of  clinical  importance  when  it  develops 
in  a patient  under  observation  for  neurologic 
dysfunction. 

Carotid  compession  test.  The  simple  carotid 
compression  test  may  yield  important  information 
concerning  the  patency  of  this  vessel.  Webster, 
Gurdjian,  and  Martin21  observed  that  digital  com- 
pression of  the  carotid  opposite  to  the  occlusion 
may  result  in  syncope.  Transient  unconscious- 
ness occurred  after  ten  seconds  of  compression 
without  bradycardia.  It  was  thought  that  brain 
ischemia  resulted  directly  from  the  reduction  in 
blood  flow  due  to  bilateral  carotid  occlusion  (com- 
plete or  nearly  so),  unrelated  to  carotid  stimulation 
and  its  attendant  vagal  reflex  or  to  vasoconstriction. 
The  function  of  the  basilar  artery  must  also  be 
given  consideration.  If  flow  in  this  vessel  is  insuf- 
ficient, the  compression  of  either  carotid  may  also 
result  in  syncope.  Previously  Askey22  reported 
the  untoward  results  of  mechanical  stimulation  of 
the  carotid  sinus.  Ten  instances  were  reported;  in 
7 a contralateral  hemiplegia  resulted.  It  has  been 
hypothesized  that  such  major  complications  may 
have  been  due  to  dislodgement  of  emboli  from  an 
atheromatous  plaque  in  the  region  of  the  carotid 
sinus.  Calverley  and  Millikan23  also  reported 
complications  during  carotid  artery  massage  and 
compression.  Toole24  cautioned  against  doing  ca- 
rotid compression  tests  without  electroencephalo- 
graphic  or  electrocardiographic  monitoring  be- 
cause electrical  changes  may  precede  clinical 
manifestations  and,  when  seen,  compression  can 
be  released  before  clinical  cerebral  insufficiency 
occurs.  The  following  case  demonstrates  this 
problem. 

Case  3.  A sixty-four-year-old  man  complained  of 
palpitations  of  the  heart.  He  was  found  to  have  cardi- 
ac dysrhythmia.  When  intermittent  episodes  of  imbal- 
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ance  developed,  a bruit  was  heard  over  the  right  carot- 
id artery.  There  were  no  neurologic  abnormalities. 
His  left  carotid  artery  was  compressed,  and  a convul- 
sion developed.  He  was  hospitalized  and  underwent 
carotid  arteriography.  There  was  disagreement  as  to 
whether  the  internal  carotid  artery  was  25  or  55  per 
cent  stenosed.  This  problem  has  also  plagued  the 
Joint  Study  of  Extracranial  Arterial  Occlusion,  whose 
criterion  for  admission  to  the  project  was  30  per  cent 
stenosis  of  one  carotid  artery.  Haas  et  al.18  reported 
that  although  there  was  frequent  disagreement  as  to 
the  presence  or  absence  of  lesions  and  the  degree  of  in- 
volvement when  the  lesion  was  present,  this  disagree- 
ment occurred  almost  entirely  when  the  lumen  was  less 
than  50  per  cent  occluded.  As  a result  of  this  study,  it 
appears  that  categorization  of  patients  according  to  the 
degree  of  stenosis  is  more  likely  to  be  accurate  when 
more  than  50  per  cent  of  the  lumen  is  involved. 

The  patient  underwent  endarterectomy  at  which 
time  it  was  found  that  the  vessel  was  almost  100  per 
cent  occluded.  Immediately  after  surgery  he  had  a se- 
vere parietal  lobe  syndrome  with  a left  hemiparesis  and 
marked  sensory  loss  including  astereognosis.  This 
gradually  improved,  and  he  was  discharged  relatively 
well. 

Carotid  compression  tests  may  give  clinical  in- 
formation but  are  potentially  dangerous  maneu- 
vers. It  seems  preferable  to  do  these,  if  at  all,  in 
the  hospital  under  controlled  conditions. 

Facial  pulses.  Fisher25  recently  drew  attention 
to  the  occurrence  of  abnormal  facial  pulses,  par- 
ticularly around  the  orbit,  in  cases  of  occlusion  of 
one  or  both  internal  carotid  arteries.  These  ab- 
normal pulses  result  from  dilatation  of  the  vessels 
that  carry  anastomotic  flow  from  the  branches  of 
the  external  carotid  artery  into  the  distal  internal 
carotid  artery  by  way  of  the  orbital  branches  of 
the  ophthalmic  artery. 

In  addition  to  the  clinical  manifestations  de- 
scribed, ophthalmodynamometry,  thermography, 
and  most  recently  transcutaneous  Doppler  ultra- 
sonics have  been  advocated  as  means  of  diagnos- 
ing extracranial  carotid  artery  disease. 

Tests  for  vascular  disease.  Ophthalmodyna- 
mometry. Ophthalmodynamometry  is  a method 
of  indirect  measurement  of  the  ophthalmic  artery 
pressure.  Mones26  has  detailed  its  utilization  in 
40  patients  in  whom  there  were  no  false  positive 
results.  Approximately  80  per  cent  of  patients 
with  carotid  occlusive  disease  had  abnormal 
ophthalmodynamometric  studies.  Croll  et  al.'11 
stated  that  retinal-pressure  studies  may  reflect  ac- 
curately the  presence  of  an  occlusion  in  one  or  the 
other  side  in  the  acute  case,  but  that  in  patients 
in  whom  collateral  circulation  may  be  established 
rapidly  through  the  ophthalmic  communication 
between  the  external  carotid  and  internal  carotid 
circulation,  the  retinal  pressures  may  equalize. 
On  the  other  hand,  when  the  supply  of  the  is- 
chemic brain  is  through  the  basilar  distribution  and 


the  posterior  communicatng  vessels,  the  retinal 
pressure  studies  may  continue  to  show  a differen- 
tial, reflecting  the  fact  that  the  distribution  of  one 
carotid  artery  has  been  shut  off.  In  the  presence 
of  bilateral  occlusive  disease  ophthalmodyna- 
mometry appeared  to  be  of  little  help. 

Toole24  considered  ophthalmodynamometry 
valuable  and  safe  as  a rapid  screening  device.  In 
a series  of  patients  with  four  transcervical  vessels 
visualized,  19  had  arteriographically  proved  carot- 
id stenosis  or  occlusion,  and  the  ophthalmic  pres- 
sure allowed  correct  prediction  of  the  lesion  in  16. 
False  negative  results,  when  not  due  to  faulty 
technic,  usually  occurred  in  chronic  carotid  ob- 
struction where  collateral  circulation  had  time  to 
develop.  Smith  and  Hoyt28  noted  diminished  re- 
tinal artery  pressure,  suggestive  of  cervical  carotid 
stenosis  or  occlusion,  but  arteriography  also  dem- 
onstrated an  inaccessible  lesion  in  the  intracranial 
portion  of  the  internal  carotid  artery  proximal  to 
the  origin  of  the  ophthalmic  branch.  On  the 
other  hand,  normal  retinal  artery  pressures  were 
obtained  even  though  the  internal  carotid  artery 
was  occluded.  Bauer  et  al.29  also  encountered 
false  negative  diagnoses  when  the  collateral  chan- 
nels in  the  orbit  were  sufficient  to  maintain  the 
arterial  pressure.  Careful  comparison  of  prearteri- 
ographic  and  postarteriographic  diagnoses  demon- 
strated in  a large  number  of  cases  that  the  prear- 
teriographic  localization  of  an  atherosclerotic  lesion 
was  often  inaccurate.  Wunsh  and  Lieberman3u 
found  that  the  pressure  head  in  the  ophthalmic 
artery  will  not  decrease  significantly  until  the  ca- 
rotid vessel  has  been  approximately  85  per  cent 
occluded.  Lesser  degrees  of  stenosis  go  undetect- 
ed. 

Ophthalmodynamometry  is  most  reliable  after 
an  acute  carotid  occlusion.  Prior  to  an  acute  oc- 
clusion and  sometimes  thereafter  it  is  not  as  help- 
ful. In  bilateral  carotid  artery  disease  the  test  is 
less  diagnostic. 

Thermography.  Thermography  produces  a 
photographic  record  of  infrared  radiation  emitted 
from  the  body  surface.  This  emission  varies  with 
surface  temperature  which  in  part  depends  on 
blood  flow.  Wood31  suggested  this  test  as  a means 
of  detecting  internal  carotid  artery  occlusion  in 
the  neck,  since  such  a lesion  would  be  expected  to 
produce  a decrease  in  blood  flow  over  the  ipsilat- 
eral  orbital  and  supraorbital  area,  which  is  pre- 
dominately dependent  for  its  blood  supply  on  the 
terminal  orbital  branches  of  the  ophthalmic  ar- 
tery. He  reported  a correlation  of  88  per  cent  be- 
tween ipsilateral  medial  forehead  coolness  and 
significant  carotid  occlusive  disease.  The  reduced 
temperature  results  from  impaired  blood  flow  in 
the  frontal  and  supraorbital  arteries,  terminal  skin 
branches  of  the  ophthalmic  artery.  In  7 patients, 
after  clinically  successful  internal  carotid  artery 
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repair,  Wood  found  2 with  persistent  coolness  on 
the  repaired  side. 

Heyman32  studied  18  patients  who  had  unilater- 
al carotid  occlusion.  In  15  both  thermography 
and  ophthalmodynamometry  were  positive  with  a 
decrease  in  ipsilateral  ophthalmic  artery  pressure 
as  well  as  a definite  decrease  in  the  temperature 
over  the  ipsilateral  supraorbital  region.  In  5 of  9 
patients  with  partial  obstruction  of  one  carotid  ar- 
tery, both  ophthalmic  artery  pressures  and  ther- 
mographic studies  indicated  the  correct  diagnosis. 
Mawdsley  et  al ,33  found  an  82  per  cent  correlation 
between  the  thermographic  diagnoses  and  angio- 
graphic findings  of  significantly  narrowed  internal 
carotid  arteries.  They  found,  however,  a rather 
high  incidence  of  false  positive  thermograms. 
Five  of  the  41  patients  with  normal  angiograms 
(14  per  cent)  had  abnormal  thermograms.  Two  of 
the  5 patients  with  false  positive  thermograms 
had  “transient  ischemic”  episodes.  In  each  of 
these  patients  the  area  of  coolness  was  on  the  side 
corresponding  to  the  clinical  symptoms,  but  the 
arch  aortogram  showed  no  narrowing  in  any  of  the 
extracranial  arteries.  Gross  and  Popham34  sur- 
veyed facial  thermograms  in  76  subjects  in  whom 
there  was  angiographic  confirmation  of  the  ab- 
sence or  presence  of  lesions  affecting  the  carotid 
circulation.  They  thought  this  technic  offered 
considerable  accuracy  in  the  diagnosis  of  unilater- 
al internal  carotid  stenosis  or  occlusion.  Diagno- 
sis of  bilateral  internal  carotid  arterial  lesions  was, 
however,  less  accurate,  the  usual  finding  being  the 
appearance  of  a unilateral  lesion  or  a normal  ther- 
mogram. Capistrant  and  Gumnit35  reported  a 
patient  with  a positive  thermogram  result  but 
normal  extracranial  arteries  at  the  time  of  angiog- 
raphy. They  also  noted  retinal  arterial  emboli 
and  suggested  that  microemboli  may  have  been 
responsible  for  the  positive  findings  on  the  thermo- 
gram. One  may  ask  “from  where?  carotid  artery 
or  heart?” 

Doppler  effect.  The  Doppler  effect,  a relatively 
new  technic,  is  a very  safe  method  of  measuring 
blood  flow.  It  was  recently  utilized  in  evaluating 
occlusive  extracranial  carotid  disease  by  Goldberg 
and  Sarin36  and  Brinker,  Landiss,  and  Croley.37 
In  a study  of  21  vessels  the  Dopplergram  correct- 
ly measured  flow  in  19  instances  as  verified  by  ar- 
teriography. The  authors  also  concluded  that  a 
Dopplergram  finding  of  decreased  carotid  flow  is  a 
good  indicator  that  flow  in  both  the  common  and 
internal  carotid  arteries  is  diminished.  A Dop- 
plergram of  normal  flow  in  no  way  rules  out  sig- 
nificant stenosis.38 

Specific  diagnostic  procedure:  angiography. 

All  of  the  tests  mentioned  may  give  some  informa- 
tion as  to  the  probable  cause  of  a patient’s  illness. 
A definitive  diagnosis,  however,  requires  hospitali- 
zation and  angiography. 


The  excellent  diagnostic  tool,  angiography,  un- 
fortunately has  major  liabilities  in  that  death  and 
serious  complications  are  known  to  occur.  Craw- 
ford39 demonstrated  that  a mural  thrombus  may 
form  on  a fibrin  plug  which  seals  the  needle  tract, 
giving  rise  to  thrombi  which  could  lodge  in  a dis- 
tal vessel.  Also  thrombotic  occlusion  of  the 
lumen  of  the  vessel  has  been  found  at  autopsy  at 
the  site  of  puncture.  Elevation  of  an  atheroma- 
tous plaque  by  the  needle  has  also  been  described. 
A subintimal  dissection  of  the  artery  may  occur 
when  the  needle  is  partially  embedded  in  the  wall 
of  the  vessel.  This  elevation  of  the  intima  may 
occlude  the  lumen  of  the  vessel.  Perivascular  in- 
jection may  also  occur  and  cause  spasm  of  the  ar- 
tery. At  The  Mount  Sinai  Hospital  40  of  483  pa- 
tients, 17  per  cent,  had  transient  complications 
following  angiography.  A complication  was  de- 
fined as  any  deleterious  change  occurring  in  the 
first  twenty-four  hours  after  the  procedure.  Only 
8 per  cent  had  any  permanent  complication  in- 
volving the  nervous  system.  There  was  only  one 
death  directly  related  to  angiography.  It  was  sig- 
nificant that  102  of  the  483  patients  were  over  the 
age  of  sixty,  and  the  presence  of  systemic  hyper- 
tension or  systemic  arteriosclerosis  seemingly  had 
little  effect  on  the  incidence  of  complications. 
McDowell  et  al.*1  reported  a death  rate  of  16  per 
cent  in  patients  with  cerebrovascular  disease. 
Fleming  and  Park42  detailed  the  occurrence  of 
dissecting  aneurysm  of  the  common  carotid  artery 
after  arteriography  in  2 patients.  In  1 patient  the 
artery  was  sufficiently  narrowed  to  produce  mas- 
sive cerebral  infarction.  In  the  other  the  hemor- 
rhage was  small  and  was  an  incidental  autopsy 
finding.  They  stated,  “it  was  surprising  how  re- 
sistant the  vessel  wall  was  to  the  trauma  of  punc- 
ture. Large  autopsy  surveys,  however,  indicate 
that  a significant  percentage  of  patients  subjected 
to  arteriography  develop  a small  dissecting  aneu- 
rysm. Lesions  large  enough  to  occlude  the  lumen 
are  extraordinarily  rare,  but  a few  have  been  re- 
ported. Nevertheless,  even  the  smallest  intimal 
elevation  may  become  the  site  of  thrombus  forma- 
tion and,  thus,  a possible  source  of  emboli.” 

Sugar43  thought  there  were  no  absolute  contrain- 
dications to  cerebral  angiography,  but  relative 
ones  included  severe  arterial  hypertension,  poor 
clinical  state  of  the  patient,  and  severe  cerebral  ar- 
teriosclerosis. Convulsions,  hemiparesis,  uncon- 
sciousness, and  very  rarely  death  may  occur  fol- 
lowing the  procedure.  The  incidence  of  complica- 
tions varies  enormously  from  one  report  to  anoth- 
er; permanent  disability  or  death  occurs  in  less 
than  one  person  in  500  and  can  be  minimized  by 
proper  patient  selection,  good  technic,  and  facili- 
ties for  emergency  resuscitation.  Sencer44  re- 
viewed the  feasibility  of  angiography  in  the  elderly 
patient  with  vascular  disease  who  may  be  suffer- 
ing from  a mass  lesion  (neoplasm,  subdural  hema- 
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toma,  or  brain  abscess).  The  development  of  less 
toxic  radiopaque  material  has  decreased  angio- 
graphic complications.  Silverstein  and  Krieger45 
reported  the  overall  incidence  of  complications  in 
500  consecutive  cerebral  angiograms  with  diatri- 
zoate  (Hypaque)  to  be  6 per  cent.  One  third  of 
these  complications  were  permanent.  There  were 
3 deaths  possibly  related  to  the  procedure.  The 
experience  of  the  Joint  Study  of  Extracranial  Arte- 
rial Occlusion  has  been  published.18  In  80  per  cent 
of  4,478  patients  with  cerebrovascular  insufficien- 
cy, complete  four-vessel  examinations  were  made. 
The  complications  of  direct  carotid  arteriography 
were  related  to  advanced  disease  of  the  vessel 
close  to  the  site  of  the  puncture  or  similar  abnor- 
malities of  the  cerebral  hemisphere  vessels  on  the 
side  injected.  On  the  other  hand,  complications 
following  brachial  procedures  appeared  to  be  re- 
lated to  the  number  of  injections,  the  total 
amount  of  contrast  material  used  in  one  session, 
the  presence  of  progressive  brain-stem  dysfunc- 
tion, or  some  combination  of  these  three  factors. 
They  concluded  that  in  patients  with  symptoms 
of  progressive  brain-stem  dysfunction,  brachial  ar- 
teriography should  be  delayed  until  the  neurologic 
status  of  the  patient  becomes  stabilized  and  arte- 
riographic  procedures  should  not  necessarily  all  be 
undertaken  in  one  session.  Furthermore,  direct 
carotid  punctures  should  be  made  as  low  as  possi- 
ble in  the  neck  to  prevent  dislodging  atheroscle- 
rotic or  thrombotic  material  which  may  be  present 
in  the  region  of  the  carotid  bifurcation.  In  11  pa- 
tients with  severe  deficit,  grave  complications  oc- 
curred following  direct  carotid  injection.  There 
were  4 deaths  (3  due  to  intracerebral  conditions,  1 
to  cardiac  arrest)  and  7 persistent  hemiplegias. 
In  1 of  the  4 patients  who  died,  autopsy  revealed 
an  old,  complete  left  internal  carotid  artery  occlu- 
sion and  a left  external  carotid  artery  recently  oc- 
cluded by  a subintimal  hematoma.  In  retrospect, 
it  appeared  most  likely  that  the  left  external  ca- 
rotid artery  was  occluded  by  the  subintimal  injec- 
tion, and  as  a consequence,  the  collateral  circula- 
tion was  severely  compromised.  The  following 
case  histories  are  illustrative. 

Case  4.  A sixty-five-year-old  woman  complained  of 
attacks  of  “dizziness,”  that  is,  a feeling  of  imbalance, 
for  seven  months.  The  attacks  were  associated  with 
“numbness”  of  the  left  arm,  left  leg,  and  left  side  of 
the  tongue.  Neurologic  examination  revealed  a mild 
left  hemimotor  syndrome.  During  the  next  three 
months  she  developed  a left  hemisensory  syndrome  and 
a left  homonymous  field  defect.  She  was  normoten- 
sive.  At  the  time  of  hospitalization  she  had  an  organic 
mental  syndrome  with  lethargy  and  a left  hemimotor 
sensory  syndrome.  In  addition,  for  the  first  time  a 
bruit  was  heard  over  the  left  carotid  artery.  On  com- 
pression of  this  artery  the  patient  developed  a grand 
mal  seizure.  Results  of  blood  count,  urinalysis,  blood 
chemistries,  and  sedimentation  rate  were  normal. 
Lumbar  puncture  revealed  clear,  colorless  fluid  under 


normal  pressure.  Spinal  fluid  protein  was  42  mg.  per 
100  ml.  No  cells  were  noted.  An  electroencephalo- 
gram revealed  focal  right  cerebral  dysfunction  in  the 
presence  of  bilateral  diffuse  cerebral  dysfunction. 
Roentgenograms  of  the  skull  revealed  normal  findings. 
A right  brachial  arteriogram  demonstrated  marked  ir- 
regularity of  the  right  axillary  and  subclavian  arteries, 
narrowing  of  the  right  external  and  internal  carotid  ar- 
tery at  their  origin,  and  occlusions  of  the  right  pericol- 
lateral  artery  and  small  posterior  cerebral  arteries.  A 
left  carotid  arteriogram  revealed  marked  stenosis  of  the 
left  internal  carotid  artery  at  its  origin.  Nevertheless, 
the  left  cerebral  circulation  filled  rather  well. 

The  patient’s  condition  stabilized,  and  she  was  ad- 
vised to  have  vascular  surgery.  She  entered  another 
institution  where  an  aortic  arch  study  was  considered 
necessary.  While  on  the  x-ray  table  with  a needle  in 
the  left  axillary  artery  but  prior  to  the  injection  of  ra- 
diopaque material,  the  patient  suddenly  developed  a 
complete  right  hemiplegia.  Angiography  was  can- 
celled. The  patient  progressively  worsened  and  died. 

Case  5.  A sixty-two-year-old  man  was  hospitalized 
because  of  severe  right  hip  pain  of  three  months’  dura- 
tion. He  was  found  to  have  prostatic  cancer  with  me- 
tastases  to  the  ilium  which  responded  to  endocrine  and 
x-ray  therapy.  He  was  asymptomatic  within  three 
weeks.  He  then  suddenly  developed  weakness  of  the 
left  extremities.  Neurologic  examination  revealed  an 
organic  mental  syndrome,  left  facial  paresis,  dysar- 
thria, left  spastic  hemiplegia,  the  deep-tendon  reflexes 
increased  on  the  left,  left  Babinski’s  sign,  and  left 
hemisensory  syndrome.  Results  of  blood  count,  urinal- 
ysis, blood  chemistries,  and  roentgenogram  of  skull 
were  normal.  An  electroencephalogram  indicated  right 
cerebral  dysfunction.  A brain  scan  delineated  a lesion 
in  the  right  midcerebral  hemisphere.  Lumber  punc- 
ture revealed  xanthochromic  fluid  under  normal  pres- 
sure; the  spinal  fluid  had  80  lymphocytes  per  cubic 
millimeter,  and  the  protein  was  60  mg.  per  100  ml. 
Right  brachial  angiogram  demonstrated  complete  oc- 
clusion of  the  right  internal  carotid  artery. 

Concept  of  transient  ischemic  attack 

In  the  older-age  group,  in  whom  the  most  com- 
mon cause  of  central  nervous  system  dysfunction 
is  intrinsic  vascular  disease,  many  clinicians  are 
not  as  yet  convinced  of  the  efficacy  of  endarterec- 
tomy. Accordingly,  many  patients  are  not  hospi- 
talized and,  of  course,  do  not  have  angiography. 
Acheson  and  Hutchinson46  analyzed  82  patients 
of  whom  38  had  clinical  evidence  of  dysfunction  of 
the  vertebral  basilar  artery  circulation.  Only  6 of 
their  patients  were  treated,  1 with  resection  of  a 
stenosis  of  the  left  internal  carotid  artery.  They 
concluded  that  57  of  the  82  patients  were  in  nor- 
mal health,  18  were  either  moderately  or  severely 
disabled  or  died  from  cerebral  vascular  disease, 
and  7 died  from  other  causes.  The  follow-up  peri- 
od was  an  average  of  forty  months.  Unfortunate- 
ly contrast  radiology  was  used  conservatively 
when  “it  was  felt  it  would  contribute  to  the  diag- 
nosis and  management.”  Friedman,  et  al .4T  noted 
60  cases  of  TIA  (transient  cerebral  ischemic  at- 
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tack)  during  five  years  of  observation  of  a large  re- 
tirement community.  Forty-four  patients  with 
TIA  and  without  previous  cerebrovascular  disease 
were  followed  up  for  an  average  of  27.4  months. 
Subsequent  thromboses  developed  in  8 (18  per 
cent),  confirming  the  prognosis  of  TIA  previously 
reported.  Twenty-seven  (45  per  cent)  of  the  pa- 
tients received  anticoagulants  during  at  least  a 
portion  of  their  follow-up;  32  (53  per  cent)  re- 
ceived antihypertensive  drugs.  Only  22  (37  per 
:ent)  were  hospitalized  at  any  time  for  TIA.  Ar- 
teriograms were  performed  on  3 patients,  2 of 
whom  underwent  vascular  surgery.  The  difficulty 
in  evaluating  these  reports  revolves  about  the  def- 
inition of  TIA.  A definite  cerebrovascular  event 
was  “any  clearcut,  localized,  neurologic  deficit  of 
sudden  onset  without  apparent  nonvascular 
cause”  (Acheson)  or  “cerebral  signs  and  symp- 
toms known  to  have  cleared  in  less  than  twenty- 
four  hours”  (Friedman).  Actually  these  patients 
had  transient  acute  and  subacute  encephalopa- 
thies. Of  the  142  cases  cited  merely  9 had  arteri- 
ography. Nevertheless  the  titles  of  the  articles 
and  the  authors’  conclusions  assumed  intrinsic 
vascular  disease  as  the  only  cause.  Had  the  re- 
maining patients  been  hospitalized  and  angio- 
graphs  performed,  other  causes  would  have  been 
noted,  such  as  neoplasms,  arteriovenous  malfor- 
mations, subdural  hematomas,  and  even  no 
pathologic  entity. 

Concept  of  "hysteria” 

The  term  “no  pathology”  indicates  no  demon- 
strable lesion  ascertained  by  carotid  arteriography 
and  does  not  imply  a psychogenic  cause.  The 
characteristics  of  the  onset  of  symptoms,  the  pat- 
tern of  dysfunction,  and  the  objective  neurologic 
findings  all  assist  the  clinician  in  differentiating 
organic  from  psychogenic  disturbances.  In  some 
patients,  especially  if  there  is  a known  psychiatric 
history,  difficulties  may  be  encountered.  In  the 
older-age  group  “classical  hysteria,”  usually  a 
symbolic  somatic  expression  utilized  by  the  pa- 
tient to  ward  off  the  anxiety  of  an  unbearable 
inner  conflict,  is  a relatively  rare  phenomenon.  It 
may  be  considered,  if  at  all,  after  all  organic  caus- 
es have  been  ruled  out.  A much  more  common 
contribution  to  the  confusion  of  diagnosis  is  the 
patient  who  elaborates  on  organic  dysfunction, 
that  is,  a “psychogenic  overlay.”  This  problem 
has  been  studied  in  detail  by  Weinstein,48  who  re- 
ported patients  whose  symptoms  were  found  to  be 
related  to  underlying  undiagnosed  organic  condi- 
tions. In  discussing  this  study,  Shapiro  contrast- 
ed the  phenomenon  of  “psychological  overlay” 
with  that  of  “classical  hysteria.”  The  following 
case  exemplifies  the  diagnostic  difficulty  in  a psy- 
chiatric patient. 

Case  6.  A fifty-eight-year-old  woman  with  a long- 


standing psychiatric  illness,  manifested  by  recurrent 
depression,  developed  difficulty  in  talking  one  week 
prior  to  neurologic  evaluation.  She  reported  inability 
to  say  certain  words,  but  by  evening  the  symptom  dis- 
appeared. Within  two  days  this  difficulty  recurred 
and  persisted.  She  also  admitted  to  concomitant  blur- 
ring of  vision  involving  both  eyes,  the  left  perhaps  more 
than  the  right.  She  had  been  taking  phenelzine  (Nar- 
dil), chlordiazepoxide  (Librium),  and  secobarbital 
(Seconal)  but  denied  the  use  of  phenothiazines.  She 
was  recently  noted  to  be  hypertensive.  Thirteen  years 
prior  to  the  present  illness  a left  kidney  was  removed. 
During  the  previous  six  years  she  had  had  intermit- 
tent tingling  of  both  hands  and  feet  lasting  “a  matter 
of  seconds.”  Cataract  surgery  was  performed  on  each 
eye  three  and  two  years  previously.  Her  mother  suf- 
fered from  diabetes  mellitus. 

The  neurologic  examination  revealed  an  organic 
mental  syndrome  with  difficulty  in  serial-7  subtraction, 
inability  to  spell  the  word  “world”  backwards.  Al- 
though she  knew  there  were  20  nickels  in  a dollar,  she 
thought  there  was  6 dollars  in  60  nickels.  She  did  not 
retain  digits  backwards.  In  writing  the  name  of  the 
President  of  the  United  States,  she  spelled  Johnson  as 
“Johson.”  She  could  not  spell  “hospital”  correctly. 
There  was  no  right-left  orientation.  There  were  no 
aphasic  elements  noted.  Cranial  nerves  vision  seemed 
to  be  somewhat  decreased  bilaterally.  There  were  no 
visual  field  defects  or  scotoma  noted.  The  optic  disks 
were  normal.  There  was  a marked  dsyarthria  but  no 
difficulty  moving  the  tongue  in  and  out  or  laterally  or 
saying  separately  vowels  and  consonants.  Results  of 
the  remainder  of  the  neurologic  examination  were 
within  normal  limits.  The  patient  was  quite  dis- 
traught, and  it  was  thought  the  speech  phenomena 
most  likely  represented  psychologic  elaboration.  Be- 
cause of  her  age,  the  likelihood  of  a prediabetic  state, 
the  hypertension,  and  considering  the  paresthesias  as 
indicative  of  cervical  spondylosis,  the  organic  mental 
syndrome  and  the  bilateral  blurred  vision  as  due  to 
bioccipital  lobe  dysfunction,  the  speech  abnormality  as 
a psychologic  elaboration  of  underlying  twelfth-nerve 
involvement,  the  cause  was  diagnosed  as  intrinsic  vas- 
cular disease  of  the  vertebrobasilar  circulation. 

Inasmuch  as  she  denied  or  forgot  taking  trifluopera- 
zine (Stelazine),  as  reported  by  the  referring  psychia- 
trist, diphenhydramine  (Benadryl)  was  prescribed  on 
the  basis  that  perhaps  the  speech  difficulty  represented 
in  part  a toxic  dyskinesia. 

When  seen  ten  days  later,  she  was  extremely  agitat- 
ed and  panic  stricken,  wondering  whether  she  was 
going  to  have  a stroke.  The  neurologic  examination 
was  about  the  same  as  previously.  Within  four  hours, 
however,  she  did  develop  a complete  right  hemimotor 
sensory  syndrome  with  aphasia.  A left  carotid  angio- 
gram revealed  stenosis  of  the  left  internal  carotid  ar- 
tery. There  was  retrograde  filling,  and  stenosis  of  the 
right  internal  carotid  artery  was  noted.  The  contrast 
medium  unfortunately  extravasated.  This  immediate- 
ly caused  a total  occlusion  of  the  left  internal  carotid 
artery.  She  subsequently  had  bilateral  endartectomies 
performed.  The  patient  did  relatively  poorly  but  even- 
tually regained  part  ial  function  of  gait  and  speech. 
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QUESTION  125.  What  is  the  rhythm  in  this  patient  with  an  external  pacemaker,  continuous  lead  II?  What 
treatment  is  indicated? 
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ELUCIDATION 


Question  125.  The  first  two  beats  are  widely  aberrant 
and  preceded  by  a pacemaker  spike.  They  are  followed 
by  two  premature  beats  with  a different  QRS  configura- 
tion which  are  ventricular  extrasystoles.  These  extra- 
systoles suppress  the  pacemaker,  which  then  begins 
beating  following  the  second  extrasystole.  After  two 
pacemaker  beats,  ventricular  tachycardia  ensues  at  an 
irregular  rate  of  approximately  150  beats  per  minute. 
This  spontaneously  disappears,  and  a pacemaker  rhythm 
with  ventricular  premature  contractions  then  recurs. 


There  are  retrograde  P waves  on  the  ascending  limbs  of 
the  T wave  of  these  paced  beats.  In  view  of  the  ventricu- 
lar irritability,  the  pacemaker  rate  should  be  accelerated, 
and,  in  this  way,  often  the  extrasystoles  can  be  sup- 
pressed and  ventricular  tachycardia  prevented.  If  this 
fails,  antiarrhythmic  drug  therapy  can  be  given.  A 
pacemaker  which  is  inhibited  by  early  spontaneous  ven- 
tricular activity  is  a demand  pacemaker. 

Question  126.  There  are  two  pacemaker  spikes  visible 
at  an  interval  of  0.22  second.  The  first  activates  the 
atrium  producing  a small  positive  wave.  The  second  ac- 
tivates the  ventricle.  This  patient  has  an  atrial-ventric- 
ular synchronized  pacemaker.  There  are  two  electrodes; 
one  lies  in  the  atrial  appendage,  the  second  in  the  right 
ventricle.  These  act  in  a synchronized  fashion  at  a fixed 
sequential  interval.  Using  this  technic  the  atrial  contri- 
bution to  cardiac  output  is  preserved  independent  of 
atrioventricular  conduction. 
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Expressive  Aphasia, 
Elevated  Enzymes,  and 
Multisystem  Involvement 

Case  history 

Ensley  Humphreys,  M.D.*:  A seventy-five- 

year-old  man  was  admitted  to  Metropolitan  Hos- 
pital for  the  third  time  with  a chief  complaint  of 
progressive  lethargy,  aphasia,  and  weakness  on 
the  left  side.  The  history  was  obtained  from  the 
patient’s  family  and  the  old  chart. 

Three  months  prior  to  admission  the  patient 
had  several  episodes  of  lower-extremity  weakness 
and  dizzy  spells.  One  month  prior  to  admission 
the  patient  lost  his  ability  to  speak  although  he 
could  understand  what  was  said  to  him.  He  was 
seen  by  a private  physician  who  diagnosed  a 
“small  stroke.”  The  patient’s  condition  was  sta- 
ble for  the  next  two  months  except  for  vague  non- 
radiating midepigastric  pain  which  was  described 
as  aching  in  nature. 

Several  days  prior  to  admission  the  patient’s 
weakness  increased.  He  had  several  episodes  of 
dizziness  and  was  finally  brought  to  Metropolitan 
Hospital  because  of  inability  to  walk.  The  pa- 
tient denied  any  history  of  nausea,  vomiting,  diar- 
rhea, constipation,  jaundice,  or  fever.  He  had  lost 
10  pounds  during  the  present  illness.  No  further 
history  was  obtainable  from  the  patient  or  his 
family. 

He  had  suffered  from  bronchial  asthma  since 
1949.  Chronic  obstructive  pulmonary  disease  was 
diagnosed  by  pulmonary  function  studies  in  1968. 
A transurethral  prostatectomy  for  prostatism  had 
been  performed  in  1968. 

The  patient  was  a well-developed,  dehydrated 
Puerto  Rican  male  who  was  unable  to  speak  but 
was  in  no  acute  distress.  The  pertinent  physical 
findings  were  as  follows:  Blood  pressure  130/90 

mm.  Hg,  pulse  rate  96,  respiratory  rate  20,  and 
temperature  97°F.  The  pupils  were  equal  and 
sluggishly  reactive  to  light.  The  neck  was  supple. 
Dry  rales  were  heard  at  the  lung  bases.  Exami- 
nation revealed  tachycardia  with  distant  heart 

* Intern  physician,  Metropolitan  Hospital. 


sounds.  A large,  midepigastric,  slightly  pulsatile 
mass,  smooth  in  contour  was  felt  in  the  epigas- 
trium. The  abdomen  was  dull  to  percussion,  but 
no  bruits  were  heard.  The  prostate  was  slightly 
enlarged  with  a 1 to  2-cm.  nodule  in  the  left  lobe. 
The  stool  was  negative  for  occult  blood. 

Neurologic  examination  revealed  a lethargic 
male  who  appeared  oriented  but  had  an  expres- 
sive aphasia.  Right  homonymous  hemianopia  by 
confrontation  was  demonstrated.  The  cough  re- 
flex was  decreased.  The  tongue  was  in  the  mid- 
line. He  moved  all  his  extremities,  but  muscle 
strength  was  greater  on  the  left.  Sensory  exami- 
nation revealed  normal  findings.  The  deep-ten- 
don reflexes  were  normal  and  symmetrical  without 
pathologic  reflexes. 

The  hemoglobin  was  16.3  Gm.  per  100  ml., 
hematocrit  50,  white  blood  cell  count  18,500  with 
86  per  cent  polymorphonuclear  leukocytes,  8 per 
cent  lymphocytes,  2 per  cent  band  forms,  3 per 
cent  monocytes,  and  1 per  cent  eosinophils.  The 
platelet  count  was  10,000,  and  the  reticulocytes 
were  1.6  per  cent.  The  blood  glucose  was  225 
mg.,  urea  nitrogen  74  mg.,  creatinine  2.7  mg.,  uric 
acid  11.1  mg.,  serum  bilirubin  1.3  mg.,  cholesterol 
150  mg.,  calcium  9.8  mg.,  and  phosphorus  5.3  mg. 
per  100  ml.  Serum  sodium  was  149  mEq.,  potas- 
sium 5.4  mEq.,  and  chlorides  107  mEq.  per  liter, 
and  bicarbonate  26  mM.  Serum  amylase  was  127 
Somogyi  units,  glutamic  oxaloacetic  transaminase 
90  I.U.,  lactic  dehydrogenase  greater  than  600 
I.U.,  alkaline  phosphatase  220  I.U.,  and  acid 
phosphatase  2.1  King- Armstrong  units.  The  pro- 
thrombin time  was  15.7  seconds  (control  11.7). 

The  following  studies  were  obtained  after  the 
patient’s  condition  was  stabilized.  Lumbar 
puncture  had  an  opening  pressure  of  120  mm. 
water,  erythrocyte  count  49,  000  per  cubic  milli- 
meter, white  blood  cell  count  35  per  cubic  milli- 
meter, with  100  per  cent  lymphocytes,  protein  132 
mg.  per  100  ml.,  glucose  160  mg.  per  100  ml.,  and 
result  of  VDRL  test  nonreactive. 

The  liver  scan  showed  enlargement  of  both 
lobes  of  the  liver  with  the  right  lobe  more  enlarged 
than  the  left.  There  were  numerous  cold  areas 
scattered  throughout  the  left  lobe.  The  brain 
scan  was  interpreted  as  consistent  with  cerebral 
infarction  of  the  left  posterior  parietal  region.  An 
intravenous  pyelogram  showed  a poorly  visualized 
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FIGURE  1.  (A)  Preadmission  film.  Linear  density  in  right  upper  lobe.  Gynecomastia  evident  on  left.  On  original  film 
this  was  bilateral.  (B)  Chest  film  dated  January  24,  1 972.  Note  rounded  density  in  periphery  of  left  lower  lung  field. 


left  collecting  system  with  left  pelvic  lipomatosis 
and  left  ureterectasis  as  well  as  possible  uretero- 
vesical obstruction. 

An  upper  gastrointestinal  series  revealed  a slid- 
ing hiatus  hernia  with  fluoroscopic  evidence  of  re- 
flux. The  impression  of  a large  mass  on  the  lesser 
curvature  of  the  stomach  was  demonstrated. 
There  was  evidence  of  extrinsic  pressure  on  the 
superior  aspect  of  the  duodenal  bulb.  Barium 
enema  revealed  multiple  diverticula  of  the  sig- 
moid and  descending  colon.  There  was  a right  in- 
guinal hernia  containing  ascending  colon  and 
cecum.  Incidentally  noted  was  retained  contrast 
medium  in  the  bladder  from  the  intravenous  py- 
elogram  and  evidence  of  outflow  obstruction  of  the 
bladder. 

The  lactic  dehydrogenase  continued  to  be  in  ex- 
cess of  600  I.U.  on  five  occasions.  The  alkaline 
phosphatase  was  greater  than  300  I.U.  on  five  oc- 
casions. The  prothrombin  time,  despite  the  use 
of  small  intermittent  doses  of  vitamin  K,  re- 
mained prolonged  from  between  15.7  to  11.7  sec- 
onds and  18.7  to  11  seconds.  The  serum  glutamic 
oxaloacetic  transaminase  ranged  from  90  to  260 
I.U.  The  hemoglobin  and  hematocrit  fell  steadily 
from  16.3  Gm.  per  100  ml.  and  50  to  9.8  Gm.  per 
100  ml.  and  31.8. 

On  the  fourth  hospital  day  a temperature  of 
102°F.  developed.  Physical  examination  revealed 
bilateral  lower-lobe  rales,  and  a chest  x-ray  film 
showed  evidence  of  bilateral  lobe  pneumonia. 
After  suitable  cultures  had  been  drawn,  the  pa- 
tient was  treated  with  antibiotics.  However,  the 
initial  and  all  subsequent  sputum  and  blood  cul- 
tures were  negative  for  pathogens. 

On  the  twelfth  hospital  day,  a nasogastric  tube 
aspirate  was  positive  for  occult  blood.  Subse- 
quent aspirates  were  intermittently  positive  for 
occult  blood. 


The  patient’s  condition  was  progressively  down- 
hill. Further  diagnostic  tests  were  deferred. 
There  was  a slow  but  continuous  drop  in  his  he- 
moglobin and  hematocrit  levels.  Pneumonia  per- 
sisted despite  antibiotic  coverage  and  mechanical 
aids.  His  neurologic  status  deteriorated,  and  on 
the  twenty-ninth  hospital  day  the  patient  became 
comatose  and  died  three  days  later. 

Radiologic  report 

B.  K.  Venkatesh,  M.D.*:  Initially,  we  have  a 
series  of  chest  films.  The  first  film  taken  seven- 
teen days  prior  to  admission  shows  a linear  opaci- 
ty in  the  right  upper  lobe  which  probably  repre- 
sents a scar  from  an  old  healed  inflammatory  dis-  , 
ease  (Fig.  1A).  The  remaining  lung  fields  are  un- 
remarkable. The  transverse  diameter  of  the  heart 
is  within  upper  normal  limits.  There  is  quite 
marked  bilateral  gynecomastia. 

The  admission  chest  film  shows  essentially  no 
change  from  the  preadmission  film.  The  next 
chest  film  was  taken  on  the  seventh  hospital  day, 
and  at  this  time,  both  costophrenic  angles  are  not 
well  seen.  However,  no  definite  evidence  of  fluid 
layering  in  the  pleural  cavity  is  seen.  Another 
film  of  the  chest  taken  on  the  fifteenth  hospital 
day  shows  a plate-like  atelectasis  in  the  right 
base.  There  is  also  rounded  density  approximate- 
ly 2.5  cm.  in  diameter  in  the  periphery  of  the  left 
lower  lobe,  and  some  superimposed  linear  densi- 
ties in  this  region  are  also  noted.  The  remaining 
lung  fields  are  clear. 

The  chest  film  taken  on  the  twenty-second  hos- 
pital day  shows  no  change  in  the  appearance  of 
the  opacity  seen  in  the  left  base.  The  plate-like 
atelectasis,  however,  seen  at  the  right  base  has 
cleared  (Fig.  IB). 

* Assistant  Professor,  Department  of  Radiology.  New  York 
Medical  College — Metropolitan  Hospital. 
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FIGURE  2.  (A)  Note  extrinsic  pressure  on  lesser  cur- 

vature aspect  of  stomach  and  duodenal  bulb.  (B)  Film 
from  barium  enema  shows  inferior  displacement  of  he- 
patic flexure.  Few  diverticula  seen  in  descending  colon. 

An  upper  gastrointestinal  examination  on  the 
eighteenth  hospital  day  reveals  no  intrinsic  abnor- 


mality in  the  esophagus,  stomach,  duodenal  bulb, 
or  the  visible  portions  of  the  rest  of  the  small 
bowel.  However,  there  is  considerable  extrinsic 
pressure  on  the  lesser  curvature  aspect  of  the 
stomach  and  also  the  duodenal  bulb  (Fig.  2A).  In 
one  of  the  lateral  views  of  the  chest  with  a naso- 
gastric tube  in  situ,  there  is  evidence  of  displace- 
ment of  the  intragastric  portion  of  the  tube  poste- 
riorly. All  these  findings  indicate  marked  hepato- 
megaly. 

A barium  enema  performed  on  the  tenth  hospi- 
tal day  shows  a few  diverticula  in  the  descending 
and  sigmoid  colon.  The  hepatic  flexure  is  dis- 
placed inferiorly  by  the  enlarged  liver.  The 
cecum  is  seen  to  be  contained  in  a scrotal  hernia. 
Incidentally,  contrast  medium  is  seen  in  the  blad- 
der, remaining  from  a intravenous  urogram  per- 
formed previously  (Fig.  2B). 

Discussion 

Mardoqueo  I.  Salomon,  M.D.*:  When  a sev- 
enty-five-year-old man  develops  a picture  of  ex- 
pressive aphasia,  homonymous  hemianopia,  and 
contralateral  weakness,  one  at  once  thinks  of  a le- 
sion involving  the  left  middle  cerebral  artery.  In- 
deed, as  you  can  see  from  the  sketch  the  stem  of 
that  artery  gives  rise  to  the  superior  and  inferior 
branches  which  together  irrigate  a very  large  terri- 
tory on  the  cortical  aspect  of  the  brain  (Fig.  3A). 
The  depth  of  the  lesion  is  also  of  great  impor- 
tance as  can  readily  be  seen  on  a frontal  section  of 
the  brain  (Fig.  3B).  Thus,  a wide  spectrum  of 
disorder  can  result  from  any  lesion  obstructing  the 
flow  of  blood  through  that  vessel.  Let  us  just 
mention  two  facts:  First,  the  fascinating  syn- 

drome of  alexia,  acalculia,  finger  agnosia,  and 
right-left  confusion,  the  so-called  Gerstmann  syn- 
drome, can  readily  result  from  such  a lesion.  The 
second  point  I wish  to  emphasize  is  that  there  is 
no  need  for  a complete  obstruction  of  a cerebral 
vessel  to  cause  “mischief’  in  the  most  distal  terri- 
tories irrigated  by  the  terminal  branches  of  such  a 
vessel.  In  fact,  the  concept  of  the  so-called  “die 
letzten  Wiesen” — the  last,  glens — was  introduced 
to  describe  the  ischemic  consequences  in  the  “far- 
away” lands  of  the  brain,  when  there  is  no  com- 
plete obstruction,  but  the  irrigation  is  too  weak  to 
nourish  delicate  brain  substance  adequately  in  the 
distal  segments. 

The  protracted  evolution  of  that  patient’s 
“stroke”  at  once  leads  us  practically  to  rule  out  a 
cerebrovascular  accident;  certainly,  a hemorrhage 
does  not  behave  this  way  nor  does  an  embolism. 
Parenthetically,  and  as  will  become  clear  in  our 
later  discussion,  this  man  had  the  ideal  clinical 
setting  for  a marantic  endocarditis.  But  his  brain 
lesion  cannot  be  explained  on  this  basis.  Indeed, 
this  is  not  the  behavior  of  a thrombosis  either.  In 
fact,  the  entire  clinical  picture  can  readily,  nay, 

* Clinical  Professor  of  Medicine  and  Attending  Physician, 
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FIGURE  3.  (A)  Lateral  aspect  of  cerebral  hemisphere 

showing  distribution  of  middle  cerebral  artery.  (B)  Co- 
ronal section  of  brain  showing  "territory"  of  cerebral 
artery. 


must  be  explained  by  an  infiltrative  lesion  involv- 
ing the  left  parietal  lobe  as  the  brain  scan  has  al- 
legedly confirmed.  Before  leaving  this  subject, 
perhaps  a few  words  should  be  said  about  the 
classification  of  aphasia  which  to  my  mind  has 
long  suffered  from  the  pseudoscientific  endeavor 
to  subdivide  this  fascinating  syndrome  in  artifi- 
cially tight  subcompartments,  for  example,  the 
classification  advanced  by  Head.1  In  fact,  I think 
Goldstein2  was  the  man  really  responsible  for  the 
most  reasonable  classification. 

I believe  we  have  cogent  reasons  to  assume  that 
the  main  problem  with  this  patient’s  disease  was 
an  underlying  malignant  condition.  Not  only  the 
weight  loss,  increasing  anemia,  general  steady 
downhill  course,  but  especially  the  huge  liver, 
with  the  scan  demonstrating  “islands”  of  disease 
within  that  organ  make  the  diagnosis  of  cancer  in- 
escapable. Thus,  this  strengthens  my  belief  that 
the  intracranial  disorder  was  metastatic  in  origin. 
But  where  was  the  lesion  whence  the  metastases 
came? 

The  presence  of  a nodule  within  the  prostate  as 
described  in  the  protocol  at  once  calls  our  atten- 
tion to  that  organ.  It  is  a well-established  fact 
that  in  men  in  their  eighth  decade  carcinoma  of 
the  prostate  is  extremely  frequent.  Indeed,  an  oc- 


cult carcinoma  is  allegedly  found  in  the  majority 
of  such  people.  Parenthetically,  more  than  half  of 
palpable  nodules  in  the  prostate,  and  this  applies 
even  to  “hard  nodules,”  are  benign  in  nature,  a 
fact  emphasized  again  recently  by  Herman3  in  his 
recent  review  of  this  problem.  The  fact  that  the 
bladder  was  obstructed  adds  probability  to  a di- 
agnosis of  carcinoma  of  the  prostate.  Incidental- 
ly, and  while  we  are  on  the  subject  of  obstruction 
of  the  ureter,  let  me  emphasize  the  importance  of 
Bergman’s  sign,  namely,  in  intraluminal  obstruc- 
tions of  the  ureter  it  is  the  distal  not  the  proximal 
portion  of  that  organ  that  becomes  dilated,  con- 
trariwise to  all  other  tubular  organs.  The  mecha- 
nism of  this  phenomenon  is  not  clear,  but  its  exis- 
tence is  not  in  dispute.  In  our  case  there  may 
have  been  an  obstruction  in  the  intravesical  part 
of  the  ureter,  but  there  appears  also  to  have  been 
an  extrinsic  pressure  on  it,  as  for  example  seen  in 
a lymph  node  compressing  the  ureter.  We  know 
that  prostatic  carcinoma  tends  to  spread  through 
the  pelvic  lymphatics;  however,  I doubt  very 
much  that  the  prostate  was  the  original  seat  of 
the  carcinoma.  First,  I never  recall  having  seen 
such  a huge  liver  due  to  prostatic  secondaries  into 
that  organ,  at  least  in  the  absence  of  widespread 
bony  metastases.  Second,  the  normal  acid  phos- 
phatase speaks  against  it;  and  third,  the  remain- 
der of  the  clinical  picture,  the  lesions  in  the  lung, 
in  the  brain,  and  so  forth,  do  not  corroborate  my 
suspicion  of  the  prostate.  Thus,  while  the  man 
may  have  carcinoma  of  the  prostate,  this  does  not 
appear  to  me  to  be  the  cause  of  all  of  his  disor- 
ders. 

Could  the  kidney  be  the  culprit?  Of  course,  a 
hypernephroma  could  cause  this  man’s  signs  and 
symptoms.  Fever  is  common  in  that  disease;  ane- 
mia is  much  more  common  than  polycythemic 
erythrocytosis,  notwithstanding  the  role  of  the 
juxtaglomerular  apparatus  in  the  production  of 
erythropoietin.  My  own  experience  agrees  with 
Harrison  and  Mahoney’s4  in  this  regard.  Paren- 
thetically, anemia  in  neoplasms,  while  frequently 
due  to  direct  blood  loss  (for  example,  in  a bleeding 
gastric  or  colonic  carcinoma),  is  perhaps  more  fre- 
quently due  to  depression  of  erythropoiesis  and 
shortened  life  span  of  the  red  cell,  or,  in  other 
words,  to  hemolysis.  Parasitism  of  folate  and/or 
vitamin  B[2  may  also  be  a factor,  and  in  this  case 
the  folate  was  depressed.  I shall  not  go  into  the 
problem  of  “crowding  out”  of  the  red  cell  precur- 
sors, a concept  that  has  recently  been  largely 
modified.  So  far  as  the  patient  under  discussion 
is  concerned,  the  mysterious  shadow  on  the  left 
kidney  is  at  least  four  years  old;  the  likelihood  of 
xanthogranulomatosis  is  much  greater  than  that 
of  a hypernephroma.  One  more  point:  Klemper- 
er’s dictum  that  small  hypernephromas  do  not 
metastasize  appears  to  me  a very  valid  rule. 
Thus,  while  bronchogenic  carcinoma  can  kill  the 
patient  by  metastases  without  ever  reaching  the 
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state  of  radiologic  visibility,  this  hardly  applies  to 
renal  cancer.  Hence,  I must  dismiss  the  latter  en- 
tity albeit  with  great  diffidence.  We  have  to  look 
for  greener  pastures. 

At  this  point  perhaps  a few  words  concerning 
elevated  enzymes  are  in  order.  The  increase  in 
creatine  phosphokinase  may  be  due  to  the  brain 
lesion,  and  the  lactic  dehydrogenase  and  alkaline 
phosphatase  are  most  likely  due  to  the  liver  in- 
volvement.5 Indeed,  Kaplan6  in  a recent  survey 
points  out  that  that  particular  enzyme  is  very 
high  in  parenchymatous  hepatic  disease,  even 
though  it  does  not  reach  the  extremely  high 
amounts  observed  in  biliary  obstruction  or  in  bone 
disease. 

As  for  the  liver,  one  has  to  consider  the  possibil- 
ity of  a hepatoma.  Incidentally,  I believe  this  to 
be  one  of  the  most  puzzling  tumors,  first,  because 
it  seems  that  its  multicentric  origin  appears  to  be 
firmly  established,  and  second,  because  of  its  bi- 
zarre geopathologic  behavior.  I saw  many,  many 
cases,  even  in  young  people,  in  South  Africa  and 
in  Southeast  Asia,  while  in  the  Western  world  it 
still  remains  a rather  infrequent  disease  and  is  ob- 
served more  often  in  older  people,  and  even  this 
rather  in  people  with  coarse  nodular  cirrhosis. 
Furthermore,  it  would  appear  that  there  is  a re- 
cent change  in  its  pathologic  picture,  namely,  the 
emergence  of  a hybrid  lesion,  cholangiohepatoma. 
Be  that  as  it  may,  while  I cannot  rule  out  hepato- 
ma in  this  case,  I believe  that  the  general  clinical 
setting  is  against  it,  and  that  the  liver  had  metas- 
tases  from  somewhere  else.  It  would  be  rather 
difficult  to  explain  the  brain  involvement  on  the 
basis  of  hepatoma.  The  lack  of  jaundice  would 
also  militate,  albeit  slightly,  against  that  diagno- 
sis. So  we  shall  still  look  for  the  primary  lesion 
somewhere  else,  even  though  the  patient  was  alco- 
holic and  thus  a candidate  for  cirrhosis. 

Could  bronchogenic  carcinoma  cause  the  entire 
picture  in  this  patient?  Certainly  all  of  you  have 
seen  such  carcinomas  manifest  themselves  initial- 
ly as  metastases  to  the  liver,  to  the  brain,  or  to 
both.  What  is  more,  we  have  all  seen  such  carci- 
nomas elude  the  most  astute  radiologist,  even 
after  he  was  informed  of  its  presence.  Neverthe- 
less, in  the  absence  of  a definite  shadow  on  the 
chest  film,  I hesitate  to  make  such  a diagnosis  in 
this  case.  In  fact,  I consider  his  right  upper-lobe 
lesion  as  an  innocent  anamnestic  relic.  As  for  the 
left  lower  lung,  I shall  come  back  to  it  later. 

Could  the  stomach  cause  all  of  this  man’s  trou- 
bles? Again  we  are  all  aware  of  small  “radiolog- 
ically  hidden”  carcinomas  of  that  organ,  making 
their  initial  clinical  appearance  as  metastatic  le- 
sions. Yet,  in  view  of  the  radiologic  lack  of  in- 
trinsic gastroenterologic  abnormalities,  I tend  to 
remove  this  diagnostic  possibility  from  my  top 
priority  list. 

As  you  can  see,  I am  still  in  search  of  a plausi- 
ble organ  to  account  for  the  primary  lesion  in  this 


case.  Well,  a combination  of  both  “negative”  and 
“positive”  aspects  of  the  clinical  and  ancillary  na- 
ture of  the  problem  leads  me  to  postulate  the  pan- 
creas as  the  “culprit.”  Indeed,  such  assumption 
would  be  a real  thread  of  Ariadne  in  this  puzzling 
case.  A neoplasm  of  the  pancreas  is  known  to  be 
the  most  elusive  of  all  gastrointestinal  tract  tu- 
mors, thus  able  to  defy  even  an  assiduous  search 
for  a long  time.  It  would  readily  account  for  the 
huge  metastatic  liver;  it  would  readily  explain  the 
recent  advent  of  diabetes  mellitus,  even  though 
any  elderly  man  is  obviously  “entitled”  to  develop 
a diabetes  de  novo.  It  would  explain — and  this 
last  point  is  of  great  importance — the  suspicious 
shadows  in  the  left  lung.  The  loss  of  weight 
would  certainly  be  accounted  for.  Thus,  in  effect, 
I think  we  marshaled  enough  evidence  to  incrimi- 
nate the  pancreas. 

Now  which  part  of  the  pancreas?  I think  we 
can  safely  eliminate  the  head  of  that  organ  from 
consideration;  for  it  would  have  caused  more  defi- 
nite radiologic  evidence  at  that  stage  as  well  as 
some  jaundice — two  features  absent  in  this  case. 
Furthermore,  the  body  of  the  pancreas  is  also  ap- 
parently not  the  seat  of  the  primary  lesion,  since 
this  part  of  the  organ  is  usually  very,  very  painful. 
Also,  the  body  of  the  pancreas  still  causes  more 
radiologic  evidence  than  the  one  obtained  in  our 
case.  Thus,  by  exclusion,  we  are  constrained  to 
postulate  the  tail  of  the  pancreas,  and  this  is  my 
final  diagnosis. 

Gentleman,  I think  that  clinical  wisdom  con- 
sists in  drawing  the  right  conclusion  on  the  basis 
of  insufficient  evidence.  Well,  if  my  conclusions 
are  right,  I passed  the  test  of  clinical  wisdom;  if 
they  are  wrong,  should  I ascribe  it  to  the  deficien- 
cy of  data? 

Samuel  H.  Rubin,  M.D.:  I believe  we  have  to 
stress  the  fact  that  carcinoma  of  the  prostate  is 
most  unlikely,  albeit  because  of  the  extreme  rarity 
with  which  it  metastasizes  to  the  brain. 

Edward  Perla,  M.D.:  Dr.  Salomon,  what  do 

you  think  of  the  importance  of  alpha-feto-protein 
in  such  cases? 

Dr.  Salomon:  As  you  know,  until  very  recent- 
ly we  thought  it  was  really  “pathognomonic”  for 
hepatic  neoplasms,  both  primary  and  secondary. 
But  the  initial  enthusiasm  started  to  fade  recent- 
ly, when  several  reports  appeared  in  the  New  En- 
gland Journal  of  Medicine  showing  that  that  par- 
ticular protein  was  found  also  in  nonhepatic  neo- 
plasms. 

S.  Schwartz,  M.D.:  Cirrhosis  of  the  liver,  with 
hepatoma  as  a secondary  manifestation,  should  be 
considered  in  that  alcoholic  patient.  In  diabetes 
it  is  supposed  to  lower  the  blood  sugar. 

Dr.  Salomon:  Yes,  it  was  Dr.  Boyd  in  this  hos- 
pital who  really  discovered  the  hypoglycemic  ten- 
dencies of  hepatoma.  Well,  in  this  patient  dia- 
betes started  rather  recently,  and  we  know  of  no 
hypoglycemic  manifestation  in  this  case. 
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FIGURE  4.  (A)  Cerebral  infarct  and  blood  vessel  occluded  by  sickled  erythrocytes.  (B)  Midpower  of  lungs  depicting 
metastatic  pancreatic  adenocarcinoma. 


FIGURE  5.  (A)  Embolus  in  pulmonary  artery.  (B)  Liver 

with  multiple  nodular  metastases. 

Sheldon  Jakir,  M.D.:  Dr.  Salomon,  would  you 
comment  on  the  gynecomastia  in  this  patient? 

Dr.  Salomon:  This  is  a phenomenon  observed 
in  neoplasms  which  is  due  to  secretion  of  a luteiniz- 
ing hormone  leading  to  estrogen  production.  A 
recent  survey  of  endocrine  manifestations  of  cancer 
has  recently  been  published  by  Ross.7 

Clinical  diagnoses 

1.  Cerebral  vascular  accident 

2.  Hepatoma 

3.  Prostatic  hypertrophy 

Dr.  Salomon's  diagnosis 

Carcinoma  of  the  tail  of  the  pancreas  with  me- 
tastases to  the  brain,  liver,  and  lung 


FIGURE  6 (A)  Sectioned  tail  of  pancreas  with  discrete  I 

tumor.  (B)  Fairly  well-differentiated  adenocarcinoma  of 
pancreas  with  abundant  fibrocollagenous  tissue. 


Pathologic  discussion 

Alfredo  La  Porta,  M.D.*:  The  parieto-occipi- 
tal  region  of  the  left  cerebral  hemisphere  present- 
ed multiple  infarctions  in  the  proximity  of  which 
numerous  blood  vessels  were  occluded  by  sickled 

* Assistant  Pathologist,  Metropolitan  Hospital  Center;  As- 
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erythrocytes  (Fig.  4A).  Both  cerebral  hemi- 
spheres were  free  of  metastatic  lesions. 

Patchy  consolidations  by  intra-alveolar  leukocy- 
tic exudate  were  evident  in  both  lungs,  and  neo- 
plastic acinar  structures  occurred  in  both  the  pa- 
renchyma and  lymphatic  channels  (Fig.  4B). 

Embolic  phenomena  involved  the  venous  as  well 
as  the  arterial  systems.  The  right  leg  was  swollen 
and  discolored,  presumably  by  phlebothrombosis 
to  which  the  pulmonary  embolization  is  attrib- 
uted (Fig.  5A).  Infarcts  were  found  in  both  kid- 
neys and  in  the  spleen. 

The  liver  was  considerably  enlarged  and 
weighed  1,880  Gm.  A great  part  of  the  hepatic 
parenchyma  was  replaced  by  discrete  nodules  of 
metastatic  tumor  (Fig.  5B). 

The  mesenteric  lymph  nodes,  gallbladder,  sero- 
sa of  the  gastrointestinal  tract,  and  diaphragm 
were  seeded  with  tumor  metastases.  The  latter 
originated  from  a hard  nodular  mass  within  the 
tail  of  the  pancreas  which  measured  4 by  3 cm. 
(Fig.  6A).  Histologically  the  tumor  was  a moder- 
ately well-differentiated  adenocarcinoma  of  small 
duct  type  with  a conspicuous  desmoplastic  re- 
sponse (Fig.  6B). 

Venous  and  arterial  thrombosis  is  frequently  as- 
sociated with  carcinoma  of  the  pancreas.  Carci- 


nomas arising  in  the  body  and  tail  are  more  likely 
associated  with  thrombotic  manifestations.  The 
incidence  of  multiple  thrombi  increases  propor- 
tionately as  the  degree  of  differentiation  of  the 
carcinoma  decreases. 

Final  diagnoses 

1.  Adenocarcinoma  of  tail  of  pancreas  with 
metastases  to  liver,  lungs,  gallbladder,  and  mes- 
enteric lymph  nodes 

2.  Pulmonary  embolism 

3.  Infarcts  of  kidneys,  spleen,  and  brain 
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Special  Article 


Why  Patients  in 
Ongoing  Psychiatric 
Therapy  Visit  An 
Emergency  Room 

BRUCE  A.  LIEF,  M.D.* 

New  York  City 

Psychiatric  Resident,  St  Luke's  Hospital  Center 


The  addition  of  the  psychiatric  walk-in  clinic  to 
the  emergency  facilities  of  the  general  hospital  has 
played  an  increasingly  important  role  in  servicing 
the  mental  health  needs  of  the  community.14  Its 
goal  is  crisis  intervention.  Jones  and  Polak5  de- 
fine a psychiatric  crisis  as  “an  intolerable  situa- 
tion which  threatens  to  become  a disaster  or  calam- 
ity if  certain  organizational  and  psychological 
steps  do  not  take  place  immediately.”  Among 
the  crisis  situations  which  present  themselves  are 
those  involving  patients  in  therapy  at  another  fa- 
cility. Why  would  any  patient,  rather  than  seek- 
ing out  his  own  therapist  in  a time  of  crisis,  con- 
sult a different  psychiatrist  in  a strange  setting? 
The  present  report  will  attempt  to  answer  this 
perplexing  question. 

Method 

The  facilities  of  the  St.  Luke’s  Hospital  Center, 
New  York  City,  walk-in  clinic  were  used  to  help 
make  this  determination.  The  clinic,  a division  of 
the  Department  of  Psychiatry,  has  been  in  opera- 
tion since  July,  1967.  It  is  staffed  by  both  psychi- 
atric residents  and  attendings  twenty-four  hours  a 
day,  and  presently  is  servicing  about  150  new 
cases  each  month.  The  St.  Luke’s  community  is 
a racially,  religiously,  and  economically  mixed 
population  of  250,000  people  living  on  the  upper 
west  side  of  Manhattan.  It  includes  Columbia 
University. 

Between  April  and  September,  1969,  each 
member  of  the  walk-in  clinic  staff  was  asked  to 
record,  on  a questionnaire  prepared  by  the  author, 
his  impressions  of  any  patient  who  reported  ever 

‘Present  address:  Department  of  Mental  Health  Sciences, 
Hahnemann  Medical  College,  Philadelphia,  Pennsylvania 
19102. 


having  been  in  psychotherapy.  The  patients 
themselves  were  allowed  to  define  being  “in  ther- 
apy” since  it  was  believed  to  be  a subjective  im-  I 
pression  based  on  a patient’s  own  feelings  of  re- 
latedness to  his  physician.  They  defined  it  in  the  | 
broadest  possible  way,  from  a single  visit  to  a i 
psychiatrist  to  nine  years  of  therapy  on  a three  I 
times  a week  basis.  By  examining  the  reasons  for  i 
these  emergency  room  visits,  we  hoped  to  under- 
stand more  clearly  the  relationship  of  these  crisis 
situations  to  the  patient’s  own  therapy.  The 
length  of  time  since  the  last  therapy  hour,  the  set- 
ting of  the  therapy,  diagnostic  impression,  the 
range  of  complaints,  and  demographic  data  were 
then  investigated. 

Results 

Between  April  and  September,  1969,  49  patients 
who  said  they  had  had  psychiatric  therapy  pre- 
sented themselves  to  the  walk-in  clinic,  at  St. 
Luke’s  Hospital  Center  (Fig.  1).  The  psychiatrist 
was  able  to  determine  that  43  per  cent  came  to 
the  walk-in  clinic  because  of  strong  feelings  of  dis- 
satisfaction with  their  therapists.  Another  39  per 
cent  came  to  St.  Luke’s  because  of  an  indepen- 
dent crisis  in  their  lives  for  which  they  did  not  re- 
turn to  their  previous  source  of  treatment.  An  at- 
tempt to  recontact  previous  therapists,  all  of 
whom  were  St.  Luke’s  psychiatric  residents,  was 
made  by  8 per  cent  of  the  patients.  The  final  10 
per  cent  came  for  reasons  which  the  emergency 
room  psychiatrist  could  not  determine. 

Of  the  21  patients  in  the  dissatisfied  group,  al- 
most half  were  upset  because  they  had  been  sepa- 
rated from  their  physician  (Table  I).  The  major 
precipitant  was  either  a recent  termination  of 
therapy,  or  the  psychiatrist’s  being  on  vacation. 
Another  large  group  of  patients  felt  that  their 
physician  was  critical  of  them  or  was  losing  inter- 
est in  them.  Only  1 patient  interviewed  had  tried 
to  reach  his  own  therapist  for  his  emergency. 
After  repeated  failures,  he  became  increasingly 
anxious  and  agitated.  Only  then  did  he  seek 
assistance  at  St.  Luke’s. 

When  these  patient  groups  were  studied  as  to 
the  length  of  time  since  their  last  therapy  hour,  it 
was  found  that  45  per  cent  had  last  seen  their 
psychiatrists  within  twenty-eight  days  (29  per 
cent  within  the  past  seven  days),  while  45  per  cent 
had  had  no  contact  with  their  therapists  in  at 
least  four  weeks  (Fig.  2 and  Table  II).  It  is  signif- 
icant that  of  the  patients  who  had  last  seen  their 
physicians  within  four  weeks,  29  per  cent  fell  into 
the  dissatisfied  group  of  patients,  while  only  12 
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D - dissatisfied 
IC  - independent  crisis 
KT  - recontact  therapist 
U - unknown 


Patient  Group 

FIGURE  1 Per  cent  interviewed  in  each  patient  group 


TABLE  I.  Reasons  patients  feel  dissatisfied  with 
their  therapists 


Reasons  For  Visit 

Number  Patients 

Termination  of  therapy 

5 

Therapist  on  vacation 

5 

Therapist  seems  critical 

5 

Therapist  seems  uninterested 

3 

Anxiety  during  or  following  sessions 

2 

Unable  to  contact  own  therapist 

1 

Total 

21 

100 


per  cent  came  to  the  walk-in  clinic  because  of  an 
independent  crisis  in  their  lives.  A closer  analysis 
shows  that  26  per  cent  of  the  patients,  who  had  re- 
cently been  in  therapy,  came  to  the  emergency 
room  within  one  week  of  their  last  session.  Of 
these,  16  per  cent  were  in  the  dissatisfied  group 
and  10  per  cent  in  the  independent  crisis  group. 
After  receiving  no  therapy  for  at  least  four  weeks, 
only  14  per  cent  were  believed  by  the  St.  Luke’s 
psychiatrist  to  have  appeared  in  the  emergency 
room  because  of  feelings  of  dissatisfaction  with 

Patient  Group  Key  - D - dissatisfied 

IC  - independent  crisis 
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60  a 


RT  - recontact  therapist 
U - unkncwn 
T - total 


TDICRT  T D IC  RT  T 

<4  wks.  >4  wks.  Unknown 


Length  of  Tine  Since  Last  Therapy  Hour 

FIGURE  2 Relationship  between  patient  group  and  length  of  time  since  last  therapy  hour. 
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TABLE  II.  Relationship  of  patient  groups  to  length  of  time 
since  last  therapy  hour 

. Patient  Group 

Recon- 


Time 

(Days) 

Dis- 

satisfied 

Inde- 

pendent 

Crisis 

tact 

Ther- 

apist 

Un- 

known 

0 to  7 

8 

5 

1 

0 

8 to  28 

6 

1 

1 

0 

>28 

7 

13 

2 

0 

Unknown 

0 

0 

0 

5 

their  own  therapist,  while  27  per  cent  appeared 
because  of  an  independent  crisis  in  their  lives. 

Examination  of  the  setting  of  the  previous  ther- 
apy provided  the  following  results.  Of  the  pa- 
tients examined,  33  per  cent  had  had  only  outpa- 
tient therapy,  21  per  cent  had  had  therapy  only  in 
the  setting  of  a psychiatric  ward,  and  47  per  cent 
had  been  treated  both  as  inpatients  and  outpa- 
tients (Fig.  3).  All  of  the  dissatisfied  patients  had 
had  some  outpatient  treatment.  Of  those  pa- 
tients who  never  had  been  hospitalized,  21  per 
cent  fell  into  the  dissatisfied  group.  This  com- 
pares with  10  per  cent  in  the  independent  crisis 
group.  However,  18  per  cent  of  the  patients 
whose  only  treatment  had  been  confined  to  an  in- 
patient ward  were  also  in  the  independent  crisis 
group. 

Altogether,  of  the  49  patients  interviewed  at  St. 


Luke’s,  24  per  cent  had  never  been  treated  outside 
of  a State  Hospital.  Of  this  total,  4 per  cent  were 
in  the  dissatisfied  group  and  14  per  cent  were  in  the 
independent  crisis  group. 

Schizophrenia  was  the  diagnosis  in  67  per  cent 
of  the  49  patients;  the  total  psychotic  population 
was  69  per  cent.  Neurotic  diagnoses  were  found 
in  27  per  cent  of  the  patients — 23  per  cent  of  the 
neurotic  patients  had  reactive  depressions.  The 
final  group  of  4 per  cent  had  organic  brain  syn- 
dromes (Fig.  4). 

Therefore,  90  per  cent  of  the  patients  inter- 
viewed were  diagnosed  as  either  being  schizophre- 
nic or  having  a reactive  depression.  The  numbers 
of  schizophrenic  patients  were  almost  evenly  di- 
vided between  the  dissatisfied  and  the  indepen- 
dent crisis  groups  (Table  III).  Approximately  half 
of  the  dissatisfied  schizophrenic  patients  appeared 
at  the  walk-in  clinic  within  four  weeks  of  their  last 
therapy  hour;  this  was  true  of  only  25  per  cent  of 
the  schizophrenic  patients  in  the  independent  cri- 
sis group. 

When  studying  the  group  of  patients  with  reac- 
tive depressions,  we  found  that  most  of  them  were 
in  the  dissatisfied  group.  An  overwhelming  num- 
ber of  the  depressed  patients  who  were  dissatis- 
fied with  their  therapists  came  to  the  emergency 
room  within  four  weeks  of  their  last  therapy  hour 
(86  per  cent).  Of  the  independent  crisis  group,  33 
per  cent  appeared  in  the  same  time  interval. 

Feelings  of  anxiety  and  depression  were  the 
most  common  complaints  presented  to  the  emer- 


Outpatient  Inpatient  Outpatient  and  Inpatient 

Setting  of  Therapy 

FIGURE  3.  How  patient  groups  relate  to  setting  of  therapy 
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Patient  Group  Key  - 


D - dissatisfied 


IC  - independent  crisis 


Psychosis 


Neurosis 


Organic  Brain 
Syndrome 


Psychiatric  Diagnosis 

FIGURE  4.  Relationship  of  patient  groups  to  diagnostic  classification. 


TABLE  III.  Relationship  of  patient  group  to  diagnosis  and  length  of  time  since  last  therapy  hour 


Diagnosis 

Patient  Groups 
snt  R 

T 

Dissatisfied — 

<4  >4  Un- 

weeks weeks  known 

Independt 

econtai 

’herapi: 

>4 

weeks 

2t 

Unknown 

>4 

:s  weeks  k 

<4  >4  Un- 

weeks weeks  known 

<4 

weeks 

~ Un- 
known 

<4 

week 

Un- 

sown 

Schizophrenia 

7 

6 

0 

3 

9 

0 

2 

2 

0 

0 

0 

4 

M anic-depressive 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Obsessive-compulsive 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

neurosis 

Reactive  depression 

6 

1 

0 

1 

3 

0 

0 

0 

0 

0 

0 

0 

Alcoholism 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

Organic  brain 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

1 

syndrome 

gency  room  psychiatrists  (Table  IV).  The  second 
most  frequent  complaint  related  to  feelings  of 
physical  illness  (somatic  complaints)  and  halluci- 
nations and/or  delusions.  The  patients  com- 
plaining of  anxiety,  depression,  and  somatic  com- 
plaints were  almost  evenly  divided  between  the 
dissatisfied  and  independent  crisis  groups,  al- 
though 3 of  the  4 patients  attempting  to  recontact 
their  physicians  had  somatic  complaints.  How- 
ever, those  patients  with  hallucinations  and/or 
delusions  were  mostly  in  the  independent  crisis 
group. 

How  do  the  complaints  relate  to  the  psychiatric 
diagnosis  (Table  V)?  The  majority  of  psychotic 
patients  presented  feelings  of  anxiety,  hallucina- 
tions and/or  delusions,  and  somatic  complaints, 
while  the  overwhelming  complaint  of  neurotic  pa- 


tients was  feelings  of  depression.  Of  the  3 pa- 
tients who  had  made  suicidal  gestures,  2 were 
schizophrenic  and  1 had  a reactive  depression. 

The  demographic  data  disclosed  that  most  of 
the  patients  interviewed  in  the  walk-in  clinic  were 
between  the  ages  of  twenty  and  forty  years,  were 
female,  had  no  occupation,  were  members  of  the 
Caucasian  race,  and  were  single.  The  predomi- 
nant religions  were  Catholicism  and  Protestant- 
ism, equally  divided  (Table  VI). 

Comment 

No  study  based  on  the  results  of  49  cases  could 
possibly  pretend  to  be  statistically  significant. 
Nevertheless,  the  results  of  the  investigation  may 
be  indicative  of  certain  important  trends.  We  be- 
lieve, however,  that  some  of  the  results  obtained 
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TABLE  IV.  Relationship  of  presenting  complaint  to 
patient  group 


Presenting  Dissatis- 

Complaint  tied 

Inde- 

pendent 

Crisis 

Recontact 

Ther- 

apist 

Un- 

known 

Anxiety 

5 

5 

0 

0 

Depression 

5 

4 

0 

0 

Somatic 

2 

2 

3 

0 

Hallucinations 

1 

2 

0 

0 

Delusions 

0 

3 

1 

0 

Attempted  suicide 

2 

0 

0 

1 

Needs  medications 

2 

0 

0 

2 

General 

1 

1 

0 

1 

disorganization 

Family  problem 

2 

0 

0 

0 

Insomnia 

0 

2 

0 

0 

To  see  former 

1 

0 

0 

0 

therapist 

Fasting 

0 

0 

0 

1 

Consultation 

1 

0 

0 

0 

may  have  obscured  rather  than  clarified  certain 
issues.  This  can  be  blamed  on  the  methodology — 
not  because  the  study  included  only  49  patients, 
but  because  the  study  involved  only  a single  psy- 
chiatric interview  with  each.  With  multiple  in- 
terviews the  emergency  room  psychiatrist  would 
have  been  able  to  understand  the  reason  for  each 
patient’s  appearance  in  the  walk-in  clinic  with 
greater  accuracy.  We  hope  that  this  investigation 
may  stimulate  further  research  into  the  relation- 


TABLE  V.  Relationship  of  diagnostic  classification  to  most 
common  presenting  complaints 

- — Diagnostic  Classification — * 


Presenting  Complaint 

Psy- 

chotic 

Neurotic 

Organic 

Anxiety 

6 

3 

1 

Depression 

3 

6 

1 

Somatic 

5 

2 

0 

Hallucinations 

6 

0 

1 

and/or  delusions 
Suicidal  attempt 

2 

1 

0 

ship  between  a patient  and  his  therapist,  an  area 
too  often  glossed  over  because  of  the  sensitivity 
psychiatrists  attach  to  it. 

In  their  survey,  Coleman  and  Errera-  found  that 
among  the  patients  who  seek  help  at  a psychiatric 
walk-in  clinic  are  those  who  are  reaching  out  for 
human  contact  when  they  feel  shut  off  from  their 
usual  avenues  of  support,  or  who  feel  rejected  by 
members  of  their  family  or  other  persons  on  whom 
they  can  usually  depend.  This  was  true  for  43  per 
cent  of  patients  in  therapy  who  were  interviewed 
at  the  St.  Luke’s  Hospital  Center  walk-in  clinic. 
Why  should  any  psychiatric  patient  feel  so  cut 
off  from  his  psychiatrist  that  he  has  to  resort  to  a 
stranger  to  answer  his  needs?  Certainly,  the  ex- 
pression of  transference  feelings  might  have  been 
very  difficult  for  some  of  the  patients  who  came  to 
St.  Luke’s. 


TABLE  VI.  Demographic  data 


Consideration 

Dissatisfied 

Independent 

Crisis 

X u llLii  vjiv/upo 

Recontact 

Therapist 

Unknown 

Totals 

Age  (Years) 

0 to  19 

0 

0 

0 

0 

0 

20  to  39 

17 

10 

2 

3 

32 

40  to  59 

4 

7 

2 

2 

15 

60  to  80 

0 

2 

0 

0 

2 

Sex 

Male 

7 

4 

1 

1 

13 

Female 

14 

15 

3 

4 

36 

Working 

Yes 

7 

4 

1 

1 

13 

No 

14 

15 

3 

4 

36 

Ethnic  group 

Black 

2 

7 

1 

2 

12 

White 

15 

11 

1 

3 

30 

Latin 

4 

1 

2 

0 

7 

Oriental 

0 

0 

0 

0 

0 

Religion 

Catholic 

8 

6 

2 

2 

18 

Protestant 

6 

9 

2 

0 

17 

Jewish 

6 

0 

0 

0 

6 

Unknown 

1 

4 

0 

3 

8 

Marital  status 

Single 

13 

5 

1 

4 

23 

Married 

6 

4 

1 

0 

11 

Separated 

0 

5 

1 

0 

6 

Divorced 

1 

4 

1 

1 

7 

Widowed 

1 

1 

0 

0 

2 
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Case  reports 

Case  1.  A twenty-eight-year-old  married,  white,  fe- 
male is  an  unemployed  musician.  She  appeared  at  the 
emergency  room  at  6:00  A.M.  in  a very  agitated  state 
complaining  of  sleeplessness  and  nervousness.  She 
had  been  in  treatment  for  three  months  with  a St. 
Luke’s  resident  who  was  now  on  vacation.  She  last 
saw  him  two  weeks  previously.  She  missed  him  very 
much  since  she  was  not  handling  her  problems  very 
well.  That  same  evening  her  husband  became  angry 
over  her  not  contributing  to  the  family’s  finances  and 
beat  her  with  his  fists.  She  became  terrified  and 
sought  refuge  at  St.  Luke’s.  She  recalled  only  being 
mildly  aware  of  feelings  of  loss  regarding  her  therapist 
before  he  left  for  vacation.  She  neglected  to  report  her 
feelings  to  him  because  they  weren’t  important.  Now, 
in  his  absence,  she  was  actually  cognizant  of  how  cru- 
cial he  was  to  her.  She  reported  this  story  while  con- 
stantly pacing  around  the  interviewing  room.  Her 
speech  was  markedly  pressured,  and  her  associations 
quite  loose.  Her  affect  bordered  on  a panic  state.  She 
was  not  hallucinating,  nor  did  she  seem  delusional. 
Her  history  revealed  a single  hospitalization  of  one 
year’s  duration.  The  interviewing  psychiatrist  diag- 
nosed her  as  having  chronic  undifferentiated  schizo- 
phrenia, maintained  her  on  trifluoperazine  (Stelazine), 
and  planned  to  follow  her  until  her  psychiatrist  re- 
turned. 

Case  2.  A twenty-five-year-old  single,  white,  male  is 
a graduate  student  at  a large  city  university.  He  pre- 
sented himself  to  the  St.  Luke’s  Emergency  Room  at 
12:00  midnight  complaining  of  depression.  This  young 
man  had  been  in  treatment  for  five  years  with  a private 
psychiatrist  on  a two  times  a week  basis.  His  last  ses- 
sion had  occurred  the  previous  evening,  the  final  ses- 
sion prior  to  his  therapist’s  vacation.  During  that  ses- 
sion, the  patient  expressed  his  rage  at  the  impending 
vacation  but  felt  that  his  pleas  went  unheeded.  He 
complained  that  the  psychiatrist  did  not  care  one  bit 
how  he  felt  and  left  anyway.  He  now  felt  depressed 
and  even  more  angry.  The  patient’s  past  history  in- 
cluded lifetime  feelings  of  isolation  in  all  areas  except 
that  of  intellectual  endeavor.  He  had  a single  episode 
of  severe  feelings  of  being  persecuted  by  the  Federal 
Bureau  of  Investigation,  which  was  accompanied  by 
voices  calling  him  worthless  and  unfit  for  the  human 
race.  This  necessitated  hospitalization  for  a five-week 
period  during  which  he  was  maintained  on  chlorproma- 
zine  (Thorazine),  taking  a dose  of  “four  pills  a day.”  He 
presented  himself  as  a tense,  passive,  intellectual 
young  man  whose  jaw  muscles  and  fists  were  repeated- 
ly clenched  and  unclenched.  Speech  was  pressured, 
but  there  was  no  thinking  disorder.  His  mood  was 
angry  and  his  affect  was  flat.  The  diagnosis  was  schizo- 
phrenia, residual  type.  After  notifying  his  psychiatrist 
of  the  emergency  room  visit,  he  was  referred  back  to 
him  for  further  treatment. 

It  is  difficult  for  many  neurotic  patients  to  con- 
front their  physicians  with  feelings  of  anger  and 
rejection.  If  they  do  this,  their  fears  might  be 
confirmed.  For  the  psychotic  patient  these  feel- 
ings are  even  more  difficult  to  deal  with,  since 
their  fantasies  are  more  primitive.  Anger  may  be 
equated  with  murderous  rage  and  rejection,  or 


with  total  abandonment  and  death.  Of  the  pa- 
tients in  therapy,  almost  70  per  cent  interviewed 
were  psychotic.  Their  feelings  of  dissatisfaction, 
out  of  a sense  of  necessity,  may  have  been  acted 
out  on  a strange  stage  with  a strange  therapist. 
We  might  also  assume  that  some  of  these  psy- 
chotic patients  attempted  to  deal  with  these  diffi- 
cult feelings  with  their  own  therapists,  but  were 
misunderstood  because  of  their  inability  to  com- 
municate clearly.  On  the  other  hand,  a commu- 
nication gap  is  probably  more  likely  during  a sin- 
gle interview  than  in  ongoing  therapy.  Therefore, 
the  St.  Luke’s  psychiatrist  may  have  been  able  to 
classify  more  than  43  per  cent  of  the  patients  he 
interviewed  as  dissatisfied  if  he  had  been  better 
able  to  comprehend  the  disturbed  messages  of 
these  psychotic  patients.  We  believe,  therefore, 
that  in  many  instances  a visit  to  the  walk-in  clinic 
might  be  averted  if  psychotherapists  were  more 
sensitive  in  the  perception  and  treatment  of  their 
patients’  angry  feelings. 

If  an  emergency  room  visit  by  a patient  in  treat- 
ment may  represent  the  acting  out  of  his  transfer- 
ence feelings,  it  may  also  represent  a counter- 
transference problem  that  has  heretofore  been 
unrecognized.  Since  no  psychiatrists  were  inter- 
viewed, this  study  cannot  document  countertrans- 
ference problems.  Therefore,  the  knowledge  of  an 
emergency  consultation  may  be  the  first  indica- 
tion to  a psychiatrist  that  there  is  a countertrans- 
ference problem  which  he  has  been  unwittingly 
communicating  to  his  patient.  The  further  scru- 
tinization  and  working  through  of  transference 
and/or  countertransference  situations  is  the  logi- 
cal first  step  on  resumption  of  treatment. 

Another  reason  that  a patient  in  treatment  finds 
his  way  to  a walk-in  clinic  may  have  to  do  with 
negligence  on  the  part  of  his  psychiatrist,  which 
may,  in  fact,  also  represent  countertransference. 

Case  3.  A twenty-nine-year-old,  white,  male  is  an 
undergraduate  in  a large  private  university.  He  came 
to  the  walk-in  clinic  complaining  of  depression  because 
his  psychiatrist  had  recently  left  for  vacation.  The 
emergency  room  psychiatrist  felt  he  was  suffering  from 
a reactive  depression  and  attempted  to  reach  his  pri- 
vate therapist.  He  was  repeatedly  unsuccessful,  how- 
ever, since  the  physician’s  telephone  service  did  not 
have  his  vacation  phone  number,  and  he  left  no  one  to 
cover  his  practice  while  he  was  away.  The  psychiatrist 
was  finally  reached  several  days  later  when  he  returned 
to  New  York  City. 

This  study  also  indicated  that  whether  or  not  a 
patient’s  feelings  of  dissatisfaction  with  his  physi- 
cian cause  him  to  go  to  a psychiatric  walk-in  clin- 
ic, they  bear  a relation  to  the  length  of  time  since 
he  was  last  in  therapy.  We  discovered  that  if  the 
last  session  occurred  less  than  four  weeks  before 
the  emergency  situation,  feelings  of  anger  toward 
the  patient’s  therapist  played  a prominent  role  in 
precipitating  the  emergency  room  consultation. 
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This  was  less  true  if  therapy  occurred  more  than 
four  weeks  prior  to  our  interview  with  the  patient. 
These  results  lead  to  the  conclusion  that  a patient 
decathects  from  his  psychiatrists  over  a period  of 
time,  so  that  in  time  of  new  stress  he  would  then 
go  to  a walk-in  clinic  rather  than  to  his  own  phy- 
sician. 

Case  4.  A forty-year-old  divorced,  black  female  who 
is  a domestic  came  to  St.  Luke’s  at  4:00  P.M.  one  af- 
ternoon because  she  felt  sad  and  hadn’t  been  able  to  stop 
crying  for  two  days.  A few  months  before,  her  son 
came  to  live  with  her  for  the  first  time  in  nineteen 
years.  Suddenly,  one  month  ago,  he  left  and  she  be- 
came depressed  because  she  thought  that  she  had  lost 
him  forever.  He  returned  three  days  ago  just  as  she 
was  getting  over  her  sad  feelings.  The  sadness  re- 
turned, and  because  she  could  not  understand  these 
feelings,  she  came  to  St.  Luke’s  for  help.  She  had  pe- 
riodically been  in  treatment  before  for  fifteen  years  in 
the  outpatient  clinic  of  a local  Upstate  hospital  and 
had  been  in  State  hospitals  four  times  for  a duration  of 
about  three  months  each  time.  During  one  hospitali- 
zation she  had  electric  convulsive  treatment  (ECT) 
and  other  times  was  on  trifluoperazine  and  chlordia- 
zepoxide  (Librium).  The  last  time  she  saw  her  psychi- 
atrist was  eleven  months  before,  when  she  terminated 
treatment  because  she  moved  to  Manhattan  from 
Westchester  County.  She  had  not  tried  to  contact  him 
because  he  was  too  far  away  The  emergency  room 
psychiatrist  felt  she  was  suffering  from  a reactive  de- 
pression and  planned  with  her  for  further  treatment  in 
the  walk-in  clinic. 

Although  decathection  may  occur,  it  seems  in- 
applicable in  the  majority  of  cases.  Or  e ~an  easily 
make  an  analogy  to  other  medical  situations  in 
which  a patient  may  see  his  physician  once  or 
twice  a year,  yet  will  turn  to  him  repeatedly  in 
times  of  crisis.  Are  we  to  believe  that  psychother- 
apy has  less  emotional  impact  than  an  occasional 
medical  examination?  Narcissistically  and  realis- 
tically, this  is  not  so.  It  must  be  inferred  then 
that  some  of  those  patients  who  had  not  been  in 
treatment  in  some  time  must  have  had  angry  feel- 
ings toward  their  psychiatrists.  Perhaps  the  time 
lag  gave  them  more  opportunity  to  repress  those 
feelings  so  that  they  could  not  be  demonstrated  to 
the  interviewing  psychiatrist.  Thus,  it  is  believed 
that  some  of  the  patients  in  the  independent  crisis 
group  and  some  of  those  seeking  to  recontact  their 
own  psychiatrist  had  a less  than  optimal  relation- 
ship with  their  physicians,  otherwise  they  would 
not  have  come  to  the  attention  of  the  emergency 
room  psychiatrist. 

The  exception  to  this  would  be  the  patients 
whose  sole  treatment  was  in  a State  hospital. 

Case.  5.  A fifty-seven-year-old  married,  white,  un- 
employed female  arrived  at  the  psychiatric  walk-in 
clinic  at  3:00  P.M.  complaining  of  a plot  by  her  neigh- 
bors to  get  her.  She  had  been  institutionalized  on 
three  occasions  in  a State  hospital  twenty  miles  from 


New  York  City.  Her  last  discharge  was  in  1968  after  a 
stay  of  three  years.  She  had  not  given  herself  the  op- 
portunity of  the  aftercare  clinic  and  had  not  taken 
chlorpromazine  since  being  discharged.  She  realized 
that  her  thoughts  of  persecution  were  a recurrence  of 
her  symptoms  and  came  to  St.  Luke’s  for  help  since 
she  lived  in  the  neighborhood.  She  also  complained  of 
hearing  voices  for  two  days.  The  psychiatrist  felt  that 
she  was  very  circumstantial  and  had  a flat  affect.  His 
diagnosis  was  chronic  paranoid  schizophrenia,  and  he 
transferred  her  to  a city  hospital  for  further  care  since 
the  facilities  at  St.  Luke’s  were  full. 

These  patients,  of  course,  would  have  no  re- 
course but  to  seek  help  elsewhere  in  time  of  crisis, 
since  there  are  no  State  hospitals  located  in  Man- 
hattan. In  this  survey,  12  patients  had  previously 
been  in  State  institutions.  These  patients  made 
up  37  per  cent  of  the  independent  crisis  group. 
All  but  two  had  not  been  in  the  hospital  in  at 
least  four  weeks.  This  information  lends  credence 
to  the  idea  that  there  might  have  been  more  pa- 
tients in  the  dissatisfied  group  than  the  findings 
disclose.  The  reason  is  that  the  State  hospital 
patients  might  be  viewed  as  a group  of  patients 
with  more  severe  psychopathologic  conditions 
than  the  others  in  the  survey.  It  might  then  be 
presumed  that  their  illness  would  limit  their  abili- 
ty to  communicate  real  feelings.  Thus,  the  inter- 
viewing psychiatrist  might  not  have  been  able  to 
ascertain  underlying  feelings  of  anger  toward  their 
physicians,  and  they  would  then  have  been  placed 
in  a patient  group  other  than  the  dissatisfied 
group. 

These  same  findings  seem  to  be  indicated  by 
the  two  most  predominant  diagnoses.  The  sta- 
tistics seem  to  show  that  a neurotically  depressed 
patient  recently  in  treatment  is  more  likely  to 
seek  out  a strange  psychiatrist  because  of  feelings 
of  dissatisfaction  with  his  physician  than  if  he  had 
been  out  of  therapy  for  at  least  four  weeks.  The 
same  result  is  indicated,  but  not  nearly  so  conclu- 
sively, by  the  statistics  of  the  schizophrenic  pa- 
tients, who  may  not  be  able  to  communicate  their 
true  feelings  as  well  as  their  neurotic  brethren. 

The  large  number  of  patients  between  ages 
twenty  and  forty  (40  per  cent  of  all  patients)  was 
not  unexpected  since  St.  Luke’s  is  the  treatment 
facility  of  Columbia  University,  and  Columbia 
students  in  trouble  would  naturally  gravitate  to 
the  St.  Luke’s  walk-in  clinic  when  the  University 
health  service  is  closed.  In  addition,  schizophre- 
nia is  a disease  of  young  adults,  and  67  per  cent  of 
the  patients  interviewed  at  St.  Luke’s  had  this 
diagnosis.  It  is  notable  that  the  percentage  of  pa- 
tients between  twenty  and  forty  years  roughly  cor- 
relates with  the  43  per  cent  for  a similar  age  group 
of  fifteen  to  forty-four,  compiled  by  Kaufman6  for 
the  general  population  seen  at  the  St.  Luke’s 
walk-in  clinic.  That  75  per  cent  of  the  patients 
interviewed  were  women  was  not  unexpected  since 
women,  with  fewer  outlets  for  their  aggression  and 
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frustration  than  men,  are  generally  more  apt  to 
seek  psychiatric  help  than  men.  Kaufman’s  ra- 
tios for  the  overall  St.  Luke’s  population  was  66 
per  cent  female  to  34  per  cent  male.  The  high 
percentage  of  unemployed  persons  (67  per  cent) 
also  reflected  the  predominance  of  women  in  the 
study,  since  housewives  were  included  in  the 
ranks  of  the  unemployed.  The  44  per  cent  of  sin- 
gle people  may  be  due  to  the  many  young  people 
in  the  study,  but  may  also  be  related  to  the  high 
percentage  (69  per  cent)  of  the  psychotic  subjects 
interviewed.  Psychotic  persons  with  their  many 
problems  in  relating  to  others  would  be  more  apt 
to  remain  single  than  to  marry.  They  may  also 
have  difficulty  staying  married  as  indicated  by  the 
high  per  cent  of  divorce  and  separation.  The 
study  also  indicated  that  61  per  cent  of  the  pa- 
tients interviewed  were  white,  which  exactly 
equals  Kaufman’s  figures.  This  undoubtedly  re- 
flects the  close  affiliation  between  St.  Luke’s  and 
Columbia  University.  However,  it  may  also  re- 
flect the  fact  that  psychiatry  is  still  seen  by  its 
practitioners  as  a treatment  modality  for  the  mid- 
dle class.7 

When  looking  at  these  categories  by  respective 
patient  groups,  there  seems  to  be  an  equal  divi- 
sion between  dissatisfied  and  independent  crisis 
groups,  except  for  the  numbers  of  young,  single 
people  who  seem  to  have  an  inclination  for  the 
dissatisfied  patient  group.  Perhaps  this  indicates 
that  younger  patients,  no  matter  how  disturbed, 
are  more  optimistic  about  the  possibility  of 
change,  and  thus  are  more  involved  in  therapy 
than  are  older  patients. 

Of  course,  this  equally  may  reflect  the  way  a psy- 
chiatrist views  his  goals  with  his  younger  and  older 
patients. 


Summary 

From  April  to  September,  1969,  49  patients  who 
were  presently,  or  had  previously  been,  in  therapy 
visited  the  psychiatric  walk-in  clinic  at  St.  Luke’s 
Hospital  Center  in  New  York  City.  This  group  was 
investigated  as  to  their  reasons  for  seeking  help  in 
the  emergency  room,  length  of  time  since  last  in 
therapy,  setting  of  therapy,  diagnosis,  complaints 
presented,  age,  sex,  occupation,  marital  status, 
religion,  and  ethnic  background.  Because  of  the 
small  size  of  the  patient  group  which  was  investi- 
gated, the  finding  that  43  per  cent  of  the  patients 
in  the  study  were  unhappy  with  their  therapists 
may  not  appear  to  be  of  great  consequence.  How- 
ever, we  believe  that  this  finding  has  much  signifi- 
cance, and  hope  that  it  may  be  a first  step  in  ex- 
ploring a constructive  way  in  which  psychiatrists 
may  learn  to  sensitize  themselves  to  answer  pa- 
tients’ needs  more  effectively. 
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History  of  Medicine 


The  New  York 
Hospital  and  Its 
Pharmacopoeia 

DAVID  L.  COWEN 

New  Brunswick.  New  Jersey 

From  the  Department  of  History,  Rutgers  University 


A note  prefaced  to  the  Pharmacopoeia  Noso- 
comii-Neo  Eboracensis 1 states  that  at  a meeting  of 
five  physicians  and  surgeons  of  the  New  York 
Hospital  on  April  4,  1815,  Samuel  L.  Mitchill, 
M.D.,  and  Valentine  Seaman,  M.D.*  were  ap- 
pointed a committee  “to  prepare  a pharmacopoeia 
for  the  institution.”  On  October  7,  1815,  this 
committee  reported  to  a meeting  of  seven  physi- 
cians and  surgeons  that  the  work  “had  already 
been  submitted  to  the  examination  of  the  mem- 
bers individually,  for  criticism  and  amendment.” 
The  group  amended  it  further,  it  was  “unani- 
mously adopted,”  and  the  committee  “was  there- 
fore directed  to  have  it  published.”1 

But  the  minutes  of  the  Governors  of  The  New 
York  Hospital  do  not  depict  the  same  calm  and 
deliberate  procedure  behind  the  appearance  of  the 
second  pharmacopoeia  associated  with  the  New 
York  Hospital.'2 

When  the  Board  of  Governors  of  the  hospital  re- 
ceived from  Dr.  Mitchill  and  Dr.  Seaman  “A 
Communication  . . . accompanied  with  a Pharma- 
copoeia,” at  the  July  3,  1815,  meeting,  they 
seemed  both  surprised  and  disturbed. f Their 
concern,  judging  post  facto  from  the  tone  of  the 
report  of  Hugh  Williamson,  M.D.,  an  octogenarian 
and  highly  respected  physician  and  philanthro- 
pist, was  with  the  rights  of  all  the  hospital  physi- 
cians and  surgeons  to  participate  in  such  a ven- 
ture and  with  the  relative  responsibilities  of  board 
and  staff  in  such  matters.4 

‘Valentine  Seaman  had  had  his  fingers  burnt  in  1811  when 
there  appeared  a Pharmacoepia  (sic)  chirurgica  in  usum 
Nosocomii  Novi  Eboracensis  which  he  had  drawn  up  and 
which  had  been  printed  by  his  students.  Samuel  L.  Mitchill’s 
Medical  Repository  gave  the  effort  faint  praise,  but  the  oppo- 
sition blasted  the  small  book  and  its  author  unmercifully  in 
the  American  Medical  and  Philosophical  Register.11 

t A criticism  leveled  at  the  1811  Pharmacopoeia  was  that  it 
had  been  issued  even  though  no  system  had  been  agreed  upon 
by  the  physicians  and  surgeons  generally.5 


The  board  “informally  referred  [the  matter]  to 
Dr.  Williamson,”  then  one  of  its  members.6  On 
August  1,  1815,  he  reported  to  the  governors  in  a 
document  that  made  it  clear  that  no  consensus 
had  been  arrived  at  among  the  staff  prior  to  the 
presentation  of  the  pharmacopoeia  to  the  Board. 
The  report  read  as  follows: 

Dr.  Williamson  had  visited  the  several  Physicians 
& Surgeons,  who  attend  the  Sick  and  Wounded  in 
the  New-York  Hospital,  except  the  two  Gentlemen 
who  prepared  the  Pharmacopoeia;  for  the  purpose  of 
collecting  their  several  Opinions  of  that  work. 

The  first  two  Gentlemen  he  consulted,  had  not 
seen,  or  had  not  examined  the  Composition,  but  they 
had  not  expected,  that  any  thing  more  was  intended 
than  to  prepare,  a few  correct  and  efficacious  Com- 
positions, such  as  are  frequently  in  use,  to  be  depos- 
ited in  the  Apothecaries  Shop  in  the  Hospital,  for 
the  guide  of  the  Apothecary. 

The  third  Gentleman  he  consulted,  had  examined 
part  of  the  Compositions,  and  many  of  them  he  fully 
approved;  but  others  of  them,  as  he  thought,  might 
be  mended.  He  too,  had  not  contemplated  a printed 
work,  unless  it  might  be  a Compendium  of  two  or  three 
sheets. 

The  fourth  Gentleman  he  consulted,  expressed  his 
good  opinion  of  the  book,  but  that  opinion  was  not 
founded  on  personal  examination.  It  was  founded  on 
his  knowledge  of  the  Abilities  of  the  Committee,  by 
whom  it  was  prepared. 

The  fifth  Gentleman  he  consulted  had  examined 
the  Work,  and  approved  of  it  in  general.  He  thinks 
however  that  it  may  be  considerably  abbreviated. 

Upon  the  whole,  the  Doctor  presumes,  that  a con- 
siderable proportion  of  the  physicians  and  Surgeons 
attached  to  the  Hospital,  do  not  think  it  advisable, 
that  the  Governors  should  submit  to  the  expense  of 
printing  a general  Pharmacopoeia.  They  would 
count  it  sufficient  that  a few  of  the  most  valuable 
Compositions  should  be  extracted  from  the  prepared 
Manuscript,  and  that  a fair  copy  of  them  be  deposit- 
ed in  the  Shop  of  the  Apothecary,  for  his  guide,  espe- 
cially as  the  Committee  themselves  have  told  us, 
that  the  proposed  Pharmacopoeia,  or  Formulas  con- 
tained therein,  are  not  to  be  considered  as  directions 
for  our  Physicians  or  Surgeons  in  the  manner  they 
may  think  fit  to  prescribe. 

Be  this  as  it  may,  if  any  Medical  Work  is  to  be 
published,  Doctor  Williamson  is  clearly  of  the  Opin- 
ion that  it  cannot  with  any  propriety  be  recommend- 
ed by  the  Governors  of  the  Hospital.  Those  Gentle- 
men are  not  supposed  to  exercise  any  medical  opin- 
ions. The  whole  business  of  prescribing  to  the  Sick 
and  Wounded,  is  by  them,  committed  to  the  judg- 
ment of  certain  learned  physicians  and  Surgeons, 
who  in  a state  of  honorable  and  high  responsibility, 
are  answerable  for  the  propriety  of  their  Conduct. 
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Therefore  it  is  submitted,  that  in  Case  a Pharma- 
copoeia is  published,  it  shall  be  introduced  by  this, 
or  some  such  recommendation  [:] 

The  following  pharmacopoeia,  prepared  by  a Com- 
mittee of  the  Physicians  and  Surgeons  of  the  New 
York  Hospital,  has  been  examined  by  us  severally, 
whose  Names  are  subscribed,  and  we  hereby  recom- 
mend it  as  proper  to  be  used  in  that  Hospital. 

It  is  known  that  great  Care  was  taken  by  the  Col- 
lege of  Physicians  in  London,  and  by  that  in  Edin- 
burgh, to  prevent  a Dispensary  from  being  hastily 
published  with  their  Sanction. 

Our  Physicians  & Surgeons,  being  alone  answera- 
ble for  the  Work  they  shall  publish,  will  hardly  go  to 
the  Press  with  less  precaution,  and  if  their  several 
Names  are  affixed  to  the  work,  they  will  doubtless  be 
induced  to  review  it  carefully.  In  that  Case  it  may 
be  presumed  that  any  Printer  in  this  City  will  take 
the  risque  of  printing  it,  if  they  give  him  the  Copy- 
right.6 

On  the  basis  of  this  report,  the  governors 

Resolved,  that  the  Subject  be  referred  to  the  Physi- 
cians and  Surgeons  of  the  Hospital,  with  a Request 
that  they  more  carefully  and  generally  attend  to  it; 
and  in  case  they  may  be  enabled  collectively  to  agree 
upon  a Pharmacopoeia  calculated  for  the  use  of  this 
House,  that  they  complete  the  same,  and  adapt  it  in 
the  practice  of  the  House.6 

Thus  the  activity  leading  up  to  the  October  7, 
1815,  meeting  of  seven  members  of  the  staff*  had 
been  forced  by  the  Board  of  Governors,  and  on 
February  6,  1816,  Dr.  Seaman  and  William  Ham- 
mersley,  M.D.,  reported  to  the  board: 

In  order  to  simplify  and  facilitate  the  System  of 
medicine  and  surgical  Prescriptions  . . . the  Physi- 
cians and  Surgeons  of  this  Establishment  have 
agreed  upon  and  have  now  in  the  Press  a Pharmaco- 
poeia or  manual  of  prescriptions,  which  will  mater- 
ially ameliorate  the  pharmaceutical  department  and 
greatly  contribute  to  the  advantage  of  the  clinical 
students.7 

It  is  interesting  to  note  that  both  “factions”  in 
the  medical  profession  in  the  city  at  the  time  were 
represented  in  this  report — Seaman  was  on  the 
faculty  of  Romayne’s  Medical  Institution  of  the 
State  of  New  York  and  Hammersley  was  on  the 
* They  were  Mitchill,  Seaman,  John  C.  Osborne,  William 
Hammersley,  James  R.  Stringham,  Samuel  Borrowe,  and  Ar- 
chibald Bruce;  the  last  was  physician  at  the  Asylum.  Miss- 
ing from  this  list  are  Hosack,  Richard  Kissam  and  Wright 
Post,  all  of  whom  were  also  on  the  hospital  staff. 


faculty  of  the  College  of  Physicians  and  Sur- 
geons. t 

As  Dr.  Williamson  had  recommended,  the  Phar- 
macopoeia, when  it  appeared  in  1816,  did  not  carry 
the  imprimatur  of  the  governors  of  the  hospital  and 
did  make  it  quite  clear  on  the  title  page  that  the 
work  had  been  “published  under  the  authority  of 
the  physicians  and  surgeons”  of  the  hospital. 
However,  the  Pharmacopoeia,  although  it  listed 
the  names  of  the  committee  that  had  “unani- 
mously adopted”  it,  carried  neither  the  statement 
of  acceptance  nor  the  specific  subscription  of 
names  that  Dr.  Williamson  also  recommended. 

In  presenting  a copy  of  the  Pharmacopoeia  to 
the  governors  on  May  7,  1816,**  Dr.  Mitchill 
noted  that  it  has  been  printed  for  the  use  of  the 
apothecary  and  the  students.9  In  the  same  vein, 
the  Pharmacopoeia  spoke  only  in  terms  of  conve- 
nience to  the  hospital  staff  and  avoided  any 
suggestion,  in  line  with  the  committee’s  statement 
to  Dr.  Williamson  on  the  subject,  that  the  Phar- 
macopoeia was  “to  be  considered  as  directions  for 
our  Physicians  and  Surgeons  in  the  manner  they 
may  think  fit  to  prescribe.”  One  of  the  issues 
raised  by  generic  prescribing  requirements  in  hos- 
pital formularies  in  the  United  States  today  is 
thus  as  old  as  The  Pharmacopoeia  of  the  New- 
York  Hospital. 
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Obituaries 


Hyman  Alexander,  M.D.,  of  New  York  City,  died  on 
February  14  at  the  age  of  fifty-nine.  Dr.  Alexander 
graduated  in  1933  from  Creighton  University  School  of 
Medicine.  He  was  an  attending  physician  in  pulmonary 
disease  at  Veterans  Administration  Hospitals  (New 
'tork  City  and  Brooklyn),  an  associate  attending  physi- 
cian at  University  and  Bellevue  Hospitals,  and  a con- 
sulting physician  at  United  States  Public  Health  Service 
Hospital.  Dr.  Alexander  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  (Pulmonary  Diseases), 
a Fellow  of  the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Chest  Physicians,  and  a mem- 
ber of  the  American  Thoracic  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Robert  George  Bull,  M.D.,  of  Marlboro,  died  on  Febru- 
ary 22  at  the  age  of  sixty-four.  Dr.  Bull  graduated  in 
1933  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  radiologist  at  Corn- 
wall and  St.  Luke’s  (Newburgh)  Hospitals.  Dr.  Bull 
was  a Diplomate  of  the  American  Board  of  Radiology 
(Roentgenology)  and  a member  of  the  New  York  Acade- 
my of  Medicine,  the  New  York  Roentgen  Society,  the 
Radiological  Society  of  North  America,  Inc.,  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Benjamin  E.  Carmel,  M.D.,  of  Brooklyn,  died  on  June 
12,  1972,  at  the  age  of  eighty-one.  Dr.  Carmel  graduated 
in  1913  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hugh  Chaplin,  M.D.,  of  Hightstown,  New  Jersey,  for- 
merly of  New  York  City,  died  on  March  4 at  the  age  of 
eighty-five.  Dr.  Chaplin  graduated  in  1913  from  Colum- 
bia University  College  of  Physicians  and  Surgeons.  He 
was  a consulting  pediatrician  (inactive)  at  Lenox  Hill 
and  Bellevue  Hospitals.  Dr.  Chaplin  was  a Diplomate 
of  the  American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  New  York  Acade- 
my of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  E.  Ellsworth,  M.D.,  of  Niagara  Falls,  died  on 
March  5 at  the  age  of  seventy-two.  Dr.  Ellsworth  gradu- 
ated in  1929  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a member  of  the  Industrial  Medical 
Association,  the  Niagara  Falls  Academy  of  Medicine,  the 
Niagara  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Edward  John  Keegan,  M.D.,  of  Oneonta,  died  on  Feb- 
ruary 23  at  the  age  of  sixty-four.  Dr.  Keegan  graduated 
in  1933  from  Albany  Medical  College.  He  was  an  at- 
tending physician  at  Aurelia  Osborne  Fox  Memorial 
Hospital.  Dr.  Keegan  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Cardiology,  and  a member  of  the  Otsego  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Sidney  Harry  Kessler,  M.D.,  of  Brooklyn,  died  in  Jan- 
uary at  the  age  of  sixty-seven.  Dr.  Kessler  graduated  in 
1933  from  Kings  College,  University  of  London  Faculty 
of  Medicine. 

John  Joseph  Noonan,  M.D.,  of  Troy,  died  on  March  5 
at  the  age  of  sixty-four.  Dr.  Noonan  graduated  in  1935 
from  Albany  Medical  College.  He  was  an  attending 
surgeon  at  St.  Mary’s  Hospital  of  Troy.  Dr.  Noonan 
was  a Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  American  Geriatrics  Society,  the 
Rensselaer  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Villis  Purmalis,  M.D.,  of  Brooklyn,  died  on  February 
20  at  the  age  of  sixty-nine.  Dr.  Purmalis  received  his 
medical  degree  from  the  University  of  Latvia,  Riga,  in 
1929.  He  was  a staff  physician  at  Bay  Ridge  Hospital. 
Dr.  Purmalis  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Joseph  Rainey,  M.D.,  of  Troy,  died  on  January 
18  at  the  age  of  eighty-eight.  Dr.  Rainey  graduated  in 
1908  from  Albany  Medical  College.  He  was  a consulting 
otolaryngologist  at  St.  Mary’s  Hospital  of  Troy.  Dr. 
Rainey  was  a Fellow  of  the  American  College  of  Sur- 
geons, a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of  Medicine, 
the  Rensselaer  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  Max  Rosenmeyer,  M.D.,  of  The  Bronx,  died  on 
February  3 at  the  age  of  eighty-one.  Dr.  Rosenmeyer 
received  his  medical  degree  from  the  University  of 
Frankfurt  in  1918.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Scott  B.  Schleiermacher,  M.D.,  of  Newburgh,  died  on 
January  7 at  the  age  of  eighty-seven.  Dr.  Schleier- 
macher graduated  in  1911  from  Albany  Medical  College. 
He  was  a consulting  physician  at  Cornwall  Hospital. 
Dr.  Schleiermacher  was  a member  of  the  Orange  County 
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Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  John  Secky,  M.D.,  of  Long  Island  City,  died  on 
March  2 at  the  age  of  seventy.  Dr.  Secky  graduated  in 
1928  from  the  University  of  Virginia  School  of  Medi- 
cine. He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Osmond  Ira  Van  Keuren,  M.D.,  of  Monroe,  died  on 
July  1,  1972,  at  the  age  of  ninety-two.  Dr.  Van  Keuren 
graduated  in  1901  from  Syracuse  University  College  of 
Medicine.  He  was  a member  of  the  Orange  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Abraham  Joseph  Weingart,  M.D.,  of  Brooklyn,  died  on 


February  25  at  the  age  of  seventy-nine.  Dr.  Weingart 
graduated  in  1915  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  assistant  attending  general 
practitioner  in  roentgenology  at  Brookdale  Hospital  Cen- 
ter and  an  honorary  general  practitioner  at  Lefferts  Gen- 
eral Hospital.  Dr.  Weingart  was  a member  of  the  Amer- 
ican Academy  of  General  Practice,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Hugo  Wit,  M.D.,  of  The  Bronx,  died  on  February  28, 
1972,  at  the  age  of  seventy-three.  Dr.  Wit  received  his 
medical  degree  from  the  University  of  Vienna  in  1922. 
He  was  a clinical  assistant  physician  at  Bronx-Lebanon 
Hospital  Center.  Dr.  Wit  was  a member  of  the  Amer- 
ican Academy  of  General  Practice,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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SPECIALISTS  IN  INTERNAL  MEDICINE 
OR  CARDIOLOGY 

needed  to  take  over  retiring  life  insurance  examiner's  prac- 
tice serving  New  York’s  leading  agencies.  Prime  Fifth 
Avenue  location  includes  three  examining  rooms,  reception, 
lab,  lavoratory  and  spacious  private  office.  Fully  equipped 
for  insurance  and/or  private  practice.  Experienced  recep- 
tionist-technician may  be  continued,  if  desired.  Five  day, 
9 to  5 availability  preferred  but  flexibility  possible.  Limited 
private  practice  easily  accomodated.  Insurance  practice 
has  potential  6-figure  gross. 

Call  Arthur  Rosoff,  (212)  765-0700,  any  day  before  5 
for  details. 


PHYSICIANS  WANTED 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY.  INI- 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum  vitae  in  reply. 
Dept.  282,  c/o  NYSJM. 


PHYSICIAN:  OPPORTUNITY  FOR  FULL  TIME  NEW  YORK  STATE  Li- 
censed and  registered  physician  to  join  staff  of  midtown  Manhattan  office  of 
well  established  national  organization.  Challenging  career  position  available 
for  Occupational  Health  physician,  or  internist  in  a broad  preventive  medicine 
and  health  examination  program.  Please  send  resume  to  Dept.  284,  c/o 
NYSJM. 


GENERAL  PRACTITIONER,  UPSTATE  NEW  YORK-PENNSYL VANIA 
border.  A happy  place  to  work,  play  and  bring  up  children.  Contact  William 
K.  Nowill,  M.D..  963  Walnut  St.,  Elmira,  N.Y.  14901. 


PHYSICIANS  WANTED  — CONT  D 
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dren’s  camps,  July-August.  Good  salary;  free  placement;  350  mem 
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N.Y.  10036.  Phone  (212)  OX  5-2656. 
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diagnosis;  some  nuclear  medicine  and  abdominal  vascular  roentgenolo 
Apply:  Milton  Birnkrant,  M.D.,  Director  of  Radiology,  Jewish  Memoi 

Hospital,  196th  St.  & Broadway,  New  York,  N.Y.  10040. 


ONE  AND  TWO  YEAR  PEDIATRIC  FELLOWSHIPS  IN  DEVELOPMENT 
pediatrics  at  the  Mental  Retardation  Institute,  New  York  Medical  Collt 
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Margaret  J.  Giannini,  M.D.,  F.A.A.P.,  these  are  full-time  programs  in  mer 
retardation,  including  neurology,  rehabilitation,  psychiatry,  gwiet 
endocrinology,  metabolism  and  related  basic  sciences.  Two  years  of  pt 
atric  residency  and  American  citizenship,  or  declaration  of  intention 
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c/o  NYSJM. 


POSITIONS  WANTED 


RADIOLOGIST.  BOARDED  DX  AND  THERAPY.  EXPERIENCED.  WISF 
to  do  locums  N.Y.C.  Long  Island  area.  Also  N.J.  or  New  England  for 
weeks.  Available  Jan..  Feb.,  consider  part-time  Long  Island.  P.  Grapi 
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WEEK.  Psychobiologic  clinic  associated  with  large  foster  care  and  adoption 
agency;  team  approach.  Opportunity  to  develop  new  programs  of  treatment 
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with  psychoactive  drugs  a must.  Salary  $22,500  per  year  for  21  hrs.  per  week, 
plus  extensive  fringe  benefits.  Contact  J.  Caul,  Personnel  Dir.,  Mon. -Friday 
9-5,(212)  232-1500. 


FAMILY  MEDICINE  GROUP  PRACTICE  SEEKING  A BOARD  ELIGIBLE 
or  Board  certified  family  physician.  Problem  oriented  practice,  university 
affiliation,  new  hospital,  new  medical  center,  community  faculty  position; 
3 family  physicians  now  in  practice.  Excellent  salary,  excellent  benefits,  con- 
tinuing education,  vacations.  A growing  professional  community  near  Ro- 
chester, N.Y.  Contact:  Pery  S.  Warren,  Tri-County  Family  Medicine, 

Box  339,  Dansville,  N.Y.  14437.  (716)  987-8540. 


PSYCHIATRIST,  BOARD  ELIGIBLE,  12  YRS.  EXPERIENCE  ADUL 
adol.,  psychopharmacology,  seeks  association  or  partnership  with  es 
psychiatrist  or  group.  Full  or  part  time,  Bronx.  N.Y.C.,  lower  Westchi 
County.  Dept.  295,  c/o  NYSJM. 


UROLOGIST.  AGE  34,  WELL  TRAINED,  BOARD  CERTIFIED  FMG.  SE 
practice  opportunity  in  New  York  State.  Fully  licensed.  Prefers  city  or 
medical  center.  Dept.  298,  c/o  NYJSM. 


RADIOLOGIST,  BOARD  DIPLOMATE,  LOOKING  FOR  PART-TIMt 
full-time  position.  New  York,  any  borough.  Write  P.O.  Box  155,  Flat 
Station,  Brooklyn,  N.Y.  11226. 


GYNECOLOGIST:  LICENSED  NEW  YORK  STATE,  NEEDED  JULY  1, 

1973  to  serve  two  year  fellowship  in  family  planning  as  chief  clinician  in 
Planned  Parenthood  Center,  Syracuse,  New  York.  Annual  salary  $30,000. 
Training  provided  in  all  aspects  medical  and  surgical  fertility  control:  va- 
sectomy, out-patient  laparoscopic  sterilization,  abortion  and  contraception. 
Contact:  A.  Jefferson  Penfield,  M.D.,  1120  East  Genesee  St.,  Syracuse,  N.Y. 
13210. 


PHYSICIANS:  UNIQUE  OPPORTUNITY  TO  JOIN  GROUP  PRACTICE 
now  being  formed  in  Central  New  York  State.  Full,  formal  residency  train- 
ing preferred,  but  not  required.  Will  deliver  primary  medical  care  from  new, 
outpatient  facility,  based  on  family  practice  model.  Guaranteed  salary  plus 
incentive,  plus  benefits.  Send  curriculum  vitae  to:  Charles  Moehs,  M.D., 

Health  Services  Planning  Association  of  Central  New  York,  Inc.,  407  South 
State  St.,  Syracuse,  N.Y.  13201. 


POSITION  WANTED:  GENERAL  SURGEON,  AGE  55,  F.A.C.S.  BC  I 
eligible,  New  York  State  license.  National  Boards,  desires  active  pn  l 
in  small  town  with  hospital  facilities.  First  year  $40,000  minimum  t 
office  and  secretary;  second  year  negotiable.  Dept.  306,  c/o  NYSJM. 


EQUIPMENT 


- 


X-RAY  MACHINE  300  m.a.  USED  BY  RADIOLOGIST:  EXCELLENT  ' 
dition;  price  negotiable.  Phone  after  6 p.m.  (516)  541-0792. 
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NOTICES  WANTED 


lcsthesiologist,  board  certified,  seeks  partnership  or 

i dividual  practice.  New  York  and  New  Jersey  license  Dept  215,  c/o 
fSJM. 


pactices  available 


ITRING:  SUCCESSFULL  GENERAL  PRACTICE  AVAILABLE.  CEN- 

al  New  York  State.  Large  home  with  4 fireplaces,  combined  with  fully 
quipped  office,  2-car  garage,  for  sale.  Near  schools,  shopping,  churches,  2 
>spitals  and  teaching  center.  Can  be  seen  any  time.  Edward  E.  Powers, 
.D.,  714  North  Washington  St.,  Rome.  N.Y.  13440.  Tel:  (315)336-1800. 

'1  FESSIONAL  PRACTICE:  OPPORTUNITY  AVAILABLE  FOR  PUR- 

‘ 'ase  of  excellently  equipped  office  for  the  practice  of  internal  medicine  in  a 
: qh,  middle  income  community  in  Manhattan,  N.Y.C.  The  cost  is  mod- 
ite.  Monthly  rent  is  $250.  Retiring  physician  will  cooperate  to  effect  a 
Morough  indoctrination  and  smooth  transfer.  Call  (212)  GR  3-1126. 


} "STANDING  OPPORTUNITY  TO  TAKE  OVER  LUCRATIVE  GENERAL 
actice,  Capital  city,  Finger  Lakes  region.  Upstate  New  York.  Work  4 days 
;ekly,  6 hours  a day;  earn  in  excess  of  2,000  dollars  a week.  No  O.B.;  rare 
msecalls.  Two  open  staff  hospitals.  Take  over  lease  of  modern  office  and 
inimal  deferred  payment  for  equipment,  etc.  Will  introduce.  Please  send 
rriculum  with  first  letter.  Dept.  310,  c/o  NYSJM. 


* AL  ESTATE  FOR  SALE  OR  RENT 


7 1 SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
Manhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
' ,5.  2-2154. 


VkG  ISLAND  MINI  ESTATE:  IDEAL  LOCATION  FOR  HOME  AND/OR 
ofessional  building.  Custom  built;  five  separate  entrances;  top  construc- 
rn;  beautifully  landscaped;  private  country  atmosphere;  ample  parking; 
Ijacent  State  Park,  summer/winter  sports.  At  expressway  exit.  W’alk  to 
hools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 

■ 16)  935-2083. 


*|1  RENT:  SUMMIT  PROFESSIONAL  BLDG.,  ROCKLAND  COUNTY, 

r|..Y.  Professional  office  suites,  custom-built  to  tenants’  needs  at  no  extra 
large.  Ready  for  occupancy  fall,  1973.  Staff  lounge,  outdoor  sitting,  play 
ea,  other  extras.  Rapidly  growing  suburban  community,  45  min.  N.Y.C. 
14)  634-3222. 

i 

r I 

UK  SLOPE  AREA,  BROOKLYN,  NEW  YORK.  OFFICE  TO  RENT  OR 
iare  full  or  part-time.  Fully  equipped.  Reasonable  rent.  Opportunity 
r coverage  and  informal  internist’s  association.  Call  (212)  NE  8-2370. 


. | 

. 

SALE:  216  ACRE  FARM  LOCATED  ON  SCENIC  CROSSLAKE  IN 
orthern  Cayuga  County,  10  minutes  from  Exit  4,  New  York  Thruway,  35  min- 
:es  from  Syracuse,  N.Y.  160  acres  tillable;  nice  8 room  house;  new  128  X 
]>  all  aluminum  barn;  old  bam  with  silo  and  over  200  feet  lake  frontage.  Ideal 
- i r recreation,  cattle  or  horse  breeding  and  development.  Sacrifice  at  $56,500. 
'ill  take  30%  down,  balance  10  years  to  responsible  buyer.  Own  your  own 
inter  resort  or  game  farm.  Phone:  Max  L.  Fox,  M.D.,  (315)  252-3769. 


PROFESSIONAL  MEDICAL  CENTER 


• New  York's  newest— and  most  modern— professional  building 
• Expressly  designed  and  equipped  for  professional  medical  service. 

• In  close  proximity  to  New  York  Hospital,  Cornell  Medical  College, 
Rockefeller  Institute,  Memorial  Center,  Manhattan  Eye.  Ear  & Throat  Hospital. 

• 1 10,000  sq  ft.  of  space,  suites  according  to  need  • 400-car  attended  garage 
Individual  security  system;  information  and  security  desk  in  lobby. 

• Easy  access  from  Queensboro  Bridge,  FDR  Drive,  bus  lines,  etc. 

• Individually-controlled  year-round  air-conditioning  and  heating  system. 

• Emergency  stand-by  generator. 

E 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


FAR  ROCKAWAY:  2-FAMILY,  4 YRS.  OLD,  1V2  UPSTAIRS;  3/2  OR  5l, 

downstairs;  air  conditioned;  appliances;  landscaped;  fenced;  storms  & 
screens;  low  N.Y.C.  taxes;  near  everything.  Perfect  for  home  and/or  offices. 
Owner  (212)  327-8050. 


DOBBS  FERRY,  WESTCHESTER  COUNTY.  OFFICE  TO  SHARE  IN  NEW 
professional  building.  Newly  furnished,  central  a/c,  own  consultation  room. 
Share  waiting  room,  2 examining  rooms,  nurses  station.  Near  parkways.  Am- 
ple parking.  Leon  S.  Loizeaux,  Jr.,  M.D.  (914)693-3066. 


SMITHTOWN,  L.I.,  N.Y.:  IDEAL  FOR  LIVING  AND  PRACTICE.  HOME- 
office  combination.  4 bedrooms  and  3 baths  in  living  area.  4 rooms  and  1 
bath  in  office  area.  Extras.  $47,500  (firm).  (516)  AN  5-8644. 


ST.  THOMAS,  VIRGIN  ISLANDS:  RENTAL,  TWO  BEDROOM.  TWO 

bath,  luxurious,  decorator  furnished,  completely  equipped  villa  on  palm  treed, 
virgin  white,  private  beach  of  Cowpet  Bay.  A/C;  maid;  all  aquatic  sports. 
Garden  spot  of  tranquil  serenity  for  the  “bone  weary”  doctor.  Brochure  and 
rates  for  those  seriously  interested.  Gilbert  C.  Norton,  M.D.,  Box  134,  Endi- 
cott,  N.Y.  13760.  Call  after  9 p.m.  (607)  ST  5-5810. 
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NEW  YORK  STATE  ACADEMY  OF  FAMILY  PHYSICIANS 


SILVER  ANNIVERSARY 
CONVENTION 

FABULOUS  PLAYBOY  CLUB-HOTEL 
at  GBEAT  GORGE 

McAFEE,  NEW  JERSEY 

MAY  6 thru  10,  1973 

Congress  of  Delegates  May  6,  7,  1973 
Scientific  Assembly  May  8,  9,  10,  1973 

President’s  Dinner  May  9,  1973 

*Breakfast  Conferences 
^Technical  Exhibits 


*Scientific  Program 
*Scientific  Exhibits 


LIVE  TEACHING  CLINICS 

Live  patients — outstanding  demonstrators — audience  participation — 
question  and  answer  session.  A new  approach  to  postgraduate 
education. 


PLAN  TO  ATTEND 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 


For  reservations: 

NYSAFP 
81  Main  Street 
Binghamton,  N.  Y.  13905 
or  call:  (607)  722-2132 
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NEW  YORK  CITY  AREA 


WEDNESDAY,  APRIL  11 

8:00  p.m. 

Cornell  University  Medical  College 

1300  York  Avenue 
Symposium 

PRISONS  AND  PRISONERS 

Presiding 

WILLIAM  T.  LHAMON,  M.D. 

Introductory  Remarks 

E.  HUGH  LUCKEY,  M.D. 

Moderator 

SANFORD  GOLDSTONE,  Ph.D. 

1 . Dimensions  of  Prison  Medicine 

JAMES  DERWIN  BRADLEY,  M.D. 

New  York  State  Correctional  Services 

2.  The  Role  of  Corrections  in  the  Criminal 
Justice  System 

The  Hon.  BENJAMIN  J.  MALCOLM 
The  City  of  New  York 

3.  Prison  Reform  Today 

MILTON  RECTOR 

National  Council  on  Crime  and  Delinquency 

4.  Crime,  Prison  and  Society 

The  Hon.  PATRICK  V.  MURPHY 
The  City  of  New  York 

5.  The  Juvenile  Delinquent’s  Future 

STEPHEN  NORDLICHT,  M.D. 


April  16  / 20,  1973 

9:00  a. m. -6:00  p.m.,  Monday/Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

LARYNGEAL  AND  HYPOPHARYNGEAL 
SURGERY 

HUGH  F.  BILLER,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $450 


April  17  and  24,  1973 

8:00-9:00  a m.,  Tuesdays 

Richmond  Chapter  of  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

Postgraduate  Lectures  on  Neurology 

April  17 

Psychiatric  Evaluation  of  Adults 


M.  EDELMAN,  M.D. 

April  24 

Radioactive  Investigation 

R.  HOURI,  M.D. 


TUESDAY,  APRIL  17 

4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshop  in  Oncology  lor 
the  Practicing  Physician 

ETHICAL  IMPLICATIONS  IN  THE 
CARE  OF  THE  TERMINAL  CANCER 
PATIENT 


WEDNESDAY,  APRIL  18 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue — Conference  Room 
Bronx 

DIAGNOSIS  AND  MANAGEMENT  OF 
COMMON  ANEMIAS 

SAMUEL  MELAMED,  M.D. 

Misericordia  Hospital 

NO  FEE  CREDITS:  1 V2  hours 


April  19  and  20,  1973 

Full  time,  Thursday  & Friday 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

CARDIAC  AUSCULTATION 

Under  the  direction  of: 

J.  SCOTT  BUTTERWORTH,  M.D. 

NOTE:  This  course,  utilizing  tape  recordings,  individual 

electronic  stethoscopes  and  visual  patterns  of  sound, 
is  designed  to  teach  rapidly  the  recognition  of  sounds  and 
murmurs,  and  stresses  their  correlation  with  the  under- 
lying hemodynamic  phenomena.  In  addition,  noninvasive 
techniques  (carotid  and  peripheral  pulse  curves,  apex 
cardiogram)  useful  in  office  and  bedside  diagnosis  will  be 
discussed. 

FEE:  $75 

Applications  are  available  at  the  Office  of  the  Recorder, 
above  address. 


THURSDAY,  APRIL  19 

12  Noon 

Diabetes  Today  Series 
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Metropolitan  Hospital 

97th  Street  and  First  Avenue,  Room  705 

ELEVATED  “CASUAL”  FASTING  LEVELS 
OF  HUMAN  GROWTH  HORMONES  IN 
PATIENTS  WITH  DIABETIC 
RETINOPATHY 

RALPH  F.  KNOPF,  M.D. 

University  of  Michigan  Medical  Center 
Ann  Arbor 


5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
210  East  64th  Street 

Oculoplastic  Conference 

OCULARISTS’  SYMPOSIUM 

MR.  HENRY  GOUGELMAN,  New  York 
MESSRS.  RAYMOND  JAHRLING,  Boston;  JOHN 
KELLY,  Philadelphia;  FELIX  WEINBERG,  Baltimore; 
JOSEPH  SOPER,  Houston;  LOUIS  HEYMAN,  Philadelphia. 

Discussion 

PIERRE  GUI  BOR,  M.D. 


5:15  p.m. 

N.Y.U.  School  of  Medicine 

Alumni  Hall,  Classroom  A 

1550  First  Avenue 

History  of  Medicine  Lecture 

19th  CENTURY:  PRELUDE  TO  MODERN 
MEDICINE 

ADRIAN  W.  ZORGN IOTTI , M.D. 


9:00-11:00  p.m. 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  Bronx  County  Medical 
Society 

1300  Morris  Park  Avenue 
Bronx 

OINTMENTS,  SKIN  DEEP  OR  DEEPER? 

GERALD  LAZARUS,  M.D. 


9:00  p.m. 

Bronx  County  Chapter  of  AAFP  with 
Misericordia  Hospital  Medical  Center  and 
New  York  Heart  Association 

600  East  233rd  Street,  Conference  Room 
Bronx 

MANAGEMENT  OF  COAGULATION 
DISORDERS 

PATRICIA  CAMPBELL,  M.D. 


April  23  / 27,  1973 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

TYMPANOPLASTY  COURSE 

Under  the  Direction  of: 

ADOLPH  WOLFERMAN,  M.D. 

FEE:  $350  (limited  to  8 participants) 

To  apply,  write  to  MISS  TRUDI  CURRY,  Secretary  to  the 
Executive  Administrator,  above  address. 


MONDAY,  APRIL  23 

1 :00  p.m. 

Downstate  Medical  Center 

4th  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

R.  Janet  Watson  Hematology  Lecture 

RECENT  STUDIES  ON  HEPATITIS 
VIRUS  TYPE  B 

ALFRED  PRINCE,  M.D. 

Cornell  University  Medical  College 


TUESDAY,  APRIL  24 

9:00  a.m. 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

PRONESTYL-INDUCED  LUPUS 

EDWARD  GELTMAN,  M.D. 

N.Y.U.  Medical  Center 


April  25  / 27,  1973 

Full  time 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

A Three-Day  Intensive  Course 
of  Instruction  in 

OPHTHALMIC  PLASTIC  SURGERY 

MARTIN  BODIAN,  M.D.,  Members  of  the  Staff  and  Invited 
Guest  Speakers 

FEE:  $125 

Please  contact  MR.  VERNON  DRESSLER  at  the  above 
address. 


WEDNESDAY,  APRIL  25 

Noon 

Downstate  Medical  Center 
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4th  Floor  Pediatric  Library 
450  Clarkson  Avenue 
Brooklyn 

Research  Pediatric  Seminar 

NEUTROPHIL  FUNCTION  IN  THYROID 
DYSFUNCTION 

ELENA  GRIMES,  M.D. 

1:15-4:15  p.m. 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis 

ONE-DAY  POSTGRADUATE  SYMPOSIUM 

1.  Introductory  Remarks 

SIGMUND  A.  SIEGEL,  M.D. 

2.  Clinical  Management  of  Diabetes 

HERBERT  GERHSBERG,  M.D. 

N.Y.U.  Hospital 

2.  Current  Concepts  of  Treatment  of 
Venereal  Disease 

RUDOLF  STEINHARTER,  M.D. 

Nassau  County  Department  of  Health 

3.  General  Discussion 

PAULTORNAMBE,  M.D. 

4.  Panel  Discussion 

NO  FEE 

J.  EDWARD  ASTRACHAN,  M.D.,  Chairman,  Post-Graduate 
Education  Committee,  Terrace  Heights  Hospital. 


2:00-6:00  p.m. 

The  New  York  Academy  of  Medicine, 

Section  on  Obstetrics  and  Gynecology 

2 East  103rd  Street — Room  20 

SYMPOSIUM  ON  TRANSEXUALISM 

Moderator:  ALBERT  ALTCHEK,  M.D. 

Mount  Sinai  School  of  Medicine 

Introduction:  HARRY  BENJAMIN,  M.D. 

Benjamin  Gender  Identity  Research 
Foundation,  New  York  City 

1.  Psychosexual  Differentiation 

ANKE  EHRHARDT,  Ph  D. 

The  Children's  Hospital,  Buffalo 

2.  The  Pre-Transexual  Child 

RICHARD  GREEN,  M.D. 

University  of  California,  Los  Angeles 

3.  Differential  Diagnosis  and  Case  Selection 

WARDELL  B.  POMEROY,  Ph.D. 

New  York  City 

4.  Clinical  Management 

IRA  M.  DUSHOFF,  M.D. 

University  of  Florida  Gender  Identity 
Association,  Jacksonville 


5.  Discussion 

JUDY  JENNINGS,  Executive  Secretary 
Gender  Identity  Association,  Jacksonville 
CHARLES  I HLENFELD,  M.D. 

Benjamin  Gender  Identity  Research  Foundation, 
N.Y.C. 

MARIE  MEHL,  Ph.D. 

Erickson  Educational  Foundation,  Miami,  Florida 
NO  FEE 


April  25  / 27,  1973 
N.Y.U.  Medical  Center 

Institute  of  Rehabilitation  Medicine 
400  East  34th  Street 

REMEDIAL  TECHNIQUES  FOR 
COGNITIVE  AND  PERCEPTUAL  DIF- 
FICULTIES IN  BRAIN-DAMAGED 
PERSONS 

Under  the  direction  of: 

LEONARD  DILLER,  Ph  D.,  and 
JOAN  BARDACH,  Ph.D. 

FEE:  $150 

Please  write,  JOSEPH  GOODGOLD,  M.D.,  Dir.,  of  Re- 
search and  Training,  Institute  of  Rehabilitation  Medicine, 
Room  617,  above  address. 


WEDNESDAY,  APRIL  25 

8:00  p.m. 

The  Group  for  Geriatric  Psychiatry  of 
New  York 

Gracie  Square  Hospital 
420  East  76th  Street 

BEREAVEMENT  IN  THE  AGED  AND 
ITS  CONSEQUENCES 
(A  progress  report  of  the  first  two  years  of 
a controlled,  prospective  study  done  at 
Montefiore  Hospital  on  the  medical, 
psychological  and  social  consequences  of 
bereavement  in  the  aged.) 

ALFRED  WIENER,  M.D.,  DELIA  BATTIN,  M.S.W.  and 
IRVING  GERBER,  Ph  D. 

All  interested  professionals  are  invited. 


8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 
Annual  Scientific  Meeting 

THE  RECENT  TREND  TOWARD  UNISEX: 
A PANEL 

MARIE  R.  BADARACCO-APOLITO,  M.D. 

New  Jersey  College  of  Medicine 
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ROBERT  E.  GOULD,  M.D. 

Bellevue  Medical  Center 
LOUIS  LANDMAN,  M.D. 

American  Academy  of  Psychoanalysis 

Moderator:  MARTIN  SYMONDS,  M.D. 


April  27  and  28,  1973 
Columbia  University  P & S 

630  West  168th  Street 

WORKSHOP  AND  SEMINAR  IN 
OCULAR  ULTRASONIC  TOMOGRAPHY 

Under  the  direction  of: 

D.  JACKSON  COLEMAN,  M.D. 

With  invited  Faculty: 

RICHARD  DALLOW,  M.D.,  ROBERT  JACK,  M.D., 
LOUIS  KATZ,  M.S.,  STEVEN  KULVIN,  M.D., 

FREDERIC  LIZZI,  D.  ENG.  SC.;  MICHAEL  SHEA,  M.D., 
MICHAEL  WAINSTOCK,  M.D. 

FEE:  $150 


April  27  / May  1,1973 

9:00  a. m. -5:00  p.m.,  Friday  / Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

CELL  PATHOLOGY  AND  SYSTEMIC 
NUCLEAR  MALIGNANCY  ASSOCIATED 
CHANGES  (MAC)  IN  TISSUES  AND 
SMEARS 

HERBERT  E.  NIEBURGS,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $200 


SATURDAY,  APRIL  28 

9:30  a. m. -4:30  p.m. 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place,  Louria  Auditorium 
Brooklyn 

Symposium 

AGGRESSION  AND  VIOLENCE  IN 
ADOLESCENCE 

FEE:  $7.50  (includes  luncheon) 

Write  for  Registration  and  Program:  HAROLD  KLEIN, 

M.D.,  Chief,  Adolescent  Clinic,  above  address. 


SYMPOSIUM  ON  GLAUCOMA 

1.  The  Anatomy  of  Glaucoma 

GEORGE  SMELSER,  Ph.D. 

2.  Who  Gets  Glaucoma?  Constitutional 
Diathesis 

GEORGE  SPAETH,  M.D. 

3.  What  is  Glaucoma?  Clinical  Mani- 
festations. 

ANDREW  DeROETTH,  JR.,  M.D. 

4.  What  is  Good  Medical  Control  of 
Glaucoma?  How  to  Get  It? 

RAYMOND  HARRISON,  M.D. 

5.  Miotic  Induced  Retinal  Detachment 

MARVIN  F.  KRAUSHAR,  M.D. 

6.  The  Operations  I use  in  Glaucoma. 
Indications. 

MILES  GALIN,  M.D. 

7.  Handling  Surgical  Complications  before 
and  after  they  Happen 

DONALD  WILLARD,  M.D. 

8.  A Combined  Cataract-Glaucoma 
Operation 

A.  BENEDICT  RIZZUTI,  M.D. 

Two  motion  pictures  will  be  shown: 

Orbicularis  Transplant  for  Spastic  Entropion 

MILTON  WELT,  M.D. 

Orbiculo-Cautery  for  Entropion,  with 
Management  of  Over-Correction. 

MARTIN  BODIAN,  M.D. 

ENT  SESSION 

1.  Electronystagmography 

MARTIN  SPECTOR,  M.D. 

2.  Septo-Rhinoplasty 

NORMAN  E.  JOHNSON,  M.D. 

FEE:  $35  (includes  lunch) 

Apply:  MRS.  RUTH  PATTENDEN,  at  the  above  address. 


April  30  / May  4,  1973 

Columbia  University  P & S, 

Department  of  Radiology 

Columbia-Presbyterian  Medical  Center 
530  West  168th  Street 

POSTGRADUATE  COURSE  IN  NEURO- 
RADIOLOGY 

Under  the  direction  of: 

ERNEST  H.  WOOD,  M.D. 


The  Annual  Clinical  Conference  of  the 
Brooklyn  Eye  and  Ear  Hospital  Alumni 
Association 

International  Hotel 
Kennedy  Airport 
Jamaica 


Inquiries  should  be  addressed  to:  MELVIN  D.  YAHR, 

M.D.,  Associate  Dean,  Office  of  Graduate  Medicine,  above 
address. 
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MONDAY,  APRIL  30 

8:30  p.m. 

Beth  Israel  Medical  Center 

12th  Floor  Conference  Room 

Dazian  Pavilion 

10  Nathan  D.  Perlman  Place 

Medical-Surgical  Thoracic  Conference 

PERCUTANEOUS  PLEURAL  BIOPSY 

JOSEPH  SCERBO,  M.D. 

St.  Mary's  Hospital,  Hoboken,  N.J. 


FUTURE  EVENTS 

May  17  and  18,  1973 

The  New  York  State  Heart  Assembly 

Otesaga  Hotel 
Cooperstown,  New  York 

1973  ANNUAL  MEETING 

Write:  New  York  State  Heart  Assembly,  Inc.,  3 West  29th 
Street,  New  York,  N.Y.  10001.  Telephone:  (212)  686- 

3860. 


May  21  / May  23,  1973 — afternoons 

The  Long  Island  Jewish  Hospital,  Queens 
Hospital  Center  Affiliation 

82-68  164th  Street 
Jamaica 

REFRESHER  COURSE  IN  RADIO- 
BIOLOGY— THE  PHYSICS  OF 
RADIOLOGY  AND  NUCLEAR  MEDICINE 

Faculty  will  include: 

HARRY  ASTARITA,  M.D.,  EDWIN  HOLODNEY,  M.D. 

Nassau  Hospital 

EDWIN  HOLODNEY,  M.D. 

St.  Vincent's  Medical  Center 
LILLIAN  JACOBSON,  M.D. 

Long  Island  Jewish  Hospital 
DONALD  PIZZARELLO,  M.D. 

N.Y.U.  School  of  Medicine 
GERALD  SHAPIRO,  M.D. 

Queens  Hospital  Center 

Further  information  and  application  forms  can  be  ob- 
tained from:  JAN  J.  SMULEWICZ,  M.D.,  Dir,  Dept,  of 

Radiology,  Queens  Hospital  Center,  at  the  above  address. 
Zip  is  1 1432. 

June  4/8,  1973 

The  State  University  of  New  York  at  Buffalo 

School  of  Medicine 

REFRESHER  COURSE  IN  PEDIATRICS 

An  intensive  refresher  course  in  pediatrics  is  being  offered 
at  the  State  University  of  New  York  at  Buffalo  School  of 
Medicine  under  the  sponsorship  of  the  Bureau  of  Maternal 


and  Child  Health  and  Family  Planning,  New  York  State 
Department  of  Health.  It  is  intended  primarily  for  general 
practitioners  but  pediatricians  will  also  find  the  course  of 
value: 

All  teaching  will  be  done  by  the  faculty  of  the  School  of 
Medicine  under  the  supervision  of  Dr.  Jean  A.  Cortner, 
Head  of  the  Department  of  Pediatrics. 

Registration  fee  is  $5  ( check  to  be  made  payable  to  the 
State  University  of  New  York  at  Buffalo).  Tuition  for  each 
physician  enrolled  in  the  course  is  paid  by  the  New  York 
State  Department  of  Health.  Application  for  enrollment 
must  be  made  prior  to  May  15,  1973  to  the  Bureau  of  Ma- 
ternal and  Child  Health  and  Family  Planning,  162  Washing- 
ton Avenue,  Albany,  New  York  12210.  The  registration  fee 
must  accompany  the  application. 

Applications  are  obtainable  from  full-time  health  officers, 
the  Department  of  Continuing  Medical  Education,  School 
of  Medicine,  State  University  of  New  York  at  Buffalo,  2211 
Main  Street,  Buffalo  14214  or  the  Bureau  of  Maternal  and 
Child  Health  and  Family  Planning,  162  Washington  Avenue, 
Albany  12210. 

August  20  / 23,  1973 

Fifth  International  Hyperbaric  Congress 

Bayshore Inn 
Vancouver,  Canada 

Address  communications  to:  Program  Coordinator  Fifth 

International  Hyperbaric  Congress,  410-750  West  Broad- 
way, Vancouver  9,  B.C.  Canada. 


BROOME  COUNTY 


April  5 / 26,  1973 

1 1 :00  a.m.,  Thursdays 

Upstate  Medical  Center  at  Syracuse 

Charles  S.  Wilson  Memorial  Hospital 
Redwood  Room 
Johnson  City 

Clinical  Seminars 

April  5 

Treatment  of  Status  Asthmaticus 

ROBERT  GILBERT,  M.D. 

April  12 

Current  Concepts  in  Gallbladder  Disease 

ROBERT  A.  LEVINE,  M.D. 

April  26 

Teen-Age  Menstrual  Problems 

ROBERT  E.  L.  NESBITT,  JR.,  M.D. 

All  speakers  are  from  Upstate  Medical  Center 

CREDIT:  Category  I (prescribed)  by  AAFP 

Medical  Grand  Rounds  will  be  held  at  10:00  a.m.,  pre- 
ceding each  of  the  above  sessions. 


1973  Deadline  Dates  and  Announcement  Cards  avail- 
able on  request.  Write  The  Editor,  WHAT  GOES  ON. 
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THURSDAY,  APRIL  26 


MONDAY,  APRIL  16 

American  Cancer  Society,  Broome  County 
Unit;  Merck,  Sharpe  and  Dohme  Post  Grad- 
uate Program;  and  New  York  State  Cancer 
Control  Bureau 

Charles  S.  Wilson  Memorial  Hospital 
Johnson  City 

Cancer  Teaching  Conferences  for  Physicians 

GERALD  KING,  M.D. 

Upstate  Medical  Center  at  Syracuse 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

School  of  Medicine 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel  (716)  831-5526 

SCHEDULE  FOR  WINTER-SPRING,  1973 
April  6 and  7 

36th  Annual  U.B.  Alumni  Spring  Clinical 
Days 

MILFORD  C.  MALONEY,  M.D. 

Statler  Hilton  Hotel 

April  14  and  15 
Anesthesiology 

JOHN  I.  LAURIA,  M.D. 

Parkway  Ramada  Inn 

May  3 

Thromboembolism  (American  College 
of  Surgeons) 

GERALD  P.  BURNS,  M.D. 

Parkway  Ramada  Inn 

May  4 

Eye  Teaching  Day 

JOHN  V.  ARMENIA,  M.D. 

Treadway  Inn 

May  16  and  17 
Fetal  Monitoring 

MICHAEL  RAY,  M.D. 

May  25  and  26 

Psychiatric  Treatment  in  Correctional 
Programs 

June  4/8 

Refresher  Seminar  in  Pediatrics 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 

August  6/9 
School  Health 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 


7:30-9:30  p.m. 

Continuing  Medical  Education,  SUNYAB; 
Heart  Association  of  Western  New  York 

The  Sisters  of  Charity  Hospital 

2157  Main  Street 

Buffalo 

Clinic  in  Physical  Examination  of  the  Cardiac  Patient  and 
Arrhythmia  Workshop 

AUSCULTATION— SYSTOLIC  EJECTION 
MURMURS 

Definition  and  Recognition 
The  Innocent  Murmur 
The  ASD  Murmur 
Arrhythmias 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genesee  Wyoming,  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to 
all  physicians  presented  at  1 1 :30  a.m.  on  Tuesdays. 

2.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third 
Wednesday  of  each  month  under  the  direction  of  Gerald 
P.  Murphy,  M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m. 
on  the  fourth  Thursday  under  the  direction  of  Eugene  R. 
Mindell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored  by 
the  Department  of  Family  Practice  and  presented  at  8:30 
a.m.  the  first  Thursday  under  the  direction  of  Ernest  R. 
Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 
York  at  Buffalo,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 


SUBSCRIPTION 

Subscriptions  to  ‘‘WHAT  GOES  ON”  are  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
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PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 

Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  ap- 
plicant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 
Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 


NASSAU  COUNTY 


April  19  and  26,  1973 

1 1 : 30  a. m. -12:30  p.m.,  Thursdays 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

April  19 

The  Child  with  a Stroke 

ARNOLD  GOLD,  M.D. 

Columbia-Presbyterian  Medical  Center 

April  26 

The  Pharmacology  and  Efficacy  of 
Dilantin  in  Children 

LEATRICE  BOROFSKY,  M.D. 


SYRACUSE  AREA 


April  26  / 29,  1973 

American  Association  of  Medical  Assistants, 
New  York  State  Society 

Sheraton  Motor  Inn 
Syracuse 

FOURTEENTH  ANNUAL  MEETING 
Thursday,  April  26 

10:00  AM  Upstate  Medical  Center — tour 
1:00  PM  Bristol  Laboratories — tour 
8:00  PM  Council  Meeting 


Friday,  April  27 

8:30  AM  House  of  Delegates 
Saturday,  April  28 


8:00  AM 

CMA  Mini  Test 
Effective  Listening 

9:30  AM 

WORKSHOPS— Officers— 
Committee  Chairmen 

2:00  PM 

Family  Planning,  Sex  Education 
and  Menopause 

2:15  PM 

“Hope  Is  Not  A Friend”  film 

2:45  PM 

“Human  and  Animal  Begin- 
nings” film 

3:30  PM 

“The  Menopause — A New 
Beginning”  film 

Sunday,  April  29 

11:00  AM 

Council  Meeting 

PHYSICIANS’  PLACEMENT 


AUBURN,  N.Y.,  Cayuga  County,  needs  Family  Physicians, 
Pediatricians,  Internists  and  Ob/Gyn. 

CONTACT:  RALPH  W.  GETTY,  M.D.,  5 Hamilton  Avenue, 

Auburn,  N.Y.  13021.  Tel.  (315)  AL  2-2424. 


CHAUTAUQUA  COUNTY,  N.Y.,  needs  physicians. 

CONTACT:  ROBERT  F.  HORSCH,  M.D.,  President  Chautauqua 
County  Medical  Society,  Corner  Second  and  South  Portage, 
Westfield,  N.Y.  14787 


ELMIRA,  N.Y.,  Chemung  County,  needs  three  Family  Physi- 
cians. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Arnot-Ogden  Me- 

morial Hospital,  Elmira,  N.Y.  14901.  Tel.  (607)  734-5221. 


ONEIDA,  N.Y.,  Madison  County  needs  Family  Physicians 
and  Specialists  in  Internal  Medicine,  Orthopedics,  EENT,  for 
Private  Practice  and  Emergency  Room  physicians  for 
Hospital. 

CONTACT:  JOHN  C.  MACAULAY.  M.D.,  Chief  of  Staff. 

Oneida  City  Hospital,  Genesee  Street,  Oneida,  N.Y.  13421. 
Tel.  (315)  363-6633. 


New  York  City.  Part  time  (3  hour  sessions)  M.D.'s  needed 
to  work  at  Dept,  of  Sanitation  Clinic,  125  Worth  Street,  New 
York  City.  G.P.'s,  Ortho,  I.M.,  Oph.  may  work  as  many  ses- 
sions as  you  wish — minimum  is  2 sessions  per  day. 

CONTACT:  MR.  KARABAICH,  at  the  above  address.  Tel. 

(212)  566-5402. 
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NEW  YORK  CITY.  Part  time  M.D.'s  to  perform  physical 
exams  afternoons  to  3 p.m. 

CONTACT:  Lt.  Com.  Robert  J.  Miller,  Chief  Medical  Officer, 

The  Armed  Forces  Examining  and  Entrance  Station,  201 
Varick  Street,  N.Y.,  N.Y.  10014.  Tel.  (212)  620-3692. 


NEW  YORK  CITY.  N.Y.S.  licensed  M.D.’s  or  ECFMG’s 
needed. 

CONTACT:  MISS  FRANKEL,  Department  of  Medicine,  Bird 

S.  Coler  Memorial  Hospital,  Welfare  Island,  New  York,  N.Y. 
10017.  Tel.  (212)  688-9400. 


BRONX,  N.Y.  Wanted  full  time  or  part  time  medical  clinic 
staff  in  a teaching  hospital.  Possible  appointment  at  a 
voluntary  affiliate/also  affiliated  with  a medical  school. 

CONTACT:  SEYMOUR  HERSCHBERG,  M.D.,  Chief  of  Medi- 
cine, Fordham  Hospital,  Bronx,  N.Y.  10458.  Tel.  (212) 
CY  8-4000. 


EVENTS  RECEIVED  AFTER  DEADLINE 


TUESDAY,  APRIL  3 

7:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 
2 East  103rd  Street 

I.  Presentation  of  Cases: 

Members:  7:00-7:45  p.m. 
Non-members:  7:45-8:30  p.m. 

II.  Executive  Session:  8:00-8:30  p.m. 

From  the  Departments  of 

a.  Columbia-Presbyterian  Medical  Center 
CARL  T.  NELSON,  M.D. 

b.  Roosevelt  Hospital 

ROYAL  M.  MONTGOMERY,  M.D. 

c.  St.  Luke’s  Hospital 

ALEX  M.  YOUNG,  JR.,  M.D. 

d.  U.S.P.H.S.  Hospital,  Staten  Island 
JAMES  FIELDS,  M.D. 

e.  Brooklyn  V. A.  Hospital 
YELVA  LYNFIELD,  M.D. 

III.  General  Discussion  of  Cases:  8:30- 

9:45  p.m. 


April  4 and  May  2,  1973 

5:30  p.m.,  Wednesdays 

The  Buffalo  Academy  of  Medicine 

Faculty  Club  in  Harriman  Library 
University  Campus,  Buffalo 

April  4 

In  conjunction  with  the  Buffalo  Surgical 
Society  and  the  Erie  County  Cancer  Society 
The  Diagnosis  and  Treatment  of  Uterine 
Cancer 

HERBERT  B.  TAYLOR,  M.D. 

St.  Louis  University  School  of  Medicine 


May  2 

The  President’s  Dinner  at  the  Statler  Hilton 
Hotel 

A Medical  Entente  Between  the  People’s 
Republic  of  China  and  the  U.S.A. 

PAUL  DUDLEY  WHITE,  M.D. 

Boston,  Massachusetts 

Please  contact:  CHARLES  P.  VOLTZ,  M.D.,  2157  Main 

Street,  Buffalo,  N.Y.  14214. 


April  5 and  12,  1973 

12:15  p.m.,  Thursdays 

“State  of  the  Art”  Lectures 

Jacobi  Hospital — 4th  Floor  Auditorium 

Pelham  Parkway 

Bronx 

April  5 

New  Approaches  to  the  Study  of  Auto 
Immune  Diseases 

PARVIZ  LALEZARI , M.D. 

Albert  Einstein  College  of  Medicine 

April  12 

Heresy  in  Health  Care  Delivery — 

The  Netherlands 

BERTRAND  BELL,  M.D. 

Albert  Einstein  College  of  Medicine 


SATURDAY,  APRIL  7 

9:30  a.m. — 5:00  p.m. 

Department  of  Anesthesiology  of  N.Y.U. 
Medical  Center 

Alumni  Hall 
550  First  Avenue 

Full  Day  Symposium 

ACUPUNCTURE  1973 

The  Program  chairman  is  FRANK  Z.  WARREN,  M.D., 
Executive  Director  of  the  National  Acupuncture  Research 
Society.  Some  of  the  other  participants  include  DR. 
FELIX  MANN,  President  of  the  British  Medical  Acupunc- 
ture Society,  HOWARD  JENERICK,  Ph.D.,  Executive  Sec- 
retary, Committee  on  Acupuncture,  National  Institutes  of 
Health  and  Doctors  MATTHEW  H.  LEE,  ALLAN  S.  RUSSEK 
and  PETER  TENG  of  the  Institute  of  Rehabilitation  Med- 
icine, and  Doctors  MANSOOR  DAY  and  HENRY  GUY  of 
the  Department  of  Anesthesiology  at  N.Y.U. 

FEE:  $55  (Students  $25) 

Address  all  requests  for  information  and  tickets  to: 
The  National  Acupuncture  Research  Society,  505  Park 
Avenue,  New  York,  N.Y.  10022.  Telephone  (212)  759- 
5832. 


WEDNESDAY,  APRIL  18 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Otolaryngology,  Section  on  Plastic  and  Recon- 
structive Surgery  with  the  New  York  Regional  Society  of 
Plastic  and  Reconstructive  Surgery 
2 East  103rd  Street 
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CORRECTIVE  SURGERY  OF  THE  NOTES 

NASAL  SEPTUM  AND  EXTERNAL  

PYRAMID 

1.  Anatomical  Functional  Considerations 

CHARLES  A.  TUCKER,  M.D. 

University  of  Connecticut  Health  Center 

2.  Surgical  Functional  Considerations 
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KIIMESED  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


First  in  a new  series  of 

medical  forums  — sponsored  by  AMA. 

Confluence  73:  successor  to  AMA's  popular 
annual  convention. 

Confluence  73:  a whole  new  approach  to  the 
interchange  of  medical  knowledge,  an  intermixing 
of  your  education  and  experience  with  that  of  leading 
medical  researchers  and  experts  covering  a broad 
variety  of  meaningful  and  rewarding  subjects. 


Confluence  73:  spotlight  on  18  challenging 
postgraduate  courses  — 11  of  them  never  offered 
before  by  AMA.  Spotlight  on  stimulating  Joint 
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cardiopulmonary  resuscitation. 
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New  York  Coliseum:  General  Registration,  Scientific  Meetings  & Exhibits 


Advance  Registration 

Please  return  to: 

Circulation  and  Records  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Please  print 

Name  

(each  physician  must  register  in  his  own  name) 

Office  Address 

City/State/Zip  

I am  a member  of  the  AMA  through  the 

State  Medical  Association  or  in  the  following  govern- 
ment service:  


This  form  must  be  returned  before  May  23,  1973.  Your 
Advance  Registration  Card  and  tickets  will  be  sent  to 
you  on  June  7,  unless  you  request  an  earlier  mailing 
date. 


General  Registration 

□ AMA  members  and  their  guests:  no  fee 

□ Non-member  physicians:  $25 

□ Non-member  medical  students:  $10 

□ Guests  of  non-members:  $5 

□ Reservations  for  Scientific  Awards  Dinner 
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Tickets:  $15  each,  payable  in  advance 

My  remittance  of  $ is  enclosed. 

(Make  check  payable  to  American  Medical  Association.) 

Check  must  accompany  registration. 

In  accordance  with  the  AMA  Bylaws,  I hold  active 
membership  in  the  AMA,  and  I wish  to  vote  in  the 
Scientific  Section  I have  checked: 
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or  generations  my  family  has  insisted  on  Donnagel  R-PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don’t  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
diarrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel*- PG  treats 
accompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
unpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
to  promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
demulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
belladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel-PG 

Donnagel  with  '—'paregoric  equivalent 
^ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 


Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg 
(equivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative) 
60.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 
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The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster''  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


Butisol  SODIUM® 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease:  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  hangover 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t i d.  or  q.i.d  For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg..  100  mg.;  Elixir,  30  mg.  per 
5 cc  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg  . 30  mg.,  50  mg.,  100  mg 


(McNEIL  | 


McNeil  Laboratories.  Inc  . Fort  Washington  Pa.  19034 
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Are  they  1 
too  old  to  swing  ? 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid 12.5  mg. 

Iron  (from  Ferrous  Sulfate) 2 82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.1  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 
Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICAT  IONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND-B  INJECTABLE:  Vials  of  10  cc. 

Testand-B uble'8 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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cirrhosis  or 
hepatitis?* 


In  any  case.,, 
when  nutritional 
supplementation 
is  indicated 


Berocca  is  therapy 

tablets 


With  balanced,  high  potency  B-complex 
and  C vitamins. ..No  odor... 

Virtually  no  aftertaste...  Lowest  priced 
Rx  formula. 

Please  see  complete  product  information, 
a summary  of  which  follows: 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  (Vitamin  B,) 1 5 mg 

Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HCI  (Vitamin  B6) 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (Vitamin  B12) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (Vitamin  C) 500  mg 


Indications:  Nutritional  supplementation  in  condi- 
tions in  which  water-soluble  vitamins  are  required 
prophylactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias. 
Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients 
with  pernicious  anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who  are  inade- 
quately treated  with  vitamin  B,2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical 
need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Medi-scan  Q&A 


Medical  Meetings 


Regional  meeting  of  American  Association 
of  Medical  Clinics 

The  Summit  Medical  Group,  Summit,  New  Jersey, 
will  sponsor  the  Northeast  Regional  Meeting  of  the 
American  Association  of  Medical  Clinics,  May  18  and 
19,  1973,  at  the  Governor  Morris  Inn,  Morristown,  New 
Jersey.  The  two-day  session,  covering  various  phases 
of  group  practice  of  medicine,  will  be  open  to  all  group 
practice  physicians  and  administrators  in  the  region. 
Further  information  may  be  obtained  from  Anthony  J. 
Milano,  Administrator,  Summit  Medical  Group,  phone 
202-273-4300. 

Occupational  health  congress 

The  Thirty-Third  Annual  Congress  on  Occupational 
Health  will  be  held  at  The  Benjamin  Franklin  Hotel  in 
Philadelphia  on  September  17  and  18,  1973. 

Certification  examination 

The  American  Board  of  Family  Practice  announced 
that  it  will  give  its  next  two-day  written  certification 
examination  on  October  20  through  21,  1973,  in  various 
centers  throughout  the  United  States.  Information  re- 
garding the  examination  can  be  obtained  by  writing: 
Nicholas  J.  Pisacano,  M.D.,  Secretary,  American 
Board  of  Family  Practice,  Inc.,  University  of  Kentucky 
Medical  Center,  Annex  #2,  Room  229,  Lexington,  Ken- 
tucky 40506.  It  is  necessary  for  each  physician  desiring 
to  take  the  examination  to  file  a completed  application 
with  the  Board  office  before  August  1,  1973. 

International  conference  in  Israel 

Mount  Sinai  Medical  Center  of  Greater  Miami, 
Miami  Beach,  Florida,  has  announced  the  second  an- 
nual International  Clinical  Dialogues  in  Medicine  and 
Surgery  to  be  held  at  Chaim  Sheba  Medical  Center, 
Tel-Hashomer,  Israel,  from  October  20  to  November  3, 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


1973.  For  further  information,  contact  Mrs.  Frances 
Richardson,  Postgraduate  Medical  Education,  Mount 
Sinai  Medical  Center,  4300  Alton  Road,  Miami  Beach, 
Florida  33140. 

Physicians' concert  benefit 

The  Brooklyn  Doctors’  Symphony  will  present  a 
spring  concert  at  8:30  P.M.,  Wednesday,  April  25, 
1973,  in  the  auditorium  of  the  Nurses’  Residence, 
Kings  County  Hospital  Center,  at  Clarkson  and  New 
York  Avenues  to  benefit  the  student  nurses’  scholar- 
ship fund.  The  program  will  be  varied,  consisting  of 
classical,  semiclassical,  and  chamber  music  and  Dixie- 
land selections.  Donation  is  $2.00 

Conference  on  human  environment 

The  World  Medical  Association  is  cosponsoring  a 
world  conference  on  the  human  environment  from  Oc- 
tober 23  through  26,  1973,  in  Primosten,  Yugoslavia,  in 
collaboration  with  the  Union  of  Yugoslav  Medical  So- 
cieties, the  American  Medical  Association,  and  the 
U.S.  Department  of  Health,  Education,  and  Welfare. 
The  conference,  a follow-up  on  the  United  Nations 
Stockholm  meeting  of  June,  1972,  will  cover  not  only 
pollution  but  also  the  effects  of  urbanization,  housing, 
waste  disposal,  water  supply,  nutrition,  radiation,  and 
other  factors  on  human  beings.  The  responsibilities  of 
the  medical  and  allied  medical  professions  in  improv- 
ing the  environment  in  developed  and  developing 
countries  will  be  emphasized  on  the  final  day  of  the 
conference. 

There  is  no  registration  fee,  and  board  and  lodging 
will  be  under  $10  a day.  Registration  blanks  can  be 
obtained  from  The  World  Medical  Association  or  from 
Mr.  Frank  Barton,  Council  on  Environment  and  Public 
Health  of  the  American  Medical  Association.  Anyone 
interested  in  associate  membership,  for  a fee  of  $15  per 
year,  in  The  World  Medical  Association  may  apply  to 
The  World  Medical  Association,  10  Columbus  Circle, 
New  York,  New  York  10019. 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  ¥2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3 ¥2,  phenacetin  gr.  2 ¥2, 
caffeine  gr.  ¥2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 

HURTS 


EMPIRIN 

COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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Medical  News 


Continued  service  certificates 

Irving  G.  Frohman,  M.D.,  a member  of  our  Society, 
has  been  honored  for  contributing  to  the  missions  and 
programs  of  the  Reserve  Officers  Association.  He  has 
also  obtained  a fifty-year  certificate  from  the  Associa- 
tion for  his  many  years  of  service. 

Sol  Axelrad,  M.D.,  has  received  similar  recognition 
for  his  many  years  of  conscientious  service  to  the  Selec- 
tive Service  System. 

Medical  liability  rate  reduction 

Employers  Mutual  Insurance  Company  of  Wausau, 
carrier  for  the  Medical  Society  of  the  State  of  New 
York’s  professional  medical  liability  insurance  pro- 
gram, has  announced  that  there  will  be  a rate  reduc- 
tion of  approximately  8 per  cent  for  policies  written  on 
or  after  July  1,  1973.  The  company  explained  that, 
although  the  same  factor  will  not  be  applied  to  each 
specialty,  no  physician  policy  holder  will  be  paying  a 
higher  rate  than  the  one  he  is  presently  paying.  The 
decrease  is  predicated  on  three  factors:  a 5 per  cent 

credit  on  investment  income,  a reduction  from  15.5  to 
14.5  per  cent  on  the  current  expense  ratio,  the  so-called 
“retention  rate,”  and  adjustments  to  territory  and 
specialties  resulting  in  an  overall  2 per  cent  additional 
decrease. 

Outpatient  psychiatric  clinic 

Melvin  Stanger,  M.D.,  clinical  instructor  in  psychia- 
try, at  Downstate  Medical  Center  has  been  appointed 
director  of  the  new  outpatient  psychiatric  clinic  in  the 
outpatient  department  of  State  University  Hospital. 
Dr.  Stanger  was  formerly  supervising  psychiatrist  in 
the  outpatient  clinic  at  Brookdale  Hospital  Center, 
Brooklyn. 

Contract  for  methadone  treatment  program 

The  Downstate  Medical  Center  has  been  awarded  a 
contract  of  $105,600  by  the  Addiction  Services  Agency 
of  the  City  of  New  York  for  a nonresidence  methadone 
detoxification  and  maintenance  treatment  program. 
The  contract  will  be  administered  by  Benjamin  Kiss- 
in,  M.D.,  professor  of  psychiatry  and  director  of  the 
Division  of  Alcoholism  and  Drug  Dependence. 

Stop  smoking  clinic  opens 

A stop  smoking  clinic  using  hypnotic  technics  has 
been  opened  in  the  outpatient  department  of  State 
University  Hospital,  Downstate  Medical  Center, 
Brooklyn.  A service  of  the  Department  of  Psychiatry, 
the  clinic  is  under  the  direction  of  Israel  Samuelly, 
M.D.,  an  experienced  hypnotist  and  clinical  assistant 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


professor  of  psychiatry  at  Downstate.  The  service  is 
aimed  at  the  hard-core  smoker  who  has  tried  without 
success  a variety  of  technics  for  breaking  his  habit. 
The  clinic  meets  Friday  afternoons.  Patients  may  be 
referred  by  their  physician,  and  appointments  can  be 
made  by  calling  212-270-2905. 

Limitation  of  amphetamine  use  urged 

The  use  of  amphetamines  to  curb  obesity  in  chil- 
dren, to  help  students  “cram”  for  examinations,  or  to 
stimulate  athletic  performance  has  been  comdemned 
by  the  American  Academy  of  Pediatrics’  Committee  on 
Drugs  in  the  February  issue  of  Pediatrics.  Noting  that 
amphetamine  abuse  has  been  the  subject  of  recent 
public  attention  in  the  United  States  and  elsewhere, 
the  Committee  cited  only  two  valid  indications  for  use 
of  amphetamines  in  childhood,  incidences  of  the  hyper- 
kinetic syndrome  and  of  narcolepsy. 

Memorial  Sloan-Kettering  Cancer  Center 
appoints  president 

Lewis  Thomas,  M.D.,  dean  of  the  Yale  School  of 
Medicine  and  chairman  of  the  Department  of  Patholo- 
gy, has  accepted  the  position  of  president  and  chief  ex- 
ecutive officer  of  Memorial  Sloan-Kettering  Cancer 
Center.  The  Center  is  the  corporation  which  embraces 
two  operating  units:  Memorial  Hospital  for  Cancer 

and  Allied  Diseases,  the  clinical  unit,  and  the  Sloan- 
Kettering  Institute  for  Cancer  Research,  the  research 
facility.  It  was  established  in  1960  with  the  responsi- 
bility for  determining  policies  to  be  followed  by  each 
unit  in  pursuit  of  their  common  purpose,  for  repre- 
senting both  before  the  public,  for  providing  common 
services,  and  for  coordinating  their  work  in  related 
areas. 

Personalities 

Promoted.  Robert  Silber,  M.D.,  director  of  clinical 
hematology  at  the  New  York  University  Medical  Cen- 
ter, David  S.  Baldwin,  M.D.,  and  Martin  Dolgin, 
M.D.,  from  associate  professors  to  professors  of  medi- 
cine at  New  York  University  School  of  Medicine. 

Awarded.  Manning  Feinleib,  M.D.,  M.P.H.,  lec- 
turer in  environmental  medicine  and  community 
health  at  Downstate  Medical  Center,  the  1972  Morti- 
mer Spiegelman  Gold  Medal  Award  of  the  American 
Public  Health  Association. 

Appointed.  Bernard  Gardner,  M.D.,  professor  of 
surgery  at  Downstate  Medical  Center,  to  the  Board  of 
Directors  of  the  Research  Foundation  of  the  State  Uni- 
versity of  New  York. 

Elected.  Howard  B.  Rasi,  M.D.,  D.D.S.,  clinical 
assistant  professor  of  plastic  surgery  at  Downstate 
Medical  Center,  president  of  the  New  York  Regional 
Society  of  Plastic  and  Reconstructive  Surgery. 
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For  patients  who  can  t or  won  t use  the  pill  or  an  IUD 

While  no  contraceptive  is  one  hundred  percent  effective,  the 
Ortho  All-Flex  Diaphragm  and  Ortho-Gynol  Contraceptive  Jelly, 
together,  act  as  a very  effective  barrier  to  conception  and  is 
a method  that  is  rarely  contraindicated. 

Ortho  All-Flex  is  designed  to  provide  comfort  and  reliability 
and  to  meet  the  highest  esthetic  standards  of  the  most  dis- 
criminating women. 

Ortho  All-Flex  Diaphragms  are  made  of  high  quality,  long- 
lasting  latex  They  won  t discolor  when  used  with  Ortho-Gynol 
Contraceptive  Jelly  or  Ortho-Creme*  since  these  contain  no 
phenylmercuric  acetates.  No  introducer  is  needed;  the  unique 
spring-within-a-spring  construction  forms  a perfect  arc 
wherever  compressed. 

Consider  the  advantages  of  prescribing  the  Ortho  All-Flex 
Diaphragm  and  Ortho-Gynol  when  you  and  your  patient  decide 
on  the  diaphragm  and  jelly  method  of  conception  control 
If  you  would  like  a professional  fitting-ring  set 
\orThcJ  and  fitting-procedure  brochure,  please  contact 
your  Ortho  representative 

Ortho  Pharmaceutical  Corporation,  Raritan,  New  Jersey  08869 


The  Ortho  All-Flex* 
Diaphragm  with 
Ortho-Gynol* 
Contraceptive  Jelly 
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Abstracts 


Shah,  I.  C.:  Ileocecal  tuberculosis  and  Crohn’s  disease, 

New  York  State  J.  Med.  73:  949  (Apr.  15)  1973. 

Primary  hypertrophic  ileocecal  tuberculosis  may  be 
present  without  evidence  of  pulmonary  tuberculosis. 
This  lesion,  although  infrequently  encountered,  still  oc- 
curs and  should  be  considered  in  the  differential  diag- 
nosis of  ileocecal  granulomas.  This  is  important  espe- 
cially in  patients  coming  from  the  underdeveloped 
countries.  Twenty  cases  from  India  were  reviewed. 
The  diagnosis  was  mainly  based  on  pathologic  findings 
of  caseation  necrosis  in  the  bowel  wall  and/or  in  the 
lymph  nodes.  Tubercle  bacilli  were  isolated  in  7 pa- 
tients. There  is  now  controversy  about  the  existence  of 
primary  hypertrophic  ileocecal  tuberculosis  and  the 
difficulty  in  diagnosis  between  this  disease  and  regional 
ileitis  is  noted. 

Tan,  C.  V.,  Rosner,  F.,  and  Feldman,  F.:  Nitroblue 

tetrazolium  dye  reduction;  in  various  hematologic  dis- 


orders, New  York  State  J.  Med.  73:  952  (Apr.  15)  1973. 

In  healthy  control  individuals  and  patients  with  vari- 
ous hematologic  disorders,  phagocytosis  of  and  NBT 
(nitroblue  tetrazolium)  dye  reduction  by  polymorpho- 
nuclear leukocytes  were  measured.  Increased  spon- 
taneous dye  reduction  occurred  in  the  white  blood  cells 
of  normal  newborn  infants,  patients  with  bacterial  in- 
fection, and  individuals  with  a variety  of  hematologic 
disorders,  including  polycythemia  vera,  pernicious 
anemia,  multiple  myeloma,  and  systemic  lupus  erythe- 
matosus. Leukocytes  from  patients  with  iron  deficiency, 
anemia  associated  with  azotemia,  and  sickle  cell  anemia 
also  demonstrated  this  phenomenon  to  a lesser  degree. 
Significantly  diminished  phagocytic  activity  was  noted 
in  the  leukocytes  of  patients  with  Down’s  syndrome, 
acute  myeloblastic  leukemia,  and  chronic  myelocytic 
leukemia.  There  was  reduced  NBT  dye  reduction  in 
polymorphonuclear  leukocytes  in  sickle  cell  anemia  and 
in  acute  and  chronic  leukemia. 


Abstracts  in  Interlingua 


Shah,  I.  C.:  Tuberculosis  ileocecal  e morbo  de  Crohn, 

New  York  State  J.  Med.  73:  949  (15  de  April)  1973. 

Le  tuberculosis  ileocecal  primari  hypertrophic  pote 
exister  sin  tuberculosis  pulmonari.  Iste  morbo,  ben  que 
pauco  frequente,  totavia  existe  e debe  esser  considerate 
in  le  diagnose  differential  del  granulomas  ileocecal. 
Iste  diagnose  es  importante,  specialmente  in  patientes  de 
paises  infra  disveloppate.  Vinte  (20)  casos  de  India  es- 
seva  revistite.  Le  diagnose  esseva  basate  principal- 
mente  in  le  trovatos  pathologic  tal  como  necrose  caseose 
del  pariete  intestinal  e/o  de  nodulos  lymphatic.  Le 
bacillos  tuberculose  esseva  isolate  in  7 patientes.  Actu- 
almente  existe  un  controversia  circa  le  existentia  del 
tuberculosis  ileocecal  primari  hypertrophic.  Le  dif- 
ficultate  diagnostic  inter  iste  morbo  e le  ileitis  regional 
es  mentionate. 


Tan,  C.  V.,  Rosner,  F.,  e Feldman,  F.:  Reduction 

del  tinctura  nitroblau  tetrazolium  in  varie  morbos 


hematologic,  New  York  State  J.  Med.  73:  952  (15  de 
April)  1973. 

Le  phagocytose  per  leukocytos  polymorphonucleari  e 
le  reduction  del  tinctura  nitroblau  tetrazolium  esseva 
determinate  in  patientes  con  varie  morbos  hematologic 
e in  individuos  san  de  controlo.  Un  creciente  reduction 
spontanee  del  tintura  occurreva  in  le  leukocytos  de 
neonatos  normal,  de  patientes  con  infection  bacterial  e 
individuos  con  varie  morbos  hematologic,  incluso  poly- 
cytemia  vera,  anemia  perniciose,  myeloma  multiple, 
e lupus  erythematosus  systemic.  In  le  leukocytos  de 
patientes  con  anemia  ferropriva,  anemia  con  azotemia 
e anemia  drepanocytic  (“sickle  cell”)  iste  mesmo 
phenomeno  esseva  observate  mais  in  minus  grado.  Un 
activitate  phagocytic  significativemente  disminuite  es- 
seva observate  in  le  leukocytos  de  patientes  con  le  syn- 
drome de  Down,  leukemia  myeloblastic  acute  e leukemia 
myelocytic  chronic.  Habeva  un  reduction  del  tinctura 
nitroblau  tetrazolium  in  le  leukocytos  polymorpho- 
nucleari in  casos  de  anemia  drepanocytic  e leukemia 
acute  e chronic. 
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OLYMPUS 

DUODENOFIBERSCOPE-JF 
OFFERS  YOU  ENDOSCOPIC  CANNULATION 

for  pancreato-choledochography 


With  the  Olympus  duodenofiberscopes  in  position  in  the  duodenum,  cannula  is  shown  inserted 
in  the  papilla  and  cannulation  of  the  common  bile  duct  is  accomplished.  These  are  three  cases 
among  hundreds  of  Olympus  Duodenoscope-JF  cannulations  performed  from  inside  the  duodenum. 


Full-vision  examination,  and  biopsy 
and  a color  slide  record 

The  Duodenofiberscope-JF  for  diagnosis  of  duo- 
denal diseases  gives  you  a clear,  bright  view  and 
automatic  photography.  Accurate  biopsy  is  per- 
formed with  forceps  in  full  vision.  The  distal  end 
angulates  four  ways  to  assure  thorough  observation 
of  the  area.  The  diameter  of  the  tube  is  only  10  mm 
for  maximum  patient  comfort  and  easy  handling. 
Send  the  coupon  for  more  about  the  Olympus  Duo- 
denofjberscope-JF. 


pse  Olympus  duodenoscope  cannulations  were  performed  by  Drs . Ogoshi  and  Hara  at  the  Niigata  cancer  center  hospital  in  Japan. 


The  cannula  is  in  clear 
view  during  the  proce- 
dure. This  slide  is  one  of 
a series  taken  in  color  by 
the  Olympus  Duodenofi- 
berscope-JF. It  shows  the 
cannula  after  entry  into 
the  papilla. 


: OLYMPUS  i 

CORPORATION  OF  AMERICA 

Medical  Instrument  Division;  J-15 
! 2 Nevada  Drive,  New  Hyde  Park,  N.  Y.  11040 

■ Send  details  about  the  Olympus  Duodenofiberscope-JF  ■ 
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Book  Notes 


Hamilton  Bailey’s  Emergency  Surgery.  Ninth  edi- 
tion. Edited  by  T.  J.  McNair,  M.D.  Quarto  of  981 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1972.  Cloth,  $49.75. 

This  book  has  been  written  to  help  the  less  experienced 
surgeon  working,  often  alone,  under  conditions  that  may 
be  far  from  ideal.  Some  of  the  older  sections  of  the  text 
have  been  radically  revised  by  new  contributors  who 
have  given  priority  to  practical  advice  and  have  avoided 
excessive  academic  detail. 

Human  Embryology.  Prenatal  Development  of  Form 
and  Function.  Fourth  edition.  By  W.  J.  Hamilton, 
M.D.,  D.Sc.,  and  H.  W.  Mossman,  M.S.,  Ph.D.  Quarto 
of  646  pages,  illustrated.  Baltimore,  Maryland,  The 
Williams  & Wilkins  Company,  1972.  Cloth,  $34.25. 

In  this  new  edition,  an  additional  chapter  has  been  in- 
corporated on  the  development,  structure,  and  func- 
tional activities  of  the  placenta.  Also,  the  histogenesis 
of  the  central  nervous  system  has  been  revised  in  the 
light  of  recent  investigation.  Many  new  illustrations 
have  been  added,  and  many  older  ones  have  been  en- 
larged and  relabelled. 

Obstetrics  by  Ten  Teachers  under  the  direction  of 
Stanley  G.  Clayton,  M.D.  Twelfth  edition.  Edited  by 
Stanley  G.  Clayton,  M.D.,  Donald  Fraser,  M.A.,  and 
T.  L.  T.  Lewis,  M.B.  Octavo  of  740  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1972.  Cloth,  $24.75. 

In  this  latest  edition,  there  are  new  chapters  on  placental 
insufficiency  and  fetal  distress,  haemolytic  disease, 
coagulation  disorders,  oxytocic  drugs,  and  therapeutic 
abortion.  Also  new  topics  such  as  amniocentesis,  fetal 
blood  sampling,  fetal  heart  monitoring,  ultrasonics  and 
prostaglandins  are  included.  All  the  authors  are  ac- 
tively engaged  in  teaching  and  examining  in  the  London 
medical  schools. 

Zinsser  Microbiology.  Fifteenth  edition.  Edited  by 
Wolfgang  K.  Joklik,  D.Phil.,  and  David  T.  Smith,  M.D. 
Quarto  of  1,120  pages,  illustrated.  New  York,  New 
York,  Appleton-Century-Crofts,  Educational  Division, 
Meredith  Corporation,  1972.  Cloth,  $23.75. 

This  edition  is  a new  textbook,  designed  primarily  for  the 
medical  student  working  within  the  framework  of  a mod- 
ern core  curriculum.  Although  an  enormous  amount  of 
new  material  has  been  included,  the  text  is  one  third  the 
size  of  the  previous  edition.  There  are  also  more  than 
1,500  references  which  will  quickly  guide  the  student 
into  any  specific  aspects  of  microbiology  and  immunol- 
ogy which  may  interest  him. 

An  Atlas  of  Diseases  of  the  Eye.  Second  edition. 
Compiled  by  E.  S.  Perkins,  M.D.,  Ph.D.,  and  Peter 
Hansell,  M.R.C.P.  Quarto  of  86  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1971.  Cloth,  $23.50. 


This  new  edition  has  been  expanded  to  include  sections 
on  glaucoma  and  anomalies  of  ocular  movement.  Much 
of  the  original  material  has  been  arranged  in  a more 
logical  order,  and  many  of  the  illustrations  have  been  re- 
placed by  better  examples. 

Krantz  and  Carr’s  Pharmacologic  Principles  of  Medi- 
cal Practice.  A Textbook  on  Pharmacology  and 
Therapeutics  for  Students  and  Practitioners  of  Medi- 
cine, Pharmacy  and  Dentistry.  Eighth  edition.  By 
Domingo  M.  Aviado,  M.D.  Quarto  of  1,345  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1972.  Cloth,  $22.50. 

This  new  edition  will  be  of  great  value  to  students  in  the 
health  professions,  to  young  health  professionals  during 
their  post-degree  training  period,  and  to  professionals  in 
the  practice  of  medicine,  pharmacy,  and  dentistry.  It 
provides  the  basic  pharmacological  principles  of  clini- 
cally important  drugs  grouped  according  to  their  major 
therapeutic  effect  on  organ  systems. 

Anaesthesia  and  Pharmaceutics.  Boerhaave  Series 
for  Postgraduate  Medical  Education.  Edited  by  Joh. 
Spierdijk,  M.D.,  and  S.  A.  Feldman,  M.D.  Octavo  of 
144  pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Cloth,  $20. 

The  1971  Boerhaave  Course  in  Anaesthesia  has  delib- 
erately tried  to  reflect  the  new  scientific  basis  of  this 
subject  by  selecting  for  presentation  in  this  book  sub- 
jects in  which  recent  investigations  have  provoked  new 
concepts  and  ideas. 

Cardiac  Surgery.  Second  edition.  Edited  by  John  C. 
Norman,  M.D.,  with  54  contributors.  Quarto  of  703 
pages,  illustrated.  New  York,  New  York,  Appleton- 
Century-Crofts,  Educational  Division,  Meredith  Corpo- 
ration, 1972.  Cloth,  $18.95. 

This  second  edition  is  not  intended  to  be  a definitive 
text.  Rather,  as  with  the  first  edition,  the  objective  is  to 
present  to  the  student  and  those  with  major  and  minor 
interests  in  the  field,  a series  of  points  of  view  in  the 
many  interrelated  disciplines  involved  in  cardiac  sur- 
gery. 

Eighth  Symposium  on  Advanced  Medicine.  Edited 
by  Graham  Neale,  B.Sc.,  M.B.  Octavo  of  464  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Paper,  $16.25. 

Subjects  which  had  not  been  aired  at  previous  confer- 
ences, or  which  were  particularly  topical,  were  selected 
for  discussion  at  this  symposium.  Clinical  pharma- 
cology, dermatology,  and  virology  are  well  represented 
because  of  the  increasing  impact  of  these  subjects  on  the 
practice  of  general  medicine.  Also,  normal  and  abnor- 
mal internal  metabolism  provides  a recurrent  theme. 

Seventh  Symposium  on  Advanced  Medicine.  Pro- 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Void  or 


AUrryyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


1 INDICATIONS:  Dimetapp  Extentabs  are 
: indicated  for  symptomatic  relief  of  aller- 

gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
j sonal  allergies,  sinusitis,  rhinitis,  con- 
j junctivitis  and  otitis.  In  these  cases  it 
| quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
j respiratory  secretions,  thereby  affording 

I relief  from  nasal  stuffiness  and  postnasal 
! drip. 

i CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
j class.  Dimetapp  Extentabs  are  contrain- 
| dicated  during  pregnancy  and  in  children 

II  under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 

■I  recommended  in  the  treatment  of  bron- 
I chial  asthma.  Also,  Dimetapp  Extentabs 
! are  contraindicated  in  concurrent  MAO 
II  inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

tHnwtapp 

Ertentahs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,'  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge"  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains  Phenobarbital  ('A  gr  t.  16  2 mg  (warning 
may  be  habit  forming);  Aspirin  (2V2  gr),  162  0 mg  ; Phenacetin  (3  gr).  194  0 mg  : Codeine 
phosphate,  'A  gr  (No  2).  V4  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 


Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature 

/jr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
'll stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond.  Va 
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The  American  Medical  Association  took  to  Congress 
its  protest  against  retention  of  controls  over  physicians 
in  Phase  III  of  the  economic  stabilization  program. 

In  a statement  to  the  Senate  Committee  on  Banking, 
Housing  and  Urban  Affairs,  which  was  considering  a 
one-year  extension  of  statutory  authority  for  the  pro- 
gram, the  AMA  cited  the  “highly  discriminatory” 
treatment  of  physicians  and  other  health-care  providers 
under  the  program  despite  their  cooperation  and 
“laudable  record  of  self-restraint.” 

The  AMA  statement  said: 

We  have  questioned  the  wisdom  of  many  of  the 
policies  which  have  been  initiated  in  various  regula- 
tory phases  since  August,  1971.  In  particular,  we 
have  objected  to  certain  aspects  because  of  the  high- 
ly discriminatory  treatment  accorded  health-care 
providers.  This  discrimination  has  been  even 
heightened  under  Phase  III  of  the  Administration’s 
program.  On  January  11,  1973,  mandatory  wage  and 
price  controls  were  suspended  for  most  sectors  of  the 
economy  but  continued  to  be  enforced  on  health-care 
providers.  Our  opposition  to  this  discrimination 
does  not  stem  from  self-interest,  nor  is  it  based  solely 
on  invidious  comparison  with  those  segments  of  the 
economy  no  longer  subject  to  mandatory  control. 
The  question  we  raise  here  is  more  fundamental.  It 
is  submitted  that  the  capricious  imposition  of  con- 
trols on  select  groups  only  serves  to  frustrate  the 
basic  objectives  of  the  stabilization  program  itself. 
If  regulation  is  to  be  effective,  it  must  recognize  the 
interrelationships  existing  within  the  economy  in 
general.  Without  such  accomplishment  the  intent  of 
the  law  will  be  frustrated. 

Physicians’  fees  constitute  a relatively  small  per- 
centage of  the  gross  national  product — less  than  1.5 
per  cent — and  they  constitute  a small  factor  in  the 
consumer  price  index  weighting  structure — less  than 
1.8  per  cent.  Given  the  relatively  slight  impact  of 
this  factor  on  the  economy  as  a whole,  the  suspen- 
sion of  mandatory  controls  would  not  work  counter  to 
the  goals  of  the  economic  stabilization  program. 
Conversely,  continued  controls  could  not  be  expect- 
ed to  yield  meaningful  restraints  throughout  the  bal- 
ance of  the  economy.  The  continuation  of  mandato- 
ry controls,  therefore,  does  not  appear  to  be  consis- 
tent with  the  letter  or  spirit  of  the  economic  stabili- 
zation act. 

In  enacting  the  economic  stabilization  act,  the 
Congress  found  that  prompt  judgments  and  actions 
by  the  executive  branch  of  the  government  were  nec- 
essary to  meet  extreme  economic  fluctuations.  The 
Congress,  however,  directed  the  President  to  conduct 
such  emergency  programs  in  a fair  and  equitable 
manner  and  to  make  such  adjustments  as  may  be 
necessary  to  prevent  gross  inequities.  Standards  es- 
tablished under  an  emergency  program  must  comply 
with  the  criteria  of  Section  203(b)  of  the  act  which 
Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


provides  that  such  standards  shall  be  “generally  fair 
and  equitable”  and  that  the  program  must  call  for 
“generally  comparable  sacrifices  by  business  and 
labor  as  well  as  other  segments  of  the  economy.” 

We  emphasize  that  this  statutory  authority  pre- 
sumes the  existence  of  an  economic  emergency  and 
authorizes  a coherent  and  comprehensive  govern- 
mental response.  Only  a system  of  price  stabiliza- 
tion effective  at  all  levels  of  production  and  con- 
sumption and  having  equitable  incidence  within  the 
economy  should  be  countenanced.  To  invoke  con- 
trols for  one  activity  without  the  reasonable  expecta- 
tion of  achieving  a result  having  universal  applica- 
tion is  to  employ  the  statute  in  a punitive  manner. 
Punitive  treatment  of  health-care  professionals  is 
neither  sanctioned  by  law  nor  warranted  by  the  rec- 
ord. 

It  is  apparent  from  the  physician  component  of  the 
consumer  price  index  that  the  medical  community 
has  fully  complied  with  efforts  to  curb  inflation  dur- 
ing Phases  I and  II  of  the  new  economic  policy.  In 
the  period  from  August,  1971,  to  December,  1972,  the 
“all  items”  category,  as  measured  by  the  consumer 
price  index,  rose  at  a rate  of  4.2  per  cent  and  the  “all 
services”  component  at  the  rate  of  4.6  per  cent,  while 
physicians’  fees  rose  only  3.2  per  cent.  In  the  period 
from  November,  1971,  to  December,  1972,  that  is, 
during  the  fourteen  months  of  Phase  II,  the  all  items 
category  rose  3.8  per  cent,  the  price,  of  all  services 
rose  at  a rate  of  3.8  per  cent,  while  physicians’  fees 
rose  at  a rate  of  2.6  per  cent.  For  the  calendar  year 
1972,  physicians’  fees  increased  only  2.1  per  cent. 
This  percentage  is  below  the  2.5  per  cent  annual 
goal  set  by  the  Health  Services  Industry  Committee 
of  the  Price  Commission  and  represents  a rate  of  in- 
crease of  only  one  third  the  rate  of  increase  prior  to 
Phase  I.  Since  the  goal  of  the  economic  stabilization 
program  was  to  halve  the  rate  of  inflation,  the  record 
achieved  by  physicians  surpassed  considerably  the 
expectations  of  the  program.  Thus,  there  is  no  indi- 
cation that  physicians’  fees  have  been  a major  infla- 
tionary factor  during  the  course  of  the  stabilization 
program,  and  it  is  difficult  to  discern  any  rationale 
for  imposing  mandatory  controls  in  this  sector.  Con- 
tinued controls  do  not  appear  to  be  the  just  reward 
for  this  record  of  compliance.  We  submit  that  this 
precedent  could  have  a demoralizing  effect  on  other 
industries  which  might  well  conclude  that  a record  of 
restraint  does  not  preclude  imposition  of  a continued 
regimen  of  control .... 

All  activities  require  the  basic  factors  of  produc- 
tion, and  all  of  us  must  compete  in  the  marketplace 
for  these  necessary  goods  and  services.  It  will  be- 
come increasingly  difficult  for  the  health-care  ser- 
vices to  obtain  needed  material  and  manpower  un- 
less the  stabilization  program  is  administered  in  a 
nondiscriminatory  fashion. 

* * * 
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The  National  Cancer  Institute  has  established  an 
International  Tumor  Immunotherapy  Registry  to  serve 
as  a center  for  collection,  storage,  and  exchange  of  in- 
formation on  immunologic  methods  of  treating  cancer. 

The  registry  will  record  physicians’  experience  with 
immunotherapy  for  human  cancer,  including  methods 
of  administration,  results  of  the  treatment,  and  possi- 
ble side-effects.  It  will  be  kept  up-to-date  by  periodic 
progress  reports  from  the  physicians,  who  will  in  turn 
receive  newsletters  containing  summaries  of  the  most 
recent  information.  Computers  are  expected  to  handle 
much  of  the  work  involved  in  maintaining  the  registry. 

Immunologic  methods  of  cancer  treatment,  which 
stimulate  a patient’s  immune  system  to  attack  cancer 
cells,  are  increasingly  being  evaluated  against  types  of 
cancer  not  treatable  by  other  methods.  Many  different 
approaches  are  being  explored,  and  results  have  been 
variable.  It  is  hoped  that  the  rapid  communication  af- 
forded by  the  registry  will  prevent  needless  duplication 
of  unsuccessful  treatment  and  encourage  cooperation  in 
well-controlled  studies  of  promising  approaches. 

* * * 

The  AMA  warned  of  “possible  adverse  consequen- 
ces” of  abolishing  the  physician-patient  privilege  in 
Federal  court  cases. 

The  AMA’s  deep  concern  was  expressed  in  letters 
from  Ernest  B.  Howard,  M.D.,  AMA  executive  vice 
president,  to  the  chairmen  of  the  House  and  Senate  ju- 
diciary committees  which  were  considering  such  an  ab- 
olition in  the  proposed  new  Federal  rules  of  evidence. 

Dr.  Howard  reiterated  the  Association’s  position  that 
“a  qualified  physician-patient  relationship  should  be 
recognized.”  He  said  that  the  pertinent  rule  in  the 
American  Bar  Association’s  Uniform  Rules  of  Evidence 
would  be  preferable  to  the  complete  abolition  of  the 
privilege. 

The  House  committee  was  sent  a copy  of  the  AMA’s 
statement  on  the  matter  presented  to  the  Advisory 
Committee  on  Federal  Rules  of  Evidence,  Judicial 
Conference  of  the  United  States.  Dr.  Howard  said: 

We  urge  your  committee  to  consider  the  effect  of 
the  abolition  of  the  general  physician-patient  privi- 
lege noted  in  our  statement  and  the  confusion  that 
may  become  prevalent  if  state  and  Federal  courts 
observe  different  rules  when  considering  evidence 
based  on  confidential  communications  made  by  a pa- 
tient to  his  attending  physician  during  the  course  of 
the  physician-patient  relationship. 

The  American  Medical  Association,  as  you  will  no- 
tice, does  not  advocate  that  an  absolute  or  unre- 
stricted physician-patient  privilege  be  established. 
Acceptance  of  the  basic  concept  of  the  physician- 
patient  privilege,  with  limitations  and  restrictions 
that  assure  the  proper  administration  of  justice,  is 
vital,  however,  to  avoid  abuse  of  individual  rights 
and  inhibition  of  frank  communication  essential  in 
the  physician-patient  relationship. 

The  physician-patient  relationship  is  traditionally 
a confidential  relationship  requiring  a high  level  of 
trust  on  the  part  of  the  patient.  For  proper  diagno- 
sis and  treatment  of  a patient’s  illness,  it  is  often  es- 
sential that  the  patient  be  encouraged  to  disclose 
facts,  circumstances,  opinions,  and  attitudes  con- 
cerning his  personal  or  family  life.  Some  of  these 
disclosures  are  pertinent  to  the  diagnosis  and  treat- 
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ment,  and  others  are  not;  the  pertinence  cannot  be 
determined  until  the  disclosure  has  been  made  by 
the  patient  and  evaluated  by  the  physician. 

Patients  generally  believe  that  what  they  disclose 
to  their  physicians  in  confidence  will  not  be  revealed 
to  others  without  the  patient’s  consent.  Although 
most  patients  probably  do  not  understand  the  legal 
concept  of  privileged  communication,  they  would 
certainly  be  shocked  to  learn  that  their  physician 
could  be  compelled  under  penalty  of  contempt  to  re- 
veal in  a court  proceeding  the  most  intimate  and  pri- 
vate information  which  they  have  given  to  the  physi- 
cian in  reliance  on  this  confidentiality.  Obviously, 
not  all  of  the  information  given  by  a patient  to  a 
physician  has  that  degree  of  intimacy  and  privacy 
which  would  make  compulsory  disclosure  disruptive 
of  the  physician-patient  relationship.  Because  of 
wide  variations  in  personal  and  individual  sensitivity 
of  patients,  however,  it  does  not  appear  to  be  practi- 
cal to  enumerate  the  specific  kinds  of  information 
that  are  barred  from  disclosure.  Proper  concern  for 
individual  rights  would  seem  to  dictate  that,  as  far 
as  possible,  the  patient  should  be  the  one  to  deter- 
mine what  kind  of  information  is  to  be  considered 
confidential  and  barred  from  compulsory  disclosure. 

It  is  relatively  easy  to  identify  areas  of  medical  in- 
quiry which  are  most  likely  to  result  in  disclosures 
by  a patient  that  should  be  kept  secret.  These 
would  include  sexual  impotence,  sexual  sterility,  ve- 
nereal disease,  pregnancy  of  the  unwed,  homosexual- 
ity, leprosy,  epilepsy,  and  artificial  insemination. 
Disclosure  of  personal  information  in  these  areas 
would  be  considered  harmful  and  grossly  embarrass- 
ing to  most  patients.  Disclosures  in  many  other 
areas,  however,  would  be  equally  repugnant  to  some 
patients. 

Particularly  in  the  field  of  psychiatric  care,  the 
free  expression  of  facts,  occurrences,  actions, 
thoughts,  feelings,  and  dreams  by  the  patient  to  the 
physician  is  often  deemed  essential  for  effective  diag- 
nosis and  treatment.  In  this  field,  compulsory  dis- 
closure of  such  matters  would  be  most  harmful  to  the 
welfare  of  the  patient. 

The  medical  profession  recognizes  also  that  the 
proper  administration  of  justice  is  essential  for  the 
welfare  of  the  public,  including  patients  and  physi- 
cians. It  is  aware  that  a rule  of  complete  privilege, 
such  as  that  applied  in  the  attorney-client  relation- 
ship can  lead  to  abuses  which  result  in  a miscarriage 
of  justice.  If  a patient  uses  a broad  physician-pa- 
tient privilege  to  bar  disclosure  of  relevant  informa- 
tion which  would  adversely  affect  the  outcome  of  liti- 
gation of  a liability  claim  made  by  him,  this  abuse  of 
the  privilege  would  be  conducive  to  fraud. 

On  the  other  hand,  fraud  against  a patient  could 
also  be  perpetrated  by  threatening  to  compel  his 
physician  to  disclose  private  and  confidential  infor- 
mation that  has  little  if  any  relevancy  to  the  issues 
raised  in  litigation.  The  total  abolition  of  the  physi- 
cian-patient privilege  would  leave  the  patient  sub- 
stantially without  protection  against  this  kind  of 
abuse.  Judicial  determination  of  relevancy  alone 
would  not  be  sufficient  protection,  since  some  degree 
of  disclosure  would  be  necessary  to  obtain  the  judi- 
cial determination. 

We  believe  that  justice  and  a true  concern  about 
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individual  rights  require  that  a reasonable  balance 
be  reached  between  these  competing  interests.  Un- 
restricted physician-patient  privilege  has  undoubted- 
ly led  to  instance  of  miscarriage  of  justice.  Denial  of 
any  privilege,  however,  would  also  lead  to  abuse  of 
individual  rights  and  an  impairment  of  the  quality  of 
medical  care.  The  proper  solution  appears  to  be  the 
acceptance  of  the  basic  concept  of  the  physician-pa- 
tient privilege  with  those  minimum  limitations  and 
restrictions  on  the  privilege  as  are  reasonably  neces- 
sary to  assure  the  proper  administration  of  justice. 

The  American  Bar  Association  rule  . . . appears  to 
provide  reasonable  limitations  on  the  physician-pa- 
tient privilege,  sufficient  to  assure  the  proper  admin- 
istration of  justice.  It  also  appears  to  offer  the  pa- 
tient at  least  a minimal  degree  of  protection  for  his 
individual  rights  in  relation  to  the  disclosure  of  pri- 
vate and  confidential  information  deemed  harmful  or 
embarrassing  to  him.  It  would,  at  least,  be  less 
harmful  to  the  quality  of  medical  care  available  to 
the  public  than  a rule  would  be  which  completely 
abolished  the  privilege. 


continued  from  page  934 

ceedings  of  a Conference  held  at  the  Royal  College  of 
Physicians  of  London,  22nd  February-26th  February 
1971.  Edited  by  Ian  A.  D.  Bouchier,  M.D.  Octavo  of 
345  pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1971.  Paper,  $13.25. 

This  Seventh  Symposium  follows  the  pattern  of  the 
earlier  conferences  by  emphasising  recent  advances  in 
various  aspects  of  medical  practice.  Each  subject  has 
been  approached  from  both  the  theoretical  and  more 
practical  aspects.  One  other  topic — the  reaction  of 
individuals  to  stress — serves  to  underline  the  impor- 
tance of  the  patient’s  reactions  to  the  pressures  of  mod- 
ern society  as  well  as  to  disease  processes. 

Physicians  responsibilites  in  rape 

In  the  American  Journal  of  Obstetrics  and  Gynecolo- 
gy 111:  197  (September  15)  1971  John  Evrard  states 
that  rape  is  defined  as  carnal  knowledge  by  force  and 
without  consent.  Since  at  times  the  best  interests  of 
the  patient  and  the  police  investigator  may  seem  to 
conflict,  the  gynecologist  must  develop  a positive, 
systematic  approach  to  the  examination  of  the  victim 
to  protect  her,  the  legal  investigator,  and  himself  from 
recrimination.  Written  permission  of  the  victim  must 
be  obtained,  or,  if  she  is  a minor  it  must  be  obtained 
from  her  guardian  before  examination;  this  should  in- 
clude permission  to  take  any  necessary  documentary 
photographs.  The  history  should  be  in  the  patient’s 
own  words.  Because  defense  questioning  may  be  dev- 
astating, in  effect  putting  the  victim  on  trial  herself, 
especially  if  she  is  a single  girl  or  a divorced  woman, 
the  physician  eliciting  a history  likely  to  put  the 
woman  in  an  unfavorable  trial  situation  should  fore- 
warn his  patient  to  get  legal  counsel  before  pressing 
charges. 
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Editorial 


Journal  awards 


Citations  have  been  awarded  for  distinguished 
service  to  the  Journal  to  two  members  of  the  Medi- 
cal Society  of  the  State  of  New  York.  Both  have 
rendered  yeoman  service  as  members  of  the  As- 
sociate Editorial  Board. 

James  H.  Wall,  M.D.,  has  served  the  Journal  of 
the  Medical  Society  of  the  State  of  New  York  most 
helpfully  for  fifteen  years  in  the  evaluation  of 
manuscripts  for  publication  in  the  field  of  psychia- 
try. This  award  measures  our  deep  appreciation 
and  high  regard  for  all  that  Dr.  Wall  has  done  and 
is  doing  for  the  Journal.  Figure  1 marks  this  oc- 
casion and  shows  Edward  Siegel,  M.D.,  as  Presi- 
dent of  the  Society,  presenting  the  Distinguished 
Service  Certificate  to  Dr.  Wall. 

Samuel  J.  Prigal,  M.D.,  received  a similar  cita- 
tion for  sixteen  years  of  helpful  service  to  the  Jour- 
nal of  the  Medical  Society  of  the  State  of  New  York 
and  for  his  guidance  and  advice  in  regard  to  pub- 
lication of  manuscripts  in  the  field  of  allergy.  This 
award  is  a small  measure  of  our  deep  appreciation 
and  high  regard  for  all  that  Dr.  Prigal  has  done 
and  is  doing  for  the  Journal.  It  is  regretted  that 
Dr.  Prigal  could  not  be  present  on  the  occasion  of 
its  issuance. 


FIGURE  1.  James  H.  Wall,  M.D.,  accepting  distin- 
guished service  award  from  Edward  Siegel.  M.D 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney's  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue.  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes,  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve, 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance, 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets, 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 
Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet,  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
“Ups”) 

Aggressive  behavior, 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking,  No  appetite, 
Extreme  fatigue,  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance, 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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Ileocecal 
Tuberculosis  and 
Crohn’s  Disease 


INDRAVADAN  C.  SHAH.  M.D. 

Brooklyn,  New  York 

From  Shree  Sayaji  General  Hospital,  Baroda,  India 

Primary  hypertrophic  ileocecal  tuberculosis, 
which  had  been  recognized  as  a definite  clinical 
and  pathologic  entity  for  many  years,  is  now  being 
looked  on  with  doubt  by  some  clinicians  and  pa- 
thologists. Controversy  presently  exists  as  to 
whether  it  should  be  regarded  as  a definite  separ- 
ate entity  from  Crohn’s  disease,  whether  Crohn’s 
disease  is  a stage  in  the  healing  process  of  ileoce- 
cal tuberculosis,  or  whether  primary  ileocecal  tu- 
berculosis does  not  exist  at  all. 

In  1932,  Crohn,  Ginzburg,  and  Oppenheimer1 
published  an  article  in  which  a chronic  granulo- 
matous condition  of  the  terminal  ileum  was  de- 
scribed, and,  since  then,  the  existence  of  primary 
ileocecal  tuberculosis  has  been  much  doubted. 
Crohn  and  Yarnis,2  in  a subsequent  study  of 
4,800  autopsies,  reported  that  primary  ileocecal 
tuberculosis  was  very  uncommon  and,  on  the 
basis  of  the  histopathologic  appearance  of  casea- 
tion necrosis  in  the  bowel,  found  only  8 cases. 
Ukil3  found,  in  a study  of  1,000  autopsies,  that 
only  5.1  per  cent  showed  primary  tuberculous  in- 
fection in  the  intestine,  without  any  evidence  of 
pulmonary  tuberculosis. 

The  controversy  and  confusion  has  arisen  main- 
ly from  two  factors:  (1)  clinically  and  pathologi- 

cally, the  two  diseases  have  many  things  in  com- 
mon, and  (2)  frequently  there  is  failure  to  demon- 
strate tubercle  bacilli  from  the  specimen  removed 
at  operation. 

Taylor4  stated  that  Crohn’s  disease  has  had  too 
enthusiastic  and  uncritical  a reception  and  that 
hypertrophic  ileocecal  tuberculosis  has  been  too 
lightly  discarded. 

In  a study  of  40  cases  of  chronic  granulomas  of 
the  ileocecal  region,  Mangalik,  Seth,  and  Mehrot- 


Primary  hypertrophic  ileocecal  tuberculosis  may  be 
present  without  evidence  of  pulmonary  tuberculosis. 
This  lesion,  although  infrequently  encountered, 
still  occurs  and  should  be  considered  in  the  differ- 
ential diagnosis  of  ileocecal  granulomas.  This  is 
important  especially  in  patients  coming  from  the 
underdeveloped  countries.  Twenty  cases  from 
India  were  reviewed.  The  diagnosis  was  mainly 
based  on  pathologic  findings  of  caseation  necrosis 
in  the  bowel  wall  and/or  in  the  lymph  nodes.  Tu- 
bercle bacilli  were  isolated  in  7 patients.  There  is 
now  controversy  about  the  existence  of  primary 
hypertrophic  ileocecal  tuberculosis  and  the  diffi- 
culty in  diagnosis  between  this  disease  and  regional 
ileitis  is  noted. 


ra5  found  that  25  per  cent  of  these  could  be  classi- 
fied as  primary  ileocecal  tuberculosis.  Anand6 
described  50  cases  of  ileocecal  tuberculosis  and,  in 
more  than  half  of  these  cases,  Mycobacterium  tu- 
berculosis was  cultured  from  the  lesion  or  the  re- 
gional lymph  nodes.  Anscombe,  Keddie,  and 
Schofield7  described  9 cases  of  cecal  tuberculosis 
in  a review  of  156  cases  of  granuloma  of  large  and 
small  bowel. 

Crohn  and  Yarnis2  Warren  and  Sommers8  and 
Boyd  considered  that  the  so-called  cases  of  pri- 
mary hypertrophic  ileocecal  tuberculosis  are  really 
a form  of  regional  ileitis,9  while  on  the  other  hand, 
Taylor,4  Mangalik,  Seth,  and  Mehrotra5  and 
Anand6  have  shown,  by  their  work,  that  primary 
ileocecal  tuberculosis  does  exist  as  a definite  sepa- 
rate entity. 

Controversial  views  regarding  the  etiology,  and 
a frequent  prevalance  of  this  condition  in  India, 
prompted  the  study  of  20  cases  of  ileocecal  tuber- 
culosis during  a three-year  period  at  Shree  Sayaji 
General  Hospital,  Baroda,  India. 

Clinical  findings 

Age  and  sex  incidence.  The  patients  ranged 
in  age  from  fourteen  to  sixty-seven,  and  the  maxi- 
mum age  incidence  was  twenty-six  and  thirty 
years  (Table  I).  The  disease  was  found  to  be  pre- 
dominant in  females  (75  per  cent)  in  contrast  to 
males  (25  per  cent). 

Symptoms  and  signs.  All  patients  complained 
of  abdominal  pain,  mainly  of  dull  aching  type, 
predominantly  localized  in  the  right,  lower  abdo- 
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TABLE  I.  Age  and  sex  incidence 


TABLE  II.  Symptoms  and  signs 


Age  (Years) 

Male 

-Sex n 

Female 

Total 

10  to  15 

1 

1 

16  to  20 

1 

1 

21  to  25 

3 

3 

26  to  30 

4 

4 

31  to  35 

1 

1 

36  to  40 

1 

2 

3 

41  to  45 

46  to  50 

3 

3 

51  to  55 

1 

1 

2 

56  to  60 

1 

1 

61  to  65 

66  to  70 

1 

1 

Total 

5 

15 

20 

men.  Vomiting  was  the  next  most  common  com- 
plaint, being  present  in  65  per  cent  of  cases.  Out 
of  15  female  patients,  10  suffered  from  menstrual 
irregularities,  and  10  complained  of  weakness  and 
loss  of  weight.  Alteration  in  bowel  habits  was 
present  in  5 patients.  Tenderness  in  the  right 
lower  abdomen  was  elicited  in  13  patients.  Seven 
patients  had  a visible  or  palpable  mass  in  the 
right  iliac  fossa  (Table  II). 

The  duration  of  symptoms  varied  from  four 
months  to  four  years,  the  majority  being  present 
for  about  six  months. 

Stool  examination  for  acid-fast  bacilli  was  nega- 
tive in  all  patients. 

Chest  x-ray  films  were  interpreted  as  normal  in 
all  patients.  Gastrointestinal  series  and  barium 
enema  showed,  in  most  cases,  a narrowing  and  ir- 
regularity of  the  cecum,  with  shortening  of  the  as- 
cending colon. 

Treatment.  In  13  patients,  right  hemicolec- 
tomy was  performed;  while,  in  7 patients,  only  by- 
pass surgery  (ileotransverse  colostomy)  was  done. 
All  patients  received  appropriate  antituberculous 
drugs  for  a period  of  six  months  to  two  years. 

Histopathologic  study.  The  13  specimens, 
which  were  removed  by  right  hemicolectomy,  were 
subjected  to  a pathologic  study.  The  cecum  was 
involved  in  all  patients  and  showed  extreme  nar- 
rowing of  the  lumen  with  thickening  of  the  wall. 
Adjacent  mesenteric  lymph  nodes  were  enlarged 
in  most  patients.  The  ileum  was  involved  in  2 
patients. 

All  specimens  removed  by  right  hemicolectomy, 
and  the  biopsies  taken  from  the  lymph  nodes  of  7 
patients  during  the  ileotransverse  colostomy,  were 
subjected  to  microscopic  examination.  Caseation 
necrosis  was  found  in  the  bowel  wall,  as  well  as  in 
the  lymph  nodes  in  10  patients.  In  2 patients,  it 
was  found  only  in  the  bowel  wall,  while  in  1 pa- 
tient it  was  present  in  the  mesenteric  lymph  nodes 
only.  All  patients  treated  by  ileotransverse  co- 
lostomy, demonstrated  caseation  necrosis  in  the 
mesenteric  lymph  nodes  (Table  III). 


Clinical  Features 

Number 

of 

Patients 

Per  Cent 

Abdominal  pain 

20 

100 

Vomiting 

13 

65 

Menstrual  irregularities 

10 

65 

Weight  loss 

10 

50 

Bowel  disturbances 

5 

25 

Tenderness 

13 

65 

Palpable  Mass 

7 

35 

Anemia 

10 

50 

TABLE  III.  Results  of  histopathologic  study 

Number 


of 

Types  of  Microscopic  Lesions  Cases 


Caseation  necrosis  in  bowel  wall  10 

and  lymph  nodes 

Bowel  wall  only  2 

Lymph  nodes  only  1 

Caseating  tuberculous  lymphadenitis  7 


Total  20 


Acid-fast  Mycobacterium  tubercle  bacilli  were 
isolated  in  7 patients,  either  from  the  bowel  wall 
or  from  the  lymph  nodes. 

Comment 

Tuberculosis  of  the  alimentary  tract  can  occur 
either  in  an  ulcerative  or  hypertrophic  form.  The 
ulcerative  type,  usually  associated  with  pulmo- 
nary tuberculosis,  involves  the  alimentary  tract 
secondarily  by  infection  from  swallowed  sputum. 
The  hypertrophic  type  occurs  in  patients  unasso- 
ciated with  pulmonary  or  extrapulmonary  lesions, 
and  is  caused  by  ingestion  of  infected  milk.  In  85 
per  cent  of  cases  of  gastrointestinal  tuberculosis, 
localization  occurs  in  the  ileocecal  region.  Insofar 
as  the  differentiation  from  Crohn’s  disease  is  con- 
cerned, the  clinical  picture  is  remarkably  similar 
in  the  two  conditions.10  The  majority  of  patients 
in  this  series  were  below  the  age  of  forty  years 
and  75  per  cent  of  them  were  females.  In  121 
cases  of  Crohn’s  disease  reported  by  Schofield,11 
84  per  cent  were  under  the  age  of  forty  years,  and 
75  per  cent  of  them  were  women.  Abdominal 
pain  was  the  predominant  symptom,  as  was  also 
reported  by  Schofield.11 

Certain  radiologic  features  which  may  help  to 
suggest  the  correct  diagnosis  are:  shortening  of 

the  ascending  colon  and  the  cecum,  and  dilatation 
and  delay  in  emptying  of  the  small  gut  due  to  ob- 
struction at  the  ileocecal  valve  caused  by  the  dis- 
ease.12 Although  these  features  may  be  of  some 
diagnostic  value,  one  cannot  depend  on  this  alone, 
since  the  appearance  may  be  indistinguishable 
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from  that  of  regional  ileitis.  The  majority  of  pa- 
tients in  this  series  showed  a narrowing  and  irreg- 
ularity of  the  cecum  and/or  ascending  colon, 
along  with  shortening. 

Stool  examination  result  for  acid-fast  bacilli 
was  negative,  and  has  not  been  found  to  be  help- 
ful in  arriving  at  a correct  diagnosis. 

The  preoperative  diagnosis  is  thus  extremely 
difficult  on  clinical  evaluation  alone,  since  the  fea- 
tures are  similar  to  regional  ileitis. 

The  diagnosis  of  intestinal  tuberculosis  can  only 
be  confirmed  by  laparotomy  and  bowel  resection, 
followed  by  careful  histologic  and  bacteriologic  ex- 
amination of  the  specimen.13 

Pathologically,  tuberculosis  and  Crohn’s  disease 
are  similar.  In  both,  the  bowel  wall  may  be 
thickened  and  indurated.  Mesenteric  nodes  may 
be  enlarged  and  fistulas  can  occur  in  both.  The 
presence  of  caseation  necrosis,  either  in  the  bowel 
wall  or  lymph  nodes,  is  considered  sufficiently 
characteristic  to  give  considerable  support  to  the 
diagnosis  of  intestinal  tuberculosis,  since  this  is 
not  a feature  of  granuloma  of  Crohn’s  disease. 

Absence  of  caseation  does  not  exclude  the  diag- 
nosis of  tuberculosis.14  This  may  occur  under  the 
following  circumstances,  even  though  the  lesion 
may  be  tuberculous:  (1)  lesion  may  be  too  early, 

and  tissue  changes  might  not  have  progressed  to 
that  stage,  (2)  attenuation  of  organisms  and  ex- 
tensive secondary  infection,  and  (3)  tuberculous 
lesions  may  be  modified  by  chemotherapy. 

In  this  series,  all  patients  treated  by  bypass  sur- 
gery demonstrated  caseation  necrosis  in  the  mes- 
enteric lymph  nodes.  Of  13  patients  treated  by 
right  hemicolectomy,  10  showed  caseation  necrosis 
in  the  bowel  wall  and  adjacent  lymph  nodes.  In  2 
cases,  it  was  seen  in  the  bowel  wall,  while  in  the 
remaining  patients,  it  was  demonstrated  only  in 
the  lymph  nodes. 

The  granuloma  of  Crohn’s  disease  are  bacterio- 
logically  sterile,  while  those  of  tuberculosis  may 
yield  tubercle  bacilli  on  culture  or  guinea  pig  inoc- 
ulation. In  this  series,  tubercle  bacilli  were  iso- 
lated either  from  the  bowel  wall  or  from  the 
lymph  nodes  in  7 cases. 

The  distinction  between  Crohn’s  disease  and 
abdominal  tuberculosis  is  a matter  of  some  practi- 
cal importance,  for  corticosteroids  might  prove  di- 
; sastrous  in  tuberculosis  inadvertently  diagnosed 
as  Crohn’s  disease.15  Resection  by  right  hemico- 
lectomy, where  possible,  is  the  preferred  surgical 
treatment  of  ileocecal  tuberculosis.16  In  this  se- 
ries, 13  of  20  patients  were  treated  by  right  hemi- 
I colectomy,  while  in  the  remaining  7 patients,  ei- 
ther due  to  poor  general  condition  or  concurrent 


diseases,  bypass  surgery  was  performed.  All  pa- 
tients were  treated  with  appropriate  antitubercu- 
lous drugs,  for  a period  of  six  months  to  two  years. 

Summary 

Primary  hypertrophic  ileocecal  tuberculosis,  al- 
though an  infrequently  encountered  lesion,  still 
occurs  and  should  be  considered  in  the  differential 
diagnosis  of  ileocecal  granulomas,  especially  in 
patients  coming  from  the  underdeveloped 
countries.  This  lesion  may  be  present  without  ev- 
idence of  pulmonary  tuberculosis.  A review  of  20 
cases  from  India  has  been  presented. 

The  diagnosis  was  mainly  based  on  pathologic 
findings  of  caseation  necrosis  in  the  bowel  wall 
and/or  in  the  lymph  nodes.  Tubercle  bacilli  were 
isolated  in  7 patients.  The  controversy  about  the 
existence  of  this  entity,  and  the  difficulty  in  diag- 
nosis between  this  disease  and  regional  ileitis, 
have  been  discussed. 

2727  Ocean  Parkway 
Apt.  D-26 
Brooklyn,  N.Y.  11235 
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Increased  susceptibility  to  the  development  of 
some  bacterial  infections  in  patients  with  chronic 
granulomatous  disease,  due  to  diminished  or  ab- 
sent bactericidal  capacity  of  blood  and  tissue  pha- 
gocytes, is  well  known.1,2  This  inability  to  kill 
certain  bacteria  correlates  with  the  failure  of  their 
phagocytes  to  reduce  NBT  (nitroblue  tetrazolium) 
dye  in  an  in  vitro  system.3 

The  present  studies  were  undertaken  to  further 
evaluate  the  NBT  dye  reduction  test  as  a screen- 
ing method,  using  peripheral  blood  leukocytes 
from  patients  with  a variety  of  hematologic  disor- 
ders. 

Materials  and  method 

Two  hundred  and  nineteen  patients  with  the 
following  disorders  were  studied:  Down’s  syn- 

drome (19),  sickle-cell  anemia  (13),  Cooley’s  ane- 
mia (13),  idiopathic  thrombocytopenic  purpura 
(19),  multiple  myeloma  (9),  iron  deficiency  ane- 
mia (20),  pernicious  anemia  (11),  systemic  lupus 
erythematosus  (11),  acute  lymphoblastic  leukemia 
(6),  chronic  lymphocytic  leukemia  (16),  acute 
myeloblastic  leukemia  (11),  chronic  myeloblastic 
leukemia  in  relapse  (6),  chronic  myelocytic  leuke- 
mia in  remission  (4),  polycythemia  vera  (22),  vari- 
ous carcinomas  (20),  bacterial  infections  (13),  and 

* Supported  by  General  Research  Support  Grant  number 
14-9047  from  Maimonides  Medical  Center. 


anemia  of  uremia  (6).  Umbilical  cord  blood  and 
peripheral  blood  drawn  on  the  fourth  day  of  life 
from  12  newborn  infants  were  also  studied. 
Twenty-two  healthy  adult  subjects  served  as 
controls. 

All  tests  were  performed  on  heparinized  whole 
blood.  All  glassware  was  siliconized.  Spontane- 
ous reduction  of  NBT  was  measured  according  to 
the  method  of  Park,  Fikrig,  and  Smithwick.4 

Reduction  of  NBT  following  ingestion  of  latex 
particles  was  measured  histochemically  by  a mod- 
ification of  a previously  described  method  as  fol- 
lows: 0.1  ml.  of  heparinized  whole  blood  was 

added  to  a glass  disk  containing  0.1  ml.  of  0.1  per 
cent  NBT  in  0.15  M sodium  phosphate  buffer  and 
0.1  ml.  of  latex  particles,  0.81  microns  in  diameter. 
The  mixture  was  gently  mixed.  The  disk  was 
placed  inside  a Petri  dish  lined  with  wet  filter  paper 
and  incubated  at  37°C.  for  thirty  minutes  and  at 
room  temperature  for  another  fifteen  minutes. 
Slides  were  made  and  stained  with  filtered  Wright’s 
solution.  The  number  of  cells  confining  latex  par- 
ticles and  formazan  granules,  the  number  of  cells 
containing  latex  particles  only,  and  the  number  of 
cells  with  neither  latex  nor  formazan  were  deter- 
mined by  counting  200  polymorphonuclear  leuko- 
cytes on  each  specimen.  To  avoid  bias,  the  slides 
were  coded  before  being  read.  Two-way  analysis 
of  variance  was  performed.  An  alpha  value  of 
0.05  was  considered  significant.3 

Results 

Spontaneous  reduction  of  NBT  dye.  As 

shown  in  Table  I,  an  average  of  8.5  per  cent 
(range  3 to  11  per  cent)  of  polymorphonuclear  leu- 
kocytes from  healthy  subjects  showed  spontaneous 
formation  of  black  formazan  granules.  Over  30 
per  cent  of  leukocytes  from  the  blood  of  newborn 
infants  reduced  the  dye  spontaneously.  This  was 
true  in  both  umbilical  cord  and  peripheral  blood 
drawn  on  the  fourth  day  of  life.  To  attempt  to 
determine  whether  this  phenomenon  is  purely  a 
function  of  the  white  cell,  normal  adult  leukocytes 
were  washed  three  times  with  Ringer’s  lactate  so- 
lution and  incubated  in  newborn  plasma  for  two 
hours  at  37°C.  Like  the  normal  adult  controls,  an 
average  of  8.5  per  cent  of  polymorphonuclear  leu- 
kocytes contained  black  formazan  granules.  Con- 
versely when  washed  newborn  white  blood  cells 
were  similarly  treated  with  normal  adult  plasma, 
an  average  of  55  per  cent  contained  the  reduced 
dye.  Patients  with  bacterial  infections,  poly- 
cythemia vera,  multiple  myeloma,  pernicious  ane- 
mia, and  systemic  lupus  erythematosus  also 
showed  this  phenomenon.  Patients  with  anemia 
associated  with  azotemia,  acute  myelogenous  leu- 
kemia, and  iron-deficiency  and  sickle-cell  anemia 
also  showed  black  formazan  granules  in  the  cyto- 
plasm from  20  to  30  per  cent  of  leukocytes.  All 
these  categories  differed  significantly  from  the 
blood  of  controls  (p.  < 05)  (Fig.  1). 
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In  healthy  control  individuals  and  patients  with 
various  hematologic  disorders,  phagocytosis  of  and 
NBT  (nitroblue  tetrazolium)  dye  reduction  by 
polymorphonuclear  leukocytes  were  measured.  In- 
creased spontaneous  dye  reduction  occurred  in  the 
white  blood  cells  of  normal  newborn  infants,  pa- 
tients with  bacterial  infection,  and  individuals  with 
a variety  of  hematologic  disorders,  including  poly- 
cythemia vera,  pernicious  anemia,  multiple 
myeloma,  and  systemic  lupus  erythematosus. 
Leukocytes  from  patients  with  iron  deficiency, 
anemia  associated  with  azotemia,  and  sickle-cell 
anemia  also  demonstrated  this  phenomenon  to  a 
lesser  degree.  Significantly-diminished  phagocytic 
activity  was  noted  in  the  leukocytes  of  patients  with 
Down’s  syndrome,  acute  myeloblastic  leukemia,  and 
chronic  myelocytic  leukemia.  There  was  reduced 
NBT  dye  reduction  in  polymorphonuclear  leuko- 
cytes in  sickle  cell  anemia  and  in  acute  and  chronic 
leukemia. 


Reduction  of  NBT  following  phagocytosis. 

Seventy  to  90  per  cent  of  leukocytes  from  healthy 
subjects  (mean  86  per  cent)  showed  over  10  latex 
particles  per  cell  and  black  formazan  granules  in 
their  cytoplasm.  The  ability  of  polymorphonucle- 
ar cells  to  reduce  NBT  dye  in  the  presence  of  latex 
particles  was  diminished  in  sickle-cell  anemia  (45 
to  95  per  cent,  mean  69.8  per  cent),  chronic  lym- 
phocytic leukemia  (57  to  94  per  cent,  mean  78  per 
cent),  acute  myelogenous  leukemia  (31  to  93  per 
cent,  mean  70  per  cent),  chronic  myelocytic  leuke- 
mia in  relapse  (28  to  50  per  cent,  mean  34.4  per 
cent),  chronic  myelocytic  leukemia  in  remission 
(44  to  99  per  cent,  mean  75  per  cent),  and  in  vari- 
ous carcinomas  (25  to  44  per  cent,  mean  36  per 
cent).  A greater  phagocytic  stimulus,  that  is,  a 
higher  ratio  of  latex  to  polymorphonuclear  cells 
does  not  improve  NBT  reduction  in  these  disease 
states  (Fig.  2). 

Phagocytic  ability  of  leukocytes.  Latex  par- 
ticles could  be  ingested  extremely  well  by  poly- 
morphonuclear leukocytes  of  normal  subjects.  An 
average  of  11  per  cent  (range  0.5  to  26  per  cent)  of 
cells  failed  to  phagocytize  properly.  In  a number 
of  abnormal  situations,  latex  particles  could  not 
be  absorbed  by  larger  percentages  of  leukocytes. 
In  Down’s  syndrome,  the  mean  was  26  per  cent 
(range  15  to  45  per  cent),  in  acute  myeloblastic 
leukemia  the  mean  was  20  per  cent  (range  2 to  26 
per  cent),  in  chronic  myelocytic  leukemia  in  re- 
lapse the  mean  was  51  per  cent  (range  24  to  72  per 
cent).  Phagocytosis  in  all  three  groups  was  sig- 
nificantly reduced,  possibly  resulting  in  the  di- 
minished reduction  of  NBT  as  described. 

In  certain  other  hematologic  disorders,  the 
phagocytic  activity  was  significantly  greater  than 
normal:  normal  newborn  infants,  mean  3.75  per 

cent  (range  0 to  13  per  cent);  polycythemia  vera, 
mean  3 per  cent  (range  0.5  to  14  per  cent);  and  id- 
iopathic thrombocytopenic  purpura,  mean  4 per 
cent  (range  0.5  to  25  per  cent)  of  leukocytes  failed 
to  phagocytize  (Fig.  2). 

Comment 

Nitroblue  tetrazolium  is  a colorless  substance 
which  turns  intensely  blue-black  when  it  is  re- 
duced. It  has  a tremendous  avidity  for  hydrogen 
ion,  which  becomes  available  within  the  leukocyte 
during  the  metabolic  changes  following  phagocy- 
tosis and  bacterial  killing.  In  normal  individuals, 
a small  proportion  of  circulating  polymorphonu- 
clear leukocytes  reduce  NBT  dye  spontaneously  in 
vitro,  apparently  without  the  stimulus  of  phago- 
cytosis.4 The  mechanism  for  this  is  not  known. 

In  the  presence  of  bacterial  infection,  a large 
number  of  neutrophils  reduce  the  dye  sponta- 
neously.4 This  may  occur  partly  as  a result  of 
phagocytosis  of  bacteria.  Bacterial  toxins  may 
also  contribute  to  this  phenomenon,  since  it  has 
been  shown  by  Hirsch,  Bernheimer,  and  Weiss- 
mann5  that  streptolysin  induces  degranulation, 


release  of  granule-associated  enzymes,  and  resul- 
tant dye  reduction.  It  is  most  likely,  however, 
that  some  as  yet  undefined  metabolic  stimulus  as- 
sociated with  bacterial  infection  induces  changes 
in  the  leukocytes  which  lead  to  reduction  of  the 
NBT  dye. 

It  has  been  reported  that  neutrophils  in  the  um- 
bilical cord  blood  of  normal  newborn  infants  show 
increased  spontaneous  reduction.6  High  pinocytic 
activity  of  the  newborn  leukocyte  has  been  sug- 
gested as  a possible  explanation.  In  any  case,  the 
phenomenon  seems  to  be  a function  of  the  white 
cell  and  not  a plasma  factor.  When  newborn 
plasma  is  added  to  adult  leukocytes,  increased 
dye  reduction  does  not  occur.  Conversely, 
washed  newborn  leukocytes  incubated  in  normal 
adult  plasma  continue  to  reduce  the  dye  sponta- 
neously. 

In  addition  to  NBT  dye  reduction  occurring 
with  white  blood  cells  of  newborn  infants  and 
adults  with  bacterial  infection,  significantly  in- 
creased spontaneous  NBT  dye  reduction  was 
noted  in  the  leukocytes  of  patients  with  a variety 
of  hematologic  disorders,  including  pernicious 
anemia,  polycythemia  vera,  multiple  myeloma, 
and  systemic  lupus  erythematosus.  Leukocytes 
from  patients  with  polycythemia  vera  are  similar 
to  newborn  leukocytes,  since  they  demonstrate 
both  increased  phagocytic  activity  and  increased 
spontaneous  dye  reduction.  The  remaining  three 
disorders  have  in  common  frequently  circulating 
abnormal  proteins  which  may  in  some  way  aggre- 
gate, be  phagocytized  by  leukocytes,  and  initiate 
degranulation. 

When  inert  particles,  such  as  starch  granules, 
latex  particles,  or  dead  bacteria,  are  added  to  a 
suspension  of  leukocytes  and  NBT  dye,  there  is  a 
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TABLE  I.  NBT  dye  reduction  in  various  hematologic  disorders 


Reduction  After  Neutrophils  Lacking 

- Spontaneous  Reduction — - , Phagocytosis Phagocytosis . 

Disease  and  Number  Mean  Mean  Mean 


of  Patients 

(Per  Cent) 

Significance 

(Per  Cent) 

Significance 

(Per  Cent) 

Significance 

Healthy  subjects 

(22) 

8.3 

86.2 

10.7 

Down’s  syndrome 
(19) 

10.6 

N.S.* 

69.8 

p < 0 .05 

26.1 

p < 0 .05 

Sickle  cell 
anemia  (13) 

23.0 

p < 0.05 

73.2 

p < 0 .05 

15.6 

N.S. 

Cooley’s  anemia 
(13) 

15.3 

p < 0 . 05 

87.4 

N.S. 

6.7 

N.S. 

Idiopathic  throm- 
bocytopenic pur- 
pura (19) 

18.2 

p < 0 .05 

88.2 

N.S. 

4.0 

p < 0 .05 

Multiple  myeloma 

(9) 

37.0 

p < 0.05 

86.5 

N.S. 

6.2 

N.S. 

Systemic  lupus 

erythematosus  (11) 

33.5 

p < 0.05 

83.3 

N.S. 

9.0 

N.S. 

Polycythemia  vera 
(22) 

45.3 

p < 0 .05 

92.2 

N.S. 

3.0 

p < 0.05 

Bacterial  in- 
fections (13) 

55.3 

p < 0 . 05 

84.0 

N.S. 

9.3 

N.S. 

Pernicious 
anemia  (11) 

36.8 

p < 0.05 

80.0 

N.S. 

10.9 

N.S. 

Iron  deficiency 
anemia  (20) 

27.0 

p < 0.05 

86.4 

N.S. 

8.4 

N.S. 

Anemia  of  uremia 

(6) 

30.0 

p < 0 . 05 

80.0 

N.S. 

11.0 

N.S. 

Acute  lympho- 
blastic leukemia 

(6) 

19.6 

p < 0 .05 

94.4 

N.S. 

2.8 

p < 0 .05 

Chronic  lympho- 
cytic leukemia  (16) 

17.0 

p < 0 . 05 

78.0 

p < 0.05 

11 .2 

N.S. 

Acute  myelo- 
blastic  leukemia 

(ID 

27.0 

p < 0.05 

70.0 

p < 0 .05 

20.0 

p < 0 .05 

Chronic  myelo- 
cytic leukemia 
(Relapse)  (6) 

9.8 

N.S. 

34.4 

p < 0.05 

51 .4 

p < 0 .05 

Chronic  myelo- 
cytic leukemia 
(Remission)  (4) 

10.0 

N.S. 

75.0 

p < 0 .05 

16.0 

N.S. 

Carcinoma  (20) 

16.3 

p < 0.05 

76.0 

p < 0 .05 

16.5 

N.S. 

Newborn  (Cord 
Blood)  (12) 

61.3 

p < 0.05 

91 .4 

N.S. 

3.8 

p < 0.05 

Newborn  (pe- 
ripheral blood) 

(12) 

67.4 

p < 0 .05 

91 .0 

N.S. 

4.3 

p < 0.05 

* N.S.  = Not  significant. 


marked  increase  in  the  reduction  of  the  dye  in 
healthy  subjects.  In  chronic  granulomatous  dis- 
ease in  children,  there  is  normal  phagocytic  activ- 
ity by  polymorphonuclear  leukocytes  but  a defect 
in  their  bactericidal  activity.  A reported  defect  in 
degranulation  has  been  refuted  by  several  stud- 
ies.7-8 Activity  of  the  hexose  monophosphate 
shunt  is  diminished,  and  there  is  no  reduction  of 
NBT  dye  when  challenged  by  latex  particles  in 
this  disease.1-3 

There  are  conflicting  studies  regarding  phagocy- 
tic and  bactericidal  activity  in  leukocytes  of  pa- 
tients with  various  types  of  malignant  disease.9-12 
These  discrepancies  might  be  explained  by  the  va- 
riety of  microorganisms  used,  since  different  bac- 


teria are  handled  differently  within  the  white  cell. 
Children  with  fatal  granulomatous  disease  have 
difficulty  in  killing  organisms  which  are  nonperox- 
ide producing.  Organisms  which  themselves  pro- 
duce hydrogen  peroxide  after  leukocyte  ingestion 
are  handled  very  well.13 

Increased  susceptibility  of  patients  with  sickle- 
cell anemia  to  Salmonella  and  pneumococcal  in- 
fections is  well  known.14-15  In  the  case  of  the 
pneumococcus,  this  has  been  attributed  to  the 
lack  of  serum  opsonification.16  Opsonification  of 
Salmonella,  however,  is  normal,  as  is  the  immune 
response  to  Salmonella  antigen.17  Our  studies 
showed  abnormal  reduction  of  NBT  dye  in  pa- 
tients with  sickle-cell  anemia.  It  is  possible  that 
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FIGURE  1.  Spontaneous  reduction  of  NBT  dye  in  vari- 
ous disease  states. 


this  deficiency  may  account  in  part  for  the  in- 
creased susceptibility  of  patients  with  sickle-cell 
anemia  to  certain  types  of  infection. 

Using  the  same  test  system,  phagocytic  capabil- 
ities were  found  abnormal  in  leukocytes  of  pa- 
tients with  Down’s  syndrome,  acute  myeloblastic 
leukemia,  and  chronic  myelocytic  leukemia  in  re- 
lapse. Abnormalities  in  phagocytic  abilities  of 
polymorphonuclear  leukocytes  in  the  last  two  dis- 
eases are  well  known.  The  increase  in  suscepti- 
bility to  infection  reported  in  Down’s  syndrome 
may  in  part  be  due  to  abnormal  phagocytic  ability 
of  neutrophils.18 

The  finding  of  increased  spontaneous  reduction 
of  NBT  by  leukocytes  of  newborns  and  in  various 
disease  states,  in  the  absence  of  demonstrable  in- 
fection, points  up  that  nonspecific  reasons  can  ac- 
count for  the  appearance  of  dark  formazan  gran- 
ules in  phagocytes.  NBT  reduction  may  be  in- 
creased by  certain  agents  that  inhibit  phagocy- 
tosis. Conversely,  in  chronic  granulomatous  dis- 
ease, phagocytosis  may  be  normal  and  NBT  re- 
duction impaired.  This  is  also  true  in  homozy- 
gous glucose-6-phosphate  dehydrogenase  deficien- 
cy. However,  in  the  latter  situation  there  is,  as  a 
rule,  no  apparent  increased  susceptibility  to  infec- 
tion. 

Recent  studies  confirm  the  usefulness  of  the 
NBT  reduction  test  as  a rapid  laboratory  aid  in 
the  diagnosis  of  bacterial  infection.19  It  is  also 
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FIGURE  2 NBT  dye  reduction  following  phagocytosis 
of  latex  particles  in  certain  disease  states. 

possible  to  identify  bacterial  infection  in  uremic 
and  renal-transplant  patients  with  this  test,  since 
the  test  is  not  affected  by  large  doses  of  steriods 
nor  by  transplant  rejection.20  A detailed  study 
demonstrating  increased  NBT  reduction  in  pha- 
gocytes from  patients  with  polycythemia  vera  has 
recently  been  reported.21  Briefly,  polycythemia 
vera  leukocytes  have  increased  phagocytic  index, 
increased  clumping,  and  increased  resting  and 
phagocytizing  hexose-monophosphate  shunt  activ- 
ity. In  addition,  oxygen  consumption  is  increased 
in  both  resting  and  phagocytizing  polycythemia 
vera  leukocytes,  and  NBT  reduction  is  increased 
in  the  resting  cells.  The  authors  suggest  that 
some  of  these  leukocytic  functional  abnormalities 
might  be  related  to  the  age  of  the  phagocyte.21 
The  present  study  confirms  the  increased  sponta- 
neous reduction  of  NBT  by  resting  cells  from  pa- 
tients with  polycythemia  vera. 
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This  meeting  is  remarkable  in  that  the  neurolo- 
gists of  the  Medical  Society  of  the  State  of  New 
York  are  meeting  alone,  deprived  of  the  compan- 
ionship of  the  psychiatrists.  This  reflects  the  re- 
cent belief  that  men  from  each  discipline  would 
benefit  more  if  they  met  separately.  It  was 
thought  that  so  much  new  work  is  underway  and 
there  is  so  much  new  knowledge  in  each  field  that 
the  few  hours  we  have  at  this  conference  would  be 
better  spent  in  separate  rather  than  joint  sessions. 

I suppose  we  must  face  reality.  There  is  now  a 
wide  gulf  in  the  language  and  interests  of  neurolo- 
gists and  psychiatrists  which  must  be  recognized. 
The  widening  of  this  gulf  between  the  disciplines 
is  not  new.  It  was  well  recognized  some  years  ago 
when  the  AMA  journal  Archives  of  Psychiatry  and 
Neurology  was  divided  into  two  separate  journals 
because  the  editors  believed  that  there  were  two 
distinct  classes  of  readers  of  that  journal.  The 
neurologists  did  not  pay  much  attention  to  the 
writings  of  the  psychiatrists  and  the  reverse  was 
probably  true  also.  The  advantage  of  the  joint 
journal  was  that  it  permitted  each  group  to  steal  a 
glance  across  the  fence  to  see  what  the  other  was 
doing.  When  the  journal  was  divided,  it  was  as  if 
two  life  rafts  secured  by  a single  line  were  cut 
loose  and  drifted  apart  on  a darkening  sea.  When 
the  rafts  were  tied  together,  one  could  shout,  wave, 
or  perhaps  just  look  across  at  someone  on  the 
other  raft.  However,  once  separated,  everyone 
seemed  to  sigh  with  relief.  They  turned  their 
backs  on  each  other  and  proceeded  to  row  or  drift 
in  opposite  directions. 

Presented  at  the  166th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
Neurology,  February  15,  1972. 


History  of  schism 

This  sharp  dichotomy  between  psychiatry  and 
neurology  was  not  present  in  the  late  nineteenth 
and  early  part  of  the  twentieth  centuries.  At  that 
time,  the  professorial  chairs  in  neurology  and  psy- 
chiatry were  often  combined.  There  was  a shared 
warm  interest  in  both  fields.  Men  such  as  Franz 
Nissl,  Alois  Alzheimer,  Emil  Kraepelin,  Adolph 
Meyer,  and  Jean  Martin  Charcot  practiced,  stud- 
ied, and  advanced  both  fields.  At  that  time,  both 
disciplines  used  the  standard  research  tools  of  the 
day,  including  the  study  of  neuroanatomy,  neuro- 
pathology, and  biochemistry.  There  was  a youth- 
ful enthusiasm  and  hope  expressed  by  men  such 
as  Kraepelin  that  sooner  or  later  the  cause  and 
treatment  of  the  psychoses  would  give  way  under 
the  steady  pressure  of  work  in  biochemistry,  bac- 
teriology, and  neuropathology.  This  enthusiasm 
and  hope  is  demonstrated  very  well  by  Lewey  in 
his  biographical  sketch  of  Alois  Alzheimer.1 
Lewey,  writing  on  Alzheimer,  made  the  following 
remarks. 

Kraepelin’s  faith  in  patho-anatomic  research  was 
kindled  at  about  the  middle  of  his  career.  Oscar 
Vogt  relates  that  he  visited  Kraepelin  at  Heidelberg 
in  1894,  bringing  him  greetings  from  Forel,  and  that 
Kraepelin  asked  him  what  he  planned  to  do  in  the 
future.  “Brain  anatomy  of  the  psychoses,”  replied 
Vogt.  “Then,”  said  Kraepelin,  “I  must  give  you  a 
bad  prognosis,  for  anatomy  can  contribute  nothing  to 
psychiatry.”  He  had  in  mind  the  experiments  on 
rabbits  of  his  teacher,  VonGudden,  and  the  studies 
of  Forel  on  the  subthalamic  region  of  man;  neither  of 
which  contributed  to  the  understanding  of  psychic 
behavior.  In  1905,  Kraepelin  visited  Oscar  Vogt  in 
Berlin.  He  had  read  his  and  Brodmann’s  papers  on 
cortical  cytoarchitectonics  and  now  carefully  studied 
the  preparations.  As  a consequence,  he  was  finally 
convinced  of  the  importance  of  brain  anatomy.  Fi- 
nally, in  1916,  in  Munich,  he  said  to  Vogt:  “Die  Zu- 
kunft  unseres  Instituts  liegt  bei  Nissl  und  Broad- 
mann.”1 

Freud.  It  seems  ironic  that  as  this  wave  of 
hope  gathered  momentum,  the  single  most  impor- 
tant figure  in  psychiatry  should  appear  and  redi- 
rect the  subject  away  from  the  accepted  main 
path  of  medicine.  Freud’s  training  and  work  in 
general  neurology,  as  evidenced  by  his  writings  on 
Little’s  disease  and  his  monograph  on  aphasia;  in 
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neuropathology  and  use  of  the  gold  chloride  stain- 
ing technic;  and  in  the  study  of  cocaine  and  its 
pharmacology  give  little  warning  of  his  later  de- 
velopment. Freud’s  training  with  Charcot,  who 
combined  a deep  interest  in  neuropathology  and 
psychiatric  entities  such  as  hysteria,  and  his  ad- 
miration for  Hughlings  Jackson  again  offer  few 
clues  as  to  his  future  interest  in  psychoanalysis. 
There  is  no  doubt  that  Freud  was  a superlative 
clinician,  a fine  neurologist,  and  a brilliant  inves- 
tigator in  an  age  when  the  world  seemed  to  be 
without  horizon  in  research,  and  laboratories 
teemed  with  bright  men  doing  the  work  on  which 
we  still  depend.  Biochemistry,  bacteriology, 
neuroanatomy,  neuropathology,  and  physiology 
were  areas  of  explosive  growth.  One  would  have 
expected  Freud  to  continue  to  live  at  least  partly 
in  the  world  of  his  early  training.  However,  he 
did  not.  When  he  walked  out  into  that  new  coun- 
try and  began  to  create  almost  single  handed  the 
new  discipline  of  psychoanalysis,  he  seemed  to 
part  company  with  his  past  and  with  the  basic 
substrate  of  clinical  medicine,  that  is,  the  depen- 
dence of  clinical  medicine  on  the  basic  sciences 
and  the  need  to  prove  or  disprove  both  theoretic 
and  therapeutic  conclusions  by  their  use. 

Freud’s  disciples.  There  is  no  doubt  that  the 
world  is  a much  richer  and  more  humane  place  to 
live  in  because  of  Freud.  But  it  is  also  true  that 
the  energies  of  the  best  men  who  were  interested 
in  psychiatry  for  two  generations  have  been  de- 
voted to  Freudian  psychology  and  its  many  off- 
shoots. From  the  beginning — except  for  his  theo- 
retic model  of  the  id,  ego,  and  superego  in  the  mind 
— Freud  never  again  turned  toward  the  basic  sci- 
ences. As  the  years  went  on,  his  clinical  reports 
were  superlative  in  their  brilliance,  but  he  and  his 
followers  in  later  years  (who  for  a long  time  com- 
prised the  majority  of  physicians  interested  in 
psychiatry)  continued  to  live  and  practice  without 
regard  to  advances  in  fields  such  as  biochemistry, 
neuropharmacology,  and  neurophysiology.  Lesser 
men  than  Freud  appeared  whose  sole  talent  it  was 
to  restate  Freudian  thought  in  far  more  complex 
language.  Much  time  and  seemingly  endless 
writing  and  talk  were  devoted  to  commentary  on 
the  master  and  his  disciples. 

The  therapy  of  people  in  personal  and  social 
quandaries  has  advanced  immeasurably  because 
of  Freud.  The  study  of  basic  science  in  psychia- 
try has  been  delayed  for  years  because  of  the  deep 
attractiveness  and  seductiveness  of  Freudian  psy- 
chology. It  has  often  attracted  men  who  are  un- 
comfortable in  applying  basic  science  to  clinical 
medicine.  To  go  one  step  further,  psychiatry,  be- 
cause of  the  trends  begun  by  Freud,  has  seemed  to 
attract  men  who  disdain  or  abhor  the  physical  ex- 
amination of  patients  and  prefer  only  to  speak 
with  patients.  In  short,  they  are  physicians  who 
have  surrendered  one  of  the  oldest  arts  in  clinical 
medicine,  the  physical  examination  of  the  patient. 


With  this  trend  and  attitude,  it  is  no  wonder  that 
professorial  chairs  in  neurology  and  psychiatry 
have  been  separated  and  the  archives  cut  in  two: 
that  the  gulf  between  neurology,  psychiatry,  and 
the  rest  of  medicine  has  widened;  and  that  this 
type  of  meeting  is  being  held  today. 

There  is  a reasonable  explanation  for  Freud’s 
conduct,  but  it  is  less  clear  for  many  who  followed 
him.  Freud’s  work  was  not  accepted  by  his  col- 
leagues. He  gradually  found  himself,  after  the 
publication  with  Breuer  of  their  studies  on  hyste- 
ria, isolated  from  the  University  of  Vienna  and 
not  offered  other  university  appointments.  He 
turned  to  a type  of  medicine  which,  as  it  evolved 
and  grew  in  his  hands,  was  practiced  in  his  con- 
sulting room  in  his  own  apartment.  Not  only  was 
the  subject  of  psychoanalysis  new  and  disturbing 
to  his  colleagues,  but  also  it  became  a cottage  in- 
dustry in  one  flat  in  Vienna.  The  personal  cha- 
grin Freud  suffered  because  of  the  poor  reception 
of  his  work  made  him  turn  from  the  university,  in- 
ward toward  himself  at  first,  and  then  to  a small 
select  circle  of  disciples. 

Freud’s  isolation  is  very  adequately  illustrated 
by  the  statement  in  a recent  reprint  of  the  autho- 
rized translation  by  Brill  of  the  Studies  on  Hyste- 
ria.2 On  the  fly  leaf  of  that  book,  is  written: 
“Only  800  copies  of  Studies  on  Hysteria  were 
printed  in  the  original  edition;  13  years  later,  626 
have  been  sold.”  This  insularity  on  Freud’s  part 
tended  to  breed  a contempt  for  the  establishment 
in  medicine  which  was  both  deserved  and  amply 
repaid.  It  resulted  in  a drifting  apart  of  conven- 
tional medicine  and  psychoanalysis.  Gradually, 
psychoanalysis  became  the  central  concept  in 
twentieth-century  psychiatry.  Imperceptibly, 
lesser  men  than  Freud  who  practiced  psychiatry 
shed  their  attachments  to  standard  medicine,  the 
basic  sciences,  and  the  need  to  perform  a physical 
examination  on  every  patient. 

Psychiatry’s  insulation  and  isolation  from  gen- 
eral medicine  and  neurology  reflected  Freud’s  ge- 
nius, his  personal  disappointments,  and  the 
unique  new  area  of  medicine  which  his  mind  in- 
vaded. Other  specialties,  including  neurology,  are 
not  above  reproach  in  the  fragmentation  of  medi- 
cine which  has  occurred  in  this  century  and  par- 
ticularly since  World  War  II.  There  is  really  no 
more  justification  for  a separate  department  of 
neurology  in  a university  hospital  than  separate 
departments  of  allergy,  hematology,  cardiology,  or 
gastroenterology.  The  concept  of  universality  in 
medicine  was  shattered  early  in  this  century,  al- 
though the  past  three  decades  have  been  witness 
to  its  culmination.  It  is  impossible  to  defend  sep- 
aration of  neurology  from  internal  medicine  and 
approve  the  need  to  keep  a subject  such  as  cardi- 
ology in  the  same  department. 

Results  of  schism 

One  very  important  and  dismaying  result  of  the 
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division  of  neurology  from  internal  medicine  has 
been  that  knowledge  of  neurology  among  inter- 
nists is  sometimes  very  thin.  This  is  a great  loss 
to  both  physicians  and  the  public.  In  depart- 
ments of  internal  medicine  where  neurology  has 
been  permitted  to  flourish,  both  the  internist  and 
his  patients  have  benefited.  The  continuing  and 
widening  gap  between  neurology  and  internal 
medicine  is  artificial  and  a function  of  habit,  his- 
tory, personalities  addicted  to  careerism,  govern- 
ment agencies,  and  committees  in  control  of 
grants.  The  desire  to  be  separate,  to  live  alone, 
to  carve  out  small  academic  empires  of  3 to  5 men 
who  pride  themselves  on  their  separatism  has  not 
been  unique  to  neurologists.  However,  it  does 
constitute  the  single  division  of  internal  medicine 
which  has  been  most  successful  in  its  separatism. 
This  is  a reflection  of  the  original  separation  of 
neurology  and  psychiatry  on  the  continent,  while 
in  English  schools  of  medicine  the  intimate  and 
inseparable  relationship  between  neurology  and 
general  medicine  has  been  strongly  emphasized. 
Everyone  has  been  diminished  in  this  continuous 
splintering  of  internal  medicine.  It  has  been  ex- 
pensive, but  it  appeals  to  men  in  academic  medi- 
cine who  delight  far  more  in  the  manipulation  of 
power,  funds,  or  individuals  than  they  do  in  the 
study  of  disease  and  in  the  treatment  of  patients. 

Psychiatry  has  followed  Freud  and  abandoned 
the  basic  sciences  and  the  need  to  examine  pa- 
tients. There  has  been  a renaissance  of  interest 
among  some  psychiatrists  during  the  past  twenty 
years  in  work  in  neurophysiology,  neuropharma- 
cology, and  neuroanatomy.  At  a practical  and 
therapeutic  level,  this  has  filtered  down  to  practic- 
ing psychiatrists  as  a renewed  interest  in  drug  ther- 
apy for  the  neuroses  and  psychoses.  Unfortu- 
nately, the  enthusiasm  of  pyschiatrists  for  drug 
therapy  has  been  primarily  uncritical.  Certainly, 
drugs  have  been  over-prescribed  without  sound 
study  or  clinical  control.  The  results  are  be- 
clouded, if  not  indifferent,  at  least  in  cases  involv- 
ing neuroses.  Certainly  the  expense  to  patients  of 
much  of  the  present  drug  therapy  in  psychiatry  has 
been  severe,  and  the  toxic  effects  have  been  serious 
at  times.  Finally,  the  urge  to  take  drugs  to  obtain 
serenity  has  been  unthinkingly  furthered  by  the 
far  too  liberal  use  of  drugs  by  psychiatrists  as  well 
as  all  other  physicians. 

The  neurologist,  on  the  other  hand,  has  often 
played  the  role  of  imperialist  and  empire  builder 
in  the  medical  schools.  He  is  more  fearful  of 
being  absorbed  by  a department  of  medicine  than 
in  not  teaching  or  offering  service  to  patients. 
There  is  now  an  ingrained  academic  and  govern- 
mental bureaucracy  in  neurology  which  has  in- 
vested so  much  of  its  time,  energy,  and  reputation 
in  the  concept  of  separatism  that  it  has  done  as 
great  harm  to  the  concept  of  Hippocratic  univer- 
sality in  medicine  as  the  different  brand  of  separa- 
tism practiced  by  psychiatrists. 


Universality  of  medicine 

In  the  fine  essay,  “Are  our  Medical  School 
Faculties  Qualified  to  Teach  Medicine?”  Rich- 
ards3 remarks: 

The  scope  of  medicine  has  varied  greatly  over  the 
ages.  With  Hippocrates  and  his  school — to  begin  at 
the  beginning — it  was  extraordinarily  broad.  They 
dealt  with  all  branches  of  medicine  which  they  en- 
countered, giving  a description,  a diagnosis,  and  a 
prognosis  for  each  recognizable  entity  and  pursuing 
vigorously  such  empirical  therapy  as  was  then  avail- 
able. They  wrote  on  epidemiology  and  environmen- 
tal medicine.  In  surgery,  obstetrics  and  other 
specialties,  their  anatomy  was  accurate  and  their 
treatment  rational.  In  community  care  the  interest 
and  concern  of  Hippocrates  himself  extended  all  over 
the  Aegean  basin  and  surrounding  countries.  He 
visited  plague-stricken  lands  as  distant  as  Illyria  and 
received  honors  from  Argos,  Athens  and  Thessaly. 
He  was  “a  man  for  all  seasons”  if  medicine  ever  had 
one. 

Hippocrates.  Hippocrates  and  his  school  rep- 
resented the  highest  expression  of  universality  in 
medicine.  He  was  both  teacher  and  student,  ob- 
server and  practitioner,  and  a writer  on  both  gen- 
eral and  specific  aspects  in  our  profession.  It 
matters  little  whether  we  recognize  Hippocrates 
the  physician  and  man  or  the  school  that  bears  his 
name.  The  central  idea  is  that  we  have  devel- 
oped no  better  ideal  or  standards  than  the  Hippo- 
cratic school.  Hippocrates  was  the  master  builder 
of  the  house  we  inhabit,  and  each  time  we  depart 
from  its  precincts  into  specialization,  we  are 
somewhat  diminished. 

Osier.  William  Osier  was  a great  teacher  and 
a compassionate  physician  but  above  all  he  was  a 
generalist  in  medicine.  This  did  not  preclude  the 
capacity  for  incisive  observation  on  specific  dis- 
ease. He  also  was  able  to  write  an  eminently 
readable  textbook  .on  all  of  medicine,  adorned  by 
graceful  English  and  comprehensive  enough  to  be 
a standard  work  for  thirty  of  the  most  creative 
years  in  medicine,  at  the  beginning  of  this  centu- 
ry. In  short,  Osier  was  Hippocratic  in  that  he 
could  survey  and  be  competent  in  all  of  internal 
medicine.  If  Sydenham  was  the  English  Hippoc- 
rates, then  Osier  deserves  the  same  title  in  Ameri- 
ca, with  full  recognition  that  he  was  a Canadian 
whose  career  was  spent  in  America  and  England. 
Unfortunately,  we  forget  too  easily  our  greatest 
masters  and  their  ideas.  Osier  died  in  1919. 
Fifty-two  years  later  it  is  hard  to  find  a medical 
student  on  the  wards  who  has  heard  of  him  and 
who  can  say  he  has  read  even  a few  paragraphs  of 
his  writings.  This  is  a great  shame  because  the 
student  and  teacher  of  today  who  neglect  Osier 
fail  to  hear  one  of  the  most  prophetic  voices  in  the 
history  of  medicine.  Today  we  are  inundated  by 
committee  reports  that  no  one  reads  and  Cassan- 
dra-like  pronouncements,  so  dear  to  the  hearts  of 
politicians  and  deans,  as  to  the  future  of  medi- 
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cine.  Most  of  what  they  say  and  intimate  has 
been  far  more  adequately  said  by  Sir  William 
Osier  in  far  better  language  than  any  committee- 
man, dean,  or  politician  can  conceive  of:  We 

have  come  full  circle  in  our  renewed  emphasis  on 
general  practice  and  the  need  to  train  physicians 
to  see  patients  in  their  communities,  an  expres- 
sion of  Osier’s  deepest  conviction.  The  price  we 
have  paid  has  been  a deluge  and  interminable 
barrage  of  third-rate  sociologic  officialese  capable 
of  drowning  and  suffocating  even  the  simplest 
ideas. 

There  are  four  very  wonderful  Oslerian  state- 
ments on  specialization  to  be  found  in  Bean’s 
publication,  Sir  William  Osier’s  Aphorisms,  which 
deserve  quotation: 

No  more  dangerous  members  of  our  profession 
exist  than  those  born  into  it,  So  to  speak,  as  special- 
ists. Without  any  broad  foundation  in  physiology  or 
pathology  and  ignorant  of  the  great  processes  of  dis- 
ease, no  amount  of  technical  skill  can  hide  from  the 
keen  eyes  of  colleagues  defects  which  too  often  re- 
quire the  arts  of  the  charlatan  to  screen  from  the 
public. 

Incessant  concentration  of  thought  upon  one 
subject,  however  interesting,  tethers  a man’s  mind  in 
a narrow  field. 

By  all  means,  if  possible,  let  (the  young  physician) 
be  a pluralist,  and — as  he  values  his  future  life — let 
him  not  get  early  entangled  in  the  meshes  of  special- 
ization. 

There  are,  in  truth,  no  specialties  in  medicine, 
since  to  know  fully  many  of  the  most  important  dis- 
eases, a man  must  be  familiar  with  their  manifesta- 
tions in  many  organs.4 

Hippocrates,  of  course,  was  the  outstanding 
pluralist  and  generalist  of  Western  medicine  much 
as  Osier  became  the  outstanding  generalist  in 
early  twentieth-century  medicine.  I do  not  mean 
to  imply  that  brighter  men  than  Osier  or  men 
more  filled  with  ideas  in  the  basic  sciences  at  the 
time  did  not  exist.  What  I am  saying  is  that 
Osier  had  no  equal  in  the  example  he  set  of  the 
complete  physician,  untethered  by  a specialty  and 
capable  of  a general  overview  in  the  treatment  of 
patients.  In  this  regard,  he  is  a direct  disciple  of 
Hippocrates  and  his  school. 

Hippocratic  medical  philosophy.  It  is  very 
sobering  to  read,  and  impossible  to  improve  on, 
Hippocrates  when  he  wrote  this  first  paragraph  in 
his  essay  on  “Airs,  Waters  and  Places.” 

Whoever  wishes  to  investigate  medicine  properly, 
should  proceed  thus:  in  the  first  place,  to  consider 

the  seasons  of  the  year  and  what  effects  each  of  them 
produces  (for  they  are  not  at  all  alike  but  differ 
much  from  themselves  in  regard  to  their  changes). 
Then  the  winds,  the  hot  and  cold,  especially  such  as 
are  peculiar  to  each  locality.  We  must  also  consider 
the  quality  of  the  waters,  for  as  they  differ  from  one 
another  in  taste  and  weight  so  also  do  they  differ 


much  in  their  qualities.  In  the  same  manner,  when 
one  comes  into  a city  to  which  he  is  a stranger,  he 
ought  to  consider  its  situation,  how  it  lies  as  to  the 
winds  and  the  rising  of  the  sun;  for  its  influence  is 
not  the  same  whether  it  lies  to  the  north  or  to  the 
south,  to  the  rising  or  to  the  setting  sun.  These 
things  one  ought  to  consider  most  attentively,  and 
concerning  the  waters  which  the  inhabitants  use, 
whether  they  be  marshy  and  soft  or  hard,  and  run- 
ning from  elevated  and  rocky  situations,  and  then  if 
saltish  and  unfit  for  cooking;  and  the  ground,  wheth- 
er it  be  naked  and  deficient  in  water,  or  wooded  and 
well-watered,  and  whether  it  lies  in  a hollow,  con- 
fined situation,  or  is  elevated  and  cold;  and  the  mode 
in  which  the  inhabitants  live,  and  what  are  their 
pursuits,  whether  they  are  fond  of  drinking  and  eat- 
ing to  excess,  and  given  to  indolence,  or  fond  of  exer- 
cise and  labor,  and  not  given  to  excess  in  eating  and 
drinking.  From  these  things,  he  must  proceed  to  in- 
vestigate everything  else.  For  if  one  knows  all  these 
things  well  or  at  least  the  greater  part  of  them,  he 
cannot  miss  knowing,  when  he  comes  into  a strange 
city,  either  the  diseases  peculiar  to  the  place  or  the 
particular  nature  of  common  diseases,  so  that  he  will 
not  be  in  doubt  as  to  the  treatment  of  diseases  or 
commit  mistakes,  as  is  likely  to  be  the  case  provided 
one  had  not  previously  considered  these  matters.5 

Today,  this  is  the  gospel  of  the  ecologist,  the 
city  planner,  and  physicians  interested  in  commu- 
nity medicine.  Yet,  in  400  B.C.  it  was  considered 
the  physician’s  province  and  duty  to  look  on  all 
aspects  of  our  social  life  as  well  as  physical  envi- 
ronment to  be  the  complete  physician.  The  trou- 
ble we  have  with  the  Hippocratic  writings  is  not 
their  obscurities,  references  to  purging,  or  reliance 
on  outdated  drugs.  The  real  trouble  is  that  we 
don’t  read  them  at  all  or  only  for  the  occasional 
aphorism.  Everyone  can  quote  the  first  Hippo- 
cratic aphorism.  It  seems  to  be  an  appropriate 
opening  sentence  for  reflective  and  elderly  es- 
sayists. The  real  shame  is  that  few  of  the  other 
412  aphorisms  are  ever  read,  quoted,  or  lectured 
on  in  medical  schools. 

Relevance  for  today.  It  would  seem  to  me 
that  the  Hippocratic  literature,  and  the  aphorisms 
in  particular,  might  still  serve  as  a fine  textbook 
in  medicine  or  catalyst  in  seminars.  The  analysis 
of  each  aphorism  is  a test  of  one’s  level  of  educa- 
tion, subtlety  in  thinking,  and  clinical  experience. 
I suggest  that  a curriculum  change  of  some  real 
interest  would  be  a course  in  the  great  books  of 
medicine.  The  development  of  ideas  in  medicine, 
ethics  in  practice,  and  moral  questions  would  nat- 
urally fit  into  this  type  of  study.  It  could  hardly 
do  any  harm  and  certainly  be  more  satisfying  than 
a few  of  the  hybrid,  cross-fertilized,  multidisci- 
plinary, selectively  integrated  courses  which  are 
characterized  by  100  speakers  on  1,000  topics  and 
covered  at  the  end  by  60  obscure,  complex  multi- 
ple-choice questions.  The  study  of  the  great 
books  would  at  least  give  a student  a few  hours  of 
sanity  and  quiet,  which  he  badly  needs  to  under- 
stand that  “Life  is  short  and  art  long,  the  crisis 
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fleeting,  experience  perilous  and  decision  diffi- 
cult.” 

It  would  perhaps  convince  the  clinical  student 
to  look  upon  the  totality  of  medicine,  if  only  for  a 
few  hours  during  his  student  years.  The  Hippo- 
cratic school  was  genuine  in  its  insistence  on 
treating  the  entire  patient  and  taking  into  ac- 
count both  the  man  and  his  environment.  The 
study  of  Hippocrates  is  our  best  antidote  for  frag- 
mentation, insularity,  and  the  confinement  of  the 
clinical  mind  to  a narrow  corner.  All  physicians 
practice  in  the  world  and  worship  in  the  same 
clinical  cathedral.  Our  present  tendency  is  to 
huddle  in  small  corners  of  the  cathedral  under  our 
separatist  banners  speaking  only  to  our  own  clans- 
men. When  we  look  up  now  and  then  from  our 
own  private  prayerbook,  it  is  only  to  throw  either 
inane  or  fearful  glances  at  the  other  subspeciali- 
ties in  other  corners.  It  would  seem  sensible  for 
us  to  return  to  the  Hippocratic  and  Oslerian 
school.  We  should  teach  our  students  both  a re- 
spect for  overall  knowledge  in  medicine  and  to  be- 
come generalists  in  an  Oslerian  sense.  There  are 
always  men  who  delight  in  exclusiveness  and  hud- 
dling together.  That  cannot  be  helped.  What 
should  be  avoided  is  the  contamination  of  the  stu- 
dents’ minds  and  the  teaching  of  contempt  for  the 
nonspecialist. 

I write  as  one  who  spent  years  in  internal  medi- 
cine before  going  into  neurology.  I cannot  see  any 
sharp  line  between  the  practice  of  clinical  neurolo- 
gy and  internal  medicine,  and  I believe  that  when 
that  distinction  is  made  by  neurologists  it  is  a re- 
flection of  lack  of  training  in  general  medicine  on 
their  part.  Medical-school  teachers  and  special- 
ists hold  special  blame  in  this,  for  they  have  tend- 
ed to  seed  students’  minds  with  longing  and  re- 
spect for  never-ending  specialization.  In  neurolo- 
gy, it  is  not  enough  to  know  nothing  of  internal 
medicine  and  to  know  only  neurologic  disease. 
One  must  go  one  or  two  steps  further  and  inter- 
est oneself  in  one  class  of  disease  and  then,  if  at 
all  possible,  fragment  this  to  one  disease  or  a sin- 
gle aspect  of  the  involved  basic  science.  There  is 
a place  for  all  this  for  a minority,  but  certainly 
not  for  the  majority  of  physicians  who  see  many 
patients  with  varied  problems. 

Recent  trends 

The  American  Board  of  Psychiatry  and  Neurol- 
ogy has  recently  proposed  and  directed  that  train- 
ing programs  in  neurology  permit  fourth-year 
medical  students  to  enter  the  field  without  an  in- 
ternship or  residency  in  internal  medicine.  The 
result  in  many  instances  will  be  the  creation  of 
“idiot  savants”  in  neurology.  Such  men  will  be 
crippled  in  the  general  practice  of  medicine. 
They  will  lack  depth  in  training  and  be  short  in 
time  spent  in  reflection  and  practice.  They  will 
not  have  had  apprenticeships  in  the  treatment  of 
cardiovascular,  gastrointestinal,  or  renal  disease. 


They  will  not  have  had  the  necessary  experience 
in  history  taking  and  the  laborious  cultivation  of 
the  art  of  doing  a thorough  physical  examination. 
One  needs  years  to  see,  to  listen,  and  to  experi- 
ence. It  is  impossible  to  shorten  one’s  develop- 
ment and  then  expect  broad  competence  in  the 
practice  of  a subspecialty.  Years  of  apprenticeship 
in  general  medicine  are  axiomatic  in  the  training 
of  a physician,  and  this  surely  is  not  supplied  by 
the  assignment  of  the  title  of  acting  intern  to  the 
fourth-year  student.  There  are  exceptional  stu- 
dents here  and  there  who  may  deserve  that  title, 
but  by  far  the  majority  of  students  at  that  stage  in 
their  training  are  still  among  the  unwashed  hoard 
of  clinical  barbarians  who  require  a bit  of  leisure, 
training,  and  reflection. 

Abraham  Lincoln,6  in  preparing  notes  for  a law 
lecture  in  1850,  wrote  the  following. 

I am  not  an  accomplished  lawyer.  I find  quite  as 
much  material  for  a lecture  in  those  points  wherein  I 
have  failed  as  in  those  wherein  I have  been  moder- 
ately successful.  The  leading  rule  for  the  lawyer,  as 
for  the  man  of  every  other  calling,  is  diligence.6 

We  learn  more  by  our  failures  than  by  our  suc- 
cesses. This  is  as  true  in  medicine  as  it  is  in  law. 
There  is  no  substitute  for  hard  individual  work  in 
the  development  of  a physician,  specialist,  or  any- 
one else. 

One  can  predict  that  the  new  neurologist  from 
this  type  of  training  program  will  be  diminished — 
less  Hippocratic  and  less  Oslerian  than  his  prede- 
cessor. He  will  be  more  limited — more  hypertro- 
phied in  one  topic  and  atrophied  in  everything 
else  in  medicine.  He  will  require  some  extra  time 
while  in  the  neurology  program  to  serve  on  a gen- 
eral-medicine ward.  Probably  he  will  never  have 
the  responsibility  for  looking  after  a patient  with  a 
myocardial  infarction,  gallbladder  colic,  or  acute 
appendicitis  and  will  probably  lean  heavily  on  the 
inadequate,  so-called  neurologic  examination  in 
diagnosis.  He  will  never  have  listened  to  and  heard 
in  a new  patient  a mid-diastolic  murmur,  diag- 
nosed a penumothorax,  or  payed  attention  to  and 
detected  a friction  rub.  He  will  attend  only  to  the 
business  of  neurology,  and  that  just  is  not  medi- 
cine. This  type  of  training  is  a partial  return  to 
Mesopotamian  medicine  and  the  past  specializa- 
tion of  prognostics  by  gazing  at  the  liver. 

I fully  realize  that  the  action  of  the  Board  is  an 
effort  to  save  time  and  training  and  offer  the  pub- 
lic more  specialists  rapidly.  However,  it  is  trim- 
ming the  wrong  end  of  the  program  to  make  it 
shorter.  It  would  make  far  more  sense  to  adopt 
the  English  and  Commonwealth  system  of  train- 
ing in  medicine,  shorten  the  number  of  college 
years  to  one  or  two  and  save  time  at  that  end. 
The  average  English  or  Commonwealth  student 
matriculates  at  the  university  at  the  age  of  eigh- 
teen years  and  begins  his  medical  course  then. 
The  first  year  is  roughly  equivalent  to  a first  year 
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in  an  American  college,  with  emphasis  on  the  sci- 
ences. The  English  system  assumes  that  an  ade- 
quate and  competent  high  school  training  has 
been  given  to  the  prospective  medical  student. 
The  amount  of  remedial  work  offered  in  United 
States  colleges  due  to  a lack  of  such  training 
would  be  looked  on  as  an  unnecessary  waste  of 
time  in  England.  All  the  same,  it  is  at  the  college 
level  that  time  must  be  saved  and  gained. 

If  we  begin  to  subtract  time  from  the  clinical 
years  of  a man’s  life  and  confine  him  to  a special- 
ty too  early,  his  intellect  and  maturity  will  be 
stunted.  One  must  have  time  to  think,  to  ob- 
serve, to  make  errors  and  benefit  by  their  correc- 
tion, to  forget  and  relearn,  to  visit  a number  of 
hospitals  and  learn  from  varied  teachers.  This 
can  be  done  only  when  one  has  clinical  responsi- 
bility and  the  loneliness  of  being  forced  to  make 
decisions,  not  as  a medical  student. 

Each  physician’s  mind  gradually  becomes  a 
clinical  library  filled  with  the  teaching,  experi- 
ences, and  the  remembrance  of  previous  errors.  It 
takes  years  to  equip  one’s  mind  with  this  type  of 
furniture,  and  it  cannot  be  purchased  hastily  or 
through  cram  courses  for  the  postgraduate.  The 
best  classroom  is  still  the  hospital  room,  and  the 
patient  is  the  best  teacher.  Only  by  assiduous 
work  can  one  achieve  a fragment  of  the  wisdom 
that  has  been  ascribed  to  the  Hippocratic  school 
and  which  has  been  so  delightfully  sketched  in 
broad  outline  by  Plato  in  his  early  dialogue, 
“Charmides.”7 

Platonic  dialogue 

This  dialogue  has  surprising  freshness  and  rele- 
vance to  neurologists,  psychiatrists,  and  inter- 
nists. It  offers  one  of  the  finest  statements  on 
Hippocratic  or  Greek  medicine,  and  men  in  all 
three  fields  can  read  the  dialogue  with  profit. 

The  dialogue  is  a report  of  a conversation  Soc- 
rates had  on  returning  from  service  in  the  army, 
and  it  concerns  the  definition  of  the  concept  of 
temperance.  Socrates  states 

Yesterday  evening  I returned  from  the  army  at  Po- 
tidaea,  and  having  been  a good  while  away,  I thought 
that  I should  like  to  go  and  look  at  my  old  haunts. 
So  I went  into  the  palaestra  of  Taureas,  which  is 
over  against  the  temple  adjoining  the  porch  of  the 
King  Archon,  and  there  I found  a number  of  persons, 
most  of  whom  I knew,  but  not  all. 

He  reports  on  the  events  in  the  army  and  records 
the  following. 

Then,  when  there  had  been  enough  of  this,  I,  in 
my  turn,  began  to  make  enquiries  about  matters  at 
home — about  the  present  state  of  philosophy,  and 
about  the  youth.  I asked  whether  any  of  them  were 
remarkable  for  wisdom  or  beauty,  or  both. 

His  friend  Critias  points  out  the  most  promising 


and  attractive  of  the  young  men,  a youth  named 
Charmides,  who  was  also  his  cousin.  Socrates  is 
overwhelmed  by  the  young  man’s  learning,  bear- 
ing, and  beauty.  Critias  requests  him  to  sit  down 
with  Socrates  and  himself.  He  introduces  Socrates 
in  the  following  words. 

Very  well,  he  said;  then  I will  call  him;  and  turn- 
ing to  the  attendant,  he  said,  Call  Charmides,  and 
tell  him  that  I want  him  to  come  and  see  a physician 
about  the  illness  of  which  he  spoke  to  me  the  day  be- 
fore yesterday.  Then  again  addressing  me,  he 
added:  He  has  been  complaining  lately  of  having  a 

headache  when  he  rises  in  the  morning:  now  why 

should  you  not  make  him  believe  that  you  know  a 
cure  for  the  headache? 

If  this  isn’t  familiar  ground  for  a neurologist,  I 
don’t  know  what  is!  Headache,  both  treatment 
and  analysis,  is  to  neurology  what  the  Hebrews 
and  their  plagues  were  to  the  Egyptian  pharaohs. 
Socrates  is  overwhelmed  by  the  beauty  of  Char- 
mides’ youth  and  bearing.  When  he  collects  him- 
self, having  been  “overcome  by  a sort  of  wild- 
beast  appetite,”  the  dialogue  begins  in  earnest. 
The  opening  question  is  the  cure  of  headache. 

Plato’s  paragraphs  on  headache  and  Greek 
medicine  are  good  enough  to  serve  as  an  introduc- 
tion to  any  general  medical,  neurologic,  or  psychi- 
atric texts  published  today.  I think  it  best  to 
quote  this  section  in  its  entirety.  Socrates  has 
been  asked  by  Charmides  whether  or  not  he 
knows  the  cure  of  headache  and  he  remarks  that 
he  does  know.  Charmides  asks  concerning  the 
cure  of  headache. 

And  what  is  it?  he  said. 

I replied  (Socrates)  that  it  was  a kind  of  leaf, 
which  required  to  be  accompanied  by  a charm,  and  if 
a person  would  repeat  the  charm  at  the  same  time 
that  he  used  the  cure,  he  would  be  made  whole;  but 
that  without  the  charm  the  leaf  would  be  of  no  avail. 

Then  I will  write  out  the  charm  from  your  dicta- 
tion, he  said. 

With  my  consent?  I said,  or  without  my  consent? 

With  your  consent,  Socrates,  he  said,  laughing. 

Very  good,  I said;  and  are  you  quite  sure  that  you 
know  my  name? 

I ought  to  know  you,  he  replied,  for  there  is  a great 
deal  said  about  you  among  my  companions;  and  I re- 
member when  I was  a child  seeing  you  in  company 
with  my  cousin  Critias. 

I am  glad  to  find  that  you  remember,  I said;  for  I 
shall  now  be  more  at  home  with  you  and  shall  be 
better  able  to  explain  the  nature  of  the  charm,  about 
which  I felt  a difficulty  before.  For  the  charm  will 
do  more,  Charmides,  than  only  cure  the  headache.  I 
dare  say  that  you  have  heard  eminent  physicians  say 
to  a patient  who  comes  to  them  with  bad  eyes,  that 
they  cannot  cure  his  eyes  by  themselves,  but  that  if 
his  eyes  are  to  be  cured,  his  head  must  be  treated; 
and  then  again  they  say  that  to  think  of  curing  the 
head  alone  and  not  the  rest  of  the  body  also,  is  the 
height  of  folly.  And  arguing  in  this  way  they  apply 
their  methods  to  the  whole  body,  and  try  to  treat 
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and  heal  the  whole  and  the  part  together.  Did  you 
ever  observe  that  this  is  what  they  say? 

Yes,  he  said. 

And  they  are  right,  and  you  would  agree  with 
them? 

Yes,  he  said,  certainly  I should. 

His  approving  answers  reassured  me  and  I began 
by  degrees  to  regain  confidence,  and  the  vital  heat 
returned.  Such,  Charmides,  I said,  is  the  nature  of 
the  charm,  which  I learned  when  serving  with  the 
army  from  one  of  the  physicians  of  the  Thracian  king 
Zamolxis,  who  are  said  to  be  so  skillful  that  they  can 
even  give  immortality.  This  Thracian  told  me  that 
in  these  notions  of  theirs,  which  I was  just  now  men- 
tioning, the  Greek  physicians  are  quite  right  as  far  as 
they  go;  but  Zamolxis,  he  added,  our  king,  who  is 
also  a god,  says  further,  “that  as  you  ought  not  to  at- 
tempt to  cure  the  eyes  without  the  head,  or  the  head 
without  the  body,  so  neither  ought  you  to  attempt  to 
cure  the  body  without  the  soul;  and  this,”  he  said, 
“is  the  reason  why  the  cure  of  many  diseases  is  un- 
known to  the  physicians  of  Hellas,  because  they  are 
ignorant  of  the  whole,  which  ought  to  be  studied 
also,  for  the  part  can  never  be  well  unless  the  whole 
is  well.”  For  all  good  and  evil,  whether  in  the  body 
or  in  human  nature,  originates,  as  he  declared,  in  the 
soul,  and  overflows  from  thence,  as  if  from  the  head 
into  the  eyes.  And  therefore,  if  the  head  and  body 
are  to  be  well,  you  must  begin  by  curing  the  soul; 
that  is  the  first  thing.  And  the  cure,  my  dear  youth, 
has  to  be  effected  by  the  use  of  certain  charms,  and 
these  charms  are  fair  words;  and  by  them  temper- 
ance is  implanted  in  the  soul,  and  where  temperance 
is,  there  health  is  speedily  imparted,  not  only  to  the 
head,  but  to  the  whole  body.  And  he  who  taught  me 
the  cure  and  the  charm  at  the  same  time  added  a 
special  direction:  “Let  no  one,”  he  said,  “persuade 

you  to  cure  the  head,  until  he  has  first  given  you  his 
soul  to  be  cured  by  the  charm.  For  this,”  he  said,  “is 
the  great  error  of  our  day  in  the  treatment  of  the 
human  body,  that  physicians  separate  the  soul  from 
the  body.”  And  he  added  with  emphasis,  at  the 
same  time  making  me  swear  to  his  words,  “Let  no 
one,  however  rich,  or  noble,  or  fair,  persuade  you  to 
give  him  the  cure,  without  the  charm.”  Now  I have 
sworn,  and  I must  keep  my  oath,  and  therefore  if  you 
will  allow  me  to  apply  the  Thracian  charm  first  to 
your  soul,  as  the  stranger  directed,  I will  afterwards 
proceed  to  apply  the  cure  to  your  head.  But  if  not,  I 
do  not  know  what  I am  to  do  with  you,  my  dear 
Charmides. 

The  remainder  of  the  dialogue  is  spent  in  the 
definition  of  temperance,  which  is  eventually 
equated  with  wisdom.  This  is  defined  as  self- 
knowledge  and  the  capacity  to  distinguish  be- 
tween good  and  evil.  The  issue  is  not  resolved. 
Socrates’  questions  seem  to  be  more  interesting 
than  the  answers  developed.  The  reader  of  the 
dialogue  is  left  with  a sense  of  delightful,  infuriat- 
ing uncertainty.  Full  definition  is  approached 
but  not  arrived  at.  Idea  after  idea  is  fired  into 
the  air  as  if  they  were  rockets  only  to  fade  just  as 
they  promise  fulfillment.  One  hopes  for  the  com- 
plete last  summary  statement  at  the  end  of  the 


dialogue.  Its  absence  is  infuriating,  and  in  its 
place  one  finds  Socrates’  mocking  plea: 

But  now  I have  been  utterly  defeated,  and  have 

failed  to  discover  what  that  is  to  which  the  imposer 

of  names  gave  this  name  of  temperance  or  wisdom. 

The  promised  cure  for  the  headache  is  never  de- 
livered. At  least,  “the  kind  of  leaf”  which  was 
promised  earlier  in  the  dialogue  is  never  men- 
tioned again.  This  is  a great  personal  disappoint- 
ment to  me,  for  every  neurologist  is  always  des- 
perate to  hear  and  learn  of  some  new  promising 
drug  for  headache. 

However,  if  Plato  leaves  us  uncertain  as  to  the 
meaning  of  the  concept  of  temperance,  he  doesn’t 
fail  us  on  the  state  of  medicine  of  his  day.  There 
is  no  more  urgent  plea  for  the  need  of  universality 
in  medicine  than  in  those  lines  quoted.  The  best 
of  Greek  or  Hippocratic  medicine  is  exposed.  The 
line — “And  the  cure,  my  dear  youth,  has  to  be  ef- 
fected by  the  use  of  certain  charms,  and  these 
charms  are  fair  words;  and  by  them  temperance  is 
implanted  in  the  soul  and  where  temperance  is, 
there  health  is  speedily  imparted,  not  only  to  the 
head  but  to  the  whole  body” — is  a distinct  pre- 
cursor of  the  best  ideas  of  Freud  and  his  school. 
The  lines  written  by  Plato  in  Greece  in  375  B.C. 
could  easily  have  been  written  by  Freud  in  Vienna 
in  1905.  They  should  serve  not  only  as  an  illustra- 
tion of  the  genius  of  Freudian  psychology  and  the 
similarity  of  the  genius  of  Plato  and  Freud  but  also 
as  an  admonition  to  those  physicians  who  have 
made  and  continue  to  make  “the  great  error  of  our 
day  in  the  treatment  of  the  human  body,  that 
physicians  separate  the  soul  from  the  body.” 

Results  of  ignoring  Plato 

All  of  us — neurologists,  psychiatrists,  and  inter- 
nists— fail  at  times  to  heed  Plato’s  words,  and  we 
diminish  ourselves  as  well  as  harm  our  patients  in 
this  conduct.  We  concentrate  too  much  of  our  at- 
tention on  the  single  problem  best  served  by  our 
specialty,  and  we  make  the  mistakes  predicted  by 
the  physicians  of  the  Thracian  king,  Zamolxis. 
We  are  interned  in  our  own  specialty  to  the  ex- 
clusion of  everything  else  in  general  medicine. 
Thus,  we  are  not  Greek,  we  are  not  temperate, 
we  are  not  Hippocratic  or  Oslerian.  We  are  fail- 
ing our  patients  like  the  physicians  of  Hellas,  “be- 
cause they  are  ignorant  of  the  whole,  which  ought 
to  be  studied  also;  for  the  part  can  never  be  well 
unless  the  whole  is  well.” 

We  have  taught  our  students  contempt  for  gen- 
eral medicine  and  have  celebrated  our  increasing 
turning  in  upon  ourselves,  glorifying  the  man  who 
is  an  expert  in  an  area  where  there  is  room  enough 
for  only  one  angel  to  stand.  Excellence  and  at- 
tention to  detail  is  not  depreciated  here,  and  there 
is  always  room  enough  in  medicine  for  men  with 
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special  talent  in  this  direction.  However,  for  the 
majority  of  us,  who  practice  and  teach,  the  advice 
of  the  Thracian  physicians  is  the  more  pertinent 
one.  To  this  may  be  added  the  corollary  pre- 
viously alluded  to.  Time  in  training  can  be  saved 
in  the  premedical  school  years,  if  the  high  schools 
can  train  and  teach  their  students  more  effectively 
than  they  are  doing.  Time  cannot  be  saved  in  the 
clinical  years.  We  remain  students  all  our  lives, 
and  we  need  every  hour  we  can  get  on  the  ward. 
The  hospital  ward  should  be  our  laboratory,  li- 
brary, and  lecture  room.  These  are  not  new 
ideas.  They  are  Hippocratic,  and  their  best  re- 
cent expression  was  in  the  life  and  work  of  Sir 
William  Osier. 

Having  made  my  plea  for  a return  to  Hippo- 
cratic ideals,  to  the  Greek  sense  of  balance  and  its 
sober  and  sunny  concept  of  medicine,  I wish  to 
end  on  a note  of  apology.  I regret  the  departure 
of  the  psychiatrists  from  this  section  of  the 
MSSNY  conference.  I regret  it  because  it  is  one 
more  step  down  the  gloomy  road  of  specialization 
and  the  insulation  of  neurology  from  the  rest  of 
medicine.  It  is  one  more  step  away  from  the  best 
of  Hippocratic  and  Oslerian  medicine.  Perhaps 
this  is  the  end  of  the  pendulum  swing,  and  in 
years  to  come  we  can  hope  to  join  again  in  joint 
session  with  our  colleagues  in  both  psychiatry  and 
the  other  disciplines  in  medicine  and  surgery.  To 
make  amends  as  best  I could  and  to  try  to  heal 
the  wound  that  now  exists,  I have  decided  to  es- 
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I have  chosen  to  discuss  four  disorders  which 
although  quite  commonly  seen  in  hematologic  pa- 
tients may  be  of  some  interest  because  of  the  un- 
common nature  of  the  primary  disorder.  These 
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chew  specific  neurologic  entities  in  the  choice  of 
topics  that  follow.  I have  asked  internists  to 
speak  on  topics  of  their  own  field  which  either 
border  on  neurology  or  are  frankly  neurologic. 
My  hope  is  that  they  will  demonstrate  that  neu- 
rology is  an  integral  part  of  internal  medicine  and 
that  more  is  shared  in  common  than  is  usually 
realized.  Perhaps,  in  this  way,  those  of  us  in  neu- 
rology will  become  a bit  more  Hippocratic,  more 
Platonic,  and  best  of  all,  more  Oslerian. 
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Albany,  New  York  12208 
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Cryptococcal  meningitis 

Cryptococcosis  of  the  central  nervous  system, 
although  relatively  uncommon,  is  a serious  disease 
because  of  the  significant  mortality  rate,  the  dan- 
ger of  permanent  damage  to  the  nervous  system, 
and  difficulty  of  treatment.  The  etiologic  agent, 
Cryptococcus  neoformans  or  Torula  histolytica 
has  been  recovered  from  the  soil  and  habitat  of 
various  birds  and  animals.  It  is  thought,  how- 
ever, that  the  most  common  source  of  the  fungus 
in  disease  is  pigeon  excreta  and  the  pigeon  nest. 

Available  evidence  suggests  that  the  cryptococ- 
cosis enters  the  body  through  the  respiratory 
tract.  The  infection  may  then  remain  localized  in 
the  lung,  causing  either  no  clinical  symptoms  or, 
at  the  most,  a very  mild  disorder;  or  it  may  spread 
to  other  parts  of  the  body,  in  particular,  the  cen- 
tral nervous  system.  It  is  probably  the  most  com- 
mon cause  of  mycotic  meningitis. 

There  are  well-documented  cases  of  cryptococ- 
cal infection  of  the  nervous  system  in  otherwise 
completely  healthy  individuals.  However,  studies 
have  shown  that  from  30  to  50  per  cent  of  central 
nervous  system  cryptococcal  infections  occur  in 
patients  with  serious  underlying  disorders,  such  as 
Hodgkin’s  disease,  other  lymphomas,  or  diabetes 
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mellitus.  Some  studies  demonstrate  that  an  av- 
erage of  40  per  cent  of  cases  are  associated  with 
steroid  administration.  There  is  no  doubt  in  my 
mind  that  the  incidence  of  mycotic  infections  of 
the  central  nervous  system  will  rise,  as  more  and 
more  patients  with  neoplastic  and  autoimmune 
disorders  are  treated  more  aggressively  with  im- 
munosuppressive drugs. 

Although  the  onset  of  neurologic  cryptococcosis 
is  sometimes  acute,  it  is  much  more  often  insidi- 
ous. The  most  common  presenting  symptom  of 
central  nervous  system  cryptococcosis  is  the  de- 
velopment of  a persistent  and  progressively  severe 
headache.  Symptoms  of  29  cases  of  cryptococ- 
cosis of  the  central  nervous  system  were  reported 
by  Edwards,  Sutherland,  and  Tyler1  from  Austra- 
lia. 

The  single  most  important  factor  in  making  the 
diagnosis  of  cryptococcal  infection  of  the  central 
nervous  system  is  to  think  of  it.  Only  then  can 
appropriate  studies  be  ordered  to  conclusively 
prove  it.  The  clinical  picture  shown  in  a suscepti- 
ble individual  should  suggest  the  diagnosis.  The 
findings  in  the  cerebral  spinal  fluid  resemble  those 
of  tuberculosis  or  viral  meningitis.  The  protein 
level  and  cell  count  are  elevated  in  90  per  cent  of 
the  cases.  The  sugar  level,  however,  is  decreased 
in  only  50  per  cent  of  the  cases. 

Microscopic  demonstration  of  the  cryptococcus 
is  made  by  demonstrating  the  oval  encapsulated 
fungus  by  an  india  ink  preparation.  This,  at 
times,  may  be  quite  difficult  if  the  number  of  or- 
ganisms in  the  spinal  fluid  is  very  low.  The  iden- 
tification may  also  be  hampered  by  the  presence 
of  erythrocytes  and  leukocytes  in  the  spinal  fluid 
which  may  confuse  the  inexperienced  observer. 
It  is  estimated  that  in  only  50  to  60  per  cent  of 
cases  can  the  fungus  be  microscopically  identified. 
The  fungus,  however,  can  be  cultured  from  the 
spinal  fluid  in  most  cases.  It  will  grow  in  from 
two  to  four  days  on  blood  agar  or  Sabouraud  me- 
dium, both  at  37°C.  and  at  room  temperature. 

Recently,  serologic  methods  have  been  intro- 
duced that  I am  sure  will  aid  in  the  diagnosis  of 
cryptococcosis.  In  the  past,  attempts  to  demon- 
strate antibodies  to  the  Cryptococcus  in  the  serum 
or  spinal  fluid  although  helpful  have  frequently 
given  negative  findings.  Recently,  it  has  been 
demonstrated  that  a very  large  proportion  of  pa- 
tients with  cryptococcosis  had  a cryptococcal  poly- 
saccharide antigen  in  the  serum  and  spinal  fluid. 
The  polysaccharide  antigen  may  be  demonstrated 
by  either  a latex  agglutination  or  a complement 
fixation  technic.  In  a recent  study  of  39  patients 
with  culturally  proved  cryptococcosis,  36  patients 
or  92  per  cent  of  them  had  demonstrable  antigen  by 
the  latex  agglutination  test.2  Recently,  Goodman, 
Kaufman,  and  Koenig2  have  reported  3 cases  sus- 
pected of  having  cryptococcosis  in  whom  the  india 
ink  preparation  result  was  negative,  and  attempts 
to  culture  the  fungus  were  unsuccessful.  On  the 


basis,  however,  of  demonstrating  the  presence  of 
the  cryptococcal  antigen  in  these  patients,  all  3 
were  treated.  Two  made  very  successful  recoveries 
while  a third  died  and  had  cryptococcosis  demon- 
strated at  autopsy.  It  is  obvious,  therefore,  that  in 
the  patient  who  is  suspected  of  having  cryptococ- 
cosis, attempts  at  microscopic  demonstration  of 
the  fungus  by  india  ink  preparation,  culture  of  the 
fungus,  and  the  newer  serologic  tests  should  all  be 
performed. 

Prior  to  the  introduction  of  amphotericin  B in 
1956,  central  nervous  system  cryptococcosis  was 
an  almost  always  fatal  disease.  In  recent  years, 
amphotericin  B treatment  has  been  used  success- 
fully with  improvement  in  70  to  80  per  cent  of 
cases.  Relapse,  however,  may  occur  in  30  per 
cent  of  these  patients.  Intravenous  therapy  usu- 
ally is  sufficient.  However,  it  has  been  suggested 
that  intrathecal  therapy  be  employed  for  the  se- 
verely ill  patient  or  the  patient  who  relapses. 
Therapy  with  amphotericin  B is  often  associated 
with  rising  blood  urea  nitrogen,  hypokalemia, 
and,  occasionally,  hemolytic  anemia. 

Case  I.  A fifty-five  year-old  white  woman  had  a 
history  of  chronic  granulocytic  leukemia  for  eight 
years.  She  was  initially  treated  with  busulfan  (Myler- 
an).  However,  the  leukemic  process  became  more 
acute,  and  the  patient  was  given  prednisone  and  mer- 
captopurine  (Purinethol).  The  patient  was  given  these 
drugs  for  four  months  prior  to  admission  and  did  fairly 
well  until  ten  days  previous  to  her  admission,  when  she 
developed  a steady  persistent  headache,  nausea  and 
vomiting,  and  a low-grade  fever.  She  was  admitted  to 
the  hospital.  Physical  examination  revealed  that  her 
vital  signs  were  normal  except  for  a temperature  of 
101°F.  The  patient  had  an  enlarged  spleen.  Neurologic 
examination  was  normal  except  for  drowsiness.  There 
was  no  papilledema  noted. 

Laboratory  findings  included  hematocrit  31  and  white 
blood  count  4,000.  The  differential  was  64  segmented 
neutrophils,  8 bands,  3 promyelocytes,  19  myeloblasts, 
and  6 lymphocytes.  Cerebrospinal  fluid  findings  were: 
osmotic  pressure  360  mm.  of  water;  and  protein  was  41 
mg.,  sugar  65  mg.,  with  blood  sugar  at  the  same  time  105 
mg.  per  100  ml.  Cell  count  was  19  polymorphonuclear 
cells  and  10  mononuclear  cells. 

Both  the  india  ink  preparation  and  culture  gave  pos- 
itive findings  for  cryptococcosis.  The  latex  agglutina- 
tion test  result  for  cryptococcal  antigen  was  positive. 
The  patient  was  first  treated  with  intravenous  and 
then  intrathecal  amphotericin  B.  She  did  fairly  well. 
However,  the  leukemic  process  exacerbated,  and  she 
died  of  her  leukemic  disease. 

Hyperviscosity  syndrome 

The  symptoms  in  Waldenstrom’s  macroglobu- 
linemia  and  occasionally  in  multiple  myeloma 
commonly  include  bleeding  from  the  mucous 
membranes,  retinopathy,  loss  of  vision,  and  neu- 
rologic disturbance.  The  cause  of  these  symptoms 
was  not  explained  for  many  years  until  the  1960s 
when  they  were  finally  attributed  to  the  elevated 
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serum  viscosity  that  can  occur  in  these  disease 
states.  The  relative  viscosity  of  a protein  solution 
is  a function  of  the  physical  properties  and  the 
concentration  of  the  protein.  Immunoglobulins  of 
the  IgM  class  possess  both  a high  molecular 
weight  (about  one  million)  and  a high  axial 
length-width  ratio.  These  properties  confer  on 
the  IgM  protein  a higher  internal  viscosity  than 
proteins  of  the  IgG  and  IgA  class  which  have  a 
molecular  weight  of  160,000.  The  physical  prop- 
erties of  the  IgM  immunoglobulins  explain  why  an 
elevated  serum  viscosity  is  often  found  in  patients 
with  Waldenstrom’s  macroglobulinemia.  As  you 
know,  Waldenstrom’s  macroglobulinemia  is  a 
form  of  lymphoma  in  which  the  neoplastic  cell 
produces  an  IgM  immunoglobulin  in  great  abun- 
dance. The  IgM  immunoglobulin  forms  a discrete 
band  on  electrophoresis  of  the  serum  known  as  an 
M component.  The  relationship  of  the  levels  of 
IgM  in  the  serum  and  the  viscosity  of  this  serum 
has  been  demonstrated.  The  viscosity  is  expressed 
as  a relative  viscosity  of  serum  to  water.  Nor- 
mally, the  serum  viscosity  is  1.4  to  1.8.  When  the 
IgM  concentration  is  greater  than  3 Gm.  per  100 
ml.  the  viscosity  rises  sharply.  Generally,  patients 
have  very  few  symptoms  referable  to  the  increased 
viscosity  if  the  relative  viscosity  is  below  4.  In- 
deed, most  patients  do  not  have  significant  symp- 
toms until  the  relative  viscosity  reaches  6 to  7.  The 
frequency  and  types  of  symptoms  seen  in  25  pa- 
tients with  hyperviscosity  were  reported  by  Fahey3 
and  reflect  our  own  findings  very  well. 

The  bleeding  that  is  seen  in  these  patients  has 
several  causes.  Because  of  the  hyperviscosity,  the 
plasma  volume  is  greatly  increased,  and  the  capil- 
laries are  markedly  distended.  The  IgM  protein 
may  coat  the  platelets  and  interfere  with  their 
function.  There  is  also  some  evidence  that  the 
abnormal  protein  may  bind  some  of  the  clotting 
factors  in  the  blood  and  inhibit  clotting.  All  of 
these  operate  to  increase  bleeding  in  these  pa- 
tients. 

Retinal  hemorrhage  is  very  common  in  the 
hyperviscosity  syndrome.  Some  patients  have 
such  extensive  hemorrhages  that  they  have  almost 
complete  loss  of  vision.  The  early  funduscopic 
fingings  appear  to  be  distention  of  the  retinal 
veins.  A box  car  picture  in  the  vessel  is  occasion- 
ally seen.  With  increasing  distention  tortuosity 
occurs.  Flame-shaped  hemorrhages  may  then  fol- 
low. Occasionally  capillary  microaneurysms  are 
seen.  In  very  severe  cases,  the  retinal  picture 
may  be  indistinguishable  from  papilledema. 

Neurologic  signs  are  also  quite  common.  These 
include  headache,  vertigo,  nystagmus,  impaired 
hearing,  paresthesia,  ataxia,  diplopia,  abnormal 
gait,  and  so  forth. 

The  combination  of  a lymphoma-like  clinical 
picture,  bleeding,  retinal  hemorrhages,  and  neuro- 
logic findings  should  alert  the  clinician  to  the  pos- 


sibility of  a hyperviscosity  state.  Once  the  diag- 
nosis is  made,  appropriate  therapy  should  be  insti- 
tuted immediately.  The  most  effective  method 
of  treatment  for  the  hyperviscosity  syndrome  is 
obviously  the  decrease  of  the  concentration  of  the 
IgM  protein  in  the  serum  and,  thus,  the  reduction 
of  the  relative  viscosity  of  the  serum.  The  most 
direct  way  to  reduce  the  IgM  level  is  to  perform 
plasmapheresis  on  the  patient.  Because  of  the 
high  molecular  weight  of  the  IgM,  about  80  per 
cent  of  the  total  IgM  is  within  the  intravascular 
space.  Therefore,  it  can  readily  be  removed  by 
performing  plasmapheresis.  Up  to  eight  units  of 
plasma  may  be  removed  from  a patient  per  day 
for  the  treatment  of  a very  severe  hyperviscosity 
state.  In  general  a more  conservative  plasmapher- 
esis program  is  sufficient.  It  is  often  very  dra- 
matic how  quickly  the  ocular  and  neurologic  signs 
and  symptoms  clear  with  this  approach. 

Case  2.  A fifty-seven  year-old  white  female  was  in 
good  health  until  1968  when  she  developed  anorexia, 
abdominal  discomfort,  fatigue,  and  low  back  pain. 
She  was  admitted  to  the  hospital  and  was  found  to 
have  pallor,  marked  splenomegaly,  and  moderate 
lymphadenopathy.  Her  eye  grounds  were  normal,  he- 
moglobin 6.6  Gm.  per  100  ml.,  hematocrit  23,  white 
blood  count  2,800,  and  platelets  182,000.  Peripheral 
smear  showed  lymphocytosis  and  rouleau  formation. 
Marrow  revealed  diffuse  replacement  of  the  marrow 
by  lymphocytes  and  small  plasma  cells. 

The  total  protein  was  8.2  Gm.,  albumin  3.3  Gm.,  and 
globulin  4.9  Gm.  per  100  ml.  Agarose  electrophoresis 
revealed  an  M component.  Quantitative  immunoglobu- 
lins revealed  a low  IgG  and  IgA  and  an  IgM  of  5,200  (nor- 
mal 42  to  61  mg.  per  100  ml.).  The  patient  was  being 
prepared  for  splenectomy  when  it  was  noted  that  her 
serum  had  become  very  viscous.  Viscosity  studies  re- 
vealed a viscosity  of  8.5  (normal  1.4  to  1.8).  Several 
weeks  before  the  viscosity  had  been  3.5.  Now  on  physi- 
cal examination  a large  number  of  retinal  hemorrhages 
were  noted,  whereas  none  had  been  found  on  admission. 
The  patient  also  complained  of  headache.  A program  of 
plasmapheresis  was  immediately  initiated  on  a daily 
basis.  Five  days  after  plasmapheresis  was  begun,  the 
serum  viscosity  had  fallen  to  2.6.  Three  weeks  later 
funduscopic  findings  were  normal.  Following  this  the 
patient  had  a splenectomy  and  chemotherapy  for  her 
Waldenstrom’s  macroglobulinemia. 

Cerebral  hemorrhage  in  hemophilia 

In  the  years  prior  to  adequate  replacement  ther- 
apy, intracerebral  bleeding  in  a patient  with 
hemophilia  was  a dreaded  catastrophe.  This  no 
longer  need  be  the  case.  In  the  coagulation 
scheme  as  we  now  understand  it,  there  is  a series 
of  sequential  reactions  in  which  one  begins  with 
the  activation  of  factor  XII  or  Hageman  factor 
and  proceeds  in  a stepwise  fashion  to  activation  of 
the  next  factor  with  the  final  production  of  fibrin, 
which  provides  definitive  hemostasis.  The  defect 
in  hemophilia  A or  classical  hemophilia  is  a defi- 
ciency of  functioning  factor  VIII.  Hemophilia  B 
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or  Christmas  disease  has  a deficiency  of  function- 
ing factor  IX.  The  end  result  of  these  deficiencies 
is  a decreased  formation  of  fibrin  with  the  resul- 
tant poor  hemostasis  characteristic  of  these 
hemophilic  disorders.  Until  the  1960s  the  only 
way  that  we  could  replace  factor  VIII  for 
hemophilia  A was  to  give  the  patient  fresh,  frozen 
plasma.  In  small  children  this  was  frequently 
enough  to  raise  the  factor  VIII  level  from  less  than 
1 per  cent  in  severe  hemophilia  to  a level  of  about 
30  per  cent  or  over,  at  which  point  surgical  proce- 
dures could  be  performed  relatively  safely.  How- 
ever in  older  children  and  in  adults  the  amount  of 
fresh  plasma  that  was  required  to  raise  the  factor 
VIII  level  to  30  per  cent  or  more  was  so  great  that 
cardiac  overload  frequently  occurred. 

A new  era  in  the  life  of  hemophiliac  patients  oc- 
curred with  the  development  of  the  various  con- 
centrates of  factor  VIII  in  the  1960s.  The  first  big 
breakthrough  in  factor  VIII  concentrates  was  the 
observation  by  Pool4  that  factor  VIII  precipitated 
out  when  plasma  was  cooled  to  4°C.  This  led  to 
further  concentration  procedures  resulting  in  even 
more  concentrated  forms  of  factor  VIII.  It  is 
these  preparations  which  have  completely  altered 
the  outlook  and  future  for  hemophiliac  patients. 
Today  there  is  no  necessity  or  reason  to  withhold 
necessary  surgical  procedures  from  a hemophiliac. 
Operations  can  be  performed  safely  under  the  cov- 
erage of  factor  VIII  replacement  therapy.  This 
obviously  includes  neurosurgical  procedures  as  our 
case  will  demonstrate. 

Case  3.  An  eighteen-year-old  white  male  was 
known  to  have  severe  hemophilia  with  a factor  VIE 
level  less  than  1 per  cent.  He  was  a difficult  patient  to 
treat,  often  refusing  suggestions  of  his  family  physician 
for  therapy.  Therefore  he  had  many  joint  deformities 
secondary  to  hemarthrosis. 

Five  days  before  admission  he  struck  his  head  on  a 
car  door  as  he  was  getting  out  of  the  car.  He  did  not 
remember  which  side  of  the  head  he  struck.  Following 
this  he  began  to  have  a generalized  headache.  On  the 
day  of  admission  he  developed  more  severe  headache 
and  had  a generalized  seizure.  He  was  admitted  to  the 
local  hospital  and  then  transferred  to  the  medical  cen- 
ter. 

On  admission  he  was  found  to  be  drowsy  but  arousa- 
ble,  disoriented  as  to  time  and  place.  He  had  severe 
nuchal  rigidity.  Neurologic  examination  showed  a nor- 
mal right  fundus.  Left  fundus  showed  papilledema. 
He  had  a left  central  facial  weakness,  hemiparesis  of 
his  left  upper  extremity,  anesthesia  of  the  distal  half  of 
his  left  upper  extremity,  hyperreflexia  of  his  left  knee 
jerk,  and  ankle  jerk.  The  patient  was  immediately  in- 
fused with  factor  Vni  replacement  therapy.  Laborato- 
ry studies  were  performed  and  demonstrated  the  cor- 
rection of  his  clotting  defect.  He  was  taken  to  the 
operating  room  for  angiography.  This  revealed  an 
extracerebral  intracranial  mass  on  the  right  side  that 
was  interpreted  as  being  a subdural  hematoma.  Three 
burr  holes  were  made  and  a hematoma  evacuated. 
The  patient  had  a complete  recovery.  All  neurologic 


signs  and  symptoms  cleared.  The  patient  was  main- 
tained on  factor  Vin  replacement  therapy  for  fourteen 
days.  Factor  VIII  levels  were  always  above  50  per  cent. 

Meningeal  leukemia 

The  central  nervous  system  may  be  involved  in 
leukemia  by  hemorrhage  and  infection.  I do  not 
wish  to  discuss  this  aspect  of  leukemia  but  wish  to 
discuss  actual  leukemic  infiltration  of  the  central 
nervous  system. 

The  syndrome  of  meningeal  leukemia  in  child- 
hood leukemia  has  appeared  with  increasing  fre- 
quency during  the  past  ten  or  so  years.  The  rea- 
son that  the  incidence  of  this  complication  has 
risen  lies  probably  in  the  fact  that  our  therapy  of 
acute  childhood  leukemia  has  improved  to  the 
point  that  many  of  these  children  now  survive 
several  years.  It  is  well  known,  however,  that 
most  of  the  chemotherapeutic  agents  that  we  use 
to  first  obtain  a remission  and  then  to  maintain 
the  patients  in  remission  do  not  cross  the  blood- 
brain  barrier  very  well.  Thus,  although  these 
medications  may  be  very  efficacious  at  least  for 
some  time  in  controlling  the  leukemic  process  out- 
side of  the  central  nervous  system,  the  leukemic 
cells  may  gradually  accumulate  in  the  central  ner- 
vous system  to  the  point  that  they  then  can  pro- 
duce symptoms. 

The  incidence  of  meningeal  leukemia  varies  ac- 
cording to  the  vigor  with  which  the  diagnosis  of 
this  disorder  is  pursued.  If  lumbar  punctures  are 
performed  routinely,  the  incidence  of  central  ner- 
vous system  involvement  with  leukemia  may  ap- 
proach 50  per  cent.  However,  the  figure  that  is 
usually  cited  in  the  literature  and  which  corre- 
sponds to  our  own  experience  is  that  about  30  per 
cent  of  children  with  acute  leukemia  may  develop 
the  clinical  syndrome  of  meningeal  leukemia. 
Most  cases  of  meningeal  leukemia  occur  after  the 
patient  has  been  under  therapy  for  several  to 
many  months.  Many  if  not  most  patients  who 
develop  meningeal  leukemia  are  in  peripheral  re- 
mission. The  symptoms  that  were  seen  in  one 
large  study  of  central  nervous  system  leukemia 
were  reported  by  Nies,  Thomas,  and  Freireich.5 
This  reflects  our  experience  closely.  We  have  also 
seen  one  child  who  had  an  unrelenting  fever  of  105° 
to  106°F.  as  part  of  leukemic  infiltration  of  his 
hypothalamus. 

The  laboratory  findings  along  with  the  clinical 
picture  make  the  diagnosis.  There  is  an  increased 
cerebrospinal  fluid  pressure  in  at  least  90  per  cent 
of  the  cases.  In  about  85  per  cent  of  the  cases 
there  is  a pleocytosis  in  the  cerebrospinal  fluid. 
Here  I would  like  to  mention  a simple  maneuver 
which  may  be  very  worth  while  in  helping  make 
this  diagnosis.  The  morphologic  patterns  of  the 
cells  in  the  spinal  fluid  very  often  become  dis- 
torted making  the  exact  characterization  of  the 
cells,  beyond  the  fact  that  they  are  either  mono- 
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nuclear  or  polymorphonuclear  cells,  very  difficult. 
If.  however,  one  suspends  the  sediment  of  the  spi- 
nal fluid  after  centrifugation  in  a very  small 
amount  of  serum,  then  makes  slides  of  the  cell- 
serum  suspension,  and  stains  them  with  Wright’s 
stain,  the  morphologic  picture  of  the  cells  is  excel- 
lent, and  these  cells  are  readily  identifiable  as 
lymphoblasts.  Observation  of  lymphoblasts  in 
the  spinal  fluid  obviously  is  of  great  help  in  mak- 
ing the  diagnosis  of  cerebral  leukemia.  The  cere- 
brospinal fluid  sugar  is  below  normal  in  55  per 
cent  of  cases  of  meningeal  leukemia.  In  approxi- 
mately 50  per  cent  of  cases  there  was  an  elevation 
of  the  cerebrospinal  fluid  protein.  Obviously  cul- 
tures of  spinal  fluid  are  negative.  The  electroen- 
cephalogram findings  may  be  abnormal,  but  there 
is  usually  no  distinctive  pattern.  The  skull  x-ray 
films  may  demonstrate  evidence  of  increased 
intracranial  pressure. 

The  therapy  of  meningeal  leukemia  is  quite  ef- 
fective. Either  intrathecal  methotrexate  or  cen- 
tral nervous  system  irradiation  may  be  employed 
with  excellent  results.  Our  usual  therapeutic  pro- 
gram is  to  give  0.5  mg.  per  kilogram  (not  to  ex- 
ceed 15  mg.)  of  methotrexate  intrathecally  every 
three  or  four  days  for  3 or  4 doses.  This  is  gener- 
ally sufficient  to  produce  a marked  clearing  of 
symptoms  within  twenty-four  to  forty-eight  hours 
and  return  of  the  cerebrospinal  fluid  findings  to 
normal  or  near  normal.  There  are  a few  cases  in 
which  the  cerebrospinal  fluid  pressure  returns  to 
normal  and  the  pleocytosis  is  markedly  improved 
after  a course  of  therapy,  but  there  still  may  be  10 
to  20  mononuclear  cells  in  the  spinal  fluid.  These 
patients  often  obtain  a so-called  delayed  remis- 
sion, in  that  without  further  intrathecal  injections 
the  spinal  fluid  cells  will  disappear  in  another 
week  or  so.  If  patients  fail  to  respond  to  this  pro- 
gram, we  then  give  central  nervous  system  irra- 
diation. In  other  centers,  central  nervous  system 
irradiation  is  the  first  choice  of  therapy,  also  with 
excellent  results.  The  remission  rate  using  either 
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intrathecal  methotrexate  or  irradiation  approach- 
es over  90  per  cent.  The  disadvantage  of  central 
nervous  system  irradiation  is  the  total  alopecia 
that  may  occur.  The  entire  syndrome  not  infre- 
quently recurs,  and  another  course  of  therapy 
must  be  given. 

Case  4.  A fifteen-year-old  girl  was  first  seen  in 
1969  at  age  thirteen  with  a 20-pound  weight  loss,  fever, 
and  back  pain.  Diagnosis  was  made  of  acute  lympho- 
cytic leukemia  by  marrow  and  blood  study.  Remission 
was  obtained  using  prednisone,  methotrexate,  and  vin- 
cristine sulfate.  She  was  maintained  on  methotrexate 
and  did  well  until  June  of  1971  when  she  was  admitted 
because  of  headache,  intermittent  vomiting  without 
nausea,  lethargy,  anorexia,  and  diplopia,  all  of  ten 
days’  duration.  Physical  examination  on  admission 
gave  normal  findings  except  for  a right  lateral  rectus 
muscle  weakness.  Funduscopic  examination  results 
were  normal.  No  papilledema  was  seen.  Laboratory 
data  showed  normal  blood  count.  Lumbar  puncture 
revealed  450  mm.  osmotic  pressure  of  water.  Protein 
was  92  mg.,  sugar  47  mg.  per  100  ml.;  there  were  1,066 
mononuclear  cells,  mainly  lymphoblasts;  and  culture 
was  negative.  The  patient  received  intrathecal  metho- 
trexate 15-mg.  dose  every  three  days  for  4 doses. 
Symptoms  improved  in  twenty-four  hours  and  were 
gone  completely  in  forty-eight  hours.  A lumber  punc- 
ture after  therapy  revealed  normal  pressure,  normal 
sugar,  with  protein  only  slightly  elevated.  Cell  count 
revealed  4 mononuclear  cells,  and  these  were  mature 
lymphocytes.  The  patient  has  done  well  since  therapy. 
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logic  and  cardiac  diseases.  Several  neurologic 
disorders — progressive  muscular  dystrophy,  myo- 
tonia dystrophica,  and  Friedreich’s  ataxia — have 
important  and  often  lethal  cardiac  manifestations. 
In  addition,  brain  tumors,  epilepsy,  and  intracra- 
nial hemorrhage  can  produce  cardiac  arrhythmias 
and  electrocardiographic  abnormalities,  particu- 
larly in  the  S-T  segment,  T waves,  and  Q-T  time. 
The  present  discussion  will  be  limited  to  a few 
cardiac  disorders  in  which  neurologic  manifesta- 
tions such  as  blackouts,  seizures,  or  sudden  neuro- 
logic deficits  may  be  prominent.  The  neurologic 
signs  and  symptoms  of  cardiac  disease  result  from 
embolism,  sudden  drop  in  blood  pressure,  an 
abrupt  inadequacy  of  cardiac  output,  or  as  a con- 
sequence of  metastatic  infection. 
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Several  case  histories  will  be  presented  briefly 
to  demonstrate  some  of  the  important  problems 
which  may  be  encountered  and  to  give  some  in- 
sight into  the  diagnostic  clues. 

Case  reports 

Case  1.  Atrial  myxoma.  A forty-three-year-old 
male  was  admitted  to  the  neurologic  service  for  evalua- 
tion of  a two-year  history  of  episodes  of  faintness,  sud- 
den blindness,  weakness,  and  bouts  of  coldness  and 
numbness  of  the  hands  and  feet.  The  physical  exami- 
nation was  generally  unrevealing.  The  cardiac  exami- 
nation revealed  only  an. accentuated  first  heart  sound. 
There  were  neither  murmurs  nor  other  adventitious 
sounds.  Neurologic  examination  revealed  temporal 
pallor  of  the  disks  and  a few  diffuse  areas  of  hypesthesia. 
Babinski’s  sign  was  positive  on  the  right.  Laboratory 
work-up  revealed  a normal  electrocardiogram  and  a 
normal  chest  x-ray  film.  All  laboratory  studies,  with  the 
exception  of  an  erythrocyte  sedimentation  rate  of  20 
mm.  per  hour,  were  normal.  The  patient  was  discharged 
from  the  hospital  with  a working  diagnosis  of  multiple 
sclerosis.  Two  weeks  later  he  suddenly  lapsed  into  a 
deep  coma  associated  with  hyperpyrexia.  He  died 
within  two  hours.  Autopsy  revealed  an  unsuspected  left 
atrial  myxoma. 

Comment.  This  case  illustrates  the  potential  for 
neurologic  manifestations  of  left  atrial  myxoma,  a 
rare  but  curable  cardiac  condition.  The  major 
manifestations  of  this  tumor  are  due  to  mechanical 
obstruction  of  the  mitral  valve  and  include  di- 
astolic murmurs,  systolic  murmurs,  unexplained 
syncope,  and  heart  failure.  The  well-known  posi- 
tional syncope  is  a rare  occurrence.  Because  of 
tumor  movement  during  isovolumetric  contraction 
and  relaxation,  the  first  sound  may  be  quite  loud, 
prolonged,  and  often  ends  in  an  ejection  click. 
There  are  also  often  abnormalities  of  the  second 
sound.  Embolic  complications  are  common. 

Systemic  manifestations  of  the  disorder  are  less 
prominent  but  protean.  They  include  fever;  ar- 
thralgia; anemia,  sometimes  hemolytic;  clubbing; 
increased  serum  globulin;  and  elevated  erythro- 
cyte sedimentation  rate.  The  diagnosis,  when 
suspected,  can  be  made  by  the  demonstration  of  a 
filling  defect  by  a cardioangiography.  The  tumor 
is  most  often  pedunculated  and  moves  freely. 

This  case  demonstrates  that  at  times  there  may 
be  inadequate  evidence  to  implicate  the  heart;  the 
only  clues  to  the  diagnosis  in  this  situation  includ- 
ed an  accentuated  first  heart  sound  and  an  elevat- 
ed erythrocyte  sedimentation  rate,  neither  of 
which  was  highly  specific.  The  diagnosis  might 
have  been  suspected  had  the  patient  been  ob- 
served during  an  episode  of  coldness  of  an  extrem- 
ity and  if  examination  had  revealed  transient  ar- 
terial insufficiency.  Lacking  this,  it  is  unreason- 
able to  expect  that  the  diagnosis  could  have  been 
made. 

Case  2.  Bacterial  endocarditis.  A forty-six  year- 


old  male  was  afflicted  with  chronic  eczematoid  derma- 
titis of  the  hands.  Six  weeks  prior  to  admission,  he 
developed  a vague  sensation  of  malaise  and  fatigue. 
During  the  next  three  or  four  days,  he  experienced  five 
episodes  of  transient  faintness  and  vertigo.  These  were 
attributed  to  transient  episodes  of  cerebral  vascular 
insufficiency.  A week  later,  he  noted  the  onset  of  se- 
vere persistent  pain  and  stiffness  in  the  neck.  On  ex- 
amination he  was  afebrile.  A Grade  II  aortic  diastolic 
murmur  was  noted.  His  skin  and  mucosal  membranes 
were  clear.  Liver,  kidney,  and  spleen  were  not  palpable. 
Marked  spasm  in  both  trapezius  muscles  was  noted. 
Neurologic  examination  results  were  grossly  negative. 
The  initial  laboratory  work-up  revealed  a normal  com- 
plete blood  count,  normal  kidney  and  urine  function, 
and  normal  serum  proteins.  Lupus  erythematosus 
preparations  and  test  results  for  rheumatoid  factor 
were  negative.  His  initial  cervical  film  results  were  in- 
terpreted as  negative,  although  there  may  have  been 
slight  anterior  displacement  of  the  trachea.  Three 
blood  cultures  taken  on  admission  grew  Staphylococ- 
cus albus  on  subculture.  It  was  suspected  that  these 
might  be  contaminants,  but,  surprisingly,  3 subsequent 
cultures  were  also  positive.  This  established  the  diag- 
nosis of  bacterial  endocarditis. 

The  patient  was  started  on  appropriate  antibiotic 
therapy.  Subsequent  cervical  films  did  show 
osteomyelitis  of  the  sixth  and  seventh  cervical  verte- 
brae. 

Comment.  This  case  illustrates  the  indolent; 
subtle  fashion  in  which  subacute  bacterial  endo- 
carditis so  commonly  appears.  The  primary  mani- 
festations are  rarely  cardiac.  Rather  the  condi- 
tion masquerades  as  anemia,  renal  disease,  cancer, 
multiple-system  disease  or,  as  here,  a neurologic  or 
musculoskeletal  problem.  It  can  be  present  with- 
out fever,  as  in  this  situation,  but  it  rarely  occurs 
without  a heart  murmur.  A high  index  of  suspicion 
is  necessary  to  make  the  diagnosis.  It  is  crucial  to 
check  blood  cultures  in  all  patients  with  a heart 
murmur  and  fever  or  with  a vague,  nonspecific 
clinical  picture  suggesting  multiple-system  dis- 
ease, particularly  if  a precedent  opportunity  for 
bacteremia  existed. 

While  considering  the  problem  of  an  infection  in 
cardioneurologic  disorders,  it  is  appropriate  to  re- 
call the  very  high  incidence  of  brain  abscess  and 
meningitis  in  patients  with  tetralogy  of  Fallot  or 
with  other  congenital  cardiac  defects  character- 
ized by  right  to  left  shunts.  Any  patient  with 
such  a cardiac  defect  and  fever  should  be  consid- 
ered to  have  a brain  abscess  until  proved  other- 
wise. As  in  cases  of  subacute  bacterial  endocardi- 
tis, the  clinical  picture  can  be  obscure  and  non- 
specific. Incidentally,  the  disorder  is  often  ac- 
companied by  or  produced  by  bacterial  endocardi- 
tis. Other  cardiac  disorders  which  commonly 
produce  embolic  manifestations  include  atrial  fi- 
brillation, particularly  in  patients  with  chronic 
rheumatic  heart  disease;  acute  myocardial  infarc- 
tions; myocarditis;  and  some  forms  of  cardiomy- 
opathy. The  emboli  in  these  later  conditions  are 
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often  considerably  large;  when  the  brain  is  in- 
volved the  area  of  infarction  and  the  neurologic 
deficit  are  quite  spectacular. 

Syncope  and  seizures 

The  next  neurologic  manifestations  to  be  con- 
sidered are  syncope  and  seizures.  These  manifes- 
tations are  characteristic  of  the  Morgagni- Stokes- 
Adams  syndrome  but  often  can  be  difficult  to  dis- 
tinguish from  transient  episodes  of  cerebral  vascu- 
lar insufficiency  or  from  seizure  disorders.  The 
syndrome  can  occur  with  either  tachyarrhythmias 
or  bradyarrhythmias  as  well  as  with  heart  block. 
Not  uncommonly,  the  tachyarrhythmia  is  secon- 
dary to  bradycardia.  The  following  brief  case  de- 
scription illustrates  some  aspects  of  tachyarrhyth- 
mia. 

Case  3.  A fifty-one-year-old  housewife  had  a two- 
year  history  of  recurrent  palpitation  and  syncope.  She 
had  no  history  of  cardiac  disease  or  other  cardiac 
symptoms.  During  an  episode  of  syncope,  her  electro- 
cardiogram revealed  ventricular  flutter-fibrillation. 
Post  electroversion,  her  electrocardiogram  demon- 
strated prolonged  electrical  systole. 

This  electrocardiographic  abnormality  can  be 
due  to  many  things,  including  acute  myocardial 
infarction,  active  rheumatic  fever,  myocarditis, 
and  metabolic  and  electrolyte  disturbances.  A 
rare  form  of  cardiomyopathy  is  associated  with 
prolonged  Q-T  times,  often  with  congenital  deaf- 
ness and  a family  history  of  sudden  death.  Pro- 
longation of  Q-T  time  is  etiologically  important, 
since  it  is  associated  with  a dispersion  of  refracto- 
riness in  myocardial  fibers,  some  of  the  fibers  hav- 
ing a long  refractory  period  and  others  having  a 
short  one.  This  leads  to  a high  potential  for  the 
development  of  cyclic  arrhythmias  since  there  are 
often  large  potential  differences  between  areas  of 
depolarized  and  repolarized  heart  fibers.  Gener- 
ally drugs  such  as  quinidine  should  be  used  cau- 
tiously since  they  tend  to  exaggerate  Q-T  prolon- 
gation and  the  dispersion  of  refractoriness. 

Most  episodes  of  Stokes-Adams  seizure  secon- 
dary to  tachyarrhythmia  are  the  consequence  of 
active  ischemic  heart  disease;  however,  all  serious 
tachyarrhythmias  are  not  of  ventricular  origin. 

Electrocardiograms  recorded  recurrent  episodes 
of  rapid  heart  action  in  a patient,  some  associated 
with  faintness  and,  rarely,  syncope.  One  of  these 
showed  a subtle  type  of  preexcitation  syndrome 
(Wolff-Parkinson-White  syndrome).  Another 
demonstrated,  in  the  same  patient,  an  episode  of 
atrial  flutter  with  two-to-one  atrioventricular 
block.  The  next  was  recorded  during  a bout  of 
syncope  and  demonstrated  atrial  flutter  with  one- 
to-one  atrioventricular  conduction  and  a ventricu- 
lar rate  of  just  below  300  beats  per  minute.  This 
type  of  rapid  ventricular  rhythm  is  possible  be- 
cause the  relatively  long  refractory  period  of  the 
atrioventricular  junction  can  be  bypassed  by  the 


preexcitation  pathway.  It  is  this  characteristic  of 
preexcitation  syndrome  that  leads  to  neurologic 
symptoms  and,  occasionally,  to  sudden  death. 

The  next  tracing  was  obtained  from  a sixty-five- 
year-old  patient  with  a six- month  history  of 
blackouts,  initially  interpreted  as  episodes  of  tran- 
sient cerebral  vascular  insufficiency.  The  tracing 
demonstrated  two-to-one  atrioventricular  block. 
Blocks  in  Stokes-Adams  attacks  are  often  unsta- 
ble and  intermittent,  and  between  episodes  there 
may  be  a few  clues  to  the  cause  of  the  syndrome. 
The  presence  of  block  either  first-or  second-de- 
gree is  highly  suggestive.  This  tracing  also  showed 
evidence  of  bifascicular  block;  that  is,  complete 
right  bundle  branch  block  with  left  ventricular 
hemiblock.  This  type  of  conduction  disturbance 
is  often  associated  with  Stokes-Adams  attacks. 
Patients  with  such  patterns  are  unusually  vul- 
nerable to  heart  block  because  normal  ventricular 
conduction  is  accomplished  by  only  one  fascicle  of 
the  left  bundle.  Complete  heart  block  can  be 
produced  by  a discrete  lesion  in  this  remaining 
fascicle  or  in  any  place  upward  in  the  conduction 
system  through  the  bundle  of  His  and  the  atrio- 
ventricular junction.  This  finding  in  patients 
with  blackout  or  seizures  should  strongly  suggest 
the  diagnosis.  Twelve  to  twenty-four-hour  tape 
monitoring  of  patients  with  blackouts  may  occa- 
sionally be  fruitful  if  the  frequency  of  episodes  is 
great. 

All  bradyarrhythmias  do  not  occur  because  of 
atrioventricular  conduction  disturbances.  Syn- 
cope can  be  associated  with  a sick  sinoatrial  node 
as  well.  A slide  demonstrated  a symptomatic  si- 
noatrial block  during  recovery. 

Ventricular  outflow  obstructions,  such  as  occur 
in  the  tetralogy  of  Fallot  and,  more  commonly,  in 
aortic  stenosis,  can  be  associated  with  exertional 
syncope  in  the  face  of  an  adequate  ventricular 
rate.  Often  the  blackouts  and  seizures  occur  with 
very  mild  exertion.  The  occurrence  of  the  com- 
plication carries  a high  potential  for  sudden 
death.  Therefore,  the  diagnosis  is  important.  In 
most  instances  severe  aortic  stenosis  is  easily 
diagnosed;  however,  during  low-output  periods 
the  characteristic  ejection  murmur  may  be  absent 
or  very  soft.  In  addition,  severe  aortic  stenosis 
can  exist  without  significant  change  in  cardiac  sil- 
houette on  roentgenography  since  the  major  com- 
pensatory mechanism  for  overcoming  aortic  ob- 
struction is  concentric  hypertrophy  rather  than 
dilatation.  The  electrocardiogram  is  almost  al- 
ways markedly  abnormal  in  severe  aortic  stenosis, 
showing  the  pattern  of  systolic  left-ventricular 
overload.  One  of  these  illustrated  these  points  in 
a housewife  in  whom  frequent  episodes  of  syncope 
occurred  during  the  performance  of  ordinary  house- 
hold chores.  Cardiac  catheterization  revealed  a 
gradient  of  185  mm.  Hg  across  her  stenosed  aortic 
valve. 
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In  addition  to  aortic-valvular  stenosis,  idiopa- 
thetic  hypertrophic  subaortic  stenosis  is  also  com- 
monly manifested  by  exertional  syncope.  This 
condition  is  being  increasingly  recognized  in 
adults.  It  is  often  familial.  As  in  aortic-valve 
stenosis,  syncope  associated  with  exertion  in  such 
patients  is  potentially  lethal.  In  some  instances, 
the  electrocardiogram  provides  a strong  diagnostic 
clue,  showing  a bizzare  form  of  septal  hypertro- 
phy. The  presence  of  a systolic  ejection  murmur, 
loudest  along  the  left  sternal  border,  coupled  with 
full  arterial  pulses  and  a history  of  vague  chest 
pain  and  syncope  strongly  suggests  the  diagnosis. 
The  murmur  is  grossly  exaggerated  by  exercise 
and  the  Valsalva  maneuver;  however,  the  full  di- 
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There  are  certain  vital  organs  in  the  body  that 
must  stay  reasonably  healthy  if  the  central  ner- 
vous system  is  to  function  effectively.  Two  of 
these  organs  are  the  liver  and  the  small  intestine. 
The  liver  must  do  at  least  two  tasks  to  insure  nor- 
mal brain  function.  One  is  to  keep  the  blood  glu- 
cose above  the  lower  limits  of  normal  during  peri- 
ods of  fasting  to  insure  that  the  brain  has  enough 
sugar  to  meet  its  metabolic  needs.  The  other  is 
to  remove  various  metabolic  toxins  which  are  ca- 
pable of  altering  central  nervous  system  function. 
The  small  intestine  is  basically  required  to  pro- 
vide adequate  nutrition  for  the  entire  body  includ- 
ing the  brain  via  efficient  absorption  of  various 
components  of  the  diet  including  vitamins. 
Therefore,  severe  impairment  of  small  bowel 
function  will  eventually  cause  central  nervous  sys- 
tem malfunction  as  a result  of  malnutrition.  The 
small  bowel  also  is  involved  in  maintaining  nor- 
mal fluid  and  electrolyte  balance.  Abnormalities 
of  electrolyte  balance  can  also  alter  central  ner- 
vous system  function. 

Presented  at  the  166th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Session  on  Neu- 
rology, February  15,  1972. 


agnosis  depends  on  confirmation  by  cardiac  cathe- 
terization. Isoproterenol  (Isuprel)  hydrochloride 
stimulation  is  often  required  to  demonstrate 
subaortic  obstruction  during  systole. 

Summary 

Many  cardiac  disorders  producing  emboli  asso- 
ciated with  dysrhythmias  or  limiting  cardiac  out- 
put increase  in  response  to  stress  may  produce 
prominent  neurologic  signs  and  symptoms. 
Awareness  of  these  disorders  is  essential  for  their 
proper  diagnosis  and  treatment. 
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Liver  disease 

Since  liver  disease  is  much  more  common  in  our 
society  than  small  bowel  disease,  we  shall  consider 
it  first.  Chronic  liver  disease  is  most  often  associ- 
ated with  chronic  alcoholism.  There  is  no  more 
difficult  differential  diagnosis  in  medicine  than 
that  of  a chronic  alcoholic  patient  with  estab- 
lished cirrhosis  of  the  liver  who  lapses  into  a semi- 
comatous state  after  receiving  drugs  for  impend- 
ing delirium  tremens.  In  addition  to  the  direct 
effects  of  the  drug  itself  on  the  brain,  the  develop- 
ment of  acute  hepatic  coma  from  a variety  of 
causes  must  be  considered.  One  must  also  keep 
in  mind  that  an  alcoholic  person  is  subject  to  fre- 
quent falls  and  may  be  developing  a subdural  he- 
matoma, just  to  mention  the  major  diagnostic 
considerations  when  presented  with  this  problem. 

Acute  hepatic  illness.  I would  like  to  concen- 
trate now  on  the  problem  of  acute  hepatic  coma  in 
regard  to  its  clinical  presentation,  pathogenesis, 
and  management.1-2  This  is  purely  a clinical  di- 
agnosis, since  no  definite  pathologic  condition  can 
be  found  in  the  brain  of  a patient  dying  during  an 
episode  of  acute  hepatic  coma.  On  the  other 
hand,  if  the  patient  recovers  he  generally  recovers 
completely  without  evidence  of  residual  central 
nervous  system  impairment.  Acute  hepatic  coma 
is  seen  both  in  patients  with  acute  fulminant  liver 
disease  with  nearly  total  hepatic  parenchymal 
failure  and  in  patients  with  chronic  liver  disease 
who  generally  have  some  degree  of  parenchymal 
failure  but  also  have  portal  hypertension  with 
shunting  of  portal  venous  blood  around  the  liver 
directly  into  the  systemic  circulation.  Patients 
with  this  neurologic  complication  have  an  abnor- 
mal mental  status  with  a level  of  consciousness 
varying  from  lethargy  to  frank  stupor  as  part  of 
the  clinical  presentation.  Slowness  in  response  to 
questions  is  quite  typical  as  is  an  inverted  sleep 
rhythm.  The  latter  can  be  quite  a problem,  since 
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there  is  a temptation  to  give  these  patients  night- 
time sedation  which  can  further  depress  mental 
function.  A personality  change,  usually  manifest- 
ed as  apathy  and  inappropriate  behavior,  is  also 
common.  Finally,  intellectual  function  is  grossly 
impaired  as  can  be  demonstrated  with  very  simple 
testing. 

In  addition  to  abnormal  mental  status,  an  ab- 
normal neuromuscular  state  is  also  part  of  the 
clinical  picture.  Asterixis,  or  a lapse  in  the  pos- 
turing reflex,  is  characteristic  but  this  may  also 
be  seen  in  other  types  of  metabolic  encephalopa- 
thies. Abnormal  tongue  movements  and  ataxia 
are  frequently  observed.  Abnormalities  in  deep- 
tendon  reflexes  and  the  Babinski  response  are 
often  observed,  but  when  present  they  are  gener- 
ally found  bilaterally.  On  occasion,  however,  the 
abnormal  finding  may  be  unilateral,  mimicking  a 
focal  lesion  in  the  brain.  Rigidity,  choreoathe- 
tosis,  and  convulsions  are  seen  most  often  in  chil- 
dren who  have  acute  yellow  atrophy  from  viral 
hepatitis. 

The  clinical  picture  is  associated  with  charac- 
teristic, but  not  necessarily  diagnostic,  laboratory 
findings  consisting  of  an  elevated  serum  ammo- 
nium level  and  a diffusely  abnormal  electroen- 
cephalogram with  symmetrical,  nonlocalizing, 
high-voltage,  slow-frequency  brain  waves.  This 
type  of  electroencephalogram  can  be  seen  in  any 
type  of  metabolic  encephalopathy,  and,  therefore, 
this  laboratory  procedure  cannot  be  used  alone  to 
make  the  diagnosis. 

The  cause  of  acute  hepatic  coma  is  not  known, 
but  most  studies  point  to  ammonium  as  at  least 
one  of  the  toxins  that  is  involved.1,2  Certainly  pa- 
tients with  cirrhosis  and  hepatic  coma  do  poorly  if 
they  are  given  ammonium  or  proteins  by  mouth; 
the  latter  serve  as  a source  of  ammonium  after 
deamination  by  gut  bacterial  urease  activity. 
Also,  ammonium  given  systemically  to  laborato- 
ry animals  produces  coma. 

If  ammonium  is  the  toxin  involved,  it  is  less 
well  understood  how  it  might  interfere  with  brain 
function.  One  theory  is  that  it  reduces  ATP 
(adenosine  triphosphate)  levels  in  the  brain  by  in- 
hibiting the  Kreb’s  cycle.  Low  levels  of  ATP 
have  been  found  in  the  brain  stems  of  laboratory 
animals  treated  with  ammonium.  Ammonium 
also  competes  with  potassium  for  transport  across 
cell  membranes  into  the  intracellular  compart- 
ment in  exchange  for  sodium.  Reduced  intracel- 
lular potassium  levels  may  contribute  to  the  ab- 
normal neurologic  state. 

Most  of  the  ammonium  found  in  the  blood 
stream  is  derived  from  the  gastrointestinal  tract 
as  a result  of  deamination  of  ammonium  from  var- 
ious proteins  present  in  the  lumen  of  the  gut. 
Urea  which  has  diffused  into  the  lumen  of  the  in- 
testine is  another  source  of  ammonium.  The  am- 
monium that  is  absorbed  from  the  intestine  enters 


the  portal  venous  circulation.  Under  normal  con- 
ditions, with  normal  liver  function  and  anatomy, 
all  portal  blood  flows  to  the  liver,  and  ammonium 
is  rapidly  cleared  from  the  circulation.  With  he- 
patic parenchymal  damage  plus  shunting  of  portal 
blood  through  collateral  communications,  ammo- 
nium enters  the  systemic  circulation  and  accumu- 
lates, thus  leading  eventually  to  an  increased  con- 
centration of  this  toxin  in  cerebrospinal  fluid. 

When  a patient  with  liver  disease  develops  the 
complication  of  hepatic  coma,  a rapid  but  thor- 
ough investigation  to  find  a precipitating  cause 
must  be  done.  If  a precipitating  cause  can  be 
found,  the  prognosis  is  better  than  if  the  patient 
has  developed  the  neurologic  complication  simply 
on  the  basis  of  liver  failure  alone  which  does  not 
respond  readily  to  therapeutic  technics  currently 
available.  Among  the  various  precipitating  fac- 
tors to  be  considered  is  excessive  protein  entering 
the  gut,  which  causes  increased  ammonium  pro- 
duction. The  patient’s  dietary  protein  intake 
should  be  reviewed  and  the  patient  examined  for 
evidence  of  recent  gastrointestinal  bleeding,  which 
is  another  source  of  protein  entering  the  gastroin- 
testinal tract.  Protein  in  the  diet  should  be  re- 
duced to  0 to  20  Gm.  per  day  and  neomycin  or 
other  broad  spectrum,  nonabsorbable  antibiotics 
started  to  decrease  bacterial  urease  enzyme  activi- 
ty. Laxatives  and  enemas  can  be  given  to  rapidly 
remove  protein  still  present  in  the  gastrointestinal 
tract.  In  addition,  the  patient’s  orders  should  be 
reviewed  and  all  sedatives  and  narcotics  discon- 
tinued. Narcotics  especially  are  poorly  tolerated 
by  many  patients  with  chronic  liver  disease. 

The  patient’s  fluid  and  electrolyte  balance 
needs  attention,  since  hypokalemic  alkalosis  is 
often  associated  with  a worsening  of  the  patient’s 
clinical  status.  This  is  not  uncommonly  observed 
after  diuretic  therapy  given  for  treatment  of  as- 
cites. 

Finally,  any  infections,  especially  pneumonia, 
require  prompt  therapy.  Infection  places  in- 
creased demands  on  the  liver.  Pneumonia  inter- 
feres with  oxygenation  of  blood  causing  hypoxia 
which  further  compromises  both  liver  and  brain 
function.  Prompt  therapy  of  any  of  these  precipi- 
tating factors  will  often  produce  dramatic  and 
gratifying  results. 

Chronic  hepatic  encephalopathy.  A variation 
of  this  complication  of  liver  disease  is  that  of 
chronic  hepatic  encephalopathy.  With  chronic 
exposure  of  the  central  nervous  system  to  various 
metabolic  toxins,  irreversible  damage  is  eventual- 
ly done  and  is  readily  demonstrated  by  pathologic 
examination.3  On  gross  inspection  a linear  zone 
of  softening  at  the  corticomedullary  junction  is 
apparent.  This  has  a patchy  but  diffuse  distribu- 
tion. Histology  reveals  a proliferation  of  proto- 
plasmic astrocytes  and  a patchy  degeneration  of 
parenchymal  elements,  especially  the  deep  layers 
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of  the  cerebral  cortex,  subcortical  white  matter, 
the  basal  ganglia,  and  the  cerebellum. 

The  neurologic  deficits  that  can  be  found  as  the 
result  of  this  type  of  damage  can  be  striking,  but 
the  primary  cause — chronic  liver  disease— may  be 
missed  because  the  liver  disease  can  be  occult 
without  a previous  history  of  jaundice  or  excessive 
alcohol  intake.  Furthermore,  the  physical  find- 
ings of  chronic  liver  disease  may  be  absent  and 
the  liver  function  tests  not  markedly  abnormal. 
If  an  abnormality  of  the  liver  is  suspected,  how- 
ever, it  usually  can  be  documented  by  a closed 
liver  biopsy  plus  endoscopic  and  radiologic  studies 
to  discover  varices  of  the  esophagus. 

In  a fairly  recent  review  of  this  problem  various 
factors  were  investigated  as  possibly  being  in- 
volved in  the  pathogenesis  of  chronic  hepatic  en- 
cephalopathy.3 The  most  consistent  factor  found 
was  the  presence  of  portal  hypertension  and 
shunting  of  portal  blood  around  the  liver  into  the 
systemic  circulation,  which  chronically  exposes 
the  central  nervous  system  to  high  levels  of  toxins 
absorbed  from  the  gastrointestinal  tract.  Many 
patients  became  worse  after  the  shunt  was  en- 
larged surgically  by  construction  of  a portacaval 
shunt  for  bleeding  esophageal  varices. 

Recurrent  bouts  of  acute  hepatic  coma  were 
also  considered  in  the  pathogenesis  of  this  chronic 
condition.  Indeed,  episodes  of  acute  hepatic 
coma  were  often  documented  in  these  patients, 
but  neither  the  frequency  nor  the  severity  of  these 
acute  attacks  could  be  correlated  with  the  final 
clinical  picture.  It  was  even  noted  that  perma- 
nent neurologic  impairment  developed  in  some 
patients  without  a prior  episode  of  acute  hepatic 
coma.  A positive  history  of  alcoholism  was  fre- 
quently noted  in  these  patients,  suggesting  that 
this  also  may  have  a role  in  the  pathogenesis  of 
this  condition;  however,  many  patients  were  noted 
to  develop  chronic  hepatic  encephalopathy  with- 
out a significant  alcohol  intake. 

Clinical  findings  in  these  patients  may  vary  as  a 
reflection  of  the  widespread  pathologic  states  al- 
ready commented  on.  The  most  common  finding 
is  dementia.  In  its  early  development  this  may  be 
overlooked  by  friends  and  relatives,  but  an  intel- 
lectual defect  can  be  easily  appreciated  on  formal 
testing.  A decreased  attention  span  associated 
with  a decreased  ability  to  learn  new  facts  and  an 
apathetic  personality  are  rather  typical  features  of 
cerebral  involvement.  Cerebellar  lesions  produc- 
ing ataxia,  incoordination,  and  intention  tremors 
are  also  quite  common  as  are  involuntary  move- 
ments in  cases  of  basal  ganglia  lesions.  Not  too 
uncommonly  the  pyramidal  tracts  may  also  be  in- 
volved eventually  producing  spastic  paraplegia. 

Treatment  of  this  condition  is  directed  at  im- 
proving the  underlying  liver  condition  if  possible. 
In  addition,  patients  also  receive  treatment  simi- 
lar to  that  used  in  patients  with  acute  hepatic 


coma,  including  protein  restriction  and  use  of 
nonabsorbable  antibiotics.  Long-term  protein  re- 
striction has  an  obvious  disadvantage,  however,  in 
that  it  can  compromise  the  patient’s  nutritional 
status  and  thus  accelerate  the  pace  of  the  liver 
disease.  Long-term  antibiotic  therapy  with  neo- 
mycin also  has  undesirable  side-effects  including 
malabsorption,  renal  toxicity,  eighth-nerve  toxici- 
ty, and  overgrowth  of  antibiotic-resistant  bacteria 
in  the  intestine  causing  enterocolitis. 

In  recent  years  a nonabsorbable  disaccharide, 
lactulose,  has  been  introduced  for  long-term  man- 
agement of  these  patients.4  This  disaccharide  is  a 
combination  of  galactose  and  fructose.  No  en- 
zymes are  present  in  the  gastrointestinal  tract  that 
are  capable  of  splitting  lactulose  into  its  compo- 
nent monosaccharides;  thus  this  sugar  is  not  ab- 
sorbed. When  it  arrives  in  the  lower  ileum  and 
colon  where  bacteria  are  present,  these  organisms 
metabolize  the  sugar  and  form  simple  organic 
acids  which  lower  the  pH  of  the  colon.  This  acid- 
ifying effect  of  the  drug  is  thought  to  be  responsi- 
ble for  its  beneficial  effects,  for  as  the  pH  falls  in 
the  colon  a shift  in  the  equilibrium  between  the 
ammonium  ions  and  the  ammonia  gas  occurs,  fa- 
voring the  production  of  more  ammonium  ion  and 
less  ammonia  gas.  The  former  crosses  mem- 
branes poorly  and  tends  to  remain  trapped  in  the 
colon  and  is  excreted  in  feces. 

It  is  not  definitely  known  that  this  explanation 
for  the  action  of  the  drug  is  correct.  Nevertheless, 
a number  of  recent  reports  indicate  that  many  pa- 
tients with  chronic  hepatic  encephalopathy  do 
better  while  on  this  therapy  regimen.  It  appears 
especially  beneficial  in  improving  intellectual 
function  and  preventing  further  episodes  of  acute 
hepatic  coma.  It  does  not  seem  to  reverse  other 
neurologic  problems  such  as  tremors,  ataxia,  or 
paralysis. 

Often  patients  can  discontinue  or  decrease  the 
amount  of  neomycin  being  given,  thereby  mini- 
mizing the  complications  of  long-term  administra- 
tion of  this  antibiotic.  Also,  tolerance  for  dietary 
protein  often  improves  while  the  patient  is  on 
lactulose,  allowing  a more  liberal  diet  which  can 
promote  liver  regeneration.  Lactulose  is  not 
available  commercially  as  yet,  but  it  appears  to  be 
a safe,  well-tolerated  drug.  It  is  hoped  that  the 
Food  and  Drug  Administration  will  approve  this 
agent  for  treatment  of  these  patients  in  the  near 
future. 

Wilson’s  disease.  Another  type  of  liver  dis- 
ease that  is  associated  with  marked  pathologic 
changes  in  the  brain  is  Wilson’s  disease.5  While 
this  familial  condition  is  rare,  it  is  of  great  impor- 
tance to  establish  the  diagnosis  so  appropriate 
therapy  can  be  initiated,  not  only  in  the  patient 
but  also  in  siblings  if  they  are  found  to  have  the 
disorder.  The  pathologic  conditions  in  the  brain 
and  liver  are  related  to  increased  copper  deposition 
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in  these  tissues.  Symptoms  develop  in  patients 
during  childhood  and  early  adult  life  with  features 
of  both  central  nervous  system  and  liver  disease, 
but  frequently  symptoms  resulting  from  disease  of 
one  of  these  two  organs  predominate.  A patient 
with  obvious  cirrhosis  of  the  liver  caused  by  Wil- 
son’s disease,  therefore,  may  have  very  subtle  find- 
ings of  central  nervous  system  involvement.  As 
gastroenterologists,  we  consider  Wilson’s  disease 
in  the  differential  diagnosis  of  any  young  patient 
with  portal  hypertension,  atypical  hepatitis,  hyper- 
splenism,  or  hemolysis. 

In  regard  to  patients  with  atypical  hepatitis,  it 
has  recently  been  pointed  out  that  up  to  5 per 
cent  of  the  patient  population  with  chronic  active 
hepatitis  may  be  suffering  from  Wilson’s  disease.6 
There  are  many  causes  of  chronic  active  hepatitis, 
and  Wilson’s  disease  is  now  added  to  the  list. 

In  establishing  the  diagnosis  of  this  condition, 
five  criteria  may  be  used.  The  first  is  the  exami- 
nation of  the  eyes  using  a slit  lamp.  If  a Kayser- 
Fleischer  ring  is  found  the  diagnosis  is  established. 
Cases  of  Wilson’s  disease  have  now  been  reported, 
however,  in  whom  no  Kayser-Fleischer  ring  was 
found  so  its  absence  does  not  rule  out  this  diagno- 
sis.6 

The  second  test  is  determination  of  serum  ceru- 
loplasmin concentration,  which  is  generally  below 
the  lower  limits  of  normal  in  patients  with  Wil- 
son’s disease.  Some  patients  with  this  condition 
may  have  normal  levels,  at  least  temporarily,  as 
the  result  of  acute  hepatic  inflammation  or  secon- 
dary to  an  elevation  of  plasma  estrogens.  False 
positive  results  may  be  found  in  any  patient  with 
severe  liver  disease  causing  diminished  synthetic 
function  of  this  organ. 

A third  diagnostic  tool  is  the  demonstration  of 
an  elevated  copper  content  in  the  liver  on  liver  bi- 
opsy. This  can  only  be  done,  however,  in  patients 
with  fairly  normal  clotting  factors  allowing  a liver 
biopsy  to  be  performed  without  great  risk. 

A fourth  technic  employs  radioactive  copper 
and  is,  therefore,  still  mainly  a research  tool. 
With  this  method  a diagnosis  of  Wilson’s  disease 
can  be  considered  if  less  than  normal  amounts  of 
the  radioactive  copper  are  incorporated  into  ceru- 
loplasmin. 

Finally,  finding  an  increased  excretion  of  copper 
in  the  urine  points  to  a diagnosis  of  this  condition. 
Increased  urinary  copper  excretion,  however,  can 
be  observed  in  patients  with  other  types  of  chronic 
liver  disease. 

Using  these  various  tests,  with  their  limitations 
borne  in  mind,  a diagnosis  can  usually  be  estab- 
lished and  therapy  initiated. 

Diseases  of  small  intestine 

It  is  important  to  remember  that  various  seg- 
ments of  the  small  intestine  have  rather  specific 
functions.7  The  duodenum  is  the  major  site  of 


iron  and  calcium  absorption.  The  jejunum  is  in- 
volved mainly  in  absorption  of  various  food  mate- 
rials in  the  diet  including  protein,  carbohydrates, 
fats,  and  most  of  the  water-  and  fat-soluble  vita- 
mins. In  addition,  some  sodium  and  water  ab- 
sorption occurs  here.  The  ileum  is  principally  in- 
volved with  absorption  of  fluids  and  electrolytes. 
If  the  jejunum  is  diseased  or  resected,  the  ileum 
is  capable  of  substituting  adequately  for  it. 
There  are  two  specific  transport  processes  that 
occur  in  the  terminal  ileum  and  in  no  other  region 
of  the  small  bowel.  One  of  these  is  for  vitamin 
Bi2  absorption  and  the  other  is  for  absorption  of 
conjugated  bile  salts.  With  marked  disease  or  re- 
section of  the  terminal  ileum,  vitamin  Bi2  defi- 
ciency will  eventually  develop.  Steatorrhea  with 
its  various  complications  due  to  malabsorption  of 
bile  salt  producing  bile  salt  deficiency  will  also  de- 
velop in  most  patients. 

Steatorrhea.  As  the  consequences  of  vitamin 
Bi2  deficiency  are  well  appreciated,  no  more  will 
be  said  on  the  subject.  In  regard  to  the  problem 
of  steatorrhea  from  bile-salt  deficiency  or  from 
other  causes  of  malabsorption  we  may  ask  what 
are  the  neurologic  complications  of  excessive  ex- 
cretion of  fat  in  the  stool?  With  excessive 
amounts  of  fatty  acids  remaining  in  the  gut 
lumen,  insoluble  soaps  are  formed  with  calcium 
and  magnesium  causing  deficiencies  of  these  two 
cations  in  the  body.  The  calcium  deficiency  is 
further  compounded  by  malabsorption  of  vitamin 
D which  is  a fat-soluble  vitamin.  If  calcium  and 
magnesium  are  not  mobilized  from  bone  suffi- 
ciently to  prevent  hypocalcemia  and/or  hypomag- 
nesemia, tetany  with  convulsions  in  extreme  cases 
is  the  result.  In  patients  with  tetany  and  gas- 
trointestinal complaints  it  is  important  to  deter- 
mine both  serum  calcium  and  magnesium  levels 
and  to  treat  accordingly.  Tetany  will  continue  if 
hypomagnesemia  has  not  been  treated  despite 
correction  for  reduced  serum  calcium  levels.8 

In  addition  to  malabsorption  of  vitamin  D asso- 
ciated with  steatorrhea,  patients  will  also  become 
deficient  in  the  other  fat-soluble  vitamins,  vita- 
mins A and  K.  Patients  deficient  in  the  former 
may  complain  of  difficulty  with  night  vision. 

Not  uncommonly  a disease  of  the  small  intes- 
tine may  have  been  present  in  a patient  for 
months  or  years  prior  to  the  development  of  any 
neurologic  manifestations.  During  this  time  the 
patient  may  adjust  to  the  abnormal  bowel  pattern 
and  eventually  learn  to  ignore  the  gastrointestinal 
symptoms.  Thus,  when  a patient  presents  prob- 
lems related  to  vitamin  D or  vitamin  A deficiency, 
any  history  of  gastrointestinal  dysfunction  must 
be  carefully  sought. 

Severe  malabsorption  will  result  eventually  in 
deficiencies  of  the  water-soluble  vitamins  as  well 
as  those  of  the  lipid-soluble  variety.  The  most 
common  expression  of  deficiencies  of  water-soluble 
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vitamins  is  the  development  of  peripheral  neurop- 
athy producing  weakness  and  sensorary  abnor- 
malities, especially  in  the  lower  extremities.  In 
severe  cases  mental  disturbance  can  be  a further 
complication.  Treatment  consists  of  replacement 
of  these  vitamins  by  the  parenteral  route,  if  neces- 
sary, and  correction  of  the  primary  small  intesti- 
nal disease.  Patients  with  nontropical  sprue  often 
show  a dramatic  response  to  treatment  with  a glu- 
ten-free diet. 

Electrolyte  imbalance.  A number  of  condi- 
tions of  the  small  intestine  will  produce  electrolyte 
imbalance.  This  can  produce  profound  weakness 
and  hyporeflexia,  especially  when  the  body  has 
become  markedly  deficient  in  potassium.9  Pro- 
found variations  of  the  serum  sodium  from  the 
normal  range  can  produce  a deterioration  of  men- 
tal status  varying  from  lethargy  to  frank  coma. 

Gastrointestinal  obstruction.  A fairly  common 
situation  causing  marked  electrolyte  imbalance  is 
obstruction  of  the  upper  gastrointestinal  tract 
causing  pernicious  vomiting.  This  is  observed 
most  commonly  in  patients  with  pyloric  obstruc- 
tion from  peptic  ulcer  disease  and  gastric  carcino- 
ma.7 With  repeated  episodes  of  vomiting  patients 
become  deficient  in  chloride,  sodium,  and  potassi- 
um. A metabolic  hypochloremic  hypokalemic 
alkalosis  is  the  result,  and  patients  can  appear  in 
a markedly  weakened  condition.  If  the  patient  is 
also  lethargic,  the  history  of  abdominal  pain  and 
vomiting  may  not  be  volunteered.  The  typical 
electrolyte  pattern,  however,  should  suggest  the 
diagnosis.  Metabolic  hypokalemic  alkalosis  is 
also  seen  in  endocrine  abnormalities  such  as  pri- 
mary hyperaldosteronism,  but  serum  chloride  lev- 
els generally  are  not  as  reduced  as  they  are  with 
pernicious  vomiting. 

Diarrhea.  Chronic  diarrhea  of  any  cause  will 
also  produce  fluid  and  electrolyte  abnormalities. 
Generally,  hypokalemia  is  the  result.  Changes 
in  acid-base  balance  are  variable  with  either  met- 
abolic acidosis  or  alkalosis  being  observed.  One 
rather  common  cause  of  chronic  diarrhea  to  keep 
in  mind  is  the  chronic  use  of  laxatives.  The 
short-bowel  syndrome  secondary  to  surgical  resec- 
tion of  the  gastrointestinal  tract  or  the  develop- 
ment of  a fistula  between  the  upper  and  lower 
portions  of  the  gut  is  another  cause  of  fulminant 
and  protracted  diarrhea.9  Malabsorption  syn- 
drome from  a variety  of  diseases  of  the  small 
bowel  will  also  cause  this  problem. 

A rather  rare  condition  producing  fulminant  di- 
arrhea associated  with  hypokalemia  is  a variant  of 
the  Zollinger-Ellison  syndrome.10  With  this  atyp- 
ical type  of  Zollinger-Ellison  syndrome,  the  islet 
cell  tumor  of  the  pancreas  seems  to  be  producing 
a hormone  other  than  gastrin.  Gastric  acid  pro- 
duction is  not  increased  in  these  patients,  but  the 
hormone  released  causes  chronic  watery  diarrhea 
with  profound  losses  of  potassium.  At  times  it 


becomes  difficult  to  keep  up  with  potassium  losses 
even  with  intravenous  replacement  therapy. 

Villous  adenoma.  One  other  interesting  cause 
of  electrolyte  imbalance  from  gastrointestinal 
tract  disease  is  villous  adenoma  of  the  colon.11 
These  adenomas  secrete  mucus  rich  in  potassium 
and  sodium  which  are  excreted  in  the  feces.  Pa- 
tients may  have  this  condition  for  years  before 
frank  electrolyte  imbalance  is  produced.  Again, 
the  patient  may  have  become  accustomed  to  hav- 
ing diarrhea  and  not  report  this  to  the  physician 
when  he  reports  marked  weakness,  fatigue,  and 
hyporeflexia. 

Treatment  of  these  conditions  of  the  bowel 
causing  fluid  and  electrolyte  imbalance  is  directed 
at  the  primary  gastrointestinal  disease,  once  the 
diagnosis  has  been  established.  Adequate  re- 
placement therapy  with  electrolyte  solutions  is 
also  given. 

In  conclusion,  it  is  apparent  that  diseases  af- 
fecting the  liver  and  gastrointestinal  tract  can 
cause  significant  neurologic  complications.  Often 
it  is  obvious  that  the  patient  is  suffering  from  a 
significant  gastrointestinal  disease.  Not  uncom- 
monly, however,  the  patient  can  be  sent  to  the 
neurologist  with  obvious  impairment  of  the  cen- 
tral nervous  system  but  with  minimal  complaints 
related  to  the  primary  gastrointestinal  disease. 
Under  these  conditions  the  neurologist  has  to  be 
his  own  gastroenterologist  if  he  hopes  to  diagnose 
and  manage  these  cases  appropriately. 

Summary 

Neurologic  complications  are  not  uncommonly 
experienced  in  patients  with  gastrointestinal  ill- 
ness. This  is  particularly  so  with  liver  diseases 
causing  both  acute  and  chronic  encephalopathy. 
With  hepatocellular  failure  or  marked  shunting 
of  portal  blood  directly  into  the  systemic  system, 
various  toxins  accumulate  in  the  circulation  and 
compromise  central  nervous  system  function. 
Since  many  patients  with  liver  disease  are  alcoholic 
the  differential  diagnosis  of  abnormal  function  of 
the  central  nervous  system  may  be  difficult  and 
include  the  direct  acute  and  chronic  effects  of  alco- 
hol on  the  brain,  possible  head  trauma,  and  hepatic 
encephalopathy. 

Diseases  of  the  digestive  tract  may  also  cause 
central  nervous  system  complications.  Any  ill- 
ness producing  vitamin  Bi2  deficiency  such  as  Ad- 
dison’s pernicious  anemia,  nontropical  sprue,  re- 
gional enteritis,  or  the  “blind  loop”  syndrome  can 
produce  combined  system  disease.  Malabsorp- 
tion with  malnutrition  can  also  cause  pathologic 
changes  in  the  brain  or  peripheral  nervous  system. 
Most  of  these  complications  can  be  corrected  by 
treating  the  underlying  illness  of  the  gastrointesti- 
nal tract  or  replacing  vitamins  by  the  parenteral 
route. 
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The  basic  purpose  of  this  presentation  is  to  de- 
fine and  explain  skin  findings  associated  with  sev- 
eral neurologic  diseases.  The  description  and 
demonstration  of  these  signs  may  serve  to  aid  the 
diagnosis  of  neurologic  disease.  The  dermatolo- 
gist practices  in  a specialty  which  offers  the  unique 
situation  of  a diagnosis  frequently  being  made  by 
inspection  alone.  It  is  hoped  that  the  following 
descriptions  of  specific  skin  lesions  may  allow  the 
diagnosis  of  some  neurologic  diseases  to  also  be 
made  by  inspection. 

Von  Recklinghausen's  disease, 
neurofibromatosis 

Neurofibromatosis  is  considered  to  be  an  auto- 
somal dominant  inherited  neuroectodermal  abnor- 
mality which  occurs  in  approximately  1 out  of 
2,500  to  3,000  births;  occasional  episodic  cases 
occur  on  a mutational  basis.  Several  types  of 
skin  lesions  occur  in  this  disease  and  may  be  seen 
on  any  part  of  the  body. 

Molluscum  fibrosum.  Molluscum  fibrosa  are 
soft  lilac-  to  pink-colored  tumors.  They  are  ses- 
sile and  dome-shaped  at  first;  later  they  may  be- 
come pedunculated.  They  are  more  numerous  on 
the  trunk  and  limbs.  There  may  be  hundreds  or 
just  a few  of  these  tumors,  and  they  may  range  in 
size  from  a few  millimeters  to  several  centimeters 
in  diameter. 

Plexiform  neuroma.  A plexiform  neuroma  is  a 
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diffusely  elongated  fibroma  generally  running 
along  the  course  of  a nerve.  It  usually  is  seen  in 
the  upper  cervical  or  trigeminal  nerves. 

Elephantiasis  neuromatosa.  An  elephantiasis 
neuromatosa  is  a large  diffuse  neurofibroma  of  a 
nerve  trunk  associated  with  excessive  overgrowth 
of  the  subcutaneous  tissue  and  skin,  producing  a 
wrinkled  and  pendulous  gross  deformity. 

Cafe-au-lait  spots.  Cafe-au-lait  spots  are  hy- 
perpigmented  macules  which  vary  in  size.  It  is 
considered  that  a person  with  more  than  5 cafe 
-au-lait  spots  each  measuring  approximately  2.5 
cm.  in  length  has  Von  Recklinghausen’s  disease 
until  proved  otherwise.  Another  pathognomonic 
sign  found  in  approximately  20  per  cent  of  cases  of 
neurofibromatosis  is  the  presence  of  pigmented 
macules  or  freckles  in  the  axilla.  In  addition  mac- 
roglossia  and  papillomatous  tumors  of  the  buccal 
mucosa,  tongue,  lips,  and  palate  are  occasionally 
seen. 

The  presence  of  these  skin  findings  is  of  no  par- 
ticular prognostic  value,  since  the  disease  itself  is 
capricious  in  nature.  There  is  approximately  a 5 
to  10  per  cent  malignant  degeneration  occurring 
in  the  neurofibromas,  leading  to  sarcomatous 
changes. 

Characteristically,  cafe-au-lait  spots  are  present 
at  birth  or  may  develop  within  the  first  year  of 
life.  The  molluscum  fibrosum  generally  occur 
within  the  first  few  years  of  life  and  increase  rap- 
idly in  number  during  puberty  and  pregnancy. 
The  disease  more  commonly  manifests  itself  by 
the  second  decade  with  a more  full-blown  classic 
syndrome. 

There  are  many  additional  systemic  findings  in- 
volving the  neuromuscular,  neurologic,  gastroin- 
testinal, and  vascular  systems. 

Tuberous  sclerosis  (epiloia,  Bourneville's 
disease) 

Tuberous  sclerosis  involves  a triad  of  skin  le- 
sions, epilepsy,  and  calcification  in  the  brain. 
The  skin  lesions  found  in  approximately  70  per 
cent  of  the  cases  are  rather  characteristic. 

Adenoma  sebaceum.  Adenoma  sebacea  are 
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rarely  seen  at  birth  and  generally  develop  by  the 
age  of  ten  years.  The  lesions  are  firm,  discreet, 
yellowish  papules,  measuring  from  several  milli- 
meters to  a few  centimeters  in  diameter.  They 
are  generally  seen  at  the  nasolabial  folds,  run 
across  the  cheeks  and  chin,  and  may  be  occasion- 
ally found  in  the  ears.  On  initial  inspection  these 
lesions  may  be  difficult  to  notice  but  in  some  pa- 
tients they  are  rather  grotesque-appearing  large 
nodules  and  may  aggregate  to  form  large  cauli- 
flower masses.  These  lesions  may  be  mistaken  for 
mild  acne. 

Periungual  fibroma.  Periungual  fibromas 
generally  appear  after  puberty.  They  are  small 
flesh-colored  nodular  lesions  emerging  from  the 
nailfolds;  generally  they  are  less  than  1 cm.  in 
length  but  have  been  known  to  become  quite  large 
and  be  of  multiple  configuration. 

Shagreen  patches.  Shagreen  patches  are 
somewhat  irregularly  thickened,  soft,  slightly  ele- 
vated plaques,  commonly  seen  across  the  back 
and  frequently  seen  at  the  lumbosacral  area. 

Other  skin  findings  include  leukodermic  patch- 
es, multiple  subcutaneous  nodules,  areas  of  hyper- 
pigmentation, and  occasionally,  cafe-au-lait  spots. 
More  recently  leaf-shaped  hypopigmented  ma- 
cules have  been  described.  These  are  seen  in  ap- 
proximately 50  per  cent  of  patients  with  tuberous 
sclerosis.  These  may  be  present  when  there  are 
no  other  visible  signs  of  the  disease  and  are  readi- 
ly detected  with  the  use  of  a Wood’s  light.  They 
are  lance-ovate  shaped  and  are  fairly  characteris- 
tic of  the  disease.  Epilepsy  and  mental  retarda- 
tion are  present  in  approximately  70  to  80  per 
cent  of  the  cases  of  this  disease.  One  of  the  more 
important  considerations  are  the  calcified  nodules 
seen  in  the  brain,  commonly  in  the  region  of  the 
basal  ganglia.  These  calcifications  are  not  usual- 
ly apparent  until  late  childhood  and  early  adult 
life,  and  are  found  to  increase  with  age.  There 
are  also  ocular,  pulmonary,  cardiac,  and  renal 
findings.  The  frequency  of  benign  tumors  of  the 
kidney  is  of  interest. 

Incontinentia  pigmenti 

The  neurocutaneous  syndrome,  incontinentia 
pigmenti,  involves  multiple  organ  systems;  the 
skin  is  one  of  the  more  prominently  affected  or- 
gans. The  neurologic  abnormalities  found  in  at 
least  30  per  cent  of  cases  include  mental  retarda- 
tion, which  may  be  of  great  severity;  epilepsy; 
spastic  tetraplegia;  and  microcephalia.  Thirty 
per  cent  of  cases  have  ocular  defects  including 
strabismus,  optic  atrophy,  and  cataracts.  Dental 
defects  are  frequent,  with  peg-shaped  teeth,  par- 
tial anodontia,  and  delayed  dentation  being  the 
more  common  findings. 

The  syndrome  has  been  suggested  to  be  an 
autosomal  dominant  trait,  lethal  to  the  male,  for 
almost  all  cases  seen  of  incontinentia  pigmenti  are 


females.  It  is  also  possible  that  a sex-linked  gene 
carried  on  the  X-chromosome  is  an  etiologic  fac- 
tor. Skin  findings  of  this  disease  are  often  present 
at  birth;  usually  by  the  end  of  the  first  week  sev- 
eral of  three  clinical  stages  are  noted.  These  in- 
clude a bullous  eruption,  papular  forms,  warty  le- 
sions, and  hyperpigmentation.  The  sequential 
occurrence  of  these  is  rather  irregluar,  and  the  du- 
ration is  quite  variable.  Clinical  signs  of  skin  le- 
sions usually  do  not  occur  after  the  second  month 
of  life. 

The  skin  findings  include  tense  bullae  often  in  a 
linear  arrangement;  they  occur  in  crop-like  groups 
and  develop  with  a peculiar  linear  irregular  con- 
figuration seen  on  the  arms  and  trunk.  There 
may  be  extensive  plaque-like  lesions  preceding  the 
bullae.  The  color  of  these  plaques  is  generally 
bluish-purple  with  areas  of  ulceration.  There  are 
linear  warty  lesions,  which  can  occur  on  the  backs 
of  the  hands  and  the  dorsum  of  the  feet  but  are 
most  commonly  seen  on  the  fingers  and  toes. 
Pigmentation  tending  to  be  a slate-brown  or  a 
blue-grey  color  is  characteristic  of  the  syndrome 
and  has  a peculiar  splashed  distribution  some- 
times called  “Chinese  figure.”  This  particular 
finding  is  quite  characteristic  and  most  often  di- 
agnostic of  the  disease.  The  pigmentation  can 
persist  for  many  years.  It  fades  quite  slowly  until 
it  is  completely  unnoticeable  by  the  second  or 
third  decade.  Occasional  findings  are  cicatricial 
alopecia  and  deformity  of  the  nails. 

Melkersson-Rosenthal  syndrome 

The  Melkersson-Rosenthal  syndrome  involves 
recurrent  facial  palsy  associated  with  facial  edema 
of  unknown  cause.  The  scotal  tongue,  one  of  the 
more  common  characteristics,  can  progress  to  a 
granulomatis  chelitis.  There  is  a sudden  diffuse 
swelling  of  the  tongue  and  upper  lip;  occasionally 
the  lower  lip  and  one  or  both  cheeks  are  involved. 
In  addition,  the  forehead  and  eyelids  and  one  side 
of  the  scalp  may  be  involved.  Attacks  are  recur- 
rent and  accompanied  by  mild  constitutional 
symptoms.  A facial  paralysis  occurs  in  approxi- 
mately 30  per  cent  of  cases;  this  paralysis  will 
occur  more  frequently  after  several  repeated  at- 
tacks of  swelling  of  the  tongue  and  lips.  In  addi- 
tion other  cranial  nerves,  including  the  olfactory, 
auditory,  glossopharangeal,  and  hypoglossal,  may 
be  involved. 

Ataxia-telangiectasia  (Louis  Bar  syndrome) 

The  Louis  Bar  syndrome  is  most  probably  an 
autosomal  recessive  syndrome  involving  multiple 
telangiectasia,  progressive  cerebral  ataxia,  and  re- 
current respiratory  infections.  Telangiectasia 
may  be  present  within  the  first  two  years  of  life 
but  usually  develops  by  approximately  the  third 
to  fifth  year  of  life.  The  telangiectases  can  be 
seen  on  the  conjunctiva  and  occasionally  involve 
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the  ears,  eyes,  and  the  butterfly  area  of  the 
cheeks.  There  may  be  some  associated  atrophy  of 
the  skin  and  a premature  greying  of  hair.  Distur- 
bances of  pigmentation  are  occasionally  noted. 
Neurologic  findings  include  awkwardness  and 
difficulty  in  gait,  slurred  speech,  nystagmus,  and 
mental  deterioration.  These  neurologic  signs  may 
not  become  prominent  until  approximately  the 
age  of  ten  years. 

Case  reports 

Case  1.  Ehlers-Danlos  and  von  Recklinghausen’s 
disease — rare  combination.  A twenty-five-year-old 
white  female  gave  a history  of  having  multiple  pig- 
mented areas  of  the  abdomen  and  back  for  as  many 
years  as  she  could  remember.  During  the  first  of  her 
three  pregnancies  it  was  noted  that  small  tumors  on 
the  chest,  arms,  abdomen,  and  back  developed.  There 
was  a long  history  of  easy  stretchability  of  the  skin  and 
hyperextensibility  of  the  joints;  she  had  always  been 
“double  jointed,”  enabling  her  to  place  the  thumb  to 
the  dorsum  of  the  wrist,  and  arch  the  hands  and  fingers 
to  a significant  degree.  The  patient  denied  other  signif- 
icant symptoms  but  had  noticed  fragility  and  easy 
bruising  of  the  skin  and  acrocyanosis  of  the  extremities 
during  the  winter  months.  She  has  2 sisters,  one  with 
freckles  similar  to  the  patient’s,  and  her  mother  is  also 
double  jointed.  Physical  examination  revealed  several 
cafe-au-lait  spots  and  multiple  4-mm.  to  1-cm.  tumor- 
ous lesions  on  the  arms,  back,  chest,  and  abdomen. 
Hyperelasticity  of  the  skin  was  noted  around  the 
neck,  dorsum  of  the  hands,  feet,  and  elbows.  Multiple 
freckles  were  seen  in  the  axilla.  The  skin  had  a soft 
velvety  feel  and  some  contusions  were  noted. 

Biopsies  were  taken  from  a cafe-au-lait  spot  on  the 
back  and  from  over  the  dorsum  of  the  hand  at  the  wrist 
area.  The  cafe-au-lait  spot  showed  an  increase  in  pig- 
mentation of  the  basal-cell  layer,  consistent  with  the 
clinical  diagnosis.  The  biopsy  of  the  lax  skin  failed  to 
reveal  any  diagnostic  abnormality.  This  rare  combina- 
tion of  diseases  deserves  comment  as  a quasidermato- 
logic  and  neurologic  problem. 

Case  2.  Mycosis  fungoides.  Mycosis  fungoides  is 
an  unusual  lymphoma  of  the  skin  which  may  involve 
multiple-organ  systems  as  the  disease  progresses.  This 
particular  case  is  a seventy-nine-year-old  white  female 
who  was  in  good  health  until  one  year  prior  to  her  ad- 


mission to  the  Barnard  Free  Skin  and  Cancer  Hospital, 
St.  Louis,  Missouri.  At  that  time  she  showed  the  clas- 
sic signs  of  tumor-stage  mycosis  fungoides  with  skin 
biopsies  diagnostic  of  the  disease.  On  the  fifth  day  of 
her  hospital  admission  the  patient  was  nauseous  and 
vomiting.  By  the  eighth  day  confusion  and  inability  to 
maintain  balance  were  present.  Neurologic  signs  pro- 
gressed to  left-facial  weakness,  slight  left-sided  weak- 
ness in  coordination  of  extraocular  movements,  trem- 
ors, slurring  of  speech,  and  difficulty  in  swallowing. 
No  meningeal  signs  or  papilledema  were  detected. 
By  the  seventeenth  hospital  day  the  patient  was  inter- 
mittently semidelirious  and  continued  to  deteriorate  in 
spite  of  maintenance  therapy.  She  became  obtunded, 
anisocoria  developed,  Babinski’s  sign  was  noted  on  the 
left,  and  results  of  a brain  scan  were  reported  normal. 
The  disease  progressed  with  a variable  Babinski’s  sign 
noted  bilaterally.  The  patient  expired  on  the  fortieth 
day  of  admission.  This  case  was  the  subject  of  a grand 
rounds,  the  neurologic  diagnosis  was  multifocal 
leukoencephalopathy. 

At  autopsy  multiple  foci  of  infiltrate  along  the  ves- 
sels of  the  brain  showed  the  characteristics  of  mycosis 
fungoides.  In  addition  there  were  small  foci  of 
demyelinization  found  in  conjunction  with  the  meta- 
static lesions.  This  case  points  up  the  common  neu- 
roectodermal origin  of  our  two  medical  disciplines  and 
the  interrelationship  of  neurologic  and  dermatologic 
diseases. 

Summary 

Dermatology  and  neurology  can  be  closely 
aligned  in  the  study  of  diseases  with  ectodermal 
manifestation.  Many  neurologic  diseases  have  an 
external  window,  the  skin,  which  makes  diagnosis 
readily  available  and  simplified.  The  dermato- 
logic manifestations  of  von  Recklinghausen’s  dis- 
ease, tuberous  sclerosis,  incontinentia  pigmenti, 
the  Melkersson-Rosenthal  syndrome,  and  ataxia 
telangiectasia  have  been  presented.  A case  of 
combined  von  Recklinghausen’s  disease  and  Ehl- 
ers-Danlos syndrome  and  an  unusual  case  of  myco- 
sis fungoides  with  metastasis  to  the  brain  occur- 
ring with  neurologic  signs  have  been  discussed. 
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I wish  to  focus  on  some  of  the  common  neurolog- 
ic aspects  seen  in  the  connective-tissue  diseases  of 
rheumatoid  arthritis,  systemic  lupus  erythemato- 
sus, polyarteritis  nodosa,  and  cranial  arteritis.  As 
a group,  these  differ  from  many  neurologic  ail- 
ments in  that  they  are,  to  some  extent,  treatable. 

Rheumatoid  arthritis 

Paresthesia.  Very  common  complaints  in 
rheumatoid  arthritis  include  intermittent  tingling 
in  the  hands  and  feet.  These  symptoms  cannot 
be  explained  by  any  abnormal  position  or  by  ex- 
ternal pressure  on  an  elbow  or  other  vulnerable 
site.  It  is  unusual  to  detect  sensory  loss  with  a 
pin.  In  addition  to  numbness  there  is  likely  to  be 
evidence  of  increased  sensitivity  to  cold,  mainly  in 
the  hands  and  feet.  This  state  virtually  never  de- 
velops into  Raynaud’s  phenomenon  and  is  not  as- 
sociated with  ulceration  or  other  ischemic  changes 
in  the  fingers  or  toes.  Paresthesias  occasionally 
improve  or  disappear  spontaneously,  but  they  do 
not  respond  to  any  known  treatment. 

Carpal-tunnel  syndrome.  In  rheumatoid  ar- 
thritis, synovial  thickening  on  the  volar  side  of  the 
wrist  can  cause  enough  pressure  on  the  median 
nerve  at  the  carpal  tunnel  to  impair  both  sensory 
and  motor  function.  In  typical  cases,  there  is  loss 
of  sensation  over  the  median  distribution  includ- 
ing the  volar  aspects  of  the  thumb,  index,  and 
middle  fingers.  There  may  be  painful  paresthe- 
sias as  well.  Pinch  strength  is  likely  to  be  poor, 
but  grip  is  not.  If  the  process  has  been  present 
for  a few  weeks,  there  will  be  visible  and  palpable 
atrophy  of  the  thenar  eminence.  The  preferred 
treatment  is  division  of  the  transverse  carpal  liga- 
ment. This  does  not  always  result  in  full  recov- 
ery, but  it  stops  progression  of  both  motor  and 
sensory  loss  and  usually  gives  prompt  relief  of 
pain. 
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Mononeuritis  multiplex.  Mononeuritis  multi- 
plex may  affect  one  or  several  peripheral  nerves. 
It  is  the  result  of  vasculitis  affecting  a nerve  and 
is  a feature  of  severe  rheumatoid  disease  usually 
associated  with  high  titers  of  rheumatoid  factor. 
A common  associated  finding  is  skin  necrosis.  If 
a nerve  suffers  complete  loss  of  function  recovery 
is  rare;  if  there  is  some  function  remaining  re- 
covery is  possible  provided  the  rheumatoid  process 
can  be  controlled.  Achieving  control  may  be  dif- 
ficult, since  many  of  these  patients  are  receiving 
steroid  therapy  when  the  neuropathy  first  appears 
and  may  be  made  worse  by  an  increase  in  dose. 
For  such  cases,  an  immunosuppressive  agent  is 
usually  indicated. 

Systemic  lupus  erythematosus 

Peripheral  neuropathy.  Peripheral  neuropa- 
thy also  occurs  in  lupus  erythematosus  and,  as  in 
rheumatoid  arthritis,  often  persists  despite  vigor- 
ous treatment. 

Raynaud’s  phenomenon.  The  distressing 
Raynaud’s  phenomenon  is  common  in  systemic 
lupus  but  is  even  more  common  in  scleroderma 
and  polymyositis.  An  extensive  experience  with 
sympathectomy  has  proved  it  to  be  an  over- 
whelming failure.  Para-amino  benzoic  acid  some- 
times will  soften  the  skin,  but  it  has  no  apparent 
effect  on  vasospasm.  Reserpine  was  initially 
proved  effective  when  given  intra-arterially  and 
now  appears  to  be  helpful  in  some  patients  when 
taken  orally. 

Psychosis.  The  psychosis  of  lupus  often  has  a 
paranoid  flavor,  but  it  does  not  give  a sufficiently 
distinctive  picture  to  permit  certain  diagnosis  on 
clinical  grounds  alone.  This  is  particularly  true  if 
the  patient  is  receiving  corticosteroid  therapy. 
Spinal  fluid  often  shows  a moderate  increase  in 
protein,  which  helps  to  separate  lupus  from  schiz- 
ophrenia. 

Convulsions.  Epileptic  seizures  may  appear 
for  the  first  time  after  the  onset  of  systemic  lupus. 
They  may  disappear  when  the  lupus  is  controlled, 
but  diphenylhydantoin  (Dilantin)  and  other  con- 
ventional agents  are  useful  as  well. 

Polyarteritis  nodosa 

Although  cerebral  vascular  accidents  and  isolat- 
ed peripheral  neuropathies  of  sudden  onset  are  the 
most  characteristic  neurologic  features  of  polyar- 
teritis nodosa,  symmetric  neuropathies  of  less  sud- 
den onset  also  may  occur.  Occasionally  these  will 
clear  up  entirely  over  several  months.  I have  seen 
1 case  in  which  severe  bilateral  foot  drop  returned 
to  normal  within  a year. 

Cranial  arteritis 

Cranial  arteritis  often  is  associated  with  poly- 
myalgia rheumatica  and  occurs  mainly  in  pa- 
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tients  over  sixty  years  of  age.  Although  any  cra- 
nial artery  may  be  involved,  the  temporal  and 
ophthalmic  arteries  are  most  frequently  hit.  In 
temporal  artery  disease,  there  is  characteristically 
scalp  tenderness  and  unilateral  headache.  If  one 
is  fortunate  enough  to  find  a palpable  nodule  on 
the  artery  and  obtain  a biopsy  from  it,  one  may 
reach  a histologic  diagnosis  and  cure  the  head- 
ache. 

When  the  ophthalmic  artery  is  involved,  blind- 
ness is  the  principal  threat.  Heavy  doses  of  pred- 


nisone, such  as  40  mg.  per  day,  frequently  will 
suppress  the  disease,  but  the  danger  of  the  treat- 
ment is  high,  particularly  in  patients  of  this  age. 

Summary 

I have  attempted  to  review  several  of  the  impor- 
tant neurologic  manifestations  of  rheumatoid  ar- 
thritis, systemic  lupus  erythematosus,  polyarteri- 
tis nodosa,  and  cranial  arteritis.  I have  taken  the 
stand  that  some  neurologic  ailments  can  be  suc- 
cessfully treated — some  of  the  time. 
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Part  I of  this  study,  which  appeared  in  the 
April  1,  1973,  issue  of  the  Journal,  dealt  with  an- 
atomic and  etiologic  diagnoses,  diagnostic  tools 
related  to  vascular  disease,  and  the  concepts  of 
transient  ischemic  attack  and  hysteria. 

Medical  treatment  of  cerebrovascular  disease 

In  the  older  population  the  commonest  cause  of 
encephalopathy  is  atherosclerotic  vascular  disease. 
Many  clinicians  prefer  to  “treat”  this  “probable 
cause”  rather  than  recommend  a complete  diag- 
nostic investigation,  which  must  include  the  po- 
tentially dangerous  angiogram.  Many  factors  de- 
termine whether  a patient  is  hospitalized  or  not, 
and  naturally  the  management  of  each  patient  is 
individualized.  Recent  medical  and  surgical  in- 
vestigations in  the  treatment  of  cerebrovascular 
disease  have  been  extensive.  The  following  com- 
ments touch  on  some  important  developments. 

Vasodilators.  Fazekas  and  Alman49,50  recorded 
decreases  in  cerebral  blood  flow  and  blood  pres- 
sure following  administration  of  isoxsuprine  hy- 
drochloride and  nylidrin  hydrochloride  unless  a 
priming  dose  of  phenylephrine  (Neo-Synephrine) 
was  administered  for  the  maintenance  of  systemic 
blood  pressure  levels.  They  concluded  that  these 
drugs  were  effective  as  peripheral,  not  cerebral, 
vasodilators.  Marshall51  suggested  that  carbon 
dioxide  is  ineffective,  because  the  accumulation  of 
carbon  dioxide  in  the  damaged  area  has  already 
maximally  dilated  the  vessels.  He  thought  that 
other  vasodilators  should  not  be  given,  because 
they  produce  general  vasodilatation,  resulting  in  a 
fall  of  blood  pressure,  so  that  the  cerebral  blood 


flow  is  reduced  rather  than  increased.  John 
Meyer  et  al.52  have  intensively  studied  this  prob- 
lem. They  noted  the  elevation  6f  cerebral  venous 
oxygen  tension  by  inhalation  of  mixtures  of  5 per 
cent  carbon  dioxide  in  oxygen  or  air  was  signifi- 
cantly less  in  subjects  with  occlusive  cerebrovas- 
cular disease  than  in  subjects  of  comparable  age 
without  cerebrovascular  disease.  In  patients  with 
carotid  occlusion,  the  increase  of  cerebral  venous 
oxygen  tension  by  5 per  cent  carbon  dioxide  inha- 
lation was  significantly  less  than  in  subjects  with 
middle  cerebral  occlusion  or  in  subjects  with  ste- 
nosis or  small-vessel  disease.  They  concluded 
that  in  occlusion  of  the  carotid  arteries  the  cere- 
bral collateral  vessels  are  already  greatly  dilated; 
hence  the  remaining  capacity  for  dilatation  of  ce- 
rebral vessels  is  reduced.  Gilroy  and  Meyer53  re- 
ported on  33  cases,  of  whom  17  received  intrave- 
nous acetazolamide  and  16  acted  as  control 
subjects.  There  were  3 deaths  (2  treated,  1 con- 
trol), 7 deteriorated  (4  treated,  3 control),  4 un- 
changed (2  treated,  2 control),  and  19  improved  (9 
treated,  10  control).  There  was  no  statistically 
significant  difference  between  the  two  groups. 

In  another  study  the  intravenous  administration 
of  papaverine  was  shown  to  increase  cerebral 
blood  flow  and  oxygenation  in  subjects  both  with 
and  without  occlusive  cerebrovascular  disease.  In 
addition,  treatment  for  ten  days  with  massive  in- 
travenous doses  of  papaverine  in  a suitably  con- 
trolled group  of  patients  with  acute  stroke  re- 
sulted in  greater  neurologic  recovery  in  the  group 
that  underwent  treatment  than  occurred  in  a 
comparable  group  of  patients  who  did  not  receive 
papaverine  therapy  but  who  underwent  treatment 
comparable  in  all  other  respects.54  Reinmuth55 
criticized  this  study  and  noted  the  lack  of  evi- 
dence for  either  improved  or  increased  cerebral 
metabolic  utilization  of  oxygen.  He  thought  that 
moving  blood  more  rapidly  through  the  brain  had 
not  been  proved  beneficial,  and,  therefore,  eleva- 
tion of  jugular  venous  oxygen  pressure  was  not  ev- 
idence of  increased  cerebral  parenchymatous  oxy- 
genation. He  reiterated  that  no  convincing  evi- 
dence has  ever  been  offered  that  the  most  potent 
cerebral  vasodilator,  carbon  dioxide  by  inhalation, 
improves  recovery  from  stroke.  Kety56  comment- 
ed on  the  difficulty  of  interpreting  data  on  arterial 
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venous  oxygen  difference  and  venous  oxygen  ten- 
sion in  patients  with  regional  ischemia,  because  it 
is  not  known  that  the  measurements  relate  to  the 
ischemic  area  and  not  to  the  rest  of  the  brain. 

Unfortunately,  the  ischemic  areas  are  contributing 
considerably  less  to  the  average  venous  concentration 
which  one  is  measuring  than  they  do  normally.  It  is 
difficult  for  me  to  see  why  what  is  being  measured  is 
not  the  effect  of  the  dilator  drug  on  the  rest  of  the 
brain,  which  might  have  been  predicted  from  the 
earlier  studies  with  papaverine.56 

The  utilization  of  new  technics  in  measuring  re- 
gional blood  flow  has  recently  confirmed  the  com- 
ments of  Reinmuth55  and  Kety.56  In  ischemic  cor- 
tex, change  of  arterial  carbon  dioxide  pressure 
produced  no  changes  of  cerebral  blood  flow  in  6 of 
10  animals  studied  within  one  day  of  occlusion;  in 
4 of  these  6,  there  was  no  change  in  the  caliber  of 
arterial  vessels.  In  the  4 other  animals  of  this 
group,  there  was  a paradoxical  response,  an  in- 
crease of  carbon  dioxide  pressure  produced  a de- 
crease of  cerebral  blood  flow  of  the  ischemic  cor- 
tex, and  in  2 of  these  4 animals,  there  was  also  a 
paradoxical  response  of  the  caliber  of  arterial  ves- 
sels. The  ischemic-induced  impairment  of  the  re- 
activity of  cortical  vessels  to  changes  of  carbon 
dioxide  pressure  casts  doubt  on  the  usefulness  of 
carbon  dioxide  inhalation  for  the  treatment  of 
strokes  in  human  beings.57  Fieschi  et  al.b 8 con- 
cluded that  in  acute  cerebrovascular  disease  car- 
bon dioxide  inhalation  results  in  absent  or  poor 
regional  vessel  dilatation.  In  3 instances,  the 
blood  flow  decreased  in  one  or  more  regions  during 
hypercapnia,  possibly  indicating  an  “intracerebral 
steal”  toward  regions  with  normally  reacting  ves- 
sels. 

Vasodilators  accordingly  seem  to  be  not  only  in- 
effective but  potentially  harmful,  since  they  may 
dilate  blood  vessels  in  adjacent  normal  tissue  and 
thereby  divert  blood  away  from  the  ischemic  area. 

Antisludging  agents.  Waltz  and  Sundt59  ob- 
served and  photographed  the  superficial  microvas- 
culature and  microcirculation  of  the  cerebral  cor- 
tex of  animals  before  and  after  acute  occlusion  of 
the  middle  cerebral  artery.  Early  changes  on  the 
side  of  the  occluded  artery  included  darkening  of 
venous  blood,  slowing  of  the  velocity  of  blood,  and 
aggregation  of  formed  blood  elements,  sludging. 
These  were  followed  by  cortical  pallor.  Subse- 
quent changes  included  arterial  spasm,  the  devel- 
opment of  platelet  thrombi  in  veins,  collapse  of 
vessels,  perivenous  hemorrhage,  and  cerebral 
edema.  The  intravenous  use  of  dextran-40  has 
been  reported  to  reduce  the  tendency  to  aggrega- 
tion and  thrombosis  of  the  blood  elements  in  the 
microcirculation  as  well  as  decreasing  the  viscosi- 
ty of  the  blood. 60-62  Gilroy,  Barnhart,  and  Meyer65 

separated  100  patients  with  acute  cerebral  infarc- 
tion due  to  thromboembolism  into  two  groups. 
The  patients  in  one  group  received  continuous 
intravenous  therapy  with  dextran-40  for  three 


days;  the  others  received  an  equivalent  volume  of 
fluid  without  the  dextran-40.  In  the  treated 
group,  levels  of  dextran-40  remained  greater  than 
1 per  cent  for  three  to  five  days  after  the  infusion 
was  stopped.  The  group  treated  with  dextran-40 
showed  lower  mortality  rates  and  better  quality  of 
survival  in  terms  of  neurologic  status.  The  im- 
provement in  the  treated  group  was  significantly 
better  than  in  the  untreated  group  (p  <0.05).  In 
both  the  treated  and  control  patients  vasodilator 
and  anticoagulant  drugs  were  not  given  during  the 
trial  period,  which  was  ten  days.  Unfortunately 
this  substance  also  has  the  side-effect  of  causing 
renal  failure.64,65  Moreover,  it  has  been  noted  to 
cause  abnormal  bleeding,66  and  Eisenberg’s67  ex- 
periments showed  that  red-cell  agglutination  and 
rouleaux  formation  may  be  reversed  by  low-mo- 
lecular-weight dextran  but  there  was  no  effect  on 
blood  viscosity. 

Hypotensive  agents.  The  significance  of  blood 
pressure  in  cerebral  vascular  disease  is  still  debat- 
able. Denny-Brown68  introduced  the  hypothesis 
of  the  “hemodynamic  crisis”  as  explaining  TIAs 
(transient  ischemic  attacks).  He  pointed  out  that 
a fall  in  cerebral  blood  flow  might  well  be  respon- 
sible for  a focal  rather  than  a general  disturbance 
if  atherosclerotic  narrowing  of  arteries  led  to  cer- 
tain parts  of  the  brain  being  supplied  via  collater- 
al vessels.  In  the  face  of  a generalized  fall  in  cere- 
bral blood  flow  these  areas  would  be  rendered 
ischemic  before  the  rest  of  the  brain,  thus  giving 
rise  to  a focal  disturbance.  If  the  blood  flow  had 
been  restored  before  irreversible  damage  was 
done,  infarction  would  not  occur,  but  a TIA  would 
be  produced.  As  evidence  in  support  of  this  view, 
it  was  found  that  occlusion  of  the  middle  cerebral 
artery  in  the  monkey  did  not  produce  hemiple- 
gia.69 But  if  subsequently  the  blood  pressure  was 
lowered,  hemiplegia  developed,  which  was  revers- 
ible provided  the  hypotensive  state  was  not  too 
long  maintained.  Denny-Brown68  emphasized 
that  patients  with  cerebral  vascular  symptoms 
have  reduced  cerebral  vascular  reactivity  and  that 
severe  reduction  of  blood  pressure  provokes  rather 
than  relieves  symptoms.  On  the  other  hand,  the 
possibility  of  hypertensive  episodes  causing  tran- 
sient ischemic  attacks  was  raised  by  Kendell  and 
Marshall.70  They  described  the  case  of  a man 
who  had  a series  of  attacks  of  dysarthria  and  dys- 
phagia with  incoordination  of  the  upper  and  lower 
limbs,  each  lasting  about  five  minutes.  The 
blood  pressure  was  recorded  in  two  of  these  at- 
tacks and  the  diastolic  pressure  was  found  to  have 
risen  from  the  preattack  level  of  115  to  150  and 
165  mm.  Hg.  They  theorized  that  the  TIA  in  this 
hypertensive  patient  was  due  to  lack  of  adequate 
control  of  the  blood  pressure. 

Marshall51  has  advocated  the  cautious  lowering 
of  blood  pressure  in  a hypertensive  patient  with 
cerebral  vascular  disease.  Meyer  et  al. 71  now 
agree  with  Marshall  that  cautious  reduction  of 
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moderate  to  severe  hypertension  by  the  oral  ad- 
ministration of  alpha-methyldopa  has  a beneficial 
effect  on  cerebral  hemodynamics  in  hypertensive 
subjects  with  cerebrovascular  symptoms,  since  ce- 
rebral vascular  resistance  is  decreased  and  cere- 
bral blood  flow  is  slightly  but  significantly  in- 
creased. Nevertheless,  the  danger  of  hypotensive 
medication  was  demonstrated  in  a patient  of 
Portnoy  and  Avellanosa72  with  subarachnoid  hem- 
orrhage whose  systemic  blood  pressure  varied 
from  140  to  190  mm.  Hg  systolic.  The  patient 
was  placed  on  reserpine  and  phenobarbital  in  the 
hospital.  The  following  day  bilateral  carotid  an- 
giography demonstrated  right  internal  carotid  an- 
eurysm and  left  internal  carotid  artery  stenosis  of 
90  per  cent.  There  was,  moreover,  partial  steno- 
sis of  the  right  internal  carotid  artery  and  hypo- 
plasia of  the  left  anterior  cerebral  artery.  Within 
twenty-four  hours  the  patient  suddenly  developed 
weakness  and  aphasia  on  the  right  side.  She  par- 
tially improved  when  the  reserpine  and  phenobar- 
bital were  discontinued. 

Hood  et  al.13  reported  an  increased  incidence  of 
cerebral  disease,  especially  hemorrhage,  in  hyper- 
tensive patients.  Many  investigators  advocate 
the  use  of  antihypertensive  drugs  in  the  treatment 
of  “essential  hypertension.”741’75  However,  the 
contrary  opinion  of  Goldring76  cannot  be  taken 
lightly. 

In  patients  who  are  hypertensive  and  who  have 
concomitant  manifestations  of  central  nervous 
system  dysfunction  prudence  seems  to  be  in  order. 
Agreeing  with  Denny-Brown,  Kety77  reiterated, 

In  pure  hypertension,  if  one  lowers  the  blood  pres- 
sure by  means  of  drugs  or  by  sympathetic  blockade, 
and,  if  this  hypertension  is  not  complicated  by  cere- 
bral atherosclerosis,  the  cerebral  circulation  is  main- 
tained in  spite  of  a fall  of  blood  pressure  to  normal 
levels.  On  the  other  hand,  if  there  is  atherosclerosis 
complicating  the  hypertension,  then  a fall  in  blood 
pressure  is  associated  with  a certain  degree  of  cere- 
bral ischemia. 

Anticoagulants.  The  use  of  anticoagulants  in 
cerebral  vascular  disease  is  still  controversial. 
Groch,  McDevitt,  and  Wright78  presented  a four 
and  a half-year  study  in  which  688  patients  ad- 
mitted to  Bellevue  Hospital  with  an  initial  diag- 
nosis of  cerebral  vascular  disease  were  screened  by 
a “stroke  study  group.”  Of  these  patients,  493 
were  thought  on  clinical  grounds  to  have  had  cere- 
bral thrombosis.  Of  this  group,  204  were  in  turn 
thought  suitable  for  randomization  for  the  anti- 
coagulant phase  of  the  stroke  study.  Comparabil- 
ity of  189  of  these  patients  randomized  into  treat- 
ed and  control  groups  was  established  with  respect 
to  age  and  sex  distribution,  the  presence  of  other 
disease  states  affecting  morbidity  and  mortality 
rates,  site  of  the  lesion,  and  period  of  observation. 
During  the  postrandomization  period  of  observa- 
tion, 33  of  97  control  patients  experienced  39  re- 
current thromboembolic  complications.  In  21  of 


the  92  patients  in  the  treated  group,  21  throm- 
boembolic complications  occurred,  but  most  of 
these  took  place  after  anticoagulant  therapy  had 
been  discontinued.  Hemorrhagic  complications 
occurred  in  20  patients  receiving  anticoagulant 
drugs.  They  concluded  that  long-term  anticoagu- 
lant therapy,  when  properly  maintained,  can  be 
effective  in  reducing  the  recurrence  of  throm- 
boembolic disease  in  patients  with  completed 
stroke.  Similarly  Siekert79  reported  that  ischemic 
cerebrovascular  disease  is  so  variable  in  its  mani- 
festations and  effects  that  a large  number  of  pa- 
tients must  be  followed  for  a sufficient  time  to  as- 
sess any  therapeutic  endeavor.  Nonetheless,  his 
data  supported  the  view  that  long-term  anticoag- 
ulant therapy  affords  protection  from  cerebral  in- 
farction in  a significant  percentage  of  patients 
with  “syndromes  of  focal  cerebral  arterial  insuffi- 
ciency,” despite  the  observation  that  treated  pa- 
tients have  a slightly  higher  incidence  of  intrace- 
rebral hemorrhage. 

Baker,  et  al.80  were  more  cautious.  In  their  in- 
vestigation the  management  of  the  two  groups 
was  similar  except  that  control  patients  were 
given  a placebo  capsule.  Hypotensive  drugs,  low- 
fat  diet,  or  changes  in  smoking  and  work  habits 
were  avoided  in  both  groups  of  patients  when  pos- 
sible. They  concluded  from  the  standpoint  of  the 
mortality  rate  that  anticoagulant  therapy  played 
no  beneficial  role  in  the  treatment  of  thrombotic 
cerebrovascular  disease  and  might  be  harmful. 
There  was  one  qualification  to  this  statement, 
namely,  since  transient  ischemic  attacks  and  pro- 
gression of  infarction  were  reduced  in  patients 
with  TIAs  and  thrombosis  in  evolution  and  since 
there  was  no  significant  difference  in  the  mortality 
rate,  anticoagulant  therapy  may  be  worth  while  in 
these  categories  on  a short-term  basis,  possibly 
four  to  six  months,  rather  than  indefinitely.  Car- 
ter81 showed  that  anticoagulant  therapy  was  of 
value  in  acute  cerebral  embolus,  giving  rise  to  a 
completed  stroke.  Of  26  treated  patients,  7 died, 
18  improved,  and  1 did  not  improve.  Of  a con- 
trolled series  of  34  patients,  18  died,  11  improved, 
and  5 did  not  improve.  Marshall51  stated  that 
when  a stroke  in  evolution  was  associated  with 
stenosis  of  the  internal  carotid  artery  in  the  neck, 
anticoagulant  therapy  should  be  initiated  imme- 
diately with  heparin.  During  the  waiting  period 
before  surgery  can  be  undertaken,  the  institution 
of  anticoagulant  therapy  would  help  prevent  pro- 
gression of  the  lesion  and  improve  the  ultimate 
prognosis.  Baker,  Schwartz,  and  Rose82  reported 
the  clinical  course  of  204  patients  with  transient 
cerebral  ischemic  attacks.  Patients  excluded  as 
poor  risks  for  anticoagulation  were  known  to  have 
severe  hypertension,  duodenal  ulcers,  liver  dis- 
ease, or  alcoholism.  Treated  patients  fared  better 
than  controlled  patients  in  that  they  had  fewer 
new  cerebrovascular  events  and  less  disability.  In 
this  study  patients  with  TIAs  showed  a benign 
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course.  This  more  optimistic  prognosis  appeared 
to  characterize  the  natural  history  of  the  TIA  syn- 
drome although  factors  of  patient  selection  and 
good  antihypertensive  management  contributed  to 
it.  They  concluded  that  long-term  anticoagula- 
tion is  indicated  in  the  treatment  of  selected  pa- 
tients with  transient  ischemic  attacks. 

On  the  other  hand,  Baron  and  Fergusson83  de- 
scribed 5 cases  of  intracranial  hemorrhage  accom- 
panying anticoagulant  therapy.  They  reviewed 
the  literature  and  advised  caution  in  the  use  of 
anticoagulants  in  patients  with  hypertension  or 
recent  cerebral  infarctions;  particularly  those  due 
to  embolism.  Wiener  and  Nathanson84  found  that 
in  a series  of  50  consecutive  cases  of  subdural  he- 
matoma at  The  Mount  Sinai  Hospital  in  New 
York  City,  6 were  inpatients  receiving  anticoagu- 
lant drugs  for  coronary  disease. 

Recently  bilateral  subdural  hematomas  devel- 
oped in  a patient  after  anticoagulation  treatment 
for  twelve  months  following  a myocardial  infarc- 
tion. Moreover,  in  another  patient  an  intracere- 
bral hematoma  developed  following  administra- 
tion of  anticoagulants  because  of  pulmonary 
emboli. 

Mackay85  in  an  editorial  comment  in  the  Jour- 
nal of  the  American  Medical  Association  stated 
that  transient  ischemic  episodes,  probably  repre- 
senting in  some  instances  minor  embolization  and 
in  others  generalized  or  local  hypotensive  episodes 
which  threaten  thrombosis,  are  to  a considerable 
extent  effectively  managed  by  anticoagulation. 
However,  impressive  clinical  research  both  in  the 
United  States  and  abroad  has  demonstrated  rath- 
er definitely  that  the  dangers  of  anticoagulant 
therapy  are  greater  with  increasing  age,  in  the  hy- 
pertensive patient,  and,  of  course,  in  the  presence 
of  any  hemorrhagic  tendencies,  cerebral  or  other. 
It  has  been  pointed  out  that  massive  visceral 
hemorrhage,  if  it  follows  the  administration  of 
anticoagulant  drugs,  may  so  lower  blood  pressure 
as  to  lead  to  the  thrombosis  that  anticoagulation 
is  designed  to  prevent.  The  use  of  hypotensive 
drugs  to  lower  excessive  blood  pressure  in  prepa- 
ration for  anticoagulant  therapy  would  seem  to 
threaten  the  same  disaster.  Few  neurologists  can 
have  failed  by  now  to  see  instances  of  acute  and 
massive  intracranial  hemorrhage  in  patients  re- 
ceiving anticoagulants  for  such  non-neurologic 
conditions  involving,  for  example,  the  heart  or 
thrombophlebitis.  He  concluded, 

In  cerebrovascular  disease,  anticoagulant  therapy 
has  no  place  in  the  treatment  of  established  infarc- 
tions, little  if  any  in  the  treatment  of  ingravescent  or 
progressing  strokes,  and  should  be  limited  strictly  to 
those  cases  in  which  transient  ischemic  attacks  can 
be  diagnosed  confidently.  The  selection  of  patients 
for  this  relatively  small  group  is  exceedingly  difficult 
in  view  of  the  many  contraindications. 

Pearce,  Gubbay,  and  Walton86  stated  that  the 
evidence  for  the  efficacy  of  anticoagulant  therapy 


in  patients  suffering  from  transient  cerebral  isch- 
emic attacks  was  quite  inconclusive.  In  a con- 
trolled trial  in  37  patients  treated  for  eleven 
months,  59  per  cent  of  the  treated  group  and  45 
per  cent  of  the  control  subjects  had  one  or  more 
additional  transient  cerebral  ischemic  attacks. 
Ninety-one  per  cent  of  patient-months  in  the 
treated  group  and  88  per  cent  of  patient-months 
in  the  control  group  were  free  of  ischemic  attacks 
after  the  trial  was  begun.  During  the  period  of 
observation  1 treated  and  2 control  patients  devel- 
oped a complete  stroke.  In  another  editorial  com- 
ment Nahum87  stated: 

It  is  a remarkable  paradox  that  after  seventeen 
years  of  clinical  use  of  anticoagulants,  their  value  in 
the  treatment  of  arterial  occlusive  disease  is  still  un- 
determined with  some  publishing  good  results  in  se- 
lected cases  and  others  no  beneficial  results. 

One  reason  for  the  confusion  is  that  blood-clot- 
ting  mechanisms  do  form  a part  of  the  process  of 
intra-arterial  thrombosis,  but  to  what  extent  anti- 
coagulants affect  this  process,  if  at  all,  is  quite  un- 
known. For  example,  there  is  now  a view  that  the 
first  stage  in  the  formation  of  an  intra-arterial 
thrombosis  is  increased  adhesiveness  of  platelets 
with  gradual  formation  of  a white  thrombus. 
This  state  of  the  platelets  is  not  changed  by  anti- 
coagulants. Another  reason  for  confusion  is  the 
likelihood  that  any  clinically  useful  action  of  the 
coumarin  indanedione  drugs  is  related  to  their  ac- 
tion on  blood  clotting  factors  IX  and  X;  whereas 
the  control  of  the  drug  dosage  is  commonly  based 
on  a separate  action  on  prothrombin  and  factor  VII. 
This  may  explain  why  clotting  can  occur  even  at 
so-called  therapeutic  prothrombin  levels.  At  the 
present  time  most  physicians  will  concur  with  the 
conclusion  of  Mitchell  and  Schwartz88  in  their  ex- 
cellent monograph  that  “considered  overall,  anti- 
coagulants have  proved  less  valuable  in  the  man- 
agement of  arterial  disease  than  was  originally  an- 
ticipated.” The  difficulty  of  anticoagulation 
therapy  was  stressed  by  Zenteno-Alanis,  Corvera, 
and  Mateos89  when  they  reported  a patient  who 
developed  a subdural  hematoma  in  the  posterior 
fossa  while  on  anticoagulants  even  though  the 
therapeutic  level  was  in  the  safe  range. 

More  recently  Baker,  Ramseyer,  and  Schwartz90 
changed  their  opinion.  In  79  patients  a long-term 
prospective  study  was  made.  They  concluded 
that  a substantial  number  of  patients  who  had 
TIAs  only  when  first  seen  may  later  sustain  major 
strokes.  Over  a long  period  of  follow-up  15  per 
cent  of  patients  have  strokes  leading  to  significant 
disability  or  death.  Age  at  the  time  of  onset  of 
the  ischemic  attacks  influences  prognosis  in  that 
there  were  twice  as  many  deaths  in  the  sixty-five- 
year  and  over  age  group  as  in  the  fifty-five  to 
sixty-five-year  range.  There  were  no  deaths 
among  12  patients  under  the  age  of  fifty-five. 
Hypertension  adversely  influenced  prognosis  in 
this  series  with  hypertensive  patients  experiencing 
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more  ischemic  attacks  and  more  cerebral  infarc- 
tions. The  author  admitted  that  where  he  pre- 
viously had  been  impressed  with  the  benefit  of  an- 
tihypertensive therapy,  in  this  particular  report 
there  were  so  many  variables  encountered  that  a 
meaningful  interpretation  of  hypertensive  therapy 
was  not  possible.  With  reference  to  anticoagulant 
therapy,  again  there  did  not  seem  to  be  any  con- 
sistent trend  or  significant  difference  between 
those  who  received  anticoagulants  for  a short  peri- 
od and  those  who  did  not.  Baker,  Ramseyer,  and 
Schwartz90  summarized,  “many  of  the  conclusions 
concerning  factors  influencing  prognosis  must 
therefore  be  considered  tentative  and  wait  addi- 
tional studies.” 

Surgical  treatment  of  cerebrovascular  disease 

Since  Fisher12,13  described  the  high  incidence  of 
pathologic  developments  in  the  extracranial  por- 
tion of  the  internal  carotid  arteries,  many  investi- 
gators have  been  stimulated  to  excise  surgically 
accesssible  lesions  (carotid  endarterectomy)  after 
establishing  the  diagnosis  by  angiography.  Gun- 
ning et  al ,91  concluded  that  a stenosis  of  the  carot- 
id artery  may  provide  the  site  for  the  formation  of 
thrombus  with  subsequent  embolization  to  the  ce- 
rebral circulation.  Marshall51  recommended  that 
patients  with  severe  stenosis  should  have  surgical 
treatment.  Patients  with  moderate  stenoses  may 
have  surgery  or  anticoagulant  therapy.  If  the  pa- 
tient with  a moderate  stenosis  is  hypertensive,  the 
blood  pressure  must  be  lowered  before  anticoagu- 
lant therapy  is  started.  If  the  patient  does  not 
tolerate  hypotension,  surgery  again  becomes  the 
treatment  of  choice.  He  theorized  the  operation 
would  benefit  the  patient  by  removing  a site  at 
which  emboli  may  be  formed  to  be  later  dislodged 
and  carried  peripherally  to  occlude  smaller  ves- 
sels. With  reference  to  strokes-in-evolution,  pro- 
gressive onset,  he  believed  the  evidence  as  to  the 
value  of  surgery  was  too  scanty.  If  an  occlusion  of 
the  internal  carotid  artery  was  demonstrated,  sur- 
gery would  have  nothing  to  offer.  He  emphasized 
that  the  decision  about  surgery  cannot  be  made  in 
relation  to  the  findings  in  a single  vessel;  the  state 
of  the  other  vessels  must  influence  the  situation. 
Thus  complete  occlusion  of  the  contralateral  ca- 
rotid artery  makes  operation  on  an  ipsilateral  ste- 
nosis that  is  causing  symptoms  more  urgent  be- 
cause of  the  reduced  possibilities  of  collateral  sup- 
ply; at  the  same  time  it  makes  the  procedure  more 
hazardous  for,  in  the  event  that  a postoperative 
thrombosis  develops,  circulation  through  both  in- 
ternal carotid  arteries  will  then  be  absent.  Deci- 
sions in  this  type  of  case  are  extremely  difficult 
and  are  made  more  so  by  the  fact  that  knowledge 
of  the  natural  history  is  slender,  and  until  more 
surgery  has  been  done,  the  risks  and  prospects  of 
surgery  seem  somewhat  uncertain. 

Moreover  as  early  as  1963  Bruetman  et  al.92 
warned  of  a possible  intracranial  hemorrhage  fol- 


lowing revascularization  of  the  carotid  artery. 
Wylie,  Hein,  and  Adams  93  confirmed  this,  and 
Perdue  and  Lowry94  reported  16  patients  with 
acute  stroke  and  complete  occlusion  of  the  carotid 
artery  who  were  subjected  to  attempted  thrombo- 
endarterectomy  and  extraction  of  the  thrombus. 
Revascularization  was  successful  in  12,  of  whom 
6 made  a rapid  recovery  and  2 recovered  more 
slowly.  Four  patients  died  of  postoperative  hem- 
orrhage in  the  area  of  cerebral  softening.  While 
dramatic  improvement  was  sometimes  obtained, 
the  hazard  of  hemorrhage  into  the  infarction  re- 
sulting in  death  appeared  to  be  considerable.  By 
1966  Marshall95  had  a more  conservative  point  of 
view.  He  noted  that  both  anticoagulant  therapy 
and  surgery  had  been  recommended  for  the  man- 
agement of  cerebrovascular  disturbances  associ- 
ated with  lesions  of  the  internal  carotid  artery. 
Assessment  of  their  value  is  fraught  with  diffi- 
culty, which  stems  largely  from  the  fact  that  knowl- 
edge of  the  natural  history  of  lesions  of  the  inter- 
nal carotid  artery  is  insufficient  to  provide  ade- 
quate criteria  against  which  the  results  of  therapy 
can  be  measured.  Eight  hundred  cases  of  cere- 
brovascular disease  were  seen,  but  only  9 per  cent 
had  proved  carotid  lesions.  When  the  patient 
with  TIAs  was  shown  to  have  a stenosis  of  the  in- 
ternal carotid  artery,  the  lack  of  knowledge  of  the 
natural  history  of  the  condition  weighed  most 
heavily.  The  correct  management  of  occlusion  of 
the  internal  carotid  artery  must  remain  a matter 
for  individual  clinical  judgement.  The  case  for 
any  one  form  of  therapy  has  not  been  made  suffi- 
ciently clear  as  to  put  the  matter  beyond  doubt. 
The  crucial  problems  for  the  clinician  is  first  to 
determine  in  which  patients  the  stenosis  will  give 
rise  to  subsequent  disability  and,  second,  to  assess 
whether  the  risks  of  doing  nothing  are  greater 
than  those  of  doing  something. 

Jackson  and  Fromm96  described  3 patients  who 
presented  symptoms  of  thrombosis  of  the  cervical 
portion  of  the  internal  carotid  artery  and  were 
treated  by  thromboendarterectomy  of  anastomosis 
of  the  external  carotid  artery  to  the  internal  carot- 
id artery  above  the  thrombosis.  All  patients  im- 
proved postoperatively.  Postoperative  angio- 
grams, however,  revealed  further  thrombosis  rath- 
er than  reestablishment  of  circulation.  They  nat- 
urally emphasized  caution  in  the  interpretation  of 
favorable  results.  Murphey  and  Maccubbin97  de- 
scribed a series  of  165  patients  who  had  surgery  on 
194  arteries.  In  this  series  the  vast  majority  of 
patients  had  75  per  cent  or  more  of  their  vessels 
stenosed.  The  authors  felt  that  endarterectomy 
of  a stenosed  vessel  is  remarkably  successful  in 
many  recurrent  attacks,  regardless  of  the  present- 
ing neurologic  picture.  However  they  also  stated, 

It  is  impossible  to  evaluate  accurately  the  neuro- 
logic improvement  which  results  from  endarterec- 
tomy because  of  the  highly  variable  and  unpredict- 
able course  of  the  disease,  the  multiplicity  of  occlu- 
sive lesions,  and  embryological  variations  which  may 
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compromise  collateral  flow  and  the  numerous  ways 

in  which  lesions  produce  symptoms.97 

In  a group  of  130  endarterectomized  patients,  8 
developed  new  strokes  from  occlusive  involvement 
of  other  than  the  endarterectomized  vessel.98  The 
follow-up  period  was  two  to  eleven  years.  In  5 
cases  with  one  carotid  artery  involved,  the 
contralateral  carotid  artery  became  thrombosed  or 
stenotic  two  and  a half  to  five  years  later.  In  the 
presence  of  bilateral  carotid  stenosis,  it  was  felt 
that  repair  of  both  vessels  was  desired.  Morbidity 
and  mortality  rates  from  operative  intervention  in 
cases  of  TLA  with  no  deficit  was  minimal.  In  an- 
other series  of  300  consecutive  cases  the  presence 
of  multiple  segmental  involvement  in  both  carotid 
and  vertebral  distribution  was  pointed  out,  in 
spite  of  the  fact  that  clinically  the  patient  be- 
longed primarily  in  the  carotid  or  the  vertebro- 
basilar group.99 

Perdue  et  al. 100  reported  an  uncontrolled  group 
of  145  patients  in  a one  to  four-year  follow-up 
study  in  which  14  died  and  131  patients  survived. 
Of  the  living  patients  111  were  symptomatic,  5 
had  recurrent  symptoms  treated  successfully,  10 
had  persistent  neurologic  defects,  and  5 had  “in- 
sufficient follow-up.”  They  concluded  that  carot- 
id revascularization  is  preventive  surgery  and  ide- 
ally should  be  done  before  significant  neurologic 
loss  has  occurred. 

Joint  Study  of  Extracranial  Arterial  Occlu- 
sion. It  was  hoped  that  the  answer  to  this  con- 
fusing picture  might  be  obtained  by  the  Joint 
Study  of  Extracranial  Arterial  Occlusion,  which 
was  established  in  January,  1959,  under  the  direc- 
tion of  Michael  E.  DeBakey,  M.D. 

In  a preliminary  report  183  cases  were  consid- 
ered too  few  to  permit  a valid  statistical  analysis 
and  to  draw  definite  conclusions  regarding  indica- 
tion of  surgical  versus  nonsurgical  treatment  of 
stroke.101  A trend  seemed  to  be  that  the  best  can- 
didate for  surgery  was  the  patient  with  unilateral 
carotid  stenosis  with  or  without  stenosis  of  the 
posterior  circulation.  The  patient  with  bilateral 
carotid  stenosis  or  with  unilateral  stenosis  along 
with  occlusion  of  the  other  carotid  had  a high 
morbidity  or  mortality  rate  whether  or  not  surgery 
was  performed.  In  discussing  this  study,  Wylie102 
warned  again  of  the  distinct  hazard  in  the  early 
revascularization  of  infarcted  areas  of  the  brain 
due  to  the  effect  of  increasing  the  pressure  of  cir- 
culating blood  to  an  area  of  potential  infarction. 
Among  his  own  patients  he  also  reported  strokes 
as  a complication  of  carotid  operations.  Seven 
per  cent  of  the  360  operations  at  his  institution 
were  followed  by  the  development  of  a postopera- 
tive neurologic  deficit.  All  but  a few  of  the  opera- 
tions were  performed  under  local  anesthesia. 
Most  patients  were  able  to  tolerate  the  period  of 
temporary  carotid  occlusion  without  difficulty. 
Neurologic  damage,  when  it  appeared,  rarely  be- 


came evident  until  after  the  operation  was  com- 
pleted, most  often  between  the  first  and  eighth 
postoperative  hours.  In  most  patients,  the  neuro- 
logic deficit  was  reversible  and  in  one  half  was 
cleared  by  the  time  of  hospital  discharge.  A pos- 
sible explanation  for  this  complication  was  the  ob- 
servation of  “numerous  instances  of  the  frighten- 
ing appearance  of  microemboli  in  the  retinal  arte- 
ries of  patients”  within  a few  hours  following  ca- 
rotid endarterectomy. 

Definitive  results  of  the  Joint  Study  were  pub- 
lished in  a series  of  articles  beginning  in  1968. 
Fields  et  al.103  discussed  4,748  patients  with  signs 
and  symptoms  of  ischemic  vascular  disease  admit- 
ted to  various  institutions  for  prospective  investi- 
gation between  June  30,  1965,  and  July  1,  1969. 
Ischemic  stroke  patients  were  placed  in  the  fol- 
lowing categories: 

Transient  ischemic  attack:  a sudden  cerebral  epi- 
sode which  results  in  a distinct  neurologic  deficit, 
such  as  paresis,  paresthesia,  dysphasia,  or  vertigo. 
The  signs  and  symptoms  clear  in  a matter  of  min- 
utes or  hours.  Usually,  in  less  than  twenty-four 
hours  the  patient  returns  to  his  preattack  state. 

Steadily  progressive  from  onset:  a serious  neuro- 

logic deficit  which  progresses  steadily  in  a “stutter- 
ing” fashion  over  a number  of  days. 

Single  catastrophic  episode:  a definitive  neurolog- 
ic deficit  of  severe  degree  which  appears  to  have  be- 
come stationery  at  the  time  of  admission. 

Preliminary  analysis  of  these  data  suggests  that 
the  results  of  surgery  are  most  favorable  in  pa- 
tients with  TIA  or  minor  neurologic  deficits  in 
whom  stenosis  rather  than  occlusion  of  the  extra- 
cranial arteries  is  found.  In  general,  it  has  been 
experienced  that  in  most  participating  institutions 
it  is  unwise  to  operate  on  patients  with  acute  or 
progressive  stroke  within  the  first  ten  days  of 
onset  because  of  the  danger  of  cerebral  hemor- 
rhage due  to  sudden  reestablishment  of  normal 
arterial  blood  flow  of  the  brain  from  the  standpoint 
of  internal  carotid  artery  disease,  normal  flow  can 
be  restored  surgically  in  almost  all  vessels  in 
which  there  are  stenotic  lesions.  Attempts  to  re- 
store flow  in  completely  occluded  internal  carotid 
arteries  have  been  much  less  successful. 

Bauer  et  al. 104  reported  the  surgical  and  nonsur- 
gical treatment  of  1,225  randomly  selected  pa- 
tients with  occlusive  cerebrovascular  disease.  A 
classification  was  made  according  to  the  patient’s 
condition  at  the  time  of  admission  to  the  hospital. 

Class  1 included  patients  with  the  least  amount 
of  neurologic  deficit,  that  is,  those  with  transient 
attacks  and  a normal  neurologic  examination,  as 
well  as  patients  who  may  have  had  some  neuro- 
logic deficit,  but  the  deficit  did  not  include  dis- 
turbed consciousness,  dysphasia  or  aphasia,  i 
monoparesis,  hemiparesis,  and  spastic  or  ataxic  , 
gait.  Class  2 included  patients  who  had  normal  , 
consciousness  on  admission  but  may  have  had  a 
combination  of  abnormal  speech,  abnormal  gait, 
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and  a monoparesis  or  monoplegia.  Class  3 in- 
cluded patients  with  normal  consciousness  with 
or  without  a speech  or  gait  disturbance,  but  who 
did  have  a hemiparesis  or  hemiplegia.  Classes  4, 
5,  and  6 all  had  altered  consciousness  on  admis- 
sion as  well  as  combinations  of  speech,  gait,  and 
motor  disturbance. 

The  cumulative  survival  rate  of  Class  1 surgical 
patients  was  66  per  cent,  as  compared  with  68  per 
cent  for  the  nonsurgical  patients.  The  cumulative 
survival  rate  for  Class  2 patients  was  62  per  cent, 
as  compared  to  63  per  cent  for  nonsurgical  pa- 
tients. When  one  takes  into  consideration  the 
operative  mortality  (death  within  thirty  days  of 
operation)  rates  of  6.4  per  cent  in  Class  1 patients 
and  4.3  per  cent  for  Class  2 patients,  it  appears 
that  the  survivors  of  surgery  have  a slightly  lower 
subsequent  mortality  rate  than  nonsurgical  pa- 
tients. 

The  cumulative  survival  rate  at  forty-two 
months  for  Class  3 surgical  patients  was  58  per 
cent,  as  compared  with  72  per  cent  for  the  Class  3 
nonsurgical  patients.  In  Classes  4 and  5 the  cu- 
mulative survival  rates  were  better  for  the  nonsur- 
gical patients  when  compared  with  the  surgical 
patients,  but  the  number  of  patients  was  much 
smaller  and  no  statistical  significance  was 
reached. 

Analysis  was  also  made  in  patients  with  unilat- 
eral carotid  artery  stenosis  with  categorization  ac- 
cording to  the  neurologic  examination.  In  Class  1 
patients  with  the  least  amount  of  neurologic  defi- 
cit, the  cumulative  survival  rate  of  forty-two 
months  for  59  patients  having  had  surgery  was  77 
per  cent,  as  compared  to  83  per  cent  for  52  pa- 
tients who  did  not  have  surgery.  There  were  69 
patients  in  Class  2 with  unilateral  carotid  artery 
stenosis.  The  cumulative  survival  rate  was  83  per 
cent  for  forty-two  months  for  36  patients  who  had 
surgery,  as  compared  with  50  per  cent  for  33  pa- 
tients who  did  not  have  surgery.  This  difference 
was  statistically  significant  at  the  5 per  cent  level 
in  favor  of  surgical  treatment. 

In  summary,  with  respect  to  patients  with  uni- 
lateral stenosis,  when  classified  by  neurologic  ex- 
amination, there  was  statistical  significance  in 
favor  of  surgery  in  Class  2 patients,  but  there  was 
no  statistical  significance  for  surgical  or  nonsurgi- 
cal treatment  in  patients  with  no  deficit  or  mild 
deficit  or  in  patients  with  the  most  severe  neuro- 
logic deficit  (Classes  1,  3,  4,  5,  and  6). 

In  terms  of  unilateral  carotid  artery  occlusion 
and  contralateral  carotid  artery  stenosis,  there 
was  indication  that  carotid  endarterectomy  is  con- 
traindicated in  patients  with  stenosis  of  one  carot- 
id artery  if  the  other  is  occluded  in  the  presence  of 
rather  severe  neurologic  deficit. 

In  a review  of  surgical  consideration  Blaisdell  et 
il. 105  reported  2,400  operations  carried  out  be- 
:ween  1961  and  1968  with  an  overall  surgical  mor- 
ality rate  of  4.5  per  cent.  The  highest  complica- 


tion rate,  including  death,  was  noted  in  patients 
operated  on  within  two  weeks  of  the  development 
of  an  acute  neurologic  deficit.  A group  of  494  pa- 
tients with  no  neurologic  deficit  at  the  time  of  op- 
eration was  compared  with  1,673  patients  with 
neurologic  deficit  the  onset  of  which  preceded  op- 
eration by  more  than  two  weeks  and  with' another 
group  of  50  patients  with  acute  neurologic  deficit 
occurring  within  two  weeks  of  operation.  The 
surgical  mortality  rate  during  the  consequent  hos- 
pitalization was  2 per  cent  for  those  patients  with- 
out neurologic  deficit  (roughly  10  patients),  5 per 
cent  with  neurologic  deficit  of  more  than  two 
weeks  duration  (roughly  80  patients),  and  42  per 
cent  for  those  with  recently  developed  deficits 
(roughly  20  patients). 

In  breaking  down  the  overall  surgical  mortality 
rate  among  participating  institutions,  in  seven  the 
surgical  mortality  was  less  than  2 per  cent;  in 
three  it  was  3 to  5 per  cent;  in  eight  others,  5 to  10 
per  cent;  and  in  three,  10  to  20  per  cent;  in  one,  25 
per  cent;  and  still  another,  36  per  cent.  As  a gen- 
eral rule  the  institutions  providing  the  largest 
number  of  cases  and  consequently  the  broadest 
experience  had  the  lowest  mortality  rates. 

Most  of  the  surgeons  postponed  operating  on 
patients  with  acute  strokes  for  a minimum  six  to 
seven  days,  and  some  believed  that  surgery  should 
be  postponed  for  as  long  as  three  months.  These 
data  permit  no  definite  conclusion  to  be  made  re- 
garding indication  for  operation  on  completely  oc- 
cluded internal  carotid  arteries,  since  the  earlier 
an  operation  was  performed,  the  greater  the 
chance  of  reestablishing  patency  but  also  the 
higher  the  risk  of  converting  an  anemic  infarct 
into  the  much  more  lethal  hemorrhagic  infarct. 

In  a more  detailed  review  of  transient  ischemic 
attacks,  Fields  et  al. 106  noted  that  in  long-term 
follow-up  better  results  in  surgically  treated  pa- 
tients applied  only  to  the  two  subgroups  with  bi- 
lateral artery  disease  (subgroup  II,  bilateral  carot- 
id stenosis  and  subgroup  III,  stenosis  of  one  carot- 
id artery  and  occlusion  of  the  other).  Further- 
more, when  transient  attacks  occurred  in  the  sur- 
gical group  during  follow-up,  they  usually  in- 
volved the  territory  of  an  artery  other  than  the 
one  operated  on.  Occurrence  of  new  strokes  in 
the  follow-up  period  was  4 per  cent  in  the  surgical 
group  and  12.4  per  cent  in  the  nonsurgical  group. 
Among  the  patients  who  were  operated  on,  the 
new  stroke  during  follow-up  involved  the  opposite 
hemisphere  in  3 of  6 patients.  Among  the  pa- 
tients allocated  to  nonsurgical  treatment,  the  pre- 
viously symptomatic  side  was  involved  in  11  of  18 
patients,  and  the  opposite  cerebral  hemisphere 
was  involved  in  only  2 patients. 

However,  the  statistics  exclude  morbidity  and 
mortality  rates  of  the  surgical  procedure  itself, 
which  was  quite  significant  in  subgroup  II,  bilat- 
eral carotid  stenosis;  5 patients  died  and  10  devel- 
oped strokes  in  the  immediate  postoperative  peri- 
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od.  In  subgroup  III  with  carotid  occlusion  and 
contralateral  stenosis,  there  were  3 patients  with 
stroke  in  the  immediate  postoperative  period. 

The  authors  underscored  this  problem  of  surgi- 
cal morbidity: 

In  this  series,  the  operative  morbidity  and  mortali- 
ty were  high  in  subgroup  II  and  the  operative  mor- 
bidity was  10  per  cent  in  subgroup  III.  If  one  is  to 
justify  recommending  surgery,  this  risk  must  be 
overcome  by  providing  a significant  compensatory 
reduction  in  the  incidence  of  new  stroke  in  the  fol- 
low-up period  when  compared  to  new  stroke  inci- 
dence encountered  in  nonsurgically  treated  patients. 
Operation  in  all  subgroups,  cannot  be  sufficiently 
justified  simply  by  the  high  percentage  of  relief  of  re- 
current transient  attacks  of  neurologic  dysfunction  in 
the  population  at  risk  in  the  follow-up  period.  This 
is  so  because  the  transient  ischemic  episodes  are 
rarely  incapacitating.106 

If  one  were  also  to  add  the  morbidity  and  mor- 
tality rates  for  angiography,  which  was  not  men- 
tioned and  would  appreciably  vary  for  the  differ- 
ent subgroups,  it  is  clear  this  problem  is  still  not 
solved. 

A personal  summary  of  the  Joint  Study  was 
made  by  Hass.107  He  stated  the  extensive  em- 
ployment of  “four-vessel”  cerebral  angiography 
has  confirmed  the  extraordinary  frequency  of  ex- 
tracranial arterial  lesions  in  patients  with  isch- 
emic syndromes.  In  most  cases  arterial  lesions 
were  found  at  multiple  sites. 

The  lowest  operative  mortality  rate  reported  in 
a series  that  includes  all  types  of  patients  and  le- 
sions was  37  per  cent.  Most  deaths  occurred 
when  the  operation  was  performed  within  two 
weeks  after  the  onset  of  an  acute  neurologic  defi- 
cit. Extracranial  vascular  procedures  performed 
during  that  interval,  particularly  in  patients  with 
altered  states  of  consciousness,  may  be  associated 
with  a mortality  rate  as  high  as  42  per  cent. 

It  must  be  stated  emphatically  that  extracranial 
arterial  surgery  for  ischemic  stroke  syndromes  is 
solely  a prophylactic  measure  which  should  never 
be  employed  less  than  ten  to  fourteen  days  after 
the  most  recent  cerebral  episode.  Patients  with 
transient  ischemic  attacks  or  TIAs  with  incom- 
pleted  recovery,  associated  with  unilateral  cervical 
carotid  stenosis,  have  proved  to  be  ideal  candi- 
dates for  arterial  surgery.  When  new  strokes  oc- 
curred, they  were  seldom  related  to  the  surgically 
treated  artery. 

The  treatment  of  patients  with  TIAs  with  com- 
plete recovery,  associated  with  bilateral  cervical 
carotid  stenosis,  has  not  yet  reached  statistical 
significance. 

The  Joint  Study  of  4,478  patients  represents  an 
enormous  amount  of  work.  The  clinical  material 
was  divided  into  significant  subgroups  and  most 
carefully  and  completely  documented.  The  con- 
clusion to  recommend  surgical  treatment  in  Class 
2 patients  with  TIAs  due  to  unilateral  artery  ste- 
nosis was  based  on  merely  69  patients,  36  who  had 


surgery  and  33  who  did  not!  It  is  no  wonder 
many  neurologists  are  still  not  convinced  of  the  ef- 
ficacy of  surgical  therapy. 

The  emphasis  in  recent  years  of  the  existence  of 
surgically  accessible  lesions  in  the  extracranial 
portion  of  the  carotid  artery  minimized  the  knowl- 
edge that  atherosclerosis  affects  many  blood  ves- 
sels simultaneously.  The  Joint  Study  docu- 
mented the  multiplicity  of  lesions  in  their  patient 
population.  Stein  et  a/.108  concluded  from  the  ex- 
amination of  130  autopsies  that  the  single  most 
important  factor  in  the  production  of  cerebral  in- 
farction was  the  combination  of  extra-  and  intra- 
cranial atheroma  but  that  infarction  did  occur 
with  extracranial  disease  alone.  Stenotic  or  oc- 
clusive disease  of  both  of  the  cerebral  and  cervical 
arteries  was  present  in  57  per  cent  of  patients  with 
cerebral  infarction  and  in  32  per  cent  of  patients 
who  had  no  cerebral  infarction.  Ring109  analyzed 
intracranial  causes  of  “stroke,”  such  as  major  and 
lesser  vessel  lesions,  in  relation  to  extracranial 
cervical  carotid  artery  diseases.  Fieschi  and  Boz- 
zao110  performed  angiographic  studies  in  86  pa- 
tients during  the  acute  phase  of  an  ischemic  cere- 
bral vascular  lesion  and  noted  a high  percentage 
of  occlusion,  especially  of  intracranial  arteries 
among  25  cases  of  middle  cererbral  artery  occlu- 
sion and  6 cases  of  occlusion  of  the  internal  carot- 
id artery  at  a distal  level;  and  the  recanalization 
of  10  of  these  occlusions  in  angiographic  checkup 
or  reported  at  a later  date  at  necropsy.  Thus, 
transient  occlusion  of  the  major  cerebral  arteries 
may  play  an  important  role  in  the  pathogenesis  of 
brain  infarcts. 

Primum  non  nocere 

The  conservative  approach  to  the  management 
of  arterial  disease  involving  the  cerebrum  assumes 
that  with  gradual  stenosis  of  blood  vessels  collat- 
eral circulation  will  develop  and  protect  the  pa- 
tient from  major  neurologic  illness.  Mount  and 
Taveras111  described  collateral  circulation  via  the 
circle  of  Willis;  the  meningeal  branches  of  the  an- 
terior, middle,  and  posterior  cerebral  arteries;  the 
external  carotid  artery  via  the  ophthalmic  artery 
and  its  branches  with  the  internal  and  external 
maxillary  and  superior  temporal  arteries;  the  mid- 
dle meningeal  artery  and  the  meningeal  branch  of 
the  internal  carotid  artery;  and  unnamed  arteries 
passing  through  the  dura  and  anastomosing  with 
vessels  on  the  surface  of  the  brain.  The  incidence 
of  the  development  of  collateral  circulation  in 
cerebrovascular  disease  has  not  been  clarified. 
Throughout  the  years  patients  have  been  re- 
ported with  minimal  neurologic  deficit  but  major 
pathologic  lesions  of  the  blood  vessels,  such  as  bi- 
lateral carotid  artery  occlusion.112113  Hardesty114 
described  a fifty-six-year-old  man  who  had  tran- 
sient episodes  of  “dizziness  and  faintness”  and  oc- 
casional episodes  of  scotoma  of  the  inferior  field  of 
both  eyes.  He  had  bilateral  carotid  artery  bruits. 
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A left  carotid  arteriogram  showed  complete  occlu- 
sion of  the  internal  carotid  artery  with  extensive 
collateral  circulation  to  the  brain  through  the  ex- 
ternal carotid  artery.  An  endarterectomy  of  the 
left  carotid  was  performed.  The  surgeon  reported 
that  flow  could  not  be  restored  through  the  inter- 
nal carotid  vessel.  The  external  carotid  artery 
was  also  repaired,  and  the  patient  did  well.  He 
was  readmitted  to  the  hospital  because  of  a synco- 
pal attack.  An  arch  arteriogram  failed  to  show 
either  right  or  left  vertebral  vessels.  Both  inter- 
nal carotid  vessels  were  occluded  at  their  origins. 
Extensive  collateral  circulation  was  seen.  There 
was  marked  stenosis  near  the  origin  of  the  left  ex- 
ternal carotid  vessel.  Following  the  arteriogram 
the  patient  noted  some  weakness  in  the  right  arm 
and  leg,  but  this  improved.  He  again  had  an 
endarterectomy  of  the  left  carotid  artery,  and  a 
patch  graft  of  the  left  external  carotid  vessel  was 
performed  with  restoration  of  a stronger  pulse  in 
the  left  temporal  region.  Jacobs115  reported  a 
sixty-five-year-old  woman  who  was  hospitalized 
with  somnolence,  confusion,  dysphasia,  and  motor 
seizures.  Twelve  years  previously  she  had  had  an 
acute  onset  of  mental  and  communication  deficits 
and  motor  and  sensory  dysfunction  on  the  right 
side  which  rapidly  improved.  Within  three  weeks 
she  was  discharged  from  the  hosptial  and  func- 
tioned well  as  a housewife  during  the  ensuing 
eleven  years  until  several  hours  prior  to  her  ad- 
mission. Angiography  revealed  bilateral  internal 
carotid  artery  occlusion.  There  was  no  collateral 
circulation  between  the  internal  and  external 
carotid  systems.  The  anterior  and  middle  cerebral 
circulation  was  entirely  via  two  enlarged  posterior 
communicating  arteries,  the  terminal  branches  of 
the  basilar  artery.  She  did  well  without  end- 
arterectomies. 

The  following  cases  are  noteworthy. 

Case  7.  A sixty-five-year-old  diabetic  man  suffered 
for  three  years  from  transient  attacks  of  “vertigo,” 
which  were  actually  a sensation  of  imbalance  lasting  a 
fraction  of  a minute.  Five  weeks  prior  to  examination 
he  noted  that  his  left  arm  suddenly  went  limp.  There 
was  no  pain  or  loss  of  sensation.  The  symptom  lasted 
about  forty-five  minutes,  disappeared,  and  reappeared 
later  in  the  day  in  a milder  form,  occasionally  associ- 
ated with  a limp  feeling  in  the  left  leg.  Thereafter  on 
eight  to  ten  occasions  he  had  recurrent  mild,  brief  at- 
I tacks  of  weakness  of  the  left  upper  extremity.  Two 
weeks  prior  to  the  examination  bifrontal  head  pain  en- 
sued. 

He  had  angina  pectoris  for  which  he  took  nitroglycer- 
in, but  there  was  no  correlation  between  weakness  of 
his  arm  and  his  chest  pains. 

Results  of  the  neurologic  examination  were  entirely 
within  normal  limits  except  for  the  presence  of  loud 
bruits  in  the  midanterior  portion  of  the  neck. 

Diphenylhydantoin  (Dilantin)  was  prescribed,  but 
after  “an  exceptionally  bad  night”  during  which  severe 
chest  pain  required  4 or  5 nitroglycerin  tablets,  he 
awoke  with  a limp  left  hand.  Reexamination  revealed 


weakness  of  the  left  hand  and  wrist.  An  electroen- 
cephalogram indicated  right  front  parietal  dysfunction. 
He  recovered  and  was  well  for  nine  months,  when  he 
suddenly  developed  weakness  of  the  left  side  of  the 
body.  On  admission  to  the  hospital  he  was  obtund 
with  a severe  organic  mental  syndrome.  His  eyes 
tended  to  drift  to  the  right,  there  was  left  central  facial 
paresis  and  dysarthria.  He  had  a severe  left  hemipar- 
esis.  The  deep-tendon  reflexes  were  absent  through- 
out. There  was  a defective  left  plantar  response.  Re- 
sults of  the  sensory  examination  were  difficult  to  evalu- 
ate, but  he  seemed  to  have  extinction  to  double  simul- 
taneous stimulation  on  the  left  side  of  the  body,  and 
position  sense  errors  were  consistently  made  in  the  left 
hand.  He  had  a stormy  hospital  course  complicated 
by  a severe  pneumonia.  Nevertheless,  he  recovered 
quite  completely  and  was  able  to  return  to  work. 

Case  8.  A sixty-one-year-old  woman  was  well  until 
four  weeks  prior  to  examination,  when  she  developed 
attacks  occurring  two  or  three  times  a week  in  clusters 
of  two  or  three  times  a day:  “I  feel  faint  but  I don’t 

really  become  unconscious.”  There  was  no  pattern  to 
the  time  of  the  day  or  to  meals.  For  ten  year’s  she  had 
sporadically  had  “painless  headaches,”  that  is,  sudden 
attacks  in  which  figures  of  lights  developed  in  the  left 
eye  or  in  both  eyes,  associated  with  blurring  of  vision 
which  lasted  “minutes.”  Two  years  previously  she  de- 
veloped a tremor  of  the  head  which  was  “in  the  fami- 
ly.” 

The  neurologic  examination  findings  were  within 
normal  limits  except  for  a head  tremor  and  bilateral 
carotid  artery  bruits.  Each  bruit  was  independent  of 
the  other,  and  they  were  not  transmitted  from  the 
heart.  This  patient  has  been  asymptomatic  without 
therapy  during  the  last  five  years. 

There  are  many  other  instances  of  patients  with 
bruits  over  the  carotid  vessels  in  the  neck  who 
also  did  well.  Naturally  there  are  other  patients 
who  do  not  do  well.  Statistics  are  nonexistent, 
because  the  natural  history  of  cerebrovascular  dis- 
ease is  still  unknown.  All  current  published  stud- 
ies utilize  control  and  treatment  groups.  How- 
ever, these  patients  are  preselected  by  virtue  of 
being  hospitalized.  It  is  thought  that  the  vast 
majority  of  patients  with  symptoms  of  cerebrovas- 
cular disease  do  not  enter  hospitals.  The  clinical 
impression  without  evidence  is  that  most  of  them 
do  well. 

There  are  no  known  current  attempts  to  estab- 
lish the  natural  history  of  cerebrovascular  disease. 
This  would  require  the  hospitalization  of  every 
patient  with  one  or  more  of  the  previously  men- 
tioned manifestations  of  central  nervous  system 
dysfunction.  They  would  then  have  to  undergo  a 
complete  diagnostic  investigation  including  four- 
vessel  angiography.  Those  who  had  cerebrovas- 
cular disease  and  those  with  “no  demonstrable 
pathology”  would  have  to  be  followed  for  the  next 
five  to  ten  years.  Such  a project  is  not  feasible, 
since  today  apparently  only  a small  percentage  of 
such  patients  are  even  referred  to  neurologists, 
who  in  turn  do  not  hospitalize  every  case. 


April  1 5,  1 973  / New  York  State  Journal  of  Medicine  989 


Conclusions 

A dysfunction  of  the  central  nervous  system 
may  only  be  clinically  localized. 

The  etiologic  clarification  of  central  nervous 
system  dysfunction  requires,  a complete  investiga- 
tion in  the  hospital,  which  must  include  angiogra- 
phy. The  use  of  expressions  such  as  “TIA”  or 
“stroke”  without  angiographic  diagnosis  is  disad- 
vised.  The  decision  for  hospitalization  in  each 
case  must  be  individualized. 

There  is  no  harmless  medicine  of  proved  value 
in  cerebrovascular  disease. 

The  feasibility  of  cervical  carotid  endarterec- 
tomy is  still  in  doubt. 

At  this  time  patients  with  cerebrovascular  dis- 
ease are  probably  best  treated  by  the  principle 
“primum  non  nocere.” 

1185  Park  Avenue 
New  York,  New  York  10028 
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Abdominal  and  Low-Back 
Pain  Associated  with 
Dysphagia 

Case  history 

J.  Gu,  M.D.*:  A sixty-three-year-old  man  was 
admitted  with  a one-year  history  of  dysphagia  ac- 
companied by  abdominal  and  low-back  pain. 
About  two  years  before  he  was  admitted  to  an- 
other hospital  because  of  lower  urinary  tract  ob- 
struction which  necessitated  a suprapubic  prosta- 
tectomy. During  that  hospitalization  he  noted 
some  difficulty  in  swallowing  food.  In  addition  he 
complained  of  back  pain.  An  upper  gastrointesti- 
nal series  showed  a gastric  ulcer  for  which  he  was 
placed  on  a bland  diet  and  antacids.  His  symp- 

*Instructor  in  Radiology,  Upstate  Medical  Center. 


toms  persisted,  and  he  lost  30  pounds  in  weight. 
Recently  he  vomited  following  a meal  and  there- 
after experienced  nausea  and  vomiting  of  increas- 
ing severity.  He  became  unable  to  retain  liquids 
and  was  admitted  to  the  hospital  for  further  eval- 
uation and  treatment. 

Physical  examination  revealed  small  lymph 
nodes  to  be  palpable  in  the  left  anterior  and  pos- 
terior cervical  areas  and  in  the  right  supraclavicu- 
lar fossa;  larger  nodes  were  palpable  in  the  left 
axilla  and  in  each  inguinal  area.  A firm  nodular 
liver  edge  was  palpable  8 cm.  below  the  right  cos- 
tal margin.  Other  physical  findings  and  laborato- 
ry tests  were  not  remarkable. 

Lexsee  Nickson,  M.D.f:  Four  studies  are 

shown  here.  The  initial  roentgenogram  of  the 
chest  suggests  two  mass  lesions  in  the  region  of 
the  right  hilus  (Fig.  1A).  The  upper  shadow  is 
probably  superimposed  on  the  right  main  pulmo- 
nary artery,  but  conceivably  this  density  could 
tResident  in  Radiology,  Upstate  Medical  Center. 


FIGURE  1 (A)  Frontal  radiograph  of  chest  showing  large  hilar  nodes  on  right,  left  pleural  effusion,  and  poorly  de- 

fined mass  behind  heart  (B)  Tomogram  of  mid-thorax  shows  large  hilar  nodes  on  right. 


992  New  York  State  Journal  of  Medicine  / April  1 5,  1 973 


FIGURE  2.  (A)  Barium  in  esophagus  outlines  marked  narrowing  with  some  proximal  dilatation  and  soft-tissue 

mass  around  esophagus.  (B)  Shows  displacement  of  stomach  by  retroperitoneal  mass.  (C)  Retroperitoneal  mass 
and  displacement  of  stomach  again  shown 


represent  simply  a large  right  main  pulmonary  ar- 
tery. This  possibility  is  strengthened  by  a rather 
prominent  left  main  pulmonary  artery.  Another 
mass  lesion  overlies  the  inferior  aspect  of  the  right 
hilus.  The  outer  aspects  of  this  mass  have  very 
smooth  margins  and  there  is  no  evidence  of  calci- 
fication within  it.  In  addition  to  the  abnormali- 
ties just  described,  there  appears  to  be  another 
density  in  the  left  paravertebral  area  just  behind 
the  heart.  I am  not  able  to  delineate  this  same 
finding  on  the  lateral  projection.  It  could  repre- 
sent a paraspinal  mass  lesion  or,  possibly,  one  of 
esophageal  origin.  The  rest  of  the  lung  fields  are 
clear.  There  is  blunting  of  the  left  costophrenic 
angle  due  to  pleural  effusion  or  old  pleural  dis- 
ease. The  mediastinum  and  heart  otherwise  are 
not  remarkable.  A tomographic  study  of  the  en- 
tire chest  shows  the  previously  noted  mass  lesion 
in  the  right  hilus  (Fig.  IB).  What  I thought 
might  be  an  enlarged  right  main  pulmonary  artery 
is  in  actuality  a mass  lesion  superimposed  over 
the  right  main  pulmonary  artery.  The  mass  in 
the  inferior  aspect  of  the  right  hilus  is  shown  to 
have  lobulated  margins.  Again  there  is  no  evi- 
dence of  calcification. 

A barium  swallow  examination  shows  evidence 
of  narrowing  in  the  distal  esophagus  (Fig.  2A). 
Some  dilatation  of  the  esophagus  is  recognized 
proximal  to  the  narrowing  at  the  cardioesophageal 
junction.  There  is  also  thickening  of  the  soft  tis- 


sue  surrounding  the  barium  column  in  the  distal 
esophagus.  A left  posterior  oblique  view  taken 
during  the  gastrointestinal  series  reveals  forward 
displacement  of  the  barium-filled  stomach  (Fig. 
2B).  There  also  appears  to  be  an  impression  on 
the  lesser  curvature  of  the  stomach  by  an  extrinsic 
process.  This  could  represent  an  enlarged  body  of 
the  pancreas  or  a mass  lesion  in  the  retroperito- 
neal area.  A repeat  examination  shows  definite 
extrinsic  compression  of  the  lesser  curvature  of  the 
stomach  due  to  the  mass  lesion  (Fig.  2C). 

In  summary,  this  sixty-three-year-old  man  was 
brought  to  the  hospital  with  a one-year  history  of 
difficulty  in  swallowing  plus  abdominal  and  low- 
back  pain.  A roentgenogram  of  the  chest  showed 
lobulated  mass  lesions  adjacent  to  the  right  hilus 
and  another  mass  surrounding  the  distal  esopha- 
gus. The  upper  gastrointestinal  series  shows 
lower  esophageal  narrowing  associated  with  some 
thickening  of  the  esophageal  wall  and  esophagus 
proximal  to  the  obstruction.  There  is  also  a mass 
lesion  probably  arising  in  the  body  of  the  pancreas 
or  the  adjacent  retroperitoneum.  Because  of  the 
multiple  lesions  in  this  patient,  the  probable  diag- 
nosis should  be  malignant  lymphosarcoma  or  re- 
ticulum-cell  sarcoma.  Another  possibility  is 
Hodgkins’s  disease,  but  his  age  is  against  this  di- 
agnosis. 

Metastatic  lesions  from  other  primary  sources 
should  be  considered. 
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FIGURE  3 This  depicts  one  of  cellular  areas  com- 
posed of  lymphocytes,  eosinophilic  leukocytes,  plasma 
cells,  and  atypical  reticulum  cells  In  center  is  large 
atypical  reticulum  cell  with  prominent  nucleolus,  con- 
sistent with  Sternberg-Reed  cell  (hematoxylin  and  eosin 
stain  X 560). 


Dr.  Nickson's  diagnosis 

Malignant  lymphoma,  probably  lymphosarcoma 
or  reticulum-cell  sarcoma 

Pathologic  report 

Ilga  Rullis,  M.D.*:  In  September,  1971,  a 

right  cervical  lymph  node  was  biopsied.  Frozen 
section  was  done  and  interpreted  as  abnormal 
lymph  node,  suspicious  but  not  fully  diagnostic  of 
lymphoma.  Permanent  sections  of  the  same  tis- 
sue were  diagnostic  of  Hodgkin’s  disease,  mixed 
cellularity  and  nodular  sclerosis  types.  A similar 
diagnosis  was  made  on  a mediastinal  lymph  node. 

Less  than  a month  later  an  inguinal  node  and 
skin  nodule  were  removed,  and  again  a diagnosis 
of  Hodgkin’s  disease  was  made  in  both  tissues. 

The  lymph  nodes  revealed  similar  microscopic 
appearances  in  the  earlier  and  later  specimens 
(Fig.  3).  The  nodal  architecture  was  totally  oblit- 
erated. In  some  areas  the  lymphocytes  were  plen- 
tiful, but  in  others  sclerosis  in  a vague  nodular 
pattern  with  a paucity  of  cells  was  seen.  In  the 
more  cellular  areas  there  were  the  usual  polymor- 

* Assistant  Professor  in  Pathology,  Upstate  Medical  Center. 


phic  infiltrate  with  an  abundance  of  eosinophilic 
leukocytes.  Numerous  atypical  reticulum  cells 
were  present,  many  with  prominent  nucleoli. 
Classic  Sternberg-Reed  cells  were  infrequent. 

The  skin  nodule  revealed  a neoplastic  infiltrate 
in  the  dermis  which  was  less  cellular,  and  collage- 
nous connective  tissue  divided  the  infiltrate  in 
vague  nodules,  similar  to  those  seen  in  the  less 
cellular  areas  in  the  lymph  nodes.  Rare 
Sternberg-Reed  cells  were  present. 

The  classification  employed  in  our  department 
for  some  years  has  been  that  proposed  by  Luke, 
Butler,  and  Hicks.1 

These  lesions  were  classified  as  mixed  cellularity 
and  nodular  sclerosis  types. 

Comment 

J.  Head,  M.D.j:  Hodgkin’s  disease  involving 

the  esophagus  is  rare.  In  their  book  Benedict  and 
Nardi2  review  a case  reported  by  Weyde.  The  pa- 
tient was  a twenty-three-year-old  male  who  suf- 
fered from  Hodgkin’s  disease  for  six  and  one-half 
years  at  which  time  he  noted  difficulty  in  swal- 
lowing. The  cause  proved  to  be  an  esophageal  in- 
filtration 8 cm.  in  length  situated  just  above  the 
cardia.  This  lesion  had  the  appearance  of  carci- 
noma endoscopically  and  radiographically.  Biop- 
sy proved  it  to  be  Hodgkin’s  disease.  He  received 
considerable  relief  from  radiation  therapy. 

Bichel3  reported  the  case  of  a twenty-one-year- 
old  male  who  complained  of  severe  generalized 
itching  of  one  year’s  duration,  fatigue,  and  swell- 
ing of  a lymph  node  in  the  right  axilla.  A biopsy 
specimen  showed  typical  Hodgkin’s  granuloma. 
Irradiation  was  given  to  the  swollen  nodes,  and 
this  patient  was  asymptomatic  for  about  twelve 
months  when  he  again  complained  of  itching  as 
well  as  dysphagia.  A roentgenogram  of  the 
esophagus  demonstrated  irregularities  and  marked 
narrowing  of  the  lumen  at  the  level  of  the  fourth 
dorsal  vertebra.  Endoscopy  revealed  a bulky 
tumor  in  the  anterior  wall  of  the  esophagus  28  cm. 
from  the  teeth.  The  tumorous  infiltrations  ex- 
tended 6 to  8 cm.  distally.  A biopsy  specimen 
showed  typical  Hodgkin’s  granuloma.  He  re- 
ceived 4,400  r by  rotation  therapy  (approximately 
3,000  r to  tumor)  with  complete  relief  of  symp- 
toms. The  time  of  therapy  and  modality  were  not 
given.  Although  he  had  recurrent  disease  in  the 
abdomen  including  the  stomach  and  later  in 
bones,  he  survived  five  years.  At  autopsy  no  evi- 
dence of  disease  could  be  found  in  the  distal 
esophagus. 

Our  patient  received  2,500  r in  nine  treatments 
with  radioactive  cobalt  (Co-60)  through  opposed 
portals  with  improvement  sufficient  so  that  he 
could  swallow  liquids. 

It  is  interesting  that  Hodgkin’s  disease  of  the 

t Associate  Professor  in  Radiology,  Upstate  Medical  Center, 
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esophagus  is  so  rare,  especially  considering  the 
frequency  of  involvement  of  the  mediastinum  and 
the  paraspinal  areas.  It  is  worthwhile,  however, 
to  keep  this  lesion  in  mind  in  any  patient  with 
Hhdgkin’s  disease  in  whom  dysphagia  develops, 
since  such  a patient  may  be  given  prompt  relief 
with  appropriate  radiation  therapy. 
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Candida  (Monilia)  has  long  been  recognized  as  a 
cause  of  esophagitis  in  infants.1  Andren  and 
Theander2  published  the  first  radiographic  de- 
scription of  esophageal  moniliasis  in  adults  in 
1956.  The  2 cases  presented  were  complications 
of  oral  thrush  in  chronically  ill  patients  on  ste- 
roids and  antibiotics.  Illustrations  and  descrip- 
tions of  the  radiographic  findings  were  those  of 
multiple  indentations  and  protrusions  of  the 
esophageal  wall. 

Kaufmann,  in  1958, 3 reported  a case  of  esopha- 
geal moniliasis  in  a four-year-old  child  with  aplas- 
tic anemia.  The  radiographic  findings  were  dis- 
cussed. That  same  year,  Kaufman  and  Levene4 
reported  with  autopsy  findings  a case  of  esopha- 
geal moniliasis  complicating  leukemia  in  a six- 
teen-year-old  boy.  In  1960  Kaufman,  Scheff,  and 
Levene5  presented  2 cases  of  esophageal  moniliasis 
in  adult  males  (eighty  and  forty  years  old),  both 
of  whom  had  leukemia.  Treatment  with  oral  nys- 
tatin (Mycostatin)  resulted  in  the  disappearance 
of  all  swallowing  symptoms,  and  the  x-ray  find- 
ings in  the  esophagus  became  entirely  normal. 

In  1960  Mendl,  McKay,  and  Tanner11  described 
the  radiographic  findings  of  multiple  esophageal 
outpouching  in  a fifty-six-year-old  male  with  a 
nine-month  history  of  dysphagia.  This  was  called 
intramural  esophageal  diverticulosis,  and  it  was 
postulated  that  increase  in  intraluminal  pressure 
might  be  the  cause.  In  1966  Hodes,  Atkins,  and 
Hodes7  described  similar  x-ray  findings  in  a fifty- 
two-year-old  male  with  a five-year  history  of  re- 
current dysphagia.  Radiographic  findings  were 


FIGURE  1.  (A)  Full-length  esophagogram  on  January 

17,  1968,  showing  diffuse  mucosal  changes  and  diver- 
ticula in  upper  and  middle  thirds  Varices  evident  in 
lower  third.  (B)  Spot  film  of  upper  esophagus. 

the  same  three  years  later,  at  a time  when  the  pa- 
tient was  asymptomatic.  In  1967  one  of  us  pre- 
sented a case  of  “intramural  esophageal  diverticu- 
losis” occuring  in  a twenty-one-year-old  male  with 
a history  of  dysphagia  since  infancy.8  In  June, 
1968,  Zatzkin,  Green,  and  LaVine9  presented  a 
case  described  as  “intramural  esophageal  divertic- 
ulosis” in  a sixty-three-year-old  female  with  a his- 
tory of  increasing  dysphagia.  She  had  far-ad- 
vanced cavitary  pulmonary  tuberculosis,  and  her 
dysphagia  increased  during  antituberculous  thera- 
py. Biopsy  showed  marked  chronic  inflamma- 
tion, and  on  culture,  Candida  albicans  was  recov- 
ered. 

In  a recent  article,  Troupin19  described  esopha- 
geal diverticulosis  in  a seventy-five-year-old  Negro 
female  with  a twelve-year  history  of  episodic  dys- 
phagia. Esophageal  cultures  grew  out  Candida 
albicans.  Esophageal  biopsy  of  superficial  muco- 
sa showed  intense  chronic  and  acute  inflamma- 
tion, and  Gridley  stain  demonstrated  groups  of 
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pseudohyphae  having  the  morphology  of  Candida 
albicans.  The  author  speculated  that  inflamma- 
tion and  fibrosis  might  widen  neurovascular  gaps 
in  the  muscularis  or  cause  dilation  of  submucosal 
glands.  She  brought  up  the  possibility  of  causal 
relationship  between  chronic  esophageal  monili- 
asis and  intramural  diverticulosis,  which  was  also 
suggested  by  Hodes  and  his  co-workers7  in  their 
earlier  communication. 

Case  report 

A forty-five-year-old  white  male  was  admitted 
to  the  hospital  on  March  7,  1968,  complaining  of 
varying  degrees  of  dysphagia  for  three  years.  He 
had  been  admitted  to  another  hospital  in  April, 
1965,  where  x-ray  findings  were  obtained  and 
esophagoscopy  was  performed.  A diagnosis  of 
esophagitis  with  stricturing  was  made.  Because 
of  a long  history  of  alcoholism,  his  work-up  in- 
cluded liver  function  tests.  These  revealed  abnor- 
malities of  intrinsic  liver  disease  which  were  inter- 
preted as  alcoholic  hepatitis  and  cirrhosis.  On 
two  other  occasions,  the  patient  was  admitted  to 
the  same  hospital  for  esophagoscopy  and  radio- 
graphic  studies  because  of  dysphagia.  Biopsies  on 
all  occasions  revealed  Candida  albicans. 

Physical  examination  was  not  remarkable  ex- 
cept for  a moderate  stomatitis. 

Radiographic  studies  of  the  esophagus  were  car- 
ried out  prior  to  admission  on  January  17,  1968, 
and  again  after  admission  on  March  12,  1968, 
with  similar  findings  (Fig.  1).  There  was  a hiatal 
hernia.  The  upper  half  of  the  thoracic  esophagus 
showed  irregular  mucosal  pattern  with  multiple 
protrusions  and  outpouchings.  The  outpouchings 
appeared  as  intramural  diverticulosis,  described 
previously.  The  mucosa  of  the  distal  esophagus 
was  much  more  regular,  and  there  were  no  diver- 
ticula. There  were  tortuous  linear  intraluminal 
protrusions  having  the  appearance  of  varices 
which  extended  into  the  gastric  cardia. 

Esophagoscopy  on  March  12,  1968,  revealed  re- 
tained mucoid  secretions.  Three  centimeters  dis- 
tal to  the  cricopharyngeus,  the  mucosa  became 
prominent  with  thick  folds.  The  mucosal  hyper- 
trophy was  sufficient  to  produce  stenosis;  there- 
fore, the  esophagoscope  had  to  be  forcibly  ad- 
vanced. A piece  of  tissue  2 cm.  long  was  dis- 
lodged, which  was  removed.  Several  other 
biopsies  were  obtained  as  well  as  cultures.  The 
examiner’s  impression  was  severe  chronic  esopha- 
gitis with  marked  mucosal  hyperplasia. 

Laboratory  studies  revealed  elevated  fasting 
and  digestion  blood-sugar  levels.  Liver  function 
study  results  had  returned  to  normal.  Cultures  of 
buccal  mucosa,  throat,  and  esophagus  grew  out 
Candida  albicans,  plus  mixed  flora. 

Pathologic  studies  revealed  the  specimen  to 
consist  of  numerous  pinkish-grey  soft-tissue  frag- 
ments ranging  from  1 to  2 cm.  in  the  greatest  di- 
ameter (Fig.  2).  Microscopically,  it  represented 


FIGURE  2.  One  of  largest  fragments  of  specimen. 
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FIGURE  3.  Lining  squamous  epithelium  of  esophageal 
mucosa  showing  inflammatory  cells  and  monilia  hyphae 
(PAS  stain  X 195). 


squamous  mucosa  which  showed  moderate 
hyperkeratosis,  pseudoparakeratosis,  irregular 
acanthosis,  downward  proliferation  of  the  rete  rid- 
ges, squamous  metaplasia  of  a good  number  of 
ducts,  lymphoid  nodule  and  lymphoid  follicle  for- 
mation, focal  oncocytic  hyperplasia,  ductal  dilata- 
tion, and  a marked  chronic  inflammatory  infiltra- 
tion, made  up  of  plasma  cells,  lymphocytes,  his- 
tiocytes, and  some  eosinophils.  Acute  inflamma- 
tory infiltration,  which  in  some  parts  was  hemor- 
rhagic, was  seen  on  the  squamous  surface.  There 
were  ducts  with  and  without  squamous  metapla- 
sia which  contained  acute  and  chronic  inflamma- 
tory cells.  The  mucosa  appeared  to  be  redun- 
dant. The  periodic  acid-Schiff  (PAS)  stain  re- 
vealed, on  the  surface  of  the  mucosa,  branching 
septate  hyphae  and  budding  yeast  bodies  (Fig.  3). 
The  diagnosis  was  superficial  moniliasis  and 
chronic  inflammation. 

The  patient’s  diabetes  was  controlled  with  250 
mg.  of  tolazamide  (Tolinase)  daily.  Oral  nystatin 
was  started  on  March  16,  1968.  On  March  19, 
1968,  nystatin  suspension,  2 ml.  four  times  daily, 
was  added  for  surface  effect.  Dysphagia  gradual- 
ly subsided,  and  in  four  weeks  swallowing  was  en- 
tirely normal  for  the  first  time  in  three  years  (Fig. 
4A).  There  has  been  no  recurrence  of  dysphagia. 
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FIGURE  4.  (A)  Spot  film  of  upper  esophagus  on  April  8,  1968  Mucosa  had  returned  to  normal.  (B)  Full-length 

esophagogram  on  October  22.  1968  There  are  no  mucosal  changes  or  diverticula  Varices  in  lower  third  again 
evident  (C)  Spot  film  of  upper  esophagus  demonstrating  its  distensible  and  normal  mucosa 


On  May  1,  1968,  esophagograms  showed  the  upper 
esophagus  to  be  entirely  normal.  There  were  no 
mucosal  abnormalities  or  diverticula.  Varices  of 
the  lower  esophagus,  extending  into  the  gastric 
cardia,  were  as  before.  Our  last  examination  on 
October  22,  1968,  was  again  normal,  except  for  the 
varices  and  the  hiatal  hernia  (Fig.  4B  and  C). 

Comment 

In  the  presented  case,  all  esophageal  changes, 
except  the  distal  varices,  cleared  with  antifungal 
therapy.  The  upper  esophageal  changes  had  been 
present  for  three  years.  Certainly  the  x-ray  find- 
ings were  quite  typical  of  intramural  diverticulo- 
sis,  although  there  were  other  wall  changes  of 
chronic  esophagitis.  It  is  interesting  to  note  that 
in  Zatzkin,  Green  and  LaVine’s9  case,  cultured 
Candida  albicans  was  recovered  as  well  as  in  that 
reported  by  Troupin.10  All  reported  cases  of 
intramural  diverticulosis  have  been  studied  be- 
cause of  dysphagia.  If  asymptomatic  esophageal 
intramural  diverticulosis  occurs,  it  should  have 
been  reported  from  the  millions  of  gastrointestinal 


examinations  done  for  reasons  other  then  dyspha- 
gia. It  is,  therefore,  logical  to  believe  that  the  de- 
velopment of  esophageal  outpouchings  is  of  the 
same  origin  as  that  which  causes  dysphagia, 
namely,  chronic  esophagitis.  The  true  morpholo- 
gy of  the  diverticula  has  not  been  established. 
Perhaps  these  are  pseudodiverticula  related  to 
mucosal  hyperplasia  and  are  in  some  instances  re- 
versible, as  in  this  report.  Esophageal  moniliasis 
has  been  described  in  the  past  as  a disease  occur- 
ring when  body  defenses  are  markedly  depressed. 
The  report  of  Troupin10  and  this  presentation 
would  indicate  that  this  is  not  always  necessary. 

Summary 

A case  of  esophageal  moniliasis  in  a relatively 
healthy  male  with  mild  diabetes  is  presented. 
Subjective  and  objective  evidence  of  the  disease 
disappeared  with  antifungal  therapy.  Apparent 
esophageal  diverticulosis  was  a part  of  the  radio- 
graphic  picture  which  also  disappeared  under 
therapy.  Some  reported  intramural  diverticula  of 
the  esophagus  may  well  be  mucosal  in  position. 
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If  chronic  esophagitis  is  the  etiology,  Candida  al- 
bicans should  be  considered  as  a causative  organ- 
ism. It  would  be  interesting  to  know  if  the  di- 
verticula in  the  cases  reported  by  Zatzkin,  Green, 
and  LaVine9  and  Troupin10  disappear  with  anti- 
fungal therapy.  Pseudodiverticulosis  of  the 
esophagus  may  be  a more  accurate  term  for  the 
disease. 

100  High  Street 
Buffalo,  New  York  14203 
(DR.  CULVER) 
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Since  its  introduction  by  Cerletti  and  Binni, 
electroconvulsive  therapy  has  become  an  estab- 
lished mode  of  treatment  in  many  psychiatric  dis- 
orders. The  fatality  rate  is  0.1  per  cent,  and  mor- 
bidity, previously  due  principally  to  fractures 
caused  by  violent  convulsions,  is  now  very  rare 
with  the  use  of  myorelaxants. 

Freedman1  classifies  the  causes  of  death  fol- 
lowing electroconvulsive  therapy  as  those  unrelat- 
ed to  the  treatment  itself,  cardiac  arrest,  cardio- 
vascular collapse,  and  coronary  occlusion  occur- 
ring one-half  to  one  hour  after  treatment. 

This  study  reports  a case  of  sudden  death 
caused  by  massive  pulmonary  embolism  following 
electroconvulsive  therapy. 

Case  report 

A fifty-nine-year-old  Black  male  was  admitted 
to  the  psychiatric  service  with  a chief  complaint 
of  depression  of  one  week’s  duration.  The  patient 
had  had  previous  episodes  of  depression  necessi- 
tating hospitalization  in  the  past. 

The  past  medical  history  was  unremarkable. 
On  admission  the  patient  was  medically  clear  ex- 
cept for  a blood  urea  nitrogen  level  of  27,  which 
returned  to  normal  after  hydration.  Specifically 
there  was  no  evidence  of  peripherovascular  dis- 
ease. 

The  patient  remained  negativistic,  mute,  and 
refused  to  cooperate  in  any  way.  He  remained 
motionless  in  his  wheelchair  or  lay  listless  in  bed. 
Because  of  the  patient’s  lack  of  cooperation  he 
was  hydrated  by  clysis.  He  was  treated  with 
chlorpromazine  (Thorazine)  for  twelve  days,  and 
because  of  absence  of  improvement  it  was  decided 
to  employ  shock  therapy.  Electroconvulsive  ther- 
apy was  administered  on  the  thirteenth  and  four- 
teenth days  after  admission.  Recovery  following 
the  first  treatment  with  electroconvulsive  therapy 
was  quick  and  uneventful.  Approximately  two 
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FIGURE  1.  (A)  Adherent  thrombus  in  main  stem  pul- 

monary artery  (B)  Segments  of  right  and  left  popliteal 
veins  with  thrombi  adherent  to  walls. 


hours  after  the  second  treatment,  he  suddenly  col- 
lapsed and  expired.  Resuscitative  efforts  were 
unsuccessful. 

Complete  autopsy  revealed  bilateral  hydrotho- 
rax congestion  and  edema  of  lungs  and  emboli  in 
both  main  branches  of  the  pulmonary  arteries. 
Congestion  of  the  liver  and  spleen  was  noted. 
The  remaining  viscera  were  without  significant 
acute  pathologic  change.  Both  popliteal  veins 
were  occluded  by  firm,  well-structured  adherent 
thrombi,  showing  prominent  Zahn’s  lines.  The 
popliteal  thrombi  were  identical  morphologically 
to  those  seen  in  the  lungs  (Fig.  1).  The  central 
nervous  system  was  without  significant  disease. 

Comment 

The  sequence  of  events  in  this  case  appears 
quite  clear.  The  patient’s  inaction,  determined 
by  his  psychiatric  status,  most  probably  resulted 
in  a degree  of  peripheral  venous  stasis.  Throm- 
bus formation  followed  the  stasis.  The  muscular 
contractions  resulting  from  electroconvulsive  ther- 
apy might  well  have  served  to  shake  loose  frag- 
ments of  thrombus.  Certainly  muscular  contrac- 
tions, caused  by  the  treatment,  are  not  necessary 
to  liberate  parts  of  a formed  thrombus.  Pulmo- 
nary embolism  is  a frequent  phenomena  following 
peripheral  thrombosis  without  the  application  of 
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electroconvulsive  therapy.  It  is,  however,  difficult 
to  dissociate  the  two  events  occurring,  as  they  did 
in  this  case,  in  a straight-line  chain  of  events. 

It  is  indeed  interesting  to  speculate  as  to  the  rea- 
sons why  this  sequence  of  events  is  not  seen  more 
often  following  electroconvulsive  therapy.  The 
number  of  psychiatric  admissions  of  people  para- 
lyzed by  depression  and  catatonic-like  states  is 
large.  These  patients  often  remain  motionless  for 
long  periods  of  time  and  are  then  treated  with 
electroconvulsive  therapy.  The  conditions  exist 
for  events  similar  to  those  described  here  to  occur; 
yet  the  literature  gives  only  few  reports  of  similar 
cases.2 

We  feel  that  phlebothrombosis  and  thrombo- 
phlebitis are  absolute  contraindications  for  the 
use  of  electroconvulsive  therapy  and  must  be 
ruled  out  before  such  treatment  is  considered. 


Summary 

A case  of  pulmonary  embolism  from  popliteal 
phlebothrombosis  is  reported  in  a male  psychiat- 
ric patient  following  electroconvulsive  therapy. 

The  relationship  of  the  patient’s  inaction  to  the 
formation  of  peripheral  thrombi  is  commented  on. 
The  role  of  electroconvulsive  therapy  in  embolism 
formation  is  discussed.  Phlebothrombosis  and 
thrombophlebitis  are  presented  as  absolute  con- 
traindications to  electroconvulsive  therapy. 
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Wilhelm  Conrad  Roentgen  (1845  to  1923), 
discoverer  of  the  X-ray,  was  highly  respected 
among  contemporary  physicists  because  of  his 
keen  intellect  and  the  ability  to  make  extraordi- 
nary observations  (Fig.  1).  He  befriended  select- 
ed people  in  all  strata  of  life.  Of  unusual  interest, 
however,  proved  his  thirty-six-year-long  friendship 
with  Ludwig  Zehnder1  (1854  to  1949),  as  docu- 
mented by  a lively  correspondence.  Many  leg- 
ends have  been  built  around  Roentgen’s  life;  some 
factual,  others  less  substantiated.  His  letters  to 
Zehnder,  on  the  other  hand,  form  a reliable  source 
material,  since  the  originals  are  preserved  in  the 
Zentralbibliothek  of  Zurich. 

First  meeting  in  1 886 

During  the  summer  of  1886,  Roentgen  vaca- 
tioned at  the  “Weisses  Kreuz”  in  Pontresina, 
Switzerland.  Although  the  hotel  was  overcrowd- 
ed, Zehnder  also  was  accommodated  as  a friend  of 
the  owner,  Mr.  Enderlin.  One  day,  Mr.  Enderlin 
readied  himself  for  an  outing  with  Roentgen  to 
watch  grazing  chamois  with  a telescope.  As  he 
passed  Zehnder,  he  asked  him  whether  he  would 
like  to  join  the  party.2  Thus,  the  two  men  were 
brought  together. 

An  animated  conversation  ensued,  since  they 
had  similar  backgrounds.  Each  held  a mechani- 
cal engineer’s  degree  from  the  Polytechnicum  in 
Zurich  without  having  graduated  from  high 
school.  Zehnder  gave  up  engineering  after  fifteen 
years  to  study  physics  and  chemistry  at  the  Uni- 
versity of  Berlin.  Roentgen  never  utilized  his  en- 
gineer’s degree;  instead,  he  immediately  em- 
barked on  a career  as  a physicist.  By  this  time  he 
had  already  distinguished  himself  as  a scientist 


FIGURE  1.  W.  C Roentgen  (1845  to  1923). 1 

and  professor  of  physics  at  the  University  of  Gies- 
sen, Germany. 

Roentgen  was  brought  up  in  Holland  and  later 
became  a German  professor.  Zehnder  was  a na- 
tive of  Switzerland.  They  soon  realized  that  their 
wives  both  came  from  Zurich,  and  Roentgen  hint- 
ed that  the  ladies  should  have  common  interests. 
When  the  holidays  came  to  an  end,  Zehnder  ex- 
pressed his  wish  to  work  for  Roentgen  after  his 
graduation.  The  professor  cherished  the  idea,  but 
remarked  that  he  demanded  very  exacting  work 
from  his  staff. 

First  period  of  collaboration  ( 1 887  to  1891) 

Zehnder  could  not  qualify  for  a Ph.D.  degree  in 
Berlin  because  he  lacked  a high  school  diploma. 
Thereupon,  he  asked  Roentgen  whether  he  could 
Submit  his  thesis  to  the  University  of  Giessen. 
Roentgen  accepted  him  as  a candidate.  Soon 
afterward,  Roentgen  wrote  to  him  the  following 
note:  “The  position  of  an  assistant  has  become 

vacant  at  1,000  M per  annum.  Would  you  be  in- 
terested? Please  reply  by  wire!”  Zehnder  ac- 
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cepted,  and  was  put  in  charge  of  the  practical 
courses  for  students.  He  became  deeply  im- 
pressed by  the  wide  perspective  and  the  working 
methods  of  his  chief.  He  started  his  assignment 
with  zeal  and  inspiration. 

The  following  year,  1888,  Zehnder  prepared  a 
thesis  for  habilitation,  as  assistant  professor  in 
Giessen,  and  sent  the  manuscript  to  Roentgen 
who  was  vacationing  in  Pontresina  at  that  time. 
Roentgen  returned  the  paper  with  corrections, 
and  offered  to  compensate  for  the  added  cost  of 
printing.  This  project,  however,  was  soon  put 
aside  because  Roentgen  accepted  a sudden  call  to 
Wurzburg,  a university  which  had  once  refused 
him  a faculty  appointment  because  he  had  lacked 
a high  school  diploma.  Zehnder  moved  along, 
and  continued  as  his  assistant. 

In  April,  1889,  Roentgen  was  vacationing  in 
Italy.  At  this  time,  Zehnder  again  aspired  to  be- 
come an  assistant  professor  on  the  basis  of  his 
work  on  cosmic  physics.  He  also  desired  to  think, 
write,  and  speak  freely  about  his  theory  of  ether 
phenomena.  He  felt  that  the  time  was  too  short 
to  prepare  a thesis  covering  experimental  re- 
search. Roentgen,  however,  insisted  on  experi- 
ments and  discouraged  the  publication  of  un- 
proved theories. 

He  replied: 

. . . Please  remember  our  friendly  relations  and 
consider  that  I would  not  think  of  expressing  myself 
as  frankly  to  anyone  else.  Your  ideas  may  appeal  to 
the  popular  press,  but  serious  scientists  would  shy 
away,  and  your  chances  for  an  academic  career 
would  vanish.  The  only  means  to  rehabilitate  your- 
self would  be  through  large-scale,  solid  experimental 
research.  I have  no  right  to  intervene  with  your 
publication  as  long  as  the  interests  of  the  Institute 
are  not  endangered. 

Zehnder,  nevertheless,  remained  obsessed  with 
his  ideas  about  the  universe  and  cosmic  physics 
until  the  end  of  his  life  and,  thereby,  sacrificed  his 
career  without  harboring  regrets.  Roentgen  con- 
tinued to  have  full  faith  in  Zehnder’s  capability, 
but  a new  cloud  soon  appeared  on  the  horizon  of 
their  friendship. 

Problem  of  calibrating  weights 

While  still  in  Giessen,  Zehnder  had  to  compare 
a large  precision  set  of  weights,  totaling  1 Kg., 
with  the  normal  set  of  the  Bureau  of  Standards  in 
Berlin,  and  to  calibrate  each  piece.  The  set  was 
taken  along  to  Wurzburg  to  further  check  the  ac- 
curacy of  the  calibration.  Here,  the  only  “nor- 
mal” 100-Gm.  piece  was  slightly  inaccurate.  On 
its  surface,  there  was  a black  spot  which  could  have 
been  caused  by  a drop  of  mercury  having  fallen  on 
it. 

When  comparing  this  100-Gm.  piece  with  the 
Giessen  weight,  Roentgen  detected  an  “inadmis- 
sable”  discrepancy  of  1.5  mg.  He  felt  that  Zehn- 


der could  have  been  more  accurate  and  should 
have  made  a double  check.  Both  men  felt  deeply 
upset.  The  standard  weight  was  again  obtained 
from  Berlin,  and  it  could  be  proved  that  Zehnder 
had  made  precise  measurements.  Finally,  the 
bitter  feeling  of  the  two  men,  as  expressed  in  their 
correspondence,  subsided. 

Precursor  of  X-ray 

A most  interesting  incident  occurred  in  1890. 
Zehnder  used  a black  cloth  to  cover  a Hittorf 
vacuum  tube,  to  eliminate  the  disturbing  light 
emanating  from  the  cathode.  In  this  way,  he 
hoped  to  detect  fluorescence  of  a screen,  not  only 
nearby,  but  also  at  some  distance  from  the  tube. 
When  he  turned  the  current  on,  he  noticed  a mo- 
mentary flash  where  the  remote  screen  was  lying, 
but  the  tube  was  immediately  punctured. 

Zehnder  felt  terribly  upset,  and  was  willing  to 
replace  the  tube  at  his  own  expense.  Roentgen, 
however,  put  him  at  ease  with  the  prophetic  re- 
mark that  more  tubes  will  have  to  be  punctured 
before  their  mysteries  are  solved.  Zehnder’s 
method  proved  to  be  a pathfinder  for  the  discov- 
ery of  the  X-ray. 

Zehnder's  departure  from  Wurzburg 

To  become  assistant  professor,  Zehnder  submit- 
ted a thesis  to  the  University  of  Basel  and  was  ac- 
cepted. Roentgen  congratulated  him  most  cor- 
dially in  letters  from  Rome  and  Venice,  and 
thanked  him  for  indoctrinating  his  successor,  Dr. 
Cohen.  In  December,  1890,  Roentgen  expressed 
happiness  over  Zehnder’s  harmonious  cooperation 
with  Professor  Hagenbach  in  Basel  and  stated: 
“. . . I have  never  doubted  that  you  would  get 
along  quite  well.  Once  one  has  become  familiar 
with  your  peculiarities,  one  soon  detects  what  a 
true  soul  is  hidden  within  you.” 

In  April,  1891,  Roentgen  reported  on  an  inter- 
esting expedition  to  Egypt  and  the  Sudan.  He 
also  endeavored  to  gain  Zehnder  back  but  could 
not  overcome  objections  raised  by  the  college  and 
the  government.  Mrs.  Roentgen  was  deeply 
shocked  when  she  heard  of  the  failure.  The  two 
men,  however,  met  at  an  exposition  in  Frankfurt 
to  inspect  a spectacular  high-power,  long-distance 
transmitter.  They  also  ascended  in  an  anchored 
balloon. 

As  much  as  they  enjoyed  the  novel  adventure, 
they  preferred  not  to  let  their  worrisome  spouses 
share  their  novel  experience  for  a while. 

Zehnder's  Freiburg  years  (1891  to  1 899) 

In  Basel,  Zehnder’s  chances  for  an  advancement 
were  limited,  but  he  obtained  a faculty  appoint- 
ment in  Freiburg  where  he  rapidly  advanced  to 
the  rank  of  associate  professor.  In  1892,  Zehn- 
der’s mother  died,  and  Roentgen  wrote  the  fol- 
lowing letter  of  condolence: 
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FIGURE  2.  Group  photograph  in  Pontresina,  Switzerland,  with  Roentgen  in  the  center,  believed  to  have  been 
taken  shortly  before  the  discovery  of  the  X-ray  in  1895.  Mrs.  Roentgen's  niece,  and  later  adopted  daughter,  at  ex- 
treme right,  would  have  been  fourteen  years  old,  but  actually  appears  much  younger  1 


...  I can  fully  sympathize  with  you  as  I have  lost 
my  beloved  mother  not  so  long  ago.  How  often  do  I 
think  of  her,  and  how  far  does  motherly  love  reach 
beyond  the  grave!  You  will  feel  the  same  as  I have 
good  reason  to  believe.  The  question  of  how  would 
my  mother  have  reacted  or  spoken  in  a delicate  sit- 
uation has  led  me  to  the  correct  solution  each  time. 
The  motherly  heart  with  its  infinite  abundance  of 
love  and  soul,  always  ready  to  reconcile,  shows  us  the 
correct  path  even  when  she  no  longer  remains  among 
the  living. 

In  Freiburg,  Zehnder  developed  improved  vacu- 
um tubes  and  high-voltage  batteries.  With  these, 
he  successfully  demonstrated  the  new  hertzian 
rays  at  a convention  in  Nurnberg.  He  also  was 
invited  to  show  his  experiments  in  Wurzburg. 
Roentgen  was  highly  impressed  and  stated: 
“From  now  on  we  may  address  each  other  with- 
out titles.”  The  innovations  stimulated  further 
research  with  the  vacuum  tubes  and  finally  led  to 
the  discovery  of  the  X-ray. 

In  1894,  Professor  Warburg  was  approached  by 
the  University  of  Berlin,  so  that  his  position  in 
Freiburg  was  likely  to  become  vacant.  Zehnder 
informed  Roentgen  confidentially  and  persuaded 
the  authorities  to  invite  him.  Extensive  negotia- 
tions took  place,  but  the  position  proved  not  suffi- 
ciently attractive.  Thus,  the  desired  reunion  of 
the  two  friends  again  failed  to  materialize. 

In  1895,  Roentgen  tried  to  gain  Zehnder  back  to 
Wurzburg,  this  time  as  associate  professor.  Un- 
happily, an  approval  could  not  be  obtained  from 


the  Bavarian  government;  but  the  two  friends  and 
their  spouses  again  met  in  Pontresina  together 
with  other  companions.  This  meeting  took  place 
only  a few  months  prior  to  the  discovery  of  the 
X-ray.  It  was  recorded  by  the  photographer, 
Roentgen  himself,  using  a delayed  exposure,  so 
that  he  could  place  himself  in  the  center  of  the 
snapshot  (Fig.  2).  His  devotion  to  photography 
may  have  led  him  to  try  X-ray  photography. 
Thus,  he  could  record  original  observations, 
which  he  had  made  with  the  fluorescent  screen. 

Discovery  of  X-ray 

The  discovery  of  the  X-ray  caught  the  whole 
world  by  surprise.  From  November  8,  1895,  until 
December  27,  1895,  Roentgen  experimented  al- 
most day  and  night  in  deepest  secrecy  and  seclu- 
sion. On  January  1,  1896,  he  sent  reprints  of  his 
“preliminary  communication”  and  prints  of  his 
radiographs  to  a few  friends  and  colleagues. 
Zehnder  was  included  in  this  group.  He  only 
was  a few  days  late  in  receiving  his  shipment, 
since  he  had  been  on  a holiday.  By  the  time  of 
his  return,  the  news  had  already  echoed  through- 
out the  world. 

Roentgen  wrote  two  months  later: 

. . . You  have  no  idea  what  a turmoil  developed 
and  how  much  working  time  was  lost  until  the  storm 
finally  abated.  Everybody  could  work  and  perform 
experiments  except  I myself.  You  cannot  imagine 
how  many  honors  have  been  bestowed  on  me.  I am 
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completely  exhausted  from  all  the  courtesies  and  to- 
kens of  gratitude.  I would  like  to  loosen  my  temper 
for  a change!  How  did  this  all  come  about?  Some- 
times I still  think  of  living  in  a dreamworld.  My 
good  beloved  wife  is  getting  very  excited,  and  I am 
glad  for  her  that  we  can  soon  depart,  to  leave  honors, 
laurels,  and  X-rays  behind  and  enjoy  Italy  in  soli- 
tude. -Congratulations  on  your  success  with  your 
lectures,  and  I hope  that  you  have  not  overworked 
yourself. 

Aftermath 

Soon  after  the  discovery  of  the  X-ray,  Zehnder 
succeeded  in  assembling  radiographs  of  a human 
skeleton,  including  the  skull.  Roentgen  became 
highly  interested  and  desired  to  present  this  work 
to  the  Emperor  of  Germany,  provided  that  it  had 
not  been  shown  anywhere  else.  Unhappily,  the 
composite  radiograph  had  already  been  demon- 
strated publicly. 

In  August,  1896,  the  Roentgens  and  the  Zehn- 
ders  met  in  Zurich  to  attend  a congress.  They 
made  excursions  on  the  Zurich  Lake  and  climbed 
the  Uetliberg.  From  there  they  went  to  Rigi- 
Scheidegg  by  cog  railway.  As  they  arrived  at  the 
mountain  top,  they  were  surrounded  by  autograph 
seekers  and  snapshooters  who  knew  the  wherea- 
bouts of  the  famous  travelers  from  the  newspa- 
pers. 

A short  time  later,  the  Zehnders  exhibited  the 
radiograph  of  a human  skeleton  and  a new  vacu- 
um tube  in  Frankfurt.  They  also  proceeded  to 
Wurzburg  as  houseguests  of  the  Roentgens. 

In  a letter  of  December,  1896,  Roentgen  recom- 
mended the  use  of  a highly  polished  platinum  tar- 
get for  the  X-ray  tube,  and  suggested  the  possibil- 
ity of  a rotating  anode  to  improve  the  quality  of 
the  radiographs.  On  Christmas  Day,  he  longed  to 
celebrate  the  holidays  again  with  the  Zehnders, 
and  to  listen  together  to  the  chimes  as  they  were 
ringing  in  the  new  year  at  midnight. 

On  January  19,  1897,  the  Roentgens  celebrated 
their  silver  anniversary.  They  thanked  the  Zehn- 
ders for  their  presents  and  continued: 

It  made  us  very  happy  to  think  that  you  still  wish 
to  remain  our  loyal  friends.  Only  as  one  gets  older, 
does  one  learn  to  appreciate  the  value  of  good 
friends,  especially  we,  who  have  such  few  relatives  to 
enrich  our  lives  and  on  whom  one  can  depend  in 
times  of  need.  Miss  Baur*  came  for  a surprise  visit 
from  Munich,  in  spite  of  her  mourning.  It  was  a 
harmonious  mixture  of  serious  and  jolly  thoughts  and 
talks,  a nice  day.  As  far  as  the  X-ray  tubes  are  con- 
cerned, they  continue  to  be  as  moody  and  unpredict- 
able as  women. 

The  following  summer,  the  two  friends  again 
met  in  Pontresina.  In  a nearby  forest,  they  dis- 
cussed Zehnder’s  new  book  on  the  mechanics  of 

* Miss  Baur  played  an  influential  role  in  the  cultural  life  of 
the  Roentgens  during  the  last  two  decades  of  the  nineteenth 
century.3 


the  universe,  and  Roentgen  complimented  his 
friend  on  the  valuable  chapter  on  physics. 

Second  period  of  collaboration  (1899  to 
1904) 

In  March,  1899,  Zehnder  learned  that  Roent- 
gen’s assistant,  Dr.  Stern,  would  soon  move  to 
Paris.  Thus,  he  lost  no  time  in  leaving  titles  and 
honors  in  Freiburg  and  returned  to  Wurzburg.  A 
short  time  later,  the  University  of  Munich  invited 
Roentgen  to  become  its  physicist.  Zehnder  en- 
couraged a move  because  of  the  better  facilities 
and  added  prestige  in  the  big  city.  Long  drawn- 
out  negotiations  followed  and,  at  one  occasion, 
Zehnder  also  went  to  Munich  to  check  on  the  in- 
ventory and  to  assist  with  recommending  specific 
purchases.  The  official  trip  was  done  by  first- 
class  railroad,  the  class  of  dignitaries.  In  March, 
1900,  the  Roentgens  and  the  Zehnders  finally 
moved  to  Munich.  Zehnder  was  delegated  to  ex- 
amine pharmacology  students  and  to  supervise 
the  practical  courses. 

A great  surprise  occurred  at  the  end  of  1901, 
when  Roentgen  received  the  first  Nobel  Prize  in 
physics.  Zehnder  offered  his  aid  in  setting  up  ex- 
periments for  the  acceptance  speech  in  Stock- 
holm. Roentgen,  however,  shied  away  from 
speech  making,  much  to  the  astonishment  of  the 
participants  at  the  ceremonies. 

At  the  same  time,  he  was  offered  an  appoint- 
ment in  the  recently  opened  Carnegie  Institute  in 
Washington.  He  declined  the  honor;  but  Zehnder 
aspired  to  go  there  for  one  year  to  conduct  specific 
experiments.  In  a letter  of  September,  1902, 
Roentgen  advised  against  such  a plan,  because  the 
Institute  had  been  too  recently  organized  to  un- 
dertake experiments  without  encountering  serious 
obstacles  and  handicaps. 

In  1904,  an  unpleasant  misunderstanding  oc- 
curred which  resulted  in  the  unfortunate  separa- 
tion of  the  two  friends.  Roentgen  had  insisted 
that  all  instruments  be  kept  neat  and  the  glass- 
ware clean,  a responsibility  delegated  to  the  sec- 
ond and  third  assistants.  When  Zehnder  made 
his  official  annual  inspection,  these  men  objected 
to  the  supervision  and  complained  directly  to 
Roentgen.  Zehnder  felt  that  he  had  only  per- 
formed his  duty;  but  he  was  criticized  by  his  chief 
and,  as  a result,  impulsively  submitted  his  resig- 
nation. Roentgen  had  been  preoccupied  and  felt 
quite  indisposed,  facts  which  aggravated  the  sit- 
uation. 

Zehnder  wrote: 

. . . There  is  no  doubt  that  I have  become  a perso- 
na non  grata,  as  suggested  by  your  attitude  in  recent 
months.  This  should  really  not  be  construed  as  a 
disgrace,  as  it  can  happen  in  the  best  of  families. 
Please  find  a replacement  now  instead  of  letting  me 
remain  for  another  six  months.  My  authority  has 
been  weakened,  and  I have  become  an  obstacle  to 
the  advancement  of  the  other  assistants. 
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Roentgen  replied  from  Italy  that  a lingering  ill- 
ness had  actually  become  manifest  after  leaving 
Munich,  but  that  he  felt  much  improved  now. 
He  offered  no  objection  to  the  premature  resigna- 
tion, especially  since  he,  himself,  had  failed  to 
submit  his  annual  request  for  the  renewal  of 
Zehnder’s  contract.  He  stated: 

. . . Under  the  circumstances,  I think  I decided  on 
the  proper  course,  as  I was  influenced  by  a note  from 
the  Senate  to  the  effect  that  your  term  had  expired. 
A subordinate  position  like  yours  was  not  too  well 
suited  to  be  continued.  I did  what  my  duty  dictat- 
ed, but  it  is  not  true  that  you  have  become  disliked. 
I still  think,  however,  that  you  could  have  enforced 
better  respect  and  discipline  by  being  more  tactful. 
We  have  recovered  a great  deal  in  the  balmy  weath- 
er, and  we  trust  that  you  will  also  feel  much  better 
in  the  mild  climate  of  Nice. 

When  the  two  friends  met  later  on,  Zehnder  felt 
that  Roentgen  displayed  a cool  attitude.  Soon 
after  his  return  to  Munich,  Zehnder  was  asked  to 
turn  his  private  office  over  to  his  successor.  Sud- 
denly he  was  overcome  by  a feeling  of  emptiness, 
but  not  for  very  long. 

Zehnder's  Berlin  years  ( 1 904  to  1915) 

Unexpectedly,  Professor  Warburg  of  Berlin  rec- 
ommended Zehnder  for  a responsible  position  as 
physics  instructor  in  the  postal  service  of  the  gov- 
ernment. Zehnder  applied  for  a leave  from  the 
University  of  Munich,  and  moved  to  Berlin  with- 
out delay.  Roentgen  deeply  regretted  the  separa- 
tion, and  presented  his  friend  with  a beautiful  jug, 
especially  engraved.  He  also  had  a chance  to 
move  to  Berlin  as  president  of  the  prestigious  In- 
stitute of  Technology  in  Charlottenburg,  but  he 
declined  because  of  the  predominantly  adminis- 
trative duties  involved. 

From  1904  until  1915,  a lively  correspondence 
developed  between  the  two  friends.  The  longer 
they  were  separated,  the  more  Roentgen  tried  to 
gain  Zehnder  back  to  Munich.  An  apparently  at- 
tractive proposition  developed  there.  Roentgen 
exerted  all  his  efforts,  and  even  induced  a high  of- 
ficial to  go  to  Berlin  and  personally  influence 
Zehnder.  The  latter,  however,  could  only  see  the 
disadvantages  and  no  special  attractions. 

Besides,  he  disliked  the  idea  of  being  merely 
tolerated  as  privatdocent  or  assistant  professor. 
The  hours  were  long  and  the  stipend  small. 
Roentgen,  however,  could  not  become  convinced 
that  a lower-ranking  professor  would  be  less  re- 
spected than  the  others,  and  called  the  argument 
reminiscent  of  a social-democratic  phraseology. 
Now  a furor  started,  as  the  temperamental 
Zehnder  resented  such  insinuation,  and  consid- 
ered himself  anything  but  a nonconformist. 

The  storm,  however,  soon  abated.  In  March, 
1906,  Roentgen  was  completely  caught  by  surprise 
when  the  German  physicists  honored  him  with  a 


memorial  plaque  for  the  Physics  Institute  in 
Wurzburg  with  the  following  inscription:  IN 

THIS  HOUSE  W.C.  ROENTGEN  DISCOV- 
ERED THE  RAY  NAMED  AFTER  HIM.  He 
felt  elated,  especially  since  Zehnder  had  organized 
all  solicitations,  and  had  obtained  300  contribu- 
tions. 

On  December  25,  1906,  the  Roentgens  felt 
happy  when  the  Zehnders  surprised  them  with  a 
long-distance  call  from  Berlin.  The  voices  sound- 
ed exceptionally  clear.  Frequent  reunions  took 
place  when  Roentgen  went  to  Berlin  on  official 
visits.  He  chose  the  famous  Hotel  Kaiserhof  and, 
later  on,  the  still  more  renowned  Adlon  as  his 
headquarters.  The  families  never  failed  to  ex- 
change greetings  on  birthdays  and  holidays,  and 
Roentgen  expressed  worries  when  Zehnder  over- 
taxed himself  with  writing  books  and  doing  re- 
search. 

Special  achievements  made  Roentgen  feel  proud 
of  himself,  even  when  it  concerned  his  marksman- 
ship. In  May,  1908,  he  wrote  the  following  note: 

Dear  Zehnder;  this  morning  I shot  two  partridges 
in  Weilheim  (his  hunting  ground),  after  getting  up  at 
2:00  A.M.  in  Munich.  Following  a short  ride  and  a 
forty-five  minute  walk  with  the  aid  of  a lantern,  the 
sanctuary  of  the  birds  was  reached.  I am  quite  fond 
of  this  achievement!  You  see,  as  time  goes  on,  the 
degree  of  accomplishment  changes — and  even  the  ac- 
complishment, one  is  proud  of.  Now,  at  4:00  P.M., 
we  are  back  in  Munich,  and  the  first  thing  I do — I 
hope  still  in  time — is  to  wish  you  all  the  best  on  your 
birthday  tomorrow.  May  the  new  year  bring  you 
and  your  wife  much  satisfaction  and,  most  of  all, 
health. 

In  September,  1909,  Roentgen  met  with  Profes- 
sor Kronlein  and  other  friends  in  Rigi-Scheidegg. 
Kronlein  became  seriously  ill,  and  Roentgen  re- 
mained at  his  bedside  as  long  as  it  was  feasible. 
He  canceled  all  travel  arrangements,  as  he  had  a 
premonition  that  this  would  be  the  last  time  he 
could  be  near  his  old  friend.  In  1911,  Roentgen 
received  the  Pour-le-Merite  medal,  the  highest 
award  in  prewar  Germany.  He  celebrated  the  oc- 
casion with  Zehnder  in  the  famous  Hotel  Adlon  on 
his  next  visit  to  Berlin. 

The  era  of  deep-X-ray  therapy  started  about 
1914,  when  Kronig  in  Freiburg  asked  Roentgen  for 
a physicist  to  treat  gynecologic  disorders.  Roent- 
gen, realizing  another  fruit  of  his  discovery,  ela- 
tedly recommended  Friedrich.  In  Berlin,  Bumm 
also  pioneered  with  radiation  of  cervical  cancer, 
and  Roentgen  wondered  whether  this  gynecologist 
could  utilize  Zehnder,  whose  service  there  had 
just  been  terminated  after  a tenure  of  ten  years. 

World  War  I Years 

In  June,  1914,  the  Sarajevo  assassination,  which 
touched  off  World  War  I,  caught  the  Zehnders  as 
they  were  vacationing  in  Norway.  They  quickly 
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returned  to  Berlin,  and  from  there  went  to  Swit- 
zerland. During  the  early  part  of  the  war,  Zehn- 
der  volunteered  as  physicist  in  the  X-ray  depart- 
ment of  the  Kantonsspital  in  Zurich,  since  only  a 
skeleton  force  had  remained.  He  soon  realized  a 
lack  of  proper  protection  of  the  X-ray  personnel. 
Thus,  he  went  to  work  and  constructed  a tube 
with  a sleeve  of  thick  lead  around  the  anode. 

This  prototype  has  become  known  as  the  “me- 
tallix,”  a tube  which  has  remained  basically  un- 
changed until  now.  It  was  thought  of  as  a present 
to  mankind  without  patent  protection,  just  as  the 
X-ray  itself.  Unhappily,  a repercussion  resulted 
soon  afterward  when  the  Zehnders  were  again 
Roentgen’s  houseguests  in  Munich.  Roentgen 
thought  that  the  development  had  been  prema- 
turely published,  but  Zehnder  insisted  that  he 
only  wanted  to  protect  the  personnel  from  X-ray 
burns  as  soon  as  it  could  be  feasible.  The  lack  of 
a patent,  unfortunately,  delayed  the  production  of 
the  tube  for  many  years. 

In  October,  1915,  Roentgen  thanked  Zehnder 
for  his  sympathy  on  the  death  of  his  old  friend, 
Professor  Boveri,  and  wrote:  “.  . . The  number  of 
friends  becomes  smaller  all  the  time  and  with  in- 
creasing age,  one  rarely  acquires  new  ones.  That 
is  why  we  want  to  appreciate  the  remaining  ones 
so  much  more.”  During  the  war  too  many  re- 
strictions were  imposed  on  people  in  Germany. 
Therefore,  the  Zehnders  wisely  decided  to  return 
to  Switzerland. 

Zehnders  years  in  Switzerland 

Zehnder  was  the  only  survivor  of  the  trustees  of 
Roentgen’s  estate.  Since  he  no  longer  lived  in 
Germany,  he  suggested  Mrs.  Boveri,  Dr.  Rudolf 
Cohen,  and  an  attorney  as  replacements.  In 
March,  1919,  Zehnder  was  appointed  professor  of 
physics  at  the  University  of  Basel,  and  on  this  oc- 
casion, he  received  the  heartiest  congratulations 
from  the  Roentgens. 

At  the  same  time,  he  also  learned  that  the  ail- 
ing Mrs.  Roentgen  would  soon  be  eighty  years  old. 
A few  encouraging  messages  cheered  her  up,  and 
her  actual  age  was  no  longer  veiled  in  secrecy. 
Her  death,  a few  months  later,  affected  Roentgen 
deeply.  At  the  time  of  her  anniversaries,  he 
would  place  flowers  on  her  bed  and  practice  medi- 
tations which  gave  him  much  relief.  In  1920,  at 
the  age  of  seventy-five,  he  retired  from  teaching 
but  still  continued  research  at  the  University  of 
Munich. 

For  awhile,  Roentgen  worried  when  he  failed  to 
hear  from  Zehnder.  Therefore,  he  asked  his 
friend  for  a frank  discussion  of  his  apparent  es- 
trangement. In  essence,  Zehnder  felt  disappoint- 
ed, because  his  former  chief  could  have  furthered 
his  career  more  than  he  actually  did.  Roentgen, 
on  the  other  hand,  reminded  Zehnder  that  he  had 
impaired  iiis  reputation  by  writing  too  much 
about  theories  and  too  little  about  experimental 


physics.  Nevertheless,  both  men  agreed  that  they 
had  enriched  each  other’s  lives  through  the  many 
years  of  their  close  friendship.  Thus,  Roentgen 
succeeded  in  restoring  happy  feelings. 

Priority  claims  for  X-ray 

For  the  first  six  years,  Roentgen  was  acclaimed 
as  the  indisputable  discoverer  of  the  X-ray.  After 
he  had  received  the  Nobel  Prize,  however,  he  be- 
came the  victim  of  a vicious  conspiracy.  All  of  a 
sudden,  physicists  and  laymen,  alike,  claimed  to 
have  discovered  the  X-ray  without  getting  proper 
credit  from  Roentgen.  Even  Zehnder  was  ap- 
proached, since  he  had  observed  the  glow  of  a dis- 
tant screen  five  years  before  the  discovery. 

He  faithfully  transmitted  to  Roentgen  all  ru- 
mors he  had  heard  about,  and  wrote:  “.  . . What 
do  you  say  that  even  your  great  admirer,  Lenard, 
has,  at  last,  turned  against  you,  and  now  claims 
to  be  the  true  discoverer  of  the  X-ray!”  Roentgen 
disgustedly  replied:  “The  campaign  probably 

was  not  initiated  by  Lenard  but  rather  by  his 
chief,  Professor  Quincke,  on  whose  toes  I have 
stepped  a few  times.”  In  spite  of  the  malicious 
propaganda  against  him,  Roentgen  was  honored 
with  memorable  citations,  decorations,  busts,  and 
even  a statue  on  the  Potsdamer  Bridge  in  Berlin. 
His  assistants  and  students  also  continued  to  re- 
spect and  admire  him. 

Final  two  years  of  friendship 

In  1921  and  1922,  Roentgen  still  enjoyed  moun- 
tain climbing  in  Switzerland.  He  was  able  to 
walk  for  two  hours  without  interruption.  At  his 
hunting  lodge  in  Weilheim,  Bavaria,  he  planted 
wheat  and  vegetables  and  raised  pigs  to  alleviate 
postwar  food  shortage.  He  complained,  however, 
that  his  hearing,  vision,  and  memory  had  become 
impaired.  When  Zehnder  visited  him  shortly  in 
October,  1922,  his  spirit  revived.  He  longed  to 
see  his  old  friend  again  the  following  year,  but  on 
February  10,  1923,  he  died,  following  a short  ill- 
ness. Zehnder  lived  until  1949,  to  the  ripe  old  age 
of  ninety-five. 

Finale 

The  quoted  excerpts  of  Roentgen’s  letters  and 
Zehnder ’s  comments  illustrate  how  closely  the 
lives  of  the  two  men  have  been  interwoven.  The 
friendship  proves  to  be  a perfect  blend  of  personal, 
scientific,  and  social  interests.  Their  dedication 
to  each  other  can  be  likened  to  that  of  an  older 
brother  to  a younger  one,  while  Mrs.  Roentgen 
displayed  motherly  feelings  toward  Mrs.  Zehnder. 
Both  couples  loved  children,  but  had  none  of  their 
own.  When  a temporary  alienation  developed 
toward  the  end,  Roentgen  anxiously  clarified  all 
misunderstandings. 

Zehnder  leaves  the  impression  that  “the  letters 
mirror  Roentgen’s  beautiful  and  noble  character 
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and  his  greatness  as  a scientist  and  as  a man.  In 
scientific  matters,  he  was  a severe  critic  of  himself 
and  of  his  colleagues.” 

To  Roentgen  also  befits  Sandburg’s  eulogy  of 
Abraham  Lincoln  on  the  one  hundred  and  fiftieth 
anniversary  of  his  birth  in  1959: 

Not  often  in  the  story  of  mankind  does  a man  ar- 
rive on  earth  who  is  both  steel  and  velvet,  who  is  as 
hard  as  rock  and  soft  as  drifting  fog.4 

140  West  End  Avenue 
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Letters  to  the  Editor 


Inactivity  of  new  antibiotic 

To  the  Editor:  The  advent  of  the  antibiotic  clindamy- 
cin hydrochloric  acid  hydrate  (Cleocin)  and  its  semi- 
analog lincomycin  hydrochloric  acid  (Lincocin)  have 
been  great  assets  to  the  antibiotic  armamentarium. 
Having  general  use  in  streptococcal  and  staphylococcal 
infections,  they  have  widespread  distribution  in  the 
body,  especially  in  the  throat  where  oxytetracycline 
(Terramycin)  is  only  minimally  present.  With  little 
known  resistance,  clindamycin  hydrochloric  acid  hy- 
drate enjoys  widespread  medical  popularity. 

The  first  of  several  cases  in  which  this  antibiotic 
proved  ineffective  involved  a middle-aged  Puerto  Rican 
woman  who  complained  of  unretractable  sore  throat 
and  rhinitis.  Initially  clindamycin  hydrochloric  acid 
hydrate  and  antihistamines  were  administered,  but  she 
returned  with  persistent  sore  throat  a week  later.  A 
lincomycin  hydrochloric  acid  injection  was  given,  and 
she  improved.  The  second  case  was  a sixteen-year-old 
Puerto  Rican  boy  who  complained  of  severe  sore  throat 
and  was  treated  with  clindamycin  hydrochloric  acid 
hydrate  to  no  avail.  A lincomycin  hydrochloric  acid 
injection  was  given  with  temporary  improvement  for 


Prostaglandins  and  platelets 

In  a recent  series  of  articles  in  Science  (175:  532  [Feb- 
ruary] 1972),  the  effectiveness  of  prostaglandin  in  im- 
proving the  preparation  of  human  platelet  concentrates 
from  plasma-rich  platelets  and  from  whole  blood  is  dis- 
cussed. The  demand  for  platelet  concentrates  has  in- 
creased steadily  because  of  their  usefulness  in  treating 
thrombocytopenia-induced  hemorrhage  as  well  as  their 
relation  to  chemotherapy  and  immunosuppressive  ther- 
apy. Platelets  continue  in  short  supply,  however,  since 
they  can  be  stored  only  briefly  and  since  their  production 
in  therapeutic  quantities  is  expensive.  Because  cold 
reduces  viability  of  platelets,  the  preparation  and  storage 
of  platelet  concentrates  at  room  temperature  will  im- 
prove both  the  harvesting  and  maintenance  of  platelet 


one  day,  but  the  sore  throat  was  renewed,  and  several 
daily  lincomycin  hydrochloric  acid  injections  were  nec- 
essary to  bring  it  under  control.  Results  of  an  allergy 
test  in  this  youth  were  negative.  There  have  been  sev- 
eral cases  since  then  in  which  injectable  lincomycin 
hydrochloric  acid  was  necessary  in  both  Caucasians 
and  Negroes  to  control  sore  throat. 

While  it  may  be  considered  that  the  concomitant  use 
of  antihistamines  may  affect  vessels  to  the  infected 
area,  the  success  of  the  injectable  lincomycin  hydro- 
chloric acid  makes  this  unlikely.  The  fact  that  a relat- 
ed antibiotic  is  successful  argues  against  the  possibility 
of  resistance  developing  in  the  organisms  concerned. 
The  absorption  of  clindamycin  hydrochloric  acid  hy- 
drate from  the  gastrointestinal  system  is  most  clearly 
impaired  in  these  cases  either  through  mucosal  edema 
or  destruction  in  the  alimentary  tract. 

When  clinical  inactivity  of  clindamycin  hydrochloric 
acid  hydrate  occurs,  it  must  be  immediately  recognized 
with  appropriate  substitution  in  genre  or  administra- 
tion route  of  the  antibiotic  instituted. 

HOWARD  S.  ZUCKER,  M.D. 

302  Avenue N 
Brooklyn,  New  York  11230 


function  in  vivo.  During  high-speed  centrifugation  of 
platelet-rich  plasma,  massive  aggregates  form  due  to 
release  of  cell  components  or  the  exposure  of  sticky 
sites.  Prostaglandin  Ei  is  one  of  the  most  potent  in- 
hibitors of  platelet  aggregation  known.  Addition  of 
prostaglandin  to  blood  collection  bags  not  only  im- 
proved harvesting;  platelets  were  easily  suspended  im- 
mediately after  centrifugation,  and  treatment  with  the 
prostaglandin  did  not  affect  survival  time  of  these  after 
infusion  into  a recipient.  No  adverse  clinical  effects 
were  observed  after  administration  of  either  liquid- 
stored  platelet  concentrates,  previously  frozen  platelet 
concentrates,  or  the  small  portions  of  stored,  concen- 
trated red  cells  which  had  been  treated  with  prostaglan- 
din Ei.  There  were  no  hematologic  or  chemical 
changes  in  recipients  during  the  week  after  transfusion 
of  cellular  elements. 
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Obituaries 


Francis  Salvatore  Caliva,  M.D.,  of  Syracuse,  died  on 
November  9,  1972,  at  the  age  of  forty-eight.  Dr.  Caliva 
graduated  in  1948  from  Syracuse  University  College  of 
Medicine.  He  was  an  attending  physician  at  St. 
Joseph’s  Hospital  and  associate  attending  physician  at 
the  State  University  Hospital  of  the  Upstate  Medical 
Center.  Dr.  Caliva  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Angiology,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Philip  Robert  Casesa,  M.D.,  of  Brooklyn,  died  in  an 
automobile  accident  on  March  18  at  the  age  of  sixty- 
three.  Dr.  Casesa  graduated  in  1934  from  Boston  Uni- 
versity School  of  Medicine.  He  was  director  of  the 
Brooklyn  Veterans  Administration  Hospital  from  1969  to 
1971.  Dr.  Casesa  was  a Fellow  of  the  American  College 
of  Chest  Physicians  and  a member  of  the  New  York  Car- 
diological Society  and  the  New  York  State  Society  of 
Internal  Medicine. 

Richard  R.  T.  Furlong,  M.D.,  of  Gloversville,  died  on 
September  12,  1972.  Dr.  Furlong  graduated  in  1916  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  honorary  ophthalmologist  at 
Nathan  Littauer  Hospital. 

Otto  Gelormini,  M.D.,  of  Syracuse,  died  on  November 
28,  1972,  at  the  age  of  seventy-seven.  Dr.  Gelormini 
graduated  in  1934  from  Syracuse  University  College  of 
Medicine.  He  was  a senior  physician  at  Community- 
General  Hospital  of  Greater  Syracuse  and  State  Uni- 
versity Hospital  of  the  Upstate  Medical  Center.  Dr. 
Gelormini  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Geriatrics 
Society,  the  American  Society  of  Clinical  Pathologists, 
the  New  York  State  Society  of  Internal  Medicine,  the 
Onondaga  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Ferdinand  Haase,  Jr.,  M.D.,  of  Albany,  died  on  Octo- 
ber 22,  1972.  Dr.  Haase  graduated  in  1942  from  Harvard 
University  Medical  School. 

Joseph  P.  Hulnick,  M.D.,  of  Staten  Island,  died  on 
March  13  at  the  age  of  sixty-three.  Dr.  Hulnick  grad- 
uated in  1937  from  Eclectic  Medical  College,  Cincinnati. 
He  was  an  attending  obstetrician  and  gynecologist  at  St. 
Vincent’s  Medical  Center  of  Richmond  and  an  assistant 
attending  obstetrician  and  gynecologist  at  Flower  and 
Fifth  Avenue  and  Metropolitan  Hospitals.  Dr.  Hulnick 
was  a Diplomate  of  the  American  Board  of  Obstetrics 


and  Gynecology,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the  Rich- 
mond County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

H.  Ross  Magee,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 19  at  the  age  of  seventy-five.  Dr.  Magee  graduated 
in  1923  from  the  University  of  Manitoba  Faculty  of 
Medicine.  He  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine  (Cardiovascular  Diseases)  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  King  Miller,  M.D.,  of  Albany,  died  on  October  20, 
1972.  Dr.  Miller  graduated  in  1933  from  the  University 
of  Nebraska  College  of  Medicine.  He  was  an  attending 
pathologist  and  an  attending  physician  in  infectious 
diseases  at  Albany  Medical  Center  Hospital.  Dr.  Miller 
was  a Diplomate  of  the  American  Board  of  Pathology 
(Pathologic  Anatomy),  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  Society  of  American 
Bacteriologists,  and  the  American  Public  Health  Asso- 
ciation. 

Arthur  Edwin  Neergaard,  M.D.,  of  New  York  City, 
died  on  March  21  at  the  age  of  eighty-nine.  Dr.  Neer- 
gaard graduated  in  1910  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  an  associate 
physician  (inactive)  at  The  Presbyterian  Hospital,  a 
consulting  physician  at  Community  Hospital  at  Glen 
Cove,  and  an  honorary  physician  at  Southampton  Hos- 
pital. Dr.  Neergaard  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Thomas  Power,  M.D.,  of  Olean,  died  on  No- 
vember 24,  1972,  at  the  age  of  ninety-three.  Dr.  Power 
graduated  in  1902  from  Detroit  College  of  Medicine.  He 
was  a member  of  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Eugene  Savin,  M.D.,  of  New  York  City,  died  on  Febru- 
ary 20  at  the  age  of  fifty-nine.  Dr.  Savin  received  his 
medical  degree  from  the  University  of  Belgrade  in  1939. 
He  was  a member  of  the  American  Academy  of  General 
Practice,  the  American  Academy  of  Compensation  Med- 
icine, Inc.,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Pasquale  Scalisi,  M.D.,  of  Amawalk,  died  on  May  29, 
1972.  Dr.  Scalisi  received  his  medical  degree  from  the 
University  of  Palermo  in  1923. 

Herman  Schauder,  M.D.,  of  New  York  City,  died  on 
February  18  at  the  age  of  seventy.  Dr.  Schauder  re- 
ceived his  medical  degrees  from  the  University  of 
Heidelberg  in  1926  and  in  1935  from  the  University  of 
Paris.  He  was  an  attending  surgeon  at  Madison  Avenue 
Hospital.  Dr.  Schauder  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

F.  Richard  Silves,  M.D.,  of  East  Elmhurst  and  The 
Bronx,  died  on  January  19  at  the  age  of  forty-six.  Dr. 
Silves  graduated  in  1953  from  Temple  University  School 
of  Medicine. 

Philip  Waddell  Skinner,  M.D.,  of  Geneva,  died  on 
October  2,  1972,  at  the  age  of  sixty-nine.  Dr.  Skinner 
graduated  in  1929  from  Yale  University  School  of  Med- 
icine. He  was  an  attending  surgeon  at  Geneva  General 
Hospital.  Dr.  Skinner  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Geneva  Academy  of 
Medicine  (and  a past  president),  the  Ontario  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Walter  Joseph  Smith,  M.D.,  of  Syracuse,  died  on 
November  21,  1972,  at  the  age  of  seventy-seven.  Dr. 
Smith  graduated  in  1921  from  Syracuse  University  Col- 
lege of  Medicine.  He  was  a member  of  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County  Medical 


Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sidney  Spector,  M.D.,  of  Brooklyn,  died  on  February  27 
at  the  age  of  fifty-nine.  Dr.  Spector  received  his  medical 
degree  from  the  University  of  Lausanne  in  1941.  He  was 
an  attending  otolaryngologist  at  Long  Island  College 
Hospital,  chief  of  ear,  nose,  and  throat  at  Long  Island 
College  Hospital  Outpatient  Department,  and  an  atten- 
ing  otolaryngologist  at  Brookdale  Hospital  Center.  Dr. 
Spector  was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  American 
Academy  of  Facial  and  Plastic  and  Reconstructive  Sur- 
gery, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

David  Aaron  Swick,  M.D.,  of  Staten  Island,  died  on 
March  20  at  the  age  of  ninety-four.  Dr.  Swick  graduated 
in  1910  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmology,  the  New  York 
Society  for  Clinical  Ophthalmology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Nicholas  Joseph  Viggiano,  M.D.,  of  Nyack,  died  on 
March  7 at  the  age  of  seventy-six.  Dr.  Viggiano  grad- 
uated in  1926  from  Eclectic  Medical  College,  Cincinnati, 
and  from  the  University  of  Budapest  in  1936.  Dr.  Vig- 
giano was  a member  of  the  Rockland  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 
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Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  1 1040 

Name 

Please  Print 

Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  100  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50c  per  insertion) 
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Index  to  Advertised  Products 


Analgesics 

Phenaphen  (A.  H.  Robins  Company) 936 

Antibiotics 

E-Mycin  (Upjohn  Company)  948 

Antidiarrheal  antispasmotics 

Donnagel  (A.  H.  Robins  Company) 921 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 929 


Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceuticals) 931 

Diagnostic  culturing  systems 

Clinicult  (Smith  Kline  & French  Laboratories) 939 

Diagnostic  instruments 

Duodenofiberscope  (Olympus  Corp.  of  America. 


Medical  Instrument  Div.) 933 

Hormonal  nutritional  supplements 

Testand-B  (Geriatric  Pharmaceutical  Corp  ) 925 


Intestinal  antispasmodics 

Kinesed  (Stuart  Pharmaceuticals. 

Div.  I.C.I.  America  Inc.) 2nd  cover,  919 


Laxatives 

Stimulax  (Geriatric  Pharmaceutical  Corp.) .947 

Nasal  decongestants 

Dimetapp  (A.  H Robins  Company) 935 

Nursing  services 

Nursing  Care  (Medical  Personnel  Pool) 3rd  cover 

Sedative  barbiturates 

Butisol  (McNeill  Laboratories) 923 

Topical  antibiotic  antiinflammatory 

Cordran  (Eli  Lilly  & Company) 942 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 927 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040. 


Old  Address 


Name 


Please  Print 


New  Address 

( Send  Journal  Number  Street 

here) 


City  State  Zip  Code 


Effective  Date 
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PHYSICIANS  WANTED— CONT  D 


0! 


THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

(A  non-profit  Foundation) 

The  Manhattan  Kidney  Center  of  the  New 
York  Nephrology  Foundation  is  a specialized 
ambulatory  care  facility  which  provides  periodic 
hemodialysis  (artificial  kidney)  treatment  to 
patients  with  chronic  kidney  failure. 

Long-term  treatment  can  be  arranged  for 
kidney  failure  patients,  including  those  patients 
who  are  awaiting  kidney  transplant  and  training 
for  home  dialysis  treatment. 

Temporary  intervals  of  treatment  can  be 
arranged  for  patients  visiting  New  York. 

The  Manhattan  Kidney  Center  is  approved 
by  the  New  York  State  Department  of  Health. 


For  information  call:  (212)  725-5540 

THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

Manhattan  Kidney  Center 
40  East  30th  Street,  New  York,  N.Y.  10016 


PHYSICIANS  WANTED 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY.  INI 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Inciude  complete  curriculum  vitae  in  reply. 
Dept.  282,  c/o  NYSJM. 


PHYSICIAN:  OPPORTUNITY  FOR  FULL  TIME  NEW  YORK  STATE  Li- 
censed and  registered  physician  to  join  staff  of  midtown  Manhattan  office  of 
well  established  national  organization.  Challenging  career  position  available 
for  Occupational  Health  physician,  or  internist  in  a broad  preventive  medicine 
and  health  examination  program.  Please  send  resume  to  Dept.  284,  c/o 
NYSJM. 


GENERAL  PRACTITIONER.  UPSTATE  NEW  YORK- PENNSYLVANIA 
border.  A happy  place  to  work,  plav  and  bring  up  children.  Contact  William 
K Nowill.  M.D.,  963  Walnut  St.,  Elmira,  N.Y.  14901. 


FAMILY  MEDICINE  GROUP  PRACTICE  SEEKING  A BOARD  ELIGIBLE 
or  Board  certified  family  physician.  Problem  oriented  practice,  university 
affiliation,  new  hospital,  new  medical  center,  community  faculty  position; 
3 family  physicians  now  in  practice.  Excellent  salary,  excellent  benefits,  con- 
tinuing education,  vacations.  A growing  professional  community  near  Ro- 
chester, N.Y.  Contact:  Pery  S.  Warren,  Tri-County  Family  Medicine, 

Box  339,  Dansville,  N.Y.  14437.  (716)987-8540. 


FAMILY  PHYSICIANS:  HUNTERDON  MEDICAL  CENTER.  FAMILY 

physicians  needed  to  staff  and  operate  innovative  university-affiliated,  satel- 
lite family  practice  health  center  located  in  the  picturesque  Delaware  Valley, 
Opportunity  for  patient  care  and  training  of  family  practice  residents.  Con- 
tact: Frank  C.  Snope,  M.D.,  Director  of  Medical  Education,  or  Mr.  William 
P.  Ferretti,  Assistant  Director  at  Hunterdon  Medical  Center,  Flemington, 
New  Jersey.  Call  collect  (201)  782-2121,  ext.  422  or  338. 


r 

RADIOLOGIST  WANTED:  FOR  VOLUNTARY  HOSPITAL  STARTINC  I 

July  1 or  September  1,  1973  at  candidate’s  option.  Board  certified;  mainl; 
diagnosis;  some  nuclear  medicine  and  abdominal  vascular  roentgenology 
Apply:  Milton  Birnkrant,  M.D.,  Director  of  Radiology,  Jewish  Memoria 

Hospital,  196th  St.  & Broadway,  New  York,  N.Y.  10040. 


CHIEF  GASTROENTEROLOGY  SERVICE.  DEPARTMENT  OF  MEDI 
cine;  1000  bed  acute  general  hospital,  major  teaching  division  of  New  Yor 
City  medical  School.  GI  service  at  this  hospital  never  fully  developed- 
current  increasing  demands  for  patient  care  & teaching  of  residents  & medica 
students  requires  the  direction  of  Service  by  a Gastroenterologist  interested  i f 
a full  time  academic  career.  Additional  opportunity  exists  for  investigate  » 
activities  & intergration  of  program  with  one  of  the  outstanding  gastroenterol  • 
ogy  units  in  the  country.  Salary  in  the  range  of  $35,000  to  $40,000+  significar  1 
fringe  benefit  package.  Offer  and  appointment  made  by  medical  school  i 
faculty  rank  will  be  appropriate  to  qualifications.  Write,  including  curriculur 
vitae,  to  Dept.  315,  c/o  NYSJM. 


ANESTHESIOLOGIST.  STAFF  OPPORTUNITIES.  PROMINENT  N'E\ 
York  City-based  hospital  center  seeks  board-eligible,  NYS-licensed  Anesthes 
ologists  to  join  its  full-time  staff.  These  positions  offer  virtually  unlimite 
professional  growth  opportunity.  Send  c.v.  including  earnings  history  in  coi 
fidence  to:  Executive  Director.  Peninsula  Hospital  Center,  51-15  Beac 

Channel  Drive,  FarRockaway,  N.Y.  11691. 


i 


CHIEF  HEMATOLOGY  SERVICE- DEPARTMENT  OF  MEDICINE;  1(X 


bed  acute  general  hospital,  major  teaching  division  of  New  York  City  Medic 
School.  Position  of  Chief  of  Hematology  Service  provides  opportunity  to  d 
rect  well-staffed  (faculty,  house  staff,  technicians),  well-equipped  (all  mode; 
hematologic  labs)  reputable  unit.  Service  currently  provides  excellent  bf 
ance  of  patient  care,  teaching  & investigative  activities.  Salary  in  the  ran: 
of  $35,000  to  $40,000+  significant  fringe  benefit  package.  Offer  and  appoin 
ment  made  by  medical  school  & faculty  rank  will  be  appropriate  to  quaiific 
tions.  Write,  including  curriculum  vitae  to  Dept.  314,  c/o  NYSJM. 


£ 

- 


OPHTHALMOLOGIST.  EXCELLENT  OPPORTUNITY  FOR  NYS-l 
censed  Ophthalmologist  to  joint  the  attending  staff  of  our  prominent  ai 
progressive  Bronx  geriatric  center.  Session  basis.  Send  curriculum  vitae 
Miss  Vera  Friedlander,  Personnel  Director.  Hebrew  Home  for  the  Aged.  59 
Palisade  Ave.,  Bronx,  N.Y.  10471.  An  Equal  Opportunity  Employer. 


PRIMARY  CARE  M.D.— THE  FLOATING  HOSPITAL.  SUMMER  19’ 
Rewarding  experience  working  with  underprivileged  children/mothers 
recreational  environment.  Emphasis  on  health  promotion/maintenan.  I 
Flexible  schedule.  N.Y.  State  license  required.  Ship  leaves  East  23rd  Stri 
N.Y.C.  pier  daily.  St.  John’s  Guild,  1 East  42nd  St.,  New  York,  N.Y.  100  !| 
Call  (212)  682-4270. 


GP-ANESTHESIOLOGIST  URGENTLY  NEEDED  FOR  PART  TIME  ANE 
thesia,  fully  accredited,  new  (1972),  94-bed  hospital  in  beautiful  Finger  La) 
area.  Near  Elmira  and  Watkins  Glen  Grand  Prix;  good  hunting,  fishing:  cle 
air;  in  lakeside  community  with  no  traffic  jams.  M.  S.  Norton,  M.D.,  7 M 
berry  St.,  Montour  Falls,  N.Y.  14864. 


I 


MISCELLANEOUS 

— 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SI 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  100  , 
LO  5-2943. 


EXPERIENCED,  FREE-LANCE  MEDICAL  WRITER  WILL  PUT  YC 
experimental  or  clinical  findings  into  publishable  shape.  Call  even 
(212)  787-5546,  or  write  Dept.  305,  c/o  NYSJM. 


CLINICAL  BULLETIN.  QUARTERLY  REVIEW  OF  THE  CLINICAL 
pects  of  cancer  as  diagnosed  and  treated  at  Memorial  Hospital,  and  revi 
of  current  research  projects  in  the  Sloan-Kettering  Institute  for  Cancer 
search.  Subscription  fee:  $8.00  per  year.  (Sample  copy  sent  upon  requc 
Make  checks  payable  to  Memorial  Sloan-Kettering  Cancer  Center,  444  I 
68th  St.,  New  York,  N.Y.  10021. 
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FISITIONS  WANTED 


I YCHIATRIST,  BOARD  ELIGIBLE,  12  YRS.  EXPERIENCE  ADULTS; 
dol.,  psychopharmacology,  seeks  association  or  partnership  with  estab. 
sychiatrist  or  group.  Full  or  part  time,  Bronx,  N.Y.C.,  lower  Westchester 
ounty.  Dept.  295,  c/o  NYSJM. 


R DIOLOGIST,  BOARD  DIPLOMATE,  LOOKING  FOR  PART-TIME  OR 
ill-time  position.  New  York,  any  borough.  Write  P.O.  Box  155,  Flatbush 
tation,  Brooklyn,  N.Y.  11226. 


i ITION  WANTED:  GENERAL  SURGEON,  AGE  55,  F.A.C.S.  BOARD 
gible,  New  York  State  license.  National  Boards,  desires  active  practice 
small  town  with  hospital  facilities.  First  year  $40,000  minimum  with 
■ice  and  secretary;  second  year  negotiable.  Dept.  306,  c/o  NYSJM. 


4JICAL  PERSONNEL.  WE  SPECIALIZE  IN  THE  PLACEMENT  OF 
;dical  assistants,  secretaries,  receptionists  and  technicians  throughout 
issau  and  Suffolk  Counties.  We  welcome  inquiries  from  prospective  em- 

Ijyers  and  applicants.  Daniel  Personnel  Agency,  Inc.,  82  N.  Broadway, 
cksville,  N.Y.  (516)822-5110. 

u'ERIENCED  DIAGNOSTIC  RADIOLOGIST  LOOKS  FOR  CHALLENG- 
opening  starting  July  1 or  August  1.  Preferably  in  Long  Island  and  New 
rk  City  area.  Dept.  312,  c/o  NYSJM. 


AHOLOGIST  AVAILABLE  FOR  LOCUM  TENENS.  CERTIFIED  ANA- 
taic  Pathologist  available  for  Locum  Tenens  coverage  by  the  day  or  week. 
1 w York  City  area  only.  Dept.  313,  c/o  NYSJM. 


P VCTICES  AVAILABLE 


tl  IRING:  SUCCESSFULL  GENERAL  PRACTICE  AVAILABLE,  CEN- 

il  New  York  State.  Large  home  with  4 fireplaces,  combined  with  fully 
uipped  office,  2-car  garage,  for  sale.  Near  schools,  shopping,  churches,  2 
spitals  and  teaching  center.  Can  be  seen  any  time.  Edward  E.  Powers, 
D.,  714  North  Washington  St.,  Rome.  N.Y.  13440.  Tel:  (315)  336-1800. 

■ 

■RFESSIONAL  PRACTICE:  OPPORTUNITY  AVAILABLE  FOR  PUR- 

tiase  of  excellently  equipped  office  for  the  practice  of  internal  medicine  in  a 
l.h,  middle  income  community  in  Manhattan,  N.Y.C.  The  cost  is  mod- 
iite.  Monthly  rent  is  $250.  Retiring  physician  will  cooperate  to  effect  a 
Mrough  indoctrination  and  smooth  transfer.  Call  (212)  GR  3-1126. 


>1  STANDING  OPPORTUNITY  TO  TAKE  OVER  LUCRATIVE  GENERAL 
Jictice,  Capital  city,  Finger  Lakes  region.  Upstate  New  York.  Work  4 days 
yekly,  6 hours  a day;  earn  in  excess  of  2,000  dollars  a week.  No  O.B.;  rare 
Ibsecalls.  Two  open  staff  hospitals.  Take  over  lease  of  modern  office  and 
i nimal  deferred  payment  for  equipment,  etc.  Will  introduce.  Please  send 
< Ticulum  with  first  letter.  Dept . 3 10,  c/o  NY SJM . 


02ST  HILLS:  EXCELLENT  LOCATION.  G.P.  OFFICE  FULLY 

e lipped.  Doctor  anxious  to  retire.  Will  introduce.  Call  9 a.m.-2  p.m.  (212) 
14-3588. 


3 1 SALE— PEDIATRICIAN  RETIRING.  ROCKAWAY  PARK,  L.I.,  N.Y. 
L!ge  active  practice  available;  will  introduce.  Custom  built  corner  home; 
oce,  large  living  room,  large  dining  room,  dinette,  4 large  bedrooms,  3 full 
b hs,  sun  room,  4 room  office  plus  2 lavatories — may  be  purchased  furnished 
oiot;  beautifully  landscaped.  Tel.  212-634-1188. 


BCTICES  WANTED 


PTHALMOLOGIST,  BOARD  CERTIFIED,  MEDICAL  SCHOOL  AFFILIA- 
t|i,  would  desire  ophthalmic  practice  from  retiring  ophthalmologist  in 
® nhattan  or  immediate  vicinity.  Dept.  316,  c/o  NYSJM. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 


Mandl  School  554  YoAl 


N.Y.  10019 
(212)  247-3434 
1 75  Fulton  Ave„  Hempstead,  L.l.  1 1 550  (51 6)  IV  1 -2774 
_ EST  1924 — Licensed  by  the  New  York  State  Edue.  Dept.  _ 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
of  Manhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
Le.  2-2154. 


LONG  ISLAND  MINI  ESTATE:  IDEAL  LOCATION  FOR  HOME  AND/OR 
professional  building.  Custom  built;  five  separate  entrances:  top  construc- 
tion; beautifully  landscaped;  private  country  atmosphere;  ample  parking; 
adjacent  State  Park,  summer/winter  sports.  At  expressway  exit.  Walk  to 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
(516)  935-2083. 


DOBBS  FERRY,  WESTCHESTER  COUNTY.  OFFICE  TO  SHARE  IN  NEW 
professional  building.  Newly  furnished,  central  a/c,  own  consultation  room. 
Share  waiting  room,  2 examining  rooms,  nurses  station.  Near  parkways.  Am- 
ple parking.  Leon  S.  Loizeaux,  Jr.,  M.D.  (914)693-3066. 


VACATION  PARADISE:  LUXURIOUS  3 BEDROOM,  3 BATH,  AIR  CON- 
ditioned,  St.  Thomas  villa  for  rent,  weekly  or  monthly.  Full  kitchen,  25  foot 
seaside  gallery,  maid  service,  directly  on  beautiful  Cowpet  Bay  overlooking 
Great  St.  James  and  St.  John.  Excellent  swimming,  snorkeling,  boating, 
tennis,  and  duty  free  shopping.  Call  Mr.  Aaronson  (212)  674-3230. 


KINGSTON  VICINITY:  HIGH  ON  HILLTOP,  3 & ACRES;  6 YR  OLD  CUS- 
tom  built  Ranch-type;  10  rooms;  2 baths;  5 bedrooms;  finished  basement; 
2-car  garage,  elect,  eye  door;  large  parking  area.  Ideal  for  medical  center  or 
doctor’s  office  and  home.  Magnificent  view.  Many  extras.  $93,500.  (914) 
658-9878. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  EIGHT  ROOM,  FULLY 
equipped  medical  office.  Luxuriously  appointed.  Centrally  located  in 
Queens.  Call  (212)  464-6262. 


MINEOLA  PROFESSIONAL  OFFICE  AND  HOME:  8 ROOM  RESIDENCE 
plus  5 room  office.  Established  practice  for  specialist  or  family  practice. 
Suitable  for  other  professionals.  Retiring,  medical  equipment  for  sale.  Air 
conditioned,  fully  landscaped,  swimming  pool,  main  thoroughfare.  Ernest 
Michaelson,  M.D.  (516)  PI6-7789. 


EAST  HAMPTON.  FOR  SUMMER  RENTAL.  4 BEDROOM,  YEAR  ROUND 
house  in  Springs-Fireplace  area.  Near  private  beach  and  marina.  Ideal  for 
convalescence.  Edward  Pinney,  M.D.,  148  East  78th  Street,  N.Y.C.  212- 
879-8870. 


FOR  SALE.  HOME  AND  OFFICE  OF  RETIRED  PHYSICIAN;  CUSTOM 
built  on  one  acre  in  Dutchess  County.  Beautifully  landscaped.  9-room  resi- 
dence, 4 room  office.  Area  urgently  needs  another  practicing  physician. 
Dept.  311,  c/o  NYSJM. 


PUERTO  RICO  BEACH  HOUSE.  COSTA  AZUL  AT  LUQUILLO.  3 BED- 
rooms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
Comfortable,  private,  convenient  to  other  resort  areas.  For  rent  weeklv. 
New  York  City  (212)  879-8870. 


LEISURE  HOME  PROPERTY  IN  THE  BERKSHIRES  (MASS.).  Ex- 
ceptionally attractive  mountain  woodland  in  the  heart  of  the  lake-music-ski 
area.  Beautiful  surroundings,  complete  seclusion  hi  elevation,  year-round 
road.  Protective  covenants  for  permanent  privacy.  Far  above  average;  5 
acres,  $2,200  per  acre.  Call  (413)  637-3574. 
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NEW  YORK  STATE  ACADEMY  OF  FAMILY  PHYSICIANS 

SILVER  ANNIVERSARY 
CONVENTION 

FABULOUS  PLAYBOY  ULUB-HOTEL 
•it  CHEAT  COItCE 

McAFEE,  NEW  .JERSEY 

MAY  6 thru  10,  1973 

Congress  of  Delegates  May  6,  7,  1973 

Scientific  Assembly  May  8,  9,  10,  1973 

President’s  Dinner  May  9,  1973 

*Breakfast  Conferences 
^Technical  Exhibits 

LIVE  TEACHING  CLINICS 

Live  patients — outstanding  demonstrators — audience  participation — 
question  and  answer  session.  A new  approach  to  postgraduate 
education. 


For  reservations: 

NYSAFP 

PLAN  TO  ATTEND  84  Main  Street 

THE  CONVENTION  TAILORED  Binghamton,  N.  Y.  13905 

TO  THE  FAMILY  PHYSICIAN  or  call:  (607)  722-2132 


*Scientific  Program 
^Scientific  Exhibits 
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NEW  YORK  CITY  AREA 

May  1 / 15,  1973 

8:00-9:00  a.m.,  Tuesdays 

Richmond  County  Chapter  of  AAFP 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

Postgraduate  Lectures  on  Hematology 

May  1 

Red  Blood  Cell  Disease 
May  8 

White  Blood  Cell  Disease 
May  15 

Coagulation  Disorders 


Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshops  in  Oncology  for  the  Practicing  Physician 

May  1 

Therapy  of  Metastatic  Cancer  with 
the  Alkylating  Agents — Malignant 
Lymphoma,  Malignant  Effusions  and 
Ovarian  Carcinoma 

May  15 

Therapy  of  Metastatic  Cancer  with 
the  Anti-Metabolites 

(a)  Gastrointestinal  Neoplasms 

May  29 

Therapy  of  Metastatic  Cancer  with 
the  Anti-Metabolites 

(b)  Acute  Leukemias 


Speaker:  T.  McGINN,  M.D. 


May  1 and  8,  1973 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

May  1 

Progressive  Systemic  Sclerosis 

NATHAN  RABHAN,  M.D. 

N.Y.U.  Medical  Center 

May  8 

Hyperlipoproteinemia 

THEODORE  B.  VAN  ITALLIE,  M.D. 

SAMI  HASHIM,  M.D. 

St.  Luke's  Hospital  Center 


May  1 and  8,  1973 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

Saltzman  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Conferences 

May  1 

Vesico-Ureteral  Reflux 

GILBERT  WISE,  M.D. 

Downstate  Medical  Center 

May  8 

Adolescent  Gynecology 

ARNOLD  MOLTZ,  M.D. 

Downstate  Medical  Center 


May  1 / 29,  1973 

4:00-6:00  p.m.,  Tuesdays 

Kingsbrook  Jewish  Medical  Center 


TUESDAY,  MAY  1 


4:30  p.m. 

“Diabetes  Today”  Series 

New  York  Medical  College 

Cohen  Research  Building,  Room  R-114 

Madison  Avenue  and  106th  Street 

EFFECTS  OF  EXOGENOUS  INSULIN  ON 
INSULIN  SECRETION  BY  PANCREATIC 
ISLETS  OF  NORMAL  AND  OBESE 
HYPERGLYCEMIC  MICE 

PIERO  P.  FOA,  M.D. 

Sinai  Hospital  of  Detroit 


7:00  p.m. 

The  New  York  Academy  of  Medicine, 

Section  on  Dermatology  and  Syphilology 

2 East  103rd  Street 
Resident's  Program 

I.  Presentation  of  Cases 
Members:  7:00-7:45  p.m. 
Non-Members:  7:45-8:30  p.m. 

II.  Executive  Session:  8:00-8:30  p.m. 

From  the  Departments  of  Dermatology 
of: 

(a)  Bellevue  Hospital 

(b)  Bronx  V.A.  Hospital 

(c)  Brooklyn  V.A.  Hospital 

(d)  Columbia-Presbyterian  Medical 
Center 

(e)  Kings  County  Hospital 

(f)  Manhattan  V.A.  Hospital 

(g)  Metropolitan  Hospital 

(h)  Mount  Sinai  Hospital 
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(i)  New  York  Hospital 

(j)  St.  Luke’s  Hospital 

(k)  U.S.P.H.S.  Hospital,  Staten  Island 

III.  Presentation  by  Residents 


8:30  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

CHEMOTHERAPY  OF  SOLID  TUMORS 

GEORGE  J.  HILL,  II,  M.D. 

University  of  Colorado  Medical  Center 


May  2 / June  6,  1973 

2:30-4:00  p.m.,  Wednesdays  (6  sessions) 

Downstate  Medical  Center 

Kings  County  Hospital  Center,  E Building,  8th  floor 

451  Clarkson  Avenue 

Brooklyn 

Continuing  Education  Course 

REHABILITATION  MEDICINE 

JOSEPH  G.  BENTON,  M.D.,  with  GEVHER  T.  ATAYALVAC, 
HERBERT  I.  J.  BERNER,  HAROLD  H.  FELDMAN,  JULIUS 
FELDMAN,  MELVIN  J.  GOLDBERG,  CARL  R.  GOODMAN, 
GEORGE  D.  LAMBER,  HERMAN  E.  MAUTNER,  GIO- 
VANNA  RASILE,  and  BERNARD  SANDLER,  M.D.’s 

FEE:  $20  CREDIT:  9 prescribed  hours  AAFP 


WEDNESDAY,  MAY  2 

4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

DISORDERS  OF  FACIAL  NERVES 
AND  MUSCLES 

RICHARD  REUBEN,  M.D. 

University  Hospital 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  Collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
3ronx 

AORTIC  BALLOON  PUMPING  IN 
CONGESTIVE  FAILURE 

ROBERT  GOETZ,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDITS:  V/2  hours 


May  2 and  9,  1973 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  DRUG  ABUSE 
AND  OF  ALCOHOLISM  IN  MEDICAL 
PRACTICE 

DOUGLAS  INGRAM,  M.D. 

BORIS  HELLER,  M.D. 


May  3/6,  1973 

Thursday-Sunday 

Institute  for  Research  in  Hypnosis 

140  West  End  Avenue 

ADVANCED  COURSE  IN  HYPNO- 
THERAPY AND  HYPNOANALYSIS 

Institute  Faculty 
FEE:  $175 


May  7 / 11,  1973 

9:00  a. m. -5:00  p.m.,  Monday-Friday 

Queens  Hospital  Center 

164th  Street 
Jamaica 

REFRESHER  COURSE  FOR  RESIDENTS 
IN  RADIATION  THERAPY  AND  PHYSICS 

Program  Chairmen: 

JAMES  H.  DAVENPORT,  M.D. 

GERALD  SHAPIRO,  M.S. 

FEE:  $100 

Please  apply  to:  JAN  J.  SMULEWICZ,  M.D.,  Director,  De- 
partment of  Radiology,  Queens  Hospital  Center,  above 
address. 

May  7/9,  1973 

N.Y.U.  Medical  Center,  Institute  of  Rehabilita- 
tion Medicine 

400  East  34th  Street 
Three-Day  Symposium  on 

PHYSICAL  THERAPY  IN  CHRONIC  AND 
ACUTE  PULMONARY  DISORDERS 

FEE:  $150 

For  information  and  application,  write  to:  JOSEPH  GOOD- 
GOLD,  M.D.,  Director  of  Research  and  Training,  Institute 
of  Rehabilitation  Medicine,  N.Y.U.  Medical  Center,  above 
address. 


May  7 / 21,  1973 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
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City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

May  7 

Clinical  Pathological  Conference 
May  1 4 

Neurological  Complications  of  Diabetes 

MAX  ELLENBERG,  M.D. 

Mount  Sinai  School  of  Medicine 

May  21 

Polymyalgia  Rheumatica — Current 
Concepts  and  Therapy 

HARRY  SPIERA,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  MAY  7 

8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

SYMPOSIUM:  TAPETO-RETINAL 
DEGENERATIONS 

Moderator:  RONALD  E.  CARR,  M.D.,  New  York 

1 . Genetic  Variants  of  the  Tapeto-Retinal 
Degenerations 

GOERGE  GOODMAN,  M.D.,  Bayshore,  N.Y. 

2.  Systemic  Disease  Associated  with  the 
Tapeto-Retinal  Degenerations 

GEORGE  SPAETH,  M.D.,  Philadelphia,  Pa. 

3.  Treatment  of  the  Tapeto-Retinal 
Degenerations:  Practical  and 
Theoretical  Aspects 

ELIOT  L.  BERSON,  M.D.,  Boston,  Mass. 


TUESDAY,  MAY  8 

1:15-2:15  p.m. 

Downstate  Medical  Center 

Continuing  Education  Conference  Room 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

MECHANISM  OF  ACTION  OF  THE 
THYROID  HORMONE 

JACK  H.  OPPENHEIMER,  M.D. 

Albert  Einstein  College  of  Medicine 


8:00  p.m. 

The  New  York  Academy  of  Medicine, 

Section  on  Medicine 

2 East  103rd  Street 

TRANSFER  FACTOR 


1 . Practical  Applications  of  the  Transfer 
Factor 

H.  HUGH  FUDENBERG,  M.D. 

University  of  California,  San  Francisco 

2.  History  and  Pathological  Physiology 
of  Transfer  Factor 

H.  SHERWOOD  LAWRENCE 

N.Y.U. 


8:30  p.m. 

The  New  York  Psychoanalytic  Institute 

247  East  82nd  Street 

THE  WORK  OF  BERTA  BORNSTEIN 
A Panel  Discussion 

TED  BECKER,  M.D. 

SYLVIA  BRODY,  M.D. 

CHARLES  I.  FEIGELSON,  M.D. 

ROBERT  J.  KABCENELL,  M.D. 

WEDNESDAY,  MAY  9 

8:00  p.m. 

New  York  Surgical  Society 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

Case  Report: 

Celiac  Axis  Compression  Syndrome 
C.  B.  YEOH,  M.D.,  P.  D.  HARRIS,  M.D., 
and  J.  D.  FERRARA,  M.D. 

Papers: 

1 . An  Epidemic  of  Post-Operative  Wound 
Infections  Associated  with  a Hair  Carrier 

P.  DINEEN,  M.D.,  and  L.  M.  DRUSIN,  M.D. 

2.  Intravenous  Hyperalimentation  with 
Amino  Acids  and  Dextrose-Prevention 
and  Treatment  of  Complications 
Resulting  from  Hyperglycemia 

M.  H.  PARSA,  M.D.,  D.  V.  HABIF,  M.D.,  J.  M. 
FERRER,  JR.,  M.D.,  and  R.  LIPTON,  B.A. 

3.  Results  of  Surgical  Treatment  of  Lung 
Cancer  Staged  by  Mediastinoscopy 

P.  A.  KIRSCHNER,  M.D. 


THURSDAY,  MAY  10 

12:00  noon 

Downstate  Medical  Center 

4th  Floor  Pediatric  Library 
450  Clarkson  Avenue 
Brooklyn 

Research  Pediatric  Seminar 

WORMIAN  BONES  AS  A MARKER 
OF  CNS  ABNORMALITY 

ABDUL  KHAN,  M.D. 
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FRIDAY,  MAY  11 

8:30  p.m. 

The  Society  for  the  Scientific  Study  of  Sex 

Barbizon  Plaza  Hotel 
106  Central  Park  South 

HORMONES,  STRESS  AND  BISEXUALITY 

INGEBORG  WARD,  Ph.D. 

Villanova  University 


SATURDAY,  MAY  12 

9:00  a.m. 

Downstate  Medical  Center 

Alumni  Memorial  Hall 
Basic  Sciences  Building  2nd  Floor 
450  Clarkson  Avenue 
Brooklyn 

Annual  Alumni  Reunion  Day 
Sponsored  by  the  Alumni  Association 

ADVANCES  IN  MEDICINE— First  Session 

1 . Philosophical  Thoughts  on  Creating 

a Colostomy  and  Other  Aspects  of  the 
Treatment  of  Rectal  Cancer 

A.  W.  MARTIN  MARINO,  JR.,  M.D. 

Downstate  Medical  Center 

2.  The  Dimensions  of  Professionalism 

JOHN  J.  WALSH,  M.D. 

Tulane  University 

ADVANCES  IN  MEDICINE  BY 
ALUMNI — Second  Session  will  be  held  in 
the  First  Floor  Lecture  Hall,  Basic  Sciences 
Building 

1 . Drugs  and  Circulatory  Support  in  the 
Management  of  Cardiogenic  Shock 

LESLIE  A.  KUHN,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Detection  and  Diagnosis  of  Neural 
Crest  Lesions 

STANLEY  E.  GITLOW,  M.D. 

Mount  Sinai  School  of  Medicine 

3.  Downstate  Medical  Center:  Its  Present 
and  Its  Future 

CALVIN  H.  PLIMPTON,  M.D. 

|j  ~ 

FUTURE  EVENTS 


WEDNESDAY,  MAY  16 

9:00  a.m.-l  :00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 


REHABILITATION  IN  ARTHRITIS 

LAWRENCE  WISHAM,  M.D.,  FRANCES  DWORECKA, 
M.D.,  BEATRICE  KAPLAN,  M.D.,  and  Staff 
Mount  Sinai  School  of  Medicine 


THURSDAY,  MAY  17 

1:00-3:00  p.m. 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

Continuing  Education  Course 

ORTHOPEDIC  INFECTIONS:  A 

BIOLOGICAL  APPROACH  TO  DIAGNOSIS 
AND  TREATMENT 

LEROY  S.  LAVINE  AND  HENRY  D.  ISENBERG,  M.D.'s 
NO  FEE 

To  register,  contact  CHARLES  M.  PLOTZ,  M.D.,  Director, 
Continuing  Medical  Education,  above  address.  Telephone 
(212) 270-2421 


May  21  / 25,  1973 
American  College  of  Physicians 

St.  Vincent’s  Hospital 
153  West  1 1th  Street 

Five  Day  Course  in 

INTENSIVE  CARE  MEDICINE 

WILLIAM  J.  GRACE,  M.D. 


MONDAY,  MAY  21 

4:00  p.m. 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 

RENAL  INVOLVEMENT  IN  SYSTEMIC 
LUPUS  ERYTHEMATOSUS 

CONRAD  L.  PIRANI,  M.D. 

Columbia  University  P & S 

Annual  Jean  Redman  Oliver  Lecture 


June  8 and  9,  1973 

Department  of  Obstetrics  and  Gynecology, 
St.  Vincent’s  Hospital  and  Medical  Center 

153  West  1 1th  Street 

SEMINAR  IN  GYNECOLOGIC 
ENDOSCOPY 

BERNARD  J.  PISANI,  M.D. 
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BROOME  COUNTY 


May  3 and  10,  1973 

1 1 :00  a.m.,  Thursdays 

Upstate  Medical  Center  at  Syracuse 

Charles  S.  Wilson  Memorial  Hospital 
Johnson  City 

Clinical  Seminars  Conducted  by 
Upstate  Medical  Center 

May  3 

Esophagitis  and  Hiatal  Hernia 

ROBERT  A.  LEVINE,  M.D. 

May  10 

Current  Concepts  in  the  Treatment 
of  Leukemias  and  Lymphomas 

WILLIAM  J.  WILLIAMS,  M.D. 

TUESDAY,  MAY  22 

American  Cancer  Society,  Broome  County  Unit 

Lourdes  Hospital 
Binghamton 

CANCER  CONFERENCE  FOR 
PHYSICIANS 

RICHARD  KAUFMAN,  M.D. 

Memorial  Hospital,  New  York  City 


BUFFALO  AREA 


THURSDAY,  MAY  3 

8:15  a.m.  Registration 

The  American  College  of  Surgeons,  Western 
New  York  Chapter  assisted  by  Continuing 
Medical  Education,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

The  Parkway  Ramada  Inn 
Niagara  Falls 

THROMBOEMBOLISM 

1 . Diagnosis  of  Deep  Venous  Thrombosis 
and  Pulmonary  Embolism 

JOHN  J.  CRANLEY,  JR.,  M.D. 

University  of  Cincinnati  College  of  Medicine 

2.  Prophylaxis  of  Venous  Thrombosis 

GEOFFREY  EVANS,  M.D. 

McMaster  University,  Hamilton,  Ontario 

3.  Chapter  Prize  Winning  Essay 

4.  Non-Operative  Treatment  of  Venous 
Thrombosis  and  Pulmonary  Embolism 

MAKIS  J.  TSAPOGAS,  M.D. 

V.A.  Hospital,  Albany 


5.  Indications  and  Techniques  for 
Vena  Caval  Interruption 

CHILTON  CRANE,  M.D. 

Children's  Hospital,  Boston,  Mass. 

6.  Panel  Discussion  on  Thromboembolism 

Moderator:  WORTHINGTON  G.  SCHENK,  JR.,  M.D. 

Afternoon  will  be  devoted  to  a business  meeting  of  the 
American  College  of  Surgeons,  Western  New  York  Chapter 

After  dinner  speaker  will  be  TERRENCE  KENNEDY,  M.D. 

NO  FEE  CREDIT:  3 hours 

(Luncheon  and  Dinner  tickets  may  be  purchased  at  the 
registration  desk.)  Early  registration  is  urged. 


May  3 and  10,  1973 

7:30-9:30  p.m..  Thursdays 

Continuing  Medical  Education,  State 
University  of  New  York  at  Buffalo  and  the 
Heart  Association  of  Western  New  York 

The  Sisters  of  Charity  Hospital 
2157  Main  Street 

CLINICS  IN  PHYSICAL  EXAMINATION 
OF  THE  CARDIAC  PATIENT  AND 
ARRHYTHMIA  WORKSHOPS 

May  3 

Auscultation — Systolic  Ejection  Murmurs 
The  Aortic  Systolic  Murmur 
in  the  Elderly 

The  Aortic  Stenosis  Murmur 
Valvular 

Hypertrophic  Subaortic 
Stenosis 

The  Pulmonary  Stenosis  Murmur 
The  Tetralogy  of  Fallot  Murmur 
(Effect  of  Amyl  Nitrite) 

Arrhythmias 

May  10 

Auscultation — Systolic  Regurgitant  Murmur 
Definition  and  Recognition 
Rheumatic  Mitral 
Papillary  Muscle 
Ruptured  Chordae  Murmurs 
Ballooned  Valves 
Arrhythmias 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being 
offered  at  less  than  cost.  The  $3.00  one-year  sub- 
scription rate  guarantees  you  22  issues  mailed 
first  class  in  advance  of  the  New  York  State  Journal 
of  Medicine. 
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FRIDAY,  MAY  4 

8.00  a m.  Registration 

School  of  Medicine,  State  University  of  New 
York  at  Buffalo,  Department  of  Ophthalmology 

Treadway  Inn 
Niagara  Falls 

An  All-Day  Symposium  on 

OPHTHALMOLOGY 

1.  Rapid  Detection  of  Herpes  Simplex 

GEORGE  N.  VIGELAND,  JR.,  M.D. 

2.  Catastrophic  Complications  of 
Orbital  Floor  Repair 

GARY  H.  JEFFREY,  M.D. 

3.  Complication  of  Cosmetic  Blepharoplasty 

PIERRE  GUIBOR,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

4.  Differential  Diagnosis  of  Elevated 
Lesions  in  the  Posterior  Pole 

WILLIAM  S.  TASMAN,  M.D. 

Wills  Eye  Hospital  and  Research  Institute 
Philadelphia,  Pennsylvania 

5.  Histoplasmic  Choroiditis 

THEODORE  F.  SCHLAEGEL,  JR.,  M.D. 

Indiana  University  School  of  Medicine 

6.  Tricks  of  the  Trade  in  Examining  Motility 
Patients 

EUGENE  R.  FOLK,  M.D. 

University  of  Illinois  School  of  Medicine 

7.  The  Detection  of  the  Carrier  State  from 
the  Point  of  View  of  the  Ophthalmologist 

GEORGE  L.  SPAETH,  M.D. 

Friday  Afternoon 

1.  Tumors  of  the  Orbit  and  Adnexae 

PIERRE  GUIBOR,  M.D. 

2.  Retinal  and  Choroidal  Degenerations  of 
the  Retina 

WILLIAM  S.  TASMAN,  M.D. 

3.  Recent  Advances  in  Uveitis 

THEODORE  F.  SCHLAEGEL,  JR.,  M.D. 

4.  Non-Surgical  Management  of 
Congenital  Esotropia 

EUGENE  R.  FOLK,  M.D. 

5.  Pilocarpine — Its  Use  in  the 
Management  of  Patients  with  Ocular 
Hypertension  and  Glaucomatous 
Disease 

GEORGE  L.  SPAETH,  M.D. 

6.  General  Discussion 

Friday  Evening 

Dr.  W.  Yerby  Jones  Lecture 

OPHTHALMOLOGY  AND  HEMISHPERAL 


INDEPENDENCE 

BERNARD  H.  SMITH,  M.D. 

FEE:  $30  (includes  luncheon  and  dinner) 

Please  register  early:  Continuing  Medical  Education, 

Main  Street  Division — School  of  Medicine,  SUNYAB,  2211 
Main  Street,  Buffalo,  N.Y.  14214,  Tel.  (716)  831-5526. 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to 
all  physicians  presented  at  1 1 :30  a.m.  on  Tuesdays. 

2.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third 
Wednesday  of  each  month  under  the  direction  of  Gerald 
P.  Murphy,  M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m. 
on  the  fourth  Thursday  under  the  direction  of  Eugene  R. 
Mindell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored  by 
the  Department  of  Family  Practice  and  presented  at  8:30 
a.m.  the  first  Thursday  under  the  direction  of  Ernest  R. 
Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 
York  at  Buffalo,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 


PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 

Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  ap- 
plicant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 
Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
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a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 


BUFFALO  AREA  FUTURE  EVENT 


June  4/8,  1973 

The  State  University  of  New  York  at  Buffalo 

School  of  Medicine 

REFRESHER  COURSE  IN  PEDIATRICS 

An  intensive  refresher  course  in  pediatrics  is  being  offered  at 
the  State  University  of  New  York  at  Buffalo  School  of  Medicine 
under  the  sponsorship  of  the  Bureau  of  Maternal  and  Child 
Health  and  Family  Planning,  New  York  State  Department  of 
Health.  It  is  intended  primarily  for  general  practitioners  but 
pediatricians  will  also  find  the  course  of  value: 

All  teaching  will  be  done  by  the  faculty  of  the  School  of  Medi- 
cine under  the  supervision  of  Dr.  Jean  A.  Cortner,  Head  of  the 
Department  of  Pediatrics. 

Registration  fee  is  $5  ( check  to  be  made  payable  to  the  State 
University  of  New  York  at  Buffalo).  Tuition  for  each  physician 
enrolled  in  the  course  is  paid  by  the  New  York  State  Depart- 
ment of  Health.  Application  for  enrollment  must  be  made 
prior  to  May  15,  1973  to  the  Bureau  of  Maternal  and  Child 
Health  and  Family  Planning,  162  Washington  Avenue,  Al- 
bany, New  York  12210.  The  registration  fee  must  accompany 
the  application. 

Applications  are  obtainable  from  full-time  health  officers,  the 
Department  of  Continuing  Medical  Education,  School  of  Medi- 
cine, State  University  of  New  York  at  Buffalo,  2211  Main 
Street,  Buffalo  14214  or  the  Bureau  of  Maternal  and  Child 
Health  and  Family  Planning,  162  Washington  Avenue,  Albany 
12210. 


State  University  of  New  York  at  Buffalo 

School  of  Medicine 
221 1 Main  Street 
Buffalo.  N.Y.  14214 
Tel (716) 831-5526 

SCHEDULE  FOR  WINTER-SPRING,  1973 

May  16  and  17 
Fetal  Monitoring 

MICHAEL  RAY,  M.D. 

May  25  and  26 

Psychiatric  Treatment  in  Correctional 
Programs 

June  4/8 

Refresher  Seminar  in  Pediatrics 

THOMAS  ACETO,  JR.,  M.D. 

Children's  Hospital 

August  6/9 
School  Health 

THOMAS  ACETO.  JR.,  M.D. 

Children's  Hospital 


DUTCHESS  COUNTY 


WEDNESDAY,  MAY  23 

9:00  a. m. -4:00  p.m. 

American  Cancer  Society,  Dutchess  County 
Unit 

Holiday  Inn 
Fishkill 

CARE  AND  REHABILITATION  OF 
PATIENTS  WITH  CANCER  OF  THE 
BREAST 

GUY  ROBBINS,  M.D.  and  HERBERT  DIETZ,  JR.,  M.D. 
Memorial  Hospital  for  Cancer  and  Allied  Diseases 


LAKE  PLACID  AREA 
FUTURE  EVENTS 


W.  Alton  Jones  Cell  Science  Center 

Lake  Placid 

Announces  the  following  courses  to  be  given  at  this  center  in 
1973: 

July  9-20 

Animal  Organ  Culture 

July  23  / August  3 

Introduction  to  Vertebrate  Cell  Culture 

Setember  5-15 

Principles  of  Cell  Synchronization 
October  1-12 

Methods  in  Medical  Virology 

Apply:  J.  ANDREA  ESTUS,  Executive  Secretary,  W.  Alton 
Jones  Cell  Science  Center,  P.O.  Box  631,  Lake  Placid, 
N.Y. 12946. 


NASSAU  COUNTY 


May3  / 17,1973 

1 1 :30  a m. -12:30  p.m.,  Thursdays 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

Pediatric  Postgraduate  Lectures 

May  3 

Changing  Patterns  of  Heart  Disease  in 
Children 

FILIPPO  BALBONI,  M.D. 

St.  Francis  Hospital 

May  10 

Recent  Advances  in  Infectious  Diseases 
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SAUL  KRUGMAN,  M.D. 

N.Y.U.  Medical  Center 

May  17 

Perinatology,  A New  Science 

LEO  MANN,  M.D. 


FEE:  $10  (includes  luncheon) 

Registration  Deadline:  May  4,  1973 

Apply  to:  CHARLES  J.  VACANTI,  M.D.,  89  Genesee 

Street,  Rochester,  N.Y.  14611. 


ONEIDA  COUNTY 


WEDNESDAY,  MAY  16 

8:30  a. m. -3:30  p.m. 

American  Cancer  Society,  Oneida  County  Unit 

Hart’s  Hill 
Whitesboro 

CANCER  OF  THE  FEMALE  REPRODUC- 
TIVE SYSTEM  (For  Nurses) 

GEORGE  TROMBETTA,  M.D. 

Highland  Hospital,  Rochester 

FEE:  $2  Registration  ($4  with  luncheon) 


ROCHESTER  AREA 

•'  — — ^ — — — — 

SATURDAY,  MAY  12 

8:30  a. m. -4:30  p.m. 

District  VI — New  York  State  Society 
of  Anesthesiologists  (NYSSA) 

Bishop  Kearney  Education  Building 
St.  Mary’s  Hospital 
W.  Main  and  Genesee  Street 
Rochester 

Continuing  Education  in  Anesthesiology  Program 

1.  Renal  Physiology  and  Drug  Effects 

ROBERT  R.  MERIN,  M.D. 

University  of  Rochester  School  of  Medicine 

2.  Pediatric  Anesthesia 

ROBERT  P.  GERACI,  M.D. 

Genesee  Hospital 

3.  Management  of  the  Full  Stomach 

JOHN  G.  STETSON,  M.D. 

University  of  Rochester  School  of  Medicine 

4.  New  Anesthetic  Agents — Ethrane 
and  Pancuronium 

VICTOR  J.  TOFANY,  M.D. 

St.  Mary’s  Hospital 

5.  Blood  Component  Therapy 

CLARA  L.  LINKE,  M.D. 

University  of  Rochester  School  of  Medicine 

6.  Ventilation — Perfusion  Relationships 
During  Anesthesia 

ROSS  MARKELLO,  M.D. 

SUNY  at  Buffalo  School  of  Medicine 

April 


SYRACUSE  AREA 


THURSDAY,  MAY  3 

8:30  a. m. -5:00  p.m. 

Upstate  Medical  Center 

Basic  Science  Building 
Main  Auditorium,  First  Floor 
750  East  Adams  Street 
Syracuse 

Symposium  on 

PEDIATRIC  HEMATOLOGY 

MARTIN  C.  USHKOW,  M.D. 

1 . Current  Concepts  Regarding 
Neonatal  Hyperbilirubinemia 

J.  LAWRENCE  NAI MAN,  M.D. 

Temple  University  School  of  Medicine 

2.  Diagnostic  Approach  to  Anemia 
in  the  Newborn 

FRANK  OSKI,  M.D. 

3.  Diagnostic  Approach  to  the 
Bleeding  Patient 

J.  LAWRENCE  NAI  MAN,  M.D. 

4.  Panel — Questions  and  Answers 

WALTER  CHARLES,  M.D.,  Discussion  Leader 
J.  LAWRENCE  NAIMAN  and  FRANK  OSKI,  M.D.’s 
with  MARIE  STUART,  M.D. 


Afternoon  Session 

1.  Iron  Deficiency  Anemia,  Its  Implications 

FRANK  OSKI,  M.D. 

2.  Current  Concepts  in  Management  of 
Patients  with  Leukemia,  Hemophilia, 
Sickle  Cell  Anemia  and  Idiopathic 
Thrombocytopenia  Purpura 

FRANK  OSKI,  LAWRENCE  NAIMAN,  MARIE  STUART, 
M.D.’s  and  EILEEN  BUCKERT,  R.N.,  Children's 
Hospital  of  Philadelphia 

3.  The  Role  of  the  Nurse  Specialist 
in  Hematology 

EILEEN  BUCKERT,  R.N. 

15,  1973  / New  York  State  Journal  of  Medicine  1025 

WGO-9 


4.  The  Blood  Film  as  a Clue  to  Unusual 
Disease 

J.  LAWRENCE  NAIMAN,  M.D. 

5.  Panel — Questions  and  Answers 

ROBERT  HOEKELMAN,  M.D.,  Discussion  Leader 
University  of  Rochester  School  of  Medicine 
EILEEN  BUCKERT,  R.N.,  J.  LAWRENCE  NAIMAN, 
FRANK  OSKI  and  MARIE  STUART,  M.D.'s 

NOTE:  This  Pediatric  Course  is  oriented  to  the  practicing 
Pediatrician  and  General  Practitioner.  It  will  emphasize 
the  practical  approach  to  the  diagnosis  and  treatment  of 
hematological  problems  while  updating  the  more  recent  ad- 
vances. The  participants  are  expected  to  consult  with  the 
guest  faculty  on  an  informal  basis.  Unless  otherwise 
noted  the  speakers  are  from  Upstate  Medical  Center. 

FEE:  $2  for  lunch  CREDIT:  6 hours  AAFP 

Co-Sponsored  by:  New  York  State  Chapter  1,  American 

Academy  of  Pediatrics,  Syracuse  N.Y.  Chapter,  AAFP; 
Department  of  Pediatrics,  Upstate  Medical  Center,  and 
Mead  Johnson  Laboratories. 

Write:  Ms.  Marjorie  Gillette,  Pediatric  Department,  Up- 

state Medical  Center,  750  East  Adams  Street,  Syracuse, 
N.Y. 13210. 


THURSDAY,  MAY  10 

9:15  a. m. -4:30  p.m. 

American  Cancer  Society,  New  York  State 

Division,  Inc. 

Hotel  Syracuse 
Syracuse 

HOME  CARE  OF  THE  CANCER  PATIENT 

CLAIRE  F.  RYDER,  M.D. 

Division  of  Health  Care  Services,  HEW 

NO  FEE 


WESTCHESTER  COUNTY 


THURSDAY,  MAY  10 

9:00  a.m. 

St.  Joseph’s  Hospital 

Solarium 

Yonkers 

DRUG  USAGE  IN  RENAL  FAILURE 

JOSEPH  LETTIERI,  M.D. 

Nassau  County  Medical  Center 


EVENTS  RECEIVED  AFTER  DEADLINE 

*May  1,  1973 

8:00-10:00  p.m.,  Tuesdays 

Peninsula  Hospital  Center 

51-15  Beach  Channel  Drive 
Far  Rockaway 


PSYCHIATRY  IN  MEDICINE 
(A  series  of  Seminars  in 
Psychiatry  as  related  to  the 
physician) 

Under  the  direction  of 

MELVIN  S.  LEVINE,  M.D. 

*This  series  started  April  3 and  runs 
for  ten  weekly  sessions. 


WEDNESDAY,  MAY  9 

9:00  a.m. 

The  Department  of  Radiology 

Nassau  County  Medical  Center 
Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

A TEACHING  DAY 

Morning  Session 

1.  A Symposia  on  Extracerebral  Occlusive 
Vascular  Disease  (Stroke) 

Speakers 

SYDNEY  LOUIS,  ALBERT  ZILKHA, 

STANLEY  GOLDSMITH,  GERALD  BUETOW,  M.D.'s 

Afternoon  Session 

1 . X-Ray  Therapy  in  Retinoblastoma  and 
Rhabdomyosarcoma 

ROBERT  SAGERMAN,  M.D. 

State  University  of  New  York  at  Syracuse 

2.  Immunotherapy  of  Solid  Tumors 

ROBERT  GERNER,  M.D. 

Roswell  Park  Memorial  Hospital 

3.  The  Intensity  of  Nervous  System  Therapy 
and  Remission  During  Childhood 
Leukemia 

THOMAS  R.  WALTERS,  M.D. 

New  Jersey  Medical  School 


TUESDAY,  MAY  15 

8:00  p.m. 

American  Yogoslav  Medical  Society 

New  York  Academy  of  Science 
2 East  63rd  Street 

1.  Current  Problems  of  Drug  Abuse 

D.  MITCHELL  BEDENKO,  M.D. 

New  York  Hospital-Cornell  Medical  Center 

2.  Highlights  of  New  Development  in 
Orthopedics 

VASA  PURLIA,  M.D. 

U.S.  Public  Health  Service  Hospital 
Staten  Island 
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Lung  Protection 


Bronkotabs... 

important  because  they 

help  keep  airways  open. 

■ Bronkotabs  offers  potent  bronchodilation 
to  relieve  dyspnea. 

■ Contains  an  effective  decongestant  to 
shrink  swollen  membranes. 

■ Provides  an  efficient  expectorant  to 
encourage  productive  cough. 

■ Bronkotabs  provides  economical  long- 
term therapy. 


PRECAUTIONS:  With  Bronkotabs  therapy  sympathomimetic 
side  effects  are  minimal,  and  there  are  none  of  the  dangers  or 
side  effects  associated  with  steroid  therapy.  However,  frequent 
or  prolonged  use  may  cause  nervousness,  restlessness,  or 
sleeplessness.  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism. 
Drowsiness  may  occur.  Ephedrine  may  cause  urinary  retention, 
especially  in  the  presence  of  partial  obstruction,  as  in 
prostatism. 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 hours,  not 
to  exceed  five  times  daily.  Children  over  6:  one  half  adult  dose. 
SUPPLIED:  Bottles  of  100  and  1000  scored  tablets. 


Bronkotabs' 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mq; 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit-forming). 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


When  G.I. 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  gastrointesti- 
nal function.  Excessive  anxiety  and  tension  can 
adversely  affect  the  function  of  any  portion  of  the 
gastrointestinal  system.  Complaints  are  varied,  e.g., 
epigastric  pressure,  heartburn,  ulcerdike  pain,  diar- 
rhea, etc.  A vicious  circle  may  develop  in  which 
anxiety  and  G.I.  disorders  intensify  each  other. 

Prime  objectives  of  total  patient  therapy  in- 
clude: symptomatic  relief,  removal  of  apprehensions 
about  organic  disease  and  helping  the  patient  un- 
derstand how  excessive  anxiety  may  trigger  physical 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 


complaints.  Brief  counseling  and  the  utilization  of 
favorable  factors  in  the  patient’s  personality  and 
environment  can  often  provide  needed  support. 

Antianxiety  therapy  Antianxiety  medica- 
tion  may  prove  a valuable  supplement  when  coun' 
seling  and  reassurance  are  not  sufficient  to  allay 
the  patient’s  emotional  distress  and  relieve  his 
anxiety-provoked  physical  complaints.  The  agent 
prescribed  should  be  both  clinically  effective  and 
generally  free  from  undesirable  side  effects. 
Librium  (chlordiazepoxide  HC1)  meets  these  re- 
quirements with  a high  degree  of  consistency,  and 
has  a wide  margin  of  safety  and  an  excellent  record 
of  patient  acceptance.  The  most  common  side  ef- 
fects reported  have  been  drowsiness,  ataxia  and  con- 
fusion, particularly  in  the  elderly  and  debilitated. 

Whenever  anxiety  is  a clinically  significant 
factor,  adjunctive  Librium  is  used  concomitantly 
with  specific  gastrointestinal  drugs  such  as  anti- 
cholinergic agents.  Once  anxiety  has  been  reduced 
; to  appropriate  levels,  treatment  with  Librium 
should  be  discontinued. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium*  iomg 

(chlordiazepoxide  HC1) 
lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
\(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
(tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
idrug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
:ially  in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
aroper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
ire  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
tausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
ibido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
n EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
nent;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 

! unction  have  been  reported  occasionally,  making  periodic  blood  counts  and 
iver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
iazepoxide  HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
hlordiazepoxide. 
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Scientific  Articles 

1059  Treatment  of  Heroin  Addiction;  Multimodality  approach 
Benjamin  Kissin,  M.D.,  and  Edward  Sang,  M.D. 

1066  Management  of  Psychiatric  Emergencies 

Itamar  Salomon,  M.D. 

1068  Response  of  Hyperlipoproteinemia  to  Colestipol 

Bernard  A.  Sachs,  M.D.,  F.A.C.P.,  and  Lila  Wolfman,  B.S. 

1071  Bacterial  Flora  of  Newborn  Infants;  In  the  external  auditory  canal  and  other  sites 
Hugh  E.  Evans,  M.D.,  Solomon  O.  Akpata,  M.S.,  Alphonse  Baki,  M.S.,  and 
Leonard  Glass,  M.D. 

1073  Esophageal  Motility  Studies;  Clinical  usefulness 

Richard  W.  Nagler,  M.D.,  Bernard  M.  Rosof,  M.D.,  and  Irwin  Katzka,  M.D. 

1078  Metaplastic  Breast  Carcinoma;  Rare  form  of  mammary  cancer 

Andrew  G.  Huvos,  M.D.,  John  C.  Lucas,  Jr.,  M.D.,  and  Frank  W.  Foote,  Jr.,  M.D. 

Electrocardiograms  of  the  Month 

1083  Questions  127  and  128 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Recent  Advances  in  Medicine  and  Surgery 

1085  Hyperuricemia  in  Leukemia  and  Lymphoma;  I.  Clinical  findings  and  pathophysiology 
Carl  Pochedly,  M.D. 

Case  Reports 

1093  Yellow  Nails,  Lymphedema,  and  Pleural  Effusions 

Joe  H.  Dwek,  M.D.,  M.R.C.P.E.,  and  Gerald  M.  Greenberg,  M.D. 

1098  Hemochromatosis,  Hepatoma,  Erythrocytosis,  and  Erythropoietin 

Frank  A.  Lizzi,  M.D.,  Anthony  P.  Tartaglia,  M.D.,  and  John  W.  Adamson,  M.D. 

1101  Unusual  Abnormal  X Chromosome  in  Hyperthyroidism  and  Turner’s  Syndrome 
Jae  C.  Chang,  M.D.,  and  Joseph  S.  Burkle,  M.D.,  F.A.C.P. 

1105  Onycho-Osteo-Arthrodysplasia  with  Equinovarus;  Study  of  affected  family 
Ronald  M.  Match,  M.D. 

1108  Gentamicin  Therapy  for  Liver  Abscesses  Due  to  P.  Aeruginosa  and  S.  Marcescens 

Michael  H.  Grieco,  M.D.,  Richard  S.  McCray,  M.D.,  and  Howard  R.  Nay,  M.D. 

1111  Cardiomyopathy  Simulating  Myocardial  Infarction;  Electrocardiographic  and  vector- 
cardiographic  findings 

Shirley  Rubier,  M.D.,  F.A.C.C.,  Yusuf  Ziya  Yuceoglu,  M.D.,  F.A.C.C.,  Dorothy 
Kunstadt,  M.D.,  M.R.  A.C.P.,  and  Arthur  Grishman,  M.D.,  F.A.C.C. 
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(ISOXSUPRINE  HCI) 

the  compatible  vasodilator- 
no  treatment  conflicts  reported 
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has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ?5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows. 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
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appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 
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rhea or  constipation.  If  dizziness,  lightheadedness,  nausea  or 
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Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use— Brief  Summary 
Indications:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who 
are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  ot  psycho- 
logical and  physical  dependence  on  parenteral  Talwin  in  patients  with 
a history  ot  drug  abuse  and,  rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended  use  of  parenteral  Talwin 
has  resulted  in  withdrawal  symptoms.  There  have  been  a few  reports 
ot  dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  ot  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of  pain. 
Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory  de- 
pressant effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions,  or  a preexisting  increase  in  intracra- 
nial pressure.  Furthermore,  Talwin  can  produce  effects  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries.  In  such  pa- 
tients, Talwin  must  be  used  with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than 
labor)  has  not  been  established.  Animal  reproduction  studies  have  not 
demonstrated  teratogenic  or  embryotoxic  effects.  However,  Talwin 
should  be  administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards.  Patients  receiving  Talwin  during  labor  have  ex- 
perienced no  adverse  effects  other  than  those  that  occur  with  com- 
monly used  analgesics.  Talwin  should  be  used  with  caution  in  women 
delivering  premature  infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontaneously 
within  a period  of  hours.  The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed  and  vital  signs  checked. 
If  the  drug  is  reinstituted  it  should  be  done  with  caution  since  the 
acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves  to 
hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  de- 
pression has  rarely  been  reported  after  oral  administration  of  Talwin, 
the  drug  should  be  administered  with  caution  to  patients  with  respira- 
tory depression  from  any  cause,  severe  bronchial  asthma  and  other 
obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  accentua- 
tion of  side  effects.  Although  laboratory  tests  have  not  indicated  that 
Talwin  causes  or  increases  renal  or  hepatic  impairment,  the  drug 
should  be  administered  with  caution  to  patients  with  such  impairment. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used  with 
caution  in  patients  with  myocardial  infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  given  narcotics,  including  methadone  for  the 
daily  treatment  of  narcotic  dependence,  have  experienced  mild  with- 
drawal symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  to 
patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently  consti- 
pation; and  rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects: 
dizziness,  lightheadedness,  sedation,  euphoria,  headache;  infrequently 
weakness,  disturbed  dreams,  insomnia,  syncope,  visual  blurring  and 
focusing  difficulty,  hallucinations  (see  Acute  CNS  Manifestations  under 
WARNINGS);  and  rarely  tremor,  irritability,  excitement,  tinnitus.  Auto- 
nomic: sweating;  infrequently  flushing;  and  rarely  chills.  Allergic:  in- 
frequently rash;  and  rarely  urticaria,  edema  of  the  face.  Cardiovascular: 
infrequently  decrease  in  blood  pressure,  tachycardia.  Other:  rarely 
respiratory  depression,  urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tab- 
let (50  mg.)  every  three  or  four  hours.  This  may  be  increased  to  2 tablets 
(100  mg.)  when  needed.  Total  daily  dosage  should  not  exceed  600  mg. 
When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  to 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 
Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  withdrawal 
symptoms  even  when  administration  was  abruptly  discontinued  (see 
WARNINGS).  No  tolerance  to  the  analgesic  effect  has  been  observed. 
Laboratory  tests  of  blood  and  urine  and  of  liver  and  kidney  function 
have  revealed  no  significant  abnormalities  after  prolonged  administra- 
tion of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdos- 
age has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  suppor- 
tive measures  should  be  employed  as  indicated.  Assisted  or  controlled 
ventilation  should  also  be  considered.  Although  nalorphine  and  leval- 
lorphan  are  not  effective  antidotes  for  respiratory  depression  due  to 
overdosage  or  unusual  sensitivity  to  Talwin,  parenteral  naloxone 
(Narcan®,  available  through  Endo  Laboratories)  is  a specific  and 
effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 

50  mg.  Tablets 

Talwin 

brand  of  . • 

pdltaZOCine  (as  hydrochloride) 

in  moderate  to  severe  pain 

IA//f7f/7ro/7  Winthrop  Laboratories,  New  York,  N.Y.  10016  (iw>« 


Abstracts 


Kissin,  B.,  and  Sang,  E.:  Treatment  of  heroin  addic- 
tion; the  multimodality  approach.  New  York  State  J. 
Med.  73:  1059  (May  1)  1973. 

The  drug  program  of  the  Kings  County  Addictive 
Disease  Hospital,  which  has  been  in  operation  for  twenty 
months,  has  instituted  other  modalities  besides  metha- 
done maintenance  in  the  overall  treatment  of  drug  ad- 
dict populations.  The  heroin  addict  population  is  not 
at  all  a homogeneous  one  and  some  addicts  respond 
differently  to  different  treatments;  some  treatments 
are  more  effective  than  others  in  varying  situations. 
Two  sequences  are  established;  that  of  treatment  effec- 
tiveness and  that  of  severity  of  illness.  Treatment  ef- 
fectiveness would  probably  run  as  follows  from  greatest 
to  least:  methadone  maintenance,  methadone  to  ab- 
stinence, cyclazocine,  inpatient  drug  free  therapeutic 
communities,  and  drug  free  day  care  centers.  The  se- 
verity of  illnesses  would  include  variations  such  as:  se- 
vere hard  core  adult  street  addict,  socially  intact,  mod- 
erate habit  addict,  adolescent  ghetto  early  addict,  and 
adolescent  experimenter.  The  authors  point  out  that 
viable  effective  alternative  programs  should  continue  to 
be  developed  and  their  services  offered  to  all  and  par- 
ticularly to  severly  addicted  populations. 


Salamon,  I.:  Management  of  psychiatric  emergencies, 
New  York  State  J.  Med.  73:  1066  (May  1)  1973. 

Common  sense  and  basic  principles  are  the  basis  for 
the  management  of  all  psychiatric  emergencies,  defined 
as  any  situation  in  which  a patient’s  behavior  becomes 
frightening  to  those  responsible  for  his  care.  The  need  to 
deal  with  remaining  healthy  personality  aspects,  estab- 
lishment of  controls,  and  relief  through  medication  are 
discussed. 


Sachs,  B.  Z.,  and  Wolfman,  L.:  Response  of  hyper- 
lipoproteinemia to  colestipol.  New  York  State  J.  Med. 
73:  1068  (May  1)  1973. 

Inhibition  of  absorption  has  proved  to  be  an  effective 
means  of  reducing  serum  cholesterol  levels.  This  study 
evaluates  the  effects  of  a new  bile  acid  sequestrant,  co- 
lestipol, on  17  patients  with  familial  disorders  of  lipid 
metabolism.  Following  administration,  levels  of  choles- 
terol, phospholipids,  and  lipoproteins  fell  significantly 
lower  than  pretreatment  levels;  changes  in  triglyceride 
levels  were  insignificant. 


Evans,  H.  E.,  Akpata,  S.  O.,  Baki,  A.,  and  Glass,  L.: 
Bacterial  flora  of  newborn  infants;  in  the  external  audi- 
tory canal  and  other  sites,  New  York  State  ■ J . Med.  73: 
1071  (May  1)  1973. 

A study  was  conducted  of  the  bacterial  flora  of  non- 
infected,  full-term,  and  low  birth  weight  newborn  infants 
at  four  sites:  umbilicus,  nares,  EAC  (external  auditory 
canal),  and  vagina.  Colonization  of  the  EAC  and  nares 
was  less  frequent  than  at  the  other  two  sites  during  the 
first  two  days  of  life.  This  trend  continued  on  the  third 
and  fourth  days  among  full-term  infants  only.  The  flora 
of  the  EAC  comprised  mainly  of  Staphylococcus  epider- 
midis.  Hence,  cultures  of  this  site  might  be  helpful  in 
cases  of  intrauterine  infection  since  potentially  patho- 
genic organisms  would  rarely  be  expected.  The  vaginal 
flora  frequently  included  Escherichia  coli,  other  gram- 
negative bacilli,  and  Staphylococcus  aureus  and,  there- 
fore, cultures  at  this  site  would  be  less  helpful  in  cases 
of  suspected  infection.  S.  aureus  and  gram-negative 
bacilli  were  more  common  in  the  umbilicus  than  the 
nares.  The  flora  of  full-term  and  low  birth  weight  new- 
borns did  not  differ  significantly. 

Nagler,  R.  W.,  Rosof,  B.  M.,  and  Katzka,  I.:  Esopha- 
geal motility  studies;  clinical  usefulness,  New  York  State 
J.  Med.  73:  1073  (May  1)  1973. 

Transducer  pressure  recordings  of  esophageal  motor 
function  have  been  primarily  confined  to  major  teaching 
and  research  institutions.  Four  cases  are  presented 
which  demonstrate  the  value  of  esophageal  motility 
studies  in  a community  hospital. 

Huvos,  A.  G.,  Lucas,  J.  C.,  and  Foote,  F.  W.:  Meta- 
plastic  breast  carcinoma;  rare  mammary  cancer,  New 
York  State  J.  Med.  73:  1078  (May  1)  1973. 

Forty  patients  with  metaplastic  breast  carcinoma 
were  diagnosed  and  treated  at  Memorial  Sloan-Ket- 
tering  Cancer  Center  from  1920  to  1969.  There  were  24 
cases  with  spindle  cell  and  squamous  metaplasia,  Group 
1,  and  16  with  osseous  and  cartilaginous  metaplasia, 
Group  2.  It  was  found  that  the  average  age  of  50.3  years 
is  approximately  the  same  as  that  of  patients  with  in- 
filtrating duct  carcinoma.  A striking  difference  in  five- 
year  survival  rates  was  noted:  Group  1,  65  per  cent,  and 
Group  2,  38  per  cent.  In  addition,  54  per  cent  of  patients 
in  Group  1 had  axillary  lymph  node  metastases  at  the 
time  of  radical  mastectomy;  whereas,  only  19  per  cent  of 
Group  2 manifested  regional  node  involvement. 
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Books  Received 


The  following  books  were  received  during  the  month  of  February,  1973  * 


Clinical  Neurosurgery.  Proceedings  of  the  Congress 
of  Neurological  Surgeons,  Miami,  Florida,  1971. 
Volume  19  and  Cumulative  Index  Vols.  1-19.  Edit- 
ed by  George  T.  Tindall,  M.D.  Octavo  of  598  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Cloth,  $26. 

Progress  in  Clinical  Cancer.  Volume  5.  Edited  by 
Irving  M.  Ariel,  M.D.  Quarto  of  273  pages,  illustrated. 
New  York,  N.Y.,  Grune  & Stratton,  Inc.,  1973.  Cloth, 
$25. 

Platelet  Aggregation.  L’Agr§gation  Plaquettaire. 

Edited  by  Jacques  Caen.  Quarto  of  228  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1971.  Paper,  $20.25. 

Barton’s  Forceps.  By  Edward  Parry-Jones,  M.D. 
Quarto  of  120  pages,  illustrated.  Baltimore,  Mary- 
land, The  Williams  & Wilkins  Company,  1972.  Cloth, 
$17.75. 

Principles  of  Human  Genetics.  Third  edition.  By 
Curt  Stern.  Quarto  of  891  pages,  illustrated.  San 
Francisco,  California,  W.  H.  Freeman  and  Company, 
1973.  Cloth,  $13.95. 

Tissue  Typing  Techniques.  By  Heather  M.  Dick  and 
W.  Barry  Crichton.  Octavo  of  152  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1972.  Cloth,  $13.75. 

Outline  of  Fractures.  Including  Joint  Injuries. 

Sixth  edition.  By  John  Crawford  Adams,  M.D. 
Octavo  of  312  pages,  illustrated.  Baltimore,  Mary- 
land, The  Williams  & Wilkins  Company,  1972.  Cloth, 
$13. 

First-Year  Physics  for  Radiographers.  By  George 
A.  Hay,  M.Sc.,  and  Donald  Hughes,  B.Sc.,  Ph.D. 
Octavo  of  263  pages,  illustrated.  Baltimore,  Mary- 
land, The  Williams  & Wilkins  Company,  1972.  Paper, 

$13. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Handbook  of  Medical  Sociology.  Second  edition. 
Edited  by  Howard  E.  Freeman,  Sol  Levine,  and  Leo 
G.  Reeder.  Octavo  of  598  pages,  illustrated.  Engle- 
wood Cliffs,  New  Jersey,  Prentice-Hall,  Inc.,  1972. 
Cloth,  $12.95. 

The  Eye  in  General  Practice.  Sixth  edition.  By  C. 
R.  S.  Jackson,  M.A.  Octavo  of  174  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Compa- 
ny, 1972.  Cloth,  $12.75. 

Vesicoureteral  Reflux  and  Pyelonephritis.  John  A. 
Hutch,  M.D.,  and  Arjan  D.  Amar,  M.B.,  M.S.  Octavo 
of  236  pages,  illustrated.  New  York,  N.Y.,  Appleton- 
Century-Crofts,  1972.  Cloth,  $12.75. 

A Nurses’  Guide  to  Anaesthetics,  Resuscitation  and 
Intensive  Care.  Fifth  edition.  By  Walter  Norris, 
M.D.,  and  Donald  Campbell,  M.B.  Octavo  of  181 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Cloth,  $11. 

The  Crisis  Team.  A Handbook  for  the  Mental 
Health  Professional.  By  Julian  Lieb,  M.B.,  B.Ch., 
Ian  I.  Lipsitch,  M.D.,  and  Andrew  Edmund  Slaby, 
M.D.  Octavo  of  186  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1973.  Paper, 
$6.95. 

Jamieson’s  Illustrations  of  Regional  Anatomy.  Sec- 
tion III  Abdomen.  Ninth  edition.  Revised  by  Robert 
Walmsley,  M.D.,  and  T.  R.  Murphy,  M.Sc.  Octavo  of 
47  pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Spiral,  $6.00. 

Orthopaedics  for  Nurses.  Nurses’  Aids  Series.  By 

Winifred  Talog  Davies.  Fourth  edition  revised  by 
Elizabeth  Stone,  Hon.M.A.,  S.R.N.  Duodecimo  of  320 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1971.  Paper,  $6.00. 

Auscultation  of  the  Heart.  With  notes  on  observa- 
tion and  palpation.  Fourth  edition.  By  Richard  W. 
D.  Turner,  O.B.E.,  M.A.  Duodecimo  of  122  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Paper,  $5.50. 


1 042  New  York  State  Journal  of  Medicine  / May  1 , 1 973 


YOUR  STATE  SOCIETY  PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  PROGRAM  GIVES  YOU.  . . 


STABILITY . . . 

Supervision . . . 
SERVICE  . . . 


a strong  insurance  company  and  a program  that  has 
provided  continuous  protection  for  the  past  fifty- 
two  years. 

by  the  Professional  Medical  Liability  Insurance  and 
Defense  Board  of  the  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense  of 
suits;  by  experienced  Company  personnel  for  the 
investigation  of  claims;  and  by  this  office  for  all 
matters  relating  to  your  professional  liability  in- 
surance. 


Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 

John  D.  Fiori  • Richard  F.  Lutz  • John  A.  Aversa  • Rita  A.  O’Donohue 

H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
212-684-3211 


Medical  News 


Promotion 

Eric  J.  Simon,  M.D.,  has  been  promoted  from  asso- 
ciate professor  to  professor  of  experimental  medicine  at 
New  York  University  School  of  Medicine.  Dr.  Simon’s 
research  is  concerned  with  the  mode  of  action  of  nar- 
cotic analgesic  drugs  on  the  cellular  level.  He  seeks  a 
better  comprehension  of  the  physiologic  components  of 
narcotic  addition,  tolerance,  and  physical  dependence 
and  believes  that  such  basic  knowledge  will  ultimately 
make  possible  sounder  prevention  and  treatment  mea- 
sures than  are  now  possible. 

Report  of  narcotic  users  required 

Effective  April  1,  1973,  all  attending  and  consulting 
physicians  are  required  by  Section  3372  of  the  Public 
Health  Law  to  report  promptly  to  the  State  Commis- 
sioner of  Health  the  name,  address,  and  other  required 
information  concerning  any  patient  he  finds  is  a nar- 
cotic addict,  a nonaddicted  but  habitual  user  of  nar- 
cotics, or  a participant  in  a maintenance  treatment 

Material  for  inclusion  in  the  medical  news  section  must  be 
| received  six  weeks  prior  to  publication  date. 


program.  These  reports  are  confidential  and  may  be 
used  only  for  epidemiologic,  research,  or  statistical 
purposes  and  not  for  purposes  of  law  enforcement  ex- 
cept for  those  reports  which  originate  in  the  course  of  a 
criminal  proceeding. 

To  insure  confidentiality  the  State  Department  of 
Health  now  provides  a single-copy  reporting  form 
(NC-9),  obtainable  from  local  health  officers  or  from 
the  State  of  New  York  Department  of  Health’s  Bureau 
of  Narcotic  Control,  845  Central  Avenue,  Albany,  New 
York  12206.  Completed  forms  are  to  be  forwarded  di- 
rectly to  the  Bureau  of  Narcotic  Control. 

New  officers  of  State  chapter  of  American 
College  of  Radiology 

At  the  annual  meeting  of  the  New  York  chapter  of 
the  American  College  of  Radiology,  the  following  slate 
of  officers  was  elected  for  the  year  February,  1973,  to 
February,  1974:  E.  Robert  Heitzman,  M.D.,  presi- 

dent; Samuel  H.  Madell,  M.D.,  president-elect;  Stan- 
ley M.  Rogoff,  M.D.,  vice-president;  and  John  J. 
Magovern,  M.D.,  secretary-treasurer. 
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Advertisement 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  o 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forms 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 

Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Bias-  J 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’: 
have  given  the  impression  they  are  j 
not  particularly  concerned  with  the  S 
increase  in  cost  of  health  care  to  the 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  wort  j 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econom  j 
impact.  The  economics  of  health  cat 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 

| 


When  the  pharmacist  recom- 
mends that  a drug  product  other  the  j 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th> 
unilateral  decision  of  the  pharmacis 
made  in  the  absence  of  clinical  kno\ 
edge  of  the  patient,  could  expose  hii 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothii 
in  the  pro-substitution  argument  the 
offsets  these  risks. 

The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowled. 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degrg 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  ne 
expert  knowledge  of  no  more  than  2 


should  be  an  obligation  of  medical 
practice. . . 

“Medical  societies  ought  to  con- 
duct continuing  campaigns  to  point 
Dut  the  substantial  savings  that  could 
se  realized  thru  deductible  insurance 
and  protection  for  catastrophic  ill- 
ness. At  the  very  least,  they  should,  in 
he  patients’  interest,  question  the 
actics  of  any  insurance  organization 
hat  raises  health  care  costs  by  forc- 
ng  policyholders  to  buy  insurance 
hey  may  not  need  or  want  and  prob- 
ably won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
heir  decisions.  Too  many,  for  ex- 
ample, habitually  hospitalize  patients 
or  the  convenience  of  the  MD.  It’s 
lonsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
aieties,  have  unhesitatingly  appealed 
o their  patients  for  support  in  the 
ight  against  government  interference 
vith  the  private  practice  of  medicine. 
\nd  the  public  in  the  past  has  re- 
ponded.  It's  time  the  American  Med- 
cal  Association  and  state  and  local 
nedical  societies  paid  off  the  debt  by 
lecisive  action  to  hold  down  the  cost 
if  medical  care.” 


)ost  of  Drugs 

Insurance  rates  and  hospital 
harges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “ White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


r 30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
is  practice.  Moreover,  the  physi- 
I ian’s  choice  of  a specific  brand  is 
>ased  on  his  knowledge  of  the  pa- 
ent’s  medical  history  and  current 
ondition,  and  his  experiences  with 
I ne  particular  manufacturer’s 
iroduct. 

Some  substitution  proponents 
ave  argued  that  the  dispensing  of  a 
rescription  is  a simple  two-party 
transaction  between  the  pharmacist 
nd  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
fcchnical  breach  of  contract  by  simply 
otifying  the  patient  that  he  is  making 
|ie  substitution.  I would  judge  that 
3w  courts  would  be  sympathetic 
nward  a pharmacistwho  substituted 
ithout  physician  approval  and  who 
ndertook  a legal  defense  that  seeks 
) make  the  patient  responsible  for 
ie  pharmacist’s  actions, 
educed  Prescription  Prices? 

Substitution  advocates  are 
Jggesting  to  the  consumer,  and  par- 
cularly  the  consumer  activist,  that 
educed  prescription  prices  could 
>llow  legalization  of  substitution. 

'e  have  seen  absolutely  no  evidence 
' justify  this  claim.  To  the  contrary, 
<perience  in  Alberta,  Canada,  where 
Jbstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  ‘‘The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


Abstracts  in  Interlingua 


Kissin,  B.,  e Sang,  E.:  Tractamento  del  addiction  al 
heroina;  le  approche  multimodal.  New  York  State  J. 
Med.  73:  1059  (1  de  Maio)  1973. 

Le  programma  therapeutic  del  Hospital  Kings  County 
pro  Morbos  Addictive,  que  es  operante  durante  20  men- 
ses, ha  incorporate  altere  modalitates  additional  al 
tractamento  de  mantenimento  con  methadona  pro  le 
therapia  integral  del  population  addictive  a drogas. 
Le  population  addicte  al  heroina  non  es  del  toto  homo- 
genee,  e alicun  addictos  responde  differentemente  a le 
diverse  tractamentos,  e alicun  therapias  es  plus  effective 
que  altere  in  varie  situationes.  Duo  sequentias  es 
establite:  le  efficatia  del  tractamento  e le  gravitate  del 
morbo.  Le  efficatia  therapeutic,  probabilemente,  varia 
de  un  maximum  a un  minimum:  mantenimento  con 
methadona,  abstinentia  del  methadona,  cyclazozina, 
attention  de  patientes  in  communitates  therapeutic 
sin  drogas,  e centros  de  attention  quotidian  sin  drogas. 
Le  gravitate  del  morbo  include  variationes  como:  le 
adulto  addicto  profunde  del  strata,  socialmente  intacte, 
le  addicto-habitual  moderate,  le  adolescente  addicto 
temprane  del  “ghettos,”  e le  adolescente  experimentator. 
Le  autores  signala  que  altere  programmas  alternative 
effective  e factibile  continua  se  in  disveloppamento,  e le 
servicios  es  offerite  a omne  patientes,  particularmente 
al  populationes  minus  gravemente  addicte. 


Salamon,  I.:  Tractamento  del  emergentias  psychiatric. 
New  York  State  J.  Med.  73:  1066  (1  de  Maio)  1973. 

Le  senso  comun  e le  principios  basic  es  le  base  del 
tractamento  de  omne  emergentias  psychiatric.  Iste  es 
definite  como  omne  situation  in  que  le  comportamento 
del  patiente  torna  se  espaventabile  a le  personas  respon- 
sabile  per  lor  attention.  Le  necessitate  de  tractar  con 
altere  aspectos  san  del  personalitate  que  persiste  in  le 
patiente,  le  establimento  de  controlos  e le  melioramento 
mediante  le  medication  es  discutite. 


Sachs,  B.  Z.,  e Wolfman,  L.:  Responsa  del  hyperli- 
poproteinema  al  colestipol,  New  York  State  J.  Med. 
73:  1068(1  de  Maio)  1973. 

Ha  essite  probate  que  le  inhibition  del  absorption  es 
un  medio  effective  de  reducer  le  nivello  del  cholesterol 
seric.  In  iste  studio  es  evalutate  le  effectos  de  un  nove 
acido  biliari  sequestrante  (colestipol)  in  17  patientes 
con  morbos  familiari  del  metabolismo  lipide.  Depost 
le  administration  del  composto,  le  nivellos  del  choles- 
terol, phospholipidos  e lipoproteinas  esseva  significative- 
mente  plus  basso  que  illos  de  ante  del  tractamento;  le 
variationes  del  nivellos  del  triglyceridos  esseva  insignifi- 
cative. 


Evans,  H.  E.,  Akpata,  S.  O.,  Baki,  A.,  e Glass,  L.: 
Flora  bacterial  del  neonatos;  del  canal  auditori  externe 
e altere  sitos,  New  York  State  J.  Med.  73:  1071  (1  de 
Maio)  1973. 

Es  conducite  un  studio  del  flora  bacterial  de  neonatos 
a termino,  non  infectate  e de  neonatos  de  peso  basso  al 
nascentia.  Quatro  sitos  esseva  seleccionate:  umbilico, 
nares,  canal  auditori  externe  (CAE),  e vagina.  Le  colon- 
isation microbial  del  CAE  e nares  esseva  minus  fre- 
quente  que  in  le  altere  duo  sitos  durante  le  prime  duo 
dies  del  vita.  Iste  tendentia  continuava  le  tertio  e le 
quarte  die  solmente  in  le  neonatos  a termino.  Le  flora 
del  CAE  consisteva  principalmente  in  Staphylococcus 
epidermidis.  In  consequentia,  le  culturas  de  iste  sito 
pote  esser  beneficiose  in  casos  de  infection  intrauterine 
desde  que  le  microorganismos  potentialmente  patho- 
geneic  is  expectate  in  rare  occasiones.  Le  flora  vaginal 
con  frequentia  includeva  Escherichia  coli,  altere  bacillos 
gram-negative,  e Staphylococcus  aureus  e,  in  consequen- 
tia, le  culturas  de  iste  sito  pote  esser  minus  beneficiose 
in  casos  de  suspectar  un  infection.  Le  S.  aureus  e le 
bacillos  gram-negative  esseva  plus  comun  in  le  umbilico 
que  in  le  nares.  Le  flora  bacterial  del  neonatos  a termino 
e del  de  peso  basso  non  differeva  significativemente. 

Nagler,  R.  W.,  Rosof,  B.  M.,  e Katzka,  I.:  Studios  del 
movilitate  esophagic;  utilitate  clinic,  New  York  State 
J.  Med.  73:  1073  (1  de  Maio)  1973. 

Le  registros  ab  transduction  del  pression  resultante  del 
function  motor  del  esophago  ha  essite,  primarimemte, 
limitate  al  institutiones  principal  de  enseniamento  e 
investigation.  Es  presentate  quatro  (4)  casos  que  de- 
monstra  le  valor  del  studios  del  movilitate  esophagic  in 
un  hospital  communitari. 

Huvos,  A.  G.,  Lucas,  J.  C.,  e Foote,  F.  W.:  Carcinoma 
mammari  metaplastic;  un  forma  rare  de  cancer  mamma- 
ri,  New  York  State  J.  Med.  73:  1078  (1  de  Maio)  1973. 

Carcinoma  mammari  metaplastic  esseva  diagnosticate 
in  quaranta  (40)  patientes  e tractate  in  le  Centro  del 
Cancer  del  Memorial  Sloan-Kettering  Institute,  inter 
1920  e 1969.  Vinti-quatro  (24)  patientes  presentava 
metaplasia  a cellulas  escamose  e fusiforme,  Gruppo  1; 
in  16,  le  metaplasia  esseva  ossee  e cartilaginose,  Gruppo 
2.  Esseva  trovate  que  le  promedio  del  etate  esseva  50.3 
annos,  e que  iste  etate  es  proximemente  le  mesme  del 
patientes  con  cancer  infiltrante  del  ductos.  Esseva 
notate  un  differentia  surprendente  inter  le  indices  de 
superviventia  de  5 annos;  65  pro  cento  in  Gruppo  1 e 38 
pro  cento  in  Gruppo  2.  In  plus,  le  54  pro  cento  del  pa- 
tientes del  Gruppo  1 habeva  metastasis  in  le  nodulos 
lymphatic  del  axilla  al  tempore  del  mastectomia  radical; 
in  cambio,  le  compromiso  nodular  regional  esseva 
presente  solmente  in  le  19  pro  cento  del  patientes  del 
Gruppo  2. 
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Announcing  a 
change  in  the  law 


Now  the  nation’s  No.  1 
vasodilator  is  no  longer 
a controlled  drug 
in  New  York  State 


PAimu 

(papaverine  HCI,  150  mg) 
Plateau  CAPS 


There's  been  a change  in  the  Controlled 
Substances  and  Dangerous  Drugs  Act  of  the 
State  of  New  York  Department  of  Health.  It  means 
PAVABID"  (papaverine  HCI]  Plateau  CAPS" 
are  no  longer  on  the  schedule  of  controlled 
substances  in  your  state. 

Therefore,  prescriptions  for  Pavabid  therapy 
! may  be  refilled  in  the  standard  manner.  You 
may  also  telephone  prescriptions  without  written 
follow-up. 

Samples  of  Pavabid  capsules  may  now  be 
distributed  by  you  to  your  patients.  Samples 
are  available  from  your  Marion  representative. 

Or  Pavabid  samples  are  obtainable  by  writing 
to  Marion  Laboratories  on  your  letterhead. 

Now  it's  easier  for  you  to  prescribe  Pavabid 
i capsules— the  most  widely  used  vasodilator  in  the 
U.S.  More  than  one  billion  doses  given  over  the 
past  decade  attest  to  the  acceptance  of  Pavabid 
therapy  by  physician  and  patient  alike. 


Pavabid"  Plateau  CAPS"  (Papaverine  HCI.  150  mg.) 

—Each  capsule  contains  papaverine  hydrochloride.  150  mg  in  a special 
base  for  prolonged  therapeutic  effect  Indications:  For  the  relief  of 
cerebral  and  peripheral  ischemia  associated  with  arterial  spasm  and 
myocardial  ischemia  complicated  by  arrhythmias.  Dosage:  One 
capsule  every  12  hours.  In  difficult  cases,  administration  may  be 
increased  to  one  capsule  every  8 hours,  or  two  capsules  every 
1 2 hours  Precaution:  Use  with  caution  in  patients  with  glaucoma. 
Hepatic  hypersensitivity  has  been  reported  with  gastrointestinal 
symptoms,  jaundice,  eosinophilia  and  altered  liver  function  tests. 
Discontinue  medication  if  these  occur  Side  Effects:  Infrequently 
reported  side  effects  of  papaverine  include  nausea,  abdominal 
distress,  anorexia,  constipation,  malaise,  drowsiness,  vertigo, 
sweating  and  headache,  diarrhea  and  skin  rash. 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 
P O Box  9627 

KANSAS  CITY  MISSOURI  64134 


In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapy  of  uncomplicatedgonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  in  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G — N gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins. and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g . pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine.  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intradermally 
0.1  cc.  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema. wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used. 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  forat  le^st  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  macuiopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria,  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  intramus- 
cular injection,  in  upper  outer  quadrant  of  buttock.  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice.  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrhea  I infections  (uncomplicated)  — Men  or  Women  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  atone  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection, 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea 

Retreatment:  The  National  Center  for  Disease  Control,  Venereal 
Disease  Branch,  U S.  Dept.  H E.W  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive:  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive  Follow-up  treatment  consists  of  4.8  million  units.  I.M, 
divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae.  Follow-up  treatment  consists  of  4 8 million  units  daily  on 
2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2.400,000  units 
(4-cc.  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/'v  approximately 
0 7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyrro- 
lidone, 0 01%  propylparaben  and  0.09%  methylparaben  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose.  3 
mg.  polyvinylpyrrolidone,  0.5  mg  sorbitan  monopalmitate,  0.5  mg. 
polyoxvethylene  sorbitan  monopalmitate,  0.14  mg.  propylparaben 
and  1.2  mg.  methylparaben. 


Denise  has  VD 


Let’s  keep  it  from  getting  around. 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


In  Syphilis 

Injection 

BICILLIN0  Long -Acting 

(sterile benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually*cures  most  cases  of  primary,  secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
longed serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  G —Venereal  infections: 
Syphilis,  yaws,  bejel  and  pinta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

(Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
1 history  of  sensitivity  to  multiple  allergens. 

(Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
; well  documented  in  patients  with  history  of  penicillin  hypersenst- 

(tivity.  Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens.  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e.g  . pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism:  otherwise  the  sequelae  of  streptococcal  disease  may 
occur.  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics.  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  - under  2 years  of  age,  50,000  u n its/ Kg  body  weight, 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel  If  blood  appears, 
remove  the  needle  and  inject  in  another  site. 

Composition:  2,400,000  units  in  4-cc.  single  dose  disposable 
syringe.  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300,000  units  per  cc.— 10-cc. 
multi-dose  vial  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg.  propylparaben 
and  1 2 mg  methylparaben 

Wyeth  Laboratories  ■ Philadelphia,  Pa  19101 


1712  East  9th  Street,  Brooklyn 
(212)  336-6767 


We're  specialists  in 

fiUTO  LEASING 

When  you're  a specialist  in  your  field, 
people  depend  on  you. 

And  when  it  comes  to  leasing  a car, 
doctors  have  been  depending  on  us  for 
years.  Why?  Maybe  it’s  because  we  have 
the  right  car . . . any  car,  any  make,  model 
any  equipment.  And  we  have  the  right 
prices  too.  Compare  us  and  you’ll  see 
for  yourself.  What’s  more,  when  you 
need  service,  we  don’t  waste  time 
discussing  it ...  we  do  it.  Just  ask  any 
of  the  hundreds  of  doctors  who 
lease  from  us. 

We  know  you’re  busy,  so  why 
not  give  us  a call.  We  can 
handle  most  of  the  details 
on  the  phone.  And  when 
you  come  to  pick  up  your 
car,  you’ll  find  that  we’re  a 
lot  easier  to  get  to  than  some 
of  those  midtown  places. 

Depend  on  us. 

Our  specialty?  You. 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


Medical  Meetings 


Pediatric  postgraduate  symposium 

Maimonides  Medical  Center  and  Coney  Island  Hos- 
pital will  sponsor  the  Twelfth  Annual  Pediatric  Post- 
graduate Symposium  May  6 and  7,  1973,  in  cooperation 
with  State  University  of  New  York  Downstate  Medical 
Center  and  the  American  Academy  of  Family  Practice, 
Kings  County  Chapter.  The  course  will  take  place  at 
Coney  Island  Hospital  Auditorium,  Shore  Parkway  and 
Ocean  Parkway,  Brooklyn,  New  York.  The  program  is 
approved  for  accreditation  by  the  American  Academy 
of  Family  Practice  for  fourteen  elective  hours.  Regis- 
tration is  limited  to  250;  fee  is  $60.  Make  checks 
payable  to  Pediatric  Postgraduate  Symposium,  Atten- 
tion: Walter  Silver,  M.D.,  Chairman,  Maimonides 

Medical  Center,  4802  Tenth  Avenue,  Brooklyn,  New 
York  11219. 

Downstate  annual  alumni  reunion 

The  Alumni  Association  of  Downstate  Medical  Cen- 
ter will  hold  its  Annual  Alumni  Reunion  Day  on  Satur- 
day, May  12,  1973.  The  first  session  will  concern  “Ad- 
vances in  Medicine  by  Alumni.” 

International  symposium  on  clinical 
immunosuppression 

An  International  symposium  on  “Clinical  Immuno- 
suppression” will  be  held  in  New  York  City  May  14 
through  16,  1973,  under  the  chairmanship  of  Evan  M. 
Hersh,  M.D.,  and  Gerald  P.  Bodey,  M.D.  The  sympo- 
sium will  bring  together  leading  world  authorities  in 
clinical  immunosuppression  for  an  exchange  of  views 
and  experiences  and  elaboration  of  reliable  guidelines 
for  the  care  of  the  immunosuppressed  patient.  It  will 
also  provide  an  overview  of  the  present  potential  of 
clinical  immunosuppression  in  the  treatment  of  human 
disease. 

Annual  Jean  Redman  Oliver  Lecture 

This  year’s  Annual  Jean  Redman  Oliver  Lecture  at 
Downstate  Medical  Center  will  be  given  by  Conrad  L. 
Pirani,  M.D.,  professor  of  pathology  and  director  of  the 
Renal  Pathology  Laboratory,  College  of  Physicians  and 
Surgeons,  Columbia  University,  on  the  topic  “Renal 
Involvement  in  Systemic  Lupus  Erythematosus.”  Pro- 
fessor Pirani  will  speak  on  Monday,  May  21,  1973,  at 
4:00  P.M.  in  the  First  Floor  Lecture  Hall.  Basic  Sci- 
ences Building,  Downstate  Medical  Center,  450  Clark- 
son Avenue,  Brooklyn,  New  York  11203. 

National  Conference  on  Virology  and 
Immunology  in  Human  Cancer 

The  American  Cancer  Society  and  the  National  Can- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 
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cer  Institute  will  sponsor  the  National  Conference  on 
Virology  and  Immunology  in  Human  Cancer  November 
29  through  December  1,  1973,  at  the  Waldorf-Astoria 
Hotel  in  New  York  City.  The  purpose  of  the  confer- 
ence is  to  present  to  the  medical  and  related  profes- 
sions the  current  developments  in  research  and  clinical 
investigation  in  virology  and  immunology  and  the  as- 
sessment and  implications  of  this  work  in  the  preven- 
tion and  treatment  of  human  cancer. 

Sessions  are  open  to  all  members  of  the  medical  and 
related  health  professions.  Preregistration  is  request- 
ed; there  is  no  registration  fee.  For  information,  write 
Sidney  L.  Arje,  M.D.,  National  Conference  on  Virology 
and  Immunology  in  Human  Cancer,  American  Cancer 
Society,  Inc.,  219  East  42nd  Street,  New  York,  New 
York  10017. 

Patients  receiving  hyperalimentation 

■ 

Complications  such  as  paresthesia,  weakness,  sei- 
zures, and  hypophosphatemia  in  patients  receiving  hy- 
peralimentation were  reported  by  Stephen  E.  Silvis, 
M.D.,  and  Pablo  D.  Paragas,  Jr.,  M.D.  (Gastroenterolo- 
gy 62:  513  [April]  1972).  A middle-aged  man  whose 
weight  had  dropped  to  88  pounds  some  weeks  after  a 
bowel  resection  was  unable  to  gain  weight  on  oral  feed- 
ing. He  was  put  on  a program  of  hyperalimentation. 
On  about  the  sixth  day  he  experienced  two  grand  mal 
seizures.  Hyperalimentation  was  stopped,  but  he  con- 
tinued to  have  convulsions  every  six  to  eight  hours  and 
died  five  days  after  his  first  seizure.  During  the  first 
four  days  he  had  complained  of  tingling  of  the  hands, 
feet,  and  periorbital  areas.  The  authors  summarize 
the  histories  of  2 other  cases  who  survived,  perhaps  be- 
cause the  danger  signals  were  recognized  sooner  and 
hyperalimentation  stopped.  One  of  the  latter  patients 
suffered  paresthesia  and  the  other  convulsions  and 
coma.  Severe  complications  have  been  reported  in 
starved  human  beings  on  refeeding:  gastrointestinal 

disturbances,  peripheral  edema,  congestive  heart  fail- 
ure, coma,  convulsions,  and  death.  Reported  compli- 
cations during  intravenous  hyperalimentation  have  in- 
cluded allergic  reactions,  hypoglycemia  following  dis- 
continuation of  infusion,  metabolic  acidosis,  and  oth- 
ers. The  authors  here  report  the  additional  complica- 
tions of  convulsions  and  coma.  The  striking  laboratory 
finding  in  all  3 of  these  patients  was  a reduced  serum 
inorganic  phosphorus  level.  This,  in  addition  to  weak- 
ness and  paresthesia,  may  help  in  early  detection,  so 
the  infusion  can  be  stopped  in  time. 

The  first  patient  died  from  conditions  poorly  ex- 
plained by  clinical  or  autopsy  findings.  His  death 
coincided  with  marked  increase  in  caloric  intake  and 
appeared  similar  to  deaths  on  refeeding  seen  in  starved 
prisoners  released  after  World  War  II.  Reduction  in 
caloric  intake  was  followed  by  recovery  in  the  other  2 
patients.  All  patients  suffered  weakness  and  hypo- 
phosphatemia. Two  developed  convulsions,  and  in  2 
paresthesia  was  prominent. 
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Editorial 


The  developing  confrontation  between  hospitals  and  physicians 


There  is  no  doubt  about  the  fact  that  the  hospi- 
tal has  become  increasingly  important,  particu- 
larly in  complex  illnesses  requiring  complicated 
instrumentation,  esoteric  laboratory  studies,  and 
specialized  investigation  and  care.  The  question 
is  can  the  hospital  make  its  important  contribu- 
tion, mind  you,  still  done  by  doctors  or  under  their 
direction,  without  subjugating  physicians  com- 
pletely. Cannot  this  care  of  the  patient  become  a 
combined  effort  without  having  the  hospital  liter- 
ally devour  the  physician?  The  encroachment  by 
the  hospital  has  recently  been  accelerated.  It  is 
no  longer  the  much  simpler  and  more  limited 
question  of  gown  versus  town,  but  rather  of  full 
and  complete  control  by  the  Board  of  Trustees  of 
hospitals,  of  physicians  in  toto,  and  of  patients 
too. 

The  recent  passage  by  the  Legislature  of  A920S 
is  a further  extension  of  control  of  physicians  by 
Hospital  Boards,  for  it  follows  that  hospitals  now 
have  the  capacity  and  will  create  their  own  HMO 
organizations  and  can  project  their  own  Peer  Re- 
view mechanisms  and  PSRO  organizations.  The 
American  Hospital  Association  has  extended  and 
expanded  their  interpretation  of  the  recent  Darling 
Decision  which  subjugates  the  physician  com- 
pletely to  the  Board  of  Trustees.  This  has  been  the 
expressed  policy  of  the  Catholic  Hospital  Associa- 
tion for  some  time. 

The  source  of  authority  in  hospitals  has  always 
been  the  Board  of  Trustees.  This  was  fully  justi- 
fied, particularly  when  members  of  the  Board 
paralleled  this  authority  with  the  full  responsibility 
for  any  and  all  deficits  of  the  hospital.  Such  mem- 
bers of  the  Board  of  Trustees  were  philanthropists 
who  put  “their  money  where  their  hearts  were,” 
and  this  assured  a self-effacing  personal  sincere 
interest  in  the  hospital,  in  the  physician,  and  in  the 
patients.  The  situation  has  changed,  however,  so 
that  in  the  budget  of  any  hospital  today  the  con- 
tribution from  the  members  of  the  boards  of  trust- 
ees is  minimal  indeed  and  is  usually  now  quite 
negligible.  Budget  costs  are  now  met  by  prepaid 
insurance,  Medicare,  Medicaid,  and  from  gains 
that  accrue  by  utilizing  the  earning  capacity  of  full- 
time and  part-time  physicians.  Only  the  control 
and  bald  power  remains  now  in  the  hands  of  the 
Governing  Boards.  In  the  past  too  the  Medical 
Board  did  have  some  authority  on  its  own  which 
was  rarely  if  ever  overruled  by  the  Lay  Governing 
Board. 


Regulation  86:11  to  be  promulgated  by  the  De- 
partment of  Health  of  the  State  of  New  York, 
which  permits  only  one  primary  physician  and  a 
consultant  specifically  requested  by  him  for 
the  care  of  the  inhospital  patient,  effectively  makes 
the  corporate  institution — the  hospital — the  in- 
strument for  the  care  of  the  patient.  Under  86: 11c 
Subchapter  K,  Chapter  2,  Title  10  of  the  official 
compilation  of  Codes,  Rules,  and  Regulations  of 
the  Commissioner  of  Health  of  the  State  of  New 
York,  payment  for  service  to  other  than  full-time 
hospital-based  physicians  would  be  specifically 
excluded  on  an  individual  basis;  this  is  tantamount 
to  requiring  every  staff  member  to  consider  most 
seriously  submitting  to  a separate  contractual  re- 
lationship with  the  hospital — not  with  the  patient 
or  the  insurance  carrier. 

This  can  go  far  in  replacing  private  practice 
rather  completely. 

Of  course,  this  may  mean  less  cost  to  the  in- 
surance carrier,  although  this  is  moot,  but  it  does 
assure  a better  balance  sheet  for  the  hospital. 
However,  what  is  the  effect  on  the  physician  and 
on  the  patient  and  on  individual  personal  patient 
care?  Can  it  be  that  this  no  longer  matters  if  the 
hospital  can  become  and  remain  a successful 
“business”  venture? 

Without  the  stimulus  of  such  personal  involve- 
ment by  the  members  of  the  Board  of  Trustees,  to 
the  extent  of  appropriate  personal  financial  con- 
tributions, they  presume  to  keep  authority  and 
responsibility  in  the  abstract.  This  is  equivalent 
to  the  creation  of  a new  nobility  in  the  organization 
of  medical  care,  quite  equivalent  to  absentee  land- 
lordism. Most  certainly  the  Board  of  Trustees 
cannot  and  will  not  provide  the  medical  care  per  se 
themselves.  Apparently  it  is  the  plan  then  to 
make  the  physician  responsible  without  any  au- 
thority. 

It  seems  quite  redundant,  but  apparently  it  is 
necessary,  to  call  attention  to  the  obvious  fact  that 
hospitals  cannot  function  without  physicians.  Yet 
no  provision  is  being  made  for  their  active  involve- 
ment in  the  organizational  and  authoritative  struc- 
ture of  the  hospitals.  The  Lay  Boards  have  the 
responsibility  to  see  that  good  medicine  is  prac- 
ticed in  the  hospital,  and  by  the  Darling  Decision 
failure  or  negligence  by  nurse  or  other  personnel  or 
physician  subjects  not  only  the  physician  but  also 
the  hospital  to  suit.  Nevertheless,  the  Lay  Board 
just  cannot  properly  evaluate  and  select  the  medi- 
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cal  staff;  each  staff  member  must  be  judged  by  his 
peers.  Only  physicians  can  judge  qualifications  of 
the  medical  men,  by  and  through  the  Medical 
Board.  To  do  otherwise  would  often  substitute 
nepotism  for  the  present  rigid  review  pattern. 
This  could  only  increase  the  suits  against  the  hos- 
pitals. 

The  situation  is  further  complicated  by  the  grow- 
ing policy  of  having  lay  community  representation 
on  the  Board  of  Trustees.  What  is  going  to  be  the 
relationship  of  this  community  representation  to 
the  Board  of  Trustees?  Is  it  not  appropriate  to 
request  that  the  noncontributing  members  of  the 
Board  of  Trustees  and  the  Members  of  the  Com- 
munity and  the  Consumer  patient  representatives, 
all  of  whom  obviously  cannot  give  medical  care 
personally  nor  have  knowledge  of  medicine  and 
medical  care,  have  their  deliberations  tempered  by 
input  from  physicians  who  actually  are  charged 
with  the  real  nitty-gritty  of  giving  this  care? 
Therefore,  if  the  hospital  organization  is  to  be  re- 
organized so  drastically  to  comply  with  A920S,  the 
Darling  Decision,  and  Rule  86:11,  is  it  not  appro- 
priate that  physicians  be  fully  represented  on  the 
Board  of  Trustees  through  their  Medical  Board 
and  participate  fully  in  all  discussion  and  decision- 
making? There  was  a time  when  this  was  not 
permitted  by  the  American  College  of  Surgeons  or 
American  Medical  Association,  but  times  have 
changed,  and  this  is  an  adjustment  in  the  organiza- 
tion of  hospitals  that  has  been  accepted  by  the 
Accreditation  Commission  and  is  becoming  more 
imperative  than  ever. 

Without  such  active  authoritative  participation 
by  physicians,  the  Board  of  Trustees  will  continue 
to  appoint  and  use  the  administrator  (who  may  or 
may  not  be  a physician)  to  achieve  their  objectives. 
The  administrator  is  the  servant  of  the  Governing 
Board,  not  of  the  physicians,  and  a dynamic  ad- 
ministrator often  gets  to  lead  and  even  control  the 
Board.  Remember  too  he  is  the  one  to  suggest  new 
appointments  to  the  Lay  Board.  We  must  also 
realize  that  the  Board  of  Trustees  is  entirely  self- 
perpetuating  with  no  input  in  this  regard  by  the 
Medical  Board,  and  that  the  Lay  Board  can  go  con- 
trary to  the  wishes  of  the  professional  staff.  The 
objectives  of  the  Board  very  often  parallel  the  ad- 
ministrator, that  is,  the  Director  General’s  own 
desires  and  ambitions.  It  is  the  administrator  who 


then  actually  wields  the  power  of  the  Board  of 
Trustees.  As  always,  as  Disraeli  warned,  with 
authority  and  power  there  is  the  danger  of  its  abuse 
and  corruption.  Some  administrators  have  al- 
ready abused  such  power,  even  though  there  still 
exist  as  yet  some  limitations,  and  have  become 
demagogic  all-powerful  Fuhrers.  It  would  serve  no 
useful  purpose  to  belabor  the  dangers  and  the  un- 
fairness of  such  an  arrangement  for  both  physicians 
and  patients.  It  is  the  physician  who  is  concerned 
for  the  care  and  welfare  of  the  patient,  and  one 
wonders  how  the  patient  will  fare  when  an  im- 
personal complex  hospital  unit  replaces  this  indi- 
vidual devotion  and  concern. 

There  may  well  be  greater  danger  in  the  take- 
over of  medical  care  by  Hospitals  than  with  Gov- 
ernment Socialized  Medicine  or  Universal  Health 
Insurance,  for  both  physicians  and  patients.  As 
matters  now  stand,  the  seat  of  power — Lay 
Boards — is  permanent  as  well  as  self-perpetuating. 
With  government  medicine,  when  abuses  of  power 
occur,  we  can  fight  back  politically  with  the  vote 
and  “throw  the  rascals  out.”  This  is  not  so  with 
Lay  Governing  Boards. 

With  the  continued  encroachment  by  hospitals 
we  may  have  a Hobson’s  Choice  of  Government 
Commissar  or  a Medical  Board  Gauleiter.  The 
individual  physician  can  hardly  oppose  such  or- 
ganized authority  and  power  alone.  Should  not 
some  consideration  be  given  to  having  an  ombuds- 
man in  the  form  of  the  organized  Medical  Board  to 
protect  the  individual  physician.  Such  a unit  al- 
ready exists  in  each  hospital.  This  local  unit  plus 
the  full  utilization  of  organized  medicine,  at  the 
local,  county,  and  state  levels,  in  all  hospital- 
physician  relationships  would  represent  an  equiva- 
lent unified  support  for  the  individual  physician. 
The  Medical  Society  of  the  State  of  New  York  has 
tried  hard  to  forestall  the  adoption  of  A920S  by  the 
Legislature  and  its  signature  by  the  Governor, 
and  the  promulgation  Rule  86:11  by  the  State  of 
New  York  Health  Department.  We  may  well  fail 
in  such  efforts  and  then  Hobson’s  Choice  would 
also  have  to  include  submission  and  complete  loss 
of  the  independence  of  the  physician.  This  is  a 
terrible  price  for  the  doctor,  it  must  needs  effect 
his  stature  and  his  very  integrity  as  a man — and 
this  means  as  a physician. 

A.  A.  A. 
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The  Kings  County  Addictive  Disease  Hospital 
has  been  in  operation  for  two  years.  Since  its  in- 
ception, we  have  taken  the  attitude  that  there  are 
several  different  drug  addict  populations  and  that 
what  is  appropriate  treatment  for  one  group  may 
not  be  optimal  treatment  for  another  and  may,  in 
fact,  be  counterproductive.  At  this  point  in  time, 
there  appears  to  be  a tendency  by  State,  Federal, 
and  city  agencies  to  promote  methadone  mainte- 
nance as  the  definitive  treatment  for  narcotic  ad- 
dicts. Our  experience  with  a rather  complete 
multimodality  treatment  program  leads  us  to  be- 
lieve that  other  modalities  could  play  a significant 
role  in  overall  treatment.  Some  of  these  pro- 
grams are  too  new  for  us  to  be  able  to  define  re- 
sults in  “hard”  statistics,  but  the  trends  are  there. 
Others  already  have  shown  success  rates  that 
make  them  viable  alternatives  to  straight  metha- 
done maintenance.  This  article  will  define  the 
scope  of  our  program,  and  attempt  to  focus  on  the 
relative  strengths  and  weaknesses  of  the  various 
modalities.  In  addition,  by  virtue  of  having  had 
experience  with  the  several  different  drug  addict 
populations,  we  have  gotten  a unique  insight  into 
street  activities  with  regard  to  drug  abuse,  and 
how  this  relates  to  different  treatment  programs. 

Table  I is  a rough  summary  of  the  overall  activ- 
ity of  the  drug  program  of  the  Kings  County  Ad- 
dictive Disease  Hospital  over  a twenty-month  pe- 
riod. 


The  drug  program  of  the  Kings  County  Addictive 
Disease  Hospital,  which  has  been  in  operation  for 
twenty  months,  has  instituted  other  modalities 
besides  methadone  maintenance  in  the  overall 
treatment  of  drug  addict  populations.  The  heroin 
addict  population  is  not  at  all  a homogeneous  one 
and  some  addicts  respond  differently  to  different 
treatments,  some  treatments  are  more  effective 
than  others  in  varying  situations.  Two  sequences 
are  established;  that  of  treatment  effectiveness 
and  that  of  severity  of  illness.  Treatment  effec- 
tiveness would  probably  run  as  follows  from  great- 
est to  least:  methadone  maintenance,  methadone 

to  abstinence,  cyclazocine,  inpatient  drug  free 
therapeutic  communities,  and  drug  free  day  care 
centers.  The  severity  of  illnesses  would  include 
variations  such  as:  severe  hard  core  adult  street 

addict,  socially  intact,  moderate  habit  addict, 
adolescent  ghetto  early  addict,  and  adolescent  ex- 
perimenter. The  authors  point  out  that  viable  ef- 
fective alternative  programs  should  continue  to  be 
developed  and  their  services  offered  to  all  and  par- 
ticularly to  the  less  severely  addicted  populations. 


In  terms  of  keeping  patients  in  ongoing  continu- 
ous treatment,  the  superiority  of  methadone  pro- 
grams, both  methadone  maintenance  and  metha- 
done to  abstinence,  over  other  methods  is  imme- 
diately evident.  The  low  dropout  rates  for  the 
methadone  to  abstinence  programs  cannot  be 
taken  as  definitive  since  these  programs  are  still 
too  new  to  warrant  drawing  final  conclusions,  and 
the  patient  populations  are  relatively  unique. 
However,  our  maternity  family  care  unit  is  about 
a year  old,  and  the  dropout  rates  are  at  least  as 
low  as  were  those  for  our  methadone  maintenance 
programs  at  a similar  interval. 

The  cyclazocine  dropout  rates  are  significantly 
higher,  running  about  50  per  cent  of  all  of  those 
individuals  who  were  ever  induced  onto  cyclazo- 
cine. Another  100  patients  entered  the  program 
but  “split”  after  being  detoxified,  and  are  includ- 
ed under  those  statistics. 

Our  drug-free  programs  are  more  difficult  to 
evaluate  since  the  day  care  programs  referred 
many  patients  to  twenty-four  hour  therapeutic 
communities,  and  adequate  follow-up  has  not 
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TABLE  I.  Overall  activity  of  drug  program 


Program 

Number  of 
Patients 
Admitted 

Number 

of 

Patients 
in  Con- 
tinuous 
Treat- 
ment 

Intake  screening  unit 

3,000 

Methadone  maintenance 

500 

400 

Low-dose  methadone  to 

abstinence 

Maternity-family  care 

160 

150 

Family  care 

120 

110 

Regular 

80 

70 

Cyclazocine  to  abstinence 

220 

110 

Drug-free  counseling 

500 

100 

program  (Loft) 

Drug-free  day  care  program 

300 

20 

Heroin  detoxification  ward 

300 

Mixed-addiction  detoxification 

300 

ward 

Totals 

5,480 

960 

been  possible.  In  general,  our  educated  guess  is 
that  about  20  per  cent  of  all  individuals  entering 
into  drug-free  programs  remain  in  long-term  con- 
tinuous treatment. 

Having  given  these  general  statistics,  we  should 
like  to  make  some  more  specific  statements  about 
our  experience  in  each  of  these  programs. 

Intake  screening  unit 

The  general  activity  in  this  unit  varies  with  the 
publicized  availability  of  methadone  treatment 
programs.  When  we  have  openings  and  are  plac- 
ing patients,  we  will  average  15  to  20  applicants 
daily.  When  we  have  filled  all  slots  in  our  metha- 
done programs,  and  offer  them  cyclazocine  or 
drug-free  treatment,  the  number  of  applicants 
falls  off  to  4 to  5 a day.  Until  recently,  our  detox- 
ification services  were  restricted  to  the  population 
of  our  own  and  other  related  programs.  Now,  we 
have  made  it  public.  The  effect  of  this  on  intake 
is  not  yet  known. 

One  of  the  most  interesting  phenomena  we  have 
observed  in  our  admitting  office  is  the  changing 
character  of  drug  use  among  our  new  applicants. 
In  the  past,  the  great  majority  of  patients  were 
straight  heroin  users,  with  about  40  per  cent  using 
other  drugs,  especially  barbiturates  and  alcohol. 
Until  relatively  recently,  very  few  patients  apply- 
ing for  admission  had  used  methadone,  except 
perhaps  occasionally.  Recently,  the  pattern  has 
changed  markedly  so  that  the  majority  of  patients 
who  apply  for  treatment  now  are  using  illicit 
methadone  on  a more  or  less  regular  basis. 

Based  on  interviews  with'  these  new  patients,  it 
is  our  impression  that  the  pattern  of  heroin  use  in 
New  York  City  is  changing.  In  the  past,  heroin 
addicts  originally  used  heroin  for  its  euphoriant 


effect,  but  after  physical  dependence  developed, 
they  often  “shot”  heroin  more  to  keep  from  get- 
ting “sick”  than  to  get  “high.”  Many  addicts  re- 
port that  when  they  had  developed  high  tolerance 
they  were  no  longer  getting  high  at  all  but  had  to 
keep  shooting  to  keep  from  getting  “sick.” 

With  the  advent  of  what  is  apparently  a size- 
able illicit  market  in  methadone,  few  addicts  ap- 
pear to  be  afraid  of  getting  sick.  One  40-mg. 
disket  of  methadone  a day  will  effectively  prevent 
withdrawal  in  most  addicts.  This  dose  is  appar- 
ently not  too  difficult  to  obtain  since  the  rate  ap- 
pears to  be  $3.00  to  $5.00  for  a 40-mg.  disket. 
Consequently,  many  heroin  addicts  control  with- 
drawal with  illicit  methadone  and  shoot  heroin 
only  for  the  euphoriant  effects.  Further  evidence 
that  this  new  pattern  is  indeed  a reality  is  the  fact 
that  in  the  present  heroin  shortage  which  is 
known  to  exist  in  New  York,  for  the  first  time 
there  is  no  panic  in  the  streets.  There  is  no  rush 
on  detoxification  services  nor  onto  methadone 
maintenance  waiting  lists.  On  the  contrary,  most 
detoxification  services  in  New  York  City  have  re- 
cently reported  a drastic  drop  in  applicants  at  a 
time  when,  because  of  the  heroin  shortage,  there 
ordinarily  would  have  been  a markedly  increased 
demand  for  these  services. 

Another  consequence  of  this  new  pattern  ap- 
pears to  be  the  increased  use  of  cocaine.  Since 
the  withdrawal  symptoms  of  heroin  addiction  can 
be  controlled  with  methadone,  a wider  choice  of 
euphoriant  drugs  is  available.  Because  metha- 
done decreases  sexual  performance  and  cocaine 
increases  it,  the  latter  drug  is  becoming  more  pop- 
ular. In  addition,  barbiturates  and  alcohol  are 
readily  available  drugs  and  mixed  addictions  ap- 
pear to  be  on  the  increase. 

The  social  implications  of  these  developments 
are  difficult  to  evaluate.  With  illicit  methadone 
apparently  readily  available,  there  should  be 
fewer  desperate  heroin  addicts  in  withdrawal  and, 
consequently,  less  drug-related  criminal  activity. 
Although  drug-related  crimes  have  recently  de- 
creased, crimes  of  violence  remain  high.  Whether 
this  is  related  to  increased  use  of  cocaine  and 
amphetamines,  or  to  some  other  causes,  is  not 
clear.  Be  that  as  it  may,  the  evidence  suggests 
that  the  increased  availability  of  methadone,  legal 
and  illegal,  has  had  a significant  effect  on  the  pat- 
terns of  drug  usage  in  New  York  City. 

Methadone  maintenance  programs 

The  Kings  County  Addictive  Disease  Hospital 
methadone  maintenance  program  is  a typical 
Dole-Nyswander1  program  modeled  after  the  Beth 
Israel  program  with  maintenance  doses  of  80  to 
120  mg.  daily.  Supportive  services  in  this  pro- 
gram, as  in  all  of  our  programs,  are  fairly  compre- 
hensive, including  individual  and  group  counseling, 
complete  medical  care  for  drug-related  and  drug- 
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unrelated  illnesses,  urine  examinations  twice  a 
week,  vocational  training  and  job  finding,  legal 
services,  recreational  activities,  and  so  forth. 
Voluntary  dropout  rate  is  practically  nonexis- 
tent; patients  are  discharged  for  administrative 
violations  or  for  total  lack  of  response  to  treat- 
ment. 

Our  program  has  probably  tolerated  a higher 
level  of  pathologic  behavior  than  have  many  other 
programs,  particularly  in  the  area  of  secondary 
drug  abuse.  About  30  per  cent  of  our  patients 
develop  a moderate  to  severe  pattern  of  secondary 
drug  abuse,  mostly  to  barbiturates  among  the 
whites  and  to  alcohol  among  the  blacks.  Perhaps 
we  have  been  willing  to  tolerate  secondary  drug 
abuse  because,  from  our  inception,  we  have  had  a 
mixed  addiction  detoxification  ward  on  which 
these  patients  could  be  repeatedly  detoxified. 
Recently  we  have  had  a measure  of  success  using 
disulfiram  (Antabuse)  in  patients  who  become  al- 
coholic. They  must  come  daily  for  their  metha- 
done, and  must  take  their  daily  disulfiram  tablet 
under  surveillance.  The  barbiturate  abusers  are 
proving  more  resistant,  but  about  half  of  those 
who  have  been  detoxified  on  the  ward  ultimately 
make  it. 

Standard  methadone  maintenance  is  unques- 
tionably an  effective  treatment  modality.  Cer- 
tainly, at  this  point  in  time,  it  is  the  best  validat- 
ed and  probably  most  effective  treatment  we 
have.  The  virtues  of  the  treatment  are  apparent: 
the  high  percentage  of  individuals  who  ultimately 
achieve  personal  and  social  adjustment — probably 
about  70  per  cent  of  all  those  who  enter  treat- 
ment, the  ability  of  the  method  to  hold  people  in 
treatment,  and  the  attractiveness  of  the  method 
to  the  general  addict  population.  It  also  is  the 
least  expensive  and  the  least  difficult  program  to 
administer. 

Less  apparent  are  some  negative  aspects  of 
methadone  maintenance.  There  is  some  question 
as  to  whether  patients  really  function  as  well  on 
120  mg.  of  methadone  daily  as  on  80  mg.  daily. 
Recently,  we  have  run  a study  deliberately  cut- 
ting the  dose  from  the  higher  to  the  lower  level  in 
about  20  well-stabilized  patients  who  were  stable 
for  over  a year,  and  all  agreed  that  they  were  able 
to  function  better  at  the  lower  dose  level. 

Many  patients  deliberately  cut  their  own  dose 
because  they  feel  better  at  lower  doses.  They  do 
this  by  not  completely  finishing  their  liquid  meth- 
adone at  the  clinic.  When  given  the  6 diskets  (40 
mg.  each)  on  weekends,  so  that  they  can  take  120 
mg.  daily  on  Saturday  and  Sunday,  they  may 
take  iy2  diskets  each  day  instead,  and  keep  the 
additional  3 diskets,  either  for  their  own  personal 
use  or  to  sell.  We  are  convinced  that  much  of  the 
illicit  methadone  available  comes  from  such  activ- 
ity. 

The  high  retaining  power  of  methadone  mainte- 


nance is  not  so  much  that  of  the  program  as  that 
of  the  methadone.  Even  a patient  who  is  doing 
poorly  in  every  conceivable  way,  will  continue  to 
come  for  his  methadone  since  it  is  his  security 
against  withdrawal  symptomatology  and  it  is  a 
source  of  illegal  income.  Consequently,  metha- 
done maintenance  programs  retain  in  treatment 
individuals  who  would  be  considered  failures  in 
other  treatments  and  would  drop  out  or  be 
dropped. 

The  use  of  a high  dosage  of  methadone  in  preg- 
nant women  is  probably  contraindicated.  There 
is  little  doubt,  based  on  the  delivery  experience  at 
Kings  County  Hospital,  that  the  infants  of  moth- 
ers on  methadone  have  more  prolonged  withdraw- 
al symptoms  than  those  of  mothers  on  heroin,  and 
the  infants  of  mothers  on  high  doses  of  methadone 
have  more  serious  withdrawal  symptoms  than  of 
those  on  low  doses  of  methadone.  In  addition, 
there  are  now  several  reports  (including  one  from 
our  own  hospital)  of  unexplained  deaths  in  the 
early  months  of  life  (three  to  four  months)  among 
babies  delivered  from  mothers  on  methadone,  par- 
ticularly from  those  on  high  dosage  levels.  Al- 
though this  is  also  reported  for  mothers  on  heroin, 
the  incidence  seems  to  be  higher  for  mothers 
maintained  on  high  doses  of  methadone. 

There  is  the  disputed  report  that  patients  on 
methadone  maintenance,  who  develop  a secondary 
addiction  to  alcohol  and  barbiturates,  have  an  in- 
ordinately high  death  rate.  Certainly  they  are  a 
very  sick  population,  physically  and  psychologi- 
cally. Almost  all  of  our  patients  who  have  be- 
come involved  in  crimes  of  violence  fall  into  these 
categories.  Whether  or  not  they  would  have  had 
similarly  stormy  careers  if  they  had  not  been  put 
on  methadone  maintenance  is  difficult,  if  not  im- 
possible, to  determine  at  this  time. 

The  Dole-Nyswander1  method  of  methadone 
maintenance,  as  presently  conceived,  is  predicated 
on  generally  indefinite  continuance  of  methadone 
administration.  The  social  ramifications  of  such 
a treatment  program  to  vast  numbers  of  individu- 
als for  an  indefinite  period,  in  terms  of  the  preced- 
ing comments,  could  be  very  serious. 

Methadone  maintenance  is  being  advocated  in 
some  quarters  as  the  treatment  of  choice  for  all 
heroin  addicts.  It  is  probable  that  many  youthful 
addicts  taking  the  adulterated  heroin  which  is  on 
the  streets  today  are  hardly,  if  at  all,  physically 
dependent.  To  develop,  in  such  youngsters,  a 
lifelong  dependency  to  a strongly  addictive  drug 
such  as  methadone,  seems  unnecessary  and  un- 
warranted. 

Finally,  the  considerations  already  stated,  if 
found  to  be  valid,  will  have  confirmed  many  of  the 
most  fearful  predictions  of  the  strongest  oppo- 
nents of  methadone  maintenance.  Most  particu- 
larly, the  minority  groups  see  the  ever-spreading 
prevalence  of  this  drug  as  an  evil  in  their  commu- 
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nity.  different  from  the  evil  of  heroin,  but  not  nec- 
essarily preferable. 

It  was  considerations  of  these  sorts  which  led  us 
to  examine  and  explore  other  methods  of  treat- 
ment which  might  have  some  of  the  advantages  of 
methadone  maintenance  without  some  of  the  dis- 
advantages. Our  experiences  have  led  us  to  be- 
lieve that  other  treatment  programs  may  fulfill 
these  requirements  in  part.  However,  they,  in 
turn,  prove  to  have  other  disadvantages  which 
may  counterbalance  their  effectiveness. 

Low-dose  methadone  to  abstinence 

Maternity-family  care  program.  The  mater- 
nity-family care  program  more  or  less  imposed  it- 
self on  us  because  of  the  problem  with  heroin-ad- 
dicted newborn  babies  at  the  Kings  County  Hos- 
pital Center.  About  100  such  babies  were  born 
each  year.  Besides  presenting  the  medical  prob- 
lem of  treatment  for  withdrawal,  there  was  the 
additional  social  problem  that  these  infants  could 
not  be  returned  to  their  mothers  unless  the  latter 
were  members  of  a bona  fide  treatment  program. 
Because  of  the  difficulty  of  accomplishing  this, 
and  because  of  the  reluctance  of  some  heroin-ad- 
dicted mothers  to  claim  their  infants,  the  neonatal 
nurseries  were  rapidly  becoming  filled  with  these 
unclaimed  infants.  For  these  reasons  we  institut- 
ed the  maternity-family  care  program. 

Our  early  experience  impressed  on  us  that  the 
pregnancy  appeared  to  be  a powerful  motivating 
influence  toward  “wanting  a better  life,”  and  we 
decided  to  structure  our  clinic  toward  that  goal. 
Consequently,  the  thrust  was  toward  the  unborn 
child,  and  the  need  to  provide  a structured  social 
family  situation  for  the  newborn  infant.  The  em- 
phasis was  on  the  child’s  welfare  so  that  the  fol- 
lowing programs  were  initiated:  (1)  obstetrical — 

consultations  with  the  obstetrician  in  antenatal 
nutrition  and  self  care,  (2)  pediatric — instruction 
on  infant  care,  (3)  social — intensive  counseling  on 
restructuring  the  family,  and  (4)  medical — either 
detoxification  or  low-dose  methadone  to  ab- 
stinence. The  low  dose  (40  to  60  mg.)  was  advo- 
cated because  it  was  our  conviction  that  babies 
born  on  low-dose  methadone  do  better  than  those 
on  high-dose  methadone,  and  because  when  the 
mothers  were  highly  motivated  they  were  able  to 
control  their  heroin  habits  with  low  doses.  The 
abstinence  element  was  built  in  because  about 
one-half  dozen  mothers  were  sufficiently  motivat- 
ed to  be  gradually  detoxified  before  delivery  and 
remain  drug  free  thereafter. 

To  enhance  the  social  part  of  the  program,  and 
to  emphasize  the  importance  of  family  cohesion, 
the  fathers,  married  or  otherwise,  were  brought 
into  the  program  on  the  same  basis,  and  the  fami- 
ly was  treated  as  a unit.  Consequently,  at  this 
time  we  have  about  140  patients  in  treatment,  100 
mothers  and  40  fathers.  Of  the  100  mothers, 


about  40  have  already  delivered.  These  mothers 
remain  in  treatment,  bringing  their  infants  to  the 
clinic  with  them.  A small  nursery  is  located  in  the 
clinic  to  provide  for  their  care. 

The  results  in  this  program  have  been  probably 
the  best  in  our  entire  program.  Of  the  160  pa- 
tients who  have  been  admitted,  only  about  10 
have  dropped  out.  Secondary  drug  abuse,  as 
measured  by  urine  testing  and  clinical  observa- 
tion, is  much  lower  than  in  any  other  program. 
At  the  inception  of  the  program  a year  ago, 
about  5 per  cent  of  the  newly  registered  fathers 
were  working.  This  figure  has  now  risen  to  50  per 
cent.  Several  of  the  loose  liaisons  between  moth- 
ers and  fathers  have  been  strengthened  into  real 
families.  In  terms  of  our  ultimate  goal  of  achiev- 
ing abstinence,  6 mothers  became  abstinent  prior 
to  delivery  and  have  remained  so,  8 mothers  deliv- 
ered on  low-dose  methadone  but  have  achieved 
abstinence  since,  and  an  additional  6 fathers  have 
completed  the  process  of  detoxification  to  achieve 
abstinence.  In  all,  we  have  20  patients  who  have 
gone  from  low-dosage  methadone  to  abstinence. 

Family  care  program.  The  success  of  the  ma- 
ternity-family care  program  encouraged  us  to  un- 
dertake a similar  program  with  young  addicted 
mothers  who  were  not  pregnant.  Toward  this 
end,  we  established,  in  July,  1972,  a family  care 
program,  modeled  in  every  way  on  the  maternity- 
family  care  program  except  that  the  mothers  are 
not  pregnant.  Our  full  capacity  for  that  program 
is  120  patients,  including  mothers  and  fathers. 
At  the  present  writing,  about  90  are  already  in 
treatment,  and  we  have  scheduled  appointments 
for  induction  for  the  remaining  30. 

It  is  still  too  early  to  reach  any  definitive  con- 
clusions, but  our  present  impressions  are  that  the 
developments  in  this  program  are  quite  similar  to 
those  in  the  maternity-family  care  program.  In 
fact,  many  of  the  women  in  this  program  were  re- 
ferred by  their  friends  in  the  maternity  clinic.  Of 
interest  is  the  fact  that  the  majority  of  women,  in 
both  this  program  and  the  maternity-family  care 
program,  were  not  on  any  established  treatment 
program  waiting  list  so  that  we  are  reaching  a 
population  which  apparently  other  programs  do 
not  attract.  In  a sense,  these  individuals  may  be 
similar  to  the  “hidden  woman  alcoholic”  popula- 
tion which  orthodox  treatment  programs  do  not 
reach.  We  will  return  to  this  thought  later  when 
we  discuss  methods  of  reaching  addict  populations 
which  at  present  do  not  apply  for  treatment. 

Regular  low  methadone  to  abstinence.  Regu- 
lar low  methadone  to  abstinence  includes  a group 
of  80  men  and  women  (mostly  men)  who  are  se- 
lected on  the  basis  of  special  motivation  (working, 
married,  and  so  on)  for  treatment  in  the  regular 
methadone  maintenance  clinics.  Treatment  is 
identical  to  methadone  maintenance  except  that 
patients  are  advised  at  inception  that  it  is  a low- 
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dose  program  (60  mg.)  and  that  they  will  be  ex- 
pected to  become  abstinent  after  one  to  one  and 
a half  years  of  treatment.  About  50  patients  are 
already  in  treatment,  and  the  remaining  30  are  al- 
ready scheduled  for  induction  in  the  next  few 
weeks.  These  patients  are  all  taken  from  existing 
waiting  lists.  It  is  still  too  early  to  draw  any  con- 
clusions about  them  except  that,  at  this  point, 
their  management  appears  to  be  at  least  as  suc- 
cessful as  for  the  regular  methadone  maintenance 
program. 

Advantages  and  disadvantages.  The  advan- 
tages of  these  programs  include:  (1)  Since  pa- 

tients receive  only  enough  methadone  to  prevent 
withdrawal  symptoms,  they  take  it  all  and  there  is 
less  for  illicit  sale.  (2)  The  ultimate  goal  of  ab- 
stinence is,  on  the  face  of  it,  a desirable  one.  (3) 
It  offers  a less  extreme  form  of  treatment  than 
methadone  maintenance  to  well-motivated  in- 
dividuals who  would  do  well  on  methadone  main- 
tenance but  who  do  equally  well  on  low-dose 
methadone  to  abstinence.  From  a social  point  of 
view,  the  final  social  adjustment  of  these  in- 
dividuals in  the  latter  program  is  preferable  to 
what  it  would  be  on  methadone  maintenance.  (4). 
It  is  unequivocally  preferable  to  standard  metha- 
done maintenance  in  the  treatment  of  pregnant 
addicts.  (5)  This  program  appears  to  attract  a 
population  of  young,  lower  middle  class  blacks 
who  are  not  willing  to  apply  for  lifelong  methadone 
maintenance. 

The  disadvantages  of  these  programs  are:  (1) 

They  are  not  yet  fully  validated  as  being  as  suc- 
cessful, even  in  these  well-motivated  groups,  as  is 
standard  methadone  maintenance.  (2)  They  re- 
quire specially  motivated,  more  socially  intact 
populations  than  do  methadone  maintenance,  and 
consequently  are  not  as  universally  applicable. 
(3)  They  are  more  complicated  and  more  ex- 
pensive to  administer  than  standard  methadone 
maintenance  programs.  (4)  This  form  of  treat- 
ment would  probably  not  be  adequate  for  the  se- 
vere, hard-core,  unmotivated  addict  who  certainly 
, constitutes  a large  proportion  of  the  total  addict 
population. 

However,  our  brief  experience  with  these  pro- 
grams has  convinced  us  that  low-dose  methadone 
to  abstinence  programs  have  a definite  place  in 
the  spectrum  of  treatment  modalities  for  heroin 
addiction.  We  emphasize  that  they  should  not  be 
intended  to  replace  standard  methadone  mainte- 
nance programs,  but  are  merely  directed  toward  a 
different  patient  population. 

Cyclazocine  to  abstinence 

Cyclazocine  is  an  effective  narcotic  antagonist2 
which,  when  taken  regularly,  neutralizes  the  eu- 
phoriant effects  of  heroin  administered  intrave- 
nously. We  have  induced  about  200  patients  onto 
this  drug  at  this  point,  of  whom  about  110  are  still 


in  active  treatment.  We  have  certain  impressions 
about  the  use  of  this  treatment  modality. 

It  is  more  attractive  to  the  young,  black,  lower 
middle  class  addict  than  to  other  addicts,  possibly 
because  of  the  resistance  of  this  population  to 
methadone  use.  It  requires  a well-motivated  in- 
dividual with  a relatively  moderate  habit,  since 
there  is  no  methadone  available  to  control  crav- 
ing. It  is  not  as  successful  in  holding  patients  in 
treatment  as  are  any  of  the  methadone  programs. 
There  is  about  a 50  per  cent  drop  out. 

However,  those  who  remain  in  treatment  do  as 
well  or  better  overall  than  those  on  methadone 
maintenance,  in  terms  of  secondary  drug  abuse 
and  work  record.  They  probably  do  as  well  as  the 
70  per  cent  of  methadone  maintenance  patients 
who  would  constitute  the  total  population  if  the 
30  per  cent  problem  cases  were  dropped  from 
treatment. 

It  has  been  a very  difficult  program  to  publicize. 
This  is  true  for  several  reasons,  among  which  are 
(1)  the  absence  of  methadone  makes  it  less  attrac- 
tive, (2)  it  not  only  does  not  provide  methadone, 
it  actually  precludes  its  use,  and  (3)  its  toxic  side- 
effects  have  been  grossly  exaggerated,  so  that  it 
has  a bad  reputation  on  the  streets.  This  is  par- 
ticularly true  since  some  patients  on  methadone 
maintenance  have  tried  it,  not  understanding  that 
it  is  absolutely  contraindicated  in  individuals  ac- 
tively taking  heroin  or  methadone.  The  side 
reactions  have  been  quite  severe.  (4)  There  is  al- 
most absolute  ignorance  among  most  physicians 
in  methadone  maintenance  treatment  programs 
about  the  pharmacology  of  cyclazocine.  One  phy- 
sician on  such  a program  recently  sent  out  a 
memorandum  demanding  that  “this  dangerous 
drug  be  outlawed.”  This  was  the  fear,  despite  the 
fact  that  no  deaths  from  cyclazocine  have  ever 
been  reported,  and  this  was  sent  out  shortly  after 
a weekend  when  there  were  7 deaths  in  New  York 
City  from  methadone  overdosage. 

Cyclazocine  treatment  can  lead  ultimately  to 
the  drug-free  state.  At  this  point,  we  already 
have  15  patients  who  have  attained  and  main- 
tained abstinence  for  more  than  three  months, 
after  having  been  stabilized  on  cyclazocine  for  a 
year. 

Our  feelings  about  the  advantages  and  disad- 
vantages of  cyclazocine  treatment  are  quite  simi- 
lar to  those  for  low-dose  methadone  to  abstinence 
programs.  If  anything,  cyclazocine  maintenance 
may  require  an  even  better-motivated  population 
than  methadone  to  abstinence.  Cyclazocine,  like 
methadone  to  abstinence,  leads  ultimately  to  the 
drug-free  state.  Cyclazocine  has  the  additional 
advantage  of  not  being  a drug  which  leads  to  the 
establishment  of  an  illicit  street  market.  In  fact, 
it  is  feared  and  would  be  used  strictly  in  a medical 
setting. 

The  recent  introduction  of  EN-1639,  an  effective 
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narcotic  antagonist  without  the  toxic  side-effects 
of  cyclazocine,  makes  narcotic  antagonist  pro- 
grams all  the  more  attractive  at  this  time.  A 
major  public  relations  effort  must  be  made  to  ed- 
ucate the  public  as  to  the  goals  and  methods  of 
narcotic  antagonist  treatment.  Then  it  would  be- 
come particularly  acceptable  to  those  communi- 
ties which  fear  methadone  (mostly  black  com- 
munities) and  would  act  as  a viable  alternative  to 
methadone  programs. 

Drug-free  treatment  programs 

Our  experience  with  drug-free  programs  has 
been  less  involved  and,  consequently,  less  conclu- 
sive than  our  experience  with  the  pharmacologic 
approaches.  However,  we  have  certain  impres- 
sions vis-a-vis  these  programs. 

Drug-free  counseling  program.  The  drug- 
free  counseling  program  has  two  components:  (1) 
the  school  program,  and  (2)  the  treatment  pro- 
gram at  The  Loft.  The  school  program  works  in 
conjunction  with  SPARK  and  provides  consulta- 
tion and  referral  to  the  treatment  program.  The 
treatment  program  located  at  The  Loft  is  profes- 
sionally directed  and  oriented,  with  at  least  two 
group  sessions  and  one  individual  counseling  ses- 
sion for  each  patient  per  week.  The  drug-free 
counseling  program  is  directed  toward  that  seg- 
ment of  school  pupils  who  are  fairly  heavily  in- 
volved with  soft  drugs,  but  who  are  still  sufficient- 
ly socially  intact  to  live  at  home  and  remain  in 
school.  The  group  that  reaches  The  Loft  for 
treatment  is  on  the  verge  of  dropping  out  of  school 
and  entering  the  street  culture.  The  thrust  of  the 
treatment  program  is  to  get  these  pupils  off  drugs 
by  keeping  them  in  school,  and  by  readjusting 
their  values  and  life  styles. 

We  feel  that  this  program  has  been  very  suc- 
cessful in  accomplishing  these  goals.  It  has  been 
more  difficult  to  gather  adequate  statistics,  but 
our  overall  impression  is  that  the  program  is 
worth  while,  necessary,  and  effective.  We  are  in 
the  process  of  improving  this  program,  in  terms  of 
increasing  the  emphasis  on  professionalism  and  in 
the  gathering  of  more  detailed  statistics. 

Drug-free  day  care  centers.  Our  experience 
with  drug-free  day  care  centers  has  not  been  very 
successful,  but  this,  we  feel,  has  resulted  from  our 
own  shortcomings.  We  presently  have  a small 
day  care  center  for  court-referred  heroin  addicts. 
Until  now,  we  have  only  kept  them  in  therapy  for 
a period  of  two  to  three  months  to  prepare  them 
for  admission  to  a twenty-four-hour  therapeutic 
community.  We  are  in  the  process  of  moving  this 
project  to  larger  quarters  and  improving  the  pro- 
gram, so  as  to  allow  continuing,  ongoing  treat- 
ment for  a larger  group  of  individuals. 

Detoxification  services 

Concerning  detoxification  too,  we  have  few  sig- 


nificant impressions.  A mixed-addiction  detoxifi- 
cation ward  is  of  value  in  the  management  of  her- 
oin treatment  programs.  About  one  half  of  those 
heavily  addicted  to  barbiturates  and  alcohol,  who 
would  ordinarily  be  lost  to  most  heroin  treatment 
programs,  could  be  salvaged  through  the  use  of  a 
mixed-addiction  detoxification  ward.  An  inter- 
esting sidelight  is  that  those  people  who  were 
going  to  make  it,  do  so,  after  one  or  two  detoxifi- 
cations.  Those  who  required  more  (up  to  seven 
times)  almost  never  made  it. 

Our  experience  with  a heroin  detoxification 
ward  is  not  sufficient  to  draw  any  conclusions.  In 
general,  we  were  doing  detoxification  for  local 
drug-free  programs.  Unfortunately,  we  have  no 
adequate  follow-up  as  to  what  happened  to  these 
patients,  an  outcome  which,  in  any  event,  would 
be  only  remotely  related  to  their  detoxification  ex- 
perience. 

General  conclusions 

The  following  conclusions,  as  stated  in  the  in- 
troduction, must  necessarily  be  tentative  since 
they  are  based  partly  on  examination  of  “hard” 
data  and  partly  on  strong  clinical  impressions. 
Nevertheless,  there  appears  to  be  a great  deal  of 
internal  consistency  among  these  impressions 
which  gives  them  additional  credibility. 

The  heroin  addict  population  is  not  at  all  a ho- 
mogeneous one.  It  ranges  from  youngsters  of 
fourteen  and  fifteen  who  are  just  experimenting 
with  heroin,  to  hard-core  addicts  with  large  habits 
and  criminal  records.  In  between  is  a whole  spec- 
trum of  types  with  varying  ethnic  backgrounds, 
varying  severity  of  habit,  varying  socioeconomic 
stability,  and  varying  life  styles. 

Until  the  present  time,  the  major  political  con- 
flict about  the  treatment  of  heroin  addicts  has 
been  between  the  drug-free  approach  and  the 
methadone  maintenance  approach.  Each  has 
been  critical  of  the  other,  the  methadone  mainte- 
nance people  accusing  the  drug-free  programs  of 
being  expensive  and  ineffective,  the  drug-free  peo- 
ple accusing  the  methadone  maintenance  pro- 
grams of  flooding  the  ghettos  with  methadone  and 
trying  to  provide  a chemical  solution  for  what  is 
essentially  a social  problem.  It  would  seem  that 
we  have  come  sufficiently  far  along  in  our  experi- 
ence with  this  problem  to  have  become  somewhat 
less  parochial  and  polarized  in  our  overall  philoso- 
phy. A synthesis  of  these  two  positions,  both  of 
which  have  some  validity,  appears  necessary  at 
this  time! 

The  tendency  to  advocate  a single  approach  to 
the  treatment  of  heroin  addiction  seems  unwar- 
ranted. Granted,  methadone  maintenance  is 
probably  the  most  effective  and  least  expensive 
treatment  modality  we  have,  but  does  this  mean 
we  should  use  it  for  all  heroin  addicts?  An  analo- 
gy can  be  drawn  with  parenteral  penicillin  which. 


1 064  New  York  State  Journal  of  Medicine  / May  1 , 1 973 


at  the  time  of  its  discovery,  was  by  far  the  most 
effective  antibiotic  known.  Many  physicians 
began  to  use  it  for  all  infections,  head  colds  and 
so  on,  whether  indicated  or  not.  As  a conse- 
quence, many  individuals  developed  a hypersensi- 
tivity to  penicillin  so  that  they  could  not  take  the 
drug  when  it  would  have  been  life  saving.  Meth- 
adone maintenance,  like  penicillin,  is  a powerful 
therapeutic  modality,  and  like  penicillin,  it  should 
not  be  used  indiscriminately.  The  arguments 
against  the  indiscriminate  use  of  methadone 
maintenance  are  perhaps  even  more  compelling 
than  in  the  case  of  penicillin  because  methadone 
is  a powerful  addicting  agent. 

There  is  evidence  (unsubstantiated  as  it  may  be 
at  this  point)  that  different  populations  do  re- 
spond differentially  to  different  treatments. 
Some  populations  are  sicker  than  others.  Some 
treatments  are  more  effective  than  others.  We 
can  establish  two  sequences:  that  of  treatment 

effectiveness,  and  that  of  severity  of  illness.  The 
sequence  for  treatment  effectiveness  (from  great- 
est to  least)  would  probably  run  as  follows:  (1) 

methadone  maintenance,  (2)  methadone  to  ab- 
stinence, (3)  cyclazocine,  (4)  inpatient  drug-free 
therapeutic  communities,  and  (5)  drug-free  day 
care  centers.  The  sequence  of  severity  of  illness 
might  go  as  follows:  (1)  severe  hard-core  adult 

street  addict,  (2)  socially  intact,  moderate  habit 
addict,  (3)  adolescent  ghetto  early  addict,  and  (4) 
adolescent  experimenter.  Other  intermediate 
groups  obviously  exist.  Granted  that  methadone 
maintenance,  as  the  most  powerful  modality, 
could  be  used  to  treat  all  of  the  patient  groups,  is 
it  necessarily  the  treatment  of  choice  for  groups 
(2)  to  (4)?  Certainly,  it  might  possibly  be  more 
effective  and  more  rapid  than  using  a spectrum  of 
treatment  modalities,  and  speed  of  results  might 
be  of  the  essence,  but  what  would  the  long-term 
effects  be?  A substantial  segment  of  our  city 
population  (250,000  individuals?)  may  be  forever 
addicted  to  a powerful  addictive  agent,  a substi- 
tution of  one  narcotic  subculture  for  another. 
The  social  implications  of  such  a possible  devel- 
opment are  too  serious  to  be  passed  over  lightly. 

Again,  the  purpose  of  this  report  is  in  no  way  to 
reduce  the  importance  of  methadone  maintenance 
as  a major  modality  in  the  control  of  heroin  addic- 
tion. Its  use  must  be  extended  so  that  there  are 
sufficient  facilities  to  treat  every  addict  in  New 


York  City  who  wants  and  needs  it.  However,  via- 
ble effective  alternative  programs  should  continue 
to  be  developed  and  their  services  offered  to  the 
less  severely  addicted  populations.  Such  a 
multimodality  approach  would  have  the  following 
major  advantages:  We  might  end  up  with  a total 
methadone  maintenance  population  of  30,000  to 
50,000  instead  of  250,000.  There  is  also  evidence 
that  some  black,  middle-class,  moderate-habit  ad- 
dicts will  register  in  methadone  to  abstinence  and 
cyclazocine  to  abstinence  programs,  individuals 
who  at  this  time  have  not  been  willing  to  apply  to 
either  methadone  maintenance  or  drug-free  pro- 
grams. Finally,  an  official  multimodality  pro- 
gram, including  the  entire  spectrum  of  treatment 
facilities  as  part  of  its  approach,  in  a sense,  con- 
stitutes a less  fearsome  treatment  program  than 
the  present  doctrinaire  approach  represented  by 
either  drug-free  programs,  methadone  mainte- 
nance, or  incarceration  programs.  This  doctri- 
naire approach  may  account  in  part  for  the  essen- 
tial unresponsiveness  of  the  addict  population  to 
even  the  offer  of  treatment.  If  methadone  main- 
tenance is  the  ultimate  treatment,  why  are  there 
only  30,000  patients  either  in  treatment  or  on 
waiting  lists  out  of  a total  pool  of  250,000?  Is  it 
because  the  vast  numbers  of  addicts  don’t  want 
treatment,  and  this  is  a real  possibility,  or  is  it 
because  the  treatments  we  have  offered  are  not 
what  they  want,  and  this  is  also  a real  possibility. 
Certainly  our  low-dose  methadone  to  abstinence 
maternity  and  family  care  programs  have  attract- 
ed women  and  men  who  had  not  previously  ap- 
plied to  any  existing  program.  Heroin  mainte- 
nance has  been  suggested  as  a possible  attractor 
to  this  recalcitrant  and  unresponsive  population. 
Should  we  not  first  gain  a wider  experience  with 
less  serious  alternatives  such  as  methadone  to  ab- 
stinence and  cyclazocine? 

600  Albany  Avenue 
“K”  Building 
Brooklyn,  New  York  11203 
(DR.  KISSIN) 
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A psychiatric  emergency  may  be  defined  as 
any  situation  in  which  the  behavior  of  a patient 
becomes  frightening  to  those  responsible  for  his 
care.  This  situation  usually  represents  a state  in 
which  a patient  has  lost  control  over  his  impulses, 
generally  either  a state  of  panic  or  a state  of  rage. 
These  situations  may  occur  in  delirious  states, 
particularly  intoxications,  confusional  and  panic 
states  in  patients  with  chronic  organic  brain  dis- 
ease, and  in  a variety  of  functional  psychiatric 
disorders,  particularly  acute  schizophrenic  epi- 
sodes. Certain  basic  principles  underlie  the  man- 
agement of  all  psychiatric  emergencies.* 

Dealing  with  healthy  aspects 

It  must  be  appreciated  that  patients  almost  al- 
ways have  some  intact,  healthy  aspects  of  their 
personalities  operating,  even  at  times  when  they 
seem  most  psychotic,  and  it  is  to  this  portion  of 
the  personality  that  the  physician  must  appeal. 
The  patient  should  be  treated  with  honesty,  dig- 
nity, and  respect.  The  physician  should  intro- 
duce himself  and  explain  his  role:  “I  am  Dr. 

Smith,  the  admitting  psychiatrist,”  or  “I  am  Dr. 
Jones.  Your  family  has  asked  me  to  speak  with 
you,  because  you  seem  upset.”  It  is  important 
that  the  physician  respond  appropriately  and  not 
play  into  the  patient’s  delusional  ideas  or  grant 
unrealistic  requests  to  placate  the  patient.  In  the 
end  the  patient  will  only  become  more  upset  by 
the  failure  of  the  physician  to  recognize  his  illness 
and  to  take  appropriate  steps  to  deal  with  it. 

* Ewalt,  J.  R.:  Other  psychiatric  emergencies,  in  Freed- 

man, A.  M.,  and  Kaplan,  H.  I.,  Eds.:  Comprehensive  Text- 
book of  Psychiatry,  Baltimore,  The  Williams  and  Wilkins 
Company,  1967,  p.  1179. 


Establishing  controls 

Any  human  being  who  has  lost  control  over  his 
impulses,  sexual  or  aggressive,  is  terrified  by  this 
disintegration  of  his  personality.  Therefore,  pro- 
tests to  the  contrary  notwithstanding,  patients 
who  have  lost  control  are  greatly  relieved  by  the 
reestablishment  of  controls.  The  physician  must 
make  it  very  clear  to  the  patient  that  he  will  not 
tolerate  loss  of  control  and  that  if  the  patient 
cannot  maintain  internal  controls,  external  con- 
trols will  be  established.  This  may  be  accom- 
plished through  the  use  of  seclusion,  restraints,  or 
medication.  Such  measures  should  never  be  pre- 
sented as  punitive  but  rather  as  temporary  devic- 
es to  help  the  patient  until  he  is  able  to  restore  in- 
ternal controls. 

The  following  case  is  illustrative: 

A manic  patient  in  a highly  excited  state  required 
four  men  to  subdue  him  for  an  intravenous  injection 
of  sodium  amobarbital  (Amytal  sodium).  As  the 
physician  inserted  the  syringe  into  the  patient’s  vein, 
but  before  any  medication  was  injected,  the  patient 
visibly  relaxed  and  said,  “Boy,  am  I glad  you  got  to 
me  with  that  medicine!” 

If  it  becomes  necessary  to  establish  external 
controls,  this  must  never  be  presented  as  a chal- 
lenge to  the  patient.  To  avoid  any  possibility  of 
the  patient’s  viewing  attempts  at  restraint  as  a 
threat  to  his  masculinity,  a sufficient  show  of 
strength  should  be  mustered  so  that  any  struggle 
will  clearly  be  no  contest.  In  such  circumstances, 
a struggle  will  rarely  be  necessary.  The  physician 
may  emphasize  the  patient’s  masculinity,  while 
firmly  establishing  controls:  “I’m  sure  that  if  you 
decided  to,  you  could  kick  up  quite  a fuss,  but  I 
can  assure  you  we  have  enough  men  here  to  con- 
trol you.  So  why  don’t  you  do  the  sensible  thing 
and  . . . .”  If  a patient  cannot  be  approached  in 
any  other  way,  he  may  be  restrained  by  taking  a 
mattress,  held  between  two  or  three  men,  and 
pinning  him  in  a corner,  so  he  may  be  subdued 
without  physical  harm  to  any  of  the  participants. 

Medication 

Appropriate  medication  can  be  very  useful  in 
relieving  a state  of  excitement  and  in  demonstrat- 
ing to  the  patient  that  the  physician  can  effective- 
ly take  charge  and  control  his  symptoms.  If  the 
patient’s  physical  condition  permits,  chlorproma- 
zine  (Thorazine),  administered  intramuscularly  in 
doses  of  25  to  100  mg.  or  in  liquid  concentrate 
form  in  doses  of  50  to  200  mg.,  will  generally  pro- 
duce rapid  and  dramatic  relief.  Hourly  doses  may 
be  administered  until  sedation  is  achieved,  after 
which  a maintenance  dose  should  be  instituted. 
It  should  be  remembered  that  patients  in  a state 
of  great  excitement  will  require  considerably  larg- 
er doses  of  medication  than  the  average.  How- 
ever, when  using  intramuscular  chlorpromazine,  it 
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Common  sense  and  basic  principles  are  the  basis  for 
the  management  of  all  psychiatric  emergencies,  de- 
fined as  any  situation  in  which  a patient's  behavior 
becomes  frightening  to  those  responsible  for  his 
care.  The  need  to  deal  with  remaining  healthy  per- 
sonality aspects,  establishment  of  controls,  and 
relief  through  medication  are  discussed. 


is  safest  to  start  with  a small  dose  to  minimize  the 
possibilities  of  a hypotensive  reaction. 

If  immediate  control  of  behavior  is  imperative, 
an  intravenous  injection  of  a rapidly  acting  barbi- 
turate, such  as  amobarbital,  is  most  effective. 
This  should  be  injected  slowly  to  the  point  of 
sedation  or  marked  relaxation.  A dose  of  200  to 
500  mg.  of  amobarbital  will  usually  suffice,  but 
occasionally  larger  doses  may  be  necessary.  If 
chlorpromazine  has  been  administered  prior  to  the 
use  of  a barbiturate,  it  must  be  remembered  that 
chlorpromazine  will  potentiate  hypnotic  drugs, 
and  a correspondingly  lower  dose  of  barbiturate 
must  be  used. 

Familiarity  with  the  foregoing  principles  will 
enable  the  physician  to  act  with  confidence  and 
assurance — an  important  aspect  in  relieving  pa- 


tients’  anxieties — and  will  usually  lead  to  a rapid 
and  uneventful  resolution  of  most  psychiatric 
emergencies. 
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Effective  approaches  to  lowering  plasma  choles- 
terol levels  have  included  interference  with  ab- 
sorption, inhibition  of  biosynthesis,  and  enhance- 
ment of  degradation  and  excretion.  Inhibition  of 
absorption  with  either  a cholesterol  sequestering 
compound,  such  as  beta-sitosterol,1  or  a bile-acid 
sequestering  resin,  such  as  cholestyramine,2  are 
proved,  effective  means  of  reducing  the  level  of 
serum  cholesterol.  Disadvantages  of  both  include 
the  bulk  of  the  products,  the  liquid  or  granule 
form  in  which  the  medication  must  be  ingested, 
and  the  necessity  for  taking  the  medication  in 
relation  to  meals.  Advantages  include  lack  of  sig- 
nificant drug  absorption  and  effectiveness  in  type 
II  hyperlipoproteinemia,  the  most  commonly  en- 
countered disorder  of  lipid  metabolism  in  this  area 
and  yet  the  most  resistant  to  treatment.  The 
present  study  is  an  evaluation  of  a new  bile-acid 
sequestering  resin  colestipol  which  has  the  added 
advantages  of  palatability  and  better  patient 
acceptability. 

Materials  and  methods 

The  subjects  were  17  patients  with  familial  dis- 
orders of  lipid  metabolism  of  which  13  were  type 
II,  1 was  type  III,  and  3 were  type  IV  (Fredrickson 
classification).  Blood  was  drawn  by  venipuncture 
at  biweekly  intervals  during  a six-week  placebo 
(microcrystalline  cellulose)  period  and  during  the 
first  four  weeks  of  the  active  drug  treatment  peri- 
od. Thereafter,  administration  of  colestipol  was 
continued,  the  blood  samples  were  obtained  at 

‘Supported  in  part  by  a grant  from  The  Upjohn  Company, 
Kalamazoo,  Michigan. 


four-week  intervals.  Subjects  were  advised  to 
maintain  their  usual  diet.  The  suquestrant  was 
supplied  in  5-Gm.  packets,  and  the  subjects  were 
instructed  to  take  it  in  at  least  6 ounces  of  a 
suitable  liquid,  such  as  juice,  soup,  or  carbonated 
beverages,  directly  before  meals.  All  blood 
was  drawn  in  the  twelve  to  fourteen-hour  post- 
absorptive  state  and  analyzed  for  lipids  and  lipo- 
proteins. Complete  blood  counts,  prothrombin 
time,  fasting  blood  sugar,  creatinine,  serum 
glutamic  oxaloacetic  transaminase,  calcium,  phos- 
phorus, alkaline  phosphatase,  total  bilirubin,  so- 
dium, potassium,  chlorides,  and  uric-acid  tests 
and  urinalysis  were  done  biweekly  during  the 
initial  placebo  period  and  at  four,  twelve,  and 
twenty-four  weeks  thereafter. 

Total  cholesterol  was  analyzed  by  the  method  of 
Abell  et  al.3  Serum  lipid  phosphorus  was  deter- 
mined by  a modification  of  the  procedure  of  Fiske 
and  SubbaRow  on  plasma  extracted  with  Bloor’s 
reagent.4  Serum  triglycerides  were  done  by  the 
modification  of  the  procedure  of  Van  Handel  and 
Zilversmit.5-6  Paper  electrophoresis  was  per- 
formed in  a Spinco  electrophoresis  cell,  and  the 
strips  were  stained  for  proteins  and  lipids  as  pre- 
viously described.7  Semiquantitative  analyses  of 
lipoproteins  were  done  by  densitometric  scanning 
of  the  stained  electrophoretic  strips  in  a model  542 
Photovolt  Densicord  using  a green  545A  filter. 
Segments  corresponding  to  the  lipoprotein  frac- 
tions were  cut  out  of  the  densitometric  tracings  of 
the  paper  strips  and  weighed  on  an  analytic  bal- 
ance. Lipoprotein  values  were  then  expressed  as 
percentages  of  the  total.  Blood  counts  and  urinal- 
yses were  done  by  routine  methods.  The  other 
blood-chemistry  analyses  were  done  in  the  labora- 
tories of  The  Upjohn  Company  in  Kalamazoo, 
Michigan. 

Results 

Cholesterol.  The  average  control  cholesterol 
value  during  the  placebo  period  was  350  mg.  per 
deciliter  and  decreased  to  a level  of  293  mg.  per 
deciliter  ( — 16  per  cent,  p < 0.001)  after  two  weeks 
on  colestipol.  After  four  weeks,  the  average  choles- 
terol level  was  289  mg.  per  deciliter  ( — 17  per  cent, 
p <0.001).  The  lowest  level  was  reached  at  eight 
weeks,  when  the  average  cholesterol  concentra- 
tion was  269  mg.  per  deciliter  ( — 23  per  cent,  p 
<0.001).  The  values  for  twelve,  sixteen,  twenty, 
and  twenty-four  weeks  were  respectively  293,  294, 
288,  and  300  mg.  per  deciliter.  All  of  these  levels 
were  significantly  lower  than  the  pretreatment 
levels  (p  < 0.001;  the  six-month  value  was  p < 0.01, 
> 0.001)  (Fig.  1). 

Phospholipids.  The  average  placebo  period 
phospholipid  level  was  332  mg.  per  deciliter  and 
promptly  fell  to  an  average  value  of  305  after  two 
weeks  of  the  sequestrant  ( — 8 per  cent,  p < 0.001). 
Thereafter,  the  phospholipid  values  remained  at 


1 068  New  York  State  Journal  of  Medicine  / May  1 , 1973 


•►•►►•Phospholipids 
•- — •Triglycerides 


WEEKS 


FIGURE  1.  Effect  of  resin  sequestrant,  colestipol,  on 
average  plasma  concentrations  of  cholesterol,  phos- 
pholipids, and  triglycerides.  Arrow  indicates  time  se- 
questrant administration  was  initiated 


about  this  level  for  the  rest  of  the  study  period. 
The  lowest  value  of  294  mg.  per  deciliter  ( — 11 
per  cent,  p < 0.01,  > 0.001)  was  reached  at  eight 
weeks  paralleling  the  cholesterol  changes  already 
noted  (Fig.  1). 

Triglycerides.  There  were  no  significant 

changes  from  the  placebo  triglyceride  levels  with 
administration  of  the  sequestrant.  Neither  the 
apparent  fall  at  four  weeks  nor  the  apparent  rise 
from  twelve  to  twenty-four  weeks  was  statistical- 
ly significant  (p  > 0.05)  (Fig.  1). 

Lipoproteins.  The  beta-lipoprotein  level 

showed  a significant  fall  from  34.3  to  25.2  per  cent 
( — 27  per  cent,  p < 0.01,  > 0.001).  However,  the 
changes  in  alpha-lipoprotein  from  7.5  to  5.7  per 
cent  and  pre-beta-lipoprotein  from  11.3  to  17.8 
per  cent  were  not  statistically  significant. 

Comment 

I The  new  resin  sequestrant  is  a high-molecular- 
weight,  soluble  copolymer  of  tetraethylenepenta- 
mine  and  epichlorohydrin  with  an  in  vitro  bile 
acid-binding  capacity  of  approximately  1 mEq. 
cholic  acid  per  gram.8  It  has  been  shown  to  in- 
hibit hypercholesterolemia  induced  by  cholesterol 
feeding  in  cockerels,  to  markedly  reduce  lipids  in 
normolipemic  dogs,  and  to  reduce  serum  choles- 
terol levels  approximately  20  per  cent  in  15  hyper- 
lipemic  male  volunteers.8  Our  patients  showed  a 
similar  reduction  in  cholesterol  and  a less  pro- 
nounced fall  in  phospholipids.  In  a recent  study, 
colestipol  resulted  in  a cholesterol  reduction  of 
14  per  cent.9  Although  the  late  rise  in  triglyc- 
eride concentration  observed  in  our  study  was  not 
statistically  significant,  an  elevation  of  triglycer- 
ides has  been  observed  after  cholestyramine  and 
in  a few  patients  during  administration  of  the  new 
sequestering  resin.10'12  The  mode  of  action  of  the 


Inhibition  of  absorption  has  proved  to  be  an  effective 
means  of  reducing  serum  cholesterol  levels.  This 
study  evaluates  the  effects  of  a new  bile  acid  seques- 
trant, colestipol,  on  17  patients  with  familial  dis- 
orders of  lipid  metabolism.  Following  administra- 
tion, levels  of  cholesterol,  phospholipids,  and  lipo- 
proteins fell  significantly  lower  than  pretreatment 
levels;  changes  in  triglyceride  levels  were  insigni- 
ficant. 


latter  is  similar  to  that  of  cholestyramine13  and  gel 
polymers  (DEAE  Sephadex).14  The  material  se- 
questers bile  acids  in  the  intestinal  tract  and  en- 
hances the  fecal  excretion  of  bile  acids.  This  re- 
sults in  an  increased  rate  of  hepatic  and  intestinal 
sterol  synthesis,  diminished  intestinal  absorption 
of  cholesterol,  and  diminished  transfer  of  choles- 
terol from  intestinal  wall  to  lymph.  These  se- 
questrants  stimulate  the  hepatic  conversion  of 
cholesterol  to  bile  acids,  and,  if  hepatic  cholesterol 
biosynthesis  is  increased  insufficiently  to  compen- 
sate for  this  increased  cholesterol  catabolism,  he- 
patic cholesterol  pools  may  be  decreased.15  Thus, 
plasma  cholesterol  concentrations  may  be  re- 
duced, since  liver  and  plasma  cholesterol  are  in 
equilibrium.16  Although  reduction  of  plasma  cho- 
lesterol level  may  not  necessarily  represent  a re- 
duction in  tissue  pools  of  cholesterol,  the  recently 
reported  study  using  this  new  sequestrant  in  con- 
junction with  a low-cholesterol,  low-saturated  fat 
diet  resulted  in  a notable  reduction  in  xanthoma 
size.12  This  suggests  that  tissue  pools,  as  well  as 
plasma  pools,  may  be  reduced.  Bile  acid  seques- 
trants  have  also  been  shown  to  decrease  the  half- 
life  of  labeled  beta-apoprotein  and  improve  the 
depressed  catabolism  of  beta-apoprotein  of  pa- 
tients with  type  II  hyperlipoproteinemia.17 

These  mechanisms  appear  particularly  suitable 
in  the  treatment  of  type  II  familial  hyperlipopro- 
teinemia, which  is  characterized  by  elevated  cho- 
lesterol levels  and  normal  or  slightly  elevated  tri- 
glyceride levels.  This  familial  hypercholestero- 
lemia is  most  resistant  to  the  usual  forms  of  ther- 
apy. The  fact  that  the  resin  is  not  absorbed  and 
the  resulting  freedom  from  systemic  side-effects 
makes  its  clinical  use  particularly  attractive.  In 
general,  side-effects  have  been  minor  and  limited 
to  constipation  in  9 subjects,  transient  nausea  in 
2,  and  abdominal  discomfort  in  1.  Bloating  was 
noted  by  some  during  the  placebo  period.  It  was 
necessary  to  discontinue  therapy  in  only  one  pa- 
tient, not  included  in  this  study,  because  consti- 
pation led  to  aggravation  of  preexisting  hemor- 
rhoids. The  only  disadvantages  observed  in  the 
administration  of  the  resin  has  been  in  its  bulky 
5-Gm.  packets  instead  of  pills  or  capsules;  the  ne- 
cessity for  mixing  with  a suitable  liquid,  such  as 
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juice,  soup,  or  carbonated  beverages;  and  the  wait 
of  a few  minutes  for  the  hygroscopic  water-insolu- 
ble beads  to  swell  and  soften  prior  to  ingestion. 
However,  the  material  is  virtually  odorless  and 
tasteless,  and  patients  have  been  willing  to  take  it 
over  long  periods  of  time  without  complaint  once 
a routine  has  been  established. 
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A study  was  conducted  of  the  bacterial  flora  of  non- 
infected,  full-term,  and  low  birth  weight  newborn 
infants  at  four  sites:  umbilicus,  nares,  EAC  (ex- 

ternal auditory  canal),  and  vagina.  Colonization  of 
the  EAC  and  nares  was  less  frequent  than  at  the 
other  two  sites  during  the  first  two  days  of  life.  This 
trend  continued  on  the  third  and  fourth  days  among 
full-term  infants  only.  The  flora  of  the  EAC  com- 
prised mainly  of  Staphylococcus  epidermidis. 
Hence,  cultures  of  this  site  might  be  helpful  in  cases 
of  intrauterine  infection  since  potentially  pathogenic- 
organisms  would  rarely  be  expected.  The  vaginal 
flora  frequently  included  Escherichia  coli,  other 
gram-negative  bacilli,  and  Staphylococcus  aureus 
and,  therefore,  cultures  at  this  site  would  be  less 
helpful  in  cases  of  suspected  infection.  S.  aureus 
and  gram-negative  bacilli  were  more  common  in  the 
umbilicus  than  the  nares.  The  flora  of  full-term  and 
low  birth  weight  newborns  did  not  differ  significant- 
ly. 
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In  recent  reports  we1,2  have  described  the  effect 
of  several  factors  on  the  development  of  the  bacte- 
rial flora  of  the  respiratory  tract  and  skin  of  new- 
borns. One  of  our  findings  was  a marked  increase 
in  colonization  of  the  skin  compared  with  the  an- 
terior nares  during  the  first  three  days  of  life.  A 
question  arose  concerning  the  prevalence  of  colon- 
ization and  proportion  of  specific  organisms  at 
two  other  sites,  the  EAC  (external  auditory  canal) 
and  vagina,  in  relationship  to  the  previously  stud- 
ied sites.  If  colonization,  especially  with  potential 
pathogens,  occurred  infrequently  among  normal 
newborns  in  the  EAC  and  vagina,  then  cultures  of 
these  sites  might  prove  useful  in  recovery  of  caus- 
ative agents  among  infected  neonates. 

Materials  and  Methods 

Included  in  the  study  were  89  LBW  (low  birth 
weight)  newborns  (48  male  and  41  female)  and 
133  normally  grown  full-term  infants  (77  male  and 
56  females)  selected  at  random.  Among  the  LBW 
newborns,  the  median  birth  weight  was  1,776  Gm. 
with  a range  of  850  to  2,240  Gm.  The  infants  who 
were  studied  showed  no  signs  of  infection,  nor  was 
there  amnionitis  or  history  of  maternal  infection. 
Cultures  of  one  EAC,  the  anterior  nares,  umbili- 


cus, and  vagina  were  obtained  daily  during  the 
first  days  of  life.  The  bacteriologic  and  nursing 
procedures  were  the  same  as  those  described  by  us 
in  previous  reports.1,2 

A lotion  containing  hexachlorophene  was  ap- 
plied to  the  inguinal  and  axillary  areas  daily  but 
was  not  used  elsewhere  on  the  newborn’s  skin. 
The  newborns  studied  had  not  been  included  in 
our  previous  report  concerning  gowning.2  Breast 
feeding  is  practiced  by  less  than  3 per  cent  of  the 
population  at  Harlem  Hospital  Center. 


TABLE  I.  Absence  of  bacteria  among  newborns  at  four 
anatomic  sites 


Conditions 

Day  I 
(Num- 
ber 
Stud- 
ied) 
Per 
Cent 
Show- 
ing No 
Growth 

Day  2 
(Num- 
ber 
Stud- 
ied) 
Per 
Cent 
Show- 
ing No 
Growth 

Day  3 
(Num- 
ber 
Stud- 
ied) 
Per 
Cent 
Show- 
ing No 
Growth 

Day  4 
(Num- 
ber 
Stud- 
ied) 
Per 
Cent 
Show- 
ing No 
Growth 

Full-term  female 

(19) 

(44) 

(50) 

(48) 

Nares 

94 

67 

32 

18 

Umbilicus 

61 

4 

4 

8 

Ear 

83 

61 

35 

23 

Vagina 

84 

13 

4 

2 

Full-term  male 

(25) 

(68) 

(72) 

(62) 

Nares 

100 

83 

36 

14 

Umbilicus 

40 

10 

0 

1 

Ear 

96 

64 

33 

34 

Premature  female 

(13) 

(34) 

(30) 

(33) 

Nares 

92 

88 

30 

9 

Umbilicus 

61 

28 

24 

16 

Ear 

92 

60 

35 

18 

Vagina 

53 

30 

23 

3 

Premature  male 

(21) 

(38) 

(34) 

(38) 

Nares 

95 

81 

44 

47 

Umbilicus 

61 

48 

35 

34 

Ear 

95 

71 

22 

32 
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TABLE  II.  Per  cent  of  organisms  comprising  the  bacterial  flora  of  newborns 


/ Female , Male . 

Vagina  Umbilicus  Nares  Ear  Umbilicus  Nares  Ear 

-—Day—  —Day—  —Day—  —Day—  —Day—  —Day—  -Day- 
Organisms  23232323  23  23  23 


S.  epidermidis 

59 

64 

60 

58 

14 

44 

30 

51 

40 

43 

7 

33 

25 

68 

S.  aureus 

4 

8 

18 

28 

0 

3 

0 

3 

16 

31 

3 

9 

6 

6 

Enterococcus 

9 

8 

1 

8 

1 

5 

1 

0 

8 

8 

0 

4 

0 

0 

E.  coli 

24 

41 

10 

9 

1 

3 

0 

0 

13 

18 

3 

7 

3 

0 

Enterobacteriaceae 

5 

8 

3 

3 

1 

4 

0 

0 

2 

4 

0 

0 

0 

3 

Klebsiella 

7 

12 

6 

5 

0 

1 

4 

1 

6 

7 

0 

0 

2 

0 

No  growth 

20 

11 

14 

12 

77 

32 

64 

46 

24 

11 

83 

39 

67 

29 

Number  cultured 

74 

76 

77 

78 

77 

79 

77 

77 

104 

105 

105 

105 

106 

108 

Results 

The  prevalence  of  colonization  with  any  bacte- 
ria at  each  of  the  four  sites  was  low  on  the  first 
day  of  life  (Table  I).  The  umbilicus  was  colon- 
ized earlier  than  the  other  three  sites.  Vaginal 
cultures  were  positive  in  most  cases  by  the  second 
day,  with  only  13  per  cent  of  the  full-term  and  30 
per  cent  of  the  premature  females  showing  no 
growth.  Cultures  of  both  the  EAC  and  the  nares 
showed  an  absence  of  growth  in  the  majority  of 
full-term  and  premature  newborn  infants  on  the 
first  and  second  day  of  life.  For  example,  among 
female  full-term  infants,  61  per  cent  of  EAC  cul- 
tures and  67  per  cent  of  nares  cultures,  showed  no 
growth  on  day  2.  Among  full-term  infants,  this 
trend  continued  on  days  3 and  4.  Growth  was  ab- 
sent on  day  4 among  full-term  females  in  23  per 
cent  of  EAC  and  18  per  cent  of  nares  cultures, 
compared  with  8 per  cent  of  umbilical  and  2 per 
cent  of  vaginal  cultures. 

Among  the  female  infants,  the  bacteria  most 
frequently  isolated  in  the  nares  were  Staphylococ- 
cus epidermidis,  44  per  cent,  enterococci,  56  per 
cent,  and  various  gram-negative  bacilli,  7.5  per 
cent.  Also  isolated  were  Escherichia  coli,  2.5  per 
cent,  Enterobacteriaceae,  3.8  per  cent,  and  Klebsi- 
ella, 1.2  per  cent.  Staphylococcus  aureus  was 
more  frequently  found  in  the  umbilicus  (28  per 
cent  compared  with  2.5  per  cent  in  the  nares  on 
day  3;  x2  = 12;  p <0.001).  Gram-negative  bacilli 
were  also  more  prevalent  in  the  umbilicus  than  in 
the  nares.  The  flora  of  the  external  auditory 
canal  was  remarkable,  in  both  male  and  female 
newborns,  in  that  S.  epidermidis  was  the  major 
isolate  with  51  per  cent  in  females  and  68  per  cent 
in  males  on  day  3,  and  only  sparse  representation 
of  other  organisms.  The  umbilical  flora  of  the 
males  was  similar  to  that  of  the  females  (Table 

II). 

Vaginal  flora  was  characterized  by  the  high  fre- 
quency of  E.  coli  (41  per  cent  on  day  3)  and  other 
gram-negative  bacilli  including  8 per  cent  Entero- 
bacteriaceae and  12  per  cent  Klebsiella.  There 


was  no  important  difference  in  the  flora  between 
full-term  and  LBW  infants. 

Comment 

The  findings,  concerning  the  prevalence  of  colo- 
nization and  the  specific  organisms  comprising  the 
flora  of  the  anterior  nares  and  umbilicus,  confirm 
our  previous  observations. 

Colonization  of  the  EAC  with  any  bacteria  was 
relatively  infrequent  especially  during  the  first 
two  days  of  life.  S.  epidermidis  was  the  only  or- 
ganism consistently  isolated.  This  would  suggest 
that  cultures  of  this  site  would  be  helpful  in  cases 
of  intrauterine  infection  since  potentially  patho- 
genic organisms  would  rarely  be  expected.  A sim- 
ilar conclusion  was  reached  by  Scanlon3  in  studies 
which  included  microscopic  examinations  and  cul- 
ture from  the  external  auditory  canal. 

Cultures  of  the  vagina  were  most  often  positive 
with  such  potential  pathogens  as  E.  coli  and  other 
gram-negative  bacilli;  and  S.  aureus  was  also  fre- 
quently isolated.  Hence,  cultures  at  this  site 
would  be  less  helpful  in  the  diagnosis  of  suspected 
infection. 

The  relative  infrequency  of  isolations  may  re- 
flect, in  part,  the  bacteriologic  procedures  used. 
For  example,  dry  swabs  were  immediately  plated 
on  blood  agar  plates  without  incubation  in  broth. 

Department  of  Pediatrics 
Harlem  Hospital  Center 
136th  Street  and  Lenox  Avenue 
New  York,  New  York  10037 
(DR.  EVANS) 


References 

1.  Evans,  H.  E.,  Akpata,  S.  O.,  and  Baki,  A.:  Factors  in- 
fluencing the  establishment  of  the  neonatal  bacterial  flora.  II. 
The  role  of  environmental  factors.  Arch.  Environ.  Health  21: 
643(1970). 

2.  Evans,  H.  E.,  et  al . : A bacteriologic  and  clinical  evalu- 
ation of  gowning  in  a premature  nurserv,  J.  Pediat.  78:  883 
(1971). 

3.  Scanlon,  J.:  The  early  detection  of  neonatal  sepsis  by 

examination  of  liquid  obtained  from  the  external  ear  canal,  J. 
Pediat.  79:  247(1971). 


1072  New  York  State  Journal  of  Medicine  / May  1 , 1973 


Esophageal  Motility 
Studies 

Clinical  usefulness 


RICHARD  W.  NAGLER,  M.D. 

Huntington,  New  York 

BERNARD  M.  ROSOF,  M.D. 

Huntington,  New  York 

IRWIN  KATZKA,  M.D. 

Manhasset.  New  York 

From  the  Gastrointestinal  Research  Laboratory,  Department 
of  Medicine,  North  Shore  Hospital,  and  the  Department  of 
Medicine,  Cornell  University  Medical  College 


Transducer  pressure  recordings  of  esophageal 
motor  function  have  become  a well-established 
technic,  providing  a much  clearer  understanding 
of  the  physiology  and  pathophysiology  of  the 
esophagus  and  its  sphincters.  Although  this  in- 
formation has  been  applied  to  a wide  variety  of 
clinical  problems,  it  has  been  essentially  confined 
to  major  teaching  and  research  institutions. 

The  purpose  of  this  study  is  to  demonstrate 
through  the  presentation  of  four  illustrative  cases 
the  value  of  esophageal  motility  studies  as  an  ad- 
junct to  the  more  classic  methods  of  evaluating 
esophageal  disorders. 

Method 

The  technic  of  recording  esophageal  motility 
utilizes  three  polyethylene  catheters,  each  with  an 
internal  diameter  of  1.5  mm.,  which  are  fastened 
together  and  sealed  at  the  tips.  A single  lateral 
opening  in  each  catheter  at  5-cm.  intervals  per- 
mits simultaneous  recording  of  pressure  changes 
developing  from  three  sites  within  the  esophagus 
and  its  sphincters.  The  catheters  are  water  filled 
and  transmit  pressures  to  three  Sanborn 
electromanometers,  the  changes  in  pressure  being 
recorded  on  a Sanborn  multichannel  direct-writ- 
ing recorder.  During  every  recording  the  vertical 
position  of  the  electromanometer  is  readjusted  to 
the  same  level  as  the  patient’s  esophagus.  This 
minimizes  any  hydrostatic  effect  and  permits  con- 
| sistency  in  serial  recording  technics.  Swallowing 
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is  signaled  by  simultaneous  recordings  of  laryngeal 
movement  by  means  of  an  especially  adapted 
Sanborn  pulse  wave  attachment  placed  on  the 
skin  adjacent  to  the  thyroid  cartilage.  A pneu- 
mographic belt  around  the  chest  indicates  respira- 
tory movements.  Patients  fast  for  a minimum  of 
six  hours  prior  to  examination.  The  catheters  are 
passed  through  the  mouth  into  the  stomach  with- 
out the  use  of  a local  anesthetic.  With  the  pa- 
tient supine,  the  catheters  are  withdrawn  centi- 
meter by  centimeter,  while  pressure  changes  are 
continuously  recorded  in  the  resting  state  and  also 
following  a “dry”  swallow. 

When  the  tip  of  the  catheter  lies  below  the  dia- 
phragm, inspiration  produces  a positive  pressure 
response,  which  reflects  increased  intraabdominal 
pressure.  When  the  tip  is  above  the  diaphragm, 
the  normal  decrease  in  pressure  in  the  thorax  on 
inspiration  produces  a negative  deflection.  This 
point  of  pressure  reversal  occurs  at  the  diaphragm 
and  is  a convenient  physiologic  landmark  which 
permits  localization  of  the  catheters  without  the 
use  of  x-ray  films  or  fluoroscopy. 

All  records  are  analyzed  in  a uniform  manner. 
The  zero  point  is  the  pressure  recorded  from  the 
stomach  5 cm.  distal  to  the  point  of  respiratory 
reversal  in  each  patient. 

Case  reports 

Case  1.  A fifty-two-year-old,  white  female  present- 
ed a three-month  history  of  frequent  episodes  of  severe 
retrosternal  chest  pain  which  radiated  bilaterally  to  the 
temperomandibular  joint  regions.  The  pain  was  de- 
scribed as  a pressure  sensation  brought  on  by  exercise 
on  some  occasions,  but  at  other  times  the  same  activity 
would  produce  no  pain.  This  pain  would  also  occur 
immediately  after  and  sometimes  during  a meal,  but 
this  too  was  inconsistent.  A thorough  evaluation  of  the 
patient  revealed  normal  electrocardiographic  and  Mas- 
ter two-step  test  findings,  negative  chest  roentgeno- 
gram results,  and  normal  results  of  esophagram  and 
upper  gastrointestinal  x-ray  series.  Interestingly,  ni- 
troglycerin was  effective  in  relieving  the  pain  but  did 
so  inconsistently.  An  esophageal  motility  study  dem- 
onstrated the  typical  pattern  of  diffuse  esophageal 
spasm  (Fig.  1).  However,  the  patient  did  not  experi- 
ence any  chest  pain  during  the  recording.  The  patient 
was  then  given  8 mg.  of  methacholine  (Mecholyl)  sub- 
cutaneously. An  electrocardiogram  was  obtained  and 
continuously  recorded  simultaneously  with  the  esopha- 
geal motility  study.  After  one  minute,  the  patient 
complained  of  severe  retrosternal  chest  pain  coincident 
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FIGURE  1 Case  1 Normal,  monophasic,  progres- 
sive. peristaltic  response  to  swallowing  replaced  by  ap- 
pearance of  forceful,  prolonged,  repetitive,  nonperistaltic 
waves,  characteristic  of  diffuse  esophageal  spasm. 
(Record  speed  of  all  figures,  2.5  mm.  per  second.) 


with  a marked  increase  in  esophageal  spasm  (Fig.  2). 
The  electrocardiogram  pattern  was  unchanged.  Atro- 
pine, Viso  gr.,  was  then  administered  intramuscularly, 
and  within  two  minutes  the  pain  subsided  with  the 
prompt  return  of  the  motility  pattern  to  the  premetha- 
choline  state. 

Comment.  In  this  patient  the  history  was  suggestive 
of  coronary  insufficiency  but  could  not  be  confirmed  by 
any  electrocardiographic  changes  even  under  stress. 
The  diagnosis  of  esophageal  spasm  was  considered  but 
could  not  be  shown  by  x-ray  examination  of  the  esoph- 
agus. However,  after  stimulation  by  methacoline  the 
simultaneous  appearance  of  marked  esophageal  spasm 
on  the  esophageal  motility  recording  with  chest  pain  in 
the  absence  of  any  electrocardiographic  changes  pro- 
vided good  objective  evidence  for  the  pathophysiology 
involved.  This  kind  of  response  to  methacholine  has 
been  previously  reported.1 

Case  2.  A thirty-nine-year-old,  white  male  had  an 
eighteen-month  history  of  slowly  progressive  dyspha- 
gia for  both  solids  and  liquids  with  a sticking  sensation 
in  the  throat.  An  esophagram  performed  at  the  onset  of 
his  illness  showed  spasm  of  the  distal  area  of  the 
esophagus.  He  was  treated  with  tranquilizers  with  no 
benefit.  He  subsequently  developed  frequent  emesis 
consisting  of  mucus  and  undigested  food  and  lost  25 
pounds  over  a period  of  four  months.  Another  esopha- 
gram revealed  a benign,  distal  esophageal  stricture. 
Esophagoscopy  was  performed,  but  the  instrument 
could  not  be  negotiated  into  the  stomach.  The  esoph- 
ageal mucosa  appeared  normal  down  to  the  “tight 
area.”  Bougienage  was  done  with  minimal  difficulty 
to  a number  36-catheter,  but  the  patient  experienced 
only  transient  relief  of  symptoms.  Antacids,  anticho- 
linergics, and  a bland  diet  were  of  no  value.  An  esoph- 
ageal motility  study  was  performed  and  revealed  a typ- 


FIGURE  2 Case  1 Response  to  methacholine.  Eight  mg  methacholine  injected  subcutaneously  five  minutes 
prior  to  recording  Base  pressure  in  esophagus  remains  unchanged,  but  there  is  marked  increase  in  forceful,  pro- 
longed. repetitive,  nonperistaltic  responses,  particularly  in  distal  area,  associated  with  chest  pain.  Atropine,  ’150  gr.. 
injected  intramuscularly  one  minute  prior  to  recording;  response  to  methacholine  markedly  reduced.  Motility  pat- 
tern of  diffuse  esophageal  spasm  in  premethacholine  state  apparent  and  associated  with  disappearance  of  chest 
pain. 
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FIGURE  3.  Case  2.  Pressures  recorded  from  three 
levels  in  body  of  esophagus  are  spontaneous,  not  ini- 
tiated by  swallow,  simultaneous,  repetitive,  and  nonpro- 
pulsive.  Pattern  suggestive  of  achalasia  but  may  be 
seen  in  tertiary  contractions,  scleroderma,  and  so  forth. 
Positive  methacholine  test  confirms  diagnosis  (Fig.  4). 
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FIGURE  4.  Case  2.  Positive  methacholine  test  in  pa- 
tient with  achalasia.  Methacholine,  8 mg.,  injected 
subcutaneously  one  minute  prior  to  recording.  Base 
pressure  rises  simultaneously  in  three  catheters;  fre- 
quency and  forcefulness  of  spontaneous  contractions 
increases  markedly. 


ical  pattern  of  achalasia  (Fig.  3).  The  patient  was  un- 
able to  relax  the  inferior  esophageal  sphincter  in  re- 
sponse to  swallowing  and  was  completely  devoid  of  any 
propulsive  motility  in  the  body  of  the  esophagus.  A 
positive  methacholine  test  result  provided  further  evi- 
dence for  the  diagnosis  (Fig.  4).  Subsequently  pneu- 
matic dilatation  of  the  distal  esophageal  area  was  ac- 
complished, and  the  patient  experienced  dramatic  re- 
lief of  his  symptoms. 

Comment.  This  patient  had  a clinical  picture  com- 
patible with  achalasia,  but  radiographic  studies  did  not 
suggest  this  diagnosis,  and  esophagoscopy  failed  to  pro- 
vide any  further  information.  This  diagnosis  was  read- 
ily established  by  the  esophageal  motility  recording 
and  further  substantiated  by  the  positive  methacholine 
test  result.2  The  patient  was  then  treated  successfully. 

Case  3.  A sixty-two-year-old  white  male  com- 
plained of  frequent  episodes  of  retrosternal  chest  pain, 
unrelated  to  exercise  or  rest  and  not  affected  by  eating 
or  by  any  change  in  position.  The  pain  often  occurred 
at  night,  awakening  him  from  sleep.  Nitroglycerin  and 
isosorbide  dinitrate  (Isordil)  were  not  effective,  nor 
were  antacids,  tranquilizers,  or  anticholinergics.  Mul- 
tiple electrocardiograms  and  several  Master  two-step 
tests  were  nonrevealing  of  coronary  insufficiency.  X- 
ray  examination  of  the  gallbladder  and  upper  gastroin- 
testinal tract  gave  negative  results.  An  esophageal 
motility  study  was  performed  under  some  duress,  but  a 
perfectly  normal  pattern  was  produced  with  no  evi- 


FIGURE  5.  Case  3.  (A)  Swallow  immediately  fol- 

lowed by  fall  in  sphincter  pressure  representing  sphinc- 
ter relaxation.  Followed  by  rise  in  pressure,  indicating 
contraction.  Note  peristaltic  wave  in  esophagus  ap- 
pearing just  after  relaxation  of  sphincter.  (B)  Mono- 
phasic  pressure  wave  sweeps  down  body  of  esophagus 
in  progressive  fashion.  Normal  peristaltic  wave  initiat- 
ed by  swallowing 


dence  of  esophageal  spasm  (Fig.  5).  During  the  study 
the  patient  spontaneously  developed  severe  anterior 
chest  pain,  and  the  study  was  promptly  terminated. 
However,  during  the  onset  of  the  chest  pain,  the  motil- 
ity pattern  in  the  esophagus  remained  normal.  There- 
fore a diagnosis  of  esophageal  spasm  was  untenable. 
Interestingly,  the  patient  sustained  an  acute  myo- 
cardial infarction  three  months  later. 

Comment.  This  patient  presented  an  atypical  histo- 
ry of  angina  with  no  objective  evidence  of  coronary 
insufficiency.  As  a result,  the  assumption  was  made 
that  the  patient  might  have  esophageal  spasm.  The 
esophageal  motility  study  failed  to  support  this  diagno- 
sis. Even  more  importantly,  the  motor  pattern  re- 
mained normal,  even  when  the  patient  became  symp- 
tomatic during  the  study.  Thus,  in  a negative  way, 
the  esophageal  motility  study  demonstrated  that  the 
patient’s  problem  resided  elsewhere. 

Case  4.  A thirty-four-year-old,  white  female  com- 
plained of  intermittent  retrosternal  chest  pain  for  two 
years.  Later  she  developed  epigastric  burning  pain, 
radiating  into  the  thorax,  which  was  relieved  by  swal- 
lowing fluids.  Some  dysphagia  was  noted  especially 
for  solid  foods.  X-ray  examination  of  the  esophagus 
showed  a definite  area  of  narrowing  at  the  cardioeso- 
phageal  junction,  consistent  with  stricture  and  associ- 
ated with  significant  delay  in  the  passage  of  barium 
into  the  stomach.  At  esophagoscopy,  a pale  granular 
mucosa  appeared  to  be  consistent  with  chronic  esopha- 
gitis, but  the  instrument  entered  the  stomach  easily. 

Because  of  the  apparent  peptic  esophagitis  the  pa- 
tient was  treated  with  an  ulcer  regimen  and  bougienage 
without  benefit.  A repeat  x-ray  examination  of  the 
esophagus  showed  it  to  have  a smooth,  tapered  distal 
end  with  definite  dilatation  of  the  proximal  esophagus 
and  absent  peristalsis;  the  diagnosis  of  achalasia  was 
then  apparent.  A transthoracic  Heller  cardiomvotomy 
was  done,  because  the  patient  refused  pneumatic  dila- 
tation. 

The  operation  was  not  helpful,  and  the  patient  com- 
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FIGURE  6.  Case  4 Sharp  rise  in  pressure  from  fun- 
dus to  sphincter  zone,  indicating  sphincter  not  success- 
fully ablated.  In  response  to  swallowing,  indicated  by 
arrows,  no  relaxation  of  sphincter;  positive  pressure  re- 
sponses in  esophagus  all  nonpropulsive  Pressures  re- 
corded 28,  33,  and  38  cm.  from  incisors,  respectively. 
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plained  of  progressive  dysphagia,  heartburn,  substernal 
chest  pain,  weight  loss,  and  was  quite  discouraged. 

X-ray  examination  of  the  esophagus  showed  marked 
narrowing  of  the  distal  end,  associated  with  consider- 
able delay  in  the  passage  of  barium  into  the  stomach. 
No  peristalsis  was  observed  in  the  dilated  proximal 
esophagus.  The  radiologic  interpretation  was  that  the 
patient  had  developed  severe  peptic  esophagitis  as  a 
postoperative  complication  of  the  Heller  cardiomyo- 
tomy. 

Esophageal  motility  studies  were  carried  out,  and 
these  showed  the  typical  pattern  of  achalasia,  but  more 
importantly,  showed  that  the  distal  sphincter  was  still 
intact  (Fig.  6).  A methacholine  test  finding  was  posi- 
tive. Accordingly,  a pneumatic  dilatation  was  carried 
out  with  dramatic  clinical  improvement.  A repeat 
esophageal  motility  study  showed  a significant  fall  in 
the  inferior  esophageal  sphincter  pressure  when  com- 
pared with  the  first  study,  but  some  degree  of  sphinc- 
ter activity  persisted  (Fig.  7). 

Comment.  This  case  shows  that  esophageal  motility 
studies  are  helpful  in  the  evaluation  of  persistent 
symptoms  after  a Heller  cardiomyotomy.  The  surgical 
therapy  aims  at  destroying  the  distal  esophageal 
sphincteric  mechanism  to  relieve  the  functional  ob- 
struction. If  the  sphincter  is  not  adequately  destroyed, 
dysphagia  may  persist.  On  the  other  hand,  the  ade- 
quate destruction  of  the  sphincter  may  permit  free  gas- 
troesophageal reflux  and  lead  to  .esophagitis  and  possi- 
ble stricture.  Therefore,  identical  symptoms  may  re- 
sult from  two  basically  different  pathophysiologic 
mechanisms  postoperatively.  In  this  case,  the  symp- 
toms and  roentgenogram  findings  suggested  acid  reflux 


FIGURE  7 Case  4.  Resting  pressure  in  sphincter 
zone  slightly  higher  than  in  stomach  but  less  than  in 
Figure  6.  Significant,  but  incomplete,  destruction  of 
sphincter  achieved.  Sphincter  does  not  relax  in  re- 
sponse to  swallowing.  Pressures  recorded  34.  39,  and 
44  cm.  from  incisors,  respectively. 


and  esophagitis  to  be  the  cause,  but  esophageal  motil- 
ity studies  clearly  demonstrated  that  the  Heller  cardi- 
omyotomy had  not  sufficiently  destroyed  the  inferior 
esophageal  sphincter.  The  patient  became  free  of 
symptoms  after  a pneumatic  dilatation  was  successful 
in  destroying  most  of  the  sphincter  action. 

Comment 

Clinically,  esophageal  motility  studies  are  most 
useful  in  the  evaluation  of  those  patients  in  whom 
motor  disorders  of  the  esophagus  are  suspect.  For 
practical  purposes  there  are  two  basic  motor  dis- 
orders of  the  esophagus,  namely,  achalasia  and 
diffuse  esophageal  spasm. 

Achalasia.  Esophageal  motility  studies  have 
established  several  facts  in  regard  to  achalasia. 
In  achalasia,  propulsive  motility  in  the  esopha- 
gus is  absent,  and  there  is  failure  of  the  lower 
esophageal  sphincter  to  relax  in  response  to  deglu- 
tition, although  its  resting  pressure  is  usually  nor- 
mal.3 Dysphagia  results,  because  propulsion  does 
not  occur  through  this  unrelaxed  sphincter  region. 
Pathologically,  degeneration  of  Auerbach's  plexus 
in  the  body  of  the  esophagus  results  in  a postgan- 
glionic denervation  of  the  organ.4  This  denervat- 
ed  muscle  responds  in  a hypersensitive  fashion  to 
a neurohumoral  agent  such  as  methacholine.2 
Following  the  subcutaneous  injection  of  5 to  10 
mg.  of  methacholine,  the  resting  pressure  in  the 
body  of  the  esophagus  rises  and  is  accompanied 
by  vigorous,  spontaneous,  simultaneous  contrac- 
tions not  seen  in  the  normal  esophagus. 

The  reason  for  performing  an  esophageal  motil- 
ity study  in  achalasia  is  mainly  to  confirm  the  di- 
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agnosis.  X-ray  examination  of  the  esophagus  is 
usually  sufficient,  but  in  patients  with  early  or 
minimal  disease  neither  dilatation  of  the  esopha- 
gus nor  narrowing  of  its  distal  segment  may  be  de- 
monstrable. Furthermore,  peptic  esophagitis 
with  stricture  formation  and  secondary  dilatation 
of  the  esophagus,  scleroderma,  and  carcinoma 
may  be  confusing  radiographically.  An  esopha- 
geal motility  study  in  such  situations  will  provide 
objective  evidence  for  the  correct  diagnosis. 

Diffuse  spasm.  Diffuse  spasm  is  characterized 
by  intermittent  dysphagia,  substernal  chest  pain, 
and  pyrosis  alone  or  in  combination.  Esophageal 
motility  studies  have  shown  that  the  resting  infe- 
rior esophageal  sphincter  pressure  is  higher  than 
normal,  but  in  response  to  swallowing,  relaxation 
takes  place  normally.  In  the  upper  one  third  of 
the  body  of  the  esophagus  after  swallowing  a nor- 
mal response  is  noted,  but  in  the  lower  two-thirds 
the  normal  peristaltic  wave  is  replaced  by  the  pre- 
mature onset  of  simultaneous,  repetitive,  often 
spontaneous,  forceful,  prolonged  contractions 
which  are  nonpropulsive  and  produce  a functional 
obstruction.5 

Esophageal  motility  studies  have  been  of  value 
in  evaluating  chest  pain  by  providing  a way  in 
which  the  presence  of  esophageal  motor  disease 
can  be  objectively  recorded.  Since  the  innerva- 
tion of  the  esophagus  and  heart  is  similar,  it  is  not 
surprising  that  the  location,  quality,  and  radiation 
of  pain  from  esophageal  disorders  are  similar  to 
those  of  the  pain  of  ischemic  heart  disease.6-8  In 
: some  cases,  the  esophageal  motility  record  may 
provide  the  only  means  of  establishing  the  pres- 
ence of  an  esophageal  disorder.9 

Unfortunately  there  are  motor  conditions  which 
will  simply  not  fit  into  the  mold  of  either  achalas- 
ia or  diffuse  esophageal  spasm.  For  example, 
there  is  dyschalasia,10  vigorous  achalasia,11  and  fi- 
nally patients  who  cannot  be  classified  at  all,  but 
may  represent  a forme  fruste  of  the  other  basic 
conditions.12  There  are  other  motor  disturbances 
of  the  esophagus  associated  with  a wide  variety  of 
more  generalized  neuromuscular  disorders,  such 
as  progressive  muscular  dystrophy,13  myotonia 
dystrophica,14  diabetes  with  neuropathy,15  neur- 
opathy associated  with  chronic  alcoholism,16  and 
dysautonomia  or  Riley-Day  syndrome.17 

From  the  foregoing  it  is  clear  that  the  function 
of  the  inferior  esophageal  sphincter  is  of  para- 
mount importance  in  motor  disorders  of  the 
esophagus.  Recently,  a number  of  articles  have 
appeared  attesting  to  the  effect  of  gastrin  on  this 
sphincter.18-20  Gastrin  seems  to  increase  the  tone 
of  the  resting  sphincter,  and  secretin  antagonizes 
this  action.  There  is  striking  relationship  be- 
tween the  change  in  pH  of  gastic  contents  and 
change  in  sphincter  resting  pressure.  Low  pH  of 
gastric  juice  is  associated  with  reduced  sphincter 
pressure,  presumably  because  gastrin  secretion  is 
diminished.  Conversely,  alkaline  gastric  contents 


are  associated  with  higher  sphincter  pressure,  sec- 
ondary to  increased  gastrin  secretion. 

Summary 

In  recent  years  rapid  advances  have  been  made 
in  the  technics  of  measuring  and  recording  esoph- 
ageal motility.  As  a result,  the  understanding  of 
normal  esophageal  motor  function  has  been  en- 
hanced significantly,  and  the  elucidation  of  pat- 
terns of  motor  abnormalities  along  with  their  clin- 
ical correlation  has  evolved. 

Four  cases  have  been  presented  that  illustrate 
the  value  of  this  technic  in  a purely  clinical  set- 
ting. 

The  records  produced  are  permanent,  may  be  re- 
viewed whenever  desired,  and  give  objective  data 
which  can  be  compared  with  later  studies  in  eval- 
uating the  results  of  therapy. 
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Actual  cartilage  and  bone  formation  in  mamma- 
ry cancers  in  human  beings  is  very  rare  in  marked 
contrast  with  its  occurrence  in  cats  and  dogs.1-3 
Because  of  the  extreme  rarity  of  these  lesions  in 
the  human  being,  controversy  exists  as  to  whether 
previously  reported  lesions  are  metaplastic  carci- 
nomas or  tumors  of  both  epithelial-  and  connec- 
tive-tissue origin.4-11  Additional  interest  provided 
by  the  human  lesions  is  the  fact  that  those  occur- 
ring in  animals  have  a more  benign  clinical 
course.12  It  was  also  hoped  that  this  detailed 
study  of  a relatively  large  group  of  cases  would  be 
helpful  in  better  outlining  the  biologic  behavior 
and  natural  history  of  these  rare  lesions.  Response 
to  treatment,  relationship  of  histologic  character- 
istics to  clinical  course,  and  end  results  were  stud- 
ied. 

Materials  and  methods 

All  patients  reported  in  this  study  were  females 
treated  at  the  Memorial  Sloan-Kettering  Cancer 
Center  from  1920  to  1969.  Group  1 patients,  24 
cases,  had  primary  cancers  of  the  breast  with  pre- 

*This  study  was  presented  in  part  at  the  International 
Academy  of  Pathology  meeting,  Montreal,  Canada,  March, 
1971. 

t Present  address:  Newton  Hospital,  Newton,  New  Jersey. 


TABLE  I.  Histologic  appearance  of  metaplastic  breast 
carcinoma.  Memorial  Hospital,  1949  to  1969 


Histologic  Finding 

Number  of 
Patients 

Duct  carcinoma  with 

Squamous  metaplasia 

17 

Chondroid  metaplasia 

6 

Osseous  metaplasia 

4 

Spindle-cell  metaplasia 
Medullary  carcinoma  with 
Spindle  and  squamous 

2 

metaplasia 

5 

Chondroid  metaplasia 

2 

Osseous  metaplasia 
Lobular  carcinoma  with 

1 

chondroid  metaplasia 
Colloid  carcinoma  with 
spindle  and  squamous 

1 

metaplasia 

Tubular  carcinoma  with 
spindle  and-  squamous 

1 

metaplasia 

1 

dominant  components  of  spindle-  and  squamous- 
cell metaplasia.  Group  2 patients,  16  cases,  had 
carcinoma  of  the  breast  with  predominant  compo- 
nents of  cartilaginous  and  osseous  metaplasia. 
The  ages  ranged  from  thirty-one  to  seventy-six 
years  in  Group  1 and  twenty-six  to  seventy-four 
years  in  Group  2.  The  average  ages  in  Groups  1 
and  2 were  48.9  and  52.3  years,  respectively,  with 
an  overall  average  age  of  50.3  years.  Patients 
with  the  most  common  type  of  infiltrating  duct 
carcinoma  have  been  found  to  have  a similar  aver- 
age age  of  50.7  years.13  Since  this  institution  an- 
nually treats  300  to  400  new  patients  with  cancer 
of  the  breast,  the  40  cases  in  this  study  during  a 
fifty-year  span  are  truly  rare.  Not  included  in  the 
series  were  those  patients  who  were  seen  as  con- 
sultation cases  only  and  were  not  treated  here. 
The  methods  of  treatment  were  local  excision  in 

1 instance,  simple  mastectomy  in  1,  extended  rad- 
ical mastectomy  in  2,  and  radical  mastectomy  in 
31  patients.  In  all  cases  the  primary  breast  le- 
sions were  studied  histologically. 

Results 

The  histologic  presentation  of  these  lesions  in- 
cluded examples  not  only  of  intraductal  and  infil- 
trating duct  carcinoma  with  squamous,  chondroid 
and  spindle-cell  metaplasia,  but  also  medullary 
carcinoma,  infiltrating  lobular  carcinoma,  muci- 
nous carcinoma,  and  tubular  carcinoma  (Table  I). 

The  average  size  of  the  lesion  in  Group  1 was 
4.2  cm.  with  a range  of  2.15  to  9 cm.  This  was 
smaller  than  the  average  size  of  5.5  cm.  in  Group 

2 patients,  in  whom  there  was  a range  of  0.7  to  30 
cm.  in  diameter  (Fig.  1).  Axillary  lymph-node  in- 
volvement of  regional  lymph  nodes  was  found  in 
13  of  24  patients  (54  per  cent)  in  Group  1.  Only  3 
of  the  16  patients  in  Group  2 (19  per  cent)  showed 
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axillary  lymph-node  involvement  (Table  II).  Au- 
topsy was  performed  on  13  patients;  this  examina- 
tion, together  with  premortem  clinical  data,  re- 
vealed that  the  most  common  sites  of  organ  in- 
volvement by  metastatic  tumor  in  Group  1 pa- 
tients were  the  lung  in  3 instances,  pleura  in  2, 
and  brain,  bone,  mandible,  stomach,  abdomen, 
colon,  and  pericardium  in  1 instance  each.  In 
Group  2 the  most  frequent  sites  of  organ  metasta- 
ses  were  the  pleura  and  the  brain  in  2 instances 
each,  with  lung,  bone,  peritoneum,  esophagus,  and 
liver  represented  by  1 instance  each.  Histologic 
examination  of  tumor  metastases  in  lymph  nodes 
and  in  other  organs  revealed  foci  of  duct  or  lobular 
type  of  carcinoma  without  evidence  of  metaplastic 
changes.  Five-year  follow-up  data  were  available 
for  33  patients  (Table  III). 


Forty  patients  with  metaplastic  breast  carcinoma 
were  diagnosed  and  treated  at  Memorial  Sloan-Ket- 
tering  Cancer  Center  from  1920  to  1969.  There  were 
24  cases  with  spindle  cell  and  squamous  metaplasia, 
Group  1,  and  16  with  osseous  and  cartilaginous 
metaplasia,  Group  2.  It  was  found  that  the  average 
age  of  50.3  years  is  approximately  the  same  as  that 
of  patients  with  infiltrating  duct  carcinoma.  A 
striking  difference  in  five-year  survival  rates  was 
noted : Group  1,  65  per  cent,  and  Group  2,  38  per 
cent.  In  addition,  54  per  cent  of  patients  in  Group  1 
had  axillary  lymph  node  metastases  at  the  time  of 
radical  mastectomy;  whereas,  only  19  per  cent  of 
Group  2 manifested  regional  node  involvement. 


FIGURE  1.  (A)  Huge  tumor  of  right  breast,  mimicking  cystosarcoma  phyllodes.  in  fifty-year-old  woman.  (B) 

Radical  mastectomy  specimen  of  same  patient  Histologic  diagnosis:  medullary  carcinoma  with  chondr'oid  meta- 

plasia Tumor  measured  22  by  14  by  12  cm 


Comment 

Early  writers,  attempting  to  explain  the  origin 
of  bone  and  cartilage  production  in  human  mam- 
mary neoplasms,  postulated  that  it  developed 
from  aberrant  skeletal  tissue  sequestered  from  the 
bony  thorax.15  Others  held  that  it  had  its  genesis 
in  misplaced  pluripotential  embryonic  cells.16 


TABLE  II.  Axillary  lymph-node  involvement  in  metaplastic 
breast  carcinoma,  Memorial  Hospital,  1949  to  1969 


- — Group  1 — - 

- — Group  2 — . 

Ordi- 

nary 

In- 

filtrat- 

ing 

Duct 

Num- 

Num- 

Carci- 

ber  of 

ber  of 

noma14 

Pa-  Per 

Pa-  Per 

(Per 

Finding  tients  Cent 

tients  Cent 

Cent) 

Positive  13  54  3 19  60 

Negative  11  46  13  81  40 


Most  widely  supported  is  the  view  formulated  by 
Stilling17  ascribing  this  type  of  tumor  growth  to 
metaplasia.  Now  widely  accepted,  this  histogene- 
tic  theory  suggests  that  osteoid  and  chondroid 
substances  in  extraskeletal  sites  are  the  end  result 
of  chemical  reactions  of  secretions  produced  by 
the  epithelial  element  of  the  tumor.18'20  This 
view  eliminates  having  to  account  for  the  presence 
of  a cartilaginous  or  osteoid  component  in  tumors 


TABLE  III.  Five-year  follow-up  available  on  33 
patients  with  metaplastic  breast  carcinoma, 
Memorial  Hospital,  1949  to  1969 


Number 
of  Y ears 

Group  1 
(20 

Patients) 

(Per 

Cent) 

Group  2 
(13 

Patients) 

(Per 

Cent) 

Total 

(33 

Patients) 

Ordinary 
Infiltrat- 
ing Duct 
Carci- 
noma14 

5 

65 

38 

55 

59 

10 

60 

7 

39 

47 

15 

30 

18 

38 
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FIGURE  2.  Infiltrating  duct  carcinoma  with  cartilagi- 
nous metaplasia.  There  is  no  fibrous  tissue  separating 
two  components.  Note  resemblance  of  lacunar  cells  to 
carcinoma  cells  (hematoxylin  and  eosin  stain). 


of  purely  epithelial  derivation.  The  metaplastic 
changes  may  involve  the  whole  or  part  of  the  le- 
sion and  may  be  of  uniform  type  or  show  an  ad- 
mixture of  cartilaginous,  osseous,  or  mucinous  ele- 
ments. Bone  and  cartilage  containing  tumors  of 
the  breast  not  only  occur  in  malignant  neoplasms 
but  have  been  recorded  in  benign  fibroadenomas 
as  well.  Similarly,  such  components  are  com- 
monly seen  in  examples  of  calcifying  epithelioma 
of  Malherbe  of  the  skin,  and  in  benign  mixed  tu- 
mors of  salivary-gland  and  skin-appendage  ori- 
gin.21-22 

Because  of  the  close  resemblance  of  these  sali- 
vary-gland lesions  to  examples  occurring  in  the 
human  mammary  gland,  Friihling,  Batzenschlag- 
er,  and  BlumH  preferred  to  use  the  term  malignant 
mixed  tumor  for  such  mammary  tumors.  Study 
of  the  cartilaginous  examples  by  special  stains  (al- 
cian  blue,  colloidal  iron,  and  aldehyde  fuchsin)  re- 
veal the  matrix  in  these  lesions  to  be  a sulfated 
acid  mucopolysaccharide,  compatible  with  chon- 
droitin  sulfate.23  Cartilage  production  was  seen 
immediately  adjacent  to  the  areas  of  frank,  his- 
tologically identifiable  carcinoma,  and  examina- 
tion revealed  that  the  lacunae  of  cartilage  matrix 
were  containing  cells  which  had  nuclei  indistin- 
guishable from  the  adjacent  carcinoma  cells  (Fig. 
2).  Bone  production  by  the  carcinoma  was  dem- 
•onstrated  by  a fully  developed  mature  bone  for- 
mation with  osteocytes  and  calcification  at  the 
edges  surrounded  by  a diffusely  infiltrating  duct 
carcinoma  without  transitional  zone  of  fibrous  tis- 
sue. In  addition,  bony  seams  showed  osteoclastic 
activity  (Fig.  3).  Both  the  osteoid  and  mature 
bone,  as  well  as  cartilage  formed  by  the  carcino- 
mas, always  appeared  to  be  histologically  benign. 
In  instances  where  the  lesion  appeared  to  be  spin- 
dle cell  and  fibrous  in  makeup,  a clear-cut  carci- 
noma component  was  difficult  to  demonstrate. 
Only  after  thorough  sectioning  of  the  not  infre- 


c 


FIGURE  3.  (A)  Intraductal  and  infiltrating  duct  carci- 

noma with  osseous  metaplasia  (B)  Metaplastic  os- 
teoid tissue  in  case  of  infiltrating  lobular  carcinoma 
Lobular  carcinoma  component  was  more  evident  in 
other  microscopic  fields.  (C)  Mature  bone  formation 
with  scanty  osteoclastic  activity.  Background  is  formed 
by  infiltrating  lobular  carcinoma  cells.  (Hematoxylin 
and  Eosin  Stain) 


quently  bulky  lesion  could  we  demonstrate  a 
clear-cut  carcinoma  component  (Fig.  4). 

In  a series  of  20  patients  with  mammary  carci- 
noma associated  with  squamous  metaplasia,  re- 
ported from  The  Presbyterian  Hospital  all  exam- 
ples were  of  the  medullary,  or  circumscribed 
type.24  With  the  average  age  of  fifty  years  and 
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FIGURE  4.  (A)  Metaplastic  breast  carcinoma  with 

spindly  epithelioid  type  of  cells.  Other  area  showed 
clear-cut  infiltrating  duct  carcinoma.  (B)  Metaplastic 
breast  carcinoma  with  purely  fibrous  area.  Other  mi- 
croscopic fields  showed  infiltrating  duct  carcinoma  (C) 
Axillary  lymph  node  metastases  demonstrating  a purely 
duct  carcinoma  Same  case  as  (B)  (Hematoxylin  and 
Eosin  Stain) 


average  duration  of  symptoms  six  months,  the 
number  of  cases  with  axillary  lymph-node  metas- 
tases in  that  series  revealed  no  distinctive  clinical 
features.  The  61  per  cent  ten-year  survival  in 
that  group  of  patients  demonstrated  a respectably 
good  prognosis  in  contrast  to  other  studies  empha- 
sizing a distinctly  poor  prognosis.25'32  A relatively 
good  prognosis  (five-year  survival  of  65  per  cent) 


was  found  in  our  study  of  patients  demonstrating 
squamous  or  fibrous  metaplasia  associated  with 
mammary  carcinoma. 

Conclusions 

Previously  it  was  believed  that  patients  with 
metaplastic  breast  carcinoma  were  elder- 
ly.11,15, 16,23, 33,34  This  study,  however,  establishes 
that  the  average  age  of  50.3  years  in  our  series  is 
approximately  the  same  as  the  average  age  of  pa- 
tients with  ordinary  infiltrating  duct  carcinoma  of 
the  breast.  The  overall  crude  five-year  survival 
rate  is  55  per  cent  which  is  approximately  equal  to 
the  survival  of  patients  with  ordinary  infiltrating 
breast  carcinoma.  When,  however,  one  compares 
the  five-year  survival  rates  of  65  per  cent  of  pa- 
tients in  Group  1,  those  having  spindle-  and  squa- 
mous-cell  metaplasia,  with  38  per  cent  of  patients 
comprising  Group  2,  those  with  carcinomas  asso- 
ciated with  osseous  and  cartilaginous  metaplasia, 
the  difference  is  striking,  but  the  exact  signifi- 
cance is  not  readily  evident.  It  must  be  remem- 
bered that  the  number  of  patients  in  each  group  is 
relatively  small,  and  thus  the  significance  of  such 
findings  is  limited.  It  seems  that  patients  in 
Group  2 primarily  exhibit  a more  blood-borne 
spread  of  cancer.  Patients  in  Group  1 have  a 
good  prognosis  in  spite  of  the  high  percentage  of 
axillary  lymph-node  involvement.  Because  of  the 
relatively  high  incidence  of  regional  lymph-node 
metastases  in  Group  1 patients,  radical  mastecto- 
my is  the  choice  of  treatment.  It  is  probably  in- 
dicated for  patients  comprising  Group  2 as  well. 
Although  this  group  of  patients  exhibits  few  ex- 
amples of  axillary  lymph-node  metastases,  when 
they  do  occur  they  display  a much  more  virulent 
form  of  dissemination  which  is  in  contradistinc- 
tion to  the  stromal  sarcomas  of  the  breast,  usually 
treated  and  controlled  by  simple  mastectomy 
alone.  Our  initial  impression  of  these  human 
breast  tumors  behaving  in  a more  benign  fashion, 
similar  to  animal  lesions,  has  not  been  substan- 
tiated. 

444  East  68th  Street 
New  York,  New  York  10021 
(DR.  HUVOS) 
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QUESTION  127.  The  patient  is  a sixty-year-old  woman  with  a history  of  hypertension  and  long-standing  renal 
disease.  She  has  a history  of  myocardial  infarction  two  years  previously.  What  is  the  interpretation  of  this  elec- 
trocardiogram obtained  on  admission  to  the  hospital? 
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QUESTION  128.  The  patient  is  a forty-two-year-old  woman  with  a history  of  many  years  of  anterior  chest  pain  of 
a somewhat  atypical  nature.  The  patient’s  pain  has  been  present  and  relatively  stable  for  a number  of  years,  and 
this  electrocardiographic  picture  is  a stable  one.  What  is  the  diagnosis? 
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ELUCIDATION 


Question  127.  The  rhythm  is  regular  sinus 
rhythm.  The  S wave  in  Vi  is  deep,  measuring  27 
mm.  There  is  a QS  in  V!  and  V2  and  a deep  Q 
wave  in  V3.  The  T wave  is  inverted  in  leads  I,  II, 
aVl,  and  V4  to  V6,  with  a prolonged  S-T  segment 
and  a total  Q-T  duration  of  0.46  second. 

The  high  voltage  in  Vi  is  suggestive  but  not  di- 
agnostic of  left  ventricular  hypertrophy.  The  QS 
patterns  in  Vi  and  V2  with  a deep  Q in  V:)  suggest 
anteroseptal  infarction  of  indeterminate  age.  The 


prolonged  Q-T  segment  with  the  rather  narrow  T 
wave  and  a flat  prolonged  S-T  segment  is  a find- 
ing often  associated  with  hypocalcemia.  The  pa- 
tient’s calcium  was  7.5  mg.  per  100  ml. 

Question  128.  The  rhythm  is  regular  sinus 
rhythm.  The  mean  electrical  axis  is  plus  90  de- 
grees. The  S-T  segment  is  depressed  in  leads  II, 
III,  aVf,  and  V4  to  V6.  These  are  nonspecific  ab- 
normalities. A large  group  of  relatively  young 
women  with  nonspecific  S-T  abnormalities  and 
atypical  pain  has  recently  been  studied  with  coro- 
nary angiograms.  These  patients,  particularly  if 
all  risk  factors  are  negative,  commonly  do  not 
have  significant  heart  disease.  These  electrocar- 
diographic findings  in  an  apprehensive,  anxious, 
relatively  young  woman  are  usually  not  indicative 
of  significant  heart  disease. 


1084 


New  York  State  Journal  of  Medicine  / May  1 , 1973 


A series  of  review  articles 
dealing  with  medical  progress 


Recent  Advances  in 
Medicine  and  Surgery 

ROBERT  TURELL.  MD.  Editor 


Hyperuricemia  in 
Leukemia  and  Lymphoma 

I.  Clinical  findings  and  pathophysiol- 
ogy 

CARL  POCHEDLY,  M.D. 

East  Meadow.  New  York 

Director,  Pediatric  Hematology,  Nassau  County  Medical  Cen- 
ter 

The  physician  caring  for  a patient  with  leuke- 
mia or  lymphoma  must  be  constantly  aware  of  the 
grave  dangers  of  hyperuricemia.  This  complica- 
tion may  strike  without  warning.  Although  it  is 
seldom  reported,  hyperuricemia  is  not  an  uncom- 
mon complication  of  therapy  of  leukemia  and 
lymphoma  even  today.  When  it  occurs  it  is  often 
catastrophic.  Hyperuricemia  and  uric-acid  ne- 
phropathy are  constant  threats  to  the  patient  with 
leukemia  in  relapse  or  the  patient  with  a dissemi- 
nated lymphoma  who  is  being  started  on  intensive 
chemotherapy  or  x-ray  therapy.  This  hazard  is 
not  eliminated  by  merely  giving  allopurinol. 

Rudolph  Virchow  observed  in  1851  that  marked 
hyperuricemia  and  uricosuria  may  occur  in  leuke- 
mia.1 But  at  that  time  hyperuricemia  was  not  a 
clinical  problem.  The  dangers  of  hyperuricemia 
were  greatly  increased  when  effective  x-ray  thera- 
py and  chemotherapy  came  into  common  use.2-4 
In  the  early  days  of  modern  leukemia  chemother- 
apy the  hazard  of  hyperuricemia  was  not  appre- 
ciated, and  its  proper  management  was  not  un- 
derstood. Thus,  uric-acid  nephropathy  soon  be- 
came a serious  and  not  uncommon  complication 
of  chemotherapy.  As  many  as  10  per  cent  of  pa- 
tients, when  started  on  intensive  chemotherapy, 
showed  this  iatrogenic  complication.5  The  hazard 
of  uric-acid  nephropathy  in  the  patient  with  leu- 
kemia or  lymphoma  who  is  started  on  chemother- 
apy still  exists  if  the  serum  uric-acid  level  is  not 
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FIGURE  1.  Clinical  course  of  child  with  acute  leuke- 
mia treated  with  adrenocortical  steroids  before  allopuri- 
nol was  available  18 


carefully  monitored  and  vigorous  antiuric-acid 
measures  instituted.  In  addition,  severe  hyperu- 
ricemia may  be  present  before  the  diagnosis  of 
leukemia  or  lymphoma  is  made,6-7  and  uric-acid 
nephropathy  may  develop  in  spite  of  a vigorous 
antiuric-acid  regimen.8  Thus,  the  physician  car- 
ing for  a patient  with  leukemia  or  a lymphoma 
must  be  constantly  alert  to  the  grave  dangers  of 
hyperuricemia. 

It  is  not  uncommon  to  find  a significant  eleva- 
tion of  the  serum  uric-acid  level  in  children  with 
leukemia  or  lymphoma  during  the  initial  phase  of 
their  disease  and  in  subsequent  relapses  (Fig.  1). 
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Massive  liberation  of  uric  acid,  as  a result  of  leu- 
kemia or  lymphoma  cell  destruction  can  cause 
precipitation  of  uric-acid  crystals  in  collecting  tu- 
bules of  the  kidneys  or  in  the  ureters,  resulting  in 
obstructuve  uropathy.9  Recognition  of  potential 
situations  which  may  lead  to  the  development  of 
hyperuricemia  is  essential  to  prevent  uric-acid  ne- 
phropathy and  acute  renal  failure. 

The  turnover  rate  of  endogenous  nucleic  acids  is 
a critical  factor  in  determining  the  rate  of  uric- 
acid  formation.  This  is  relatively  slow  in  the 
healthy  subject  but  is  greatly  accelerated  in  ma- 
lignant diseases,  especially  in  leukemia  and  lym- 
phomas.10 Any  form  of  therapy  which  results  in 
rapid  dissolution  of  leukemic  or  lymphomatous 
tissue  is  capable  of  producing  hyperuricemia.  As- 
sociated with  hyperuricemia  is  a marked  increase 
in  the  urinary  excretion  of  uric  acid,  which  may 
reach  levels  of  50  times  the  normal  daily  excre- 
tion. Azotemia  and  varying  degrees  of  oliguria 
often  develop  in  these  patients  due  to  renal  tubu- 
lar obstruction  by  uric-acid  crystals.  Prevention 
of  hyperuricemia  and  uric-acid  nephropathy  is  a 
prerequisite  for  effective  chemotherapy  of  x-ray 
therapy. 

Clinical  findings 

The  high  incidence  of  renal  uric-acid  calculi  in 
patients  with  untreated  leukemia  and  lymphoma 
was  an  early  indication  of  an  abnormality  of  uric- 
acid  metabolism  in  these  diseases.  In  a study 
done  before  chemotherapy  was  widely  used,  renal 
calculi  were  found  in  5.2  per  cent  of  282  hospital- 
ized patients  with  various  leukemias  and  lympho- 
mas. The  incidence  of  uric-acid  calculi  in  the 
general  hospital  population  was  only  0.07  per 
cent.  No  calculi  were  found  in  100  patients  with 
metastatic  malignant  conditions  of  other  types 
who  had  been  treated  with  x-ray  therapy.11  One 
third  of  the  patients  with  leukemia  who  had  uric- 
acid  calculi  had  had  no  treatment  other  than  an- 
tibiotics and  blood  transfusions.  Thus  even  with- 
out the  use  of  chemotherapeutic  drugs,  there  is 
hyperuricemia  and  increased  uric-acid  stone  for- 
mation in  leukemia  and  lymphomas. 

There  are  several  reports  of  patients  with  lym- 
phoma who  died  of  acute  renal  failure  due  to  uric- 
acid  nephropathy.11"13  Another  patient  with 
lymphosarcoma  whose  blood  urea  nitrogen 
reached  214  mg.  and  blood  uric  acid  45  mg.  per 
100  ml.  recovered  following  hemodialysis.14  Pa- 
tients with  leukemia  or  lymphoma  dying  of  uric- 
acid  nephropathy  are  not  often  reported  today, 
since  this  condition  is  generally  considered  to  be 
preventable. 

Signs  and  symptoms.  The  onset  of  symptoms 
suggestive  of  obstruction  of  urinary  flow  by  uric- 
acid  crystals  occurs  from  twenty-four  to  seventy- 
two  hours  after  initiation  of  therapy  for  leukemia 


FIGURE  2 Uric-acid  tophi  in  elbow  of  a three  and 
one-half-year-old  boy  with  acute  leukemia.16 


or  lymphoma.  Frequently,  the  symptoms  are 
those  of  advancing  renal  insufficiency,  such  as 
anorexia,  nausea,  vomiting,  and  lethargy.  In 
most  patients  increasing  oliguria  or  anuria  devel- 
ops. The  urine  may  be  very  cloudy  and  contain 
yellow  clumps.  In  some  patients  there  is  hematu- 
ria. The  first  symptom  may  be  renal  colic  due  to 
the  passage  of  uric-acid  calculi.  Cystoscopy  dur- 
ing the  period  of  maximal  involvement  reveals  the 
bladder  to  contain  a large  amount  of  uric-acid 
crystals,  sometimes  with  obvious  obstruction  of 
the  ureteral  orifices.  When  it  is  possible  to  do  a 
retrograde  pyelogram,  ureteral  obstruction,  hydro- 
nephrosis, or  radiolucent  calculi  within  the  renal 
pelvis  may  be  seen.15 

With  the  increased  concentration  of  uric  acid  in 
body  fluids,  acute  attacks  of  articular  distress 
may  occur.  Thus,  joint  manifestations  similar  to 
those  seen  in  gout  may  occur  in  children  with  hy- 
peruricemia due  to  leukemia  or  lymphoma  (Fig. 
2). 7,13,16  Crystallization  of  uric  acid  occurs  when 
its  solubility  in  the  urine  is  exceeded  because  of 
inadequate  volume  or  low  pH.  Patients  with  pre- 
viously-diseased kidneys  due  to  neoplastic  infiltra- 
tion or  chronic  infection,  appear  more  liable  to  de- 
velop renal  complications  during  chemotherapy.9 

The  tendency  to  hyperuricemia  in  some  pa- 
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tients  with  leukemia  or  disseminated  lymphoma 
may  be  severe  and  difficult  to  prevent.  Some  pa- 
tients with  acute  leukemia  or  lymphosarcoma  may 
develop  severe  hyperuricemia  and  renal  shutdown 
after  starting  chemotherapy  in  spite  of  prior  treat- 
ment with  hydration,  alkalinization,  and  allopuri- 
nol.8  Uric-acid  nephropathy  may  occur  in  a leu- 
kemic patient  even  before  leukemia  is  diagnosed 
and  before  therapy  is  started.717  Likewise,  fatal 
uremia  due  to  uric-acid  nephropathy  may  occur 
early  in  a lymphoma,  sometimes  before  therapy  is 
started.6-12 

Hyperuricemia  in  other  cancers.  Moderate 
elevations  of  serum  uric-acid  levels  may  be  seen 
after  starting  patients  with  neuroblastoma, 
Wilms’  tumor,  rhabdomyosarcoma,  or  other  tu- 
mors on  intensive  chemotherapy.18  But  no  case  of 
uric-acid  nephropathy  has  been  reported  in  pa- 
tients with  these  tumors.  Uric-acid  nephropathy 
has  occurred  only  in  patients  with  leukemia  or 
lymphoma.  Presumably  the  turnover  rate  of  nu- 
cleic acids  is  greatly  increased  in  all  malignant  tu- 
mors. It  is  not  known  why  only  patients  with  leu- 
kemia and  lymphoma  have  a tendency  to  marked 
hyperuricemia  and  uric-acid  nephropathy. 

Hyperuricemia  may  occur  in  any  patient  with  a 
disseminated  tumor.  In  some  patients,  the  course 
of  the  neoplastic  disease  is  modified  by  progressive 
deterioration  of  renal  function  and  uremia,  which 
may  be  augmented  by  hyperuricemia.19  In  pa- 
tients with  hyperuricemia  and  nonlymphomatous 
neoplastic  disease,  hyperuricemia  seems  to  occur 
more  often  with  disseminated  tumors  than  in  lo- 
calized tumors.  In  addition,  anaplastic  tumors 
are  associated  with  hyperuricemia  more  often 
than  tumors  that  are  well  differentiated.19  In  all 
malignant  tumors  there  appears  to  be  a direct 
correlation  between  the  amount  of  nucleic-acid 
turnover  occurring  because  of  the  large  number 
and  rapid  proliferation  of  tumor  cells  and  the  oc- 
currence of  hyperuricemia.19  But  patients  with 
disseminated  nonlymphomatous  tumors  do  not 
show  massive  hyperuricemia  and  uric-acid  ne- 
phropathy, as  are  sometimes  seen  in  leukemia  and 
lymphoma. 

The  development  of  renal  insufficiency  in  pa- 
tients with  malignant  conditions  may  cause  in- 
creases in  both  morbidity  and  mortality  rate. 
Furthermore,  decreased  renal  function  results  in 
impaired  excretion  of  some  cancer  chemothera- 
peutic agents  and  may  lead  to  severe  drug  toxici- 
ty. Thus,  prevention  or  prompt  therapy  for  uric- 
acid  nephropathy  is  an  essential  part  of  effective 
cancer  chemotherapy.20 

Pathophysiology 

Renal  insufficiency  associated  with  acute  hyper- 
uricemia occurs  as  a complication  of  leukemia  and 
lymphoma.  This  complication  is  precipitated  by 
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x-ray  therapy  and  chemotherapy,  which  accelerate 
degradation  of  nucleoproteins  and,  thereby,  in- 
crease production  of  uric  acid  (Fig.  3).  Thus,  se- 
vere hyperuricemia  originates  from  the  rapid 
breakdown  of  leukemia  and  lymphoma  cells,  espe- 
cially during  effective  chemotherapy  or  x-ray 
therapy.  When  a critical  level  of  uricosuria  is 
reached,  crystallization  of  uric  acid  occurs  in  the 
renal  tubules  and  obstructive  uropathy  follows. 

Normal  metabolism  and  excretion  of  uric 
acid.  Uric  acid  is  the  end  product  of  nucleopro- 
tein  metabolism.  Its  major  source  is  catabolism 
of  cells,  and  its  major  pathway  of  excretion  is 
through  the  kidneys.  Serum  uric  acid  is  freely  fil- 
tered across  the  glomerulus  into  the  renal  tubule; 
at  all  levels  of  serum  uric  acid  there  is  active  ex- 
cretion into  the  lumen  of  the  distal  tubule.  At 
normal  rates  of  production  and  excretion,  the 
serum  uric-acid  level  remains  below  6 mg.  per  100 
ml.  Hyperuricemia  may  occur  as  a result  of  in- 
creased production  of  uric  acid  and/or  decreased 
renal  excretion  of  uric  acid.21 

Uric  acid  has  a dissociation  constant  of  5.4; 
therefore  over  50  per  cent  of  urinary  uric  acid  is 
in  the  nonionized,  less  soluble  form  at  a urinarv 
pH  of  less  than  5.4.  At  physiologic  blood  pH, 
7.35,  over  99  per  cent  is  in  the  form  of  ionized  uric 
acid.  Ionized  uric  acid  is  not  only  more  soluble 
than  nonionized  uric  acid,  but  also  tends  to  re- 
main in  supersaturated  solution  when  solubility  is 
exceeded.  In  the  renal  collecting  ducts  where 
urine  has  achieved  maximal  acidity  and  where 
maximal  urinary  concentration  is  attained,  condi- 
tions are  most  favorable  for  the  crystallization  of 
nonionized  uric  acid  (Fig.  4).  In  studies  done  in 
rabbits,  infusions  of  very  large  doses  of  uric  acid 
were  given,  and  later  microdissection  of  the  neph- 
rons was  performed.  These  studies  show  that  the 
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initial  and  major  site  of  uric-acid  crystallization 
with  resultant  obstruction  occurs  in  the  first  part 
of  the  collecting  tubule.22 

Why  does  uric-acid  crystallization  normally  not 
occur  in  the  renal  tubules?  The  physiologic  com- 
position of  serum  and  most  fluids  of  the  body  pro- 
tects against  uric-acid  crystallization.  At  normal 
blood  pH,  uric  acid  is  dissociated,  so  that  the 
ratio  of  salt  to  acid  is  99:1,  and  total  solubility  of 
salt  plus  acid  approximates  150  mg.  per  100  ml. 
On  the  other  hand,  at  a urinary  pH  of  5 the  salt- 
to-acid  ratio  is  1:5  with  a total  solubility  of  only  8 
mg.  per  100  ml.  The  solubility  of  uric  acid  may  be 
increased  by  a factor  of  15  to  approximately  120 
mg.  per  100  ml.  by  increasing  urinary  pH  to  6. 9. 21 
Normally,  uric  acid  is  freely  filtered  by  the 
glomerulus.  Most  of  it  is  reabsorbed  by  the  prox- 
imal convoluted  tubule,  and  an  additional  fraction 
is  added  to  the  urine  by  active  tubular  excretion. 
This  homeostatic  mechanism  normally  prevents 
the  dangerous  precipitation  of  uric  acid  in  an 
acidic  and  concentrated  urine.8  However,  the 
physiologic  composition  of  urine  in  the  distal  tu- 
bule and  collecting  duct  in  hyperuricemia  may 
allow  uric-acid  crystallization  to  occur. 

Uric-acid  metabolism  and  excretion  in  leuke- 
mia and  lymphoma.  Increased  production  of 
uric  acid  occurs  during  the  proliferation  and  de- 
struction of  lymphomatous  and  leukemic  cells, 
and  hyperuricemia  and  increased  renal  excretion 
are  commonly  found  (Fig.  3).  Usually,  a new 
steady  state  is  attained  at  a moderately  elevated 
level  of  serum  uric  acid  associated  with  an  in- 
creased renal  excretion.  However,  the  additional 
uric-acid  burden  resulting  from  sudden  lysis  of 
cells  during  cytolytic  therapy  may  precipitate 
acute  oliguric  renal  failure  in  these  patients.21 


Since  uric  acid  is  the  end  product  of  nucleopro- 
tein  degradation,  large  quantities  may  be  pro- 
duced in  leukemia  and  in  disseminated  lympho- 
mas. Hyperuricemia  is  also  related  to  the  degree 
of  elevation  of  the  leukocyte  count  and  the  degree 
of  enlargement  of  the  spleen,  liver,  and  lymph 
nodes.23  All  of  these  various  factors  are  known  to 
affect  uric-acid  excretion  and  the  serum  uric-acid 
level.  It  is  not  uncommon  to  find  significant  ele- 
vation of  the  uric-acid  level  in  patients  with  leu- 
kemia during  the  initial  phase  of  their  disease  and 
in  subsequent  relapses.  But  the  amount  of  uric 
acid  excreted  in  the  urine  is  not  the  same  in  all 
morphologic  types  of  leukemia.  Uric-acid  excre- 
tion is  highest  in  acute  lymphoblastic  leukemia;  it 
is  increased  to  a lesser  extent  in  acute  myeloblas- 
tic  and  chronic  granulocytic  leukemia.  Uric-acid 
excretion  is  usually  normal  in  chronic  lymphocytic 
leukemia,23  but  occasionally  it  may  be  markedly 
elevated.24 

Response  to  chemotherapy  in  both  leukemia 
and  lymphoma  is  not  necessarily  related  to  the  ex- 
tent of  hyperuricemia  present  before  or  during 
chemotherapy.  Patients  with  acute  lymphoblas- 
tic leukemia  usually  show  increased  urinary  excre- 
tion of  uric  acid  after  starting  chemotherapy. 
But  observations  in  individual  patients  suggest 
that  increased  uric-acid  excretion  is  not  essential 
to  attainment  of  a complete  remission  of  the  leu- 
kemia, nor  does  its  presence  assure  that  remission 
will  ensue.25  Before  treatment  urinary  uric-acid 
excretion  is  significantly  higher  in  patients  with 
lymphoma  than  in  normal  subjects,  although  only 
a few  patients  have  markedly  elevated  blood  uric- 
acid  levels.  There  is  no  correlation  between  the 
estimated  size  of  the  tumor  masses  and  pretreat- 
ment uric-acid  excretion.  The  response  to  treat- 
ment cannot  be  predicted  by  measurement  of  the 
pretreatment  uric-acid  excretion.9  The  finding  of 
a large  increase  in  uric-acid  excretion  during  the 
early  days  of  treatment  of  a patient  with  lympho- 
ma suggests  that  the  tumor  is  responding  to  ther- 
apy. Small  increases  of  uric-acid  excretion  in  as- 
sociation with  treatment  cannot  be  correlated 
with  objective  response  to  therapy.9  The  finding 
of  increased  excretion  of  uric  acid  in  the  urine  also 
serves  as  warning  of  potential  uric-acid  nephropa- 
thy before  major  increases  in  serum  uric-acid  ap- 
pear. 

What  is  the  cause  of  hyperuricemia  in  the  pa- 
tient with  leukemia  or  lymphoma?  It  is  usually 
assumed  that,  during  effective  therapy  of  leuke- 
mia or  lymphoma,  lysis  of  large  numbers  of  leuko- 
cytes and  degradation  of  their  nucleoproteins  to 
the  end  product,  uric  acid,  are  the  means  by 
which  hyperuricemia  and  uricosuria  are  produced. 
Although  this  mechanism  is  the  principal  one, 
there  is  reason  to  believe  that  there  are  other 
complex  metabolic  derangements  which  also  con- 
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tribute  to  producing  hyperuricemia.  The  normal 
mechanism  of  nucleic-acid  synthesis  includes  en- 
dogenous de  novo  uric-acid  synthesis,  which  part- 
ly parallels  that  of  nucleic-acid  synthesis.  Al- 
though the  bulk  of  uric  acid  comes  from  the 
breakdown  of  nucleoprotein,  there  is  also  in- 
creased de  novo  synthesis  of  uric  acid  in  patients 
with  leukemia  and  lymphoma  (Fig.  4). 26 

Thus,  there  is  a general  increase  in  uric-acid 
metabolism  in  leukemia  which  parallels  and  is 
part  of  a similar  increase  in  nucleic-acid  metabo- 
lism. This  increase  is  roughly  proportional  to  ac- 
tivity of  the  disease  and  is  not  necessarily  corre- 
lated with  the  number  of  circulating  leukocytes. 
Leukemia  in  remission  shows  normal  serum  and 
urinary  uric-acid  levels.26  The  disturbance  of 
uric-acid  metabolism  in  leukemia  and  lymphoma 
is  caused  by  increased  formation  or  destruction  of 
white  blood  cells;  as  a result  there  is  increased 
metabolism  of  nucleic  acids  in  the  blood-forming 
structures  of  the  body,  which  in  turn  causes  an  in- 
creased output  of  the  products  of  nucleoprotein 
metabolism.  The  eventual  result  is  an  increased 
formation  of  uric  acid. 

Causes  of  uric  acid  nephropathy 

How  does  hyperuricemia  injure  the  kidneys? 
The  injurious  effects  on  the  kidney  due  to  hyper- 
uricemia could  be  related  primarily  to  the  high 
plasma  urate  levels,  a direct  nephrotoxic  effect,  or 
to  the  increased  urinary  uric-acid  concentration, 
resulting  in  urinary  intraluminal  crystallization. 
The  latter  mechanism,  intraluminal  crystalliza- 
tion, seems  to  be  the  primary  cause  of  renal  inju- 
ry. 

The  primary  pathogenic  role  of  increased  uri- 
nary concentration  of  uric  acid  has  been  support- 
ed by  the  demonstration  of  intraluminal  uric-acid 
crystallization  in  patients  with  acute  hyperurice- 
mia. Intraluminal  crystallization  of  uric  acid 
^suggests  the  importance  of  mechanical  obstruc- 
tion.20 Uric-acid  nephropathy  is  the  direct  result 
of  an  enlarged  total  body  pool  of  uric  acid,  which 
leads  to  a marked  increase  in  uric-acid  excretion. 
If  the  urinary  concentration  of  uric  acid  exceeds 
■ its  solubility,  diffuse  intratubular  crystallization 
of  uric  acid  occurs,  leading  to  intrarenal  obstruc- 
tion and  anuria. 

Intraluminal  crystallization  of  uric  acid  in  the 
urine  is  the  cause  of  uric-acid  nephropathy.  In 
patients  with  leukemia  or  lymphoma,  renal  insuf- 
ficiency associated  with  excessive  serum  and  uri- 
nary uric-acid  levels  results  from  intraluminal 
crystallization  of  uric  acid  and  mechanical  ob- 
struction of  urinary  flow.20  Careful  renal-function 
studies  on  leukemic  patients  with  uric-acid  ne- 
phropathy have  proved  the  validity  of  this  con- 
cept. Serial  evaluation  of  renal  function  during 
aric-acid  nephropathy  revealed  that  the  clearance 


FIGURE  5 Histologic  section  of  kidney  of  patient  with 
leukemia  who  died  with  uric-acid  nephropathy  Col- 
lecting tubules  blocked  with  precipitated  uric  acid.0 


of  inulin  and  the  clearance  of  paraaminohippuric 
acid  rapidly  improved  and  reached  normal  values 
within  eleven  days  following  the  onset  of  treat- 
ment. This  rapid  reversibility  is  consistent  with 
mechanical  obstruction  and  is  not  compatible 
with  renal  parenchymal  damage  of  sufficient  se- 
verity to  markedly  depress  the  glomerular-filtra- 
tion rate.5  In  addition,  postmortem  studies  have 
actually  demonstrated  uric-acid  precipitates  with- 
in the  renal  tubules  with  associated  internal 
hydronephrosis  (Fig.  5).  While  the  glomeruli  and 
tubules  are  intact,  large  quantities  of  intraluminal 
uric-acid  crystals  are  found  in  the  renal  tubules, 
associated  with  internal  hydronephrosis.5 

Thus,  with  excessive  endogenous  production  of 
uric  acid  this  material  crystallizes  in  the  distal  tu- 
bules and  the  first  part  of  the  collecting  ducts. 
This  results  in  tubular  obstruction  with  associ- 
ated increased  intraluminal  back  pressure  trans- 
mitted proximally  to  the  glomeruli.  A decrease  in 
net  filtration  pressure  follows  and,  therefore,  re- 
duction in  glomerular  filtration.  As  obstruction 
persists  and  progresses,  tubular  ischemia  occurs 
with  resultant  diminution  in  tubular  function.5 
Furthermore,  the  presence  of  normal  inulin- 
clearance  rates  in  normouricemic  patients  with 
acute  leukemia  in  relapse  suggests  that  leukemia 
in  itself  does  not  significantly  alter  the  glomerular 
filtration  rate.20  The  magnitude  and  duration  of 
hyperuricemia,  degree  of  hydration,  and  urinary 
pH  are  all  factors  which  influence  the  extent  of 
uric-acid  crystallization  and  subsequent  nephron 
obstruction.20 

Experimental  evidence  has  shown  that  large 
uric-acid  infusions  in  animals  result  in  oliguria, 
associated  with  obstructing  casts  of  uric-acid  crys- 
tals in  the  collecting  and  distal  convoluted  tu- 
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Distal  Tubule 


FIGURE  6 Sagital  section  of  kidney  of  patient  dying 
with  uric-acid  nephropathy  Extensive  deposition  of 
soft  grainy  golden  material,  uric  acid,  in  calyces  and 
pelvis.  On  microscopic  section  deposits  also  noted  in 
renal  collecting  tubules.24 

bules,  showing  evidence  of  intrarenal  hydrone- 
phrosis.22-27 Uric-acid  infusions,  producing  a 
moderate  rise  in  plasma  uric-acid  concentration, 
have  been  shown  to  increase  the  papillary  tissue 
urate  level  in  the  absence  of  nephron  obstruction. 
The  accumulation  of  uric  acid  in  the  papillae  in 
these  cases  was  proportional  to  the  plasma  lev- 
els.28 The  normally  high  sodium  content  of  the 
papillae  is  probably  an  additional  factor  which 
contributes  to  the  local  deposition  of  uric  acid. 
According  to  the  law  of  solubility  of  univalent 
ions,  the  solubility  of  urate  salts  in  a solution  con- 
taining mixed  sodium  salts  will  be  inversely  pro- 
portional to  the  concentration  of  sodium.  Thus, 
in  the  medulla  of  the  kidney,  where  the  sodium 
concentration  is  high,  the  solubility  of  urate  salts 
is  proportionally  lowered.  Likewise,  in  hyperuri- 
cemia the  kidneys  have  increased  uric-acid  depos- 
its in  the  lower  portion  of  the  pyramids  (Fig.  6). 8 

The  oncolytic  response  to  chemotherapy  or 
x-ray  therapy  in  patients  with  leukemia  or  lym- 
phoma sets  the  stage  for  crystallization  of  uric 
acid  within  the  renal  tubules.  The  kidneys  must 


FIGURE  7 Schema  of  nephron  showing  sites  of  uric 
acid  precipitation  and  obstruction  in  distal  convoluted 
tubule  and  collecting  duct.  (Drawing  by  Nicholas  Lev- 
ycky.) 


excrete  an  increased  amount  of  acid,  including 
uric  acid,  produced  by  increased  cellular  destruc- 
tion. In  addition,  fluid  intake  may  be  decreased 
because  of  anorexia  and  systemic  toxicity.  The 
kidneys,  therefore,  excrete  a concentrated  acid 
urine.  The  distal  nephron  is  the  site  of  acidifica- 
tion and  concentration.  It  is  here  in  the  distal  tu- 
bule and  collecting  duct  that  uric-acid  crystalliza- 
tion occurs  when  low  pH  and  concentration  of  so- 
lute exceeds  critical  levels  (Fig.  7).  Crystalliza- 
tion of  urates  within  the  distal  nephron  obstructs  , 
urine  flow  and  increases  hydrostatic  pressure 
above  the  obstruction  sufficiently  to  block  glomer- 
ular filtration.29  Variability  in  the  initial  percent- 
age of  nephrons  involved  and  the  degree  of  ob- 
struction within  each  nephron  is  apparent  in  the 
varying  degree  of  renal  impairment  occurring  in 
these  patients.  Continued  uric-acid  crystalliza- 
tion decreases  the  capacity  and  number  of  neph- 
rons available  to  clear  urates,  and  if  the  process  is 
not  arrested  an  acute  hyperuricemic  renal  failure 
develops.21 

Pretreatment  serum  and  urinary  uric  acid  is  fre- 
quently elevated  in  patients  with  leukemia  or 
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lymphoma.  The  rapid  dissolution  of  tumor  tissue 
and  release  of  uric  acid  precursors  caused  by  effec- 
tive antitumor  therapy  imposes  a further  load  on 
the  renal  capacity  for  uric-acid  excretion.  If  suffi- 
cient uric  acid  crystallizes  in  the  renal  tubules 
renal  insufficiency  may  occur.5  In  addition,  some 
patients  may  have  unsuspected  infiltration  of  the 
kidneys  with  neoplastic  cells,  which  may  contrib- 
ute to  impaired  renal  function  and  hyperuricemia. 

Summary.  In  cases  of  severe  hyperuricemia, 
uric-acid  nephropathy  occurs  due  to  crystalliza- 
tion of  uric  acid  in  the  renal  tubules.  Rapid  lysis 
of  leukemia  or  lymphoma  cells  by  effective  chemo- 
therapy or  x-ray  therapy,  together  with  a state  of 
acidosis  and  dehydration  due  to  poor  fluid  intake 
and  vomiting,  are  the  most  important  mecha- 
nisms. Rapid  destruction  of  leukemia  or  lympho- 
ma cells  causes  accelerated  degradation  of  nucleo- 
proteins,  resulting  in  increased  production  of  uric 
acid.  Uric  acid  is  poorly  soluble  and  when  pro- 
duced in  excess  can  readily  crystallize  in  the  kid- 
neys. Urates  crystallize  in  the  renal  parenchyma 
and  distal  tubules  due  to  the  excretion  of  concen- 
trated urine  of  low  pH.  Other  factors  which  facil- 
itate intrarenal  uric-acid  crystallization  include 
increased  sodium  content  of  the  renal  papillae  and 
lactic  acidosis.  Intraluminal  crystallization  of 
uric  acid  eventually  causes  obstruction  of  neph- 
rons (Fig.  7).  As  the  process  continues,  the  num- 
ber of  functioning  nephrons  available  for  filtration 
decreases,  and  a variable  degree  of  renal  impair- 
ment ensues.18  Thus,  hyperuricemia  and  uric- 
acid  nephropathy  may  lead  to  acute  renal  failure. 

Which  patients  with  leukemia  or  lymphoma  are 
at  the  greatest  risk  from  hyperuricemia?  While  it 
is  difficult  to  predict  which  patients  may  develop 
extensive  uric-acid  crystallization  within  the  uri- 
nary tract  during  a course  of  chemotherapy  or 
x-ray  therapy,  a number  of  factors  seem  to  predis- 
pose the  patient  to  the  development  of  this  com- 
plication. These  predisposing  factors  include: 
the  presence  of  an  acid  urine,  since  uric  acid  is 
considerably  less  soluble  at  pH  5 than  at  pH  7; 
low  fluid  intake;  rapid  response  to  chemotherapy 
or  x-ray  therapy  in  the  form  of  a rapid  fall  in  total 
white  blood-cell  count  in  patients  with  leukemia, 
or  rapid  shrinkage  of  liver,  spleen,  and  lymph 
nodes  in  lymphoma,  thus  liberating  large  amounts 
of  nucleoproteins  for  the  formation  of  uric  acid; 
significantly  increased  serum  uric  acid  and  uri- 
nary excretion  of  uric  acid  prior  to  therapy;  preex- 
isting renal  disease,  leukemic  infiltration  of  the 
kidneys,  or  partial  ureteral  obstruction  by  en- 
larged lymph  nodes,  which  renders  the  kidneys 
less  able  to  handle  the  greatly  enlarged  uric-acid 
load29;  and  clinical  signs  of  secondary  gout.15  In 
many  cases,  however,  it  is  not  possible  to  predict 
accurately  which  patients  will  develop  severe  hy- 
peruricemia. For  this  reason,  each  case  must  be 


treated  with  a vigorous  antiuric-acid  regimen  if 
patients  are  to  be  given  maximum  protection. 

Conclusions 

Hyperuricemia  is  not  an  uncommon  complica- 
tion of  therapy  for  leukemia  and  lymphoma  even 
today.  Thus,  the  physician  caring  for  a patient 
with  leukemia  or  lymphoma  must  be  constantly 
aware  of  the  grave  dangers  of  hyperuricemia. 

Severe  hyperuricemia  is  mainly  iatrogenic;  it 
originates  from  the  rapid  breakdown  of  leukemia 
and  lymphoma  cells,  especially  during  effective 
anticancer  therapy.  Increased  urinary  excretion 
of  uric  acid  is  caused  by  effective  chemotherapy  or 
x-ray  therapy. 

When  a critical  level  of  uricosuria  is  reached, 
crystallization  of  uric  acid  occurs  in  the  renal  tu- 
bules, and  obstructive  uropathy  follows.  Acidic 
urine  and  dehydration,  together  with  a marked  in- 
crease in  nucleoprotein  catabolism,  are  important 
factors  in  causing  uric-acid  crystallization  in  the 
renal  tubules. 

Clinical  manifestations  include  lethargy,  nausea 
and  vomiting,  cloudy  urine,  hematuria,  renal 
colic,  and  joint  pains. 

The  complication  of  hyperuricemia  in  leukemia 
and  lymphoma  is  treacherous.  In  many  cases  it  is 
not  possible  do  predict  accurately  which  patients 
will  develop  severe  hyperuricemia. 

2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
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The  combination  of  yellow  nails,  lymphedema, 
and  pleural  effusions  constitutes  a rare  clinical 
syndrome.  The  association  of  these  factors 
suggests  that  lymphatic  insufficiency  is  the  com- 
mon underlying  defect. 

The  term  “yellow  nail”  syndrome  was  first  used 
by  Samman  and  White1  in  a report  of  13  patients, 
10  of  whom  had  lymphedema  in  association  with 
the  nail  defects.  Hurwitz  and  Pinals2  were  the 
first  to  observe  the  presence  of  pleural  effusions  in 
2 patients  with  chronic  hereditary  lymphedema. 
The  association  of  all  three  clinical  findings — 
pleural  effusions,  lymphedema,  and  yellow  nails — 
was  initially  described  bv  Emerson  in  1966.  * The 
complete  syndrome  occurs  less  frequently  than 
partial  variants.  We  report  an  additional  patient 
with  all  three  manifestations  of  this  entity. 

Case  report 

A forty-eight-year-old  white  woman  of  Irish  de- 
scent was  first  seen  in  March,  1963,  with  persis- 
tent bilateral  pleural  effusions,  swelling  of  both 
legs,  and  nail  dystrophy  of  the  hands  and  feet. 
The  patient  first  noted  thickening  and  discolora- 
tion of  the  nails  at  age  twenty-three.  Swelling  of 
the  right  leg  developed  at  age  thirty  during  her 
only  pregnancy,  and  subsequently  she  has  had 
persistent  swelling  of  both  legs.  She  had  a history 
of  chronic  cough  and  recurrent  respiratory  infec- 
tions that  began  at  age  thirty-seven.  Chest 
roentgenograms  at  the  time  of  admission  showed 


FIGURE  1 Lymphedema  of  legs.  Right  affected 
more  severely  than  left 


bilateral  pleural  effusions.  The  pleural  fluid  was 
a straw-colored  exudate  in  which  the  predominant 
cells  were  lymphocytes.  The  total  protein  was  4.7 
Gm.  per  100  ml.  The  specimen  obtained  by  pleu- 
ral biopsy  contained  areas  of  dense  fibrotic  tis- 
sue. The  first-strength  tuberculin  skin  test  re- 
sult was  strongly  positive,  and  the  patient  was 
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FIGURE  2 Fingernails  of  patient  with  typical  features 
of  the  "yellow  nail"  syndrome 


placed  on  isoniazid  and  streptomycin  for  eight 
months.  There  was  no  clinical  response. 

In  October,  1963,  a specimen  obtained  by  open- 
lung  biopsy  revealed  chronic  inflammatory 
changes  in  the  lung  tissues  with  areas  of  atelec- 
tasis, focal  collections  of  lymphocytes,  and  pleural 
fibrosis.  A pulmonary  arteriogram  showed  no  evi- 
dence of  vascular  occulsion.  The  swelling  of  the 
legs  was  thought  to  be  due  to  venous  insufficiency, 
and  the  patient  was  treated  for  twelve  months 
with  anticoagulants  for  possible  multiple  pulmo- 
nary emboli,  without  any  significant  change  in  her 
condition. 

In  April,  1966,  the  patient  was  hospitalized  be- 
cause of  an  intractable  cough,  productive  of 
mucopurulent  sputum,  and  persistent  bilateral 
pleural  effusions.  She  complained  of  frequent 
frontal  headaches.  No  lymphadenopathy  or  ve- 
nous congestion  of  the  neck  was  observed.  The 
thyroid  gland  was  not  palpable.  Both  breasts 
were  of  equal  size  and  symmetrical.  Dullness, 
loss  of  tactile  fremitus,  and  decreased  breath 
sounds  were  present  at  both  bases,  and  coarse, 
crepitant  rales  were  heard  at  the  left  base.  The 
liver  and  spleen  were  not  enlarged,  and  no  ascites 
was  observed.  Pelvic  examination  results  were 
normal.  Both  legs  were  brawny  and  swollen;  the 
right  was  more  affected  than  the  left.  The  edema 
was  nonpitting  (Fig.  1).  The  nails  of  the  fingers 
and  toes  were  yellow,  raised,  and  thickened  (Fig. 
2).  There  was  generalized  thickening  of  the  skin 
with  enlarged  pores,  resulting  in  a “pigskin”  ap- 
pearance. This  thickening  was  most  evident  in 
the  face  where  there  were  prominent  folds  around 
the  eyes  (Fig.  3). 

Chest  roentgenograms  revealed  large,  bilateral, 
pleural  effusions;  calcified  glands  in  the  left 
hilum;  and  areas  of  linear  fibrosis  in  the  left  upper 
lobe.  The  mediastinal  shadow  was  not  widened, 
the  cardiothoracic  ratio  was  1:3,  and  the  vascular 
markings  were  normal  (Fig.  4).  The  electrocar- 


FIGURE  3.  Thickening  of  skin  of  face 


FIGURE  4 Representative  chest  roentgenogram 
showing  bilateral  pleural  effusions 


diogram  showed  right  deviation  of  the  mean  QRS 
axis. 

Hemoglobin  was  13  Gm.  per  100  ml.,  white  cell 
count  7,950,  with  a normal  differential.  Urinaly- 
sis was  within  normal  limits,  the  C-reactive  pro- 
tein result  was  negative,  the  erythrocyte  sedimen- 
tation rate  13  mm.  in  the  first  hour  (Westergren), 
total  protein  of  6.8  Gm.  per  100  ml.,  and  globulin 
2.3  Gm.  per  ml.  Serum  protein  electrophoresis, 
immunoelectrophoresis,  and  serum  complement 
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TABLE  I.  Symptom  complexes  of  cases  reported  in 
literature  up  to  1971 


Symptom 

Number 

Yellow  nails,  lymphedema, 

and  pleural  effusion 

6 

Yellow  nails  and  lymphedema 

16 

Lymphedema  and  pleural 

effusion 

5 

Yellow  nails 

7 

Total 

34 

levels  were  normal.  Lupus  cell  preparations  and 
latex  fixation  test  results  were  negative.  Repeat- 
ed nail  scraping  examinations  and  cultures  were 
free  of  fungi.  Histoplasmin  and  coccidioidin  skin 
test  findings  were  negative.  The  first-strength 
tuberculin  test  remained  positive.  At  bronchos- 
copy the  mucosa  were  congested  and  covered  with 
a purulent  exudate.  Bronchography  demon- 
strated bilateral  basilar  cylindrical  dilatation. 
Roentgenograms  showed  opacification  of  the 
maxillary  antra  and  sphenoidal  sinuses.  Pleural 
fluid  had  a total  protein  of  4 Gm.  per  100  ml.,  a glu- 
cose of  90  mg.  per  100  ml.,  and  a lactic  dehydro- 
genase concentration  of  140  units.  Lymphocytes 
were  the  predominant  cells  in  the  fluid.  Bacterial 
and  fungal  cultures  and  cell-block  study  results 
were  negative. 


TABLE  II.  Number  and  percentage  of  patients  with  yellow 
nail  syndrome  displaying  each  symptom 


Symptom 

Number  Per  Cent 

Yellow  nails 

29 

85 

Lymphedema 

27 

80 

Pleural  effusion 

11 

32 

Bronchopulmonary  infections 

6 

18 

Pulmonary  function  studies  demonstrated  a 
predominantly  restrictive  defect  with  an  obstruc- 
tive component.  The  vital  capacity  and  total 
lung  capacity  were  decreased.  The  forced  expira- 
tory volume  measured  during  the  first  second  was 
less  than  predicted,  the  maximum  voluntary  ven- 
tilation was  reduced,  and  the  residual  volume  was 
increased. 

A course  of  steroids  combined  with  isoniazid 
produced  no  significant  change.  There  has  been 
no  progression  of  the  respiratory  disability.  The 
patient  receives  symptomatic  therapy  for  cough 
and  expectoration  and  is  treated  with  antibiotics 
for  acute  exacerbations  of  bronchitis.  The  chest 
roentgenogram  findings  remain  unchanged.  Elas- 
tic support  stockings  and  intermittent  diuretic 
therapy  control  the  leg  swelling. 

Comment 

Pleural  effusions,  lymphedema,  and  yellow  nails 


BRONCHO- 

YELLOW  LYMPH-  PLEURAL  PULMONARY 

REFERENCE  SEX  AGE  NAILS  EDEMA  EFFUSIONS  INFECTIONS  COMMENT 


EMERSON  (3) 

F 

31 

M 

47 

F 

62 

HURWITZ  & 

M 

44 

PINALS  (2) 

(SIEGELMAN)  (8) 

F 

39 

ZERFAS  (5) 

F 

50 

WELLS  (4) 

M 

62 

LORBER  & 

M 

12 

ILLINGWORTH 
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M 

40 

F . 

43 

F 

35 

F 

17 

F 

35 

SAMMAN 

M 

65 

& WHITE  (1) 

M 

59 

M 

67 

F 

64 

F 

53 

M 

63 
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47 

F 

25 

F 

70 

F 

72 
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53 

M 

52 

M 

41 

BOWERS  (7) 

F 

25 

Marks  (10) 

M 

53 

F 

39 

F 

68 

M 

51 

F 

38 

F 

61 

DWEK  & 

F 

48 

GREENBERG 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 
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+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 
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+ 
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+ 

+ 
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UNEQUAL  BREASTS  LOBECTOMY 
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ASTHMA 
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FIGURE  5 Clinical  data  of  34  cases  reported  in  literature 
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are  the  cardinal  features  of  a specific  syndrome 
which  may  also  include  sinusitis  and  bronchiec- 
tasis. Tables  I and  II  and  Figure  5 summarize  the 
clinical  data  and  initial  features  on  the  reported 
cases  to  date.  In  the  present  patient,  diseases 
such  as  disseminated  tuberculosis,  mycotic  infec- 
tions, Meigs’  syndrome,  multiple  pulmonary 
emboli,  polyserositis,  fibrosing  mediastinitis,  and 
connective-tissue  disorders  were  considered  but 
could  not  be  substantiated. 

The  initial  evaluation  of  the  patient  was  direct- 
ed primarily  toward  the  investigation  of  the  per- 
sistent, bilateral  pleural  effusions.  Multiple  tho- 
racenteses were  performed;  the  pleural  fluid  ob- 
tained was  a straw-colored  exudate  in  which  the 
predominant  cells  were  lymphocytes.  After  each 
procedure  the  fluid  rapidly  reaccumulated  to  its 
original  level.  Several  pleural  biopsies  were  ob- 
tained during  the  course  of  the  various  hospital 
admissions.  Changes  consistent  with  chronic 
pleural  effusion,  such  as  areas  of  fibrosis  and 
chronic  inflammatory  cells,  were  observed  in  the 
pleural  specimens.  The  lung  biopsy  also  was 
noted  to  contain  nonspecific  changes  with  no  evi- 
dence of  vascular  disease  or  lymphangiectasia. 

The  legs  of  this  patient  were  thickened,  indu- 
rated, and  hyperkeratotic.  The  swelling  was 
asymmetrical  and  more  pronounced  in  the  depen- 
dent areas.  Although  lymphangiograms  were  not 
obtained,  the  swelling  was  consistent  with  a 
noninflammatory  lymphedema. 

The  nails  of  all  the  fingers  and  toes  were  equally 
involved  and  showed  changes  that  were  typical  of 
the  original  description  by  Samman  and  White1: 
yellowish  discoloration,  smoothness  with 
transverse  ridging,  curving  from  side  to  side,  de- 
fective cuticles,  onycholysis,  and  a characteristic 
hump.  Potassium  hydroxide  preparations  and 
cultures  were  negative  for  dermatophytes.  Sam- 
man and  White1  postulated  the  nail  changes  were 
due  to  slow  growth  secondary  to  lymphatic  defect. 

Sinusitis  and  bronchiectasis  have  been  de- 
scribed in  association  with  this  syndrome.4-6  Our 
patient  had  bronchoscopic  evidence  of  chronic 
bronchitis  and  radiographic  evidence  of  sinusitis 
and  bronchiectasis.  She  had  clinical  manifesta- 
tions of  cough  and  recurrent  respiratory  infec- 
tions. Bowers'  reviewed  3 cases  (1  was  his  own) 
of  “yellow  nails  and  lymphedema  and  bronchiec- 
tasis”; 2 had  pleural  effusions,  and  2 underwent  a 
lobectomy.7  Although  pleural  effusions  may  re- 
sult from  lymphatic  insufficiency,  the  relationship 
to  bronchopulmonary  infection  is  uncertain. 
Lymphatic  insufficiency  may  predispose  the  area 
to  infection.  It  is  possible  that  the  presence  of  in- 
fection in  lung  tissue  which  has  impaired  lym- 
phatic drainage  may  lead  to  the  formation  of 
pleural  effusions. 

In  this  patient,  the  nail  changes  preceded  the 
bronchopulmonary  manifestations  by  fourteen 
years.  It  is  possible  that  local  factors,  as  yet 


unidentified,  are  required  for  the  clinical  manifes- 
tations of  this  defect.  Other  features  have  also 
been  reported  in  association  with  this  syndrome. 
Siegelman,  Heckman,  and  Hasson8  observed  im- 
munologic defects  in  2 siblings.  Sharvill8  de- 
scribed a patient  with  active  rheumatoid  arthritis, 
and  Marks  and  Ellis10  reported  a case  with  unex- 
plained hypoalbuminemia.  Our  patient  demon- 
strated no  protein  abnormalities  nor  evidence  of 
an  altered  immunologic  state. 

The  triad  of  lymphedema,  pleural  effusions,  and 
yellow  nails  appears  to  be  a relatively  benign  con- 
dition. The  disease  is  controlled,  in  most  pa- 
tients, by  symptomatic  measures  and  treatment  of 
specific  infections.  Pleurectomy  may  be  indicated 
for  large,  uncontrollable  pleural  effusions.3  Ste- 
roids, antituberculous  therapy,  and  anticoagu- 
lants were  shown  to  have  no  effect  in  the  patient 
presented. 

Summary 

Yellow  discoloration  and  thickening  of  the  nails 
was  first  noted  in  a female  patient  at  age  twenty- 
three.  Seven  years  later,  lymphedema  of  the  legs 
developed  and  became  permanent.  The  patient 
subsequently  experienced  frequent  respiratory  in- 
fections and  had  a chronic  cough.  The  patient 
was  found  to  have  persistent,  but  predominantly 
asymptomatic,  bilateral  pleural  effusions.  Re- 
peated examinations  of  the  fluid  and  pleural 
biopsies  characterized  the  effusions  as  being  of  a 
nonspecific  nature. 

The  recently  described  triad  of  yellow  nails, 
lymphedema,  and  pleural  effusions,  which  this  pa- 
tient typifies,  appears  to  be  due  to  an  underlying 
defect  in  the  lymphatic  system. 

Addendum 

A further  complication  has  developed  since  the 
submission  of  this  report.  In  June,  1972,  persis- 
tent diarrhea  and  massive  ascites  developed  for 
which  no  cause  was  found.  The  ascitic  fluid  had 
characteristics  similar  to  the  pleural  fluid.  It  was 
straw  colored  and  had  a protein  content  of  3.5  to 
4.5  Gm.  per  100  ml.  and  1,400  cells  per  milliliter, 
predominantly  lymphocytes. 

Because  of  an  increased  incidence  of  cancer  re- 
ported in  this  syndrome7,11  an  exploratory  laporo- 
tomy  was  performed  in  August,  1972,  and  no  spe- 
cific pathologic  disorder  was  revealed.  The  as- 
cites has  since  recurred  and  persisted,  although 
the  diarrhea  has  subsided. 

It  is  postulated  that  the  ascites  represents  an- 
other manifestation,  not  previously  reported,  of 
this  syndrome. 

Booth  Memorial  Medical  Center 
Main  Street  at  Booth  Memorial  Avenue 
Flushing,  New  York  11355 
(DR.  DYVEK) 
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The  development  of  hepatoma  in  patients  with 
hemochromatosis  is  not  unusual.  Similarly,  the 
development  of  erythrocytosis  in  patients  with 
hepatoma  is  not  too  uncommon.  This  is  a report 
of  a patient  who  had  all  three  diseases — hemo- 
chromatosis, hepatoma,  and  erythrocytosis.  This 
rare  occurrence  provided  an  opportunity  to  study 
the  erythropoietin  mechanism.  The  erythrocy- 
tosis was  associated  with  increased  ESF  (serum 
erythropoietin)  levels,  and  while  we  could  not 
demonstrate  that  the  tumor  produced  excess 
erythropoietin,  such  a possibility  must  be  consid- 
ered. 

Case  report 

A fifty-seven-year-old  white  male  machinist  was 
hospitalized  on  December  21,  1968,  with  a chief 
complaint  of  abdominal  pain  and  swelling  of  two 
to  three  weeks’  duration.  Pertinent  physical  find- 
ings included  the  presence  of  a dark  brown  pig- 
mentation on  the  arms  and  hands  and  an  enlarged 
liver  felt  10  cm.  below  the  right  costal  margin  and 
extending  to  the  left  of  the  midline.  The  spleen 
was  not  palpable.  The  abdomen  was  distended, 
and  a fluid  wave  and  shifting  dullness  were  dem- 
onstrated. The  testes  were  small  bilaterally. 
The  family  history  was  negative  for  hemochro- 
matosis. There  was  no  history  of  prolonged  oral 
iron  ingestion,  anemia,  or  blood  transfusions. 
Past  history  revealed  that  the  patient  had  been 

"Present  address:  Department  of  Hematology,  Veterans 

Administration  Hospital,  Albany,  New  York  12208. 


diagnosed  as  having  diabetes  mellitus  in  1963,  and 
he  had  taken  30  units  of  NPH  insulin  since  that 
time,  with  good  control.  In  March,  1967,  the  pa- 
tient had  been  hospitalized  for  peripheral  vascular 
insufficiency.  At  that  time,  hematocrit  was  45, 
serum  iron  was  240  micrograms  per  100  ml.,  and 
the  liver  was  enlarged  3 cm.  below  the  right  costal 
margin. 

Laboratory  studies  on  admission  in  December, 
1968,  revealed  a hematocrit  of  60,  hemoglobin  20.2 
Gm.  per  100  ml.,  and  a white  blood  cell  count  of 
8,220  with  a normal  differential.  Platelets  were 
772,000  by  the  indirect  method  (normal  is  400,000 
to  800,000).  Total  bilirubin  was  0.9  mg.  per  100 
ml.  Serum  glutamic  oxaloacetic  transaminase 
was  111  milliunits  per  milliliter.  Alkaline  phos- 
phatase was  90  units  (normal  is  less  than  85  milli- 
international  units  per  milliliter).  Sulfobrom- 
ophthalein  retention  at  the  end  of  forty-five  min- 
utes was  19  per  cent.  A two-hour  postprandial 
sugar  on  30  units  of  NPH  insulin  was  252  mg.  per 
100  ml.  Arterial  blood  gases  revealed  a pH  of  7.4, 
carbon  dioxide  tension  of  46  mm.  Hg,  oxygen  ten- 
sion of  72.5  mm.  Hg,  and  an  oxygen  saturation  of 
95  per  cent.  This  was  repeated  on  a different  occa- 
sion with  similar  results.  The  serum  iron  was  145 
micrograms  per  100  ml.  with  a total  iron-binding 
capacity  of  165  micrograms  per  100  ml.  This  was 
also  repeated  with  the  same  results.  A bone-mar- 
row examination  revealed  normal  hematopoiesis; 
however,  there  was  a marked  increase  in  marrow 
iron.  This  was  distributed  predominantly  in  the 
small-particle  size  distribution  that  is  character- 
istic of  idiopathic  hemochromatosis.  Intravenous 
pyelogram,  blood  urea  nitrogen,  and  creatinine 
findings  were  normal.  Uric  acid  was  4.9  mg.  per 
100  ml.  Urinalysis  showed  a trace  of  glucose,  nega- 
tive protein,  and  1 to  3 white  blood  cells  per  high- 
power  field.  Endocrine  work-up  revealed  normal 
functioning  of  the  adrenal,  thyroid,  and  pituitary 
glands.  An  abdominal  paracentesis  yielded  meso- 
thelial  cells  and  cells  with  class  3 cytology. 
Blood-volume  determinations  using  iodine- 125 
radioiodinated  serum  albumin  (Squibb  Albumo- 
topes)  were  as  follows:  total  blood  volume,  5,560 
cc.  (101  cc.  per  kilogram),  plasma  volume,  1,918 
cc.  (34.9  cc.  per  kilogram),  and  a calculated  red 
blood  cell  mass  of  3,642  cc.  (66.2  cc.  per  kilo- 
gram). 

On  the  eighteenth  hospital  day,  after  several 
phlebotomies,  the  patient  underwent  an  explora- 
tory laparotomy  at  which  time  a liver  biopsy  was 
performed.  The  biopsy  revealed  massive  deposi- 
tion of  intrahepatic  iron  both  in  the  hepatocytes 
and  Kupffer  cells,  consistent  with  the  diagnosis  of 
hemochromatosis.  No  evidence  of  tumor  masses 
within  the  markedly  enlarged  liver  was  found  at 
laparotomy.  Six  days  postoperatively  the  patient 
had  an  episode  of  hematemesis,  and  he  died  the 
following  morning  from  massive  bleeding. 

The  postmortem  examination  revealed  marked 
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TABLE  I.  Assay  for  erythropoietin 


TABLE  II.  Assay  of  tumor  for  renal  erythropoietic  factor 


Material 

Per  Cent  Fe59 
Utilization 
(Mean  ± 1 S.D.) 

Number 

of 

Assays 

Performed 

Patient  serum 

3.70  ± 1 .48* 

5 

Normal  serum 

1 .94  ± 0.46* 

5 

Hypotonic 

extract  of 

tumor 

0.92  ± 0.58 

6 

Saline 

(controls) 

1 .02  ± 0.76 

6 

*p  < 0.05. 


deposition  of  iron  in  the  liver,  pancreas,  adrenal, 
and  pituitary  glands.  The  liver  was  massively  en- 
larged and  grossly  cirrhotic.  On  the  underside  of 
the  superior  aspect  of  the  right  lobe  of  the  liver 
was  found  an  8 by  10-cm.  mass,  which  had  not 
been  visible  at  the  previous  laparotomy.  Histo- 
logic examination  of  this  mass  revealed  it  to  be  a 
primary  hepatoma,  anaplastic  type.  Esophageal 
varices  were  noted.  The  stomach,  trachea,  and 
bronchi  were  filled  with  blood. 

Erythropoietin  assays  were  performed  on  serum 
taken  preoperatively  at  the  time  of  the  initial 
phlebotomy  and  on  extracts  of  the  hepatoma  found 
at  autopsy.*  The  results  of  the  assays  of  the  hypo- 
tonic extract  of  the  tumor  and  the  patient’s  serum 
are  shown  in  Table  I.  While  no  ESF  activity  was 
present  in  the  tumor  extract,  significant  activity 
was  repeatedly  demonstrable  in  the  patient’s 
serum  when  compared  with  normal  serum  con- 
trols. Incubation  with  appropriate  amounts  of 
neutralizing  antiserum  demonstrated  a loss  of 
erythropoietin  activity  in  both  patient  and  control 
serum,  suggesting  that  the  stimulating  activity 
seen  was  indeed  erythropoietin.  Results  of  the  at- 
tempts to  demonstrate  an  enzyme-like  substance 
in  the  hepatoma  REF  (renal  erythropoietic  factor) 
capable  of  generating  ESF  are  shown  in  Table  II. 
While  significant  ESF  activity  was  generated  in 
the  control  groups  run  simultaneously,  thereby  at- 
testing to  the  biologic  capacity  of  the  substrate, 
no  such  activity  was  seen  in  the  extract  of  the 
hepatoma. 

Comment 

In  1955,  Finch  and  Finch1  reported  that  approxi- 
mately 14  per  cent  of  patients  with  hemochroma- 
tosis develop  primary  carcinoma  of  the  liver. 
Other  investigators  reported  that  approximately 
10  per  cent  of  patients  with  hepatoma  develop  ab- 
solute erythrocytosis.2’3  In  the  literature  there 
have  been  5 previous  cases  reported  of  patients 
with  the  triad  of  hemochromatosis,  hepatoma, 
and  erythrocytosis.3-7  Erythropoietin  measure- 

*Performed  by  Dr.  Adamson  at  the  National  Institutes  of 
Health  using  the  standard  bioassay  employing  exhypoxic 
polycythemic  mice  and  the  percentage  of  iron-59  utilization  as 
the  index  of  erythropoietic  activity. 


Material 

Per  Cent  Fe59 
Utilization 
(Mean  ± 1 S.D.) 

Number 

of 

Assays 

Performed 

Tumor  REF 
and  saline 

0.94  ± 0.62 

5 

Tumor  REF 
and  rat  serum 
substrate 

1.08  ± 0.44 

4 

Saline  and  rat 
serum  sub- 
strate 

2.12  ± 0.70 

5 

Rat  REF  and 
saline 

2.89  ± 1.22* 

4 

Rat  REF  and 
rat  serum  sub- 
strate 

7.00  ±2.57* 

4 

*p  < 0.05. 

ment  was  done  on 

only  1 of  the  5 cases,  on  the 

tumor  only,  and  was  not  elevated.5 

Our  patient  had  true  erythrocytosis. 

The  red 

blood  cell  mass  was 

markedly  elevated. 

Systemic 

anoxia  as  a cause  of  this  man’s  erythrocytosis  was 
excluded  by  the  normal  arterial  oxygen  saturation 
on  two  separate  determinations  done  several  days 
apart.  A careful  history  failed  to  reveal  any  expo- 
sure to  chemicals  that  have  been  associated  with 
erythrocytosis.  The  normal  white  blood  cell 
count  and  the  indirect  platelet  count,  and  the  lack 
of  splenomegaly  make  the  diagnosis  of  polycythe- 
mia very  unlikely. 

The  cause  of  erythrocytosis  in  patients  with 
hepatoma  has  not  been  resolved.  In  some  cases  of 
erythrocytosis  associated  with  tumors,  the  tumor 
has  been  found  to  produce  an  erythropoietic  sub- 
stance. This  has  been  definitely  demonstrated  in 
cases  of  cerebellar  hemangioblastoma,  renal  cell 
carcinoma,  and  other  tumors.  However,  attempts 
to  extract  erythropoietin  from  hepatomas  have 
met  with  varied  success.  Of  18  carefully  studied 
patients  in  the  literature,  only  8 had  elevated 
erythropoietin  in  the  serum,  and  in  only  2 of  these 
8 could  erythropoietic  substance  be  extracted  from 
the  tumor. 

In  the  normal  individual,  it  is  postulated  that 
“erythropoietin”  (erythropoietic  activity)  is  pro- 
duced by  the  stimulus  of  hypoxia  acting  on  the 
kidney  causing  it  to  produce  REF.  The  REF  acts 
on  an  alpha-2  globulin  in  the  serum  (substrate 
factor)  to  produce  “erythropoietin”  which  acts  on 
the  marrow  causing  red  blood  cell  production. 
While  erythropoietin  was  demonstrated  in  the 
serum  of  our  patient,  no  hormone  activity  could 
be  extracted  from  the  hepatoma  itself,  nor  was 
there  detectable  REF-like  activity  similar  to  that 
described  from  renal  tissue.  Alternatively,  it  is 
conceivable  that  in  cases  such  as  ours,  the  tumor 
produces  an  enzyme  similar,  but  not  identical,  to 
REF  which,  on  exposure  to  a serum  substrate  fac- 
tor, produces  erythropoietin.  Our  inability  to 
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demonstrate  this  in  our  patient  may  be  due  to  the 
inadequacies  of  current  extraction  procedures  and 
the  fact  that  frozen  postmortem  tissues  were  used. 

In  a recent  case  report  of  a polycythemic  pa- 
tient with  hepatoma,  the  tumor  was  found  to  have 
high  substrate  activity  while  adjacent  normal  liver 
tissue  did  not.8  The  authors  postulated  that  per- 
haps this  high  substrate  activity  did  contribute  to 
the  polycythemia.  Unfortunately,  in  our  patient 
there  were  inadequate  amounts  of  tumor  extract 
or  serum  available  to  test  their  activity  as  sub- 
strate. 

Summary 

A patient  with  a clinical  picture  of  hemochro- 
matosis and  deteriorating  liver  functions  was 
found  to  be  polycythemic.  This  was  the  clue  to 
the  presence  of  a hepatoma.  Erythropoietin  ac- 
tivity was  elevated  in  the  patient’s  serum  but 
could  not  be  extracted  from  the  tumor  itself. 
While  we  could  not  demonstrate  that  the  tumor 


produced  excess  erythropoietin,  such  a possibility 
must  be  considered. 
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The  concurrence  of  thyroiditis  and  Turner’s  syn- 
drome was  first  described  in  1961  by  Engel  and 
Forbes.1  Since  then,  several  additional  reports 
have  detailed  clinical  and  cytogenetic  studies  in 
patients  with  Turner’s  syndrome  and  thyroid  dis- 
eases, particularly  Hashimoto’s  thyroiditis.  The 
possible  mechanisms  of  the  relationship  of  the  two 
diseases  have  been  postulated  and  discussed.2-6 
The  most  frequently  reported  thyroid  disease  as- 
sociated with  Turner’s  syndrome  is  Hashimoto’s 
thyroiditis.  Other  thyroid  diseases  have  been  re- 
ported.2-4,7-9 Explanations  of  the  relationship  of 
these  two  distinct  diseases  employing  theories  of 
autoimmune  mechanism  and  chromosomal  aber- 
ration have  been  attempted. 

Although  there  have  been  several  reports  of 
Hashimoto’s  thyroiditis  associated  with  Turner’s 
syndrome,  only  one  case  of  associated  hyperthy- 
roidism has  been  reported.4  In  this  study  a pa- 
tient with  typical  Turner’s  syndrome  complicated 
by  severe  hyperthyroidism  is  described.  The 
spectrum  of  thyroid  diseases  occurring  in  Turner’s 
syndrome  is  reviewed  and  the  possible  pathogene- 
sis discussed. 

Case  report 

A twenty-year-old  white  female  was  admitted 
on  December  17,  1969,  with  the  chief  complaint  of 
ankle  edema  and  productive  cough  of  six  weeks’ 
duration.  The  present  illness  began  three  months 
prior  to  admission  with  ankle  edema,  which  ini- 

* Present  address:  Section  of  Hematology,  Veterans  Ad- 

ministration Center,  4100  West  Third  Street,  Dayton,  Ohio 
45428. 

t Present  address:  Section  of  Nuclear  Medicine,  Harrisburg 
Hospital,  Harrisburg,  Pennsylvania. 


FIGURE  1 Patient  with  typical  stigmata  of  Turner's 
syndrome  Note  short  stature  with  classical  somatic 
anomalies. 


tially  subsided  with  rest.  The  patient  then  no- 
ticed a slight  continuous  fever  and  chronic  fatigue. 
Approximately  six  weeks  prior  to  admission,  she 
experienced  chills  and  fever  accompanied  by  nau- 
sea and  vomiting.  A cough  productive  of  small 
amounts  of  white  sputum  developed.  The  ankle 
edema  increased  and  persisted.  Recently,  she 
had  frequent  loose  bowel  movements  one  to  three 
times  a day.  She  consulted  her  family  physician, 
who  referred  her  to  the  hospital. 

The  patient,  who  is  the  oldest  of  five  siblings, 
was  hospitalized  shortly  after  birth  for  failure  to 
thrive.  Her  growth  was  slow  in  comparison  to  her 
siblings.  She  had  always  been  much  smaller  than 
her  peers  but  had  been  able  to  participate  nor- 
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mally  in  childhood  activities.  According  to  her 
parents,  she  was  found  to  have  hypertension  in 
1967  and  had  been  taking  antihypertension  drugs 
intermittently  since.  The  patient  had  never  men- 
struated. At  age  seventeen  years  this  was  evalu- 
ated by  a physician,  who  assured  the  parents  that 
“nothing  was  wrong.”  There  was  a history  of  dia- 
betes in  her  paternal  grandfather. 

Physical  examination  revealed  a height  of  55 
inches  and  a weight  of  115  pounds.  The  tempera- 
ture was  100°  F.,  pulse  rate  130  per  minute,  and 
blood  pressure  200/90  in  both  arms  and  140/90  in 
the  left  leg.  She  demonstrated  the  typical  stig- 
mata of  Turner’s  syndrome,  including  webbed 
neck,  low  posterior  hairline,  and  shield-like  chest. 
Additional  important  features  were  typical  facies, 
low-set  malformed  ears,  wide-spread  nipples, 
cubitus  valgus,  brachvdactyly,  and  borderline 
mental  retardation  (Fig.  1). 

Her  skin  was  warm,  moist,  and  velvety  with  fine 
sparse  axillary  and  pubic  hair  in  normal  distribu- 
tion. The  eyelids  showed  slight  proptosis.  The 
thyroid  was  slightly  enlarged  with  an  estimated 
weight  of  30  Gm.  The  heart  revealed  sinus  tachy- 
cardia with  Grade  III  to  VI  systolic  murmur  in  the 
pulmonic  area  with  radiation  to  the  precordium, 
neck,  and  back.  A fine  tremor  of  the  extended 
fingers  was  noted.  There  was  massive  pitting 
edema  in  both  lower  extremities.  The  deep  ten- 
don reflexes  were  slightly  hyperactive. 

Severe  congestive  heart  failure  was  evident. 
Treatment  with  furosemide,  ethacrvnic  acid,  and 
rapid  digitalization  was  instituted.  On  the  sec- 
ond hospital  day  evidence  of  failure  had  subsided 
remarkably.  The  diagnosis  of  hyperthyroidism 
was  clinically  suspected  and  confirmed  by  thyroid 
function  studies.  Propranolol,  10  mg.  three  times 
a day,  and  propylthiouracil,  100  mg.  every  six 
hours,  were  instituted  on  the  seventh  hospital 
day.  The  blood  pressure  stabilized  at  160/85, 
pulse  rate  90  per  minute,  and  temperature  98.0° 
F.  after  five  days.  Roentgenogram  of  the  chest 
revealed  notching  of  the  ribs,  highly  suggestive  of 
coarctation  of  aorta.  Further  evaluation  and  cor- 
rection of  cardiac  anomalies  await  establishment 
of  euthyroid  state. 

Cytogenetic  findings.  Buccal  smears  showed  3 
cells  out  of  100  with  Barr  bodies.  Chromosome 
analysis  of  leukocytes  was  performed  on  peripher- 
al blood  using  the  kit  technic  (Difco).  Fifty-five 
cells  were  examined  at  metaphase;  all  showed  45 
XO  chromosome  pattern.  This  X chromosome 
was  abnormal  in  most  metaphase  plates  (Fig.  2A 
and  2B).  Tentatively,  we  interpreted  this  as  X/X 
translocation  with  partial  deletion  of  two  long 
arms  of  one  X chromosome  and  of  two  short  arms 
of  the  other.  During  early  mitosis  the  partial  de- 
letion and  translocation  converted  two  homolo- 
gous X chromatids  into  an  abnormal  X chromatid 
containing  one  short  arm,  one  long  arm,  and  par- 
tially deleted  short  and  long  arms  each  with  two 
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FIGURE  2.  (A)  Karyotype  of  patient  arranged  ac- 

cording to  Denver  classification.  Note  abnormal  X 
chromosome.  Metaphase  plate  also  shown 
(B)  Series  of  abnormal  X chromosome  collected 
from  five  different  metaphases.  Note  each  X chromo- 
some has  same  abnormal  characteristic  configuration 
with  two  centromeres.  (C)  Possible  mechanism  of 
partial  deletion  and  X/X  translocation  to  form  abnor- 
mal X chromosome  seen  in  patient. 


centromeres.  In  a subsequent  metaphase  the  ab- 
normal X chromosome  was  formed  (Fig.  2C). 
Two  fragments  of  the  deleted  long  arm  and  short 
arm  which  do  not  contain  a centromere  are  proba- 
bly lost  in  later  cell  divisions.  The  possibility  of 
secondary  constriction  of  the  long  arms  of  X chro- 
mosome was  considered  but  discounted  by  careful 
examination  of  the  shape  of  several  abnormal 
chromosomes.  Autoradiography  was  attempted 
using  !H-thymidine  but  did  not  show  heavy  label- 
ing chromosome. 

Thyroid  function  studies.  Findings  of  thy- 
roid-function studies  confirmed  the  clinical  im- 
pression of  hyperthyroidism.  The  serum  protein- 
bound  iodine  determination  was  done  by  the 
method  of  Technicon  Autoanalyzer.  The  serum 
T4-l  was  determined  by  the  modified  method  of 
competitive  protein-binding  analysis  of  Murphy 
and  Pattee.10  Both  of  these  were  above  normal 
range.  T3  resin  uptake  was  performed  by  the 
modified  method  of  Sterling  and  Tabachnik.11  In 
addition,  the  uptake  and  scan  of  the  thyroid  were 
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TABLE  I.  Thyroid  function  studies 


Test 

Normal 

Patient 

Protein  bound  iodine 

(micrograms  per  100  ml.) 

4.0  to  8.0 

17.1 

T.-I  (micrograms  per  100  ml.) 

3.5  to  8.5 

15.8 

T3  resin  uptake  (per  cent) 

25.0  to  35.0 

59.8 

Iodine-131  uptake  (per  cent) 

Six  hours 

6.0  to  18.0 

50.0 

Twenty-four  hours 

9 .0  to  32  .0 

66.0 

Cholesterol  (milligrams  per 

100  ml.) 

150  .0  to  300  .0 

110.0 

Thyroid  antibody  titer* 

none 

1:25 

* By  tanned  red  cell  agglutination  test. 


done  using  20  microcurie  iodine-131  in  six  and 
twenty-four  hours.  This  revealed  hyperthyroid 
range  iodine  uptake  and  a slightly  enlarged  thy- 
roid with  the  radioactivity  evenly  distributed  in 
both  lobes  (Table  I). 

Comment 

This  patient  presents  a typical  clinical  picture 
of  Turner’s  syndrome  with  40  XO  karyotype  and. 
in  addition,  has  abnormal  X chromosome.  A va- 
riety of  chromosomal  aberrations,  including 
XO/XX  or  XO/XXX  mosaicism,  XX  isochromo- 
some, and  XX  ring  chromosome,  has  been  de- 
scribed with  Turner’s  syndrome.  Also,  there  have 
been  reports  of  so-called  “male  Turner’s  syn- 
drome,” or  “Ullrich-Turner’s  syndrome.”  This 
latter  syndrome  usually  occurs  among  males  with 
XY  karyotype  or  its  mosaic.  To  our  knowledge, 
this  patient  is  the  first  report  of  a case  of  Turner’s 
syndrome  with  a presumptive  X/X  translocation. 

Recently,  an  unusual  association  of  Hashimoto’s 
thyroiditis  in  Turner’s  syndrome  has  been  re- 
ported (Table  II).  Other  presumed  autoimmune 
diseases,  including  rheumatoid  arthritis,  diabetes, 
and  ulcerative  colitis,  have  been  recorded  with 
Turner’s  syndrome. 13-15  Because  of  these  obser- 
vations, it  was  speculated  that  autoimmune  me- 
chanism is  an  important  factor  in  the  pathogene- 
sis of  Turner’s  syndrome.  This  autoimmunity 
may  produce  a dysjunctive  phenomenon  during 
meiosis  or  early  mitosis  in  the  zygote  and  result  in 
chromosomal  aberration.16  An  alternative  hy- 
pothesis proposes  that  isochromosome  X seen  in 
Turner’s  syndrome  associated  with  Hashimoto’s 
thyroiditis  is  inactivated.  The  uniform  inactiva- 
tion of  isochromosome  X is  suggested  by  autoradi- 
ographic studies  using  tritiated  thymidine.17 
Therefore,  the  body  is  not  exposed  to  proteins 
coded  by  isochromosome  X.  In  a patient  with 
uniform  inactivation  of  isochromosome  X,  toler- 
ance will  develop  only  to  the  protein  coded  by 
normal  active  X chromosome.  In  such  a patient, 
if  all  or  a part  of  isochromosome  X acquired  the 
property  of  coding  protein  synthesis  by  reactiva- 
tion, such  proteins  would  be  recognized  as  foreign 
by  the  individual  and  could  lead  to  the  develop- 
ment of  autoimmune  phenomena  observed  in 


TABLE  II.  Thyroid  diseases  associated  with  Turner’s 
syndrome 


Disease 

Variation  in  X 
Chromosome 

Thyroiditis1 

Metacentric  chromosome* 

Myxedema27-9 

XO,  XY 

Hashimoto’s  thyroiditis2-6-12 

XX  isochromosome,  XY, 
XO 

Hyperthyroidism 4 

XO/XX  ring  chromosome 

Thyroid  carcinoma3 

XX  isochromosome 

* Probably  isochromosome. 


Hashimoto’s  thyroiditis.3  These  mechanisms  do 
not  always  explain  the  concurrence  of  these  two 
diseases.  There  have  been  reports  of  XY  or  XO 
sex  chromosome  in  Turner’s  syndrome  associated 
with  Hashimoto’s  thyroiditis.5-6 

A search  of  the  literature,  excluding  those  re- 
ports on  Hashimoto’s  thyroiditis,  revealed  a few 
cases  of  thyroid  diseases  in  Turner’s  syndrome. 
These  include  hypothyroidism,  hyperthyroidism, 
and  thyroid  carcinoma.  2-4> 7-9  These  findings 
bring  out  some  interesting  points  in  relation  to 
Turner’s  syndrome.  First,  it  may  be  true  that 
there  is  an  interrelationship  in  the  pathogenesis  of 
thyroid  disease  and  Turner’s  syndrome.  It  was 
suggested  that  perhaps  a certain  thyroid  disease 
might  be  ascribed  to  a recessive  gene  on  the  short 
arm  of  the  X chromosome.2  XO,  XY,  or  XX  iso- 
chromosome is  monosomic  for  the  short  arm. 
This  may  explain  the  increased  incidence  of  thy- 
roid diseases  in  these  karyotypes  of  Turner’s  syn- 
drome. If  we  assume  that  our  patient  has  an  ab- 
normal X chromosome  possessing  two  short  arms 
and  two  partially  deleted  short  arms,  the  gene  for 
thyroid  disease  may  be  located  in  the  terminal 
portion  of  the  short  arms.  Second,  a question  re- 
garding the  natural  history  of  hyperthyroidism 
arises.  Accumulating  evidence  indicates  that  cer- 
tain cases  of  Hashimoto’s  thyroiditis  may  present 
or  be  associated  with  typical  clinical  and  labora- 
tory findings  of  hyperthyroidism.18,19  The  pres- 
ence of  hyperthyroidism  and  Hashimoto’s  thyroid- 
itis in  identical  twins  is  implicated  as  a common 
immunologic  defect  and  a possible  genetic  factor 
in  their  etiology.20  The  pathogenesis  of  hyperthy- 
roidism has  long  been  controversial.  However, 
there  is  some  information  for  the  theory  of 
autoimmunity  predisposed  by  genetic  defect.21;23 
With  this  assumption,  some  cases  of  hyperthy- 
roidism as  an  autoimmune  process  lead  to  Hashi- 
moto’s thyroiditis  and  eventually  terminate  as  hy- 
pothyroidism. This  concept  implies  that  in  cer- 
tain instances  hyperthyroidism,  thyroiditis,  and 
hypothyroidism  may  be  a spectrum  of  thyroid  dis- 
ease. It  is  interesting  to  speculate  whether  this 
may  occur  in  this  patient. 

Turner’s  syndrome  is  a rather  rare  disease  enti- 
ty. Although  it  is  possible  that  the  occurrence  of 
thyroid  disease  in  this  syndrome  might  be  essen- 
tially coincidental,  the  association  of  two  diseases 
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seems  to  be  unusually  frequent.  It  seems  likely 
that  thyroid  disease,  autoimmune  process,  and 
chromosomal  aberration  are  somehow  interrelated 
in  their  pathogenesis.  One  may  be  the  cause  and 
the  others  the  result.  In  this  case  of  Turner’s  syn- 
drome with  an  abnormal  X chromosome,  pre- 
sumptive X/X  translocation,  we  believe  that  there 
is  an  interrelationship  between  the  hyperthy- 
roidism, Turner’s  syndrome,  and  the  abnormal  X 
chromosome.  The  possibility  that  the  abnormal 
X chromosome  led  to  the  occurrence  of  hyperthy- 
roidism and  Turner’s  syndrome  and  the  possibility 
that  parental  antibodies  affected  gamete  or  zygote 
development  to  cause  the  chromosomal  abnormal- 
ity should  be  considered. 

We  speculate  that  this  patient  presents  symp- 
toms of  hyperthyroidism  as  an  early  phase  of 
thyroiditis  that  has  a high  probability  of  termi- 
nating with  hypothyroidism.  Because  of  this,  we 
selected  propylthiouracil  as  the  treatment  of 
choice  at  this  time.  We  plan  to  follow  this  pa- 
tient closely  to  determine  changes  in  thyroid  func- 
tion studies  and  antithyroglobulin-antibodv  titer. 

Summary 

Hyperthyroidism  occurring  in  a patient  with 
Turner’s  syndrome  is  presented.  Detailed  clini- 
cal, cytogenetic,  and  thyroid  function  studies  were 
performed.  An  abnormal  X chromosome  was  de- 
tected with  a karyotype  of  45  XO.  The  possible 
mechanism  of  hyperthyroidism  seen  in  Turner’s 
syndrome  is  reviewed  in  the  aspect  of  the  interre- 
lationship of  autoimmune  theory,  chromosomal 
aberration,  and  natural  history  of  thyroid  diseas- 
es. 
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Subtle  changes  in  hands  may  help  predict  other 
significant  deformities  of  subsequent  generations. 
Families  with  syndromes  of  nail,  bone,  and  joint 
dysplasia  have  been  described  since  Little  in 
1897. 1 Commonly  seen  are  nail  deformities,  hy- 
poplastic patellae  with  lateral  subluxation,  and 
iliac  horns.  Terms  such  as  onycho-osteo-arthro- 
dysplasia,  osteo-onchodysplasia,  and  nail-patella 
syndrome  have  evolved.-'4  Restriction  of  elbow 
extension  with  subluxation  of  the  radial  head  is 
not  uncommonly  seen.5  Foot  deformities,  such  as 
flatfeet  and  talipes  calcaneovalgus,  have  been  de- 
scribed.46 


FIGURE  1.  One-day-old  female  child  with  severe  t. 
equinovarus. 


After  a careful  review  of  the  literature,  the  only 
family  mentioned  with  talipes  equinovarus,  sim- 
ilar to  this  report,  was  that  described  by  Little1  sev- 
enty-five years  ago.  He  reported  3 cases  of  de- 
layed patella  development  with  t.  equinovarus, 
but  did  not  mention  hand,  elbow,  or  pelvic  abnor- 
malities. 

In  our  cases,  three  generations  showed  hand  and 
nail  anomalies.  T.  equinovarus  was  seen  in  males 
and  females  of  two  consecutive  generations.  Four 
of  the  8 persons  affected  with  the  syndrome  pre- 
sented severe  significant  clubfoot  deformities  (Fig. 
1).  One  female  with  severe  clubfeet,  of  the  sec- 
ond generation,  developed  a moderate  scoliosis  in 
her  adolescence. 

Of  those  persons  affected,  symmetrical  vertical 
ridges  are  seen  in  the  thumb  nails  (Fig.  2A).  The 
nails  of  the  fingers  are  not  dysplastic  or  grooved 
but  have  vertically  shaped  moons  (Fig.  2B). 
These  nail  changes  were  seen  in  all  three  genera- 
tions, males  and  females  (Fig.  3).  Flexion  defor- 
mity of  the  fingers,  primarily  involving  the  fifth 
finger,  have  been  previously  reported,4  but  the 
cases  discussed  showed  restriction  of  flexion  of  the 


FIGURE  2.  Nails  of  twenty-one-year-old  mother  of  seven-month-old  male  baby  with  dysplasia.  (A)  Symmetrical 
ridges  and  dysplasia  of  thumb  nails.  (B)  Vertically  shaped  moons  of  all  other  finger  nails. 


May  1 , 1 973  / New  York  State  Journal  of  Medicine  1105 


O Unaffected  Female 
CH  Unaffected  Male 
3 Hand*  knee  dysplasia  + Iliac  Forms 
■ Hand+  knee  dysplasia  + Iliac  horns  + Equmovarus 


I 

n 

IE 


FIGURE  3.  Dysplasia,  iliac  horns,  and  t.  equinovarus 
as  seen  in  three  generations. 


distal  interphalangeal  joints  (Fig.  4).  X-ray  films 
and  neurologic  examination  findings  were  normal. 

Case  reports 

Case  1.  This  family  was  discovered  December 
15,  1969,  when  a white  female,  one  day  old,  was 


examined  with  severe  bilateral  clubfoot  deformi- 
ties (Fig.  1).  Restriction  of  flexion  of  the  distal 
interphalangeal  joints  and  nail  changes  were 
noted.  Small  patellae  and  iliac  horns  were  pres- 
ent. The  father  and  one  aunt  had  clubfeet  requir- 
ing long  periods  of  plaster  correction  and  triple  ar- 
throdeses. 

A series  of  corrective  casts  was  started  shortly 
after  birth.  Tendon  Achilles  lengthening  of  the 
right  foot  was  performed  September  18,  1970,  and 
to  the  left  foot  on  November  27,  1970.  Corrective 
casts  were  continued  for  three  months.  The  child's 
right  foot  required  medial  release  in  August,  1971. 


Case  2.  A ten-day-old  male  baby,  a cousin  of 
Case  1,  had  a left  clubfoot  deformity  on  May  25, 
1971.  Nail  deformities  and  limitation  of  flexion  of 
the  distal  interphalangeal  joints  were  present  (Fig. 
5).  The  patient  was  noted  to  have  small  laterally 
located  patellae  and  iliac  horns  of  the  pelvis.  The 
child’s  mother  had  nail  changes  and  restriction  of 
flexion  of  the  distal  interphalangeal  joints  (Figs.  2 
and  4).  One  uncle,  the  father  of  Case  1,  and  an 
aunt  had  nail  changes,  limitation  of  flexion  of  the 


y 

FIGURE  4 (A  and  B)  Limitation  of  flexion  of  the  distal  interphalangeal  joints  in  same  mother  shown  in  Figure  2 
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FIGURE  5.  Seven-month-old  male  baby  of  mother 
shown  in  Figures  2 and  4 with  dysplasia,  ridges  of 
thumb  nails,  and  vertically  shaped  moons  of  fingers. 


distal  interphalangeal  joints,  as  well  as  severe 
clubfoot  deformities. 

Corrective  casts  were  applied  until  February  28, 
1972,  when  a tendon  Achilles  lengthening  was  per- 
formed. 

The  grandmother  of  both  our  cases  has  been 
identified  as  the  patient  described  with  iliac  horns 
in  1945,  by  Fong.7  She  also  showed  the  classic 
nail  changes,  limitation  of  flexion  of  the  distal  in- 
terphalangeal joints  of  the  fingers,  and  limitation 
of  elbow  extension.  Her  right  elbow  extension  was 
limited  30  degrees  and  the  left  elbow  10  degrees. 
X-ray  films  of  the  right  elbow  revealed  a sub- 
luxation of  the  radial  head.  Small  laterally  locat- 
ed patellae  of  both  knees  were  also  noted. 


Comment 

In  this  family,  all  three  generations  showed  lim- 
itation of  flexion  of  the  distal  interphalangeal 
joints  of  the  fingers  and  characteristic  nail 
changes  involving  the  thumb  and  fingers.  Iliac 
horns  and  hypoplastic  patellae  were  seen  through- 
out all  three  generations.  The  last  two  genera- 
tions showed  severe  t.  equinovarus  deformities  in 
males  and  females.  One  female,  of  the  second 
generation  with  clubfeet,  developed  scoliosis  in 
late  adolescence.  All  patients  showed  small  later- 
ally located  patellae,  but  none  complained  of  knee 
symptoms  (Fig.  3). 

No  complaints  relative  to  restriction  of  finger 
motion  were  mentioned. 

The  disease  was  transmitted  by  both  sexes 
without  skipping  a generation.  As  in  previous  re- 
ports of  similar  syndromes,  it  can  be  again  in- 
ferred that  the  disease  is  transmitted  by  a domi- 
nant autosomal  gene. 4,8-10 


Summary 

This  is  the  first  report  of  a family  with  heredi- 
tary onycho-osteo-arthrodysplasia  exhibiting  se- 
vere t.  equinovarus.  The  changes  seen  in  the 
hands  of  this  syndrome  have  been  illustrated. 

8 Medical  Plaza 
Glen  Cove,  New  York  11542 
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This  case  report  is  concerned  with  the  cure  of 
Pseudomonas  aeruginosa  and  Serratia  marcescens 
liver  abscesses  following  surgical  drainage  and 
prolonged  administration  of  gentamicin  sulfate 
over  a six-month  period. 

Case  report 

A thirty-two-year-old  single  male  social  worker 
was  admitted  to  St.  Luke’s  Hospital  Center  on 
June  27,  1968,  with  acute  gastrointestinal  bleed- 
ing and  hypotension.  His  previous  history  had 
included  a prior  episode  of  melena,  recent  increase 
of  alcohol  consumption,  and  an  accelerated  urti- 
carial reaction  to  penicillin  in  February,  1968. 

A subtotal  gastrectomy  and  gastrojejunostomy 
was  performed  on  June  28;  the  resected  stomach 
contained  multiple  superficial  necrotizing  ulcers. 
Salient  features  of  the  postoperative  course  are 
summarized  in  Figure  1.  He  continued  to  require 
treatment  with  hypothermia  because  of  persistent 
gastrointestinal  bleeding.  Fever  and  tender  nod- 
ules below  the  right  knee  were  noted  in  associa- 
tion with  multiple  blood  cultures  at  the  end  of  the 
first  postoperative  week  positive  for  Aerobacter 
aerogenes.  He  slowly  became  less  febrile,  fol- 
lowing withdrawal  of  an  intravenous  indwelling 
catheter  and  therapy  with  cephalothin,  colist- 
imethate  (Coly-mycin),  and  kanamycin.  A lapa- 


rotomy on  July  8 failed  to  reveal  an  intra-abdomi- 
nal focus  of  infection.  Blood  cultures  on  July  1 
and  July  10  recovered  S.  marcescens  resistant  to 
cephalothin  and  colistimethate  but  sensitive  to 
kanamycin.  Following  discontinuation  of  antibi- 
otics, he  again  became  septic,  and  on  August  6 
had  a third  abdominal  operation  which  revealed  a 
superficial,  2-cm.  diameter,  right  hepatic  abscess 
that  was  subsequently  drained.  While  blood  cul- 
tures were  positive  for  S.  marcescens,  a pure  cul- 
ture of  P.  aeruginosa  was  recovered  from  the  he- 
patic abscess  which  was  sensitive  to  colist- 
imethate and  polymyxin  B.  He  was  then  treated 
with  both  polymyxin  B and  kanamycin.  The 
focus  for  S.  marcescens  was  unclear  at  this  point, 
but  there  were  no  signs  of  endocarditis,  and,  in  re- 
trospect, it  is  probable  that  there  was  a separate 
S.  marcescens  liver  abscess  seeding  the  blood. 

On  August  11,  gentamicin  sulfate,  80  mg.  every 
eight  hours,  was  added  to  the  regimen  when  it  was 
clear  that  both  isolates  were  sensitive  to  this  drug. 
Tube  dilution  studies*  demonstrated  synergistic 
activity  of  combined  gentamicin  sulfate  and 
carbenicillin  for  both  isolates  (Table  I).  This 
combination  was  instituted  following  intradermal 
skin  tests  with  aqueous  penicillin  and  penicilloyl 
polylysine  which  gave  negative  results.  Carbeni- 
cillin, 36  Gm.  daily,  was  administered  intrave- 
nously for  twenty-three  days,  until  the  appearance 
of  a purpuric  eruption  over  the  lower  extremities 
led  to  discontinuation.  At  this  point,  it  appeared 
that  the  P.  aeruginosa  isolated  had  developed  re- 
sistance to  carbenicillin,  with  growth  around  both 
the  25  and  100  microgram  disks  and  this  was  con- 
firmed by  tube  dilution  studies  which  revealed  a 
minimum  inhibitory  concentration  (MIC)  of  100 
micrograms  per  milliliter.  The  S.  marcescens  iso- 
lated was  regarded  as  resistant  to  the  25  micro- 
gram disk,  but  sensitive  to  the  100  microgram 
disk  of  carbenicillin  and  to  a polymyxin  B disk. 

On  October  8,  following  a recurrence  of  septic 
fever,  a fourth  abdominal  operation  was  per- 
formed and  revealed  several  small  abscesses  at  the 
inferior  tip  of  the  right  hepatic  lobe  connecting 
with  a multiloculated  100-ml.  cavity,  involving 
both  right  and  left  lobes.  This  finding  confirmed 
the  preoperative  liver  radioisotope  scan  and  he- 
patic arteriographic  studies.  Since  the  infection 
involved  both  lobes  of  the  liver,  only  a portion  of 
the  right  lobe  of  the  liver  was  removed  and  trans- 
peritoneal  drainage  instituted.  Postoperatively, 
gentamicin  sulfate  and  polymyxin  B were  contin- 
ued with  appropriate  reduction  of  dosage  during 
periods  of  increased  azotemia.  In  addition,  30 
mg.  of  polymyxin  B were  infused  into  the  abscess 
cavity  for  thirty  days.  Intermittent  low-grade 
fever  was  present  by  November  2,  and  he  became 
afebrile  by  December  9.  Sequential  audiograms 
revealed  reduced  hearing  at  8,000  decibels  by  Au- 

*Performed  by  Beecham-Massengill  Pharmaceuticals  Divi- 
sion of  Beecham,  Inc. .Bristol,  Tennessee. 
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gust  26;  this  was  noted  also  at  4,000  decibels  by 
November  5.  These  changes  persisted  to  the  time 
of  discharge  on  January  25,  1969.  Polymyxin  B 
was  discontinued  on  December  14  and  gentamicin 
sulfate  on  February  14.  He  had  received  a total 
of  approximately  6,600  mg.  of  polymyxin  B over 
eighty-four  days  and  12,600  mg.  of  gentamicin 
sulfate  over  one-hundred  eighty-five  days.  The 
right  upper  quadrant  abdominal  drainage  gradu- 
ally decreased  and  ceased  by  mid-March,  1969. 


TABLE  I:  Minimum  inhibitory  concentration  (micrograms 

per  milliliter)  of  gentamicin  sulfate  and  carbenicillin,  alone 
and  in  combination 


Genta- 

Carben- 

Carbenicillin  MIC 
with  added 
• — Gentamicin — - 

micin 

icillin 

8:1 

3:1 

Microorganism 

(alone) 

(alone) 

mixture  mixture 

P.  aeruginosa 

1.0 

12.5 

5.0 

2.25 

S.  marcescens 

0.5 

7.5 

2.25 

1 .75 

Comment 

Hepatic  abscesses  rarely  have  been  reported  fol- 
lowing an  otherwise  uncomplicated  gastrectomy.1 
Although  multiple  abscesses  usually  develop  from 
ascending  cholangitis  or  systemic  bacteremia, 
they  probably  resulted  from  portal  vein  bacter- 
emia in  this  patient. 

The  diagnosis,  suggested  by  septic  fever,  bacter- 
emia, poor  response  to  antibiotics,  elevated  serum 
bilirubin,  and  alkaline  phosphatase,2-4  and  finally 
by  hepatic  radioisotope  scan  and  hepatic  arteriog- 
raphy, was  confirmed  during  the  third  and  fourth 
abdominal  procedures.  The  absence  of  liver  ten- 
derness and  right  upper  quadrant  pain  was  un- 
usual. Previous  studies  have  emphasized  the  use- 
fulness of  scintillation  scanning  of  the  liver  and 
hepatic  arteriography  in  arriving  at  this  diagno- 
sis.1'5 

The  importance  of  diagnosis  is  emphasized  by 
the  fact  that  the  mortality  rate  of  a surgically  un- 
treated hepatic  abscess  at  present  is  close  to  100 
per  cent1  and  essentially  unchanged  from  that  re- 
ported by  Ochsner,  DeBakey,  and  Murray  in 
1938, 6 while  the  rate  has  been  decreased  to  less 
than  30  per  cent  with  surgical  drainage  which  is 


preferable  to  closed  aspiration,  and  appropriate 
antibiotics.1-3  Multiple  operative  procedures  are 
required  in  about  one  third  of  cases,7  as  was  true 
in  this  patient.  It  was  elected  to  use  an  anterior 
abdominal  approach  rather  than  the  transpleural 
extraperitoneal  route  suggested  by  Ochsner,  De 
Bakey,  and  Murray.6  Under  unusual  circumstanc- 
es, as  reported  by  Urschel,  Skinner,  and  McDer- 
mott,8 liver  resection  may  be  life  saving  and  would 
have  been  performed  during  the  fourth  abdominal 
procedure  if  the  infection  had  been  limited  to  the 
right  lobe  of  the  liver. 

Bacteriologic  findings  have  confirmed  that  any 
organism  of  the  intestinal  flora,  either  anaerobic 
or  aerobic,  as  well  as  other  organisms  responsible 
for  bacteremia,  may  be  implicated.  Reports  of 
sterile  pus  in  50  per  cent  of  cases  probably  re- 
sulted from  the  omission  of  anaerobic  cultures.9 
Cephalosporin  therapy  of  the  A.  aerogenes  bacter- 
emia, which  probably  originated  in  the  liver,  ap- 
parently led  to  superinfection  with  P.  aeruginosa 
and  S.  marcescens.  While  hepatic  infection  with 
the  former  organism  has  been  reported,  this  ap- 
pears to  be  the  first  description  of  S.  marcescens 
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hepatic  pyemia.  It  is  of  interest  that  Dodson10  re- 
ported gastrointestinal  hemorrhage  in  9 and  hemi- 
gastrectomy  in  2 of  17  patients  reported  with  S. 
marcescens  septicemia,  suggesting  the  gastrointes- 
tinal tract  as  an  important  portal  of  entry. 

The  combined  presence  of  P.  aeruginosa  and  S. 
marcescens  presented  a particularly  difficult  ther- 
apeutic problem.  Although  immune  human  plas- 
ma11 and  vaccine  therapy12  have  received  consid- 
eration in  the  therapy  of  persistent  Pseudomonas 
infections,  antibiotics  still  remain  the  therapy  of 
choice.  The  synergistic  action  of  penicillinase- 
resistant  and  penicillinase-sensitive  drugs  against 
Pseudomonas  is  applicable  only  to  the  therapy  of 
urinary  tract  infections,  since  the  required  drug 
concentrations  can  only  be  reasonably  achieved  in 
the  urine.13 

Several  in  vitro  and  in  vivo  studies  have  dem- 
onstrated the  effectiveness  of  gentamicin  sulfate 
and  carbenicillin  against  many  strains  of  Pseudo- 
monas and  Serratia. 14-20  Brumfitt,  Percival,  and 
Leigh18  reported  the  synergistic  effect  of  gentami- 
cin sulfate  and  carbenicillin  against  four  strains  of 
Pseudomonas  and  prompted  a study  of  possible 
synergism  with  the  isolates  recovered  from  our  pa- 
tient. Tube  dilution  studies  suggested  synergism 
toward  both  organisms,  and  therapy  was  institut- 
ed with  daily  intramuscular  gentamicin  sulfate 
and  intravenous  carbenicillin. 

However,  the  occurrence  of  carbenicillin-in- 
duced  purpura  and  carbenicillin-resistant  Pseudo- 
monas led  to  discontinuation  of  the  drug. 
Gentamicin  sulfate  was  continued  over  one-hun- 
dred eighty-five  days  for  a total  dose  of  12,600  mg. 
in  combination  with  6,600  mg.  of  polymyxin  B ad- 
ministered over  eighty-four  days.  The  only  ap- 
parent side-effects  were  reversible  azotemia  and 
ototoxicity  with  reduced  hearing  at  both  4,000 
and  8,000  decibels.  This  ototoxic  effect  could  well 
have  been  the  result  of  polymyxin  B or  the  prior 
kanamycin  therapy. 

Summary 

Apparent  cure  of  P.  aeruginosa  and  S.  marces- 
cens liver  abscesses  occurred  in  association  with 
surgical  drainage  and  prolonged  gentamicin  sul- 
fate therapy.  A total  dose  of  12,600  mg.  of 
gentamicin  sulfate  was  administered  over  a six- 


month  period  and  appeared  to  have  contributed 
significantly  to  overcoming  this  persistent  gram- 
negative infection. 
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The  characteristic  electrocardiographic  pat- 
terns of  myocardial  infarction  may  occasionally  be 
simulated  by  a variety  of  conditions.  Among 
these,  cardiomyopathy  is  one  of  the  most  common 
entities,  especially  since  patients  with  this  condi- 
tion may  present  themselves  with  chest  pain,  syn- 
cope, and  arrhythmias. 

We  are  reporting  our  observations  of  5 patients 
with  primary  myocardial  disease  who  presented 
with  clinical  and  electrocardiographic  changes  sug- 
gesting ischemic  heart  disease,  and  were  found  sub- 
sequently to  have  normal  coronary  arteries  on  angi- 
ography. The  purpose  of  this  report  is  to  illus- 
trate the  pertinent  features  that  differentiate 
these  two  entities,  and  to  discuss  the  mechanism 
by  which  cardiomyopathy  may  mimic  coronary 
artery  disease,  especially  on  electrocardiogram 
and  vectorcardiogram. 

Materials  and  Methods 

Five  cases  of  cardiomyopathy,  with  electrocar- 
diographic and  vectorcardiographic  abnormalities 


resembling  myocardial  infarction,  were  studied. 
Four  of  the  cases  fulfilled  the  criteria  of  alcoholic 
cardiomyopathy.1-5  One  case  was  of  an  idiopath- 
ic type.  All  were  males,  and  their  ages  ranged 
from  thirty-nine  to  sixty-four  years.  Complete 
history  and  physical  examination  were  elicited  in 
each  case. 

Twelve-lead  electrocardiograms  were  available 
for  study  in  all  of  the  5 patients.  In  addition,  a 
twelve-lead  conventional  electrocardiogram  was 
recorded  at  the  time  of  vectorcardiography  with  a 
Hewlett-Packard  direct  writing  electrocardiograph 
in  each  case.  Vectorcardiograms  were  obtained  by 
Grishman  and  Scherlis’6  cube  reference  system. 
The  vector  loops  in  three  body  planes,  horizontal, 
right  sagittal,  and  frontal,  were  recorded  with  a 
Sanborn  vectorcardiograph  on  polaroid  film.  The 
loops  were  interrupted  400  times  per  second; 
therefore,  each  dash  represented  0.0025  seconds. 
The  head  of  the  teardrop-shaped  dash  indicated 
the  direction  of  inscription  of  the  QRS  loop. 

All  patients  underwent  catheterization  of  the 
left  and  right  sides  of  the  heart.  The  procedures 
were  performed  after  treatment  of  congestive  car- 
diac failure.  Pressures  were  recorded  on  an  Elec- 
tronics for  Medicine  DR  12  and  using  a Statham 
P23D  transducer.  Cardiac  outputs  were  mea- 
sured by  means  of  indocyanine  green  dye  and  a 
Gilford  densitometer.  Selective  cineangiography 
of  the  coronary  arteries  was  performed  in  multiple 
projections  by  the  Sones  and  Shirey7  technic. 
Kodak  XX  35  mm.  film  was  used,  and  the  angio- 
grams were  registered  by  means  of  a 6-inch  Picker 
image  amplifier  at  60  frames  per  second. 

Ventriculography  was  performed  in  all  patients 
with  power  injections  of  40  to  60  ml.  of  75  per  cent 
diatrizoate  (Hypaque),  via  a number  7 Lehman 
catheter.  Film  speed  was  60  frames  per  second, 
and  the  right  anterior  oblique  projection  was  used. 
Each  ventriculogram  was  interpreted  qualitatively 
for  uniformity  of  contraction  along  the  inner  ven- 
tricular surface  as  well  as  for  the  ventricular 
chamber  size,  shape,  and  wall  thickness.  Only 
normally  conducted  beats  were  selected  for  study. 

Results 

Table  I summarizes  the  electrocardiographic 
and  vectorcardiographic  abnormalities  seen  in 
these  patients.  The  electrocardiograms  were  ab- 
normal and  showed  patterns  suggesting  myocar- 
dial infarction  in  all  of  the  cases  (Figs.  1 to  4). 
The  following  are  the  types  of  “infarct”  pattern 
seen  on  the  electrocardiograms:  anterolateral 

(Case  1),  septal  (Case  2),  diaphragmatic  (Case  3), 
localized  anterior  wall  myocardial  infarction  (Case 
4),  and  high  lateral  infarction  (Case  5). 

The  vectorcardiograms  of  4 cases  showed  pat- 
terns simulating  myocardial  infarction.  Left  bun- 
dle branch  block  with  anterolateral  myocardial  in- 
farction was  shown  in  Case  1.  Case  2 demon- 
strated anteroseptal  and  diaphragmatic  wall  myo- 
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TABLE  I.  Summary  of  electrocardiographic  (EKG)  and  vectorcardiographic  (VCG)  findings* 


Case 

Age 
(Y  ears) 

Sex 

EKG  Findings 

VCG  Findings 

1 

39 

-M 

QR  in  1,  aVf,  and  V6;  decay  of  R 
wave  from  Vi  to  V4; 
intraventricular  conduction  delay; 
anterolateral  MI  with 
intraventricular  conduction  delay; 
P waves  notched,  peaked  in  leads 
II,  III,  aVf,  biphasic  in  lead  VI 

LBBB  pattern  with  exaggerated  rightward 
and  diminished  anterior  forces 
suggestive  of  anterolateral  wall  MI 

2 

64 

M 

QS  in  Vi  with  notch  on  downstroke 
Septal  infarct 

Loss  of  initial  anteroseptal  forces,  some 
slowing  of  terminal  forces  (right, 
posterior,  inferior);  anteroseptal  and 
diaphragmatic  wall  MI 

3 

59 

M 

LVH  pattern  (Small  Q in  II,  III, 
aVf,  depressed  T wave),  peaked  P 
wave  in  leads  II,  III  and  aVf 

Incomplete  LBBB,  anteroseptal  and 
diaphragmatic  wall  MI 

4 

46 

M 

Small  R deep  S in  Vj,  V2,  V4;  QS 
in  V3;  ST-T  changes;  high 
voltage  in  precordial  leads; 
localized  anterior  wall;  biphasic 
P wave  in  Vi 

Incomplete  LBBB;  unusual  rightward 
and  slightly  anterior  forces  compatible 
with  anteroseptal  wall  MI 

5 

41 

M 

QRS  in  aVI;  high  lateral  infarct; 
peaked,  notched  P wave 

Incomplete  LBBB 

* MI  = Myocardial  infarction;  LBBB  = Left  bundle  branch  block;  and  LVH  = Left  ventricular  hypertrophy. 


FIGURE  1 Vectorcardiogram  and  electrocardiogram 
of  Case  1 with  alcoholic  cardiomyopathy.  Note:  in 

vectorcardiogram  horizontal  QRS  loop  inscribed  in 
clockwise  direction  with  marked  rightward  displace- 
ment of  initial  forces,  loss  of  anterior  forces  and  conse- 
quent posterior-superior  displacement  of  remaining 
forces.  Mid  and  late  conduction  delays  seen  in  three 
projections  Electrocardiogram  shows  QR  pattern  with 
slight  S-T  segment  elevation  and  low  T waves  in  leads 
I and  aVI  Also  note  notched  P waves  in  leads  II,  III, 
aVf,  Vs  to  V 6 and  large  diphasic  P wave  in  Vi. 


vectorcardiogram  shows  loss  of  anteroseptal  forces  and 
clockwise  rotation  of  the  frontal  plane.  QRS  suggestive 
of  anteroseptal  and  diaphragmatic  wall  infarction.  Elec- 
trocardiogram displays  QS  pattern  in  Vi,  suggestive  of 
septal  infarct. 

cardial  infarctions  with  some  terminal  conduction 
delay;  incomplete  left  bundle  branch  block  with 
anteroseptal  and  diaphragmatic  wall  infarctions 
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FIGURE  3.  Vectorcardiogram  and  the  electrocardio- 
gram of  case  3 with  autopsy  proved  alcoholic  cardio- 
myopathy. Horizontal  QRS  loop  vectorcardiogram 
shows  exaggerated  rightward  forces  with  clockwise 
rotation  of  loop  and  superior  and  anterior  orientation  of 
0.025-second  vector  in  frontal  and  sagittal  QRS  loops 
with  counterclockwise  and  clockwise  inscription  in 
frontal  and  sagittal  loops  respectively  TSsE  loop  is 
opposite  to  main  QRS  forces.  Electrocardiogram 
shows  signs  of  left  ventricular  hypertrophy 


was  shown  in  Case  3,  and  incomplete  left  bundle 
branch  block  with  anteroseptal  wall  myocardial 
infarction  in  Case  4.  In  one  case  only  (Case  5)  an 
incomplete  left  bundle  branch  block  was  noted  on 
vectorcardiogram  (Figs.  1 to  5). 

Table  II  summarizes  the  hemodynamic  findings. 
It  can  be  seen  that  2 of  the  patients,  Case  1 and 
Case  3,  were  in  biventricular  failure  despite  thera- 
py. One  had  mild  hemodynamic  abnormalities, 
and  in  the  other  2,  the  findings  were  normal.  Un- 
fortunately, the  patient  with  the  most  severe 
hemodynamic  abnormality  had  no  left  ventricular 
angiogram,  but  the  other  patient  in  heart  failure 
showed  a markedly  dilated  left  ventricle  with 
hypokinetic  contractility.  In  none  of  the  patients 
was  there  significant  coronary  arterial  disease. 
The  coronary  arteries  appeared  larger  than  nor- 
mal, and  flow  appeared  rapid,  although  no  at- 
tempt to  measure  these  findings  objectively  was 
made. 

Table  III  summarizes  the  angiographic  findings. 
The  left  ventricular  angiograms  demonstrated  en- 
larged left  ventricular  chamber  size  and  poor  con- 
tractility in  2 of  the  cases. 

Case  reports 

Case  1.  A thirty-nine-year-old  Negro  male  was 
admitted  to  Metropolitan  Hospital  on  August  30, 
1969,  with  the  chief  complaint  of  shortness  of 
breath  and  sharp  recurrent  nonradiating  chest 
pain  for  one  week. 


FIGURE  4.  Vectorcardiogram  and  electrocardiogram 
of  Case  4 with  alcoholic  cardiomyopathy  Vectorcar- 
diogram shows  rightward  and  anterior  displacement  of 
initial  QRSsE  loop  with  clockwise  direction  of  inscrip- 
tion on  horizontal  loop  The  major  portion  of  QRSsE 
loop  is  oriented  posteriorly  and  to  left  Conduction 
delay  is  present  in  mid-portion  of  QRSsE  loop  TSE 
loop  is  opposite  major  QRSsE  forces.  Note  electrocar- 
diogram shows  somewhat  cove  plane  T waves  in  leads 
II.  Ill,  aVf.  and  biphasic  P wave  in  Vi. 


In  1965,  this  patient,  who  drank  one  quart  of 
whiskey  per  day  for  years,  had  two  hospital  ad- 
missions for  burning  chest  pain  precipitated  by 
exertion  and  relieved  by  rest,  and  he  was  placed 
on  nitroglycerin  on  discharge.  He  was  hospital- 
ized again  for  chest  pain  in  1968  and  was  found  to 
have  a gallop  rhythm  and  marked  cardiac  en- 
largement which  decreased  in  size  after  treatment 
with  bed  rest.  When  seen  in  the  hospital  in  Au- 
gust, 1969,  he  again  had  chest  pain  which  at  this 
time  was  sharp,  nonradiating,  unrelated  to  exer- 
tion, and  accompanied  by  dyspnea. 

Major  physical  findings  included  neck-vein  dis- 
tention and  a prominent  jugular  “a”  wave.  A 
marked  left  ventricular  heave  was  noted.  The 
rhythm  was  regular,  and  gallop  third  and  fourth 
heart  sounds  were  audible.  The  liver  was  en- 
larged and  tender. 

Laboratory  data  included  an  elevated  bilirubin 
of  1.3  mg.  per  100  ml.  (1  mg.  per  100  ml.  direct), 
an  elevated  globulin  of  4.9  Gm.  per  100  ml.,  and 
an  alkaline  phosphatase  of  16.1  King- Armstrong 
units.  Complete  blood  count  was  within  normal 
limits.  Chest  x-ray  film  revealed  biventricular 
cardiac  enlargement.  A pulmonary  scan  with 
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FIGURE  5 Electrocardiogram  of  Case  5 shows  sinus 
tachycardia  and  low  voltage  in  standard  and  unipolar 
extremity  leads.  Vectorcardiogram  shows  figure-of- 
eight  pattern  with  initial  counterclockwise,  later  clock- 
wise rotation  in  horizontal  plane  with  slight  increase  in 
rightward  forces. 


anterolateral  wall  myocardial  infarction  and 
intraventricular  conduction  delay.  There  was  a 
cove  plane  T wave  in  V6.  The  P wave  was  promi- 
nent and  diphasic  in  lead  V\  and  was  tall  and  up- 
right in  leads  II,  III,  and  a Vf  (Fig.  1). 

Case  2.  A sixty-four-year-old  Negro  male  was 
admitted  to  Metropolitan  Hospital  in  November, 
1968,  with  exertional  dyspnea,  orthopnea,  ankle 
edema,  episodic  tightness  in  his  chest,  and  palpi- 
tations. For  one  month  prior  to  admission,  he 
noted  brief  bouts  of  dizziness  and  occasional 
“blackouts.”  Pertinent  past  history  included 
consumption  of  one  pint  of  whiskey  a day  for 
twenty  years.  An  electrocardiogram  at  that  time 
demonstrated  atrial  flutter  which  spontaneously 
converted  to  sinus  rhythm.  In  November,  1968, 
he  was  readmitted  with  another  episode  of  dizzi- 
ness and  dyspnea. 

Pertinent  physical  findings  in  1968  included 
neck-vein  distention,  left  ventricular  enlargement, 
gallop  third  and  fourth  heart  sounds,  and  a soft 
blowing  Grade  II/ VI  systolic  murmur  along  the 
left  sternal  border.  The  rhythm  was  atrial  flutter 
with  a ventricular  rate  of  50  beats  per  minute. 
The  blood  pressure  was  120/80  mm.  Hg.  There 
was  hepatomegaly. 

All  laboratory  data  including  serum  protein, 
electrolytes,  and  complete  blood  counts  were 


TABLE  II.  Hemodynamics  of  patients  with  cardiomyopathy* 


Right 

PA 

PA 

Ventricle 

Left  Ventricle 

Aorta 

Case 

s/d 

Mean 

s/d 

Ram 

Pcm  s/d 

s/d 

Aorta 

Mean  Cl 


i 

75/40 

55 

70/10 

80/10 

9 

2 

38/15 

19 

33/0 

2 

3 

62/32 

50 

62/8 

0 

4 

27/7 

17 

27/0 

0 

5 

14/5 

9 

15/0 

0 

* Cardiac  catheterization  performed  after  congestive  heart  failure 


120/30 

120/90 

100 

130/10 

135/78 

100 

1.9 

20 

150/21 

150/100 

120 

1.9 

10 

110/12 

110/85 

98 

2.7 

2 

120/2 

120/85 

102 

3.6 

vigorously  treated. 


radioactive  iodine-tagged  albumin  demonstrated 
diminished  perfusion  of  the  right  posterior  lung 
field. 

The  electrocardiogram  demonstrated  a deep  Q 
wave  in  lead  I with  decay  of  the  R wave  in  Vi 
through  V4.  S-T  segment  elevation  and  T-wave 
inversion  in  leads  V5  to  V6  were  consistent  with 


TABLE  III.  Angiographic  findings  in  patients  with 
cardiomyopathy 


Case 

Num- 

ber 

Coronary 

Dominance 

Left  Ventricular  Chamber 

Contraction 

Pattern 

i 

Right 

Angiogram  not  done  because 
patient  developed  rapid 
atrial  fibrillation 

2 

Right 

Normal 

Normal 

3 

Balanced 

Markedly  dilated 

Hypokinetic  infero 
apical  area 

4 

Right 

Normal 

Normal 

5 

Left 

Dilated 

Generalized 

hypokinesis 

within  normal  limits.  The  sedimentation  rate 
was  elevated  to  34  mm.  per  hour.  Chest  x-ray  ex- 
amination revealed  mild  left  ventricular  enlarge- 
ment. The  electrocardiograms  displayed  a Q-S 
pattern  in  Vi  with  initial  slurring  compatible  with 
anteroseptal  wall  fibrosis  or  old  anteroseptal  in- 
farction (Fig.  2). 

The  associated  vectorcardiogram  demonstrated 
a loss  of  initial  rightward  and  anterior  septal  forc- 
es with  counterclockwise  rotation  of  this  loop  in 
the  sagittal  plane  and  clockwise  rotation  of  the 
initial  vector  in  the  frontal  plane.  These  vector 
cardiographic  findings  resemble  those  of  antero- 
septal and  diaphragmatic  wall  myocardial  infarc- 
tion (Fig.  2). 

Case  3.  A fifty-two-year-old  Negro  male  was 
admitted  to  Metropolitan  Hospital  on  August  7, 
1969,  with  bilateral  weakness  of  the  legs  and  con- 
vulsive seizures. 

His  past  history  included  an  admission  to  this 
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hospital  in  February,  1967,  for  severe  chest  pain 
and  syncope,  precipitated  by  the  effort  of  fixing 
his  car.  At  that  time  the  major  cardiac  finding 
was  an  apical  holosystolic  Grade  II /VI  murmur 
and,  although  he  remained  essentially  asymptom- 
atic for  two  years  after  this  admission,  the  mur- 
mur persisted. 

In  April,  1969,  when  he  was  admitted  for  a car- 
diac catheterization,  the  pertinent  physical  find- 
ings were  as  follows:  the  heart  was  markedly  en- 
larged, the  rhythm  was  regular  with  occasional 
premature  ventricular  contractions,  the  blood 
pressure  was  150/110  mm.  Hg,  and  paradoxical 
splitting  of  the  second  heart  sound  was  noted.  A 
Grade  II /VI  apical  holosystolic  murmur  with 
third  and  fourth  heart  sounds  was  heard.  Basal 
crepitant  rales  were  present  at  both  lung  fields. 
Laboratory  tests  were  all  within  normal  limits 
except  for  albuminuria  and  8 to  10  red  blood  cells 
per  high-power  field. 

His  final  admission  in  August,  1969,  was  for 
mental  deterioration  and  convulsions  associated 
with  right-sided  hemiparesis,  which  then  pro- 
gressed to  involve  the  left  leg  as  well.  Fundusco- 
pic  examination  revealed  right  retinal  artery  oc- 
clusion. He  was  in  congestive  cardiac  failure. 
Four  days  later  he  lapsed  into  a coma,  passed  a 
tarry  stool,  became  hypotensive,  and  expired. 

The  electrocardiogram  showed  sinus  rhythm 
with  occasional  premature  ventricular  beats,  and 
peaked  P waves  in  leads  II,  IE,  and  a Vf.  The  QRS 
voltage  was  high.  The  T waves  were  inverted  in 
leads  II,  III,  aVf,  and  V4  to  V6.  This  was  consis- 
tent with  left  ventricular  hypertrophy.  The  vec- 
torcardiogram showed  initial  forces  that  were  di- 
rected right  anteriorly  and  superiorly.  In  the 
frontal  plane,  the  QRS  loop  showed  a figure-of- 
eight  configuration  with  an  initial  clockwise,  then 
counterclockwise  rotation.  In  the  horizontal 
plane,  the  loop  was  inscribed  in  a counterclock- 
wise fashion,  and  the  QRS  loop  was  of  high  volt- 
age. The  T loop  was  in  opposite  direction  to  the 
QRS  loop.  These  findings  were  suggestive  of  in- 
complete left  bundle  branch  block  and  anterosep- 
tal  and  diaphragmatic  wall  myocardial  infarc- 
tions. Therefore,  although  the  electrocardiogram 
was  that  of  left  ventricular  hypertrophy,  the  vec- 
torcardiogram was  suggestive  of  infarction  pattern 
(Fig.  3). 

Postmortem  gross  examination  of  the  heart  re- 
vealed cardiomegaly.  The  weight  was  630  Gm. 
There  was  left  ventricular  dilatation  and  hyper- 
trophy, left  atrial  dilatation,  marked  right  ven- 
tricular hypertropy,  and  mild  sclerotic  changes  of 
the  aortic  valve.  There  was  patchy  fibrosis  of  the 
left  ventricle,  and  a red  brown  mural  thrombus 
was  noted  in  the  apex.  The  left  anterior  descend- 
ing and  circumflex  branches  of  the  coronary  artery 
showed  40  per  cent  narrowing,  and  the  right  coro- 
nary artery  had  minimal  altherosclerosis.  This 
degree  of  narrowing  has  not  been  considered  to 


be  hemodynamically  significant.  Microscopic  ex- 
amination revealed  moderate  hypertrophy  of  mus- 
cle fibers,  patchy  fibrosis,  and  no  evidence  of  ath- 
erosclerosis of  the  intramural  coronary  branches  or 
infarction.  The  intima  of  the  left  coronary  artery 
was  moderately  thickened.  The  lungs  showed 
chronic  passive  congestion,  pulmonary  edema,  bi- 
lateral hydrothorax,  and  arteriosclerosis  of  the 
pulmonary  artery.  Liver,  kidney,  and  spleen  also 
showed  chronic  passive  congestion.  Microscopic 
examination  of  the  kidney  revealed  no  hyperten- 
sive vascular  changes.  Examination  of  the  brain 
revealed  multiple  emboli  in  cerebral  arteries  and 
arterioles,  as  well  as  old  and  recent  encephaloma- 
lacia  in  the  occipital,  temporal,  and  parietal  lobes, 
and  in  the  cerebellum. 

Case  4.  A forty-six-year-old  black  male  drug 
addict  was  admitted  in  June,  1970,  with  a two- 
week  history  of  progressive  exertional  dyspnea, 
cough  productive  of  yellow  green  sputum,  ankle 
edema,  two-pillow  orthopnea,  and  paroxysmal 
nocturnal  dyspnea.  He  had  two  previous  admis- 
sions for  pneumonia  in  February,  1970. 

Pertinent  physical  findings  in  June,  1970,  were 
as  follows:  neck  veins  were  distended,  blood  pres- 
sure was  140/90  mm.  Hg,  a heaving  apical  im- 
pulse was  palpable  3 cm.  left  of  the  midclavicular 
line  in  the  fifth  intercostal  space,  and  the  rhythm 
was  regular  with  a third-sound  gallop.  Hepato- 
megaly and  4 plus  pitting  edema  of  the  legs  were 
present.  Chest  x-ray  film  revealed  an  enlarged 
left  ventricle,  central  pulmonary  venous  conges- 
tion, and  pneumatocele  of  the  right  apex  of  the 
lung.  Lung  scan  demonstrated  a cold  area  in  the 
right  apex,  probably  due  to  bullous  formation, 
and  a cold  area  in  the  right  midlung  field.  Labo- 
ratory work,  including  electrolytes,  uric  acid,  cre- 
atinine, glucose,  and  complete  blood  counts,  were 
within  normal  limits. 

The  electrocardiogram  showed  small  R and 
deep  S waves  in  V/,  QS  in  V;  and  V3,  consistent 
with  localized  anterior  wall  infarction,  and  there 
were  ST-T  changes  with  tall  R waves  in  the  left 
precordial  leads.  The  vectorcardiogram  showed 
incomplete  left  bundle  branch  block  and  exagger- 
ated right  anterior  forces  consistent  with  antero- 
septal  wall  myocardial  infarction  (Fig.  4). 

Cardiac  catheterization  was  performed  after 
congestive  heart  failure  was  alleviated  by  appro- 
priate therapy. 

Case  5.  A forty-year-old  Negro  male  was  ad- 
mitted to  Metropolitan  Hospital  for  the  first  time 
in  1968  because  of  paroxysmal  nocturnal  dyspnea, 
oppressive  feelings  in  the  left  chest,  progressive 
dyspnea  on  exertion,  orthopnea,  leg  edema,  and 
ascites.  He  admitted  drinking  three  to  five  quarts 
of  whiskey  and  five  cans  of  beer  per  day  for  many 
years.  He  was  treated  with  digitoxin,  diuretics, 
bed  rest,  abstinence  from  alcohol,  and  a low-salt 
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diet.  He  became  asymptomatic  after  losing  15 
pounds. 

On  April  29.  1969,  when  he  was  electively  ad- 
mitted for  cardiac  catheterization,  he  was  asymp- 
tomatic. Pertinent  physical  findings  included  a 
blood  pressure  of  160/100  mm.  Hg.  Cervical 
veins  were  not  distended,  and  there  was  no  car- 
diomegalv.  The  rhythm  was  regular,  and  the  rate 
was  106  per  minute  with  ventricular  extrasystoles. 
Third  and  fourth  heart  sounds  were  audible  at  the 
apex.  The  liver  was  enlarged  to  3 cm.  below  the 
right  costal  margin,  but  there  was  no  pedal 
edema. 

The  complete  blood  count  and  blood  chem- 
istries were  within  normal  limits  except  for  an  in- 
direct bilirubin  of  1.3  mg.  per  100  ml.,  with  a di- 
rect of  0.3  mg.  per  100  ml. 

The  electrocardiogram  revealed  poor  progres- 
sion of  the  R wave  in  precordial  leads  V3  and  V4, 
low  voltage  in  the  frontal  plane  leads,  and  a Q-S 
pattern  in  aVl  simulating  high  lateral  and  anterior 
infarction  (Fig.  5).  Signs  of  atrial  hypertrophy 
were  also  present.  The  vectorcardiogram  showed 
clockwise  rotation  in  the  horizontal  and  the  fron- 
tal planes  with  increased  rightward  forces.  In  the 
sagittal  plane,  the  major  rotation  was  counter- 
clockwise. These  findings  were  consistent  with 
incomplete  left  bundle  branch  block  (Fig.  5). 

Comment 

It  is  recognized  that  there  may  be  difficulty  in 
differentiating  cardiomyopathy  from  myocardial 
infarction.8"15  On  presentation  to  the  referring 
physicians,  the  patients  were  thought  to  have  cor- 
onary artery  disease.  Three  of  the  5 patients  re- 
ported chest  pain,  and  the  other  2 had  symptoms 
of  heart  failure.  Although  the  chest  pain  was  not 
always  typical,  it  was  the  electrocardiographic 
and/or  vectorcardiographic  findings  which  sug- 
gested the  diagnosis  of  myocardial  infarction. 

These  infarct  patterns  may  be  the  result  of  sev- 
eral possible  etiologic  factors,  one  of  which  could 
be  the  presence  of  myocardial  infarction  secondary 
to  associated  coronary  artery  disease.  However, 
when  the  subjects  were  studied  with  coronary  an- 
giography, no  evidence  for  such  disease  was  found 
in  any  of  these  5 cases.  Moreover,  one  case  (Case 
3)  died  and,  at  autopsy,  was  found  to  have  no  sig- 
nificant involvement  of  the  coronary  arteries. 

Another  cause  of  the  infarct  patterns  could  be 
the  loss  of  electromotive  forces  secondary  to  dif- 
fuse myocardial  fibrosis.  Such  fibrosis  is  often 
noted  to  alter  the  normal  paths  of  ventricular  con- 
duction and  may  result  in  changes  in  the  sequence 
of  depolarization.  All  our  cases  demonstrated 
some  conduction  disturbance  on  vectorcardio- 
gram. The  mechanism  which  causes  the  myocar- 
dial fibrosis  in  these  patients  is  uncertain,  but 
various  possibilities  are  present,  one  of  which 
could  be  the  presence  of  disease  of  the  small  ves- 
sels which  could  not  be  detected  by  coronary  arte- 


riography.1617 Arteriolar  disease  has  been  postu- 
lated as  the  mechanism  for  production  of  anginal 
syndrome  in  young  women  with  normal  coronary 
arteriograms,18  and  has  even  been  implicated  in  a 
case  of  acute  myocardial  infarction.19  In  other 
cases  of  infarction  with  normal  coronary  arterio- 
grams, abnormal  hemoglobin  dissociation  curves 
were  noted.-0  Narrowing  of  the  lumen  of  small 
arteries  has  been  described  in  cases  of  cardiomy- 
opathy associated  with  disappearance  of  the  nor- 
mal winding  of  secondary  and  tertiary  branches  of 
the  arterial  tree.15 

Myocardial  fibrosis,  without  any  coronary  vessel 
disease,  may  be  due  to  the  toxic  effect  of  alcohol 
on  the  myocardium.  Four  out  of  5 of  our  cases 
had  chronic  alcoholism.  High  doses  of  ethanol 
may  cause  elevated  levels  of  acetaldehyde  which 
may  be  toxic,21  or  may  result  in  the  protection  of 
reduced  nicotinic  acid  dehydrogenase  (NADH) 
which  in  turn  may  interfere  with  the  oxidative 
process.22 

It  has  also  been  demonstrated  that  there 
are  alterations  in  the  integrity  of  the  myo- 
cardial membrane  resulting  in  the  leakage  of  en- 
zymes and  electrolytes  from  the  muscle  cells  with 
acute  alcohol  ingestion.21 

The  electrocardiographic  and  vectorcardio- 
graphic findings,  demonstrated  in  our  cases,  have 
been  noted  in  patients  with  other  types  of  cardio- 
myopathy, including  familial  cardiomyopathy,23 
Chagas’  disease  of  the  heart,24-26  Duchenne’s  dys- 
trophy,26 and  idiopathic  hypertrophic  subaortic 
stenosis.16.117.27-31  In  familial  cardiomyopathy  and 
Duchenne’s  muscular  dystrophy,  the  etiologic 
agent  is  unknown,  while  in  Chagas’  disease  of  the 
heart,  the  Trypanosoma  cruzi  has  been  implicated 
in  the  production  of  myocardial  fibrosis. 

As  in  our  patients,  normal  coronary  angiograms 
have  been  found  in  patients  with  idiopathic  hy- 
pertrophic subaortic  stenosis  with  infarct  pat- 
terns.16 Coyne32  postulated  that  the  origin  of  the 
pathologic  Q wave  in  idiopathic  hypertrophic 
subaortic  stenosis  could  be  attributed  to  septal 
hypertrophy  but  asserted  that  only  10  per  cent  of 
the  cases  with  such  septal  hypertrophy  have 
pathologic  Q waves  and  added,  further,  that  while 
hypertrophy  of  the  left  ventricular  free  wall  is 
manifested  by  an  increase  in  voltage,  the  septal 
hypertrophy  is  usually  associated  with  forces  of 
smaller  than  normal.  Lepeschkin33  offered  the 
explanation  that  conduction  of  electrical  impulses 
proceed  along  the  long  axis  of  the  muscle  fibers, 
and  that  transeptal  activation  is  therefore  related 
to  the  arrangement  of  muscle  bundles  in  the  sep- 
tum. The  base  and  middle  third  of  the  interven- 
tricular septum  is  composed  of  deep  spinobulbar 
and  deep  spinospiral  muscles,  while  the  apical 
third  is  constructed  of  superficial  spinobulbar  and 
spinospiral  muscles,  and  it  is  deemed  possible  by 
this  author  that,  as  muscle  bundles  of  different 
groups  lace  the  septum  in  different  directions, 
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they  may  cause  a cancellation  of  electromotive 
forces. 

In  this  series  of  cases,  none  of  the  subjects  dem- 
onstrated evidence  of  idiopathic  hypertrophic 
subaortic  stenosis,  positive  family  histories  of 
heart  disease,  neuromuscular  disorders,  trypano- 
somiasis, or  any  of  the  aforementioned  entities  in 
which  infarction  patterns  have  been  described. 
They  were  all  black,  and  4 were  young  or  middle 
aged.  Likewise,  all  but  one  of  the  subjects  had 
histories  of  prolonged  and  excessive  consumption 
of  alcohol. 

In  the  presence  of  infarct  patterns  on  electrocar- 
diograms or  vectorcardiograms,  the  diagnosis  of 
cardiomyopathy  has  to  be  entertained  in  patients 
who  are  young  or  middle  aged,  who  present  symp- 
toms of  biventricular  heart  failure  early  in  the 
course  of  the  disease,  who  have  left  ventricular 
hypertrophy  without  hypertension,  and  who  show 
generalized  cardiomegaly  on  chest  x-ray  film. 
Futhermore,  P-wave  abnormalities  in  the  right 
precordial  chest  leads  and  intraventricular  con- 
duction defects  may  be  of  added  assistance  in 
making  the  proper  diagnosis. 

When  these  facts  are  considered,  coronary  angi- 
ography will  rarely  be  necessary  to  support  that 
diagnosis.  It  is  interesting,  however,  that  when 
coronary  angiography  was  performed,  coronary  ar- 
teries were  found  to  be  large  in  all  cases  reported 
here,  in  contradistinction  to  the  observations 
made  in  patients  with  coronary  artery  disease  and 
myocardial  infarction. 

Metropolitan  Hospital  Center,  Room  605 
1901  First  Avenue 
New  York,  New  York  10029 
(DR.  RUBLER) 
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Skin  infection  secondary  to  salmonella  is  ex- 
tremely rare.  All  5 cases  reported  in  the  litera- 
ture were  traced  to  direct  skin  contact  with 
salmonella  from  an  external  source.1'4  The  pur- 
pose of  this  communication  is  to  report  a case  of 
salmonella  skin  infection  which  was  probably  re- 
lated to  an  episode  of  bacteremia. 

Case  report 

A forty-four-year-old  white  male  had  been  in 
excellent  health  until  ten  months  prior  to  admis- 
sion to  Washington  Hospital  Center  when  he  first 
noticed  fatigue,  weakness,  and  easy  bruising. 
Four  months  prior  to  admission,  the  patient  was 
found  to  be  leukopenic  and  had  a hemoglobin  of  4 
Gm.  per  100  ml.  The  bone  marrow  demonstrated 
infiltration  with  lymphocytes,  and  lymphoma  was 
suspected.  No  biopsies  were  performed.  He  was 
treated  with  chlorambucil,  prednisone,  and  vin- 
cristine sulfate.  One  month  prior  to  admission, 
without  any  history  of  trauma,  the  dorsum  of  the 
left  foot  became  swollen  and  ecchymotic.  These 
signs  subsided  on  bed  rest,  but  ulceration  oc- 
curred. Subsequently,  the  right  foot  and  lateral 
aspects  of  both  legs  became  swollen.  One  week 
prior  to  admission,  he  developed  flank  pain,  dysu- 
ria  and  frequency,  and  urine  cultures  showed 
salmonella  in  a titer  of  105  per  milliliter.  The  ser- 
otype was  not  determined.  He  was  treated  with 
sodium  ampicillin  but  developed  a rash  after  five 
days,  and  chloramphenicol  was  started  on  the  day 
of  admission  to  the  hospital. 

On  admission,  he  was  pale  with  early  Cushingoid 
facial  changes,  multiple  ecchymoses,  and  an 
erythematous  rash  all  over  the  body.  The  tem- 
perature was  99°  F.  Lymph  nodes  were  minimal- 
ly enlarged  except  for  one  3 by  3 cm.  node  present 
in  the  left  axilla.  The  heart  was  not  enlarged.  A 
systolic  ejection  murmur  (grade  II/VI)  was 
heard  along  the  left  sternal  border.  The  abdomen 


was  soft.  The  liver  was  palpable,  4 cm.  beneath 
the  right  costal  margin,  and  a spleen  tip  was  felt. 

A 2.5  cm.  by  2.5  cm.  ulcer  was  present  over  the 
dorsum  of  the  left  foot.  Fluctuant  masses  with 
bluish  discoloration  were  observed  on  the  lateral 
aspects  of  both  legs.  The  complete  blood  count 
(CBC)  showed:  hemoglobin,  9.5  Gm.  per  100  ml.; 
hematocrit,  28.5;  and  white  blood  count  (WBC) 
1,849  per  cubic  millimeter  with  56  per  cent  lympho- 
cytes, 32  per  cent  segmented  neutrophils,  8 per  cent 
nonsegmented  neutrophils,  one  eosinophil,  one 
basophil  and  two  monocytes.  The  platelet  count 
was  210,000  per  cubic  millimeter. 

Prednisone  and  chloramphenicol  were  contin- 
ued without  noticeable  improvement.  The  left 
foot  ulceration  became  larger.  Needle  aspiration 
of  the  fluctuant  masses  on  both  legs  revealed 
chocolate-appearing  material.  Cultures  of  the  ul- 
ceration on  the  left  foot  and  of  the  aspirates  ob- 
tained from  the  leg  masses  were  all  positive  for 
Salmonella  enteritidis  sensitive  to  sodium  ampi- 
cillin, chloramphenicol,  cephalothin,  and  tetracy- 
cline. 

The  skin  lesions  rapidly  ulcerated  (Fig.  1).  Skin 
biopsies  of  the  ulcer  margins  showed  acute  and 
chronic  inflammation  but  no  tumor  infiltration. 

Nineteen  days  after  admission,  Salmonella 
enteritidis  were  still  isolated  from  all  ulcerations, 
but  in  addition,  Pseudomonas  aeruginosa  was  cul- 
tured for  the  first  time.  One  month  after  admis- 
sion, the  ulcerations  showed  only  small  buds  of 
granulation  tissue. 

Colistimethate  sodium,  tetracycline,  and  sodi- 
um cephalothin  were  used  in  successive  courses. 
On  the  forty-fifth  day  of  the  hospital  stay,  defi- 
nite improvement  was  noted.  The  ulcerations  ap- 
peared clean,  and  cultures  became  negative.  Skin 
grafts  were  applied  to  the  denuded  areas  two 
weeks  later.  The  wounds  healed  in  spite  of  the 
neutropenia  that  remained  throughout  the  hospi- 
tal course. 

Urine  cultures  were  negative  for  salmonella  in 
the  hospital.  However,  stool  cultures  previously 
negative  became  positive  for  salmonella  two  weeks 
after  discharge  from  the  hospital  and  after  all  an- 
tibiotics were  stopped.  Blood  cultures  taken  on 
multiple  occasions  were  negative.  Radiologic 
studies  of  bone  underlying  the  ulcerations  were 
normal  throughout  the  hospital  course.  The  pa- 
tient has  remained  well  for  four  years,  except  for 
continuing  leukopenia,  anemia,  and  splenomegaly. 

Comment 

It  is  not  clear  if  this  patient  had  a lymphoma. 
Although  the  bone  marrow  was  suggestive,  un- 
fortunately, no  node  biopsy  was  performed'.  The 
increased  ability  of  salmonella  to  produce  infec- 
tion in  patients  with  underlying  disease  is  well 
known.  A major  underlying  disease,  usually  of 
the  hematopoietic  system,  has  been  reported  in  50 
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FIGURE  1 . (A)  Left  leg  and  foot  one  week  after  admission.  (B)  Close-up  view  of  ulcerations;  note  sinus  tracts. 


per  cent  of  patients  with  salmonella  bacteremia  or 
localized  salmonella  infection.5,6  In  addition  to 
hemolytic  anemias,  malignant  lymphoma  and  leu- 
kemia account  for  the  majority  of  underlying  dis- 
eases of  the  hematopoietic  system.5,6 

Several  other  factors  are  known  to  increase  host 
susceptibility  to  infection,  such  as  antibiotic  ad- 
ministration, irradiation,  corticosteroid  adminis- 
tration, cytotoxic  cancer  chemotherapy,  liver  dis- 
ease, leukopenia,  and  hypogammaglobulinemia. 
This  patient  had  leukopenia  and  received  pred- 
nisone and  two  cytotoxic  agents,  chlorambucil 
and  vincristine  sulfate,  prior  to  the  onset  of  the 
skin  lesions. 

Although  salmonella  antibody  titers  in  serum 
unfortunately  were  not  determined  in  this  patient, 
approximately  two-thirds  of  patients  with  salmo- 
nellosis, complicating  disseminated  malignant 
diseases,  had  a significant  antibody  response  in 
one  study.6 

Although  rare,  the  capacity  of  salmonella  to  in- 
fect skin  from  an  exogenous  contact  has  been 
demonstrated  in  earlier  reports.1'4  There  have 
been  no  previous  reports  of  salmonella  skin  infec- 
tion not  related  to  exogenous  contact.  This  man 
most  likely  had  salmonella  bacteremia  that  went 
undetected,  with  secondary  localization  in  the 
subcutaneous  tissues  and  kidney.  Biopsy  of  this 
patient’s  skin  lesions  revealed  no  neoplasia.- 
However,  localized  salmonella  infections  at  sites 
of  tumor  growth  would  not  be  unexpected.  Nu- 
merous instances  have  been  reported  in  the  litera- 


ture of  localization  of  salmonella  in  sites  of  pre- 
existing disease  after  episodes  of  bacteremia.5 

Summary 

Salmonella  infections  of  the  skin  are  rare.  All  5 
previously  reported  cases  were  due  to  direct  skin 
contact  with  salmonella  from  an  external  source. 
This  is  the  first  report  of  salmonella  skin  infec- 
tion presumably  related  to  bacteremia. 

A forty-four-year  old  man  with  suspected  lym- 
phoma developed  salmonella  pyelonephritis  and 
bullous  skin  lesions  on  both  legs.  Salmonella 
enteritidis  was  isolated  from  aspirates  of  the  bul- 
lae on  both  legs. 

3300  Henry  Avenue 
Philadelphia,  Pennsylvania,  19129 
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As  part  of  a survey  of  publicly  assisted  families 
in  New  York  City,  mothers  were  interviewed 
about  their  attitudes  toward  and  utilization  of 
health-care  services  for  their  children.  During  the 

*The  survey  was  part  of  a research  project,  “Utilization  of 
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guidance  of  James  R.  Dumpson  when  he  was  Commissioner  of 
Welfare  of  the  City  of  New  York,  and  supported  by  Public 
Health  Service  Grant  number  7R01  CH00369  from  the  Nation- 
al Center  for  Health  Services  Research  and  Development.  Dr. 
Podell  was  principal  investigator  of  the  project  and  Dr.  Robert 
Lejeune  was  its  research  director.  Several  research  reports 
were  produced  by  the  project.1'4 


lengthy  interview  of  over  two  hours’  duration,  the 
women  were  asked  their  opinions  about  child 
health. 

Attitudes  regarding  preventive  care 

When  asked,  “In  general,  would  you  say  your 
child’s  health  is  excellent,  good,  fair,  or  poor,”  two 
thirds  of  the  mothers  replied,  “excellent”  or 
“good.”  As  is  indicated  in  Table  I,  Puerto  Rican 
mothers  were  less  likely  than  the  rest  to  assess 
their  children’s  health  favorably.  Regardless  of 
ethnic  group,  the  less  education  the  women  had, 
the  less  likely  they  were  to  answer  positively. 

With  regard  to  well-baby  care,  the  respondents 
were  asked,  “If  a one-year-old  baby  is  in  good 
health,  is  it  ever  necessary  to  take  him  to  see  a 
physician?”  A similar  question  was  posed  con- 
cerning a three-year-old  child.  As  may  be  seen  in 
Table  I,  in  both  cases  Puerto  Rican  mothers  were 
more  likely  than  the  rest  to  doubt  the  necessity 
for  well-child  visits.  And,  the  more  education  the 
women  had,  the  more  likely  they  were  to  doubt 
the  need  for  medical  examinations  for  healthy 
children. t 

f Yankauer  et  al.s  found  that  the  lower  their  social  class  po- 
sition, the  less  likely  mothers  were  to  take  their  well  babies  for 
examination. 


TABLE  I.  Attitudes  toward  preventive  child  care  by  education  and  ethnic  group  of  mothers 

Ethnic  Group 

Consideration  and  / Puerto  Rican . . Negro > White 


Education  of  Mother 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Rated  their  children’s  health 
as  excellent  to  good 
Grade  8 or  less 

52.1 

683 

68.6 

268 

73.6 

53 

Grade  9 to  11 

58.4 

219 

70.7 

489 

75.9 

112 

High  school  graduate 

70.8 

48 

79.0 

257 

85.3 

41 

Totals 

54.5 

950 

72.3 

1,014 

76.9 

206 

Doubted  the  necessity  for 
examinations  for  healthy 
one-year-olds 


Grade  8 or  less 

36.3 

686 

16.3 

269 

20.4 

54 

Grade  9 to  11 

21 .4 

220 

10.2 

490 

8.0 

112 

High  school  graduate 

14.6 

48 

9.3 

257 

12.2 

41 

Totals 

31.7 

954 

11 .6 

1,016 

12.0 

207 

Doubted  the  necessity  for 
examinations  for  healthy 
three-year-olds 
Grade  8 or  less 

40.0 

686 

19.0 

269 

31.5 

54 

Grade  9 to  11 

28.2 

220 

15.3 

490 

25.0 

112 

High  school  graduate 

25.0 

48 

12.5 

257 

24.0 

41 

Totals 

36.5 

954 

15.6 

1,016 

26.9 

207 

Knew  where  to  go  for  free 
well-baby  examinations 
Grade  8 or  less 

49.9 

686 

62.8 

269 

63.0 

54 

Grade  9 to  11 

53.6 

220 

67.6 

490 

70.5 

112 

High  school  graduate 

56.2 

48 

69.3 

257 

73.2 

41 

Totals 

51 .0 

954 

66.8 

1,016 

68.7 

207 
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TABLE  II.  Utilization  of  medical  services  for  children  during 
previous  year  by  number  of  physician-child  contacts  and  by 
ethnic  group  in  percentages 


Consideration 

Physi- 

cian’s 

Office 

Home 

Visit 

Out- 

patient 

Clinic 

Emer- 

gency 

Clinic 

Number  of 
physician- 
child  contacts 
None 

83.3 

58.6 

38.2 

30.3 

One  to 
three 

12.9 

25.0 

21  .7 

42.7 

Four  or 
more 

3.8 

16.4 

40.1 

27.0 

Totals 

100.0 

100.0 

100.0 

100.0 

Mean  num- 
ber of 
contacts 

0.4 

1.5 

3.3 

2.6 

Ethnicity 

Puerto  Rican 

26.8 

32.0 

52.0 

71 .7 

Negro 

25.6 

47.1 

72.6 

70.1 

White 

21 .7 

56.7 

54.4 

58.5 

If  their  belief  in  the  need  for  well-child  exami- 
nations is  to  be  acted  on,  the  mothers  would  have 
to  know  where  to  go  for  them.  The  women  were 
asked,  “Is  there  any  place  around  here  where  a 
mother  can  take  a child  not  yet  in  school  for  a free 
medical  examination,  even  when  the  child  is  not 
sick?”  Acceptable  answers  entailed  citing  a par- 
ticular clinic,  health  station,  hospital,  or  office. 
About  60  per  cent  of  the  mothers  on  welfare 
knew  where  to  go  to  obtain  free  examinations  for 
preschool  children.  Again,  ethnic  groups  and  ed- 
ucation were  important  factors:  Puerto  Rican 

women  were  least  likely  to  have  such  knowledge; 
and  the  less  schooling  the  respondents  had,  the 
less  likely  was  it  that  they  knew  of  an  available 
health-care  facility  (Table  I). 

Physician-child  contacts 

The  mothers  reported  a mean  average  of  7.7 
contacts  between  their  children  and  physicians 
during  the  previous  year.  Frequency  of  contacts 
varied  with  ethnic  group:  Puerto  Ricans  reported 
fewest  contacts  (mean,  6.8),  whites  were  next 
(mean,  7.7),  and  Negroes  reported  most  (mean, 

8.5) .  As  is  illustrated  in  Table  II,  the  vast  major- 
ity of  physician-child  contacts  occurred  in  clinics, 
either  outpatient  (mean,  3.3)  or  emergency  (mean, 

2.6) .  Fewer  contacts  resulted  from  physicians’ 


visits  to  the  home  (mean,  1.5)  and  least  from  of- 
fice visits  (mean,  0.4). 

Patterns  of  utilization.  Patterns  of  utilization 
also  varied  with  ethnic  groups.  As  is  indicated  in 
Table  II,  white  families  on  welfare  were  more  like- 
ly than  the  rest  to  have  physicians  visit  their 
homes  to  care  for  their  children.  Whites  averaged 
2.4  such  contacts  during  the  previous  year,  in  con- 
trast to  1.8  for  Negroes  and  1 for  Puerto  Ricans. 
Publicly  assisted  Negro  families  used  outpatient 
clinics  more  than  the  rest.  And  both  Negro  and 
Puerto  Rican  families  were  far  more  likely  than 
whites  to  visit  emergency  clinics.  They  averaged 
2.7  and  2.6  contacts,  respectively,  compared  with 
1.9  for  the  white  families.6,7 

As  may  be  seen  in  Table  III,  mothers  with  pre- 
school children  reported  more  physician-child  con- 
tacts than  did  mothers  with  only  older  children. 
But  women  with  3 or  more  preschool  children 
mentioned  fewer  such  contacts  than  did  those 
with  only  1 or  2.  There  appeared  to  be  an  added 
deterrent  operating  in  families  with  3 or  more 
preschool  children  sufficiently  important  to  war- 
rant separate  tabulation. 

Puerto  Rican  and  Negro  families  had  more 
preschool  children  than  did  white  families.  They 
were  also  more  likely  than  whites  to  have  3 or 
more  such  children  and,  as  a consequence,  to  have 
infants  in  their  households.  Among  those  under 
thirty  years  of  age,  36.9  per  cent  of  the  Puerto 
Rican  (310)  and  32.7  per  cent  of  the  Negro  (416) 
women  had  three  or  more  preschool  children,  in 
contrast  to  27.7  per  cent  of  the  whites  (65).  In 
the  same  age  category,  33.9  per  cent  of  the  Puerto 
Ricans,  27.6  per  cent  of  the  Negroes,  and  20  per 
cent  of  the  whites  had  infants  at  home. 

Because  so  many  of  the  physician-child  contacts 
take  place  in  clinics,  arrangements  for  “minding” 
the  other  children,  especially  when  there  are  in- 
fants in  the  household,  might  be  expected  to  have 
a significant  effect  on  such  utilization.  However, 
the  data  do  not  support  this  assertion. 

The  presence  of  an  infant  in  the  household  made 
virtually  no  difference  in  the  frequency  of  physician- 
child  contacts.  In  56  per  cent  of  the  families  (with 
preschool  children)  with  a child  under  the  age  of  one, 
the  mother  reported  6 or  more  physician-child  con- 
tacts, in  contrast  to  54  per  cent  of  the  families  with- 
out an  infant. 

The  presence  of  a husband  in  the  household  was 
unrelated  to  the  use  of  physicians  for  child  care:  56 

per  cent  of  the  women  with  husbands  reported  fre- 


TABLE  III.  Mean  number  of  physician-child  contacts  by  number  of  children  and  number  of  preschool  children  in  household 


Number  of 
Preschool 
Children 

1 

£ 

O 

■lumber  ■ 

of  Children 
3 

—6  c 
Mean 

Mean 

Number 

Mean 

Number 

Mean 

Number 

Mean 

Number 

Number 

None 

4.7 

159 

4.9 

181 

6.0 

136 

6.3 

168 

8.6 

67 

1 or  2 

7.1 

130 

8.0 

237 

8.2 

174 

9.5 

271 

9.8 

219 

3 or  more 

8.0 

102 

8.4 

138 

9.1 

187 
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TABLE  IV.  Per  cent  and  number  of  mothers  of  preschool 
children  who  reported  six  or  more  physician-child  contacts 
during  the  previous  year 

/ Number  of  Preschool  Children— — ' 


Characteristics  or 
Attitudes  of  Respondent 

— 1 or 
Per 
Cent 

2 v 

Number 

. 3 or 

Per 

Cent 

more ' 

Number 

Mother’s  education 
High  school  graduate 

61.6 

193 

60.6 

66 

Grade  9 to  11 

56.1 

423 

47.7 

189 

Grade  8 or  less 

52.4 

414 

49.7 

171 

Has  mother  ever  worked? 
Yes 

57.4 

847 

57.7 

317 

No 

40.3 

161 

47.1 

102 

Mother’s  prenatal  care 
began* 

First  to  third  month 

65.6 

206 

62.7 

83 

Third  to  sixth  month 

59.9 

237 

51.4 

214 

Over  sixth  month  or 

53.3 

75 

51.7 

87 

never 

Examinations  for  healthy 
one-year-olds  are.  . . 
Necessary 

56.5 

843 

60.1 

326 

Unnecessary 

52.0 

183 

38.4 

99 

Examinations  for  healthy 
three-year-olds  are.  . . 
Necessary 

57.7 

789 

60.8 

308 

Unnecessary 

49.5 

238 

40.7 

118 

Seriousness  of  lack  of  well- 
child  examinations  for 
three-year-olds 
Very  serious 

57.6 

233 

65.4 

84 

Somewhat  serious 

57.1 

503 

57.7 

213 

Not  serious 

52.0 

279 

44.8 

116 

Physicians  are  rude 
Sometimes 

61.8 

401 

56.8 

176 

Never 

51.9 

628 

53.6 

250 

Mothers  do  not  visit  physi- 
cians when  sick  them- 
selves 
Yes 

59.1 

715 

55.7 

131 

No 

48.1 

316 

54.7 

296 

* For  accuracy  of  recollection,  this  includes  only  women  who  had  given 
birth  within  the  previous  thirty  months. 


quent  physician-child  contact,  compared  with  54  per 
cent  of  those  without  husbands.  Furthermore, 
whether  or  not  there  were  relatives  within  walking 
distance  made  little  difference:  55  per  cent  of  those 
who  had  relatives  nearby  reported  6 or  more  physi- 
cian-child contacts,  as  against  56  per  cent  of  those 
who  did  not.  Similarly,  58  per  cent  of  the  mothers 
who  usually  took  their  other  children  with  them 
when  they  went  to  clinics  reported  frequent  con- 
tacts, in  contrast  to  56  per  cent  who  usually  left 
them  unattended  and  55  per  cent  who  left  them  in 
someone  else’s  care. 

Reactions  to  waiting  at  the  clinic  were  unrelated  to 
frequency  of  contacts:  57  per  cent  of  the  mothers  of 
preschool  children  who  said  that  waiting  in  the  clinic 
bothers  them  “a  lot”  reported  6 or  more  physician- 
child  contacts,  compared  with  54  per  cent  who  were 
bothered  “a  little”  and  58  per  cent  who  were  both- 
ered “not  at  all.” 

Similarly,  being  afraid  of  going  out  of  the  house  to 
travel  to  the  clinic,  which  could  be  a deterrent  to  ob- 
taining medical  care,  was  found  to  be  unassociated 
with  the  frequency  of  physician-child  contacts. 
Feeling  fear  in  the  neighborhood  during  the  day  (52 
per  cent  of  the  fearful  reported  6 or  more  contacts 
versus  56  per  cent  of  the  unafraid),  being  fearful  of 
leaving  the  neighborhood  (55  versus  55  per  cent),  and 
being  afraid  of  getting  lost  on  the  subway  (54  versus 
55  per  cent)  apparently  had  no  effect  on  the  utiliza- 
tion of  clinics  for  child  care. 

Characteristics  of  mothers.  Frequent  physi- 


cian-child contacts  did  appear  to  be  related  to 
particular  characteristics  of  the  mothers.  Puerto 
Rican  mothers  of  preschool  children  were  less  like- 
ly than  the  rest  to  report  frequent  physician-child 
contacts  during  the  previous  year.  Among  fami- 
lies with  1 or  2 preschool  children,  50.6  per  cent  of 
the  Puerto  Rican  (442)  respondents  mentioned  6 
or  more  such  contacts,  compared  with  59.2  per 
cent  of  the  Negroes  (500)  and  60.7  per  cent  of  the 
whites  (89).  Among  families  with  3 or  more  pre- 
school children,  47.4  per  cent  of  the  Puerto  Rican 
women  (192)  reported  6 or  more  contacts,  in  con- 
trast to  62.2  per  cent  of  the  Negroes  (209)  and 
53.9  per  cent  of  the  whites  (26). 

Women  with  more  education,8  those  with  em- 
ployment experience,  and  those  who  began  their 
prenatal  care  early,910  were  also  more  likely  to  re- 
port frequent  physician-child  contacts.  Among 
mothers  of  3 or  more  preschool  children,  those  who 
viewed  well-child  examinations  as  necessary  were 
significantly  more  likely  to  report  frequent  con- 
tacts; for  women  with  fewer  preschool  children, 
there  was  little  or  no  association.  Among  mothers 
of  1 or  2 preschool  children,  those  with  a negative 
attitude  toward  physicians  were  less  likely  to  re- 
port frequent  use.  However,  for  the  women  with 
3 or  more  preschool  children,  this  factor  had  no 
apparent  effect  (Table  IV). 

Summary 

Puerto  Rican  mothers  were  more  likely  than  the 
rest  to  reject  the  notion  that  well-child  examina- 
tions for  preschool  children  were  necessities. 
They  were  also  less  likely  to  know  where  to  ob- 
tain free  well-child  examinations.  Further, 
women  with  less  schooling  tended  to  reject  the  ne- 
cessity for  well-child  care  and  to  be  unaware  of 
nearby  facilities  to  obtain  such  care. 

Most  physician-child  contacts  occurred  in  clin- 
ics. More  of  such  contacts  were  reported  by 
Negro  mothers,  who  were  most  likely  to  utilize 
outpatient  clinics,  and  by  mothers  who  had  pre- 
school children.  White  families  were  most  likely  of 
all  to  have  physicians  visit  the  home. 

Among  families  with  preschool  children,  more 
physician-child  contacts  were  reported  by  mothers 
who  had  more  schooling,  had  had  prior  employ- 
ment, and  who  had  begun  their  own  prenatal  care 
early.  Frequency  of  physician-child  contact  was 
apparently  unrelated  to  the  presence  of  an  infant 
or  a husband  in  the  household,  to  relatives  near- 
by, to  reactions  to  waiting  at  clinics,  or  to  fear  of 
traveling  beyond  the  neighborhood. 

535  East  80th  Street 
New  York,  New  York  10021 
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Obituaries 


Walter  Edward  Bab,  M.D.,  of  Flushing,  died  on  Sep- 
tember 5,  1971.  Dr.  Bab  received  his  medical  degree  in 
1923  from  the  University  of  Berlin.  He  was  a member  of 
the  American  Psychiatric  Association. 

Katherine  F.  Carnivale,  M.D.,  of  Buffalo,  died  on 
March  15  at  the  age  of  seventy-six.  Dr.  Carnivale  grad- 
uated in  1918  from  the  University  of  Buffalo  School  of 
Medicine.  She  was  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Francis  Xavier  Colassard,  M.D.,  of  Great  Neck,  died 
on  March  12  at  the  age  of  seventy-one.  Dr.  Colassard 
graduated  in  1929  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a staff  general 
practitioner  at  Manhasset  Medical  Center  Hospital. 
Dr.  Colassard  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Harold  Cononfort  Denman,  M.D.,  of  New  York  City, 
died  on  March  24  at  the  age  of  seventy-seven.  Dr.  Den- 
man graduated  in  1921  from  Long  Island  College  Hospi- 
tal. He  was  a consultant  in  internal  medicine  at  Kings 
County  Hospital  Center.  Dr.  Denman  was  a Fellow  of 
the  American  College  of  Physicians,  a Fellow  of  the 
American  College  of  Cardiology,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  DeWitt  Durvea,  M.D.,  of  Buffalo,  died  on 
March  13  at  the  age  of  eighty-four.  Dr.  Duryea  grad- 
uated in  1912  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  honorary  member  of  the  medical 
staff  at  the  Sisters  of  Charity  Hospital  of  Buffalo.  Dr. 
Duryea  was  a member  of  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Elmer  Gergely,  M.D.,  of  Brooklyn,  died  on  March  8 
at  the  age  of  seventy-six.  Dr.  Gergely  received  his  medi- 
cal degree  from  the  University  of  Budapest  in  1920.  He 
was  a consulting  obstetrician  and  gynecologist  at  Mai- 
monides  Hospital  of  Brookyn.  Dr.  Gergely  was  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and  Gynecolo- 
gy, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  Roger  Hannon,  M.D.,  of  Albany,  died  on  Janu- 
ary 13  at  the  age  of  eighty-two.  Dr.  Hannon  graduated 
in  1919  from  Johns  Hopkins  University  School  of  Medi- 


cine. He  was  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louis  Lombardo  Lapi,  M.D.,  of  Rochester,  died  on 
February  27  at  the  age  of  seventy-one.  Dr.  Lapi  grad- 
uated in  1925  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a consulting  surgeon  at  Park  Avenue 
Hospital.  Dr.  Lapi  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Marianne  Lindner,  M.D,,  of  New  York  City,  died  on 
November  11,  1972,  at  the  age  of  forty-seven.  Dr.  Lind- 
ner received  her  medical  degree  from  the  University  of 
Vienna  in  1953.  She  was  an  attending  physician  at  The 
New  York  Hospital  Outpatient  Department.  Dr.  Lind- 
ner was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Genevieve  Ann  McLaughlin,  M.D.,  of  Brooklyn,  died 
on  December  21,  1972,  at  the  age  of  sixty-two.  Dr. 
McLaughlin  graduated  in  1940  from  George  Washington 
University  School  of  Medicine.  She  was  a member  of 
the  American  Medical  Women’s  Association,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

William  Messer,  M.D.,  of  Brooklyn,  died  on  December 
24,  1972,  at  the  age  of  seventy.  Dr.  Messer  graduated  in 
1925  from  Long  Island  College  Hospital.  He  was  an  as- 
sociate attending  physician  at  Maimonides  Hospital  of 
Brooklyn,  an  assistant  attending  allergist  at  Maimonides 
Hospital  of  Brooklyn  Outpatient  Department,  and  a 
senior  clinical  assistant  pediatric  allergist  at  Mount 
Sinai  Hospital.  Dr.  Messer  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Allergy),  a Fellow 
of  the  American  College  of  Allergists,  and  a member  of 
the  American  Academy  of  Allergy,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  R.  Rathbun,  M.D.,  of  Kissimmee,  Florida, 
formerly  of  Canajoharie,  died  on  March  21  at  the  age  of 
eighty-eight.  Dr.  Rathbun  graduated  in  1909  from  Al- 
bany Medical  College.  He  was  a member  of  the  Mont- 
gomery County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Abraham  Rieger,  M.D.,  of  New  York  City,  died  on 
April  2 at  the  age  of  ninety-one.  Dr.  Rieger  graduated 
in  1904  from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital. 
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Simon  Rubin,  M.D.,  of  Brooklyn,  died  on  March  3 at 
the  age  of  sixty-seven.  Dr.  Rubin  received  his  medical 
degree  from  the  University  of  Vienna  in  1932.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edmund  F.  Schueller,  M.D.,  of  Buffalo,  died  on  March 
14  at  the  age  of  fifty-six.  Dr.  Schueller  received  his 
medical  degree  from  the  University  of  Vienna  in  1940. 
He  was  an  anatomical  pathologist  at  Edward  J.  Meyer 
Memorial  Hospital  and  an  associate  attending  gyne- 
cologist at  Roswell  Park  Memorial  Institute.  Dr. 
Schueller  was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  Steindler,  M.D.,  of  Forest  Hills,  died  on  March 
14  at  the  age  of  sixty-eight.  Dr.  Steindler  graduated  in 
1928  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  American 
Geriatrics  Society,  the  American  Academy  of  General 
Practice,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ralph  Emerson  Taylor,  M.D.,  ofRoslyn,  Pennsylvania, 
formerly  of  New  York  City,  died  on  March  28  at  the  age 
of  eighty-nine.  Dr.  Taylor  graduated  in  1913  from  Yale 
University  School  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


From  the  files  of  Physicians’  Home,  Inc. 

Dear  Doctor:  The  doctor  has  received  your  letter 

and  check,  and  we  wish  to  tell  you  of  our  gratitude  for 
your  promptness  in  taking  care  of  his  request.  The 
whole  matter  has  been  handled  with  such  delicacy  and 
kindness;  it  has  made  it  easier  for  the  doctor.  He 
wants  me  to  express  his  great  appreciation  to  all  those 
who  have  made  this  help  possible.  Thank  you.  U.  M. 
G. 

Dear  Doctor:  I am  sure  that  you  and  other  directors 
of  Physicians’  Home  are  always  appreciative  of  a word 
from  the  people  for  whom  you  are  rendering  such  won- 
derful service.  It  is  a “life  saver”  to  me,  and  the 
checks  are  always  so  regularly  on  time.  I want  you  to 
know  how  sincerely  grateful  I am;  I am  sure  you  can 
well  understand  how  much  the  help  from  you  means  to 
me.  With  kindest  regards  and  my  thanks  to  you  all. 
T.P.R. 


Ottokar  Tenopyr,  M.D.,  of  Rhinebeck,  died  on  March 
17  at  the  age  of  seventy-nine.  Dr.  Tenopyr  graduated 
in  1918  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  surgeon  at  Kings 
County  Hospital  Center  and  an  associate  surgeon  emeri- 
tus at  Caledonian  Hospital.  Dr.  Tenopyr  was  a Fellow 
of  the  American  College  of  Surgeons  and  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Asher  Waisblat,  M.D.,  of  Flushing,  died  on  January 
20  at  the  age  of  fifty-nine.  Dr.  Waisblat  received  his 
medical  degree  from  the  University  of  Pisa  in  1939.  He 
was  an  assistant  attending  anesthesiologist  at  St.  Clare’s 
Hospital.  Dr.  Waisblat  was  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Bernath  Weiss,  M.D.,  of  Ridgewood,  died  on  March  31 
at  the  age  of  eighty-six.  Dr.  Weiss  graduated  in  1915 
from  Albany  Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Cosad  Whiting,  M.D.,  of  Geneva,  died  on 
March  2 at  the  age  of  sixty-eight.  Dr.  Whiting  grad- 
uated in  1931  from  Harvard  University  Medical  School. 
He  was  an  attending  physician  at  Geneva  General  Hospi- 
tal. Dr.  Whiting  was  a member  of  the  Ontario  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Dear  Doctor:  It  is  with  a great  sense  of  gratitude 

and  appreciation  that  I reply  to  your  recent  letter. 
With  the  kind  assistance  of  Physicians’  Home  I am 
able  to  be  very  comfortable  and  meet  my  obligations. 
It  is  a great  comfort  to  live  in  my  home  and  feel  the 
backing  and  interest  of  your  wonderful  organization 
with  the  knowledge  that  assistance  is  forthcoming 
when  it  is  needed.  C.  L.  P. 


Dear  Doctor:  You  have  come  to  my  rescue  and  lift- 
ed me  from  despair  and  hopelessness.  I am  quite  over- 
whelmed by  your  thinking  of  me  throughout  all  these 
years.  Yet  all  that  I can  say  in  acknowledgment  is  a 
feeble  little  “thank  you.”  I am  completely  incapable 
of  expressing  my  gratitude  sufficiently,  but  your  help 
has  made  the  latter  years  of  my  life  more  comfortable 
and  secure.  My  one  hope  is  that  in  your  great  and 
generous  kindness  you  believe  me.  F.  M.  M. 
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PHYSICIANS  WANTED 


Index  to  Advertised  Products 


Antacids 

Mylanta  (Stuart  Pharmaceuticals,  Div. 


I.C.I.  America) 1 033 

Antibiotics 

Bicillin  (Wyeth  Laboratories)  1049 

Wycillin  (Wyeth  Laboratories)  1048 

Automobile  leasing 

Waldorf  Auto  Leasing  1050 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 

2nd  cover,  1 027 

Cardiac  & smooth  muscle  relaxants 

Pavabid  (Marion  Laboratories)  1047 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceuticals) 1058 

Decongestant  antihistaminics 

Triaminic  (Dorsey  Laboratories)  1037 

Non-addrcting  analgesics 

Talwin  (Winthrop  Laboratories)  . . . .1038,  1039,  1040 
Nursing  services 

Nursing  Care  (Medical  Personnel  Pool)  1057 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  1031 

Topical  antiinflammatory  antipruitics 

Cordran  (Eli  Lilly  & Company) 1052 

Tranquilizers 

Librium  (Roche  Laboratories)  1028,  1029 

Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 1035 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY  INI 
tial  contract  leading  to  partnership  Starting  salary  $30,000  with  the  possi 
bilitv  of  additional  income.  Include  complete  curriculum  vitae  in  reply 
Dept.  282,  c/o  NYSJM. 


PHYSICIAN:  OPPORTUNITY  FOR  FULL  TIME  NEW  YORK  STATE  Li- 
censed and  registered  physician  to  join  staff  of  midtown  Manhattan  office  of 
well  established  national  organization.  Challenging  career  position  available 
for  Occupational  Health  physician,  or  internist  in  a broad  preventive  medicine 
and  health  examination  program.  Please  send  resume  to  Dept.  284.  c/o 
NYSJM. 


GENERAL  PRACTITIONER,  UPSTATE  NEW  YORK -PENNSYLVANIA 
border.  A happy  place  to  work,  play  and  bring  up  children.  Contact  William 
K.  Ncwill,  M.D.,  963  Walnut  St.,  Elmira,  N.Y.  14901. 


RADIOLOGIST  WANTED:  FOR  VOLUNTARY  HOSPITAL  STARTING 

July  1 or  September  1,  1973  at  candidate’s  option.  Board  certified;  mainly 
diagnosis;  some  nuclear  medicine  and  abdominal  vascular  roentgenology. 
Apply:  Milton  Birnkrant,  M.D.,  Director  of  Radiology,  Jewish  Memorial 

Hospital,  196th  St.  & Broadway,  New  York,  N.Y.  10040. 


CHIEF  GASTROENTEROLOGY  SERVICE.  DEPARTMENT  OF  MEDI- 
cine;  1000  bed  acute  general  hospital,  major  teaching  division  of  New  York 
City  medical  School.  GI  service  at  this  hospital  never  fully  developed — 
current  increasing  demands  for  patient  care  & teaching  of  residents  & medical 
students  requires  the  direction  of  Service  by  a Gastroenterologist  interested  in 
a full  time  academic  career.  Additional  opportunity  exists  for  investigative 
activities  & intergration  of  program  with  one  of  the  outstanding  gastroenterol- 
ogy units  in  the  country.  Salary  in  the  range  of  $35,000  to  $40,000+  significant 
fringe  benefit  package.  Offer  and  appointment  made  by  medical  school  & 
faculty  rank  will  be  appropriate  to  qualifications.  Write,  including  curriculum 
vitae,  to  Dept.  315,  c/o  NYSJM. 


CHIEF  HEMATOLOGY  SERVICE-DEPARTMENT  OF  MEDICINE;  1000 
bed  acute  general  hospital,  major  teaching  division  of  New  York  City  Medical 
School.  Position  of  Chief  of  Hematology  Service  provides  opportunity  to  di- 
rect well-staffed  (faculty,  house  staff,  technicians),  well-equipped  (all  modern 
hematologic  labs)  reputable  unit.  Service  currently  provides  excellent  bal- 
ance of  patient  care,  teaching  & investigative  activities.  Salary  in  the  range 
of  $35,000  to  $40,000+  significant  fringe  benefit  package.  Offer  and  appoint- 
ment made  by  medical  school  & faculty  rank  will  be  appropriate  to  qualifica- 
tions. Write,  including  curriculum  vitae  to  Dept.  314,  c/o  NYSJM. 


GP-ANESTHESIOLOGIST  URGENTLY  NEEDED  FOR  PART  TIME  ANES- 
thesia,  fully  accredited,  new  (1972),  94-bed  hospital  in  beautiful  Finger  Lakes 
area.  Near  Elmira  and  Watkins  Glen  Grand  Prix;  good  hunting,  fishing;  clean 
air;  in  lakeside  community  with  no  traffic  jams.  M.  S.  Norton,  M.D.,  7 Mul- 
berry St.,  Montour  Falls,  N.Y.  14864. 


G.P.  WITH  N.Y.  STATE  LICENSE  NEEDED  FOR  BUSY  PRACTICE,  DUE 
to  death  of  doctor  38.  New,  fully  equipped,  9 room  medical  bldg.,  rent  free  10 
months.  Nurse  paid  2 months;  ins.  paid  and  other  fringe  benefits.  Excellent 
family  living.  Salary  net  $65,000  and  up.  Call  (518)  647-8158,  or  write  Joe 
Casey,  Au  Sable  Jaycees.  Au  Sable  Forks,  N.Y.  12912. 


ASSISTANT  MEDICAL  DIRECTOR,  MEDICAL  RESEARCH:  MAJOR 

pharmaceutical  firm  in  New  Jersey  seeks  physician  to  assist  the  medical  di- 
rector in  medical  and  administrative  functions;  plan  and  develop  programs 
for  clinical  investigations;  M.D.  required  plus  post-graduate  experience;  salary 
approximately  $30,000  plus  excellent  career  opportunity.  Write  or  call  col- 
lect: D.A.K.  Brown  & Associates,  342  Madison  Ave.,  NYC  10017.  Call  (212) 
867-5530. 


GENERAL  PRACTITIONER:  CAPE  VINCENT,  NEW  YORK,  ON  THE 
beautiful  St.  Lawrence  River.  Enjoy  good  living  conditions  away  from  the 
hustle  and  bustle  of  city  life.  Excellent  fishing  and  boating  in  the  Thousand 
Islands  region.  Medical  feasibility  study  completed  and  available.  Inter- 
ested? Contact  Mr.  Harold  Wiley,  Chairman,  Doctor’s  Committee,  Box  716, 
Cape  Vincent,  N.Y.  13618. 
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PHYSICIANS— MEDICAL  DIRECTORS— PARTIAL  LISTING  FOR 
HOSPITALS,  MEDICAL  GROUPS  & INDUSTRY. 

MD — INTERNIST — For  Medical  center  staffed  by  qualified  special- 
ists in  internal  medicine-group  practice. . MD-PSYCH IATRIST- 
Community  Mental  Health  Center. . MD-PATHOLOGISTS-to  assist 
busy  director. . MD-RADIOLOGISTS.  .MD-DIR  OF  EMERGENCY.. 
MD-DIR  OF  COMMUNITY  DEVELOPMENT. . MD-ANESTHESIOLO- 
GIST 

No  fee  to  candidate.  INTERVIEW  by  appointment  only.  (212)  RH 
4-3615,  3466.  LEE  TODD,  Consultant/Executive  Search — “The 
specialists  in  Recruitment.”  85  East  End  Ave.,  10028  (Mailing 
address  only). 


PHYSICIANS  WANTED— CONT'D 


PHYSICIAN  WANTED— CAMP  KEWANEE,  NEVERSINK,  N.Y.  (P.O., 
Parksville,  N.Y.),  100  miles  from  New  York  City.  Co-ed,  ages  6-17;  200 
campers;  member  A.C.A.  & A.P.C.  Modern  well-equipped,  heated  infirmary; 
assisted  by  two  nurses;  living  quarters  for  family;  U.S.  citizenship  required; 
July  or  August.  Salary  plus.  Call  collect  (212)  276-6868,  or  write  Camp  Ke- 
wanee,  128-55  234th  St.,  Laurelton,  L.I.,  N.Y.  11422. 


INTERNIST  WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE,  TO  TAKE 

over  practice  of  retiring  member  of  well-established,  multi-specialty  group. 
Suburban  North  Shore  of  Long  Island.  Subspecialtv  acceptable.  Dept.  320, 
c/oNYSJM. 


INTERNIST  OR  FAMILY  PRACTITIONER  TO  JOIN  2 PEDIATRICIANS 
and  2 family  practitioners  in  community-sponsored  salaried  group.  Excellent 
working  conditions,  college  town.  Minimum  $30,000,  increments  for  experi- 
ence/Board  certification.  A.  H.  Matlin,  M.D.,  Medical  Director,  Northern 
Livingston  Health  Center,  Inc.,  P.O.  Box  36,  Geneseo,  N.Y.  14454.  (716) 

243-2860. 


PHYSICIAN.  N.Y.  LICENSE.  TO  COVER  INDUSTRIAL  OFFICE  DOWN- 
town  N.Y.C.  for  July  1973.  Excellent  for  retired  or  semi-retired  physician. 
Able  assistance  from  office  personnel.  Hours  9 to  5,  Mon.  thru  Friday;  Sat. 
10  to  1.  Office  treatments  only.  Excellent  remuneration.  Dept.  317,  c/o 
NYSJM. 


ORTHOPEDIST.  BOARD  ELIGIBLE  OR  CERTIFIED.  FULL-TIME  PRE- 
paid  multispecialty  group  in  New  York  City  area.  Salary  $35,000;  mal- 
practice and  all  expenses  paid.  Send  curriculum  vitae  with  first  letter.  Dept. 
319,  c/o  NYSJM. 


EQUIPMENT 


SALE:  COMPLETE  EQUIPMENT  FOR  GENERAL  PRACTITIONER’S 

office  including  furniture,  X-ray,  EKG,  diathermy,  dark  room,  refrigerator. 
In  excellent  condition.  Reasonably  priced.  All  or  part.  Phone:  (212)  HI 

6-5600. 


Experienced — Screened — References  Checked 


HOME  ATTENDANTS 

To  Care  For  Sick  and  Elderly 

INFANT  ATTENDANTS 

No  Fee  To  Patient  Or  Attendant 


212  |688-0540l 

NURSE  AND  MEDICAL  PLACEMENT  OFFICE 


New  York  State  Department  of  Labor 
444  Madison  Avenue,  New  York,  N.Y.  10022 


PRACTICES  WANTED 


OPHTHALMOLOGIST,  BOARD  CERTIFIED,  MEDICAL  SCHOOL  AFFILIA 
tion.  would  desire  ophthalmic  practice  from  retiring  ophthalmologist  i! , 
Manhattan  or  immediate  vicinity.  Dept.  316,  c/o  NYSJM. 


ANESTHESIOLOGIST.  BOARD  CERTIFIED.  SEEKS  PARTNERSHIP 
individual  practice.  New  York  and  New  Jersey  license  Dept  215 
NYSJM 


PRACTICES  AVAILABLE 
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PROFESSIONAL  PRACTICE:  OPPORTUNITY  AVAILABLE  FOR  PCI 

chase  of  excellently  equipped  office  for  the  practice  of  internal  medicine  in 
high,  middle  income  community  in  Manhattan.  N.Y.C.  The  cost  is  mo 
erate.  Monthly  rent  is  $250.  Retiring  physician  will  cooperate  to  effect  f 
thorough  indoctrination  and  smooth  transfer.  Call  (212)  GR  3-1126. 


BEAUTIFUL  HOUSE-OFFICE  COMBINATION  AND  GENERAL  PRACTIC 
in  Commack,  L.I.  immediately  available  for  lease  or  sale.  Write:  One  Li 
coin  Plaza.  Apt.  24-C,  New  York,  N.Y.  10023,  or  call  (212)  595-9308;  H 
1-3664. 


POSITIONS  WANTED 


k 


RADIOLOGIST.  BOARD  DIPLOMATE.  LOOKING  FOR  PART-TIME  ( 
full-time  position.  New  York,  anv  borough.  Write  P.O.  Box  155.  Flatbu 
Station.  Brooklyn.  N.Y.  11226. 

|j[ 

POSITION  WANTED:  GENERAL  SURGEON.  AGE  55,  F.A.C.S.  BOAI 
eligible.  New  York  State  license.  National  Boards,  desires  active  pract 
in  small  town  with  hospital  facilities.  First  year  $40,000  minimum  w 
office  and  secretary;  second  year  negotiable.  Dept.  306,  c/o  NYSJM. 


PATHOLOGIST  AVAILABLE  FOR  LOCUM  TENENS.  CERTIFIED  AN 
tomic  Pathologist  available  for  Locum  Tenens  coverage  by  the  day  or  we 
New  York  City  area  only.  Dept.  313,  c/o  NYSJM. 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  EXPERIENCE  ALL  TYP 
anesthesia,  seeks  practice  in  Long  Island  area.  N.Y.  license.  Dept.  3 
c/o  NYSJM. 


RADIOLOGIST.  BOARD  CERTIFIED,  AGE  43,  EXPERIENCED  IN  U j 
versity  hospital,  community  hospital  and  private  office  practice,  desires  [ t 
time  position  reading  films  as  consultant  for  physician  or  group  of  physicii 
in  hospital,  in  clinic,  or  in  industrial  situation.  American  born  and  trai 
in  university  medical  center.  N.Y.  Metropolitan  area.  Dept.  318,  |l 
NYSJM. 


POSITION  WANTED:  MAY  1973  MEDICAL  ASSISTANT  SCHOOL  GRA)'1 
ate  wishes  full  time  work  in  doctors  office  in  W.  Suffolk  E.  Nassau.  Gen  ’ 
knowledge  in  most  areas.  Call  Laurie  after  4 p.m.  (516)  271-6367. 


— 
REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECT 
of  Manhattan.  Complete  medical  full  tloor;  complete  residential  floor. 

Le. 2-2154. 
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3 AL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


,([G  ISLAND  MINI  ESTATE:  IDEAL  LOCATION  FOR  HOME  AND/OR 
iiofessional  building.  Custom  built;  five  separate  entrances;  top  construc- 
m;  beautifully  landscaped;  private  country  atmosphere;  ample  parking; 
jacent  State  Park,  summer/winter  sports.  At  expressway  exit.  Walk  to 
tools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
16)935-2083. 


Put  your  practice 
where 

the  patients  are. 


t ATION  PARADISE:  LUXURIOUS  3 BEDROOM,  3 BATH,  AIR  CON- 
ioned,  St.  Thomas  villa  for  rent,  weekly  or  monthly.  Full  kitchen,  25  foot 
tside  gallery,  maid  service,  directly  on  beautiful  Cowpet  Bay  overlooking 
eat  St.  James  and  St.  John.  Excellent  swimming,  snorkeling,  boating, 
mis,  and  duty  free  shopping.  Call  Mr.  Aaronson  (212)  674-3230. 


U TENANT  WANTED  TO  SHARE  SPACE  IN  EIGHT  ROOM,  FULLY 
uipped  medical  office.  Luxuriously  appointed.  Centrally  located  in 
( eens.  Call  (212)  464-6262. 


T THOMAS,  VIRGIN  ISLANDS:  RENTAL,  TWO  BEDROOM,  TWO 

I ;h,  luxurious,  decorator  furnished,  completely  equipped  villa  on  palm  treed, 
’gin  white,  private  beach  of  Cowpet  Bay.  A/C;  maid;  all  aquatic  sports, 
(rden  spot  of  tranquil  serenity  for  the  "bone  weary”  doctor.  Brochure  and 
les  for  those  seriously  interested.  Gilbert  C.  Norton,  M.D.,  Box  134,  Endi- 
1 1,  N.Y.  13760.  Call  after  9 p.m.  (607)  ST  5-5810. 


F'STIGE  HOME  & OFFICE,  JEFFERSONVILLE,  N.Y.,  SULLIVAN 
funty.  9 room,  Victorian,  newly,  tastefully  decorated;  214  baths,  modern, 
i ctric  kitchen,  nice  grounds,  garage;  near  hospitals.  Immediate  occupancy, 
cner  transferred.  Sacrifice  $32,500.  Also,  good  income  home  for  the  golden 
Ip.  Abramczyk  Realty,  Jeffersonville,  N.Y.  (914)482-4115. 


One  call  can  put  you  in  touch  with  any  of  three 
great  locations  offering  superior  professional  space 
in  Westchester  County. 

* White  Plains.  1450  sq.  ft.  available  at  Hampshire 
House,  the  most  luxurious  condominium  apartment 
residence  in  town.  Adjacent  to  prominent  neuro- 
surgeon. 2 blocks  from  White  Plains  Hospital. 
*Briarcliff  Manor.  6300  sq.  ft.  available  at 
Briarwood  Center  in  this  excellent,  high  income 
area.  Adjacent  to  prominent  attorney  and 
endocrinologist.  (Will  sub-divide). 

*Elmsford.  1 885  sq.  ft.  available  at  The  North 
Mall  at  Masters  Shopping  Center.  176,000 
prospective  patients  reside  within  a five  mile 
radius.  (Will  sub-divide). 


For  complete  information,  contact 

Robert  Martin  Corporation 

101  Executive  Boulevafd,  Elmsford,  New  York  10523 
Telephone;  (914)  592-4800 


C SALE:  BAYSIDE,  L.I.:  HOME-OFFICE  IN  EXPANDING  AREA. 

Ilit-level,  3 bedrooms,  2V)  baths  plus  4 room  office.  Central  A/C,  burglar 
i rm,  garden  sprinkler,  220V  line.  Around  $80,000.  (212)  229-1326. 


v/ONAH,  WESTCHESTER  COUNTY,  N.Y.  OUTSTANDING  OPPOR- 
liiity!  Long  established  and  fully  equipped  medical  group  building,  plus 
itory  garage  with  4 room  income  apartment.  Central  location,  2 blocks 
1m  Penn  Central  Railroad.  Ample  off-street  parking.  Brochure  on  request. 
Jt5,000.  A.E.C.  Realty,  Route  35,  South  Salem,  N.Y.  (914)  763-3149. 


L tIDA— PORT  CHARLOTTE.  LARGE  WATERFRONT  LOT,  FACING 
c n bay,  150  feet  on  water  line,  bulkheaded;  city  water  and  sewers.  Price 
$1,500;  $4,000  down,  remaining  $135/month.  Call  (516)  581-8281. 


A JEN  CITY,  NEW  YORK:  RENTAL  OR  SALE,  ARTISTICALLY  DE- 
s led,  one-level  stone/redwood  contemporary  home.  Materials  carefully 
c sen  for  warmth,  durability  & easy  maintenance.  Three  spacious  bed- 
r ns,  ultra-modern  kitchen,  magnificent  New  England  stone  fireplace, 
c ledral  ceiling,  ample  closets,  including  walk-in  cedar,  built-ins,  oversized 
- ir  garage,  recessed  patio,  on  large,  beautifully  landscaped  prime  plot;  2 
1 :ks  to  railroad  station,  near  everything.  Other  details  on  request.  439 
I zilian  Ave.,  #3,  Palm  Beach,  Florida  33480. 


Oj  SALE:  OAKLAND  PLACE,  BUFFALO,  NEW  YORK.  FIVE  BED- 

r ns,  5 /2  baths,  three  floor  Italian  Provincial  brick  home.  Library  with  wet 
Air  conditioned.  Three  fireplaces.  Kitchen  has  built-ins.  Maids  quar- 
t Two-car  garage.  Near  hospital  area.  For  appointment,  Big  Three 
I lty  (716)  648-1222. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


FOR  SALE:  WESTERN  SUFFOLK.  SOUTH  SHORE,  SPACIOUS  OFFICE 
on  corner  plot  with  paved  parking  area.  Building  contains  2 lavatories,  shield- 
ed X-ray  room,  consultation  room,  examining  room,  laboratory  and  large  wait- 
ing room.  Extensive  G.P.  practice  and  equipment  included.  For  inspection 
appointment,  call  Mr.  Dorlon,  (516)  666-7010. 


SUTTON  PLACE,  N.Y.C.  LIVE  IN  COMFORT,  7 LARGE  ROOMS,  3 BED- 
rooms,  maids  room,  4 bathrooms,  extra  large  L.R.,  D.R.  for  entertaining. 
Architectural  work.  One  bedroom  in  separate  wing.  Price  $75,000;  main- 
tenance $829.  Call  (212)  753-2848,  or  838-5830. 


KINGS  PARK,  LONG  ISLAND,  N.Y.  $65,000.  EXCELLENT  PROFES- 
sional  corner  Colonial  (and/or)  mother,  daughter;  % acre.  Tremendous 
basement,  ground  level,  sliding  doors;  4 bedrooms,  library.  2%  baths;  foyer, 
living,  dining,  kitchen,  den,  fireplace,  deck.  (516)  269-2875. 


TO  SELL  ALL-BRICK,  SLATE  ROOF  HOME:  4 BEDROOMS,  2V2  BATHS, 
excellent  location  for  doctor,  professional  office,  in  Cedarhurst.  $57,500. 
Call  (516)  569-2158. 


FOR  SALE:  TWO  ROOM  OFFICE  (EXPANDIBLE)  AND  FOUR  BEDROOM, 
custom-built  home;  Fla.  room;  iy2  baths;  large  two-car  garage;  appliances 
and  many  extras;  well-maintained;  on  large,  treed,  well  located  corner  plot  in 
North  Syosset.  $69,500.  No  brokers.  (516)  WA  1-3386. 
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First  in  a new  series  of 

medical  forums  — sponsored  by  AMA. 

Confluence  73:  successor  to  AMA's  popular 
annual  convention. 

Confluence  73:  a whole  new  approach  to  the 
interchange  of  medical  knowledge,  an  intermixing 
of  your  education  and  experience  with  that  of  leading 
medical  researchers  and  experts  covering  a broad 
variety  of  meaningful  and  rewarding  subjects. 


Confluence  73:  spotlight  on  18  challenging 
postgraduate  courses  — 11  of  them  never  offered 
before  by  AMA.  Spotlight  on  stimulating  Joint 
Scientific  Sessions  offering  a rare  opportunity  for 
physicians  in  different  specialties  to  meet  and 
exchange  ideas  on  highly  topical  subjects  — like 
‘‘The  Battered  Child”  and  “Revascularization  of 
the  Ischemic  Myocardium.”  Spotlight  on  special 
demonstration  exhibits  including  urology  and 
cardiopulmonary  resuscitation. 

Confluence  73:  New  York.  June  23-27. 


New  York  Coliseum:  General  Registration,  Scientific  Meetings  & Exhibits 


Advance  Registration 

Please  return  to: 

Circulation  and  Records  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Please  print 

Name  

(each  physician  must  register  in  his  own  name) 


Office  Address 


City/State/Zip  

I am  a member  of  the  AMA  through  the 

State  Medical  Association  or  in  the  following  govern- 
ment service: 


This  form  must  be  returned  before  May  23,  1973.  Your 
Advance  Registration  Card  and  tickets  will  be  sent  to 
you  on  June  7,  unless  you  request  an  earlier  mailing 
date. 


General  Registration 

□ AMA  members  and  their  guests:  no  fee 

□ Non-member  physicians:  $25 

□ Non-member  medical  students:  $10 

□ Guests  of  non-members:  $5 

□ Reservations  for  Scientific  Awards  Dinner 

Tuesday,  June  26/Reception:  6:30  p.m./Dinner:  7:30  p.m. 
Tickets:  $15  each,  payable  in  advance 

My  remittance  of  $ is  enclosed. 

(Make  check  payable  to  American  Medical  Association.) 

Check  must  accompany  registration. 

In  accordance  with  the  AMA  Bylaws,  I hold  active 
membership  in  the  AMA,  and  I wish  to  vote  in  the 
Scientific  Section  I have  checked: 


01 

□ 

Allergy 

24 

□ 

Neurology 

02 

□ 

Anesthesiology 

13 

□ 

Obstetrics 

26 

□ 

Cardiovascular  Diseases 

and  Gynecology 

05 

□ 

Clinical  Pharmacology 

14 

□ 

Ophthalmology 

and  Therapeutics 

15 

□ 

Orthopedic  Surgery 

20 

□ 

Colon  and  Rectal  Surgery 

10 

□ 

Otorhinolaryngology 

03 

□ 

Dermatology 

16 

□ 

Pathology 

04 

□ 

Diseases  of  the  Chest 

17 

□ 

Pediatrics 

07 

□ 

Family  and  General 

18 

□ 

Physical  Medicine 

Practice 

and  Rehabilitation 

11 

O 

Federal  and  Military 

27 

□ 

Plastic  and 

Medicine 

Reconstructive  Surgery 

06 

□ 

Gastroenterology 

19 

□ 

Preventive  Medicine 

08 

□ 

General  Surgery 

12 

□ 

Psychiatry 

09 

□ 

Internal  Medicine 

21 

□ 

Radiology 

25 

□ 

Neurological  Surgery 

22 

□ 

Urology  g 
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NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
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420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone: 
(516)  488-6100.  This  is  a free  service. 
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NEW  YORK  CITY  AREA 


WEDNESDAY,  MAY  16 

9:00  a. m. -1:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

REHABILITATION  IN  ARTHRITIS 

LAWRENCE  WISHAM,  FRANCES  DWORECKA, 
BEATRICE  KAPLAN,  M.D.'s,  and  Staff 
Mount  Sinai  School  of  Medicine 

NO  FEE 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

INFORMATION  PLEASE— THE  SUBJECT 
IS  WEIGHT  REDUCTION  (Four  Written 
Questions  are  Required  for  Admission  to 
this  Session) 

MARTIN  I.  SURKS,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  V/2  hours  AAFP 


May  16  and  30,  1973 

4:00-5:00  p.m.,  Wednesdays 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lectures 

May  16 

Sodium  Imbalance  in  Children 

HARLEY  GORDON,  M.D. 

Catholic  Medical  Center  of  Brooklyn  and  Queens 

May  30 

Approach  to  the  Child  with  Seizures 

EDWARD  HART,  M.D. 

Columbia  University  P & S 


May  16  and  23,  1973 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

PSYCHIATRIC  HOSPITALIZATION  PRO- 
CEDURES AND  MEDICO-LEGAL  PROB- 
LEMS IN  MEDICAL  PRACTICE 


ANDREW  K.  BERNATH,  M.D. 
JOSE  M.  ARASMO,  M.D. 


THURSDAY,  MAY  17 

12:00  Noon 

“Diabetes  Today”  Series 
Metropolitan  Hospital 

First  Avenue  at  97th  Street 
Room  705 

IATROGENIC  PROBLEMS  ASSOCIATED 
WITH  THE  TREATMENT  OF  DIABETES 
MELLITUS 

HENRY  DOLGER,  M.D. 

The  Mount  Sinai  Medical  Center 


May  17  / 31,  1973 

12:15  p.m.,  Thursdays 

“State  of  the  Art”  Lectures 
Jacobi  Hospital 

4th  Floor  Auditorium 
Pelham  Parkway 
Bronx 

May  17 

When  Does  Hypertension  Begin? 

EDWARD  H.  KASS,  M.D. 

Harvard  Medical  School 

May  24 

The  Family  History 

HYMIE  GORDON,  M.D. 

Mayo  Clinic 

May  31 

Plasma  Lipoproteins  and  Apolipoproteins 

HOWARD  A.  EDER,  M.D. 

Albert  Einstein  College  of  Medicine 


THURSDAY,  MAY  17 

1 :00-3:00  p.m. 

Downstate  Medical  Center 

1st  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

Continuing  Education  Course 

ORTHOPEDIC  INFECTIONS:  A BIO- 

LOGICAL APPROACH  TO  DIAGNOSIS 
AND  TREATMENT 

LEROY  S.  LAVINE  and  HENRY  D.  ISENBERG,  M.D.'s 
NO  FEE 

To  register,  contact  CHARLES  M.  PLOTZ,  M.D.,  Dir., 
Continuing  Education,  above  address.  Tel.  (212)  270- 
2421. 
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9:00  p.m. 

Bronx  Chapter  A.A.F.P.,  New  York  Heart 
Association  and  Misericordia  Hospital 
Medical  Center 

School  of  Nursing  Auditorium 
600  East  233rd  Street 
Bronx 

RENAL  PHYSIOLOGY  APPLIED  TO 
CLINICAL  PRACTICE 

MARION  T.  Dl  FIGLIA,  M.D. 
Misericordia-Fordham  Hospitals 


FEE:  to  be  announced 

CREDIT:  14  Prescribed  hours  AAFP 

To  register,  please  contact  CHARLES  M.  PLOTZ,  M.D., 
Dir.,  Continuing  Education,  above  address.  Tel.  (212) 
270-2421. 


May  21  / 23,  1973 
Queens  Hospital  Center 

Department  of  Radiology 
82-68  164th  Street 
Jamaica 


May  17  and  31,  1973 

9:00-1 1 :00  p.m.,  Thursdays 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  Bronx  County  Medical 
Society 

1300  Morris  Park  Avenue 
Bronx 

Seminars  in  Family  Practice 

May  17 

Renal  Biopsy:  Practical  Considerations 
of  Why  and  Why  Not 

CHAIM  CHARYTON,  M.D. 

May  31 

Who  Needs  a Coronary  By-Pass  Graft: 
Who  Needs  a Cardiac  Pacemaker 

ROBERT  FRATER,  M.D. 


FRIDAY,  MAY  18 

9:00  a. m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

PRACTICAL  MANAGEMENT  OF  DIABE- 
TES AND  ITS  COMPLICATIONS 

HENRY  DOLGER,  M.D.  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $25 


REFRESHER  COURSE  IN  RADIO- 
BIOLOGY— THE  PHYSICS  OF  RADIOLO- 
GY AND  NUCLEAR  MEDICINE 

HARRY  ASTARITA,  M.D.,  Nassau  Hospital 
EDWIN  HOLODNEY,  M.D.,  St.  Vincent's  Hospital 
LILLIAN  JACOBSON,  M.D.,  LI J H 
DONALD  PIZZARELLO,  M.D.,  N.Y.U.  Medical  College 
GERALD  SHAPIRO,  M.D.,  QHC 

Apply:  JAN  J.  SMULEWICZ,  M.D.,  Dir.,  above  address 


May  21  / 25,  1973 
American  College  of  Physicians 

St.  Vincent's  Hospital  and  Medical  Center 
153  West  1 1th  Street 

INTENSIVE  CARE  MEDICINE 

WILLIAM  J.  GRACE,  M.D. 


MONDAY,  MAY  21 

3:30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

POLYMYALGIA  RHEUMATICA— CURRENT 
CONCEPTS  AND  THERAPY 

HARRY  SPI ERA,  M.D. 

Mount  Sinai  School  of  Medicine 


May  18  and  19,  1973 

9:00  a. m. -5:00  p.m. 

Downstate  Medical  Center 

!1  st  Floor  Lecture  Hall,  Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

I Continuing  Education  Course 

INTERNATIONAL  CONFERENCE  ON 
ACUTE  RENAL  FAILURE 

JOHN  P.  MERRILL,  M.D.,  ELI  A.  FRIEDMAN,  M.D.  and 
invited  lecturers 


4:00  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building,  1st  floor  lecture  hall 

450  Clarkson  Avenue 

Brooklyn 

Annual  Jean  Redman  Oliver  Lecture 

RENAL  INVOLVEMENT  IN  SYSTEMIC 
LUPUS  ERYTHEMATOSUS 

CONRAD  L.  PIRANI,  M.D. 

Columbia  University  P & S 


May  1 , 1973  / New  York  State  Journal  of  Medicine  1133 

WGO-3 


TUESDAY,  MAY  22 


8:00-9:00  a.m. 

Richmond  Chapter  of  A.A.F.P. 

The  Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

Postgraduate  conference  on  Hematology 

PHOTOCLINIC 

L.  GIANVITO,  M.D. 


May  22  and  29,  1973 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

May  22 

Hiatus  Hernia,  Esophagitis  and 
Esophageal  Reflux 

MARTIN  D.  GELFAND,  M.D. 

Virginia  Mason  Medical  Center 
Seattle,  Washington 

May  29 

Sick  Sinus  Syndrome 

GEORGE  BEAR,  M.D. 

N.Y.U.  School  of  Medicine 


TUESDAY,  MAY  22 

4:30  p.m. 

New  York  Medical  College 

Cohen  Research  Building 
Madison  Avenue  and  1 06th  Street 
Room  R-1 14 

DIABETIC  CONTROL  AND  VASCULAR 
COMPLICATIONS 

HAROLD  RIFKIN,  M.D. 

Albert  Einstein  College  of  Medicine 


8:30  p.m. 

The  New  York  Psychoanalytic  Institute 

247  East  82nd  Street 

PSYCHOANALYTIC  OBSERVATIONS  ON 
THE  LAST  PAINTING  AND  SUICIDE 
OF  VINCENT  VAN  GOGH 

MARCEL  HEIMAN,  M.D. 


8:30  p.m. 

Bronx  Surgical  Society 

Mayer’s  Parkway  Restaurant 

233rd  Street  and  Bronx  River  Parkway 

Bronx 


President's  Night 

HYPERALIMENTATION 

GEORGE  S.  M.  COWAN,  JR.,  Major,  MC 

WEDNESDAY,  MAY  23 

Noon 

Downstate  Medical  Center 

4th  Floor  Pediatric  Library 
450  Clarkson  Avenue 
Brooklyn 

Research  Pediatric  Seminar 

BLOOD  VOLUME  AND  HEMODYNAMIC 
RESPONSE  TO  BIRTH  ASPHYXIA  IN 
THE  LAMBS 

ALICE  C.  YAO,  M.D. 


8:30  p.m. 

Association  for  the  Advancement  of  Psycho- 
analysis 

329  East  62nd  Street 

DREAM  POWER 

HARRY  GERSHMAN,  M.D. 

American  Institute  for  Psychoanalysis 

Discussants 

WALTER  BONIME,  M.D. 

New  York  Medical  College 
MAURICE  R.  GREEN,  M.D. 

William  Alanson  White  Institute 


TUESDAY,  MAY  29 

4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshop  in  Oncology  for  the  Practicing  Physician 

THERAPY  OF  METASTATIC  CANCER 
WITH  THE  ANTI-METABOLITES 
(Acute  Leukemias) 


BROOME  COUNTY 

TUESDAY,  MAY  22 

American  Cancer  Society,  Broome  County  Unit 

Lourdes  Hospital 
Binghamton 

CANCER  TEACHING  CONFERENCE  FOR 
PHYSICIANS 

RICHARD  KAUFMAN,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 
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May  17  / 31,  1973 

11:00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

Clinical  Seminars  Conducted  by 
Upstate  Medical  Center  at  Syracuse 

May  17 

Post  Menopausal  Bone  Disorders 

RICHARD  T.  CHIROFF,  M.D. 

May  24 

Current  Concepts  in  Thyroid  Disease — 
Hypothyroidism  and  Hyperthyroidism 

MYRON  MILLER,  M.D. 

May  31 

Non-Ketotic  Hyperosmolar  Coma 

ARNOLD  MOSES,  M.D. 

Medical  Grand  Rounds  will  be  held  at  10:00  a.m.,  preced- 
ing each  of  the  above  sessions. 


BUFFALO  AREA 


May  16  and  17,  1973 

8:15  a.m.  Registration 

School  of  Medicine,  State  University  of  New 
York  at  Buffalo 

Statler  Hilton  Hotel 
Embassy  Room 

WORKSHOP:  FETAL  MONITORING 

CONCEPT:  This  is  an  intensive  program,  with  workshops, 
covering  normal  and  abnormal  physiology  and  emphasizing 
the  evaluation  of  fetal  well  being  antepartum  and  during 
labor  as  well  as  in  the  neonatal  period  . . . although  the 
program  is  intended  primarily  for  physicians,  those  caring 
for  patients  during  labor,  delivery  and  the  neonatal  period 
are  also  welcome  to  register.  Workshops  will  be  con- 
ducted by  the  Faculty  with  a maximum  of  12  students  in 
each.  A booklet  with  selected  fetal  heart  rate  records  will 
be  given  to  each  fee-paying  participant. 

FEE:  $70  CREDIT:  14  hours  AAFP  and  AMA 

Apply:  Continuing  Medical  Education,  Main  Street  Divi- 

sion, SUNYAB,  2211  Main  Street,  Buffalo,  N.Y.  14214. 
Telephone:  (716)  831-5526. 


COOPERSTOWN 


May  17  and  18,  1973 

8:30  a.m.,  Registration 

The  New  York  State  Heart  Assembly 

Otesaga  Hotel 
Cooperstown 

1973  ANNUAL  MEETING 

Thursday,  May  17 

8:30  a.m.  Medical  Management  of  Coro- 
nary Artery  Disease  (A  Panel) 


10:30  a.m. 

Nurses  Role  in  Counseling  High 
Risk  Patients  (A  Panel) 

Friday,  May  18 

8:00  a.m. 

Concurrent  Panels: 

High  Blood  Pressure 
Nurses  Role  in  Coronary  Care 
— Acute/Continuity 

10:30  a.m. 

Concurrent  Panels: 

Surgical  Therapy  and  Coronary 
Artery  Disease 
Medication/Results 
High  Blood  Pressure  Screening 

1:30  p.m. 

Stroke 

Write:  New  York  State  Heart  Assembly,  Inc.,  3 West  29th 
Street,  New  York,  N.Y.  10001.  Tel.  (212)  686-3860. 

DUTCHESS 

COUNTY 

WEDNESDAY,  MAY  23 

9:00  a.m. -4:00  p.m. 

American  Cancer  Society,  Dutchess  County 
Unit 

Holiday  Inn 
Fishkill 

CARE  AND  REHABILITATION  OF  PA- 
TIENTS WITH  CANCER  OF  THE  BREAST 

GUY  ROBBINS  and  J.  HERBERT  DIETZ,  M.D.’s 
Memorial  Hospital  for  Cancer  and  Allied  Diseases 


8:15-8:45  a.m.  Registration 

St.  Francis  Hospital 

Camelot  Inn,  Route  9 (South  Road) 

Poughkeepsie 

A TEACHING  DAY  IN  HYPERTENSION 

9:00  a.m.  Endocrinology  and  Its  Relation- 
ship to  Hypertension 
Role  of  Renin-Angiotensin-AI- 
dosterone  System 
Primary  and  Secondary  Aldo- 
steronism 

Excessive  Production  of  DOC 
Low  Renin  Hypertension 
Other  Endocrine  Factors 

DAVID  H.  P.  STREETEN,  M.D. 

10:00-10:30  a.m. — Film 

Aldosterone  in  Hypertension 

10:45-1 1:45  a.m. — Renal  Disease  and 
Hypertension 

A.  Renovascular  Hypertension 
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1.  Historical  Background — Goldblatt  Ex- 
periment 

2.  Physiologic  Changes  Produced  by 

Renal  Artery  Stenosis — Separate 

Function  Studies 

3.  Clinical  Findings  and  Methods  of  Di- 
agnosis 

(a)  Radiology 

(b)  Renal  Vein  Renin 

B.  The  Goldblatt  Experiment  Revisited 

1.  Possible  Role  in  Benign  Essential  Hy- 
pertension 

2.  Immunization  Studies 

C.  Hypertension  and  Renal  Parenchymal 
Disease 

1.  Presentation  of  Complications  Pro- 
duced by  Hypertension — Namely 

Renal  Failure 

2.  Correlation  of  Renal  Biopsy  and  Renal 
Plasma  Flow 

3.  The  Management  of  Hypertension 
and  Renal  Failure  with  Diet  Therapy 

4.  The  Role  of  Dialysis 

5.  Bilateral  Nephrectomy 

6.  Hypertension  in  Anephric  Man 
VICTOR  VERTES,  M.D. 

1 1:45-12:00  noon — Questions  and  Answers 
1:00-2:00  p.m. 

The  Catecholamines  in  Hypertension — 
Causation  and  Roles  of  Catecholamines  in 
Treatment  of  Hypertension — Precise  and 
Reliable  Methods  for  Diagnosis  of  Pheo- 
chromocytoma 

STANLEY  GITLOW,  M.D. 

2:00-3:00  p.m. 

Treatment  of  Severe  Hypertension 
Emphasis  on  General  Approach — Recent 
Advances 

Long  Term  Effects  of  Therapy 

ARAM  V.  CHOBANIAN,  M.S. 

3:00-4:00  p.m. — Panel  Discussion 
Questions  and  Answers 

Moderator:  DR.  STREETEN 

Above  mentioned  Speakers 

Contact:  Sister  M.  Ann  Elizabeth,  President,  St.  Francis 

Hospital,  Poughkeepsie,  N.Y.  12601. 


MONROE  COUNTY 


SATURDAY,  MAY  19 

8:30  a.m.  Registration 

Medical  Assistants  Association  of  Monroe 


County 

Trenholm  East  Inn  (Thruway  Exit  44) 

Victor 

All  Day  Medical  Seminar 

HOPE:  Help  Organize  Professional  Efforts 

by  Helping  Our  People  Everywhere 

1.  The  Medical  Assistant  Team 

EDWARD  C.  ROZEK,  M.D.,  State  Advisor  A. A.M. A. 
Chairman  of  EMPAC 
JOSEPH  A.  SERGENT,  M.D. 

The  Point 

2.  Emergency  Treatment — Gates  Volunteer 
Ambulance 

3.  Alcohol 

SUSAN  E.  HANSON,  M.D. 

Monroe  County  Psychiatric  Hospital  Unit 
MR.  BOB  SMITH,  Director 
National  Council  Alcoholism 

Afternoon  Program 

1.  Drugs 

DAVID  YOUNG,  Chairman 
Drug  Crisis  Center 

Detective  Supervisor  GENE  LA  CHIMA — Vice  Squad 
SARGENT  JAMES  KELTZ— Youth  Center 

2.  John  Robert  Powers  Models  with  Newest 
Nurses  Fashions 

3.  Sex 

WILLIAM  H.  KREIENBERG,  M.D. 

GERARD  T.  GUERINOT,  M.D. 

4.  Panel  Discussion 

Moderator:  DOUGLAS  E.  JOHNSTONE,  M.D. 

Advisor  M.A.A.M.C. 

5.  Social  Hour — Wine  Tasting 

FEE:  $10  (Registration  Deadline  May  1,  1973) 

Write:  Mrs.  Mary  Lou  O'Brien,  3464  Dewey  Avenue, 

Rochester,  N.Y.  14616 


NASSAU  COUNTY 


WEDNESDAY,  MAY  16 

9:00-10:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
1 000  North  Village 
Rockville  Centre 

NEW  CONCEPTS  IN  CARDIAC 
ARRHYTHMIA  DETECTION 

RONALD  S.  PENNOCK.  M.D. 


THURSDAY,  MAY  17 

11:30  a.m. -12:30  p.m. 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
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2201  Hempstead  Turnpike 
East  Meadow 

PERINATOLOGY,  A NEW  SCIENCE 

LEO  MANN,  M.D. 


WEDNESDAY,  MAY  23 

8:30-10:30  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

HYPERALIMENTATION 

SAMI  A.  HASHIM,  M.D. 

St.  Luke’s  Hospital  Medical  Center,  N.Y.C. 

Combined  Medical-Surgical  Conference 

| 

ONEIDA  COUNTY 

— 

WEDNESDAY,  MAY  16 

8:30  a.m. -3:30  p.m. 

American  Cancer  Society,  Oneida  County  Unit 

Hart's  Hill 
Whitesboro 

CANCER  OF  THE  FEMALE  REPRODUC- 
TIVE SYSTEM  (For  Nurses) 

GEORGE  TROMBETTA,  M.D. 

Highland  Hospital,  Rochester 

FEE:  $2  ($4  includes  lunch) 

No  fee  for  student  nurses 


ROCHESTER  AREA 


THURSDAY,  MAY  10 

Division  of  Plastic  Surgery 
University  of  Rochester  Medical  Center 

Rochester 

CURRENT  CONCEPTS  IN  THE  MANAGE- 
MENT OF  THERMAL  INJURIES 

For  information,  contact:  ROBERT  M.  McCORMACK, 

M.D.,  University  of  Rochester,  260  Crittenden  Boulevard, 
Rochester,  New  York  14620. 




PHYSICIANS1  PLACEMENT 


AU  SABLE  FORKS,  N.Y.,  Essex  County,  Family  Physician 
needed  for  new  fully  equipped  9 room  medical  building. 
Rent  free  10  mos.,  nurse  paid  2 mos.,  insurance  paid  and 
other  fringe  benefits. 

CONTACT:  JOE  CASEY,  Au  Sable  Jaycees,  Au  Sable  Forks, 
N.Y.  12912.  Tel.  (518)  647-8158. 


GENESEO,  N.Y.,  Livingston  County,  needs  F.P.  or  Internist 
to  join  2 FP’s  and  2 Peds,  in  community-sponsored,  salaried 
group  practice. 

CONTACT:  ARNOLD  H.  MATLIN,  M.D.,  F.A.A.P.,  Box  36, 

Geneseo,  N.Y. 14454. 


WALTON,  N.Y.,  Catskill  Mountains.  Family  Practitioner  to 
join  established  hospital-based  group.  Salary  with  incen- 
tive. 

CONTACT:  THOMAS  E.  LAVELL,  M.D.,  Delaware  Valley  Hos- 
pital, Inc.,  Walton,  N.Y.  13856.  Tel.  (607)  865-4101. 


EVENTS  RECEIVED  AFTER 
DEADLINE 


WEDNESDAY,  MAY  2 

8:30  a.m.-4:30  p.m. 

The  Westchester  Chapter  of  American 
Association  of  Medical  Assistants 

Carl  and  Lily  Pforzheimer  Building 
Purchase 

ANNUAL  EDUCATIONAL  SEMINAR 

Mail  reservations  to  Mrs.  Barbara  Elting,  Reg.  Chm.,  43 
Johnson  Road,  Scarsdale,  N.Y.  10583. 


9:00  a.m. -5:30  p.m. 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
A Course  in 

BASIC  AND  CLINICAL  ASPECTS 
OF  MODERN  ALLERGY 

BERNARD  B.  LEVINE,  M.D.  and  HOWARD  E.  VOSS,  M.D. 
Program  Chairmen  are  NYU  School  of  Medicine  Faculty 
Members 

Fee:  $35 


2:30-5:00  p.m. 

Medical  Research  Library  of  Brooklyn 

Downstate  Medical  Center 

SEMINAR  ON  PROBLEMS  OF  SCIENTIF- 
IC PUBLICATIONS 

1 . Problems  of  Scientific  Publications 

MARTIN  M.  CUMMINGS,  Director,  National 
Library  of  Medicine,  NIH,  Bethesda,  Md. 

2.  Comments 

ALFRED  A.  ANGRIST,  Editor 
New  York  State  Journal  of  Medicine 
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MONDAY,  MAY  7 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1 . Patho-Physiology  and  Treatment  of 
Disorders  of  the  Venous  System 

ROBERT  H.  GOETZ,  M.D. 

2.  Rx  Psychotherapy;  Which  Brand  to  Pre- 
scribe? 

JAN  EHRENWALD,  M.D. 

Roosevelt  Hospital 


WEDNESDAY,  MAY  9 

8:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

Surgical  Conference 

SHOULDICE  OPERATION  ON  HERNIA 

NICHOLAS  OBNEY,  M.D. 

Shouldice  Clinic  and  Hospital 
Ontario,  Canada 


THURSDAY,  MAY  10 

12:00  Noon 

“Diabetes  Today”  Series 

Metropolitan  Hospital,  Room  705 
First  Avenue  and  97th  Street 

EFFECTS  OF  SULPHONYLUREA  DRUGS 
ON  WATER  METABOLISM 

ARNOLD  M.  MOSES,  M.D. 

VAH,  State  University  of  New  York 


May  14  / 19,  1973 

8:00  a.m. -Noon 

New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

ANNUAL  DR.  GEORGE  K.  HIGGINS 
MEMORIAL  SEMINAR  IN  OTOLARYN- 
GOLOGIC PATHOLOGY 

VINCENT  HYAMS,  M.D. 

Armed  Forces  Institute  of  Pathology 
Washington,  D.C. 

KARL  MORGENSTEIN,  M.D. 

University  of  Miami  School  of  Medicine 


FEE:  $100  (Registration  Limited) 

Residents:  NO  FEE 

Write.  GREGORY  L.  KOLE,  M.D.,  Department  of 
Otolaryngology,  at  the  above  address. 


WEDNESDAY,  MAY  16 

8:00  p.m. 

The  New  York  Allergy  Society 

Hotel  Commodore 
42nd  Street 

REACTIONS  TO  STINGING  INSECTS 

CARL  E.  ARBESMAN,  M.D. 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 


THURSDAY,  MAY  17 

8:00  p.m. 

New  York  Society  for  Thoracic  Surgery 

Memorial  Hospital 
424  East  68th  Street 

SCIENTIFIC  MEETING 

Contact:  RICHARD  B.  NOLAN,  M.D.,  Secretary, 
Beekman  Downstown  Hospital,  170  William  Street, 
New  York,  N.Y.  10038. 


SATURDAY,  MAY  19 

9:00  a.m. 

Beth  Israel  Medical  Center  Alumni  Day 

10  Nathan  D.  Perlman  Place 
Podell  Auditorium 

1.  Penetrating  Heart  Trauma 

ROBERTO  J.  RODRIQUES,  M.D. 

2.  Nuclear  Angiography;  Current  Concepts 

LEONARD  M.  FREEMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

3.  Current  Concepts  of  the  Surgical  Treat- 
ment of  Colitis 

ALBERTS.  LYONS,  M.D. 

Mount  Sinai  School  of  Medicine 

4.  Prevention  of  Fatal  Pulmonary  Thrombo- 
embolism in  the  Postoperative  Patient  by 
Heparin  Prophylasis 

J.  GEORGE  SHARNOFF,  M.D. 

Mount  Vernon  Hospital 

5.  Pathophysiologic  Basis  of  the  Therapy  of 
Angina  Pectoris 

BERTRAM  PITT,  M.D. 

Johns  Hopkins  Medical  School 

6.  Luncheon  Address 
A Greek  Experience 

SAUL  BLATMAN,  M.D. 

Dartmouth  Medical  College 
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KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscy amine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus) : 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tighdy 
in  place  and  preventing  capture. 


Tablets 


4 Tablets 

Percodan 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  224  mg.  aspirin 
160  mg.  phenacetin,  and  32  mg.  caffeine. 


For  reliable  relief  of  moderate 
to  moderately  severe  pain. 


When  she  goes  home 
prescribe  Percodan  for 
continued  relief  of  pain. 

• effective  analgesia 

• rapid  acting 

• q.  6 h.  dosage^ 

*Dosage  should  be  ad- 
justed according  to  the 
severity  of  pain  and 
the  response  of  the 
patient.  It  may  occa- 
sionally be  neces- 
sary to  exceed  the 
usual  recom- 
mended dosage 
in  cases  of  more 
severe  pain  or 
in  those  patients 
who  have  become  / 
tolerant  to  the 
analgesic  effect  of 
narcotics. 


Please  refer  to  Brief  Summary  on  facing  page 


&i do  Laboratories,  Inc. 

Subsidiary  of  E.l.  du  Pontde  Nemours  & Co.  (Inc.) 
Garden  City,  New  York  11530 


EN-5964 


For  reliable  relief  of  moderate 
to  moderately  severe  pain. 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  nabit-forming),  224  mg. 
aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 
INDICATIONS:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone, 
aspirin,  phenacetin  or  caffeine. 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce  drug 
dependence  of  the  morphine  type  and,  therefore,  has  the  poten- 
tial for  being  abused.  Psychic  dependence,  physical  depen- 
dence and  tolerance  may  develop  upon  repeated 
administration  of  Percodan,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications.  Like 
other  narcotic-containing  medications,  Percodan  is  subject  to 
the  Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients:  Oxycodone  may  impair  the 
mental  and/or  physical  abilities  required  for  the  performance 
of  potentially  hazardous  tasks  such  as  driving  a car  or  operat- 
ing machinery.  The  patient  using  Percodan  should  be  cau- 
tioned accordingly. 

Interaction  with  other  central  nervous  system  depressants: 
Patients  receiving  other  narcotic  analgesics,  general  anesthet- 
ics, phenothiazines,  other  tranquilizers,  sedative-hypnotics  or 
other  CNS  depressants  (including  alcohol)  concomitantly  with 
Percodan  may  exhibit  an  additive  CNS  depression.  When  such 
combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced 

Usage  in  pregnancy:  Safe  use  in  pregnancy  has  not  been 
established  relative  to  possible  adverse  effects  on  fetal  develop- 
ment. Therefore,  Percodan  should  not  be  used  in  pregnant 
women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

Usage  in  children:  Percodan  should  not  be  administered  to 
children. 

Salicylates  should  be  used  with  caution  in  the  presence  of 
peptic  ulcer  or  coagulation  abnormalities. 

PRECAUTIONS:  Head  miury  and  increased  intracranial  pres- 
sure The  respiratory  depressant  effects  of  narcotics  and  tneir 
capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  mark- 
edly exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions:  The  administration  of  Percodan 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course 
in  patients  with  acute  abdominal  conditions. 

Special  risk  patients:  Percodan  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothy- 
roidism, Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when 
taken  in  excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness,  seda- 
tion, nausea  and  vomiting.  Some  of  these  adverse  reactions 
may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  con- 
stipation and  pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  ana  the  response 
of  the  patient.  It  may  occasionally  be  necessary  to  exceed  the 
usual  dosage  recommended  below  in  cases  of  more  severe  pain 
or  in  those  patients  who  have  become  tolerant  to  the  analgesic 
effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Per- 
codan may  be  additive  with  that  of  other  CNS  depressants.  See 
WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit 
the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms 
Serious  overdose  with  Percodan  is  characterized  by  respiratory 
depression,  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and 
sometimes  bradycardia  and  hypotension.  In  severe  overdosage, 
apnea,  circulatory  collapse,  cardiac  arrest  and  death  may 
occur.  The  ingestion  of  very  large  amounts  of  Percodan  may,  in 
addition,  result  in  acute  salicylate  intoxication. 

Treatment  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  the  institution  of  assisted  or  con- 
trolled ventilation.  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against  respi- 
ratory depression  which  may  result  from  overdosage  or 
unusual  sensitivity  to  narcotics,  including  oxycodone.  There- 
fore, an  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation.  Since  the 
duration  of  action  of  oxycodone  may  exceed  that  of  the  antago- 
nist, the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as 
needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed 
drug. 


Attention  New  York 
State  Physicians 

Dear  Doctor: 

Starting  April  1,  1973,  new 
legislation  passed  by  the  State  of 
New  York  requires  that  special 
official  triplicate  prescriptions 
be  used  whenever  you  prescribe 
or  dispense  Schedule  II 
substances  (except  for  use  by 
hospital  in-patients). 

To  facilitate  this  procedural 
transition  as  much  as  possible, 
Endo  Laboratories  is  offering  a 
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1.  a question  and  ar  /er  booklet 
on  the  new  law, 

2.  a list  of  the  me  [uently 
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3.  a triplicate  kit  to  aid  in  the 
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prescriptions,  and 
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law  to  your  patients. 

You  may  obtain  one  or  more 
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Representative,  or  by  writing 
directly  to  us  at  1000  Stewart 
Avenue,  Garden  City, 

New  York,  11530. 
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ENDO  LABORATORIES,  INC. 


Edward  P.  Smith 

Director,  Professional  Services 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 

cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster"  nor  a "hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs. 


Butiisol 

UAL) 


SODIUM’ 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover ' and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t i d or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg..  30  mg  , 
50  mg.,  100  mg. 
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Now  there  is  a 
laxative/stool  softener 
with  a more  effective, 
dual-action  formula. 


C3i'.'ni».n 


, A Gentle  Bowel 
""’uiont/Stool  Softener 

Adult  Dose  One  capsule  dali* 
eP[r!'Acted  by  physician 

“®*MRic  pharmaceutical 
CORPORATION 
'00  CAPSULES 


STIMULAX 

CAPSULES 

“GERI-CASAGRA”™  CCASANTHRAN0L3  30  mg.  • DIOCTYL  SODIUM  SULFOSUCCINATE  250  mg. 
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sults without  straining  or  irritation  . . . griping  or  cramps. 

AVAILABLE:  Bottles  of  30, 100  and  500  Soft  Gelatin  Capsules. 
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s indicated 


Berocca  is  therapy 

tablets 


With  balanced,  high  potency  B-complex 
and  C vitamins.  ..No  odor... 

/irtually  no  aftertaste...  Lowest  priced 
Rx  formula. 
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Calcium  pantothenate 20  mg 

Syanocobalamin  (Vitamin  B12) 5 meg 

:olic  acid 0.5  mg 

Vscorbic  acid  (Vitamin  C) 500  mg 


Indications:  Nutritional  supplementation  in  condi- 
tions in  which  water-soluble  vitamins  are  required 
prophylactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias. 
Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients 
with  pernicious  anemia  who  receive  more  than 
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Medi-scan  Q&A 


Abstracts 


Raine,  C.  S.,  and  Fields,  B.  N.:  Neurotropic  viruses 

and  developing  brain,  New  York  State  J.  Med.  73:  1169 
(May  15)  1973. 

In  utero  viral  infections  of  the  central  nervous  system 
are  reviewed  with  emphasis  on  virus-host  interaction 
and  consequent  maldevelopment.  Selected  model  vi- 
ruses receive  individual  detailed  attention.  Throughout 
the  study  the  authors  analyze  the  effects  on  central 
nervous  system  development  of  such  factors  as  fetal  age 
and  the  degree  of  development  of  immune  and  circula- 
tory systems  when  infection  occurs,  involvement  of  mu- 
tant strains,  and  the  extent  of  immune  response,  the 
correlation  between  infection  and  inflammation. 

Sokal,  J.  E.,  Aungst,  C.  W.,  and  Grace,  J.  T.,  Jr.: 
Immunotherapy  in  well-controlled  chronic  myelocytic 
leukemia,  New  York  State  J.  Med.  73:  1180  (May  15) 
1973. 

Survival  appears  to  have  been  substantially  prolonged 
by  the  addition  of  immunotherapy  to  antileukemic 
chemotherapy  in  15  patients  with  uncomplicated  Phila- 
delphia chromosome-positive  leukemia  who  were  sub- 


jected to  repeated  vaccination  with  BCG  and  allogeneic 
cultured  cells.  It  is  not  clear  whether  the  favorable 
results  recorded  in  this  study  reflect  any  specific  anti- 
leukemic immunization  or  nonspecific  stimulation  of 
cellular  immune  mechanisms. 

Leahey,  E.,  Reyes,  R.,  Garrett,  A.,  and  Chu,  L.  S.: 

Clinical  study  of  lower-extremity  amputees;  with  em- 
phasis on  use  of  modular-unit  prostheses,  New  York 
State  J.  Med.  73:  1186  (May  15)  1973. 

An  amputee  unit  was  organized  in  1969  at  the  New 
York  State  Rehabilitation  and  Research  Hospital  incor- 
porating postoperative  immediate  fitting  and  emphasiz- 
ing the  use  of  modular  unit  prostheses.  This  was  a two- 
year  program  to  improve  the  care  of  lower  extremity  am- 
putees. Eighty-six  patients  were  studied,  and  66  were 
selected  as  candidates  for  a modular  unit  prosthetic  pro- 
gram. It  was  successful  in  40  amputees.  Most  of  the 
patients  presented  medical  and  stump  problems.  Our 
program  sought  to  achieve  the  best  care  from  a surgical 
and  rehabilitation  standpoint.  In  our  entire  program  of 
86  patients,  8 were  unsuccessful  and  78  were  successful. 


Abstracts  in  Interlingua 


Raine,  C.  S.,  e Fields,  B.  N.:  Virus  neurotropic  e dis- 
veloppamento  cerebral,  New  York  State  J.  Med.  73: 
1169(15  deMaio)  1973. 

Le  infectiones  viral  del  systema  nervose  central,  in 
utero,  es  revistite,  con  emphase  in  le  interaction  virus- 
hoste  e le  consequente  mal-disveloppamento  de  iste  sys- 
tema. Attention  individual  detaliate  esseva  donate  al 
virus  modelos  selectionate.  In  iste  studio,  le  autores 
analisa  le  effectos  supra  le  disveloppamento  del  systema 
nervose  central  de  factores  como  le  etate  fetal  e le  grado 
de  disveloppamento  del  systemas  immunitari  e circu- 
latori  quando  ocurre  un  infection.  Etiam  studia  se  le 
compromiso  con  species  mutante,  le  grado  de  resposta 
immunitari  e le  correlation  inter  le  infection  e le  inflam- 
mation. 

Sokal,  J.  E.,  Aungst,  C.  W.,  e Grace,  J.  T.,  Jr.:  Im- 
munotherapia  in  le  leukemia  myelocytic  chronic  ben 
controlate,  New  York  State  J.  Med.  73:  1180  (15  deMaio) 
1973. 

Le  superviventia  pare  haber  essite  substantialmente 
prolongate  con  le  addition  del  immunotherapia  al  chim- 
iotherapia  antileukemic  in  15  patientes  con  leukemia 
Philadelphia  chromosoma-positive  non  complicate  que 
esseva  submittite  a vacunation  repetite  con  BCG  e cel- 


lulas  allogeneic  cultivate.  Non  es  evidente  si  le  re- 
sultatos  favorabile  registrate  in  iste  studio  reflecta 
alicun  immunisation  antileukemic  specific  o un  stimu- 
lation non  specific  de  mechanismos  immuno-cellulari. 

Leahey,  E.,  Reyes,  R.,  Garrett,  A.,  e Chu,  L.  S.: 
Studio  clinic  del  extremitate  inferior  de  amputates; 
emphase  applicate  al  uso  del  unitate  prosthesic  modular, 
New  York  State  J.  Med.  73:  1186  (15  de  Maio)  1973. 

Un  unitate  pro  amputates  esseva  organisate  in  1969  in 
le  Hospital  del  Stato  de  Nove  York  pro  Rehabilitation  e 
Investigation.  In  iste  unitate,  le  collocation  de  un  uni- 
tate prosthesic  modular  es  facite  immediatemente  de- 
post le  amputation,  e su  uso  es  recommendate.  Iste 
programma,  que  durava  duo  annos,  esseva  disveloppate 
pro  meliorar  le  attention  del  extremitate  inferior  del  am- 
putates. Octanta-sex  (86)  patientes  esseva  studiate,  e 
66  esseva  selectionate  como  candidatos  al  programma 
del  unitates  prosthesic  modular.  Iste  programma  was 
successosse  in  40  amputates.  Le  majoritate  del  pa- 
tientes presentate  problemas  medic  e del  extremo 
(“stum”)  amputate.  Nostre  programma  tractava  de 
offerer  un  melior  attention  supra  le  puncto  de  vista 
chirurgic  e de  rehabilitation.  In  le  programma  total 
con  86  patientes,  le  resultato  esseva  successosse  in  78, 
e non  successosse  in  8. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  24  through  28,  1974 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  24  through  WEDNESDAY,  FEBRUARY  27 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15,  1973 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Thomas  S.  Bumbalo,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  James 
J.  Quinlivan,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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Books  Reviewed 


Dermal  Pathology.  Edited  by  James  H.  Graham, 
M.D.,  Waine  C.  Johnson,  M.D.,  and  Elson  B.  Helwig, 
M.D.  with  17  contributors.  Quarto  of  818  pages,  1,155 
illustrations.  Hagerstown,  Maryland,  Harper  & Row, 
Publishers,  Inc.,  1972.  Cloth,  $45. 

Dermal  Pathology,  consists  of  35  chapters  with  1,155 
photomicrographs,  9 of  which  are  in  color.  Clinical 
photographs  are  omitted,  although  often  uninforma- 
tively  brief  paragraphs  labeled  “Clinical  Data”  are  in- 
cluded. The  photomicrographs  are  generally  of  good 
quality  with  some  conspicuous  exceptions  but,  as  is 
frequently  the  case  with  dermatoses,  the  ones  taken 
under  low  power  magnification  add  little.  This  is  par- 
ticularly true  of  the  pictures  in  the  chapters  on  “Histo- 
cytic  and  Fibrocytic  Disorders”  and  “Malignant  Lym- 
phomas,” the  diagnoses  of  a few  of  which  are  question- 
able or  ill-chosen.  The  colored  plates  are  attractive. 

The  first  six  basic  chapters  are  well  done.  The  sev- 
enth, by  the  senior  editor,  comprises  116  pages  or  ap- 
proximately one  sixth  of  the  volume.  This  is  in  sharp 
contrast,  both  in  its  excellence  and  its  comprehensive- 
ness, with  the  comparative  chapter  of  26  pages  on 
“Parasitic  Infections  and  Deep  Mycoses”  located,  inci- 
dentally, some  12  chapters  away.  If  this  text  achieves 
any  degree  of  popularity,  it  will  not  to  any  significant 
degree  be  sparked  by  the  chapter  on  “Pigmented  Nevi 
and  Malignant  Melanoma.”  The  inadequacy  of  this 
segment  is  not  easily  excusable  in  view  of  the  informa- 
tion long  available  and  well  known  to  potential  readers. 
Again,  the  section  on  “Pigmentary  Disorders”  occurs  13 
chapters  after  the  one  on  “Pigmented  Nevi.”  This  and 
the  chapters  on  elastic  and  connective  tissue,  all  by  the 
same  author,  follow  anomalously  the  portion  on  neo- 
plasms and  conclude  the  book  as  if  through  an  after- 
thought. 

Almost  necessarily  the  quality  of  the  contributions 
by  this  cadre  of  individual  authors  is  highly  uneven. 
Selective  revision  and  a more  balanced,  sequential 
reorganization  of  the  latter  half  would  add  much.  Ar- 
thur C.  Allen,  M.D. 

Infectious  Diseases.  A Guide  to  the  Understanding 
and  Management  of  Infectious  Processes.  Edited  by 
Paul  D.  Hoeprich,  M.D.,  with  89  contributors.  Quarto 
of  1,358  pages,  illustrated.  Hagerstown,  Maryland, 
Harper  & Row,  Publishers,  Inc.,  1972.  Cloth,  $42.50. 

This  book  is  written  by  many  authors  who  are  out- 


standing experts  in  the  fields  covered  by  their  chapters. 
As  befitting  a book  designed  primarily  to  assist  the 
clinician,  the  chapter  headings  include  both  infections 
in  specific  organs,  for  example  pericarditis,  and  diseas- 
es caused  by  specific  organisms  such  as  toxoplasmosis. 
The  chapters  conclude  with  a discussion  of  “remaining 
problems”  which  offers  a good  focus  for  stimulating 
thought.  Although  the  text  is  primarily  clinical,  the 
insights  of  molecular  biology  are  frequently  noted. 

Infectious  Diseases  fills  a void  in  this  important  spe- 
cialty which  until  now  has  lacked  a Wintrobe  for  im- 
mediate reference  by  the  physician  in  practice.  Al- 
though isolated  deficiencies  occur,  the  completeness  of 
the  work  and  the  lack  of  competition  make  this  book  a 
necessary  volume  for  all  those  interested  in  infectious 
diseases  and  a needed  reference  for  all  those  who  treat 
infections.  Stephen  J.  Seligman,  M.D. 

An  Introduction  to  the  Diagnostic  Histopathology  of 
the  Skin.  By  J.  A.  Milne,  M.B.,  Ch.B.  Quarto  of  363 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Cloth,  $35.25. 

This  book  on  cutaneous  pathology  presents,  even  for 
a synopsis,  a rather  limited  analysis  of  the  subject. 
Although  the  common  dermatoses  and  neoplasms  are 
included,  often  with  merely  a couple  of  sentences, 
many  others  of  considerable  histologic  interest  are  by- 
passed. The  contribution  is  further  abbreviated  by  the 
absence  of  clinical  pictures  and  the  complete  omission 
of  references  to  the  literature  except  for  a group  of  six 
placed  at  the  end  of  the  text. 

This  is  not  to  suggest  that  the  contributions  of  others 
are  not  liberally  incorporated.  An  appendix  of  17 
pages  is  devoted  to  technical  methods  of  processing 
and  staining  biopsied  tissues,  and  a five-page  index  fol- 
lows. It  might  have  been  more  useful,  if  the  size  of  the 
text  were  of  prime  concern,  to  have  substituted  textual 
documentation  by  references  in  place  of  the  section  on 
technical  methods.  The  photomicrographs  are  gener- 
ally of  fine  technical  quality,  if  not  always  optimally 
chosen  or  convincingly  diagnosed. 

The  decision  as  to  the  attractiveness  of  this  book  will 
obviously  depend  on  the  degree  of  morphologic  experi- 
ence of  the  reader.  However,  in  its  present  form  and 
price,  it  is  not  likely  to  command  a preferential  posi- 
tion over  more  comprehensive  texts.  Arthur  C.  Allen, 
M.D. 
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il 


Month  in  Washington 


The  Administration  has  notified  the  American  Medi- 
cal Association  that  it  is  “prepared  to  review  thorough- 
ly the  regulations  governing  the  medical  profession”  in 
the  Phase  III  controls  that  continue  the  limits  on  phy- 
sicians’ fee  increases. 

The  Administration’s  letter  avoided  a direct  reply  to 
the  AMA’s  petition  of  January  15,  1973,  to  President 
Nixon,  urging  that  physicians  be  exempted  from  the 
Phase  III  controls,  as  has  been  most  of  the  rest  of  the 
economy. 

John  Dunlop,  director  of  the  Cost  of  Living  Council, 
said  the  President  had  asked  him  to  respond  to  the 
AMA  letter.  Dunlop  said  “having  assumed  responsi- 
bility for  the  economic  stabilization  program  last 
month,  I am  now  prepared  to  review  thoroughly  the 
regulations  governing  the  medical  profession.” 

“As  you  know,”  wrote  Dunlop  to  John  R.  Kernodle, 
M.D.,  chairman  of  the  AMA  Board  of  Trustees,  “the 
health  field  has  been  persistently  among  the  most 
inflationary  areas  in  our  economy,  and  I am  sure  it  is 
our  goal  to  alter  that  trend.” 

The  AMA  had  told  the  President  that  physicians’ 
fees  rose  only  1.7  per  cent  during  the  first  twelve 
months  of  Phase  II.  “.  . . We  have  surpassed  the  origi- 
nal expectations,”  said  Dr.  Kernodle  in  the  AMA  letter 
to  the  President.  “In  view  of  our  demonstrated  success 
during  the  past  year,  you  can  imagine  our  dismay, 
that  the  medical  profession  has  once  again  been  singled 
out  under  special  controls.”  Dunlop’s  letter  did  not 
mention  the  AMA’s  request  for  a meeting  with  President 
Nixon  and  his  top  economic  advisers  to  discuss  the 
issue. 

In  his  letter  to  Dr.  Kernodle,  Dunlop  said: 

We  are  presently  in  the  process  of  appointing 
members  to  the  new  Health  Industry  Advisory  Com- 
mittee, and  I assure  you  that  the  views  of  physicians 
will  be  represented  on  that  committee.  As  soon  as 
an  executive  director  for  the  committee  is  named,  I 
will  have  him  contact  you  for  suggestions  on  how 
best  to  meet  our  goals  for  controlling  health-care 
costs  under  Phase  III. 

Meanwhile,  I know  the  Federal  government  can 
count  on  your  cooperation  in  following  the  legal  re- 
quirements now  in  effect,  and  I look  forward  to  work- 
ing with  you  to  evaluate  new  alternatives. 

* * * 

The  use  of  human  subjects  in  medical  research  is  es- 
sential for  the  benefit  of  society  despite  the  fact  that  it 
will  place  some  participants  at  a calculated  disadvan- 
tage, the  AMA  told  Congress. 

The  AMA  comments  were  made  to  Senator  Kenne- 
dy’s Senate  health  subcommittee  in  hearings  on  the 
subject  of  human  experimentation  and  the  possible 
need  for  Federal  legislation  to  forestall  abuses. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


William  R.  Barclay,  M.  D.,  Assistant  Vice-President 
of  the  AMA,  told  the  senators  that, 

The  practice  of  medicine  is  both  an  art  and  a 
science,  and  we  are  constantly  seeking  new  means  to 
improve  the  quality  and  length  of  life.  The  evolu- 
tion of  sound  medical  practice  through  the  years  has 
reduced  the  incidence  of  pain  and  has  done  much  to 
advance  the  cause  of  human  dignity.  These  proce- 
dures, however,  today,  as  always,  require  the  weigh- 
ing of  risk  against  benefit  at  every  level  of  profession- 
al discretion.  It  is  evident  that  there  is  a certain  de- 
gree of  risk  attendant  to  any  medical  procedure. 

But  if  we  are  to  continue  to  improve  our  high  stan- 
dards of  patient  care,  we  must  maintain  our  initia- 
tives in  biomedical  research.  The  accomplishments 
of  modern  medical  practice  testify  to  the  merits  of 
continued  research.  Such  advances  are  hard  won, 
but  the  benefits  are  beyond  question. 

Medicine  as  a science  must  conduct  experimenta- 
tion if  it  is  to  progress  rather  than  stagnate.  Experi- 
mentation is  an  essential  principle  of  all  sciences, 
biological  or  physical.  Scientific  experiments  are 
conducted  both  to  test  new  hypotheses  and  to  reex- 
amine the  validity  of  accepted  hypotheses. 

A medical  experiment  with  human  subjects  is 
sometimes  referred  to  as  a clinical  trial.  As  such  it 
should  be  a test  of  a reasonable  hypothesis  based  on 
sound  laboratory  data.  It  should  not  be  random 
groping  for  information.  A well-designed  clinical 
trial  has  elements  in  its  design  which  assure  that  it 
will  be  a useful  and  a justifiable  undertaking. 

...  A human  experiment  by  its  very  nature  estab- 
lishes a set  of  circumstances  which  will  place  some  of 
the  participants  at  a calculated  disadvantage.  Gen- 
erally a trial  is  established  to  answer  the  question: 
“Is  treatment  A better  than  treatment  B?”  No  de- 
finitive answer  to  this  question  can  be  obtained  until 
the  test  is  conducted  over  an  adequate  period  of  time 
and  sufficient  data  have  been  gathered  by  which  to 
measure  the  relative  response  of  the  subject. 

. . . Through  the  process  of  clinical  investigation, 
which  we  have  described,  drugs  and  procedures  be- 
come available  for  widespread  usage  in  patient  care. 

. . . We  note  that  it  is  the  Committee’s  hope  that 
these  hearings  will  encourage  continued  support  and 
advancement  of  biomedical  research.  If  we  are  to 
continue  to  increase  our  knowledge  and  improve 
medical  care  for  the  benefit  of  society,  medical  re- 
search using  human  subjects  is  essential. 

* * * 

The  Council  on  Foods  and  Nutrition  of  the  AMA  has 
labeled  the  dietary  recommendations  of  the  current 
best  seller  book,  Dr.  Atkins’  Diet  Revolution,  as  un- 
scientific and  potentially  dangerous  to  health.  The 
book  recommends  a sharply  restricted  intake  of  carho- 

continued  on  page  1 158 
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hydrates  to  lose  weight.  The  author  is  Robert  C.  At- 
kins, M.D.,  of  New  York  City. 

In  a formal  statement  analyzing  the  book’s  recom- 
mendations, the  AMA  Council  declared 

The  “diet  revolution”  is  neither  new  nor  revolu- 
tionary. It  is  a variant  of  the  familiar  low  carbohy- 
drate diet  that  has  been  promulgated  for  years.  The 
rationale  advanced  to  justify  the  diet  is,  for  the  most 
part,  without  scientific  merit.  The  Council  is  deeply 
concerned  about  any  diet  that  advocates  an  “un- 
limited” intake  of  saturated  fats  and  cholesterol-rich 
foods  (Another  aspect  of  the  Atkins  diet). 

Individuals  responding  to  such  a diet  with  a rise  in 
blood  fats  will  have  an  increased  risk  of  coronary  artery 
disease  and  atherosclerosis,  particularly  if  the  diet  is 
maintained  over  a prolonged  period,  the  Council  said. 

The  book  states  that  the  diet  promotes  production  of 
a (FMH)  “fat  mobilizing  hormone  . . . and  the  produc- 
tion of  FMH  is  the  whole  purpose  of  this  diet  and  the 
reason  it  works  when  all  other  diets  fail.”  According 
to  Dr.  Atkins,  “FMH  releases  energy  into  your  blood- 
stream by  causing  the  stored  fat  to  convert  to  carbohy- 
drate.” 

No  such  hormone  as  a “fat  mobilizing  hormone”  has 
been  established  in  man,  said  the  AMA  Council.  In 
addition,  no  appreciable  conversion  of  fat  to  carbohy- 
drate occurs  in  the  human  body. 

Carbohydrates  are  organic  chemical  substances  con- 
taining carbon,  hydrogen,  and  oxygen.  They  are  im- 
portant sources  of  energy  for  the  body.  Sugar  and 
starches,  such  as  potatoes,  rice,  and  wheat  flour,  are 
important  sources  in  the  everyday  diet. 

The  Council  declared, 

Any  grossly  unbalanced  diet,  particularly  one 
which  interdicts  the  45  per  cent  of  calories  that  is 
usually  consumed  as  carbohydrates,  is  likely  to  in- 
duce some  anorexia  and  weight  reduction  if  the 
subject  is  willing  to  persevere  in  following  such  a bi- 
zarre regimen.  However,  it  is  unlikely  that  such  a 
diet  can  provide  a practicable  basis  for  long-term 
weight  reduction  or  maintenance,  namely,  a life-time 
change  in  eating  and  exercise  habits. 

The  Council  urged  physicians  to  counsel  their  pa- 
tients as  to  the  potentially  harmful  effects  of  the  At- 
kins diet. 

“It  is  unfortunate  that  no  reliable  mechanism  exists 
to  help  the  public  evaluate  and  put  into  proper  per- 
spective the  great  volume  of  nutritional  information 
and  misinformation  with  which  it  is  constantly  being 
bombarded,”  the  Council  statement  said. 

The  Council  declared  that  publishers  and  writers 
who  advise  the  public  on  diet  and  nutrition  “have  a 
unique  responsibility  to  insure  that  such  information 
and  advice  is  based  on  scientific  facts  established  by 
responsible  research.” 

* * * 

It  appears  likely  that  Congress  this  year  will  pass 
legislation  to  improve  emergency  medical  services 
throughout  the  nation.  Both  the  Senate  and  the 
House  have  opened  hearings  on  several  bills  that  would 
provide  Federal  funds  to  assist  local  governments  in 
improving  ambulance  and  emergency  room  services. 


Among  the  major  bills  addressing  itself  to  emergency 
medical  care  is  one  developed  by  the  AMA.  Sponsored 
by  Senator  J.  Glenn  Beall  (R.,  Md.)  and  by  Represen- 
tative James  Hastings  (R.,  N.Y.),  the  AMA  bills  (S  654 
and  H.  R.  4952)  provide  for  establishment  of  a compre- 
hensive emergency  medical  system  across  the  nation. 
Direction  and  financial  assistance  would  be  at  the 
Federal  level;  however,  the  programs  would  be  devel- 
oped at  the  community  level. 

In  outlining  the  AMA  bill  before  a subcommittee  of 
the  House,  Roy  M.  Baker,  M.  D.,  of  Jacksonville,  Flor- 
ida, summed  up  the  extent  of  the  problem  by  excerpt- 
ing certain  statistics  from  a recent  report  published  by 
the  National  Research  Council: 

Accidental  injury  and  acute  illness  generate  a 
staggering  demand  on  ambulance  and  rescue  ser- 
vices, allied  health  personnel,  physicians,  and  hospi- 
tals for  the  delivery  of  emergency  medical  services. 
Accidental  injury  is  the  leading  cause  of  death 
among  all  persons  aged  1 to  38.  Each  year  more 
than  52  million  U.S.  citizens  are  injured,  of  whom 
more  than  110,000  die,  11  million  require  bed  care 
for  a day  or  more,  and  400,000  suffer  lasting  disabili- 
ty at  a cost  of  nearly  $3  billion  in  medical  fees  and 
hospital  expenses  and  over  $7  billion  in  lost  wages. 
Those  requiring  hospitalization  occupy  an  average 
of  65,000  beds  for  22  million  bed  days  under  the  care 
of  88,000  hospital  personnel.  This  hospital  load  is 
equivalent  to  130  500-bed  hospitals.  Of  the  more 
than  700,000  deaths  from  heart  disease  each  year,  the 
majority  are  due  to  acute  myocardial  infarction  and 
more  than  half  of  these  deaths  occur  before  reaching 
a hospital.  Approximately  40  million  persons  seek 
care  each  year  in  hospital  emergency  departments  as 
a result  of  accidents,  heart  disease,  stroke,  poisoning, 
diabetic  coma,  convulsive  disorders,  and  many  other 
illnesses. 

In  his  testimony,  Dr.  Baker  noted  as  a matter  of  in- 
terest for  the  Committee,  there  are  currently  seven 
two-year  emergency  residency  programs  in  operation. 
Beginning  on  July  1,  1973,  there  will  be  an  additional 
seven  residency  programs  operational.  In  addition, 
there  are  three  institutions  conducting  short-course 
training  programs  in  the  field  of  emergency  medicine. 

* * * 

While  the  abuses  of  alcohol,  heroin,  and  other  drugs 
show  no  signs  of  disappearing  soon  and  may  even  in- 
crease, drugs  do  not  threaten  to  destroy  society,  the 
National  Commission  on  Marijuana  and  Drug  Abuse 
has  told  Congress  and  President  Nixon. 

Making  more  than  100  recommendations  to  de-em- 
phasize  government  involvement  in  the  drug  field, 
which  the  panel  sharply  criticized,  and  re-emphasized 
family,  church,  and  community  involvement,  the  481- 
page  report  concluded: 

The  Commission  sees  little  evidence  of  any  decline 
in  the  rate  of  experimental  use,  particularly  of  mari- 
juana and  hallucinogenic  drugs,  by  young  people  . . . 
Youthful  experimentation  will  remain  one  of  the 
most  difficult  aspects  of  the  drug  problem. 

The  Commission  does  not  anticipate  a quick  end 
to  the  heroin  problem.  A large  segment  of  the  cur- 
rent heroin-dependent  population  resists  any  form  of 

continued  on  page  1160 
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treatment;  while  new  users  continue  to  be  recruited. 

The  Commission  does  not  anticipate  the  imminent 
discovery  of  a cure  or  vaccine  for  drug  dependence. 
Compulsive  drug  use  does  not  seem  to  be  the  kind 
of  phenomenon  for  which  science  will  discover  a 
“magic  bullet.” 

The  Commission  foresees  a possible  continuing  in- 
crease in  the  already  extensive  phenomenon  of  cir- 
cumstantial use,  slowed  only  by  reduced  availability 
of  specific  substances  within  legitimate  medical 
channels.  Only  an  effective  long-term  policy  can 
forestall  or  diminish  this  development. 

The  drug  problem,  as  perplexing  and  extensive  as 
it  is,  is  not  going  to  bring  about  the  collapse  of  our 
society.  We  will  make  some  progress  in  dealing  with 
it,  but  we  should  not  harbor  unrealistic  hopes  for  the 
future. 

The  report  by  the  high-level  Commission,  which  a 
year  ago  recommended  that  all  criminal  penalties  for 
personal  use  and  possession  of  marijuana  be  abolished, 
came  as  the  White  House  announced  plans  to  group  all 
Federal  drug  law  enforcement  under  one  agency  in  the 
Justice  Department. 

* * * 

Senator  Thomas  McIntyre  (D.,  N.H.)  and  Represen- 
tative Omar  Burleson  (D.,  Texas)  introduced  the  Na- 
tional Health  Care  Act  of  1973,  the  plan  developed  by 
the  private  health  insurance  companies. 

The  1973-proposal  provides  catastrophic  health  in- 
surance for  every  individual  up  to  $250,000.  Any  per- 
son who  incurs  $5,000  or  more  in  medical  expenses  dur- 
ing a twelve- month  period  would  be  eligible  for  up  to 
$250,000  in  benefits,  even  if  some  or  all  of  his  expense  is 
reimbursed  by  insurance.  McIntyre  and  Burleson  said 
this  new  provision  answers  a major  health  fear  of  millions 
of  Americans,  that  is,  fear  of  catastrophic  illness  or  in- 
jury. 

Cost  to  the  Government  in  new  revenues  would  be 
$8.1  billion.  The  bill  provides  tax  disincentives  for 
employers  whose  group  plans  do  not  meet  standards 
and  tax  incentives  for  individuals  not  belonging  to 
groups  to  encourage  purchase  of  insurance.  State  pool 
plans  are  provided  for  the  poor  and  near  poor. 

The  health  insurance  industry  bill  now  brings  the 
count  of  major  national  health  insurance  proposals  to 
three;  AMA’s  Medicredit  plan  and  the  sweeping  pro- 
posal of  organized  labor  were  introduced  earlier.  Still 
to  be  seen  is  this  year’s  proposal  of  the  Nixon  Adminis- 
tration. 


Drug  increases  slowed  in  California  county 

The  increase  in  drug  use  among  high  school  students 
slowed  down  last  year  in  a California  county  where 
trends  in  youthful  drug  usage  have  been  carefully  moni- 
tored over  the  past  five  years.  According  to  a prelimi- 
nary report  for  1972  of  a study  conducted  by  the  San 
Mateo  Health  and  Welfare  Department,  the  overall  rise 
in  illegal  drug  use  in  the  county  was  no  more  than  1 per 
cent,  and  some  drug  use  actually  decreased. 
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Anatomy  and  Physiology.  Applied  for  Orthopaedic 
Nurses.  Third  edition.  By  Joyce  W.  Rowe,  S.R.N., 
and  Victor  H.  Wheble,  M.A.  Octavo  of  698  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Cloth,  $12.75. 

In  addition  to  the  accepted  basic  information  in  anatomy 
and  physiology,  this  book  contains  further  details  of 
muscle  attachments  to  bone,  the  structure  and  function 
of  joints,  the  physiology  of  muscular  tissue,  and  the 
group  action  of  skeletal  muscles,  as  well  as  the  course 
and  distribution  of  the  peripheral  nerves.  The  whole 
text  has  again  been  thoroughly  revised  and  changes  have 
been  introduced  in  the  diagrams  where  clarity  has 
needed  to  be  improved. 

Transplantation  Reviews.  Volume  6,  1971.  Surface 
Antigens  on  Nucleated  Cells.  Edited  by  Goran  Moller, 
M.D.  Quarto  of  112  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1971. 
Paper,  $11. 

It  is  the  aim  of  this  series  to  publish  comprehensive  and 
analytical  reviews  within  the  fields  of  clinical  and  ex- 
perimental transplantation  as  well  as  cellular  immunol- 
ogy. The  title  of  this  issue  is  “Surface  Antigens  on 
Nucleated  Cells”  and  contains  four  articles  pertinent  to 
this  subject. 


Babies  and  Young  Children.  Feeding  Management 
and  Care.  Fifth  edition.  By  Prof.  Ronald  Illingworth 
and  Cynthia  Illingworth,  M.D.  Octavo  of  336  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Cloth,  $10.25. 

In  this  new  edition,  the  authors  have  emphasized  the 
importance  of  early  feeding  habits  in  the  prevention  of 
obesity,  of  reasonable  discipline  and  wide  precautions 
in  the  prevention  of  accidents,  and  of  appropriate  stimu- 
lation and  play  material  in  bringing  about  optimum  in- 
tellectual development.  As  a result  of  extensive  pruning 
and  revision,  the  length  of  the  book  is  the  same. 

Common  Problems  in  Office  Practice.  Current 
Methods  of  Diagnosis  and  Treatment.  By  Robert  B. 
Taylor,  M.D.  Quarto  of  402  pages.  Hagerstown,  Mary- 
land, Harper  & Row,  Publishers,  Inc.,  1972.  Paper, 
$9.95. 

This  book  covers  the  problems  encountered  most  com- 
monly in  a busy  general  practice  office.  The  disease 
management  methods  presented  take  into  consideration 
such  realities  as  physicians’  pressure  of  time,  the  pa- 
tient’s" family  finances,  and  his  need  for  a prompt  return 
to  school  or  work. 
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Editorials 


Postgraduate  education-to  learn:  teach 


So  much  of  medicine  is  in  such  ferment  that  the 
subject  of  postgraduate  education  might  seem  pe- 
ripheral. On  the  contrary,  the  character  and  con- 
duct of  postgraduate  education  are  vital  to  the 
creation  of  any  optimal  medical  care  system.  Con- 
tinuing education  has  been  marked  by  a lot  of 
activity.  But  in  contrast  to  the  undergraduate 
and  graduate  sectors  of  medical  education,  its 
success  has  been  limited. 

Recently,  the  realization  that  postgraduate  edu- 
cation has  become  a necessity  has  become  obvious. 
Its  influence  on  medical  care  has  been  recognized 
by  the  many  earnest  attempts  to  eliminate  the 
known  considerable  lag  between  the  appearance 
and  the  application  of  new  information.  Post- 
graduate education  is  the  key  to  the  dynamics 
and  the  evolution  of  changing  standards  and  the 
evaluation  of  performance — peer  review.  It  has 
been  unexploited  in  any  systematic  way,  also  it 
has  such  great  potential  for  enrichment  of  the  other 
two  educational  sectors,  undergraduate  and  grad- 
uate, that  one  wonders  why  the  discontinuity? 

A creeping  separatism  has  taken  place  in  medi- 
cal affairs,  to  such  an  extent  that  there  has  been 
progressive  disruption  between  the  academic  and 
the  clinical  groups.  This  has  been  growing  since 
World  War  II.  However  imperfect  the  system  at 
that  point  in  time,  there  was  more  continuity, 
more  sharing  of  academic  authority,  and  more 
clinicians  were  teaching.  From  the  time  of  the 
Flexner  report,  the  biological  sciences  were  brought 
into  medical  schools.  But,  the  American  adapta- 
tion differed  from  European  models  by  incorpo- 
rating preclinical  sciences  within  medical  colleges, 
rather  than  depending  on  other  university  de- 
partments. The  result  was  an  exciting  scientific 
ambience  and  great  productivity  permeated  clini- 
cal medicine.  Because  the  medical  schools  needed 
teachers  many  clinicians  were  involved.  This  also 
resulted  in  a remarkable  uplifting  of  medical  care 
quality.  However,  recent  developments  again 
threaten  the  continuity  of  medical  affairs  with 
fragmentation  of  both  education  and  clinical  care. 

Sooner  or  later,  any  change  in  medical  education 
is  reflected  in  clinical  medicine.  We  stand  to  lose 
the  advantage  brought  about  in  American  medical 
schools  when  they  embraced  preclinical  sciences. 
In  some  universities  recently,  preclinical  depart- 
ments have  been  displaced  from  straight-line  med- 
ical school  authority  by  making  them  “university” 


or  “health-science”  units.  In  a subtle  way  this 
could  have  a “counter-Flexner”  effect.  Also  as 
medical  school  resources  have  increased,  the  full- 
time cadre  has  been  expanded,  displacing  prac- 
ticing clinicians  almost  completely  with  further 
loss  of  their  academic  influence  and  limiting  their 
participation  in  teaching.  As  a result,  the  aca- 
demic and  clinical  sectors  have  grown  apart  to 
their  mutual  disadvantage.  Also  the  main  clinical 
focus  of  medical  education  has  been  on  hospital 
care,  thus  further  separating  it  from  ambulatory 
care,  which  has  had  much  less  academic  attention. 

The  1970  Carnegie  Commission1  report  cites  the 
fact  that  federal  biomedical  expenditure  expanded 
since  World  War  I . . . “from  less  than  $50  million 
to  $1,200  million  a year,  with  $350  million  of  the 
latter  amount  going  to  the  medical  schools.”  Fur- 
thermore, in  a significant  way,  the  medical  schools 
have  been  made  the  conduit  for  allocation  of  all 
medical  resources,  with  an  outstanding  influence 
on  medical  care,  education,  research,  facilities  and 
construction,  and  regional  medical  plans  while 
they  are  still  viable. 

The  medical  schools  do  not  have  everything  they 
want  or  need,  but  they  have  for  some  time  had  the 
capability  to  improve  the  postgraduate  process. 
This  they  have  not  done,  and  some  of  the  reasons 
are  quite  acceptable.  One  is  that  the.  job  is 
immense,  too  great  for  the  medical  school  sector 
alone.  Also  any  attempt  to  undertake  this  gigan- 
tic task  carries  the  threat  of  diluting  their  main 
task  of  teaching  medical  students. 

Likewise  the  medical  profession  alone  cannot 
manage  postgraduate  education.  To  achieve  this 
objective  would  require  aggregate  energies  and  re- 
sources from  a consortium  of  the  major  forces  re- 
sponsible for  care-quality  and  education.  John 
Millis2  has  put  this  very  well:  . . . “the  argument 
is  that  if  physicians  cannot  or  will  not  assume  re- 
sponsibility then  someone  else  must  do  so.  The 
only  way  a physician  can  discharge  a voluntarily 
assumed  responsibility  for  excellence  and  its  main- 
tenance is  through  the  organized  efforts  of  himself 
and  . . . his  peers  ...  . What  is  needed  is  a crea- 
tive change  in  the  organization  and  procedures  of 
continuing  medical  education.” 

Actually,  two  parallel  systems  require  coordi- 
nated planning:  one  would  provide  a more  effec- 

tive informational  and  educational  support  struc- 
ture for  physicians;  and  the  other  would  involve 
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setting  up  standards  for  optimal  medical  care  and 
evaluation.  Only  a coalition  of  at  least  four  major 
forces  can  attack  such  a formidable  undertaking: 
the  professional  medical  societies,  the  medical 
schools,  the  New  York  State  Department  of  Health, 
and  the  Medical  Society  of  the  State  of  New  York. 

Such  a coalition  could  influence  the  character  of 
postgraduate  education  and  could  induce  favorable 
mutation  of  the  current  inexorable  trends  in  clini- 
cal medicine.  One  way  to  illustrate  this  is  to  con- 
sider the  forlorn  present  status  of  teaching  as  a 
learning  experience  for  physicians.  One  of  the 
best  ways  to  learn  is  to  teach,  in  a setting  of  actual 
clinical  work,  personal  and  supervised,  associated 
with  responsibility  and  accountability.  But,  for 
one  who  is  not  part  of  the  full-time  medical  school 
cadre,  this  opportunity  is  increasingly  difficult 
to  find.  Furthermore,  the  separation  of  hospital 
care  from  ambulatory  care  has  tended  to  displace 
professional  control  of  patients  when  they  enter 
hospitals;  thereby  further  compromising  their 
physicians’  opportunities  to  learn.  Should  this 
trend  continue,  the  consequences  could  be  tragic. 
Shutting  out  clinicians  from  the  hospital  would  be 
certain  to  impose  a double  standard  of  care,  restrict 
use  of  facilities  to  an  elite,  and  elicit  merely  per- 
functory interest  in  ambulatory  medicine.  The 
hospital  is  where  self-evaluation  and  peer  criticism 
are  at  their  best;  where  full  disclosure  is  the  rule; 
where  learning  through  consultation  is  at  its  opti- 
mum; where  new  ideas  are  applied  first;  where  in- 
novative instrumentation  and  laboratory  proce- 
dures are  initially  applied;  and  where  learning 
through  teaching  may  be  accomplished  best. 

The  idea  that  teaching  is  a very  good  way  to 
learn,  will  come  as  no  surprise  to  physicians.  Not 
all  would  be  able  to  take  advantage  initially  of  this 
opportunity  immediately  at  the  present  juncture. 
It  would  be  very  salutory  to  disclose  that  an  expan- 
sion of  opportunities  to  teach  is  one  recommenda- 
tion of  the  new  proposal  by  the  Medical  Society  of 
the  State  of  New  York.  The  Society  is  initiating 
the  preparation  of  a detailed  design  for  a new  state- 
wide postgraduate  system.  This  is  being  done  on 
behalf  of  a coalition  of  the  four  major  sponsors 
mentioned  above.  Representatives  of  this  coali- 
tion have  met  twice  and  the  MSSNY  has  taken  the 
initiative.  A protocol  of  the  first  conference  has 
been  published.3 

Each  clinical  discipline  requires  its  own  com- 
prehensive postgraduate  strategy,  best  determined 


by  its  own  professional  specialty  society — with 
input  from  academic  departments,  the  Health 
Department,  and  the  Medical  Society.  All  physi- 
cians would  have  access  to  the  system.  A central 
Council,  representative  of  the  four  sponsors,  would 
supervise  all  activities  and  programs,  test  their 
effectiveness,-  and  evaluate  the  impact  of  educa- 
tional programs  on  medical  care. 

While  this  concept  of  a new  statewide  post- 
graduate structure,  governed  by  a coalition  of  the 
major  sponsors,  has  been  accepted,  much  remains 
to  be  done.  Expensive  professional  planning  of 
operational  details  must  be  funded,  acceptable 
working  arrangements  between  the  sponsors  must 
be  designed,  and  a cost-sharing  formula,  which 
includes  the  beneficiary  physicians,  for  future 
operations  must  be  established. 

Optimal  medical  care  is  the  goal.  Toward  this 
end,  the  necessity  of  continuing  education  has 
long  been  a recognized  imperative  within  the  pro- 
fession. Unfortunately,  many  voices  are  demand- 
ing compulsion,  making  this  another  part  of  the 
currently  popular  denigration  of  the  medical  pro- 
fession. The  aspect  of  compulsion  is  bad  enough. 
But  it  would  add  insult  to  injury,  to  crystallize  the 
inadequacies  of  the  current  paradigm — the  formal 
course  packet — of  postgraduate  education,  with 
the  threat  to  licensure  as  a poor  motivation. 

The  physician  continues  to  be  the  whipping  boy 
in  the  cruel  popular  game  of  arousing  excessive  ex- 
pectations about  diseases  not  curable  and  of  uto- 
pian medical  care  not  deliverable.  As  a mini- 
mum, a new  statewide  postgraduate  system  can  set 
the  record  straight  and  assure  all  concerned  that  an 
effective  educational  resource  is  being  made  avail- 
able for  physicians  toward  optimal  medical  care. 

MARVIN  L.  BLOOM,  M.D.* 

*Chairman,  MSSNY,  Committee  on  Continuing  (Postgradu- 
ate) Education:  William  C.  Felch,  George  Himler,  Philip  I. 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 


Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-to-Serve,  Powdered 


a product  of 
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MEDICAL  PRODUCTS  DIVISION 
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Mount  Vemon,  Ohio  43050,  U.S.A. 
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For  patients  who  can  t or  won  t use  the  pill"  or  an  IUD 

While  no  contraceptive  is  one  hundred  percent  effective,  the 
Ortho  All-Flex  Diaphragm  and  Ortho-Gynol  Contraceptive  Jelly, 
together,  act  as  a very  effective  barrier  to  conception  and  is 
a method  that  is  rarely  contraindicated. 

Ortho  All-Flex  is  designed  to  provide  comfort  and  reliability 
and  to  meet  the  highest  esthetic  standards  of  the  most  dis- 
criminating women. 

Ortho  All-Flex  Diaphragms  are  made  of  high  quality,  long- 
lasting  latex  They  won  t discolor  when  used  with  Ortho-Gynol 
Contraceptive  Jelly  or  Ortho-Creme*  since  these  contain  no 
phenylmercuric  acetates.  No  introducer  is  needed;  the  unique 
spring-within-a-spring  construction  forms  a perfect  arc 
wherever  compressed. 

Consider  the  advantages  of  prescribing  the  Ortho  All-Flex 
Diaphragm  and  Ortho-Gynol  when  you  and  your  patient  decide 
on  the  diaphragm  and  jelly  method  of  conception  control, 
f l 'f  you  would  like  a professional  fitting-ring  set 
\orthoj  and  fitting-procedure  brochure,  please  contact 
\T / your  Ortho  representative 
Ortho  Pharmaceutical  Corporation  Raritan,  New  Jersey  08869 


The  Ortho  All-Rex 
Diaphragm  with 
Ortho-Gynol* 
Contraceptive  Jelly : 
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Scientific  Articles 


Neurotropic 
Viruses  and  the 
Developing  Brain* 


In  utero  viral  infections  of  the  central  nervous  sys- 
tem are  reviewed  with  emphasis  on  virus-host  in- 
teraction and  consequent  maldevelopment.  Se- 
lected model  viruses  receive  individual  detailed 
attention.  Throughout  the  study  the  authors  ana- 
lyze the  effects  on  central  nervous  system  develop- 
ment of  such  factors  as  fetal  age  and  the  degree  of 
development  of  immune  and  circulatory  systems 
when  infection  occurs,  involvement  of  mutant 
strains,  and  the  extent  of  immune  response,  the  cor- 
relation between  infection  and  inflammation. 


CEDRIC  S.  RAINE,  Ph  D. 

The  Bronx,  New  York 

BERNARD  N.  FIELDS,  M.D. 

The  Bronx,  New  York 

From  the  Departments  of  Pathology  (Neuropathology),  Cell 
Biology,  and  Medicine  (Infectious  Diseases),  and  The  Rose  F. 
Kennedy  Center  for  Research  in  Mental  Retardation  and 
Human  Development,  Albert  Einstein  College  of  Medicine 


The  occurrence  within  a family  of  a child  with 
developmental  neurologic  disorder  is  a uniquely 
tragic  event.  When  caused  by  virus,  this  almost 
invariably  occurs  unexpectedly,  in  contrast  to 
many  hereditary  conditions.  In  utero  viral  infec- 
tion can  lead  to  fetal  death,  severe  congenital  ner- 
vous system  and  organ  defects,  or  to  partial  debil- 
itation, such  as  deafness.  An  understanding  of 
how  viruses  exert  their  effects  on  the  fetus,  includ- 
ing both  viral  and  host  factors,  necessitates  a mul- 
tidisciplinary approach.  Several  viral  infections 
of  human  beings  and  model  viral  systems  in  ani- 
mals have  led  to  different  insights  into  the  rela- 
tionships between  viruses  and  the  developing  ner- 
vous system.  In  this  review  we  have  selected 
models  of  virus-host  interaction  which  shed  some 
light  on  these  relationships.  These  various  exam- 
ples of  viral  infection  of  the  central  nervous  sys- 
tem, both  natural  and  experimental,  are  summa- 
rized in  Table  I. 

Rubella  virus 

Rubella  (German  measles)  is  the  most  impor- 
tant virus  which  produces  generalized  congenital 
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malformation  of  man.  The  consequences  of  ma- 
ternal rubella  are  today  considered  sufficiently 
hazardous  to  the  fetus  to  justify  abortion.1"3 

Rubella  is  an  RNA  (ribonucleic  acid)  virus  pos- 
sessing a diameter  of  approximately  50  nm. 
Taxonomically,  the  current  consensus  favors 
close  ties  with  the  arbovirus  (togavirus  group).4 
Rubella  is  noncytopathogenic  in  culture  and  does 
not  markedly  affect  host-cell  synthesis  of  RNA 
and  protein  but  apparently  exerts  a control  over 
each  cell’s  doubling  potential,  thereby  slowing 
the  growth  rate.  The  virus  is  believed  to  spread 
from  parent  to  daughter  cell  during  mitosis. 

Maternal  infection  by  rubella  during  the  first 
trimester  of  pregnancy  frequently  results  in  natu- 
ral abortions  and  congenital  abnormalities  in  in- 
fants. The  percentage  of  abnormal  fetuses  born 
of  mothers  infected  during  the  first  sixteen  weeks 
of  pregnancy  has  been  estimated  to  be  about  30 
per  cent.  With  the  growing  recognition  of  new 
defects  under  these  conditions,  the  actual  percent- 
age may  be  much  higher.3  The  route  of  entry  of 
the  virus  into  the  fetus,  and  subsequently  the  ner- 
vous system,  has  received  much  attention.1  Cho- 
rioallantoic placental  lesions  and  the  desquama- 
tion of  infected  endothelial  cells  have  been  found, 
suggesting  that  spread  of  virus  to  the  fetus  occurs 
via  the  maternal  blood  stream  and  placenta. 

The  age  at  which  the  fetus  becomes  infected  di- 
rectly determines  the  severity  of  the  subsequent 
maldevelopment.  The  viral  effect  on  the  fetus 
during  the  first  three  weeks  of  gestation  is  severe 
and  commonly  leads  to  teratogenic  effects.  At 
this  stage  of  development,  organogenesis  is  only 
just  commencing,  there  is  no  blood  or  lymphatic 
system,  and  virus  spreads  freely  from  cell  to  cell. 
Cell  death  is  minimal  due  to  the  low  cytopatho- 
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TABLE  I.  Viruses  associated  with  central  nervous  system  maldevelopment  in  man  and  animals 


Age  at  Time 

Virus 

Host 

Tropism 

Defect 

of  Infection 

Comment 

Arboviruses 

Pantropic 

Teratogenic,  microcephaly, 

Fetal 

Persistence  may  be  due  to 

Kubella 

Man* 

chronic  low-grade 

cell  association  by  virus 

inflammation 

and  to  defects  in  immune 
response 

Herpesviruses 

Pantropic 

Microcephaly,  chronic 

Fetal 

Long  persistence  of  virus 

Cytomegalo- 

Man* 

inflammation 

similar  to  rubella;  infection 
can  be  activated  in  older 
children  by 

immunosuppressive  therapy 

Myxo  viruses 

Meningeal 

Aseptic  meningitis 

Early 

Not  usually  associated  with 

Mumps 

Man* 

cells 

postnatal 

life 

congenital  conditions 

Mumps 

Rodents 

Ependyma, 

Teratogenic,  obstructive 

Suckling 

Different  degrees  of  neuro- 

meninges, 

hydrocephalus 

tropism  displayed  by 

neurons 

different  strains 

Influenza  A 

Chicks, 

Ependyma, 

Teratogenic,  obstructive 

Fetal, 

Aqueductal  stenosis  caused  by 

mice 

neurons, 

hydrocephalus 

suckling 

ependymal  erosion 

glia 

Parainfluenza 

Rodents 

Ependyma 

Obstructive  hydrocephalus 

Suckling 

Not  usually  associated  with 

congenital  conditions 

Measles 

Man* 

Perivascular 

Necrosis,  inflammation, 

Early 

Usually  an  acute  encephalitis; 

cells, 

demyelination 

postnatal 

not  congenital;  20  per  cent 

meninges 

life 

fatal  approximately 

Measles 

Rodents 

Ependyma, 

Necrosis,  inflammation 

Suckling 

Strains  show  different  degrees 

neurons 

of  neurotropism 

SSPE 

Man* 

Neurons, 

Chronic  inflammation 

Early 

Chronic  encephalitis;  100 

glia 

and  cell  death, 

postnatal 

per  cent  fatal 

demyelination 

life 

SSPE 

Hamsters 

Ependyma, 

Acute  cell  death  and 

Suckling 

Acute,  fatal,  giant  cell 

glia, 

inflammation 

encephalitis 

neurons 

SSPE 

Hamsters 

Ependyma, 

Focal  necrosis,  chronic 

Weanling 

Similar  to  SSPE  in  man 

glia, 

inflammation 

neurons 

Parvoviruses 

Rat,*  most 

Neurons 

Cerebellar  hypoplasia 

Suckling 

Kilham  rat 

laboratory 

(granule 

animals 

cells) 

H-l  osteolytic 
Feline 

Rat,  most 
laboratory 
animals 
Cat,*  most 

Neurons 

(granule 

cells) 

Neurons 

Cerebellar  hypoplasia 
Cerebellar  hypoplasia 

Suckling 

Suckling 

Not  species  specific;  virus 
associated  with  areas  of 
active  DNA  synthesis; 
highly  neuronotropic  in 
cerebellum 

panleukopenia  laboratory 

(granule 

animals 

cells) 

Minute  virus 

Mice,*  most 

Neurons 

Cerebellar  hypoplasia 

Suckling 

of  mice 

laboratory 

(granule 

animals 

cells) 

Arenoviruses 

LCM 

Mice,* 

Ependyma 

Cerebellar  hypoplasia 

Fetal, 

Fetal  infection  leads  to 

other 

and 

suckling 

inapparent  infection  and  no 

rodents 

neurons 

disease 

Diploma- 

virusesf 

Bluetongue 

Cattle,* 

Neurons 

Porencephaly, 

Fetal, 

Causes  vascular  disease  in 

sheep,* 

and  gila 

hydranencephaly 

suckling 

nature 

mice 

Reovirus 

Rodents 

Mainly 

Obstructive  hydro- 

Suckling 

Less  neurovirulent  than 

type  I 

neurons 

cephalus 

type  III 

Reovirus 

Rodents 

Mainly 

Acute  necrosis  and 

Suckling 

100  per  cent  fatal  in  eight  to 

type  III 

neurons 

inflammation 

fourteen  days; 
neuronotropic 

* Denotes  natural  host. 

t Broad  term  linking  a group  of  agents  related  only  by  having  double-stranded  RNA. 
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genicity  of  the  virus,  and  major  developmental  ef- 
fects are  probably  related  to  some  particular  pri- 
mordia  being  more  prone  to  damage.  At  later 
stages  of  development,  spread  of  virus  is  deter- 
mined by  migration  of  infected  cells  and  is  limited 
by  the  functional  barriers  limiting  the  organs  and 
tissues. 

Infants  infected  by  maternal  rubella  show  sub- 
normal head  circumference  and  brain  weight, 
which  is  commonly  accompanied  clinically  by 
mental  retardation.  The  microscopic  picture  is 
one  of  a progressive,  chronic,  low-grade  inflamma- 
tory response,  typified  by  the  presence  of  multiple 
small  perivascular  accumulations  of  hematoge- 
nous cells  within  the  brain  parenchyma  and  the 
leptomeninges.  Perhaps  the  maintenance  of  this 
constant  inflammatory  response  is  contributory  to 
the  general  paucity  of  truly  necrotic  lesions,  since 
absence  of  inflammatory  response  has  been  cau- 
sally implicated  in  widespread  necrosis  after  fetal 
infection.5 

The  marked  reduction  in  brain  size,  microce- 
phaly, is  not  considered  a manifestation  of  malde- 
velopment,1  but  whether  it  is  due  to  some  specific 
affinity  of  the  virus  toward  the  central  nervous 
system  or  to  some  generalized  depression  of  the 
mitotic  rate  during  development,  remains  to  be 
elucidated.  Rubella  children  regularly  present  a 
runted  appearance,  often  in  the  absence  of  overt 
abnormalities,  supporting  the  concept  of  a gener- 
alized depression  of  mitosis.  The  latter  has  al- 
ready been  shown  to  occur  in  rubella-infected  cells 
in  vitro.2 

The  problem  of  viral  persistence  in  the  presence 
of  circulating  antibody  is  intriguing.2  Defects  in 
the  host’s  immune  response  have  been  suggested. 
Since  rubella  persistence  appears  in  many  regards 
to  parallel  that  of  cytomegalovirus  (vide  infra), 
this  will  be  discussed  on  a comparative  basis  in 
the  next  section. 

Cytomegalovirus 

Although  less  prevalent  than  congenital  rubella, 
cytomegalic  inclusion  disease  of  the  newborn,  so 
called  because  of  the  appearance  of  enlarged  cells 
containing  intranuclear  CMV  (cytomegalovirus) 
inclusions,  poses  yet  another  human  development 
problem.  The  syndrome  is  presumed  to  result 
from  infection  of  the  pregnant  mother,  and  virus 
is  believed  to  invade  the  fetus  via  placental  le- 
sions. Since  maternal  infection  per  se  has  not 
been  recognized,  it  has  not  been  possible  to  deter- 
mine the  period  of  gestation  at  which  infection  oc- 
curs or  the  effect  of  fetal  age  on  subsequent  mal- 
development.2,3 

Cytomegalovirus  is  a DNA  virus  belonging  to 
the  herpesvirus  group  B,  mainly  differing  from 
group  A in  being  strongly  cell  associated.  Virus 
development,  morphology,  and  replication  closely 
resemble  other  members  of  the  herpesvirus  group. 


The  production  of  typical  intranuclear  inclusions 
is  a common  feature.  Total  particle  diameter  is 
approximately  200  nm.  The  virus  is  characteris- 
tically cytopathic  in  culture.  As  in  rubella  infec- 
tion, passage  from  cell  to  cell  occurs  without  en- 
tering the  fluid  phase,  possibly  rendering  antibody 
action  ineffective.  Also  similar  to  rubella  virus 
infection,  CMV  enters  host  cells  and  causes  re- 
duced mitotic  activity  and  organ  growth. 

Infected  infants  present  a picture  mimicking  in 
many  respects  that  of  infants  infected  by  maternal 
rubella.  Low  birth  weight,  microcephaly,  mental 
retardation,  chorioretinitis,  and  intracranial  calci- 
fication figure  prominently.  However,  in  contrast 
to  rubella  infection,  teratogenic  features  have  not 
been  recorded.  Chronic  infection  has  been  no- 
ticed with  excretion  of  virus  occurring  in  the  pres- 
ence of  circulating  antibody  for  up  to  fifty-four 
months  after  birth  in  contrast  to  rubella  cases. 
Abnormal  neurologic  manifestations  may  arise 
later  in  life  with  the  appearance  of  microcephaly. 
Serologic  results  suggest  that  congenital  cytome- 
galovirus infection  may  prove  to  be  an  important 
cause  of  microcephaly  in  the  absence  of  other  clas- 
sical clinical  and  pathologic  findings.  Sometimes, 
CMV  infection  during  pregnancy  induces  sponta- 
neous abortion. 

Pathologic  studies  have  demonstrated  a pantro- 
pic infection  with  inflammatory  changes  in  the 
kidneys,  liver,  lungs,  and  brain.  In  the  brain,  the 
presence  of  perivascular  cuffs,  a reduction  in  brain 
size,  and  characteristic  enlarged  cells  containing 
intranuclear  and  intracytoplasmic  inclusions  are 
common  sequelae  of  infection. 

Viral  persistence  with  accompanying  circulating 
antibody  also  occurs  as  with  maternal  rubella.  In 
both  conditions,  entry  of  virus  into  cells  usually 
occurs  prior  to  development  of  the  immune  sys- 
tem. Because  of  the  strong  cell  association  of 
these  viruses,  the  antibody  is  probably  ineffective 
in  eliminating  the  infection  but  does  prevent  vire- 
mia.  Children  with  hypergammaglobulinemic  ru- 
bella lack  the  antibody  response  and  show  the 
presence  of  virus  in  the  blood.  In  addition,  no 
detectable  amounts  of  interferon  can  be  located 
after  rubella  or  CMV  infection;  yet  interferon  can 
be  synthesized  in  patients  who  are  infected  with 
other  secondary  viruses.  These  observations 
suggest  some  specificity  of  the  impaired  interferon 
response.  Since  there  is  no  delayed  hypersensitiv- 
ity reaction  following  rubella  and  CMV  infection, 
it  appears  that  there  is  a paralysis  of  the  cellular 
immune  response  secondary  to  infection,  possibly 
because  viral  antigens  are  incorporated  before 
immunocompetence  is  achieved  and  are,  there- 
fore, not  recognized  or  rejected  by  the  host  sys- 
tem. In  older  children,  incidence  of  chronic  CMV 
infection  has  been  demonstrated  in  cases  in  which 
immunosuppressive  therapy  has  been  used.  It 
has  been  postulated  that  in  these  instances  sup- 
pression of  the  host  immune  system  has  permitted 
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the  reemergence  of  dormant  CMV  infection. 
Clearly,  further  knowledge  of  the  mechanism  of 
activation  of  this  latent  viral  infection  is  needed 
to  curtail  the  incidence  of  this  disease  in  children 
receiving  treatment  for  neoplastic  conditions  or 
organ  transplantation. 

Myxovirus 

Although  congenital  maldevelopment  of  the 
central  nervous  system  is  not  a prominent  feature 
of  human  myxovirus  infection,  animal  models 
have  shown  that  it  is  occasionally  linked  to  some 
members  of  this  group,  such  as  mumps,  measles, 
and  influenza  virus.  More  typically,  however, 
these  agents  elicit  central  nervous  system  disease 
in  later  life. 

Myxoviruses  embrace  a large  group  of  agents 
sharing  single-stranded  RNA  and  a helical  nucleo- 
capsid  with  a diameter  of  approximately  18  nm. 
During  replication,  nucleocapsid  is  enveloped 
within  a segment  of  modified  host  cell  plasma 
membrane  and  extruded  into  the  extracellular 
space.  This  envelope,  plus  its  nucleocapsid  con- 
tent, constitutes  the  infective  virion. 

Experimental  work  has  provided  definitive  evi- 
dence that  myxoviruses  can  exert  adverse  effects 
on  central  nervous  system  development.  Using 
mumps  virus,  it  was  found  that  intracerebral  inoc- 
ulation of  neuroadapted  Kilham  strain  effected  a 
fatal  response  in  suckling  hamsters.6  Virologic 
and  histologic  study  showed  changes  to  be  re- 
stricted essentially  to  the  central  nervous  system, 
which  presented  a picture  of  perivascular  inflam- 
mation, hemorrhage,  focal  necrosis,  microglial 
proliferation,  and  selective  infection  of  neurons. 
Certain  non-neuroadapted  strains  of  mumps 
virus,  for  example,  Lepow,  elicited  an  acute 
inflammatory  response  without  clinical  signs.7 
The  same  animals,  kept  for  up  to  ninety  days, 
became  chronically  sick.  Pathologic  examination 
revealed  hydrocephalus  with  severe  depletion  of 
the  cortical  mantle.  This  was  the  result  of  an  ob- 
struction in  the  passage  of  cerebrospinal  fluid  be- 
tween ventricles  (aqueductal  stenosis)  and  an  in- 
crease in  intracranial  pressure.  A sequential  light 
microscope  study  showed  that  the  acute,  clinically 
inapparent  infection  involved  ependymal  cells  lin- 
ing the  ventricles.  This  infection  resolved  after 
fourteen  days,  by  which  time  discontinuities  could 
be  seen  in  the  ependyma  due  to  cell  erosion  fol- 
lowing disease.  This  eroded  tissue  probably  con- 
tributed to  development  of  the  obstructive  hydro- 
cephalus. Thus,  with  mumps  virus  it  was  shown 
that  different  strains  possessed  variations  in  de- 
gree of  neurotropism. 

In  a subsequent  study,6  the  comparative  central 
nervous  system  effects  of  mumps,  influenza  A, 
and  parainfluenza  infection  of  suckling  animals 
were  investigated.  The  occurrence  of  hydroceph- 
alus accompanying  chronic  infection  was  a leading 


feature.  Aqueductal  stenosis  again  occurred  as  a 
sequela  of  clinically  inapparent  infection.  In- 
fluenza A had  previously  been  shown  to  produce 
hydrocephalus  in  mice,  a stunting  effect  in 
chicks,1  and  neural-tube  defects  in  chick  em- 
bryos.9 

Although  not  a congenital  anomaly,  SSPE 
(subacute  sclerosing  panencephalitis)  is  a chronic, 
“slow”  virus  disease  which  afflicts  young  children. 
The  disease  course  lasts  from  months  to  years, 
and  despite  its  long-suspected  and  presently  con- 
firmed relationship  to  a measles-like  virus,10-13  it 
contrasts  markedly  with  the  acute,  fulminant  pic- 
ture associated  with  postmeasles  encephalitis.14-16 
Recent  experiments  on  hamsters  have  shown  that 
the  age  at  which  the  animals  are  infected  with 
SSPE  virus  dictates  the  subsequent  disease  pat- 
tern.17-18 Specifically,  animals  inoculated  when 
newborn  develop  an  acute  giant-cell  encephalitis 
which  is  usually  fatal;  while  animals  inoculated  as 
weanlings,  twenty-one  days  of  age,  go  on  to  dis- 
play a chronic  disease  with  the  pathognomonic  in- 
tranuclear, Cowdry  type  A inclusions  of  SSPE  in 
man. 

Ongoing  studies  in  our  laboratories,  in  collabo- 
ration with  M.  B.  Bornstein,  M.D.,  and  his  team, 
using  organotypic  nervous  system  cultures  are 
examining  the  effects  of  SSPE  virus  in  organized 
explants  of  hamster  cerebellar  tissue.  Since  ex- 
planted  central  nervous  system  tissue  lacks  im- 
mune or  circulatory  systems,  the  events  visualized 
are  due  solely  to  effects  of  the  virus.16  The  findings 
are  being  compared  with  those  from  similar  cul- 
tures infected  with  the  Edmonston  strain  of  mea- 
sles virus.17  The  strain  of  SSPE  virus  was  original- 
ly obtained  from  a human  biopsy,11  and  since  isola- 
tion by  cocultivation  of  brain  cells  with  HeLa 
cells,  has  been  passaged  through  HeLa  cells,  mon- 
key kidney  (BSC-1)  cells,  and  adapted  to  hamster 
brain  tissue.  In  our  in  vitro  system,  the  virus 
faithfully  reproduces  patterns  seen  in  the  disease 
in  vivo  in  that  it  produces  a prolonged  course  of 
infection  which  after  sixty  days  in  vitro  does  not 
completely  destroy  the  tissue.  The  infection  pri- 
marily involves  neurons.16  This  chronic  course 
contrasts  markedly  with  measles  in  the  same  sit- 
uation, which  in  two  to  three  weeks  reduces  the 
organized  nervous  tissue  to  a population  of  fibrous 
astrocytes.19,20  Of  even  greater  relevance  to  the 
disease  in  man,  our  SSPE  experiments  have 
shown  that  the  SSPE  virion  replicates  in  an  iden- 
tical fashion  to  measles,  but  it  is  morphologically 
distinct  in  that  it  lacks  the  regular  alignment  of 
nucleocapsid,  or  genome,  beneath  the  viral  enve- 
lope (Fig.  1).  Such  regular  arrangement  is  typical 
of  most  myxoviruses,  and  its  absence  in  the  case 
of  SSPE  virus  suggests  that  this  is  an  altered 
strain.  Such  an  explanation  might  account  for 
the  vagary  in  disease  pattern  between  SSPE  and 
measles.  However,  as  the  in  vivo  work  has  indi- 
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FIGURE  1.  (A)  Electron  micrograph  shows  group  of  budding  measles  virions  (V)  in  organized  culture  of  hamster 

cerebellum  infected  for  forty-two  days  with  Edmonston  strain  of  measles  virus.  Small  dense  profiles  applied  to 
inner  surface  of  virus  envelope  (arrows)  are  measles  nucleocapsids.  Virus  proved  highly  destructive  in  nervous  tis- 
sue (X  36,000).  (B)  Group  of  SSPE  virions  taken  from  culture  of  hamster  cerebellum  infected  for  three  days  with 

SSPE  virus,  originally  isolated  from  case  of  human  subacute  sclerosing  panencephalitis.  Regular  alignment  of  nu- 
cleocapsids beneath  envelope  (A)  is  lacking.  Single  nucleocapsid  is  seen  (arrow).  Virus  produces  chronic  infection 
and  is  less  neurovirulent  than  measles  (X  84,000). 


cated,  the  age  at  which  the  subject  is  exposed  to 
the  virus  may  also  be  an  important  contributory 
factor.17 

In  summary,  therefore,  myxovirus  infection  in 
man  has  not  been  recognized  in  congenital  central 
nervous  system  defects.  Experimental  studies  on 
animals  using  different  strains  of  certain  myxovi- 
ruses  have  shown  the  frequent  existence  of  chronic 
disease  in  the  form  of  an  obstructive  hydrocepha- 
lus, occurring  in  the  absence  of  virus  and  as  a se- 
quela to  selective  damage  of  ependymal  cells. 
Laboratory  work  on  animals  and  cultures  of  ner- 
vous tissue  infected  with  SSPE  virus  have  re- 
vealed a defective  virus  capable  of  inducing 
chronic  disease  with  little  necrosis,  thereby  mim- 
icking to  some  extent  the  condition  in  man. 

Parvovirus 

Parvoviruses  have  not  been  implicated  in  human 
disease  but  are  known  to  be  neurotropic  in  several 
laboratory  and  domestic  animals.  In  a fascinat- 
ing series  of  studies,  this  group  of  small,  about  20 
nm.,  DNA  viruses  has  been  found  to  exert  a pro- 


found effect  on  cerebellar  development.  The  first 
agent  to  be  isolated,  characterized,  and  found  to 
be  cerebellopathic  was  the  Kilham  rat  virus.-1 
Subsequent  investigation  led  to  recognition  of 
this  same  affinity  with  other  parvoviruses  such  as 
H-l  osteolytic  virus  (hamster  osteolytic  virus  type 
1),  feline  panleukopenia  virus,  and  the  minute 
virus  of  mice,  all  of  which  induce  cerebellar  hy- 
poplasia in  a wide  variety  of  hosts.  Spontaneous 
infection  by  feline  panleukopenia  virus  leads  to 
cerebellar  maldevelopment  in  cats. 

Study  of  sequential  pathologic  events  in  the 
central  nervous  system  of  animals  infected  by  var- 
ious routes  has  led  to  the  discovery  that  these 
agents  show  a propensity  to  inflict  selective  dam- 
age on  actively  dividing  cells.  In  the  central  ner- 
vous system,  the  external  granule  cells  of  the  cere- 
bellum were  found  to  be  the  predominant  target 
for  parvovirus  attack,  and  they  degenerated  after 
going  through  an  inclusion  body  stage.22  Since 
these  cells  were  destroyed  during  active  division 
and  DNA  synthesis,  the  action  of  the  virus  was 
termed  mitolytic.  The  dynamics  of  parvovirus  in- 
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fection  still  remain  to  be  clarified,  since  total  de- 
pletion of  granule  cells  is  not  a constant  finding, 
and  within  a hypoplastic  cerebellum  some  folia 
are  frequently  spared.  In  affected  areas,  because 
of  the  severe  loss  of  granule  cells,  the  dendritic 
trees  of  Purkinje’s  cells  appear  distorted  and 
stunted,  since  they  lack  cells  with  which  to  syn- 
apse. Ultrastructural  examination  of  the  granu- 
loprival  cerebellar  malformation  revealed  a pic- 
ture of  impoverished  synaptic  organization  within 
the  cerebellar  cortex  with  little  overt  disease.23 
That  other  layers  of  germinal  cells,  such  as  the 
subependymal  germinal  plate,  remain  virtually 
unaffected  despite  the  fact  that  they  are  equally 
active  mitotically  at  the  time  of  infection,  remains 
enigmatic. 

Although  the  kinetics  of  viral  events  and  the 
host  response  following  parvovirus  infection  are 
unclear,  it  has  been  shown  that  rat  virus  depends 
on  active  DNA  synthesis  for  its  replication.24 
This  dependence  on  DNA  synthesis  as  a prereq- 
uisite for  replication  has  been  likened  to  those  vi- 
ruses which  rely  on  a function  supplied  by  a help- 
er virus,  and  it  has  been  postulated  that  this  de- 
pendence on  host  cell  DNA  synthesis  “represents 
another  type  of  defectiveness  in  the  parvovirus 
group.”24 

While  cerebellar  hypoplasia  occurring  postna- 
tally  as  the  result  of  a mitolytic  effect  on  dividing 
granule  cells  is  a most  dramatic  event  accompa- 
nying parvovirus  infection,  one  member,  the  H-l 
virus,  is  capable  of  inducing  congenital,  teratogenic 
effects  in  hamsters,25  and  another,  rat  virus,  when 
inoculated  into  suckling  rats,  causes  a hemor- 
rhagic encephalopathy  due  to  infection  of  the 
neurovascular  bed  and  the  hepatic  parenchyma.26 

The  wide  host  range  of  parvoviruses,  the  ease 
with  which  the  different  members  cross  species 
barriers,  and  the  reproducibility  of  the  cerebello- 
pathic,  mitolytic  effect  of  the  members  and  their 
strains  merit  consideration  of  this  viral  group  in 
similar  syndromes  of  man. 

Lymphocytic  choriomeningitis  virus 

LCM  (lymphocytic  choriomeningitis)  virus  has 
only  rarely  been  reported  in  association  with 
human  disease,  but  its  infection  of  the  central 
nervous  system  of  animals  constitutes  a unique 
situation  providing  experimentalists  with  excel- 
lent models  for  study  of  a spontaneous  viral-car- 
rier state  and  a prototype  for  virus-induced,  im- 
mune-mediated  disease.27,28  The  condition  occurs 
naturally  in  mice,  which  harbor  the  virus  for  life. 
Infection  is  perpetuated  in  the  offspring  by  trans- 
placental transmission. 

LCM  virus  is  an  RNA  virus,  classified  as  an 
arenovirus  and  serves  as  the  prototype  for  the 
group.29  Virions  have  a mean  diameter  of  110  to 
130  nm.  and  possess  a granular  interior  compris- 


ing 20  to  30  nm.  granules,  a configuration  unique 
to  the  group. 

Natural  or  experimental  infection  of  mice  before 
or  soon  after  birth  creates  a lifelong  viral-carrier 
state,  first  described  by  Traub  in  1936. 30  In  1949 
Burnet  and  Fenner  declared  this  viral  persistence 
to  be  the  result  of  immunologic  tolerance,  the 
mechanism  of  which  may  be  explained  by  persis- 
tent antigen-antibody  complexes.30 

Infected  mice  show  virus  within  ependymal 
cells,  choroid  plexus,  and  meninges.  Using  the 
fluorescent  antibody  technic,  it  was  demonstrated 
that  with  time  this  superficial  infection  dimin- 
ishes and  viral  antigen  migrates  deeper  into  the 
brain  parenchyma.31  This  infection  was  not  clini- 
cally manifest.  The  occurrence  of  late  disease  in 
carrier  mice  due  to  virus-immune  complexes  in 
the  kidney  has  been  described.32 

Several  factors  have  been  found  which  can  alter 
the  host  response  to  LCM  infection.  First,  host 
genes  play  a significant  role.  This  has  been  docu- 
mented in  a comparative  study  in  which  different 
strains  of  mice  were  inoculated  with  different 
strains  of  LCM  virus.33  An  inbred  strain  of  mice 
showed  the  most  severe  reaction  to  the  infection, 
despite  the  fact  that  the  titers  of  recovered  virus 
were  essentially  the  same  as  those  recovered  from 
other  strains.  Some  workers  have  claimed  that 
significant  differences  in  the  titer  of  recovered 
LCM  virus  from  different  strains  of  mice  occur,  a 
second  factor  which  may  alter  the  host  response.3'1 
Third,  differing  degrees  of  delayed  hypersensitivi- 
ty reaction  to  LCM  virus  between  various  strains 
of  tested  mice  have  been  found.33  The  more  se- 
vere pathologic  changes  in  inbred  mice,  in  com- 
parison with  outbred  strains,  were  attributed  to  a 
more  exuberant  delayed  hypersensitivity  response. 

Recent  experiments  with  LCM  virus  have 
shown  that  acute  central  nervous  system  disease 
is  associated  with  degeneration  of  cerebellar  gran- 
ule cells;  since  the  degeneration  could  be  con- 
trolled by  immunosuppressive  therapy,  the  pro- 
cess is  immune  mediated.28  In  immunologically 
suppressed  animals,  virus  continued  to  spread 
into  the  brain  parenchyma  as  a latent,  clinically 
inapparent  infection.  Exploration  of  this  model 
may  lead  to  greater  understanding  of  the  balance 
of  the  genetic,  viral,  and  immune  factors  leading 
to  the  initiation  and  expression  of  latent  viruses 
and  their  relationships  to  brain  development. 

Double-stranded  RNA  virus 

The  broad  group  of  viruses  related  only  by  their 
possessing  double-stranded  RNA  embraces  at 
least  two  prototypes,  bluetongue  and  reovirus, 
which  have  been  shown  to  induce  cerebral  anoma- 
lies. 

As  a universal,  natural,  insect-borne  infection  of 
adult  sheep  and  cattle,  bluetongue  virus  shows  no 
tendency  to  affect  the  central  nervous  system  but 
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FIGURE  2.  (A)  Neuron  from  hippocampus  of  rat  infected  for  seven  days  with  wild-type  reovirus  type  III  (N  = nu- 
cleus). Viral  factories  seen  at  arrows  (X  10.000).  (B)  Higher  magnification  of  wild-type  virions.  RNA  core  and 

protein  shell  are  apparent.  All  animals  died  of  acute  disease  after  inoculation  with  virus  ( X 82,000). 


causes  mainly  vascular  disease.  The  pathogenesis 
of  central  nervous  system  lesions  in  sheep  fetuses 
following  intramuscular  injection  of  vaccine  in 
utero  at  different  stages  of  the  one-hundred  fifty- 
day  gestation  period  have  been  intensively  stud- 
ied.34,35 Infection  at  fifty  to  fifty-eight  days  pro- 
duced necrotizing  encephalopathy,  appearing  at 
birth  as  hydranencephaly — a severe  cavitary  con- 
dition. Cerebral  grey  and  white  matter  were  not 
distinguishable,  and  total  loss  of  some  deeper  cen- 
tral nervous  system  structures  and  cerebellar  hy- 
poplasia also  occurred.  Infection  at  seventy-five 
to  seventy-eight  days  produced  porencephalic 
cysts  originating  in  areas  of  subcortical  white 
matter.  Inoculation  at  one  hundred  days  yielded 
a mild,  focal  encephalitis  with  inflammatory 
changes  and  glial  nodules.  The  predilection  of 
the  virus  for  central  nervous  system  tissue  may  be 
due  to  the  selective  vulnerability  of  poorly  differ- 
entiated neural  tissue  prior  to  the  development  of 
immune  complexes.  This  would  account  for  the 
most  severe  effect  being  manifest  in  the  youngest 
age  group. 

Reovirus  demonstrates  a great  propensity  to  in- 
fect the  nervous  system  under  experimental  condi- 
tions. It  occurs  as  three  serotypes,  I,  II,  and  III, 
and  despite  its  having  been  isolated  from  a large 
range  of  natural  hosts,  including  man,  it  has  not 


been  etiologically  related  to  any  particular  human 
disease.36  It  is,  as  its  name,  respiratory  enteric 
orphan,  implies,  an  orphan,  a virus  in  search  of  a 
disease.  To  the  morphologist,  reovirus  is  unique 
in  that  it  displays  a peculiar  affinity  to  coat 
microtubules  with  an  amorphous  granular  materi- 
al in  the  vicinity  of  virions.  Its  various  properties 
have  been  reviewed.37 

Reovirus  type  I has  been  shown  to  elicit  a 
chronic  disease  manifest  as  an  obstructive  hydro- 
cephalus.38,39 This  hydrocephalus  was  claimed  to 
result  from  a primary  attack  by  the  virus  on 
ependymal  cells  with  accompanying  inflamma- 
tion. It  was  deduced  that  the  virus  entered  the 
parenchyma,  neurons,  secondarily  to  invasion  of 
ependymal  cells.  The  glial  reparatory  response 
subsequent  to  the  ependymal  damage  effected  an 
obstruction  of  the  ventricular  system  at  strategic 
points.  This  obstruction  resulted  in  the  hydroce- 
phalic state.  This  work  of  Margolis  and  Kil- 
ham, 38,39  plus  the  pioneer  work  of  Johnson  and 
Johnson,6,7  on  myxoviruses6,9  has  indicated  the 
possibility  of  viral  causes  in  congenital  human 
hydrocephalus. 

Of  the  three  reovirus  serotypes,  reovirus  type  III 
is  the  most  neurovirulent  under  experimental  con- 
ditions. Again,  as  with  type  I,  infection  of  epen- 
dyma has  been  claimed  as  the  route  of  entry  into 
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brain  parenchyma,  and  following  this  there  is  a 
pronounced  affinity  for  the  virus  to  infect  neu- 
rons.40-41 The  resultant  disease  is  fatal,  and  the 
brain  shows  necrotizing,  hemorrhagic  lesions. 
The  ultrastructure  of  this  fatal  reovirus  type  III 
encephalitis  has  been  analyzed.41-42  Temperature- 
sensitive  mutants  of  the  Dearing  strain  of  reovirus 
type  III  have  been  isolated.43,44  In  addition  to 
having  been  genetically  and  biochemically  charac- 
terized, they  have  also  been  studied  by  immu- 
nofluorescence and  electron  microscopy.45  Tem- 
perature-sensitive mutants  are  classified  under  a 
broad  class  of  conditionally  lethal  mutants  known 
to  elicit  their  lethal  effects  under  laboratory  con- 
trolled situations.  They  are  currently  being  iso- 
lated in  increasing  numbers  from  a wide  variety  of 
viruses,  many  of  which  are  neurotropic,  and 
promise  much  in  the  understanding  of  viral  repli- 
cation and  disease.  Such  mutants  grow  well  at 
low,  or  permissive,  temperatures,  but  at  higher, 
nonpermissive,  temperatures  they  are  incapable  of 
completing  a successful  growth  cycle.46  In  many 
cases,  the  genetic  defect  may  become  morphologi- 
cally expressed. 

Since  reovirus  III  is  encephalitogenic  in  suckling 
animals,  comparative  study  of  this  virus  and  cer- 
tain of  its  ts  (temperature-sensitive)  mutants 
which  are  morphologically  deficient  at  the  nonper- 
missive temperatures  seemed  to  be  a logical  ap- 
proach toward  elucidation  of  the  encephalitogenic 
properties  of  this  virus  and  its  components.47'49 
The  conclusions  resulting  from  such  a compari- 
son are  of  enormous  relevance  to  those  diseases  in 
which  mutant  viruses  have  been  implicated,  such 
as  multiple  sclerosis  and  SSPE.  For  the  present 
study,  the  encephalitogenic  properties  of  only  two 
of  the  several  ts  mutants  of  reovirus  III  have  been 
studied  and  compared  with  those  of  the  wild  virus 
inoculated  intracerebrally  into  three-day-old  rats. 
At  the  ultrastructural  level,  wild  reovirus  III 
grown  at  all  temperatures  between  31°  and  39°C. 
is  seen  to  consist  of  an  RNA  core  45  nm.  in  diame- 
ter, an  inner  protein  capsid  shell  60  nm.  across, 
and  an  outer  capsid,  giving  the  whole  virion  a di- 
ameter of  75  nm.  Mutant  ts  352  (type  B)  at  the 
permissive  temperature  of  31°C.  assembles  full  vi- 
rions indistinguishable  from  wild  type  but  at 
39°C.  contains  the  RNA  core  and  inner  protein 
shell  only,  thereby  having  a diameter  of  60  nm. 
Mutant  ts  447  (type  C)  also  appears  normal  at 
31°C.  but  at  39°C.  assembles  capsid  material  only 
(75  nm.  in  diameter)  and  appears  as  an  empty 
shell,  lacking  the  RNA  core.  Thus,  in  these  three 
agents  at  39°C.  we  have  a model  with  which  to 
examine  in  vivo  effects  of  whole  virus  (wild),  nu- 
cleocapsid  (B),  and  capsid  (C)  individually. 

Following  intracerebral  inoculation  of  three- 
day-old  Sprague-Dawley  rats,  animals  given  wild 
virus  developed  acute  encephalitis  which  proved 
100  per  cent  fatal  eight  to  fourteen  days  post  inoc- 


FIGURE  3.  Detail  of  viral  factory  in  neuron  from  cere- 
bral cortex  of  rat  infected  for  seven  days  with  ts  mutant 
B of  reovirus  type  III.  Note  most  virus  particles  lack 
outer  protein  shell  typical  of  wild-type  reovirus  type  III 
(Fig.  2B)  Coated  microtubule  seen  at  arrow  Of  ani- 
mals given  this  virus,  75  per  cent  developed  chronic  hy- 
drocephalus (X  92,000). 

ulation.  Light  and  electron  microscopic  exami- 
nation of  the  central  nervous  system  showed  that 
the  virus  was  located  almost  exclusively  in  neu- 
rons, and  occasionally  coated  microtubules  were 
seen  in  infected  cells  (Fig.  2).  In  more  severe,  ne- 
crotic lesions,  the  parenchyma  was  totally  re- 
placed by  hematogenously  derived  elements.42 

Type  B ts  mutant  induced  acute  sickness  in  ap- 
proximately 25  per  cent  of  cases.  These  animals 
showed  central  nervous  system  lesions  similar  to 
wild  reovirus  III.  Ultrastructural  examination  re- 
vealed the  presence  of  a highly  neuronotropic  in- 
fection, and  although  many  of  the  virions  ap- 
peared as  cores  with  inner  capsid  only,  most 
approximated  the  appearance  of  wild  type  and 
possessed  outer  capsid  also  (Fig.  3).  Such  a phe- 
nomenon whereby  reovirus  ts  mutant  B was  able 
to  assemble  more  viral  material  in  vivo  is  termed 
“leak”  by  the  geneticist  and  was  related  to  the 
fact  that  the  animal’s  temperature  was  about  2°C. 
less  than  the  nonpermissive  temperature  at  which 
the  defect  is  completely  expressed  morphological- 
ly. Virologic  studies  on  virus  recovered  from  sick 
type  B animals  also  confirmed  the  existence  of 
leak,  since  the  virus  retained  its  type  B ts  mutant 
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FIGURE  4 Detail  of  viral  factory  in  neuron  from  cere- 
bral cortex  of  rat  infected  for  eight  days  with  ts  mutant 


C of  reovirus  type  III  Note  most  viral  particles  are 
"empty,"  lacking  RNA  core.  Animals  chronically  af- 
fected with  ts  mutant  C,  developed  no  disease 
(X  35,000). 

properties.  The  75  per  cent  of  animals  which 
failed  to  show  acute  signs  were  allowed  to  survive 
for  up  to  fifteen  months,  during  which  time  they 
displayed  no  abnormal  clinical  signs.  However, 
random  sampling  throughout  the  chronic  infection 
period  showed  that  after  six  weeks  post  inocula- 
tion, most  of  the  animals  displayed  hydrocepha- 
lus. This  hydrocephalus  was  not  of  the  obstruc- 
tive type,  often  progressed  to  cavitation  of  the 
cortical  mantle,  was  not  related  to  site  of  injec- 
tion, and  did  not  cause  breakdown  of  the  ependy- 
ma. Active  lesions  in  chronic  animals  were  not 
seen,  and  virus  could  not  be  recovered  from  ani- 
mals more  than  six  weeks  post  inoculation.  The 
pathogenesis  of  this  hydrocephalus  is  unclear,  but 
it  is  conjectured  that  prolonged  subclinical  acute 
encephalitis  may  have  been  present  which  was 
brought  about  by  damage  to  many  neurons  due  to 
infection.  Such  a phase  may  have  abated,  and 
the  chronic  disease  may  be  the  expression  of  sub- 
sequent transneuronal  and  concomitant  parenchy- 
mal degeneration. 

Type  C reovirus  ts  mutant  (capsid  only)  also 
produced  acute  encephalitis  in  about  25  per  cent 
of  the  animals.  Again,  the  lesions  resembled 
those  of  the  wild-type  virus  except  that  the 


intraneuronal  inclusions  for  the  most  part  were 
made  of  “empty”  virions  (Fig.  4).  Complete  vi- 
rions were  seen  and  were  accounted  for  by  the  oc- 
currence of  leak  due  to  the  lower  temperature  of 
the  animal.  Virologic  studies  showed  that  recov- 
ered virus  still  retained  its  mutant  properties. 
The  remaining  75  per  cent  of  the  type  C animals 
went  on  to  show  neither  clinical  nor  histologic  evi- 
dence of  disease.  Hydrocephalus  was  not  found, 
and  inflammation  and  parenchymal  injury  could 
not  be  detected. 

In  conclusion,  our  work  on  reovirus  III  has 
shown  that  manipulation  of  the  wild-type  viral  ge- 
nome, known  to  involve  changes  in  a single  gene 
only, 44  causes  major  changes  in  the  encephalito- 
genic  effects  of  this  virus  and  its  mutants.  Wild 
type  is  100  per  cent  fatal  and  acute;  type  B,  25 
per  cent  fatal  with  chronic  hydrocephalus;  and 
type  C,  25  per  cent  fatal  with  no  evidence  of  dis- 
ease in  chronic  animals.  The  mechanism  by 
which  ts  mutants  are  eliminated  from  brains  of 
chronically  infected  animals  are  still  unknown.  It 
is  hoped  that  current  work  may  provide  a solu- 
tion. In  addition,  other  results  presented  in  our 
study  (vide  supra)  may  provide  indirect  evidence 
that  SSPE  virus  represents  a mutant  form  of 
measles  virus.  By  analogy,  measles  may  be  the 
wild  virus,  since  in  the  reovirus  system  the  greatest 
efficacy  and  severity  of  disease  were  associated 
with  the  wild-type  virus,  and  the  mutants  had  a 
greater  tendency  to  elicit  chronic  responses. 

Conclusions 

The  examples  presented  of  congenital  or  perina- 
tal central  nervous  system  defects  of  viral  causes 
indicate  that  increased  understanding  of  the  dis- 
ease processes  involved  provides  not  only  an  aca- 
demic goal  but  is  also  of  practical  importance  to 
man.  Many  factors,  both  viral  and  host,  operat- 
ing in  these  conditions  can  now  be  assimilated. 
First,  it  is  obvious  from  work  on  rubella  in  man 
and  work  on  bluetongue  in  animals,  that  the  age 
at  which  the  developing  fetus  is  challenged  with 
virus  is  of  paramount  importance.34'35  Infection 
early  in  gestation  has  the  most  drastic  con- 
sequences on  subsequent  central  nervous  system 
development,  since  it  is  during  this  period  that 
mitosis  is  maximal  and  organogenesis  is  at  an  early 
stage.  Second,  a viral  infection  during  early  cen- 
tral nervous  system  development  will  not  neces- 
sarily be  recognized  as  foreign  to  the  system,  since 
the  circulatory  and  immune  systems  are  un- 
developed. This  implies  that  some  viruses  can 
enter  into  a quiescent  or  symbiotic  relationship 
within  the  host  cell  and  bring  about  latent  infec- 
tion which  may  escape  recognition  when  immuno- 
competence  is  achieved.  Third,  if  defective,  mu- 
tant, forms  are  involved,  such  as  has  been  illus- 
trated with  reovirus  type  III  ts  mutants  and  im- 
plicated with  SSPE  virus,  conservation  of  sub- 


May  1 5,  1 973  / New  York  State  Journal  of  Medicine  1177 


viral  particles  may  occur  which  either  does  not 
evoke  an  active  immune  response  or  is  not  suscep- 
tible to  the  host  immune  response  and  which 
might  cause  a slow,  progressive  degeneration  of 
brain  parenchyma.  In  the  case  of  SSPE  virus, 
the  wild  form  is  probably  measles.  Current  work 
on  SSPE  in  vivo  and  in  vitro  using  central  ner- 
vous system  tissue  cultures  tends  to  support  this 
thesis.16,17  A differential  effect  in  disease-produc- 
ing capability  was  also  observed  between  different 
strains  of  mumps  virus.7 

Finally,  in  many  cases  it  appears  that  the  de- 
gree of  central  nervous  system  damage  brought 
about  by  a viral  infection  during  early  develop- 
ment can  be  related  to  the  resulting  immune  re- 
sponse. In  general,  with  few  exceptions,  such  as 
lymphocytic  choriomeningitis  virus  and  the  parvo- 
viruses, asynchrony  between  infection  and  inflam- 
mation leads  to  widespread  necrosis  due  to  ram- 
pant spread  of  virus.  When  an  efficient  immune 
response  to  virus  develops  quickly,  it  appears  that 
the  degree  of  central  nervous  system  involvement 
is  minimized.  Study  of  the  effects  of  alterations 
in  viral  and.  host  genome  on  the  course  of  central 
nervous  system  disease  may,  therefore,  provide  us 
with  a new  approach  with  which  to  recognize  and 
possibly  control  these  phenomena. 
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Despite  the  fact  that  excellent  remissions  can  be 
induced  in  most  patients  by  any  of  several  modal- 
ities of  treatment,  survival  with  chronic  myelocyt- 
ic leukemia  (CML)  remains  disappointingly  poor. 
The  median  duration  from  diagnosis  in  various  se- 
ries ranges  from  one  to  about  three  years.1-5  The 
reason  for  this  therapeutic  failure  is  that  no 
schedule  of  chemotherapy,  so  far  described,  has 
achieved  much  success  in  delaying  the  develop- 
ment of  myeloblastic  transformation,  the  principal 
cause  of  death  in  this  disease. 

In  1964,  a cultured  cell  line  was  established  by 
one  of  us  from  the  peripheral  blood  of  an  adult 
with  acute  myeloblastic  leukemia.6  These  cul- 
tured cells  (RPMI  line  6410)  were  believed  to  be 
myeloblasts,  and  preliminary  studies  suggested 
that  they  contained  an  antigen  which  was  also 
present  in  the  buffy  coat  of  patients  with  chronic 
myelocytic  leukemia,  but  not  in  the  buffy  coat 
from  normal  individuals.7  It  seemed  possible, 
therefore,  that  these  cells  might  constitute  a suit- 
able antigen  for  active  immunization  of  patients 
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with  chronic  myelocytic  leukemia  against  myelo- 
blastic transformation.  In  1965,  we  initiated  ex- 
ploratory clinical  trials  of  vaccination  with  these 
cultured  cells,  based  on  experimental  studies 
demonstrating  that  immunization  of  mice  with 
allogeneic  leukemic  cells  gave  excellent  protection 
against  a virus-induced  leukemia.8  Living  BCG 
(Bacillus  Calmette-Guerin)  organisms  were  used 
as  adjuvant  to  increase  immunologic  response  to 
the  admixed  cells,  direct  this  response  preferen- 
tially toward  delayed  hypersensitivity  rather  than 
antibody  production,  and  by  virtue  of  the  inflam- 
matory response  elicited,  facilitate  rejection  of  the 
inoculated  cells.9  Subsequently,  a second  cell  line 
was  used  for  immunization,  and  most  recently,  we 
have  explored  periodic  vaccination  with  BCG 
alone. 

This  article  reports  our  experience  with 
immunotherapy  in  15  cases  of  chronic  myelocytic 
leukemia,  followed  for  more  than  a year  after  ini- 
tial vaccination.  Although  the  mechanisms  re- 
sponsible for  the  favorable  effects  of  immunologic 
stimulation  remain  to  be  defined,  it  appears  that 
substantial  clinical  benefit  has  been  achieved. 

Materials  and  Methods 

Patients.  A total  of  15  patients,  13  men  and  2 
women,  with  uncomplicated  Philadelphia  chromo- 
some-positive myelocytic  leukemia,  entered  our 
immunotherapy  program  between  August,  1965, 
and  September,  1971.  They  ranged  from  twenty- 
one  to  sixty-three  years  of  age  at  the  time  of  ini- 
tial vaccination.  Fourteen  of  them  were  vaccinat- 
ed with  mixtures  of  BCG  and  cultured  cells,  and 
one  with  BCG  alone.  These  patients  had  had  the 
diagnosis  of  chronic  myelocytic  leukemia  estab- 
lished one-half  to  seven  years  (median,  1.6  years) 
prior  to  entry  into  the  immunotherapy  program. 
Four  patients  were  first  vaccinated  within  a year 
of  diagnosis,  and  4 had  had  leukemia  for  three  or 
more  years.  All  patients  were  in  good  to  excellent 
hematologic  and  clinical  status  at  the  time  of  ini- 
tial vaccination.  Ten  had  impalpable  spleens;  in 
the  other  5,  the  splenic  tip  descended  1 to  3 cm. 
below  the  costal  margin.  Four  were  in  unmain- 
tained remission,  while  11  were  receiving  mainte- 
nance antileukemic  chemotherapy.  In  6 cases, 
management  of  the  leukemia  was  by  the  referring 
physicians,  and  patients  were  seen  by  us  only  for 
periodic  vaccinations  and  appropriate  follow-up 
studies.  In  9 cases,  we  also  controlled  mainte- 
nance chemotherapy  of  the  leukemia. 

Immunization.  Except  for  the  woman  receiv- 
ing BCG  alone,  patients  were  immunized  with  one 
or  both  of  two  cultured  cell  lines,  mixed  with  BCG 
organisms.  One,  RPMI  6410,  was  established 
from  the  peripheral  blood  of  a patient  with  acute 
myeloblastic  leukemia  which  was  Philadelphia 
chromosome  negative.  These  cells  were  originally 
believed  to  be  myeloblasts,6  but  after  many  gener- 


1180  New  York  State  Journal  of  Medicine  / May  1 5,  1973 


Survival  appears  to  have  been  substantially  pro- 
longed by  the  addition  of  immunotherapy  to  anti- 
leukemic chemotherapy  in  15  patients  with  uncom- 
plicated Philadelphia  chromosome-positive  leu- 
kemia who  were  subjected  to  repeated  vaccination 
with  BCG  and  allogeneic  cultured  cells.  It  is  not 
clear  whether  the  favorable  results  recorded  in  this 
study  reflect  any  specific  antileukemic  immuniza- 
tion or  nonspecific  stimulation  of  cellular  immune 
mechanisms. 


ations  in  culture,  were  found  to  be  lymphoid 
cells.10 

The  other,  RPMB  7642,  was  established  from 
the  blood  of  a patient  in  blastic  crisis  of  Philadel- 
phia chromosome-positive  leukemia.  Originally, 
these  cells  were  predominantly  myeloblasts;  most 
of  them  contained  the  Philadelphia  chromosome 
and  were  immunoglobulin  negative.  After  four 
months  of  culture,  however,  Philadelphia  chromo- 
some-containing cells  had  disappeared  and  immu- 
noglobulin-positive cells  predominated.  We  be- 
lieve that  this  change  was  due  to  overgrowth  of 
the  myeloblastic  line  by  concomitantly  estab- 
lished lymphoid  cells. 

Vaccines  were  prepared  by  mixing  100  to  350 
million  cultured  cells  washed  two  to  three  times 
with  physiologic  saline,  with  0.02  to  0.30  mg.,  dry 
weight,  of  BCG  organisms.*  The  usual  dose  of 
this  BCG  preparation  for  vaccination  against  tu- 
berculosis is  0.06  mg.  BCG  organisms  were 
mixed  with  the  cultured  cells  by  repeated  aspira- 
tion through  a fine  hypodermic  needle,  and  BCG- 
cell suspensions  were  injected  intradermally  in  the 
upper  arm,  in  a volume  of  approximately  0.5  ml. 

Vaccination  schedules  varied  somewhat,  but  al- 
most all  patients  received  their  first  three  vacci- 
nations at  three  to  six-week  intervals.  Subse- 
quently, the  interval  between  vaccinations  was  ex- 
tended gradually.  In  most  cases,  “maintenance” 
immunization  has  consisted  of  three  to  four  vacci- 
nations per  year. 

Measurements  of  immunologic  response.  To 

determine  delayed  hypersensitivity  to  components 
of  the  vaccine  mixtures,  patients  were  skin  tested 
with  cultured  cells,  fetal  calf  serum,  which  is  a 
constituent  of  the  culture  medium,  not  completely 
removed  by  washing  the  cells,  and  tuberculin 
PPD  (purified  protein  derivative).  Because  of  the 
inconvenience  of  preparing  fresh  cells  for  skin 
testing,  routine  tests  were  performed  with  homog- 
enates of  10v  repeatedly  frozen-thawed  cultured 
cells,  stored  in  the  frozen  state  until  use.  Re- 
sponse to  these  homogenates  correlated  satisfacto- 
rily with  skin-test  reactions  to  irradiated  intact 
cells. 

To  determine  nonspecific  increases  in  delayed 
hypersensitivity  responses,  patients  were  skin 
tested  with  mumps  antigen,  streptokinase  and 
streptodornase  (Varidase)  in  the  amounts  of  10 
units  of  streptokinase  and  2.5  units  of  streptodor- 
nase per  skin  test,  and  Candida  (Monilia)  and 
Trichophyton  extracts,  1 : 1,000  dilution  each. 

Skin  test  reactions  were  usually  read  both  at 
twenty-four  and  forty-eight  hours  and  the  maxi- 
mal responses  recorded.  For  descriptive  purposes, 
positive  skin  test  responses  were  ranked  on  a scale 
from  weak  ( + , erythema  1 cm.  or  more,  without 
induration,  or  induration  0.5  to  0.9  cm.)  to  very 
strong  ( + + + +,  more  than  4 cm.  of  induration). 

* Research  Foundation,  University  of  Illinois  Institute  for 
Tuberculosis  Research,  Chicago. 


Patients  had  periodic  determinations  of  serum 
electrophoretic  patterns  and  circulating  immuno- 
globulin levels.  Their  sera  were  also  examined  for 
precipitating  antibodies  to  fetal  calf  serum,  by 
immunoelectrophoresis,  the  conventional  Oucht- 
erlony  technique,  and  a considerably  more  sensi- 
tive immunodiffusion  technique.11 

Results 

Reactions  to  vaccination.  The  typical  reac- 
tions to  the  first  two  or  three  vaccinations  evolved 
over  four  to  eight  weeks.  Only  a small  area  around 
the  injection  site  was  involved,  and  morbidity  was 
minimal,  both  in  tuberculin-negative  and  in 
tuberculin-positive  patients.  The  final  scar 
approximated  the  area  of  the  original  injection 
site. 

After  patients  had  received  three  to  six  vaccina- 
tions, the  local  reactions  usually  became  more  in- 
tense. An  inflammatory  reaction,  extending  sev- 
eral centimeters  around  the  vaccination  site,  often 
developed  within  the  first  twenty-four  hours;  this 
was  accompanied  by  discomfort  and  tenderness. 
Ulceration  occurred  at  the  vaccination  site  and 
was  sometimes  associated  with  relatively  profuse 
drainage.  Systemic  reactions  were  seen  in  ap- 
proximately one  half  of  the  patients.  The  typical 
reaction  began  six  to  ten  hours  after  vaccination, 
with  malaise  and  generalized  aching,  chilly  sensa- 
tions, and  fever  of  100  to  102°F.  Aching  and  fever 
usually  subsided  within  thirty-six  hours,  and  aspi- 
rin was  sufficient  to  control  symptoms  in  the  ma- 
jority of  patients.  However,  a few  had  more  se- 
vere reactions,  lasting  from  two  to  four  days,  with 
temperatures  as  high  as  103. 5°F.,  and  followed  by 
a few  days  of  weakness  and  fatigue.  There  ap- 
peared to  be  some  correlation  between  the  dosage 
of  BCG  organisms  and  the  incidence  and  severity 
of  these  reactions. 

Immunologic  responses.  There  was  moderate 
fluctuation  in  delayed  skin-test  responses  of  indi- 
vidual patients  on  serial  testing.  Response  pat- 
terns were  generally  consistent,  however,  and  ran- 
dom fluctuations  rarely  extended  beyond  the  next 
classification  in  our  rating  scale. 

No  patient  was  anergic  before  immunization, 
and  most  had  at  least  two  positive  delayed  skin- 


May  1 5,  1 973  / New  York  State  Journal  of  Medicine  1181 


CLASSIFICATION  OF  SKIN  TEST  RESPONSE 
FIGURE  1 Distribution  of  delayed  skin  test  responses 
of  immunized  patients,  before  immunization,  after  three 
vaccinations,  and  after  six  or  more  vaccinations. 


test  responses.  However,  three  fourths  of  the  in- 
dividual reactions  were  negative  or  weak  ( + ). 
During  the  course  of  immunotherapy,  the  great 
majority  of  patients  exhibited  conversion  of  origi- 
nally negative  skin-test  responses  and  progressive 
increases  in  positive  responses.  These  usually 
reached  a plateau  after  six  to  ten  vaccinations, 
but  in  some  cases,  further  increments  in  response 
were  observed  subsequently.  The  greatest  in- 
creases were  recorded  in  skin-test  responses  to 
“specific”  antigens,  such  as  PPD,  target  cell  ho- 
mogenates, and  fetal  calf  serum,  with  7 of  the  pa- 


tients achieving  very  strong  ( H — | — | — h ) reactions 
to  one  or  more  of  these.  Increases  in  response  to 
antigens  unrelated  to  components  of  the  vaccine 
mixtures  were  less  striking,  but  almost  all  of  the 
originally  negative  responses,  except  to  Tricho- 
phyton extract,  were  converted.  Figure  1 plots 
the  distribution  of  these  patients’  skin-test  re- 
sponses before  immunization,  after  three  vaccina- 
tions, and  in  the  most  recent  tests,  excluding 
preterminal  skin  tests  of  the  3 patients  who  have 
died.  It  is  evident  that  quite  substantial  stimula- 
tion of  cellular  immune  reactivity  was  achieved. 

There  were  no  changes  in  serum  electrophoretic 
patterns  attributable  to  repeated  vaccination. 
Mean  Ig  (immunoglobulin)  values  of  the  12  liv- 
ing patients,  after  4 to  22  vaccinations,  were  as 
follows:  IgG  1,048  mg.  per  100  ml.  (normal,  1,200 
± 300  mg.  per  100  ml.),  IgA  198  mg.  per  100  ml. 
(normal,  288  ± 121  mg.  per  ml.),  and  IgM  83  mg. 
per  100  ml.  (normal,  80  ± 29  mg.  per  100  ml.). 
Sera  of  11  patients,  9 of  whom  exhibited  positive 
delayed  skin-test  responses  to  fetal  calf  serum, 
were  examined  for  antibodies  to  this  material  by 
immunoelectrophoresis  and  the  conventional 
Ouchterlony  technique.  No  precipitin  lines  were 
seen.  However,  small  amounts  of  antibody  to 
fetal  calf  serum  could  be  detected  by  the  more 
sensitive  immunodiffusion  technique,11  in  five  of 
seven  sera. 

Clinical  course  of  immunized  patients.  Table 
I summarizes  the  course  of  these  15  patients  to 
the  time  of  this  report.  Most  of  them  were  receiv- 


TABLE  I.  Course  of  15  patients  with  uncomplicated  Philadelphia  chromosome-positive  leukemia 


Age 

Case  (Years) 

Sex 

Diagnosis 
of  CML 

First 

Vaccination 

Spleen, 

First 

Vacci- 

nation 

Number 
Vacci- 
nations Follow-up 

Time 

(Months) 

1 

31 

M 

Jan.,  64 

Aug.,  65 

1 cm. 

25 

Excellent  remission;  spleen  not  palpable 

88 

2 

40 

F 

Apr.,  58 

Oct.,  65 

13 

Fully  functional,  but  hematologic  and 
clinical  deterioration;  spleen  3 cm. 

87 

3 

24 

M 

July,  65 

Feb.,  66 

2 cm. 

10 

Died  July,  1969,  with  intense  basophilia 
and  multiple  infections 

41 

4 

49 

M 

Dec.,  63 

Mar.,  66 

9 

Died  Dec.,  1969,  with  myeloblastic 
transformation  and  severe  hepatitis 

45 

5 

62 

M 

May,  65 

Mar.,  66 

25 

Fully  functional  but  some  hematologic 
deterioration;  spleen  not  palpable 

81 

6 

31 

M 

Jan.,  66 

Sept.,  66 

19 

Excellent  remission;  spleen  not  palpable 

75 

7 

23 

M 

Apr.,  68 

Oct.,  68 

3 cm. 

8 

Died  Feb.,  1971,  with  intense  basophilia 
and  increased  myeloblasts 

28 

8 

42 

M 

July,  68 

Sept.,  69 

15 

Excellent  remission;  spleen  not  palpable 

39 

9 

57 

F 

July,  68 

Nov.,  69 

11 

(BCG 

only) 

Recent  myeloblastic  transformation; 
spleen  not  palpable 

37 

10 

21 

M 

Dec.,  67 

June,  70 

12 

Fully  functional,  but  some  hematologic 
deterioration;  spleen  not  palpable 

30 

11 

35 

M 

May,  69 

June,  70 

2 cm. 

15 

Good  remission,  post-splenectomy 

30 

12 

43 

M 

July,  67 

July,  70 

11 

Excellent  remission;  spleen  not  palpable 

29 

13 

63 

M 

Apr.,  67 

May,  71 

9 

Excellent  remission;  spleen  not  palpable 

19 

14 

39 

M 

Jan.,  68 

May,  71 

9 

Excellent  remission;  spleen  not  palpable; 
no  chemotherapy  since  April,  1971; 
WBC  5,900 

17 

15 

24 

M 

Mar.,  69 

Sept.,  71 

1 cm. 

7 

Excellent  remission,  but  spleen  still  1 cm. 

13 
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ing  maintenance  chemotherapy  when  immuno- 
therapy was  started,  but  4 were  in  unmaintained 
remission.  Chemotherapy  was  withheld  in  the 
later  cases  until  persistent  leukocytosis  developed, 
and  maintenance  drug  therapy  was  interrupted  in 
several  of  the  former  to  determine  whether  hema- 
tologic control  could  be  maintained  with 
immunotherapy  alone.  Only  2 patients,  however, 
held  WBC  (white  blood  cell)  counts  within  the 
normal  range  for  as  long  as  a year,  and  only  one, 
Case  14,  remains  off  treatment.  We  conclude  that 
immunotherapy,  as  administered  in  this  study, 
cannot  substitute  for  antileukemic  chemotherapy. 

Seven  of  the  15  patients  have  shown  no  evi- 
dence of  clinical  or  hematologic  deterioration  dur- 
ing one  to  seven  years  of  observation,  after  enter- 
ing the  immunotherapy  program.  One  of  these, 
Case  1,  had  a palpable  spleen  initially;  this  be- 
came impalpable  after  the  second  vaccination  and 
has  remained  impalpable. 

Five  patients,  although  continuing  their  usual 
activities,  have  shown  some  evidence  of  advancing 
disease.  Case  2 has  developed  splenomegaly,  ane- 
mia, and  immature  cells  in  the  peripheral  smear 
during  the  past  year.  She  continues  to  hold  a 
full-time  job,  in  addition  to  taking  care  of  her 
home  and  children,  but  now  complains  of  fatigue. 
Case  5 has  shown  a slight  decrease  in  hemoglobin, 
some  increase  in  basophils,  and  thrombocytosis; 
his  spleen  remains  impalpable.  Case  9 is  now 
undergoing  treatment  for  early  myeloblastic 
transformation;  she  has  a normal  hemoglobin,  im- 
palpable spleen,  and  no  fever.  Case  10  remains 
asymptomatic,  with  an  impalpable  spleen  and  a 
normal  hemoglobin;  however,  he  now  has  an  in- 
creased number  of  circulating  basophils,  14  to  25 
per  cent  in  recent  differential  counts.  Finally, 
Case  11  developed  increasing  splenomegaly  and  a 
fall  in  hemoglobin;  he  has  recently  been  subjected 
to  splenectomy  and  is  doing  well  now. 

Three  patients  have  died.  Two  of  them,  Cases 
3 and  4,  showed  very  little  increase  in  delayed 
skin-test  responses,  either  to  antigens  of  the  vac- 
cine mixture  or  to  unrelated  antigens.  The  third 
patient,  Case  7,  had  good  increase  in  reactivity  to 
target  antigens  and  converted  a negative  mumps 
response.  Two  of  these  patients,  Cases  4 and  7, 
developed  myeloblastic  transformation,  while  the 
Third,  Case  3,  died  with  intense  basophilia,  40  to 
60  per  cent,  and  a series  of  bacterial,  fungal,  and 
viral  infections. 

The  course  of  this  group  of  15  patients  has  been 
! substantially  better  than  that  of  comparable  pa- 
itients  treated  by  us  without  immunotherapy,  or 
any  series  of  patients  with  myelocytic  leukemia 
reported  by  others.  Survival  was  100  per  cent 
two  years  after  initial  vaccination.  Eight  of  9 pa- 
itients  were  alive  three  years  after  initial  vaccina- 
tion, and  4 of  the  6 patients,  first  immunized  in 
1965  and  1966,  are  still  alive. 


YEARS 

FIGURE  2.  Survival,  life  table  plots,  of  15  immunized 
patients.  28  selected  Roswell  Park  controls  with  "favor- 
able" prognoses,  and  unselected  patients  with  chronic 
myelocytic  leukemia 


Comment 

Survival  of  immunized  patients.  Myelocytic 
leukemia  is  a rapidly  fatal  disease,  and  the  medi- 
an survival  of  unselected  patients  is  less  than  two 
years  from  diagnosis. 1,3-5  Our  immunized  pa- 
tients constituted  a selected  group,  however,  with 
a distinctly  more  favorable  prognosis.  They  were 
all  Philadelphia  chromosome-positive,  and  none 
had  any  of  the  manifestations  associated  with  a 
poor  short-term  outlook.12  Thus,  it  would  not  be 
proper  to  compare  their  course  with  that  of  aver- 
age patients  with  this  disease.  To  obtain  a more 
valid  control  group,  whose  initial  prognosis  and 
chemotherapeutic  management  were  comparable 
to  those  of  the  immunized  patients,  we  assembled 
a series  from  our  own  files.  This  consisted  of  28 
unimmunized  patients  whose  leukemia  was  diag- 
nosed during  the  decade  from  1960  to  1969,  who 
were  known  to  be  Philadelphia  chromosome-posi- 
tive, and  whose  disease  was  under  good  control 
one  year  after  diagnosis. 

To  simplify  construction  of  a survival  curve  for 
the  immunized  patients  who  entered  this  program 
at  widely  varying  times  after  diagnosis,  median, 
1.6  years,  it  was  assumed  that  each  patient  had 
had  leukemia  for  one  year  prior  to  the  first  vacci- 
nation. Figure  2 presents  life-table  survival  plots 
for  the  15  immunized  patients,  the  selected  Ros- 
well Park  control  series,  and  an  unselected  series 
of  patients  from  the  Albany  Medical  Center.5 
Also  shown  are  the  three  and  five-year  survival 
figures  reported  by  the  End  Results  Group,4  a 
group  of  hospitals  and  tumor  registries  which  co- 
operate in  compiling  statistical  data  for  various 
malignant  neoplasms.  The  latter  are  quite  simi- 
lar to  the  corresponding  figures  from  the  Albany 
series,  indicating  that  this  series  is  a representa- 
tive one.  It  is  obvious  that  the  fate  of  the  selected 
Roswell  Park  controls  is  substantially  better  than 
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that  of  unselected  patients,  through  the  first  four 
years;  the  number  of  patients  in  the  Roswell  Park 
group  is  too  small  to  provide  accurate  survival 
data  beyond  this  point.  The  fate  of  the  immun- 
ized patients  is  strikingly  better  than  that  of  the 
Albany  series  and  very  significantly  better  than 
that  of  the  selected  Roswell  Park  controls  (p 
<0.01). 

Individual  case  histories  of  the  immunized  pa- 
tients were  reviewed  to  determine  whether  any  of 
them  could  have  been  identified  as  having  an  un- 
usually favorable  disease.  The  group  contained 
one  such  patient,  Case  2,  a young  woman  who  re- 
ceived two  weeks  of  treatment  with  busulfan,  6 
mg.  per  day,  after  diagnosis  of  her  leukemia  in 
1958.  Her  modestly  enlarged  spleen  became  im- 
palpable; her  leukocyte  count  fell  to  normal  levels 
within  a month  and  remained  below  15,000  per 
cubic  millimeter  (except  for  a transient  rise  above 
20,000  per  cubic  millimeter  during  a pregnancy) 
for  the  next  three  years  without  further  treatment. 
We  have  seen  no  other  patient  who  required  so  lit- 
tle treatment  to  enter  remission  or  who  remained 
in  unmaintained  remission  so  long.  Whether  this 
patient  could  have  been  given  a prognosis  of  eight 
additional  years  in  August,  1964  (when  her  disease 
is  deemed  to  have  started,  for  our  survival  plot)  is 
not  clear,  however.  At  that  time,  she  was  still 
quite  sensitive  to  antileukemic  medication  but  her 
“leukocyte  doubling  time”13  had  shortened  great- 
ly, and  she  required  frequent  courses  of  treatment. 
At  any  rate,  exclusion  of  this  patient  would  not 
alter  the  survival  curve  of  the  immunized  group 
significantly. 

The  other  immunized  patients  represented  a 
typical  spectrum  of  Philadelphia  chromosome- 
positive leukemia,  with  leukocyte  counts  at  diag- 
nosis ranging  from  30,000  to  600,000  per  cubic 
millimeter,  and  spleens  from  impalpable,  Cases  4 
and  12,  to  massively  enlarged,  Cases  3,  7,  and  8. 
Initial  unmaintained  remissions  ranged  from  six 
to  eight  weeks,  Cases  6 and  11,  to  approximately 
one  year,  Cases  1,  4,  and  12. 

We  conclude  that,  as  a group,  the  immunized 
patients  could  not  have  been  expected  to  do  so 
well  with  conventional  therapy  only,  and  that 
their  course  was  favorably  influenced  by 
immunotherapy.  Additional  support  for  this  con- 
clusion comes  from  the  unusually  favorable  course 
of  some  poor-risk  patients  entered  into  this  pro- 
gram.14 

Immunologic  mechanisms.  At  its  inception, 
this  study  appeared  straightforward.  We  were  at- 
tempting to  stimulate  specific  immunity  against 
allogeneic  leukemic  myeloblasts,  in  the  hope  that 
this  would  provide  protection  against  proliferation 
of  autologous  myeloblasts,  that  is,  on  the  premise 
that  the  immunology  of  human  myeloid  leukemia 
might  resemble  that  of  virus-induced  leukemia  of 
animals.  The  operational  goals  of  this  effort  were 

1184  New  York  State  Journal  of  Medicine  / May  1 5, 


achieved.  We  succeeded  in  inducing  strong  de- 
layed hypersensitivity  to  the  allogeneic  target 
cells.  Our  vaccination  technique  stimulated  cel- 
lular immune  responses  preferentially  over  anti- 
body formation  and  has  proved  safe;  no  “take”  of 
cultured  cells  has  yet  been  observed  in  any  pa- 
tient immunized  by  this  method.9  Death  from 
myeloblastic  transformation  has  indeed  been  de- 
layed. However,  it  is  by  no  means  clear  that  this 
clinical  benefit  is  the  result  of  specific  immuniza- 
tion against  virus-determined  “leukemic  anti- 
gens.” 

Although  early  studies  of  RPMI  6410  cells,  at  a 
time  when  they  might  have  been  myeloblasts, 
suggested  that  they  possessed  antigen  in  common 
with  circulating  leukemic  cells,7  we  have  no  evi- 
dence for  or  against  this,  insofar  as  the  cells  now 
being  cultured  are  concerned.  Both  RPMI  6410 
and  RPMB  7642  cells,  as  used  during  most  of  this 
study,  were  lymphoid  cells.  However,  this  does 
not  exclude  the  possibility  that  they  might  carry 
antigen(s)  characteristic  of  myeloid  leukemia.  It 
is  known  that  an  oncogenic  virus  may  induce  anti- 
genic transformation  of  “normal”  tissues,  as  well 
as  of  the  cells  which  constitute  its  principal  tar- 
get.15 Thus,  it  is  possible  that  a virus  causing 
myeloid  leukemia  might  also  infect  patients’  lym- 
phoid cells  and  transform  them  antigenically. 

On  the  other  hand,  it  is  entirely  possible  that 
the  therapeutic  results  recorded  in  this  study  are 
due  to  nonspecific  immunologic  stimulation,  rath- 
er than  to  specific  “antileukemic”  immunization. 
It  is  known  that  the  course -of  patients  with  a vari- 
ety of  malignant  neoplasms  correlates  well  with 
the  status  of  their  cellular  immune  mecha- 
nisms.16-18 This  suggests  that  if  this  type  of  im- 
munologic reactivity  could  be  enhanced,  survival 
with  neoplastic  disease  would  be  prolonged.  The 
present  study  may  well  constitute  a clinical  exper- 
iment supporting  this  hypothesis,  since  substan- 
tial general  increase  in  cellular  immune  reactivity 
was  recorded  among  the  immunized  patients  (Fig. 

D. 

Examination  of  data  from  individual  cases  has 
not  proved  helpful  in  discriminating  between 
these  two  possible  mechanisms.  In  general, 
strong  sensitization  to  the  target  cells  was  accom- 
panied by  substantial  nonspecific  increases  in  de- 
layed hypersensitivity  responses.  Among  the  3 
patients  who  have  died,  2 failed  to  show  signifi- 
cant increases  in  either  specific  or  nonspecific  re- 
sponses, while  one  exhibited  both  specific  sensiti- 
zation and  nonspecific  stimulation. 

If  nonspecific  immunologic  stimulation  is  re- 
sponsible for  the  therapeutic  benefit  we  have  re- 
corded, then  vaccination  with  BCG  alone  might 
produce  comparable  results.  BCG  is  a potent 
stimulant  of  cellular  immune  reactivity,  even  in 
neoplastic  diseases  characterized  by  immunologic 
deficiency.19  BCG  vaccination  is  known  to  stimu- 
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late  tumor  resistance  in  experimental  animal  sys- 
tems.20 Recently,  evidence  has  been  presented 
that  BCG  vaccination  may  protect  children 
against  acute  leukemia21-22  and  may  prolong  re- 
mission in  malignant  melanoma.23 

If  BCG  organisms  did,  in  fact,  constitute  the 
active  ingredient  in  our  vaccines,  immunotherapy 
of  myeloid  leukemia  could  be  greatly  simplified. 
Use  of  cultured  cells  constitutes  a significant  lo- 
gistic problem.  It  requires  specialized  facilities  to 
which  the  patient  must  travel,  and  the  cost  per 
immunization  is  high.  Vaccination  with  BCG 
alone,  on  the  other  hand,  is  simple,  cheap,  and 
can  be  performed  anywhere.  Thus,  it  will  be  of 
great  practical  importance  to  determine  whether 
use  of  BCG  alone  could  be  equally  effective.  We 
are  currently  investigating  this  question. 

Summary 

Fifteen  patients  with  uncomplicated  Philadel- 
phia chromosome-positive  leukemia  were  subject- 
ed to  repeated  vaccination  with  BCG  and  allogen- 
eic cultured  cells.  Their  survival  appears  to  have 
been  substantially  prolonged  by  the  addition  of 
immunotherapy  to  antileukemic  chemotherapy. 
It  is  not  clear  whether  the  favorable  results  re- 
corded in  this  study  reflect  specific  antileukemic 
immunization  or  nonspecific  stimulation  of  cellu- 
lar immune  mechanisms. 
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An  amputee  unit  was  organized  in  1969,  incor- 
porating postoperative  immediate  fitting  and  em- 
phasizing the  use  of  modular-unit  prostheses. 
This  was  a two-year  program  to  improve  the  care 
of  lower-extremity  amputees.  The  majority  of  pa- 
tients were  transfers  for  fitting  and  a rehabilita- 
tion program.  Most  of  these  patients  presented 
medical  and  stump  problems.  Our  program 
sought  to  achieve  the  best  care  from  a surgical 
and  rehabilitation  standpoint. 

A modular  unit  prosthesis  for  lower-extremity 
amputees  was  developed  by  James  Foort,  Techni- 
cal Director  of  the  Manitoba  Rehabilitation  Hos- 
pital, Winnipeg,  Canada.  An  abstract  of  his  ideas 
tells  of  the  use  of  an  artificial  leg  designed  for 
rapid  assembly  and  adjustment,  while  eliminating 
delays  in  rehabilitation.*  Other  units,  developed 
in  the  past,  caused  irregularity  of  gait  or  greater 
expense.  Foort  found  that  for  both  above-knee 

"Foort,  J..  and  Hobson,  D.  A.:  A Pylon  Prosthesis  System 
lor  Shank  (BK)  Amputees,  A Pylon  Prosthesis  System  for 
AK  Amputees,  Prosthetic  and  Orthotics  Research  and  De- 
velopment Unit,  Winnipeg,  Canada,  Sanatorium  Board  of 
Manitoba.  Manitoba  Rehabilitation  Hospital,  November, 
1965,  p 1 . 


and  below-knee  stumps,  which  had  been  ampu- 
tated months  before,  a prescription  for  a prosthe- 
sis with  either  a prefabricated  above-knee  or 
below-knee  adjustable  socket  could  be  fitted  suc- 
cessfully during  the  remaining  year. 

Our  study  tested  this  concept.  The  modular 
above-knee  and  below-knee  prostheses  are  made 
in  four  parts  (Figure  1).  The  parts  include  sock- 
ets in  different  sizes,  a wedge-disk  unit  for  adjust- 
ment of  alignment,  pylon  aluminum  tubing,  and  a 
SACH  foot.  We  found  the  staff  prosthetist  was 
necessary  for  the  fitting,  the  adjustment  of  the 
socket,  and  the  alignment. 

We  confirmed  Foort’s  observation  that  economy 
results  from  cheaper  components  in  a modular 
unit  and  from  a reduction  in  patient  treatment 
time.  This  is  accomplished  by  earlier  treatment 
following  amputation  and  continuation  of  treat- 
ment. Reuse  of  components  of  the  modular  unit 
is  frequently  possible.  The  below-knee  socket  is, 
however,  unreliable. 

We  quickly  learned  that  cases  must  be  very 
carefully  selected.  This  method  is  poor  in  bilater- 
al amputees  where  stability  achieved  by  concise 
fit  is  important,  or  in  misshapen  below-knee 
stumps  where  bony  prominences  from  a stock  unit 
can  cause  breakdown.  These  reasons  led  to  elimi- 
nation of  bilateral  amputees  from  the  modular- 
unit  program.  To  give  an  honest  and  complete 
picture,  we  are  presenting  our  overall  program  of 
86  patients  and  the  modular-unit  group  of  66  uni- 
lateral amputees  (Table  I). 

From  June,  1969  to  June,  1971,  86  amputees 
were  admitted  to  the  New  York  State  Rehabilita- 
tion and  Research  Hospital,  the  average  age  being 
63.4  years.  Seven  patients  in  this  group  were  am- 
putated at  our  hospital  with  immediate  postoper- 
ative fitting. 

The  reasons  for  amputation  fell  into  two  main 
categories:  80  per  cent  secondary  to  peripheral 

vascular  disease,  either  arteriosclerotic  or  diabet- 
ic; and  20  per  cent  arising  from  various  causes,  in- 
cluding tumors  of  bone  and  soft  tissue,  congenital 
conditions,  or  traumatic  problems. 

We  eliminated  bilateral  amputees  as  part  of  the 
modular  unit  prosthesis  program.  In  the  bilateral 
above-knees,  molded  stubbies  were  the  rule  with  a 
telescoping  pylon.  Although,  in  below-knee  and 
above-knee  problems  of  bilateral  amputees,  we 
tried  2 patients  with  modular-unit  prostheses  on 
the  above-knee  side  with  success. 

Unilateral  above-knee  and  below-knee  cases  are 
included  in  the  modular  study.  Out  of  86  pa- 
tients, 66  were  part  of  the  study.  Forty-six  were 
unilateral  above-knee  and  20  were  unilateral 
below-knee  patients. 

Results 

Of  the  46  unilateral  above-knee  amputations,  34 
patients  were  successfully  rehabilitated  with  the 
modular  unit  program.  Five  patients  had  stumps 
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that  were  fully  matured  and  were  fitted  with  per- 
manent prostheses  immediately.  Four  patients 
presented  stump  problems  and  could  not  tolerate 
prefabricated  sockets  and  were  fitted  with  molded 
sockets.  Three  patients  did  not  complete  the 
prosthetic  program  due  to  medical  reasons. 

Of  the  20  unilateral  below-knee  fittings,  6 were 
successful  with  the  modular-unit  prosthesis.  Nine 
patients  were  started  with  a modular  prosthesis, 
but  due  to  stump  breakdown  with  the  prefabricat- 
ed sockets,  molded  sockets  had  to  be  substituted. 
Two  patients  had  mature  stamps,  and  permanent 
legs  were  ordered  immediately.  One  patient  was 
fitted  with  a plaster  of  paris  socket,  temporary 


An  amputee  unit  was  organized  in  1969  at  the  New 
York  State  Rehabilitation  and  Research  Hospital 
incorporating  postoperative  immediate  fitting  and 
emphasizing  the  use  of  modular  unit  prostheses. 
This  was  a two-year  program  to  improve  the  care  of 
lower  extremity  amputees.  Eighty-six  patients  were 
studied , and  66  were  selected  as  candidates  for  a 
modular  unit  prosthetic  program.  It  was  successful 
in  40  amputees.  Most  of  the  patients  presented 
medical  and  stump  problems.  Uur  program  sought 
to  achieve  the  best  care  from  a surgical  and  rehabili- 
tation standpoint.  In  our  entire  program  of  86  pa- 
tients, 8 were  unsuccessful  and  78  were  successful. 


FIGURE  1.  Modular-unit  prosthesis  showing  component  parts.  (A)  Above-knee  (B)  Below-knee 
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TABLE  I.  Patients  in  entire  program 


Amputees 

Male 

Female 

Unilateral  above- knee 

36 

10 

Unilateral  below-knee 
Bilateral  amputees 

14 

6 

Above-knee  and  below-knee 

3 

1 

Below-knee  and  below-knee 

4 

4 

Above-knee  and  below  knee 
(two  foot  levels) 

5 

3 

TABLE  II.  Unilateral  above-knee  and  below-knee  program 

Number  of 


Consideration  Patients 


Success  modular  40 

Molded  sockets  13 

Permanent  prostheses  7 

Temporary  prosthesis  other  than  modular  1 

Prosthetic  program  discontinued  5 

Total  66 


pylon,  and  later  went  on  to  a permanent  leg.  Due 
to  medical  complications  the  program  was  discon- 
tinued on  2 patients  (Table  II). 

There  were  20  bilateral  amputees.  Four  were 
bilateral  at  the  above-knee  level,  8 were  bilateral 
at  the  below-knee  level,  and  8 were  above-knee, 
below-knee  combinations.  Of  the  4 bilateral 
above-knee  patients,  1 was  rehabilitated  as  a 
functional  walker  with  prostheses.  Two  patients 
were  started  with  a prosthetic  rehabilitation  pro- 
gram but  were  unable  to  tolerate  any  prosthetic 
devices.  One  patient  had  cardiopulmonary  prob- 
lems and  was  not  started  on  any  type  of  prosthetic 
rehabilitation  program  (Table  III).  Of  the  86  pa- 
tients in  the  entire  program,  there  were  78  suc- 
cesses and  8 failures. 

In  the  bilateral  below-knee  amputees,  there  was 
no  problem  in  ambulation  with  prosthetic  devices. 
This  included  elevations,  stairs,  and  curbs.  Un- 
like bilateral  above-knee  amputees,  where  ambu- 
lation is  limited  to  level  surfaces,  the  above-knee, 
below-knee  combination  that  we  admitted  re- 
sulted in  functional  walkers. 

Comment 

From  the  statistics  on  the  modular  program,  we 
conclude  that  it  is  a good  method  to  use  on  uni- 
lateral above-knee  amputees.  Since  we  were  able 
to  use  modular  units  successfully  on  only  6 out  of 
20  unilateral  below-knee  amputees,  this  technic 


TABLE  III.  Success  and  failure  in  bilateral  amputees 


Amputees 

Number  of 
Patients 

Above-knee  and  Above-knee 

4 

Success 

1 

Failures 

3 

Above-knee  and  Below-knee 

8 

Success 

8 

F ailures 

0 

Below-knee  and  Below-knee 

8 

Success 

8 

F ailures 

0 

Failures  (total) 

3 

Successes  (total) 

17 

Total  patients 

20 

was  a failure.  We  now  use  a molded  plaster  pa- 
tella tendon-bearing  socket,  plus  pylon  and  foot 
for  this  category  of  patients.  We  add  an  above- 
knee strap  attached  to  a Selysian  belt-type  appa- 
ratus about  the  waist,  because  the  plaster  is  heav- 
ier than  the  below-knee  modular  unit. 

The  modular  unit  affords  a less  expensive  meth- 
od to  fabricate  a temporary  prosthesis  in  the 
above-knee  unilateral  amputee.  It  allows  early 
ambulation  and  can  shorten  hospital  stay.  Con- 
tinued stump  shrinkage  before  final  fitting  of  the 
permanent  prosthesis  is  possible.  The  split  socket 
for  above-knee  patients  with  the  successive  socket 
changes  of  decreasing  size  prevents  expensive  per- 
manent leg  replacement.  A suitable  candidate  for 
a modular  program  is  a unilateral  above-knee  am- 
putee. 

Our  findings  are  known  in  many  amputee  clin- 
ics, but  apparently  nobody  bothered  to  publish 
their  experience  in  detail.  We  feel  that  a report 
should  be  made  to  explain  the  definite  limitation 
of  the  modular  unit  to  the  unilateral  above-knee 
amputee. 

Summary 

Eighty-six  lower-extremity  amputees  were  stud- 
ied in  a two-year  period  at  the  New  York  State 
Rehabilitation  and  Research  Hospital.  Sixty-six 
patients  were  selected  as  candidates  for  a modu- 
lar-unit prosthetic  program.  It  was  successful  in 
40  amputees. 

Molded  units  may  be  used  on  bilateral  above- 
knee amputees  and  bilateral  below-knee  amputees 
more  successfully.  In  our  entire  program  of  86 
patients,  8 were  unsuccessful  and  78  were  success- 
ful. 
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In  1954,  Kato  and  Miura1  published,  in  Japanese, 
a new  technique  for  parasitologic  examination  of 
feces.  By  the  use  of  “wetable”  cellophane  pre- 
soaked in  glycerine  as  a substitute  for  a coverslip, 
a larger  sample  of  feces,  about  five  times  larger 
than  the  usual  smear,  can  be  examined  directly 
after  the  glycerine  has  cleared  the  preparation  for 
thirty  to  sixty  minutes.  The  method  is  simple 
and  rapid.  This  technique  was  described  in  En- 
glish in  1966, 2 and  since  then  has  been  evaluated 
in  Poland,3  Singapore,4  Italy,5  Brazil,6  Manila,7 
and  New  Orleans.8  Most  authors  found  it  superi- 
or to  other  methods  for  detection  of  helminthic 
ova  and  considered  it  particularly  valuable  for 
quantitative  egg  counts.  Their  studies  were  lim- 
ited largely  to  specimens  selected  for  quantitation, 
or  were  conducted  in  areas  where  infections  were 
found  frequently. 

At  The  New  York  Hospital,  where  parasitic  in- 
fections are  not  frequent,  the  Kato-Miura1  tech- 
nique was  compared  with  the  Ritchie  formalin- 
ether  sedimentation  procedure  on  3,000  consecu- 
tive fecal  specimens.  The  specimens  were  from  a 
cosmopolitan  patient  population,  but  the  majority 
of  the  positive  findings  were  in  specimens  from 
patients  born  in  Puerto  Rico. 

Results 

Table  I gives  the  total  yields  by  each  technique. 
In  Table  II  the  number  of  specimens  in  which  hel- 
minth ova  were  found  by  all  three,  by  two,  or  by 
only  one  of  the  techniques  is  shown. 

The  Kato-Muira  (KM)  thick  smear  yielded  the 
largest  number  of  positive  findings.  This  in- 


TABLE  I.  Total  helminth  ova  found  by  each  technique  in 
3,000  specimens 


Ova 

Direct 

Micro- 

scopic 

Ritchie 

Sedimen- 

tation 

Kato- 

Miura 

Schistosoma  mansoni 

0 

9 

16 

Ascaris  lumbricoides 

5 

16 

20 

Hookworm 

15 

66 

76 

Trichuris  trichiura 

36 

157 

193 

Hymenolepis  nana 

1 

6 

5 

Taenia  sp. 

1 

3 

4 

Enterobius  vermicularis 

2 

3 

3 

Diphyllobothrium  latum 

2 

2 

2 

Total 

62 

262 

319 

TABLE  II.  Helminth  ova  found  by  three, 
technique  in  3,000  specimens 

two, 

* 

and  one 

Ova  Found 

DIR. 

RS 

KM 

Two 

- — Techniques- — 
DIR.  RS  DIR. 
RS  KM  KM 

One 

, — Technique  — - 
DIR.  RS  KM 

Schistosoma  mansoni 

5 

4 

11 

Ascaris  lumbricoides 

5 

10 

l 

5 

Hookworm 

14 

39 

1 

13 

22 

Trichuris  trichiura 

34 

101 

1 

1 

22 

57 

Hymenolepis,  nana 

1 

4 

1 

Taenia  sp. 

1 

2 

1 

Enterobius  vermicularis 

1 

1 

1 

1 

1 

Diphyllobothrium  latum 

2 

Totals 

58 

0 162 

2 

2 

42 

97 

* DIR.  = Direct  microscopic;  RS  = Ritchie  sedimentation;  KM  = 
Kato-Miura  thick  smear  technique. 


crease,  in  comparison  to  the  Ritchie  sedimenta- 
tion (RS),  was  primarily  in  Trichuris  trichiura; 
there  was  a small  increase  in  Schistosoma  manso- 
ni.  For  all  other  species,  the  differences  between 
these  two  techniques  were  not  significant  (Table 

II). 

This  simple  technique  can  be  recommended  as 
an  additional  procedure  to  increase  the  yield  of 
helminth  ova.  It  should  not  become  a substitute 
for  the  Ritchie  sedimentation  procedure  because  it 
was  not  designed  or  recommended  for  detecting 
any  of  the  protozoa  or  Strongyloides  larvae.  In 
this  series,  Strongyloides  larvae  were  found  in  17 
specimens;  in  2 by  the  direct  thin  smear  only,  in 
10  by  the  Ritchie  sedimentation  only,  in  5 by  both 
of  these  techniques,  but  in  none  by  the  Kato  thick 
smear.  The  oocysts  of  the  coccidium,  Isospora 
belli  were  present  in  the  Kato-Miura  thick  smear 
and  the  Ritchie  sedimentation  in  2 specimens 
from  the  same  patient.  It  was  the  only  protozoan 
seen  in  the  thick-smear  procedure. 
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attributed  to  former  use  of  the  antibiotic.  Childrer 
with  records  of  severe  edema  or  respiratory  obstructior 
after  penicillin  therapy  were  excluded  from  the  study 
as  penicillin  allergy  was  not  doubted  in  such  cases. 
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Abdominal  Pain 
and  Diarrhea 

Case  history 

Howard  Neiberg,  M.D.*:  The  patient  is  a 

thirty-nine-year-old  black  female  who  was  well 
until  two  months  prior  to  admission,  at  which 
time  she  developed  right  lower  quadrant  pain.  In 
t the  intervening  two  months  she  noted  intermit- 
tent fever,  diarrhea,  which  was  sometimes  bloody, 
nausea,  and  vomiting.  Her  private  physician 
placed  her  on  antibiotics  about  two  weeks  before 
admission.  One  week  later  she  was  seen  at  an- 
other hospital  and  was  told  that  her  uterus  was 
enlarged  and  that  she  would  need  a hysterectomy. 
The  patient  claimed  to  have  lost  a significant 
amount  of  weight  over  this  period  but  was  not 
’ sure  of  the  exact  amount. 

On  physical  examination  her  temperature  was 
103°F.  There  was  a questionable  mass  in  the 
lower  abdomen  with  tenderness  in  the  right  lower 
quadrant.  On  pelvic  examination  the  uterus  was 
described  as  of  ten- weeks’  size,  and  a 5 to  6-cm. 
mass  was  palpated  in  the  right  adnexa.  She  was 
admitted  to  the  gynecology  service  with  a tenta- 
tive diagnosis  of  pelvic  mass,  which  was  possibly  a 
tubo-ovarian  abscess.  As  part  of  her  evaluation,  a 
barium  enema  was  performed. 

Discussion 

Allen  Lawsky,  M.D.f : On  a plain  film  of  the 

abdomen  some  gas  is  seen  in  both  the  large  and 
small  bowel,  but  the  visualized  loops  of  bowel  ap- 
pear to  be  displaced  away  from  the  right  side  of 
the  pelvis.  I do  not  see  any  discrete  outline  of  a 
mass,  but  the  absence  of  gas  in  this  area  would  be 
consistent  with  such  an  interpretation.  No  ab- 
normal densities  are  seen  in  this  area. 

* Resident,  Department  of  Radiology,  Bronx  Municipal 
Hospital  Center. 

t Resident,  Department  of  Radiology,  Bronx  Municipal 
Hospital  Center. 


FIGURE  1 Barium  enema  examination  shows  collec- 
tion in  area  of  cecum.  No  normal  mucosa  seen 
around  collection 


A barium  enema  examination  shows  the 
transverse  colon,  descending  colon,  and  rectosig- 
moid to  be  normal  (Fig.  1).  I am  not  sure  wheth- 
er the  cecum  is  filled,  but  there  is  a large  irregular 
collection  of  barium  in  the  right  lower  quadrant. 
No  normal  mucosa  is  seen  outlining  this  collec- 
tion, suggesting  that  it  may  be  an  abscess  or  exca- 
vation within  a tumor.  To  better  identify  the 
area  involved,  I would  like  to  see  a small-bowel 
series,  so  that  I may  identify  the  terminal  ileum 
and  cecum.  Was  a small-bowel  study  performed? 

Dr.  Neiberg:  Yes. 

Dr.  Lawsky:  In  the  small-bowel  series  the  ter- 
minal ileum  is  seen,  and  its  mucosa  appears  intact 
(Fig.  2).  It  is  narrowed,  however,  as  it  passes 
through  what  looks  like  a swollen  ileocecal  valve. 
It  is  clear  from  these  films  that  the  abnormal  col- 
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FIGURE  2.  Swollen  ileocecal  valve  projecting  into 
ulcerated  cecum  Terminal  ileum  (arrow)  appears 
compressed,  but  its  mucosa  is  intact. 

lection  is  cecal,  and  it  may  be  significant  that  the 
appendix  was  not  filled  on  either  of  the  studies. 
Has  there  been  an  appendectomy? 

Dr.  Neiberg:  No. 

Dr.  Lawsky:  Basically  then  the  diagnostic 

considerations  fall  into  two  major  categories,  neo- 
plasm and  inflammation.  Adenocarcinoma  is  by 
far  the  most  common  cecal  tumor.  With  such  le- 
sions a mass  is  generally  seen  which  may  be  poly- 
poid or  circumferential  and  is  sometimes  ulcerat- 
ed. Small-bowel  obstruction  might  occur  with  a 
lesion  this  close  to  the  ileocecal  valve.  Lympho- 
sarcoma, on  the  other  hand,  characteristically 
causes  dilatation  of  involved  bowel  loops,  and  ob- 
struction is  much  less  common.  Mucosal  ulcer- 
ation may  occur  with  this  type  of  tumor  as  well. 
Some  other  neoplasms  which  occur  in  this  area 
are  carcinoid  tumors,  leiomyomas,  and  lipomas, 
but  these  possibilities  are  unlikely  in  this  case. 

The  most  common  inflammatory  lesion  in  this 
area  is  abscess  secondary  to  a perforated  appen- 
dix. The  abscess  cavity  would  have  no  normal 
mucosa,  since  it  is  extraluminal.  Extrinsic  com- 
pression of  the  cecum  might  be  seen  as  well  as 
pressure  on  the  distal  ileum.  If  the  abscess  is 
noncommunicating,  only  a mass  lesion  would  be 
seen,  and  this  might  be  present  anywhere  around 
the  cecum,  since  the  location  of  the  appendix  is 
variable.  Failure  to  fill  the  appendix  would  be 
compatible  with  diagnosis  of  a perforation  and 
periappendiceal  abscess,  but  it  should  be  remem- 
bered that  nonfilling  may  be  seen  in  normal  pa- 
tients and  that  even  visualization  of  the  appendix 
does  not  exclude  appendiceal  perforation  and  ab- 
scess. Similarly,  the  failure  to  visualize  any  co- 
lonic diverticula  may  occur  in  the  presence  of  ab- 
scess formation  secondary  to  perforated  diverticu- 
litis, but  this  possibility  is  unlikely.  Crohn’s  dis- 
ease is  another  entity  which  must  be  considered 
with  inflammatory  lesions  in  this  area.  The  nor- 
mal appearance  of  the  small  bowel,  while  bother- 
some, does  not  exclude  this  diagnosis,  since  about 


FIGURE  3.  Dilated  and  distorted  cecal  lumen  with 
intussuscepted  segment  of  terminal  ileum  (arrow) 
opened  posteriorly.  Diffuse  necrotic  ulceration  of 
mucosa  with  rigid  fibrosis  and  thickening  of  wall. 

15  per  cent  of  patients  with  Crohn’s  disease  of  the 
colon  may  not  have  small-bowel  findings.  Most 
frequently  the  right  colon,  especially  the  cecum, 
is  involved.  Usually,  however,  there  is  narrowing 
and  spasm  of  the  affected  areas  with  fistualization 
and  wall  abscess  as  common  features.  Multiple 
“skip  areas”  may  be  seen. 

Finally,  two  other  inflammatory  processes 
should  be  mentioned,  tuberculosis  and  amebiasis, 
both  of  which  may  involve  the  cecum.  In  both 
cases  ulceration  and  spasm  may  occur.  Patients 
with  tuberculosis  frequently  have  similar  findings 
in  the  terminal  ileum,  but  this  is  not  true  in  ame- 
biasis. 

Dr.  Lawsky 's  final  diagnosis 

Necrotic  adenocarcinoma  with  abscess  forma- 
tion; however,  nonneoplastic  abscess  remains  a 
strong  possibility,  most  likely  secondary  to  a per- 
forated appendix 

Dr.  Neiberg:  Because  of  the  clinical  and  ra-  I 

diographic  findings  a laparotomy  was  performed,  I 
and  a large  right  lower-quadrant  mass,  adherent  | 
to  the  cecum,  distal  ileum,  uterus,  and  right  fallo- 
pian tube  was  found.  A right  hemicolectomy  was 
performed  with  resection  of  ,a  portion  of  the  distal 
ileum  as  well. 

Pathologic  report 

Hwan-Bong  Sohn,  M.D.*:  On  gross  exami-  I 

nation  of  the  operative  specimen  (Fig.  3),  we  see  i 
that  the  appendix  is  present,  and  although  its 
mucosa  is  edematous,  it  is  otherwise  normal.  The  ! 
abnormal  area  seen  on  the  radiographs  was  .the 
cecum,  which  contains  confluent  areas  of  ulcer-  I 
ation  extending  to  the  ascending  colon.  They  are 

* Resident,  Department  of  Pathology,  Bronx  Municipal  j 
Hospital  Center. 
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FIGURE  4.  In  necrotic  tissue  large  number  of  periodic 
acid-Schiff  stain-positive  trophozoites  ranging  in  size 
from  25  to  50  microns  seen  (Periodic  acid-Schiff  stain). 


covered  with  yellow-greenish  material.  The  wall 
of  the  cecum  is  thickened  and  rigid.  The  ileoce- 
cal valve  is  enlarged  and  edematous,  and  a short 
segment  of  terminal  ileum  is  intussuscepted  into 
the  cecum,  but  no  ulcerations  are  seen  in  the 
mucosa  of  the  small  bowel.  The  most  likely  diag- 
nosis on  the  basis  of  these  gross  findings  would  be 
ulcerated  tumor  of  some  kind. 

Microscopically,  there  is  thickening,  fibrosis, 
and  granulation  tissue  in  the  bowel  wall  with  fi- 

Ibrinoid  necrosis  and  ulceration  of  the  mucosa. 
The  combination  of  fibrinoid  necrosis,  granula- 
tion tissue,  and  fibrosis  is  characteristic  of  a 
chronic  ulcer.  Notice  the  tentacle-like  extensions 
and  the  undermining  and  serrated  margin  of  the 
ulcers.  These  are  suppurative  abscesses  typical  of 
secondary  infection.  No  evidence  of  neoplasm  is 
seen.  On  hematoxylin  and  eosin  staining  we  see 
pale,  large  histiocytic-looking  cells  with  phagocyt- 
ized  red  blood  cells.  Periodic  acid-Schiff  staining 
demonstrates  clearly  the  encysted  amoebic  tro- 
phozoites (Fig.  4).  Iron  hematoxylin  would  also 
be  a good  stain,  since  it  would  show  the  cytoplasm 
as  well  as  the  negative  staining  of  the  ingested  red 
cells  so  commonly  seen. 

Final  pathologic  diagnosis 

Amebiasis  of  cecum 

Dr.  Neiberg:  Infestation  with  Entamoeba 

histolytica  is  rather  common  in  the  United  States 
with  estimates  of  up  to  10  per  cent  of  the  general 
population  involved.1  This  does  not  speak  well 
for  our  level  of  environmental  hygiene,  since 
transmission  depends  on  fecal  contamination  of 
our  food  or  water  supplies.  Despite  this  high  inci- 
dence of  infestation,  however,  clinical  disease  sec- 
ondary to  amebae  is  relatively  uncommon.2 
When  present,  the  most  common  clinical  prob- 
lem relates  to  colonic  involvement  with  abdominal 


pain  and  changes  in  bowel  habits,  frequently  diar- 
rhea. Blood  and  mucus  may  be  present  in  the 
stool.  At  this  time  results  of  a barium  enema 
would  probably  be  normal.  If,  however,  abnormal 
findings  were  present,  they  would  consist  of  small 
ulcerations  of  the  bowel  wall,  most  commonly  in 
the  cecal  area  and  rectosigmoid.  The  terminal 
ileum  is  almost  invariably  spared.  Later  there 
may  be  thickening  of  the  wall  and  narrowing  of 
the  lumen  of  the  bowel,  especially  the  cecum. 
One  of  the  classic  descriptions  is  of  a “conical 
cecum.” 

A less  common  finding  is  an  ameboma,  a local- 
ized granulomatous  inflammatory  mass  which 
may  be  very  difficult  to  distinguish  roentgeno- 
graphically  from  a malignant  growth.  If  the  di- 
agnosis is  suspected,  however,  a repeat  study  fol- 
lowing drug  therapy  for  amebiasis  would  demon- 
strate improvement,  thus  avoiding  a potentially 
hazardous  operative  procedure.  Although  it  is  fre- 
quently difficult  to  isolate  the  ameba  on  stool  ex- 
amination, multiple  specimens  should  be  examined 
if  the  possibility  of  amebiasis  exists.  Other  find- 
ings which  might  suggest  the  diagnosis  of  amebiasis 
would  include  hepatic  involvement,  either  hepati- 
tis or  a hepatic  abscess,  and  involvement  of  the 
pleura  or  lungs,  especially  the  right  lower  lobe.3 

Dr.  Sohn:  The  low  incidence  of  clinical  dis- 

ease mentioned  earlier  is  important  to  remember 
and  is  in  large  part  due  to  the  fact  that  Entamoe- 
ba histolytica  does  not,  by  itself,  do  much  damage 
to  the  colon,  producing  only  a moderate  degree  of 
inflammatory  reaction  and  tissue  necrosis.  These 
changes  are  accentuated  by  bacterial  superinfec- 
tion. Young  mice,  in  which  amebae  generally 
grow  well,  are  resistant  when  they  are  germ  free. 
Even  in  vitro  it  has  been  demonstrated  that 
amebae  grow  better  in  the  presence  of  bacteria, 
and  it  may  be  difficult  to  obtain  pure  cultures 
without  bacteria.4  Some  of  the  organisms  associ- 
ated with  severe  amebic  colitis  are  pathogenic 
streptococci,  Salmonella  typhosa,  and  Salmonella 
paratyphi. 

Dr.  Neiberg:  Following  surgery,  wound  heal- 

ing was  slow  and  the  patient’s  fever  persisted. 
When  the  clinicians  were  notified  by  the  depart- 
ment of  pathology  of  the  presence  of  ameba,  spe- 
cific anti-amebic  drugs  were  added  and  resulted  in 
abatement  of  the  fever  and  improved  wound  heal- 
ing. The  patient  was  discharged  approximately 
one  month  following  admission. 
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In  Part  I of  this  study,  which  appeared  in  the 
May  1 issue  of  the  Journal,  the  author  dealt  with 
the  clinical  findings  and  pathophysiology  of  hy- 
peruricemia in  leukemia  and  lymphoma.  Uric- 
acid  metabolism  and  excretion  in  leukemia  and 
lymphoma  are  considered  in  detail. 

Severe  hyperuricemia  is  not  as  uncommon  in 
patients  with  acute  leukemia  or  lymphomas  as  the 
paucity  of  reports  would  indicate.  Hyperuricemia 
in  these  diseases  may  follow  the  rapid  induction  of 
cell  lysis  by  effective  chemotherapy  or  x-ray  thera- 
py. Failure  to  recognize  this  complication  or 
delay  in  vigorous  antiuric-acid  therapy  may  result 
in  acute  uric-acid  nephropathy,  anuria,  and  death 
at  a time  when  months  or  years  of  remission  of 
disease  may  be  attainable.30  The  successful  man- 
agement of  acute  hyperuricemia  in  leukemia  or 
lymphoma  is  based  on  an  understanding  of  the 
pathogenesis  of  uric-acid  nephropathy  (Fig.  8). 
Therapy  consists  of  drugs  to  inhibit  formation  of 
uric  acid,  plus  measures  designed  to  promote 
maximal  urinary  solubility  of  uric  acid. 

Modalities  to  control  hyperuricemia 

Hydration  and  alkalinization.  Hyperuricemia 
is  the  direct  result  of  an  enlarged  total-body  pool 
or  uric  acid  which  leads  to  a marked  increase  in 
uric-acid  excretion.  If  the  urinary  concentration 
of  uric  acid  exceeds  its  solubility,  diffuse  intratub- 
ular crystallization  of  uric  acid  will  occur,  leading 
to  intrarenal  obstruction  and  anuria,  that  is,  uric- 
acid  nephropathy.  This  complication  can  usually 
be  prevented  by  inhibiting  the  formation  of  uric 


Chemotherapy  “"®  circulating  "blasts" 

or  ~ "*~®  "blasts"  in  bone  marrow 

X-Ray  Therapy  - leukemic  or  lymphomatous  infiltrates  in 

spleen,  liver,  lymphnodes,  thymus  or  kidneys 

degradation  of  nucleoproteins 

xanthine  and  hypoxanthine 

xanthine 
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I 

UREMIA 

FIGURE  8.  Chain  of  events  leading  to  uremia  in  pa- 
tient with  leukemia  or  lymphoma  given  intensive  che- 
motherapy or  x-ray  therapy. 

acid  through  the  administration  of  allopurinol 
(Zyloprim)  and  by  administration  of  at  least  2,500 
ml.  per  square  meter  per  twenty-four  hours  of 
fluid  by  mouth  or  by  intravenous  infusion.  The 
urinary  output  should  be  kept  above  100  ml.  per 
square  meter  per  hour.  This  will  require  that 
water  be  given  in  adequate  quantities  at  bedtime 
or  that  intravenous  infusions  be  given  during  the 
night  to  avoid  the  formation  of  concentrated  urine 
during  the  period  of  sleep. 

Alkalinization  of  the  urine  is  usually  not  re- 
quired when  allopurinol  and  adequate  hydration 
are  given.  However,  if  hyperuricemia  is  great,  or 
if  renal  function  is  deteriorating,  the  giving  of  1 to 
2 mEq.  per  kilogram  of  sodium  bicarbonate  intra- 
venously every  twelve  hours  will  usually  maintain 
urine  neutral  or  slightly  alkaline.  If  sodium  bi- 
carbonate is  given  orally  the  equivalent  dose  is  0.1 
Gm.  per  kilogram  given  every  six  hours.31  Larger 
doses  of  sodium  bicarbonate  may  be  safely  toler- 
ated by  a child  with  normal  kidneys.32  But  since 
the  degree  of  renal  involvement  in  the  patient 
with  leukemia  or  lymphoma  cannot  be  easily  mea- 
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FIGURE  9.  Glomerulus  and  renal  rubules  of  child  with 
acute  leukemia,  showing  marked  interstitial  infiltrate 
with  leukemic  cells. 


sured  clinically,  large  doses  of  sodium  bicarbonate 
should  be  avoided  (Fig.  9)'.  With  renal  impair- 
ment, sodium  retention  and  “water  intoxication” 
may  complicate  zealous  sodium-bicarbonate  ther- 
apy. 

Alkalinization  causes  the  solubility  of  uric  acid 
in  water  to  be  greatly  increased.  Thus,  the  solu- 
bility of  uric  acid  in  urine  is  increased  from  8 mg. 
per  100  ml.  at  pH  5 to  158  mg.  per  100  ml.  at  a 
pH  of  7.  This  is  nearly  a twenty-fold  increase  in 
solubility.  Alkalinization  enables  uric  acid  to  re- 
main in  a supersaturated  or  colloidal  solution.33 
The  alkalinization  of  the  urine  by  carbonic-anhy- 
drase  inhibitors  and  sodium  bicarbonate  aims  at 
maintaining  the  urinary  pH  above  7,  thus  increas- 
ing the  solubility  of  uric  acid  within  the  kid- 
ney.21*34 

Successful  prophylaxis  as  well  as  therapy  of 
uric-acid  nephropathy  depends  on  effective  uri- 
nary alkalinization  and  a brisk  urine  flow  to  at- 
tain maximal  solubility  of  uric  acid.  A regimen 
to  accomplish  the  foregoing  through  administra- 
tion of  acetazolamide  (Diamox),  sodium  bicarbon- 
ate, and  intravenous  hydration  is  needed.  An  at- 
tempt should  be  made  to  maintain  urinary  pH 
above  7 by  the  administration  of  sodium  bicar- 
bonate. Sodium  lactate  has  been  reported  to  de- 
crease renal  clearance  of  urates  and  is  not  recom- 
mended for  use  in  such  patients.21*35  Renal  clear- 
ance of  uric  acid  is  also  inhibited  by  the  keto- 
acids  often  present  in  the  urine  of  severely  ill  ano- 
rectic patients.8*36  Thus,  the  lactic  acidosis  often 
present  in  leukemia  in  severe  relapse  may  facili- 
tate the  precipitation  of  uric-acid  crystals  in  the 
kidneys.37  Administration  of  sodium  bicarbonate 
in  amounts  usually  adequate  to  alkalinize  the 
urine  may  fail  to  do  so  in  some  cases  because  of 
the  rate  of  catabolism,  metabolic  acidosis. 

Acetazolamide.  A regimen  for  the  treatment 
of  uric-acid  nephropathy  should  utilize  acetazola- 
mide to  promote  maximal  urinary  alkalinization. 


Acetazolamide,  in  a dose  of  6 mg.  per  kilogram 
per  twenty-four  hours  may  be  administered  intra- 
venously to  hyperuricemic  patients  who  are  not 
severely  oliguric.  By  using  a combination  of  hy- 
dration, sodium  bicarbonate,  and  acetazolamide, 
a urinary  pH  of  greater  than  7-  can  be  induced 
consistently.  Difficulties  with  acid-base  balance 
or  sodium  retention  are  unusual.  Supplementa- 
tion with  1 mEq.  per  kilogram  of  potassium  per 
day  may  be  necessary  to  maintain  normal  serum 
potassium  levels,  as  this  regimen  may  induce  a 
marked  kaliuresis.20*38 

How  does  acetazolamide  produce  urinary  alka- 
linization? The  administration  of  the  carbonic  - 
anhydrase  inhibitor,  acetazolamide,  has  been 
shown  to  produce  an  alkaline  urine  in  dogs  under 
conditions  of  metabolic  acidosis.  Inhibition  of 
carbonic  anhydrase  probably  prevents  the  acidifi- 
cation of  urine  in  both  proximal  and  distal  tubules 
by  decreasing  hydrogen-ion  secretion  and  decreas- 
ing bicarbonate  reabsorption.  The  increase  in 
systemic  acidosis  produced  in  patients  treated 
with  acetazolamide  may  be  partially  counter- 
balanced by  the  simultaneous  administration  of  so- 
dium in  the  form  of  sodium  bicarbonate.38 

Urinary  alkalinization  may  be  readily  produced 
with  acetazolamide  and  sodium  bicarbonate  ther- 
apy in  patients  who  are  not  oliguric.  In  oliguric 
patients  with  uric-acid  nephropathy,  one  is  often 
unable  to  alkalinize  the  urine  adequately  with 
acetazolamide  alone.  Administration  of  sodium 
bicarbonate  and  large  quantities  of  fluid  in  this 
situation  is  contraindicated.  Under  such  circum- 
stances, cautious  administration  of  an  osmotic  di- 
uretic agent,  mannitol,  is  often  effective  in  initiat- 
ing diuresis,  thereby  permitting  subsequent  uri- 
nary alkalinization.20 

Allopurinol.  In  the  past,  the  treatment  for  hy- 
peruricemia consisted  of  attempts  to  increase  the 
solubility  of  uric  acid  in  the  renal  tubules  by  such 
measures  as  hydration,  urinary  alkalinization,  and 
diuretics.  In  more  severe  cases,  peritoneal  dialy- 
sis or  hemodialysis  was  used.39  This  therapy  was 
nonspecific  and  often  unsatisfactory.  In  1963 
allopurinol  was  found  to  be  effective  in  reducing 
the  serum  uric-acid  level  in  patients  with  gout.40 
Later  reports  fully  established  the  effectiveness 
of  this  compound  in  prevention  and  treatment  of 
hyperuricemia  in  leukemia  and  lymphoma.18*41 

Allopurinol  exerts  its  action  by  blocking  the 
conversion  of  hypoxanthine  and  xanthine  to  uric 
acid.  This  effectively  reduces  the  serum  uric-acid 
level  and  reduces  the  urinary  excretion  of  urates. 
As  a result,  crystallization  of  urates  in  the  renal 
tubules  is  prevented.  The  grave  dangers  of  hy- 
peruricemia in  the  patient  with  leukemia  or  lym- 
phoma have  now  been  greatly  reduced  through 
the  prophylactic  use  of  allopurinol.  But  certain 
patients  with  a severe  tendency  to  hyperuricemia 
may  still  develop  uric-acid  nephropathy  when 


May  1 5,  1 973  / New  York  State  Journal  of  Medicine  1195 


0 


OH 

1 

OH 

1 

0 

II 

1 

C 

1 

,C 

II 

C 

H 

//  \ 

/ \ 

/ \ 

1 

N C-N^ 

Xanthine 

Xanthine 

HN  C 

— N N. 

II  II  CH 

1 ||  ^CH 

1 II 

C =0 

: c - n ^ 

Oxidase 

HO  — C C — N ^ 

Oxidase 

o=c  c 

— 

^ / 1 

\ / 1 

\ / 

1 

N H 

N H 

N 

1 

H 

1 

H 

Hypoxonthine 

Xanthine 

Uric 

Acid 

FIGURE  10.  Conversion  of  hypoxanthine  to  xanthine  to  uric  acid  made  possible  by  xanthine  oxidase  Allopurinol 
prevents  formation  of  uric  acid  by  blocking  the  action  of  xanthine  oxidase. 


6 — Mercoptopurine  8- Hydroxy  - 6 - Mercoptopurine  6-Thiouric  Acid 

2 - Hydroxy  — 6 — Mercoptopurine 

FIGURE  1 1.  6-Mercaptopurine  is  converted  to  6-thiouric  acid  by  xanthine  oxidase.  When  action  of  xanthine  oxi- 
dase is  blocked  by  allopurinol,  toxic  effects  of  6-mercaptopurine  are  increased  and  prolonged. 


started  on  a program  of  intensive  chemotherapy  or 
x-ray  therapy  unless  all  the  various  modalities  for 
preventing  hyperuricemia  are  fully  utilized. 

If  a high  dose  of  allopurinol  is  given  to  a dehy- 
drated child,  excessive  xanthine  may  result  in  the 
concentrated  urine,  and  xanthine  crystals  may 
form  in  the  renal  tubules.  Also  allopurinol  tends 
to  increase  loss  of  water  and  sodium  from  the  kid- 
ney. Both  these  dangers  are  minimized  when  the 
fluid  intake  is  increased  and  sodium  bicarbonate 
is  added. 

Allopurinol,  an  isomer  of  hypoxanthine,  is  a 
xanthine-oxidase  inhibitor.  It  prevents  uric-acid 
production  by  effectively  blocking  the  conversion 
of  hypoxanthine  and  xanthine  to  uric  acid  (Fig. 
10). 41-43  This  effectively  reduces  the  serum  uric- 
acid  level  and  decreases  the  urinary  excretion  of 
urates.  As  a result,  crystallization  of  urates  in 
the  renal  tubules  is  prevented.39  The  usual  dose 
for  allopurinol  is  10  to  20  mg.  per  kilogram  per 
day  or  250  to  500  mg.  per  square  meter  per  day, 
given  in  divided  doses.  This  produces  no  toxicity 
except  for  the  occasional  occurrence  of  a mild  skin 
rash.  Much  larger  doses  of  this  drug  are  well  tol- 


erated, but  probably  do  not  give  additional  benefit 
to  the  patient.44  Allopurinol  is  an  extremely 
useful  agent  in  the  treatment  or  prevention  of  hy- 
peruricemia and  uric-acid  nephropathy  in  patients 
with  leukemia  or  lymphoma. 

6-Mercaptopurine  is  degraded  by  xanthine  oxi- 
dase to  6-thiouric  acid  (Fig.  11).  Allopurinol,  by 
blocking  the  action  of  xanthine  oxidase,  causes 
marked  enhancement  of  both  the  toxicity  and 
therapeutic  effects  of  6-mercaptopurine.  There- 
fore, if  allopurinol  is  to  be  used  in  patients  receiv- 
ing 6-mercaptopurine,  the  dose  of  6-mercaptopur- 
ine should  be  reduced  to  as  little  as  one  fourth  of 
the  usual  dose  to  avoid  serious  bone-marrow  tox- 
icity.18 

The  use  of  a xanthine-oxidase  inhibitor  which 
prevents  the  formation  of  uric  acid  provides  a 
more  effective  and  more  nearly  physiologic  means 
of  preventing  hyperuricemia.  The  administration 
of  large  quantities  of  fluids,  either  orally  or  paren- 
terally  to  assure  a large  urine  volume  should  still 
be  considered  an  important  part  of  therapy. 
Cautious  initiation  of  chemotherapy  or  radio- 
therapy would  appear  to  be  the  proper  approach 


1196  New  York  State  Journal  of  Medicine  / May  1 5,  1 973 


when  clinically  feasible.  However,  the  decrease  in 
the  hazard  of  uric-acid  nephropathy  resulting 
from  the  use  of  allopurinol  has  encouraged  a more 
vigorous  approach  to  therapy  when  this  is  re- 
quired by  the  patient’s  condition.  Any  patient 
with  leukemia  or  lymphoma  in  whom  hyperurice- 
mia is  present,  or  in  whom  it  might  be  expected  to 
occur  as  a result  of  lysis  of  tumor  cells,  should  be 
protected  by  therapy  with  allopurinol. 

Mannitol.  Mannitol  (Osmitrol)  is  the  reduced 
form  of  the  six-carbon  sugar  mannose.  It  is  a 
small  molecule  freely  filtered  across  the  renal 
glomerulus  into  the  lumen  of  the  tubule.  It  is  not 
reabsorbed  from  the  tubular  lumen  and,  therefore, 
is  excreted  in  the  urine.  Because  it  is  small,  it 
obligates  a relatively  large  volume  of  water,  there- 
by maintaining  intraluminal  volume  and  prevent- 
ing concentration  of  tubular  solute.  The  excre- 
tion of  mannitol  and  the  fluid  it  obligates  consti- 
tutes an  osmotic  diuresis.21 

Osmotic  diuresis  is  used  in  therapy  for  condi- 
tions such  as  burns  and  transfusion  reactions 
which  are  characterized  by  the  formation  of 
intratubular  casts.  The  purpose  is  to  maintain 
dilution  of  the  intratubular  solutes  and  hasten 
their  excretion,  thereby  preventing  cast  formation 
and  tubular  obstruction.21  Mannitol  may  be  ef- 
fective in  the  treatment  of  hyperuricemia  and 
uric-acid  nephropathy  even  when  hydration  and 
alkalinization  of  the  urine  alone  are  ineffective.21 

If  the  urinary  output  is  less  than  60  ml.  per 
square  meter  per  hour  after  hydration,  mannitol 
may  be  infused  intravenously.  A test  dose  of 
mannitol  (25  per  cent  aqueous  solution)  is  given 
initially  over  a five  to  ten-minute  period  in  a trial 
dose  of  0.2  Gm.  per  kilogram  (5  Gm.  per  square 
meter).  If  diuresis  ensues,  mannitol  is  adminis- 
tered at  a dose  of  15  Gm.  per  square  meter  every 
six  hours  to  maintain  a urine  flow  of  at  least  60 
ml.  per  square  meter  per  hour.  Serum  electro- 
lytes, calcium,  uric  acid,  and  blood  urea  nitrogen 
determinations  are  obtained  at  twelve  to  twenty- 
four-hour  intervals.30  Mannitol  may  be  very  use- 
ful in  incipient  or  overt  oliguria,  but  it  must  be 
given  cautiously.  Therapy  should  begin  as  soon 
as  oliguria  is  confirmed. 

Since  mannitol  is  inert,  toxic  effects  are  rare. 
But  when  over  50  Gm.  per  square  meter  of  man- 
nitol have  been  administered  during  a twenty-four 
hour  period  without  producing  a diuresis  of  at 
least  60  ml.  of  urine  per  square  meter  per  hour,  a 
clinical  picture  resembling  water  intoxication  may 
develop.  For  this  reason,  the  dose  of  mannitol 
should  be  limited  to  50  Gm.  per  square  meter  per 
twenty-four  hours  unless  the  patient  has  a copious 
diuresis.  Since  mannitol  as  a 25  per  cent  aqueous 
solution  has  a pH  of  6.2,  it  provokes  the  secretion 
of  an  acid  urine.  Therefore,  when  mannitol  is 
given  it  may  be  necessary  to  administer  larger 
amounts  of  sodium  bicarbonate  than  usual  to 
achieve  an  alkaline  urine.21 


In  acute  uric-acid  nephropathy  associated  with 
diminishing  urine  flow  an  attempt  to  flush  out  the 
renal  tubules  with  a rapid  infusion  of  mannitol 
can  be  tried.  This  must  be  done  with  great  care 
if  there  is  any  suspicion  of  either  incipient  cardiac 
failure  or  intracerebral  bleeding.  Once  anuria  is 
established,  the  patient  should  be  placed  on  a 
renal-failure  regimen.  Peritoneal  dialysis  or  hem- 
odialysis should  be  done  as  soon  as  platelet  defi- 
ciencies are  corrected,  since  both  maneuvers  have 
resulted  in  prompt  reversal  of  the  nephropathy.31 

The  intravenous  infusion  of  hypertonic  manni- 
tol is  effective  in  producing  a sustained  diuresis 
and  lowering  of  serum  uric-acid  and  blood  urea 
nitrogen  levels  in  patients  with  acute  uric-acid  ne- 
phropathy. This  therapy  is  often  effective  in  cir- 
cumventing the  need  for  more  difficult  proce- 
dures, such  as  peritoneal  dialysis  or  hemodialysis 
in  these  patients.21  Intravenous  fluid  therapy  and 
mannitol  infusions  promote  an  increased  urinary 
output  with  resultant  lowering  of  urinary  uric-acid 
concentration.21  These  measures  may  also  reduce 
the  extravascular  accumulation  of  urate  in  the 
renal  medulla.8 

Peritoneal  dialysis  and  hemodialysis 

Peritoneal  dialysis  should  be  considered  in  the 
management  of  any  patient  with  leukemia  or  lym- 
phoma in  whom  renal  function  is  severely  com- 
promised by  hyperuricemia.  This  procedure  has 
the  advantages  of  being  relatively  atraumatic, 
and,  unlike  extracorporeal  hemodialysis,  it  is  not 
contraindicated  in  the  presence  of  thrombocyto- 
penia.45 Peritoneal  dialysis  is  performed  using  a 
commercial  balanced  electrolyte  solution  (Di- 
aneal).  Uric  acid  and  urea  diffuse  rapidly 
through  the  peritoneal  membrane.  If  begun  early, 
peritoneal  dialysis  may  be  used  to  reduce  azotem- 
ia and  hyperuricemia  and  to  prevent  permanent 
renal  damage.46-47 

The  use  of  peritoneal  dialysis  is  not  associated 
with  additional  hazards  in  a patient  with  leuke- 
mia if  due  regard  is  paid  to  the  prevention  of  in- 
fection and  bleeding.  Since  a patient  with  leuke- 
mia has  an  increased  susceptibility  to  infection 
and  an  increased  bleeding  tendency,  strict  atten- 
tion should  be  paid  to  aseptic  technic,  a broad- 
spectrum  antibiotic  should  be  added  to  the  di- 
alyzing fluid,  and  platelet-rich  plasma  should  be 
given  immediately  prior  to  each  period  of  dialy- 
sis.48 Hyperkalemia  is  treated  by  enemas  with  a 
potassium-exchange  resin,  sodium  polystyrene 
sulfonate  (Kayexalate). 

If  there  is  hypocalcemia,  calcium  gluconate  is 
given  intravenously. 

Hemodialysis  may  be  performed  with  a dispos- 
able coil  kidney  if  peritoneal  dialysis  proves  inad- 
equate for  removal  of  uric  acid.30  Uric  acid  has 
been  effectively  removed  from  the  blood  by  hemo- 
dialysis in  cases  of  uric-acid  nephropathy  in  pa- 
tients with  leukemia  or  lymphoma. 14-49-50  How- 
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ever,  hemodialysis  is  much  more  difficult  and  haz- 
ardous than  peritoneal  dialysis  in  these  patients. 

Clinical  management 

Patients  with  leukemia  or  lymphoma  who  have 
hyperuricemia  (serum  uric-acid  greater  than  8 mg. 
per  100  ml.)  and  with  an  elevated  blood  urea  ni- 
trogen (greater  than  40  mg.  per  100  ml.)  should 
not  be  started  on  chemotherapy  or  x-ray  therapy 
until  the  values  have  been  returned  to  normal  by 
appropriate  antiuric-acid  therapy.  This  is  partic- 
ularly true  in  patients  whose  hyperleukocytosis  or 
large-tissue  infiltrations  suggest  a high  initial 
body  burden  of  leukemic  or  lymphoma  cells  which 
will  undergo  rapid  destruction. 

Measures  to  prevent  or  to  treat  uric-acid  ne- 
phropathy include  cautious  initiation  of  chemo- 
therapy or  x-ray  therapy  in  patients  whose  disease 
is  expected  to  respond  rapidly;  maximum  admin- 
istration of  oral  and  parenteral  fluids  (2,500  ml. 
per  square  meter  per  day)  to  insure  a large  urine 
volume  (60  to  100  ml.  per  square  meter  per  hour) 
in  which  the  excreted  uric  acid  will  be  dissolved; 
administration  of  allopurinol  to  inhibit  formation 
of  uric  acid;  administration  of  sodium  bicarbonate 
and  acetazolamide  to  alkalinize  the  urine  and 
thereby  increase  the  solubility  of  uric  acid;  and 
peritoneal  dialysis  to  remove  uric  acid  from  the 
blood  in  those  cases  in  which  severe,  life-threaten- 
ing hyperuricemia  has  developed.  The  preferred 
intravenous  solution  is  a 5 per  cent  glucose;  saline 
solutions  are  avoided,  because  with  generous  infu- 
sions of  sodium  bicarbonate  there  is  danger  of 
overloading  with  sodium.  Sodium  bicarbonate  is 
infused  and  its  alkalinizing  effect  is  noted  by  the 
urinary  pH  and  by  rise  of  the  serum  carbon  diox- 
ide level.  Determination  of  pH  is  done  on  all 
voided  urine  specimens,  and  the  pH  is  kept  above 
7. 30  The  therapeutic  regimen  must  be  tailored  to 
the  needs  of  the  individual  patient.  Although 
these  measures  can  be  very  useful  in  preventing  or 
treating  uric-acid  nephropathy,  they  are  not  in- 
variably successful. 

Since  hyperuricemia  can  be  present  prior  to  ini- 
tiation of  chemotherapy  or  x-ray  therapy,  baseline 
studies  including  those  of  uric  acid,  creatinine, 
and  blood  urea  nitrogen  are  needed.  The  urine 
sediment  should  be  examined  for  uric-acid  crys- 
tals (Fig.  12).  The  goal  is  to  prevent  hyperurice- 
mia. The  patient  with  leukemia  or  lymphoma 
should  be  given  allopurinol  from  the  beginning, 
even  prior  to  chemotherapy.  If  chemotherapy 
causes  reduction  of  the  white  cell  count  and  re- 
duction in  size  of  the  liver,  spleen,  or  tumor,  and 
the  serum  uric  acid  level  becomes  normal,  allo- 
purinol may  then  be  discontinued.39  In  the  pres- 
ence of  leukemic  leukocytosis,  marked  lymphade- 
nopathy,  massive  splenomegaly,  nephromegaly, 
thymomegaly,  or  initial  hyperuricemia,  an  inten- 
sive antiuric-acid  regimen  should  be  started. 
This  should  be  continued  during  the  period  of 
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FIGURE  12.  High-power  view  of  uric-acid  crystals  in 
urinary  sediment  (X  400). 

maximum  tumor-cell  catabolism,  that  is,  for  at 
least  five  to  seven  days  after  starting  chemothera- 
py- 

The  regimen  for  prevention  of  uric-acid  ne- 
phropathy may  be  summarized  as  follows: 

Block  uric-acid  formation  with  allopurinol,  20  mg. 

per  kilogram  per  day 
Hydration 

Give  2,500  ml.  per  square  meter  of  total  fluids 
orally  and  intravenously 

Avoid  potassium-containing  solutions,  except  if 
acetazolamide  is  given 
Alkalinization 

Sodium  bicarbonate  (not  lactate),  1 to  2 mEq.  per 
kilogram  intravenously  every  twelve  hours 
Acetazolamide,  6 mg.  per  kilogram  (150  mg.  per 
square  meter)  every  twenty-four  hours  orally  or 
intravenously 
Keep  urine  pH  above  7 

Osmotic  diuresis  with  25  per  cent  mannitol  solution; 
trial  dose  of  5 Gm.  per  square  meter,  and  then  15 
Gm.  per  square  meter  every  six  hours 
Peritoneal  dialysis  or  hemodialysis  with  kidney  shut- 
down 

Clinical  monitoring 

Measure  intake  and  output  of  fluids 
Check  pH  of  each  voided  urine  specimen 
Check  urine  sediment  for  uric-acid  crystals 
Check  serum  blood  urea  nitrogen,  uric  acid,  potas- 
sium, and  sodium  daily  for  three  days  or  until 
normal 

The  risk  of  uric-acid  nephropathy  is  greatest  in 
patients  whose  pretreatment  serum  and  urinary 
uric  acid  are  already  elevated.  Patients  with  leu- 
kemia often  receive  drugs  which  are  uricosuric, 
that  is,  drugs  which  increase  urinary  excretion  of 
uric  acid.  Aspirin,  chlorothiazides,  and  cortico- 
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steroids  are  drugs  that  increase  the  excretion  of 
uric  acid.51’52  They  increase  the  concentration  of 
uric  acid  in  the  urine  and  thus  increase  the  ten- 
dency for  uric  acid  to  crystallize  in  the  renal  tu- 
bules. Vomiting,  fever,  and  diarrhea  frequently 
occur  in  patients  with  leukemia  or  lymphoma. 
This  may  lead  to  dehydration  and  excessive  ca- 
tabolism with  resultant  increased  urinary  concen- 
tration and  acidity.  Therefore,  prompt  replace- 
ment of  fluid  and  electrolyte  losses  are  essential.5 

When  potentially  dangerous  hyperuricemia,  un- 
usually high  urinary  excretion  of  uric  acid,  or  un- 
usual sensitivity  of  tumor  to  therapy  is  noted, 
large  amounts  of  fluid  should  be  given.  Urinary 
alkalinization  will  increase  the  solubility  of  uric 
acid  within  the  tubules  and  ureters.  9 Large  doses 
of  sodium  bicarbonate  may  be  used  for  this  pur- 
pose in  patients  with  good  renal  function.  How- 
ever, many  lymphoma  patients  cannot  tolerate 
such  a high  solute  load;  this  medication  should 
not  be  given  during  periods  of  oliguria  or  to  pa- 
tients with  significant  underlying  renal  disease. 
Acetazolamide  will  raise  the  urinary  pH  values 
for  a period  of  several  days  following  its  introduc- 
tion and  may  be  of  use  during  critical  periods  of 
hyperuricuria.  The  urinary  alkalinizing  effect  of 
this  drug  disappears  after  a few  days,  so  that  no 
reliance  can  be  placed  on  it  for  longer  periods. 
Local  x-ray  therapy  of  the  kidneys  prior  to  other 
therapy  may  be  given  if  parenchymal  renal  in- 
volvement by  leukemia  or  lymphoma  is  suspected. 
Abstinence  from  uricosuric  agents  is  indicated. 
In  cases  of  anuria,  cystoscopic  manipulations 
with  operative  removal  of  stones  or  crystal  deposi- 
tions from  ureters  or  renal  pelvis  may  be  of  value. 
But  this  should  be  followed  by  the  use  of  mannitol 
and  peritoneal  dialysis. 

Occasionally,  preventive  measures  are  unsuc- 
cessful and  the  patient  becomes  oliguric.  When 
this  occurs  it  may  be  possible  to  increase  urine 
flow  by  the  administration  of  mannitol.  If  the 
cautious  infusion  of  5 Gm.  per  square  meter  of  a 
25  per  cent  solution  (20  mg.  per  square  meter)  of 
mannitol  produces  diuresis,  mannitol  infusion 
should  be  continued  at  a dose  of  15  Gm.  per 
square  meter  every  six  hours.  This  should  main- 
tain urine  flow  at  a rate  of  60  ml.  per  square 
meter  per  hour.  When  mannitol  infusion  fails  to 
increase  urinary  output,  it  may  be  necessary  to 
perform  peritoneal  dialysis. 

Any  degree  of  renal  insufficiency  in  patients 
with  hyperuricemia  and  no  preexisting  renal  dis- 
ease is  presumptive  evidence  of  uric-acid  nephrop- 
athy and  requires  immediate  therapy.  Delay  in 
elevating  urinary  pH  to  above  7 and  delay  in  in- 
ducing a maximal  diuresis  may  result  in  anuria, 
which  can  be  prevented.  Intravenous  sodium  bi- 
carbonate alkalinizes  the  urine,  except  in  patients 
with  oliguria  and  severe  metabolic  acidosis. 
Where  metabolic  acidosis  is  present  and  where 
uric  acid  nephropathy  is  severe,  intravenous 


acetazolamide  may  be  added  to  this  regimen. 
Acetazolamide  alone  given  daily  will  maintain 
the  urine  alkaline  for  about  forty-eight  hours  and 
is,  therefore,  useful  in  the  early  treatment  of  uric- 
acid  nephropathy  in  which  sodium  loading  may 
not  be  tolerated.  Thereafter,  however,  its  effec- 
tiveness diminishes.  The  hydration-alkalinization 
regimen  requires  modification  in  patients  with 
preexisting  renal  disease.  Supplemental  potassi- 
um (1  mEq.  per  kilogram  per  day)  should  accom- 
pany administration  of  acetazolamide.  The  uri- 
nary pH  should  be  followed  at  frequent  intervals 
with  nitrazine  paper  to  determine  the  effective- 
ness of  this  therapy.5 

As  part  of  the  close  follow-up  of  a patient  with 
leukemia  or  lymphoma  on  initiation  of  intensive 
chemotherapy  or  x-ray  therapy,  it  is  necessary  to 
examine  the  urinary  sediment  for  presence  of 
urate  crystals  (Fig.  12).  Presence  of  urate  crystals 
is  direct  evidence  of  danger  due  to  hyperuricemia 
and  uricosuria;  crystalluria  is  evidence  of  actual 
precipitation  of  uric  acid  in  the  renal  tubules. 
The  level  of  serum  uric  acid  does  not  necessarily 
indicate  the  amount  of  uric  acid  in  the  urine,  nor 
does  it  indicate  whether  the  physiochemical  state 
of  the  urine  in  the  renal  tubules  is  such  that  actu- 
al crystallization  of  uric  acid  is  occurring. 

In  the  presence  of  severe  oliguria,  one  may  be 
unable  to  alkalinize  the  urine  adequately  with 
acetazolamide.  Administration  of  sodium  bicar- 
bonate and  large  quantities  of  fluid  in  this  situa- 
tion are  contraindicated.  Under  these  circum- 
stances an  osmotic  diuretic,  mannitol,  may  be 
tried.  If  diuresis  does  not  ensue,  further  adminis- 
tration of  mannitol  is  contraindicated,  and  a regi- 
men for  acute  renal  failure  should  be  instituted. 
The  hazards  of  peritoneal  dialysis  and  hemodi- 
alysis in  patients  with  granulocytopenia  and 
thrombocytopenia  serve  to  emphasize  the  impor- 
tance of  prophylaxis  and  early  treatment.5 

Summary 

Measures  to  prevent  or  to  treat  uric-acid  ne- 
phropathy include:  cautious  initiation  of  chemo- 
therapy of  x-ray  therapy,  maximum  administra- 
tion of  oral  and  parenteral  fluids,  administration 
of  allopurinol,  administration  of  sodium  bicarbon- 
ate and  acetazolamide,  and  peritoneal  dialysis. 
The  antiuric-acid  regimen  is  tailored  to  meet  the 
needs  of  the  individual  patient.  Early  recognition 
and  prevention  are  the  keys  to  successful  manage- 
ment. 

2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
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The  rate  newly  synthesized  drugs  were  intro- 
duced in  seven  countries  was  surveyed  in  1972  and 
showed  an  increase  from  59  pharmaceutical  prod- 
ucts in  1971  to  65  in  1972.  In  the  United  States, 
33  manufacturers  introduced  64  new  drug  prod- 
ucts on  a national  basis,  including  11  newly  syn- 
thesized drugs,  6 of  which  were  synthesized  in  the 
United  States  and  1 was  a simultaneous  develop- 
ment with  a manufacturer  in  another  country. 
Four  of  the  11  drugs  had  previously  been  mar- 
keted in  another  country  and  have  been  developed 
abroad. 

A large  number  of  new  drug  products  intro- 
duced in  earlier  years  have  disappeared  from  the 
marketplace.  However,  the  attrition  applying  to 
single  chemical  entities  is  small.  But  there  has 
been  a high  death  toll  of  combination  drugs  and 
fancy  new  dosage  forms  on  a world-wide  basis. 
Some  of  these  drugs  did  not  find  favor  with  ei- 
ther the  medical  profession  or  regulatory  agencies. 
In  spite  of  the  reduction  in  the  number  of  drugs 
available,  overall  usage  of  drugs  is  increasing  and 
will  continue  to  do  so,  especially  if  we  find  new 
ways  of  bringing  medication  to  those  who  need  it. 

When  the  annual  introduction  of  new  drug 
products  in  the  United  States  on  a national  basis 
was  199  in  1963,  sales  by  these  manufacturers 
were  $2,604,000.  The  corresponding  figures  for 
1972  are  64  new  products  marketed,  and  sales  of 
$5,031,000  (estimated).  One  therefore,  cannot 
make  the  claim  that  the  health  of  the  pharmaceu- 
tical industry  depends  entirely  on  the  introduction 
of  new  drugs. 

World  picture 

In  seven  major  drug-producing  countries,  156 
single  drugs  were  marketed.  Of  these,  65  were 
entirely  new,  and  91  had  previously  been  mar- 
keted in  another  country.  Table  I provides  an 
overview  of  this  matter. 


TABLE  I.  Marketing  of  new  single  drugs  in  seven  countries 


Country  Marketed 

Newly 

Synthe- 

sized 

Drugs 

Drugs 
Marketed 
Previously 
in  Other 
Countries 

Total 

England 

8 

12 

20 

France 

18 

17 

35 

Germany 

13 

12 

25 

Italy 

4 

14 

18 

Japan 

12 

11 

23 

Switzerland 

4 

20 

24 

United  States 

6 

5 

11 

Totals 

65 

91 

156 

TABLE  II.  Country  of  origin  of  newly  synthesized  drugs 
marketed  in  1972  in  seven  countries 

Country 

Number 

France 

17 

United  States 

13.5 

Japan 

12 

Germany 

8 

Belgium 

4 

Italy 

3 

Netherlands 

2 

Denmark 

1 

England 

1.5 

Sweden 

1 

Switzerland 

1 

Various  countries 

1 

Total 

65 

The  65  newly  synthesized  drugs  originated  in  11 
countries,  and  Table  II  provides  a listing  in  nu- 
merical order. 

Three  of  the  drugs  developed  in  Japan  have 
been  marketed  in  other  countries.  Certain  drugs 
synthesized  in  American  laboratories  are  available 
only  abroad  (Table  III). 

The  major  novelty  among  the  65  newly  synthe- 
sized drugs  marketed  in  seven  countries  is  the  first 
appearance  of  the  prostaglandins  in  England  for 
the  induction  of  labor.  Upjohn  offered  two  deriv- 
atives of  prostaglandin  dinoprost  (Prostin  F2al- 
pha)  and  dinoprostone  (Prostin  E2)  for  limited 
prescription  in  hospitals.  The  development  of 
other  indications  of  the  prostaglandins  will  take 
more  time  and  clinical  research.  The  therapeutic 
spectrum  of  the  other  63  newly  synthesized  drugs 
which  do  not  seem  to  offer  any  spectular  advances 
in  therapy  but  primarily  refinement  and  varia- 
tions, will  be  discussed  later  in  “Therapeutic  As- 
pects of  1972.” 
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TABLE  III.  Drugs  synthesized  in  United  States  that  are  available  only  abroad 


Agent 

Classification 

Originator 

Where  Marketed  in  1972 

Cyclacillin 

Antibiotic 

Wyeth 

Germany  and  Japan 

Lorazepam 

Ataractic 

Wyeth 

Germany  and  Italy 

Amidephrine  mesylate 

Nasal  decongestant 

Mead  Johnson 

England 

Glibomuride 

Hypoglycemic 

Roche 

France,  Germany,  and 
Switzerland 

Dinoprost 

Abort  ifacient 

Upjohn 

England 

Dinoprostone 

Abortifacient 

Upjohn 

England 

Cortirazole 

Corticoid 

Merck 

France 

TABLE  IV.  New-drug  introduction  in  United  States, 
1970  to  1972 


Factors 

1970 

1971 

1972 

Newly  synthesized  drugs 

16 

14 

11 

Duplicate  single  products 

50 

40 

35 

Combination  products 

39 

29 

18 

Single  biologicals 

0 

0 

0 

Duplicate  biologicals 

2 

10 

1 

Biological  combinations 

3 

1 

2 

Totals 

110 

94 

67 

New  dosage  forms 

23 

30 

30 

Number  of  manufacturers 
introducing  new  drugs 

60 

46 

33 

American  vista 

Although  the  use  of  drugs  and  sales  by  manu- 
facturers have  continued  to  increase  during  the 
year  1972,  introduction  of  new  drugs  has  declined 
to  an  all-time  low  level.  Only  33  American  firms 
introduced  64  new  drug  products  on  a national 
level;  among  these  are  11  newly  synthesized  com- 
pounds. The  introduction  of  new-combination 
products  especially  has  had  hard  sledding,  as  was 
to  be  expected  from  the  present  attitude  pre- 
vailing with  the  U.S.  Food  and  Drug  Administra- 
tion and  the  upper  echelon  of  the  medical  profes- 
sion. The  attitude  of  the  latter  is  not  new.  It 
prevailed  for  many  years  with  the  former  Council 
on  Pharmacy  and  Chemistry  of  the  A.M.A.,  which 
only  rarely  would  accept  combination  drugs  for  its 
publication.  New  and  Nonofficial  Remedies.  The 
recent  compendia  published  by  the  A.M.A.  do  not 
speak  too  well  of  combination  drugs  either. 

Drug  products  containing  more  than  one  active 
ingredient  no  doubt  have  their  value  in  therapy, 
but  they  must  prove  their  usefulness  in  the  same 
manner  as  is  required  for  single  drugs  by  the  con- 
duct of  carefully  designed  and  controlled  clinical 
experiments.  In  addition,  the  effects  of  drug  in- 
teraction as  revealed  in  the  recently  published  re- 
port by  the  National  Library  of  Medicine,*  refer- 
ring to  3,500  studies,  must  be  taken  into  consider 
ation  in  the  design  of  any  combination  drugs, 
whether  given  simultaneously  in  one  unit  or  ad- 
ministered separately. 

*Drug  Interactions.  An  Annotated  Bibliography  with  Select- 
ed Excerpts,  1967-1970,  Superintendent  of  Documents,  Na- 
tional Library  of  Medicine,  vol.  1,  stock  number  1752-0139. 


TABLE  V.  Class  and  origin  of  newly  synthesized  drugs 
introduced  in  United  States  in  1971 


Class  of  Drugs 

United 

States 

For- 

eign 

Coun- 

tries 

Num- 

ber 

Per 

Cent 

New  original  products 

5.5 

1.5 

7 

63.6 

Derivatives  of  currently 

known  structures 

2 

2 

4 

36.4 

New  salts  or  esters  of 

old  compounds 

Totals 

7.5 

3.5 

11 

100.00 

Per  Cent 

68.2 

31.8 

100.00 

Consideration  of  the  problem  of  drug  interac- 
tion has  become  a sine  qua  non  in  drug  therapy. 
Table  IV  presents  a comparison  of  new-drug  in- 
troduction in  the  United  States  between  1970  and 
1972.  The  number  of  pharmaceutical  manufac- 
turers introducing  new  drugs  in  the  United  States 
is  the  lowest  figure  recorded  in  thirty  years  of  ob- 
servation. The  figures  in  Table  IV  are  only  con- 
cerned with  pharmaceutical  manufacturers  that 
introduce  drugs  on  a national  basis  on  sale  in 
pharmacies  and  hospitals. 

All  newly  synthesized  drugs  marketed  in  the 
United  States  were  developed  by  the  research  de- 
partments of  pharmaceutical  manufacturers  in 
this  country  and  abroad.  In  Table  V,  these  drugs 
have  been  grouped  into  three  classifications^  This 
table  also  indicates  whether  these  drugs  had  their 
origin  in  this  country  or  abroad. 

Figure  1 illustrates  a ten-year  period  of  new  sin- 
gle-chemical introductions  in  the  United  States. 
These  tabulations  cover  only  drugs  that  have 
been  introduced  on  a national  basis,  representing 
about  95  per  cent  of  the  total  use  of  drugs. 

Therapeutic  aspects  of  1 972 

The  marketing  of  newly  synthesized  drugs  re- 
flects to  a large  extent  the  research  activity  of  the 
scientific  community  in  previous  years,  in  this 
case,  mostly  that  of  pharmaceutical  manufactur- 
ers. Except  for  the  first  appearances  of  the  pros- 
taglandins, no  special  basic  research  was  involved 
in  the  development  of  the  new  drugs  marketed  in 
1972.  They  are  all  born  of  applied  research. 
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NUMBER  OF 

PRODUCTS 

INTRODUCED 


TABLE  VI.  Number  of  new  drugs  introduced  in  England, 
France,  Germany,  and  Italy  from  1967  to  1971 


"l 1 1 1 1 1 1 1 -t- 1 1- 

YEAR  63  6U  65  66  67  68  69  70  71  72 

FIGURE  1.  New  single  chemicals  introduced  in  the 
United  States  from  1 963  to  1 972 

A five-year  study  of  the  introduction  of  new 
drugs  in  England,  France,  Germany,  and  Italy 
from  1967  to  1971,  revealed  that  of  294  newly  syn- 
thesized drugs,  142  (48  per  cent)  were  concerned 
with  three  therapeutic  classes:  central  nervous 

system,  antiinfective,  and  cardiovascular  drugs. 
For  1972,  covering  seven  countries  which  are  the 
subject  of  this  report,  the  situation  is  very  similar 
(Table  VI): 

Unfortunately,  one  cannot  say  that  any  of  the 
29  new  drugs  in  these  three  classifications  offer 
any  great  advances  in  therapy  beyond  what  we 
have  available  today.  It  is  also  surprising  that 
only  a few  of  the  65  drugs  have  any  extensive  list 
of  clinical  reports  published  in  the  425  journals 
reviewed  by  my  office.  All  these  drugs  have  had  a 
gestation  time  of  at  least  four  or  five  years,  and 
one  would  expect  more  comment  in  clinical  stud- 
ies than  has  come  into  the  open. 

Is  government  approval  taking  the  place  of  the 
published  clinical  report?  This  would  be  most  re- 
grettable. In  the  United  States,  the  summary  of 
the  New  Drug  Application  contains  a wealth  of 
data  useful  to  the  physician  in  prescribing  the 
drug.  It  will  tell  him  what  investigators  studied 
the  drug  and  what  results  were  obtained.  But 
unfortunately,  neither  the  physician  nor  the  medi- 
cal community  at  large  has  access  to  such  infor- 
mation because  it  is  considered  confidential  by 
the  developer  or  sponsor  of  the  drug. 

Antiinfective  drugs.  The  incidence  of  infec- 
tions caused  by  helminths  is  still  high  in  all  tropi- 
cal regions  of  the  world.  Reports  published  in 
South  America,  India,  Iran,  United  Arab  Repub- 
lic, and  the  United  States,  report  a high  percent- 
age of  cure  rate  with  pyrantel  pamoate  (Antim- 
inth),  developed  by  Pfizer  Research  Laboratories. 
This  agent  effectively  combats  infections  caused 
by  a variety  of  helminths. 

At  present  the  primary  drug  for  the  treatment 
of  trichomoniasis  is  metronidazole  (Flagyl- 
Searle),  developed  in  the  early  sixties  by  Rhone 
Poulenc  in  France.  Now  Carlo  Erba  of  Italy  is 
offering  nitrimidazine  as  an  additional  approach 
to  treatment,  which  has  had  a favorable  medical 
press  in  European  countries  and  in  Japan. 

Cyclacillin,  a penicillin  derivative  originating 
with  Wyeth,  has  been  marketed  in  Germany  and 
Japan;  and  amoxicillin  (Amoxil-Bencard)  in  En- 


Number 

of  Drugs  Per- 

Therapeutic  Class  Introduced  centage 


Antiinfectives 

12 

18 

.4 

Central  nervous  system  drugs 

9 

13 

.8 

Cardiovascular  agents 

8 

12 

.3 

Other  classifications 

36 

45 

.5 

Totals 

65 

100  . 

.0 

gland.  Roerig  has  offered  carbenicillin  indanyl 
ester  (Geocillin)  for  the  treatment  of  acute  and 
chronic  infections  of  the  urinary  tract.  Unfortu- 
nately, some  patients  find  the  unpleasant  taste  of 
this  otherwise  promising  drug  objectionable.  The 
Scandinavian  countries  contributed  two  penicillin 
derivatives:  azidocillin  (Astra,  Sweden)  and 

pivampicillin  (Leo,  Denmark).  Both  have  be- 
come available  in  Germany.  Dainippon  in  Japan 
succeeded  in  synthesizing  a new  antibacterial 
agent  for  urinary  tract  infections  in  the  form  of 
piromidic  acid. 

For  the  treatment  of  Candida  and  cryptococcal 
infections,  Roche  Laboratories  offered  in  the  Unit- 
ed States  flucytosine  (Ancobon),  which  can  be 
given  orally.  Reports  published  in  Australia,  En- 
gland, and  the  United  States  indicate  promising 
results  in  carefully  supervised  patients.  Micona- 
zole nitrate,  originating  with  Janssen  in  Belgium 
and  marketed  by  Cilag  in  Switzerland,  appears  to 
be  useful  in  the  treatment  of  vaginitis  and  fungal 
infections  of  the  skin.  It  is  supplied  in  the  form  of 
a cream.  Studies  published  in  the  United  States 
on  haloprogin  (Halotex-Mead  Johnson)  confirm 
the  usefulness  of  this  drug  in  the  treatment  of  cu- 
taneous infections. 

Central  nervous  system  drugs.  Seven  new 
tranquilizers  became  available  in  1972.  Among 
these  are  two  major  ataractics  intended  for  the 
treatment  of  schizophrenia.  One  is  fluspiriline 
(Imap-Janssen,  Germany)  and  the  other  is  oxa- 
flumazine  disuccinate  (Oxaflumine-Diamant, 
France).  The  results  obtained  are  promising,  but 
the  occurrence  of  extrapyramidal  symptoms  is  still 
troublesome.  Wyeth  marketed  the  diazepin  de- 
rivative lorazepam  in  Germany,  Italy,  and  Swit- 
zerland. Clinical  studies  published  in  England, 
Germany,  and  the  United  States  suggest  its  value 
in  the  treatment  of  anxiety  and  neuroses.  Abbott 
marketed  clorazepate  dipotassium  (Tranxene)  in 
the  United  States,  developed  and  marketed  in 
France  by  Clin-Comar  in  1969.  The  chloral  hy- 
drate derivative  triclofos  (Triclos-Lakeside),  mar- 
keted in  England  by  Glaxo  in  1962,  has  finally 
made  its  appearance  in  the  United  States.  Clini- 
cal studies  indicate  a sustained  effect  during  the 
night. 

Cardiovascular  drugs.  During  the  years  1967 
to  1971,  44  new  cardiovascular  drugs  were  mar- 
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keted  in  England,  France,  Germany,  and  Italy,  of 
which  6 are  available  in  the  United  States  and  6 
originated  in  this  country.  In  1972,  8 new  drugs 
indicated  in  cardiology  became  available,  5 in  Eu- 
rope and  3 in  Japan.  But  no  clinical  reports  have 
come  to  my  attention  except  for  the  xanthine  de- 
rivative BL  191  (Trental),  developed  by  Albert  in 
Germany,  which  is  indicated  as  a peripheral  vaso- 
dilator and  on  which  six  clinical  reports  have  been 
published  in  the  German  medical  literature.  A 
summary  report  suggests  improvement  of  83  per 
cent  in  920  patients  with  arterial  occlusive  dis- 
ease, 69  per  cent  in  retinal  circulatory  distur- 
bances (71  patients),  and  79  per  cent  in  cerebro- 
vascular insufficiency  (217  patients).  Adverse  ef- 
fects following  oral  administration  are  mostly  gas- 
trointestinal. 

Antiarthritic  and  antiinflammatory  agents. 

There  is  still  a great  need  for  developing  new 
drugs  for  the  treatment  of  arthritis,  which  is  even 
greater  than  in  cardiology,  because  in  arthritis  we 
deal  with  actual  disability  and  in  cardiology  we 
are  primarily  concerned  with  a potential  disabili- 
ty. European  research  has  been  quite  active  in 
this  field  in  recent  years.  Last  year,  two  promis- 
ing drugs  made  their  appearance:  benorylate,  de- 
veloped by  the  Winthrop  Research  Laboratories  in 
England,  and  alclofenac  of  Continental  Pharma  in 
Belgium,  which  was  marketed  in  England,  Ger- 
many, and  Switzerland.  Comparisons  with  other 
drugs  suggest  equal  potency.  Both  drugs  have 
also  been  studied  for  their  analgesic  and  antipyre- 
tic effect,  which  seems  comparable  to  what  we 
have  today.  There  is  still  a great  deal  of  basic  re- 
search required  in  the  field  of  arthritis  before 
drugs  can  be  designed  that  go  to  the  root  of  this 
disabling  disease. 

Variety  of  new  drugs.  The  Ohio  Medical 
Products  Company  has  continued  its  research 
with  inhalation  anesthetics.  Their  latest  addition 
is  enflurane  (Ethrane).  Some  eight  clinical  phar- 
macology reports  review  the  effect  of  the  drug  on 
various  body  functions,  and  six  clinical  reports  at- 
test its  efficacy  as  a general  anesthetic  in  major 
surgery  without  so  far  causing  any  serious  adverse 
effects. 

The  action  and  usefulness  of  the  nondepolariz- 
ing muscle  relaxant  pancuronium  (Pavulon)  has 
been  described  in  some  36  reports  published  in 
Europe,  America,  and  the  Far  East.  The  drug 
was  developed  by  Organon  in  the  Netherlands  and 
has  been  marketed  in  England  in  1968  and  in  the 
United  States  in  1972.  Some  consider  this  drug  a 
great  advance  in  muscle  relaxants.  Adverse  ef- 
fects seem  to  be  minor. 

Research  has  continued  with  oral  hypoglycemic 
agents.  Glibornuride  (Glutril-Roche,  U.S.)  was 
marketed  in  Germany  and  Switzerland.  A hor- 
monal hypoglycemic  agent,  gliclazide,  was  mar- 
keted by  Servier  in  France.  Mead  Johnson  re- 
ceived permission  to  market  in  the  United  States 


progesterone  megestrol  acetate  for  the  adjunctive 
treatment  of  recurrent  or  metatastic  endometrial 
carcinoma.  Doxorubicin  of  Farmitalia,  Italy,  be- 
came available  for  the  chemotherapy  of  certain 
forms  of  cancer  in  Italy,  England,  and  Germany. 

And  last  but  not  least,  we  should  mention  that 
the  first  prostaglandins,  dinoprost  and  dinopro- 
stone,  were  marketed  by  Upjohn  in  England,  for 
the  induction  of  labor.  For  the  time  being,  their 
prescription  is  limited  to  hospitalized  patients, 
where  careful  supervision  of  the  patient  is  feasible. 
Research  with  prostaglandins  is  continuing  on  a 
wide  spectrum  of  disorders,  but  time  and  money 
are  needed  to  define  more  clearly  the  most  prom- 
ising and  acceptable  indications. 

Where  do  we  go  from  here? 

The  time  has  come  for  pharmaceutical  manu- 
facturers on  a world-wide  basis  to  discard  a feeling 
of  frustration  because  traditional  methods  of  new 
drug  development  seem  impeded  and  less  fruitful. 
As  I and  others  have  said  many  times,  we  have 
reached  a temporary  plateau  of  knowledge  in  new 
drug  development,  because  so  much  has  been  ac- 
complished in  the  short  span  of  thirty  years.  This 
plateau  is  supported  by  a solid  rock  of  increasing 
income  from  sales  of  drugs,  which  can  be  used  to 
advantage  for  developing  new  and  imaginative 
ways  of  drug  utilization  and  drug  synthesis.  It  is 
not  sufficient  to  climb  on  an  existing  bandwagon, 
point  with  pride  to  past  accomplishments,  or 
complain  of  being  misunderstood  or  harassed.  A 
much  more  positive  attitude  is  needed  that 
creates  a climate  of  excitement  and  points  to 
progress.  There  are  many  new  and  old  ways  in 
which  this  can  be  accomplished. 

Enlarge  usage  of  existing  drugs.  Tranquiliz- 
ers would  never  have  been  used  to  today’s  extent 
in  mental  institutions  and  for  outpatients  if  Smith 
Kline  & French  had  not  conducted  a carefully 
prepared  and  energetically  carried  out  campaign 
to  convince  legislators,  physicians,  and  patients 
that  chlorpromazine  (Thorazine)  could  ameliorate 
mental  disorders  which  did  not  respond  to  previ- 
ous drug  therapy.  This  campaign  resulted  in  the 
substantial  reduction  of  institutionalized  patients, 
bringing  about  savings  in  expenditure  and  the  re- 
turn of  patients  to  useful  life.  This  situation  was 
ably  discussed  by  Charles  L.  Bolling,  vice  presi- 
dent of  Smith  Kline  & French  in  his  report,  “Tho- 
razine: More  Than  a Pharmaceutical  Product," 

presented  at  the  139th  Meeting  of  the  American 
Association  for  the  Advancement  of  Science,  held 
in  Philadelphia  on  December  29,  1972. 

Similar  public  campaigns  have  been  conducted 
by  medical  societies,  such  as  finding  the  unknown 
diabetic  or  tuberculous  patient,  all  resulting  in 
the  increased  use  of  drugs.  A special  need  arises 
today  in  the  treatment  of  cardiovascular  diseases 
where  hypercholesterolemia,  hypertension,  and 
blood-clotting  disorders  can  be  prevented  by  ap- 
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propriate  drug  therapy  which,  however,  must  be 
continuous  to  be  effective.  A beginning  coopera- 
tive effort  of  government  agencies,  medical  so- 
cieties, and  the  industry  currently  planned  in  the 
United  States,  promises  encouraging  results  for 
the  future. 

We  are  entering  more  and  more  an  area  of  pre- 
ventive medicine,  where  the  use  of  drugs  can  play 
a major  role.  The  need  for  such  therapy  must, 
however,  be  sold  to  the  public  at  large. 

Study  of  mechanism  of  disease  processes.  If 
we  had  better  knowledge  of  the  mechanism  of  dis- 
ease, we  would  be  in  a better  position  to  design 
drugs  to  ameliorate  or  cure  the  bodily  aberration. 
This  is  the  time  to  conduct  and  support  basic  re- 
search in  this  field  either  by  government  or  pri- 
vate means.  The  work  will  be  complex  and  diffi- 
cult, but  the  technics  in  the  study  of  molecular 
biology  and  other  sophisticated  methods  are  of- 
fering us  a better  chance  to  succeed  than  in  the 
past.  Applied  research  with  the  development  of 
new  and  significant  new  drugs  can  only  follow 
after  successful  completion  of  the  first  stage  of 
basic  research.  We  cannot  afford  not  to  make  the 
effort  and  thereby  lose  the  knowledge  of  research 
technics  accumulated  over  the  last  twenty  years. 

Development  of  new  methods  of  drug  infor- 
mation. None  of  the  compendia  available  today 


nor  the  package  inserts  are,  in  my  opinion,  a sat- 
isfactory means  of  bringing  information  on  drugs 
to  the  physician.  All  are  too  much  drug  oriented. 
The  physician  is  concerned  primarily  with  the 
treatment  of  disease,  and  drugs  are  only  one  of  the 
means  of  treating  his  patient.  How  will  a drug’s 
action  ameliorate  and  abate  the  aberrations  of  the 
human  organism?  Why  should  even  the  mild 
forms  of  hypertension  be  treated,  and  why  is  it 
necessary  to  treat  tuberculous  patients  even  after 
the  sputum  specimen  findings  are  negative?  An- 
swers to  these  and  other  questions  will  enable  the 
physician  to  relate  the  drug  to  the  disease  and  not 
the  disease  to  the  drug,  which  is  the  wrong  way 
around.  This  is  the  time  to  experiment  with  new 
methods  of  drug  information,  before  any  new 
compendia  are  written.  In  our  present  climate  we 
are  far  too  much  obsessed  with  drugs  and  are  not 
sufficiently  concerned  with  treating  the  disease 
and  with  the  individual  reaction  of  the  patient. 

There  are  many  ways  of  improving  and  extend- 
ing drug  therapy.  Each  one  must  be  explored.  If 
a brook  is  blocked  in  its  path,  it  looks  for  new 
ways  to  reach  its  destination.  It  does  not  com- 
plain, but  carries  busily  along.  In  the  same  fash- 
ion we  must  seek  new  ways  to  reach  our  goal. 
This  requires  imagination,  persistence,  and  devo- 
tion.' 
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Artificial  ventilation  in  neuromuscular  disease  is 
not  a new  concept,  but  the  extended  use  of  venti- 
latory aid  in  patients  with  progressive  neuromus- 
cular disease  has  been,  for  the  most  part,  an  unex- 
plored area.  Although  these  patients  can  be 
managed  at  home  and  in  the  general  wards  of  a 
chronic  disease  hospital,  as  well  as  in  a respiratory 
care  unit,  all  of  them  are  in  need  of  constant  sur- 
veillance.1 

The  three  major  goals  in  respiratory  care  are: 
(1)  to  maintain  respiratory  homeostasis;  (2)  to 
train  the  patient  to  use  several  types  of  respirato- 
ry aid  so  that,  if  the  necessity  arises,  he  can  easily 
adjust  from  one  type  of  aid  to  another;  and  (3)  to 
enable  the  patient  to  lead  as  active  and  as  com- 
fortable a life  as  possible. 

Since  it  is  not  possible  in  muscular  dystrophy 
to  increase  the  power  or  endurance  of  severely  in- 
volved respiratory  muscles,  assisted  breathing 
must  be  provided.2  Respiratory  aids  utilized  have 
included  the  iron  lung,  rocking  bed,  IPPB  (inter- 
mittent positive  pressure  breathing),  chest  piece, 
and  the  pneumobelt. 

Adequate  respiratory  care  cannot  be  carried  out 

Presented  at  the  New  York  Academy  of  Medicine,  New 
York  City,  May  5,  1971. 


TABLE  I.  Clinical  data  of  three  muscular  dystrophy 
Patients— December,  1969 


Consideration 

Case  1 

Case  2 

Case  3 

Age  (years) 
Present 

16 

26 

27 

Onset 

6 

3 

2 

Started  using  respiratory 
aids 

16 

14 

22 

Types  respiratory  aids 

Chestpiece, 

Iron  lung, 

Rocking  bed. 

IPPB 

IPPB 

IPPB 

(pancho) 

(pneumobelt) 

TABLE  1 1.  Comparison  of  pulmonary  function  tests  of  Case  1 

Test 

March,  1969 

December,  1969 

VC 

457  cc. 

519  cc. 

Vt 

180  cc. 

237  cc. 

MV 

5,540  cc. 

6,157  cc. 

pC02 

49  mm.  Hg 

44  mm.  Hg 

GPB— VC 

0 cc. 

0 cc. 

without  assessing  the  effectiveness  of  the  patient’s 
ventilation,  both  with  and  without  aid.  This  is 
why  pulmonary  function  tests  are  essential. 

Three  cases  of  far-advanced  Duchenne’s  muscu- 
lar dystrophy  with  quadriplegia,  scoliosis,  and  al- 
most total  respiratory  insufficiency  are  presented 
in  order  to  illustrate  the  problems  of  management 
(Table  I).3 

Case  reports 

Case  1.  Vital  capacity  (VC),  tidal  volume  (Vt), 
minute  volume  (MV),  normal  breathing  end-ex- 
pired carbon  dioxide  pressure  (pCOL>)  values,  and 
glossopharyngeal  vital  capacity  (GPB — VC)  of 
this  patient  were  compared  on  admission  in 
March,  1969,  and  in  December,  1969  (Table  II). 
The  vital  capacity  increased  from  457  to  519  cc. 
in  the  span  of  nine  months.  His  previously  ele- 
vated carbon  dioxide  pressure  is  now  only  slightly 
elevated.  This  gain  is  due  to  recovery  from  an 
aspiration  pneumonitis  of  the  right  middle  lobe, 
to  lessened  fatigue  as  a result  of  using  an  ade- 
quate period  of  ventilatory  aid.  as  well  as  to  im- 
proved drainage  of  secretions  with  the  use  of 
IPPB.  However,  such  a gain  in  this  disease  can 
only  be  temporary. 

Case  2.  This  patient  entered  the  hospital  ten 
years  ago  with  a vital  capacity  which  was  already 
less  than  10  per  cent  of  his  predicted  normal 
value.  Since  then  he  has  shown  further  loss  of 
240  cc.,  but  he  can  maintain  a normal  carbon 
dioxide  pressure  with  ventilatory  aids  (Table  III). 
An  interesting  observation  that  has  been  made  in 
several  patients  of  this  type  is  that  when  the  vital 
capacity  first  begins  to  fall,  the  rate  of  loss  of  vital 
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TABLE  III.  Comparison  of  pulmonary 
function  tests  of  Case  2 


Test 

July,  1959 

December,  1969 

VC 

328  cc. 

88  cc. 

Vt 

265  cc. 

112  cc. 

MV 

3,450  cc. 

3,030  cc. 

PC02 

42  mm.  Hg 

34  mm.  Hg 

GPB— VC 

0 cc. 

602  cc. 

capacity  is  very  rapid,  but  when  the  vital  capacity 
has  fallen  below  1,000  cc.,  the  rate  of  loss  tapers 
off. 

Case  3.  This  patient  entered  the  respiratory 
center  in  respiratory  acidosis  and  coma.  His  vital 
capacity  studies  are  similar  to  those  of  Case  2 
(Table  IV).  He  lost  127  cc.  of  vital  capacity  in 
the  first  five  and  a half  years.  He  maintained  a 
moderately  hyperventilated  state  on  aids. 

Comment 

The  following  practical  observations  have  been 
made  in  caring  for  these  patients.  The  number  of 
hours  that  the  patient  is  permitted  to  breathe  in- 
dependently, or  to  “go  freetime,”  is  governed  by 
several  factors.  Signs  of  fatigue,  loss  of  a sense  of 
well-being,  drowsiness,  secondary  polycythemia, 
signs  of  right  heart  strain,  and/or  a hypercapnia 
above  50  mm.  Hg,  indicate  that  further  respirato- 
ry aid  is  necessary.  Our  2 patients,  with  vital 
capacities  less  than  10  per  cent  of  predicted  nor- 
mal, need  respiratory  aid  twenty-four  hours  a day, 
except  for  short  periods  of  time  of  less  than  one- 
half  hour  during  which  they  frogbreathe.  Case  1, 
on  the  other  hand,  has  four  hours  of  free  time  be- 
cause of  a slightly  better  pulmonary  reserve  with  a 
vital  capacity  close  to  15  per  cent  of  normal. 
However,  his  situation  is  more  critical  than  that 
of  the  other  2 patients  because  he  has  weaker 
oropharyngeal  muscles. 

Weakness  of  the  oropharynx  prevents  a patient 
from  being  able  to  learn  to  frogbreathe,  with  all  of 
its  advantages.  These  advantages  include  a peri- 
od of  being  able  to  breathe  without  assistance  and 
a method  of  deep  breathing  which  prevents  micro- 
atelectasis and  assists  coughing.  One  of  the  most 
characteristic  features  of  this  illness  is  the  pa- 
tient’s inability  to  cough  well.  Cough  is  poor  be- 
cause the  patient  lacks  the  inspiratory  capacity  to 
fill  his  lungs,  and  because  he  has  no  expiratory  re- 
serve volume  to  exert  sufficient  force  to  cough  ef- 
fectively. 

As  a direct  consequence  of  the  patient’s  poor 
ability  to  cough,  he  frequently  enters  the  hospital 
in  a state  of  critical  respiratory  failure,  triggered 
by  a mild  respiratory  infection.  Such  a patient  is 
placed  in  an  iron  lung  until  improvement  occurs. 
Antibiotics  are  administered  promptly.  The 
pneumonias  that  are  encountered  are  typically 
hypostatic  in  nature,  and  involve  the  left  lower, 


TABLE  IV.  Comparison  of  pulmonary 
function  tests  of  Case  3 


Test 

June,  1964 

December,  1969 

VC 

299  cc. 

172  cc. 

Vt 

209  cc. 

129  cc. 

MV 

5,570  cc. 

3,358  cc. 

PC02 

55  .9  mm.  Hg 

19 .8  mm.  Hg 

GPB — VC 

0 cc. 

1,114  cc. 

right  lower,  and  right  middle  lobes  of  the  lungs. 
Infection  is  compounded  by  weakness  of  swallow- 
ing which  increases  the  danger  of  aspiration. 

In  contrast  to  the  treatment  of  the  critically  ill, 
a patient  who  is  presented  to  us  in  a borderline 
state  of  respiratory  insufficiency  is  taught  IPPB  as 
his  first  method  of  artificial  ventilation. 

Other  aids  are  gradually  introduced,  and  the 
correct  rate  and  pressure  on  the  aid  for  the  pa- 
tient is  ascertained.  A respiratory  aid  is  unsatis- 
factory for  a patient  if  he  cannot  maintain  his 
end-expired  carbon  dioxide  pressure  below  45  mm. 
Hg  on  that  aid.4 

Other  medical  problems  met  in  these  3 patients 
are  dental  and  chewing  problems,  seborrheic 
dermatitis,  and  recurrent  fecal  impaction.  All  3 
patients  were  found  to  have,  on  electrocardio- 
gram, right-axis  deviation  and  right  ventricular 
hypertrophy,  but  they  were  without  overt  signs  of 
failure  of  the  right  side  of  the  heart. 

Summary 

The  need  for  the  widespread  application  of 
proved  rehabilitation  technics  to  patient  care  in 
muscular  dystrophy  must  be  one  of  the  main  con- 
cerns of  ongoing  research  in  the  etiology  and 
treatment  of  this  disease.  Three  typical  cases  of 
far-advanced  Duchenne’s  muscular  dystrophy, 
who  have  been  maintained  on  respiratory  aid  for 
prolonged  periods  of  time,  are  presented.  Practi- 
cal problems  are  discussed.  Respiratory  aids 
should  be  introduced  within  the  tenth  to  twenti- 
eth year  of  illness  at  a time  when  the  patient  has 
become  wheelchair-bound.  By  reporting  cases  of 
this  type,  it  is  hoped  that  the  application  of  respi- 
ratory rehabilitation  methods  early  in  the  course 
of  the  illness  will  become  routine. 

The  use  of  aids  not  only  prolongs  the  patient’s 
life,  but  allows  him  to  participate  maximally  in  the 
social,  educational,  and  vocational  opportunities 
available  to  him. 
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A case  of  polymyositis  with  quadriplegia,  respi- 
ratory insufficiency,  and  bulbar  weakness  in  a 
thirty-year-old  graduate  nurse  who  has  undergone 
successful  rehabilitation  is  reported.  The  etiolo- 
gy, symptomatology,  and  treatment  of  the  disease 
are  discussed. 

Case  report 

History.  A thirty-year-old  white  female  was 
admitted  for  the  first  time  to  Goldwater  Memorial 
Hospital  Respirator  Rehabilitation  Service  on 
July  22,  1970,  with  a diagnosis  of  polymyositis 
with  quadriplegia  and  respiratory  insufficiency. 

Nine  years  ago  in  January,  1961,  while  the  pa- 
tient was  a nursing  student,  she  began  to  experi- 
ence progressive  fatigue  and  weight  loss.  In  May, 
1961,  she  received  the  Salk  polio  vaccine  and  be- 
lieved her  condition  worsened  rapidly  thereafter. 
She  could  not  carry  out  routine  nursing  duties, 
such  as  cranking  a bed  or  putting  up  an  infusion 
bottle  on  the  stand.  She  felt  like  sleeping  all  the 
time.  Within  six  months  after  the  onset  of  her  ill- 
ness, she  was  unable  to  get  out  of  bed  indepen- 
dently and  was  unable  to  raise  her  arms  above  her 
head.  The  muscle  weakness  involved  both  proxi- 
mal and  distal  groups  of  muscles.  In  August, 
1961,  the  patient  was  admitted  to  Holy  Name 
Hospital,  Teaneck,  New  Jersey,  where,  following 
electromyographic  studies  on  August  1,  1961,  a 
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diagnosis  of  myositis  was  made.  A reaction  of  de- 
generation and  fibrillations  with  normal  chronaxy 
was  noted.  She  was  placed  on  60  to  80  mg.  of 
prednisone  for  six  weeks.  She  showed  some  im- 
provement and  was  able  to  move  about  and  climb 
stairs.  At  the  time  of  her  discharge  on  October  1, 
1961,  she  was  on  a maintenance  dose  of  predni- 
sone, 20  mg.  daily.  In  January,  1962,  her  condi- 
tion began  to  worsen  on  this  dosage;  she  became 
bedridden  with  an  upper-respiratory  infection  in 
February,  1962. 

On  February  22,  1962,  she  was  admitted  to  New 
Jersey  Medical  Center  where  she  showed  an  in- 
creased creatinuria  of  1.24  Gm.  per  twenty-four 
hours.  Normal  creatinuria  for  an  adult  female  is 
0 to  100  mg.  per  twenty-four  hours. 

In  March,  1962,  biopsy  of  the  left  triceps  muscle 
showed  chronic  myositis.  She  showed  some  re- 
sponse to  treatment  with  60  mg.  prednisone  daily. 
On  May  7,  1962,  further  muscle  biopsies  of  the  left 
deltoid  and  left  gastrocnemius  muscles  were  done 
at  The  Mount  Sinai  Hospital,  New  York. 

These  showed  severe  degenerative  changes  of 
muscle  fibers  without  evidence  of  active  myositis. 
Because  the  disease  was  now  considered  inactive, 
steroid  therapy  was  discontinued. 

In  August,  1962,  she  had  an  extensive  workup 
at  the  National  Institutes  of  Health,  where  a diag- 
nosis of  collagen  disease  was  made.  She  was 
again  placed  on  prednisone,  20  mg.  daily.  She  re- 
calls the  onset  of  dysphagia  at  this  time  and  has 
had  difficulty  swallowing  pills  since. 

In  February,  1963,  she  was  studied  at  Rockefel- 
ler University,  New  York  City,  where  a skin  biop- 
sy and  biopsy  of  the  left  deltoid  muscle  were  done; 
a diagnosis  of  chronic  progressive  polymyositis 
was  made  and  the  steroid  therapy  was  continued 
until  August,  1963.  A lactic  dehydrogenase  level 
of  273  international  units  was  found  (normal  level 
as  per  Rockefeller  University  is  38  to  88  interna- 
tional units).1  The  serum  glutamic  oxaloacetic 
transaminase  was  moderately  elevated  to  61  units, 
and  the  sedimentation  rate  slightly  elevated  to  26 
mm.  per  hour. 

The  patient  was  admitted  to  the  Institute  of 
Rehabilitation  Medicine,  at  New  York  University, 
in  September,  1963,  where  she  received  a formal 
program  of  physical  therapy  and  occupational 
therapy  for  four  months  without  significant  im- 
provement. At  this  point  the  patient  went  into  a 
state  of  severe  depression.  She  was  able  to  over- 
come this  by  visiting  the  Lourdes  Shrine  in 
France  in  1965. 

She  became  more  accepting  of  her  disability  on 
her  return,  applied  for  college  through  the  Office 
of  Vocational  Rehabilitation,  and  was  able  to  at- 
tend school  for  two  years,  1968  and  1969. 

In  February,  1970,  she  contracted  pneumonia 
and  was  admitted  in  a moribund  state  to  The  New 
York  Hospital  where  she  responded  to  emergency 
tracheostomy  and  intermittent  positive  pressure 
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breathing.  Over  a period  of  a few  months  she  was 
weaned  to  using  the  rocking  bed  during  the  night 
and  opening  her  tracheostomy  tube  for  breathing 
through  it  for  half-hour  intervals  every  two  hours. 
This  was  done  to  “wash  out  the  carbon  dioxide,” 
because  her  tidal  volume  was  so  shallow.  In  July, 
1970,  she  was  transferred  to  Goldwater  Memorial 
Hospital  for  long-term  care,  because  her  parents 
were  aging  and  ill. 

Physical  examination.  In  March,  1971,  a 
physical  examination  revealed  a young  woman 
who  was  unable  to  lift  any  of  her  extremities,  her 
trunk,  or  head  from  the  bed.  She  had  some  pare- 
sis of  the  muscles  of  the  face  and  throat.  Her 
neck  muscles  enabled  her  to  roll  her  head  slightly 
from  side  to  side.  There  was  no  voluntary  move- 
ment of  the  trunk  or  proximal  joints  of  the  ex- 
tremities. There  were  trace  to  poor  muscles  in 
the  distal  parts  of  all  extremities,  including  the 
forearms  and  the  lower  legs.  The  involved  mus- 
cles were  wasted  and  had  a doughy  consistency. 
The  range  of  motion  of  all  joints  was  good,  and 
there  was  no  pain  on  passive  movement.  Deep 
tendon  reflexes  were  absent.  Superficial  abdomi- 
nal reflexes  were  present.  Sensation  was  intact. 
Mentally,  the  patient  was  very  alert,  intelligent, 
and  cooperative.  The  remainder  of  the  physical 
examination  results  were  within  normal  limits  ex- 
cept for  a tracheostomy  and  the  use  of  an  Aber- 
deen size  3 tracheostomy  tube  with  a plug.  This 
is  used  for  aspiration  purposes. 

Hospital  course.  The  patient’s  disease  has  re- 
mained inactive,  and  she  is  not  on  steroid  thera- 
py. All  laboratory  findings  including  enzyme 
studies  have  been  normal.  On  August  25,  1970, 
an  electrocardiogram  showed  sinus  tachycardia 
with  atrial  and  ventricular  premature  systoles; 
abnormal  left- axis  deviation;  poor  “R”  progression 
across  precordium  with  persistence  of  “S”  waves; 
and  nonspecific  repolarization  abnormalities — an 
abnormal  record.  Electromyography  studies  of 
the  functional  muscles  of  the  hands  were  normal. 
A muscle  biopsy  was  not  repeated. 

The  patient  had  a mild  dysarthria  for  which  she 
was  receiving  speech  therapy.  The  dysarthria 
was  the  result  of  a mildly  paretic  right  vocal 
chord,  moderate  hypernasality,  high  vocal  pitch, 
impaired  lip  mobility,  diminished  vocal  volume, 
and  a rapid  rate  of  speech. 

In  July,  1970,  the  patient  had  a vital  capacity  of 
383  cc.,  14  per  cent  of  her  predicted  value  of  2,850 
cc.  Today  with  a weight  gain  of  almost  10 
pounds  and  added  strength,  she  has  a vital  capac- 
ity of  694  cc.  She  has  no  expiratory  reserve  vol- 
ume. This  indicates  nonfunctional  abdominal 
muscles  which,  along  with  her  bulbar  weakness, 
makes  daily  postural  drainage  necessary  as  a sub- 
stitute for  her  absent  coughing  ability. 

The  patient  can  breathe  when  on  a small  pneu- 
mobelt when  she  is  sitting  in  the  chair  with  a 
oressure  of  plus  50  cm.  water,  from  which  she  ob- 


tains a tidal  volume  of  350  cc.  For  use  during  the 
night  when  she  is  away  from  her  rocking  bed,  she 
can  use  a Monaghan  chest  shell  3%A  with  a pres- 
sure of  minus  22  cm.  water,  from  which  she  obtains 
a tidal  volume  of  350  cc. 

On  admission,  with  her  low  vital  capacity  and 
her  schedule  of  respiratory  aid,  the  patient’s  end- 
expired  air  carbon  dioxide  pressure  ranged  from 
49  to  54  mm.  Hg;  in  August  and  September,  1970, 
with  an  increase  of  the  rocking  bed  angle  from  less 
than  36  to  45  degrees  and  with  the  use  of  positive 
pressure  much  of  the  day,  her  carbon  dioxide 
pressure  ranged  from  40  to  47  mm.  Hg.  With  her 
present  schedule  of  respiratory  aid  which  includes 
the  rocking  bed  for  eleven  hours  a day  and  inter- 
mittent positive  pressure  breathing  from  a few 
minutes  to  two  hours  intermittently,  the  patient 
has  carbon  dioxide  pressure  values  from  37  to  42 
mm.  Hg.  To  facilitate  her  going  home  as  often  as 
possible,  the  patient  has  both  a suction  machine 
and  a rocking  bed  in  her  home.  She  travels  with 
a manual  resuscitator  and  a portable  suction  ap- 
paratus. 

She  is  dependent  in  her  activities  of  daily  living; 
however,  she  has  an  electric  wheelchair  and  has 
learned  to  type,  turn  pages,  and  use  a tape  record- 
er with  a mouthstick  cradled  in  her  clasped  hands 
which  are  propped  against  each  other  to  maintain 
their  position.  She  does  not  have  the  strength  in 
her  lips,  jaw,  and  neck  to  use  the  mouthstick  in 
her  mouth. 

An  electrically  driven  arm  orthosis  for  the  right 
arm  was  prescribed  for  the  patient  while  she  was 
still  at  Cornell  Medical  Center.  This  orthosis  was 
developed  by  the  bioengineering  project  director 
of  the  physical  medicine  division  of  the  Burke  Re- 
habilitation Center.  It  is  designed  to  enable  the 
patient  to  feed  herself,  care  for  her  face  and  hair, 
and  continue  her  university  studies  by  the  opera- 
tion of  up-to-date  studying  equipment  and  com- 
munications systems. 

The  orthosis  includes  an  externally  powered 
shoulder  flexion-extension  and  vertical  abduction- 
adduction  parallelogram  system,  elbow  flexion- 
extension,  forearm  rotation,  and  prehension  with 
dynamic  finger  extension  and  thumb  abduction. 
The  prehension  orthosis  allows  for  the  use  of  vol- 
untary finger  function  along  with  the  additional 
possibility  of  the  use  of  external  power.  The 
power  supply  is  centrally  placed  behind  the  back 
support  of  the  wheelchair. 

The  control  system  is  operated  by  the  left  hand 
with  the  left  arm  supported  in  a ball-bearing-type 
orthosis.  The  control  system  is  a supersensitive 
electric  control  with  four  microswitch  assemblies 
with  each  assembly  having  two  positions.  This 
provides  for  eight  single  motions.  The  arrange- 
ment of  the  switching  allows  for  the  combination 
of  adjacent  assemblies  to  obtain  motions  at  two 
joints  and  thereby  provides  for  16  double  motions. 

The  orthosis  is  compact,  light  in  weight,  and 
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TABLE  I.  Walton  and  Adams7  classification  of  polymyositis 
Group  Type 

1 Polymyositis  with  muscular  involvement  only 

2 Polymyositis  with  mild  collagen  disease 

3 Predominant  collagen  disease  with  polymyositis 

4 Polymyositis  with  associated  cancer 


sensitively  balanced.  The  units  are  easily  service- 
able, because  they  are  quickly  disconnected.  Fit- 
ting and  final  evaluation  are  being  carried  out  at 
the  respirator  rehabilitation  service  at  Goldwater 
Memorial  Hospital.  At  the  present  time  the  ad- 
ditional feature  of  external  power  for  horizontal 
shoulder  abduction-adduction  is  being  provided. 

The  patient  resumed  her  college  education  with 
a major  in  psychology  in  the  fall  of  1970;  she  took 
one  course  without  class  attendance  in  the  fall 
and  is  taking  a second  course  with  class  atten- 
dance this  spring.  She  has  engaged  the  drivers  of 
the  volunteer  ambulance  service  of  Astoria,  New 
York,  to  drive  her  to  school  in  the  van  owned  by 
her  family  one  day  a week.  The  Office  of  Vocation- 
al Rehabilitation  resumed  sponsorship  of  her  pro- 
gram. 

Comment 

Polymyositis  is  a nonsuppurative  inflammatory 
or  degenerative  disease  of  skeletal  muscle  of  un- 
known etiology.  It  is  presumed  to  belong  to  the 
group  of  autoimmune  diseases. 2-4  It  is  a rare  dis- 
ease, occurring  in  an  incidence  of  less  than  5 cases 
per  million  of  the  general  population.5  Females 
are  affected  twice  as  often  as  males.  Although  it 
can  occur  from  infancy  to  the  eighth  decade,  it  is 
most  common  in  onset  during  the  fifth  and  sixth 
decades  of  life.  Weakness,  most  commonly  of  the 
proximal  muscles,  is  the  cardinal  feature,  and  it 
can  occur  without  pain.  Systemic  symptoms  are 
absent  in  most  cases.  A precipitating  stress,  such 
as  exposure  to  excessive  sunlight,  an  upper  respi- 
ratory infection,  or  vaccination,  has  been  noted 
frequently.6  Clinical  patterns  vary  widely  as 
shown  in  the  classification  by  Walton  and  Adams7 
(Table  I). 

If  malignant  disease  is  present,  it  is  usually  car- 
cinoma; in  males,  bronchogenic  carcinoma,  and  in 
females,  carcinoma  of  the  uterus  and  ovaries. 
Polymyositis  can  occur  in  acute,  subacute,  and 
chronic  forms.  The  acute  form  with  constitution- 
al disturbances  and  profound  muscle  weakness  in 
a few  days  carries  with  it  a bad  prognosis,  espe- 
cially in  children.  In  the  chronic  form  the  disease 
may  take  several  years  to  develop  muscle  weak- 
ness, and  there  may  be  remissions  and  exacerba- 
tions, as  in  this  patient.  Prognosis  is  good,  espe- 


cially with  steroid  therapy.6  Serial  enzyme  stud- 
ies form  a guideline  for  the  progress  of  the  disease 
and  aid  in  the  adjust  ment  of  the  dose  of  steroid. 

Enzyme  levels  may  actually  forecast  a relapse 
with  elevation  a few  months  before  an  overt  clini- 
cal change  in  the  patient’s  condition.  In  about  50 
per  cent  of  cases,  some  degree  of  rheumatoid  ar- 
thritis may  be  present.  Cardiac  muscle  involve- 
ment with  nonspecific  T-wave  changes  in  the  elec- 
trocardiogram and  interstitial  fibrosis  in  the  myo- 
cardium has  been  noted.6  Sarcoidosis  and  Sjo- 
gren’s syndrome  have  also  been  reported  in  associ- 
ation with  polymyositis. 

Electromyographic  changes  include  a complex 
polyphasic  electric  pattern  with  greatly  reduced 
amplitude  on  voluntary  contractions  of  the  mus- 
cles; spontaneous  fibrillation  at  complete  rest  or 
after  mild  stimulation  of  the  muscles;  and  salvos 
of  repetitive  potentials  of  very  brief  duration. 
Muscle  biopsy  of  an  affected  muscle  which  has 
not  become  completely  fibrotic  must  be  taken  and 
studied  both  on  cross  section  and  longitudinal  sec- 
tion. The  various  histopathologic  features  in- 
clude primary  degeneration  of  muscles;  regenera- 
tion efforts;  interstitial  edema  and  infiltration 
with  chronic  inflammatory  cells;  phagocytosis  of 
the  necrotic  muscle  fibers;  perivasculitis;  intersti- 
tial fibrosis;  and  varied  cross-sectional  diameters 
of  adjacent  muscle  fibers.9-10 

The  overall  mortality  rate  has  been  reduced  to 
30  per  cent  with  the  vigorous  use  of  steroids  dur- 
ing the  active  phase  of  the  disease.6  Physical 
therapy  is  useful  in  the  prevention  of  contractures. 
Absolute  bed  rest  is  utilized  during  an  acute 
phase  of  the  disease. 
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Preparing  and  filing  medical  reports  is  arduous 
but  necessary.  In  this  age,  when  professional 
time  is  at  a premium,  when  adequate  transcribers 
are  in  short  supply,  and  when  the  costs  of  the  sim- 
plest operation  are  soaring,  providing  the  techni- 
cal information  necessary  in  any  medical-legal 
area  can  become  difficult,  especially  when  speed 
and  accuracy  are  essential.  Promptness  may 
have  a distinct  bearing  on  the  outcome  of  any 
claim,  whether  it  is  in  a court  of  law,  for  Social 
Security,  other  insurance  benefits,  Medicare,  Blue 
Shield,  Blue  Cross,  or  Workmen’s  Compensation. 
The  payer  of  the  benefits  is  obligated,  under  the 
law,  to  make  payments  at  the  earliest  possible 
moment.  The  carrier  also  has  the  legal  obligation 
to  have  a sound  basis  for  payments,  is  not  permit- 
ted to  entertain  presumptions  for  the  purpose  of 
convenience,  or  permit  an  emotional  reaction 
without  valid  support  for  the  position  taken.  The 
regulatory  agencies  of  government  demand  this 
attitude,  and  properly  so,  in  order  that  the  public 
interest  be  protected  and  so  that  every  claimant 
receives  proper  consideration. 

With  this  in  mind,  the  paying  agency  seeks  help 
and  information  and  maintains  a relatively  large 
and  complex  structure  to  establish  the  details  of 
each  claim.  The  veracity  of  details  must  never  be 
in  question,  for  if  they  are,  any  reasonable  indi- 
vidual would  not  expect  favorable  consideration, 
nor  any  consideration  at  all.  Any  incident  of 
trauma  or  development  of  a disease  process  must 
be  clearly  set  forth  in  terms  which  will  unques- 
tionably support  the  foundation  for  a demand  for 
benefits.  The  first  medical  report  submitted  by 
the  attending  physician  must  include  the  history 
pf  the  accident,  and  every  medical  report  must  in- 
iicate  the  degree  of  the  claimant’s  disability. 

The  availability  and  accuracy  of  this  informa- 
don  is  not  the  responsibility  of  any  single  individ- 
ual or  group,  but  rather  it  is  the  duty  of  many  to 


contribute  a degree  of  participation  based  on 
knowledge,  experience,  and  expertise. 

Completion  of  medical  report 

How  then  is  this  information  funneled  to  those 
who  have  a genuine  interest  and  to  those  whose 
very  livelihood  depends  on  the  proper  and  ade- 
quate adjudication  of  each  request  for  some  form 
of  benefits?  A long  narrative  report  in  the  aver- 
age routine  case  is  obviously  time  consuming  and 
wasteful  both  in  preparation  and  in  application. 
The  dictation  necessary  to  prepare  a five-page 
report  and  the  reading  and  analysis  of  such  a the- 
sis only  prolongs  the  determination  and  causes  de- 
lays. Pragmatism  dictates  the  use  of  forms  pre- 
pared so  that  the  expression  of  judgment  is  not 
lost,  the  opportunity  for  comment  is  not  avoided, 
brevity  and  clarity  are  stressed,  and  answers  to  all 
questions  are  pertinent  to  the  immediate  problem. 

In  the  past,  many  insurance  companies  dealing 
with  accident  and  health  policies  have  suggested  a 
universal  form  to  be  used  by  all,  which  would  per- 
mit easy  preparation  and  swift  interpretation. 
This  has  met  with  some  success.  In  our  Work- 
men’s Compensation  medical  report  forms,  the 
same  ends  are  sought.  It  must  be  recalled  that 
these  have  been  used  for  almost  sixty  years  in  this 
State  and  have  been  modified  many  times  with 
alterations  based  on  experience  and  needs.  Each 
question  on  the  form  has  a goal  and,  if  fulfilled, 
reduces  the  personal  exposure  of  the  physician  by 
way  of  troublesome  phone  calls,  duplication  of 
forms,  and  possibly  loss  of  time  devoted  to  person- 
al testimony  and  extensive  cross-examination. 

What  is  left  then  is  that  all  questions  should  be 
answered:  not  with  a dash,  question  mark,  the 

words  “unknown,”  “undetermined,”  or  no  answer 
at  all  but  with  an  evaluation  based  on  the  situa- 
tion at  the  instant  the  form  is  filled  out.  No  one 
can  deny  that  circumstances  can  so  change  that 
the  answers  on  subsequent  reports  may  be  differ- 
ent and  frequently  are.  Frustration  mounts  when 
the  answers  are  precisely  the  same  in  the  first  re- 
port as  on  the  tenth  one. 

It  is  clear  that  no  purpose  is  served  when  the 
medical  report  states  that  there  was  a laceration 
of  a finger.  Immediately,  one  wants  to  know 
which  finger  is  involved  and  on  which  hand.  This 
is  fundamental,  and  no  one  can  deny  its  reason- 
ableness. If  a fracture  is  found,  the  report  should 
indicate  the  nature  and  location  of  the  fracture. 
Simply  reporting  a fracture  of  a finger  tells  us 
very  little.  If  an  amputation  is  sustained,  this 
calls  for  a description  of  the  level  of  the  amputa- 
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tion.  The  lack  of  this  useful  and  important  infor- 
mation only  serves  to  raise  questions  and  in- 
creases periods  of  delay. 

Another  example  of  primary  importance  is  the 
answer  to  the  question  on  causal  relationship. 
This  too  is  critical  to  the  claimant,  since  if  in  the 
opinion  of  the  physician  there  is  no  causal  rela- 
tionship, the  case  falls.  On  the  other  hand,  if 
there  is  causal  relationship,  the  case  is  established 
until  challenged.  Confusion  sometimes  ensues 
when  the  claimant  has  a number  of  disabling  con- 
ditions, only  one  or  two  of  which  are  related  to  the 
particular  accident  in  question.  The  physician 
must  limit  his  evaluation  of  disability  to  the  relat- 
ed conditions,  so  that  no  doubt  can  be  raised  as  to 
the  full  meaning  of  his  opinion.  Care  must  be  ex- 
ercised to  include  all  parts  injured  or  complained 
of,  even  if  additions  are  made  in  subsequent  medi- 
cal reports.  In  any  event,  the  answer  must  be 
written  out  on  the  form  in  the  space  provided. 

The  nature  and  frequency  of  treatment  should 
be  stated.  Vague  references  to  treatment,  such  as 
physiotherapy,  heat,  or  massage,  say  very  little 
and  do  not  permit  evaluation  by  anyone.  Reha- 
bilitation in  all  of  its  forms,  whether  medical  or 
vocational,  should  be  noted  early  in  the  case. 
This  assumes  additional  importance,  since  a rel- 
atively new  section  of  the  law  now  involves  certain 
awards,  wherein  a schedule  of  50  per  cent  or  more 
is  determined  for  a leg,  foot,  arm,  or  hand.  Here, 
the  claimant  must  have  been  considered  for  or  en- 
tered a rehabilitation  program  approved  by  the 
Board  before  he  may  obtain  additional  benefits 
after  his  award  has  been  paid.  The  physician  can 
be  of  great  help  in  establishing  the  eligibility  of 
the  claimant  for  these  additional  cash  benefits. 

It  is  essential  to  spell  out  sufficient  details,  so 
that  others  may  understand.  The  probability 
does  exist  that  with  this  detail  the  number  of 
questions  and  arguments  will  be  cut  down  consid- 
erably. 

Primary  role  of  physician 

The  physician  caring  for  these  cases  must  com- 
prehend the  important  and  basic  place  he  holds  in 
this  entire  operation,  since  the  claimant  cannot 
establish  his  claim  without  the  proper  medical  ev- 


idence. If  the  claimant,  his  lawyer,  or  the  insur- 
ance company  representative  says  that  an  individ- 
ual has  a fracture,  it  has  no  significance  until  a 
physician  states  that  a fracture  is  present.  Ev- 
eryone is  absolutely  dependent  on  the  statement 
of  the  physician  for  the  history,  diagnosis,  and 
treatment;  no  one  else  is  qualified  to  make  these 
statements.  Others  might  question  the  physician, 
and  he  should  be  prepared  to  explain.  That, 
however,  is  another  question. 

The  physician  must  understand  that  without 
his  comment  on  disability  the  claimant  has  no 
right  to  receive  payments  for  a period  of  time. 
Medical  reports  submitted  every  three  months 
instead  of  every  three  weeks  may  leave  the  claim- 
ant in  a position  in  which  he  has  no  medical  sup- 
port for  his  claim  for  payments.  This  may  cover 
time  during  which  no  reports  are  submitted  and 
for  which  the  claimant  has  no  remedy  but  to  pur- 
sue his  attending  physician  for  a report. 

In  some  instances,  no  medical  reports  are  filed 
until  requested,  months  after  the  accident  oc- 
curred and  treatment  was  begun.  If  the  name 
and  address  of  the  insurance  company  are  unob- 
tainable, the  medical  reports  should  be  sent  to  the 
employer.  In  any  event,  a copy  of  each  medical 
report  issued  should  be  sent  to  the  Workmen’s 
Compensation  Board  district  office  by  which  the 
claim  is  being  handled. 

Sometimes  the  physician  is  not  informed  initial- 
ly that  the  patient  he  is  treating  may  be  covered 
by  Workmen’s  Compensation.  The  treating  phy- 
sician must  understand  that  he  makes  no  legal  de- 
termination as  to  whether  his  patient  is  to  be  cov- 
ered by  the  Workmen’s  Compensation  Law  or  not. 

If  there  is  any  question  in  his  mind,  he  should  file. 

The  physician  plays  a necessary  role,  for  one 
can  go  to  no  other  source.  At  the  same  time,  the 
physician  must  be  aware  that  his  obligation  is  to 
make  his  opinion  and  findings  known  by  prompt 
and  adequate  reports,  structured  so  that  they  give 
brief  and  clear  information,  which  he  alone  can 
give  to  further  a final  determination  of  any  claim.  I 
The  very  value  of  his  services  is  in  some  part  4 
based  on  the  reports  he  renders. 
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Recent  medical  experiments  at  the  Albert  Ein- 
stein College  of  Medicine  and  the  Downstate 
Medical  Center  of  the  State  University  of  New 
York  have  sparked  a revival  of  interest  by  western 
physicians  in  the  ancient  Chinese  operation  of 
acupuncture.  The  Downstate  Medical  Center  re- 
ported using  acupuncture  as  an  anesthetic  to  re- 
move tissue  from  the  left  tonsil  of  a patient,  and 
at  Albert  Einstein  acupuncture  needles  were  em- 
ployed to  anesthetize  the  legs  during  a skin-graft- 
ing operation.  However,  along  with  these  prag- 
matic experiments  in  the  use  of  acupuncture, 
there  has  been  an  unfortunate  mushrooming  of 
popular  interest  in  the  operation  which  treads 
dangerously  close  to  faddism  among  certain  seg- 
ments of  American  culture,  reminding  the  medical 
historian  of  several  previous  episodes — mesmer- 
ism, electromagnetism,  hydropathy,  and  Thom- 
sonianism — when  public  enthusiasm  dangerously 
undermined  the  advance  of  medical  science.  Al- 
though acupuncture  has  been  known  to  western 
physicians  since  the  seventeenth  century,  the  op- 
eration has  understandably  experienced  a fitful 
history,  reflecting  the  healthy  skepticism  of  medi- 
cal men  who  remain  unsatisfied  with  the  philo- 
sophic rationale  for  its  modus  operandi.  The  use 
of  acupuncture  by  western  physicians  has  also 
mirrored  the  politics  and  nationalistic  feelings 
that  have  tended  to  divide  the  West  from  China 
and  its  past,  peoples,  and  traditions.  Indeed, 
China’s  decline  among  the  world  powers  in  the 
nineteenth  century  and  her  subsequent  partition 
into  spheres  of  European  influence  only  made  her 
medicine  appear  quaint,  if  not  anachronistic, 
compared  with  that  of  the  more  advanced  nations 
of  the  world.  It  would  be  useful,  nonetheless,  to 
trace  the  history  of  acupuncture  if  for  no  other 
reason  than  to  make  us  aware  of  early  Dutch, 


French,  English,  and  American  efforts  to  present 
oriental  medicine  in  terms  acceptable  to  Western 
physicians  and  also  to  learn  the  historic  reasons 
that  lay  behind  medical  reluctance  to  approve 
acupuncture  as  a legitimate  form  of  medical  ther- 
apy. 

The  philosophic  basis  for  oriental  medicine  was 
founded  on  the  writings  of  Lao  Tzu,  the  “Venera- 
ble Philosopher”  of  the  Chou  Dynasty,  who  divid- 
ed the  forces  of  the  universe  into  the  dual  ele- 
ments of  yin  and  yang.  Yang,  the  active,  male 
element,  represents  warmth,  health,  and  life,  and 
is  counterbalanced  by  yin  or  the  passive,  female 
element  which  represents  cold,  disease,  and  death. 
The  harmony  of  these  two  cosmic  elements  ( Ch'i ) 
produces  order  in  nature.  The  organs  of  the  body 
are  likewise  divided  by  the  dualistic  philosophy: 
the  tsang  or  yin  organs,  considered  vital  to  life, 
are  the  liver,  heart,  spleen,  lungs,  kidneys,  and 
the  heart  constrictor  (vaso  motorium);  the  fu  or 
yang  organs,  considered  important  but  not  vital  to 
life,  are  the  gallbladder,  small  intestine,  stomach, 
colon,  bladder,  and  the  triheaters  (the  “three 
burning  spaces”  representing  the  respiratory,  di- 
gestive, and  reproductive  systems).  Thus,  in  the 
therapeutic  treatment  of  disease,  Chinese  medical 
men  first  located  the  seat  of  disease,  or  imbalance 
of  energy,  from  a study  of  sight,  auscultation, 
pulse  (sphygmology),  and  interrogation  of  patient 
and  then  introduced  hot  or  cold  metal  needles, 
depending  on  the  yang  or  yin  property  of  the  af- 
fected organ,  into  the  body’s  twelve  channels  or 
meridians  containing  the  Ch'i  principles.  These 
channels  were  not  the  blood  vessels,  nor  were  they 
the  nerves  familiar  to  western  physicians.  They 
were  paths  of  electrical  resistance  along  which  the 
acupuncture  points  were  made.  The  needles 
forced  the  excess  yin  or  yang  to  escape,  thus  re- 
storing equilibrium  and  health  to  the  body.  In 
the  Tsin  period,  Huang  Fu,  author  of  one  of  the 
early  treatises  on  acupuncture,  Chia-i-ching , de- 
lineated 365  points  on  the  body  where  the  meri- 
dians surfaced  just  beneath  the  skin  and  where 
the  acupuncturist  could  reach  them  with  his  nee- 
dles. The  points,  frequently  close  to  the  nerves 
and  blood  vessels,  were  approximately  Vw  inch  in 
diameter  (Fig.  1). 

The  Chinese  originally  employed  nine  different 
needles:  the  Ch’an  chen  chisel  needle,  1.6  inches 
long;  the  Yuan  chen  round  needle,  1.6  inches  long; 
the  Shih  chen  spoon  needle,  3.5  inches  long;  the 
Feng  chen  lace  needle,  1.6  inches  long;  the  Pi  chen 
stiletto  needle,  4 inches  long;  the  Yuan  Li  chen 
round  sharp  needle,  1.6  inches  long;  the  Hao  chen 
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FIGURE  1.  Charts  showing  course  of  traveling  vessels 
and  acupuncture  points.  (A)  Anterior.  (B)  Posterior.5 
(Courtesy  of  Indiana  University). 


soft  hair  needle,  3.6  inches  long;  the  Chang  chen 
long  needle,  7 inches  long;  and  Ho  chen  fire  nee- 
dle, 4 inches  long.  The  actual  technique  of  needle 
insertion  varied  according  to  the  yin  and  yang 
forces;  sometimes  the  needles  were  inserted  and 
withdrawn  quickly,  and  in  other  instances  the  op- 
eration was  performed  slowly  and  followed  by 
massage.  The  needles  were  even  twisted  in  clock- 
wise or  counter-clockwise  directions  according  to 
the  peculiar  natures  of  the  Ch'i  force.  The  num- 
ber of  needles  used  by  the  acupuncturist  depend- 


ed on  the  illness  and  varied  from  a single  insertion 
to  as  many  as  42. 1-5 

Acupuncture,  known  as  tai  chien  tseng,  or  “to 
insert  a golden  needle,”  spread  to  Japan  where  it 
was  introduced  by  the  physician  Jafku  about  250 
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B.C.  Europeans  first  learned  of  acupuncture 
from  the  German  botanist,  physician,  and  travel- 
er, Englebert  Kampfer  (1651  to  1716),  returning 
Jesuit  missionaries  from  Canton,  and  the  seven- 
teenth century  Dutch  surgeon  Ten-Rhyne,  whose 
experiences  in  Japan  were  given  wide  audience 
through  the  writings  of  Felix  Vicq  d’Azyr  (1748  to 
1794),  a comparative  anatomist  and  secretary  of 
the  Paris  Academy  of  Medicine.  News  of  the  pro- 
cedure was  also  reported  by  surgeons  employed  by 
the  East  India  Company  and  by  such  groups  as 
the  London  Missionary  Society,  the  Medical  Mis- 
sionary Society  in  China,  and  the  Edinburgh 
Medical  Missionary  Society.6,7 

Isolated  references  in  the  journals  of  Captain 
William  Dampier’s  voyages  in  the  late  seven- 
teenth century  told  of  acupuncture  among  the  na- 
tive tribes  of  America.  However,  subsequent  in- 
vestigators who  studied  Dampier’s  adventures 
concluded  that  the  claim  was  misleading.  Lionel 
Wafer,  a surgeon  who  accompanied  the  captain  in 
his  expedition  among  the  Darien  Indians  of  South 
America,  described  a method  of  bloodletting  prac- 
ticed by  the  natives,  which  he  claimed  had  been 
mistaken  for  acupuncture8: 

This  operation  is  effected  in  the  following  manner: 
the  patient  is  taken  to  a river  and  seated  on  a stone 
in  the  middle  of  it.  A native,  dexterous  in  the  use  of 
the  bow,  now  shoots  a number  of  small  arrows  into 
various  parts  of  the  body.  These  arrows  are  pre- 
pared purposely  for  this  operation  and  are  so  con- 
structed, that  they  cannot  penetrate  beyond  the 
skin,  the  veins  of  which,  opened  by  the  puncturation, 
furnish  numerous  streams  of  blood,  which  flow  down 
the  body  of  the  patient.  If  this  be  the  operation 
which  has  given  rise  to  the  idea,  that  acpuncturation 
is  practiced  by  the  American  natives,  the  conclusion 
is  evidently  erroneous,  as  it  is  simply  a method  of 
blood-letting  and  is  generally  resorted  to  for  the  cure 
of  fever.  Now  acupuncturation  has  no  reference 
whatever  to  bleeding,  and  it  is  rare  that  even  a drop 
of  blood  follows  either  the  introduction  or  withdraw- 
ing of  the  needles;  nor  does  it  appear,  that  the  Chi- 
nese and  Japonese  (sic),  with  whom  it  originated,  in- 
tended it  as  a method  of  abstracting  blood. 

European  acupuncture 

One  of  the  earliest  English  accounts  of  acu- 
puncture appeared  in  the  Medical  and  Physical 
Journal  of  London  in  1802,  when  surgeon  Croley9 
recommended  the  procedure  in  treating  peritoneal 
tympany,  better  known  to  the  eighteenth  and 
nineteenth  centuries  as  “wind-dropsy”  or  “air- 
swellings,”  which  filled  the  stomach  and  intes- 
tines with  gas  and  was  accompanied  by  fever  and 
acute  inflammation  of  the  abdomen.  According 
to  the  author,  both  the  Chinese  and  Japanese  had 
employed  the  operation  on  a very  similar  disorder, 
a species  of  colic  which  they  identified  as  “senki” 
and  which  was  said  “to  proceed  from  a rarefaction 
of  some  pernicious  vapor  in  the  cavity  of  the 
abdomen.”  Although  European  operators  were 


reluctant  to  accept  the  theory  of  the  yang  and  yin 
forces  in  the  body,  they  nonetheless  followed  a 
similar  therapeutic  procedure.  To  relieve  the  dis- 
tress and  cure  the  disease,  Croley9  chose  the  Chi- 
nese puncture  point,  a middle  distance  between 
the  navel  and  the  pit  of  the  stomach,  to  reach  the 
seat  of  the  disorder  and  at  the  same  time  give 
“proper  vent”  to  the  diseased  matter.  The 
punctures  were  made  in  orderly  perpendicular 
rows  with  special  regard  to  the  depth  of  each 
puncture  and  the  distance  between  the  holes. 
The  needles  were  of  two  types:  one  either  of 

gold  or  silver,  about  four  inches  long  and  slender 
with  a small  handle  which  the  operator  turned 
with  his  middle  finger  and  thumb,  so  that  the 
needle  penetrated  the  flesh  with  greater  ease  and 
safety;  the  other  was  usually  of  silver  and  much 
thinner  without  a handle.  Several  needles  were 
encased  in  copper  tubes  which  acted  as  gauges  to 
allow  the  operator  to  determine  the  precise  depth 
of  puncture.  In  addition,  the  operator  carried  a 
striking  hammer  which  he  sometimes  used  to 
pierce  the  skin.  After  the  needles  were  sunk  per- 
pendicularly into  the  seat  of  the  pain  at  a depth 
usually  of  no  more  than  an  inch,  they  were  then 
removed  and  the  part  compressed  “to  force  the 
morbific  vapor  or  spirit  out.” 

In  his  writing  (1822),  Churchill8,10  set  out  to 
convert  English  medical  men  to  the  surgical  use  of 
acupuncture.  The  procedure,  he  wrote,  was  rela- 
tively simple,  “requiring  neither  practice  to  give 
dexterity  nor  adroitness  that  it  may  be  done  with 
propriety.”  8,10  The  only  real  requirement  was  an- 
atomic understanding  of  the  human  body  so  that 
in  introducing  the  needles  the  operator  could 
avoid  the  large  vessels,  spinal  cord,  and  muscle 
tendons.  Unlike  the  Chinese  who  made  punc- 
tures of  the  head  for  cephalalgia,  “comatose  affec- 
tions,” and  ophthalmia,  as  well  as  punctures  of 
the  chest,  back,  and  abdomen  for  dysentery,  ano- 
rexia, hysteria,  cholera  morbus,  iliac  passion  (vio- 
lent colic),  and  numerous  other  illnesses,  Chur- 
chill restricted  the  operation  to  tympany  and 
rheumatism.  His  treatise,  however,  failed  to  elic- 
it sufficient  response  from  the  medical  profession, 
and  a year  after  its  publication  he  publicly  re- 
buked the  Royal  Society  of  Surgeons  for  ignoring 
it.  He  had  expected  his  remarks  to  cause  at  least 
a slight  stir  among  his  associates,  but  they  ap- 
peared “too  polite”  even  to  discuss  the  method. 
The  difficulty  which  Churchill  faced  in  popular- 
izing the  technique  was  largely  his  own  doing, 
since  he  made  no  effort  to  explain  the  modus 
operandi  of  the  operation.  In  an  age  when  medi- 
cal men  were  attempting  to  disassociate  them- 
selves from  charlatans  and  eclectics  who  plied 
their  trades  under  the  banner  of  “doctor,”  Chur- 
chill found  it  exceedingly  difficult  to  convince  the 
Royal  College  of  Surgeons  of  the  legitimacy  of  the 
operation.  Yet  despite  medical  skepticism,  he 
continued  to  perform  acupuncture  operations  and 
claimed  success  in  numerous  cases  of  rheumatism. 
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One  of  the  few  Englishmen  who  followed  Chur- 
chill’s recommendations  found  to  his  surprise  that 
the  application  of  needles  to  relieve  pain  resem- 
bled a tactical  war  against  a highly  manueverable 
enemy: 

Mr.  A.  W.,  aged  50,  a very  corpulent  subject,  of 
about  eighteen-stone  weight,  was  violently  attacked 
by  lumbago;  after  undergoing  the  ordeal  of  bleeding, 
purging,  and  embrocations  without  relief,  on  learning 
that  I possessed  the  means  of  affording  him  immedi- 
ate ease,  sent  for  me  to  come  to  him  immediately 
and  bring  my  “needles”  with  me.  I found  the  poor 
fellow  writhing  with  pain,  beneath  three  blankets 
and  a thick  counterpane,  under  which  he  had  been 
kept  until  he  was  bathed  in  perspiration.  The  seat 
of  the  pain  was  precisely  over  the  whole  of  the  sa- 
crum, and  extended  to  the  alae  ischii.  I introduced 
three  needles  into  the  part,  to  the  bone,  immediately 
over  the  center  of  it,  each  two  inches  apart;  the  pain 
was  instantly  transferred  to  the  left  gluteus.  I suf- 
fered the  needles  to  remain  half  a minute,  and  then 
inserted  them  into  that  fleshy  muscle,  three-fourths 
of  an  inch  deep,  where  the  enemy  had  made  a stand. 
Two  needles  routed  him  thence  into  the  biceps, 
whence  he  finally  posted  himself  in  the  gastrocnemii 
in  the  line  of  attack.  One  needle  ultimately  expelled 
him  from  this  last  position,  and  freed  my  patient 
from  all  pain.  The  operation  lasted  about  five  min- 
utes. Mr.  W.  then  got  up  and  dressed  himself,  ex- 
pressing the  greatest  astonishment  at  what  he 
termed  the  “magical  effect  of  the  needles”!  Six 
hours  after,  the  enemy  made  a faint  attack  but  was 
instantly  repulsed  by  one  needle,  and  the  patient  left 
in  quiet  possession  of  the  field,  which  he  has  enjoyed 
uninterrupted  ever  since.11 

The  editor  of  the  journal  in  which  the  English- 
man’s article  appeared  was  less  than  impressed 
with  the  military  account  of  the  operator’s  suc- 
cess. “So  much  for  the  magical  effects  of  the  nee- 
dles,” the  editor  remarked,  “and  their  antipathy 
to  the  enemy  ...  . Doubtless,  the  author  receives 
all  the  blessings  and  thanks  which  successful  gen- 
erals are  wont  to  receive.”  11 

The  Englishman  John  Elliotson  (1791  to  1868), 
a professor  of  practice  at  the  University  of  London 
and  President  of  the  Royal  Medical  and  Chirurgi- 
cal  Society,  also  attempted  to  bring  acupuncture 
medical  respectability  in  an  article  written  in  the 
early  decades  of  the  nineteenth  century  for  the 
Encyclopaedia  of  Practical  Surgery.  Like  Chur- 
chill before  him,  he  contributed  no  further  under- 
standing of  its  modus  operandi,  and  because  he 
had  also  been  an  enthusiastic  supporter  of  mes- 
merism, his  discredit  in  the  latter  area  tended  to 
spill  over  into  his  remarks  on  acupuncture. 

Despite  the  failure  of  Churchill  and  Elliotson  to 
elicit  favorable  medical  response,  physicians  at 
the  Leeds  Infirmary  soon  became  famous  for  the 
use  of  acupuncture,  particularly  in  the  treatment 
of  chronic  rheumatism.  Their  success  during  the 
1840s  and  1850s  had  been  made  possible  not  so 


much  because  of  the  abortive  efforts  of  the  earlier 
English  advocates  but  because  of  extensive  experi- 
mentation in  the  wards  of  La  Pitie,  the  Hotel 
Dieu,  La  Charite,  and  other  Paris  hospitals  in  the 
1820s  where  Pierre  Bretonneau,  Philippe  Beclard, 
Haim  de  Tours,  Dantec,  and  Jules-Germain  Col- 
quet  had  been  using  needles  to  relieve  pain  and 
treat  disease.  Believing  that  acupuncture  pro- 
duced a temporary  congestion  and  corresponding 
increase  in  the  size  of  the  blood  vessels,  surgeons 
at  Leeds  applied  needles  in  cases  of  muscular 
debility  where  the  muscles  had  been  thrown  into  a 
state  of  idleness,  causing  the  fibers  to  waste  and 
the  blood  to  cease  active  tissue  change.  The 
puncture  operation  was  not  only  intended  to 
create  vascular  excitement,  but  to  restore  defec- 
tive nutrition  to  the  nerves  of  injured  or  inflamed 
tissues  by  producing  a temporary  congestion  or 
“flushing”  of  the  vasa  nervorum,  which  was 
thought  to  be  ill  nourished  and  contracted  from 
pressure.12-16 

And  it  was  from  those  same  Parisian  wards  that 
American  physicians  first  learned  of  the  treat- 
ment; nearly  six  hundred  medical  students  visited 
the  Paris  medical  centers  during  the  first  half  of 
the  nineteenth  century.  Philadelphia  physician 
Franklin  Bache17  (1792  to  1864)  who  collaborated 
with  George  B.  Wood  in  their  famous  Dispensato- 
ry of  the  United  States  (1833),  learned  of  the 
technique  from  Morand’s  Memoir  on  Acupunctu- 
ration 18  which  Samuel  Brown  (1769  to  1830),  a 
professor  of  practice  of  physic  at  Transylvania 
University,  had  given  him  in  1825.  Impressed 
with  the  work,  Bache  not  only  translated  the  trea- 
tise into  English,  but  decided  to  test  the  operation 
at  the  State  Penitentiary  in  Philadelphia  where  he 
served  as  assistant  physician.  In  his  experiments 
on  prisoners,  he  followed  the  advice  of  Morand, 
who  had  been  a student  of  Cloquet  at  the  Hospi- 
tal of  St.  Louis  in  Paris,  by  testing  acupuncture 
on  muscular  rheumatism,  chronic  pains,  neural- 
gia, and  ophthalmia,  keeping  the  needles  in  his 
patients  for  periods  up  to  twenty-four  hours.  Clo- 
quet and  Morand  actually  allowed  the  needles  to 
remain  in  the  affected  part  for  upwards  of  eight 
days  before  removing  them.  Bache,  who  eventu- 
ally became  editor  of  the  North  American  Medical 
and  Surgical  Journal,  also  supplemented  the  oper- 
ation with  cupping,  blistering,  and  venesection. 
In  addition,  he  extended  the  therapeutic  role  of 
acupuncture  to  diseases  other  than  those  suggest- 
ed by  Churchill  when  he  discovered  that  the  nee- 
dles relieved  swollen  glands  and  sore  throats.  He 
observed,  however,  that  French  physicians  had 
misled  him  with  their  remarks  that  the  operation 
was  painless,  for  he  found  several  instances  in 
which  patients  became  extremely  uncomfortable 
from  the  inserted  needles.  His  patients'  discom- 
fort appeared  to  stem  from  the  fact  that  he  re- 
quired them  to  walk  around  with  the  needles 
stuck  in  their  flesh.  As  Bache  wrote  in  one  case, 
“the  patient  being  directed  to  stand  to  observe 
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the  effect  of  the  operation,  the  last  needle  inserted 
was  found  to  cause  much  pain,  which  appeared  to 
arise  from  the  contraction  of  the  muscle,  into 
which  it  penetrated,  throwing  the  skin  into  the 
folds  on  its  upper  side.” 

There  is  no  evidence  that  acupuncture  received 
any  further  notice  among  American  practitioners 
in  the  nineteenth  century.  Even  Bache  himself 
seemed  to  have  let  the  issue  drop,  preferring  to 
concentrate  on  newer  developments  in  western 
therapeutics.  Subsequent  references  to  the  proce- 
dure were  made  in  the  more  eclectic  schools  where 
it  became  known  as  a cure  for  spermatorrhea,  one 
of  the  major  concerns  of  medical  charlatans  in  the 
nineteenth  century.  Theories  regarding  the  loss 
of  semen  through  micturition  or  defecation,  im- 
perfect erections,  premature  ejaculations,  impo- 
tency,  and  wet  dreams  dated  back  to  the  medical 
ancients,  who  believed  that  the  seminal  fluid, 
“cerebri  stillicidium,”  was  a discharge  of  the  brain 
and  spinal  marrow.  One  theory  even  suggested 
that  the  amount  of  vital  energy  lost  in  the  expen- 
diture of  an  ounce  of  semen  equaled  the  loss  of 
nearly  40  ounces  of  blood.  Specialists  who  ca- 
tered to  the  sexual  fears  of  Victorian  males  treat- 
ed their  “pollutions”  by  inserting  needles  between 
the  posterior  parts  of  the  bursae  and  the  anus. 
They  also  punctured  the  perineum  and  prostate 
in  cases  of  impotency  and  irritation.19-21  There 
were  also  isolated  efforts  to  combine  acupuncture 
with  the  more  popular  practice  of  cupping.  One 
French  physician,  for  example,  fitted  a hollow 
shaft  at  the  top  of  a cupping  glass,  in  which  he  slid 
a handle  armed  with  3 inch  needle.  “The  sensi- 
bility of  the  part  is  so  much  lessened  by  the  con- 
gestion occasioned  by  the  suction  of  the  pump,” 
he  remarked,  “that  the  instrument  passes  without 
producing  the  least  pain,  while  at  the  same  time  it 
penetrates  deeper  and  more  readily  through  the 
tumefaction  occasioned  by  the  turgescence  of  the 
sanguineous  capillaries  and  lymphatics.”  8 

Modus  operandi 

Despite  the  strong  recommendations  of  men  like 
Cloquet,  Bache,  and  Churchill,  the  appropriation 
of  acupuncture  by  nineteenth  century  charlatans 
for  use  in  the  treatment  of  sexual  disorders  caused 
western  medicine  to  maintain  a generally  skepti- 
cal posture  with  regard  to  the  operation.  The  fact 
that  western  practitioners  who  used  the  operation 
denied  the  theory  of  the  yang  and  yin  forces,  yet 
were  unable  to  satisfy  the  medical  profession’s  de- 
mand for  a reasonable  modus  operandi  of  the  nee- 
dles, left  the  practice  in  a limbo  halfway  between 
respectability  and  sorcery.  Indeed,  many  physi- 
cians concluded  that  the  cure  had  been  effected 
more  as  a reaction  on  the  patient’s  mind  and  his 
fancied  confidence  in  the  procedure  than  from  any 
real  effects  of  the  operation  itself.  The  experience 
of  physicians  obtaining  almost  immediate  recov- 
ery of  their  patients  when  previous  methods  had 


failed  miserably  only  caused  them  to  look  on  the 
procedure  with  grave  disbelief.  Accustomed  to 
the  application  of  heroic  purges,  leeches,  pitch 
plasters,  venesection,  liniments,  and  a host  of 
other  equally  painful  treatments,  nineteenth  cen- 
tury medical  men  and  their  suffering  patients 
found  it  hard  to  believe  that  disease  could  be 
cured  or  pain  alleviated  with  so  trifling  a proce- 
dure. Then  too,  the  industrial  revolution,  which 
had  its  medical  counterpart  in  the  near  epidemic 
number  of  electric  gadgets  introduced  into  west- 
ern therapeutics,  resulted  in  physicians  who  pre- 
ferred to  experiment  with  electromagnetic  chains, 
faradization,  franklinization,  or  galvanism,  rather 
than  resort  to  the  “magical”  effects  of  the  China- 
man’s needles.  Medical  textbooks  such  as  Sir 
Thomas  Watson’s  Lectures  on  the  Principles  and 
Practice  of  Medicine  (1843),  which  remained  one 
of  the  important  texts  for  more  than  a quarter  of  a 
century,  made  no  mention  of  acupuncture  except 
for  possible  relief  of  anasarcous  swellings  of  the 
cellular  tissues,  better  known  as  dropsy.22 

In  attempting  to  explain  the  modus  operandi  of 
acupuncture,  both  Morand18  and  Cloquet  held 
that  because  electric  fluid  and  nervous  fluid  were 
identical  in  nature,  the  accumulation  of  the  fluid 
in  the  nerve,  which  was  the  cause  of  pain,  could 
be  removed  by  the  so-called  conducting  power  of 
the  needle.  When  inserted  into  the  diseased  part, 
the  needle  acted  as  a “lightening  rod”  for  the  ner- 
vous fluid.  Craig23  of  England  used  this  principle 
in  a case  which  he  diagnosed  as  malignant  cancer. 
“I  inserted  two  needles  into  the  substance  of  the 
tumor,”  he  wrote,  “and  the  pain  went  off  immedi- 
ately and  completely.  . . . The  singular  effect  of 
the  presence  of  the  needles  in  the  tumor  was  to 
deprive  it  of  its  vitality.  In  a short  time  after 
their  insertion,  the  tumor  lost  its  florid  flesh-like 
color  and  became  gray,  shrunk,  and  depressed.” 
He  also  applied  acupuncture  to  relieve  pain  in 
uterine  cancer.  Although  the  seat  of  the  pain  was 
not  as  easily  accessible  as  the  surface  tumor,  he 
solved  the  problem  by  attaching  a brass  wire  to 
the  needles  before  he  introduced  them  into  the 
uterus.  The  wire  projected  externally  from  the 
uterus,  thus  draining  the  “fluid”  from  the  body. 

Surgeon  Dumontpallier  used  acupuncture  ex- 
tensively in  the  wards  of  La  Pitie  hospital  in 
France  during  the  1870s  in  the  treatment  of  neu- 
ralgia, acute  articular  rheumatism,  and  sciatica. 
Rather  than  apply  the  needles  at  the  seat  of  the 
pain,  however,  he  inserted  them  at  a correspond- 
ing spot  on  the  opposite  side  of  the  body.  He 
based  this  procedure  on  experiments  by  Jean- 
Martin  Charcot,  Carl  Friedrich  Otto  Westphal, 
Brown-Sequard,  and  others  whose  work  with  hys- 
teria and  phases  of  hemianesthesia  had  led  them 
to  conclude  that  the  transfer  of  sensation  from  one 
side  of  the  body  to  the  other  resulted  from  a mod- 
ification of  the  nervous  centers  by  peripheral  exci- 
tation. Concluding  that  a peripheral  irritation  on 
one  side  of  the  body  could  be  transferred  to  the 
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MY  “TRADE-MARK.’' 


DESCRIPTION 

OF  THE 

Xletsi  isc  i tator*, 

AND  HOW  TO 

MANIPULATE  IT. 


The  figures  hereto  attached 
represent  the  Rcsuscitator  in  a 
diminutive  form.  Fig.  A repre- 
sents the  complete  instrument, 
consisting  of  a case  of  ebony 
wood,  out  of  which,  from  be- 
tween the  unscrevvable  covers, 
A and  E,  and  the  motion  cham- 
ber, the  needles  protrude.  At 
G the  small  handle  is  shown 
which  is  pulled  out,  when  oper- 
ating, from  one  to  one  and  one- 
half  inches,  by  means  of  which 
the  needles  are  drawn  back  into 
the  motion  chamber,  and  by 
suddenly  releasing  the  hold  up- 
on the  handle,  the  needles  will 
jump  forward  more  or  less  vigor- 
ously, as  the  handle  has  been 
drawn  out  a greater  or  less  dis- 
tance. 

B and  F indicate  the  jxisition 
of  the  prepared  gold-covered 
needles,  which  are  cast  into  a 
truncated,  galvanized,  anti-cor- 
rosive cone  of  metallic  alloy  ; C 
and  D the  position  of  the  brass 
spiral  spring,  which  is  brought 
to  its  tension  by  drawing  out 
the  handle  G. 


Secured  by  Law,  July  3,  1877. 


Figure  1 shows  the  exact  size  of  one  of  my  Bottles,  used 
since  July  4,  1877.  for  holding  that  very  choicest  quality  of 
CURATIVE  OLEUM,  of  which  I have  the  exclusive  manu- 
facture. A glance  reveals  the  fact 
that  these  bottles  hold  considera- 
bly more  Oil  than  those  that  had 
been  used  by  me  for  the  last  25 
years,  and  about  one-half  more 
than  those  used  by  others,  who 
palm  off  upon  the  public  professed- 
ly genuine,  but  really  worthless, 
Oleum  Baunscheidtii. 

Fig.  2. 


As  this  efficacious  Oil  has  been  counterfeited  by  unprin- 
cipled parties,  and  sold  as  being  of  my  manufacture,  I was 
necessitated,  in  order  to  secure  the  public  against  imposition, 
and  myself  against  wrong,  to  claim  protection  against  such 
imitations  by  patent  of  my  “Trade-mark,”  which  was  granted 
me  by  act  of  United  States  Patent  Bureau  of  July  3,  1877.  B 


FIGURE  2 Baunscheidtism.  (A)  Resuscitator.  (B) 
Curative  oleum.  (C)  Operative  areas.26  (Courtesy  of 
Indiana  University). 


sensitive  cells  of  the  corresponding  side,  he  direct- 
ed patients  to  point  out  the  specific  area  or  point 
of  pain  and  then  gave  hypodermic  injections  of 
water  or  punctures  with  thin  metal  pins  at  the 
exact  point  on  the  opposite  side  of  the  body.24 

Most  physicians  who  experimented  with  acu- 
puncture in  the  nineteenth  century  remained 
puzzled  by  its  modus  operandi.  Some  suggested 
that  the  effects  of  the  operation  were  produced  by 
the  escape  of  air  from  cellular  membranes,  but 
others  disagreed  inasmuch  as  the  pain  frequently 
diminished  before  the  needles  were  withdrawn,  a 
situation  which  warranted  a different  conclusion. 
There  were  those  who  attributed  the  beneficial  ef- 
fects to  the  “quivering”  of  the  affected  muscles 
during  the  operation.  But  this,  too,  was  judged 
an  unsatisfactory  explanation.  John  Elliotson 
voiced  medical  puzzlement  when  he  remarked 
that  “the  effects  are  not  deducible  from  counter- 
stimulation, for  they  are  sometimes  most  remark- 
able when  such  stimulation  has  scarcely  been  felt; 
nor  from  electrical  energy,  for  they  are  equally 
produced  when  the  needles  are  silver  or  gold;  nor 
from  moral  agency,  for  they  who  deride  the  cura- 


tive influence  of  the  needles  are  as  much  benefited 
by  the  application,  provided  their  cases  be  suit- 
able, as  those  who  have  the  most  unlimited  confi- 
dence in  their  efficacy.”  14  One  physician  ulti- 
mately concluded  that  the  technique  depended  on 
“some  of  those  mysterious  operations  of  nature 
that  will  ever  be  beyond  the  reach  of  human  ken 
and  which  by  consequence  constitute  the  ne  plus 
ultra  of  physiological  research.”  11  The  confusion 
of  electric  energy,  quivering  muscles,  mysticism, 
and  casuistry  was  unacceptable  to  growing  num- 
bers of  medical  men  who  demanded  a more  rea- 
sonable basis  for  the  operation. 

Baunscheidtism 

Beside  the  confusion  surrounding  the  modus 
operandi  of  acupuncture,  medical  men  were  reluc- 
tant to  use  or  even  experiment  with  what  had 
been  appropriated  by  eclectic  medical  schools. 
Specifically,  devices  such  as  the  Baunscheidt  in- 
struments peddled  through  Europe  and  America 
in  the  nineteenth  and  early  twentieth  century, 
which  were  claimed  to  be  a western  offshoot  of  the 
ancient  Chinese  operation,  caused  many  practi- 
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EXPLANATION 


ILLUSTRATIONS, 


Let  it  be  dis- 
tinctly under- 
stood that  we 
need  not  be  too 
fearful  concern- 
ing the  proper 
parts  of  the  body 
to  be  operated 
upon,  nor  too 
sparing  in  the 
number  of  pas- 
sages to  be  made 
in  an  operation. 
The  annexed  il- 
lustrations are 
designed  only  to 
designate  those 
parts  of  the  body 
which  are  indi- 
cated in  the 
“ Special  Direc- 
tions.” In  the 
case  of  a strong 
person,  we 
might,  for  in- 
stance, make  the 
application  to 
all  the  indicated 
parts  at  once, 
without  injury. 
It  is  best,  how- 
ever, if  only 
those  parts  of 
the  body  are  op- 
erated which  are 
designated  in 
the  General  Di- 
rections ; in  al- 
most all  cases 
of  sickness  we 
may,  however, 
apply  the  in- 
strument and  oil 
upon  the  back, 
along  the  spinal 
column,  and  as 
far  up  as  the  cer- 


vical point,  and  upon 

the  shoulders,  with 

advantage. 

A On  the  back,  along 
the  spinal  col- 
umn, as  far  up  as 
the  nape  of  the 
neck  ; also  the 
shoulder  blades. 

B On  the  hip  joints. 

C On  the  abdomen 
and  umbilical  re- 
gion. 

D On  the  region  of 
the  stomach. 

E On  the  region  of 
the  heart. 

F On  and  about  the 
small  of  the  back. 

G On  the  region  of 
the  liver. 

II  On  the  region  of 
the  spleen. 

I Behind  the  ear. 

K On  the  throat,  the 
larynx,  and  the 
upper  part  of  the 
chest. 

L On  the  breast. 

M On  the  shoulders. 

N On  the  inner  side 
of  the  lower  arm. 

O On  the  inner  side 
of  the  upper  arm. 

P On  the  calves  of 
the  legs. 

Q On  the  rim  of  the 
soles  of  the  feet, 
and  on  the  soles 
themselves. 

R On  the  foot. 

S Ontheoutersurface 
of  the  upper  arm. 

T On  the  inner  sur- 
face of  the  thighs. 

U On  the  outer  sur- 
face of  the  thighs. 


tioners  to  question  the  therapeutic  legitimacy  of 
acupuncture.  The  treatment,  known  variously  as 
Baunscheidtism,  the  Pyonex,  or  dermapathic 
treatment,  originated  from  the  invention  in  the 
1840s  of  the  resuscitator  (Lebenswecker)  by 
Charles  Baunscheidt,  a mechanic  from  Edinich, 
Germany  (Fig.  2).  The  device  was  later  copied  by 
numerous  American  imitators,  such  as  John  Lin- 
den of  Cleveland  and  Joseph  Firmenich  and  L. 
Dodge  of  Buffalo.  The  resuscitator  was  particu- 
larly fashionable  among  the  German  communities 
of  Ohio,  Pennsylvania,  Missouri,  and  Illinois. 
The  device,  which  varied  only  slightly  from  one 
inventor  to  another,  had  all  the  properties  of  a 
medieval  torture  instrument.  It  consisted  of  a 
hammer-like  handle  to  which  was  attached  a cir- 
cular piece  of  metal  containing  30  or  more  gold- 
plated,  spring-attached  needles.  When  the  spring 
was  released,  the  needles  were  driven  into  the  pa- 
tient’s skin,  and  an  irritative  oil  called  Oleum 
Baunscheidt  (a  solution  of  prussic  acid),  croton 
oil,  or  tartar  emetic  salve  was  then  painted  over 
the  prick  marks  to  produce  an  eruption  (Fig.  2B). 


Within  a few  hours  the  rash  became  pustular  and 
occasionally  the  entire  area  became  red  and  in- 
flamed.25^28 

Basic  to  the  exanthematic  (eruption)  method  of 
cure  was  the  belief  that  disease  resulted  from  im- 
pure fluids  that  were  retained  too  long  in  the  sys- 
tem and  which  were  subsequently  deposited  in 
various  organs,  corrupting  the  blood,  and  causing 
“fermentation,”  fever,  and  pain.  Although  the 
body  had  its  own  built-in  mechanisms  to  protect 
itself  from  the  accumulation  of  harmful  toxins, 
Baunscheidt  users  felt  that  the  counterirritant 
and  derivative  powers  of  the  artificially  produced 
rash  would  hasten  the  body’s  natural  functions. 
Just  as  the  toxins  were  eliminated  from  the  body 
by  exhalation  from  the  lungs,  the  action  of  the 
bowels,  skin,  and  kidneys,  so  the  resuscitator  as- 
sisted in  the  extrusion  of  germs  and  toxins 
through  an  artificial  eruption  of  the  skin.  The 
principle  was  related  directly  to  the  use  of  blisters 
and  setons  which  were  placed  on  the  skin  to  en- 
courage pustular  eruptions;  by  continuing  the 
treatment  over  a period  of  time,  sometimes  for 
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several  months,  an  ulcer  was  produced  on  the  skin 
and  kept  open  with  the  use  of  bread  poultices  and 
lint  compresses.  The  ulcer  then  acted  as  a “vent” 
for  the  internal  malady.  Baunscheidtism  differed 
from  cupping,  tarter  emetic  salve,  spanish-fly 
plasters,  fomentations,  and  setons  by  promising  to 
be  less  painful  and  messy,  involving  little  nursing, 
yet  achieving  the  same  results.  Like  venesection, 
which  was  frequently  used  to  reduce  the  force  of 
the  blood  acting  on  the  diseased  part  by  dimin- 
ishing general  circulation,  the  counterirritative 
properties  of  Baunscheidtism  created  an  artificial 
or  secondary  disease  on  the  body’s  surface  which 
counteracted  or  withdrew  the  analogous  internal 
action  to  a spot  where  it  could  be  localized  and 
administered  to  more  directly.  It  also*  caused  a 
derivation  or  “local  hyperemia”  which  brought 
added  amounts  of  blood  to  the  surface  to  relieve 
congestion  at  the  diseased  area.  The  punctures 
were  sometimes  repeated  50  or  60  times  over  the 
course  of  a disease.29,30 

Because  of  its  reputed  powers,  the  Baunscheidt 
treatment,  like  so  many  of  the  other  mechanical 
devices  and  nostrums  of  the  nineteenth  century, 
claimed  to  be  the  revolutionary  answer  to  most  of 
mankind’s  diseases.  From  rheumatism,  gout, 
toothache,  headache,  sleeplessness,  and  writer’s 
cramp,  to  worms,  fever,  baldness,  burns,  hyste- 
ria, diarrhea,  acne,  rickets,  and  lockjaw,  the  re- 
suscitator  became  the  sine  qua  non  of  this  school 
of  therapeutics.  It  was  even  recommended  for 
seasickness  (applications  on  the  abdomen  and 
back),  nosebleeds  (behind  the  ears),  sunstroke 
(between  the  shoulders,  the  region  of  the  heart,  on 
the  calves,  and  soles  of  the  feet),  tapeworm  (ap- 
plication to  the  abdomen),  spermatorrhea  (over 
the  back  and  about  the  lumbar  region  and  loins), 
cancer,  consumption,  diabetes,  chorea,  and  syphi- 
lis. Baunscheidt,31  who  suffered  from  the  neurotic 
fear  of  being  buried  alive,  also  recommended  the 
use  of  his  instrument  as  the  ultimate  test  for  de- 
termining death: 

. . . thus  one  may,  for  a moment,  reflect  on  the 
awfully  painful  fact  of  a man  being  buried  alive;  it  is 
too  frightful  to  contemplate  the  pangs  and  sufferings 
of  a man  awakening  to  consciousness  in  his  narrow 
coffin,  fastened  down  by  screws,  and  when  he  recol- 
lects, how  vain  and  useless  it  would  be  to  attempt  to 
release  himself  from  his  horrible  prison;  the  unex- 
hausted air  in  the  coffin  would  just  be  sufficient  to 
prolong  life  and  consciousness  for  about  two  hours; 
the  torments  which  the  poor  victim  would  suffer, 
with  the  full  assurance,  that  there  were  more  than  a 
thousand  pounds  weight  of  earth  over  him,  and  the 
hopelessness  of  his  groans  being  heard  in  an  unfre- 
quented graveyard,  are  beyond  the  powers  of  the  au- 
thor of  this  book  to  describe.  To  prevent  the  most 
remote  possibility  of  such  a heartrending  catastrophe, 
the  Lebenswecker  should  be  applied  ten  or  fifteen 
times,  near  the  heart,  for  three  successive  days,  and 
if,  after  the  third  day,  the  punctures  should  not  ap- 
pear of  a red  colour,  it  may  safely  be  concluded  that 


the  vital  spark  has  fled,  and  the  sorrowing  relatives 
may  have  the  satisfaction,  at  least,  of  feeling  the  per- 
fect assurance  that  they  are  consigning  to  the  tomb 
one  who  has,  in  reality,  passed  away  from  this  life. 

The  lack  of  a satisfying  rationale  behind  the  use 
of  acupuncture,  its  employment  by  nineteenth 
century  charlatans,  along  with  the  eclipse  of 
China  as  a major  world  power,  tended  to  restrict 
the  use  of  the  operation  to  a minor  role  in  western 
medical  therapy.  The  dubious  application  of  the 
needles  in  the  Baunscheidt  system  denied  the  au- 
thentic Chinese  operation  whatever  medical  re- 
spectability it  might  otherwise  have  received 
among  western  physicians.  From  the  point  of 
view  of  the  American  medical  profession,  there 
were,  and  still  are,  legitimate  reasons  for  its  reluc- 
tance to  endorse  acupuncture.  The  experience  of 
western  practitioners  has  not  been  extensive 
enough  to  warrant  its  adoption  however  enthusi- 
astic certain  segments  of  the  population  may  ap- 
pear for  its  acceptance.  The  history  of  its  use  and 
abuse  simply  does  not  warrant  such  unqualified 
endorsement  although  there  is  surely  enough 
known  about  acupuncture  today  to  justify  its  con- 
tinued study.  Acupuncture  may  become  an  ap- 
proved form  of  medical  therapy,  but  the  true  test 
of  its  acceptance  must  rest  on  sound  scientific  ex- 
perimentation. 

3400  Broadway 
Gary,  Indiana  46408 

References 

1.  Cowdry,  E.  V.:  Taoist  ideas  of  anatomy,  Ann.  med. 
hist.  3:  301  (1926). 

2.  Duke,  M.:  Acupuncture,  New  York,  Pyramid  House, 

1972,  p.  1. 

3.  Lavier,  J.:  Points  of  Chinese  Acupuncture,  England, 

Health  Science  Press,  1965. 

4.  Mann,  F.:  The  Meridians  of  Acupuncture,  London, 

William  Heinemann  Medical  Books,  1964. 

5.  Wong,  K.  C.,  and  Wu,  L.  T.:  History  of  Chinese  Med- 
icine, Tientsin,  Tientsin  Press. 

6.  Lockhardt,  W.:  Hurst  and  Blackett,  The  Medical  Mis- 

sionary in  China,  London,  1861. 

7.  Major,  R.  H.:  A History  of  Medicine,  Springfield,  Illi- 
nois, Charles  C Thomas,  1954,  vol.  1,  p.  94. 

8.  Churchill,  J.  M.:  A Treatise  on  Acupuncturation;  A 

Description  of  a Surgical  Operation  Originally  Peculiar  to  the 
Japonese  and  Chinese,  and  by  Them  Denominated  Zin-King, 
Now  Introduced  into  European  Practice,  With  Directions  for 
its  Performance,  and  Cases  Illustrating  its  Success,  London, 
Simkin  and  Marshall,  1822,  pp.  7,  13,  77. 

9.  Croley,  W.:  On  acupuncturation,  M.  & Phys.  J.  7:  236 
(1802). 

10.  Churchill,  J.  M.:  On  acupuncturation,  London  M. 

Repos.  & Rev.  19:372(1823). 

11.  Wansbrough:  Acupuncturation,  Lancet  10:  847 

(1826). 

12.  Teale,  T.  P.:  On  the  relief  of  pain  and  muscular  debil- 
ity by  acupuncture,  ibid.  1:  567  (1871). 

13.  Banks,  J.  T.:  Observations  on  acupuncturation,  Edin- 
burgh M.  & Surg.  J.  35:  323  (1831). 

14.  Snell,  S.:  Remarks  on  acupuncture.  Medical  Times 

and  Gazette,  1880,  vol.  1,  p.  661. 

15.  Renton,  J.:  Observations  on  acupuncture,  Edinburgh 

M.  & Surg.  J.  34:  100(1830). 

16.  Berloiz,  L.  V.  J.:  Memoires  sur  les  Maladies  Chroni- 
ques,  les  Evacuationes  Sanguine  et  L’acupuncture.  Paris, 
Chez  Croullebois,  1816. 

17.  Bache,  F.:  Cases  illustrative  of  the  remedial  effects  of 
acupuncturation,  North  American  M.  & Surg.  J.  1:  311  (1825). 

18.  Morand,  S.:  Memoir  on  Acupuncturation,  Embracing 


1 220  New  York  State  Journal  of  Medicine  / May  1 5,  1 973 


a Series  of  Cases  Drawn  up  Under  the  Inspection  of  M.  Julius 
Cloquet,  Philadelphia,  Robert  Desiluer,  1825,  pp.  86,  24,  27. 

19.  Deslandes,  L.:  Manhood;  The  Causes  of  Its  Premature 
Decline,  Boston,  Otis,  Broadus,  1842,  p.  236. 

20.  A Court  Physician;  Reproductive  Disorders,  Sperma- 
torrhagia,  Exhausted  Brain,  Etc.,  London,  1876,  p.  174. 

21.  Lallemand,  C.  F.:  A Practical  Treatise  on  the  Causes, 
Symptoms,  and  Treatment  of  Spermatorrhoea,  London,  J. 
Churchill,  1847. 

22.  Belcombe,  H.  S.:  Cases  of  sciatica  and  neuralgia  suc- 
cessfully treated  by  acupuncture.  Medical  Times  and  Gazette, 
1852,  vol.  1,  p.  85. 

23.  Craig,  W.:  Acupuncture  in  a case  of  cancer,  Edin- 

burgh M.  J.  14:  618  (1869). 

24.  Dumontpallier  on  the  cure  of  pain  by  acupuncture  at  a 
distance,  London  M.  Rec.  8:  6 (1880). 


25.  Galt,  W.  H.:  The  lost  art  of  acupuncture,  Louisville 
M.  News  7:  88  (1879). 

26.  Linden,  J.:  Manual  of  the  Exanthematic  Method  of 

Cure  Also  Known  as  Bauscheidtism,  Cleveland,  Evangelical  As- 
sociation, 1915,  p.  v. 

27.  G.,  F.  C.:  Baunscheidtism,  Univ.  Texas  M.  J.  4:  54 

(1898-1899). 

28.  Dodge,  L.,  and  Firmenich,  J.:  Dermapathic  Treatment 
of  Acute  and  Chronic  Diseases,  Buffalo,  Rockwell  and  Baker, 
1861,  p.  14. 

29.  Midelton,  W.  J.:  The  Pyonex  treatment,  M.  Times 

(London)  38:  989  (1910). 

30.  Baunscheidtismus,  North  Am.  Medico-Chirurgical 
Rev.  5:  942  (1861). 

31.  Baunscheidt,  C.:  Baunscheidtismus  by  the  Inventor  of 
the  New  Curing  Method,  Bonn,  J.  Wittman,  p.  42. 


May  1 5,  1 973  / New  York  State  Journal  of  Medicine  1221 


TABLE  I.  Composition  of  Collins  C-4  solution 


Methods  and  Future 
of  Organ  Sharing 
in  Northeast 

ROBERT  E.  McCABE,  Jr.,  M.D. 

New  York  City 

From  the  Renal  Preservation  Laboratory  and  the  Department 
of  Surgery,  St  Luke's  Hospital  Center 


Short-term  kidney  preservation  has  been  suc- 
cessfully accomplished  by  pulsatile  perfusion  with 
cryoprecipitated  plasma1 3 or  by  simple  topical  hy- 
pothermia.4-5 By  a combination  of  these  modali- 
ties, as  reported  first  by  Eilert  et  al.s  and  later 
adapted  clinically  in  our  laboratory,  it  is  now  pos- 
sible to  harvest  kidneys  from  a distant  hospital 
and  transport  them  in  ice  to  a central  laboratory 
for  preservation  and  testing  while  the  tissue  typ- 
ing is  performed  and  appropriately  matched  recip- 
ients selected  from  a local  or  broadly  regional 
pool.7  Distribution  of  viable  organs  over  a multi- 
state area  is  logistically  simple  in  comparison  to 
the  problems  involved  in  tissue  typing  such  a re- 
cipient pool. 

Sharing  region 

In  the  State  of  New  York,  prospective  lympho- 
cyte cytotoxicity  histocompatibility  testing  and 
testing  for  cytoxic  antibodies  have  been  performed 
in  multiple  laboratories  and  the  data  programmed 
into  the  Kidney  Disease  Institute  computer  in  Al- 
bany, New  York.  Serum  from  all  these  patients 
has  been  collected  and  distributed  to  the  partici- 
pating leukocyte-typing  laboratories,  so  that  each 
major  region  of  the  State  now  has  serum  available 
for  the  cross  match  of  all  patients  in  New  York 
State  as  well  as  northern  New  Jersey. 

The  practicality  of  organ  distribution  over  such 
a wide  area  was  recently  tested  and  has  prompted 
this  report  to  emphasize  the  methods  employed. 

Materials  and  method 

On  May  30,  1971,  the  kidneys  of  an  eighteen- 
year-old  boy,  neurologically  dead  from  head  trau- 
ma, were  made  available  at  a suburban  hospital 
in  Connecticut.  Both  defibrinated  blood  and  a 
lymph  node  were  procured  during  donor  nephrec- 


Ingredient 

. Amount 

Milli- 

equiva- 

Grams  lents 

Per  Liter  Per  Liter 

Sodium  bicarbonate  (U.S.P.) 

0.84 

10 

Potassium  chloride  (U.S.P.) 
Potassium  phosphate  monobasic 

1.12 

(N.F.) 

Potassium  phosphate  dibasic 

2.05 

anhydrous 

7.40 

Total  potassium 

115 

Total  chloride 

15 

Total  phosphate 

100 

Total  bicarbonate 

10 

* Solution  may  be  sterilized  by  passing  through  s 0.22  millimicron 
millipore  filter.  Procaine  2 per  cent,  2.5  ml.;  sodium  heparin  10,000 
units  per  milliliter,  0.25  ml.;  dextrose  injection  (U.S.P.)  50  per  cent, 
25  ml.;  and  50  per  cent  magnesium  sulfate  injection  (U.S.P.) , 7.5  ml., 
are  added  immediately  before  use. 


PLASTIC  BAGS 
outer  inner 


FIGURE  1 The  transport  box.  consisting  of  a one-half 
gallon  wide-mouth  polypropylene  jar,  which  can  be 
steam  autoclaved,  two  prepackaged  and  sterilized  Vi- 
Drape  bags,  and  a styrofoam  base. 

tomy  for  tissue  typing.  Mannitol  (10  Gm.),  heparin 
(10,000  units),  and  phenoxybenzamine  (Dibenzy- 
line)  (100  mg.)  were  administered  intravenously 
before  dissecting  out  the  vascular  pedicles.  On 
removal,  both  kidneys  were  flushed  with  iced  kid- 
ney preservation  solution  AX  464D  (Collins  C-4)* 
until  the  venous  effluent  was  clear  (Table  I).  The 
kidneys  were  placed  in  a Terasaki  transport  box 
(Fig.  1)  in  residual  C-4  solution  and  taken  by  sur- 
face transportation  to  New  York  City  for  preserva- 
tion and  testing  on  a Belzer  organ  perfusion  ap- 
paratus. Both  kidneys  flowed  well  and  met  our 
criteria  for  organ  donation. 7 

On  completion  of  tissue  typing  the  kidneys  were 
found  to  be  cytotoxic  to  the  entire  New  York  City 
pool  of  over  170  patients;  matched  recipients  with 
negative  cross  matches  were  located  in  Newark, 
New  Jersey,  and  Syracuse,  New  York. 

Arrangements  were  made  between  these  two 
transplant  centers,  the  New  York  City  Police  De- 
partment, and  a commercial  airline  for  rapid,  yet 

*Travenol  Laboratories.  Morton  Grove,  Illinois. 
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coordinated  distribution  of  one  kidney  to  each  of 
these  widely  separated  cities.  Approximately 
twenty-four  hours  after  harvesting,  the  kidneys 
were  removed  from  the  preservation  unit  and 
again  flushed  with  C-4  solution.  One  was  carried 
directly  to  Newark  by  police  helicopter  one  hour 
after  the  transplant  operation  had  begun.  One- 
half  hour  l$ter  the  second  was  flown  by  helicopter 
to  LaGuardia  Airport  for  an  awaiting  scheduled 
commercial  flight  to  Syracuse. 

Each  of  these  kidneys  sustained  ninety  minutes 
of  cold  ischemia,  followed  by  twenty-four  hours  of 
pulsatile  perfusion.  In  distribution,  the  kidneys 
were  subjected  to  an  additional  one  to  three  hours 
of  cold  ischemia.  Reimplantation  of  both  kidneys 
proceeded  uneventfully,  with  immediate  restora- 
tion of  renal  function.  Posttransplant  dialysis 
was  not  necessary. 

Comment 

Since  there  apparently  is  little  correlation  be- 
tween the  quality  of  the  tissue  match  and  long- 
term graft  survival,  enthusiasm  for  such  broad 
distribution  of  transplantable  organs  has,  of  ne- 
cessity, waned.8-9  Considerable  interest  persists, 
however,  in  establishing  a statistically  significant 
series  of  identical  four-antigen  matches,  since  only 
20  such  transplants  have  been  performed  world 
wide. 

Transplantable  kidneys  are  so  acutely  short  in 
most  metropolitan  areas  of  the  United  States  that 
many  patients  must  await  one  to  two  years  for  a 
transplant.  Consequently,  all  organs  salvaged 
must  be  used  and  shipped  to  distant  transplant 
centers  if  they  are  cytotoxic  to  those  patients  in 
the  local  pool.  As  more  organs  become  available 
this  might  prove  to  be  an  increasingly  common 
occurrence. 

The  material  presented  documents  and  con- 
firms the  clinical  possibility  of  all  transplant  cen- 
ters in  the  northeast  cooperating  in  these  impor- 


tant endeavors,  so  that  all  available  kidneys  will 
be  transplanted.  Broad  participation  in  organ 
procurement  by  suburban  hospitals  is  now  feasible 
and  can  be  practiced  by  surgeons  familiar  with 
the  technics  of  donor  nephrectomy  and  cold  stor- 
age without  acquisition  of  expensive  equipment. 
Every  effort  should  also  be  made  on  a national 
scale  to  locate  an  identical  match  for  all  potential 
donors  in  whom  a “full  house”  of  antigens  has 
been  identified.  The  practicality  and  logistic 
problems  for  nationwide  sharing  of  such  organs 
have  been  satisfactorily  resolved,  as  reported  pre- 
viously, and  should  be  encouraged  by  full  utiliza- 
tion of  tissue-typing  facilities  in  cooperation  with 
the  transplant  centers,  utilizing  pulsatile  perfusion 
for  dependable  and  reproducible  organ  preserva- 
tion. 

Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
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History  of  Medicine 


Chinese  Legacy 
to  Exploration 
of  Space 

CONSTANTINE  D.  J.  GENERALES,  Jr., 

M.D.,  Ph  D. 

New  York  City 

Chairman,  Section  on  Space  Medicine,  Medical  Society  of  the 
State  of  New  York;  formerly  Assistant  Professor  of  Space 
Medicine,  New  York  Medical  College 

When  Confucius  was  traveling  in  the  East,  he 
came  upon  two  boys  who  were  disputing,  and  he 
asked  them  why.  One  said,  “I  believe  that  the  ris- 
ing sun  is  nearer  to  us  and  that  the  midday  sun  is 
further  away.”  The  other  said,  “On  the  contrary,  I 
believe  that  the  rising  and  setting  sun  is  further 
away  from  us,  and  at  midday  it  is  nearest . ” The 
first  replied,  “The  rising  sun  is  as  big  as  a chariot- 
roof,  while  at  midday  the  sun  is  no  bigger  than  a 
plate.  That  which  is  large  must  be  near  us,  while 
that  which  is  small  must  be  farther  away.”  But  the 
second  said,  “At  dawn  the  sun  is  cool  but  at  midday 
it  burns,  and  the  hotter  it  gets  the  nearer  it  must  be 
to  us.”  Confucius  was  unable  to  solve  their  prob- 
lem. So  the  two  boys  laughed  him  to  scorn  saying, 
“Why  do  people  pretend  that  you  are  so  learned ?” 

— Passage  from  the  Lieh  Tzu,  fourth  century  B.C. 

The  phenomenon  of  human  flight  is  to  be  found 
in  the  civilizations  of  both  the  Western  and  East- 
ern hemispheres.  It  is  of  great  interest  at  this 
time  to  study  these  early  achievements  of  man, 
and  I shall  direct  particular  attention  to  the  little 
heretofore  recognized  contributions  from  China 
whence  the  rocket  originated. 

China  has  to  its  credit  a plethora  of  technologic 
discoveries,  devices,  and  inventions  which  are 
truly  firsts.  Let  me  emphasize  at  the  onset  of  this 
study  that  the  threads  of  transmission  of  knowl- 
edge and  information  are  gossamer-like  and  often 
elude  the  searching  eye  and  mind.  The  world 
owes  a great  deal  to  China  which,  despite  outside 
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aggressors  who  were  absorbed  by  its  ethnocentric- 
ity,  has  a remarkable  continuous  record  of  its  civi- 
lization. However,  at  this  point,  a few  remarks 
commemorating  early  man  and  cosmology  are 
quite  pertinent. 

Science  is  maintaining  our  geologic  age  to  be 
roughly  some  4.6  billion  years  while  that  of  our 
solar  system  is  believed  to  be  slightly  older,  and 
the  age  of  the  universe  presently  entertains  edu- 
cated estimates  up  to  25  billion  years. 

Our  planet  is  by  no  means  the  oldest  in  our 
solar  system  or  in  our  galaxy  with  over  100  billion 
suns.  It  is  conceivable  that  in  the  so-called  vacu- 
um of  space,  which  is  literally  full  of  matter — 
more  than  200  different  physical  particles,  chemi- 
cal elements,  and  compounds  have  thus  far  been 
identified  during  the  last  fifty  years — 1 am  con- 
vinced that  the  existence  of  man,  as  we  know  him 
on  earth,  is  unique  in  the  universe.  Certainly  his 
slow  evolution  into  Homo  sapiens  from  lowly 
forms  of  life  was  earthly;  and  while  all  terrestrial 
and  cosmic  factors  that  are  continuously  playing  a 
role  in  his  development  are  far  from  being  satis- 
factorily explained,  man  remains  the  most  intri- 
cate of  species.  He  possesses  the  highest  intelli-  | 
gence  and  the  greatest  adaptability  for  survival, 
challenged  only  by  the  intelligence-lacking  insect, 
through  his  ingenious  tool-devising  capabilities. 
At  the  same  time,  however,  he  is  sadly  enough 
and  always  has  been  a Janus-faced  creature,  both 
rational  and  irrational. 

It  is  difficult  to  believe  that  in  the  mists  of  his 
prehistoric  hominid  ancestry,  early  man  could 
have  avoided  observing  his  own  reflection  in  the 
pools  of  water  that  quenched  his  thirst  without 
becoming  aware  of  the  starry  firmament  above. 
Somewhere,  he  must  have  begun  to  wonder 
about  many  things:  himself,  his  own  image,  his 

limited  environment,  and  about  the  “fixed”  visi- 
ble celestial  bodies  as  well  as  fleeting  and  tran- 
sient luminous  cosmic  events. 

Records  of  his  age-old  dream  of  soaring  above 
his  terrestrial  home  are  strewn  down  the  path  of 
the  latter  portion  of  his  evolution.  Visionary 
speculations  began  long  before  the  earthly 
mythology  of  Daedalus  and  Icarus  in  ancient 
Greece  about  1100  B.C.  Archeologic  documents 
exist  as  far  back  as  3500  B.C.  representing  man 
venturing  or  desiring  to  venture  into  the  beyond. 
These  are  distributed  in  the  Americas  among  the 
Aztecs  of  the  North,  the  Mayas  in  the  Central, 
and  the  Incas  in  the  South,  as  well  as  in  Europe, 
Africa,  and  Asia  among  such  cultures  as  the  Cy- 
cladic,  Cretan,  Hellenic,  Roman,  Anglo-Saxon. 
Egyptian,  Sumerian,  Babylonian,  Assyrian,  Ara- 
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bic,  Syrian,  Indian,  and  Chinese. 

There  are  isolated  and  multifocal  instances  all 
over  the  world  in  the  form  of  religious,  philosophic 
or  otherwise  imaginative  expressions  on  stone, 
pottery,  paintings,  marble,  clay,  metal,  and  wood, 
all  before  the  Christian  era  in  reference  to  flight  in 
one  form  or  another. 

But  before  entering  into  discussion  proper  of 
China’s  contributions  to  the  various  fields  in  ques- 
tion, I would  like  to  mention  briefly  some  remark- 
able speculations  or  calculations,  relative  to  the 
date  of  the  world’s  creation  while  simultaneously 
setting  focus  on  that  enviable  uninterrupted  rec- 
ord of  continuity  of  the  civilization  of  China. 

In  the  Christian  religion  the  great  ecclesiastic  of 
Ireland,  James  Ussher  (1581-1656),  Archbishop  of 
Armagh,  estimated  horologically  the  date  of  crea- 
tion as  October  4,  4004  B.C.  at  4:00  A.M.  Ear- 
lier, the  eighth  century  Buddhist  astronomer  and 
scholar  Thang  fixed  the  astronomic  events  as  hav- 
ing occurred  100  million  years  before  his  time. 
Still  earlier,  we  are  surprised  to  learn  the  date  of 
creation  according  to  Hindu  teachings  of  Brahma 
to  be  exactly  4,320,000,000  human  years,  quite  in 
agreement  with  the  age  of  the  earth  presently  ac- 
cepted to  be  4.6  billion  years.  The  Brahminic 
concept  of  a day  and  night  cycle,  or  Kalpa,  as  a 
period  of  creation  and  dissolution  of  the  universe 
is  analogous  to  the  ultramodern  Western  cosmolo- 
gy theory  of  a pulsating  or  oscillating  universe 
whereby  the  origin  of  the  cosmos  had  a single 
kern-mass  that  exploded  into  gas,  dust,  and  over  a 
hundred  billion  galaxies,  all  fleeing  from  one  an- 
other, which  would  condense  and  explode  to  form 
new  galaxies,  gas,  and  dust,  each  cycle  of  birth 
and  death  lasting  12  to  25  billion  years. 

Although  certain  difficulties  sometimes  arise  in 
correctly  evaluating  the  legacies  from  countries 
like  classical  Greece  and  imperial  Rome,  whose 
cultures  have  been  interrupted  centuries-long  by 
foreign  elements  while  their  civilizations  as  such 
continued  historically,  China’s  civilization,  on  the 
other  hand,  fared  better  and  during  the  last  sixty 
years  shows  greater  vigor.  Only  since  1912  has 
China  suffered  vigorous  gubernatorial  changes 
breaking  with  millenia-long  traditions. 

My  remarks  now  will  be  limited  chiefly  to  some 
general  scientific  and  technologic  aspects  of  early 
Chinese  culture  including  its  origin  as  well  as  im- 
pact on  the  Occident.  Then  I shall  confine  my- 
self to  more  specific  issues  germane  to  the  explo- 
ration of  space  and  also  point  out  how  medicine  is 
indubitably  responsible  for  the  invention  of  the 
rocket  whose  advanced  construction  will  enable 
man  to  explore  and  inhabit  suitable  parts  of  the 
cosmos.  First,  I must  pay  homage  to  the  illus- 
trious scholar,  Joseph  Needham,  acknowledged  as 
the  world’s  leading  sinologist,  whose  unbiased  and 
comprehensive  research  has  uncovered  material 
leretofore  in  part  undiscovered  or  totally  untrans- 
ated,  such  as  the  stupendous  all-comprehensive 


works,  the  Meng  Chi  Pi  Than,  written  by  Shen 
Kua  1086  A.D.  Not  only  the  West  but  also  the 
Chinese  literati  themselves  were  astounded  at 
their  country’s  forgotten  past. 

Thus  the  up-to-now  accepted  view  of  the  back- 
wardness of  Chinese  science  and  technology, 
which  some  of  the  ruling  Chinese  government  fig- 
ures still  admit  today,  has  evaporated.  For  ex- 
ample, Reuters  reported  on  July  23,  1966,  that 
Chinese  Deputy  Premier  Nigh  Jung-Chen  de- 
clared to  some  100  delegates  from  30  countries  at- 
tending a scientific  congress  in  Peking  in  part  as 
follows:  “It  can  certainly  be  expected  that  in  a 

not  too  distant  period,  we  shall  come  to  the  fore 
from  our  formerly  backward  position  in  scientific 
and  technological  fields  to  catch  up  with  and  sur- 
pass the  West  and  leave  it  far  behind  us.”  (He 
may  have  alluded  to  the  four  hundred-year  period 
of  the  Mongol  and  Ming  dynasties,  which  al- 
though renowned  for  art,  were  conspicuously  lack- 
ing in  scientific  and  technologic  achievements.) 
The  People’s  Republic  of  China  exploded  its  first 
nuclear  bomb  in  Sinkiang  Province,  October  16, 
1964,  and  successfully  orbited  its  first  satellite  on 
April  24,  1970,  within  a time  lapse  of  only  six  ver- 
sus twelve  years  of  that  of  the  west. 

An  excellent  and  very  interesting  analytic  ob- 
servation to  which  there  is  no  clear-cut  answer  is 
the  paradox  of  paradoxes:  the  unshakably  serene 
development  of  the  Chinese  civilization  over  the 
millenia.  Why  did  discoveries  and  inventions 
convulsively  shake  European  peoples  during  the 
last  ten  or  eleven  centuries,  and  the  same  issues 
were  easily  and  rather  impalpably  absorbed  by 
Chinese  society?  The  answer,  in  fact,  may  lie  in 
the  nature  of  the  Chinese  character  and  his  al- 
most unnatural  patience. 

Conquerors,  advisers,  or  servants 

An  important  characteristic  of  Chinese  society, 
in  general,  was  the  custom,  from  time  immemori- 
al, to  marry  their  conquerors,  civilize  them,  and 
then  overthrow  them.  In  absorbing  the  foreign  el- 
ements, they  retained  their  social  structure  much 
like  the  leukocyte  in  the  human  bloodstream  that 
has  phagocytic  properties.  Not  so  with  the 
Greco-Macedonian  invasion  of  the  Persian  Em- 
pire, the  outcome  of  which  affected  positively  the 
lives  and  customs  of  scores  of  peoples  in  the  Mid- 
dle East  liberated  from  Persian  domination  which 
extended  into  India.  For  instance,  a visible 
change  was  the  voluntary  adoption  by  the  local 
populace  of  the  Hellenistic  version  of  the  head- 
dress of  Buddha,  a reminder  to  this  day  of  the 
conquest  by  Alexander  the  Great  and  his  30,000 
Greek  warriors. 

At  this  juncture,  it  is  worthwhile  to  explain  why 
China  remained  so  long  closed  to  western  travel- 
ers. During  the  reign  of  the  Caesars,  there  was  a 
stream  of  oriental  goods  and  wares,  spices,  iron, 
and  furs  flowing  into  Europe.  Also  high  on  the 
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list  was  silk  which  the  affluent  Roman  ladies  wore 
almost  to  the  point  of  shamelessness.  It  was 
thought,  because  of  the  general  use  of  silk,  that  it 
grew  on  trees.  Following  the  decline  of  the 
Roman  Empire,  the  caravan  routes  from  China 
were  blocked  by  nomad  tribes,  and  the  water 
routes  of  the  Red  Sea  were  harassed  by  Abyssin- 
ians  and  Arabs. 

Nevertheless,  two  Christian  monks,  in  the  face 
of  the  death  penalty,  successfully  managed  to 
smuggle  silk  moths'  eggs  in  542  A.D.  from  India  to 
Constantinople.  The  silk  boom  industry  in  Eu- 
rope was  slowly  revived  independently,  while  the 
Turks  and  the  Moslem  Arabs  effectively  cut  off 
communications  between  East  and  West.  This  hi- 
atus lasted  some  seven  hundred  years. 

During  the  time  that  students  of  learning  clung 
to  ancient  biblical  notions,  the  fourth  century 
scholarly  monk,  Cosmas,  also  a physician  (who  re- 
fused fees  for  his  services),  fancied  the  universe 
containing  a world  as  a dome-shaped  mountain 
arising  in  the  midst  of  a vast  ocean  with  Jerusa- 
lem as  its  peak.  Meanwhile,  the  T’ang  dynasty, 
618  to  906  A.D.,  thrived  in  education  and  the  arts, 
as  well  as  in  industry,  commerce,  and  inventions. 
It  was  followed  by  the  still  more  vigorous  and 
creative  Sung  dynasty  that  lasted  until  1279. 
Then  came  the  Mongol  invasion  which  secured 
Asia,  under  the  rule  of  Genghis  Kahn  and  subse- 
quent Mongol  rulers,  to  such  a degree  that  the 
ruler  not  only  tolerated  foreign  visitors  but  was 
even  hospitable  to  them.  Thus,  Friar  John  of 
Plano  Carpini  was  the  first  traveler  dispatched  by 
the  Pope  to  enter  the  Mongol  empire,  followed  in 
1252  by  another  Franciscan,  Willem  van  Ruys- 
broek.  Both  of  these  Christian  missionaries  re- 
turned to  Europe  after  failing  to  convert  the  ori- 
entals to  Christianity,  even  though  they  traveled 
deep  into  Mongolia  without  entering  China. 

It  was  very  fortunate  that  Marco,  Nicolo,  and 
Maffeo  Polo,  who  were  away  from  Venice  from 
1271  to  1295,  were  allowed  to  enter  China  proper 
when  they  did.  Their  valuable  observations  were 
made  while  enjoying  the  protection  of  Kublai 
Kahn.  Unfortunately,  communication  between 
China  and  the  west  ceased  on  the  expulsion  of  the 
Mongols  by  the  Chinese  (Ming  dynasty)  and  the 
disruption  of  the  caravan  routes  by  the  Turks.  It 
was  very  rare  for  a European  trader  or  an  occa- 
sional missionary  to  find  his  way  into  China  and 
back  since  trade  routes  were  severed. 

It  is  also  noteworthy  to  mention  that  the  Nesto- 
rian  version  of  Christianity  established  a church 
in  China  in  638,  almost  one  thousand  years  before 
the  Jesuit  “invasion”  of  China  in  the  sixteenth 
and  seventeenth  centuries.  This  included  such 
well-known  missionaries  as  Matteo  Ricci,  Adam 
Schall,  and  Ferdinand  Verbiest.  It  was  calculat- 
ed that  from  1580  to  1692,  630  Jesuits  and  200 
priests  of  other  orders  were  sent  out  from  several 
parts  of  Christendom  to  China,  few  of  whom  ever 


returned.  Some  of  these  missionaries  died  of  dis- 
ease, were  intercepted  by  the  Dutch  in  the  Straits 
of  Sundy  and  Malacca,  qr  else  were  executed  by 
the  civil  powers  for  disturbing  the  peace.  Almost 
all  who  survived  in  China  ended  up  as  astrono- 
mers to  the  Manchu  throne.  The  Protestant 
missionaries  did  not  arrive  until  the  nineteenth 
century  after  the  seeds  of  fusion  of  western  and 
Chinese  science  had  already  begun  to  sprout  into 
universal  world  science. 

The  same  fate  befell  Robert  Hart,  Inspector 
General  of  Chinese  Customs  (1864-1808);  Freder- 
ick Townsend  Ward,  an  American  free  booter  and 
mercenary  who  earned  himself  a posthumous  title 
of  a Chinese  general  at  the  age  of  thirty;  and  Mi- 
khail Borodin,  professional  Bolshevik  and  activist 
of  the  early  twentieth  century  in  Chicago,  Spain, 
Scotland,  and  Mexico.  All  these  and  numerous 
others  became  de  facto  servants  in  lieu  of  advisers 
to  the  Chinese.  It  is  of  interest  that  the  Jewish 
minority  element,  despite  its  racial  cohesiveness, 
adopted  generally  the  contemporary  custom  of 
wearing  a queue  while  residing  in  the  Chinese  di- 
aspora. 

Astronomy 

In  the  field  of  astronomy,  the  Chinese  have  in- 
deed something  to  say.  Whereas  the  Greeks 
made  ecliptic  coordinates  to  measure  the  position 
of  a celestial  body,  and  the  Arabs  used  the  altaz- 
imuth measurements,  the  Chinese  were  the  origi- 
nators of  the  equatorial  systems.  In  the  develop- 
ment of  the  armillary  sphere  Greece  and  China 
have  a close  race  in  the  claim  for  priority.  Chan 
Heng,  the  Chinese  scholar  and  astronomer,  had 
already  been  using  the  equatorial  system  around 
100  to  130  A.D.  just  before  Ptolemy.  It  is  inter- 
esting to  note  that  although  the  “sighting  tube”  is 
believed  to  be  ancient  Babylonian  in  origin,  it  is 
referred  to  by  Chinese  astronomers  in  the  late 
Chu  and  early  Han  periods  as  mentioned  in  the 
Huai  Nan  Tzu  (circa  120  B.C.).  The  equatorial 
mounting  of  the  modern  telescope  was  invented  in 
China  three  and  a half  centuries  before  a telescope 
existed.  Tycho  Brahe  in  the  sixteenth  century  in- 
troduced the  equatorial  mounting  and  the  equato- 
rial coordinates,  both  Chinese  inventions,  in  the 
telescope  used  to  this  day.  We  know  he  possessed 
Arabian  astronomic  books  which  explained  the 
Chinese  usage.  In  China,  it  should  be  mentioned, 
in  ascertaining  celestial  positions,  the  circle  was 
divided  instead  of  into  360  into  365.25  degrees  of 
solar  time,  equivalent  to  the  number  of  days  it 
takes  the  earth  to  complete  one  full  revolution 
around  the  sun. 

On  the  other  hand,  the  optical  lens  telescope, 
distinctively  a European  invention  (Hans  Lipper- 
shey,  1607),  must  have  reached  China  in  less  than 
eighteen  years  following  its  application  by  Galileo 
to  astronomy  in  1608.  The  magnifying  lens  had 
been  uncovered  in  1872  by  an  archaeologist  in  the 
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ruins  of  Nineveh.  It  is  therefore  of  great  interest 
to  learn  that  the  Chinese  have  been  observing  and 
registering  sunspots  regularly  since  the  first  centu- 
ry B.C.  Just  how  this  was  done  is  not  clear. 
Even  if  this  information  had  leaked  out  to  the 
West,  the  European  logic-tight  mind  up  to  and  be- 
yond Galileo’s  time  would  have  hardly  accepted 
any  marring  of  the  perfect  sphere  of  the  sun  with 
spots  on  it.  This  would  also  upset  the  belief  in 
solid  crystalline  spheres,  not  even  touching  on  or 
disturbing  the  prevailing  theologic  attitude 
toward  the  old  belief  in  geocentricity. 

Among  mythologic  theories  of  eclipses  there  was 
one  that  mentioned  the  eating  of  the  sun  by  the 
three-legged  crow  as  found  in  Kuan  Tzu,  and  in- 
stead of  the  western  man  or  lady  in  the  moon, 
there  was  a rabbit  engaged  in  pounding  drugs. 

Magnetism 

Out  of  mystical  Taoism  which,  on  the  one  hand, 
rejects  the  intellect  and  all  its  wares  and,  on  the 
other  hand,  advocates  the  complete  contempla- 
tion of  nature,  came  the  chemical  explosive  or 
propulsive  energy  and  magnetic  polarity  univer- 
sally recognized  as  distinct  Chinese  discoveries. 

The  first  mention  of  magnetism,  according  to 
the  writings  of  Aristotle,  is  credited  to  Thales  (636 
to  546  B.C.)  who  was  apparently  not  aware  of  its 
inherent  quality  of  polarity.  The  Chinese,  how- 
ever, if  we  believe  Chinese  historians,  can  claim 
antiquity  for  first  using  magnetic  polarity  when 
the  Duke  of  Chou,  in  the  reign  of  Emperor  Cheng 
Wang  (1115  to  1078  B.C.),  was  first  recorded  to 
have  used  the  compass  to  guide  certain  foreign 
ambassadors  back  to  their  homelands  in  “south- 
pointing” carriages.  The  “south-pointing”  prin- 
ciple of  loadstone  had  been  used  in  ancient  China 
for  the  orienting  of  temples.  A reliable  method  of 
illustrating  polarity  was  first  demonstrated  by 
means  of  the  “south-controlling  spoon”  (Ssu-nan- 
chih-shao).  This  consisted  of  a piece  of  loadstone 
carved  in  the  configuration  of  a spoon  to  resemble 
the  Northern  Dipper  and  balanced  on  a highly 
polished  bronze  plate.  The  terrestrial  navigation 
lines  of  force  would  create  a torque  resulting  in 
the  spoon  facing  south,  arbitrarily  so  chosen  by 
the  Chinese  instead  of  the  north.  This  spoon  and 
plate  arrangement  was  used  definitely  during  the 
Han  dynasty  (202  B.C.  to  220  A.D.)  as  one  of 
many  magic  models  of  celestial  bodies  used  as 
?ames  of  divination  (Shih).  Later  came  the 
‘floating  fish.”  This  was  designed  in  1044  A.D. 
according  to  the  Wu-ching  tsung-yao  as  men- 
;ioned  in  the  Compendium  of  Important  Military 
Techniques  by  Tseng  Kungliang.  For  navigation 
aurposes  the  magnetic  needle,  according  to  recent 
estimates,  was  used  by  China  in  the  Sung  dynas- 
ty and  found  its  way  into  the  world  by  Arab  navi- 
gators plying  between  Sumatra  and  Canton.  It  is 
nteresting  to  note  that  the  Chinese  did  not  mag- 
letize  the  needle.  Their  process  consisted  of 


heating  the  iron  metal  to  white  heat  and  cooling  it 
rapidly,  thus  imparting  to  it  magnetic  properties 
of  polarity  which  we  designate  today  as  thermore- 
manence,  a state  resulting  invariably  when 
ferromagnetic  substances  are  heated  and  cooled 
rapidly  beyond  the  Curie  point  (600  to  700°F.) 
and  become  paramagnetic  while  oriented  in  the 
earth’s  magnetic  field. 

The  common  belief  that  Marco  Polo  (1254  to 
1324  A.D.)  first  introduced  the  mariners’  compass 
to  Europe  is  dismissed  by  Alexander  von  Hum- 
boldt who  mentions  that  the  Catalans  and 
Basques  had  been  using  it  before  the  Venetian’s 
birth.  The  directive  properties  of  loadstone, 
which,  as  I said  earlier,  were  unknown  to  Greek 
scholars,  appeared  in  European  literature  in  the 
writings  of  Alexander  Neckam  in  1190  A.D.  A 
little  later,  in  1205,  Guyot  de  Provins  refers  “par 
la  vertu  de  la  magnette”  in  his  satire  La  Bible. 

Early  physical  concepts 

Relative  to  matter  and  its  continuous  or  inter- 
rupted propagation,  the  Chinese  favored  the  con- 
cept of  waves  rather  than  that  of  atoms  which  was 
originally  propounded  by  the  Greeks  (Democritus) 
as  well  as  by  the  Indians,  although  the  Mohiths, 
the  disciples  or  believers  of  the  fourth  century 
B.C.  Chinese  scholar,  Master  Mo,  subscribed  to 
the  atomic  definition  of  the  geometric  point.  In 
the  Mo  Ching  writings  (fourth  century  B.C.),  the 
subject  matter  of  force  and  weight  are  defined 
quite  similarly  to  the  views  held  by  Aristotle. 

Force  (li)  is  that  which  causes  shaped  things 
(hsing)  (also  possible,  solid  bodies)  to  move  (Fen). 
Weight  or  heaviness  (chung)  is  a force,  the  fall  of  a 
thing,  or  the  lifting  of  something  else,  is  motion  due 
to  heaviness. 

In  reference  to  the  center  of  gravity  nothing  has 
been  uncovered  that  can  compare  to  the  theoretic 
work  that  Heron  of  Alexandria  performed  on  ir- 
regular objects  in  which  motion  was  contained. 
In  China,  from  an  empirical  standpoint,  it  ap- 
pears that  the  center  of  gravity  was  considered  in 
the  suspension  of  stones  (chhing)  and  in  the  clever 
construction  of  the  advisory  vessel,  or  overturning 
jar,  described  in  Hsun  Tzu,  around  240  B.C.  In- 
terest in  specific  gravity  goes  back  to  time  imme- 
morial, but  records  exist  with  references  by  Men- 
zius,  Meng,  and  Tzu  in  the  late  Chou  dynasty. 
The  study  of  motion  has  been  conspicuously  ab- 
sent. However,  there  is  a remarkable  reference  of 
anticipation  in  Mo  Tzu  and  in  Mo  Ching,  fourth 
century  B.C.,  “when  an  object  is  moving  in  space, 
we  cannot  say  (in  an  absolute  sense)  whether  it  is 
coming  nearer  or  going  farther  away.” 

Mathematics  and  physics 

Although  the  Chinese,  as  we  have  seen,  had 
been  prominent  in  the  discovery  and  development 
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of  magnetism  and  particularly  magnetic  polarity, 
this  is  not  so  however,  in  physics  generally  and 
the  fields  of  dynamics  and  kinematics.  They  can- 
not claim  prerenaissance  “precursors  °f  Galileo” 
analogous  to  Simplicius  (fl.  540  A.D.),  Joannes 
Philoponus  (around  560  A.D.),  John  Burridan  (fl. 
1327  A.D.),  or  Nicolas  D’Oresme  (fl.  1348  A.D.) 
who  debated  inertia  and  impetus  during  flight  or 
motion.  There  were  no  individuals  like  Thomas 
Bradwardine  (fl.  1328  A.D.),  William  Heytesbury 
(fl.  1330  A.D.),  and  William  Collingrove,  who 
were  all  engaged  in  acceleration  and  retardation 
concepts.  None  of  these  learned  men  are  record- 
ed to  have  held  conceptual  deliberations  about 
objects  in  free  fall  with  possibly  the  exception  of 
Philoponus,  who,  opposing  Aristotle’s  observation 
that  a heavier  object  moved  downward  faster  than 
a lighter  object,  stated  in  533  A.D.  that  the  time 
of  fall  between  two  objects,  one  twice  the  weight 
of  the  other,  will  be  “either  none  at  all  or  imper- 
ceptible.” Although  Huygens  and  Descartes  defi- 
nitely anticipated  Newton’s  first  law  of  motion,  it 
was  Galileo  who  applied  their  concepts  to  falling 
bodies.  A second  look  at  Chinese  manuscripts 
lets  a little  air  into  the  vacuum  of  their  own 
thinking  along  the  ideas  of  force  and  motion.  In 
the  Mohist  Cannon  (the  third  century  B.C.  Mo 
Ching,  Cs.  49),  motion  is  explained  to  be  due  to 
the  absence  of  an  opposing  force,  something  close 
to  Newton’s  first  law.  The  Mohists  had  no  word 
for  impetus.  Incidentally,  there  is  no  Chinese 
word  for  freedom.  To  this  day,  we  have  no  expla- 
nation why  there  was  no  Chinese  contribution  to 
the  principles  of  force  or  motion. 

The  oldest  Chinese  mathematic  classic  is  the 
second  century  Chou  Pei.  Whereas  the  Greeks 
excelled  in  geometry,  the  forte  of  the  Chinese  was 
algebra  that  reached  its  zenith  in  the  Sung  period 
(960  to  1211  A.D.).  It  should  be  mentioned  that 
the  whole  idea  of  Tao  was  the  idea  of  a field  of 
force  with  all  things  orienting  themselves  accord- 
ing to  it,  without  being  instructed  to  do  so,  and 
without  the  application  of  any  mechanical  com- 
pulsion. China’s  centenarian  mathematician, 
Chang  T’sang  (died  152  B.C.),  was  the  first  to 
mention  a negative  ( — ) quantity,  while  Tsu 
Chhung-chih  (died  510  A.D.),  calculated  the  value 
for  pi  correctly  to  6 decimal  places.  After  much 
detailed  historic  analysis  of  the  origin  of  the  aba- 
cus, Needham  accepts  the  provisional  conclusion 
of  Sarton,  that  it  was  independently  invented  by 
the  Chinese,  Greeks,  Romans,  and  the  Arabs 
somewhere  in  the  third  or  fourth  century.  How- 
ever, “if  the  dating  of  Hsu  Yo’s  text  is  accepted,” 
the  Chinese  practice  at  the  end  of  the  second  cen- 
tury would  slightly  antedate  the  European. 

Cosmologic  theories  and  clocks 

The  discovery  of  the  development  of  the  hydro- 
mechanical clock  between  700  and  1300  A.D., 
thanks  to  Needham’s  research,  furnished  the 


missing  link  between  the  clepsydras  of  Babylonia 
and  Egypt  and  the  verge  foliot  escapement  of  the 
earliest  European  mechanical  clock  of  1300  A.D. 
and  onward.  A Buddhist  monk,  I-hsing,  along 
with  Liang  Ling-tsan  in  725  A.D.  were  the  original 
inventors.  Preserved  is  a pictorial  reconstruction 
by  John  Christiansen  of  such  a clock  tower  that 
incorporated  the  armillary  sphere  and  the  celestial 
globe,  by  Su  Sung,  Han  Kung-lien,  and  their  col- 
laborators, erected  in  1088  to  1092  A.D.  in  the  im- 
perial palace  of  Kaifeng  which  fell  later  to  the 
Mongols  about  1121  A.D.  and  suffered  destruc- 
tion. By  the  end  of  the  century  the  principle  of 
hydromechanical  time  keeping  had  taken  hold  in 
Europe,  and  purely  mechanical  clocks  began  mak- 
ing their  appearance  in  the  thirteenth  century 
thus  exciting  the  construction  of  cosmologic  mod- 
els. 

The  Chinese  have  a number  of  astronomic 
cosmologic  theories.  Only  three  are  essentially 
important: 

1.  The  Kai  Thien  theory,  akin  to  still  older  Baby- 
lonian concepts,  dates  back  to  the  period  of  the  War- 
ring States  in  the  fifth  century  B.C.  if  not  earlier.  It 
is  archaic  and  conceives  the  heavens  to  be  dome 
shaped  covering  a square  earth  sloping  toward  the 
four  edges  where  rain  would  fall  to  form  the  ocean  on 
the  rim. 

2.  The  Hun  Thien  theory,  contemporary  to  the 
Greek  pre-Socratic  concepts  of  explaining  natural 
phenomena  in  terms  of  geometric  relationships,  pic- 
tures the  celestial  sphere  idea  with  the  earth  as  the 
center  of  the  universe  (fourth  century  B.C.). 

3.  The  Hsiin  Yeh  theory  of  infinite  empty  space 
that  originated  in  the  later  Han  period  (first  to  sec- 
ond century  A.D.),  believes  that  the  planets  and  the 
stars  float  in  empty  space  as  luminaries  of  an  un- 
known substance. 

The  Hsiin  Yeh  theory  was  the  most  common 
and  coincided  with  the  Buddhist  thinking  of  infi- 
nite space  and  time.  It  also  represented  a depar- 
ture from  the  rigid  Aristotelian-Ptolemaic  concep- 
tion of  concentric  crystalline  spheres  with  stars 
fixed  at  the  perimeter.  Thus,  the  Chinese,  with 
no  deductive  geometry,  based  their  astronomy  on 
the  equatorial  and  diurnal  instead  of  on  the  eclip- 
tic and  annual  models  of  the  Greeks  (Fig.  1). 

It  remains  for  the  future  to  explain  by  what 
chance  the  Chinese  and  the  Greeks  happened  to 
be  engaged  in  astronomic  and  cosmologic  observa- 
tions at  the  same  time.  Was  this  just  by  chance? 
Do  things  happen  by  chance?  I must  call  on 
Democritus  to  set  the  pattern  of  all  future  efforts 
directed  at  reaching  factual  conclusions.  Democ- 
ritus said:  “There  is  no  chance:  chance  is  fic- 

tion invented  to  disguise  our  ignorance.” 

I am  of  the  belief  that  expressed  and  applied 
creative  contemporary  thoughts,  as  manifested  by 
discoveries  and  inventions,  can  and  do  originate  in 
unassociated  parts  of  the  world  distinctly  apart 
from  the  migration  of  ideas. 
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FIGURE  1.  Cosmogony — Greece  and  China. 


Is  the  evolution  of  the  brain  under  the  control  of 
cosmic  forces  and  events  we  do  not  fully  compre- 
hend or  are  not  in  the  position  to  correlate  at  the 
present  time?  Some  rational  deductive  thinking 
relative  to  the  synthesis  of  knowledge  is  in  order 
in  linking,  for  example,  terrestrial  events  of  life 
and  geologic  eras  or  periods,  with  a galactic  perio- 
dicity. There  is  a 200  million-year  cycle  fluctua- 
tion of  hot  and  cold  weather  (mean  25  to  73°F.  in 
the  temperate  zones)  of  the  earth.  This  thermic 
cycle  has  recurred  four  times  during  our  earth’s 
history.  It  so  happens  that  both  reptile  and  man 
developed  some  200  million  years  apart  during  the 
cold  dips  or  phases.  We  also  know  that  the  cos- 
mic year,  designated  as  the  time  required  for  our 
galaxy  to  complete  one  revolution  around  its  own 
axis,  takes  some  200  million  years.  Going  back 
another  200  million  years,  or  400  eons  before  our 
present  time,  we  see  the  debut  of  the  first  marine 
animals  on  land  during  the  Silurian  period.  In 
view  of  these  events  there  is  reason  to  believe  in 
some  kind  of  an  association  between  the  appear- 
ance of  man,  reptile,  and  terrestrial  animals  on 
one  side  and  the  periodic  revolutions  of  our  galaxy 
during  the  4.6  million  years  of  our  earth’s  exis- 
tence. To  support  this  thinking,  there  is  very  re- 
cent paleobiologic  evidence  of  the  effect  on  the 
birth  and  death,  as  well  as  mutations,  of  species 
and  phyla  by  smaller  periodic  changes  of  polarity 
of  the  earth’s  magnetic  field  conversely  affecting 
the  cosmic  ray  influx  reaching  the  earth’s  surface. 

Kites 

Whereas  it  had  been  the  privilege  of  the  divine 
elite,  (gods,  emperors)  to  perform  legendary 
flights,  the  first  actual  flights  were  objects  con- 


trolled from  the  ground.  These  were  kites  and  are 
distinctly  a Chinese  creation,  going  back  to  the 
fourth  century  B.C.,  as  mentioned  in  the  Mo  Tzu 
book  and  possibly  much  earlier  in  its  history. 
These  aeronautic  contraptions  were  of  wood, 
bamboo,  or  paper  and  served  a variety  of  purposes 
such  as  medical,  meterologic,  game-playing,  fish- 
ing, and  religious,  and  were  also  used  to  conduct 
military  observations.  It  is  also  recorded  that 
Kungshu  Phan  (about  470  B.C.)  constructed  a 
bird  from  bamboo  and  wood  which  stayed  aloft  for 
three  days.  We  have  indeed  a Hellenic  parallel 
here  in  Archytas  of  Tarentum  (428  to  347  B.C.),  a 
Greek  philosopher,  scientist,  mathematician,  and 
general,  also  intimate  friend  and  disciple  of  Plato, 
who  has  the  unique  distinction  of  having  con- 
structed a wooden  pigeon  “which  flew  by  the 
power  of  its  own  mechanism,  just  as  he  directed 
it,”  as  reported  in  Nodes  Atticae  of  Aulus  Gellius 
(130  to  180  A.D.). 

Flying  eggs 

The  balloon  was  not  the  first  lighter-than-air 
device  contrived  by  man  to  ascend  into  the  atmo- 
sphere. The  French  used  easter  eggs,  oeufs  de 
Pasques,  in  the  seventeenth  century  by  emptying 
the  entire  contents  of  the  egg  through  a small  hole 
and  then  inserting  the  right  amount  of  water  and 
sealing  the  opening  with  wax.  When  exposed  to 
the  hot  sun,  the  egg  rose  into  the  air,  and  when 
cooled,  sank  to  the  ground.  The  Chinese  here 
again  had  performed  the  very  same  thing  some 
eighteen  centuries  earlier  as  appears  in  Huai-nan- 
nan  Pi  Shu  (The  Ten  Thousand  Infallible  Arts  of 
the  Prince  Huai  Non).  This  is  a contribution  by 
Needham  in  the  form  of  a discovery,  and  thus  the 
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FIGURE  2.  Military  deployment  of  the  balloon  by  the  West  during  the  Tongkin  Fortress  Battle,  lost  by  the  French  in 
the  Franco-China  War,  1883-1885.  French  balloon  visible  upper  right  of  top  center.  Peking  Journal,  Tzen-Hn 
Hou-pao,  (official  government  publication),  March  22,  1884. 


Orient  (Chinese)  can  claim  true  priority  to  the  an- 
cestor of  the  heavier-than-air  machine. 

Parachutes 

Of  significance  is  the  contribution  of  the  para- 
chute to  facilitate  a safe  descent.  In  his  travels, 
Simon  de  la  Loubere  saw  the  parachute  being 
used  by  Chinese  and  Siamese  acrobats  in  Siam 
1687  to  1688,  described  by  L.  S.  Lenormand  fully 
a century  later.  In  1783,  Lenormand  made  suc- 
cessful experiments  from  treetops  and  buildings, 
and  it  was  he  who  introduced  the  device  to  the 
Montgolfiers.  Garnerin  in  France  made  the  first 
parachute  jump  from  a balloon  in  1797.  Of 
course,  it  may  be  recalled  that  the  parachute  had 
been  described  about  1500  A.D.  in  the  Codex 
Atlanticus  by  Leonardo  da  Vinci.  In  China  prop- 
er, Ssuna  Chen,  an  eighth  century  commentator, 
states  clearly  that  hats  can  act  like  great  wings  of 
a bird  in  aiding  a person  to  land  safely  on  the 
ground.  Thus,  he  explains  how  the  legendary 
Chinese  Emperor  Shun  (traditional  date  2258  to 
2208  B.C.),  the  first  human  to  navigate  in  a flying 
chariot  in  space  above  the  earth,  was  also  the  first 
to  have  used  the  principle  of  the  parachute,  con- 
sisting of  two  huge  umbrella-shaped  reed  hats, 
when  he  jumped  from  a granary  tower  which  his 
father,  Ku  Sou,  had  set  on  fire  to  destroy  him. 
Although  the  Annals  of  the  Bamboo  Books  relate 
that  he  “donned  the  work  clothes  of  a bird  and 
flew  away,”  Se-ma  Tsien,  the  “Father  of  History,” 
relates  how  Shun  later  married  two  sisters,  the 
gifted  daughters  of  Emperor  Yao  of  China’s  Gold- 
en Age,  who  had  taught  him  what  he  knew  of 


aviation.  Yao  gave  young  Shung  a share  in  ruling 
the  empire,  and  he  later  succeeded  him  on  the 
throne. 

Balloons 

It  might  be  mentioned  that  the  balloon  can  be 
considered  to  be  topologically  related  to  the  para- 
chute if  one  considers  that  the  orifice  of  the  bal- 
loon is  more  constricted  than  that  of  the  para- 
chute. This  leads  to  discussing  briefly  the  history 
of  the  balloon  in  which  the  Chinese  again  claim 
priority  (Fig.  2).  The  earliest  pronouncements  in 
writings  and  drawings  illustrating  ascension  in  the 
West  (by  means  of  hollow  spheres)  are  credited  to 
Francesco  Lana  (1631  to  1687),  a Jesuit  priest, 
scientist,  and  professor  of  mathematics  at  Ferrara. 
In  his  Prodromo  Overo  Saggio  di  Alcune  Inuen- 
zione  Nuove,  published  in  Brescia  in  1670,  his  ae- 
rial ship  proposed  to  have  four  copper  globes,  each 
25  feet  in  diameter,  exhausted  air,  leaving  a vacu- 
um. He  was,  of  course,  in  error  when  he  believed 
that  by  removing  the  air  his  vehicle  would  rise. 
He  apparently  was  not  aware  that  atmospheric 
pressure  was  discovered  in  1643. 

Later,  Bartolomeo  Lourenco  de  Gusmao  (1685- 
1724),  a Brazilian  priest,  well  versed  in  physics 
and  mathematics,  has  been  acclaimed  to  have  as- 
cended on  August  8,  1709,  and  his  second  centen- 
nial was  celebrated  in  Paris  in  1910  by  the  Acade- 
my of  Aeronautics.  A publication  issued  by  that 
Academy  in  1910  included  a report  by  M.  l'Abbe 
Himalaya  on  December  1,  1909,  showing  that 
Gusmao  had  knowledge  of  a gas,  hydrogen,  which 
was  produced  when  pieces  of  iron  came  in  contact 
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FIGURE  3.  Dirigible  at  coronation  of  Emperor  Fokien  1306  A.D.  (From  World  in  the  Air,  New  York.  J.  Putnam  & 
Sons,  1930,  vol.  1 , p.  99. 


with  water  and  sulfuric  acid.  His  aerial  machine, 
according  to  this  report,  achieved  buoyancy  by 
means  of  10  to  12  balloons  filled  with  this  new  gas 
and  which  were  symmetrically  distributed  in  the 
front  and  rear  portions. 

In  the  light  of  the  aforementioned  new  informa- 
tion, historians  should  relax  their  incredulity 
about  Gusmao’s  ascension.  In  the  opinion  of  this 
author,  an  ascension  is  an  ascension,  even  when  it 
rises  only  for  a few  feet  and  for  a few  seconds. 
One  may  recall  that  the  Wright  brothers  at- 
tained on  their  first  flight  a height  of  about  10  feet 
and  covered  a distance  of  approximately  120  feet, 
lasting  twelve  seconds  near  Kitty  Hawk,  North 
Carolina,  December  17,  1903.  John  V of  Portugal 
must  have  been  quite  impressed  with  this  unusual 
!feat  (experiments  accidentally  set  the  curtains  of 
the  palace’s  auditorium  on  fire),  otherwise  Gus- 
mao  would  not  have  received  an  annual  pension  of 
600,000  rias  from  the  King  for  life  and  be  granted 
exclusive  patent  rights  with  a death  penalty  for 
trespassers.  Due  to  envy  and  scorn  of  his  Catho- 
lic brethren  who  mocked  his  Passarola,  he  was 
obliged  to  flee  and  died  a pauper. 

Meusnier,  not  acquainted  with  the  Chinese  bal- 
loon in  its  various  shapes  which  antedated  Leo- 
nardo’s description,  proposed  an  elongated  bal- 
loon in  1784  to  be  fitted  with  three  propellers. 


Returning  again  to  the  Orient,  we  find  no  evi- 
dence that  the  Chinese  conducted  traditional 
aerostatic  experiments  similar  to  the  Montgolfier 
brothers;  however,  prints  and  authoritative  state- 
ments in  official  Chinese  documents  testify  that 
the  balloon  was  not  a novelty  to  the  Chinese  be- 
fore it  arrived  in  Europe  in  1783.  Among  these  is 
a print  of  the  dirigible  that  was  used  at  the  coro- 
nation of  Emperor  Fokien  in  1306  A.D.  (Fig.  3). 
Incidentally,  the  Chinese  had  a guidance  system 
of  signals  for  dirigibles  by  which  “different-toned 
trumpets  sounded  from  the  tops  of  high  hills  and 
gave  notice  of  impending  changes  of  wind  and 
weather.”  Father  Vasson,  the  French  missionary 
in  Canton,  also  relates  having  seen  this  recorded 
in  a letter,  September  5,  1694,  quoted  in  Mer- 
veilles  du  Genie  de  L'Homme  of  Amedee  de  Bast. 
When  the  diplomatic  representatives  from  France, 
England,  and  Holland  visited  Peking  in  1792  one 
and  a half  centuries  after  the  Manchu  dynasty 
was  established,  they  soon  discovered  that  their 
gifts  which  they  brought  to  Chhieng  Lung  and  his 
court  did  not  especially  please  the  Emperor,  the 
reason  being,  much  to  their  surprise,  the  some 
thirteen  recognizable  presents  were  not  new  to  the 
Chinese.  An  old  print  bears  this  out.  The  gift  of 
a balloon  was  considered  almost  a joke,  since  this 
had  been  familiar  to  the  Chinese  for  over  four 


May  1 5,  1 973  / New  York  State  Journal  of  Medicine  1231 


FIGURE  4 Western  diplomats  from  England,  Flolland,  and  France  under  Lord  McCartney  presenting  gifts  to  the 
court  of  the  Manchu  Emperor,  Chlng  Lung  at  Peking.  Visible  in  this  reproduction  and  documented  in  official  Chi- 
nese records  are  the  balloon,  mouse  trap,  windmill,  bird  cage,  horse-drawn  coach,  weather  vane,  badminton,  sailing 
vessel,  shoe,  silk  hat,  book,  and  so  on.  Since  China  preceded  the  western  world  in  inventions,  applications,  and  pro- 
cedures in  science,  technology,  and  medicine,  frequently  by  five  to  ten  centuries  and  as  much  as  eighteen  centuries, 
the  disdainful  expressions  on  the  faces  of  the  members  of  the  Imperial  Court  are  easily  understood. 


hundred  years  along  with  the  fact  that  they  were 
using  it  in  commerce  and  warfare,  while  in  Europe 
it  was  still  being  considered  an  “object  de  curios- 
ite”  (Fig.  4). 

Lord  Macartney,  who  headed  that  mission  to 
Peking,  is  depicted  in  that  print  as  pleading  for 
the  acceptance  of  gifts  before  a disdainful  emper- 
or. In  a letter  to  King  George  III,  Chhieng  Lung 
writes:  . . we  have  never  valued  ingenious  arti- 

cles nor  do  we  have  the  slightest  need  of  your 
country’s  manufacturers.”  During  the  looting 
and  burning  of  the  Chinese-Rococo  summer  pal- 
ace of  Emperor  Chhien  Lung  near  Peking  by  the 
French  and  English  under  Lord  Elgin,  November, 
1860,  the  two  horse-drawn  carriages,  among  the 
thirteen  original  gifts  in  1792,  were  found  in  an 
outhouse  as  good  as  new.  They  were  never  used. 
Parenthetically,  there  is  a modern  parallel:  the 

Cadillac  automobile,  presented  by  President  Rich- 
ard Nixon,  May,  1972,  in  Moscow  to  Leonid  Brez- 
hnev, the  Soviet  party  leader,  following  President 


Nixon’s  visit  to  Mao  Tse-Tung  in  Peking,  has  not 
been  reported  in  usage.  It  is  also  interesting  to 
note  that  just  a few  months  after  Pilatre  de  Rozier 
and  Marquis  d’Arlandes,  the  first  men  in  the  west 
to  climb  into  the  skies  in  1783,  the  first  United 
States  ship  arrived  in  China  in  1784.  Thus  it  be- 
comes evident  that  the  present  United  States  for- 
eign policy  to  normalize  relations  between  China 
and  the  United  States  is  simply  a continuation  of 
events  that  began  much  earlier. 

Screw  propulsion 

Of  interest  is  the  development  of  the  propeller 
as  a means  of  locomotion.  The  use  of  today’s 
rocket  propulsion  is  simply  a refined,  more  effi- 
cient, and  speedier  method  of  travel  over  screw 
propulsion.  We  have  already  given  a description 
of  the  “Wooden  Dove”  of  Archytas  which  implied 
a forward  movement  due  to  compressed  gas  or 
steam.  This  is  matched  by  a report  in  Tu  Yang 
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Tsa  Pien  (ninth  century  A.D.  Thang)  mentioning 
that  Hon  Chih-ho  constructed  birds  which  could 
fly  by  some  internal  mechanism.  Heron  of 
Alexandria  (about  60  A.D.)  had  invented  the 
windmill  which  apparently  got  no  further  than  the 
model  stage.  The  utilitarian  windmill  is  consid- 
ered a Persian  invention  introduced  to  Mongol 
China  in  the  thirteenth  century  A.D.  in  the  hori- 
zontal mounting,  and  to  Europe  in  the  fourteenth 
century  A.D.  in  the  vertical  form,  similar  to  the 
Vitruvian  waterwheel.  The  Zoetrop  or  vane 
wheel  originated  in  China  during  the  Thang  and 
possibly  Han  dynasties,  spread  to  Mongolia  and 
Tibet,  and  reached  Italy  in  the  fourteenth  and  fif- 
teenth centuries  by  imported  Tartar  slaves  from 
Central  Asia.  Marco  Polo  had  already  returned 
home  from  Asia  with  his  slave,  Peter  the  Tartar, 
following  a twenty-four-year  absence  with  his  fa- 
ther and  uncle. 

The  screw-propeller  version  of  the  rotary  drive 
goes  back  to  the  Han  period  before  Branca’s  con- 
structions of  air  and  steam  jets  and  rotor  wheels 
in  1629  A.D.  The  helicopter  itself  claims  Chinese 
priority  dating  back  to  the  late  Chu  period  (fourth 
to  second  century  B.C.).  Screw  propulsion,  a di- 
rect offshoot  of  Archimedes’  invention,  was  used 
in  China  (around  1740  A.D.)  for  marine  locomo- 
tion that  spread  to  the  air.  Surprisingly  enough, 
the  first  successful  man-directed  balloon  flight 
took  place,  as  this  author  discovered,  in  the  au- 
thor’s own  home  town,  Lowell,  Massachusetts, 
and  was  conducted  by  Captain  Taggart  on  July  4, 
1850. 

It  appears  that  the  origins  of  technologic 
achievement  toward  aeronautics  are  quite  inter- 
woven between  such  Greek  artisans  on  the  one 
hand,  Archimedes  (287  to  212  B.C.)  inventor, 
physicist,  and  mathematician;  Ctesibius  (250 
B.C.)  pumps  and  clepsydras;  Philon  of  Byzantium 
(220  B.C.)  catapults,  using  compressed  air;  Heron 
of  Alexandria  (60  A.D.)  hydrostatics,  organs, 
steam  jets,  and  windpower,  all  of  whom  were  con- 
cerned with  pneumatic  devices;  and,  on  the  other 
hand,  such  Chinese  scholars,  as  Kungshu  Phan 
(470  to  380  B.C.)  engineer;  Chan  Hang  (139  A.D.) 
astronomer  and  mathematician;  Mo  Ti  (fourth 
century  B.C.)  military  technology;  Kuo  Shou- 
ching,  mathematician,  astronomer,  and  civil  and 
hydraulic  engineer;  and  Liu  An  (second  century 
B.C.)  naturalist.  Thus,  the  legacy  to  the  earth 
and  space  sciences  is  shared  by  the  Greeks,  inven- 
tors of  the  elongated  screw  and  worm  drives,  and 
the  Chinese,  who  developed  the  tangent  helicoid 
structures. 

Legendary 

Ma  Tse-jan,  a Taoist  mystic  and  physician  of 
great  renown  during  the  Han  dynasty,  who  drank 
an  “elixir  of  immortality”  compounded  by  the 
Taoist  alchemist  Liu  An,  is  alleged  to  have  risen 
in  broad  daylight  into  the  heavens  two  hundred 


years  before  Christ’s  ascension,  and  about  six 
hundred  thirty  years  before  Mohammed’s  ascen- 
sion. 

The  topic  of  aerial  locomotion  would  not  be 
complete  unless  we  mention  the  legendary  “flying 
chariot.”  In  the  Ti  Wang  Shi  Ki  (History  of  An- 
cient Emperors)  221  to  265  A.D.  there  is  reference 
to  self-propelled  aerial  vehicles  in  contrast  to 
flying  individuals — analogous  to  the  west’s  Daeda- 
lus and  Icarus. 

A print  of  the  aerial  vehicle  of  the  mythical  Chi 
Kung  people  that  appears  in  the  I Yu  Thu  Chih 
encyclopedia  (1489  A.D.)  reveals  such  a chariot. 
Needham  raises  the  question  that  the  artist  may 
have  thought  of  the  toothed  wheel  in  this  repro- 
duction “as  facing  the  air  like  a vertical  wind- 
wheel.”  Another  print  discovered  by  myself 
(exact  origin  unknown)  represents  another  “flying 
car”  with  a “tooth”  just  visible  on  the  opposite 
side,  thereby  revealing  that  the  vehicle  had  two 
wheels.  This  refutes  the  idea  of  a propeller,  as 
Needham  conjectured,  being  entertained  in  those 
days.  However,  another  pictorial  version  of  a 
flying  car  from  Shan  Hai  Ching  Kuang  Chu  (sec- 
ond century  B.C.  with  seventeenth  century  A.D. 
commentary)  appears  to  represent  screw-bladed 
rotors. 

Birth  of  the  rocket 

We  shall  now  proceed  to  the  topic  of  explosive 
chemical  force.  In  China  coal  has  been  con- 
tinuously mined  for  fuel  since  127  B.C.  The 
Chinese  had  learned  to  bore  oil,  which  Alexander 
had  described  to  Aristotle  as  a black  sticky  mass, 
no  later  than  200  B.C.,  and  by  using  bronze  drills 
and  bamboo  casings  had  reached  a depth  of  3,500 
feet.  Saltpeter  occurs  in  large  deposits  in  several 
parts  of  that  country.  School  children  today  know 
that  the  Chinese  invented  gunpowder  and  its  use. 
This,  and  for  that  matter,  other  Chinese  inventions 
such  as  cast  iron,  the  cross  bow,  cast  coins,  paper, 
printing,  and  piston  bellows,  just  to  mention  a 
few,  did  not  appear  to  disturb  the  tranquil  devel- 
opment of  Chinese  society.  The  militant  Mongol 
rule  lasted  some  one  hundred  years  (Yuan  dynasty 
from  1260  to  1368  A.D.)  and  became  absorbed  by 
the  Chinese. 

The  story  of  gunpowder  is  one  of  the  most  im- 
portant achievements  of  medieval  China.  In  a 
Taoist  book,  written  toward  the  end  of  the  ninth 
century  during  the  Thang  dynasty,  there  is  a ref- 
erence to  the  mixing  of  charcoal,  saltpeter,  and 
sulfur.  Taoism,  founded  by  Laotse,  is  a mystical 
religion  with  many  aspects.  Contemporary  Chi- 
nese alchemists  were  laboring,  not  without  a sys- 
tem, with  all  kinds  of  chemical  and  metallurgical 
transformations,  not  so  much  to  counterfeit  gold  as 
to  produce  an  “elixir  of  life.”  They  were  longevity- 
conscious in  their  search  for  physical  immortality 
(Fig.  5).  Toward  this  end,  as  this  Taoist  refer- 
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FIGURE  5.  Shou  symbol  of  longevity  that  originated 
in  mists  of  legendary  Hsia  Kingdom  about  four  thou- 
sand years  ago.  This  ideograph,  one  version  of  ap- 
proximately 100,  surrounded  by  two  classic  dragons,  is 
depicted  on  gold  nineteenth  century  tael  commemorat- 
ing Viceroy  Li  Hung'  Chang,  host  to  President  Ulysses 
S Grant  on  his  visit  to  China  in  1879.  China  is  only 
country  that  has  symbol  for  longevity  that  has  been 
revered  and  has  persisted  throughout  its  continuous 
civilization 


ence  continues,  the  alchemists,  in  consequence  of 
the  discovery  of  the  combustible  properties  of 
these  substances  when  combined,  were  cautioned 
not  to  mix  them,  especially  if  arsenic  is  added,  be- 
cause of  previous  experiences  of  the  combustion  of 
the  mixture  “causing  singeing  of  their  beards  and 
the  deflagration  of  the  building  in  which  they 
were  researching.”  This  “elixir  of  life”  became 
known  as  the  “fire  drug”  (huo  yao).  Still  during 
the  Thang  dynasty  (618  to  906  A.D.),  this  inflam- 
mable mixture  appeared  but  was  restricted  very 
sensibly  to  fire  works.  In  919  A.D.  it  was  intro- 
duced as  the  active  element  in  the  flame  thrower, 
and  by  the  year  1000  A.D.  gunpowder  was  being 
used  in  slow-burning  bombs  and  grenades.  Its 
first  composition  formula  appeared  in  1044  A.D. 
Through  trade,  the  Arabs  became  acquainted 
with  saltpeter,  calling  it  “Chinese  snow”  and 
brought  the  secret  of  gunpowder  westward;  the 
Saracens  turned  it  to  military  use.  Roger  Bacon 
(1214  to  1294  A.D.)  may  have  heard  of  it  through 
his  study  of  Arabic  or  through  Willem  van  Ruys- 
broek,  an  acquaintance,  who  had  traveled  in  Cen- 
tral Asia  before  Marco  Polo.  In  the  eleventh  cen- 
tury the  incendiary  arrow  (huo  chien)  was  intro- 
duced, and  at  the  same  time  it  was  found  that  in- 
creasing the  proportion  of  saltpeter  resulted  in  an 
increase  up  to  a point  in  the  brisant  force. 

An  important  contribution  was  the  employment 
of  the  bamboo  tube,  the  naturally  hollow  cylindri- 
cal bamboo  stem  which  was  also  the  means  of  ide- 
ographic translation  of  Chinese  history  from  al- 
most legendary  times,  about  3000  B.C.  It  became 
the  prototype  of  the  metal  barrel  gun.  To  date,  it 
is  not  clear  whether  the  Chinese,  the  Arabs,  or 
even  possibly  the  westerners,  can  actually  claim  a 
first  in  the  creation  of  the  metal  cannon.  It  might 
be  mentioned  here  that  Kaifeng,  held  by  the  Yuan 
Mongols,  was  besieged  by  the  Chinese  using  rock- 
ets in  1232  A.D. 


And  so  it  came  about  that  the  rocket,  and  sub- 
sequently the  gun  barrel,  were  born  from  a pyro- 
technical  and  destructive  weapon  ironically 
enough  by  medically  minded  individuals  seeking  a 
potion  to  achieve  longevity  and  immortality. 

The  gimbals  used  on  post  World  War  II  rockets 
and  space  vehicles  for  guidance  go  back  not  only 
to  Geronimo  Cardano  (1501  to  1576  A.D.),  or  to 
the  balanced  charcoal  stove,  used  to  heat  the  feet 
of  the  affluent  faithful  of  the  medieval  European 
cathedrals,  but  also  to  the  self-righting  perfume 
burners  originated  by  Ting  Huan  (180  A.D.),  al- 
though Philon  of  Byzantium  (220  to  200  B.C.) 
employed  the  same  principle  in  his  wick  oil  burner. 
The  “Cardan  suspension”  could  have  a double 
independent  origin  or  could  illustrate  the  diffusion 
method  of  transmission  of  ideas. 

Alchemy,  chemistry,  and  medicine 

The  author  has  repeatedly  stated  that  wherever 
man  goes  he  will  take  medicine  with  him,  from 
birth  to  death,  all  the  time  attempting  to  create 
biologic  life  as  well  as  searching  for  physical 
immortality.  It  is  therefore  only  natural  to  touch 
very  briefly  on  the  chemical  and  medical  aspects 
of  China’s  legacy  to  the  world,  for  man  has  already 
started  out  to  explore  the  cosmos. 

The  bible  of  Chinese  alchemy  is  the  opus  of 
Kottung  (fourth  century),  while  the  beginnings  of 
alchemical  literature  are  found  in  the  writings  of 
Wei  Po-Yang  in  the  later  Han  dynasty  (second 
century  A.D.).  The  first  indication  of  alchemy, 
however,  was  found  in  the  Chhin  (221  to  207  B.C.) 
and  early  Han  (202  B.C.  to  9 A.D.)  dynasties  and 
was  related  to  Taoism.  During  the  Yuan  and 
Ming  dynasties  (1260  to  1644  A.D.)  alchemy  and 
chemistry  took  a back  seat  while  the  arts  flour- 
ished. 

China  has  an  interesting  legacy  in  the  field  of 
medicine  that  has  been  handed  down  to  peoples 
beyond  her  borders.  It  was  a mixture  of  empirical 
wisdom,  herbiculture,  acupuncture,  alchemy,  and 
popular  superstition.  Long  before  Hippocrates, 
China  had  produced  great  physicians.  In  the 
fourth  century  B.C.  a Chinese  governor  ordered  a 
careful  dissection  and  anatomic  study  of  40  be- 
headed criminals,  but  somehow  in  the  theoretic 
discussion  the  results  were  lost  and  further  dissec- 
tion ceased.  Fixed  salaries  were  paid  to  those 
practitioners  who  successfully  passed  yearly  ex- 
aminations in  the  practice  of  medicine  (back  in 
the  Chou  period,  1030  to  221  B.C.),  and  standard 
texts  on  dietetics  and  fevers  by  Chungning  (sec- 
ond century  A.D.)  and  on  surgery  by  Hua  To 
(third  century  A.D.)  remained  in  use  for  a thou- 
sand years.  The  latter  introduced  a wine  which 
had  the  special  attribute  of  producing  anesthesia, 
but  unfortunately  the  formula  has  been  lost. 
Wang  Shu-ho  (third  century  A.D.)  is  known  for 
his  treatise  on  the  pulse.  Thao  Hung-ching  com- 
posed an  extensive  description  of  730  drugs  while 
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a century  later  (seventh  century  A.D.)  Chhao 
Yuan-fang  wrote  a classic  in  gynecology  and  pedi- 
atrics. During  the  Sung  period  (960  to  1279  A.D.) 
a medical  school  was  established.  Drugs  were 
various  and  abundant.  It  is  claimed  that  a phar- 
macy in  the  sixteenth  century  daily  sold  medi- 
cines valued  at  the  equivalent  of  $1,000.  It  is  in- 
triguing to  see  that  24  conditions  of  the  pulse  were 
distinguished  and  10,000  varieties  of  fever  de- 
scribed. The  fact  that  these  data  represented  ob- 
servations of  centuries  gone  by  on  the  human 
body  which  were  based  on  the  analysis  of  unin- 
strumented sense  perceptions  is  as  remarkable  as 
it  is  comparable  to  the  almost  unending  compli- 
cated discoveries  in  the  genetic  code,  the  host  of 
protein  fractions  in  the  circulating  plasma,  or  the 
increasing  number  of  blood  groups  centered 
around  the  erythrocyte,  however,  all  achieved 
with  the  help  of  today’s  finest  gadgetry.  Variola- 
tion, the  application  of  active  cowpox  smear  on 
the  nasal  membranes  as  a means  of  protection 
against  smallpox,  was  widespread  in  China  during 
the  Sung  dynasty.  It  took  at  least  five  hundred 
years  for  the  knowledge  of  this  immunization 
technic  to  diffuse  westward.  Emmanuel  Timoni, 
M.D.,  a Greek  practicing  physician  of  Constanti- 
nople, where  variolation  had  been  practiced  since 
1701,  and  possibly  earlier,  reported  by  letter  his 
observations  of  the  beneficial  effect  of  cowpox  im- 
munization to  the  Royal  Society  of  London  in  1713. 
This  was  eighty-three  years  before  Edward  Jenner, 
M.D.,  performed  the  first  vaccination  on  James 
Phipps  (scratch  method),  an  act  for  which  Jenner 
was  denounced  by  Timothy  Dwight,  president  of 
Yale  at  the  time.  Mercury,  as  a treatment  for 
syphilis,  was  in  vogue  during  the  early  Ming  pe- 
riod before  the  explosive  epidemic  outbreak  of  the 
American  version  of  this  disease  at  Naples  in  1495 
introduced  by  Columbus’  returning  crew.  Nei 
Ching,  authored  by  Huang  Ti  in  2698  B.C..  de- 
scribes for  the  first  time  the  art  of  acupuncture, 
the  insertion  of  needles  through  the  skin  into 
various  parts  of  the  body,  possibly  producing  coun- 
terirritation, for  the  relief  of  suffering.  The 
mechanics  of  its  anesthetic  effects  are  still  a source 
of  great  debate. 

European  medicine  was  introduced  to  China 
along  with  Christianity  in  the  seventeenth  century 
through  the  Jesuits’  liaison  and  received  a further 
impetus  by  the  Protestants  in  the  nineteenth  cen- 
tury. A very  unusual  example  of  simultaneous 
scientific  developments  is  the  recorded  observa- 
tion of  the  correlation  of  the  growth  of  certain  ma- 
rine animals  to  lunar  periodicity  ( Kuan  Tzu,  third 
to  second  century  B.C.,  also  in  Hsia  Hsiao  Cheng, 
seventh  to  fourth  century  B.C.  as  recorded  in  Tai 
Li  Chi,  eighth  to  tenth  century  A.D.)  which  is  also 
mentioned  concerning  sea  urchins  by  Aristotle  in 
De  Partibus  Animarum,  fourth  century  B.C. 
Confirmation  of  this  phenomenon  has  been  at- 
tested to  by  H.  M.  Fox  and  others. 


TABLE  I.  Chronologic  hiatus  in  applied  technics:  aero- 
nautical, chemical,  technical,  medical,  and  so  on 

(Lag  in) 


Technics  Centuries 

Transmitted  from  China  to  the  West 

1.  Parachute  38 

2.  Lighter-than-aircraft:  flying  eggs  18 

3.  Canal  lock-gates  7-17 

4.  Square-pallet  chain-pump  15 

5.  Rotary  fan  and  rotary  winnowing 

machine  14 

6.  Piston-bellows  14 

7.  Helicopter  top  (spun  by  cord)  14 

8.  Ijon-chain  suspension-bridge  10-13 

9.  Edge-runner  mill  9-13 

10.  Silk-handling  machinery  3-13 

11.  Cross-bow  13 

12.  Wagon-mill  12 

13.  Kite  12 

14.  Cast  iron  10-12 

15.  Deep  drilling  11 

16.  Metallurgical  blowing-engines,  water- 

power 11 

17.  Sailing-carriage  11 

18.  Magnetic  compass:  Lodestone  spoon  11 

19.  Gunpowder:  medicine  “Elixir  of 

Life”  — nitroglycerin  11 

20.  Paper  10 

21.  Wheelbarrow  9-10 

22.  Zoetrope  (moved  by  rising  hot  air)  10 

23.  Nautical  construction  principles  10 

24.  Edge-runner  mill  with  application  of 

water  power  9 

25.  Cardan  suspension  (gimbals)  8-9 

26.  Breast-strap  harness  for  draught 

animals  8 

27.  Segmental  arch  bridge  7 

28.  Collar  harness  for  draught  animals  6 

29.  Gunpowder 

(a)  Pyrotechnical  display 

(b)  Flame  thrower 

(c)  Incendiary  arrows  5-6 

(d)  Brisant  force 

(e)  Rocket  propellants 

30.  Paper:  block  printing  6 

31.  Variolation,  cowpox  5-6 

32.  Lighter-than-aircraft:  dirigible, 

nonmaneuverable  5 

33.  Printing,  movable  type  4 

34.  Stern-post  rudder  4 

35.  Draw-loom  4 

36.  Magnetic  compass:  needle  4 

37.  Ironclad  warship  (the  Kobukson)  2.7 

38.  Magnetic  compass  for  navigation  2 

39.  Printing,  metal  movable  type  1 

Transmitted  from  the  West  to  China 

1.  Force-pump,  liquid  (Ctesibus,  250  B.C.)  18 

2.  Screw  and  wormdrive  (Archimedes, 

287  to  212  B.C.)  17 

3.  Crankshaft  3 

4.  Clockwork,  mechanical  3 

5.  Optical  lense  telescope  V 4 

6.  Lighter-than-aircraft,  balloon, 

maneuverable,  Lowell,  Massachusetts, 

U.S.A.  1850,  not  introduced 

7.  Atomic  bomb  (fission)  l/u 

8.  Satellite  launching  Vs 


East  and  West 

Especially  in  the  west,  we  have  come  to  under- 
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stand  that  in  spite  of  refined  instrumentation, 
causality  and  determination  are  as  elusive  as  ever. 
Newton’s  mechanical  universe  is  not  longer  valid. 
Max  Planck’s  quantum  theory,  Niels  Bohr’s  con- 
cept of  complementarity,  and  the  theories  of  mag- 
neto-hydrodynamics and  gravitation  are  remark- 
ably similar  to  the  Chinese  concept  of  interdepen- 
dency, the  relation  of  things  among  themselves. 

The  founding  of  societies  of  learned  individuals, 
gathered  for  the  purpose  of  discussing  nature, 
man,  and  his  achievements,  occurring  almost  si- 
multaneously in  distant  parts  of  the  world  at  the 
time  when  the  only  communication  between  East 
and  West  was  the  camel  caravan,  is  not  as  easily 
explicable  as  the  transmission  of  a single  inven- 
tion or  discovery  whether  by  diffusion  or  direct 
transmission.  More  accurate  explanations,  along 
the  lines  presented  earlier,  lie  in  the  future  and 
will  undoubtedly  take  into  consideration  cosmic 
events  and  forces  which  shape  the  development 
and  destiny  of  all  animate  and  inanimate  matter. 

Cultures  cannot  be  compared  on  an  ethical 
basis  since  they  are  judged  from  a point  of  refer- 
ence. They  simply  coexist  as  equally  valid  pat- 
terns of  life.  Problems  arise  when  an  individual 
or  groups  fail  to  adjust  socially  to  the  valid  drives 
prevailing  in  different  geographic  areas. 

Ancient  Greece  and  China 

It  is  difficult  to  dissociate  science  and  technolo- 
gy from  its  social  and  moral  impact  on  society. 
Hstin  Tzu  (298  to  238  B.C.),  Aristotle’s  Chinese 
counterpart,  reflects  on  “Things  the  knowledge  of 
which  does  not  benefit  man  and  ignorance  con- 
cerning which  does  no  harm  to  man”  revealing 
thereby  a skepticism  for  the  value  of  materialism 
taking  into  consideration  humanism,  morality, 
and  positivism  (Table  I). 

The  greatest  part  of  all  knowledge  acquired  by 
man  has  been  based  on  terrestrial  experiences. 
The  exploration  of  space  requires  an  extension  of 
that  knowledge.  Over  the  centuries  both  the  East 
and  the  West  have  made  contributions  to  the 
physical  and  natural  sciences  as  well  as  to  tech- 
nology. There  are  several  important  areas  where 
the  Chinese  have  expressed  originality  in  certain 
instances  up  to  five,  ten,  and  even  thirty-nine 
centuries  before  the  west.  There  are  also  discov- 
eries and  inventions  whose  claim  to  priority  re- 
main for  the  present  equivocal,  in  which  a diffu- 
sion of  ideas  and  knowledge  was  likely. 

Heracleitus  of  Ephesus  (535  to  475  B.C.)  men- 
tioned in  his  writings,  “the  sun  as  being  the  size  of 
a plate.”  He  was  a contemporary  of  Confucius 
(551  to  479  B.C.).  The  analogous  phrase:  “while 
at  midday  the  sun  is  no  bigger  than  a plate,”  in 
the  introductory  quotation,  creates  a speculation 
as  to  the  origin  and  connection  of  these  similar  ex- 
pressions by  individuals  living  thousands  of  miles 
apart  and  their  common  reference  to  the  sun  and 
the  plate.  Nothing  really  happens  by  chance. 


Democritus  of  Abdera,  I repeat  emphatically: 
“There  is  no  chance:  chance  is  fiction  invented 

to  disguise  our  ignorance.”  It  is  more  than  a 
matter  of  passing  interest  to  note  that  the  Acade- 
my of  the  Gate  of  Chi-Usia  was  founded  in  318 
B.C.,  including  such  scholars  as  Tsou  Yen,  Thien 
Phien,  Pheng  Meng,  and  Chuang  Tzu,  while  half 
around  the  world  the  Academy  of  Plato  was  al- 
ready thirty  years  past  the  death  of  its  founder. 
Incidentally,  Democedes  founded  a medical 
school  at  Athens  in  522  B.C. 

A cursory  review  of  a portion  of  early  Greek  civ- 
ilization is  pertinent  to  illustrate  the  relationship 
of  the  two  seemingly  independent  thoughts.  The 
Dorians  invaded  the  mainland  of  Greece  in  1100 
B.C.  and  950  B.C.,  forcing  the  Greeks  to  flee  their 
homeland  in  large  numbers  and  settle  in  islands 
and  on  the  shores  of  the  eastern  Mediterranean  as 
well  as  on  some  of  its  northern  and  southern  shores 
and  also  to  form  colonies  as  far  as  the  eastern 
coast  of  Spain  and  along  the  eastern  shores  of  the 
Euxine. 

It  is  significant  that  some  of  the  most  profound 
thinkers,  Anaximander,  Thales,  Anaximenes, 
Pythagoras,  Hiccataeus  of  the  Antike,  to  name  a 
few,  made  their  homes  in  Ionia,  gateway  of  the 
caravan  routes  to  China.  Pythagoras,  of  Samos, 
who  had  traveled  widely,  lived  in  Sicily,  Magna 
Graecia,  India,  and  so  on,  mentioned  that  Hera- 
cleitus journeyed  deep  into  the  Middle  East  and 
perhaps  beyond.  Therefore,  in  light  of  this,  the 
origin  of  this  analogy  is  indeed  intriguing. 

Then  we  have  parallel  achievements  which  ap- 
peared spontaneously  almost  at  the  same  time 
with  no  apparent  connection;  an  analogy  here 
would  be  the  independent  dual  and  multicentric 
incidence  of  organic  cancer  in  the  same  individual 
occurring  in  2 to  4 per  cent  of  all  malignant  condi- 
tions. 

Conclusion 

Just  as- the  governments  of  the  United  States  of 
America  and  the  United  States  of  Soviet  Russia 
and  several  other  countries  are  supporting  ever\ 
field  of  scientific  endeavor  and  the  development  ol 
new  scientific  ideas  to  stimulate  the  onwarc 
march  to  the  exploration  of  space,  so  has  China, 
handed  down  to  us  a legacy  rich  in  science  anc 
technology  of  which  the  world  is  just  becoming 
aware.  Her  legacy  promises  higher  cosmic  goals. 

/ opened  the  window  of  a solitary  tower  and  asked:  I 
Who,  on  this  enormous  planet,  decides  the  destiny  of 
human  beings? 

MaoTse-Tung 

115  Central  Park  Wei  J 
New  York,  New  York  1002  I 

A list  of  selected  reading  references  can  be  ol 
tained  from  the  author. 
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Obituaries 


Charles  F.  W.  Bove,  M.D.,  of  Patchogue,  died  on  April 
2 at  the  age  of  eighty-four.  Dr.  Bove  graduated  in  1913 
from  Baltimore  Medical  College  and  from  the  University 
of  Paris  in  1922.  He  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Kennedy  Creevey,  M.D.,  of  Troy,  died  on  March  14  at 
the  age  of  sixty^seven.  Dr.  Creevey  graduated  in  1930 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  chief  surgeon  at  Samaritan  Hospital. 
Dr.  Creevey  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Rensselaer  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alvah  R.  Davignon,  M.D.,  of  Albany,  died  on  April  16 
at  the  age  of  seventy-four.  Dr.  Davignon  graduated  in 
1922  from  Albany  Medical  College.  He  was  a Fellow  of 
the  American  College  of  Chest  Physicians  and  a member 
of  the  American  Thoracic  Society,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alfred  Elias  Fischer,  M.D.,  of  New  York  City,  died  on 
April  7 at  the  age  of  seventy-three.  Dr.  Fischer  grad- 
uated in  1923  from  Cornell  University  Medical  College. 
He  was  a consulting  pediatrician  at  The  Mount  Sinai 
Hospital.  A former  president  of  the  New  York  Diabetes 
' Association,  Dr.  Fischer  was  a Diplomate  of  the  Ameri- 
can Board  of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Giuseppe  Gareri,  M.D.,  of  Jamaica,  died  on  April  3 
at  the  age  of  eighty-one.  Dr.  Gareri  received  his  medical 
degree  from  the  University  of  Naples  in  1919.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Theodore  E.  Goembel,  M.D.,  of  Buffalo,  died  on  April 
15  at  the  age  of  sixty-eight.  Dr.  Goembel  graduated  in 
1930  from  the  University  of  Buffalo  School  of  Medicine, 
de  was  a member  of  the  Buffalo  Academy  of  Medicine, 
he  Erie  County  Medical  Society,  the  Medical  Society 
>f  the  State  of  New  York,  and  the  American  Medical 
Association. 

)avid  H.  Held,  M.D.,  of  Brooklyn,  died  on  March  30 
it  the  age  of  sixty-nine.  Dr.  Held  graduated  in  1928 
rom  Long  Island  College  Hospital.  He  was  an  adjunct 
bstetrician  and  gynecologist  at  Brooklyn  Women’s 
lospital.  Dr.  Held  was  a Fellow  of  the  American  Col- 
3ge  of  Obstetricians  and  Gynecologists  and  a member 
f the  Medical  Society  of  the  County  of  Kings,  the  Medi- 


cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  Hipp,  M.D.,  of  Port  Washington,  died  on  April 
7 at  the  age  of  seventy-four.  Dr.  Hipp  graduated  in  1932 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  ophthalmologist  at  St. 
Luke’s  Hospital  Center  and  St.  Francis  Hospital  (Ros- 
lyn)  and  an  honorary  surgeon  at  North  Shore  Hospital 
(Manhasset).  Dr.  Hipp  was  a Diplomate  of  the  Ameri- 
can Board  of  Ophthalmology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Pan  American  Association  of  Ophthalmology,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Jacobs,  M.D.,  of  Hurleyville,  died  on  March  31 
at  the  age  of  eighty-five.  Dr.  Jacobs  graduated  in  1910 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  Sullivan  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sol  Norman  Keen,  M.D.,  of  Forest  Hills,  died  on  April 
18  at  the  age  of  sixty-six.  Dr.  Keen  graduated  in  1933 
from  Creighton  University  School  of  Medicine.  He  was 
an  associate  attending  pediatrician  at  University  Hospi- 
tal. Dr.  Keen  was  a Diplomate  of  the  American  Board 
of  Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Harold  Kris,  M.D.,  of  Eastport,  died  on  July 
30,  1972,  at  the  age  of  seventy-three.  Dr.  Kris  graduated 
in  1927  from  the  University  of  Illinois  College  of  Medi- 
cine. He  was  an  attending  anesthesiologist  at  Central 
Suffolk  Hospital  Association  (Riverhead).  Dr.  Kris  was 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  American  School  Health  Association,  the  New 
York  State  Society  of  Anesthesiologists,  the  Suffolk 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Henry  Linnehan,  M.D.,  of  Pittsfield,  Massa- 
chusetts, formerly  of  Brooklyn,  died  on  December  8, 
1972,  at  the  age  of  seventy-seven.  Dr.  Linnehan  grad- 
uated in  1926  from  Harvard  University  Medical  School. 
He  was  a consulting  thoracic  surgeon  at  Kings  County 
Hospital  Center  and  a senior  surgeon  at  the  Hospital  of 
the  Holy  Family.  Dr.  Linnehan  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Albert  William  Olson,  M.D.,  of  Greenport,  died  in 
March  at  the  age  of  sixty-nine.  Dr.  Olson  graduated  in 
1929  from  Syracuse  University  College  of  Medicine.  He 
was  a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Philip  Joseph  Rapisardo,  M.D.,  of  Flushing,  died  on 
April  2 at  the  age  of  sixty-seven.  Dr.  Rapisardo  grad- 
uated in  1933  from  St.  Louis  University  School  of  Med- 
icine. He  was  a member  of  the  American  Academy  of 
General  Practice,  the  American  Society  of  Clinical  Hyp- 
nosis, the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

H.  McLeod  Riggins,  M.D.,  of  New  York  City,  died  on 
April  12  at  the  age  of  seventy-three.  Dr.  Riggins  grad- 
uated in  1924  from  Jefferson  Medical  College.  He  was 
a consulting  physician  in  chest  diseases  at  Bellevue  Hos- 
pital, a consulting  physician  in  pulmonary  diseases  at 
Queens  Hospital  Center,  and  an  attending  physician  in 
chest  diseases  at  New  York  Eye  and  Ear  Infirmary.  Dr. 
McLeod  was  a Fellow  of  the  American  College  of  Physi- 


cians and  a member  of  the  American  Thoracic  Society, 
the  American  Association  for  Thoracic  Surgery,  the 
American  Clinical  and  Climatological  Association,  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Felice  Raphael  Viti,  M.D.,  of  Brooklyn,  died  on  April 
1 at  the  age  of  sixty-one.  Dr.  Viti  graduated  in  1935  from 
Loyola  University  School  of  Medicine.  A senior  assis- 
tant surgeon  at  St.  Clare’s  Hospital,  Dr.  Viti  was  a mem- 
ber of  the  American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Weinberg,  M.D.,  of  New  York  City,  died  on  April 
8 at  the  age  of  eighty-two.  Dr.  Weinberg  graduated  in 
1913  from  Fordham  University  School  of  Medicine.  He 
was  a consulting  anatomic  pathologist  at  the  laboratory  i 
division  at  St.  Clare’s  Hospital.  Dr.  Weinberg  was  a | 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer-  | 
ican  Medical  Association. 
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168th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  24  through  28, 1974 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 1140,  1141 

Antibiotics 

E-Mycin  (Upjohn  Company) 1153 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company 1149 

Antispasmodics 

Donnatal  (A.  H Robins  Company) 1155 

Cerebrovascular  dilators 

Menic  (Geriatric  Pharmaceutical  Corp.) 1161 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceuticals) 1168 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 1167 


Intestinal  antispasmodics 
Kinesed  (Stuart  Pharmaceuticals,  Div. 


I.C.I.  America  Inc.) 2nd  cover,  1 139 

Investment  advisory  service 

Irving  Trust  Company 1159 

Laxatives 

Stimulax  (Geriatric  Pharmaceutical  Corp.) 1145 

Multivitamins 

Allbee  with  C (A.  H Robins  Company) 1156 

Beminal  (Ayerst  Laboratories) 1151 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories) 1143 

Topical  antiinflammatory  antipruitics 

Cordran  (Eli  Lilly  & Company) 1162 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 1147 


TRAINED  MEDICAL  ASSISTANTS 


to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 


Mandl  School  854  Vsl MIm10019 

175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
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THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

(A  non-profit  Foundation) 

The  Manhattan  Kidney  Center  of  the  New 
York  Nephrology  Foundation  is  a specialized 
ambulatory  care  facility  which  provides  periodic 
hemodialysis  (artificial  kidney)  treatment  to 
patients  with  chronic  kidney  failure. 

Long-term  treatment  can  be  arranged  for 
kidney  failure  patients,  including  those  patients 
who  are  awaiting  kidney  transplant  and  training 
for  home  dialysis  treatment. 

Temporary  intervals  of  treatment  can  be 
arranged  for  patients  visiting  New  York. 

The  Manhattan  Kidney  Center  is  approved 
by  the  New  York  State  Department  of  Health. 

For  information  call:  (212)  725-5540 

THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

Manhattan  Kidney  Center 
40  East  30th  Street,  New  York,  N.Y.  10016 


PHYSICIANS  WANTED 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  p 
bilitv  of  additional  income.  Include  complete  curriculum  vitae  in  n 
Dept.  282,  c/o  NYSJM. 


GENERAL  PRACTITIONER,  UPSTATE  NEW  YORK-PENNSYLV. 

border.  A happy  place  to  work,  play  and  bring  up  children.  Contact  Wi 
K.  Nowill,  M.D.,  963  Walnut  St.,  Elmira,  N.Y.  14901. 


RADIOLOGIST  WANTED:  FOR  VOLUNTARY  HOSPITAL  STAR' 

July  1 or  September  1,  1973  at  candidate’s  option.  Board  certified,  n 
diagnosis;  some  nuclear  medicine  and  abdominal  vascular  roentgen 
Apply:  Milton  Birnkrant,  M.D.,  Director  of  Radiology',  Jewish  Met 

Hospital,  196th  St.  & Broadway,  New  York,  N.Y.  10040. 
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IfSICIANS  WANTED— CONT  D 


LF  HEMATOLOGY  SERVICE-DEPARTMENT  OF  MEDICINE;  1000 
(i  acute  general  hospital,  major  teaching  division  of  New  York  City  Medical 
;iool.  Position  of  Chief  of  Hematology  Service  provides  opportunity  to  di- 
li:  well-staffed  (faculty,  house  staff,  technicians),  well-equipped  (all  modern 
baatologic  labs)  reputable  unit.  Service  currently  provides  excellent  bal- 
a e of  patient  care,  teaching  & investigative  activities.  Salary  in  the  range 
B 35,000  to  $40,000+  significant  fringe  benefit  package.  Offer  and  appoint- 
art  made  by  medical  school  & faculty  rank  will  be  appropriate  to  qualifica- 
tns.  Write,  including  curriculum  vitae  to  Dept.  314,  c/oNYSJM. 


SERAL  PRACTITIONER:  CAPE  VINCENT,  NEW  YORK,  ON  THE 
b utiful  St.  Lawrence  River.  Enjoy  good  living  conditions  away  from  the 
htle  and  bustle  of  city  life.  Excellent  fishing  and  boating  in  the  Thousand 
Is  nds  region.  Medical  feasibility  study  completed  and  available.  Inter- 
e d?  Contact  Mr.  Harold  Wiley,  Chairman,  Doctor’s  Committee,  Box  716, 
C >e  Vincent,  N.Y.  13618. 


IMCIAN  WANTED— CAMP  KEWANEE,  NEVERSINK,  N.Y.  (P.O., 
Pcsville,  N.Y.),  100  miles  from  New  York  City.  Co-ed,  ages  6-17;  200 
zi  pers;  member  A.C.A.  & A.P.C.  Modern  well-equipped,  heated  infirmary; 
listed  by  two  nurses;  living  quarters  for  family;  U.S.  citizenship  required; 
■lr  or  August.  Salary  plus.  Call  collect  (212)  276-6868,  or  write  Camp  Re- 
s' ee,  128-55  234th  St.,  Laurelton,  L.I.,  N.Y.  11422. 


M.D.— RESEARCH- 
PHARMACEUTICALS 

Several  interesting  full  time  positions  with  excellent  opportunity  for 
advancement  on  staff  of  leading  pharmaceutical  company  for  research 
oriented  M.D.’s  interested  in  long  term  career  in  medical  research. 
Prior  research  experience  in  industry  or  academae  helpful  but  not 
essential.  Particularly  interested  in  individual  with  boards  or  board 
eligibility  in  fields  of  internal  medicine,  pediatrics,  anesthesiology, 
clinical  pharmacology  or  public  health  from  first  line  medical  institu- 
tions in  U.S.,  Great  Britain  or  Canada.  Licensure  or  capability  of  licen- 
sure in  New  Jersey  helpful  but  not  essential.  Base — low  $30  s plus  gen- 
erous fringe  package.  Location  in  Northern  New  Jersey. 

For  details  send  copy  of  resume  or  C.V.  to 

Packard  Associates 

Box  551 . Manhasset,  N.Y.  11030 


PHYSICIANS  WANTED— CONT  D 


1RNIST  WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE,  TO  TAKE 

j'  practice  of  retiring  member  of  well-established,  multi-specialty  group. 
4 urban  North  Shore  of  Long  Island.  Subspecialtv  acceptable.  Dept.  320 
0/ NYSJM. 


TRNIST  OR  FAMILY  PRACTITIONER  TO  JOIN  2 PEDIATRICIANS 
ai ! 2 family  practitioners  in  community-sponsored  salaried  group.  Excellent 
»;ing  conditions,  college  town.  Minimum  $30,000,  increments  for  experi- 
# /Board  certification.  A.  H.  Matlin,  M.D.,  Medical  Director,  Northern 
Lingston  Health  Center.  Inc.,  P.O.  Box  36,  Geneseo,  N.Y.  14454.  (716) 

2*2860. 


RICIAN,  N.Y.  LICENSE,  TO  COVER  INDUSTRIAL  OFFICE  DOWN- 
0 N.Y.C.  for  July  1973.  Excellent  for  retired  or  semi-retired  physician. 
Ll  assistance  from  office  personnel.  Hours  9 to  5,  Mon.  thru  Friday;  Sat. 
1.  Office  treatments  only.  Excellent  remuneration.  Dept.  317,  c/o 

Him. 


lOPEDIST,  BOARD  ELIGIBLE  OR  CERTIFIED.  FULL-TIME  PRE- 
>a  multispecialty  group  in  New  York  City  area.  Salary  $35,000;  mal- 
* ice  and  all  expenses  paid.  Send  curriculum  vitae  with  first  letter.  Dept. 
’J:/o  NYSJM. 

•ft 


INTERNIST,  G.P.  AND  ORTHOPED  TO  JOIN  PROFESSIONAL  CORPORA- 
tion  of  five  internists,  two  general  surgeons,  one  thoracic  surgeon,  and  one 
orthopedic  surgeon.  Located  in  the  heart  of  the  Finger  Lakes.  Progressive, 
rapidly  growing  community  with  an  abundance  of  recreational  and  cultural 
opportunities.  No  investment  required.  Your  liberal  first-year  salary  high- 
lighted by  vacations,  insurance  plans,  a profit-sharing  program,  and  a friendly 
community.  Your  interview  can  be  arranged  bv  calling  Steven  E.  Pieri, 
M.D.  collect  (607)  936-9971. 


EMERGENCY  ROOM  PHYSICIAN:  FULL  TIME,  5 PHYSICIAN  DEPART- 
ment;  342  bed  hospital;  35,000  visits;  1%  hours  from  N.Y.C. ; N.Y.S.  license 
required.  Norman  E.  Watt,  M.D..  Vassar  Brothers  Hospital,  Poughkeepsie, 
N.Y.  (914)431-2305. 


INTERNIST  FOR  ASSOCIATION  WITH  FOUR,  BOARD-CERTIFIED  IN- 
temist  affiliates.  Unlimited  professional  opportunities  for  practice  in  one  of 
the  nation's  outstanding  recreational  areas  in  the  Lake  Ontario-Thousand 
Islands  area  of  northern  New  York.  Dept.  322,  c/o  NYSJM. 


Y'  IIATRIST:  BOARD  TRAINED,  QUALIFIED  OR  CERTIFIED  STAFF 
'8;  liatrist  for  active,  30-bed  psychiatric  inpatient  unit  located  on  Staten 
sLi,  New  York.  Full-time  position  and  residence  on  Staten  Island  pre- 
'er  I.  Must  have  fluent  knowledge  of  English.  Facility  is  part  of  multi-pro- 
rs  North  Richmond  Community  Mental  Health  Center.  Salary  competi- 
iv  /ith  ample  opportunities  for  private  practice.  New  York  State  licensure 
lability  mandatory.  Send  resume  with  letter  to:  L.  Miller,  M.D.,  Di- 
, Psychiatric  Inpatient  Service,  North  Richmond  Community  Mental 
■fc  h Center,  St.  Vincent’s  Medical  Center  of  Richmond.  25  Fanning  St., 
n Island,  N.Y.  10314. 


Y /IANS  WANTED:  MALE  & FEMALE.  LICENSED  FOR  CHIL- 

camps,  July-August.  Good  salary;  free  placement;  350  member 
;.  Write  Dept.  P,  Association  Private  Camps,  55  West  42  St.,  New  York, 
0036.  Phone  (212)  OX  5-2656. 


V LAN  DURING  JULY  AND  AUGUST  1973  FOR  CHILDREN’S  CAMP 
*•  d at  Beach  Lake,  Pa.;  accommodates  350  campers,  ages  6-16;  complete 
ic  n health  center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each 
■'O' i;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  June  29th 
^ °ses  August  24th.  Private  room  and  facilities.  Write  to  Trail’s  End 
*' , c/o  Beach  Lake.  Inc.,  215  Adams  St.,  Brooklyn,  N.Y.  11201,  and  in- 
*ul  /our  telephone  number. 


DIRECTOR  OF  MEDICAL  SERVICES  IN  240-BED,  MODERN  GERIATRIC 
facility  in  Rochester,  New  York.  Be  part  of  an  established  program  focused 
on  rehabilitation.  Requires  full  time  medical  physician  with  broad  exper- 
ience in  the  active  practice  of  medicine.  Knowledge  of  geriatrics  and  admini- 
stration desirable.  Salary  commensurate  with  experience.  Jewish  Home  & 
Infirmary,  Inc.,  1180  St.  Paul  St.,  Rochester,  N.Y.  14621. 


PEDIATRICIAN,  EXCELLENT  OPPORTUNITY  FOR  BOARD  ELIG/CERT. 
ped.  Practice  in  affluent  Westchester  suburb.  Need  for  pediatrician  in  area; 
office  for  you  in  bldg,  now  occupied  by  internist.  No  investment;  unique  op- 
portunity; attractive  terms  for  right  man.  Curriculum  vitae  with  letter.  R. 
Kones,  M.D.,  Westchester  Ave.,  Pound  Ridge,  N.Y.  10576. 


REHABILITATION  CENTER,  NEAR  ROANOKE,  FOR  PSYCHO-GERI- 
atric  patients  with  dynamic  program  needs  M.D.  with  Virginia  license.  Suit 
older  man  wishing  to  slow  down.  For  details  contact:  Director,  Catawba 

Hospital,  Catawba,  Virginia  24071. 
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POSITIONS  WANTED 


ANNOUNCING 

SIXTH  ANNUAL 

EAGLEVILLE  CONFERENCE 

on 

ALCOHOLISM 
and  DRUG  ADDICTION 

FRIDAY,  JUNE  8,  1973,  9 a.m— 4 p.m. 
EAGLEVILLE  HOSPITAL 
AND  REHABILITATION  CENTER 

Eagleville,  Pennsylvania 
(just  outside  Philadelphia  near  Valley  Forge) 

Forty  distinguished  practitioners  of  international 
stature  will  report  on  two  previous  days  of  rigorous 
examination  of  the  treatment,  training,  and 
medico-legal  aspects  of: 

ALCOHOLISM  AND  DRUG  ADDICTION- 
ONE  PROBLEM  OR  TWO? 

Advance  Registration  Send  to: 

Required  Sixth  Eagleville  Conference 

Fee  $25  (incl.  luncheon)  Eagleville  Hospital 

Eagleville,  Pa.  19408 


PRACTICES  WANTED 


ophthalmologist,  board  certified,  medical  SCHOOL  AFFILIA- 

tion,  would  desire  ophthalmic  practice  from  retiring  ophthalmologist  in 
Manhattan  or  immediate  vicinity.  Dept.  316,  c/o  NYSJM. 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice  New  York  and  New  Jersey  license  Dept.  215,  c/o 
NYSJM 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 


EXPERIENCED,  FREE-LANCE  MEDICAL  WRITER  WILL  PUT  YOUR 
experimental  or  clinical  findings  into  publishable  shape.  Call  evenings 
(212)  787-5546,  or  write  Dept.  305,  c/o  NYSJM. 


RADIOLOGIST,  BOARD  DIPLOMATE,  LOOKING  FOR  PART-TIME 
full-time  position.  New  York,  any  borough.  Write  P.O.  Box  155,  Flatb 
Station,  Brooklyn,  N.Y.  11226. 


POSITION  WANTED:  GENERAL  SURGEON,  AGE  55,  F.A.C.S.  BOA 
eligible,  New  York  State  license.  National  Boards,  desires  active  prat 
in  small  town  with  hospital  facilities.  First  year  $40,000  minimum  < 
office  and  secretary;  second  year  negotiable.  Dept.  306,  c/o  NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  EXPERIENCE  ALL  TY 
anesthesia,  seeks  practice  in  Long  Island  area.  N.Y.  license.  Dept 
c/o  NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  AGE  43,  EXPERIENCED  IN  I 
versity  hospital,  community  hospital  and  private  office  practice,  desires 
time  position  reading  films  as  consultant  for  physician  or  group  of  physic 
in  hospital,  in  clinic,  or  in  industrial  situation.  American  born  and  trt 
in  university  medical  center.  N.Y.  Metropolitan  area.  Dept.  318, 
NYSJM. 


PSYCHIATRIST,  BOARD  ELIGIBLE,  SEEKING  PART-TIME  WORK  V 
good  medical  groups  in  Nassau  and  Westchester  Counties.  Medicaid 
ferred.  Dr.  Dass  (212)  380-1655. 


PRACTICES  AVAILABLE 


PROFESSIONAL  PRACTICE:  OPPORTUNITY  AVAILABLE  FOR 

chase  of  excellently  equipped  office  for  the  practice  of  internal  medicir  j 
high,  middle  income  community  in  Manhattan,  N.Y.C.  The  cost  is  | 
erate.  Monthly  rent  is  $250.  Retiring  physician  will  cooperate  to  e 
thorough  indoctrination  and  smooth  transfer.  Call  (212)  GR  3-1126. 


WANTED:  1-2  G.P.S  TO  RENT  SIX-ROOM.  EQUIPPED  OFFIC1  | 

main  thoroughfare  near  excellent  hospital.  Take  over  active  practice  on 
ville  Centre  vicinitv  by  simply  paving  rent  of  $350  per  month.  Will  intn  j 
Phone  (516)  766-2956! 


GENERAL  PRACTICE  AVAILABLE  WESTCHESTER  COUNTY.  0’  | 
has  been  operating  on  limited  schedule,  wishes  to  retire.  1972  gross  S 
Monthly  rental  is  $250  with  lease  available.  Will  introduce.  Thi: 
outstanding  buy  at  $15,000  with  terms  available.  Professional  Practict  | 
310  Madison  Ave.,  New  York  City.  (212)  697-7566. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SE  | 
of  Manhattan.  Complete  medical  full  floor;  complete  residential  flo< 
Le.  2-2154. 


LONG  ISLAND  MINI  ESTATE:  IDEAL  LOCATION  FOR  HOME  A 
professional  building.  Custom  built;  five  separate  entrances;  top  c ] 
tion;  beautifully  landscaped;  private  country  atmosphere;  ample 
adjacent  State  Park,  summer/winter  sports.  At  expressway  exit, 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must 
(516) 935-2083. 


KATONAH,  WESTCHESTER  COUNTY.  N.Y.  OUTSTANDING  ; l 
tunity!  Long  established  and  fully  equipped  medical  group  build: 
2-story  garage  with  4 room  income  apartment.  Central  location, 
from  Penn  Central  Railroad.  Ample  off-street  parking.  Brochure  on 
$125,000.  A.E.C.  Realty,  Route  35,  South  Salem,  N.Y.  (914)  763-3149 
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AL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


1TON  PLACE,  N.Y.C.  LIVE  IN  COMFORT,  7 LARGE  ROOMS,  3 BED- 
oms,  maids  room,  4 bathrooms,  extra  large  L.R.,  D.R.  for  entertaining, 
-chitectural  work.  One  bedroom  in  separate  wing.  Price  $75,000;  main- 
nance  $829.  Call  (212)  753-2848,  or  838-5830. 


( SALE:  ROSLYN  ESTATES,  L.I.  CUSTOM  RANCH  HOME/OFFICE, 

I minutes  to  N.Y.C.  Built  1961,  brick  & shingle;  % acre  beautifully  land- 
iped.  Office:  4 rooms,  bath,  separate  entrance.  House:  8 rooms  (3  bed- 
ims),  2 baths.  All  air  conditioned,  soundproof,  automatic  humidifier,  ga- 
*e  door.  All  conceivable  appliances  included.  $128,500.  Call  (516)  MAl- 
70. 

M ACULATE,  6-ROOM  UNIT  IN  DUTCHESS  COUNTY;  FORMER  GEN- 
itl  practitioner’s  office.  Hospital  Vi  mile.  Area  wide  open.  $350/month 
e ludes  utilities.  Two  hours  from  N.Y.C.  Helen  Z.  Battistoni  Ltd., 
realtors,  22  East  Market  St.,  Rhinebeck,  N.Y.  12572.  (914)  876-7091. 


F CE  AND  HOME  FOR  SALE  IN  EXCLUSIVE  FOREST  HILLS  GAR- 
i is.  (212)  BO  3-5384. 


BICE  PROFESSIONAL  SPACE  AVAILABLE;  54  ST  & 1ST  AVE,  IN 
c irable  Sutton  Place  area,  New  York  City.  New  building;  attactive  rentals. 
{ rroximately  440,  780  and  830  sq.  ft.  units.  Immediate  occupancy.  Charles 
•iGreenthal  & Co.,  18  East  48  St,  (212)  PL2-4700 


tlOLA  PROFESSIONAL  OFFICE  AND  HOME:  8 ROOM  RESIDENCE 
i 5 room  office.  Established  practice  for  specialist  or  family  practice. 
:able  for  other  professionals.  Retiring;  medical  equipment  for  sale.  Air 
iitioned,  fully  landscaped,  swimming  pool;  main  thoroughfare.  Ernest 
haelson,  M.D'.  (516)  PI  6-7789. 


TO  RICO:  RENTING  LOVELY  EFFICIENCY  STUDIO,  CONDADO 
i;  swimming  pool,  tennis  courts,  private  entrance  to  beach.  Weekly, 
ithly ; close  to  hotels  and  shopping  areas.  Call  evenings  (212)  850-4913,  or 
ie  C.N.P.,  Apt.  2-A,  548  Riverside  Dr.,  New  York,  N.Y.  10027. 


ER  MT.  VICINITY:  NEW.  BEAUTIFUL  CHALET  WITH  APPROX, 
res  of  land.  3 bedrooms,  2 baths,  sauna,  fireplace  & carpeted.  Full  base- 
t and  garage.  Private  tennis  and  heated  pool.  $47,500.  Also  building 
tapprox.  5 acres  includes  private  tennis  and  pool;  $9,750.  Phone  weekdays 
- ,)  746-8530;  weekends  (914)  688-5525. 

i SLOPE  AREA,  BROOKLYN,  NEW  YORK:  OFFICE  TO  RENT  OR 
• a full  or  part  time.  Fully  equipped.  Reasonable  rent.  Opportunity  for 
J rage  and  informal  internist’s  association.  Call  (212)  NE  8-2370,  or  write 
9;.  323,  c/oNYSJM. 


■INGTON  POOL  AREA:  $84,500  YOUNG,  SPRAWLING,  SPLIT - 

4 bedrooms,  3 Hollywood  baths,  many  extras.  Two  rec.  rooms,  ter- 
a floors,  finished  basement.  Walk  to  station,  shopping,  schools, 
ktifully  landscaped.  Suitable  for  physician.  Low  taxes.  (516)  HU 
- .9,  or  HU  2-4929. 


1 5,  CUSTOM  BUILT  FOR  DOCTOR  S OFFICE,  PRIME  CORNER,  2200 
<!• ..  located  near  Garden  City.  Suitable  for  one  or  more  physicians.  Cen- 
n iir-conditioning;  wired  for  X-ray.  2V2  baths.  Four  room  apartment. 
J eck  over  two-car  garage;  parking.  Owner  will  hold  mortgage.  (516) 


/ 


m 
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PROFESSIONAL  MEDICAL  CENTER 


• New  York's  newest— and  most  modern— professional  building. 

• Expressly  designed  and  equipped  for  professional  medical  service. 

• In  close  proximity  to  New  York  Hospital,  Cornell  Medical  College 
Rockefeller  Institute.  Memorial  Center,  Manhattan  Eye.  Ear  & Throat  Hospital. 

• 1 10,000  sq  ft.  of  space,  suites  according  to  need  • 400-car  attended  garage 
Individual  security  system;  information  and  security  desk  in  lobby. 

• Easy  access  from  Queensboro  Bridge.  FDR  Drive,  bus  lines,  etc. 

• Individually-controlled  year-round  air-conditioning  and  heating  system. 

• Emergency  stand-by  generator. 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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First  in  a new  series  of 

medical  forums  — sponsored  by  AMA. 

Confluence  73:  successor  to  AMA's  popular 
annual  convention 

Confluence  73:  a whole  new  approach  to  the 
interchange  of  medical  knowledge,  an  intermixing 
of  your  education  and  experience  with  that  of  leading 
medical  researchers  and  experts  covering  a broad 
variety  of  meaningful  and  rewarding  subjects. 


Confluence  73:  spotlight  on  18  challenging 
postgraduate  courses  — 11  of  them  never  offered 
before  by  AMA.  Spotlight  on  stimulating  Joint 
Scientific  Sessions  offering  a rare  opportunity  for 
physicians  in  different  specialties  to  meet  and 
exchange  ideas  on  highly  topical  subjects  — like 
“The  Battered  Child"  and  “Revascularization  of 
the  Ischemic  Myocardium.”  Spotlight  on  special 
demonstration  exhibits  including  urology  and 
cardiopulmonary  resuscitation. 

Confluence  73:  New  York.  June  23-27. 


New  York  Coliseum:  General  Registration,  Scientific  Meetings  & Exhibits 


t : 


Advance  Registration 

Please  return  to: 

Circulation  and  Records  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Please  print 

Name  

(each  physician  must  register  in  his  own  name) 


Office  Address 

City/State/Zip  

I am  a member  of  the  AMA  through  the 

State  Medical  Association  or  in  the  following  govern- 
ment service:  


This  form  must  be  returned  before  May  23,  1973.  Your 
Advance  Registration  Card  and  tickets  will  be  sent  to 
you  on  June  7,  unless  you  request  an  earlier  mailing 
date. 


General  Registration 

□ AMA  members  and  their  guests:  no  fee 

□ Non-member  physicians:  $25 

□ Non-member  medical  students:  $10 

□ Guests  of  non-members:  $5 

□ Reservations  for  Scientific  Awards  Dinner 

Tuesday,  June  26/Reception:  6:30  p.m. /Dinner:  7:30  p.m. 
Tickets:  $15  each,  payable  in  advance 

My  remittance  of  $ is  enclosed. 

(Make  check  payable  to  American  Medical  Association.) 

Check  must  accompany  registration. 

In  accordance  with  the  AMA  Bylaws,  I hold  active 
membership  in  the  AMA,  and  I wish  to  vote  in  the 
Scientific  Section  I have  checked: 


01 

□ 

Allergy 

24 

□ 

Neurology 

02 

□ 

Anesthesiology 

13 

□ 

Obstetrics 

26 

□ 

Cardiovascular  Diseases 

and  Gynecology 

05 

□ 

Clinical  Pharmacology 

14 

□ 

Ophthalmology 

and  Therapeutics 

15 

□ 

Orthopedic  Surgery 

20 

□ 

Colon  and  Rectal  Surgery 

10 

□ 

Otorhinolaryngology 

03 

□ 

Dermatology 

16 

□ 

Pathology 

04 

□ 

Diseases  of  the  Chest 

17 

□ 

Pediatrics 

07 

□ 

Family  and  General 

18 

□ 

Physical  Medicine 

Practice 

and  Rehabilitation 

11 

□ 

Federal  and  Military 

27 

□ 

Plastic  and 

Medicine 

Reconstructive  Surgery 

06 

□ 

Gastroenterology 

19 

□ 

Preventive  Medicine 

08 

□ 

General  Surgery 

12 

□ 

Psychiatry 

09 

□ 

Internal  Medicine 

21 

□ 

Radiology 

25 

□ 

Neurological  Surgery 

22 

□ 

Urology  5 
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NEW  YORK  CITY  AREA 


June  4/7,  1973 

St.  Vincent  s Hospital  and  Medical  Center 

Dr.  Harold  R.  Cronin  Research  Building 
153  West  1 1th  Street 

Seminar  and  Practical  Workshop 

CLINICAL  APPLICATION  OF  CYTOLOGY 
IN  OBSTETRICS  AND  GYNECOLOGY 
(With  Emphasis  on  Fluorescent  Microscopy) 

Monday — 8:30  a.  m. -5:00  p.m. 

Registration  (Cronin  10  Auditorium) 

1 . Introduction  and  Opening  of  Seminar 

BERNARD  J.  PISANI,  M.D. 

2.  Historical  Evolution  of  Exfoliative  Cytol- 
ogy and  Pertinent  Clinical  Applications 

RICHARD  RIVA,  M.D., 

College  of  Medicine  and  Dentistry  of  New  Jersey 

3.  Cytology  and  Gynecology 

EMANUEL  L.  HECHT,  M.D. 

4.  Fluorescent  Microscopy 

JOHN  CLITHEROE,  Ph.D. 

Community  College,  Staten  Island 

Tuesday — 9:00  a. m. -5:00  p.m. 

1.  Basic  Gynecologic  and  Obstetric  Cytol- 
ogy and  Diagnosis  of  Vulvovaginitis  by 
Cytologic  Techniques 

KARL  G.  KLINGES,  M.D. 

College  of  Medicine  and  Dentistry  of  New  Jersey 

2.  Technical  Workshop 

Wednesday — 9:00  a. m. -5:00  p.m. 

Technical  Workshop 

Thursday — 9:00  a. m. -5:00  p.m. 

1.  Technical  Workshop 

2.  Review  and  Critique 

Doctors  Riva,  Klinges  and  Clitheroe 
FEE:  $150 

Contact:  H.  L.  RIVA,  M.D.,  at  the  above  address 

June  4/8,  1973 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue — Room  305 

DRUG  ABUSE  AND  DEPENDENCE 

FEE:  $185  ($10  Registration  Fee  should  accompany  ap- 

plication) 


Inquiries:  Program  of  Continuing  Education,  21  Audubon 

Avenue,  N.Y.,  N.Y.  10032.  Tel.  (212)  568-4334. 

I 

June  5 and  12,  1973 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

June  5 

Recurrent  Pericarditis — Etiology  Undeter- 
mined 

HOWARD  KLOTH,  M.D. 

N.Y.U.  School  of  Medicine 

June  12 

Dizziness:  A Clinical  Syndrome 

GORDON  F.  SCHAYE,  M.D. 


TUESDAY,  JUNE  5 

4:30  p.m. 

“Diabetes  Today”  Series 

New  York  Medical  College 

Cohen  Research  Building — Room  R-114 

Madison  Avenue  and  106th  Street 

MECHANISMS  OF  NITROGEN  CONSER- 
VATION DURING  PREGNANCY 

BOYD  E.  METZGER,  M.D. 

Northwestern  University  School  of  Medicine 
Chicago,  Illinois 


June  6/8,  1973 

9:00  a.m. -5:00  p.m. 

Babies  Hospital,  Children’s  Medical  and  Surgi- 
cal Center  of  New  York 

Barbizon  Plaza  Hotel 
Central  Park  South 

POSTGRADUATE  COURSE  IN  PEDIAT- 
RICS: RECENT  ADVANCES  IN  PEDIAT- 

RIC THERAPY 

FEE:  $175  (Interns  and  Residents  $100) 

Write:  MARTIN  I.  LORIN,  M.D.,  Dir.,  Medical  Education, 

Babies  Hospital,  3975  Broadway,  New  York,  N.Y.  10032. 


WEDNESDAY,  JUNE  6 

Noon 

Downstate  Medical  Center 

Pediatric  Library — 4th  Floor 
450  Clarkson  Avenue 
Brooklyn 

Research  Pediatric  Seminar 

ENDOCRINOPATHIES  IN  CHILDREN 
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WITH  MALIGNANCIES 

EDUARDO  ORTI,  M.D. 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

CURRENT  APPROACH  TO  TREATMENT  OF 
PROSTATION 

JOHN  HERMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1V2C1AAFP 


8:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Physical  Medicine  and  Rehabilitation  with 
the  New  York  Society  of  Physical  Medicine 
and  Rehabilitation 

2 East  103rd  Street 

APHASIA 

LADISLAV  HINTERBUCHNER,  M.D. 

Brooklyn-Cumberland  Hospital 


June  8 and  9,  1973 

St.  Vincent’s  Hospital  and  Medical  Center 

Dr.  Harold  R.  Cronin  Research  Building 
153  West  1 1th  Street 

Postgraduate  Course  in 

GYNECOLOGIC  ENDOSCOPY 

Friday — 1:00  p.m. 

1.  Historical  Background  of  Endoscopy 

2.  Indications  and  Contraindications 

3.  Film  on  Patient  Positioning,  Endoscopic 
Photography,  Instrumentation  and  Anes- 
thesia 

4.  Clinical  Review;  Differential  Diagnosis 

a.  P.I.D.,  Endometriosis,  Ectopic 

b.  Borderline  Mass 

c.  Infertility 

d.  During  Pregnancy 

5.  Complications  of  Endoscopy 

6.  Critique 

Saturday — 8:00  a.m. 

Cases  in  Operating  Pavilion 


FEE:  $200 

For  information,  please  write:  H.  L.  RIVA,  M.D.,  Depart- 

ment of  Obstetrics  and  Gynecology,  at  the  above  address. 
Tel.:  (212)620-1762/1440/1477. 


TUESDAY,  JUNE  10 

4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshop  in  Oncology  for  the  Practicing  Physician 

THE  GYNECOLOGICAL  EXAMINATION 
INCLUDING  THE  PROPER  TECHNIC  FOR 
DOING  THE  PAPANICOLAOU  SMEAR 


TUESDAY,  JUNE  12 

8:30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

A BORDERLINE  CASE:  EGO  SYNTHESIS 

AND  COGNITION 

SAMUEL  ATKIN,  M.D. 


BROOME  COUNTY 


June  7 and  14,  1973 

1 1 :00  a.m.,  Thursday 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

CLINICAL  SEMINARS 

Conducted  by  the  Upstate  Medical  Center, 

Syracuse,  New  York 

June  7 

Metabolic  Disorders  Associated  with 
Malignancies 

ARNOLD  MOSES,  M.D. 

June  1 4 

Fluid  and  Electrolyte  in  Kidney  Function 
and  Liver  Disease 

EDWARD  T.  SCHROEDER,  M.D. 

Medical  Grand  Rounds  will  be  held  at  10:00  a.m.,  preced- 
ing each  of  the  above  sessions. 


BUFFALO  AREA 

June  4/8,  1973 

The  State  University  of  New  York  at  Buffalo 

School  of  Medicine 
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REFRESHER  COURSE  IN  PEDIATRICS 

An  intensive  refresher  course  in  pediatrics  is  being  offered 
at  the  State  University  of  New  York  at  Buffalo  School  of 
Medicine  under  the  sponsorship  of  the  Bureau  of  Maternal 
and  Child  Health  and  Family  Planning,  New  York  State 
Department  of  Health.  It  is  intended  primarily  for  general 
practitioners  but  pediatricians  will  also  find  the  course  of 
value: 

All  teaching  will  be  done  by  the  faculty  of  the  School  of 
Medicine  under  the  supervision  of  Dr.  Jean  A.  Cortner, 
Head  of  the  Department  of  Pediatrics. 

Registration  fee  is  $5  ( check  to  be  made  payable  to  the 
State  University  of  New  York  at  Buffalo).  Tuition  for  each 
physician  enrolled  in  the  course  is  paid  by  the  New  York 
State  Department  of  Health.  Application  for  enrollment 
must  be  made  prior  to  May  15,  1973  to  the  Bureau  of  Ma- 
ternal and  Child  Health  and  Family  Planning,  162  Wash- 
ington Avenue,  Albany,  New  York  12210.  The  registration 
fee  must  accompany  the  application. 

Applications  are  obtainable  from  full-time  health  officers, 
the  Department  of  Continuing  Medical  Education,  School 
of  Medicine,  State  University  of  New  York  at  Buffalo,  221 1 
Main  Street,  Buffalo  14214  or  the  Bureau  of  Maternal  and 
Child  Health  and  Family  Planning,  162  Washington  Avenue, 
Albany  12210. 


State  University  of  New  York  at  Buffalo 

School  of  Medicine 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel (716)  831-5526 

June  4/8 

Refresher  Seminar  in  Pediatrics 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 

August  6/9 
School  Health 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to 
all  physicians  presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third 
Wednesday  of  each  month  under  the  direction  of  Gerald 
P.  Murphy,  M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m. 
on  the  fourth  Thursday  under  the  direction  of  Eugene  R. 


Mindell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored  by 
the  Department  of  Family  Practice  and  presented  at  8:30 
a.m.  the  first  Thursday  under  the  direction  of  Ernest  R. 
Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 
York  at  Buffalo,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526 

PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 

Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  ap- 
plicant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 
Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 


PHYSICIANS’  PLACEMENT 


BROOKLYN,  N.Y.,  Kings  County.  Part  time  Medical  Director 
for  Physician  Associate  Program  capable  of  teaching 
physical  diagnosis 

CONTACT:  ARNOLD  LEWIS,  M.D.,  The  Brooklyn  Hospital, 

121  DeKalb  Avenue,  Brooklyn,  N.Y.  11201.  Tel.  (212) 
270-4532. 


CATO,  N.Y. , Cayuga  County.  G.P. 

CONTACT:  FLORENCE  WILKES,  Secty.,  Northern  Cayuga 

Health  Services,  Cato,  N.Y.  13033.  Tel.  (315)  626-6401. 


CHERRY  VALLEY,  N.D.,  Otsego  County  needs  a Family 
Physician. 

CONTACT:  MR.  WILKIE  T.  MADDOX,  P.O.  =65,  Cherry  Val- 

ley, N.Y.  13320.  Tel.  (607)  AN  4-5511. 


HIGHLAND  FALLS,  N.Y.,  Orange  County.  Family  physician 
needed. 
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CONTACT:  A.  H.  MARGOLIS,  M.D.,  22  Wyandotte  Avenue, 

Highland  Falls,  N.Y.  10928.  Tel.  (914)  446-4066. 


HUDSON,  N.Y.,  Columbia  County,  needs  a Pediatrician  for 
Community  and  Hospital. 

CONTACT:  STANLEY  BARDWELL,  M.D.,  848  Columbia 

Street,  Hudson,  N.Y.  12534.  Tel.  (518)  828-9721. 


ITHACA,  N.Y.,  Tompkins  County.  Internist  needed.  Im- 
mediate hospital  privileges. 

CONTACT:  C.  L.  SPRINKLE,  M.D.,  304  N.  Geneva  Street, 

Ithaca,  N.Y.  14850.  Tel.  (607)  AR  2-1360. 


I1  LITTLE  FALLS,  N.Y.,  Herkimer  County.  Specialists  in  Anes- 
thesiology, G.P.  and  Pediatrics. 

CONTACT:  MR.  RICHARD  S.  QUINLAN,  Little  Falls,  N.Y. 

13365.  Tel.  (315)  823-1000. 


MAHOPAC,  N.Y.,  Putnam  County,  needs  Specialists  in  in- 
ternal Medicine  and  Obstetrics/Gynecology. 

CONTACT:  BERNARD  M.  PORITZSKY,  M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel.  (914) 
628-3474  or  8454. 


MAINE,  N.Y.,  Broome  County.  G.P.  partnership. 

CONTACT:  MORRIS  EBER,  M.D.,  2 Church  Street,  Maine, 

N.Y.  13802.  Tel.  (607)  862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  G.P.  and  Internist 

CONTACT:  JOHN  CLOUGH,  M.D.,  176  Maple  Street,  Mas- 

sena,  N.Y.  13662.  Tel.  (315)  769-6227.  (call  collect) 


EVENTS  RECEIVED  AFTER 
DEADLINE 


WEDNESDAY.  MAY  23 

9:00  a.m. 

*Downstate  Medical  Center 

Division  of  Dermatology 
450  Clarkson  Avenue 
Brooklyn 

BASAL  CELL  CARCINOMA  OF  THE 
EYELID 

Symposium  on  Management 

ELY  PRICE,  M.D.,  Department  of  Dermatology 
JOSEPH  BOHORQUEZ,  M.D.,  Department  of  Radiology 
ALBERT  HORNBLASS,  M.D.,  Department  of  Ophthalmol- 
ogy 

ALVIN  HARRIS,  M.D.,  Department  of  Plastic  Surgery 


Panel  Discussion 

How  Would  You  Treat  It? 

Moderator:  LASZLO  BIRO,  M.D. 

Panelists:  LAWRENCE  FRANK,  ELY  PRICE,  JOSEPH 

BOHORQUEZ,  ALBERT  HORNBLASS,  ALVIN  HARRIS, 
M.D.’s 

*Kings  County  Hospital  Center,  "F”  Building,  second 
floor  classroom. 


FRIDAY,  MAY  25 

8:00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

IS  DEPRESSION  “CONTAGIOUS”? 

I.  EMERY  BREITNER,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

For  information,  contact:  Sid  Herling,  MSW,  Ex.  Dir., 

above  address. 


ALLEGANY  COUNTY 


THURSDAY,  JUNE  7 

9:00  a.m. -3:00  p.m. 

American  Cancer  Society,  Allegany 
County  Unit 

Moonwinks,  Cuba  Lake 
Cuba 

UTERINE  CANCER 

Speaker  to  be  announced 
FEE:  $3.50  (includes  lunch) 


BUFFALO  AREA 

May  25  and  26,  1973 
Continuing  Medical  Education 

State  University  of  New  York  at  Buffalo 

The  Statler  Hilton  Hotel 

Buffalo 

MENTAL  HEALTH  TREATMENT  IN 
PRISONS  AND  OTHER  CORRECTIONAL 
SETTINGS 

CONCEPT:  There  is  a young  but  vigorous  movement  in 

contemporary  corrections  toward  developing  community 
based  programs.  The  conference  will  probably  be  of  in- 
terest to  anyone  involved  in  mental  health  care  or  correc- 
tion. 

CREDIT:  IlhoursAAFP 
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NASSAU  COUNTY 


June  6 and  7 , 1973 

North  Shore  Hospital,  A Teaching  Center 
of  Cornell  University  Medical  College 

Manhasset 

THE  HELEN  AND  PAYNE  WHITNEY 
LECTURESHIP  PROGRAM 

1973  Recipient 

ALEXANDER  LEAF,  M.D. 

Harvard  Medical  School 

CONTACT:  GARY  I.  WADLER,  M.D.,  Department  of 

Medicine,  North  Shore  Hospital,  Manhasset,  N.Y.  11030. 
Tel.  (516)  562-2238. 


ONEIDA  COUNTY 


THURSDAY,  JUNE  7 

1:30-10:00  p.m. 

Central  New  York  Academy  of  Medicine 

210  Clinton  Road 
New  Hartford,  N.Y. 

CANCER  TEACHING  DAY 

1.  Hunting  Down  Lymphomas 

JACK  N.  P.  DAVIES,  M.D. 

Albany  Medical  College 

2.  Cancer  Immunotherapy 

EDMUND  KLEIN,  M.D. 

Roswell  Park  Memorial  Institute 


3.  Prospects  for  the  Immunologic 
Diagnosis  of  Cancer 

ROBERT  W.  CHRICJLOW,  M.D. 
Dartmouth  Medical  School 


EAGLEVILLE,  PENNSYLVANIA 


FRIDAY,  JUNE  8 

9:00  a. m. -4:00  p.m. 

Eagleville  Hospital  and  Rehabilitation  Center 

Eagleville  (just  outside  Philadelphia) 

*SIXTH  ANNUAL  CONFERENCE  ON 
COMBINED  TREATMENT  OF 
ALCOHOLISM  AND  DRUG  ADDICTION 

Participants  include: 

EDWARD  SENAY,  M.D.,  Director 

Illinois  Drug  Abuse  Program 

DRS.  D.  L.  DAVIES  AND  MAX  GLATT 

London,  England 

DR.  W.  J.  van  DIJK 

Groningen  University,  Holland 

DR.  JAMES  RANKIN 

Addiction  Research  Foundation,  Toronto 

NOTE:  The  conference  will  hear  reports  from  40  inter- 

nationally known  leaders  in  the  field,  who  will  spend 
June  6 and  7 deliberating  the  similarities  and  differences 
between  the  two  forms  of  addiction.  Treatment,  training, 
and  medico-legal  aspects  will  be  among  the  areas  con- 
sidered. 

FEE:  $25  (includes  luncheon) 

*Co-sponsored  by  the  National  Institute  of  Mental  Health 
of  Health,  Education  and  Welfare. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


**  * 


INblCATIONSr  ffterapeut/cal/y,  used  as  an  adjunctto  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
* primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
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"Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forme 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  thei 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  work 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economi 
impact.  The  economics  of  health  car  j 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  tha 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th< 
unilateral  decision  of  the  pharmacis 
made  in  the  absence  of  clinical  knov 
edge  of  the  patient,  could  expose  hir 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothii 
in  the  pro-substitution  argument  the' 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowled 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire , 
field  of  drug  therapy,  to  some  degre 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  ne 
expert  knowledge  of  no  more  than  2 , 
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hould  be  an  obligation  of  medical 
iractice... 

“Medical  societies  ought  to  con- 
luct  continuing  campaigns  to  point 
ut  the  substantial  savings  that  could 
■e  realized  thru  deductible  insurance 
nd  protection  for  catastrophic  ill- 
ess.  At  the  very  least,  they  should,  in 
ne  patients’  interest,  question  the 
actics  of  any  insurance  organization 
pat  raises  health  care  costs  by  forc- 
ig  policyholders  to  buy  insurance 
ley  may  not  need  or  want  and  prob- 
bly  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
nt  to  the  economic  consequences  of 
leir  decisions.  Too  many,  for  ex- 
mple,  habitually  hospitalize  patients 
ir  the  convenience  of  the  MD.  It’s 
onsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
ieties,  have  unhesitatingly  appealed 
a their  patients  for  support  in  the 
ght  against  government  interference 
rith  the  private  practice  of  medicine. 
,nd  the  public  in  the  past  has  re- 
oonded.  It’s  time  the  American  Med- 
:al  Association  and  state  and  local 
ledical  societies  paid  off  the  debt  by 
ecisive  action  to  hold  down  the  cost 
f medical  care.” 

ost  of  Drugs 

Insurance  rates  and  hospital 
narges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient's  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


r 30  drugs  that  he  selects  to  treat  the 
Iriajority  of  conditions  encountered  in 
lis  practice.  Moreover,  the  physi- 
ian’s  choice  of  a specific  brand  is 
lased  on  his  knowledge  of  the  pa- 
ent’s  medical  history  and  current 
ondition,  and  his  experiences  with 
le  particular  manufacturer’s 
roduct. 

Some  substitution  proponents 
ave  argued  that  the  dispensing  of  a 
"escription  is  a simple  two-party 

fansaction  between  the  pharmacist 
id  the  patient,  and  that  a substitut- 
g pharmacist  may  avoid  even  a 
! chnical  breach  of  contract  by  simply 
otifying  the  patient  that  he  is  making 
e substitution.  I would  judge  that 
w courts  would  be  sympathetic 
| ward  a pharmacist-who  substituted 
; thout  physician  approval  and  who 
idertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
e pharmacist’s  actions, 
iduced  Prescription  Prices? 

Substitution  advocates  are 
iggesting  to  the  consumer,  and  par- 
:ularly  the  consumer  activist,  that 
duced  prescription  prices  could 
Now  legalization  of  substitution. 

'e  have  seen  absolutely  no  evidence 
justify  this  claim.  To  the  contrary, 
perience  in  Alberta,  Canada,  where 
bstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from-.  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 
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Announcing  a 
change  in  the  law 


Now  the  nation’s  No.  1 
vasodilator  is  no  longer 
a controlled  drug 
in  New  York  State 


PAimu 

(papaverine  HCI,  150  mg) 
Plateau  CAPS* 


There's  been  a change  in  the  Controlled 
Substances  and  Dangerous  Drugs  Act  of  the 
State  of  New  York  Department  of  Health.  It  means 
PAVABO8  [papaverine  HCI)  Plateau  CAPS8 
are  no  longer  on  the  schedule  of  controlled 
substances  in  your  state. 

Therefore,  prescriptions  for  Pavabid  therapy 
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may  also  telephone  prescriptions  without  written 
follow-up. 

Samples  of  Pavabid  capsules  may  now  be 
distributed  by  you  to  your  patients.  Samples 
are  available  from  your  Marion  representative. 

Or  Pavabid  samples  are  obtainable  by  writing 
to  Marion  Laboratories  on  your  letterhead. 

Now  it's  easier  for  you  to  prescribe  Pavabid 
; capsules— the  most  widely  used  vasodilator  in  the 
U.S.  More  than  one  billion  doses  given  over  the 
past  decade  attest  to  the  acceptance  of  Pavabid 
therapy  by  physician  and  patient  alike. 
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RHEUMATOID  and 
OSTEOARTHRITIS 


Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.”1  Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 
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125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 

Indust.  Med.  & Surg.  28:217,  May,  1959. 


GER-O-FOAM 
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GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


1257 


Officers 


Medical  Society  of 
the  State  of  New  York 


Thomas  F.  McCarthy,  M.D.,  Bronx 
Edward  Siegel,  M.D.,  Clinton 
Lynn  R.  Callin,  M.D.,  Monroe 
Ralph  S.  Emerson,  M.D.,  Nassau 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Albert  M.  Schwartz,  M.D.,  New  York 
Mary  H.  Spalding,  M.D.,  New  York 
George  T.  C.  Way,  M.D.,  Dutchess 
Samuel  Wagreich,  M.D.,  Bronx 


President 
Past- President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councilors 

Term  Expires  1974 
G.  Rehmi  Denton,  M.D.,  Albany 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Albert  H.  Douglas,  M.D.,  Queens 
Milton  Gordon,  M.D.,  Suffolk 

Term  Expires  1975 

Richard  D.  Eberle,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 
Keith  O.  Guthrie,  Jr.,  M.D.,  New  York 
Charles  D.  Sherman,  Jr.,  Monroe 

Term  Expires  1976 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
Abraham  W.  Freireich,  M.D.,  Nassau 

Trustees 

Edward  C.  Hughes,  M.D.,  Onondaga,  Chairman 
Walter  T.  Heldmann,  M.D.,  Richmond 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Reid  R.  Heffner,  M.D.,  Westchester 
James  M.  Blake,  M.D.,  Schenectady 
Milton  Helpern,  M.D.,  New  York 
Walter  Scott  Walls,  M.D.,  Erie 

The  Council  is  composed  of  the  officers,  the  council- 
ors, and  the  chairman  of  the  Board  of  Trustees. 


Headquarters  Staff 

420  Lakeville  Road,  Lake  Success,  New  York  11040 
Tel.  516-488-6100 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 


Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Norman  S.  Moore,  M.D.,  Director 

Division  of  Scientific  Activities 

Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine 


Max  N.  Howard,  M.D.,  Director 

Division  of  Medical  Services 

Gretchen  Wunsch  Executive  Assistant 

Eugene  S.  Dombrowski,  M.B.A.,  Director 

Business  Division 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Services 

Guy  Beaumont,  Director 

Division  of  Public  and  Professional  Affairs 

J.  Richard  Burns,  J.D.  General  Counsel 

Martin  J.  Tracey,  J.D.,  Director 

Division  of  Legislation 

William  F.  Martin,  Esq.  Legal  Consultant 


Authorized  Indemnity  Representative 

Frank  W.  Appleton,  2 Park  Avenue,  New  York, 
New  York  10016  Tel:  212  MUrray  Hill  4-3211 


1258  New  York  State  Journal  of  Medicine  / June  1 , 1 973 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  i>5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less  than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


Abstracts 


Patterson,  W.  B.:  Management  of  breast  masses, 

New  York  State  J.  Med.  73:  1281  (June  1)  1973. 

The  author  asserts  that  physicians  may  achieve  high- 
ly accurate  diagnosis  in  distinguishing  between  benign 
and  malignant  breast  masses  and  that  treatment 
should  vary  accordingly.  Clinical  diagnosis,  treat- 
ment, and  contraindications  of  cysts,  benign  adenomas, 
and  malignant  conditions  are  discussed. 

Poole,  T.  A.:  Calculation  of  stress  distribution  in 

keratoconus,  New  York  State  J.  Med.  73:  1284  (June  1) 
1973. 


Aware  of  the  tendency  for  patients  with  keratoconus 
to  seek  keratoplasty  to  preserve  the  eyeball’s  structural 
integrity,  the  author  offers  theoretical  support  for  the 
clinically  observed  resistence  to  extension  and  rupture 
of  the  conical  cornea.  Through  analysis  of  the  magni- 
tude and  distribution  of  stress,  strain,  and  tensile 
strength  in  keratoconus,  this  study  demonstrates  that 
the  ectasia  of  keratoconus  results  in  progressively  less 
stress  on  the  cone  as  it  enlarges,  transferring  tension  to 
the  base  which  presumably  can  better  withstand  it. 
Thus,  indication  for  keratoplasty  in  keratoconus  pa- 
tients should  be  visual  acuity  rather  than  structural  in- 
tegrity. 


Abstracts  in  Interlingua 


Patterson,  W.  B.:  Maneamento  del  tumores  mam- 

mari,  New  York  State  J.  Med.  73:  1281  (1  de  Junio) 
1973. 

Le  autor  assere  que  le  medicos  pote  facer  un  diag- 
nose differential  altemente  exacte  del  tumores  benigne 
e maligne  del  glandula  mammari  e assi  facer  le  trac- 
tamento  adequate.  Le  diagnose  clinic,  le  therapia  e le 
contraindicationes  del  cystes,  adenomas  benigne  e mor- 
bos  maligne  es  discutite. 

Poole,  T.  A.:  Calculation  del  distribution  del  stress  in 
le  keratoconus,  New  York  State  J.  Med.  73:  1284  (1  de 
Junio) 1973. 


Cognoscente  del  tendentia  del  patientes  con  kerato- 
conus a demandar  le  keratoplastia  pro  preservar  le  in- 
tegritate  structural  del  globo  ocular,  le  autor  presenta 
un  supporto  theoric  del  resistentia  clinic  observate  al 
extension  e ruptura  del  conic  corneal.  Mediante  le  an- 
alyse del  magnitude  e distribution  del  stress  e tension 
del  keratoconus  es  demonstrate  que  le  ectase  produce 
discrescente  stress  del  conus  quando  iste  face  se  plus 
grande,  con  transferentia  del  tension  al  base  le  qual, 
presumibilemente,  pote  tolerar  iste  tension  en  melior 
forma.  De  iste  maniera,  le  indication  del  keratoplasia 
in  patientes  con  keratoconus  debe  esser  le  acuitate  vi- 
sual plus  ben  que  le  integritate  structural. 
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HOPE 

transplant 

Since  1960,  the  staff  of  a United  States  medical 
center  has  transplanted  hope  to  millions  of 
people  throughout  the  world.  The  medical 
center  is  the  S.S.  HOPE,  and  each  year  her 
physicians,  dentists,  nurses  and  allied  health 
personnel  carry  their  skills  to  people  in  de- 
veloping regions.  While  administering  treat- 
ment, they  also  teach  — sharing  their  knowl- 
edge with  their  host  country  counterparts. 
When  the  hospital  ship  sets  sail,  she  leaves 
behind  her  greatest  gift— hope.  Help  perform 

a transplant. 

Give  to: 


PROJECT 


Dept.  A 

Washington,  D.  C.  20007 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
I helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
| as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
'when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
Datients  receiving  Valium  should 
3e  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medicadon;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Iel-E-Dose®  packages  of  1000. 


Vciliunl 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Book  Notes 


Anatomy.  Regional  and  Applied.  Fifth  edition.  By 
R.  J.  Last,  M.B.,  B.S.  Quarto  of  925  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1972.  Cloth,  $32. 

The  general  plan  of  this  edition  is  unaltered.  The 
major  changes  are  under  the  headings  of  knee  joint, 
liver,  mandibular  movements,  auditory  tube,  and  cav- 
ernous sinus — changes  made  for  greater  clarity  and 
better  understanding.  There  are  32  new  illustrations. 

Multiple  Sclerosis.  A Reappraisal.  Second  edition. 
By  Douglas  McAlpine,  M.D.,  Charles  E.  Lumsden, 
M.D.,  and  E.  D.  Acheson,  M.A.,  D.M.  Octavo  of  653 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Cloth,  $25.50. 

In  form  and  content  this  new  edition  differs  substan- 
tially from  the  first  owing  mainly  to  fresh  concepts  of 
the  immunological  background  of  multiple  sclerosis. 
With  differing  backgrounds,  the  authors  have  at- 
tempted to  cover  a field  of  research,  each  going  about 
his  task  with  methods  best  suited  to  his  purpose. 

The  Normal  Child.  Some  Problems  of  the  Early 
Years  and  Their  Treatment.  Fifth  edition.  By  Ron- 
ald S.  Dlingworth,  M.D.  Quarto  of  402  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1972.  Cloth,  $12.75. 

This  book  is  intended  to  describe  the  problems  other 
than  disease  which  arise  in  the  normal  child  during  his 
early  years.  In  this  latest  edition,  a new  chapter  enti- 
tled “The  Young  School  Child”  has  been  introduced. 
Also,  several  hundred  new  references  have  been 
added. 

Current  Diagnosis  and  Treatment.  By  Marcus  A. 
Krupp,  M.D.,  and  Milton  J.  Chatton,  M.D.  Quarto  of 
996  pages,  illustrated.  Los  Altos,  California,  Lange 
Medical  Publications,  1973.  Fabricoid,  $12. 

This  book  is  intended  to  serve  the  practicing  physician 
as  a useful  desk  reference  on  widely  accepted  technics 
currently  available  for  diagnosis  and  treatment.  It  is 
not  intended  to  be  used  as  a textbook  of  medicine. 
General  bibliographies  are  included  as  a guide  to  fur- 
ther study. 

The  Newborn  Child.  Third  edition.  By  David  G. 
Vulliamy,  M.D.  Octavo  of  189  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1972.  Cloth,  $11.75. 

In  this  new  edition  more  attention  has  been  paid  to 
fetal  health  and  those  aspects  of  disease  in  the  mother 
which  may  affect  the  growing  baby.  Also,  the  order  of 
the  chapters  has  been  made  more  logical  by  putting 
those  on  maternal  health  and  the  low  birth  weight  in- 
fant at  an  earlier  stage. 


The  Practical  Art  of  Medicine.  By  Robert  B.  Taylor, 
M.D.  Octavo  of  316  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1972.  Paper, 
$9.95. 

The  author  has  found  the  techniques  and  tips  de- 
scribed in  this  work  to  be  the  most  efficient  in  solving 
problems  of  diagnosis.  Some  of  these  come  from  books 
and  journals,  others  from  older  and  wiser  physicians, 
some  from  his  nursing  staff,  and  a few  from  give-and- 
take  with  patients. 

Tooth-Coloured  Filling  Materials  in  Clinical  Prac- 
tice. By  L.  W.  Deubert,  B.D.S.,  and  C.  B.  G.  Jenkins, 
B.D.S.  Dental  Practitioner  Handbook  No.  16.  Se- 
ries Editor  Donald  D.  Derrick,  D.D.S.  Octavo  of  94 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Paper,  $9.50. 

As  far  as  possible,  the  format  of  this  text  has  been  ar- 
ranged in  the  order  in  which  the  clinician  works,  from 
selection  of  the  material  through  to  the  finishing  of  the 
filling.  There  is  no  exhaustive  discussion  of  controver- 
sial points,  but  the  bibliography  will  allow  the  reader 
to  supplement  the  information  presented. 

Handbook  of  Human  Embryology.  Fifth  edition.  By 
R.  W.  Haines,  M.B.,  and  A.  Mohiuddin,  M.B.  Octavo 
of  251  pages,  illustrated.  Baltimore,  Maryland,  The 
Williams  & Wilkins  Company,  1972.  Paper,  $7.25. 

This  edition  continues  the  trend  of  the  last  towards 
emphasis  on  embryonic  abnormalities  of  clinical  inter- 
est, particularly  where  they  throw  light  on  normal  de- 
velopment. Several  new  drawings  have  been  added. 

Nurses’  Aids  Series.  Pharmacology7  for  Nurses. 

Third  edition.  By  Rosemary  E.  Bailey,  S.R.N. 
Duodecimo  of  359  pages.  Baltimore,  Maryland,  The 
Williams  & Wilkins  Company,  1972.  Paper,  $6.00. 

This  book  provides  up-to-date  information  on  drugs  in 
sufficient  detail  to  meet  the  needs  of  most  nurses,  and 
in  a concise  and  convenient  form  for  easy  reference. 
The  author’s  aim  has  been  to  bring  simple  pharmacol- 
ogy within  the  reach  of  any  nurse  practicing  in  any 
country  in  any  branch  of  the  profession. 

The  Know-how  of  Infant  Care.  Second  edition.  By 
Sylvia  Close,  S.A.N.C.  Duodecimo  of  86  pages.  Bal- 
timore, Maryland,  The  Williams  & Wilkins  Company. 
1972.  Paper,  $4.25. 

The  aim  of  this  little  book  is  to  provide  young  mothers 
with  some  basic  knowledge  and  understanding  of  infant 
care.  It  is  written  simply  and  concisely  in  question- 
and-answer  form. 

The  Essentials  of  Roentgen  Interpretation.  Third 

continued  on  page  1273 
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For  patients  who  can  t or  won  t use  the  pill  or  an  IUD 

While  no  contraceptive  is  one  hundred  percent  effective,  the 
Ortho  All-Flex  Diaphragm  and  Ortho-Gynol  Contraceptive  Jelly, 
together,  act  as  a very  effective  barrier  to  conception  and  is 
a method  that  is  rarely  contraindicated. 

Ortho  All-Flex  is  designed  to  provide  comfort  and  reliability 
and  to  meet  the  highest  esthetic  standards  of  the  most  dis- 
criminating women. 

Ortho  All-Flex  Diaphragms  are  made  of  high  quality,  long- 
lasting  latex.  They  won't  discolor  when  used  with  Ortho-Gynol 
Contraceptive  Jelly  or  Ortho-Creme*  since  these  contain  no 
phenylmercuric  acetates.  No  introducer  is  needed;  the  unique 
spring-within-a-sprmg  construction  forms  a perfect  arc 
wherever  compressed. 

Consider  the  advantages  of  prescribing  the  Ortho  All-Flex 
Diaphragm  and  Ortho-Gynol  when  you  and  your  patient  decide 
on  the  diaphragm  and  jelly  method  of  conception  control 
If  you  would  like  a professional  fitting-ring  set 
\pr7h<y  and  fitting-procedure  brochure,  please  contact 
\X/  your  Ortho  representative 
Ortho  Pharmaceutical  Corporation,  Raritan,  New  Jersey  08869 


The  Ortho  All-Flex* 
Diaphragm  with 
Ortho-Gynol* 
Contraceptive  Jelly 


© ORTHO  PHARMACEUTICAL  CORPORATION  1973 


Some  people 
do  fine  without 
the  Payroll 
Savings  Plan. 


It  depends  on  your  dreams. 

If  all  they  need  to  come  true 
is  a dime  here  and  a 
quarter  there,  you’ll  do  fine 
with  a sturdy  piggy  bank. 

But  if  you’ve  got  some 
bigger  plans,  like  a vacation, 
college  tuition  for  the  kids, 
or  a new  car,  you  need 
something  more. 

You  need  a savings 
program  that  delivers  steady 
growth  and  healthy  interest. 

You  need  the  Payroll 
Savings  Plan.  Just  sign  up 
for  it  at  work.  Then  an 
amount  you  specify  is 
automatically  set  aside  from 
your  paycheck  and  used  to 
buy  U.S.  Savings  Bonds. 

You  can  use  your 
take-home  pay  for  daily 


expenses.  And  at  the  same 
time  you’ll  be  building  funds 
for  the  future. 

U.S.  Savings  Bonds 
through  the  Payroll  Savings 
Plan.  For  people  with  big 
dreams. 


*nAmer*ca# 


Buy  U.  S.  Savings  Bonds 

Now  E Bonds  pay  5li%  interest  when  held  to  maturity 
of  5 years.  10  months  (4%  the  first  year).  Bonds  are 
replaced  if  lost,  stolen,  or  destroyed.  When  needed  they 
can  be  cashed  at  your  bank.  Interest  is  not  subject  to 
state  or  local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption. 


o© 


The  U S Government  dor*  not  pay  for  this  advertisement 
it  <»  prevented  at  a puDlic  service  m cooperation  with  Tne 
Department  of  me  Treasury  and  The  Advertising  Council. 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 


The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney's  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes,  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve, 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance, 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets, 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 
Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet,  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
“Ups”) 

Aggressive  behavior, 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking,  No  appetite, 
Extreme  fatigue,  Dry 
Mouth,  Shakmess, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapy  of  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G.  IM  or  IV 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G — /I/  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

Therehave  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins, and  other  allergens  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
eg  .pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intradermally 
0 1 cc.  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema. wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used. 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reaction 
The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential.  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

if  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria,  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  mtramus 
cutar  injection,  in  upper  outer  quadrant  of  buttock  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  atone  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin.  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea 

Retreatment:  The  National  Center  for  Disease  Control,  Venereal 
Disease  Branch,  U S.  Dept.  H E W recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive:  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive  Follow-up  treatment  consists  of  4.8  million  units.  I M 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N 
gonorrhoeae.  Follow-up  treatment  consists  of  4 8 million  units  daily  on 
2 successive  days. 

Syphilis  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0 7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyrro- 
lidone, 0 01%  propylparaben  and  0.09%  methylparaben.  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer] 
and  approximately  7 mg  lecithin,  2 mg.  carboxymethylcellulose,  3| 
mg.  polyvinylpyrrolidone,  0 5 mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxvethylene  sorbitan  monopalmitate,  0.14  mg  propylparaben| 
and  1.2  mg.  methylparaben. 


Denise  has  VD 

Let’s  keep  it  from  getting  around 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adeguate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


In  Syphilis 

Injection 

BICILLIN®  Long -Acting 

( sterile  benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
oreventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
ion  in  each  buttock)  of  benzathine  penicillin  G 
jsually«cures  most  cases  of  primary,  secondary 
3nd  latent  syphilis  with  negative  spinal  fluid  • 
lelps  break  chain  of  infection  • minimizes 
. :hance  of  immediate  reinfection. 

S Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
ive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
onged  serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
estsland  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
)f  intramuscular  benzathine  penicillin  G —Venereal  infections: 
syphilis,  yaws,  bejel  and  pmta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
requent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
listory  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
•veil  documented  in  patients  with  history  of  penicillin  hypersensi- 
ivity.  Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
;ensitivity  to  penicillins,  cephalosporins  and  other  allergens  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g , pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism:  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under2  years  of  age,  50,000  umts/Kg  body  weight: 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  If  blood  appears, 
remove  the  needle  and  inject  in  another  site 

Composition:  2,400,000  units  in  4-cc  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient):  300,000  units  per  cc  — 10-cc 
multi-dose  vial.  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg. 
polyoxvethylene  sorbitan  monopalmitate,  0 14  mg  propylparaben 
and  1 2 mg.  methylparaben 

Laboratories  ■ Philadelphia,  Pa  19101 


Books  Reuiewed 


Progress  in  Group  and  Family  Therapy.  Edited  by 
Clifford  J.  Sager,  M.D.,  and  Helen  Singer  Kaplan, 
M.D.,  Ph.D.  Quarto  of  935  pages.  New  York,  N.Y., 
Brunner/Mazel,  Inc.,  1972.  Cloth,  $25. 

This  outstanding  collection  of  papers  represents 
every  area  of  group  and  family  therapy.  In  this  book 
the  editors  have  provided  us  with  a survey  of  the  field. 

Group  therapy;  with  the  subdivisions  group  process, 
analytic  approaches,  new  approaches,  and  small  group 
phenomena  is  the  first  section.  Family  therapy  is  next 
represented  by  11  papers  each  contributing  a new  or 
worthwhile  approach.  Jay  Haley,  H.  Peter  Laquer, 
Ross  V.  Speck,  and  Nathan  W.  Ackerman  are  among 
the  family  therapists  represented. 

In  the  section  on  the  Treatment  of  Marital  and  Sex- 
ual Problems  the  editors  are  represented  by  a revealing 
paper  on  the  marriage  contract.  There  are  eight  other 
noteworthy  descriptions  of  the  techniques  and  prob- 
lems in  the  treatment  of  marital  and  sexual  problems. 

A section  on  group  and  family  studies  of  special  pa- 
tient populations  includes  reports  on  schizophrenia, 
homosexuals,  the  aged,  adolescents,  and  delinquents. 

The  final  division,  “Applications  and  Extensions” 
contains  Sager’s  history  of  the  “Staff  Development  for 
a Therapeutic  Community.”  An  unusual  chapter  on 
the  use  of  city  police  specialists  in  family  crisis  inter- 
vention is  included  in  this  interesting  section. 

The  papers  in  this  collection  vary.  Some  have  spar- 
kling ideas,  a few,  erroneous  thinking.  However,  they 
represent  the  field  covered.  The  selection  of  papers 
could  hardly  have  been  improved. 

Progress  in  Group  and  Family  Therapy  is  a big,  thick 
book  well  worth  the  time  and  effort  it  requires  to  read 
every  page.  It  is  recommended,  and  perhaps  should  be 
required,  reading  for  all  who  work  and  are  interested  in 
psychiatric  treatment  and  community  mental  health. 
Edward  L.  Pinney,  Jr.,  M.D. 

Clinical  Concepts  of  Infectious  Diseases.  Authored 
and  Edited  by  Leighton  E.  Cluff,  M.D.,  and  Joseph  E. 
Johnson,  III,  M.D.  Octavo  of  421  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1972.  Cloth,  $16.50. 

This  book  attempts  to  discuss  currently  important 
infectious  topics  which  have  broad  ramifications.  It 
contains  several  items  of  general  information  such  as 
the  “Selected  References”  which  may  be  helpful  to  the 
clinician.  The  chapters  on  mechanisms  and  disorders 
of  resistance  to  infection  are  informative.  However, 
the  absence  of  a discussion  of  such  topics  as  transtra- 
cheal aspiration,  of  staphylococcal  endocarditis  in  ad- 
dicts in  the  chapter  on  staphylococcal  infections,  and  a 
cursory  discussion  of  steroids  (“the  use  . . . has  become 
commonplace”)  in  the  chapter  on  bacteremic  shock, 
make  the  book  less  generally  helpful  than  it  might  be 
otherwise.  Accordingly  the  volume  will  be  occasionally 
helpful  for  an  overview  but  the  reader  should  beware 


that  important  concepts  may  have  been  omitted.  Ste- 
phen J.  Seligman,  M.D. 

The  Therapeutic  Choice  in  Paediatrics.  Edited  by 
W.  L.  Burland,  M.B.,  and  B.  M.  Laurance,  M.B. 
Octavo  of  228  pages,  illustrated.  Baltimore,  Mary- 
land, The  Williams  & Wilkins  Company,  1972.  Cloth, 
$16. 

This  is  the  editorialized  version  of  the  essays  pre- 
sented during  a symposium  organized  by  the  Physician 
Advisors  to  the  British  Pharmaceutical  Industries  and 
the  British  Pediatric  Association.  It  really  presents 
nothing  surprisingly  new  but  does  afford  a summary  of 
the  present  status  of  drug  therapy  and  vaccine  prophy- 
laxis in  pediatrics  in  the  United  Kingdom.  The  mate- 
rial is  divided  into  six  sections. 

The  first  discusses  the  legal  and  ethical  rules  which 
are  to  be  carefully  followed  in  carrying  on  clinical  re- 
search among  children.  The  second  deals  with  the 
known  and  supposed  deleterious  effects  of  drugs  on 
placental  function.  The  discussion  is  detailed  and  the 
conclusion  drawn  that  no  drugs  should  be  used  unless 
urgently  required,  and  if  so  their  actions  should  be 
monitored  as  minutely  as  modern  methods  permit  in 
order  to  forestall  primary  and  secondary  toxic  reactions 
in  the  fetus.  A chapter  is  included  which  stresses  the 
beneficial  aspects  of  placental  transfer,  but  there  is  no 
listing  of  the  drugs  which  might  be  considered  safe  in 
therapeutic  doses  after  the  dangerous  first  three 
months  of  gestation. 

The  third  section  reviews  the  toxicity  of  single  drugs 
and  combinations  of  drugs  in  the  pediatric  age  group. 

The  fourth  section  considers  the  combined  tetanus- 
diphtheria-pertussis  vaccine  and  the  vaccines  preven- 
tive of  polio,  measles,  and  rubella.  Their  preparation 
and  biological  control  are  explained;  the  times  and 
methods  of  administration  are  discussed.  The  only 
difference  between  the  British  and  American  plan  of 
prophylaxis  has  to  do  with  rubella  vaccine. 

Section  five  portrays  the  use  of  cytotoxic  drugs  in 
leukemia  and  nephritis.  First  their  pharmacology  is 
discussed. 

The  sixth  and  last  section  covers  anticonvulsive  and 
psychotropic  drugs.  Their  pharmacology  and  practical 
applications  are  generously  explained.  As  regards  psy- 
chotropic drugs  the  chapter  is  rather  short  and  com- 
pressed, so  that  no  firm  conclusions  can  be  drawn. 

Following  each  major  section  are  several  pages  of 
question  and  answer  discussions  involving  the  guest 
speakers.  The  level  of  discussion  throughout  the  whole 
symposium  is  well  suited  to  the  interests  of  the  pediat- 
ric practitioner.  Kenneth  G.  Jennings,  M.D. 

Hepatitis  and  Blood  Transfusion.  Proceedings  of  a 
Symposium  held  at  the  University  of  California,  San 
Francisco,  March  25-26,  1972.  Edited  by  Girish  N. 
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Vyas,  Ph.D.,  Herbert  A.  Perkins,  M.D.,  and  Rudi 
Schmid,  M.D.  Quarto  of  428  pages,  illustrated.  New 
York,  New  York,  Grune  & Stratton,  Inc.,  1972.  Cloth, 
$15. 

The  discovery  of  the  Australia  antigen  by  Blumberg, 
and  the  demonstration  by  Prince  and  by  Blumberg 
that  the  presence  of  this  antigen  in  human  serum  is 
associated  with  hepatitis,  was  a break  through  for  the 
serious  problem  of  serum  hepatitis  as  a complication  of 
blood  transfusion  therapy.  Because  of  the  importance 
of  the  discovery,  other  research  teams  promptly  under- 
took investigations  on  the  Australia  antigen,  which  is 
now  renamed  hepatitis  B antigen  (HBAg),  and  tests  for 
hepatitis  B antigen  and  antibody  were  soon  introduced 
for  pretransfusion  testing  of  all  prospective  donors  for 
blood  transfusion.  A need  soon  developed  for  a com- 
prehensive, authoritative  book  reviewing  the  rapidly 
accumulating  literature.  A symposium  therefore  was 
held  on  the  subject.  The  present  book  contains  all  the 
valuable  materials  presented  at  that  symposium  and 
thus  satisfies  this  urgent  need. 

The  papers  that  were  presented  by  the  faculty  of  47 
outstanding  investigators  and  42  additional  contribu- 
tors, includes  all  the  leading  workers  in  this  rapidly 
developing  field.  A brief  outline  of  sections  could  not 
do  justice  to  the  volume,  which  includes  papers  de- 
scribing the  fascinating  history  of  the  discovery  of  the 
Australia  antigen  and  the  vertical  transmission  of  the 
antigen  in  families;  comparison  of  the  sensitivity  of  the 
numerous  tests  which  have  been  developed  for  detect- 
ing the  antigen  and  antibody,  infectivity  of  blood  con- 
taining the  hepatitis  B antigen  or  antibody,  the  effect 
of  pretransfusion  testing  for  HBAg  on  the  incidence  of 
homologous  serum  jaundice,  ad  and  ay  subtypes  of  the 
HB  antigen,  experimental  transmission  of  hepatitis  B 
antigen  in  man  and  nonhuman  primates,  and  others. 
There  is  also  a valuable  bibliography  of  the  502  refer- 
ences cited  by  the  various  contributors. 

A debt  of  gratitude  is  due  to  the  editors  and  publish- 
ers for  their  speedy  release  of  this  highly  informative, 
attractive,  and  highly  readable  and  relatively  inexpen- 
sive volume,  so  fully  packed  with  authoritative,  inter- 
esting information.  The  book  is  highly  recommended 
to  all  physicians  and  others  concerned  with  blood  trans- 
fusion therapy  and  homologous  serum  hepatitis.  A.  S. 
Wiener,  M.D. 


Anti-alcohol  medicine  can  cause  eye 
problems 

In  the  September-October,  1972,  issue  of  Transac- 
tions, Alan  L.  Norton,  M.D.,  and  Frank  B.  Walsh,  i 
M.D.,  of  Johns  Hopkins  University,  confirm  previous 
French  reports  that  disulfiram  (Antabuse),  used  to  pro- 
duce unpleasant  reactions  to  alcohol  for  alcoholic  pa- 
tients, may  cause  serious  eye  problems.  They  have 
found  that  the  medicine  seems  to  irritate  the  optic 
nerve. 
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edition.  By  Lester  W.  Paul,  M.D.,  and  John  H.  Juhl, 
M.D.  Quarto  of  1,138  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1972.  Cloth, 
$35. 

As  indicated  by  the  title,  the  aim  of  the  authors  of  this 
work  has  been  to  present  the  basic  facts  of  roentgen  in- 
terpretation. In  this  new  edition,  many  sections  cov- 
ering individual  diseases  or  groups  of  diseases  have 
been  rewritten  completely  or  extensively  revised.  Also, 
a number  of  new  illustrations  have  been  added. 

Scientific  Basis  of  Surgery.  Second  edition.  Edited 
by  W.  T.  Irvine,  B.Sc.,  M.D.  Quarto  of  677  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Cloth,  $31.50. 

This  book  is  an  attempt  to  supply  the  postgraduate 
surgical  trainee,  the  practicing  surgeon,  and  the  surgi- 
cal teacher  with  some  of  the  basic  scientific  informa- 
tion which  is  particularly  relevant  to  the  serious  practi- 
tioner of  surgery.  In  this  new  edition,  most  of  the 
chapters  have  been  thoroughly  revised  and  there  are  six 
new  contributors. 

Vascular  Surgery.  Volume  1.  Peripheral  Arterial 
Diseases.  By  John  J.  Cranley,  M.D.  Quarto  of  282 
pages,  illustrated.  Hagerstown,  Maryland,  Harper  & 
Row,  Publishers,  1972.  Cloth,  $19.95. 

The  surgeon  should  find  this  volume  a comprehensive 
guide  for  the  diagnosis  and  treatment  of  patients  with 
vascular  disease.  Along  with  specific  surgical  proce- 
dures, it  includes  detailed  presentation  of  methods  and 
techniques  applicable  to  preoperative  and  postopera- 
tive examination  and  care. 

The  Nervous  System.  By  David  M.  Robertson,  M.D., 
and  Henry  B.  Dinsdale,  M.D.  Structure  and  Func- 
tion in  Disease  Monograph  Series.  Octavo  of  204 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Cloth,  $13.50. 

This  book  is  the  second  member  of  the  Structure  and 
Function  in  Disease  Monograph  Series.  The  individu- 
al volumes  in  this  series  emphasize  the  reciprocal  rela- 
tionship between  anatomic  alteration  and  disturbance 
of  function  in  human  disease.  Each  is  the  combined 
effort  of  a pathologist  and  an  internist  who  both  have 
experience  in  medical  education. 

Synopsis  of  Gross  Anatomy.  Second  edition.  By 
John  B.  Christensen,  Ph.D.,  and  Ira  Rockwood  Telford, 
Ph.D.  Quarto  of  304  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1972.  Paper, 
$10.95. 

This  synoptic  volume  of  regional  anatomy  presents  the 
basic  facts  and  concepts  in  the  study  of  gross  anatomy 
i considered  essential  for  students  of  medicine  and  asso- 
ciated sciences.  It  is  not  intended  to  replace  selective 
reading  in  large  conventional  textbooks,  but  rather  to 
give  the  student  an  initial  appreciation  of  important 
body  structures  and  relations. 

Radiologic  Examination  of  the  Urinary  Tract.  By 

Howard  M.  Pollack,  M.D.  Reprinted  from  Karafin 
and  Kendall’s  Urology,  Volume  1 in  Practice  of  Sur- 
gery. Quarto  of  180  pages,  illustrated.  Hagerstown, 


Maryland,  Harper  & Row,  Publishers,  1971.  Cloth, 
$8.50. 

The  stated  purpose  of  the  author  of  this  book  is  to  pro- 
vide those  basic  features  of  anatomy,  physiology,  and 
radiology  deemed  necessary  for  a rational  under- 
standing of  uroradiology.  There  is  little  or  no  discus- 
sion of  the  radiographic  aspects  of  specific  disease  pro- 
cesses except  as  these  relate  to  the  uses  of  individual 
techniques  and  procedures. 

Pre-nursing  Course  in  Science.  Third  edition.  By 
John  M.  Munro,  M.A.,  B.Sc.  Octavo  of  152  pages,  il-. 
lustrated.  Baltimore,  Maryland,  The  Williams  & 

Wilkins  Company,  1972.  Paper,  $7.00. 

This  is  a practical  textbook  which  will  give  the  student 
nurse  a good  elementary  knowledge  of  general  science. 
Information  is  presented  lucidly  on  those  subjects 
which  form  the  foundation  of  the  training  of  a profes- 
sional nurse. 

An  Introduction  to  Clinical  Rheumatology.  By  Wil- 
liam Carson  Dick,  M.D.  Duodecimo  of  912  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams  & 

Wilkins  Company,  1972.  Paper,  $7.00. 

The  author  has,  within  a brief  compass,  written  an  up- 
to-date  and  practical  account  of  the  essentials  of 

rheumatology  which  should  be  helpful  to  senior  medi- 
cal students  and  interested  physicians. 

Nutrition  and  its  Disorders.  By  Donald  S.  McLaren, 
M.D.  Duodecimo  of  280  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Paper,  $3.25. 

As  the  author  notes  in  the  preface,  the  wide  scope  of 
nutrition  frequently  results  in  its  being  neglected  or 
even  omitted  altogether  from  the  curriculum  offered  to 
the  student.  Therefore,  the  present  text  has  been 
written  to  provide  a progressive  approach  to  the  inte- 
grated teaching  of  the  subject. 

Aspiration  and  Injection  Therapy  in  Arthritis  and 
Musculoskeletal  Disorders.  A Handbook  on  Tech- 
nique and  Management.  By  Otto  Steinbrocker, 
M.D.,  and  David  H.  Neustadt,  M.D.  Octavo  of  116 
pages,  illustrated.  Hagerstown,  Maryland,  Harper  & 
Row,  Publishers,  1972.  Paper,  $5.95. 

This  handbook  is  a readily  available  compilation  of  in- 
dications and  techniques  in  which  unnecessary  discus- 
sion has  been  avoided.  It  should  prove  of  great  value 
to  various  clinicians  desirous  of  increasing  their  re- 
sources and  skills  for  the  total  care  of  painful  muscu- 
loskeletal disorders.  It  describes  local  measures  which 
have  been  found  useful  in  daily  clinical  practice. 

Anaesthetics  for  Medical  Students.  Seventh  edition. 
By  Gordon  Ostlere,  M.A.,  M.B.,  and  Roger  Bryce- 
Smith,  M.A.,  D.M.  Duodecimo  of  139  pages.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Paper,  $3.00. 

The  authors  hope  that  this  book  will  lighten  the  dif- 
ficulties of  medical  students  when  they  are  obliged  to 
administer  anaesthetics.  Little  of  the  text  has  escaped 
without  change  since  the  first  edition,  but  its  size  is 
about  the  same. 
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Editorials 


Julius  E.  Stolfi,  M.D.,  F.A.C.P.,  Associate  Editor 


It  is  the  purpose  of  this  editorial  to  introduce 
Julius  E.  Stolfi,  M.D.,  Vice-President  for  Hospital 
Affairs  and  Associate  Dean  of  Clinical  Affairs  at 
the  State  University  of  New  York  Downstate 
Medical  Center  and  to  welcome  him  aboard. 

Dr.  Stolfi  presents  a rare  combination  of  qualifi- 
cations, talents,  and  abilities  and  actual  experi- 
ence in  administration,  in  medical  education  and 
hospital  organization,  assuring  an  important  con- 
tribution to  the  Journal. 

He  has  been  interested  in  organized  medicine 
and  in  many  professional  societies,  among  them 
the  American  College  of  Physicians,  and  has  held 
high  office  in  many  of  them.  He  is  past  president 
of  the  Kings  County  Medical  Society  and  is  a 
member  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York.  He  is  a mem- 
ber of  the  honorary  societies  Alpha  Omega  Alpha 
and  Alpha  Sigma  Nu. 

His  training,  hospital,  and  medical  school  ap- 
pointments and  his  assignments  and  actual  per- 
formance correspond  to  that  expected  for  the  high 


Recertification -To  Be  or  Not  To 

The  word,  “Recertification,”  evokes  a prompt 
and  emotional  response  from  most  practicing  phy- 
sicians. This  problem  deserves  serious  discussion 
and,  hopefully,  practical  solutions  by  organized 
medicine.  We  have  only  three  options:  Do  noth- 
ing; oppose  to  the  bitter  end;  or  take  the  lead  in 
establishing  a procedure  that  would  be  beneficial 
for  those  we  serve  and  educational  to  us. 

Obviously,  the  pressures  for  recertification  ema- 
nate from  Congress,  Federal  agencies,  third-party 
insurers,  and  the  public.  Local,  state,  and  Feder- 
al government,  at  the  present  time,  have  a large 
financial  interest  in  teaching  (capitation  allow- 
ances), research  (grants),  and  reimbursement  for 
medical  treatment,  particularly  under  Medicaid 
and  Medicare.  Hence,  they  feel  justified  in  “call- 
ing the  tune.”  In  addition,  medical  costs  have 
risen  at  an  alarming  rate.  The  medical  industry 
exceeds  in  value  80  billions  of  dollars.  Big  busi- 
ness, as  always,  is  a prime  target  for  the  political 
ly  astute,  and  attacking  it  is  a popular  pastime. 


position  he  occupies  today  at  the  Downstate  Med- 
ical School  and  Hospital. 

His  community  activities  cross  over  many  var- 
ied fields;  to  list  them  would  lengthen  this  editori- 
al unduly,  for  they  touch  on  personal  interests  in 
medical  and  social  spheres  and  concern  for  general 
welfare,  particularly  the  delivery  of  emergency 
medical  care. 

Dr.  Stolfi  is  a graduate  of  the  College  of  the 
City  of  New  York,  received  an  M.S.  from  New 
York  University,  and  an  M.D.  degree  from  St. 
Louis  University  School  of  Medicine.  He  ob- 
tained much  of  his  training  at  Kings  County  Hos- 
pital in  Brooklyn,  New  York.  A Diplomate  of  the 
American  Board  of  Internal  Medicine,  he  was 
vice-president  of  the  American  College  of  Physi- 
cians and  was  recently  elected  a regent  of  the  Col- 
lege. 

He  will  be  an  asset  and  help  in  further  improv- 
ing the  Journal  for  the  benefit  of  our  readers.  We 
all  wish  him  well. 

A.  A.  A. 


Be 

The  economic  atmosphere  in  this  country  is 
such  that  there  is  great  demand  for  increased  pro- 
ductivity and  a higher  quality  of  medical  care  for 
every  dollar  spent.  It  is  not  surprising,  then,  that 
the  medical  profession  is  being  asked  to  produce 
objective  evidence  that  steps  are  being  taken  to 
justify  government  spending,  to  reduce  costs,  and 
to  shorten  the  lag  time  between  research  results 
and  their  application  at  the  bedside.  We  may 
question  the  right  of  any  pressure  group  to  single 
out  physicians,  but  that  is  another  matter  to 
which  this  editorial  will  not  address  itself.  We 
must  realize,  however,  that  we  are  unique  in  the 
rare  and  special  privileges  that  our  patients  allow 
us  to  enjoy.  They  are  private,  intimate,  and  sa- 
cred. No  wonder  we  are  being  asked  to  meet  un- 
usual requirements,  including  that  of  continuing 
education. 

With  this  as  background,  let  us  review  our  op- 
tions. To  do  nothing  would  be  disastrous.  The 
pressure  groups  would  be  left  free  to  establish  all 
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of  the  rules  and  regulations.  Lacking  the  neces- 
sary medical  knowledge,  the  results  would  destroy 
all  that  we  have  accomplished.  To  oppose  recer- 
tification, individually  or  collectively,  would  be 
unwise.  The  implications  derived  from  such  ac- 
tion would  shatter  our  image  as  never  before. 
Our  own  patients’  confidence,  never  shaken  be- 
fore, would  now  shrink.  It  would  be  interpreted 
as  signifying  that  we  are  self-serving  and  insecure. 
Refusal  to  adopt  some  form  of  reevaluation  would 
indicate  our  obstinate  unwillingness  to  regulate 
ourselves  and  deliver  updated  and  high  quality 
medical  care  to  the  sick. 

To  accept  the  fact  that  recertification  is  here 
and  take  the  lead  in  establishing  a procedure  that 
would  be  acceptable  to  all  is  the  only  sensible 
road  to  follow.  Family  practitioners  have  a pro- 
gram. The  pediatricians  recently  established  one. 
The  AMA’s  credit  system,  the  College  of  Surgeons 
courses  presented  recently  in  San  Francisco,  and 
new  laws  passed  in  several  states,  all  forecast  the 
need  for  an  objective  method  of  evaluating  con- 
tinuing education  or,  to  put  it  in  another  way, 
“recertification.” 

The  American  College  of  Physicians  is  ad- 
dressing itself  to  an  innovative,  progressive,  and 
educational  method  of  recertification.  It  is  a 
modification  of  their  Medical  Knowledge  Self-As- 
sessment test.  A syllabus  is  being  prepared  that 
will  cover  the  advances  in  internal  medicine  over 


the  last  five  years.  A complete  list  of  references 
will  be  included.  It  will  form  the  basis  for  a writ- 
ten examination  to  be  given  on  request,  at  least 
six  months  after  the  date  of  issue.  The  examina- 
tion questions  will  be  taken  directly  from  the  pub- 
lished material.  The  passing  grade  will  be  deter- 
mined. A recertification  certificate  will  be  is- 
sued to  those  who  pass.  It  should  be  emphasized 
that  participation  in  this  program  will  be  voluntary 
and  nonpunitive.  Original  Board  certification  will 
not  be  rescinded  if  the  candidate  fails  to  pass. 
Incidentally,  the  educational  experience  gained  by 
preparing  for  the  test  would  be  more  valuable 
than  a passing  or  failing  grade.  After  all,  updating 
knowledge  is  the  name  of  the  game,  and  that  will 
be  accomplished  before  writing  the  examination. 

At  a recent  meeting  in  Chicago,  approximately 
200  house  officers,  by  a unanimous  show  of  hands, 
indicated  that  they  wanted  recertification,  expect- 
ed it  periodically,  and  believed  it  to  be  valuable 
for  them  and  their  patients. 

As  a matter  of  fact,  colleagues,  recertification  is 
upon  us.  The  title  of  this  editorial  is  no  longer 
relevant.  Rather  tan  attempt  to  evade  or  reverse 
the  action,  physicians  should  unite  and  help  to 
create  a universal  procedure  acceptable  to  all  con- 
cerned. 

It  seems  strange  that  everybody  is  so  anxious  to 
“recertify”  physicians  and  all  too  ready  to  accept  j 
chiropractors  even  without  recertification! 

J.  E.  S. 
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Management  of 
Breast  Masses 

W.  BRADFORD  PATTERSON,  M.D. 

Rochester,  New  York 

Professor  of  Surgery  and  Acting  Director,  Division 
of  Oncology,  University  of  Rochester  School  of  Medi- 
cine and  Dentistry 


When  I was  a surgical  intern,  one  of  my  teach- 
ers said  to  me  that  his  batting  average  for  distin- 
guishing between  benign  and  malignant  breast 
lumps  was  not  much  better  than  50  per  cent. 
Therefore,  he  always  assumed  these  masses  were 
malignant  and  carried  out  a biopsy  under  general 
anesthesia.  This  bit  of  nonsense  stuck  with  me  as 
gospel  for  some  years,  and  I believe  that  it  is 
today  a faulty  guideline  for  many  physicians  and 
surgeons  who  see  breast  masses. 

The  truth  is  that  any  physician  who  pays  atten- 
tion to  the  physical  signs  which  have  been  worked 
out  and  reported  during  the  last  half  century 
should  be  correct  in  his  diagnosis  of  breast  masses 
8 or  9 times  out  of  10.  He  is  further  aided  by  the 
family  history,  the  present  illness,  and  by  mam- 
mography. Therefore,  we  should  not  be  hospital- 
izing and  operating  with  a full  team  on  more  than 
15  per  cent  of  benign  cysts  and  adenomas  in  our 
patients.  Some  years  ago  I changed  my  practice 
to  the  extent  of  aspirating  lesions  which  I felt  rea- 
sonably confident  were  cysts  and  excising  under  a 
local  anesthetic  lesions  I felt  were  solid  benign  ad- 
enomas. So  far  I have  not  had  a lesion  thus  han- 
dled turn  out  on  histologic  section  to  be  malig- 
nant; however,  I am  sure  this  will  occur.  But 
when  it  does,  the  patient  and  I will  review  the 
pros  and  cons  of  the  alternative  treatments  and 
elect  one.  There  are  no  good  data  which  indicate 
that  her  prognosis  will  be  worse,  and  there  are  nu- 
merous reports  to  the  contrary.1-3 

Diagnosis 

Cysts.  The  diagnosis  of  a cyst  or  cysts  is  fre- 
quently easy  if  attention  is  paid  to  the  clues  in 
history  and  examination.  For  example,  when  an 


The  author  asserts  that  physicians  may  achieve 
highly  accurate  diagnosis  in  distinguishing  between 
benign  and  malignant  breast  masses  and  that  treat- 
ment should  vary  accordingly.  Clinical  diagnosis, 
treatment,  and  contraindications  of  cysts,  benign 
adenomas,  and  malignant  conditions  are  discussed. 


intelligent  woman  insists  that  a large  lesion,  2.5 
cm.  or  greater,  has  appeared  suddenly,  this  should 
be  considered  a clue,  and  the  diagnosis  of  cyst 
should  be  entertained.  Cancer  does  not  grow  at 
that  rate  and  neither  do  adenomas  except  in  rare 
cases.  Then  again,  the  patient  may  have  a histo- 
ry of  previous  cysts  excised  or  aspirated.  A histo- 
ry of  tenderness  also  favors  the  diagnosis  of  a cyst. 

Careful  attention  to  physical  examination  will 
detect  fluctuation  in  cysts  if  the  wall  is  not  too 
thick.  Even  more  important  is  that  the  examin- 
ing fingers  detect  some  part  of  the  surface  of  a 
sphere.  There  may  not  be  much  of  a curved  sur- 
face, but  almost  always  there  is  some  segment 
with  that  characteristic  arching,  smooth  contour. 
There  is  no  change  in  the  skin  and  no  adherence 
to  it  even  in  cysts  lying  close  under  the  surface. 
There  should  obviously  be  no  other  signs,  such  as 
hard  axillary  nodes,  to  make  the  examiner  think  a 
cancer  may  be  lurking  in  the  mass. 

With  such  findings  aspiration  can  be  immedi- 
ately attempted,  instilling  first  a small  amount  of 
local  anesthetic  through  a fine  needle  to  assure  a 
pain-free  procedure.  The  cyst  is  then  held  in  po- 
sition with  one  hand  while  drilling  a number  20 
needle  through  skin  and  breast  tissue,  using  a 
twisting  motion  to  lessen  the  overall  pressure 
needed.  This  and  sensible  directing  of  the  needle 
avoid  the  worry  of  a sudden  thrust  through  the 
pleura. 

Cyst  walls  are  often  tough.  Penetration  of  the 
needle  into  a cavity  usually  gives  a distinct  signal 
to  one’s  hand.  If  fluid  is  obtained,  I do  not  save  it 
for  cytology,  but  rather  I agree  with  Rosemond, 
Maier,  and  Brobyn4  that  it  should  be  discarded, 
since  the  cytologic  findings  do  not  determine  a 
course  of  action. 

If  evacuation  of  cyst  fluid  completely  eliminates 
the  mass,  the  patient  can  be  followed  without  fur- 
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ther  operation;  but  if  a mass  remains,  or  one  re- 
curs, or  no  fluid  is  obtained,  surgical  removal  of 
the  lesion  is  indicated.  Mammography  may 
sometimes  be  appropriate  for  additional  reassur- 
ance but  not  routinely. 

Adenomas.  Solid  benign  tumors  of  the  breast 
can  be  distinguished  in  most  patients  from  cancers 
and  cysts.  As  is  well  known,  the  teenager  or 
woman  in  her  early  twenties  is  a prime  candidate. 
Most  of  these  patients  will  have  no  previous  history 
and  no  symptoms  and  discover  the  lesion  inad- 
vertently. 

The  physical  findings  with  fibroadenomas  are 
distinctive.  They  usually  are  rounded,  firm,  not 
fluctuant,  and  have  very  distinct  margins.  The 
skin  and  surrounding  tissues  are  not  attached.  In 
fact,  the  looseness  and  mobility  of  these  tumors  in 
the  breast  tissue  is  probably  the  single  most  im- 
portant diagnostic  feature.  Occasionally  they  are 
multiple. 

Can  we  leave  any  of  these  slippery,  inoffensive 
lesions  which  have  such  a tiny  risk  of  being  malig- 
nant conditions?  In  general,  I think  not.  Even 
though  you  are  confident  of  the  diagnosis,  the  girl, 
her  family,  and  other  physicians  may  not  be. 
Furthermore,  fibroadenomas  in  young  women 
tend  to  enlarge,  and  if  operation  should  be  decid- 
ed against,  it  may  become  embarrassingly  neces- 
sary six  months  later. 

I was  also  taught  as  a young  surgeon  that  fe- 
male breast  tissue  is  very  sensitive  and  that  oper- 
ations on  the  breast  under  local  anesthetic  are 
painful  and  technically  unsatisfactory.  Neither  of 
these  is  true.  Breast  skin  is  easily  anesthetized, 
and  breast  tissue  is  not  more  sensitive  than  sub- 
cutaneous tissue  or  fascia  elsewhere.  In  my  expe- 
rience, most  young  women  today  prefer  a brief  op- 
eration in  the  office  or  clinic  to  a hospitalization. 
Obviously  there  will  be  exceptions.  Some  girls, 
or  their  mothers,  are  exceptionally  frightened. 
Some  adenomas  are  deeply  situated  and  thus  not 
easily  reached.  If  they  are,  the  diagnosis  is  usual- 
ly not  clear  and  a local  procedure  is  contraindicat- 
ed in  any  event. 

Cancer.  All  breast  lumps  which  do  not  meet 
the  criteria  described  for  cysts  and  adenomas  are 
suspicious  and  should  be  considered  as  “probably 
malignant.”  Such  lesions  are  more  common  in 
women  who  are  over  thirty  years.  Other  findings, 
such  as  a strong  family  history  of  cancer,  may 
raise  one’s  suspicion  but  are  irrelevant  in  the 
choice  of  procedure.  Suspicious  masses  are  not 
always  solitary,  but  they  are  usually  dominant 
over  other  breast  irregularities.  Most  malignant 
lesions  are  firm  or  hard,  and  their  margins  are 
often  indistinct.  The  indubitable,  unmistakable 
sign  pointing  to  cancer  is  fixation  of  the  mass  to 
the  overlying  skin  or  dimpling,  however  slight. 
Haagensen  and  Stout5  deserve  great  credit  for 
emphasizing  this  feature  in  repeated  articles. 


Frequently,  dimpling  can  only  be  demonstrated 
if  the  arms  are  raised  or  if  the  surrounding  breast 
is  gently  moved  or  squeezed.  These  maneuvers 
give  a finesse  to  the  diagnostician  and  raise  his  ac- 
curacy to  a high  level.  On  only  one  occasion  have 
I seen  true  dimpling  overlying  a benign  lesion,  and 
this  was  in  a patient  with  fat  necrosis  resulting 
from  trauma. 

The  other  important  signs  of  breast  cancer, 
such  as  edema  of  the  skin,  redness,  ulceration, 
and  enlarged  axillary  nodes  have  not  been  men- 
tioned. My  assumption  is  that  readers  learned 
these  years  ago,  and  that  no  one  should  need  the 
obvious  reiterated. 

Comment 

In  addition  to  its  value  as  a research  study, 
where  does  mammography  fit  in?  For  me  it  is 
most  useful  in  patients  with  large  dense  breasts, 
in  which  even  the  best  techniques  of  palpation  are 
unsatisfactory.  Certainly  mammography  can 
help  one  to  decide  whether  or  not  to  operate  on  a 
breast  with  “thickening”  or  small  irregularities 
which  make  the  examiner  uneasy.  Finally,  mam- 
mography has  a place  in  examining  the  other 
breast  in  patients  with  breast  cancer  and  in  fol- 
lowing the  group  of  high-risk  patients  with  strong 
family  histories  of  breast  cancer,  papillomatosis 
already  documented  by  biopsy,  and  the  like. 

Clues  to  clinical  diagnosis  of  breast  masses  are 
brought  together  in  Figure  1.  This  schema  of  se- 
lection and  management  refers  to  masses  which 
are  of  sufficient  size  and  substance  to  warrant 
some  action  by  the  examiner.  Obviously  there 
are  many  small  irregularities  and  poorly  defined 
differences  in  the  consistency  of  breast  tissue 
which  will  not  be  acted  on  except  by  follow-up  ex- 
aminations. 

Consideration  of  the  proper  management  of  pri- 
mary breast  cancer  is  not  within  the  scope  of  this 
report.  Available  data  do  not  permit  one  to 
cleave  strongly  to  a single  method.  In  my  opin- 
ion, it  is  a grave  error  for  any  physician  today  to 
have  a “knee-jerk”  reaction  to  breast  cancer 
treatment:  “For  an  operable  breast  cancer  I do  a 
radical  mastectomy.”  Different  procedures  and 
techniques  appear  to  be  equally  appropriate  in  se- 
lected patients.  We  certainly  need  better  ways  to 
control  systemic  disease,  but  we  do  not  need  to 
decide  on  a single  treatment  for  all  curable  breast 
cancers.  For  example,  in  a thin  woman  with  a 
lean  pendulous  breast,  a 2-cm.  cancer,  and  a free- 
ly movable  hard  node  in  the  lower  axilla,  I can  do 
a modified  radical  mastectomy  and  have  her  con- 
valescing comfortably  at  home  in  a week.  Should 
she  really  have  five  weeks  of  radiotherapy  to  the 
lesion,  chest  wall,  and  all  regional  node-bearing 
areas?  I do  not  believe  so.  Conversely,  when 
faced  by  a young  woman  with  a small  lesion  in  a 
full  breast  who  says  flatly  she  would  rather  die 
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FIGURE  1 . Four  diagnostic  clues  to  breast  masses. 


than  have  a mastectomy,  I am  not  uncomfortable 
referring  her  to  a radiotherapist  who  is  experi- 
enced in  primary  treatment  of  breast  cancer.  She 
will  be  given  a full  course  of  radiotherapy,  usually 
with  a surprisingly  good  local  result  and  a progno- 
sis within  a few  percentage  points  above  or  below 
that  obtainable  by  surgery. 

I am  participating  in  a prospective  study  which 
is  seeking  reliable  data  on  treatment  for  primary 
breast  cancer.6  This  particular  clinical  trial  is 
based  on  the  following  hypotheses:  treatment  for 
patients  without  clinically  detectable  axillary  in- 
volvement is  total  mastectomy,  that  is,  the  old 
“simple”  mastectomy,  or  total  mastectomy  plus 
immediate  regional  radiotherapy  if  those  patients 
who  have  total  mastectomy  and  subsequently 
develop  clinically  suspicious  axillary-nodes  have 


them  resected;  and  for  patients  with  clinical 
axillary  node  involvement  radical  mastectomy  and 
total  mastectomy  plus  regional  radiotherapy  are 
equivalent  procedures. 

I believe  that  the  various  techniques  under  study 
will  achieve  equivalent  results  and  that  it  is  time 
the  argument  about  one  or  another  treatment 
being  unique  is  settled.  If  I encounter  that  rare 
patient  who  is  reluctant  to  participate,  because  her 
own  convictions  about  optimal  therapy  are  stron- 
ger than  mine,  I will  treat  her  by  whichever  method 
we  agree  is  appropriate  for  her. 

By  using  the  diagnostic  skills  already  described, 
surgeons  may  not  cure  more  breast  cancer  in  pa- 
tients, but  they  can  prevent  an  enormous  load  of 
unnecessary  hospitalization  and  anesthesia,  thus 
saving  our  community  resources  for  patients  with 
more  serious  disorders  than  benign  adenomas  and 
cysts. 

260  Crittenden  Boulevard 
Rochester,  New  York  14642 
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Keratoconus  is  a central,  noninflammatory  ec- 
tasia of  the  cornea  which  usually  becomes  mani- 
fest in  the  first  two  decades  of  life,  leading  to  se- 
vere visual  handicap  as  a result  of  high  myopic 
astigmatism.  It  is  almost  always  bilateral  and 
sometimes  hereditary  (both  dominant  and  reces- 
sive with  variable  penetrance),  indicating  that  in 
some  cases  at  least  it  may  be  a primary  dystro- 
phy. The  cause  of  keratoconus  is  not  clear;  some 
feel  that  it  is  a developmental  or  growth  defect 
and  others  that  it  is  a degeneration.  The  pathol- 
ogy of  keratoconus  has  been  extensively  studied 
without  shedding  light  on  the  primary  cause  of 
the  ectasia.1  3 Initially,  degenerative  changes 
occur  in  the  basal  cells  of  the  corneal  epithelium 
with  focal  loss  of  the  basement  membrane.  Con- 
comitantly, fibrillar  degeneration  of  Bowman’s 
membrane  occurs,  leaving  gaps  which  are  filled 
with  either  epithelial  cells  or  fibroblasts.  The 
stromal  lamellae  undergo  thinning  and  fibrillar 
degeneration,  particularly  at  the  apex  of  the  cone. 
Descemet’s  membrane  wrinkles  and  sometimes 
ruptures,  resulting  in  acute  or  chronic  edema  (cor- 
neal hydrops).  Whatever  the  cause,  these  changes 
are  generally  self-limited,  the  apex  of  the  cone  sel- 
dom thinning  more  than  one  half  to  one  fifth  of  its 
normal  thickness: 

The  normal  height  of  the  cornea  is  approximately  2.5 
mm.,  and  the  protrusion  of  the  apex  seldom  amounts 
to  an  additional  2 mm  . . . ; extreme  instances  have 
been  recorded  . . . but  rupture  is  unknown.1 

In  spite  of  this  generally  accepted  statement,  it 
has  not  been  uncommon  for  patients  with  kerato- 
conus to  present  themselves  at  the  cornea  service 
of  our  hospital  with  a history  that  they  have  been 

•Winning  entry  in  the  Lucien  Howe  Essay  Competition, 
1972. 


FIGURE  1.  (A)  Tensile  strength  in  response  to  pres- 

sure differential.  (B)  Law  of  Laplace. 


advised  to  undergo  keratoplasty  “before  the  eye 
bursts.”  This  essay  was  undertaken  to  provide  a 
basis  for  understanding  the  structural  forces  act- 
ing on  the  conical  cornea  and  thus  lend  theoretic 
support  for  its  clinically  observed  resistance  to  ex- 
tension and  rupture. 

Tensile  stress 

When  a flexible  membrane  is  subjected  to  a 
pressure  differential,  a tensile  stress  is  generated 
in  the  membrane  to  withstand  the  pressure  (Fig. 
1A).  The  human  eye  is  such  an  envelope,  stabi- 
lized by  fluid  pressure,  and  is  thus  subject  to  ten- 
sile stress.  The  stress  generated  in  a pneumatic 


1 284  New  York  State  Journal  of  Medicine  / June  1 , 1 973 


Aware  of  the  tendency  for  patients  with  keratoconus 
to  seek  keratoplasty  to  preserve  the  eyeball's  struc- 
tural integrity,  the  author  offers  theoretical  support 
for  the  clinically  observed  resistence  to  extension 
and  rupture  of  the  conical  cornea.  Through  analy- 
sis of  the  magnitude  and  distribution  of  stress, 
strain,  and  tensile  strength  in  keratoconus,  this 
study  demonstrates  that  the  ectasia  of  keratoconus 
results  in  progressively  less  stress  on  the  cone  as  it 
enlarges,  transferring  tension  to  the  base  which 
presumably  can  better  withstand  it.  Thus,  indica- 
tion for  keratoplasty  in  keratoconus  patients  should 
be  visual  acuity  rather  than  structural  integrity. 


structure  is  generally  dependent  on  both  the  dis- 
tending pressure  and  the  shape  of  the  envelope  it- 
self. A first  approach  to  the  calculation  of  these 
stresses  was  given  by  the  Marquis  de  Laplace  in 
1821:  the  Law  of  Laplace  (Fig.  IB).5  The  Law  of 
Laplace  states  that  for  a curved  surface  with  prin- 
ciple radii  of  curvature,  Ri  and  R2,  that  is,  two 
unique  mutually  perpendicular  curves  on  the  sur- 
face with  maximum  difference  in  curvature,  with 
a pressure  differential,  P,  there  will  exist  a tensile 
stress,  T,  acting  tangential  to  the  surface.  That 
is  to  say,  a force  of  T dynes  is  necessary  to  support 
the  stress  acting  perpendicular  to  a 1-cm.  segment 
of  a curve  drawn  on  the  surface.  Laplace’s  law  is 
a familiar  one  in  connection  with  soap  bubbles, 
the  most  common,  but  not  only,  situation  being 
the  spherical  segment  in  which  Ri  equals  R2  and 
the  equation  degenerates  to 


This  important  relationship  shows  that  the  ten- 
sion is  proportional  to  both  pressure  and  radius 
of  curvature.  In  other  words,  the  “mechanical 
advantage”  of  the  spherical  surface  is  proportion- 
ately greater  the  smaller  the  radius.  Conversely, 
for  a plane  surface  (R  equals  infinity)  tension  is 
infinite  and  the  plane  membrane  configuration  is 
theoretically  possible  only  if  P equals  0. 

The  usefulness  of  Laplace’s  law  in  medical  work 
was  perhaps  first  recognized  by  R.  W.  Wood  in 
1892  in  a study  entitled:  “A  few  applications  of  a 
physical  theorem  to  membranes  of  the  human 
body  in  a state  of  stress.”  He  applied  Laplace’s 
law  to  the  ventricles  of  the  heart,  as  well  as  the 
urinary  bladder  and  the  uterus.  Later  in  this  re- 
port, we  shall  apply  it  to  the  normal  cornea.  La- 
place’s law  is  unfortunately  not  of  universal  appli- 
cation; it  applies  only  to  so-called  “minimal  sur- 
faces,” that  is,  where 

i + L 

R,  R 

equals  a constant  everywhere  in  the  membrane.5 
Stated  another  way,  this  implies  that  membrane 
stresses  are  equal  and  minimal  at  every  point  and 
in  every  direction.  Membrane  shearing  stress  is  0 
in  this  situation,  and  the  membrane  assumes  a 
shape  having  the  least  surface  area  for  its  pre- 
scribed boundaries,  usually  a spherical  segment. 
Aspheric  minimal  surfaces  exist,  but  a consider- 
ation of  them  is  not  pertinent  to  our  subject.  In 
general,  when  the  membrane  shape  departs  from 
the  spherical,  stress  becomes  unequal  in  different 
directions,  and  shear  results.  This  is  the  situa- 
tion which  obtains  in  keratoconus.  It  requires 
more  sophisticated  analysis,  utilizing  formulas  de- 
veloped originally  for  architectural  engineering,  as 
we  shall  see  further.6 


Stress-strain  relationship 

Before  we  can  analyze  the  response  of  the  cor- 
nea to  stress,  we  must  know  something  of  its 
physical  properties.  The  engineering  counterpart 
of  stress  is  strain,  the  deformation  of  a material 
undergoing  stress.  For  tensile  stress  in  a simple 
isotropic  substance,  elongation  is  proportional  to 
stress,  according  to  Hooke’s  law.  Tension  beyond 
the  region  of  strain  obeying  Hooke’s  law  results  in 
permanent  deformation,  and  rupture  occurs  at 
higher  stress.  The  stress-strain  relationship  is 
given  by  Young’s  modulus,  a familiar  quantity  in 
mechanics.7  The  situation  in  the  intact  cornea  is 
much  more  complex,  for  it  is  composed  of  multi- 
ple individual  lamellae.  Any  attempt  to  cut 
strips  of  the  cornea  for  standard  strain  measure- 
ments involves  cutting  many  of  the  lamellae  and 
negating  some  or  all  of  their  contribution  to  the 
tensile  strength  of  the  cornea.  Accordingly,  such 
measurements  may  bear  little  relation  to  the  be- 
havior of  the  tissue  as  a whole.  Measurements  by 
Gloster,  Perkins,  and  Pommier8  and  Nyquist9 
demonstrate  that  distensibility  for  both  cornea 
and  sclera  falls  rapidly  with  increasing  stress,  a 
fact  to  be  expected  from  the  scleral  rigidity  work 
of  Friedenwald10  in  the  intact  eye.  Additionally, 
Gloster,  Perkins,  and  Pommier8  and  Nyquist9  both 
demonstrated  relaxation  and  hysteresis  in  the  cor- 
nea and  sclera;  that  is,  there  was  a time  delay  in 
the  response  of  the  tissue  to  both  loading  and  un- 
loading (greater  strain  obtained  with  longer  expo- 
sure to  stress).  Perhaps  more  significantly,  mea- 
surements of  the  bursting  pressure  in  the  intact 
eye  were  described  by  Maurice  to  be  approximate- 
ly 5,000  Gm.  per  square  centimeter,  about  3,700 
mm.  Hg.11  There  is,  therefore,  a nearly  hundred- 
fold tensile  rupture  strength  safety  factor  above 
the  stress  generated  under  physiologic  conditions. 
The  rupture  took  place  at  the  scleral  equator, 
implying  an  even  greater  safety  factor  for  the  cor- 
nea. Thus,  the  information  available  indicates 
that  the  cornea  and  sclera  are  very  complex  tis- 
sures  mechanically,  each  with  a very  high  modu- 
lus of  elasticity  and  tensile  rupture  strength. 
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FIGURE  2.  Normal  cornea  tensile  stress. 
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FIGURE  3.  Minimum  tensile  strength  for  suture  mate- 
rial for  7.5  mm.  penetrating  keratoplasty  utilizing  16 
sutures. 


This  is  evident  clinically  with  the  occurence  of 
blowout  fractures,  in  which  the  globe  subject  to 
trauma  withstands  the  stress  and  even  fractures 
the  wall  of  the  orbit.  An  additional  factor  which 
needs  consideration  here,  in  which  there  is  no  in- 
formation available  to  the  best  of  my  knowledge, 
might  well  be  called  “biologic  elasticity,”  that  is, 
the  long-term  ability  of  the  corneoscleral  envelope 
to  remodel  its  shape  in  response  to  changes  in  ten- 
sile stress.  Notable  clinical  examples  of  this  type 
of  “elasticity”  are  buphthalmos  and  the  converse, 
phthisis  bulbi.  The  influence  of  this  factor  on 
keratoconus  cannot  be  known  at  present. 

We  are  in  a position  to  make  some  deductions 
about  the  stress-strain  relationship  in  the  intact 
corneal  envelope.  The  emmetropic  cornea  for  our 
purposes  fairly  closely  approximates  a spherical 
segment.  The  surface  we  are  considering  is  the 
posterior  surface,  for  that  is  the  interface  on  which 
the  intraocular  pressure  acts  to  produce  stress  in 
the  cornea.  The  posterior  surface  is  somewhat 
more  curved  than  the  anterior,  measuring  7-mm. 
radius  of  curvature  in  the  central  one-third  and 
somewhat  more  in  the  periphery.12  Laplace’s  law 
can  be  applied  with  reasonable  accuracy.  For  an 
intraocular  pressure  of  15  mm.  Hg  or  2 X 104 
dynes  per  square  centimeter,  we  calculate  a ten- 
sion of  about  7 Gm.  per  centimeter  (Fig.  2).  This 
is  not  a very  great  stress.  For  example,  experi- 
ment shows  that  a 1-cm.  strip  of  tissue  paper  can 
support  about  50  Gm.,  approximately  50  X 103 
dynes,  before  it  ruptures.7  An  interesting  impli- 
cation of  the  preceding  calculation  is  that  it  en- 
ables us  to  estimate  the  minimum  tensile  strength 
for  suture  material:  7 Gm.  per  centimeter  of  cor- 


FIGURE  4 Conical  method  of  approximation  of  ten- 
sile strength 


Measurements: 

a = 45° 

R = 2.8  mm. 

x —4.1  mm.  (3  mm  from  the  apex  of  the  cornea, 
arbitrarily  taken  as  the  base' 

P = 15  mm.  Hg  = 2 X 10*  dynes  cm5 

Spherical  Cap: 

Taxial  = Tcircumferential  = PR  2 = 2.8  X 10* 
dynes  cm. 

Cone  at  the  base: 

Taxial  = ^ = 5.8  X 103  dynes  cm 

Tcircumferential  = 2T,  = 11.6  X HP  dynes  cm 

FIGURE  5.  Measurements  and  calculation  for  typical 
formalin-fixed  keratoconus  specimen  according  to  coni- 
cal-method stress  function.13 


FIGURE  6 Parameters  of  ellipse. 

neal  incision  to  be  closed.  The  sutures  would 
have  to  be  placed  radially  for  the  estimate  to  be 
accurate.  For  a 7.5-mm.  penetrating  keratoplasty 
utilizing  16  sutures  we  have  an  estimate  of  about 
1 Gm.  per  suture  (Fig.  3).  The  problem  of  an  as- 
tigmatic corneal  surface  is  more  complex.  For- 
mulae for  dealing  with  toric  surfaces  exist,13  but 
for  the  level  of  accuracy  required  by  this  discus- 
sion no  further  information  is  provided  by  such  a 
refinement  in  the  usual  amounts  of  astigmatism. 

Surface  models 

Laplace’s  law  does  not  apply  in  keratoconus.  I 
because  it  is  a nonminimal  surface,  one  in  which 
tensions  are  not  equal  in  all  directions  or  positions 
on  the  surface.  Before  we  can  calculate  tensile 
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FIGURE  7.  (A)  Radius  of  curvature  and  eccentricity  of 

ellipse.  (B)  Stress  functions  for  standard  ellipsoid  of 
revolution. 

stress  in  keratoconous,  a more  or  less  exact  model 
of  the  surface  must  be  constructed.  A crude  but 
useful  first  approximation  would  be  to  consider 
the  surface  as  a truncated  true  cone  with  a spheri- 
cal cap  of  radius  chosen  in  such  a way  that  the 
principal  curvature  of  the  cap  vanishes  at  the 
juncture  with  the  cone,  insuring  that  axial  stresses 
at  the  juncture  are  equal.  For  detailed  derivation 
of  the  equations  which  follow,  consult  Trostel14  in 
Tensile  Structures  (Fig.  4).  It  is  evident  from  the 
formulas  that  circumferential  stress,  Tc,  in  the 
conical  portion  of  the  structure  is  twice  that  of  the 
axial  stress,  Ta,  and  that  both  diminish  as  we  ap- 
proach the  apex.  Stresses  and  radii  of  curvature 
diminish  as  either  h or  a diminish.  This  is  an 
important  point  and  provides  insight  into  a plau- 
sible explanation  as  to  why  keratoconus  is 
structurally  stable  and  self-limited.  The  stress  at 
the  apex  of  a true  cone  is  theoretically  zero.  An- 
other thing  to  note  is  that  there  is  a discontinuity 
in  circumferential  stresses  as  we  pass  from  the 
cone  to  a spherical  cap,  an  unavoidable  conse- 
quence of  this  approximation  and  an  undesirable 
one  insofar  as  calculating  the  stress  in  keratoconus 
is  concerned.  For  purposes  of  illustration  and 


calculation  of  actual  stresses,  I have  taken  mea- 
surements from  AFIP  ACC.  88459,  a typical  for- 
malin-fixed keratoconus  specimen  which  is  pre- 
sented in  Ophthalmic  Pathology;  An  Atlas  and 
Textbook  by  Hogan  and  Zimmerman13  (Fig.  5). 
From  the  sample  calculation  in  Figure  5 it  is  evi- 
dent that  stress  in  the  apex  of  keratoconus  is  con- 
siderably less  than  that  in  a normal  cornea,  which 
is,  as  we  have  seen,  quite  minimal  to  begin  with. 
The  decreased  stress  at  the  apex  is  gained  at  the 
expense  of  greater  tension,  particularly  circumfer- 
entially, at  the  base. 

The  preceding  was  useful  as  a first  approach  in 
calculating  the  stress  of  keratoconus  and  in  under- 
standing its  stress  distribution.  A more  sophisti- 
cated and  accurate  model  of  the  corneal  contour  is 
provided  by  considering  it  to  be  an  ellipsoid  of 
revolution.15  An  ellipse  is  ideal  for  fitting  the  con- 
tour of  keratoconus.  For  a given  apical  radius  of 
curvature,  there  exists  only  one  circle  and  parabo- 
la which  can  be  fitted.  There  is,  however,  a lim- 
itless family  of  ellipses  which  can  be  fitted  to  a 
given  apical  curvature.  We  recall  the  analytic  ge- 
ometry formulation  for  an  ellipse  with  semimajor 
axis  a,  and  semiminor  axis  b (Fig.  6).  Another 
convenient  way  of  defining  an  ellipse  is  to  use  R, 
the  apical  radius  of  curvature,  and  E,  the  eccen- 
tricity. This  approach  is  quite  useful  when  at- 
tempting to  take  measurements  from  a keratoco- 
nus specimen.  For  all  ellipses,  the  relationship  in 
Figure  7A  obtains.  Returning  to  our  original 
problem,  the  stress  functions  for  a standard  ellip- 
soid of  revolution  are  those  of  Figure  7B.  Deriva- 
tions can  be  found  in  Tensile  Structures. 6 As  in 
our  previous  formulation,  for  a spindle-shaped 
structure  (b  < a),  stress  is  greater  in  the  circum- 
ferential meridian,  Tc,  than  in  the  axial,  Ta,  and 
tensions  in  both  meridians  diminish  to  a mini- 
mum as  we  approach  the  apex,  as  x approaches  0. 
At  the  apex  the  complex  formulas  degenerate  to 

Tapex 

I Ml  _ 

2a 

Tminimum,  which  is  similar  to  the  formula  for  a 
spherical  membrane  undergoing  stress,  if  we  note 
that 

b! 

a 

is  the  apical  radius  of  curvature  of  the  ellipsoid. 
As  the  keratoconus  extends  and  the  eccentricity 
becomes  greater  as 


increases,  the  stress  on  the  apex  of  the  ellipsoid 
decreases,  similar  to  our  previous  approximation. 
Returning  now  to  our  sample  AFIP  keratoconus 
for  measurements  and  calculation,  we  find  the  re- 
sults in  Figure  8. 13 
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Measurements: 


i Eccentricity  = 0.96 


A = 1.5  cm. 

B = 8.0  cm. 

x = 0.3  cm.  i 3 mm.  from  the  apex  of  the  cornea. 

arbitrarily  taken  as  the  base) 

P = 15  mm.  Hg  = 2 X 10'  dynes  cm2 


Apex: 

T = T<  = PA;  2B  = 


(2  X 10* 1 1 1.5s) 

2 8 

2.8  X 10J  dynes  cm  = 2.8  gm  cm 


T.  = gjj  \A*  -f  (B*  - A*)(A  - x)1  = 

5 X 10*  dynes  cm  = 5 gm  cm 

T.  - 2T  [l  - |2A.(B!  - A:X(A  - x,l]  = 

9.9  X 10-1  dynes  cm  = 9.9  gm  cm 

FIGURE  8 Measurements  and  calculation  for  typical 
formalin-fixed  keratoconus  specimen  according  to  ellip- 
soid-method stress  functions.13 


FIGURE  9.  Ectasia  of  keratoconus  results  in  decreas- 
ing stress  on  apex  of  cone  as  it  enlarges. 


TABLE  I.  Calculated  stress  values 


Site  and  Method 

Ta 

(Gram 

Per 

Centi- 

meter) 

Tt 

(Gram 

Per 

Centi- 

meter) 

Corneal 

Thickness 

(Milli- 

meters) 

Thickness 

Taverage 

Keratoconus  apex 

0.2 

0.07 

Sphere  approximation 

2.8 

2.8 

Ellipse  approximation 

2.8 

2.8 

Keratoconus  base 

0.5 

0.05 

Cone  approximation 

5.8 

11.6 

Ellipse  approximation 

5.0 

9.9 

Normal  cornea 

7.0 

7.0 

0.5 

0.07 

In  Table  I we  find  the  stress  values  calculated 
in  the  course  of  writing  this  report.  It  appears 
that  there  is  a fairly  good  correlation  between  the 
conical  and  ellipsoid  methods  of  approximation, 
especially  considering  the  crude  measurements  on 
which  they  were  based.  The  apex  of  the  cornea 
appears  to  be  at  least  holding  its  own  in  relation 
to  the  stress  exerted  on  it  as  shown  in  the  last  col- 
umn. Of  course,  there  are  no  data  concerning  the 
tensile  strength  of  the  stroma  at  the  apex  of  the 
cone,  so  that  relative  strengths  cannot  really  be 
compared. 

Conclusion 

This  study  depends  on  the  experimental  and 
theoretic  work  of  the  many  authors  whose  articles 
I have  mentioned.  To  my  knowledge,  this  type 
of  analysis  of  the  stress  distribution  in  keratoco- 
nus has  not  been  done  previously.  The  major 
thrust  of  the  analysis  points  up  the  fact  that  the 
ectasia  of  keratoconus  results  in  progressively  less 
stress  on  the  apex  of  the  cone  as  it  enlarges  (Fig. 
9).  This  lessened  apical  stress  is  bought  at  the 
expense  of  increased  stress,  mainly  circumferen- 
tial, at  the  base.  However,  the  stress  is  extremely 
small  in  all  cases  when  compared  with  the  tensile 
strength  of  the  normal  cornea.  As  we  have  seen, 
it  is  less  than  that  which  can  be  born  by  standard 
tissue  paper.  This  decreased  stress  explains  the 
softness  clinically  observed  when  the  apex  of  the 
cone  is  indented,  as  for  example,  in  Schiotz 


tonometry.  While  the  tensile  strength  for  the 
apex  of  the  cone  is  not  known,  clinical  experience 
with  keratoconus  suggests  that  it  is  ample.  The 
lessened  tension  at  the  apex  contributes  to  the 
stability  of  the  thinned  center  of  the  cone  and 
may  well  contribute  to  the  self-limited  nature  of 
the  ectasia,  whatever  its  cause.  The  results  of 
this  largely  theoretic  study  hopefully  serve  to  re- 
emphasize that  the  clinical  indication  for  kerato- 
plasty in  keratoconus  is  visual  acuity,  not  structur- 
al integrity. 
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Experience  with  20  cases  of  traumatic  rupture 
of  the  diaphragm,  secondary  to  blunt  or  penetrat- 
ing injuries,  seen  at  Kings  County  Hospital  Cen- 
ter, Brooklyn,  New  York,  in  a ten-year  period  end- 
ing in  1971,  is  reviewed.  Fifteen  patients  were 
hospitalized  at  the  time  of  the  injury  and  treated 
by  early  repair.  Preoperative  diagnosis  of  dia- 
phragmatic injury  was  made  in  9 patients,  and  in 
only  2 of  these  was  the  diaphragmatic  defect  large 
enough  to  allow  herniation  of  abdominal  viscera 
into  the  chest,  which  was  recognizable  on  plain 
chest  roentgenograms.  Both  were  auto  accidents 
with  severe  crush  injuries  of  the  chest.  In  the 
other  7 patients,  associated  injuries  dominated  the 
picture,  and  diaphragmatic  injury  was  suspected 
on  the  basis  of  physical  findings.  In  the  6 re- 
maining patients,  diaphragmatic  rupture  was  not 
diagnosed  preoperatively  but  was  discovered  in 
the  course  of  exploratory  celiotomy  for  associated 
abdominal  injuries. 

* By  invitation. 


1972,  at  Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City. 

Five  patients  presented  delayed  obstructive 
symptoms  six  months  to  fourteen  years  after  the 
initial  injury.  Diagnosis  of  diaphragmatic  rupture 
was  missed  at  the  time  of  injury.  Delay  in  the 
correct  interpretation  of  the  late  symptoms  re- 
sulted in  significant  morbidity  in  4 patients  and  in 
one  death. 

Summaries  of  case  histories  were  presented  to 
illustrate  how  serious  complications  can  be  ob- 
viated by  awareness  of  this  diagnostic  possibility 
in  patients  with  histories  of  injury  to  the  chest. 

Discussion 

Richard  B.  Nolan,  M.D.,  New  York  City.  I 
thoroughly  enjoyed  this  presentation,  and  I think 
the  authors  made  some  interesting  points.  One 
feature  of  their  presentation  that  was  of  interest 
to  me  was  the  predominance  of  cases  shown  as  a 
result  of  penetrating  trauma  to  the  diaphragm.  I 
noted  that  a great  number  of  cases  resulted  from 
stab  wounds.  In  our  experience  at  Beekman- 
Downtown  Hospital,  many  of  the  cases  seen  with 
traumatic  rupture  of  the  diaphragm  have  been  as- 
sociated with  blunt  trauma.  This  should  empha- 
size the  point  made  in  the  presentation  that  the 
diagnosis  must  be  considered  if  the  appropriate 
measure  of  treatment  is  to  be  carried  out.  In 
cases  of  blunt  trauma  and  of  multiple  injury,  the 
unrecognized  defect  in  the  diaphragm  is  usually 
discovered  in  the  course  of  a transabdominal  ex- 
ploration for  suspected  intra-abdominal  injury. 

We  have  had  similar  experiences  with  the  de- 
layed discovery  of  traumatic  rupture  of  the  dia- 
phragm. A recent  case  involved  a young  man 
who  suffered  blunt  trauma  as  a result  of  being 
crushed  between  a wall  and  a moving  vehicle  in  a 
garage.  The  admitting  x-ray  film  showed  a mass 
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density  in  the  right  hemithorax.  Multiple  frac- 
tured ribs  were  also  noted.  A closed  thoracotomy 
was  performed,  and  a minimal  amount  of  blood 
was  obtained.  His  condition  stabilized,  and  he 
was  observed  for  four  to  five  days.  Our  suspicion 
of  injury  to  the  diaphragm  prompted  further  eval- 
uation, and  a barium  study  showed  a loop  of 
bowel  protruding  through  the  right  side  of  the  di- 
aphragm. I am  showing  this  case  to  demonstrate 
that  traumatic  rupture  of  the  right  side  of  the  dia- 
phragm, although  unusual,  may  occur.  In  many 
series,  it  has  been  quoted  as  having  occurred  in  1 
out  of  20  to  25  cases.  This  man  suffered  a burst- 
ing laceration  in  the  anterior  portion  of  the  right 
side  of  the  diaphragm  with  herniation  of  the  colon 
into  his  chest.  Appropriate  repair  was  carried 
out,  and  he  had  no  postoperative  complications. 

I think  this  presentation  is  timely  and  empha- 
sizes appropriate  points.  Attention  must  be  di- 
rected to  awareness  of  the  situation  if  it  is  to  be 
recognized  in  a reasonable  period  of  time  and  ap- 
propriate therapy  accomplished.  Thank  you. 

Emil  A.  Naclerio,  M.D.,  New  York  City.  The 
essayists  have  again  brought  to  our  attention  the 
fact  that  in  a number  of  patients  with  traumatic 
injury  to  the  diaphragm,  serious  problems  fre- 
quently occur,  because  this  condition  often  goes 
unrecognized.  Difficulties  in  diagnosis  arise  be- 
cause not  infrequently  diaphragmatic  lacerations 
and  herniations  are  present  without  producing 
any  detectable  clinical  manifestations;  and  if  signs 
and  symptoms  are  present,  they  are  frequently  so 
minimal  and  variable  that  they  are  rapidly  passed 
by. 

In  the  vast  majority  of  patients,  a routine  up- 
right roentgenogram  of  the  chest  will  suggest  the 
presence  of  a traumatic  diaphragmatic  hernia. 
However,  in  a number  of  patients  the  initial 
x-ray  film  will  show  negative  findings  even  though 
a laceration  of  the  diaphragm  was  present  at  the 
time  of  injury;  hence,  the  importance  of  serial 
x-ray  film  studies. 

The  importance  of  prompt  recognition  and  ac- 
curate suture  repair  of  all  diaphragmatic  lacera- 
tions cannot  be  overemphasized.  In  a personal 
review  of  41  diaphragmatic  lacerations  incident  to 
stab  wounds,  treated  at  Harlem  Hospital  Center 
over  a ten-year  period,  it  was  noted  at  abdominal 
exploration  that  despite  the  presence  of  diaphrag- 
matic lacerations,  usually  2.5  cm.  or  less,  in  no 
patient  was  there  herniation  of  viscera  into  the 
pleural  space.  In  a few,  there  was  obstruction  of 
the  wound  by  apposed  omentum  or  viscus  at  the 
injury  site.  According  to  the  records,  the  dia- 
phragmatic lacerations  were  all  carefully  sutured. 

However,  6 of  the  41  patients  reviewed  devel- 
oped hernias  at  the  site  of  the  diaphragmatic  su- 
ture in  the  immediate  and  early  postoperative  pe- 
riod. In  1,  the  hernia  was  recognized  and 
promptly  repaired.  In  the  other  5,  all  of  whom 


died  principally  from  delirium  tremens,  the  dia- 
phragmatic lacerations  were  discovered  acciden- 
tally at  autopsy.  In  1 of  these  5 patients,  stran- 
gulation of  the  bowel  was  found,  sufficient  to 
cause  death. 

In  another  study,  it  was  found  that  in  3 pa- 
tients, all  sustaining  penetrating  wounds  in  the 
left  lower  thoracic  region,  death  occurred  as  a re- 
sult of  strangulation  and  perforation  of  the  her- 
niated stomach;  in  2,  death  occurred  because  of 
delay  in  diagnosis,  and  in  the  other,  because  the 
condition  was  unrecognized.  As  a concluding 
statement,  I should  like  to  stress  that  when  one 
suspects  a penetrating  wound  of  the  left  hemidia- 
phragm,  incident  to  a left  lower  thoracic  penetrat- 
ing injury,  it  should  be  an  absolute  indication  for 
abdominal  and/or  thoracic  exploration,  even 
without  recourse  to  diagnostic  tests  because  of  the 
strong  likelihood  of  the  injury  to  the  stomach, 
spleen,  colon,  as  well  as  to  the  diaphragm  and 
subsequent  hernia  formation.  By  so  doing,  many 
patients  will  be  spared  unnecessary  morbidity  and 
death. 

Marcial  M.  Cerruti,  M.D.,  Brooklyn,  New 
York.  I would  like  to  stress  two  points  with  re- 
spect to  this  fine  report. 

From  Maimonides  Medical  Center,  Brooklyn, 
New  York,  we  have  had  5 cases  of  traumatic  her- 
nia of  the  diaphragm;  4 of  them  acute,  1 chronic, 
and  only  1 on  the  right  side.  Illustrating  the 
chronic  evolution  in  some  instances,  a patient  suf- 
fered chest  trauma  in  1964,  with  fractured  ribs  on 
the  right  side  but  no  suspicious  changes  in  the 
area  of  the  left  side  of  the  diaphragm.  Two  years 
later,  in  1966,  a significant  left  diaphragmatic  her- 
nia with  some  symptomatology  was  shown.  How- 
ever, the  patient  was  advised  not  to  worry  about  it. 
Two  years  later,  in  1968,  the  patient  was  admitted 
in  severe  distress,  with  a strangulated  stomach  oc- 
cupying all  the  left  thoracic  cavity.  An  emergen- 
cy repair  of  a large  diaphragmatic  rupture  through 
a left  thoracotomy  gave  excellent  long-term  re- 
sults as  shown  in  a gastrointestinal  series.  This 
case  further  emphasizes,  as  pointed  out  by  Dr. 
Gourin  and-Dr.  Garzon,  the  serious  complications 
in  cases  where  diagnosis  is  delayed,  as  well  as  the 
evolution  of  a ruptured  diaphragm  and  herniation 
over  the  years. 

The  next  case  I would  like  to  present  empha- 
sizes the  importance  of  a meticulous  surgical  tech- 
nique in  the  repair  of  a diaphragmatic  rupture. 
This  patient,  two  years  previously,  had  a repair 
of  a diaphragmatic  eventration  which  subsequent- 
ly developed  into  a diaphragmatic  hernia  due  to 
rupture  or  dehiscence  of  the  previous  diaphrag- 
matic repair. 

The  thoracic  approach  was  used,  and  the 
omentum,  part  of  the  stomach,  and  colon  were 
herniated  into  the  chest  through  a rather  large 
diaphragmatic  defect  with  a fibrotic  ring.  The 
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contents  were  rather  easily  reduced  into  the  ab- 
domen and  our  technique  was  one  of  direct  clo- 
sure of  a diaphragmatic  defect  with  a double  row 
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Tree 
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Sudden  violent  compression  of  the  chest  can  re- 
sult in  acute  rupture  of  the  intrathoracic  trachea 
or  bronchus.  While  this  injury  is  uncommon,  it  is 
seen  with  increasing  frequency  in  patients  who  ar- 
rive alive  at  the  hospital  with  severe  blunt  chest 
trauma  following  high-speed  deceleration  acci- 
dents. A case  illustrating  this  clinical  entity  is 
presented  with  comments  on  the  clinical  aspect  of 
early  diagnosis  and  surgical  management. 

Case  report 

A healthy  twenty-seven-year-old  Negro  male 
was  brought  to  the  emergency  room  of  The  Har- 
lem Hospital  Center  at  2:00  A.M.  following  a 
high-speed  front-end  automobile  accident  in 
which  he  was  the  driver.  He  was  in  severe  respi- 
ratory distress  with  marked  dyspnea,  a persistent 
cough,  and  hemoptysis.  Examination  revealed 
that  he  had  sustained  severe  trauma  to  the  right 
upper  anterior  chest.  There  were  several  frac- 
tured ribs  with  a small  sucking  wound  and  a right 
pneumothorax  together  with  extensive  subcuta- 
neous emphysema  of  the  chest  wall  that  extended 
into  the  neck.  No  other  associated  major  injuries 
were  evident. 

Emergency  resuscitative  measures  were  imme- 
diately instituted  which  included  the  sealing  of 
the  sucking  chest  wound  with  an  occlusive  dress- 
ing and  the  insertion  of  a chest  tube  into  the  right 
pleural  space,  attaching  it  to  an  underwater  seal 
with  suction.  There  was  a large  continuous  air 
leak  via  the  chest  tube,  and  the  patient  remained 
very  dyspneic. 

Attempts  at  intubation  were  unsuccessful  be- 
cause of  the  patient’s  extreme  restlessness  and  re- 

* By  invitation. 


of  heavy  nonabsorbable  suture  material. 

The  following  report  will  be  given  in  its  entire- 
ty- 


FIGURE  1.  Initial  chest  roentgenogram  revealing  per- 
sistent right  pneumothorax,  extensive  subcutaneous  and 
mediastinal  emphysema  extending  into  deep  cervical 
fascia. 

sistance.  A tracheostomy  was  performed,  and 
suction  of  the  endobronchial  tree  yielded  a large 
amount  of  bloody  secretions. 

A chest  roentgenogram  revealed  a right  pneu- 
mothorax and  extensive  subcutaneous  and  medi- 
astinal emphysema  which  extended  into  the  deep 
cervical  fascia  (Fig.  1).  He  was  sedated,  and  the 
chest  tube  was  repositioned  in  a more  cephalad 
position.  He  improved  slightly  but  was  still  dys- 
pneic. Because  of  the  persistent  large  continuous 
air  leak,  the  cervical  and  mediastinal  emphysema, 
and  the  failure  of  his  lung  to  re-expand  with  suc- 
tion, the  diagnosis  of  traumatic  rupture  of  the  tra- 
cheobronchial tree  was  made.  A repeat  chest 
roentgenogram  confirmed  the  persistence  of  the 
right  pneumothorax  (Fig.  2). 

The  patient  was  taken  to  the  operating  room 
and,  under  general  anesthesia,  underwent  bron- 
choscopy with  a ventilating  bronchoscope.  This 
disclosed  almost  a complete  circumferential  tear 
of  the  lower  trachea  with  only  a small  cartilagi- 
nous portion  of  the  trachea  intact  on  the  left  side. 
There  was  also  an  extensive  longitudinal  tear  from 
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FIGURE  2.  Repeat  chest  roentgenogram  after  chest 
tube  repositioned  showing  persistence  of  right  pneumo- 
thorax (arrows). 


this  level  that  extended  distally  along  the  junction 
of  the  cartilaginous  and  membranous  portion  of 
the  trachea  onto  the  right  main  bronchus.  Before 
the  bronchoscope  was  removed,  the  endobronchial 
tree  was  aspirated  of  all  bloody  secretions.  The 
patient  was  intubated,  placed  in  a left  lateral 
decubitus  position  with  a chest  tube  on  underwa- 
ter seal,  and  the  right  chest  was  entered  through  a 
standard  posterolateral  thoracotomy  incision. 
The  lung  was  completely  atelectatic  with  a large 
air  leak  from  an  irregular  longitudinal  rent  in  the 
mediastinal  pleura  above  and  below  the  azygos 
vein.  The  mediastinal  pleura  was  opened  further, 
and  the  cuffed  endotracheal  tube  was  quickly  ad- 
vanced under  direct  vision  past  the  tracheal  de- 
fect into  the  left  main  bronchus,  so  that  adequate 
ventilation  could  be  maintained. 

Penrose  drains  were  placed  around  the  trachea 
above  the  tear  and  around  the  right  upper-lobe 
bronchus.  By  gentle  traction  on  these  drains,  the 
trachea  and  right  main  bronchus  were  delivered 
up  and  out  of  the  mediastinum  for  detailed  in- 
spection of  the  bronchial  tree  and  mediastinal 
structures.  In  addition  to  the  90  per  cent  circum- 
ferential tear  of  the  lower  trachea  and  the  2-inch 
longitudinal  tear  distally  onto  the  right  main 
bronchus,  there  was  a second  transverse  cartilagi- 
nous tear  at  the  take-off  of  the  right  main  bron- 
chus that  extended  to  the  midline  above  the  Cari- 
na. An  anatomic  specimen  demonstrates  the 
location  and  extent  of  the  defects  previously  de- 
scribed (Fig.  3).  There  was  no  other  intrathoracic 
injury  noted  except  fractures  of  the  second  and 
third  ribs  anteriorly  with  the  associated  small 
chest-wall  wound. 


/ 


FIGURE  3 Anatomic  specimen  of  trachea  and  major 
bronchi  with  endotracheal  tube  in  place  to  demonstrate 
the  location  and  extent  of  tears  as  found  at  time  of  tho- 
racotomy 


FIGURE  4.  Final  roentgenogram  of  chest  two  weeks 
postoperatively  showing  complete  expansion  of  lung 


Inspection  of  the  tears  revealed  sharp  edges  re- 
quiring no  debridement.  The  edges  were  easily 
reapproximated  with  simple  interrupted  3 and  4 
to  0 nonabsorbable  sutures,  and  an  air-tight  clo- 
sure was  obtained.  The  chest-wall  opening  asso- 
ciated with  the  fractured  ribs  was  closed  from 
within  the  chest.  A second  chest  tube  was  insert- 
ed and  both  placed  on  suction.  The  right  lung 
was  completely  expanded  prior  to  closure  of  the 
chest,  and  the  tracheostomy  was  maintained  in 
the  postoperative  period.  There  was  no  air  leak 
via  the  chest  tubes  postoperatively,  and  the  pa- 
tient had  a benign  postoperative  course.  The 
final  roentgenogram  of  the  chest,  two  weeks  post- 
operatively, revealed  complete  expansion  of  the 
right  lung  (Fig.  4).  A roentgenogram  using  the 
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FIGURE  5.  Chest  roentgenogram  using  Bucky  tech- 
nique to  demonstrate  widely  patent  trachea  and  bron- 
chial bifurcation. 

Bucky  technique  demonstrates  a widely  patent 
trachea  and  bronchial  bifurcation  (Fig.  5). 

Comment 

Incidence.  While  there  are  many  reports  on 
traumatic  rupture  of  the  tracheobronchial  tree,  al- 
most all  deal  primarily  with  bronchial  injuries. 
Cases  of  tracheal  injuries  invariably  are  con- 
cerned with  rupture  of  the  superficially  located 
cervical  trachea.  Reports  of  true  intrathoracic 
tracheal  rupture  are  infrequent,1'5  and  only  a few 
cases  of  combined  injury  to  the  trachea  and  bron- 
chus appear  in  the  medical  literature. 8,7  The  inci- 
dence of  early  diagnosis  of  rupture,  managed  by 
primary  suture  repair,  are  rare. 

Mechanism  of  rupture.  The  mechanism  of 
rupture  is  a combination'  of  a distraction  and 
shearing  force  at  the  carinal  level  together  with  an 
inner  explosive  force.  The  severe  anteroposterior 
compression  of  the  upper  anterior  chest  wall  caus- 
es a lateral  widening  of  the  chest  with  a shearing 
and  distracting  force  at  the  level  of  the  relatively 
fixed  carina  avulsing  the  main  bronchus.8  It  has 
been  shown  that  rupture  of  the  posterior  membra- 
nous wall  occurs  with  greater  frequency  when  the 
glottis  is  closed  and  the  lungs  inflated,  suggesting 
an  explosive  force  acting  from  within  the  air  pas- 
sage.9 Therefore,  it  is  understandable  that  the 
most  frequent  (80  per  cent)  site  of  rupture  of  the 
tracheobronchial  tree  is  within  2.5  cm.  of  the  cari- 
na and  especially  in  the  main  bronchi. 

Clinical  manifestations.  The  clinical  manifes- 
tations of  rupture  of  the  tracheobronchial  tree  are 
often  subtle.  Burke10  in  his  review  of  167  cases  of 
bronchial  rupture  noted  that  in  approximately  a 
third  of  the  cases,  attention  was  directed  to  the 
diagnosis  by  the  presence  of  a persistent  large  air 
leak  with  failure  of  lung  expansion  following 
chest-tube  insertion  for  pneumothorax.  In  the 
other  two-thirds,  the  patients  stabilized  and 
showed  a favorable  response  to  chest-tube  drain- 


age. In  this  latter  group  of  cases,  the  injury  is  not 
diagnosed  until  late  when  bronchial  stenosis  and 
its  associated  problems  become  evident. 

The  severe  dyspnea  noted  in  our  case  is  almost 
universal  in  all  reported  cases  of  tracheobronchial 
rupture.  This  is  due  to  the  loss  of  a functioning 
lung  as  well  as  the  loss  of  available  inspired  air. 
The  loss  of  functioning  lung  is  secondary  to 
pneumothorax,  aspiration  of  blood,  or  interstitial 
emphysema  in  the  lung. 

While  tension  pneumothorax  can  occur,  it  is  not 
common,  since  the  pneumothorax  decompresses 
via  the  mediastinal  pleural  rent  into  the  mediasti- 
num and  subcutaneous  tissue.  The  aspiration  of 
blood,  together  with  retained  secretions  in  the  en- 
dobronchial tree,  further  decreases  the  adequate 
ventilation  and  perfusion  of  the  normal  lung. 
Chesterman  and  Satsangi8  feel  that  the  danger 
associated  with  this  aspect  of  the  problem  is  not 
sufficiently  appreciated  and  has  been  a major 
cause  of  early  hospital  deaths.  Therefore,  early 
aspiration  of  the  endobronchial  tree  is  essential. 
Interstitial  emphysema  of  the  lung  has  been  de- 
scribed by  Aronstam,  Inman,  and  Mitchell11  and 
was  felt  to  contribute  to  the  dyspnea  their  2 pa- 
tients experienced  even  in  the  postoperative  peri- 
od. 

The  loss  of  available  inspirated  air  via  the  tra- 
cheobronchial defect  can  be  considerable.  From  a 
practical  point,  those  of  us  who  believe  in  strong 
suction  in  our  eagerness  to  expand  the  collapsed 
lung,  may  be  tempted  to  place  the  chest  tube  on 
higher  than  normal  suction,  or  even  insert  a sec- 
ond chest  tube  with  suction  in  the  presence  of  a 
large  continuous  air  leak.  Depending  on  the  size 
of  the  tracheobronchial  rent,  we  may  in  reality  be 
depriving  the  patient  of  inspired  air  with  the  use 
of  high  suction,  by  sucking  the  air  out  through  the 
rent  away  from  the  good  functioning  lung.12 
Thus,  this  is  probably  a situation  for  the  use  of 
an  underwater  seal  without  suction  once  a large 
continuous  air  leak  has  been  demonstrated.  At 
the  same  time,  an  increase  in  dyspnea  in  a patient 
with  a large  continuous  air  leak  on  high  suction  is 
diagnostic  of  a large  defect,  making  emergency 
thoracotomy  with  repair  mandatory. 

Early  management.  Emergency  resuscitation 
is  frequently  necessary  in  these  seriously  ill  pa- 
tients, and  it  is  essential  that  special  attention  be 
given  to  the  extrathoracic  as  well  as  the  intratho- 
racic injuries  for  the  immediate  correction  of  car- 
diopulmonary function.  Airway  obstruction  may 
be  acute  due  to  the  aspiration  of  blood  and  dis- 
ruption of  the  tracheobronchial  tree.  The  fastest 
and  easiest  way  of  obtaining  a patent  upper  air- 
way is  the  insertion  of  a endotracheal  tube,  but 
this  is  not  always  possible  due  to  the  restlessness 
of  anoxia.  If  it  is  necessary  to  perform  an  emer- 
gency tracheostomy  before  a chest  roentgenogram, 
one  should  not  be  misled  and  assume  that  the 
presence  of  mediastinal  emphysema  is  due  to  the 
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leakage  of  air  around  the  tracheostomy  tube  into 
the  mediastinum. 

Similarly,  it  should  be  remembered  that  both 
the  presence  of  a tracheostomy,  eliminating  the 
back  pressure  in  the  tracheobronchial  tree  of  a 
closed  glottis,  and  the  presence  of  a pleural  drain- 
age tube,  providing  a route  for  the  egression  of  ex- 
cessive pleural  air,  prevent  the  further  develop- 
ment of  mediastinal  and  subcutaneous  emphyse- 
ma. Thus,  the  control  of  emphysema  should  not 
give  one  the  false  impression  that  the  injury  sus- 
tained to  the  tracheobronchial  tree  is  of  a lesser 
degree  than  initially  thought,  and  further  investi- 
gation should  be  pursued. 

Diagnosis.  Burke10  notes  that  pneumothorax  is 
seen  in  at  least  70  per  cent  of  the  cases  of  bronchi- 
al rupture.  However,  with  or  without  pneumo- 
thorax, a tear  in  the  tracheobronchial  tree  always 
leaks  some  air  into  the  mediastinum,  and  this  is 
considered  the  earliest  diagnostic  sign.  This 
pneumomediastinum  is  usually  always  present  on 
the  initial  chest  roentgenogram  in  severe  chest 
trauma  patients  but  may  be  overlooked  or  diffi- 
cult to  see  in  the  presence  of  extensive  subcuta- 
neous emphysema.13  This  mediastinal  air  is 
under  some  tension  and  escapes  into  deeper  inter- 
stices of  the  cervical  region  since  it  is  the  anatom- 
ic extension  of  the  mediastinum.14  It  is  recom- 
mended by  Eijgelaar15  that  all  patients  with  se- 
vere chest  trauma  have  cervical  roentgenograms 
to  demonstrate  the  presence  of  deep  cervical 
emphysema,  which  can  serve  as  a reliable  criteri- 
on for  the  selection  of  patients  requiring  early 
bronchoscopy.  Once  the  diagnosis  of  rupture  of 
the  tracheobronchial  tree  is  considered,  bronchos- 
copy is  the  procedure  of  choice  for  confirmation. 
However,  one  must  remember  that  it  is  not  al- 
ways essential  that  this  confirmation  be  made. 
Severe  chest  trauma  associated  with  mediastinal 
and  subcutaneous  emphysema,  a pneumothorax 
with  a persistent  large  air  leak,  represents  a large 
tear  in  the  tracheobronchial  tree,  and  emergency 
thoracotomy  is  indicated.  Special  procedures,  as 
bronchography  and  tomography,  while  helpful  in 
the  demonstration  and  evaluation  of  the  late 
changes  associated  with  bronchial  stenosis,  are 
usually  not  possible  or  indicated  in  establishing 
the  early  diagnosis,  and  may  in  fact  be  detrimen- 
tal to  these  seriously  ill  patients. 

Anesthesia.  During  the  induction  of  anesthe- 
sia and  while  the  chest  is  being  opened,  it  is  es- 
sential that  the  chest  tube  remain  connected  to  an 
underwater  seal  at  all  times  to  prevent  the  possi- 
bility of  producing  a tension  pneumothorax.  The 
anesthesia  that  is  required  can  be  tricky  and  diffi- 
cult requiring  an  experienced  anesthesiologist. 
The  use  of  a Carlens  endotracheal  tube  may 
seem  to  be  ideal,  but  its  insertion  requires  skill, 
and  the  possibility  of  further  damage  to  the  endo- 
bronchial tree  exists.  The  utilization  of  a full- 
length  straight  cuffed  endotracheal  tube  is  pre- 


ferred with  its  advancement  under  direct  vision 
into  the  bronchus  of  the  normal  functioning  lung 
as  soon  as  the  chest  is  opened.  Since  anesthesia 
associated  with  a massive  continuous  air  leak  can 
produce  a rapidly  changing  situation,  frequent 
blood-gas  monitoring  during  the  procedure  can  be 
beneficial  in  regulating  the  proper  concentration 
of  oxygen  and  anesthetic  agents. 

Operation.  While  the  incidence  of  an  associ- 
ated intrathoracic  injury  with  rupture  of  the  tra- 
cheobronchial tree  is  rare,  a thorough  exploration 
of  the  mediastinal  structures  is  mandatory.  Due 
to  their  proximity  to  the  bronchial  tree,  bronchial 
arteries  are  commonly  disrupted.15  However,  in 
recent  years  there  has  been  more  frequent  men- 
tion of  initial  esophageal  injury  or  the  late  compli- 
cation of  tracheoesophageal  fistula.3,7  The  most 
valuable  maneuver  for  evaluating  the  extent  of 
injury  to  the  mediastinal  structures  is  gentle  trac- 
tion on  Penrose  drains  that  have  been  placed 
around  the  trachea  above  the  rent  and  around  an 
adjacent  lobar  bronchus.  This  also  brings  the 
tracheobronchial  tree  up  out  of  the  depth  of  the 
mediastinum  and  greatly  facilitates  the  repair. 
There  is  no  loss  of  substance,  and  debridement  of 
the  tear  is  unnecessary  since  the  edges  are  surpris- 
ingly sharp,  making  the  repair  a simple  procedure. 

Postoperative  care.  The  true  value  of  a tra- 
cheostomy in  the  postoperative  period  is  question- 
able. A majority  of  the  patients  have  had  the 
procedure  performed  preoperatively  in  the  initial 
management  of  their  chest  trauma.  Many  feel 
that  the  presence  of  a tracheostomy  in  the  postop- 
erative period  is  necessary  to  eliminate  the  high 
endotracheal  pressure  that  is  exerted  on  the  su- 
ture line  when  the  patient  coughs  or  strains 
against  a closed  glottis.  At  the  same  time,  nu- 
merous bronchoplastic  procedures  have  been  suc- 
cessfully performed  without  the  use  of  a tracheos- 
tomy. 
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Discussion 

Walter  A.  Wichern,  Jr.,  M.D.,  New  York 
City.  I think  that  is  a very  fascinating  case  pre- 
sentation. It  is  simply  amazing  to  me  that  one 
can  have  that  much  trauma  to  the  bronchus  and 
not  do  something  to  the  aorta  or  major  pulmonary 
vessels.  Dr.  Naclerio  has  volunteered  to  discuss 
this  paper. 

Dr.  Naclerio:  The  essayists  are  to  be  congrat- 
ulated for  their  appreciation  and  intelligent  man- 
agement of  an  increasingly  encountered  type  of 
closed-chest  injury,  likely  to  occur  incident  to  se- 
vere crushing  trauma  to  the  chest  and  frequently 
following  automobile  accidents.  The  importance 
of  early  diagnosis  and  prompt  surgical  manage- 
ment was  rightfully  stressed.  I rise  to  emphasize 
that  in  all  situations  of  suspected  tracheobron- 
chial rupture,  complicated  by  pneumothorax,  tra- 
cheostomy and  closed-tube  thoracostomy  assume 
particular  importance.  Tracheostomy  facilitates 
bronchoscopic  examination,  thereby  permitting 
the  easy  clearing  of  blood,  secretions,  or  other  for- 
eign material  from  the  tracheobronchial  tree  and 
affording  a means  for  quick  and  accurate  visual- 
ization of  the  characteristic  injury  site(s).  Tra- 
cheostomy, by  preventing  the  development  of 
high-closed  glottis  pressure  in  the  tracheobron- 
chial system  during  forced  respiration  or  cough, 
significantly  diminishes  the  escape  of  air  into  the 
mediastinum,  subcutaneous  tissues,  and  pleural 
cavity.  Tube  thoracostomy  is  of  utmost  impor- 
tance in  arriving  at  an  immediate  or  early  diagno- 
sis. This  modality,  essential  for  pleural  decom- 
pression, will  often  provide  the  earliest  clue  to  the 
presence  of  tracheobronchial  separation  since  a 
progressive  uncontrollable  tension  pneumothorax, 
which  does  not  yield  to  intercostal  tube  drainage, 
suggests  a large  communication  with  the  pleural 


cavity.  This  finding  is  practically  pathognomonic 
of  a traumatic  rupture  of  the  tracheobronchial 
tree,  and  in  itself,  should  be  sufficient  evidence  for 
immediate  thoracotomy  and  definitive  surgical  re- 
pair. As  brought  out  by  the  essayists,  prompt 
recognition  and  early  surgical  repair  offer  opti- 
mum results,  not  only  in  saving  the  lives  of  these 
patients,  but  also  in  helping  prevent  the  serious 
complications  incident  to  tracheal  stenosis  and/or 
bronchostenosis,  complications  which  will  often 
lead  to  months  or  years  of  unnecessary  suffering 
and  difficult  therapy. 

Dr.  Carberry:  The  purpose  of  presenting  this 

subject  to  the  Society  today  is  to  share  with  you 
our  experience  in  the  diagnosis  and  management 
of  this  rare  complication  of  chest  trauma.  We 
have  limited  our  presentation  to  the  management 
of  a classic  acute  case,  but  we  realize  that  this 
type  of  injury  represents  less  than  one  third  of  the 
cases  of  rupture  of  the  tracheobronchial  tree.  The 
other  two  thirds  of  the  cases  stabilize  with  tube 
drainage  of  the  pleural  space  and  are  not  diag- 
nosed until  the  complication  of  bronchial  stenosis 
develops.  The  result  of  surgical  management  in 
this  latter  group  is  not  always  predictable.  Pul- 
monary resection  is  frequently  necessary,  or,  at 
best,  a sleeve  resection  is  required,  and  even  then 
there  is  loss  of  some  lung  function.  Therefore,  it 
is  essential  to  consider  this  diagnosis  in  all  cases 
of  severe  chest  trauma  and  diligently  look  for  the 
presence  of  mediastinal  and  deep  cervical  emphy- 
sema on  the  initial  chest  roentgenogram.  In  this 
way,  more  and  more  of  these  cases  will  be  diag- 
nosed early  and  a primary  repair  performed. 
When  feasible,  this  is  the  procedure  of  choice  in 
which  excellent  results  can  be  anticipated  with 
the  immediate  restoration  of  normal  intrathoracic 
physiology  and  the  maximum  preservation  of 
functioning  lung. 

Thomas  F.  Nealon,  Jr,  M.D.,  New  York  City. 
I think  that  the  discussion  has  gotten  away  from 
the  magnificent  job  these  men  did,  and  I would 
just  like  to  re-emphasize  this  and  congratulate 
them. 

They  saw  a patient  come  in  with  a huge  leak; 
they  immediately  thought  about  this;  they  made  a 
diagnosis  and  repaired  it.  I hope  that  if  we  run 
into  this  we  will  be  able  to  do  as  well. 

The  following  report  will  be  given  in  its  entire- 
ty. 
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TABLE  I.  Pneumothorax  (1965  to  1971) 


Iatrogenic  Causes 
of  Pneumothorax 

Increasing  incidence  with  advances  in 
medical  care 
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New  York  City 

From  the  Departments  of  Surgery,  St.  Vincent's  Hospital  and 
Medical  Center  of  New  York  and  New  York  University  School 
of  Medicine 


Pneumothorax  periodically  crops  up  in  the  prac- 
tice of  the  average  thoracic  surgeon.  The  inci- 
dence of  pneumothorax  has  recently  increased  by 
70  per  cent  in  our  hospital.  A review  of  our  cases 
revealed  this  and  a series  of  different  etiologic  fac- 
tors which  seemed  appropriate  to  call  to  the  at- 
tention of  this  group. 

Review  of  cases 

Table  I summarizes  the  experiences  with  pneu- 
mothorax at  St.  Vincent’s  Hospital  and  Medical 
Center  over  the  past  six  years.  In  the  period  from 
January  1,  1965,  to  December  31,  1971,  450  pa- 
tients were  found  to  have  pneumothorax.  The 
etiology  was  identified  as  follows:  iatrogenic,  168 
cases;  traumatic,  157  cases;  spontaneous,  120 
cases;  and  infection,  5 cases.  The  yearly  inci- 
dence of  pneumothorax  due  to  these  various  caus- 
es has  remained  fairly  constant  with  the  exception 
of  those  due  to  iatrogenic  causes  which  has  in- 
creased seven-fold  in  the  last  three  years  (Fig.  1). 

The  increase  in  the  iatrogenic  category  is  due 
primarily  to  improvements  in  the  medical  care  of 
the  critically  ill  which  has  resulted  in  an  increased 
use  of  external  cardiac  massage,  percutaneously 
inserted  subclavian  vein  catheters  for  parenteral 
hyperalimentation  and  central  venous  pressure 
monitoring,  and  continuous  ventilatory  support. 

Fifty-four  of  the  168  cases  of  iatrogenic  pneumo- 
thorax occurred  during  or  immediately  following 
closed-chest  cardiac  massage.  Pneumothorax  oc- 
curred on  the  left  side  in  49  cases  and  on  the  right 
side  in  5 cases.  There  were  associated  ipsilateral, 
anterolateral  rib  fractures  in  43  patients.  Forty- 
five  patients  had  received  intracardiac  medication 
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Etiology 

Number  of 
Patients 

Iatrogenic 

168 

Continuous  ventilation 

61 

Closed-chest  cardiac  massage 

54 

Subclavian  vein  catheterization 

51 

Tracheostomy 

2 

Traumatic 

157 

Blunt  trauma 

77 

Stab  wound 

46 

Gunshot  wound 

34 

Spontaneous 

120 

Infectious 

5 

Total 

450 

IATROGENIC  OOO 
TRAUMATIC  AAA 
SPONTANEOUS  • •• 


YEAR 

FIGURE  1.  Incidence  of  pneumothorax.  1965  to 
1971,  classified  as  to  etiology.  There  has  been  a pre- 
cipitous increase  in  iatrogenic  pneumothorax  from  3 
cases  in  1 965  to  53  cases  in  1971 

administered  percutaneously  through  the  left  side 
of  the  chest. 

A tension  component  was  present  in  18  in- 
stances as  might  be  anticipated  since  these  pa- 
tients required  simultaneous  ventilation  with  pos- 
itive pressure  techniques.  During  resuscitation, 
diagnosis  was  made  by  clinical  findings  in  16  pa- 
tients, 15  of  whom  had  evidence  of  a tension  com- 
ponent. This  group  was  immediately  treated 
with  closed  tube  thoracostomy.  In  12  patients, 
initial  resuscitative  measures  proved  unsuccessful 
until  a tension  pneumothorax  was  recognized  and 
treated.  The  diagnosis  was  not  made  until  a 
chest  roentgenogram  was  taken  in  38  cases. 

Pneumothorax  occurred  following  the  percuta- 
neous insertion  of  a catheter  in  the  subclavian 
vein  via  the  infraclavicular  route  in  51  instances. 
It  occurred  on  the  right  side  in  29  patients  and 
on  the  left  side  in  22  patients.  The  pneumotho- 
rax varied  from  15  to  100  per  cent  with  a mean  of 
40  per  cent.  A tension  component  was  evident  by 
clinical  or  roentgenographic  means  in  7 of  51 
cases.  All  of  these  7 patients  were  receiving  posi- 
tive-pressure ventilation  delivered  by  a volume- 
cycled  respirator  during  catheter  insertion. 


1 296  New  York  State  Journal  of  Medicine  / June  1 , 1 973 


TABLE  II.  Clinical  presentation  of  pneumothorax  secondary 
to  ventilatory  support  in  61  cases 


Consideration 

Number 
of  Cases 

Per  cent 

Subcutaneous  emphysema 

61 

100 

Tachycardia 

58 

95 

Tachypnea 

52 

85 

Hypotension 

47 

77 

Diaphoresis 

38 

62 

Cyanosis 

33 

54 

Tracheal  deviation 

32 

52 

Asynchronous  movement  of 

hemithorax 

29 

48 

Pulse  irregularity 

14 

23 

The  diagnosis  was  made  by  clinical  findings  in 
10  of  51  cases.  These  patients  were  presented 
with  varying  degrees  of  dyspnea,  tachypnea,  and 
chest  and  shoulder  pain.  Closed-tube  thoracos- 
tomy was  immediately  performed  in  these  10  pa- 
tients. Diagnosis  and  treatment  depended  on  a 
chest  roentgenogram  in  41  cases. 

Pneumothorax  associated  with  infraclavicular 
percutaneous  subclavian  vein  catheterization  was 
related  to  the  experience  of  the  physician. 
Thirty-nine  of  the  47  physicians  who  were  re- 
sponsible for  these  cases  of  pneumothorax  had 
performed  fewer  than  10  previous  punctures. 

Sixty-one  patients  developed  pneumothorax 
during  continuous  ventilatory  support.  The  clini- 
cal presentation  was  most  often  sudden  in  onset 
and  catastrophic  in  nature.  Table  II  lists  the  as- 
sociated clinical  findings.  Subcutaneous  emphy- 
sema was  evident  in  all  61  cases  (100  per  cent) 
and  was  the  most  important  diagnostic  sign. 
Tachycardia,  often  in  the  range  of  130  to  150 
beats  per  minute,  was  evident  in  58  patients  (95 
per  cent).  Tachypnea  was  observed  in  85  per  cent 
and  asynchronous  respirations  in  48  per  cent  of 
the  patients.  Hypotension  to  90  mm.  Hg  or  below 
was  demonstrated  in  47  patients  (77  per  cent). 
Cyanosis  and  diaphoresis  were  features  of  pneu- 
mothorax formation  in  33  (54  per  cent)  and  38  (62 
per  cent)  cases,  respectively.  Pulse  irregularities 
developed  in  14  cases  (23  per  cent).  It  is  inter- 
esting that  tracheal  deviation  away  from  the  side 
of  pneumothorax  was  noted  in  only  50  per  cent  of 
the  cases,  in  spite  of  the  fact  that  97  per  cent  of 
the  patients  had  a tension  pneumothorax. 

Comment 

As  is  often  the  case,  new  techniques,  developed 
to  assist  in  the  care  of  seriously  ill  patients,  con- 
tribute their  own  series  of  complications.1-4  The 
purpose  of  this  report  is  not  to  discourage  their 
use  but  to  alert  physicians  who  use  these  tech- 
niques to  the  occurrence  of  the  complication,  the 
importance  of  early  diagnosis,  and  means  of  pre- 
venting the  complication.  Careful  analysis  of  this 
complication  should  allow  us  to  use  these  tech- 
niques more  safely. 

If  one  uses  adequate  force  in  closed-chest  cardi- 


ac massage,  it  is  probable  that  some  ribs  will  be 
fractured.  However,  such  force  may  be  necessary 
for  adequate  perfusion.  All  patients  must  be  ex- 
amined immediately  after  resuscitation  for  the 
clinical  signs  of  pneumothorax.  Indeed  should  re- 
suscitation prove  difficult,  one  should  auscultate 
the  chest  to  rule  out  pneumothorax  as  a factor 
complicating  resuscitation.  Most  of  these  pa- 
tients are  intubated  and  ventilated  with  positive 
pressure  which  may  produce  a tension  component 
in  the  patient  with  a lacerated  lung.  If  there  is 
clinical  evidence  of  pneumothorax,  a chest  tube 
should  be  inserted  immediately.  Chest  roentgen- 
ogram should  be  obtained  routinely  following  suc- 
cessful resuscitation  to  detect  occult  pneumotho- 
rax which  might  become  clinically  significant 
later. 

A high  percentage  of  pneumothorax  secondary 
to  percutaneous  insertion  of  central  venous  pres- 
sure-monitoring catheters  is  preventable.  The 
technique  is  often  used  when  it  is  not  indicated 
and  is  frequently  attempted  by  inexperienced  per- 
sonnel working  in  hurried  fashion  under  inade- 
quate conditions  and  sometimes  attempted  under 
hazardous  circumstances.  On  our  surgical  ser- 
vice, we  have  discouraged  the  indiscriminate  use 
of  percutaneous  subclavian  vein  catheterization. 
Subclavian  vein  catheterization  is  used  only 
when  long-term  catheterization  is  needed,  and 
more  peripheral  sites  are  used  for  routine  central 
venous  pressure  monitoring.  New  additions  to 
our  house  staff  are  allowed  to  use  this  technique 
only  under  the  direct  supervision  of  a more  senior 
physician  until  they  have  been  judged  to  be  profi- 
cient in  its  use.  There  is  little  need  for  a subcla- 
vian puncture  in  the  badly  injured  patient  who  is 
rushed  into  the  emergency  room.  Peripheral 
venotomies  are  quite  adequate  until  the  patient  is 
moved  to  the  operating  room  where  more  light, 
more  equipment,  and  more  experienced  personnel 
are  available.  As  soon  as  the  catheter  is  inserted, 
the  chest  is  carefully  examined  for  evidence  of 
pneumothorax,  and  a chest  x-ray  film  is  obtained. 
Our  current  practice  is  to  avoid  attempting  the 
insertion  of  an  intravenous  catheter  while  the  pa- 
tient is  being  ventilated.  The  ventilation  or  assis- 
tance is  stopped  momentarily  while  the  needle  is 
inserted  into  the  vein. 

One  must  consider  the  possibility  of  the  occur- 
rence of  pneumothorax  in  any  patient  whose  con- 
dition deteriorates  while  he  is  on  a ventilator.  It 
is  imperative  that  pneumothorax  be  recognized 
early  and  immediately  treated  on  the  basis  of 
physical  findings.  One  should  not  delay  definitive 
treatment  for  confirmation  by  chest  roentgeno- 
gram. 

Summary 

There  has  been  a precipitous  increase  in  the 
pneumothorax  due  to  iatrogenic  causes  at  our  hos- 
pital over  the  last  three  years,  due  primarily  to 
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the  increased  use  of  closed-chest  cardiac  massage, 
subclavian  indwelling  catheters,  and  continuous 
ventilatory  support.  Preventive  measures,  where 
applicable,  are  outlined.  The  recognition  of 
pneumothorax,  dependent  on  routine  careful  ex- 
amination immediately  after  completion  of  the 
procedure,  should  be  followed  by  prompt  defini- 
tive therapy. 

153  West  11  Street 
New  York,  New  York  10011 
(Dr.  Culver) 
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Discussion 

Roy  H.  Clauss,  M.D.,  New  York  City.  I think 
that  consideration  of  the  subject  of  positive  spon- 
taneous end-expiratory  pressure  ventilation  is  ger- 
mane to  the  51  or  61  cases  with  pneumothorax 
complicating  assisted  ventilation.  Many  articles 
in  several  recent  journals,  for  example,  the  review 
articles  in  the  New  England  Journal  of  Medicine, 
demonstrated  vividly  the  good  effects  of  spontane- 
ous end-expiratory  pressure  ventilation.  Sponta- 
neous positive-pressure  ventilation  will  prevent 
pneumothorax  and  subcutaneous  emphysema  in 
some  patients,  allow  resolution  of  the  process  in 
others,  and  avoid  or  remedy  undesirable  effects  in 
other  organ  systems.  Recently  Irving  A.  Sarot, 
M.D.,  had  a complicated  case,  a victim  of  an  auto 
accident  with  chest  injury,  fractures,  and  head 
injury.  The  neurosurgeon  objected  to  the  use  of 
positive  pressure-assisted  ventilation,  fearing  its 
effects  on  increased  intracranial  pressure.  In  this 
patient,  spontaneous  ventilation  against  small  in- 
crements of  pressure  achieved  oxygenation  with- 
out deleterious  effects. 

May  I comment  on  one  other  aspect  of  treat- 
ment recorded  in  Dr.  Steier’s  report?  I am  sur- 
prised to  learn  of  45  incidents  of  the  administra- 
tion of  intracardiac  medication,  whether  or  not 
this  contributed  significantly  to  the  pneumotho- 
rax observed.  In  closed-chest  resuscitation,  one  is 


achieving  circulation.  Drugs  given  intravenously 
will  reach  the  heart,  the  coronary  arteries,  and  the 
myocardium.  Sustained  infusion  of  appropriate 
doses  of  inotropes,  chronotropes,  and  pressor 
drugs  is  likely  to  achieve  optimal  cardiac  re- 
sponses. To  me,  resorting  to  intracardiac  injec- 
tion recalls  “the  old  days,”  suggests  wrong  con- 
cepts and  administration  of  incorrect  amounts  of 
medication  leading  to  the  possibilities  of  deleteri- 
ous side-effects  of  too  much  or  too  little  therapy. 

Dr,  Naclerio:  Dr.  Nealon  and  his  associates 

are  to  be  congratulated  for  presenting  a life- 
threatening  respiratory  problem  occurring  with  in- 
creasing frequency  during  ventilator  therapy. 
This  type  of  iatrogenic  pneumothorax  has  also  i 
been  observed  at  the  Columbus  Hospital,  New 
York  City,  in  a number  of  patients  on  mechanical  | 
ventilation  using  continuous  positive-pressure  ; 
breathing  (CPPB)  because  of  profound  respiratory  I 
failure.  Mechanical  ventilation  was  essential  in  | 
these  critically  ill  patients  to  maintain  adequate  ; 
oxygenation,  decrease  physiologic  shunting,  and  i 
improve  lung  compliance.  In  each  patient,  the  ! 
complicating  pneumothorax  was  promptly  recog- 
nized and  intercostal  tube  drainage  instituted  i 
while  mechanical  ventilation  was  continued.  It 
seems  to  me  that  when  a pneumothorax  develops 
in  a patient  on  CPPB,  the  nursing  personnel  ob- 
serving the  patient  are  at  an  advantage  when  a 
volume-cycle  respirator  is  being  used,  because  the 
resultant  precipitous  rise  in  the  inspiratory  pres- 
sure for  the  preset  volume  of  air  suddenly  triggers 
an  alarm  signal,  thus  alerting  the  observer  to  the 
possibility  of  the  development  of  a complicating 
pneumothorax.  On  the  other  hand,  in  this  cir- 
cumstance, a pressure  cycle  ventilator  will  deliver 
a reduced  amount  of  air  without  any  signal  occur- 
ring. 

It  is  to  be  emphasized  that  whenever  a sudden 
increase  in  total  pulmonary  resistance  occurs  in  a 
patient  on  respiratory  therapy,  one  should  think 
of  a possible  complicating  pneumothorax,  but 
should  also  rule  out  the  presence  or  absence  of  an 
airway  obstructed  by  mucus,  a kinked  tube,  or  a 
massive  pulmonary  embolus. 

Dr.  Steier:  I wish  to  thank  the  discussers  of 

this  study.  We  shall  continue  to  watch  carefully 
for  this  complication  in  patients  receiving  posi-  j| 
tive-pressure  ventilation  and  especially  in  those 
receiving  continuous  positive  and  expiratory  pres-  i 
sure  ventilation. 

The  following  report  will  be  given  in  its  entire- 
ty. I 
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Coronary  bypass  grafts  for  atherosclerotic  ob- 
struction of  major  coronary  arteries  have  been 
performed  since  1968.  As  the  surgical  techniques 
and  results  with  bypass  grafts  have  improved,  sur- 
geons have  become  more  aggressive  in  repairing 
combined  valvular  and  atherosclerotic  obstructive 
lesions.1,2 

Angina  pectoris  is  a frequent  symptom  of  severe 
aortic  valve  stenosis  and  is  relieved  frequently  by 
aortic  valve  replacement  alone.  Operative  and 
late  deaths  following  aortic  valve  replacement 
have,  however,  been  ascribed  to  coronary  athero- 
sclerosis in  some  patients. 

Incidence 

At  St.  Luke’s  Hospital  Center,  coronary  arteri- 
ograms are  usually  performed  on  patients  over  age 
thirty-five  with  acquired  valvular  heart  disease 
even  in  the  absence  of  symptoms  and  signs  of  cor- 
onary atherosclerosis.  The  approach  has  not  re- 
sulted in  any  morbidity  related  to  this  addition  to 
the  catheterization  procedure.  Using  a right  bra- 
chial artery  approach  and  a Sones  catheter,  it  is 
usually  possible  to  pass  a catheter  across  a stenot- 
ic aortic  valve  into  the  left  ventricle.  The  coro- 
nary study  is  usually  done  after  performing  the 
ventriculogram.  Approximately  25  per  cent  of 
our  patients  studied  for  predominant  acquired 
valvular  lesions  are  demonstrated  to  have  signifi- 
cant obstructions  of  some  major  coronary  vessels. 

Patient  selection 

In  the  fourteen-month  period  between  June, 
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1971,  and  September,  1971,  12  patients  had  coro- 
nary bypass  grafts  performed  at  the  time  of  aortic 
valve  replacement  or  repairs.  Nine  of  the  pa- 
tients were  male  and  3 were  female.  The  average 
age  was  fifty-nine  and  the  range  was  forty-four  to 
eighty.  Angina  was  a prominent  symptom  in  all 
12  patients.  Cardiac  failure  was  manifest  in  11 
patients  and  these  11  patients  were  receiving  digi- 
talis and  diuretics  at  the  time  of  admission  to  the 
hospital.  Three  patients  had  clinical  diagnoses  of 
myocardial  infarctions  made  in  the  past.  Ten  pa- 
tients were  classed  by  the  New  York  Heart  Associ- 
ation (N.Y.H.A.)  functional  classification  as  class 
3 and  2 were  class  4 (Table  I). 

All  12  patients  had  cardiac  catheterization  per- 
formed preoperatively.  Calcification  was  demon- 
strated in  the  aortic  valve  region  in  all  patients. 
Stenosis  was  the  predominant  valve  lesion  in  11 
patients,  and  predominant  aortic  insufficiency 
was  demonstrated  in  1.  A peak  systolic  gradient 
in  excess  of  50  mm.  Hg  was  measured  in  9 pa- 
tients whose  aortic  valves  were  successfully  tra- 
versed at  the  time  of  catheterization.  Two  pa- 
tients had  measured  peak  systolic  gradients  of  less 
than  40  mm.  Hg.  Moderate  to  severe  impairment 
of  left  ventricular  contractility  was  demonstrated 
in  3 patients.  Coronary  arteriography  was  not 
performed  in  1 patient  because  of  repeated  epi- 
sodes of  ventricular  tachycardia  following  perfor- 
mance of  the  ventriculogram. 

Surgical  technique 

All  patients  were  operated  on  with  total  cardio- 
pulmonary bypass  using  moderate  hypothermia 
(Table  II).  The  left  ventricle  was  vented  by  a 
catheter  placed  into  it.  Aortic  inflow  cannulation 
from  the  heart-lung  machine  was  performed  into 
the  ascending  aorta.  Distal  vein  graft  and  inter- 
nal mammary  anastomosis  were  performed  usual- 
ly before  doing  the  aortic  valve  replacement  if  the 
aortic  valve  was  sufficiently  competent  to  not  re- 
quire prolonged  periods  of  aortic  cross  clamping. 
After  completion  of  the  distal  coronary  anasto- 
mosis, the  coronary  arteries  were  perfused  by 
means  of  connections  from  the  heart-lung  machine 
while  the  aortic  valve  replacement  was  being  per- 
formed. 

Aortic  valve  replacements  were  performed  in  11 
patients  using  the  Starr-Edwards  ball-valve  pros- 
thesis, model  number  2320.  An  aortic  commissu- 
rotomy was  performed  in  1 patient.  Single  grafts 
to  the  anterior  descending  coronary  artery  were 
performed  in  5 patients,  and  single  grafts  to  the 
right  coronary  artery  were  performed  in  3 pa- 
tients. Four  patients  had  grafts  constructed  into 
the  anterior  descending  and  the  right  coronary  ar- 
tery. An  interesting  situation  developed  in  1 pa- 
tient who  did  not  have  selective  coronary  arteriog- 
raphy performed  preoperatively.  After  having 
completed  the  aortic  valve  replacement,  and  when 
attempting  to  discontinue  cardiopulmonary  by- 
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TABLE  I.  Patients  undergoing  coronary  bypass  grafts 


Age 

(Years)  Sex 

N.Y.H.A. 

Functional 

Main  Symptoms  Class  Aortic  Valve 

Coronary  Catheterization 
Data;  Coronary  Angiography 

Left 

Ventricular 

Function 

55 

M 

Failure,  angina 

3 

Moderate  aortic 
insufficiency 

LAD*,  RCA,f  and  LC** 
stenosis 

Moderately  poor 

53 

M 

Failure,  mild  angina 

3 

Severe  aortic 
stenosis 

LAD  stenosis 

Excellent 

62 

F 

Failure,  moderate  angina 

3 

Severe  aortic 
stenosis 

RCA  stenosis 

Excellent 

80 

F 

Failure  profound,  angina, 
severe 

4 

Severe  aortic 
stenosis 

RCA  stenosis 

Fair 

51 

M 

Failure,  angina 

3 

Severe  aortic 
stenosis 

LAD  stenosis 

Good 

59 

M 

Failure,  angina 

3 

Moderate  aortic 
stenosis 

LAD,  RCA  stenosis 

Fair,  apical 
dyskinesis 

44 

M 

Failure,  mild  angina 

3 

Severe  aortic 
stenosis 

LAD  stenosis 

Good 

68 

M 

Failure,  moderate  angina 

3 

Severe  aortic 
stenosis 

RCA  stenosis 

Excellent 

46 

M 

Angina,  mild  failure 

3 

Severe  aortic 
stenosis 

LAD,  RCA  stenosis 

Good 

67 

M 

Failure,  angina,  syncope 

3 

Severe  aortic 
stenosis 

Angio  not  done 

Good 

56 

M 

Failure,  angina 

3 

Severe  aortic 
stenosis 

LAD  stenosis 

Good 

75 

F 

Failure,  angina 

4 

Moderate  aortic 
stenosis 

LAD,  RCA  stenosis 

Poor 

* LAD  = Left  anterior  decending. 
t RCA  = Right  coronary  artery. 
**  LC  = Left  coronary. 


TABLE  II.  Patients  operated  on  with  total  cardiopulmonary  bypass 


Operative  Date 

Aortic  Valve  Procedure 

Coronary  Procedure 

Left 

Anterior 

Right  Descending 

Follow-Up 

Period 

(Months) 

Result 

6/22/70 

Replacement 

S.V.* 

I.M.f 

6 

Died  6 months  later 
due  to  mitral 
insufficiency 

8/10/70 

Replacement 

s.v. 

25 

Class  I 

10/15/70 

Replacement 

s.v. 

24 

Class  I 

10/22/70 

Replacement 

s.v. 

Died  fourth  post- 
operative day  due 
to  mesenteric 
thrombosis 

12/1/70 

Replacement 

I.M. 

22 

Class  I 

12/14/70 

Commissurotomy 

s.v. 

I.M. 

18 

Died  1.5  years  later 
due  to  heart  failure 

1/19/71 

Replacement 

S.V. 

21 

Class  I 

4/19/71 

Replacement 

s.v. 

18 

Class  I 

7/26/71 

Replacement 

s.v. 

I.M. 

16 

Class  I 

8/12/71 

Replacement 

S.V. 

15 

Class  I 

8/24/71 

Replacement 

s,v. 

15 

Class  I 

9/23/71 

Replacement 

s.v. 

s.v. 

Died  on  operating 
table  due  to  left 
ventricular  failure 

* S.  V.  = Saphenous  vein, 
t I.  M.  - Internal  mammary  artery. 

pass,  it  became  apparent  that  the  anterior  lateral 
aspect  of  the  left  ventricle  contracted  poorly. 
Palpation  revealed  calcium  deposition  in  the 
proximal  left  anterior  descending  coronary  artery. 
A rapid  aortoanterior  descending  vein  bypass  graft 
was  constructed  with  prompt  improvement  in  left 
ventricular  contractility  and  excellent  cardiac  out- 
put when  cardiopulmonary  bypass  was  discontin- 
ued. 


Results 

In  this  early  series  of  12  patients,  there  were  2 
early  or  operative  deaths.  One  of  these  deaths 
was  in  an  eighty-year-old  patient  who  was  in  pro- 
found cardiac  failure  with  angina  at  bed  rest.  Al- 
though she  died  five  days  postoperatively  of  pre- 
sumed mesenteric  thrombosis  and  infarction,  her 
cardiac  status  was  improved  immediately  fol- 
lowing operation.  The  second  early  death  was  in 


1 300  New  York  State  Journal  of  Medicine  / June  1 , 1 973 


a seventy-five-year-old  woman  with  triple  vessel 
coronary  artery  disease  and  severely  impaired  left 
ventricular  contractility.  At  operation  her  aortic 
valve  stenosis  was  mild  with  most  of  the  calcifica- 
tion located  in  the  aortic  wall  and  not  in  the  aor- 
tic cusps.  She  also  had  a severe  left  coronary  os- 
tial stenosis.  Although  the  heart  defibrillated 
easily  following  the  cardiac  repairs,  the  patient 
could  not  be  weaned  from  the  heart-lung  machine 
because  of  a poorly  contracting  left  ventricle. 

A late  death  occurred  in  1 patient  six  months 
following  operation.  This  patient  was  relieved  of 
angina  but  continued  to  have  signs  and  symptoms 
of  cardiac  failure.  A repeat  catheterization  per- 
formed five  months  following  operation  revealed  a 
patent  internal  mammary  to  anterior  descending 
graft  and  stenosis  at  the  origin  of  the  right-vein 
graft.  The  aortic  valve  prosthesis  functioned  nor- 
mally, but  there  was  evidence  of  mitral  valve 
insufficiency.  Death  occurred  six  months  fol- 
lowing operation  due  to  progressive  heart  failure. 
At  postmortem  examination,  the  posterior  papil- 
lary muscles  of  the  mitral  valve  were  scarred 
which  explained  the  clinical  mitral  insufficiency. 

Another  late  death  occurred  eighteen  months 
following  an  aortic  valve  commissurotomy  and  a 
double  bypass  graft.  The  patient  was  relieved  of 
angina  but  required  continued  digitalis  and  di- 
uretic therapy.  She  died  of  congestive  heart  fail- 
ure. Unfortunately,  a postmortem  examination 
was  not  performed. 

From  this  group  of  12  patients,  there  are  now  8 
survivors  with  a follow-up  period  ranging  from 
twenty-five  to  fifteen  months.  All  survivors  had 
severe  calcific  aortic  stenosis  in  addition  to  coro- 
nary atherosclerosis.  During  the  follow-up  period 
all  survivors  have  progressed  from  New  York 
Heart  Association  functional  class  3 to  class  1 and 
have  been  totally  relieved  of  angina.  Anticoagu- 
lation therapy  has  not  been  used  in  their  postop- 
erative periods.  There  have  been  no  clinical  fea- 
tures in  their  follow-up  periods  to  suggest  periph- 
eral or  coronary  artery  emboli  originating  from  the 
prosthetic  valves.  There  have  been  no  myocardial 
infarctions  documented  during  the  follow-up  peri- 
od on  these  8 survivors  (Table  II). 

Comment 

We  feel  that  coronary  arteriography  should  be 
performed  at  the  time  of  cardiac  catheterization 
for  presumed  acquired  valvular  heart  disease  in 
patients  older  than  thirty-five  years  of  age.  In 
patients  with  classical  clinical  features  of  aortic 
stenosis,  coronary  studies  may  yield  practical  in- 
formation even  more  important  to  the  surgeon 
than  measurements  of  gradients  and  other  hemo- 
dynamic parameters  of  left  ventricular  function. 
As  in  isolated  coronary  artery  disease,  significant 
impairment  in  left  ventricular  contractility 


implies  a higher  operative  risk  and  a poorer  final 
hemodynamic  result. 

We  continue  to  bypass  major  obstructions  of 
coronary  arteries  in  patients  operated  on  for  val- 
vular heart  disease.  This  approach  has  allowed 
us  to  extend  operations  to  include  some  patients 
with  valvular  heart  disease  who  would  not  have 
been  considered  candidates  for  operative  pallia- 
tion of  their  heart  disease  several  years  ago.  The 
follow-up  data  on  patients  with  aortic  valvular 
stenosis  and  obstructed  coronary  arteries  suggests 
that  most  optimal  hemodynamic  results  are  ob- 
tained when  both  valvular  and  coronary  artery  le- 
sions are  corrected. 
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Discussion 

Robert  G.  Carlson,  M.D.,  New  York  City.  Dr. 
Hutchinson,  do  you  routinely  do  a coronary  arteri- 
ogram on  all  patients  before  heart  valve  opera- 
tions? If  not,  why  not? 

Dr.  Hutchinson:  We  have  pursued  a policy  at 
St.  Luke’s  Hospital  of  performing  selective  coro- 
nary arteriograms  at  the  time  of  cardiac  catheter- 
ization for  valvular  heart  disease  in  patients  older 
than  thirty-five.  Our  cardiologists  perform  these 
procedures  rapidly  and  efficiently  with  low  mor- 
bidity. Coronary  arteriography  is  of  assistance  in 
clarifying  myocardial  factors  when  associated  with 
valvular  heart  diseases. 

Dr.  Carlson:  A recent  article  by  Bonchele  et 

al.*  states  that  in  100  patients  who  had  selective 
coronary  arteriograms  prior  to  valve  replacement, 
all  6 patients  with  significant  abnormal  coronary 
arteries  had  angina.  It  is  my  impression  that 
every  patient  awaiting  valve  surgery  should  have  a 
coronary  arteriogram  whether  he  has  angina  or 
not.  We  base  this  on  pathologic  evidence  that 
some  patients  who  die  from  valve  surgery  without 
a history  of  angina  have  significant  coronary  ar- 
tery stenosis  that  could  have  been  bypassed. 
Have  you  performed  coronary  artery  surgery  si- 
multaneously with  valve  surgery  on  patients  with- 
out angina  who  have  abnormal  coronary  arterio- 
grams? 

Dr.  Hutchinson:  All  of  our  patients  who  had 

aortic  valve  replacements  and  coronary  bypass 
grafts  performed  had  angina.  Several  patients 
who  had  mitral  valve  replacements  and  coronary 
bypass  grafts  did  not  have  angina  as  a major 
symptom.  In  those  patients,  the  bypass  grafting 
was  done  to  bypass  major  blocked  arteries. 

* Bonchele,  L.,  et  al.:  Circulation  (supp.  2)  45-46:  33  (1972). 
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IHSS  (idiopathic  hypertrophic  subaortic  steno- 
sis), generally  reported  in  the  young  and  middle- 
aged,  was  found  with  unexpected  frequency  in 
older  patients  being  evaluated  for  coronary  dis- 
ease. The  possibility  of  coexisting  IHSS  is  usual- 
ly overlooked  when  coronary  artery  disease  has 
been  proved  by  coronary  arteriography.  Because 
IHSS  can  mimic  coronary  artery  disease,  the  diag- 
nosis is  difficult  and  can  only  be  proved  by  cathe- 
terization. 

Recognition  of  the  two  diseases  is  critical.  The 
symptoms  are  similar,  and  drugs  used  to  treat 
coronary  disease  may  aggravate  the  cardiac  prob- 
lem of  IHSS  during  medical  treatment,  endanger 
successful  termination  of  cardiopulmonary  bypass, 
and  cause  postoperative  heart  failure  and  death  in 
surgical  patients  undergoing  bypass  operations  for 
coronary  artery  disease.  Operative  or  postopera- 
tive management  of  coronary  surgical  patients 
with  sympathomimetic  amines,  nitrates,  or  digi- 
talis may  cause  unexplained  deaths  if  both  condi- 
tions have  not  been  recognized  preoperatively. 

In  this  report,  4 patients  with  concomitant  cor- 
onary arterial  stenosis  and  IHSS,  diagnosed  clini- 
cally as  coronary  artery  disease  and  sent  for  pre- 
operative evaluation  for  possible  revascularization 
procedures,  are  presented.  Two  patients  success- 
fully underwent  coronary  bypass  operations  with 
considerable  amelioration  of  anginal  complaints. 
Hemodynamic  studies  and  the  principles  of  oper- 
ative and  postoperative  management  are  dis- 
cussed. 

* By  invitation. 


Discussion 

William  E.  Neville,  M.D.,:  What  is  the  dose 
of  phenylephrine  (Neosynephrine)?  Do  you  give 
it  in  a drip?  If  not,  how? 

Dr.  Piccone:  The  phenylephrine  was  given  by 
intravenous  drip  using  10  mg.  in  500  cc.  of  5 per 
cent  glucose  and  water  solution.  The  minimal 
amount  should  be  employed. 

Dr.  Hutchinson:  Of  the  patients  we  operated 

on  recently  with  IHSS,  1 patient  was  particularly 
interesting  in  that  her  selective  coronary  cinean- 
giogram  showed  a deformity  in  the  proximal  ante- 
rior descending  coronary  artery  that  was  previous- 
ly interpreted  as  a kink  with  obstruction.  As  I 
viewed  and  palpated  the  artery  at  operation,  the 
deformity  seemed  related  to  hypertrophy  of  the 
left  ventricular  outflow  tract  and  a slightly  pecu- 
liar course  of  the  artery.  I wonder  if  you  hap- 
pened to  measure  gradients  across  the  obstruc- 
tions in  any  of  the  arteries  you  bypassed? 

We  frequently  use  a dilute  epinephrine  (Adren- 
alin) drip  while  discontinuing  bypass  in  patients 
following  coronary  surgery,  if  we  need  additional 
myocardial  kick.  In  a large  series  of  patients,  we 
have  not  recognized  an  undiagnosed  case  of  IHSS. 

We  discontinue  propranolol  one  to  two  weeks 
before  performing  elective  myocardial  revascular- 
ization procedures.  Dr.  Green  and  I have  had  pa- 
tients whose  myocardial  contractility  was  im- 
paired greatly  by  that  drug.  Pharmacologically, 
its  effect  can  be  neutralized  with  isoproterenol, 
but  the  dosage  and  end  point  can  be  tricky. 

I have  great  respect  for  cardiac  surgeons  who 
perform  coronary  anastomosis  without  bypass.  I 
feel  very  strongly,  however,  that  the  best  anasto- 
moses are  performed  when  the  surgeon  is  working 
with  a quiet  nonbeating  heart.  Thank  you. 

Dr.  Piccone:  I will  go  to  the  last  point  first. 

The  proximal  and  middle  sections  of  the  right 
coronary  artery  can  be  easily  immobilized  without 
arresting  the  heart.  Originally,  we  read  reports 
that  described  a higher  incidence  of  graft  closure 
if  cardioplegia  had  not  been  used,  and  we  accept- 
ed these  reports.  However,  when  we  reviewed  our 
initial  experience  with  bypass  grafts,  mostly  to  the 
right  coronary,  we  found  the  great  majority  of 
these  grafts  were  open.  Therefore,  we  have  no 
reason  not  to  continue  performing  bypass  grafts  of 
the  proximal  and  middle  right  coronary  artery 
with  the  heart  beating.  The  left  coronary  artery 
is  a different  matter.  Some  surgeons,  like  Jay 
Ankeney,  M.D.,  can  bypass  the  left  main  or  anteri- 
or descending  coronary  artery  without  cardiac  ar- 
rest and  get  away  with  it.  Ankeney  seems  to  have 
performed  enough  of  these  and  has  sufficiently 
good  statistics  to  keep  doing  it.  Personally,  I 
agree  that  the  left  side  requires  fibrillatory  arrest. 
I prefer  isoproterenol  to  give  the  heart  an  “extra 
kick”  coming  off  the  pump.  However,  we  have 
had  some  problems  with  an  infusion  line  two  or 
three  feet  long  filled  with  an  isoproterenol  (Isup- 
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rel)  mixture.  Someone  injecting,  for  example, 
some  bicarbonate,  into  this  line  will  flush  that 
isoproterenol  into  the  patient.  Resulting  cata- 
strophic arrhythmias  can  be  disturbing,  to  say  the 
least.  Robert  Carlson,  M.D.,  and  I were  talking 
about  this  last  night  and  he  relates  similar  experi- 
ences. Lately,  we  have  shied  away  from  the 
isoproterenol,  but  one  does  have  to  be  impressed 
by  the  way  those  drugs  give  the  heart  that  “extra 
kick.”  It  really  makes  all  the  difference  at  the 
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The  functional  adequacy  of  a Silastic-Dacron 
semirigid  prosthesis  for  tracheal  bifurcation  re- 
placement was  demonstrated  by  Neville  et  al . 1 
They  reported  virtually  trouble-free  follow-up  to 
thirty-six  months  in  11  dogs,  and  to  twenty-five 
months  in  1 human  being.2  In  all  instances  ob- 
served, bronchoscopically  and  at  autopsy,  the 
lumen  of  the  prosthesis  was  free  of  secretions,  and 
the  mucosa  of  the  tracheobronchial  tree  was  nor- 
mal. Except  for  the  lack  of  epithelial  lining,  the 
Silastic  prosthesis  fulfills  all  criteria  for  an  ideal 
implant  such  as  being  rigid  enough  to  maintain 
the  airway  without  eroding  surrounding  struc- 
tures, air  tight,  and  nonreactive  with  tissues.  Da- 
cron accepts  sutures  and  some  ingrowth  of  tissue 
to  secure  the  prosthesis  firmly  in  place,  but  is 
present  only  in  the  outer  aspect  of  the  prosthesis, 
militating  against  intraluminal  granuloma  forma- 
tion. 

We  present  the  following  case  analysis  to  pro- 
mote safer,  surer  utilization  of  this  prosthesis  by 
others. 

Case  report 

A sixty-four-year-old  woman  was  admitted  to 
the  Flower  and  Fifth  Avenue  Hospital  on  August 
15,  1972,  with  marked  dyspnea,  evident  for  five 
years  and  rapidly  progressive  for  two  months. 

* By  invitation. 


end  of  a case.  I cannot  say  that  we  have  enough 
experience  with  the  pacemaker  to  claim  that  we 
can  replace  isoproterenol.  As  far  as  propranolol  is 
concerned,  I agree,  except  for  the  case  where  there 
is  unwitting  failure  to  recognize  IHSS,  and  the 
patient  arrives  on  propranolol  therapy.  In  this 
instance,  propranolol  might  save  the  day. 

The  following  report  will  be  given  in  its  entire- 
ty- 


Work-up  at  another  hospital  included  multiple 
chest  x-ray  films  which  showed  progressive  atelec- 
tasis of  the  right,  middle,  and  lower  lobes  (Fig.  1), 
cardiac  catheterization,  lung  tomography  which 
disclosed  a circumscribed  lesion  greater  than  1 
cm.  in  diameter  in  the  trachea  just  above  the  Cari- 
na, and  bronchoscopy  without  biopsy.  The  lesion 
was  broad  based  with  smooth  borders,  not  bleed- 
ing, and  it  occluded  most  of  the  lumen  of  the  dis- 
tal trachea  (Fig.  2). 

Physical  examination  disclosed  a poorly  nour- 
ished frail  woman  with  marked  kyphosis,  who  was 
dyspneic  at  45  degrees,  and  whose  most  comfort- 
able position  was  nearly  supine.  Breath  sounds 
were  diminished  on  the  right  and  virtually  absent 
in  the  lower  half  of  the  right  hemithorax.  A deep 
dry  decubitus  ulcer  was  present  over  the  spines  of 
the  fifth  and  sixth  dorsal  vertebrae. 

On  the  third  hospital  day,  the  tracheal  tumor 
was  resected  (Fig.  3).  Frozen  section  disclosed 
squamous-cell  carcinoma  with  extension  of  tumor 
approximately  1 cm.  beyond  the  gross  lesion  into 
the  right  main  bronchus.  Accordingly,  the  bifur- 
cation and  stem  bronchi  were  resected  and  re- 
placed with  a Silastic-Dacron  prosthesis  (Fig.  4). 

In  the  operating  room,  a sampling  catheter  was 
placed  in  the  left  radial  artery  at  the  wrist,  and  a 
second  catheter  was  passed  into  the  superior  vena 
cava  for  pressures  and  blood-gas  monitoring.  Ar- 
terial oxygen  tension  was  40  mm.  Hg  while  the 
patient  was  breathing  pure  oxygen.  With  local 
anesthesia,  groin  vessels  were  isolated.  Heparin 
was  administered,  two  24  French  catheters  were 
passed  cephalad  via  the  superficial  femoral  artery 
and  the  saphenofemoral  junction  of  vein,  and  car- 
diopulmonary bypass  was  begun. 

Thiopental  (Pentothal)  anesthesia  and  endotra- 
cheal intubation  were  accomplished.  Left  lateral 
position  was  used  for  right  posterolateral  thora- 
cotomy through  the  fourth  interspace.  Deflation 
of  the  right  lung  was  impossible  even  with  simple 
oxygen  insufflation  into  the  cuff-deflated  endotra- 
cheal tube,  so  that  ventilation  had  to  be  discon- 
tinued to  permit  intrathoracic  operation.  A 24 
French  catheter  was  introduced  into  the  right 
atrium  via  the  azygos  vein  for  aspiration  drainage 
of  blood  into  the  oxygenator. 

Despite  this,  arterial  oxygen  pressure  was  only 
40  mm.  Hg  with  maximum  drainage  from  both 
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FIGURE  1.  (A  and  B)  Posteroanterior  and  right  lateral  roentgenograms  at  first  admission  to  hospital  on  July  24, 
1972.  Atelectasis  of  right  middle  lobe  apparent  only  in  lateral  film.  (C)  On  August  1 1,  1972,  atelectasis  of  right 
middle  lobe  is  evident  in  posteroanterior  film.  (D)  Four  days  later,  August  15,  1972,  atelectasis  and  pneumonitis 
involve  right  lower  lobe  also. 


venous  catheters.  Ventilation  of  the  left  lung 
through  a sterile  cuffed  endotracheal  tube  inserted 
into  the  transected  distal  left  bronchus  raised  ar- 
terial oxygen  pressure  to  100  mm.  Hg.  This  tube 
remained  in  the  left  bronchus  while  sutures  were 
placed  between  left  bronchus  and  left  stem  of  the 
prosthesis  and  between  trachea  and  prosthesis. 
Briefly,  then,  ventilation  was  interrupted  while 
the  prosthesis  was  aligned  with  the  trachea  and 
the  left  bronchus,  and  the  original  orotracheal 


tube  was  advanced  into  the  left  stem  of  the  pros- 
thesis, its  balloon  cuff  inflated,  and  ventilation  re- 
sumed. The  sutures  were  tied. 

The  apparent  disproportion  between  the  con- 
tracted circumference  of  the  transected  bronchus 
and  the  fixed  dimensions  of  prosthesis  requires 
spacing  of  sutures  for  alignment  and  proportion. 
Mattress  sutures,  3-0  ticron,  over  pledgets  of 
Teflon  felt  were  placed  at  all  tissue  locations, 
without  rotation  of  structures,  passing  sutures 


1 304  New  York  State  Journal  of  Medicine  / June  1 , 1973 


FIGURE  4.  Neville-Dow  Corning  tracheal  bifurcation 
prosthesis.  Dacron  mesh  incorporated  into  silicone 
polymer  at  double-thickness  sites,  resembling  tracheal 
rings,  but  open-mesh  areas  free  for  invasion  of  fibro- 
blasts. 

The  right  bronchial  tree  was  considered  a 
threatening  reservoir  of  purulent  secretions;  Esch- 
erichia coli,  Klebsiella  pneumoniae,  and  Pseudo- 
monas aeruginosa  were  cultured  from  them  and 
subsequently  from  blood  cultures.  Secretions 
were  aspirated  repeatedly,  then  the  right  bronchus 
was  anastomosed  to  the  prosthesis. 

When  cardiopulmonary  bypass  was  discontin- 
ued, traction  on  the  prosthesis  was  required  to  re- 
lieve a kink  in  the  left  main  bronchus,  exaggerat- 
ed with  the  patient  in  the  left  lateral  position. 
Postoperatively,  in  the  supine  position,  assisted 
ventilation  achieved  adequate  respiration.  Secre- 
tions did  cross  the  prosthesis,  and  clearing  of  pa- 
renchyma on  x-ray  film  was  occurring  (Fig.  5). 
The  left  lung  field  remained  well  aerated.  There 
was  no  evidence  of  air  in  the  mediastinum.  Mild 
hypotension,  oligpria,  ileus,  and  mental  obtunda- 
tion gave  way  on  the  eighth  and  ninth  days  after 
operation  to  massive  gastrointestinal  bleeding, 
uremia,  shock,  and  death. 

At  autopsy,  more  than  500  Gm.  of  recent  dark- 
clotted  blood  surrounded  the  bifurcation  prosthe- 
sis. The  source  of  this  was  not  evident.  All 


FIGURE  3.  Operative  view  of  tumor,  with  trachea 
transected  immediately  proximal  to  bifurcation.  Right 
bronchus  held  by  thumb  and  index  finger;  narrowed  air- 
way into  left  bronchus  evident. 

outside-in  through  tissues,  inside-out  on  pros- 
thesis. Bronchial  ends  were  not  invaginated  into 
prosthetic  lumen. 


I » 

FIGURE  2.  Solid  tumor  occupies  most  of  cross-sec- 
tional area  of  lumen  of  distal  trachea.  It  appears  to 
arise  anterolaterally,  pre-empting  mucosa  of  three 
fourths  of  the  circumference,  without  gross  extension 
beyond  cartilage. 


June  1 , 1973  / New  York  State  Journal  of  Medicine  1305 


FIGURE  5.  Chest  x-ray  film  on  fifth  day  after  resection 
and  prosthetic  replacement  of  tracheal  bifurcation 


anastomotic  sites  were  intact  between  trachea  and 
prosthesis,  and  bronchi  and  prosthetic  limbs. 
Large  quantities  of  dark  blood  were  present  in 
the  gastrointestinal  tract,  which  was  ulcerated 
throughout  most  of  its  length.  Microscopically, 
brain,  myocardium,  and  kidneys  harbored  infec- 
tion and  necrotic  tissue.  Death  was  considered 
due  to  uncontrolled  infection  with  E.  coli,  Klebsi- 
ella pneumoniae,  and  Pseudomonas  aeruginosa. 

Comment 

Incidence  of  tracheal  tumors.  Tracheal  tu- 
mors are  rare,  representing  0.1  to  0.3  per  cent  of 
malignant  tumors  of  the  respiratory  tract.  How- 
ever, one  tracheal  tumor  per  year  has  been  seen  in 
patients  at  the  New  York  Medical  College  over  the 
past  three  years.  One  patient  treated  surgically  is 
surviving  in  the  second  year  following  resection 
and  end-to-end  anastomosis. 

Tumor  pathology.  Space-occupying  local 
growth,  limited  submucosal  spread,  and  late  inva- 
sion of  cartilage  without  mediastinal  extension  or 
lymph  involvement  characterize  tracheal  tumors, 
so  that  cure  by  surgical  treatment  is  possible. 
Conditions  encountered  in  our  patient  permitted 
an  effective  cancer  operation. 

Diagnosis.  The  patient  presented  here  had 
progressive  dyspnea  over  a five-year  period. 
Late-onset  asthma,  the  initial  impression,  is  an 
untenable  diagnosis  until  more  serious  and  more 
probable  disease  is  considered  and  excluded. 
Earlier  diagnosis  must  include  suspicion  of  endo- 
bronchial lesion  followed  by  tomography  and  en- 
doscopy. Surely  bifurcation  involvement  was  not 
present  initially. 


Tumor  surgery.  The  tracheal  tumor  was  pal- 
pable and  was  apparently  confined  to  the  tracheal 
lumen  and  wall.  However,  frozen  section  identi- 
fied carcinoma  at  both  sites  of  transection  of  the 
trachea.  Hilar  and  carinal  lymph  nodes  were  not 
enlarged  and  appeared  to  be  free  of  tumor,  con- 
firmed by  microscopic  examination.  At  autopsy 
there  was  no  evidence  of  residual  tumor,  localized 
or  metastatic. 

Nontumor  pathology  of  lungs.  Changes  of 
chronic  obstructive  pulmonary  disease  existed  be- 
fore the  new  problem  of  tracheobronchial  tumor. 
Whether  the  long  administration  of  oxygen, 
needed  to  combat  hypoxemia  and  dyspnea  weeks 
before  operation,  contributed  to  alveolar  disease 
impairing  gas  exchange  is  speculative.  Atelec- 
tasis and  infection  could  not  be  treated  effectively 
without  removal  of  the  tracheobronchial  lesion, 
and  operation  did  relieve  atelectasis.  Intralumi- 
nal spread  of  infection  can  occur  once  the  patient 
is  anesthetized  and  turned,  and  systemic  contami- 
nation is  a threat  during  and  after  operation. 
The  virulence  of  a combination  of  organisms  cul- 
tured from  this  debilitated  patient  contributed  to 
her  death,  yet  the  possibility  of  cure  did  exist. 
The  rapidly  deteriorating  condition  in  this  pa- 
tient, with  a lesion  treatable  no  other  way,  led  to 
operation  as  we  performed  it. 

Anesthesia  and  extracorporeal  oxygenation. 
The  patient  had  found  her  best  and  only  position 
for  breathing.  Anesthesiologists  and  the  surgeon 
were  aware  that  spontaneous  ventilation  was  the 
most  effective  mode,  despite  its  inadequacy.  Eu- 
capnia,  despite  hypoxemia,  indicated  the  merit  of 
spontaneous  breathing  during  anesthesia.  Neville 
et  al.1  recorded  the  use  of  a Carlens  tube  without 
success.  We  chose  not  to  traumatize  the  tumor 
nor  to  risk  entering  the  right  bronchus  with  its  se- 
cretions suspected  of  being  contaminated.  Antic- 
ipated ill  effects  of  open  thorax  on  the  mechanics 
of  breathing  led  to  preparation  and  use  of  extra- 
corporeal gas  exchange.  Neville  et  al.1  had  dem- 
onstrated that  total  cardiopulmonary  bypass  al- 
lows unhurried  removal  of  tumor  of  distal 
intrathoracic  trachea  and  stem  bronchi,  permit- 
ting prosthetic  replacement  without  anesthetic 
tubes  in  the  operative  fields.  When  extracorpo- 
real diversion  of  blood  through  two  size  24  cathe- 
ters proved  inadequate,  an  endobronchial  tube  in 
the  operative  field  was  passed  beyond  the  tumor. 

One  would  prefer  not  to  use  extracorporeal  cir-  1 
culation  at  all.  Tracheal  resection  and  anastomo- 
sis, and  implantation  and  relocation  of  bronchi 
have  been  accomplished  without  it.  The  life-sav- 
ing worth  of  partial  extracorporeal  bypass  prior  to 
induction  of  anesthesia  and  thoracic  operation  has 
proved  its  worth  for  certain  cardiac  and  pulmo- 
nary disease  states.  Both  surgeon  and  anesthesi- 
ologist believed  it  was  necessary  here. 

Bleeding.  During  operation,  bleeding  was 
troublesome  but  not  prohibitive  in  this  heparin- 
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ized  patient.  Resection  of  paratracheal  and 
subcarinal  nodes  and  tissues  causes  more  bleeding 
than  the  technique  of  skeletonizing  these  struc- 
tures, as  in  the  surgery  of  tracheal  stenosis,  but 
such  a technique  is  unacceptable  for  tumor  sur- 
gery. Postoperatively,  there  was  no  problem  of 
bleeding  from  the  mediastinum  or  chest  wall. 

Conclusion 

Dr.  Neville’s  empiricism  and  experience 
suggest  that  a practical  and  durable  solution  for 
tracheobronchial  replacement  has  been  found. 
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Discussion 

Dr.  Clauss:  I would  like  to  stress  the  impor- 

tance to  this  patient  of  determining  blood  gases. 
When  Dr.  Sarot  opened  the  chest,  the  right  lung 
wouldn’t  collapse  spontaneously,  nor  after  deflat- 
ing the  balloon  of  the  endotracheal  tube,  nor  with 
simple  oxygen  insufflation  through  a small-bore 
green  catheter.  In  response,  the  anesthesiologist 
had  to  stop  doing  anything  at  all.  Immediately, 
there  was  profound  hypoxemia  in  the  blood  sam- 
ple obtained  from  the  right  radial  artery,  rem- 
edied by  draining  right  atrial  blood  into  the 
oxygenator  via  a catheter  passed  through  the  azy- 
gos vein  into  the  right  atrium. 

When  bypass  was  discontinued,  profound 
hypoxemia  occurred  again,  relieved  this  time  by 
traction  on  the  prosthesis.  It  appeared  that  there 
was  a kink  between  the  rigid  prosthesis  and  the 
pliable  left  bronchus.  The  prosthesis  was  held  in 
a position  to  permit  ventilation  while  protamine 
was  given  and  hemostasis  was  secured.  Then  the 
chest  was  closed  quickly  and  the  patient  put  on 
her  back. 

I think  the  concept  of  a silicone  prosthesis 
brought  to  clinical  fruition  is  a remarkable  tribute 
to  Dr.  Neville  and  to  Dow  Corning.  Rereading 
the  series  of  Neville’s  articles  discloses  the  aston- 
ishing facts  that  in  dog  specimens  up  to  thirty-six 
months,  and  in  human  specimens  observed  at 
bronchoscopy,  secretions  do  not  accumulate  or 
crust  in  the  prosthesis,  nor  does  granulation  tissue 
appear  at  the  junction  of  the  bronchial  mucosa 
with  the  prosthesis.  Thoracic  surgeons  are  skep- 
tical, surmising  that  this  is  too  good  to  be  be- 
lieved. However,  this  silicone  prosthesis  may  be 


analogous  to  Voorhees  and  Hufnagel  using  plastic 
inside  the  cardiovascular  system.  These  things 
just  couldn’t  work,  but  they  do  very  well. 

Dr.  Neville:  This  was  an  excellent  presenta- 

tion. I can  well  appreciate  your  trials  and  tribu- 
lations during  your  carinal  resection,  because  I’ve 
experienced  them  a few  times.  We  became  inter- 
ested about  ten  years  ago  in  the  possibility  of 
making  a bifurcated  tracheal  prosthesis.  We  con- 
tacted Dow  Corning  concerning  the  using  of  their 
product  Silastic  for  a prosthesis.  They  were  kind 
enough  to  make  several  prototypes  which  we  in- 
serted into  dogs.  All  of  these  silicone  grafts 
worked  exceedingly  well,  but  we  finally  settled  on 
one  particular  prosthesis  that  had  a Dacron  cuff 
at  each  suture  line.  We  thought  that  by  placing  a 
cuff  of  Dacron  at  the  suture  line,  fibroblasts  would 
grow  into  it  and  secure  the  graft  within  the  medi- 
astinum. Some  of  these  prostheses  were  even  en- 
cased in  Dacron  cloth,  the  thought  being  that  this 
would  further  fix  the  graft  and  prevent  dislodge- 
ment.  The  results  of  this  work  were  published.* 
At  the  present  time  I am  sure  that  this  is  not  ab- 
solutely necessary  since  the  grafts  that  were  not 
surrounded  by  Dacron  were  as  firmly  adherent  as 
those  with  the  Dacron  mesh.  We  also  did  not  see 
encrustations  or  ingrowth  of  the  mediastinal  tis- 
sue at  the  suture  line  except  in  the  dogs  wherein 
the  Dacron  actually  covered  the  tracheal-bronchi- 
al anastomosis.  However,  recently  Mr.  Borie 
from  New  Zealand,  in  using  this  particular  type  of 
prosthesis  in  sheep,  did  observe  suture  line  granu- 
lomas. For  this  reason,  he  was  of  the  opinion  that 
invaginating  the  tip  of  the  prosthesis  into  the  tra- 
chea and,  having  the  Dacron  sewing  rim  1 cm. 
proximal  to  the  tip,  actually  prevented  tissue  in- 
growth and  suture-line  granulomas.  I think  this 
is  a good  idea,  and  we  have  recently  incorporated 
it  in  our  grafts. t 

A slide  shows  a prosthesis  in  a dog  sacrificed  at 
two  years.  There  is  a tremendous  amount  of  fi- 
broblastic reaction  in  the  mediastinum  even 
though  silicone  is  relatively  inert.  The  prosthesis 
is  fixed  in  position  extremely  well. 

We  had  the  opportunity  to  insert  about  10 
straight  prostheses  in  patients  with  advanced  can- 
cer and  tracheal  malacia.  None  of  these  individu- 
als really  lived  long  enough  to  evaluate  its  efficacy 
in  man.  About  two  years  ago  in  Chicago  we  had 
an  opportunity  to  replace  the  entire  intrathoracic 
trachea  and  both  stem  bronchi  in  a patient  with  a 
cylindroma,  and  she  is  alive  and  doing  well.  As 
can  be  seen  from  tomograms  the  patient  had 
marked  obstruction  in  the  distal  trachea  and  was 
in  severe  respiratory  distress  when  she  arrived  at 
West  Suburban  Hospital  in  Chicago  after  an  air- 
plane trip  from  Arkansas.  We  operated  on  her  as 

* Graziano,  J.  L.,  Spinazzola,  A.,  and  Neville,  W.  E.:  Pros- 
thetic replacement  of  the  tracheal  carina,  Ann.  Thorac.  Surg. 
4:  1 (1967). 

t Manufactured  commercially  by  Via-Med  Products,  Inc.,  in 
East  Rutherford,  New  Jersey. 
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an  emergency.  Because  the  anesthesiologist  could 
not  adequately  ventilate  the  patient,  we  cannulat- 
ed  the  femoral  artery  and  vein  in  the  groin  and 
placed  her  on  partial  cardiopulmonary  bypass  be- 
fore we  opened  the  chest  through  a standard  right 
postlateral  incision.  The  lesion  in  this  patient,  in 
contrast  to  Dr.  Sarot’s  and  Dr.  Clauss’  patient, 
was  freely  movable,  localized  at  the  tracheal  bi- 
furcation, and  involved  both  stem  bronchi.  How- 
ever, it  had  not  invaded  the  surrounding  medias- 
tinal structures.  We  were  able  to  resect  the 
intrathoracic  trachea  and  both  stem  bronchi  en 
bloc.  We  then  sutured  the  bifurcated  prosthesis 
to  both  stem  bronchi  and  to  the  trachea  just 
below  the  thoracic  inlet.  This  patient  did  exceed- 
ingly well  postoperatively.  She  was  able  to  raise 
her  secretions  and  could  breathe  normally.  She 
was  discharged  from  the  hospital  at  the  end  of 
fourteen  days.  However,  when  I arrived  in  New 
Jersey  some  six  months  after  the  operation,  the 
physician  in  her  home  town  called  and  said  that 
he  thought  there  was  a leak  at  the  proximal  su- 
ture line  with  some  angulation  of  the  prosthesis. 
Although  she  was  not  in  respiratory  distress, 
there  was  evidence  of  a small  pocket  of  air  local- 
ized in  the  upper  mediastinum.  To  obviate  fur- 
ther difficulties  I suggested  that  a tracheostomy 
be  performed.  I felt  that  the  small  leak  would 
heal  if  there  was  a stent  across  it.  This  has  in- 
deed occurred,  and,  at  the  present  time,  there  is 
no  evidence  of  pneumothorax.  Both  lungs  are 
completely  expanded  with  no  evidence  of  pulmo- 
nary congestion.  However,  the  physicians  in  Ar- 
kansas are  a little  hesitant  in  removing  the  tra- 
cheostomy, although  I am  sure  that  this  could  be 
done  at  the  present  time  without  fear  of  her  get- 
ting into  difficulty.  She  is  able  to  cough  secre- 
tions across  the  tube  very  well  and  uses  endotra- 
cheal suction  only  sporadically.  Both  lungs  are 
clear,  and  she  has  no  difficulty  in  breathing. 

As  far  as  complications  of  the  prosthesis  are  con- 
cerned, the  ominous  threat  is  erosion  of  a blood 
vessel.  I would  not  anticipate  this  occurring  in 
this  patient  because,  by  this  time,  the  graft  is 
firmly  encased  in  the  mediastinum  and  is  behind 
the  soft,  compressible  superior  vena  cava.  We  re- 
cently resected  the  trachea  in  an  individual  in 
whom  several  attempts  had  been  made  to  correct 
a benign  tracheal  stenosis  resulting  from  pro- 
longed intubation.  Each  time  the  anastomosis 
broke  down,  and  he  was  left  with  a stricture  be- 
ginning at  the  larynx  and  extending  down  into  the 
mediastinum.  We  resected  the  trachea  from  the 
larynx  to  below  the  innominate  artery.  A straight 
rigid  prosthesis  was  used  to  reconstruct  the  tra- 
chea. At  the  time  of  surgery,  I remarked  to  the 
residents  that  the  only  complication  I could  envi- 
sion was  the  possibility  that  since  the  innominate 
artery  was  stretched  across  the  graft  at  the  anas- 
tomosis, it  might  erode  the  artery.  Unfortunate- 
ly, I wasn’t  very  smart,  and  to  prevent  erosion  I 


wrapped  the  graft  at  the  suture  line  with  Teflon 
instead  of  wrapping  the  artery.  Unfortunately, 
the  graft  eroded  the  innominate  artery,  and  he 
died  suddenly  approximately  two  weeks  following 
surgery.  I must  say  that  if  any  of  you  do  this  op- 
eration in  the  future  when  the  prosthesis  is  coad- 
jacent  to  any  arterial  structures,  it  would  be  a 
good  idea  to  surround  the  artery  with  some  mate- 
rial which  prevents  destruction  of  the  arterial 
wall. 

I certainly  thank  Dow  Corning  and  Mr.  Arthur 
Rathjen  for  their  cooperation  in  providing  these 
prostheses.  Recently  it  has  been  a problem  for 
them  to  make  different  types  of  prostheses  and, 
for  this  reason,  Via-Med  Products,  Inc.,  ap- 
proached me  about  manufacturing  the  prosthesis. 
Their  product  is  a more  flexible  graft  made  of 
high-grade  silicone  rubber.  With  their  expertise, 
they  can  make  different  designs  and  sizes  which 
all  of  you  know  are  mandatory.  At  the  outset 
they  have  made  three  basic  sizes  which  run  the 
representative  requirements  of  pediatric  through 
adult  measurements.  I think  this  is  beneficial  be- 
cause they  should  be  available  in  various  sizes  just 
as  are  artificial  heart  valves.  They  plan  to  make 
a whole  line  of  these  products  so  that,  at  the  time 
of  surgery,  one  could  pick  out  whatever  size  was 
needed  for  that  particular  patient.  Mr.  Rathjen 
is  in  the  audience  and  I wish  that  he  would  make 
a comment  regarding  the  silicone  replacement  of 
the  trachea. 

Mr.  Arthur  H.  Rathjen:  It  takes  us  about  fif- 
teen to  twenty  hours  of  fabrication  time  to  make 
one  of  these,  that  is  not  to  say  we  won’t  be  able  to 
speed  that  up.  I realize  that  I may  be  adding  a 
little  commercialism,  which  doesn’t  belong  here  in 
this  academic  atmosphere. 

I am  not  unfamiliar  with  this  institution,  having 
worked  for  several  years  with  Oliver  Moore,  M.D., 
who  spearheaded  the  development  of  the  trache- 
ostomy tube  made  out  of  silicone,  and  we  were  the 
first  to  make  that.  I certainly  enjoyed  my  work 
here  at  this  institution  with  Dr.  Moore. 

Silicones  are  a very  interesting  material,  and 
they  can  do  things  that  a lot  of  people  don’t  be- 
lieve they  can  do.  I think  Dr.  Sarot  alluded  to 
this.  We  would  be  prepared  to  explore  this  appli- 
cation further.  Like  anything  else,  we  have  to 
look  at  it  from  a standpoint  of  whether  it  is  a 
medical  novelty,  or  whether  it  is  something  that  is 
here  for  a little  while,  becomes  passe,  or  whether 
there  is  something  worth  pursuing  for  further  de- 
velopment. Dr.  Neville  has  done  something  that 
nobody  else  has  done  up  to  this  time,  that  is  to 
use  the  silicone  as  a tracheal  prosthesis  and  be 
successful  at  it,  and,  as  he  has  indicated,  we 
would  have  to  have  the  parameters,  more  accurate 
parameters,  under  which  we  could  then  begin  to 
fabricate  this.  We  would  have  to  know  some  of 
the  physiologic  requirements  a little  more  accu- 
rately. We  talk  about  flexibility;  we  have  to 
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know  just  how  flexible,  because  when  we  get  into 
silicone  polymer  chemistry  we  talk  about  duro- 
meter,  tensile  strength,  things  that  have  to  be 
flexed,  and  we  have  to  know  just  how  much  flex. 
We  would  do  the  same  thing  with  this  product 
that  men  have  done  with  the  heart  valves  and  the 
other  long-term  implants.  When  we  put  it  in  this 
time,  we  expect  it  will  have  to  stay  for  a lifetime. 
So  I would  offer  our  service  to  you  people,  I would 
really  like  to  see  a combined  effort,  and  Dr.  Ne- 
ville knows  this.  I would  like  to  have  it  run  as  a 
medical  clinical  evaluation  because  of  one  thing, 
gentlemen,  the  government.  The  government  is 
speeding  along  with  device  legislation,  and  when 
it  comes,  we  are  going  to  have  to  fulfill  the  re- 
quirements. Tracheal  prosthesis  is  a device,  and 
with  it  we  are  going  to  have  to  prove  it  is  safe  and 
effective  for  the  patient,  and  we  cannot  prove  that 
through  casual  academic  clinical  means. 

Maybe  we  can  save  some  lives.  You  can  turn 
to  Dr.  Neville.  He  is  the  man  who  started  it,  and 
I am  sure  that  he  can  spearhead  it  through.  Dr. 
Sarot,  thank  you  for  your  invitation  to  talk  here 
today. 

Joseph  J.  Timmes,  M.D.,  Jersey  City,  New 
Jersey.  Will  you  tell  us  about  the  problem  of 


moving  secretions  through  these  prostheses?  As 
you  know  we  recently  put  in  a straight  prosthesis, 
and  we  had  a great  deal  of  difficulty  getting  the  se- 
cretions to  pass  through  the  tube. 

Dr.  Neville:  How  long  is  the  prosthesis,  and 

was  it  of  this  design? 

Dr.  Timmes:  Not  quite  this  design. 

Dr.  Neville:  Silicone  has  a nonwetable  sur- 

face, and  even  though  cilia  cannot  grow  across  the 
inner  aspect  of  the  prosthesis,  the  patients  can 
easily  remove  secretions  across  the  graft.  Our  in- 
dividual with  the  bifurcated  prosthesis  can  cough 
well  and  clear  her  distal  tracheal  bronchial  tree. 
Of  course  the  dogs  had  no  difficulty  in  maintain- 
ing a patent  airway  because  their  trachea  is  more 
horizontal  than  man’s.  I thought  possibly  in  man 
because  of  his  erect  position  he  would  have  to  re- 
sort to  postural  drainage.  However,  this  fear  has 
been  dispelled,  since  it  was  not  borne  out  in  this 
particular  individual  with  the  bifurcated  graft. 

The  one  main  disadvantage  of  this  prosthesis,  if 
there  is  any,  is  that  ciliated  epithelium  will  not 
bridge  the  anastomosis  and  grow  across  the 
lumen.  If  we  could  find  some  material  which 
would  permit  this  and  still  maintain  a smooth 
inner  lining,  then  we  would  have  an  ideal  graft. 
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In  1931  Lange1  published  a book  about  the  distri- 
bution, origin,  and  pathology  of  triggerpoints.  In 
this  work  Die  Muskel-Haerten  (Myogelosen)  most 
of  the  presently  known  facts  about  triggerpoints, 
as  Steindler2  later  named  them,  are  described. 
Lange  did  not  claim  to  have  discovered  trigger- 
points  but  rather  gave  credit  to  other  authors  who 
first  described  them  as  far  back  as  1843.  More 
recently  many  authors  have  written  about  this 
topic.3'18 

Pathology 

Lange1  examined  the  site  and  nature  of  trigger- 
points  and  found  they  were  areas  of  measurable 
resistance  of  the  muscle  to  pressure  and  were  well- 
defined  from  the  normal  resting  skeletal  muscle. 
He  used  a sklerometer,  an  instrument  devised  by 
Mangold,19  to  determine  the  relative  resistance  to 
outside  pressure  of  measured  tissue.  Making  such 
measurements  on  over  250  different  muscles  of 
healthy  people,  he  found  that  the  resistance  to 
pressure,  or  hardness,  of  identical  muscles  is  al- 
most constant.  He  found  that  use  of  the  muscle 
in  heavy  workers  and  sportsmen  increases  muscle 
volume  but  not  muscle  hardness.  Even  intense 
physical  activity  produces  very  little  difference. 
The  tender  areas,  however,  were  considerably 
harder,  up  to  50  per  cent,  than  the  surrounding 
normal  muscle  tissue.  It  is  especially  interesting 
that  this  relative  hardness  of  localized  areas  per- 
sisted during  general  anesthesia,  as  confirmed  by 
tensiometric  measurements.  Schade  could  show 
that  these  hard  areas  remained  unchanged  after 
death. 1-6  These  facts  show  that  triggerpoints  are 
not  dependent  on  local  contraction  of  muscle. 


Lange1  further  succeeded  in  producing  trigger- 
points  by  tetanic  stimulation  of  the  leg  of  a rabbit. 
These  local  hardened  areas  persisted  long  after 
stimulation  was  stopped.  Similar  results  could  be 
obtained  by  local  freezing  of  animal  muscles. 

More  recently  Glogowski  and  Wallraff20  re-  I 
ported  on  histologic  examination  of  triggerpoints 
obtained  by  biopsy  on  20  patients  (Fig.  1).  They 
feel  that  histologically  triggerpoints  are  character-  i 
ized  by  waxy  degeneration  and  destruction  of 
muscle  fibers,  increase  in  number  and  agglomera- 
tion of  nuclei  of  muscle  fibers,  and  fatty  infiltra- 
tion. In  other  words,  they  feel  that  triggerpoints 
are  areas  of  degeneration  of  muscle  fibers  and  con- 
clude that  “muscle  hardening”  constitutes  a his- 
topathologic feature  characteristic  of  a specific 
disease  entity. 

Microscopic  changes  in  muscle  similar  to  the  i 
ones  described  by  Glogowski  and  Wallraff  have 
been  reported  in  hypo-  and  hyperthyroid  states.21'23 

In  this  country  Steindler2  was  the  first  to  de- 
scribe triggerpoints.  He  described  most  of  the 
typical  sites  of  triggerpoints  in  muscles  and  in 
ligaments,  noting  that  injection  of  procaine  may  i 
permanently  relieve  symptoms  caused  by  these  : 
triggerpoints. 

Steindler  has  specifically  described  the  ligamen-  i 
tous  triggerpoint,  mentioning  their  sites  at  the 
transverse  processes  of  fifth  lumbar  vertebra,  in 
the  midline  of  the  sacrolumbar  spine,  posterosu-  i 
perior  iliac  spine,  and  the  lateral  border  of  the  sa- 
crum, and  the  analogus  triggerpoints  in  the  cervi-  l 
cal  spine  especially  at  fourth  cervical  vertebra. 

Kellegren24  has  been  able  to  produce  localized 
pain  and  radiation  patterns  simulating  trigger-  i 
points  by  injection  of  hypertonic  saline  into  the  fas-  ; 
cia. 

Etiology 

Triggerpoints  can  be  produced  experimentally 
by  exposure  to  cold  and  exertion.1  Clinically  i 
trauma  and  tension,  both  muscle  tension  and 
emotional  tension,  are  the  most  frequent  causes. 
Anything  that  produces  muscle  spasm  can  pro- 
duce triggerpoints.  They  may  be  the  late  results 
of  true  nerve-root  pressure  and  disk  disease,  t 
chronic  or  acute  muscle  strain,  and  tension  syn- 
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drome.  Triggerpoints  frequently  remain  after 
successful  disk  surgery  or  fusion  and  may  need 
local  treatment  to  remove  radiating  pain  and 
spasm.  Occupationally  originating  triggerpoints 
are  caused  by  repeated  stressful  movements. 

Endocrine  imbalance  predisposes  muscle  to 
pain  and  to  triggerpoints.  They  are  frequently 
found  in  cases  of  hypothyroidism  and  estrogen  de- 
ficiency.22’23 

Diagnosis  and  Examination 

A careful  history  very  often  gives  the  first  indi- 
cation that  triggerpoints  may  be  the  cause  of  a 


FIGURE  1.  Biopsy  of  triggerpoint.  (A)  At  left  several 
darker,  straightened-out,  club-shaped  muscle  fibers. 
Relative  increase  of  nuclei.  (B)  Heaps  of  nuclei  be- 
tween muscle  fibers.  Nuclei  appear  thickened  and 
shrunk  (X  460).  (C)  Muscle  fibers  and  fatty  infiltration. 

Three  dark,  coagulated,  homogenized  fragments  of 
muscle  fibers  visible.  No  myofibrils  discernible. 
(Formaldehyde,  Paraffin,  Hemalum-Erythrosin  Stain)2" 

patient’s  complaints.  Patients  frequently  com- 
plain about  localization  of  pain  in  very  definite 
areas. 

Typical  locations  of  triggerpoints  are  these  mus- 
cles: occipital,  posterior  neck,  trapezius,  supra- 

spinatus,  infraspinatus,  deltoid,  forearm,  rhom- 
boid, sacrospinal,  gluteal,  tensor,  gastrocnemius, 
and  soleu^.  Other  muscular  triggerpoints  are  in 
the  anterior  neck  muscles,  especially  the  scaleni 
and  the  sternocleidomastoid,  and  in  the  pectoral 
muscles.  Ligamentous  triggerpoints  can  be  found 
along  the  spinous  processes  along  the  whole  spine, 
at  the  iliac  crest,  at  the  sacro-iliac  junction,  and 
along  the  sacrum  (Fig.  2). 

Triggerpoints  show  very  definite  radiation. 
The  occipital  and  posterior  neck  ones  usually  re- 
sult in  headache.  Trapezius  triggerpoints  radiate 
slightly  down  the  arm  and  up  toward  the  head, 
causing  shoulder  pain.  The  infraspinatus  usually 
radiates  toward  the  arm12;  the  rhomboid  muscles 
cause  interscapular  pain;  the  sacrospinal  muscles 
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FIGURE  2 Pam  patterns  of  triggerpoints  in  (A)  upper 
body  and  extremities  and  (B)  lower  body  and  extremi- 
ties ( • = in  ligament.  X = in  muscle).9 

may  radiate  downward  and  simulate  sciatica;. the 
gluteal  and  tensor  muscles  produce  radiation 
along  the  sciatic  nerve  and  along  the  lateral  as- 
pect of  the  thigh,  very  frequently  reaching  down 
to  the  ankle.  Triggerpoints  in  the  pectoral  mus- 
cle often  radiate  to  shoulder  and  arm. 

Secondary  nerve-root  pressure,  caused  by  pe- 
ripheral nerve  entrapment,  occurs  most  frequently 
in  the  scaleni,  producing  radiation  and  sometimes 
numbness  mostly  in  the  fifth  and  fourth  fingers, 
and  in  the  piriformis,  producing  true  peripheral 

1312  New  York  State  Journal  of  Medicine  / June  1 , 1 


nerve  compression  of  the  sciatic  nerve.  The  latter 
sometimes  involves  true  neurologic,  reflex,  senso- 
ry, and  strength  loss,  the  “piriform  syndrome.” 
Triggerpoints  in  the  epicondyle  of  humerus  cause 
the  well-known  tennis  elbow.  Radiation  of  these 
triggerpoints  frequently  causes  misdiagnosis.  The 
ones  in  the  piriformis  group,  tensor  or  gluteal 
muscles,  are  often  confused  with  true  disk  disease. 
A triggerpoint  in  the  pectoral  muscle,  radiating  to 
the  left  arm,  is  frequently  misdiagnosed  as  angi- 
na.17 Triggerpoints  in  the  stemocleidomastoids 
cause  dizziness  and  balance  disturbance  and  can 
simulate  Meniere’s  disease.15 

Diagnosis  of  triggerpoints  is  confirmed  by  pal- 
pation. The  patient  can  usually  indicate  the  mo- 
ment the  triggerpoint  is  actually  pressed  and  very 
frequently  he  will  react  with  a twitching  move- 
ment. Triggerpoints  at  the  bony  prominences  are 
very  definitely  tender  and  again  easily  located. 
Triggerpoints  in  the  skeletal  muscles  can  often 
be  palpated.  Muscle  spasm  prevents  proper  lo- 
calization of  triggerpoints  and  makes  injection  dif- 
ficult. 

Treatment 

The  treatment  of  triggerpoints  is  by  injec- 
tion.3,7 13,16  We  inject  the  muscular  triggerpoint 
with  lidocaine  (Xylocaine),  usually  10  cc.,  more 
or  less,  depending  on  the  size  of  the  muscle  and  the 
triggerpoint. 

After  identification  of  the  triggerpoint,10  we 
mark  the  spot  on  the  skin  with  a light  scratch  of  the 
needle  and  then,  using  sterile  precaution  and  no- 
touch technic,  we  inject  into  the  triggerpoint,  nee- 
dling all  the  way  around  circularly  from  the  point 
of  insertion  of  the  needle.  Adequate  length  of 
needle  is  necessary  to  actually  hit  the  triggerpoint. 
For  injection  of  triggerpoint  in  the  gluteal  area, 
16-gauge  needles  3 inches  long  are  usually  neces- 
sary. On  the  other  hand,  for  injection  in  the  ster- 
nocleidomastoids  a 25-gauge,  1%-inch  needle  will 
be  selected. 

Thorough  knowledge  of  the  anatomy  is  neces- 
sary to  avoid  complications.  For  instance,  injec- 
tion of  the  upper  trapezius  should  be  performed 
by  holding  the  muscle  between  the  index  finger 
and  thumb  of  the  left  hand  while  injecting  be- 
tween fingers  to  avoid  hitting  the  apex  of  the  lung 
(Fig.  3).  Injection  along  the  thorax  should  be 
performed  by  keeping  the  needle  parallel  to  the 
chest.  Injection  of  the  stemocleidomastoids 
should  be  performed  by  grasping  the  muscle  with 
both  thumb  and  index  finger  and  injecting  paral- 
lel to  the  muscle  (Fig.  4). 

Physicians  not  acquainted  with  the  technic  and 
trying  to  familiarize  themselves  should  give  their 
first  injections  in  the  infraspinatus  or  tensor  fascia 
areas  where  no  harm  can  be  done,  since  there  are 
no  delicate  structures  present. 

After  injection,  the  patient  is  requested  to  come 


FIGURE  3.  Injection  of  a triggerpoint  in  trapezius 
muscle.9 


in  two  to  four  times  in  succession,  usually  three 
times,  for  follow-up  treatment.  We  use  sinusoidal 
current;  the  active  electrode  is  applied  to  the  in- 
jected area  for  fifteen  minutes,  eliciting  good  but 
not  painful  contractions  of  the  muscle.  Then  we 
follow  with  ethyl  chloride  spray  and  very  gentle 
movements,  trying  to  restore  normal  function  of 
the  affected  muscle  group  and  counteract  postin- 
jection muscle  spasm. 

The  triggerpoints  at  the  bony  prominences,  the 
ligamentus  triggerpoints,  are  usually  injected  with 
hydrocortisone  (Hydrocortone),  0.5  cc.  in  10  cc.  li- 
docaine.  No  follow-up  with  further  treatment  is 
necessary,  since  the  injections  do  not  usually  pro- 
duce postinjection  spasm  and  do  not  hit  the  mus- 
cle belly.  In  sensitive  patients,  however,  we  do 
follow-up  with  heat  (infrared)  and  ethyl  chloride 
spray  to  relieve  discomfort. 

We  never  give  more  than  one  injection  at  a 
time,  because  we  have  found  that  multiple  injec- 
tions often  result  in  strong  reactions  and  recur- 
rence of  triggerpoints. 

Proper  instruction  after  injection  is  essential: 
the  patients  are  requested  not  to  stand,  sit,  or 
walk  too  much  and  to  avoid  exertion.  After  injec- 
tion of  triggerpoint  caused  by  occupational  trau- 
ma, the  patient  must  be  instructed  to  avoid  the 
faulty  movement  which  caused  the  problem.  For 
instance,  a tennis  player  will  not  be  permitted  to 
play  for  at  least  a week  or  two  after  his  trigger- 
point  is  injected,  and  then  he  will  have  to  be 
warned  not  to  use  a backhand  flip  or  a top  spin. 
An  office  worker  who  squeezes  his  telephone  be- 
tween ear  and  shoulder  will  have  to  stop  this 
habit,  and  so  forth. 

It  is  necessary  to  keep  in  mind  that  trigger- 
points  are  symptoms,  the  result  of  a chronic  or 
acute  trauma,  and  cannot  be  permanently  re- 
lieved unless  recurrence  of  this  trauma  is  avoided. 

For  triggerpoints  in  the  back  and  neck,  this 
means  that  a test  of  strength  and  flexibility  of  the 
respective  muscles  should  precede  injection,  and  if 
weakness  or  stiffness  of  key  posture  muscle  groups 
has  been  found,  this  must  be  relieved  by  retrain- 


FIGURE  4 Injection  of  a triggerpoint  in  sternocleido- 
mastoid muscle.9 


ing  with  therapeutic  exercise.  Otherwise,  recur- 
rence of  strain  would  eventually  reproduce  pain, 
spasm,  and  triggerpoints. 

Contraindications  to  injections  are  muscle 
spasm  that  makes  it  impossible  to  identify  muscu- 
lar triggerpoints,  inability  to  give  follow-up  treat- 
ment, necessity  of  patient  to  travel  a long  dis- 
tance, low  pain  threshold,  and  emotional  instabil- 
ity of  patient  who  may  not  be  a suitable  subject 
for  any  procedure.  Endocrine  imbalance  produc- 
ing multiple  triggerpoints  may  force  postpone- 
ment of  local  treatment  and  should  definitely  be 
treated  in  any  case  of  muscle  problems. 

Mistakes  frequently  made  in  giving  triggerpoint 
injections  are:  giving  more  injections  than  one  at 
a time;  injecting  during  muscle  spasm;  not  per- 
forming thorough  needling  and  search  for  other 
triggerpoints;  misdirecting  the  needle  and  causing 
complications;  forgetting  to  instruct  the  patient 
on  the  need  for  relative  rest,  such  as  avoiding 
driving  and  other  activities  that  may  cause  pain; 
forgetting  x-rays  prior  to  injection;  injecting  a pa- 
tient who  is  on  anticoagulants;  using  procaine  or 
lidocaine  in  patients  who  are  allergic  to  these  sub- 
stances; and  not  observing  contraindications. 

Triggerpoints  occur  extremely  frequently,  caus- 
ing a great  deal  of  pain  and  various  symptoms. 
Unfortunately,  they  are  all  but  neglected  by 
most  practitioners.  It  is  the  aim  of  this  report  to 
call  attention  again  to  this  extremely  important 
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clinical  entity,  its  causes,  pathology,  clinical  diag- 
nosis, and  treatment. 

465  Park  Avenue 
New  York,  New  York  10022 
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QUESTION  129.  The  patient  was  a sixty-eight-year-old  man  with  a history  of  hypertension  and  a myocardial  in- 
farction four  years  prior  to  this  record.  What  is  the  diagnosis? 


QUESTION  130.  These  two  electrocardiograms  were  obtained  on  consecutive  days  on  a patient  with  known  coro- 

int.prnrpfatinn*?  


Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  129.  The  rhythm  is  regular  sinus 
rhythm.  In  leads  I.  II.  aVl.  and  V3  to  V6,  there  is 
a narrow  but  rather  deep  Q wave.  The  S-T  seg- 
ment is  depressed  in  lead  I and  slightly  elevated 
in  leads  II.  III.  and  V4  to  V6  with  T inverted. 
There  is  a dominant  R wave  in  V\  and  high  pre- 
cordial voltage  in  the  remaining  precordial  leads. 
There  is  counterclockwise  rotation  of  the  heart 
electrically.  These  findings  are  compatible  with 
an  old  myocardial  infarction,  probably  involving 
the  anterolateral  and  possibly  inferior  wall.  The 
tall  R wave  in  Vt  suggests  that  the  posterior  wall 
may  be  involved  as  well.  The  tracing  demon- 


strates that  narrow  and  deep  Q waves  may  be  sig- 
nificant even  when  their  duration  does  not  reach 
0.04  second.  The  high  voltage  suggests  left  ven- 
tricular hypertrophy. 

Question  130.  Tracing  A shows  regular  sinus 
rhythm  with  the  QRS  duration  0.11  second. 
There  is  slight  slurring  of  the  S wave  in  V3  and 
the  initial  portion  of  the  R wave  in  V4.  There  are 
no  Q waves  in  leads  I,  a VI,  V5,  and  V6.  The  onset 
of  the  intrinsicoid  deflection  is  delayed  in  these 
leads.  The  interpretation  is  incomplete  left  bun- 
dle branch  block,  a rather  unusual  electrocardio- 
graphic finding. 

Tracing  B confirms  the  diagnosis  of  left  bundle 
branch  disease,  since  it  shows  complete  left  bun- 
dle branch  block.  The  QRS  has  widened  to  0.13 
second,  and  the  R waves  are  clearly  more  slurred. 
In  addition,  ST-T-wave  changes  have  developed 
of  the  type  often  seen  with  left  bundle  branch 
block. 
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the  operating  room  for  open  reduction  and  internal 
fixation  of  the  fracture.  The  chest  was  examined  im- 


Massive Atelectasis 
Incident  to 
Anesthesia 

Identification  of  the  presence  of  chronic  lung 
disease  in  the  elderly  patient  who  is  about  to  un- 
dergo surgery  is  vitally  important.  Since  a pa- 
tient may  not  himself  be  aware  of  a disability,  a 
history  of  heavy  smoking  and  any  abnormal  phys- 
ical findings  related  to  the  chest  should  be  viewed 
seriously.  Failure  to  recognize  the  importance  of 
proper  cardiopulmonary  assessment  in  the  elderly 
is  a major  cause  of  the  continuing  high  incidence 
of  pulmonary  complications  in  operated  patients. 
Through  careful  consideration  given  to  the  pa- 
tient’s clinical  status,  appropriate  therapeutic  and 
preventive  measures  may  be  instituted  to  avert 
development  of  severe  respiratory  complications 
as  illustrated  in  the  following  report. 

Case  Report 

A seventy-four-year-old  white  woman  was  admitted 
to  the  hospital  after  suffering  an  intertrochanteric  frac- 
ture of  the  left  hip.  Prior  to  injury  she  had  been  active 
and  well.  Significant  past  history  included  smoking 
two  packs  of  cigarets  per  day  for  forty  years  and  a 
chronic  productive  cough  but  no  other  respiratory 
symptoms.  In  addition  to  findings  compatible  with 
hip  fracture,  admission  physical  examination  revealed 
an  increased  anteroposterior  chest  diameter,  diffuse 
rhonchi,  and  scattered  wheezes  over  both  lung  fields. 
Finger  clubbing  was  not  noted.  No  evidence  of  car- 
diovascular impairment  was  seen. 

Laboratory  findings  included  a hemoglobin  of  15.7 
Gm.  per  100  ml.,  normal  chemical  profile,  and  normal 
electrocardiographic  findings.  Chest  x-ray  film  result 
was  felt  to  be  normal.  Arterial  blood  gas  analysis  was 
not  done. 

On  the  day  after  admission,  the  patient  was  taken  to 

Presented  and  discussed  at  a conference  held  at  Roose- 
velt Hospital,  New  York,  New  York,  January  9,  1973. 
Clinical  Anesthesia  Conferences  are  held  on  the  second 
Monday  of  each  month. 


mediately  prior  to  surgery  by  the  anesthetist,  who 
noted  breath  sounds  which  were  distant  but  equal  bi- 
laterally and  scattered  wheezes.  Preoperative  medica- 
tion consisted  of  pentobarbital,  100  mg.  given  forty-five 
minutes  prior  to  anesthesia.  Anesthesia  was  induced 
with  intravenous  thiopental,  and  the  patient  was  given 
100  per  cent  oxygen  by  mask  with  positive  pressure  as- 
sisted ventilation  while  she  was  moved  from  the  bed  to 
the  operating  table.  Intravenous  succinylcholine  was 
then  administered,  and  after  approximately  one  min- 
ute of  vigorous  positive  pressure  ventilation,  the  tra- 
chea was  intubated. 

Following  intubation  the  administration  of  halothane 
in  oxygen  was  begun.  However,  the  anesthetist  noted 
that  although  excursions  of  the  right  chest  were  excel- 
lent with  positive  pressure,  there  were  no  excursions 
and  on  auscultation  complete  absence  of  breath  sounds 
on  the  left.  Thinking  that  the  endotracheal  tube  had 
entered  the  right  main  bronchus,  the  anesthetist  re- 
tracted the  tube  several  centimeters.  But  still  no  ex- 
cursions or  breath  sounds  were  present  on  the  left. 
Vigorous  suctioning  of  the  trachea  via  the  tube  pro- 
duced copious  thick,  purulent  secretions.  Despite  suc- 
tioning and  instillation  of  small  quantities  of  saline, 
the  left  side  of  the  chest  remained  unaerated;  the  right 
side  of  the  chest  continued  to  display  good  excursions 
and  breath  sounds.  Thirty  minutes  after  induction  a 
fiberoptic  bronchoscope  was  passed  by  the  anesthesia 
team,  and  under  vision  both  main-stem  bronchi  were 
suctioned  until  clear  of  secretions.  Roentgenogram  of 
the  chest  was  obtained  at  this  time  and  showed  severe 
atelectasis  on  left  with  marked  mediastinal  shift.  At 
this  point  the  endotracheal  tube  was  exchanged  for  a 
rigid  bronchoscope,  and  all  secondary  bronchi  on  the 
left  were  carefully  cleared  of  thick,  tenacious  secretions 
with  a large-bore  suction  cannula.  As  the  secretions 
were  removed,  breath  sounds  and  chest  excursions 
began  to  reappear  on  the  left.  At  the  termination  of 
bronchoscopy  breath  sounds  were  equal  bilaterally. 

The  proposed  surgery  was  cancelled,  and  the  patient 
was  taken  to  the  recovery  room.  For  the  next  three 
days  she  received  vigorous  tracheal  suctioning,  chest 
physical  therapy,  and  frequent  intermittent  positive 
pressure  breathing  therapy.  An  x-ray  film  then 
showed  reexpansion  of  the  lung,  and  arterial  blood  gas 
analysis  revealed  an  arterial  oxygen  pressure  of  50  mm. 
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Hg  with  the  patient  breathing  room  air.  Carbon  diox- 
ide pressure  was  43  mm.  Hg.  It  was  felt  that  this  rep- 
resented her  optimal  status,  and  she  was  rescheduled 
for  surgery,  which  was  performed  four  days  after  the 
initial  attempt.  This  time,  anesthesia  (thiopental, 
halothane,  and  oxygen)  and  surgery  (insertion  of  Rich- 
ard’s screw  and  plate)  were  well  tolerated.  Her  post- 
operative course  was  entirely  uneventful,  and  there 
w'ere  no  postoperative  respiratory  complications. 

Comment 

Preoperative  evaluation  of  a patient’s  pulmo- 
nary status  can  be  misleading  unless  careful  at- 
tention is  paid  to  details.  In  this  case,  a patient 
with  very  significant  chronic  pulmonary  disease 
presented  almost  no  conscious  symptoms.  Be- 
cause the  patient  had  been  active  and  vigorous 
and  was  herself  unaware  of  any  disability,  the  few 
clues  which  were  present  were  not  given  the  sig- 
nificance which  they  deserved.  As  a result,  the 
extent  of  the  pulmonary  disease  was  not  recog- 
nized until  acute,  severe  atelectasis  developed  as  a 
result  of  thick,  tenacious  secretions  in  the  primary 
and  secondary  bronchi. 

In  this  case,  the  extent  of  the  atelectasis  and  its 
rapidity  of  onset  were  of  such  magnitude  that  it 
necessitated  immediate  and  radical  therapy, 
which  was  supplied,  followed  by  a delay  of  sur- 
gery. To  an  extent  this  was  fortunate,  since  a 
lesser  problem  might  not  have  been  discovered 
until  well  after  surgery,  when  severe  postoperative 
lung  complications  developed. 

The  adverse  effect  of  surgery  and  anesthesia  on 
pulmonary  function  was  pointed  out  by  Churchill1 
almost  fifty  years  ago.  Thirty  years  later,  in  1958, 
Neohren,  Lasry,  and  Legters2  stated  that  “postop- 
erative pulmonary  complications  continue  to  be  a 
significant  problem,  particularly  in  patients  with 
underlying  disease  of  the  lungs  and  bronchi.” 
The  effect  of  preexistent  pulmonary  disease  on 
the  risk  of  anesthesia  was  evaluated  by  Stein  et 
al.  in  1962, 3 using  forced  vital  capacity  studies  in 
patients  prior  to  operation.  They  found  that  re- 
gardless of  the  type  of  anesthesia  or  operation, 
postoperative  pulmonary  complications  were  sig- 
nificantly more  numerous  and  more  severe  in  pa- 
tients with  abnormal  indices  of  forced  vital  capac- 
ity, maximal  expiratory  flow  rate,  per  cent  vital 
capacity  in  one  second,  or  forced  expiratory  vol- 
ume in  one  second,  than  those  with  normal  preop- 
erative findings.3  In  a later  separate  study  Stein 
and  Cassara4  showed  that  when  pulmonary  dis- 
ease was  discovered  in  patients  and  reported  to 
the  surgical  team  prior  to  surgery,  even  without 
specific  preoperative  therapy  the  incidence  and 
severity  of  postoperative  complications  were  re- 
duced from  that  seen  in  the  1962  study.  Presum- 
ably this  was  a result  of  a cessation  of  smoking 
prior  to  surgery  and  an  intensification  of  postoper- 
ative care.  Far  more  important,  however,  was 
their  finding  that  when  aggressive  preoperative,  as 


well  as  postoperative,  respiratory  therapy  was  in- 
stituted in  patients  with  abnormal  pulmonary 
function,  the  incidence  and  severity  of  postopera- 
tive complications  of  those  patients  “at  risk”  were 
no  greater  than  in  patients  with  normal  lungs. 
This  preoperative  therapy  consisted  of  cessation 
of  smoking,  antibiotics  when  indicated,  broncho- 
dilator  drugs,  inhalation  of  humidified  gases,  and 
chest  physical  therapy.4 

Clearly,  therefore,  there  is  great  value  in  proper 
preoperative  diagnosis  and  preparation  of  patients 
with  pulmonary  disease.  Unfortunately,  many 
patients  may  not  be  aware  of  their  own  pulmo- 
nary disability  and  will  not  spontaneously  com- 
municate any  clues  to  the  examining  physician. 

In  the  case  presented,  a history  of  heavy  cigaret  I 
smoking  for  many  years  failed  to  arouse  in  the 
physicians  of  the  surgical  team  the  suspicion  that  1 
significant  pulmonary  disease  might  be  present. 
The  relatively  benign  appearance  of  the  chest 
roentgenogram  might  also  have  added  to  the  com- 
placency. As  a result,  the  few  pertinent  physical 
findings  which  otherwise  might  have  led  to  more 
detailed  investigation  were  not  given  the  attention 
they  obviously  deserved. 

The  fact  that  proper  diagnosis  of  pulmonary 
disease  followed  by  aggressive  respiratory  therapy 
helps  to  prevent  operative  and  postoperative  com- 
plications, is  once  again  demonstrated  by  the  fact 
that  with  adequate  therapy  the  patient  in  this 
case  had  no  postoperative  pulmonary  complica- 
tions following  her  second  anesthetic  and  defini- 
tive surgery. 

Summary 

Identification  of  chest  disease  prior  to  surgery  is 
vitally  important.  Since  a patient  may  not  him- 
self be  aware  of  a disability,  a history  of  heavy 
smoking  and  any  abnormal  physical  findings  re- 
lated to  the  chest  should  be  viewed  seriously.  A 
preoperative  arterial  blood  gas  analysis  and  the 
measurement  of  one  of  the  indices  of  forced  vital 
capacity,  maximal  expiratory  flow  rate,  per  cent 
vital  capacity  in  one  second,  or  forced  expiratory 
volume  in  one  second,  are  of  great  value  whenever 
chest  complications  are  expected.  In  addition,  if 
time  permits,  a few  days  of  respiratory  therapy 
and  abstention  from  cigarets  will  greatly  simplify 
the  anesthetic  and  postoperative  periods. 
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Rapid  weight  loss,  massive  accumulation  of  asci- 
tic fluid  rich  in  protein  and  amylase,  and  marked 
hypoproteinemia  characterize  pancreatic  ascites. 
The  ascites  is  thought  to  occur  either  from  leak- 
age of  pancreatic  fluid  into  the  peritoneal  cavity1-2 
or  obstruction  of  lymphatic  flow.3  The  patient  we 
are  reporting  had  a large  pseudocyst  which  de- 
creased progressively  for  four  weeks,  during  which 
time  massive  ascites  persisted  in  spite  of  intensive 
medical  therapy.  At  celiotomy,  a site  of  rupture  of 
the  involuting  pseudocyst  was  documented,  and 
only  minimal  ascites  recurred  after  drainage  of  the 
pseudocyst  into  the  stomach. 

Case  report 

A fifty-year-old  Negro  woman  was  admitted 
complaining  of  progressive  abdominal  distention 
for  two  weeks.  Five  months  before,  she  had  been 
kicked  in  the  “stomach.”  One  month  after  the 
trauma  she  presented  herself  in  the  emergency 
room  complaining  of  abdominal  pain.  Roentgen- 
ograms showed  signs  of  ascites  and  a soft-tissue 
mass  displacing  the  stomach;  serum  amylase  was 
900  Somogyi  units  (normal,  60  to  160  units).  The 
patient  signed  out  of  the  emergency  room  without 
treatment  and  was  not  seen  again  until  the  pres- 
ent admission.  She  had  lost  35  pounds  during  the 
four  months  before  admission.  She  continued  her 
usual  habit  of  drinking  6 bottles  of  beer  and  also, 
when  possible,  a fifth  of  gin  daily.  Two  weeks  be- 
fore admission,  rather  suddenly,  her  abdomen  had 
enlarged,  and  she  had  noted  midabdominal  dull 


pain.  A week  prior  to  admission,  her  abdomen 
became  very  tense,  and  she  had  to  sleep  sitting 
up. 

Physical  examination  showed  that  the  patient 
was  a cachectic  Negro  woman  with  a massive, 
taut  abdomen.  Vital  signs  were  normal.  There 
was  2 plus  pitting  edema  in  the  ankles.  There 
was  no  evidence  of  pericardial  effusion. 

She  was  admitted  to  the  medical  service  with  a 
provisional  diagnosis  of  cirrhosis  with  ascites. 
Abdominal  paracentesis  was  performed.  The 
clear  yellow  fluid  obtained  had  a total  protein  of 
3.5  Gm.  per  100  ml.  and  an  amylase  of  18,000 
Somogyi  units;  cytology  and  culture  were  nega- 
tive, as  were  smears  and  guinea  pig  inoculation  for 
acid-fast  organisms.  Sudan  stains  for  fat  gave 
negative  results.  A gastrointestinal  series  showed 
the  stomach  displaced  anteriorly  and  laterally  by 
a mass,  presumably  a pancreatic  pseudocyst.  An 
oral  cholecystogram  showed  negative  findings. 
Bilateral  pleural  effusions  were  present.  Al- 
though the  serum  albumin  was  low,  2.4  Gm.  per 
100  ml.,  all  of  the  liver  function  study  results  were 
normal  except  for  minimal  elevation  of  the  sulfo- 
bromophthalein  retention  (8  per  cent).  Serum 
amylase  was  600  Somogyi  units  on  admission  and 
varied  between  300  and  600  throughout  the  entire 
hospital  course.  Calcium,  blood  urea  nitrogen, 
fasting  blood  sugar,  and  cholesterol  were  normal, 
but  serum  triglycerides  were  modestly  elevated. 
Stools  were  normal  appearing,  contained  7.1  Gm. 
total  fat  in  twenty-four  hours  and,  after  I131  tri- 
olein, contained  less  than  1 per  cent  of  the  adminis- 
tered dose  in  seventy-two  hours. 

Initial  treatment  consisted  of  diuretics,  albumin 
infusions,  and  repeated  abdominal  paracenteses. 
She  lost  10  Kg.  in  four  weeks,  and  her  serum  al- 
bumin rose  from  2.4  to  3.6  Gm.  per  100  ml.,  but 
rather  massive  ascites  persisted.  A gastrointesti- 
nal series,  repeated  prior  to  surgery,  no  longer 
showed  the  extrinsic  mass  displacing  the  stomach. 
At  exploratory  celiotomy  twenty-nine  days  after 
admission,  6,000  ml.  of  clear  yellow  fluid  were 
drained.  There  was  only  minimal  fat  necrosis  in 
the  mesentery.  The  liver  appeared  normal,  there 
were  no  signs  of  portal  hypertension,  and  a veno- 
gram showed  normal  superior  mesenteric  and  por- 
tal veins.  The  lesser  peritoneal  sac  was  oblit- 
erated, and  the  greater  omentum  was  found 
loosely  adherent  to  a 2-cm.  opening  in  the  gastro- 
hepatic  ligament.  The  opening  was  enlarged  re- 
vealing an  11  by  8-cm.  cavity.  Its  location  and 
size  were  consistent  with  a pancreatic  pseudocyst 
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FIGURE  I Findings  at  operation  for  pancreatic  as- 
cites; omentum  loosely  adherent  to  site  of  rupture  of 
pancreatic  pseudocyst.  Insert  shows  operative  treat- 
ment. 


in  the  process  of  involution  by  drainage  into  the 
peritoneal  cavity  (Fig.  1).  The  cyst  was  adherent 
to  the  posterior  wall  of  the  stomach.  Therefore,  a 
simple  cystogastrostomy  was  made  with  a small 
Pezzer  catheter  brought  through  the  anastomosis. 
The  omentum  was  used  to  close  the  perforation 
into  the  peritoneal  cavity  (Fig.  1). 

After  operation,  ascitic  fluid  reaccumulated 
starting  on  the  second  day  and  persisting  for  six 
weeks.  To  confirm  that  the  pseudocyst  was  no 
longer  leaking,  on  the  fifth  day  after  operation,  we 
injected  contrast  material  through  the  Pezzer 
catheter;  this  resulted  in  free  reflux  of  contrast 
material  into  the  stomach  with  no  leakage  into 
the  peritoneal  cavity.  The  tube  was  later  re- 
moved. The  patient  was  again  treated  with 
abdominal  paracentesis,  diuretics,  and  albumin 
infusions.  The  ascites  never  became  massive,  and 
she  was  discharged  on  the  twenty-ninth  day  after 
operation.  By  three  weeks  after  discharge,  her 
abdomen  became  free  of  ascites.  At  that  time,  a 
firm  mass  about  12  cm.  in  greatest  diameter  was 
detected  in  the  left  upper  quadrant.  Although 
she  complained  of  occasional  episodes  of  pain  in 
the  region  of  this  mass  over  the  next  fourteen 
months,  and  her  serum  amylase  levels  remained 
slightly  elevated,  165  to  225  Somogyi  units,  she 
gained  weight  and  felt  well. 

Comment 

This  case  of  pancreatic  ascites  demonstrates  a 
number  of  characteristics  of  the  disease,  such  as 
marked  weight  loss,  rapid  accumulation  of  ascites, 
high  protein  and  amylase  in  ascitic  fluid,  hypo- 
proteinemia,  and  absence  of  cirrhosis,  but  a histo- 
ry of  alcoholism.  Pancreatic  ascites  is  considered 


rare,  yet  Rosenberg,  Kahn,  and  Walt4  found  7 
cases  in  a review  of  46  patients  with  pseudocysts 
of  the  pancreas.  If  protein  and  amylase  content 
in  ascitic  fluid  were  measured  in  all  alcoholics  suf- 
fering from  ascites,  perhaps  more  cases  would  be 
discovered.1  Although  our  patient  had  abdominal 
pain,  many  patients  have  been  asymptomatic  al- 
coholics, emphasizing  the  importance  of  paracen- 
tesis. 

Leakage  of  a pancreatic  pseudocyst  has  been 
postulated  as  the  etiology  of  ascites  of  pancreatic 
origin.5  Indeed  a pseudocyst  has  been  found  in 
most  cases,1  but  in  only  a few  cases  has  the  site  of 
leakage  been  detected. 2:4,6  Our  patient,  with  an 
obvious  site  of  rupture  of  the  pseudocyst  into  the 
peritoneal  cavity,  similar  to  that  reported  by  Kiri- 
anoff,  Strauch,  and  Rogers,6  supports  the  leaking 
pseudocyst  theory.  She  had  evidence  of  a large 
pseudocyst  both  four  months  before  and  two 
weeks  after  the  onset  of  massive  ascites.  During 
the  four  weeks  of  intensive  treatment,  the  pseudo- 
cyst became  much  smaller,  and  an  obvious  site  of 
decompression  into  the  peritoneal  cavity  was  seen 
at  celiotomy.  Perhaps  the  pseudocyst  would  have 
gone  on  to  complete  involution  without  drainage. 
The  operation,  however,  did  appear  to  affect  the 
massive  ascites  and  cachexia  favorably.  We  can- 
not explain  why  some  ascitic  fluid  reformed  after 
the  perforation  was  closed  and  the  pseudocyst 
drained  into  the  stomach;  perhaps  a second  pseu- 
docyst in  the  tail  of  the  pancreas,  which  did  not 
become  evident  until  after  the  patient  was  dis- 
charged, was  responsible.  The  recurrent  ascites 
was  minimal,  had  a low  amylase,  and  persisted 
only  six  weeks. 

Other  mechanisms  by  which  pancreatitis,  with 
or  without  pseudocyst,  might  cause  ascites  rich  in 
amylase  have  been  proposed,  including  obstruc- 
tion of  the  pancreatic  duct,1  altered  dynamics  of 
lymphatic  clearance  of  peritoneal  fluid,3  chemical 
peritonitis,1  and  portal  vein  obstruction.1  Jensen 
and  Babior7  argue  from  their  case  that  ascites 
from  pancreatitis,  even  with  a pseudocyst  present, 
is  a self-limiting  process.  Dreiling3  obtained  a 
dramatic  response  in  2 patients  with  progressive 
intractable  pancreatic  ascites  by  draining  lymph 
from  the  thoracic  duct.  One  patient  had  been  ex- 
plored, and  subacute  pancreatitis  without  a pseu- 
docyst was  found.  In  each  case,  abundant  (5,000 
ml.)  amylase-rich  lymph  drained  during  the  first 
twenty-four  hours,  followed  by  a gradual  decrease 
as  the  ascites  abated.  Cameron,  Anderson,  and 
Zuidema1  recommended  surgical  exploration  and 
drainage  of  either  a pseudocyst  or  the  pancreatic 
duct  if  obstructed.  The  intractable  ascites  in  our 
patient,  in  whom  a pseudocyst  was  found 
communicating  with  the  peritoneal  cavity,  seemed 
to  respond  to  surgical  drainage. 

Summary 

A fifty-year-old  alcoholic  woman  developed 
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massive  ascites  and  cachexia.  The  ascitic  fluid 
was  rich  in  protein  and  amylase,  and  the  presence 
of  a mass  displacing  the  stomach  led  to  the  diag- 
nosis of  a leaking  pseudocyst  of  the  pancreas.  Re- 
moval of  ascites,  albumin  infusions,  and  diuretics 
improved  the  hypoproteinemia  but  not  the  mas- 
sive ascites.  At  celiotomy,  a freely  perforated 
pseudocyst  was  found  and  drained  into  the  stom- 
ach. Only  transient  ascites  recurred.  Without 
the  analysis  of  ascitic  fluid  for  protein  and  amy- 
lase, we  could  easily  have  mistaken  this  case  of 
pancreatic  ascites  for  cirrhosis  with  ascites. 

Addendum 

Since  this  report  was  submitted  in  August,  1971, 
2 other  cases  of  pancreatic  ascites  have  come  to  our 
attention  in  Syracuse.  Neither  patient  had  a 
pseudocyst;  one  died  without  surgery,  and  one  re- 
covered after  simple  exploration.  The  first  man,  a 
moderate  drinker,  fell  on  his  abdomen.  One 
month  later,  he  developed  abdominal  pain  and 
minimal  ascites  but  recovered  quickly.  Several 
months  later,  he  entered  the  hospital  with  massive 
ascites  of  only  a few  days  duration.  The  abdomi- 
nal fluid  was  clear,  contained  no  bacteria,  cells,  or 
fat,  and  was  high  in  amylase  and  protein.  All  liver 
function  studies,  including  sulfobromophthalein 
retention,  were  normal,  as  were  radiographic 
studies  including  visceral  angiography.  While  in 
the  hospital,  severe  weight  loss  with  muscle  wast- 
ing occurred,  and  his  serum  albumen  dropped  from 
3.5  mg.  per  .100  ml.  to  2.4  mg.  per  100  ml.  Total 
parenteral  nutrition  was  finally  used  to  supple- 
ment his  poor  oral  intake.  After  the  third  ab- 
dominal paracentesis  he  became  markedly  febrile 
and  suddenly  died  in  cardiovascular  collapse. 
Necropsy  showed  generalized  peritonitis  without 
apparent  cause.  The  pancreas  was  thickened  ex- 
cept for  the  tail,  where  the  duct  communicated 
with  the  free  peritoneal  cavity.  Near  the  ampulla 
of  Vater,  the  pancreatic  duct  was  stenosed  by  sur- 
rounding fibrous  tissue. 

The  site  of  rupture  at  the  tip  of  the  tail  in  our 
case  was  identical  to  that  reported  by  Barakat, 
Goyal,  and  Hersh.8  Their  patient  was  cured  by 
connecting  the  pancreatic  duct  to  the  jejunum. 

The  second  patient  illustrates  that  duct  dis- 
ruption need  not  be  present  for  massive  pancreatic 
ascites  to  occur.  A fifty-one-year-old  chronic 
alcoholic  entered  the  hospital  because  of  increasing 
abdominal  girth  and  mild  epigastric  pain  of  one 
week’s  duration.  His  temperature  was  38°C.  and 
his  white  blood  count  was  28,000,  but  he  did  not 
appear  acutely  ill  from  pancreatitis.  Blood 


amylase  was  3,500  Somogyi  units,  and  ascitic-fluid 
amylase  was  21,000.  Treatment  for  pancreatitis 
was  carried  out,  including  infusion  of  large 
amounts  of  colloid;  serum  albumen  dropped  to  a 
low  of  2.2  mg.  per  100  ml.  The  fever  disappeared, 
serum  and  ascitic-fluid  amylases  returned  to  nor- 
mal, but,  though  less  massive,  the  ascitic  fluid 
continued  to  reaccumulate.  There  were  no  radio- 
graphic  signs  of  pancreatic  pseudocyst,  and  liver- 
function  studies  were  normal.  One  month  after 
admission,  exploratory  celiotomy  was  done.  The 
pancreas  was  thickened  and  slightly  edematous, 
and  fat  necrosis  was  seen  in  some  surrounding 
tissues.  There  was  no  inflammatory  reaction  sur- 
rounding the  pancreas  to  suggest  that  the  pancre- 
atic duct  was  leaking  at  any  point,  and  there  was  no 
pseudocyst.  A pancreatogram  was  not  deemed 
necessary.  After  the  operation,  his  ascitic  fluid 
reaccumulated  briefly  only  to  disappear  by  the 
tenth  day,  and  it  has  not  recurred  in  nine  months. 

This  case  illustrates  that  massive  pancreatic 
ascites  may  accompany  subacute-persistent  pan- 
creatic inflammation  for  over  a month  without  a 
visible  leak  from  a pseudocyst  or  the  duct.  Per- 
haps those  patients  who  have  no  signs  of  a pseudo- 
cyst should  be  treated  for  up  to  six  weeks  before 
undertaking  surgical  exploration.  However,  since 
the  majority  of  patients  with  pancreatic  ascites 
will  have  a surgically  correctable  lesion,  we  feel 
exploration  is  indicated  if  the  ascites  does  not  clear 
in  two  weeks. 

750  E.  Adams  Street 
Syracuse,  New  York  13210 
(DR.  HALL) 
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Emergency 

Thyroidectomy 

GEORGE  R.  BODON.  M.D.,  F.A.C.S. 

Rochester,  New  York 

Consultant  in  Surgery,  Rochester  General  Hospital 


The  indications  for  surgery  in  enlargements  of 
the  thyroid  gland  are  highly  controversial.  This 
is  especially  true  in  treatment  of  the  so-called 
nodular  or  adenomatous  goiters  of  medium  size. 
There  is  a greater  agreement  for  the  surgical 
management  of  the  large  nodular  goiters,  not  only 
to  correct  the  cosmetic  effects,  but  also  to  elimi- 
nate the  development  of  tracheomalacia,  which 
can  cause  marked  and  chronic  respiratory  distress 
to  the  patient.  If  there  is  an  additional  sudden 
increase  in  size,  acute  suffocation  may  result,  end- 
ing in  sudden  death  of  the  patient  unless  prompt 
help  is  available.  The  most  common  cause  for 
this  sudden  increase  in  size  is  hemorrhage  either 
in  the  cystic  part  of  the  goiter  or  diffuse  hemor- 
rhage in  the  substance  of  a nodular  goiter.  It  is 
interesting  to  note  that  hemorrhage  apparently 
does  not  occur  in  a normal  thyroid  gland,  but  only 
in  one  where  the  normal  structures  are  replaced 
by  cystic  or  other  abnormalities,  weakening  the 
walls  of  the  blood  vessels.  The  most  common 
cause  for  this  sudden  hemorrhage  is  an  upper  re- 
spiratory infection  accompanied  by  severe  cough- 
ing, increasing  the  venous  pressure  to  such  a de- 
gree that  vascular  ruptures  follow,  leading  to  the 
hemorrhage.  The  thickened  capsule  of  the  thy- 
roid gland  and  the  fascial  structures  of  the  neck 
will  prevent  further  expansion,  the  suddenly  en- 
larged gland  will  compress  the  weakened  trachea, 
and  acute  suffocation  will  result.  This  situation 
is  even  more  aggravated  if  the  bleeding  occurs  in 
the  substernal  goiter,  where  the  engorgement  is 
furthered  by  compression  of  the  innominate  veins 
or  the  superior  vena  cava. 

Case  reports 

The  following  2 cases  illustrate  the  problems  in- 
volved in  the  management  of  acute  suffocation 
caused  by  sudden  enlargements  of  goiters.  The 
first  case  occurred  in  an  intrathoracic  goiter.1 
The  second  took  place  in  a large  cervical  goiter. 


FIGURE  1.  (A)  Anteroposterior  chest  film  showing 

large  mediastinal  goiter  with  intrathoracic  tracheal  ob- 
struction. (B)  Large  mediastinal  goiter  with  open  hem- 
orrhagic cyst  at  its  lower  portion.  (Reprinted  with  the 
permission  of  the  American  Journal  of  Surgery. 


Case  1.  A fifty-five-year-old  white  male  was 
admitted  to  the  Rochester  General  Hospital  on 
December  11,  1955,  in  severe  respiratory  distress 
leading  to  acute  suffocation.  The  patient  had  a 
cold  and  following  a coughing  episode  suddenly 
suffocated.  On  admission  the  patient  was  cya- 
notic and  struggling  for  breath.  The  neck  veins 
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were  dilated  leading  to  the  possibility  of  the  pres- 
ence of  a substernal  goiter.  The  patient  was  intu- 
bated. A chest  x-ray  film  showed  a large  subster- 
nal goiter  with  intrathoracic  tracheal  obstruction 
(Fig.  1A).  The  patient  was  taken  to  the  operating 
room,  and  a large  intrathoracic  goiter  was  re- 
moved. The  goiter  weighed  420  Gm.  and  con- 
tained a large  cyst  filled  with  150  cc.  of  partly 
clotted  fresh  blood  (Fig.  IB).  Microscopically, 
the  tumor  was  a nodular  goiter  with  multiple 
areas  of  cystic  degeneration.  The  patient  made 
an  uneventful  recovery. 

Case  2.  A seventy-eight-year-old  white  female 
was  admitted  to  the  Rochester  General  Hospital 
on  January  10,  1971,  with  acute  suffocation.  The 
patient  was  cyanotic  and  gasping  for  air.  Her 
daughter  stated  that  the  patient  had  had  a severe 
cold  for  a few  days,  and  a severe  cough  was  sud- 
denly followed  by  difficulty  in  breathing,  cyanosis, 
and  suffocation.  A very  large,  firm  goiter  was 
present  in  the  neck,  obliterating  the  anterior  con- 
tours of  the  neck.  Immediate  endotracheal  intu- 
bation relieved  the  severe  distress. 

The  next  morning  an  attempt  was  made  to  re- 
move the  endotracheal  tube;  however,  the  patient 
promptly  suffocated  again,  necessitating  immedi- 
ate reintubation.  The  patient  was  taken  to  the 
operating  room.  A large  goiter  weighing  500  Gm., 
replacing  the  left  lobe  of  the  thyroid,  was  re- 
moved. The  trachea  was  displaced  to  the  right, 
was  compressed,  and  showed  a “saber-sheath”  de- 
formity. On  closer  examination  tracheomalacia 
was  unmistakable,  and,  therefore,  a tracheostomy 
was  performed.  The  cut  surface  of  the  tumor 
showed  multiple  cystic  areas  with  recent  hemor- 
rhages (Fig.  2A).  Microscopically,  the  tumor  was 
a moderately  well-differentiated  follicular  carcino- 
ma (Fig.  2B). 

Comment 

In  these  2 cases  an  emergency  thyroidectomy 
was  the  only  possibility  to  save  the  patient’s  life. 
Tracheostomy  obviously  would  not  have  accom- 
plished anything  with  the  site  of  obstruction  in 
the  thorax.  In  the  second  case  a tracheostomy 
could  have  been  done  only  through  an  enlarged 
and  blood-filled  tumor  with  a deformed  and  dis- 
placed trachea.  If  this  procedure  had  been  at- 
tempted, the  patient  would  have  exsanguinated 
before  the  tracheostomy  could  have  been  estab- 
lished. 

Emergency  thyroidectomy  must  be  a rare  occur- 
rence. There  are  no  statistical  data  available, 
only  occasional  case  reports.  Liulka2  published  2 
cases  of  retrosternal  goiter  necessitating  emergen- 
cy surgery.  Peycelon  and  Jegou3  performed  emer- 
gency thyroidectomy  in  a case  of  a ruptured  and 
bleeding  thyroid  cyst,  causing  a large  hematoma 
of  the  neck. 

Acute  enlargement  of  the  thyroid  is  most  com- 
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FIGURE  2.  (A)  Cut  section  of  cervical  goiter  with  mul- 

tiple hemorrhages.  (B)  Follicular  carcinoma  with  hem- 
orrhages. 


monly  caused  by  hemorrhage  into  a preexisting 
and  large  cystic  goiter.  The  emphasis  here  is  not 
only  on  acute  hemorrhage  but  also  on  a large 
preexisting  goiter.  This  goiter  can  take  up  most 
of  the  available  space,  and  an  acute  additional  en- 
largement then  can  lead  to  a catastrophic  situa- 
tion, causing  death  in  many  instances  before  help 
can  be  obtained.  The  trachea  under  normal  con- 
ditions is  quite  a rigid  organ  which  can  tolerate 
some  pressure  without  encroachment  on  its 
lumen.  In  long-standing  large  goiters  an  addi- 
tional danger  is  tracheomalacia.  Vogel4  found 
this  to  be  present  in  37.5  per  cent  of  1,200  goiter 
operations.  It  is  easily  understandable  that  in 
such  instances  an  additional  space-occupying 
event,  like  a hemorrhage,  can  lead  to  sudden  and 
complete  obstruction  of  the  soft  trachea.  While 
the  goiter  is  in  place,  attachments  between  tra- 
chea and  the  goiter  may  prevent  complete  col- 
lapse of  the  trachea.  Following  removal  of  the 
tumor  the  trachea  may  collapse  completely  unless 
tracheostomy  follows  thyroidectomy. 

Many  patients  with  large  goiters  that  gradually 
increase  in  size  develop  slowly  increasing  respira- 
tory difficulties  that  are  not  even  realized,  and, 
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therefore,  the  patient  may  not  be  aware  of  the  se- 
riousness of  the  situation.  The  catastrophic  sit- 
uations arising  from  the  combination  of  these  oc- 
currences could  be  easily  averted  if  goiters  causing 
respiratory  difficulties  were  removed  before  this 
grave  emergency  takes  place. 

The  solution  is  simple  if  immediate  intubation 
is  possible,  followed  by  an  emergency  thyroidecto- 
my. Unfortunately,  because  of  the  suddenness  of 
this  event  many  patients  expire  before  skilled  help 
is  available. 

Summary 

Two  cases  of  preexisting  large  goiters  in  which 
bleeding  into  the  goiter  caused  sudden  suffocation 


are  presented.  Tracheal  intubation,  followed  by 
emergency  thyroidectomy,  proved  to  be  life  sav- 
ing. 

277  Alexander  Street 
Rochester,  New  York  14607 
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Successful  treatment  of  rhinocerebral  mucormy- 
cosis is  limited  because  of  the  usual  delay  in  mak- 
ing a diagnosis.  The  disease  usually  is  present  as 
a complication  of  other  diseases,  particularly  un- 
controlled diabetes  with  acidosis,  leukemia,  ma- 
lignant lyphoma,  extensive  burns,  and  other  se- 
vere chronic  illnesses.  The  diagnosis  is  usually 
made  at  autopsy,  and  few  survivors  have  been  re- 
ported in  the  literature.1 

The  present  study  deals  with  successful  treat- 
ment of  a patient  with  previously  undiagnosed  di- 
abetes and  with  frontal  sinusitis  and  osteomyelitis 
of  the  frontal  bone  secondary  to  mucormycosis. 
The  treatment  was  based  on  control  of  the  diabe- 
tes mellitus,  wide  surgical  excision  of  the  involved 
frontal  bone,  and  intravenous  administration  of 
amphotericin  B. 

Case  report 

A fifty-year-old  white  farm  laborer  was  admit- 
ted to  the  Upstate  Medical  Center  on  August  7, 
1968,  with  a two-week  history  of  left  periorbital 
edema  associated  with  frontal  pain  and  tender- 
ness. He  had  been  treated  as  an  outpatient  by 
his  family  physician  with  penicillin  and  dexa- 
methasone  sodium  phosphate  (Neo-Decadron) 
ophthalmic  drops,  but  because  of  the  progression 
of  the  symptoms  he  was  admitted  to  the  otolaryn- 
gology service. 

*This  case  was  presented  in  Heitzman,  E.  R.,  and  Ferguson, 
J.  H.,  Eds.:  Pain  and  swelling  about  eye  (Correlation  confer- 
ences in  radiology  and  pathology),  New  York  State  J.  Med. 
69:  1059  (1969).  The  meticulous  follow-up  presented  here 
completes  the  story  of  a most  unusual  case. 


Past  history  revealed  that  he  had  had  a mild 
left  frontal  pain  three  years  previously,  which  was 
attributed  to  sinusitis  and  resolved  with  deconges- 
tant therapy.  He  denied  any  past  history  of  nasal 
stuffiness,  rhinorrhea,  or  frequent  upper-respirato- 
ry infections.  There  was  no  family  history  of  dia- 
betes mellitus,  but  for  two  weeks  prior  to  hospital- 
ization he  had  noted  polydypsia  and  polyuria. 
There  was  no  recent  weight  loss.  His  only  previ- 
ous hospitalization  was  as  a young  adult  for  treat- 
ment of  a fractured  leg. 

Physical  examination  on  admission  revealed  a 
thin  white  male  in  no  acute  distress.  He  was  afe- 
brile, and  the  vital  signs  were  normal.  The  left 
upper  eyelid  was  swollen  shut  from  diffuse  edema. 
There  was  no  diplopia,  and  the  visual  fields  were 
intact  by  confrontation.  The  right  fundus  was 
normal;  the  left  could  not  be  adequately  visual- 
ized because  of  the  lid  edema.  There  was  no 
intranasal  discharge  present,  and  no  pus  could  be 
visualized  after  shrinking  the  nasal  mucosa  with 
topical  vasoconstrictors. 

Laboratory  studies  on  admission  included  white 
blood  count  24,200  with  86  per  cent  neutrophils 
and  a shift  to  the  left;  hematocrit,  42;  blood  glu- 
cose, 252  mg.  per  100  ml.;  and  blood  urea  nitro- 
gen, 37  mg.  per  100  ml.  Urinalysis  revealed  4 
plus  glucose  and  2 plus  acetone.  Chest  x-ray  film 
findings  were  normal.  Sinus  x-ray  films  revealed 
diffuse  clouding  of  the  left  frontal  and  left  maxil- 
lary sinuses  (Fig.  1A). 

Hospital  course.  Following  admission,  the  pa- 
tient was  treated  with  cephalothin  (Keflin)  1 Gm. 
intramuscularly  every  twelve  hours,  phenyleph- 
rine (Neo-Synephrine)  nose  drops,  warm  com- 
presses to  the  left  periorbital  area,  and  fractional 
urine  coverage  with  insulin.  After  forty-eight 
hours  on  this  regimen,  he  showed  no  improve- 
ment, and  he,  therefore,  underwent  a left  frontal 
trephine  operation  using  general  endotracheal  an- 
esthesia. A left  frontal  pyocele  was  found  and 
evacuated,  and  a polyethylene  tube  was  inserted 
for  external  drainage.  Cultures  of  the  frontal 
sinus  pus  revealed  no  bacterial  growth. 

Over  the  next  two  weeks,  pus  continued  to 
drain  from  the  polyethylene  tube.  Repeat  roent- 
genograms of  the  sinus  revealed  osteomyelitis  of 
the  left  frontal  bones  with  persistent  left  frontal 
sinusitis  (Fig.  IB).  On  the  fifteenth  hospital  day, 
in  conjunction  with  neurosurgery,  the  patient  un- 
derwent a left  frontal  craniectomy  with  removal  of 
the  left  supraorbital  rim  and  part  of  the  orbital 
roof  and  lateral  wall.  The  left  frontal  sinus  was 
exenterated  and  obliterated  with  muscle. 

The  bacterial  culture  yielded  no  growth;  how- 
ever, the  pathologic  examination  of  the  craniec- 
tomy specimen  revealed  nonseptate  branching 
mycelial  mycotic  forms  consistent  with  mucormy- 
cosis (Fig.  2).  Resulting  from  an  infectious-dis- 
ease consultation  the  patient  was  started  on 
amphotericin  B therapy. 
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FIGURE  1 (A)  Admission  sinus  x-ray  film  on  August  7,  1968,  reveal  left  frontal  sinusitis  which  progressed  over 

next  twelve  days  despite  trephine  operation.  (B  and  C)  Radiographs  on  August  19,  1968,  reveal  extensive  frontal 
bone  destruction  with  sequestration  (arrows). 


FIGURE  2.  Photomicrograph  shows  areas  of  necrotic 
bone  with  large  phycomycosis  visible  (hematoxylins  and 
eosin  stain). 


Figure  3 depicts  the  patient’s  course  on  ampho- 
tericin B therapy  over  the  total  treatment  period. 
Hematocrit,  blood  urea  nitrogen,  potassium,  cre- 
atinine, and  blood  sugar  were  monitored  regularly. 
A total  dose  of  560  mg.  of  amphotericin  B were 
given  intravenously  over  a fifty-six-day  period. 
The  blood  urea  nitrogen  appeared  to  stabilize  in 
the  range  of  35  to  45  mg.  per  100  ml.  even  though 
the  total  dose  of  drug  increased.  The  patient  had 
minimal  nausea  and  anorexia  during  the  drug 
therapy. 

The  postoperative  period  was  uneventful,  and 


FIGURE  3.  Graph  depicting  renal  toxicity  of  ampho- 
tericin B Changes  in  blood  urea  nitrogen  correlated 
with  intravenous  dose  of  amphotericin  B. 


the  patient  left  the  hospital  alive  and  well. 
Throughout  hospitalization  his  diabetes  was  well 
controlled  with  insulin.  The  last  roentgenogram 
of  the  sinus  prior  to  discharge  revealed  the  large 
surgical  frontal  bone  defect  but  no  evidence  of 
continued  osteomyelitis  (Fig.  4). 

Mycology 

Several  genera  of  the  class  Phycomycetes  have 
been  implicated  as  causing  disease  in  man.  Rhi- 
zopus  and  Mucor  species  are  generally  agreed  to 
cause  the  disease  referred  to  as  mucormycosis  or, 
as  some  feel  more  appropriately  termed,  phyco- 
mycosis.2 The  Phycomycetes  are  ubiquitous  fungi 
found  in  soil,  dung,  and  vegetable  material  and 
are  normally  saprophytic.  Man  usually  has  a 
natural  resistance  to  these  organisms,  and  pro- 
gressive phycomycosis  rarely,  if  ever,  occurs  in  an 
otherwise  healthy  person.  Under  certain  circum- 
stances, however,  these  saprophytes  may  become 
invasive  and  pathogenic.  Uncontrolled  or  poorly 
controlled  diabetes  appears  to  be  a major  factor  in 
the  invasiveness  of  the  fungus.  Debilitated  pa- 
tients such  as  those  with  leukemia,  lymphoma, 
extensive  burns,  and  chronic  malnutrition  are  sus- 
ceptible, as  are  those  receiving  antibiotics,  ste- 
roids, antimetabolites,  or  radiation  therapy. 
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FIGURE  4.  Sinus  x-ray  film  prior  to  discharge.  Extensive  surgical  defect  of  frontal  bone  clearly  seen,  but  no  fur- 
ther evidence  of  necrotic  bone. 


Phycomycetes  have  been  noted  in  a number  of 
anatomic  sites  and  may  appear  clinically  in  a va- 
riety of  forms.  There  are  four  major  clinical 
forms  of  the  disease:  central  nervous  system  dis- 
ease or  rhinocerebral,  pulmonary,  gastrointestinal, 
and  disseminated.  The  rhinocerebral  form,  the 
most  common,  is  the  concern  of  this  study. 

The  organism  is  believed  to  enter  the  nose  and 
paranasal  sinuses  in  inhaled  dust  particles,  and 
although  the  Phycomycetes  seem  to  be  of  limited 
virulence  under  ordinary  circumstances,  they  may 
become  highly  invasive  in  tissues  which  have  lost 
their  natural  resistance  to  the  fungus.  In  spite  of 
their  relatively  large  size,  they  grow  profusely  in 
the  tissues.  They  exhibit  a marked  tendency  to 
infiltrate  the  walls  of  blood  vessels,  arteries  par- 
ticularly, a characteristic  that,  because  it  is  sel- 
dom revealed  by  other  groups  of  fungi,  assumes 
diagnostic  as  well  as  prognostic  significance.  This 
affinity  of  the  fungi  for  blood  vessels  is  observed  in 
experimental  mucormycosis  as  well  as  in  natural 
infections  of  man.3  The  fungus  grows  along  the 
internal  elastic  lamina  of  large  arteries  dissecting 
it  away  from  the  media.  It  also  grows  into  the 
vessel  lumen,  producing  extensive  endothelial 
damage  and  thromboses  of  major  blood  vessels. 
The  reason  for  the  much  greater  vascular  inva- 
sion in  this  disease  than  in  other  mycotic  infec- 
tions remains  obscure. 

Intense  polymorphonuclear  leukocytic  exuda- 
tion and  wide-spread  necrosis  are  the  most  con- 
spicuous histopathologic  alterations.  The  necro- 
sis may  be  either  the  result  of  the  suppuration  or 
as  a consequence  of  vascular  thrombosis.  The  re- 
sultant histopathologic  picture  is  one  of  a varying 


mixture  of  suppuration  and  infarction. 

Biopsy  of  the  involved  tissue  is  the  most  reliable 
method  of  diagnosis.  Distinctive  hyphae  are  seen 
in  infected  tissues  stained  with  hematoxylin  and 
eosin  stain.  The  hyphae  of  phycomyces  are  rela- 
tively huge  (up  to  15  microns  in  diameter)  and  are 
devoid  of  septa.  They  stain  poorly  with  periodic 
acid-Schiff  and  other  stains  that  depend  on  vici- 
nal hydroxyl  groups.4  Finding  the  organism  on  a 
culture  from  a nasal  swab  is  not  sufficient  for  di- 
agnosis, since  it  may  be  found  as  a saprophyte  in 
the  nose  and  throat  cultures  of  healthy  individu- 
als. 

In  treatment  of  osteomyelitis  of  the  frontal  bone 
secondary  to  phycomycosis  it  is  vital  to  control 
the  diabetes.  Even  before  the  use  of  amphoteri- 
cin B a few  cures  were  reported  by  controlling  the 
diabetic  acidosis  plus  other  nonspecific  therapy.5 
Surgical  excision  of  the  involved  tissue  has  al- 
ways been  considered  an  important  aspect  of  ther- 
apy and  should  be  performed  early  and  adequate- 
ly to  insure  a wide  resection  of  the  osteomyelitic 
bone. 

At  the  present  time,  amphotericin  B.  although 
a controversial  medication,  is  considered  the  anti- 
fungal agent  of  choice  in  the  treatment  of 
phycomycosis.  It  is  the  first  and  only  commer- 
cially available  antifungal  agent  with  activity 
against  virtually  all  the  systemic  mycoses.6 
Amphotericin  B is  poorly  absorbed  from  the  gas- 
trointestinal tract;  it  is  thus  usually  given  intrave- 
nously. The  total  dose  of  the  drug  and  the  dura- 
tion of  therapy  are  unsettled  questions.  It  is  rec- 
ommended that  the  initial  dose  be  a total  of  1 mg. 
daily  with  a gradual  increase  in  daily  dose.  A 
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total  dose  of  the  drug  for  treatment  of  mucormy- 
cosis has  not  been  established,  but  1 Gm.  and  one 
month  of  therapy  is  usual.  Abramson,  Wildon, 
and  Arky7  have  recommended  a minimal  cumula- 
tive dose  of  3 Gm.  of  amphotericin  B for  treatment 
of  rhinocerebral  phycomycosis.  They  further  sug- 
gested that  if  renal  toxicity  developed,  one  might 
consider  using  alternate-day  therapy  with  the 
drug. 

The  nephrotoxicity  of  amphotericin  B is  well 
known  and  manifests  itself  with  cylinduria,  in- 
creased blood  urea  nitrogen,  and  increased  serum 
creatinine.  The  renal  toxicity  may  progress  to 
anuria  and  death.8  There  appears  to  be  a signifi- 
cant correlation  between  total  dose  of  drug  ad- 
ministered and  degree  of  renal  abnormality.9’10 
The  nephrotoxic  effects  can  be  followed  by  no- 
ting changes  in  blood  urea  nitrogen  or  serum 
creatinine. 

Other  side-effects  of  amphotericin  B which  may 
be  distressing  to  the  patient  are  nausea,  vomiting, 
anorexia,  chills,  fever,  headache,  general  malaise, 
and  phlebitis  of  the  veins  in  which  the  drug  is  ad- 
ministered. Bone-marrow  toxicity  with  associ- 
ated anemia  may  also  result. 

Comment 

Prior  to  introduction  of  amphotericin  B,  the 
mortality  rate  of  rhinocerebral  mucormycosis  was 
approximately  90  per  cent.  At  present,  with 
proper  management  of  the  underlying  disease  and 
surgical  removal  of  the  diseased  tissue,  the  cure 
rate  is  said  to  be  50  per  cent.11,12 

The  case  reported  presents  many  classical  fea- 
tures of  rhinocerebral  phycomycosis.  This  invas- 
ive disease  occurred  in  a previously  undiagnosed, 
and  thus  uncontrolled,  adult  diabetic.  The  fron- 
tal sinusitis  was  not  adequately  treated  with  tre- 
phination, but  instead  suppuration  progressed 
until  extensive  osteomyelitis  of  the  frontal  bone 
developed.  Although  a large  segment  of  frontal 
bone  was  excised,  suppuration  persisted.  Ade- 
quate control  of  the  fungus  infection  was  not  com- 
pletely achieved  until  amphotericin  B was  used 
aggressively. 

The  diagnosis  of  a fungus  infection  should  have 
been  suspected  earlier  in  the  clinical  course  of  this 
invasive  sinusitis.  Failure  of  the  suppurative  pro- 
cess to  resolve  on  antibiotics  and  surgical  trephi- 
nation in  a diabetic  patient  should  have  been  a 


major  clue  to  the  diagnosis,  which  was  not  made 
until  the  hyphae  were  seen  in  the  necrotic  bone 
specimen. 

The  renal  toxicity  of  amphotericin  B was  clearly 
depicted  in  this  case  by  the  rise  in  blood  urea  ni- 
trogen, which  necessitated  intermittent  adminis- 
tration of  the  drug. 

Summary 

A successfully  treated  case  of  osteomyelitis  of 
the  frontal  bone  secondary  to  mucormycosis  is 
presented.  A short  review  of  the  mycology,  in-  ; 
eluding  the  use  of  amphotericin  B,  is  discussed. 
Extensive  surgical  excision  and  concommitant 
use  of  amphotericin  B were  both  necessary  for  the 
favorable  outcome  in  this  patient.  Phycomycosis 
should  be  definitely  considered  in  the  differential 
diagnosis  of  osteomyelitis  of  the  frontal  bone,  par- 
ticularly in  a diabetic  patient. 
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peer:  one  of  the  same  rank,  quality,  endowments 

. . . an  equal 

review:  to  view  or  see  again  ...  to  go  over  with 

critical  examination,  in  order  to  discover 
excellences  or  defects — Webster's 1 

The  single,  central,  crucial  justification  for  peer 
review  lies  in  its  promise  of  enabling  considerable 
improvement  of  the  broad  range  of  medical  care 
toward  the  ultimate  provision  of  care  of  the  high- 
est quality.  Although  peer  review  is  commonly 
seen  as  self-imposed,  and  more  recently  legisla- 
tively imposed,  constraint  toward  the  policing  of 
allowable  charges  for  service  and/or  passing  on 
regional  standards  of  acceptable  service,2  peer  re- 
view almost  invariably  comes  to  be  proposed  at 
first  as  a device  to  improve  medical  care.  It 
seems  to  me  that,  for  peer  review  to  be  enabling  of 
improvement,  there  is  implied,  even  virtually  in- 
dicated, that  it  be  an  explicit  educational  process 
and  that,  if  the  ultimate  goal  of  highest  quality  is 
to  be  met,  the  educational  process  is  required  to 
be  both  incisive  and  profound.  No  technique  of 
dominant,  regulatory  restraint,  that  is,  control, 
nor  shift  of  responsibility  from  one’s  own  perfor- 
mance to  a peer  for  an  adjudicatory  “final  review” 
can  supplant  critical  inquiry,  discovery,  new  un- 
derstanding: the  education  of  one’s  self  and,  in 

turn,  the  sine  qua  non  of  ameliorative  behavior. 

There  are  a number  of  political,  economic,  and 
other  concerns  commonly  sought  under  the  aegis 
of  medical  peer  review.  Control  of  costs,  setting 
of  regional  standards,  utilization  management,  ex- 
tending the  scope  and  availability  of  service,  pro- 
viding an  audit,  establishment  of  legal  sanctions 
regarding  practice,  encouragement  of  uniformity 
of  service,  devising  claims-processing  procedures, 
definition  of  payment  decisions,  analysis  of  pro- 
ductivity variations,  evaluation  of  efficiency,  and 
systematization  of  service  are  among  current 


prominent  considerations.  Some  are  simply  het- 
erografts that  can  happily  be  expected  to  wither. 
Others  are  inherent  fruits.  Some  relate  to  secon- 
dary— and  tertiary,  and  so  forth — spin-offs,  ad- 
vantages but  not  inherently  related.  The  related- 
ness of  some  is  even,  perhaps,  indefinable.  But 
there  is,  I think,  real  danger  that  some,  like  our 
naive  admiration  of  the  autobahn  and  of  trains 
running  on  time,  may  distract  us  from  more  over- 
riding concerns.  Certainly  our  mistaking  process 
for  function,  goal  for  rule,  clothing  for  body,  may, 
indeed  must,  mislead  us  enormously. 

Current  approaches 

A brief  examination  of  two  approaches  still  in 
current  vogue  aimed  toward  formulating  practice 
standards  may  be  illuminating  of  such  hazards. 

Perhaps  the  surest  way  to  ensure  mediocre  care 
at  high  cost  is  provided  by  the  statistical  “profile” 
approach.  High-quality  care  remains  the  gift  of 
the  few;  in  a profile  it  is  the  care  provided  by 
those  great  practitioners  which  so  frequently  lies 
unseen  beyond  the  cutoff  at  one  end  of  a distribu- 
tion curve  describing  the  quality  of  care  and  its 
below-mean  cost  as  frequently  unseen  beyond  the 
cutoff  of  the  other  end  of  the  related  distribution 
curve  describing  the  cost  of  care.  Standard  re- 
view procedures  of  this  nature  ignore  the  most  es- 
sential. What  is  left  for  all  to  see  is  certified, 
codified,  standardized  mediocrity — at  a high 
price!  Naive  statistical  play  begets  tragic  proge- 
ny.3 

While  it  might  seem  to  follow  that  the  best  of  us 
(the  textbook,  the  professor,  the  renowned,  or  the 
expert)  should  shoulder  the  task  of  review,  such, 
too,  is  quite  unworkable  and  most  unsatisfactory. 
An  impression  of  expertise  may  in  itself  be,  and 
commonly  is,  misleading:  the  textbook  is  soon 

outmoded,  the  professor  may  be  lost  in  his  citadel 
of  reverie,  the  renowned  may  have  more  fol- 
lowing than  future,  and  even  the  expert  must  ever 
learn  and  commonly  change;  by  definition  he 
would  not  be  expert  otherwise  nor  remain  so  with- 
out.1 And  experts  differ!4  Only  the  statistical 
window  presents  an  awesome  sameness.  More- 
over, even  to  emulate  a winner  is  to  predict  fail- 
ure, for  the  copy  is  always  substandard  to  the 
original.5 

Recognizing  that  the  eagerness  to  learn  and  to 
continue  to  learn  is  the  mark  of  the  expert,  does 
not  peer  review  offer  a learning  center  par  excel- 
lence? Does  not  the  test  teach  the  tester?  The 
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examination  educate  the  examiner?  Do  not  the 
wealth  of  clinical  material  available  at  review,  the 
differentially  discriminant  points  at  issue  of  diag- 
nosis and  treatment  clarified  at  review,  and  the 
breadth  of  overview  of  peer  practice  afforded  at 
review  coalesce  in  time  and  place  to  provide  a re- 
markable and  extraordinary  opportunity?  Is  not 
the  reviewer,  not  the  reviewee,  in  the  most  envia- 
ble of  circumstances  to  learn?  Should  not  this 
opportunity  be  shared  then  by  each  of  us  in  some 
kind  of  rotation,  so  that  each  of  us  may  learn? 
We  know  reviewers  do  learn — remarkably.4  And 
after  all,  to  be  reviewed  by  my  peers  means  to  be 
reviewed  by  those  like  me,  those  with  my  foibles 
of  fancy,  my  dismal  diagnostic  disgraces,  my  frus- 
trating failures  of  treatment,  my  immanent  impo- 
tence to  cure,  my  pervasive  problems  of  practice, 
and  by  those  like  me  who  want  to  see,  to  learn,  to 
know,  to  change  and  who  need  to.  Such  are  in- 
deed my  peers.  Should  this  be  an  opportunity 
lost? 


Delayed  micturation  in  newborn 

In  a recent  issue  of  the  Journal  of  Pediatrics  (80:  867 
[May]  1972),  Eddie  S.  Moore,  M.D.,  and  Maurina  B. 
Galvez,  M.D.,  explained  that  although  the  delay  of 
micturation  in  the  neonate  for  twenty-four  to  forty- 
eight  hours  may  be  a normal  variation  or  simply  a fail- 
ure of  delivery  room  personnel  to  note  micturation,  it 
may  be  the  first  sign  of  serious  kidney  disease.  Al- 
though the  incidence  of  significant  renal  abnormalities 
as  a cause  of  micturation  delay  is  low,  the  physician 
must  carefully  evaluate  the  infant  to  rule  out  the  possi- 
bility of  their  occurrence. 

During  the  initial  physical  examination,  the  prepuce 
should  be  retracted  for  inspection  of  the  urethral  me- 
atus; it  is  rarely  too  tight  for  this.  When  the  meatus 
cannot  be  seen,  the  infant  should  be  examined  for 
epispadias,  hypospadias,  or  other  meatal  openings. 
Circumcision  or  dorsal  slits  of  the  prepuce  should  not 
be  done  until  pathologic  causes  of  urinary  retention 
have  been  excluded.  A bulge  along  the  dorsum  of  the 
penis  may  be  palpated  in  urethral  diverticulum.  At 
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The  nomenclature  seems  so  clearly  to  point  the 
way  for  once:  to  view  again,  to  take  a second 

look.  And  with  a second  look  there  may  follow 
discovery,  critical  learning,  and,  quite  possibly, 
eventually  better  care  and  a comforting  adjudica- 
tion. 

1351  Mount  Hope  Avenue 
Rochester,  New  York  14620 
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birth,  the  bladder  is  located  above  the  symphysis 
pubis;  palpation  and  percussion  may  demonstrate  a 
distended  bladder,  helping  to  differentiate  obstruction 
from  absence  of  urine  formation.  In  bladder  disten-  I 
tion,  attempts  should  be  made  to  evaluate  the  size  of 
the  ureters  and  kidneys.  Usually  a distended  bladder 
rules  out  absence  of  urine  formation. 

If  it  is  reasonably  certain  that  voiding  has  not  oc-  I 
curred  in  seventy-two  hours,  and  there  is  no  bladder 
enlargement,  then  catheterization  is  indicated  to  deter-  I 
mine  whether  urine  has  been  formed.  A sterile  lubri-  ■ 
cated  number  5 or  8 French  catheter  should  be  used. 

Intravenous  urography  helps  identify  specific  lesions 
and  demonstrate  functional  renal  parenchyma  or  ana-  | 
tomic  changes  resulting  from  long-standing  obstruc- 
tion. Kidneys  usually  cannot  be  seen  on  excretory 
urography  in  bilateral  renal  vein  thrombosis,  renal 
agenesis,  bilateral  cancers,  and  cortical  necrosis.  Pye-  * 
lography  usually  gives  poor  visualization  and  delayed 
excretion  of  contrast  material  in  neonates  with  polycys-  I 
tic  kidneys.  Retrograde  urography  and  cystoscopy  are 
technically  difficult,  but  when  feasible  may  be  quite 
helpful  in  establishing  a diagnosis. 
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Alcoholism  is  the  most  common  addiction  and 
remains  a major  public  health  problem.1  Both 
acute  and  long-term  effects  of  alcoholism  have 
been  well  defined  in  the  medical  literature.  The 
high  prevalence  of  alcoholism  and  its  sequelae  in 
acute  general  hospital  admissions  have  been  well 
documented.2  4 However,  there  has  been  little  in- 
formation published  about  patients  with  chronic 
alcoholism  who  require  prolonged  hospitalization. 
This  report  presents  a study  of  the  incidence  of 
medical  problems  associated  with  chronic  addic- 
tion and  their  effect  on  the  utilization  of  long- 
term bed  facilities  in  a chronic  disease  municipal 
hospital. 

Material  and  methods 

The  hospital  records  of  all  patients  admitted  in 
1970  to  the  medical  service  of  the  Bird  S.  Coler 
Hospital,  Welfare  Island,  New  York,  New  York, 
were  reviewed.  Patients  were  admitted  by  refer- 
ral from  acute  municipal  general  hospitals  with 
established  diagnoses.  The  diagnosis  of  alcohol- 
ism was  determined  from  the  records  of  the  refer- 
ring sources  and  by  history  taken  from  patients  on 
admission.  The  alcohol-abuse  scale  of  McCusker, 
Cherubin,  and  Zimberg4  was  used  to  delineate  the 
degree  of  alcoholism  (Table  I).  The  diagnosis  and 
medical  complications  of  each  patient  were  recon- 
firmed or  established  at  Bird  S.  Coler  Hospital 


Stage 

Characteristics 

None 

Drinks  only  on  occasion  if  at  all. 

Minimal 

Drinking  is  not  conspicuous,  occasional 
intoxication  (up  to  4 per  year).  No 
social,  familial,  occupational,  health,  or 
legal  problems  related  to  drinking. 

Mild 

Intoxication  occurring  up  to  once  a 
month,  although  generally  limited  to 
evening  or  weekends  and/or  some  im- 
pairment in  social,  familial,  or  occupa- 
tional functioning  related  to  drinking. 
No  physical  or  legal  problems  related  to 
drinking. 

Moderate 

Frequent  intoxications,  up  to  one  or  two 
times  per  week  and/or  significant  im- 
pairment in  social,  familial,  or  occupa- 
tional functioning.  Some  suggestive 
evidence  of  physical  impairment  related 
to  drinking  such  as  tremors,  frequent 
accidents,  epigastric  distress,  loss  of 
appetite  at  times.  No  history  of 
delirium  tremens,  cirrhosis,  nutritional 
deficiency,  hospitalizations  related  to 
drinking,  or  arrests  related  to  drinking. 

Severe 

Almost  constant  drinking  (practically 
every  day).  History  of  delirium  tre- 
mens, liver  cirrhosis,  chronic  brain 
syndrome,  neuritis,  nutritional  defi- 
ciency, or  severe  disruption  in  social  or 
familial  relations.  Unable  to  hold  a 
steady  job  but  able  to  maintain  himself 
on  public  assistance.  One  or  more  ar- 
rests related  to  drinking  (drunk  and 
disorderly). 

Extreme 

All  the  characteristics  of  severe  impair- 
ment plus  homelessness  and/or  inability 
to  maintain  himself  on  public  assistance. 

with  appropriate  medical  work-up.  The  patients 
were  divided  into  two  groups,  based  on  the  pres- 
ence or  absence  of  chronic  alcoholism. 

Results 

A total  of  458  patients  were  admitted  to  the 
medical  service  of  Bird  S.  Coler  Hospital  during 
1970.  The  diagnosis  of  chronic  alcoholism  and  its 
medical  complications  was  established  in  196  pa- 
tients (44.1  per  cent)  with  130  male  patients  and 
66  female  patients  (Group  1).  All  group  1 pa- 
tients were  in  the  “moderate”  stage  or  above  ac- 
cording to  the  alcoholic-abuse  scale.  The  remain- 
ing 262  patients  were  admitted  with  other  chronic 
medical  problems  without  alcoholism,  140  male 
and  122  female  patients  (Group  2).  The  chronic 
medical  illnesses  in  Group  2 included:  cerebro- 

vascular disease,  atherosclerotic  heart  disease, 
chronic  renal  disease,  and  diabetes  mellitus. 
Table  II  shows  the  incidence  and  sex  distribution 
in  the  two  groups. 

Table  III  lists  the  age  incidence  of  the  two 
groups.  The  patients  in  Group  1 were  significant- 
ly younger  than  those  in  Group  2.  In  Group  1 the 
majority  of  patients  were  thirty-one  to  sixty  years 
of  age  (165  of  196  or  84.2  per  cent),  with  an  overall 
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TABLE  II.  Breakdown  of  patients  according  to  sex 


, Number  of  Patients  — 

Per 

Group 

Male 

Female  Totals 

Cent 

1 (patients  with 
chronic  alcoholism) 

2 (nonalcoholic 

130 

66 

196 

44.1 

patients) 

140 

122 

262 

55.9 

Totals 

270 

188 

458 

100 

TABLE  III. 

Correlation  of  age  and  sex  of  patients 

Age  (Years) 

Alcoholic 
Male  Female 

Non-alcoholic 
Male  Female 

15  to  30 

5 

2 

8 

5 

31  to  50 

71 

34 

21 

15 

51  to  60 

39 

21 

17 

22 

61  to  70 

11 

7 

46 

37 

>70 

4 

2 

48 

43 

Totals 

130 

66 

140 

122 

mean  age  of  48.3  years.  In  the  nonalcoholic 
group,  most  of  the  patients  were  sixty-one  to  nine- 
ty years  old  (174  of  262  or  66.4  per  cent),  with  an 
overall  mean  of  67.1  years. 

The  primary  alcoholic  complications  necessi- 
tating hospitalization  in  Group  1 patients  are 
shown  in  Table  IV.  Gastrointestinal  problems 
were  the  most  common  (147  patients,  75  per 
cent).  These  complications  included:  cirrhosis  of 
the  liver  (123)  with  secondary  gastrointestinal 
bleeding  in  7 of  these  patients,  acute  alcoholic 
hepatitis  (19),  and  chronic  pancreatitis  (5).  Neu- 
rologic complications  were  present  in  91  patients, 
including  peripheral  neuropathy  (58),  cerebellar 
degeneration  (16),  alcoholic  encephalopathy  (8), 
organic  brain  syndrome  (8),  seizure  disorders  (6), 
and  generalized  myopathy  (3).  Hematologic 
complications,  including  anemia,  were  seen  in  41 
patients.  Alcoholic  cardiomyopathy  occurred  in 
19  patients.  In  addition,  14  patients  had  a histo- 
ry of  tuberculosis,  and  6 patients  had  a history  of 
drug  addiction. 

Table  V shows  the  follow-up  to  May  1,  1971,  in 
both  groups.  In  Group  1,  69  patients  (35.2  per 
cent)  were  discharged  after  an  average  hospital 
stay  of  one  hundred  eighteen  days,  and  23  pa- 
tients (11.7  per  cent)  had  died  after  an  average 
hospitalization  of  forty-two  days.  In  contrast,  52 
Group  2 patients  (19.8  per  cent)  had  been  dis- 
charged after  an  average  hospital  stay  of  eighty- 
eight  days,  and  40  patients  (15.2  per  cent)  had 
died  after  an  average  hospitalization  of  one  hun- 
dred and  nine  days. 

Comment 

The  present  study  demonstrates  the  importance 
of  chronic  alcoholism  in  the  population  of  a chron- 
ic disease  municipal  hospital.  Chronic  alcoholism 


TABLE  IV.  Diagnosis  of  Group  I patients  (-196) 


Diagnosis 

Number 

of 

Patients 

Per 

Cent* 

Gastrointestinal 

Cirrhosis  of  the  liver 

123 

83.7 

Alcoholic  hepatitis 

19 

12.9 

Chronic  pancreatitis 

5 

3.4 

Total 

147 

75.0 

Neurologic 

Peripheral  neuropathy 

58 

63.7 

Cerebellar  degeneration 

16 

17.6 

Alcoholic  encephalopathy 

8 

8.8 

Convulsive  seizure  disorder 

6 

6.6 

Alcoholic  myopathy 

3 

3.3 

Total 

91 

46.5 

Cardiovascular  and 
Hematologic 

Alcoholic  cardiomyopathy 

19 

31.6 

Anemia 

41 

68.3 

Total 

60 

30.0 

* Total  percentage  exceeds  100,  because  a number  of  patients  had 

more  than  one  entity. 

TABLE  V.  Patients  discharged  or  expired  from  January  1, 

1970,  through  April  30,  1971 

Number 

Days  of 

of 

Hospitaliza- 

Group  Patients 

Per  Cent 

tion 

Alcoholic 

Discharged  69 

35.2 

118 

Expired  23 

11.7 

42 

Totals  92 

46.9 

99.5* 

Nonalcoholic 

Discharged  52 

19.9 

88 

Expired  40 

15.2 

109 

Totals  92 

35.1 

97.9* 

* Average 


and  its  medical  complications  led  to  44.1  per  cent 
of  hospital  admissions  during  a monitored  year 
with  an  incidence  of  48  per  cent  in  male  admis- 
sions and  33  per  cent  in  females.  Previous  studies 
of  the  prevalence  of  alcoholism  among  general 
hospital  medical  ward  patients  have  reported 
rates  of  alcoholism  varying  from  15  to  38  per  cent 
for  men  and  4 per  cent  for  women.2-3  0 However, 
a recent  study  published  incidences  closer  to  the 
present  study  with  male  alcoholism  of  60  per  cent 
and  female,  34  per  cent.4  These  remarkably  high- 
er prevalences  of  alcoholism  undoubtedly  reflect 
the  degree  that  alcoholism  is  a socioeconomic 
problem  in  the  population  of  the  community. 
The  present  shortage  of  chronic  care  facilities  is 
well  known.  Clearly,  these  facilities  are  further 
strained  by  the  problem  of  alcoholism  in  the  sur- 
rounding community. 

The  male  to  female  ratio  of  alcoholic  admissions 
in  the  present  study  was  1.9:1,  indicating  that  al- 
coholism is  not  just  a disease  primarily  of  men. 
Since  many  of  these  women  may  be  heads  of 
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households,  the  occurrence  of  female  alcoholism 
may  have  important  implications  for  community 
health  and  social  planning. 

The  alcoholic  patients  admitted  were  much 
younger  than  the  nonalcoholic  group,  had  a lower 
mortality  rate,  and  twice  the  discharge  rate. 
These  differences  suggest  that  a higher  salvage 
rate  can  be  hoped  for  in  this  category  of  chronic 
disease.  The  cost  incurred  in  treating  the  hospi- 
talized patients  can  be  estimated  conservatively 
at  $55  a day.  Taking  our  figures  of  69  alcoholic 
patients  discharged,  with  an  average  length  of 
stay  of  one  hundred  eighteen  days,  we  arrive  at  a 
yearly  expense  of  about  $450,000. 

It  has  been  previously  demonstrated  in  alcoholic 
cardiomyopathy  that  changes  may  be  reversible  in 
the  early  stages  of  the  disease.  However,  recur- 
rent exacerbations  of  the  cardiomyopathy  eventu- 
ally lead  to  an  irreversible  situation  with  progres- 
sive debility  and  eventual  death.  Although  the 
alcoholic  complications  can  be  treated  in  a hospi- 
tal environment,  only  effective  community  health 
programs  have  a long-term  beneficial  effect  on  the 


Granulomatous  peritonitis  induced  by 
cornstarch  powder 

The  relative  rarity  of  reports  of  iatrogenic  granulo- 
matous peritonitis  is  probably  due  to  nonrecognition, 
according  to  John  R.  Hornung,  M.D.,  and  Arnold  J. 
Kremen,  M.D.  ( Minnesota  Medicine  55:  427  [May] 
1972).  Two  instances  of  granulomatous  peritonitis  in- 
duced by  cornstarch  powder  which  was  used  to  lubri- 
cate surgical  gloves  were  cited.  Many  cases  of  postop- 
erative crampy  pain  and  intra-abdominal  distress  fol- 
lowing abdominal  surgery  may  be  due  to  this  process. 
Rinsing  of  the  hands  in  saline  is  not  sufficient  for  re- 
moval of  starch  powder  residues  from  surgical  gloves. 
The  authors  recommend  scrupulous  care  in  wiping 
away  all  residual  powder  from  the  gloves  with  a moist 
towel. 

A review  of  reported  cases  indicates  that  the  age 
range  of  the  patients  was  between  twenty-seven  and 


prevention  of  chronic  alcoholic  complications. 
Certainly,  the  limited  economic  resources  avail- 
able could  be  used  to  better  advantage  by  improv- 
ing alcoholism  treatment  services  in  the  commu- 
nity, thus  reaching  patients  long  before  they  re- 
quire the  complex  services  available  in  a hospital. 

Bird  S.  Coler  Hospital 
Welfare  Island 
New  York,  New  York  10017 
(DR.  WERTHEIMER) 
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seventy  years.  The  time  interval  between  the  initial 
procedure  and  onset  of  symptoms  ranged  from  fifteen 
days  or  over  five  weeks.  Pain  was  steady  or  crampy, 
and  most  often  was  associated  with  tenderness  not  nec- 
essarily localized  to  the  area  of  previous  surgery.  In 
half  of  the  cases,  there  was  low-grade  to  moderate 
fever.  Nausea,  vomiting,  and  obstruction  were  not 
found  in  all  of  the  cases.  The  gross  pathologic  condi- 
tion showed  copious  amounts  of  straw-colored  ascitic 
fluid;  miliary  granulomas,  of  1 to  3 mm.,  covering  the 
peritoneal  and  serosal  surfaces;  and  multiple  dense  ad- 
hesions. Microscopic  examination  always  revealed 
chronic  inflammation  with  granulomas  consisting  of 
giant  cells,  epithelioid  cells,  macrophages,  lympho- 
cytes, and  eosinophils.  Starch  granules  appear  red 
with  acid-Schiff  stain.  Under  polarized  light  they  are 
birefringent  and  show  Maltese  crosses.  The  prognosis 
is  usually  excellent;  most  patients  recover  immediate- 
ly, while  others  have  low-grade  fever  with  pain  for  sev- 
eral weeks.  One  patient  died  of  a subphrenic  abscess 
resulting  from  the  second  exploration. 
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This  report  describes  some  work  done  recently  in 
the  Division  of  Group  Processes  of  the  psychiatry 
department  of  New  York  Medical  College.  The 
project  was  conducted  at  Metropolitan  Hospital 
and  involved  a program  of  group  experience  for 
second-year  students  in  the  graduate  school  of 
nursing  affiliated  with  the  medical  college. 

The  use  of  small-group  methods  in  teaching 
psychiatry  to  medical  students  has  been  discussed 
in  several  articles.1-8  The  most  important  of  these 
is  the  Group  for  Advancement  of  Psychiatry  re- 
port.2 Many  of  these  studies  describe  the  appli- 
cation of  small  groups  as  a means  of  enhancing  or 
facilitating  a student’s  contact  with  psychiatric 
principles.  Work  has  been  done  at  Metropolitan 
Hospital  with  third-year  medical  students  since 
1966.  In  many  ways  this  work  has  served  as  a 
model  for  the  approach  used  with  the  nursing  stu- 
dents. We  will  discuss  some  of  the  similarities 
and  differences  encountered  in  the  two  types  of 
groups. 

Rationale 

The  rationale  behind  such  a program  covered 
several  areas.  First  it  was  hoped  that  group  expe- 
rience might  provide  a mutually  beneficial  experi- 
ence for  the  nursing  student  and  the  nursing 
school  faculty,  specifically  with  regard  to  the 
training  program,  and  to  student  problems.  In 
addition,  we  considered  it  a valuable  expansion  of 


the  group-therapy  program  and  an  opportunity  for 
clinical  research. 

There  were  some  therapeutic  aims  as  well,  in 
that  an  attempt  was  made  to  recognize  psycho- 
pathologic  problems  and,  where  possible,  to  pro- 
vide brief  therapy  or  practice  preventive  psychia- 
try. Educational  factors  were  a large  part  of  our 
plan.  We  hoped  to  provide  the  nurse  with  a 
unique  opportunity  to  increase  her  psychologic 
awareness  with  regard  to  herself  and  with  regard 
to  her  interaction  with  peers,  faculty,  patients, 
and  group  leaders.  This  was  to  be  accomplished 
by  creating  a group  setting  in  which  her  own  pro- 
cesses became  the  vehicle  for  learning  about  psy- 
chologic phenomena.  In  addition,  the  program 
had  a specific  teaching  goal;  that  is,  to  provide  a 
didactic  experience  in  which  many  general  psychi- 
atric principles  could  be  demonstrated:  psycho- 

therapy, interpersonal  reactions,  unconscious  pro- 
cesses, dream  interpretation,  and  group  dynamics. 
Finally,  it  was  hoped  that  a developmental  pur- 
pose would  be  served  if  this  experience  could  in- 
fluence behavior  in  a positive  way. 

Organization 

The  21  second-year  students  in  the  graduate 
school  of  nursing  were  divided  into  two  random 
groups,  one  of  11  and  one  of  10  members.  All 
members  were  women,  all  were  Caucasian  and 
college  graduates.  Their  ages  ranged  roughly 
from  early  twenties  to  late  forties.  Three  of  the 
members  were  or  had  been  married.  One  member 
had  been  in  psychoanalysis  and  2 had  had  limited 
group  therapy  experience  as  observers  in  other 
settings.  The  sessions  were  to  last  ten  weeks,  cor- 
responding to  their  rotation  on  the  psychiatric 
service. 

The  program  was  arranged  so  that  one  group’s 
session  followed  the  other;  the  sessions  were  an 
hour  and  a half  in  length.  In  addition  a question-  i 
naire  was  distributed  at  the  end  of  the  last  ses- 
sion, to  allow  the  members  to  evaluate  their  expe- 
riences. The  results  of  the  evaluation  will  be  dis- 
cussed. 

Generally,  it  is  desirable  for  groups  to  have  a 
heterogeneous  makeup  when  there  is  a rapid  turn-  t 
over  and  the  groups  are  of  a short-term  nature. 
Our  group  may  appear  at  first  glance  to  be  ho-  l 
mogeneous,  since  all  members  were  women  and 
nursing  students.  In  reality,  differences  such  as 
socioeconomic  and  religious  background,  geo- 
graphic distribution,  and  individual  personality  I 
development  do  in  fact  make  these  groups  more 
heterogeneous  than  might  appear. 

Techniques 

In  the  process  of  defining  the  group  standards, 
certain  technical  considerations  had  to  be  taken 
into  account.  The  traditional  approach  to  groups 
such  as  these  has  been  to  exclude  the  discussion  of 
personal  problems  during  the  session.  However. 
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to  reach  the  goals  previously  outlined,  we  felt  it 
necessary  to  depart  from  this  method  and  allow 
members  to  choose  whether  or  not  they  wished  to 
bring  up  this  kind  of  material.  During  the  initial 
sessions  of  each  group  the  leader  would  outline  the 
purpose  of  the  group,  its  limitations,  and  goals. 
At  the  same  time  the  leader  would  also  make  it 
clear  that  while  all  students  were  expected  to  at- 
tend, no  one  would  be  forced  to  participate.  Fur- 
thermore, it  was  stated  that  while  everyone  had 
the  right  not  to  pursue  areas  which  might  prove 
too  threatening,  members  were  encouraged  to 
bring  up  any  specific  problems  that  they  might 
wish  to  have  examined  by  the  group.  This  ap- 
proach would  enable  us,  we  felt,  to  handle  initial 
anxiety  and  deal  with  the  resistant  or  silent  mem- 
ber; in  this  way  no  group  pressure  or  negative 
judgment  would  be  felt  by  either  the  silent  mem- 
ber or  the  more  verbal  one. 

During  the  course  of  the  experience,  some  spe- 
cial techniques  were  employed,  including  the  use 
of  videotape  to  record  the  sessions.  The  video- 
tape provided  the  stimulus  for  feelings  related  to 
body-image  perception  and  nonverbal  communi- 
cation. This  was  catalytic  in  helping  group  mem- 
bers make  associative  connections  to  current  or 
past  experience  and  in  testing  the  accuracy  of 
their  self  perceptions.  One  member  saw  herself 
on  the  replay  and  said,  “I  guess  today’s  one  of  my 
ugly  days.”  Another  expressed  just  the  opposite 
feeling  on  hearing  her  voice;  she  was  pleasantly 
surprised  at  how  well  she  sounded.  The  video- 
tape further  served  as  a focal  point  for  discussions 
in  sessions  where  the  equipment  was  not  present. 
As  a whole,  the  group  showed  minimal  anxiety  in 
accommodating  to  the  use  of  videotape,  and,  in 
fact,  both  groups  spontaneously  requested  to  have 
the  process  repeated  after  the  first  taped  session. 

It  should  be  noted  that  videotape  was  used  in 
the  later  stages  of  the  group  program,  at  about 
the  fifth  session,  when  there  was  evidence  of  group 
cohesiveness  and  of  a supportive  relationship  with 
the  leader  and  among  the  members.  The  usual 
procedure  was  to  record  a segment  of  interaction 
and  play  it  back  within  the  same  session.  Mem- 
bers were  asked  to  share  their  reactions  to  the  in- 
stant replay. 

Another  technique  employed  was  the  analysis  of 
dreams.  The  group  leader  might  begin  a session 
by  stating  that  dreams  would  be  the  subject  of  the 
day’s  discussion.  In  response,  a few  members 
would  present  their  dreams  and  the  group  or  the 
leader  would  chose  the  one  to  be  explored.  In  one 
early  session,  for  instance,  a member  told  of  a 
dream  that  involved  pregnancy.  This  seemed  to 
intrigue  most  of  the  members,  and  it  was  pursued. 
The  student  was  asked  to  repeat  her  dream,  after 
which  the  group  members  were  encouraged  to 
share  their  associations.  Response  varied.  Some 
members  offered  interpretations  of  fragments  or 
symbols,  others  recalled  their  own  dreams,  others 


asked  for  more  information,  and  others  contrib- 
uted their  own  free  associations.  Often  these 
themes  would  be  followed  in  depth,  and  a wealth 
of  material  emerged.  In  this  instance,  the  preg- 
nancy dreams  allowed  for  examination  of  such  di- 
verse areas  as  nursing  experience  related  to  ob- 
stetrics, attitudes  toward  premarital  sex,  and  pa- 
rental attitudes  toward  pregnancy  and  marriage. 
By  using  this  method,  it  was  possible  to  demon- 
strate certain  didactic  principles  about  the  mean- 
ing of  dreams,  their  interpretation,  and  the  tech- 
nique of  association.  At  the  same  time,  a partic- 
ular member  was  able  to  gain  insight  into  person- 
al psychologic  processes,  as  shown  by  her  dream. 
A particular  advantage  of  this  technique  is  that 
the  dream  interpretations  made  by  a peer  usually 
evoke  less  anxiety  than  those  made  by  the  group 
leader. 

We  also  used  the  structured  “go-round”  in 
which  members  were  asked  to  comment  in  rota- 
tion on  a theme  brought  up  by  one  of  the  mem- 
bers. In  one  session,  for  example,  a student  re- 
ported having  had  difficulty  with  a psychotic  pa- 
tient who  refused  to  take  medication.  Her  re- 
sponse was  to  question  her  own  adequacy  as  a 
nurse  and  her  general  ability  to  deal  with  pa- 
tients. After  discussion  of  the  incident,  the  stu- 
dent was  able  to  get  some  “feedback”  from  each 
group  member.  In  the  process,  she  was  provided 
with  emotional  support  and  consensual  validation 
of  her  adequacy  as  an  individual,  and  she  was 
able  to  gauge  the  reality  of  the  situation  among 
her  peers.  At  the  end  of  the  “go-round”  the 
group  validated  the  fact  that  this  problem  should 
be  seen  as  a function  of  the  patients’  illness  rather 
than  a failing  on  the  student’s  part  as  she  had  ini- 
tially assumed. 

Role  playing  was  also  used  as  a major  tech- 
nique. A student  who  had  difficulty  with  her  in- 
structor was  asked  to  take  her  own  role  and  an- 
other member  was  asked  to  take  the  role  of  the  in- 
structor. They  were  then  asked  to  reproduce  the 
situation  which  had  caused  concern.  The  other 
group  members  observed  the  role  play  and  had  an 
opportunity  to  point  out  what  they  saw  and  felt 
about  the  interaction.  This  technique  provides  a 
nonthreatening  atmosphere  in  which  to  examine 
behavior  that  has  previously  produced  anxiety  or 
a maladaptive  response  in  another  setting. 

One  of  the  questions  that  arose  was  the  extent 
to  which  these  sessions  would  be  confidential. 
The  question,  we  feel,  is  a manifestation  of 
underlying  attitudes  involving  a patient’s  trust  of 
the  physician  and  fear  of  being  hurt  by  the  new 
experience.  In  this  case,  it  was  suggested  that 
each  student  use  her  own  judgment,  and  if  there 
was  serious  concern  about  a confidential  matter,  it 
would  be  better  not  to  introduce  the  topic  into  the 
group.  It  should  be  noted  that  this  did  not  seem 
to  be  as  big  a problem  as  was  anticipated.  Pri- 
marily, such  concern  took  the  form  of  some  initial 
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doubt  and  challenging  questions  which  were  an- 
swered and  easily  reassured  the  students.  In 
some  cases  the  problem  was  dealt  with  by  analyz- 
ing the  motives  behind  the  questions  which  re- 
vealed attitudes  such  as  those  already  mentioned. 

Phases  in  group  development 

Numerous  authors,  including  Rosenberg  and 
Fuller5,  Tuckman,6  and  Yalom  and  Moos8  have 
described  stages  in  the  development  of  groups. 
For  descriptive  purposes,  it  may  be  helpful  to 
view  our  groups  in  three  phases.  Initially,  there 
was  a stage  characterized  by  anxiety,  guarded- 
ness, and  a mixture  of  curiosity  and  confusion 
about  what  would  transpire.  These  feelings  were 
discussed  and  anxieties  were  interpreted  when  it 
seemed  appropriate  to  do  so,  but  during  this 
phase  the  leader’s  overall  approach  was  primarily 
supportive. 

As  the  group  began  to  adapt  in  these  areas, 
there  emerged  a stage  which  might  be  called  the 
period  of  beginning  trust.  At  this  time,  there 
were  the  first  signs  of  visible  group  cohesiveness 
and  interdependence.  The  result  was  a trend 
toward  the  discussion  of  more  emotionally 
charged  areas  with  the  desire  on  the  part  of  the 
members  to  pursue  things  in  greater  detail.  Ex- 
amination of  the  group  members’  interpersonal 
differences  was  a frequent  phenomenon  during 
this  stage.  The  dependent  attitude  that  was  typi- 
cal in  the  orientation  stage  was  less  prominent  at 
this  time.  Group  interaction  reached  its  peak 
late  in  this  second  stage  and  continued  through- 
out the  remaining  sessions.  At  about  the  same 
time  the  final  phase,  that  of  disengagement, 
began  to  evolve.  Anxieties  emerged  which 
seemed  to  center  around  separation  and  termina- 
tion. These  concerns  were  typified  by  questions 
such  as,  “What  happens  after  these  sessions  end?” 
and  “Can’t  we  continue  the  groups  longer?”  This 
phase  was  marked  by  positive  feelings  toward  the 
group  leader,  reflecting  the  emergence  of  feelings 
of  dependency.  The  leader  was  seen  as  omnipo- 
tent, and  to  effect  successful  disengagement,  it 
was  necessary  to  interpret  the  unrealistic  expecta- 
tions the  group  had  toward  the  leader. 

Comment 

Many  facets  of  this  program  lend  themselves  to 
further  discussion,  and  some  of  the  more  signifi- 
cant observations  will  be  highlighted. 

One  observation  concerns  the  themes  of  the  ses- 
sions. At  first  the  discussions  stemmed  from 
ideas  related  to  nursing,  such  as  attitudes  toward 
faculty  members  or  particular  courses  and  the 
feelings  of  discontent  at  being  placed  in  the  ste- 
reotyped nurse  role  in  social  situations.  In  close 
conjunction  there  followed  a discussion  of  anger, 
which  was  then  generalized  into  a discussion  of 
how  to  deal  more  appropriately  with  all  types  of 


feelings.  It  was  at  this  point  that  some  of  the 
role-playing  techniques  were  employed. 

In  almost  all  group  sessions  periodic  reference 
was  made  to  some  aspect  of  family  and  early 
childhood  experience.  This  seemed  to  arise  most 
dramatically  when  independence,  professional 
competence,  and  marriage  were  being  discussed. 
Marriage  was  a recurrent  theme  with  discussions 
covering  such  different  aspects  as  the  choice  of  a 
mate,  sexual  attitudes  before  and  after  marriage, 
and  the  childbearing  and  parental  role.  Most 
overt  anxiety  was  produced  when  sexual  matters 
were  being  discussed;  however,  the  group  mem- 
bers were  eager  to  explore  their  attitudes  about 
sex,  and  it  was  not  unusual  to  see  a sexual  theme 
carried  over  to  two  or  three  sessions.  This  hap- 
pened in  one  group  in  which  premarital  sexual  at- 
titudes were  being  explored.  Members  were  re- 
luctant to  talk  of  individual  behavior  but  tended 
to  direct  the  subject  along  intellectualized,  eu- 
phemistic, or  philosophic  lines.  When  this  was 
pointed  out  and  interpreted  as  a manifestation  of 
their  anxiety  there  seemed  to  be  some  diminution 
of  inhibition.  Later  statements  tended  to  be  of  a 
more  personal  nature  with  members  sharing  their 
own  experiences.  Superego  values  was  another 
prominent  theme.  Often  this  comes  up  in  the 
form  of  certain  religious  or  parental  points  of  view 
expressed  by  the  members.  Many  of  the  women 
were  struggling  with  possible  conflicts  between 
their  past  moral  values  and  their  current  life  sit- 
uations. Such  a struggle  was  particularly  evident 
in  those  students  who  came  from  rural  areas  or 
who  had  a strong  religious  investment. 

We  also  had  an  opportunity  to  observe  the 
problems  faced  by  nurses  in  their  dealings  with 
community  and  more  specifically  their  feelings  re- 
lated to  working  with  people  from  the  lower  socio- 
economic strata.  Some  members  became  awar^ 
of  the  conflict  between  their  own  values  and  those 
of  the  patients  they  were  treating.  Often  one 
heard  remarks  such  as,  “It  makes  me  angry  to 
have  to  be  nice  to  someone  who  just  sits  around, 
collects  his  welfare  check,  and  doesn’t  even  try  to 
work.”  Another  member  responded  with  the 
statement,  “I  can  be  just  as  effective  and  humani- 
tarian by  taking  care  of  a wealthy  person  who’s 
sick.”  Many  members  were  in  conflict  because 
they  felt  obliged  to  do  the  work  they  were  doing 
but  at  the  same  time  felt  it  difficult  to  express 
their  discontent.  Many  felt  guilty  for  having  neg- 
ative feelings  toward  poor  people,  alcoholics,  drug 
addicts,  and  certain  racial  and  ethnic  groups. 

The  net  effect  of  exploring  these  themes  was  to 
make  certain  members  aware  of  the  motivational 
basis  for  their  ambivalent  feelings.  The  students, 
for  example,  as  part  of  their  training  have  to  make 
field  trips  to  the  East  Harlem  area.  Often  these 
trips  arouse  concern  about  personal  safety.  Many 
students  felt  guilty  about  this  concern  and  used  it 
to  question  their  dedication  and  their  ability  to 
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perform  their  nursing  function.  When  it  was 
pointed  out  that  the  two  values  were  not  incom- 
patible, there  was  a loosening  of  strict  self-doubt 
and  unproductive  self-examination  and  a rein- 
forcement of  vocational  satisfaction  and  objec- 
tives. 

One  characteristic  pattern  observed  in  these 
groups  was  a consistent  trend  away  from  anxiety- 
producing  subjects.  A typical  session,  for  in- 
stance, began  with  one  member  asking  if  the 
group  could  discuss  death  and  dying  patients. 
This  led  into  a discussion  of  personal  experience 
with  death,  and  gradually  the  talk  began  to  shift 
to  feelings  about  loved  persons,  boyfriends,  and 
dating,  and  wound  up  with  feelings  about  mar- 
riage and  rearing  a family.  It  was  suggested  to 
the  group  that  they  had  deflected  the  theme  away 
from  the  initial  topic  of  death  because  it  was 
laden  with  anxiety.  The  members  were  encour- 
aged to  explore  this  in  an  effort  to  understand 
their  own  feelings  more  fully  and  to  help  them  in 
their  work  with  extremely  ill  or  dying  patients. 
In  the  process,  the  students  were  able  to  see  the 
mechanisms  they  used  to  defend  themselves 
against  this  anxiety. 

It  should  be  noted  that  there  are  differences  be- 
tween the  nursing  student  groups  and  those  com- 
posed of  the  junior  medical  students.  Both 
groups  appeared  eager  and  curious  at  the  prospect 
of  learning  group  dynamics  and  understanding 
themselves  better.  The  medical  students  seemed 
more  guarded  and  were  more  overtly  hostile  in 
some  of  their  remarks  than  the  nursing  students, 
whose  attitude  was  one  of  dependence  and  trust. 
These  differences  may  be  accounted  for  when  it 
is  considered  that  the  role  of  the  group  leader  per- 
haps stimulates  unconscious  competitive  feelings 
among  the  predominantly  male  medical  students, 
in  a manner  reminiscent  of  the  oedipal  situation. 
Conversely,  the  nurses’  attitudes  may  represent 
aim-inhibited  manifestations  of  the  same  oedipal 
feelings. 

Further  evidence  to  support  this  theory  may  be 
found  in  the  roles  taken  by  the  medical  students 
in  their  group.  There  were  always  cases  of  medi- 
cal students  attempting  to  monopolize  the  group 
or  tending  to  act  like  an  assistant  therapist  or  the 
provocateur.  This  was  rarely  in  evidence  with  the 
nurses. 

Further  observations  having  to  do  with  the 
nursing  groups  concern  matters  of  behavioral 
change  and  the  handling  of  maladaptive  behavior. 
One  member  was  silent  and  w ithdrawn  and  felt 
herself  to  be  isolated  from  the  group.  A state- 
ment she  made  in  a “go-round”  suggested  that 
she  misperceived  the  group  as  hostile  toward  her. 
To  most  people’s  surprise  she  reported  that  she 
had  wanted  to  talk  very  much  and  was  distressed 
by  her  isolation.  In  the  course  of  the  ensuing  dis- 
cussion she  was  able  to  test  her  assumptions 
about  how  her  peers  felt  toward  her.  She  found 


that  most  members  wanted  her  to  participate  and 
were,  in  fact,  more  kindly  disposed  and  supportive 
toward  her  than  she  had  ever  imagined.  In  the 
later  group  sessions,  her  behavior  was  much  more 
spontaneous.  She  was  more  verbal  and  experi- 
enced feeling  less  tense.  Reporting  on  her  subse- 
quent behavior,  members  of  the  group  said  she 
was  much  more  active  in  her  work  and  that  she 
was  now  participating  in  class  for  the  first  time. 
Her  social  relationships  with  group  members  im- 
proved as  well.  This  type  of  reality  testing  and 
exposure  to  group  judgment  was  evident  in  other 
situations  as  well. 

It  should  be  mentioned  that  one  of  the  problems 
that  had  to  be  considered  was  that  of  dealing  with 
individual  psychopathologic  conditions  if  and 
when  they  were  encountered.  It  has  been  noted 
by  others  that  the  group,  per  se,  is  not  the  ideal 
diagnostic  modality,  and  our  experience  with 
these  groups  supports  that  point  of  view.  Indi- 
vidual consultation,  therefore,  was  made  available 
outside  the  group  if  the  group  member  herself  or 
the  group  leader  felt  it  necessary.  The  goal  of 
early  detection  of  potential  emotional  problems 
was  attended  to  by  the  group  process  in  that  a 
member  might  become  aware  of  personal  difficul- 
ties as  a result  of  a group  session  and  would  thus 
be  motivated  to  seek  more  intensive  exploration 
on  an  individual  basis. 

Thus  far,  we  have  been  outlining  our  own  obser- 
vations. The  observations  of  the  students  them- 
selves should  also  be  included.  The  students  were 
asked  to  give  their  evaluation  of  the  program  by 
answering  the  following  questions. 

1.  Of  what  value,  if  any,  was  your  participation  as  a 
member  of  a training  group  with  your  fellow 
classmates? 

2.  Does  this  experience  create  undue  anxiety  in  the 
student? 

3.  Did  you  learn  anything  about  yourself  as  a result 
of  the  session;  if  so  what? 

4.  Would  you  like  to  see  the  program  expanded? 

5.  How  do  you  think  this  experience  will  help  you  in 
your  work? 

6.  Other  comments  or  criticism. 

The  response  to  all  questions  was  uniformly 
very  favorable,  and  it  was  our  feeling  that  many 
goals  outlined  earlier  were  realized.  None  of  the 
students  felt  that  the  experience  created  undue 
anxiety,  and  most  felt  that  the  groups  were  a prof- 
itable way  of  getting  to  know  classmates  better 
and  of  understanding  the  thoughts  behind  peo- 
ples’ actions.  More  than  50  per  cent  wanted  the 
program  expanded  to  cover  the  entire  year,  and 
the  opinion  was  expressed  several  times  that  the 
group  should  be  more  probing  and  more  like  a 
therapeutic  experience.  The  most  varied  response 
was  in  answer  to  the  question  regarding  the  appli- 
cability of  this  experience  to  future  work.  Some 
members  felt  it  would  be  beneficial  in  helping 
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them  to  work  with  patients;  others  felt  it  helpful 
in  understanding  professional  people;  one  person 
mentioned  the  use  of  group  dynamics  as  applied 
to  staff  meetings;  and  some  were  unsure  of  its  ap- 
plicability. 

A greater  sense  of  interpersonal  cohesiveness 
among  the  students  was  apparent  in  such  remarks 
as:  “It  made  me  much  more  aware  and  tolerant 

of  certain  people  whom  I had  formerly  scratched 
off  as  nonthinking,  nonfeeling  individuals.” 
Many  felt  they  had  gained  greater  understanding 
of  themselves:  “The  picture  I present  to  others  is 
different  from  my  own  self-concept.  Many  of  the 
feelings  I have  have  also  been  experienced  by  oth- 
ers. My  attitudes  have  liberalized  as  a result.” 
Also,  “I’m  more  aware  of  what  creates  anxiety  in 
myself  and  now  seek  to  find  out  why.” 

Conclusion 

On  the  whole,  this  first  attempt  at  such  a pro- 
gram was  successful,  and  it  has  been  the  intention 
of  this  report  to  share  some  of  the  data  and  obser- 
vations. Further  work  along  these  lines  including 
follow-up  studies  is  currently  being  conducted, 
and  it  is  hoped  that  more  light  will  be  shed  on 
some  of  the  preliminary  considerations  discussed 
here. 

Basically,  the  overall  purpose  of  the  program  re- 
mains the  same:  to  provide  an  experience  that 


Allergic  contact  dermatitis  to 
corticosteroids 

Of  1,830  patients  with  contact  dermatitis  patch  test- 
ed for  corticosteroid  sensitivity,  6,  or  0.3  per  cent,  gave 
unexpected  reactions  to  two  mixtures  of  pure  hydrocor- 
tisone and  hydrocortisone  acetate  as  well  as  these  ste- 
roids of  two  different  commercial  brands.  Milham  D. 
Alani,  M.D.,  and  Sawat  D.  Alani,  M.D.  (Ann.  Aller- 
gy 30:  181  [April]  1972),  expressed  the  feeling  that  this 
incidence  is  sufficient  for  alerting  dermatologists  and 
allergists  to  this  possibility.  Although  it  is  rare,  the 
incidence  of  this  sensitivity  is  expected  to  be  higher  in 
the  future  because  of  a tendency  toward  higher  concen- 
trations in  proprietary  preparations.  A retrieval  study 
was  used  on  patients  whose  sensitivity  to  corticoste- 
roids had  been  clinically  suspected  and  confirmed  later 
by  patch  testing.  Hydrocortisone  in  concentrations  of 
25  per  cent  in  petrolatum  is  recommended  for  patch 
testing,  since  reactions  to  10  per  cent  concentrations 
were  weaker  and  fewer  than  those  of  25  per  cent. 

The  patients,  consisting  of  1,114  males  and  721  fe- 
males tested  over  a fourteen-month  period,  were  patch 
tested  with  two  mixtures  of  hydrocortisone  and  hydro- 


has both  individual  and  collective  rewards.  By 
increasing  the  nursing  student’s  own  psychologic 
awareness,  the  group  process  can  ultimately  allow 
her  to  function  more  effectively  on  her  own.  At 
the  same  time,  since  the  method  by  which  this  oc- 
curs is  a group  experience,  it  is  hoped  that  this 
will  result  in  improved  group  functioning  on  other 
levels  whether  it  be  social,  professional,  or  famil- 
ial. 

Acknowledgment.  The  authors  wish  to  thank 

I.  Murillo  Rhode  for  her  helpful  suggestions  in  the 
preparation  of  this  report. 

References 

1.  Friedman,  L.  J.,  and  Zinberg,  N.  E.:  Application  of 

group  methods  in  college  teaching,  Int.  J.  Group  Psychother. 
14:  344(1964). 

2.  Small  Group  Teaching  in  Psychiatry  for  Medical  Stu- 
dents, Report  40,  Group  for  the  Advancement  of  Psychiatry, 
August,  1958. 

3.  Klinman,  J.  J.:  Personal  communication. 

4.  Lenny,  M.  R.:  Acting-out  behavior  of  psychiatric  nurs- 
es, Perspect.  Psychiat.  Care  4:  10  (1966). 

5.  Rosenberg,  P.,  and  Fuller,  M.:  Dynamic  analysis  of  the 
student  nurse,  Int.  J.  Group  Psychother.  10:  22  (1957). 

6.  Tuckman,  B.  W.:  Developmental  sequence  in  small 

groups,  Psychol.  Bull.  63:  384  (1965). 

7.  Votos,  S.  A.,  and  Glenn,  J.:  Group  techniques  in  over- 
coming medical  student  resistance  to  learning  psychiatry,  Int. 

J.  Group  Psychother.  6:  293  (1953). 

8.  Yalom,  I.  D.,  and  Moos,  R.:  The  use  of  small  interac- 
tional groups  in  the  teaching  of  psychiatry,  ibid.  15:  242 
(1965). 


cortisone  acetate.  Those  showing  sensitivity  were  also 
patch-tested  with  previously  used  topical  steroids,  re- 
lated steroids,  and  all  other  constituents  of  suspected 
offending  steroid  creams.  A retrieval  search  for  pa- 
tients with  allergic  contact  dermatitis  suspected  of  sen- 
sitivity to  steroid  creams  was  conducted  from  1962 
through  1969  using  patch  tests;  the  search  turned  up  23 
patients,  18  women  and  5 men  ranging  in  age  from  six 
to  eighty-seven  years,  with  different  kinds  of  eczema 
who  gave  positive  patch-test  reactions  to  steroid 
creams. 

Of  the  23  sensitive  patients,  diagnostic  distribution 
was  as  follows:  eczema  of  the  leg  with  or  without 

ulcus  cruris,  17;  allergic  eczema  of  other  sites,  3;  atopic 
dermatitis,  3;  diabetes,  3;  and  nodular  goiter,  1.  All 
patients  had  been  treated  with  topical  corticosteroids 
before  patch  testing. 

It  was  noted  that  while  some  authors  have  ascribed 
hydrocortisone  sensitivity  to  impurities,  few  have  re- 
ported sensitivity  to  pure  hydrocortisone.  Hydrocort- 
isones were  used  from  two  different  manufacturers  with 
the  assumption  that  the  process  of  synthesis  differs 
and,  therefore,  impurities  are  expected  to  differ. 
Reactions,  however,  were  almost  identical  with  both 
brands. 
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Physicians’  Art  Club 


MEYER  M.  MELICOW,  M.D. 

New  York  City 

Given  Foundation  Professor  Emeritus  in  Uropathology. 
Columbia  University  College  of  Physicians  and  Surgeons 


The  Thirty-Seventh  Annual  Exhibit  of  the  New 

York  Physicians’  Art  Club  was  held  at  the  New 
York  Academy  of  Medicine  beginning  January  24 
through  January  28,  1972.  The  opening  night, 
always  a gala  affair,  was  attended  by  many  of 
the  exhibiting  artists,  their  families,  and  friends 
(Fig.  1).  The  show  was  outstanding  in  the  ex- 
cellence of  many  of  the  art  pieces  and  in  the 
harmonious  display  of  pictures  and  sculptures. 
It  was  a cold  night,  but  spirits  were  enlivened  by 
champagne,  generously  donated  by  the  outgoing 
president,  Samuel  A.  Thompson,  M.D.,  and  by 
goodies  supplied  by  Mrs.  Meyer  Melicow. 

Once  again,  one  heard  the  oft-repeated 
question:  Why  do  so  many  physicians  paint? 

Some  members  of  other  professions  or  disciplines 
also  have  art  as  their  hobby,  yet  it  does  seem  that 
the  percentage  among  physicians  is  decidedly 
higher.  Why?  The  answer  lies  partly  in  the 
awareness  by  medical  persons  of  the  importance 
of  an  avocation  as  a balance  wheel:  a form  of 

occupational  therapy  and  a release  from  the  ten- 
sions, worries,  and  frustrations  inherent  in  daily 
involvement  with  the  sick.  It  was  Osier  who  ad- 
vised: “No  man  is  really  happy  or  safe  without  a 


hobby  and  it  makes  precious  little  difference 
what  the  outside  interest  be — botany,  beetles  or 
butterflies,  roses,  tulips  or  vases,  fishing,  moun- 
taineering or  antiquities — anything  will  do  so 
long  as  he  straddles  a hobby  and  rides  it  hard.” 
A hobby,  yes,  but  why  painting?  Physicians  do 
have  a special  reason  for  painting.  The  medical 
student  in  the  course  of  his  training  is  likely  to 
acquire  a certain  measure  of  artistic  skill  denied 
to  the  members  of  most  other  professions. 
From  his  first  year  of  study,  he  is  required  to  re- 
cord the  materials  presented  to  him  in  dissecting 
room  and  laboratory.  He  develops  deftness  in 
line  drawing,  in  the  three-dimensional  represen- 
tation of  form,  and  frequently  in  the  mixing  of 
colors.  Indeed,  he  needs  to  develop  these  tech- 
niques, for  his  mastery  of  his  subjects  to  some 
extent  depends  on  them.  It  was  Leonardo  da 
Vinci  who  stated  in  his  mirror-written  notes  that 
“the  only  way  to  really  observe  is  to  make  a 
drawing  . . . .” 

Perhaps  there  is  yet  another  explanation,  a 
metaphysical  or  mythological  one,  which  ascribes 
physicians’  interest  in  art  to  inherited  genes.  It 
was  Apollo’s  son,  Aesculapius,  who  became  the 
god  of  medicine.  Apollo  was  also  the  father  of 
all  the  arts:  music,  painting,  sculpture,  poetry, 

eloquence,  and  so  on.  The  Hippocratic  Oath 
starts  as  follows:  “I  swear  by  Apollo  the  phy- 

sician, and  Aesculapius,  and  Hygeia,  and  Pan- 
acea . . .” 


Exhibit 

Most  of  the  exhibits  shown  by  the  1972  crop  of 
Apollo’s  “descendants”  favored  the  impressionist 
school;  there  were  some  realists  and  a few  sur- 
realists and  abstractionists.  Paintings  predom- 
inated, but  this  year  water  colors  and  drawings 
came  a close  second.  The  sculptures,  as  always, 
were  the  cynosure  of  all  eyes. 

The  judges,  Mr.  Frank  Jones  and  Hannibal 
Debellis,  M.D.,  made  the  following  awards: 


FIGURE  1 Opening  night.  (A)  A friendly  discussion.  Right,  outgoing  president.  Samuel  A.  Thompson,  M.D.;  center, 
past-president  Alfred  A.  Richman,  M.D.;  and  left,  president  elect  Stephen  Nordlicht,  M D (B)  Dr.  and  Mrs.  Meyer  M. 
Melicow  near  his  painting  Femmes  d' Algiers  after  Picasso,  apres  Delacroix. 
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FIGURE  4 Seascape,  oil  by  Morton  I Berson,  M D 


FIGURE  5 Flowers,  oil  by  Claudio  Gerbi.  M D 
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FIGURE  6.  Nesting,  woodcut  by  Robert  S.  Siffert.  M.D. 


Oil  paintings 

First  prize  to  Albert  Santy,  Colored  Towels  in  Sun 
and  Sand 

Second  prize  to  Sevim  Eker,  Two  by  Two  (Fig.  2), 
and  an  honorable  mention 
Third  prize  to  Jacob  D.  Nahum,  Near  Port-Cannes 
Honorable  mention  to:  Samuel  A.  Thompson 

(Fig.  3),  Morton  I.  Berson  (Fig.  4),  Claudio  Gerbi 
(Fig.  5),  Henry  A.  Troy,  and  Hyman  Zahtz 

Water  colors 

First  prize  to  Antonella  Brughera-Jones,  Rigi 
Landscape 

Second  prize  to  Beall  J.  Rogers,  Winter  Scene 
Third  prize  to  Bernard  Seligman,  Prospect  Park 
Scene 

Colored  lithography:  Honorable  mention  to  Hel- 

muth  Nathan,  Mount  Desert  Island 

Woodcut:  Honorable  mention  to  Robert  S.  Siffert, 

Nesting  (Fig.  6). 

Drawings 

Best  in  show  to  Otto  F.  Schwartz,  Snow 
First  prize  to  Meyer  M.  Melicow,  Tel-Aviv 

Sculpture 

First  prize  to  Alfred  A.  Richman,  Golda  Meir 
Second  prize  to  Alan  R.  Bleich,  Winston  Churchill 
Third  prize  to  Martin  M.  Shir,  The  Lesson 


FIGURE  7.  Idle  Days,  drawing  by  Solomon  Fineman. 
M.D  (deceased). 


Honorable  mention  to  Bard  Cosman,  Wounded 

Colored  photography 

First  prize  to  Robert  A.  Beck,  The  Frog 
Second  prize  to  Henry  Burns,  Sunset 

Conclusion 

The  New  York  Physicians’  Art  Club  notes  with 
sorrow  the  passing  on  January  28,  1972,  of  one  of 
its  most  devoted  members  and  a former  presi- 
dent, Solomon  Fineman,  M.D.  As  sculptor- 
painter  he  exhibited  annually  with  our  club  and 
with  the  American  Physicians  Art  Association. 
He  won  many  prizes,  particularly  for  his  distinc- 
tive drawings  (Fig.  7)  and  delightful  driftwood 
creations.  Our  sympathy  is  extended  to  his 
widow,  Mrs.  Frieda  Fineman,  a faithful  com- 
panion and  ardent  friend  of  the  New  York  Phy- 
sicians’ Art  Club. 

Officers  for  the  current  year  were  chosen: 
Stephen  Nordlicht,  M.D.,  president;  Claudio 
Gerbi,  M.D.,  vice-president;  and  Alfred  A.  Rich- 
man,  secretary-treasurer. 

630  West  168th  Street 
New  York,  New  York  10032 
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History  of  Medicine 


I,  Samuel  Guthrie 
(1782-1848) 

James  A.  Fitzgerald,  M.D. 

Watertown.  New  York 

Associate  in  Obstetrics  and  Gynecology.  State 
University  of  New  York  Upstate  Medical  Center; 

Clinical  Instructor  of  Obstetrics  and  Gynecology. 

Syracuse  University  Medical  School 

I am  a left-handed,  right-handed,  white-dark- 
handed man,  in  a perplexity  of  ease,  sleep, 
and  pain 

who  apprenticed  to  a father  physician,  receives 
by  primogeniture  and  as  legatee  Rushes’  Medical 
Inquiries  and  a set  of  silver  catheters. 

And  as  the  milkweed  blows  and  children  wander, 
leaving  Brimfield,  Mass.,  this  traveler  is  in 
Smyrna  and  Shelbourne,  N.Y. 

At  twenty,  I take  at  sixteen,  barely  blooming 
Sybil: 

her  cinnamon  scent,  the  buds,  our  sweetness 
grows, 

and  love  is  rooted. 

For  ague,  fever,  and  flux,  to  those  laudable  with 
pus, 

I provide  not  enough.  Knife,  cautery,  aloes, 
camphor, 

magnesia,  opium,  cardamon,  cascarilla,  canella. 

All  of  the  apothecaries’  art 
and  no  art 
in  mine. 

Not  knowing  and  with  a will  to  know,  with  fall 
gone 

and  winter  come,  there  are  lectures  at  the  College 
of  Physicians  and  Surgeons  in  New  York. 

Cities  are  forests  but  with  no  moss  on  northern 
bark, 

Thus  trees  and  people  lose  their  way.  City 
nights 

have  brightness,  bright  city  days  a shroud. 

There  is  no  order  in  this  nature.  It  is 
confounding 

that  learning  should  abound  where  uneven  men, 
right-  and 

left-sided  cyclops,  see  day-night,  night-day. 

But  Sybil  is  summer, 
and  Shelbourne 
has  seasons. 


And  home  again,  owning  all  the  sun,  embracing 
unreflected 

rain,  from  my  window  I watch  that  celestial 
contest  of  dark 
and  day  in  northern  lights. 

As  examining  surgeon,  bayonet  and  ball  are  met 
at  Sackets 

Harbor  in  1812.  The  booty  Sir  George  Prevost 
leaves  General 

Brown  is  British  bodies,  wounded  and  dead. 

There  is  a 

melancholy  anatomy 
in  battle. 

It  is  boys  at  games  with  loud  huzzahs  and 
screams.  And  blind 

crones  of  referees  vainly  strain  to  see  a red 
disparity  in 

what  flows  from  you  and  me. 

Shot  and  shell  fled,  safe  in  Shelbourne.  With  a 
compulsion  to 

understand  and  not  understanding:  one  month, 
275  pages  of 

notes  at  the  University  of  Pennsylvania. 

And  I take  back  with  me  the  preachments  of 
“English”  Jenner 

and  “Baystate”  Waterhouse:  a sovereign 
remedy,  a tiny  flame 

I guard  through  northern  wilderness,  where  none 
believe  or 
know, 

a small  combustion  to  consume  the  consumer. 

Pox  be  not  proud,  the  ravager  is  ravaged. 

And  settled,  I am  unsettled  remembering 
Sackets,  lake, 

wind,  breeze,  sky.  Wooded  plains,  bustling 
town,  and  ships 

in  order,  waiting  to  be  unburdened,  burdened. 

Son  struck, 
girl  graced, 

I,  Samuel,  I Sybil, 

Alfred,  Edwin,  Harriet,  in  stature  like  five 
fingers  on  a hand, 

follow  northern  roads  and  trails,  our  wagon 
rheumatic  the  rough 
and  weary  miles  to  Sackets. 

We  did  not  come  reluctant 
like 

Le  Ray  de  Chaumont,* 

We  did  not  know  cotillions,  flee  Bastille.  No 
Madame  La  Farge 

* Purchaser  of  large  tracts  of  land  in  northern  New  York  for 
himself  and  other  emigres  during  the  French  Revolution. 
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dance,  no  neck  just  heel  and  toe  stance,  the 
fiddlers  the 

executioners,  and  all  the  partners  wheel. 

And  Sybil,  sons  and  daughter,  saw  and  resaw 
what  I had  seen: 

green- brown  grass  lightly  salted  with  snow,  each 
spring  an 

expanding  resurrection;  summer  pervasive,  the 
soft  burning 

Entering  bones  and  earth,  beneficient,  giving 
bees  a special 

chorus  and  friendly  hornets  sing.  Northern  fall 
is  fiery  canvas: 

un-Titian  reds,  russet,  gold,  burnt  orange,  a 
forest  holocaust, 
with  flames  from  ember, 
flicker,  burst. 

All  in  rustling  conflagration. 

My  neighbors  I know  as  ill  and  well;  the  first 
are  oft  hosts 

to  fever.  Those  marsh  dwelling  find  a strange 
specific  in 

cinchona  from  Peru. 

The  phthisical  cough  and  decline.  For  that 
fever,  a witch’s  brew 

of  rose  spots,  flies,  feces,  food,  and  water;  my 
prescription 

is  an  unpracticed  hygiene. 

Surgeon  too, 
like  “French”  Pare, 

I dress  their  wounds. 

Inattentitive, 

God  not  healing,  lesser  minions  intervene: 
hemorrhage,  collapse, 
gangrene.  Not  sweet,  their  breath  is  foul 
finality. 

And  never  still,  rampaging,  restless,  though  I am 
told  calm  of 

mien.  So  few  of  what  is  ill  is  well,  unconquering, 
I turn  elsewhere: 

crops,  cattle,  hogs,  manufacturing 
Vinegar,  alcohol,  “potato  molases.”  My 
laboratory  in  the  wilds 

is  sea  in  Sahara,  and  Silliman*  at  Yale  marvels 
at  my  potassium 
chlorate,  crystal  perfect. 

An  evil  genie, 

I make 
gunpowder. 

And  playing  Prometheus,  without  flint,  I make 
fire:  for  rifle, 

pistol,  cannon;  perfect  the  percussion  cap  with 
pellet.  Blue 

and  grey  these  kill  with  surety. 

‘Professor  of  chemistry. 


And  knowing  only  quest,  I continue  distillation, 
decanter,  and 

first  I make  a “chloric  ether”  in  character 
different  from  the 
“oil  of  the  Dutch  chemists.” 

This  I call  a “grateful  and  diffusible  stimulant” 
and  once 

discovered,  later,  “French”  Dumas  calls 
chloroform,  and  “Scottish” 

Simpson  tells  the  world  of  a property  I know  and 
barely  recognize, 

that  “Boston”  Holmes,  fine  with  phrase,  calls 
anesthesia.  And 

Simpson’s  accolade  is  praise  enough:  “better 
than  ether.”  All 
observe  it  better  than  pain. 

And  now  I join  a Pantheon  including  dentist 
Wells  from  “Nutmeg” 

State,  first  using  nitrous  oxide  and  Boston’s 
Morton  and  Jackson, 

early  with  ether,  and  Georgia’s  Crawford  Long, 
perhaps  before. 

We  are  a quintet  of  right  - and  left-handed  men, 
smooth-,  rough-handed 
men,  hand-giving,  hand-grasping,  violent-, 
calm-handed  men.  And 
through  these  hands,  assorted,  this  great  gift  is 
made. 

And  dentist  Wells,  depressed,  with  laurels 
thought  denied,  dies 

by  his  own  die-handed  hand.  And  Jackson  and 
Morton  deny  each  other. 

And  both  reading  Marlowe,  “Be  a physician 
Faustus  and  pile  up  gold”: 
form  a compact  to  patent  “Letheon,”f  offering 
to  sell  rights  to 

its  use.  They  are  to  receive,  in  avaricious  hands, 
one-half  each 
surgeon’s  sum. 

And  listless  Long,  knowing, 
never  bothers  to  pen, 
knowledge  all  should  know. 

And 

I, 

least  of  all, 

at  ease  only  with  Sybil  and  seasons,  wracked  by 
guns  thundering 

and  the  lightening  of  tic  douloureux,  bring  a 
sleep  that  obtunds 

pain  in  hands  stained  with  gunpowder. 

I am  a wrinkle-handed,  weak-handed, 
old,  white-black-handed  man, 
in  a perplexity. 

Corner  of  Washington  & Paddock  Streets 
Watertown.  New  York  13601 

t Ether. 
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Letters  to  the  Editor 


Hospital  privileges  and  general  practitioner: 
personal  experiences 

To  the  Editor:  As  a onetime  specialist  who  found  that 
he  enjoyed  a general  practice  more,  I should  like  to 
comment  on  the  article  “Public  Hearing  on  Hospital 
Staff  Privileges”  [McLaughlin,  M.  C.:  Public  hearing 
on  hospital  staff  privileges.  New  York  State  J.  Med. 
72:  2445  (Oct.  1)  1972], 

For  years  we  general  practitioners  have  been  listen- 
ing to  men  in  positions  of  authority  decry  the  losing 
battle  that  the  general  practitioner  is  waging  against 
the  inroads  of  the  specialist.  To  me,  this  represents  a 
shedding  of  crocodile  tears,  for  if  they  truly  desire  to 
see  an  increase  in  the  number  of  general  practitioners 
all  they  have  to  do  is  fight  for  hospital  privileges  for 
them  and  for  a teaching  staff  of  general  practitioners  in 
the  medical  schools. 

If,  as  they  maintain  incorrectly,  the  general  practi- 
tioner is  not  capable  enough  to  have  hospital  privileges, 
whose  fault  is  it  but  that  of  the  teachers  who  have 
failed  to  make  them  capable? 

It  has  been  shown  that  schools  with  departments  of 
general  practice  turn  out  the  largest  percentage  of  gen- 
eral practitioners.  If  a student  never  comes  in  contact 
with  a general  practitioner,  how  can  he  be  expected  to 
try  to  emulate  him?  If  his  contact  is  only  with  special- 
ists, many  of  whom  have  never  been  in  private  prac- 
tice, it  is  only  normal  to  be  influenced  by  them. 

While  it  is  true  that  our  body  of  knowledge  is  so 
great  that  no  one  man  can  be  expected  to  handle  it  all 
as  he  might  have  done  fifty  years  ago,  the  fact  remains 
that  the  bulk  of  illness  still  consists  of  the  same  pro- 
portion of  everyday  aches  and  pains  “to  which  flesh  is 
heir.”  Approximately  90  per  cent  of  man’s,  and  wom- 
an’s, afflictions  are  those  that  can  be  adequately  cared 
for  economically  by  the  general  practitioner.  The 
other  10  per  cent  require  a specialist,  and  he  can  be 
called  in  by  the  family  physician. 

Personal  experience 

After  twenty-five  years  in  the  practice  of  medicine, 
most  of  which  had  been  spent  in  general  practice,  I had 
come  to  consider  myself  the  average  competent  general 
practitioner.  I was  happy  serving  my  community  and 
enjoyed  the  esteem  of  my  colleagues,  whom  I also  held 
in  high  regard.  Now,  after  twenty-five  years,  I find 
myself  uncertain  as  to  whether  I merited  the  blessings 
bestowed  on  me.  Doubt  and  uncertainty  have  crept 
in,  but  let  me  start  from  the  beginning. 

Prior  to  military  service  which  began  for  me  in  1941 
before  Pearl  Harbor,  and  ended  in  1945,  I had  special- 
ized in  obstetrics  and  gynecology  in  New  York  City, 
with  appointments  at  The  Mount  Sinai,  Harlem,  and 


Morrisania  Hospitals.  Because  of  the  interesting  vari- 
ety of  experiences  I had  encountered  in  doing  a general 
practice  in  the  service,  I had  no  desire  to  return  to  a 
specialty  practice.  So  we  settled  in  a small  semirural 
community.  For  the  next  seventeen  years  we  reared  a 
family,  hunted,  fished,  flew,  and  in  general  enjoyed  the 
world  from  our  home  base. 

Then  one  day  we  were  alone.  The  children  were 
away  in  school;  our  families  were  in  New  York  City,  i 
Despite  the  many  friends  and  activities,  we  found 
ourselves  talking  more  and  more  frequently  about  re- 
turning to  the  City.  We  were  lonesome.  One  day  a 
young  man,  fresh  from  the  public  health  service,  asked 
if  I would  be  interested  in  selling  out  to  him.  After  a 
brief  conference  with  my  wife,  I agreed,  and  two  . 
months  later  I found  myself  on  Long  Island  starting 
anew  as  a general  practitioner.  Despite  the  large  fi- 
nancial loss  involved,  we  began  to  meet  expenses  early;  || 
we  covered  physicians  on  vacation,  did  night  work,  and 
responded  to  the  demand  for  a “family  doctor.” 

As  a matter  of  routine,  I made  application  to  two  I 
community  hospitals  in  my  area  and  enclosed  letters  of 
recommendation  from  the  chiefs  of  the  staffs  of  the 
hospital  I had  used  in  my  rural  area.  These  were  care- 
fully written,  enthusiastic  letters.  They  were  well  or- 
ganized and  definitely  not  run-of-the-mill  recommen-  • 
dations. 

I emphasize  their  quality,  because  I had  been  presi-  i 
dent  of  our  county  medical  society  and  chairman  of  the 
general  practice  section  of  the  hospital.  I had  orga-  1 
nized  and  supervised  the  emergency  roster  system  of 
the  county  and  had  been  instrumental  in  securing  a 
grievance  committee.  I had  been  contact  member 
with  the  local  Blue  Shield  and  a delegate  to  the  State 
Society  for  many  years.  I had  been  an  officer  of  the 
State  Academy  of  General  Practice  and  on  the  board  of 
directors  for  nine  years.  I have  had  more  than  80  pub- 
lications, some  scientific,  some  in  editorial  form,  and 
have  been  on  the  advisory  staff  of  one  of  the  national 
medical  journals.  I have  served  on  various  committees 
of  the  county,  State,  and  national  medical  societies.  1 
have  lectured  in  and  out  of  this  country.  I have  been 
awarded  certificates  of  recognition  by  a national  speci- 
ality group  for  work  done  in  that  specialty  and  have 
had  four  different  exhibits  at  national  medical  meet- 
ings including  those  of  the  American  Medical  Associa- 
tion and  the  American  Academy  for  General  Practice. 

I anticipated  no  difficulty  in  being  accepted  at  these 
institutions.  At  one  interview,  the  committee  said  my 
credentials  were  of  the  best.  The  other  committee 
asked  if  I had  anything  to  add  to  my  credentials.  Nei- 
ther interview  took  more  than  five  minutes.  I was  re- 
fused at  both  hospitals.  No  reasons  were  given,  no 
suggestions  that  I apply  at  a later  date,  no  recommen- 
dations that  I might  do  anything  to  enhance  mv 
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chances  of  being  accepted,  just  form  letters  of  refusal, 
curt,  impersonal,  bordering  on  rudeness. 

While  I had  heard  that  general  practitioners  in  the 
cities  were  having  difficulty  in  obtaining  good  hospital 
connections,  it  had  never  dawned  on  me  that  I could 
find  myself  in  the  same  helpless  position.  The  thought 
of  practicing  medicine  without  a hospital  was  stagger- 
ing. For  a while  the  task  of  referring  patients  to  my 
erstwhile  colleagues  was  disturbing.  How  could  I feel 
close  to  them  when  suddenly  I had  been  set  apart  as 
someone  no  longer  good  enough  to  practice  anything 
but  the  most  superficial  type  of  medicine?  I know  of 
course  that  this  feeling  is  not  logical,  but  thoughts  are 
difficult  to  control  at  times.  Many  colleagues  tried  to 
console  me  with  the  thought  that  there  was  nothing 
personal  in  being  refused  and  that  “there  just  weren’t 
enough  beds.” 

Why  physicians  have  accepted  the  dictum  “Not 
enough  beds”  escapes  me.  I am  bewildered  by  intelli- 
gent physicians  telling  other  intelligent  physicians  such 
an  absurdity.  It  is  not  the  physicians  who  decide  how 
many  beds  will  be  filled  but  rather  the  patients  them- 
selves who  are  in  need  of  a bed  who  decide  how  many 
beds  shall  be  filled.  Let  us  say  that  there  are  300  pa- 
tients who  need  hospitalization.  They  can  be  hospital- 
ized by  100  physicians  who  have  3 patients  each,  or  3 
physicians  who  have  100  patients  each.  If  my  thinking 
is  wrong,  and  if  there  are  some  patients  who  are  denied 
hospitalization  when  they  urgently  need  it  with  empty 
beds  available,  there  is  something  wrong.  If  voluntari- 
ly we  are  unable  to  provide  otherwise  empty  beds  for 
them,  then  I think  the  government  had  better  step  in 
and  take  over  the  hospitals.  I am  not  talking  about 
the  short  waiting  period  we  all  encounter  but  about  a 
permanent  situation. 

To  eliminate  qualified,  capable  physicians  from  a 
hospital  because  “we  don’t  have  enough  beds”  is  in  ef- 
fect saying  that  a few  select  physicians  can  garner  a 
few  extra  hospital  patients  if  they  just  do  not  let  other 
physicians  bring  in  patients.  If  this  is  not  a closed 
shop  and  an  attempt  to  secure  a monopoly,  it’s  a good 
imitation. 

For  a while  I was  embarrassed  when  I met  some  of  the 
men  who  had  suggested  that  I apply  to  these  hospitals. 
I was  ashamed  of  myself  and  for  them  too,  because  if 
there  had  been  an  adequate  reason  for  refusing  me, 
they  should  have  told  me,  and  if  there  was  no  reason, 
they  should  have  fought  for  me  and  for  others  like  me. 

Fortunately,  a short  distance  away  there  is  a proprie- 
tary hospital,  which  is  small  but  adequately  equipped 
and  staffed.  I was  invited  to  apply  and  did  receive 
privileges,  not  all,  but  enough  to  make  me  feel  like  a 
physician  again.  Who  staffs  this  hospital?  Many  of 
i the  men  are  men  who  have  privileges  at  the  communi- 
| ty  hospitals.  Some  are  chiefs  of  service  at  the  commu- 
nity hospitals,  who  will  do  their  specialty  for  me  at  the 
proprietary  hospitals  if  I request  it,  and  I do.  The 
rules  and  regulations  of  all  the  hospitals,  both  volun- 
tary and  proprietary,  are  almost  identical  and  could 
have  been  written  by  the  same  men. 

I never  before  realized  that  the  social,  as  well  as  pro- 
fessional, contact  in  the  halls  and  dressing  rooms  was 
50  essential  to  me,  and  while  not  completely  happy,  I 
im  at  least  content  with  my  lot. 

EDWIN  MATLIN,  M.D. 

Diplomate,  American  Board  of  Family  Practice 
220  Stewart  Avenue 
Garden  City , New  York  11530 


Verruga  peruna  in  New  York  State 

To  the  Editor:  The  following  2 cases  of  Carrion’s  dis- 
ease, or  inflammatory  polyp  of  oral  mucosa  caused  by 
Bartonella  bacilliformis,  would  seem  to  be  of  interest 
to  your  readers. 

A twenty-two-year-old  Caucasian  female  nurse  at  the 
county  hospital  had  an  oral  pigmented  mole  removed 
from  a mandibular  exostosis.  The  lesion  was  asymp- 
tomatic prior  to  surgery  in  1961. 

Pathologic  examination  revealed  a segment  of  oral 
membrane  0.5  by  0.4  by  0.2  cm.  which  showed  a small 
dark  brown  raised  nodule  which  was  round  and  soft 
and  extended  0.1  cm.  above  the  surface.  The  subcuta- 
neous tissue  was  soft  and  tan. 

Microscopic  examination  shows  a papillary  fragment 
of  oral  mucosa  with  regular  stratified  squamous  epithe- 
lium covering  a fibrous  stroma  with  several  small  blood 
vessels.  Focal  deposits  of  brown  pigment  are  seen  in 
hematoxylin  and  eosin  stain  sections.  Iron  stain  result 
is  negative.  A Giemsa  stained  section  shows  endothel- 
ial cells  of  blood  vessels  containing  many  discrete  colo- 
nies of  darkly  staining  bacteria  which  are  coccal  in 
form.  Colonies  of  bacteria  with  both  coccal  and  rod- 
shaped forms  are  seen  in  the  interstitial  tissue.  A 
gram  stain  shows  no  organisms.  Bacteriologic  review 
forms  a clear  impression  of  B.  bacilliformis.  The  diag- 
nosis in  this  case  is  verruga  peruna,  inflammatory  polyp 
of  Carrion’s  disease  due  to  B.  bacilliformis. 

The  case  is  unusual  in  that  it  occurred  in  New  York 
State.  The  Department  of  Health  has  stated  that  no 
cases  have  been  recorded  in  the  State  and  that  the 
epidemiologic  possibilities  are  nil.  Further  investiga- 
tion showed  that  in  this  case  the  nurse  had  recently 
visited  Peru  with  a party  of  friends  and  had  undoubt- 
edly contracted  the  disease  there. 

Awareness  of  an  esoteric  disease  that  may  be  re- 
ported from  laboratories  in  this  State  is  necessary,  and 
the  first  known  case  to  occur  here  is  reported. 

In  a second  case,  a sixteen-year-old  Caucasian-Puer- 
to  Rican  male  showed  a focal  balanitis,  which  consisted 
of  a raised  dome-shaped  globose  round  pigmented 
(brown)  lesion,  0.3  cm.  in  diameter  and  0.2  cm.  high. 
The  lesion  was  treated  with  nitrofurazone  (Furacin) 
ointment,  monobenzone  (Benoquin),  and  intramuscu- 
lar and  oral  penicillin  and  regressed  in  forty-eight 
hours. 

Not  all  lesions  are  amenable  to  bacteriologic  investi- 
gation, and  although  no  bacteriologic  confirmation 
could  be  obtained,  the  papillitis  is  probably  verruga 
peruana,  and  it  responded  to  specific  antibiotic  therapy 
for  this  type  of  lesion.* 

HOWARD  S.  ZUCKER,  M.D. 

302  Avenue  N 
Brooklyn,  New  York  11230 

*Pinkerton,  H.,  and  Weinman,  D.:  Proc.  Soc.  Exper.  Biol. 
& Med.  37:  591  (1937). 


Long-term  survival  in  congenital  biliary 
atresia 

To  the  Editor:  In  1964  my  article  “Hepatic  Bile  Duct 
Atresia”  appeared  in  the  Journal  (Sterling,  J.  A.:  He- 
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patic  bile  duct  atresia,  New  York  State  J.  Med.  64: 
1826  (1964)).  The  purpose  of  this  communication  is  to 
note  that  additional  long-term  survivals  have  been  en- 
countered by  the  author.  Recently  I learned  of  a fif- 
teen-year follow-up  on  a patient  who  was  operated  on 
in  1957.  This  case  was  first  reported  in  1960  (Sterling, 
J.  A.:  Experiences  with  Congenital  Biliary  Atresia, 

Springfield,  Illinois,  Charles  C Thomas,  1960).  Other 
references  to  longevity  in  congenital  biliary  atresia  may 
be  found  in  the  literature  on  the  subject. 

JULIAN  A.  STERLING,  M.D.,  Sc.D. 

3505  South  Ocean  Drive  (1106) 
Hollywood,  Florida  33020 

Case  for  freedom 

To  the  Editor:  The  article  “Hospital  Medical  Staff  as 
a Physicians’  Union”  [Blackman,  N.  S.:  Hospital 

medical  staff  as  a physicians’  union.  New  York  State  J. 
Med.  73:  466  (Feb.  1)  1973]  gives  the  current  case  for 
unionism.  From  accurate  facts  and  flawless  reasoning, 
that  is  the  conclusion  that  is  arrived  at.  To  agree  with 
the  author,  all  that  one  has  to  do  is  to  accept  his  prem- 
ise. The  premise  is  that  this  position  “has  gradually 
been  forced  on  us  by  short-sighted  men,”  that  we  must 
defend  ourselves  in  this  subservient  position  into  which 
we  have  been  placed,  and  that  the  only  way  to  do  this 
is  to  unionize  and  see  that  we  are  treated  as  better  ser- 
vants. 

Perhaps  this  premise  itself  is  a result  of  accepting 
the  subservient  status,  because  it  does  not  allow  us  to 
see  that  we  are  grown  men,  that  we  live  in  free  Ameri- 
ca, and  that  nobody  forces  us  to  sign  contracts.  Once 
we  accept  mature  responsibility  for  our- actions  and  re- 
alize how  we  perpetrated  this  position  for  ourselves, 
then  the  mature,  responsible  solution  may  occur  to  us. 
Mature  men  have  no  qualms  about  acknowledging 
their  mistakes  and  promptly  rectifying  them.  They 
even  can  tell  themselves  that  they  have  allowed  them- 
selves to  be  misled  but  now  are  choosing  to  take  then- 
destiny  in  their  own  hands. 

As  soon  as  one  takes  that  position,  one  immediately 
realizes  that  the  professional  relationship  needed  by 
patients  demands  that  the  profession  be  in  physicians’ 
hands  and  that  they  be  subservient  to  no  one.  One 


immediately  realizes  that  the  mature  relationship  be- 
tween patient  and  physician  demands  that  both  exer- 
cise their  free  and  independent  judgment;  that  when 
an  operation  is  to  be  performed,  the  free  and  indepen- 
dent judgment  of  the  physician  prevails  and  the  free 
and  independent  consent  of  the  patient — no  matter  on 
what  irrational  basis.  This  clearly  establishes  that  be- 
tween mature  people  the  primary  consideration  is  not 
economics,  not  medical  knowledge,  but  free  exercise  of 
their  individual  freedom. 

Becoming  more  concerned  with  their  medical  care, 
patients  are  beginning  to  delegate  this  responsibility  to  ; 
unions,  company  insurance  plans,  insurance  com- 
panies, planning  councils,  lay  hospital  boards,  and  gov- 
ernments. It  is  imperative  in  a free  society  that  the 
format  preserve  the  primacy  of  freedom.  Neither  must 
be  subservient  to  the  other.  There  must  be  no  prepon-  j 
derance  of  providers  over  consumers  or  of  consumers 
over  providers.  In  any  situation  involving  a medical 
judgment  the  free  physician-patient  relationship  must 
prevail.  No  procedure  may  be  entertained  unless  it  1 
meets  the  agreement  of  both  parties. 

It  is  imperative  that  all  institutions  attending  to  the 
health  needs  of  people  in  this  country  recognize  that 
their  primary  obligation,  by  the  expressed  choice  of  two  • 
centuries  of  the  people  of  this  country,  is  to  attend  to  > 
health  within  the  context  of  freedom;  that,  therefore, 
any  institution  so  dedicated  to  freedom  and  health  , 
allow  for  free  exercise  of  both  physician  judgment  and 
patient  judgment;  that  if  patients  choose  freely  to  dele-  i 
gate  their  half  to  a third  party,  the  institution  involved 
with  medical  care  be  governed  as  is  our  Congress,  by 
the  judgment  of  a “House  of  Consumers”  and  by  the 
judgment  of  a “Senate  of  Physicians”;  and  that  such 
institutions  undertake  nothing  without  benefit  of  both 
physician  judgment  and  patient  judgment. 

To  accomplish  this,  if  it  is  deemed  necessary  for 
physicians  to  delegate  responsibility  to  a physicians’ 
organization,  then  it  shall  be  the  responsibility  of  that 
organization  not  to  accept  subservient  status  and  nego-  ■ 
tiate  better  conditions  for  servants  but  to  maintain  and 
promote  the  exercise  of  freedom  by  both  patients  and 
physicians. 

GORDON  R.  MEYERHOFF,  M.D. 

19  Hillside  Avenue  ji 
Roslyn  Heights,  New  York  11577  ! 
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Obituaries 


Cameron  Vernon  Bailey,  M.D.,  retired,  of  Newtown, 
Connecticut,  formerly  of  New  York  City,  died  on  March 
10  at  the  age  of  eighty-eight.  Dr.  Bailey  graduated  in 
1909  from  McGill  University  Faculty  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  Society  for  Experimental 
Biology  and  Medicine,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Israel  Jacobi  Baron,  M.D.,  of  Rockaway  Park,  died  on 
April  30  at  the  age  of  seventy-four.  Dr.  Baron  graduated 
in  1921  from  University  and  Bellevue  Hospital  Medical 
College.  Retired,  he  was  an  associate  urologist  (affiliate) 
at  Kings  County  Hospital  Center.  Dr.  Baron  was  a 
Diplomate  of  the  American  Board  of  Urology,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member 
of  the  American  Urological  Association,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Simon  Anthony  Beisler,  M.D.,  of  New  York  City,  died 
on  April  20  at  the  age  of  seventy-three.  Dr.  Beisler 
graduated  in  1925  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  urologist 
at  Roosevelt  and  St.  Agnes  (White  Plains)  Hospitals. 
Dr.  Beisler  was  a Diplomate  of  the  American  Board  of 
Urology,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Urological  Association, 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Xenophon  Chris  Callas,  M.D.,  of  New  York  City,  died 
on  April  25  at  the  age  of  forty-nine.  Dr.  Callas  grad- 
uated in  1946  from  Long  Island  College  of  Medicine.  He 
was  an  adjunct  physician  at  Lenox  Hill  Hospital  and  an 
emeritus  physician  at  Misericordia  Hospital.  Dr.  Callas 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Michael  Capritta,  M.D.,  of  Schenectady,  died 
on  March  28  at  the  age  of  sixty-three.  Dr.  Capritta 
graduated  in  1936  from  Albany  Medical  College.  He  was 
an  attending  general  practitioner  at  St.  Clare’s  and 
Bellevue  Maternity  Hospitals.  Dr.  Capritta  was  a 
member  of  the  American  Academy  of  General  Practice, 
the  Schenectady  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Milton  Sidney  Dunn,  M.D.,  of  Albany,  died  on  April 
19  at  the  age  of  fifty-nine.  Dr.  Dunn  graduated  in  1941 
from  St.  Louis  University  School  of  Medicine.  He  was  a 
clinical  assistant  physician  in  allergy  at  St.  Peter’s  Hos- 
pital. Dr.  Dunn  was  a member  of  the  American  Acade- 
my of  Allergy,  the  Industrial  Medical  Association,  the 
Albany  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Salamon  Sandor  Feldmann,  M.D.,  of  Rochester,  died 
on  March  23  at  the  age  of  eighty-two.  Dr.  Feldmann 
received  his  medical  degree  from  the  University  of  Buda- 
pest in  1915.  He  was  an  attending  psychiatrist  at  Strong 
Memorial  Hospital.  Dr.  Feldmann  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psychoanalytic 
Association,  The  American  Psychiatric  Association,  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Thomas  Campbell  Goodwin,  M.D.,  of  Cooperstown, 
died  on  April  30  at  the  age  of  seventy-one.  Dr.  Goodwin 
graduated  in  1927  from  Johns  Hopkins  University  School 
of  Medicine.  He  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Society  for  Pediatric  Research, 
and  the  American  Pediatric  Society. 


J.  William  Hinton,  M.D.,  of  New  York  City,  died  on 
April  18  at  the  age  of  seventy-nine.  Dr.  Hinton  grad- 
uated in  1919  from  the  University  of  Virginia  School  of 
Medicine.  He  was  a consulting  surgeon  at  Beekman- 
Downtown,  Wyckoff  Heights,  Manhattan  State,  Colum- 
bus, Nassau  (Mineola),  and  United  (Port  Chester)  Hos- 
pitals, and  an  honorary  surgeon  at  Jamaica  Hospital. 
Dr.  Hinton  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Surgical  Association,  the 
American  Gastro-Enterological  Association,  the  New 
York  Surgical  Society,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Amanda  Hoff,  M.D.,  of  New  York  City,  died  on  Febru- 
ary 13  at  the  age  of  seventy-three.  Dr.  Hoff  graduated 
in  1926  from  Columbia  Llniversity  College  of  Physicians 
and  Surgeons.  She  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Isadore  Hurwitz,  M.D.,  of  Rochester,  died  on  March 
25  at  the  age  of  seventy-four.  Dr.  Hurwitz  graduated  in 
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1920  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  an  attending  anesthesiologist  at  Park  Avenue 
Hospital.  Dr.  Hurwitz  was  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Julia  Mary  Jones,  M.D.,  of  New  York  City,  died  on 
April  23  at  the  age  of  sixty-four.  Dr.  Jones  graduated  in 
1935  from  Duke  University  School  of  Medicine.  She  was 
an  attending  physician  at  Harlem  Hospital  Center  and  a 
consulting  physician  in  chest  diseases  at  Veterans  Ad- 
ministration Hospital  (The  Bronx).  Dr.  Jones  was  a 
member  of  the  American  Thoracic  Society  and  the  New 
York  Academy  of  Medicine. 

Martin  Jungmann,  M.D.,  of  New  York  City,  died  on 
April  17  at  the  age  of  seventy-seven.  Dr.  Jungmann  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1921.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Max  Meyer,  M.D.,  of  New  York  City,  died  on  April  6 
at  the  age  of  eighty-nine.  Dr.  Meyer  received  his  medi- 
cal degree  from  the  University  of  Berlin  in  1909.  He  was 
a senior  clinical  assistant  pediatrician  (off  service)  at 
The  Mount  Sinai  Hospital.  Dr.  Meyer  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Harry  S.  Pizer,  M.D.,  of  The  Bronx,  died  on  April  13  at 
the  age  of  seventy-eight.  Dr.  Pizer  graduated  in  1924 
from  Cornell  University  Medical  College.  He  was  a con- 
sulting pediatrician  at  Lincoln  Hospital.  Dr.  Pizer  was 
a Diplomate  of  the  American  Board  of  Pediatrics  and  a 
member  of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hyman  Rifkin,  M.D.,  of  New  York  City,  died  in  Decem- 
ber, 1972,  at  the  age  of  sixty-seven.  Dr.  Rifkin  gradu- 
ated in  1937  from  the  University  of  Liverpool  Medical 
School.  He  was  a member  of  the  American  Psychiatric 
Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Alexander  Siegfeld,  M.D.,  of  Brooklyn,  died  on  April 


23  at  the  age  of  sixty-seven.  Dr.  Siegfeld  graduated  in 
1931  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  assistant  attending  physi- 
cian at  Maimonides  Hospital  of  Brooklyn  and  Mai- 
monides  Hospital  of  Brooklyn  Outpatient  Department. 
Dr.  Siegfeld  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jack  Henry  Stopak,  M.D.,  of  Levittown,  died  on  May  2 
at  the  age  of  forty-five.  Dr.  Stopak  graduated  in  1955  ! 
from  Howard  University  College  of  Medicine;  in  1950  he 
received  his  Master  of  Science  in  Physiology  from  George 
Washington  University  School  of  Medicine;  and  in  1950  j 
he  received  from  George  Washington  University  School  i 
of  Medicine  a Doctor  of  Philosophy  degree.  He  was  an 
associate  attending  physician  in  internal  medicine  at 
Meadowbrook  Hospital.  Dr.  Stopak  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a member 
of  the  Nassau  County  Medical  Society,  the  Medical  Soci-  I 
ety  of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Alexander  Troy,  M.D.,  of  Oceanside,  died  on 
March  5 at  the  age  of  seventy-five.  Dr.  Troy  received  his 
medical  degree  from  the  University  of  Berlin  in  1923.  i 
He  was  an  attending  general  practitioner  at  South  Nas- 
sau Communities  Hospital.  Dr.  Troy  was  a member  of 
the  American  Academy  of  General  Practice,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Joseph  Wirth,  M.D.,  of  Ilion,  died  on  April  23  i 
at  the  age  of  sixty-four.  Dr.  Wirth  graduated  in  1936  » 
from  Temple  University  School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Preventive  Medi- 
cine, Inc.  (Occupational  Medicine)  and  a member  of  the 
Utica  Academy  of  Medicine,  the  American  Academy  of 
Occupational  Medicine,  the  Herkimer  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Zuckerman,  M.D.,  of  New  York  City,  died  on 
April  20  at  the  age  of  seventy-three.  Dr.  Zuckerman 
graduated  in  1920  from  Fordham  University  School  of 
Medicine.  He  was  a consulting  pediatrician  at  New 
York  Polyclinic  and  Medical  Arts  Center  Hospitals.  ! 
Dr.  Zuckerman  was  a Diplomate  of  the  American  Board 
of  Pediatrics  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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It’s  better  to  meet  a 
problem  drinker 
in  your  office  than 


Problem  drinkers  can  be 
deadly  when  they  get  behind 
the  wheel.  In  fact,  they  are 
involved  in  almost  20,000 
highway  fatalities  a year.  And 
the  number  is  growing.  The 
only  way  to  reverse  this  trend 
is  to  separate  the  driver  from 
his  drinking  problem.  Before 
he  kills  himself  or  anyone  else. 
Because  punitive  measures  alone  have  failed  to  slow  this  needless 
slaughter,  we  have  to  look  elsewhere  for  help.  Your  office,  for  instance. 
Where  you  can  counsel  him  against  excessive  drinking  and  driving.  Or 
where  you  can  refer  him.  Your  knowledge  and  experience  make  you 
the  community’s  first  line  of  defense  against  this  epidemic. 


on  the  road. 


First  aid  for  drunken  drivers  begins  in  your  office. 

\ 1 

Please  send  me  background  material  on  problem  drinkers  that: 
tells  me  what  community  organizations  can  do  to  help;  gives  me 
I data  on  various  alcohol  levels  in  the  blood;  describes  the  latest  I 
I developments  in  breath-testing  methods.  I 

| For  my  patients,  please  send  me  information  to  supplement  | 

| my  counsel.  | 


Name M.D. 

I Street 

| City State Zip | 

I I 


Drunk  Driver 
Dept.  M.D. 
BOX  1969 
Washington,  D.C.  20013 


U.S.  DEPARTMENT  OF  TRANSPORTATION  NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION. 


1349 


Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 

10c  each.  Dept,  numbers,  500  extra,  per  insertion.  (On 
request,  Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040 

Name 

Please  Print 

Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  100  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a Dept  number  for  replies  (50c  per  insertion) 


1350 


Index  to  Advertised  Products 


Antibiotics 

Bicillin  (Wyeth  Laboratories) 1269 

Neosporin  (Burroughs  Wellcome  & Company) 1251 

Wycillin  (Wyeth  Laboratories) 1268 

Automobile  leasing 

Waldorf  Auto  Leasing  1351 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Cardiac  & smooth  muscle  relaxants 

Pavabid  (Marion  Laboratories) 1255 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceuticals) 1265 

Diagnostic  aids 

Hemoccult  (Smith  Kline  & French  Laboratories) 1279 

Nursing  services 

Nursing  Care  (Medical  Personnel  Pool) 1280 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 3rd  and  4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 1259 

Surface  analgesics 

Ger-O-Foam  (Geriatric  Pharmaceutical  Corp  ) 1257 


We're  specialists  in 

fiCJTO  LEASING 

When  you’re  a specialist  in  your  field, 
people  depend  on  you. 

And  when  it  comes  to  leasing  a car, 
doctors  have  been  depending  on  us  for 
years.  Why?  Maybe  it’s  because  we  have 
the  right  car . . . any  car,  any  make,  model 
any  equipment.  And  we  have  the  right 
prices  too.  Compare  us  and  you’ll  see 
for  yourself.  What’s  more,  when  you 
need  service,  we  don’t  waste  time 
discussing  it ...  we  do  it.  Just  ask  any 
of  the  hundreds  of  doctors  who 
lease  from  us. 

We  know  you’re  busy,  so  why 
not  give  us  a call.  We  can 
handle  most  of  the  details 
on  the  phone.  And  when 
you  come  to  pick  up  your 
car,  you’ll  find  that  we’re  a 
lot  easier  to  get  to  than  some 
of  those  midtown  places. 

Depend  on  us. 

Our  specialty?  You. 


1712  East  9th  Street,  Brooklyn 
(212)  336-6767 


Topical  antiinflammatory  antipruitics 


Cordran  (Eli  Lilly  & Company) 1274 

Tranquilizers 

Valium  (Roche  Laboratories) 1262,  1263 


PHYSICIANS  WANTED 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY  INI 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income  Include  complete  curriculum  vitae  in  reply 

Dept.  282,  c/o  NYSJM. 


HALL-BROOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to 
community  health  care  and  education. 


ilisabeth  Solomon 
Executive  Director 

HALL-BROOKE 

HOSPITAL 

tJCAH  accredited  hospital 
or  care  and  treatment  of 
isychiatric  disorders  within 
therapeutic  community. 


Albert  M.  Moss,  M.D. 
Medical  Director 

HALL-BROOKE 

SCHOOL 

A special  educational  facil- 
ity for  adolescents  of  high 
school  age  who  are  in  psy- 
chiatric treatment. 

Edgar  J.  Appleman, 
Director 


-eo  H.  Berman,  M.D., 
Director  of  Professional 
Services 


47  Long  Lots  Road 
Westport,  Connecticut 
Telephone  (203)  227-1251 




RADIOLOGIST  WANTED:  FOR  VOLUNTARY  HOSPITAL  STARTING 

July  1 or  September  1,  1973  at  candidate’s  option.  Board  certified;  mainly 
diagnosis;  some  nuclear  medicine  and  abdominal  vascular  roentgenology. 
Apply:  Milton  Birnkrant,  M.D.,  Director  of  Radiology,  Jewish  Memorial 

Hospital,  196th  St.  & Broadway,  New  York,  N.Y.  10040. 


INTERNIST  WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE,  TO  TAKE 

over  practice  of  retiring  member  of  well-established,  multi-specialty  group. 
Suburban  North  Shore  of  Long  Island.  Subspecialty  acceptable.  Dept.  320 
c/o  NYSJM. 


INTERNIST  OR  FAMILY  PRACTITIONER  TO  JOIN  2 PEDIATRICIANS 
and  2 family  practitioners  in  community-sponsored  salaried  group.  Excellent 
working  conditions,  college  town.  Minimum  $30,000,  increments  for  experi- 
ence/Board  certification.  A.  H.  Matlin,  M.D.,  Medical  Director,  Northern 
Livingston  Health  Center,  Inc.,  P.O.  Box  36,  Geneseo,  N.Y.  14454.  (716) 

243-2860. 


ORTHOPEDIST,  BOARD  ELIGIBLE  OR  CERTIFIED  FULL-TIME  PRE- 
paid  multispecialty  group  in  New  York  City  area.  Salary  $35,000;  mal- 
practice and  all  expenses  paid.  Send  curriculum  vitae  with  first  letter.  Dept. 
319,  c/o  NYSJM. 


* 
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Physicians 
NYS  Governmei.t 
Occupational  Health  Service 

We  are  seeking  a qualified  physician  with  interest  in  oc- 
cupational health  and  or  preventive  medicine  to  work  as  a 
Staff  Physician  with  the  Department  of  Civil  Service,  Em- 
ployee Health  Service.  Excellent  working  conditions,  fringe 
benefits,  including  37  1/2  hour  workweek.  Interested  can- 
didates must  possess  or  be  eligible  for  license  to  practice 
medicine  in  New  York  State. 

Call  or  send  resume  to 

Nicholas  G.  Alexiou,  M.D. 

Medical  Director 
NYS  Dept,  of  Civil  Service 
Albany,  N.Y.  12226 
Telephone  (518)  457-6140 


PHYSICIANS  WANTED— CONT  D 


PSYCHIATRIST:  BOARD  TRAINED,  QUALIFIED  OR  CERTIFIED  STAFF 
psychiatrist  for  active,  30-bed  psychiatric  inpatient  unit  located  on  Staten 
Island.  New  York.  Full-time  position  and  residence  on  Staten  Island  pre- 
ferred Must  have  fluent  knowledge  of  English.  Facility  is  part  of  multi-pro- 
gram North  Richmond  Community  Mental  Health  Center.  Salary  competi- 
tive with  ample  opportunities  for  private  practice.  New  York  State  licensure 
or  eligibility  mandatory.  Send  resume  with  letter  to:  L.  Miller,  M.D.,  Di- 
rector, Psychiatric  Inpatient  Service,  North  Richmond  Community  Mental 
Health  Center,  St.  Vincent’s  Medical  Center  of  Richmond,  25  Fanning  St., 
Staten  Island,  N.Y.  10314. 


PHYSICIAN  DURING  JULY  AND  AUGUST  1973  FOR  CHILDREN’S  CAMP 
located  at  Beach  Lake,  Pa.;  accommodates  350  campers,  ages  6-16;  complete 
modern  health  center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each 
month;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  June  29th 
and  closes  August  24th.  Private  room  and  facilities.  Write  to  Trail’s  End 
Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  N.Y.  11201.  and  in- 
clude your  telephone  number. 


INTERNIST,  G.P.  AND  ORTHOPED  TO  JOIN  PROFESSIONAL  CORPORA- 
tion  of  five  internists,  two  general  surgeons,  one  thoracic  surgeon,  and  one 
orthopedic  surgeon.  Located  in  the  heart  of  the  Finger  Lakes.  Progressive, 
rapidly  growing  community  with  an  abundance  of  recreational  and  cultural 
opportunities.  No  investment  required.  Your  liberal  first-year  salary  high- 
lighted by  vacations,  insurance  plans,  a profit-sharing  program,  and  a friendly 
community.  Your  interview  can  be  arranged  by  calling  Steven  E.  Pieri, 
M.D.  collect  (607)  936-9971. 


INTERNIST  FOR  ASSOCIATION  WITH  FOUR,  BOARD-CERTIFIED  IN- 
ternist  affiliates.  Unlimited  professional  opportunities  for  practice  in  one  of 
the  nation’s  outstanding  recreational  areas  in  the  Lake  Ontario-Thousand 
Islands  area  of  northern  New  York.  Dept.  322,  c/o  NYSJM. 


PEDIATRICIAN,  EXCELLENT  OPPORTUNITY  FOR  BOARD  ELIG/CERT. 
ped.  Practice  in  affluent  Westchester  suburb.  Need  for  pediatrician  in  area; 
office  for  you  in  bldg,  now  occupied  by  internist.  No  investment;  unique  op- 
portunity; attractive  terms  for  right  man.  Curriculum  vitae  with  letter.  R. 
Kones,  M.D.,  Westchester  Ave.,  Pound  Ridge,  N.Y.  10576. 


SEEKING  A RADIOLOGIST  TO  JOIN  ESTABLISHED  GROUP.  AGE  OR 
sex  no  deterrent.  Practice  is  primarily  private  diagnostic  type.  Location 
north  shore  of  Long  Island.  Excellent  living  area.  Dept.  327,  c/o  NYSJM. 


PHYSICIANS  WANTED— CONTT) 


QUALIFIED  INTERNIST  WITH  AN  INTEREST  IN  G.I.  TO  DIRECT 
In-Patient  Detoxification  Unit  for  a comprehensive  alcohol  treatment  pro 
at  a voluntary  hospital  with  medical  school  affiliation,  located  in  Broo 
New  York.  To  begin  July  1973.  Excellent  opportunities  for  teaching 
private  practice,  liberal  salary  and  fringe  benefits.  An  Equal  Opport 
Employer  M/F.  Address  all  correspondence  to  Louis  Gallousis,  Pers* 
Director,  The  L.I.  College  Hospital,  354  Henry  St.,  Brooklyn,  N.Y.  11201. 


PSYCHIATRIST,  BOARD  ELIGIBLE,  FOR  COMMUNITY  CLINIC  C 
suiting  on  referrals  from  Depts.  of  Probation  & Welfare;  $28,189  anni 
35  hour  week;  Mineola,  N.Y.  Send  curriculum  vitae  Dept.  325,  c/o  NYSJ 


l 


ASSOCIATE  PATHOLOGIST:  BOARD  CERTIFIED,  PA/CP.  TEACH 
hospital,  full-time  staff,  upstate  New  York;  exceptional  rural  commi 
Write:  Earle  Nicklas,  Inc.,  Hospital  and  Health  Planning  Consult 

Cooperstown,  N.Y.  13326,  or  phone  (607)  547-8303. 


OPHTHALMOLOGIST  WANTED  TO  JOIN  TWO  MAN,  GOOD  GROll 
middle  N.Y.  State.  Great  area;  good  colleges  & schools.  Complete  i 
versified  practice  with  all  kinds  of  surgery.  We  also  have  2 optometrist! 
one  optician.  High  income;  excellent  for  energetic  type.  Dept.  3281 
NYSJM. 


POSITIONS  WANTED 


- - 
- 


RADIOLOGIST,  BOARD  DIPLOMATE.  LOOKING  FOR  PART-TIM 
full-time  position.  New  York,  any  borough.  Write  P.O.  Box  155,  Fla, 
Station,  Brooklyn,  N.Y.  11226. 


POSITION  WANTED:  GENERAL  SURGEON,  AGE  55.  F.A.C.S.  B( 
eligible,  New  York  State  license.  National  Boards,  desires  active  pr 
in  small  town  with  hospital  facilities.  First  year  $40,000  minimum 
office  and  secretary;  second  year  negotiable.  Dept.  306,  c/o  NYSJM 


I 


POSITION  WANTED:  GENERAL  SURGEON,  AGE  38,  AMER 

Board  certified,  New  York  State  license,  desires  hospital  based,  full  tim 
gical  practice  in  a small  town  with  hospital  facilities.  Appreciate  min 
income  guarantee.  Dept.  324,  c/o  NYSJM. 


f 


ANESTHESIOLOGIST,  BOARD  CERTIFIED.  NEW7  YORK.  NEW  JE  E 
licensure,  available  immediately.  Write:  P.O.  Box  1216,  Fort  Lee  <e' 

Jersey  07024. 


PRACTICES  WANTED 


OPHTHALMOLOGIST,  BOARD  CERTIFIED,  MEDICAL  SCHOOL  AF 
tion,  would  desire  ophthalmic  practice  from  retiring  ophthalmolo  H 
Manhattan  or  immediate  vicinity.  Dept.  316,  c/o  NYSJM. 


ANESTHESIOLOGIST.  BOARD  CERTIFIED.  SEEKS  PARTNERSH  0 
individual  practice.  New  York  and  New  Jersey  license  Dept  21  'c 
NYSJM 


FAMILY  PHYSICIAN  & PEDIATRICIAN  TO  JOIN  10  MAN  GROUP  IN 
South  Central  N.Y.  State,  suburban  area,  near  3 general  hospitals.  Minimum 
guarantee  with  percentage,  fringe  benefits  & opportunities  for  early  partner- 
ship. Call  or  write:  Mr.  Ronald  Brown,  Business  Manager,  Chenango  Bridge 
Medical  Group,  Chenango  Bridge,  N.Y.  (607)  648-4101. 


PRACTICE  WANTED:  GASTROENTEROLOGIST-INTERNIST.  TO!  W 
versity  trained,  staff  of  Mount  Sinai,  New  York  City,  desires  medical  pr  .iw 
and/or  rent  office  space.  East  Side  Manhattan;  X-ravs  preferrable.  spt 
326,  c/o  NYSJM. 
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CELLANEOUS 

— 


IMG  SERVICES:  PAPERS  AND  BOOKS  IN  ALL  MEDICAL  SPECIAL- 
edited  expertly  and  meticulously  according  to  AMA  style.  Rewriting, 
anization,  and  retyping  provided  if  required.  Bibliographies  prepared, 
d service  at  the  most  reasonable  rates.  Free  consultation  and  estimates, 
itrix,  19  Schenck  Ave.,  Great  Neck,  N.Y.  11021.  (516)  482-7670. 


I TICES  AVAILABLE 


1ED:  1-2  G.P.S  TO  RENT  SIX-ROOM.  EQUIPPED  OFFICE  ON 

thoroughfare  near  excellent  hospital.  Take  over  active  practice  on  Rock- 
Centre  vicinity  by  simplv  paving  rent  of  $350  per  month.  Will  introduce. 
I e (516)  766-2956'. 


1 ,RYNGOLOGIST  TO  TAKE  OVER  WELL  ESTABLISHED  PRACTICE 
nffice  equipment.  Modern  apartment;  office  combination  on  rental 
one  or  both.  Near  2 modern,  accredited  hospitals.  Drawing  area 
1 10.  Retiring;  will  stay  on  for  easy  transition.  Archie  L.  Neighbors.  M.D., 
1 uth  Clinton  St.,  Poughkeepsie,  N.Y.  12601.  Call  (914)  452-4252. 


, ESTATE  FOR  SALE  OR  RENT 


[iLE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
nhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
2154. 


i 


i AND  HOME  FOR  SALE  IN  EXCLUSIVE  FOREST  HILLS  GAR- 
(212)  BO  3-5384. 


JiR  MT.  VICINITY:  NEW,  BEAUTIFUL  CHALET  WITH  APPROX. 

s of  land.  3 bedrooms,  2 baths,  sauna,  fireplace  & carpeted.  Full  base- 
st and  garage.  Private  tennis  and  heated  pool.  $47,500.  Also  building 
it  iprox.  5 acres  includes  private  tennis  and  pool;  $9,750.  Phone  weekdays 
a.  746-8530;  weekends  (914)  688-5525. 


t LOPE  AREA,  BROOKLYN,  NEW  YORK:  OFFICE  TO  RENT  OR 
it  full  or  part  time.  Fully  equipped.  Reasonable  rent.  Opportunity  for 
A ge  and  informal  internist’s  association.  Call  (212)  NE  8-2370,  or  write 
e 323,  c/o  NYSJM. 


I LE:  216  ACRE  FARM  LOCATED  ON  SCENIC  CROSSLAKE  IN 
oi  rn  Cayuga  County,  10  minutes  from  Exit  40,  New  York  Thruway,  35 

• s from  Syracuse,  N.Y.  160  acres  tillable;  nice  8 room  house;  new  128  X 
k iluminum  barn;  old  barn  with  silo  and  over  200  feet  lake  frontage.  Ideal 

* eation,  cattle  or  horse  breeding  and  development.  Sacrifice  at  $56,500. 
T ike  30%  down,  balance  10  years  to  responsible  buyer.  Own  your  own 
« resort  or  game  farm.  Phone:  Max  L.  Fox,  M.D.,  (315)  252-3769. 


£ iCHELLE,  N.Y.  LOVELY  PROFESSIONAL  HOME  AND  OFFICE; 
eranean  architecture.  Excellent  professional  and  residential  location, 
e established  as  such  since  1950.  Please  call  (914)  633-8377. 


THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

(A  non-profit  Foundation) 

The  Manhattan  Kidney  Center  of  the  New 
York  Nephrology  Foundation  is  a specialized 
ambulatory  care  facility  which  provides  periodic 
hemodialysis  (artificial  kidney)  treatment  to 
patients  with  chronic  kidney  failure. 

Long-term  treatment  can  be  arranged  for 
kidney  failure  patients,  including  those  patients 
who  are  awaiting  kidney  transplant  and  training 
for  home  dialysis  treatment. 

Temporary  intervals  of  treatment  can  be 
arranged  for  patients  visiting  New  York. 

The  Manhattan  Kidney  Center  is  approved 
by  the  New  York  State  Department  of  Health. 

For  information  call:  (212)  725-5540 

THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

Manhattan  Kidney  Center 
40  East  30th  Street,  New  York,  N.Y.  10016 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT'D 


FOR  RENT:  PROFESSIONAL  SUITE  FORMERLY  OCCUPIED  BY  HIGHLY 
successful  M.D.  Three  examining  rooms,  waiting  room,  business  office, 
private  office,  two  lavatories,  wide  center  hall,  2 ground  floor  entrances,  located 
in  small  professional  building  in  mushrooming  Southern  Dutchess  (IBM) 
County.  Immediate,  fast  growing  practice  assured.  Call  evenings  (914) 
297-9597. 


GARDEN  CITY  ESTATES,  N.Y.,  RENTAL  OR  SALE:  ONE  OF  GARDEN 
City’s  finest  custome  designed  and  detailed  homes  located  on  large,  prime 
plot  within  walking  distance  of  most  everything.  Professional  relocation 
necessitates  offer.  Excellent  location  for  doctor.  For  information,  phone 
(305)  655-3010,  or  write  439  Brazilian  Ave.,  #3,  Palm  Beach,  Florida  33480. 


OFFICE  SPACE,  BEAUTIFUL  BRICK  BLDG.,  1800  SQ.  FT.  AVAILABLE 
in  rapidly  growing,  wealth  suburb  near  N.Y.C.  (Rockland  County).  Ex- 
cellent exposure,  exclusive  site,  not  a professional  bldg,  but  rather  a single 
unit.  Very  active  dental  practice  in  basement.  Great  oppty.  for  pediatri- 
cian, Ob/Gyn,  others.  Write  P.O.  Box  212,  Pomona,  N.Y.  10970. 


■ LE:  LONG  BEACH,  NEW  YORK.  IDEAL  PROFESSIONAL, 

* ‘vel,  2 family  home  on  main  thoroughfare.  Large,  professional,  ground 
^ First  floor  residence  includes  4 bedrooms,  2 baths  and  panelled 
®j  econd  floor  2 bedroom  apartment  rented  at  $300  per  month.  Priced  for 
ate  sale.  Sacrifice.  (516)431-8966. 


FOR  SALE:  TEANECK,  N.J.  PROFESSIONAL  HOME  & OFFICE.  Beau- 
tifully maintained,  all  brick  and  stone  split  level;  spacious  6 room  doctor’s 
suite  with  separate  entrance.  Nine  large  rooms,  4 bedrooms,  3)2  bathrooms, 
central  air  conditioning.  Well  landscaped,  large  corner  plot;  20  minutes  to 
downtown  N.Y.C.  Price  $97,000.  (201)836-1206. 
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First  in  a new  series  of 

medical  forums  — sponsored  by  AMA. 

Confluence  73:  successor  to  AMA’s  popular 
annual  convention. 

Confluence  73:  a whole  new  approach  to  the 
interchange  of  medical  knowledge,  an  intermixing 
of  your  education  and  experience  with  that  of  leading 
medical  researchers  and  experts  covering  a broad 
variety  of  meaningful  and  rewarding  subjects. 


Confluence  73:  spotlight  on  18  challenging 
postgraduate  courses  — 11  of  them  never  offered 
before  by  AMA.  Spotlight  on  stimulating  Joint 
Scientific  Sessions  offering  a rare  opportunity  for 
physicians  in  different  specialties  to  meet  and 
exchange  ideas  on  highly  topical  subjects  — like 
“The  Battered  Child”  and  “Revascularization  of 
the  Ischemic  Myocardium.”  Spotlight  on  special 
demonstration  exhibits  including  urology  and 
cardiopulmonary  resuscitation. 

Confluence  73:  New  York.  June  23-27. 


New  York  Coliseum:  General  Registration,  Scientific  Meetings  & Exhibits 


Advance  Registration 

Please  return  to: 

Circulation  and  Records  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Please  print 

Name  

(each  physician  must  register  in  his  own  name) 


Office  Address 


City/State/Zip  

I am  a member  of  the  AMA  through  the 

State  Medical  Association  or  in  the  following  govern- 
ment service:  


This  form  must  be  returned  before  May  23,  1973.  Your 
Advance  Registration  Card  and  tickets  will  be  sent  to 
you  on  June  7,  unless  you  request  an  earlier  mailing 
date. 


General  Registration 

□ AMA  members  and  their  guests:  no  fee 

□ Non-member  physicians:  $25 

□ Non-member  medical  students:  $10 

□ Guests  of  non-members:  $5 

□ Reservations  for  Scientific  Awards  Dinner 

Tuesday,  June  26/Reception:  6:30  p.m./Dinner:  7:30  p.m. 
Tickets:  $15  each,  payable  in  advance 

My  remittance  of  $ is  enclosed. 

(Make  check  payable  to  American  Medical  Association.) 

Check  must  accompany  registration. 

In  accordance  with  the  AMA  Bylaws,  I hold  active 
membership  in  the  AMA,  and  I wish  to  vote  in  the 
Scientific  Section  I have  checked: 


01 

□ 

Allergy 

24 

□ 

Neurology 

02 

□ 

Anesthesiology 

13 

□ 

Obstetrics 

26 

□ 

Cardiovascular  Diseases 

and  Gynecology 

05 

□ 

Clinical  Pharmacology 

14 

□ 

Ophthalmology 

and  Therapeutics 

15 

□ 

Orthopedic  Surgery 

20 

□ 

Colon  and  Rectal  Surgery 

10 

□ 

Otorhinolaryngology 

03 

□ 

Dermatology 

16 

□ 

Pathology 

04 

□ 

Diseases  of  the  Chest 

17 

□ 

Pediatrics 

07 

□ 

Family  and  General 

18 

□ 

Physical  Medicine 

Practice 

and  Rehabilitation 

11 

□ 

Federal  and  Military 

27 

□ 

Plastic  and 

Medicine 

Reconstructive  Surgei 

06 

□ 

Gastroenterology 

19 

□ 

Preventive  Medicine 

08 

□ 

General  Surgery 

12 

□ 

Psychiatry 

09 

□ 

Internal  Medicine 

21 

□ 

Radiology 

25 

□ 

Neurological  Surgery 

22 

□ 

Urology  s 
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Albany 
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1521 

73-23 

4 per  cent  Tax  on  Self-Employed  Professionals 
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Albany 
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73-27 
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73-29 

New  York  Association  of  Nurse  Anesthetists  Proposed 
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73-30 
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1561 

73-31 
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73-32 
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1524 

73-34 
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1525 

73-36 
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73-37 
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Branch 

1525 

73-38 

Extension  of  Present  Peer  Review  to  go  Beyond  Quality  of 
Patient  Care  to  Professional  and  Ethical  Performances 
in  the  Area  of  Practice 

Rockland 

1477 

73-39 

Annual  Dues  Notice 

Queens 

1591 

73-40 

Revised  Bylaws  Adopted  to  take  Effect  at  Close  of  167th 
Annual  Meeting 

George  T.  C.  Way,  M.D. 

1598 

73-41 

Polling  of  Membership  of  the  Medical  Society  of  the  State 
of  New  York  in  Reference  to  Their  Feelings  Toward 
Abortion  on  Demand 

John  B.  Flynn,  M.D. 

1591 

73-42 

New  Workmen’s  Compensation  Board  Fee  Schedule 

Queens 

1498 

73-43 

Authorization  for  Treatment  of  Patient  in  Workmen’s 
Compensation  Case 

Queens 

1498 

73-44 

Workmen’s  Compensation  Board  Fees  for  Treatment  of 
Higher  Paid  Employees 

Queens 

1499 

73-45 

Workmen’s  Compensation  Board  Hearings 

Queens 

1499 

73-46 

Fees  for  Treatment  of  Multiple  Injuries  in  Workmen’s 
Compensation  Board  Cases 

Queens 

1499 

73-47 

Discrepancy  in  Reimbursement  for  Part  B Medicare 
Services 

St.  Lawrence 

1492 

73-48 

Cutback  in  Regional  Medical  Programs 

Nassau 

1561 

73-49 

Regional  Laboratory  Service  for  Diagnosis  of  Gonorrhea 
and  Syphilis 

Broome 

1563 

73-50 

Medical  Care  in  Deprived  Areas  in  New  York  State 

Bronx 

1563 

73-51 

Restoration  of  Original  Medicaid  Fees 

Albany 

1492 

73-52 

Malpractice  Premiums  and  Income  Levels 

Queens 

1592 

73-53 

Prohibition  of  Releasing  the  Dollar  Amount  of  Coverage 
by  any  Physician  or  Agent  of  Medical  Society  of  the 
State  of  New  York  Pending  Study  by  MSSNY  as  to  Im- 
plication Upon  its  Programs. 

Bronx 

1592 

73-54 

Amendment  to  Bylaws  Regarding  Creation  of  a New  Class 
of  Membership  for  Medical  Students 

Seventh  District 
Branch 

1595 

73-55 

Polling  of  Membership  of  the  Medical  Society  of  the  State 
of  New  York  in  Reference  to  Their  Feelings  Toward 
Abortion  on  Demand 

John  M.  Stirna,  M.D. 

1591 

73-56 

Polling  of  Membership  of  the  Medical  Society  of  the  State 
of  New  York  in  Reference  to  Their  Feelings  Toward 
Abortion  on  Demand 

Anthony  F.  Fragola,  M.D. 

1591 

73-57 

Polling  of  Membership  of  the  Medical  Society  of  the  State 
of  New  York  in  Reference  to  Their  Feelings  Toward 
Abortion  on  Demand 

Louis  A.  Avallone,  M.D. 

1591 

73-58 

Medical  Student  Membership  in  County  Society 

Seventh  District  Branch 

1593 

73-59 

Introduction  of  Resolutions 

Third,  Fourth,  and  Ninth 
District  Branches 

1598 

73-60 
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Kings 

1525 

73-61 

Physician  Staff  Appointments  Dependent  Upon  His 
Having  Professional  Liability  Coverage 

Bronx 

1477 

73-62 

The  American  Hospital  Association’s  “Bill  of  Rights  For 
Hospital  Patients” 

Kings 

1478 

73-63 

Approval  of  Proprietary  Home  Applications 

Queens 

1564 

73-64 

Committee  for  Collective  Representation,  Action  and 
Negotiation  on  Behalf  of  Hospital  Staff  Physicians 

Kings 

1478 

73-65 

Medicaid  Eligibility  Income  Standards 

Kings 

1492 

73-66 

Subscription  to  “City  Record” 

Kings 

1526 

73-67 

Practice  of  the  Profession  of  Medicine  by  Hospital  Cor- 
porations 

Kings 

1526 

73-68 

Legislation  re:  Repeal  of  Article  44  of  the  Public  Health 

Law 

Kings 

1526 

73-69 

Use  of  Triplicate  Prescriptions 

Kings 

1519 

73-70 

Regional  Medical  Programs 

Thomas  Bumbalo,  M.D. 

1562 

73-71 

Restitution  of  Autopsy  Requirement  for  Accreditation  of 
Hospital  and  Training  Programs 

Queens 

1478 

73-72 

Establishment  of  Division  on  Insurance 

George  T.  C.  Way,  M.D. 

1593 

73-73 

Unfair  New  York  City  Taxes  on  Members  of  Medical  Pro- 
fession 

Kings 

1521 

73-74 

Triplicate  Prescriptions 

Bronx 

1520 

73-75 

Triplicate  Prescriptions 

Kings 

1520 

73-76 

Change  in  Medicaid 

Bronx 

1493 

73-77 

Bus  Safety 

Nassau 

1523 

73-78 

Pediatric  Nurse  Practitioners 

Nassau 

1564 

73-79 

Voluntary  Community  Hospital  Pressure  Upon  Medical 
Staff  for  Contributions 

Nassau 

1479 

73-80 

Bus  Safety 

Broome 

1524 

73-81 

Elimination  of  District  Branches 

Thomas  F.  McCarthy,  M.D. 

1596 

73-82 

Opposition  to  the  Concept  of  a Physicians  Union 

John  L.  Clowe,  M.D. 

1479 

73-83 

Medicaid  Action  to  Mandate  Use  of  Generic  Prescriptions 

Queens 

1493 

73-84 

Exclusion  of  Regional  Medical  Programs  From  Federal 
Budget 

Suffolk 

1562 

73-85 

Tripartite  Division  of  MSSNY  Offices 

First  District  Branch 

1593 

73-86 

Demise  of  Regional  Medical  Programs 

Allegany 

1562 

73-87 

Reestablishment  of  Compulsory  Membership  in  AMA 

Thomas  F.  McCarthy,  M.D.,  and 
Arthur  Diedrick,  M.D. 

1596 

73-88 

American  Medical  Association  Membership  in  the  World 
Medical  Association 

Gerald  D.  Dorman,  M.D. 

1593 

73-89 

Student  Membership  Section 

Charles  D.  Sherman,  Jr.,  M.D. 

1596 

73-90 

Federal  Funding  of  Medical  Research 

Queens 

1527 

73-91 

Objection  by  New  York  State  Society  of  Orthopaedic 
Surgeons  to  Promulgation  of  Relative  Value  Scale  on 
Orthopaedic  Surgery 

Frederick  L.  Liebolt,  M.D. 

1499 

73-92 

Establishment  of  Universal  Standard,  or  Master  Form  for 
Physician’s  Reports  to  Third  Parties 

William  J.  McAuliffe,  M.D. 

1501 

73-93 

Opposition  to  the  Concept  of  Withholding  Medical 
Services 

John  L.  Clowe,  M.D. 

1479 

73-94 

Disapproval  of  Drug  Substitution 

Cattaraugus 

1564 

73-95 

Memorial  Resolution  for  Maximin  D.  Touart,  M.D. 

Westchester 

1355 

73-96 

To  Improve  Medical  Care  in  Rural  and  Disadvantaged 
Areas 

Charles  D.  Sherman,  Jr.,  M.D. 

1563 

73-97 

Work  to  End  the  “Doctor  Draft” 

Charles  D.  Sherman,  Jr.,  M.D. 

1565 

73-98 

To  Restore  Medical  Education  Funding 

Charles  D.  Sherman,  Jr.,  M.D. 

1565 

73-99 

To  Increase  the  Percentage  of  Minority  and  Women  Physi- 
cians in  the  House  of  Delegates 

Charles  D.  Sherman,  Jr.,  M.D. 

1565 

73-100 

Establishment  of  Revised  Legislative- Alert  System 

Warren 

1527 

73-101 

Emergency  Medicine  Session 

John  F.  Spring,  M.D. 

1450 

73-102 

Section  on  Emergency  Medicine  in  the  American  Medical 
Association 

Edward  W.  Gilmore,  M.D. 

1450 

'3-103 

Creation  of  a District  Branch  at  Large  to  be  Composed  of 
Medical  Students 

George  T.  C.  Way,  M.D. 

1597 

'3-104 

Triplicate  Prescriptions 

Eighth  District  Branch 

1520 

3-105 

Hurricane  Agnes 

Irving  G.  Frohman,  M.D. 

1598 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  24  through  28,  1974 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  24  through  WEDNESDAY,  FEBRUARY  27 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15, 1973 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Thomas  S.  Bumbalo,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  James 
J.  Quinlivan,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


Minutes  of  the 
Annual  Meeting* 


House  of  Delegates 


February  11  through  15,  1973 


The  167th  Annual  Meeting  of  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  convened  at  the  Americana 
Hotel,  Seventh  Avenue  and  52nd  Street,  New  York  City,  on  Sun- 
day, February  11,  1973  at  10:00  a.m.  and  2:00  p.m.;  on  Tuesday, 
February  13,  1973,  at  2:00  p.m.;  on  Wednesday,  February  14, 
1973,  at  9:00  a.m.  and  2:00  p.m.;  and  on  Thursday,  February  15,, 
1973,  at  9:00  a.m.;  George  T.  C.  Way,  M.D.,  Speaker;  Samuel 
Wagreich,  M.D.,  Vice-Speaker;  Carl  Goldmark,  Jr.,  M.D.,  Secre- 
tary; Joseph  G.  Zimring,  M.D.,  Assistant  Secretary. 


Opening  Proceedings. 

Invocation  and  National  Anthem 

. . . Speaker  Way  introduced  the  Reverend  M.  Law- 
rence Snow,  Ph.D.,  Rector,  Community  United  Meth- 
odist Church,  Poughkeepsie,  who  gave  the  invocation. 
This  was  followed  by  the  National  Anthem  . . . 

Report  of  Reference 
Committee  on  Credentials 

. . . Joseph  F.  Shanaphy,  M.D.,  chairman  of  the 
Committee  on  Credentials,  reported  that  180  delegates 
were  registered;  Secretary  Goldmark  reported  that  a 
quorum  was  present.  Speaker  Way  then  declared  the 
167th  session  of  the  House  of  Delegates  open  for  the 
transaction  of  business  . . . 

Memorial  Tribute 

. . . Speaker  Way  read  the  names  of  the  deceased 
members  of  the  House  of  Delegates,  as  follows: 

Broome  County:  Steven  A.  Mazar,  county  delegate 

1950. 

Chemung  County:  Ross  E.  Hobler,  county  delegate 
1956  and  1957. 

Erie  County:  Edward  D.  Cook,  delegate  of  the  Sec- 
tion on  Medicine  1953  and  1956  Porter  A.  Steele,  coun- 
ty delegate  1946,  1947,  and  1948. 

Kings  County:  George  E.  Anderson,  delegate  of  the 

*A  verbatim  copy  of  the  Proceedings  of  the  House  of  Dele- 
I gates  is  on  file  at  the  Headquarters  Office  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  11040. 


Section  on  Medicine  1946,  county  delegate  1949  to  1964 
inclusive. 

Monroe  County:  Edward  T.  Wentworth,  county  del- 
egate 1933  to  1937,  councilor  1938  to  1941  inclusive, 
trustee  1949  to  1951,  president  elect  1952,  president 
1953,  past  president  1954  to  1972  inclusive. 

New  York  County:  Edward  Percy  Eglee,  county  del- 
egate 1945  to  1948  inclusive  David  Lyall,  county  dele- 
gate 1947,  1948,  1951,  and  1961  to  1966  inclusive. 

Oswego  County:  John  F.  Burden,  county  delegate 

1943. 

Steuben  County:  Maynard  W.  Gurnsey,  county  del- 
egate 1955  to  1963  inclusive. 

Suffolk  County:  Richard  M.  Arkwright,  county  del- 
egate 1955  and  1957. 

Yates  County:  William  G.  Roberts,  county  delegate 
1950  to  1957  inclusive,  and  1972. 

. . . The  House  of  Delegates  rose  and  stood  for  a mo- 
ment of  silence  in  memory  of  their  departed  confreres 

. . . The  following  memorial  resolution  was  unani- 
mously adopted  by  the  House: 

73-95.  Maximin  D.  Touart,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS,  Maximin  D.  Touart,  M.D.  died  on  Au- 
gust 15,  1972;  and 

WHEREAS.  Doctor  Touart  was  in  the  practice  of 
medicine  over  fifty  years  with  many  years  of  service 
to  various  New  York  City  Hospitals,  including  Har- 
lem, Red  Cross  (later  Reconstruction  Hospital),  St. 
Luke’s  and  French;  and 
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WHEREAS,  Doctor  Touart  was  a member  of  the 
original  group  which  conceived,  built  and  developed 
Doctors  Hospital  and  the  founder  of  Community 
Medical  Care,  Inc.,  one  of  the  two  corporations  which 
merged  to  form  United  Medical  Service,  Inc.,  the 
Blue  Shield  Plan;  and 

WHEREAS,  Doctor  Touart  was  untiring  in  his  ef- 
forts to  further  the  ideals  of  medicine  exemplifying 
his  strong  devotion  to  the  profession  and  community; 
now  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  express  its 
profound  sorrow  on  the  passing  of  Doctor  Maximin 
D.  Touart,  and  be  it  further 

Resolved,  That  this  resolution  be  published  in  the 
minutes  of  this  meeting  and  a copy  be  sent  to  his 
family  as  an  expression  of  sympathy  and  condolence, 
and  of  the  esteem  held  by  his  colleagues  in  this 
House  of  Delegates. 

Introduction  of  New  Delegates 

. . . Speaker  Way  introduced  the  following  new  dele- 
gates who  were  applauded  by  the  House: 

County  Delegates 

Charles  D.  Bauer,  Dutchess 
Charles  J.  Barranco,  Jr.,  Cattaraugus 
Wallace  C.  Bedell,  Dutchess 
Bernard  H.  Berson,  Rockland 
Frank  J.  Bolgan,  Erie 
Vernal  G.  Cave,  Kings 
Susan  E.  Hanson,  Monroe 
Hans  W.  Leeds,  Greene 
Albert  B.  Lowenfels,  Westchester 
Robert  W.  McLaughlin,  Yates 
Roderick  A.  McLean,  Onondaga 
Robert  C.  McVeigh,  Monroe 
Ernest  Michaelson,  Nassau 
Michael  Moldovan,  Tioga 
John  D.  Mountain,  Nassau 
Robert  J.  O’Connor,  Richmond 
Frederick  G.  Peckh  , Jefferson 
Donald  S.  Raines,  Monroe 
Robert  H.  Randles,  Albany 
Francis  S.  Reilly,  Schoharie 
Joseph  Y.  Roberts,  Schuyler 
Philip  R.  Roen,  New  York 
Ann  M.  Shearman,  New  York 
Dorothy  L.  Trice,  Kings 
William  A.  Shyland,  Rensselaer 

Section  Delegates 

Seymour  Fiske,  Space  Medicine 
Francis  J.  Gilroy,  Ophthalmology 
Moe  Goldstein,  Pediatrics 

Mathew  H.  M.  Lee,  Physical  Medicine  and  Rehabili- 
tation 

John  J.  A.  Lyons,  Preventive  Medicine  and  Public 
Health 

Perrin  B.  Snyder,  Urology 
Medical  School  Delegates 

. . . Speaker  Way  stated:  For  the  first  time,  we  have 
official  delegates  from  the  medical  schools  in  New  York 
State  as  follows: 

Saverio  S.  Bentivegna,  New  York  Medical  College 


Edward  C.  Curnen,  Jr.,  Columbia  University  College 
of  Physicians  and  Surgeons 
Sherman  Kupfer,  Mount  Sinai  School  of  Medicine 
Walter  F.  Leavell,  State  University  of  New  York  Up- 
state Medical  Center  at  Syracuse 
Jack  Richard,  Cornell  University  Medical  College 
Morris  Rubin,  Albert  Einstein  College  of  Medicine 
Edward  W.  Saward,  University  of  Rochester  School 
of  Medicine  and  Dentistry 

*William  J.  Staubitz,  State  University  of  New  York 
at  Buffalo 

**Julius  E.  Stolfi,  State  University  of  New  York 
Downstate  Medical  Center  at  Brooklyn 
Anthony  P.  Tartaglia,  Albany  Medical  College 
William  C.  Taylor,  New  York  University  School  of 
Medicine 

Tamarath  Yolles,  State  University  of  New  York  at 
Stony  Brook 

Medical  Student  Representatives 

. . . Speaker  Way  announced  that  for  the  first  time  we 
have  with  us  an  official  representative  from  each  of  the 
twelve  medical  school  student  bodies. 

. . . The  House  applauded. 

Approval  of  Minutes  of  1972  Meeting 

. . . The  minutes  of  the  February,  1972,  session  were 
approved  as  published  in  the  June  1,  1972,  issue  of  the 
New  York  State  Journal  of  Medicine  . . . 

Reference  Committees 

. . . Speaker  Way  announced  that  the  reference  com- 
mittees for  the  1973  House  of  Delegates  were  as  follows: 

Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 

Edward  A.  Barrett,  Orleans 

Jeff  Joseph  Coletti,  Nassau 

Walter  F.  Harrison,  Jr.,  Warren 

Oma  H.  Price,  New  York 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Building 

Jason  K.  Moyer,  Broome,  Chairman 
Moe  Goldstein,  Queens 
Frederic  W.  Holcomb,  Jr.,  Ulster 
Saul  Zucker,  Bronx 
Thomas  D.  Pemrick,  Rensselaer 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Medical  Care  Insurance 
Occupational  Health 
Workmen's  Compensation 

*has  served  as  a section  delegate 
**has  served  as  a county  delegate 
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Foundations 

Interspecialty 

Marcelle  T.  Bernard,  Bronx,  Chairman 
Frank  J.  Bolgan,  Erie 
John  Lee  Clowe,  Schenectady 
Charles  A.  Gwynn,  Onondaga 
Daniel  Friedman,  Suffolk 

Standards  of  Medical  Care 

Ethics 

Hospital  and  Professional  Relations 
Hospital-Based  Physicians 
Nursing  and  Allied  Health  Professions 
Peer  Review  Mechanisms 
Richard  D.  H.  Flaherty,  Dutchess,  Chairman 
Herbert  A.  Laughlin,  Chautauqua 
George  G.  McCauley,  Tompkins 
Roderick  A.  McLean,  Onondaga 
James  R.  Nealon,  New  York 

Public  Health  and  Education 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Audio-Visual  Aids 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Disaster  Medical  Care 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Family  Physicians 

Forensic  Medicine 

Health  Care  Technology 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Liaison  with  Deans  of  Medical  Schools  and  Directors 
of  Regional  Programs 
Quackery 

Katherine  L.  Friedmann,  Westchester,  Chairman 

Milton  Rosenberg,  Patchogue 

Julius  Stolfi,  Kings 

Samuel  H.  Madell,  New  York 

Scientific  Activities  and  Publications 

Journal 
What  Goes  On 
Archives 
Prize  Essays 
Convention 

Physician's  Placement 
District  Branches 
Publications 
Library 


Robert  E.  Westlake,  Onondaga,  Chairman 

Ernest  Michaelson,  Nassau 

Donald  S.  Raines,  Monroe 

William  A.  Schwarz,  Kings 

Robert  B.  Wallace,  Oneida 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 
Federal  Legislation 
State  Legislation 
Public  Relations 

Advisory  to  the  New  York  State  Chapter,  American 
Medical  Assistants  Association 
Robert  J.  O’Connor,  Richmond,  Chairman 
Wallace  C.  Bedell,  Dutchess 
Rodman  D.  Carter,  Otsego 
John  J.  A.  Lyons,  Albany 
Alfred  L.  George,  Genesee 

Organization,  Policies,  and  Legal  Matters 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
Legal  Counsel 
Judicial  Council 

Constitution  and  Bylaws  (Council  Committee) 

New  York  Delegation  to  AM  A 
Research  and  Planning 

Ad  Hoc,  To  Study  Participation  of  Medical  Stu- 
dents in  MSS  NY 

Ad  Hoc,  To  Study  Professional  Medical  Liability 
Insurance 

Ad  Hoc,  To  Meet  with  New  York  State  Podiatry 
Society 

Ad  Hoc,  To  Study  New  York  State  Institute  for 
Research  and  Development  in  Health  Care 
M.  Theodore  Tanenhaus,  Kings,  Chairman 
Tiffany  Lawyer,  Jr.,  Bronx 
Walter  F.  Leavell,  Onondaga 
Ralph  E.  Schlossman,  Queens 
Charles  D.  Sherman,  Jr.,  Monroe 

Sargeant  at  Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 

Irwin  Felsen,  Allegany 

John  A.  Kalb,  Broome 

Philip  Miles  Standish,  Ontario 

Garrett  W.  Vink,  Putnam 

Tellers 

Maurice  J.  Elder,  St.  Lawrence,  Chairman 
Francis  J.  Loperfido,  Bronx 
William  C.  Stein,  Jr.,  Niagara 
Robert  C.  Webster,  Monroe 
Lawrence  Ames,  Kings 


Referral  of  Reports,  Supplementary 
Reports,  and  Resolutions 

. . . On  motion  of  Secretary  Goldmark,  the  reports 
and  supplementary  reports  of  officers,  trustees,  com- 
missions, committees,  and  district  branches,  both  pub- 
lished and  distributed,  and  resolutions  as  distributed 
were  referred  to  the  appropriate  reference  committee 
without  reading. 
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Addresses  to  the  House 

President  of  the  American  Medical 
Association* 

. . . Speaker  Way  introduced  C.  A.  Hoffman,  M.D., 
President  of  the  American  Medical  Association.  Dr. 
Hoffman  addressed  the  House  as  follows: 

It  is  a real  pleasure  to  be  with  you,  and  in  fact,  it  is  a 
sort  of  vacation.  In  the  past  six  days,  before  I came 
here  Sunday,  I had  been  to  six  different  cities,  and  to 
come  here  for  four  days  and  meet  with  some  of  my  old 
friends  and  attend  reference  committees,  and  I have 
even  been  invited  to  attend  one  of  the  caucuses,  is  a 
tremendous  pleasure.  I have  enjoyed  it  so  very,  very 
much. 

It  is  always  good  to  be  with  my  old  friend,  Dr.  Henry 
I.  Fineberg,  one  of  the  finest  executives  I know  of,  and 
I cannot  help  but  mention  that  he  has  a great  staff, 
Guy  Beaumont  and  J.  Richard  Burns,  are  both  out- 
standing individuals. 

When  I was  honored  by  being  asked  to  speak  to  this 
group,  I was  told  to  speak  about  the  AMA  and  the  ad- 
vantage of  membership.  But,  I am  going  to  take  the 
perogative  of  a speaker  and  speak  on  two  or  three  other 
subjects  which  are  close  to  my  heart. 

In  1967,  we  had  an  emotional  statement  made  by 
President  Lyndon  B.  Johnson,  in  his  last  year,  that  we 
needed  50,000  more  physicians  over  the  next  four  or 
five  years.  It  immediately  became  a tremendous  emo- 
tional cry,  for  more  physicians,  more  paramedical  per- 
sonnel, to  expand  the  role  of  the  nurses,  to  expand  the 
role  of  the  new  so  called,  “Physicians’  Assistants.” 
Now,  I and  all  of  us  strongly  believe  in  the  expanded 
role  of  the  nurse.  In  fact,  I often  think  that  many  of  us 
really  do  not  use  the  nurse  to  the  greatest  advantage. 
I often  say  that  I cannot  practice  without  my  nursing 
staff,  and  I am  often  asked  how  I can  be  away  from  the 
office  so  long.  I have  three  great  associates,  but  also 
have  an  outstanding  staff  of  nurses  who  treat  many  of 
my  patients  under  my  supervision,  and  I cannot  give 
them  too  much  credit. 

For  many  years,  of  course,  the  AMA  and  the  medical 
profession  have  done  everything  within  their  power  to 
expand  the  number  of  high  quality  hospitals  in  this 
country,  from  76  in  1949  to  180  at  this  time,  and  five 
new  hospitals  will  open  this  year.  Along  with  the  cry, 
for  more  physicians,  more  medical  personnel,  and 
paramedical  personnel,  we  also  had  a cry  for  shortening 
of  our  medical  education.  We  have  seen  our  educa- 
tional requirements  drop  from  eight  years  with  a year 
of  internship,  and  many  schools  now  are  giving  medical 
education  of  five  and  six  years;  one  school  has  two 
years  of  pre-med  and  three  years  of  medicine.  There  is 
a school  in  Florida  which  is  offering  a degree  in  medi- 
cine after  18  months  of  study  for  those  with  a degree  in 
science  or  engineering.  I have  been  around  the  country 
and  the  world  in  the  last  year  or  so  studying  the  prob- 
lems, and  it  appears  to  me  that  in  England,  Russia, 
and  Sweden,  they  all  have  no  intention  of  lowering  the 
length  of  medical  education.  In  Russia,  they  increased 
the  length  of  medical  education  two  years  ago  from  six 
to  seven  years.  So,  wherever  I went,  I heard  no  ques- 

*Dr.  Hoffman  addressed  the  House  at  the  Wednesday  after- 
noon session 


tion  of  shortening  medical  education.  When  I met 
with  the  President  of  the  Swedish  Medical  Association, 
Dr.  Carl  Bloom,  I recall  very  well,  I said  to  him  as  I 
was  leaving,  “Carl,  what  is  your  real  worry  about  the 
future  of  medicine  in  Sweden?”  This  is  a country 
which,  of  course,  has  socialized  medicine,  and  the  phy- 
sicians there  are  esteemed  and  functioning  in  private 
practice.  He  said,  “My  greatest  fear  is  that  govern- 
ment, in  attempting  to  control  medicine  more  and 
more,  will  shorten  the  length  of  medical  education,  and 
therefore,  lower  the  quality.”  He  even  suggested  there 
should  be  some  international  group  to  study  the  length 
of  medical  education,  and  to  hold  it  to  what  it  was. 

Again,  I cannot  help  but  feel,  that  we  are  already  so- 
cialized to  a large  extent.  When  I started  my  practice 
of  medicine,  it  was  rare  to  see  a patient  without  medi- 
cal care  coverage.  I told  the  group  in  Sweden,  and  in 
England  at  a press  conference,  that  we  are  already  so- 
cialized with  our  Medicare,  Medicaid,  and  our  tremen- 
dous industrial  groups  which  are  all  over  the  country. 
Medicine  today  is  really  not  the  problem  in  health 
care  that  it  was,  of  course,  fifteen  or  twenty  years  ago. 
I recall  so  well,  when  I was  President  of  the  Huntington 
Chamber  of  Commerce  about  1953,  one  of  the  speakers 
at  one  of  our  conferences  was  Dr.  Stewart,  President  of 
the  University  of  West  Virginia.  He  made  this  state- 
ment, “The  time  is  coming  when  we  will  not  need  as 
many  physicians  to  the  ratio  of  people  as  in  the  past. 
We  have  almost  all  the  diseases  conquered,  we  have 
an  excellent  highway  system,  so  we  do  not  need  as 
many  physicians  to  the  ratio  of  our  people.”  Well,  of 
course,  he  was  wrong.  He  did  not  see  deep  enough  into 
the  crystal  ball.  He  did  not  see  that  people  are  living 
longer,  and  if  they  are  living  longer,  they  need  more 
medical  care.  As  you  know,  between  1960  and  1970, 
we  had  an  increase  in  our  population  of  12  per  cent  and 
an  increase  of  those  over  65  by  20  per  cent  and  those 
over  75  of  37.1  per  cent.  He  also  did  not  foresee  the 
advent  of  prepaid  medical  care,  the  third  party  insur- 
ance payer  and  so  on.  So,  he  was  completely  wrong. 

I was  speaking  to  a group  of  legislators  and  physi- 
cians and  so  on  in  Warsaw  just  a little  while  ago  and 
the  question  of  having  a sufficient  number  of  physi- 
cians came  up,  and  one  legislator  got  up  and  made  this 
statement,  “I  cannot  understand  how  you  can  talk 
about  having  a sufficient  number  of  physicians  when 
we  have  problems  in  our  country  of  getting  physicians 
in  our  various  areas.”  I answered,  “If  we  have  100,000 
more  physicians  tomorrow  morning,  we  will  still  have 
the  same  problems  tomorrow  night  in  distribution  and 
usage.  I would  like  to  recall  a statement  which  was 
made  to  me  by  Enoch  Powell,  a Member  of  Parliament 
and  one  of  the  designers  of  the  health  scheme  in  En- 
gland, who  said  to  me,  “You  know,  when  I became 
Minister  of  Health  in  1961,  I was  horrified  at  the  long 
waiting  list  to  have  something  done  electively.  You 
can  wait  for  a year  and  a half  to  have  a hernia  done 
and  so  on,  but  after  two  or  three  years,  I realized  that 
this  had  to  be.”  He  then  made  the  statement,  which  I 
think  is  very,  very  important,  that  “Whenever  you 
have  a service  which  is  available  to  people,  you  must 
have  at  least  one  or  two  controls,  either  monetary  or  a 
waiting  list.”  So,  I think,  we  have  in  this  country 
here,  a tremendous  future  because  it  is  available  to  the 
people  in  most  cases  and  the  controls  are  not  there. 
So,  if  we  have  100,000  more  physicians,  or  150,000 
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more  physicians,  we  will  still  have  the  same  problem. 
Having  more  physicians  is  not  the  answer. 

I would  like  also  to  make  another  comment  regarding 
medical  education.  I was  privileged,  at  the  same 
meeting  in  Warsaw,  to  present  a plaque  to  Dr.  Dietz, 
who  had  been  teaching  anatomy  for  53  years  and  is  still 
teaching  at  Marquette.  Dr.  Dietz  made  this  state- 
ment, regarding  medical  education.  He  said,  “What  we 
are  losing  now  are  the  cultures  of  the  physician.  There 
is  so  much  more  to  learn  and  trying  to  implement  this 
plan  to  shorten  the  length  of  time  is  wrong.  It  takes 
maturity  to  make  a good  physician.  A physician  needs 
experience  and  exposure  to  socio-economic  problems 
and  the  humanities.”  I have  had  nine  years  of  school- 
ing, because  I was  a pharmacist  first,  but  even  I missed 
not  having  the  opportunity  of  learning  more  about  the 
humanities,  philosophy,  and  so  on.  I think  these  are 
the  factors  that  make  a physician  an  outstanding  phy- 
sician. 

We  have  seen  the  internship  drop  of  course,  and  I 
doubt  whether  this  is  good.  We  have  seen  the  combin- 
ing of  the  last  year  of  pre-medicine  and  the  first  year  of 
medicine  and  so  on.  I contend  that  the  world  as  a 
whole  looks  to  us  as  having  the  highest  quality  of  medi- 
cine in  the  world,  and  I sincerely  hope  that  we  will 
keep  it  that  way. 

I am  a great  believer  in  change,  but  not  change  for 
the  sake  of  change.  I think  we  should  not  listen  to  the 
emotional  cry  because  we  know  what  we  want.  Maybe 
we  should  take  a lesson  from  the  dentists.  They  have 
not  been  in  a big  hurry  to  make  changes.  Maybe  we 
should  take  a lesson  from  the  laborers.  They  have  not 
been  in  a hurry  to  make  changes  in  the  training  of  an 

(electrician  or  a bricklayer.  They  have  gone  about  their 
way  of  just  keeping  their  quality  in  their  particular 
craft  high.  Maybe  we  should  take  a lesson  from  them. 
So,  I hope  that  we  will  continue  to  think  about  medi- 
cine, not  in  numbers,  not  in  an  assembly  line,  but  in 
terms  of  high  quality,  very,  very  high  quality,  because 
we  are  always  going  to  have  a shortage  of  physicians  as 
long  as  we  have  our  present  affluent  economy  with 
most  coverages  being  offered  to  the  people. 

Now,  I wanted  to  make  a comment  on  physicians’ 
assistants.  As  you  know,  the  AMA  is  very  much  dis- 
turbed about  the  physicians’  assistants  program,  and  we 
have  been  working  with  the  National  Examining  Board 
to  try  to  develop  an  examination  from  that  level.  I 
happened  to  be,  Saturday  night,  with  the  chairman  of 
the  National  Examining  Board  and  he  is  very  much  dis- 
turbed about  how  they  are  going  to  handle  this.  But,  I 
cannot  help  but  think  again  about  what  is  happening 
in  the  foreign  countries.  The  physician’s  assistant  in 
Russia  is  being  phased  out  after  250  years.  They 
started  as  a second  level  of  quality  care  to  the  peasants 
of  Russia.  Right  now,  they  are  not  being  used  at  all  in 
the  community  hospitals  in  the  cities.  They  are  being 
used  to  drive  ambulances  only  and  in  a few  isolated 
areas  to  bring  care  under  the  direction  of  a physician  at 
some  central  point.  I was  in  Gallup,  New  Mexico,  this 
last  week,  and  I visited  a health  center  down  there.  A 
physician  I met  was  probably  talking  about  nurse  prac- 
titioners, not  physicians’  assistants,  but  I also  saw  the 
same  thing  happen  in  other  places  with  physicians’  as- 
sistants. He  said  he  had  five  female  nurse  practition- 
ers and  three  male  nurse  practitioners  and  the  nurse 
practitioners  did  complete  examinations,  including  pel- 


vic examinations,  on  females  and  he,  himself,  saw  less 
than  five  per  cent  of  the  patients  who  came  into  the 
clinic.  I do  not  think  this  is  good  medicine. 

I recall  Dr.  Carl  Wasserman,  and  many  of  you  know 
him,  and  this  was  not  said  in  confidence  because  this  is 
on  the  record  and  was  said  before  our  Commission  on 
Malpractice,  where  there  were  observers  present.  He 
became  very  disturbed  and  said,  “I  feel  very  guilty 
about  the  part  I had  to  play  in  the  development  of  the 
physicians’  assistants  program.  I expect  I was  respon- 
sible for  it.”  Last  week,  I found  something  which  dis- 
turbed me  even  more.  We  have  about  3,500  employees 
in  the  Cleveland  clinic  and  they  must  have  examina- 
tions yearly  and  there  are  pre-employment  examina- 
tions. I found  that  men  physicians’  assistants,  were 
doing  all  of  the  examinations,  including  pelvic  exami- 
nations of  all  the  new  women  in  pre-employment.  If  I 
know  legislators,  and  I think  I do  having  been  on  the 
West  Virginia  licensing  board  for  a number  of  years, 
one  of  these  days— when  the  physicians’  assistants  get 
strong  enough,  and  they  are  not  strong  now  in  this 
country,  we  have  about  100  schools  of  questionable 
quality,  some  good,  some  bad — these  people  are  going  to 
be  licensed  and  once  licensed,  they  are  going  to  be 
practicing  medicine. 

So,  I would  like  to  say  to  you,  we  cannot  afford  to 
have  a second  level  of  health  care  in  this  country,  and  I 
feel  that  this  matter  of  physicians’  assistants,  which  is 
again  one  of  the  results  of  our  emotional  cry  of  a few 
years  ago,  will  be  a boomerang  to  the  medical  profes- 
sion one  of  these  days. 

I suppose  I would  like  to  say  something  now  about 
the  American  Medical  Association,  at  least  this  is  what 
I was  told  or  asked  to  talk  to  you  about.  I would  like 
to  remind  you  that  we  have  a meeting  in  the  Princess 
Ballroom  this  afternoon,  between  one  and  seven  o’clock, 
at  which  will  be  16  top  staff  men  to  answer  ques- 
tions of  any  physician,  whether  or  not  you  are  a mem- 
ber of  the  Association  or  not.  We  would  like  very 
much  to  have  the  interns,  residents,  and  students 
there,  of  course,  and  I hope  to  have  a good  turnout  be- 
cause I am  sure  that  there  are  many  questions  to  be 
answered. 

When  I talk  about  the  American  Medical  Associa- 
tion, I could  talk  about  a good  many  things.  I could 
tell  you  that  95  per  cent  of  our  budget  goes  to  improv- 
ing health  care,  the  health  care  of  the  American  peo- 
ple. I could  talk  about  the  registry  review  committees 
which  keep  track  of  all  money  paid  for  registeries.  I 
could  talk  about  the  seventy  odd  councils  and  com- 
mittees of  seven  hundred  physician  members  working 
without  financial  remuneration  and  usually  on  week- 
ends. As  one  physician  told  me  one  time,  “You  do  not 
have  to  be  an  atheist  to  be  with  the  AMA,  but  it  al- 
ways helps  because  the  meetings  are  always  on  a week- 
end and  we  do  not  get  to  church.  These  men  are  your 
physicians,  your  representatives,  and  many  of  them  are 
in  this  room  here  and  are  tremendous  in  their  work. 
Whom  do  we  look  to  when  looking  for  a member 
of  the  Malpractice  Committee?  I recommended  Carl 
Goldmark,  Jr.,  who  has  been  tremendous,  because  I 
look  to  New  York.  For  the  Health  Care  Financing 
Committee,  whom  did  we  look  to?  I asked  for  the  ap- 
pointment of  Ralph  S.  Emerson,  who  has  been  tremen- 
dous. 

These  men  really  give  of  their  time,  and  we  should 
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remember  this,  that  the  AMA  is  constantly  working  for 
the  good  of  the  people. 

I cannot  help  but  mention  malpractice,  because  I 
saw'  the  very  informative  audio-visual  presentation  yes- 
terday, and  I heard  the  remarks  made  at  the  reference 
committee.  I realize  that  you  are  not  going  to  have  a 
premium  increase  this  year.  I was  told  this,  and  why? 
Because  the  carrier  has  been  able  to  pick  up  8 per  cent 
of  the  cost.  They  have  been  able  to  lower  the  cost 
through  investment  income,  through  lower  operating 
costs,  and  so  on.  I think  this  is  good  and  a great  deal 
of  credit  must  be  given  to  your  ad  hoc  committee. 
This  is  one  place  where  I can  stand  up  and  be  proud 
because  the  American  Medical  Association  is  actually 
the  one  which  has  changed  the  entire  picture  of  the 
malpractice  principle  in  this  country.  Four  years  ago, 
when  we  took  over  this  problem,  we  could  not  even  talk 
to  a carrier,  and  this  past  summer,  in  West  Virginia, 
we  had  three  carriers  come  to  us  who  wanted  our  busi- 
ness. Right  now,  practically  every  state  in  the  country 
has  its  own  program  at  work  because  we  certainly  have 
let  the  insurance  companies  know  there  is  a market  for 
them.  So,  I would  say  to  you  that,  in  the  malpractice 
field  alone,  the  dues,  which  you  pay  to  the  AMA  are 
worth  four  or  five  times  the  amount  because  the  entire 
picture  has  been  changed  through  the  efforts  of  the 
AMA. 

I cannot  help  but  make  a remark  about  the  Wash- 
ington office,  and  by  the  way  let  me  state  this  right 
now,  I think  our  Chicago  office  is  tremendous.  I can 
not  recall  being  refused  help  from  the  Chicago  office, 
and  every  member  here  has  that  same  opportunity.  I 
think  you  should  use  it  more.  But,  let  us  talk  about 
the  Washington  office.  Where  would  we  be  without 
the  voice  of  medicine  in  Washington?  Sure  we  have 
taken  many  losses  and  my  face  has  been  red  many 
times,  but  where  would  we  be  if  we  did  not  have  it? 
Its  voice  is  in  there  trying  to  protect  medicine  at  all 
times.  Frankly,  it  would  be  very  sad.  Every  organiza- 
tion wants  this  type  of  recognition  and  somebody  must 
pay  for  these  men  working  at  all  times  on  our  behalf. 

On  PSRO,  I do  not  like  PSRO  and  nobody  else  does. 
But,  believe  me,  if  we  had  not  gone  to  bat  and  changed 
PSRO,  to  make  it  a little  more  palatable,  it  would  be 
pretty  sad,  and  at  least  in  working  with  the  legislators, 
we  now  have  had  the  opportunity  to  sit  down  and  talk 
about  things.  So,  the  fact  is  that  we  are  working  with 
our  legislators  at  the  national  level  and  this  is  very, 
very  important. 

I would  hope  very  much  that  maybe  the  time  would 
come  when  you  can  see  your  way  clear  to  develop  the 
unity  rule  that  you  had  for  many  years  in  this  Associa- 
tion. I am  sure  that  you  are  going  to  lose  some  mem- 
bers at  first,  but  in  the  end,  I think  you  would  be 
stronger,  much  stronger.  You  know  for  many,  many 
years  we  have  looked  to  the  New  York  Delegation  for  a 
great  deal  of  advice,  for  the  leaders  in  medicine.  It 
just  has  always  been  this  way.  And  also,  there  is  a 
certain  amount  of  prestige  and  you  just  cannot  get 
away  from  being  one  of  the  best  delegations  in  the 
AMA.  So,  I would  like  to  say  this,  that  not  only  you 
are  the  best,  but  I would  like  to  see  you  the  biggest 
again  in  the  AMA. 

I would  like  to  add  several  more  comments.  I said  I 
would  only  talk  about  20  or  25  minutes.  I just  want  to 
give  you  my  thoughts  on  the  coming  legislation.  I 


think  changes  are  going  to  be  very  slow.  They  are 
going  to  be  slow  for  many  reasons.  In  the  first  place,  I 
said  we  are  already  socialized  a long  way  down  the  line 
and  have  not  too  far  to  go.  We  have  an  accessible  pro- 
gram of  health  care  and  catastrophic  coverage.  I just 
spent  ten  days  at  an  Indian  reservation  before  I came 
into  Chicago  this  last  time,  and  I have  some  ideas  on 
the  accessibility  of  health  care  for  the  Indians,  about  a 
million  people,  and  people  in  this  country  I think  we 
cannot  forget.  It  is  about  time  we  did  something  along 
these  lines.  I think  it  is  going  to  be  slow  because  this 
is  the  democratic  way.  This  is  the  strength  of  our 
country  and  our  people,  and  I think  our  congressmen 
and  senators  have  learned  a great  deal,  particularly  our 
congressmen.  They  learned  a great  deal  from  our  ex- 
perience with  Medicare  and  Medicaid,  and  I think  they 
are  going  very  slowly,  and  realize  that  the  picture,  as 
pointed  out  by  the  critics,  is  not  all  that  rosey. 

I had  an  interesting  experience  here  just  two  weeks 
ago.  I ran  into  a congressman  friend  of  mine.  He 
said,  “I  was  talking  to  so-and-so  in  Congress,  a liberal 
individual,  and  he  went  to  Europe  not  too  long  ago  and 
came  back  and  said,  ‘You  know,  the  picture  over  there 
is  not  near  what  is  spelled  out  in  the  papers  and  there 
was  an  interview  and  when  I was  considered  a liberal 
by  a liberal,  that  is  something  because  I consider  my- 
self pretty  conservative.”  It  shows  they  are  learning. 

I think  Senator  Edward  M.  Kennedy  is  learning  that 
he  does  not  have  the  support  for  his  original  bill  and 
so,  they  have  gone  to  HMO,  and  of  course,  on  HMO 
they  are  not  all  look  alike  bills.  Our  counsel  has  en- 
dorsed the  Rogers  bill  but  the  Board  of  Trustees  has 
not  taken  action  yet.  This  Rogers  bill  pretty  much 
goes  along  with  our  idea  for  a pilot  study  with  50 
HMO’s  the  first  year  and  nine  the  second  and  150  the 
third.  I think  that  is  the  proper  approach.  You  know, 
we  have  had  HMO’s  for  30  or  40  years  under  another 
name.  This  is  nothing  more  than  contract  practice, 
and  at  the  present  time,  there  are  about  5,000  doctors 
working  under  it,  and  I contend  that  anybody  who  . 
wants  to  work,  goes  out  and  sees  the  patients  he  wants 
to  see.  I work  under  HMO  to  a certain  extent,  and  I 
have  been  head  of  the  Department  of  Urology  for  thirty 
some  years  and  the  records  for  every  patient  coming  in 
have  my  name  on  them.  Believe  me,  these  people 
come  down  to  the  office  to  see  me  and  want  to  spend 
more  time  than  what  they  pay  for.  A couple  of  years 
ago,  as  I was  having  lunch  one  time,  with  a leading 
science  editor  on  the  West  Coast,  the  Los  Angeles 
Times,  he  said,  “Sure  I belong  to  Kaiser-Permanente. 

If  I get  a broken  leg  or  a long  illness,  I go  to  my  doctor 
and  pay  for  it.  I would  not  fool  with  it.” 

So,  it  is  not  all  moonlight  and  roses.  I was  in  Boston 
a few  weeks  ago,  and  I was  told  that  the  Columbia 
project  up  there  was  running  $80  per  family,  and  they 
still  have  to  have  grants  after  three  years,  $500  from 
this  and  $600  from  that.  Well,  if  it  is  so  good,  why 
does  it  not  pay  for  itself?  So,  it  is  not  perfect  by  any 
means.  I say,  let  us  try  it  and  see  what  happens. 

Then,  we  have  the  AMA  Medicredit  bill.  Probably 
some  of  you  may  have  forgotten,  but  this  was  the  first 
draft  done  under  a committee  of  which  Gerald  D.  Dor- 
man and  I were  co-chairmen  and  Ralph  S.  Emerson 
was  a member.  Probably  most  of  you  have  forgotten, 
but  I can  tell  you  this,  whatever  comes  out  of  Congress 
in  the  way  of  changing  the  financing  of  health  care,  I 
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think  the  Medicredit  principle  is  good,  because  the 
principle  is  there  in  the  fact  that  those  who  do  not  pay 
income  tax  get  coverage  free  and  those  who  do  pay  in- 
come tax,  on  a voluntary  basis,  pay  on  the  amount  of 
tax  which  they  pay,  and  it  is  simply  a credit  on  their 
income  tax.  I think  the  principle  is  good,  and  good- 
ness knows,  you  and  I know  that  when  anything  goes 
into  the  Legislature,  you  never  recognize  it  when  it 
comes  out.  I still  say  that  the  principle  is  there. 

So.  let  me  close  with  one  other  remark.  Dr.  Ernest 
B.  Howard  was  talking  yesterday  about  the  press,  the 
news  media.  We  hear  it  all  the  time.  Let  me  remind 
you  of  something  which  perhaps  some  of  you  may  have 
read  and  forgotten  about.  On  February  12,  1971,  the 
Wall  Street  Journal,  on  the  left  front  page,  it  tells 
about  the  organization  called,  “The  Union  for  Radical 
Economists.”  The  union  had  seven  members  in 
Princeton,  five  in  Harvard,  and  8 of  the  16  members  of 
the  Economics  Department  in  Washington,  D.C.,  the 
American  University  in  Washington,  D.C.  The  union 
claimed  a member  in  every  major  school  in  the  coun- 
try. Now,  what  are  their  goals?  Their  goals,  of 
course,  are  for  the  government  to  take  over  medicine 
and  to  take  over  the  country.  What  do  they  say? 
They  are  going  to  attack  medicine  first  and  education 
second  because  they  are  the  most  vulnerable,  and  after 
that,  to  move  to  take  over  1,000  corporations  in  this 
country  and  let  the  government  run  the  show.  They 
only  have  to  work  about  four  hours  a day  for  the  ne- 
cessities of  life.  Now,  this  may  seem  sort  of  a joke,  but 
believe  me,  it  is  not  a joke  to  these  people.  They  are 
teaching  our  children,  they  are  teaching  our  nieces  and 
nephews,  and  these  people  are  going  out  to  the  news 
media  and  saying  “Bureaucracy  . . . Bureaucracy  . . . 
Bureaucracy,”  and  going  to  all  levels  of  our  economy, 
and  you  know  the  power  of  teaching.  Many  of  these 
young  men  and  women  will  accept  this  as  gospel.  So, 
I say  to  you,  we  can  never  let  down  our  bars.  Let  us 
not  let  down  our  bars  in  any  of  our  fields.  In  medical 
education,  let  us  keep  our  high  quality  of  medicine, 
and  let  us  hold  on  to  the  things  that  really  made  our 
country  great,  whether  medicine,  or  industry,  or  what- 
ever you  might  say,  and  that  is  private  enterprise  and 
the  option  to  go  places  from  a very  poor  start.  Thank 
you  very  much. 

. . . The  House  rose  and  applauded  as  Dr.  Hoffman 
left  the  microphone  . . . 

President-Elect*  (Address) 

. . . President  Siegel  introduced  President-Elect 
Thomas  F.  McCarthy,  M.D.,  who  addressed  the  House 
as  follows:  May  I express  my  earnest  desire  to  demon- 
strate, through  my  activities  in  the  coming  year,  my 
appreciation  for  this  honor  conferred  upon  me  by  the 
House  of  Delegates.  It  has  been  my  privilege  to  serve 
the  Medical  Profession,  both  in  Bronx  County  and  the 
New  York  State  Society,  in  many  capacities  for  more 
than  thirty  years.  The  associations  established  during 
this  time  have  been  to  me  the  source  of  great  personal 
satisfaction  since  becoming  a physician  more  than  forty- 
five  years  ago.  The  expressions  to  follow  in  this  pre- 
sentation offer  some  of  the  ideas  and  experiences  ac- 
quired during  this  career. 

Two  educational  institutions,  one  in  Pennsylvania, 
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the  second  in  Massachusetts,  my  native  state,  should 
share  in  the  great  honor  that  I have  attained,  the  Presi- 
dency of  the  Medical  Society  of  the  State  of  New  York. 
My  debt  to  Villanova  University  for  my  academic  edu- 
cation and  Tufts  University  Medical  School  can  never 
be  repayed.  I am  the  first  alumnus  of  both  noble  insti- 
tutions of  learning  to  become  President  of  the  Medical 
Society  of  the  State  of  New  York. 

Several  years  as  Assistant  Treasurer,  five  years  as 
Treasurer  with  the  additional  burden  of  Chairman  of 
the  Budget  Committee  would  not,  as  a general  rule, 
enhance  one’s  popularity.  Watch-dogs  of  the  treasury 
have  a nasty  way  of  interfering  with  pet  projects,  turn- 
ing thumbs  down  when  the  funds  on  hand  fail  to  meet 
the  demands,  are  not  pleasant  duties  even  when  such 
action  may  be  best  for  the  Society.  You  may  appreci- 
ate why  this  nomination  was  a surprise,  Treasurers  sel- 
dom become  Presidents.  My  task  will  be  during  the 
coming  year,  to  become  more  expansive,  forget  about 
budgets,  dues  and  expenses  which,  believe  me,  will 
mean  changing  the  habits  of  a lifetime,  a real  Hercu- 
lean labor. 

May  I offer  a tribute  before  proceeding  any  further, 
to  that  Group  which  stands  high  above  all  our  other 
loyal  supporters?  These  are  the  ones  who  share  our 
anxieties,  who  endured  patiently  the  cancelled  ap- 
pointments, the  late  dinners  and  still  provide  comfort 
and  consolation  when  we  are  depressed  and  worried. 
All  hail,  our  wives!  The  physician’s  wife  without  her 
we  would  be  lost.  It  has  been  my  good  fortune  to  have 
the  greatest,  my  help-mate,  Marion.  She  has  exempli- 
fied all  that  a physician  may  pray  for  and  to  be  still  as 
beautiful  as  the  day  we  met.  This  does  not  by  any 
means  exclude  the  husbands  of  our  female  members  as 
more  of  them  join  our  ranks.  The  loyalty  and  devotion 
of  our  spouses  provide  devotion  beyond  comparison. 

As  a profession,  medicine  has  been  accused  by  its 
detractors,  of  being  an  Elite  with  no  knowledge  nor 
consideration  for  the  plight  of  the  poor  and  deprived. 
This  condemnation  is  used  to  provide  some  of  the  jus- 
tification for  effecting  a radical  change  in  the  American 
Medical  Care  System.  Political  exploitation  of  this 
unfortunate  class  has  provided  a valuable  tool  in  the 
enhancement  of  Political  Power. 

Truth  is  the  victim  of  this  search  for  votes.  We  may 
claim  that  the  Medical  Profession  in  the  United  States 
provides  a reasonable  valid  cross-section  of  its  popula- 
tion far  more  than  many  other  professions  and  occupa- 
tions. While  we  may  possibly  accept  the  designation, 
“Intellectual  Elite,”  that  does  not  mean  that  such  is 
confined  to  only  the  wealthy.  This  would  fail  to  recog- 
nize that  many  parents,  through  great  sacrifice  and  de- 
termination, provided  the  means  that  carried  their  sons 
and  daughters  through  the  long  educational  process 
with  heroic  sacrifice  and  indeed  achieved  the  satisfac- 
tion of  seeing  them  become  members  of  this  great  pro- 
fession. 

A case  in  point,  my  own  Mother  was  left  a widow 
with  three  sons,  the  oldest  was  sixteen,  the  youngest, 
eleven  years.  Let  us  say,  that  under  that  derided 
American  way,  through  her  sacrifice  and  indeed  genius, 
she  saw  them  become  electrical  engineer,  lawyer  and 
physician.  Yet,  she  did  no  more  than  many  other  par- 
ents have  done  and  while  we  should  bow  our  heads  in 
tribute  to  them,  we  should  assure  the  present  aspirants 
that  the  opportunity  is  still  there  if  you  would  grasp  it. 
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You  have  heard  time  and  again  the  accusations, 
what  has  medicine  ever  done  for  the  Poor?  Such  is  the 
poppy-cock  so  often  mouthed  by  the  uninformed  stu- 
dent who  repeats  the  malicious  biased  opinions  ex- 
pressed by  his  teachers.  The  truth  is  ignored  mainly 
because  of  the  prejudiced  desire  to  effect  a change  in 
the  medical  system  as  well  as  other  principles  of  our 
type  of  government.  Past  generations  of  physicians 
served  the  so-called  Poor;  our  profession  accepted  this 
responsibility  always  without  any  thought  of  pecuniary 
reward.  Many  gave  freely  of  their  time  and  energies, 
as  much  as  one  third  or  more  of  their  working  hours. 
The  advent  of  Medicare  and  Medicaid  has  shown  de- 
cisively the  enormous  financial  contributions  of  the 
Medical  Profession  in  the  care  of  the  poor  over  many 
years.  These  programs  were  not  demanded  by  the 
Medical  Profession,  rather  the  contrary;  the  advocates 
of  governmental  intrusion  into  all  aspects  of  American 
life  produced  such  legislation  as  the  final  solution  to 
change  to  a superior  system  of  medical  care.  However, 
as  always,  when  the  enormous  cost  became  a source  of 
embarrassment,  a serious  drain  on  the  budget  as  pre- 
dicted by  the  Spokesmen  of  Medicine,  all  the  resources 
of  government  and  the  so-called  free  press  try  to  place 
the  blame  on  the  physicians. 

The  time  has  come  to  stop  our  apologies,  to  talk 
back,  to  tell  the  Public  the  truth!  Let  our  patients, 
the  American  People,  know  who  are  the  culprits  who 
are  making  their  Medical  care  a political  football. 
May  we  present  a case  in  point.  The  South  Bronx  is 
known  throughout  the  country  as  an  area  of  immense 
poverty  and  deprivation.  The  number  of  crocodile 
tears  shed  for  these  poor  people  by  the  politicians  and 
social  planners  are  beyond  counting.  Two  hospitals 
had  served  this  area  for  sixty  to  seventy-five  years,  St. 
Joseph’s  and  St.  Francis.  These  institutions  as  a re- 
sult of  the  population  shift  faced  a financial  crisis  some 
few  years  ago.  When  the  continued  operation  of  these 
institutions,  desperately  needed  in  this  area,  became  a 
matter  of  extreme  urgency,  who  deserted  the  poor? 
The  Medical  Staff  contributed  from  their  personal 
funds.  Despite  much  breast  beating  and  expressions  of 
love  for  the  poor,  no  funds  were  forthcoming  from  any 
other  source,  both  were  closed  and  demolished.  This 
calamity  left  one  old  decrepit  hospital,  Lincoln,  to  pro- 
vide the  needed  services  for  several  hundred  thousand 
people.  Much  weeping  and  wailing  ensued  concerning 
the  state  of  this  area.  It  is  strictly  hypocritical  and 
when  the  Medical  Profession  is  denounced  for  its  deser- 
tion of  the  so-called  Ghetto,  a misnomer,  let  us  place 
the  blame  where  it  belongs,  on  those  whose  heart  rend- 
ing professions  are  self-interested  and  ulterior.  There 
is  some  expectation  after  the  recent  catastrophe  that 
struck  November  7,  1972,  that  we  may  hope  for  some 
acceptance  of  the  doctrine,  all  wisdom  does  not  come 
from  youth!  At  the  risk  of  villification,  may  I advise 
that  membership  in  our  Society  be  retained  for  gradu- 
ate physicians,  also  that  we  do  not  submit  to  the  un- 
disguised pressure  groups  demanding  changes  in  our 
By-Laws.  We  are  always  willing  to  accept  reasonable 
suggestions  from  students  and  Junior  members.  They 
should  be  impressed  with  certain  abilities  that  qualify 
the  neophyte;  experience,  personal  responsibility,  indi- 
vidual care  of  patients  and  the  maintenance  and  sup- 
port of  a medical  practice.  When  these  activists  of  the 
nineteen  sixties  have  faced  and  overcome  these  hur- 


dles, they  may  speak  with  some  authority.  Change 
for  the  sake  of  change  has  never  appealed  to  me  as  a 
worthwhile  objective.  The  assumption  of  a Fixed  posi- 
tion that  rejects  the  new  idea  that  may  mean  improve- 
ment is  just  as  objectionable.  Our  Society  has  a Re- 
search and  Planning  Committee  that  may  well  investi- 
gate suggestions  that  offer  something  new  and  better. 
It  is  my  intention  as  President  to  refer  several  perti- 
nent matters  to  them: 

1.  A review 'of  the  purpose  and  membership  of  the 
House  of  Delegates  as  the  ultimate  authority  in  our 
Society.  The  question,  as  to  whether  or  not,  the 
power  of  the  elected  Delegates  of  the  component 
County  Medical  Societies  has  been  diluted.  As  it  is 
constituted,  when  new  sections  are  added,  with  the 
other  members  such  as  officers,  past  and  present, 
councilors  and  trustees,  do  they  provide  too  large  a 
part  of  the  voting  members? 

2.  Should  more  extensive  instruction  be  given  new 
members  of  the  House?  Have  they  been  properly 
briefed  as  the  direct  representatives  of  the  County 
members  to  act  intelligently  as  the  Legislative  Arm 
of  our  Society’s  government? 

3.  Must  we  continue  to  conduct  the  Scientific  Pro- 
grams and  Exhibits  at  the  same  time  and  in  the 
same  place  as  the  meeting  of  the  House  of  Delegates? 

4.  When  our  present  contract  with  the  Americana 
Hotel  expires,  should  we  continue  to  conduct  these 
meetings  in  a hotel  in  downtown  New  York? 

The  diminution  in  the  number  of  Commercial  Exhi- 
bitors, the  escalation  of  all  costs  to  the  Society  and  its 
members  personally  prompts  this  question.  The  nu- 
merous complaints  received  are  so  frequent  that  I am 
sure  every  member  is  quite  familiar  with  them. 

The  Committee  should  schedule  meetings  and  would 
be  able  to  select  the  dates  that  would  be  convenient  for 
personal  attendance  and  invite  suggestions  in  writing, 
open  hearings,  if  desirable.  A report  with  their  find- 
ings and  recommendations  should  be  received  by  the 
Council  and  Board  of  Trustees  at  the  first  meeting  in 
September,  1973.  The  “times”  demand  that  we  utilize 
all  means  of  communication  to  increase  the  interest  of 
all  members  in  the  functions  of  our  Society.  The 
object  being  to  impress  them  with  the  fact  that  their 
elected  officers  welcome  their  support  and  involvement 
with  open  arms.  Our  new  building  in  Lake  Success 
has  provided  ample  space  and  excellent  facilities  for 
Committee  business,  a number  are  able  to  meet  at  the 
same  time,  a marked  improvement.  The  Headquar- 
ters staff  has  good  efficient  organization  and  it  is  pre- 
pared to  provide  the  knowledgeable  cooperation  to  aid 
their  activities.  As  a member  of  the  House  of  Dele- 
gates for  the  past  twenty-eight  years,  I have  heard 
many  incoming  Presidents  present  the  anticipated  new 
and  urgent  programs  demanded  by  the  crisis  of  the 
moment.  While  we  have  witnessed  some  become  ac- 
complished fact,  many  have  fallen  by  the  wayside. 
Rather  than  offer  new  proposals,  would  it  not  be  bet- 
ter to  effectuate  some  of  those  that  have  been  “hanging 
fire”  for  years.  Namely,  continuing  education  has 
been  discussed,  the  why,  how  and  where  by  the  Com- 
mittee for  too  long.  This  year  we  must  witness  the  be- 
ginning of  an  acceptable,  feasible  and  successful  pro- 
gram. One  that  provides  the  means  of  “keeping  up” 
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for  all  our  members,  urban,  suburban  and  rural  alike. 
Peer  Review  has  become  an  activity  that  we  face  now! 
While  many  of  us,  myself  included,  may  resent  its  im- 
position by  governmental  decree,  it  is  necessary  that 
we  prepare  ourselves  to  render  the  service.  This  pro- 
gram requires  immediate  instrumentation  and  we 
should  be  proud  of  the  fact  that  our  own  Committee 
has  established,  well  in  advance,  a good  frame  work. 

The  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  research  affiliate  of  our  Society 
needs  much  more  publicity.  The  inherent  modesty  of 
its  director  may  be  responsible  but  the  time  has  come 
to  take  “off  the  wraps”  and  tell  the  world  what  has 
been  done  and  will  be  planned  in  the  future.  Our 
State  has  seemed  to  be  slow  in  the  establishment  of 
Medical  Foundations  and  the  coordination  through  the 
Institute  remains  in  abeyance.  Some  of  this  delay  has 
been  due  to  the  inherent  conservatism  of  the  average 
physician  and  his  reluctance  to  become  involved.  The 
threat  of  Legislation  may  help  to  produce  a reaction 
beneficial  to  them  and  Medical  Care  as  we  know  it. 

Our  Society  has  been  known  throughout  the  Country 
for  its  Malpractice  Defense  Program  for  the  protection 
of  its  members.  One  of  the  duties  of  the  Treasurer  of 
our  Society  is  to  attend  the  meetings  of  the  Board  that 
supervises  this  excellent  program.  It  was  through  that 
attendance  that  it  was  emphasized  to  me  that  this 
Group,  probably  above  any  other,  is  exceptional.  The 
five  years  that  I sat  with  them  provided  me  with  an 
unsurpassed  education  on  this  vital  subject;  but  also 
that  these  volunteers,  through  their  inestimable  sacri- 
fice of  time  and  energy,  can  never  receive  proper  or 
sufficient  recognition.  The  past  two  years  have  been 
the  thorough  independent  investigation  of  this  subject 
by  an  Ad  Hoc  Committee  as  well  as  the  Board  of 
Trustees.  These  reports  should  be  distributed  to  all 
members  of  our  Society  for  the  contained  information. 
I am  certain  with  the  support  and  loyalty  of  our  mem- 
bers the  Malpractice  Defense  Program  will  continue  as 
an  essential  instrument  of  our  Society.  These  subjects 
have  been  presented  as  examples. 

The  Society  is  indebted  to  the  physicians  who  con- 
tribute so  generously  without  recompense  in  the  work 
of  all  our  committees.  The  more  we  have  serving,  the 
more  members  will  appreciate  that  these  physicians 
are  the  backbone  of  the  Medical  Society  of  the  State vof 
New  York,  all  honor  to  them.  At  the  risk  of  being 
called  an  “old  Reactionary”  may  I warn  against  the 
tendency  encouraged  by  the  Bureaucracy  to  look  to 
Government  for  funds  to  underwrite  any  of  our  pro- 
grams. There  is  an  old  Yankee  cliche,  “He  who  takes 
the  King’s  penny  becomes  the  King’s  man.”  Many  a 
college  and  university  administration  has  found  severe 
budgetary  deficits,  some  dangerous  as  regards  the  fi- 
nancial integrity  of  the  institution  this  past  year.  This 
; shock  resulted  when  a general  reduction  in  Federal 
grants  struck  suddenly.  So  it  is  my  hope  that  through 
judicious  use  of  our  own  funds  we  may  responsibly 
meet  our  own  obligations  and  avoid  such  denouement. 
Rather  that  the  tremendous  endowment  provided  our 
j Society  and  the  American  People  through  the  freely 
donated  contributions  of  time  and  energy  from  our  Of- 
ficers and  Committeemen  remain  our  mainstay.  The 
hope  of  the  future;  may  this  generation  joining  our  Pro- 
fession willingly  recognize  this  duty,  to  accept  this  re- 
; sponsibility  that  has  made  Medicine  stand  out  above 


all  other  professions.  The  challenges  that  our  Profes- 
sion faces  in  the  near  future  demand  unity  in  action. 
Our  failure  will  certainly  mean  that  the  activists  of 
Consumerism  and  Social  Planning  will  control  and  dic- 
tate how,  when  and  where  the  American  People  will 
obtain  their  medical  care.  Specialization  has  resulted 
in  the  formation  of  numerous  Academies,  Societies  and 
Associations  that  had  originally  very  praiseworthy  ob- 
jectives; the  gathering  and  distribution  of  advances  in 
a particular  field  of  medicine  for  the  benefit  of  practi- 
tioners in  that  speciality.  Such  organizations  should 
continue  to  confine  their  interests  to  educational  pur- 
poses. Expansion  into  economic  and  legislative  fields 
make  it  possible  for  governmental  agencies  to  pit  one 
against  the  other.  This  results  in  confusion  in  our  po- 
sition and  as  a consequence,  loss  of  power  in  our  repre- 
sentation. The  warning  should  be  loud  and  clear  to 
our  reluctant  members;  it  is  imperative,  we  should 
have  one  voice  backed  by  a united  profession,  in  Wash- 
ington, the  American  Medical  Association,  in  Albany, 
the  Medical  Society  of  the  State  of  New  York  and  lo- 
cally, your  county  society.  Any  other  course  will  be 
disastrous  for  the  American  People  and  the  Medical 
Profession. 

The  mechanisms  exist  in  all  our  organizations  for  the 
expressions  of  differences  of  opinion.  The  defection  of 
some  of  our  members,  many  frankly  for  ridiculous  and 
specious  reasons,  has  brought  about  the  loss  of  repre- 
sentation in  our  national  organization,  the  American 
Medical  Association.  There  is  a resultant  loss  of  power 
and  prestige  for  this  Society.  Less  opportunity  re- 
mains to  present  their  opinions  through  their  Delegates 
and  refusal  to  participate  as  members  is  self-defeating. 
Some  of  the  other  matters  that  are  divisive  and  have 
caused  undesirable  bitterness  and  recriminations  might 
well  have  been  avoided.  It  is  my  hope  that  in  the  fu- 
ture the  House  of  Delegates  should  consider  tabling  or 
deferring  action  on  resolutions  that  are  controversial  on 
moral  or  religious  grounds.  I have  never  hesitated  to 
make  my  position  known,  namely,  that  the  deliberate 
destruction  of  human  life  by  a physician  is  never  justi- 
fied. I admit  that  this  opinion  is  not  shared  by  many 
in  my  profession.  There  is  also  no  doubt  in  my  mind 
that  neither  protagonist  will  be  converted  to  the  con- 
trary view  by  argumentation.  My  suggestion  would 
avoid  divisive  controversy  detrimental  to  our  unity  as 
such  propositions  arise  in  the  future. 

If  one  follows  the  articles  and  academic  papers  that 
advance  the  position  of  the  Population  Control  advo- 
cates, it  should  be  quite  evident  that  our  Profession 
may  well  face  legislation  in  the  future  that  will  strain 
medical  ethics.  When  the  Law  and  ethics  conflict 
what  will  be  our  decision?  Lest  we  forget,  The  Ethical 
Code  of  the  World  Medical  Association  was  a reaction 
to  what  horror  resulted  following  the  monstrous  deeds 
of  some  members  of  our  Profession  who  surrendered  to 
the  orders  of  their  government.  While  such  a subject 
is  disagreeable  to  mention,  a number  of  physicians 
were  indicted  and  executed.  As  I remarked  in  a Mi- 
nority report  submitted  to  the  Council,  it  is  painful  to 
me  to  think  that  my  profession  will  be  selected  as  the 
executioners  of  the  future. 

The  relations  of  the  Medical  Profession  with  govern- 
ment; legislative,  executive  and  bureaucratic  increases 
in  tension  constantly.  These  attacks  were  formerly  di- 
rected at  the  public  utilities  but  our  profession  has 
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usurped  this  doubtful  honor.  The  target  is  very  vul- 
nerable as  we  are  not  united  and  this  unfortunate  inde- 
pendence makes  our  defenses  inadequate  for  the  task 
at  hand.  Our  organizations  have  been  charged  with 
excessive  conservatism,  the  failure  to  provide  the  right 
medical  care  for  the  people.  Our  resistance  to  changes 
advocated  by  the  social  planners  can  only  mean  abhor- 
rent self-interest  according  to  these  experts  in  medical 
practice.  The  vast  majority  of  our  profession  have 
found  many  of  these  ideas  repugnant.  The  vast  major- 
ity of  the  medical  profession  opposes  such  changes  in 
the  American  system  of  medical  care  on  valid  ground; 
namely,  they  see  no  advantage  for  patient  or  physician 
but  rather  the  introduction  of  a dictatorial  bureaucrat- 
ic group  whose  chief  interest  will  be  the  enhancement 
of  their  power.  Our  profession  maintains  that  the 
American  system  of  medical  care  has  provided  a supe- 
rior type  of  medicine  and  that  which  is  proposed  will 
not  do  as  well.  Deficiencies  in  the  social  order  are  be- 
yond the  scope  of  our  responsibilities  as  a profession. 
The  correction  of  such  as:  housing,  clothing,  pollu- 

tion of  all  kinds,  food,  general  cleanliness,  crime  and 
its  suppression,  drug  abuse  to  name  a few;  should  be 
accepted  by  the  citizenry  as  a whole  and  their  elected 
representatives.  May  I remind  you  that  when  the  poli- 
tician wants  to  use  you,  usually  as  a free  volunteer,  the 
Medical  Profession  remains  the  greatest  Group  devoted 
to  Public  Service  without  pecuniary  reward.  When  it 
is  to  their  advantage  to  abuse  the  same  profession,  we 
constitute  the  most  detestable  bunch  of  despoilers  of 
the  Public  and  their  reformation  may  only  be  effected 
through  the  Politician’s  inherent  wisdom.  Strangely 
enough  the  same  man  may  present  both  opinions  at 
different  times  depending  on  his  audience.  The  past 
twenty  years  have  witnessed  restrictive  legislation  and 
regulation  of  the  Medical  Profession  unparalleled  in 
history.  Despite  positive  evidence  to  the  contrary  the 
increased  costs  in  all  facets  of  Health  Care  have  been 
placed  on  the  Medical  Profession  by  the  Media,  Social 
Planners  and  the  Politicians.  Any  attempt  to  answer 
these  false  and  indeed  malicious  charges  by  your 
spokesmen  receive  scant  notice.  While  the  rest  of  the 
Economy  has  been  awarded  the  right  to  adjust  to  the 
burden  of  inflation,  added  taxes,  uncontrolled  rents 
and  insurance  premiums,  rank  discrimination  has  been 
the  lot  of  the  Professional  man.  While  more  and  more 
of  his  working  hours  must  be  donated  without  compen- 
sation to  so-called  duties,  not  connected  with  patient 
care,  he  is  met  on  the  other  hand  by  discriminating 
taxation,  reduced  Medicaid  and  Medicare  payments 
for  services  rendered  and  the  threat  of  a State-con- 
trolled fee  schedule  for  all  health  insurance.  The  addi- 
tional demands  of  H.R.  I may  be  the  weight  that 
“breaks  the  camel’s  back.”  Incidentally,  Medicare 
legislation  was  passed  midst  a flood  of  tears  for  the 
plight  of  the  Senior  Citizens;  since  then  it  would  ap- 
pear the  Health,  Education,  and  Welfare  Department 
has  been  busy  reducing  those  “Pie  in  the  Sky”  bene- 
fits! 

While  our  Medical  Organizations  seem  to  accept  the 
inevitability  of  National  Health  Insurance,  my  feeling 
remains  that  we  have  not  attempted  to  educate  the 
American  People  to  its  dangers.  Do  they  realize  the 
deterioration  and  indifference  to  their  personal  welfare 
that  must  be  the  result?  Do  they  understand  the  esca- 
lating costs  of  this  program  as  exemplified  by  Medi- 


care? Our  counter  offensive  should  begin  now,  utiliz- 
ing every  avenue  open  to  us  and  especially  the  physi- 
cian and  his  office.  We  have  witnessed  the  success  of 
civil  disobedience  by  those  citizens  who  faced  discrimi- 
nation for  various  reasons  both  here  and  abroad.  Our 
profession  may  face  such  a decision  if  the  avalanche  of 
discriminatory  restrictive  legislation  continues  to  in- 
hibit our  ability  to  serve  our  patients  properly.  The 
next  year  may  decide  the  course  of  Medical  Care  in 
this  country  for  many  years  to  come.  The  welfare  of 
the  people  of  the  United  States,  our  primary  concern, 
may  well  depend  on  what  we  do. 

United  action  along  proper  and  realistic  lines  by  men 
who  face  the  situation  with  determination  and  courage 
backed  by  a profession  that  prizes  its  liberty  will  bring 
success.  You  must  accept  the  fact  that  the  limit  of 
time  prevents  an  enumeration  of  the  progressive  at- 
tempts of  the  government  bureaucracy  to  harass  the 
Medical  Profession.  We  are  overwhelmed,  confused 
and  disorganized.  May  I quote  from  a document  pre- 
sented by  another  generation  of  threatened  Americans, 
“but  when  a long  train  of  abuses  and  usurpations, 
pursuing  invariably  the  same  object,  evinces  a design 
to  reduce  them  under  absolute  despotism.”  Again,  an- 
other very  appropriate  quotation  from  the  same  docu- 
ment, “He  has  erected  a multitude  of  new  offices  and 
sent  hither  swarms  of  officers  to  harass  our  people  and 
eat  out  their  substance.”  You  should  recognize  The 
Declaration  of  Independence  and  the  reaction  of  the 
Founders  of  our  Republic  when  their  basic  liberties 
were  threatened.  May  I remind  you  that  these  Ameri- 
cans fought  and  won  their  rights  under  great  difficul- 
ties and  despite  serious  divisions.  Let  us  take  their 
example,  close  our  ranks,  dismiss  our  divisions  and  rise 
to  defend  the  American  system  of  medical  care  that  re- 
mains the  best  for  all  American  people. 

. . . The  House  rose  and  applauded  as  Dr.  McCarthy 
left  the  microphone  . . . 


Executive  Vice-President  of  the  American 
Medical  Association* 

. . . Speaker  Way  introduced  Ernest  B.  Howard, 
M.D.,  Executive  Vice-President  of  the  American  Medi- 
cal Association.  Dr.  Howard  addressed  the  House  as 
follows: 

I am  going  to  take  about  two  minutes  because  I know 
that  you  will  be  hearing  C.  A.  Hoffman,  M.D.,  our 
President,  tomorrow.  But,  I am  delighted  to  be  here 
again,  as  I was  last  year,  spending  Sunday  right 
through  late  Thursday  because  of  the  importance  of 
this  Society  in  the  United  States  and  because  of  the 
importance  of  this  meeting. 

I just  watched  your  presentation  on  malpractice  and 
all  I want  to  do  is  read  a few  words  I have  written  down 
here.  But,  the  theme  of  what  I am  going  to  say  is  that 
whole  statement,  “United  we  stand,”  as  you  did  there 
on  the  malpractice  insurance  program,  “United  we 
fall.” 

I am  sure  you  all  saw  that  NBC  program  recently 
and  I hope  that  you  have  read  the  letter  which  was  in- 
serted in  the  AM  A News,  which  was  sent  to  NBC.  It 

*Dr.  Howard  addressed  the  House  at  the  Tuesday  afternoon 
session. 
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had  my  name  on  it,  but  really,  I want  to  tell  you  it  was 
the  staff  who  wrote  that  fine  eight  page  letter  and  I 
hope  that  some  of  you  will  read  the  whole  thing  be- 
cause it  was,  in  my  opinion,  one  of  the  best  critiques  of 
an  NBC  program  that  I have  ever  seen,  and  I repeat, 
the  staff  did  it  although  my  name  is  on  there,  and  I 
went  over  the  material. 

It  is  difficult  to  live  with  that  kind  of  thing,  especial- 
ly the  Kristy  Knapp  case,  which  was  certainly  extraor- 
dinary in  the  history  of  NBC  Television.  Those  of  you 
who  saw  that  program,  I suspect  many  of  you  did  not,  I 
did  see  it,  will  never  forget  that  attractive  child  and 
her  mother,  and  the  mother  saying,  “If  you  can’t  afford 
to  live,  you  die,”  and  this  was  repeated  several  times 
and  again,  at  the  end  of  the  program,  “If  you  can’t  af- 
ford to  live,  you  die,”  with  appropriate  background 
music,  and  those  of  you  who  read  our  letter  in  the 
AMA  News  know  that  the  Kristy  Knapp  case,  as  a 
matter  of  fact,  was  totally  different  from  what  was  por- 
trayed on  NBC  Television.  Here  is  a child,  Kristy 
Knapp,  who  was  operated  on  one  month  before  the 
program  appeared  on  television.  I will  not  go  into  the 
details  of  it  because  I do  not  want  to  take  the  time.  I 
did  talk  to  my  office  this  morning,  and  we  have  re- 
ceived an  answer  from  NBC  to  our  eight  page  letter, 
which  paid  special  attention  to  the  case  history  of  Kris- 
ty Knapp  for  we  had  talked  to  the  physician  in 
charge,  to  the  surgeon  who  did  the  operating,  and  to 
the  people  in  Cleveland,  Ohio,  about  the  whole  history 
of  this  case,  and  this  was  the  major  thrust  of  the  letter. 
It  is  difficult  to  believe  that  in  the  response  from  NBC, 
there  was  not  a word  about  Kristy  Knapp,  not  a single 
word. 

I want  to  read  just  a few  words  I have  written  down 
here,  which  will  only  take  a minute  or  two.  As  you 
know,  I am  the  chief  of  staff  of  what  is  considered  by 
many  people  to  be  the  national  arm  of  organized  medi- 
cine. I would  like  to  explode  that  myth  in  this  way, 
actually,  I do  not  work  for  organized  medicine  because 
there  is  not  any  such  thing.  I do  work  with  the  family 
of  American  Physicians,  a family  that  embraces  the 
greatest  mix  of  medical  thinking  in  the  world,  both  ac- 
ademically and  politically.  Ours  is  a family  that  is 
under  great  pressure,  just  as  all  family  structures  are. 
We,  in  this  day,  are  under  constant  attack  and  feel 
threatened.  We  are  most  threatened  by  those  who  re- 
joice over  the  differences  that  occur  within  our  family 
and  that  reflect  the  “we  and  they”  attitude  of  separat- 
ism of  the  contending  groups.  The  AMA  is  “they”  to 
the  state  societies;  and  the  state  societies  are  “they”  to 
many  county  societies;  the  physicians  in  academic 
medicine  are  “they”  to  private  practitioners  and  vice 
versa;  to  the  councils  and  hospital  medical  staffs,  the 
existing  medical  leadership  is  “they”;  physicians  con- 
sider other  physicians  to  be  in  the  same  “we”  group 
whenever  there  is  a common  identifiable  enemy,  such 
as  triplicate  paperwork,  that  you  are  concerned  about 
properly;  and  the  threat  of  governmental  and  third 
party  interference,  each  day  each  of  us  is  “they”  to  a 
whole  variety  of  people,  groups  or  individuals.  “We” 
tend  to  be  right.  “They”  tend  to  be  wrong.  “We” 
gets  our  support  and  respect  and  “they”  tend  to  be  re- 
ceived with  disdain.  But,  within  the  family  of  medi- 
cine, it  is  time,  very  late  time,  to  come  to  grips  with  a 
simple  but  profound  truth  and  that  is  that  one  day, 
today,  the  “we”  in  medicine  and  the  “they”  in  medi- 


cine will  get  together  and  they  will  then  discover  that 
“we”  and  “they”  equals  “us.”  Thank  you. 

. . . The  House  rose  and  applauded  as  Dr.  Howard 
left  the  microphone  . . . 


President  of  the  American  Association  of 
Medical  Assistants,  New  York  State 
Society,  Inc.f 

. . . Speaker  Way  introduced  the  President  of  the 
American  Association  of  Medical  Assistants,  New  York 
State  Society,  Mrs.  Vivian  Block,  who  addressed  the 
House  as  follows: 

Thank  you  Mr.  Speaker.  Thank  you,  members  of 
this  assembly,  for  this  privilege  once  again  to  bring  you 
greetings  from  the  American  Association  of  Medical 
Assistants,  New  York  Society,  Inc. 

At  this  stage  in  our  short  history,  the  832  members  of 
our  Society  are  attempting  to  bring  educational  oppor- 
tunities within  reach  of  your  present  or  future  medical 
assistant.  The  busy  physician  of  today,  with  the  heavy 
work  load  of  patients,  does  not  have  the  time  to  take 
part  in  the  training  process  of  his  assistant.  Programs 
covering  the  fields  of  government  regulations,  new  in- 
surance procedures,  more  efficient  handling  of  office 
accounts  and  collections,  medical  ethics,  and  more  are 
being  offered  by  our  Society.  Study  courses  have  been 
held  in  all  our  16  chapters  throughout  the  State. 
Eight  chapters  have  had  their  own  seminars,  and  the 
State  has  sponsored  two  this  term  with  one  more  to  be 
held  on  March  25th  at  the  Sheraton  LaGuardia  in 
Queens,  and  one  to  be  held  in  Utica  in  the  fall. 

We  are  working  towards  the  same  goals  as  our  physi- 
cian employers,  good  rapport  with  the  patient,  aware- 
ness of  malpractice  problems  for  the  physician  keeping 
abreast  of  Legislative  changes  in  the  medical  field,  and 
improving  our  knowledge. 

Our  organization,  however,  is  the  only  one  devoted  to 
the  continuing  education  of  the  already-employed  med- 
ical assistant.  Our  national  organization,  the  Ameri- 
can Association  of  Medical  Assistants,  realizing  the 
need  for  a standard  of  education  formed  the  certifica- 
tion committee  in  1959.  They  proposed  the  following 
goals: 

1.  To  help  physicians  identify  those  qualified  as  top 
level  office  assistants 

2.  To  establish  professional  standards  and  goals  for 
medical  assistants 

3.  To  assist  schools  and  colleges  in  developing  train- 
ing programs  for  medical  assistants 

4.  To  prepare  and  administer  an  annual  examination 

5.  To  certify  those  who  successfully  complete  the  ex- 
amination 

The  purpose  of  such  a program,  besides  providing  a 
certain  sense  of  personal  achievement  and  satisfaction, 
is  to  insure  job  performance  and  improved  knowledge, 
thus  making  the  medical  assistant  a valuable  asset  to 
her  employer.  This  year  304  passed  the  examination, 

fMrs.  Block  addressed  the  House  at  the  Sunday  afternoon 
session. 
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with  21  from  New  York  and  16  from  our  Society,  the 
third  highest  in  the  nation. 

It  is  not  unreasonable  to  think  that  in  the  future,  the 
Government  may  require  licensure  of  the  medical  as- 
sistant just  as  the  x-ray  technician  is  licensed.  We 
want  to  be  there  ahead  of  the  Government  and  so  we 
are  urging  all  medical  assistants  to  take  this  test. 
Successful  completion  assures  the  medical  assistant 
that  she  will  be  considered  qualified  in  terminology, 
anatomy,  physiology,  medical  ethics,  medical  law, 
bookkeeping,  and  typing,  and  in  the  clinical  or  admin- 
istrative aspects  of  an  office  and  so  can  use  the  initials 
“CM A”  (Certified  Medical  Assistant). 

This  April,  we  will  be  chartering  five  new  chapters  in 
Cortland,  Chemung-Schuyler,  Oneida,  Richmond,  and 
Rockland.  You  can  see  we  are  growing,  but,  we  need 
your  help  and  continued  support  in  getting  interest 
started  in  counties  where  there  are  no  chapters,  such  as 
Chautauqua,  Dutchess,  Rensselaer,  Schenectady,  Steu- 
ben, and  Orange.  These  counties  have  an  excellent 
potential  for  membership,  but  lack  awareness  of  our 
organization  and  its  purposes.  You  can  help  us  also  by 
publishing  State  or  county  public  relations  articles 
submitted  to  you  for  publication  in  State  and  county 
medical  society  journals. 

Without  your  encouragement  and  assistance,  we 
could  not  have  come  this  far  and  with  your  continued 
help,  the  New  York  State  Society  will  become  your 
most  valuable  asset.  The  New  York  State  Society  is 
available  to  help  you  in  every  way  possible.  We  have 
shown  loyalty  in  the  past  and  can  and  will  continue  to 
provide  wholehearted  support  to  organized  medicine  in 
the  future.  Thank  you. 

. . . The  House  rose  and  applauded  as  Mrs.  Block  left 
the  podium  . . . 

Report  on  Physicians'  Home* 

. . . Speaker  Way  recognized  Carl  Goldmark,  Jr.,  M.D., 
President  of  Physicians’  Home,  who  addressed  the  House 
as  follows: 

Once  again  it  is  time  for  you  to  receive  the  annual 
report  of  the  Physicians’  Home.  Many  things  that  I 
will  report  to  you  today  are  essentially  the  same  as  was 
reported  to  you  last  year.  We  continue  to  get  our 
usual  quota  of  queries  of  “Where  is  the  Physicians’ 
Home?”  I am  sure  all  of  you  here  know  the  answer  to 
this  and  its  explanation. 

Almost  a mathematical  constant  over  the  years  has 
been  the  percentage  of  our  27,000  members  who  answer 
our  appeal  for  funds.  This  hovers  around  25  per  cent. 
Three  of  our  county  societies  have  asked  their  members 
to  contribute  ten  or  twelve  dollars  annually.  Our 
thanks  to  Erie.  Broome,  and  Ontario.  May  I humbly 
request  that  other  county  societies  follow  this  excellent 
example.  In  the  past  year,  we  have  had  7,100  mem- 
bers who  have  donated  $84,000.  In  the  current  year, 
since  October  1st,  we  have  received  $29,744  from  2,191 
donors. 

What  has  our  fund  accomplished  in  the  past  year? 
We  have  given  financial  aid  to  104  guests:  (This  is  an 
all  time  high)  26  doctors,  10  wives,  44  widows,  and  24 
dependents.  The  rotal  amount  expended  came  to 
$169,000  or  about  $9,000  more  than  in  our  previous 
year. 

*Dr.  Goldmark  addressed  the  House  at  the  Tuesday  after- 
noon session 


For  the  first  time  in  our  history,  we  are  helping  to 
support  the  husband  of  a woman  physician.  A few  of 
our  beneficiaries  are  continuing  with  their  practices,  all 
have  their  offices  in  their  homes  so  that  very  little 
extra  expense  is  involved,  and  since  they  cannot  earn 
quite  enough  to  give  them  the  necessary  income  to 
meet  expenses,  we  are  augmenting  such  income  to  a 
small  degree. 

One  doctor  who  died  recently  made  provisions  in  her 
will  that  (since  she  owned  some  property)  part  of  the 
proceeds  from  the  sale  of  this  property  be  used  to  repay 
the  amount  of  aid  she  had  received  from  us. 

A physician’s  widow,  having  sold  some  property,  re- 
quested us  to  reduce  her  stipend  since  she  will  receive 
some  income  from  these  funds  for  the  next  five  years, 
thus  allowing  us  to  “help  someone  else.” 

One  family  of  four  children,  whose  parents  died  a few 
months  apart  and  before  the  children  had  completed 
their  education,  is  particularly  grateful  to  the  Physi- 
cians’ Home.  The  two  older  children  have  completed 
their  college  courses  and  are  self-supporting,  and  have 
seen  to  it  that  we  can  reduce  our  help  to  the  two  youn- 
ger children. 

As  a matter  of  interest,  the  following  is  a quote  from 
a letter  received  from  a doctor’s  widow  with  two  chil- 
dren whom  we  helped  for  several  years.  She  has  re- 
married and  is  now  living  in  England.  “To  Physicians’ 
Home,  a simple  thank  you  for  your  invaluable  help  to 
us  during  a most  critical  period.  When  my  late  hus- 
band passed  away  suddenly,  he  left  many,  many  grate- 
ful patients  and  wonderful  memories,  but  unfortunately, 
had  not  made  any  provision  for  his  family  in  such  an 
emergency.  We  knew  of  no  place  to  turn  at  that  time. 
With  your  help,  it  has  been  possible  for  both  children 
to  finish  their  education.  My  son  is  now  a resident 
doctor  and  my  daughter  a teacher.  Both  are  happily 
married.  I have  recently  remarried  and  am  leaving 
this  country  to  live  in  England.  We  all  thank  you  for 
your  wonderful  understanding  and  help.” 

And  now  a word  about  an  innovation  this  year.  You 
undoubtedly  have  noticed  that  some  of  your  fellow  del- 
egates have  a gold  ribbon  added  to  their  delegate’s 
badge  and  inscribed  “Physicians’  Home.”  This  ribbon 
distinguishes  those  delegates  who  are  now  members  of 
the  Physicians’  Home  by  virtue  of  having  contributed 
$10.00  or  more,  and  I stress  or  more,  to  the  Physicians' 
Home  this  year.  We  shall  continue  to  do  this  at  all 
subsequent  meetings  of  the  House  of  Delegates.  Any 
of  you  who  wish  to  add  the  gold  ribbon  to  your  badge 
at  this  session  may  still  do  so.  Our  managing  director, 
who  is  sitting  outside  at  the  registration  desk  right 
now,  will  be  delighted  to  take  care  of  you. 

And  now  a word  about  our  Woman’s  Auxiliary — 
those  wonderful  women,  with  the  help  of  Mrs.  Harry 
Secky,  have  again  gone  all  out  for  the  Physicians 
Home  and  have  donated  $3,017.  Part  of  this  was  due 
to  the  efforts  of  Mrs.  Hollis  S.  Ingraham,  of  Albany,  in 
raising  money  at  a special  event.  To  them  all,  our 
very  sincere  thanks. 

I cannot  close  this  report  without  mentioning  our 
managing  director,  Miss  Beatrice  Hoyt.  Her  untiring 
efforts  and  her  faithful  attendance  to  duty  are  in  no 
small  part  the  driving  force  that  makes  the  Physicians 
Home  the  viable  organization  that  you  all  know.  To 
her,  we  extend  the  heartfelt  thanks  of  the  Board  of  Di- 
rectors and  the  officers  of  the  Physicians’  Home. 
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. . . The  House  applauded  as  Dr.  Goldmark  left  the 
podium  . . . 

Chancellor  of  the  State  University  of  New 
York* 

. . . Speaker  Way  recognized  President  Siegel,  who 
introduced  Dr.  Ernest  L.  Boyer,  Chancellor  of  the 
State  University  of  New  York,  who  addressed  the 
House  as  follows: 

I arrived  somewhat  breathlessly  this  afternoon,  not 
flying  in,  except  on  the  Thruway,  but  as  I arrived,  I re- 
called an  incident  that  was  declared  to  have  been  a 
true  account.  It  happened  several  years  ago  on  a 
Transcontinental  Airlines  flight  from  New  York  to  Los 
Angeles  and  somewhere  over  Dubuque,  Iowa,  the  pilots 
became  somewhat  fatigued  and  rang  the  intercom  bell 
and  the  two  stewardesses  were  there  and  lifted  the 
telephone  and  heard  the  pilot  say  that  he’d  like  them 
to  bring  some  coffee  to  the  pilots’  quarters  and,  in  a 
rather  jocular  vein,  he  asked,  “When  you  come,  bring 
with  it  lots  of  love.”  Now,  this  was  perfectly  alright  I 
am  sure  for  a plane,  except  for  the  fact  that  he  had 
pushed  the  wrong  switch  and  not  only  the  stewardesses 
heard  this  interesting  byplay,  but  120  rather  weary 
passengers  were  obviously  stirred  from  their  lethargy 
and  there  was  a little  bit  of  humor  and  snickering  and 
the  stewardesses  were  understandably  embarrassed. 
They  both  started  out  at  a full  gallop  to  the  front  of 
the  airplane  to  advise  the  pilots  to  say  no  more  because 
they  were  being  monitored  and  just  as  they  arrived  at 
the  front  of  the  plane,  right  before  they  got  to  the  pi- 
lots’ cabin,  an  old  seasoned  traveller,  I suspect  going  to 
a medical  convention  someplace,  stared  at  one  of  the 
miniskirts  and  said,  “Pardon  me  miss,  but  you  did  for- 
get the  coffee.” 

The  appropriateness  lies  in  the  fact,  arriving  here 
somewhat  breathlessly,  I feel  I can  bring  more  affection 
for  the  work  of  the  association  and  more  substance 
than  from  the  appeal  of  the  eye.  Nevertheless,  I re- 
spect fully  your  desire  to  interrupt  the  proceedings  of 
this  convention  and  look  at  what  I consider  to  be  one  of 
the  most  pressing  issues  now  facing  all  of  education, 
indeed,  I suspect  all  of  human  life.  I feel  it  a great 
honor  to  join  with  you  and  especially  to  do  so  in  my  ca- 
pacity as  Chancellor  of  the  State  University  of  New 
York. 

It  seems  to  me  that,  in  a very  real  sense,  the  aspira- 
tions of  this  association  and  the  qualifications  of  the 
membership  in  a very  direct  way  have  interrelationship 
in  the  hopes  and  aspirations  in  the  higher  education 
enterprise  in  this  State.  We  have  been  partners  for  a 
long  time. 

The  four  health  science  centers  of  the  State  Univer- 
sity of  New  York — Upstate  Medical  Center  in  Syra- 
cuse, Downstate  in  Brooklyn,  and  at  the  State  Univer- 
sity Centers  at  Buffalo  and  Stony  Brook — now  combine 
to  prepare  more  medical  doctors  than  any  other  insti- 
tution of  higher  learning  in  the  United  States.  In  ad- 
dition, we  are  making  tremendous  strides  in  trying  to 
keep  abreast  of  the  burgeoning  field  of  allied  health 
sciences.  As  you  well  know,  not  many  years  ago,  the 

*Dr.  Boyer  addressed  the  House  at  the  Sunday  afternoon 
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average  physician  had  only  three  or  four  health  special- 
ists working  with  him  on  the  team.  Now  there  are 
eleven.  Nurses,  technicians,  and  other  specialists 
today  are  backing  up  the  physician. 

The  State  University  today  is  aggressively  enrolling 
students  in  some  15,000  separate  programs  and  courses 
as  the  enrollments  continue  to  burgeon.  It  seems  to 
me  that,  in  addition  to  the  conventional  undergraduate 
and  the  graduate  of  the  professional  training  that  have 
been  an  integral  part  of  our  curriculum,  there  is  now 
another  educational  challenge  that  has  come  pressing 
in  and  this  brings  me  to  the  focus  of  the  hour.  Con- 
tinuing, or  recurring,  or  ongoing  education  has  been 
with  us  for  a long  time.  But,  it  is  my  own  conviction 
that  we  are  just  now  beginning  to  understand  the  cen- 
tral significance  of  it  all.  Unfortunately,  some  of  the 
current  talk  about  life  long  learning,  or  continuing  edu- 
cation, has  taken  on  a rather  negative  or  reactive  tone. 
We  are  hearing  about  mandated  education  that  may 
come  to  us  through  legislative  action.  Some  of  it  is 
being  urged  in  order  to  build  additional  protection 
against  growing  malpractice  suits,  and  we  hear  some 
talk  about  continuing  education  as  an  illustration  of 
interference  from  those  who  are  not  professionally 
trained.  Now,  I think  there  is  some  reason  for  the 
anxiety  to  be  sure,  and  already,  three  states,  and  you 
are  familiar  with  them  I know,  Maryland,  Oregon,  and 
New  Mexico,  have  mandated  continuing  education  for 
physicians.  Other  states  are  considering  such  legisla- 
tion, and  there  is  even  talk  of  an  arrangement  whereby 
relicensing  might  be  compulsory.  One  would  be  au- 
thorized to  practice  professionally  for  a period  of  time 
and  relicensing  would  be  dependent  upon  the  comple- 
tion of  certain  mandatory  educational  arrangements.  I 
recognize  also  that  malpractice  suits  are  increasing 
both  in  number  and  in  size  of  claim  and  surely,  the 
continued  skill  of  a physician  is  closely  correlated  to 
the  increased  capacity  to  meet  this  test.  It  however 
seems  to  me  wholly  inappropriate  to  see  the  conditions 
that  urge  on  continuing  education  as  being  rooted  ei- 
ther in  legislative  mandate  or  narrowly  defined  protec- 
tion against  such  claims.  The  reasons,  indeed,  I feel 
lie  in  the  changing  conditions  of  life  itself,  and  let  me 
explain  briefly  what  I mean. 

It  is  obvious  that  we  now  live  in  a world  that  is 
caught  up  in  a whirlpool  of  change.  We  are  confront- 
ing dramatic  shifts  in  our  scientific  knowledge,  in  our 
art  forms,  in  our  political  style,  in  our  personal  morali- 
ty, and  in  our  total  outlook.  Consider,  for  example, 
such  well  known  and  accepted  conditions  as  television, 
now  found  in  98  per  cent  of  all  of  our  homes  and  some- 
times on  the  average  of  two  and  three  sets,  and  we 
start  to  realize  that  this  was  first  introduced  experi- 
mentally not  more  than  twenty-five  years  ago.  I well 
recall  that  the  first  set  I saw  was  here  in  New  York 
when  I was  visiting  as  a college  student  in  the  RCA 
Building  where  it  was  being  demonstrated  in  front  of 
hundreds  of  people  who  were  milling  about.  The  com- 
puter, which  now  is  everywhere  apparent,  had  its  first 
experimental  application  at  Harvard  University  just 
seventeen  years  ago.  The  commercial  jet  was  available 
in  1958.  The  electronic  rock  and  roll,  which  is  now  so 
pervasive  in  our  culture,  was  really  introduced  in  the 
early  ’60s.  Conditions  of  life  which  are  now  pervasive, 
which  are  fundamental  in  the  way  we  live,  think, 
move,  and  act  are  really  in  the  time  frame  of  human 
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history  only  upon  us  in  the  last  fleeting  seconds. 

I am  suggesting  that  the  scenery  of  life  is  changing  in 
front  of  our  eyes,  almost  as  we  behold,  and  the  result  to 
me  seems  obviously  clear.  Education  in  the  earlier 
and  quieter  day,  was  just  an  exercise  one  completed  as 
one  phase  of  a four  phase  life.  We  had  four,  or  five,  or 
six  years  of  happy  play,  and  then,  we  had  15  to  20 
years  of  formal  study,  and  this  was  followed  by  40  years 
or  more  of  diligent  work  and  then,  10  to  15  years  of 
happy  decline.  Our  notion  that  learning  is  something 
that,  when  formally  completed,  then  closes  the  chapter 
and  moves  forward  to  an  aggressive,  full,  and  produc- 
tive adult  life.  That  notion,  it  seems  to  me,  is  becom- 
ing increasingly  obsolete.  If  the  changes  that  I men- 
tioned have  any  relevance  at  all,  they  argue  and  cry 
out  for  a redefinition  of  our  notion  of  learning,  when  it 
occurs  and  who  is  to  take  advantage  of  it. 

Increasingly,  the  State  University  of  New  York  is 
considering  the  prospect  of  having  colleges,  not  just  for 
the  young,  viewed  as  youth  ghettos,  but  rather  as  loca- 
tions where  those  of  all  ages  may  come  and  return  once 
again.  And,  if  the  need  to  stay  abreast  is  true  of  the 
society  as  a whole,  I am  convinced  it  is  especially  true 
for  those  in  the  specialty  professions  and  medicine  to 
lead  the  way  because  here  too,  there  has  been  a tre- 
mendous kaleidoscope  of  change.  Only  62  years  ago, 
when  the  Flexner  report  was  first  seen,  many  physi- 
cians were  mere  technicians,  men  and  women  who 
learned  their  trade  attending  lectures  for  one  or  two 
years  and  often  at  locations  where  even  laboratories 
were  unknown.  And  yet,  today,  60  years  later,  the 
American  physician  is  probably  the  best  trained  in  the 
world.  Indeed,  the  progress  of  medical  science  has 
been  one  of  the  most  dramatic  success  stories  of  our 
time.  Disease  after  disease  has  been  studied  and  then 
overcome.  Biological  science  has  made  such  progress 
that  we  now  understand  the  double  helix  of  molecules 
that  is  the  vital  link  in  the  chain  of  life  itself.  Chem- 
istry has  progressed  so  far  that  great  leaps  in  pharma- 
cology, nutrition,  and  pathology  were  made  possible. 
But  just  reciting  the  achievements  themselves  would 
be  inconsequential  if  they  were  not  measured  against 
the  human  progress  that  has  come  from  these  new 
discoveries.  At  the  turn  of  the  century,  the  average 
American  could  expect  to  live  only  49  years;  today,  the 
life  span  is  over  70  years.  Infant  mortality  has  been 
reduced  to  one-fifth  of  what  it  was  in  1900.  Smallpox 
has  been  eradicated  and  diabetes  has  been  brought 
under  our  control.  Surgery  can  now  perform  un- 
dreamed of  operations  on  the  so-called,  “human  orga- 
nism.” 

In  short,  medical  science  has  transformed  the  very 
nature  and  length  of  life  in  this  nation,  an  unprece- 
dented and  altogether  marvelous  chapter  in  the  life  of 
man,  measured  against  the  full  sweep  of  human  histo- 
ry, the  last  seconds  of  man  on  earth.  Again,  however, 
it  is  precisely  the  incredible  rapid  pace  of  medical 
science  that  has  forced  physicians,  above  all  others,  to 
stay  abreast.  The  more  medicine  learns  about  all  as- 
pects of  life,  the  more  each  practitioner  has  to  read 
nightly  just  to  stay  abreast.  In  other  words,  we  are 
really  increasingly  becoming  victims  of  our  own  imagi- 
nation. The  more  rapidly  medicine  rushes  ahead,  the 
more  each  physician  needs  to  continue  learning  and  the 
acquisition  of  new  skills.  Here,  an  important  footnote 
needs  to  be  introduced.  It  is  not  only  biochemical 


medicine,  molecular  biology,  or  traditional  human  ills 
that  continuously  must  be  learned;  the  fact  is  the  very 
origins  and  nature  of  ill  health  are  shifting  drastically. 

To  repeat  a trite  but  telling  phrase;  the  roots  of  sick- 
ness are  no  longer  the  tsetse  fly,  but  smog;  not  polio, 
but  accidents;  and  not  the  tubercle  bacillus,  but  stron- 
tium 90.  About  60  per  cent  of  all  persons  between  the 
ages  of  2 and  35  who  die  today  are  killed  by  accidents, 
not  disease.  In  New  York  City  last  year,  they  say  the 
largest  killer  of  persons  between  15  and  30  was  heroin 
and  other  hard  drugs!  Or  take  the  swiftly  growing 
problem  of  the  aged.  Largely  because  the  health  sci- 
ences have  been  so  successful  in  prolonging  life,  the 
number  of  old  people  in  this  country  has  been  growing 
with  amazing  speed.  Seventy  years  ago  the  number  of 
people  over  65  in  this  country  was  less  than  four  per 
cent;  today  it  is  over  ten  per  cent;  and  by  1980,  with 
our  declining  birth  rates,  it  may  approach  15  per  cent 
of  the  total  population.  Not  only  has  this  helped  lift 
cardiovascular  disease  and  cancer  to  the  top  of  our  list 
of  causes  of  death,  but  it  has  also  brought  chronic  ill- 
ness into  the  center  of  medical  attention.  Already  70 
per  cent  of  all  visits  to  physicians  are  by  the  chronical- 
ly ill,  many  of  them  elderly  persons. 

The  point  is  simply  this,  today,  a physician  who 
wishes  to  be  effective  in  maintaining  health,  needs  to 
understand  the  new  social  origins  of  illness,  as  well  as 
the  old  bacteriological  ones.  So,  for  all  of  these  and 
other  reasons,  I come  back  to  my  central  theme,  con- 
tinuing education  has  become  an  absolute  imperative 
in  our  midst  for  physicians,  for  professionals,  and  for 
all  of  us  as  well.  Indeed,  I was  talking  several  days  ago 
with  one  of  my  colleagues,  and  given  the  increased  in- 
clination toward  obsolescence  of  our  knowledge,  we 
may  have  a kind  of  inverse  inflation  arrangement,  so  if 
one  loses  6 per  cent  of  his  degree  each  year,  in  time  he 
may  discover  that  he  has  used  up  all  his  percentages 
and  needs  somehow  to  re-establish  his  academic  cre- 
dentials. It  has  certain  realities,  but  there  are  follies,  I 
suspect,  in  its  application. 

Fortunately,  the  health  sciences,  medicine  in  partic- 
ular, have  already  discovered  the  truth  that  I have  set 
out  for  your  consideration  this  afternoon.  I am  not  un-  , 
mindful;  I know  that  many  physicians  regularly  attend 
lectures,  seminars,  scientific  sessions,  and  specialty 
symposia  around  the  country.  I know  that  many  learn 
new  clinical  techniques  at  hospitals  and  medical 
schools  after  the  completion  of  their  formal  training. 
Incidently,  and  might  I add,  I realize  too  that  the 
State  University  of  New  York  health  sciences  have 
helped  to  do  this  job.  I understand  the  center  in  Buf- 
falo, for  example,  has  had  an  imaginative  continuing 
education  program  for  the  western  frontier  since  1951, 
and  our  Downstate  Medical  Center  has  been  working 
with  the  Kings  County  Medical  Society  to  develop  ex- 
cellent post-graduate  programs.  The  Kings  County 
Medical  Society  was  the  second  one  in  America,  inci- 
dently, to  establish  continuing  education  as  a requisite 
for  continued  membership  in  a county  medical  society, 
a remarkable  breakthrough  operationally  and  in  its 
conception.  You  and  I both  know  of  numerous  other 
programs  of  continuing  education  in  this  State,  not  the 
least  of  which  is  carried  on  through  hospital  affiliation 
that  many  physicians  hold.  In  many  instances,  the 
consultation  visit  a physician  requests  for  one  of  his 
patients,  of  course,  is  a learning  experience  in  itself.  I 
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am  from  Albany  and  hear  frequently  about  the  remark- 
able, imaginative  continuing  education  program  car- 
ried on  by  the  Albany  Medical  Center. 

Now,  all  of  these  are  illustrative  of  the  points  that 
we  just  pursued.  But,  let  me  now  turn  to  what  I think 
is  a growing  challenge  in  spite  of  the  experience  we  now 
have.  Commendable  as  our  past  steps  have  been,  I 
believe  these  are  not  enough  because  they  are  still 
patchy,  haphazard,  and  uneven  in  quality.  We  need 
something  more.  As  I see  it,  the  time  has  come  for  us 
to  put  continuing  education  on  a status  equal  to  the  ef- 
forts we  have  put  in  undergraduate,  graduate,  and  pro- 
fessional studies.  I recognize  that  the  task  is  not  easy, 
but  neither  is  it  impossible. 

Let  me  touch  briefly  on  the  five  ingredients  which  I 
think  we  must  adhere  to  in  the  days  ahead,  and  I will 
touch  on  them  lightly.  First,  continuing  education 
programs  in  medical  education  should  be  appropriately 
designed  for  the  so  called  “advanced  student.”  It 
should  imitate  neither  undergraduate  premedical  edu- 
cation with  its  preponderance  of  lectures  and  laborato- 
ry science,  nor  should  it  mimic  post-graduate  educa- 
tion with  its  heavy  emphasis  on  clinical  experience. 
But  rather,  it  should  be  a unique  kind  of  education 
which  focuses  on  the  problems  of  practicing  physicians 
in  a very  concrete  way,  and  yet  also  constantly  be  seek- 
ing to  probe  for  new  underlying  principles,  new  under- 
lying theories,  and  new  underlying  trends  of  contempo- 
rary research,  medicine,  and  health  care  as  a whole. 
First  then,  we  look  for  unique  content. 

Second,  the  continuing  education  program  should 
help  physicians  to  view  medicine  and  health  care  in 
the  overall  context.  The  growing  departmentalization 
and  specialization  in  health,  it  seems  to  me,  adds  ur- 
gency to  the  need  to  see  medicine  as  a whole;  to  look  at 
the  alternatives  to  the  present  forms  of  health  care  and 
to  understand  the  changing  context  in  which  physi- 
cians practice.  So,  we  not  only  look  for  a new  curricu- 
lum, we  look  in  turn  for  the  new  context. 

Third,  I should  hope  that  continuing  education,  as  it 
emerges,  will  be  able  to  be  flexible  in  its  delivery.  It 
should  be  able  to  reach  out  to  the  physicians  in  their 
offices,  in  their  homes,  and  in  their  studies.  With  the 
tools  of  modern  technology,  including  telephone,  cas- 
settes, computers,  the  video  cassettes,  and  journals,  it 
is  entirely  possible,  I believe,  to  design  an  educational 
program  geared  to  the  20th  century,  not  to  the  19th. 
To  put  it  quite  candidly,  we  need  arrangements  to 
move  ideas  to  the  students  rather  than  the  students  to 
the  ideas.  In  that  regard,  you  may  have  noticed  in  this 
morning’s  New  York  Times  the  description  of  the  re- 
cent computer  breakthrough  we  have  developed  in  at 
least  one  area  of  continuing  education  and  that  is  in 
retrieval  of  knowledge.  We  now  have,  in  the  Albany 
area,  under  the  State  University  administration,  a 
computer  that  has  been  able  to  assemble  and  collate 
some  1,700,000  medical  references  drawn  from  2,300 
medical  journals  covering  all  of  the  basic  research  dur- 
ing the  past  ten  years.  We  had  had  24  medical  centers 
linked  into  our  so  called  “biomedical  network”  until 
several  weeks  ago.  Now,  we  have  joined  the  Library  of 
Medicine,  and  140  additional  hospitals  and  medical 
schools  have  now  joined  and  information  is  speeding  all 
across  the  country,  by  cable  to  France,  and  by  satellite 
to  Alaska.  Within  seconds,  a person  interested  in  se- 
curing the  latest  research  in  whatever  the  field  of  inter- 


est may  be  will  be  able  to  type  into  the  computer  a re- 
quest and  within  seconds,  the  computer  responds  back 
by  listing  all  of  the  research  entries  that  occurred  in 
that  particular  field  of  study  in  the  past  decade.  The 
time  saved  in  searching  the  literature  and  making  sure 
that  accurate  information  is  available  is  none.  I grant 
you  this  is  ease  in  the  recovery  of  literature,  and  it  is 
limited  to  what  it  can  provide,  but  it  does  illustrate 
the  kind  of  capacity  we  can  have  if  we  turn  our  atten- 
tion to  the  efficient  tools  we  have  available.  All  of  this 
is,  in  general,  part  of  the  third  requirement  for  con- 
tinuing education  and  that  is  that  it  can  be  delivered 
efficiently  and  effectively  at  the  location  point  rather 
than  having  to  move  the  people  involved. 

The  fourth  requirement  I will  touch  briefly  on  is  that 
the  medical  schools  and  health  science  centers  in  this 
State  should  serve  as  the  central  partner  in  this  pro- 
cess. They  are  the  vortex  of  modern  medicine  and  the 
centers  of  knowledge  and  so,  while  self-education 
among  peers  is  crucial,  educational  assis  ance  from  the 
leading  medical  centers  is  also  imperative. 

Fifth,  and  the  last  test  to  our  expanding  continuing 
education  in  medicine,  I believe  that  the  physicians 
themselves  must  have  a major  part  in  the  development 
of  the  program.  Their  input  is  essential.  The  stan- 
dards of  the  medical  profession  should  be  set  by  the 
profession  and  the  urgent  need  for  grass  roots  involve- 
ment in  this  new  force  in  education,  I feel  cannot  be  ig- 
nored. 

What  I am  suggesting  then  is  this,  we  are  in  a world 
that  is  engaged  in  a kaleidoscope  of  change.  Quickly, 
our  past  knowledge  becomes  obsolete  and  those  of  us 
who  try  to  deal  with  human  services  must  find  ways, 
not  only  to  be  educated,  but  to  have  recurring  educa- 
tion. While  efforts  have  been  made  thus  far,  I believe 
we  have  only  just  begun  to  redesign  the  education  sys- 
tem to  make  it  available  efficiently,  effectively,  and 
continuously.  I might  add,  parenthetically,  that  the 
obligation  rests  not  only  on  the  profession,  but  with 
those  of  us  who  try  to  make  the  institutions  more  flexi- 
ble and  responsive.  This  leads  me  to  say  that  the 
State  University  of  New  York,  with  its  four  health 
science  centers  and  its  many  other  campuses  around 
the  State,  is  extremely  eager  to  work  with  your  Society 
and  with  the  physicians  of  New  York  to  design  new 
models  for  continuing  education,  models  geared  to 
meet  the  contemporary  needs  of  physicians  and  their 
patients.  Dr.  Richard  D.  Eberle,  of  your  Society,  has 
suggested,  quite  rightly,  that  the  purpose  of  continuing 
education  has  one  goal — to  improve  patient  care — and 
it  is  on  this  basis  and  to  that  noble  end  that  the  Uni- 
versity pledges  its  commitment  with  you.  We  do,  in 
New  York,  have  72  campuses;  half  of  these  are  commu- 
nity colleges.  There  are  15  senior  colleges,  4 university 
centers,  and  of  course,  4 medical  centers.  We  believe 
there  is  inherent  within  this  network  a great  capacity 
to  join  the  network  of  the  medical  profession  as  it  is 
spread  across  this  State.  I was  delighted  to  hear  the 
reference  to  the  medical  college  without  a campus  that 
is  being  explored  in  Maine;  we,  too,  have  started  a col- 
lege without  a campus  in  the  State  of  New  York  in  ad- 
dition to  the  72  institutions  that  are  poured  in  concrete 
and  have  physical  locations.  We  have  recently 
launched  the  Empire  State  College  which  is  an  institu- 
tion that  is  flexible  and  has  no  single  location,  but  has 
learning  centers  that  are  placed  where  people  want  to 


June  1,  1973  / New  York  State  Journal  of  Medicine  1369 


study  and  is  geared  especially  to  adults  who  do  not 
have  the  time  or  inclination  to  return  fully  to  a cam- 
pus, but  do  wish  to  be  in  close  contact  with  the  centers 
and  library  services.  And  so,  it  seems  to  me,  that  this 
combination  of  formal  campus  study  with  the  more 
transportable  college  without  a campus,  is  a resource, 
we  can  join  with  the  continuing  education  needs  which 
I have  just  denoted. 

President  John  F.  Kennedy,  shortly  before  he  was 
assassinated,  in  reflecting  on  some  of  the  shifts  in  our 
culture,  said,  “A  great  change  is  at  hand.  Our  task, 
our  obligation,  is  to  make  sure  the  change  is  peaceful 
and  constructive  for  us  all.”  As  I look  at  the  changes 
around  us,  I believe  that  great  change  is  in  store  for  the 
health  care  field  in  the  ’70s.  Already,  some  of  the 
straws  in  the  wind  can  be  noted.  Colleges  and  medical 
schools  right  now  are  looking  for  ways  to  combine  their 
curricula  and,  hopefully,  shorten  medical  training 
without  a reduction  of  quality.  Already  the  internship 
role  in  the  new  world  of  specialized  residencies  is  being 
critically  examined.  Right  now,  special  tracks  for 
medical  research,  administration,  family,  community, 
and  specialty  medicine  are  now  taking  shape.  Right 
now,  the  role  of  local  health  centers,  health  mainte- 
nance organizations,  and  ambulatory  care  centers,  are 
under  critical  review.  Already  the  many  bills  to  re- 
form health  care  finance  and  delivery  have  been  sub- 
mitted to  Congress  for  debate.  Already  consumerism 
by  a much  more  highly  educated  population  is  begin- 
ning to  scrutinize  health  care  quality  and  costs.  Group 
practice  and  a team  approach,  involving  other  health 
science  professions  than  physicians,  is  becoming  a 
dominant  pattern  in  health  care  in  many  regions. 

This  then,  I note  again,  is  a changing  context.  Our 
job,  the  job  of  those  of  you  in  medicine  and  those  of  us 
in  higher  education,  is  to  make  these  dramatic  changes 
in  health  care,  as  President  Kennedy  put  it,  “peaceful 
and  constructive”  rather  than  destructive  and  confus- 
ing. Working  together,  in  this  most  progressive  of 
American  States,  I believe  we  can  come  up  with  a fresh 
approach  to  the  continual  updating  and  renewal  of  the 
medical  profession,  so  that  New  York  will  have  not 
only  an  exciting  alternative  to  compulsory  courses,  but 
also  a brilliant  example  of  what  medical  education  at 
its  best  can  be.  In  so  doing  if  we  respond  together  con- 
structively to  these  changes,  we  can  bring  to  reality 
what  we  always  found  in  our  hearts,  a commitment  to 
the  public  service  in  a context  of  personal  dedication 
and  professional  excellence. 

. . . The  House  rose  and  applauded  as  Dr.  Boyer  left 
the  podium  . . . 

Chairman  of  the  Student  Delegation* 

. . . Speaker  Way  recognized  Charles  D.  Sherman, 
Jr.,  M.D.,  who  introduced  Mr.  Allan  Gibofsky,  a stu- 
dent at  Cornell  Medical  College,  who  addressed  the 
House  as  follows: 

I am  privileged  to  appear  before  you  once  again  this 
year  on  behalf  of  the  medical  students  here  at  this 
meeting  of  the  Medical  Society  of  the  State  of  New 
York  and  representatives  of  the  students  within  the  12 
medical  schools  of  New  York  State. 

*Mr.  Gibofsky  addressed  the  House  at  the  Wednesday  af- 
ternoon session. 


Last  year,  you  may  recall,  I spoke  primarily  to  the 
issue  of  achieving  participation  for  medical  students 
within  this  House  of  Delegates.  Since  that  time,  we 
have  met  several  times  as  a group,  in  the  hope  that 
your  Resolution  71-77,  as  amended  and  reaffirmed  by 
you,  would  ultimately  be  accepted  and  be  put  into 
practice.  Additional  well-meaning  resolutions  that 
would  allow  for  a student  delegate  with  voice  and  vote 
within  this  assembly  have  once  again  been  submitted 
by  Doctors  Sherman  and  Way,  and  we  are  grateful  for 
their  cooperation  and  continued  support  throughout 
our  formative  stage.  I would  be  less  than  candid,  how- 
ever, if  I did  not  express  to  you  the  disappointment  of 
many  students  and  delegates  alike,  that  four  years 
must  pass  before  formal  student  input  into  this  House 
of  Delegates  is  achieved.  We  would,  however,  like  to 
assure  you  that  despite  what  may  seem  our  impatience, 
we  are  much  more  concerned  that  this  representative 
assembly  act  upon  the  most  rational  alternative,  not 
the  most  expedient  one.  The  short-range  actions  that 
might  pour  oil  on  troubled  waters  today  might  possibly 
only  serve  to  ignite  the  flames  of  difficulty  tomorrow. 

This  has  been  a most  productive  year  for  the  stu- 
dents who  have  been  involved  with  the  Medical  Society 
of  the  State  of  New  York.  We  have  met  several  times 
since  your  last  session  (the  166th)  to  discuss  items  of 
concern  to  the  medical  students  of  New  York  State  and 
have,  through  our  advisor,  Charles  D.  Sherman,  Jr., 
M.D.,  submitted  several  resolutions  for  your  consider- 
ation. We  recognize  the  strength  and  effectiveness  of 
this  group  as  a professional  society,  and  as  the  proper 
vehicle  for  organized,  well-reasoned  commentary  that 
would  seek  to  change  the  goals  and  directions  of  Medi- 
cine as  it  exists  today. 

One  reads  a great  deal  in  both  the  lay  and  profes- 
sional press  about  the  dissatisfaction  of  younger  physi- 
cians, especially  recent  medical  college  graduates,  with 
the  goals  of  organized  medicine.  One  need  only  exam- 
ine the  membership  rolls  of  our  parent  organization, 
the  American  Medical  Association,  to  substantiate  this 
fact.  I submit  to  you  that  your  directed  efforts  to  in- 
clude student  representatives  within  this  State  Medi- 
cal Society  is  a great  step  forward  towards  the  solution 
of  the  problem  I alluded  to  above.  Dissatisfaction 
arises  when  individuals  are  made  to  feel  that  their 
thoughts  and  opinions  are  superfluous,  unnecessary, 
and  as  some  would  criticize,  not  yet  of  enough  practical 
experience  to  be  useful.  I submit  to  you  that  this 
problem  of  dissatisfaction  will  not  be  as  great  for  the 
younger  physicians  of  New  York  State,  for  if  anything, 
you  have  repeatedly  demonstrated  to  us  that  our 
thoughts  are  important  to  you,  our  opinions  of  value, 
and,  in  short,  have  generally  made  us  feel  a welcome 
part  of  your  State  Society.  I would  go  on  to  state  that 
the  younger  physicians  of  New  York  State  who  are  ob- 
serving with  great  interest  your  efforts  to  include  stu- 
dent representation  will  be  only  too  eager  to  partici- 
pate in  organized  medicine,  on  all  three  levels — Coun- 
ty, State,  and  National.  All  this  is  a result  of  your  ef- 
forts to  include  us  within  the  framework  of  your  organi- 
zation. 

This,  for  me,  represents  the  near-terminus  of  my  un- 
dergraduate medical  career.  I am  grateful  to  this  Soci- 
ety for  providing  me  with  the  information  necessary  to 
act  rationally  on  those  issues  that  will  begin  to  effect 
me  as  soon  as  I graduate;  and  hopefully,  like  myself,  all 
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graduating  physicians  will  react  on  these  vital  issues  of 
health  care  and  its  delivery  from  knowledge  rather 
than  from  emotion,  knowledge  that  can  best  be  provid- 
ed by  the  reasoned  efforts  of  a State  Medical  Society. 

Immediately  upon  the  close  of  this  session,  the  stu- 
dent group  will  be  represented  by  Mr.  James  K.  Weber 
of  the  Columbia  University  College  of  Physicians  and 
Surgeons.  I am  sure  that  you  will  afford  him  the  same 
courtesies  you  have  afforded  me,  and  that  under  his 
direction  the  student  group  will  continue  to  identify 
issues  of  concern  and  bring  them  to  the  attention  of 
this  House. 

Though  a full  three  months  yet  remain  until  Cornell 
University  grants  upon  me  the  degree  of  Doctor  of 
Medicine,  if  the  President  of  the  American  Medical  As- 
sociation and  the  Executive  Vice-President  of  the  Med- 
ical Society  of  the  State  of  New  York  respectively  are 
still  in  this  room  and  will  accept  my  dues,  I am  only 
too  ready  to  add  my  name  to  the  list  of  all  those  who 
support  the  MSSNY  and  the  AMA  in  their  efforts  to 
represent  the  best  interests  of  our  medical  profession. 

I should  like  to  extend  the  gratitude  of  the  student 
group  to  all  of  you  who,  by  your  kind  words,  support 
and  demonstrated  action  assisted  the  student  group 
this  past  year.  Once  again,  my  personal  appreciation 
and  that  of  the  student  group  to  this  House  of  Dele- 
gates for  allowing  me  to  address  you,  as  I have  this  af- 
ternoon. Thank  you  very  much. 

. . . The  House  applauded  as  Mr.  Gibofsky  left  the 
podium  . . . 

Introduction  of  Guests* 

. . . Speaker  Way  introduced  the  following  guests, 
who  addressed  the  House  and  were  applauded: 

David  A.  Grendon,  M.D.,  President,  Connecticut 
State  Medical  Society 

Charles  R.  Glassmire,  M.D.,  Past  President,  Maine 
Medical  Association 

D.  Glyn  Millard,  M.D.,  Vice-President,  New  Hamp- 
shire Medical  Society 

William  J.  D’Elia,  M.D.,  President,  Medical  Society 
of  New  Jersey 

James  A.  Gray,  M.D.,  President,  Vermont  State 
Medical  Society 

Mrs.  James  P.  Furlong,  President,  Women’s  Auxiliary 
to  the  Medical  Society  of  New  York 


Introduction  of  Past  Presidents 

. . . Speaker  Way  introduced  the  following  past  presi- 
dents who  were  in  the  House:  James  M.  Blake,  Henry 
I.  Fineberg,  Walter  T.  Heldmann,  George  Himler,  Ed- 
ward C.  Hughes,  and  Walter  Scott  Walls. 

The  House  rose  and  applauded. 


*Dr.  Grendon,  Dr.  Glassmire,  Dr.  D’Elia,  and  Mrs.  Furlong 
vvere  introduced  at  the  Sunday  afternoon  session;  Dr.  Gray  was 
ntroduced  at  the  Tuesday  afternoon  session;  and  Dr.  Millard 
•vas  introduced  at  the  Wednesday  morning  session. 


Award  Presentations' 

. . . Speaker  Way  introduced  President  Siegel  who 
made  the  following  presentations: 

President's  Citation  for  Distinguished 
Community  Service 

President  Siegel:  Believing  that  civic  responsibili- 

ties should  be  an  important  part  of  every  physician’s 
life,  in  1961  the  Medical  Society  of  the  State  of  New 
York  established  the  President’s  Citation  to  be 
awarded  to  that  physician  or  physicians,  who,  in  the 
opinion  of  the  president  of  his  county  medical  society, 
had  excelled  in  community  service  “above  and  beyond 
the  call  of  duty.”  In  choosing  a recipient  of  this  covet- 
ed award,  the  important  criterion  considered  is  his  ser- 
vice to  his  community  as  a citizen.  No  matter  how 
great  his  activities  may  have  been  in  the  field  of  medi- 
cine, this  is  part  of  his  daily  profession  and,  for  this 
award,  is  subordinated  when  selecting  a recipient. 
This  criterion  is  frequently  misunderstood  and,  too 
often,  a nomination  will  emphasize  too  much  medical 
accomplishment  and  too  little  civic  endeavor. 

Thus,  each  year,  the  President  of  the  State  Medical 
Society  has  the  privilege  to  honor  one  or  more  of  his 
colleagues  for  outstanding  and  continuous  service  to  his 
community  and  fellow  citizens,  service  entirely  beyond 
the  scope  of  his  medical  practice. 

This  year,  from  many  nominations  received,  two 
were  so  outstanding  in  community  service  that  it  was 
my  decision  that  both  of  these  men  were  equally  de- 
serving of  this  coveted  award.  I am  sure  we  all  take 
special  pride  in  these  two  awards  since  we  find  an  un- 
usual situation  whereby  both  recipients  are  fellow  dele- 
gates to  this  House. 

One  recipient  I have  chosen  was  nominated  by  Mur- 
ray Elkins,  M.D.,  the  President  of  the  Medical  Society 
of  the  County  of  Queens.  He  is  Irving  G.  Frohman, 
M.D.,  and  his  contributions  to  his  fellow  man  run  a 
broad  spectrum  from  the  field  of  music  to  that  of  the 
military. 

Dr.  Frohman  was  a founding  member  of  the  Rocka- 
way  Five  Towns  Symphony  Orchestra  some  twenty- 
three  years  ago.  This  is  one  of  the  rare  community 
sponsored  amateur  orchestras  to  have  functioned  con- 
tinuously since  that  founding  date.  During  these 
many  years  of  community  service,  Dr.  Frohman  has 
rarely  missed  a rehearsal  and  has  played  in  every  con- 
cert— and  many  they  have  been!  In  addition  to  his 
personal  participation  as  a member  of  the  orchestra,  he 
has  served  as  vice-president,  director,  and  patron  of  the 
orchestra.  It  has  been  such  devotion  that  has  contrib- 
uted greatly  to  the  success  of  the  Rockaway  Five 
Towns  Symphony  Orchestra. 

In  addition  to  his  interests  in  music,  Dr.  Frohman 
also  distinguished  himself  in  the  military.  He  has  re- 
ceived a Meritorious  Service  Award  from  the  Director 

t The  Vice-President’s  medal  was  presented  at  the  Sunday 
afternoon  session;  the  Albion  O.  Bernstein,  M.D.  Award  and 
the  Journal  Distinguished  Service  Awards  were  presented  at 
the  Tuesday  afternoon  session;  the  Fifty-Year  Citations  were 
announced  at  the  Tuesday  afternoon  session;  the  Scientific 
Exhibits  Awards  were  announced  at  the  Wednesday  morning 
session;  and  the  President’s  Citations  for  Distinguished  Com- 
munity Service  were  presented  at  the  Wednesday  afternoon 
session. 
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of  Selective  Service  for  his  assistance  in  making  the 
Selective  Service  System’s  selection  of  physicians,  den- 
tists, and  allied  specialists  a successful  program.  As 
Colonel  Frohman,  M.D.,  he  initiated  a post-war  train- 
ing program  for  thousands  of  Queens  officers  from  all 
branches  of  service.  At  the  Annual  Military  Ball  of 
the  Metropolitan  Reserve  Officer  Chapters  at  the  Hotel 
Statler-Hilton  on  February  9th,  Colonel  Irving  G.  Froh- 
man, USAR,  Retired,  was  presented  the  Department  of 
the  Army  Certificate  of  Achievement. 

Dr.  Frohman  is  an  active  member  of  the  Hammel 
Holland  Seaside  Civic  Association  and  was  instrumen- 
tal in  a campaign  to  save  the  community  of  Broad 
Channel  from  destruction. 

Our  own  investigation  revealed  that  Dr.  Frohman  is 
respected  by  the  many  who  know  him,  and  his  efforts 
and  deep  interests  in  helping  make  his  community  a 
finer  place  in  which  to  live  bring  great  credit  to  him 
and  to  our  profession. 

I,  therefore,  take  great  pride  in  awarding  to  Irving  G. 
Frohman,  M.D.,  of  Rockaway  Park,  the  1973  Presi- 
dent’s Citation. 

. . . The  House  applauded  as  Dr.  Frohman  left  the 
podium  . . . 

President  Siegel:  Our  other  outstanding  citizen  in 

community  service  is  John  J.  Noonan,  M.D. 

Dr.  Noonan  of  Troy  was  nominated  by  William  A. 
Whyland,  M.D.,  President  of  the  Medical  Society  of 
the  County  of  Rensselaer.  His  dossier  of  community 
service  contains  so  many  activities  and  responsibilities 
that  I truly  wonder  where  this  man  found  the  time 
needed  to  maintain  not  only  an  active  practice,  but 
also  to  undertake  his  responsibilities  of  leadership  in 
several  medical  bodies. 

John  Noonan  is  President  of  the  Watervliet  Board  of 
Education,  Lay  Trustee  of  Catholic  Central  High 
School  of  Troy,  and  a member  of  the  Advisory  Board  of 
the  College  of  St.  Rose.  However,  his  valued  commu- 
nity services  also  lie  in  other  directions  in  addition  to 
education.  He  is  a member  of  the  Watervliet  Planning 
Commission,  the  Uncle  Sam — Mohawk  Council  of  the 
Boy  Scouts  of  America,  the  Commissioner’s  Committee 
on  Problems  in  Education,  the  Rensselaer  County  His- 
torical Society,  the  Rensselaer  County  Council  of  the 
Arts,  and  the  Troy  Chromatic  Society,  an  organization 
which  sponsors  four  musical  concerts  annually. 

So  you  see,  the  list  of  devotions  to  his  community  is 
long  and  varied  and  I know  how  sincerely  you  join  me 
in  awarding  so  deserving  an  honor  to  John  Noonan 
today.  A man  who  has  over  the  years,  proven  himself 
to  be  a leader  in  his  community;  one  who  generously 
gives  of  his  time  and  effort  in  order  to  make  for  a bet- 
ter community.  Wherever  his  attentions  were  direct- 
ed; the  field  of  education,  the  arts,  county  planning, 
youth  groups,  the  sweet  smell  of  accomplishment  was 
the  result  of  his  touch. 

If  ever  a man  deserved  to  hear  these  accolades  di- 
rectly and  to  receive  the  honor  of  the  President’s  Cita- 
tion personally,  it  is  John  J.  Noonan,  M.D.  Unfortu- 
nately, recent  illness  prevents  John  from  being  with  us 
today  to  share  in  person  this  deserving  experience.  So 
I have  asked  the  staff  to  record  this  presentation  on 
tape  and  have  it  delivered  to  Dr.  Noonan. 

But  we  know  that  Dr.  Noonan,  in  lieu  of  his  own 
personal  attendance,  could  want  no  other  to  receive 


this  award  than  one  of  his  family.  So,  here  to  receive 
the  President’s  Citation  for  Dr.  Noonan  today  are  his 
daughter  and  her  husband,  G.  Lowell  Parsons,  M.D.,  a 
colleague  following  in  the  respected  profession  of  his  - 
father-in-law. 

Dr.  and  Mrs.  Parsons,  will  you  please  accept  this 
Citation  for  Dr.  Noonan  and  take  it  to  him  with  our 
deep  affection. 

. . . The  House  applauded  as  Dr.  and  Mrs.  Parsons 
left  the  podium  . . . 

Albion  O.  Bernstein,  M.D.,  Award 

. . . Speaker  Way  recognized  Albert  H.  Coons,  M.D.,  , 
who  came  to  the  podium. 

President  Siegel:  Gentlemen,  the  Albion  O.  Bern-  U 

stein,  M.D.  Award  is  given  to  a physician,  surgeon,  or 
scientist  who  makes  a widely  beneficial  scientific  dis-  i| 
covery  in  medicine,  surgery,  or  prevention  of  disease. 
The  recipient  of  the  award  this  year,  Albert  H.  Coons,  u 
M.D.,  was  chosen  in  a nationwide  competition.  The 
award  is  presented  under  the  auspices  of  the  Medical 
Society  of  the  State  of  New  York  and  was  established 
by  the  late  Morris  J.  Bernstein  to  perpetuate  the  mem- 
ory of  his  physician  son  who  tragically  lost  his  life 
while  responding  to  a medical  call. 

Dr.  Coons,  the  1973  recipient,  is  Professor  of  Bacteri-  9 
ology  and  Immunology  at  Harvard  Medical  School. 
He  was  selected  in  a nationwide  competition  by  the 
Awards  Committee  for  his  accomplishment  in  the  de- 
velopment and  application  of  fluorescent  antibodies  in 
the  identification  and  localization  of  biological  materi-  J 
als  including  bacteria,  viruses,  antigens,  antibodies  and 
complement  in  clinical  medicine. 

More  recently,  tagged  antibodies  have  been  used  to 
detect  immunoglobulin  molecules  on  the  surface  of 
cells.  Further  applications  of  Dr.  Coons’  basic  tech-  * 
nique  can  be  expected  to  extend  knowledge  of  tumor 
immunity  and  many  other  diseases. 

Dr.  Coons,  we  are  indeed  privileged  to  present  this 
commemorative  scroll  and  award  to  you.  Congratula-  ■ 
tions. 

. . . The  House  applauded  . . . 

Journal  Distinguished  Service  Awards 

. . . Speaker  Way  recognized  Samuel  J.  Prigal,  M.D.,  I 
and  James  H.  Wall,  M.D.  and  invited  them  to  come  up 
to  the  podium. 

, , . President  Siegel:  James  H.  Wall,  M.D.,  has 

served  the  Journal  of  the  Medical  Society  of  the  State 
of  New  York  most  helpfully  for  fifteen  years  in  regard 
to  publication  of  manuscripts  in  the  field  of  Psychiatry. 

This  award  measures  our  deep  appreciation  and  high 
regard  for  all  that  Dr.  Wall  has  done  and  is  doing  for 
the  Journal.  Congratulations,  sir. 

. . . The  House  applauded  as  Dr.  Wall  left  the  podi- 
um . . . 

President  Siegel:  Dr.  Prigal  was  unable  to  be  here 
today,  but  I will  read  this  citation.  Samuel  J.  Prigal 
M.D.,  for  sixteen  years  of  helpful  service  to  the  Journa 
of  the  Medical  Society  of  the  State  of  New  York  anc 
for  his  guidance  and  advice  in  regard  to  publication  o) 
manuscripts  in  the  field  of  Allergy. 

This  award  is  a small  measure  of  our  deep  apprecia 


1372  New  York  State  Journal  of  Medicine  / June  1 , 1973 


tion  and  high  regard  for  all  that  Dr.  Prigal  has  done 
and  is  doing  for  the  Journal. 

. . . The  House  applauded  . . . 

Vice-President's  Medal 

President  Siegel:  We  have  all  known  our  Vice-Presi- 
dent, Thomas  S.  Bumbalo,  M.D.,  for  many  years,  and 
it  is  with  a great  deal  of  pleasure  that  I present  to  him 
this  medal  for  the  year  of  distinguished  service  he  has 
just  completed.  We  sincerely  hope  that  you,  Tom, 
will  continue  to  give  us  the  benefit  of  your  knowledge 
and  advice. 

. . . The  House  rose  and  applauded  as  Dr.  Bumbalo 
left  the  podium  . . . 

Fifty-Year  Citations 

President  Siegel:  It  is  a pleasant  established  tradi- 
tion on  this  occasion  each  year,  to  pause  to  recognize 
those  of  our  colleagues  who  are  celebrating  their  golden 
anniversary  in  the  practice  of  medicine. 

This  year,  we  are  proud  to  honor  310  of  our  col- 
leagues who  are  marking  half  a century  of  dedication  to 
their  fellow  man  and  to  the  advancement  of  the  medi- 
cal profession.  This  is  the  largest  number  of  recipients 
we  have  ever  had  the  pleasure  to  honor  in  one  year. 
Perhaps  this  is  due  to  their  following  their  own  pre- 
scriptions. 

Engraved  citations,  recognizing  their  50th  year  since 
graduation  from  medical  school,  will  be  mailed  to  each 
soon  after  this  convention  or  will  be  presented  to  them 
by  their  county  society. 

Our  congratulations,  I am  sure,  are  unanimous  as 
well  as  our  wishes  for  long  years  of  good  health  and 
happiness! 

. . . The  House  applauded  . . . 

The  list  of  recipients  of  the  citations  follows: 

Albany 

Sidney  Kimelblot 
Ruth  Stone  Stelle 
Arthur  W.  Wright 
Allegany 
Dorothy  Grey 
Bronx 

Jacob  Belenky 
Herman  Joseph  Burman 
David  Dannis 
Harold  Fay 
Harry  Bernard  Feiler 
Joseph  Edward  Feinsot 
Abraham  Feitelberg 
Abraham  J.  Fleischer 
Charles  William  Frank 
Alexander  Friedman 
Harry  Gabe 
Bernard  Isaacson 
Hilda  Malie  Iserlis 
Israel  Kibel 
Irwin  I.  Koslin 
Samuel  Leo 
Harry  J.  Lesnick 
j Ciriaco  George  Muscillo 
Herman  L.  Robbins 


Max  Steinhardt 
Abraham  Sternbach 
Jacob  H.  Turner 
Francesco  Viggiani 
Maurice  Weinrib 
Alphonse  Ziviello 
Broome 

Manuel  M.  Monserrate 
Cattaraugus 
Paul  Lahvis 
Walter  Leyens 
Cayuga 

Carleton  William  Bullard 
Chautauqua 
Otto  E.  Koenigsfeld 
Carl  Otto  E.  Lindbeck 
Chemung 

Werner  Hans  Bloch 
Charles  S.  Dale 
Chenango 

William  Perry  Elliott 
Dutchess 

E.  Gordon  Mac  Kenzie 
Erie 

William  Herbert  Burwig 
Louis  Henry  Chely 
Clarence  J.  H.  Durshordwe 
Norman  Franklin  Graser 
A.  Wilmot  Jacobsen 
Caryl  A.  Koch 
Nathaniel  Kutzman 
Max  Landsberger 
Alfred  Lechner 
Mark  C.  Ryan 

Joseph  Anthony  E.  Syracuse 
Samuel  Varco 
Fulton 

Kumjian  A.  Durand 
Herkimer 

Gustav  Loewenstein 
Jefferson 

Rudolph  Haas 
Kings 

Joseph  Louis  Abramson 
Melvin  Morris  Brodie 
Philip  Brody 
Samuel  S.  Brown 
William  Dock 
Henry  M.  Ellen 
Henry  Field 
Rosario  P.  San  Filippo 
Abraham  B.  Fischer 
Jesse  Morris  Frankel 
Rachelle  B.  Goldberg 
Arthur  Gottlieb 
Agnes  Ophelia  Griffin 
Henry  N.  Gross 
James  Joseph  Hayes 
Alfred  Ianora 
Max  Kaplan 
Irwin  J.  Kernis 
David  Kershner 
Aaron  Leifer 
Kurt  Leubuscher 
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Louis  Levin 
Samuel  D.  Lieberman 
Vincent  P.  Mazzola 
Gladys  Marie  Muller 
Nathaniel  F.  Nelson 
Ernst  Neumann 
Marcello  Petraroja 
Nathan  Reibstein 
Benjamin  Richman 
Bessie  L.  Silverman  Rini 
Nunzio  A.  Rini 
Geremia  Rizzuti 
Lester  Rosenberg 
Samuel  Rosenfeld 
Charles  Sollie  Rubenstein 
Israel  Jacob  Sackin 
Saul  Schapiro 
Samuel  Schindelheim 
Nat  Schlossman 
Alvin  Schuman 
Samuel  Silber 
Robert  Sosler 
Edward  Michael  Tapper 
Jess  T.  Wallace 
Abraham  Weber 
Selma  L.  Wehl 
Samuel  M.  Weinreb 
Samuel  Weinstein 
Livingston 

Mildred  M.  Wicker  Jackson 
Madison 

George  Stanley  Pixley 
Monroe 

William  Leslie  Bradford 
Paul  Hoeffel  Garvey 
Jerome  Glaser 
Paul  M.  Kober 
Lawrence  A.  Kohn 
Herbert  Lewy 
Ludwig  Litten 
Isadore  Messinger 
Allan  Laurence  Parlow 
Peter  K.  Sabey 
Mary  Catherine  Saxe 
Shirley  R.  Snow,  Jr. 

Leon  A.  Stetson 
Nassau 

Ruel  Lawrence  Alden 
Jacob  J.  Blinn 
William  Gerald  Burke 
Harold  Albert  Butman 
James  C.  S.  Carter 
August  Fincke 
Edgar  R.  Maillard 
Rosario  Mule 
Walter  Felix  Rosenberg 
Morley  L.  Smith 
John  J.  Viviani 
James  C.  Walsh 
New  York 

Harold  A.  Abramson 
Frank  J.  Accarino 
Cullen  Adlerblum 
Morris  Amateau 
Jacob  Applebaum 
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David  Irving  Arbuse 
Vitus  William  Badia 
Grace  Baker 
Ruth  M.  Bakwin 
Margaret  Witter  Barnard 
Isabel  Beck 
George  Gordon  Bemis 
Morris  Blum 
Gotthard  Booth 
Abraham  H.  Braverman 
Giovanni  N.  Caggiano 
John  G.  Codik 
Joseph  Edward  Corr 
Pietro  Corrado 
Oscar  K.  Cosla 
Eva  C.  Dienst 
Emil  Endreny 
Joseph  Epstein 
James  Joseph  Farley 
Steffy  Feilendorf 
Bruno  Fingerhut 
Alfred  Elias  Fischer 
George  Winthrop  Fish 
Caspar  Folkoff 
Margit  Freund-Klemperer 
Conrad  K.  Gale 
C.  Zent  Garber 
Alfred  Glauber 
William  Howard  Godsick 
Irving  Brice  Goldman 
Hans  H.  T.  Goldmann 
Aron  Goldschmidt 
Raymond  Gosselin 
Emil  Granet 
Halford  Hallock 
Ernst  Hammerschlag 
William  Hayn 
Frieda  Henkin 
Morton  Kallman  Hertz 
Hans  Hirschfeld 
Hugh  Perry  Hodge 
Karl  F.  G.  Hoffmann 
Kinichi  Iwamoto 
Edith  Jacobson 
Joseph  J.  Jaksy 
Cecil  V.  Johnston 
Samuel  Karelitz 
Ernst  Kaskel 
Alexander  S.  Kelen 
Duncan  G.  Kilgour 
S.  Edward  King 
Paul  Emanuel  Klein 
Edith  Klemperer 
Ernest  W.  Kulka 
Norman  F.  Laskey 
Paul  J.  Lepore 
George  Lewin 
Julia  V.  Lichtenstein 
Eugene  George  Lobert 
Joseph  Lubart 
Paul  Joseph  Lussheimer 
Mark  Lynton 
Henry  Ross  Magee 
Margaret  S.  Mahler 
Simon  W.  Malowist 
Maxwell  Maltz 


Frieda  David  Mark 
Alexander  R.  Martin 
Abraham  Medjuck 
Joseph  Louis  Morse 
Paul  Muller 
Anthony  Nigro 
Herbert  J.  Palmer 
Charles  Howard  Radetsky 
Philip  Reichert 
Dickinson  W.  Richards 
William  Brandt  Rose 
Maurice  S.  Rosen 
Stephan  S.  Rosenak 
Theodore  Rosenthal 
Nelson  Benson  Sackett 
Stephan  F.  Saxl 
Alexander  Schiff 
Frank  Justin  Serafin 
Kurt  Graetzer  Shalsha 
Mabel  G.  Silverberg 
Edward  Steingesser 
Hilton  Hedley  Stothers 
Victor  Royce  Syracuse 
Ida  Tannenwald 
Joseph  Noel  Tesi 
Edward  Tolstoi 
Anne  S.  Topper 
Samuel  Carlyle  Trattler 
Edgar  C.  Trautmann 
William  L.  Tucker 
Samuel  W.  Vernick 
Eduard  W.  Violin 
Max  Waltuch 
Marie  Pichel  Warner 
Joseph  L.  Watnick 
Harry  I.  Weinstock 
Alfred  Weintraub 
Geza  Weitzner 
Felix  Widder 
Ludwig  Wolfermann 
Niagara 

Curt  Julius  L.  Wiesenthal 
Oneida 

Laurence  S.  Mac  Millan 
Stephen  J.  Walker 
George  L.  Warner 
Jacob  J.  Wineburgh 
Onondaga 

Reuben  Peter  Alderman 
Hans  Fritz  Bauer 
Leon  A.  Chadwick 
Arthur  Niles  Curtiss 
Ephraim  Julius  Goldman 
Orleans 

Hans  Lowenstein 
Clayton  Homer  Thomas 
Otsego 

Edmund  H.  Kerper 
Ferdinando  L.  Perrone 
Joseph  Phelps 
i Queens 

David  B.  Blumenfeld 
Guido  Boccardi 
Margaret  A.  Doerr-Muendel 
Frank  Joseph  Genovese 


Otto  Gitlin 
George  Hugo  Hagen 
Ernest  Ludwig  Hirsch 
Philip  Hirsch 
Hans  A.  Hirschmann 
OttoT.  M.  Hofmeister 
William  A.  Katz 
Hans  Kaufmann 
Harry  E.  Kroin 
Harry  A.  La  Burt 
John  Edward  Lowry 
Erna  Lyon 
Felix  Henry  Metis 
Thomas  S.  Morton 
Edward  August  Muendel 
Elizabeth  Grace  Nicholls 
Gerald  Edwin  Pauley 
William  Henry  Pleasants 
Hyman  Rappaport 
Anna  Mirkin  Schlesinger 
Curt  Arthur  Schmeidler 
Lucy  Shimmerlik 
Hans  J.  Stenger 
Fritz  Weile 
Richmond 
Leif  G.  Jensen 
Rockland 

Harold  Samuel  Heller 
Marjorie  Ross  Hopper 
Herbert  V.  Krutz 
Erich  Laury 
St.  Lawrence 

Hans  Egon  Scheyer 
Schenectady 

Clarence  F.  Ackerknecht 
Herman  William  Galster 
Seneca 

Robert  F.  D.  Gibbs 
Steuben 

Thomas  Dimitroff 
Walter  Schaefer 
Suffolk 

Anthony  Firenze 
Lothar  B.  Kalinowsky 
Alfred  H.  Viessmann 
Tompkins 

Fred  Temple  Burling 
Philip  James  Robinson 
Simon  Schmal 
Westchester 
Louis  Jack  Berg 
Ernst  Herbert  Bettmann 
Joseph  Cahn 
Michael  A.  Cassidy 
C.  James  F.  Parsons 
Edward  Pecora 
Sigurd  Carl  Sandzen 
SaTnuel  Schechter 
James  M.  Vaughan 

Scientific  Awards 

. . . Speaker  Way  recognized  Albert  H.  Douglas, 
M.D.,  Chairman,  Scientific  Awards  Subcommittee, 
who  presented  the  following  report. 
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To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  Scientific  Exhibit  Awards  is  as 


follows: 

Albert  H.  Douglas,  M.D.,  Chairman  Queens 

R.  Scott  Howland,  M.D Chemung 

Leonard  F.  Ciner,  M.D New  York 


The  scientific  awards  are  given  in  two  categories: 
Group  I awards  are  made  for  exhibits  of  individual  in- 
vestigation which  are  judged  on  the  basis  of  originality 
and  excellence  of  presentation.  Group  II  awards  are 
made  for  exhibits  which  do  not  exemplify  purely  exper- 
imental studies  and  which  are  judged  on  the  basis  of 
presentation  and  correlation  of  data. 

The  awards  in  Group  I,  Scientific  Research,  are  as 
follows: 

First:  “Microcirculatory  Changes  in  Hemorrhagic 

Shock,”  Stennis  D.  Wax,  M.D.,  Watts  R.  Webb,  M.D., 
Katsuyuki  Kusajima,  M.D.,  State  University  of  New 
York,  Upstate  Medical  Center,  Syracuse. 

Second:  “Radiologic  and  Related  Studies  of  Cere- 

brospinal Fluid  Formation,”  D.  Gordon  Potts,  M.D., 
Michael  D.  F.  Deck,  M.D.,  Anthony  A.  Lombardo, 
M.S.,  Cornell  University  Medical  College,  New  York 
City. 

“Cerebrospinal  Fluid  Absorption,”  D.  Gordon  Potts, 
M.D.,  Daniel  G.  Gomez,  Ph.D.,  Anthony  A.  Lombardo, 
M.S.,  Cornell  University  Medical  College,  New  York 
City. 

Honorable  Mention:  “Neonatal  Hypoglycemia:  A 

Practical  Approach,”  Gerald  Ente,  M.D.,  S.  Wayne 
Klein,  M.D.,  B.  S.  Paraswanath,  M.D.,  Nassau  County 
Medical  Center,  East  Meadow. 

“Gas  Endarterectomy,  Venous  Bypass  Grafts,  and 
Operative  Coronary  Angiography:  A Total  Approach 


to  Coronary  Artery  Surgery,”  Martin  J.  Kaplitt,  M.D., 
North  Shore  Hospital,  Manhasset. 

The  awards  in  Group  II,  Clinical  Research,  are  as 
follows: 

First:  “Peritoneography:  Normal  and  Pathologic 

Anatomy.  A New  Radiographic  Method  for  Evalua- 
tion of  the  Peritoneal  Cavity  and  Its  Contents,”  Mor- 
ton A.  Meyers,  M.D.,  The  New  York  Hospital-Cornell 
University  Medical  College,  New  York  City. 

“New  Concepts  in  Identification  and  Localization  of 
Extraperitoneal  Effusions:  Anatomic-Radiologic  Cor- 

relation,” Morton  A.  Meyers,  M.D.,  The  New  York  Hos- 
pital-Cornell University  Medical  College,  New  York  City. 

Second:  “Cutaneous,  Histopathologic,  and  Immu-  I 

nologic  Manifestations  of  Drugs  of  Abuse,”  Abraham  I. 
Weidman,  M.D.,  Michael  J.  Fellner,  M.D.,  Michael  I 
Baden,  M.D.,  New  York  University  School  of  Medi- 
cine, New  York  City. 

Honorable  Mention:  “Chronic  Recurring  Headache 

in  Intracranial  Disorders,”  Arnold  P.  Friedman,  M.D.,  | 
Rafael  H.  Lopez,  M.D.,  Jay  M.  Coblentz,  M.D.,  Mon-  i 
tefiore  Hospital  and  Medical  Center,  The  Bronx. 

“Adjuvant  5-Fluorouracil  Chemotherapy  to  Surgery  i 
for  Resectable  Colorectal  Cancer:  A Multihospital 

Project,”  Carlo  E.  Grossi,  M.D.,  William  I.  Wolff,  I 
M.D.,  Louis  M.  Rousselot,  M.D.,  Leon  Ginzburg,  8 
M.D.,  St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York;  Beth  Israel  Medical  Center,  New  York  City. 

“Familial  Hyperlipidemias:  Diagnosis  and  Treat- 

ment,” Raul  Fleischmajer,  M.D.,  John  R.  T.  Reeves,  | 
M.D.,  Hahnemann  Medical  College  and  Hospital,  Phil-  tj 
adelphia,  Pennsylvania. 

. . . The  House  applauded  . . . 
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House  Committee  on 
Constitution  and  Bylaws 


. . . Carl  Goldmark,  Jr.,  M.D.,  chairman,  reported  as 
follows: 

The  House  Committee  on  Constitution  and  Bylaws 
consists  of  the  following  members: 


Carl  Goldmark,  Jr.,  M.D.,  Chairman  New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Gerald  L.  Glaser,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

Swen  L.  Larson,  M.D Chemung 

Melville  G.  Rosen,  M.D Suffolk 

Joseph  F.  Shanaphy,  M.D Richmond 

Francis  A.  Stephens,  M.D Albany 

George  T.  C.  Way,  M.D.  ex  officio Dutchess 

William  F.  Martin,  Esq.,  ex  officio New  York 


The  House  Committee  on  Constitution  and  Bylaws 
has  met  on  three  occasions  since  the  1972  session  of  the 
House  of  Delegates. 

Basically,  this  committee  was  charged  with  the  con- 
sideration of  three  general  areas,  the  resolutions  re- 
ferred to  this  committee  by  the  1972  House  of  Dele- 
gates, the  proposed  revision  of  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the  State  of 
New  York,  and  the  proposed  new  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

All  three  of  these  areas  were  studied  in  great  detail. 
With  respect  to  the  resolutions  referred  to  this  com- 
mittee, the  following  actions  were  taken. 

72-57.  Polling  Membership  Between  Meetings 
of  the  House  of  Delegates 

Introduced  by  Medical  Society  of  the  County  of  Orange 
WHEREAS.  The  Council  of  the  Medical  Society  of 
the  State  of  New  York  is  constitutionally  empowered 
to  carry  out  the  resolutions  made  at  the  annual  con- 
vention by  the  House  of  Delegates;  and 

WHEREAS,  The  Council  has  always  faithfully  and 
diligently  followed  the  instructions  contained  in 
these  resolutions;  and 

WHEREAS,  The  fluidity  of  the  present  situations 
requires  changing  of  laws  and  ideas  pertaining  to 
medical  practice;  therefore  be  it 
Resolved,  That  the  Council,  at  its  discretion,  poll 
the  membership-at-large  or  at  least  the  Delegates  to 
the  Medical  Society  of  the  State  of  New  York  by 
mail  to  ascertain  opinions  where  there  has  been  no 
direction  by  the  House  of  Delegates. 

Since  what  is  asked  for  can  be  done  when  necessary 
jnder  the  present  Constitution  and  Bylaws  and  also 
ander  the  proposed  new  Bylaws  of  the  Society,  your 
committee  recommends  disapproval  of  Resolution  72- 
17. 

. . . The  House  voted  not  to  adopt  resolution  72-57 . . . 

72-60.  New  Classification  for  Retired  Members 

ntroduced  by  Broome  County  Medical  Society 

WHEREAS.  With  the  inclusion  of  physicians  under 
FICA  and  its  varying  retirement  age  schedules,  phy- 


sicians may  elect  to  retire  from  practice  at  an  earlier 
age;  and 

WHEREAS.  Physicians  who  elect  to  retire,  while 
still  in  good  health  but  are  younger  than  seventy 
years  of  age,  must  continue  to  pay  yearly  dues  to 
maintain  Medical  Society  of  the  State  of  New  York 
membership  or  else  apply  for  remission  of  dues  on 
grounds  of  financial  hardship;  therefore  be  it 

Resolved,  That  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  so 
changed  that  the  criterion  for  retirement  be  as  fol- 
lows: 

1.  Active  members  in  good  standing  for  a period  of 
twenty-five  years;  and 

2.  Complete  retirement  from  active  practice  and 
such  retired  members  after  twenty-five  years  of  ac- 
tive Society  membership  shall  not  be  subject  to  dues 
or  assessments  but  shall  be  accorded  all  the  rights 
and  privileges  of  active  membership. 

Since  the  amount  of  money  lost  by  the  Society  would 
be  catastrophic  if  this  resolution  were  implemented, 
your  committee  recommends  disapproval  of  Resolution 
72-60. 

. . . The  House  voted  not  to  adopt  resolution  72-60  . . . 

72-58.  Revision  of  Dues  for  Members  Age  Sixty- 
Five  or  Over 

Introduced  by  Medical  Society  of  the  County  of  Orange 

WHEREAS,  At  present,  life  membership  is  only  ex- 
tended to  those  seventy  years  of  age  or  permanently 
disabled  members;  and 

WHEREAS.  Many  members  now  are  either  retiring 
completely  or  limiting  their  practice  at  age  sixty- 
five;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  extend,  on  individual  application,  some 
form  of  reduction  of  dues  or  life  membership  to 
members  either  retiring  completely  or  limiting  their 
practice  at  age  sixty-five. 

The  committee  felt  that  most  physicians  in  this  cat- 
egory can  afford  to  pay  the  dues,  and  if  not,  they  could 
request  a waiver  due  to  financial  hardship.  The  staff 
supplied  this  committee  with  figures  which  show  that 
if  such  a change  were  implemented  the  loss  of  revenue 
to  the  State  Society  would  be  substantial.  Your  com- 
mittee, therefore,  voted  to  recommend  disapproval  of 
Resolution  72-58. 

. . . The  House  voted  not  to  adopt  resolution  72-58  . . . 
72-59.  Osteopathic  Physicians 
Introduced  by  Second  District  Branch 

WHEREAS.  Several  osteopathic  physicians  have  ex- 
pressed interest  in  joining  the  Suffolk  County  Medi- 
cal Society,  or  the  Suffolk  Chapter,  American  Acad- 
emy of  Family  Physicians;  and 

WHEREAS,  The  membership  in  either  Society  is  re- 
stricted to  members  who  are  eligible  for  membership 
in  the  Medical  Society  of  the  State  of  New  York; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  the  appropriate  changes  in  its  Con- 
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stitution  and  Bylaws  to  allow  osteopathic  physicians 
membership,  at  the  discretion  of  the  local  county 
medical  society. 

72-61.  Osteopathic  Physicians 

Introduced  by  Suffolk  Chapter,  American  Academy  of 
Family  Physicians 

WHEREAS.  Several  osteopathic  physicians  have  ex- 
pressed an  interest  in  joining  the  Suffolk  County 
Medical  Society,  or  the  Suffolk  Chapter,  American 
Academy  of  Family  Physicians;  and 

WHEREAS.  The  membership  in  either  Society  is  re- 
stricted to  members  who  are  eligible  for  membership 
in  the  Medical  Society  of  the  State  of  New  York; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  the  appropriate  changes  in  its  Con- 
stitution and  Bylaws  to  allow  osteopathic  physicians 
to  become  members  on  the  recommendation  of  the 
local  county  medical  society. 

72-97.  Osteopathic  Physicians  in  the  Medical 
Society  of  the  State  of  New  York 

Introduced  by  Seventh  and  Eighth  District  Branches 

WHEREAS.  The  American  Medical  Association  has 
amended  its  Bylaws  so  that  qualified  doctors  of 
osteopathy  may  be  admitted  to  active  membership 
in  that  organization;  and 

WHEREAS,  The  action  of  the  American  Medical 
Association  is  a necessary  first  step  toward  the  desir- 
able objective  of  ending  the  coexistence  of  osteopathy 
as  a separate  discipline  of  medical  education  and  for 
the  delivery  of  medical  services;  and 

WHEREAS.  A number  of  state  medical  societies 
have  amended  their  constitutions  so  that  doctors  of 
osteopathy  who  have  been  given  unlimited  licenses 
to  practice  medicine  may  apply  for  full  active  mem- 
bership in  such  state  medical  societies;  therefore  be 
it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Chapter  1,  Section  1:  Insert  the  words  “or  osteo- 
pathic” after  the  word  “medical”  in  the  first  sen- 
tence each  time  it  appears. 

Chapter  1,  Section  7:  Insert  the  words  “or  osteo- 

pathic” after  the  word  “medical”  in  the  first  sen- 
tence. 

The  amended  sentences  will  then  read  as  follows: 

Chapter  1,  Section  1:  Active  and  junior  member- 

ship shall  be  limited  to  graduates  of  recognized  med- 
ical or  osteopathic  schools  who  have  completed  not 
less  than  four  satisfactory  courses  of  at  least  eight 
months  each  in  a medical  or  osteopathic  school  in 
the  United  States  of  America  or  Canada  registered  as 
maintaining  at  the  time  a standard  satisfactory  to 
the  medical  licensing  authorities  of  the  State  of  New 
York,  or  in  a medical  or  osteopathic  school  in  a for- 
eign country  maintaining  a standard  not  lower  than 
that  prescribed  for  medical  or  osteopathic  schools  in 
the  State. 

Chapter  1,  Section  7:  Junior  members  shall  be 

those  members  who  have  been  graduated  from  medi- 
cal or  osteopathic  college  not  more  than  five  calendar 
years,  not  counting  temporary  United  States  Mili- 
tary or  United  States  Public  Health  Service,  or  who 


have  not  completed  their  continuous  residency  train- 
ing, and  licensed  by  the  State  of  New  York. 

This  committee  considered  Resolutions  72-59,  72-61 
and  72-97  together  as  they  all  deal  with  the  admission 
of  osteopathic  physicians  to  the  Medical  Society  of  the 
State  of  New  York.  It  is  the  feeling  of  this  committee 
that  the  State  Society  is  presently  made  up  of  Doctors 
of  Medicine  and  should  remain  so  constituted.  Thus, 
your  committee  recommends  disapproval  of  Resolu-  ,, 
tions  72-59,  72-61,  and  72-97.  However,  it  must  be 
noted  that  several  members  of  the  committee  voiced 
strong  objection  to  this  recommendation,  although 
some  of  these  objections  were  directed  to  the  procedur- 
al matters  only. 

. . . The  House,  after  discussion,  voted  not  to  adopt  j 
resolutions  72-59,  72-61,  and  72-97 . . . 

Resolution  72-62.  Constitutional  Amendment  to 
Require  Prior  Approval  of  the  House  of  Delegates  for 
any  Special  Assessment,  Tax,  or  Levy  on  the  Mem- 
bership of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Norman  S.  Blackman,  M.D.,  as  an  indi- 
vidual 

WHEREAS.  The  Council  of  the  Medical  Society  of 
the  State  of  New  York  acted  entirely  within  its  legi- 
timate constitutional  rights  in  levying  a special  as- 
sessment on  the  membership  to  help  pay  for  the  So- 
ciety’s new  building;  and 

WHEREAS.  This  action,  nevertheless,  caused  con- 
cern among  many  of  the  members  of  the  Society;  'i 
and 

WHEREAS.  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  had  not  been  given 
the  opportunity  to  approve  this  special  levy  prior  to  t 
its  enactment;  therefore  be  it 

Resolved,  That  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  to  pro-  il 
vide  that  any  special  assessment,  tax,  or  levy  placed 
on  the  members  by  the  Council  must  receive  prior 
approval  of  the  House  of  Delegates. 

The  committee  felt  that  if  the  Council  were  required 
to  obtain  such  prior  approval,  the  immediate  need 
which  gave  rise  to  such  assessment  would  have  passed 
before  the  approval  could  be  obtained.  Also,  if  such  < 
approval  were  obtained  by  means  of  a special  meeting 
of  the  House  of  Delegates,  the  cost  thereof  would  re- 
quire a higher  assessment  than  that  asked  for.  Your 
committee,  therefore,  recommends  disapproval  of  Res- 
olution 72-62. 

. . . The  House,  after  discussion,  voted  not  to  adopt  I 
resolution  72-62 . . . 

72-93.  Amendment  to  Constitution  and  Bylaw: 
Regarding  Duties  of  Officers 

Introduced  by  Walter  T.  Heldmann,  M.D..  as  an  indi 
vidual 

WHEREAS,  The  House  Committee  on  Constitutior ■ 
and  Bylaws  was  charged  at  the  1971  meeting  of  th< 
House  of  Delegates  to  do  a complete  study  and  revi 
sion  of  the  Constitution  and  Bylaws  of  the  Stat» 
Medical  Society;  and 

WHEREAS,  The  results  of  its  deliberations  wert 
published  in  the  January  1,  1972,  issue  of  the  Neu 
York  State  Journal  of  Medicine  and  in  the  Dele 
gates’  Handbook ; and 
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WHEREAS.  The  House,  at  its  session  on  Sunday, 
February  13,  1972,  accepted  the  draft  submitted  by 
the  House  Committee  on  Constitution  and  Bylaws, 
and,  in  accordance  with  the  Bylaws,  the  said  draft 
will  lie  over  until  the  next  annual  meeting  of  the 
House;  and 

WHEREAS,  The  section  in  the  draft  dealing  with 
the  duties  of  the  officers  is  not  acceptable;  and 

WHEREAS,  The  changes  desired  to  be  made  in  the 
draft  must  be  submitted  at  the  current  annual  meet- 
ing, since  they  involve  a change  in  the  Bylaws  and 
therefore  must  be  held  over  for  a year;  therefore  be  it 

Resolved,  That  Paragraph  4,  Section  2,  Article  5, 
of  the  proposed  revision  of  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of  New  York 
be  amended  to  read:  “He  shall  be  an  ex  officio 

member  of  all  boards,  commissions,  and  committees 
with  voice  and  with  vote  with  the  exception  of  the 
Judicial  Council,  the  Nominating  Committee,  and 
the  Board  of  Trustees,  wherein  he  shall  have  voice”; 
and  be  it  further 

Resolved,  That  paragraph  5,  Section  1,  of  Article 
VII,  Judicial  Council,  of  the  proposed  revision  be 
amended  to  read:  “The  President,  Secretary,  Exec- 

utive Vice-President,  Assistant  Executive  Vice-Presi- 
dent, and  the  Counsel  of  the  Society  shall  sit  with 
the  Judicial  Council  with  voice,  but  without  vote.” 

The  committee  amended  Resolution  72-93  in  order 
to  make  it  conform  to  the  revised  Bylaws.  However, 
the  substance  of  the  resolution  remains  the  same  and 
would  grant  the  President  and  Secretary  of  the  Society 
voice  and  vote  on  all  boards,  commissions  and  com- 
mittees with  the  exception  of  the  Judicial  Council  and 
the  Nominating  Committee. 

The  resolved  portion  as  amended  would  then  read  as 
follows: 

Resolved,  That  Section  2,  Article  5 of  the  draft 
dealing  with  the  duties  of  the  President  be  amended 
to  read:  “He  shall  be  an  ex  officio  member  of  all 

boards,  commissions  and  committees  with  voice  and 
vote  with  the  exception  of  the  Judicial  Council  and 
the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote”;  and  be  it  further 

Resolved,  That  Section  2,  Article  5 of  the  draft 
dealing  with  the  duties  of  the  Secretary  be  amended 
to  read: 

“He  shall  be  an  ex  officio  member  of  all  boards, 
commissions  and  committees  with  voice  and  vote  with 
the  exception  of  the  Judicial  Council  and  the  Nomi- 
nating Committee  wherein  he  shall  have  voice  but  no 
vote”;  and  be  it  further 

Resolved,  That  Sentence  6 of  Section  1,  of  Article 
7 of  the  draft  be  amended  to  read:  “The  President 

and  Secretary  shall  be  ex  officio  members  of  the  Ju- 
dicial Council  with  voice  but  without  vote. 

The  first  resolve  was  amended  and  made  two  re- 
solves since  in  both  the  draft  of  the  proposed  Bylaws 
: and  in  the  existing  Bylaws  the  duties  of  the  President 
| and  the  Secretary  are  enumerated  separately.  Fur- 
ther, it  was  felt  that  the  inclusion  of  the  Board  of 
Trustees  in  the  exceptions  to  the  President’s  and  Sec- 
' retary’s  voting  privileges  was  unnecessary. 

The  second  resolve  was  amended  and  made  two  sen- 
ences  in  order  to  preserve  the  status  of  the  President 
ind  Secretary  as  ex  officio  members  of  the  Judicial 
Council. 


The  committee  recommends  approval  of  Resolution 
72-93  as  amended. 

. . . The  House  voted  to  adopt  resolution  72-93  as 
amended  . . . 

72-83.  Per  Capita  Geographic  Representation  of 
Members  of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  Democratic  representation  has  been  de- 
cided by  the  Supreme  Court  of  the  United  States  to 
mean  that  one  man  shall  have  one  vote;  therefore  be 
it 

Resolved,  That  the  concept  of  one  man,  one  vote 
prevail  in  the  election  of  delegates  to  the  American 
Medical  Association  by  the  Medical  Society  of  the 
State  of  New  Y ork ; and  be  it  further 

Resolved,  That  the  House  Committee  on  Constitu- 
tion and  Bylaws  implement  this  concept  by  appro- 
priate changes  in  the  wording  of  the  Constitution 
and  Bylaws  to  include  the  following  principles: 

1.  Election  of  American  Medical  Association  dele- 
gates by  each  county  medical  society  of  such  number 
of  delegates  as  the  number  of  its  American  Medical 
Association  members  may  entitle  it; 

2.  Where  the  number  of  American  Medical  Associ- 
ation members  in  any  county  medical  society  is  not 
enough  to  entitle  it  to  an  American  Medical  Associa- 
tion delegate,  such  county  society  to  join  with  other 
contiguous  regional  county  societies  in  the  election  of 
American  Medical  Association  delegates  to  which  the 
region  may  be  proportionately  entitled;  and 

3.  Provision  that  not  more  than  one  quarter  of  the 
number  of  American  Medical  Association  delegates 
to  which  the  State  may  be  entitled  be  excluded  from 
this  method  of  election  and  be  elected  by  the  Medi- 
cal Society  of  the  State  of  New  York  House  of  Dele- 
gates on  an  “at-large”  basis. 

This  resolution  was  approved  in  principle  and  referred 
to  this  committee  by  the  House  of  Delegates  at  its 
meeting  in  1972. 

Resolution  72-83  seeks  to  implement  the  one-man, 
one-vote  principle  elucidated  by  the  Supreme  Court. 
However,  this  is  impossible  since,  although  there  are 
sixty-one  counties,  New  York  State  is  alloted  only 
about  one-third  of  that  number  as  delegates  to  the 
American  Medical  Association.  It  was  also  noted  that 
a membership  corporation  need  not  abide  by  the  one- 
vote  principle. 

. . . The  House,  after  discussion,  voted  not  to  adopt 
resolution  72-83.  . . 

72-89.  The  Concept  of  Direct  Election  and 
Accountability  of  Elected  Delegates 

Introduced  by  Onondaga  County  Medical  Society 

WHEREAS,  There  has  been  expressed  in  some  areas 
of  the  State  and  at  previous  meetings  of  the  House  of 
Delegates  a feeling  that  organized  medicine  is  not  al- 
ways responsive  to  the  individual  practicing  physi- 
cian; and 

WHEREAS,  There  is  a fundamental  responsiveness 
of  elected  delegates  to  their  constituents;  and 

WHEREAS,  There  has  been  a steadily  decreasing 
number  of  members  to  the  American  Medical  Asso- 
ciation and,  therefore,  representation  in  the  Ameri- 
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can  Medical  Association’s  House  of  Delegates  from 
this  State;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  approve  in 
principle  the  concept  of  direct  election  and  accoun- 
tability of  the  councilors  of  the  Medical  Society  of 
the  State  of  New  York  and  its  delegates  to  the  Amer- 
ican Medical  Association  while  preserving  insofar  as 
possible  adequate  representation  from  rural  subur- 
ban and  urban  areas;  and  be  it  further 

Resolved,  That  this  be  referred  to  the  Council  for 
study  and  report  back  to  the  House  of  Delegates  in 
1973. 

This  Resolution  was  referred  to  this  committee  in 
error.  Thus,  your  committee  voted  to  return  it  to  the 
Council  as  directed  in  the  Resolve  clause  of  the  resolu- 
tion itself. 

. . . The  House  took  no  action  on  resolution  72-89 . . . 

72-94.  Amendment  to  Constitution,  re  Election 
of  Delegates  from  County  Medical  Societies 

Introduced  by  Lester  R.  Tuchman,  M.D.,  as  an  indi- 
vidual 

WHEREAS.  Under  present  provision  of  the  Consti- 
tution of  the  Medical  Society  of  the  State  of  New 
York  for  the  election  of  representatives  to  the  House 
of  Delegates,  eight  members  from  Schuyler  County 
may  elect  one  delegate,  while  264  members  from 
New  York  County  are  required  to  elect  a delegate; 
and 

WHEREAS.  Thirty-three  counties  have  fewer  than 
100  members  but  are  automatically  entitled  to  a del- 
egate; therefore  be  it 

Resolved,  That  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  by  de- 
leting from  Chapter  II,  subsection  (a)  of  Article  II, 
which  reads:  “Each  component  county  society  shall 

be  entitled  to  as  many  delegates  as  there  shall  be 
State  Assembly  Districts  in  such  county  at  the  time 
of  election,  but  each  county  medical  society  shall  be 
entitled  to  elect  at  least  one  delegate,”  and  substi- 
tute the  following: 

“(a)  Each  county  society  shall  be  entitled  to  at 
least  one  delegate;  (b)  A county  society  shall  be  enti- 
tled to  one  delegate  for  each  100  members.” 

Since  the  “a”  clause  in  the  Resolved  is  already  in- 
cluded in  the  Constitution  and  the  “b”  clause  in  the 
Resolved  would  authorize  New  York  County  to  have  65 
delegates  whereas  the  maximum  number  presently  al- 
lowable is  25  (30  under  the  proposed  new  Bylaws),  the 
committee  recommends  disapproval  of  Resolution  72- 
94. 

. . . The  House,  after  discussion,  voted  not  to  adopt 
resolution  72-94  . . . 

72-95.  Amendment  to  Constitution  and  Bylaws 
Regarding  Election  of  Delegates  from  County  Medi- 
cal Societies 

Introduced  by  Albert  H.  Douglas,  M.D.,  as  an  individ- 
ual 

WHEREAS.  The  present  membership  of  the  Medical 
Society  of  the  State  of  New  York  totals  approximate- 
ly 27,000;  and 

WHEREAS.  The  present  membership  of  the  House 
of  Delegates  constitutes  approximately  1 delegate  per 
100  members;  and 


WHEREAS.  The  provision  of  Chapter  II,  Section  1, 
subsections  (a)  and  (b)  of  the  Bylaws  do  not  provide 
for  fair  and  equitable  representation  of  the  member- 
ship of  the  Medical  Society  of  the  State  of  New 
York;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  by  adding  to 
the  last  sentence  of  Chapter  II,  subsection  (b),  the 
following:  “and  a county  with  fewer  than  25  mem- 

bers shall  be  entitled  to  half  a vote  for  each  designat- 
ed delegate  of  such  a county.” 

Since  any  attempt  to  count  votes  in  the  House  in 
which  some  delegates  represent  one  vote  and  others 
one-half  vote  would  be  too  cumbersome  and  would  re- 
sult in  needless  delays  in  the  actions  of  the  House,  the 
committee  recommends  disapproval  of  Resolution  72- 
95. 

. . . The  House  voted  not  to  adopt  resolution  72-95 . . . 

72-96.  Amendment  to  the  Constitution  and  By- 
laws 

Introduced  by  Gerald  D.  Dorman,  M.D.,  and  Lester  R. 
Tuchman,  M.D.,  as  individuals 

WHEREAS.  The  First  District  Branch  of  the  Medi- 
cal Society  of  the  State  of  New  York  has  13,395 
members,  while  three  districts  have  fewer  than  1,000 
members,  three  districts  between  100  and  2,000 
members,  and  two  districts  between  2,000  and  3,000 
members;  and 

WHEREAS.  This  disproportion  represents  an  ine- 
quity; therefore  be  it 

Resolved,  That  Article  XI  of  the  Constitution  of 
the  Medical  Society  of  the  State  of  New  York  be 
changed  by  deleting  the  following:  “The  First  Dis- 

trict Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Bronx,  Kings,  New  York, 
Queens,  and  Richmond”  and  substituting  therefor  the 
following:  “New  York  County  members  shall  com- 

prise the  First  District  Branch;  Bronx  County  Mem- 
bers shall  comprise  the  Tenth  District  Branch:  Kings 
County  members  shall  comprise  the  Eleventh  Dis- 
trict Branch;  Queens  County  members  shall  com- 
prise the  Twelfth  District  Branch;  and  Richmond 
County  members  may  opt  to  be  included  in  Districts 
I,  X,  XI,  or  XII.” 

Since  the  committee  feels  that  implementation  of 
this  resolution  would  be  impractical  because  it  would 
permit  the  members  of  the  Richmond  County  Medical 
Society  to  choose  whether  they  wished  to  become 
members  of  the  First,  Tenth,  Eleventh,  or  Twelfth  Dis- 
trict Branch,  your  committee  recommends  disapproval 
of  Resolution  72-96. 

. . . The  House,  after  discussion,  voted  not  to  adopt 
resolution  72-96 . . . 

72-100.  Structuring  of  the  Nominating  Commit-  , 
tee  from  Nominations  Submitted  by  District  Branch- 
es 

Introduced  by  First  District  Branch 

WHEREAS.  The  structure  of  the  nominating  com- 
mittee, by  district  branches,  is  intended  to  allow 
local  input  and  wide  representation  on  a Statewide 
basis;  and 

WHEREAS.  The  present  policy  allows  such  appoint-' 
ments  to  be  made  solely  at  the  discretion  of  the  pres- 
ident without  prior  consultation  with  the  district 
branches;  therefore  be  it 
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Resolved,  That  Chapter  9,  Section  4,  of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  be 
amended  by  adding  the  phrase:  “on  nomination 

from  respective  district  branches.”  Section  4 will 
then  read  as  follows:  “The  Nominating  Committee 

shall  be  appointed  by  the  president  on  nominations 
from  the  respective  district  branches.” 

The  committee  amended  the  last  sentence  of  the  re- 
solved portion  of  this  resolution  to  read  as  follows: 
“The  Nominating  Committee  shall  be  appointed  by 
the  President  from  a list  of  not  less  than  three  nor 
more  than  five  names  submitted  by  the  respective  Dis- 
trict Branches.”  Your  committee  recommends  ap- 
proval of  Resolution  72-100  as  amended. 

. . . The  House  voted  to  adopt  resolution  72-100  as 
amended . . . 

71-34.  Revision  of  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York 

Introduced  by  Edward  Siegel,  M.D.,  as  an  individual 

WHEREAS.  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York,  at  its  meeting  in 
February,  1969,  approved  a recommendation  of  the 
House  Committee  on  Constitution  and  Bylaws  that  a 
detailed  study  of  the  Constitution  and  Bylaws  be 
conducted;  and 

WHEREAS,  The  Ad  Hoc  Committee  to  Study  the 
Constitution  and  Bylaws  has  presented  in  its  annual 
report  to  the  House,  a draft  of  a revised  Constitu- 
tion; therefore  be  it 

Resolved,  That  the  recommended  revision  of  the 
Constitution  and  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  by  the  Ad  Hoc  Committee  to 
Study  the  Constitution  and  Bylaws,  as  presented  in 
its  annual  report,  be  referred  to  the  House  Commit- 
tee on  Constitution  and  Bylaws. 

Resolution  71-34  states  that  the  recommended  revi- 
sion of  the  Constitution  and  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York,  prepared  by  the  Ad 
Hoc  Committee  to  Study  the  Constitution  and  Bylaws, 
as  presented  in  its  annual  report,  be  referred  to  the 
House  Committee  on  Constitution  and  Bylaws.  This 
resolution  has  been  acted  on  by  the  committee’s  overall 
consideration  of  the  subject. 

Working  with  the  revision  prepared  last  year  by  the 
ad  hoc  committee  and  a complete  history  of  our  pres- 
ent Constitution  and  Bylaws  prepared  by  the  Division 
of  Research  and  Planning,  your  committee  submits  for 
your  consideration  a proposed  revision  of  our  present 
constitution  and  bylaws.  This  revision  presents  a 
streamlined  version  of  our  organization,  eliminates 
many  discrepancies,  recognizes  actual  practices  and 
procedures  which  have  developed  over  the  years,  and 
includes  in  one  single  document,  called  the  Bylaws, 
what  we  feel  is  a practical,  workable,  and  efficient 
framework  for  the  State  Society. 

To  facilitate  your  study  of  the  proposed  revision,  Ta- 
bles I,  II,  and  III  list*  the  substantive  new  material, 
substitutions,  and  deletions,  with  references  to  our 
present  constitution  and  bylaws  and  to  the  proposed 
revision. 

Much  thought  has  gone  into  this  proposed  revision  in 
an  attempt  to  clarify  all  details.  You  will  note  some 
major  changes,  for  example,  the  upgrading  of  the  office 
of  vice-president,  the  requirement  for  New  York  State 
licensure  for  membership,  the  provision  for  action  on 
* see  pages  1397-1403 


life  membership  applications,  the  requirement  that  of- 
ficers, councilors,  and  trustees  shall  practice  or  main- 
tain a residence  or  office  in  the  State  of  New  York,  and 
recognition  of  our  annual  convention  with  its  various 
parts.  The  annual  meeting  of  the  State  Medical  Soci- 
ety has  been  transferred  to  a morning  meeting  to  in- 
clude the  introduction  of  the  new  president. 

Many  minor  changes  are  included  and  are  indicated 
in  italics  in  the  proposed  revision;  substantive  changes 
are  listed  in  the  tables. 

We  particularly  want  to  thank  the  Division  of  Re- 
search and  Planning  for  the  staff  work  which  has  made 
this  proposed  revision  possible. 

At  the  1971  meeting  of  the  House  of  Delegates,  the 
House  Committee  on  Constitution  and  Bylaws  was 
charged  with  doing  a complete  study  and  revision  of 
the  Constitution  and  Bylaws  of  the  State  Medical  So- 
ciety. The  results  of  our  deliberation  in  draft  form  fol- 
low. We  recommend  that  this  draft  be  accepted  and 
be  laid  over  for  one  year. 

The  Speaker  of  the  House  stated  that  unless  there 
was  objection,  he  would  rule  that  this  new  report, 
which  is  different  from  last  year’s,  be  laid  over  for  a 
year  and  be  considered  by  this  group  in  1973. 

There  being  no  objection  from  the  House,  it  was  so 
ordered. 

The  proposed  new  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  were  studied  in  depth.  The 
only  changes  which  were  made  in  the  proposed  draft 
were  either  the  correction  of  grammatical  or  spelling 
errors  or  those  which  were  required  by  law.  These 
changes  were  made  in  the  proposed  new  version. 

Your  committee  recommends  approval  of  the  following 
revision. 

REVISION  OF  BYLAWS* 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

ARTICLE  I NAME  AND  PURPOSE 

The  name  and  title  of  the  State  Society  shall  be  the 
Medical  Society  of  the  State  of  New  York.  The  pur- 
poses of  the  State  Society  shall  be:  to  federate  into 

one  organization  the  medical  profession  of  the  State  of 
New  York;  to  extend  medical  knowledge  and  advance 
the  science  and  art  of  medicine;  to  establish  the  Princi- 
ples of  Professional  Conduct  which  shall  be  binding  on 
the  members  of  the  Medical  Society  of  the  State  of 
New  York,  the  members  of  the  component  county 
medical  societies,  and  the  members  of  the  component 
district  branches,  in  all  matters  in  their  relation  to 
each  other  and  to  the  public;  to  enhance  the  delivery  of 
medical  care  of  high  quality  to  all  people  in  the  most 
economical  manner;  to  promote  the  betterment  of 
community  health;  and  to  enlighten  and  direct  public 
opinion  in  regard  to  the  problems  of  medicine  and 
health  for  the  best  interests  of  the  people  of  the  State. 

The  House  voted  to  adopt  Article  I as  presented. 

ARTICLE  II  MEMBERSHIP 
SECTION  1 CLASSES 

The  membership  in  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  four  classes:  (a)  ac- 

tive, (b)  junior,  (c)  life,  and  (d)  honorary. 

*New  material  as  presented  by  the  committee  is  in 
italics;  amendments  by  the  House  of  Delegates,  addi- 
tions in  bold  face  and  deletions  in  brackets. 
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Active  and  junior  membership  shall  be  limited  to 
graduates  of  recognized  medical  schools  who  have  com- 
pleted not  less  than  four  satisfactory  [courses]  years  of 
at  least  eight  months  each  or  its  equivalent  in  a medical 
school  in  the  United  States  of  America  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard  satisfactory 
to  the  medical  licensing  authorities  of  the  State  of  New 
York,  or  in  a medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that  prescribed  for 
medical  schools  in  this  State,  [and  who  are  licensed  by 
the  State  of  New  York.*] 

Junior  members  shall  be  those  members  who  have 
been  graduated  from  medical  college  not  more  than 
five  calendar  years,  not  counting  active  service  in  the 
armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service,  or  who  have  not  com- 
pleted their  continuous  residency  training,  [and  who  are 
licensed  by  the  State  of  New  York.]  In  no  case  may  ju- 
nior membership  continue  more  than  seven  years  after 
the  date  of  graduation  from  medical  school. 

The  active  and  junior  members  shall  be  all  active 
and  junior  members  in  good  standing  of  the  component 
county  medical  societies.  A copy  of  the  roster  of  such 
members,  certified  to  be  correct  by  the  respective  sec- 
retary of  each  component  county  medical  society,  shall 
be  evidence  of  the  right  of  the  members  whose  names 
appear  therein  to  membership  in  the  Medical  Society 
of  the  State  of  New  York. 

Junior  members  may  become  active  members  at  any 
time  during  the  period  of  allocated  time  deferment  by 
paying  the  dues  and  assessments  to  their  respective 
component  county  medical  societies  and  to  the  State 
Society. 

A junior  member  shall  automatically  become  an  ac- 
tive member  of  his  component  county  medical  society 
and  the  Medical  Society  of  the  State  of  New  York  on 
the  expiration  of  the  allocated  time  and  the  payment  of 
the  current  active  membership  dues  and  assessments  of 
his  component  county  medical  society  and  the  State 
Society. 

An  active  member  in  good  standing,  on  reaching  the 
age  of  seventy  years,  or  an  active  member  in  good 
standing  for  five  years  or  more  who  is  permanently  dis- 
abled, may  apply  for  life  membership.  He  shall  apply 
for  such  life  membership  to  the  component  county 
medical  society  of  which  he  is  a member.  His  applica- 
tion shall  be  governed  by  the  constitution  and  bylaws 
of  the  component  county  medical  society  relative  to 
active  membership. 

His  application  shall  be  signed  by  the  president  and 
the  secretary  of  the  component  county  medical  society 
of  which  he  is  a member  and  sent  to  the  secretary  of 
the  State  Society  for  presentation  to  the  Council  for 
approval. 

The  honorary  members  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  such  distinguished  physicians 
residing  outside  the  State  of  New  York  as  may  be  elected. 
Nominations  for  honorary  membership  shall  be  en- 
dorsed by  three  members  of  the  State  Society  and  for- 
warded to  the  secretary  of  the  State  Society  for  pre- 
sentation to  the  House  of  Delegates.  A two-thirds  vote 

[* Those  physicians  who  are  not  licensed  by  the  State 
of  New  York  but  who  have  been  elected  to  membership 
in  their  component  county  medical  society  and  in  the 
Medical  Society  of  the  State  of  New  York  prior  to  the 
adoption  of  this  section  shall  not  lose  their  membership 
for  lack  of  licensure.  ] 


of  the  House  of  Delegates  present  and  voting  shall  be 
necessary  for  election  to  honorary  membership. 

. . . The  House,  after  discussion,  voted  to  amend 
Article  II,  Section  1.  by  additions  as  indicated  in  bold 
face  and  deletions,  in  brackets.  The  House  then  voted  to 
adopt  Article  II,  Section  1 as  amended  . . . 

SECTION  2 PRIVILEGES 

Active  members  vote  and  hold  office  in  the  Medical 
Society  of  the  State  of  New  York. 

They  shall  be  entitled  to  recieve  the  New  York 
State  Journal  of  Medicine,  the  News  of  New  York, 
and  the  Medical  Directory  of  New  York  State. 

[They  shall  be  entitled  to  defense  by  the  counsel  of 
the  Medical  Society  of  the  State  of  New  York  in  ac- 
tions concerning  professional  medical  liability,  subject 
to  the  rules  and  regulations  of  the  State  Society.] 

Junior  members  shall  be  privileged  to  attend  all 
meetings  of  their  component  county  medical  societies, 
where  they  shall  have  voice  in  all  discussions  but  no 
vote.  They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine  and  the  News  of  New  York 
but  not  the  Medical  Directory  of  New  York  State. 
[They  shall  be  entitled  to  defense  by  the  counsel  of  the 
Medical  Society  of  the  State  of  New  York  in  actions 
concerning  professional  medical  liability,  subject  to  the 
rules  and  regulations  of  the  State  Society.  ] 

Life  members  shall  not  be  subject  to  Medical  Society 
of  the  State  of  New  York  dues  or  assessments  but  shall 
be  accorded  all  the  rights  and  privileges  of  active  mem- 
bership. They  shall  be  entitled  to  receive  the  New 
York  State  Journal  of  Medicine  and  the  News  of  New 
York,  but  the  Medical  Directory  of  New  York  State 
only  on  request. 

Honorary  members  shall  be  entitled  to  the  privilege 
of  attending  the  meetings  of  the  Medical  Society  of  the 
State  of  New  York. 

For  a member  elected  after  October  1,  all  rights  and 
privileges  of  membership  shall  date  from  the  time  of 
election. 

State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  suc- 
ceeding year. 

A member  of  one  component  county  medical  society 
shall  not  be  permitted  to  transfer  to  membership  in 
another  component  county  medical  society  until  he  has 
paid  the  current  annual  dues  and  assessments  to  the 
former  component  county  medical  society,  and  he  has 
established  a legal  residence  or  practices  in  the  county 
to  which  he  desires  transfer,  except  as  provided  in  Ar- 
ticle XVIII,  “Component  County  Medical  Societies,' 
paragraph  2.  The  question  of  legal  residence  or  locus 
of  practice  shall  be  verified  by  the  component  county 
medical  society  to  which  the  member  desires  transfer. 

Any  member,  except  a member  who  is  eligible  and 
has  applied  for  life  membership,  whose  component 
county  medical  society  and  Medical  Society  of  the 
State  of  New  York  dues  are  unpaid  after  May  1 of  any 
current  year  or  whose  assessments  are  unpaid  by  thi 
specified  time  is  not  in  good  standing  and  shall  be 
deemed  to  be  in  arrears. 

A member  of  the  Medical  Society  of  the  State  o 
New  York  who  is  in  arrears  for  component  county  med 
ical  society  dues  or  State  Society  dues  or  assessment: 
shall  not  be  eligible  for  any  office  or  delegacy  or  be  en 
titled  to  vote  for  any  officer,  councilor,  trustee,  or  dele 
gates. 
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[A  member  of  the  Medical  Society  of  the  State  of 
New  York  who  has  no  professional  medical  liability  in- 
surance in  force  or  who  is  in  arrears  shall  lose  his  right 
to  professional  medical  liability  defense  by  counsel  of 
the  State  Society  for  any  acts  on  which  suit  may  be 
predicated  during  the  period  of  his  arrearage.  This 
last  is  not  recoverable  even  when  he  becomes  reinstat- 
ed. Immediately  on  payment  of  current  dues  and  ar- 
rears, his  right  to  professional  medical  liability  defense 
by  counsel  of  the  State  Society  shall  be  restored  from 
that  date.] 

A member  whose  dues  are  unpaid  after  June  1 or 
whose  assessments  are  unpaid  one  month  after  the 
specified  date  shall  be  dropped  from  the  rolls  of  member- 
ship of  both  his  component  county  medical  society  and 
the  Medical  Society  of  the  State  of  New  York,  upon 
reasonable  notice  to  such  member  by  his  component 
county  medical  society  or  the  State  Society,  and  without 
further  action  on  the  part  of  either  the  component  county 
medical  society  or  the  State  Society  and  on  such  date  he 
shall  automatically  cease  to  be  a member  of  both  the 
component  county  medical  society  and  the  State 
Society. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  forthwith  notify  the  American  Medical 
Association  of  said  termination  of  membership. 

A member  who  has  been  dropped  from  the  roll  of  a 
component  county  medical  society  by  reason  of  failure 
to  pay  dues  shall  not  be  accepted  by  another  compo- 
nent county  medical  society  except  by  regular  transfer 
after  reinstatement  in  the  original  component  county 
medical  society. 

Medical  Society  of  the  State  of  New  York  dues  of  a 
member  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  all  rights  and  privileges  of  mem- 
bership, however,  dating  from  the  time  of  reinstate- 
ment; but  no  member  dropped  for  nonpayment  of  dues 
and  assessments  shall  be  reinstated  until  he  has,  in  ad- 
dition, paid  his  dues  and  assessments  for  the  year  in 
which  he  was  dropped. 

A member  convicted  in  a court  of  law  of  a crime  evi- 
dencing moral  turpitude  shall  thereupon  cease  to  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

A member  expelled  from  his  component  county  med- 
ical society  or  suspended  from  its  rights  and  privileges 
shall  likewise  be  expelled  or  suspended  for  the  same 
period  from  the  Medical  Society  of  the  State  of  New 
fork.  The  right  of  appeal  to  the  State  Society  shall 
lot  be  impaired,  nor  shall  such  appeal  prevent  the 
carrying  out  of  the  judgment  of  the  component  county 
nedical  society  pending  such  appeal.  Members  not  in 
pod  standing  or  ceasing  to  be  members  of  their  com- 
>onent  county  medical  society  shall  ipso  facto  have  the 
ame  status  in  the  State  Society.  [The  right  to  profes- 
ional  medical  liability  defense  by  counsel  of  the  State 
Society  shall  terminate  on  expulsion,  suspension,  or 
rrearage.  In  the  latter  events,  this  loss  of  defense  will 
ontinue  for  the  period  of  suspension  or  arrearage.] 

. . . The  House,  after  discussion,  voted  to  amend 
; Article  II,  Section  2.  by  deletion  as  indicated  in  brackets. 
nhe  House  then  voted  to  adopt  Article  II,  Section  2,  as 
mended . . . 


ARTICLE  III  HOUSE  OF  DELEGATES 

There  shall  be  a House  of  Delegates  which  shall  be 
the  legislative  body  of  the  Medical  Society  of  the  State 
of  New  York  and  shall  be  charged  with  the  general 
management,  superintendence,  and  control  of  the 
State  Society  and  its  affairs  and  shall  have  such  gener- 
al powers  as  may  necessarily  be  incident  thereto,  ex- 
cept as  otherwise  specifically  provided  by  the  Bylaws. 
SECTION  1 COMPOSITION 

The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d) 
a duly  designated  delegate  from  each  scientific  section; 

(e)  the  Commissioner  of  Health  of  the  State  of  New 
York  or  a deputy  designated  by  him,  provided  that  any 
representative  shall  be  a member  of  the  State  Society; 

(f)  past  presidents  of  the  State  Society  who  shall  be 
members  for  life;  and  (g)  a representative  from  each 
of  the  medical  schools  in  New  York  State,  provided 
said  representative  is  a member  of  the  Medical  Society 
of  the  State  of  New  York. 

The  number  of  delegates  to  which  each  component 
county  medical  society  is  entitled  shall  be  determined 
by  one  of  the  two  following  optional  methods: 

(a)  Each  component  county  medical  society  shall 
be  entitled  to  as  many  delegates  as  there  shall  be 
State  assembly  districts  in  such  county  at  the  time  of 
election,  but  each  county  medical  society  shall  be 
entitled  to  elect  at  least  1 delegate; 

(b)  Any  component  county  medical  society,  which  ac- 
cording to  the  rolls  of  the  Medical  Society  of  the  State 
of  New  York  on  May  1 of  the  previous  calendar  year, 
shall  have  had  up  to  99  members,  shall  be  entitled  to  1 
delegate.  Any  component  county  medical  society  hav- 
ing 100  to  199  members  shall  be  entitled  to  2 delegates. 
Any  component  county  medical  society  having  200  to 
349  members  shall  be  entitled  to  3 delegates.  Any 
component  county  medical  society  having  350  to  499 
members  shall  be  entitled  to  4 delegates.  Any  compo- 
nent county  medical  society  having  500  to  749  mem- 
bers shall  be  entitled  to  5 delegates.  Any  component 
county  medical  society  having  750  to  999  members 
shall  be  entitled  to  6 delegates.  Any  component  coun- 
ty medical  society  having  1,000  or  more  members  shall 
be  entitled  to  at  least  7 delegates  and  1 additional  del- 
egate for  each  additional  300  members.  Each  compo- 
nent county  medical  society  shall  be  entitled  to  desig- 
nate at  least  1 delegate,  but  no  component  county 
medical  society  shall  be  entitled  to  designate  more 
than  30  delegates. 

A delegate  to  the  House  of  Delegates  shall  not  be 
considered  in  good  standing  or  entitled  to  vote  in  the 
House  of  Delegates  if  the  component  county  medical 
society  by  which  he  was  elected  is  in  default  of  the 
payment  of  any  dues  or  assessments  imposed  by  the 
House  of  Delegates,  and  said  component  county  medi- 
cal society  has  been  duly  notified  of  such  default,  or  if 
such  component  county  medical  society  shall  at  the 
time  be  under  sentence  of  suspension  imposed  by  the 
House  of  Delegates,  or  if  such  delegate  is  not  in  good 
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standing  in  the  Medical  Society  of  the  State  of  New 
York,  or  in  the  component  county  medical  society  to 
which  he  belongs. 

The  term  of  a delegate  duly  designated  by  a compo- 
nent county  medical  society,  district  branch,  or  scien- 
tific section  shall  begin  at  the  first  annual  meeting  of 
the  House  of  Delegates  subsequent  to  his  designation. 

A delegate  shall  practice  or  maintain  residence  or  an 
office  in  the  State  of  New  York.  Otherwise  his  office 
as  a delegate  in  the  Medical  Society  of  the  State  of 
New  York  shall  be  declared  vacant  by  the  Council. 

. . . The  House,  after  discussion,  voted  to  amend 
Article  III,  Section  1,  by  addition  as  indicated  in  bold 
face.  The  House  then  voted  to  adopt  Article  III,  Sec- 
tion 1 as  amended . . . 

SECTION  2 DUTIES 

The  House  of  Delegates  formulates  policy  for  the 
Medical  Society  of  the  State  of  New  York.  No  officer, 
councilor,  board,  commission,  or  committee,  or  employe 
shall  initiate  any  policy  or  commit  the  State  Society  to 
any  policy  unless  such  policy  has  been  expressly  ap- 
proved by  the  House  of  Delegates  or  by  the  Council. 

It  shall  elect  the  officers,  councilors,  and  trustees  of 
the  State  Society  and  the  delegates  to  the  American 
Medical  Association. 

Credentials  signed  by  the  president  and  secretary 
shall  be  issued  to  delegates  to  the  American  Medical 
Association. 

It  shall  pass  on  the  credentials  and  qualifications  of 
delegates  and  shall  decide  who  are  entitled  to  be  mem- 
bers of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York. 

It  shall  have  authority  and  power  to  suspend  or  oth- 
erwise discipline  its  own  members,  district  branches, 
component  county  medical  societies,  or  any  member  of 
the  Medical  Society  of  the  State  of  New  York  charged 
with  special  duties  for  and  under  authority  of  the  State 
Society. 

It  shall  provide  for  a division  of  the  scientific  work  of 
the  Medical  Society  of  the  State  of  New  York  into  ap- 
propriate sections;  for  the  organization  of  the  district 
branches;  for  rules  and  regulations  for  its  own  govern- 
ment, and  for  the  administration  of  the  affairs  of  the 
State  Society. 

It  shall  provide  for  the  issuance  of  charters  to  compo- 
nent county  medical  societies  in  affiliation  with  the 
Medical  Society  of  the  State  of  New  York. 

It  shall  have  authority  to  appoint  special  committees 
from  among  members  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  3 MEETINGS 

The  annual  meeting  of  the  House  of  Delegates  shall 
be  held  at  the  call  of  the  speaker  during  the  annual 
convention  of  the  Medical  Society  of  the  State  of  New 
York.  The  sessions  of  the  House  of  Delegates  may  be 
adjourned  from  time  to  time  as  may  be  necessary.  At 
least  30  days  before  the  annual  meeting  of  the  House  of 
Delegates,  the  Speaker  shall  announce  a schedule  of 
the  adjourned  sessions  of  the  House  of  Delegates.  This 
schedule  may  be  amended  by  the  House  of  Delegates 
during  its  meeting. 

No  new  resolution  shall  be  introduced  at  the  last 
scheduled  session  except  by  a unanimous  vote  of  the 
House  of  Delegates. 


Special  meetings  of  the  House  of  Delegates  shall  be 
called  by  the  Speaker  on  the  request  in  writing  by  25 
per  cent  of  the  duly  accredited  delegates  of  the  previ- 
ous annual  meeting  of  the  House,  or  at  the  request  of 
the  Council;  and  in  case  of  the  failure,  inability,  or  re- 
fusal of  the  Speaker  to  act,  such  meetings  may  be 
called  by  a notice  thereof  subscribed  by  25  per  cent  of 
duly  accredited  delegates. 

The  notices  of  the  annual  and  special  meetings  of  the 
House  of  Delegates  shall  state  the  date,  place,  hour, 
and  items  of  business  that  will  be  considered.  These 
shall  be  mailed  postpaid  to  each  delegate  at  least  seven 
days  before  such  a meeting. 

Publication  of  the  notice  of  the  annual  meeting  in 
the  official  publication  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  considered  as  complying 
with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  last  re- 
corded address  of  the  delegate  shall  be  deemed  suffi- 
cient proof  of  the  service  on  each  and  every  delegate  for 
any  and  all  purposes. 

A quorum  shall  consist  of  100  members  of  the  House 
of  Delegates. 

The  following  shall  be  the  order  of  business  at  the 
sessions  of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or 
absence  of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  the  minutes  of  the  previous  meeting  by 
title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Report  of  Council  commissions  and  committees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 

This  order  of  business  may  be  altered  by  the  speaker 
with  the  approval  of  the  House  of  Delegates  and  may 
be  suspended  by  two-thirds  vote  of  the  House. 

No  delegate  shall  speak  on  any  question  before  the 
House  of  Delegates  for  longer  than  five  minutes  nor 
more  than  once  on  any  subject  except  by  the  consent  of 
a majority  vote  of  the  House. 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- . 
cers,  councilors,  and  the  trustees  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  delegates  to  the 
American  Medical  Association  shall  be  nominated  and 
elected. 

The  rules  contained  in  Sturgis  Standard  Code  of 
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Parliamentary  Procedure  shall  govern  the  House  of 
Delegates  in  all  cases  in  which  they  are  not  inconsist- 
ent or  in  conflict  with  the  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  or  the  standing  or  special 
rules  of  the  House  of  Delegates. 

. . . The  House  voted  to  adopt  Article  III,  Section  3 as 
presented . . . 

ARTICLE  IV.  COUNCIL 

There  shall  be  a Council  which  shall  exercise  all  the 
rights  and  duties  of  the  House  of  Delegates  consistent 
with  the  Bylaws  of  the  State  Society,  when  the  House 
of  Delegates  is  not  in  session. 

SECTION  1.  COMPOSITION 

The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past-presi- 
dent, secretary,  assistant  secretary,  treasurer,  assistant 
treasurer,  speaker,  vice-speaker,  chairman  of  the  Board 
of  Trustees,  and  12  councilors  elected  by  the  House  of 
Delegates. 

The  trustees,  the  executive  vice-president,  the  depu- 
ty executive  vice-president,  and  the  general  counsel  of 
the  Medical  Society  of  the  State  of  New  York  shall  at- 
tend all  meetings  of  the  Council  with  voice  but  without 
vote. 

Four  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the 
House  of  Delegates,  at  which  time  the  House  of  Dele- 
gates shall  elect  a councilor  to  fill  the  unexpired  term. 

No  person  shall  serve,  consecutively,  more  than  two 
terms  as  councilor.  An  unexpired  term  shall  not  be 
construed  as  a term  of  office. 

The  councilors  shall  assume  office  on  election  and 
shall  hold  office  until  their  successors  are  duly  elected 
and  qualified. 

A councilor  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York.  Otherwise  his  po- 
sition in  the  Medical  Society  of  the  State  of  New  York 
\ shall  be  declared  vacant  by  the  Council. 

If  a councilor  is  absent  from  three  consecutive  regu- 
lar meetings  of  the  Council  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a 
successor  for  the  unexpired  term. 

. . . The  House,  voted  to  adopt  Article  IV,  Section  1. 
as  presented  . . . 

SECTION  2.  DUTIES 

The  Council  shall  take  such  action  as  is  necessary  to 
:arry  out  the  Bylaws  and  to  give  full  effect  to  any  reso- 
ution  or  vote  of  the  House  of  Delegates. 

It  shall  also  have  power  to  legislate  as  a House  of 
Delegates,  when  the  latter  is  not  in  session,  on  all  mat- 
ers consistent  with  the  Bylaws. 

It  shall  have  the  authority  to  make  policy  for  the 
Vledical  Society  of  the  State  of  New  York  when  the 
douse  of  Delegates  is  not  in  session. 

The  Council’s  resolutions  and  actions  shall  be  deci- 
i ive  and  final  except  that  all  resolutions  and  actions  of 
he  Council  are  subject  to  review  by  the  House  of  Dele- 
ates.  Its  actions  shall  be  governed  by  the  Bylaws  of 
he  Medical  Society  of  the  State  of  New  York  and  the 
ules  and  regulations  of  the  House  of  Delegates. 

The  Council  shall  have  power  to  fill  any  vacancy 


which  may  occur  in  any  elective  office  not  otherwise 
provided  for,  until  the  next  meeting  of  the  House  of 
Delegates. 

It  shall  prepare  an  annual  budget  for  submission  to 
the  Board  of  Trustees. 

The  Council  shall,  with  the  approval  of  the  Board  of 
Trustees,  appoint  an  executive  vice-president,  who 
shall  be  the  chief  executive  officer  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  to  manage  and  direct  the 
activities  of  the  State  Society  including  disbursement 
of  its  funds  when  duly  authorized.  He  shall  be  a mem- 
ber of  all  boards,  commissions,  and  committees  with 
voice  but  without  vote.  The  executive  vice-president 
shall  appoint  a deputy  executive  vice-president  subject 
to  the  approval  of  the  Council. 

The  Council  shall  act  on  the  applications  for  life 
membership  which  have  been  submitted  by  the  compo- 
nent county  medical  societies.  A majority  vote  of  the 
Council  present  and  voting  shall  be  necessary  for  elec- 
tion to  life  membership. 

The  Council  shall  have  responsibility  for  all  publica- 
tions of  the  Medical  Society  of  the  State  of  New  York 
and  their  distribution.  For  the  purpose  of  required  an- 
nouncements, the  official  publication  of  the  State  Soci- 
ety shall  be  the  New  York  State  Journal  of  Medicine. 

Special  committees  shall  report  to  the  Council  and 
shall  be  subject  to  the  Council  unless  otherwise  in- 
structed by  the  House  of  Delegates. 

The  Council,  with  the  aid  of  the  general  counsel  of 
the  Medical  Society  of  the  State  of  New  York,  shall  ex- 
amine the  constitution  and  bylaws  of  component  coun- 
ty medical  societies  and  district  branches  and/or  all 
amendments  thereto  which  shall  be  submitted  to  the 
Council  for  approval  and  shall  approve  or  disapprove  of 
said  amendments. 

The  duties  of  the  Council  shall  include  the  supervi- 
sion o/  all  commissions,  committees,  and  activities  of 
the  Medical  Society  of  the  State  of  New  York. 

The  Council  shall  also  keep  constantly  advised  of  the 
activities  of  and  collaborate  with  the  health  and  social 
service  departments  of  the  State  and  with  hospitals, 
clinics,  and  social  service  agencies  in  furthering  the 
health  of  the  community. 

Commissions  and  committees  of  the  Council  may  in- 
clude any  member  of  the  Medical  Society  of  the  State 
of  New  York  who  shall  be  appointed  by  the  president 
subject  to  the  approval  of  the  Council. 

The  Council  shall  control  all  arrangements  for  the 
annual  convention  of  the  Medical  Society  of  the  State 
of  New  York. 

. . . The  House  voted  to  adopt  Article  IV,  Section  2.  as 
presented . . . 

SECTION  3 TRIALS  FOR  MALFEASANCE 

The  Council  shall  sit  as  a trial  body  for  hearings  on 
charges  of  malfeasance  and/or  nonfeasance. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  an  officer,  councilor,  trustee,  or  mem- 
ber of  a board,  commission,  or  committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  shall  be  transmit- 
ted to  the  president  in  writing.  The  president  shall 
order  a trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  the  president  shall  be  transmitted  in 
writing  to  the  secretary  of  the  Medical  Society  of  the 
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State  of  New  York  and  shall  be  considered  by  the 
Council  with  the  vice-president  presiding. 

The  accused  shall  be  given  at  least  ten  days’  notice 
of  such  trial  and  of  the  charges  against  him  and  shall 
have  full  opportunity  to  defend  himself,  but  no  such 
officer,  councilor,  trustee,  or  member  of  a board,  com- 
mission, or  committee  shall  be  removed  or  otherwise 
disciplined  except  by  a three-fourths  vote  of  the  Coun- 
cil. 

In  case  any  such  officer,  councilor,  trustee,  or  mem- 
ber of  a board,  commission,  or  committee  shall  be  re- 
moved, he  may  appeal  from  the  decision  of  the  said 
Council  to  the  House  of  Delegates;  but,  pending  the 
determination  of  such  appeal,  he  shall  not  exercise  the 
functions  of  his  office. 

. . . The  House  voted  to  adopt  Article  IV,  Section  3.  as 
presented . . . 

SECTION  4 EXECUTIVE  COMMITTEE 

The  Council  shall  establish  an  executive  committee 
to  be  composed  of  the  president,  the  president-elect, 
the  immediate  past-president,  the  secretary,  the  trea- 
surer, and  two  additional  members  of  the  Council 
apppointed  by  the  president  with  the  approval  of  the 
Council. 

This  committee  shall  be  appointed  by  the  president 
immediately  on  his  assumption  of  the  office  of  presi- 
dent and  shall  serve  only  during  his  tenure  as  presi- 
dent. 

The  executive  committee  shall  have  the  authority  to 
take  action  in  case  of  emergency  arising  in  the  interim 
between  the  meetings  of  the  Council  to  protect  the  in- 
terests and  purposes  of  the  Medical  Society  of  the 
State  of  New  York  as  set  forth  in  these  Bylaws.  In 
times  of  such  emergency,  the  executive  committee 
shall  have  all  the  powers  and  duties  which  are  con- 
ferred on  the  Council,  and  it  shall  at  all  times  assist 
the  Council.  Any  action  taken  by  the  executive  com- 
mittee shall  be  reported  in  full  to  the  Council  at  its 
next  meeting. 

. . . The  House  voted  to  adopt  Article  IV,  Section  4.  as 
presented . . . 

SECTION  5 MEETINGS 

The  newly  elected  Council  shall  meet  at  the  close  of 
the  annual  meeting  of  the  House  of  Delegates.  The 
Council  and  Executive  Committee  shall  meet  at  regu- 
lar intervals  at  times  and  places  that  shall  be  fixed  by 
the  president  with  the  approval  of  the  Council. 
Twenty-five  per  cent  of  the  members  of  the  Council  in 
writing  may  require  the  president  to  call  a special 
meeting  for  such  time  and  place  as  he  shall  designate, 
within  ten  days  of  his  receipt  of  such  notice. 

The  notices  of  the  regular  meetings  of  the  Council 
shall  state  the  date,  place,  hour,  and  shall  be  mailed 
postpaid  to  each  member  at  least  seven  days  before  a 
meeting. 

The  affidavit  of  mailing  by  the  secretary  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  last  re- 
corded address  of  the  Council  member  shall  be  deemed 
sufficient  proof  of  the  service  on  each  and  every  Coun- 
cil member  for  any  and  all  purposes. 

Council  members  must  receive  at  least  three  days’ 
notice  by  letter  or  telegram  from  the  State  Society’s 
office  of  a special  meeting,  which  shall  state  the  date, 
place,  hour,  and  items  of  business  that  will  be  consid- 
ered. 


A quorum  shall  consist  of  14  members  of  the  Coun- 
cil. 

The  following  shall  be  the  order  of  business  at  meet- 
ings of  the  Council,  which  may  be  altered  by  the  chair- 
man with  the  consent  of  the  Council: 

1.  Calling  the  meeting  to  order 

2.  Roll  call 

3.  Reading  of  minutes 

4.  Communications 

5.  Report  of  the  Executive  Committee 

6.  Report  of  the  president 

7.  Report  of  the  secretary 

8.  Report  of  the  treasurer 

9.  Report  of  the  Chairman  of  the  Board  of  Trust- 
ees 

10.  Reports  of  Councilors 

11.  Report  of  the  executive  vice-president 

12.  Reports  of  commissions  and  committees 

13.  Unfinished  business 

14.  New  business 

15.  Adjournment 

. . . The  House  voted  to  adopt  Article  IV,  Section  5.  as 
presented . . . 

ARTICLE  V OFFICERS 

The  officers  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  a president,  a president-elect,  a vice- 
president,  a secretary,  an  assistant  secretary,  a trea- 
surer, an  assistant  treasurer,  a speaker  and  a vice- 
speaker of  the  House  of  Delegates.  They  shall  take  of- 
fice at  the  termination  of  the  annual  meeting  at  which 
they  are  elected  and  shall  serve  for  one  year  or  until  their 
successors  have  been  duly  chosen. 

No  person  may  serve,  consecutively,  more  than  five 
terms  as  secretary,  treasurer,  assistant  secretary,  assis- 
tant treasurer,  speaker,  or  vice-speaker.  An  unexpired 
term  shall  not  be  construed  as  a term  of  office. 

No  salaried  employe  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  an  elected  officer  of  the 
Medical  Society  of  the  State  of  New  York.  For  the 
purposes  of  this  article  an  honorarium  shall  not  be  con- 
sidered as  a salary. 

. . . The  House  voted  to  adopt  this  portion  of  Article  V, 
as  presented . . . 

SECTION  1 VACANCIES  AND  SUCCESSION 

An  officer  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York,  otherwise  his  office 
in  the  Medical  Society  of  the  State  of  New  York  shall 
be  declared  vacant. 

The  president-elect  shall  succeed  to  the  presidency 
at  the  end  of  his  term  as  president-elect. 

In  the  event  of  the  president’s  death,  resignation,  re- 
moval, permanent  incapacity,  or  refusal  to  act,  the 
vice-president  shall  succeed  him  and  shall  serve  for  the 
remainder  of  the  unexpired  term. 

If  the  president  is  temporarily  incapacitated  for  ser- 
vice by  injury,  ill  health  of  himself  or  his  family,  im- 
portant professional  duties,  or  any  other  mandatory / ab- 
sence, the  vice-president  shall  become  acting  president 
for  the  duration  of  such  incapacity  of  the  president. 
The  president  shall  promptly  notify  the  vice-president 
of  his  incapacity  and  request  his  attention  to  the  duties < 
of  the  office  and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of  temporary  incapa- 
city before  resuming  the  office  of  the  presidency. 


1386  New  York  State  Journal  of  Medicine  / June  1,  1973 


If  the  office  of  vice-president  becomes  vacant  for  any 
reason  whatsoever  the  Council  shall  elect  a successor 
for  the  unexpired  term. 

If  the  office  of  president-elect  becomes  vacant,  it 
shall  remain  so  until  the  next  annual  meeting  of  the 
House  of  Delegates,  at  which  an  eligible  member  shall 
be  elected  to  become  president.  A president-elect  to 
succeed  him  at  the  end  of  his  term  shall  also  be  elected 
at  the  same  meeting. 

The  assistant  secretary,  the  assistant  treasurer,  and 
the  vice-speaker  shall  serve  as  the  secretary,  the  trea- 
surer, and  the  speaker,  respectively,  whenever  these 
senior  officers  are  incapacitated  for  service  by  injury, 
ill  health  of  themselves  or  families,  important  profes- 
sional duties,  or  any  other  mandatory  absences.  This 
shall  be  construed  so  as  to  include  duty  at  or  during 
meetings  of  the  Board  of  Trustees  as  well  as  the  other 
official  duties  designated  for  the  senior  officer.  The 
senior  officer  shall  promptly  notify  the  junior  officer  of 
his  incapacity  and  request  his  attention  to  said  duties. 
When  the  period  of  incapacity  is  ended , the  senior  offi- 
cer shall  promptly  notify  the  junior  officer  of  the  end  of 
the  period  of  temporary  incapacity  before  resuming  of- 
fice. 

If  the  offices  of  secretary,  treasurer,  or  speaker  be- 
come vacant,  for  any  reason  whatsoever,  these  officers 
shall  be  succeeded  by  the  assistant  secretary,  assistant 
treasurer,  and  vice-speaker,  respectively,  for  the  unex- 
pired term. 

If  an  elected  officer  is  absent  from  three  consecutive 
regular  meetings  of  the  Council,  without  proper  excuse, 
the  Council  shall  declare  his  office  vacant.  The  vacan- 
cy shall  be  filled  as  provided  in  the  Bylaws. 

Any  elected  officer  of  the  Medical  Society  of  the 
State  of  New  York  who  is  called  into  active  service  in 
the  armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service  may,  on  application  to 
the  Council,  be  granted  leave  of  absence  for  any  por- 
tion of  his  term  of  office  during  which  he  is  on  active 
service.  During  such  absence,  his  duties  shall  be  dele- 
gated as  the  Council  may  direct  except  where  such  del- 
egation is  already  provided  for  elsewhere  in  the  Bylaws. 

. . . The  House  voted  to  adopt  Article  V,  Section  1.  as 
presented  . . . 

SECTION  2 DUTIES 
President 

The  president  shall  set  the  dates  and  place  of  regular 
meetings  of  the  Council  and  Executive  Committee  and 
shall  preside  at  all  meetings  of  the  Medical  Society  of 
the  State  of  New  York,  the  Council,  and  the  Executive 
1 Committee. 

He  shall  name  the  appointive  members  of  the  Execu- 
tive Committee  and  appoint  the  chairmen  and  members 
i of  all  committees  and  the  chairmen  of  all  commissions 
of  the  Council  with  the  approval  of  the  Council.  He 
j shall  appoint  all  other  committees  not  otherwise  pro- 
| vided  for,  with  the  approval  of  the  Council. 

Within  three  months  after  assuming  the  office  of 
president,  he  shall  appoint,  as  prescribed  in  Article 
XII,  paragraph  5,  a nomimating  committee,  whose 
names  he  shall  cause  to  be  published  in  the  official 
publication  of  the  Medical  Society  of  the  State  of  New 
York. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 


missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,*  the  Board  of 
Trustees,  and  the  Nominating  Committee*  wherein 
he  shall  have  voice  but  no  vote. 

With  the  approval  of  the  Council,  he  shall  appoint  a 
member  to  the  Judicial  Council  to  succeed  the  member 
with  an  expiring  term,  and  in  the  event  of  a vacancy 
occasioned  otherwise,  he  shall  appoint  a member  for 
the  unexpired  term. 

He  shall  appoint,  with  the  approval  of  the  Council, 
representatives  to  other  medical  societies  or  similar 
bodies  as  the  interests  of  the  Medical  Society  of  the 
State  of  New  York  may  require. 

He  shall  appoint  a sufficient  number  of  delegates  or 
alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  when  the  full  quota  of 
those  elected  is  not  available,  as  provided  in  the  By- 
laws, Article  VIII,  Section  1,  paragraph  4. 

He  shall  appoint,  with  the  approval  of  the  Council,  a 
chairman  and  a secretary  for  each  organized  session  of 
the  Medical  Society  of  the  State  of  New  York. 

When  charges  by  a member  of  malfeasance  or  non- 
feasance are  preferred  against  any  other  officer,  coun- 
cilor, trustee,  or  member  of  a board,  commission,  or 
committee  of  the  Medical  Society  of  the  State  of  New 
York  and  are  transmitted  to  the  president  in  writing, 
he  shall  order  a trial  on  said  charges  by  the  Council,  or 
a committee  thereof. 

He  shall  assign  the  special  branches  of  work  for 
which  the  members  of  the  Council  shall  be  responsible, 
with  the  approval  of  the  Council. 

He  shall  make  an  annual  report  to  the  House  of  Del- 
egates. 

He  shall  deliver  an  address  at  the  annual  meeting  of 
the  House  of  Delegates.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council  shall 
require. 

He  shall  attend  all  meetings  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

President-Elect 

The  president-elect  shall  perform  such  duties  as  may 
be  requested  by  the  president. 

The  president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Vice-President 

The  vice-president  shall  perform  the  duties  of  the 
president  in  the  latter’s  absence. 

He  shall  preside  over  the  Council  when  it  is  deliber- 
ating on  charges  of  malfeasance  or  nonfeasance  pre- 
ferred against  the  president. 

Secretary 

The  secretary  shall  attend  all  meetings  of  the  Medi- 
cal Society  of  the  State  of  New  York,  the  House  of  Del- 
egates, the  Council,  the  Board  of  Trustees,  and  the  Ju- 
dicial Council,  and  shall  keep  minutes  of  their  respec- 
tive proceedings.  These  minutes  shall  be  copied  from 
a stenographer’s  notes  with  such  deletion  only  as  will 
not  modify,  alter,  or  becloud  the  history  of  the  actions 
of  the  said  bodies.  The  stenographer’s  typewritten 
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copy  shall  be  preserved  until  ordered  destroyed  by  the 
House  of  Delegates. 

He  shall  perform  such  other  duties  as  may  be  pre- 
scribed from  time  to  time  by  the  House  of  Delegates  or 
the  Council.  He  shall  attend  all  meetings  of  the  House 
of  Delegates  of  the  American  Medical  Association. 

The  secretary  shall  be  the  custodian  of  the  seal  of 
the  Medical  Society  of  the  State  of  New  York,  and  of 
all  books  of  records  and  papers  belonging  to  the  State 
Society,  except  such  as  properly  belong  to  the  treasur- 
er, and  shall  keep  an  account  of  and  promptly  turn 
over  to  the  treasurer  all  funds  of  the  State  Society 
which  come  into  his  hands. 

He  shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Medical  Society  of  the  State  of 
New  York. 

He  shall  provide  for  the  registration  of  the  members 
at  all  conventions  of  the  Medical  Society  of  the  State 
of  New  York.  With  the  aid  and  cooperation  of  the 
secretaries  of  the  component  county  medical  societies, 
he  shall  keep  a proper  register  of  all  the  registered  phy- 
sicians of  the  State  by  counties. 

He  shall  conduct  the  official  correspondence,  noti- 
fying members  of  meetings,  officers,  councilors,  trust- 
ees, and  board  members  of  their  election,  and  commis- 
sions and  committees  of  their  appointments  and 
duties. 

He  shall  affix  the  seal  of  the  Medical  Society  of  the 
State  of  New  York  to  the  credentials  of  delegates  to  the 
American  Medical  Association  and  to  such  other  pa- 
pers and  documents  as  may  require  the  same. 

He  shall  make  an  annual  report  to  the  House  of  Del- 
egates. Acting  in  cooperation  with  the  Council,  he 
shall  prepare  and  issue  all  programs. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,*  the  Board  of 
Trustees,  and  the  Nominating  Committee*  wherein 
he  shall  have  voice  but  no  vote. 

Assistant  Secretary 

The  assistant  secretary  shall  aid  the  secretary  in  the 
work  of  his  office. 

Treasurer 

The  treasurer  shall  keep  accurate  books  of  accounts 
of  all  moneys  of  the  Medical  Society  of  the  State  of 
New  York  which  he  may  receive  and  shall  disburse  or 
cause  to  be  disbursed  the  same  when  duly  authorized. 
He  shall  be  the  official  custodian  of  all  securities  and 
the  income  thereof  owned  by  the  State  Society,  subject 
to  the  direction  and  disposition  of  the  Board  of  Trust- 
ees. The  Board  of  Trustees  may  select  a bank  or  trust 
company  to  act  as  custodian  in  the  place  of  the  trea- 
surer of  all  or  any  part  of  such  securities  and  to  act  as 
agent  of  the  State  Society  in  collecting  the  income 
therefrom. 

He  shall  collect,  on  or  before  the  first  day  of  May  in 
each  year,  from  the  treasurer  of  each  component  coun- 
ty medical  society,  the  Medical  Society  of  the  State  of 
New  York  per  capita  annual  dues.  He  shall  collect  any 
assessments  voted  by  the  House  of  Delegates  or  the 
Council.  He  shall  at  the  expense  of  the  Medical  Soci- 
ety of  the  State  of  New  York  give  a bond  for  the  faith- 
ful performance  of  his  duties,  which  shall  be  approved 
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by  the  Board  of  Trustees  as  to  amount,  form,  and  sure- 
ty. He  shall  make  an  annual  report  to  the  House  of 
Delegates  and  reports  to  the  Council  at  each  of  its 

meetings.  He  shall  be  an  ex  officio  member  of  the 
Professional  Medical  Liability  Insurance  and  De- 
fense Board,  with  voice  but  without  vote. 

Assistant  Treasurer 

The  assistant  treasurer  shall  aid  the  treasurer  in  the 
work  of  his  office. 

He  shall,  at  the  expense  of  the  Medical  Society  of 
the  State  of  New  York,  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  the  amount,  form,  and  surety. 

Speaker 

The  speaker  shall  preside  at  all  meetings  of  the 
House  of  Delegates.  He  shall  appoint  all  committees 
to  serve  during  the  meeting  of  the  House  of  Delegates 
at  least  thirty  days  in  advance  of  the  meeting.  All  res- 
olutions submitted  by  component  county  medical  so- 
cieties, district  branches,  scientific  sections,  and  med- 
ical schools  to  be  presented  to  the  House  of  Delegates 
should  be  forwarded  to  the  speaker  at  least  forty-five 
days  in  advance  of  the  annual  meeting  of  the  House  and 
referred  by  him  to  the  appropriate  reference  committees; 
and  all  resolutions  sent  in  subsequent  to  forty-five  days 
should  be  presented  to  the  House  and  referred  to  the 
appropriate  reference  committees. 

Vice-Speaker 

The  vice-speaker  shall  perform  the  duties  of  the 
speaker  when  so  requested  by  the  speaker. 

. . . The  House,  after  discussion,  voted  to  amend 
Article  V,  Section  2.  by  additions  as  indicated  in  bold 
face.  The  House  then  voted  to  adopt  Article  V,  Section 
2.  as  amended  . . . 

ARTICLE  VI  TRUSTEES 

There  shall  be  a Board  of  Trustees  which  shall  have 
charge  of  all  property  including  trust  funds  and  shall 
supervise  the  financial  affairs  of  the  Medical  Society  of 
the  State  of  New  York. 

SECTION  1.  COMPOSITION 

The  Board  of  Trustees  shall  consist  of  seven  mem- 
bers elected  by  the  House  of  Delegates.  The  president, 
secretary,  treasurer,  executive  vice-president,  deputy 
executive  vice-president,  and  general  counsel  shall  sit 
with  the  Board  of  Trustees  with  voice  but  without  vote. 

One  trustee  shall  be  elected  annually  for  a term  of 
five  years,  but  whenever  the  terms  of  two  trustees  ex- 
pire in  the  same  year,  two  trustees  shall  be  elected 
each  for  five  years. 

To  be  eligible  for  election  as  trustee  a member  shall 
have  served  at  least  two  years  as  an  officer,  or  at  least 
three  years  as  a councilor,  or  at  least  five  years  as  a 
member  of  the  House  of  Delegates. 

No  person  shall  serve  more  than  one  term  as  a 
trustee.  An  unexpired  term  shall  not  be  construed  as  a 
term  of  office. 

A trustee  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  position 
in  the  Medical  Society  of  the  State  of  New  York  shall 
be  declared  vacant. 

If  a trustee  is  absent  from  three  consecutive  regular 
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meetings  of  the  Board,  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a 
successor  for  the  unexpired  term. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected 
by  the  Council  to  serve  until  the  next  meeting  of  the 
House  of  Delegates  at  which  time  the  House  of  Dele- 
gates shall  elect  a trustee  to  fill  the  unexpired  term. 

. . . The  House  voted  to  adopt  Article  VI,  Section  1.  as 
presented . . . 

SECTION  2 DUTIES 

The  annual  budget  estimate , prepared  by  the  Com- 
mittee on  Budget  and  Finance,  after  its  approval  by 
the  Council  shall  be  submitted  to  the  Board  of  Trust- 
ees for  its  approval. 

All  resolutions  or  recommendations  of  the  House  of 
Delegates  or  Council  pertaining  to  expenditures  of 
money  must  be  approved  by  the  Board  of  Trustees  be- 
fore the  same  shall  become  effective. 

The  Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Medical  Society  of  the  State  of  New 
York.  The  fiscal  year  shall  begin  January  1 and  end 
December  31  of  each  calendar  year. 

All  moneys  of  the  Medical  Society  of  the  State  of 
New  York  received  by  the  Board  of  Trustees,  Council, 
or  any  member  or  agent  thereof,  shall  be  paid  to  the 
treasurer  of  the  State  Society.  The  Board  of  Trustees 
shall  approve  the  bond  of  the  treasurer  and  the  assis- 
tant treasurer  as  to  amount,  form,  and  surety,  and 
shall  employ  a certified  public  accountant  licensed  by 
the  State  of  New  York  to  audit  the  accounts  of  the 
treasurer  and  secretary  and  other  agents  of  the  State 
Society  and  present  a statement  of  the  same  in  its  an- 
nual report  to  the  House  of  Delegates. 

The  chairman  of  the  Board  of  Trustees  shall  make  a 
report  to  the  House  of  Delegates  of  its  transactions  for 
the  year  and  of  the  amount  of  money  belonging  to  the 
Medical  Society  of  the  State  of  New  York  under  its 
control. 

. . . The  House  voted  to  adopt  Article  VI,  Section  2.  as 
presented  . . . 

SECTION  3 MEETINGS 

The  Board  of  Trustees  shall  meet  immediately  on 
the  close  of  the  annual  meeting  of  the  House  of  Dele- 
gates, and  shall  organize  under  the  temporary  chair- 
manship of  the  member  senior  in  service  on  the  Board, 
elect  a permanent  chairman,  and  fix  the  time  and 
place  of  its  regular  meetings.  Should  two  trustees 
have  similar  seniority,  choice  between  them  for  tempo- 
rary chairmanship  shall  be  by  lot. 

The  Board  of  Trustees  shall  meet  at  least  bimonthly, 
except  in  July  and  August. 

The  notices  of  the  regular  and  special  meetings  of 
the  Board  of  Trustees  shall  state  the  date,  place,  and 
hour  and  shall  be  mailed  postpaid  to  each  member  at 
least  seven  days  before  a regular  meeting  and  at  least 
five  days  before  a special  meeting. 

The  affidavit  of  mailing  by  the  secretary  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  last  re- 
corded address  of  the  trustee  shall  be  deemed  sufficient 
proof  of  the  service  on  each  and  every  trustee  for  any 
and  all  purposes. 

Any  three  members  of  the  Board  of  Trustees  may  re- 
quire the  chairman  to  call  a special  meeting  at  the  of- 
fice of  the  Medical  Society  of  the  State  of  New  York 


for  such  time  as  shall  be  designated  by  them  in  writ- 
ing. 

A quorum  shall  consist  of  four  members  of  the  Board 
of  Trustees. 

The  following  shall  be  the  order  of  business  at  the 
meetings  of  the  Board  of  Trustees,  which  may  be  al- 
tered by  the  chairman  with  the  approval  of  the  Board: 

1.  Calling  the  meeting  to  order 

2.  Roll  call  by  the  secretary 

3.  Reading  of  minutes 

4.  Communications 

5.  Reports 

6.  Unfinished  business 

7.  New  business 

8.  Adjournment 

. . . The  House  voted  to  adopt  Article  VI,  Section  3.  as 
presented  . . . 

ARTICLE  VII  JUDICIAL  COUNCIL 

There  shall  be  a Judicial  Council  which  shall  have 
jurisdiction  to  hear  and  determine  all  appeals  from  de- 
cisions on  discipline  of  component  county  medical  so- 
cieties or  decisions  of  such  societies  which  may  involve 
the  privileges,  rights,  or  standing  of  members,  whether 
in  relation  to  one  another  or  to  component  county 
medical  societies  or  to  the  Medical  Society  of  the  State 
of  New  York. 

It  shall  hear  also  from  applicants  on  appeals  from 
the  action  of  a component  county  medical  society  in 
excluding  them  from  membership. 

SECTION  1.  COMPOSITION 

The  Judicial  Council  shall  consist  of  five  appointed 
members.  One  member  shall  be  appointed  by  the 
president  each  year  for  a term  of  five  years  with  the 
approval  of  the  Council. 

No  member  shall  serve  for  more  than  two  consecu- 
tive terms,  but  a member  appointed  to  serve  an  unex- 
pired term  shall  not  be  regarded  as  having  served  a 
term  unless  he  has  served  three  or  more  years. 

A member  of  the  Judicial  Council  shall  practice  or 
maintain  a residence  or  an  office  in  the  State  of  New 
York,  otherwise  his  position  on  the  Judicial  Council 
shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a member  shall  be  ap- 
pointed by  the  president  for  the  unexpired  term  with 
the  approval  of  the  Council. 

The  president  and  secretary  of  the  Medical  Society 
of  the  State  of  New  York  shall  be  ex  officio  members  of 
the  Judicial  Council  with  voice  but  no  vote.  The  execu- 
tive vice-president,  the  deputy  executive  vice-president, 
and  the  general  counsel  of  the  Medical  Society  of  the 
State  of  New  York  shall  sit  with  the  Judicial  Council 
with  voice  but  without  vote. 

. . . The  House,  in  adopting  resolution  72-93,  amended 
Article  VII,  Section  1.  by  addition  as  indicated  in  bold 
face.  The  House  voted  to  adopt  Article  VII,  Section  1. 
as  amended  . . . 

SECTION  2 DUTIES  AND  PROCEDURES 

A member  of  a component  county  medical  society 
who  shall  have  been  disciplined  or  directed  to  suffer 
discipline  in  any  degree  by  any  final  decision  of  his 
component  county  medical  society  and  who  shall  have 
exhausted  his  right  of  appeal,  if  any,  with  a component 
county  medical  society,  feeling  aggrieved  by  the  deci- 
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sion  of  such  society,  may  appeal  to  the  Judicial  Coun- 
cil of  the  Medical  Society  of  the  State  of  New  York 
from  the  decision  of  such  component  county  medical 
society  by  filing  a notice  of  appeal  with  the  secretary  of 
the  State  Society  and  with  the  secretary  of  such  com- 
ponent county  medical  society  within  three  months 
after  such  final  decision  by  such  component  county 
medical  society. 

An  applicant  for  membership  in  a component  county 
medical  society  who  has  been  excluded  from  member- 
ship in  such  society  may  likewise  appeal  from  the  ac- 
tion of  said  society. 

The  Judicial  Council  shall  investigate  also  all  charg- 
es preferred  (a)  by  a member  of  a component  county 
medical  society  against  a component  county  medical 
society  of  which  he  is  not  a member;  and  (b)  by  a com- 
ponent county  medical  society  against  another  such 
component  county  medical  society  or  a member  there- 
of. 

A notice  of  appeal  shall  set  forth  in  writing  the  name 
of  the  appellant,  the  name  of  such  component  county 
medical  society,  and  the  date  and  substance  of  the  de- 
cision appealed  from,  and  shall  indicate  the  ground  or 
grounds  in  which  such  appeal  is  taken.  If  the  appel- 
lant desires  to  be  present,  with  or  without  counsel,  at 
the  hearing  of  said  appeal,  the  notice  of  appeal  must  so 
state.  In  that  event,  the  appellant  must  file  with  the 
notice  of  appeal  a bond  in  the  sum  of  $500  to  guarantee 
his  appearance  or  that  of  his  representative.  If  the  ap- 
pellant fails  to  appear  in  person  or  be  represented  by 
counsel  on  hearing  of  said  appeal,  he  shall  forfeit  to  the 
Medical  Society  of  the  State  of  New  York  such  share  of 
said  bond  as  represents  necessary  expenditures  inci- 
dent to  convening  the  Judicial  Council  for  the  hearing 
of  said  appeal. 

On  filing  a notice  of  appeal,  the  appellant  and  the 
component  county  medical  society  shall  submit  to  the 
secretary  of  the  Judicial  Council  all  records,  minutes, 
letters,  papers,  and  all  written  evidence,  including  a 
digest  of  all  testimony  not  stenographically  reported 
relating  to  the  matter.  All  data  so  submitted  shall  be 
available  only  to  the  Judicial  Council. 

The  Judicial  Council  shall  consider  the  appeal  on  the 
data  so  submitted  to  it  and  may  affirm,  modify,  or  re- 
verse the  decisions  so  appealed  from,  by  a majority 
vote  of  the  members  present  and  voting.  If,  in  its 
opinion,  the  taking  of  further  evidence  is  advisable,  the 
Judicial  Council  may  summon  witnesses  and  proceed 
to  take  such  evidence  in  such  manner  as  it  may  deem 
proper  and  render  its  decision  by  a majority  vote  of 
those  present  and  voting,  which  decision  shall  be  final 
and  binding.  A member  shall  have  the  right  of  appeal 
to  the  Judicial  Council  of  the  American  Medical  Asso- 
ciation, provided  said  member  is  a member  of  the 
American  Medical  Association. 

Whenever  the  Judicial  Council  has  met,  the  secre- 
tary shall  report  the  proceedings  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  at  its  next 
regular  meeting. 

The  chairman  shall  submit  an  annual  report  of  the 
Judicial  Council  to  the  House  of  Delegates. 

. . . The  House  voted  to  adopt  Article  VII,  Section  2. 
as  presented  . . . 

SECTION  3 MEETINGS 

Immediately  at  the  close  of  the  annual  meeting  of 


the  House  of  Delegates  the  Judicial  Council  shall  orga- 
nize and  elect  its  own  chairman. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  the  secretary  of  the  Judicial  Coun- 
cil. 

The  Judicial  Council  shall  meet  on  the  call  of  the 
chairman.  The  notices  of  the  meetings  of  the  Judicial 
Council  shall  state  the  date,  place,  and  hour  and  shall 
be  mailed  postpaid  to  each  member  at  least  seven  days 
before  a meeting. 

The  affidavit  of  mailing  of  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  record- 
ed address  of  the  member  of  the  Judicial  Council  shall 
be  deemed  sufficient  proof  of  the  service  on  each  and 
every  member  for  any  and  all  purposes. 

A quorum  shall  consist  of  three  members  of  the  Judi- 
cial Council. 

. . . The  House  voted  to  adopt  Article  VII,  Section  3.  as 
presented . . . 

ARTICLE  VIII  ELECTIONS 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  trustees  of  the  Medical  Society  of 
the  State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and  elect- 
ed. 

A member  of  the  Medical  Society  of  the  State  of 
New  York  who  is  in  arrears  for  component  county  med- 
ical society  dues  or  State  Society  dues  or  assessments 
shall  not  be  eligible  for  nomination  to  any  office,  the 
Council,  the  Board  of  Trustees,  or  as  a delegate  to  the 
American  Medical  Association,  or  entitled  to  vote  for 
any  officer,  councilor,  trustee,  or  delegate. 

The  delegates  to  the  American  Medical  Association 
shall  be  elected  in  the  calendar  year  preceding  the 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  to  which  they  are  elected.  One 
half  of  the  allotted  number  of  delegates  and  alternate 
delegates  shall  be  elected  each  year. 

Nominations  for  delegate  to  the  American  Medical 
Association  shall  be  made  for  not  less  than  double  the 
full  number  of  delegates  to  be  elected.  Only  members  . 
of  the  Medical  Society  of  the  State  of  New  York  who 
are  members  also  of  the  American  Medical  Association 
shall  be  eligible  for  nomination  or  election  as  delegates  j 
to  the  American  Medical  Association. 

. . . The  House  voted  to  adopt  this  portion  of  Article 
Villas  presented  . . . 

SECTION  1 BALLOTING 

After  the  appointment  of  a sufficient  number  of  tell- 
ers by  the  speaker  and  after  all  nominations  have  been 
made,  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  shall  cause  to  be  displayed  in  full  sight  of 
the  House  of  Delegates  a list  of  nominees  for  each  of- 
fice of  the  Medical  Society  of  the  State  of  New  York 
and  for  delegates  to  the  American  Medical  Association, 
arranged  in  alphabetical  order,  and  shall  also  cause  to 
be  distributed  a sufficient  number  of  blank  ballots  for 
the  use  of  the  House  of  Delegates.  These  ballots  shall 
have  printed  or  stamped  thereon  the  appropriate  head- 
ings for  each  office  with  spaces  thereunder  in  which 
may  be  written  the  name  of  the  candidate  or  candi- 
dates to  be  voted  for. 
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All  elections  for  offices  of  the  State  Society  and  dele- 
gates to  the  American  Medical  Association  shall  be  by 
ballot,  each  member  of  the  House  of  Delegates  deposit- 
ing his  ballot  on  roll  call  individually.  When,  after  the 
call  for  nominations  from  the  floor,  there  is  only  one 
candidate  for  an  office,  the  speaker  shall  direct  the  sec- 
retary to  cast  one  ballot  on  behalf  of  the  delegates.  If 
there  are  more  than  two  nominees  for  an  office,  with  the 
exception  of  that  of  delegate  to  the  American  Medical 
Association,  and  none  receives  a majority  of  votes  on 
the  first  ballot,  the  nominee  receiving  the  lowest  number 
of  votes  shall  be  dropped  and  a new  ballot  taken  for  that 
office.  This  procedure  shall  be  continued  until  one  of 
the  nominees  receives  a majority  of  the  votes  cast  when 
he  shall  be  declared  elected. 

For  the  election  of  delegates  to  the  American  Medi- 
cal Association,  the  delegates  shall  be  declared  elected 
in  the  order  of  the  highest  number  of  votes  cast  until 
the  allotted  number  shall  have  been  chosen;  a corre- 
sponding number  in  the  next  highest  order  of  votes  cast 
shall  be  declared  alternate  delegates. 

When  the  full  quota  of  elected  delegates  or  alternate 
delegates  is  not  available  for  attendance  at  the  meeting 
of  the  House  of  Delegates  of  the  American  Medical  As- 
sociation, the  president  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  and  certify  a sufficient 
number  to  complete  the  quota. 

A duly  elected  delegate  to  the  American  Medical  As- 
sociation who  does  not  serve  as  such  because  of  reduc- 
tion in  number  of  delegates  to  which  the  Medical  Soci- 
ety of  the  State  of  New  York  is  entitled  shall  fill  any 
vacancy  which  may  occur  in  the  delegation  before  al- 
ternate delegates  are  designated  for  that  purpose. 

The  delegates  and  alternate  delegates  shall  take  of- 
fice at  the  beginning  of  the  calendar  year  following 
their  election  and  shall  serve  for  a term  of  two  years. 

. . . The  House,  after  discussion,  voted  to  amend 
Article  VIII,  Section  1.  by  addition  as  indicated  in  bold 
face.  The  House  then  voted  to  adopt  Article  VIII,  Sec- 
tion 1.  as  amended  . . . 

ARTICLE  IX  REFERENDUM 

At  any  meeting  of  the  House  of  Delegates  two  thirds 
of  the  members  present  and  voting  may  order  a refer- 
endum vote  of  the  Medical  Society  of  the  State  of  New 
York  on  any  question  consistent  with  the  Bylaws  and 
in  accordance  with  such  regulations  respecting  the  sub- 
mission of  the  question  as  the  House  of  Delegates  may 
prescribe. 

The  members  of  the  Medical  Society  of  the  State  of 
New  York  shall  vote  thereon  by  mail.  The  polls  shall 
be  closed  at  the  expiration  of  fifteen  days  after  the 
mailing  of  the  question;  and  if  the  members  voting 
shall  comprise  a majority  of  all  the  active  and  life 
members  of  the  Medical  Society  of  the  State  of  New 
York,  a majority  of  such  vote  shall  determine  the  ques- 
tion and  be  binding  on  the  State  Society  and  the 
House  of  Delegates. 

When  the  House  of  Delegates  is  not  in  session  the 
Council  may  in  a similar  manner  order  such  a referen- 
dum by  a two- thirds  vote. 

■ . . The  House  voted  to  adopt  Article  IX  as  pre- 
sented . . . 


ARTICLE  X COMMITTEES  OF  THE 
HOUSE  OF  DELEGATES 

SECTION  1 REFERENCE  COMMITTEES 

At  least  one  month  before  the  meeting  of  the  House 
of  Delegates  the  speaker  shall  appoint  and  publish  in 
the  official  publication  of  the  Medical  Society  of  the 
State  of  New  York  such  reference  committees  as  he  shall 
deem  expedient  for  the  purposes  of  the  meeting.  Im- 
mediately after  the  organization  of  the  House  of  Dele- 
gates he  shall  formally  announce  the  appointments  of 
the  committees.  Only  members  of  the  House  of  Dele- 
gates shall  be  eligible  for  appointment  to  the  reference 
committees.  Such  committees  shall  each  consist  of 
five  members,  three  members  constituting  a quorum, 
and  shall  serve  during  the  meeting  of  the  House  of  Dele- 
gates for  which  they  are  appointed. 

Annual  reports  of  officers,  Council  commissions  and 
committees,  Board  of  Trustees,  Judicial  Council,  dis- 
trict branches,  and  special  committees  shall  be  printed 
at  least  one  month  before  the  meeting  of  the  House  of 
Delegates  and  sent  to  the  members  of  the  reference 
committees  appointed  according  to  paragraph  1,  for 
their  preliminary  consideration. 

All  recommendations,  resolutions,  measures,  and 
propositions  presented  to  the  House  of  Delegates  and 
which  have  been  duly  seconded  shall  be  referred  by  the 
speaker  to  the  appropriate  reference  committees,  ex- 
cept that  reports  of  committees  of  the  House  of  Dele- 
gates may,  at  the  discretion  of  the  House,  be  presented 
directly  to  the  House  without  referral  to  the  reference 
committees. 

Each  reference  committee  shall  consider  such  busi- 
ness as  may  have  been  referred  to  it  and  shall  report 
promptly  to  the  House. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  in  good  standing  shall  have  the  right  to  ap- 
pear before  any  reference  committee  and  participate  in 
its  deliberations. 

SECTION  2 COMMITTEE  ON  BYLAWS 

The  House  Committee  on  Bylaws  shall  be  appointed 
annually  by  the  speaker.  It  shall  consist  of  at  least 
five  members  including  a chairman,  all  of  whom  shall 
be  members  of  the  House.  The  president,  secretary, 
and  the  speaker  shall  be  ex  officio  members  with  voice 
and  vote.  The  executive  vice-president,  deputy  ex- 
ecutive vice-president,  and  general  counsel  of  the  Med- 
ical Society  of  the  State  of  New  York  shall  be  members 
of  the  committee  with  voice  but  without  vote. 

It  shall  be  the  duty  of  the  committee  to  study  all 
proposed  amendments  to  the  Bylaws  and  the  Principles 
of  Professional  Conduct  of  the  State  Society  and  to  re- 
port thereon  at  the  annual  meeting  of  the  House  of 
Delegates  following  the  meeting  at  which  such  amend- 
ments are  proposed.  The  committee  shall  include  in 
its  report  recommendations  for  action  on  the  proposed 
amendments  with  reasons  for  such  recommendations. 

It  shall  be  the  duty  of  the  committee  to  suggest 
amendments  to  or  revisions  of  the  Bylaws  and  the 
Principles  of  Professional  Conduct  of  the  Medical  Soci- 
ety of  the  State  of  New  York. 

The  report  of  the  House  Committee  on  Bylaws  shall 
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be  presented  directly  to  the  House,  without  referral  to 
a reference  committee. 

SECTION  3 SPECIAL  COMMITTEES 

Special  committees  may  be  created  by  the  House  of 
Delegates  to  perform  the  special  functions  for  which 
they  are  created.  They  shall  be  appointed  by  the 
speaker  or  other  officer  presiding  pro  tempore  over  the 
meeting  at  which  the  committee  is  authorized. 

. . . The  House  voted  to  adopt  Article  X as  pre- 
sented . . . 

ARTICLE  XI  COUNCIL  COMMISSIONS 
AND  COMMITTEES 

SECTION  1 ORGANIZATION 

Committees  of  the  Council  are  grouped  by  the  relat- 
ed nature  of  their  purposes  and  functions.  A commis- 
sion is  composed  of  the  chairmen  of  all  committees 
within  such  a group. 

Subject  to  the  approval  of  the  Council,  the  president 
shall  appoint  the  chairmen  and  members  of  all  of  its 
committees  and  the  chairmen  of  the  commissions. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  is  eligible  for  membership  on  committees 
and  commissions  of  the  Council. 

All  chairmen  of  such  commissions  and  committees 
shall  have  the  right  to  present  their  reports  in  person  to 
the  Council  and  to  engage  in  the  discussion  of  such  re- 
ports. Members  of  such  commissions  and  committees 
shall  have  the  privilege  of  presenting  minority  reports, 
and  both  the  majority  and  minority  reports  shall  be 
published. 

Any  ex  officio  member  of  a committee  who  enjoys 
that  status  by  being  a duly  elected  officer  of  the  Medi- 
cal Society  of  the  State  of  New  York  shall  have  all  the 
rights,  responsibilities,  and  duties  of  any  other  member 
of  the  committee. 

. . . The  House,  after  discussion,  voted  to  amend  Arti- 
cle XI,  Section  1.  by  addition  as  indicated  in  bold  face. 
The  House  then  voted  to  adopt  Article  XI,  Section  1.  as 
amended . . . 

SECTION  2 NOMINATING  COMMITTEE 

The  Nominating  Committee  shall  be  appointed  by 
the  president  from  a list  of  not  less  than  three  or  more 
than  five  names  submitted  by  the  respective  Dis- 
trict Branches,*  in  conformity  with  Article  V,  section  2, 
paragraph  3.  It  shall  consist  of  11  members,  1 from 
each  district  branch  and  2 members  at  large.  It  shall 
be  the  duty  of  this  committee  to  propose  and  nominate 
members  of  the  Medical  Society  of  the  State  of  New 
York  for  all  vacancies  to  be  filled  at  the  ensuing  annual 
meeting  of  the  House  of  Delegates.  These  recommen- 
dations shall  be  made  to  the  House  of  Delegates  in  the 
same  manner  as  prescribed  in  Article  X,  Section  1, 
paragraph  2. 

. . . The  House,  in  adopting  Resolution  72-100,  amend- 
ed Article  XI,  Section  2.  by  addition,  as  indicated  in  bold 
face.  The  House  voted  to  adopt  Article  XI,  Section  2. 
as  amended  . . . 

SECTION  3 PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

A committee  to  be  known  as  the  Professional  Medi- 
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cal  Liability  Insurance  and  Defense  Board  shall  be  ap- 
pointed by  the  president  with  the  approval  of  the 
Council.  It  shall  consist  of  seven  members  including  a 
chairman,  each  appointed  for  a five-year  term.  No 
member  shall  serve  for  more  than  two  consecutive 
terms.  A vacancy  created  by  expiration  of  a term  shall 
be  filled  by  the  president,  with  the  approval  of  the 
Council,  by  appointment  of  a member  for  five  years. 
Other  vacancies  shall  be  filled  for  the  unexpired  term 
in  similar  manner.  The  secretary  and  the  treasurer 
shall  be  ex  officio  members  of  the  committee  with 
voice  and  vote.  The  general  counsel  and  indemnity  rep- 
resentative shall  attend  all  meetings  with  voice  but 
without  vote.  It  shall  be  the  duty  of  the  committee  to 
study  and  supervise,  on  behalf  of  the  Medical  Society  of 
the  State  of  New  York,  all  matters  having  to  do  with  pro- 
fessional medical  liability  insurance  and  defense. 

SECTION  4 COMMITTEE  ON  PRIZE  ESSAYS 

A Committee  on  Prize  Essays  shall  be  appointed  by 
the  president  with  the  approval  of  the  Council.  It 
shall  consist  of  three  members,  including  the  chair- 
man. It  shall  be  the  duty  of  this  committee  to  receive 
all  essays  offered  in  competition  for  prizes  which  may 
be  offered  by  the  Medical  Society  of  the  State  of  New 
York.  The  committee  shall  make  all  necessary  rules 
and  regulations  for  the  awarding  of  prizes,  subject  to 
the  terms  of  the  deeds  of  gift,  and  shall  report  the  re- 
sult at  the  next  annual  meeting  of  the  House  of  Dele- 
gates. It  shall  give  notice  through  the  official  publica- 
tion of  the  State  Society  or  by  other  methods  of  the 
amount  of  the  prize  and  when  the  essays  shall  be  sub- 
mitted to  the  committee. 

ARTICLE  XII  SECTIONS  AND  SESSIONS 

As  designated  by  the  House  of  Delegates,  there  shall 
be  sections  devoted  to  the  scientific  work  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  sessions  de- 
voted to  scientific,  cultural,  historical,  or  economic 
subjects.  Both  sections  and  sessions  shall  meet  during 
the  annual  convention  of  the  State  Society,  under  the 
supervision  of  the  Council. 

SECTION  1 SECTIONS 

The  scientific  sections  designated  by  the  House  of 
Delegates  shall  organize  at  their  annual  meetings  by 
the  election  of  officers.  Officers  to  be  elected  shall  in- 
clude a chairman,  a vice-chairman,  a secretary,  and  a 
delegate  to  the  House  of  Delegates.  The  chairman,  the 
vice-chairman,  and  the  delegate  shall  be  elected  for 
one-year  terms;  the  secretary  for  such  term  as  the  sec- 
tion may  deem  fit. 

To  participate  in  the  election  of  any  section,  a mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
must  be  registered  with  such  section. 

Should  the  delegate  of  a scientific  section  be  unable 
to  serve  in  the  House  of  Delegates,  the  chairman  of  the 
section  shall  designate  a substitute  delegate  and  shall 
so  notify  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  in  writing. 

The  officers  of  the  various  sections  shall  prepare  pro- 
grams for  their  sections  under  the  direction  and  subject 
to  the  approval  of  the  Council. 

No  new  section  shall  be  created  by  the  House  of  Del- 
egates unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two  successive 
annual  conventions. 
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SECTION  2 SESSIONS 

A session  shall  be  a single  meeting  of  a group  to  dis- 
cuss scientific,  cultural,  historical,  or  economic 
subjects,  under  the  direction  and  subject  to  the  ap- 
proval of  the  Council. 

Each  session  shall  have  a chairman  and  a secretary 
who  shall  be  appointed  by  the  president  with  the  ap- 
proval of  the  Council. 

ARTICLE  XIII.  MEETINGS 
SECTION  1.  ANNUAL  CONVENTION 

There  shall  be  an  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held  at  a time 
and  place  designated  by  the  House  of  Delegates  or  by 

Ithe  Council. 

This  convention  shall  include  the  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York,  the  an- 
nual meeting  of  the  House  of  Delegates,  the  annual  sci- 
entific program  which  shall  include  the  annual  meet- 
ings of  the  sections  and  sessions  and  scientific  motion 
pictures  and  exhibits,  and  such  other  activities  and 
presentations  as  the  House  of  Delegates  or  Council  may 
direct. 

. . . The  House  voted  to  adopt  Article  XIII,  Section  1. 
as  presented  . . . 

SECTION  2 ANNUAL  MEETING  OF  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 

The  Medical  Society  of  the  State  of  New  York  shall 
hold  its  annual  meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House  is  recessed  fol- 
lowing the  annual  elections.  The  president  shall  pre- 
side at  this  annual  meeting  of  the  State  Society,  which 
shall  include  the  induction  of  the  incoming  president. 
The  incoming  president  shall  deliver  his  inaugural  ad- 
dress at  the  annual  meeting  of  the  State  Society. 

Following  the  adjournment  of  the  annual  meeting, 
the  House  of  Delegates  shall  reconvene  to  complete  its 
agenda  and  receive  the  report  of  the  tellers. 

. . . The  House  voted  to  adopt  Article  XIII,  Section  2. 
as  presented  . . . 

SECTION  3 SPECIAL  MEETINGS 
Special  meetings  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  called  by  the  president  on  the  re- 

1 quest  in  writing  of  250  members  from  the  membership 
of  at  least  10  component  county  medical  societies,  and 
in  case  of  the  failure,  inability,  or  refusal  of  the  presi- 
dent to  act,  such  meeting  may  be  called  by  a notice 
thereof  subscribed  by  250  members  from  the  member- 
ship of  at  least  10  component  county  medical  societies. 

SECTION  4 ORGANIZATION  AND  PROCEDURES 
The  notices  of  the  annual  convention  and  annual  and 
special  meetings  of  the  Medical  Society  of  the  State  of 
New  York  shall  state  the  date,  place,  and  hour  and 
shall  be  mailed  postpaid  to  each  member  at  least 
thirty  days  before  a meeting. 

Publication  of  such  notice  in  the  official  publication 
of  the  Medical  Society  of  the  State  of  New  York  shall 
be  considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  last  re- 
corded address  of  the  member  shall  be  deemed  suffi- 
cient proof  of  the  service  upon  each  and  every  member 
for  any  and  all  purposes. 


Each  member  in  attendance  at  the  annual  conven- 
tion of  the  Medical  Society  of  the  State  of  New  York 
shall  enter  his  name  and  the  name  of  the  component 
county  medical  society  to  which  he  belongs  in  a regis- 
ter to  be  kept  by  the  secretary  of  the  State  Society  for 
that  purpose.  No  member  shall  take  part  in  any  of  the 
proceedings  of  such  convention  until  he  shall  have 
complied  herewith. 

All  members  in  good  standing  so  registered  may  at- 
tend and  participate  in  the  proceedings  and  discussions 
of  the  scientific  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  of  the  sections  and  sessions. 

A distinguished  physician  of  a foreign  country  or  a 
physician  not  a resident  of  this  State  who  is  a member 
of  his  own  state  medical  association  may  become  a 
guest  during  any  annual  convention  upon  the  invitation 
of  the  president  or  officers  of  the  Medical  Society  of 
the  State  of  New  York,  and  may  be  accorded  the  privi- 
lege of  participating  in  all  the  scientific  programs  of 
the  convention. 

No  address  or  paper  before  the  Medical  Society  of 
the  State  of  New  York,  except  those  of  the  president 
and  president-elect,  shall  occupy  more  than  twenty 
minutes  in  its  delivery. 

All  papers  read  before  the  Medical  Society  of  the 
State  of  New  York  at  its  annual  convention  by  its 
members  shall  become  the  property  of  the  State  Soci- 
ety. Whenever  such  paper  shall  be  deemed  not  ac- 
ceptable for  publication  in  the  New  York  State  Journal 
of  Medicine  it  shall  be  returned  to  the  author  as 
promptly  as  possible  after  its  receipt  in  the  publication 
office  of  the  State  Society. 

The  following  shall  be  the  order  of  business  at  the 
annual  meeting  of  the  Medical  Society  of  the  State  of 
New  York: 

1.  Calling  the  State  Society  to  order 

2.  Reading  of  minutes  of  the  last  meeting  by  title 

3.  Induction  of  incoming  president 

4.  Inaugural  address  by  incoming  president 

5.  Adjournment 

The  rules  contained  in  Sturgis  Standard  Code  of 
Parliamentary  Procedure  shall  govern  the  Medical 
Society  of  the  State  of  New  York  in  all  cases  in  which 
they  are  not  inconsistent  or  in  conflict  with  the  Bylaws 
of  the  State  Society. 

. . . The  House  voted  to  adopt  Article  XIII,  Section  4. 
as  presented  . . . 

ARTICLE  XIV  FUNDS 

Funds  shall  be  raised  by  annual  dues  levied  on  each 
active  member  at  a uniform  per  capita  rate  throughout 
the  State.  Funds  may  also  be  raised  in  any  other 
manner  approved  by  the  House  of  Delegates  or  by  the 
Council  when  the  said  House  of  Delegates  shall  not  be 
in  session.  The  dues  or  assessments  of  each  junior 
member  shall  be  one-third  the  amount  levied  on  each 
active  member. 

The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of  any 
funds  of  the  Medical  Society  of  the  State  of  New  York, 
except  that  the  said  Board  may  delegate,  to  such  per- 
son or  persons  as  it  sees  fit,  the  authority  to  expend 
funds  of  the  State  Society  in  amounts  and  under  con- 
ditions to  be  determined  by  said  Board,  on  recommen- 
dation of  the  Council. 
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ARTICLE  XV.  DUES 

The  annual  dues  shall  be  determined  by  the  House 
of  Delegates. 

Assessments  can  be  levied  by  the  House  of  Delegates 
or  the  Council  and  shall  be  payable  within  a period  of 
time  specified  by  them. 

Life  and  honorary  members  shall  not  be  required  to 
pay  dues  or  assessments  to  the  Medical  Society  of  the 
State  of  New  York. 

Annual  dues  are  due  and  payable  on  the  first  day  of 
January  each  year.  The  dues  year  shall  coincide  with 
the  calendar  year,  January  1 to  December  31. 

Any  member,  except  a member  who  is  eligible  for 
and  has  applied  for  life  membership,  whose  component 
county  medical  society  and  State  Society  dues  are  un- 
paid after  May  1 of  any  current  year  or  whose  assess- 
ments are  unpaid  by  the  specified  time  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears. 

A member  whose  dues  are  unpaid  after  June  1 of  any 
current  year  or  whose  assessments  are  unpaid  one 
month  after  the  specified  date  shall  be  dropped  from 
the  rolls  of  membership  of  both  his  component  county 
medical  society  and  the  Medical  Society  of  the  State  of 
New  York,  upon  reasonable  notice  to  such  member  by 
his  component  county  medical  society  or  the  State  So- 
ciety, and  without  further  action  on  the  part  of  either 
the  component  county  medical  society  or  the  State  So- 
ciety, and  on  such  date  he  shall  automatically  cease  to 
be  a member  of  both  the  component  county  medical 
society  and  the  State  Society. 

Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited 
to  the  succeeding  year,  but  no  member  dropped  for 
nonpayment  of  dues  and  assessments  shall  be  reinstat- 
ed until  he  has,  in  addition,  paid  his  dues  and  assess- 
ments for  the  year  in  which  he  was  dropped. 

The  dues  of  an  active  or  junior  member  of  the  State 
Society  may  be  remitted  for  the  current  year  by  action 
by  the  Council  on  account  of  illness,  financial  hard- 
ship, or  temporary  active  service  in  the  armed  forces 
of  the  United  States  or  in  the  United  States  Public 
Health  Service,  when  the  request  for  such  remission  is 
made  by  the  member’s  component  county  medical  so- 
ciety. Such  a request  shall  be  accompanied  by  a brief 
summary  of  the  reasons  therefor.  Remission  of  dues 
due  to  illness  or  financial  hardship  shall  be  reviewed 
annually. 

. . . The  House  voted  to  adopt  Article  XV  as  pre- 
sented . . . 

ARTICLE  XVI  EXPENSES 

Allowances  for  expenses  incurred  in  the  actual  per- 
formance of  official  duties  by  officers,  councilors,  trust- 
ees, members  of  the  Judicial  Council  and  of  commis- 
sions and  committees,  delegates  to  the  American  Med- 
ical Association  and  employes  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  made  in  conformity 
with  the  following  conditions. 

The  president  and  the  president-elect  shall  be  al- 
lowed a per  diem  and  expenses  when  engaged  on  offi- 
cial business.  The  amount  of  the  per  diem  shall  be  set 
by  the  House  of  Delegates. 

All  other  officers,  councilors,  trustees,  members  of 
the  Judicial  Council,  delegates  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  or  an  alter- 
nate delegate  who,  at  the  direction  of  the  Council,  at- 


tends a meeting  of  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association,  members  of  commissions  and 
committees  of  the  Council,  of  all  special  committees, 
members  of  the  Medical  Society  of  the  State  of  New 
York  appointed  by  the  president  or  the  Council  to 
carry  out  special  assignments  for  the  State  Society, 
and  employes  of  the  State  Society  shall  be  allowed 
traveling  expenses  when  engaged  on  official  business. 

Members  for  life  of  the  House  of  Delegates,  delegates 
of  the  district  branches  and  of  the  scientific  sections, 
sitting  in  the  House  of  Delegates,  shall  be  allowed  nec- 
essary expenses  by  the  Medical  Society  of  the  State  of 
New  York. 

Proper  vouchers  must  be  filed  with  the  secretary  of 
the  Medical  Society  of  the  State  of  New  York  before 
any  of  the  above  allowances  shall  be  made. 

There  shall  be  no  allowances  for  the  expenses,  travel- 
ing or  otherwise,  for  members  of  any  reference  commit- 
tee. 

Each  district  branch  shall  be  entitled  to  receive  a 
sum  not  to  exceed  $1,000  exclusive  of  the  work  done  by 
the  Medical  Society  of  the  State  of  New  York  regard- 
ing notices,  programs,  and  so  on,  to  defray  the  expens- 
es of  such  district  branch,  provided  a proper  statement 
of  such  expenses  shall  have  been  presented  to  the  sec- 
retary. 

All  bills,  claims,  or  vouchers  herein  provided  for 
shall  be  filed  within  thirty  days  after  the  date  of  the 
incurring  of  such  expense.  This  time  may  be  extended 
for  any  cause  by  the  Board  of  Trustees. 

ARTICLE  XVII.  DISTRICT  BRANCHES 
SECTION  1 DIVISION 

The  membership  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  nine  district  branch- 
es, as  follows: 

The  First  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York,  Queens,  and  Richmond. 

The  Second  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties  of 
Nassau  and  Suffolk. 

The  Third  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Alba- 
ny, Columbia,  Greene,  Renesselaer,  Schoharie,  Sulli- 
van, and  Ulster. 

The  Fourth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Clin- 
ton, Essex,  Franklin,  Fulton,  Hamilton,  Montgomery, 
Saratoga,  Schenectady,  Warren,  and  Washington. 

The  Fifth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Cayu- 
ga, Chenango,  Herkimer,  Jefferson,  Lewis,  Madison, 
Oneida,  Onondaga,  Oswego,  and  St.  Lawrence. 

The  Sixth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of 
Broome,  Chemung,  Cortland,  Delaware,  Otsego, 
Schuyler,  Tioga,  and  Tompkins. 

The  Seventh  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties  of 
Livingston,  Monroe,  Ontario,  Seneca,  Steuben,  Wayne, 
and  Yates. 

The  Eighth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Alle- 
gany, Cattaraugus,  Chautauqua,  Erie,  Genesee,  Niaga- 
ra, Orleans,  and  Wyoming. 
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The  Ninth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Dutch- 
ess, Orange,  Putnam,  Rockland,  and  Westchester. 

Changes  in  the  number  or  membership  of  these  dis- 
trict branches  may  be  made  by  a two-third  vote  of  the 
House  of  Delegates  at  any  annual  meeting  thereof. 
SECTION  2.  AIMS  AND  ORGANIZATION 

The  objectives  of  the  district  branches  shall  be  to 
promote  the  scientific,  social,  cultural,  and  other  inter- 
ests of  the  medical  profession  within  the  district  and  to 
cooperate  with  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  in  any  way  which  that  body 
may  advise. 

Each  district  branch  may  adopt  a constitution  and 
bylaws  for  its  government  and  may  amend  them.  The 
Constitution,  Bylaws,  and  amendments  shall  not  be  in 
conflict  with  the  Bylaws  of  the  State  Society,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 

SECTION  3 OFFICERS  AND  ELECTIONS 

Each  district  branch  shall  elect  a president  for  two 
years  and  a delegate  to  the  House  of  Delegates  for  two 
years,  but  with  the  approval  of  the  Council  a district 
branch  may  elect  a president  for  one  year. 

Each  district  branch  shall  elect  such  other  officers  as 
are  provided  for  in  its  bylaws.  They  shall  attend  the 
business  meetings  of  the  branch. 

In  the  case  of  the  inability  of  the  delegate  of  a dis- 
trict to  serve,  the  vice-president  shall  serve  as  delegate, 
and  if  the  vice-president  is  unable  so  to  function,  the 
president  shall  designate  a substitute  delegate  to  serve 
and  shall  so  notify  in  writing  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Any  elected  officer  of  a district  branch  who  is  called 
into  active  service  in  the  armed  forces  of  the  United 
States  or  the  United  States  Public  Health  Service  may, 
on  application  to  the  Council,  be  granted  leave  of  ab- 
sence for  any  portion  of  his  term  of  office  during  which 
he  is  on  active  service.  During  such  absence  his  duties 
shall  be  designated  as  the  Council  may  direct,  except 
where  such  delegation  is  already  provided  for  elsewhere 
in  the  Bylaws. 

The  president  of  each  district  branch  shall  visit  the 
component  county  medical  societies  of  the  district  at 
least  once  during  his  tenure  of  office  and  make  a care- 
ful inquiry  of  the  condition  of  the  profession  in  each 
county  in  his  district  and  shall  report  thereon  to  the 
House  of  Delegates. 

ARTICLE  XVIII.  COMPONENT  COUNTY 
MEDICAL  SOCIETIES 

SECTION  1 DEFINITION 

The  term  “component  county  medical  society”  shall 
include  all  county  medical  societies  now  in  affiliation 
with  the  Medical  Society  of  the  State  of  New  York  or 
which  may  hereafter  be  organized  and  chartered  by  the 
House  of  Delegates.  There  shall  be  but  one  component 
county  medical  society  in  each  county  affiliated  with 
the  State  Society.  If  there  should  be  an  insufficient 
number  of  physicians  in  any  of  the  counties  of  this 
State  to  form  themselves  into  a component  county 
medical  society,  such  physicians  may  become  members 
)f  the  component  county  medical  society  of  an  adjoin- 
ng  county  when  eligible  by  the  constitution  and  by- 
aws  of  such  component  county  medical  society. 


SECTION  2 MEMBERSHIP 

Eligibility  for  membership  in  a component  county 
medical  society  shall  be  determined  by  that  society. 
Except  by  the  approval  of  the  Council  no  physician 
shall  be  an  active  or  junior  member  in  a component 
county  medical  society  other  than  that  of  the  county  in 
which  he  practices  or  maintains  legal  residence. 

Whenever  an  active  or  junior  member  in  good  stand- 
ing or  a life  member  in  any  component  county  medical 
society  removes  to  another  county  in  this  State,  his 
name  on  his  request  shall  be  transferred  to  the  roster  of 
the  component  county  medical  society  of  the  county  to 
which  he  removes,  without  cost  to  him,  provided  that 
he  files  a certificate  with  the  secretary  of  the  Medical 
Society  of  the  State  of  New  York,  signed  by  the  presi- 
dent and  secretary  of  the  component  county  medical 
society  from  which  he  removes  as  to  his  good  standing 
in  such  society,  and  provided  his  application  for  mem- 
bership has  been  acted  on  favorably  by  the  members  of 
the  component  county  medical  society  of  the  county  to 
which  he  has  removed. 

No  member  shall  be  an  active  or  junior  member  of 
more  than  one  component  county  medical  society,  nor 
shall  any  component  county  medical  society  accept  as 
a member  a physician  who  does  not  practice  or  have  a 
residence  in  that  county  in  any  other  way  than  in  ac- 
cordance with  the  law  governing  transfers. 

SECTION  3 DUTIES  OF  OFFICERS 

The  secretary  of  each  component  county  medical  so- 
ciety shall  keep  a roster  of  its  members  in  which  shall 
appear  the  full  name  of  each  of  said  physicians,  the 
date  of  his  admission  to  such  society,  his  residence, 
and  the  date  when  his  license  to  practice  medicine  in 
this  State  was  granted.  He  shall  note  any  changes  in 
said  roster  by  reason  of  removal,  death,  or  change  of 
name,  revocation  of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each  of  the 
officers  of  said  society  and  the  names  and  residences  of 
each  delegate  to  the  House  of  Delegates  from  said  soci- 
ety to  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  at  least  ninety  days  before  the  date  of  the 
annual  meeting  of  said  House  of  Delegates. 

The  treasurer  of  each  component  county  medical  so- 
ciety shall  forward  to  the  treasurer  of  the  Medical  So- 
ciety of  the  State  of  New  York  the  amount  of  the  State 
Society  per  capita  dues  and/or  assessments  and  the 
amount  of  all  American  Medical  Association  dues  col- 
lected from  members  of  his  component  county  medical 
society  as  promptly  as  possible  but  in  any  event  before 
the  first  day  of  May  of  each  year. 

SECTION  4 MEETINGS 

Each  component  county  medical  society  shall  hold 
an  annual  meeting  for  the  purpose  of  electing  officers 
and  a delegate  or  delegates  to  represent  it  in  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York  in  accordance  with  the  Bylaws. 

The  annual  meeting  of  each  component  county  med- 
ical society  shall  be  held  between  January  1 and  July  1 
of  each  year  at  a time  which  it  shall  determine. 

All  officers  of  the  component  county  medical  society 
shall  enter  on  their  official  duties  between  May  1 and 
July  1 at  a date  determined  by  the  component  county 
medical  society  and  shall  serve  for  a term  of  one  year 
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or  until  their  successors  shall  have  been  duly  elected 
and  qualified. 

SECTION  5 RESIGNATIONS 

A member  in  good  standing,  whose  resignation  from 
membership  in  his  component  county  medical  society 
shall  have  been  duly  accepted,  shall  be  considered  to 
have  resigned  from  the  Medical  Society  of  the  State  of 
New  York  as  of  the  same  date. 

When  a member  in  good  standing,  other  than  a life 
or  honorary  member,  ceases,  between  May  1 and  De- 
cember 31  of  any  year,  to  reside  and  practice  in  the 
State  of  New  York,  he  shall  be  considered  to  have  re- 
signed from  membership  effective  as  of  that  December 
31.  If  such  cessation  to  reside  and  practice  occurs  be- 
tween January  1 and  May  1 of  any  year  he  shall,  pro- 
vided he  has  been  in  good  standing  for  the  prior  calen- 
dar year,  be  considered  to  have  resigned  from  member- 
ship effective  as  of  the  previous  December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and 
title  to  any  share  in  the  privileges  and  property  of  the 
Medical  Society  of  the  State  of  New  York,  the  district 
branch,  and  his  component  county  medical  society. 

SECTION  6 CONSTITUTION  AND  BYLAWS 

Each  component  county  medical  society  shall  adopt 
a constitution  and/or  bylaws  for  regulation  of  its  affairs 
and  may  amend  them.  The  Constitution,  Bylaws,  and 
amendments  shall  not  be  in  conflict  with  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 


ARTICLE  XIX.  SEAL  OF  THE  MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

The  seal  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  as  follows: 


ARTICLE  XX.  AMENDMENTS 

Amendments  to  the  Bylaws  or  to  the  Principles  of 
Professional  Conduct,  except  such  as  are  obligatory  by 
law,  shall  be  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in 
writing  at  a previous  annual  meeting  and  having  been 
published  in  the  official  publication  of  the  Medical  So- 
ciety of  the  State  of  New  York  at  least  once  and  at 
least  one  month  before  the  annual  meeting  at  which 
action  shall  be  taken. 

The  affirmative  vote  of  two-thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary  for 
adoption  of  any  amendment. 

Amendments  made  necessary  by  law  shall  be  made 
either  by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 

. . . The  House  voted  to  adopt  the  revised  Bylaws  as  a 
whole  as  amended  . . . 
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TABLE  I.  New  material:  not  in  present  Constitution  and  Bylaws  but  in  Proposed  Revision* 


Para- 

Article  Section  graph  Text 


I.  Name  and  purpose 


II.  Membership  1.  Classes  2 

8 

2.  Privileges  3 

4 

5 

10 

12 

13 

III.  House  of  Delegates  1.  Composition  6 

3.  Meetings  4 

8 

IV.  Council  1.  Composition  2 

3 

6 

2.  Duties  7 

8 

(i continued ) 


4,  5,  6 “.  . . to  establish  the  Principles  of  Pro- 

fessional Conduct  which  shall  be  binding 
upon  the  members  of  the  State  Society, 
the  members  of  the  component  county 
medical  societies,  and  the  members  of  the 
component  district  branches,  in  all 
matters  in  their  relation  to  each  other 
and  to  the  public; 

“ . . . to  enhance  the  delivery  of  medical  care 
of  high  quality  to  all  people  in  the  most 
economical  manner; 

“ . . . to  promote  the  betterment  of  com- 
munity. . . ” 

“ . . . and  who  are  licensed  by  the  State  of 
New  York.”  Also  Footnote. 

“.  . . for  approval.” 

“ . . . subject  to  the  rules  and  regulations  of 
the  State  Society.” 

“ . . . They  shall  be  entitled  to  defense  by 
the  counsel  of  the  State  Society  in 
actions  concerning  professional  medical 
liability,  subject  to  the  rules  and  regula- 
tions of  the  State  Society.” 

“ . . . They  shall  be  entitled  to  receive  the 
New  York  State  Journal  of  Medicine  and 
the  News  of  New  York,  but  the  Medical 
Directory  of  New  York  State  only  on  re- 
quest.” 

“ . . . or  whose  assessments  are  unpaid  by 
the  specified  time.  . . ” 

“A  member  of  the  State  Society  who  has  no 
professional  medical  liability  insurance 
in  force  and  who  is  in  arrears  shall  lose 
his  right  to  professional  medical  liability 
defense. . . ” 

“ . . . or  whose  assessments  are  unpaid  one 
month  after  the  specified  date.  . . ” 

“A  delegate  shall  practice  or  maintain  a 
residence  or  an  office  in  the  State  of  New 
York.  Otherwise  his  delegacy  in  the 
State  Society  shall  be  declared  vacant.” 

“ . . . and  items  of  business  that  will  be 
considered.” 

(In  Order  of  Business)  “8.  Address  by 
president;  9.  Report  of  House  Com- 
mittee on  Bylaws;  15.  Report  of  execu- 
tive vice-president;  20.  Recess  for 
annual  meeting  of  State  Society; ...” 

“ . . . and  the  counsel  of  the  State  Society ...” 
“ . . . by  the  Council  to  serve  until  the  next 
meeting  of  the  House  of  Delegates,  at 
which  time  the  House  of  Delegates  shall 
elect  a councilor  to  fill  the  unexpired 
term.” 

“A  councilor  shall  practice  or  maintain  a 
residence  or  an  office  in  the  State  of  New 
York.  Otherwise  his  position  in  the 
State  Society  shall  be  declared  vacant.” 

“ . . . subject  to  the  approval  of  the  Coun- 
cil.” 

“The  Council  shall  act  on  the  applications 
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TABLE  I.  Continued 


Article 


V.  Officers 


Para- 

Section  graph 


Text 


3.  Trials  for  Mal- 
feasance 


4.  Executive  Com- 

mittee 

5.  Meetings 


1.  Vacancies  and 
Succession 


for  life  membership  which  have  been 
submitted  by  the  component  county 
medical  societies.  A majority  vote  of 
the  Council  present  and  voting  shall  be 
necessary  for  election  to  life  member- 
ship.” 

9 “.  . . For  the  purpose  of  required  announce- 

ments, the  official  publication  of  the 
State  Society  shall  be  the  New  York 
State  Journal  of  Medicine.” 

3 “Charges  of  malfeasance  or  nonfeasance 

preferred  by  a member  against  the 
president  shall  be  transmitted  in  writing 
to  the  secretary  of  the  State  Society 
and  shall  be  considered  by  the  Council 
with  the  vice-president  presiding.” 

1 “.  . . the  immediate  past-president.  . .” 

1 . . and  Executive  Committee.  . .” 

1 “ ...  he  shall  designate,  within  ten  days  of 

his  receipt  of  such  notice.” 

4 “.  . . and  items  of  business  that  will  be 

considered.” 

6 (in  Order  of  Business)  “ . . . 5.  Report  of  the 
Executive  Committee;  6.  Report  of  the 
president;  9.  Report  of  the  executive 
vice-president; ...” 

2 “ . . . speaker,  or  vice-speaker.” 

1 “An  officer  shall  practice  or  maintain  a 
residence  or  an  office  in  the  State  of 
New  York.  Otherwise  his  Pffice  in  the 
State  Society  shall  be  declared  vacant.” 

3 “.  . . permanent.  . .” 

4 “If  the  president  is  temporarily  incapaci- 

tated for  service  by  injury,  ill  health  of 
himself  or  his  family,  important  pro- 
fessional duties,  or  any  other  mandatory 
absence,  the  vice-president  shall  become 
acting  president  for  the  duration  of  such 
incapacity  of  the  president.  The  presi- 
dent shall  promptly  notify  the  vice- 
president  of  his  incapacity  and  request 
his  attention  to  the  duties  of  the  office 
and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of 
temporary  incapacity  before  resuming 
the  office  of  presidency.” 

5 “If  the  office  of  vice-president  becomes 

vacant  for  any  reason  whatsoever  the 
Council  shall  elect  a successor  for  the 
unexpired  term.” 

6 “ . . . A president-elect  to  succeed  him  at 

the  end  of  his  term  shall  also  be  elected 
at  the  same  meeting.” 

7 “ . . . When  the  period  of  incapacity  is 

ended,  the  senior  officer  shall  promptly 
notify  the  junior  officer  of  the  end  of  the 
period  of  temporary  incapacity  before 
resuming  office.” 

8 “If  the  offices  of  secretary,  treasurer,  or 

speaker  become  vacant,  for  any  reason 

(i continued ) 
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TABLE  I.  Continued 


Article 


Para- 

Section  graph 


Text 


VI.  Trustees  1.  Composition 


VII.  Judicial  Council  1.  Composition 


VIII.  Elections 


2.  Duties  and  Proce- 
dures 


1.  Ballotting 


IX.  Referendum 

X.  Committees  of  the  2.  Committee  on  By- 
House  of  Dele-  laws 

gates 


whatsoever,  these  officers  shall  be  suc- 
ceeded by  the  assistant  secretary,  assis- 
tant treasurer,  and  vice-speaker,  respec- 
tively, for  the  unexpired  term.” 

10  “ ...  in  the  armed  forces  of  the  United 

States  or  in  the  United  States  Public 
Health  Service.  . . ” 

6 “He  shall  appoint,  with  the  approval  of  the 
Council,  representatives  to  other  medical 
societies  or  similar  bodies  as  the  in- 
terests of  the  State  Society  may  require.” 

11  “He  shall  make  an  annual  report  to  the 

House  of  Delegates.” 

17  “He  shall  preside  over  the  Council  when  it 
is  deliberating  on  charges  of  malfeasance 
or  nonfeasance  preferred  against  the 
president.” 

31  “.  . . and  scientific  sections.  . . ” 

1 “.  . . and  council.  . . ” 

5 “A  trustee  shall  practice  or  maintain  a 

residence  or  an  office  in  the  State  of  New 
York.  Otherwise  his  position  in  the 
State  Society  shall  be  declared  vacant.” 

3 “A  member  of  the  Judicial  Council  shall 

practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York.  Other- 
wise his  position  on  the  Judicial  Council 
shall  be  declared  vacant.” 

6 “ . . . provided  said  member  is  a member 

of  the  American  Medical  Association.” 

4 “.  . . Only  members  of  the  State  Society 

who  are  members  also  of  the  American 
Medical  Association  shall  be  eligible  for 
nomination  or  election  as  delegates  to 
the  American  Medical  Association.” 

2 “ . . . the  speaker  shall  direct  the  secretary 

to  cast  one  ballot  on  behalf  of  the  dele- 
gates.” 

3 “.  . . by  a two-thirds  vote” 

1-4  “The  House  Committee  on  Bylaws  shall  be 
appointed  by  the  speaker.  It  shall  con- 
sist of  at  least  five  members  including 
a chairman,  all  of  whom  shall  be  mem- 
bers of  the  House.  The  president, 
secretary,  and  speaker  shall  be  ex  officio 
members  with  voice  and  vote.  The 
executive  vice-president,  assistant  execu- 
tive vice-president,  and  counsel  of  the 
State  Society  shall  be  members  of  the 
committee  with  voice  but  without  vote. 
“It  shall  be  the  duty  of  the  committee  to 
study  all  proposed  amendments  to  the 
Bylaws  and  the  Principles  of  Professional 
Conduct  of  the  State  Society  and  to  re- 
port thereon  at  the  annual  meeting  of  the 
House  of  Delegates  following  the  meeting 
at  which  such  amendments  are  proposed. 
The  committee  shall  include  in  its 
report  recommendations  for  action  on 
the  proposed  amendments  with  reasons 
for  such  recommendations. 


( continued ) 
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TABLE  I.  Continued 


Article 


Para- 

Section  graph 


Text 


XI.  Council  Commis-  1.  Organization 
sions  and  Com- 
mittees 


XIII.  Meetings  1.  Annual  convention 


2.  State  Society  annual 
meeting 


XV.  Dues 


“It  shall  be  the  duty  of  the  committee  to 
suggest  amendments  to  or  revisions  of 
the  Bylaws  and  the  Principles  of  Pro- 
fessional Conduct  of  the  State  Society. 

“The  report  of  the  House  Committee  on 
Bylaws  shall  be  presented  directly  to 
the  House,  without  referral  to  a refer- 
ence committee.” 

4 “.  . . Members  of  such  commissions  and 

committees  shall  have  the  privilege  of 
presenting  minority  reports  at  the  discre- 
tion of  the  Council.” 

5 “Any  ex  officio  member  of  a committee 

who  enjoys  that  status  by  being  a duly 
elected  officer  of  the  State  Society  shall 
have  all  the  rights,  responsibilities,  and 
duties  of  any  other  member  of  the 
committee.” 

1,  2 “There  shall  be  an  annual  convention  of 
the  State  Society  to  be  held  at  a time 
and  place  designated  by  the  House  of 
Delegates  or  by  the  Council. 

“This  convention  shall  include  the  annual 
meeting  of  the  State  Society,  the  annual 
meeting  of  the  House  of  Delegates,  the 
annual  scientific  program  which  shall  in- 
clude the  annual  meetings  of  the  sections 
and  sessions,  scientific  motion  pictures 
and  exhibits,  and  such  other  activities 
and  presentations  as  the  House  of  Dele- 
gates or  Council  may  direct.” 

1,  2 “The  State  Society  shall  hold  its  annual 
meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House 
is  recessed  following  the  annual  elections.” 

“The  president  shall  preside  at  this  annual 
meeting  of  the  State  Society,  which 
shall  include  the  induction  of  the  in- 
coming president.  The  incoming  presi- 
dent shall  deliver  his  inaugural  address 
at  the  annual  meeting  of  the  State 
Society.” 

“Following  the  adjournment  of  the  annual 
meeting,  the  House  of  Delegates  shall  re- 
convene to  complete  its  agenda  and 
receive  the  report  of  the  tellers.” 

2 “.  . . and  shall  be  payable  within  a period 

of  time  specified  by  them.” 

5 “ ...  or  whose  assessments  are  unpaid  by 

the  specified  time.  . .” 

6 “ ...  or  whose  assessments  are  unpaid  one 

month  after  the  specified  data.  . .” 

8 “.  . . Such  a request  shall  be  accompanied 

by  a brief  summary  of  the  reasons  there- 
for. Remission  of  dues  due  to  illness 
or  financial  hardship  shall  be  reviewed 
annually.” 


* References  are  to  articles,  sections,  and  paragraphs  in  the  proposed  revision. 
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TABLE  II.  Substitutions:  material  in  proposed  revision  substituted  for  present  Constitution  and  Bylaws* 


-Proposed  Revision- 


Sec-  Para- 


Article 
or 


-Present  Constitution  and  Bylaws- 


Article 

tion 

graph 

Text 

Page 

Section 

Line(s) 

Text 

III 

1 

3 

. . 30. . 

12 

1 

8 

“.  . . 25.  . .” 

3 

1 

“ . . . during  the  annual 
convention  of  the  State 
Society. . .” 

12 

3 

2-4 

“ . . . at  least  two  and  not 
more  than  four  days  be- 
fore the  annual  meeting 
of  the  Society.” 

3 

3 

“ . . . 25  per  cent  of  the 
duly  accredited  dele- 
gates of  the  previous 
annual  meeting  of  the 
House, ...” 

31 

6 

3 

. . sixty.  . .” 

3 

3 

“ . . . by  25  per  cent  of 
duly  accredited  dele- 
gates” 

31 

6 

6 

“.  . . sixty.  . .” 

IV 

2 

13 

“.  . . social  service.  . .” 

20 

9q 

3 

“ . . . welfare.  . . ” 

2 

13 

“.  . . social  service.  . .” 

20 

9q 

5 

“ . . . welfare.  . . ” 

3 

4 

. . three-fourths.  . .” 

41 

5 

12 

. . two-thirds.  . . ” 

4 

1 

. . two.  . .” 

17 

lb 

4 

“.  . . three.  . . ” 

4 

1 

. . 25  per  cent  of  the 
>> 

18 

3 

3 

“.  . . any  four.  . .” 

V 

1 

3 

. . vice-president.  . .” 

26 

2 

4 

“.  . . president-elect.  . .” 

2 

4 

“ . . . with  voice  and 
vote” 

25 

1 

2-3 

“He  shall  be  an  ex  officio 
member  of  all  com- 
mittees” 

2 

12 

“ . . . House  of  Delegates 
>> 

25 

1 

14 

“.  . .Society.” 

2 

16 

.vice-president.  . .” 

25 

2 

3 

“.  . .He  (president-elect) 
>> 

2 

22 

“.  . .conventions.  . .” 

27 

7 

8 

“ . . . sessions.  . . ” 

2 

24 

“ . . .of  delegates  to  the 
American  Medical 
Association.  . .” 

28 

7 

5,  6 

“ . . . issued  to  members  of 
the  Society  elected  by  the 
House  of  Delegates.  . .” 

2 

26 

“He  shall  be  an  ex 
officio  member  of  all 
boards,  commissions, 
and  committees  with 
voice  and  vote” 

28 

7 

12-13 

“ . . . and  committees  with 
voice  but  without  vote.” 

2 

29 

“ . . .at  each  of  its  meet- 
ings” 

29 

9 

2 

“ . . . monthly.  . . ” 

VI 

1 

4 

“.  . .one  term.  . .” 

15 

3 

11 

“ . . . two  terms.  . . ” 

1 

7 

“ . . .by  the  Council  to 
serve  until  the  next 
meeting  of  the  House 
of  Delegates  at  which 
time  the  House  of 
Delegates  shall  elect  a 
trustee  to  fill  the  un- 
expired term” 

15 

3 

5 and  6 

“ . . . for  the  unexpired 
term” 

2 

1 

“ . . . prepared  by  the 
Committee  on  Budget 
and  Finance,  after  its 
approval  by  the  Coun- 
cil. . .” 

21 

2 

5 

“ . . . prepared  by  the 
Council.  . . ” 

3 

1 

“ . . . member  senior  in 
service  on  the  Board, 
elect  a permanent 
chairman.  . . ” 

20 

1 

4 

“ . . . senior  member.  . . ” 

3 

1 

“ . . . choice  between  them 

20 

1 

6,  7 

“ . . . the  chairman  of  the 

for  temporary  chair- 
manship shall  be  by 
lot” 


0 continued ) 


Board  shall  be  chosen 
from  these  two  trustees 
by  lot” 
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TABLE  II.  Continued 


Proposed  Revision 

Sec-  Para- 

Article  tion  graph  Text 


Present  Constitution  and  Bylaws 

Article 

or 

Page  Section  Line(s)  Text 


VII  1 5 “The  president  and 

secretary  of  the  State 
Society  shall  be  ex 
officio  members  of  the 
Judicial  Council  with 
voice  and  vote.  The 
executive  vice-presi- 
dent, the  assistant 
executive  vice-presi- 
dent, and  the  counsel 
of  the  State  Society 


3 VII  2-4  “The  president,  secretary, 

and  legal  counsel  of  the 
Society  shall  sit  with 
the  Judicial  Council 
with  voice  but  without 
vote” 


3 

1 

“ . . . House  of  Delegates 

22 

1 

12  “.  . . Medical  Society  of 

the  State  of  New  York 
)) 

IX 

1 

“ . . . two-thirds.  . . ” 

4 

X 

1 “ . . . a majority.  . . ” 

X 

1 

5 

“Any  member  of  the 

35 

5 

2-7  “ . . . All  members  of  such 

State  Society  in  good 

committees,  who  are  not 

standing  shall  have 

members  of  the  House 

the  right  to  appear  be- 

of Delegates,  shall  have 

fore  any  reference 

the  right  to  present 

committee  and  par- 

their reports  in  person 

ticipate  in  its  delibera- 

to the  House  of  Dele- 

tions.” 

gates  and  to  participate 
in  the  debate  thereon, 
but  shall  not  have  the 
right  to  vote.” 

XI 

3 

1 * 

“.  . .The  secretary  and 

34 

2 

12-15  “...  The  secretary, 

the  treasurer  shall  be 

treasurer,  legal  counsel. 

ex  officio  members  of 

and  indemnity  repre- 

the committee  with 

sentative  shall  be  ex 

voice  and  vote.  The 

officio  members  of  the 

counsel  and  indemnity 

committee  with  voice 

representative  shall 
attend  all  meetings 
with  voice  but  without 
vote.  ...” 

but  without  vote.  ...” 

XIII 

4 

7 

“.  . .president-elect.  . .” 

40 

1 

2 “ . . . orators.  . . ” 

4 

9 

(in  Order  of  Business) 

31 

4 

4-8  “ . . . (in  Order  of  Business) 

“ . . . 3.  Induction  of 

2.  Address  of  welcome 

incoming  president;  4. 

by  the  chairman  of  the 

Inaugural  address  by 

committee  on  arrange- 

incoming president; 

ments;  4.  Miscellaneous 

yy 

business;  6.  Special 
addresses; ...” 

XVI 

6 

“.  . .reference  committee” 

32 

1 

26  and  27  “.  . .appointed  pursuant  to 

Chapter  X of  these 
Bylaws.” 

7 

“.  . .State  Society.  . .” 

33 

1 

1 “.  . .secretary.  . .” 

* References  in  the  left  column  are  to  articles,  sections,  and  paragraphs  in  the  proposed  revision;  in  the  right  column 
to  pages,  articles  or  sections,  and  lines  in  the  present  printed  Constitution  and  Bylaws  (1971  version). 
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TABLE  III.  Deletions:  material  in  present  Constitution  and  Bylaws  not  in  proposed  revision* 


Page 

Article 

or 

Section 

Line(s) 

Material 

2 

IV 

8,  9 

“ . . . the  editor  of  the  New  York  State  Journal  of  Medicine ...” 

10 

8 

2,  3 

“ . . . all  persons  now  on  the  roster  as  such  and  in  addition ...” 

10 

8 

12 

“.  . . and  addressing . . .” 

11 

Ka) 

1-4 

“(a)  Each  component  county  society  shall  be  entitled  to  as  many  delegates  as 
there  shall  be  State  assembly  districts  in  such  county  at  the  time  of  election ...” 

16 

7 

5,  6 

“ . . and  in  accordance  with  the  constitution  and  bylaws  of  that  body.  . . ” 

16 

1 

9 

“.  . .reconsideration,  and  action.  . .” 

17 

1 

11-16 

“The  Council  shall  have  power  and  authority  to  employ,  discharge,  and  arrange 
duties  and,  with  the  approval  of  the  Board  of  Trustees,  fix  compensation  of 
and  for  any  employe  whom  it  may  find  necessary  for  conducting  the  affairs 
of  the  Society.” 

18 

7 

6-8 

“.  . .The  Council  shall  advise  the  legal  council  in  actions  brought  against  mem- 
bers for  alleged  malpractice.” 

19 

9 

2 

“ . . . study  and.  . . ” 

21 

2 

4 

“ . . . and  shall  invest  the  surplus  from  time  to  time.” 

27 

7 

11-15 

“ . . . He  shall  aid  the  officers  of  the  district  branches  in  the  organization  and  im- 
provement of  the  county  societies  and  the  extension  of  the  power  and  influence 
of  the  Society.  ...” 

34 

1 

6-8 

“ ...  if  such  committee  is  to  conclude  its  work  during  said  meeting  of  the  House 
of  Delegates.  ...” 

* References  are  to  pages,  articles  and  sections,  and  lines  in  the  present  printed  copy  of  the  Constitution  and  Bylaws. 


Proposed  Revision  of  the  Principles  of  Profession- 
al Conduct.  Your  committee  next  turned  its  attention 
to  the  proposed  revision  and  updating  of  the  Principles 
of  Professional  Conduct  as  proposed  by  Joseph  G.  Zim- 
ring,  M.D.,  by  Resolution  70-17.  After  much  discus- 
sion it  was  decided  to  review  these  principles  in  toto 
with  reference  to  the  suggested  changes.  This  was 
done  and  it  is  the  committee’s  decision  to  amend  the 
present  principles  in  the  following  manner: 

Chapter  I,  Section  1.  The  committee  recommends 
the  amendment  of  this  Section  to  include  the  sentence, 
“Health  care  is  the  sole  condition  of  its  ministry,  with- 
out stint  or  scruple.”  between  the  first  and  second  sen- 
tences and  the  striking  out  of  what  would  then  have 
been  the  fourth  and  fifth  sentences.  The  amended 
Section  would  then  read  as  follows:  “The  prime  object 
of  the  medical  profession  is  to  render  service  to  human- 
ity; reward  or  financial  gain  is  a subordinate  consider- 
ation. Health  care  is  the  sole  condition  of  its  ministry, 
without  stint  or  scruple.  Whoever  chooses  this  profes- 
sion assumes  the  obligation  to  conduct  himself  in  ac- 
cord with  its  ideals.”  As  was  said  by  Hippocrates,  “He 
should  also  be  modest,  sober,  patient,  prompt  to  do  his 
whole  duty  without  anxiety;  pious  without  going  so  far 
as  superstition,  conducting  himself  with  propriety  in 
his  profession  and  in  all  the  actions  of  his  life.” 

Chapter  I.  Section  2.  The  committee  recommends 
that  this  entire  Section,  including  the  heading  thereof, 
be  deleted. 

Chapter  I.  Section  3.  The  committee  recommends 
that  this  Section  be  amended  so  as  to  include  the 
words  “partnerships,  corporations”  after  the  word  com- 
panies in  Line  4. 

Chapter  I.  Section  4.  The  committee  recommends 
that  this  Section  be  amended  so  as  to  add  the  words 
"or  patients”  after  the  word  subscribers  in  both  places 


in  line  18  and  to  substitute  the  words  “may  be”  for  the 
word  “is”  in  line  20. 

Chapter  I,  Section  5.  The  committee  recommends 
that  this  Section  be  amended  so  as  to  include  the  word 
“therefore”  after  the  word  medicine  in  Paragraph  3, 
line  1 thereof. 

Chapter  I,  Section  6.  The  committee  recommends 
that  this  Section  be  amended  as  follows:  Paragraph  I 

shall  be  divided  into  three  paragraphs  without  alter- 
ation of  the  text.  Paragraph  I to  consist  of  sentences 
one  and  two;  Paragraph  II  to  consist  of  sentence  three; 
Paragraph  III  to  consist  of  sentence  four.  The  commit- 
tee further  recommends  that  this  section  be  amended 
so  as  to  include  the  following  two  paragraphs  immedi- 
ately following  Paragraph  II:  “An  ethical  doctor  of 

medicine  shall  not  have  any  financial  interest  in  or  own 
an  optical  dispensing  facility  such  as  a retail  commer- 
cial store  which  sells  optical  products  to  the  general 
public,  unless  it  is  established  to  the  satisfaction  of  the 
local  county  medical  society  that  such  participation  or 
ownership  is  necessary  to  meet  the  needs  of  the  com- 
munity. 

“An  ethical  doctor  of  medicine  shall  not  have  any  fi- 
nancial interest  in  or  own  a pharmacy  unless  it  is  es- 
tablished to  the  satisfaction  of  the  local  county  medical 
society  that  such  ownership  or  participation  is  neces- 
sary to  meet  the  needs  of  the  patients  of  the  communi- 
ty.” 

Chapter  II.  Section  1.  The  committee  recommends 
that  this  Section  be  amended  by  substituting  for  the 
word  “assumed”  the  words,  “wrongfully  implied”  in 
the  fourth  sentence  thereof,  so  that  the  sentence  shall 
then  read  as  follows:  “A  consultation  with  a cultist  is 

a futile  gesture  if  the  cultist  is  wrongfully  implied  to 
have  the  same  high  grade  of  knowledge,  training,  and 
experience  as  is  possessed  by  the  doctor  of  medicine.” 
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Chapter  II.  Section  3.  The  committee  recommends 
that  the  opinion  of  the  General  Counsel  be  sought  with 
respect  to  the  definition  of  the  word  “family”  in  this 
section,  prior  to  any  recommendation  as  to  amendment 
thereof. 

Chapter  III,  Article  2,  Section  1.  The  committee 
recommends  that  this  section  be  amended  by  the  addi- 
tion of  the  words,  “except  otherwise  herein  provided,” 
at  the  end  of  the  section  so  that  Section  1 shall  then 
read  as  follows:  “As  a general  rule,  a doctor  of  medi- 
cine should  not  attempt  to  treat  members  of  his  family 
or  himself.  Consequently,  a doctor  of  medicine  should 
cheerfully  and  without  recompense  give  his  professional 
services  to  doctors  of  medicine  or  their  dependents  if 
they  are  in  his  vicinity,  except  otherwise  herein  provid- 
ed.” 

Chapter  III,  Article  3,  Section  8.  The  committee 
recommends  that  this  section  be  amended  by  the  addi- 
tion of  the  words  “unless  the  patient  insists  on  the 
change”  after  the  word  consultation,  so  that  Section  8 
shall  then  read  as  follows:  “When  a doctor  of  medi- 

cine has  acted  as  consultant  in  an  illness,  he  should  not 
become  the  doctor  of  medicine  in  charge  in  the  course 
of  that  illness,  except  with  the  consent  of  the  doctor  of 
medicine  who  was  in  charge  at  the  time  of  the  consul- 
tation unless  the  patient  insists  on  the  change.” 

Chapter  III,  Article  6,  Section  6.  The  committee 
recommends  that  this  section  be  deleted  and  a new 
section  added  to  read  as  follows:  “Except  where  per- 

mitted by  law,  and  only  in  the  manner  permitted  and 
to  the  extent  permitted  by  law,  any  physician  who  in 
any  way  contributes  to  the  coercion  or  exploitation  of  a 
fellow  physician  is  unethical.” 

Chapter  III,  Article  6,  Section  7.  The  committee 
recommends  that  this  section  be  amended  in  the  fol- 
lowing manner:  The  first  sentence  should  be  deleted 

and  the  following  two  sentences  substituted  therefor: 
“It  is  not  unethical  for  a fee  to  be  prorated  among  two 
or  more  doctors  of  medicine  when  such  doctors  have 
actively  participated  in  the  medical  and/or  surgical 
care  of  a patient  and  each  physician’s  fee  is  commensu- 
rate with  the  services  he  has  rendered.  The  patient 
who  has  received  such  joint  services  shall  be  advised  of 
the  participation  of  each  physician  and  shall  receive  a 
separate,  itemized  statement  from  each.” 

Chapter  III,  Article  6,  Section  8.  Action  on  the  pro- 
posed amendment  of  this  section  was  tabled.  Dr. 
Rosen,  a member  of  our  committee,  was  asked,  as  an 


individual,  to  present  the  problem  highlighted  by  this 
section  before  the  House  of  Delegates  for  discussion 
and  resolution.  It  was  proposed  by  Dr.  Rosen  that  a 
resolution  be  introduced  to  the  House  of  Delegates  by 
the  committee  dealing  with  Sections  7 and  8 of  the  Ap- 
pendix of  the  Principles  of  Professional  Conduct,  and 
Richard  Young,  Esq.,  of  Martin,  Clearwater  & Bell, 
was  asked  to  check  with  William  F.  Martin,  Esq.,  with 
respect  to  the  words  “employment  and  employ”  as 
used  in  these  sections. 

The  House  Committee  on  Constitution  and  Bylaws  I 
recommends  approval  of  this  revision  and  action  taken  ; 
on  the  Principles  of  Professional  Conduct. 

Your  Committee  also  recommends  that  Appendix  I 
be  amended  by  the  addition,  following  the  Hippocratic  j 
Oath,  of  the  Prayer  of  Maimonides  and  the  Declaration 
of  Geneva. 

. . . The  House  voted  to  adopt  these  amendments  to 
the  Principles  of  Professional  Conduct . . . 

Not-For-Profit  Corporation  Law.  The  final  item 
studied  by  the  committee  revolved  around  the  passage 
of  the  new  Not-For-Profit  Corporation  Law  which  re- 
placed the  Membership  Corporations  Law.  The  pas- 
sage of  this  new  statute  has  had  an  effect  on  this  Soci-  j 
ety.  A change  in  both  the  present  Constitution  and 
Bylaws  and  the  proposed  draft  of  the  new  Bylaws  was 
required  after  the  passage  of  an  amendment  which  re- 
quires that  reasonable  notice  be  given  to  a member 
who  is  delinquent  in  his  payment  of  dues  before  he 
may  be  dropped  from  the  membership  rolls  of  his  State 
and  County  Medical  Societies. 

Further,  research  into  this  new  act  disclosed  the  fact 
that  the  Medical  Society  of  the  State  of  New  York  is 
required  to  file  a Certificate  of  Type  with  the  Office  of 
the  Secretary  of  State  of  the  State  of  New  York  pursu- 
ant to  the  requirements  of  section  113  of  that  law. 
Therefore,  steps  have  been  taken  to  fulfill  this  re- 
quirement. 

Acknowledgments.  In  addition  to  the  members  of 
this  committee  who  have  contributed  a considerable 
amount  of  their  time  and  energy,  your  chairman  would 
also  like  to  thank  those  members  of  the  staff  who  have 
contributed  to  the  work  of  this  committee,  Francis  J. 
McKee,  J.D.,  Miss  Mary  Singer,  Administrative  Assis- 
tant, and  Mrs.  Joan  Grimm,  who  acted  as  secretary  to 
the  committee. 

. . . The  House  voted  to  adopt  the  report  of  the  House  . 
Committee  on  Constitution  and  Bylaws  as  a whole  as 
amended . . . 
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Reports  of  Officers 

President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

This  report  of  my  activities  as  President  of  the  Medi- 
cal Society  of  the  State  of  New  York  is  being  written  in 
September  to  be  ready  for  an  October  1 deadline  so  as 
to  be  available  for  publication  in  the  January  1 issue  of 
the  Journal.  I am  not  pleased  with  the  time  lag,  inas- 
much as  things  have  a habit  of  not  getting  said  and 
current  problems  are  not  often  fully  discussed.  Things 
I important  now  are  often  of  no  interest  by  the  time  we 
read  about  them,  so  please  bear  with  the  system.  Per- 
haps there  should  be  a monthly  President’s  page  in  the 
Journal  to  keep  the  members  up-to-date  on  what  is 
going  on.  The  News  of  New  York,  the  Ad  Rem  bulle- 
tins, and  the  Hot  Line  do  a good  job,  so  all  is  not  lost! 

I must  admit  that  being  President  is  not  a simple 
job,  and  I must  take  my  hat  off  to  all  the  past  presi- 
dents who  have  sweated  out  their  year,  spent  their 
valuable  time,  neglected  their  practices,  and  just  could 
not  do  all  the  things  they  would  like  to  have  done.  It 
has  been  a great  experience  for  me  and  one  which  I will 
I never  forget,  even  though  I still  have  a few  months  to 
go,  much  to  do,  much  to  say,  and  so  many  people  to 
get  to  know. 

I have  tried  to  accept  as  many  invitations  as  possible 
in  order  to  be  with  and  to  speak  to  our  members.  I 
have  missed  very  few  and  would  have  liked  to  accept 
all  of  them.  I feel  one  of  the  main  functions  of  the 
President  is  to  get  around  and  see  the  members.  Too 
often,  we  think  of  the  Society  as  a huge  structure 
) (without  mortgage  I must  add),  run  by  anonymous 
people  who  do  not  seem  to  be  doing  very  much  except 
to  remind  you  of  your  dues  or  call  on  you  when  they 
want  something  from  you.  Nothing  could  be  further 
from  the  truth!  We  are  fortunate  in  having  a staff 
which  is  loyal  and  most  important,  very  productive. 
Under  the  leadership  of  our  own  Henry  Fineberg  we 
run  a very  tight  ship  and  one  of  which  we  may  be 
proud.  The  new  building  in  my  estimation  is  one  of 
the  best  things  this  Society  has  ever  done  and  will  real- 
ly start  to  pay  off  in  the  years  to  come. 

The  thing  that  has  impressed  me  the  most  is  the 
work  of  our  committees.  If  I could,  I would  take  along 
to  the  committee  meetings  all  the  members  who  keep 
asking  what  the  Society  does  for  them  and  make  them 
sit  in  on  the  many  meetings  held  throughout  the  year. 
Some  committees,  of  course,  are  more  active  and  more 
productive  than  others,  but  by  and  large,  these  are 
working  committees  which  do  a very  creditable  job.  I 
have  attended  the  yearly  meeting  of  the  Commission  on 
Public  Health  and  Education  in  Albany  for  the  past 
three  years,  and  each  year  I am  impressed  with  the 
outstanding  job  that  is  done  under  its  Director,  Nor- 
man S.  Moore,  M.D.,  as  well  as  the  current  Chairman, 
Richard  D.  Eberle,  M.D.  I must  also  mention  the  Di- 
vision of  Medical  Services  under  Max  N.  Howard, 
M.D.,  who  has  brought  an  expertise  to  the  division 
which  has  been  greatly  needed.  G.  Rehmi  Denton, 
M.D.,  and  Paul  M.  DeLuca,  M.D.,  as  Commission 
Chairmen,  make  a great  team  and  one  which  has  been 
truly  productive.  There  have  also  been  changes  in  the 
administrative  staff  which  have  brought  efficient  and 


useful  advantages.  For  the  first  time  I feel  that  we  are 
starting  to  utilize  our  staff  to  greater  effect.  I look  for 
further  changes  in  this  area  and  will  so  recommend  in 
due  time.  The  reorganization  of  our  legislative  efforts 
in  Albany  has  been  especially  useful. 

State  Departments 

If  I were  to  pick  out  the  one  thing  that  caused  us  the 
most  trouble  so  far  this  year,  it  would  have  to  be  our 
relationship  with  the  State  Health  and  Insurance  De- 
partments. I am  continually  annoyed  by  the  lack  of 
consultation  with  our  Society.  For  a while  it  was  very 
sticky,  but  I feel  that  the  corner  has  been  turned,  and 
we  are  now  enjoying  a mutual  respect  for  each  other. 
It  was  not  easy  to  come  by  this,  and  it  will  not  be  easy 
to  maintain.  What  we  are  now  experiencing  is  the 
conflict  that  is  surfacing  because  the  government  is 
coming  more  and  more  into  the  picture.  The  legisla- 
ture passes  bills  and  leaves  implementation  to  the  State 
Departments.  Most  new  laws  allow  for  advisory  com- 
mittees to  set  up  guidelines  for  the  functioning  of 
these  laws.  Too  often  however,  the  guidelines  are  set 
up,  made  into  regulations,  and  the  advisory  committee 
is  not  even  consulted.  It  then  becomes  a game  of  writ- 
ing letters  here  and  there,  to  try  to  retain  the  commu- 
nication which  could  have  avoided  the  confrontation  in 
the  first  place.  This  Society  wants  to  cooperate,  but 
we  would  like  to  be  heard  first  and  not  when  it  is  too 
late  to  be  effective.  I am  sure  this  cat  and  mouse 
game  is  just  the  start  of  medicine’s  jousting  with  gov- 
ernment. It  can  only  get  worse.  If  ever  there  was  a 
time  when  we  need  each  other,  it  is  now.  I will  not  in- 
sult your  intelligence  by  repeating  the  torrent  of  warn- 
ings that  is  filling  the  journals  of  all  medical  societies. 
Neither  is  it  my  intention  to  fill  these  pages  with  the 
merits  or  defects  of  guilds  or  unions.  I feel  that  our 
battle,  if  it  can  be  called  one,  is  to  keep  our  ranks  in- 
tact and  make  our  organizations  attractive,  not  only  to 
our  old  members  but  to  the  new  graduates.  By  the 
time  you  read  this,  a survey  will  have  shown  that  our 
new  graduates  have  vastly  different  feelings  about 
medicine  and  its  practice  from  most  of  us.  Solo  prac- 
tice is  almost  out  of  favor,  aside  from  small  groups  and 
partnerships.  Although  fee-for-service  is  still  their 
first  choice,  three  out  of  five  would  find  salaries  ac- 
ceptable. Most  significantly,  seven  out  of  ten  think 
national  health  insurance  would  be  a good  thing. 
Think  about  it! 

Physicians’  Assistants 

Aside  from  our  problems  with  legislation  and  various 
State  Departments,  some  of  the  items  which  continue 
to  cause  us  second  thoughts  include  the  Physician’s 
Associate  and  Assistant  bills.  Like  other  “bandwagon” 
items,  I am  not  so  sure  that  this  well-intended  legisla- 
tion is  going  to  do  the  job  that  it  was  meant  to  do.  I 
cannot  conceive  that  the  people  of  this  State  will  settle 
for  second-hand  medical  care.  I do  not  use  the  term  in 
a derogatory  manner,  but  in  a legal  sense.  How  far 
can  it  be  carried  before  it  changes  the  very  essence  of 
the  medical  care  the  people  of  this  State  have  come  to 
expect?  Already  the  mood  and  tide  are  changing  so 
that  even  the  severest  critics  of  the  so-called  medical 
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manpower  shortage  are  now  saying  that  there  probably 
are  enough  physicians  and  that  it  is  really  a problem  of 
maldistribution.  Is  the  time  coming  when  there  will 
be  a glut  on  the  market  of  not  only  physicians,  but  of 
thousands  of  paramedical  personnel  that  are  now  being 
trained?  Will  medicine  take  its  place  along  the  side  of 
the  countless  numbers  of  Ph.D.s  educated  in  the  panic 
of  the  space  age?  The  decreasing  population,  the  emer- 
gence of  a volunteer  army,  the  drop  in  student  popu- 
lation, and  other  factors  must  be  considered.  The 
election  will  have  been  over  by  the  time  this  article  is 
being  read  and  perhaps  there  will  be  some  return  to 
reason,  regardless  of  who  is  elected.  This  country  is 
turning  out  physicians  as  never  before.  There  are  a 
record  44,000  in  medical  school.  Only  37  per  cent  of 
applicants  will  have  been  accepted  this  fall  in  our  112 
medical  schools.  There  are  about  36,500  applications 
vying  for  13,000  spots.  Organized  medicine’s  goal  is  50 
per  cent  acceptance.  The  American  Association  of 
Medical  College’s  division  of  student  affairs  reports 
that  Ph.D.s,  lawyers  and  other  professionals  are  seek- 
ing to  change  to  a medical  career.  With  the  5,000  to 
6,000  physicians  from  foreign  schools,  there  should  be  a 
yearly  increment  of  14,000-15,000  new  physicians  year- 
ly. 

Professional  Medical  Liability  Insurance 

Our  hardy  perennial  problem,  malpractice  insurance, 
is  still  with  us,  and  probably  always  will  be  pending 
governmental  intervention.  I would  imagine  that  any 
system  of  national  health  insurance  will  deal  with  mal- 
practice in  some  manner.  At  any  rate,  there  should  be 
ready  by  the  time  the  House  of  Delegates  meets  in 
February,  a full  report  from  our  Ad  Hoc  Committee  to 
Study  Professional  Medical  Liability  Insurance.  The 
problem  is  being  attacked  in  depth.  I look  for  relief 
from  our  high  premium  costs  because  the  field  is  becom- 
ing competitive  and  some  innovations  are  being  per- 
fected by  our  committee  in  conjunction  with  the  courts. 

As  of  this  date,  I have  been  rather  disappointed  with 
the  status  of  our  foundations.  I do  not  think  the  idea 
has  been  completely  sold  to  our  members,  and  there 
are  doubts  that  this  is  the  answer  to  all  our  problems. 
The  concept  of  Health  Maintenance  Organizations 
also  is  in  limbo  and  as  of  now  (October,  1972),  there  is  al- 
most no  activity  in  this  area  in  our  State.  I cannot 
predict  what  will  happen,  but  until  Washington  makes 
up  its  mind  as  to  just  where,  how,  and  with  what  it  is 
going  to  work,  we  must  adopt  a wait-and-see  attitude. 

I do  feel  that  our  main  areas  of  interest  and  those 
most  vital  to  us  are  in  Peer  Review  and  Continuing 
Medical  Education.  I am  sure  that  as  government 
pays  more  and  more  for  medical  care,  its  voice  will  be- 
come an  increasingly  significant  factor  to  us  and  to  the 
care  we  render.  The  State  Department  of  Health  is 
already  embarked  on  a program  in  which  your  State 
Medical  Society  is  actively  involved.  We  are  partici- 
pating in  the  creation  of  a system  of  Peer  Review,  and 
we  hope  that  we  may  have  serious  input  before  we  ac- 
cept and  approve  of  the  final  program.  This  is  not  to 
be  taken  lightly.  There  is  no  question  that  it  will  not 
only  involve  traditional  hospital  care  but  will,  in  all 
probability,  get  into  the  private  offices  of  practicing 
physicians. 


as  the  State,  in  the  competency  of  physicians.  I think 
it  reasonable  to  expect  that  the  patient  should  expect 
his  physician  to  be  competent  and  up-to-date.  We  ex- 
pect nothing  less  of  ourselves  and  of  those  who  take 
care  of  our  families.  How  does  one  go  about  getting 
this  reassurance?  No  one  wants  relicensure  but  there 
are  other  means  of  being  reasonably  sure  our  patients 
are  getting  proper  treatment  from  well-trained  physi- 
cians. Our  committee  on  Continuing  (Postgraduate) 
Education  has  made  a great  start  and  has  done  yeoman 
work  in  getting  its  program  off  the  ground  floor.  I am 
sure  that  by  the  time  you  have  read  the  report  of  the 
committee  you  will  know  that  what  we  are  striving  for 
is  a program  that  has  the  blessing  of  the  State  Medical 
Society,  the  State  Education  Department,  and  the 
State  Health  Department  so  that  we  may  avoid  any 
form  of  arbitrary  relicensure.  This  is  one  area  where 
we  can  and  should  act  before  the  whole  thing  becomes 
compulsory.  I need  not  remind  you  that  there  are  in- 
creasing numbers  of  state  societies  which  mandate  con- 
tinuing medical  education  for  membership.  I urge  full 
cooperation  with  this  program  when  it  becomes  option- 
al. 

AMA  Survey 

The  survey  which  the  American  Medical  Association 
ran  of  its  membership  on  various  questions  yielded 
some  very  interesting  findings.  The  New  York  re- 
sponses show  us  to  be  almost  exactly  in  line  with  the 
thinking  of  our  colleagues  throughout  the  country. 

The  great  majority  (76.3  per  cent)  wish  to  retain  as 
many  as  possible  of  the  basic  principles  of  private 
practice  (freedom  of  choice,  fee-for-service,  voluntary-  , 
ism,  and  so  on). 

Of  all  the  plans  before  Congress  for  a form  of  na-  | 
tional  insurance,  over  one  half  (55.7  per  cent)  select- 
ed the  plan  which  mostly  resembles  the  AMA  plan 
(Medicredit). 

Of  all  the  noninstitutional  nongovernmental  ar- 
rangements offered,  over  72.3  per  cent  chose  fee-for- 
service  without  prepaid  capitation  (perhaps  this  ex- 
plains the  poor  showing  of  Foundation  implementa- 
tion). 

Finally,  in  response  to  the  question — If  a compul- 
sory nationalized  health  service  were  adopted  in 
Congress,  what  course  would  you  follow? — the  re- 
sponse was:  22.8  per  cent  would  join  the  plan  and 

practice  in  it;  29.8  per  cent  would  elect  to  continue 
private  practice  with  those  patients  who  would  pay  , 
private  fees,  whether  or  not  the  patient  pays  an  ad- 
ditional mandatory  Federal  premium.  (How  effec- 
tive would  a guild  or  a union  be  if  this  percentage 
would  not  go  along?) 

I mention  these  figures  because  it  shows  that  the 
New  York  physician  and  his  colleague  on  the  national 
level  are  still  highly  motivated  as  individuals  and  think 
for  themselves. 

The  medical  profession,  rightfully  or  wrongfully,  is 
not  going  to  be  herded  like  a bunch  of  sheep  and  deliv- 
ered to  the  market  place.  This  may  be  a weakness, 
but  it  also  is  one  of  our  greatest  strengths. 

There  are  other  interesting  facets  to  this  question- 
naire. I suggest  you  really  study  it  and  see  what  your 
colleagues  are  thinking. 


Continuing  Education  Communication 

There  is  an  increasing  interest  by  the  public,  as  well  One  final  part  of  the  questionnaire  showed  three 
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areas  in  which  the  physicians  felt  that  organized  medi- 
cine has  been  remiss.  They  were  communication  to 
the  public,  practice  management  problems,  and  socio- 
economic issues.  I could  not  agree  more!  If  you  were 
to  see  the  public  responses  to  our  VD  program  this 
year,  you  would  know  that  this  Society  has  rendered  a 
great  service  to  the  people.  The  Public  Affairs  Division, 
under  Guy  Beaumont  and  his  staff,  have  done  a su- 
perb job.  This  to  me  is  Society  business  at  its  best  in 
carrying  out  part  of  its  purpose,  “to  enlighten  and  di- 
rect public  opinion  in  regard  to  problems  of  medicine 
and  health  for  the  best  interests  of  the  people  of  the 
State”  of  New  York.  There  are  many  other  areas  in 
which  we  should  be  moving  in  similar  problems  of  pub- 
lic health  and  service.  I am  sure  we  shall  come  up 
with  more  of  this  type  of  program.  The  socioeconomic 
and  practical  problems  are  also  areas  which  concern 
our  members.  I have  recommended  to  the  Board  of 
Trustees  certain  areas  where  we  should  enlarge  our  ef- 
forts for  doing  more  for  our  members,  things  of  a prac- 
tical nature  in  the  field  of  purchase,  travel,  and  so 
forth.  You  will  hear  more  of  this  as  the  convention 
nears.  I am  also  concerned  with  the  legal  services 
which  we  as  members  have  at  our  disposal.  I feel  that 
they  should  be  more  freely  available  not  only  to  the 
members,  but  to  the  component  county  societies.  This 
we  shall  also  hear  more  about. 

I have  tried  to  cover  some  of  the  highlights  in  the 
areas  which  I consider  to  be  important.  I will  be  mak- 
ing more  detailed  recommendations  in  my  final  report 
to  the  House.  Before  I close,  I should  like  to  pay  a 
special  tribute  to  our  Board  of  Trustees.  It  has  been 
an  active  group,  meeting  regularly  and  with  excellent 
attendance.  This  Society  has  been  in  good  hands  and 
I congratulate  the  members  for  their  work  this  year. 

Conclusion 

I must  finally  make  a plea  to  all  those  members  who 
have,  this  past  year,  dropped  their  membership  in  the 
AMA  to  please  reconsider  and  rejoin.  I know  all  the 
arguments,  but,  if  we  are  to  have  any  sort  of  voice  on 
the  national  level,  we  must  make  a more  determined 
effort  to  get  back  in  the  swim  of  things.  I know  that 
I the  argument  will  be  raised  that  if  we  had  no  effect 
with  28-29  votes  what  can  we  expect  to  do  with  14-18 
which  is  the  level  to  which  we  are  rapidly  getting.  If 
our  voice  has  been  less  than  effective,  we  must  find  the 
way  to  have  it  heard  once  again.  We  will  not  do  it  by 
'sulking  in  the  corner,  but  by  showing  the  rest  of  the 
nation  that  New  York  is  part  of  the  action! 

We  are  a profession  beset  with  problems,  harangued 
by  nonbelievers  of  our  methods  of  practice,  plagued  by 
iome  politicians,  bedevilled  by  some  of  our  own  profes- 
sion, and  generally  the  target  of  many  unbased  accusa- 
tions. We  must  be  doing  something  right  however,  be- 
muse most  of  the  public  is  reasonably  satisfied  with 
he  medical  care  it  is  getting,  according  to  the  opinion 
)olls  which  also  show  we  top  all  the  professions  with 
he  most  credibility  and  trust. 

Be  that  as  it  may,  I firmly  believe  that  we  must  con- 
inue  to  remain  together  and  offer  viable  alternatives. 
)urs  is  a profession  of  credibility,  imagery,  and  service. 

firmly  believe  that  our  Society  is  essential  to  our  best 
iterests  as  well  as  continuing  quality  medical  care  for 
| he  people  of  this  great  State. 

Respectfully  submitted, 

Edward  Siegel,  M.D.,  President 


President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

May  I first  thank  you  for  allowing  me  the  great  privi- 
lege of  being  your  President  for  the  past  year.  Aside 
from  the  honor  of  having  been  chosen,  it  has  given  me 
the  rare  opportunity  of  seeing  things  as  they  really  are. 
As  a result  I can  tell  it  to  you  as  it  really  is. 

All  the  past-presidents  will  testify  to  the  fact  that 
one  year  is  hardly  enough  time  to  do  much  of  anything 
and  follow  it  through.  Perhaps  that  is  a major  weakness 
in  the  office.  At  the  same  time  it  could  be  its  greatest 
strength — because  it  prevents  entrenchment,  allows  for  a 
fresh  input  of  ideas  and  permits  a sense  of  reward  for 
those  who  have  worked  hard  for  their  Society. 

I have  enjoyed  my  year  and  I am  sorry  it  is  ending. 
It  has  given  me  the  opportunity  to  judge  this  Society 
as  to  its  purpose,  its  credibility  and  its  future.  It  is  my 
intent  to  address  myself  to  these  areas. 

The  areas  of  concern  most  frequently  mentioned  in 
my  traveling  about  the  State  evolved  around  the  prob- 
lems of  malpractice,  the  triplicate  prescription  law, 
the  role  of  laymen  in  foundations  and  corporations,  the 
effective  date  of  Article  86: 11(c),  the  New  York  State 
Institute  for  Research  and  Development  in  Health 
Care,  progress  of  Foundations,  the  practice  of  medicine 
by  hospitals,  the  relationship  of  medical  staffs  and  hos- 
pital boards,  Article  46,  Article  28  and  Physicians’ 
Associates.  Surprisingly,  I received  only  one  letter  on 
the  dues  increase.  Most  of  the  other  gripes  concerned 
themselves  with  the  frustrations  of  dealing  with  govern- 
ment in  general. 

My  general  reaction  to  all  this  was  that  our  members 
just  don’t  read  their  mail!  Your  Society  has  responded 
to  each  and  every  one  of  these  issues  at  considerable 
expense  of  time  and  money.  We  have  filled  our  min- 
utes with  the  actions  of  the  Council  and  have  tried  to 
communicate.  I implore  each  and  every  one  of  you  to 
read  your  Ad  Rems,  the  Hot  Line,  the  Newsletter,  the 
Journal,  and  all  communications  that  come  to  you  from 
the  staff  at  Lake  Success.  We  may  not  resolve  the  is- 
sues to  your  satisfaction  but  nothing  is  ignored  as  far  as 
I know. 

Service  to  Members 

Other  areas  of  concern  involve  the  effectiveness  of 
this  Society’s  service  to  its  members.  I have  heard  that 
the  smaller  societies  want  more  staff  men  to  visit  them 
from  MSSNY.  I have  heard  them  complain  about  the 
lack  of  legal  advice  and  help  with  socioeconomic  mat- 
ters. The  smaller  societies  lack  the  finances  and  the 
staff  that  larger  ones  have.  It  is  in  this  area  that  hope- 
fully reorganization  of  the  staff  will  help  those  societies 
lacking  the  facilities  for  more  sophisticated  service  to 
their  members. 

I believe  that  the  responsibilities  of  this  Society  fall 
mainly  into  two  categories.  The  primary  one  is  to  the 
people  of  the  State  of  New  York  for  the  quality  of  medi- 
cal care.  Following  closely  behind  are  those  areas 
which  cover  public  health  and  health  education. 

Peer  Review 

Whether  we  like  it  or  not,  H.R.  1 and  PSRO  are  not 
dirty  words,  but  the  law  of  the  land.  There  will  proba- 
bly be  a dozen  resolutions  involving  H.R.  1 and  PSRO. 

When  the  walls  of  this  hall  have  echoed  and  then  ab- 
sorbed our  strident  cries,  we  will  still  have  it  to  deal 
with! 
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May  I quote  Dr.  Melvin  K.  DuVal,  Jr.: 

“In  effect,  the  Congress  is  saying  to  the  medical 
profession,  ‘We  will  give  you  the  authority  and  the 
resources  you  need  to  assure  the  public  that  the  med- 
ical care  you  provide  Medicare  and  Medicaid  pa- 
tients is  appropriate  and  of  good  quality.’  If  doctors 
fail  to  make  PSRO  work,  then  I shudder  to  think  what 
could  come  next.” 

May  I remind  you  that  under  our  late  President,  War- 
ing Willis,  M.D.,  this  Society  embarked  on  a program 
for  the  establishment  of  a Medical  Standards  Com- 
mission, which  turned  out  at  great  expense  to  this  So- 
ciety— Standards  for  Peer  Review  in  six  diseases.  We 
printed  it  all  up  in  pretty  manual  form  and  recom- 
mended its  use  for  hospitals  and  peer  review  com- 
mittees. As  you  well  know,  the  Department  of  Health 
in  our  State  has  already  embarked  on  its  own  system  of 
medical  review,  and  we  have  three  of  our  members  on 
its  steering  committee  for  the  State.  This  is  some- 
thing that  we  as  a Society  envisioned  and  approved  of 
in  principle. 

Your  Society,  again  anticipating  government  involve- 
ment, has  been  alerting  you  and  warning  you  about 
Peer  Review  for  the  past  two  years.  Looking  to  the 
future,  this  Society  has  actively  encouraged  founda- 
tions and  the  concomitant  support  of  the  Institute.  I 
think  we  have  done  rather  well  in  looking  to  the  future. 
At  the  last  Council  meeting,  it  was  decided  to  urge  all 
component  societies  to  immediately  look  into  H.R.  1 
and  get  started  either  as  individuals,  societies,  or  as 
groups  of  societies.  The  opportunity  is  here  and  it 
must  be  seriously  implemented! 

Probably  the  most  insidious  of  all  our  problems  is  that 
of  continuing  medical  education.  Anticipating  this, 
your  Society  has  been  extremely  active  in  our  Com- 
mittee on  Continuing  (Postgraduate)  Education  to 
establish  the  groundwork  for  a system  which  will  be 
acceptable  to  all  parties.  This  may  very  well  turn  out 
to  be  the  most  serious  of  our  problems  in  dealing  with 
government.  The  specter  of  relicensure  keeps  popping 
up  here  and  there  in  various  governmental  reports  such 
as  the  most  recent  one  of  the  HEW  investigation  on 
malpractice.  There  has  been  great  disagreement  with 
that  report  and  it  has  not  been  made  officially  public. 
If  and  when  it  is,  there  will  probably  be  a minority  re- 
port. 

Be  that  as  it  may,  we  keep  seeing  and  hearing  that 
expression,  “relicensure,”  and  it  is  very  disturbing  to 
me.  Your  Society  is  in  the  midst  of  a very  difficult  liai- 
son with  many  diverse  groups.  Involved  are  the  State 
Education  Department,  the  State  Health  Department, 
the  State  University  system,  the  private  medical 
schools,  the  specialty  societies,  and  our  Society.  We 
are  making  definite  progress  but  it  will  be  slow  and  dif- 
ficult. I think  it  fitting  and  proper  that  our  Society 
accept  responsibility  for  the  competency  of  its  mem- 
bers. Increasing  numbers  of  State  Medical  Societies 
are  mandating  acceptable  continuing  medical  educa- 
tion courses  as  a requirement  for  membership. 

The  Council  has  just  authorized  the  appointment  of 
an  Ad  Hoc  Committee  to  investigate  this  possibility. 
We  shall  await  their  recommendations.  Although  I 
dislike  mandatory  requirements,  I would  be  personally 
in  favor  of  this  Society’s  taking  such  a stand.  I think 
it  absolutely  essential  that  we  do  all  in  our  power  to 
avoid  mandatory  governmental  relicensure.  It  can  be 


avoided  by  responsible  action  on  our  part,  and  I urge 
this  Society  to  follow  our  present  course  of  action  by 
supporting  our  Committee  on  Continuing  (Postgradu- 
ate) Education. 

Health  Education 

Our  responsibilities  continue  on  into  public  health 
and  health  education.  Our  program  on  venereal  disease, 
co-sponsored  by  the  New  York  State  Jaycees  has  been 
very  gratifying.  The  liaison  with  consumer  groups  I 
feel  to  be  in  the  best  interest  of  our  Society.  I urge  its 
expanded  use  for  other  community  health  problems. 

If  you  could  see  the  hundreds  of  letters  that  have  come 
from  colleges  and  secondary  schools  thanking  us  for 
this  program,  you  would  be  proud.  There  has  been  al- 
most no  criticism  of  this  program.  It  has  been  well- 
done  and  sensitive.  I understand  that  quackery  will 
be  the  subject  of  this  year’s  mobile  unit  program. 

As  a pdst  president  of  a Board  of  Education,  as  well 
as  an  interested  parent,  I have  been  horrified  by  the 
absolute  lack  of  adequate  health  education  in  our 
school  systems.  I beg  of  you  to  look  into  your  school 
systems  and  check  on  their  health  education  programs. 

Of  the  75  billion  dollars  we  spend  on  health  services 
each  year,  less  than  % of  1 per  cent  goes  into  health 
education. 

Somehow,  I feel  it  is  medicine’s  responsibility  to 
make  the  public  aware  of  the  role  that  malnutrition, 
poor  housing,  poor  education,  poverty,  drugs,  alcohol, 
venereal  disease,  smoking,  obesity,  and  so  forth,  play  in 
our  lives.  We  are  uniquely  qualified  to  play  an  impor- 
tant role  because  we  have  the  public’s  confidence,  and 
we  cherish  and  protect  and  continually  draw  attention 
to  medicine  as  being  a one-to-one  relationship.  We 
cannot  do  it  alone,  but  we  must  direct  ourselves  to  j 
doing  as  much  as  we  can  in  cooperation  with  other 
professions  related  to  the  problem. 

Professional  Medical  Liability  Insurance 

Special  remarks  must  be  made  about  our  malprac- 
tice program.  Our  Ad  Hoc  Committee  to  Study  Pro- 
fessional Medical  Liability  Insurance  has  done  an  out- 
standing job  in  analyzing  the  problem,  going  over  our 
coverage,  answering  the  myriad  of  questions  which  our 
members  have  raised,  and  have  come  out  with  a report 
which  should  be  required  reading  for  all  of  us.  I think 
that  our  program  is  about  the  best  that  can  be  had.  Of 
course  it  is  expensive,  but  in  the  final  analysis  it  serves 
us  well. 

We  could  hope  that  clinical  societies  will  not  frag- 
ment themselves  from  the  malpractice  program  of  this 
Society.  Lower  initial  premiums  will  not  stand  the  test 
of  time  and  rated  experiences.  There  are  no  bargains 
in  this  world!  You  get  what  you  pay  for.  Again,  please 
spend  some  time  on  this  and  read  all  our  committee  re- 
ports carefully. 

Responsibility  to  Members 

Just  as  important  as  our  responsibility  is  to  the  pub-’  , 
lie  sector,  so  is  the  MSSNY’s  responsibility  and  ac- 
countability to  its  members.  It  is  not  reasonable  to  ex- 
pect the  rank  and  file  members  of  our  Society  to  be 
aware  of  the  tremendous  amount  of  constructive  work 
done  by  its  committees,  officers,  and  staff.  I am  con 
tinually  impressed  by  the  men  in  our  society,  their 
knowledgeable  contributions  and  the  amount  of  tim* 
they  give  without  compensation. 
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The  heart  and  soul  of  any  organization  is  its  staff, 
and  ours  has  been  going  through  a gradual  but  very  ef- 
fective change.  The  Council  has  just  approved  a new 
Table  of  Organization  and  I know  that  you  will  find  it 
to  be  the  start  of  a much  more  effective  type  of  man- 
agement. 

For  some  time  now,  it  has  been  the  feeling  of  your 
officers,  Council,  and  Trustees  that  this  Society  must  do 
more  for  its  members.  Under  Dr.  Fineberg’s  gentle 
prodding,  this  Society  will  start  servicing  its  members’ 
needs  in  more  than  educational  and  medical  affairs.  I 
look  for  more  legal  guidance  and  advice  for  our  mem- 
bers, more  socioeconomic  benefits,  and  more  sophis- 
ticated research  and  planning.  I know  that  this  Society 
will  start  becoming  more  responsive  to  its  members’ 
needs  in  the  future.  I don’t  think  that  anyone  objects 
to  paying  more  dues  provided  there  is  a genuine  return 
on  one’s  investment. 

Challenge  Areas 

For  what  it  is  worth,  I should  like  to  point  to  four  areas' 
of  critical  concern  for  this  Society.  I hesitate  to  call 
them  “danger  areas”  but  they  could  very  well  be  that. 
I shall  call  them  “challenge  areas”  because  they  do 
present  a challenge  and  what  challenge  is  not  without 
danger?  These  areas  are: 

1.  Government  (be  it  national.  State  or  local) 

2.  The  State  regulatory  agencies  (Health,  Insur- 
ance, Social  Services,  Education  Department) 

3.  Hospitals. 

4.  Ourselves! 

Government.  This  year  has  been  a very  good  one  for 
us  wherein  we  have  started  an  effective  relationship 
with  the  State  Legislature.  For  the  first  time,  there  is 
adequate  input  with  people  who  know  what  they  are 
doing  and  what  they  are  talking  about.  I have  been 
very  impressed  with  the  job  our  legal  representatives 
and  our  staff  members  are  doing  in  Albany.  The  State 
Legislation  Committee  is  one  of  the  best  we  have,  and 
I want  the  Society  to  know  this.  We  must  deal  with  the 
State  Legislature  and  I urge  all  of  you  to  keep  up  your 
contacts  at  home.  Keep  your  local  societies  active 
with  their  politicians. . They  will  listen  if  we  speak  and 
know  what  we  are  talking  about.  The  communication 
must  be  an  on-going  year-round  thing  and  not  just  when 
we  want  something  or  are  opposed  to  something. 

The  State  Regulatory  Agencies.  I must  admit  that 
things  are  a lot  better  now  than  a year  ago.  A year  ago 
we  were  hit  with  a rash  of  new  bills  from  the  legislature. 
Many  of  the  new  bills  come  down  in  broad-based  lan- 
guage with  the  “fine-print  implementation”  left  to  the 
•egulatory  agencies.  The  implementations  often  go 
'ibove  and  beyond  the  original  intent  of  the  legislation, 
t is  in  this  area  that  we  have  had  most  of  our  confronta- 
ions  with  these  agencies.  We  must  be  constantly  vigi- 
ant,  and  I admit  that  we  have  had  some  success  in  this 
irea.  At  the  present  time,  we  are  on  several  advisory 
ommittees  and  look  forward  to  better  relationships 
vith  Albany. 

Hospitals.  At  the  start  of  my  term,  we  sat  down 
nth  the  Hospital  Association  of  New  York  State  and 
aund  much  common  ground.  When  we  agree,  we 
gree  rather  well,  but  there  are  areas  which  could  lead 
s to  opposite  sides.  The  relationship  of  hospitals  and 
octors  is  a tenuous  one  at  best  and  one  which  must  be 


constantly  evaluated.  The  president  of  the  American 
Hospital  Association  told  us  in  Cincinnati  that  there 
would  be  areas  wherein  we  disagree  but  that  we  should 
at  least  hear  each  other  out.  I could  not  agree  more, 
but  it  must  be  remembered  that  this  is  a two-way 
street.  The  practice  of  medicine  by  hospitals,  the  rela- 
tionship of  board  and  staff  and  the  implementation  of 
PSRO  are  areas  where  we  must  be  vigilant. 

Ourselves:  I think  this  last  of  my  “challenge  areas” 
is  the  most  important.  In  the  event  you  have  forgotten, 

I closed  my  inaugural  address  with  the  statement, 

“When  the  history  of  the  Medical  Society  is  written, 
let  it  not  be  said  ‘that  we  have  met  the  enemy  and 
they  are  us’.” 

I hesitate  to  say  that  it’s  “them  against  us,”  but  one 
could  very  well  come  to  that  conclusion  when  one  re- 
views the  events  of  the  past  year.  I need  not  remind 
this  Society  of  the  plethora  of  books  derogatory  to  the 
profession,  the  misleading  use  of  statistics  directed 
against  the  way  we  practice  medicine  in  this  country, 
the  so-called  “medical  crisis,”  and  of  course,  the  TV 
specials!  Things  are  relatively  quiet,  but  we  must  be 
prepared. 

Only  a united  profession,  believing  in  itself  and  prac- 
ticing its  profession  with  competency  and  compassion 
can  meet  the  challenges  I have  outlined.  Once  again, 

I urge  the  thousands  of  members  who  have  quit  the 
AMA  to  rejoin  and  lend  their  support  to  an  organiza- 
tion that  is  doing  a job  for  all  of  us.  I say  again  that  I 
think  it  morally  unacceptable  for  us  to  share  in  the  sci- 
entific and  educational  contributions  of  the  AMA  with- 
out supporting  it. 

My  year  is  over  and  I must  remark  about  the  one 
thing  which  stands  out  in  my  mind  as  to  what  this  year 
has  meant  to  me  and  what  I have  learned  about  physi- 
cians and  the  way  they  practice  their  chosen  profession. 
Like  all  professions  we  have  our  share  of  bad  guys,  but 
by  and  large  it  has  made  me  proud  to  be  a member  of 
my  profession  and  of  this  Society. 

Meetings 

I should  like  to  report  on  four  very  important  meet- 
ings which  have  transpired  recently. 

The  first  was  a meeting  between  representatives  of 
the  New  York  State  Department  of  Health,  the  Depart- 
ment of  Social  Services,  the  Hospital  Association  of 
New  York  State,  and  MSSNY.  The  meeting  was  called 
at  the  request  of  Dr.  Ingraham  in  anticipation  of  the  im- 
plementation of  H.R  1.,  Professional  Service  Review  Or- 
ganizations insofar  as  it  applies  to  the  duties  of  the 
Department  of  Health  and  the  Department  of  Social 
Services.  We  are  fortunate  in  having  a person  of  the 
caliber  of  Hollis  S.  Ingraham,  M.D.,  who  is  appreciative 
of  the  problems  involved  in  the  implementation  of 
PSRO  to  seek  the  advice  and  participation  of  the 
MSSNY.  Ralph  E.  Emerson,  M.D.,  was  appointed 
Chairman  of  this  Steering  Committee  to  try  and  lend  a 
coordinated  effort  between  the  Hospitals,  the  Health 
Department,  Social  Services,  and  the  MSSNY.  The 
interplay  and  complications  of  this  new  legislation  is 
going  to  take  the  cooperation  of  all  to  not  only  under- 
stand it,  but  to  make  it  functional. 

The  next  meeting  I should  like  to  report  on  is  one 
with  Governor  Rockefeller.  It  started  an  hour  late, 
but  it  went  on  for  much  over  my  alloted  time.  I need 
not  remind  you  that  the  Governor  is  a charming,  articu- 
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late  man  who  was  most  courteous  to  me.  Although  no 
commitments  were  made,  we  did  cover  the  entire 
gamut  of  our  problems  and  our  beefs.  How  much  good 
may  have  come  of  my  oral  purging  and  catharsis  I do 
not  know,  but  there  is  no  doubt  that  our  feelings  were 
transmitted.  To  further  pursue  this  rapport,  I ex- 
tended to  the  Governor  an  invitation  to  speak  at  one  of 
our  regular  Council  meetings.  He  has  accepted  and  I 
promise  you  that  this  will  be  followed  through.  It 
should  be  a very  interesting  meeting. 

At  the  last  meeting  of  the  legislature,  a law  was 
passed  requiring  an  advisory  council  to  the  Department 
of  Social  Services.  The  Governor  appointed  me  to  that 
group,  and  we  had  our  first  meeting  a couple  of  weeks 
ago.  All  the  providers  and  consumers  are  represented. 
It  is  a very  interesting  group.  The  main  thrust  of 
course,  is  the  problem  of  Medicaid  and  I really  believe 
that  for  the  first  time,  MSSNY  will  have  some  input. 
You  already  know  that  some  of  the  fees  have  been  re- 
stored for  Medicaid  cases.  There  has  been  a change 
of  heart  from  the  top  echelons  of  those  responsible  for 
the  implementation  of  Medicaid,  and  I look  for  changes 
in  that  area.  Payments  from  the  State,  uniformity  of 
billing,  simplified  forms,  and  other  innovations  seem  to 
be  coming.  It  is  my  intent  to  prepare  a full  list  of 
particulars  of  the  MSSNY’s  recommendations  for  the 
Medicaid  Program.  At  least  they  will  be  discussed. 

The  last  meeting  I would  like  to  tell  about  is  that 
with  the  Advisory  Council  on  Physicians’  Associates 
and  Assistants.  We  were  well  represented  bv  Drs. 
Fineberg,  Moore,  Candela,  Blatchely,  Moyer,  and  my- 
self. As  you  know,  we  have  had  a working  agreement 
with  the  NYSHA,  NYSNA  and  ourselves.  We  have 
met  on  several  occasions  to  try  to  control'  somehow 
what  comes  out  of  the  Physicians’  Associates  bill. 
Once  again,  we  have  made  contact  with  agencies  of  the 
State  and  have  established  communication  with  them. 
They  know  what  we  are  worried  about  and  we  shall 
make  specific  recommendations  about  Physicians’ 
Associates  and  the  bill.  We  were  assured  that  our 
recommendations  will  be  considered. 

Conclusion 

I suppose  that  my  purpose  in  telling  about  these  is  to 
let  you  know  that  your  Society  is  working  on  its  prob- 
lems. I am  optimistic  that  there  is  an  aura  of  coopera- 
tion which  I hope  can  be  maintained.  This  will  not  be 
easy  because  there  is  always  a natural  tendency  to  let 
things  slip.  I must  urge  us  all  to  be  active,  technically 
alert  to  all  that  is  going  on  and  ready  to  respond.  I 
think  that  you  will  find  the  reorganization  of  the  staff 
will  make  the  Society  much  more  capable  of  dealing 
with  government  than  it  has  been  before.  There  must 
be  no  let-up  in  our  vigilance.  Lack  of  progress  must 
not  lead  to  despair.  We  must  just  keep  on  working  for 
our  physicians. 

But  just  being  physicians  is  not  enough  in  this  day 
and  age.  We  must  continue  to  be  community  citizens 
as  well — we  must  find  the  time  to  speak  to  our  patients, 
lobby  with  our  politicians,  serve  on  committees,  school 
boards,  our  churches,  our  temples;  volunteer  organiza- 
tions, and  so  forth.  Ours  is  a very  special  profession 
and  as  such  exacts  special  obligations. 

The  past  year  has  not  changed  much  as  far  as  by 
medicine  in  general  is  concerned.  We  are  still  beset  as 
a profession,  both  friend  and  foe  alike.  If  ever  we  need- 


ed each  other  the  time  is  now!  I ask  all  members  of  the 
profession  to  gather  under  the  mantle  of  this  Society 
so  that  we  may  discharge  our  obligations  and  respon- 
sibilities to  society,  as  well  as  to  ourselves. 

Respectfully  submitted, 

Edward  Siegel,  M.D.,  President 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS:  The  following  report  was  presented  by  Ja- 

son K.  Moyer,  M.D.,  chairman. 

It  should  be  noted  that  the  President’s  Report  was 
written  in  September  to  meet  the  Journal’s  publishing 
schedule.  In  this  day  of  instant  communication,  it  is 
almost  a document  of  historic  value.  However,  Doctor 
Siegel  updated  the  report  in  his  February  11th  address. 

This  well-traveled  President  had  paid  tribute  to  the 
Society’s  staff,  as  well  as  Commission  Chairmen. 

He  points  out  that  relationships  with  the  State 
Health  Department  and  the  State  Insurance  Depart- 
ment, although  improving,  still  create  problems.  He 
suggests  that  jousting  with  the  government  might  be 
improved  with  a more  realistic  use  of  advisory  com- 
mittees in  developing  guidelines  and  regulations.  He 
implies  that  advisory  committees,  as  provided  by  law, 
are  not  effectively  used  by  governmental  agencies.  He 
extends  the  State  Medical  Society’s  hand  in  coopera- 
tion with  governmental  agencies,  and  at  the  same  time, 
recommends  we  keep  our  ranks  intact  to  be  effective. 

Concern  for  the  paramedical  personnel  situation  is 
outlined  in  this  report.  Well-meaning  legislation  may 
develop  second  hand  medical  care.  With  14,000-15.000 
new  physicians  becoming  available  each  year,  (includ- 
ing 5,000-6,000  foreign  graduates)  the  physician  short- 
age may  be  more  apparent  than  real.  Even  the  pro- 
ponents of  manpower  shortage  are  now  saying  that 
there  are  probably  enough  physicians,  and  that  it  is 
really  a problem  of  maldistribution. 

Doctor  Siegel  comments  on  the  serious  problems  of 
malpractice  insurance,  which  is  being  covered  by  sev- 
eral other  reference  committees.  He  also  points  out 
the  disappointing  status  of  foundations  in  the  State. 

The  President  strongly  supports  the  concept  of  man- 
datory continuing  education,  both  to  maintain  the 
quality  of  medical  care,  and  as  a deterrent  to  govern-  I 
ment  imposition  of  relicensing  procedures. 

The  survey  of  the  American  Medical  Association  on 
the  economics  of  health  care  is  worth  reading  in  the 
original  report. 

He  pointed  out  that  the  Medical  Society  of  the  State 
of  New  York’s  VD  Program  had  good  public  response 
and  is  befitting  one  of  our  roles,  “to  enlighten  and 
direct  public  opinion  in  regard  to  medicine  and  health 

Communications  with  the  membership  remains  a 
serious  problem.  However,  your  reference  committee 
realizes  that  a major  difficulty  is  the  failure  of  many 
members  to  read  significant  documents,  i.e.,  Ad  Rem, 

Hot  Line,  News  of  New  York,  and  the  New  York  State 
Journal  of  Medicine.  Your  reference  Committee  urges 
all  delegates  to  carry  this  message  back  to  the  mem- 
bers. B? 

The  President  identified  four  “challenge  areas.” 
namely  government,  state  regulatory  agencies,  hospi- 
tals, and  ourselves. 

The  President  is  cognizant  of  H.R.l  and  PSRO  and 
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this  committee  is  aware  that  this  matter  is  being  dis- 
cussed in  other  committees. 

The  committee  has  reviewed  the  outstanding  ac- 
complishments of  our  President,  Edward  Siegel,  M.D., 
and  congratulates  and  thanks  him  for  a job  well  done. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Secretary  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

Duties  of  the  secretary  have  been  performed  as  fol- 
lows for  the  year  1972-1973. 

House  of  Delegates.  Minutes  of  the  1972  meeting 
were  edited  and  transmitted  to  the  New  York  State 
Journal  of  Medicine;  they  appear  in  the  June  1,  1972 
issue  of  the  Journal.  The  verbatim  record  of  the  1972 
House  of  Delegates  proceedings  is  on  file  at  the  Soci- 
ety’s headquarters.  Instructions  of  the  House  of  Dele- 
gates were  referred  to  the  appropriate  officers,  commit- 
tee chairmen,  division  directors,  or  other  persons  by 
the  executive  vice-president,  either  directly  or  in  accor- 
dance with  action  taken  by  the  Council  in  March  on 
matters  presented  to  it  by  the  secretary  at  that  time. 
Final  disposition  of  instructions  of  the  House  have 
been  excerpted  from  reports  of  officers  and  committee 
chairmen  so  far  as  they  are  available  at  the  time  of 
writing  this  report  and  are  included  in  the  “Resume  of 
Instructions  of  the  1972  House  of  Delegates  and  Actions 
Thereon  by  the  Council,  Board  of  Trustees,  Officers, 
and  Committee  Chairmen.” 

Council,  Executive  Committee,  Judicial  Council, 
and  Board  of  Trustees.  The  secretary  has  sent  no- 
tices of  the  meetings  of  the  Council,  the  Board  of 
Trustees,  the  Judicial  Council,  and  the  Executive 
Committee  and  has  also  reported  Executive  Committee 
actions  to  the  Council. 

Membership.  In  response  to  requests  by  the  county 
medical  societies,  presented  by  the  Secretary,  the 
Council  has  approved  remission  of  dues  of  162  mem- 
bers at  its  meetings  in  February,  March,  May,  June, 
and  September  because  of  illness,  financial  hardship, 
or  military  service.  A supplementary  report  will  contain 
additional  membership  information  including  dues  re- 
missions approved  by  the  Council  in  November  and 
December,  1972,  and  a list  of  life  members  elected 
by  the  Council  in  November  and  December,  1972.  A 
list  of  persons  elected  to  life  membership  at  the  Council 
meetings  held  in  February,  March,  May,  June,  and 
September,  1972,  follows: 

Arthur  Abramson,  New  York  City 
Harold  Alexander  Abramson,  New  York  City 
Alexandra  Adler,  New  York  City 
' Joseph  Alexander,  New  York  City 
Irwin  Alper,  Utica 

Harry  Arthur  Altner,  Rockaway  Park 
Jose  Apellaniz,  Freeport 
Cheri  Appel,  New  York  City 

Abraham  Babbin,  New  York  City 
James  Henry  Barnard,  New  York  City 
Edward  Joseph  Bassen,  New  York  City 
George  H.  Batson,  Brooklyn 
Arthur  J.  Bedell,  Albany 
Julius  W.  Bell,  New  York  City 
Richard  P.  Bellaire,  Saranac  Lake 


Otelia  Josephine  Bengtsson,  New  York  City 

Morton  I.  Berson,  New  York  City 

Edgar  M.  Bick,  New  York  City 

Bennett  W.  Billow,  W.  Palm  Beach,  Florida 

Jacob  Birnbaum,  New  York  City 

Anthony  A.  Blasi,  Boca  Raton,  Florida 

Morris  Blum,  New  York  City 

Hans  L.  W.  Blume,  New  York  City 

Oscar  Bodansky,  New  York  City 

Laurence  Griffin  Bodkin,  Brooklyn 

Robert  Middlebrook  Bogue,  Montauk 

Charles  Boiler,  Rochester 

Edwin  Boros,  Hallandale,  Florida 

Sigmund  S.  Briger,  Brooklyn 

Norman  Bukantz,  New  York  City 

Mary  A.  Burchard,  Jamestown 

Harold  Burg,  The  Bronx 

Michael  Samuel  Burman,  New  York  City 

Erich  A.  Busch,  Jamaica 

Lawrence  Thomas  Cacioppo,  Ridgewood 
William  R.  Carman,  Islip 
May  Edward  Chinn,  New  York  City 
Tzu  Pei  Chou,  New  York  City 
Herman  J.  Christensen,  Poughkeepsie 
Gilbert  Victor  Cockburn,  Brooklyn 
Arminio  L.  Colantuoni,  Brooklyn 
Francis  X.  Colassard,  Great  Neck 
Robert  R.  Coleman,  Miami  Beach,  Florida 
Berthold  R.  Comeau,  Scarsdale 
Arthur  Joseph  Cracovaner,  New  York  City 
Ruth  Josephine  Cudmore,  Port  Washington 

Charles  Danetz,  Mount  Vernon 

George  L.  Daniels,  Port  Chester 

Odell  L.  Dannenbrink,  Bronxville 

David  Dannis,  The  Bronx 

Leray  Barrett  Davis,  Westhampton  Beach 

Lavelle  P.  Davlin,  Rochester 

Arthur  Christian  DeGraff,  New  York  City 

Julia  A.  Delehanty,  Ft.  Lauderdale,  Florida 

John  Vincent  DePasquale,  Brooklyn 

Ernest  P.  De  Santo,  New  York  City 

Oskar  Diethelm,  Bronxville 

B.  Victor  Dilorio,  Utica 

Samuel  Dubin,  Hallendale,  Florida 

William  D.  Dunaway,  New  York  City 

Morris  Thomas  Eissner,  Newburgh 
Herbert  L.  Elias,  Rockville  Centre 
John  R.  Emery,  White  Plains 
Nathan  I.  Epstein,  Chappaqua 
P.  Andino  Espejo,  New  York  City 

John  Aloysius  Fallon,  Flushing 
Arthur  Fankhauser,  Brooklyn 
Reginald  C.  Farrow,  Ithaca 
Bruno  Fehl,  Brooklyn 

Bluma  T.  Feldman,  Los  Angeles,  California 

John  Blaise  Ferran,  Jr.,  New  York  City 

Maximino  Ferrer-Cartaya,  Woodside 

Ira  Fink,  New  York  City 

Samuel  Finkelstein,  New  York  City 

Abraham  J.  Fleischer,  New  York  City 

Susanne  F.  Forrest,  Kew  Gardens 

Levi  Otis  Fox,  Brownville 

Julian  M.  Freston,  New  York  City 

Kate  Marianne  Freund,  New  York  City 
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Alexander  Friedman,  The  Bronx 
Harry  L.  Friedman,  Brooklyn 
Paul  Friedman,  New  York  City 
Samuel  Friedman,  Brooklyn 
Asa  Ben  Friedmann,  New  York  City 
Matthew  Remey  Furman,  New  York  City 

Alfred  Gallinek,  New  York  City 

Edwin  W.  Gates,  Niagara  Falls 

Paul  B.  Geier,  New  Rochelle 

H.  Beecher  Geiger,  New  York  City 

Lucian  F.  Gentile,  Brooklyn 

David  Gerst,  Tenafly,  New  Jersey 

Bernard  J.  Gioffre,  Port  Chester 

Joseph  Glanzer,  Hartsdale 

Frank  Glenn,  New  York  City 

William  Howard  Godsick,  New  York  City 

Harry  Gold,  New  York  City 

Irving  Brice  Goldman,  New  York  City 

Eli  Goldstein,  New  York  City 

Arthur  Gorfinkel,  New  York  City 

Irving  D.  Gould,  New  York  City 

Irving  Grad,  New  York  City 

Martin  H.  Greenfield,  Brooklyn 

John  Daniel  Grillo,  Brooklyn 

Harry  Gross,  New  York  City 

Vladimir  Gurewich,  New  York  City 

Nathan  T.  Guttman,  Brooklyn 

Emmy  Hahn,  New  York  City 
Clarence  Clifton  Hare,  Vero  Beach,  Florida 
Louis  Hausman,  New  York  City 
Ralph  Keller  Hoch,  Fishers  Island 
Hugh  Perry  Hodge,  New  York  City 
Ivor  David  Horwich,  New  York  City 
Maurice  W.  Howard,  New  York  City 
Royal  M.  Howard,  Staten  Island 

Vincent  Ippolito,  New  York  City 
Martin  Israel,  New  York  City 

Edward  Jacobs,  New  York  City 
Frank  L.  Jedd,  E.  Pompano  Beach,  Florida 
David  Jedwabnik,  New  York  City 
Hans  J.  Joseph,  Richmond  Hill 

Milton  E.  Kahn,  Buffalo 

M.  Ralph  Kaufman,  New  York  City 

Alexander  Kaye,  Old  Westbury 

John  A.  Kelly,  New  York  City 

James  H.  Kidder,  Washington,  D.C. 

Henriette  R.  Klein,  New  York  City 

Niels  Christian  Klendshoj,  Buffalo 

Oskar  Klinger,  New  York  City 

Ferdinand  George  Kojis,  Carmel 

Erna  Konig,  New  York  City 

Emanuel  Demetrious  Kotsos,  New  York  City 

Philip  Krainin,  Naples,  Maine 

Adalbert  Kroo,  New  York  City 

Hans  Kuehn,  New  York  City 

Victor  Kugajevsky,  North  Tarrytown 

Harry  George  Kupperman,  Jackson  Heights 

Adele  Kwaszewska,  New  York  City 

Gerta  Kwaszewska,  New  York  City 

Robert  Wordsworth  Laidlaw,  New  York  City 
Anna  S.  Creighton  Laing,  Amityville 
Arthur  Edward  Lamb,  Brooklyn 
Stanley  S.  Lamm,  Brooklyn 
Irving  D.  Laudeutcher,  Brooklyn 


John  A.  Lawler,  Jr.,  The  Bronx 

Jacob  Moses  Leavitt,  New  York  City 

Edward  N.  Lefcourt,  Laguna  Hills,  California 

Max  Lehman,  Yonkers 

Alfred  Daniel  Leone,  Manhasset 

Ernst  Levi,  New  York  City 

Max  Levin,  New  York  City 

Harris  Julius  Levine,  New  York  City 

Herman  M.  Levine,  The  Bronx 

Isaac  Lewenter,  New  York  City 

Maximilian  Lewitter,  New  York  City 

Abraham  Lieff,  New  York  City 

Alfred  Lilienfeld,  New  York  City 

Merrill  David  Lipsey,  New  York  City 

Henry  Owen  Little,  Kinderhook 

Arthur  Lucas,  New  York  City 

Ferdinand  Lustig,  New  York  City 

Abraham  Mahler,  The  Bronx 

Andrew  Bohda  Makarushka,  Brooklyn 

Samuel  Margolin,  The  Bronx 

William  Wardleigh  Marmar,  New  York  City 

Bela  Marquit,  Carmel 

Bernard  Mattikow,  Brooklyn 

H.  Peter  Maue,  The  Bronx 

Aubre  de  Lambert  Maynard,  New  York  City 

Marguerite  P.  McCarthy-Brough,  Syracuse 

John  S.  McIntosh,  Rochester 

Leonard  Mendelsohn,  Florida 

H.  Houston  Merritt,  New  York  City 

George  Max  Meyer,  New  York  City 

Joseph  Samuel  A.  Miller,  Manhasset 

William  Henry  Miller,  New  York  City 

Samuel  Millman,  Brooklyn 

Thomas  Augustine  Morrissey,  New  York  City 

John  Ryan  Myers,  Dewitt 

Helmuth  Max  Nathan,  New  York  City 
William  Needles,  New  York  City 

Isidor  Ochs,  Lakewood,  New  Jersey 
Arthur  H.  Ollswang,  New  York  City 
Gordon  David  Oppenheimer,  New  York  City 
William  Osterman,  Brooklyn 

L.  Gaston  Papae,  New  Fairfield,  Conn. 

Helene  Papanek,  New  York  City 
Daniel  B.  Peeler,  Rochester 
Oscar  Pelzman,  Patchogue 
Raymond  K.  Pendleton,  Brooklyn 
Madelin  Perry,  Dansville 
Arthur  A.  Petronio,  New  York  City 
Edward  A.  Pfeiffer,  The  Bronx 
Raymond  Louis  Pfeiffer,  Clayton 
Ferdinand  R.  Pitrelli,  Islip 
Louis  J.  Polimeni,  Eastchester 

William  R.  S.  Quackenbush,  Goshen 

Sandu  Rab,  Brooklyn 

Coleman  Berley  Rabin,  New  York  City 

Milton  Reder,  New  York  City 

William  P.  Reed,  Jaffray,  New  Hampshire 

Eric  Carleton  Richardson,  New  York  City 

Hazel  McLeod  Riggins,  New  York  City 

Sol  A.  Robins,  Miami,  Florida 

Arthur  A.  Rosenthal,  New  York  City 

Harry  Rosenwasser,  New  York  City 

Morris  Roth,  Flushing 

Jack  M.  Rowe,  New  York  City 
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Mitchell  I.  Rubin,  Buffalo 
John  B.  Ruggiero,  White  Plains 
Howard  A.  Rusk,  New  York  City 

Leo  Meyer  Satlof,  New  York  City 

Isidore  S.  Schapiro,  New  York  City 

Adolf  Scharf,  The  Bronx 

Arthur  Abraham  Scheer,  New  York  City 

Alfred  A.  Schenone,  Brooklyn 

David  Scherf,  New  York  City 

Angelo  S.  Scherma,  New  York  City 

Emanuel  A.  Schiffman,  New  York  City 

Charles  Schuman,  New  York  City 

Nathaniel  H.  Schwartz,  Port  Chester 

Sidney  Pincus  Schwartz,  New  York  City 

Alexander  S.  Sebo,  Whitestone 

Sabato  Serpico,  The  Bronx 

Araldo  Serri,  Brooklyn 

Benjamin  Marvyn  Shalette,  New  York  City 

Matthew  Shapiro,  New  York  City 

Maurice  A.  Shapiro,  The  Bronx 

Samuel  Shapiro,  New  York  City 

Hyman  Sherman,  Brooklyn 

Samuel  Rudolph  Shielcrawt,  New  York  City 

Ned  Shnayerson,  New  York  City 

Katherine  Siegel-Fuerst,  New  York  City 

Benjamin  Silberg,  Beechhurst 

Abraham  G.  Silver,  Woodmere 

Henry  Silver,  New  York  City 

Daniel  David  Simmons,  Camden 

Louis  Sklarow,  Kenmore 

Philip  Slater,  New  York  City 

Kenneth  Sartwell  Smith,  Webster 

Irwin  P.  Sobel,  New  York  City 

David  Soletsky,  New  York  City 

Harry  A.  Solomon,  New  York  City 

Johannes  A.  Sorra,  New  York  City 

Arnold  A.  Spiegler,  Brooklyn 

Samuel  Steigbigel,  Brooklyn 

Karel  Steinbach,  Jackson  Heights 

Israel  Steinberg,  New  York  City 

Stefan  Stek,  Centereach 

Frederick  Stern,  New  York  City 

Henry  Stern,  New  York  City 

Max  M.  Stern,  New  York  City 

Jacques  D.  Soifer,  Brooklyn 

George  Spielman,  Hampton  Bays 

Julius  Steckler,  Bay  Ridge 

David  Steinberg,  Jamaica 

Isadore  Wolfe  Stillman,  Bayside 

Emile  Gordon  Stoloff,  New  York  City 

Hyman  Strauss,  Brooklyn 

John  Philip  Stump,  New  York  City 

John  E.  Sullivan,  New  York  City 

William  Curry  Sullivan,  Rochester 

Henry  Bruner  Sutton,  Ithaca 

Allan  Kernelle  Swersie,  New  York  City 

Leonard  Tarr,  New  York  City 
Walter  A.  Thompson,  North  Tarrytown 
A.  Dulaney  Tipton,  Bay  Shore 
Calvin  C.  Torrance,  Jamestown 

Edward  C.  Veprovsky,  Flushing 
Carl  O.  Vrooman,  Mount  Vernon 

Preston  Allen  Wade,  New  York  City 
Arthur  J.  Wallingford,  Sr.,  Albany 
Guy  Walters,  Albion 


Stanley  L.  Wang,  New  York  City 

Florence  Eleanor  Warner,  Binghamton 

Matthew  Warpick,  New  York  City 

Morris  Waxgiser,  Ridgewood 

Alice  D.  Weber,  The  Bronx 

Samuel  Meyer  Weingrow,  The  Bronx 

Louis  Leo  Weiss,  Brooklyn 

Siegfried  Weiss,  Binghamton 

Morris  P.  Weissman,  Bayside 

Martin  Weisz,  New  York  City 

Paul  Wermer,  New  York  City 

Carlton  E.  Wertz,  Buffalo 

Louis  J.  Weseley,  Brooklyn 

Henry  B.  Wightman,  Ithaca 

Joseph  Alcantara  Winn,  New  York  City 

David  Wolinsky,  New  York  City 

Katharine  F.  Woodward,  New  York  City 

Monroe  Yudell,  The  Bronx 

David  Zahn,  The  Bronx 
Catherine  M.  Zaia,  Schenectady 
Samuel  Zaldin,  The  Bronx 
Myron  L.  Zarycky,  Brooklyn 
Savas  J.  Zavoyianis,  New  York  City 
Philip  Zelvin,  New  Rochelle 
Burton  L.  Zohman,  Brooklyn 

Dues  payments.  As  of  May  1,  1972,  the  date  after 
which  good  standing  is  lost,  dues  had  been  received 
from  the  members  in  each  county  medical  society  in 
accordance  with  the  following  list. 


Albany  .... 

Allegany  . . 

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland  . 

Delaware 

Dutchess  . . 

Erie  

Essex 

Franklin  . 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings  

Lewis 

Livingston  . 
Madison 
Monroe 
Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 


.424 
. . .24 
1,521 
.334 
. . 79 
. . .74 
. .114 
. .123 
. . .42 
. . .79 
. 42 
. 40 
41 
. 306 
1,305 
. 24 
41 
43 
. 48 
. . .22 
38 
100 
2,894 
9 

. 38 
55 

1,010 
50 
1,929 
6,878 
178 
. 288 
636 
101 
.245 
.21 
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Oswego  58 

Otsego 57 

Putnam  33 

Queens 2,221 

Rensselaer  132 

Richmond  293 

Rockland  355 

St.  Lawrence  86 

Saratoga 56 

Schenectady  275 

Schoharie  21 

Schuyler 9 

Seneca  27 

Steuben  103 

Suffolk 1,119 

Sullivan  42 

Tioga 21 

Tompkins 108 

Ulster  144 

Warren  88 

Washington  33 

Wayne 57 

Westchester  1,496 

Wyoming  25 

Yates 17 


Meetings.  The  Secretary  has  attended  meetings  of 
the  Council,  the  Executive  Committee,  the  Board  of 
Trustees,  the  Judicial  Council,  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  the  House 
of  Delegates  of  the  American  Medical  Association,  and 
the  New  York  Delegation  to  the  American  Medical  As- 
sociation. He  plans  to  attend  the  meeting  of  the  Nom- 
inating Committee. 

Other  Matters.  The  Secretary  has  kept  the  min- 
utes and  verbatim  record  of  the  proceedings  of  the 
House  of  Delegates,  the  Council,  the  Executive  Com- 
mittee, and  the  Board  of  Trustees.  He  has  also  kept 
files  of  the  correspondence  resulting  from  these  meet- 
ings. He  has  served  as  custodian  of  the  seal  of  the  So- 
ciety and  has  had  it  affixed  to  all  appropriate  docu- 
ments. 

As  a result  of  his  holding  office  in  various  other  orga- 
nizations, your  Secretary  was  able  to  act  as  liaison  offi- 
cer with  the  following  organizations:  The  New  York 

Association  of  the  Professions,  New  York  Board  of 
Trade,  Group  Health  Insurance,  and  Physician’s 
Home.  Your  Secretary  also  served  as  a member  of  the 
American  Medical  Association  and  American  Bar  Asso- 
ciation Joint  Committee. 

Before  closing  his  report,  your  Secretary  would  like 
to  express  his  thanks  and  appreciation  for  the  great 
help  rendered  him  during  the  past  year  by  the  Assis- 
tant Secretary,  Joseph  G.  Zimring,  M.D.,  and  for  the 
ever-constant  aid  of  the  executive  assistant,  Miss 
Gretchen  Wunsch. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Secretary  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

At  the  December,  1972,  Council  meeting  remission  of 
1973  dues  was  granted  to  17  active  and  five  junior  mem- 
bers because  of  illness,  financial  hardship,  and  military 
service.  There  was  no  Council  meeting  in  January 
1973. 


In  addition  to  the  life  members  listed  in  the  Secre- 
tary’s annual  report,  135  life  members  were  elected  by 
the  Council  in  December,  1972.  The  names  of  those 
elected  to  life  membership  are: 

Morris  Amateau,  New  York  City 

Anthony  Frank  Angello,  Mount  Vernon 

Nicholas  P.  Appy,  New  York  City 

Harry  Bakwin,  New  York  City 

Ruth  Morris  Bakwin,  New  York  City 

Leslie  P.  Barker,  New  York  City 

Irving  H.  Beckwith,  Scarsdale 

Joseph  W.  Belser,  East  Greenbush 

Nathan  Bercovitz,  Monsey 

Harry  J.  Bettauer,  New  York  City 

Edmond  A.  Biniszkiewicz,  Buffalo 

Morris  A.  Bogart,  New  York  City 

Gotthard  Booth,  New  York  City 

Arthur  A.  Briskier,  New  York  City 

John  M.  Brush,  Sarasota,  Florida 

George  A.  Bullwinkel,  Rye 

Edward  W.  Burke,  Yonkers 

Matthew  J.  Callanan,  Buffalo 

Lawrence  L.  Carlino,  Lewiston 

Julius  Chasnoff,  New  York  City 

Max  Cheplove,  Buffalo 

Theodore  F.  Ciesla,  Buffalo 

Kenneth  M.  Clough,  Plattsburgh 

Peter  K.  Cobin,  Mount  Vernon 

Manuel  Conde,  The  Bronx 

Louis  Dantzig,  Utica 

Anthony  J.  Della  Rocca,  The  Bronx 

Emmanuel  Dickler,  Bay  Harbor  Island,  Florida 

Vincent  A.  Doroszka,  Riverhead 

David  Droutman,  New  York  City 

James  F.  D’Wolf,  Southold 

Arthur  G.  Elsaesser,  Buffalo 

William  H.  English,  Chapel  Hill,  North  Carolina 

Paul  Fagin,  New  York  City 

Samuel  G.  Feuer,  Rockville  Centre 

Anthony  F.  X.  Fieri,  Point  Lookout 

Arthur  N.  Foxe,  New  York  City 

Sidney  C.  Freund,  Brooklyn 

Joseph  H.  Fries,  Brooklyn 

Moses  L.  Furman,  The  Bronx 

Alexander  A.  Gaines,  Forest  Hills 

Charles  S.  Gallaher,  Rochester 

Richard  M.  Gardner,  Buffalo 

Archibald  M.  Gaulocher,  New  York  City 

Samuel  S.  Geller,  Brooklyn 

Martin  L.  Gerstner,  Buffalo 

Leo  Ginsberg,  Brooklyn 

Alfred  Glauber,  New  York  City 

Martin  G.  Goldner,  Palo  Alto,  California 

Kurt  F.  Grainer,  Phelps 

Emil  Granet,  New  York  City 

Abner  H.  Greene,  Copiague 

Eliott  B.  Hague,  Buffalo 

Stanley  C.  Hall,  Brooklyn 

John  A.  C.  Hamill,  White  Plains 

Leo  A.  Harrington,  Babylon 

Wilhelmina  Hellin,  Bayside 

Sidney  Hirsch,  Cedarhurst 

Kurt  Holzer,  Poughkeepsie 

Otho  C.  Hudson,  Deland,  Florida 
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Michael  Interrante,  Brooklyn 

Margaret  McA.  Janeway,  New  York  City 

William  C.  B.  Johnston,  Wappingers  Falls 

Ernest  Kaufmann,  Elmhurst 

Hans  Kaufmann,  Flushing 

Joseph  F.  Kij,  Sr.,  Lackawanna 

Auguste  Kron,  The  Bronx 

Theodor  Kron,  The  Bronx 

Emory  Ladany,  New  York  City 

Harry  G.  LaForge,  Buffalo 

Louis  L.  Lapi,  Rochester 

George  A.  Layton,  Jamaica 

Rose  M.  Lenahan,  Buffalo 

David  Lieberman.  Brooklyn 

Julius  K.  Littman,  The  Bronx 

Theodore  L.  Lytle,  Rochester 

Henry  Maar,  The  Bronx 

Locke  L.  MacKenzie,  New  York  City 

William  A.  MacVay,  Rochester 

Margaret  Schoenberger  Mahler,  New  York  City 

Maxwell  Maltz,  New  York  City 

Herman  Malves,  West  Brentwood 

Jack  W.  Milhauser,  East  Hills 

Isidore  Miller,  New  York  City 

Hyman  Millman,  Peekskill 

Saul  Moress,  Rochester 

Edwin  J.  Morris,  Staten  Island 

Maurice  N.  O’Connor,  Springville 

Lilly  Ottenheimer,  New  York  City 

Charles  J.  Paddock,  Amityville 

Milton  A.  Palmer,  Lancaster 

Geraldine  Pederson-Krag,  Northport 

Louis  A.  Perrotta,  The  Bronx 

Donald  D.  Posson,  Rochester 

Elia  Rabinovici,  Great  Neck 

Charles  H.  Radersky,  New  York  City 

Frances  Radocsay,  Woodhaven 

Antoinette  Raia,  Jackson  Heights 

Samuel  Ratowsky,  New  York  City 

Nunzio  A.  Rini,  Brooklyn 

Albert  J.  Ritzmann,  Brooklyn 

George  P.  Robb,  White  Plains 

Bernard  F.  Ronald,  New  York  City 

Werner  J.  Rose,  Buffalo 

Abraham  Rosenberg,  Yonkers 

Joseph  E.  Rubinstein,  New  York  City 

James  J.  Sanford,  Daytona  Beach,  Florida 

Richard  L.  Saunders,  Lewiston 

Saul  Schapiro,  New  York  City 

Herman  Schauder,  New  York  City 

Thomas  N.  Sickels,  Watertown 

Mabel  G.  Silverberg,  New  York  City 

Sigmund  B.  Silverberg,  Buffalo 

Edward  Singer,  Stillwater,  New  Jersey 

Morris  Sonberg,  The  Bronx 

Joseph  Spanbock,  Ft.  Lee,  New  Jersey 

Frank  Spielman,  New  York  City 
Joseph  S.  Stern,  Clarence 
Charles  L.  Steyaart,  Sanibel,  Florida 
Thomas  V.  Supples,  Buffalo 
Joseph  A.  Sylvester,  Brooklyn 
Gurney  Taylor,  New  York  City 
St.  Elmo  E.  Taylor,  Brooklyn 
Julius  Tenke,  Jr.,  Glen  Cove 


William  Louis  Tucker,  New  York  City 
Frank  A.  Vesey,  New  York  City 
James  H.  Wall,  White  Plains 
Elias  Weiner,  Forest  Hills 
Charles  Weinreb,  New  York  City 
Elias  Weinstein,  Mahopac 
Samuel  A.  Weinstein,  Valley  Stream 
Harry  I.  Weinstock,  Elmhurst 
Joseph  G.  Welling,  West  Islip 
Norman  J.  Wolf,  Buffalo 
Harry  Zimmerman,  The  Bronx 

Our  Membership  Department  has  supplied  the  fol- 


lowing year-end  figures: 

1971  Membership  12/13/71  27,032 

1972  New  Members  1,176 

1972  Reinstated  Members  151  28,359 

1972  Deaths 423 

1972  Resignations  477  — 900 


27,459 

1972  Delinquent  Members 214  — 214 


1972  Total  Membership  (12/31/72) 27,245 


Remission  of  1972  dues  was  voted  for  208  members  as 
follows: 

Illness  and  Financial  Hardship  161 

Temporary  Military  Service  47 

Total  Remissions  1972  208 

Membership  totals  for  the  years  since  1961  have  been 
as  follows: 

1961  25,351  1967  26,468 

1962  25,401  1968  27,002 

1963  25,528  1969  27,164 

1964  25,630  1970  27,052 

1965  25,915  1971  27,032 

1966  26,127  1972  27,245 


Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  bv  Jason 
K.  Moyer,  M.D.,  chairman. 

As  we  read  the  secretary’s  Report,  we  note  how  busy 
this  tireless  physician  must  have  been  during  the  year. 
We  recall  that  he  chaired,  with  distinction,  the  House 
Committee  on  Constitution  and  Bylaws,  which  was  a 
herculean  task. 

The  report  notes  that  208  members  had  dues  remitted 
for  various  reasons.  There  are  3,381  Life  Members  mak- 
ing a total  of  3,589  non-dues  paying  members,  which 
represents  13.2  per  cent  of  the  27,245  members  in  good 
standing.  The  committee  hopes  that  for  the  sake  of  the 
operating  budget,  the  acceptance  of  new  members  will 
at  least  keep  pace  with  the  election  of  Life  Members. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Treasurer 

To  the  House  of  Delegates,  Gentlemen: 

As  your  treasurer,  I would  like  to  report  on  the  finan- 
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cial  status  of  the  State  Medical  Society  as  of  December 
31.  1972.  As  reported  by  the  Committee  on  Budget  and 
Finance  to  the  House  of  Delegates  in  February,  1972,  the 
estimated  budget  for  the  year  1972  projected  a deficit  of 
$310,758.  As  of  September  30,  1972,  the  treasurer’s  re- 
port to  the  Council  showed  an  actual  deficit  of  $93,098. 
The  final  audited  financial  report  for  the  year  ended, 
December  31,  1972,  just  recently  completed  and  sub- 
mitted to  the  Board  of  Trustees,  reveals  that  the  deficit 
for  1972  totalled  $145,810.  This  is  a saving  of  approxi- 
mately $164,948  from  what  was  originally  expected  at 
January  1,  1972.  Since  the  general  fund  had  only  $26,909 
in  surplus  at  the  start  of  1972,  the  deficit  must  be  paid 
from  new  dues  monies  expected  to  arrive  in  1973. 

At  this  time,  the  treasurer  feels  that  we  have  a reason- 
ably sound  financial  status  which  is  expected  to  con- 
tinue for  a few  years.  Despite  ever  increasing  inflation- 
ary and  economic  factors,  which  almost  automatically 
drive  our  expenditures  up  by  approximately  7-8  per  cent 
per  year,  we  can  continue  our  present  programs  and 
activities  on  a relatively  progressive  plane. 

The  treasurer  is  happy  to  report  that  the  headquar- 
ters building,  after  all  outstanding  bills  are  paid  in  1973, 
will  be  free  and  clear  of  all  obligations.  No  money  was 
ever  borrowed  for  this  purpose,  therefore,  no  interest 
paid  (a  fact  which  meant  a great  monetary  saving  to  the 
State  Medical  Society).  Despite  the  fact  that  $1,730,000 
(98  per  cent  of  dues  paying  members)  was  raised  via  the 
special  assessment  to  help  defray  the  cost  of  construc- 
tion of  our  headquarters  building,  we  were  able  to  pay 
the  balance  of  $2,800,000  from  surplus  accumulated  over 
a number  of  years,  from  interest  and  dividends  on  invest- 
ments, and  profits  on  sales  of  securities.  Gentlemen, 
we  owe  no  money. 

The  treasurer  wishes  to  express  his  thanks  to  Henry  I. 
Fineberg,  M.D.,  Executive  Vice-President;  and  Eugene 
S.  Dombrowski,  Director,  business  division  (comptroller) 
for  their  prudent  management  of  the  daily  fiscal  affairs. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.,  Treasurer 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  by  Jason 
K.  Moyer,  M.D.,  chairman. 

Your  reference  committee  carefully  reviewed  the  re- 
port of  Albert  M.  Schwartz,  M.D.,  Treasurer,  and  we  are 
greatly  relieved  by  his  comment  that,  “Gentlemen,  we 
owe  no  money.” 

We  note  that  the  anticipated  deficit  was  reduced  by 
over  50  per  cent. 

We  congratulate  the  Treasurer  and  the  staff  for  pru- 
dent “belt  tightening”  and  we  urge  continued  opera- 
tional constraint. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report. 


Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following  members: 


Fldward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Milton  Helpern,  M.D.  New  York 


Walter  Scott  Walls,  M.D Erie 

Reid  R.  Heffner,  M.D Westchester 

Walter  T.  Heldmann,  M.D.  Richmond 

Joseph  J.  Kaufman,  M.D Wayne 

James  M.  Blake,  M.D.  Schenectady 


The  Board  of  Trustees,  as  dictated  by  the  bylaws  of 
the  State  Medical  Society,  is  responsible  for  the  fiscal 
affairs  of  the  State  Medical  Society.  They  must  pass 
on  budgets  and  requests  for  monetary  expenditures. 
The  year  1972  was  a belt-tightening  year,  not  that  prior 
years’  expenditures  were  not  carefully  watched.  The  . 
1972  budget  estimate  projected  a deficit  of  $384,100,  I 
so  it  was  necessary  that  the  Board  of  Trustees  pass  on 
expenditures  in  a very  frugal  manner.  With  just  a small 
general  fund  surplus  of  $26,000  available  after  the  close 
of  1971,  measures  had  to  be  taken  to  ensure  that  this  pro-  h 
jection  would  be  cut  down,  so  that  when  the  new  dues 
increase  became  effective  in  1973,  only  the  smallest 
possible  deficit  would  have  to  be  restored.  We  believe 
that  our  goal  was  achieved,  for  instead  of  the  budgeted 
deficit  of  $384,100,  the  actual  deficit  for  the  year  is 
$145,810  as  reported  by  our  auditors,  Elmer  Fox  & Co. 

The  estimated  budget  for  1973  was  presented  by  the 
Council  on  December  21.  It  was  approved  by  the  Board 
of  Trustees  on  that  date.  The  Trustees  realize  that  new 
dues  monies  arriving  in  1973  must  be  used  to  pay  back 
the  deficit  incurred  in  1972.  We  are  confident  that  even 
though  this  must  be  done,  the  surplus  projected  for  1973,  | 
together  with  additional  savings  in  the  1973  projected 
budget,  will  keep  our  State  Society  in  a solvent  position. 

The  annual  financial  report  of  the  certified  public  ac- 
counting firm  of  Elmer  Fox  & Co.,  for  the  year  ended 
December  31,  1972,  was  forwarded  to  the  Board  of  , 
Trustees  on  February  8,  1973.  This  financial  informa-  j 
tion,  as  attached,  is  included  as  part  of  the  report. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Certified  Public  Accountants 

To  the  Board  of  Trustees  Medical  Society  of  the  State 
of  New  York 

We  have  examined  the  balance  sheet  of  the  Medical 
Society  of  the  State  of  New  York  as  of  December  31. 
1972,  and  the  related  statements  of  operating  income 
and  expenses  and  of  changes  in  fund  balances  for  the 
year  then  ended.  Our  examination  was  made  in  ac- 
cordance with  generally  accepted  auditing  standards, 
and  accordingly  included  such  tests  of  the  accounting 
records  and  such  other  auditing  procedures  as  we  con- 
sidered necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  balance  sheet  and 
statements  of  operating  income  and  expenses  and  o( 
changes  in  fund  balances  present  fairly  the  financial 
position  of  the  Medical  Society  of  the  State  of  New 
York  as  of  December  31,  1972,  and  the  results  of  its  op 
erations  for  the  year  then  ended,  in  conformity  with  gen 
erally  accepted  accounting  principles  applied  on  a bash 
consistent  with  that  of  the  preceding  year  except  for  the 
change,  which  we  approve,  in  capitalizing  fixed  assets  at 
described  in  note  one  to  the  financial  statements.  I 

Elmer  Fox  & Company 
Certified  Public  Accountants 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Operating  Income  and  Expenses — General  Fund 


Year  Ended 
December  31, 

1972  1971 

Operating  Income 

Dues  income $1,659,581  1,643,152 

Less  allocation  to  Journal  circulation  and  News  of  New  York  129,250  144,000 


1,530,331  1,499,152 

Journal  circulation 86,206  132,709 

News  of  New  York  allocation  from  dues  income 47,000  24,000 

Advertising  income 311,590  345,998 

Reprint  income  Journal 18,788  12,834 

Directory  circulation 77,113  18,506 

Annual  meeting  booth  rental 36,990  47,115 

Dues  collection  income  from  AMA 16,783  17,182 

Interest 13,697  15,741 

Miscellaneous 2,083  1,170 


610,250  615,255 

Total  Operating  Income 2,140,581  2,114,407 


Operating  Expenses 

Administration 206,179  170,052 

Business  division 539,413  494,720 

Communication  division 259,311  313,120 

Legal  counsel 65,495  64,936 

Medical  services 63,371  65,308 

Legislative  division 79,308 

Scientific  activities  division 87,474  85,245 

Scientific  publications 378,913  340,224 

Standards  of  medical  care 8,502  36,079 

Legislative  counsel 22 , 500  22 , 500 

Annual  meeting 56,158  60,116 

Officers,  Board  of  Trustees,  and  AMA  Delegation.  96,626  85,388 

Council  Committees 39,550  38,005 

Research  and  planning 49 , 685 

House  of  Delegates  (Special  Committee) 390  428 

Non-divisional 383,201  290,592 


Total  Operating  Expenses  2,286,391  2,116,398 


Net  Loss  $ 145,810  1,991 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Cash  in  Bank  and  on  Hand 


General  Fund*.  . . 

Investment  Fund 

Building  Fund 

Employee  Benefit  Fund 

War  Memorial  Fund 

Repair  and  Replacement  Fund 

Bernstein  Memorial  Fund 

Bernstein  Award  Fund 


December  31, 


1972 

1971 

$179,572 

18,293 

26,178 

24.531 

48 , 840 

45,724 

3,866 

2,474 

457 

1,587 

670 

2,119 

52,279 


Total 


313,311  93,279  , 


* Includes  amount  due  to  American  Medical  Association  $25,865  in  1972  and  $11,746  in  1971. 


Endowment  Funds 

Lucien  Howe  Prize  Fund  

Merit  H.  Cash  Prize  Fund 

A.  Walter  Suiter  Lectureship  Fund 

Total  (Union  Dime  Savings) 


11,241  10,688  * 

3,670  3,490  j 

11,868  11,284 

$ 26,779  25,462 

- ■ 


INVESTMENTS 


The  investments  of  the  Society  are  summarized  as  follows: 


Investment  Fund 

Corporate  bonds 

Commercial  paper 

U.  S.  Government  securities 


Building  Fund 

U.  S.  Government  securities . 
Commercial  paper 


Employees  Benefit  Fund 

Commercial  paper 

U.  S.  Government  securities 


Repair  and  Replacement  Fund 

Commercial  paper 


War  Memorial  Fund 

U.  S.  Government  securities 
Corporate  and  other  bonds. 


Bernstein  Memorial  Fund 

Corporate  and  other  bonds.  . 


December  31,  December  31, 

1972  1971 


Cost 

Market 

Cost 

Market 

$100,000 

15,010 

100,000 

15,000 

13,200 

186,000 

14,900 

186,000 

115,010 

115,000 

199,200 

200,900 

95,722 

85 . 250 ' 

297,000 

297,000 

392,722 

382 , 250 

50,000 

50,000 

50,000 

45 , 050 

50,000 

45 , 050 

50,000 

50,000 

31 , 000 

31 , 00C 

50,722 

46,580 

50,000 

50,30( 

22,080 

22,620 

22,080 

22,08( 

72,802 

69,200 

72,080 

72,38( 

$100,000 

100,000 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Balance  Sheet 


ASSETS 

December  31, 
1972  1971 


General  Fund 

CURRENT  ASSETS 

Cash  in  bank  and  on  hand $ 179,572  6,547 

Investment — commercial  paper 150,000 

Accounts  receivable  (net  of  reserves) 43,962  38,166 

Due  from  other  funds 27,665 

Inventories 48,366  63,324 


Total  current  assets 271,900  285,702 


OTHER  ASSETS 

Sundry  prepaid  expenses  and  deposits 39,002  13,496 

Advances  to  employees 4,496  5,221 


43,498  18,717 

Furniture  and  fixtures  (at  nominal  value) 2 2 


Total  General  Fund.  ...  315,400  304,421 


Investment  Fund 

Cash  in  banks 26,178  24,531 

Due  from  other  funds 74,479 

Accrued  interest 166  335 

Investments  at  cost  (market  value  $115,000  in  1972  and  $200,900  in  1971) 115,010  199,200 


Total  Investment  Fund  215,833  224,066 


Building  Fund 

Cash  in  banks.  48,840  45,724 

Due  from  other  funds 63,583 

Accrued  interest  1 , 197 

Investments  at  cost  (market  value  $382,250  in  1971) 392,722 

Land  and  building  (at  cost) 4,216,891  3,896,870 

Equipment 236,083  182,560 


Total  Building  Fund  $4,565,397  4,519,073 


Employee  Benefit  Fund 

Cash  in  bank $ 3,866  2,474 

Due  from  other  funds 19,527  5,718 

Accrued  interest 367 

Investments  at-cost  (market  value  $45,050  in  1972  and  $50,000  in  1971) 50,000  50,000 


Total  Employee  Benefit  Fund  73,393  58,559 


Repair  and  Replacement  Fund 

Cash  in  bank 671 

Due  from  other  funds 26,719  31,679 

Accrued  interest 1 1 7 

Investments  at  cost  (market  value  $31,000  in  1971) 31,000 

Equipment 49,432  4,554 


Total  Repair  and  Replacement  Fund  76,151  68,021 


War  Memorial  Fund 

Cash  in  bank 457  1,587 

Due  from  other  funds 3,599  165 

Accrued  interest 530  1 , 264 

Investments  at  cost  (market  value  $69,200  in  1972  and  $72,380  in  1971) 72,802  72,080 


Total  War  Memorial  Fund  77,388  75,096 


Bernstein  Memorial  Fund 

Cash  in  bank 2,119 

Accrued  interest 1,276 

Investments  at  cost  (market  value  $100,000  in  1972) 100,000 


Total  Bernstein  Memorial  Fund  103,395 


Bernstein  Award  Fund 

Cash  in  bank 52,279 


Total  Bernstein  Award  Fund  52,279 


Endowment  Funds 

Cash  in  banks 26,779  25,462 


Total  Endowment  Funds  26,779  25,462 


TOTAL  ASSETS $5,506,015  5,274,698 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


LIABILITIES  AND  FUNDS 


General  Fund 

CURRENT  LIABILITIES 

T axes  payable 

Accounts  payable  and  accruals  . 
Due  to  other  funds 

Total  current  liabilities 

DEFERRED  CREDITS 

Membership  dues  1973,  1972 

Annual  meeting  1973,  1972 

Sundry 


General  Fund  Balance 

Total  General  Fund 
Investment  Fund 

Accounts  payable 

Due  to  other  funds 

Investment  fund  balance 

Total  Investment  Fund 


Building  Fund* 

Accounts  payable 

Due  to  other  funds 

Building  Fund  balance 

Total  Building  Fund 

Employee  Benefit  Fund 

Balance 


Total  Employee  Benefit  Fund 

Repair  and  Replacement  Fund* 

Balance 


Total  Repair  and  Replacement  Fund 
War  Memorial  Fund 

Balance 


Total  War  Memorial  Fund 

Bernstein  Memorial  Fund 

Balance 


Total  Bernstein  Memorial  Fund 

Bernstein  Award  Fund 

Due  to  other  funds 

Balance 


Total  Bernstein  Award  Fund 
Endowment  Funds 

Due  to  other  funds 

FUNDS 

Lucien  Howe  Prize  Fund  balance 

Merit  H.  Cash  Prize  Fund  balance 

A.  Walter  Suiter  Lectureship  Fund  balance 


Total  Endowment  Funds 

TOTAL  LIABILITIES  AND  FUNDS 


$ 693 


$ 154,277 

183,463 

190,024 

337,740 

190,717 

67,539 

23,681 

5,340 

52,353 

21,538 

12,903 

96,560 

86,794 

(118,900) 

26,910 

315,400 

304,421 

215,833 

1,914 

12,521 

209,631 

215,833 

224,066 

159,600 

4,405,797 

87,466 

4,431,607 

4,565,397 

4,519,073 

73,393 

58,559 

73,393 

58,559  | 

76,151 

68,021 

76,151 

68,021 

77,388 

75,096 

77,388 

75,096 

103,395 

103,395 

3,344 

48,935 

52,279 

1,100 

900 

10,841 

3,270 

11,568 

10,488 

3,09C 

10,984 

25,679 

24,562: 

26,779 

25,462 

$5,506,015 

5,274,698 

* In  the  past,  the  Society  followed  the  practice  of  expensing  capital  additions.  With  the  acquisition  of  new  Headquarters  at  Lake  Success.  Nets 
York,  the  costs  of  land,  building  and  equipment  are  being  carried  in  the  Building  Fund  and  in  the  Repair  and  Replacement  Fund. 

In  addition  to  costs  recorded  at  December  31,  1972,  it  is  expected  that  an  addition:, 1 $22,000  will  be  required  for  completion.  There  is  also  a con- 
tingent liability  for  approximately  $80,000  of  New  York  State  sales  taxes  which  are  being  contested  by  the  Society. 
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Changes  in  Fund  Balances 

>r  the  Year  Ended  December  31,  1972 
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REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  by  Jason 
K.  Moyer,  M.D.,  chairman. 

The  Board  of  Trustees’  Report  was  carefully  reviewed 
by  the  committee.  We  note  that  under  the  chairman- 
ship of  Edward  C.  Hughes,  M.D.,  once  again,  this  body 
has  attended  to  the  financial  matters  of  the  Society 
with  great  skill. 

It  is  also  noted  that  the  certified  public  accounting 
firm  of  Elmer  Fox  & Company  is  now  the  official  audi- 
tors for  the  State  Society. 

The  committee  wishes  to  thank  all  the  Trustees  for 
their  outstanding  leadership  and  fiscal  management. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Table  I.  Estimated  Budget  1973 


Income  Amount 

Dues $2,350,000 

Journal  Advertising 275,000 

Journal  Circulation 3,200 

Journal  Reprints 12,000 

News  of  New  York  advertising 52,038 

Medical  Directory  sales 20,000 

Annual  Convention — exhibit  rentals 35,000 

Interest  on  investments  of  General  Fund.  . 15,000 


Budget  and  Finance 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Budget  and  Finance  consists  of  the 


following  members: 

Thomas  F.  McCarthy,  M.D.,  Chairman  Bronx 

Walter  T.  Heldmann,  M.D.  Richmond 

Bernard  J.  Pisani,  M.D New  York 

Edward  C.  Hughes,  M.D.  Onondaga 

Albert  M.  Schwartz,  M.D.  New  York 

Mary  H.  Spalding,  M.D. New  York 


The  committee  met  on  April  27,  July  19,  and  Decem- 
ber 18,  1972,  to  review  the  fiscal  activities  of  the  State 
Medical  Society  for  the  preceding  three  month  period. 
A thorough  analysis  was  made  of  income  and  expendi- 
tures on  a line  by  line  item  basis.  Adjustments  and  re- 
visions were  made  where  necessary. 

The  revised  estimated  budget  for  the  year  1972,  after 
the  close  of  operations  at  September  30,  1972,  reflected 
a deficit  of  $384,100.  We  can  now  report  that  the  actual 
deficit  for  the  year  was  $145,810.  This  figure  was  re- 
ported by  the  certified  public  accounting  firm  of  Elmer 
Fox  & Company,  in  their  annual  report  to  the  Board  of 
Trustees. 

The  chairman  wishes  to  point  out  that  a large  deficit 
did  not  materialize  in  1972  due  to  the  undertaking  of 
stringent  economic  controls;  measures  that  cut  down  on 
expenditures  but  did  not  hamper  the  activities  and  pro- 
grams, as  set  forth  by  the  House  of  Delegates  and/or 
the  Council. 

On  December  18,  the  Budget  and  Finance  Committee 
met  to  consider  the  budget  estimate  for  1973.  The  com- 
mittee reviewed  the  recommendations  as  submitted  by 
the  Office  of  the  Executive  Vice-President;  and  after  an 
executive  session,  made  certain  adjustments.  The  re- 
port of  the  Budget  and  Finance  Committee  was  made  at 
an  executive  session  of  the  Council  on  December  21. 
After  a lengthy  discussion,  the  Council  voted  to  amend 
the  budget  estimate  to  coincide  with  the  reorganiza- 
tional  changes  adopted  by  the  Council  on  November  16. 
The  estimated  budget,  as  approved  by  Council,  was  then 
presented  to  the  Board  of  Trustees  on  the  same  day  and 
was  unanimously  approved.  The  estimated  budget  for 
the  year  1973,  as  presented  in  Table  I,  shows  a projected 
excess  of  income  over  expenditures  of  $259,589.  This 
budget  reflects  the  reorganization  of  the  staff  as  reported 
by  the  Executive  Vice-President  in  his  annual  report. 
The  main  changes  are  as  follows:  a splitting  off  of  the 
old  Administration  Division  into  two  segments,  the  Of- 


Library  Fund  investment  income 6,000 

Dues  Collection  from  AMA -0- 

Relative  Value  Study 24,000 

What  Goes  On  subscriptions 250 

Guidelines  for  Medical  Review 50 

Miscellaneous  Income 200 

Total  Income $2,792,738 


Expenditures 


Amount 


Office  of  Executive  Vice  President 

$ 

205,705 

General  Counsel. 

173,792 

Scientific  Activities  Division 

89,425 

Scientific  Publications  Division 

443,176 

Medical  Services  Division 

134,822 

Research  and  Planning  Division 

20,883 

Business  Division 

383,654 

Management  Services  Division 

155,657 

Public  and  Professional  Affairs  Division. . . 

317,517 

Annual  Convention 

67,200 

Officers,  Board,  AMA  Delegation 

92,650 

House  of  Delegates  (Special  Committees).. 

7,100 

Council  Committees 

47,200 

Special  Counsel  (Formerly  Legal  Counsel). 

V 

Legislative  Consultant 

22,500 

Non-Divisional 

371,868 

1972  Activities  Transferred  Elsewhere 

or  Deactivated 

Administration 

-0- 

Standards  of  Medical  Care 

-0- 

Total  Expenditures 

$2,533,149 

Excess  of  Income  over  Expenditures: . 

$ 

259 , 589 
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fice  of  the  executive  vice-president  and  a Division  of 
Management  Services;  the  establishment  of  a Division 
of  General  Counsel;  a change  in  the  framework  of  the 
business  division;  and  the  reactivation  of  the  Division  of 
Research  and  Planning,  as  of  July  1. 

The  chairman  has  been  a member  of  this  committee 
for  a good  number  of  years.  He  has  endeavored  to  see 
that  progress  was  tempered  with  financial  prudence.  On 
moving  into  the  Office  of  the  President  in  February,  1973, 
he  is  confident  that  these  policies  will  continue.  In  be- 
half of  the  committee,  the  chairman  wishes  to  thank 
Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  and 
Eugene  S.  Dombrowski,  Director  of  the  Business  Division 
(Comptroller),  for  their  assistance  in  carrying  out  the 
duties  of  this  committee. 

Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  by  Jason 
K.  Moyer,  M.D.,  chairman. 


Executive  Vice-President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

This  report  is  an  account  of  our  activities  (primarily 
administrative,  although  some  invasion  into  the  work 
of  the  committees  is  unavoidable)  up  to  November  1st, 
1972. 

THE  BUILDING 

The  usual  problems  that  arise  after  the  occupancy 
and  dedication  of  any  new  structure  have  been  with  us. 
However,  they  are  being  solved,  although  we  are  impa- 
tient and  would  like  to  make  haste  hastily. 

Among  our  major  troubles,  there  has  been  the  land- 
scaping project — which  did  not  come  up  to  our  stan- 
dards and  specifications.  This  situation  has  been  rem- 
edied; and  the  end  result  will  be  a beautiful  building  in 
beautiful  surroundings. 

Because  of  the  new  law  which  permits  local  com- 
munities to  demand  that  organizations  such  as  ours 
pay  real  estate  taxes,  we  have  complied  with  the  cur- 
rent regulations  and  paid  our  assessment,  under  pro- 
test. There  is  .some  hope  that  this  requirement  will  be 
eliminated  due  to  a court  decision  in  the  case  of  the 


The  committee  has  reviewed  the  report  of  Thomas  F. 
McCarthy,  M.D.,  chairman  of  the  Committee  on  Budget 
and  Finance,  and  noted  the  savings  reported  by  the 
treasurer.  It  was  noted  that  the  reduction  in  expendi- 
tures did  not  hamper  the  programs  of  the  Society  in 
1972.  It  is  further  noted  that  at  the  December  21st  meet- 
ing of  the  Council,  the  budget  was  amended  to  coincide 
with  the  reorganizational  changes  previously  adopted 
by  the  Council  and  was  subsequently  approved  by  the 
Board  of  Trustees.  1973  starts  with  a deficit,  and  as  a 
result  of  the  dues  increase  voted  by  the  House  of  Dele- 
gates in  1972  for  1973,  and  with  prudent  management, 
an  excess  of  income  over  expenditures  is  projected. 

Both  the  treasurer  and  the  chairman  of  the  Budget 
and  Finance  Committee  express  their  thanks  to  Henry  I. 
Fineberg,  M.D.,  executive  vice-president,  and  Mr.  Eu- 
gene S.  Dombrowski,  director  of  the  Business  Division, 
for  their  prudent  management  of  the  daily  fiscal  affairs. 
This  committee  echoes  its  thanks. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


New  York  City  Bar  Association — and  some  action  by 
the  legislature  at  its  last  session.  We  hope  that  the 
final  word  has  not  been  written.  At  present,  only  a 
village  tax  is  being  levied. 

Be  that  as  it  may,  we  are  solvent  as  far  as  the  build- 
ing fund  is  concerned.  Any  future  expenses  or  “change 
orders”  can  be  covered  without  much  difficulty. 

The  contract  with  the  Levitt  organization  for  com- 
plete maintenance  of  our  building  and  grounds,  includ- 
ing security,  is  in  effect  and  has  been  operating  to  our 
satisfaction. 

We  have  had  a number  of  requests  for  rental  of  unoc- 
cupied space;  but  thus  far  we  remain  uncommitted.  It 
is  our  counsel’s  opinion  that  we  “should  proceed  slow- 
ly” until  our  real  estate  tax  situation  has  been  deter- 
mined definitely. 

We  have  received  the  $100,000  bequeathed  to  the 
Medical  Society  of  the  State  of  New  York  by  the  late 
Morris  Bernstein  (see  our  report  to  the  House  of  Dele- 
gates— February,  1972).  It  has  been  placed  in  a special 
fund,  earmarked  for  our  research  and  reference  library, 
although  Mr.  Bernstein  did  not  stipulate  that  the 
money  should  be  used  for  this  purpose  alone.  A Li- 
brary Committee  has  been  appointed,  and  Alfred  A. 
Angrist,  M.D.,  Editor  of  our  Medical  Journal,  has 
taken  over  the  assignment  of  directing  librarian. 

People  from  all  over  the  United  States  (including 
many  of  our  members),  and  from  across  the  seas,  have 
visited  our  Headquarters;  and  almost  unanimously 
they  have  expressed  opinions  that  we  have  a fine 
home — in  keeping  with  the  stature  and  dignity  of  the 
largest  State  Medical  Society  in  the  country. 

We  have  been  unable  to  sublet  our  space  at  750 
Third  Avenue,  New  York  City,  because  the  real  estate 
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market  in  that  area  has  reached  an  unbelievable  low. 
Our  lease  expires  in  June  of  1973. 

MSSNY  MEMBERSHIP 

As  ot  September  1,  1972,  we  had  a total  membership 
of  27,301  as  compared  to  26,962  during  the  same  period 


of  1971. 

Dues  Paying  Active  Membership  23,497 

Junior  Membership  330 


Total  23,827 

Exempt  Members  (Life,  etc.)  3,474 

GRAND  TOTAL  27,301 


Life  Members  have  all  the  rights  and  privileges  of  Ac- 
tive Membership. 

AMA  DUES 

The  latest  figures  reveal  that  18,016  of  our  members 
belong  to  the  AMA.  This  includes  the  dues-exempt 
group,  so  that  actually  we  have  approximately  14,500 
who  have  paid  AMA  dues. 

At  present,  this  entitles  us  to  only  19  delegates  to  the 
AMA — a loss  of  one,  as  compared  to  last  year. 

The  AMA  has  conducted,  and  still  is  carrying  on, 
membership  campaigns;  but  the  results  thus  far  have 
not  been  as  encouraging  as  we  would  wish. 

THE  1972  CONVENTION 

We  held  a post-convention  (“post  mortem”)  staff 
meeting  following  the  February  meeting. 

As  in  the  past,  we  reviewed  the  proceedings  of  the 
Convention;  and  analyzed  all  the  phases  of  our  activi- 
ties. We  always  develop  new  ideas  as  the  result  of 
open  and  frank  discussions. 

Here  are  a few  important  statistics: 


Attendance 

s 

iun  Mon 

Tues  Wed 

Total 

Physicians*  1,127  402 

338  473 

2,340 

Allied 

Professionst 

182  110 

58  142 

492 

Guests 

299  112 

76  81 

568 

Totals  1,608  624 

472  696 

3,400 

Technical 

Exhibitors 

. . 545 

Grand  Total 

3,945 

Comparative  Figures 

1970 

Years 

1971** 

1972 

Physicians 

Allied 

2,864 

2,544 

2,340 

Professions 

520 

580 

492 

Guests 

Technical 

745 

1,010 

568 

Exhibitors 

788 

727 

545 

Totals 

4,917 

4,866 

3,945 

A Master  Evaluation  Report  received  from  the  Medi- 
cal Exhibitors  Association,  Inc.,  appears  on  page  1440. 
‘Includes  House  of  Delegates 

tlncludes:  dentists,  Ph.D.s,  medical  students,  nurses, 
medical  technicians,  and  others 
♦‘Holiday  during  convention 


STAFF  ORGANIZATION 

As  in  the  past,  our  Administrative  Staff  is  divided 
into  eight  divisions: 

Administration 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
J.  Richard  Burns,  J.D.,  Assistant  Executive  Vice- 
President 

George  W.  Forrest,  Jr.,  Assistant  to  the  Executive 
Vice-President 

Gretchen  W’unsch,  Executive  Assistant 

Scientific  Activities 

Director,  Norman  S.  Moore,  M.D. 

Scientific  Publications 

Director,  Alfred  A.  Angrist,  M.D. 

Medical  Services 
Director,  Max  N.  Howard,  M.D. 

Legislation 

Director,  Martin  J.  Tracey,  J.D. 

Budget  and  Finance 

Director,  Eugene  S.  Dombrowski 

Public  Affairs 

Director,  Guy  D.  Beaumont 

Business 

Director,  J.  Richard  Burns,  J.D. 

Again,  each  Division  is  responsible  for  “servicing” 
Commissions  and  Committees,  as  follows: 

Administration 

House  of  Delegates 
Council 

Executive  Committee 
Board  of  Trustees 
Budget  and  Finance 
Ethics 

Constitution  and  Bylaws  (Council) 

Convention 

Dinner 

Constitution  and  Bylaws  (House) 

Research  and  Planning 
Hospital  Based  Physicians 
Judicial  Council 

Professional  Medical  Liability  Insurance  and  Defense 
Board 

Nominating 

Peer  Review  Mechanisms 
Quackery 

Study  of  Professional  Medical  Liability  Insurance 
Delegation  to  the  AMA 
Trustees’  Committees 
Podiatry 

Scientific  Activities 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Audio  Visual  Aids 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Disease 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Disaster  Medical  Care 
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Drug  Abuse 

Emergency  Medical  Service 

Environmental  Quality 

Forensic  Medicine 

Family  Physicians 

Health  Care  Technology 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Nursing  and  Allied  Health  Professions 

Archives 

Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Motion  Pictures 
Scientific  Programs 
Prize  Essays 

Liaison  with  Deans  of  Medical  Schools 
Study  of  Participation  of  Medical  Students  in  the 
Medical  Society  of  the  State  of  New  York 

Scientific  Publications 

Publications 

Library 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Medical  Care  Insurance 
Occupational  Health 
Workmen’s  Compensation 
Interspecialty 

Hospital  and  Professional  Relations 
Foundations 

Legislation 

Commission  on  Public  and  Professional  Affairs 
Federal  Legislation 
State  Legislation 

Budget  and  Finance 
Budget  and  Finance 
Public  Affairs 

Commission  on  Public  and  Professional  Affairs 
Public  Relations 

Advisory  to  New  York  State  Medical  Assistants  As- 
sociation 

New  York  State  Association  of  the  Professions 
Business 
Convention 
Technical  Exhibits 

REPRESENTATION  OF  MEDICAL  SCHOOLS 
N THE  MSSNY  HOUSE  OF  DELEGATES 

In  accordance  with  the  mandate  of  our  House  of  Del- 
gates  at  its  last  meeting,  I sent  the  following  commu- 
tation to  the  Deans  of  the  twelve  medical  schools  in 
ur  State: 

Enclosed  is  copy  of  resolution  adopted  by  the 
House  of  Delegates  of  this  Society  regarding  medical 


school  representation  at  its  annual  meeting  in 
February. 

You  are  cordially  invited  to  appoint  one  official 
representative  to  serve  as  a delegate  in  the  House  of 
Delegates  of  the  Medical  Society  in  accordance  with 
instructions  contained  in  the  Resolved  paragraphs. 
(The  resolution  follows:) 

Resolution  re:  Medical  School  Representation  in 

the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York 

As  Adopted  by  the  House  of  Delegates , February 
1972. 

WHEREAS.  There  is  a growing  need  for  all  the  major 
components  of  the  medical  profession  to  work  together 
to  respond  to  an  increasing  variety  of  outside  influence 
in  the  practice  of  medicine  as  well  as  to  inititate  con- 
structive steps  forward:  and 

WHEREAS,  The  previous  close  relationship  between 
the  “academic  community”  and  the  practicing  physi- 
cian, which  has  deteriorated  in  the  last  few  decades, 
needs  to  be  strengthened  again  for  the  benefit  of  both 
groups  and  the  general  public;  and 

WHEREAS,  One  means  of  increasing  rapport  between 
medical  schools  and  organized  medicine  is  to  involve 
official  representatives  of  the  medical  schools  in  the 
deliberations  of  the  governing  body  of  the  Medical  So- 
ciety of  the  State  of  New  York;  therefore  be  it 
Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  ask  each  medical  school  in  New  York  State 
to  appoint  one  official  representative  to  serve  as  a dele- 
gate, with  full  privileges,  in  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York,  provid- 
ed that  such  delegate  is  a member  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  be  it  further 

Resolved.  That  Chapter  II,  Section  1,  of  the  Bylaws, 
following  (E)  Commissioner  of  Health  ...  be  amended 
by  the  addition  of  (F)  to  read;  “A  representative  from 
each  of  the  medical  schools  in  the  State  of  New  York, 
provided  that  the  representative,  serving  as  a delegate, 
is  a member  of  the  Medical  Society  of  the  State  of  New 
York.” 

We  stressed  the  fact  that  the  representative  serving 
as  a delegate  must  be  a member  of  the  Medical  Society 
of  the  State  of  New  York. 

Thus  far,  nine  schools  have  responded.  The  others 
have  declared  that  they  will  join  us. 

EMPIRE  STATE  MEDICAL,  SCIENTIFIC  AND 
EDUCATIONAL  FOUNDATION 

It  is  surprising  to  learn  that  many  of  our  members 
know  very  little  about  the  origin  of  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation. 

On  March  24,  1959,  the  Council  authorized  the  es- 
tablishment of  an  Ad  Hoc  Committee  to  Study  a Pro- 
posed Scientific  and  Educational  Foundation  of  New 
York.  The  committee  determined  that  the  principles, 
objectives,  and  specific  projects  of  the  Foundation 
should  be  as  follows: 

1.  Promotion  and  extension  of  modern  concepts 
of  medical  knowledge  to  the  members  of  the  State 
Society  through  extended  comprehensive  postgradu- 
ate education. 

2.  Presentation  to  the  public  in  general,  through 
public  forums  and  modern  informational  media,  con- 
cepts of  modern  and  adequate  medical  care  and 
treatment. 
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3.  Stimulation  of  a closer  working  relationship 
between  public  health  programs,  physicians,  and 
local  communities  through  educational  methods. 

An  extensive  study  of  the  structure  and  form  which 
the  proposed  organization  should  take  was  made  by  the 
office  of  William  F.  Martin.  Esq.,  our  Legal  Counsel. 
It  was  decided  to  establish  a not-for-profit  member- 
ship corporation  similar  to  the  State  Medical  Society, 
rather  than  a charitable  trust,  such  as  the  one  in  Penn- 
sylvania, to  give  the  foundation  greater  flexibility  and 
ease  of  operation. 

On  May  4,  1959,  in  my  inaugural  address,  among 
many  other  things,  I had  this  to  say: 

I would  like  to  tell  you  more  about  the  contem- 
plated Scientific  and  Educational  Foundation,  which 
was  proposed  to  the  Committee  on  Public  Health 
and  Education  as  a means  of  going  ahead  with  an 
adequate  educational  program  for  both  physicians 
and  the  public.  I hope  that  you  have  read  the  report 
of  the  committee  which  was  appointed  to  study  this 
possibility.  The  original  idea  was  a creation  of  the 
Medical  Society  of  Pennsylvania  as  a legal  way  for 
that  Society  to  solicit  and  disperse  funds  for  educa- 
tional and  scientific  programs.  The  objectives  of 
such  an  organization  are  admirable;  and,  in  my  opin- 
ion, it  could  be  the  best  public  relations  instrument 
thus  far  put  forward  by  our  Society.  We  are  aware 
that,  before  making  any  definite  plans,  we  must 
carefully  and  concretely  delineate  the  ways  of  ac- 
complishing the  important  features  of  such  a project, 
without  encumbering  any  reserves  or  assets  of  the 
Society.  When  documented,  it  should  have  wide  lati- 
tude of  function. 

However,  the  important  provision  is  that  this 
Foundation  be  composed  of  a group  separate  from 
the  Council  but  under  the  sponsorship  of  the  Medi- 
cal Society  of  the  State  of  New  York.  It  would  be 
operated  wholly  by  the  medical  profession — solely  in 
educational  and  scientific  pursuits  with  no  direct 
monetary  benefits  to  the  Society.  The  latter  is  very 
important  from  the  tax  point  of  view.  This  venture 
could  result  in  the  upgrading  of  postgraduate  educa- 
tion. improvement  in  the  practice  of  rural  medicine, 
the  furtherance  of  research  and  the  fulfillment  of 
other  hopes  and  dreams  of  a similar  nature — even 
aid  for  medical  students  who  are  in  need. 

It  is  my  sincere  hope  that  this  idea  will  be  fully  ex- 
plored and  implemented. 

The  original  incorporators  included  Norman  S. 
Moore.  M.D..  Ithaca;  Henry  I.  Fineberg,  M.D.,  Jamai- 
ca; Maurice  J.  Dattelbaum,  M.D.,  Brooklyn;  James 
Greenough,  M.D.,  Cooperstown;  John  M.  Galbraith, 
M.D..  Old  Westbury;  Renato  J.  Azzari,  M.D.,  The 
Bronx;  and  Joseph  A.  Lane,  M.D.,  Rochester. 

The  first  meeting  of  the  Board  of  Directors  was 
held  on  October  27,  1960,  and  at  this  meeting  Edward 
C.  Hughes,  M.D.,  Syracuse;  William  L.  Wheeler,  Jr., 
M.D..  New  York;  Herman  E.  Hilleboe,  M.D.,  and 
Granville  W.  Larimore,  M.D.,  both  of  Albany;  were 
elected  to  membership  in  the  corporation.  In  addition 
Dr.  Azzari  was  elected  president;  Dr.  Galbraith,  vice- 
president;  Dr.  Wheeler,  secretary  and  Dr.  Dattelbaum, 
treasurer  of  the  Foundation. 

The  Foundation  was  exceedingly  fortunate  in  ob- 
taining the  services  of  Frank  La  Gattuta,  M.D.,  of 
Bronx  County,  to  design  an  official  seal  for  the  corpo- 


ration which  shows  in  artistic  form  the  purposes  and 
objectives  of  the  Foundation. 

As  its  first  project  the  Foundation  undertook  the 
study  of  Maternal  and  Perinatal  Mortality  in  Cayuga, 
Cortland,  Hamilton,  Herkimer,  Madison,  Onondaga, 
and  Oneida  Counties,  under  contract  with  the  Bureau 
of  Maternal  and  Child  Health  of  the  Department  of 
Health  of  the  State  of  New  York  and  under  the  super- 
vision of  Edward  C.  Hughes,  M.D. 

A Projects  Committee  was  appointed  by  the  presi- 
dent to  study  and  make  recommendations  concerning 
future  projects.  Since  then  a number  of  additional  re- 
search projects  have  been  conducted,  mainly  with  the 
aid  of  funds  from  the  State  Department  of  Health  and 
with  contributions  obtained  by  Dr.  Hughes  from  a 
number  of  charitable  organizations. 

In  1969,  Dr.  Moore  submitted  a report  to  the  House  i 
of  Delegates  which  described  in  quite  some  detail  the  j 
progress  of  this  group. 

Although  these  have  been  steps  in  the  right  direc- 
tion, some  people  feel  that  the  Foundation  has  not 
gone  far  enough — that  a number  of  its  important  ideas, 
concepts,  and  aims  have  not  been  realized.  The  Foun- 
dation must  go  forward! 

The  Foundation  has  been  under  careful  scrutiny  dur-  } 
ing  the  last  few  months.  The  Board  of  Trustees  has  | 
made  these  recommendations: 

1.  The  Foundation  must  be  strengthened  with 
additional  members. 

2.  The  board  of  directors  should  be  increased  in 
size. 

3.  It  must  truly  be  the  scientific  arm  of  MSSNY. 

4.  The  Foundation  should  hold  frequent  meet-  I 
ings. 

5.  The  Foundation  must  be  given  broader  func-  i 
tions. 

6.  Because  it  can  receive  money  from  governmen- 
tal sources,  there  must  be  an  immediate  analysis  of 
where  we  stand. 

These  proposals  are  now  before  the  Council  for  its  con-  , 
sideration. 

During  the  years  there  has  been  a turnover  of  offi- 
cers. At  present,  they  are: 

James  Blake,  M.D.,  President 

Thomas  F.  McCarthy,  M.D.,  Vice-President; 

Henry  I.  Fineberg,  M.D.,  Secretary;  and 
Renato  J.  Azzari.  M.D.,  Treasurer. 

MEETING  WITH  OTHER  STATE  SOCIETIES 

On  April  5,  6 and  7,  at  my  request,  a representative 
of  the  Medical  Society  of  the  State  of  New  York  at-  ! 
tended  a meeting,  in  Chicago,  of  the  Directors  of  Fi- 
nance and  Controllers  of  the  largest  state  medical 
societies. 

At  this  conference,  the  following  organizations  were 
represented:  Illinois,  Pennsylvania,  Ohio,  Texas, 

Michigan,  California,  and,  of  course.  New  York. 

Also  present  were  people  from  the  American  Society 
of  Internal  Medicine,  the  American  College  of  Surgeons ( 
and  the  AMA.  I believe  you  will  be  interested  in  a 
summary  of  their  deliberations: 

I.  Budget  and  Finances 

1.  Budget.  All  states  present  had  an  association 
budget  which  was  used  as  a guide  and  not  as  strict  fi- 
nality. Several  held  periodic  meetings  to  revise  theii 
budgets  and  made  necessary  adjustments  during  the 
course  of  the  year  (we  do  this).  The  AMA.  Michigan 
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and  California  did  not  make  any  budgetary  revisions 
during  the  year.  They  felt  that  if  changes  were  made 
they  would  not  be  able  to  determine  what  divisional 
and  departmental  actualities  were  in  relationship  to  an 
original  budgeted  amount.  They  felt  that  revising  the 
budget  defeated  the  purpose  of  budgetary  controls. 
They  were  content  to  have  an  over-expenditure  of  a 
line  item  and  then  to  have  someone  account  for  the 
over-run.  Some  states  allowed  executive  directors  to 
change  a divisional  budget  when  necessary,  i.e.,  in- 
creasing a particular  line  item  but  having  a corre- 
sponding reduction  in  another  line  item. 

2.  Dues.  Most  states  prorate  members’  dues 
monthly  in  presenting  income  earned.  This  is  done  by 
our  Society.  It  was  agreed  by  all  that  reporting  dues 
income  as  actually  received  would  give  a superficial  fi- 
nancial picture  of  a society’s  profits  or  losses  and  was 
contrary  to  sound  accounting  principles. 

3.  Telephone.  At  least  one  half  of  those  present 
had  restrictive  telephone  setups  similar  to  ours. 

4.  Personalized  letters.  Some  states  pointed  out 
that  they  found  IBM  automatic  typewriters  very  help- 
ful for  typing  personalized  letters  at  a very  high  rate  of 
speed.  They  thought  that  it  was  essential  in  dealing 
with  professional  and  government  officials.  The  idea  is 
to  have  pre-made  cartridges,  each  of  which  would  be  a 
different  letter,  to  be  used  when  the  occasion  arose. 

II.  Expenses 

1.  Expenditures.  Most  states  pay  for  actual 
expenditures  of  officers  and  committee  members,  while 
a few  pay  a per  diem  (in  lieu  of  expenses)  anywhere 
from  $35  to  $45  per  day. 

2.  Honorariums.  Honorariums  are  given  in  most 
i states  to  the  President,  President-Elect,  and  Chairman 
’ of  the  Board  of  Trustees,  if  such  a body  exists.  In  two 

states,  chairmen  of  council  committees  receive  a small 
per  diem. 

3.  Travel  by  car.  Auto  allowances  per  mile  as  re- 
ported were: 

Michigan — 12<t  officers,  15c  staff 

California — 14c 

Texas,  Ohio,  Illinois,  Pennsylvania,  AMA — 12c 

III.  Payroll  and  Fringe  Benefits 

1.  Job  description.  Most  states  had  a job  descrip- 
tion of  all  positions,  salary  guidelines  with  periodic  in- 
creases, cost-of-living  increases  and  merit  increases 
(This  is  the  case  at  MSSNY). 

2.  Insurance.  All  states  had  a fringe  benefits  poli- 
cy which  included  hospitalization,  medical,  surgical, 
and  major  medical  benefits,  group  life  insurance,  and 
long-term  disability  insurance  (This  system  was  estab- 
lished at  MSSNY  some  years  ago).  Some  had  all 
employees  and  all  committee  members  covered  for 
blanket  travel  insurance — benefit  $50,000. 

IV.  Member  Benefits 

1.  Services.  More  and  more  physician  members  of 
I individual  state  and  county  medical  societies  are  ask- 
ing “What  is  my  society  doing  for  me?”  Most  agreed 
that  the  physician  is  not  satisfied  that  he  receives  a 
journal,”  or  that  he  is  being  represented  by  someone 
it  the  state  capitol  for  his  benefit.  All  agreed  that  in 
addition  to  these  benefits,  state  and  county  medical  so- 
cieties must  provide  other  services  to  physician  mem- 
bers. Among  the  topics  discussed  were  these: 

(1)  Group  life  insurance  at  the  state  level.  This 


insurance  would  not  be  in  competition  with  the 
county  society  plans  now  in  effect,  but  would  supple- 
ment the  county  plans. 

(2)  Group  retirement  program  for  physician 
members.  At  present,  Texas  and  California  state 
medical  societies  administer  the  Keogh  Plan  for  phy- 
sicians retirement  program. 

(3)  Group  car  leasing  program. 

(4)  Group  auto  insurance.  The  savings  here 
could  be  tremendous  to  an  individual  physician. 

(5)  Loan  programs  to  medical  students. 

V.  Miscellaneous  items 

1.  Unrelated  business  income.  It  is  believed  that 
all  regulations  concerning  unrelated  business  income 
will  be  reconsidered  and  probably  rewritten.  This  will 
be  done  partly  because  all  of  the  men  who  pressured 
these  regulations  are  no  longer  with  the  Internal  Reve- 
nue Service.  A more  sympathetic  IRS,  personnel-wise, 
is  now  drafting  IRS  proposed  regulations. 

2.  Continuing  Education.  It  was  felt  more  and 
more  that  the  U.S.  Government  was  pushing  for  regu- 
lations on  continuing  medical  education.  Some  states 
thought  it  better  for  state  societies  to  make  this  man- 
datory rather  than  have  the  government  regulate  phy- 
sician postgraduate  medical  education. 

AMA-ERF 

In  accordance  with  a precedent  established  some 
time  ago,  and  at  the  request  of  the  AMA,  we  distributed 
AMA-ERF  checks  to  the  medical  schools  of  our  State. 
This  ceremony  was  held  on  May  18th. 

The  following  colleges  received  contributions: 

Columbia  University,  College  of  Physicians  & Sur- 
geons 

Albany  Medical  College  of  Union  University 
State  University  of  New  York  at  Buffalo,  School  of 
Medicine 

State  University  of  New  York,  Downstate  Medical 
Center 

New  York  Medical  College 

State  University  of  New  York,  Upstate  Medical  Cen- 
ter 

New  York  University  School  of  Medicine 
Cornell  University  Medical  College 
University  of  Rochester  School  of  Medicine  & Den- 
tistry 

Albert  Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity 

Mount  Sinai  School  of  Medicine  of  the  City  Univer- 
sity of  New  York 

State  University  of  New  York  at  Stony  Brook 
Overall,  throughout  the  nation,  AMA-ERF  distributed 
113  checks  totalling  $1,104,406.  This  was  an  increase  of 
$110,335  over  last  year’s  donations. 

DIVISIONS 
Scientific  Activities 

There  have  been  many  inquiries  from  out-of-state  re- 
garding physicians’  associates  and  specialists’  assis- 
tants. These  were  mostly  from  students  already  en- 
rolled in  courses  desiring  information  as  to  how  they 
could  go  about  securing  positions  in  New  York  State. 
These  inquiries  have  been  answered  in  detail  and  cor- 
rectly, each  being  told  about  the  1971  law  which  pro- 
vides that  physicians’  associates  and  specialists’  assis- 
tants be  supervised  by  the  Education  Department  and 
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the  Health  Department.  They  were  told  of  the  crea- 
tion of  the  Advisory  Board,  and  that  all  applications 
would  be  made  through  the  Secretary  of  the  Board  of 
Medical  Examiners  and  that  the  Board  of  Medical  Ex- 
aminers would  make  the  final  decision  regarding  equiv- 
alency training  and/or  formal  training  that  would  qual- 
ify them  for  certification.  We  have  had  requests  for 
the  guidelines  for  physicians’  assistants  that  were 
passed  by  the  1971  House  of  Delegates. 

Several  additional  committees  were  added  to  the  Di- 
vision of  Scientific  Activities,  namely:  Prize  Essays; 

To  Study  the  Participation  of  Medical  Students  in  the 
Medical  Society  of  the  State  of  New  York;  Liaison  with 
Deans  of  Medical  Schools  and  Directors  of  Regional 
Medical  Programs;  and  Nursing  and  Allied  Health  Pro- 
fessions. There  was  one  new  committee,  the  Commit- 
tee on  Alcoholism,  a spinoff  from  the  Committee  on 
Alcoholism  and  Drug  Abuse.  The  Committee  on  Alco- 
holism held  its  first  meeting  on  May  4th  and  outlined 
its  objectives  for  the  coming  year. 

One  of  the  policies  that  must  be  decided  in  the  near 
future  is  whether  or  not  physicians  desiring  associates 
and  specialists  desiring  assistants  can  use  the  Place- 
ment Bureau  as  they  now  do  for  relocation  of  physi- 
cians. Incidentally,  this  Bureau  has  been  very  active. 
Many  of  the  inquiries  from  the  physicians’  assistants  in 
training  have  been  whether  or  not  the  State  Medical 
Society  would  assist  them  in  obtaining  positions  with 
physicians. 

One  activity  following  the  Annual  Meeting,  which  is 
now  producing  an  effect,  was  the  fact  that  the  week 
after  the  House  of  Delegates  met,  the  Director  sent  out 
to  committee  chairmen  all  the  resolutions  that  were  re- 
ferred to  the  Commission  on  Public  Health  and  Educa- 
tion, stating  that  they  must  await  official  notification 
from  the  Council  before  taking  them  up  with  their 
committees.  These  alerts  also  went  to  the  Commis- 
sioners of  Mental  Hygiene  and  Health.  This  early  no- 
tification resulted  in  several  answers,  many  of  which 
were  published  in  the  agenda  for  the  May  Council 
meeting. 

The  Director  attended  many  meetings  and  confer- 
ences throughout  the  year,  in  addition  to  those  con- 
cerned with  the  components  of  his  commission — Public 
Health  Council  (of  which  he  is  chairman);  Mental  Hy- 
giene Council;  New  York  State  Coalition  for  Family 
Planning;  State  Community  Aid  Association  Centenni- 
al Conference,  and  so  forth. 

The  Director  wrote  to  Jackson  W.  Riddle,  M.D.,  of 
the  State  Board  for  Medicine,  regarding  the  General 
Session  on  Acupuncture  which  is  being  put  together  for 
a general  session  next  February.  On  August  11,  1972, 
Dr.  Riddle  answered  by  saying:  “I  am  delighted  that 

the  Medical  Society  is  planning  such  a program;  it 
can’t  help  but  serve  a very  useful  purpose.”  Thus,  the 
question  of  ethics  for  an  acupuncture  program,  in  view 
of  the  statment  of  the  New  York  State  Board  for  Medi- 
cine, is  settled. 

During  the  summer,  the  material  for  the  pamphlet 
containing  the  Historical  Development  of  the  Commis- 
sion on  Public  Health  and  Education,  the  Current  Sta- 
tus of  the  Commission,  and  a description  of  the  duties 
of  the  Division  of  Scientific  Activities  was  completed. 
This  brochure  will  be  some  of  the  expendable  material 
to  be  used  at  the  next  Convention  (1973)  on  what  the 
Medical  Society  of  the  State  of  New  York  does  to  assist 
physician  members. 


During  the  weeks  of  September  11  and  18,  the  office 
of  the  Director  was  preoccupied  with  the  preparation  of 
the  minutes  of  the  July  20th  meeting  of  the  Commis- 
sion on  Public  Health  and  Education.  Upon  reading 
the  report  of  this  meeting,  one  is  impressed  with  the 
variety  of  undertakings  and  recommendations  of  the 
committees  that  make  up  this  Commission.  This  year 
the  dialogue  between  committee  chairmen  and  mem- 
bers of  the  staff  of  the  Health  Department  was  more 
prolonged  than  in  former  meetings. 

What  Goes  On.  What  Goes  On  is  going  into  its  15th 
year,  having  been  started  in  1958.  In  January,  1969, 
the  New  York  State  Journal  of  Medicine  started  pub- 
lishing WGO  as  a feature  at  the  end  of  the  Journal. 

During  the  period  October  1,  1971 — September  15, 
1972,  What  Goes  On  published  nearly  1,300  notices  of  j 
postgraduate  courses,  special  meetings,  important  lec-  | 
tures,  hospital  conferences,  telephone  lecture  networks,  | 
and  so  forth.  It  has  been  the  policy  to  publish  impor- 
tant events  twice,  if  possible,  once  under  "Future  j 
Events”  and  again  in  the  appropriate  current  issue. 
The  summer  issues  carry  Fall  courses;  the  July  issue  j 
lists  September  courses,  and  August  carries  October 
events  as  well  as  current  events. 

What  Goes  On  is  sold  separately  by  subscription  to  |l 
those  physicians  who  are  not  members,  as  well  as  to  li-  I 
braries,  science  writers,  and  so  on.  At  present,  we 
have  a total  of  74  paid  subscribers.  At  a cost  of  $3.00 
per  year  per  subscription,  this  amounts  to  $222.00.  1 
Before  the  Journal  reduced  its  subscription  rate,  we 
had  more  subscribers.  We  assume  that  many  are  now 
subscribing  to  the  Journal,  which  they  can  do  for  an 
additional  fifty  cents. 

Inquiries  about  the  publication  were  received  by  the 
editor  from  the  following:  Ulrich’s  International  Peri- 

odicals Director,  R.  R.  Donnelly  Lakeside  Press,  and 
Oxbridge  Publishing  Company.  The  editor  acknowl- 1 
edged  the  letters  and  completed  the  questionnaires. 

What  Goes  On  was  displayed  at  the  Medical  Library 
Association  Conference  in  San  Diego,  California,  June 
12-15, 1972. 

Physicians’  Placement  Bureau.  According  to  the 
current  Annual  Statistical  Report  of  the  Physicians' 
Placement  Service  of  the  AMA,  New  York  State  ranks 
number  one  in  desired  locations  sought  by  new  physi- 
cians. The  Physicians’  Placement  Bureau  of  MSSNY 
received  from  the  AMA  approximately  1,000  record 
cards  of  physicians  wishing  to  practice  in  New  \orl 
State.  In  addition  to  these,  183  physicians  contacted 
the  Bureau  directly. 

To  date,  the  following  statistics  show  a comparison1 
of  the  number  of  physicians,  by  specialty,  who  regis-: 
tered  with  the  Bureau  during  1971  and  1972: 


Physicians  Opportunities 


Specialty 

1972 

1971 

Open 

Filled 

Allergy 

4 

6 

- 

- 

Anesthesiology 

26 

38 

5 

4 

Dermatology 
Ear,  Nose 

12 

18 

2 

2 

and  Throat 

20 

22 

4 

3 

Family  practice 
Industrial 

50 

57 

185 

25 

medicine 

Internal 

15 

21 

7 

6 

medicine 

286 

260 

14 

7 

Neurology 

24 

23 

1 

- 
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Neurosurgery 

Obstetrics/ 

4 

5 

1 

1 

Gynecology 

65 

68 

9 

3 

Ophthamology 

49 

58 

4 

3 

Orthopedics 

50 

55 

1 

1 

Pathology 

60 

56 

1 

- 

Pediatrics 

101 

87 

45 

10 

Psychiatry 

39 

34 

2 

1 

Radiology 

49 

38 

2 

2 

Surgery 

264 

229 

8 

6 

Urology 

65 

68 

2 

1 

TOTALS 

1,183 

1,165 

293 

75 

Physicians  were  placed  in  the  following  areas;  Bos- 
ton, Brockport,  Broome  County,  Carthage,  Cuba, 
Elmira,  Endicott,  Geneva,  Green,  Hamilton,  High- 
lands, Hudson,  Lake  Placid,  Little  Falls,  Long  Lake, 
Margaretville,  Massena,  Medina,  Newark,  New  York 
City,  North  Tonawanda,  Owego,  Plattsburgh,  Port  Jer- 
vis, Potsdam,  Poughkeepsie,  Schenectady,  Star  Lake, 
Stephentown,  Suffolk  County,  Waverly,  Webster-Pen- 
field,  and  Wolcott. 

The  Physicians’  Placement  Opportunities  list  was 
revised  three  times  during  the  year  to  keep  it  up  to 
date.  The  current  list  contains  69  announcements  for 
a total  of  293  specialists  and  family  physicians  needed. 
A number  of  communities  have  banded  together  to 
build  small  medical  centers  and  are  recruiting  three  or 
four  physicians.  In  addition  to  the  list,  the  Bureau  has 
a number  of  unlisted  areas. 

Correspondence  continued  to  mount  and  some  form 
letters  were  drawn  up  to  cope  with  the  problem.  The 
list  and  a questionnaire  are  sent  to  all  M.D.’s  request- 
ing placement  and  another  type  of  questionnaire  is  sent 
to  areas  requesting  physicians. 

Mrs.  Evelyn  Clark  designed  a brochure  for  the  Bu- 
reau showing  services  rendered  by  the  Bureau.  This 
will  be  displayed  at  the  Convention  in  1973  and  subse- 
quently will  be  used  to  explain  the  services  to  physi- 
cians and  communities. 

During  the  1972  Convention,  more  than  200  physi- 
cians visited  the  special  booth  for  Physicians’  Place- 
ment. About  130  lists  were  distributed  and  most  of 
the  literature  was  taken — in  all,  more  than  500  pieces 
of  material  was  taken  from  the  booth  during  the  four- 
day  period. 

Scientific  Program — Convention.  Lists  of  section 
and  session  officers  for  the  1973  Convention  have  been 
compiled,  and  each  officer  notified  of  his  election  and/ 
or  appointment.  A brochure  of  duties  for  section  and 
session  officers  has  also  been  compiled  and  mailed  to 
each  officer. 

A meeting  of  the  Associate  Chairmen  for  the  Scien- 
tific Program  Committee  was  held,  at  which  time  the 
four  subjects  for  the  four  General  Sessions  were  estab- 
lished: acupuncture  (all  day  Sunday);  alcoholism, 

Monday  (arranged  by  MSSNY  Committee  on  Alcohol- 
ism); immunology,  Tuesday;  cardiology,  Wednesday. 
(This  program  will  be  part  of  an  all-day  Heart  Pro- 
gram. The  Section  on  Internal  Medicine  will  give  a 
heart  program  in  the  morning.  The  programs  will 
complement  each  other.) 

A meeting  of  the  Scientific  Program  Committee — 
" chairmen  of  sections  and  sessions — was  held,  and  ten- 
tative programs  discussed.  Complete  programs  are 


now  being  received  in  this  office  and  processed  for  pub- 
lication. 

Scientific  Exhibits.  Application  forms  were  sent  to 
a large  mailing  of  prospective  exhibitors.  At  this  time, 
about  20  applications  have  been  received.  This  is  far 
short  of  the  number  usually  sent  in  at  this  time.  It 
may  be  due  to  the  shortage  of  funds  in  universities, 
foundations,  and  pharmaceutical  firms  normally  avail- 
able for  scientific  exhibits. 

Another  large  mailing  is  being  readied  to  the  winners 
of  the  AMA  Scientific  Exhibit  Awards,  hoping  that 
some  of  the  award  winners  may  be  willing  to  present 
their  material  at  our  1973  Convention. 

Scientific  Publications 

During  the  year,  the  New  York  State  ■ Journal  of 
Medicine  has  continued  to  be  published  on  a bimonth- 
ly basis.  Included  have  been  the  usual  Convention 
issue  and  the  official  minutes  of  the  House  of  Dele- 
gates. All  of  this  material,  as  well  as  the  scientific  arti- 
cles, has  been  indexed  in  the  two  semiannual  indices. 

This  year  has  witnessed  the  first  change  in  editors  of 
the  Journal  in  the  last  ten  years.  William  Hammond, 
M.D.,  contributed  considerably  to  the  development  of 
its  present  stature.  Alfred  A.  Angrist,  M.D.,  succeeds 
him  and  will  maintain  the  standards  achieved  by  Dr. 
Hammond. 

There  have  been  some  other  staff  changes.  The  loss 
of  Mary  Politano  has  been  a most  serious  one.  We 
have  been  fortunate  in  obtaining  a replacement,  and 
there  is  every  promise  that  she  will  fit  into  the  overall 
organization  and  make  an  important  contribution. 

As  of  the  date  of  this  report,  a total  of  460  manu- 
scripts have  been  submitted,  of  which  129  have  been 
accepted,  74  rejected  and  97  have  been  referred  to  con- 
sultants. A total  of  1,674  editorial  pages  were  pub- 
lished. The  remainder  of  articles  submitted  have  been 
returned  for  changes,  or  are  still  under  consideration. 

The  Journal  is  attracting  an  increased  number  of 
manuscripts  for  consideration.  A very  large  backlog  of 
material  awaiting  printing  has  accumulated.  There- 
fore, due  consideration  must  be  given  to  a more  careful 
selection;  and  we  regret  to  note  that  a larger  number  of 
manuscripts,  particularly  case  reports,  are  now  being 
rejected. 

The  survey  conducted  as  to  acceptance  of  the  Jour- 
nal by  subscribers  and  members  has  been  most  helpful; 
and  the  statistical  analysis  was  published  in  full  in  the 
February  1,  1972,  issue  of  the  Journal.  In  general, 
great  satisfaction  is  to  be  derived  from  the  overall  com- 
ments and  performance. 

The  annual  dinner  for  the  Editorial  Board  will  be 
held  this  year  on  December  18th;  and  it  will  offer  an 
opportunity  for  the  new  Editor  to  become  better  ac- 
quainted with  those  stalwarts,  the  perennial  members 
of  the  Board,  who  have  contributed  so  much  to  the 
Journal  in  the  past,  and  are  continuing  to  do  so. 

Medical  Services 

Our  major  activity  has  been  workmen's  compensa- 
tion fee  negotiations.  These  have  been  arduous  and 
required  an  enormous  amount  of  effort.  Numerous  ob- 
stacles and  delays,  not  of  our  doing,  had  to  be  sur- 
mounted. We  pruned  the  California  Relative  Value 
Scale  and  then  met  with  physician  representatives  of 
the  insurance  carriers  and  the  Workmen’s  Compensa- 
tion Board  to  arrive  at  a consensus.  This  curtailed 
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listing  was  then  presented  to  the  carriers  both  by  re- 
port and  at  three  all-day  meetings.  Four  days  were 
spent  in  the  offices  of  three  different  insurance  carriers, 
reviewing  about  450  files  and  abstracting  data  for  com- 
prehensive study  necessary  to  indicate  the  probable 
cost  effect  of  changing  from  the  old  type  workmen’s 
compensation  fee  schedule  to  a relative  value  scale 
schedule.  Three-hundred  and  seventy-six  files  were 
analyzed  in  detail,  and  comparative  analyses  devel- 
oped. The  latter  were  then  submitted  to  the  statisti- 
cians of  the  New  York  State  Department  of  Health  and 
proved  valid.  These  studies  formed  the  basis  for  nego- 
tiating our  request  for  an  increase  in  fees. 

Meetings  were  also  held  with  representatives  of  the 
various  specialty  groups  to  adjust  procedural  terminol- 
ogy suitable  to  the  Workmen’s  Compensation  Program. 

As  of  now,  the  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  of  the  Workmen’s 
Compensation  Board  has  not  yet  agreed  on  the  amount 
of  fee  increase  to  be  submitted  to  the  Chairman  of  the 
Workmen's  Compensation  Board  for  promulgation.  A 
detailed  supporting  paper  drawn  from  a number  of 
sources,  particularly  the  Bureau  of  Labor  Statistics, 
was  presented  to  justify  our  request  for  an  overall  in- 
crease of  15  per  cent. 

The  Wage  and  Price  Commission  rulings  played  a 
major  role  in  the  above  negotiations  and  required  con- 
siderable research  and  reading  of  the  regulations  and 
on-going  interpretations.  We  corresponded  with  the 
California  and  Florida  State  Medical  Associations  in 
this  regard.  Numerous  meetings  were  held  with  the 
staff  personnel  of  the  Workmen’s  Compensation  Board 
in  regard  to  both  the  above  negotiations  and  the  prob- 
lems referred  to  our  Division  by  our  members. 

Attending  arbitration  meetings  has  been  very  re- 
warding. Though  not  a voting  member,  the  director's 
opinions  have  been  welcomed.  He  has  had  the  oppor- 
tunity to  both  protect  the  interests  of  our  physicians 
and  to  correct  misunderstandings.  Problem  areas 
noted  in  the  course  of  such  meetings  are  brought  to  the 
attention  of  the  Council  Committee  on  Workmen’s 
Compensation. 

The  development  of  the  Medical  Society  of  the  State 
of  New  York’s  Relative  Value  Scale  has  continued,  but 
at  an  intermittent  pace  due  both  to  the  priority  of  the 
Workmen’s  Compensation  Board  negotiations  and  the 
delay  in  receiving  needed  material  from  the  involved 
specialty  groups.  However,  during  the  month  of  Au- 
gust, concentrated  effort  was  devoted  to  this  project 
and  we  are  now  in  the  final  stages.  Correspondence 
with  a number  of  other  state  medical  associations  has 
been  carried  on  and  tabulated  and  comparison  charts 
of  our  scale  with  theirs  prepared  for  analysis  and  study 
by  the  Interspecialty  and  Economics  Committees. 
This  has  also  required  considerable  correspondence 
and  meetings  with  representatives  of  the  involved 
groups. 

The  undertaking  of  the  study  of  Medical  Care  for  the 
Poor  by  the  Economics  Committee  necessitated  a good 
deal  of  background  reading  and  obtaining  and  distrib- 
uting pertinent  reference  material  to  the  members  of 
the  committee.  A meeting  with  groups  involved  with 
this  problem  area  has  been  arranged.  Contact  has 
been  established  with  the  Comprehensive  Health 
Agency  of  New  York  City  since  it  is  conducting  a study 
of  the  problems  involved  in  the  health  care  of  the  poor. 

There  has  been  an  increasing  number  of  written  and 


oral  complaints  by  our  members  in  regard  to  the  ad- 
ministrative interpretation  of  rulings  by  the  Medicare 
fiscal  intermediaries.  Wherever  possible,  we  have  in- 
tervened directly  with  the  carriers.  The  problems  have 
also  been  brought  to  the  attention  of  the  Medical  Care 
Insurance  Committee. 

There  has  been  extensive  and  frequent  correspon- 
dence and  communication  with  the  United  Medical 
Service,  Inc.,  in  regard  to  the  UC-90  Plan.  The  direc- 
tor of  the  division  has  attended  a number  of  the  Board 
of  Directors  meetings  as  well  as  the  meeting  of  the  rep- 
resentatives from  the  seventeen  county  medical  so- 
cieties to  the  Reference  Committee  of  United  Medical 
Service,  Inc. 

A major  problem  has  been  the  dispute  between  the 
Medical  Society  of  the  County  of  Erie  and  Blue  Shield 
of  Western  New  York.  Efforts  to  arrive  at  a satisfacto- 
ry solution  entailed  a good  many  discussions  and  meet- 
ings, but  were  not  fruitful. 

The  Interspecialty  Committee  meetings  have  been 
more  frequent,  not  only  because  of  the  Relative  Value 
Scale  studies  but  also  because  of  increased  activity  in 
the  areas  of  Peer  Review  and  continuing  medical  edu- 
cation. The  latter  will  coordinate  with  the  respective 
committee  of  the  Medical  Society  of  the  State  of  New 
York. 

Several  articles  have  been  solicited,  edited,  and 
printed  in  our  New  York  State  Journal  of  Medicine  on 
the  subject  of  Workmen’s  Compensation.  Also  articles 
on  the  Occupational  Safety  and  Health  Act  and  others 
on  Workmen’s  Compensation  are  in  process  of  prepara- 
tion for  submission  to  the  Journal. 

The  Director  attended  the  AMA  Meeting  in  San 
Francisco.  Apart  from  the  scheduled  meetings,  he 
spent  a day  at  the  offices  of  the  California  Medical  As- 
sociation Socio-Economics  Bureau  and  came  away 
with  thoughts  for  several  projects  which  might  prove 
valuable  as  services  to  our  members. 

The  Director  attended  the  Society’s  meeting  with 
Senator  Tarky  Lombardi.  Jr.,  of  the  New  York  State 
Legislature,  and  assisted  in  the  preparation  of  the 
report  of  the  conference.  He  has  both  sought  and  given 
advice  to  our  Division  of  Legislation,  regarding  prob- 
lems that  affect  both  divisions. 

Communications  with  members  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  both  by  correspondence 
and  by  telephone,  referring  to  problems  that  relate  to 
this  Division  have  been  heavy. 

Drafts  submitted  by  the  New  York  State  Depart- 
ment of  Insurance  for  implementation  of  the  Full  and 
Fair  Disclosure  Act  (re  health  insurance  policies)  were 
reviewed  and  comments  submitted. 

Lesiglation 

Albany  Operations.  For  the  first  time  in  many 
years,  the  Medical  Society  of  the  State  of  New  York 
had  staff  representation  in  the  halls  of  the  New  York 
State  Legislature,  through  the  activities  of  the  director 
of  the  Division  of  Legislation,  in  the  State  Capitol  dur- 
ing the  entire  1972  Session.  During  the  four  and  one- 
half  months  of  the  Session,  the  director  covered  all  of 
the  207  members  of  the  State  Legislature  (150  Assem- 
blymen; 57  Senators).  This  objective  was  achieved 
through  personal  contacts  with  the  legislators,  their 
secretaries,  legal  counsels,  and  aides,  and  by  visits  to 
the  legislators’  offices.  These  activities  were  very  well 
received  and  were  instrumental  in  gaining  recognition 
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for  MSSNY  in  the  State  Capitol.  The  director  worked 
very  closely  with  our  legislative  counsel  in  Albany,  in 
the  preparation  of  MSSNY’s  position  statements  on 
pending  bills;  and  he  participated  in  the  presentation 
and  discussion  of  these  memoranda  with  members  of 
the  State  Legislature. 

A telephone  answering  service  was  set  up  in  Albany 
and  proved  to  be  a valuable  means  of  communication 
between  the  director  and  the  legislators,  their  staffs, 
county  medical  societies,  and  individual  physicians. 

Capitol  News,  MSSNY  weekly  legislative  bulletin, 
kept  key  physicians  abreast  of  developments  con- 
cerning bills  pending  in  the  legislature.  Nineteen 
issues  were  published. 

Headquarters  Activities.  While  the  director  was 
working  in  Albany,  the  division’s  staff  successfully  car- 
ried on  their  new  and  numerous  functions  through 
daily  telephone  conferences  with  the  director.  The  fol- 
lowing were  among  their  principal  achievements: 

1.  A new  system  for  following  bills  pending  in  the 
State  Legislature  was  developed.  Some  1,300  bills 
were  reviewed,  their  progress  followed  and  their  con- 
tinuously changing  status  noted  by  the  assistant  to 
the  director  on  charts  prepared  and  updated  on  a 
day-to-day  basis. 

2.  Position  statements  on  bills  were  widely 
disseminated  through  the  mails  and  by  feature  arti- 
cles in  Capitol  News.  Seven  memoranda,  accompa- 
nied by  thirty-two  specific  position  statements  of 
MSSNY,  pertaining  to  approximately  75  bills,  in- 
cluding companion  bills,  were  sent  to  every  member 
of  the  New  York  State  Legislature.  This  extensive 
mailing  project  proved  to  be  a most  worthwhile  un- 
dertaking. For  the  first  time,  every  member  of  the 
State  Legislature  received,  in  writing,  the  position  of 
MSSNY  on  key  health  bills.  In  a crucial  debate  on 
the  Senate  Floor,  on  a major  health  bill,  reference 
was  made  to  one  of  MSSNY’s  statements  distributed 
through  this  system. 

3.  Copies  of  these  memos  and  position  state- 
ments were  distributed  by  the  director  to  all  county 
medical  society  legislation  chairmen,  presidents, 
secretaries  and  executive  secretaries,  MSSNY  Panel 
of  Liaison  Physicians,  and  key  officers  of  the  Wom- 
an’s Auxiliary.  Mailing  details  were  capably  super- 
vised by  director’s  secretary. 

4.  Following  the  adjournment  of  the  State  Legis- 
lature, a special  report,  entitled  “7972  HEALTH 
LEGISLATION ” was  prepared  and  widely  distrib- 
uted, particularly  to  the  above  mentioned  mailing  list. 
This  attractive,  inexpensive  brochure  presented  a 
concise  report  on  health  bills  of  major  interest  to  the 
medical  profession,  which  had  been  acted  upon  dur- 
ing the  Session. 

5.  Articles  summarizing  the  legislative  activities 
during  the  Session  were  prepared  for  publication  in 
such  bulletins  as  “New  York  Medicine’’  and  “New 
York  State  Association  of  the  Professions  Lesiglative 
Bulletin,”  as  well  as  for  “News  of  New  York.” 
Committee  Work.  The  Division  worked  with  sever- 
al MSSNY  committees  through  services  rendered  by 

I the  assistant  to  the  director  and  the  clerical  assistant 
who  acted  as  secretary  to  the  various  groups.  This 
work  involved  preparation  for  meetings  through  the 
mailing  of  committee  notices,  announcing  the  meet- 
ings, assisting  the  chairman,  recording  the  actions 
taken  at  the  meetings,  preparing  reports  of  minutes 


and  distributing  them  to  committee  members.  The 
committees  for  which  these  staff  services  were  provided 
included  the  House  Committee  on  Constitution  and 
Bylaws;  the  Ad  Hoc  Committee  to  Study  Professional 
Medical  Liability  Insurance  and  the  Council  Commit- 
tee on  Research  and  Planning.  In  keeping  with  past 
practice,  similar  services  were  rendered  to  the  Council 
Committees  on  State  and  Federal  Legislation. 

Legal  Memoranda.  Following  adjournment  of  the 
1972  Session  of  the  State  Legislature,  the  Division  de- 
voted much  time  to  legal  research  and  preparation  of 
legal  memoranda.  This  project  was  carried  on  by  the 
assistant  to  the  director  under  the  supervision  of  the 
director.  Some  of  these  memoranda  were  byproducts 
of  servicing  the  State  Medical  Society’s  committees. 
For  example,  one  memorandum  was  on  the  “Affect  of 
the  Not-For-Profit  Corporation  Law  on  the  Constitu- 
tion and  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York.”  As  a result  of  this  memorandum,  which 
was  submitted  to  legal  counsel  for  approval,  steps  will 
be  taken  by  MSSNY  to  bring  the  Constitution  and  By- 
laws and  other  phases  of  State  Medical  Society  activity 
into  conformity  with  the  existing  statutes. 

Memoranda  were  also  prepared  on  subjects  not  di- 
rectly related  to  State  Medical  Society  activities  but 
upon  request  from  county  medical  societies.  This  type 
of  work  included  preparation  of  a legal  memorandum 
on  the  subject  of  “Lay  Representation  on  County  Med- 
ical Society  Grievance  Committees.” 

Special  Assignments.  The  director  and  assistant  to 
the  director  carried  on  the  following  special  assign- 
ments: 

1.  Maintained  continuing  liaison  with  the  Senate 
Health  Committee,  headed  by  Senator  Tarky  Lom- 
bardi, Jr.,  in  regard  to  the  Senator’s  conferences  on 
control  of  hospital  costs.  This  project  included  par- 
ticipation in  meeting  held  on  August  7,  1972,  in  Al- 
bany, with  the  Senator,  his  staff  and  key  MSSNY  of- 
ficials; and  the  preparation  of  a statement  of 
MSSNY’s  position  at  the  meeting.  In  addition,  a 
detailed  statement  setting  forth  MSSNY’s  replies  to 
questions  asked  by  Senator  Lombardi  in  regard  to 
control  of  hospital  costs  was  prepared.  This  state- 
ment was  presented  at  the  Executive  Conference 
conducted  by  the  Senate  Health  Committee  in  New 
York  City,  September  15,  1972,  by  the  MSSNY  Pres- 
ident-Elect. 

2.  The  director  presented  MSSNY’s  views  on  leg- 
islation at  the  Legislation  Conference,  Board  of  Re- 
gents, State  of  New  York,  in  Albany  on  September 
12,  1972. 

3.  The  director  conferred  with  representatives  of 
the  pharmaceutical  industry  and  the  State  Health 
Department  in  regard  to  the  recently  enacted  statute 
providing  for  triplicate  prescriptions. 

4.  The  director  prepared  and  distributed  a 
memorandum  to  all  county  medical  society  legisla- 
tion chairmen,  presidents,  secretaries,  and  executive 
secretaries  urging  support  of  an  amendment  by  Sen- 
ator Peter  H.  Dominick  to  include  foundations  on  a 
parity  with  Health  Maintenance  Organizations  in 
Senator  Edward  M.  Kennedy’s  HMO  Bill  (S.3327). 

Participation — Meetings.  The  director  participat- 
ed in  numerous  conferences  and  meetings  throughout 
the  year.  Prominent  among  these  activities  were  the 
following,  in  which  the  director: 

1.  Conferred  with  Senator  Tarky  Lombardi,  Jr., 
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Chairman,  Senate  Health  Committee,  in  his  Albany 
office,  in  regard  to  malpractice  problems.  William 
F.  Martin,  Esq.,  legal  counsel  and  members  of  the 
legislative  counsel  staff  participated. 

2.  Assisted  the  President-Elect  in  the  preparation 
and  presentation  of  testimony  at  public  hearing, 
New  York  City,  conducted  by  HEW  Advisory  Com- 
mission on  Medical  Malpractice,  February  26. 

3.  Discussed  MSSNY’s  legislation  program  at  a 
meeting  of  Monroe  County  Medical  Society  with  the 
local  State  legislators,  Rochester,  March  16. 

4.  Addressed  a meeting  of  Jefferson  County 
Medical  Society  with  the  local  Bar  Association  and 
Woman’s  Auxiliary,  Watertown,  March  21.  Topic 
was  "MSSNY’s  State  Legislation  Program  for  1972.” 

5.  Outlined  MSSNY’s  State  legislation  program 
at  meeting  of  Medical  Society  of  the  County  of 
Westchester  with  local  State  legislators,  Purchase, 
New  York,  April  7.  The  assistant  to  the  director 
also  participated. 

6.  Represented  the  Executive  Vice-President  at 
the  Conference  on  Family  Planning  in  New  York 
State,  DeWitt  Clinton  Hotel,  Albany,  April  17  and 
18. 

7.  Acted  as  MSSNY’s  representative  at  signing 
of  bills  by  the  Governor  at  his  Albany  and  New  York 
City  offices  on  three  occasions.  These  involved  the 
signing  of  the  newly  enacted  Minor’s  Consent  Law; 
Home  Health  Care  Law;  and  Nursing  Definition 
Law. 

Research  Projects.  In  addition  to  supplying  infor- 
mation in  response  to  requests  received  as  part  of  rou- 
tine activities  of  the  Division,  several  special  projects 
requiring  time  and  research  were  undertaken  in  order 
to  provide  adequate  answers  to  the  requests  received. 
These  projects,  for  example,  involved  preparation  of 
indepth  replies  to  requests  received  from  the  Nebras- 
ka State  Medical  Association  and  the  Tennessee  Medi- 
cal Association  concerning  New  York  law  and  regula- 
tions pertaining  to  a “Certificate  of  Need”  for  con- 
struction of  new  hospital  facilities  in  New  York  State. 
These  activities  also  included  compilation  of  materi- 
als regarding  provisions  of  the  Federal  Wage  and  Price 
Control  Law  and  regulations  which  pertain  to  the  prac- 
tice of  medicine. 

Public  Affairs. 

The  following  were  the  activities  of  this  Division  in 
March  and  April: 

The  Venereal  Disease  guidelines,  produced  by  the 
Committee  on  Preventive  Medicine,  were  distributed 
via  news  releases.  Stories  were  used  by  the  Associated 
Press  and  United  Press  International.  We  generated  a 
good  deal  of  press  throughout  the  state. 

We  participated  in  the  Public  Relations  Committee 
meeting.  It  was  at  this  conference  that  we  viewed  the 
Sony  video  tape  equipment  which  is  being  given  con- 
sideration for  use  at  our  area  conferences,  as  well  as  a 
modern  communication  vehicle. 

We  wrote  an  article  for  the  May  issue  of  the  News  of 
New  York  (quoting  our  President),  encouraging 
MSSNY  members  to  respond  to  the  AMA  membership 
survey. 

We  produced  letters,  in  cooperation  with  Max  N. 
Howard.  M.D.,  Director  of  Medical  Services,  which 
were  sent  to  Blue  Shield,  protesting  the  release  of  in- 


formation to  an  AP  correspondent,  and  suggesting  that- 
we  should  develop  a method  whereby  “medicine”  could 
be  advised  of  anything  released  to  the  media. 

We  wrote  to  the  AMA  requesting  a breakdown  of  the 
response  of  the  New  York  membership  to  their  survey. 

One  of  the  most  effective  and  important  public  rela- 
tions efforts  of  the  division  is  the  Medical  Society 
Health  Shows,  which  are  touring  the  State,  visiting  ju- 
nior and  senior  high  schools  and  college  campuses. 

As  indicated  by  the  letters,  schools  and  students  are 
appreciative  of  our  efforts.  We  are  creating  good  pub- 
lic and  professional  relations  benefits  through  newspa- 
pers, television,  and  radio.  We  are  continuing  to  refine 
and  improve  the  program.  We  are  doing  everything 
possible  to  find  a source  of  funds  so  that  we  can  con- 
tinue this  program  at  less  expense  to  the  State  Medical 
Society. 

In  May,  the  editor  of  News  of  New  York  resigned, 
effective  June  2.  Sylvia  Fung  Chin  was  designated 
acting  editor  and  assumed  her  responsibilities  during 
the  second  two  weeks  of  May. 

The  director  contacted  the  New  York  State  Jaycees, 
Inc.,  regarding  the  possibility  of  a joint  effort  for  the 
continued  education  of  high  school  students  regarding 
venereal  disease. 

The  manager  of  our  Department  of  Information 
worked  extensively  with  the  Student  AMA  on  their 
MECO  (summer  hospital  work)  project.  Final  results 
proved  that  it  was  worthwhile,  as  reports  from  physi- 
cians, hospitals,  and  students  involved  indicated  our 
efforts  were  greatly  appreciated. 

The  director  attended  the  Blue  Cross  Conference  for 
Providers,  in  Albany  on  June  6. 

He  continued  a series  of  meetings  for  the  production 
of  an  exhibit  which  graphically  shows  how  MSSNY 
serves  its  members.  This  exhibit  will  be  produced  for 
the  1973  annual  meeting. 

The  director  attended  the  AMA  convention  in  San 
Francisco  as  staff  assistant  to  the  delegation. 

During  June,  calls  and  letters  to  our  Department  of 
Information  on  the  subject  of  acupuncture  increased 
substantially  in  volume. 

In  July  the  assistant  director  attended  a press  re- 
ception for  Carl  A.  Hoffman,  M.D.,  President  of  the 
American  Medical  Association,  at  which  he  made  con- 
tact with  The  New  York  Times  and  Medical  Opinion 
Magazine.  At  this  reception,  he  was  asked  to  arrange 
a press  conference  for  Dr.  Hoffman  on  August  11.  on  the 
latter’s  return  from  Europe. 

He  provided  a description  of  MSSNY’s  stand  on 
abortion  (and  a list  of  the  various  referral  methods 
used  by  county  medical  societies  in  New  York  City)  to 
the  Metropolitan  Better  Business  Bureau.  For  use  by 
the  continued  VD  education  project,  he  made  contact 
with  sports  and  music  celebrities  regarding  radio  and 
TV  spot  announcements  concerning  venereal  disease. 

The  manager  of  the  VD  Education  Exhibits  present- 
ed an  educational  presentation  on  VD  to  the  Odyssey 
House  management  and  communicants.  This  was 
given  publicity  in  local  newspapers. 

The  assistant  director  arranged  for  a staff  attorney  of 
Medical  Economics  magazine  and  AMA  Division  of 
Medical  Practice  Staff  members  to  participate  in  our 
projected  1972-73  area  conferences. 

The  director  met  with  the  Board  of  Directors  of  the 
New  York  State  Jaycees  on  August  7 in  Canastota.  On 
August  18,  he  made  a presentation  on  VD  at  the  annu- 


1432  New  York  State  Journal  of  Medicine  / June  1,  1973 


al  convention  of  the  New  York  State  Jaycees  in  Bing- 
hamton. 

On  August  28-29,  he  was  a speaker  at  the  AMA 
Communications  Clinic  in  Chicago,  where  he  made  a 
presentation  on  MSSNY’s  VD-prevention  education 
program.  Several  requests  for  duplicate  materials 
have  been  received  from  other  states  and  counties  as  a 
result  of  this  clinic. 

The  assistant  director  arranged  a second  press  con- 
ference for  AMA  President,  Carl  A.  Hoffman,  M.D.,  at 
the  Waldorf-Astoria  on  August  11.  He  also  planned  a 
personal  interview  with  Dr.  Hoffman  for  Nancy  Hicks 
of  The  New  York  Times.  Among  members  of  the  16 
news  media  in  attendance,  were  the  New  York  Daily 
News,  the  Associated  Press , the  New  York  Post  and 
The  New  York  Times.  The  Daily  News  and  The  New 
York  Times  each  ran  two-column  stories  on  Dr.  Hoff- 
man’s conference. 

The  manager  of  the  Department  of  Information  com- 
menced promotion  of  the  1972  Albion  O.  Bernstein, 
M.D.,  award  competition. 

Promotion  of  the  President’s  Conference  for  County 
Medical  Society  Presidents  was  begun  in  August.  The 
conference  was  held  at  State  Society  Headquarters  on 
September  26. 

Budget  and  Finance 

On  January  1,  1972,  the  Division  of  Budget  and  Fi- 
nance was  formed  with  a director  in  charge.  This  ac- 
tion was  taken  because  it  was  necessary  to  place  spe- 
cial emphasis  on  the  finances  of  the  State  Medical  So- 
ciety, due  to  the  ever-increasing  cost  of  doing  business, 
and  because  of  a rapidly  depleting  surplus. 

The  Division  of  Budget  and  Finance  works  closely 
with  the  accounting  department  (business  division), 
the  latter  being  responsible  for  receipt  and  bank  depos- 
its of  all  State  Society  income,  payment  of  bills,  and 
recording  of  these  transactions  in  appropriate  account- 
ing books  and  ledgers.  The  Division  of  Budget  and 
Finance  then  analyzes  these  transactions,  and  prepares 
periodical  financial  statements  to  the  Council  and 
Board  of  Trustees. 

Also,  this  division  is  responsible  for  compiling  the 
initial  financial  data  to  be  used  in  preparation  of  the 
annual  budget  estimate — which,  before  submission  to 
the  Committee  on  Budget  and  Finance,  is  reviewed  by 
the  division  directors,  a special  executive  staff  commit- 
tee and  the  Executive  Vice-President.  The  budget  es- 
timate usually  is  ready  for  the  Council’s  approval  at 
the  November  meeting. 

In  addition  to  the  above,  the  Committee  on  Budget 
and  Finance  meets  regularly  every  three  months  to  re- 
view the  budgetary  experience  and  to  make  revisions,  if 
necessary. 

Business 

Advertising  Sales — Journal.  Gross  billings  for  the 
first  eight  months  of  1972  totalled  $172,706,  as  com- 
pared with  gross  billings  of  $193,274  for  the  same  peri- 
od in  1971,  a decrease  of  $20,568. 

There  have  been  a number  of  explanations  given  for 
this  decline.  An  important  one  is  that  many  pharma- 
i ceutical  houses  have  been  committing  their  advertising 
dollars  to  more  sophisticated  selling  tools  for  their  de- 
tailment,  i.e.,  films  and  other  visual  aids;  cassette  tape 
recordings  to  aid  in  diagnosis  and  treatment  of  specific 
conditions;  as  well  as  independently  produced  books 
and  programmed  instruments.  The  companies  accord- 


ingly, have  cut  back  journal  advertising  to  a minimum 
in  order  to  pay  for  the  other  programs. 

Of  course,  the  decrease  in  advertising  revenue  has 
not  been  confined  to  our  Journal.  The  independently 
produced  publication,  Medicare  Report  of  August  16, 
1972,  observed  the  following:  “AMA’s  14  publications 

taking  advertising  shellacking  for  first  six  months  1972. 
Dropped  from  $5.5  million  to  $4.5  million.  Biggest  los- 
ers, American  Medical  News,  General  Psychiatry  Ar- 
chives, each  off  40  per  cent.” 

Despite  the  various  reasons  given  for  the  lowered 
Journal  advertising  revenue,  we  are  not  satisfied  that 
they  are  the  only  ones  causing  the  drop  in  income.  We 
believe  that  it  would  be  an  over-simplification  of  the 
problem  to  allocate  all  the  responsibility  for  the  decline 
to  the  previously  mentioned  factors.  It  is  our  consid- 
ered judgment  that  we  have  not  been  receiving  the 
necessary  productivity  and  incentive  required  under 
our  present  system  of  soliciting  advertising  for  our 
Journal.  Therefore,  we  have  been  exploring  various 
proposals  to  retain  an  independent  agency  to  obtain 
the  advertising.  We  believe  that  there  can  be  consid- 
erable economies  realized  under  such  an  arrangement, 
since  it  will  no  longer  be  necessary  to  pay  for  fringe 
benefits  (medical  care  insurance,  social  security,  and  so 
forth)  and  the  business  expenses  of  our  present  adver- 
tising representatives,  in  addition  to  their  sales  com- 
missions. One  of  the  offers  is  to  sell  advertising  space 
in  our  Journal  as  part  of  a package  which  would  in- 
clude other  “key  medical  markets”  in  the  Midwest  and 
Far  West. 

There  will  be  more  details  of  this  proposed  new  ar- 
rangement at  a later  date. 

Advertising  Sales — Technical  Exhibits.  On  Au- 
gust 14,  1972,  the  prospectus  for  the  1973  annual  con- 
vention was  mailed  to  approximately  800  prospective 
exhibitors.  We  have  provided,  in  Albert  Hall  of  the 
Americana  Hotel,  a total  of  100  technical  exhibit 
spaces,  measuring  on  the  average  10’  X 8',  as  well  as 
three  table  spaces.  In  addition,  we  have  planned  for 
approximately  35  scientific  exhibit  spaces  immediately 
adjacent  to  the  technical  exhibit  area. 

At  the  time  of  the  preparation  of  this  report,  we  have 
on  hand  signed  applications  for  38  technical  exhibit 
spaces;  and  we  anticipate  that  the  majority  of  spaces 
will  be  contracted  for  by  the  opening  of  the  annual 
convention. 

Membership — Directory  Department.  Distribu- 
tion to  members  of  Volume  LIII.  of  the  Medical  Direc- 
tory of  New  York  State  began  in  November,  1971,  and 
was  substantially  completed  by  April,  1972. 

Individual  sales  of  the  Directory  to  nonmembers,  at 
a unit  cost  of  $30  per  copy,  amounted  to  $90,186.50,  as 
of  September.  There  is  a continuing  demand  for  the 
directory  from  many  sources. 

We  are  in  the  early  stages  of  preparation  of  the  next 
edition  of  the  Directory  which  we  plan  to  publish  in 
the  Fall  of  1973.  A newly  designed  automated  bio- 
graphical and  professional  information  form  was 
mailed,  in  September,  to  all  doctors  of  medicine  li- 
censed in  New  York,  nonmembers  as  well  as  members. 
All  hospitals  throughout  the  State  have  been  requested 
to  submit  their  current  medical  staff  lists.  A procedure 
has  been  worked  out  with  the  hospitals  so  that  they 
advise  us  on  a regular  basis,  right  up  to  the  final  pub- 
lication deadline,  of  changes  in  their  staffs.  In  ad- 
dition, the  various  colleges  and  specialty  societies  have 
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been  requested  to  supply  us  with  rosters  of  members 
practicing  in  New  York  State  so  that  our  records  are 
completely  accurate. 

Pointing  up  the  value  of  our  Directory  is  the  fact 
that  it  is  the  only  readily  available  authoritative  listing 
of  all  doctors  of  medicine  licensed  in  New  York  State. 
The  New  York  State  Education  Department,  alleged- 
ly for  reasons  of  economy,  has  discontinued  issuance  of 
the  Bulletin  of  Registered  Physicians  of  New  York 
State  and  has  no  plans  to  resume  publication  in  the 
foreseeable  future.  Also,  the  AMA  issued  its  American 
Medical  Directory  in  1969;  and  has  not  announced 
when  the  next  edition  will  be  published. 

The  Membership  Department’s  processing  of  dues  is 
current;  and  notices  have  been  sent  to  delinquent 
members  advising  them  that  they  have  been  dropped 
from  membership  for  non-payment  of  dues. 

We  have  contacted  all  component  county  medical  so- 
cieties requesting  information  for  inclusion  in  the  auto- 
mated CAPIS  (Central  Automated  Physicians  Informa- 
tion System)  dues  billing  procedures. 

Beginning  November  1,  1972,  the  American  Medical 
Association  will  assume  payment  of  the  membership 
record  area  services  supplied  to  us  by  Fisher-Stevens, 
Inc.,  under  the  CAPIS  program.  In  exchange  for  the 
payment  of  these  services  by  the  American  Medical 
Association,  we  will  waive  the  1 per  cent  dues  collec- 
tion commission  which  has  been  provided  to  the  Soci- 
ety in  the  past  for  collecting  and  processing  AMA  dues. 
However,  the  Society  will  continue  to  pay  the  county 
medical  societies  the  one-half  per  cent  AMA  dues  col- 
lection commission  as  in  the  past.  The  savings  of  the 
Society  inherent  in  AMA  assuming  financial  re- 
sponsibility for  the  CAPIS  system  will  more  than 
cover  the  one-half  per  cent  commission. 

MISCELLANEOUS 

I.  We  must  remind  you  that  the  dues  for  1973 — by 
unanimous  vote  of  the  House  of  Delegates — are: 

Active  Membership  $100.00 

Junior  Membership  33.00 

In  response  to  a number  of  inquiries,  we  wish  to  call 
your  attention  to  the  following: 

The  Economic  Price  Stabilization  Department  of 
the  Internal  Revenue  Service  has  advised  us  that 
membership  dues  paid  to  non-profit  income  tax  ex- 
empt organizations,  such  as  the  Medical  Society  of 
the  State  of  New  York,  are  exempt  from  the  econom- 
ic controls  presently  in  effect  and  are  not  subject  to 
the  “price”  restrictions  imposed  on  wages,  fees,  com- 
modity prices,  etc. 


II.  Following  are  dues  of  the  various  State  Societies 
for  1973: 


Alabama 

$ 75.00 

Alaska 

200.00 

Arizona 

120.00 

Arkansas 

110.00 

California 

110.00 

Colorado 

130.00 

Connecticut 

70.00 

Delaware 

140.00 

District  of  Columbia 

145.00 

Florida 

75.00 

Georgia 

100.00 

Hawaii 

Idaho 

150.00 

Illinois 

130.00 

Indiana 

100.00 

Iowa 

150.00 

Kansas 

100.00 

Kentucky 

130.00 

Louisiana 

85.00 

Maine 

100.00 

Maryland 

100.00 

Massachusetts 

85.00 

Michigan 

135.00 

Minnesota 

125.00 

Mississippi 

100.00 

Missouri 

75.00 

Montana 

120.00 

Nebraska 

100.00 

Nevada 

150.00 

New  Hampshire 

95.00 

New  Jersey 

60.00 

New  Mexico 

105.00 

New  York 

100.00 

North  Carolina 

95.00* 

North  Dakota 

150.00 

Ohio 

65.00 

Oklahoma 

100.00 

Oregon 

115.00 

Pennsylvania 

100.00 

Rhode  Island 

100.00 

South  Carolina 

75.00 

South  Dakota 

125.00 

Tennessee 

80.00 

Texas 

70.00 

Utah 

115.00 

Vermont 

80.00 

Virginia 

60.00 

Washington 

127.00 

West  Virginia 

100.00 

Wisconsin 

145.00 

Wyoming 

125.00 

III.  At  its  March  23,  1972, 

meeting,  the  Council 

adopted,  as  a matter  of  policy,  a resolution  directing 
that  all  future  commission  and  committee  meetings  be 
held  at  our  Headquarters  Building,  420  Lakeville  Road, 
Lake  Success,  New  York  11040.  Meetings  may  be  held 
elsewhere  only  with  the  express  permission  of  the 
Council. 

IV.  Governor  Nelson  A.  Rockefeller  has  reappointed 
your  Executive  Vice-President  to  the  State  Hospital 
Review  and  Planning  Council. 

V.  We  have  received  the  following  communication 
from  William  F.  Martin,  Esq.,  our  counsel: 

I was  called  last  week  and  told  that  a number  of 
doctors  in  New  York  State  have  misgivings  about 
treating  minors  for  venereal  disease,  and  that  Doctor 
Fineberg  would  like  me  to  render  an  opinion  with 
reference  to  the  same. 

The  New  York  Public  Health  Law  spells  out  quite 
clearly  that  “Physicians  may  treat  minors  for  venere- 
al disease  without  consent  or  knowledge  of  parent  or 
guardian.” 

There  is  a very  thoughtful  article  entitled  “Minors’ 
Rights  to  Medical  Care,”  which  appears  in  a recent 
Symposium  entitled  Medical  Care  and  the  Law. 
published  in  the  Albany  Law  Review,  Volume  36. 
No.  3,  1972.  There  is  a good  deal  of  information 

*Plus  $50  per  year  for  five  years  for  building 
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about  the  treatment  of  minors  as  it  is  effected  by 
legislation  in  the  various  states.  On  the  particular 
subject  of  treatment  of  minors  without  parental  con- 
sent for  venereal  disease,  Harriet  F.  Pilpel  says,  and 
I quote,  “Of  the  statutes  designed  to  permit  treat- 
ment of  a specific  condition,  the  most  widely  adopt- 
ed are  the  venereal  disease  statutes.  Two  years  ago 
only  eight  states  specifically  provided  that  minors 
could  consent  to  medical  examination  and  treatment 
of  venereal  disease.  Today,  the  table  of  state  legis- 
lation shows  that  this  is  the  rule  in  at  least  44  states, 
including  New  York.  These  laws  were,  of  course,  en- 
acted to  stem  the  epidemic  of  communicable  venere- 
al diseases,  and  afford  a solution  to  the  problem  ot 
medical  care  only  in  that  area.” 

It  would  be  my  thought  that  a physician  could, 
with  the  utmost  safety  so  far  as  any  fear  of  legal  con- 
sequence is  concerned,  treat  a minor  without  paren- 
tal consent  as  provided  by  the  law.  However,  this 
does  not  mean  that  he  is  not  subject  to  the  rules 
which  effect  medical  treatment  for  any  condition,  to 

Iwit,  that  he  must  do  so  in  accordance  with  the  stan- 
dards of  proper  practice.  In  the  situation  we  are  dis- 
cussing, this  would  require  that  before  any  medica- 
tion is  administered,  questions  be  asked  of  the  pa- 
tient as  to  whether  or  not  he  or  she  has  had  any  pre- 
vious allergic  reaction  to  the  medication  which  is  in- 
tended to  be  given.  For  instance,  should  there  be  a 
well-accepted  tolerance  test  before  a specific  medica- 
tion is  given,  such  should  be  performed  on  any  pa- 
tient, whether  adult  or  minor.  Also,  if  following  the 
administration  of  the  medication,  an  untoward  reac- 
tion is  possible,  even  if  rare,  then  it  is  important  to 
keep  the  patient  in  the  office,  or  clinic,  or  hospital, 
long  enough  so  that  every  palliative  measure  can  be 
taken  to  reverse  shock.  If  antidotes  and/or  oxygen 
have  proven  to  be  useful  at  such  a time,  then  a phy- 
sician must  have  them  on  hand. 

VI.  It  has  come  to  our  attention  that  some  taxicab 
drivers  at  the  various  airports  have  refused  to  take  pas- 
sengers to  our  Headquarters  in  Lake  Success  or  have 
charged  exorbitant  fares  allegedly  because  it  is  just 
outside  the  limits  of  New  York  City  in  Nassau  County. 

We  have  just  learned  that  the  New  York  City  Taxi 
and  Limousine  Commission’s  rule  requiring  taxicab 
drivers  to  transport  passengers  to  destinations  outside 
the  city  has  recently  been  upheld  by  the  courts. 

The  rule  prohibits  drivers  on  duty  from  refusing  to 
take  passengers  to  Westchester  and  Nassau  Counties 
and  to  Newark  Airport  unless  they  have  been  working 
for  eight  hours  and  can  find  another  cab  to  make  the 
run. 

(Rates  for  such  trips  are  fixed  at  twice  the  meter 
! charge,  plus  all  bridge,  tunnel  and  ferry  tolls  to  and 
from  the  destination. 

As  a practical  matter,  we  suggest  to  our  members 
i that,  if  they  do  not  find  it  convenient  to  take  the  Long 
Island-Airport  Limousine  Service  Corporation  cars 
from  the  various  airports — which  will  drop  you  right  at 
our  building — that  they  request  the  cab  driver  to  drive 
them  to  Long  Island  Jewish  Medical  Center,  270-05 
76th  Avenue.  The  Medical  Center  lies  largely  within 
. the  Borough  of  Queens,  New  York  City,  and  thus  only 
! the  fare  actually  shown  on  the  meter  has  to  be  paid.  It 
i is  less  than  a five-minute  walk  from  the  Medical  Cen- 
> ter  to  our  Headquarters  Building. 

For  those  members  wishing  to  come  to  Headquarters 


by  train  from  midtown  Manhattan,  we  suggest  that 
they  take  the  Port  Washington  branch  of  the  Long 
Island  Railroad  from  Pennsylvania  Station  to  Great 
Neck.  The  train  trip  takes  between  twenty-five  (25) 
and  thirty-five  (35)  minutes  and  there  is  an  approxi- 
mately ten-minute  taxicab  ride  from  the  railroad  sta- 
tion to  our  Building. 

VII.  I know  that  you  will  be  interested  in  the  fol- 
lowing article  which  appeared  in  California  Medical 
Association  News  (August  1972): 

A CMA  NEWS  SPECIAL  REPORT  ON  PHYSI 
CIANS’  UNIONS:  WHAT  THEY  ARE  ...  RE- 
CENT DEVELOPMENTS  . . . LEGAL  ASPECTS. 

Last  November,  a letter  to  American  Medical  News 
from  a San  Francisco  physician  concluded  with  the 
statement:  “I,  for  one,  will  continue  to  treat  with- 

out charge  my  share  of  those  who  need  my  services 
and  cannot  pay,  to  teach  without  compensation  the 
next  generation  of  my  fellow  doctors,  and  to  be  the 
most  conscientious  doctor  that  circumstances  will 
allow.  But  I’m  for  trading  my  badge  of  virtue  for  a 
union  dues  book.” 

In  the  months  following  this  letter,  the  topic  of 
unions  for  physicians  has  been  a recurring  theme  in 
the  press.  An  article  in  Medical  World  News  offers 
one  explanation  of  why  some  physicians  are  now  in- 
terested in  unionization.  “In  the  seven  years  since 
the  AMA  lost  its  fight  against  Medicare,  doctors  who 
felt  convinced  that  economic  and  political  pressures 
on  private  practice  would  sooner  or  later  become  un- 
bearable have  groped  for  ways  to  organize  and  con- 
front third  parties  with  collective  strength.” 

There  is  no  doubt  that  physicians  in  various  parts 
of  the  country  are  seeking  ways  and  means  to  bolster 
their  ability  to  resist  unwanted  government  en- 
croachments. There  is  also  no  doubt  that  the  suc- 
cess of  trade  union  members  in  improving  their 
working  conditions  and  wages  through  collective  bar- 
gaining poses  an  attractive  thought  to  physicians 
seeking  an  “escape”  from  political  domination.  A 
sampling  of  the  articles  in  the  press  on  this  subject 
reveals  a growing  list  of  organizations  entering  this 
field.  The  April  3 issue  of  American  Medical  News 
reports  that  30  Las  Vegas  physicians  have  formed  the 
nation’s  first  labor-affiliated  union  of  physicians  in 
private  practice:  the  Nevada  Physicians  Union 

Local  676  of  the  Service  Employees  International 
Union,  AFL-CIO.  A recent  edition  of  the  San  Fran- 
cisco Chronicle  notes  that  some  200  Bay  Area  physi- 
cians attended  the  first  meeting  of  the  Union  of 
American  Physicians  in  San  Francisco. 

The  Wall  Street  -Journal  of  March  6 discusses  ef- 
forts by  interns  and  residents  in  California  and  Chi- 
cago to  form  unions,  noting  that  the  Chicago  group  is 
considering  affiliation  with  the  AFL-CIO’s  Amalga- 
mated Meat  Cutters  and  Butcher  Workmen  of  North 
America.  A nationally  chartered  organization  called 
the  American  Physician’s  Guild,  with  headquarters 
in  Florida  and  branches  in  five  states,  the  American 
Medical  News  reports,  is  urging  a nationwide  cam- 
paign to  have  physicians  form  “union-type”  associa- 
tions. The  April  14  issue  of  Medical  World  News 
features  an  article  titled  “Doctors’  New  Bag  Out 
West  is  Unionism”  and  adds  two  additional  organi- 
zations to  those  mentioned  above,  the  San  Antonio- 
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based  American  Physicians  Union  and  the  Massa- 
chusetts Federation  of  Physicians. 

Taken  together,  these  and  similar  articles  raise 
fundamental  questions  for  the  medical  profession. 
They  also  present  the  reader  with  a veritable  jungle 
of  conflicting  information  and  opinions.  As  a result, 
CMA  feels  that  a thorough  and  factual  examination 
of  the  physicians’  union  concept  is  called  for. 

What  exactly  is  a “union”?  With  all  the  recent 
discussion  of  unions  and  “union-type”  organizations 
for  physicians,  some  particularly  basic  questions  often 
have  been  overlooked:  Exactly  what  constitutes  a 

union?  Who  may  form  a union?  What  are  a union’s 
powers — both  in  regard  to  its  members  and  in  nego- 
tiating? In  the  United  States,  the  answers  to  these 
questions  have  been  spelled  out  in  legislation  and 
legal  decisions  over  the  years. 

In  law,  a “union”  or  “trade  union”  is  an  associa- 
tion of  (1)  employees  having  a common  employer;  or 
(2)  employees  whose  employers  are  engaged  in  a 
common  industry;  or  (3)  employees  whose  employers 
hire  people  in  a specific  trade  or  occupation.  In 
each  instance,  the  relationship  of  employer-employee 
must  be  involved.  These  organizations  of  employees 
have  been  given  legal  recognition  to  permit  collective 
bargaining  for  the  purpose  of  improving  such  terms 
and  conditions  of  employment  as  wages,  working  en- 
vironment and  fringe  benefits. 

The  weapons  that  unions  have  to  enforce  their  bar- 
gaining demands  are  those  of  strike,  threat  of  strike, 
or  boycott.  In  connection  with  collective  bargaining 
for  improved  terms  of  employment,  the  law  sanctions 
strikes  and,  under  some  circumstances,  boycott. 
Certain  types  of  boycotts,  such  as  secondary  boy- 
cotts, are  illegal. 

What  are  a union’s  powers  in  regard  to  its  mem- 
bers? In  its  1959  decision  in  the  case  of  Chavex  vs. 
Sargent,  the  California  Supreme  Court  quoted  the 
following  statement  of  the  relationship  between  a 
union  and  its  members:  “First  a union  in  collective 

bargaining  acts  as  the  representative  of  every  worker 
within  the  bargaining  unit.  It  speaks  for  him,  makes 
choices  of  policies  which  vitally  affect  him,  and  ne- 
gotiates a contract  which  binds  him.  His  wages,  his 
seniority,  his  holidays,  and  even  his  retirement  are 
all  governed  by  this  contract  which  becomes  the 
basic  law  of  his  working  life.  The  union  in  bargain- 
ing helps  make  laws;  in  processing  grievances  acts  to 
enforce  those  laws;  and  in  settling  grievances  helps 
interpret  and  apply  those  laws.  It  is  the  worker’s 
economic  legislature,  policeman,  and  judge.  The 
union,  in  short,  is  the  worker’s  industrial  govern- 
ment. The  union’s  power  is  the  power  to  govern  the 
working  lives  of  those  for  whom  it  bargains,  and  like 
all  governing  power  should  be  exercised  democrati- 
cally.” 

As  this  decision  clearly  states,  a union  exercises  con- 
siderable power  over  the  lives  of  its  members.  Fur- 
thermore, the  courts  have  made  it  quite  clear  that 
members  are  committed  to  abide  by  union  policies, 
whether  they  agree  or  not.  A good  illustration  of 
this  is  the  case  of  Cecil  B.  de  Mille,  who  was  ousted 
from  a union  for  refusing  to  pay  a $1  levy  for  political 
activities.  As  a matter  of  principle,  de  Mille  fought 
the  case  all  the  way  to  the  Supreme  Court  and  lost. 

Within  the  narrow  framework  allowed  unions, 


these  organizations  of  employees  have  been  granted 
certain  exemptions  from  the  anti-trust  laws. 

What  do  these  legal  points  mean  for  physicians’ 
unions?  A recent  letter  to  physicians  calling  upon 
them  to  form  a “union”  states:  “It  has  been  argued 
that  by  descending  into  the  arena  of  collective  bar- 
gaining we,  as  doctors  of  medicine,  will  lose  our 
mantle  of  professionalism.  We  have  only  to  look  to 
our  younger  colleagues  who,  in  spite  of  their  as-yet 
untarnished  idealism,  have  organized  and  won  a de- 
cent wage  for  interns  and  house  officers.” 

Elsewhere,  the  same  letter  states:  “Without  delv- 
ing too  deeply  into  the  laws  of  economics  it  is  easy  to  I 
see  that  the  physician  has  long  ceased  to  be  an  inde-  I 
pendent  entrepreneur  and  has  in  fact  become  an  em- 
ployee, either  of  insurance  companies  or  of  the  gov-  1 
ernment.” 

These  statements  raise  a significant  legal  point  j 
and  one  basic  to  any  discussion  of  physicians’  unions,  i 
That  is  a clear  distinction  exists — as  far  as  labor  law  , 
is  concerned — between  physicians  who  are  employees  ; 
and  private-practice  physicians  who  are  self-em-  | 
ployed. 

For  the  purposes  of  clarification,  “employer”  I 
might  be  defined  generally  as  one  who  engages  the  i 
services  of  another  person  or  persons  for  wages  or  sal-  I 
ary,  “employee”  as  one  who  works  for  wages  or  salary  J 
in  the  service  of  an  employer  and  “employer-em-  ii 
ployee  relationship”  as  the  basis  under  which  the 
employer  compensates  the  employee  for  his  work. 
Physicians  who  are  truly  employees  usually  work  for 
wages  or  salaries.  Their  time  is  not  their  own.  By  : 
the  terms  of  their  employment,  they  are  required  to 
perform  the  employer’s  work  during  specified  hours. 
While  so  engaged,  these  physicians  are  furthering  the 
business  of  their  employer. 

Physicians  who  are  compensated  on  a salaried 
basis  may,  like  any  other  employees,  form  a union 
for  the  purpose  of  dealing  with  their  employers. 
Several  examples  may  be  cited  of  existing  unions 
which  represent  physicians  employed  by  hospitals  or 
by  such  industries  as  the  railroads.  When  this  type 
of  group  negotiates  for  wages,  it  is  called  collective 
bargaining,  is  exempted  from  anti-trust  action  and  is 
legal. 

However,  the  great  majority  of  practicing  physi-  i 
cians  are  defined  as  “self-employed”  under  the  law. 
Deriving  their  income  on  a fee-for-service  or  capita- 
tion basis,  they  are  independent  contractors  and  as 
such  are  subject  to  anti-trust  laws.  The  Clayton 
Act,  for  example,  grants  statutory  immunities  to 
unions  of  employees  but  does  not  exempt  non-em- 
ployee organizations.  If  a non-employee  organiza- 
tion negotiates  as  a group  for  payment,  it  is  called 
price  fixing  and  that  is  illegal. 

Moreover,  attorneys  who  have  studied  the  question 
point  out  numerous  legal  decisions  in  which  groups 
of  essentially  self-employed  individuals  were  denied 
the  immunities  of  union  members.  In  one  such  case, 
in  refusing  to  characterize  the  litigants  as 
“employees,”  the  U.S.  Supreme  Court  pointed  out 
that  “.  . . their  desire  is  to  continue  to  operate  as  in- 
dependent businessmen,  free  from  such  controls  as 
the  employer  might  exercise.” 

The  U.S.  Supreme  Court  has  made  a similar  ob 
servation  regarding  a physicians’  organization — in 
this  case  the  American  Medical  Association.  The 
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Court  clearly  distinguishes  the  physician  members  of 
AMA  from  “employees”  and  therefore  rules  them 
subject  to  Federal  anti-trust  laws: 

“In  truth,  the  petitioners  represented  physicians 
who  desired  that  they  and  all  others  should  practice 
independently  on  a fee-for-service  basis  where  what- 
ever arrangement  for  payment  each  had  was  a mat- 
ter that  lay  between  him  and  his  patient  in  each  in- 
dividual case  of  service  or  treatment.  The  petition- 
ers were  not  an  association  of  employees  in  any  prop- 
er sense  of  the  term.  They  were  an  association  of  in- 
dividual practitioners  each  exercising  his  calling  as 
an  independent  unit.” 

The  president  of  one  “physicians’  guild”  is  quoted 
by  Medical  World  News  as  saying  that  because  of 
the  legal  questions  involved,  his  organization  is  not 
calling  for  the  establishment  of  physicians’  “unions” 
as  such.  “We  are  pushing  for  an  organization  capa- 
ble of  action  in  concert  with  and  similar  to  the  oper- 
ation of  unions,”  he  said,  adding  that  there  is  no  rea- 
son why  physicians  cannot  form  associations  that  act 
like  unions  without  calling  themselves  unions. 

Here  again,  an  important  point  might  be  raised: 
attorneys  emphasize  that  the  particular  name  cho- 
sen by  such  an  organization  makes  no  difference.  It 
is  the  actions  an  organization  takes  that  determine 
whether  it  is,  in  fact,  a union. 

The  primary  weapons  in  the  arsenal  of  any  trade 
union  are  activities  which  would  quickly  embroil  any 
physicians’  organization — whatever  it  chooses  to  call 
itself — in  serious  legal  difficulties.  Both  criminal 
and  civil  prosecutions  are  possible  under  anti-trust 
laws.  Criminal  prosecutions  can  result  in  fines  or 
imprisonment.  Civil  suits  can  lead  to  the  award  of 
damages — even  treble  damages — and  highly  restric- 
tive injunctions.  Furthermore,  certain  acts  are  held 
to  be  per  se  violations.  Boycotting  and  pricefixing, 
essential  tools  for  any  trade  union,  are  illegal  if 
undertaken  by  anyone  else.  Trade  union  members, 
for  example,  can  refuse  to  do  business  with  those  not 
meeting  union  terms.  A concerted  refusal  to  deal 
initiated  by  any  other  organization  is  a per  se  viola- 
tion of  anti-trust  laws. 

Other  questions  raised.  Faced  by  encroaching 
and  often  unfair  government  controls,  the  prospect  of 
collective  bargaining — a successful  tool  for  labor — 
naturally  seems  attractive  to  many  physicians. 
However,  today  collective  bargaining  through  any 
organized  effort  can  only  be  effective  if  the  bargain- 
ers are  willing — and  legally  able — to  utilize  the 
weapons  of  strike  or  boycott,  or  both.  Even  disre- 
garding legal  considerations  for  a moment,  several 
other  important  questions  are  raised  regarding  possi- 
ble collective  bargaining  by  physicians. 

First,  with  whom  would  a physicians’  union  bar- 
gain? For  any  group  of  employees,  the  answer  is 
simple:  with  the  employer.  But  generally,  physi- 

cians are  not  employees  except  to  the  extent  that 
their  patients  might  be  seen  as  their  “employers.  ” 

Would  they  bargain  with  government?  While  gov- 
ernment certainly  has  become  a major  factor  in  med- 
ical care,  the  private  sector  has  far  from  disappeared. 
Attempts  at  sweeping  negotiations  with  government 
| could  easily  act  to  encourage  further  government  in- 
roads into  the  medical  care  field.  For  physicians  in 
private  practice,  there  seems  to  be  no  counterpart  to 


labor’s  “employer”  with  whom  a physicians’  union 
might  bargain. 

Next,  against  whom  would  a physicians’  union 
strike  (again  ignoring  legal  considerations  for  a mo- 
ment)? Against  patients?  Effective  collective  bar- 
gaining depends  on  muscle,  and  muscle  would  mean 
disregarding  patient  welfare  to  one  degree  or  another. 
In  this  regard,  even  a strike  against  government, 
such  as  occurred  in  Quebec,  essentially  hurts  the 
public  rather  than  the  politicians. 

Obviously,  the  professional  and  ethical  consider- 
ations of  a strike  by  physicians  are  major  consider- 
ations. The  resort  to  striking — or  withholding  ser- 
vices or  “collective  non-practice”  or  any  other  euphe- 
mism for  striking — is  clearly  in  conflict  with  basic 
professional  concepts.  Certainly  the  majority  of 
physicians  recognize  the  public  responsibilities  of  the 
profession  and  would  find  a strike  unthinkable  ex- 
cept in  the  most  extreme  desperation. 

In  1970,  CMA’s  position  on  this  subject  was  clearly 
stated  by  its  House  of  Delegates:  “that  the  physi- 

cians of  California  have  one  major  responsibility  and 
duty:  the  provision  of  medical  care  of  the  highest 

quality  to  all  persons.  That  the  California  Medical 
Association  believes  that  abandonment  of  patients 
through  a concerted  denial  of  service  by  physicians 
(strike)  is  an  unacceptable  method  of  solving  prob- 
lems or  differences  . . . The  CMA  urges  that  methods 
be  sought  by  all  members  of  the  health  team,  includ- 
ing those  administrative  and  political  agencies  which 
use  the  services  of  health  workers,  to  achieve  their 
desired  objectives  in  an  equitable,  professional  man- 
ner, protective  of  the  health  of  all,  without  resorting 
to  denial  of  service.” 

Another  factor  in  unionization,  “deprofessionaliza- 
tion,” also  is  an  important  concern.  CMA  President 
Jean  F.  Crum  puts  it  this  way,  “From  my  view,  union- 
izing the  medical  profession  would  bring  with  it, 
in  addition  to  a great  many  other  disadvantages,  the 
important  deterrent  that  we  would  forever  forfeit  our 
professional  status  and  jeopardize  the  dignity  of  our 
profession.” 

What  effects  could  the  existence  of  a powerful 
“union”  of  physicians  produce  with  individual  pa- 
tients or  the  public  generally?  In  a democracy, 
every  effective  organization  must  recognize  that  pub- 
lic understanding  and  support  are  essential  if  its  ob- 
jectives are  to  be  achieved.  Even  discounting  the 
possibility  of  strikes  by  doctors,  there  might  well  be 
difficulty  in  avoiding  public  opposition  to  physicians 
who  band  together  for  purely  economic  reasons.  The 
importance  of  public  opinion  must  not  be  ignored. 

However  distasteful  it  might  be,  the  possibility  of 
a strike  can  never  be  totally  or  realistically  discount- 
ed for  any  organization  negotiating  for  economic 
goals.  What  would  be  the  financial  effect  for  a phy- 
sician and  his  family  of  a prolonged  strike?  Trade 
unions  use  the  instrument  of  a “strike  fund”  to  carry 
their  members  through  the  period  of  lost  income. 
However,  such  a concept  would  be  very  difficult  to 
apply  for  such  professionals  as  physicians. 

Another  point  is  the  effect  that  a physicians’  union 
ultimately  might  have  on  the  type  of  practice  preva- 
lent in  this  country.  Certainly  the  very  basis  of  the 
union  concept — negotiation  between  employer  and 
employee — would  seem  to  favor  modes  of  practice  in 
which  physicians  are  employees  and  to  discourage  in- 
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dividual  private  practice.  The  result  could  well  be  a 
radical  shift  in  type  of  practice. 

Legal  and  professional  considerations  in  a nut- 
shell. Unions  are  clearly  defined  under  law  and  op- 
erate within  a narrow  framework.  Employees  (salary 
or  wage  earners)  may  unite  to  bargain  collectively 
with  their  employers  for  improvement  in  the  terms 
or  conditions  of  their  employment.  In  all  cases,  the 
relationship  of  employer-employee  must  be  involved. 
It  should  also  be  noted  that  unions  legally  exercise 
considerable  power  over  their  memberships. 

Any  organization  whose  members  are  defined  as 
self-employed  does  not  fit  the  legal  definition  of  a 
union.  Therefore  such  an  organization,  whatever  it 
calls  itself,  is  not  allowed  the  special  statutory  im- 
munities granted  trade  unions  and  is  not  free  to  en- 
gage in  collective  bargaining.  This  is  not  to  say  that 
there  is  anything  illegal  in  the  formation  of  an  orga- 
nization for  physicians  in  private  practice  which  uses 
the  name  “union.”  However,  attorneys  point  out 
that  overwhelming  legal  problems  will  arise  if  the  or- 
ganization acts — or  even  threatens  to  act — like  a 
union.  In  addition,  the  matter  of  collective  bargain- 
ing raises  significant  professional  questions. 

In  short — because  of  the  numerous  legal  and  pro- 
fessional considerations — a physicians'  union  would 
be  limited  to  the  same  activities  presently  being 
done  by  organized  medicine.  Furthermore,  the  dan- 
ger exists  that  such  a union  would  suffer  from  many 
of  the  disadvantages  of  the  trade  union,  without  the 
advantages.  The  primary  responsibility  of  physi- 
cians remains  to  provide  medical  care  of  the  highest 
quality  to  all  persons. 


MEETINGS 

Since  our  last  report,  your  Executive  Vice-President 
has  participated  in  the  following  activities,  in  addition 
to  the  ordinary  routine  affairs: 

1.  A conference  of  the  AMA  Committee  on  Mem- 
bership Opinion  Poll,  in  Chicago,  Illinois,  on  February 
19. 

2.  Meeting  with  Senator  Tarky  Lombardi,  Jr.,  to 
discuss  the  malpractice  problem,  in  Albany,  on  March 
8. 

3.  A meeting  of  the  AMA  Committee  on  Quackery, 
in  Chicago,  on  March  10. 

4.  A meeting  of  the  New  York  State  Hospital  Re- 
view and  Planning  Council  in  New  York  City,  on 
March  16. 

5.  A conference  with  our  legislative  consultants,  in 
Albany,  on  March  17. 

6.  The  annual  dinner  of  the  New  York  State  Legis- 
lative Correspondents,  in  Albany,  on  April  18. 

7.  The  Sesquicentennial  Meeting  of  the  Medical 


Society  of  the  County  of  Kings,  in  Brooklyn,  on  March 

21. 

8.  A meeting  of  the  Suffolk  County  Medical  Soci- 
ety, in  Hauppauge,  on  March  22.  The  program  includ- 
ed a panel  discussion  of  “Problems  in  Drug  Abuse.” 

9.  A meeting  of  the  members  of  Districts  1,  2,  3 and 

9 of  the  Woman’s  Auxiliary,  in  Lake  Success  on  April  j< 
12.  The  ladies  toured  the  building. 

10.  Meeting  on  legislation,  in  Albany,  on  April  13. 

11.  A dinner  honoring  Milton  Helpern,  M.D.,  in 
New  York,  on  April  14. 

12.  Conferences  of  the  Judicial  Council  of  the  i 
AMA,  in  Chicago,  on  April  15,  16. 

13.  Presidents’  Conference  for  officers  of  County  ] 
Medical  Societies,  in  Syracuse,  on  April  19. 

14.  The  One-Hundred  and  Seventy-Fifth  Anniver-  | 
sary  Banquet  and  Dance  of  the  Medical  Society  of  the  i 
County  of  Westchester,  in  Rye,  on  April  21. 

15.  The  13th  Annual  Convention  of  the  American 
Association  of  Medical  Assistants  New  York  State  So- 
ciety, in  Plainview,  on  April  22.  Your  executive  Vice-  )i 
President  was  the  toastmaster  at  the  banquet. 

16.  Twenty-Fourth  Annual  Convention  of  the  New 
York  State  Academy  of  Family  Physicians  at  the  Con-  n 
cord,  on  May  7 to  11.  Your  Executive  Vice-President  < 
spoke  to  the  Congress  of  Delegates  on  May  7.  At  the 
banquet  honoring  the  retiring  president  on  May  10,  he 
was  awarded  the  Certificate  of  Meritorious  Service  by  I 
the  American  Academy  of  Family  Physicians. 

17.  The  St.  John’s  University  Annual  Alumni  Pro-  ■ 
gram  for  Health  Professions,  in  Jamaica,  on  May  9. 

Paul  Dudley  White  discussed  “Sudden  Death — 50 
A.D.,  1705  and  1972.” 

18.  A meeting  of  the  Board  of  Directors  of  the  New 
York  Institute  for  Research  and  Development  in  Health 
Care,  Inc.,  in  Lake  Success  on  May  15. 

19.  A dinner,  honoring  the  retiring  medical  director 
of  Group  Health,  Inc.,  in  New  York  City,  on  May  17. 

20.  A conference  with  representatives  of  the  Hospi- 
tal and  Nursing  Associations,  in  Lake  Success,  on  May 
19. 

We  talked  about  physicians’  assistants. 

21.  A meeting  of  the  Steering  Committee  of  the 
New  York  State  Coalition  for  Family  Planning,  in  New 
York  City,  on  May  31. 

22.  A conference  with  Fisher-Stevens  in  Lake  Sue 
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cess  on  June  6,  to  discuss  CAPIS  (Central  Automated 
Physicians  Information  System). 

23.  A meeting  of  The  New  York  State  Hospital  Re- 
view and  Planning  Council,  in  New  York  City,  on  June 
8. 

24.  A meeting  of  the  AMA  Membership  Opinion 
Poll  Committee,  in  Chicago,  on  June  10. 

25.  The  45th  Annual  Meeting  and  Dinner  of  the 
Queensboro  Tuberculosis  and  Respiratory  Disease  As- 
sociation, in  Queens  Village,  on  June  13th. 

Your  Executive  Vice-President  received  an  award  for 
services  on  the  Board  of  the  National  Tuberculosis  and 
Respiratory  Disease  Association  (18  years). 

26.  Annual  Convention  of  the  AMA,  in  San  Fran- 
cisco, June  16  to  22. 

27.  A reception  for  the  President  of  the  AMA,  in 
New  York  City,  on  July  6. 

Actually,  this  was  a press  conference. 

28.  A conference  with  “Bing”  Blasingame,  in  Lake 
Success,  on  July  13.  We  talked  about  insurance  pro- 
grams in  general. 

29.  A conference  with  the  Superintendent  of  Insur- 
ance, in  New  York  City,  on  July  19. 

We  explored  the  subject  of  group  professional  medi- 
cal liability  insurance. 

Also  present  were  our  President  and  representatives 
from  Wanvig  and  Employers  Mutual  of  Wausau. 

30.  An  executive  session  of  the  Board  of  Trustees, 
in  Lake  George,  July  21  and  22. 

31.  A conference  with  Senator  Tarky  Lombardi,  Jr., 
in  Albany,  on  August  7,  where  we  talked  about  “How 
Can  Hospital  Costs  Be  Curtailed  without  Cutting 
Down  on  Patient  Services?”  Doctors  Edward  Siegel, 
Thomas  F.  McCarthy,  Max  N.  Howard,  G.  Rehmi  Den- 
ton, John  H.  Carter,  Carl  Goldmark,  Jr.,  James  M. 
Blake,  Jason  K.  Moyer  and  Norton  M.  Luger,  and  our 
legal  and  legislative  representatives  also  attended. 

32.  A meeting  with  our  legislative  consultant,  in 
Albany,  on  August  14. 

33.  A conference  with  Edward  Annis,  M.D.,  past 
president  of  the  AMA,  in  Lake  Success,  on  August  21. 
He  talked  about  his  insurance  programs. 

34.  On  September  14,  we  met  with  United  Media 
Associates,  in  Lake  Success.  They  presented  a propos- 
al to  take  over  our  Journal  advertising.  When  in  prop- 
er form,  it  will  be  considered  by  the  Board  of  Trustees. 

35.  A meeting  with  Mr.  Robert  Kielt  of  the  Ameri- 
cana Hotel,  in  Lake  Success,  on  September  18.  We 
•eviewed  our  plans  for  the  annual  convention  in  Febru- 
ary, 1973. 

36.  On  September  20,  in  New  York  City,  your  Pres- 


ident and  I visited  John  Knowles,  M.D.,  head  of  the 
Rockefeller  Foundation.  This  was  a “get-acquainted” 
session. 

37.  The  Twenty-Third  Annual  Meeting  of  the  Long 

Island  Academy  of  Odontology,  in  Valley  Stream,  on 
September  20.  Your  Executive  Vice-President  was  the 
guest  speaker.  Subject:  “Medical  and  Dental  Quack- 

ery.” 

38.  The  Annual  Convention  and  Scientific  Assem- 
bly of  the  American  Academy  of  Family  Physicians 
(25th  Anniversary)  in  New  York  City,  on  September 
23. 

39.  Meeting  of  the  New  York  Delegation  to  the 
AMA,  in  Lake  Success,  on  September  28. 

40.  Conference  with  Andrew  C.  Fleck,  Jr.,  M.D., 
Deputy  Commissioner  of  Health,  in  Lake  Success,  on 
October  5,  re  Chapter  246  Laws  of  1972,  which  amends 
the  Public  Health  Law  to  require  State,  County,  and 
Municipal  hospitals  to  keep  records  of  charges  made  by 
persons  other  than  the  hospital  for  services  provided  in 
the  hospital. 

41.  Another  meeting  with  Fisher- Stevens  to  renew 
contract  of  CAPIS,  which  is  being  taken  over  by  the 
AMA,  at  its  expense. 

42.  Twenty-fifth  Anniversary  of  Queens  Pediatric 
Society,  at  La  Guardia,  on  October  10. 

Harry  Bakwin,  M.D.,  Professor  of  Clinical  Pediatrics 
at  New  York  University,  spoke  on  “Pediatrics  in  Little 
Old  New  York.” 

43.  A meeting  with  officials  of  the  New  York  State 
Hospital  Association,  at  Lake  Success,  on  October  11. 

44.  Dinner  and  Meeting  at  the  Medical  Society  of 
the  County  of  Kings,  in  Brooklyn,  on  October  17. 

The  new  president  delivered  his  inaugural  address. 

45.  Meeting  of  the  Empire  State  Medical,  Scientif- 
ic and  Educational  Foundation,  in  Lake  Success,  on 
October  19. 

46.  Testimonial  dinner  to  John  Edward  Lowry, 
M.D.,  by  the  Queens  Clinical  Society,  in  Flushing,  on 
October  25. 

47.  Richmond  County  Medical  Society  Annual  Din- 
ner, in  Staten  Island,  on  October  28. 

ACKNOWLEDGMENT 

Again,  we  would  like  to  express  our  deep  gratitude  to 
everyone — physicians,  staff,  and  others — who  have 
been  of  inestimable  value  to  us  in  carrying  out  the  poli- 
cies, programs,  and  plans  of  MSSNY. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
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TALLY  OF  INDIVIDUAL  EXHIBITOR  REPORTS 
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1.  Registrants  interest  in  exhibits 

2.  Traffic  past  your  exhibit 
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Executive  Vice-President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

We  began  the  New  Year  with  a “revolutionary”  reor- 
ganization of  our  staff.  This  new  proposal  was  first  pre- 
sented to  the  Council  in  November.  (It  had  previously 
been  discussed  informally  at  a number  of  meetings  of  the 
Board  of  Trustees.)  In  December,  what  we  consider  to 
be  a vastly  improved  Table  of  Organization  (T.O.)  was 
again  brought  to  the  attention  of  the  Council  and  the 
Board  of  Trustees.  It  was  approved  unanimously  by 
both  these  groups.  Also,  the  budget  estimate  to  support 
the  program  was  ratified;  and  therefore  it  officially  be- 
came effective  on  January  1st. 

A diagramatic  sketch  of  what  we  have  effected  is 
attached  herewith. 

The  main  features  of  this  more  efficient  and  more 
equitable  arrangement  are: 

1.  The  positions  of  Assistant  Executive  Vice-Presi- 
dent and  Assistant  to  the  Executive  Vice-President 
have  been  eliminated. 


2.  The  position  of  Deputy  Executive  Vice-Presi- 
dent has  been  established. 

3.  The  Director  of  the  Division  of  Scientific  Publi- 
cations has  assumed  the  duties  of  the  Directing  Li- 
brarian of  the  Albion  O.  Bernstein  Library — in  additioi 
to  staying  on  as  Editor  of  the  Journal. 

4.  The  Director  of  the  Division  of  Medical  Services 
will  have  an  assistant.  His  activities  have  been  in 
creased  greatly  by  the  addition  of  a number  of  impor 
tant  committees.  The  District  Branches  have  beer 
placed  under  his  supervision,  since  these  subdivisions, 
of  MSSNY  are  today  mainly  concerned  with  socio 
economic  problems. 

5.  The  Division  of  Research  and  Planning  will  b< 
reestablished  after  July  1st.  The  Council  Committei 
concerned  with  these  matters  has  been  advocatinj 
this  action.  In  order  to  achieve  its  objectives,  it  mus 
have  staff  coverage.  This  branch  of  our  Society  coulc 
turn  out  to  be  one  of  our  most  important  ventures 
We  must  go  forward! 

6.  The  scope  of  the  work  of  the  Director  of  ou 
Business  Division  has  been  enlarged.  The  Budge 
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and  Finance  Department  and  the  Staff  Benefit  Pro- 
gram have  been  added  to  his  previous  assignments. 

7.  A new  Division  of  Management  Services  has 
been  set  up. 

8.  We  have  assigned  the  Woman’s  Auxiliary  to  the 
Division  of  Public  and  Professional  Affairs. 

9.  The  Office  of  General  Counsel  has  been  created. 
This  person — a regular  member  of  the  staff  on  a full- 
time basis — will  be  in  charge  of  legal  and  legislative 
affairs.  The  Director  of  the  Division  of  Legislation — 
who  has  been  doing  a fine  job  in  Albany — will  be  re- 
tained in  his  present  capacity. 

Duties  of  General  Counsel 

The  General  Counsel  shall  be  consulted  in  all  legal 
matters  involving  the  Medical  Society  of  the  State  of 
New  York.  He  shall  be  the  chief  staff  officer  of  the 
Divisions  of  Legal  Affairs  and  Legislative  Affairs. 

His  duties  will  include  the  following: 

1.  Attend  meetings  of  Council  and  Board  of  Trus- 
tees. 

2.  Upon  request,  attend  meetings  of  certain  coun- 
cil committees. 

3.  Attend  all  sessions  of  the  House  of  Delegates. 

4.  Review  all  reference  committee  reports,  prior 
to  submission  to  the  House  of  Delegates — for  legal 
accuracy  and  propriety. 

5.  Provide  legal  assistance  in  the  corporate  ac- 
tivities of  the  Society  and  its  component  county  so- 
cieties. 

6.  Review  and/or  draft  proposed  contracts  and 
agreements  between  the  Society  and  others. 

7.  Interpret  meaning  and  effect  of  various  federal, 
state  and  municipal  statutes  and  regulations  on  the 
Society,  its  component  county  societies  and  its  indi- 
vidual members. 

8.  Assist  in  the  preparation  of  various  Society  tax 
returns. 

9.  Review  and  assist  in  the  preparation  of  reports 
and  documents  required  by  various  governmental 
agencies. 

10.  Attend  all  meetings  of  the  Judicial  Council; 
and  render  legal  assistance  as  required. 

11.  Supervise  the  professional  liability  defense  of 
“uninsured”  members  as  required  by  the  Constitution 
and  Bylaws.  Engage  legal  consultant  in  these  mat- 
ters, when  necessary. 

The  Board  of  Trustees  has  recommended  that  William 
Martin  should  stay  on  as  Legal  Consultant — in  ac- 
ordance  with  Item  No.  11. 

tudget 

We  have  projected  a budget  estimate  for  1973,  for  the 
^organization,  that  will  result  in  a “black  figure”  at 
le  end  of  the  year.  We  intend  to  do  everything  in  our 
ower  to  assure  this  desirable  result  . 

ASSIGNMENTS  OF  COMMISSIONS  AND 
COMMITTEES  TO  STAFF 

I have  always  maintained  that  the  staff  must  partici- 
I ite  in  all  committee  activities.  Therefore,  we  are  con- 
nuing  to  assign  our  divisions  to  committees. 

If  a committee  chairman  requires  secretarial  or  other 
“lp,  the  designated  division  director  should  be  con- 
lted. 


OFFICE  OF  THE  EXECUTIVE 

VICE-PRESIDENT 

EXECUTIVE  ASSISTANT 

House  of  Delegates 
Council 

Executive  Committee  of  Council 
Board  of  Trustees  and  Committees 
MSSNY  Delegation  to  the  American  Medical  Associa- 
tion 

Nominating 

Peer  Review  Mechanisms 
Quackery 

Research  and  Planning  (until  July  1st) 

SCIENTIFIC  ACTIVITIES 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Disease 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Disaster  Medical  Care 
Drug  Abuse 

Environmental  Quality 

Forensic  Medicine 

Family  Physicians 

Health  Care  Technology 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Emergency  Medical  Service 

Venereal  Diseases 

Nursing  and  Allied  Health  Professions 

Archives 

Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Motion  Pictures 
Scientific  Programs 
Liaison  with  Dean  of  Medical  Schools 
Study  of  Participation  of  Medical  Students  in  Medical 
Society  of  the  State  of  New  York 

SCIENTIFIC  PUBLICATIONS 

Publications 
Library 
Prize  Essays 

MEDICAL  SERVICES 

Commission  on  Medical  Services 
Economics 

Medical  Care  Insurance 
Occupational  Health 
Workmen’s  Compensation 
Interspecialty 
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Hospital  and  Professional  Relations 
Hospital-Based  Physicians 
Foundations 

BUSINESS 

Budget  and  Finance 
Convention — Technical  Exhibits 

RESEARCH  AND  PLANNING 

After  July  1st — Research  and  Planning 
MANAGEMENT  SERVICES 
Convention — Dinner 

PUBLIC  AND  PROFESSIONAL  AFFAIRS 

Commission  on  Public  and  Professional  Affairs 
Public  Relations 

Advisory  to  New  York  State  Medical  Assistants  Asso- 
ciation 

Advisory  to  the  Woman’s  Auxiliary 

GENERAL  COUNSEL 

Division  of  Legal  Affairs 

Constitution  & Bylaws  (Council) 

Constitution  & Bylaws  (House) 

Ethics 

Judicial  Council 

Study  of  Professional  Medical  Liability  Insurance 
Professional  Medical  Liability  Insurance  and  De- 
fense Board 

Division  of  Legislative  Affairs 
Federal  Legislation 
State  Legislation 

New  York  State  Association  of  Professions 

THE  BUILDING 

Our  headquarters  continues  to  be  visited  by  a con- 
siderable number  of  people — members  and  others. 
There  has  been  almost  universal  approval  of  this  out- 
standing building.  Many  have  commented  that  our 
great  Medical  Society  is  worthy  of  such  a structure — 
that  we  should  have  realized  this  dream  years  ago. 

However,  there  are  still  some  adjustments  to  be  made. 
As  I have  explained  before,  it  takes  time  to  “iron  out” 
minor  imperfections.  But  these  will  be  remedied — and 
our  people  can  look  forward  to  many  bright  and  pleasant 
years. 

We  are  withholding  over  5 per  cent  of  the  cost  of  con- 
struction until  we  are  satisfied  that  everything  has  been 
completed,  in  keeping  with  our  plans. 

At  present,  we  are  arranging  for  an  office  for  our  Gen- 
eral Counsel. 

We  hope  that  all  of  you,  who  have  not  already  done  so, 
will  come  and  see  this  handsome  accomplishment. 

COMM  UNICA  TIO  NS 

For  many  years,  we  have  attempted  to  keep  in  touch 
with  our  County  Medical  Societies  and  to  inform  our 
members  of  what  is  happening  in  the  various  areas  of  the 
State  Society  activities — through  the  media  such  as  the 
New  York  State  Journal  of  Medicine,  News  of  New  York, 
The  Capitol  News  (during  the  period  when  the  legisla- 
ture is  in  session).  Ad  Rem  Bulletins,  “Hot  line  letters,” 
memoranda,  and  so  forth. 

Unfortunately,  these  efforts  do  not  satisfy  all  of  our 
people.  Evidently,  too  many  members  are  busily  occu- 


pied with  the  care  of  patients  (their  first  obligation); 
and  do  not  find  the  time  to  read  all  of  the  literature  that 
we  forward  to  them. 

Time  after  time,  I have  discussed  this  situation  with 
our  President  and  President-Elect.  We  feel  that  we 
must  try  another  approach.  Perhaps,  personal  visits  to 
the  local  areas  are  what  we  need,  especially  where  the 
smaller  county  medical  societies  are  concerned — a con- 
frontation with  our  members,  where  everyone  can  listen, 
ask  questions  and  where  each  individual  who  “cares,” 
will  have  a place  in  the  sun. 

Such  assignments  could  be  divided  up  among  the 
President,  President-Elect,  Vice-President,  Executive  • 
Vice-President  and  the  Deputy  Executive  Vice-Presi-  : 
dent.  Also,  under  this  plan,  we  would  have  doctors  I 
talking  to  doctors — which  many  members  have  told  me  : 
they  prefer  to  do.  They  want  to  come  face  to  face  with 
those  who  play  an  important  role  in  the  destiny  of  the 
New  York  physician.  The  meetings  could  be  arranged 
by  our  field  service  representatives. 

We  would  like  your  comments  about  this  idea. 

DIVISIONS 

SCIENTIFIC  ACTIVITIES 

On  October  3rd,  the  Mental  Hygiene  Council  held  an 
all-day  session  in  Albany  where  it  explored  the  new  fa- 
cilities for  the  retarded  children  of  Albany  and  Schenec-  , 
tady  Counties.  On  the  4th,  the  Mental  Health  Com-  i 
mittee  met  at  Lake  Success;  and  on  October  10th  there 
was  a successful  meeting  of  the  Data  Processing  Com- 
mittee at  our  headquarters.  On  the  12th,  the  Director 
attended  a meeting  of  the  Emergency  Health  Services 
Committee  in  Syracuse.  He  also  was  present  at  a meet- 
ing of  the  Empire  State  Medical,  Scientific  and  Educa-  ) 
tional  Foundation  on  October  19th. 

On  October  29th,  the  director  attended  a conference 
at  “Alpha  House”  which  is  a local  institution  for  ex-drug 
addicts;  and  is  recognized  by  the  courts  as  a substitute 
for  jail  sentences.  This  is  a model  undertaking  and 
one  in  which  the  medical  profession  locally  seems  to  be 
interested. 

At  the  meeting  of  the  Continuing  Education  Com- 
mittee on  November  2nd.  further  discussion  concerning 
a presentation  to  the  Council  for  funds  for  1973  was  de- 
veloped. 

At  the  request  of  the  Governor,  the  director  attended  a 
Town  Meeting  held  in  Horsehead  on  November  13th. 
The  Governor  expressed  his  appreciation  that  a repre- 
sentative of  the  State  Medical  Society  was  present. 

On  November  21st,  the  director  attended  a meeting 
on  emergency  medical  services  to  which  had  been  in- 1 
vited  the  chairman  of  the  Committee  on  Emergency  if 
Health  Services  and  the  chairman  of  the  Committee  on 
Disaster  Medical  Care. 

The  director  attended  a long  meeting  of  the  Public  1 
Health  Council  on  December  1st,  and  the  Alcoholism 
Committee  meeting  at  Lake  Success  on  the  12th.  He 
also  attended  a meeting  of  the  Health  Manpower  Com- 
mittee on  the  14th  of  December,  at  which  time  Dr. 
Thomas  F.  McCarthy  and  the  Executive  Vice-President 
authorized  the  Health  Manpower  Committee  to  draw  up 
some  guidelines  for  physicians’  associates  and  special- 
ists’ assistants,  which  had  been  mandated  by  the  House 
of  Delegates  the  year  previously. 

On  January  4th,  a conference  was  held  with  the  Com- 
missioner of  Health  and  with  Drs.  Franklyn  B.  Amos 
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and  Edward  Coates  regarding  the  preparation  of  the 
guidelines  for  physicians’  associates  and  specialists’  as- 
sistants. The  next  day  the  director  attended  a meeting 
in  Dr.  Thomas  W.  Mou’s  office  in  Albany,  concerning 
the  State  University’s  participation  in  the  continuing 
education  program. 

During  the  intervening  months  since  the  last  interim 
report,  a great  deal  of  correspondence  has  been  answered 
on  behalf  of  the  Society.  Much  of  this  has  had  to  do  with 
physicians’  complaints  regarding  grievances  with  medi- 
cal boards  and  boards  of  trustees  of  hospitals.  The 
correspondence  has  also  dealt  with  a variety  of  subjects 
from  physicians,  out-of-state  as  well  as  in-state,  regard- 
ing the  role  of  the  Medical  Society  and  public  health  de- 
partments in  comprehensive  health  planning,  and  re- 
gional medical  programs.  We  are  in  the  process  of  fill- 
ing out  a long  questionnaire  for  the  AMA  regarding  in- 
formation on  both  Public  Health  Laws  747  and  239  which 
has  required  the  assistance  of  Regional  Medical  Program 
Directors,  and  the  staff  of  Mr.  Edward  Van  Ness. 

Since  the  last  report,  the  brochure  for  distribution  at 
the  Annual  Meeting,  “Commission  on  Public  Health 
and  Education,”  has  been  completed.  The  Scientific 
Program  for  the  Annual  Meeting  has  been  finished;  and 
all  scientific  exhibit  space  has  been  assigned. 

On  January  9th,  at  the  Advisory  Council  meeting  of 
the  Health  Planning  Commission,  the  NBC  film,  “What 
Price  Health”  was  shown  to  the  group.  A protest  of  the 
AMA  about  this  film  was  fully  justified.  The  Advisory 
Council  to  the  Health  Planning  Commission  has  among 
its  consumer  members  a number  of  blacks.  These 
people  seemed  to  think  that  the  NBC  film  gave  a rather 
accurate  account  of  the  difficulties  which  poor  people 
have  in  receiving  medical  attention. 

What  was  most  disturbing  about  the  film  was  that 
Edwin  Newman,  the  moderator,  kept  holding  up  a dol- 
lar sign  over  a caduceus  which  implied  that  the  high  cost 
of  medical  care  was  a doctor’s  responsibility;  and  made 
no  mention  of  the  tremendous  rise  in  hospital  costs. 
Also,  Martin  Cherkasky  appeared  frequently  and  in- 
directly backed  up  the  moderator,  Edwin  Newman. 

Another  activity  of  this  office  is  an  assignment  of  the 
Health  Manpower  Committee,  which  requested  that  the 
director  obtain  from  each  of  the  medical  schools  in  the 
State  the  names  and  addresses  of  their  students;  and 
that  the  names  of  all  students  who  have  a New  York 
State  residence  be  broken  down  into  the  counties  from 
which  they  come;  and  that  the  list  be  sent  to  all  county 
medical  society  presidents,  with  the  request  from  the 
Health  Manpower  Committee  that  each  student  be  con- 
tacted for  possible  assistance  by  their  county  society  and 
perhaps  be  invited  to  a county  medical  society  meeting. 

All  medical  schools  in  the  state  were  contacted  and  we 
have  lists  with  addresses  from  all  but  two.  We  have  at- 
tempted to  match  names  with  counties  and  have  found 
it  an  almost  insurmountable  task.  There  are  many 
students  in  medical  schools  in  the  state  who  come  from 
small  towns  that  are  not  listed  on  any  map,  and,  there- 
fore, cannot  be  identified  with  a certain  county.  We  are 
continuing  the  task,  however,  through  the  aid  of  auto- 
mobile maps,  zip  code  directories,  and  atlases — with  the 

I hopes  that  we  can  match  up  most  of  the  students  with 
counties  and  notify  county  medical  societies  which  stu- 
dents are  in  medical  schools  from  their  county, 
i The  Physicians'  Placement  Bureau.  Twenty  more 
places  were  filled  between  September  20,  1972  and 


January  1,  1973,  according  to  letters  and  telephone  calls 
received  by  the  Bureau.  The  areas  represented  are  as 
follows:  Geneva,  Binghamton,  Medina,  Mahopac, 

Elmira,  Fulton,  Suffolk  County,  Walton  and  Platts- 
burgh. The  AMA  requested  60  copies  of  the  new  Phy- 
sicians’ Placement  Bureau  brochure.  They  are  planning 
to  send  one  to  each  of  the  State  Medical  Society’s  Phy- 
sicians’ Placement  Bureaus. 

“ What  Goes  On."  The  editor  sold  32  more  subscrip- 
tions during  the  above-mentioned  period.  This  brings 
the  total  number  of  subscriptions  for  the  year  1972  to  106 
paid  subscriptions,  which  amounts  to  $318. 

WORKMEN’S  COMPENSATION 

The  new  Relative  Value  Workmen’s  Compensation 
Fee  Schedule  has  now  been  printed  and  distributed  to  all 
physicians  in  the  state.  It  was  effective  January  1,  1973. 
During  the  preceding  several  months,  the  division  has 
been  working  on  the  schedule,  reading  galleys  and  page 
proofs.  Numerous  meetings  have  been  held  with  the 
Workmen’s  Compensation  Board  and  the  New  York 
Compensation  Insurance  Rating  Board  regarding  the  fee 
schedule. 

The  following  is  a list  of  meetings  attended  by  the 
director  in  regard  to  the  fee  schedule: 

Meetings  at  New  York  Compensation  Insurance 
Rating  Board — October  3,  10,  and  31;  November  8. 

Meetings  at  Workmen’s  Compensation  Board — 
October  4,  18,  and  19;  November  28;  December  6 and 
29. 

Meetings  of  the  Advisory  Committee  on  the  Medi- 
cal Fee  Schedule  and  Allied  Problems  of  the  Work- 
men’s Compensation  Board — October  5,  13,  and  26; 
November  30;  January  16. 

Arbitration  calendars  held  in  Nassau,  Suffolk,  New 
York,  Queens,  and  Brooklyn — September  25,  October 
20,  November  13  and  20,  December  11  and  15;  January 
3,  9,  and  17. 

United  Medical  Service  Meetings  Board  of  Direc- 
tors— September  26,  October  10,  November  21,  and 
December  7;  With  Dr.  Carl  Ackerman,  Chairman  of 
the  Board — December  19;  Review  Committee — Octo- 
ber 24. 

Special  Meetings 

Panel  Participant  at  Conference  sponsored  by  Com- 
merce and  Industry  Association.  The  title  of  Con- 
ference “RX  for  HEALTH  CARE  COSTS” — Septem- 
ber 21-22; 

Meeting  in  Syracuse,  New  York  Blue  Shield  Plans — 
October  6; 

Meetings  sponsored  by  State  Community  Aid  Asso- 
ciation held  at  the  Gramercy  Park  Hotel — November 
9 and  January  5; 

Industrial  Medicine  Committee  of  New  York 
County  Medical  Society — October  17; 

Industrial  Medicine  Committee  at  Equitable  Life 
Assurance  Society — November  13; 

Meeting  of  American  Academy  of  Compensation 
Medicine — November  9; 

Meeting  of  Tri-Countv  Medical  Societies  at  Mas- 
sena.  New  York  re  Medicare,  Medicaid — December 
14; 

Meeting  at  Commissioner  of  Insurance,  Benjamin 
Schenck’s  office — January  10; 

Meeting  at  MSSNY  with  Nephrology  (dialysis)  con- 
sultants— January  12. 
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PUBLIC  AND  PROFESSIONAL  AFFAIRS 

On  September  18th  and  19th,  the  director  of  the  divi- 
sion attended  the  Health  News  Seminar  at  Albany.  The 
seminar,  involved  with  the  dissemination  of  health  news, 
made  the  director  feel  more  certain  that  MSSNY  was 
right  to  communicate  through  the  news  media. 

On  September  28th,  the  President  of  the  New  York 
State  Jaycees.  Inc.,  Mr.  David  Wilcox,  was  introduced 
to  the  Council  as  part  of  the  formality  of  MSSNY  trans- 
ferring the  program  of  venereal  disease  education  to  the 
Javcee  organization.  During  the  fall  and  winter  of  1972, 
our  field  service  conducted  seminars  whereat  Jaycees 
throughout  the  state  were  indoctrinated  in  VD  educa- 
tion. Though  our  normal  program  continues,  gradually 
the  burden  of  this  PR  project  is  being  shifted  to  the 
Jaycee  organization.  There  have  been  some  problems 
internally — the  Jaycees  have  experienced  difficulty  in 
assimilating  the  project;  and  it  is  probably  three  to  six 
months  behind  the  original  planning.  However,  indica- 
tions point  toward  our  successful  conclusion  of  the 
MSSNY  project  in  June  of  1973. 

On  September  28th,  at  the  meeting  of  the  New  York 
Delegation  to  the  AMA,  the  director  of  the  Division  was 
instructed  to  produce  another  button  for  the  delegates  to 
distribute  at  the  AMA  Convention  in  Cincinnati.  The 
button  finally  approved  was  “Let’s  Harmonize.”  Again, 
the  button  was  well  received  by  the  AMA  delegates. 

At  the  request  of  the  Public  Relations  Committee,  in 
September,  Mr.  Klemfuss  made  a survey  of  New  York 
county  medical  societies  to  determine  which  county  so- 
cieties would  be  interested  in  attending  public  relations 
workshops  conducted  by  MSSNY.  A return  of  approxi- 
mately 55  per  cent  was  received.  The  majority  of  the 
respondents  indicated  a fairly  good  interest  in  such  work- 
shops. 

In  September,  Mrs.  Sylvia  Chin,  Acting  Editor  of  the 
News  of  New  York,  resigned  to  join  the  American  Heart 
Association  in  New  York  City.  During  October  and  No- 
vember, Mrs.  Elizabeth  Daepp  did  a great  share  of  the 
work  in  producing  the  News  of  New  York. 

In  the  October  issue  of  the  News  of  New  York , MSSNY 
cooperated  with  The  Empire  Medical  Political  Action 
Committee  by  enclosing  a membership  promotion  mes- 
sage from  the  President  and  the  Executive  Vice-Presi- 
dent of  MSSNY. 

During  the  last  quarter  of  1972,  the  director  of  the 
division  conducted  a series  of  meetings  with  representa- 
tives of  the  other  divisions  to  plan  a MSSNY  exhibit  for 
the  1973  Annual  Meeting.  The  message  of  this  exhibit 
is  “MSSNY  Serves  Members.”  Representatives  of  the 
various  divisions  will  man  the  exhibit  and  distribute  a 
variety  of  pamphlets  which  were  produced  to  explain 
how  each  of  the  divisions  serves  members.  A short 
audio-visual  presentation  explaining  how  MSSNY  serves 
members  will  be  a feature  of  the  exhibit. 

During  the  last  three  months  of  1972,  Mrs.  Bess 
Kurzner  has  been  handling  the  citations  and  awards 
which  will  be  made  at  our  Annual  Meeting.  For  1972, 
15  presidential  citation  nominations  were  received.  Dr. 
Edward  Siegel  selected  two  for  awards.  In  1972,  there 
were  311  members  who  qualified  for  the  50-year  award 
citation.  This  compares  to  254  in  1971 — a rapid  rise  in 
volume  for  this  citation.  Twenty-eight  nominations  for 
the  Albion  O.  Bernstein,  M.D.  award  were  received. 
They  are  being  processed  by  Dr.  Angrist. 


At  the  October  19th  meeting  of  the  Executive  Com- 
mittee, Robert  Potter,  retiring  Executive  Director  of 
New  York  County  Medical  Society,  was  awarded  a cer-  i 
tificate  of  appreciation  for  his  23  years  of  service  to  J 
organized  medicine.  A similar  citation  was  presented 
to  Gerald  Smith,  Jefferson  County,  by  Gerald  Sullivan,  ij 
regional  representative,  in  the  name  of  the  State  Soci- 
ety— for  his  seven  years  of  commendable  service  to  the 
members  of  Jefferson  County  Medical  Society. 

In  October,  Mr.  Klemfuss  commenced  the  promotion 
of  the  Medical  Aspects  of  Sports  Symposium  which  is 
held  at  our  Annual  Meeting.  Brochures  were  produced 
and  distributed  and  extensive  assistance  was  given  to 
Dr.  Ralph  S.  Emerson  in  securing  faculty,  and  so  forth. 

In  October,  Mr.  Klemfuss  attended  an  AMA  workshop 
in  Chicago  for  practice  management.  He  reports  that 
this  was  beneficial  for  the  planning  of  the  pilot  workshop 
which  MSSNY  will  conduct  in  the  spring  of  1973.  In 
October,  the  division  released  a notice  of  the  retirement 
of  Joseph  A.  Mullaney.  The  story  was  carried  in  the 
Long  Island  Press. 

MSSNY  had  the  distinction  of  having  the  Department 
of  Education  of  the  Commonwealth  of  Massachusetts 
describe,  with  print  and  photo,  the  MSSNY  VD  educa- 
tion project  in  a history  book  they  are  producing,  en-  | ■< 
titled  “History  of  VD  Education  in  the  United  States 
From  1900  to  1972.” 

During  November  and  December,  the  director  co- 
operated with  Mr.  Frank  Appleton  of  H.  F.  Wanvig,  ;| 
and  Mr.  J.  Durkin,  actuary  for  MSSNY,  on  the  produc-  jl 
tion  of  an  educational  presentation  for  use  at  our  Annual 
Meeting,  on  professional  medical  liability  insurance 
facts.  It  is  being  produced  by  Mr.  Roy  Lampe,  writer;  ■ 
and  Fannon  and  Osmond,  producers,  at  a cost  of  ap- 
proximately $10,000  which  will  be  provided  by  Em-  V 
ployers  Mutual  Insurance  Company  of  Wausau. 

On  December  3rd,  the  director  attended  a meeting 
with  the  Executive  Vice-President  in  Glens  Falls.  The 
conference  was  with  14  representatives  of  the  6 counties 
which  comprise  the  Adirondacks  Foundation  for  Medical ' 
Care.  The  foundation,  which  is  one  of  six  selected  for  a 
pilot  project  being  conducted  by  the  Department  of' 
Health,  Education,  and  Welfare,  will  be  given  assistance 
by  regional  representative,  Gerald  Sullivan. 

LEGISLATION 

Annual  Conference.  On  December  7th,  the  Annual 
Conference  of  County  Medical  Society  Legislation1 
Representatives  was  held  in  Syracuse.  The  morning1 
session  was  devoted  to  State  Legislation  and  the  after- 
noon program  dealt  with  Federal  Legislation. 

Following  the  luncheon.  Senator  Tarky  Lombardi,  Jr.. 
Chairman,  Senate  Health  Committee,  and  Andrew  C. 
Fleck,  Jr.,  M.D.,  First  Deputy  State  Health  Commis- 
sioner, addressed  our  members. 

Some  95  individuals  participated  in  the  conference 
which  was  one  of  the  most  successful  held  to  date. 

For  months  prior  to  the  conference,  the  staff  of  the 
division  was  actively  engaged  in  the  preparation,  which 
included  numerous  mailings  and  the  making  of  neces 
sary  arrangements  for  the  holding  of  the  meeting. 

Legislation  Committee  Meetings.  On  October  I8ih 
the  State  Legislation  Committee  met  in  Albany,  to  pre 
pare  the  1973  Legislation  Program. 

On  December  6th,  the  State  Legislation  Committet 
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again  met  to  finalize  its  participation  in  the  above  men- 
tioned Annual  Legislation  Conference. 

On  the  same  date,  the  Federal  Legislation  Committee 
convened,  to  discuss  current  problems;  and  make  plans 
for  its  part  in  the  Annual  Legislation  Conference  on  the 
following  day. 

Headquarters  Activities.  Among  the  activities  car- 
ried on  by  the  staff  at  Headquarters  were  the  following: 

A.  Preparation  of  a pamphlet  describing  the  func- 
tions of  the  division  entitled  “Your  State  Medical 
Society’s  Participation  in  Health  Legislation."  Al- 
though originally  intended  for  distribution  during  the 
MSSNY’s  Annual  Convention,  copies  have  already 
been  distributed,  notably  at  the  Annual  Legislation 
Conference. 

B.  Prepared  a statement,  on  behalf  of  MSSNY,  in 
regard  to  control  of  hospital  costs,  presented  by 
Thomas  F.  McCarthy,  M.D.,  President-Elect,  at  Sen- 
ate Health  Committee  Conference,  New  York  City, 
September  15,  1972. 

C.  Special  mass  mailings  of  Federal  Legislation 
materials  concerned  with  the  newly  enacted  H.R.l 
(P.L.  92-603)  and  PSRO  to  all  county  medical  society 
presidents,  secretaries,  executive  secretaries  and  legis- 
lation chairmen. 

D.  The  sending  of  numerous  telegrams,  over  the 
signatures  of  MSSNY  officials,  to  Hon.  Wilbur  Mills, 
Chairman,  House  Ways  and  Means  Committee,  pro- 
testing the  inclusion  of  chiropractic  under  Medicaid 
and  Medicare. 

E.  Mailing  of  letters  to  all  county  medical  society 
presidents,  signed  by  Edward  Siegel,  M.D.,  President, 
requesting  nominations  for  MSSNY’s  Panel  of  Liaison 
Physicians  in  order  to  update  lists  on  file  for  use  in 
1973. 

Committee  Work.  Considerable  time  and  effort 
continued  to  be  devoted  to  several  MSSNY  committees, 
other  than  State  and  Federal  Legislation — through  ser- 
vices rendered  by  the  assistant  to  the  director  and 
secretarial  assistant.  Among  those  serviced  were  the 
House  Committee  on  Constitution  and  Bylaws;  the 
Council’s  Ad  Hoc  Committee  on  Professional  Medical 
Liability  Insurance  and  the  Council  Committee  on  Re- 
search and  Planning. 

Participation  in  Meetings.  The  Division  also  con- 
tinued to  play  an  active  role  in  numerous  meetings,  both 
within  the  State  Medical  Society  and  outside  of  it. 

The  director  and/or  assistant  to  the  director  attended 
meetings  conducted  by  Council  Committees,  in  addition 
to  those  previously  mentioned,  including  Mental  Health, 
Alcoholism,  Health  Manpower,  Cancer,  Foundations, 
Workmen’s  Compensation,  Medical  Care  Insurance,  and 
Drugs. 

In  regard  to  meetings  conducted  by  groups  other  than 
MSSNY  Committees,  the  Director  participated  in  the 
following: 

A.  Meeting  of  Board  of  Directors,  New  York  State 
Association  of  the  Professions,  Hotel  Commodore, 
New  York  City,  September  25,  1972,  where  he  dis- 
cussed State  Legislation. 

B.  Annual  Legislation  Conference,  New  York  State 
Board  of  Regents,  Albany,  September  12,  1972,  where 
he  spoke  on  behalf  of  the  Executive  Vice-President. 

C.  Meeting  with  First  Deputy  Health  Commis- 
sioner, Andrew  C.  Fleck,  Jr.,  M.D.,  on  Chapter  246 


and  hospital  charges,  MSSNY  headquarters,  October 
5,  1972. 

D.  Meeting  of  Wayne  County  Medical  Society, 
Newark,  New  York,  October  10,  1972,  where  he 
addressed  physicians  on  the  functions  of  MSSNY’s 
Division  of  Legislation  and  current  legislative  pro- 
posals. 

E.  Meeting  with  representatives  of  New  York  State 
Hospital  Association,  MSSNY  headquarters,  October 
11,  1972. 

F.  Fall  Conference,  MSSNY  Woman's  Auxiliary, 
Glens  Falls,  New  York,  where  he  participated  in  panel 
discussion  with  state  legislators  and  others  on  October 
24,  1972. 

G.  Regular  meeting,  Bellevue  Hospital  Alumni 
Association,  Yale  Club,  November  1,  1972,  where  he 
addressed  members  on  functions  of  MSSNY  Division 
of  Legislation  and  current  legislative  proposals. 

H.  Legislation  Meeting,  Westchester  County  Med- 
ical Society,  Purchase,  New  York,  November  30,  1972, 
where  the  director  outlined  MSSNY's  views. 

I.  Conference,  Sen.  Tarky  Lombardi,  Jr.,  Chair- 
man, Senate  Health  Committee,  Albany,  New  York. 
January  9,  1973. 

J.  Conference,  Superintendent  of  Insurance,  Ben- 
jamin Schenck,  123  William  Street,  New  York  City, 
January  10,  1973. 

Legal  Memoranda  and  Special  Assignments.  The 

Division  also  continued  to  allow  much  time  to  legal  re- 
search and  special  assignments  which  were  carried  on  by 
the  assistant  to  the  director,  under  the  supervision  of  the 
director,  and  in  conjunction  with  the  Executive  Vice- 
President.  This  work  included  a legal  memorandum  on 
the  recently  enacted  Controlled  Substance  Act  and  its 
triplicate  prescription  provisions. 

Legislative  Counsel.  Although  the  State  Legisla- 
ture was  not  in  session,  the  director  kept  in  continuous 
touch  with  legislative  counsel’s  Albany  office.  Frequent 
telephone  conversations  were  held  with  Gerald  L.  Con- 
way, Esq.,  Assistant  Legislative  Counsel,  in  regard  to 
numerous  on-going  problems  involving  the  triplicate 
prescription  provisions  of  the  Controlled  Substances 
Act,  Senate  Health  Committee  Conference  on  Control 
of  Hospital  Costs,  preparations  for  Annual  Legislation 
Conference,  State  Legislation  Committee  meetings  and 
plans  for  the  1973  session  of  the  State  Legislature.  The 
assistant  to  the  director  participated  in  many  of  these 
activities. 

Albany  Operations.  On  January  3,  1973,  the  Albany 
operations  of  the  Division  were  resumed.  On  that  date, 
the  director  returned  to  his  post  in  Albany;  and  has  been 
at  the  Capitol  when  the  legislature  has  been  in  session. 

A memorandum  has  been  sent  to  all  legislators  advis- 
ing them  of  the  resumption  of  the  Division’s  Albany 
operations.  The  Telephone  Answering  Service  has  been 
reactivated  and  is  now  in  service.  The  first  issue  of 
Capitol  News  for  1973  was  published  on  January  8th. 

Meetings 

Since  my  last  report,  your  Executive  Vice-President 
has  participated  in  these  other-than-routine  meetings 
and  affairs: 

1.  A meeting  with  United  Media  Associations,  to 
discuss  a new  organization  for  Journal  advertising,  at 
our  headquarters,  on  November  8th. 
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2.  A meeting  with  officials  of  Grumman  Aircraft, 
in  Lake  Success,  on  November  20th.  We  talked  about 
staff  organization  in  general. 

3.  The  AMA  Clinical  Convention  in  Cincinnati, 
November  26th-29th. 

4.  The  Twenty-Eight  Annual  Dinner-Dance  and 
Sesquicentennial  Celebration  of  the  Medical  Society 
of  the  County  of  Kings,  in  Flushing  Meadow  Park, 
on  December  2nd. 

5.  A meeting  with  the  physicians  in  the  Glens 
Falls  area — to  talk  about  Foundations,  on  December 
3rd. 

6.  The  Annual  Dinner-Dance  of  the  Medical  Soci- 
ety of  the  County  of  Queens,  at  La  Guardia  Field,  on 
December  9th. 

7.  A “Town  Meeting”  of  Governor  Rockefeller,  in 
Hauppauge,  on  December  11th. 

8. '  The  Annual  Journal  Dinner  at  the  Yale  Club 
in  New  York  City,  on  December  18th.  Edmond  Pelle- 
grino, M.D.,  of  the  State  University  of  New  York  Med- 
ical School  at  Stony  Brook,  was  the  guest  speaker. 
Subject:  Medical  Education. 

9.  The  Staff  Christmas  Party  at  our  headquarters, 
on  December  19th. 

10.  A meeting  with  officials  at  Endo  Laboratories 
(a  subsidiary  of  DuPont),  at  our  building,  on  Decem- 
ber 28th.  The  agenda  included  triplicate  prescrip- 
tions. 

11.  A meeting  with  Dr.  Thomas  Mou  of  the  State 
University  in  Albany,  on  January  5th.  We  talked 
about  continuing  medical  education.  Doctors  In- 
graham, Hughes,  Eberle  and  Moore  were  also  present. 

12.  A Champagne  Brunch — conducted  by  the 
Friends  of  the  Milton  Helpern  Library  of  Legal  Medi- 
cine— in  New  York,  on  January  7th. 

13.  A meeting  with  the  architect  and  building  con- 
tractors in  Lake  Success — to  discuss  our  building — on 
January  8th. 

14.  A luncheon-meeting  with  Ken  Hall,  the  new 
Executive  Director  of  the  Medical  Society  of  New  York 
County,  on  January  15th. 

15.  A meeting  of  the  Empire  State  Medical,  Edu- 
cational and  Scientific  Foundation,  at  our  building,  on 
January  17th. 

16.  An  all-dav  session — “Mission  of  the  70’s” — 
chaired  by  Doctors  Hughes  and  Siegel — at  our  head- 
quarters, on  January  18th.  The  Agenda: 

What  is  a Health  System(s)?  Edward  C.  Hughes, 
M.D.,  Chairman,  Board  of  Trustees,  MSSNY 
CHPs  in  the  System(s)  Edward  H.  Van  Ness, 
Executive  Director,  State  Health  Planning  Com- 
mission 

RMPs  in  the  System(s)  Glen  E.  Hastings,  M.D., 
Director,  Nassau-Suffolk  Regional  Medical  Program 
Emergency  Services  in  the  System(s)  Donald  C. 
Walker,  M.D.,  Director,  Bureau  of  Emergency 
Health  Services  State  of  New  York,  Dept,  of  Health, 
and  Robert  J.  Wheeler,  Ph.D.,  Emergency  Medical 
Services,  Advisor,  Central  New  York  Regional 
Medical  Program 

Health  Insurance  in  the  System(s)  Joseph  God- 
frey, Regional  Director,  Bureau  of  Health  Insurance 
Social  Security  Administration 
PSRO  in  the  System(s)  Ralph  S.  Emerson,  M.D., 
Councilor,  MSSNY 

Automated  Processing  in  the  System(s)  Vergil  N. 


Slee,  M.D.,  Director,  Commission  on  Professional 

and  Hospital  Activities 

17.  A dinner  honoring  Robert  D.  Potter,  on  his  re- 
tirement, in  New  York,  on  January  18th. 

18.  A meeting  with  representatives  of  the  New 
York  State  Hospital  Association — to  discuss  physi- 
cians’ assistants,  at  our  building  on  January  24th. 

19.  A meeting  of  nurse  anesthetists  and  anesthesi- 
ologists— to  talk  about  a bill  to  be  introduced  by  the 
former — in  Lake  Success,  on  January  25th. 

Also  present:  Doctors  McCarthy,  Candela,  Carter; 

Mr.  Conway  and  Mr.  Tracey. 

20.  A meeting  of  the  AMA  Committee  on  Quack- 
ery, in  Salt  Lake  City,  on  January  26th-27th. 

21.  A conference  of  the  Advisory  Council  to  the  i 
State  Health  and  Education  Department,  to  discuss 
physicians’  assistants,  in  Albany,  on  February  1st. 

ACKNOWLEDGMENT 

Again,  we  express  our  appreciation  to  all  those  who 
have  assisted  the  administration  in  carrying  out  its  re- 
sponsibilities. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORT  OF 
OFFICERS  The  following  report  was  presented  by  Jason 
K.  Moyer,  M.D.,  chairman. 

The  committee  would  like  to  acknowledge  the  excep- 
tional talents  of  the  executive  vice-president,  especially  | 
in  the  fields  of  fiscal  and  administrative  management. 

The  building  has  been  occupied  with  the  usual  prob- 
lems of  a new  home.  The  Society  is  solvent  in  relation 
to  this  project.  The  maintenance  contracts  with  the  j 
Levitt  organization  are  satisfactory.  The  $100,000  be 
queathed  to  the  Medical  Society  by  the  late  Morrisjli 
Bernstein  has  been  set  aside  for  a Research  and  Refer  I 
ence  Library.  Many  members  and  guests  have  visitec 
this  beautiful  structure.  We  note  that  our  space  at  75( 
Third  Avenue  has  not  been  sublet,  but  our  lease  expire 
in  June  of  1973,  relieving  us  of  this  financial  burden. 

There  are  18,016  members  of  the  Medical  Society  ol 
the  State  of  New  York  who  belong  to  the  Americar 
Medical  Association,  reducing  our  number  of  delegates 
to  19.  The  committee  deplores  the  lack  of  support  to  th( 
American  Medical  Association. 

The  revolutionary  reorganization  of  the  headquar 
ters  staff  is  of  major  importance  to  every  member  of  thi; 
Society,  and  should  be  read  in  detail.  We  particularh 
direct  your  attention  to  the  flow  sheet  which  diagram 
this  Table  of  Organization.  Your  reference  committe' 
anticipates  greater  efficiency,  improved  communica 
tions,  and  increased  economy  from  this  action. 

Doctor  Fineberg’s  report  outlines  in  great  detail  th 
activities  of  the  various  divisions.  Scientific  Activities 
Medical  Services,  Public  and  Professional  Affairs.  Ger 
eral  Counsel,  Business,  Scientific  Publications,  an 
Management  Services. 

Your  reference  committee  applauds  the  addition  ( 
delegates  to  this  body  from  the  twelve  medical  collegt 
in  our  State,  and  the  invitation  to  medical  student  repp 
sentatives  to  attend  our  deliberations. 

The  House,  after  discussion,  voted  to  adopt  this  po 
tion  of  the  reference  committee  report. 

The  House  then  voted  to  adopt  the  report  of  the  refe 
ence  committee  as  a whole. 
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txtCUTIVE  VICE-PRESIDENT 


Scientific  Activities  and  Publications 


Publications 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Publications  Committee  are  the 


following: 

Albert  H.  Douglas,  M.D.,  Chairman Queens 

Arthur  H.  Diedrick,  M.D Westchester 

Warren  A.  Lapp,  M.D Kings 

Milton  Gordon,  M.D Suffolk 

Alfred  A.  Angrist,  M.D.,  ex  officio Queens 

William  Hammond,  M.D.,  ex  officio Westchester 


During  1972,  this  committee  was  reactivated,  and  its 
first  meeting  was  held  on  April  12,  1972.  William  Ham- 
mond, M.D.,  who  had  planned  to  retire  as  of  July  1st, 
and  Alfred  A.  Angrist,  M.D.,  his  successor,  were  present 
at  this  meeting. 

The  June  15th  issue  of  the  New  York  State  Journal 
of  Medicine  contained  a valedictory  address  by  Dr. 
Hammond,  and  the  July  1st  issue  carried  an  editorial  in- 
troduction of  the  new  editor  by  the  chairman  of  the  Pub- 
lications Committee.  The  committee  is  happy  to  report 
that  the  transition  of  editorial  responsibility  has  been  an 
orderly  one.  The  high  quality  of  the  Journal  has  been 
maintained,  and  the  committee  wishes  to  express  its 
thanks  to  the  editorial  staff  for  their  fine  cooperation 
during  a time  of  change. 

In  subsequent  meetings,  the  committee  has  reviewed 
the  composition  of  the  Associate  Editorial  Board.  Sev- 
eral changes  have  been  recommended,  involving  the  re- 
tirement of  several  members  because  of  removal  from  the 
state  or  because  of  poor  health.  The  policy  of  having 
representation  from  each  medical  school  of  the  State 
has  been  continued  with  the  approval  of  the  Council. 
Journal  objectives  and  long  range  planning  were  dis- 
cussed. An  attempt  is  to  be  made  to  shorten  the  time 
required  for  publication. 

The  Publications  Committee  carefully  reviewed  a 
proposed  microfilm  publication  agreement  with  the 
UMF  Systems,  Inc.,  for  the  reproduction  of  selected 
articles  from  the  Journal.  All  copyright  aspects  will  be 
covered  and  standard  royalties  allowed.  This  agreement 
has  been  approved  by  the  Council  and  the  Board  of 
Trustees. 

At  the  February,  1972,  meeting  of  the  House  of  Dele- 
gates, the  Redway  Medal  and  Award  for  excellence  in 
medical  writing  was  presented  to  Susan  T.  Carver,  M.D., 
of  The  New  York  Hospital-Cornell  Medical  Center,  for 
her  article  on  “Ecology  of  Coronary  Heart  Disease.” 
At  the  same  meeting,  a Citation  for  Distinguished  Ser- 
vice to  the  Journal  was  presented  to  Lloyd  T.  Barnes, 
M.D.,  and  Alfred  P.  Ingegno,  M.D.,  for  their  faithful 
services  as  members  of  the  Associate  Editorial  Board. 

The  Annual  Dinner  of  the  Associate  Editorial  Board 
was  well  attended  and  the  retiring  editor,  William  Ham- 
mond, M.D.,  was  commended  by  all  present  for  his  years 
of  meritorious  service.  The  chairman  of  the  committee 
attended  this  dinner  and  was  much  impressed  with  the 
affection  demonstrated  for  Dr.  Hammond,  and  with  the 
comments  made  by  the  members  of  the  Board  concern- 
ing the  improvements  in  the  format  and  in  the  quality  of 
the  Journal  as  a scientific  publication.  This  dinner  is 
a modest  recognition  of  the  hours  of  work  donated  by  the 


Associate  Editorial  Board  and  gives  the  members  an  op- 
portunity to  get  acquainted  and  to  exchange  ideas  for  the 
improvement  of  the  Journal. 

As  in  previous  years,  the  Journal  had  an  exhibit  at  the 
annual  convention  in  February.  This  was  well  received. 
Suggestions  from  members  were  solicited.  These  sug- 
gestions and  the  answers  to  a questionnaire  published  in 
the  February  1,  1972,  issue  have  been  most  welcome  and 
have  been  studied. 

In  concluding  this  report,  your  committee  wishes  to  ex- 
press its  thanks  to  the  editorial  staff,  to  the  business 
staff,  and  to  the  advertising  staff  of  the  Journal  for  their 
loyal  and  conscientious  work;  and,  also,  to  Henry  I.  Fine- 
berg,  M.D.,  and  to  J.  Richard  Burns,  J.D.,  for  having 
expedited  the  work  of  the  committee. 

Respectfully  submitted, 

Albert  H.  Douglas,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 
was  presented  by  Robert  E.  Westlake,  M.D.,  chairman. 

The  New  York  State  Journal  of  Medicine  under  its 
new  Editor,  Alfred  A.  Angrist,  M.D.,  has  continued  to 
serve  the  physicians  of  our  Society.  During  the  months 
since  Dr.  Angrist  assumed  editorial  responsibility,  sev- 
eral new  directions  have  become  discernible.  Review 
articles  of  special  interest  in  primary  care  are  being 
solicited  and  will  be  published.  Editorials  on  topics  of 
current  interests  expressing  opinions  on  one  side  of  a 
question  will  be  balanced  by  opposing  opinions  pub- 
lished in  the  Journal.  The  Associate  Editorial  Board 
has  been  enlarged  by  the  addition  of  academic  phy- 
sicians uniquely  qualified  to  review  submitted  articles — 
to  serve  as  a source  of  excellent  scientific  reports. 

The  committee  noted  that  the  solicitation  of  ad- 
vertising material  is  now  accomplished  by  United 
Media,  an  agency  which  handles  other  major  state 
journals.  There  has  been  an  immediate  increase  in  ad- 
vertising income. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

What  Goes  On 

The  Annual  Report  concerning  the  publication  What 
Goes  On  can  be  found  under  the  report  of  the  Executive 
Vice-President  pages  1428  and  1443. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 
was  presented  by  Robert  E.  Westlake,  M.D.,  chair- 
man. 

The  reference  committee  reviewed  the  publication  of 
this  schedule  of  medical  meetings.  It  believes  this  should 
continue  as  an  insert  in  the  New  York  State  Journal  of 
Medicine  in  its  present  format.  The  committee  recom- 
mends improvement  of  the  comprehensive  listing 
through  local  information  gathering  centers,  so  that 
this  section  will  truly  reflect  what  goes  on  in  New  \ork 
State. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

News  of  New  York 

The  Annual  Report  concerning  the  publication  News 
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of  New  York  can  be  found  under  the  Report  of  the 
Executive  Vice-president  pages  1432  and  1444. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 
was  presented  by  Robert  E.  Westlake,  M.D.,  chairman. 

The  reference  committee  would  like  to  commend 
those  involved  in  the  publication  of  News  of  New 
York.  We  believe  that  this  publication’s  paper,  print, 
punctuality,  and  pertinence  leads  to  usefulness  and 
readability. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Ad  Rem 

The  Annual  Report  concerning  the  Ad  Rem  bulletins 
can  be  found  under  the  report  of  the  Executive  Vice- 
President. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 
was  presented  by  Robert  E.  Westlake,  M.D.,  chair- 
man. 

The  committee  wishes  to  express  its  admiration  for 
the  dissemination  of  information  through  Ad  Rem.  This 
continues  to  be  the  real  “Hot  Line”  to  physicians 
through  their  staff  rooms.  If  it  is  not  posted  in  all  hos- 
pital staff  rooms,  the  committee  recommends  that  this 
be  done. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Library 

The  Annual  Report  concerning  the  Library  can  be 
found  under  the  report  of  the  Executive  Vice-President, 
pages  0000-00000. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 
was  presented  by  Robert  E.  Westlake,  M.D.,  chairman. 

It  is  recommended  by  the  Library  Committee,  and  the 
reference  committee  agrees,  that  the  Library  should 
contain  adequate  material  needed  to  study  and  improve 
methods  of  practice  and  of  health  care.  This  material 
should  be  made  available  for  the  support  of  all  current 
activities  of  the  State  Medical  Society,  and  should  in- 
clude adequate  socioeconomic  reference  works. 

Despite  assignment  of  the  income  from  the  trust  fund 
contributed  by  the  late  Mr.  Morris  J.  Bernstein,  the 
Library  remains  underfunded  at  $6,000  per  year.  We 
recommended  to  the  Library  Committee  that  they  sub- 
mit a request  for  funds  in  an  adequate  amount  to  support 
development  of  this  important  facility,  including  the 
employment  of  a librarian. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
I tion  of  the  reference  committee  report. 

Convention 

The  Annual  Report  concerned  with  the  Convention 
Committee  can  be  found  under  the  Report  of  the  Ex- 
I ecutive  Vice-President,  pages  1424-1429. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 


ACTIVITIES  AND  PUBLICATIONS:  The  following  report 
was  presented  by  Robert  E.  Westlake,  M.D.,  chair- 
man. 

Your  reference  committee  wishes  to  commend  Ber- 
nard J.  Pisani,  M.D.,  and  the  members  of  his  commit- 
tee, Frank  LaGattuta,  M.D.,  Stephen  Nordlicht,  M.D., 
and  Joseph  G.  Zimring,  M.D.,  for  once  again  pro- 
ducing an  outstanding  Convention. 

Your  reference  committee  took  note  of  the  decrease 
in  the  scientific  exhibits  due  to  the  general  increase  in 
costs,  decreased  security,  and  decrease  in  available 
grant  funds  to  research  workers.  This  decrease  was 
balanced  by  the  use  of  several  American  Medical  As- 
sociation convention  prize  winning  exhibits. 

Your  reference  committee  once  again  noted  that 
technical  exhibits  by  commercial  firms  in  health  fields 
decrease  each  year.  Increasing  costs  and  decreasing 
physician  registrations  are  blamed.  All  physicians  are 
requested  to  register  when  visiting  each  exhibit. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Resolution  73-36,  Section  on  Emergency  Med- 
icine 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS.  An  increasing  number  of  physicians  are 
limiting  their  practice  to  Emergency  Medicine  and 
the  care  of  the  critically  ill  or  injured;  and 

WHFREAS,  Those  numbers  are  increasing  in  re- 
sponse to  a national  awareness  of  the  need  to  expand 
and  improve  emergency  services;  and 

WHEREAS,  an  increasing  number  of  teaching  in- 
stitutions are  offering  residency  training  in  the  sub- 
ject of  Emergency  Medicine;  and 

WHEREAS.  Many  physicians  have  shown  their 
interest  in  further  training  in  Emergency  Medicine,  as 
shown  by  the  increasing  number  of  conferences  and 
seminars  being  conducted  to  satisfy  such  interest, 
and  by  the  attendance  of  1,600  physicians  at  the  last 
annual  symposium  on  Emergency  Medicine  spon- 
sored by  the  American  College  of  Emergency  Physi- 
cians; and 

WHEREAS.  The  establishment  of  a Section  on  Emer- 
gency Medicine  by  the  Medical  Society  of  the  State 
of  New  York  would  encourage  further  interest  and 
educational  endeavors  for  the  improvement  of  Emer- 
gency Services;  and 

WHEREAS.  The  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  (Chapter  XII,  Section  6)  state 
“No  new  section  shall  be  created  unless  a session 
devoted  to  its  subject  matter  or  specialty  shall  have 
been  held  at  at  least  two  successive  annual  meetings”; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  hold  a session  devoted  to  Emergency  Med- 
icine at  the  next  and  succeeding  annual  meetings  of 
the  Medical  Society  of  the  State  of  New  York. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 

was  presented  by  Robert  E.  Westlake,  M.D.,  chairman. 

The-committee  considered  Resolution  73-36,  “Section 
on  Emergency  Medicine.”  This  resolution  was  discussed 
particularly  from  the  educational  point  of  view.  Your 
reference  committee  recognizes  the  importance  of 


June  1 , 1973  / New  York  State  Journal  of  Medicine  1449 


education  for  all  physicians  in  emergency  care.  Your 
reference  committee  recommends  approval  of  this  res- 
olution. 

The  House  voted  to  adopt  resolution  73-36. 

Resolution  73-101,  Emergency  Medicine  Session 

Introduced  by  John  F.  Spring,  M.D.,  as  an  Individual 
WHEREAS,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  (Chapter  XII,  Section  6)  state  that, 
“no  new  section  shall  be  created  unless  a session  de- 
voted to  its  subject  matter  or  specialty  shall  have  been 
held  at  at  least  two  successive  annual  meetings”;  and 
WHEREAS.  There  are  three  scientific  presentations 
on  emergency  medicine  at  this  meeting;  therefore  be  it 
Resolved,  That  the  three  scientific  presentations  on 
emergency  medicine  held  at  this  167th  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York  be 
considered  the  first  session  for  emergency  medicine. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 

was  presented  by  Robert  E.  Westlake,  M.D.,  chairman. 

The  committee  considered  Resolution  73-101,  “Emer- 
gency Medicine  Session.”  The  committee  does  not  con- 
sider the  papers  on  Emergency  Care,  scattered  in  time 
and  place  at  this  Convention,  to  represent  a session.  . 

Mr.  Speaker,  the  committee  recommends  that  Res- 
olution 73-101  be  not  adopted. 

The  House  voted  to  not  adopt  resolution  73-101. 

Resolution  73-102,  Section  on  Emergency  Medi- 
cine in  the  American  Medical  Association 

Introduced  by  Edward  W.  Gilmore,  M.D.,  as  an-Individ- 
ual 

WHEREAS,  The  House  of. Delegates  and  Trustees  of 
the  American  Medical  Association  are  considering  the 
formation  of  a Section  on  Emergency  Medicine;  and 
WHEREAS,  There  are  now  more  than  200  physicians 
practicing  emergency  medicine  in  the  State  of  New 
York,  and 

WHEREAS,  Physicians  in  emergency  medicine  re- 
quire a forum  for  their  scientific  advancement;  and 
WHEREAS,  This  forum  should  be  within  the  frame- 
work of  organized  medicine,  therefore  be  it 
Resolved,  That  this  House  of  Delegates  instruct  the 
New  York  Delegation  to  the  American  Medical  Asso- 
ciation to  support  the  development  of  an  American 
Medical  Association  Section  on  Emergency  Medicine. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 

was  presented  by  Robert  E.  Westlake,  M.D.,  chairman. 

The  committee  considered  Resolution  73-102,  “Section 
on  Emergency  Medicine  in  the  American  Medical  As- 
sociation.” 

Mr.  Speaker,  your  reference  committee  recommends 
approval  of  this  resolution. 

The  House  voted  to  adopt  resolution  73-102. 

Archives 

No  Annual  Report  was  submitted  by  the  Committee 
on  Archives. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 

was  presented  by  Robert  E.  Westlake,  M.D.,  chairman. 


The  committee  wishes  to  remind  the  House  that  the 
archives  of  this  Society  are  a valuable  source  of  historic 
information.  For  the  Committee  on  Archives,  this  ref- 
erence committee  wishes  to  solicit  additional  historic 
material  from  the  membership. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

District  Branches 

SECOND  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  Annual  Meeting  of  the  Second  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  was  held 
on  Friday,  September  15,  1972,  8:00  P.M.  at  the  Nassau 
Academy  of  Medicine. 

Joseph  G.  Zimring,  M.D.,  Chairman  of  the  Nomina- 
ting Committee,  presented  the  following  slate  of  officers, 
to  assume  office  upon  election  and  to  serve  for  the  en- 
suing two  years: 

President: Philip  I.  Levitan,  M.D. 

1st  Vice-President Clement  J.  Boccalini,  M.D. 

2nd  Vice-President Leonard  Weitzman,  M.D. 

Secretary John  A.  Billows,  M.D. 

Treasurer Daniel  Friedman,  M.D. 

District  Delegate  Jeff  J.  Coletti,  M.D. 

Executive  Director  Mr.  Don  Cairns 

There  being  no  nominations  from  the  floor,  the  slate 
was  closed  and  was  unanimously  elected. 

An  interesting  program  on  the  forthcoming  Scientific 
Meeting  in  Paris  was  presented  by  Mrs.  Roslyn  Brom- 
berg. 

Respectfully  submitted, 

Philip  I.  Levitan,  M.D.,  President 

FIFTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

As  in  the  past,  the  Fifth  District  Branch  has  had  an- 
other active  year. 

The  Fifth  District  insurance  program  under  Charles  J. 
Sellers  & Co.,  Inc.,  has  moved  ahead  at  a rapid  pace. 

The  Executive  Committee  met  on  February  14.  1972, 
at  the  Americana  Hotel,  New  York  City,  and  finalized 
plans  for  the  twelfth  annual  combined  meeting  of  the 
Fifth  and  Sixth  District  Branches  to  be  held  at  the 
Southampton  Princess,  Bermuda,  September  20  to  24, 
1973.  Fliers  regarding  the  Bermuda  meeting  will  be  sent 
out  to  all  members  in  the  early  part  of  April  and  it  is 
hoped  that  reservations  will  be  returned  early. 

Following  a very  successful  and  enjoyable  ten-day  trip 
to  Spain  and  the  Costa  del  Sol  in  June,  Mr.  Russell  H. 
Feltus,  executive  director,  was  given  authority  to  arrange 
one  or  two  travel  holidays  each  year.  Plans  have  been 
completed  for  a week’s  Roman  holiday  starting  Novem- 
ber 24,  1972. 

The  Sixth  District  Branch  was  host  at  the  eleventh 
annual  combined  meeting  at  The  Concord,  Kiamesha 
Lake,  September  15  to  17,  1972.  The  members  parti- 
cipated in  the  many  social  activities  and  the  scientific 
program. 

The  annual  meeting  of  the  Fifth  District  Branch  was 
held  at  11:30  A.M.  on  September  16  when  it  was  voted  to 
again  financially  assist  the  Student  American  Medical 
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Association.  The  following  slate  of  officers  was  elected 
to  serve  during  1972-1973: 

President — Robert  B.  Bryant,  M.D.,  Syracuse 
First  Vice-President — Clarke  T.  Case,  M.D.,  Utica 
Second  Vice-President — Irving  Cramer,  M.D.,  Utica 
Secretary — George  H.  Hanlon,  M.D.,  Gouverneur 
Treasurer — Thomas  P.  Hamilton,  Jr.,  M.D., 

Watertown 

Delegate — Bernard  J.  Hartnett,  M.D.,  Auburn 
The  retiring  officers  were  given  a standing  ovation  for 
their  successful  leadership  of  the  district  during  the  past 
two  years.  Dr.  Bryant  was  congratulated  on  his  election 
as  president  and  Mr.  Feltus  was  extended  a sincere 
“thank  you”  for  his  handling  of  the  many  administrative 
details  during  the  past  two  years. 

I wish  to  thank  the  presidents  and  members  of  the 
component  county  medical  societies  for  their  assistance 
during  my  term  of  office  and  I am  sure  Dr.  Bryant  will 
receive  the  same  cooperation. 

Respectfully  submitted, 

Bernard  J.  Hartnett , M.D.,  President 

SIXTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  Eleventh  Combined  Annual  Meeting  of  the  Fifth 
and  Sixth  District  Branches  was  held  at  the  Concord 
Hotel,  Kiamesha  Lake,  New  York  on  September  15, 
16,  and  17,  1972. 

A cooperative  educational  program  with  the  American 
Medical  Association  was  developed  for  the  membership. 
Bernard  J.  Harrison,  J.D.,  Director,  AMA  Division 
of  Medical  Practice,  addressed  those  present  on  the 
AMA’s  activities  relative  to  Medical  Office  Manage- 
ment programs.  Mr.  John  Fochtman  of  the  AMA’s 
Washington  Office  reviewed  current  legislative  programs 
and  the  status  of  the  AMA’s  legislation  efforts  relative 
to  changing  the  qualifying  dates  for  M.D.’s  under  Social 
Security. 

Rex  Kenyon,  M.D.,  of  Oklahoma  City,  was  the  guest 
speaker  at  the  banquet.  Doctor  Kenyon  a Past  Presi- 
dent of  the  Oklahoma  State  Medical  Association  and 
the  Oklahoma  County  Medical  Society  is  also  an  alter- 
nate delegate  to  the  AMA  and  serves  on  the  national 
speakers’  bureau.  Doctor  Kenyon  presented  an  informa- 
tive lecture  on  the  AMA’s  outlook  on  legislation,  and 
on  its  current  activities. 

The  Sunday  AMA  program  regarding  forensic  medi- 
cine, has  almost  become  a tradition  at  the  Fifth-Sixth 
District  Annual  Meeting.  Faruk  B.  Presswalla,  M.D., 
Associate  Medical  Examiner,  City  of  New  York,  pre- 
sented a very  interesting  lecture  on  “Medico-legal  In- 
vestigative Systems — Its  History  and  Present  Role  in 
the  Administration  of  Justice.”  Interest  in  all  of  the 
programs  was  demonstrated  by  the  lively  question  and 
answer  sessions. 

The  Sixth  District  Branch  held  its  annual  meeting 
on  Saturday,  September  16.  The  annual  financial  re- 
port and  budget  was  presented  and  approved.  Those 
present  also  voted  to  increase  the  District  dues  from  one 
dollar  to  two  dollars  per  member.  Again  this  year,  the 
members  voted  to  continue  financial  assistance  to  the 
Student  American  Medical  Association,  Syracuse  Chap- 
| ter. 

The  members  reviewed  Resolution  72-6  “Transfer  of 
Medical  Society  of  Chenango  from  the  Sixth  District 


Branch  to  the  Fifth  District  Branch.”  The  Resolution 
was  approved  by  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  last  February,  1972. 
Because  of  this  action,  the  members  removed  the  name 
of  Thomas  M.  Flanagan,  M.D.,  as  Treasurer  of  the  Sixth 
District  Branch  and  appointed  Herbert  Wilk,  M.D.,  a 
Binghamton  physician,  as  Treasurer. 

A change  in  the  Bylaws  of  the  District  Branch  which 
was  submitted  to  MSSNY  last  year  was  approved  by  the 
Council.  The  District  membership  voted  approval  and 
requested  that  revisions  be  published  and  distributed. 

It  was  reported  that  the  1973  meeting  will  be  held  in 
Bermuda  and  that  the  Fifth  District  Branch  would  be 
the  host.  Scientific  programs  are  being  developed  in 
cooperation  with  the  Bermuda  Medical  Association. 

Respectfully  submitted, 
PaulM.  DeLuca,  M.D.,  President 

SEVENTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  Seventh  District  Branch  in  the  last  year  has  had 
a considerable  amount  of  activity  beginning  with  the 
problem  of  New  York  State  Health  Department  Regu- 
lation 86: 11(c),  which  mandates  payment  for  medical 
services  provided  a hospital  inpatient  by  a radiologist, 
anesthesiologist,  or  pathologist  as  part  of  the  hospital’s 
reimbursement  rate.  This  regulation  was  opposed  by 
the  Branch  but  it  is  evidently  not  to  be  reconsidered 
until  1973.  Attempts  to  regulate  the  practice  of  medi- 
cine and  the  conditions  under  which  physicians  prac- 
tice, such  as  this  proposal,  are  being  opposed  on  the 
basis  of  freedom  of  the  profession  to  practice  in  the 
manner  in  which  they  choose. 

Along  the  same  lines,  we  conducted  a strong  program 
to  oppose  the  regulations  that  emanated  as  a result  of 
the  Health  Insurance  Disclosure  Act.  This  three  para- 
graph law  was  intended  to  keep  consumers  informed  of 
the  health  insurance  package  they  were  purchasing. 
However,  lengthy  regulations  were  issued  establishing  fee 
schedules  and  many  other  things,  some  of  which  were 
regulating  the  practice  of  medicine. 

Another  area  where  we  were  very  much  involved  is 
health  planning  in  our  region.  Unknown  to  organized 
medicine,  a health  service  corporation  was  developed 
by  the  planners  and  would  be  supervised  by  them. 
This  idea  of  putting  medicine  on  a public  utility  basis 
was  not  only  opposed  by  the  medical  profession,  but  by 
a strong  group  of  other  professionals,  disadvantaged 
consumers,  and  many  others  who  were  interested.  The 
Northern  Tier  proposal  was  defeated.  A Southern  Tier 
proposal,  somewhat  different,  was  approved  and  is 
being  implemented. 

The  District  Branch  approved  a motion  to  support 
the  foundation  for  medical  care  movement.  We  co- 
sponsored, with  the  Medical  Society  of  the  County  of 
Monroe,  resolutions  which  were  presented  to  the  1972 
House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York.  These  urged  the  dissemination  of  infor- 
mation on  foundations  by  the  State  Medical  Society, 
the  establishment  of  a State  Institute,  and  assistance 
by  the  State  Society  in  establishing  medical  founda- 
tions. These  are  proving  to  be  innovative  in  providing 
patient  care,  preserving  freedom  of  choice  for  both  pa- 
tient and  physician,  preserving  the  fee-for-service 
method  and  answering  the  problems  of  accessibility, 


June  1 , 1973  / New  York  State  Journal  of  Medicine  1451 


costs,  and  quality  of  care.  The  Monroe  Plan  for  Medi- 
cal Care  is  currently  initiating  contracts.  All  physi- 
cians in  the  Seventh  District  Branch  are  eligible  to 
participate  and  be  represented  in  the  activities  of  the 
foundation.  At  this  point  in  time,  approximately  600 
physicians  in  the  area  are  members,  the  majority  with- 
in Monroe  County.  As  soon  as  the  Blue  Cross /Blue 
Shield  contract  is  implemented,  this  will  be  felt  through- 
out the  entire  region.  The  tradename  for  the  founda- 
tion health  insurance  program  is  Health  Watch.  Some 
county  societies  in  the  District  have  indicated  a desire 
to  apply  the  foundation  principle  to  various  health  in- 
surance proposals  being  discussed  at  local  levels. 

Also,  a Peer  Review  Committee  throughout  the  Sev- 
enth District  Branch  has  been  organized  and  is  ready 
to  function. 

A publication  entitled,  “Monroe  Comments,”  being 
distributed  widely  in  the  State  of  New  York  and  emanat- 
ing from  the  Medical  Society  of  the  County  of  Mon- 
roe, is  now  being  produced  as  a Seventh  District 
Branch  and  Monroe  County  Medical  Society  effort,  to 
which  we  are  providing  financial  and  editorial  support. 

A Committee  on  Continuing  Education  has  been  ap- 
pointed to  study  the  problem  of  professional  education 
in  response  to  the  many  concerns  directed  towards  this 
area. 

We  have  joined  with  the  Medical  Society  of  the 
County  of  Monroe  in  support  of  Blue  Shield  negotia- 
tions for  an  adjustment  in  the  benefit  schedule.  This 
was  a retroactive  adjustment  from  July  of  1969  which 
was  suspended  by  the  unexpected  Economic  Stabiliza- 
tion Act.  We  are  now  appealing  the  negative  decision 
of  the  Price  Commission  which  has  admitted  the  in- 
equity of  the  situation.  The  numerous  Presidential 
Newsletters  from  Monroe  County  have  explained  the 
activities  relating  to  the  Price  Commission  action. 
Originally  a 13.5  per  cent  benefit  schedule  adjustment 
had  been  successfully  negotiated  with  Genesee  Valley 
Medical  Care,  Inc.  The  Price  Commission,  at  the  date 
of  this  writing,  has  offered  a 7.5  per  cent  adjustment, 
but  this  was  based  on  individual  physicians  justifying 
their  ability  to  accept  the  increase.  The  success  of  the 
entire  Blue  Shield  program  hinges  on  a class  exception 
for  all  physician  participants.  Our  Blue  Shield  Pro- 
gram is  unique  in  that  it  has  been  a means  of  regulat- 
ing physicians’  fees.  If  we  cannot  obtain  this  recogni- 
tion from  the  Price  Commission  this  will  be  a serious 
portent  for  the  future  of  Blue  Shield. 

The  District  Branch  cosponsored  with  the  Monroe 
County  Medical  Society  seminars  on  the  Documenta- 
tion of  Care  in  view  of  the  many  requirements  of  both 
Medicare  and  Medicaid. 

The  Seventh  District  Branch  by-laws  are  in  the  pro- 
cess of  revision  and  by  the  time  of  this  publication  are 
expected  to  be  approved.  In  the  constitution  and  by- 
laws revision,  standing  or  ad  hoc  committees  in  the 
areas  of  cancer,  health  planning,  education,  economics, 
professional  relations,  peer  review,  program,  public 
relations,  legislation,  and  workmen’s  compensation 
have  been  established. 

The  annual  caucus  room  arrangements  with  the 
Eighth  District  Branch  have  proved  quite  successful 
and  will  continue. 

During  the  course  of  the  year,  a move  was  initiated 
to  establish  a stronger  socioeconomic  section  to  han- 
dle affairs  for  physicians  in  Monroe  County  and  the 
District  Branch.  This  issue  is  as  yet  unsettled,  but 


there  is  no  disputing  the  fact  that  physicians  are  pre- 
ponderantly in  favor  of  a more  effective  effort  in  this 
area  of  concern.  Additional  funds  for  staffing  and  ac- 
tivities in  this  area  are  essential  to  its  success. 

We  continue  to  be  involved  with  the  Leisurac  Travel 
Agency’s  bankruptcy  suit  in  which  many  of  our  mem- 
bers deposited  their  funds.  It  is  hoped  this  will  be  set- 
tled shortly.  Legal  counsel  has  been  active  on  the  part 
of  the  District  Branch  and  the  individual  physician 
members.  Attempts  to  recover  the  monies  through  in- 
dividual and  group  legal  actions  are  being  carried  out. 

Wayne  Templer,  M.D.,  Past  President,  was  present- 
ed with  a silver  pitcher  with  a suitable  engraving,  as  a 
token  of  esteem. 

The  District  Branch  increased  its  contribution  to  the 
Bulletin  as  the  result  of  an  audit  by  the  Internal  Reve- 
nue Service,  and  its  determination  that  there  should  be 
a larger  membership  contribution  to  support  this  activ- 
ity. 

As  President  of  the  District  Branch,  it  was  my  privi- 
lege to  participate  in  the  151st  Annual  Meeting  of  the 
Medical  Society  of  the  County  of  Monroe,  an  event  to 
remember.  Russell  B.  Roth,  M.D.,  President-Elect  of 
the  American  Medical  Association  was  the  featured 
speaker  and  spoke  on  the  future  of  medical  practice. 
Robert  C.  McVeigh,  M.D.,  was  inaugurated  as  Presi- 
dent of  the  Monroe  County  Medical  Society. 

Another  event  of  considerable  significance  was  the 
flood  which  decimated  many  of  our  members’  homes 
and  offices  in  the  Steuben  County  area.  It  was  most 
fortunate  that  the  Monroe  County  Medical  Society  had 
staff  and  physicians  who  helped  tremendously  in  over- 
coming some  of  the  difficulties.  David  Kluge,  M.D., 
and  Mr.  Donald  M.  Irish  manned  a civil  disaster  medi- 
cal command  post.  Such  services  included  supplies  to 
the  hospitals  and  physicians  and  nurses  in  the  area. 
Our  heartfelt  thanks  to  those  who  assisted  in  this  en- 
deavor. Our  sympathies  to  those  who  suffered. 

Meetings  have  taken  place  with  the  new  Rochester 
Regional  Medical  Program  Director,  Peter  Mott,  M.D.,, 
as  a result  of  which  we  expect  programs  to  assist  in  the 
physician  distribution  problem.  This  is  presently, 
under  development.  The  problem  of  primary  physi- 
cian attrition  in  the  District  is  acute.  The  Regional 
Medical  Program  would  like  to  determine  the  precise 
areas  of  physician  need,  the  type  of  physicians  needed, 
and  some  system  to  assist  in  locating  and  placing  phy- 
sicians where  shortages  exist. 

The  Program  Committee  has  elected  Whiteface  Inn 
on  Lake  Placid  as  the  meeting  place  for  the  Annual 
Meeting  in  1973. 

The  1972  Annual  Meeting  of  the  Seventh  District 
Branch  was  held  in  Victor,  New  York,  on  October  19. 
1972.  Subjects  discussed  included  “Physicians'  Surgi- 
cal Privileges  in  the  Non-Teaching  Hospitals;”  "Con- 
stitution and  By-Law  Changes;”  “A  New  Socio-Eco- 
nomic Section;”  “Nominees  for  State  Society  Office." 

A scientific  convention  was  held  in  conjunction  with 
•the  Eighth  District  Branch  at  the  El  Conquistador 
Hotel  in  Puerto  Rico  from  October  1 to  October  8. 
1972.  The  program  for  this  meeting  included: 

Johnny  F.  Jiminez,  M.D.,  Past-President,  Section 
of  Pediatrics,  Puerto  Rico  Medical  Association,  whc 
spoke  on  Endemic  Diseases  in  Children. 

Mr.  William  Sandow,  Jr.,  Executive  Director  ol 
Blue  Cross  of  Puerto  Rico,  who  spoke  on  the  prob 
lems  in  administering  Blue  Cross  in  Puerto  Rico. 
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Mr.  Emory  Bullis,  Assistant  Director,  Office  of 
Program  Planning  and  Evaluation,  U.S.  Department 
of  Health,  Education,  and  Welfare,  who  spoke  on 
Foundations. 

Edward  Siegel,  M.D.,  President,  Medical  Society 
of  the  State  of  New  York,  the  guest  speaker  at  the 
banquet  who  discussed  current  problems  and  the  fu- 
ture State  Society  activities. 

The  demands  on  physicians  and  staff  continue  to  in- 
crease. We  are  fortunate  in  having  a fair  number  of 
physicians  willing  to  dedicate  themselves  to  the  prob- 
lems of  our  times,  further  supported  by  Executive  Sec- 
retary Donald  M.  Irish  and  Administrative  Assistant 
Mrs.  Patricia  Philpott,  who  succeeded  Mrs.  Marie 
Bernhardi  as  Administrative  Assistant. 

Respectfully  submitted, 

Erich  Hirsch,  M.D.,  President 

EIGHTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  1972  Annual  Medical  Seminar  of  the  Seventh  and 
Eighth  District  Branches,  Medical  Society  of  the  State 
of  New  York  was  held  at  the  El  Conquistador  Hotel  and 
Club,  Los  Croabas,  Puerto  Rico,  from  Sunday,  October 
1,  1972,  through  Sunday,  October  8,  1972.  Scientific 
programs  were  scheduled  for  Monday,  Tuesday,  Thurs- 
day, and  Friday,  and  registration  was  of  near  record  pro- 
portions. 

On  Wednesday,  October  4,  1972,  a “long  range  plan- 
ning session”  involving  the  Officers  and  Delegates  of  the 
Seventh  and  Eighth  District  Branches  covered  a variety 
of  topics  of  mutual  interest.  Principal  among  these  were 
the  current  and  proposed  legislation  schemes  of  Federal 
and  State  governments  regarding  HMO’s;  Foundations; 
PSRO;  economic  stabilization,  and  so  forth.  I am  sure 
that  each  participant  derived  a great  deal  of  insight  into 
the  various  reactions  and  approaches  of  organized  med- 
icine to  these  programs  and  proposals. 

I would  be  greatly  remiss  if  I did  not  extend  our  deep 
appreciation  to  the  members  of  the  program  committee 
who  performed  yeoman’s  service  in  the  development  of 
this  meeting.  The  members  of  this  committee  are: 
Vincent  Bonafede,  M.D.,  Thomas  Bumbalo,  M.D.,  Paul 
A.  Burgeson,  M.D.,  James  M.  Flanagan,  M.D.,  Eric 
Hirsch,  M.D.,  David  L.  Koch,  M.D.,  James  R.  Nunn, 
M.D.,  James  G.  Parke,  M.D.,  Ralph  C.  Parker,  M.D., 
William  C.  Stein,  Jr.,  M.D.,  and  Wayne  Templer,  M.D. 

Going  back  a step,  I would  like  to  retrace  the  activities 
of  the  District  Branch  since  my  last  report. 

Your  advisory  committee  has  met  several  times,  and  I 
might  point  out  some  of  the  more  significant  actions 
taken  by  them; 

1.  Bylaws:  During  1971  a duly  constituted  com- 

mittee on  the  Constitution  and  Bylaws  developed  and 
presented  amended  bylaws  for  the  Eighth  District 
Branch.  Subsequent  to  their  presentation  at  the  last 
annual  meeting,  ratification  was  obtained  and  im- 
plementation was  undertaken  by  the  council.  Greater 
representation  in  District  affairs  is  afforded  the  con- 
stituent County  Medical  Societies,  and  inherent  in 
this  an  offer  for  greater  participation  and  involvement. 

2.  Finances:  Included  in  the  new  Bylaws  is  an 

amendment  to  raise  the  dues  of  individual  members 
from  $1.00  to  $5.00  per  year.  While  this  would  appear 
to  be  a substantial  increase,  we  have  been  working  on 


the  old  base  for  almost  20  years.  For  the  first  time  in 
many  of  those  years  we  are  approaching  a sound  fi- 
nancial basis  for  our  operations.  There  are  still  two 
county  societies  in  the  Branch  which,  for  some  reason, 
have  not  seen  fit  to  meet  their  obligation  as  the  others 
have.  I would  take  this  opportunity  to  remind  them 
of  their  financial  responsibilities  as  well  as  encouraging 
their  continued  involvement  in  branch  activities. 

3.  Foundations:  Your  officers  have  long  been  aware 
of  the  need  for  information,  development,  and  action 
on  the  part  of  organized  medicine  when  dealing  with 
government  and  third  party  carriers.  We  have  lis- 
tened with  a great  deal  of  interest  to  those  who  have  al- 
ready developed  and  implemented  Foundations. 
Along  these  lines  we  have  established  a representative 
committee  to  study  Foundations  and  make  recom- 
mendations to  our  membership. 

4.  Government  Programs:  The  expanding  role  of 

State  and  Federal  medical  programs  on  a regional  basis 
has  necessitated  the  8th  District  Branch  to  become 
more  deeply  involved  with  many  of  the  agencies  and 
organizations  concerned  with  area-wide  health  plan- 
ning and  delivery  of  health  services.  We  are  repre- 
sented on  many  of  the  boards  of  these  agencies  and  be- 
lieve that  it  is  to  the  vital  interest  of  the  8th  District 
Branch  physicians  that  they  have  a strong  voice  in  the 
decisions  made. 

5.  Annual  Meeting:  The  Annual  meeting  and  elec- 
tion of  officers  was  held  in  the  latter  part  of  November. 
Elected  were  the  following: 


President Kenneth  H.  Eckhert,  M.D.  (Erie) 

President-Elect  Paul  Sum,  M.D.  (Cattaraugus) 

Secretary William  Stein,  M.D.  (Niagara) 

Treasurer George  Taylor,  M.D.  (Allegany) 

Delegate  David  R.  Harrington,  M.D.  (Genesee) 


The  membership  listened  to  a brief  presentation  by 
the  chair  regarding  the  establishment  of  P.S.R.O.’s 
(Professional  Standards  Review  Organizations)  as 
called  for  in  this  legislation. 

Motion  was  carried  asking  each  County  Medical 
Society  President  to  bring  all  available  materials  to 
the  attention  of  his  society’s  membership  and  to  for- 
ward an  expression  of  interest  to  the  Eighth  District 
Branch.  This  in  turn  would  be  forwarded  to  the . 
Secretary  of  Health,  Education,  and  Welfare  spelling 
out  the  logical  reasons  to  establish  the  area  of  the  8th 
District  Branch  as  a PSRO  area. 

Your  delegates,  as  your  official  voice  within  the  State 
Society,  have  also  met  on  numerous  occasions  during  the 
year,  and  of  course,  at  the  annual  meeting  of  the  State 
Society.  A joint  caucus  in  February  saw  continued  co- 
operation between  the  Seventh  and  Eighth  District 
Branches  and  we  are  sure  that  the  mutual  support  de- 
veloped at  these  meetings  will  continue. 

In  preparation  for  the  1973  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  your  delegates 
have  elected  Glenn  E.  Jones,  M.D.,  Niagara  County, 
to  serve  as  chairman  of  the  8th  District  Branch  Dele- 
gates. They  have  also  made  recommendations  for 
support  of  candidates  to  elective  office.  I am  certain 
these  candidates  reflect  the  thinking  within  your  county 
societies  and  that  your  full  support  will  be  given  each 
of  them. 

In  concluding  this,  my  final  report  as  your  president,  I 
would  simply  point  out  that  each  of  the  items  enumerat- 
ed here  have  as  their  basis  what  has  become  the  most 
important  consideration  in  the  medical  profession  to- 


June  1 , 1 973  / New  York  State  Journal  of  Medicine  1453 


day:  mutual  cooperation  and  support.  Organized 

medicine  cannot  and  will  not  survive  without  it.  We 
cannot  allow  the  trust  which  has  been  placed  in  us  to  be 
destroyed  by  disharmony  and  discord. 

Finally,  I would  like  to  acknowledge  with  gratitude  the 
assistance  of  my  fellow  officers  and  the  Advisory  Council 
of  the  Eighth  District  Branch;  our  Executive  Staff,  Mr. 
Richard  F.  Treccase,  Mr.  Warren  A.  Mutz,  and  Mr. 
Joseph  J.  Guariglia.  I also  wish  to  acknowledge  the 
excellent  cooperation  extended  to  us  throughout  the 
year  by  Mr.  Harry  J.  Dexter,  Regional  Representative, 
Medical  Society  of  the  State  of  New  York,  and  to  the 
staff  of  the  Medical  Society  of  the  County  of  Erie,  who 
were  most  cooperative. 

Respectfully  submitted, 

David  R.  Harrington,  M.D.,  President 

NINTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  Annual  Meeting  of  the  Ninth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  was  held  on 
February  14,  1972,  at  the  Americana  Hotel  in  New  York 
City.  Westchester  County  again  played  host  to  the 
representatives  of  the  five  component  societies.  Arthur 
H.  Diedrick,  M.D.,  Councilor  for  the  Ninth  District 
Branch  from  Westchester,  was  present. 

A letter  to  Irving  Weiner,  M.D.,  President,  Ninth 
District  Branch,  from  Harold  Sobel,  M.D.,  Secretary, 
Medical  Society  County  of  Orange,  was  read.  The  Med- 
ical Society  of  the  County  of  Orange  nominated  Leonard 
Weiss,  M.D.,  of  Middletown,  New  York,  for  Treasurer  of 
the  Ninth  District  Branch.  Dr.  Weiss  was  unanimously 
elected  as  Treasurer  for  two  years. 

On  behalf  of  the  Medical  Society  of  the  State  of  New 
York,  Henry  I.  Fineberg,  M.D.,  Executive  Vice-Presi- 
dent, thanked  the  Ninth  District  Branch  for  its  con- 
tinued interest  and  support  and  extended  an  invitation 
to  all  members  to  visit  the  new  headquarters  building  at 
Lake  Success. 

There  was  a general  discussion  regarding  foundations. 


It  was  suggested  that  a larger  county  such  as  Westchester 
could  lead  the  way  because  they  have  a large  member- 
ship and  adequate  facilities. 

The  report  on  the  Legislation  meeting  held  at  Tappan 
Zee  Motor  Inn  on  January  27,  1972,  was  read  and  ac- 
cepted. 

Dr.  Weiner  made  some  general  observations  regarding 
his  tenure  as  President  and  thanked  everyone  for  his  co- 
operation and  support. 

The  officers  of  the  Ninth  District  Branch  serving  until 
February,  1974  are: 

President Garrett  W.  Vink,  M.D.,  Putnam 

First  Vice-President  Burton  Allyn,  M.D.,  Rockland 

Second  Vice-President 

Wallace  M.  Sheridan,  M.D.,  Westchester 

Secretary James  K.  Keeley,  M.D.,  Dutchess 

Treasurer  Leonard  S.  Weiss,  M.D.,  Orange 

Respectfully  submitted, 

Garrett  W.  Vink,  M.D.,  President 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 

was  presented  by  Robert  E.  Westlake,  M.D.,  chairman. 

Your  reference  committee  reviewed  statements  in  the 
Bylaws  of  this  Society  concerning  operational  reports 
from  District  Branches.  It  wishes  to  compliment  the 
Seventh  District  Branch  on  the  breadth  of  its  activities 
and  the  completeness  of  its  report.  No  written  reports 
were  received  from  the  1st,  3rd,  4th,  and  8th*  District 
Branches.  The  committee  deplores  these  omissions. 
Verbal  reports  were  received  from  the  First  and  Eighth 
District  Branches. 

The  committee  believes  that  district  branches  serve  a 
useful  purpose  in  multi-county  planning  of  health  care. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole. 

*Report  of  the  Eighth  District  Branch  is  included  with 
these  minutes  but  was  not  received  before  the  meeting. 
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Standards  of  Medical  Care 

Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Ethics  are  as  fol- 


lows: 

Joseph  G.  Zimring,  M.D.,  Chairman Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

John  Sauer,  M.D New  York 


Two  letters,  one  from  a county  medical  society  and  one 
from  an  attorney’s  office,  were  received  inquiring  about 
the  ethics  involved  when  office  space  is  rented  on  the 
basis  of  a percentage  of  the  physician’s  income.  Both 
were  answered  that  this  method  of  renting  office  space 
was  unethical  since  this  method  indirectly  results  in 
fee  splitting  and  tends  to  exploit  the  practice  of  medicine. 
This  answer  was  based  on  Article  23,  page  42,  1972  edi- 
tion of  the  American  Medical  Association’s  Judicial 
Council  Opinions  and  Reports  and  Article  VI,  Section  6 
of  the  Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York. 

A question  submitted  by  a county  medical  society  con- 
cerned the  ethical  propriety  of  a hotel  billing  for  the 
medical  services  rendered  by  the  hotel  physician  to  a 
guest.  The  answer  given  was  as  follows — “If  the  hotel 
acts  as  an  agent  for  the  patient  and  pays  the  physician 
the  amount  billed  by  the  physician,  and  then  bills  the 
patient  (guest)  for  that  money,  we  find  nothing  unethical 
in  that  arrangement.  However,  if  the  hotel  bills  that 
patient  (guest)  for  money  that  exceeds  the  amount  of  the 
doctor’s  bill,  this  is  unethical.” 

A family  practitioner  inquired  whether  he  could  give 
prenatal  care  to  obstetrical  patients  and  then  have  an 
obstetrician  deliver  the  patient — he  would  be  paid  in 
full  by  the  patient  and  he  then  would  pay  the  obstetri- 
cian for  his  part  of  the  case.  This  was  answered  in  part 
by  the  following  “the  amount  of  the  fees  charged  should 
be  paid  directly  to  the  individual  physicians  who  ren- 
dered the  services  in  question.” 

A physician,  who  wished  to  open  an  office  in  a city 
and  would  like  to  notify  all  insurance  companies  that 

Ihe  was  available  for  examination  of  insurance  appli- 
cants, was  told  that  he  should  contact  his  local  county 
medical  society,  who  would  supply  him  with  the  proper 
guidelines  used  in  notifying  people  of  the  community 
regarding  the  opening  of  an  office. 

Two  upstate  county  societies  inquired  about  news- 
paper articles  which  in  describing  certain  facilities  of 
local  hospitals  and  clinics  made  use  of  physicians’  names 
and  pictures.  Both  societies  were  advised  the  use  of 
physicians’  pictures  in  those  articles  was  considered 
unethical;  however  it  was  suggested  that  the  final  deci- 
sion was  that  of  the  local  county  medical  society  in- 
volved. They  were  also  told  to  read  thoroughly  Section 
5,  Chapter  I of  the  Principles  of  Professional  Conduct 
and  paragraphs  3,  4,  5 and  7 of  Section  10  of  the  Judicial 
Council  Opinions  and  Reports  (1972  Edition). 

An  interesting  question  submitted  to  us  by  a county 
medical  society  consisted  of  the  following  letter  and 
our  answer  (approved  by  the  Council): 

1.)  Question.  “A  baby  was  born  to  us — an  encepha- 
lic. We  were  assured  by  the  physicians  in  charge  that 


there  was  absolutely  no  possibility  of  the  child  ever  be- 
coming better. 

“Do  we  have  the  right  to  instruct  the  physicians  to 
render  no  medical  services  to  said  child?  Do  we  have 
the  right  to  instruct  the  hospital  not  to  supply  any  medi- 
cations, surgical  supplies  or  to  render  any  treatment 
other  than  to  supply  food  for  said  child?” 

2.)  Answer.  “The  parents  have  the  right  to  instruct, 
the  attending  physicians  not  to  use  extraordinary  means 
to  prolong  life  when  there  is  irrefutable  evidence  that 
hope  for  recovery  has  evaporated.  However,  the  physi- 
cian has  the  moral  and  ethical  right  to  use  ordinary 
means,  i.e.,  food,  and  so  forth,  to  treat  the  patient.” 

The  Committee  would  like  to  express  its  appreciation 
to  J.  Richard  Burns,  J.D.,  Assistant  Executive  Vice- 
President  and  to  Ms.  Judy  Epstein,  secretary  to  Mr. 
Burns  for  their  cooperation  and  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Ethics  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  was  requested  by  the  Coun- 
cil to  prepare  a statement  of  Policy  on  the  subject  of 
“Euthanasia.”  The  following  Statement  was  approved 
by  the  Council  on  December  21,  1972: 

“The  use  of  ‘Euthanasia’  is  not  in  the  province  of 
the  physician.  ‘The  right  to  die  with  dignity,’  or  the 
cessation  of  the  employment  of  extraordinary  means  to 
prolong  the  life  of  the  body  when  there  is  irrefutable 
evidence  that  biological  death  is  inevitable,  is  the 
decision  of  the  patient  and/or  the  immediate  family 
with  the  approval  of  the  family  physician.” 

The  following  question  was  submitted  to  the  Com- 
mittee on  Ethics  by  a county  medical  society: 

“Must  a physician  fill  out  forms  and  reports,  includ- 
ing those  which  would  provide  the  patient  financial 
benefits,  even  though  the  patient  has  failed  to  pay  his 
bill?” 

Since  there  was  no  specific  official  opinion  on  this  sub- 
ject either  in  the  Principles  of  Professional  Conduct  of 
the  Medical  Society  of  the  State  of  New  York  or  in  the 
AMA  Judicial  Council  Opinions  and  Reports,  the  Com- 
mittee on  Ethics  submitted  the  following  policy  to  the 
Council  for  its  approval: 

“The  attending  physician  may  insist  upon  the  pay- 
ment of  his  fee  before  completing  insurance  claim 
forms  enabling  the  patient  to  receive  his  benefits  un- 
less an  assignment  is  executed  by  the  patient  in  favor 
of  the  physician. 

“This  opinion  is  a guideline  which  may  be  used  by 
the  county  medical  society  in  establishing  their  own 
policy  in  this  matter  in  conformity  with  local  custom.” 
This  was  approved  by  the  Council  on  December  21, 
1972. 

Several  individual  physicians  and  county  medical 
■societies  asked  about  an  opinion  on  specific  advertise- 
ments by  both  individual  physicians  and  clinic  groups. 
Our  opinion  on  these  advertisements  was  given  as  well 
as  the  policy  on  advertisements  as  found  in  Chapter  I, 
Section  4 of  the  Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York.  The  county 
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medical  societies  were  advised  to  use  these  as  guidelines 
in  making  their  own  policy. 

A letter  was  received  from  the  Medical  Society  of  the 
District  of  Columbia  requesting  our  attitude  on  advertis- 
ing by  Health  Maintenance  Organizations.  We 
answered  by  quoting  the  opinion  on  advertising  as  stated 
in  Chapter  I,  Section  4,  of  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of  New 
York. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  annual  and 
supplementary  reports  of  the  Committee  on  Ethics. 
The  following  definite  stand  was  taken  by  the  Medical 
Society  of  the  State  of  New  York  on  “The  Right  to  Die 
with  Dignity.” 

“The  use  of  Euthanasia  is  not  in  the  province  of  the 
physician.  ‘The  right  to  die  with  dignity,’  or  the 
cessation  of  the  employment  of  extraordinary  means  to 
prolong  the  life  of  the  body  when  there  is  irrefutable 
evidence  that  biological  death  is  inevitable,  is  the 
decision  of  the  patient  and/or  the  immediate  family 
with  the  approval  of  the  family  physician.” 

This  decision  was  disseminated  widely  in  the  news 
media,  with  many  letters  of  approval  for  this  stand  by 
the  lay  public.  The  Committee  on  Ethics  continues  to 
be  an  extremely  active  and  dynamic  function  of  the 
Medical  Society  of  the  State  of  New  York,  under  the  able 
chairmanship  of  Joseph  G.  Zimring,  M.D. 

The  House  uoted  to  adopt  this  portion  of  the  reference 
committee  report. 

Hospital  and  Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Hospital  and  Pro- 


fessional Relations  are: 

Jason  K.  Moyer,  M.D.,  Chairman Broome 

John  A.  Billows,  M.D Nassau 

Benjamin  G.  Dinin,  M.D Westchester 

Leon  J.  Taubenhaus,  M.D. New  York 

Edward  W.  Mullin,  M.D. Onondaga 

Bernard  J.  Pisani,  M.D.,  Advisor New  York 


Unfortunately,  the  minutes  of  this  meeting  held  in 
September,  1972,  were  not  forwarded  to  the  Council  and 
the  Annual  Report  was  not  published. 

A number  of  important  recommendations  were  made 
in  September: 

I.  Resolution  72-17  which  was  referred  to  the 
Committee  following  the  1972  House  of  Delegates. 
This  related  to  endorsement  of  physicians  on  govern- 
ing boards  of  hospitals.  The  Committee  recom- 
mended that  this  concept  be  endorsed.  In  addition 
it  recommended: 

a.  The  component  county  societies  of  the 
Medical  Society  of  the  State  of  New  York  conduct 
surveys  of  hospitals  in  their  counties  to  determine 
the  number  of  physicians  on  hospital  boards. 

b.  Determine  whether  these  physicians  are  vot- 
ing members. 


II.  Discussed  inspection  of  hospitals  by  both  the 
Joint  Commission  on  Accreditation  of  Hospitals  and 
the  New  York  State  Department  of  Health.  It  noted 
that  Ian  Louden,  M.D.,  of  the  State  Health  Depart- 
ment and  Joan  Porterfield,  M.D.,  of  JCAH  were  con- 
ducting pilot  studies  concerning  joint  inspection  and 
commended  them,  and  hope  they  will  be  able  to  ac- 
complish this  fact. 

III.  The  committee  was  greatly  concerned  with 
implementation  of  Article  246  of  the  Public  Laws  of 
the  State  of  New  York  of  1972.  This  had  to  do  with 
declaration  of  income  of  physicians  in  relation  to  state,  i 
county  and  municipal  hospitals.  There  is  evidence 
that  there  will  be  extension  of  this  law  to  all  hospitals 
in  the  1973  legislature.  Details  of  implementation 
were  sketchy.  The  staff  was  requested  to  follow  the 
implementation  of  this  law  very  closely. 

IV.  The  Committee  in  consort  with  the  Nursing 
Committee  is  working  closely  with  the  Hospital  Asso- 
ciation and  Nursing  Association  in  trying  to  meet  with 
the  Advisory  Committee  on  the  State  Health  Depart- 
ment on  Physicians’  Associates.  (This  was  accom- 
plished on  February  1st  and  has  been  reported  else- 
where in  this  House.) 

There  is  still  great  concern  by  this  committee  in  the 
implementation  of  the  Physicians  Associates  in  the 
hospitals.  The  guidelines  of  implementation  are  un- 
acceptable at  this  time. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  Chairmar 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presentee 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  annual  repor 
of  the  Committee  on  Hospital  and  Professional  Rela 
tions.  The  committee  recommends  endorsement  of  th> 
principle  that  physicians  be  placed  on  the  governin; 
board  of  hospitals.  We  further  recommend  that  th 
component  societies  of  the  Medical  Society  of  the  Stat 
of  New  York  conduct  surveys  of  hospitals  in  their  coun 
ties  to  determine  the  number  of  physicians  on  hospita 
boards  and  whether  such  physicians  are  voting  members 
and  further,  to  watch  closely  the  implementation  c 
Chapter  246  of  the  Public  Laws  of  the  State  of  New  Yor 
1972,  which  has  to  do  with  the  reporting  of  all  charge 
and  collections  made  by  physicians  in  state,  county,  c 
municipal  hospitals  for  all  patients  in  the  hospitals 
before  an  operating  certificate  will  be  issued  to  thes 
hospitals.  Fear  was  expressed  that  an  extension  of  th 
principle  involved  would  eventually  lead  to  the  dis 
closure  of  the  total  income  of  physicians.  Particuh 
note  should  be  made  of  the  possible  extension  of  this  la 
in  1973,  to  physicians  receiving  income  from  priva < 
hospitals. 

The  Committee,  in  consort  with  the  Committee  c 
Nursing  and  Allied  Health  Professions,  continues 
work  closely  with  the  Hospital  Association  of  the  Sta 
of  New  York  and  the  Nursing  Association  of  New  Yoi 
State,  in  trying  to  meet  with  the  Advisory  Committee  ( 
Physicians’  Associates.  The  guidelines  for  Physician 
Associates  in  hospitals  are  unacceptable  at  this  time. 

The  House  voted  to  adopt  this  portion  of  the  referen 
committee  report. 
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Hospital-Based  Physicians 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hospital-Based  Physicians  is  com- 


posed of  the  following  members: 

Norman  S.  Blackman,  M.D.,  Chairman Kings 

Alfred  A.  Angrist,  M.D Bronx 

Robert  P.  Boudreau,  M.D Onondaga 

Francis  B.  Haber,  M.D Chemung 

Richard  B.  Nolan,  M.D New  York 

Ian  H.  Porter,  M.D Albany 


The  Committee  is  deeply  concerned  about  the  effects 
of  the  anticipated  influx  of  governmental  funds  into  the 
field  of  hospital  professional  care.  The  Committee  noted 
that  under  the  influence  of  Medicare  and  Medicaid,  the 
number  of  salaried  physicians  increased  from  twenty-two 
per  cent  to  forty  per  cent  in  New  York  City,  and  further 
increases  in  the  number  of  salaried  physicians  is  antici- 
pated under  pressures  generated  by  these  funds. 

The  Committee  is  concerned  not  only  with  the  con- 
tinued exploitation  of  the  salaried  physician  by  the  hos- 
pital, but  by  the  possibility  that  the  private  practitioner 
will  eventually  be  excluded  from  practicing  in  the  hos- 
pitals. 

The  Committee  was  encouraged  by  the  recent  opinion 
of  the  Attorney  General  of  the  State  of  California,  a 
summary  of  which  is  included  below: 

1.  Generally,  a hospital  may  not  hire  or  employ 
licensed  physicians  to  render  medical  services.  A non- 
profit, philanthropic  association  may  employ  a 
licensed  physician  to  render  medical  services  to  its 
members. 

2.  A hospital  which  is  proscribed  from  employing 
a licensed  physician  to  render  medical  services  may 
not  employ  such  physician  to  render  such  services  in 
its  emergency  room  only. 

3.  The  foregoing  conclusions  are  not  affected  by 
the  fact  that  the  hospital  charges  for  professional  ser- 
vices rendered  only  an  amount  proportionate  to  the 
physician’s  salary. 

These  conclusions  were  given  in  1971.  Further 
opinions  of  the  California  Attorney  General,  rendered  in 
March  of  1972,  are  as  follows: 

1.  The  agreement  between  a proprietary  hospital 
and  a physician  director  of  its  electroencephalography 
department,  the  terms  and  conditions  of  which  are 
more  specifically  set  forth  herein,  does  constitute  the 
unlawful  practice  of  medicine  by  the  hospital. 

2.  The  agreement  between  a proprietary  or  non- 
profit hospital  and  a physician  director  of  its  electro- 
encephalography department,  according  to  the  terms 
of  which  the  hospital  receives  fifty  per  cent  of  the 
physician’s  net  income,  does  violate  section  650  of  the 
Business  and  Professions  Code. 

3.  Under  an  agreement  between  a proprietary  or 
nonprofit  hospital  and  a physician  director  of  its 
pathology  or  radiology  department  and  terms  and  con- 
ditions of  which  are  more  specifically  set  forth  herein, 
the  physician’s  practice  would  not  meet  the  require- 
ment prescribed  by  section  2393  subdivision  (b)  of  the 
Business  and  Professions  Code  for  a permit  to  practice 
under  a fictitious  name. 

The  Hospital-Based  Physicians  Committee  asked  for 
and  was  granted  permission  by  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  pursue  the  ad- 


judication of  the  “Legality  of  the  Practice  of  Medicine  by 
Hospital  Corporations.”  In  addition,  the  Committee 
requested  an  allocation  of  five  thousand  dollars  to  pur- 
sue the  legal  aspects  of  this  adjudication  procedure.  The 
allocation  of  these  funds  has  been  temporarily  deferred 
by  the  Board  of  Trustees  at  the  present  time. 

We  physicians  of  the  State  of  New  York  allege,  that  in 
violation  of  the  State  Education  Law,  many  hospitals  in 
this  state  are  illegally  practicing  the  profession  of  medi- 
cine in  unlicensed  corporate  form  by  hiring  as  employes 
to  practice  in  their  behalf,  physicians  who  are  licensed 
to  practice  the  profession  and  sharing  both  their  profes- 
sional fees  and  their  professional  responsibilities. 

Section  6521:  Definition  of  practice  of  medicine. 
The  practice  of  the  profession  of  medicine  is  defined 
as  diagnosing,  treating,  operating  or  prescribing  for 
any  human  disease,  pain,  injury,  deformity  or  physi- 
cal condition. 

Section  6522:  Practice  of  medicine  and  use  of  title 
“physician.”  Only  a person  licensed  or  otherwise 
authorized  under  this  article  shall  practice  medicine 
or  use  the  title  “physician.” 

In  accordance  with  Article  130,  Subarticle  4 (Unau- 
thorized Acts),  Sections  6512,  6514,  and  6515,  we  hereby 
submit  the  above  allegation  and  the  Committee  has  de- 
cided to  ask  the  New  York  State  Board  of  Medicine, 
according  to  Law,  the  following  questions: 

1.  May  a hospital  corporation  legally  employ  a 
licensed  physician  to  act  primarily  as  an  agent  of  the 
corporation  for  the  purposes  of  diagnosis  and  treat- 
ment of  diseases  of  hospital  patients?  Does  this  con- 
stitute an  illegal  practice  of  medicine  by  the  hospital 
corporation? 

2.  Is  a physician  in  violation  of  the  Medical  Prac- 
tice Act  if  he  accepts  such  employment  and  agrees  to 
share  with  the  hospital  corporation  a portion  of  the 
professional  component  of  his  professional  fee  (profes- 
sional component-physicians  professional  fee  less  the 
usual  and  customary  overhead  expense)  for  diagnosis 
and  treatment  of  human  diseases  as  a condition  of  his 
employment? 

3.  Is  there  any  differentiation  under  the  law  be- 
tween the  practice  of  medicine  under  the  above  cir- 
cumstances by  a for-profit,  and  such  practice  by  a non- 
profit corporation,  which  would  result  in  one  being 
legally  permissable  and  the  other  being  illegal? 

We  believe  that  the  people  have  a right  to  know 
whether  or  not  the  Medical  Practice  Act  of  the  State  of 
New  York  guarantees  that  the  physician  who  undertakes 
to  diagnose  and  treat  their  illnesses  may  legally  do  so 
solely  as  the  exclusive  agent  of  the  patient,  and  whether 
or  not  he  is  legally  permitted  to  act  in  this  capacity  as 
an  agent  of  a hospital  corporation. 

The  Hospital-Based  Physicians  Committee  has  re- 
quested the  Council  to  further  pursue  the  question  of 
Section  86.11c  Health  Rule,  rather  than  let  it  lie  dor- 
mant. 

Respectfully  submitted, 

Norman  S.  Blackman,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  annual  report 
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of  the  Committee  on  Hospital-Based  Physicians  and 
assures  the  concern  of  the  committee  on  the  increasing 
number  of  physicians  who  are  salaried  by  the  hospitals 
in  New  York  State  and  the  possibility  that  the  private 
practitioner  will  eventually  be  excluded  from  practicing 
in  the  hospitals.  It  is  felt  that  the  time  has  come  for  a 
definite  legal  opinion  about  the  corporate  practice  of 
medicine  by  hospitals  and  your  reference  committee 
agrees  with  the  Committee  on  Hospital-Based  Physi- 
cians that  “official”  legal  opinion  be  sought  for  such  a 
legal  report. 

Your  reference  committee  endorses  the  recommenda- 
tion that  physicians  in  full-time  hospital  practice  be 
encouraged  to  join  the  Medical  Society  of  the  State  of 
New  York  so  that  the  resources  of  the  Society  can  be 
effectively  used  in  their  behalf. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Peer  Review  Mechanisms 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Peer  Review 
Mechanisms  are  as  follows: 


Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Lynn  R.  Callin,  M.D.  Monroe 

Lester  J.  Candela,  M.D Nassau 

Richard  D.  Eberle,  M.D Onondaga 

Carl  Goldmark,  Jr.,  M.D New  York 

Tiffany  Lawyer,  Jr.,  M.D Bronx 

William  A.  Schwarz,  M.D.  Richmond 

William  C.  Felch,  M.D Westchester 

John  R.  Williams,  Jr.,  M.D.,  ex  officio Monroe 

Marvin  L.  Bloom,  M.D.,  ex  officio Erie 


The  concept  and  horizons  of  Peer  Review  have  ex- 
panded to  the  extent  it  has  become  a household  word 
in  political,  news  media,  management,  labor  and  con- 
gressional circles. 

In  past  years  the  annual  report  has  dwelled  on  the 
philosophy,  necessity,  methodology  and  blue  print  of 
how  to  do  it.  Last  year  specific  recommendations  were 
offered  to  tool  up  for  anticipated  federal  legislation, 
and  these  have  been  distributed  to  all  county  societies. 

This  year  the  report  will  focus  on  subjects  discussed 
by  the  committee  and  developments  at  the  State  and 
national  level  in  Peer  Review. 

Resolution  72-48.  The  Committee  discussed  this 
resolution  which  suggested  a mechanism  for  unblocking 
the  transfer  of  Medicare  hospital  patients  to  extended 
care  facilities  or  nursing  homes. 

The  retroactive  denial  of  payments  to  ECF  and  nurs- 
ing homes  which  prompted  this  resolution  was  the  is- 
suance of  Intermediary  Letter  328  of  the  Bureau  of  the 
Social  Security  Administration.  The  crux  of  the  issue 
is  that  the  medical  necessity  for  ECF  and  nursing 
homes  and  the  coverage  provided  by  the  Medicare  Law 
are  not  identical.  Resolution  72-48  recommended  that 
this  difference  be  resolved  by  the  peer  review  or  utili- 
zation review  committee  in  the  hospital  prior  to  trans- 
fer of  the  patient.  The  Bureau  of  Health  Insurance 
suggested  that  this  resolution  be  presented  to  the 
AMA’s  House  of  Delegates  in  San  Francisco  in  June 
1972  to  lend  support  for  amending  the  law.  The  reso- 


lution was  approved  at  the  AMA  June,  1972,  meeting 
and  referred  to  the  Council  on  Medical  Services  for  im- 
plementation. 

Limitation  on  Liability  and  so  forth,  Section  1167C 
of  the  Bennett  Amendment  to  H.R.l.  The  Commit- 
tee recommended  that  specialty  societies  establish 
minimum  norms  of  standards  and  patterns  of  care 
which  could  be  utilized  by  peer  review  committees. 
Adherence  to  these  standards  and  patterns  might  be 
helpful  in  eliminating  nuisance  malpractice  suits. 

The  Storeworker’s  Security  Plan  (A.F.L.-C.I.O.). 
The  Committee  reviewed  this  plan  which  would  re- 
quire consultations  for  elective  admissions  to  hospitals 
of  the  union  members  at  a specific  hospital.  If  the 
union  member  did  not  receive  prior  approval,  pay- 
ments would  be  denied.  The  American  College  of  Sur- 
geons appointed  a committee  to  investigate  the  plan. 
The  Medical  Society  of  the  State  of  New  York,  the 
Coordinating  Council  of  the  First  District  Branch,  the 
Nassau  and  Suffolk  County  Medical  Societies  and  the 
New  York  State  Society  of  Surgeons  joined  in  the  in- 
vestigation. Since  this  plan  created  widespread  con- 
cern and  is  related  to  peer  review,  the  entire  report  of 
the  Ad  Hoc  Committee  of  the  American  College  of 
Surgeons  appears  on  page  1461. 

Hospital  Association  of  New  York  State.  Discus- 
sions were  held  with  our  hospital  colleagues  on  matters 
relating  to  peer  review. 

Quality  Medical  Review  in  Hospitals  in  New  York 
State.  Hollis  S.  Ingraham,  M.D.,  Commissioner  of 
Health,  invited  the  Medical  Society  of  the  State  of 
New  York  to  join  in  developing  screening  models  of 
present  criteria  for  evaluating  the  documented  medical 
care  by  disease  entities  in  the  hospitals.  The  data  are 
to  be  accumulated  by  the  medical  records  departments 
in  hospitals  and  will  be  computerized  utilizing  devia- 
tion variables.  The  purpose  is  to  develop  standard  cri- 
teria of  measurement  and  to  eliminate  tedious  chart 
review  by  physicians. 

The  Council  of  MSSNY  on  June  15,  1972,  recom- 
mended that  the  State  Society  participate  actively 
with  the  New  York  State  Department  of  Health  in  the 
development  of  the  audit  models  of  quality  medical  re- 
view in  hospitals.  The  Hospital  Association  of  New 
York  State  is  joining  in  this  project.  A steering  com- 
mittee with  representatives  of  the  three  organizations 
has  been  appointed. 

Retroactive  Denial  of  Physician's  Services  in  Hos- 
pitals. Extensive  material  was  furnished  by  the  Medi- 
cal Society  of  the  County  of  Kings  through  the  Coordi- 
nating Council,  First  District  Branch.  In  summary, 
one  member  from  Kings  County  was  asked  to  refund 
$1,976.00  for  services  rendered  a Medicare  patient  in  a 
hospital  in  1969.  The  reason  given  was  lack  of  docu- 
mentation in  the  hospital  record.  In  spite  of  support- 
ing evidence  by  the  patients  and  nurses,  the  United 
Medical  Service,  Inc.,  would  not  rescind  the  directive 
stating  it  was  an  order  from  the  Bureau  of  Health  In- 
surance. 

This  case  was  presented  to  Thomas  Tierney  and  stafl 
at  the  Washington  meeting.  The  directive  was  not  v 
voluntary  act  at  BHI  but  came  as  a directive  frorr 
Congress  through  The  Social  Security  Administration 
Because  of  the  rising  costs  of  Medicare,  the  BHI  wa.‘ 
directed  to  review  payments  to  make  certain  the  se 
vices  were  documented.  The  authority  for  this  actior 
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is  Section  1862  (a)  of  the  Medicare  Law  89-97.  Spot 
checks  were  started  in  1969  throughout  the  country. 
The  retroactive  denial  rate  is  about  1 per  cent  in  hos- 
pitals and  12  per  cent  in  extended  care  facilities.  The 
surveys  revealed  considerable  lack  of  documentation  of 
services  rendered.  In  fact  it  was  so  bad  the  investiga- 
tors were  told  to  “stop  looking.”  One  chilling  note — 
there  is  no  time  limit  in  retroactive  denial  of  payments, 
especially  in  institutions. 

The  Peer  Review  Committee  of  the  Medical  Society 
of  the  County  of  Kings  recommended  the  following  ac- 
tion in  such  cases  of  retroactive  denials: 

1.  That  representatives  of  the  Coordinating  Coun- 
cil be  present  as  observers  at  a fair  hearing  in  this 
particular  case. 

2.  That  the  presidents  of  the  five  county  medical 
societies  in  The  First  District  Branch  meet  with  the 
appropriate  representatives  of  Medicare  and  discuss 
with  them  the  profession’s  objections  to  this  ruling, 
and  attempt  to  effect  a change  in  the  ruling. 

3.  Offer  as  a solution  a substitute  form  of  docu- 
mentation, such  as  an  attestation  under  penalty  of 
perjury  of  continuous  daily  care.  This  would  not 
conflict  with  accepted  medical  procedure  or  charting 
standards. 

4.  That  determination  of  the  authenticity  of  the 
physician’s  documentation  and  proof  should  be  de- 
termined by  an  investigation  and  hearing  before  the 
peer  review  committee  of  the  county  medical  society. 

5.  If  it  involves  more  than  $500,  any  appeal  from 
a peer  review  hearing  by  either  party,  should  be  re- 
ferred to  the  American  Arbitration  Association  for 
final  decision. 

Our  Committee  reviewed  the  material  and  recom- 
mended that  this  matter  be  referred  to  the  MSSNY 
legal  counsel,  the  fiscal  intermediary  and  BHI. 

To  carry  out  the  intent  of  the  Medical  Society  of  the 
County  of  Kings  the  following  resolution  is  being  intro- 
duced by  the  New  York  Delegation,  at  the  Clinical 
Session  of  the  AMA  in  Cincinnati  in  November,  1972. 
Subject:  Retroactive  Denial  of  Payments 
Re:  Medicare  Patients 
Introduced  by:  New  York  Delegation 

WHEREAS.  Retroactive  denial  of  payments  for  phy- 
sicians’ services  may  be  unfair  to  the  patients  and 
physicians;  and 

WHEREAS.  Daily  documentation  of  hospital  records 
is  a deviation  of  normal  practice  patterns  in  the  care 
of  some  chronic  patients;  and 

WHEREAS,  Financial  penalties  are  producing  reper- 
cussions and  disillusionment  with  government  pro- 
grams; now  therefore  be  it 

Resolved,  That  the  peer  review  mechanisms  of 
hospitals  and  medical  societies  at  the  local,  district, 
and  state  level  be  utilized  by  the  Bureau  of  Health 
Insurance  of  Social  Security  Administration  to  cor- 
rect deficiencies  prior  to  instituting  financial  penal- 
ties. 

Medical  Society  of  the  County  of  Orange.  Letters 
were  received  regarding  fees  and  records  under  the 
Medicaid  program.  This  material  was  referred  to  our 
legal  counsel,  William  F.  Martin,  Esq.,  of  Martin, 
Clearwater,  and  Bell,  who  responded  with  a legal  opin- 
ion. 

Appeals  Mechanism.  The  Council  of  MSSNY  ap- 


proved the  recommendation  of  your  Committee  that 
the  latter  serve  in  this  capacity  when  peer  review  prob- 
lems could  not  be  amicably  resolved  at  the  county  or 
district  society  level. 

Liaison  with  Bureau  of  Health  Insurance  of  Social 
Security  Administration.  Your  chairman  briefed  the 
members  on  the  content  of  the  May  18,  1972,  Washing- 
ton meeting  including  the  subjects  of:  retroactive  de- 

nial of  payments  of  physicians’  services  in  hospitals 
and  extended  care  facilities,  coverage  of  care  in  reha- 
bilitation facilities,  authority  of  utilization  review  com- 
mittees, charges  for  physicians’  services  in  teaching 
hospitals,  status  of  CPT,  language  explanation  of 
medical  benefit  forms,  plans  for  revision  of  Medicare 
Beneficiary  Manual,  bases  for  adjustment  of  charges 
for  physicians,  and  clarification  for  payment  of  services 
rendered  by  medical  residents  associated  with  medical 
groups. 

New  York  State.  Aside  from  liaison  with  the  New 
York  State  Department  of  Health,  Hospital  Association 
of  New  York  State,  and  BHI,  your  committee  has  par- 
ticipated in  meetings  with  the  peer  review  chairmen  of 
the  specialty  societies.  The  substance  of  these  meet- 
ings will  be  covered  in  the  report  of  John  R.  Williams, 
Jr.,  M.D.,  Chairman  of  the  Interspecialty  Committee  of 
MSSNY.  Our  committee  will  coordinate  the  activities 
of  the  peer  review  committees  of  the  specialty  societies. 

Preliminary  discussions  with  Blue  Shield  and  the 
Health  Insurance  Council  point  toward  a closer  liaison 
in  the  future.  The  New  York  State  Society  of  Sur- 
geons, representing  the  surgical  specialties,  has  been 
most  cooperative  in  supporting  the  position  of 
MSSNY. 

National.  The  American  Medical  Association, 
through  the  Board  of  Trustees  and  the  Council  on 
Medical  Services,  has  held  on-going  meetings  with  Con- 
gress, the  Department  of  Health,  Education,  and  Wel- 
fare and  the  Bureau  of  Health  Insurance  to  present  the 
practicing  physician’s  viewpoint  and  to  correct  injusti- 
ces in  the  present  laws  and  regulations. 

The  American  Medical  Association  was  host  at  a 
meeting  in  Chicago  on  September  18,  1972,  for  twenty- 
three  national  specialty  organizations  on  peer  review. 
William  Felch,  M.D.,  of  Westchester,  President  of  the 
American  Society  of  Internal  Medicine,  represented  his 
organization,  and  your  chairman  represented  the  Coun- 
cil on  Medical  Services.  It  was  agreed  that  the  Inter- 
specialty Council  would  develop  general  guidelines 
which  would  be  adaptable  for  use  in  peer  review  at  the 
local  level.  A five-member  steering  committee  was  ap- 
pointed with  Claude  Welch,  M.D.,  of  Boston,  as  its 
chairman.  We  are  proud  to  report  that  Dr.  Felch  was 
appointed  a member  of  the  steering  committee. 

At  the  June,  1972,  annual  meeting  of  the  American 
Medical  Association  in  San  Francisco,  the  House  of 
Delegates  adopted  the  following  definitions  regarding 
peer  review. 

MEDICAL  PRACTICE  ANALYSIS.  A function 
of  the  medical  society,  or  other  organization  autho- 
rized by  the  medical  society,  designed  to  coordinate 
all  peer  review  efforts  of  a community.  Medical 
practice  analysis  focuses  on  the  development  and  ap- 
plication of  criteria  for  optimal  medical  care,  and  eval- 
uates the  individual  and  collective  quality,  volume, 
and  cost  of  medical  care,  wherever  provided. 
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AMBULATORY  CARE  EVALUATION.  Peer  re- 
view to  assure  the  quality  of  medical  care,  services, 
and  procedures  provided  to  ambulatory  patients. 

A function  of  the  local  medical  society,  or  other 
organization  authorized  by  the  medical  society,  in  a 
geographically  defined  locality,  which  incorporates 
the  concepts  of  utilization  review  and  medical  audit. 

INSTITUTIONAL  CARE  EVALUATION.  Peer 
review  to  assure  the  quality  of  medical  care  provided 
within  a health  care  institution. 

A function  of  the  medical  staff  of  a hospital 
incorporating  the  concepts  of  utilization  review  and 
medical  audit. 

Utilization  Review.  Evaluation  of  the  efficient 
use  of  professional  medical  care,  services,  proce- 
dures, and  facilities. 

As  a function  of  the  institutional  medical  staff, 
utilization  review  would  include  analysis  of  the  ap- 
propriateness of:  admissions,  services  ordered  and 
provided,  length  of  stay  and  discharge  practices, 
and  documentation,  both  on  a current  and  a retro- 
spective basis. 

As  a function  of  the  local  medical  society,  or 
other  organization  authorized  by  the  medical  soci- 
ety, utilization  review  would  focus  on  the  appro- 
priateness of  diagnostic  procedures,  therapy,  and 
documentation. 


Medical  Audit.  Retrospective  examination  of 
the  clinical  application  of  medical  knowledge,  ad- 
vancing the  level  of  medical  care  in  an  institution 
or  in  a community,  through  an  educational  pro- 
cess. 

Claims  Review.  Peer  evaluation  and  adjudica- 
tion of  claims  questions  referred  for  peer  review  by 
any  party  with  a valid  interest  in  the  case. 

A summary  of  Professional  Standards  Review  Or- 
ganizations. Section  249  of  H.R.  1,  as  passed  by  the 
House  and  Senate,  October  17,  1972,  and  signed  by  the 
President,  October  31,  1972  (Public  Law  92-603)  pre- 
pared by  the  Legislative  Department  of  the  American 
Medical  Association  appears  on  page  1463  of  this  issue. 
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at  all  times,  and  J.  Richard  Burns;  J.D.,  as  well  as  to 
Mrs.  Sylvia  Frank  who  has  performed  secretarial  duties 
when  called  upon. 

Respectfully  submitted, 

RalphS.  Emerson,  M.D.,  Chairman 
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BROOKLYN  AND  LONG  ISLAND  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF  SURGEONS 

259  First  Street,  Mineola,  New  York  11501 
James  L.  O’Leary,  M.D.,  President 
Ralph  S.  Emerson,  M.D.,  Vice-President 
John  J.  Creedon,  M.D.,  Secretary-Treasurer 

TO:  James  L.  O’Leary,  M.D.,  F.A.C.S.,  President 


Brooklyn  and  Long  Island  Chapter 
American  College  of  Surgeons 
FROM:  Ralph  S.  Emerson,  M.D.,  F.A.C.S.,  Chairman 
Ad  Hoc  Committee,  to  investigate  the  Store- 
worker’s  Security  Plan 
SUBJECT:  Storeworker’s  Security  Plan 

(The  Anatomy  of  a Complaint) 

Chief  Complaint  and  Present  Illness.  On  January 
19,  1972,  Mr.  William  Michelson,  President  of  the  Store- 
worker’s  Security  Plan  mailed  a memorandum  to  their 
membership  describing  their  above  plan. 

It  alleged  that  many  operations  were  unnecessary 
and  were  performed  by  physicians  not  certified  in  their 
respective  specialty  boards.  He  further  stated  when  a 
member  required  an  elective  surgical  procedure  the 
union  member  must  contact  the  Security  Plan  office 
and  obtain  a presurgical  form  for  consultation.  This 
must  be  done  at  least  two  weeks  prior  to  the  scheduled 
admission  to  the  hospital.  When  the  form  is  com- 
pleted, the  union  will  make  an  appointment  for  a con- 
firming consultation  with  a specialist  and  notify  the 
member  by  phone.  He  further  stated  arrangements 
had  been  made  with  the  departments  of  surgery  of  New 
York  Hospital  and  North  Shore  Hospital  as  the  facili- 
ties for  confirming  consultation  in  New  York,  Long 
Island  and  New  Jersey.  He  further  stated  the  Security 
Plan  will  not  pay  for  the  surgical  or  hospital  bills  un- 
less the  presurgical  prescreening  procedure  is  com- 
pleted. He  did  state,  however,  that  in  emergencies  the 
above  protocol  would  be  waived. 

The  response  of  the  physicians  in  the  metropolitan 
area  to  these  insulting  and  denigrating  allegations  was 
explosive.  Phone  calls,  letters,  telegrams  were  sent  to 
the  County  and  State  Medical  Societies,  North  Shore 
Hospital,  New  York  Hospital  and  the  American  College 
of  Surgeons.  Many  of  these  organizations  conducted 
inquiries  and  sent  out  memoranda  to  their  member- 
ship. The  Medical  Society  of  the  State  of  New  York 
corresponded  with  Mr.  William  Michelson  and  copies 
of  these  letters  are  attached.  Exhibit  No.  2 

Dr.  James  L.  O’Leary,  President  of  our  Chapter  con- 
tacted Dr.  C.  Rollins  Hanlon,  Director  of  the  American 
College  of  Surgeons  in  Chicago  regarding  the  problem. 
The  deluge  of  telegrams  and  letters  were  such  that  a 
meeting  was  held  on  March  13,  1972  in  Philadelphia  by 
members  of  the  Chicago  office  of  the  American  College 
of  Surgeons,  and  Presidents  of  the  Brooklyn  and  Long 
Island  Chapter  and  the  Eastern  Long  Island  Chapter 
along  with  four  Governors.  A committee  was  appoint- 
ed consisting  of  your  Chairman  and  Dr.  Paul  Braun- 
stein  of  the  Eastern  Long  Island  Chapter  to  represent 
the  College  in  the  investigation  of  the  Storeworker’s 
Security  Plan.  It  was  recommended  representatives 
from  the  local  county  societies  be  added.  The  charge 
to  this  committee  was  to  explore  the  possibilities  of  ad- 
ditional information  from  the  North  Shore  and  New 
York  Hospital  Board  of  Directors  and  Chiefs  of  Surgi- 
cal Departments  and  to  make  recommendations  as  to 
appropriate  action. 


Dr.  Milton  Rosenberg,  President  of  Suffolk  County 
Medical  Society  and  Dr.  Leonard  L.  Heimoff,  Chair- 
man of  the  Coordinating  Council  of  the  First  District 
Branch,  MSSNY  joined  the  committee  representing 
their  respective  societies.  The  Nassau  County  Medical 
Society  asked  your  Chairman  to  represent  them.  The 
Medical  Society  of  the  State  of  New  York  and  the  New 
York  State  Society  of  Surgeons  supported  the  investi- 
gation as  interested  parties  and  asked  the  committee 
members  to  represent  them.  The  Committee  of 
Health  Care  Financing  of  the  American  Medical  Asso- 
ciation asked  to  be  kept  informed  of  the  investigation. 

Family  History  and  Past  History.  During  the  past 
decade  the  union  health  plans,  especially  the  self  in- 
surance plans,  have  been  hard  pressed  by  the  inflation 
and  increasing  health  care  costs.  The  reports  of  Trus- 
sed, Folsom,  Knowles  and  Government  agencies  alleg- 
ing unnecessary  surgery  or  excessive  charges  undoubt- 
edly appealed  to  the  union  as  a mechanism  for  cost 
control.  The  equally  unsubstantiated  political  rhetoric 
relating  the  same  subject  provided  the  union  with  a 
scape  goat  for  their  economic  woes.  In  the  Storework- 
er’s Security  Plan  letter  by  Mr.  William  Michelson  he 
stated  “Please  understand  this  is  being  done  for  your 
sake  and  the  sake  of  your  loved  ones.  We  want  the 
finest  medical  care  for  our  members  and  this  is  a vital 
step  in  that  direction.”  It  is  ironic  that  this  lofty  ideal 
does  not  follow  with  the  payment  of  bills,  as  illustrated 
by  one  of  our  major  hospitals  refusing  to  accept  assign- 
ments of  this  union  plan  because  of  the  difficulty  in 
collections  when  they  have  accepted  assignments. 

Examination.  Meetings  held  with  Mr.  Francis 
Sorg,  Jr.,  President  of  the  Board  of  Trustees,  Mr.  Den- 
nis Buckley,  Executive  Vice  President  and  Dr.  Arthur 
R.  Beil,  Jr.,  Director  of  Surgery,  all  of  the  North  Shore 
Hospital,  Manhasset,  New  York.  They  stated  that  the 
Storeworker’s  Security  Plan  letter  was  sent  without 
their  consent,  and  they  had  no  agreement  with  the 
union  plan.  It  was  emphasized  that  North  Shore  Hos- 
pital operates  as  a separate  unit  apart  from  the  New 
York  Hospital  and  is  affiliated  with  the  Cornell  Medi- 
cal College  only  through  its  residency  training  pro- 
grams. 

Several  discussions  were  held  with  Dr.  David  B. 
Thompson,  Director  of  the  New  York  Hospital.  Let- 
ters from  David  B.  Thompson,  M.D.,  Director  of  the 
New  York  Hospital  and  Paul  A.  Ebert,  M.D.  Chairman 
of  the  Department  of  Surgery  of  the  New  York  Hospi- 
tal-Cornell  Medical  Center  reflect  their  joint  position. 
There  was  no  formal  agreement  between  the  depart- 
ment of  Surgery  or  the  New  York  Hospital  with  the 
union.  The  Storeworker’s  Union  approached  the  insti- 
tution regarding  the  possibility  of  a contractual  com- 
prehensive surgical  care  of  the  patients.  The  union 
was  interested  in  obtaining  some  second  opinions  re- 
garding contemplated  surgery  recommended  to  their 
members.  The  response  from  the  Department  of  Sur- 
gery was  “we  have  a geographical  full-time  group  prac- 
tice arrangement  within  the  department  and  that  we 
are  happy  to  see  patients  at  any  time  on  a fee  for  ser- 
vice basis.”  It  was  mentioned  that  some  of  these  pa- 
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tients  would  come  for  consultation  and  some  patients 
might  inquire  at  the  union  office  for  the  names  of  sur- 
geons in  the  vicinity.  Thus,  a few  might  see  members 
of  our  group  as  direct  referrals.  The  decision  as  to 
where  the  patient  was  to  receive  surgical  care  would  be 
left  entirely  to  the  discretion  of  the  individual  patient. 

“Therefore,  in  my  opinion  we  are  not  dealing  differ- 
ently with  the  Storeworker’s  Union  than  we  are  with 
any  other  patient  seen  by  members  of  our  group  who 
have  third  party  coverage.  No  reports  are  forwarded  to 
any  individual  other  than  the  patient  or  patient’s  refer- 
ring physician.  We  have  kept  a record  of  the  number 
of  patients  seen  from  the  Storeworker’s  Union  simply 
as  a guide  to  what  size  population  we  might  be  able  to 
provide  tertiary  surgical  care.  Thus,  at  present,  we 
have  no  formal  contract  or  official  agreement  with  the 
union  and  all  our  contacts  are  by  individual  appoint- 
ments through  our  surgeon’s  secretaries.  All  patients 
are  being  charged  on  a fee  for  service  basis.” 

The  entire  committee  met  with  Mr.  Michelson  on 
May  3,  1972  at  the  Storeworker’s  Plan  office  in  New 
York  City.  A full  discussion  ensued  regarding  his  let- 
ter. Mr.  Michelson’s  letter  was  prompted  by  what  his 
board  and  consultants  considered  excessive  fees,  length 
of  stay  in  hospitals,  and  unnecessary  hospitalizations. 
These  cases  related  primarily  to  the  proprietory  hospi- 
tals but  also  included  the  voluntary  and  teaching  hospi- 
tals in  New  York  City.  He  stated  he  planned  to  pub- 
lish the  results  in  about  four  months.  The  program 
may  be  revised  at  that  time  depending  on  the  study. 
We  requested  that  all  controversial  cases  be  referred 
to  the  respective  county  medical  societies  for  review 
and  opinions.  He  stated  he  would  consult  with  his  at- 
torneys and,  if  agreeable,  would  comply  with  the  re- 
quest. He  implied  he  would  welcome  the  opportunity 
to  work  with  the  county  medical  society  peer  review 
and  specialty  peer  review  committees.  Our  members 
agreed  with  the  objective  of  improving  quality  of  care 
and  controlling  costs  but  objected  strenuously  to  the 
provision  of  mandatory  consultation  and  his  abrasive 
tactics. 

Impression.  From  our  investigation  it  is  apparent 
that  Mr.  Michelson  of  the  Storeworker’s  Security  Plan 
approached  members  of  the  staff  of  both  North  Shore 
Hospital  and  The  New  York  Hospital.  The  staff  of 
North  Shore  Hospital  was  not  interested  in  Mr.  Mi- 
chelson’s proposal.  Some  of  the  members  of  the  staff 
of  New  York  Hospital  were  interested.  Neither  of 
these  hospitals  has  any  formal  agreement  with  the  Store- 
worker’s  Security  Plan.  His  letter  to  his  member- 
ship was  sent  out  without  the  hospital’s  consent  or 
knowledge.  Some  of  the  members  of  the  surgical  staff 
of  The  New  York  Hospital  have  a group  practice  ar- 
rangement. The  members  of  this  group  have  seen  pa- 
tients of  the  union  on  a consultation,  fee  for  service 
basis.  Reports  are  sent  to  the  patient  or  the  referring 
physician.  The  decision  for  further  definite  medical  or 
surgical  care  is  made  by  the  patient.  A few  patients 
from  the  union  have  been  seen  and  treated  by  this 
group. 

Prognosis.  We  are  in  the  eye  of  the  storm  of  the  so- 
cial revolution  in  the  health  care  field.  Some  members 
of  Congress  with  the  strong  support  of  labor  are  at- 
tempting to  restructure  the  private  practice  of  medi- 
cine. The  extent  of  the  control  ranges  from  the  tight 
government  control  of  the  Kennedy  Bill  which  would 


practically  wash  out  private  practice  to  the  less  strin- 
gent control  of  the  Nixon  program.  The  main  thrust  is 
to  force  physicians  into  a group  practice,  capitation 
project  envisioned  by  the  Health  Maintenance  Organi- 
zation concept  of  Kennedy  or  a cost  sharing  approach 
of  HMO  proposal  in  H.R.l.  (Nixon).  It  is  conceivable 
that  hospitals,  industry,  or  labor  will  establish  their 
own  separate  group  practice  each  competing  for  pa- 
tients and  geographical  areas  to  provide  comprehensive 
health  care.  The  Storeworker’s  Security  Plan  appears 
to  be  a symptom  of  this  disease.  The  migration  of  a 
segment  of  private  patients  from  the  city  to  the  sub- 
urbs introduces  economic  problems  which  attracts 
some  group  practices  to  the  union  proposal.  It  is  one 
part  of  the  mosaic  of  plans  emerging  under  the  aegis  of 
group  practice.  This  activity  is  consistent  with  the 
theory  of  the  economic  determination  of  history  which 
has  been  applicable  since  recorded  history.  It  will 
probably  continue  to  prevail  for  the  foreseeable  future. 

The  major  health  insurance  programs  before  Con- 
gress call  for  public  accountability  of  physician  ser- 
vices. The  Bennett  Amendment  (PSRO)  to  H.R.l.  has 
been  approved  by  the  Senate  Finance  Committee.  It 
provides  for  a structured  peer  review  which  means 
strict  government  control  of  the  cost,  quality,  and 
quantity  of  medical  services.  While  the  allegations  in 
Mr.  Michelson’s  letter  have  not  been  proved,  they  do 
relate  to  the  areas  of  necessity  for  care,  the  cost  of  care, 
and  the  quantity  of  the  care.  This  is  what  peer  review 
is  all  about. 

Recommendations.  It  is  essential  for  the  medical 
profession  to  have  the  confidence  of  the  public.  The 
best  method  appears  to  be  an  effective  peer  review 
mechanism  to  assure  the  public  they  are  receiving  a 
high  quality  of  care,  and  the  appropriate  care  at  a rea- 
sonable cost.  Therefore,  we  recommend  that  each  spe- 
cialty society  have  representatives  of  each  specialty 
and  subspecialty  serve  on  the  committee  or  subcom- 
mittees of  their  respective  county  medical  society,  and 
a mechanism  of  public  accountability  be  factored  into 
these  committee  activities.  We  further  recommend  all 
third  parties  be  encouraged  to  submit  their  grievances 
to  the  county  medical  society  peer  review  committee 
and  that  these  activities  be  given  appropriate  publici- 
ty. If  an  effective  publicized  peer  review  committee 
were  available  to  assure  public  accountability,  we 
would  improve  our  public  image  and  provide  a public 
service. 

Some  of  the  members  question  the  aspect  of  piracy 
of  private  patients  in  this  plan  and  suggest  this  ethical 
question  may  require  referral  to  the  American  College 
of  Surgeons. 

The  background  and  investigation  have  been  de- 
tailed. The  denigrating  remarks  of  Mr.  Michelson  in 
his  letter  to  the  union  members  are  unconscionable  and 
are  to  be  deplored.  We  have  attempted  to  ascertair 
the  facts  and  leave  whatever  further  action  to  the  dis 
cretion  of  the  interested  physicians  and  the  respectivt 
medical  societies. 

The  Committee  greatly  appreciates  the  interest  ant 
advice  given  by  James  L.  O’Leary,  M.D.,  President  o 
the  Brooklyn  and  Long  Island  Chapter  and  the  staff  fo 
assistance  in  preparing  this  report. 

The  committee  would  like  to  express  its  appreciatioi 
of  the  support  given  by  the  Medical  Society  of  th 
State  of  New  York,  the  Nassau  County  Medical  Soci 
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ety,  the  Suffolk  County  Medical  Society,  the  Coordi- 
nating Council  of  the  First  District  Branch,  and  the 
New  York  State  Society  of  Surgeons. 

This  report  represents  the  team  effort  of  the  devoted 


members  of  this  committee — Paul  Braunstein,  M.D., 
Leonard  L.  Heimoff,  M.D.,  and  Milton  Rosenberg, 
M.D.  Your  chairman  is  most  appreciative  of  their 
valuable  contribution. 


A SUMMARY  OF  PROFESSIONAL  STANDARDS  REVIEW  ORGANIZATIONS 

Section  249F  of  H.R.  1 


As  Passed  by  the  House  and  Senate,  October  17,  1972 
Signed  by  President,  October  31,  1972 
Public  Law  92-603 


Prepared  by  the  Legislative  Department  of  the  American  Medical  Association 


DECLARATION  OF  PURPOSE 

In  order  to  promote  the  effective,  efficient,  and  eco- 
nomical delivery  of  health  care  services  of  proper  quali- 
ty for  which  payment  can  be  made,  in  whole  or  in  part, 
under  the  Social  Security  Act  and  in  recognition  of  the 
interests  of  patients,  the  public,  practitioners,  and  pro- 
viders in  improved  health  care  services,  it  is  the  pur- 
pose of  this  program  to  assure,  through  the  application 
of  suitable  procedures  of  professional  standards  review, 
that  the  services  for  which  payment  would  be  made 
conform  to  appropriate  professional  standards  for  the 
provision  of  health  care  and  that  payment  for  these 
services  will  be  made  (1)  only  when,  and  to  the  extent, 
medically  necessary,  as  determined  in  the  exercise  of 
reasonable  limits  of  professional  discretion;  and  (2)  in 
the  case  of  services  provided  by  a hospital  or  other 
health  care  facility  on  an  inpatient  basis,  only  when 
and  for  the  period  these  services  cannot,  consistent 
with  professionally  recognized  health  care  standards, 
effectively  be  provided  on  an  outpatient  basis  or  more 
economically  in  an  inpatient  health  care  facility  of  a 
different  type,  as  determined  in  the  exercise  of  reason- 
able limits  of  professional  discretion. 


DESIGNATION  OF  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATIONS 

Agreements  with  PSRO’s.  The  Secretary  will  (1) 
not  later  than  January  1,  1974,  establish  throughout 
the  United  States  appropriate  areas  with  respect  to 
which  Professional  Standards  Review  Organizations 
can  be  designated,  and  (2)  at  the  earliest  practicable 
date  after  designation  of  an  area  enter  into  an  agree- 
ment with  a qualified  organization  whereby  the  organi- 
zation will  be  conditionally  designated  as  the  PSRO  for 
the  area.  If,  on  the  basis  of  its  performance  during  the 
period  of  conditional  designation  the  Secretary  deter- 
mines that  the  organization  is  capable  of  fulfilling,  in  a 
satisfactory  manner,  the  obligations  and  requirements 
for  a PSRO,  he  will  enter  into  an  agreement  with  the 
organization  designating  it  as  the  PSRO  for  the  area. 

Qualified  organization  defined.  The  term  “quali- 
fied organization”  means  (1)  when  used  in  connection 
with  any  area  (a)  an  organization  (i)  which  is  a non- 
profit  professional  association,  or  a component  organi- 
zation, (ii)  which  is  composed  of  licensed  doctors  of 
medicine  or  osteopathy  engaged  in  the  practice  of  med- 
icine or  surgery  in  the  area,  (iii)  the  membership  of 
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which  includes  a substantial  proportion  of  all  these 
physicians  in  the  area,  (iv)  which  is  organized  in  a 
manner  which  makes  available  professional  compe- 
tence to  review  health  care  services  of  the  types  and 
kinds  with  respect  to  which  PSROs  have  review 
responsibilities  under  this  program,  (v)  the  member- 
ship of  which  is  voluntary  and  open  to  all  doctors  of 
medicine  or  osteopathy  licensed  to  engage  in  the  prac- 
tice of  medicine  or  surgery  in  the  area  without  require- 
ment of  membership  in  or  payment  of  dups  to  any  or- 
ganized medical  society  or  association,  and  (vi)  which 
does  not  restrict  the  eligibility  of  any  member  for  ser- 
vice as  an  officer  of  the  PSRO  or  eligibility  for  and  as- 
signment to  duties  of  the  PSRO,  or,  subject  to  fol- 
lowing provisions  relating  to  time  for  eligibility,  (b)  an- 
other public,  non-profit  private,  or  other  agency  or  or- 
ganization, which  the  Secretary  determines,  in  accor- 
dance with  criteria  prescribed  by  him  in  regulations,  to 
be  of  professional  competence  and  otherwise  suitable; 
and  (2)  an  organization  which  the  Secretary,  on  the 
basis  of  his  examination  and  evaluation  of  a formal 
plan  submitted  to  him  by  the  association,  agency,  or 
organization,  as  well  as  on  the  basis  of  other  relevant 
data  and  information,  finds  to  be  willing  to  perform 
and  capable  of  performing,  in  an  effective,  timely,  and 
objective  manner  and  at  reasonable  cost,  the  duties, 
functions,  and  activities  of  a PSRO  required  by  this 
program. 

Priority  of  designation.  The  Secretary  will  not  enter 
into  any  agreement  which  would  designate  as  the  PSRO 
for  any  area  any  organization  other  than  an  organization 
which  is  a non-profit  professional  association  or  com- 
ponent association  [(1)  (a)  above]  prior  to  January  1, 
1976,  nor  after  that  date,  unless,  in  the  area  there  is  no 
such  organization  which  has  submitted  a proper  plan 
and  has  been  determined  to  be  willing  and  capable  of 
performing  the  duties  of  a PSRO  in  a timely  and  effec- 
tive manner. 

Agreement  renewal.  Whenever  the  Secretary  en- 
ters into  an  agreement  to  designate  as  the  PSRO  for 
any  area  any  organization  other  than  a non-profit  pro- 
fessional association,  he  will  not  renew  the  agreement 
with  that  organization  if  he  determined  that  (a)  there 
is  in  the  area  a non-profit  professional  association 
which  (1)  has  not  been  previously  designated  as  a 
PSRO,  and  (2)  is  willing  to  enter  into  an  agreement 
under  which  the  organization  will  be  designated  as  the 
PSRO  for  the  area;  (b)  the  organization  meets  the  con- 
ditions of  eligibility  relating  to  the  submission  of  a 
proper  plan  and  willingness  and  capability;  and  (c)  the 
designation  of  the  organization  as  the  PSRO  for  the 
area  is  anticipated  to  result  in  substantial  improve- 
ment in  the  performance  in  the  area  of  the  duties  and 
functions  required  of  these  organizations. 

Termination.  Any  agreement  under  this  program 
with  an  organization,  other  than  a trial  period  agree- 
ment, will  be  for  a term  of  12  months;  except  that, 
prior  to  the  expiration  of  that  term,  the  agreement  can 
be  terminated  (a)  by  the  organization  at  the  time  and 
upon  notice  to  the  Secretary  as  prescribed  in  regula- 
tions, except  that  notice  of  more  than  3 months  cannot 
be  required;  or  (b)  by  the  Secretary  at  the  time  and 
upon  reasonable  notice  to  the  organization  as  pre- 
scribed in  regulations,  but  only  after  the  Secretary  has 
determined,  after  providing  the  organization  with  an 
opportunity  for  a formal  hearing  on  the  matter,  that 


the  organization  is  not  substantially  complying  with  or 
effectively  carrying  out  the  provisions  of  the  agreement. 

In  order  to  avoid  duplication  of  functions  and  unnec- 
essary review  and  control  activities,  the  Secretary  is 
authorized  to  waive  any  or  all  of  the  review,  certifica- 
tion, or  similar  activities  otherwise  required  under  any 
provision  of  the  Social  Security  Act,  other  than  this 
program;  where  he  finds,  on  the  basis  of  substantial  ev- 
idence of  the  effective  performance  of  review  and  con- 
trol activities  by  PSRO’s,  that  the  review,  certification, 
and  similar  activities  otherwise  required  are  not  needed 
for  the  provision  of  adequate  review  and  control. 

In  the  case  of  agreement  entered  into  prior  to  Janu- 
ary 1,  1976,  under  which  any  organization  is  designated 
as  the  PSRO  for  any  area,  the  Secretary  will,  prior  to 
entering  into  the  agreement,  inform,  under  regulations 
of  the  Secretary,  the  doctors  of  medicine  or  osteopathy 
who  are  in  active  practice  in  the  area  of  the  Secretary’s 
intention  to  enter  into  the  agreement  with  the  organi- 
zation. 

If,  within  a reasonable  period  of  time  following  the 
service  of  this  notice,  more  than  10  per  cent  of  these 
doctors  in  the  area  object  to  the  Secretary’s  entering 
into  the  agreement  with  the  organization  on  the  ground 
that  the  organization  is  not  representative  of  doctors  in 
the  area,  the  Secretary  will  conduct  a poll  of  the  doc- 
tors to  determine  whether  or  not  the  organization  is 
representative  of  the  doctors  in  the  area.  If  more  than 
50  per  cent  of  the  doctors  responding  to  the  poll  indi- 
cate that  the  organization  is  not  representative,  the 
Secretary  cannot  enter  into  the  agreement  with  the  or- 
ganization. 

REVIEW  PENDING  DESIGNATION  OF 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 

Conditional  status  of  PSRO  and  purpose.  Pending 
the  assumption  by  a PSRO  for  any  area,  of  full  review 
responsibility,  and  pending  a demonstration  of  capaci- 
ty for  improved  review  effort  with  respect  to  matters 
involving  the  provision  of  health  care  services  in  the 
area  for  which  payment,  in  whole  or  in  part,  can  be 
made  under  the  Social  Security  Act,  any  review  with 
respect  to  these  services  which  has  not  been  designated 
by  the  Secretary  as  the  full  responsibility  of  the  organi- 
zation will  be  reviewed  in  the  manner  otherwise  pro- 
vided for  under  law. 

TRIAL  PERIOD  FOR  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATION 

Trial  period,  requirements.  The  Secretary  will  ini- 
tially designate  an  organization  as  a PSRO  for  any  area 
on  a conditional  basis  with  a view  to  determining  the 
capacity  of  the  organization  to  perform  the  duties  and 
functions  imposed  on  PSROs.  The  designation  cannot 
be  made  prior  to  receipt  from  the  organization  and  ap- 
proval by  the  Secretary  of  a formal  plan  for  the  orderly 
assumption  and  implementation  of  the  responsibilities 
of  the  PSRO. 

Progressive  implementation.  During  the  trial  peri- 
od, which  cannot  exceed  24  months,  the  Secretary  can 
require  a PSRO  to  perform  only  those  of  the  duties  and 
functions  required  under  this  program  as  he  determines 
the  organization  to  be  capable  of  performing.  The 
number  and  type  of  these  duties  will,  during  the  trial 
period,  be  progressively  increased  as  the  organization 
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becomes  capable  of  added  responsibility  so  that,  by  the 
end  of  the  trial  period,  the  organization  will  be  consid- 
ered a qualified  organization  only  if  the  Secretary  finds 
that  it  is  substantially  carrying  out  in  a satisfactory 
manner  the  activities  and  functions  required  of  PSROs 
with  respect  to  the  review  of  health  care  services  pro- 
vided or  ordered  by  physicians  and  other  practitioners 
and  institutional  and  other  health  care  facilities,  agen- 
cies, and  organizations.  Any  of  the  duties  and  func- 
tions not  performed  by  the  organization  during  this  pe- 
riod will  be  performed  in  the  manner  and  to  the  extent 
otherwise  provided  for  under  law. 

Any  agreement  under  which  any  organization  is  con- 
ditionally designated  as  the  PSRO  for  any  area  can  be 
terminated  by  the  organization  upon  90  days  notice  to 
the  Secretary  or  by  the  Secretary  upon  90  days  notice 
to  the  organization. 

DUTIES  AND  FUNCTIONS  OF 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS 

Types  of  Duties.  Notwithstanding  any  other  provi- 
sion of  law,  but  consistent  with  these  provisions,  it 
would  be,  subject  to  the  following  provisions  relating  to 
scope  of  review,  the  duty  and  function  of  each  PSRO 
for  any  area  to  assume,  at  the  earliest  date  practicable, 
responsibility  for  the  review  of  the  professional  activi- 
ties in  the  area  of  physicians  and  other  health  care 
practitioners  and  institutional  and  noninstitutional 
providers  of  health  care  services  in  the  provision  of 
health  care  services  and  items  for  which  payment  can 
be  made,  in  whole  or  in  part,  under  the  Social  Security 
Act  for  the  purpose  of  determining  whether  (a)  the  ser- 
vices and  items  are  or  were  medically  necessary;  (b) 
the  quality  of  the  services  meets  professionally  recog- 
nized standards  of  health  care;  and  (c)  in  case  the  ser- 
vices and  items  are  proposed  to  be  provided  in  a hospi- 
tal or  other  health  care  facility  on  an  inpatient  basis, 
the  services  and  items  can,  consistent  with  the  provi- 
sion of  appropriate  medical  care,  be  effectively  provid- 
ed on  an  outpatient  basis  or  more  economically  in  an 
inpatient  health  care  facility  of  a different  type. 

Authority  for  elective  admissions.  Each  PSRO 
will  have  the  authority  to  determine,  in  advance,  in  the 
case  of  any  elective  admission  to  a hospital  or  other 
health  care  facility  or  any  other  health  care  service 
which  consists  of  extended  or  costly  courses  of  treat- 
ment, whether  the  service,  if  provided,  or  if  provided 
by  a particular  health  care  practitioner  or  by  a particu- 
lar hospital  or  other  health  care  facility,  organization, 
or  agency,  will  meet  the  above  criteria. 

Each  PSRO  will,  in  accordance  with  regulations  of 
the  Secretary,  determine  and  publish,  from  time  to 
time,  the  types  and  kinds  of  cases,  whether  by  type  of 
health  care  or  diagnosis  involved,  or  whether  in  terms 
of  other  relevant  criteria  relating  to  the  provision  of 
health  care  services,  with  respect  to  which  the  organi- 
zation will,  in  order  most  effectively  to  carry  out  the 
purposes  of  this  program,  exercise  the  above  preadmis- 
sion approval  authority. 

Patient  and  physician  profiles.  Each  PSRO  will 
be  responsible  for  the  arranging  for  the  maintenance  of 
and  regular  review  of  profiles  of  care  and  services  re- 
ceived and  provided  with  respect  to  patients,  utilizing 
to  the  greatest  extent  practicable  in  these  patient  pro- 
files, methods  of  coding  which  provide  maximum  confi- 


dentiality as  to  patient  identity  and  assure  objective 
evaluation  consistent  with  the  purposes  of  this  pro- 
gram. Profiles  also  will  be  regularly  reviewed  on  an 
ongoing  basis  with  respect  to  each  health  care  practi- 
tioner and  provider  to  determine  whether  the  care  and 
services  ordered  or  rendered  are  consistent  with  the 
above  criteria. 

Reviewer  qualifications.  Physicians  assigned  re- 
sponsibility for  the  review  of  hospital  care  may  be  only 
those  having  active  hospital  staff  privileges  in  at  least 
one  of  the  participating  hospitals  in  the  area  served  by 
the  PSRO  and,  except  as  otherwise  provided  below,  the 
physicians  ordinarily  should  not  be  responsible  for,  but 
may  participate  in  the  review  of  care  and  services  pro- 
vided in  any  hospital  in  which  the  physicians  have  ac- 
tive staff  privileges. 

No  physician  will  be  permitted  to  review  health  care 
services  provided  to  a patient  if  he  was  directly  or  indi- 
rectly involved  in  providing  the  services,  or  health  care 
services  provided  in  or  by  an  institution,  organization, 
or  agency,  if  he  or  any  member  of  his  family  has,  di- 
rectly or  indirectly,  any  financial  interest  in  the  in- 
stitution, organization,  or  agency. 

For  the  above  purposes,  a physician’s  family  includes 
only  his  spouse,  other  than  a spouse  who  is  legally  sep- 
arated from  him  under  a decree  of  divorce  or  separate 
maintenance,  children,  including  legally  adopted  chil- 
dren, grandchildren,  parents,  and  grandparents. 

Use  of  specialists.  To  the  extent  necessary  or  ap- 
propriate for  the  proper  performance  of  its  duties  and 
functions,  the  PSRO  serving  any  area  will  be  autho- 
rized in  accordance  with  regulations  prescribed  by  the 
Secretary  to  (1)  make  arrangements  to  utilize  the  ser- 
vices of  persons  who  are  practitioners  of  or  specialists 
in  the  various  areas  of  medicine,  including  dentistry,  or 
other  types  of  health  care,  which  persons  will,  to  the 
maximum  extent  practicable,  be  individuals  engaged 
in  the  practice  of  their  profession  within  the  area 
served  by  the  organization;  (2)  undertake  professional 
inquiry  either  before  or  after,  or  both  before  and  after, 
the  provision  of  services  with  respect  to  which  the  or- 
ganization has  a responsibility  for  review;  (3)  examine 
the  pertinent  records  of  any  practitioner  or  provider  of 
health  care  services  providing  services  with  respect  to 
which  the  organization  has  a responsibility  for  review; 
and  (4)  inspect  the  physical  facilities  in  which  care  is 
rendered  or  services  provided,  and  which  are  located  in 
the  area,  of  any  practitioner  or  provider. 

No  PSRO  can  utilize  the  services  of  any  individual 
who  is  not  a duly  licensed  doctor  of  medicine  or  oste- 
opathy to  make  final  determinations  in  accordance  with 
its  duties  and  functions  with  respect  to  the  professional 
conduct  of  any  other  duly  licensed  doctor  of  medicine 
or  osteopathy,  or  any  act  performed  by  any  duly  li- 
censed doctor  of  medicine  or  osteopathy  in  the  exercise 
of  his  profession. 

Encouragement  of  physician  participation.  In 
order  to  familiarize  physicians  with  the  review  func- 
tions and  activities  of  PSROs  and  to  promote  accep- 
tance of  these  functions  and  activities  by  physicians, 
patients,  and  other  persons,  each  PSRO,  in  carrying 
out  its  review  responsibilities,  will,  to  the  maximum 
extent  consistent  with  the  effective  and  timely  perfor- 
mance of  its  duties  and  functions  (1)  encourage  all 
physicians  practicing  their  profession  in  the  area  served 


June  1 , 1973  / New  York  State  Journal  of  Medicine  1465 


by  the  organization  to  participate  as  reviewers  in  the 
review  activities  of  the  organization;  (2)  provide  rotat- 
ing physician  membership  of  review  committees  on  an 
extensive  and  continuing  basis;  (3)  assure  that  mem- 
bership on  review  committees  has  the  broadest  repre- 
sentation feasible  in  terms  of  the  various  types  of  prac- 
tice in  which  physicians  engage  in  the  area  served  by 
the  organization;  and  (4)  utilize,  whenever  appropriate, 
medical  periodicals  and  similar  publications  to  publi- 
cize the  functions  and  activities  of  PSROs. 

Use  of  hospital  review  committees.  Each  PSRO 
will  utilize  the  services  of,  and  accept  the  findings  of, 
the  review  committees  of  a hospital  or  other  operating 
health  care  facility  or  organization  located  in  the  area 
served  by  the  organization,  but  only  when  and  only  to 
the  extent  and  only  for  the  time  that  the  committees  in 
the  hospital  or  other  operating  health  care  facility  or 
organization  have  demonstrated  to  the  satisfaction  of 
the  organization  their  capacity  effectively  and  in  time- 
ly fashion  to  review  activities  in  the  hospital  or  other 
operating  health  care  facility  or  organization  including 
the  medical  necessity  of  admissions  types  and  extent  of 
services  ordered,  and  lengths  of  stay,  so  as  to  aid  in  ac- 
complishing the  purposes  and  responsibilities  of  the 
PSRO,  except  where  the  Secretary  disapproves,  for 
good  cause,  this  acceptance. 

The  Secretary  can  prescribe  regulations  to  carry  out 
the  above  provisions. 

An  agreement  entered  into  between  the  Secretary 
and  any  organization  under  which  the  organization  is 
designated  as  the  PSRO  for  any  area  will  provide  that 
the  organization  will  (a)  perform  the  duties  and  func- 
tions and  assume  the  responsibilities  and  comply  with 
those  other  requirements  required  by  this  program  or 
under  regulations  of  the  Secretary  promulgated  to 
carry  out  this  program  and  (b)  collect  the  data  relevant 
to  its  functions  and  the  information  and  keep  and 
maintain  the  records  in  the  form  the  Secretary  requires 
to  carry  out  the  purposes  of  this  program  and  to  permit 
access  to  and  use  of  these  records  as  the  Secretary  re- 
quires. 

Such  an  agreement  with  an  organization  will  provide 
that  the  Secretary  make  payments  to  the  organization 
equal  to  the  amount  of  expenses  reasonably  and  neces- 
sarily incurred  as  determined  by  the  Secretary,  by  the 
organization  in  carrying  out  or  preparing  to  carry  out 
the  duties  and  functions  required  by  the  agreement. 

Notwithstanding  any  other  provisions,  the  responsi- 
bility for  review  of  health  care  services  of  any  PSRO 
would  be  the  review  of  health  care  services  provided  by 
or  in  institutions,  unless  the  organization  has  made  a 
request  to  the  Secretary  that  it  be  charged  with  the 
duty  and  function  of  reviewing  other  health  care  ser- 
vices and  the  Secretary  has  approved  this  request. 

NORMS  OF  HEALTH  CARE  SERVICES  FOR 
VARIOUS  ILLNESSES  OR  HEALTH 
CONDITIONS 

Each  PSRO  will  apply  professionally  developed 
norms  of  care  diagnosis  and  treatment  based  upon  typ- 
ical patterns  of  practice  in  its  regions  (including  typical 
lengths-of-stay  for  institutional  care  by  age  and  diagno- 
sis) as  principal  points  of  evaluation  and  review.  The 
National  Professional  Standards  Review  Council  and 
the  Secretary  will  provide  the  technical  assistance  to 
the  organization  which  will  be  helpful  in  utilizing  and 


applying  these  norms  of  care,  diagnosis,  and  treatment. 
Where  the  actual  norms  of  care,  diagnosis,  and  treat- 
ment in  a PSRO  area  are  significantly  different  from 
professionally  developed  regional  norms  of  care,  diag- 
nosis, and  treatment  approved  for  comparable  condi- 
tions, the  PSRO  concerned  would  be  so  informed.  In 
the  event  that  appropriate  consultation  and  discussion 
indicate  reasonable  basis  for  usage  of  other  norms  in 
the  area  concerned,  the  PSRO  can  apply  those  norms 
in  the  area  as  are  approved  by  the  National  Profession- 
al Standards  Review  Council. 

Types  of  norms.  The  norms  with  respect  to  treat- 
ment for  particular  illnesses  or  health  conditions  will 
include  (1)  the  types  and  extent  of  the  health  care  ser- 
vices which,  taking  into  account  differing,  but  accept- 
able, modes  of  treatment  and  methods  of  organizing 
delivering  care,  are  considered  within  the  range  of  ap- 
propriate diagnosis  and  treatment  of  the  illness  or 
health  condition,  consistent  with  professionally  recog- 
nized and  accepted  patterns  of  care;  (2)  the  type  of 
health  care  facility  which  is  considered,  consistent  with 
these  standards,  to  be  the  type  in  which  health  care 
services  which  are  medically  appropriate  for  the  illness 
or  condition  can  most  economically  be  provided. 

Preparation  and  distribution.  The  National  Pro- 
fessional Standards  Review  Council  will  provide  for  the 
preparation  and  distribution,  to  each  PSRO  and  to 
each  other  agency  or  person  performing  review  func- 
tions with  respect  to  the  provision  of  health  care  ser- 
vices under  the  Social  Security  Act,  of  appropriate  ma- 
terials indicating  the  regional  norms  to  be  utilized. 
This  data  concerning  norms  will  be  reviewed  and  re- 
vised from  time  to  time.  The  approval  of  the  National 
Professional  Standards  Review  Council  of  norms  of 
care,  diagnosis,  and  treatment  will  be  based  on  its 
analysis  of  appropriate  and  adequate  data. 

Purpose.  Each  review  organization,  agency,  or  per- 
son will  utilize  the  norms  as  a principal  point  of  evalu- 
ation and  review  for  determining,  with  respect  to  any 
health  care  services  which  have  been  or  are  proposed  to 
be  provided,  whether  the  care  and  services  are  consis- 
tent with  the  criteria  specified  under  this  amendment. 

Certification  of  inpatient  care.  Each  PSRO  will 
(a)  in  accordance  with  regulations  of  the  Secretary, 
specify  the  appropriate  points  in  time  after  the  admis- 
sion of  a patient  for  inpatient  care  in  a health  care  in- 
stitution at  which  the  physician  attending  the  patient 
will  execute  a certification  stating  that  further  inpa- 
tient care  in  the  institution  will  be  medically  necessary 
effectively  to  meet  the  health  care  needs  of  the  patient; 
and  (b)  require  that  there  be  included  in  any  certifica- 
tion with  respect  to  any  patient  the  information  neces- 
sary to  enable  the  organization  properly  to  evaluate  the 
medical  necessity  of  the  further  institutional  health 
care  recommended  by  the  physician  executing  the  cer- 
tification. 

The  points  in  time  at  which  any  certification  will  be 
required  (usually,  not  later  than  the  50th  percentile  of 
length-of-stay  for  patients  in  similar  age  groups  with 
similar  diagnoses)  will  be  consistent  with  and  based  on 
professionally  developed  norms  of  care  and  treatment 
and  data  developed  with  respect  to  length  of  stay  in 
health  care  institutions  of  patients  having  various  ill- 
nesses, injuries,  or  health  conditions,  and  requiring 
various  types  of  health  care  services  or  procedures. 
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SUBMISSION  OF  REPORTS  BY 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS 

If,  in  discharging  its  duties  and  functions,  any  PSRO 
determines  that  any  health  care  practitioner  or  any 
hospital,  or  other  health  care  facility,  agency,  or  orga- 
nization has  violated  any  of  the  obligations  imposed 
below,  the  organization  will  report  the  matter  to  the 
Statewide  Professional  Standards  Review  Council  for 
the  state  in  which  the  organization  is  located  together 
with  the  recommendations  of  the  organization  as  to  the 
action  which  should  be  taken  with  respect  to  the  mat- 
ter. Any  Statewide  Professional  Standards  Review 
Council  receiving  such  a report  and  recommendation 
will  review  them  and  promptly  transmit  the  report  and 
recommendation  to  the  Secretary  together  with  any 
additional  comments  or  recommendations  it  deems  ap- 
propriate. The  Secretary  can  utilize  a PSRO  in  lieu  of 
program  review  teams  which  are  authorized  in  H.R.  1 
in  order  to  determine  whether  services  which  have  been 
supplied  were  substantially  in  excess  of  needs  or  harm- 
ful or  of  a grossly  inferior  quality. 

REQUIREMENT  OF  REVIEW  APPROVAL  AS 
CONDITION  OF  PAYMENT  OF  CLAIMS 

Except  as  provided  below,  no  federal  funds  appro- 
priated under  any  title  of  the  Social  Security  Act, 
other  than  Title  V (Maternal  and  Child  Health),  for 
the  provision  of  health  care  services  or  items  will  be 
used,  directly  or  indirectly,  for  the  payment  of  any 
claim  for  the  provision  of  the  services  or  items,  unless 
the  Secretary  determines  that  the  claimant  is  without 
fault,  if  (1)  the  provision  of  the  services  or  items  is 
subject  to  review  by  any  PSRO,  or  other  agency;  and 
(2)  the  organization  or  other  agency  has,  in  the  proper 
exercise  of  its  duties  and  functions,  disapproved  of  the 
services  or  items  giving  rise  to  the  claim,  and  has  noti- 
fied the  practitioner  or  provider  who  provided  or  pro- 
posed to  provide  the  services  or  items  and  the  individ- 
ual who  would  receive  or  was  proposed  to  receive  the 
services  or  items  of  its  disapproval  of  the  provision  of 
the  services  or  items. 

Whenever  any  PSRO,  in  the  discharge  of  its  duties 
and  functions,  disapproves  of  any  health  care  services 
or  items  furnished  or  to  be  furnished  by  any  practition- 
er or  provider,  the  organization  will,  after  notifying  the 
practitioner,  provider,  or  other  organization  or  agency 
of  its  disapproval,  promptly  notify  the  agency  or  orga- 
nization having  responsibility  for  acting  upon  claims 
for  payment  for  or  on  account  of  the  services  or  items. 

HEARINGS  AND  REVIEW  BY  SECRETARY 

Any  beneficiary  or  recipient  who  is  entitled  to  bene- 
fits under  the  Social  Security  Act  (other  than  under 
Title  V)  or  a provider  or  practitioner  who  is  dissatisfied 
with  a determination  with  respect  to  a claim  made  by 
a PSRO  in  carrying  out  its  responsibilities  for  the  re- 
view of  professional  activities,  will,  after  being  notified 
of  the  determination,  be  entitled  to  a reconsideration  of 
this  determination  by  the  PSRO.  Where  the  PSRO 
reaffirms  the  determination  in  a state  which  has  estab- 
lished a Statewide  Professional  Standards  Review 
| Council,  and  where  the  matter  in  controversy  is  $100  or 
more,  the  determination  will  be  reviewed  by  profes- 
sional members  of  the  Council  and,  if  the  Council  so 
determines,  revised. 

Where  the  determination  of  the  Statewide  Profes- 


sional Standards  Review  Council  is  adverse  to  the 
beneficiary  or  recipient  (or,  in  the  absence  of  the  Coun- 
cil in  a state  and  where  the  matter  in  controversy  is 
$100  or  more),  the  beneficiary  or  recipient  will  be  enti- 
tled to  a hearing  by  the  Secretary  as  is  provided  under 
the  Social  Security  Act  presently,  and,  where  the 
amount  in  controversy  is  $1,000  or  more,  to  judicial  re- 
view of  the  Secretary’s  final  decision  after  such  hearing 
as  is  also  provided  under  the  Social  Security  Act.  The 
Secretary  will  render  a decision  only  after  appropriate 
professional  consultation  on  the  matter. 

Any  review  or  appeals,  as  provided  above,  will  be  in 
lieu  of  any  review,  hearing,  or  appeal  under  the  Social 
Security  Act  with  respect  to  that  claim. 

OBLIGATIONS  OF  HEALTH  CARE 
PRACTITIONERS  AND  PROVIDERS  OF 
HEALTH  CARE  SERVICES;  SANCTIONS  AND 
PENALTIES;  HEARINGS  AND  REVIEW 

Obligations.  It  will  be  the  obligation  of  any  health 
care  practitioner  and  any  other  person,  including  a 
hospital  or  other  health  care  facility,  organization,  or 
agency,  who  provides  health  care  services  for  which 
payment  can  be  made,  in  whole  or  in  part,  under  the 
Social  Security  Act,  to  assure  that  services  or  items  or- 
dered or  provided  by  the  practitioner  or  person  to  ben- 
eficiaries and  recipients  under  the  Social  Security  Act 
(a)  will  be  provided  only  when,  and  to  the  extent,  med- 
ically necessary;  (b)  will  be  of  a quality  which  meets 
professionally  recognized  standards  of  health  care;  and 
(c)  will  be  supported  by  evidence  of  medical  necessity 
and  quality  in  the  form  and  fashion  and  at  the  time 
reasonably  required  by  the  PSRO  in  the  exercise  of  its 
duties  and  responsibilities.  It  will  be  the  obligation  of 
any  health  care  practitioner,  in  ordering,  authorizing, 
directing,  or  arranging  for  the  provision  by  any  other 
person,  including  a hospital  or  other  health  care  facili- 
ty, organization,  or  agency,  of  health  care  services  for 
any  patient  of  the  practitioner,  to  exercise  his  profes- 
sional responsibility  with  a view  to  assuring,  to  the  ex- 
tent of  his  influence  or  control  over  the  patient,  the 
person,  or  the  provision  of  the  services,  that  the  ser- 
vices or  items  will  be  provided  (a)  only  when,  and  to 
the  extent,  medically  necessary;  and  (b)  will  be  of  a 
quality  which  meets  professionally  recognized  stan- 
dards of  health  care. 

Further  obligations.  Each  health  care  practitioner, 
and  each  hospital  or  other  provider  of  health  care  ser- 
vices, will  have  an  obligation,  within  reasonable  limits 
of  professional  discretion  not  to  take  any  action,  in  the 
exercise  of  his  profession,  in  the  case  of  any  health  care 
practitioner,  or  in  the  conduct  of  its  business  in  the 
case  of  any  hospital  or  other  such  provider,  which  will 
authorize  any  individual  to  be  admitted  as  an  inpatient 
in  or  to  continue  as  an  inpatient  in  any  hospital  or 
other  health  care  facility  unless  (a)  inpatient  care  is 
determined  by  the  practitioner  and  by  the  hospital  or 
other  provider,  consistent  with  professionally  recog- 
nized health  care  standards,  to  be  medically  necessary 
for  the  proper  care  of  the  individual;  and  (b)  (1)  the  in- 
patient care  required  by  the  individual  cannot,  consis- 
tent with  these  standards,  be  provided  more  economi- 
cally in  a health  care  facility  of  a different  type;  or  (2) 
in  the  case  of  a patient  who  requires  care  which  can, 
consistent  with  these  standards,  be  provided  more  eco- 
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nomically  in  a health  care  facility  of  a different  type, 
there  is,  in  the  area  in  which  the  individual  is  located, 
no  such  facility  or  no  such  facility  which  is  available  to 
provide  care  to  the  individual  at  the  time  when  care  is 
needed  by  him. 

Grounds  for  exclusion.  If  after  reasonable  notice 
and  opportunity  for  discussion  with  the  practitioner  or 
provider  concerned,  any  PSRO  submits  a report  and 
recommendations  to  the  Secretary,  through  the  State- 
wide Professional  Standards  Review  Council,  if  such  a 
Council  has  been  established,  which  would  promptly 
transmit  the  report  and  recommendations  together 
with  any  additional  comments  and  recommendations  it 
deems  appropriate,  and  if  the  Secretary  determines 
that  the  practitioner  or  provider,  in  providing  health 
care  services  over  which  the  organization  has  review  re- 
sponsibility and  for  which  payment  in  whole  or  in  part, 
can  be  made  under  the  Social  Security  Act  has  (a)  by 
failing,  in  a substantial  number  of  cases,  substantially 
to  comply  with  any  obligation  imposed  on  him  under 
this  program,  or  (b)  by  grossly  and  flagrantly  violating 
any  obligation  in  one  or  more  instances,  demonstrated 
an  unwillingness  or  a lack  of  ability  substantially  to 
comply  with  these  obligations,  he  (in  addition  to  any 
other  sanction  provided  under  law)  can  exclude  (per- 
manently or  for  a period  as  the  Secretary  prescribes) 
the  practitioner  or  provider  from  eligibility  to  provide 
these  services  on  a reimbursable  basis. 

Effective  date  of  Secretary's  determination.  The 
above  determination  made  by  the  Secretary  will  be  ef- 
fective at  the  time  and  upon  such  reasonable  notice  to 
the  public  and  to  the  person  furnishing  the  services  in- 
volved as  may  be  specified  in  regulations.  The  deter- 
mination will  be  effective  with  respect  to  services  fur- 
nished to  an  individual  on  or  after  the  effective  date  of 
the  determination,  except  that  in  the  case  of  institu- 
tional health  care  services  the  determination  will  be 
effective  in  the  manner  provided  under  medicare  with 
respect  to  terminations  of  provider  agreements,  and 
will  remain  in  effect  until  the  Secretary  finds  and  gives 
reasonable  notice  to  the  public  that  the  basis  for  the 
determination  has  been  removed  and  that  there  is  rea- 
sonable assurance  that  it  will  not  recur. 

Alternative  penalty.  In  lieu  of  the  above  autho- 
rized sanction,  the  Secretary  can  require  that,  as  a 
condition  to  the  continued  eligibility  of  the  practitioner 
or  provider  to  provide  health  care  services  on  a reim- 
bursable basis,  the  practitioner  or  provider  pay  to  the 
United  States,  in  case  the  acts  or  conduct  involved  the 
provision  or  ordering  of  health  care  services  which  were 
medically  improper  or  unnecessary,  an  amount  not  in 
excess  of  the  actual  or  estimated  cost  of  the  medically 
improper  or  unnecessary  services  so  provided,  or  if  less, 
$5,000.  This  amount  can  be  deducted  from  any  sums 
owing  by  the  United  States  to  the  person  from  whom 
the  amount  is  claimed. 

Review  of  Secretary's  decision.  Any  person  fur- 
nishing services  which  are  subject  to  a determination 
by  the  Secretary  and  who  is  dissatisfied  with  the  deter- 
mination, will  be  entitled  to  reasonable  notice  and  op- 
portunity for  a hearing  by  the  Secretary  and  to  judicial 
review  of  the  Secretary’s  final  decision  after  such  hear- 
ing as  is  provided  in  the  Social  Security  Act. 

It  will  be  the  duty  of  each  PSRO  and  each  Statewide 
Professional  Standards  Review  Council  to  use  the  au- 


thority or  influence  it  possesses  as  a professional  orga- 
nization, and  to  enlist  the  support  of  any  other  profes- 
sional or  governmental  organization  having  influence  or 
authority  over  health  care  practitioners  and  any  other 
person,  including  a hospital  or  other  health  care  facili- 
ty, organization,  or  agency,  providing  health  care  ser- 
vices in  the  area  served  by  the  review  organization,  in 
assuring  that  each  practitioner  or  provider  providing 
health  care  services  in  the  area  comply  with  all  obliga- 
tions imposed  on  him  under  this  program. 

NOTICE  TO  PRACTITIONER  OR  PROVIDER 

Whenever  any  PSRO  takes  any  action  or  makes  any 
determination  (1)  which  denies  any  request,  by  a 
health  care  practitioner  or  other  provider  of  health  care 
services,  for  approval  of  a health  care  service  or  item 
proposed  to  be  ordered  or  provided  by  the  practitioner 
or  provider;  or  (2)  that  any  practitioner  or  provider  has 
violated  any  obligation  imposed  on  him,  the  organiza- 
tion will,  immediately  after  taking  the  action  or  mak- 
ing the  determination,  give  notice  to  the  practitioner  or 
provider  of  the  determination  and  the  basis  for  it,  and 
provide  him  with  appropriate  opportunity  for  discus- 
sion and  review  of  the  matter. 

STATEWIDE  PROFESSIONAL  STANDARDS 
REVIEW  COUNCILS;  ADVISORY  GROUPS  TO 
SUCH  COUNCILS 

Authorization.  In  any  state  in  which  there  are  lo- 
cated 3 or  more  PSROs,  the  Secretary  will  establish  a 
Statewide  Professional  Standards  Review  Council. 

Membership.  The  membership  of  these  Councils 
will  be  appointed  by  the  Secretary  and  will  consist  of 
(a)  one  representative  from  and  designated  by  each 
PSRO  in  the  state;  (b)  4 physicians,  2 of  whom  can  be 
designated  by  the  state  medical  society  and  2 of  whom 
can  be  designated  by  the  state  hospital  association; 
and  (c)  4 persons  knowledgable  in  health  care  from  the 
state  whom  the  Secretary  will  select  as  representatives 
of  the  public  in  the  state,  at  least  2 of  whom  will  have 
been  recommended  for  membership  on  the  Council  by 
the  Governor  of  the  state. 

Duties.  It  will  be  the  duty  and  function  of  the 
Statewide  Professional  Standards  Review  Council  for 
any  state,  in  accordance  with  regulations  of  the  Secre- 
tary, to  coordinate  the  activities  of,  and  disseminate 
information  and  data  among,  the  various  PSROs  with- 
in the  state,  including  assisting  the  Secretary  in  the 
development  of  uniform  data  gathering  procedures  and 
operating  procedures  applicable  to  the  several  areas  in 
the  state,  including,  where  appropriate,  common  data 
processing  operations  serving  several  or  all  areas,  to  as- 
sure efficient  operation  and  objective  evaluation  of 
comparative  performance  of  the  several  areas,  to  assist 
the  Secretary  in  evaluating  the  performance  of  each 
PSRO,  and  where  the  Secretary  finds  it  necessary  to 
replace  a PSRO,  to  assist  him  in  developing  and  ar- 
ranging for  a qualified  replacement  PSRO. 

The  Secretary  will  be  authorized  to  enter  into  an 
agreement  with  any  state  Council  under  which  the 
Secretary  will  make  payments  to  the  Council  equal  to 
the  amount  of  expenses  reasonably  and  necessarily  in- 
curred, as  determined  by  the  Secretary,  by  the  Council 
in  carrying  out  the  duties  and  functions  described 
above. 

Advisory  Council.  The  Statewide  Professional 
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Standards  Review  Council  for  any  state  (or  in  a state 
which  does  not  have  such  a Council,  the  PSROs  which 
have  agreements  with  the  Secretary)  will  be  advised 
and  assisted  in  carrying  out  its  functions  by  an  adviso- 
ry group  of  not  less  than  7 nor  more  than  11  members, 
which  will  be  made  up  of  representatives  of  health  care 
practitioners,  other  than  physicians,  and  hospitals  and 
other  health  care  facilities  which  provide  within  the 
state  health  care  services  for  which  payment  can  be 
made  under  any  program  established  by  or  under  the 
Social  Security  Act. 

The  Secretary  will  provide  by  regulations  the  man- 
ner in  which  members  of  the  advisory  group  will  be  se- 
lected by  the  Statewide  Professional  Standards  Review 
Council  (or  PSROs  in  states  without  these  Councils). 

The  expenses  reasonably  and  necessarily  incurred,  as 
determined  by  the  Secretary,  by  this  group  in  carrying 
out  its  duties  and  functions  will  be  considered  to  be  ex- 
penses necessarily  incurred  by  the  Statewide  Profes- 
sional Standards  Review  Council  served  by  the  group. 

NATIONAL  PROFESSIONAL  STANDARDS 
REVIEW  COUNCIL 

Establishment.  The  program  will  require  the  es- 
tablishment of  a National  Professional  Standards  Re- 
view Council  which  will  consist  of  11  physicians,  not 
otherwise  employed  by  the  United  States,  and  appoint- 
ed by  the  Secretary  without  regard  to  the  provisions  of 
the  United  States  Code  governing  appointments  in  the 
competitive  service. 

Members  of  the  Council  will  be  appointed  for  a term 
of  3 years  and  will  be  eligible  for  reappointment. 

The  Secretary  will  from  time  to  time  designate  one 
of  the  members  of  the  Council  to  serve  as  Chairman. 

Membership.  Members  of  the  Council  will  consist 
of  physicians  of  recognized  standing  and  distinction  in 
the  appraisal  of  medical  practice.  A majority  of  the 
members  will  be  physicians  who  have  been  recom- 
mended to  the  Secretary  to  serve  on  the  Council  by  na- 
tional organizations  recognized  by  the  Secretary  as  rep- 
resenting practicing  physicians.  The  membership  of 
the  Council  will  include  physicians  who  have  been  rec- 
ommended for  membership  on  the  Council  by  consum- 
er groups  and  other  health  care  interests. 

The  Council  will  be  authorized  to  utilize,  and  the 
Secretary  will  make  available,  or  arrange  for,  the  tech- 
nical and  professional  consultative  assistance  required 
to  carry  out  its  functions.  The  Secretary  will,  in  addi- 
tion, make  available  to  the  Council  the  secretarial, 
clerical,  and  other  assistance  and  pertinent  data  pre- 
pared by,  for,  or  otherwise  available  to,  the  Depart- 
ment of  HEW  as  the  Council  requires  to  carry  out  its 
functions. 

Members  of  the  Council,  while  serving  on  business  of 
the  Council,  will  be  entitled  to  receive  compensation  at 
a rate  fixed  by  the  Secretary,  but  not  in  excess  of  the 
daily  rate  paid  for  grade  GS-18,  including  traveltime; 
and  while  serving  away  from  their  homes  or  regular 
places  of  business,  they  can  be  allowed  travel  expenses, 
including  per  diem  in  lieu  of  subsistence. 

Duties.  It  will  be  the  duty  of  the  Council  to  (1)  ad- 
vise the  Secretary  in  the  administration  of  this  pro- 
gram; (2)  provide  for  the  development  and  distribu- 
tion, among  Statewide  Professional  Standards  Review 
Councils  and  PSROs,  of  information  and  data  which 
will  assist  these  review  councils  and  organizations  in 


carrying  out  their  duties  and  functions;  (3)  review  any 
operations  of  Statewide  Professional  Standards  Review 
Councils  and  PSROs  with  a view  to  determining  their 
effectiveness  and  comparative  performance  in  carrying 
out  the  purposes  of  this  program;  and  (4)  make  or  ar- 
range for  the  making  of  studies  and  investigations  with 
a view  to  developing  and  recommending  to  the  Secre- 
tary and  to  the  Congress  measures  designed  more  effec- 
tively to  accomplish  the  purposes  and  objectives  of  this 
program. 

Report.  The  National  Professional  Standards  Re- 
view Council  will  from  time  to  time,  but  not  less  often 
than  annually,  submit  to  the  Secretary  and  to  the  Con- 
gress a report  on  its  activities  and  will  include  in  this 
report  the  findings  of  its  studies  and  investigations  to- 
gether with  any  recommendations  it  has  with  respect 
to  the  more  effective  accomplishment  of  the  purposes 
and  objectives  of  this  program.  This  report  will  also 
contain  comparative  data  indicating  the  results  of  re- 
view activities  conducted  in  each  state. 

APPLICATION  OF  THIS  AMENDMENT  TO 
CERTAIN  STATE  PROGRAMS  RECEIVING 
FEDERAL  FINANCIAL  ASSISTANCE 

In  addition  to  the  requirements  imposed  by  law  as  a 
condition  of  approval  of  a state  plan  approved  under 
any  title  of  the  Social  Security  Act  under  which  health 
care  services  are  paid  for,  in  whole  or  part,  with  federal 
funds,  there  will  be  imposed  the  requirement  that  pro- 
visions of  this  program  apply  to  the  operation  of  such  a 
plan  or  program. 

Effective  date.  The  requirement  imposed  above 
with  respect  to  those  state  plans  approved  under  the 
Social  Security  Act  will  apply  (1)  in  the  case  of  any 
plan  where  legislative  action  by  the  state  legislature  is 
not  necessary  to  meet  the  requirement,  on  and  after 
January  1,  1974,  and  (2)  in  the  case  of  any  plan  where 
legislative  action  by  the  state  legislature  is  necessary  to 
meet  the  requirement,  whichever  of  the  following  is 
earlier  (a)  on  and  after  July  1,  1974,  or  (b)  on  and  after 
the  first  day  of  the  calendar  month  which  first  com- 
mences more  than  90  days  after  the  close  of  the  first 
regular  session  of  the  legislature  of  the  state  which  be- 
gins after  December  31,  1973. 

CORRELATION  OF  FUNCTIONS  BETWEEN 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS  AND  ADMINISTRATIVE 
INSTRUMENTALITIES 

The  Secretary,  by  regulations,  will  provide  for  the 
correlation  of  activities,  the  interchange  of  data  and  in- 
formation, and  other  cooperation  consistent  with  eco- 
nomical, efficient,  coordinated  and  comprehensive  im- 
plementation of  this  program,  including,  but  not  limit- 
ed to,  usage  of  existing  mechanical  and  other  data- 
gathering  capacity,  between  and  among  (a)  (1)  agen- 
cies and  organizations  which  are  parties  to  agreements 
entered  into  under  Part  A of  medicare,  (2)  carriers 
which  are  parties  to  contracts  entered  into  under  Part 
B of  medicare,  and  (3)  any  other  public  or  private 
agency,  other  than  a PSRO,  having  review  or  control 
functions,  or  proven  relevant  data-gathering  procedures 
and  experience,  and  (b)  PSROs,  as  necessary  or  appro- 
priate for  the  effective  administration  of  medicare  or 
state  plans  approved  under  the  Social  Security  Act. 


June  1 , 1973  / New  York  State  Journal  of  Medicine  1469 


PROHIBITION  AGAINST  DISCLOSURE  OF 
INFORMATION 

Any  data  or  information  acquired  by  any  PSRO  in 
the  exercise  of  its  duties  and  functions  will  be  held  in 
confidence  and  cannot  be  disclosed  to  any  person  ex- 
cept (a)  to  the  extent  that  may  be  necessary  to  carry 
out  the  purposes  of  this  program,  or  (b)  in  those  cases 
and  under  those  circumstances  as  the  Secretary  would 
provide  by  regulations  to  assure  adequate  protection  of 
the  rights  and  interests  of  patients,  health  care  practi- 
tioners, or  providers  of  health  care. 

Penalty.  It  will  be  unlawful  for  any  person  to  dis- 
close this  information  other  than  for  the  above  pur- 
poses, and  any  person  violating  these  provisions  will, 
upon  conviction,  be  fined  not  more  than  $1,000,  and 
imprisoned  for  not  more  than  6 months,  or  both,  to- 
gether with  the  costs  of  prosecution. 

LIMITATION  ON  LIABILITY  FOR  PERSONS 
PROVIDING  INFORMATION 

Notwithstanding  any  other  provision  of  law,  no  per- 
son providing  information  to  any  PSRO  will  be  held, 
by  reason  of  having  provided  the  information,  to  have 
violated  any  criminal  law,  or  to  be  civilly  liable  under 
any  law,  of  the  United  States  or  of  any  state  unless  (1) 
the  information  is  unrelated  to  the  performance  of  the 
duties  and  functions  of  the  organization,  or  (2)  the  in- 
formation is  false  and  the  person  providing  the  infor- 
mation knew,  or  had  reason  to  believe,  that  it  was 
false. 

No  individual  who,  as  a member  or  employee  of  any 
PSRO  or  who  furnishes  professional  counsel  or  services 
to  the  organization,  will  be  held  by  reason  of  the  per- 
formance by  him  of  any  duty,  function,  or  activity  au- 
thorized or  required  of  PSROs,  to  have  violated  any 
criminal  law,  or  to  be  civilly  liable  under  any  law,  of 
the  United  States  or  of  any  state  provided  he  has  exer- 
cised due  care. 

The  above  provisions  will  not  apply  with  respect  to 
any  action  taken  by  any  individual  if  the  individual,  in 
taking  the  action,  was  motivated  by  malice  toward  any 
person  affected  by  his  action. 

Protection  for  compliance  with  norms.  No  doctor 
of  medicine  or  osteopathy  and  no  provider,  including 
directors,  trustees,  employees,  or  officials  of  providers, 
of  health  care  services  will  be  civilly  liable  to  any  per- 
son under  any  law  of  the  United  States  or  of  any  state 
on  account  of  any  action  taken  by  him  in  compliance 
with  or  reliance  upon  professionally  developed  norms  of 
care  and  treatment  applied  by  a PSRO  operating  in 
the  area  where  the  doctor  of  medicine  or  osteopathy,  or 
provider  took  the  action,  but  only  if  (1)  he  takes  the 
action,  in  the  case  of  a doctor  of  medicine  or  osteopa- 
thy, in  the  exercise  of  his  profession  as  a health  care 
practitioner,  or  in  the  case  of  a provider  of  health  care 
services,  in  the  exercise  of  his  functions  as  a provider  of 
health  care  services,  and  (2)  he  exercised  due  care  in 
all  professional  conduct  taken  or  directed  by  him  and 
reasonably  related  to,  and  resulting  from,  the  actions 
taken  in  compliance  with  or  reliance  upon  the  profes- 
sionally accepted  norms  of  care  and  treatment. 

AUTHORIZATION  FOR  USE  OF  CERTAIN 
FUNDS  TO  ADMINISTER  THE  PROVISIONS 
OF  THIS  AMENDMENT 

Allocation.  Expenses  incurred  in  the  administra- 


tion of  this  program  will  be  payable  from  (1)  funds  in 
the  Federal  Hospital  Insurance  Trust  Fund;  (2)  funds 
in  the  Federal  Supplementary  Medical  Trust  Fund; 
and  (3)  funds  appropriated  to  carry  out  the  health  care 
provisions  of  the  several  titles  of  the  Social  Security 
Act;  in  such  amounts  from  each  of  the  above  sources  of 
funds  as  the  Secretary  deems  to  be  fair  and  equitable 
after  taking  into  consideration  the  costs  attributable  to 
the  administration  of  this  program  with  respect  to  each 
of  the  plans  and  programs. 

TECHNICAL  ASSISTANCE  TO 
ORGANIZATIONS  DESIRING  TO  BE 
DESIGNATED  AS  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATIONS 
The  Secretary  will  be  authorized  to  provide  all  nec- 
essary technical  and  other  assistance,  including  the 
preparation  of  prototype  plans  of  organization  and  op- 
eration, to  organizations  which:  express  a desire  to  be 
designated  as  a PSRO;  and  which  the  Secretary  deter- 
mines have  a potential  for  meeting  the  requirements  of 
a PSRO;  to  assist  these  organizations  in  developing  a 
proper  plan  to  be  submitted  to  the  Secretary  and  oth- 
erwise in  preparing  to  meet  the  requirements  for  desig- 
nation as  a PSRO. 

EXEMPTIONS  OF  CHRISTIAN  SCIENCE 
SANATORIUMS 

The  provisions  of  this  program  will  not  apply  with 
respect  to  a Christian  Science  sanatorium  operated,  or 
listed  and  certified,  by  the  First  Church  of  Christ,  Sci- 
entist, Boston,  Massachusetts. 

Peer  Review  Mechanisms  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  passage  of  the  Social  Security  Amendments  of 
1972  including  Professional  Standards  Review  Organiza- 
tion which  was  signed  by  President  Nixon  on  October  31, 
1972,  has  created  shock  waves  among  the  physicians. 
A summary  of  PSRO  by  the  American  Medical  Associa- 
tion is  included  in  the  Annual  Report  of  the  Committee 
on  Peer  Review  Mechanisms. 

Many  organizations  in  the  health  care  field  are  also 
greatly  concerned  about  PSRO  and  are  advocating  mea- 
sures to  conform  with  this  statute.  In  the  1971  Annual 
Report,  this  committee  recommended  steps  to  be  taken 
to  tool  up  for  PSRO.  In  compliance  with  these  recom- 
mendations, we  have  met  with  the  Joint  Commission  on 
Accreditation  of  Hospitals,  the  New  York  State  Depart- 
ment of  Health,  and  the  Hospital  Association  of  New 
York  State.  To  capsulize  an  overview  of  PSRO  and  our 
activities,  we  are  including  an  article  “PSRO  in  the  Sys- 
tems” presented  by  your  chairman  at  the  Medical 
Society  of  the  State  of  New  York  “Mission  of  the  70’s" 
symposium  on  January  18,  1973  (see  page  1471). 

From  our  committee  discussions  and  liaison  with 
other  organizations,  it  is  essential  that  MSSNY  exert 
leadership  and  guidance  in  the  following  areas: 

1.  We  should  actively  assist  foundations,  district 
and  clusters  of  county  medical  societies  to  organize 
and  apply  without  delay  as  a PSRO.  If  the  county 
medical  societies  are  unable  to  qualify,  we  should 
assist  them  in  relating  to  an  adjacent  foundation  or 
consortorium  of  medical  societies.  This  will  require 
close  cooperation  of  all  concerned. 

2.  We  emphasize  the  importance  of  working  closelv 
with  the  New  York  State  Department  of  Health.  The 
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Hospital  Association  of  New  York  State,  the  Depart- 
ment of  Social  Services,  Comprehensive  Health  Plan- 
ning, Regional  Medical  Programs,  medical  schools, 
the  insurance  industry  and  HEW.  Most  of  these 
organizations  have  already  expressed  an  interest  in 
cooperating  with  organized  medicine.  MSSNY  Pro- 
grams can  pave  the  way,  but  the  initiative  must  also 
come  at  the  local  level  with  MSSNY  acting  as  the 
repository  for  such  activities.  We  desperately  need  a 
united  front  for  our  health  agencies,  and  this  has  been 
the  main  thrust  of  our  State  Medical  Society  commit- 
tee activities  this  year.  A demonstrated  close  coopera- 
tion with  other  organizations  may  be  a prerequisite  to 
recognition  by  HEW  of  the  foundation  as  a PSRO. 

3.  Since  the  review  of  institutional  (hospital)  care 
has  top  priority  in  the  next  few  years,  it  is  important 
that  MSSNY  and  the  Hospital  Association  of  New 
York  State  develop  a crash  program  to  comply  with 
federal  and  state  statutes.  The  HANYS  has  proposed 
jointly  sponsored  seminars. 

The  Quality  Assurance  Program  of  the  American 
Hospital  Association  is  being  studied  by  your  com- 
mittee. QAP  is  a lengthy  document,  and  we  have  not 
had  sufficient  time  to  review  it  in  its  entirety.  We 
have  reviewed  the  utilization  review  section  and  offer 
these  comments.  It  is  similar  in  many  respects  to  the 
Certified  Hospital  Admission  Program  and  HASP 
(Illinois  State  Medical  Society).  We  do,  however, 
offer  these  observations.  Peer  review  of  a physician’s 
activities  by  definition  can  only  be  performed  by  other 
physicians.  In  the  use  of  non  physician  coordinators 
in  utilization  and  medical  care  audit  reviews,  we 
emphasize  the  following: 


A.  A non  physician  coordinator  may  review 
established  admission,  length  of  stay  and  patterns 
of  practice  under  the  direction  and  authority  of  a 
physician. 

B.  A non-physician  coordinator  may  approve  of 
saying,  “yes.”  At  that  point  of  time  in  the  peer  re- 
view mechanism  where  there  is  a question  of  saying 
“no”  that  must  be  a judgment  decision  of  the  physi- 
cian. To  restate  it  succinctly,  a nonphysician  co- 
ordinator may  say  “yes”  but  shall  not  be  allowed  the 
responsibility  of  saying  “no.  ” 

4.  MSSNY  should  cooperate  actively  with  the  New 
York  State  Department  of  Health  and  the  Hospital 
Association  of  New  York  State  in  developing  the  pre- 
set audit  models  of  quality  medical  care  by  disease 
entities  in  our  hospitals.  This  will  give  us  a tool  for 
measuring  performance  of  hospitals  in  areas  through- 
out a region  or  the  state  as  required  by  SPRO  and  Sec- 
tion 206  J of  the  Public  Health  Law  and  Chapter  326, 
Laws  of  New  York  State  of  1963.  We  have  been 
offered  the  opportunity  to  establish  the  criteria  for  re- 
view, and  it  is  essential  that  we  do  it.  A Steering 
Committee  of  three  members  from  each  organization 
has  been  appointed  to  coordinate  activities. 

We  have  presented  recommendations  which  are  far- 
reaching  and  could  have  great  influence  on  the  practice 
of  medicine  in  the  next  decade.  We  know  of  no  subject 
of  greater  importance  to  MSSNY,  and  therefore  request 
that  these  recommendations  be  given  serious  considera- 
tion and  approval  by  this  House  of  Delegates. 

Respectfully  submitted, 

RalphS.  Emerson,  M.D.,  Chairman 


PSRO  in  the  Systems 

“ Professional  Standard  Review  Organization” 

RalphS.  Emerson,  M.D. 


It  has  always  been  a mystery  to  me  why  my  assign- 
ment is  the  first  post  luncheon  speaker.  It  may  be  my 
presentation  lulls  people  to  sleep  or  it  may  be  I keep 
them  awake  by  giving  the  audience  indigestion. 

My  subject  this  afternoon  is  PSRO  in  the  Systems. 
In  the  next  twenty  minutes  we  will  briefly  discuss  the 
development  of  PSRO,  its  structure,  how  it  works,  ex- 
perimental projects,  and  what  we  think  should  be  done. 
PL  92-603  was  passed  and  signed  by  President  Nixon  one 
week  before  the  1972  national  elections.  It  was  a “water- 
shed” type  of  legislation  entitled  Social  Security  Amend- 
ments of  1972.  It  upgraded  and  extended  the  benefits 
under  OASI,  Medicare,  Medicaid,  the  disabled,  and 
miscellaneous  administrative  policies  with  HEW.  The 
most  publicized  provision  was  the  20  per  cent  increase  in 
Social  Security  benefits.  It  is  readily  understood  how 
this  legislation  passed  both  houses  of  Congress  with  only 
one  dissenting  vote.  The  alternative  was  political 
suicide.  It  was  a strategic  political  maneuver. 

Included  in  this  sweeping  legislation  was  a “sleeper” 
provision  under  Title  II  entitled  the  Bennett  Amend- 
ment (PSRO).  This  Amendment  was  introduced  in 
1971.  At  that  time  there  was  minimal  support  and 
vigorous  opposition,  and  consequently  the  bill  died  in 
committee.  This  year  the  Bennett  Amendment  was 
tacked  onto  the  Social  Security  Amendments  of  1972  in 
the  Senate  and  was  overshadowed  by  the  financial  in- 
centives accruing  to  the  Social  Security  beneficiaries. 


The  concept  of  the  Bennett  Amendment  was  the  out- 
growth of  Peer  Review  legislation  introduced  by  the 
American  Medical  Association  entitled  PRO  (Peer  Re- 
view Organization),  which  focused  on  the  quality  review 
of  medical  care.  This  aspect  was  “borrowed”  and  sub- 
verted into  a structured,  cost  control  program  and  was 
reported  as  such  in  the  news  media.  It  was  conceived  in 
controversy,  nurtured  in  turmoil,  and  delivered  in  the 
Congress  by  political  expediency.  The  elections  are 
over,  the  politicians  have  reaped  their  harvest  and  have 
turned  to  more  worldly  problems,  and  new  faces  are 
appearing  in  Washington  to  direct  this  nebulous  crea- 
tion. 

In  the  meantime  the  medical  profession  has  been 
mandated  by  law  to  wet  nurse,  and  to  supervise  the 
growth  and  development  of  this  little  monster  for  at 
least  the  first  two  years.  The  physicians  will  accept  this 
challenge,  not  because  they  are  mandated  by  govern- 
ment, but  because  they  are  good  doctors  and  are  con- 
cerned about  the  welfare  of  their  patients  as  we  move 
deeper  in  the  era  of  government  subsidies  and  regula- 
tions. It  will  probably  not  be  popular  with  anyone,  but 
it  is  historically  necessary,  at  this  point  in  time,  we  do  it. 
This  necessity  frees  us  also  from  the  embarrassment  of 
choice.  This  has  been  described  by  one  “wag”  as  a 
choice  of  rape  or  prostitution.  It  is  rape  if  the  physicians 
resist  PSRO,  and  prostitution  if  we  support  it.  In  case 
you  are  amused  at  our  predicament,  we  say,  welcome 
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aboard,  as  you  are  also  involved  as  advisors.  This  brain- 
child is  to  be  reared  by  the  physicians  with  an  advisory 
committee. 

The  purpose  of  PSRO  is  “to  promote  the  effective, 
efficient,  and  economical  delivery  of  health  care  services 
of  proper  quality  for  which  payment  can  be  made,  in 
whole  or  in  part,  under  the  Social  Security  Act  and  in 
recognition  of  the  interests  of  patients,  the  public, 
practitioners,  and  providers  in  improved  health  care  ser- 
vices. It  is  the  purpose  of  this  program  to  assure, 
through  the  application  of  suitable  procedures  of  profes- 
sional standards  review,  that  the  services  for  which  pay- 
ment would  be  made  conform  to  appropriate  professional 
standards  for  the  provision  of  health  care  and  that  pay- 
ment for  these  services  will  be  made  (1)  only  when,  and 
to  the  extent,  medically  necessary,  as  determined  in  the 
exercise  of  reasonable  limits  of  professional  discretion; 
and  (2)  in  the  case  of  services  provided  by  a hospital  or 
other  health  care  facility  on  an  inpatient  basis,  only 
when  and  for  the  period  these  services  cannot,  consis- 
tent with  professionally  recognized  health  care  stan- 
dards, effectively  be  provided  on  an  outpatient  basis  or 
more  economically  in  an  inpatient  health  care  facility 
of  a different  type,  as  determined  in  the  exercise  of 
reasonable  limits  of  professional  discretion.” 

PSRO  is  structured  with  a National  Professional  Stan- 
dards Review  Council  and  a Statewide  Professional 
Standards  Review  Council  with  an  Advisory  Group  to 
the  Statewide  Council. 

The  National  Council  will  consist  of  eleven  physicians 
recommended  by  national  organizations  representing 
practicing  physicians  and  will  include  physicians  recom- 
mended by  consumer  groups  and  other  health  care  in- 
terests. Their  duties  will  be  to  advise  the  secretary  of 
HEW,  provide  for  development  and  distribution  of  data 
and  information  to  the  statewide  councils  to  aid  them  in 
their  duties  and  functions,  review  the  effectiveness  and 
comparative  performance  of  the  Statewide  Councils  and 
PSRO’s  and  arrange  studies  to  more  effectively 
accomplish  the  purposes  and  objectives  of  this  program. 

The  statewide  council  will  be  established  in  any  state 
in  which  there  are  three  or  more  PSRO’s.  The  council 
will  consist  of  a representative  from  each  PSRO;  four 
physicians,  two  of  whom  may  be  designated  by  the  State 
Medical  Society  and  two  of  whom  may  be  designated  by 
the  State  Hospital  Association;  four  persons  knowledge- 
able in  health  care  from  the  state  representing  the  public 
with  the  Governor  recommending  at  least  two  of  these 
members.  Their  duties  will  be  to  disseminate  data  from 
the  National  Council  to  the  PSRO’s,  develop  uniform 
data  gathering  and  operating  procedures  applicable  to 
the  several  areas  of  the  state,  develop  common  data 
processing  operations  to  assure  efficient  operation  and 
objective  evaluation  of  comparative  performance  in  the 
state  and  to  assist  in  the  evaluation  of  PSRO’s  and  their 
replacement  when  necessary. 

The  Advisory  Group  to  the  statewide  PSRO  council 
will  assist  the  Council  in  carrying  out  its  function.  It 
will  consist  of  not  less  than  seven  nor  more  than  11  mem- 
bers presenting  health  care  practitioners  other  than 
physicians,  hospitals  and  other  health  care  facilities  pro- 
viding services  under  Medicare  and  Medicaid.  There 
are  at  least  seven  openings  on  the  Advisory  Group  and 
four  on  the  Council  which  will  be  of  interest  to  this 
audience. 

The  Secretary  of  HEW  will  designate  qualified  organi- 


zations of  physicians  as  a PSRO  not  later  than  January 
1,  1974.  To  be  qualified  the  organization  must  consist  of 
a substantial  number  of  physicians  and  osteopaths  in  the 
area,  be  a nonprofit  organization,  open  to  all  physicians, 
voluntary  without  payment  of  dues,  and  without  restric- 
tion of  membership  and  exhibit  a willingness  and  capa- 
bility of  carrying  out  the  duties  and  functions  as  outlined 
in  Section  249F  of  P.L.  92-603.  Some  of  these  duties  and 
functions  are  to  review  the  professional  activities  of 
physicians,  health  care  practitioners  and  institutional 
and  non-institutional  providers  to  determine  if  the  ser- 
vices were:  (1)  medically  necessary  (2)  the  quality  of 

the  services  meet  professionally  recognized  standards  of 
health  care  and  (3)  the  services  are  provided  in  the  most 
economical  setting.  The  PSRO  will  determine  criteria 
for  elective  admissions  to  institutions,  develop  patient 
and  physician  profiles,  norms  and  patterns  of  care  and 
evaluate  the  qualifications  of  the  reviewers.  Hospital 
review  committee  findings  may  be  utilized  after  they 
have  demonstrated  their  competence  in  reviewing  the 
activities  in  the  hospital  including  the  medical  necessity 
of  admissions,  types  and  extent  of  services  ordered  and 
length  of  stay.  All  physicians  including  specialists  are 
encouraged  to  participate  in  the  review  mechanisms. 
There  are  mechanisms  for  reviews  and  hearings  by  the 
Secretary.  There  are  sundry  stipulations  beyond  the 
scope  of  this  presentation.  PRSO’s  will  orchestrate  the 
tune  with  regional  variations,  but  the  government  will 
write  the  music. 

Suffice  it  to  say  that  every  rule  or  regulation  will  be 
followed  by  a piece  of  paper,  at  least  in  triplicate,  re- 
quiring certifications,  explanations,  case  histories,  re- 
buttals, denial  of  payments,  requests  for  payment,  com- 
plaints of  patients  and  providers.  These  reports  will 
flow  from  each  facility  to  the  PSRO  and  be  analyzed, 
and  in  turn  find  their  way  to  the  Statewide  and  eventu- 
ally to  the  National  Council.  It  will  be  time  consuming 
and  will  require  a greatly  expanded  work  force.  Com- 
puterization with  all  its  headaches  is  a necessity  and 
unless  programmed  right,  much  of  the  information  will 
come  under  the  classification  of  Gigo.  It  will  be  quite  a 
paper  blizzard.  The  critical  point  will  be  when  the  time 
spent  on  paperwork  detracts  from  the  patient  care,  the 
physicians  will  resist  strenuously. 

Will  the  program  accomplish  the  intent  of  Congress,; 
namely  to  control  costs?  It  probably  will  not  unless  pro- 
visions are  included  for  preadmission  testing  and  out- 
patient diagnostic  evaluation  without  financial  penalty. 
Assuming  the  most  efficient  organization  succeeds  in 
decreasing  the  average  length  of  stay  by  one-two  days  in 
the  first  years  of  operation,  there  is  thereafter  a point  ol 
diminishing  return  in  reducing  the  length  of  stay  whilt 
overhead  continues.  This  plus  factor  is  offset  by  (1)  in 
creasing  the  hospital  per  diem  cost  by  compressing  th< 
services  into  fewer  days;  (2)  the  rebellion  of  patients  wh< 
were  promised  these  services  as  a matter  of  right  and  wil 
not  be  displaced  from  the  hospital  or  nursing  home  an< 
(3)  the  large  gap  in  the  demand  and  available  extends 
care  facilities  and  no  provision  for  custodial  care  reiro 
bursement.  It  will,  however,  provide  statistical  data  t 
document  payments.  If  the  computer  program  i 
tailored  to  meet  the  need  and  is  simplified,  it  could  b 
meaningful  and  understandable. 

Will  the  quality  of  medical  care  improve  under  th 
program?  We  hope  we  will  be  able  to  maintain  and  pe 
haps  improve  the  quality  of  care.  This  is  the  reason  tl 
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physicians  will  respond  and  exert  every  effort  to  make 
the  program  work. 

The  medical  profession  has  always  done  informal  peer 
review  as  part  of  the  learning  process  in  our  medical 
schools,  hospitals  and  specialty  societies.  Medical 
societies  have  done  claims  review  the  past  few  decades. 
Recently  there  was  a proliferation  of  peer  review  activity 
at  the  state,  county,  and  local  level.  In  early  1972  a 
survey  revealed  45  states  had  a professional  review  or 
other  formal  programs  of  assessment,  and  71  per  cent  of 
the  county  societies  polled  had  similar  programs.  A 
review  of  activities  in  various  states  is  germane. 

In  Texas,  hospital  utilization  review  and  review  of 
physician  practices  is  the  joint  effort  of  the  Texas  Medi- 
cal Association,  Texas  Hospital  Association,  Texas 
Osteopathic  Medical  Association,  Texas  Osteopathic 
Hospital  Association,  Blue  Shield-Blue  Cross  and  other 
providers. 

In  California  the  San  Joaquin  Foundation,  Sacra- 
mento Foundation,  Permanente,  and  the  California 
Medical  Association  have  developed  hospital  utilization 
and  physician  practices  with  norms  and  patterns  of  care. 
Their  norms  are  being  adopted  in  many  other  areas. 
California  was  also  the  birth  place  of  the  foundation 
movement  for  monitoring  patient  care.  This  concept 
has  been  spreading  throughout  the  country. 

The  New  Mexico  Foundation  is  processing  Medicaid 
claims  and  is  negotiating  with  Medicare.  The  Colorado 
Foundation  has  a favorable  record  in  their  quality  assur- 
ance statewide  program.  The  Foundation  for  Health 
Care  Evaluation  in  the  Minneapolis-St.  Paul  area  is 
doing  peer  review  for  the  insurance  carriers.  The  Utah 
Professional  Review  Organization  (UPRO)  has  a board  of 
directors  of  physicians  with  representatives  from  Blue 
Cross,  Department  of  Health,  Hospitals,  and  consumers. 
The  Board  delegates  responsibility  to  the  medical  ad- 
visors in  the  hospitals.  The  plan  utilizes  salaried  nurse 
coordinators  in  the  hospitals.  They  also  are  embarking 
on  an  ambulatory  program. 

The  States  of  Washington,  Alaska,  and  Pennsylvania 
have  developed  modifications  in  their  programs  to  fit 
their  geographic  and  educational  needs  and  these  en- 
compass retrospective  review,  pattern  analysis,  emphasis 
on  problems  of  extensive  morbidity,  and  performance. 

In  New  York,  we  have  been  very  active  in  peer  review. 
Several  years  ago  regional  conferences  were  held 
throughout  the  state.  Each  county  society  was  urged  to 
upgrade  its  activities.  Broad  guidelines  were  followed 
by  a blue  print  of  how  to  do  it.  Last  year  specific  recom- 
mendations were  issued  on  how  to  prepare  for  the  advent 
of  PSRO.  In  recent  years  we  have  also  seen  the  emer- 
, gence  of  foundations  throughout  the  state  with  an  assist 
from  the  New  York  Institute  for  Research  and  Develop- 
ment in  Health  Care  with  the  primary  purpose  of  tooling 
up  for  peer  review. 

The  Medical  Society  of  the  State  of  New  York,  the 
Hospital  Association  of  New  York  State,  and  the  New 
i York  State  Department  of  Health  are  developing  preset 
audit  models  of  medical  care  to  measure  the  quality  of 
care  by  disease  entities  in  hospitals  by  computer  print- 
outs. The  purposes  are  to: 

1.  Provide  an  uncontestable,  professional,  practi- 
cal, and  effective  review  program  as  a safeguard 
against  exclusively  fiscal  directions  by  third  parties. 

2.  Strengthen  review  of  utilization  of  medical  care 
in  hospitals. 


3.  Free  the  physician  from  tedious  hours  of  indi- 
vidual chart  review  and  allow  concentration  on  those 
areas  of  abnormal  deviation. 

4.  Pinpoint  areas  where  continuing  education  is 
needed. 

The  American  Medical  Association  has  emphasized 
peer  review  for  many  years.  It  has  held  regional  con- 
ferences in  recent  years,  published  and  distributed 
manuals,  and  has  joined  forces  with  the  23  national 
specialty  organizations  to  develop  national,  general 
standards  for  adaptation  at  the  regional  and  local  levels. 

The  above  diversified  areas  and  organizations  are 
mentioned  to  illustrate  the  ferment  and  activity  of  peer 
review  throughout  the  country.  Coupled  with  this  ac- 
tivity are  review  mechanisms  of  the  state  health  depart- 
ments, the  Blues,  private  insurance  carriers  and  HEW. 
In  addition,  the  Joint  Commission  on  Accreditation  of 
Hospitals  is  tightening  requirements  for  hospital  accredi- 
tation, and  the  American  Hospital  Association  has  in- 
troduced QAP  (Quality  Assurance  Program)  for  the  hos- 
pitals. 

All  of  this  activity  throughout  the  country  represents 
approaches  of  varied  degrees  of  sophistication.  Some 
are  highly  developed  and  some  embryonic.  The  passage 
of  the  Social  Security  Amendments  of  1972  introduced 
a structured  peer  review  with  rules  and  regulations  to 
emanate  from  the  federal  to  the  state  and  local  levels. 
The  basic  structure  was  the  PSRO,  and  as  the  name  im- 
plies, it  was  standardized.  Very  few  of  the  peer  review 
mechanisms  could  qualify  as  a PSRO.  The  result  has 
been  a scrambling  of  the  foundations  and  state  organiza- 
tions to  conform  with  the  intent  of  the  law.  However, 
until  the  PSRO  areas  are  determined  in  Washington,  the 
crystal  ball  remains  hazy. 

If  we  subdivide  the  overall  scope  of  PSRO  into  prob- 
lem areas,  the  issues  are  clearer.  The  review  of  in- 
stitutional care  has  top  priority.  In  essence,  this  means 
hospital  care.  The  new  proposed  JCAH  accreditation 
requirements  and  the  QAP  program  will  have  a national 
impact  on  all  accredited  hospitals.  Time  does  not  per- 
mit an  analysis  of  these  programs,  but  a summary  in 
capsule  form  is  germane. 

The  JCAH  are  holding  regional  TAP  Institutes 
(Trustee-Administrator-Physician)  throughout  the  coun- 
try during  the  year.  They  are  intense  12  hour  sessions  to 
explain  their  new  accreditation  requirements.  It  is  a 
McNamara  type  systems  analysis  on  subjects  such  as: 
the  survey  process,  obligations  of  the  governing  body  and 
medical  staff,  utilization  review,  credentials,  medical 
care  audit,  and  legal  liability.  The  medical  care  audit 
section  is  a complicated  version  of  the  New  York  plan. 
It  extends  our  dimension  by  doing  outcome  studies  for 
individual  physicians,  whereas,  the  New  York  plan 
screens  by  hospital  performance.  It  is  a cook  book  style 
with  a recipe  for  each  course.  They  are  prescribing  a 
hearty  meal  which  will  cause  much  indigestion  and  will 
take  a few  years  to  assimilate  and  perfect  the  techniques. 
It  is,  however,  a herculean  task,  is  very  well  done,  and  is 
long  overdue.  It  will  require  refinements  and  shorthand 
rhetoric  to  be  understandable  by  the  professionals  and 
non-professionals.  The  most  difficult  area  will  be  the 
establishment  of  acceptable  criteria  by  disease  entities. 
If  these  criteria  mesh  with  those  developed  by  the  na- 
tional specialty  societies  being  developed  through  the 
Interspecialty  Council  and  CMS  (Council  of  Medical 
Services)  of  the  American  Medical  Association,  we  would 
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have  general  national  criteria  adaptable  to  the  regional 
and  local  areas.  In  addition,  if  the  previously  mentioned 
New  York  plan  were  factored  into  this  plan  it  would  give 
us  a tool  for  measuring  performance  in  regions  of  a state 
and  provide  public  accountability  as  required  by  law. 
“The  TAP  medical  audit  procedure  has  been  reviewed  by 
the  AMA  Steering  Committee  (joint  task  force  of  the 
AMA's  Council  on  Medical  Service  and  Interspecialty 
Council)  for  guidelines  for  use  in  Peer  Review  and  found 
generally  acceptable  and  is  actively  considering  its 
further  use  in  the  Steering  Committee’s  work.” 

The  QAP  (Quality  Assurance  Program)  of  the  Ameri- 
can Hospital  Association  focuses  on  control  of  medical 
care  in  the  hospitals.  The  medical  audit  procedure 
developed  by  JCAH  has  been  adopted  by  the  American 
Hospital  Association  as  the  implementation  module  for 
QAP.  The  latter  is  very  similar  to  the  HASP  (Hospital 
Admissions  and  Surveillance  Program)  of  the  Illinois 
State  Medical  Society.  It  provides  for  preadmission 
clearance,  utilization  of  pooled  data  of  average  length  of 
stays,  reviews,  certification,  and  the  use  of  coordinators 
to  save  physicians  time.  This  concept  on  a voluntary 
basis  was  approved  by  the  MSSNY  House  of  Delegates 
in  February  1972.  This  program  is  now  mandated  by 
P.L.  92-603  for  Medicare  and  Medicaid,  and  other  pro- 
grams. 

Since  this  law  is  a cost  control  program,  one  might 
reasonably  ask  what  these  cost  and  quality  control  pro- 
grams will  cost?  The  JCAH  plan  is  estimated  to  cost 
about  two  dollars  per  patient.  The  New  York  plan 
(State  Health  Department,  State  Medical  Society,  and 
State  Hospital  Association)  is  estimated  at  about  $1.34 
per  patient.  The  QAP  would  probably  be  comparable. 
Of  course  these  estimates  do  not  include  the  worth  of  the 
physician’s  time.  For  comparison  purposes  industry  ex- 
pects to  budget  5 per  cent  for  quality  control.  Since 
health  care  is  the  second  largest  industry  and  hospital 
care  the  largest  component  of  the  health  care  dollar,  the 
anticipated  cost  would  be  within  the  5 per  cent  rule  of 
thumb  estimate  and  be  a legitimate  reimbursable  item. 

The  Medical  Society  of  the  State  of  New  York,  The 
Hospital  Association  of  New  York  State  and  The  New 
York  State  Department  of  Health  have  held  joint  meet- 
ings to  wrestle  with  these  concepts.  We  are  all  tuned  in 
on  the  same  wave  length  and  believe  with  the  assistance 
and  guidance  of  our  parent  organizations,  we  will  reach 
a consensus  that  will  be  an  acceptable  working  model. 
To  bring  you  up  to  date,  the  Steering  Committee  of 
MSSNY,  NYSDH,  HANYS  met  on  January  16,  1973  in 
Albaqy  and  launched  their  program  to  bring  the  exper- 
tise of  the  health  organizations  together,  to  coordinate 
their  activities  and  develop  uniform  criteria  for  mea- 
surement of  performance.  An  Ad  Hoc  Committee  was 
appointed  with  one  representative  from  each  organiza- 
tion plus  the  Deputy  Commissioner  (Department  of 
Social  Services)  to  initiate  the  objectives.  Other  major 
health  organizations  will  be  invited  to  join  in  the  early 
stages  of  development.  The  solution  will  have  to  come 
from  our  organizations,  as  at  this  point  of  time,  Wash- 
ington seems  more  confused  than  we  are. 

The  proposals  such  as  TAP  and  QAP  relate  only  to 
hospital  care  and  enable  the  hospital  to  assure  the  PSRO 
that  the  required  standards  are  being  met.  Time  does 
not  permit  a discussion  of  the  many  other  problems  re- 
lating to  the  development  of  the  PSRO’s.  Suffice  it  to 
say  our  foundations  and  other  organizations  are  tooling 


up  to  be  designated  as  the  PSRO  in  their  respective  area. 

We  encourage  and  support  their  efforts. 

In  conclusion,  PSRO  represents  a department  of 
government  control  in  the  field  of  health  care.  If  govern- 
ment views  this  control  through  the  prisms  of  PSRO,  we 
may  see  PSRO  emerge  as  the  prototype  control  mecha- 
nism for  a national  health  insurance  program.  Recog- 
nizing this  potential,  it  is  all  the  more  important  that  we 
harmonize  our  efforts  and  bring  together  the  resources  of 
our  respective  organizations.  We  hope  this  meeting  will 
coalesce  our  efforts  in  this  regard.  We  believe  our  efforts 
to  date  will  develop  a palatable  formula  which  will  keep 
this  little  monster  healthy.  It  is  a good  beginning,  but 
only  that,  and  there  is  much  to  be  done.  As  leaders  in 
the  health  care  field,  we  owe  it  to  society  that  PSRO  be  a 
success  and  not  a plague  on  our  houses.  We  solicit  your 
cooperation  in  this  challenging,  but  thankless  task. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  STAN- 
DARDS OF  MEDICAL  CARE:  The  following  report  was  pre- 
sented by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

The  Committee  on  Peer  Review  Mechanisms  has  sub- 
mitted lengthy  reports  annual  and  Supplementary.  The 
recommendations  were  reviewed  individually  and  your 
reference  committee  concurs  with  these  recommenda- 
tions. We  thank  Ralph  S.  Emerson,  M.D.,  chairman,  for 
his  efforts  to  rpaintain  the  prerogative  of  the  physician  to 
establish  and  implement  Professional  Standards  Review 
Organizations  in  spite  of  the  pressures  of  outside 
agencies.  Your  committee  implores  that  every  delegate 
familiarize  himself,  and  pass  on  to  his  component  medi-  - 
cal  society,  the  summary  of  Professional  Standards  Re-  | 
view  Organization,  Section  249F  of  H.R.l  pages  1463- 
1470  for  immediate  action.  As  a result  of  the  testimony  i 
submitted  to  the  Reference  Committee  on  Standards  of 
Medical  Care,  it  is  the  unanimous  recommendation  that 
a liaison  committee  for  the  study  of  PSRO  is  imperative 
and  immediate  for  implementation  of  H.R.  1. 

It  is  suggested  that  this  liaison  committee  receive  t 
input  from  Ralph  S.  Emerson,  M.D.,  Peer  Review  Com- 
mittee; foundations;  uninvolved  medical  societies;  and 
the  New  York  Institute  for  Research  and  Development  in 
Health  Care,  Inc.  The  agenda  should  include  designation 
of  PSRO  areas  in  the  State;  collation  and  designation  of 
initial  review  criteria  and  standards  of  care;  and  meth- 
odology for  the  instrumentation  of  PSRO,  including  a 
three-tier  review  process  and  an  interchange  of  data  be- 
tween the  individual  PSRO’s  and  PSRC.  It  is  further 
recommended  that  because  of  its  critical  importance, 
this  liaison  committee  meet  within  the  very  near  future 
for  a two-or-three  day  retreat,  for  discussion  and  imple 
mentation  of  this  committee’s  recommendation  because 
time  is  of  the  essence,  and  because  detailed  PSRO  pro 
grams  must  be  submitted  to  HEW  by  July  1,  1973.  You 
reference  committee  urges  that  this  part  of  the  report  bi 
referred  to  the  Council  for  early  study  and  implementa  I 
tion. 

The  House  voted  to  adopt  this  portion  of  the  referenc 
committee  report.  j| 

Resolution  73-1,  Use  of  Bank  Card  Plan  in  Medi 
cal  Practice 

Introduced  by  Joseph  G.  Zimring.  M.D.,  as  an  Individ 
ual  f 

WHEREAS.  The  American  Medical  Association  hf 
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declared  that  it  is  not  unethical  for  physicians  to  ac- 
cept the  use  of  bank  card  plan  in  payment  of  fees, 
provided  that  the  bank  card  plan  meets  certain 
guidelines  established  by  the  Judicial  Council  of  the 
American  Medical  Association;  and 

WHEREAS,  There  has  been  in  the  past  few  years  an 
increase  in  the  number  of  requests  from  physicians  of 
the  Medical  Society  of  the  State  of  New  York  to  use 
the  bank  card  type  of  payment  of  fees;  and 

WHEREAS,  This  method  of  payment  of  medical  fees 
is  to  be  on  a strictly  voluntary  basis  on  both  the  part 
of  the  physician  and  on  the  part  of  the  patient; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  approving  that  a physician 
may  participate  ethically  in  a bank  card  plan  upon 
approval  of  the  plan  by  the  county  medical  society; 
and  be  it  further 

Resolved,  That  the  following  principles  be  used  by 
the  county  medical  society  for  guidance  in  approving 
a bank  card  plan: 

1.  The  county  medical  society  should  be  satisfied 
as  to  financial  and  professional  integrity  of  the 
bank  card  plan. 

2.  Bank  card  plans  should  make  their  plans  open 
to  all  physicians  on  the  same  terms,  and  the  plans 
should  not  exploit  or  capitalize  on  physicians’  par- 
ticipation in  the  plans. 

3.  The  bank  card  plan  should  be  notified  that  the 
listing  of  physicians  in  directories  of  participating 
members  is  contrary  to  the  ethics  of  the  medical 
profession. 

4.  A physician  may  not,  because  of  his  participa- 
tion, increase  his  fees  for  medical  services  rendered 
the  patient. 

5.  The  physician  may  not  use  the  plan  to  solicit 
patients,  and  should  not  encourage  patients  to  use 
the  plan. 

6.  Plaques,  signs  or  other  devices  indicating  par- 
ticipation in  the  plan  should  be  kept  to  a discreet 
and  dignified  minimum  in  the  office,  and  should 
not  be  visible  outside  the  physician’s  office;  and  be 
it  further 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  not  encourage  its  members  to  utilize  the 
bank  card  plan  in  the  payment  of  medical  fees. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
F MEDICAL  CARE:  The  following  report  was  presented 
/ Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
iis  resolution. 

The  House,  after  discussion,  voted  to  amend  resolu- 
>n  73-1,  by  the  addition  of  the  following  resolved: 

Resolved,  That  the  use  of  a bank  card  in  connec- 
tion  with  the  payment  of  larger  fees — which  might 
normally  be  paid  to  the  physician  in  installments — is 
not  to  be  encouraged.  All  members  of  the  Society 
are  expected  to  continue  the  traditional  practice  of 
permitting  patients  of  limited  means  to  pay  relative- 
ly large  fees  in  installments  without  interest  or 
I Harrying  charges.  Out  of  respect  for  the  dignity  and 
raditions  of  the  medical  profession,  the  physician 
j nay  not  relieve  himself  of  his  obligations  “to  render 
;ervice  to  humanity,  reward  or  financial  gain  being  a 
ubordinate  consideration.” 


The  Resolved  portion  of  resolution  73-1  as  amended 
by  the  House,  would  then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  approving  that  a physician 
may  participate  ethically  in  a bank  card  plan  upon 
approval  of  the  plan  by  the  county  medical  society; 
and  be  it  further 

Resolved,  That  the  following  principles  be  used  by 
the  county  medical  society  for  guidance  in  approving 
a bank  card  plan: 

1.  The  county  medical  society  should  be  satisfied 
as  to  financial  and  professional  integrity  of  the 
bank  card  plan. 

2.  Bank  card  plans  should  make  their  plans  open 
to  all  physicians  on  the  same  terms,  and  the  plans 
should  not  exploit  or  capitalize  on  physicians’  par- 
ticipation in  the  plans. 

3.  The  bank  card  plan  should  be  notified  that  the 
listing  of  physicians  in  directories  of  participating 
members  is  contrary  to  the  ethics  of  the  medical 
profession. 

4.  A physician  may  not,  because  of  his  participa- 
tion, increase  his  fees  for  medical  services  rendered 
the  patient. 

5.  The  physician  may  not  use  the  plan  to  solicit 
patients,  and  should  not  encourage  patients  to  use 
the  plan. 

6.  Plaques,  signs  or  other  devices  indicating  par- 
ticipation in  the  plan  should  be  kept  to  a discreet 
and  dignified  minimum  in  the  office,  and  should 
not  be  visible  outside  the  physician’s  office;  and  be 
it  further 

Resolved,  That  the  use  of  a bank  card  in  connection 
with  the  payment  of  larger  fees — which  might  nor- 
mally be  paid  to  the  physician  in  installments — is 
not  to  be  encouraged.  All  members  of  the  Society 
are  expected  to  continue  the  traditional  practice  of 
permitting  patients  of  limited  means  to  pay  rela- 
tively large  fees  in  installments  without  interest  or 
carrying  charges.  Out  of  respect  for  the  dignity 
and  traditions  of  the  medical  profession,  the  physi- 
cian may  not  relieve  himself  of  his  obligations  “to 
render  service  to  humanity,  reward  or  financial 
gain  being  a subordinate  consideration”;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  not  encourage  its  members  to  utilize  the 
bank  card  plan  in  payment  of  medical  fees. 

The  House  then  voted  to  adopt  resolution  73-1  as 
amended. 

Resolution  73-2,  Physician  Participation  in  Bank 
Card  Programs 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  The  American  Medical  Association  has 
established  guidelines  in  connection  with  physician 
participation  in  bank  card  programs;  and 

WHEREAS,  There  is  an  increasing  request  by  our 
members  for  approval  of  the  use  of  such  cards;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  guidelines  laid  down  by  the 
American  Medical  Association  for  application  and 
implementation  by  component  county  medical  so- 
cieties that  desire  to  participate  in  bank  credit  card 
programs. 
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The  following  excerpt  from  AMA  Judicial  Council 
Opinions  and  Reports  was  included  for  information: 

BANK  CARDS 

In  connection  with  physician  participation  in  bank 
card  programs,  the  following  principles  are  recom- 
mended to  be  implemented  and  applied  as  necessary 
by  the  county  medical  society  for  the  guidance  of 
physicians  as  these  programs  develop. 

1.  The  county  medical  society  should  be  satis- 
fied as  to  the  financial  and  professional  integrity  of 
the  plan.  It  should  negotiate  with  the  plan  spon- 
sors to  insure  that  service  charges  to  the  physician 
are  reasonable.  It  should  insist  that  the  plan  be 
open  to  all  physicians  on  the  same  terms  and  that 
it  not  exploit  or  capitalize  on  physicians’  partici- 
pation in  the  plan.  It  should  advise  the  plan  that 
the  listing  of  physicians  in  directories  of  partici- 
pating members  is  contrary  to  the  ethics  of  the 
medical  profession. 

2.  The  individual  physician  may  not,  because 
of  his  participation,  increase  his  fee  for  medical 
service  rendered  the  patient.  He  may  not  use  the 
plan  to  solicit  patients.  He  may  not  encourage 
patients  to  use  the  plan.  His  position  must  be 
that  he  accepts  the  plan  as  a convenience  to  pa- 
tients who  desire  to  use  it.  Plaques  or  other  de- 
vices indicating  participation  in  the  plan  within 
the  physician’s  office  shall  be  kept  to  a discreet 
and  dignified  minimum.  Plaques,  signs,  or  other 
devices  indicating  such  participation  visible  out- 
side the  physician’s  office  are  unacceptable. 

3.  The  use  of  a bank  card  in  connection  with 
the  payment  of  larger  fees — which  might  normally 
be  paid  to  the  physician  in  installments — is  not  to 
be  encouraged.  All  members  of  the  Association 
are  expected  to  continue  the  traditional  practice  of 
permitting  patients  of  limited  means  to  pay  rela- 
tively large  fees  in  installments  without  interest  or 
carrying  charges.  Out  of  respect  for  the  dignity 
and  traditions  of  the  medical  profession,  the  physi- 
cian may  not  relieve  himself  of  his  obligations  “to 
render  service  to  humanity,  reward  or  financial 
gain  being  a subordinate  consideration. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  STAN- 
DARDS OF  MEDICAL  CARE  The  following  report  was 
presented  by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  recommends  disapproval 
of  this  resolution  because  the  intent  of  this  resolution  is 
amply  served  by  Resolution  73-1. 

The  House  voted  not  to  adopt  resolution  73-2. 

Resolution  73-3,  Statistical  Data  for  Peer  Review 

Introduced  by  The  Medical  Society  of  the  County  of 
Westchester 

WHEREAS,  There  is  widespread  demand  from  di- 
verse sources  for  public  accountability  by  a wide  va- 
riety of  agencies,  organizations  and  individuals  re- 
sponsible for  expanding  public  and  private  funds; 
and 

WHEREAS.  In  the  final  analysis  practicing  physi- 
cians, by  participation  in  peer  review  activities  and 
Professional  Standards  Review  Organizations  are  ful- 
filling a responsibility  to  the  public  for  the  proper 
expenditure  of  both  public  and  private  funds  for 
medical  care  services;  therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  urge  insurance  companies, 
Blue  Shield  and  Blue  Cross  plans,  public  agencies, 
computer  services,  and  others  concerned  with  the  de- 
sign and  administration  of  health  care  financing  pro- 
grams to  organize  their  statistical  data  and  experi- 
ence and  make  them  available  to  peer  review  bodies 
for  their  use. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  STAN- 
DARDS OF  MEDICAL  CARE  The  following  report  was 
presented  by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
this  resolution. 

The  House  voted  to  adopt  resolution  73-3. 

Resolution  73-4,  Judicious  Use  of  Computers  in 
Medical  Practice 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  Purposeful  application  of  organization 
sciences  and  information  technology  can  improve  the 
efficiency  of  the  health  care  services;  and 

WHEREAS,  Judicious  and  selective  computerization 
of  clinical  data  can  greatly  facilitate  peer  review  pro- 
cedures for  both  hospitalized  and  ambulatory  care; 
and 

WHEREAS,  Equitable  community-wide  delivery  of 
health  care  can  be  better  accomplished  by  data  pro-  , . 
cessing  of  computerized  clinical  data;  and 

WHEREAS,  After  computerization  of  the  appropri-  . 
ate  clinical  data,  the  cost  of  fiscal  reimbursement  , 
which  would  increase  the  portion  of  the  health  dollar 
available  for  health  care;  and 

WHEREAS,  A well-planned  health  data  center  could 
assist  a physician  by  providing  shared  statistical 
clinical  experience;  and 

WHEREAS,  For  effective  use  of  all  benefits  of  mod- 
ern computer  technology  it  is  necessary  to  computer- 
ize confidential  clinical  data;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  develop  specific  guidelines  for  the  opera- 
tion of  computer  centers  in  an  ethical  manner;  and 
be  it  further 

Resolved,  That  the  traditional  ethical  rules  of  pro- 
fessional confidentiality  will  still  serve  in  the  funda- 
mental relationship  between  the  physician  and  his 
patient;  and  be  it  further 

Resolved,  That  the  county  medical  societies  en- 
courage those  local  hospitals  which  now  incorporate 
computerization  in  their  facilities  to  expand  that 
data  bank  to  include  such  critical  clinical  data  to 
make  this  bank  useful  for  utilization  in  peer  review; 
and  be  it  further 

Resolved,  That  such  county  medical  societies  wil 
assume  the  local  ethical  supervision  of  such  datf 
centers  to  assure  both  physician  and  patient  that  th< 
confidential  data  will  be  made  available  only  tc 
those  authorized  by  the  patient;  and  be  it  further 
Resolved,  That  the  management  of  an  ethical  re 
gional  data  center  lies  within  the  realm  of  medica 
responsibility;  and  be  it  further 

Resolved,  That  all  professional  personnel  employe 
by  the  ethical  regional  data  centers  be  certified  am 
specially  trained  to  function  safely  and  effectively  i 
their  field;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  c 
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New  York  encourage  insurance  carriers  to  adopt 
claim  forms  of  standard  format  and  content,  and  to 
adopt  uniform  reimbursement  procedures,  to  en- 
hance the  effectiveness  of  data  automation  in  peer 
review  and  claim  management;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  be  concerned  with  the  education  of  both 
the  public  and  the  physician  as  to  the  importance  of 
health  data;  and  be  it  further 

Resolved,  That  the  formal  implementation  of  re- 
gional ethical  health  data  centers  begin;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  delegation,  present  these  reso- 
lutions to  the  forth-coming  meeting  of  the  American 
Medical  Association. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
)F  MEDICAL  CARE:  The  following  report  was  presented 
iy  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  recommends  that  this  res- 
lution  be  referred  to  the  Council  for  disposition,  be- 
ause  of  the  complexities  involved  and  the  technical 
xpertise  necessary  to  implement  these  requests. 

The  House,  after  discussion,  approved  Resolution 
3-4  and  referred  it  to  the  Council  for  disposition. 

Resolution  73-38,  Extension  of  Present  Peer  Re 
ew  to  go  beyond  Quality  of  Patient  Care  to  Profes 
onal  and  Ethical  Performance  in  the  Area  of  Prac 
:e 

itroduced  by  The  Medical  Society  of  Rockland 

WHEREAS,  adverse  criticism  continues  to  be  direct- 
ed by  the  public  toward  the  physician’s  delivery  of 
medical  service;  and 

WHEREAS,  legislators,  administrators  and  govern- 
mental leaders  endeavoring  to  condition  patient  care, 
peer  review  and  doctors’  performance  by  new  and  re- 
strictive measures;  and 

WHEREAS.  Peer  Review  Committees  at  the  county 
level  have  functioned  chiefly  as  the  servants  of  third 
oarties, — be  they  carriers,  or  governmental  agencies, 
)r  insurance  claimants;  and 
WHEREAS,  experienced  and  dedicated  health  pro- 
essionals  are  most  informed  and  strategically  placed 
o evaluate  peer  performance  in  all  categories;  there- 
ore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
'lew  York  urge  the  extension  of  peer  review  of  the 
[uality  of  patient  care  to  include  total  performance 
n all  categories,  clinical,  administrative,  and  ethi- 
al,  with  the  notion  that  we  establish  a PSRO  to  do 
his  work  before  the  legislators  or  governmental  lead- 
rs  take  over  the  assignment;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
lew  York  urge  that  the  Peer  Review  Committees  of 
ounty  Medical  Societies  voluntarily  extend  their 
ctivities  to  cover  the  total  performance  in  the  deliv- 
•y  of  health  services,  as  it  would  also  pertain  to  all 
inical,  administrative  and  ethical  aspects. 

EPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
- VIEDICAL  CARE  The  following  report  was  presented 
b iichard  D.  H.  Flaherty,  M.D.,  chairman. 

our  reference  committee  recommends  that  the  re- 
sted portion  of  this  resolution  be  amended  to  read: 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  extension  of  peer  review  of  the 
quality  of  patient  care  to  include  total  performance 
in  all  categories,  clinical,  administrative,  and  ethi- 
cal; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  an  appropriate  agency,  encourage 
the  establishment  of  PSRO’s  to  do  this  work  before 
legislators  or  governmental  agencies  take  over  the  as- 
signment; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  Peer  Review  Committees  of 
county  medical  societies  to  voluntarily  extend  their 
activities  to  cover  total  performance  in  the  delivery 
of  health  services  and  also  to  conform  to  P.L.  92-603 
(PSRO). 

Your  reference  committee  recommends  approval  of 
this  resolution  as  amended. 

The  House  of  Delegates  voted  to  adopt  Resolution 
73-38  as  amended. 

Resolution  73-61,  Physician  Staff  Appointments 
Dependent  Upon  His  Having  Professional  Liability 
Coverage. 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  The  Medical  Society  of  the  State  of 
New  York  has  always  supported  the  principle  that 
professional  staff  appointments  of  physicians  should 
be  based  solely  on  their  professional  credentials  and 
moral  integrity;  and 

WHEREAS,  Civil  authorities  have  also  supported  a 
similar  stand  for  professional  staff  appointments  of 
physicians  to  hospital  staffs;  and 

WHEREAS.  Many  hospitals  are  now  requiring  that 
in  addition  to  their  professional  qualifications  and 
moral  integrity  that  a physician  must  have  a certain 
dollar  amount  of  professional  medical  liability  insur- 
ance before  he  will  be  appointed  to  the  hospital  staff; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  all  hospitals  now  requiring  staff 
physicians  to  have  professional  medical  liability  in- 
surance, that  such  a requirement  is  contrary  to 
staff  appointments  principles  previously  espoused  by 
the  Medical  Society  of  the  State  of  New  York  and 
the  civil  authorities,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  actions  of  those  physicians 
who  are  denied  hospital  staff  appointments  solely  be- 
cause they  have  not  met  this  new  requirement  by 
any  means  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  shall  deem  necessary  and  appro- 
priate. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

The  reference  committee  recommends  the  deletion  of 
“a  certain  dollar  amount”  from  the  third  whereas,  and 
elimination  of  the  final  Resolve,  amending  the  resolved 
portion  to  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  all  hospitals  now  requiring  staff 
physicians  to  have  professional  medical  liability  in- 
surance that  such  a requirement  is  contrary  to  staff 
appointments  principles  previously  espoused  by  the 
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Medical  Society  of  the  State  of  New  York  and  the 
civil  authorities. 

The  reference  committee  recommends  adoption  of 
this  resolution  as  amended. 

The  House  voted  to  further  amend  this  resolution  by 
substituting  “based  solely  on  ethical,  moral  and  profes- 
sional qualifications”  in  place  of  “principles  previously 
espoused”  in  the  resolved  portion  as  amended  by  the 
reference  committee. 

The  resolved  portion  of  resolution  73-61,  as  amended 
by  the  House  would  then  read: 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  inform  all  hospitals  now  requiring  staff 
physicians  to  have  professional  medical  liability  in- 
surance that  such  a requirement  is  contrary  to  staff 
appointments  principles,  based  solely  on  ethical, 
moral,  and  professional  qualifications,  the  Medical 
Society  of  the  State  of  New  York  and  the  civil  au-. 
thorities. 

The  House  voted  to  adopt  Resolution  73-61  as 
amended. 

Resolution  73-62,  The  American  Hospital  Associ- 
ation's "Bill  of  Rights  for  Hospital  Patients" 

Introduced  by  Medical  Society  of  the  County  of  Kings 

WHEREAS.  A hospital,  like  a doctor’s  office,  is  a 
place  where  special  facilities  are  available  for  physi- 
cians to  diagnose  and  treat  the  illnesses  of  seriously 
sick  patients;  and 

WHEREAS.  A hospital  patient  has  a right  to  expect 
that  these  facilities,  vital  to  his  survival,  are  admin- 
istered efficiently  with  due  respect  to  his  civil  rights, 
his  personal  privacy,  sensitivities  and  intelligence, 
individuality  and  safety — at  a cost  which  he  can  rea- 
sonably afford;  and 

WHEREAS.  The  recent,  widely  publicized  American 
Hospital  Association’s  “Hospital  Patients’  Bill  of 
Rights”  includes,  and  reiterates  well  established 
practices,  traditions  and  ethics  of  the  medical  profes- 
sion; and 

WHEREAS.  A hospital  patient  has  an  absolute  right 
to  have  a personal  and  private  responsible  physician 
to  diagnose  and  treat  him  as  an  individual  and  digni- 
fied human  being;  and 

WHEREAS.  This  “Bill  of  Rights”  also  implies  that  a 
hospital  corporation  may  properly  engage  in  medical 
research  on  human  beings  and  treatment  of  human 
illnesses;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association  re- 
ject the  American  Hospital  Association’s  “Hospital 
Patients’  Bill  of  Rights”  in  its  present  form;  and  be 
it  further 

Resolved,  That  the  American  Medical  Association 
urge  the  American  Hospital  Association  to  cooperate 
in  restating  the  principles  which  should  underlie  an 
appropriate  “Bill  of  Rights”  for  hospital  patients 
which  define  and  distinguish  the  administrative 
responsibilities  as  well  as  the  professional  responsibi- 
lities and  other  aspects  of  proper  care  a patient  is  en- 
titled to  expect  and  receive  in  the  hospital  setting. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  recommends  that  this  res- 


olution be  adopted,  and  that  the  Ethics  Committee 
continue  to  study  this  matter. 

The  House,  after  discussion,  voted  to  refer  Resolu- 
tion 73-62  to  the  Council  for  further  study. 

Resolution  73-64,  Committee  for  Collective  Rep- 
resentation, Action,  and  Negotiation  on  Behalf  of 
Hospital  Staff  Physicians 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  There  is  at  present  no  legally  consti- 
tuted organization  of  hospital  staff  physicians  that 
includes  private  practitioners  which  may  legally  en- 
gage in  collective  representation,  action  and  negotia- 
tion on  behalf  of  hospital  staff  physicians;  and 

WHEREAS.  Recent  legal  opinions  have  supported 
the  view  that  all  hospital  staff  physicians,  both  sala- 
ried  and  non-salaried,  have  become  “de  facto”  ad-  I 
ministrative  employees  in  many  hospitals;  and 

WHEREAS.  Legal  opinions  have  also  supported  the 
view  that  as  “de  facto”  administrative  hospital 
employees,  hospital  staff  physicians  may  legally  or- 
ganize, bargain,  and  negotiate  collectively  to  protect  * 
and  improve  their  working  conditions  and  profession-  ■ 
al  and  socio-economic  interests  in  hospitals;  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the  State  of  j 
New  York  change  the  name  of  the  present  Commit-  i 
tee  on  Hospital-Based  Physicians  to  The  Council  of  1 
Hospital  Staff  Physicians,  and  hence-forth  shall  con- 1 
cern  itself  with  the  professional  and  economic  prob-  | 
lems  of  all  hospital  staff  physicians;  and  be  it  further 
Resolved,  That  the  newly  designated  Council  of  { 
Hospital  Staff  Physicians  clarify  the  legal  status  of  I 
this  Council  as  a collective  bargaining  agent  for  both 
salaried  and  non-salaried  hospital  staff  physicians. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

The  reference  committee  recommends  that  this  reso 
lution  be  referred  to  the  Council  for  further  study,  be 
cause  it  is  not  clear  that  non-salaried  physicians  are,  ii 
fact,  de  facto  administrative  employes  of  hospitals. 

The  House  voted  to  refer  Resolution  73-64  to  th> 
Council  for  further  study. 

Resolution  73-71,  Restitution  of  Autopsy  Require 
ment  for  Accreditation  of  Hospital  and  Training  Prc 
grams 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  A set  minimum  percentage  of  autopsir 
has  for  many  years  been  required  for  the  approval  < 
hospitals  for  internship,  residency,  and  fellowshi 
training  programs  in  the  specialties;  and 

WHEREAS,  The  Joint  Commission  for  Accreditatic 
of  Hospitals  has  recently  seen  fit  to  eliminate  tl  , 
previous  minimal  requirement  for  autopsies;  and 
WHEREAS.  The  number  of  autopsies  being  pe 
formed  throughout  the  United  States  has  decline 
since  the  promulgation  of  this  new  policy  with  its  a 
rogation  of  the  former  specific  requirement,  ai 
there  is  every  expectation  that  the  percentage  of  a 
topsies  will  continue  to  fall  lower  and  lower;  and 
WHEREAS.  The  autopsy  continues  to  be  the  b< 
instrument  for  the  evaluation  of  medical  care  a 
control  of  its  quality  and  remains  an  important 
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strument  for  the  study  of  disease  and  therapy;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  its  concern  for  continuing  monitoring 
of  quality  control  of  patient  care  and  to  assure  ade- 
quate teaching  and  training  and  continuing  medical 
education  in  our  hospitals,  petition  the  Joint  Com- 
mission for  Accreditation  of  Hospitals  to  reconsider 
the  revocation  of  the  requirements  of  a minimum 
percentage  of  autopsies  for  accreditation;  and  be  it 
further 

Resolved,  That  due  consideration  be  given  to  the 
requirements  of  a minimum  number  of  autopsies  as 
well  as  a minimum  percentage  of  deaths  coming  to 
autopsy  and  the  creation  of  a new  formula  for  the 
total  number  of  autopsies  and  the  percentage  of 
deaths  coming  to  autopsy,  and  relate  same  to  the 
total  number  of  interns,  residents,  and  fellows  ob- 
taining training  in  an  approved  institution;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  send  copies  of  this  resolution  to  the  Joint 
Commission  for  Accreditation  of  Hospitals  and  each 
of  its  constituent  participating  agencies  (American 
Medical  Association,  American  Hospital  Association, 
American  College  of  Surgeons,  American  College  of 
Physicians),  to  the  Association  of  American  Medical 
Colleges,  American  Public  Health  Association,  and 
other  organizations  interested  in  undergraduate  med- 
ical and  continuing  medical  education. 

I REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  has  amended  the  fourth 
whereas  to  read  “The  autopsy  continues  to  be  one 
of  the  best . . . .” 

Your  reference  committee  recommends  approval  of 
this  resolution  as  amended. 

The  House  voted  to  further  amend  this  resolution  by 
adding  “The  Council  of  Teaching  Hospitals”  to  the  last 
Resolved. 

The  House,  after  discussion,  voted  to  adopt  Resolu- 
tion 73-71  as  amended. 

Resolution  73-79,  Voluntary  Community  Hospital 
Pressure  Upon  Medical  Staff  for  Contributions 

Introduced  by  Nassau  County  Medical  Society 

WFIEREAS,  Some  voluntary  community  hospitals 
have  executed  undue  pressure  upon  members  of  the 
medical  staff  for  contributions  based  on  patient  hos- 
pital days,  number  of  surgical  procedures,  or  other 
uses  of  the  hospital  facilities  as  a basis  for  continuing 
staff  privileges;  and 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  deplores  such  pressure  on  the  attending  medi- 
cal staff  as  a requirement  for  maintaining  hospital 
staff  privileges;  therefore  be  it 
Resolved,  That  MSSNY  deplore  pressure  by  Volun- 

Itary  Community  Hospitals  on  the  attending  medical 
staff  for  contributions  as  a requirement  for  maintain- 
ing hospital  staff  privileges;  and  be  it  further 

Resolved,  That  this  information  be  transmitted  to 
the  Hospital  Association  of  New  York  State  and  the 
New  York  State  Department  of  Health. 


REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

The  reference  committee  amended  the  second  re- 
solved by  the  addition  of  the  following:  “and  the  Pub- 
lic Health  Council.” 

Your  reference  committee  recommends  approval  of 
this  resolution  as  amended. 

The  House  voted  to  adopt  Resolution  73-79  as 
amended. 

Resolution  73-82,  Opposition  to  the  Concept  of  a 
Physicians  Union 

Introduced  by  John  L.  Clowe,  M.D.,  as  an  individual 
REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Resolution  73-82,  Opposition  to  the  Concept  of  a 
Physicians  Union,  introduced  by  John  L.  Clowe,  M.D., 
as  an  individual,  was  not  considered  by  this  committee 
because  the  author  informed  us  he  wished  to  substitute 
Resolution  73-93  for  73-82. 

Resolution  73-93,  Opposition  to  the  Concept  of 
Withholding  Medical  Services 

Introduced  by  John  L.  Clowe,  M.D.,  as  an  individual 

WHEREAS.  It  is  a proper  concern  of  the  State  and 
County  Medical  Societies  to  act  on  behalf  of  the  so- 
cioeconomic interests  of  their  members;  and 

WHEREAS.  It  has  always  been  the  tradition  of  phy- 
sicians in  New  York  State  to  provide  medical  ser- 
vices to  people  in  accordance  with  their  needs;  and 

WHEREAS.  A Physicians  Union  has  been  formed  in 
New  York  State  outside  the  structure  of  organized 
medicine;  and 

WHEREAS.  One  of  the  practices  of  unions  in  other 
fields  has  been  the  withholding  of  services  as  a bar- 
gaining mechanism;  and 

WHEREAS.  The  physicians  of  New  York  State  do 
not  approve  the  organized  withholding  of  service; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  reaffirm  the 
tradition  of  the  medical  profession  of  not  withholding 
medical  services  or  performing  any  act  that  will  in- 
terfere with  the  public  welfare. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Richard  D.  H.  Flaherty,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
this  resolution. 

The  House,  after  discussion,  voted  to  amend  this 
resolution  by  adding  the  following  resolved: 

Resolved,  That  the  New  York  delegation  to  the 
American  Medical  Association  introduce  a similar 
resolution  in  the  House  of  Delegates  of  the  AM  A. 

The  House  voted  to  adopt  Resolution  73-93  as 
amended. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 
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Medical  Services 


Commission  on  Medical  Services 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Commission  on  Medical  Ser- 


vices are  as  follows: 

G.  Rehmi  Denton,  M.D.,  Chairman,  Albany 

Robert  E.  Westlake,  M.D Onondaga 

Robert  D.  Fairchild,  M.D Onondaga 

John  R.  Williams,  Jr.,  M.D Monroe 

John  H.  Morton,  M.D Monroe 

Robert  E.  Jessup,  M.D Nassau 


In  the  past  few  months  the  Commission  on  Medical 
Services  has  been  greatly  expanded  to  include  other 
committees  that  are  relevant  in  objectives  and  prob- 
lems. There  are  Hospital  and  Professional  Relations, 
Hospital-Based  Physicians  and  Foundations. 

Your  Chairman  has  attended  most  of  the  meetings  of 
the  Economics  Committee,  the  Interspecialty  Commit- 
tee and  the  Medical  Care  Insurance  Committee.  This 
group  has  been  working  very  diligently  to  try  to  get  our 
revision  of  the  relative  value  scale  completed.  Much 
has  been  accomplished  but  it  has  been  decided  to  hold 
up  our  scale  until  March  when  it  can  be  correlated 
with  the  new  Third  Edition  of  the  American  Medical 
Association,  Current  Procedural  Terminology.  The 
Chairmen  of  these  committees  and  their  committeemen 
are  to  be  commended  for  resolving  a difficult  problem 
with  hard  work,  compromise  and  initiative. 

The  Workmen’s  Compensation  Committee  under 
John  H.  Morton,  M.D.,  also  struggled  successfully  to 
get  the  Workmen’s  Compensation  Fee  Schedule  on  a 
relative  value  scale,  and  succeeded  in  getting  a sub- 
stantial increase  in  fees.  They  were  aided  by  the  ef- 
forts of  George  Himler,  M.D.,  as  head  of  our  represen- 
tatives on  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  of  the  Workmen’s  Com- 
pensation Board. 

The  Medical  Care  Insurance  Committee  has  had  its 
duties  expanded  to  include  problems  related  to  any 
third  party  carrier  and  is  no  longer  concerned  only  with 
Blue  Shield  problems.  This  has  meant  a great  in- 
crease in  work  and  responsibility  for  Robert  D.  Fair- 
child,  M.D.,  and  his  group  and  they  have  responded 
nobly. 

The  Economics  Committee  besides  struggling  with 
the  relative  value  scale  has  begun  an  aggressive  evalua- 
tion of  methods  to  provide  medical  care  to  the  poor. 
Robert  E.  Westlake,  M.D.,  as  you  have  seen  in  his  re- 
port, has  started  by  having  hearings,  with  representa- 
tives of  the  poor,  the  disadvantaged,  and  people  spe- 
cially concerned  with  this  problem.  This  committee  is 
to  be  commended  for  its  aggressive  action. 

The  Interspecialty  Committee  has  had  perhaps  the 
most  difficult  job  in  satisfying  the  desires  of  each  spe- 
cialty group.  John  R.  Williams,  Jr.,  M.D.,  has  proven 
himself  a masterful  diplomat  in  making  this  an  effec- 
tive group  that  is  supplying  vital  input  to  the  Medical 
Society  of  the  State  of  New  York. 

As  chairman  of  the  Commission  I would  like  to  ex- 
tend my  heartfelt  thanks  to  the  Chairmen  and  their 
committee  members  and  to  Max  N.  Howard,  M.D., 


Director  of  the  Division  of  Medical  Services,  who  has 
revitalized  the  whole  operation  of  the  Commission. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

The  annual  report  of  the  Commission  on  Medical 
Services  has  been  reviewed.  Your  reference  committee 
would  like  to  take  this  opportunity  to  recognize  the  un- 
tiring and  cooperative  efforts  of  Max  N.  Howard,  M.D., 
Director  of  the  Division  of  Medical  Services,  and  to 
thank  G.  Rehmi  Denton,  M.D.,  for  his  outstanding 
leadership  in  coordinating  this  very  active  Commission. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 


Economics 

To  The  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the  fol- 


lowing: 

Robert  E.  Westlake,  M.D.,  Chairman  Onondaga 

Dallas  E.  Billman,  M.D Steuben 

Jeff  J.  Coletti,  M.D Nassau 

William  C.  Felch,  M.D.  Westchester 

Alfred  L.  George,  M.D Genesee 

Robert  G.  Hicks,  M.D New  York 

Robert  C.  McVeigh,  M.D. Monroe 

Harold  N.  Schwinger,  M.D Kings 

Francis  A.  Stephens,  M.D Albany 


As  of  the  date  of  this  report,  the  committee  has  held 
five  meetings,  February  2,  May  17,  August  10,  Septem- 
ber 27,  and  October  25,  1972. 

Relative  Value  Scale.  Progress  has  been  made  by 
the  Interspecialty  Committee  in  the  development  of  a 
Relative  Value  Scale.  The  consensus  of  the  Economics 
Committee  was  that  it  was  high  time  to  bring  this 
study  to  a conclusion,  and  it  was  voted  unanimously 
that  the  groups  in  the  section  on  medicine  must  sub- 
mit all  material  by  May  1,  1972,  if  it  is  to  be  included 
in  our  scale. 

The  cooperation  and  progress  made  by  the  Interspe- 
cialty Committee  and  its  respective  groups  is  to  be 
commended.  This  has  been  a monumental  task.  The 
final  product  will  be  reviewed  by  the  members  of  the 
Economics  Committee,  and  where  the  various  groups 
have  been  unable  to  arrive  at  a consensus,  the  Eco- 
nomics Committee  will  have  to  make  the  decision. 

However,  because  of  the  problem  faced  by  the  Inter- 
specialty Committee  and  its  subcommittees  in  the  for- 
mation of  the  different  sections,  and  the  necessity  of 
giving  priority  to  the  Workmen’s  Compensation  fee 
schedule  negotiations,  the  deadline  of  May  1,  1972,  for 
submission  of  a completed  RVS  by  the  Interspecialty 
Committee  to  the  Economics  Committee  has  proved 
impossible  to  meet.  This  project  has  dragged  on,  and 
it  was  felt  that  unless  some  firm  deadline  was  set  and 
held  to,  the  delays  would  continue.  It  was  agreed  that 
early  Fall  of  1972  would  be  the  latest  date  afforded  the 
specialty  societies  to  complete  their  task  and  that  fail- 
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ure  to  meet  this  deadline  would  mean  that  those  sec- 
tions still  uncompleted  by  September  of  1972  would  be 
dealt  with  by  the  Economics  Committee.  The  likely 
date  for  having  available  a printed  RVS  is  anticipated 
to  be  about  December  of  1972. 

The  committee  noted  that  the  resolution  previously 
approved  by  this  committee  and  forwarded  to  the 
Council,  with  regard  to  the  AMA's  constituting  a com- 
mittee on  Relative  Value  Scales,  with  adequate  input 
from  the  component  state  medical  societies,  to  insure 
coordinated  activity  in  this  area,  was  introduced  in  San 
Francisco  in  June.  A proposed  resolution  by  the  Cali- 
fornia Medical  Association  regarding  the  formation  by 
the  AMA  of  a committee  to  modify  Current  Procedural 
Terminology  was  also  considered  by  the  committee  and 
after  discussion,  it  was  decided  that  pending  clarifica- 
tion of  the  issues  involved,  no  recommendation  by  the 
Medical  Society  of  the  State  of  New  York  should  be 
made. 

Resolution  72-8,  Relative  Value  Scales  and  Fee 
Schedules.  This  resolution  was  considered  by  the 
committee  and  the  comment  was  made  that  this  repre- 
sented the  thinking  of  this  committee  as  expressed  sev- 
eral times.  It  was  therefore  endorsed  and  the  commit- 
tee recommended  to  the  Council  that  all  parties  con- 
cerned with  Relative  Value  Scales  and  Fee  Schedules 
be  made  aware  of  this  resolution,  the  resolved  portion 
of  which  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  policy  that  relative  value  scales 
utilized  by  county  medical  societies,  foundations,  in- 
surance carriers,  and  government  should  conform  in 
general  to  a relative  value  scale  approved  by  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  the  policy  of  varying  conversion 
factors  based  on  socioeconomic  factors  of  the  differ- 
ent geographic  areas  be  continued. 

The  following  is  a run-down  on  the  progress  of  the 
various  specialty  societies: 

Surgical  Section.  The  problems  that  had  arisen  in 
inter-relating  the  various  surgical  and  sub-specialties 
into  a combined  scale  that  would  reflect  the  pre- 
vailing fee  patterns,  and  the  steps  taken  to  resolve 
them,  were  described.  The  thorny  question  of  dura- 
tion of  inclusive  post-operative  care  was  discussed. 
No  final  decision  has  as  yet  been  reached  by  the 
surgical  groups.  The  consensus  was  that  the  post- 
operative care  period  included  in  the  surgical  unit 
value  should  represent  the  routine  non-complicated 
after-care  that  would  cover  the  great  majority  of 
cases  of  a specific  operative  procedure. 

Medicine.  Copies  of  the  proposed  scale  were  dis- 
tributed. The  discussion  emphasized  the  difficulty 
in  arriving  at  definitions  that  would  satisfy  all  the 
pecularities  of  the  sub-groups  involved  in  this  sec- 
tion. The  inclusion  of  time  as  a factor  was  dis- 
cussed; exploration  indicated  the  limitations  of  this 
as  a criterion. 

Radiology.  This  section  was  supposedly  complete 
and  copies  were  distributed.  However,  Dr.  Schwing- 
er had  recently  informed  us  that  the  American  Col- 
lege of  Radiology  is  changing  some  items  but  that 
these  would  not  be  major.  It  was  hoped  the  changes 


would  be  available  in  time  to  be  incorporated  in  the 

final  scale. 

Pathology.  The  data  have  been  submitted  but  not 
yet  subjected  to  comparative  analysis.  No  major  prob- 
lem was  anticipated  in  this  section. 

Anesthesiology.  Although  the  New  York  State 
Society  of  Anesthesiology  scale  varied  from  the  national 
scale  to  some  degree,  here  again  no  major  challenge  was 
anticipated. 

In  regard  to  the  time  schedule,  it  was  expected  that 
the  Interspecialty  Committee  will  have  completed  all 
sections  and  submitted  them  to  the  Economics  Com- 
mittee no  later  than  November  15,  1972. 

Max  N.  Howard,  M.D.,  has  requested  that  committee 
members  consider  the  problem  of  obtaining  professional 
expense  data  for  the  different  specialty  groups  through- 
out the  State,  suggesting  that  a representative  group  in 
each  specialty  throughout  the  State  be  requested  to  sub- 
mit the  necessary  data,  preferably  from  their  Schedule-C 
income  tax  returns.  Measures  to  assure  anonymity 
would  be  taken. 

Phase  II,  Wage  Price  Controls.  The  committee 
has  taken  note  of  the  steps  taken  by  MSSNY,  with 
particular  reference  to  the  position  paper  written  by 
George  Himler,  M.D.,  seeking  modifications.  In  re- 
gard to  the  posting  of  fees,  the  State  Society  was  of  the 
opinion  that  a discreet  sign  in  the  physician’s  waiting 
room,  indicating  that  a fee  schedule  was  available  for 
discussion,  would  meet  the  intent  of  the  regulations 
promulgated  to-date.  An  elaboration  of  the  rules  and 
regulations,  as  they  affect  physicians,  is  supposed  to  be 
released  any  day  and  MSSNY  will  be  scanning  this 
very  carefully. 

Resolution  71-71,  Hospital  Preadmission  Diagnos- 
tic Work-Up.  The  committee  feels  that  this  properly 
falls  within  the  province  of  the  Committee  on  Medical 
Care  Insurance  and  was  informed  that  the  latter  was  act- 
ing on  it.  A representative  from  the  Insurance  Depart- 
ment of  the  State  of  New  York  was  expected  at  the  last 
meeting  of  the  Medical  Care  Insurance  Committee,  but 
unfortunately,  he  could  not  attend.  It  is  hoped  that  it 
will  be  possible  to  have  a representative  at  the  next  meet- 
ing so  that  we  can  resolve  this  problem. 

UC-90  P.  United  Medical  Service’s  UC90P  Plan 
and  the  actions  taken  by  several  county  medical  so- 
cieties, as  well  as  by  the  Committee  on  Medical  Care  In- 
surance, have  been  considered.  Also  discussed  were 
HMO’s  and  the  financial  difficulties  some  of  these 
groups  are  encountering. 

Resolution  72-82,  Opposition  to  Lay  Health  Ser- 
vice Organizations.  This  resolution  was  considered,  at 
length.  Although  the  committee  recognized  and  en- 
dorsed the  intention  of  this  resolution,  it  found  fault 
with  several  of  the  items  contained  therein.  The  first 
Whereas  reads:  “ The  formation  of  health  service  cor- 

porations is  now  becoming  legal  in  New  York  State.  ” 
It  felt  that  the  word  becoming  should  be  deleted  since 
Article  44  has  already  made  such  formation  legal.  In 
the  first  Resolve  it  felt  the  phrase  “ adequate  physician 
representation"  was  too  nebulous,  and  that  the  wording 
should  be  altered  to  establish  that  professional  func- 
tions would  remain  under  the  control  of  physicians.  In 
the  second  Resolve  the  phrase  “ optimal  involvement" 
should  be  defined  with  greater  specificity,  recognizing 
that  there  is  justification  for  other  interested  groups  to 
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have  a voice  in  the  planning  of  over-all  health  care; 
such  participation  however,  should  be  spelled  out  so 
that  those  areas  entirely  professional  in  nature,  such  as 
quality  control,  remain  the  province  of  physicians. 

Resolution  72-92,  Medical  Care  For  the  Poor. 

Exploration  regarding  this  resolution  was  lengthy  and 
exhaustive.  The  many  complex  facets  and  the  multi- 
ple problems  that  the  phrase  “Medical  Care  For  The 
Poor”  encompasses,  were  considered.  Differentiating 
between  medical  care  vs  health  care,  was  stressed;  the 
former  was  deemed  to  be  the  concern  of  the  profession 
and  therefore  of  our  Society — the  latter,  a social  prob- 
lem of  which  medical  care  was  only  a small  and  per- 
haps the  least  significant  item.  The  question  was 
raised  whether  the  problem  was  one  of  non-availability 
of  medical  care,  or  the  failure  of  the  poor  to  take  ad- 
vantage of  what  was  in  fact  available.  The  probable 
necessity  of  interrelating  with  other  groups  concerned 
with  the  education,  housing,  feeding,  and  so  forth,  of 
the  poor  and  how  an  effective  program  could  be  de- 
vised and  implemented,  was  discussed.  The  members 
of  the  committee  were  polled  individually  for  opinions, 
with  specific  reference  as  to  whether  the  Economics 
Committee  could  deal  adequately  with  the  subject  or 
whether  a Task  Force  should  be  appointed  by  the  State 
Society.  The  consensus  was  that  prior  to  reaching  any 
decision  as  to  its  recommendation,  the  committee  seek 
clarification  from  the  Council  to: 

1.  The  definition  of  the  scope  of  the  terms  “Medical” 

and  “Health”  care; 

2.  The  breadth  of  the  problem  the  State  Society 

wishes  to  deal  with; 

3.  The  staff  that  could  be  made  available  for  the 

activity  in  this  area. 

Pending  the  clarification  to  be  sought,  the  members 
of  the  committee  were  requested  to  give  further 
thought  to  the  matter  prior  to  the  next  meeting.  The 
material  obtained  from  the  AMA  relative  to  the 
subject  under  discussion,  was  distributed. 

The  results  of  the  questionnaire  survey  of  the  mem- 
bers of  the  Economics  Committee  indicated  agreement 
that  this  committee  should  address  itself  to  the  charge, 
that  it  should  inter-relate  with  other  committees 
(Medical  Care  Insurance,  Legislation,  Public  Relations 
and  possibly  others),  and  that  additional  staff  would 
have  to  be  furnished  by  the  State  Society. 

After  discussion,  the  committee  decided  that  at  this 
stage  other  committees  need  not  be  involved.  It  was 
noted  that  medical  care  was  but  one  component  of 
health  care  for  the  poor,  the  latter  encompassing  other 
parameters  such  as  sub-standard  housing,  malnutri- 
tion, unemployment,  poverty  and  education;  problems 
to  be  dealt  with  by  social,  educational,  and  political 
agencies.  The  discussion  emphasized  that  our  primary 
concern  would  be  within  the  areas  of  quality  control  of 
medical  care,  availability  of  and  accessibility  to  such 
care,  and  the  maximum  benefits  from  the  dollars  avail- 
able. 

There  was  an  indepth  exploration  of  the  problems 
relating  to  the  professional,  the  patient,  and  the  system 
variables  that  affect  the  provision  of  medical  care  for 
the  poor. 

Having  defined  our  goal,  it  was  decided  that  before 
we  could  deal  with  solutions,  we  must  determine  the 
deficiencies  that  exist  and  the  reasons  therefor  in  pro- 
viding satisfactory  medical  care  for  the  poor.  Accord- 


ingly, it  was  agreed  that  we  invite  knowledgeable  rep- 
resentatives from  the  Consumer,  Provider  and  System 
groups  to  participate  in  exploratory  discussions. 

Therefore,  this  committee,  having  been  charged  with 
the  study  of  Medical  Care  for  the  Poor,  and  recogniz- 
ing the  coniplexity  of  the  problem,  invited  representa- 
tives from  other  disciplines  to  explore  possible  solu- 
tions. The  following  responded: 

Alfred  E.  Miller,  M.D.,  and  Mark  L.  Sills,  of  the 
N.Y.  City  Comprehensive  Health  Planning  Agency; 

Bess  Dana,  Associate  Professor  and  Director, Office 
of  Education,  Mount  Sinai  School  of  Medicine; 

William  Jones,  Area  Councillor,  Human  Resources 
Development  Institute,  N.  Y.  C.  Central  Labor  Coun- 
cil (AFL-CIO); 

Eugene  Strieker,  M.D.,  Regional  Public  Health 
Administrator,  N.Y.  State  Department  of  Health. 

At  this  meeting  the  chairman  thanked  our  guests  for 
their  attendance  and  outlined  the  purposes  of  the 
MSSNY  Economics  Committee,  stressing  that  we  were 
interested  in  developing  a meaningful  program  rather 
than  rhetoric,  and  would  welcome  suggestions  from  the 
participants,  based  on  the  experiences  within  their 
spheres  of  activity,  that  would  lead  to  the  solution  of 
the  problems  in  providing  good  medical  care  for  the 
poor.  The  distinctions  between  the  physician-provider 
of  medical  care  for  the  poor  and  the  other  components 
constituting  health  care  for  the  poor  (encompassing 
sub-standard  housing,  malnutrition,  unemployment, 
poverty  and  education — problems  that  involve  social, 
educational,  and  political  agencies),  were  outlined. 

Each  of  our  guests  was  then  invited  to  present  their 
views.  Mr.  William  Jones,  after  outlining  his  back- 
ground, stressed  the  nonavailability  of  private  physi- 
cians offices  in  ghetto  areas  which  forced  patients  to 
turn  to  hospitals  for  care,  although  this  was  not  their 
choice.  He  mentioned  the  poor  quality  of  medical  care 
in  some  of  the  hospitals  serving  this  segment  of  the 
population.  The  lack  of  financial  resources  prevented 
these  patients  from  going  to  private  physicians  offices 
where  the  latter  were  available.  Eligibility  for  Medi- 
caid was  cut  off  if  the  income  per  family  of  four  was 
above  $4,500 — an  unrealistic  figure.  In  the  discussion, 
it  was  noted  that  many  patients  eligible  for  Medicaid 
assistance  were  unaware  of  how  and  where  to  obtain  it, 
and  that  physicians  could  help  by  directing  them  to 
the  proper  agency.  He  felt  excess  utilization  was 
mainly  the  fault  of  the  primary  physician  who  retained 
the  case  rather  than  refer  the  patient  to  a facility 
where  the  needed  and  more  comprehensive  care  could 
be  rendered  properly.  There  was  not  enough  informa- 
tion to  evaluate  the  quality  of  medical  care  to  the  poor 
on  an  over-all  basis.  The  difficulty  of  getting  physi- 
cians to  make  house  calls  in  ghetto  areas  was  com- 
mented on,  with  the  remark  that  the  visiting  nurse  was 
welcomed  and  respected. 

Mrs.  Dana  emphasized  that  the  problems  of  medical 
care  were  greater  in  this  segment  but  no  different  than 
in  the  general  population,  and  that  it  was  all  part  of 
educating  people  in  the  field  of  health  care.  The  prob- 
lems were  accentuated  among  the  poor  because  they 
were  not  knowledgeable  enough  to  get  around  the 
health  care  delivery  system  hurdles,  some  of  which  she 
described.  She  stressed  that  health  was  not  a low  pri- 
ority to  the  poor,  but  as  it  now  functioned  they  were 
receiving  “acute  crisis”  medical  care  rather  than  con- 
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tinuing  and  comprehensive  care.  Physicians  must  con- 
cern themselves  with  the  other  problems  involved  in 
good  health  care  rather  than  restricting  themselves  to 
the  limits  of  medical  services.  She  described  how  spe- 
cial clinics  do  deal  with  these  problems  and  cited,  as 
an  example,  the  difficulty  in  communication  between 
different  cultures. 

Dr.  Strieker  stated  that  the  Medicaid  program,  the 
major  stimulant  to  private  medical  care  for  the  poor  in 
recent  years,  has  had  stringent  financial  cut-backs  im- 
posed on  it  which  resulted  in  fragmentation  of  what 
was  designed  originally  as  a comprehensive  program. 
One  of  the  results  has  been  a decrease  in  the  number 
of  physicians  and  dentists  participating  in  the  pro- 
gram, forcing  patients  to  seek  medical  attention  in  al- 
ready overloaded  hospital  emergency  rooms  and  out- 
patient departments.  At  the  start  of  the  Medicaid 
program  20  per  cent  of  those  eligible  in  New  York  City 
utilized  it;  at  the  height  of  the  program,  prior  to  the 
cut-backs,  40  per  cent  were  availing  themselves  of  its 
benefits.  In  New  York  State,  at  the  height  of  the  pro- 
gram 30  per  cent  of  physicians  participated  and  75  per 
cent  of  the  dentists.  Both  of  these  percentages  have 
now  fallen.  As  part  of  the  discussion,  Dr.  Westlake 
stated  that  physicians  must  become  more  involved  in 
out-reaching  programs. 

Dr.  Miller  stated  that  before  an  effective  solution  to 
the  problem  of  private  medical  care  for  the  poor  is  at- 
tainable, it  will  be  necessary  for  the  delivery  system  of 
medicine  to  undergo  a major  change.  He  commented 
on  the  inaccessibility  to  physicians  by  the  poor;  that  in 
New  York  City  they  were  largely  served  by  Medicaid 
mills  delivering  deplorably  poor  quality  medical  care. 
He  felt  that  the  only  answer  was  a panel  system  with 
the  patient  assigned  to  a specific  physician  or  plan, 
and  described  an  experiment  carried  on  in  this  vein  in 
Harlem.  He  felt  it  could  be  expanded  on  a state- wide 
basis.  The  importance  of  continuity  and  the  develop- 
ment of  adequate  data  base  was  stressed. 

A general  discussion  followed.  It  was  obvious  that 
all  parties  represented  had  the  same  objective — medi- 
cal care  of  the  best  possible  quality  available  to  all  seg- 
ments of  our  population.  The  committee  agreed  to 
carefully  consider  all  viewpoints  developed  in  this 
meeting  and  attempt  to  arrive  at  meaningful  decisions. 

Article  44.  The  passage  by  the  Senate  of  an  Act  to 
amend  the  public  law  to  provide  that  directors  and 
members  of  a medical  corporation  need  not  be  physi- 
cians, was  noted.  As  of  this  moment,  we  understand  it 
has  been  referred  to  the  Assembly  without  any  action 
having  been  taken  prior  to  adjournment.  The  memo- 
randum in  opposition,  prepared  by  the  legislative 
counsel  of  MSSNY,  was  read.  Anticipating  that  this 
Act  would  probably  be  re-introduced,  the  committee 
! expressed  its  strong  disapproval  of  amending  Article  44 
as  proposed  in  the  Act,  and  recommended  to  the  Coun- 
cil that  it  persist  in  its  vigorous  opposition. 

Assistant  for  Max  N.  Howard,  M.D.,  Director,  Divi- 
sion of  Medical  Services.  Authorization  was  requested 
from  the  committee  to  include  in  the  annual  report  a 
plea,  couched  in  strong  terms,  for  an  assistant  for  Dr. 
Howard.  Probably  a person  who  is  statistically  orient- 
ed, one  who  can  assist  in  gathering  and  analyzing  data. 
On  motion  duly  made  and  seconded,  it  was  moved  that 
this  recommendation  be  inserted  in  the  annual  report. 

Acknowledgments . Your  chairman  wishes  to  express 
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Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 

Economics  (Supplementary) 

To  The  House  of  Delegates,  Gentlemen: 

Since  writing  the  Annual  Report,  the  committee  met 
on  Dec.  13,  1972. 

Copies  of  the  chairman’s  draft  of  the  position  paper 
on  “Medical  Care  of  the  Poor”  were  distributed.  With 
some  minor  changes,  it  was  approved  and  recommend- 
ed to  the  Council  for  its  endorsement  (see  page  1483). 

Harold  N.  Schwinger,  M.D.,  reported  on  the  Ameri- 
can Medical  Association’s  revision  of  the  Current  Pro- 
cedural Terminology  for  a third  edition.  He  stated 
that  a preliminary  draft  was  now  completed.  Max  N. 
Howard,  M.D.,  stated  he  had  written  to  the  AMA,  re- 
questing a copy  of  the  draft  so  that  it  could  be  correlat- 
ed with  the  terminology  in  the  Medical  Society  of  the 
State  of  New  York  Relative  Value  Scale  and  avoid  the 
necessity  for  subsequent  change  and  possible  confusion. 
The  AMA  reply  was  that  a draft  was  not  yet  available. 
Dr.  Schwinger  stated  he  would  attempt  to  obtain  one. 

Dr.  Howard  reported  on  the  status  of  the  various  sec- 
tions of  the  MSSNY’s  Relative  Value  Scale.  Several 
of  the  completed  sections  were  distributed.  The  reso- 
lution of  the  listing  of  procedures  common  to  primary 
physicians  was  outlined.  It  is  hoped  to  complete  all 
the  sections  within  the  next  two  weeks  for  distribution. 
It  was  decided  that  the  Relative  Value  Scale  booklet  be 
in  a looseleaf  form  to  permit  easy  updating  and  modifi- 
cation. 

Dr.  Howard  stated  that  his  Division  has  been  prepar- 
ing an  annual  progress  report  of  the  seven  Blue  Shield 
Plans  operative  in  New  York  State,  such  being  ab- 
stracted from  the  material  contained  in  the  annual  re- 
ports of  each  of  the  plans.  Since  the  latter  reports  are 
readily  available  from  the  plans,  there  seemed  little 
point  in  continuing  a time  consuming  procedure  that  in 
effect  was  a duplication.  The  Medical  Care  Insurance 
Committee  has  approved  discontinuing  these  annual 
reports.  The  Economics  Committee  was  asked  if  it 
had  any  objection  to  the  discontinuance  of  this  Annual 
Progress  Report.  There  was  none.  It  was  therefore 
recommended  to  the  Council  that  it  approve  the  dis- 
continuance of  an  Annual  Progress  Report  of  the  Blue 
Shield  Plans  by  the  Medical  Society  of  the  State  of 
New  York. 

Dr.  Westlake  announced  that  he  would  not  be  con- 
tinuing as  Chairman  of  the  Economics  Committee  in 
1973  and  wished  to  take  this  opportunity  to  thank  all 
the  members  for  the  efforts  and  the  time  they  have  de- 
voted to  the  committee’s  activities.  In  turn,  the  mem- 
bers present  expressed  their  recognition  of  the  chair- 
man’s leadership. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 

MEDICAL  CARE  OF  THE  POOR 

Resolution  72-92,  Medical  Care  for  the  Poor,  was 
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referred  to  the  Economics  Committee  by  the  Coun- 
cil. The  committee  requested  clarification  since  the 
resolve  portion  referred  to  “health  care  services.” 
The  Council  agreed  that  attention  should  be  direct- 
ed to  medical  services  only,  since  health  services  pro- 
vision goes  far  beyond  physicians  unique  compe- 
tence. 

The  Economics  Committee,  aided  by  the  assigned 
staff  and  other  members  of  the  Commission  on  Med- 
ical Services,  discussed  the  problem  during  three 
meetings  and  held  a hearing  to  broaden  its  perspec- 
tive. The  committee  considered  physician  problems 
in  caring  for  the  poor,  patient  problems  with  ob- 
taining medical  advice,  financing  problems  with  re- 
spect to  care  of  the  poor,  and  systems  problems  in 
this  area. 

This  brief  report  summarizes  the  committee’s 
conclusions. 

The  poor,  the  committee  decided  is  composed  of 
more  than  those  individuals  with  a per  capita  income 
below  the  poverty  level  fixed  by  federal  agencies  (Of- 
fice of  Economic  Opportunity).  It  was  recognized 
that  variation  by  age,  place  of  residence  in  the  state, 
education,  life  style  and  race  provided  a spectrum  of 
“poor,”  including  those  with  incomes  beyond  the 
poverty  level. 

The  statement  “health  is  a right”  was  discussed  as 
background.  The  committee  believes  that  nothing 
which  requires  the  individual’s  participation  is  a 
right  in  itself.  There  is  a right,  however,  to  access  to 
information  and  services  leading  to  health.  To  the 
extent  that  this  includes  physicians’  services,  there  is 
a right  to  access  to  medical  care. 

Medical  care,  it  seems  to  the  committee,  includes 
the  series  of  processes  solely  in  the  competence  of  a 
physician,  which  may  be  delegated.  This  includes 
diagnosis  and  formulation  of  treatment  programs  for 
human  disease,  past,  present  or  potential.  It  in- 
cludes all  those  activities  of  data  collection  and  ther- 
apy carried  out  by  others  under  a physician’s  direc- 
tion. It  thus  includes  activities  carried  out  by  tech- 
nicians and  therapists,  as  well  as  physician  assistants 
or  associates,  and  nurse  clinicians  or  practitioners. 

From  a physician’s  point  of  view,  the  care  of  the 
poor,  once  an  accepted  part  of  practice,  has  become 
professionally  and  economically  unsatisfactory. 
With  fixed  fee  schedules,  often  below  usual  fees, 
plus  undue  amounts  of  paper  work,  and  external  re- 
strictions on  practice  behavior,  many  physicians, 
especially  in  primary  patient  care,  have  all  but  aban- 
doned care  of  the  poor  in  their  offices.  The  poor  and 
near  poor  receive  care  in  emergency  rooms,  hospital 
and  medical  school  clinics,  neighborhood  and  store- 
front health  centers,  and  from  individual  physicians 
who  conduct  high  volume  practices. 

The  root  of  this  change  is  considered  by  the  com- 
mittee to  be  low  fees  for  care  under  the  Medicaid 
program.  Other  factors  in  this  behavior  include  pa- 
tient noncompliance,  patient  unreliability  with  ap- 
pointments, and  publication  of  Medicaid  receipts; 
but  mainly,  good  doctors’  services  are  not  purchasa- 
ble at  Medicaid  fees. 

Care  of  the  poor  by  salaried  physicians  in  clinic 
settings,  while  often  professionally  excellent,  is  very 
expensive.  The  committee  believes  this  results  from 
decreased  incentives  for  efficiency  in  salaried  prac- 


tice, plus  the  impact  of  other  expenses  such  as  social 
services,  dental  services,  health  education,  and  fami- 
ly planning. 

Crisis  medicine,  often  not  truly  emergent,  in  emer- 
gency rooms  is  considered  expensive,  discontinuous, 
devoid  of  health  education,  and  inherently  unsatis- 
factory to  patients  and  physicians.  The  brief  visits 
to  volume  practitioners  seeing  poor  patients  solve 
few  problems,  the  committee  believes,  because  ade- 
quate study  for  diagnosis,  preventive  health  educa- 
tion and  evaluation  of  treatment  is  neglected 

It  is,  therefore,  the  quality  of  care  which  has  suf- 
fered most  by  the  shift  in  style  of  care  of  the  poor. 
Low  unit  fees,  especially  without  review  of  perfor-  > 
mance,  has  not  saved  money,  either.  The  quality  of 
medical  care  and  economics  are  inseparable. 

The  committee  heard  testimony  from  a State 
health  officer  interested  in  care  of  the  poor,  a health 
educator  in  a medical  center,  a representative  of 
labor  interested  in  the  poor,  and  a physician  serving 
the  poor  in  a clinic  setting.  The  committee  was  im- 
pressed by  the  dissatisfaction  with  the  present  medi- 
cal care  of  the  poor  expressed  by  these  individuals. 
They  cited  cultural  gaps  between  poor  patients  and 
most  physicians.  They  noted  the  absence  of  artful 
concern  in  volume  care  settings.  They  highlighted 
the  discontinuity  in  emergency  rooms  and  clinics;  ; i 
while  admitting  that  many  of  the  poor  lack  skill  in 
using  available  medical  care,  they  documented  the 
frustrations  of  relative  unavailability. 

The  committee,  based  on  the  described  study,  i 
makes  the  following  suggestions  for  legislative,  regu-  i 
latory,  and  professional  system  changes: 

1.  Return  poor  patients  to  physicians’  offices 
and  teaching  clinics  or  family  practice  models,  1 1 
through 

2.  Revision  of  N.Y.  State  Medicaid  schedules 
to  provide  usual  and  customary  fees,  and 

3.  Recognition  by  Medicaid  and  Medicare  of 
organized  Primary  Patient  Care  teams  of  physi- 
cians, physicians’  associates  and  nurse  clinicians, 
with 

4.  Well  developed  Peer  Review  to  assure  quali-  ) 
ty,  and 

5.  Administered  on  a local  level  by  government 
contract  with  the  medical  profession. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  annual  and 
supplementary  reports  of  the  Economics  Committee. 

It  was  noted  that  the  Relative  Value  Scale  has  been 
completed  and  should  be  published  approximately  July, 
1973. 

It  was  of  interest  to  note  that  the  Committee  has  ex- 
pressed strong  opposition  to  amending  Article  44  of  the 
Public  Health  Law  to  provide  that  directors  and  mem- 
bers of  a medical  corporation  need  not  be  physicians. 
We  encourage  them  to  persist  in  opposing  amending 
of  this  Article. 

The  reference  committee  concurs  in  the  statement. 
“Crisis  medicine,  often  not  truly  emergent,  in  emer- 
gency rooms  is  considered  expensive,  discontinuous, 
devoid  of  health  education,  and  inherently  unsatisfac 
tory  to  patients  and  physicians.  The  brief  visits  tc 
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volume  practitioners  seeing  poor  patients  solve  few 
problems,  the  committee  believes,  because  adequate 
study  for  diagnosis,  preventive  health  education  and 
evaluation  of  treatment  is  neglected.” 

The  reference  committee  endorses  the  following 
suggestions  for  legislative,  regulatory  and  professional 
system  changes  as  prescribed  by  the  Economics  Com- 
mittee: 

1.  Return  poor  patients  to  physicians’  offices  and 
teaching  clinics  or  family  practice  models,  through 

2.  Revision  of  New  York  State  Medicaid  sched- 
ules to  provide  usual  and  customary  fees,  and 

3.  Recognition  by  Medicaid  and  Medicare  of  or- 
ganized primary  patient  care  teams  of  physicians, 
physicians’  assistants,  and  nurses,  with 

4.  Well  developed  Peer  Review  to  assure  quality, 
and 

5.  Administered  on  a local  level  by  government 
contract  with  the  medical  profession. 

Your  reference  committee  compliments  the  chair- 
man, Robert  E.  Westlake,  M.D.,  and  his  committee  for 
their  excellent  reports. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Medical  Care  Insurance 

To  The  House  of  Delegates,  Gentlemen: 

The  committee  on  Medical  Care  Insurance  is  com- 
posed of  the  following: 

Robert  D.  Fairchild,  M.D.,  Chairman  . Onondaga 

Harold  W.  Bales,  M.D Monroe 

Irving  Cramer,  M.D.  Oneida 

Franz  L.  Ebstein,  M.D.  Queens 

Sidney  I.  Etkin,  M.D Albany 

Francis  J.  Loperfido,  M.D Bronx 

Samuel  H.  Madell,  M.D.  New  York 

Monte  Malach,  M.D Kings 

William  A.  Schwarz,  M.D Richmond 

Joseph  F.  Shanaphy,  M.D.  Richmond 

H.  Gregory  Thorsell,  M.D.  Chautauqua 

Daniel  H.  Webster,  M.D.  Clinton 

John  R.  Williams,  Jr.,  M.D. Monroe 

At  the  time  of  this  report,  the  committee  has  held 
three  meetings  during  the  year,  January  13,  April  13, 
and  June  8,  1972. 

UC-90P.  The  committee  reviewed  the  United  Med- 
ical Service’s  new  UC-90P  Filed  Fee  Payment  Program 
being  offered  to  physicians  in  the  seventeen  counties 
covered  by  UMS.  At  the  meeting  in  January,  Mr. 
Carmine  Ammirati,  Vice-President  and  Secretary  of 
UMS,  with  the  assistance  of  charts,  outlined  and  ex- 
plained the  provisions  of  the  plan.  The  substance  of 
his  presentation  follows: 

1.  Based  on  each  physician’s  profile  of  his  usual 
and  customary  fees. 

2.  Will  provide  the  median  of  your  usual  charges  if 
you  are  a UC-90P  Participating  Physician. 

3.  You  will  have  opportunity  to  review  your  fee 
profile  containing  the  median  of  charges  for  the  latest 
complete  year. 

4.  Your  filed  profile  may  be  revised  annually  to  re- 
flect changes  in  your  charges. 

5.  You  will  receive  direct  prompt  payment  as  a 
, UC-90P  participating  physician. 

6.  Participation  in  UC-90P  (usual-customary  90th 


percentile  limit)  will  not  be  offered  to  physicians  whose 
fees  and  utilization  patterns  continue  to  exceed  those 
within  the  range  of  90  per  cent  of  the  other  physicians 
in  their  areas  of  practice  (i.e.,  more  than  the  pre- 
vailing). 

7.  The  nonparticipating  physician  will  be  paid 
less  than  the  participating  physician.  However,  at  all 
times,  the  nonparticipating  physician  will  receive  the 
median  fee  of  the  fees  charged  for  physicians  in  his 
county  in  which  he  practices. 

8.  Since  based  on  each  physician’s  profile,  sepa- 
rate individual  enrollment  is  essential  and  participa- 
tion is  not  related  to  your  status  in  other  Blue  Shield 
programs. 

9.  Lists  of  Participating  Physicians  will  be  avail- 
able to  employer-employee  groups  and  to  physicians 
who  wish  to  identify  to  their  members  and  patients, 
respectively,  those  physicians  who  are  providing  paid- 
in-full  in  filed  usual  and  customary  fee  programs. 

10.  Rates  will  be  based  upon  the  data  in  filed  phy- 
sicians’ profiles.  Efforts,  of  course,  will  be  made  to  sell 
the  broadest  scope  of  benefits  and  include  all  benefits 
at  paid-in-full  level.  Co-insurance  and  other  partial 
payments  by  your  patients  may  be  required  in  those 
instances  in  which  there  is  inability  to  pay  the  rate 
needed  for  the  most  complete  program. 

11.  Participation  responsibilities  include  that  for 
covered  services,  you  will  limit  your  charges  to  those 
listed  on  your  filed  and  approved  profile,  whether  full 
or  partial  payment  is  made  by  Blue  Shield  and  the  re- 
maining balance,  if  any,  by  your  patient. 

12.  Your  participation  status  may  be  terminated  at 
any  time  by  giving  30  days  prior  written  notice.  Simi- 
larly, if  it  becomes  necessary,  Blue  Shield  may  termi- 
nate a physician’s  participation  by  also  giving  30  days 
prior  written  notice. 

In  answer  to  questions,  Mr.  Ammirati  stated  that 
UMS  is  contemplating  asking  those  physicians  receiv- 
ing over  $10,000  from  the  plan  to  accept  a discount  of  1 
per  cent,  with  such  sums  to  be  held  in  escrow,  such 
funds  possibly  to  be  used  to  further  implement  the 
plan,  or  perhaps  to  develop  a collection  mechanism  for 
the  co-insurance  payment  due  the  physician  from  the 
patient,  where  co-insurance  applies.  The  latter  state- 
ment was  challenged  since  it  might  be  construed  as  “fee 
splitting.”  An  opinion  on  this  will  be  sought  from 
Counsel. 

In  regard  to  the  Plan  List  of  Participating  Physicians 
to  be  furnished  subscribers,  questions  were  raised 
whether  this  was  not  a form  of  “blackmail”  and  penal- 
izing to  the  patient  who  selects  a nonparticipating 
physician.  In  reply,  it  was  noted  that  nonparticipat- 
ing physicians  would  be  paid  the  median  charge  for 
similar  services  in  their  area,  which  might  result  in 
their  being  paid  less  than  participating  physicians  for 
corresponding  services. 

The  committee  voiced  considerable  criticism  in  re- 
gard to  the  profiles  of  individual  physicians,  as  to  the 
manner  of  their  development  and  their  accuracy  in  re- 
flecting the  physicians’  up-to-date  charges  and  asked 
Mr.  Ammirati  what  effect  the  proposed  program  would 
have  on  the  foundations  now  being  established  by  vari- 
ous county  medical  societies.  He  replied  that  he  saw 
no  conflict  between  them. 

Also  considered  was  the  correspondence  between 
George  Himler,  M.D.,  at  the  time  President  of  the 
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State  Medical  Society,  and  Carl  R.  Ackerman,  M.D., 
Chairman  of  the  Board  of  Directors  of  UMS,  as  well  as 
correspondence  from  the  Nassau  County  Medical  Soci- 
ety and  the  Nassau  Medical  Services  Foundation. 
Katherine  L.  Friedmann,  M.D.,  then  president  of  the 
Medical  Society  of  the  County  of  Westchester,  pointed 
out  that  the  same  questions  had  been  raised  by  the 
members  of  her  Society  and  that  after  the  first  meeting 
the  recommendation  was  made  that  members  not  sup- 
port the  plan,  but  that  after  a subsequent  meeting  with 
Mr.  Ammirati  and  further  explanation  of  the  coverage, 
they  had  decided  to  reconsider  the  recommendation 
and  that  the  matter  is  still  pending. 

Mr.  Ammirati  also  stated  that  UMS  stood  ready  to 
cooperate  with  the  Society  in  any  and  every  manner. 
After  he  left,  there  was  further  discussion,  and  it  was 
felt  that  further  exploration  and  clarification  of  the 
many  points  raised,  had  to  be  obtained.  Accordingly, 
it  was  moved  and  unanimously  passed  that  the  com- 
mittee recommend  to  the  Council  that  at  this  time  the 
Medical  Society  of  the  State  of  New  York  not  endorse 
or  support  the  UC-90P,  United  Medical  Service  pro- 
gram. 

It  has  been  subsequently  noted  that  UMS  has  modi- 
fied some  of  its  original  provisions  to  meet  the  criti- 
cisms voiced  by  the  committee. 

RESOLUTIONS 

70-76,  Reimbursement  for  Radiological  Services  by 
Blue  Shield  instead  of  Blue  Cross.  It  had  been 
hoped  that  Mr.  Robert  Lomicky,  Supervising  Actuary, 
or  some  other  representative  from  the  New  York  State 
Insurance  Department  would  be  present  at  this  meet- 
ing so  some  definitive  action  in  regard  to  this  Resolu- 
tion could  be  taken  at  this  time.  Unfortunately,  Mr. 
Lomicky  had  not  replied  to  our  letter  of  invitation;  he 
was  contacted  by  the  phone  and  stated  he  was  unable 
to  attend  due  to  the  pressure  of  business,  that  no  sub- 
stitute was  available  and  was  very  vague  as  to  any  fu- 
ture attendance.  Without  participation  by  the  New 
York  State  Department  of  Insurance,  it  was  felt  that  a 
discussion  at  this  time  would  be  fruitless.  It  was  the 
consensus  of  the  committee  that  every  effort  be  made 
by  the  MSSNY  to  have  a representative  of  the  Insur- 
ance Department  attend  the  next  meeting.  It  was 
moved  and  seconded  that  we  pursue  our  efforts  to  ef- 
fect the  intention  of  the  resolution. 

The  aim  of  the  above  resolution  to  have  professional 
services  covered  by  Blue  Shield  rather  than  Blue  Cross, 
whether  inpatient  or  outpatient,  led  to  a discussion  of 
similar  problems  that  had  arisen  in  connection  with 
the  proposed  revision  of  Article  86.11(c),  Rules  and 
Regulations  by  the  Department  of  Health  of  the  State 
of  New  York.  The  vigorous  actions  taken  by  the 
MSSNY  in  regard  to  the  latter  were  again  noted,  as 
well  as  the  request  to  the  Commissioner  of  Health,  at  a 
meeting  in  December,  that  the  changes  be  postponed 
for  at  least  one  year.  No  further  word  has  been  re- 
ceived to  date. 

It  was  also  noted  that  a similar  problem  of  coverage 
of  physicians’  services  had  arisen  in  connection  with 
the  New  York  State  Insurance  Department’s  draft  of 
Minimum  Standards,  etc.,  Section  52.5,  Chapter  554. 
In  the  latter  instance,  the  Society  had  again  expressed 
strong  objection  and  pursued  actions  similar  to  those  in 
regard  to  86.11(c). 


71-15,  Third  Party  Programs:  No  Income  Ceiling, 
Service  Benefits  Contracts  with  Fixed  Fee  Sched- 
ules. Discussion  was  held  regarding  our  meeting  on 
Sept.  16,  1971,  with  George  W.  Melcher,  Jr.,  M.D., 
President  of  Group  Health  Insurance.  A communica- 
tion to  Dr.  Fairchild,  dated  Dec.  15,  1971,  from  Samuel 
Wagreich,  M.D.,  was  read.  It  was  his  opinion  that  Dr. 
Melcher  had  not  addressed  himself  responsively  to  the 
matter  stated  in  the  resolution.  It  was  noted  that  al- 
though many  of  our  members  were  opposed  to  the 
“Paid-in-full”  benefits,  the  inadequate  fee  schedule, 
and  other  features  of  GHI  coverage,  we  saw  no  effective 
approach  we  could  take,  as  a Society,  to  force  elimina- 
tion or  modification  of  the  policy  provisions  offered  by 
GHI.  Subscribers  had  the  option  of  purchasing  other 
types  of  insurance,  and  physicians  had  the  choice  of 
participating  or  not  participating. 

In  regard  to  the  question  of  utilization  and  quality 
care,  it  was  our  understanding  that  GHI  referred  such 
evaluation  to  the  peer  review  committee  of  the  local 
county  medical  society  involved.  It  was  moved  and 
approved  that  the  above  opinions  be  transmitted  to  the 
Council.  It  was  further  moved  and  approved  that  we 
recommend  to  the  Council  that  it  communicate  to  GHI 
our  request  that  the  roster  of  participating  physicians 
be  made  and  kept  current,  with  the  elimination  of  the 
names  of  those  physicians  who  had  long  since  resigned 
from  participation.  It  was  also  moved  and  approved 
that  GHI  clarify  its  notices  to  its  subscribers  so  that 
they  clearly  understand  that  the  phrase  “full  payment” 
only  applies  to  participating  physicians. 

71-12,  Opposition  to  the  $2,500 j$4,000  & $4,000/ 
$6,000  Contracts-UMS.  We  have  been  informed  by 
United  Medical  Service  that  both  the  $2,500/$4,000 
and  the  $4,000/$6,000  contracts  are  being  phased  out. 

Correspondence  was  read  from  Joel  S.  Archer,  M.D., 
in  which  he  requests  that  physicians  who  do  not  accept 
Medicare  assignments  should  receive  copies  of  pay- 
ments received  by  patients  so  they  can  evaluate  the 
proper  reimbursement  for  the  services  rendered.  Since 
these  matters  are  controlled  by  HEW  regulations,  it 
was  questionable  whether  we  could  effect  any  such 
change. 

Subsequent  to  the  meeting  a communication  from 
the  AMA  was  received  acknowledging  receipt  of  a 
resolution  on  Notification  by  Medicare  approved  by 
the  New  York  State  Society  of  Anesthesiologists, 
which  seeks  the  same  end  as  Dr.  Archer.  The  AMA 
had  requested  the  anesthesiologists  to  furnish  addi- 
tional information  regarding  the  type  of  errors  re- 
ferred to.  A copy  of  this  letter  will  be  sent  to  Dr. 
Archer. 

The  question  of  whether  furnishing  medical  informa- 
tion regarding  patients,  on  insurance  forms,  violated 
the  confidential  physician-patient  relationship,  had 
been  raised  by  Samuel  Dunaif,  M.D.,  and  Noel  H.  Sei- 
col,  M.D.,  both  of  Westchester.  In  both  instances  it 
was  noted  that  the  insurance  company  had  forwarded 
an  appropriate  authorization  signed  by  the  patients, 
but  the  physicians  question  whether  the  patients  un- 
derstood what  they  were  signing.  It  is  common  prac- 
tice for  various  types  of  insurance  policies  to  carry  a 
blanket  authorization  in  which  the  subscriber  consents 
to  the  release  of  all  information  relevant  to  the  cover- 
age provided  by  the  contract,  and  we  doubt  that  this 


1 486  New  York  State  Journal  of  Medicine  / June  1 , 1973 


provision  could  be  altered.  However,  the  advice  of 
counsel  will  be  sought. 

70-76,  Reimbursement  for  Radiological  Services  by 
Blue  Shield  instead  of  Blue  Cross.  Dr.  Madell  stated 
there  would  be  a meeting  of  the  radiologists  in  the  near 
future  to  explore  certain  actions  by  the  legal  counsel  of 
the  New  York  State  Chapter,  College  of  Radiology  (in 
Rochester),  and  that  they  would  probably  proceed 
through  this  channel  to  effect  the  intent  of  the  resolu- 
tion in  view  of  the  lack  of  cooperation  from  the  State 
Insurance  Department.  Blue  Cross  and  Blue  Shield 
channels  were  also  being  considered. 

72-9,  Medical  Insurance  Coverage  of  the  Newborn 
Infant.  This  was  unanimously  approved  and  it  was 
recommended  that  the  State  Society  take  measures  for 
its  implementation. 

72-10,  Complete  Coverage  of  Newborn  Infants  by 
Potential  National  Health  Insurance  Programs. 

This,  too,  received  unanimous  approval  and  recom- 
mendation that  the  State  Society  take  measures  for  its 
implementation. 

72-23,  Health  Insurance  Forms  ID  Cards.  The 

desirability  of  any  method(s)  that  would  ease  the  ever- 
growing and  overwhelming  paper  work,  is  obvious.  ID 
cards  containing  basic  information  needed  by  the  car- 
riers, suitable  for  imprinting  use,  should  be  helpful  in 
this  regard.  The  problems  of  up-dating,  standardizing, 
and  expense  were  noted,  and  it  was  felt  that  we  should 
communicate  with  the  carriers  in  regard  to  these  prob- 
lems, to  seek  a practical  solution.  It  was  reported  that 
the  New  York  State  Department  of  Social  Services  has 
proposed  furnishing  an  imprinter  to  40  or  50  physicians 
who  have  a heavy  Medicare  and  Medicaid  load,  as  a 
pilot  project.  The  committee  suggested  that  the  word 
“standardize”  be  added  after  the  word  “appropriate” 
on  the  third  line  of  the  first  Resolve.  It  further  recom- 
mended that  we  seek  a standardized  form  and  that 
communication  also  be  held  in  regard  to  this.  It  was 
further  noted  that  in  the  Reference  Committee  at  the 
Annual  Meeting,  Dr.  Ackerman  had  stated  that  UMS 
was  considering  an  ID  card  but  still  had  not  resolved 
the  problems  attending  its  use. 

Resolution  72-47,  Hospital  Practice  of  Medicine, 
72-63,  Hospital  Practice  of  Medicine  by  Blue  Cross, 
72-66,  Blue  Shield  & Emergency  Care  Coverage. 
These  three  Resolutions  were  considered  together  as 
they  have  much  in  common. 

With  regard  to  72-47,  the  committee  recommends 
that  the  words  “Blue  Cross”  and  “Blue  Shield”  be  sub- 
stituted for  “Associated  Hospital  Service”  and  “United 
Medical  Service,”  in  the  third  resolved  which  would 
then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  declare  its  desire  to  retain  the  private 
practice  of  medicine  and  respectfully  request  that 
Blue  Cross  and  Blue  Shield  jointly  discuss  an  alter- 
native for  the  patient  by  United  Medical  Service 
providing  “parallel  coverage”  with  a maximum  al- 
lowance for  treatment  rendered  in  a physician’s  of- 
fice. 

With  regard  to  72-63,  note  was  taken  of  the  Refer- 
ence Committee’s  recommendation  that  the  following 
be  substituted: 

Resolved,  that  the  MSSNY  request  Associated 
Hospital  Service  to  administer  and  promulgate  its 


emergency  medical  services  by  hospital  emergency 
rooms  program  in  such  a way  as  to  avoid  the  improp- 
er utilization  of  emergency  room  hospital  facilities, 
and,  in  addition,  to  re-evaluate  the  criteria  for  such 
care  and  make  them  more  stringent  so  that  coverage 
is  limited  to  bona  fide  emergency  situations. 

The  committee  felt  that  the  provision  of  coverage  of 
emergency  room  service  by  Blue  Cross  served  to  chan- 
nel patients  into  already  over-burdened  hospital  emer- 
gency rooms,  encouraging  the  abuse  of  emergency  room 
services  with  cases  that  properly  belong  in  physicians’ 
offices  or  outpatient  clinics;  that  emergency  room  ser- 
vices had  been  demonstrated  to  be  more  costly  than 
■similar  services  provided  in  a private  physician’s  office; 
that  Blue  Cross  was  replacing  Blue  Shield  Plans  by 
usurping  the  responsibility  for  payment  to  physicians 
that  had  been  reserved  for  the  Blue  Shield  Plans.  The 
committee  supported  the  intention  of  all  three  resolu- 
tions and  recommends  that  the  State  Society  seek  cor- 
rection of  the  problems,  insisting  that  parallel  coverage 
be  written  by  Blue  Shield  Plans  to  offer  patients  the 
choice  of  needed  care  either  in  their  physician’s  office 
or  ambulatory  facilities,  with  the  patients  free  to  select 
that  which  is  found  to  be  most  desirable  and  conve- 
nient. 

72-80,  Invasion  of  Physician- Patient  Relationship 
Prior  to  Treatment  by  Required  Unauthorized  Con- 
sultation by  Third  Party  Insurance  Carrier.  Max  N. 

Howard,  M.D.,  Director,  Division  of  Medical  Services, 
reported  on  the  actions  already  taken  in  regard  to  the 
letter  written  by  the  president  of  the  Storekeepers  Se- 
curity Plan  to  its  membership  regarding  “unnecessary 
operations”  and  the  requirement  that  in  order  to  be  el- 
igible for  surgical  benefits  the  members  must  submit  to 
examination  by  one  of  the  union’s  consultants  or  else 
coverage  would  not  be  afforded.  The  State  Society  re- 
quested the  Union  President  to  furnish  it  with  data 
substantiating  the  performance  of  “unnecessary  opera- 
tions” for  review  by  the  appropriate  Peer  Review  Com- 
mittee— a polite  reply  referred  to  the  Trussel  Report  of 
ten  years  ago.  Two  follow-up  letters  again  requesting 
that  substantiating  information  be  furnished  us,  re- 
main unanswered.  In  addition,  the  State  Society  has 
written  to  the  Superintendent  of  the  Insurance  Depart- 
ment of  the  State  of  New  York,  requesting  investiga- 
tion as  to  whether  the  requirement  of  preliminary  ap- 
proval for  insurance  benefits  to  be  extended  to  sub- 
scribers, was  not  a violation  of  their  contracts.  Fur- 
ther, Ralph  S.  Emerson,  M.D.,  Councilor,  of  our  State 
Society,  has  kept  us  informed  of  his  activities  as  a rep- 
resentative of  the  American  College  of  Surgeons,  inves- 
tigating the  professional  ethics  involved  in  the  union’s 
demands.  Both  New  York  and  North  Shore  Hospitals 
have  stated  they  have  entered  into  no  agreement  with 
the  union  in  question.  Dr.  Loperfido  stated  that  the 
Coordinating  Council  has  also  considered  this  letter 
and  was  unaware  of  the  activities  reported  above,  but 
recommended  that  information  be  exchanged  to  coordi- 
nate activities. 

72-21,  Voluntary  Elective  Sterilization  Under 
Medicaid.  This  was  accepted  by  the  committee  as  in- 
formation. 

72-31,  Transfer  of  Payment  Procedures  from  De- 
partment of  Social  Services.  Since  this  has  mainly 
to  do  with  Medicaid,  it  was  accepted  as  “information.” 
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72-30,  Medicaid  Fee  Schedule.  Accepted  as  infor- 
mation. 

72-74,  Authorization  for  Treatment  of  Patient  in 
Workmen's  Compensation  Case.  Referred  to  the 
Workmen’s  Compensation  committee. 

72-85,  Medicaid  Payments,  for  Abortions.  Accept- 
ed as  information. 

Resolution  72-8,  Relative  Value  Scale  and  Fee 
Schedules.  This  was  referred  to  the  Committee  on 
Economics. 

Medicaid.  The  committee  considered  the  denial  of 
payment  by  Medicare  to  physicians  for  hospital  care  of 
patients  where  the  hospital  record  does  not  contain  a 
daily  progress  note  by  the  physicians  of  record.  Atten- 
tion was  called  to  the  fact  that  daily  progress  notes 
were  not  necessary  for  every  hospitalized  patient  and 
that  such  demands  were  being  made  retroactively. 

The  committee  notes  that  the  fiscal  intermediaries 
for  the  Social  Security  Administration  are  required  by 
regulation  to  review  and  substantiate  claims  by  physi- 
cians justifying  payment.  It  is  further  noted  that  at 
least  one  carrier  accepted  notation  in  the  nurse’s  notes 
that  a physician  had  visited  the  patient  and  that  a 
note  by  the  physician,  each  time  he  saw  his  patient  is 
an  important  record  in  the  event  of  any  medical  legal 
action.  A physician  can  appeal  a decision  by  the  fiscal 
intermediary  to  the  Health  Insurance  Board  of  the  So- 
cial Security  Administration. 

The  Federal  regulations  governing  this  matter  have 
been  reviewed.  In  a memorandum  dated  Sept.  19, 
1969,  to  Medicare  fiscal  intermediaries,  the  United 
States  Government  stated  “payment  should  be  made 
only  on  the  basis  of  those  visits  which  can  be  substan- 
tiated by  the  hospital  records,”  and  further,  that  where 
the  physician  feels  a determination  is  incorrect,  “then 
the  burden  of  proof  is  on  him  to  furnish  additional  evi- 
dence in  support  of  the  claim.”  It  recommends  confir- 
mation be  obtained  by  the  carrier  “where  the  medical 
facts  do  not  support  the  frequency  of  physicians’  visits, 
or  in  cases  of  beneficiary  complaints.  Verification 
should  be  made  primarily  on  the  basis  of  physicians’ 
own  entry  in  the  patient’s  record  at  the  hospital. 
Entries  in  the  hospital  record,  made  by  other  persons, 
could  also  be  used  to  substantiate  hospital  visits — for 
example,  an  entry  in  the  nurse’s  notes  that  the  physi- 
cian saw  the  patient  on  a given  date  would  be  accept- 
able documentation.  A statement  by  the  beneficiary 
would  also  be  acceptable  documentation  provided  it 
was  made  sufficiently  close  to  the  alleged  date  of  the 
visit  that  it  would  be  reasonable  to  give  it  probative 
value.  Entries  in  the  physicians’  own  records  repre- 
sent possible  secondary  evidence;  however,  these  have 
far  less  probative  value  since  they  are  self-serving 
statements  and  judgment  would  have  to  be  exercised 
regarding  their  authenticity.” 

It  is  apparent  that  carriers  in  different  parts  of  the 
State  vary  in  their  interpretation  of  the  memorandum 
and  it  is  therefore  felt  that  the  problem  could  best  be 
dealt  with  at  the  local  level  with  each  involved  inter- 
mediary, as  was  being  done  by  several  of  the  county 
medical  societies.  The  State  Society  should  continue 
its  efforts  to  clarify  the  application  of  the  regulations  to 
insure  uniformity.  Physicians  should  be  encouraged  to 
make  an  entry  on  the  chart  each  time  they  see  a pa- 
tient, as  a desirable  procedure  to  forestall  future  legal 
complications.  However,  this  is  felt  to  be  an  unwar- 


ranted intrusion  by  government  fiat  upon  the  estab- 
lished modes  of  medical  practice.  Standards  for  the 
practice  of  medicine  should  be  set  by  a body  of  peers. 
Our  protest  against  this  Medicare  procedure  of  evalu- 
ating claims  should  be  made  known  to  the  Council, 
and  through  that  body  to  the  AM  A and  HEW. 

The  problems  physicians  encounter  resulting  from 
patients’  misunderstanding  of  Medicare  reimbursement 
formulas,  have  been  reviewed,  as  have  the  under-reim- 
bursement by  Medicare  due  to  mishandling  by  a clerk, 
and  the  efforts  being  made  by  the  AMA  to  have  a copy 
mailed  to  the  respective  physician  rendering  the  ser- 
vice, even  when  he  does  not  accept  assignment,  so  that 
such  errors  can  be  detected. 

A pamphlet  prepared  by  the  Illinois  State  Medical 
Society — “Medicare  Misconceptions” — for  distribution 
by  their  physicians  to  their  patients,  has  been  mailed 
to  each  of  the  committee  members.  The  committee 
agrees  that  this  pamphlet  helped  patients  understand 
the  Medicare  payment  formula  more  clearly  and  ob- 
viated the  necessity  for  patients  to  question  physicians. 
The  Illinois  State  Medical  Society  has  granted  blanket 
authorization  for  reproduction  of  its  pamphlet,  in 
whole  or  in  part.  This  committee  voted  to  recommend 
to  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  that  a similar  pamphlet  be  prepared  and  of- 
fered to  our  members,  at  cost. 

Standards  for  Approval  by  MSSNY  of  New  York 
State  Medical  Care  Plans.  The  Standards  were 
changed  last  year  when  the  State  Society’s  attention 
was  called  to  the  fact  that  the  Blue  Shield  Plan  of 
Western  New  York,  Inc.,  did  not  meet  the  Standards 
revision  of  February  16,  1971,  with  regard  to  the  para- 
graph Professional  Participation  which  requires  that 
physicians  on  the  governing  board  shall  be  designated 
by  county  or  state  medical  societies. 

It  was  further  noted  that  Blue  Shield  of  Western 
New  York,  Inc.,  required  that  physicians  on  the  gov- 
erning board  be  participants  in  the  plan.  The  By-laws 
of  the  other  six  Blue  Shield  Plans  were  reviewed  by  the 
Director  of  the  Division  of  Medical  Services  with  spe- 
cific reference  to  this  question. 

One  other  Plan,  Chautauqua  Regional  Medical  Ser- 
vice, Inc.,  also  failed  to  meet  the  Standards  For  Ap- 
proval in  this  regard.  Two  of  the  plans  make  no  spe- 
cific reference  that  physicians  elected  to  their  board  be 
participants — five  have  such  specific  reference. 

The  Standards  For  Approval  of  1961  read  that  the 
physicians  on  the  governing  body  of  medical  care  plans 
shall  be  acceptable  to  the  county  or  State  Medical  So- 
ciety. The  revision  in  1971  changed  this  wording  to 
designated  by  the  local  county  medical  society  or  so- 
cieties and/or  the  MSSNY. 

The  problem  was  discussed  and  the  general  consen- 
sus was  that  it  was  reasonable  that  physicians  serving 
on  the  governing  board  should  be  participants;  how- 
ever, it  was  also  the  consensus  that  the  medical  so- 
cieties should  have  the  right  to  designate  the  physi- 
cians who  would  be  representing  their  membership.  It 
was  further  felt  that  such  designations  should  be  ac- 
ceptable to  the  directors  of  the  plans. 

The  Committee  voted  unanimously  that  it  be  recom- 
mended to  the  Council  that  the  paragraph  heading 
“Professional  Participation”  in  the  Standards  For  Ap- 
proval of  February  16,  1971,  be  modified  as  follows: 

The  physicians  on  the  governing  body  shall  be  par- 
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ticipating  physicians  who  are  designated  by  the  local 
county  medical  society  or  societies  and/or  the  Medi- 
cal Society  of  the  State  of  New  York,  and  acceptable 
to  the  governing  body  of  the  medical  care  plan. 

It  was  further  recommended  that,  following  approval 
by  the  Council,  this  alteration  of  language  be  transmit- 
ted to  all  the  county  medical  societies  and  the  respec- 
tive medical  care  plans. 

Representatives  of  the  Medical  Society  of  the  County 
of  Erie  attended  a meeting  of  the  committee  at  which 
the  Standards  were  again  discussed.  At  this  meeting 
there  was  general  agreement  that  a physician  serving 
on  a Blue  Shield  Board  should  be  a participating  mem- 
ber since  he  should  be  involved  in  the  decisions 
reached.  The  question  was  posed  whether  “participat- 
ing” referred  to  any  one  or  meant  all  the  contracts  of- 
fered by  the  carriers.  The  carriers  indicated  there  was 
no  consistent  interpretation  by  the  plans.  It  was  de- 
cided that  a physician  who  signs  just  one  of  the  several 
agreements  would  be  considered  a “participating”  phy- 
sician. (Four  plans  required  participating  physicians 
to  sign  all  agreements  offered,  three  did  not). 

In  regard  to  “designated,”  it  was  noted  that  to  pro- 
vide for  an  elective  process,  there  should  be  more  than 
one  nominee.  It  was  agreed  that  this  would  be  taken 
into  account.  Attention  was  called  to  the  last  para- 
graph on  page  three  of  the  Standards  For  Approval, 
which  requires  that  any  known  or  suspected  irregulari- 
ties in  practice  by  physicians,  and  patterns  of  practice 
which  raise  the  cost  of  medical  care  to  unrealistic  lev- 
els be  referred  to  the  appropriate  county  medical  soci- 
ety committee,  for  review  and  corrective  action.  Also, 
that  each  plan  report  annually  to  the  Medical  Society 
of  the  State  of  New  York  the  number  and  disposition  of 
such  cases.  It  was  noted  that  we  have  not  been  receiv- 
ing such  reports.  The  representatives  of  the  plans 
stated  there  was  no  problem  in  their  submitting  such 
reports  and  they  would  do  so  in  the  future. 

Resolution  72-23,  Health  Insurance  ID  Cards. 
This  was  again  discussed.  It  was  reported  that  an 
opinion  obtained  from  the  Utica  Blue  Shield  Plan  em- 
phasized the  costliness  of  issuing  two  cards  to  each 
subscriber.  The  problem  of  keeping  cards  up-to-date 
was  noted.  A sample  card  from  a Michigan  Blue 
Shield  Plan  was  examined.  The  committee  re-en- 
dorsed the  concept  of  an  ID  card  and  requested  that 
the  carriers  proceed  to  devise  the  methodology  to  im- 
plement this,  as  soon  as  possible. 

Resolution  70-76,  Reimbursement  for  Radiological 
Services  by  Blue  Shield  instead  of  Blue  Cross.  The 
Medical  Society  of  the  State  of  New  York  has  again 
made  representation  to  the  Superintendent  of  Insur- 
ance of  the  State  of  New  York  that  all  health  insurance 
policies  offered  should  have  parallel  nonduplicate  cov- 
erage for  services  rendered  in  physicians’  offices  if  such 
services  are  covered  in  outpatient  or  emergency  room 
hospital  facilities. 

Acknowledgments.  Your  chairman  wishes  to  ex- 
press his  appreciation  to  the  members  of  the  commit- 
tee for  their  cooperation;  to  Max  N.  Howard,  M.D.,  Di- 
rector of  the  Division  of  Medical  Services,  for  his  assis- 
i tance  and  guidance,  and  to  Mrs.  Clementine  Thomp- 
son for  her  secretarial  assistance. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 


Medical  Care  Insurance  (Supplementary) 

To  The  House  of  Delegates,  Gentlemen: 

Since  making  the  Annual  Report  the  committee  met 
on  Nov.  2,  1972. 

Blue  Shield  Plans,  Annual  Progress  Report.  Dr. 

Howard  asked  for  a decision  from  the  committee  as  to 
the  necessity  for  continuing  the  compilation  and  is- 
suance of  an  Annual  Progress  Report  of  the  seven  Blue 
Shield  Plans  in  New  York  State.  The  material  for  this 
report  is  being  furnished  by  each  of  the  Plans  and  is  on 
file  in  our  office.  Since  this  report  has  required  con- 
siderable work,  he  questioned  whether  this  served  any 
useful  purpose  as  it  represented  a duplication.  The 
committee  decided  that  such  activity  should  be  discon- 
tinued. The  matter  will  also  be  referred  to  the  Eco- 
nomics Committee  for  its  consideration. 

Blue  Shield  of  Western  New  York.  The  status  of 
the  disagreement  between  the  Medical  Society  of  the 
County  of  Erie  and  the  Blue  Shield  Plan  of  Western 
New  York  was  discussed.  Dr.  Fairchild  reviewed  what 
had  transpired  to  date,  noting  the  revised  language  the 
committee  had  recommended  for  modifying  the  “Stan- 
dards For  Approval,”  that  such  language  had,  at  the 
time  of  our  last  meeting,  seemed  acceptable  to  all 
parties  but  that  subsequently  the  Medical  Society  of 
the  County  of  Erie  still  found  the  language  objection- 
able. Dr.  Fairchild  reported  that  he  had  spoken  with 
Dr.  W.  Vincent  Pierce,  of  the  National  Association 
Blue  Shield  Board,  and  Thomas  C.  Paton,  President  of 
the  California  Blue  Shield,  regarding  the  matter.  A 
committee  composed  of  representatives  of  the  Ameri- 
can Medical  Association  and  the  National  Association 
of  Blue  Shield  was  to  meet  with  representatives  of  the 
Medical  Society  of  the  County  of  Erie  and  the  Blue 
Shield  Plan  of  Western  New  York,  to  explore  the  causes 
of  the  disagreement  and  attempt  to  work  out  a solution. 
The  Chairman  stated  that  apparently  the  Medical  So- 
ciety of  the  County  of  Erie  wished  to  do  all  the  negotiat- 
ing for  its  physicians  through  its  Foundation,  and  further, 
that  it  would  designate  its  representatives  on  the  Board 
of  Directors  of  the  Blue  Shield  of  Western  New  York, 
not  subject  to  any  elective  process.  The  previous  lan- 
guage modification  by  this  committee  was  again  re- 
viewed and  approved.  The  members  reaffirmed  the 
feeling  that  any  physician  representing  participating 
physicians  on  the  Board  should  himself  participate  in 
at  least  one  of  the  Blue  Shield  Plans.  Dr.  Howard 
commented  that  the  Medical  Society  of  the  State  of 
New  York  has  not  been  informed  of  or  invited  to  sit  in 
on  the  AM  A meeting  mentioned  above. 

Pamphlet,  “Medicare  Misconceptions.”  The  sta- 
tus of  the  “Medicare  Misconceptions”  pamphlet  was 
discussed.  Dr.  Howard  stated  that  following  approval 
of  this  committee  for  the  preparation  of  a similar  type 
of  pamphlet  to  be  made  available  to  our  physicians, 
and  the  subsequent  approval  by  the  Council,  he  had 
transmitted  to  the  Public  and  Professional  Affairs  Divi- 
sion the  sample  copy  plus  the  comments  and  sugges- 
tions that  had  been  received,  and  that  Division  will 
now  concern  itself  with  the  preparation  and  distribu- 
tion of  the  pamphlet.  The  members  of  the  Medical 
Care  Insurance  Committee  will  receive  draft  copies 
prior  to  printing. 

Resolution  72-23  (Health  Insurance  ID  Cards).  Our 
request  to  Carriers  for  their  opinions  regarding  the  fur- 
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nishing  of  each  subscriber  with  an  ID  card  suitable  for 
use  with  an  imprinter,  had  received  only  one  favorable 
response,  namely,  Group  Health  Insurance,  which  indi- 
cated a willingness  to  explore  the  matter  further.  The 
other  responses  were  all  negative  with  the  objections 
being  cost,  illegibility,  frequent  changing  of  types  of 
plans,  etc.  It  was  noted  that  there  is  a pilot  project 
under  way  at  this  time  with  ID  cards  being  furnished  to 
all  Federal  employees  under  Blue  Shield  coverage. 
The  committee  decided  to  postpone  any  further  ac- 
tion on  this  matter  pending  the  results  of  this  pilot 
project. 

UC-90  Plan  of  United  Medical  Service,  Inc.  Dr. 
Howard  reported  that  UMS  was  now  in  the  process  of 
marketing  this  Plan  since  it  claimed  more  than  50  per 
cent  of  the  physicians  had  indicated  they  would  partic- 
ipate. Actually,  as  of  this  time,  they  have  enrolled 
59.2  per  cent  of  the  physicians  but  this  percentage  in- 
volves only  those  who  render  85  per  cent  of  the  services 
covered  by  UMS,  and  was  not  uniform  in  all  of  the 
counties;  for  example:  the  Westchester  County  Medical 
Society  survey  of  all  their  members  indicated  that  only 
17  per  cent  had  signed  up.  The  Superintendent  of  In- 
surance has  restricted  the  marketing  of  the  UC-90  Plan 
to  only  the  groups  with  “Master”  and  “Negotiated” 
contracts.  It  was  felt  that  the  increase  in  the  number 
of  physicians  agreeing  to  participate  in  this  program 
followed  the  UMS  action  of  permitting  each  physician 
to  set  his  own  profile.  After  lengthy  discussion,  the 
committee  decided  it  still  would  not  recommend  par- 
ticipation to  our  physicians  because: 

1.  The  Plan  still  retained  the  1 per  cent  discount; 

2.  Nonparticipating  physicians  receive  smaller 
payments; 

3.  The  printing  of  the  names  of  participating 
physicians; 

4.  Payment  was  limited  to  the  90  percentile  rath- 
er than  to  full  “usual  and  customary”  fees. 

Relative  Value  Scale.  Dr.  Howard  reported  on  his 
attending  a meeting  of  the  seven  Blue  Shield  Plans  in 
Saratoga  and  his  presenting  the  results  of  the  Peat, 
Marwick,  Mitchell  study;  the  deficiencies  in  that 
study,  the  subsequent  surveys  by  the  Specialty  So- 
cieties and  the  progress  in  developing  a Relative  Value 
Scale  by  the  Interspecialty  and  Economic  Committees. 
He  felt  that  his  presentation  was  well  received  and  that 
the  Plans  recognized  the  thoroughness  with  which  the 
Medical  Society  of  the  State  of  New  York  was  proceed- 
ing in  this  activity.  Dr.  Fairchild  expressed  to  him  the 
gratitude  of  the  Conference  of  Plans  in  Saratoga  for  his 
exchange  of  information  and  knowledge.  Mr.  John  H. 
Clancy,  President  of  the  Blue  Shield  of  Central  New 
York,  was  designated  to  be  the  liaison  between 
MSSNY  and  the  seven  Blue  Shield  Plans.  This  should 
result  in  closer  and  more  effective  communication  in 
regard  to  common  problems. 

Medical  Records.  The  correspondence  of  Gordon  R. 
Meyerhoff,  M.D.,  relative  to  confidentiality  of  medical 
records,  the  rating  of  policies  and  the  publishing  of 
some  document  to  indicate  which  health  coverage  poli- 
cies we  will  and  will  not  back,  was  discussed.  It  was 
decided  that  this  is  not  within  our  province,  but  that  of 
the  Superintendent  of  Insurance  of  the  State  of  New 
York. 

Medicare  Changes,  HR  1.  The  changes  in  the  new 


HR-1  bill  were  commented  on  and  members  were  in- 
formed that  the  legislative  division  was  in  the  process 
of  preparing  a release  which  would  be  made  available 
to  all  members.  Particular  reference  was  made  to  the 
changes  defining  the  term  “skilled  nursing.”  It  was 
also  noted  that  under  “Chiropractic  Services”  Medi- 
care provided  that  such  would  be  rendered  only  when 
x-rays  demonstrated  subluxation.  It  was  further 
pointed  out  that  the  coverage  by  Medicaid  of  Chiro- 
practic treatments  did  not  spell  out  the  same  x-ray  re- 
quirement. 

Medicaid  Claim  Forms.  Mr.  Don  Irish,  Executive 
Director  of  the  Medical  Society  of  the  County  of  Mon- 
roe, had  telephoned  and  requested  our  attendance  at  a 
meeting  being  held  between  their  representatives  and 
Medicaid  personnel  in  regard  to  the  new  claim  forms 
being  promulgated  for  a pilot  study  with  the  expecta- 
tion that  such  would  then  be  utilized  state-wide.  Dr. 
Bales  had  attended  as  a representative  of  this  commit- 
tee and  of  the  MSSNY  and  he  distributed  sample  cop- 
ies of  the  proposed  new  claim  forms.  The  Medical  So- 
ciety of  the  County  of  Monroe  had  objected  to  these  on 
the  ground  that  they  were  unnecessarily  cumbersome, 
requiring  additional  time  and  expense,  and  required 
the  patient’s  signature  for  each  visit.  The  committee 
found  the  objections  of  the  Medical  Society  of  the 
County  of  Monroe  valid.  It  was  noted  that  the  demon- 
stration project  is  not  yet  finalized  and  further  negotia- 
tions between  the  Medical  Society  and  Medicaid  per- 
sonnel were  continuing.  This  committee  would  be 
kept  informed  of  developments. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle  i 
T.  Bernard,  M.D.,  chairman. 

The  reference  committee  notes  with  interest  that  the  ! 
$2500/$4000  contract  has  been  phased  out  and  that  j 
some  $4000/$6000  contracts  are  being  phased  out. 

The  Medical  Care  Insurance  Committee  has  had 
many  intensive  discussions  on  the  problem  of  the  UC- 
90?,  and  it  was  noted  that  there  was  need  for  further  i 
exploration  and  clarification.  The  Committee  on 
Medical  Care  Insurance  has  recommended  that  the 
Council  not  yet  endorse  or  support  the  United  Medical 
Service,  Inc.,  file  fee  payment  program.  However,  it  j 
was  noted  that  United  Medical  Service,  Inc.,  would 
modify  some  of  its  original  provisions  to  meet  the  criti- 
cism of  the  Committee. 

The  reference  committee  heard  a great  deal  of  dis- 
cussion regarding  the  disagreement  between  the  Medi- 
cal Society  of  the  County  of  Erie  and  Blue  Shield  of 
Western  New  York,  Inc.,  with  regard  to  professional 
representation  on  its  Board  of  Directors.  There  are 
two  divergent  points  of  view.  The  Medical  Society  of 
the  County  of  Erie  believes  that  since  the  nominee  tc 
the  Board  of  Directors  represents  the  entire  local  medi 
cal  society,  there  should  be  complete  freedom  of  choice 
whether  or  not  he  is  a participating  physician  in  one  oi 
more  plans.  The  other  point  of  view,  as  expressed  b\ 
the  Blue  Shield  Plan  of  Western  New  York,  Inc.,  is 
that  if  a physician  is  to  be  on  the  Board  of  Directors  o 
the  plan,  it  is  of  the  utmost  importance  that  he  be  £ ' 
participating  member  as  are  lay  members  of  the  Board. 
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At  a meeting  of  the  Council,  a revised  statement  on 
professional  participation  was  passed  by  the  Council 
which  reads  as  follows: 

Professional  Participation:  The  physicians  on  the 
governing  body  shall  be  participating  physicians  (a 
physician  who  has  signed  one  or  more  of  the  physi- 
cian agreements  offered  by  that  Blue  Shield  Plan) 
who  are  designated  as  nominees  (at  least  two  for 
each  position  vacancy  on  the  governing  board)  to  the 
nominating  committee  of  the  Blue  Shield  Plan,  by 
the  local  county  medical  society  or  societies,  and/or 
the  Medical  Society  of  the  State  of  New  York. 

After  much  discussion,  your  reference  committee 
concurred  with  the  Council  recommendation  for  the 
following  reasons:  It  is  thought  that  if  a nonpartici- 

pating physician  was  elected  to  the  Board  of  Directors 
of  a Blue  Shield  Plan,  he  would  be  making  decisions 
which  would  concern  the  participating  members,  but 
would  in  no  way  affect  himself.  We  also  believe  that 
the  submission  of  the  names  of  two  or  more  nominees 
is  advantageous  to  give  a wider  choice  of  physician  rep- 
resentation of  the  Board  of  Directors. 

The  reference  committee  thanks  Robert  D.  Fairchild, 
M.D.,  chairman,  and  his  committee  for  their  untiring 
efforts  in  the  work  of  this  committee. 

The  House,  after  discussion,  amended  the  revised 
statement  on  professional  participation  by  the  addition 
of  “totally”  before  “participating  physicians,”  the  dele- 
tion of  “one  or  more”  and  the  insertion  of  “all”  in  its 
place;  and  the  addition  of  “approved  by  the  Society” 
after  “Blue  Shield  Plan.” 

The  statement  will  then  read  as  follows: 

Professional  Participation:  The  physicians  on  the 
governing  body  shall  be  totally  participating  physi- 
cians (a  physician  who  has  signed  all  of  the  physician 
agreements  offered  by  that  Blue  Shield  Plan  ap- 
proved by  the  Society)  who  are  designated  as  nom- 
inees (at  least  two  for  each  position  vacancy  on  the 
governing  Board)  to  the  nominating  committee  of 
the  Blue  Shield  Plan,  by  the  local  county  medical 
society  or  societies,  and/or  the  Medical  Society  of 
the  State  of  New  York.” 

The  House,  after  further  discussion,  adopted  this 
portion  of  the  reference  committee  report  as  amend- 
ed. 

Resolution  13-27,  Withdrawal  of  Medicaid  Fees 
for  Hemodialysis 

Introduced  by  Medical  Society  of  the  County  of  Oneida 

WHEREAS.  It  is  recognized  that  the  cost  of  rehabili- 
tating chronic  hemodialysis  patients  is  significant; 
and 

WHEREAS.  It  is  also  recognized  that  approximately 
half  the  patients  who  need  chronic  dialysis  are  on  the 
Medicaid  rolls;  and 

WHEREAS,  The  Bureau  of  Medicaid  of  the  New 
York  State  Department  of  Health  has  officially  with- 
drawn certain  professional  fees  for  chronic  hemodi- 
alysis from  the  State  Medical  Fee  Schedule;  and 

WHEREAS.  The  New  York  State  Department  of 
Health  has  put  through  an  administrative,  unilater- 
al, nonarbitrating  rule  eliminating  the  payment  of 
the  physician  for  chronic  hemodialysis,  the  previous 
fee  having  been  scheduled  at  five  units  or  approxi- 


mately $20.00  per  chronic  dialysis  and  the  present, 
recommendation  by  the  Bureau  of  Medicaid  being  a 
daily  hospital  fee  amounting  to  one  and  one-half 
units  per  call  or  $6.40;  and 

WHEREAS,  This  $6.40  payment  would  be  the  only 
compensation  for  the  nephrologist’s  efforts  in  reha- 
bilitating the  patient;  and 

WHEREAS.  At  the  minimum,  this  would  include  an 
average  of  a short  examination  and  a total  of  one-half 
hour’s  time  in  the  morning  of  the  dialysis,  two  tele- 
phone calls  a day  during  the  dialysis,  conferences 
with  the  social  worker,  the  dietitian  and  the  nurses 
in  arranging  the  patient’s  program,  as  well  as  with 
the  Home  Dialysis  Training  Unit  at  a medical  cen- 
ter, arrangements  for  installation  of  equipment  for 
dialysis  and  for  water  purification  or,  interviewing 
prospective  donors  if  the  patient  is  to  have  a kidney 
transplant,  drawing  blood,  sending  out  tissue  typing 
and  arranging  transplantation  procedures;  and 

WHEREAS.  In  addition  to  the  aforementioned  more 
immediate  problems  with  each  patient  individually, 
there  are  the  on-going  problems  in  the  maintenance 
of  the  dialysis  machines,  obtaining  the  equipment 
and  arranging  the  schedules  in  order  to  maintain  the 
dialysis  unit  as  an  entity;  and 

WHEREAS.  This  is  an  on-going  educational  pro- 
gram, both  for  the  patient  and  the  personnel  serving 
the  dialysis  unit  to  accomplish  the  degree  of  rehabili- 
tation desired;  and 

WHEREAS.  It  is  necessary  to  spend  at  least  one  and 
one-half  hours  per  day  per  dialysis  to  maintain  this 
dialysis  program;  and 

WHEREAS.  With  remuneration  at  such  unrealistic 
rates,  it  is  completely  absurd  to  attempt  to  foster 
good  patient  care  through  the  State  Kidney  Disease 
Institute  on  one  hand  and  yet  not  nurture  it  on  the 
other,  the  cost  of  any  program  being  directly  propor- 
tional to  the  effort  directed  toward  it;  and 

WHEREAS.  If  the  private  nephrologists  have  no 
choice  but  to  deny  Medicaid  patients  from  their 
units  and  direct  them  to  Albany  for  their  chronic  di- 
alysis, this  will  result  in  overloading  the  dialysis  fa- 
cilities of  the  State-operated  dialysis  units  in  Alba- 
ny, disrupt  the  patient’s  continuity  of  care  and  life 
style  from  the  home  environment  and  result  in  lack 
of  rehabilitation  and  reconstruction  of  the  patient’s 
life  as  is  the  basic  goal  in  this  type  of  therapy;  there- 
fore, be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  effect  a realistic  and 
appropriate  fee  schedule  for  chronic  hemodialysis. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER 
VICES:  The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

The  reference  committee  concurs  with  the  senti- 
ments of  this  resolution,  but  we  note  that  probably  this 
will  no  longer  be  an  issue  because  the  Social  Services 
Law  will  be  amended  to  classify  required  kidney  dialy- 
sis as  a catastrophic  illness  under  Medicaid,  with  the 
person  requiring  such  kidney  dialysis  eligible  to  receive 
assistance  for  the  entire  cost.  This  was  published  in 
Capitol  News. 

The  committee  recommends  that  this  resolution  be 
adopted. 

The  House  voted  to  adopt  Resolution  73-27. 
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Resolution  73-47,  Discrepancy  in  Reimbursement 
for  Part  B Medicare  Services 

Introduced  by  Medical  Society  of  the  County  of  St. 
Lawrence 

WHEREAS.  All  Medicare  Part  B subscribers  state- 
wide pay  the  same  premium  for  Part  B coverage  re- 
gardless of  race,  color,  creed,  economic  status,  or 
geographic  residence;  and 

WHEREAS.  Physicians’  services  when  rendered  to  a 
medicare  patient  by  similarly  trained  and  qualified 
individuals  should  be  worth  the  same  value  regard- 
less of  geographic  location;  and 
WHEREAS.  Part  B Medicare  Benefit  reimburse- 
ments are  based  on  usual,  customary,  and  reasonable 
fees;  and 

WHEREAS.  The  Part  B fiscal  intermediary  Metro- 
politan Life  Insurance  Company,  has  arbitrarily  set 
physician  services  fee  profiles  on  a geographic  basis 
without  prior  consultation  with  the  Medical  Society 
of  the  State  of  New  York  or  with  the  involved  medi- 
cal service  providers  of  the  area  serviced;  and 

WHEREAS,  Metropolitan  Life  Insurance  Company, 
by  their  own  admission,  submitted  to  the  Depart- 
ment of  Health,  Education,  and  Welfare,  physicians 
services  fee  profiles  of  questionable  statistical  validi- 
ty, which  have  economically  deprived  Part  B Medi- 
care Beneficiaries  of  uniform  reimbursement;  and 
WHEREAS,  Such  inequitable  reimbursement  prac- 
tices by  fiscal  intermediaries  has  contributed  to  and 
aggravated  the  problem  of  rural  areas  attracting  phy- 
sician manpower;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  investigate  the  reasons  for  the  Department 
of  Health,  Education,  and  Welfare  accepting  the  spu- 
rious physicians  service  fee  profile  arbitrarily  sub- 
mitted by  Metropolitan  Life  Insurance  Company  for 
application  to  the  geographic  area  serviced  by  their 
Utica  area  office;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  no  Medicare  Part  B Beneficiary 
be  penalized  by  unequal  and  discriminatory  reim- 
bursement based  on  his  geographic  residence. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Your  reference  committee  notes  that  upon  investiga- 
tion the  Metropolitan  Life  Insurance  Company  does 
take  reasonable  action  in  determining  physician  fee 
profiles  of  the  region  involved.  We  disapprove  of  the 
second  resolve  because  usual  and  customary  fees  of  ne- 
cessity vary  with  geographical  area.  Although  we  dis- 
approve of  this  resolution,  we  must  recognize  that  this 
is  an  important  element  in  matters  of  attracting  physi- 
cians to  rural  areas. 

The  reference  committee  recommends  that  this  reso- 
lution be  not  adopted. 

The  House  voted  not  to  adopt  resolution  73-47. 

Resolution  73-51,  Restoration  of  Original  Medi- 
caid Fees 

Introduced  by  The  Medical  Society  of  the  County  of 
Albany 

WHEREAS.  The  Department  of  Social  Services  has 
failed  to  establish  a reasonable  fee  for  Medicaid  pa- 
tients as  was  indicated  when  the  law  went  into  ef- 


fect; and 

WHEREAS.  The  schedule  has  been  reduced  by  20  per 
cent  on  two  occasions  from  a fee  that  was  less^than 
usual,  customary,  and  reasonable;  and 

WHEREAS.  The  intent  of  the  law  was  to  eliminate 
Medicaid  recipients  as  second  class  citizens  by  pro- 
viding them  with  the  same  opportunities  for  medical 
care  as  other  citizens;  and 

WHEREAS.  The  law  discriminates  against  a physi- 
cian in  private  practice,  because  a salaried  physician 
can  receive  financial  increases  which  are  part  of  the 
reimbursable  formula  which  has  been  repeatedly  in- 
creased since  the  law  went  into  effect;  and 

WHEREAS,  The  fee  is  so  low  that  physicians  turn 
patients  away  to  be  seen  at  clinics  and  emergency 
rooms  where  the  fee  per  visit  is  considerably  more 
and  the  overall  cost  more;  and 

WHEREAS.  It  is  fallacious  to  claim  that  a uniform 
fee  must  be  paid  throughout  the  State,  because  each 
county  unit  pays  each  a different  fee  for  the  same 
service;  and 

WHEREAS.  The  fiscal  crisis  appears  over  because 
the  government  employees  have  been  given  a pay  in- 
crease since  the  law  went  into  effect,  and  the  admin- 
istrative costs  of  the  program  appear  to  exceed  the 
physician’s  share,  and  where  a restoration  of  the  two 
20  per  cent  reductions  applied  to  about  9 per  cent  of 
the  total  would  increase  costs  about  3.5  per  cent, 
some  of  which  would  be  reduced  by  fewer  clinic  and 
emergency  room  visits;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  an  immediate  restoration  to  the  origi- 
nal fee  unilaterally  promulgated  by  the  State;  and  be 
it  further 

Resolved,  That  a fee  schedule  that  is  reasonable  to 
all  concerned,  be  worked  out  with  the  appropriate 
agencies  in  order  to  effect  the  original  intent  of  the 
law,  to  eliminate  Medicaid  recipients  from  being  sec- 
ond class  citizens. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

The  reference  committee  believes  that  this  resolution 
is  contrary  to  all  our  best  efforts  in  negotiations  con- 
cerning Medicaid  fees.  The  committee  recommends 
that  this  resolution  be  not  adopted. 

The  House  voted  not  to  adopt  Resolution  73-51. 

Resolution  73-65,  Medicaid  Eligibility  Income 
Standards 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  The  general  economic  trend  has  re- 
sulted in  generally  higher  family  incomes,  but  gains 
in  income  have  been  negated  by  rising  cost  of  living 
in  families  having  less  money  to  spend  on  medical 
care;  and 

WHEREAS.  Original  Medicaid  eligibility  was  based 
on  an  income  of  $6,000  for  a family  of  four;  and 

WHEREAS.  Many  families  originally  eligible  for 
medical  care  under  the  Medicaid  program  are  now 
ineligible  because  of  either  increased  dollar  income 
without  increase  in  purchasing  power,  or  decreased 
income  ceiling  for  eligibility  and  are  now  entirely 
without  any  medical  care  except  in  cases  of  cata- 
strophic illness;  and 

WHEREAS,  Such  persons  do  not  receive  the  benefits 
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of  preventive  health  care,  dental  care,  or  early  diag- 
nosis and  treatment  of  illness;  and 

WHEREAS,  Failure  to  provide  such  health  care  is 
costly  both  to  the  individual  affected  and  to  the 
economy  which  must  eventually  bear  the  full  cost  of 
care  of  advanced  illness,  loss  of  productivity  of  the 
individual,  and  possibly  a lifelong  handicapping  con- 
dition; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  supporting  reinstitution  of 
the  1968  Medicaid  eligibility  income  standards;  and 
be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
the  Governor  of  the  State  of  New  York  and  each  New 
York  State  Senator  and  Assemblyman. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICE: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

The  reference  committee  believes  that  reinstitution 
of  the  1968  Medicaid  eligibility  income  standards 
would  be  a backward  step  and,  therefore,  the  commit- 
tee recommends  that  this  resolution  be  not  adopted. 

The  House  voted  not  to  adopt  Resolution  73-65. 

Resolution  73-76,  Change  in  Medicaid 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  Charges  of  mismanagement,  fraud  and 
improper  delivery  of  medical  care  are  being  repeat- 
edly made  against  Medicaid  in  the  public  press  and 
other  media;  and 

WHEREAS,  It  is  known  that  only  a very  small  per- 
centage of  practicing  physicians  are  involved  in  the 
delivery  of  care  in  Medicaid;  and 

WHEREAS,  The  medical  profession  has  repeatedly 
criticized  the  methods  of  operation  and  reimburse- 
ment in  Medicaid;  and 

WHEREAS,  The  advice  of  the  medical  profession  as 
to  improved  operation  of  Medicaid  to  gain  broad 
physician  support  and  participation  has  been  repeat- 
edly rejected;  and 

WHEREAS.  It  is  the  desire  and  stated  policy  of  the 
medical  profession  that  the  poor  and  medically  indi- 
gent shall  receive  good  medical  care;  and 

WHEREAS.  It  is  also  the  policy  of  the  profession 
that  fraud  and  waste  of  public  funds  should  be  pre- 
vented; therefore  be  it 

Resolved,  That  the  medical  profession  through  the 
Medical  Society  of  the  State  of  New  York  and  its 
various  component  county  medical  societies,  offers 
its  assistance,  advice  and  cooperation  to  the  Legisla- 
ture and  State  and  City  Governments  to  the  end 
that  Medicaid  may  be  improved  in  its  operation  by 
the  elimination  of  fraud  and  waste  and  that  the  re- 
cipients may  be  assured  efficient  good  quality  medi- 
cal care. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution  and  urges  that  all  assistance  and  advice 
be  extended  to  the  State  and  city  governments. 

The  House  voted  to  adopt  resolution  73-76. 


Resolution  73-83,  Medicaid  Action  to  Mandate 
the  Use  of  Generic  Prescriptions 

Introduced  by  Medical  Society  of  the  County  of  Queens 

WHEREAS,  For  Medicaid  patients  in  New  York 
City,  the  new  regulation  requiring  the  sole  use  of  a 
new  Medicaid  Prescription  Order  and  Invoice  (Form 
W 304  J)  as  a prescription  blank  specifically  for 
Medicaid  patients,  demanding  that  if  a physician 
desires  to  order  a medication  by  a trade  name  not 
listed  in  a new  formulary,  he  is  mandated  to  either 
accept  the  alleged  generic  “equivalent”  or  call  a pre- 
set telephone  number  for  permission  to  order  the 
medication,  and  justify  his  judgment  for  the  medica- 
tion he  considers  best  for  his  patient;  and 

WHEREAS,  There  is  no  knowledge  as  to  whether  the 
person  answering  the  phone  to  give  permission  or 
deny  it,  is  a doctor  or  a clerk  or  if  the  phoqe  will 
be  covered  24  "hours  a day  for  emergency  treatment; 
and 

WHEREAS,  It  has  been  amply  testified  by  various 
prominent  medical  authorities  that  “genetics”  are 
NOT  equivalent;  and 

WHEREAS,  In  California  a similar  “generic  substi- 
tution regulation”  by  Medi-Cal  was  rejected  by  the 
courts;  and 

WHEREAS,  Many  drug  “generics”  substituting  for 
trade  name  products  such  as:  generic  Dioxin  for  La- 
noxin, Dilantin  made  by  a different  manufacturer 
with  a cheap  base;  generic  Chloromycetin,  the  for- 
eign made  generic  of  Aureomycin,  and  many  others, 
including  Riboflavin,  Acetyl  Salicylic  Acid,  and  cer- 
tain forms  of  Tetracyclines  were  all  proven  to  be  in- 
ferior, nontherapeutic  and,  in  some  cases,  even  toxic 
as  compared  to  the  trade  name  products;  and 

WHEREAS,  Even  in  a Federal  Drug  Administration 
statement  by  Charles  Edward,  M.D.,  there  was  the 
admission  that  the  release  of  an  active  drug  from  a 
product  may  be  greatly  influenced  by  a physico- 
chemical factor  in  a product  and  its  formulation,  and 
that  “it  is  not  possible  to  specify  . . . the  frequency 
with  which  lack  of  equivalence  in  bioavailability  . . . 
may  occur;”  and 

WHEREAS,  Compliance  with  the  regulation  could 
require  that  a physician  permit  a pharmacist  or 
other  person  to  substitute  for  the  medication  of  his 
judgment,  thus  breaching  the  Education  Law  which 
does  not  permit  a physician  to  delegate  his  authority 
or  responsibility  and  it  would  breach  Sec.  6816  . . 
Sept.  1971,  of  the  Pharmacy  Law  of  the  State  of  New 
York,  Chap.  987  as  amended  by  Chap.  994,  which 
states  that  it  is  a misdemeanor  for  a pharmacist  to 
change  a prescription;  and 

WHEREAS,  Implementation  of  this  Medicaid  regu- 
lation would  result  in  two  classes  of  treatment — an 
inferior  one  for  Medicaid  patients  as  contrasted  with 
private  patients  who  would  receive  reliable  medica- 
tion; therefore  be  it 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  object  to  the  concept  mandated  by  the 
Medicaid  regulation  which  mandates  the  physician 
to  order  generics  from  a pre-set  formulary,  or,  having 
to  justify  his  objections  by  phone  to  someone  who 
may  not  even  be  a physician;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  declare  the  regulation  (a)  dangerous,  (b) 
interference  with  the  rights  of  patients  to  be  properly 
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treated  and  (c)  an  untenable  attempt  to  deprive  the 
physicians  and  the  pharmacists  the  legally  granted 
right  to  practice  their  profession;  and  be  it  further 
Resolved,  That  this  House  advise  its  members  to 
refrain  from  participation  with  the  Regulation,  and 
so  advise  the  Medicaid  authorities. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

The  reference  committee  recommends  approval  of 
the  first  two  Resolves.  All  testimony  was  in  accord 
with  the  concept  that  generic  substitutions  are  not  to 
the  advantage  of  the  patient. 

We  would  like  to  amend  this  resolution  by  the  sub- 
stitution of  the  following  for  the  third  resolved: 

Resolved,  That,  in  view  of  the  two  Resolves,  each 
member  individually  should  consider  whether  he 
should  or  should  not  comply  with  these  regulations. 
The  committee  recommends  approval  of  this  amend- 
ed resolution. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 73-83  as  amended. 

Workmen's  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee 
on  Workmen’s  Compensation  of  the  Division  of  Medi- 
cal Services. 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman  Monroe 

Alan  E.  Baum,  M.D.  Nassau 

Ray  A.  Elliott,  Jr.,  M.D Albany 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D.  New  York 

George  Lim,  M.D.  Oneida 

Asa  Paul  Ruskin,  M.D New  York 

Loring  W.  Wood,  M.D Erie 

Leonard  Weitzman,  M.D Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  to  consider  prob- 
lems relating  to  workmen’s  compensation  matters. 

RESOLUTIONS 

The  committee  considered  the  following  resolutions 
which  were  referred  to  it  by  the  House  of  Delegates  in 
February,  1972. 

72-22,  Workmen’s  Compensation  and  Prearbitra- 
tion Payment.  The  resolved  portion  of  which  reads  as 

follows: 

Resolved,  That  the  House  of  Delegates  instruct  the 
Workmen’s  Compensation  Committee  of  the  Medical 
Society  of  the  State  of  New  York  to  inform  the 
Workmen’s  Compensation  Board  of  the  State  of  New 
York  of  the  arbitration  practices  of  these  insurance 
carriers,  and  to  request  the  Workmen’s  Compensa- 
tion Board  of  the  State  of  New  York  to  investigate 
and  notify  these  carriers  of  the  need  for  equitable 
prearbitration  payment  as  practiced  by  the  majority 
of  compensation  carriers  in  New  York  State. 

This  problem  had  already  been  brought,  on  several 
occasions,  to  the  attention  of  the  Advisory  Committee 


on  the  Medical  Fee  Schedule  and  Allied  Problems  of 
the  Workmen’s  Compensation  Board  and  via  that  com- 
mittee to  carrier  representatives,  requesting  correction 
of  undue  delay  and  nonpayment  of  bills.  Further,  when 
the  abuse  in  question  is  noted  in  the  course  of  proceed- 
ings of  the  Workmen’s  Compensation  arbitration  com- 
mittees, it  has  become  routine  to  censure  the  carriers 
involved.  As  a result  the  number  of  instances  of  such 
abuse  has  decreased.  We  can  therefore  report  that  ap- 
propriate action  has  already  been  taken  and  will  con- 
tinue to  be  taken  to  implement  the  resolution. 

72-71,  Fees  for  Treatment  of  Multiple  Injuries  in 
Workmen’s  Compensation  Cases.  The  resolved  por- 
tion reads  as  follows: 

Resolved,  That  the  Workmen’s  Compensation 
Board  be  requested  to  remove  the  present  limitation 
on  the  total  fee.  , 

This  resolution  which  requested  the  abolition  of  the 
limitation  of  the  total  fee  for  treatment  of  multiple  in-  | 
juries  to  twice  the  greatest  fee  could  not  be  dealt  with 
in  the  present  negotiations  with  the  advisory  commit-  jj 
tee  because  of  the  necessity  to  adhere  to  the  agreed 
upon  ten  per  cent  increase  in  total  fees.  The  latter 
agreement  necessitated  the  acceptance  of  present 
“ground  rules”  since  it  would  be  impossible  to  measure 
the  increase  if  such  rules  were  altered.  The  topic  re-  - 
mains  open  for  discussion  and  negotiation  through  the 
Advisory  Committee. 

72-72,  Workmen’s  Compensation  Board  Hearings. 

The  three  Resolves  in  this  resolution  were  amended  to 
read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  » 
New  York  petition  the  Workmen’s  Compensation 
Board  to  establish  branches  in  the  different  counties 
to  make  loss  of  time  in  travelling  unnecessary;  and 
be  it  further 

Resolved,  That  the  fee  for  the  hearing  itself  be 
raised  to  a minimum  of  $100;  and  be  it  further 

Resolved,  That  where  travel  time  is  more  than  one 
hour  a minimum  fee  of  $150.00  be  established. 

The  three  resolves  of  this  resolution  were  presented 
to  the  Advisory  Committee  on  the  Medical  Fee  Sched-  i) 
ule  and  Allied  Problems  of  the  Workmen’s  Compensa-  I 
tion  Board.  In  regard  to  the  establishment  of  a greater 
number  and  more  easily  accessible  hearing  locations 
that  would  be  more  convenient  for  physicians  to  reach,  l« 
there  has  already  been  some  positive  implementation. 
The  matter  is  still  an  open  one  with  the  Workmen’s 
Compensation  Board;  they  are  aware  of  the  problem 
and  are  giving  further  consideration  to  meeting  the  de- 
sires of  the  physicians  wherever  practical. 

The  request  for  a $100.00  minimal  fee  for  physicians 
testifying  at  a hearing  was  presented  to  the  chairman 
of  the  Workmen’s  Compensation  Board  who  referred  it 
to  the  advisory  committee  for  an  opinion.  After  a good 
deal  of  discussion  it  was  finally  recommended  to  the 
chairman  that  the  minimum  fees  payable  to  X-rated 
physicians  be  increased  from  $20.00  to  $30.00  and  S- 
rated  physicians  from  $35.00  to  $45.00.  It  was  pointed 
out  that  referees  are  usually  considerate  of  the  time  in 
volved,  and  physicians  should  call  to  the  latter’s  atten 
tion  those  instances  where  travel  time  plus  attendant 
time  at  the  hearing  warrant  fees  greater  than  the  mini 
mum.  We  plan  to  inform  our  physicians  to  call  sucl 
situation  to  the  referee’s  attention  should  he  overlool 
them. 
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We  also  had  to  be  content  with  a 10  per  cent  increase 
over  the  present  fifty  cents  a mile  travel  allowance. 

In  the  course  of  the  discussion  of  the  above,  we  re- 
quested that  there  be  more  careful  screening  as  to  the 
necessity  for  his  attendance  at  a hearing  before  the 
physician  is  subpoenaed.  As  a result  the  Supervising 
Referee  of  the  Workmen’s  Compensation  Board  attend- 
ed a meeting  of  the  Advisory  Committee  and  promised 
to  bring  this  matter  to  the  attention  of  all  referees. 

72-84,  Compensation  Fees  for  Treatment  of  Higher 
Paid  Employees.  The  resolved  portion  of  which  reads 
as  follows: 

Resolved,  That  the  Workmen’s  Compensation 
Board  be  petitioned  to  restore  the  physician’s  right 
to  charge  higher  fees  to  the  carrier  for  the  treatment 
of  higher  paid  employes. 

This  resolve  requests  that  where  a higher  paid  em- 
ploye is  treated  as  a compensation  case,  the  physician 
be  permitted  to  charge  higher  fees.  The  committee 
noted  that  this  would  be  counter  to  the  trend  of 
charging  all  patients  a similar  fee  for  similar  services, 
and  unanimously  moved  to  recommend  to  the  Council 
that  this  resolution  be  opposed. 

72-24,  Elimination  of  Required  Arbitration  Fee 
and  72-32,  Compensation  Case  Hearings.  The  re- 
solved portion  of  which  reads  as  follows 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  to  the  Workmen’s  Compensa- 
tion Board  that  an  arbitration  fee  of  five  per  cent  be 
required  from  the  carriers  and  five  per  cent  from  the 
physician  with  no  minimal  fee. 

These  two  resolutions  were  considered  together  as 
they  both  seek  the  abolition  of  the  $5.00  minimum  fee 
required  of  a physician  whose  bill  is  submitted  for  arbi- 
tration. It  was  noted  that  this  request  had  already 
been  presented  several  times  to  the  advisory  committee 
on  the  Medical  Fee  Schedule  and  Allied  problems  with- 
out its  acceptance.  The  Council  Committee  passed  a 
motion  that  it  be  resubmitted  to  the  Chairman  of  the 
Workmen’s  Compensation  Board. 

72-87,  Treatment  of  Workmen’s  Compensation 
Cases  in  ILA  Union  Health  Centers.  The  resolved 
portion  of  which  reads  as  follows: 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  go  on  record  as 
being  unalterably  opposed  to  this  change;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
the  Chairman  of  the  Workmen’s  Compensation 
Board  and  to  the  New  York  State  Department  of 
Labor. 

It  was  noted  that  a similar  bill  that  would  permit  the 
treatment  of  workmen’s  compensation  cases  in  union 
management  health  centers  had  been  introduced  in  the 
1971  Legislature  and  resubmitted  in  1972.  The  Medi- 
cal Society  of  the  State  of  New  York,  as  soon  as  it  be- 
came aware  of  these,  had  promptly  expressed  its  oppo- 
sition and  had  immediately  implemented  efforts  to  de- 
feat the  measures  through  its  legislation  representa- 
tives. The  bill  did  not  move  out  of  committee  in  1972. 
However,  we  can  anticipate  its  resubmission;  we  will 
continue  to  vigorously  oppose  this  or  similar  bills.  The 
discussion  noted  that  some  of  the  county  medical  so- 
cieties and  their  members  had  written  to  their  legisla- 
tive representatives,  but  that  the  number  doing  so  was 
small.  It  is  necessary  to  have  as  much  support  as  pos- 


sible from  the  county  medical  societies  and  their  mem- 
bers if  we  are  to  be  successful  in  influencing  the  Legis- 
lature. 

The  council  committee  was  also  informed  that  the 
Medical  Society  of  the  State  of  New  York  had  vigor- 
ously opposed  a bill  introduced  in  the  Legislature  au- 
thorizing the  treatment  of  workmen’s  compensation 
claimants  by  chiropractors  and  that  the  bill  did  not  get 
out  of  committee.  Here  again  we  anticipate  its  rein- 
troduction and  must  remain  vigilant  to  continue  to 
strenuously  oppose  it.  We  will  alert  all  members  of 
the  committee  as  soon  as  we  learn  of  such  activity  in 
Albany,  and  we  request  that  they  act  quickly  and  ener- 
getically to  make  their  views  known  to  their  legislative 
representatives. 

72-64,  Reaffirmation  of  Resolution  71-40  Con- 
cerning the  Establishment  of  Workmen’s  Compensa- 
tion Code  Letters  for  the  New  Specialty  of  Family 
Physicians.  The  resolved  portion  of  which  reads  as 
follows: 

Resolved , That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  request  the 
Council  to  resubmit  this  desire  of  recognition  as  stat- 
ed in  Resolution  71-40  “Establishment  of  Specialty 
Rating  and  Code  Letters  for  Specialty  of  Family 
Practice”  to  the  Workmen’s  Compensation  Board  for 
favorable  action. 

This  reaffirms  resolution  71-40  and  the  actions  taken 
by  the  Medical  Society  of  the  State  of  New  York; 
namely,  resubmission  of  the  request  to  the  advisory 
committee.  We  arranged  for  presentation  of  support- 
ing arguments  by  two  representatives  from  the  Ameri- 
can Board  of  Family  Physicians.  Our  request  was 
again  rejected.  Subsequently,  the  advisory  committee 
agreed  to  review  the  matter  once  again  as  soon  as  its 
deliberations  regarding  the  relative  value  scale  permit. 
The  subject  is  on  the  agenda  for  the  next  meeting  of 
the  advisory  committee.  A formal  invitation  has  been 
'extended  to  Edmund  D.  Pellegrino,  M.D.,  Vice  Presi- 
dent for  Health  Sciences,  State  University  of  New  York 
at  Stony  Brook,  to  speak  on  the  matter.  An  invitation 
will  also  be  extended  to  an  officer  of  the  American  Board 
of  Family  Physicians  to  attend  this  meeting. 

72-74,  Authorization  for  Treatment  of  Patient  in 
Workmen’s  Compensation  Case.  The  resolved  por- 
tion of  which  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  effect  legislation  to 
increase  the  fee  limitation  for  treatment  prior  to  au- 
thorization of  patients  eligible  under  Workmen’s 
Compensation  from  $35.00  to  $100. 

Although  this  resolution  had  not  yet  been  formally 
referred  to  this  committee,  it  was  considered.  The 
Workmen’s  Compensation  Law  stipulates  that  special- 
ist consultations,  surgical  operations,  or  physiotherapy 
procedures  costing  more  than  $35.00  require  prior  au- 
thorization for  the  claim  to  be  valid,  unless  such  au- 
thorization shall  have  been  unreasonably  withheld  or 
unless  the  services  are  required  in  an  emergency.  (The 
same  stipulation  applies  to  x-ray  examinations,  costing 
more  than  $35.00  or  special  diagnostic  laboratory  tests 
costing  more  than  $15.00).  The  resolution  seeks  the 
raising  of  the  fee  limitation  from  $35.00  to  $100.00.  (It 
does  not  address  itself  to  x-ray  and  laboratory  proce- 
dures.) The  committee  approved  the  resolution  and 
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recommended  that  a change  in  the  law  be  sought.  Our 
Committee  on  State  Legislation  has  been  attempting 
to  have  the  Law  modified  as  per  the  resolution. 

72-23,  Health  Insurance  Forms  ID  Cards.  The  re- 
solved portion  of  which  reads  as  follows: 

Resolved , That  all  third-party  carriers  including 
Medicare,  the  Department  of  Social  Services,  Blue 
Cross.  Blue  Shield,  Group  Health  Insurance,  Inc.,  be 
requested  to  issue  to  their  subscribers  appropriate 
identification  cards  which  would  then  be  used  for 
imprinting  the  necessary  insurance  information  on  to 
a standard  form  of  the  Health  Insurance  Council; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  propose  this  plan  to  the  Commissioner  of 
Insurance  of  the  State  of  New  York  and  to  the  Com- 
missioner of  Health  of  the  State  of  New  York  and  all 
other  interested  parties  as  being  one  of  the  major 
steps  toward  a more  efficient  delivery  of  health  care. 
This  resolution,  has  been  and  is  still  before  the  Com- 
mittee on  Medical  Care  Insurance.  For  information, 
committee  members  were  informed  that  the  only  car- 
rier expressing  an  interest  was  Group  Health  Insur- 
ance. Other  carriers  had  raised  many  objections  and 
were  not  receptive  to  the  proposal.  However,  the  Na- 
tional Association  of  Blue  Shield  Plans  is  conducting  a 
pilot  study  with  ID  cards  furnished  to  some  groups 
such  as  the  Federal  Employees  Plan;  when  the  results 
of  this  pilot  study  are  available,  we  will  be  in  a better 
position  to  evaluate  and  to  determine  our  future 
course. 

THIRD  PARTY  ACTIONS 

The  committee  considered  the  subject  of  third  party 
actions  in  workmen’s  compensation  cases.  They  were 
informed  that  your  Counsel’s  opinion  regarding  the  le- 
gality of  such  action  had  been  requested  and  had  re- 
plied that  the  matter  had  been  considered  on  a number 
of  previous  occasions  and  that  the  opinion  still  remains 
the  same,  namely,  that  only  workmen’s  compensation 
fees  could  be  billed  irrespective  of  whether  a third 
party  was  involved  and  might  eventually  pay  the  bills. 
Dr.  Ruskin,  a committee  member,  proposed  that  a 
change  in  the  law  be  sought  so  that  in  those  instances 
the  physician  may  charge  his  usual  and  customary  fees. 
The  carrier  would  be  liable  only  for  that  sum  set  by  the 
workmen’s  compensation  fee  schedule  with  the  third 
party  responsible  for  the  balance.  Dr.  Ruskin  was  to 
draw  up  the  necessary  resolution. 

NOTICE  OF  DECISION 

The  Workmen’s  Compensation  Committee  again 
considered  and  moved  that  the  Medical  Society  of  the 
State  of  New  York  resubmit  to  the  advisory  committee 
a request  that  a copy  of  the  decision  that  is  mailed  to 
the  patient  after  a workmen’s  compensation  hearing 
be  sent  to  the  latest  physician  of  record.  In  many  in- 
stances the  physician  is  not  aware  that  a case  has  been 
closed  or  that  no  further  treatment  was  authorized  and 
continues  to  render  medical  services  in  good  faith  only 
to  learn  at  a later  date  of  the  Board’s  decision. 

The  various  problems  that  arise  when  carriers  fail  to 
adhere  to  the  requirements  of  the  Workmen’s  Compen- 
sation Law  was  discussed.  The  manner  of  dealing  with 
such  was  outlined  and  Max  N.  Howard,  M.D.,  Director, 
Division  of  Medical  Services,  requested  that  all  such  in- 
stances be  forwarded  to  his  attention  in  writing  so  that 


he  could  pursue  the  matter  further  via  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board  and 
the  Board’s  administrative  staff. 

GUIDELINES 

There  was  considerable  discussion  of  the  Guidelines 
and  some  of  the  problems  that  had  arisen  in  their  ap- 
plication at  the  county  society  level.  There  was  again 
discussion  of  whether  the  “S”  rating  should  be  awarded 
only  to  Board  Certified  physicians.  It  was  pointed  out 
that  this  had  been  the  original  recommendation,  but 
that  the  committee  had  by  majority  vote  decided  that 
Board  eligible  physicians  also  be  granted  “S”  ratings. 

The  suggested  wording  in  paragraph  3,  page  3 of  the 
workmen’s  compensation  fee  schedule  was  read. 
There  was  a lengthy  discussion  with  particular  em- 
phasis on  the  terms  “thorough”  and  “detailed”  exami- 
nation. It  was  finally  recommended  that  the  phrase 
“and  hence  does  not  require  a detailed  examination” 
and  the  word  “office”  be  removed. 

The  following  rewording  was  presented  to  the  Advi- 
sory Committee,  but  after  considerable  discussion 
without  arriving  at  a consensus,  the  matter  was  de- 
ferred for  further  action. 

When  it  is  incumbent  upon  the  specialist  to  per- 
form a thorough  examination  of  the  patient  on  the 
initial  visit  or  consultation  in  order  to  arrive  at  a 
proper  diagnosis,  prognosis,  and  a decision  as  to  the 
necessity  and  type  of  treatment  to  be  rendered,  the 
fee  for  such  examination  is  warranted.  This  consul- 
tation fee  is  in  addition  to  the  unit  fee  prescribed  for 
the  operation  or  treatment  subsequently  rendered  by 
the  specialist.  However,  when  the  condition  and  the 
required  therapy  is  of  a minor  character,  the  greater 
fee  of  either  that  for  the  treatment  rendered  or  that 
for  the  visit  (not  both  fees)  is  payable. 

Joint  Meeting  with  Chairmen  of  Workmen’s  Com- 
pensation Committees  and  Council  Committee  on 
Workmen’s  Compensation.  This  meeting  took  place 
on  February  14,  1972,  during  the  course  of  the  Annual 
Meeting.  Twelve  chairmen  were  present  in  addition  to 
the  members  of  the  Council  Committee.  The  chair- 
men were  welcomed  and  invited  to  participate  in  the 
discussions.  A resume  of  the  ongoing  negotiations  for  a 
new  workmen’s  compensation  fee  schedule  was  given. 

There  was  discussion  in  depth  regarding  the  Guide-  i 
lines  issued  recently  by  the  Council  Committee.  The 
Director  informed  the  group  that  the  Chairman  of  the 
Workmen’s  Compensation  Board  had  approved  these 
Guidelines  and  that  a letter  from  the  latter’s  office  to 
all  county  medical  societies  would  be  forthcoming,  i 
After  this  letter  is  received,  the  Council  Committee 
would  prepare  a follow-up  giving  further  information 
regarding  these  Guidelines.  Problems  encountered  by 
the  qualifying  committees  of  several  of  the  county 
medical  societies  were  described  and  discussed  and 
suggestions  as  to  their  solution  presented.  The  desira- 
bility of  uniform  criteria  throughout  the  State  was 
voiced,  taking  note  that  the  increasing  number  of  ap- 
plicant ratings  being  reversed  by  the  Medical  Appeals 
Unit  of  the  Workmen’s  Compensation  Board  was  an 
undesirable  development. 

There  was  general  discussion  of  activities  of  the 
workmen’s  compensation  committees,  both  on  the 
State  and  county  levels.  Minutes  of  the  State  Soci- 
ety’s Workmen’s  Compensation  Committee  meetings 
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will  be  mailed  to  all  the  chairmen  of  county  medical 
society  workmen’s  compensation  committees  and  in 
turn  they  have  been  requested  to  forward  copies  of  their 
minutes  to  the  Director  of  the  Division  of  Medical  Ser- 
vices. 

At  the  conclusion  of  the  meeting,  an  expression  as  to 
the  value  of  such  joint  meetings  was  requested.  The 
consensus  was  that  such  meetings  were  beneficial  and 
should  be  made  a regular  feature  on  at  least  an  annual 
basis. 

National  Commission  on  State  Workmen’s  Com- 
pensation Laws.  A summary  report  of  the  National 
Commission  on  State  Workmen’s  Compensation  Laws 
prepared  by  the  office  of  Research  and  Statistics  of  the 
United  States  Department  of  Health,  Education,  and 
Welfare,  was  distributed  and  reviewed  at  a meeting  of 
the  Council  Committee  on  November  10,  1972.  The 
New  York  State  Workmen’s  Compensation  Law  was 
found  by  the  Commission  to  be  quite  adequate  overall. 
It  was  pointed  out  that  the  proposed  raising  of  standards 
for  workmen’s  compensation  coverage  in  other  states 
would  result  in  a better  competitive  position  for  New 
York  State  to  attract  and  retain  industries. 

The  New  January  1,  1973  Compensation  Medical 
Fee  Schedule.  The  major  activity  of  the  Director  of 
the  Division  has  been  devoted  to  the  development  of 
the  new  workmen’s  compensation  fee  schedule  based 
on  a relative  value  scale.  This  has  entailed  many 
meetings  with  the  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  of  the  Workmen’s 
Compensation  Board,  meetings  with  representatives  of 
carriers  and  with  the  Workmen’s  Compensation  Board 
staff.  The  problems  encountered  were  numerous  and 
mountainous,  and  the  negotiations  arduous  and  con- 
tentious. Having  finally  established  that  a prior  agree- 
ment required  that  the  new  schedule  be  based  on  a rel- 
ative value  scale,  it  was  necessary  to  gain  acceptance 
for  the  California  1969  Relative  Value  Scale  as  a basis 
for  negotiation  as  the  New  York  State  Relative  Value 
Scale  was  not  expected  to  be  ready  in  time.  This  was 
achieved  only  after  a comparative  study  by  our  office 
proved  that  the  1969  California  Relative  Value  Scale 
was  not  inflationary  as  concerns  Workmen’s  Compen- 
sation Board  procedures. 

Negotiations  were  complicated  by  the  question  of  the 
limitations  on  increased  physicians’  income  imposed  by 
the  Economic  Stabilization  Program.  After  lengthy 
exploration  and  discussion  it  was  finally  accepted  by 
all  but  one  carrier  group  that  the  new  fee  schedule 
could  be  promulgated  without  specific  regard  to  the  2.5 
per  cent  limitation,  the  responsibility  resting  with  each 
physician  to  monitor  his  own  rates  of  return  and  ad- 
justing his  fees  accordingly.  The  ruling  of  the  Work- 
men’s Compensation  Board’s  Counsel  was  that  when  a 
physician  adhering  to  the  Federal  regulations  found  it 
necessary  to  lower  his  workmen’s  compensation  fee  or 
fees  he  would  not  be  in  violation  of  the  State  Work- 
men’s Compensation  Law  that  establishes  the  fee 
schedule  as  a minimum  one,  for  as  long  as  the  Federal 
regulations  remain  in  effect  they  have  precedence. 

It  is  not  anticipated  that  the  increase  in  the  fee 
schedule  of  10  per  cent  for  the  treatment  of  workmen’s 
compensation  claimants  will  materially  affect  the  over- 
all monetary  returns  of  the  great  number  of  physicians 
since  this  probably  represents  a small  part  of  their 
overall  income.  However,  those  physicians  whose 
practices  include  the  treatment  of  a large  number  of 


workmen’s  compensation  cases  will  have  to  adjust  the 
fees  to  comply  with  the  2.5  per  cent  limitation  imposed 
by  the  Economic  Stabilization  Regulations. 

The  lack  of  firm  data,  with  particular  reference  to 
frequency  of  procedures,  made  it  impossible  to  project 
accurately  the  resulting  increase  in  costs  to  industry 
when  any  one  conversion  factor  was  used.  In  an  at- 
tempt to  resolve  this,  the  Director  spent  many  days  in 
the  offices  of  the  carriers  analyzing  376  files  to  develop 
basic  data  to  assist  in  the  projection  of  an  increase. 
However,  even  with  this  data  at  hand,  a precise  cal- 
culation was  not  possible.  An  overall  10  per  cent  in- 
crease in  the  new  schedule,  as  against  the  previous  Oc- 
tober 1970  schedule,  was  finally  agreed  upon  with  ap- 
propriate conversion  factors  developed  for  each  of  the 
five  sections  of  the  new  Relative  Value  Scale.  Because 
of  the  lack  of  basic  data,  particularly  the  frequency  of 
different  procedures,  it  is  not  possible  to  calculate 
(precisely)  whether  the  new  schedule  will  result  in  the 
overall  10  per  cent  increase  it  is  designed  to  attain.  It 
was,  therefore,  agreed  that  all  parties  concerned  would 
assist  in  developing  an  ongoing  analysis  of  physician 
payment  costs  resulting  from  the  new  schedule,  as  soon 
as  such  data  became  available,  the  conversion  factors 
would  be  open  for  review.  In  any  event,  negotiations 
for  changes  in  the  fee  schedule  as  of  January  1,  1974, 
would  be  reopened  not  later  than  the  Fall  of  1973. 

Although  at  the  moment  of  this  writing  the  new  fee 
schedule  awaits  formal  approval  by  the  Chairman  of 
the  Workmen’s  Compensation  Board,  we  are  reason- 
ably certain  of  its  acceptance  and  implementation  as  of 
January  1,  1973. 

Anticipating  possible  delay  in  having  the  new  sched- 
ule in  the  hands  of  physicians  by  January  1,  1973,  the 
Medical  Society  of  the  State  of  New  York  has  stipulat- 
ed, and  it  was  agreed,  that  billing  for  services  rendered 
on  and  after  January  1,  1973,  can  be  delayed.  In  the 
event  that  physicians  inadvertently  bill  for  such  ser- 
vices under  the  old  schedule,  we  have  further  stipulat- 
ed, and  the  carriers  agreed,  that  supplementary  bills 
will  be  accepted  without  challenge.  We  have  already 
taken  steps  to  inform  physicians  of  this  by  an  article 
that  will  appear  in  the  December  issue  of  News  of  New 
York. 

Other  matters  were  presented  for  discussion  by  the 
Advisory  Committee  seeking  to  correct  faulty  practices 
by  carriers  in  regard  to  workmen’s  compensation  proce- 
dures, and  we  believe  improvements  have  resulted. 

At  the  Workmen’s  Compensation  Committee  meet- 
ing on  November  10,  1972,  Dr.  Hoffman  stated  that  as 
a newly  appointed  member  of  the  Advisory  Committee 
on  the  Medical  Fee  Schedule  and  Allied  Problems  of 
the  Workmen’s  Compensation  Board,  he  has  for  the 
past  six  months  observed  the  activities  of  this  particu- 
lar committee  and  wished  to  inform  the  committee  of 
the  magnitude  of  work  Dr.  Howard  has  performed.  He 
also  stated  that  the  latter  deserves  the  thanks  of  this 
committee  and  the  Society  as  a whole. 

Arbitrations.  During  the  past  year  74  arbitration 
sessions  were  held  throughout  the  State;  the  Director 
attended  31  of  these.  Total  cases  submitted  for  arbi- 
tration amounted  to  1,578.  283  physicians  appeared 

personally  at  the  arbitrations,  878  were  settled  at  the 
time  of  arbitration,  184  were  settled  without  arbitra- 
tion and  233  were  postponed. 

The  Chairman  takes  this  opportunity  to  express  his 
appreciation  to  all  members  of  the  Council  Committee 
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for  their  generous  donation  of  time  and  effort.  He 
also  notes  with  appreciation  the  services  and  accom- 
plishments of  the  Director  of  the  Division  of  Medical 
Services,  Max  N.  Howard,  M.D.,  and  our  Administra- 
tive Assistant,  Miss  Alice  E.  Wheeler. 

Respectfully  submitted, 

John  H.  Morton,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Your  reference  committee  notes  that  the  Workmen’s 
Compensation  fee  schedule  is  now  based  on  the  1969 
California  Relative  Value  Scale  and  will  be  replaced  as 
soon  as  practical  by  our  own  Relative  Value  Scale. 

The  reference  committee  wishes  to  commend  John 
H.  Morton,  M.D.,  chairman,  and  his  committee  for 
their  fine  efforts  throughout  the  year. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Resolution  73-5,  Multiple  Insurance  Coverage  in 
Workmen's  Compensation 

Introduced  by  Robert  Katz,  M.D.,  Delegate,  Section  on 
Medical-Legal  and  Workmen’s  Compensation  Matters 

WFIEREAS,  Employee  benefits  frequently  include 
health  insurance  coverage  for  compensable  as  well  as 
non-compensable  conditions;  and 

WHEREAS,  Such  additional  insurance  benefits  ex- 
ceed those  included  under  Workmen’s  Compensa- 
tion; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  means  and  initiate  appropriate  ac- 
tion to  make  payments  legally  feasible  to  physicians 
treating  patients  with  multiple  insurance  coverage  in 
excess  of  compensation  rates,  not  to  exceed  usual 
and  customary  fees  from  benefits  available  under 
other  than  Workmen’s  Compensation  Insurance. 

Resolution  73-6,  Third  Party  Cases  in  Workmen's 
Compensation 

Introduced  by  Robert  Katz,  M.D.,  Delegate,  Section  on 
Medical-Legal  and  Workmen’s  Compensation  Matters 

WHEREAS,  The  Workmen’s  Compensation  Law  per- 
mits the  employee  who  is  entitled  to  Workmen’s 
Compensation,  and  who  is  injured  or  killed  by  the 
negligence  or  wrongdoing  of  another  individual  not 
employed  in  the  same  group,  new  or  additional  rem- 
edy against  such  other  individual;  and 

WHEREAS,  Payment  for  medical  services  rendered 
in  such  cases  has  been  held  to  those  for  compensa- 
tion claims  only;  and 

WHEREAS,  Such  payments  are  lower  than  those  re- 
ceived for  the  care  of  non-compensable  conditions; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  means  and  initiate  appropriate  ac- 
tion to  make  payment  legally  feasible  to  physicians 
treating  patients  with  third  party  coverage  in 
amounts  in  excess  of  compensation  rates,  not  to  ex- 
ceed usual  and  customary  fees. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 


The  reference  committee  is  in  sympathy  with  the  in-  I 
tent  of  the  resolutions  73-5  and  73-6  but  feels  that  it  is 
impractical  to  implement  them.  Therefore  the  commit- 
tee recommends  that  both  these  resolutions  be  not 
adopted. 

The  House,  after  discussion,  voted  to  refer  resolu- 
tions 73-5  and  73-6  to  the  Council. 

Resolution  73-42,  New  Workmen's  Compensation 
Board  Fee  Schedule 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  The  just  promulgated  schedule  of  medi- 
cal fees  of  the  Workmen’s  Compensation  Board  is  a 
terrible  blow  to  surgeons  because  the  rates  are  far  too 
low  and  the  aftercare  periods  incredibly  long,  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  immediate  attention  be  given  to 
such  drastic  revision  of  the  fee  schedule  as  will  re- 
store the  aftercare  periods  to  their  previous  length  of 
time  and  raise  the  fees  to  accord  with  the  prevailing, 
usual,  and  customary  fees. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

The  Workmen’s  Compensation  Fee  Schedule,  as 
presently  constituted,  was  adopted  from  the  1969  Cali- 
fornia Relative  Value  Schedule.  This  is  an  interim  rel- 
ative value  schedule  which  was  adopted  as  a package. 
Changes  that  will  occur  in  the  future  will  of  necessity 
be  determined  by  an  ongoing  evaluation  of  each  spe- 
cialty. It  is  hoped  with  this  ongoing  study  that  usual 
and  customary  fees  will  eventually  be  obtained.  The 
committee  recommends  that  this  resolution  be  not 
adopted. 

The  House  voted  not  to  adopt  resolution  73-42. 

Resolution  73-43,  Authorization  for  Treatment  of 
Patient  in  Workmen's  Compensation  Cases 

Introduced  by  The  Medical  Society  of  the  County  of 
Queens 

WHEREAS.  Authorization  for  expenditure  of  more 
than  $35.00  for  examinations  and  treatment  such  as 
a specialist’s  consultation,  surgical  procedures,  x- 
rays,  physical  therapy,  etc.  must  be  obtained  from 
employer,  carrier,  or  referee;  and 

WHEREAS,  Such  a fee  limit  has  borne  no  relation  to 
fees  for  many  years,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 
to  raise  this  limit  to  at  least  $100.00  to  relate  it  to 
present  day  fees. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Inasmuch  as  there  is  a bill  in  the  1973  Legislature 
that  raises  this  fee  to  $75.00,  we  wish  to  amend  this 
resolution  by  substituting  the  following  for  the  resolved 
portion: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 
to  raise  the  limit  at  which  authorization  for  expendi- 
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ture  for  examinations  and  treatment  such  as  a spe- 
cialist’s consultation,  surgical  procedures,  x-rays, 
physical  therapy,  etc.  must  be  obtained  from  employ- 
er, carrier,  or  referee,  from  $35.00  to  at  least  $75.00  to 
relate  it  to  present  day  fees. 

The  reference  committee  recommends  approval  of 
this  resolution  as  amended. 

The  House  voted  to  adopt  resolution  73-43  as 
amended. 

Resolution  73-44,  Workmen's  Compensation 
Board  Fees  for  Treatment  of  Higher  Paid  Employees 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  The  original  fee  schedule  was  called  a 
minimum  fee  schedule,  with  low  fees  for  the  treat- 
ment of  low  income  workmen,  and  it  was  stated  that 
the  treatment  of  higher  paid  employees,  such  as  an 
officer  of  a corporation,  could  be  charged  for  at  a 
higher  rate;  and 

WHEREAS.  This  has  been  changed  over  the  years, 
so  that  the  opportunity  to  charge  higher  fees  for  the 
treatment  of  higher  paid  employees  has  been  taken 
away;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Workmen’s  Compensation 
Board  to  restore  the  physician’s  right  to  charge  high- 
er fees  to  the  carrier  for  the  treatment  of  higher  paid 
employees. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

This  resolution  is  not  in  concert  with  the  concept  of 
charging  usual  and  customary  fees.  The  reference 
committee  recommends  that  this  resolution  not  be 
adopted. 

The  House,  after  discussion,  voted  not  to  adopt  reso- 
lution 73-44. 

Resolution  73-45,  Workmen's  Compensation 
Board  Hearings 

Introduced  by  The  Medical  Society  of  the  County  of 
Queens 

WHEREAS.  It  is  almost  an  impossibility  to  park  in 
downtown  Manhattan,  near  the  Workmen’s  Compen- 
sation Board  building  requiring  the  physician  from 
Queens  to  use  the  subway  an  average  of  one  hour  for 
the  hearing  itself,  thus  making  great  demands  on  his 
time;  and 

WHEREAS.  Branches  of  the  Workmen’s  Compensa- 
tion Board  in  the  different  counties  would  make  such 
loss  of  travel  time  unnecessary;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Workmen’s  Compensation 
Board: 

1.  To  establish  branches  in  the  different 
counties,  so  as  to  make  such  loss  of  travel  time  un- 
necessary and  to  raise  the  fee  for  the  hearing  itself 
to  $100.00. 

2.  To  raise  the  fee  for  attendance  at  the  hear- 
ing to  $150.00  minimum  to  compensate  for  the 
three  hours  required  if  the  establishment  of  such 
branches  in  the  different  counties  is  not  feasible; 
and  be  it  further 


Resolved,  That  where  travel  time  of  a considerable 
extent  is  necessary  for  a physician  to  attend  a hear- 
ing for  Workmen’s  Compensation,  adequate  compen- 
sation be  paid  to  that  physician  for  the  time  lost 
from  his  practice. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  report  was  presented  by 

Marcelle  T.  Bernard,  M.D.,  chairman. 

We  approve  the  concept  of  increasing  the  number  of 
branches  in  different  counties  to  diminish  unnecessary 
travel  time  for  the  physician;  we  also  note  that  there 
has  been  a recent  increase  in  testimony  fees,  namely, 
that  fees  of  physicians  having  the  “X”  rating  have  been 
increased  from  $20.  to  $30.  and  for  Specialists  from 
$35.  to  $45.  The  reference  committee  recommends 
that  this  resolution  be  adopted. 

The  House  voted  to  adopt  resolution  73-45. 

Resolution  73-46,  Fees  for  Treatment  of  Multiple 
Injuries  in  Workmen's  Compensation  Board  Cases 

Introduced  by  The  Medical  Society  of  the  County  of 
Queens 

WHEREAS,  The  present  fee  schedule  limits  the  fees 
for  treatment  of  a patient  with  multiple  injuries  to 
twice  the  amount  payable  for  the  greatest  injury; 
and 

WHEREAS.  A patient  with  multiple  injuries  is  usu- 
ally much  worse  off  than  is  indicated  by  the  sum  of 
the  individual  injuries,  and  actually  requires  more 
care,  rather  than  less;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 
to  remove  the  present  limitation  on  the  total  fee,  for 
treatment  of  a patient  with  multiple  injuries  to  twice 
the  amount  payable  for  the  greatest  injury. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Since  this  proposal  is  still  being  studied  and  since 
the  relative  value  scale  being  used  limits  the  fee  in- 
crease to  10  per  cent,  your  reference  committee  feels 
that  this  resolution  should  be  referred  back  to  the 
Council  Committee  on  Workmen’s  Compensation  for 
further  study. 

The  House  voted  to  refer  Resolution  73-46  to  the 
Committee  on  Workmen's  Compensation. 

Resolution  73-91,  Objection  by  New  York  State 
Society  of  Orthopaedic  Surgeons  to  Promulgation  of 
Relative  Value  Scale  on  Orthopaedic  Surgery 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  Medical  Society  of  the  State  of 
New  York  through  its  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems,  has  at- 
tempted to  promulgate  fees  in  the  area  of  orthopaed- 
ic surgery  in  which  orthopaedic  surgery  as  represent- 
ed by  the  New  York  State  Society  of  Orthopaedic 
Surgeons,  Inc.,  was  not  represented;  and 

WHEREAS,  The  conditions  under  which  orthopaedic 
surgeons  practice  today,  including  their  exposure  to 
the  hazards  of  medical  malpractice  and  the  fees  paid 
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for  medical  malpractice  insurance  have  risen  in  prac- 
tically astronomical  percentages;  and 

WHEREAS.  The  proposed  relative  value  scale,  as 
applied  to  orthopaedic  surgery,  does  not  in  any  way 
reflect  the  desires  of  the  majority  of  orthopaedic  sur- 
geons of  the  State  of  New  York,  as  represented  by 
the  New  York  State  Society  of  Orthopaedic  Sur- 
geons, Inc.;  and 

WHEREAS.  The  orthopaedic  surgeons  of  the  State 
of  New  York,  as  represented  by  the  New  York  State 
Society  of  Orthopaedic  Surgeons,  Inc.,  do  hereby 
object  to  the  promulgation  of  any  relative  value  scale 
in  the  form  presently  completed;  therefore  be  it 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  through  its  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems,  urge 
that  the  relative  value  scale  in  the  area  of  orthopaed- 
ic surgery  not  be  promulgated  by  the  Chairman  of 
the  Workmen’s  Compensation  Board;  and  be  it  fur- 
ther 

Resolved,  That  the  advisory  committee  referred  to 
above  sit  with  representatives  of  the  New  York  State 
Society  of  Orthopaedic  Surgeons,  Inc.,  to  arrive  at  a 
reasonable  and  equitable  fee  schedule  based  on  the 
factors  inherent  to  the  practice  of  orthopaedic  sur- 
gery and  not  as  related  to  previous  fee  schedules  pro- 
mulgated by  the  Workmen’s  Compensation  Board  of 
the  State  of  New  York. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Your  reference  committee  believes  that  there  has 
been  a misunderstanding  concerning  the  concept  of  rel- 
ative value  scales.  Apparently,  it  has  not  been  under- 
stood that  when  you  accept  a relative  value  scale,  some 
fees  will  go  upward  in  the  more  complicated  proce- 
dures, while  some  fees  will  decrease  for  the  more  sim- 
ple procedures.  When  the  relative  value  scale  is  ac- 
cepted, we  are  bound  by  the  package.  Your  reference 
committee  sympathizes  with  the  many  physicians  who 
are  complaining  about  the  apparent  inequities  in  the 
newly  adopted  fee  schedule.  However,  we  must  em- 
phasize that  this  is  of  a temporary  nature  and  because  of 
the  nature  of  the  relative  value  scale,  improvement  is 
more  easily  obtained.  We  are  sure  that  with  the  ongo- 
ing study,  improvement  can  be  effected  in  the  near  fu- 
ture. Therefore,  the  reference  committee  recommends 
that  this  resolution  not  be  adopted. 

The  House  voted  not  to  adopt  Resolution  73-91. 

Interspecialty  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Interspecialty  Committee  is  composed  of  the  fol- 


lowing: 

John  R.  Williams,  Jr.,  M.D.,  Chairman  Monroe 

(Internal  Medicine) 

Henry  Fleck,  M.D.  New  York 

(Physical  Medicine  and  Rehabilitation) 

I.  Melbourne  Greenberg,  M.D.  Nassau 

(Neurosurgery) 

Martin  A.  Gruber,  M.D.  Nassau 

(Orthopedic  Surgery) 

Donald  W.  Hall.  M.D.  Erie 

(Obstetrics  and  Gynecology) 


A.  Charles  Hoffman.  M.D Queens 

(Pediatrics) 

Norman  B.  Kanof,  M.D.  New  York 

(Dermatology) 

John  P.  Lambert,  M.D.  Westchester 

(Psychiatry) 

Philip  H.  Landers,  M.D.  Broome 

.(Ophthalmology) 

Herbert  Lansky,  M.D.  Erie 

(Pathology) 

George  Liberman,  M.D.  Kings 

(Family  Practice) 

Samuel  H.  Madell,  M.D.  New  York 

(Radiology) 

Howard  B.  Rasi,  M.D.  Kings 

(Plastic  Surgery) 

Perrin  B.  Snyder,  M.D.  New  York 

(Urology) 

Victor  J.  Tofany,  M.D.  Monroe 

(Anesthesiology) 

Paul  M.  Walczak.  M.D.  Erie 

(General  Surgery) 


This  committee  has  had  another  very  active  year  in 
which  they  have: 

1.  Furthered  their  efforts  at  communication  be- 
tween the  various  specialty  societies; 

2.  Continued  to  develop  a Relative  Value  Scale 
for  the  Medical  Society  of  the  State  of  New  York; 

3.  Worked  closely  with  the  Committee  on  Con- 
tinuing (Postgraduate)  Medical  Education; 

4.  Worked  with  the  New  York  Institute  for  Re- 
search and  Development  in  Health  Care,  Inc.,  to  es- 
tablish peer  review  criteria  for  this  committee. 

At  the  present  time,  basic  understandings  have  been 
developed  among  the  primary  care  physicians  about 
how  they  will  utilize  the  Relative  Value  Scale  and,  hope- 
fully, in  a supplemental  report,  we  will  be  able  to  finalize 
this  part  of  the  Relative  Value  Scale  so  that  it  can  be 
submitted  to  the  Economics  Committee  and  to  the 
House  of  Delegates.  The  committee  has  also  made 
great  progress  in  developing  the  other  sections  of  the 
Relative  Value  Scale,  and  we  anticipate  that  these  too, 
will  be  Finished  by  the  time  of  the  annual  meeting.  It 
has  required  a great  deal  of  discussion  and  adjustment  to 
reach  a consensus  on  relative  value  interrelationships 
that  are  at  least  reasonably  equitable  to  all  the  various 
groups  involved.  We  believe  that  we  have  reached  the 
point  where  all  problems  can  now  be  fairly  rapidly 
solved. 

The  development  of  a Council  on  Continuing  Medical 
Education  in  association  with  the  Committee  on  Con- 
tinuing (Postgraduate)  Education  of  the  State  Medical 
Society  has  made  some  progress.  Each  of  the  various 
specialty  societies  has  formed  committees  on  continu- 
ing medical  education  and  their  chairmen  have  met  as 
a subcommittee  of  the  Interspecialty  Committee  to  ex- 
change ideas  and  to  establish  learning  goals  in  their 
various  specialties.  There  was  a general  consensus  that 
we  need  something  more  than  a “Brownie  Point  System” 
in  order  to  clearly  demonstrate  that  physicians  are 
keeping  themselves  abreast  of  current  medical  informa- 
tion. Most  of  the  specialty  societies  agreed  to  establish 
goals  and  a simple  statement  of  curriculum  coverage 
that  would  lead  their  membership  to  achieve  these  goals. 
It  was  agreed  that  formalized  statements  as  to  what  each 
society  could  be  responsible  for  would  be  prepared  prior 
to  December  of  1972. 
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Another  subcommittee  of  the  Interspecialty  Commit- 
tee was  formed  consisting  of  the  chairman  of  each  of  the 
peer  review  committees  of  the  respective  specialty  soci- 
eties. It  was  hoped  at  the  beginning  of  the  year  that 
monies  would  be  available  through  grants  and/or  foun- 
dations to  assist  the  New  York  Institute  for  Research  and 
Development  in  Health  Care,  Inc.,  in  helping  establish 
peer  review  standards.  As  of  this  date,  October  1,  such 
funds  have  not  become  available,  and  it  has  been  up  to 
the  various  societies  to  try  to  develop  their  own  stan- 
dards. It  has  been  agreed  by  the  committee  that  each 
society  should  attempt  to  work  out  standards  for  a rela- 
tively small  group  of  diseases  and  the  problems  that 
would  cover  a majority  of  the  procedures  done  in  their 
respective  specialties.  In  this  way,  bv  thfe  first  of  the 
year,  there  will  be  at  least  a set  of  standards  so  that  if  the 
Institute  begins  to  function,  it  may  have  some  meaning- 
ful data  with  which  to  proceed. 

Acknowledgments.  The  committee  would  like  to 
express  its  appreciation  to  Max  N.  Howard,  M.D.,  Di- 
rector of  the  Division  of  Medical  Services,  for  his  devo- 
tion and  suggestions  that  have  made  the  work  of  our 
committee  so  much  easier.  We  would  also  like  to  ac- 
knowledge the  services  of  our  secretary,  Mrs.  Clementine 
Thompson. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

The  reference  committee  notes  with  interest  the 
work  done  by  the  Interspecialty  Committee,  and  that 
they  are  working  to  the  development  of  a Council  on 
Continuing  Medical  Education  in  association  with  the 
Committee  on  Continuing  (Postgraduate)  Education  of 
the  State  Medical  Society. 

The  reference  committee  thanks  John  R.  Williams, 
Jr.,  M.D.,  chairman,  and  his  committee  for  their  untir- 
ing efforts. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Resolution  73-31,  Role  of  Private  Patients  and 
Physicians  in  Hospitals 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

WHEREAS.  The  Medical  Society  of  the  State  of 
New  York  has  recommended  to  the  American  Medi- 
cal Association  that  the  care  of  private  patients  be 
under  the  control  of  their  own  physician;  and 

WHEREAS,  These  principles  have  been  approved  on 
two  occasions  by  the  House  of  Delegates  of  the 
American  Medical  Association;  and 

WHEREAS.  In  certain  hospitals  the  private  patient 
is  still  denied  the  right  of  choice  of  his  own  physi- 
cian; and 

WHEREAS.  There  is  no  mechanism  at  present  to  as- 
sure cooperation  between  the  full-time  physician,  the 
resident  and  the  visiting  staff  to  guarantee  the  rights 
of  the  patient  to  his  own  physician,  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  each  major  service  of  each  hospital  to 
establish  a committee  to  determine  the  role  of  (a) 
The  private  patient,  (b)  The  private  practitioner,  (c) 


The  resident  staff,  (d)  The  full  time  teaching  staff, 
(e)  The  director,  in  the  teaching  program;  and  be  it 
further 

Resolved,  That  the  Committee  shall  consist  of  (a) 
Three  physicians  in  private  practice  elected  by  the 
private  practitioners  of  the  service,  (b)  a resident 
and  (c)  a director.  The  committee  shall  elect  its 
own  Chairman;  and  be  it  further 

Resolved,  That  this  resolution,  if  approved  by  the 
Medical  Society  of  the  State  of  New  York,  be  pre- 
sented to  the  House  of  Delegates  of  the  American 
Medical  Association  at  the  Annual  Meeting  in  New 
York  in  1973. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Your  reference  committee,  after  much  discussion, 
wishes  to  submit  the  following  substitute  resolution  to 
replace  the  three  resolves  in  this  resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  each  major  service  of  each  hospital  to 
establish  a committee  to  project  the  right  of  the  pri- 
vate physician  to  care  for  his  patient;  and  that  this  be 
presented  to  the  House  of  Delegates  of  the  American 
Medical  Association  at  the  annual  meeting  in  New 
York  in  1973. 

Your  reference  committee  recommends  adoption  of 
this  substitute  resolution. 

The  House,  after  discussion,  voted  not  to  adopt  the 
substitute  resolution. 

The  House,  after  further  discussion,  amended  the 
first  resolved  of  original  resolution  73-31  by  the  substi- 
tution of  the  word  “ explore ” for  “determine” ; the  dele- 
tion of  the  words  “the  private  patient”;  and  the  addi- 
tion after  the  words  “the  director,”  of  the  words  “re- 
garding the  care  of  the  private  patient  and  his  partici- 
pation ...” 

The  first  resolved  of  the  amended  original  resolution 
will  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  each  major  service  of  each  hospital  to 
establish  a committee  to  explore  the  role  of  (a)  the 
private  practitioner,  (b)  the  resident  staff,  (c)  the 
full-time  teaching  staff,  (d)  the  director,  regarding 
the  care  of  the  private  patient  and  his  participation 
in  the  teaching  program;  and  be  it  further 

The  House,  after  further  discussion,  voted  to  adopt 
Resolution  73-31  as  amended. 

Resolution  73-92,  Establishment  of  Universal,  Stan- 
dard, or  Master  Form  for  Physicians'  Reports  to  Third 
Parties 

Introduced  by  William  J.  McAuliffe,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  Paper  work  consumes  too  much  of  the 
limited  time  of  busy  physicians  as  well  as  of  the  pa- 
tient’s money;  and 

WHEREAS,  Paper  work  has  been  gradually  but  re- 
lentlessly inflated  by  the  increasing  numbers  and  ac- 
tivities of  third  parties  to  the  practice  of  medicine; 
and 

WHEREAS.  There  is  a limit  to  information  useful  to 
any  and  all  third  parties;  and 
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WHEREAS.  Physicians  desire  that  patients  receive 
their  legitimate  benefits  and  that  the  interests  of 
third  parties  be  protected  by  prompt  and  accurate 
reporting  of  pertinent  data;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  recommending  the  devel- 
opment of  a single,  universal,  standard,  or  master 
form  to  be  used  by  physicians  in  reporting  to  any 
and  all  third  parties;  and  be  it  further 

Resolved,  that  the  New  York  delegation  to  the 
American  Medical  Association  introduce  a similar 
resolution  in  the  House  of  Delegates  of  the  AM  A and 
that  they  recommend  the  initiation  of  studies  and 
negotiations  leading  to  the  eventual  establishment  of 
such  a universal  standard  form. 


REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Marcelle 
T.  Bernard,  M.D.,  chairman. 

Your  reference  committee  believes  that  a universal, 
standard,  or  master  form  should  be  developed  at  the 
American  Medical  Association  level,  and  therefore  con- 
curs wholeheartedly  with  this  resolution.  The  refer- 
ence committee  recommends  adoption  of  this  resolu- 
tion. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 73-92. 

The  House  then  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 
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Public  and  Professional  Affairs 

Commission  on  Public  and 
Professional  Affairs 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  and  Profes- 


sional Affairs  are  as  follows: 

Paul  M.  DeLuca,  M.D.,  Chairman Broome 

John  H.  Carter,  M.D Albany 

Charles  N.  Aswad,  M.D Broome 

Norton  M.  Luger,  M.D Queens 


The  reports  of  the  committees  on  State  and  Federal 
legislation,  and  public  relations,  which  are  components 
of  the  Commission  on  Public  and  Professional  Affairs, 
concern  medical  society  activities  during  the  past  year 
which  have  gone  into  shaping  legislation,  and  the  main- 
taining of  effective  communication  with  the  public  and 
our  members. 

Of  note  was  the  assignment  of  a representative  in  Al- 
bany who  functions  when  the  State  legislature  is  in  ses- 
sion; also  the  filling  of  staff  appointments  in  the  Division 
of  Legislation.  This  ‘beefing  up’  of  legislative  resources 
has  measurably  increased  our  effectiveness  in  the  State 
Capitol  although,  as  reported  by  John  H.  Carter,  M.D., 
the  preoccupation  of  legislators  with  the  no-fault  insur- 
ance and  abortion  issues  drew  attention  from  other  mat- 
ters vitally  affecting  medicine.  Dr.  Carter’s  report  in- 
cludes a review  of  significant  health  legislation  of  the 
past  session. 

On  the  federal  front,  far-reaching  legislation,  some  of 
it  seeking  to  overhaul  drastically  the  terms  under  which 
health  services  are  delivered  to  the  nation,  is  inching 
closer  to  reality.  The  American  Medical  Association 
carries  the  burden  of  presenting  the  medical  profession’s 
opinion  on  Congressional  bills,  and  supplementing  this 
our  State  Society  has  also  been  in  direct  communications 
with  New  York  senators  and  representatives  to  reinforce 
the  national  viewpoint  on  those  numerous  occasions 
when  our  position  clearly  coincides  with  that  of  the 
American  Medical  Association. 

As  chairman  of  the  commission,  I ask  all  our  members 
to  impress  upon  their  colleagues  who  have  chosen  to 
discontinue  their  membership  in  the  AMA,  to  realistical- 
ly reappraise  the  numerous  and  valuable  services  per- 
formed by  this  organization,  not  the  least  of  which  is 
their  effective  lobby  in  Washington. 

The  truism  that  good  deeds  speak  for  themselves  was 
evident  in  respect  to  the  venereal  disease  prevention 
education  program  we  have  been  conducting  in  New 
York  State.  Our  efforts  in  the  high  schools  have  moti- 
vated numerous  young  people  to  seek  advice  and  treat- 
ment. The  program  has  received  the  enthusiastic  sup- 
port of  educators,  and  very  favorable  notice  in  the  press. 
This  effort  is  now  being  expanded.  MSSNY  is  training 
volunteers  of  the  New  York  State  Jaycees  organization, 
vhich  has  240  chapters,  in  the  use  of  our  audio-visual 
iresentation.  This  multiplication  of  manpower  has  the 
potential  for  reaching  many  more  junior  and  senior  high 
chools  in  many  more  communities.  There  are  1.8  mil- 
ion  students  at  these  grade  levels.  The  Public  Rela- 
ions  Committee  report  also  emphasizes  the  need  for 
ihysicians  to  report  cases  of  venereal  disease,  and  to 
I ipdate  their  knowledge  of  methods  of  diagnosis  and 
reatment. 

Position  papers  are  in  the  process  of  being  drawn  up 


by  various  committees.  These  will  make  available  to  the 
Department  of  Information  authorized  statements  con- 
cerning topics  most  frequently  inquired  about  by  the 
public,  physicians,  and  the  media.  This  effort  is  de- 
signed to  smooth  the  path  for  handling  such  inquiries 
and,  in  particular,  to  provide  answers  to  the  media  so 
that  they  do  not  seek  unauthorized  sources  of  informa- 
tion. These  papers  will  be  referred  to  the  Council  for 
approval  before  they  are  put  into  use. 

The  Public  Relations  Committee  recommended  that 
the  opinions  of  New  York  State  physicians  who  re- 
sponded to  the  1972  AMA  member  survey  be  obtained  so 
that  a comparison  could  be  made  with  national  opinion. 
This  enabled  our  State  Society  to  obtain  valuable  re- 
search on  important  issues. 

The  report  indicated,  among  other  things,  that  60.2 
per  cent  of  our  members  believe  the  AMA  is  not  doing 
enough  to  communicate  to  the  public.  The  committee 
reported  to  the  Council  that  the  attitudes  of  members 
toward  the  AMA’s  communications  efforts  may  by  infer- 
ence reflect  concern  with  State  Society  communications 
and  stated  that  this  area  will  receive  continuing  review 
by  the  committee. 

House  of  Delegates  Resolution  72-27,  Education  of 
Public  on  Effects  of  Escalating  Professional  Liability 
Costs  on  Ultimate  Cost  of  Health  Care,  was  referred  by 
the  Council  to  the  Public  Relations  Committee  for  ac- 
tion. After  lengthy  discussions  the  committee  recom- 
mended that  a subcommittee  maintain  liaison  with  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board  to  determine  what  exactly  could  be  done  to  fulfill 
the  intent  of  Resolution  72-27.  The  Council  referred 
this  to  President  Edward  Siegel,  M.D.,  for  his  considera- 
tion. After  studying  the  evidence  presented  to  him, 
Dr.  Siegel  offered  the  recommendation  that  action  on 
this  resolution  be  withheld  until  a comprehensive  report 
being  prepared  by  the  AMA  is  issued.  In  this  way  the 
State  Society  can  benefit  by  AMA’s  extensive  research. 

I wish  to  acknowledge  the  dedicated  efforts  of  John  H. 
Carter,  M.D.,  Chairman  of  the  State  Legislation  Com- 
mittee; Charles  N.  Aswad,  M.D.,  Chairman  of  the  Fed- 
eral Legislation  Committee;  and  Norton  M.  Luger, 
M.D.,  Chairman  of  the  Public  Relations  Committee, 
who  have  done  so  much  to  benefit  the  State  Medical 
Society  during  the  past  year;  also  the  fine  support  of  the 
members  of  the  staff  who  have  had  the  responsibility  of 
implementing  these  efforts. 

Respectfully  submitted, 

PaulM.  DeLuca,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

The  annual  report  of  the  Commission  on  Public  and 
Professional  Affairs,  under  the  chairmanship  of  Paul 
M.  DeLuca,  M.D.,  was  reviewed.  This  report  was  con- 
sidered briefly  since  it  was  primarily  an  introduction  to 
detailed  reports  of  the  chairmen  of  the  Federal  Legisla- 
tion, State  Legislation,  and  Public  Relations  Com- 
mittees. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Public  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public  Relations 
are: 
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Norton  M.  Luger,  M.D.,  Chairman Queens 

Clement  J.  Boccalini,  M.D Nassau 

Russell  C.  Johnson,  M.D Westchester 

Eli  A.  Leven,  M.D Monroe 

Joel  E.  Mandel,  M.D Rockland 

James  R.  Nunn,  M.D Erie 

Thomas  D.  Pemrick,  M.D Rensselaer 

John  A.  Root,  M.D Onondaga 

Milton  Rosenberg,  M.D Suffolk 

John  F.  Spring,  M.D. Broome 


Resolution  72-27.  Education  of  Public  on  Effects 
of  Escalating  Professional  Liability  Costs  on  Ulti- 
mate Cost  of  Health  Care  was  referred  by  the  Council 
to  the  Public  Relations  Committee  for  action.  The 
indemnity  representative  of  H.  F.  Wanvig  Company, 
Inc.,  Mr.  Frank  Appleton,  in  his  capacity  as  executive 
secretary  of  the  Professional  Medical  Liability  Insur- 
ance and  Defense  Board,  was  invited  by  our  committee 
to  express  the  opinion  of  the  Board  toward  implement- 
ing this  resolution.  The  resolution  recommended  that 
any  public  statement  be  prepared  jointly  with  the 
board  “because  of  the  concern  of  some  of  our  members 
that  improper  publicity  may  stimulate  the  develop- 
ment of  additional  suits  . . . . ” 

In  view  of  a rise  in  average  malpractice  premiums 
from  $212  in  1961  to  $1,566  in  1971,  and  an  increase  in 
suits  from  333  to  803,  and  average  claim  settlements 
from  $4,457  to  $10,112,  Mr.  Appleton  said  that  expla- 
nation of  these  facts  may  not  clearly  benefit  the  medi- 
cal profession.  Your  committee  also  noted  that  a pub- 
lic education  campaign  would  have  the  identical  goal 
of  bringing  about  change  through  legislation,  and  gov- 
ernment action.  Such  legislation  is  already  being  de- 
bated in  Albany  and  Washington.  Secondly,  The  De- 
partment of  Health,  Education,  and  Welfare  and  the 
American  Medical  Association  have  top  level  com- 
mittees studying  malpractice,  and  their  reports  will  be 
issued  in  the  coming  months. 

The  committee,  considering  these  factors,  neverthe- 
less thought  there  would  be  value  in  publicizing  experi- 
ments in  mediation  and  arbitration,  which  show  a posi- 
tive connotation  benefiting  medicine.  It  recommended 
to  the  Council  on  May  18  that  a subcommittee  main- 
tain liaison  with  the  Board  to  determine  exactly  what 
can  be  done  to  fulfill  the  intent  of  resolution  72-27. 
The  Council  referred  this  to  the  president  for  his  con- 
sideration. Dr.  Siegel  in  turn  recommended  to  the  ex- 
ecutive vice-president  that  action  on  72-27  be  held  in 
abeyance  until  the  comprehensive  AMA  report  is  is- 
sued. This  would  permit  the  State  Society  to  bene- 
fit by  their  extensive  research. 

VD  Prevention.  The  Venereal  Disease  prevention 
education  program  during  1972  continued  to  receive 
enthusiastic  acceptance  in  schools  it  visited.  It  also 
became  clear  that  the  time  the  regional  representatives 
devoted  to  this  program  was  taking  them  away  from 
other  tasks.  To  remedy  this,  a plan  was  approved 
whereby  the  MSSNY  Public  Affairs  Division  will  train 
New  York  State  Jaycees  volunteers  to  carry  the  pro- 
gram into  many  more  communities.  At  the  end  of  the 
year  seminars  were  begun  to  train  Jaycees  in  the  use  of 
MSSNY’s  audio-visual  program.  It  should  be  pointed 
out  that  the  Jaycees  have  12,000  members  in  240  chap- 
ters and  their  numbers  can  greatly  multiply  our  efforts. 
MSSNY  has  reached  an  estimated  120,000  students  to 


date.  There  is  a potential  of  1.8-million  high  school 
students  who  can  benefit  from  the  program. 

Progress  is  being  made  in  public  education,  but 
other  of  the  guidelines  of  the  Subcommittee  on  Venere- 
al Disease  relating  to  the  reporting  of  cases,  and  physi- 
cian education  on  the  diagnosis  and  treatment  of  vene- 
real disease,  should  be  implemented.  The  Council  on 
September  28  approved  our  committee’s  recommenda- 
tion that  action  will  be  taken  to  strengthen  these  areas. 

Position  Papers.  The  Council  on  May  18,  1971,  ap- 
proved a Public  Relations  Committee  recommendation 
that  position  papers  be  prepared  on  subjects  most  fre- 
quently inquired  about  by  the  public,  media,  and  phy- 
sicians. The  rationale  for  this  proposal  was  to  accu- 
rately and  uniformly  explain  the  position  of  the  State 
Medical  Society  on  a variety  of  subjects.  It  has  been 
found,  for  example,  that  media  people  frequently  turn 
to  unofficial  sources  for  such  information  and  opinions 
when  they  do  not  have  policy  statements  available. 
For  this  reason  we  would  like  to  re-establish  our  repu- 
tation as  a ready  and  reliable  source  of  medical  infor- 
mation. Accordingly,  an  initial  list  of  twenty  subjects, 
and  committees  to  draw  up  such  papers,  was  submit- 
ted to  the  Council  and  the  preparation  of  papers  has 
begun.  This  list  of  authorized  position  papers,  we 
hope,  will  be  expanded  and  made  available  for  the 
guidance  of  county  medical  societies. 

Communication  To  The  Public.  The  Public  Rela- 
tions Committee  thought  valuable  insight  could  be 
gained  from  the  1972  AMA  member  survey  and  re- 
quested an  extract  of  the  opinions  of  New  York  State 
physicians  to  match  it  against  the  national  picture.  Of 
94,035  total  respondents,  8,925  New  York  State  physi- 
cians, or  9.4  per  cent  of  the  total,  expressed  viewpoints 
which  varied  but  a few  percentage  points  from  those  of 
their  colleagues  nationwide,  on  all  issues.  The  Findings 
of  the  survey,  which  deserve  your  study,  support  in 
general  the  concept  of  retaining  the  basic  principles  of 
private  practice.  They  have  been  publicized  in  the 
News  of  New  York  and  are  not  detailed  here,  but  your 
committee  took  note  of  this  finding  within  its  sphere  of 
interest:  that  60.2  per  cent  of  our  physicians  thought 

the  AMA  was  not  placing  enough  emphasis  on  “com- 
munication to  the  public.”  Your  committee  suggested 
to  the  Council  that,  based  on  this  survey,  our  mem- 
bers’ attitudes  toward  AMA  communications  efforts 
may  also,  by  inference,  reflect  concern  with  State  and 
county  medical  society  communication  efforts.  Ac- 
cordingly, this  committee  is  undertaking  a continuing 
review  of  MSSNY’s  programs,  and  methods  to  assist: 
county  medical  societies.  On  the  media  front,  the 
committee  noted  that  favorable  publicity  was  achieved 
for  last  year’s  convention;  the  issuance  of  the  venerea: 
disease  guidelines;  a press  conference  hosted  b\ 
MSSNY  for  AMA  President  Carl  Hoffman,  M.D.,  and 
the  joining  of  MSSNY  and  the  New  York  State  Jaycee; 
in  the  VD  prevention  campaign.  Our  members  an 
kept  informed  by  MSSNY’s  News  of  New  York,  Ac 
Rem,  and  the  Hotline  letters.  Your  committee  is  cur 
rently  investigating  the  use  of  video  tape  to  supple 
ment  our  print  media  output. 

Other  activities  of  the  Division  of  Public  Affairs  anc 
its  component  departments  of  public  and  professiona 
relations,  news  relations,  information,  and  the  fieli 
staff  are  outlined  in  the  report  of  the  executive  vice 
president  and  are  not  repeated  here  for  the  sake  c 
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brevity.  We  wish  to  commend  the  Director  of  Public 
Affairs,  Mr.  Guy  D.  Beaumont,  and  his  staff  for  their 
dedicated  efforts  during  the  past  year,  with  special 
thanks  to  Mr.  Richard  Klemfuss,  Coordinator  of  Public 
and  Professional  Relations,  for  the  assistance  he  has 
given  this  committee. 

Respectfully  submitted, 
Norton  M.  Luger,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

The  annual  report  of  the  Committee  on  Public  Rela- 
tions, under  the  chairmanship  of  Norton  M.  Luger, 
M.D.,  was  reviewed  in  detail.  The  reference  commit- 
tee once  again  takes  special  note  of  the  great  effort  ex- 
pended in  furthering  the  Venereal  Disease  Education 
Program.  It  is  estimated  that,  with  the  cooperation  of 
the  New  York  State  Jaycees,  approximately  1.8  million 
high  school  students  will  be  reached  and  benefit  by 
this  program. 

It  is  also  noted  by  the  reference  committee  that  an 
initial  list  of  twenty  subjects  for  position  papers  has 
been  submitted  to  the  Council  and  that  the  prepara- 
tion of  these  papers  has  begun.  It  is  hoped  that  this 
list  will  be  greatly  expanded  and  be  of  value  to  the 
county  medical  societies. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Federal  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Federal  Legislation  are 


as  follows: 

Charles  N.  Aswad,  M.D.,  Chairman Broome 

Jacob  H.  Buchbinder,  M.D Putnam 

Robert  B.  Bryant,  M.D.  Onondaga 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Joseph  R.  Fontanetta,  M.D.  Kings 

John  G.  Meagher,  M.D Suffolk 

George  M.  Saypol,  M.D New  York 

Ethan  L.  Welch,  M.D Monroe 


Your  committee  has  kept  a watchful  eye  on  bills  in- 
roduced  in  the  Congress  since  the  last  session  of  the 
louse.  During  1972,  the  committee  paid  particular 
ttention  to  developments  in  regard  to  national  health 
lsurance  and  health  maintenance  organizations  and 
! onsidered  the  bills  set  forth  in  this  report  and  direc- 
ves  of  the  House  at  its  last  session.  At  the  time  this 
| ;port  is  being  prepared  in  late  September,  a meeting 
I f the  committee  is  planned  to  be  held  at  the  Country 
louse  in  Syracuse  on  December  6,  the  day  before,  and 
i preparation  for,  the  Annual  Conference  of  County 
tedical  Society  Legislation  Representatives  slated  for 
ecember  7.  As  a result,  a supplementary  report  cov- 
ing this  meeting  and  the  conference  will  be  submit- 
d to  the  House  in  February,  1973. 

ATIONAL  HEALTH  INSURANCE— H.M.O. 

1 Of  particular  interest  to  your  committee  during  the 
ar  were  the  proposals  in  Congress  concerning  nation- 


al health  insurance  legislation  and  health  maintenance 
organizations.  In  our  report  to  the  1972  session  of  the 
House  we  detailed  the  bills  then  pending  in  regard  to 
national  health  insurance  and  made  pertinent  com- 
ments. Since  that  time,  there  have  been  no  significant 
developments  towards  enactment  of  this  type  of  legis- 
lation. For  numerous  reasons,  including  the  fact  that 
there  were  several  bills  before  the  Congress  and  there 
were  many  complications  relative  thereto  as  well  as  the 
fact  that  the  national  elections  for  Congress  and  the 
President  were  to  take  place  in  1972,  no  action  had 
been  taken  at  the  time  this  report  is  being  written  in 
regard  to  any  of  the  bills  and  none  was  expected  during 
the  remainder  of  the  year. 

In  regard  to  HMO’s,  however,  there  were  some  sig- 
nificant developments.  Notable  among  these  proposals 
was  the  reporting  out  of  committee  by  the  Senate 
Labor  and  Public  Welfare  Committee  in  late  July  of 
S.3327,  the  Health  Maintenance  Organization  & Re- 
sources Development  Act  of  1972,  sponsored  by  Senator 
Edward  M.  Kennedy.  This  bill  would  amend  the  Pub- 
lic Health  Service  Act  to  provide  assistance  and  en- 
couragement for  the  establishment  and  expansion  of 
health  maintenance  organizations  and  health  care  re- 
sources, and  the  establishment  of  a commission  on 
quality  health  care  assurance  and  a national  institute 
of  health  care  delivery. 

Our  State  Medical  Society  took  two  specific  actions 
in  regard  to  this  bill.  Since  the  proposal  would  effec- 
tively deprive  medical  care  foundations  of  status  as  a 
health  care  delivery  system  and  Senator  Peter  H.  Dom- 
inick, Colorado,  introduced  an  amendment  to  the  mea- 
sure which  would  place  the  foundations  on  a parity 
with  HMO’s,  our  State  Medical  Society,  through  its 
Division  of  Legislation,  called  upon  all  county  medical 
society  legislation  chairmen,  presidents,  secretaries  and 
executive  secretaries,  to  send  telegrams  to  our  New 
York  State  Senators  James  L.  Buckley  and  Jacob  K. 
Javits,  urging  them  to  strongly  support  Senator  Dom- 
inick’s amendment. 

The  second  action  taken  by  our  State  Medical  Soci- 
ety was  a telegram  over  the  signature  of  our  Executive 
Vice-President,  Henry  I.  Fineberg,  M.D.,  to  both  Sena- 
tors Buckley  and  Javits,  asking  them  to  use  their  good 
offices  to  delay  floor  debate  on  S.3327  during  the  re- 
mainder of  the  1972  Congress.  The  request,  (urging 
such  delay),  had  been  made  by  the  American  Medical 
Association  to  our  State  Medical  Society.  The  major 
reason  for  postponement  was  that  the  proposal  repre- 
sented a massive  change  in  health  care  delivery  sys- 
tems and,  therefore,  required  additional  study  because 
of  many  far  ranging  implications.  Our  telegram  point- 
ed out  that  the  bill  carried  with  it  approximately  five 
billion  dollars  in  authorization,  with  over  four  billion 
alone  for  various  types  of  support  of  HMO  and  other 
similar  projects.  We  emphasized  the  fact  that  the  bill, 
in  effect,  was  a national  health  insurance  program  of 
care  for  the  poor  unjustifiably  limited  to  one  special 
health  delivery  system.  Your  chairman  is  pleased  to 
report  that  several  of  our  county  medical  societies  co- 
operated with  our  request  that  they  send  telegrams  to 
our  New  York  State  senators. 

BILLS  CONSIDERED 

In  keeping  with  the  established  policy  of  the  com- 
mittee, the  members  considered  bills  selected  by  the 
AMA  Council  on  Legislation  as  those  of  significant  im- 
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portance  to  the  medical  profession  and  the  public’s 
health.  The  committee  reviewed  the  recommendations 
of  the  AMA  Council  on  Legislation  concerning  the  fol- 
lowing bills  and  our  committee  took  the  actions  indi- 
cated hereafter  in  this  report. 

H.R.  14199 — Cabinet  Level  Department  of  Health. 
This  legislation  establishes  a separate  Department  of 
Health,  headed  by  a Secretary  of  Health,  which  would 
be  responsible  for  essentially  all  the  health  programs  in 
the  present  Department  of  Health,  Education,  and 
Welfare.  A Secretary,  Under  Secretary,  seven  Assis- 
tant Secretaries,  and  a Chief  Medical  Officer  would  act 
under  appointment  by  the  President,  with  consent  of 
the  Senate.  Titles  18,  19  and  5 of  the  Social  Security 
Act  would  be  transferred  to  this  department  insofar  as 
such  titles  relate  to  the  provision  of  health  care  ser- 
vices. Certain  activities  of  the  Public  Health  Service 
would  be  exercised  by  the  Chief  Medical  Officer.  The 
Department  of  HEW  would  be  redesignated  Depart- 
ment of  Education  and  Welfare. 

Bearing  in  mind  the  long-standing  support  of  the 
AMA  for  a separate  Department  of  Health,  your  com- 
mittee supports  the  establishment  of  such  a separate 
department  and  endorses  the  bill  in  principle.  It  rec- 
ommends, however,  a modification  of  the  bill  to  require 
that  the  Secretary  of  Health  and  the  Chief  Medical 
Officer  be  doctors  of  medicine,  and  that  the  limitation 
on  the  number  of  physician  members  to  be  permitted 
to  serve  on  the  National  Advisory  Commission  on 
Health  Planning  be  removed. 

S.  576 — Tax  Incentives  for  Practice  in  Shortage 
Areas.  This  bill  provides  incentives  to  encourage  phy- 
sicians to  practice  medicine  in  physician-shortage 
areas.  During  the  first  year,  the  physician  could  ex- 
clude from  his  gross  income  for  tax  purposes  up  to 
$20,000  of  income  derived  from  such  practice.  Up  to 
$15,000  could  be  excluded'  in  the  second  year,  and 
$10,000,  $7,500  and  $5,000,  respectively  for  the  three 
years  following.  The  Secretary  of  HEW  would  certify 
shortage  areas. 

Your  committee  supports  financial  incentives  for 
practice  in  shortage  areas.  The  committee  questioned, 
however,  whether  the  downward  sliding  scale  of  ex- 
cludable income  would  be  effective  in  retaining  the 
practitioner  in  the  area  over  an  extended  period.  An 
upward  scale  might  be  more  effective.  Your  commit- 
tee recommends  support  in  principle  of  S.  576  but  not 
as  to  the  specifics  of  the  bill. 

H.R.  14140 — The  National  Health  Care  Services 
Reorganization  and  Financing  Act.  This  bill  would 
establish  an  Office  of  Health  Affairs  within  the  Depart- 
ment of  HEW,  to  administer  all  health  programs  of  the 
Department  of  HEW  and  also  the  national  health  in- 
surance program  established  under  the  bill.  It  would 
authorize  federal  grants  and  contracts  for  the  initial 
development  and  operation  of  health  care  corporations. 
Charges  made  by  a health  care  corporation  would  be 
made  at  rates  fixed  by  the  corporation  prospectively  for 
a 12-month  period  and  would  have  to  be  approved  by  a 
state  health  commission.  In  addition,  the  secretary 
would  be  given  direct  regulatory  authority  over  certain 
activities  under  this  program,  including  authority  to 
prescribe  standards  of  quality  and  safety  for  all  facili- 
ties and  services,  standards  relating  to  the  use  of  para- 
medical personnel,  and  standards  for  determination  of 
qualified  carriers. 


The  health  care  benefits  program  would  become  fully 
operative  five  years  after  enactment  with  phased 
changes  in  the  course  of  transition.  When  the  program 
became  fully  operative,  comprehensive  health  care 
benefits  would  supplant  Medicare  benefits.  Under  the 
bill  a chiropractor  would  be  included  within  the  defini- 
tion of  physician  and  would  be  entitled  to  payment  for 
services  rendered. 

The  committee  recommends  opposition  to  this  bill. 
Among  the  reasons  for  such  opposition  is  the  fact  that 
like  HMO’s,  the  health  care  corporations  would  be 
given  preferential  treatment  in  relation  to  other  forms 
of  delivery  because  of  the  extensive  federal  financial 
assistance  which  would  be  authorized;  the  bill  sets 
forth  a public  utility  type  of  approach  with  respect  to 
the  health  care  system,  placing  responsibility  in  corpo- 
rations and  rising  economic  pressures  to  force  physi-  , 
cians  into  corporate  or  contract  practice  and  chiroprac- 
tors would  be  included. 

S.  3441 — Traineeship  Programs  for  Professional 
Public  Health  Personnel.  This  bill  extends  for  five 
years  the  program  under  the  Public  Health  Service  Act  > 
providing  for  traineeships  for  graduate  or  specialized 
training  in  public  health  for  physicians,  engineers, 
nurses,  and  other  professional  health  personnel.  It  also 
extends  the  authority  to  provide  project  grants  to  • 
schools  of  public  health  for  the  purpose  of  strengthen-  | 
ing  or  expanding  their  public  health  teaching  programs 
and  grants  to  schools  to  provide  assistance  for  compre- 
hensive training  and  technical  assistance  in  the  field  of 
public  health. 

Your  committee  recommends  that  this  bill,  since  it 
seems  to  provide  favorable  provisions,  should  be  sup-  'j| 
ported  provided  that  it  is  amended  to  extend  these 
programs  for  three  years  rather  than  for  five  years  as 
provided  in  the  bill. 

S.J.  Res.  75 — National  Advisory  Commission  on 
Health  Science  and  Society.  This  resolution  autho- 
rizes a fifteen-member  Presidential  National  Advi- 
sory Commission  on  Health  Science  and  Society.  The  1 
commission  would  undertake  a comprehensive  investi- 
gation and  study  of  the  ethical,  social,  and  legal  implica- 
tions of  advances  in  biomedical  research  and  technology'. 
The  Commission  would  send  to  the  President  and  Con-1! 
gress  interim  reports  and,  not  later  than  two  years  after 
its  first  meeting,  would  submit  its  final  report  containing 
the  findings  and  conclusions  of  the  commission  as  well 
as  its  recommendations  for  action  by  private  and  pub-!* 
lie  bodies  and  such  legislation  as  they  deemed  to  be 
needed. 

Since  the  committee  was  advised  that  the  National 
Advisory  Commission  on  Health  Science  and  Society 
would  not  duplicate  the  National  Institute  of  Medicine 
and  feeling  that  a comprehensive  study  as  envisioned  ir 
the  resolution  would  be  beneficial,  the  committee  rec- 
ommends support  of  S.J.  Res.  75. 

S.  3329 — National  Institute  of  Health  Care  Deliv 
ery  Act.  This  bill  would  establish,  within  the  Depart 
ment  of  HEW,  a National  Institute  of  Health  Care  De 
livery  to  be  headed  by  a director  appointed  by  th< 
President.  The  institute  would  take  over  the  Nationa 
Center  for  Health  Services  Research  and  Developmen 
and  would  be  the  principal  government  agency  for  im 
provement  of  health  care  in  the  United  States.  I 
would  initiate  and  support  studies,  research,  experi 
ments,  and  evaluation  of  delivery  systems  in  such  area 
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as  coordination  of  public  and  private  systems  as  well  as 
federal,  state,  and  local  systems,  preventive  medicine 
especially  for  preschool  children,  emergency  services, 
home  care  for  the  elderly  and  the  handicapped,  the  li- 
censing and  utilization  of  physician’s  assistants,  costs, 
studies,  and  accounting  methods,  health  education 
programs  for  health  professionals  and  the  public,  and 
the  federal  health  programs  including  maternal  and 
child  welfare.  Medicare  and  Medicaid. 

The  term  “health  care  delivery”  would  include  all 
aspects  of  organizing,  financing,  and  delivering  direct 
health  care  delivery  to  individuals,  families,  and 
groups  for  the  prevention,  cure,  rehabilitation,  mainte- 
nance of  function,  and  related  health  services  essential 
to  good  health.  The  bill  also  establishes  a 21-member 
National  Advisory  Council  on  Health  Care  Delivery. 

The  committee  recommends  opposition  to  this  bill. 
There  are  many  questions  concerning  its  advisability, 
practicability  and  methodology.  The  purposes  and  in- 
tent of  this  legislation  can  be  better  carried  out  in  a 
coordinated  department  of  health. 

S.  3327 — Health  Maintenance  Organization  and 
Resources  Development  Act.  The  bill  provides  for  the 
nationwide  establishment  of  “health  maintenance  or- 
ganizations” through  the  use  of  grants,  loans,  and 
subsidies.  In  addition,  it  contains  several  other  major 
proposals  regarding  the  financing,  structuring  and  re- 
view of  health  care  delivery  systems.  While  establish- 
ing health  maintenance  organizations  in  urban  areas,  it 
would  establish  a new  institution  characterized  as  a 
“health  service  organization,”  or  HSO,  for  rural  areas. 
The  HMO’s  would  assume  responsibility  for  providing 
comprehensive  health  services  to  all  enrollees.  These 
services  would  be  provided  “without  limitation  as  to 
time  or  cost.”  No  more  than  50  per  cent  of  an  HMO’s 
enrollees  could  be  from  a medically  underserved  area. 
HSO’s  on  the  other  hand,  would  provide  directly  or 
indirectly  comprehensive  health  services  according  to 
the  ability  of  the  organization  as  determined  by  the 
Secretary. 

In  another  title,  the  bill  would  authorize  grants  for 
the  development  and  construction  of  “area  health  edu- 
cation and  service  centers”  to  be  affiliated  with  univer- 
sity health  centers.  These  institutions  are  intended  to 
(1)  promote  communication  between  health  education 
and  service  centers  and  HSO’s;  (2)  provide  for  continu- 
ing education  of  health  care  providers;  (3)  provide  for 
clinical  experience  in  a non-metropolitan  setting  for 
students  from  university  health  centers;  and  (4)  en- 
courage the  utilization  of  regional  medical  programs 
where  such  programs  exist. 

In  order  to  monitor  health  care  on  a nationwide 
basis,  a five-member  Commission  on  Quality  Health 
Care  would  be  created  as  an  independent  agency  with- 
in the  executive  branch  of  the  government.  The  com- 
mission would  conduct  investigations  and  studies  and 
thereupon  establish  “appropriate  quality  health  care 
standards.”  The  commission  would  further  prescribe 
quality  control  systems  for  HMO’s,  HSO’s  and  other 
providers  subject  to  the  Act.  Providers  would  receive 
certificates  of  compliance  from  the  commission  and 
these  certificates  could  be  revoked  or  suspended  should 
the  provider  be  found  to  be  violating  the  standards  de- 
veloped by  the  commission.  The  commission  would 
also  enforce  a detailed  system  of  disclosure  require- 
ments. Every  plan  subject  to  the  act  would  be  re- 


quired to  describe,  “in  a manner  calculated  to  be  un- 
derstood by  the  average  enrollee,”  its  fees,  benefits, 
hours  of  operation  and  other  elements  of  service. 

The  commission  would  be  empowered  to  establish  a 
system  of  federal  malpractice  insurance.  This  insur- 
ance would  be  applicable  only  when  the  providers  pos- 
sess certificates  of  compliance  together  with  valid 
agreements  with  their  patients  to  submit  all  malprac- 
tice claims  to  binding  arbitration.  The  arbitration 
agreement  would  have  to  be  binding  under  local  law. 
As  a further  incentive  to  achieve  certification,  every 
provider  of  health  care  which  is  certified  by  the  com- 
mission as  maintaining  the  established  quality  stan- 
dards would  be  entitled  to  an  annual  payment 
amounting  to  2 per  cent  of  the  gross  revenues  of  such 
provider  attributable  to  the  delivery  of  health  care  ser- 
vices. 

With  respect  to  the  payment  of  enrollment  fees  in 
“health  maintenance  organizations,”  the  Secretary 
would  be  authorized  to  make  annual  grants  to  the  in- 
stitutions in  order  to  cover  the  deficits  incurred  by 
practices  serving  persons  who  cannot  meet  the  organi- 
zation’s premiums.  These  grants  could  not  exceed  25 
per  cent  of  the  total  premium  receipts  of  the  recipient 
institution  for  the  preceding  year.  These  subsidies 
would  be  paid  from  a Health  Maintenance  Fund, 
which  fund  would  receive  5 per  cent  of  the  taxes  levied 
upon  alcohol  and  tobacco  plus  any  amounts  appro- 
priated from  general  revenues. 

The  bill  also  includes  many  amendments  to  existing 
PHS  programs,  including:  Hill-Burton,  CHP,  RMP, 

manpower  training,  and  community  mental  health 
centers. 

The  committee  recommends  opposition  to  this  bill. 
The  committee  supports  experimentation  and  trial  of 
multiple  alternative  methods  for  health  care  delivery 
and  financing  to  promote  the  evolutionary  development 
of  productive  and  viable  systems  of  health  care  appro- 
priate to  the  needs  of  a variety  of  communities.  The 
current  110  experimental  programs  with  HMO’s  under 
HEW  should  provide  an  adequate  base  for  evaluation. 
The  committee  is  opposed  to  the  massive  federal  sup- 
port for  HMO’s  and  HSO’s  over  other  forms  of  health 
care  delivery  as  proposed  in  the  bill,  noting  a great  risk 
attendant  upon  imposition  of  an  untried  system  of 
health  care  throughout  the  nation. 

The  committee,  likewise,  does  not  favor  the  estab- 
lishment of  a five-man  commission  on  quality  care  to 
develop  national  health  standards  and  perform  other 
functions.  Through  its  broad  powers,  this  commission 
would  have  total  administrative  power  over  quality 
control;  the  bill  provides  no  checks  against  such  au- 
thority, nor  is  recognition  given  to  local  differences  in 
standing. 

The  committee  is  also  against  the  establishment  of 
the  federal  malpractice  insurance  program.  The  com- 
mittee viewed  the  malpractice  insurance  program, 
which  would  be  operated  by  the  government,  as  dis- 
criminatory in  that  it  would  provide  insurance  for  one 
segment  of  the  health  care  system  only  and  would  au- 
thorize the  setting  of  premiums  at  less  than  actuarily 
determined  risks.  Moreover,  arbitration  as  a means  of 
claim  settlement  is  presently  under  study  by  the  Secre- 
tary’s Commission  on  Malpractice. 

S.  3248 — Provisions  to  Amend  Existing  Law  Au- 
thorizing Mortgage  Insurance  for  Group  Practices. 
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Under  the  present  National  Housing  Act,  federal 
mortgage  insurance  is  available  to  group  practice  facili- 
ties; however,  assistance  can  only  be  given  to  private 
nonprofit  groups.  Also  under  existing  law,  groups  of 
physicians,  optometrists  or  dentists  are  eligible  for  as- 
sistance. (As  this  law  has  been  interpreted,  only 
groups  of  five  or  more  individuals  are  eligible  for  assis- 
tance.) 

Under  S.  3248,  the  definition  of  group  practice  facili- 
ty would  be  amended  to  include  proprietary  facilities 
as  well  as  facilities  of  a private  nonprofit  corporation 
or  association.  The  definition  of  group  practice  facility 
would  be  further  amended  to  include  podiatric  facili- 
ties. 

Another  change  in  S.  3248  would  amend  the  present 
$5  million  limit  on  the  mortgage  amount  for  a group 
practice  facility,  authorizing  a mortgage  amount  of  90 
per  cent  of  the  replacement  cost  in  the  cost  of  new  con- 
struction. 

The  committee  was  informed  that  this  bill  would 
make  “for  profit”  group  facilities  eligible  for  mortgage 
insurance,  ending  the  discrimination  whereby  only 
“not  for  profit”  groups  have  been  eligible.  The  com- 
mittee supports  this  provision  in  S.  3248. 

H.R.  1 — Social  Security  Amendments.  The  com- 
mittee reviewed  the  status  of  H.R.  1 pending  in  the 
Senate  Finance  Committee.  It  reviewed  the  tentative 
actions  of  the  committee  and  noted  action  allowing 
Medicare  coverage  for  a spouse  over  age  60  when  the 
other  spouse  qualifies  for  Medicare.  Premium  pay- 
ment would  be  $42  monthly.  This  provision  is  intend- 
ed to  provide  coverage  where  the  worker’s  private  cov- 
erage terminates  and  the  spouse  is  not  covered.  The 
committee  feels  that  Medicare  should  not  be  expanded 
below  age  65,  and  that  private  insurance  through  em- 
ployer plans  or  otherwise  should  be  made  available  for 
other  persons.  The  committee,  therefore,  recommends 
opposition  to  this  committee  proposal. 

S.  3193 — Economic  Opportunity  Amendments  of 
1972.  The  bill,  which  provides  for  a program  of  child 
care  centers  and  services,  is  a modification  of  S.  2007, 
which  was  vetoed  by  the  President  last  year.  Under 
the  current  proposal,  states  could  be  designated  as 
prime  sponsors  for  the  development  of  child  care  pro- 
grams. Localities  having  a population  of  25,000  per- 
sons or  more  would  also  be  eligible  for  designation  as 
local  prime  sponsors.  State  child  care  councils  would 
have  the  planning  and  coordinating  role  and  would 
monitor  all  child  care  programs  in  the  state.  Priority 
in  the  programs  would  be  given  to  headstart-type  pro- 
grams and  aid  to  economically  disadvantaged  children 
of  working  mothers.  Policy-making  responsibilities 
concerning  child  care  projects  would  be  in  the  child 
care  councils  and  local  policy  councils  which  would 
consist  of  equal  representation  of  parents  and  represen- 
tatives appointed  by  public  officials.  Following  a one- 
year  planning  period,  the  child  care  program  would  be- 
come fully  operational  in  fiscal  year  1974.  Appropria- 
tions of  $1.5  billion  for  fiscal  year  1974  would  be  autho- 
rized. 

The  committee  supports  the  development  of  appro- 
priate programs  for  child  care  to  meet  the  needs  which 
exist  for  such  services.  Accordingly,  the  intent  of  the 
bill  is  commendable  insofar  as  it  seeks  to  accomplish 
this  purpose.  The  committee  was  concerned,  however, 
with  the  broad  scope  and  expansiveness  of  the  propos- 


als. The  bill  as  presented  is  too  complex  and  too  gen- 
eral to  constitute  a workable  plan  for  the  achievement 
of  stated  objectives.  While  comprehensive  develop- 
mental needs  of  children  should  be  considered,  appro- 
priate priorities  for  services  should  be  established  with- 
in the  nation’s  ability  realistically  to  furnish  such  ser- 
vices, so  that  essential  services  would  be  assured  for 
those  children  of  families  who  are  in  the  greatest  need 
and  who  are  unable  to  afford  proper  care. 

The  committee  also  is  of  the  opinion  that  research 
and  pilot  demonstration  projects  are  needed  to  provide 
experience  in  the  development  of  beneficial  programs, 
and  supports  the  provisions  in  the  legislation  which 
provide  for  such  projects.  Likewise,  it  supports  those 
provisions  relating  to  the  training  of  appropriate  per- 
sonnel to  be  used  in  augmented  child  care.  While  such 
projects  could  serve  to  determine  the  appropriate  role 
of  government,  means  of  encouraging  and  stimulating 
the  development  of  desirable  programs  through  volun- 
tary and  local  efforts  should  be  emphasized.  Also, 
coordination  with  ongoing  programs  such  as  crippled 
children’s  program,  Medicaid,  and  voluntary  programs 
must  be  taken  into  account  in  planning  comprehensive 
child  care  programs.  For  the  reasons  outlined  above, 
the  committee  recommends  support  for  the  provisions 
relating  to  research  and  pilot  demonstration  projects 
and  manpower  training. 

MEETINGS 

Your  chairman  participated  in  several  meetings,  at 
which  he  discussed  federal  legislation.  Among  these 
was  the  meeting  of  our  State  Medical  Society’s  Fifth 
and  Sixth  District  Branches,  held  at  the  Concord 
Hotel,  Kiamesha  Lake,  N.Y.,  and  the  Health  News 
Seminar,  conducted  by  the  Central  New  York  Regional 
Medical  Program,  Country  House,  Syracuse,  N.Y.,  in 
September,  1972.  He  also  spoke  at  the  Fall  Workshop 
sponsored  by  the  New  York  State  Academy  of  Family 
Physicians  in  October,  1972,  at  the  Holiday  Inn, 
Orangeburg,  N.Y. 
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Respectfully  submitted, 
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Federal  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Your  committee  submits  the  following  supplements 
ry  report. 

On  October  19,  1972,  the  92nd  Congress,  2nd  Ses 
sion,  came  to  an  end.  On  October  30,  President  Nixoi 
finished  work  on  the  132  bills  that  had  been  passed  b 
Congress  in  the  closing  days  of  that  session.  The  Pres 
ident  signed  121  of  the  bills  and  pocket  vetoed  11  oth 
ers.  Under  the  pocket  veto,  a bill  dies  if  it  is  nc 
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signed  within  ten  days  after  it  reaches  the  President’s 
desk  while  Congress  is  not  in  session. 

Among  the  bills  acted  upon  by  the  President  were 
several  health  proposals  of  great  interest  to  the  medical 
profession,  notably  HR  1.,  the  Social  Security  Amend- 
ments of  1972,  which  he  signed  and  is  now  known  as 
Public  Law  92-603.  On  October  30,  the  day  the  Presi- 
dent signed  HR  1.,  your  State  Medical  Society, 
through  a memorandum  distributed  by  your  Division  of 
Legislation,  notified  all  county  medical  societies  of  the 
enactment  of  this  important  statute.  The  purpose  of 
the  memorandum  was  to  alert  the  county  medical  so- 
cieties at  the  earliest  possible  moment  to  the  passage 
of  the  enactment  of  this  important  statute  and  to  call 
attention  to  two  specific  provisions  of  considerable  im- 
portance, namely,  the  provision  relating  to  Professional 
Standards  Review  Organizations  (PSRO),  and  chiro- 
practic. 

MEMORANDUM 

Your  committee  wishes  to  call  to  the  attention  of  the 
House  these  two  important  portions  of  HR  1.  and, 
therefore,  submits  the  following  excerpts  from  the 
memorandum: 

Professional  Standards  Review  Professional 
Standards  Review  Organizations  (PSRO),  organiza- 
tion representing  a substantial  proportion  of  practic- 
ing physicians,  would  assume  responsibility  in  local 
areas,  designated  by  the  Secretary  of  HEW  by  Janu- 
ary 1,  1974,  for  comprehensive  and  ongoing  review  of 
services  covered  under  Medicare  and  Medicaid.  Re- 
view would  be  made  to  determine  whether  services 
provided  were  medically  necessary,  met  appropriate 
professional  standards,  and  in  the  case  of  inpatient 
services,  could  be  provided  on  an  outpatient  basis  or 
more  economically  in  a facility  of  a different  type. 
Only  organizations  representing  a substantial  pro- 
portion of  physicians  establish  PSRO’s  until  1976. 

After  1975  the  Secretary  could  contract  with  other 
groups  for  the  performance  of  this  review  function, 
but  he  could  enter  such  contracts  only  after  finding 
that  local  professional  groups  were  unable  or  unwill- 
ing to  perform  the  review  function.  PSRO’s  would 
initially  be  limited  to  the  review  of  health  care  pro- 
vided by  or  in  institutions,  and  could  assume  review 
of  other  services  only  with  the  approval  of  the  Secre- 
tary. (Sec.  249F). 

Peer  review  is  no  longer  a debatable  theory.  It  is 
low  an  accomplished  fact.  County  medical  societies, 
herefore,  should  re-evaluate  peer  review  in  the  light  of 
his  new  law  and  consider  the  recommendations  out- 
ined  in  the  report  of  MSSNY’s  Committee  on  Peer 
teview  Mechanisms,  approved  by  our  1972  House  of 
lelegates,  published  in  the  June  1,  1972,  issue  of  the 
Jew  York  State  Journal  of  Medicine  (pages  1491-96). 
>n  April  27,  1972,  prior  to  publication,  copies  of  this 
5port  were  sent  to  all  county  medical  societies. 

Chiropractic  Services  Under  Medicare — Ex- 
tension of  Medicare  to  include  chiropractic  ser- 
vices. Includes  as  a ‘physician’  a chiropractor  who 
is  licensed  as  a chiropractor  in  his  state  (or  is  oth- 
erwise legally  authorized  by  the  state)  and  meets 
federal  standards,  but  is  included  only  for  covered 
services  limited  to  treatment  by  manual  manipu- 


lation of  the  spine  ‘to  correct  a subluxation  dem- 
onstrated by  x-ray  to  exist.’  (Sec.  273). 

Under  Medicaid — When  included  in  the  State 
plan,  chiropractic  services  covered  when  furnished 
by  a chiropractor  who  is  licensed  as  such  in  the 
State  and  who  also  meets  federal  standards  to  be 
promulgated  under  Medicare.  Covered  services 
consist  of  treatment  by  means  of  manual  manipu- 
lation of  the  spine.  (Sec. 275). 

Your  State  Medical  Society  vigorously  opposed  in- 
clusion of  chiropractic  under  the  new  law  up  to  the  last 
moment  before  final  passage.  Telegrams  over  the  sig- 
nature of  your  officers  were  rushed  to  Honorable  Wil- 
bur Mills,  who  was  chairman  of  the  Conference  Com- 
mittee which  submitted  the  final  version  of  the  law  to 
Congress. 

Although  chiropractic  has  been  included  in  the  new 
statute,  there  is  still  hope  that  the  effects  of  this  new 
law  may  be  minimized.  It  is  hoped  that  through  regu- 
lations which  will  be  promulgated  by  HEW  that  a min- 
imal number  of  cases  will  be  approved  for  payment. 

Through  this  memo,  your  State  Medical  Society  also 
offered  to  send  to  the  county  medical  societies,  upon 
request,  a detailed  summary  entitled  “Analysis  of  H.R. 
1,  Social  Security  Amendments  of  1972  (Title  II),”  pre- 
pared by  the  American  Medical  Association.  As  a re- 
sult of  this  offer,  we  received  several  requests  for  copies 
of  the  analysis. 

COMMITTEE  RECOMMENDATION 

In  view  of  the  fact  that  PSRO  is  now  law,  your  com- 
mittee recommends  that,  if  such  steps  have  not  been 
taken  by  the  time  the  House  considers  this  report,  that 
immediate  action  be  taken  to  furnish  county  medical 
societies  with  guidelines  for  setting  up  Professional 
Standards  Review  Organizations  so  that  they  may 
comply  with  the  provisions  of  H.R.  1 (Public  Law  92- 
603). 

FINAL  STATUS  OF  BILLS 

For  the  information  of  the  House,  the  following  is  a 
brief  summary  of  the  final  action  by  the  92nd  Congress 
and  the  President  on  significant  health  proposals,  pre- 
pared by  the  American  Medical  Association’s  Council 
on  Legislation: 

Status  of  Selected  Medical  Legislation 

Military  Selective  Service  Amendments.  Includes 
extension  of  doctor  draft. 

Comprehensive  Health  Manpower  Training  Act  of 
1971.  Extends  and  expands  medical  education  facil- 
ities, construction  grants  and  student  loan  and  schol- 
arship programs. 

Nurse  Training  Act  of  1971.  Financial  assistance 
to  students  and  school  of  nursing. 

National  Cancer  Act.  Expands  National  Cancer 
Institute  role  in  cancer  research. 

Drug  Abuse  Office  and  Treatment  Act  of  1972. 
Coordinates  federal  drug  abuse  programs. 

National  Sickle  Cell  Anemia  Prevention  Act.  Es- 
tablishes national  program  for  research  and  treat- 
ment of  sickle  cell  disease. 

Extension  of  Maternal  and  Child  Health  Special 
Project  Grants.  Extends  for  one  year  special  project 
grant  authorities  under  Title  V. 

National  Cooley’s  Anemia  Control  Act.  Provides 
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for  assistance  to  programs  for  the  diagnosis,  preven- 
tion, and  treatment  of  Cooley’s  Anemia. 

National  Heart,  Blood  Vessel,  Lung  and  Blood  Act 
of  1972.  Provides  for  accelerated  research,  develop- 
ment, training,  and  public  education  in  the  fields  of 
heart,  lung,  and  blood  disease. 

Economic  Opportunity  Amendments  of  1972.  Ex- 
tends Economic  Opportunity  Act  for  two  years,  in- 
cluding programs  to  extend  the  Neighborhood  Youth 
Corps,  the  Comprehensive  Health  Program,  the 
Emergency  Food  Program  and  aspects  of  the  Head- 
start Program. 

Uniformed  Services  Health  Professions  Revitaliza- 
tion Act.  Authorizes  establishment  of  a university 
for  Uniformed  Services  Health  Professions  in  the 
District  of  Columbia. 

Communicable  Disease  Control  Act  Amendments 
of  1972.  Extends  authorization  for  communicable 
disease  control,  vaccination  assistance,  and  VD  con- 
trol. 

The  Federal  Water  Pollution  Control  Amendments 
of  1972.  Authorizes  three  year,  $24.6  billion  pollu- 
tion control  program. 

Veterans  Administration.  Provides  for  the  estab- 
lishment of  eight  state  medical  schools  to  be  oper- 
ated in  conjunction  with  VA  hospitals.  Authorizes 
$15  million  for  the  current  fiscal  year. 

Comprehensive  Alcohol  Abuse  and  Alcoholism 
Prevention,  Treatment,  and  Rehabilitation  Act 
Amendments.  Extends  for  one  year  program  of 
grants  for  state  and  local  alcoholism  programs. 

The  National  Advisory  Commission  on  Multiple 
Sclerosis  Act. 

The  Consumer  Product  Safety  Act.  Establishes 
an  independent  agency  to  set  and  enforce  safety 
standards  applicable  to  various  consumer  products. 
Food  and  drug  regulation  would  remain  with  the 
FDA. 

Noise  Pollution  Control  Act  of  1972.  Establishes 
an  office  of  Noise  Abatement  and  control  within 
EPA. 

Emergency  Health  Personnel  Act  Amendments  of 
1972.  Extends  for  one  year  the  program  placing  doc- 
tors, dentists,  and  allied  health  personnel  in  under- 
served areas;  authorizes  $25  million  for  the  program. 

Social  Security  Amendments  of  1972.  Amends 
Social  Security  Act;  modifies  Medicare,  Medicaid, 
and  maternal  and  child  health  programs  and  welfare 
system. 

VETOED  BILLS 

Veterans  Medical  Care  Act  of  1972:  Proposed  exten- 
sion of  VA  benefits  to  veterans  and  certain  dependents. 
Labor- HEW  Appropriation  for  fiscal  year  1973. 

Older  Americans  Comprehensive  Service  Amend- 
ments of  1972.  Proposed  an  Administration  on  Aging 
within  HEW. 

National  Institute  on  Gerontology.  Proposed  the  es- 
tablishment of  a National  Institute  of  Gerontology. 

Economic  Opportunity  Amendments  of  1971. 
Among  other  things,  proposed  the  establishment  of  a 
nationwide  system  of  day  care  centers. 

The  Rehabilitation  Act  of  1972.  Proposed  an  ex- 
tended and  revised  program  of  grants  to  states  for  re- 
habilitation services. 


NATIONAL  HEALTH  INSURANCE— HMO 

Although  several  bills  in  regard  to  National  Health 
Insurance  were  before  the  Congress,  as  your  committee 
has  previously  reported  to  the  House,  there  were  no 
significant  developments  towards  enactment  of  this 
type  of  legislation  during  the  session.  For  numerous 
reasons  cited  in  our  original  report,  including  the  fact 
that  there  were  so  many  bills  before  the  Congress  and 
that  there  were  many  complications  relative  thereto  as 
well  as  the  fact  the  national  elections  for  Congress  and 
the  President  were  to  take  place  in  1972,  none  of  the 
bills  were  acted  upon  during  the  92nd  Congress.  How- 
ever, there  are  numerous  predictions  to  the  effect  that 
during  the  93rd  Congress  some  type  of  national  health 
insurance  legislation  will  be  passed  and  enacted  -into 
law,  particularly  along  the  lines  of  catastrophic  cover- 
age. 

There  were,  however,  important  developments  con- 
cerning HMOs.  Outstanding  among  these  was  the 
passage  by  the  Senate  of  S.3327,  the  Health  Mainte-  i 
nance  Organization  and  Resources  Development  Act  of 
1972,  sponsored  by  Senator  Edward  M.  Kennedy. 
This  bill  would  have  amended  the  Public  Health  Ser-  I 
vice  Act  to  provide  assistance  and  encouragement  for 
the  establishment  and  expansion  of  health  mainte-  i 
nance  organizations  and  health  care  resources,  and  the 
establishment  of  a commission  on  quality  health  care 
insurance  and  a national  institute  of  health  care  deliv-  j 
ery.  Although  this  measure  passed  the  Senate,  it  died  • 
in  committee  in  the  House.  As  previously  reported,  i 
our  State  and  county  medical  societies  sent  telegrams 
to  our  New  York  State  Senators  opposing  S.3327. 

ANNUAL  CONFERENCE 

Your  committee  met  on  December  6,  1972,  Country  ; 
House,  Syracuse,  and  on  the  following  day  participated 
in  the  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives  at  the  same  motel.  The 
following  is  a report  on  both  meetings.  At  this  meet-  f 
ing  your  chairman  was  unable  to  be  present  but  at  his 
request,  Irwin  Felsen,  M.D.,  committee  member,  pre- 
sided. 

There  was  a great  deal  of  discussion  on  the  recently  > 
enacted  statute  P.L.  92-603  (HR  1.),  with  particular 
emphasis  on  the  chiropractic  and  peer  review  provi-  » 
sions. 

With  respect  to  the  chiropractic  provisions,  it  was 
pointed  out  that  it  is  presently  the  belief  of  the  Ameri- 
can Medical  Association  that  the  new,  incoming  Secre- 
tary of  Health,  Education,  and  Welfare  will  hold  to  the 
present  view  of  the  Department  which  is  unfavorable  to 
chiropractic.  Since  the  actual  implementation  of  HR 
1.  will  be  dependent  on  the  HEW  regulations,  there  is 
a good  possibility  that  the  position  of  chiropractic 
under  Medicare  and  Medicaid  will  not  be  improved  by 
the  new  statute. 

In  regard  to  the  PSRO  sections  of  the  new  law,  the 
consensus  of  opinion  was  that  medicine  now  has  the 
opportunity  to  carry  out  peer  review  functions  under 
federal  law  and  that  if  medicine  passes  up  this  oppor- 
tunity, the  profession  will  be  forced  to  accept  peer  re-1 
view  by  others.  Your  committee  feels  that  it  is  within 
the  power  of  organized  medicine  to  fulfill  the  require- 
ments of  the  statute.  Various  members  discussed  the 
fact  that  the  new  measure  requires  that  qualified  orga- 
nizations established  to  perform  the  peer  review  func- 
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tion  must  be  certified  by  the  HEW  Secretary.  The 
question,  therefore,  arose  as  to  the  advisability  of  hav- 
ing the  county  societies,  or  several  county  societies 
where  necessary,  write  to  the  Secretary  to  advise  him 
of  their  request  to  be  designated  as  the  organization  for 
their  area.  It  was  noted  that  several  counties  have  al- 
ready embarked  on  peer  review  mechanisms  which 
might  be  acceptable  to  HEW.  Prominent  among  these 
were  the  counties  of  Monroe,  New  York,  Queens,  On- 
ondaga and  Broome.  The  committee  recommended 
that  these  county  medical  societies  be  requested  to 
send  information  describing  their  activities  to  the 
Medical  Society  of  the  State  of  New  York  so  that  our 
Society  could  disseminate  this  information  to  all  coun- 
ty medical  societies. 

Your  committee  unanimously  approved  a resolution 
recommending  that  the  Medical  Society  of  the  State  of 
New  York  urge  all  county  medical  societies,  or  groups 
thereof,  to  undertake  peer  review  and  to  write  to  HEW 
to  express  their  intentions  of  desiring  to  be  designated 
the  qualified  organization  for  PSRO  in  their  areas.  A 
section  of  the  statute  provides  that  the  HEW  Secretary 
is  authorized  to  provide  assistance  to  organizations  ex- 
pressing a desire  to  be  designated  a PSRO.  At  its  De- 
cember, 1972,  meeting,  the  Council  also  approved  this 
recommendation. 

The  committee  next  turned  its  attention  to  the  ques- 
tion of  Universal  Health  Insurance.  Recent  reports 
have  speculated  that  the  question  might  not  come  up 
until  1974  since  Congressman  Mills  has  stated  that  his 
first  order  of  business  next  year  will  be  tax  reform  and 
allied  subjects.  Action,  however,  could  take  place  next 
year  in  spite  of  rumors.  The  committee  feels  that 
what  will  come  out  most  surely  will  be  a combination 
of  the  plan  sponsored  by  the  Administration,  the  Ken- 
nedy Bill  and  the  proposals  of  Representative  Wilbur 
D.  Mills.  Therefore,  the  committee  concluded  medi- 
cine must  be  constantly  on  the  alert  and  must  contin- 
uously study  the  bills  before  Congress  and  be  ready  to 
act  at  any  time. 

The  final  matter  discussed  concerned  the  time  of  our 
MSSNY  Annual  Convention  and  the  time  of  holding 
Federal  Legislation  Committee  meetings.  All  mem- 
bers felt  that  the  present  time  of  the  meeting  of  this 
committee  was  quite  good,  but  had  no  definite  opinions 
on  the  convention  meeting.  Any  change  in  the  time  of 
the  Annual  Convention  should  be  based  on  the  needs  of 
the  State  Legislation  Committee  since  the  problems 
which  affect  State  legislation  do  not  apply  to  this  com- 
mittee. Congress  remains  in  session  all  year  round 
while  the  State  Legislature  is  in  session  during  the  first 
half  of  each  year. 

On  Thursday,  December  7,  your  committee  took  part 
in  the  afternoon  session  of  the  Annual  Conference  of 
County  Medical  Society  Legislation  Chairmen.  Irwin 
Felsen,  M.D.,  presided,  while  Paul  M.  DeLuca,  M.D. 
acted  as  the  over-all  program  chairman.  In  a panel 
discussion  on  federal  legislation,  George  M.  Saypol, 
M.D.,  reviewed  PSRO  and  Joseph  R.  Fontanetta,  M.D., 
reviewed  national  health  insurance  along  the  lines  dis- 
cussed at  our  committee  meeting.  Although  mechani- 
cal difficulties  prevented  us  from  utilizing  a speaker- 
telephone  hookup  with  our  AM  A Washington  office, 
we  were  able  to  improvise  a telephone  question  and  an- 
swer session  with  the  AMA’s  staff  of  experts  in  the 
Capitol. 


From  reports  he  has  received,  your  chairman  feels 
that  both  the  committee  meeting  and  conference  fol- 
lowed the  successful  pattern  of  past  years  and  were 
worthwhile  federal  legislative  endeavors. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

The  reference  committee  next  reviewed  the  annual 
report  of  the  Committee  on  Federal  Legislation,  under 
the  chairmanship  of  Charles  N.  Aswad,  M.D.,  and  feels 
this  is  a most  excellent  report  of  accomplishments  on 
the  federal  level  during  the  past  year.  We  commend 
this  report  to  the  membership  of  the  Medical  Society 
of  the  State  of  New  York. 

Your  reference  committee  also  reviewed  the  supple- 
mentary report  of  the  Committee  on  Federal  Legisla- 
tion, which  brings  us  up  to  date  as  of  the  close  of  Con- 
gress on  October  19,  1972.  Of  the  many  bills  of  specif- 
ic interest  to  physicians,  one  bears  mention  in  particu- 
lar, that  is  the  passage  of  HR  1,  the  Social  Security 
Amendments  of  1972,  signed  into  Public  Law  92-603. 
A lengthy  discussion  of  the  Professional  Standards 
Review  Organizations  was  carried  out  by  this  reference 
committee. 

Professional  Standards  Review  (PSRO),  organization 
representing  a substantial  proportion  of  practicing  phy- 
sicians, would  assume  responsibility  in  local  areas,  des- 
ignated by  the  Secretary  of  HEW  by  January  1,  1974, 
for  comprehensive  and  ongoing  review  of  services  cov- 
ered under  Medicare  and  Medicaid.  Review  would  be 
made  to  determine  whether  services  provided  were 
medically  necessary,  met  appropriate  professional  stan- 
dards, and  in  the  case  of  inpatient  services,  could  be 
provided  on  an  outpatient  basis  or  more  economically 
in  a facility  of  a different  type.  Only  organizations 
representing  a substantial  proportion  of  physicians 
would  be  allowed  to  establish  PSRO’s  until  1976. 

After'  1975,  the  Secretary  could  contract  with  other 
groups  for  the  performance  of  this  review  function,  but 
he  could  enter  into  such  contracts  only  after  finding 
that  local  professional  groups  were  unable  or  unwilling 
to  perform  the  review  function.  PSRO’s  would  initial- 
ly be  limited  to  the  review  of  health  care  provided  by 
or  in  institutions,  and  could  assume  review  of  other 
services  only  with  the  approval  of  the  Secretary.  (Sec. 
249F). 

Gentlemen,  Peer  Review  is  no  longer  a debatable 
theory. 

In  regard  to  the  PSRO  sections  of  the  new  law,  the 
consensus  was  that  medicine  now  has  the  opportunity 
to  carry  out  peer  review  functions  under  federal  law 
and  that,  if  medicine  passes  up  this  opportunity,  the 
profession  will  be  forced  to  accept  review  by  others. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report. 

State  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of 
the  following  members: 
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John  H.  Carter,  M.D.,  Chairman  Albany 

Allan  H.  Bruckheim,  M.D.  Westchester 

Robert  B.  Bryant,  M.D Onondaga 

Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaessler,  M.D Westchester 

Andrew  WT.  Lawrence,  M.D Suffolk 

John  J.  Noonan,  M.D Rensselaer 

Ralph  M.  Schwartz,  M.D Kings 

George  I.  Starr,  M.D.  Clinton 

Richard  E.  Sullivan,  M.D.  Broome 


GENERAL  STATEMENT 

The  1972  session  of  the  New  York  State  Legislature 
will  go  down  as  one  of  the  most  unusual  in  history. 
Although  it  was  accused  of  being  a do-nothing  Legis- 
lature, some  20,000  bills  were  introduced,  about  25  per 
cent  more  than  were  introduced  at  the  previous  ses- 
sion. The  1972  session  was  highlighted  by  the  intense 
debates  over  the  Governor’s  no-fault  automobile  liabil- 
ity insurance  legislation  and  the  attempted  repeal  of 
the  State’s  liberal  abortion  law. 

As  a result  of  the  tremendous  volume  of  legislation, 
your  committee,  the  staff  of  our  new  Division  of  Legis- 
lation, and  legislative  counsel  were  extremely  busy  in 
attempting,  primarily  through  personal  contact  and 
position  statement  memoranda,  in  presenting  the  views 
of  organized  medicine  to  the  legislators.  The  Council 
was  informed  of  such  efforts  by  means  of  progress  re- 
ports submitted  by  the  committee. 

Plans  are  now  being  formulated  in  anticipation  of 
our  participation  in  the  1973  session  of  the  State  Legis- 
lature which  will  commence  in  early  January.  Since 
these  plans  will  not  be  finalized  until  our  Annual  Con- 
ference of  County  Medical  Society  Legislation  Rep- 
resentatives to  be  held  in  Syracuse  on  December  7, 
1972,  a supplementary  report  will  be  submitted  to  the 
House  in  February,  1973. 

The  following  is  a brief  review  of  the  actions  by  the 
Governor  on  bills  passed  by  the  Legislature  as  well  as 
bills  which  were  acted  on  by  the  Legislature  but  which 
failed  to  reach  the  Governor’s  desk. 

ACTIONS  BY  GOVERNOR 

Bills  Signed 

Nursing  Redefinition  Bill.  Relatively  early  in  the 
session  the  Legislature  passed  and  the  Governor  signed 
the  new  nursing  redefinition  bill  (S.8274,  Laverne,  et 
al. ; Chapter  50).  The  final  version  of  this  measure  was 
a result  of  a compromise  worked  out  between  the  State 
Medical  Society  and  representatives  of  the  New  York 
State  Nurses  Association  following  a series  of  confer- 
ences initiated  by  MSSNY.  The  new  law  maintains 
the  distinction  between  the  practice  of  medicine  and 
the  practice  of  nursing  without  which  there  could  have 
been  no  agreement. 

Cancer  Data.  The  passage  of  this  bill  (S.8294, 
Lombardi,  et  al.;  Chapter  285)  supported  bv  MSSNY 
serves  to  bring  the  City  of  New  York  within  the  scope 
of  the  law  requiring  physicians  to  report  all  cases  of 
cancer  and  other  malignant  diseases. 

Smallpox  Vaccinations.  The  passage  of  this  new 
law  (A.  10451,  Ginsberg;  Chapter  145)  repeals  the  re- 
quirement of  mandatory  vaccinations  to  prevent  small- 
pox for  admission  of  children  to  schools.  MSSNY  fa- 
vored this  legislation. 


“Hospital  Unfair  Practices.  This  new  statute 
(S.8092A,  Lombardi,  et  al.;  Chapter  284)  makes  it  im- 
proper for  a hospital  to  refuse  to  act  upon  an  applica- 
tion, deny  or  withhold  privileges  or  exclude  or  expel  a 
physician  without  stating  the  reasons  therefor  and  in- 
stitutes procedures  to  be  followed  if  a physician  be- 
lieves himself  to  be  the  victim  of  such  an  unfair  prac- 
tice. The  amended  version  of  this  law  was  acceptable 
to  MSSNY. 

Consent  for  Health  Care.  The  State  Medical  Soci- 
ety vigorously  supported  this  legislation  (S.8444A, 
Lombardi,  et  al.;  Chapter  769)  which  authorizes  persons 
18  years  of  age  or  older  or  one  who  has  married  to  con- 
sent for  health  care  for  himself  or  herself  or  his  or  her 
child  and  permits  emergency  treatment  at  any  age 
under  certain  conditions. 

Recodified  Mental  Hygiene  Law.  The  Governor 
signed  this  measure  which  repealed  the  existing  law 
and  enacted  an  entirely  new  statute.  The  bill  (S.9711, 
NHes;  Chapter  758)  was  generally  acceptable  to 
MSSNY. 

Practice  of  Physical  Therapy.  This  measure  insti- 
tutes the  requirement  that  treatment  rendered  by 
physical  therapists  be  rendered  pursuant  to  prescrip- 
tion or  referral  by  physician  and  in  accordance  with  the 
physician’s  diagnosis.  This  measure  was,  as  amended 
before  enactment,  generally  acceptable  (A. 8712,  t 
Ginsberg;  Chapter  472)  to  our  State  Medical  Society. 

Hospitals  to  Maintain  Records  of  Charges.  Legis- 
lation which  prohibits  the  issuing  of  operating  certifi- 
cates to  certain  municipal,  county  and  state  hospitals 
unless  they  retain  a record  of  all  charges  made  by  any 
person  or  entity  for  any  services  rendered  in  such  hos- 
pitals (A.  11968,  Rules;  Chapter  246)  was  vigorously  op- 
posed by  MSSNY.  Although  this  measure  was  signed 
into  law  by  the  Governor,  your  State  Society’s  rep- 
resentatives conferred  with  officials  of  the  State  Health 
Department  and  were  successful  in  obtaining  an  ex-  j 
emption  for  attending  and  courtesy  staffs  from  this  re-  i 
quirement. 

Mental  Hygiene  Commissioner.  Despite  the  objec-  I 
tions  of  MSSNY,  Governor  Rockefeller  signed  legisla-  1 
tion  striking  out  the  requirement  that  the  Commission-  : 
er  of  Mental  Hygiene  be  a physician.  (S.7282,  Conk-  i 
lin;  Chapter  52). 

Home  Health  Care  Program.  This  legislation 
makes  provision  for  home  care  coverage  in  health  and 
sickness  and  hospitalization  policies.  The  final  version 
(S.9735A,  Lombardi,  et  al.;  Chapter  918)  was  accept- 
able, in  general,  to  MSSNY.  Your  chairman  testified 
at  the  Public  Hearing  on  this  bill  and  strongly  advocat-  r 
ed  coverage  of  physician’s  services. 

Controlled  Substances  Act.  This  measure 
(A. 11637,  Hardt;  Chapter  878)  was  vigorously  opposed 
by  MSSNY  but  to  no  avail.  It  enacts  new  legislation 
dealing  with  the  manufacture,  sale,  use  or  possession  of 
narcotic  substances  and  contains  provisions  requiring 
triplicate  prescriptions.  MSSNY  was  responsible  for 
the  introduction  of  an  amendment  eliminating  the 
triplicate  prescription  provision  but  the  amendment 
was  defeated  on  the  floor  of  the  Assembly. 

Safety  Glazing.  This  new  law  mandates  the  use  of 
glazing  materials  in  business  structures  and  was  sup- 
ported by  MSSNY  (A. 11456,  Bersani;  Chapter  609). 

Bills  Vetoed 

Abortion  Repeal.  The  most  controversial  piece  of 
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legislation  of  the  ’72  session  (A. 2774,  Crawford)  would 
have  repealed  the  State’s  liberal  abortion  law.  Al- 
though this  measure  was  passed  by  the  Legislature,  the 
Governor  vetoed  the  bill. 

Use  of  X-Ray  by  Chiropractors.  MSSNY  was  suc- 
cessful in  persuading  the  Governor  to  veto  this  measure 
(A.9296A,  Jonas)  which  woxlld  have  authorized  chiro- 
practors to  use  x-ray  on  persons  under  18  years  of  age 
and  below  the  first  lumbar  vertebra.  This  bill  was  the 
only  one  of  fourteen  chiropractic  bills,  all  strongly  op- 
posed by  MSSNY,  reported  out  of  committee. 

Physician’s  Associates  and  Specialist’s  Assis- 
tants. A bill  (A.  11481,  Ginsberg)  which  would  have 
prohibited  physicians  from  supervising  more  than  two 
physician’s  associates  or  specialist’s  assistants  was  sup- 
ported by  MSSNY.  Although  receiving  legislative  ap- 
proval, the  measure  was  vetoed  by  the  Governor. 

Community  Health  Boards.  The  Governor  sup- 
ported the  position  of  MSSNY  and  vetoed  legislation 
(A.  11743,  Rules)  which  would  have  dropped  the  re- 
quirement that  the  director  of  a community  health  ser- 
vice be  a psychiatrist. 

ACTIONS  BY  LEGISLATURE 

MSSNY  Program  Bills 

MSSNY  sponsored  six  program  bills  during  the  1972 
session,  none  of  which  was  enacted.  One  bill,  however, 
passed  the  Assembly,  but  failed  to  be  voted  upon  be- 
fore adjournment.  Although  the  reasons  therefor  were 
varied,  the  prime  obstacles  to  passage  were  the  contro- 
versies over  the  abortion  and  no-fault  bills,  which  were 

[foremost  on  the  minds  of  the  legislators,  and  the  reluc- 
tance of  the  lawmakers,  most  of  whom  are  attorneys,  to 
make  significant  changes  in  negligence  law. 

MALPRACTICE 

Foreign  Body  Malpractice  Cases.  The  State  Med- 
ical Society  sponsored  bills  (A. 8618,  Corbett;  S.2982A, 
Flynn)  which  would  have  had  the  effect  of  eliminating 
the  sole  existing  open  end^d  statute  of  limitations  in 
this  State  by  placing  an  outside  limit  of  four  years 
within  which  to  bring  an  action  in  cases  of  this  type. 
Both  of  these  bills  died  in  their  respective  com- 
mittees. 

Hospital  Emergency  Room  Personnel.  Other  mea- 
sures would  have  granted  hospital  emergency  room 
personnel  immunity  from  suit  from  malpractice  for 
procedures  taken  in  emergency  situations  where  no 
gross  negligence  existed  (S.3179,  Donovan;  A. 9539,  Bo- 
land). These  measures  failed  to  be  reported  out  of 
their  committees. 

Hospital  Rescue  Team  Personnel.  Another  set  of 
MSSNY  sponsored  bills  (S.3178,  Donovan;  A. 9541, 
Burns)  would  have  achieved  the  same  protection  with 
respect  to  rescue  team  personnel  as  the  previous  bills 
attempted  to  secure  for  emergency  room  personnel. 
These,  too,  remained  in  their  respective  committees. 

Additional  Allowances  in  Malpractice  Actions. 
Two  other  program  bills  initiated  by  MSSNY  would 
have  permitted  the  trier  of  the  facts  in  a malpractice 
action  to  award  additional  costs  to  the  successful  de- 
fendant where  he  deems  the  suit  to  have  been  frivolous 
(A.9647,  Gallagher).  This  bill  died  in  committee. 

Notice  of  Commencement  in  Malpractice  Actions. 
This  proposal  sponsored  by  MSSNY  (A. 9646,  Galla- 
gher) would  require  that  a notice  of  commencement  of 


suit  be  filed  at  the  time  the  summons  is  served  in  a 
malpractice  action.  The  bills  did  not  come  out  of 
committee. 

CLINICAL  LAB  BILLING 

Clinical  Lab  Direct  Billing.  MSSNY  vigorously 
attempted  to  secure  the  passage  of  these  measures 
which  would  have  permitted  physicians  to  bill  directly 
for  clinical  lab  services  as  long  as  they  submitted  an 
itemized  bill  therefore.  (A. 9289,  Field;  S.4767B,  Hud- 
son). The  Assembly  version  passed  the  Assembly  but 
was  starred  in  the  Senate  the  time  of  adjournment  and 
thus  was  never  voted  upon. 

Bills  Opposed  and  Defeated 

Use  of  Drugs  by  Optometrists.  MSSNY  succeeded 
in  preventing  these  bills  which  would  have  permitted 
the  use  of  drugs  by  optometrists  (A. 10122,  Jonas; 
S.9124,  Gordon)  from  emerging  from  committee. 

Generic  Drug  Substitution.  Legislation  which 
would  have  permitted  pharmacists  to  substitute  less 
expensive  generic  drug  equivalents  for  those  prescribed 
by  the  physician  (A. 9698,  Rules;  A. 11428,  Strelzin; 
S.8392A,  Dunne;  S.9338,  Goldin)  was  also  kept  in  com- 
mittee through  the  efforts  of  your  committee  and  con- 
sequently did  not  reach  the  floor  of  either  House  for  a 
vote. 

Amphetamine  Restrictions.  Companion  measures 
which  would  have  restricted  the  use  of  amphetamines 
by  a physician  (S.8133A,  Dunne;  A.9285A,  Betros)  were 
strongly  opposed  by  MSSNY  and  as  a result,  although 
the  Senate  bill  passed  its  House,  the  proposal  died  in 
the  Assembly  committee. 

Psychology  Practice.  Legislation  amending  the 
Education  Law  with  respect  to  the  licensing  of  psychol- 
ogists (S.8837B,  Present,  et  al.;  A.10654B,  Biondo)  was 
of  great  interest.  MSSNY  was  opposed  to  these  bills 
as  written  but  Allison  B.  Landolt,  M.D.,  Chairman, 
MSSNY  Mental  Health  Committee,  conferred  with  the 
psychologists  in  the  hope  that  a compromise  could  be 
agreed  upon.  Such  an  agreement  was  not  reached  but 
another  attempt  may  be  made  during  the  1973  session 
if  a similar  bill  is  introduced.  The  1972  Assembly  bill 
died  in  committee  whereas  the  Senate  bill  was  killed 
on  the  floor  of  the  Senate  by  a vote  of  28-20,  one  vote 
shy  of  passage.  Your  committee  played  an  important 
role  in  defeating  this  legislation. 

Chiropractic-Use  of  Clinical  Labs.  These  mea- 
sures (S.7711A,  Dunne;  A. 9774,  Jonas)  would  have  per- 
mitted chiropractors  to  use  clinical  laboratory  facilities 
and  were  vigorously  opposed  by  MSSNY.  Both  mea- 
sures died  in  their  respective  committee. 

Out  of  State  Clinical  Labs.  There  were  several 
measures  introduced  which  would  have  prohibited  the 
transportation  of  certain  human  specimens  outside  of 
the  State  for  clinical  laboratory  tests  (S.7926A,  Lav- 
erne;  A.9171A,  Hausbeck;  S.1727,  Laverne;  A. 9930, 
Hausbeck;  S.4093,  Laverne).  All  were  opposed  by 
MSSNY  and  all  died  in  committee. 

Laymen  in  Medical  Corporations.  Legislation 
which  would  have  repealed  provisions  requiring  direc- 
tors and  members  of  medical  corporations  to  be  li- 
censed and  registered  physicians  (S.9754B,  Lombardi, 
et  al.;  A.11977A,  Rules)  was  opposed  by  MSSNY. 
Each  house  passed  its  own  bill  but  no  one  measure 
was  agreed  upon  and  consequently  both  died. 

Chiropractors  Under  Workmen’s  Compensation. 
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These  bills  would  have  authorized  treatment  by  chiro- 
practors under  the  Workmen’s  Compensation  Law 
(A.2302A,  Ginsberg,  S.3762B,  Marino).  MSSNY 
objected  strenuously  and  successfully  kept  both  mea- 
sures bottled  up  on  committee  where  they  remained  at 
the  close  of  the  session. 

Interspecialty  Professional  Corps.  Two  bills  were 
introduced  which  would  have  permitted  professionals 
of  several  of  the  allied  health  professions  to  join  togeth- 
er to  form  professional  corporations  (A.  11736,  Rules; 
A.  11738,  Rules).  Although  both  bills  passed  the  As- 
sembly, they  failed  to  obtain  Senate  passage.  MSSNY 
strongly  opposed  these  measures. 

Director  of  Hospital  for  Mentally  111.  This  bill 
would  have  eliminated  the  requirement  that  the  direc- 
tor of  a hospital  for  the  mentally  ill  be  a physician 
(S.9208,  Halperin)  and  was  opposed  by  MSSNY.  This 
bill  died  in  committee. 

ALBANY  OPERATIONS 

For  the  first  time  in  many  years,  the  State  Medical 
Society  was  represented  directly  in  Albany  by  a mem- 
ber of  its  staff  when  the  Director  of  MSSNY’s  new  Di- 
vision of  Legislation,  Martin  J.  Tracey,  J.D.,  was  pres- 
ent in  the  State  Capitol  during  the  entire  1972  session 
of  the  State  Legislature.  During  that  period,  he  cov- 
ered all  of  the  207  members  of  the  Legislature  by 
means  of  personal  contacts  with  the  legislators,  their 
secretaries,  legal  counsel  and  aides.  He  was  well  re- 
ceived and  established  identity  for  MSSNY  in  Albany. 

HEADQUARTERS  ACTIVITIES 

While  these  contacts  were  being  made  in  Albany,  ac- 
tivities at  MSSNY  Headquarters  effectively  imple- 
mented the  work  being  done  at  the  Capitol.  Some 
1,300  bills  were  reviewed,  their  progress  followed  and 
their  continuously  changing  status  noted  by  Francis  J. 
McKee,  J.D.,  Assistant  to  the  Director,  on  charts  pre- 
pared and  updated  on  a day-to-day  basis.  He  also 
ably  carried  on  many  of  the  activities  normally  under- 
taken by  the  Director  when  at  headquarters. 

Position  statements  on  bills  were  widely  disseminat- 
ed through  the  mails  and  by  feature  articles  in  Capitol 
News.  For  example,  seven  cover  memos,  over  the  sig- 
nature of  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President,  accompanied  by  32  specific  position  state- 
ments of  MSSNY  pertaining  to  approximately  75  bills, 
including  companion  bills,  were  sent  to  every  member 
of  the  State  Legislature.  Copies  of  these  memos  and 
position  statements  were  distributed  by  the  director  to 
all  county  medical  society  legislation  chairmen,  presi- 
dents, secretaries,  and  executive  secretaries,  MSSNY 
panel  of  liaison  physicians  and  key  officials  of  the 
Woman’s  Auxiliary. 

This  extensive  mass  mailing  project  proved  to  be  a 
well  worthwhile  endeavor.  For  the  first  time,  every 
member  of  the  State  Legislature  received,  in  writing, 
the  position  of  our  State  Medical  Society  on  key  health 
bills.  In  a crucial  debate  on  the  Senate  floor  on  a 
major  health  bill,  reference  was  made  to  one  of  the 
statements.  The  success  of  this  project  was  due  in 
large  part  to  the  capable  supervision  of  mailing  details 
by  the  director’s  secretary,  who  was  ably  aided  by  his 
new  clerical  assistant. 

LEGISLATIVE  COUNSEL 

The  Director  worked  very  closely  with  our  legislative 


counsel,  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt-Harris,  represented  by  George  W.  Foy,  Esq.,  and 
his  assistants,  Gerard  L.  Conway,  Esq.,  and  John  C. 
Rice,  Esq.  Our  legislative  counsel’s  staff  prepared  all 
MSSNY  position  statements,  filed  them  with  the  Gov- 
ernor, the  Legislature’s  leaders  in  the  Senate  and  As- 
sembly, chairmen  and  members  of  key  committees  of 
both  Houses,  and  the  legislators  who  sponsored  or  were 
interested  in  health  bills  and  implemented  these  writ- 
ten statements  by  oral  presentations  in  visits  to  these 
individuals.  Our  Director  participated  in  these  discus- 
sions. 

COORDINATOR  CONFERENCES 

Members  of  your  committee  conducted  several  local 
conferences  on  State  legislation  during  the  1972  session 
of  the  State  Legislature.  These  members  serve  as  co- 
ordinators for  the  activities  of  county  legislation  chair- 
men in  their  district  branch  areas.  The  purpose  of 
these  meetings  was  to  discuss  at  the  local  level  the  sta- 
tus of  bills  pending  in  Albany  and  to  plan  immediate 
actions  to  be  taken  in  regard  to  them.  They  were  well 
attended  and  highly  successful. 

The  first  of  these  conferences  was  chaired  by  Henry 
W.  Kaessler,  M.D.,  for  the  Ninth  District  Branch,  and 
was  held  at  the  Tappan  Zee  Inn.  In  late  March,  An- 
drew Lawrence,  M.D.,  and  Stanley  Stark,  M.D.,  joined 
together  to  hold  a meeting  at  MSSNY  headquarters  for 
members  of  the  Second  and  First  District  Branches. 

In  mid-April,  at  the  DeWitt  Clinton  Hotel  in  Albany,  | 
John  H.  Carter,  M.D.,  Chairman,  State  Legislation 
Committee,  on  behalf  of  the  Third  District  Branch, 
held  a similar  meeting. 

LEGISLATION  INFORMATION  CENTER 

The  Legislation  Information  Center,  now  a function 
of  the  new  Division  of  Legislation,  continued  to  be  a 
most  important  element  in  the  implementation  of  the 
activities  of  your  committee.  The  center  proved  that  3 
it  is  a valuable  instrument  for  supplying  answers  to 
questions  regarding  State  and  Federal  legislation  and 
that  it  is  a valuable  mechanism  for  distributing  news 
about  pending  proposals  in  Albany  and  Washington. 

In  order  to  provide  up-to-date  information  the  center 
continuously  maintains  an  up-to-date  Filing  system  for 
copies  of  important  health  related  bills  that  have  been 
introduced  both  in  the  State  Capitol  and  in  Washing- 
ton. 

In  addition  to  furnishing  answers  to  questions  re- 
ceived, not  only  by  mail  but  over  the  telephone,  the 
center  examines  all  projects  pertaining  to  legislation, 
particularly  public  hearings.  Notice  of  such  hearings 
are  processed  by  the  center  and  are  quickly  transmit- 
ted to  key  individuals  in  our  State  Medical  Society  so 
that  our  key  people  may  be  in  a position  to  evaluate 
the  subject  of  the  hearings  and  designate  physicians 
knowledgeable  on  the  subject  to  appear  and  testify  at 
the  hearings. 

Although  the  main  objective  of  the  center  is  to  assist 
individual  physicians  and  county  medical  societies, 
help  also  was  rendered  to  hospitals  and  allied  health 
organizations.  Each  year  there  is  an  increasing  num- 
ber of  requests  from  other  state  medical  organizations 
for  copies  of  bills  and  other  matters  pending  before  our 
State  Legislature  and  for  extensive  related  information 
requiring  a great  deal  of  research.  Numerous  requests 
of  this  nature  were  processed  and  filled. 
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PANEL  OF  LIAISON  PHYSICIANS 

During  1972  as  part  of  the  functions  of  the  new  Divi- 
sion of  Legislation,  your  committee  attempted  to  uti- 
lize to  a greater  degree  the  Panel  of  Liaison  Physicians. 
This  panel  is  made  up  of  physicians  who  have  been 
nominated  by  their  county  medical  societies  to  serve  as 
contact  individuals  with  members  of  the  State  Legisla- 
ture and  Congress.  As  previously  reported  memoran- 
da were  sent  to  each  member  of  this  panel  concerning 
position  statements  of  MSSNY  on  important  bills  pend- 
ing in  the  State  Legislature.  The  purpose  of  these  mem- 
oranda was  to  give  the  panelists  materials  which  they 
could  use  in  their  contacts  with  their  legislators.  Al- 
though we  have  been  unable  to  ascertain  to  what  extent 
these  materials  were  used,  we  hope  that  they  were  help- 
ful in  assisting  the  members  of  our  panel  in  presenting 
MSSNY ’s  views  to  members  of  the  State  Legislature. 

CAPITOL  NEWS 

Each  week  of  the  session  the  legislative  bulletin, 
Capitol  News,  was  sent  to  all  county  medical  society 
legislative  chairmen,  members  of  our  panel  of  liaison 
physicians  and  other  key  persons.  A strong  indication 
of  the  value  of  this  publication  is  the  ever-increasing 
number  of  requests  from  individuals  and  groups  to  be 
added  to  the  mailing  lists.  For  the  fifth  consecutive 
year,  William  W.  Tyler,  a former  Associated  Press  cor- 
respondent in  Albany,  edited  and  prepared  copy  for 
this  publication  under  the  personal  supervision  of  the 
Director.  Nineteen  issues  were  published  in  1972. 

PUBLIC  HEARINGS  AND  PRIVATE 
CONFERENCES 

This  year  the  State  Medical  Society  participated  in 
more  public  hearings  and  private  conferences  than  in 
past  years.  Public  hearings  covered  such  subjects  as 

[“mandatory  reporting  of  hospital  charges,”  “methods 
of  reducing  hospital  costs”  and  the  like.  Also,  rep- 
resentatives of  the  State  Medical  Society  took  part  in 
private  conferences  dealing  with  the  problems  of  “mal- 
practice,” “hospital  costs”  and  “triplicate  prescrip- 
tions.” Your  committee  feels  that  these  conferences 
and  hearings  are  very  helpful  and  has  conveyed  its 
willingness  to  appear  at  any  time  as  the  organization 
having  the  primary  responsibility  for  health  care  in  this 
State.  These  meetings  involved  not  only  governmental 
groups  such  as  the  Senate  Health  Committee  and  the 
State  Health  Department,  but  nongovernmental 
groups  such  as  representatives  of  the  pharmaceutical 
industry. 

COMMITTEES 

In  an  attempt  to  develop  a program  responsive  to  all 
the  various  concerns  of  organized  medicine  in  this 
State,  your  chairman  invited  the  chairmen  of  the  vari- 
ous committees  of  our  State  Medical  Society  to  submit 
their  suggestions  regarding  the  introduction  of  bills  by 
MSSNY  and  their  views  on  other  bills  which  might 
come  before  the  State  Legislature.  Although  the  re- 
sponse has  been  sparse  it  is  hoped  that  the  year  will 
show  an  improvement.  Your  chairman  believes  that 
! by  continuing  to  request  the  cooperation  of  these  chair- 
men year  after  year,  ultimately  sufficient  replies  will 
be  received  to  reflect  a considerable  segment  of  the 
opinions  held  by  the  committees  of  our  State  Medical 
Society. 


NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

Your  committee  worked  very  closely  with  the  New 
York  State  Association  of  the  Professions  through  the 
Director,  Division  of  Legislation,  who  participated  in 
the  organization’s  legislation  meetings.  As  a member 
association  of  NYSAP,  we  were  successful  in  obtaining 
the  organization’s  endorsement  of  our  1972  State  Legis- 
lation Program  Bills  and  its  opposition  to  several  of  the 
bills  we  opposed.  These  positions  of  endorsement  and 
opposition  were  presented  by  NYSAP  to  key  legislators 
during  the  1972  session. 
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president,  and  Paul  M.  DeLuca,  M.D.,  chairman,  Com- 
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Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

State  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen 
COMMITTEE  MEETINGS 

Your  committee  held  two  meetings;  one  on  October 
18,  1972,  at  the  Fort  Orange  Club,  Albany,  and  the 
other  on  December  6,  1972,  at  the  Country  House,  Syra- 
cuse. At  both  meetings,  discussions  and  actions  con- 
cerned four  general  areas:  (1)  Resolutions  referred  to 

the  committee  by  the  House  of  Delegates;  (2)  Legisla- 
tive suggestions  forwarded  by  chairmen  of  MSSNY 
Committees  at  the  request  of  your  committee;  (3)  Our 
State  Medical  Society’s  1973  State  Legislation  Pro- 
gram; and  (4)  Suggestions  submitted  by  members  of 
your  committee.  Reports  on  both  meetings  were  sub- 
mitted to  the  Council. 

ANNUAL  LEGISLATION  CONFERENCE 

On  December  7,  your  committee,  through  your  chair- 
man, aided  by  our  legislative  counsel  and  legislation 
director,  participated  in  the  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives, 
held  at  the  same  location.  Dr.  DeLuca  presided.  Dr. 
Fineberg  welcomed  the  audience  of  some  95  individuals 
and  Dr.  Siegel  spoke  briefly.  Your  committee’s  rep- 
resentatives reviewed  the  discussions  which  had  taken 
place  at  the  meeting  on  the  previous  evening.  The  au- 
dience actively  participated  by  making  comments  and 
asking  questions  which  we  attempted  to  answer.  An- 
drew C.  Fleck,  Jr.,  M.D.,  First  Deputy  State  Health 
Commissioner,  who  later  joined  with  Senator  Tarky 
Lombardi,  Jr.,  chairman  of  the  Senate  Health  Com- 
mittee, as  a guest  speaker  following  luncheon,  was 
present  and  actively  engaged  in  give-and-take  discus- 
sions. 
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“What’s  On  the  State  Health  Horizon  In  Albany  In 
’73?"  was  the  subject  of  the  panel  discussion  presented 
by  Senator  Lambardi  and  Dr.  Fleck.  Both  speakers 
were  well  received  and  apparently  made  good  impres- 
sions upon  the  physicians  present.  Following  their  for- 
mal presentations,  the  panelists  responded  to  many 
questions  asked  by  the  audience. 

Your  committee  and  other  MSSNY  representatives 
feel  that  the  conference  was  most  successful  and  was 
perhaps  the  most  productive  conference  in  the  series 
held  to  date.  This  opinion  was  apparently  shared  by 
the  participants  who  entered  in  the  lively  discussions 
and  appeared  to  enjoy  the  proceedings. 

As  a result  of  this  conference,  we  hope  that  our  phy- 
sicians are  better  informed  and  will  take  an  active  part 
in  our  legislative  efforts  during  the  1973  session  of  the 
State  Legislature. 

GENERAL  ACTIONS 

As  a result  of  these  two  meetings  and  the  legislation 
conference,  the  following  1973  State  Legislation  Pro- 
gram was  developed  and  approved  by  the  Council. 

A.  Seven  bills  initiated  by  MSSNY  would: 

1.  provide  that  in  a malpractice  action  against  a 
physician  arising  from  a foreign  object  being  left  in  a 
patient’s  body,  the  time  within  which  the  action 
must  be  commenced  shall  be  computed  from  the 
time  the  plaintiff  discovers,  or  with  reasonable  dili- 
gence should  have  discovered,  the  presence  of  a for- 
eign object,  but  in  no  event  shall  such  period  exceed 
four  years  from  the  date  such  malpractice  occurred; 

2.  entitle  the  defendant  in  a malpractice  suit,  if  a 
judgment  is  entered  in  his  favor,  to  costs,  disburse- 
ments and  additional  sums  as  the  court  deems  feasi- 
ble for  counsel  fees  and  other  expenses  necessarily 
incurred  with  respect  to  the  defense  of  such  action; 

3.  stipulate  that,  at  the  time  of  service  of  sum- 
mons in  a malpractice  action,  notice  of  the  com- 
mencement of  such  action  shall  be  filed  with  the  ap- 
propriate court.  The  right  to  pre-trial  discovery  pro- 
cedures would  be  preserved.  The  filing  of  notice 
would  place  the  case  on  the  appropriate  court  calen- 
dar for  a start  toward  a final  decision; 

4.  make  it  unlawful  for  a physician  to  bill  or  re- 
ceive payments,  reimbursements,  compensation  or 
fee  for  clinical  laboratory  services  unless  the  person 
receiving  the  bill  is  furnished  an  itemized  statement 
indicating  the  physician’s  fee  and  the  laboratory 
charge; 

5.  have  the  effect  of  repealing  provisions  of  the 
Controlled  Substances  Act  dealing  with  a require- 
ment for  the  writing  of  prescriptions  in  triplicate; 

6.  amend  the  Public  Health  Law  to  require  that 
all  premarital  blood  tests  include  a test  for  rubella; 
and 

7.  amend  Workmen’s  Compensation  Law  to  in- 
crease the  permissible  charge  which  might  be  levied 
before  requiring  prior  authorization  for  treatment. 

B.  Several  bills,  if  introduced,  concerning  the  fol- 
lowing subjects  would  be  supported  in  principle  if 
acceptable: 

1.  Legislation  to  extend  the  safety  glass  require- 
ments provided  by  the  1972  law  with  respect  to  pub- 
lic buildings  and  hazardous  locations,  which  MSSNY 
supported,  to  all  new  construction; 

2.  Legislation  along  the  lines  of  the  Cook-Ohrens- 


tein  bills  of  1972,  which  would  liberalize  the  sale  of 
contraceptives  in  New  York  State  by  removing  cur- 
rent age  restriction  and  limitation  of  sales  to  phar- 
macies; 

3.  Legislation  providing  that  the  rule  pertaiping 
to  autopsy  records  which  exists  within  the  City  of 
New  York  be  extended  to  all  other  counties  in  the 
State  which  employ  the  medical  examiner  system. 


STATE  HEALTH  DEPARTMENT 
MALPRACTICE  BILLS 


Your  committee  received  information  that  the  New 
York  State  Health  Department  was  considering  a pack- 
age of  four  bills  relating  to  malpractice.  These  bills 
would  involve:  (1)  Mandatory  malpractice  mediation 

panels  similar  to  the  experimental  panel  under  Judge 
Stevens,  First  Judicial  Department;  (2)  The  results  of 
such  panels  would  be  admissible  into  evidence;  (3) 
Mandatory  reporting  requirements  with  respect  to  mal- 
practice claims;  and  (4)  A fund,  similar  to  the  “State 
Insurance  Fund,”  limited  to  hospital  malpractice  as 
opposed  to  office  malpractice. 

At  our  December  meeting,  Andrew  C.  Fleck,  Jr., 
M.D.,  First  Deputy  State  Health  Commissioner,  dis- 
cussed these  proposals  and  explained  the  State  Health 
Department’s  views  on  malpractice.  He  stated  that 
the  department  agrees  with  organized  medicine  that 
malpractice  actions  are  getting  out  of  hand  and  would 
support  many  of  the  corrective  measures  sponsored  by 
MSSNY  in  this  area.  However,  since  the  problem  is 
the  State  Medical  Society’s,  he  pointed  out  that  the 
Department  would  not  do  anything  unless  the  Medical 
Society  of  the  State  of  New  York  first  took  the  initia- 
tive. 

Your  committee  voted  on  each  of  the  four  proposals 
separately  and  made  the  following  recommendations  to 
the  Council  which  approved  them. 

1.  Approve  in  principle  the  concept  of  mandatory 
malpractice  mediation  panels; 

2.  Refer  to  legal  counsel  the  admissibility  of  re- 
sults of  such  panels  into  evidence,  since  the  effects  of 
such  admissions  would  be  felt  most  markedly  by 
legal  counsel; 

3.  Disapprove  mandatory  reporting  requirements; 
and 

4.  Disapprove  the  establishment  of  a fund  similar 
to  “The  State  Insurance  Fund”  unless  there  is  shown 
an  overlying  need  therefor. 

RESOLUTIONS,  1972  HOUSE  OF  DELEGATES 


£ 


l 


The  committee  considered  several  resolutions  re- 
ferred to  it  by  the  1972  House  of  Delegates,  which  were 
disposed  of  as  follows,  after  they  had  been  submitted  to 
the  Council  for  its  consideration  and  action: 

Resolution  72-79  sought  legislation  that  would  con- 
form the  autopsy  statute  to  the  Anatomical  Gift  sec- 
tions of  the  Public  Health  Law  with  respect  to  the  con- 
sent provisions.  It  is  the  feeling  of  this  committee  that 
such  legislation  is  not  necessary  since  the  provisions  of 
the  Anatomical  Gift  Act  are  broad  enough  to  cover  au- 
topsies. However,  it  was  noted  that  much  of  the  prob- 
lem is  that  many  pathologists  and  hospital  administra- 
tors are  not  aware  of  this  fact.  Therefore,  this  com- . 
mittee  voted  to  request  Milton  Helpern,  M.D.,  to  write 
a letter  to  hospital  administrators  and  pathologists  in 
order  to  acquaint  them  with  this  interpretation.  It 
was  felt  that  any  attempt  at  legislation  would  red  flag 
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this  question  and  leave  it  open  to  attack  by  pressure 
groups.  The  Council  voted  to  have  the  Council  write 
such  a letter. 

Resolution  72-77  asked  for  the  repeal  of  the  New 
York  City  Unincorporated  Business  Tax.  Since  this 
matter  is  presently  in  court  your  committee  feels  that 
any  action  on  this  resolution  would  be  inappropriate  at 
this  time  and  will  await  the  decision  of  the  court. 

Resolution  72-50  requested  legislation  granting  the 
same  tax  advantages  to  professional  corporations  as  are 
enjoyed  by  other  corporations.  There  was  much  dis- 
cussion and  your  committee  noted  that  there  is  the 
possibility  that  if  such  legislation  were  enacted,  these 
corporations  might  be  forced  to  admit  nonphysicians, 
which  would  be  against  Medical  Society  of  the  State  of 
New  York  policy.  It  was  decided  your  chairman  would 
write  to  Monroe  County,  which  sponsored  this  resolu- 
tion, explaining  this  committee’s  position.  Council 
approved  this  suggestion  and  your  chairman  sent  a let- 
ter as  indicated. 

Resolution  72-30,  calling  for  legislation  to  correct 
the  inequities  in  the  Medicaid  fee  schedules,  was  dis- 
cussed. Since  Medicaid  fee  schedules  are  regulated  at 
the  county  level,  State  legislation  is  not  the  proper 
remedy.  Your  committee  recommends  that  our  State 
Medical  Society  write  a letter  to  the  county  medical 
societies  urging  them  to  act  at  the  local  level.  State 
legislation  also  would  be  detrimental  since  it  might  set 
up  a state-wide  schedule  to  replace  local  schedules. 
Another  point  was  made  by  our  legislative  counsel  to 
the  effect  that  the  Budget  Director  and  Social  Services 
Commissioner  makes  the  final  determinations  regard- 
ing the  schedules;  that  these  officials  should  be  ap- 
proached and  that  legislation,  therefore,  is  not  neces- 
sary. It  was  also  reported  that  the  State  Health  Com- 
missioner, who  makes  recommendations  concerning 
fees  to  these  officials,  had  recommended  increases  but 
without  success. 

Resolution  72-31  involved  the  transfer  of  the  Medi- 
caid program  out  of  the  Department  of  Social  Services 
and  into  a nongovernmental  agency.  It  is  the  belief  of 
this  committee  that  the  present  statute  permits  this 
and  thus  legislation  is  not  necessary. 

Resolution  72-74  stated  that  Medical  Society  of  the 
State  of  New  York  make  every  effort  to  effect  legisla- 
tion to  increase  fee  limitation  for  treatment  prior  to 
authorization  under  Workmen’s  Compensation.  In 
compliance  with  this  resolution,  a bill  providing  for 
such  increase  has  been  drawn  up  and  submitted  to  the 
New  York  State  Legislature. 

Resolution  72-85  concerns  support  for  Medicaid  pay- 
ments for  abortions.  Your  committee  questioned 
whether  this  had  been  finally  decided  by  the  courts. 
Upon  investigation,  legislative  counsel  reported  that 
j the  courts  had  decided  that  there  could  be  Medicaid 
payments  for  abortions. 

Resolution  72-39  requested  the  introduction  of  ap- 
oropriate  legislation  to  require  the  use  of  safety  glass  in 
tazardous  locations.  Legislation,  supported  by  the 
Medical  Society  of  the  State  of  New  York  and  passed 
luring  the  1972  session  of  the  State  Legislature,  known 
is  Chapter  609  of  the  Laws  of  1972,  which  mandates 
lse  of  safety  glazing  materials  in  business  structures 
carries  out  the  intent  of  this  resolution.  Your  commit- 
ee  will  consider  favorably  any  bills  introduced  in  the 
.973  session  of  the  State  Legislature  which  extends  the 


principle  of  safety  glazing  materials  to  other  structures. 

Resolution  72-40  sought  legislative  action  for  a pro- 
gram of  rubella  vaccination  and  immune  status  testing 
in  females  of  child-bearing  age.  The  committee  di- 
rected that  this  matter  be  discussed  with  the  State 
Health  Department  and,  if  necessary,  legislation  will 
be  drawn  up  for  introduction  at  the  next  session.  As  a 
result,  your  committee  has  taken  steps  to  introduce 
bills  in  regard  to  the  above  mentioned  resolution  at  the 
1973  session  of  the  State  Legislature. 

SUGGESTIONS  FROM  MSSNY  COMMITTEE 
CHAIRMEN 

Your  committee  was  gratified  for  having  received 
many  more  replies  to  its  request  for  legislative  sugges- 
tions than  had  been  received  in  the  past.  Although 
the  majority  of  these  were  discussed  and  considered  in 
conjunction  with  the  committee’s  consideration  of  its 
1973  program,  two  important  new  suggestions  deserve 
mention. 

The  first  of  these  was  received  from  John  D.  States, 
M.D.,  Chairman,  MSSNY  Accident  and  Injury  Preven- 
tion Committee,  and  calls  for  legislation  requiring  the 
use  of  front  seat  belts  by  all  motorists  in  this  State. 
The  committee  decided  re  this  proposal  to  contact  the 
Joint  Legislative  Committee  on  Motor  Vehicles  in 
order  to  ascertain  if  they  have  any  plans  to  introduce 
similar  legislation. 

Also  received  was  a suggestion  from  Charles  E.  Rog- 
ers, M.D.,  Chairman,  MSSNY  Cancer  Committee, 
that  your  committee  consider  sponsoring  legislation 
similar  to  California’s  Cancer  Remedies  Act.  After 
considerable  discussion,  your  committee  decided  not  to 
sponsor  such  a bill  since  purposes  of  bill  are  covered  by 
existing  law. 

RECOMMENDATIONS  FROM  YOUR 
COMMITTEE  MEMBERS  RE  MEETING  DATE 

Several  members  of  your  committee  brought  up  the 
fact  that  the  time  of  the  annual  session  of  MSSNY’s 
House  of  Delegates  makes  it  difficult  to  prepare  legisla- 
tion for  action  prior  to  the  close  of  the  legislative  ses- 
sion. It  was  noted  that  by  February,  almost  all  bills, 
expected  to  be  considered  by  the  Legislature,  have  al- 
ready been  introduced  and  deadlines  for  introduction 
are  close  at  hand.  Another  disadvantage  is  the  fact 
that  when  a bill  is  introduced  so  late  in  the  session,  it 
is  most  difficult  to  marshall  support  for  it.  Time  is 
needed  not  only  to  draft  a bill  but  especially  to  investi- 
gate current  law,  assemble  data,  prepare  a position 
statement,  discuss  possibility  of  passage  with  legisla- 
tors and  seek  assistance  from  allied  groups.  Therefore, 
the  suggestion  was  made  to  change  the  date  of  the 
meeting  to  some  time  in  October  or  early  November. 
This  suggestion  received  unanimous  support  from  the 
members  and  a resolution  to  this  effect  for  introduction 
at  the  1973  session  of  the  House  of  Delegates  is  under 
consideration. 

For  these  reasons  also,  your  committee  should  like  to 
point  out  that  a resolution,  involving  state  legislation, 
passed  by  the  House,  should  not  be  acted  upon  until 
the  following  year’s  session  of  the  State  Legislature, 
unless  it  is  accompanied  by  a message  of  necessity 
from  the  House  mandating  that  it  must  be  acted  upon 
immediately  at  the  current  session. 

Another  suggestion  made  was  that,  if  feasible,  steps 
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should  be  taken  so  that  the  State  Legislation  Commit- 
tee might  have  advance  information  concerning  legisla- 
tive resolutions  to  be  introduced  so  that  it  might  have 
the  time  necessary  to  prepare  the  proposed  legislation 
prior  to  the  opening  session  of  the  State  Legislature  in 
January. 

CONFERENCES 

Your  chairman,  along  with  officials  of  the  Medical 
Society  of  the  State  of  New  York,  our  legislative  coun- 
sel, and  legislation  director,  participated  in  several  im- 
portant meetings: 

1.  Conference  with  Senator  Tarky  Lombardi,  Jr., 
Chairman,  Senate  Health  Committee,  on  present  Ar- 
ticle 44,  Public  Health  Law  (Non-Profit  Medical 
Corporations)  and  proposed  Article  46,  same  law 
(Foundations),  Tuesday,  January  9,  1973,  Albany; 

2.  Conference  with  State  Superintendent  of  In- 
surance Benjamin  R.  Schenck,  on  infant  coverage  in 
health  insurance  policies  conversion  factors  and 
other  matters,  Wednesday,  January  10,  1973,  New 
York  City; 

3.  Conference  with  representatives  of  New  York 
State  Association  of  Nurse  Anesthetists,  concerning 
latter’s  proposed  bill  on  nurse  anesthetists  and  rep- 
resentatives of  the  New  York  State  Society  of  Anes- 
thesiologists, Medical  Society  of  the  State  of  New 
York,  Lake  Success,  Thursday,  January  25, 1973. 

1973  SESSION— STATE  LEGISLATURE 

Continuing  the  program  inaugurated  successfully  last 
year,  our  Director,  Division  of  Legislation,  has  been  in 
Albany  on  legislative  working  days  since  the  session 
started  in  early  January.  He  is  working  closely  with 
our  legislative  counsel  marshaling  support  for  our  pro- 
gram bills  and  in  disseminating  our  views  on  other 
health  bills.  Although  the  lawmakers  are  in  Albany 
only  during  the  first  part  of  each  week  Martin  J.  Tra- 
cey, J.D.  has  visited  many  offices,  talked  with  several 
of  the  fifty  new  legislators  upon  whom  he  is  concentrat- 
ing his  initial  efforts  and  discussed  our  program  with 
their  staffs.  He  has  again  established  his  base  of  oper- 
ations at  the  DeWitt  Clinton  Hotel,  Albany,  and  has 
reinstated  our  State  Legislation  Telephone  Answering 
Service. 

Our  weekly  legislative  bulletin,  Capitol  News,  re- 
sumed publication  in  early  January  and  four  issues 
have  been  distributed  to  date. 

A new  format  for  stimulating  county  medical  so- 
cieties to  participate  in  our  activities  was  utilized  for 
the  first  time  in  late  January  when  LAB  (Legislation 
Action  Bulletin)  was  mailed  by  our  legislation  director 
to  all  county  society  legislation  chairmen,  panel  of  liai- 
son physicians,  presidents,  secretaries,  executive  secre- 
taries and  Woman  Auxiliary  officials.  The  bulletin 
called  upon  county  societies  to  oppose  two  bills,  S. 
920-A;  A.  861-A  and  S.  921;  A.  862,  which  would  per- 
mit laymen  and  hospitals  to  participate  in  Article  44 
Non-Profit  Medical  Corporations. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  reviewed  in  detail  the  re- 


port of  the  Committee  on  State  Legislation,  as  well  as 
the  supplementary  report  on  State  Legislation.  In  re- 
viewing these  reports,  it  is  once  again  apparent  to  this 
committee  that  a tremendous  amount  of  work  has  gone 
into  the  activities  of  the  State  Legislation  Committee 
during  the  past  year. 

The  Division  of  Legislation,  of  the  Office  of  General 
Counsel,  has  once  again  proved  to  be  a valuable  asset 
to  the  State  Medical  Society. 

In  the  discussion  before  the  reference  committee,  I 
John  H.  Carter,  M.D.,  chairman  of  the  State  Legisla- 
tion Committee,  noted  that  S. 920-A,  the  Act  to  amend 
the  Public  Health  Law,  in  relation  to  authorizing  hos- 
pital corporations  to  organize  a prepaid  comprehensive 
health  care  plan  has  been  passed  in  the  Senate  and  is  1 
now  before  the  Assembly.  Further  reference  to  this 
bill  is  taken  up  in  Resolutions  73-67  and  73-68. 

The  State  Legislation  Committee  vigorously  opposed 
the  passage  of  the  Controlled  Substances  Act,  which 
includes  the  triplicate  prescription  mandate.  Dr.  Car- 
ter has  reported  that  Senator  Pisani  has  introduced 
legislation  sponsored  by  the  Medical  Society  of  the 
State  of  New  York  to  amend  the  Public  Health  Law  in 
relation  to  prescriptions  for  controlled  substances  and 
repealing  certain  provisions  of  such  law  relating  there- 
to. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Advisory  Committee  to  The  American 
Association  of  Medical  Assistants,  New 
York  State  Society,  Inc. 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the 
American  Association  of  Medical  Assistants,  New  York 


State  Society,  Inc.  are  as  follows: 

Walter  F.  Harrison  Jr.,  M.D.,  Chairman Warren 

Edward  C.  Rozek,  M.D Erie 

Howard  S.  Schwartz,  M.D Bronx 


The  Annual  Convention  of  the  New  York  State  Soci-  8 
ety,  Inc.,  was  held  in  Plainview  in  April,  1972,  Mrs.  il 
Helen  Stephens,  president  of  the  American  Association 
of  Medical  Assistants,  conducted  the  installation  cere- 
mony.  Edward  Siegel,  M.D.,  president  of  the  Medical 
Society  of  the  State  of  New  York,  was  guest  speaker  at 
the  Saturday  luncheon.  Henry  I.  Fineberg,  M.D.,  ex- 
ecutive vice-president  of  the  Medical  Society  of  the 
State  of  New  York,  was  master  of  ceremonies  at  the  in- 
stallation banquet. 

A primary  objective  of  the  American  Association  of 
Medical  Assistants  is  education  for  the  medical  assis- 
tant already  employed  in  the  field.  To  that  end,  four 
seminars  have  been  planned  for  the  1972-73  term,  i 
Two  were  held  in  October,  1972,  and  two  more  are 
planned  for  March  of  1973.  These  seminars  deal  with 
the  troubled  child,  cancer,  Champus,  Medicare,  body 
effects  of  smoking,  and  the  mini-tests  prior  to  “certifi-  j 
cation.” 

Several  county  chapters  have  shown  a remarkable 
degree  of  professionalism  and  astuteness  in  holding 
their  own  seminars  both  to  increase  membership  and  to 
disseminate  knowledge. 

The  annual  meeting  of  the  National  organization  was 
held  in  Phoenix,  Arizona  from  October  17  to  23,  1972. 
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Mrs.  Sophia  Isaacs,  vice-president  of  the  New  York 
State  Society,  was  elected  vice-speaker  for  the  Ameri- 
can Association  of  Medical  Assistants.  Edward  Rozek, 
M.D.,  has  been  on  the  American  Association  of  Medical 
Assistants  certifying  board  since  last  year.  Mrs.  Ivy 
Reade,  CMA,  has  also  been  secretary-treasurer  of  this 
board.  At  this  annual  meeting,  sixteen  members  of 
the  New  York  State  Society,  Inc.,  received  their  CMA 
certifications. 

During  this  past  year,  membership  in  this  organiza- 
tion has  increased  somewhat  to  a total  of  811  members 
in  1972. 

The  14th  Annual  Convention  of  the  American  Asso- 
ciation of  Medical  Assistants,  New  York  State  Society, 
Inc.,  is  scheduled  to  be  held  in  Syracuse  from  April  26 
to  29,  1973.  The  program  planned  includes  the  CMA 
mini-test  as  well  as  officer  and  committee  chairman 
workshops.  The  educational  program  includes  sessions 
on  family  planning,  sex  education,  and  menopause. 

For  many  years  your  advisors  have  suggested  active 
support  of  this  valuable  organization.  Within  recent 
weeks  there  has  been  a moderate  amount  of  publicity 
concerning  this  organization  in  such  publications  as  the 
American  Medical  News,  etc.  The  current  member- 
ship of  811  is  but  a fraction  of  the  New  York  State  po- 
tential membership.  However,  without  the  full  sup- 
port of  the  physicians,  this  organization’s  growth  will 
be  limited.  This  organization’s  first  function  is  to 
serve  the  physicians’  needs.  Although  the  dues  are  rel- 
atively inexpensive,  the  figure  is  sufficiently  high  that 
many  potential  members  cannot  comfortably  afford  it. 
For  this  reason,  it  is  again  urged  that  physicians  sup- 
port the  organization  by  suggesting  that  their  assis- 
tants join  and  by  paying  all  or  part  of  their  dues. 

The  Medical  Society  of  the  State  of  New  York  has 
supported  this  organization  in  the  past  by  offering  the 
use  of  communication  facilities,  desk  space,  and  file 
space.  This  support  is  still  needed. 

The  advisors  make  the  following  recommendations: 

1.  That  the  Medical  Society  of  the  State  of  New 
York  continue  to  urge  its  members  to  advise  their 
medical  assistants  to  join  and  participate  in  the  ac- 
tivities of  the  American  Association  of  Medical  As- 
sistants, New  York  State  Society,  Inc. 

2.  That  the  Medical  Society  of  the  State  of  New 
York  urge  its  assistants  to  form  groups  if  there  are 
none  in  the  area. 

3.  That  the  Medical  Society  of  the  State  of  New 
York  urge  its  members  to  pay  all  or  part  of  their 
medical  assistants  dues  in  this  organization. 

4.  That  the  Medical  Society  of  the  State  of  New 
York  continue  to  provide  communication  facilities, 
desk  space,  and  storage  space  for  the  American  Asso- 
ciation of  Medical  Assistants,  New  York  State  Soci- 
ety, Inc.,  as  heretofore. 

Respectfully  submitted, 

Walter  F.  Harrison  Jr.,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

The  report  of  the  chairman  of  the  Advisory  Commit- 
tee to  the  American  Association  of  Medical  Assistants, 
New  York  State  Society,  Inc.,  Walter  F.  Harrison,  Jr., 
M.D.,  was  reviewed  by  this  committee.  He,  along 


with  Mrs.  Ivy  Reade,  Past  President,  made  certain  rec- 
ommendations to  make  this  committee  function  more 
effectively.  The  reference  committee  looks  with  great 
favor  upon  these  recommendations. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Resolution  73-21,  Use  of  Triplicate  Prescriptions 
Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  The  regulation  requiring  the  use  of  trip- 
licate prescriptions  for  Schedule  II  drugs  (allegedly 
implemented  as  a drug  control  method)  would  create 
evils,  surpassing  any  ephemeral  advantages;  and 

WHEREAS.  The  process  would  require  divulging 
confidential  personal  information,  regarding  pa- 
tients, to  lay  bureaucracies;  and 

WHEREAS.  Patients  for  whom  a reasonable  simple 
dosage  of  analgesic  may  have  been  ordered  for  an 
emergency  purpose  would  forever  have  a record  of 
“narcotic  usage”  (which  could  be  a potential  hazard 
to  anyone  applying  for  employment  in  sensitive 
areas,  professional  work  or  running  for  public  office); 
and 

WHEREAS.  It  has  been  amply  shown  that  the  pro- 
cedure has  had  no  effect  on  drug,  control  in  Califor- 
nia, Illinois,  and  Idaho  which  have  experimented  with 
this  law;  and 

WHEREAS.  Such  a law  is  ineffective  because,  (a) 
Out-of-state  patients,  near  interstate  lines  might  fre- 
quent New  York  doctors,  but  take  their  prescriptions 
outside  New  York,  and  (b)  New  York  patients,  near 
interstate  lines  who  may  attend  doctors  in  adjoining 
states,  could  not  get  their  prescriptions  filled  in  their 
local  pharmacies  and  (c)  Tourists  traveling  through 
New  York,  New  Yorkers  traveling  elsewhere,  would 
find  it  difficult  to  obtain  medications  or  prescrip- 
tions; and 

WHEREAS.  Prescription  blanks  purchasable  from 
the  health  authorities  have  no  names  imprinted  on 
them  and  could  be  easily  stolen,  reprinted,  and  used 
elsewhere;  and 

WHEREAS.  The  whole  concept  infringes  on  the 
duties,  rights  and  obligations  conferred  on  a physi- 
cian by  virtue  of  his  license  and  professional  man- 
dates; and 

WHEREAS.  Methods  of  circumventing  these  inef- 
fectual mechanics  of  control  drugs  are  obvious  and 
have  already  been  utilized  elsewhere;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  effect  the  repeal  of 
the  Law  on  Triplicate  Prescriptions  contained  in 
Chapter  878-1972 — (Hardt  Assembly  Bill  A 11637)  on 
the  basis  that  it  is  ineffectual,  potentially  dangerous, 
incompetent  as  a drug  control  measure,  and  abrogat- 
ing the  physician’s  professional  duties,  rights  and 
mandates  as  granted  by  his  licensure  and  expertise. 

Resolution  73-69,  Use  of  Triplicate  Prescriptions 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  Physicians’  prescriptions  are  not  an  im- 
portant source  of  illicit  drugs  or  drug  abuse,  and 

WHEREAS,  The  Triplicate  Prescription  Bill  repre- 
sents an  invasion  of  privacy  and  confidentiality  be- 
tween physician  and  patient,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  opposing  the  implementation 
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of  the  Triplicate  Prescription  Bill,  and  be  it  further 
Resolved,  That  this  opposition  be  sent  to  the  Gov- 
ernor of  New  York  State  and  all  the  legislators  urg- 
ing them  to  alter  the  provisions  of  the  bill. 

Resolution  73-74,  Triplicate  Prescriptions 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS.  The  triplicate  prescription  section  of 
the  State  Controlled  Substances  Act,  was  allegedly 
designed  to  help  curb  drug  abuse,  and  to  provide  in- 
formation relative  to  drug  flow  and  traffic  in  our 
State;  and 

WHEREAS.  The  physicians  of  New  York  State  de- 
plore drug  abuse,  but  are  confident  that  this  law  is  a 
misguided,  ineffective  and  dangerous  bureaucratic 
attempt  to  sidestep  the  real  issues  in  the  problem  of 
drug  abuse;  and 

WHEREAS.  The  State  Legislative  body  is  directly 
interfering  with  the  physician’s  judgment,  responsi- 
bility and  ability  to  prescribe  Schedule  II  substances 
in  the  therapy  of  his  patients;  and 
WHEREAS.  The  practitioner’s  freedom  to  use  his 
skill,  knowledge  and  expertise  in  the  use  of  Schedule 
II  substances  is  threatened  by  the  presence  of  a com- 
puter-overseer; and 

WHEREAS.  This  section  of  the  law  is  a punitive 
measure  which  directs  its  punishment  against  the 
vast  majority  of  patients  who  legitimately  require 
Schedule  II  medications;  and 

WHEREAS.  The  required  thirty-day  renewal  period 
will  increase  patient  loads,  having  the  effect  of  de- 
creasing time  available  for  quality  patient  care;  and 
WHEREAS,  Practicing  physicians  are  required  to  fi- 
nancially support  this  law,  by  purchasing  the  pre- 
scription blanks  at  exorbitant  rates;  and 

WHEREAS.  This  law  has  been  in  effect  in  Idaho, 
California  and  Illinois  and  has  failed  to  stem  the  tide 
of  drug  abuse;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advise  the  State  Legislature  that  the  dan- 
gerous and  objectionable  triplicate  prescription  sec- 
tion of  the  Controlled  Substances  Act  of  the  New 
York  State  Narcotics  Act,  should  be  rescinded;  and 
be  it  further 

Resolved,  That  until  this  law  is  repealed,  the 
members  of  the  Medical  Society  of  the  State  of  New 
York  obey  the  law,  and  file  the  triplicate  prescrip- 
tions for  Schedule  II  substances  in  emergencies  only; 
and  be  it  further 

Resolved,  That  in  all  other  situations,  they  advise 
their  patients  of  this  restrictive  regulation,  as  well  as 
their  physicians,  and  that  the  physicians  will  not 
prescribe  Schedule  II  substances  until  the  responsi- 
bility for  the  use  of  these  substances  is  fully  restored 
to  the  physician  alone,  free  of  the  restrictive,  com- 
puterized interference  by  State  Legislators;  and  be  it 
further 

Resolved,  That  in  non-exempt  situations  physi- 
cians refuse  to  prescribe  Schedule  II  substances  even 
if  indicated. 

Resolution  73-75,  Triplicate  Prescriptions 

Introduced  by  Kings  County  Medical  Society 

WHEREAS.  The  physicians  in  the  Medical  Society 
of  the  State  of  New  York  have  been  unfairly  forced 
to  support  financially  a dangerous  and  objectionable 
section  of  a law,  namely,  the  triplicate  prescription 


section  of  the  New  York  State  Controlled  Substances 
Act;  and 

WHEREAS.  The  physicians  of  New  York  State  feel 
that  the  cost  of  the  prescription  blanks  is  exorbitant; 
and 

WHEREAS.  The  physicians  are  convinced  that  the 
law  will  have  no  positive  effect  on  curbing  drug 
abuse,  but  will  have  a counter  productive  effect  on 
the  quality  and  freedom  of  medical  care  of  the  sick 
and  injured  patient;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  notify  the  Governor,  members  of  the  State 
Legislature  and  Temporary  Commission  to  Evaluate 
the  Drug  Laws,  that  they  will  be  held  responsible  for 
the  effect  the  section  on  triplicate  prescriptions  of 
the  Controlled  Substances  Act  may  have  on  the 
quality  and  delivery  of  medical  care  in  New  York 
State,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  at  the  end  of  one  year  the 
Bureau  of  Narcotics  and  Dangerous  Drugs  and  the 
State  Commission  prepare  a public  report  on  the  ef- 
fect of  this  law  on  drug  abuse  in  this  State,  as  well  as 
a full  accounting  of  income  and  expenditures  in- 
volved in  the  administration  of  this  law. 

Resolution  73-104,  Triplicate  Prescriptions 

Introduced  by  Eighth  District 

WHEREAS.  The  use  of  triplicate  prescriptions  as 
now  constituted  is  a violation  of  the  confidential  pro- 
fessional relationship  between  the  patient  and  the 
physician;  therefore  be  it 

Resolved,  That  the  use  of  triplicate  prescriptions 
by  physicians  is  unethical. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

These  resolutions  cover  the  same  subject  matter  and, 
consequently,  were  considered  together.  Your  refer- 
ence committee  wishes  to  thank  the  many  physicians 
and  counselors  who  testified  on  this  subject  which  af- 
fects every  doctor.  Physicians,  probably  more  than 
any  other  group,  are  concerned  with  the  problems  of 
drug  abuse  and  addiction.  As  such,  we  have  in  the 
past,  and  will  continue  in  the  future  to  look  favorably 
on  measures  which  serve  to  curb  this  problem. 

However,  the  present  legislation  requiring  the  use  of 
triplicate  prescriptions  for  Schedule  II  drugs  appears  to 
have  very  serious  deficiencies  and  aspects.  Of  chief 
concern  are  three  points:  (1)  Similar  drug  laws  in 

other  states  have  had  little  effect  on  drug  control;  (2) 
Innocent  patients  with  legitimate  needs  for  medication 
will  have  their  right  of  privacy  violated;  and  (3)  The 
confidentiality  of  the  doctor-patient  relationship  will 
be  seriously  strained.  Because  of  the  lack  of  effective- 
ness, the  use  of  triplicate  prescriptions  becomes  merely 
an  additional  burden  to  physicians  and  pharmacists, 
producing  more  paper  work,  inconvenience  in  requiring 
specific  prescription  blanks,  and  additional,  albeit 
small,  expense  in  patient  care.  Your  committee  also 
recognizes  the  value  of  suggestions  that  the  State  Med- 
ical Society  urge  measures  to  prevent  other  drugs  froir 
being  included  in  Schedule  II.  It  would  appear  that 
the  intent  and  hope  of  the  State  Medical  Society  car 
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best  be  accomplished  by  approval  of  the  following  sub- 
stitute resolution: 

WHEREAS.  The  triplicate  prescription  section  of 
the  State  Controlled  Substances  Act  was  allegedly 
designed  to  help  curb  drug  abuse,  and  to  provide  in- 
formation relative  to  drug  flow  and  traffic  in  our 
State;  and 

WHEREAS.  The  physicians  of  New  York  State  de- 
plore drug  abuse,  but  are  confident  that  this  law  is  a 
misguided,  ineffective,  and  dangerous  bureaucratic 
attempt  to  sidestep  the  real  issues  in  the  problem  of 
drug  abuse;  and 

WHEREAS.  It  has  been  shown  that  the  procedure 
has  had  no  conclusive  effect  on  drug  control  in  Cali- 
fornia, Illinois,  and  Idaho  which  have  experimented 
with  this  law;  and 

WHEREAS,  The  process  would  require  divulging 
confidential  personal  information,  regarding  pa- 
tients, to  lay  bureaucracies;  therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  effect  the  repeal  of 
the  section  on  Triplicate  Prescriptions  contained  in 
Chapter  878,  Laws  of  1972  (A. 11637;  Hardt),  and  be 
it  further 

Resolved,  That  this  portion  of  the  Reference  Com- 
mittee’s report,  including  the  entire  Resolution,  be 
sent  to  the  Governor  of  New  York  State  and  all  the 
legislators. 

The  House,  after  discussion,  voted  to  amend  this 
substitute  resolution  by  adding  a fifth  WHEREAS,  as 
follows: 

WHEREAS.  This  law  represents  an  invasion  of  the 
privacy  of  the  doctor-patient  relationship  and  could 
present  medical  information  to  a computer  bank 
without  specific  permission,  therefore  be  it 
and  an  additional  third  Resolved,  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  contact  other  public  interest  bodies  who 
are  concerned  with  the  preservation  of  the  rights  of 
citizens  with  a view  to  taking  legal  action  against 
this  law. 

The  Resolved  portion  of  the  substitute  resolution,  as 
amended  by  the  House,  would  then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  effect  the  repeal  of 
the  section  on  Triplicate  Prescriptions  contained  in 
Chapter  878,  Laws  of  1972  (A.  11637;  Hardt),  and  be 
it  further 

Resolved,  That  this  portion  of  the  Reference  Com- 
mittee’s report,  including  the  entire  resolution,  be 
sent  to  the  Governor  of  New  York  State  and  all  the 
legislators;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  contact  other  public  interest  bodies  con- 
cerned with  the  preservation  of  the  rights  of  citizens 
with  a view  to  taking  legal  action  against  this  law. 

The  House,  after  further  discussion,  voted  to  adopt 
the  substitute  resolution  as  amended. 

Resolution  73-22,  Establishment  of  New  York 
State  Civil  Defense  Preparedness  Agency 

i Introduced  by  Medical  Society  of  the  County  of  Queens 

WHEREAS.  The  floods  generated  in  June,  1972,  by 


Hurricane  Agnes  created  major  disaster  situations  in 
twenty-one  counties  of  New  York  State;  and 

WHEREAS,  The  need  for  an  overall  agency  having 
as  its  primary  mission  the  preparation  for,  and,  inte- 
gration of  disaster  operations  in  New  York  State  had 
been  amply  demonstrated;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  legislation  for  establishment  of  a 
New  York  State  Civil  Defense  Preparedness  Agency 
to  function  within  the  State  and  cooperate  with 
extra-state  agencies;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  fur- 
nished to  the  Governor  and  members  of  the  Legisla- 
ture. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was 
presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  recognizes  that  deficien- 
cies exist  in  the  present  system  of  handling  major  di- 
saster situations.  Testimony  was  heard,  however,  that 
efforts  were  being  made  by  the  State  Health  Depart- 
ment and  other  groups  to  improve  emergency  commu- 
nications and  ambulance  services.  Hopefully,  these  ef- 
forts will  be  extended  to  provide  a coordinated  frame- 
work for  health  care  in  major  emergencies.  It  does  not 
appear  that  creation  of  a new  State  agency  lacking  ex- 
perience and  day  to  day  need  would  answer  the  defi- 
ciencies. Your  committee  recommends  disapproval  of 
the  resolution,  but  hopes  that  the  Commission  on  Pub- 
lic Health  and  Education  would  urge  the  State  Health 
Department  to  consider  the  situation  further. 

Your  reference  committee  recommends  that  this  res- 
olution be  not  approved. 

The  House,  after  discussion,  voted  to  refer  resolution 
73-22  to  the  Commission  on  Public  Health  and  Educa- 
tion. 

Resolution  73-23,  4 per  cent  Tax  on  Self-Em- 
ployed Professionals 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  The  bulk  of  community  medical  care  is 
provided  by  self-employed  physicians;  and 

WHEREAS,  It  is  a nationwide  concern  for  more  phy- 
sicians to  become  involved  with  direct  patient  care; 
and 

WHEREAS.  The  discriminatory  New  York  City  4 
per  cent  tax  imposed  on  the  self-employed  profes- 
sional, deters  new  physicians  from  entering  medical 
service  in  this  area,  and  tend  to  make  current  prac- 
ticing physicians  consider  withdrawing  from  private 
practice  in  New  York  City,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  repeal  of  the  authorization  permit- 
ting New  York  City  to  impose  an  additional  4 per 
cent  tax  that  discriminates  against  the  self-employed 
professional. 

Resolution  73-73,  Unfair  New  York  City  Taxes  on 
Members  of  the  Medical  Profession 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  New  York  City  has  levied  an  additional 
four  and  a half  per  cent  Unincorporated  Business  Tax 
on  the  income  of  unsalaried,  unincorporated  profes- 
sionals practicing  in  the  City  of  New  York,  which  is 
a double  taxation  on  the  same  income;  and 
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WHEREAS.  New  York  City  has  levied  a “Use”  tax 
on  the  use  of  x-ray  equipment  for  medical  diagnosis 
of  patients’  illnesses;  and 

WHEREAS,  These  taxes  are  unfair,  capricious  and 
discriminatory  and  result  in  higher  medical  costs  to 
the  public;  and 

WHEREAS.  Such  discrimination  has  deterred  many 
vitally  needed  young  professionals  from  starting 
practice  in  New  York  City  and  has  also  increased  the 
number  of  practitioners  who  have  incorporated; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appeal  for  legislative  relief  for  its  members 
to  the  New  York  City  Council  and  to  the  New  York 
State  Legislature  to  repeal  unfair  and  discriminatory 
multiple  taxation  of  professionals  practicing  in  New 
York  City. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

These  resolutions  on  4 per  cent  self-employed  tax  on 
professionals  were  considered  together. 

Similar  resolutions  (72-77  and  72-78)  were  passed  by 
the  1972  House  of  Delegates.  Since  this  matter  is 
presently  in  court,  your  reference  committee  feels  that 
any  further  action  on  these  resolutions  would  be  inap- 
propriate at  this  time.  Your  reference  committee  rec- 
ommends that  these  resolutions  be  filed  for  informa- 
tion. 

The  House  voted  to  file  resolutions  73-23  and  73-73 
for  information. 

Resolution  73-24,  Tax  Exemption  for  Blood  Dona- 
tions 

Introduced  by  Richmond  County  Medical  Society 

WHEREAS,  There  is  a recurring  shortage  of  blood 
for  transfusions;  and 

WHEREAS.  Donations  to  medical  charities  and  hos- 
pitals are  tax  deductible;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approach  the  fiscal  authorities  with  a view 
to  enacting  legislation  to  give  tax  credits  for  blood 
donated  for  transfusions. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  expresses  concern  as  to 
what  the  impact  of  placing  a monetary  value  on  blood 
might  have  on  the  legal  question  of  whether  blood  is  a 
commodity  or  service.  Additionally,  it  is  felt  that  a 
tax  incentive  would  not  encourage  “voluntary”  blood 
donations,  particularly  in  view  of  the  fact  that  a major- 
ity of  such  donors  use  standard  deductions  in  their  in- 
come tax  reporting  rather  than  itemizing.  The  refer- 
ence committee,  therefore,  recommends  disapproval  of 
this  resolution. 

The  House  voted  not  to  adopt  resolution  73-24. 

Resolution  73-25,  Insurance  Coverage  for  Treat- 
ment of  Mental  Disorders 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 


WHEREAS.  The  Senate  of  the  State  of  New  York 
introduced  an  Act  in  the  1972  Legislative  Session 
“To  Amend  the  Insurance  Law,  in  relation  to  cover- 
age for  the  diagnosis,  care  and  treatment  of  mental, 
nervous  or  emotional  disorders  while  confined  in  an 
hospital  or  institution”  S.  5709A;  and 

WHEREAS.  Several  health  committees  of  the  Medi- 
cal Society  of  the  State  of  New  York  are  in  general 
agreement  that  insurance  coverage  for  emotional  dis- 
orders should  not  be  discriminatory;  and 

WHEREAS.  Evaluation  studies  by  qualified  organi- 
zations have  shown  that  such  coverage  is  economi- 
cally feasible  and  actuarially  sound;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  favoring  nondiscriminatory 
insurance  coverage  for  all  illness  and  (willing  to) 
support  enabling  legislation  to  that  effect;  and  be  it 
further 

Resolved,  That  this  resolution  be  referred  to  the 
Committee  on  State  Legislation  for  implementation. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

In  considering  this  resolution,  it  was  apparent  that, 
although  some  degree  of  insurance  coverage  of  emo- 
tional disorders  exists,  efforts  should  be  made  to  ex- 
tend this  coverage.  The  committee,  therefore,  feels 
that  further  study  is  necessary  to  determine  the  extent 
of  such  coverage.  It  is,  therefore,  recommended  that 
this  resolution  be  amended  by  the  deletion  of  both  re- 
solved portions  and  the  substitution  of  the  following 
Resol  veds: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  favoring  nondiscriminatory 
insurance  coverage  for  all  illnesses;  and  be  it  further 

Resolved,  That  this  matter  be  referred  to  the 
Council  Committee  on  Medical  Care  Insurance  for 
further  study. 

Your  reference  committee  recommends  referral  to 
the  Council  Committee  on  Medical  Care  Insurance. 

The  House  voted  to  adopt  resolution  73-25  as 
amended,  thereby  referring  this  resolution  to  the  Com-  i 
mittee  on  Medical  Care  Insurance. 

Resolution  73-29,  New  York  Association  of  Nurse 
Anesthetists  Proposed  Legislative  Act 

Introduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Sec- 
tion on  Anesthesiology 

WHEREAS.  Anesthesiology  encompasses  decisions 
involving  medical  judgments  as  to  medical  diagnosis 
and  medical  treatment  and  is,  therefore,  the  practice 
of  medicine;  and 

WHEREAS.  Anesthesia  when  administered  by  non- 
physicians must  be  under  the  medical  direction  of  a 
physician;  and 

WHEREAS,  The  joint  statement  issued  by  the 
American  Society  of  Anesthesiologists  and  the  Amer- 
ican Association  of  Nurse  Anesthetists  states  that 
optimal  anesthesia  care  results  when  directed  by  an 
anesthesiologist;  and 

WHEREAS.  The  New  York  State  Society  of  Anes- 
thesiologists is  currently  engaged  in  implementing 
the  concept  of  the  Anesthesia  Care  Team,  wherein 
the  nurse  anesthetist  is  equivalent  to  a physician's 
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assistant,  functioning  only  under  medical  direction; 
and 

WHEREAS.  The  New  York  Association  of  Nurse  An- 
esthetists has  proposed  legislation  to  amend  the  Ed- 
ucation Law,  the  Social  Services  Law  and  the  Insur- 
ance Law  of  the  State  of  New  York,  and  has  stated  it 
intends  to  introduce  this  act  during  the  forthcoming 
session  of  the  1973  New  York  State  Legislature;  and 

WHEREAS.  The  New  York  State  Society  of  Anes- 
thesiologists believes  that  this  act  represents  an  en- 
croachment on  the  practice  of  medicine,  believing  it 
to  be  a retrogressive  step  in  patient  care,  running  di- 
rectly counter  to  progressive  trends  in  the  delivery  of 
health  care  in  the  State  of  New  York;  and 

WHEREAS,  The  above-mentioned  act  proposes 
changes  in  Section  250  of  the  State  Insurance  Law, 
which  may  create  a precedent  affecting  all  physi- 
cians in  the  State  of  New  York  in  their  relationships 
with  Article  IX-C  nonprofit  indemnity  corporations, 
and  may  be  a precedent  adversely  affecting  the  utili- 
zation of  nurse-practitioners  in  all  types  of  medical 
care  teams;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  formally  and  officially  oppose  the  act 
being  submitted  to  the  New  York  State  Legislature 
by  the  New  York  Association  of  Nurse  Anesthetists; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  its  members  of  these  facts,  and  en- 
courage them  individually  and  collectively  to  oppose 
this  act  by  all  means. 

Resolution  73-34,  New  York  Association  of  Nurse 
Anesthetists  Proposed  Legislative  Act 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe 

WHEREAS.  Anesthesiology  encompasses  decision 
involving  medical  judgments  as  to  medical  diagnosis 
and  medical  treatment  and  is,  therefore,  the  practice 
of  medicine;  and 

WHEREAS.  Anesthesia  when  administered  by  non- 
physicians must  be  under  the  medical  direction  of  a 
physician;  and 

WHEREAS,  The  joint  statement  issued  by  the 
American  Society  of  Anesthesiologists  and  the  Amer- 
ican Association  of  Nurse  Anesthetists  states  that 
optimal  anesthesia  care  results  when  directed  by  an 
anesthesiologist;  and 

WHEREAS.  The  New  York  State  Society  of  Anes- 
thesiologists is  currently  engaged  in  implementing 
the  concept  of  the  Anesthesia  Care  Team,  wherein 
the  nurse  anesthetist  is  equivalent  to  a physician’s 
assistant,  fuctioning  only  under  medical  direction; 
and 

WHEREAS.  The  New  York  Association  of  Nurse  An- 
esthetists has  proposed  legislation  to  amend  the  Ed- 
ucation Law,  the  Social  Services  Law  and  the  Insur- 
ance Law  of  the  State  of  New  York,  and  have  stated 
they  intend  to  introduce  this  act  during  the  forth- 
coming session  of  the  1973  New  York  State  Legisla- 
ture; and 

WHEREAS.  The  New  York  State  Society  of  Anes- 
thesiologists believes  that  this  act  represents  an  en- 
croachment on  the  practice  of  medicine,  believing  it 
to  be  a retrogressive  step  in  patient  care,  running  di- 
rectly counter  to  progressive  trends  in  the  delivery  of 
health  care  in  the  State  of  New  York;  and 


WHEREAS,  The  above  mentioned  act  proposed 
changes  in  Section  250  of  the  State  Insurance  Law, 
which  may  create  a precedent  affecting  all  physi- 
cians in  the  State  of  New  York  in  their  relationships 
with  Article  IX-C,  Nonprofit  Indemnity  Corpora- 
tions, and  may  be  a precedent  adversely  affecting  the 
utilization  of  nurse-practitioners  in  all  types  of  medi- 
cal care  teams;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  formally  and  officially  oppose  the  act 
being  submitted  to  the  New  York  State  Legislature 
by  the  New  York  Association  of  Nurse  Anesthetists, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  makes  these  facts  known  to  all  its  mem- 
bers; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  membership  be  encouraged,  individually 
and  collectively,  to  oppose  this  act  by  all  means. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

These  resolutions  are  practically  identical  and  were, 
therefore,  considered  together.  Your  committee  felt 
that  the  legislation  proposed  by  the  New  York  Associa- 
tion of  Nurse  Anesthetists  had  far  reaching  importance 
and  that  such  legislation  was  not  in  the  best  interest  of 
good  patient  care. 

Your  committee,  in  recognizing  the  similarity  be- 
tween the  two  motions  recommends  that  no  action  be 
taken  on  Resolution  73-29  and  that  Resolution  73-34 
be  adopted. 

The  House  voted  to  take  no  action  on  resolution  73- 
29. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 73-34. 

Resolution  73-77 , Bus  Safety 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS.  Bus  crashes  resulting  in  many  deaths 
and  disabling  injuries  have  occurred  and  will  con- 
tinue to  occur,  in  both  over-the-road  busing  and 
school  busing  in  New  York  State  and  throughout  the 
country;  and 

WHEREAS,  Children  have  been  and  will  continue  to 
be  run  over  and  killed  by  school  buses  and  other 
motor  vehicles  as  pedestrians  in  Nassau  County  and 
throughout  the  country;  and 

WHEREAS.  Children  are  continually  being  injured 
against  the  hard  seat  backs  and  the  hand  rails  on 
some  seats,  and  there  are  generally  no  restraint  sys- 
tems to  keep  them  from  being  thrown  against  a seat 
or  other  part  of  the  interior  or  out  of  the  bus;  and 

WHEREAS.  Lack  of  sufficient  visibility  for  the  bus 
driver  is  often  a factor  in  the  pedestrian  fatalities 
and  in  crashes;  and 

WHEREAS,  Many  fatalities  and  severe  injuries 
occur  in  school  bus  crashes  because  of  their  inade- 
quate crashworthiness,  with  respect  to  their  energy- 
absorbing capability  and  the  separation  of  body  pan- 
els so  as  to  present  sharp  edges  against  which  the 
children  may  be  hurled;  and 

WHEREAS,  Unsafe  actions  and  unsafe  physical  con- 
dition of  bus  drivers,  especially  drivers  of  the 
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“gypsy”  charter  operators  and  school  bus  drivers,  are 
factors  in  many  bus  crashes;  and 

WHEREAS.  School  buses  travel  on  high  speed  roads, 
particularly  on  field  trips,  and  the  danger  of  death 
and  serious  injury  is  great  in  a high  speed  crash  of  a 
school  bus;  and 

WHEREAS.  There  is  grossly  inadequate  reporting 
and  investigation  of  bus  crashes  and  resulting  in- 
juries in  order  to  determine  all  of  the  factors  in- 
volved, so  that  effective  corrective  action  can  be 
taken;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Governor,  the  legislature,  par- 
ticularly Senator  John  D.  Caemmerer  and  Assembly- 
man  George  J.  Farrell,  Jr.,  the  appropriate  regulato- 
ry agencies  (Departments  of  Motor  Vehicles  and 
Transportation)  and  the  New  York  State  Traffic 
Safety  Council  to  set  proper  school  bus  safety  stan- 
dards in  our  State,  and/or  to  see  to  it  that  these 
standards  are  set  nationally;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  American  Medical  Association 
to  petition  the  President,  the  Congress,  the  United 
States  Department  of  Transportation,  the  Insurance 
Institute  for  Highway  Safety,  and  the  National  Safe- 
ty Council  to  establish  or  help  establish  the  appro- 
priate national  standards;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  raising  of  standards  con- 
cerning bus  drivers,  include  the  screening  out  of  po- 
tentially unsafe  drivers  and  a required  thorough 
course  of  training  including  substantial  behind-the- 
wheel  time;  and  that  school  buses  be  barred  from 
high  speed  roads  as  much  as  possible  until  the  neces- 
sary improvements  are  made  in  their  crashworthiness 
and  passenger  protection. 

Resolution  73-80,  Bus  Safety 

Introduced  by  Broome  County  Medical  Society 

WHEREAS,  Several  tragic  school  bus  accidents  have 
occurred  in  New  York  State  within  the  past  year,  re- 
sulting in  loss  of  the  lives  of  several  student  passen- 
gers; and 

WHEREAS.  At  least  several  of  these  lives  might 
have  been  saved  by  seat  belts  or  other  restraining 
systems,  which  are  not  currently  required  in  such  ve- 
hicles; and 

WHEREAS.  Such  vehicles  as  currently  constructed, 
do  not  lend  themselves  to  the  installation  of  such  de- 
vices; and 

WHEREAS.  The  seats  in  these  vehicles  would  not 
withstand  the  forces  involved,  as  currently  installed; 
and 

WHEREAS.  The  body  construction  of  these  vehicles 
is  not  designed  to  withstand  severe  impact  and/or 
rolling  over,  as  has  occurred  in  the  above  accidents; 
and 

WHEREAS,  These  deficiencies  may  only  be  truly 
solved  at  the  manufacturing  level;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  urging  that  the  State  of 
New  York  and  the  Federal  Department  of  Transpor- 
tation, develop  improved  standards  for  the  design 
and  construction  of  these  school  buses  at  the  earliest 
possible  date,  to  include  seat  belts  and/or  similar  re- 
straints, and  be  it  further 


Resolved,  That  each  student  passenger  be  required 
to  be  seated  properly  in  these  vehicles. 

73-33,  The  Health  and  Safety  of  Children  Trans- 
ported in  School  Buses 

Introduced  by  Onondaga  County  Medical  Society  Dele- 
gation 

WHEREAS.  The  health  and  safety  of  children  trans- 
ported in  school  buses  are  major  concerns  of  the  phy- 
sicians of  New  York  State,  and 

WHEREAS,  The  United  States  Department  of  Trans- 
portation Highway  Program  Standard  £17  details  im- 
portant measures  for  the  protection  of  such  school 
children;  and 

WHEREAS.  School  buses  are  frequently  utilized  for 
longer  distances  and  therefore  greater  speeds  than 
those  for  which  they  have  been  designed;  and 

WHEREAS.  An  increasing  number  of  school  bus  ac- 
cidents has  resulted  in  loss  of  life  and  permanent 
disability  to  greater  numbers  of  children;  and 

WHEREAS.  The  possibility  of  mechanical  bus  fail- 
ures as  well  as  human  error  on  the  part  of  both  bus 
drivers  and  other  vehicle  operators  remains  a serious 
concern;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  compliance  with  Pupil 
Transportation  Highway  Safety  Program  Standard 
#17  of  the  United  States  Department  of  Transporta- 
tion by  all  the  school  districts  in  the  State  of  New 
York  be  made  mandatory  by  law,  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  compliance  with  the  present  Educa- 
tion Law  as  regards  transportation;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  prompt  and  vigorous  consider- 
ation be  given  to  the  following  measures  with  the  an- 
ticipation of  early  implementation  by  the  Depart- 
ment of  Education: 

1.  The  elimination  of  the  principle  of  standees 
on  moving  buses  as  stated  in  Department  of 
Transportation  Standard  £17. 

2.  The  requirement  that  all  school  bus  drivers 
receive  a specified  number  of  hours  of  training  in 
child  relationships  as  applied  to  school  bus  disci- 
pline. 

3.  The  erection  on  suitable  numbers  of  major 
roads  in  every  school  district,  except  in  New  York 
City,  of  signs  in  school  bus  chrome  yellow  with 
black  letters  of  a size  consistent  with  highway 
speeds,  to  read,  “IT  IS  ILLEGAL  TO  PASS  A 
STOPPED  SCHOOL  BUS  IN  NEW  YORK 
STATE.” 

4.  Research  and  development  in  interior  bus 
design  to  improve  containment  of  the  unbelted 
passenger  and  elimination  of  injury  producing 
objects. 

5.  Research  and  development  in  bus  design  to 
permit  greater  energy  absorption  of  front  and  rear 
ends,  improvement  of  braking  and  anti-skid  sys- 
tems, design  of  properly  secured  pop-out  windows, 
and  securing  of  body  panels  to  minimize  separa- 
tion of  such  panels  in  a crash. 

6.  Further  restriction  of  school  buses  to  their 
proper  and  legitimate  function  as  limited  by  cur- 
rent bus  design,  including  the  lowering  of  the  max- 
imum speed  limit  from  50  mph  to  35  mph.  as  is 
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presently  recommended  by  the  State  Education 
Law. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

These  three  resolutions  contain  similar  subject  mat- 
ter and  were  considered  together.  Your  reference  com- 
mittee feels  that  it  is  not  necessary  to  take  action  on 
Resolutions  73-77  and  73-80,  but  that  Resolution  73-- 
33,  being  more  comprehensive,  be  accepted  in  its  en- 
tirety. 

The  House  voted  to  take  no  action  on  resolutions 
73-77  and  73-80. 

The  House,  after  discussion,  voted  to  amend  resolu- 
tion 73-33  by  adding  the  following  resolved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Governor,  the  Legislature, 
particularly  Senator  John  D.  Caemmerer  and  Assem- 
blyman George  J.  Farrell,  Jr.,  the  appropriate  regu- 
latory agencies  (Departments  of  Motor  Vehicles  and 
Transportation),  and  the  New  York  State  Traffic 
Safety  Council  to  set  proper  school  bus  safety  stan- 
dards in  our  State,  and/or  to  see  to  it  that  these 
standards  are  set  nationally. 

The  House  then  voted  to  adopt  Resolution  73-33  as 
amended. 

Resolution  73-35,  Mandatory  Automobile  Re- 
straint System  Usage  Laws 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe 

WHEREAS,  Seat  belts  and  shoulder  harnesses  are 
the  single  most  effective  safety  devices  for  reducing 
or  preventing  automobile  accident  deaths  and  in- 
juries; and 

WHEREAS,  Safety  belts  are  seldom  used  as  evi- 
denced by  current  usage  rates  of  25  per  cent  for  lap 
belts  and  4 per  cent  for  shoulder  belts;  and 

WHEREAS,  Australia  reduced  the  number  of  deaths 
caused  by  automobile  accidents  by  25  per  cent  and  the 
number  of  hospital  admissions  by  40  per  cent,  by  en- 
actment of  mandatory  restraint  system  usage  laws 
which  became  effective  January  1,  1971;  and 

WHEREAS,  The  National  Committee  on  Uniform 
Traffic  Ordinances  and  Laws  has  developed  a model 
restraint  system  usage  statute;  and 
WHEREAS,  Increasingly  convenient  and  comfort- 
able shoulder  harnesses  are  becoming  available  in 
current  and  future  model  cars;  and 
WHEREAS,  Retrofit  shoulder  harness-inertia  reel 
kits  will  become  available  to  upgrade  shoulder  har- 
ness installations  in  older  cars;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  model  statute  of  the  National 
Committee  on  Uniform  Traffic  Ordinances  and 
Laws,  and  pursue  its  enactment  by  the  Legislature  of 
New  York  State. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  is  in  sympathy  with  the 
purpose  of  this  resolution,  but  since  we  are  uninformed 


as  to  the  contents  of  the  model  statute  of  the  National 
Committee  on  Uniform  Traffic  Ordinances  and  Laws, 
we  suggest  that  this  be  referred  to  the  Council  Com- 
mittee on  State  Legislation  for  further  study. 

The  House,  after  discussion,  voted  to  adopt  Resolu- 
tion 73-35  in  principle,  and  to  refer  it  to  the  Commit- 
tee on  State  Legislation  for  further  study. 

Resolution  73-37,  Insults  to  the  Medical  Profes- 
sion by  the  New  York  Times 

Introduced  by  First  District  Branch 

WHEREAS,  The  New  York  Times  has  repeatedly 
printed  articles  derogatory  to  practicing  physicians 
suggesting  cheating,  profiteering  and  premeditated 
dishonesty;  and 

WHEREAS,  Such  repetitive  articles  have  indicated 
they  are  part  of  a pattern  of  intentional  physician 
defamation;  and 

WHEREAS,  The  New  York  Times  has  also  repeated- 
ly printed  cartoons  and  caricatures  abusive  of  and 
insulting  to  practitioners  of  Medicine  in  this  State; 
and 

WHEREAS,  It  has  continued  to  print  such  articles 
and  cartoons  in  spite  of  letters  of  protest  by  County 
Society  Presidents,  the  Coordinating  Council  of  the 
City  of  New  York  and  the  President  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  deplore  and 
condemn  the  printing  of  such  material  consistently 
discrediting  the  medical  profession;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  send  a copy  of  this  resolution  to  the  Pub- 
lisher and  Editor  of  the  New  York  Times;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  President  of  the  American 
Medical  Association  to  deplore  and  condemn  such  an 
editorial  policy  pattern  as  well. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  discussed  Resolution  73-37 
in  detail,  and  while  we  are  sympathetic  to  the  facts 
presented,  we  feel  that  this  would  only  engender  fur- 
ther adverse  publicity  in  terms  of  trying  to  restrict 
freedom  of  the  press.  It  is,  therefore,  our  opinion  that 
it  would  be  unwise  to  take  any  action  on  this  resolu- 
tion. 

The  House,  after  discussion,  voted  that  no  action  be 
taken  on  Resolution  73-37. 

Resolution  73-60,  Discrimination  Against  Certain 
Hospital  Medicare  Beneficiaries  under  Public  Law 
92-603.  (HR-1) 

Introduced  by  Medical  Society  of  the  County  of  Kings 

WHEREAS,  Public  Law  92-603  (HR-1)  restricts  the 
payment  of  Medicare  funds  for  the  diagnosis  and 
treatment  of  so-called  “nonprivate”  patients  in 
teaching  hospitals  to  payment  of  the  salaries  of  In- 
terns and  Residents;  and 

WHEREAS,  Public  Law  92-603  (HR-1)  effectively 
stigmatizes  these  “nonprivate”  hospital  Medicare 
patients  as  “teaching  material,”  and  the  services 
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rendered  to  them  by  the  Interns  and  Residents  as 
“hospital  services”  under  part  A of  the  Medicare 
Law;  and 

WHEREAS.  Medicare  payments  will  thus  be  di- 
verted from  the  primary  purpose  of  patient  care  to  a 
primarily  educational  program  for  Interns  and  Resi- 
dents who  are  not  fully  trained  physicians;  and 

WHEREAS.  Medicare  funds  and  payments  are  pro- 
vided for  the  diagnosis  and  treatment  for  other  Med- 
icare beneficiaries  (so-called  “private”  patients)  by 
fully  trained  attending  physicians  as  professional 
physicians’  services  under  Part  B of  the  Medicare 
Law;  and 

WHEREAS.  This  discrimination  against  “nonpri- 
vate” Medicare  beneficiaries  in  the  hospital  setting 
is  arbitrarily  and  capriciously  defined  by  the  manner 
and  circumstances  under  which  they  are  admitted  to 
the  hospital  and  not  on  professional,  ethical,  moral 
or  humane  grounds;  and 

WHEREAS.  Such  discrimination  automatically 
places  “nonprivate”  hospital  Medicare  beneficiaries 
into  a category  of  2nd  class  medical  citizen  under  the 
primary  professional  responsibility  of  the  hospital 
and  its  hospital  salaried  professional  staff  of  Interns 
and  Residents,  in  violation  of  the  laws  of  many  states 
which  prohibit  the  practice  of  medicine  by  imperson- 
al hospital  corporations;  and 

WHEREAS.  The  effects  of  this  legislation  may  ulti- 
mately result  in  immediate  and  irreparable  harm  to 
these  2nd  class  medical  citizens  arbitrarily  designat- 
ed as  “nonprivate”  Medicare  hospital  patients; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association  le- 
gally challenge  the  discriminatory  provision  of  HR  1. 
which,  by  an  arbitrary  and  capricious  definition 
seeks  to  provide  one  group  of  Medicare  patients  with 
high  quality  medical  care  in  the  hospital  setting  by  a 
personal  private  physician  and  other  Medicare  pa- 
tients with  another  quality  of  medical  care  under  the 
primary  responsibility  of  an  impersonal  hospital  cor- 
poration; and  be  it  further 

Resolved,  That  the  effects  of  this  discriminatory 
law  be  made  known  to  each  and  every  Medicare  pa- 
tient who  requires  hospitalization  and  seeks  the  best 
quality  of  medical  care  for  himself  as  a beneficiary  of 
the  Medicare  Law. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee,  in  studying  this  resolu- 
tion, finds  that  the  ramifications  of  these  proposals  are 
too  great  for  definitive  decision  by  the  committee  at 
this  time  and  recommends  that  it  be  approved  in  prin- 
ciple and  referred  to  the  Council  Committee  on  Federal 
Legislation  for  further  study. 

The  House,  after  discussion,  voted  to  approve  Reso- 
lution 73-60  in  principle  and  to  refer  it  to  the  Council 
for  further  study. 

Resolution  73-66.  Subscription  to  "City  Record" 

Introduced  by  Medical  Society  of  the  County  of  Kings 

WHEREAS.  The  Board  of  Health  proposes  resolu- 
tions to  amend  the  Health  Code  of  the  City  of  New 


York  which  are  then  published  twice  within  20  days 
in  the  City  Record,  giving  the  public  an  opportunity 
to  comment;  and 

WHEREAS.  After  further  consideration  by  the 
Board  of  Health  at  its  regular  monthly  meetings,  res- 
olutions which  affect  physicians  become  law  after 
publication  in  the  City  Record;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Committee  on  State  Leg- 
islation subscribe  to  the  City  Record  and  bring  any 
proposed  changes  affecting  the  medical  profession  to 
the  attention  of  the  membership  at  large  before  they 
take  on  the  force  of  law. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee,  in  studying  this  resolu- 
tion, feels  that  this  is  strictly  a local  problem  and  not 
within  the  purview  of  the  Council  Committee  on  State 
Legislation.  Therefore,  we  recommend  that  this  be  re- 
ferred to  the  Coordinating  Council  of  the  First  District 
Branch  for  further  study  and  implementation. 

The  House  voted  to  refer  Resolution  73-66  to  the 
Coordinating  Council  of  the  First  District  Branch  for 
further  study  and  implementation. 

Resolution  73-67,  Practice  of  the  Profession  of 
Medicine  by  Hospital  Corporations 
Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  Proposed  Bill  S.  920  and  A.  861  would 
in  effect  permit  hospital  corporations  to  assume  pri- 
mary responsibility  in  the  diagnosis  of  patients,  and 
WHEREAS.  A hospital  corporation  controlled  by  lay 
individuals  that  would  be  permitted  to  diagnose  and 
treat  patients  is  not  in  the  public  interest,  and 

WHEREAS.  Hospital  corporations  are  unlicensed  to 
practice  the  profession  of  medicine,  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  Bill  S.  920  and  A.  861  which  would 
permit  an  impersonal  hospital  corporation  to  diag- 
nose and  treat  the  sick. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was 
presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  would  like  to  point  out 
that  S.920-A  is  an  act  to  amend  the  Public  Health  Law 
in  relation  to  authorizing  hospital  corporations  to  orga- 
nize a prepaid  comprehensive  health  care  plan.  We 
recognize  that  out  State  Legislation  Committee  has  al- 
ready vigorously  opposed  this  bill.  The  reference  com- 
mittee recommends  that  Resolution  73-67  be  approved. 

The  House,  after  discussion,  voted  to  adopt  Resolu- 
tion 73-67. 

Resolution  73-68.  Legislation  Re  Repeal  of  Article 
44  of  the  Public  Health  Law 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  S.  921  and  A.  862  would  repeal  provi- 
sions of  Article  44  of  the  Public  Health  Law  which 
currently  requires  that  directors  and  members  of  a 
Medical  Corporation  must  be  licensed  and  registered 
physicians,  and 
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WHEREAS.  In  view  of  the  fact  that  the  Medical  So- 
ciety of  the  State  of  New  York  feels  that  the  public 
good  can  best  be  served  by  the  delivery  of  high  quali- 
ty medical  care  through  Medical  Corporations  under 
the  control  and  supervision  of  licensed  and  registered 
physicians;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  opposing  the  proposed 
changes  in  Article  44  of  the  Public  Health  Law  as  set 
forth  in  S.  921  and  A.  862. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House,  after  discussion,  voted  to  adopt  Resolu- 
tion 73-68. 

Resolution  73-90,  Federal  Funding  of  Medical  Re- 
search 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  A drastic  reduction  in  the  financial  sup- 
port of  medical  research  in  the  National  Institutes  of 
Health,  medical  schools  and  in  hospitals  has  im- 
paired the  morale  of  investigators;  and 

WHEREAS.  This  seriously  threatens  progress  in  the 
development  of  knowledge  essential  to  better  under- 
standing of  the  causes,  prevention  and  treatment  of 
disease;  and 

WHEREAS.  This  will  ultimately  result  in  the  down- 
grading of  patient  care;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  express  its  grave  concern  for  the  serious 
downgrading  of  financial  support  for  medical  re- 
search; and  be  it  further 

Resolved,  That  the  New  York  Delegation  to  the 
American  Medical  Association  introduce  a similar 
resolution  at  the  next  meeting  of  the  American  Med- 
ical Association  in  New  York  City,  in  June,  1973. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  studied  this  resolution  and 
is  in  agreement  with  the  facts  stated,  and,  therefore, 
recommends  approval  of  this  resolution. 

The  House  voted  to  adopt  Resolution  73-90. 


Resolution  73-100,  Establishment  of  Revised 
Legislative- Alert  System 

Introduced  by  Medical  Society  of  the  County  of  War- 
ren 

WHEREAS.  Many  New  York  State  physicians  are 
unaware  of  medically-related  legislation  until  it  is 
far-advanced;  and 

WHEREAS,  The  individual  physician  is  usually  un- 
aware of  the  many  efforts  being  expended  in  his  be- 
half to  alter  and  amend  adverse  legislation;  and 

WHEREAS.  Present  notification  systems  (Capitol 
News,  LAB,  Hotline,  Ad  Rem)  are  no  longer  unique 
and  effective  alerting  systems  at  the  individual  level; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  ask  the  Committee  on  State  Legislation  to 
endeavor  to  determine  those  medically-related  bills 
of  sufficient  importance  while  still  in  committee;  and 
then  be  it  further 

Resolved,  That  individual  members  be  notified  by 
a specially-designated  mailing  (e.g.:  fluorescent- pastel 
colored);  and  be  it  further 

Resolved,  That  this  alert-mailing  contain  a suc- 
cinct interpretation  of  the  pending  legislation  with  a 
statement  of  the  Medical  Society  of  the  State  of  New 
York  view  and  recommended  individual  course  of  ac- 
tion. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  chairman. 

Your  reference  committee  is  in  sympathy  with  the 
problems  involved  in  communicating  with  the  individ- 
ual members  of  the  Medical  Society  of  the  State  of 
New  York  about  important  pending  legislation,  but  we 
feel  this  is  an  administrative  problem  and  should  be 
considered  by  the  executive  vice-president  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Therefore,  the  reference  committee  recommends  that 
Resolution  73-100  be  amended  by  the  deletion  of  the 
three  Resolveds  and  the  substitution  of  the  following: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  refer  the  matter  of  effective  communica- 
tion concerning  medically-related  legislation  to  the 
executive  vice-president  for  further  study. 

The  House,  after  discussion,  voted  to  adopt  resolu- 
tion 73-100  as  amended. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 
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Public  Health  and  Education 

Commission  on  Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  Health  and 


Education  are: 

Richard  D.  Eberle,  M.D.,  Chairman Onondaga 

Stephen  M.  Ayres,  M.D New  York 

Peter  S.  Battaglia,  M.D. Niagara 

William  A.  Bauman,  M.D New  York 

Charles  A.  Bertrand,  M.D Westchester 

Stephen  W.  Blatchly,  M.D Tompkins 

Marvin  L.  Bloom,  M.D Erie 

George  F.  Cunningham,  M.D Suffolk 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

Stanley  E.  Gitlow,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

Milton  Helpern,  M.D. New  York 

Edward  C.  Hughes,  M.D Onondaga 

David  N.  Kluge,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  III,  M.D Westchester 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

Kenneth  B.  Olson,  M.D Abany 

Charles  E.  Rogers,  M.D Nassau 

John  D.  States,  M.D Monroe 

Samuel  Wagreich,  M.D Bronx 

Charles  Weller,  M.D Westchester 


The  physicians  listed  above  make  up  the  Commis- 
sion on  Public  Health  and  Education  and  have  guided 
well  activities  of  their  committees  during  the  past  year. 
It  is  interesting  to  report  that  one  hundred  and  sev- 
enty-eight physicians  contributed  to  the  work  of  the 
Commission  on  Public  Health  and  Education  by  serv- 
ing on  one  or  more  of  the  twenty-five  committees  that 
make  up  the  Commission. 

The  meeting  of  the  Commission  was  held  in  Albany 
on  July  20,  1972.  The  Chairman  revealed  that  “It  was 
a revelation  to  him  to  realize  the  extent  of  the  work 
carried  out  by  the  various  committees  that  comprise 
the  Commission,  and  the  close  association  and  working 
relationship  with  the  New  York  State  Department  of 
Health  at  that  level.”  Hollis  S.  Ingraham,  M.D., 
Commissioner  of  Health,  remarked,  “We  deeply  appre- 
ciate the  willingness  of  the  members  of  the  Commis- 
sion to  come  to  Albany  and  give  a full  day  of  their  time 
so  that  we  can  discuss  our  mutual  problems.”  He  ob- 
served, “In  spite  of  our  best  efforts,  we  sometimes 
move  ahead  without  informing  the  other  of  what  we  are 
trying  to  do,  but  this  annual  meeting  gives  us  the  op- 
portunity to  think  things  out  together.”  Edward  Sie- 
gel, M.D.,  President  of  the  Medical  Society  of  the 
State  of  New  York,  echoed  the  Commissioner’s  senti- 
ments and  added,  “When  disagreements  arise,  we 
should  meet  them  head  on,  right  at  the  beginning,  to 
keep  us  together.  In  this  way,  we  come  out  much 
stronger  in  the  end.” 

While  the  activities  of  the  committees  are  given  in 
detail  in  the  annual  reports  of  the  chairmen,  there  are 
certain  highlights  which  deserve  the  attention  of  the 
House  of  Delegates.  I recommend  that  each  member 


of  the  Society  read  the  detailed  reports  of  the  chairmen 
of  the  committees  of  the  Commission  in  order  to  un- 
derstand the  important  contributions  these  committees 
make  to  the  Medical  Society  of  the  State  of  New  York. 

Accident  and  Injury  Prevention.  The  Committee 
on  Accident  and  Injury  Prevention  is  of  the  opinion 
that  the  Medical  Society  should  sponsor  legislation 
which  would  make  lap-type,  belt-restraint  systems 
mandatory.  This  recommendation  was  in  the  report  to 
the  Commission  on  July  20  and  was  approved  by  the 
Council  on  September  28.  The  committee  also  went 
on  record  as  recommending  that  all  victims  of  acci- 
dents have  blood  and  urine  specimens  tested.  The  res- 
olution passed  by  the  House  of  Delegates  and  sent  to 
this  committee  and  the  Committee  on  Legislation  last 
winter,  mandating  the  use  of  safety  glass  in  hazardous 
locations  of  industrial,  commercial,  and  public  build- 
ings, was  automatically  implemented  when  the  Legis- 
lature passed  such  a bill  and  the  Governor  signed  it. 
It  became  part  of  the  General  Business  Law,  Article 
25-b.  The  committee  is  not  satisfied  that  the  air  bag 
system  for  cars  is  safe  and  feels  that  it  should  not  be 
endorsed  by  the  State  Medical  Society  at  this  time. 
At  the  request  of  the  Accident  and  Injury  Prevention 
Committee  a new  committee  entitled  “Emergency 
Health  Services”  was  appointed  with  David  N.  Kluge, 
M.D.,  as  chairman.  This  committee  is  much  con- 
cerned about  facets  of  the  Ambulance  Law  and  be- 
lieves that  the  State  Medical  Society  should  sponsor 
additional  legislation.  Donald  C.  Walker,  M.D.,  is 
now  in  charge  of  a similar  bureau  in  the  New  York 
State  Health  Department  and  is  exploring  ways  and 
means  of  improving  standards  and  establishing  some 
type  of  “uniform  ambulance  code.” 

Alcoholism.  The  new  Committee  on  Alcoholism  got 
off  to  a good  start  and  is  preparing  a program  for  a 
general  session  on  the  subject,  as  well  as  developing  a 
position  paper  on  alcoholism. 

Audio-Visual  Aids.  The  Audio-Visual  Aids  Com- 
mittee reported  that  the  1971  total  of  number  of  films 
viewed  had  substantially  increased,  as  had  the  number 
of  showings  and  the  attendance,  over  1970  figures. 
The  only  new  film  that  was  added  to  the  collection 
this  year  was  the  one  under  the  joint  sponsorship  of  the 
State  Medical  Society  and  the  Public  Health  Council 
entitled  “What  Did  You  Take.”  This  film  has  had  a 
great  play,  but  it  cannot  be  shown  to  other  than  profes- 
sionals and  at  the  showing  there  must  be  a physician 
present  to  prepare  the  audience  and  moderate  the  film. 

Drug  Abuse.  I record  with  a deep  feeling  of  loss  the 
untimely  death  of  William  Antopol,  M.D.,  Chairman  of 
the  Committee  on  Drug  Abuse.  He  contributed  much 
to  the  Medical  Society  of  the  State  of  New  York  over  a 
period  of  years.  Leonard  L.  Heimoff,  M.D.,  became 
his  successor  as  chairman  of  the  committee.  Both 
Doctors  Antopol  and  Heimoff  served  on  the  Advisory 
Committee  to  the  Public  Health  Council  which  pub- 
lished the  Desk  Reference  on  Drug  Abuse  in  1970.  A 
second  edition  was  published  in  1971,  and  during  1972, 
the  American  Hospital  Association  requested  permis- 
sion to  reprint  the  second  edition.  The  Association 
then  sent  a copy  to  every  hospital  emergency  room  in 
the  country. 

Cancer.  The  Cancer  Committee  has  had  a good 
year.  It  successfully  sponsored  legislation  which  would 
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make  the  reporting  of  cancer  in  New  York  City  manda- 
tory. Thus,  for  the  first  time,  statistics  for  the  whole 
State  will  now  become  available.  The  committee  was 
also  instrumental  in  changing  the  Hospital  Code  to  in- 
clude Pap  smears  on  all  female  admissions  to  hospitals 
over  the  age  of  21.  The  cooperation  of  the  State 
Health  Department’s  Bureau  of  Cancer  Control  with 
the  Cancer  Committee  is  most  notable  and  is  the  result 
of  the  work  of  Charles  E.  Rogers,  M.D.,  Chairman  of 
the  Committee,  and  Peter  Greenwald,  M.D.,  of  the 
State  Health  Department. 

Chronic  Pulmonary  Diseases.  The  problems 
which  concerned  the  Chronic  Pulmonary  Disease  Com- 
mittee are:  (1)  The  shortage  of  physicians  trained  in 

broad  aspects  of  pulmonary  disease  and,  (2)  the  new 
concept  of  the  general  community  hospital  caring  for 
tuberculosis  patients  as  the  State  hospitals  are  being 
phased  out.  There  is  far  from  unanimity  about  this, 
but  there  is  no  question  that  in  the  future,  tuberculosis 
patients  will  be  taken  care  of  in  ambulatory  clinics  and 
community  hospitals  on  a short  term  basis.  There  has 
been  a considerable  decrease  in  newly  reported  cases 
both  in  New  York  City  and  Upstate.  As  a conse- 
quence, two  of  the  State’s  three  tuberculosis  hospitals 
have  been  closed  during  the  year. 

Cardiovascular  Disease.  The  Committee  on  Car- 
diovascular Disease  was  disturbed  during  the  year  by  a 
letter  from  Peter  Rogatz,  M.D.,  Senior  Vice-President, 
Associated  Hospital  Service.  The  concern  of  the  Com- 
mittee was  that  a third-party  agency  (Associated  Hos- 
pital Service)  was  setting  itself  up  as  a judge  of  quality 
medical  care.  Dr.  Rogatz’s  letter  suggested  that  there 
should  be  at  least  4 to  6 cardiac  operations  per  week 
involving  extra-corporal  circulation.  Dr.  Ingraham  has 
appointed  an  ad  hoc  committee  which  should  report  to 
him  by  the  first  of  November  on  the  optimum  number 
of  heart  operations  that  should  be  done  annually  to  in- 
sure skilled  personnel  and  quality  equipment. 

The  problem  of  a fiscal  intermediary  setting  stan- 
dards for  quality  of  care  unilaterally  without  consulta- 
tion or  approval  of  the  medical  profession  is  becoming 
an  increasing  problem  in  all  phases  of  medicine.  Some 
method  of  dealing  with  this  problem  must  be  estab- 
lished. 

Continuing  Education.  The  problem  of  continuing 
education  is  an  ongoing  one  and  it  is  hopeful  that  Dr. 
Bloom  will  be  able  to  form  a coalition  with  the  State 
Medical  Society,  the  medical  schools,  the  Regional 
Medical  Programs,  the  State  Department  of  Health, 
and  the  specialty  societies.  It  is  too  vast  a problem  for 
a committee,  so  Dr.  Bloom  must  secure  outside  funds 
and  professional  help  in  setting  up  a system  of  continu- 
ing education  acceptable  to  all  parties.  Read  this  re- 
port. It  will  affect  all  physicians  in  the  State. 

Preventive  Medicine.  The  difference  of  opinion  in 
the  Committee  on  Preventive  Medicine  regarding 
smallpox  vaccination  was  not  resolved  by  the  act  of  the 
Legislature  which  erased  from  the  Public  Health  Law 
the  requirement  that  every  child  in  the  State  be  im- 
munized against  smallpox.  This  committee  distrib- 
uted guidelines  for  the  treatment  and  care  of  venereal 
disease  after  they  were  approved  by  the  Council  in 
March.  The  committee  has  not  yet  resolved  the  im- 
plementation of  Resolution  72-40  which  was  approved 
by  the  House  of  Delegates  regarding  legislation  to  ac- 


complish immunization  to  rubella  for  all  females  enter- 
ing high  school. 

Aging  and  Nursing  Homes.  The  Committee  on 
Aging  and  Nursing  Homes  has  been  concerned  with  a 
Federal  directive  to  inspect  every  patient  in  nursing 
homes  which,  in  itself,  was  an  almost  impossible  task 
for  the  State  Health  Department  to  do  before  July  1. 
Nevertheless,  every  patient  was  seen  and  the  Federal 
Government  was  apparently  satisfied.  Many  nursing 
homes  transformed  themselves  to  health-related  facili- 
ties which  have  weaker  Federal  standards  than  nursing 
homes.  However,  it  is  the  feeling  of  the  Health  De- 
partment that  within  a year  or  so  health-related  facili- 
ties will  be  required  to  have  the  same  scrutiny  that 
nursing  homes  have  had. 

Disaster  Medical  Care.  The  Committee  on  Disas- 
ter Medical  Care  had  a workout  in  obtaining  informa- 
tion regarding  how  the  medical  profession  reacted  to 
the  devastating  floods  in  the  Southern  Tier  of  New 
York  State.  Apparently  considerable  information  was 
obtained  which  will  be  considered  by  the  committee 
during  the  next  year. 

Family  Physicians.  The  Committee  on  Family 
Physicians  has  started  an  innovation  in  exposing  medi- 
cal students  to  family  practice.  The  continuing  educa- 
tion program  of  the  family  physician  continues  unabat- 
ed. The  committee  is  pleased  that  the  New  York 
State  Chapter  of  the  American  Academy  of  Family 
Physicians  joined  with  the  national  body  in  honoring 
Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  of 
the  State  Medical  Society,  with  a “Certificate  of  Meri- 
torial  Service”  at  the  Concord  Hotel  in  May  of  1972. 

Health  Care  Technology.  The  Health  Care  Tech- 
nology Committee  is  pleased  with  its  “Guidelines  for 
the  Development  of  Acceptable  Multiphasic  Health 
Testing  Programs,”  and  the  “Statement  on  Legal  Re- 
sponsibility of  Physicians  for  Unsolicited  Reports.” 
The  committee  is  proud  of  its  role  in  amending  the 
State  Hospital  Code  regarding  multiphasic  health 
screening  facilities,  and  a definition  of  a multiphasic 
health  screening  facility. 

Health  Manpower.  The  Committee  on  Health 
Manpower  is  much  concerned  about  the  new  legislation 
on  physician’s  associates  and  specialist’s  assistants. 
The  Committee  requested  that  the  President  appoint 
an  ad  hoc  committee,  as  mandated  by  the  1971  House 
of  Delegates,  to  draw  up  guidelines  regarding  these  new 
members  of  the  health  team.  The  Executive  Vice- 
President  was  reminded  on  August  19th  that  he  had 
written  Dr.  Himler  on  March  18,  1971,  of  the  mandate 
by  the  1971  House  of  Delegates,  but  apparently  the  let- 
ter was  disregarded  as  the  committee  was  never  ap- 
pointed. 

Maternal  and  Child  Welfare.  Dr.  Hughes  and  the 
Committee  on  Maternal  and  Child  Welfare  continue  to 
carry  on  the  study  of  maternal  and  perinatal  mortality. 
Much  of  this  work  is  being  continued  through  a grant 
from  the  State  Health  Department.  In  connection 
with  this  committee,  Dr.  Hughes  has  studied  the 
changes  in  the  endometrium  in  tissue  culture  brought 
about  by  oral  contraceptives. 

Medical  Aspects  of  Sports.  Dr.  Emerson  has  com- 
pleted his  program  for  the  Medical  Aspects  of  Sports  to 
be  given  in  February,  1973. 
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Mental  Health.  The  Mental  Health  Committee, 
with  the  approval  of  the  Council,  removed  its  objec- 
tions to  recodification  of  the  Mental  Hygiene  Law. 
Later,  the  Legislature  approved  the  recodification  of 
the  Mental  Hygiene  Law  and  the  Governor  vetoed  a 
bill  that  would  separate  the  Division  for  Retarded 
Children  from  the  Department  of  Mental  Hygiene. 

Metabolic  Diseases.  The  Committee  on  Metabolic 
Diseases  reaffirmed  the  opposition  of  the  House  of  Del- 
egates to  the  Food  and  Drug  Administration’s  required 
warnings  on  all  sulfonylurea  drugs.  The  committee 
felt  that  the  decision  to  use  diet  alone,  insulin,  solfony- 
lurea  drugs,  or  phenformin,  must  be  left  to  the  judg- 
ment of  the  attending  physician. 

During  the  summer,  the  Director  of  the  Division  of 
Scientific  Activities  prepared  a brochure  which  gives 
the  historical  development  of  the  Commission  on  Pub- 
lic Health  and  Education,  and  the  current  status  of  the 
Commission.  I recommend  that  members  of  the 
House  of  Delegates  familiarize  themselves  with  the 
material  contained  in  this  booklet.  While  there  have 
been  several  chairmen  of  the  Commission,  and  many 
presidents  of  MSSNY  since  its  formation,  it  is  worthy 
of  mention  that  Dr.  Ingraham  said  on  July  20th  last,  “I 
have  been  privileged  to  attend  every  one  of  these  annu- 
al meetings  since  their  inception.”  As  current  chair- 
man of  the  commission,  I hope  these  annual  events 
continue  for  many  years  to  come. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 

Accident  and  Injury  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  In- 


jury Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman Monroe 

Harold  Brandaleone,  M.D New  York 

Francis  J.  Gilroy,  Jr.,  M.D Broome 

James  E.  Holmblad,  M.D Schenectady 

Donald  C.  Walker,  M.D.,  Advisor Albany 

Leslie  Fisher,  M.P.H.,  Advisor Albany 


The  Committee  met  on  February  15,  1972,  in  New 
York  City  and  on  July  11,  1972,  in  Schenectady,  New 
York. 

Legislation  requiring  the  use  of  automobile  restraint 
systems  was  enacted  in  Australia  beginning  January  1, 
1971,  and  has  reduced  the  number  of  deaths  from  high- 
way accidents  by  25  per  cent  and  achieved  a usage  rate 
of  80  per  cent.  Restraint  system  usage  rates  in  contrast 
in  the  United  States  are  16  per  cent  for  lap  belts  and 
less  than  5 per  cent  for  shoulder  harnesses. 

Constitutional  considerations  are  most  often  raised 
as  an  objection  to  such  legislation  but  a recent  review 
by  the  U.S.  Department  of  Transportation’s  legal  coun- 
sel on  June  22,  1972,  revealed  that  such  legislation  is 
closely  comparable  to  motorcycle  helmet  legislation 
which  has  been  enacted  successfully  in  44  states  and 
declared  unconstitutional  in  only  one  state. 

The  committee  concluded  that  the  U.S.  Department 
of  Transportation  should  develop  a new  Highway  Pro- 
gram Safety  Standard  requiring  that  states  enact  man- 
datory restraint  system  usage  laws.  Some  of  the  details 
of  such  legislative  proposals  were  reviewed,  and  it  was 
recommended  that  initially  only  the  lap  belt  should  be 


required  because  shoulder  harnesses  as  presently  de-  I 
signed  and  installed  are  uncomfortable  and  inconve-  j 
nient.  Front  seat  occupants  only  should  be  covered  be-  I 
cause  rear  seat  occupancy  is  only  16  per  cent  and  the 
injury  rate  for  rear  seat  occupants  is  one-tenth  that  of 
front  seat  occupants.  Adult  members  should  be  held 
responsible  for  the  use  of  restraint  systems  and  individ- 
ually fined  if  in  violation.  The  driver  should  be  more 
severely  penalized  to  the  extent  that  he  would  have 
points  placed  against  his  license  which  might  ultimate- 
ly lead  to  revocation  or  suspension.  Restraint  systems 
should  be  inspected  on  a yearly  basis  as  part  of  the 
routine  annual  motor  vehicle  inspection. 

The  committee  further  recommended  that  MSSNY 
introduce,  if  necessary,  and  support  legislation  in  the, 
New  York  State  Legislature  which  will  make  the  use  of 
lap  type  belt  restraint  systems  mandatory. 

Emergency  medical  care  in  New  York  State  was  re- 
viewed by  the  committee  and  the  following  needs  de-  I 
termined: 

1.  Ambulance  equipment,  operations  and  person- 
nel training  should  be  standardized  on  a broader  basis 
which  would  include  all  ambulances  operating  in  the 
State. 

2.  The  emergency  telephone  number  911  has  been 
established  in  Buffalo  and  New  York  City  and  should 
be  extended  to  all  areas  of  the  State. 

3.  Emergency  medical  technician  training  pro- 
grams must  be  continued  and  improved  to  meet  forth- 
coming U.S.  Department  of  Transportation  standards.  | 

4.  Mobile  cardiac  resuscitation  units  are  in  opera-  < 
tion  in  at  least  two  areas  of  the  State  and  should  come 
under  NYS  Department  of  Health  regulation. 

5.  The  MSSNY  should  establish  a separate  com-  r 
mittee  on  emergency  medical  care. 

School  bus  safety  needs  were  tragically  pointed  up  in 
the  Congers,  New  York,  accident  on  March  24,  1972.  , 
Current  school  bus  safety  design  is  primitive  com- 
pared to  passenger  vehicle  design.  The  U.S.  Depart- 
ment of  Transportation  and  the  bus  manufacturers  are 
conducting  research  which  will  lead  to  buses  offering 
improved  occupant  protection.  Codification  of  these 
findings  should  be  possible  in  the  next  two  years  and 
deserves  the  support  of  MSSNY. 

Snowmobile  accident  injuries  remain  an  increasing 
problem.  There  were  339  deaths  in  the  United  States 
and  over  100  in  Canada  in  1971.  Snowmobiles  have 
become  a necessity  of  life  in  northern  areas  of  New 
York  State,  but  vehicle  safety  design  and  operation  can 
be  improved  to  reduce  the  injury  and  death  rates.  The 
committee  will  continue  its  surveillance  and  support 
efforts  in  this  area. 

Drugs,  other  than  alcohol,  remain  an  undefined 
problem  in  accident  causation.  The  committee  recom- 
mended that  emergency  rooms  and  departments  be 
permitted  to  make  alcohol  and  other  drug  determina- 
tions on  all  accident  victims  in  an  effort  to  define  the 
roll  of  drugs  in  accident  causation.  Legislation  may  be 
necessary  to  permit  such  research  programs. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 

Alcoholism 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 
follows: 
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Stanley  E.  Gitlow,  M.D.,  Chairman New  York 

LeClair  Bissell,  M.D New  York 

Stephen  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D New  York 

Sidney  S.  Greenberg,  M.D. New  York 

Susan  E.  Hanson,  M.D Monroe 

Gordon  M.  Hemmett,  M.D. Monroe 

William  L.  Holt,  Jr.,  M.D.  Albany 


The  Committee  on  Alcoholism  was  formed  in  the 
Spring  of  1972  after  it  was  determined  that  efforts  in  this 
field  could  not  be  adequately  pursued  during  committee 
meetings  concerned  largely  with  the  problems  of  narcotic 
addiction.  The  members  met  first  in  May  and  assigned 
three  priorities  for  the  attention  of  the  Committee: 

1.  Education  of  the  New  York  State  physician  re- 
garding the  nature  of  alcoholism,  its  detection  and 
therapy. 

2.  The  development  of  an  organized  and  national 
plan  by  which  the  profession  may  direct  assistance  to 
the  New  York  State  physician  suffering  from  ethanol 
or  other  sedative  dependency. 

3.  An  in-depth  study  of  the  role  played  by  insur- 
ance carriers  in  supplying  the  third  party  coverage 
necessary  for  delivery  of  adequate  medical  care  to  pa- 
tients suffering  from  alcoholism.  The  committee 
recognized  the  advantages  inherent  in  supplying  early 
diagnostic  and  therapeutic  assistance  for  alcoholism, 
rather  than  await  the  late  complications  of  cirrhosis, 
cardiomyopathy,  or  chronic  brain  syndrome. 
Subcommittees  were  appointed  for  initial  study  of 

priorities  two  and  three.  Their  reports  are  due  early  in 
1973.  The  educational  program  for  the  practicing  physi- 
cian will  open  with  a “nuts  and  bolts”  general  session 
at  the  annual  meeting  of  the  Medical  Society  of  the  State 
of  New  York  on  February  12,  1973.  The  program,  en- 
titled “Alcoholism — The  Doctor’s  Dilemma?”  deals  with 
practical,  clinical  means  by  which  the  physician  might 
better  detect,  motivate,  and  treat  the  alcoholic.  Ephram 
T.  Lisansky,  M.D.  (Baltimore),  LeClaire  Bissell,  M.D. 
(New  York  City),  J.  Norris,  M.D.  (Rochester),  Frank  L. 
Iber,  M.D.  (Boston),  Luther  A.  Cloud,  M.D.  (New  York 
City),  T.  Jones,  M.D.  (Durham,  N.C.)  and  S.  E.  Gitlow, 
M.D.  (New  York  City)  will  share  responsibility  for  ses- 
sions which  will  include  reference  to  diagnostic  tech- 
niques, methods  for  using  Alcoholics  Anonymous,  pro- 
cedures for  detoxification  in  and  out  of  hospital  settings, 
and  therapeutic  techniques  which  can  be  undertaken  by 
the  private  physician  following  detoxification  of  the 
alcoholic. 

The  Committee  anticipates  that  it  will  concern  itself 
with  recommendations  to  the  State  Medical  Society 
relative  to  legislation  dealing  with  matters  pertinent  to 
the  alcoholic  and  his  care. 

The  Chairman  was  appointed  to  represent  the  Medical 
Society  of  the  State  of  New  York  on  the  New  York  State 
Task  Force  on  Alcoholism,  the  initial  meeting  of  which 
took  place  on  October  25,  1972. 

Respectfully  submitted, 

Stanley  E.  Gitlow,  M.D.,  Chairman 

Audio-Visual  Aids 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Audio-Visual  Aids 
are  as  follows: 


Kenneth  B.  Olson,  M.D.,  Chairman  Albany 

Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D Albany 


The  Committee  on  Audio-Visual  Aids  did  not  meet 
during  the  last  calendar  year  because  it  was  felt  that 
with  the  curtailed  state  of  the  budget,  there  was  no  room 
for  expansion. 

Only  three  new  medical  films  were  added  to  the  li- 
brary, and  very  few  were  reviewed. 

The  present  films  were  utilized  reasonably  well,  and  it 
is  quite  encouraging  to  see  the  increased  use  of  these 
films  by  the  medical  staffs  of  hospitals. 

At  the  present  time,  there  are  no  plans  for  expansion 
or  marked  alteration  in  the  activities  of  the  Committee 
on  Audio-Visual  Aids  of  the  Medical  Society  of  the 
State  of  New  York. 

The  following  is  the  report  of  all  films  for  the  year 
January  1,  1971  to  December  31,  1971: 

1970  1971 

Total  number  of  films  shipped  28,932  30,217 

Showings  (Reported)  60,299  64,749 

Attendance  (Reported)  1,747,800  1,914,602 

The  medical  films  shipped  during  this  period  in  the 
eight  categories  are: 


Individual 

Films 

Used 

Private  Physicians 

88 

164 

Medical  Staffs  of  Hospitals 

3,288 

4,150 

Medical  Schools 

381 

456 

Pharmacy  Schools 

4 

6 

Nursing  Schools 

4,307 

5,880 

Public  Health  Staffs 

911 

1,306 

Voluntary  Health  Agencies 

547 

691 

Colleges-Bio-Sciences 

2,069 

2,727 

TOTAL 

11,595 

15,380 

From  January,  1971,  to  December  31,  1971,  three  new 
medical  films  were  added  to  the  library. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 

Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Chronic  Pulmo- 
nary Diseases  are  as  follows: 

Frank  Clay  Maxon,  Jr.,  M.D.,  Chairman  Albany 


Henry  J.  Brock,  M.D Erie 

Joseph  J.  Fusco,  M.D. Columbia 

Gabriel  P.  Seley,  M.D New  York 

Marshall  Henry  Williams,  Jr.,  M.D Bronx 


Individual  meetings  and  telephone  discussions  of  de- 
tails were  carried  on  throughout  the  year  with  a majority 
of  the  members  of  the  Committee  on  Chronic  Pulmo- 
nary Diseases. 

The  committee  would  emphasize  that  there  remains 
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a shortage  of  physicians  trained  in  the  broad  aspects  of 
pulmonary  disease,  particularly  in  the  field  of  tubercu- 
losis and  intensive  respiratory  care.  In  view  of  this,  it 
supports  the  postgraduate  course  in  Clinical  Pulmonary 
Physiology  being  offered  by  the  New  York  Trudeau 
Society,  October  22-25,  1972,  at  the  Camelot  Motel, 
Poughkeepsie,  New  York,  and  urges  participation  by  the 
membership  of  the  Medical  Society  of  the  State  of 
New  York.  Encouragement  for  continuation  of  such 
courses  in  the  future  is  also  recommended. 

The  committee  continues  to  be  concerned  about  the 
development  of  general  community  hospital  care  of 
tuberculosis  as  the  State  tuberculosis  hospitals  are 
phased  out.  It  again  emphasizes  that  both  inpatient 
and  outpatient  care  of  tuberculosis  patients  should  be 
integrated  effectively  in  the  community  and  with 
administrative  and  professional  interaction  with  local 
health  department  units.  The  inclusion  of  the  chair- 
man of  the  Committee  on  Chronic  Pulmonary  Disease 
on  the  Advisory  Committee  on  Chronic  Pulmonary 
Disease  of  the  New  York  State  Department  of  Health 
is  a welcome  responsibility. 

Your  committee  again  recommends  that  the  Medical 
Society  of  the  State  of  New  York,  and  its  component 
county  societies,  support  all  local  efforts  in  public  edu- 
cation regarding  the  hazards  of  smoking.  Discussion  of 
automotive  air  pollution  has  prompted  the  committee 
to  suggest  that  the  Medical  Society  of  the  State  of  New 
York  influence  communities  with  high  hazard  of  auto- 
motive exhaust  pollution  to  give  thought  and  direction 
to  systems  of  efficient  traffic  movement  and  improved 
mass  public  transportation.  Realizing  that  improve- 
ment in  this  problem  by  change  in  car  manufacturing  is 
a long  way  off,  the  committee  feels  that  it  might  be 
appropriate  to  offer  this  suggestion  to  those  county 
medical  societies  with  high  pollution  concentration 
for  possible  local  interaction  with  the  responsible  public 
officials. 

Respectfully  Submitted 

Frank  Clay  Maxon,  M.D.,  Chairman 

Mental  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health 


are  as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . Westchester 

Gurston  D.  Goldin,  M.D New  York 

Jack  Hammond,  M.D Richmond 

Edith  M.  Jurka,  M.D. New  York 

John  P.  Lambert,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 


Your  committee  continues  to  maintain  close  rela- 
tionships with  other  mental  health  organizations. 

A committee  meeting  was  held  at  State  Society 
Headquarters  in  Lake  Success  on  May  10,  1972.  Pres- 
ent were  your  chairman,  Edith  M.  Jurka,  M.D.,  Nor- 
man S.  Moore,  M.D.,  and  other  staff  members.  Two 
resolutions,  adopted  by  the  House  of  Delegates  and  re- 
ferred to  this  committee  by  the  Council,  were  consid- 
ered. These  were: 

Resolution  72-18.  Psychiatric  Departments  in  Gen- 
eral Hospitals. 

This  resolution  was  referred  for  implementation 
and  the  various  committees  consulted  agreed  that  all 
general  hospitals  should  be  encouraged  to  plan  for 


psychiatric  inpatient  services  to  comply  with  the 
recommendations  of  the  Joint  Committee  on  Accred- 
itation of  Hospitals.  The  committee  further  con- 
curred that  all  county  societies  should  be  advised  of 
this  conclusion. 

Resolution  72-76.  Adequate  Funding  for  the  New 
York  State  Department  of  Mental  Hygiene. 

This  resolution  required  no  action  on  our  part  but 
we  underscore  the  decision  of  the  House  of  Delegates 
to  inform  State  officials  that  our  Society  is  strongly 
in  favor  of  allocating  sufficient  monies  to  meet  pub- 
lic need. 

During  the  1972  session  of  the  New  York  State  Legis- 
lature, many  bills  were  introduced  concerning  matters 
pertaining  to  mental  health.  Several  would  have  li- 
censed ancillary  therapy  groups  without  due  regard  for 
their  proper  role  limitation  in  the  treatment  of  psychi- 
atric illness.  Your  committee  testified  at  public  hear- 
ings indicating  approval  of  licensing  requirements  but 
only  with  appropriate  safeguards.  We  are  pleased  to 
report  that  none  of  these  measures  were  approved  by 
the  State  Legislature.  A number  of  bills  affecting  the 
Department  of  Mental  Hygiene  were  considered  this 
year.  These  were: 

1.  Recodification  of  the  Mental  Hygiene  Law — ap- 
proved by  the  Legislature  and  signed  into  Law 
by  the  Governor. 

The  Committee  approves  this  Statute. 

2.  Deletion  of  requirement  that  the  Commissioner 
of  Mental  Hygiene  be  a physician — approved  by 
the  legislature  and  signed  into  law  by  the  Gover- 
nor. 

Your  committee  feels  this  Statute  seriously  di- 
lutes the  excellence  of  mental  health  care  pre- 
viously enjoyed  in  this  State.  It  is  our  opinion 
that  only  a physician  should  be  in  charge  of 
mental  health  services. 

3.  Creation  of  a Department  of  Mental  Retardation 
separate  from  the  Department  of  Mental  Hygiene 
— approved  by  the  Legislature  but  vetoed  by  the 
Governor. 

The  committee  is  grateful  for  the  Governor’s 
veto  thus  preventing  fragmentation  and  inevi- 
table deficiencies  in  psychiatric  services. 

4.  Elimination  of  the  requirement  that  a psychia- 
trist be  the  director  of  a mental  health  facility — 
this  died  in  committee. 

The  committee  opposed  this  provision  for  the 
same  reasons,  we  are  against  lessening  of  qual- 
ity standards  in  any  matter  pertaining  to  men- 
tal health. 

5.  Provision  for  equal  coverage  by  insurance  health 
policies  for  mental  illness  including  public  psy- 
chiatric institutions. 

Your  committee  approves  the  general  concept 
of  equal  mental  illness  insurance  coverage  but 
feels  that  to  include  public  institutions  already 
provided  for  by  taxation,  would  raise  health 
costs  disproportionately  out  of  balance. 

The  committee  will  continue  to  watch  closely  any 
legislative  developments  which  affect  quality  care  and 
will  take  the  necessary  action  to  encourage  good  legis- 
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lation  and  oppose  adverse  measures.  We  have  worked 
closely  this  past  year  with  Martin  J.  Tracey,  J.D.,  Di- 
rector, Division  of  Legislation,  who  is  active  during  the 
Legislative  session,  and  wish  to  thank  him  for  his  ef- 
forts, advice  and  support.  He  was  personally  instru- 
mental in  blocking  several  bills  which  we  did  not  favor. 

We  wish  to  thank  Norman  S.  Moore,  M.D.,  Director, 
Division  of  Scientific  Activities,  for  his  invaluable  ad- 
vice and  counsel.  As  always,  we  are  deeply  apprecia- 
tive of  the  devoted  assistance  of  Miss  Dorothy  M. 
Smith,  whose  secretarial  labors  have  helped  us  func- 
tion most  effectively. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 


Metabolic  Diseases 


To  The  House  of  Delegates,  Gentlemen: 


The  members  of  the  Committee  on  Metabolic  Dis- 


eases are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman Onondaga 

Marshall  Clinton,  M.D Erie 

Ann  B.  Wright,  M.D Dutchess 


Members  of  the  committee  conferred  by  telephone 
during  the  past  year  and  were  primarily  concerned  with 
adding  what  weight  we  could  to  Resolution  72-38,  which 
was  introduced  by  the  Bronx  County  Medical  Society 
and  referred  to  this  committee  by  the  House  of  Delegates 
of  the  MSSNY  at  its  Annual  Meeting  in  February.  A 
copy  of  the  resolution  entitled  “Opposing  the  ‘Indica- 
tions and  Warnings’  on  All  Sulfonylureas  Recommended 
by  Food  and  Drug  Administration”  was  sent  to  each 
member  of  this  committee  by  our  chairman.  It  was  the 
consensus  of  the  committee  that  the  wording  of  the  res- 
olution was  too  strong,  but  each  member  was  in  com- 
plete agreement  with  the  contents  of  the  resolution. 
Dr.  Dube  reworded  Resolution  72-38  to  the  satisfaction 
of  each  member  of  our  committee  and  the  amended 
resolution  was  submitted  to  the  Council.  Copy  of  this 
amended  resolution  is  as  follows: 


Resolution  72-38,  Opposing  the  “Indications  and 
Warnings”  on  All  Sulfonylureas  Recommended  by 
the  Food  and  Drug  Administration 

WHEREAS.  The  position  taken  by  the  Food  and 
Drug  Administration  on  sulfonylureas  is  controver- 
sial; and 

WHEREAS.  The  position  taken  by  the  Food  and 
Drug  Administration  on  sulfonylureas  constitutes  a 
distinct  interference  with  the  practice  of  medicine 
and  the  welfare  of  patients;  and 
WHEREAS.  There  is  obviously  a controversy  within 
the  Food  and  Drug  Administration;  and 
WHEREAS.  The  decision  of  the  Food  and  Drug 
Administration  in  issuing  the  October,  1970,  informa- 
tion bulletin,  ‘Diabetes  Prescribing  Information’  is 
potentially  deleterious  to  people  who  would  benefit 
from  the  use  of  tolbutamide;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  petition  of  the  Coordinating 
Committee  of  the  Committee  on  the  Care  of  the  Dia- 
betic to  the  Commissioner  of  the  Food  and  Drug  Ad- 
ministration, as  follows: 

1.  That  the  recommendations  contained  in  the 
October,  1970,  Food  and  Drug  Administration  Current 
Drug  Information  Bulletin  entitled  “Diabetes  Pre- 


scribing Information”  be  immediately  rescinded  and 
that  notice  of  such  rescission  be  distributed  in  exactly 
the  same  manner  as  the  Bulletin  was  distributed. 

2.  That  the  recommendations  which  would  change 
the  indications  and  warnings  section  of  the  labeling  of 
all  sulfonylureas  as  stated  in  the  June  23,  1971,  Food 
and  Drug  Administration  Drug  Bulletin  be  rescinded 
and  that  notice  of  same  be  distributed  in  exactly  the 
same  manner  as  the  Bulletin  was  distributed. 

3.  That  the  Food  and  Drug  Administration  use  its 
best  efforts  to  restore  the  confidence  of  patients 
in  their  physicians  who  use  tolbutamide  and  the 
sulfonylureas  generally;  and  be  it  further 

Resolved,  That  this  resolution  also  be  forwarded  to 
the  American  Medical  Association,  the  two  New  York 
State  senators,  and  the  congressmen  from  New  York 
State. 

The  committee  has  therefore  confined  its  activities 
this  year  to  one  of  protest  in  adding  its  weight  to  many 
other  groups  protesting  the  FDA’s  rules  and  regulations 
governing  the  labeling  of  these  oral  hyperglycemic 
agents.  The  committee  has  taken  this  stand  for  two 
reasons:  (1)  we  do  not  agree  completely  with  their 
findings;  and  (2)  there  is  a danger  of  the  FDA  going  into 
the  practice  of  medicine. 

These  warnings  placed  by  the  FDA  on  all  sulfonyl- 
ureas was  based  on  one  study  made  to  determine  if  these 
drugs  did  any  harm  over  a period  of  time.  The  com- 
mittee believes  that  this  one  small  study  did  not  provide 
enough  scientific  information  on  which  to  base  these 
conclusions.  We  feel  that  the  decision  to  use  diet 
alone,  insulin,  sulfonylurea  drugs,  or  phenformin,  must 
be  left  to  the  attending  physician. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 

Physical  Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  III,  M.D.,  Chairman  Westchester 


Peter  S.  Battaglia,  M.D Niagara 

William  H.  Georgi,  M.D Erie 

Milton  Lowenthal,  M.D New  York 

Milton  B.  Spiegel,  M.D. Kings 

Samuel  S.  Sverdik,  M.D New  York 

Ann  Bahlke,  M.D.,  Adviser Albany 


The  committee  continued  to  concern  itself  with  ac- 
tivities of  the  Committee  on  Aging  and  Nursing  Homes 
since  provision  for  long  term  health  care  is  a matter  of 
special  concern  to  the  field  of  Physical  Medicine  and 
Rehabilitation.  This  interest  is  both  general  and 
specific  since  physical  medicine  and  rehabilitation  ser- 
vices are  frequently  provided  in  nursing  homes  and  ex- 
tended care  programs. 

The  committee  has  noted  the  decrease  in  numbers  of 
extended  care  days  provided  under  the  Medicare  ex- 
tended care  program.  The  confusion  in  regard  to  the 
extended  care  program  as  well  as  the  cutback  in  ap- 
proved patient  days  has  been  a matter  of  record.  The 
committee  notes  the  importance  of  differentiating  be- 
tween hospital  level  rehabilitation  centers  and  the  pro- 
vision of  varying  degrees  of  physical  therapy  in  nursing 
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home  programs.  The  latter  is  of  great  importance  but 
they  should  not  be  construed  as  being  comparable  or 
meeting  the  same  purposes  as  the  rehabilitation  center 
hospital.  In  many  instances  in  the  long  term  care 
facilities  such  as  nursing  homes,  physical  medicine  and 
rehabilitation  techniques  are  used  primarily  to  main- 
tain the  patient  at  a functional  level  and  are  not  geared 
in  most  instances,  to  improvement  of  function.  These 
facilities  do  not  have  the  medical  and  para- medical  staff 
to  provide  complete  rehabilitation  evaluation  and  com- 
prehensive programs  aimed  at  achieving  maximum  level 
of  function  and  adjustment. 

The  committee  has  also  concerned  itself  with  alterna- 
tives to  institutional  care.  There  is  considerable  interest 
in  developing  and  evaluating  programs  which  hopefully 
will  decrease  the  necessity  for  institutionalization  of 
patients  on  a permanent  basis.  Outpatient  depart- 
ments of  hospitals  and  homecare  programs  have  been 
the  primary  resources.  The  committee  notes  the  de- 
velopment of  research  and  demonstration  projects  for 
the  development  of  day  hospitals  for  the  disabled  and 
the  elderly  such  as  have  recently  been  funded  by  the 
Department  of  Health,  Education,  and  Welfare  at  The 
Burke  Rehabilitation  Center  in  White  Plains.  This  type 
of  activity  is  greatly  to  be  stressed  in  terms  of  developing 
working  models  and  then  determining  through  rigid 
research  protocols  the  feasibility  and  suitability  of  such 
alternatives.  The  day  hospital  may  very  well  assume  a 
place  of  great  importance  across  the  country  but  it  is 
unlikely  to  completely  replace  the  necessity  for  long  term 
nursing  home  beds. 

Respectfully  submitted, 

Edward  J.  Lorenze,  III,  M.D.,  Chairman 

Preventive  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medi- 
cine are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Kings 

Thomas  S.  Bumbalo,  M.D.,  ( Infectious  Diseases)  .... 

Erie 

Leonard  L.  Heimoff,  M.D.,  (Community  Health)  .... 

Bronx 

Max  Milberg,  M.D.,  (Hospital  Epidemiology) 

Kings 

Howard  B.  Shookhoff,  M.D.,  (Tropical  Diseases) 

New  York 

Bruce  P.  Webster,  M.D.,  (Venereal  Disease) 


New  York 

Burton  Allyn,  M.D Rockland 

Harry  A.  Feldman,  M.D.,  Adviser Onondaga 

Alan  R.  Hinman,  M.D.,  Adviser Albany 


Smallpox  Vaccinations.  The  United  States  Public 
Health  Service  and  the  American  Academy  of  Pediat- 
rics recently  recommended  rescinding  the  laws  on  com- 
pulsory smallpox  vaccinations.  The  committee  dis- 
agreed with  this  decision  and  submitted  a resolution  to 
the  Council,  the  resolved  portion  of  which  read:  “Re- 

solved, that  smallpox  vaccinations  continue  to  be  made 
available  to  the  public  routinely,”  and  “that  the  ques- 
tion of  routine  smallpox  vaccinations  be  reviewed  in 
the  near  future  to  determine  the  progress  made  by  the 
World  Health  Organization  in  eradicating  smallpox 
from  endemic  areas  and  to  continue  to  study  the  causes 
of  the  complications  of  smallpox  vaccinations  in 


depth.”  The  Council,  at  its  January  meeting,  referred 
this  resolution  back  to  the  committee  for  further  study 
(as  requested).  At  the  February,  1972,  Annual  Conven- 
tion, Resolution  72-73,  “Discontinuance  of  Smallpox 
Vaccinations”  was  presented  to  the  House  of  Delegates.- 
The  resolved  portion  read  as  follows:  “Resolved,  that 

the  MSSNY  strongly  recommend  to  the  New  York 
State  Commissioner  of  Health  and  the  State  Legisla- 
ture that  routine  smallpox  vaccinations  no  longer  be  a 
requirement  for  school  entry,”  and  “that  steps  to  effect 
this  recommendation  be  taken  at  the  current  legisla- 
tive session  in  Albany,”  and  “that  bona  fide  proof  of 
smallpox  vaccination  be  required  for  a person  going  to 
or  coming  from  an  area  where  smallpox  is  known  to 
exist.  ” The  House  of  Delegates  referred  this  resolution 
through  the  Council  to  this  committee  (again,  as  re- 
quested). The  following  announcement  appeared  in 
the  April  3,  1972,  issue  of  the  Capitol  News:  “The 

Senate  completed  legislative  approval  of  an  Assembly- 
passed  measure  which,  supported  by  MSSNY,  could 
repeal  the  existing  mandate  for  immunization  of  chil- 
dren against  smallpox.” 

The  bill,  repealing  the  requirement  for  mandatory 
smallpox  vaccinations,  was  passed  by  the  Legislature 
and  signed  by  the  Governor.  It  is  now  Chapter  145, 
Laws  of  1972. 

Venereal  Diseases.  The  Guidelines  for  the  Treat- 
ment and  Care  of  Venereal  Diseases,  proposed  by  the 
committee,  has  received  Council  approval.  The  chair- 
man of  the  Subcommittee  on  Venereal  Diseases  sug- 
gested that  the  MSSNY  consider  organizing  a State- 
wide venereal  disease  task  force.  The  guidelines  have 
already  been  published  and  circulated.  The  proposal 
on  the  task  force  as  proposed  by  Dr.  Webster  follows: 

PROPOSED  NEW  YORK  STATE  VENEREAL 
DISEASE  TASK  FORCE 

In  keeping  with  the  recommendations  of  the  22nd 
General  Assembly  of  the  World  Health  Organization 
and  the  report  of  the  National  Commission  on  Vene- 
real Diseases,  it  is  suggested  that  the  Medical  Soci- 
ety of  the  State  of  New  York  consider  organizing  a 
State-wide  venereal  disease  task  force.  This  is  indi- 
cated because  of  the  epidemic  proportions  to  which 
these  diseases  have  risen  in  this  State. 

This  task  force  should  be  composed  of  representa- 
tives of  State  and  county  medical  societies,  the  State 
Health  Department,  the  State  Education  Depart- 
ment, youth  groups,  and  other  interested  State  agen- 
cies. 

It  should  be  a function  of  the  committee; 

1.  To  review  the  extent  and  nature  of  the  venere- 
al disease  problem  in  New  York  State  with  appropri- 
ate groups,  agencies  and  individuals; 

2.  To  review  the  effects  of  venereal  disease  on  the 
individual,  the  family  and  on  society; 

3.  To  study  the  problem  of  the  availability  and 
application  of  diagnostic,  preventive,  epidemiologic 
and  educational  tools  for  the  control  of  these  diseas- 
es; 

4.  To  make  recommendations  to  the  New  York 
State  Department  of  Health  on  the  feasibility  and 
priorities  for  launching  a stepped-up  control  pro- 
gram; 

5.  To  make  recommendations  to  other  agencies 
and  groups  who  can  assist  in  achieving  venereal  dis- 
ease control. 
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Taking  cognizance  of  the  fact  that  more  than  80  per 
cent  of  all  venereal  diseases  are  treated  by  practicing 
physicians,  it  would  seem  to  be  incumbent  on  the 
State  and  county  medical  societies  to  evaluate  the  pro- 
gram designed  to  aid  practicing  physicians  in  the  con- 
trol of  these  diseases.  This  must  be  done  with  the  col- 
laboration of  the  State  Health  Department  and  the 
State  Education  Department,  as  well  as  all  other  inter- 
ested agencies. 

The  Venereal  Disease  Preventive  Education  Pro- 
gram, which  is  being  implemented  throughout  the 
State,  is  meeting  with  great  success  at  the  schools  and 
colleges  that  have  been  visited.  The  educational  ma- 
terial distributed  has  been  enthusiastically  received  by 
students  and  educators  alike.  Testimonials  from 
school  authorities  are  being  received  daily  commenting 
on  the  excellence  of  the  presentations  and  the  encour- 
aging feedback  that  followed. 

A resolution  passed  by  the  Kings  County  Medical 
Society  was  reviewed  by  the  committee.  The  resolved 
portion  read:  “Resolved,  that  the  physicians  of  the 

MSSNY  be  urged  to  take  cultures  of  cervical  secretions 
of  all  females  in  the  sexually  active  age  groups  whenev- 
er such  patients  present  themselves  for  physical  exami- 
nations, for  pregnancy,  or  other  conditions  which  war- 
rant a pelvic  examination,”  and  “that  this  resolution 
be  presented  to  the  Commission  on  Public  Health  and 
Education  of  the  MSSNY  for  their  consideration  as  a 
voluntary  program  for  all  physicians  in  the  State.” 
This  resolution  was  mailed  to  the  committee  members 
for  consideration.  They  overwhelmingly  approved  and 
recommended  that  it  receive  favorable  action  by  the 
Council.  A question  was  raised  whether  the  physician, 
when  taking  the  culture,  was  normally  bound  to  inform 
the  patient  of  the  reason  for  taking  vaginal  cultures. 
The  question  was  referred  to  William  F.  Martin,  Esq., 
Legal  Counsel  for  the  MSSNY.  His  response  follows: 
j “From  an  esthetic  standpoint  and  a moral  standpoint, 
I do  not  see  why  any  woman,  who  is  submitted  to  a 
culture,  should  have  the  word  “gonorrhea”  mentioned 
to  her.  However,  once  the  culture  is  taken,  the  doctor 
is  duty  bound  to  call  the  patient  back  to  his  office 
should  the  test  prove  positive,  to  be  treated  for  the  ve- 
nereal disease,  so  that  the  proper  treatment  is  resorted 
to  and  the  incidence  of  the  disease  is  cut  down  in  the 
community,  and  it  is  a benefit  to  the  patient  herself  as 
well.” 

Resolution  72-34,  Regional  Bacteriologic  Services 
for  Diagnosis  of  Gonorrhea.  This  was  approved  by  the 
House.  The  resolution  requested  the  State  Health  De- 
partment “to  provide  funds  for  local  laboratories  to 
i carry  out  the  necessary  studies.”  In  response  to  this 
resolution,  Dr.  Ingraham  stated,  “within  the  limits  of 
i i the  money  appropriated  by  the  Legislature  the  only 
way  we  could  offer  a statewide  service  is  to  process  the 
$ I specimens  centrally.  Centralized  laboratory  processing 
s much  less  costly  than  local  processing.  Secondly, 
ilthough  there  are  indeed  many  approved  laboratories 
icattered  around  the  State,  I should  point  out  that  al- 
hough  the  Public  Health  Service  recommends  reliance 
jj  j >n  colony  appearance,  oxidase  positivity,  and  appear- 
ince  on  Gram  stain  as  providing  satisfactory  identifica- 
ion,  we  have  found  that  10  per  cent  or  more  of  our 
pecimens  meeting  those  criteria  turn  out  to  be  other 
han  Neisseria  gonorrhea  on  the  sugar  fermentation 
est.  Thirdly,  the  majority  of  our  specimens  do  not  ar- 
ive,  ‘too  late  or  in  a deteriorating  condition  for  mean- 


ingful study.’  In  fact,  more  than  90  per  cent  arrive  in 
an  apparently  satisfactory  condition.  However,  it  is 
entirely  true  that  delays  in  transit  do  decrease  yield, 
and  transit  times  of  more  than  4 or  5 days  are  associ- 
ated with  reduced  yield.  I am  entirely  in  agreement 
that  provisions  should  be  made  to  support  laboratory 
processing  in  locations  other  than  in  Albany,  but  feel 
that  this  is  best  done  through  support  of  a small  num- 
ber of  laboratories  (those  in  large  cities)  where  we  are 
sure  of  a high  level  of  competence.  We  are  planning  to 
support  such  regionalization  using  some  of  the  Federal 
monies  we  anticipate  receiving  in  the  near  future. 
However,  it  would  not  be  possible  to  do  this  without 
such  funds.” 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Rural  Medical 


Service  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman Onondaga 

Edward  A.  Barrett,  M.D.  Orleans 

Stephen  W.  Blatchly,  M.D. Tompkins 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D „ Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Stuart  A.  Winning,  M.D St.  Lawrence 

Hugh  M.  McChesney,  M.D.,  Adviser Oswego 

James  J.  Quinlivan,  M.D.,  Adviser Albany 


The  assistance  which  Community  Medical  Services,* 
the  research  arm  of  the  Committee  on  Rural  Medical 
Service,  has  been  providing  rural  areas  is  more  criti- 
cally needed  throughout  New  York  State  today  than 
when  the  rural  research  projects  were  initiated  in  the 
mid-1960s.  There  are  still  few,  if  any,  existing  sources 
for  obtaining  accurate  health  data  at  the  town  and  vil- 
lage levels.  There  is  an  escalating  need  for  compara- 
tive health  data  at  all  levels — Federal,  State,  and  local. 

At  this  juncture  in  the  1970s,  availability  of  in  depth 
sociomedical  baseline  data  has  become  an  imperative 
national  objective.  In  order  to  meet  the  goal  of  im- 
proving the  health  care  delivery  system  in  the  United 
States,  and  health  itself,  the  Department  of  Health, 
Education,  and  Welfare’s  National  Center  for  Health 
Statistics  has  begun  development  of  a Cooperative 
Federal- State-Local  Health  Statistics  System  which 
will  provide  data  which  is  comprehensive  and  will  re- 
flect current  health  problems,  utilization  of  services, 
availability  of  resources,  and  health  trends.1 

The  Medical  Society  of  the  State  of  New  York, 
through  the  Empire  State  Medical,  Scientific  and  Ed- 
ucational Foundation,  Inc.,  is  in  a unique  position  to 
make  a significant  contribution  to  this  nationwide  ef- 
fort, having  pioneered  the  development  of  . . . a base- 
ment membrane  model,2  a method  for — 

. . . providing  in  depth  village-  and  town-level  socio- 
economic, illness,  hospitalization,  manpower,  in- 
surance coverage,  and  medical  expenditure  data; 

*The  Project  upon  which  this  Report  is  based  was  performed 
pursuant  to  Contract  No.  HSM  110-72-95  with  the  Health 
Services  and  Mental  Health  Administration,  Department  of 
Health,  Education,  and  Welfare. 
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. . . providing  a vehicle  for  (a)  consumer  health  edu- 
cation, (b)  consumer  involvement,  and  ultimately, 
(c)  consumer  participation  in  implementing  rural 
health  programs; 

. . . providing  a mechanism  for  actively  joining  pro- 
viders and  consumers  and  health  planning  profes- 
sionals in  welding  more  effective  rural  health  sys- 
tems. 

This  rural  health  planning  model  includes  instru- 
ments for  surveying  of  physicians  or  providers  of  medi- 
cal care,  leaders  of  communities,  and  consumers  of 
health  services.  The  triadic  approach — collecting  facts 
and  opinions  from  three  levels  of  community  structure 
— permits  comparison  of  professionals’  views  of  health 
care  with  laymens’  concerns  and  expressions  of  prob- 
lems and  needs. 

Community  Medical  Services  conducted  a survey  of 
providers  of  medical  services,  1,372  physicians,  in  com- 
munities in  New  York  State  with  populations  of  50,000 
and  under.  Pilot  surveys  of  consumers  of  medical  ser- 
vices lead  to  the  project,  initiated  in  1970,  aimed  at 
identifying  the  need  for  additional  physicians,  or 
changing  distribution  of  physicians,  in  a 14-county 
Central  New  York  region.  In  this  study  a regional  over- 
view of  community  concern  regarding  physician  sup- 
ply, and  community  interest  in  participating  in  con- 
sumer health  surveys,  was  obtained  by  a postcard 
questionnaire  survey  of  all  villages,  hamlets,  and  unin- 
corporated areas  in  the  region  with  populations  of  from 
25  to  5,000.  In  the  region,  which  includes  263  towns 
(townships),  176  population  centers  of  varying  size  ex- 
pressed interest  in  participating  in  local  health  surveys 
(Map  1). 

Five  criteria — need  for  physicians  as  defined  by  vil- 
lage or  town  officials,  willingness  to  participate  in  con- 
ducting a full-scale  health  survey,  population  size, 
location  of  health  care  resources,  and  transportation 
accesses  and  linkages — were  applied  to  the  regional  re- 
turns. Three  areas  were  selected  for  surveying.  Resi- 
dents of  the  local  areas  participated  in  delineation  of 
geographically  and  economically  related  areas,  in  de- 
termination of  the  sampling  method  used,  and  in  selec- 
tion of  volunteers  who  administered  questionnaires. 

The  same  procedures  used  in  the  three  pilot  studies 
conducted  near  the  regional  base  in  Syracuse  in  1967- 
68  were  applied  in  the  three  field  tests  conducted  in 
the  northernmost  part  of  the  region  in  1971-72. 

To  date,  28  towns  with  combined  populations  of  over 
60,000  have  been  served  by  Community  Medical  Ser- 
vices; 1,535  questionnaires  administered  by  327  volun- 
teer interviewers  have  provided  a 9.97  per  cent  sample 
of  rural,  rural  nonfarm,  and  village  families  (Map  2). 

In  these  areas  which  expressed  concern  over  physi- 
cian shortage,  it  was  found  that  a high  per  cent  of  fam- 
ilies had  family  doctors  and  thus  initial  access  to  the 
health  care  system(s)  (Graph  1). 

Having  a family  doctor(s),  however,  is  but  one  factor 
in  the  measurement  of  quality  health  care.  For  exam- 
ple, in  Survey  Area  VI,  which  had  the  second  highest 
per  cent  of  families  with  a family  doctor  of  the  six 
areas  surveyed,  the  incidence  of  visits  to  the  doctor  was 
low.  During  the  12  months  prior  to  the  survey  con- 
ducted in  November,  1971,  the  1,136  individuals  in  285 
families  had  a total  of  3,297  doctors’  appointments,  or 
an  average  of  2.9  visits  per  person.  This  physician 
visit  average  was  considerably  below  the  latest  reported 


(1969)  national  ‘average  of  4.3  visits  per  person  per 
year.  Only  37.2  per  cent  of  the  population  sampled 
had  had  a physical  examination  in  the  same  12-month 
period.  Hospital  occupancy  rates  were  low  but  the 
length  of  stay  for  all  ages  was  high,  9.4  days,  which  was 
above  regional  averages  for  all  ages  in  all  hospitaliza-  i 
tion  categories.  This  chain  of  circumstances  seemed  to 
reflect  limitations  of  time  and  energy  of  physicians,  • 
who  are  primarily  in  solo  practice  and  without  ade-  ( 
quate  support  personnel. 

Respondents’  value  ratings  of  reasons  for  selection  of 
a physician  showed  a general  consistency  in  the  six  sur-  i 
vey  areas  (Table  1).  The  reason,  “to  see  that  another 
doctor  covers  for  him  on  his  days  off,”  was  rated  very 
important  by  the  largest  per  cent  of  respondents  in 
three  survey  areas.  The  degree  of  importance  attached 
to  this  factor  is  probably  a reflection  of  the  predomi- 
nance of  solo  practice  in  these  rural  areas  and  is  indic- 
ative of  the  growing  concerns  and  fears  of  residents  of 
rural  areas  regarding  availability  of  health  services. 

The  second  highest  rated  reason  for  selecting  a phy- 
sician in  three  of  the  survey  areas  was  the  desire  to 
have  a physician  who  showed  “a  personal  interest  in 
patients.”  Rural  residents  rated  being  “a  general 
practitioner”  more  important  than  physicians’  fees  and 
being  a specialist. 

Each  of  these  studies,  and  in  particular  the  three 
North  Country  community  reports,3  illustrate  how- 
health  needs  are  tied  to  age  distribution,  family  struc 
ture,  education,  occupation,  income,  health  insurance, 
facilities,  and  manpower.  The  reports  graphically  il- 
lustrate why  it  is  necessary  to  take  stock  of  all  avail 
able  factors  if  we  are  to  make  optimal  use  of  existing 
resources,  identify  what  is  lacking,  and  weld  a health 
system(s)  which  can  serve  a total  population. 

In  each  North  Country  survey  the  per  cent  of  fami- 
lies covered  by  some  form  of  health  insurance  was  high 
In  Survey  Area  IV,  of  the  176  families  surveyed,  15( 
(88.1  per  cent)  had  some  form  of  coverage;  86.4  pe 
cent  had  what  was  defined  as  “total”  coverage.  Ir 
Survey  Area  V,  258  families  (94.5  per  cent)  had  som< 
type  of  coverage;  79.1  per  cent  had  “total”  coverage 
In  Survey  Area  VI,  274  families  (96.1  per  cent)  har 
some  type  of  health  insurance;  82.8  per  cent  hac 
“total”  coverage. 

Graph  2 shows  the  per  cent  of  persons  in  all  incomi  - 
categories  in  the  six  town  Canton-Potsdam  survey  are. 
who  had  total,  partial,  or  no  insurance  coverage.  Ii 
this  area,  of  the  250  families  reporting  both  income  an< 
type  of  insurance  coverage,  63.6  per  cent  had  two  o 
more  health  insurance  policies.  The  average  was 
policies  per  family.  There  were  470  policies  liste 
which  were  underwritten  by  55  different  carriers  as  re 
ported  by  respondents. 

In  analyzing  survey  returns  in  the  Canton-Potsdar 
area,  income  ranges  and  family  size  were  charted  at 
cording  to  the  U.S.  Department  of  Labor,  Bureau  () 
Labor  Statistics’  “poor”  level  measurements  and  relat 
ed  to  health  insurance  coverage.  There  was  a large 
number  of  families  with  partial  or  no  health  insuranc’ 
in  the  $4,000  to  $9,000  income  ranges  than  in  th 
“poor”  levels.  Thirty-five  per  cent  of  the  families  i 
the  survey  fell  within  these  critical  income  range; 
These  data  confirm  an  escalating  situation.  Nameh  ' 
there  is  a growing  number  of  families  with  income  jus  : 
above  the  poverty  level  and  generally  below  the  $10,00 
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INCOME  RANGES 

Total  Coverage  is  insurance  coverage  of  such  degree  as  to  provide  some  payment 
toward  most  types  of  health  related  activities  of  an  individual  or  family,  such  as 
payment  toward  both  hospital  and  physicians'  costs,  anesthesia,  laboratory  fees, 
ambulance  service,  prescription  drugs.  The  term  total  coverage  does  not  imply 
the  condition  whereby  an  individual  pays  no  part  of  his  health  expenditures. 

Partial  Coverage  is  insurance  which  piuvides  payment  for  certain  type  of  health 
related  activity  . For  example:  either  hospital  costs  or  physician  costs,  but  not 
both  . 


income  level  who  cannot  afford  adequate  health  insur- 
ance coverage.  These  families  do  not  qualify  for  gov- 
ernment programs,  yet  pay  taxes  to  finance  health  care 
for  others. 

In  1972  the  Health  Services  and  Mental  Health  Ad- 
ministration, Regional  Medical  Programs  Service,  con- 
tracted with  Community  Medical  Services  to  produce  a 
kit,  or  handbook,  describing  in  full,  procedures  to  be 
followed  in  conducting  community  health  surveys. 
This  effort  has  been  a top  priority  during  the  past 
year.  A complete  working  packet  containing  instruc- 
tions and  instruments  by  which  communities  and 
health  planning  organizations  can  conduct  their  own 
community  health  surveys  will  be  ready  for  field  test- 
ing in  1973. 

Reasons  for  developing  this  do-it-yourself  kit  for  use 
by  communities  across  the  State  and  the  nation  are: 

1.  Accurate  data  are  essential  for  informed  deci- 
sion making.  Although  local  residents  may  have  in- 
sight into  unique  individual  community  and  area 
health  needs,  their  views  may  be  incomplete,  and  in 
some  cases,  distorted  by  proximity  to  local  situations. 

Health  care  providers  and  consultants  from  outside 
the  community  (whether  from  area,  regional,  state,  or 
federal  organizations)  must  have  facts,  statistical  mea- 
surements, and  most  important,  a complete  communi- 
ty health  profile  in  order  to  study,  to  evaluate,  to  sanc- 
tion, to  recommend  health  delivery  plans  and  projects. 

2.  There  are  few,  if  any,  existing  sources  for  ob- 
taining in  depth  sociomedical  information  on  health 
needs  at  the  local  level.  U.S.  Bureau  of  Census  data 
recorded  by  county,  town,  minor  civil  division,  and 
census  tract  are  not  adequate  for  assessing  local  health 
care  needs. 


TABLE  1 


TOTAL  SURVEY 

REASONS  FOR  SELECTION  OF  A PHYS  I C I AN'-' 


(St.  Lawrence) 


Area  1 

Area  1 1 

Area  1 1 1 

Area  IV 

Area  V 

Area  VI 

To 

see  that  another  doctor  covers 

for  him  on  his  days  off  ----- 

91 .0% 

78.4% 

73.9% 

86.9% 

87.5% 

92.6% 

To 

show  a personal  interest  in 

patients  ------------ 

80.4% 

74.3% 

79.6% 

82.4% 

83.5% 

83.5% 

To 

be  a general  practitioner  ----- 

77.6% 

87.7% 

84.7% 

8 1 . 2% 

84.6% 

70.2% 

To 

be  willing  to  make  emergency  house  * 
calls  day  or  night-  ------- 

74.4% 

74.8% 

71.4% 

80.7% 

73.3% 

66.7% 

To 

be  able  to  schedule  routine 
appointments  without  more 
than  a 2 week  delay------- 

75.6% 

65.5% 

61 .7% 

71.6% 

74.0% 

75.1% 

To 

live  and  practice  in  the 

community  ------------ 

69.8% 

74.8% 

71.9% 

85.2% 

70.7% 

64.9% 

The 

: physician's  fees  --------- 

42.6% 

34.5% 

39.8% 

44.9% 

45 . 8% 

42.1% 

To 

be  a specialist  ---------- 

35.5% 

19.3% 

19.9% 

28.4% 

44.7% 

49.1% 

Not 

to  be  kept  waiting  (in  the  office) 
at  the  time  of  an  appointment  - - 

31.1% 

33.3% 

21.4% 

26.1% 

39.6% 

40.0% 

The  above  table  is  a composite  of  all 

six  areas 

and  records 

only  the 

"very  important" 

responses 

for 

each  area  surveyed. 

Percentages  are  based  on  the  number  of  families  in  each  survey  area. 
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Group  data,  available  through  the  Census,  U.S.  Bu- 
reau of  Vital  Statistics,  American  Medical  Association, 
American  Hospital  Association,  and  other  sources,  can 
be  used  as  a norm  with  which  to  compare  similarities 
and  dissimilarities  after  data  are  procured  locally. 

There  are  a vast  amount  of  data  available,  but  they 
do  not  illuminate  specific  local  similarities,  needs,  and 
problems.  Group  data,  such  as  interpretation  of 
health  manpower  by  use  of  physician/population  ra- 
tios, can  often  be  misleading. 

3.  The  expense  of  data  collection  is  frequently 
prohibitive. 

4.  The  expense  of  computerization  is  also  fre- 
quently prohibitive.  Utilization  of  instruments  de- 
signed into  the  “basement  membrane  model”  makes  it 
possible  for  the  sponsoring  organization  to  tabulate  re- 
sults, which  reduces  costs  to  a minimum  while  enhanc- 
ing accuracy  and  providing  the  opportunity  for  the 
most  detailed  analysis  desired. 

This  kit  will  include  a program  for  a community 
which  has  access  to  required  computer  processes  and 
can  afford  the  cost  of  computer  time. 

5.  Community  residents  are  more  likely  to  extend 
full  cooperation  to  friends  and  neighbors  than  to 
representatives  of  organizations  from  outside  the 
area.  This  model  specifically  calls  for  the  use  of  vol- 
unteer interviewers  who  are  community  residents, 
rather  than  students,  professional  interviewers,  or  rep- 
resentatives of  health  planning  agencies.  The  volun- 
teer interviewer  is  often  more  conscientious  in  this  as- 
signment than  outside  participants — knowing  that  his 
own  interests  and  the  concerns  of  families  and  neigh- 
bors are  involved. 

6.  Community  involvement  provides  a base  for 
moving  from  research  to  planning,  to  programming, 
to  budgeting,  to  implementation.  This  results  when 
the  project  is  sponsored  by  local  residents,  and  admin- 
istered and  tabulated  by  volunteers  working  with  other 
established  community  agencies. 

7.  The  opportunity  is  provided  for  creating  and 
maintaining  an  on-going  health  information  pro- 
gram. The  survey  procedure,  which  provides  a means 
of  evaluating  change  and  progress  for  meeting  commu- 
nity health  needs,  can  be  repeated  at  regular  intervals 
of  two  to  three  years. 

It  is  the  Committee’s  recommendation  that  the  Med- 
ical Society  of  the  State  of  New  York  accept  the  re- 
sponsibility for  implementing  health  planning  by  pro- 
viding required  baseline  data  at  local  levels  in  all  de- 
prived areas  in  New  York  State. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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School  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  School  Health  are 


as  follows: 

George  F.  Cunningham,  M.D.,  Chairman  ....  Suffolk 

Edward  M.  DiTolla,  M.D New  York 

Robert  A.  Hoekelman,  Jr.,  M.D Monroe 

Sidney  Leibowitz,  M.D New  York 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 


The  June  1972  issue  of  the  Journal  of  Pediatrics  re- 
fers to  the  association  between  school  health  services 
and  the  community  health  center.  In  his  report  last 
year,  Hugh  F.  Leahy,  M.D.,  former  chairman  of  this 
committee,  stated,  “Perhaps  our  outstanding  new  con- 
cept in  school  health  services  is  to  coordinate  the 
school  health  program  with  a neighborhood  health  ser- 
vice.” 

Some  two  years  ago,  the  chairman  became  engaged 
in  such  a program  in  an  underprivileged  Long  Island 
community.  A brief  description  of  the  school  health 
program  in  this  area  might  be  of  interest. 

A school  nurse  is  assigned  to  go  out  into  the  commu- 
nity  to  give  preschool  or  headstart  immunizations  and 
informs  the  family  regarding  health  matters  and  avail-  I 
able  services.  At  the  center,  school  children  are  given 
complete  examinations  (about  20  a day),  which  include 
hearing  and  vision  examinations,  sickle  cell  tests  and 
urine  analysis.  Difficulties  in  hearing  and  vision  are 
picked  up  early  so  that  these  children  can  take  part  in  i 
the  learning  process  at  the  proper  stage  of  develop-  ■ 
ment.  Sickle  cell  is  quite  a problem  in  the  communi-  if 
ty,  and  with  the  help  of  the  local  health  department,  it  1 
is  hoped  that  every  black  child  will  be  tested  for  this  i 
disease.  One  drawback  is  that  no  provision  has  been  i 
made  for  dental  screening  and,  if  funds  become  avail-® 
able,  a part-time  dentist  will  be  employed.  The  ulti-l| 
mate  desire  is  to  get  all  the  children  in  the  school  dis-1) 
trict  into  the  program  and  provide  them  with  yearly;* 
examinations.  The  establishment  of  an  excellent  rap-(l 
port  is  vital  between  the  group,  the  school  district  su-  : 
pervisor  and  the  school  principals.  Their  support  is  i 
most  important  to  the  success  of  the  program. 

Projected  items  for  future  committee  consideration 
are:  (1)  the  problem  of  sickle  cell  testing;  (2)  establish- 
ment of  the  role  of  the  school  physician,  either  as  a 
part-time  physician  handling  just  one  school,  or  a full- 
time physician  with  perhaps  a group  of  3,  4,  or  5) 
schools  to  visit  with  the  aid  of  nurse  practitioners;  (3)|| 
investigation  of  the  school  bus  situation — (a)  the  possi- 
bility of  making  seat  belts  mandatory  in  school  buses, 

(b)  the  annual  inspection  of  school  buses,  (c)  the  ex- 
amination of  school  bus  drivers  emotionally  as  well  as 
physically.  (4)  should  we  have  special  or  more  com- 
prehensive examinations  for  children  who  are  engaged' 
in  athletics  and  excessive  physical  activities? 

The  committee  expects  to  have  more  meetings  thar 
in  the  past  and  consequently,  more  activity,  and  hope; 
to  report  on  these  projects  in  detail  next  year. 

Respectfully  submitted, 

George  F.  Cunningham,  M.D.,  Chairms 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTI 
AND  EDUCATION:  The  following  report  was  presented  b 
Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  reference  committee  has  considered  the  excel 
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lent  reports  of  the  following  committees:  Accident  and 
Injury  Prevention,  Alcoholism,  Audiovisual  Aids,  Chron- 
ic Pulmonary  Disease,  Mental  Health,  Metabolic  Dis- 
eases, Physical  Medicine  and  Rehabilitation,  Preventive 
Medicine,  Rural  Medical  Service,  School  Health,  and 
the  Commission  on  Public  Health  and  Education. 

We  accept  these  reports  and  acknowledge  the  tremen- 
dous amount  of  effort  and  hard  work  by  the  members  of 
these  committees,  and  we  urge  that  each  of  you,  if  you 
have  not  already  done  so,  read  these  reports  in  their 
entirety. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Cancer 

To  The  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Cancer  are  as  fol- 
lows: 


Charles  E.  Rogers,  M.D.,  Chairman Nassau 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D Erie 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Sidney  L.  Arje,  M.D.,  Adviser New  York 

Peter  Greenwald,  M.D.,  Adviser  Albany 

Walter  P.  Murphy,  M.D.,  Adviser Erie 

Guy  F.  Robbins,  M.D.,  Adviser New  York 

Charles  D.  Sherman,  Jr.,  M.D.,  Adviser  .Monroe 


The  committee  met  regularly  throughout  the  year 
and  saw  a number  of  its  proposals  come  to  fruition.  I 
should  like  to  publicly  thank  the  members  for  giving 
unselfishly  of  their  time  to  carry  out  assignments,  pre- 
pare for  and  attend  meetings  and,  in  general,  ad- 
dressing themselves  to  the  goals  of  earlier  diagnosis  and 
treatment  and  improvement  in  the  rate  of  survival  of 
cancer  patients.  I am  personally  deeply  grateful  to 
them.  The  committee  wishes  to  express  its  apprecia- 
tion to  the  staff  of  the  State  Medical  Society,  drawing 
special  attention  to  Miss  Dorothy  Smith  for  all  of  her 
ielp,  and  to  Norman  S.  Moore,  M.D.,  and  Henry  I. 
7ineberg,  M.D.,  for  their  advice  and  counsel. 

Last  year,  the  committee  solicited  the  aid  of  the 
, Commission  on  Public  Health,  (among  others)  in  the 
epeal  of  Sec.  2404  of  the  Public  Health  Law  con- 
erning  the  exempting  of  New  York  City  from  reporting 
. ts  cancer  statistics.  Companion  bills  introduced  by 
Senator  Tarky  Lombardi  (S  8294)  and  Assemblyman 
Jan  Hevesi  (A  9477)  were  passed  and  signed  into  law 
y Governor  Rockefeller.  The  committee  recognizes 
lat  there  is  a wide  gap  between  law  and  implementa- 
on.  Realizing  the  great  potential  value  of  the  data  to 
e derived,  it  requests  that  all  members  lend  their 
eight  to  securing  the  financial  support  and  other  nec- 
tary aid  to  insure  rapid  and  complete  compliance.  It 
lould  be  here  mentioned  that  the  committee  is  in- 
jbted  to  Hollis  S.  Ingraham,  M.D.,  Commissioner,  New 
ork  State  Department  of  Health,  and  particularly  tc 
' ster  Greenwald  M.D.,  and  his  staff  for  their  support  in 
lis  cause. 

Some  years  ago,  largely  through  the  efforts  of  Vin- 
nt  Handy,  M.D.,  and  with  the  support  of  the  Com- 
ittee  on  Cancer,  the  cervical  Papanicolaou  smear  was 


mandated  for  hospitalized  females  between  27  and  54 
years  of  age,  unless  done  within  3 years,  refused  or  con- 
traindicated. The  committee  felt  that  there  were  fe- 
males at  risk  outside  these  age  limits  and  recommend- 
ed a change  to  include  all  females  21  and  over.  This 
has  now  been  included  in  the  State  Health  Code  with 
thanks  again  to  the  House  of  Delegates  for  passing  the 
committee’s  resolution  and  to  the  Health  Department 
for  its  support.  The  Committee  feels,  however,  that  a 
three  year  period  is  too  long  and  recommends  that  the 
interval  be  reduced  to  one  year.  An  effort  will  be 
made  to  secure  a further  modification  this  year. 

Concerning  the  pap  smear,  the  committee  shares  the 
views  of  others  that  the  larger  share  of  the  female  pop- 
ulation at  risk  are  not  hospitalized  and  that  some 
means  must  be  found  to  encourage  and  promote  the 
cervical  pap  smear  in  the  nonhospitalized  female  pop- 
ulation. The  committee  is  seeking  the  aid  of  third 
party  carriers  to  provide  a nominal  dollar  reimburse- 
ment to  the  patient  for  professional  fees  paid  to  have  a 
pap  smear  taken  and  interpreted.  The  committee  fur- 
ther feels  that  all  possible  support  should  be  given  to 
the  American  Cancer  Society’s  Uterine  Task  Force 
Program  aimed  at  having  all  females  over  21  have  a 
pap  smear  by  1975. 

The  committee  recognizes  the  views  of  certain  groups 
who  feel  there  is  a cyto-technician  shortage,  that  there 
are  insufficient  cyto-pathologists  to  read  such  a volume 
and  many  other  objections.  Our  pathologist  member 
feels  there  is  no  shortage  of  trained  pathologists.  We 
have  engaged  in  correspondence  with  the  Pennsylvania 
Cancer  Coordinating  Committee  to  look  into  the  mat- 
ter of  the  two-year  college  requirement  for  cyto-techni- 
cians.  Again,  there  is  a large  body  who  feel  that  there 
is  not  a serious  shortage. 

In  1971,  the  House  of  Delegates  passed  a resolution 
(71-75,  Colon  and  Rectal  Cancer)  encouraging  the  rou- 
tine testing  for  occult  blood  in  the  stool,  rectal  exami- 
nation and  sigmoidoscopy  when  indicated.  This  grew 
out  of  conclusions  of  the  New  York  Regional  Medical 
Program’s  subcommittee  on  Colon  and  Rectal  Cancer, 
as  well  as  information  from  the  American  Cancer  Soci- 
ety and  the  American  College  of  Surgeons.  It  is  the 
committee’s  intention  to  urge  further  modifications  of 
the  State  Code  to  mandate  rectal  examination  and  oc- 
cult blood  testing  on  all  hospitalized  patients  in  high 
risk  groups  i.e.,  over  35  years  of  age. 

The  matter  of  cancer  quackery  and  medical  quackery 
in  general  in  New  York  State  is  a matter  of  grave  con- 
cern to  the  committee.  For  many  years,  the  Commit- 
tee on  Cancer  has  been  reviewing  this  problem  and  has 
concluded  that  only  through  appropriate  legislation  can 
quackery  be  substantially  reduced  or  abolished.  The 
committee  feels  that  adequate  legal  remedies  are  not 
available  to  the  “hoaxed”  individuals  or  their  families. 
For  almost  15  years  the  state  of  California  has  had  such 
legislation.  Their  laws  have  led  to  the  successful  pros- 
ecution of  quacks  for  various  crimes  up  to  and  includ- 
ing murder.  There  is  a chiropractor  now  in  prison 
serving  a sentence  resulting  from  his  conviction  of  sec- 
ond degree  murder.  It  is  hoped  that  the  Medical  Soci- 
ety of  the  State  of  New  York,  the  State  Department  of 
Health,  and  various  voluntary  health  agencies  will  co- 
operate to  secure  the  introduction  and  passage  of  a 
cancer  remedies  act  similar  to  that  of  the  California 
quackery  law. 
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Another  matter  presented  last  year  and  now  felt  to 
be  even  more  important  by  the  committee  is  the 
screening  charts  in  the  peer  review  mechanism  of  pa- 
tients with  cancer  diagnoses  to  determine  the  quality 
of  care.  This  matter  has  been  brought  to  the  attention 
of  the  Commission  on  Cancer  of  the  American  College 
of  Surgeons  and  the  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Hospitals  in  New  York  State  would 
be  well  advised  to  begin  such  screening  soon.  There  is 
very  little  doubt  that  the  government  will  be  publish- 
ing lists  of  approved  facilities  in  the  near  future  as  re- 
quired by  previous  legislation,  (89-239).  H.R.  1.  has 
passed  and  we  must  soon  live  with  its  provisions. 

There  has  been  some  difficulty  in  several  Upstate 
communities  in  regard  to  financial  support  of  tumor  reg- 
istries. There  should  be  no  trouble  in  obtaining  sup- 
port of  third  party  carriers  for  this  required  record 
keeping  procedure.  There  is  no  question  about  this 
being  an  appropriate  reimbursable  item  and  concerned 
hospitals  should  bring  the  particulars  of  this  matter  to 
their  respective  carriers. 

In  regard  to  the  Hospital  Code  requirement  for  cervi- 
cal pap  smears,  the  reissuance  of  the  joint  letter  sent 
out  by  the  Commissioner  of  Health  and  the  President 
of  the  MSSNY  was  called  for  as  a continuing  stimulus 
to  the  practicing  physicians  of  this  State.  It  was  ob- 
served that  a number  of  hospital  administrators  con- 
sider this  an  onerous  requirement  and  are  possibly  un- 
derreporting this  activity  in  the  hospitals.  Active  sup- 
port by  staff  physicians  and  a constant  publicity  cam- 
paign on  the  importance  of  this  procedure  will  go  far 
toward  enforcing  this  requirement  as  it  should. 

Dr.  Greenwald  and  the  State  Health  Department 
have  been  compiling  statistics  on  the  implementation 
of  this  Code  requirement,  and  there  is  an  indication 
that  usage  has  increased.  The  suggestion  was  made 
that  malpractice  carriers  inform  hospitals  that  they 
risk  malpractice  actions  should  lawsuits  arise  from 
their  failure  to  comply  with  this  requirement.  Teach- 
ing programs  have  been  established  to  train  nurses  to 
do  pap  smears.  Physicians  in  central  New  York  are 
now  routinely  billing  third  party  carriers  for  complete 
pelvic  examinations  and  pap  smears,  and  are  now  re- 
ceiving payment  for  them.  This  is  an  ideal  situation 
and  should  be  supported. 

Third  party  reimbursement  for  cancer  detection  pro- 
cedures is  to  be  encouraged.  The  aid  and  cooperation 
provided  by  Dr.  Greenwald  and  the  State  Health  De- 
partment in  helping  the  committee  carry  out  its  objec- 
tives is  praiseworthy  and  commendable. 

Respectfully  submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  reference  committee  has  read  with  interest  the 
report  of  this  committee  and  agrees  with  the  committee 
that  the  cervical  Papanicolaou  smear  be  taken  at  least 
yearly  and  more  often,  if  indicated,  and  commends  the 
recommendation  of  the  committee  to  lower  the  age  to 
include  all  sexually  active  females. 

This  committee  strongly  recommends  that  the  Medical 
Society  of  the  State  of  New  York,  the  State  Department 
of  Health,  and  the  various  voluntary  health  agencies 
cooperate  in  securing  the  introduction  and  passage  of  a 
stronger  anti-quackery  bill. 


The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Cardiovascular  Disease 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Cardiovascular 


Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  Westchester 

Charles  P.  Bailey,  M.D New  York 

Joseph  T.  Doyle,  M.D Albany 

Francis  L.  Giknis,  M.D Schenectady 

Abraham  Jezer,  M.D Bronx 


The  committee  met  this  year  following  its  usual  tele- 
phone conference  format.  One  of  the  major  items  that 
came  to  our  attention  was  a note  from  Walter  Mer- 
sheimer,  M.D.,  Chairman  of  the  Department  of  Surgery 
of  New  York  Medical  College.  Dr.  Mersheimer  was  pro- 
testing a letter  written  by  Peter  Rogatz,  M.D.,  of  the 
Associated  Hospital  Service.  In  this  letter,  dated  Feb-tf 
ruary  2,  1972,  Dr.  Rogatz  quotes  the  Inter-Society  Com-r> 
mission  for  Heart  Disease  Resources  as  follows: 

We  believe  the  smallest  practical  unit  to  qualify  as  r 
a cardiac  center  should  perform  four  to  six  cardiac  ! 
operations  with  extra-corporeal  circulation  weekly  . . . [I 
this  number  of  open  heart  operations  seems  necessary  « 
for  the  effective  use  of  personnel  and  equipment,  for 
the  provision  of  training  and  for  the  maintenance  of  • 
necessary  professional  skills. 

Dr.  Rogatz  also  states  that  A.H.S.,  as  well  as  the  study  I 
group,  recognizes  that  a qualified  cardiac  surgical  team  t 
may  start  with  a smaller  number  of  cases  if  a reasonable  f 
projection  indicates  that  the  minimum  case  load  willil 
soon  be  generated.  Dr.  Rogatz  goes  on  to  develop  thisil 
thesis  and  mentions  that  one  should  begin  to  anticipate  1 
this  problem  for  the  year  1973.  And  he  says,  in  his  fina 
paragraph,  about  funding,  “Accordingly,  it  seems  wise  tcil 
raise  this  question  with  you  before  our  staff  and  othei  j 
commitments  are  made  extending  into  1973.  I woulc 
appreciate  hearing  from  you  on  this  matter  at  your  earli 
est  convenience.” 

This  caused  quite  an  uproar  among  physicians  par 
ticularly  in  New  York  City  where  meetings  were  held  t(  • 
discuss  the  formation  of  splinter  groups.  Dr.  Mersheim 
er  suggested  that  this  be  brought  before  the  committe< 
and  this  was  done.  We  met  approximately  three  week: 
later,  on  the  10th  of  April.  It  was  the  opinion  of  the  com 
mittee  that,  in  essence,  two  statements  in  this  letter  wen 
felt  to  be  erroneous.  First,  the  number  quoted  of  “fron 
four  to  six  open  heart  operations  per  week”  is  unrealis 
tic.  Second,  and  more  important,  it  seemed  wrong  t> 
the  members  of  the  committee  for  a fiscal  intermediary 
such  as  the  Associated  Hospital  Service,  to  set  itself  u] 
as  a judge  for  standards  of  quality  in  medicine  or  surgery 
Accordingly,  we  communicated  with  Norman  S 
Moore,  M.D.,  and  we  received  two  written  communica 
tions  from  him.  Dr.  Moore  very  obligingly  agreed  t 
have  this  presented  to  the  Council.  We  were  pleased  t| 
hear  that  this  was  discussed  by  the  Council  at  its  meet 
ing  of  June  18,  1972.  Action  taken  by  the  Council  is  a 
follows: 

After  considerable  discussion,  it  was  recommende 
that  a letter  be  sent  by  Edward  Siegel,  M.D.,  Presi 
dent,  to  Dr.  Rogatz,  to  the  Commissioner  of  Healtr 
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and  to  the  A.H.S.  saying  that  this  matter  does  not  lie 
in  the  jurisdiction  of  the  Associated  Hospital  Ser- 
vice. 

I feel  very  pleased  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  acted  in  such 
prompt  fashion.  I think  it  is  unnecessary  for  physicians 
to  splinter  into  various  groups  with  all  the  attendant 
problems.  I am  also  mindful  of  the  fact  that  an  Ad  Hoc 
Committee  has  met  and  is  due  to  bring  in  a report  in 
September  of  this  year. 

We  hope  that  all  this  pressure  which  has  been  brought 
to  bear  on  A.H.S.  will  cause  Dr.  Rogatz  to  rescind  his 
letter  of  February  2nd,  and  we  confidently  expect  this 
outcome. 

Again,  may  I reiterate  my  two  objections  to  the  Rogatz 
letter — first,  the  number  is  unrealistic  (possibly  50-75 
open  heart  operations  a year  would  be  a realistic  figure, 
but  this  is  a personal  opinion  of  the  chairman);  and 
secondly,  and  even  more  important,  it  is  not  up  to  the 
fiscal  intermediary  to  set  standards  for  quality  of  care. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  reference  committee  heartily  commends  the 
strong  support  of  the  Medical  Society  in  promptly  call- 
ing to  the  attention  of  the  Associated  Hospital  Service 
that  it  is  not  up  to  the  fiscal  intermediaries  to  set  up 
standards  for  health  care  delivery; 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Data  Processing  in  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  following  are  members  of  the  Committee  on  Data 


Processing: 

William  A.  Bauman,  M.D.,  Chairman New  York 

William  J.  Burke,  M.D Westchester 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Michael  Moynihan,  M.D Clinton 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Edward  Vastola,  M.D Kings 

Charles  Weller,  M.D Westchester 

Sheldon  Zimberg,  M.D Rockland 

Philip  Aisen,  M.D.,  Advisor Bronx 

Mr.  Allan  C.  Anderson,  Advisor Monroe 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Donald  M.  Shapiro,  Ph.D.,  Advisor New  York 

Mr.  William  J.  Mueller,  Advisor Onondaga 


The  Committee  sponsored  the  Section  Meeting  on 
Data  Processing  at  the  1972  Convention  of  the  Medical 
Society  of  the  State  of  New  York. 

The  Committee  has  been  enlarged  to  represent  all 
major  medical  centers  in  the  State. 

We  have  reviewed  aspects  of  automation  that  deal 
with  patient  care  and  have  come  to  certain  pertinent 
conclusions.  Computers  have  proven  indispensable  in 
hospital,  financial  and  administrative  activities  and  in 


clinical  laboratories.  Special  applications,  such  as 
electrocardiographic  interpretation  and  patient  monitor- 
ing, improve  quality  care  at  reduced  costs. 

The  Committee  formally  requested  the  Committee  on 
State  Legislation  to  develop  specific  regulations  that  ex- 
tend privileged  and  confidential  statutes  to  include  pa- 
tient information  stored  in  computer  systems.  Such 
statutes  deal  with  the  liability  for  unauthorized  dis- 
closure of  data  by  those  who  have  access  to  medical 
information. 

We  are  also  interested  in  initiating  a proposal  for  stan- 
dardized insurance  forms  to  ease  the  physician’s  burden 
and  at  the  same  time  provide  consistent  information 
suitable  for  data  processing. 

Members  will  co-sponsor  a program  with  the  Section 
on  Pathology  at  the  1973  Annual  Convention.  We  have 
also  reviewed  some  shortcomings  of  existing  computer 
systems  and  are  available  for  consultation  concerning 
data  processing. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  reference  committee  has  read  this  report  with 
interest.  It  reemphasizes  the  request  of  the  committee 
that  specific  regulations  regarding  the  confidentiality  of 
records  must  be  maintained. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Disaster  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman  Queens 

William  G.  Abel,  M.D Suffolk 

Russell  Weaver  Greenhalgh,  M.D Onondaga 

Patrick  E.  O’Hara,  M.D.  Broome 


In  their  areas,  the  members  of  this  committee  have 
been  involved  with  the  advanced  training  of  ambulance 
attendants. 

Flooding  due  to  hurricane  Agnes  in  June,  1972,  point- 
ed up  the  validity  for  New  York  State  to  establish  an 
arm  of  government  having  as  its  primary  function  Civil 
Defense  Preparedness  to  provide  early  warning  and 
coordinate  all  related  efforts.  An  excellent  pictorial 
review  entitled  “Flood”  is  published  by  W.  H.  Green- 
how  Company,  Box  520,  Hornell,  New  York  14843 
($1.25).  The  1972  annual  report  of  the  committee  re- 
ferred to  the  assignment  of  Civil  Defense  responsibility 
as  added  duties  of  several  administrative  branches  of 
the  New  York  State  government,  upon  the  abolition  of 
the  Civilian  Defense  Commission. 

The  House  of  Delegates  will  be  requested  to  ask  for 
legislation  to  establish  a Civil  Defense  Preparedness 
Agency  in  the  State  of  New  York.  Previously,  requests 
were  made  for  measures  to  control  Woodstock  type  af- 
fairs, and,  later  for  the  one  day  festivity  of  similar 
character.  Such  legislation  has  been  enacted. 

The  Chairman  was  invited  to  attend  the  New  York 
State  Emergency  Health  Services  Workshop,  Novem- 
ber 20th-21st,  at  the  United  Nations  in  New  York  City, 
and  to  address  the  assembly.  Reference  was  made  to 
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the  outstanding  operations  conducted  by  the  New  York 
State  Department  of  Health  during  the  greatest  natu- 
ral disaster  in  United  States  history,  caused  by  hurri- 
cane Agnes.  For  flood-sensitive  areas,  it  was  recom- 
mended that  emergency  departments,  supplies,  equip- 
ment, electric  cable  input,  and  generator  be  located  well 
above  potential  flood  water  levels.  With  respect  to  air- 
plane disasters,  it  was  emphasized  that  medical  condi- 
tions, as  contrasted  to  burns  and  trauma,  might  pre- 
dominate. 

One  item  that  interested  the  Director  of  Emergency 
Health  Services  of  the  United  States  Department  of 
Health,  Education,  and  Welfare  was  an  improvement  of 
concern  to  New  York  City  physicians  who  call  911  for 
emergency  ambulance  service.  The  operator  immedi- 
ately transfers  the  physician  to  a medical  dispatcher, 
so  that  he  states  his  needs  only  once  to  this  knowledge- 
able individual,  and,  can  quickly  return  to  the  urgent 
care  of  his  patient.  This  small,  vital  improvement  for 
the  seriously  ill  patient,  may  be  recommended  nation- 
wide. 

An  editorial  on  the  handling  of  the  June  disaster 
hurricane  by  the  New  York  State  Health  Department 
appeared  in  the  November  15  issue  of  the  New  York 
State  Journal  of  Medicine. 

Respectfully  submitted 

Irving  G.  Frohman,  M.D. , Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  reference  committee  supports  the  recommenda- 
tion of  this  committee  for  reactivation  of  the  Civil  De- 
fense Preparedness  Agencies  in  New  York  State,  to  cope 
with  emergencies  that  may  arise  such  as  the  disastrous 
floods  in  1972. 

The  need  for  emergency  telephone  numbers  such  as 
911  used  in  New  York  City,  Buffalo,  and  elsewhere  was 
stressed  and  widespread  establishment  of  such  programs 
should  be  encouraged. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Family  Physicians 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Family  Physicians 
are  as  follows: 


Samuel  Wagreich,  M.D.,  Chairman Bronx 

Max  Cheplove,  M.D Erie 

G.  Alex  Galvin,  M.D Tompkins 

George  G.  Hart,  M.D Essex 

William  L.  Ladue,  M.D.  Clinton 

Joseph  F.  Palmieri,  M.D. Suffolk 


This  has  been  an  active  and  productive  year  for  the 
committee  and  the  New  York  State  Academy  of  Fami- 
ly Physicians. 

Significant  activities  have  been  directed  towards  al- 
leviating the  “alleged”  shortage  and  maldistribution  of 
family  physicians  in  the  rural  and  underprivileged 
areas  of  New  York  State;  New  York  City  reports  a re- 
duction of  20-30  per  cent  in  the  number  of  primary 
physicians  in  the  last  decade  with  an  average  age  of 
practicing  primary  physicians  of  50-55  years.  Toward 


this  end,  we  have  redoubled  our  efforts  to  strengthen 
Departments  of  Family  Practice  in  State  supported 
medical  schools  and  have  encouraged  the  formation  of 
such  departments  in  other  medical  schools  and  volun- 
tary hospitals.  Our  public  relations  have  been  aug- 
mented by  interviews  on  radio,  television  and  the 
press,  and  there  has  appeared  a favorable  response 
from  the  media  on  the  needs  for  more  family  physi- 
cians; legislators  and  educators  have  indicated  a grow- 
ing awareness  and  interest,  as  young  people,  because  of 
their  motivation,  are  encouraged  and  exposed  to  family 
practice. 

The  preceptorship  program,  through  generous  contri- 
butions from  Merck,  Sharpe,  and  Dohme  and  the  Re- 
search and  Education  Foundation  of  the  New  York 
State  Academy  of  Family  Physicians  has  provided  for 
the  exposure  of  thirty  students  in  family  practice  this 
year,  a most  desirable  and  successful  indoctrination 
and  experience.  The  legislative  efforts  have  been  in- 
tegrated with  the  legislative  program  of  the  NYSAFP, 
the  Medical  Society  of  the  State  of  New  York, 
and  with  lay  organizations.  Since  we  are  ever  mindful 
of  legislative  needs  and  the  health  care  needs  of  the 
communities,  interest-free  loans,  scholarships,  curricula 
in  family  practice,  and  funding  for  preceptorship  pro- 
grams and  family  practice  departments  are  being 
planned. 

Our  continuing  education  program  with  the  coopera- 
tion of  the  State  Medical  Society’s  Committee  on  Con- 
tinuing Education  continues  unabated  and  is  well  re- 
ceived. 

We  are  stimulating  the  formation  of  family  practice 
clubs  where  students  and  their  wives  may  have  oppor- 
tunities to  meet  socially  with  family  physicians. 

Over  220  members  of  the  State  Academy  have 
passed  the  Boards  in  Family  Practice.  This  is  an  ad- 
ditional incentive  for  joining  the  ranks  of  family 
physicians.  On  September  26,  1972,  at  the  Felt  Forum 
at  Madison  Square  Garden,  some  five  hundred  of  our 
members  were  inducted  as  “Fellows  of  the  Academy”  ; 
at  a special  convocation  of  the  American  Academy  of 
Family  Physicians  together  with  3,500  family  physi- 
cians from  all  parts  of  the  U.S. 

We  continue  to  support  the  Student  American  Medi- 
cal Association-Meco  Program  with  enthusiasm  and 
success. 

We  are  engaged  in  continuing  negotiations  with  the 
State  authorities  to  strengthen  the  Medicaid  Program 
and  update  and  liberalize  the  fee  schedule. 

We  anticipate  finalizing  the  recognition  of  Family 
Physician  ratings  in  the  Workmen’s  Compensation  pro- 
gram and  Relative  Value  Scale  schedule  of  fees  as  we 
continue  to  receive  the  active  support  of  MSSNY  and 
Max  N.  Howard,  M.D.,  Director  of  Medical  Services. 

Bulletin  259-Associated  Hospital  Service  has  become 
a reality  and  as  we  strengthen  our  efforts  to  provide 
parallel  coverage,  we  are  pleased  to  note  that  United 
Medical  Service  is  moving  with  all  deliberate  speed  to 
provide  this  coverage  for  its  subscribers. 

As  a committee  of  MSSNY,  we  continue  to  maintain 
close  liaison  with  the  Academy  of  Family  Physicians  in 
these  areas:  our  legislators,  educators,  medical  schools 
and  allied  professions,  family  practice  and  residency 
programs,  and  the  media  of  information  with  the 
knowledge  that  an  enlightened  public  and  membership 
are  prime  requisites  for  the  successful  delivery  of  good 
health  care. 


1 544  New  York  State  Journal  of  Medicine  / June  1 , 1 973 


As  primary  physicians,  we  are  pleased  at  our  contin- 
ued good  relationship  with  Hollis  S.  Ingraham,  M.D., 
Commissioner  of  the  New  York  State  Department  of 
Health,  and  his  loyal  staff.  We  believe  that  close  co- 
operation between  the  State  Health  Department  and 
medicine  is  indispensible  to  preserve  and  maintain  the 
public  health. 

Professional  medical  liability  insurance  is  an  ever 
deepening  concern  of  ours,  as,  in  concert  with  the  Acad- 
emy, we  seek  means  of  strengthening  our  plan  by  re- 
ducing claims,  costs,  and  settlements — we  will  continue 
to  study  other  plans  as  we  review  past  experience,  re- 
serves, and  our  entire  program  of  professional  liability 
insurance. 

We  are  proud  that  so  many  family  physicians  have 
involved  themselves  in  communal  and  public  activities 
as  well  as  local  county  medical  societies  and  district 
branches,  providing  leadership  as  representatives  of 
medicine.  Almost  sixty  family  physicians  served  as 
delegates  to  the  House  of  Delegates  of  MSSNY  at  its 
last  meeting,  actively  participating  in  the  deliberations 
and  decision  making  of  this  important  body.  They 
serve  with  distinction  on  many  of  the  MSSNY  com- 
mittees as  well. 

We  are  pleased  to  join  with  the  American  Academy 
of  Family  Physicians  in  honoring  Henry  I.  Fineberg, 
M.D.,  Executive  Vice-President  of  MSSNY,  with  a 
“Certificate  of  Meritorious  Service,”  presented  to  him 
by  the  President  of  that  national  body,  Jerome  Wild- 
gen,  M.D.,  at  the  annual  banquet  of  the  New  York 
State  Academy  of  Family  Physicians,  the  Concord 
Hotel,  May,  1972,  for  his  contributions  on  behalf  of 
family  practice  and  organized  medicine. 

We  believe  in  strong  active  communications  with  the 
Academy,  AMA,  government,  State  and  municipal 
agencies,  and  all  third  parties.  We  request  prelimi- 
nary discussions  and  consultations  which  concern  med- 
icine and  the  public;  we  favor  high  standards  for  medi- 
cal performance  and  deplore  quackery  and  incompe- 
tence. We  will  continue  to  study  foundations  and  peer 
review,  HMO’s  and  various  innovations  in  health  care 
delivery. 

As  a committee  of  MSSNY,  we  are  grateful  to  its  of- 
ficers, Council,  delegates  and  staff,  as  well  as  the  Com- 
mission on  Public  Health  and  Education  and  its  Chair- 
man, Richard  D.  Eberle,  M.D.,  and  to  the  Director  of 
Scientific  Activities,  Norman  S.  Moore,  M.D.,  for  their 
continued  support  and  untiring  efforts  in  behalf  of 
Family  Physicians.  Their  help  provides  encourage- 
ment and  support  to  our  committee. 

The  committee  notes  with  interest  that  Health  Edu- 
cation, and  Welfare  under  the  Comprehensive  Health 
Manpower  Training  Act  of  1971  has  awarded  grants  to- 
taling nearly  5 million  dollars  to  52  nonprofit  hospitals, 
to  be  used  in  the  development,  expansion  or  improve- 
ment of  approved  residency  training  programs  in  family 
medicine. 

In  New  York  State  the  following  hospitals  have  re- 
ceived such  grants:  Highland  Hospital,  Rochester; 

Deaconess  Hospital,  Buffalo;  Charles  S.  Wilson  Memo- 
rial Hospital,  Johnson  City;  and  Lutheran  Medical  Cen- 
ter, Brooklyn. 

Respectfully  submitted, 

Samuel  Wagreich,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 


AND  EDUCATION:  The  following  report  was  presented  by 
Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  reference  committee  again  endorses  and  en- 
courages the  education  of  primary  care  physicians  es- 
pecially through  the  preceptorship  programs  which 
have  been  growing  yearly. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Forensic  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows: 

Milton  Helpern,  M.D.,  Chairman New  York 

John  F.  Edland,  M.D Monroe 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Arthur  A.  Stein,  M.D Albany 

Robert  Sullivan,  M.D Schenectady 


The  ninth  Annual  Symposium  on  Forensic  Sciences 
was  held  on  Friday,  April  14,  Saturday,  April  15,  and 
Sunday,  April  16,  1972.  This  symposium  was  spon- 
sored by  the  Institute  of  Forensic  Medicine  of  New 
York  University  and  the  City  of  New  York,  the  Medical 
Society  of  the  State  of  New  York,  the  Dental  Society  of 
the  State  of  New  York,  and  the  New  York  State  De- 
partment of  Health. 

Approximately  300  registrants  attended  the  three- 
day  symposium.  In  the  group  were  coroners,  medical 
examiners,  and  law  enforcement  officers  representing 
legal  medical  centers  in  15  different  states,  and  Toron- 
to, Ontario,  Canada;  Montreal,  Quebec,  Canada;  Brus- 
sels, Belgium;  and  St.  Thomas,  Virgin  Islands.  The 
meeting  was  extremely  successful  and  we  have  received 
messages  praising  the  sessions. 

A subscription  dinner  in  honor  of  Dr.  Helpern’s  70th 
birthday  was  held  at  the  Waldorf-Astoria  Hotel  on  Fri- 
day night,  April  14,  and  was  attended  by  approximate- 
ly 900  persons.  One  hundred  persons  were  turned 
away  because  of  lack  of  space. 

He  received  four  Festschrifts  as  follows; 

A book,  Forensic  Medicine:  The  State  of  the  Art,  by 
students  and  colleagues  arranged  by  Michael  M. 
Baden,  M.D.,  published  by  Appleton-Century- 
Crofts,  New  York  1972,  edited  by  David  Stires; 

New  York  State  Journal  of  Medicine,  April  1972, 
edited  by  William  Hammond,  M.D.; 

Journal  of  Forensic  Sciences,  October  1972,  edited  by 
Morton  F.  Mason,  M.D.; 

Album  of  Former  Trainees  from  Abroad,  arranged  by 
Yong-Myun  Rho,  M.D. 

There  were  about  60  people  at  a buffet  dinner  on 
Saturday  night  in  the  Snow  Dining  Room  of  the  New 
York  University  Medical  School. 

We  are  deeply  grateful  to  the  Medical  Society  of  the 
State  of  New  York  and  to  the  New  York  University 
School  of  Medicine,  which  made  available  the  excellent 
facilities  of  the  medical  center  and  its  large  auditorium 
for  the  three-day  symposium  in  Forensic  Medicine. 

The  Committee  on  Forensic  Medicine  met  on  May 
22,  1972,  at  10:00  A.M.  at  MSSNY  Headquarters,  Lake 
Success,  New  York. 

Dr.  Edland,  who  is  chief  medical  examiner  of  Mon- 
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roe  County,  stated  at  a meeting  of  the  committee  last 
year  that  he  was  completely  satisfied  with  the  arrange- 
ment in  his  county  by  which  the  medical  examiner  is 
accountable  budgetwise  to  a subdivision  of  the  State 
Health  Department.  This  fiscal  responsibility  to  the 
State  stems  from  the  fact  that  the  medical  examiner’s 
office  receives  a 50  per  cent  reimbursement  of  its  bud- 
get from  the  State  Health  Department,  without  which 
the  office  would  not  be  adequately  funded.  He  said  he 
had  had  no  interference  in  his  work  from  the  local 
Health  Department  through  which  the  State  funds  for 
reimbursement  were  channeled.  Dr.  Edland  has 
agreed  to  explore  the  possibility  of  grouping  the  adja- 
cent counties  with  Monroe  County  as  a district  under  a 
Medical  Examiner  System;  each  county  to  assume  a 
proportional  share  of  the  overall  cost  under  such  an  ar- 
rangement, and  to  report  back  to  the  committee  as  to 
its  feasibility. 

Dr.  Helpern  and  the  committee  commended  Dr.  Ed- 
land for  the  excellent  manner  in  which  he  handled  the 
cases  from  an  adjacent  county  during  the  Attica  prison 
riot,  in  Wyoming  County,  which  was  without  adequate 
facilities. 

The  chairman  expressed  some  dissatisfaction  with 
the  results  of  a questionnaire  sent  to  county  coroners, 
medical  examiners,  and  health  officers  in  the  various 
counties  in  New  York  State  requesting  information 
about  activities,  case  load,  budget,  and  other  items 
pertaining  to  the  official  investigation  of  sudden,  medi- 
cally unattended,  suspicious,  violent,  and  unusual 
deaths,  in  their  respective  counties.  From  the  answers 
received,  it  is  evident  that  many  cases  that  should  be 
reported  and  investigated  are  not  brought  to  their  at- 
tention. The  following  will  be  introduced  by  the  New 
York  Delegation  at  the  next  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association  at  the 
Clinical  Session  in  Cincinnati  in  November,  1972: 

Background  information  and  a resolution  calling 
for  needed  improvement  of  official  medicolegal  in- 
vestigation of  deaths  throughout  the  country. 

An  increasing  number  of  state,  county,  and  city 
jurisdictions  throughout  the  country  have  effected 
changes  to  improve  the  system  and  performance  of 
official  investigations  into  the  circumstances  and 
causes  of  sudden  unexplained,  suspicious,  violent 
and  unusual  deaths.  Nevertheless,  recent  publicized 
fatalities  in  different  localities  in  which  such  official 
investigations  were  inadequately  carried  out  continue 
to  point  up  the  need  for  improvement  in  these  proce- 
dures. Numerous  other  unpublicized  cases  reveal 
serious  shortcomings  in  the  quality  of  such  investiga- 
tions or  failure  to  investigate  at  all.  These  cases  be- 
come glaringly  evident  when  the  deaths  come  up  for 
consideration  during  criminal  and  civil  court  pro- 
ceedings. Many  deaths  go  unrecognized  and  are  not 
reported  or  are  not  accepted  for  official  inquiry,  with 
the  possibility  of  a miscarriage  of  justice. 

There  is  great  need  in  many  jurisdictions  to  im- 
prove official  investigations  of  deaths,  especially 
those  components  which  require  the  expertise  of  the 
forensic  pathologist.  Effective  procedures  must  pro- 
vide for:  the  recognition  of  deaths  which  are  report- 
able;  the  required  acceptance  of  such  deaths  for  ad- 
equate postmortem  investigation;  the  inclusion  of 
competently  performed  and  documented  autopsies 
and  ancillary  examinations  when  the  circumstances 


make  it  advisable;  and  the  preparation  of  adequate 
reports  and  their  transmittal  to  other  appropriate 
agencies  for  information  and  action.  There  must  be 
close  rapport  with  medical,  legal,  law  enforcement, 
public  health,  and  judicial  agencies. 

The  responsibility  of  the  forensic  pathologist, 
whether  in  the  capacity  of  a medical  examiner  or 
under  the  jurisdiction  of  a coroner,  must  be  continu- 
ous and  not  fragmentary.  At  present  this  overall  re- 
sponsibility is  not  fully  appreciated  by  many  quali- 
fied pathologists  and  other  physicians  who  are  called 
upon  to  do  this  important  work,  and  the  best  results 
are  not  obtained.  This  is  against  the  public  interest. 

In  view  of  the  foregoing  statement  the  following 
resolution  is  proposed  by  the  New  York  Delegation: 

Resolved,  that  the  American  Medical  Association, 
in  recognition  of  the  present  upevenness  and  inade- 
quacy of  official  medicolegal  investigation  of  deaths 
in  many  jurisdictions  of  the  country,  recommend  to 
the  state  medical  societies  that  they  make  a compre- 
hensive study  of  the  problem  in  their  own  state  juris- 
dictions and  take  appropriate  action  to  bring  about 
an  improvement  in  the  present  situation  in  the  public 
interest  and  for  the  fair  administration  of  justice;  and 
be  it  further 

“ Resolved , that  copies  of  this  resolution  be  sent  to 
the  presidents  and  secretaries  of  state  medical  so- 
cieties, to  the  American  Bar  Association,  the  National 
Association  of  Medical  Examiners,  and  the  National 
Association  of  Coroners.” 

Dr.  Stein  described  some  of  the  experience  gathered 
at  the  Albany  Medical  Center  Hospital  in  documenting 
gross  and  microscopic  pathology  for  the  development  of 
a machine-readable  document.  The  need  for  such  a 
standardized  record  for  all  cases  performed  by  medical 
examiners  and  coroners  throughout  the  State  was  dis- 
cussed at  great  length.  Its  development  would  make 
available  cumulative  information  for  community  bene- 
fit and  provide  for  the  accumulation  of  epidemiologic 
data  throughout  the  State. 

The  development  of  a medical  examiner  data  bank 
was  discussed. 

This  type  of  information  would  have  multiple  uses 
and  could  be  interdigitated  with  other  stored  data. 
The  demands  of  such  records  could  also  serve  to  im- 
prove and  standardize  the  minimum  information  and 
procedures  to  be  performed  in  these  types  of  cases. 
Opportunites  for  educational  feedback,  peer  review 
and  other  activities  are  also  apparent. 

The  chairman  recommended  that  Dr.  Stein  canvas 
other  medical  examiners  in  the  State  and  country  in  an 
effort  to  evaluate  the  existing  systems  prior  to  the  de- 
velopment of  a program  suitable  to  our  needs. 

Dr.  Lukash  stated  that  all  autopsy  information  in 
Nassau  County  is  put  through  the  computer.  The 
questionnaires  used  are  detailed  and  if  properly  filled 
out  give  a clear  picture  of  all  phases  of  the  individual 
case.  The  information  is  first  checked  on  a coding 
sheet,  then  processed  by  an  employee  trained  in  coding 
this  information  on  computer  cards — and  if,  for  in- 
stance, it  is  necessary  to  know  how  many  cases  died  by 
poisonous  gas,  alcohol,  barbiturates,  and  so  on — the 
cards  are  run  through  a machine  and  in  that  way  de- 
tailed information  regarding  age,  color,  sex,  and  all 
other  pertinent  data  becomes  available.  The  most  im- 
portant need  for  this  operation  is  a competent  em- 
ployee to  code  the  information  from  the  original  sheets. 
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Dr.  Lukash  will  forward  the  forms  used  by  the  office 
of  the  medical  examiner  in  Nassau  County  to  the 
members  of  the  committee  for  evaluation  and  criti- 
cism. 

The  10th  Annual  Symposium  on  Forensic  Sciences 
for  1973  will  be  held  on  Friday,  April  13,  and  Saturday, 
April  14th,  1973.  There  will  be  a dinner  and  scientific 
session  following  the  Saturday  session  from  6:00  to 
10:00  P.M. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  reference  committee  urges  all  counties  to  change 
over  to  the  medical  examiner  system  either  on  a county 
or  regional  basis. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Health  Care  Technology 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health  Care  Tech- 


nology are  as  follows: 

Charles  Weller,  M.D.,  Chairman Westchester 

Leo  Gitman,  M.D Kings 

Ralph  E.  Schlossman,  M.D.  Queens 

Robert  E.  Westlake,  M.D.  Onondaga 

Donald  K.  Binder,  M.D.,  Adviser  Albany 


The  Committee  has  submitted  “Guidelines  for  the 
Development  of  Acceptable  Multiphasic  Health  Test- 
ing Programs”  and  the  “Statement  on  Legal  Responsi- 
bility of  Physicians  for  Unsolicited  Reports”  which 
have  been  approved  by  the  Council  and  subsequently 
published  in  the  Journal.  The  former  document 
served  as  a basis  for  the  policy  statement  on  Automat- 
ed Multiphasic  Health  Testing  passed  by  the  House  of 
Delegates  of  the  American  Medical  Association.  This 
has  proven  to  be  an  example  of  activities  started  at  the 
grass  roots  level  (in  Westchester  County)  and  going  all 
the  way  upward  to  the  national  level. 

Dr.  Binder,  Adviser  to  the  Committee  from  the  State 
Department  of  Health,  submitted  amendments  to  the 
State  Hospital  Code,  effective  April  5,  1972,  regarding 
Multiphasic  Health  Screening.  The  committee  spent 
a good  deal  of  time  going  over  these  changes  and  pre- 
sents them  in  its  report  as  they  have  not  received  wide 
dissemination  up  to  this  time. 

Provisions  of  the  State  Hospital  Code  are  as  follows: 

Pursuant  to  the  authority  vested  in  the  State  Hospi- 
tal Review  and  Planning  Council  by  Section  2803  of 
the  Public  Health  Law,  Subchapter  A of  Chapter  V 
of  Title  10  (Health)  of  the  Official  Compilation  of 
Codes,  Rules  and  Regulations  of  the  State  of  New 
York  is  hereby  amended  as  hereinafter  indicated: 

CHAPTER  V 
State  Hospital  Code 
SUBCHAPTER  A 
General  Provisions 
PART  700 
General 

(Statutory  authority:  Public  Health  Law,  S 2803) 


Subdivision  (a)  of  Section  700.2  is  hereby  amended  by 
adding  new  paragraph  ( 13)  to  read  as  follows: 

(13)  Independent  out-of-hospital  multiphasic 
health  screening  facility  shall  mean  an  article  28  fa- 
cility wherein  a battery  of  tests  is  performed  for  the 
purpose  of  discovering  the  presence  or  absence  of 
clinical  findings  which  may  be  indicators  of  early 
disease  and  which  may  provide  physicians  with  a 
baseline  of  clinical  data  useful  in  the  medical  care 
and  follow  up  of  patients. 

The  foregoing  amendment  contained  in 
Subchapter  A of  Chapter  V,  to  be 
effective  upon  approval  of  the  State 
Commissioner  of  Health  and  filing  with 
the  Secretary  of  State,  was  adopted  at 
a meeting  of  the  State  Hospital  Review 
and  Planning  Council  held  on  March  16,  1972 


Executive  Secretary,  State  Hospital  Review 

and  Planning  Council 

Pursuant  to  the  authority  vested  in  the  State  Hospi- 
tal Review  and  Planning  Council  by  Section  2803  of 
the  Public  Health  Law,  Subchapter  A of  Chapter  V 
of  Title  10  (Health)  of  the  Official  Compilation  of 
Codes,  Rules  and  Regulations  of  the  State  of  New 
York  is  hereby  amended  as  hereinafter  indicated: 

CHAPTER  V 
State  Hospital  Code 
SUBCHAPTER  A 
General  Provisions 
PART  703 

AMBULATORY  SERVICES 

(Statutory  authority:  Public  Health  Law,  S 2803) 

Sec. 

703.1  Applicability 

703.2  General  standards 

703.3  Medical  service  plan 

703.4  Extension  clinics 

703.5  Multiphasic  health  screening 

facilities 

A new  section  703.5  is  added  to  read  as  follows: 

703.5  Multiphasic  health  screening  facilities,  (a) 
The  requirements  of  section  703.3  of  this  Part  with 
respect  to  submission  of  a medical  service  plan  shall 
not  apply  to  a multiphasic  health  screening  facility. 

(b)  A multiphasic  health  screening  facility  shall 
have  an  affiliation  with  a backup  medical  facility. 
The  affiliation  agreement  between  a screening  and  a 
backup  facility  shall  be  in  writing  and  the  responsi- 
bilities of  these  facilities  shall  be  clearly  stated. 

(c)  Mobile  health  screening  units  shall  be  either  an 
extension  of  an  established  and  certified  medical  fa- 
cility or  have  an  affiliation  with  a certified  medical 
facility  or  an  organized  medical  facility  acceptable  to 
the  commissioner. 

(d)  The  geographic  area  to  be  served  shall  be  des- 
ignated. 

(e)  Services  provided  shall  be  under  the  supervi- 
sion of  a currently  licensed  physician. 

(f)  Services  shall  be  provided  only  to  persons  re- 
ferred by  a practicing  physician,  except  in  a case 
where  the  screening  facility  is  under  the  auspices  of  a 
general  hospital  or  an  independent  out-of-hospital 
health  facility  which  has  been  certified  by  the  de- 


June  1 , 1 973  / New  York  State  Journal  of  Medicine  1 547 


partment,  a public  health  agency,  or  a health  insur- 
ance group  or  plan  approved  by  the  Superintendent 
of  Insurance. 

(g)  The  components  of  any  battery  of  tests  to  be 
performed  shall  be  tailored  to  the  population  to  be 
screened  and  each  proposed  screening  facility  shall 
present  justifications  for  the  tests  offered. 

(h)  All  findings  of  screening  tests  performed  shall 
be  provided  in  writing  to  the  referring  physician  or 
agency  making  the  referral. 

The  foregoing  amendment  contained  in 
subchapter  A of  Chapter  V,  to  be 
effective  upon  approval  of  the  State 
Commissioner  of  Health  and  filing  with 
the  Secretary  of  State  was  adopted  at 
meeting  of  the  State  Hospital  Review 
and  Planning  Council  held  on  March  16, 

1972. 


Executive  Secretary,  State  Hospital  Review 
and  Planning  Council 

The  committee  felt  that  these  provisions  are  general- 
ly good  and  that  their  intent  is  to  assure  effective  pro- 
grams of  high  quality.  However,  it  appears  that  they 
are  too  restrictive  and  in  some  instances,  not  practical 
and  need  further  clarification  in  some  details,  i.e.  703.5 
b;  c;  f;  g. 

These  standards  were  developed  by  the  New  York 
State  Health  Department  unilaterally,  based  on  the 
“Guidelines”  developed  by  this  Committee,  without 
discussion  with  this  committee.  The  committee  rec- 
ommended that  we  wait  and  see  how  practical  these 
standards  are  after  applications  for  certification  have 
been  received  by  the  Health  Department  of  the  State 
of  New  York.  It  was  also  recommended  that  any 
changes  by  the  Health  Department  of  these  standards 
be  made  after  consultation  with  this  committee. 

The  committee  agreed  that  advanced  health  care 
technology  has  pointed  up  the  importance  of  keeping 
adequate  transferable  medical  records  to  improve  the 
quality  of  medical  care.  The  “problem  oriented”  ap- 
proach was  noted  to  be  in  increasing  demand.  This 
will  be  studied  in  the  future. 

Respectfully  submitted, 

Charles  Weller,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Katharine  L.  Friedmann,  M.D.,  chairman. 

The  report  of  the  Committee  on  Health  Care  Tech- 
nology again  points  out  the  unilateral  action  of  the  New 
York  State  Department  of  Health  in  establishing  stan- 
dards for  health  care  without  prior  consultation  with  the 
appropriate  committees. 

The  reference  committee  strongly  agrees  with  the 
committee  in  condemning  this  action. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Health  Manpower  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 
are  as  follows: 


Stephen  W.  Blatchly,  M.D.,  Chairman  Tompkins 

Myron  E.  Carmer,  M.D Wayne 

Robert  V.  Schatken,  M.D Delaware 

Leonard  J.  Schiff,  M.D Clinton 

Leo  J.  Swirsky,  M.D Kings 

Irving  J.  Thorne,  M.D New  York 

Leonard  Weitzman,  M.D Suffolk 

Robert  B.  Wallace,  M.D Oneida 

Franklyn  B.  Amos,  M.D.,  Adviser Albany 

Edward  D.  Coates,  M.D.,  Adviser Albany 


The  committee  held  a meeting  in  June  under  its  newly, 
appointed  chairman.  The  committee  first  reviewed  the 
report  to  the  Council  by  Norman  S.  Moore,  M.D.,  on 
September  15,  1971.  We  found  the  report  very  informa- 
tive for  our  deliberations.  It  was  noted  that  eleven  coun- 
ties are  presently  participating  in  the  physician  scholar- 
ship program.  Further  attempts  will  be  made  to  contact 
local  students  who  are  in  medical  schools  and  refer  them 
to  their  local  county  medical  societies. 

The  committee  discussed  the  AMA  report  of  the  Coun- 
cil on  Medical  Education  dealing  with  the  “Essentials  of 
an  Approved  Educational  Program  for  the  Assistant  to 
the  Primary  Care  Physician.”  It  was  felt  that  this 
should  be  used  as  the  basic  guidelines  for  New  York 
State  in  developing  its  program.  At  the  present  time  the 
New  York  Education  Department  has  not  certified  any 
physician’s  assistant  as  yet,  but  would  probably  certify 
anyone  who  had  finished  an  approved  program.  The 
problem  of  equivalency  training  would  be  dealt  with  on 
an  individual  basis.  The  problem  of  malpractice  is  still 
unsettled. 

The  report  of  the  New  York  State  Department  of 
Health,  April,  1972,  was  reviewed.  This  is  apparently  a 
preliminary  review  of  possibilities,  and  without  further 
information,  the  committee  felt  that  we  could  not  act  on 
the  report. 

We  reviewed  the  Nurse  Midwife  program.  As  you 
know,  this  is  an  ongoing  program  in  New  York  City  with 
courses  available  at  Columbia  and  NYU.  There  is  also  a 
national  certification  exam  available.  This  is  now 
State  law  and  the  Public  Health  Council  will  be  asked  to 
set  up  guidelines  for  licensing.  One  question  arose  as  to 
the  difference  between  a Nurse  Midwife  and  a Special- 
ist’s Assistant. 

The  committee  requested  the  MSSNY  Council  to  con- 
tact each  medical  school  in  New  York  State,  excluding 
New  York  City,  for  a list  of  students  from  any  county  in 
New  York  so  that  the  respective  county  medical  society 
could  be  notified. 

The  committee  also  requested  that  the  Council  ex- 
plore obtaining  representation  on  the  State  Advisory 
Committee  on  Health  Manpower,  especially  for  filling 
vacancies.  It  was  also  felt  that  the  Council  should  re- 
quest the  Health  Department  to  notify  in  advance,  and 
seek  the  advice  of,  MSSNY  before  changes  in  rules  and 
regulations  of  the  Commissioner,  amendments  of  the 
Hospital  Code,  amendments  to  the  Sanitary  Code,  and 
rules  and  regulations  that  affect  the  practice  of  medi-  , 
cine. 

Respectfully  submitted. 

Stephen  W.  Blatchly,  M.D.,  Chairman 

Health  Manpower  (Supplementary)* 

To  the  House  of  Delegates,  Gentlemen: 

The  purpose  of  this  communication  is  to  inform  the 
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membership  of  the  Society  of  the  position  of  the  Society 
relative  to  physician’s  assistants.  The  terms  used  in  the 
New  York  State  Education  and  Public  Health  Laws  are 
“Physician’s  Associate”  and  “Specialist’s  Assistant” 
to  designate  special  categories  of  physician’s  assistants. 
Our  suggested  guidelines  for  employment  and  use  of 
these  two  categories  of  physician’s  assistants  is  in  accord 
with  the  present  wording  of  the  law.  Your  Society  is 
presently  studying  this  law  and  will  make  recommenda- 
tions for  change  to  the  Legislature. 

We  subscribe  to  the  definition  of  the  term  physician’s 
assistant  as  recommended  by  the  Council  on  Health 
Manpower  of  the  American  Medical  Association  in  1970 
which  states: 

The  physician’s  assistant  is  a skilled  person  qualified 
by  academic  and  practical  training  to  provide  patient 
services  under  the  supervision  and  direction  of  a li- 
censed physician  who  is  responsible  for  the  per- 
formance of  that  assistant. 

The  concept  of  the  physician’s  assistant  to  whom  phy- 
sician functions  are  delegated  is  not  new.  Physicians 
have  been  delegating  medical  work  of  all  kinds  to  nurses 
and  other  office  assistants  for  years.  What  is  new  is  to 
legally  authorize  the  delegating  of  such  duties  to  a new 
category  of  health  personnel  whose  training  will  qualify 
them  to  perform  services  which  extend  the  physician’s 
capabilities  in  the  preventive,  diagnostic,  and  thera- 
peutic management  of  his  patients. 

New  York  State  Legislation.  The  1971  Legislature 
amended  the  Education  Law  and  the  Public  Health  Law 
to: 

1.  Require  the  registration  of  “physician’s  as- 
sociates” and  “specialist’s  assistants.”  These  terms 
have  been  further  defined  by  regulation  of  the  State 
Commissioner  of  Health. 

2.  Permit  the  performance  of  medical  duties  by 
physician’s  assistants  but  only  when  under  the  super- 
vision of  a designated  licensed  physician  who  must 
notify  the  Education  Department  of  the  employment 
or  discharge  of  his  “physician’s  associate”  or 
“specialist’s  assistant.” 

3.  Approve  formal  training  programs  whose  grad- 
uates will  be  eligible  for  registration  as  “physician’s 
associates”  or  “specialist’s  assistants.” 

4.  Stipulate  the  conditions  of  employment  and 
supervision  of  “physician’s  associates”  or  “spe- 
cialist’s assistants.” 

Employment.  A physician  may  employ  no  more  than 
two  currently  registered  physician’s  associates  and  two 
specialist’s  assistants  in  his  private  practice.  The  physi- 
cian must  notify  the  Department  of  Education  of  the  em- 
ployment or  discharge  of  a physician’s  associate  or  spe- 
cialist’s assistant. 

A hospital  may  employ  physician’s  assistants  but  must 
designate  the  physician  who  will  supervise  them.  Not 
more  than  6 hospital-employed  physician’s  assistants 
may  be  supervised  by  one  physician.  The  hospital  must 
designate  in  writing  the  physician  responsible  for  super- 
vising each  physician’s  associate  or  specialist’s  assistant. 

The  conditions  of  employment  is  a matter  of  contrac- 
tual arrangement  between  employer  and  employee.  In  a 
hospital,  the  contractual  agreement  is  between  the  hos- 
pital, as  employer,  and  the  physician’s  assistant  as  em- 
ployee. The  supervising  physician  remains  medically 
responsible  for  duties  performed  by  his  assistant. 

It  is  recommended  that  physicians  make  formal  con- 


tractual agreements  including  terms  of  salary,  hours  of 
work,  fringe  benefits,  employer-employee  relationship, 
possession  of  records  and  reports,  and  professional 
medical  liability.  The  services  of  an  attorney  are  be- 
lieved necessary  in  drawing  up  this  contract. 

Duties  Which  May  Be  Delegated  to  and  Performed 
by  the  Physician’s  Assistant.  Any  clinical  act  which 
the  supervising  physician  can  legally  perform  can  be 
delegated  to  and  legally  performed  by  the  physician’s 
assistant  but  only  insofar  as  they  are  within  the  scope  of 
practice  of  the  supervising  physician.  This  may  be 
construed  to  mean  only  those  medical  acts  which  he  him- 
self customarily  performs  in  his  practice.  This  limita- 
tion applies  whether  the  physician’s  assistant  is  em- 
ployed by  a physician  or  by  a hospital. 

A list  of  specific  duties  which  may  be  delegated  to  the 
physician’s  assistant  would  be  inappropriate  to  include 
in  this  communication.  A list  of  over  400  suggested  pos- 
sible duties  is  being  drawn  up  by  the  American  Medical 
Association  in  conjunction  with  the  National  Board  of 
Medical  Examiners  and  should  be  available  in  the  near 
future.  It  should  be  used  as  a guideline  only  with 
specific  determination  to  be  made  by  the  supervising 
physician  in  accordance  with  his  desires  and  the  train- 
ing and  ability  of  his  assistant 

The  supervision  by  the  physician,  whether  in  the  hos- 
pital or  in  private  practice,  must  be  “continuous  but 
shall  not  be  construed  as  necessarily  requiring  the 
physical  presence  of  the  supervising  physician  at  the 
time  and  place  where  the  services  are  performed”  (Edu- 
cation Law  Section  6532  (3).  The  closeness  of  such  su- 
pervision is  a matter  of  judgment  by  the  physician  con- 
cerned and  will  undoubtedly  be  developed  only  after 
extended  contact  between  the  physician  and  his  assis- 
tant. 

Hospital  Privileges  for  Physician’s  Assistants.  If 

the  physician  wishes  to  have  his  assistant  function  with- 
in the  hospital,  he  should  take  appropriate  steps  to 
secure  hospital  privileges  for  him.  The  bylaws,  rules 
and  regulations  of  the  hospital  concerned  should  pre- 
scribe the  procedure  for  obtaining  such  privileges  and  the 
extent  to  which  the  physician  may  delegate  to  his  assis- 
tant. 

Professional  Conduct.  The  physician,  his  assistant 
and  his  patients  should  all  clearly  understand  that  duties 
performed  by  the  assistant  are  the  responsibility  of  the 
supervising  physician.  The  assistant  should  be  clearly 
identified  as  such  and  wherever  possible  he  should  be 
introduced  to  the  patient  as  an  assistant  before  perform- 
ing services  for  such  patient.  Services  should  not  be 
performed  by  the  assistant  when  the  patient  objects  to 
such  performance.  If  services  of  the  assistant  are  ac- 
cepted by  the  patient,  consent  of  the  patient  may  be 
inferred. 

It  has  been  the  experience  that  when  properly  intro- 
duced to  a physician’s  practice  the  patients  are  willing 
to  have  the  physician’s  assistant  perform  many  services 
traditionally  performed  only  by  the  physician  himself. 
Individual  situations  will,  of  course,  vary  considerably. 

Professional  Medical  Liability.  The  insurance 
carrier  should  be  consulted  concerning  the  necessity  for 
additional,  professional  medical  liability  coverage  and 
clarification  of  the  liability  of  the  physician  for  acts  per- 
formed by  his  assistant.  This  implies  a clear  under- 
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standing  between  the  physician  and  his  assistant  as  to 
the  scope  of  the  assistant’s  duties  and  responsibilities. 

Compensation  for  Services  Performed  by  an  Assis- 
tant. The  American  Medical  Association  Principles  of 
Medical  Ethics,  (Section  7)  provide: 

...  a physician  should  limit  the  source  of  his  profes- 
sional income  to  medical  services  actually  rendered  by 
him,  or  under  his  supervision,  to  his  patients  . . . 
Neither  the  physician  nor  his  assistant  should  bill 
separately  for  services  performed  by  the  assistant. 
Charges  for  such  services  should  be  included  in  the  bill 
for  the  physician’s  services. 

Interpersonal  Relations.  Not  every  physician  needs 
an  assistant.  Not  every  physician  who  needs  an  assis- 
tant wants  one.  Not  every  physician  who  needs  and 
wants  an  assistant  should  have  one.  Each  physician 
must  make  his  own  determination  whether  or  not  he  will 
employ  one. 

For  those  who  do  employ  an  assistant  we  point  out 
that  success  in  use  of  a physician’s  assistant  is  a respon- 
sibility of  both  parties  and  the  greater  share  of  the  re- 
sponsibility for  success  will  fall  on  the  physician,  for  he 
is  in  charge. 

He  should  employ  only  an  adequately  trained  and 
currently  registered  assistant.  He  should  determine 
the  extent  to  which  he  can  delegate  and  to  which  he 
must  supervise.  He  needs  to  be  cautious  that  it’s  not  so 
little  as  to  be  frustrating  nor  so  much  as  to  be  overwhelm- 
ing. 

He  should  provide  challenge  and  opportunity  for  self- 
improvement  and  continuing  education  which  will  be  a 
requirement  for  the  physician’s  assistant  re-registration. 

Above  all,  he  should  respect  and  treat  his  assistant 
as  another  human  being  and  be  worthy  of  and  demand 
such  respect  from  his  assistant. 

The  Society  believes  the  use  of  this  new  category  of 
health  personnel  in  the  extension  of  health  services  de- 
mands a fair  trial  and  urges  its  members  to  act  accord- 
ingly. The  Society  will  continue  to  review  the  imple- 
mentation of  this  legislation  and  will  periodically  make 
recommendations. 

Respectfully  submitted, 

Stephen  W.  Blatchly,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTFI  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chairman. 

The  reference  committee  calls  to  the  attention  of  the 
House  of  Delegates  the  supplementary  report  of  this 
committee,  ;73-Z,  which  is  a position  paper  prepared 
by  an  ad  hoc  committee  of  the  Health  Manpower  Com- 
mittee, on  the  utilization  of  physicians’  assistants. 

The  House,  after  discussion  during  which  it  was  sug- 
gested that  guidelines  be  prepared,  voted  to  refer  this 
portion  of  the  reference  committee  report  and  Report 
73-Z  to  the  Council. 

Maternal  and  Child  Welfare 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and 


Child  Welfare  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman Onondaga 

Walter  L.  Freedman,  M.D Westchester 

Robert  M.  George,  M.D Oneida 


George  J.  Lawrence,  Jr.,  M.D Queens 

Jacqueline  A.  Mauro,  M.D Albany 

Clyde  L.  Randall,  M.D Erie 

Ralph  M.  Schwartz,  M.D Kings 

M.  Leon  Tancer,  M.D Kings 


As  chairman  of  the  Committee  on  Maternal  and 
Child  Welfare  of  the  Medical  Society  of  the  State  of 
New  York  and  of  the  Central  New  York  Maternal  and 
Perinatal  Mortality  Study,  I respectfully  submit  the 
following  report  of  the  activities  of  the  Committee  dur- 
ing the  past  year. 

Maternal  Deaths.  Maternal  death  studies  have 
continued.  It  is  noted  that  there  has  been  a decrease 
in  the  number  of  maternal  deaths  during  the  past  year. 
This  is  probably  due  to  the  fewer  number  of  births  in 
the  State,  and  also  to  the  legalized  abortion  program. 
The  maternal  deaths  have  been  studied  and  catalogued 
as  in  the  past. 

Perinatal  Deaths.  Perinatal  mortality  rates  are 
lower  than  in  previous  years.  Although  perinatal  mor-  j) 
tality  studies  have  been  attempted,  the  diagnoses  and 
incompleteness  of  records  have  made  the  study  diffi-  | 
cult  and  inconclusive.  However,  there  are  certain  facts 
that  have  become  evident — perinatal  mortality  is  relat-  ji 
ed  to  a certain  type  of  individual.  This  individual  can 
be  classified  as  the  “high  risk”  patient.  This  subject 
will  be  discussed  later  in  the  report.  It  is  hoped  that 
in  the  near  future  meetings  emphasizing  these  prob- 
lems can  be  held  in  various  areas  of  the  State  so  that 
obstetricians,  pediatricians,  perinatologists,  anesthesi-  j 
ologists,  pathologists,  and  members  of  boards  of  trust- 
ees of  the  hospitals  can  participate  in  these  educational 
programs. 

Terminology.  The  Chairman  of  the  Committee  has 
corresponded  and  met  with  representatives  from  the 
following  committees  to  discuss  and  approve  standard- 
ized terminology,  to  develop  uniformity  of  records,  and 
to  standardize  birth  certificates.  The  organizations 
represented  were:  National  Academy  of  Sciences;  H 

American  Hospital  Association’s  Department  of  Re-  1 
search  and  Education;  Marquette  School  of  Medicine;  i 
The  City  of  New  York  Department  of  Health;  State  ■ 
Department  of  Health,  Minnesota;  Indiana  University  1 
Medical  Center;  National  Center  for  Health  Statistics;  J 
Committee  on  Maternal  and  Child  Care  of  the  Ameri- 
can Medical  Association;  Committee  on  Fetus  and 
Newborn,  American  Academy  of  Pediatrics;  State  ’ 
Board  of  Health,  Oregon;  Statistical  Services  Unit  Na- 
tional Communicable  Disease  Center;  The  American 
College  of  Obstetricians  and  Gynecologists,  and  the 
Committee  on  Maternal  and  Child  Welfare  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

The  following  terminology  has  been  approved  by  the 
committees  and  has  been  published  in  the  text  entitled 
Obstetric-Gynecologic  Terminology,  (F.  A.  Davis  Com- 
pany, Philadelphia,  1972). 

These  committees  have  also  attempted  to  develop  a 
standard  obstetric  and  prenatal  record.  The  chairman 
is  also  working  to  develop  a labor  and  newborn  record 
which  would  be  compatible  with  a computer  program. 
Although  progress  has  been  slow  in  getting  these  rec- 
ords completed  and  accepted  by  other  organizations,  it 
is  felt  that  advances  are  being  made  in  this  direction. 

Abortion.  The  Committee  continued  to  analyze  and 
study  the  result  of  the  abortion  law  in  the  State  during 
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the  first  portion  of  the  past  year.  However,  inasmuch 
as  no  important  facts  were  evident  from  the  collected 
data,  it  was  decided  to  discontinue  the  study.  Another 
important  factor  in  deciding  to  discontinue  the  study 
was  the  cost  of  printing,  the  McBee  cards,  postage,  and 
letter  writing. 

The  chairman  and  other  members  of  the  committee 
have  been  alarmed  by  the  number  of  maternal  deaths 
reported  by  other  states  following  abortion  procedures 
performed  in  New  York  State.  The  committee  is  at- 
tempting to  obtain  more  data  concerning  deaths  which 
have  occurred  in  other  states.  It  appears  that  most  of 
these  deaths  occurred  following  the  use  of  intrauterine 
saline  injection  as  the  method  of  performing  a late 
abortion. 

The  committee  has  discussed  this  problem  with 
members  of  the  Abortion  Committee  of  the  Medical 
Society  of  the  State  of  New  York.  Due  to  the  fact  that 
there  is  a higher  complication  rate  both  in  New  York 
City  and  Upstate  New  York,  from  abortions  performed 
after  the  twelfth  week  of  gestation,  the  Committee  at- 
tempted to  have  the  law  changed  as  follows: 

Due  to  the  fact  that  maternal  mortality  is  found  to 
be  higher  in  women  who  have  had  abortions  after  the 
12th  week  of  pregnancy  and  that  deaths  are  occur- 
ring in  other  states  after  the  procedure  was  per- 
formed in  New  York  State,  the  Maternal  and  Child 
Welfare  Committee  of  the  Medical  Society  of  the 
State  of  New  York,  supported  by  the  Executive  Com- 
mittee of  the  Medical  Society  of  the  State  of  New 
York,  strongly  disapproves  the  proposed  16  week  limi- 
tation and  would  approve  legal  abortions  performed 
before  the  12th  completed  week  of  gestation,  the  ex- 
ception being  abortions  performed  for  medically  ac- 
ceptable reasons. 

The  chairman  of  the  committee  has  also  communi- 
cated with  Governor  Rockefeller,  expressing  the  views 
of  the  committee.  Letters  have  been  written  to  the 
legislative  body  in  Albany  asking  that  the  abortion  law 
be  changed  to  read  as  stated  above. 

Research.  As  an  important  part  of  maternal  and 
l child  health,  the  chairman  is  of  the  opinion  that  re- 
search concerning  problems  which  affect  the  mother 
and  child  is  most  essential  if  the  more  subtle  causes  of 
1 maternal  and  infant  death  and  disease  are  to  be  solved, 
i Therefore,  most  of  the  budget  expense  during  the  past 
several  years  has  been  directed  towards  laboratory  re- 
search. This  laboratory  is  located  in  the  Basic  Science 
Building  at  the  Upstate  Medical  Center.  The  studies 
related  to  maternal  and  infant  welfare  are  as  follows. 

We  have  studied  the  effect  of  contraceptives  upon 
the  following  female  anatomic  structures:  the  endo- 

metrium of  the  uterus;  the  uterine  cervix;  the  female 
breast. 

1.  It  has  been  shown  that  the  effect  of  contracep- 
tives upon  the  endometrium  of  the  uterus  has  altered 
the  biochemical  and  histologic  functions  of  this  tis- 
sue, resulting  in  infertility.  This  study  has  been 
completed  and  has  been  reported  in  the  American 
Journal  of  Obstetrics  and  Gynecology. 

2.  The  study  of  the  effect  of  contraceptives  upon 
the  uterine  cervix  has  also  been  completed  and  the 
report  is  being  prepared  for  publication.  The  re- 
search has  been  completed  in  cooperation  with 
Thomas  Simmons,  M.D.,  the  head  pathologist  at  the 


Crouse-Irving  Memorial  Hospital.  This  study  has 
indicated  that  the  contraceptives  have  an  effect  upon 
the  cervix  and  endocervix  by  promoting  hypertrophy 
of  the  glandular  and  squamous  epithelium.  Cervical 
erosions  and  eversions  are  increased  in  size  and  re- 
main for  longer  periods  of  time  in  patients  taking 
contraceptive  medicatiorf.  The  Committee  advises 
that  all  cervical  erosions  be  closely  observed  and 
treated  if  the  patient  is  taking  contraceptive  medica- 
tion. This  material  is  being  prepared  for  publication 
in  the  New  York  State  Journal  of  Medicine. 

3.  The  study  of  the  effect  of  contraceptives  upon 
the  female  breast  tissue  is  in  progress. 

Another  laboratory  study  in  progress  is  the  effect  of 
chemotherapeutic  drugs  upon  the  endometrial  tissue 
and  endometrial  adenocarcinoma.  The  following 
agents  have  been  added  to  the  organ  culture  medium 
containing  portions  of  endometrium  and  endometrial 
cancer: 

1.  Methotrexate,  an  alkalyzing  agent 

2.  Thiotepa,  another  alkalyzing  agent 

3.  5-Fluorouracil  and  nitrogen  mustard,  antimeta- 
bolic  agents 

4.  Depo-Provera,  a strong-acting  progesterone 

Study  of  the  high  risk  patient,  which  has  been  car- 
ried on  for  the  past  twelve  years,  is  now  coming  to  an 
end.  Specific  data  are  being  assembled  and  collated. 
The  high  risk  patient  in  this  series  has  been  defined 
as  one  who  has  had  two  or  more  unsuccessful  pregnan- 
cies. 

The  study  consisted  of  140  couples  who  attended  the 
Upstate  clinic  and  169  private  patients.  Control 
groups  were  chosen  at  random  from  the  birth  records  of 
the  Syracuse  Memorial  Hospital  using  a random  num- 
ber selection  method.  Each  group  was  matched  ac- 
cording to  the  method  described  by  Warner  et  al.  The 
project  consisted  of  the  following  studies: 

1.  Psychologic  survey  of  the  couple 

2.  Nutritional  survey 

3.  General  medical  survey 

4.  Evaluation  of  the  male  partner 

5.  Biochemical,  histologic  and  histochemical 
study  of  the  endometrium  in  relation  to  conception 
and  placental  development 

6.  The  study  of  the  metabolic  function  of  the  pla- 
centa in  the  treated  and  untreated  groups,  measuring 
chorionic  gonadotrophin,  pregnandiol  excretion  regu- 
larly throughout  pregnancy 

Analysis  of  these  studies  is  now  under  way.  The  re- 
port will  be  sent  to  the  editor  of  the  New  York  State 
Journal  of  Medicine  for  publication. 

The  following  articles  have  been  submitted  to  the 
New  York  State  Journal  of  Medicine  for  publication: 
Brain  Injury — A Complication  of  Pregnancy;  Sickle 
Cell  Anemia;  Amniotic  Fluid  Embolism;  Air  Embo- 
lism; Blood  Clot  Embolism. 

In  preparation  at  this  time  are  two  articles  resulting 
from  data  accumulated  through  the  maternal  death 
study:  Analysis  of  46  deaths  from  ectopic  pregnancy; 
Analysis  of  46  maternal  deaths  due  to  rupture  of  the 
uterus. 

The  Chairman  of  the  Committee  wishes  to  thank  the 
members  of  the  New  York  State  Department  of  Health 
for  their  kind  assistance  and  help  during  the  past  few 
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years,  and  it  is  hoped  that  this  report  will  meet  with 
their  approval. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chairman. 

The  attention  of  the  House  is  called  to  the  usual  ex- 
emplary and  informative  report  of  the  Committee  on 
Maternal  and  Child  Welfare. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Medical  Aspects  of  Sports 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects  of 
Sports  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman 

Albert  B.  Accettola,  M.D 

Frederick  H.  Grabo,  M.D 

Donald  T.  Kasprzak,  M.D. 

Joseph  J.  Kaufman,  M.D 

Alexius  Rachun,  M.D. 

John  T.  Findaro,  M.D 

Advisory  Committee: 

Mr.  J.  Kenneth  Hafner  Albany 

James  A.  Nicholas,  M.D New  York 

Max  M.  Novich,  M.D.  Perth  Amboy,  N.J. 

Anthony  J.  Pisani,  M.D New  York 

M.  Laurens  Rowe,  M.D Monroe 

Mr.  William  Stein New  York 

The  Fifth  Annual  Medical  Aspects  of  Sports  Symposi- 
um was  held  at  the  Americana  of  New  York  on  February 
12,  1972.  Between  800-1,000  persons  attended  the  ses- 
sion. Certificates  of  attendance  for  continuing  medical 
education  were  distributed.  The  New  York  State  De- 
partment of  Health  supplied  a summary  on  drugs  and 
the  dial-a-drug  chart.  Thirteen  news  reporters  including 
Channel  5 television  covered  the  program. 

The  morning  session  on  drugs  and  drug  abuse  at- 
tracted the  greatest  news  coverage.  It  was  informative, 
well  presented,  and  drew  an  overflow  crowd.  Mr.  A. 
Messing  Mierjezewski,  Chief  Liaison  Officer  of  the  Of- 
fice of  Interagency  of  the  United  Nations,  joined  the 
panel  to  relate  the  activities  of  the  United  Nations  in 
drug  control. 

Donald  C.  Walker,  M.D.,  of  the  New  York  State  De- 
partment of  Health,  presented  the  film  “What  Did  You 
Take?”  This  film  was  restricted  to  the  professionals  and 
para  professionals  who  were  directly  involved  in  the  drug 
and  drug  abuse  program.  It  was  a very  sobering  film  and 
made  a real  impact  on  the  audience. 

A luncheon  attendance  of  200  was  anticipated  but  this 
was  increased  to  350  to  accommodate  additional  re- 
quests. Since  it  cost  the  Medical  Society  of  the  State  of 
New  York  $5.00  a ticket  even  for  those  who  paid,  we  un- 
derestimated our  budgeted  expenses.  We  were  so  suc- 
cessful, we  went  broke.  Mr.  Richard  Forzano,  coach  at 
the  U.S.  Naval  Academy,  was  a very  humorous  and 
stimulating  speaker. 

The  afternoon  session  was  divided  into  separate  pro- 
grams for  men  and  women  on  selected  sports  subjects. 


Attendance  was  excellent  at  both  sessions.  It  was  a de- 
light to  see  the  enthusiasm  generated  by  the  liberated 
sex.  They  were  a valuable  addition  and  were  most  ap- 
preciative. 

Mr.  Joseph  Abrahams  and  staff  presented  their  usual 
excellent  clinical  demonstration  on  taping. 

A post  symposium  critique  was  held  at  5:00  P.M.,  im- 
mediately following  the  symposium,  to  review  the  ses- 
sions and  plan  the  program  for  the  next  meeting  to  be 
held  on  February  10,  1972,  at  the  Americana.  The  format 
of  the  program  for  the  6th  Annual  Medical  Aspects  of 
Sports  Symposium  is  as  follows: 

The  A.M.  Session  will  be  a joint  program  for  men  and 
women.  A panel  discussion  will  be  presented  on  the 
basic  factors  relating  to  athletic  injuries  utilizing  the 
experience  of  the  New  York  and  North  Carolina  clinical 
studies.  Daniel  Hanley,  M.D.,  Olympic  team  physi- 
cian from  Bowdoin  College,  will  moderate  an  outstand- 
ing panel  consisting  of: 

Fred  Allman,  M.D.,  Georgia  Tech  team  physician 
Former  President — American  Academy  of  Sports 
Medicine 

Thomas  Shaffer,  M.D.,  Ohio  State  Medical-College 
Professor  of  Pediatrics 

Former  Chairman — AMA  Medical  Aspects  of  Sports 
Committee 

Carl  Blyth,  M.D.,  University  of  North  Carolina,  Direc- 
tor— Athletic 

Injury  study  of  University  of  North  Carolina 

Joseph  Paterno,  Penn  State  University,  Head  Football 
Coach 

Clifford  Fagan,  National  Federation  of  State  High 
School  Athletic  Association,  Executive  Director 

This  distinguished  panel  will  discuss  the  fundamentals 
and  provide  the  kickoff  for  the  comprehensive  experi- 
mental program  in  New  York  State  for  developing 
changes  in  the  game  rules  of  football  in  an  attempt  to 
decrease  the  unacceptable  incidence  of  severe  football 
injuries.  This  study  may  have  a nationwide  impact  on 
the  future  of  high  school  football,  and  if  outside  funding 
is  forthcoming,  we  hope  to  develop  audio-visual  aids. 

We  plan  to  have  an  outstanding  sports  personality  for 
the  luncheon  speaker. 

The  P.M.  Session  will  consist  of  a separate  program  for 
men  and  women  covering  a wide  variety  of  related  sports 
subjects.  The  tentative  men’s  program  is: 

Weight  Control  and  Nutrition  in  Athletics 

Donald  Cooper,  M.D.,  Oklahoma  State  University 
Medical  School 

Venereal  Disease 

Leonard  L.  Heimoff,  M.D.,  Cornell  University  Medi- 
cal College 

Scuba  Diving 

Robert  N.  Sawyer,  M.D.,  Chief  of  Submarine  Medi- ' 
cine,  New  London  Naval  Base 

Ice  Hockey  Injuries 

David  Mulder,  M.D.,  Consultant,  Montreal  Canadi- 
ennes  and  Attending  Orthopedic  Surgeon,  Montreal 
General  Hospital 

Tenley  Albright,  M.D.,  former  world  figure  skating 
champion,  will  moderate  the  afternoon  women’s  pro- 
gram consisting  of  an  outstanding  panel  of  women's 
sports  personalities. 


. . . Nassau 
Richmond 
Oneida 
. . . Clinton 
Wayne 
Tompkins 
Queens 
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Your  chairman  was  invited  to  present  a paper  on  a 
overview  of  sports  medicine  as  a lead  editorial  for  the  new 
magazine,  The  Journal  of  Sports  Medicine. 

Our  committee  members  participated  in  many  pro- 
grams throughout  the  country.  Dr.  Rachun  was  ap- 
pointed Chairman  of  the  American  Medical  Association 
Committee  on  the  Medical  Aspects  of  Sports.  Dr. 
Kasprzak  presented  a paper  at  the  Clinical  Session  of  the 
American  Medical  Association  in  Cincinnati,  and  Dr. 
Accettola,  participated  in  a panel  discussion  at  the  meet- 
ing of  the  Academy  of  Family  Physicians  in  New  York 
City. 

Our  committee  wishes  to  thank  the  staff  of  the  State 
Medical  Society,  especially  Norman  S.  Moore,  M.D., 
director.  Division  of  Scientific  Activities;  Miss  Dorothy 
Smith,  his  secretary;  Guy  Beaumont  and  Richard  Klem- 
fuss  of  the  Division  of  Public  Affairs;  and  J.  Richard 
Burns,  J.D.,  assistant  executive  vice-president  for  their 
invaluable  assistance  during  the  past  year. 

As  chairman,  I would  like  to  express  my  appreciation 
to  the  members  of  the  committee  and  the  advisory  com- 
mittee. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  report  of  this  active  committee  was  read  with 
interest  and  enthusiasm  especially  in  view  of  the  recent 
successful  6th  Annual  Sports  Symposium  chaired  by 
Ralph  S.  Emerson,  M.D. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Nursing  and  Allied  Health  Professions 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Nursing  and  Al- 


lied Health  Professions  are  as  follows: 

Lester  J.  Candela,  M.D.,  Chairman  Queens 

Frank  Albert  Baumann,  M.D.  Broome 

Clarke  T.  Case,  M.D. Onondaga 

Douglas  S.  Damrosch,  M.D. New  York 

Joel  E.  Mandel,  M.D.  Rockland 

Frank  C.  Nichols,  M.D Nassau 

Vincent  J.  Tesoriero,  M.D Kings 


This  year,  after  collaboration,  agreement  on,  and 
passage  of  the  Nurse  Practice  Act,  the  Nursing  arid 
Medical  Professions’  problems  have  become  of  greater 
mutual  concern,  as  political  forays  within  the  health 
arena  have  become  more  careless  of  the  public  needs 
for  quality  care. 

Last  April  10th,  1972,  an  announcement  from  the 
Governor  was  received  announcing  that  a “State  Advi- 
sory Council  on  Physician’s  Associates  and  Specialist’s 
Assistants”  had  been  appointed  to  advise  him  on  the 
implementation  of  a new  law  governing  the  utilization 
of  this  paramedical  group. 

Earle  Wayne  Harbinger,  D.O.,  from  Albany,  was  ap- 
pointed chairman  of  the  Council,  which  would  have 
two  M.D.s  (one  of  whom  resigned).  The  Medical  Soci- 
ety of  the  State  of  New  York  was  never  consulted  on 


the  constitution  or  methods  of  implementation  of  the 
committee,  and  not  one  of  the  practicing  physicians 
suggested  was  appointed. 

The  foregoing  was  learned  just  as  the  representatives 
of  MSSNY  and  those  of  the  New  York  State  Nurses 
Association  were  called  to  Albany  to  attend  a meeting 
on  April  13th,  1972,  with  Henry  I.  Fineberg,  M.D.,  Ex- 
ecutive Vice-President,  J.  Richard  Burns,  J.D.,  Assis- 
tant Executive  Vice-President,  and  your  chairman 
attending.  Objections  were  raised  on  the  lack”  of  cour- 
tesy and  consultation  in  the  formation  and  implemen- 
tation of  this  so-called  “Advisory”  Committee.  Ob- 
viously, if  MSSNY  were  supposed  to  have  participated 
in  the  alleged  “Advisory”  function,  it  should  have  par- 
ticipated from  the  beginning — in  the  formation,  the 
consideration,  and  the  wording  of  the  Law,  rather  than 
be  notified  after  the  “fait  accompli.”  At  no  time  had 
there  been  any  inclusion  of,  or  request  for,  ideas  from 
MSSNY,  although  at  the  April  meeting,  Mr.  E.  E. 
Leuallen,  Commissioner  for  Professional  Education  of 
the  New  York  State  Education  Department,  kept  refer- 
ring to  an  MSSNY  “input,”  which  was  rather  ephem- 
eral. Strenuous  objection  was  raised — particularly  re- 
garding the  facet  of  the  law  which  permitted  para- 
medics to  order  drugs,  including  narcotics,  but  which 
did  not  require  counter-signature  by  the  sponsoring 
physician  until  24  hours  later\  The  danger  to  the  pa- 
tient is  unquestionable.  The  representatives  of  the 
Nurses  Association,  correctly,  said  they  would  refuse  to 
take  or  execute  orders  given  by  paramedical  groups, 
Their  position,  ethically  and  legally,  seems  correct. 

Because  of  the  short  notice  and  the  inclement  flying 
conditions,  the  MSSNY  representatives  were  forced  to 
leave  before  the  completion  of  the  meeting.  No  min- 
utes have  been  received. 

On  May  19,  1972,  at  MSSNY  headquarters  in  Lake 
Success,  there  was  a meeting  of  representatives  of  the 
New  York  State  Nurses  Association,  the  Hospital  Asso- 
ciation of  New  York  State,  and  MSSNY.  Edward  Sie- 
gel, M.D.,  President,  Dr.  Fineberg,  and  Dr.  Candela 
were  present  for  the  Medical  Society. 

The  purpose  was  to  evaluate  the  position  of  the  three 
disciplines  in  regard  to  the  paramedical  groups  as  pro- 
mulgated, and  particularly  to  Part  707  of  the  law  deal- 
ing with  the  so  called  “Associates.” 

MSSNY’s  representatives  objected  to  the  term  “As- 
sociates” because  it  fallaciously  connotes  professional 
equality  despite  the  cursory  presentation  to  which  the 
“Associates”  have  been  exposed,  and  which  is  insuffi- 
cient even  to  teach  them  what  they  do  not  know!  The 
MSSNY  minutes  of  this  meeting  noted  that  while  the 
Society  was  legally  forced  to  accept  the  poorly  advised 
regulations,  this  was  not  to  be  construed  as  favoring 
the  concept.  Dr.  Siegel  particularly  noted  the  possible 
unconstitutionality  of  the  law  which  would  expose  the 
public,  without  its  informed  consent  or  knowledge,  to 
practice  by  improperly  trained  people.  The  nurses,  as 
indicated,  had  already  set  their  position,  that  they 
would  not  take  or  execute  orders  by,  or  conveyed 
through,  the  paramedics.  Dr.  Siegel  was  requested  to 
write  a letter  to  Earle  Wayne  Harbinger,  D.O.,  the 
Chairman  of  the  Advisory  Council,  requesting  a meet- 
ing with  the  Council,  and  with  Hollis  S.  Ingraham, 
M.D.,  Commissioner  of  Health;  Ewald  B.  Nyquist, 
Commissioner  of  Education;  Elliot  E.  Leuallen,  Assis- 
tant Commissioner  for  Professional  Education,  and 
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Jackson  Riddle,  M.D.,  Secretary  of  the  New  York 
State  Board  of  Medical  Examiners. 

Accordingly,  a letter  was  written  dated  May  22, 
1972,  requesting  this  meeting,  and  taking  note  of  the 
question  of  unconstitutionality  and  other  aspects  of  the 
law  which  might  have  an  adverse  effect  on  the  quality 
of  medical  care.  The  letter  was  cosponsored  by  Eve- 
lyn M.  Peck,  R.N.,  President  of  the  New  York  State 
Nurses  Association,  and  Charles  W.  Davidson,  Presi- 
dent of  the  Hospital  Association  of  New  York  State. 

On  September  11,  1972,  almost  four  months  later, 
the  request  was  repeated  by  Dr.  Siegel,  specifically  in- 
dicating some  of  the  points  of  impracticality  in  the  law 
as  written.  On  September  20,  1972,  Evelyn  M.  Peck, 
R.N.,  President  of  the  NYSNA,  also  wrote,  requesting 
the  meeting. 

To  this  date  no  adequate  reply  has  been  received,  it 
appears  that  Albany  is  riding  rough  shod  politically  in 
regard  to  the  three  professional  groups  which  have  the 
greatest  interest,  knowledge,  and  ability  to  recognize, 
create,  and  implement  quality  health  care  for  the  peo- 
ple— the  Nurses,  the  Physicians,  and  the  Hospitals. 

On  November  9 and  10,  1972,  Dr.  Candela,  the 
Chairman  of  the  Committee  on  Nursing  and  Allied 
Health  Professions,  attended  a meeting,  in  Itasca,  Illi- 
nois (outside  Chicago),  of  the  National  Conference  of 
Joint  Practice  Committee.  It  opened  with  greetings 
from  the  Presidents  of  the  American  Medical  Associa- 
tion and  the  American  Nurses  Association.  The  em- 
phasis was  on  “Joint  Action” — the  delineation  of  the 
collaborative  roles;  the  affirmation,  first,  that  the  nurs- 
ing effort,  as  apart  from  the  medical,  is  essential  to 
contribute  to  the  health  of  the  community,  and  sec- 
ondly, that  “care,  comfort,  and  coping”  are  as  necessary 
to  health  as  cure  of  disease  or  combatting  death. 

While  no  fair-minded  person  can  overlook  the  great 
nursing  contributions  it  would  be  impossible  not  to  be 
aware  of  a gratuitous  over  statement  published,  that 
nursing  “holds  within  itself  the  key  to  whether  or  not 
the  vast  majority  of  our  people  will  receive  quality 
care.”  This  overly-broad  statement  by  Edith  P.  Lewis, 
R.N.,  Editor  of  “Nursing  Outlook,”  does  little  to  help 
place  the  professions  in  harmonious  perspective. 

The  deliberations  of  the  Joint  Practice  Meeting, 
after  welcoming  speeches,  were  initiated  with  a discus- 
sion on  “Background,  Development,  and  Purpose  of  the 
National  Joint  Practice  Commission”  by  its  Chairman, 
Robert  A.  Hoekelmen,  M.D.  Later,  the  assemblage  was 
divided  into  four  group  sessions  dealing  with:  (1)  The 

Organization  and  Purpose  of  State  Joint  Practice  Com- 
mittees; (2)  Legal  Implications  of  the  Changing  Profes- 
sional Roles,  by  several  attorneys;  (3)  Joint  Planning 
for  Improved  Health  Care;  (4)  An  Inter-disciplinary 
Approach  to  New  Health  Roles. 

One  noteworthy  “aside”  was  the  repeated  conspicuous 
call  for  inclusion  of  “practicing  nurses”  in  groups,  with 
“practitioners”  defined  as  those  engaged  in  50  per  cent 
or  more  care  of  patients.  This  is  in  contrast  to  the 
pure  academicians  without  practice — whose  tactics 
have  fallaciously  contributed  much  to  the  schisms, 
both  “intra”  and  “extra”-nursing,  because  of  an  alleged 
lack  of  understanding  of  the  daily  practice-problems 
leading  to  the  “freezing”  of  R.N.s  into  dead-end  posi- 
tions, with  the  lack  of  mobility  with  which  to  advance, 
and  to  which  both  Dr.  Israel  Light  of  Chicago  and  Dr. 


Jerome  Lysaught  of  the  University  of  Rochester  have 
alluded  at  various  times. 

This  mobility-ladder  becomes  increasingly  important 
since,  despite  the  drop  in  diploma  school  programs  (be- 
cause of  lack  of  support  and  harassement)  from  73  pro- 
grams in  1970  to  64  in  1971,  with  no  change  in  the  bac- 
calaureate programs  in  1971  (31  both  years) — the  only 
increase  being  a two-program  advance  in  the  two-year 
associate  degree  program — the  enrollment  in  the  diplo- 
ma programs  was  8,022  (34.8  per  cent)  in  1971,  with 
admissions  of  3,446  (31.1  per  cent)  and  graduates  of 
2,162  (37.6  per  cent),  as  contrasted  with  the  baccalau- 
reate program  with  an  enrollment  of  6,656  (28.9  per 
cent),  with  admissions  of  2,809  (25.3  per  cent)  and  grad- 
uates of  1,223  (21.3  per  cent).*  The  bulk  of  the  expe- 
rienced R.N.’s  still  come  from  the  diploma  programs. 
Some  of  the  slack  has  been  taken  up  by  the  two-year  as- 
sociate degree  programs,  but  the  clinical  training  and  ex- 
perience of  that  group  at  present,  is  not  comparable  to 
that  of  the  diploma  graduates,  and  they  require  extra  in- 
struction and  supervision  at  hospitals  when  they  com- 
mence practice.  The  solution  must  be  an  increase  in 
diploma  school  graduates  with  encouragement  via  the 
mobility-ladder,  to  avoid  the  discouragement  and  deci- 
mation by  a stalemate  of  “dead-end”  jobs.  This  was 
not  only  the  comment  of  the  aforementioned  authori- 
ties, but  it  was  the  whisper  one  heard  “off-the-cuff’ 
bruited  about  at  the  meeting. 

Much  discussion  dealt  with  the  Nurse-Practitioner 
Pediatric  Programs,  which,  actually,  are  a formalized 
training  of  what  many  nurses  are  already  doing  in 
many  physicians’  offices  around  the  country.  There 
was  some  discussion,  too,  of  the  R.N. — Midwife  Pro- 
grams. 

Parallelling  these  discussions  there  was  allusion  to 
the  presumed  “shortage”  of  physicians  (an  allegation 
debunked  by  Eli  Ginzberg,  Ph.D.,  of  Columbia  Univer- 
sity, who  said  that  no  one  who  “ . . . had  any  sense  of 
how  the  health  system  worked,  could  really  believe 
that  if  there  were  50,000  more  physicians  . . . things 
would  be  noticeably  different  ...  !”).  Poor  distribu- 
tion of  physicians  occurs  both  in  rural  areas,  where 
there  is  inability  to  support  a physician  so  he  can  give 
proper  service  to  patients  lack  of  (hospital  facilities, 
and  so  forth),  and  no  opportunity  to  raise  and  educate 
a family,  while  in  urban  inner-city  areas,  there  are  too 
many  dangers  of  violence  inherent  to  life,  living,  and 
medical  practice. 

There  was  some  exposure,  at  the  meeting,  to  the  ar- 
tificial shortages  of  physicians  resulting  from  the  moti- 
vated or  unwise  stumbling  blocks  created  by  some  of 
the  specialty  regulations — and,  peculiarly,  the  same 
groups  which  have  shut  out  the  fully  trained  general 
practitioners,  (thus  contributing  to  the  alleged  short- 
ages), are  now  touting  incompletely  trained  paramed- 
ics for  training  to  render  independent  judgments. 
(One  wonders  how  Flexner  would  have  reacted  to 
this).  Parenthetically,  the  head  of  one  of  these  great 
specialties  has  just  come  out  with  a suggestion  to  limit 
the  number  of  physicians. 

The  more  things  change,  the  more  they  are  the 
same! 

Appreciation  is  expressed  to  the  staff  of  MSSNY,  the 

‘“Educational  Preparation  for  Practical  and  Professional 
Nursing  New  York  State — 1971” — The  State  Education  Dept.. 
Div.  of  Professional  Education-Nursing  Education. 
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Division  of  Scientific  Activities,  and  particularly  to 
Miss  Mollie  Pesikoff  for  her  assistance  in  collecting 
data  for  the  report. 

Respectfully  submitted, 

Lester  J.  Candela,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

Your  reference  committee  calls  your  attention  to  this 
report  and  urges  continued  cooperation  of  the  member- 
ship of  the  Medical  Society  of  the  State  of  New  York 
with  these  fine  allied  professions. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Continuing  (Postgraduate)  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Continuing  (Postgradu- 
ate) Education  consists  of  the  following  members: 


Marvin  L.  Bloom,  M.D.,  Chairman Erie 

I.  Jay  Brightman,  M.D New  York 

William  C.  Felch,  M.D Westchester 

George  Himler,  M.D.  . . , New  York 

Philip  I.  Levitan,  M.D Suffolk 

James  A.  Moore,  M.D Albany 

Ward  L.  Oliver,  M.D Albany 

Malcolm  I.  Page,  M.D Otsego 

Robert  Lee  Patterson,  Jr.,  M.D New  York 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Morris  Theodore  Tanenhaus,  M.D Kings 

Franklyn  B.  Amos,  M.D.,  Advisor Albany 

Edward  C.  Coates,  M.D.,  Advisor Albany 


Summary.  The  Committee  has  devised  a statewide 
plan.  It  involves  Medical  Society  of  the  State  of  New 
York  leadership  in  a statewide  system;  which  incorpo- 
rates active  participation  by  the  professional  specialty 
societies,  the  medical  schools,  and  the  New  York  State 
Department  of  Health. 

This  is  a system  to  provide  better  and  more  readily 
available  medical  information  for  clinical  problem- 
solving in  addition  to  an  organized  postgraduate  proce- 
dure for  all  physicians. 

Furthermore,  the  committee  recognizes  that  the 
postgraduate  system  must  be  linked  effectively  with 
peer  review  and  Professional-Standards-Review  Organi- 
zation (PSRO). 

The  MSSNY  Statewide  System  for  Information 
and  Postgraduate  Education.  What  has  been  needed 
is  a better  way  for  physicians  to  be  able  to  get  readily 
all  relevant  medical  information  for  clinical  problem- 
solving; and  to  identify  information  (both  old  and  new) 

ito  be  learned  for  optimum  medical  care. 

The  Committee  finds  that  the  cooperation  of  all 
major  educational  sponsors  is  necessary  to  an  effective 
statewide  approach.  Further,  the  Committee  has  met 
with  representatives  of  these  sponsors  and  has  found 
them  willing  to  participate.  Therefore,  the  organiza- 
tional structure  of  a statewide  approach  has  been  out- 
lined as  follows: 

A.  Regional  Units.  These  would  consist  of  affili- 
ating physicians,  differentiated  according  to  their 


major  clinical  activities  and  the  professional  specialty 
societies. 

A physician  would  affiliate  with  the  system  in  his 
own  locality.  Annual  recommendations  for  learning 
would  be  prepared  and  furnished  to  each  physician  by 
a pertinent  professional  society.  This  data  would  spec- 
ify medical  subjects,  references  and  available  pro- 
grams. Study  materials  (copies,  tapes,  and  so  forth) 
would  be  furnished  on  demand  for  a fee.  Having  iden- 
tified educational  needs,  various  academic  sponsors 
would  be  encouraged  to  develop  relevant  programs 
(courses,  methods  for  self-assessment  and  individual 
study,  and  so  forth).  So  far  as  possible,  postgraduate 
activities  would  be  arranged  to  proceed  where  a physi- 
cian works  and  in  the  context  of  his  daily  clinical  envi- 
ronment (office,  hospital,  clinic,  laboratory,  and  so 
forth). 

B.  Central  Council.  This  would  be  representative 
of  the  Medical  Society  of  the  State  of  New  York;  the 
professional  specialty  societies;  the  medical  schools; 
the  New  York  State  Department  of  Health. 

Administrative  arrangements  would  be  supervised  by 
the  Medical  Society  of  the  State  of  New  York.  State- 
wide operations  would  be  under  the  purview  of  the 
Central  Council. 

Details  of  the  statewide  system  are  being  worked 
out;  to  provide  operational  reality  as  soon  as  possible. 
And,  careful  discussions  have  been  held  to  coordinate 
action  with  the  Medical  Society  of  the  State  of  New 
York  Peer  Review  and  Interspecialty  Committees. 

Each  physician  would  have  access  to  an  annual  rec- 
ommendation about  postgraduate  learning  from  the 
professional  specialty  societies.  This  would  identify 
important  information,  both  old  and  new;  and  would 
undertake  to  provide  source  material  for  study,  in  ad- 
dition to  offering  postgraduate  programs  based  on  iden- 
tified needs. 

The  statewide  system  would  incorporate  documenta- 
tion of  postgraduate  activities  and  an  evaluation  pro- 
cess; to  feed  back  data  about  details  of  medical  care 
quality  that  would  be  susceptible  to  improvement 
through  dissemination  of  information  and  educational 
programs. 

Costs  of  the  system  would  be  shared,  through  a for- 
mula to  be  developed  by  professional  planners  working 
with  the  MSSNY  and  the  three  other  major  sponsors. 

The  present  posture  of  the  Committee’s  work  in- 
volves a search  for  outside  funds  to  support  construc- 
tion of  a detailed  statewide  design  by  professional 
planners.  Staged  implementation  of  the  system  would 
follow,  involving  a few  regions  in  a limited  way  to  test 
out  operational  procedure.  Meanwhile,  the  profession- 
al specialty  societies  are  at  work  developing  an  annual 
approach  to  identify  needs  and  prepare  relevant  post- 
graduate programs.  It  is  planned  that  annual  recom- 
mendations from  each  specialty  society  would  be 
disseminated  through  publication  in  the  New  York 
State  Journal  of  Medicine.  In  the  same  way,  other 
postgraduate  information  about  programs  and  proce- 
dures could  be  initiated  effectively.  As  soon  as  the 
operational  details  of  a statewide  medical  information 
and  postgraduate  system  have  been  prepared,  they  will 
be  presented  for  approval  to  the  Medical  Society  of  the 
State  of  New  York  and  the  three  other  sponsors. 

Respectfully  submitted 

Marvin  L.  Bloom,  M.D.,  Chairman 
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REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  committee  calls  your  special  notice  to  this  re- 
port. In  line  with  our  keynote  speaker’s  address,  it 
calls  to  our  attention  the  high  priority  which  continu- 
ing education  must  assume  in  the  furthering  of  quality 
medical  care. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Emergency  Health  Services 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Emergency 
Health  Services  are  as  follows: 


David  N.  Kluge,  M.D.,  Chairman  Monroe 

Charles  N.  Aswad,  M.D Broome 

Francis  F.  Baker,  M.D Clinton 

Donald  C.  Walker,  M.D Albany 


In  the  latter  part  of  1972,  Edward  Siegel,  M.D., 
President  of  the  Medical  Society  of  the  State  of  New 
York  appointed  the  Committee  on  Emergency  Health 
Services.  This  was  a most  important  step  in  view  of 
the  now  well-publicized  importance  of  emergency 
health  services  in  New  York  State  today.  We  all  real- 
ize that  accidental  death  is  the  most  common  cause  of 
death  between  ages  of  1 and  38  and  that  over  half  of 
the  600,000  cardiac  deaths  in  this  country  occur  before 
the  patients  reach  the  hospital. 

The  first  action  of  this  committee  was  to  find  out 
how  many  of  the  sixty-one  county  medical  societies  in 
New  York  State  had  emergency  health  service  com- 
mittees. Out  of  45  replies  18  had  a committee  on 
emergency  health  services  and  27  did  not. 

The  names  of  the  chairmen  of  these  county  medical 
society  committees  have  been  obtained  and  they  will 
form  a network  throughout  the  State  of  leaders  in 
emergency  health  services  in  their  own  communities. 
This  will  help  to  improve  emergency  health  service 
throughout  the  State  of  New  York. 

An  excellent  summary  of  the  emergency  ambulance 
services  in  New  York  State  was  received  from  Donald 
C.  Walker,  M.D.,  Director,  Emergency  Health  Services 
Bureau  of  the  New  York  State  Health  Department. 

A resolution  dealing  with  improving  emergency 
health  services  in  New  York  State  will  be  presented  by 
this  committee  at  the  annual  meeting  in  February. 

Your  chairman  attended  the  New  York  State  Emer- 
gency Health  Services  Workshop,  November  20-21, 
1972,  in  New  York  City  and  submitted  the  following 
summary  to  the  committee: 

This  is  a brief  summary  of  a two-day  meeting  held 
at  the  United  Nations  Association  Center  Auditori- 
um in  New  York  City.  This  two-day  meeting  was 
sponsored  by  the  New  York  State  Department  of 
Health.  There  were  approximately  65  people  at- 
tending, including  about  four  practicing  physicians, 
two  or  three  hospital  administrative  physicians  and 
several  nurses.  The  majority  of  the  participants, 
however,  seemed  to  be  newly  appointed  people  to  re- 
gional medical  programs  or  comprehensive  health 
planning  groups  and  seemed  to  have  little  or  no 
background  in  emergency  health  services  but  were 
learning  a great  deal  from  the  workshop  agenda. 


The  talks  were  very  good.  The  discussion  was 
very  closely  controlled  and  directed.  The  workshop 
meeting  seemed  to  be  to  allow  the  recently  appoint- 
ed regional  medical  program  emergency  health  ser- 
vices appointees  to  develop  projects  and  programs  to 
obtain  federal  financial  assistance  for  the  local  areas. 
I had  the  feeling  that  the  State  Health  Department 
personnel  were  extremely  anxious  to  work  with  the 
regional  medical  program  and  comprehensive  health 
planning  organizations  despite  their  obvious  lack  of 
depth  and  knowledge  in  the  delivery  of  emergency 
health  services.  I believe  they  seemed  to  feel  that 
future  Federal  legislation  will  continue  to  make  orga- 
nizations of  this  type  more  financially  powerful  in 
the  area  of  emergency  health  matters. 

I have  the  feeling  that  the  regional  medical  pro- 
grams are  interested  in  emergency  health  services 
only  if  money  is  available,  but  would  return  to  their 
previous  programs  and  lack  of  interest  in  emergency 
health  matters  if  the  federal  sources  dried  up. 

I would  therefore  recommend  that  the  New  York 
State  Medical  Society  cooperate  with  these  people, 
scrutinize  their  activities  and  give  good  medical  ad- 
vice to  the  local  projects  so  that  federal  money  will 
be  wisely  spent  since  the  background  of  the  program 
administrators  seems  rather  weak. 

An  excellent  publication  entitled,  Ambulance  Ser- 
vices Directory,  1972,  was  presented  at  this  meeting 
by  the  New  York  State  Department  of  Health.  This 
gave  a listing  of  names  and  addresses  of  the  services 
that  were  known  to  the  New  York  State  Department 
of  Health  at  the  time  of  publication. 

Respectfully  submitted, 

David  N.  Kluge,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  EMERGENCY 
HEALTH  SERVICES:  The  following  report  was  presented 
by  Katharine  L.  Friedmann,  M.D.,  chairman. 

Your  attention  is  called  to  the  initial  report  of  this 
newly  formed  Committee  on  Emergency  Health  Ser- 
vices. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Resolution  73-10,  Narcotics  and  Crime 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  There  is  a large  number  of  narcotic  ad- 
dicts, not  only  in  the  City  of  New  York,  but  also 
across  the  country  at  large;  and 

WHEREAS.  Efforts  at  their  rehabilitation  have  not 
been  effective;  and 

WHEREAS.  A high  percentage  of  addicts  are  forced 
to  turn  to  crime  to  obtain  money  for  their  narcotics; 
and 

WHEREAS.  Law  enforcement  agencies  have  not 
been  effective  in  controlling  this  problem;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Federal  Bureau  of  Narcotics 
and  Dangerous  Drugs  of  the  Department  of  Justice  to 
adopt  the  following  program: 

1.  To  sponsor  intensive  research  in  addiction. 

2.  To  make  immediately  available  substitution 
drugs,  such  as  Methadone,  free. 

3.  To  provide  free  heroin  in  rigidly  controlled 
centers,  sponsored  jointly  by  the  Federal  Govern- 
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ment  and  the  medical  profession  for  those  unsalva- 
geable,  hard-core  addicts  unresponsive  to  all  other 
efforts. 

4.  To  create  rehabilitation  colonies  totally  re- 
moved from  the  addict’s  experience  culture  which 
would  utilize  all  methods  available  in  the  present 
and  future  state  of  the  addict  to  assist  unrespon- 
sive addicts  who  indicate  an  evaluated  desire  to 
create  a new  life  structure.  These  colonies  would 
be  managed  by  dedicated  people  who  have,  and 
feel,  an  obligation  to  service  people  in  need  and 
the  nation  at  large;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  delegation,  present  this  reso- 
lution to  the  forthcoming  meeting  of  the  American 
Medical  Association. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  considered  this  resolution 
and  feels  that  it  made  every  attempt  to  amend  this 
resolution,  but  in  doing  so  emasculated  the  intent, 
which  was  the  establishment  of  free  heroin  clinics. 

The  reference  committee,  in  view  of  the  numerous 
objections  to  the  content  of  this  resolution,  recom- 
mends disapproval. 

The  House,  after  discussion,  voted  not  to  adopt  reso- 
lution 73-10. 

Resolution  73-11,  Identification  of  Paraprofes- 
sional  Personnel 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  The  State  of  New  York  has  legalized 
the  positions  of  Physician’s  Associate  and  Profession- 
al Assistant;  and 

WHEREAS,  At  present  an  “associate”  may  write 
and  order — even  for  narcotics — which  the  sponsoring 
physician  need  not  sign  for  24  hours  by  which  time 
his  patient  could  be  dead;  and 

WHEREAS,  There  seems  to  exist  an  apparent  ineq- 
uity of  medical  manpower  distribution  in  some  areas; 
and 

WHEREAS,  It  may  be  difficult  for  a recipient  of  ser- 
vice to  recognize  the  difference  between  a paraprof- 
essional  and  a physician;  and 

WHEREAS,  Any  licensed  physician  has  a broader 
scope  of  training  and  experience  than  a parapro- 
fessional;  and 

WHEREAS,  There  currently  exists  a large  underutil- 
ized manpower  pool  of  family  physicians;  and 

WHEREAS,  When  paraprofessional  renders  medical 
care  the  recipients  of  this  care  are  often  the  disad- 
vantaged, minority  groups  or  the  aged;  which  groups 
may,  in  fact  need  the  best  medical  care;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  licensed  physicians  be  utilized 
before  using  paraprofessionals  to  render  primary 
medical  care;  and  be  it  further 

Resolved,  That  when  a paraprofessional  renders 
primary  medical  care  his  status  should  be  made 
known  to  the  recipient  of  the  service;  and  be  it  fur- 
ther 

Resolved,  That  paraprofessionals  must  be  properly 


identified  as  such  by  an  insignia  or  device  worn  on 
his  uniform;  and  be  it  further 

Resolved,  That  the  primary  responsibility  for  the 
quality  of  medical  care  rendered  must  be  the  physi- 
cian’s and  that  an  attending  physician  assisted  by 
paraprofessionals  may  delegate  authority  for  treat- 
ment but  may  never  delegate  the  responsibility  for 
medical  treatment;  which  must  remain  his. 

Resolution  73-15,  Revision  in  Legislation  re: 
Physician's  Assistant 

Introduced  by  Leo  J.  Swirsky,  M.D.,  as  an  individual 
WHEREAS,  The  original  indication  of  inadequate 
medical  coverage  which  stimulated  the  need  for  the 
physician’s  assistant  still  exists;  and 

WHEREAS,  It  appears  that  there  are  certain  short- 
comings in  the  way  that  physician’s  assistants  are 
being  trained  in  the  State  of  New  York;  and 

WHEREAS,  The  obligation  to  protect  the  public  and 
to  assure  them  of  adequate  care  by  proper  physi- 
cian’s assistants  is  and  always  should  be  a prime  re- 
sponsibility of  the  Medical  Society  of  the  State  of 
New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  not  only  the  current  legislation, 
but  also  the  administrative  interpretation  thereof; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  to  its  members  that  they  do 
not  participate  in  this  program  until  it  is  revised  in 
accordance  with  proper  guidelines  which  should  be 
created  by  the  Medical  Society  of  the  State  of  New 
York. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

There  was  no  decision  on  these  resolutions  in  view  of 
the  fact  that  the  reference  committee  had  already  ac- 
cepted the  position  paper  of  the  Committee  on  Health 
Manpower.  The  committee  feels  that  the  position 
paper  has  adequately  covered  the  recommendations 
made  and  therefore,  recommends  that  these  resolutions 
be  accepted  for  filing. 

The  House,  after  discussion,  voted  to  refer  resolu- 
tions 73-11  and  73-15  to  the  Council. 

Resolution  73-12,  Rescinding  or  Modification  of 
Current  Regulations  on  Smallpox  Vaccination 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  There  has  been  a change  in  the  U.S. 
Public  Health  Department  voiding  the  requirement 
of  Smallpox  vaccination  for  people  entering  the 
United  States  or  returning  to  it;  and 

WHEREAS,  The  State  Legislature,  in  effecting  a 
change  in  the  laws  abolishing  the  requirement  of 
vaccination  of  children  entering  school;  and 

WHEREAS,  There  have  been  objections  to  this  ra- 
tionale both  at  national  and  local  levels,  including 
articles  in  the  literature;  and 

WHEREAS,  Many  professionals  feel  there  is  still  a 
bona  fide  need  for  vaccination  and  that  the  alleged 
ill  effects  of  vaccination  were  due  chiefly  to  the  ad- 
ministration of  the  vaccine  under  circumstances 
where  there  was  a contraindication  (eczema,  aller- 
gies, etc.);  and 
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WHEREAS.  It  is  recognized  that  a newly  introduced 
bizarre  virulent  virus  or  mutant  could  very  easily 
decimate  an  unprotected  population;  and 

WHEREAS.  There  have  already  been  reports  of  in- 
creases in  the  number  of  cases  of  Smallpox  in  the  lit- 
erature; and 

WHEREAS.  The  new  statute,  as  worded,  poses  a 
malpractice  gambit  against  any  doctor  administering 
the  vaccine  in  good  faith  and  judgment;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  State  Statute  Chapter 
145 — Laws  of  1972  (Assembly  Bill  10451 — Ginsberg) 
be  amended  to  qualify  the  restriction  so  that  under 
reasonable  judgment  where  it  is  medically  indicat- 
ed, and/or,  at  a patient’s  request,  Doctors  may 
administer  a vaccination  and  where  accomplished 
with  proper  technique,  be  without  fear  of  legal  as- 
sault; and  be  it  further 

Resolved,  That  the  American  Medical  Association, 
the  United  States  Public  Health  Department  and  the 
State  Legislature  be  apprised  of  this  action  and  that 
they  give  thought  to  reconsideration  of  this  edict; 
and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  for- 
warded to  the  City  of  New  York  Department  of 
Health,  Bureau  of  Infectious  Diseases;  Hollis  S.  In- 
graham, M.D.,  Commissioner  of  Health,  State  of 
New  York  Department  of  Health;  U.S.  Public 
Health  Department;  Governor  Nelson  A.  Rockefeller; 
the  American  Medical  Association;  and  the  New 
York  press. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  feels  that,  since  the  previ- 
ous law  mandating  that  smallpox  vaccinations  be  given 
to  all  children  before  entering  school  has  been  re- 
pealed, the  law  no  longer  needs  to  be  amended  since 
the  present  statute  permits  a physician  to  administer 
smallpox  vaccinations  so  long  as  he  obtains  informed 
consent. 

The  reference  committee  recommends  that  Resolu- 
tion 73-12  be  disapproved,  with  however,  the  admoni- 
tion that  physicians  be  advised  to  obtain  informed  con- 
sent from  all  those  who  desire  smallpox  vaccination  or 
whom  the  physician  decides  should  be  vaccinated  and 
that  the  Medical  Society  of  the  State  of  New  York  pe- 
riodically alert  all  physicians  to  the  contraindications 
of  smallpox  vaccinations  for  infants  up  to  one  year  old 
and  infants,  children,  and  adults  who  have  eczema  and 
allergies  or  other  dermatoses,  and  children  and  adults 
with  open  wounds. 

The  House,  after  discussion  voted  not  to  adopt  Reso- 
lution 73-12. 

Resolution  73-13,  Over-the-Counter  Iron  Prepara- 
tions 

Introduced  by  Medical  Society  of  the  County  of  Albany 

WHEREAS.  Iron,  and  its  salts,  are  specific  drugs 
used  for  the  treatment  of  iron  deficiency  and/or  iron- 
deficiency  anemia,  after  a diagnosis  is  established  by 
a physician;  and 

WHEREAS.  Proprietary  or  over-the-counter  iron 


salts  with  and  without  multiple  vitamins  are  readily 
available  to  a public  having  no  knowledge  of  its  spec- 
ificity and  dangers;  and 

WHEREAS.  The  over-the-counter  iron  by  its  desig- 
nation as  a proprietary  drug  is  used  by  the  public 
without  a diagnosis;  and 

WHEREAS.  Over-the-counter  iron  preparations  are 
promoted  through  misleading  and  massive  advertis- 
ing as  a panacea  for  many  nonspecific  complaints 
and  as  an  aid  to  “Stay  on  the  Young  Side”;  and 

WHEREAS,  Such  unsupervised  misuse  and  possible 
chronic  overuse  of  iron  salts  is  irrational,  may  lead  to 
iron  overload  and  disease,  and  may  delay  diagnosis  of 
malignant  and  other  diseases;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  Federal  Drug  Administration  to  de- 
list  all  iron  compounds  from  the  over-the-counter  pro- 
prietary designation;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  FDA  to  consider  iron  as  a pre- 
scription drug  available  only  under  the  direct  super- 
vision of  a physician. 

Resolution  73-14,  Moratorium  on  the  Consider- 
ation by  the  Federal  Drug  Administration  of  all  Fur- 
ther Proposals  to  Fortify  Foods  with  Iron 

Introduced  by  Medical  Society  of  the  County  of  Albany 
WHEREAS.  Iron,  a micronutrient,  is  available 
from  a varied  diet  of  the  four  basic  foods,  including 
animal  proteins  and  enriched  flours;  and 

WHEREAS,  Concern  regarding  the  proposed  fortifi- 
cation of  flour  and  related  cereals  with  unnatural 
levels  of  iron  has  been  expressed  by  many  in  the 
medical  profession;  and 

WHEREAS.  The  Federal  Drug  Administration,  fol- 
lowing such  expressed  concern,  has  contracted  with 
Federation  of  American  Societies  for  Experimental 
Biology  to  develop  protocols  to  evaluate  both  the  ef- 
ficacy and  the  risk  of  the  iron  fortification  programs; 
and 

WHEREAS.  The  results  of  such  studies  are  not  yet 
available;  and 

WHEREAS,  Despite  such  lack  of  completed  studies, 
additional  proposals  to  fortify  many  classes  of  foods 
are  being  considered  by  the  FDA;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  FDA  to  call  an  immediate  mora- 
torium on  the  consideration  by  FDA  of  all  further 
proposals  to  fortify  foods  with  iron. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  recommends  disapproval  of 
resolutions  73-13  and  73-14  until  further  scientific  in- 
vestigations have  proven  the  validity  of  these  Resolves. 

The  House,  after  discussion,  voted  to  refer  resolu- 
tions 73-13  and  73-14  to  the  Council. 

Resolution  73-16,  Repeal  of  the  New  York  State 
Abortion  Law  and  to  Request  a Law  Forbidding 
Abortion  Except  to  Safeguard  the  Life  of  the  Mother 

Introduced  by  Vincent  J.  Tesoriero,  M.D. 

WHEREAS.  The  International  Code  of  Medical  Eth- 
ics, the  Declaration  of  Geneva,  the  Oath  of  Hippoc- 
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rates,  and  the  Oath  of  Maimonides  all  demand  the 
preservation  of  human  life  and  the  last  three  prohibit 
abortion;  and 

WHEREAS.  The  performance  of  an  abortion  by  a 
physician  is  a denial  of  his  oath  and  a violation  of  his 
traditional  obligation  to  preserve  human  life;  and 
WHEREAS,  Judicial  decisions  have  established  le- 
gally that  the  unborn  child  is  an  individual  human 
being  entitled  to  protection;  and 

WHEREAS.  The  sciences  of  genetics,  embryology 
and  fetology  all  confirm  that  the  fertilized  ovum  is 
formed  in  structural  unity  and  has  all  the  essential 
characteristics  of  a human  being;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  requesting  that  the  present 
Abortion  Law  be  repealed;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to 
enact  a law  to  permit  abortion  only  to  safeguard  the 
life  of  the  mother. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chairman. 

The  committee  listened  to  evidence  presented  at  its 
hearing.  In  view  of  the  fact  that  the  Supreme  Court  of 
the  United  States  has  ruled  that  the  states  may  not 
forbid  abortions  in  certain  situations,  this  resolution 
serves  no  purpose. 

The  House  voted  not  to  adopt  resolution  73-16. 

Resolution  73-17,  Classification  of  Physicians 
Deemed  Incompetent  to  Practice  Medicine  by  Rea- 
son of  Mental  Illness  or  Other  Incapacitating  Pat- 
terns of  Behavior 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS.  In  New  York  State  physicians  who  are 
incompetent  to  practice  medicine  by  reason  of  men- 
tal illness,  alcoholism,  drug  addiction,  or  other 
incapacitating  patterns  of  behavior  are  usually  con- 
sidered to  be  offenders  against  society  rather  than  to 
be  patients;  and 

WHEREAS.  The  present  Education  Law  of  the  State 
of  New  York  relegates  these  incapacitating  medical 
disabilities  to  the  category  of  professional  miscon- 
duct with  all  its  resulting  penalties  without  differen- 
tiating between  these  disabilities  and  those  criminal 
actions  which  rightfully  belong  therein;  and 

WHEREAS,  The  American  Medical  Association  has 
indicated  its  concern  in  relieving  the  emotionally  ill 
physician  from  patient  care  responsibility;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  cause  incapacitating 
medical  disabilities  such  as  mental  illness,  alcohol- 
ism, drug  addiction  and  other  incapacitating  pat- 
terns of  behavior  to  be  removed  from  the  section  on 
professional  misconduct  of  the  Education  Law  of  the 
State  of  New  York;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  any  and  all  suitable  agencies  to 
promote  rehabilitation  programs  for  physicians  who 
are  deemed  incompetent  by  reason  of  mental  illness, 
alcoholism,  drug  addiction,  or  other  incapacitating 
patterns  of  behavior. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 

by  Katharine  L.  Friedmann,  M.D.,  chairman. 

The  committee  urges  that  the  Medical  Society  of  the 
State  of  New  York  study  this  problem  and  refer  it  to 
the  Committees  on  Alcoholism,  Mental  Health,  and 
Drug  Abuse  in  order  to  set  up  methodology  as  has  been 
already  developed  in  other  states. 

The  House  voted  to  refer  resolution  73-17  to  the 
Committees  on  Alcoholism,  Mental  Health,  and  Drug 
Abuse. 

Resolution  73-18,  Home  Health  Care  Services 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS.  Increased  emphasis  has  recently  been 
given  to  home  health  care  services  as  viable  alterna- 
tives to  institutionalized  care  and  services;  and 

WHEREAS,  Among  the  benefits  of  home  health  care 
are: 

1.  Length  of  hospitalization  can  be  reduced  by 
making  early  discharge  possible  and  the  need  for 
initial  admission  or  readmission  to  hospitals  or 
nursing  homes  can  be  diminished. 

2.  Adequate  home  health  care  can  provide  a 
more  economical  alternative  to  institutional  care 
especially  as  a substitute  to  the  widespread  mis- 
placement of  the  chronically  ill  and  infirm  aged  in 
hospitals  and  nursing  homes. 

3.  The  efficiency  of  the  practicing  physician 
can  be  increased  by  expanding  the  team  approach. 

4.  Unnecessary  capital  construction  costs  can 
be  prevented;  and 

WHEREAS.  Each  county  medical  society  is  properly 
concerned  with  the  availability  and  adequacy  of 
health  care  services  for  the  patient  population  in  its 
jurisdiction;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  county  medical  societies  to  educate 
their  physicians  to  accept  home  health  care  as  an  in- 
tegral part  of  patient  management,  and  to  provide 
community  leadership,  both  in  improving  the  coor- 
dination of  existing  home  care  services  and  encourag- 
ing development  of  new  services  where  they  are 
needed;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  health  insurance  and  third  party  car- 
riers, including  the  Government,  to  develop  appropri- 
ate changes  in  benefits  and  reimbursements  to  support 
the  provision  of  home  health  services. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION  The  following  report  was 
presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  recommends  approval  of 
this  resolution  with  the  recommendation  that  it  be  re- 
ferred, via  the  Council,  to  the  proper  committee  for 
dissemination  of  such  information. 

The  House  voted  to  adopt  resolution  73-18  and  to 
refer  it  to  the  Council. 

Resolution  73-19,  Facilities  for  the  Treatment  of 
Alcoholic  Patients  in  General  Hospitals 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS.  It  is  the  consensus  of  health  care  profes- 
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sional  personnel  that  there  is  great  need  for  facilities 
for  the  treatment  of  alcoholic  patients  in  local  com- 
munities; and 

WHEREAS.  It  is  the  further  consensus  that  alcohol- 
ism is  a bona  fide  medical  condition  frequently  re- 
quiring hospitalization;  and 

WHEREAS.  Third  party  coverage  is  generally  avail- 
able for  hospitalization  for  the  treatment  of  alcohol- 
ism; and 

WHEREAS.  It  is  the  recommendation  of  both  the 
American  Medical  Association  and  the  American 
Hospital  Association  that  facilities  be  established  for 
the  treatment  of  alcoholism  in  general  hospitals; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  general  hospitals  to  establish 
facilities  for  the  treatment  of  alcoholic  patients,  and 
that  any  existing  prohibition  against  the  admission 
of  alcoholic  patients  be  removed. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  considered  this  resolution  and  recom- 
mends its  adoption. 

The  House  voted  to  adopt  resolution  73-19. 

Resolutions  73-20,  Endorsement  of  American 
Cancer  Society's  Uterine  Task  Force 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an  in- 
dividual 

WHEREAS.  Over  13,000  American  women  die  of  in- 
vasive carcinoma  of  the  uterine  cervix  annually;  and 

WHEREAS,  These  needless  deaths  are  the  source  of 
untold  suffering  and  great  economic  loss  to  individu- 
als, families,  and  the  community;  and 

WHEREAS.  The  use  of  the  cervical  Papanicolaou 
smear  test  has  been  demonstrated  to  be  highly  effec- 
tive in  detecting  uterine  cervical  cancer  in  the  early 
stages;  and 

WHEREAS.  Treatment  of  cervical  carcinoma  in  the 
early  or  preinvasive  stage  results  is  almost  100%  cur- 
able; and 

WHEREAS.  Insufficient  physician  manpower  exists 
to  ensure  that  every  woman  at  risk  can  obtain  a cer- 
vical Papanicolaou  smear  on  a biannual  or  triannual 
basis;  and 

WHEREAS.  The  American  Cancer  Society  under  its 
Uterine  Task  Force  Program  is  supporting  the  train- 
ing and  taking  of  cervical  Papanicolaou  smears  by 
properly  indoctrinated  paramedical  personnel;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  American  Cancer  Society’s 
Uterine  Task  Force  Program;  and  be  it  further 

Resolved,  That  the  MSSNY  endorse  the  concept  of 
the  taking  of  cervical  Papanicolaou  smears  by  prop- 
erly trained  paramedical  personnel  under  appropri- 
ate supervision  and  in  circumstances  of  need. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  recommends  approval  of 


the  request  of  the  American  Cancer  Society’s  Uterine 
Task  Force. 

The  House  voted  to  adopt  resolution  73-20. 


Resolution  73-28,  Custodial  and  Intermediate  Pa 
tient  Care 

Introduced  by  Medical  Society  of  the  County  of  Oneida 
WHEREAS,  The  Medical  Society  of  the  County  of 
Oneida  is  concerned  about  the  health  care  of  all 
Oneida  County  citizens  as  well  as  the  increasing  cost 
of  the  total  health  care  picture,  such  as  hospital 
rates,  ancillary  rates,  Medicare,  welfare,  and  third- 
party  insurance  rates;  and 

WHEREAS.  The  hospital-bed  consensus  in  Oneida 
County  has  been  acute  for  the  past  five  years  and 
waiting  lists  of  patients  to  be  admitted  to  the  acute- 
care  hospitals  exist  daily  because  of  the  shortage  of 
hospital  beds;  and 

WHEREAS,  The  utilization  review  committees  of 
the  acute-care  hospitals  of  Oneida  County  and  the 
Mid-State  Committee  on  Area-Wide  Health  Plan- 
ning, Inc.,  are  aware  that  20  to  25  per  cent  of  the 
acute-care  hospital  beds  are  occupied  by  patients 
over  sixty-five  years  of  age  who  are  physically  not  ca- 
pable of  living  alone  after  a spell  of  illness  and  either 
have  no  family  or  the  family  will  not  accept  them; 
and 

WHEREAS.  These  patients,  therefore,  remain  in  the 
acute-care  hospitals  for  days  and  weeks  occupying 
beds  for  custodial  care;  and 

WHEREAS.  The  nursing  home  beds  in  Oneida 
County  are  fully  occupied  and  few  in  number  as 
compared  with  the  needs;  and 

WHEREAS.  Several  nursing  homes  have  been  closed 
by  the  New  York  State  Department  of  Health  be- 
cause of  their  failure  to  qualify  for  approval  under 
existing  requirements;  and 

WHEREAS.  The  cost  to  the  Federal  and  County 
health-care  program  for  patients  in  acute-care  hospi- 
tals is  extremely  high  for  custodial  care;  and 

WHEREAS.  There  are  two  New  York  State  Mental 
Health  Hospitals  in  Oneida  County  with  many 
empty  beds;  and 

WHEREAS.  The  cost  of  custodial  care  per  patient  in 
New  York  State  Mental  Hygiene  Hospital  would  be 
one-third  to  one-half  the  cost  in  acute-care  hospitals; 
and 

WHEREAS.  The  patient  who  is  in  the  acute-care 
hospital  bed  for  custodial  care  paid  State  taxes 
twenty-five  or  thirty  years  ago  to  help  build  the 
Mental  Hygiene  Hospitals  of  today;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Governor  and  the  Commissioner 
of  Mental  Hygiene  to  consider  the  utilization  of  these 
empty  State  hospital  beds  for  the  intermediate  care 
of  certain  patients  who  no  longer  require  hospitaliza- 
tion in  the  regional  acute-care  institutions. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION  The  following  report  was 
presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  resolution  73-28. 
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Resolution  73-30,  Continuing  Education 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

WHEREAS.  Advances  in  medicine  take  place  at  an 
ever-increasing  pace  and  a variety  of  educational 
modalities  are  now  available  for  every  branch  of 
medicine;  and 

WHEREAS,  Only  an  informed  physician  can  give 
the  highest  quality  care  to  his  patients;  and 

WHEREAS.  Only  through  continuing  education  can 
the  physician  avoid  intellectual  obsolescence;  and 
WHEREAS,  Many  medical  societies,  medical  spe- 
cialty societies  and  state  licensing  authorities  have 
made  policy  decisions  which  require  continuing  edu- 
cation as  a condition  for  membership;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  concept  of  requiring  evidence 
of  continuing  education  for  continuing  membership 
in  the  Society. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  amended  the  resolved  por- 
tion of  this  resolution  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  its  Bylaws  to  mandate  continuing 
education  for  continuing  membership  in  the  Society; 
and  be  it  further 

Resolved,  That  this  resolution  be  referred  to  the 
Committee  on  Bylaws. 

The  reference  committee  recommends  the  adoption  of 
this  resolution  as  amended. 

The  House  voted  to  adopt  resolution  73-30  as  amend- 
ed. 

Resolution  73-32,  Drug  Abuse 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

WHEREAS.  The  Medical  Society  of  the  County  of 
New  York  is  opposed  to  drug  abuse,  with  particular 
emphasis  at  this  time  on  the  restriction  and  reduc- 
tion of  amphetamine  manufacture  and  that  very 
careful  and  judicious  prescribing  of  these  drugs  by 
the  practicing  physician;  and 

WHEREAS.  The  Medical  Society  of  the  County  of 
New  York  does  not  endorse  any  intravenous  use  of 
amphetamines,  except  for  research  purposes,  since 
there  are  no  known  medical  indications  for  the  use  of 
these  drugs  by  this  route;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  heartily  endorse  governmental  restriction 
on  the  amount  of  amphetamines  and  amphetamine 
compounds  that  can  be  manufactured,  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  condemn  the  use  of  intravenous  amphe- 
tamines except  under  the  carefully  controlled  condi- 
tions imposed  by  valid  research,  and  be  it  further 
Resolved,  That  this  action  of  the  Medical  Society 
of  the  State  of  New  York  be  publicized  both  to  the 
public  by  individuals  and  to  responsible  governmen- 
tal agencies  by  direct  communication. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 


HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

This  resolution  was  withdrawn  and  the  following 
substitute  resolution  was  submitted: 

WHEREAS.  The  medical  profession  recognizes  the 
widespread  abuse  of  drugs  and  the  diversion  of  large 
amounts  of  medications  into  nonmedical  channels; 
and 

WHEREAS.  There  should  be  better  control  of  the 
distribution  of  the  amphetamines  to  prevent  their 
use  for  nonmedical  purpose;  and 

WHEREAS.  The  medical  profession  knows  of  no 
medical  indication  for  the  use  of  amphetamines  in- 
travenously; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  restate  its  opposition  to  drug  abuse,  and 
at  this  time  recommend  reduction  of  amphetamine 
manufacture  to  that  amount  necessary  for  medical 
purposes  and  urge  the  very  careful  and  judicious  pre- 
scribing of  these  drugs  by  the  practicing  physician; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  condemn  any  intravenous  use  of  amphe- 
tamines, except  for  research  purposes,  since  there  are 
no  known  medical  indications  for  the  use  of  these 
drugs  by  this  route,  and  urge  its  component  societies 
to  take  similar  action. 

The  reference  committee  recommends  approval  of 
the  substitute  resolution. 

The  House  voted  to  adopt  the  substitute  resolution. 

Resolution  73-48,  Cutback  in  Regional  Medical 
Programs  Funds 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS.  One  of  the  major  purposes  of  Regional 
Medical  Program  has  always  been  to  promote  the 
most  efficient  and  effective  use  of  dollars  and  man- 
power resources  within  the  health  care  system;  and 
WHEREAS.  Regional  Medical  Program  is  funded 
only  with  the  contingency  that  it  promote  better  in- 
tegration and  resource  sharing  among  the  many  in- 
stitutions and  agencies  within  the  health  care  system 
as  a vehicle  for  improving  over-all  cost  effectiveness; 
and 

WHEREAS.  197,908  people  of  Nassau  and  Suffolk 
Counties  alone  are  over  age  65,  and 

WHEREAS.  At  least  14  per  cent  of  these  men  and 
women  are  bed-ridden,  housebound  and  physically 
handicapped;  and 

WHEREAS,  During  the  past  18  months,  Regional 
Medical  Program  in  Nassau  and  Suffolk  Counties 
alone  organized  a Home  Care  Council  composed  of 
all  of  the  providers  of  home  health  care  in  this  geo- 
graphic region;  and 

WHEREAS,  During  the  past  year  a training  program 
centered  at  the  Martin  Luther  King  Neighborhood 
Health  Center  in  Wyandanch  has  trained  many  mar- 
ginally employable  persons  to  take  medical  histories 
and  to  perform  Papanicolaou  smears  and  to  teach 
women  the  technic  of  self  breast  examination;  and 
WHEREAS.  Regional  Medical  Program  has  initiated 
and  projected  specific  studies  to  reflect  the  experi- 
ence of  harmful  reactions  to  medications  during  hos- 
pital stays;  and 

WHEREAS,  Regional  Medical  Program  has  initiated 
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and  developed  accurate  studies  to  determine  the  dol- 
lar costs  of  providing  chronic  treatment  to  victims  of 
chronic  kidney  failure;  and 

WHEREAS.  Regional  Medical  Program  has  under- 
written start-up  costs  of  computerized  radiation 
therapy  planning  programs  centered  at  Nassau  Hos- 
pital in  Mineola;  and 

WHEREAS.  Regional  Medical  Program  has  initiated 
a training  program  centered  at  Adelphi  and  Molloy 
Schools  of  Nursing  to  train  50  R.N.’s  to  perform  85 
per  cent  of  the  tasks  normally  requiring  the  attention 
of  pediatricians;  and 

WHEREAS,  Regional  Medical  Program  has  under- 
written start-up  costs  for  a Department  of  Communi- 
ty Medicine  at  Brookhaven  Memorial  Hospital;  and 
WHEREAS.  Regional  Medical  Program  has  initiated 
the  development  of  stroke  teams  in  three  major  hos- 
pitals in  Nassau  and  Suffolk  Counties;  and 

WHEREAS.  Regional  Medical  Program  has  devel- 
oped countless  worthwhile  health  services  and  health 
projects  in  New  York  State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  be  particularly  concerned  and  alarmed  at 
the  cut-back  in  Regional  Medical  Program  funds  for 
essential  community  services;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  those  in  authority  to  take  a particu- 
larly hard  look  at  and  re-evaluation  of  the  extraordi- 
nary and  valuable  services  performed  by  Regional 
Medical  Program  in  the  various  communities 
throughout  the  nation  and  seriously  reconsider  mak- 
ing the  necessary  funds  available  to  these  agencies 
for  their  continued  essential  work. 

Resolution  73-70,  Regional  Medical  Programs 

Introduced  by  Thomas  Bumbalo,  M.D.,  as  an  individu- 
al 

WHEREAS.  The  Regional  Medical  Programs  have 
evolved  the  mechanism  for  the  profession  and  local 
health  providers  to  invest  federal  monies  to  respond 
to  local  needs;  and 

WHEREAS.  The  Regional  Medical  Programs  are 
progressively  reducing  administrative  costs  for  the 
application  of  public  funds;  and 

WHEREAS.  The  Regional  Medical  Programs  have 
been  a major  factor  in  development  of  an  emergency 
Medical  Services  System,  initially,  in  the  Lakes  Area 
Regional  Medical  Program  area,  but  with  potential 
for  the  entire  State;  and 

WHEREAS,  The  communications  devices  of  the 
RMP’s  have  expanded  access  to  information  and 
technical  advances  to  physicians  and  the  entire 
health  team;  and 

WHEREAS.  The  RMP’s  have  augmented  the  attack 
on  the  categorical  diseases  mandated  by  Public  Law 
89-239  (and  its  subsequent  revision  91-515)  in  part- 
nership with  the  voluntary  agencies  such  as  the 
American  Cancer  Society;  and 

WHEREAS.  The  RMP’s  are  currently  responding  to 
the  President’s  wish  to  reduce  federal  government 
control,  to  reduce  size  in  federal  bureaucracy  and  to 
build  on  the  existing  strengths  of  the  community; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  deprecate  the  projected  termina- 
tion of  the  RMP’s;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  urge  Congress  to  extend  the  RMP  legisla- 
tion; and  be  it  further 

Resolved,  That  the  New  York  delegation  present 
this  resolution  to  the  delegates  at  the  American 
Medical  Association  Convention,  in  New  York,  in 
June,  1973. 

Resolution  73-86,  Demise  of  Regional  Medical 
Programs 

Introduced  by  Medical  Society  of  the  County  of  Alleg- 
any 

WHEREAS.  The  Regional  Medical  Program  has  pro- 
vided the  rural  and  community  physician  with  a 
choice  in  the  dispensation  of  federal  dollars;  and 

WHEREAS,  Those  physicians  remote  from  the  major 
influential  institutions  have  been  given  an  opportu- 
nity and  a vote  in  the  mechanisms  designed  to  im- 
prove the  quality  of  care;  and 

WHEREAS.  Rural  communities  have  profited  from 
mobile  health  centers,  rural  health  manpower  pro- 
grams and  migrant  health  programs;  and 

WHEREAS.  The  academic  isolation  that  the  dedi- 
cated rural  practitioner  has  suffered  in  the  past  has 
been  very  clearly  considerably  diminished  by  the 
structure  of  the  Regional  Medical  Program;  and 

WHEREAS,  The  factors  basic  to  the  improvement  of 
care  in  all  the  categorical  diseases  for  which  they 
were  legislated  have  been  defined  and  remedied  by 
the  Regional  Medical  Program;  and 

WHEREAS.  The  voluntary  agencies  such  as  the 
Cancer  Society  in  their  cancer  control  role  have  prof- 
ited by  cooperative  infusion  of  funds  from  the  Re- 
gional Medical  Program;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  strongly  deprecating  the 
projected  termination  of  the  Regional  Medical  Pro- 
grams, and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  urge  the  members  of  the  93rd 
Congress  to  extend  the  Regional  Medical  Program 
legislation;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  the  President  of  the  United  States 
and  members  of  the  93rd  Congress  of  this  resolution; 
and  be  it  further 

Resolved,  That  this  resolution  be  introduced  by 
the  New  York  State  Delegation  of  the  Medical  Soci- 
ety of  the  State  of  New  York  at  the  American  Medi- 
cal Association  House  of  Delegates  meeting  in  New 
York  City,  June,  1973. 

Resolution  73-84,  Exclusion  of  Regional  Medical 
Programs  from  Federal  Budget 

Introduced  by  The  Medical  Society  of  the  County  of 
Suffolk 

WHEREAS.  The  several  Regional  Medical  Programs 
throughout  New  York  State  have  provided  a positive 
organizational  base  from  which  physicians  may  effec- 
tively implement  improvements  in  the  health  care 
system  consummate  with  the  responsible  practice  of 
medicine;  and 

WHEREAS,  These  same  Regional  Medical  Programs 
have  provided  invaluable  and  irreplaceable  technical 
assistance  to  the  physician  community  and  the  larger 
communities  they  serve  to  effect  improved  general 
health  care;  and 

WHEREAS.  The  Regional  Medical  Program  has  pro- 
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vided  much  needed  local  autonomy  in  the  expendi- 
ture of  federal  resources  directed  toward  local  needs; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  deplore  the  exclusion  of  the  Regional 
Medical  Program  from  the  Administration’s  pro- 
posed 1974  Federal  budget;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Congress  of  the  United  States  to 
extend  RMP  legislation  and  provide  funding  neces- 
sary for  continuation  and  expansion  of  this  valuable 
program;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Administration  to  re-examine  its 
position  and  recognize  RMP  as  an  effective  force,  re- 
sponsive to  the  private  and  voluntary  sectors  of  the 
health  care  system,  for  improving  health  services  in 
line  with  regional  priorities. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTFI  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  committee  feels  that  resolution  73-84  has  ade- 
quately expressed  the  sense  of  all  four  of  these  resolu- 
tions, and  therefore,  recommends  the  adoption  of  Reso- 
lution 73-84  with  the  addition  of  one  more  resolved 
taken  from  Resolution  73-70  as  follows: 

Resolved,  That  the  New  York  Delegation  present 
this  resolution  to  the  delegates  at  the  American 
Medical  Association  Convention  in  New  York  in 
June,  1973. 

The  reference  committee  recommends  approval  of 
resolution  73-84  as  amended. 

The  House,  after  discussion,  voted  to  amend  resolu- 
tion 73-84  by  the  insertion,  in  place  of  the  resolved  pre- 
sented by  the  reference  committee,  of  the  following: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  Committee  on  Federal  Legis- 
lation to  take  immediate  action  to  inform  the  Con- 
gress of  the  United  States  regarding  this  action. 

The  House,  after  further  discussion,  voted  to  adopt 
Resolution  73-84  as  amended. 

Resolution  73-49,  Regional  Laboratory  Service  for 
Diagnosis  of  Gonorrhea  and  Syphilis 

Introduced  by  Broome  County  Medical  Society 

WHEREAS,  The  New  York  State  Department  of 
Health  has  discontinued  performing  serologic  tests 
for  syphilis  by  the  State  Laboratories  in  Albany;  and 
WHEREAS,  Due  to  delays  by  the  United  States 
Postal  Service  in  delivering  transgrow  cultures  for 
gonorrhea  testing,  a hardship  for  citizens  of  the 
Southern  Tier  is  effected  because  of  unsatisfactory 
reports;  and 

WHEREAS,  Such  delays  in  transit  resulting  in  un- 
satisfactory specimens  being  received  by  the  State 
Health  Department  Laboratories  may  seriously  affect 
the  diagnosis  and  control  of  gonorrhea  for  Southern 
Tier  citizens;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  the  State  Department  of 
Health  Provide  reimbursement  for  all  venereal  dis- 
ease tests  done  locally  in  accredited  laboratories. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 


HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  committee  took  into  account  the  remarks  of 
Hollis  S.  Ingraham,  M.D.,  regarding  a similar  resolu- 
tion last  year.  However,  in  an  effort  to  encourage 
more  rapid  and  efficient  testing  of  specimens,  the 
reference  committee  recommends  approval  of  this 
resolution. 

The  House  voted  to  adopt  resolution  73-49. 

Resolution  73-50,  Medical  Care  in  Deprived  Areas 
in  New  York  State 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  The  medical  care  facilities  and  the 
number  of  medical  personnel  in  the  South  Bronx  are 
grossly  inadequate  to  meet  the  needs  of  its  people; 
and 

WHEREAS,  There  are  many  other  areas  of  New 
York  State  in  which  the  number  of  medical  person- 
nel is  inadequate  to  meet  urgent  needs;  and 

WHEREAS,  The  private  sector  of  the  medical  com- 
munity seems  unable  to  provide  the  health  care  ser- 
vices required;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  look  to  the  public  sector  to  provide  imme- 
diate assistance  in  creating  an  adequate  medical  care 
system  for  the  South  Bronx  and  for  other  under- 
served areas  of  New  York  State;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  its  willingness  and  desire  to  work 
with  community  and  government  in  the  development 
and  implementation  of  public  programs  to  amelio- 
rate the  current  health  care  crisis;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  pledge  to  render  cooperative  assistance  to 
the  community  in  planning  for  improved  housing, 
sanitation,  educational  programs  and  facilities,  po- 
lice and  fire  protection,  which  must  also  be  included 
in  overall  public  efforts  to  improve  the  life  and 
health  of  the  inhabitants  of  our  State. 

Resolution  73-96,  To  Improve  Medical  Care  in 
Rural  and  Disadvantaged  Areas 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS,  There  are  areas  in  New  York  State 
without  proper  facilities  and/or  personnel;  and 

WHEREAS,  The  medical  profession  working  in  co- 
operation with  other  segments  of  society  should  be 
able  to  improve  this  situation;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  commitment  to  actively  use 
its  resources  and  influence  to  provide  all  residents  of 
the  State  of  New  York  with  necessary  and  proper 
medical  care;  and  be  it  further 

Resolved,  That  immediate  medical  relief  be  sought 
for  individuals  situated  in  rural  and  ghetto  areas  as 
well  as  those  unable  to  pay  for  medical  services;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Governor  of  the  State  of  New 
York  and  the  state  Legislature,  to  provide  monetary 
assistance  to  counties  in  order  to  successfully  imple- 
ment Section  610-A  of  the  Education  Law,  authoriz- 
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ing  county  scholarships  for  professional  education  in 
medicine;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  initiate  a publicity  campaign  to  recruit 
medical  school  students  and  practicing  physicians  to 
meet  the  needs  of  communities  with  inadequate 
numbers  of  physicians. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chairman 
The  reference  committee  considered  Resolutions 
73-50  and  73-96,  which  are  similar,  differing  only  in  the 
fact  that  Resolution  73-50  refers  to  implementation  on 
a limited  geographical  basis,  whereas  Resolution  73-96 
is  applicable  to  the  entire  State.  The  reference  com- 
mittee, therefore,  combined  these  resolutions  and  sub- 
mits the  following  substitute  resolution  for  approval  by 
the  House: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  commitment  to  actively  use 
its  resources  and  influence  to  provide  all  residents  of 
the  State  of  New  York  with  necessary  and  proper 
medical  care;  and  be  it  further 

Resolved,  That  immediate  medical  relief  be  sought 
for  individuals  situated  in  rural  and  ghetto  areas  as 
well  as  those  unable  to  pay  for  medical  services;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  its  willingness  and  desire  to  work 
with  community  and  government  in  the  development 
and  implementation  of  public  programs  to  amelio- 
rate the  current  health  care  needs;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  pledge  to  render  cooperative  assistance  in 
planning  for  improved  housing,  sanitation,  educa- 
tional programs  and  facilities,  police  and  fire  protec- 
tion, which  must  also  be  included  in  overall  public 
efforts  to  improve  the  life  and  health  of  the  inhabi- 
tants of  our  State. 

The  House,  after  discussion,  voted  to  adopt  the  sub- 
stitute resolution. 

Resolution  73-78,  Pediatric  Nurse  Practitioners 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS.  Many  programs  for  the  training  of  Pedi- 
atric Nurse  Practitioners  (P.N.P.)  have  been  initiated 
throughout  the  State  of  New  York  and  the  country  as 
a whole;  and 

WHEREAS.  The  primary  objective  of  these  pro- 
grams is  to  improve  the  quality,  efficiency,  and 
availability  of  medical  care  in  area  of  need  by  ex- 
panding the  “eyes,  ears,  hands,  and  voice”  of  the 
family  physician  or  pediatrician;  and 

WHEREAS.  The  extensive  education  and  experience 
of  the  average  physician  provide  him  with  a higher 
degree  of  skill  and  judgment  necessary  in  the  ap- 
praisal and  management  of  well  and  sick  children 
than  the  intensive  four  (4)  month  P.N.P.  course  can 
conceivably  provide  for  these  specialized  nurses;  and 
WHEREAS.  Appropriate  tasks  performed  by  P.N.P.’s 
may  in  time  prove  to  greatly  enhance  patient  care  in 
office,  school  or  clinic  settings;  and 

WHEREAS.  Some  free-standing,  out-of-hospital 
clinics  or  schools  may  attempt  to  hire  P.N.P.’s  to  ex- 
amine and  evaluate  well  or  sick  children  indepen- 


dently of  active  supervision  by  qualified  physicians; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  with  the  Nursing  Association  of  New  York 
State,  through  pertinent  committees  reporting  to  the 
Council,  carefully  study  the  present  and  future  roles 
and  responsibilities  of  the  P.N.P.  in  relation  to  the 
clinical  practice  of  medicine;  and  be  it  further 

Resolved,  That  the  said  committees  generate  spe- 
cific guidelines  for  clinics  and  schools  throughout  the 
State  by:  (1)  defining  the  scope  of  functions  which 

may  fall  within  the  province  of  P.N.P.  competency; 
and  (2)  stressing  the  concept  that  the  P.N.P.  can 
complement  or  facilitate  certain  physician  functions 
but  not  completely  substitute  for  them. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  resolution  73-78. 

Resolution  73-63,  Approval  of  Proprietary  Home 
Applications 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  The  Department  of  Health  of  the  State 
of  New  York  has  placed  a moratorium  upon  prolifer- 
ation of  nursing  homes,  homes  for  the  aged,  and  se- 
nior citizens  homes  until  1975;  and 

WHEREAS.  The  Department  of  Social  Services  of 
the  State  of  New  York,  and  the  Building  Department 
of  the  City  of  New  York  continue  to  act  on  applica- 
tions for  proprietary  homes  without  concern  for  the 
medical  and  health  problems  inherent  in  these 
homes;  and 

WHEREAS.  The  Rockaway  area  of  Queens  County 
already  has  20  per  cent  of  the  proprietary  homes  of 
New  York  City,  and,  because  of  excessive  input  of  el- 
derly people — 23  per  cent  over  65  years;  and 

WHEREAS.  The  above  superimposed  individuals 
originating  from  other  areas  require  disproportionate 
utilization  of  health  facilities  and  hospital  beds  as 
compared  to  the  indigenous  population;  be  it  there- 
fore 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  legislation  mandating  that  the  De- 
partment of  Social  Services  of  the  State  of  New  York 
and  local  building  departments  include  appropriate 
recommendations  from  State  and  local  health  depart- 
ments in  processing  proprietary  home  applications. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chairman. 

The  reference  committee  recommends  adoption  of 
this  resolution. 

The  House  voted  to  adopt  resolution  73-63. 

Resolution  73-94,  Disapproval  of  Drug  Substitu- 
tion 

Introduced  by  Cattaraugus  County  Medical  Society 

WHEREAS.  It  has  been  testified  by  various  promi- 
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nent  medical  authorities  that  “generic”  drugs  are  not 
equal;  and 

WHEREAS.  In  California  a similar  “generic  substi- 
tution regulation”  was  rejected  by  the  courts;  and 
WHEREAS,  Many  drug  “generics”  substituting  for 
trade  name  products  were  proven  to  be  inferior,  non- 
therapeutic  and,  in  some  cases,  even  toxic  as  com- 
pared to  the  trade  name  product;  and 

WHEREAS.  This  regulation  could  result  in  inferior 
care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  condemn  the  practice  of  the  substitution 
of  any  drug  for  that  which  has  been  prescribed  by  a 
physician;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Legislature  of  New  York  State 
not  to  pass  legislation  allowing  pharmacists  to  sub- 
stitute less  expensive  generic  or  other  brand  name 
equivalent  drugs  for  the  brand  name  originally  pre- 
scribed. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  recommends  approval  of 
this  resolution 

The  House  voted  to  adopt  resolution  73-94. 

Resolution  73-97,  Work  to  End  the  "Doctor 
Draft" 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS.  Physicians  and  dentists  have  been  sin- 
gled out  as  the  only  individuals  subject  to  the  mili- 
tary draft;  and 

WHEREAS.  Physicians  as  well  as  all  other  individu- 
als should  have  the  freedom  of  choice  to  live  and 
work  in  a free  society  in  a manner  which  they  them- 
selves so  choose;  and 

WHEREAS,  Such  physicians  freed  from  military  ser- 
vice could  better  serve  the  people  of  New  York  State; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  American  Medical  Association  to 
petition  the  President,  the  Congress,  and  the  Direc- 
tor of  Selective  Service,  to  abolish  the  so-called 
“Doctor  Draft”  and  to  institute  appropriate  measures 
to  develop  voluntary  medical  officer  enrollment. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chairman. 

The  reference  committee  amended  this  resolution  by 
the  addition  of  the  words,  “Department  of  Defense,”  so 
that  the  resolution  would  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  American  Medical  Association  to 
petition  the  President,  the  Congress,  the  Director  of 
Selective  Service,  and  the  Department  of  Defense,  to 
abolish  the  so-called  “Doctor  Draft”  and  to  institute 
appropriate  measures  to  develop  voluntary  medical 
enrollment. 

The  House  voted  to  adopt  resolution  73-97  as  amend- 
ed. 


Resolution  73-98,  To  Restore  Medical  Education 
Funding 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS.  An  extensive  amount  of  the  funding  for 
fellow,  scholar,  and  traineeship  programs  for  medical 
education  have  been  recently  cut  by  the  Federal  gov- 
ernment; and 

WHEREAS.  Such  monies  are  often  necessary  for  the 
successful  completion  of  medical  education  by  many 
students  enrolled  in  medical  schools  of  the  State  of 
New  York;  and 

WHEREAS.  It  is  in  the  interest  of  the  people  of  the 
State  of  New  York  that  such  programs  continue; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Governor,  and  the  Legisla- 
ture, for  monetary  assistance  for  the  continuation  of 
such  programs;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  American  Medical  Association  to 
petition  the  President  and  Congress  to  reallocate 
funds  to  such  programs  and  to  provide  necessary  and 
proper  aid  for  medical  education. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  resolution  73-98. 

Resolution  73-99,  To  Increase  the  Percentage  of 
Minority  and  Women  Physicians  in  the  House  of 
Delegates 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS.  The  House  of  Delegates  represents  a 
crosssection  of  practicing  physicians  in  the  State  of 
New  York;  and 

WHEREAS.  The  representation  of  women  and  mi- 
nority doctors  in  the  House  of  Delegates  does  not  ad- 
equately reflect  their  proportions  in  the  physician 
population;  and 

WHEREAS,  It  is  to  the  benefit  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  to  have  input  from  all  sectors  of  society;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  actively  work  to  increase  the  percentage  of 
women  and  minority  doctors  in  the  House  of  Dele- 
gates to  better  represent  these  groups  as  they  exist  in 
New  York  State. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report  was 

presented  by  Katharine  L.  Friedmann,  M.D.,  chair- 
man. 

The  committee  felt  that  no  evidence  was  submitted 
to  support  the  intention  of  this  resolution.  In  addition, 
we  felt  that  the  House  of  Delegates  was  not  the  proper 
place  to  propose  this,  but  that  it  should  be  implement- 
ed through  the  grassroots  of  the  county  medical  so- 
cieties. We  believe  that  the  members  of  any  elective 
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body  should  be  determined  on  their  merit  rather  than 
by  their  ethnic  background  or  sex. 

The  reference  committee  recommends  disapproval  of 
this  resolution. 

The  House,  after  discussion,  voted  to  amend  Resolu- 
tion 73-99  by  the  substitution  of  the  following  for  the 
resolved  portion: 

Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  request  the  county  medical  societies  to  en- 


courage women  and  younger  physicians  to  partici- 
pate more  actively  in  all  levels  of  the  Medical  Soci- 
ety of  the  State  of  New  York  and  particularly  to  en- 
courage them  to  seek  office  in  the  House  of  Dele- 
gates. 

The  House,  after  further  discussion,  voted  to  adopt 
Resolution  73-99  as  amended. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  24  through  28,  1974 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  24  through  WEDNESDAY,  FEBRUARY  27 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15,  1973 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Thomas  S.  Bumbalo,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  James 
J.  Quinlivan,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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Organization,  Policies,  and  Legal  Matters 

Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

Shortly  after  Lloyd  Paul  Stryker  was  appointed 
counsel  to  the  Medical  Society  of  the  State  of  New 
York,  I entered  his  employ.  Having  graduated  from 
Columbia  Law  School  in  the  spring  of  1928,  I was  ad- 
mitted to  practice  the  following  spring.  When  Mr. 
Stryker  resigned  as  counsel  to  the  Medical  Society,  he 
was  succeeded  by  Lorenz  J.  Brosnan.  Upon  the  un- 
timely death  of  Lorenz  in  1942,  I was  appointed  coun- 
sel. This  is  my  thirtieth  annual  report.  During  these 
years,  I have  been  on  trial  in  all  but  a few  of  the 
counties,  and  in  most  of  them  on  a number  of  occa- 
sions. Since  the  trial  calendar  opened  just  after  Labor 
Day,  I have,  in  addition  to  discussing  our  calendars 
with  my  staff,  been  on  trial  in  Goshen,  White  Plains, 
Riverhead,  Mineola,  Brooklyn,  Bronx,  Manhattan, 
New  City,  and  Monticello.  At  the  request  of  the  Dean 
of  students  at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  I delivered  a course  of  five  lec- 
tures to  the  undergraduates  and  thoroughly  enjoyed  the 
colloquy  that  took  place  with  the  students.  As  one  of 
seven  attorneys  for  various  state  medical  societies,  I 
met  with  members  of  the  American  Medical  Associa- 
tion in  Chicago  to  discuss  medical-legal  problems  of 
national  significance,  and  will  attend  a meeting  at 
which  many  more  states  will  be  represented  by  their 
counsels  at  Cincinnati  later  this  month.  I attended  the 
annual  convention  of  the  American  Bar  Association  in 
San  Francisco,  and  took  one  extra  day  to  go  to  a city 
near  Sacramento  for  a conference  with  a physician 
practicing  in  that  area  who  was  concerned  about  the 
care  that  had  been  rendered  to  his  brother  in  an  Up- 
state city.  The  meeting  was  most  helpful.  I will  refer 
later  in  my  report  to  various  meetings  of  the  Society 
and  its  sub-divisions.  I attended  a day  long  session  at 
the  American  Arbitration  Association  offices  in  New 
York,  where  the  feasibility  of  arbitrating  some  of  our 
malpractice  cases  was  discussed.  The  conclusions 
were  quite  tentative.  There  was  a meeting  of  physi- 
cians and  lawyers  from  all  over  the  country  at  the 
Americana  Hotel  where  the  entire  problem  of  malprac- 
tice was  discussed  and  which  I attended.  What  I have 
said  of  my  activities  above  is  typical  of  the  tasks  per- 
formed by  actually  all  the  lawyers  in  the  office.  I will 
refer  later  to  some  specifics. 

We  have  just  doubled  the  space  of  our  office  in  Syra- 
cuse. It  is  located  in  the  center  of  the  city  and  is  close 
to  the  courthouse  where  a splendid  library  is  available 
for  our  use.  Within  the  month  we  are  planning  to 
move  our  New  York  office  into  new  quarters  which  will 
more  than  double  our  space.  One  of  the  nicest  fea- 
tures of  this  will  be  that  we  will  have  ample  room  to 
conduct  our  depositions  and  rooms  for  witnesses  to 
relax  in  while  they  are  waiting  their  turn  to  testify. 
The  Society  has  been  kind  enough  to  furnish  me  with 
an  office  at  their  beautiful  new  headquarters  at  Lake 
Success  and  that  has  proved  a haven  when  we  are  to  be 
present  at  meetings  and  also  when  we  want  to  concen- 
trate on  some  specific  task. 


My  Associates.  In  many  of  my  past  annual  reports, 
I have  mentioned  the  work  of  my  associates  of  whom  I 
am  justly  proud. 

Robert  J.  Bell  has  been  the  attorney  for  the  Society 
continuously  since  1933  except  for  a time  when  he  was 
on  active  duty  in  the  Navy  during  World  War  II.  He 
has  been  president  of  the  Brooklyn-Manhattan  Trial 
Lawyers  Association  and  is  a Fellow  of  the  American 
College  of  Trial  Lawyers,  and  as  I write  this  report,  he 
is  participating  in  a discussion  group  at  Long  Island 
Jewish  Hospital  along  with  a Supreme  Court  Justice 
and  several  other  speakers.  He  is  a trial  lawyer  of 
great  ability  and  is  held  in  the  highest  regard  by  bench 
and  bar  and  the  hundreds  of  physicians  that  he  has 
represented. 

You  might  say  that  Harold  Shapero  has  been  with 
the  office  for  a slightly  longer  time  than  I have  been 
except  that  when  Mr.  Stryker  left,  Mr.  Shapero  went 
with  him  and  all  through  the  brilliant  trial  career  of 
the  former,  Harold  was  his  righthand  man.  He  pre- 
pared the  cases,  wrote  the  briefs  and  conducted  scores 
of  depositions  in  matters  that  were  very  much  in  the 
public  notice  at  the  time.  When  Mr.  Stryker  decided 
to  limit  his  practice  the  year  before  he  died,  he  and  I 
agreed  that  it  would  be  wonderful  if  Harold  came  back 
to  our  office,  which  he  did.  Like  Bob  Bell,  he  is  a Fel- 
low of  the  American  College  of  Trial  Lawyers.  He  has 
been  almost  continuously  engaged  in  the  trials  of  many 
of  our  heaviest  cases,  and  he  has  lectured  before  bar 
associations  and  other  civic  groups.  His  sound  counsel 
and  charitable  reaction  to  all  people  are  priceless  gifts. 

John  J.  De  Luca  has  done  much  of  our  appellate 
work  and  has  attended  a large  number  of  examinations 
before  trial  and  county  malpractice  committee  meet- 
ings. He  is  the  son  of  the  Hon.  George  De  Luca,  for- 
mer Lieutenant  Governor  of  the  State  of  New  York. 

Donald  J.  Fager  is  in  charge  of  our  Syracuse  office. 
Each  year  he  lectures  at  a number  of  joint  meetings  of 
medical  societies  and  bar  associations  Upstate  as  well 
as  at  medical  schools,  and  from  deans  of  medical  and 
law  schools,  Upstate  doctors,  judges  and  lawyers,  I 
have  received  letters  of  praise  for  the  services  he  has 
rendered.  He  is  a fine  administrator  and  a trial  lawyer 
of  outstanding  ability.  Like  Bob  Bell,  he  serves  as  one 
of  the  attorneys  for  the  Society.  He  has  proved  to  be 
particularly  helpful  at  the  annual  meeting  of  the  House 
of  Delegates  of  the  Society  where  he  is  continuously  at 
the  call  of  all  the  reference  committees. 

Francis  P.  Bensel  has  been  with  us  for  several  years, 
and  has  tried  many  cases  earning  a reputation  similar 
to  that  of  his  father  who  is  an  outstanding  trial  coun- 
sel. 

George  van  Setter,  after  a distinguished  record  at 
New  York  University  School  of  Law,  has  tried  a num- 
ber of  our  cases,  and  in  every  phase  of  our  work  is  a 
tower  of  strength. 

Walter  G.  Alton,  Jr.,  has  had  a varied  experience. 
He  assisted  Don  Fager  in  the  Upstate  office  and  com- 
piled a fine  record  as  a trial  lawyer.  Since  coming 
back  to  New  York  City,  he  has  continued  his  trial  career 
and  has  managed  a number  of  appeals.  He  recently 
spoke  to  the  student  body  at  Downstate  Medical  Col- 
lege and  we  received  a letter  of  thanks  from  the  dean. 

John  Ganotis,  who  assists  Don  Fager  in  the  Upstate 
office,  practiced  with  another  firm  in  Syracuse  for  sev- 
eral years,  and  in  the  time  he  has  been  with  us  he  has 
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tried  cases  in  Upstate  counties,  and  has  just  tried  to  a 
successful  conclusion  an  Erie  County  Supreme  Court 
action.  He  has  lectured  before  county  medical  so- 
cieties, and  officials  of  those  societies  tell  me  that  he 
does  very  well  indeed. 

Richard  A.  Young  came  with  us  after  spending  sever- 
al years  with  one  of  the  country’s  largest  corporations. 
He  is  experienced  in  the  fields  of  business  and  tax  law. 
He  answers  inquiries  that  are  directed  to  us  and  has 
now  had  a number  of  Supreme  Court  trials.  He  con- 
ducts a host  of  depositions.  This  year  he  attended  the 
summer  session  at  the  Harvard  University  School  of 
Law. 

Luke  M.  Pittoni  is  now  in  his  second  year  with  us.  I 
was  very  pleased  with  a recent  win  he  achieved  in  a 
difficult  case  in  Westchester  County.  He  is  the  son  of 
the  Hon.  Mario  Pittoni,  a Supreme  Court  Justice  in 
Nassau  County. 

We  have  had  several  resignations  from  the  office  dur- 
ing the  past  year.  Daniel  Boone,  Jr.,  left  us  to  become 
a member  of  the  legal  staff  of  the  Morton-Norwich 
Company  and  now  lives  in  Norwich,  New  York.  A. 
Baisley  Sheridan,  who  came  with  us  five  years  ago 
when  he  retired  from  the  Legal  Department  of  Pan 
American  Airways,  has  now  decided  to  retire  complete- 
ly. While  he  was  with  us  he  was  a great  help  in  a host 
of  matters.  He  and  his  wife  now  live  in  Old  Lyme, 
Connecticut. 

Jane  L.  Templeton,  who  received  her  B.A.  and  J.D. 
Degrees  from  the  University  of  Colorado  where  she  was 
on  the  Law  Review,  is  admitted  to  the  New  York  Bar 
and  has  been  with  us  since  April  last.  I was  very 
pleased  to  receive  a letter,  which  came  just  as  I was 
dictating  this  report,  from  David  L.  Andrews,  M.D.,  of 
Columbia-Presbyterian  Medical  Center,  addressed  to 
Jane,  thanking  her  for  her  participation  in  their  sev- 
enth course  on  Emergency  Care  and  Transportation  of 
the  Sick  and  Injured.  He  said  she  gave  a most  inter- 
esting and  exciting  talk  and  stated:  “Your  participa- 

tion was  superb  and  is  not  only  appreciated  but  com- 
mended as  a task  well  done. 

“I  thank  you  again  for  giving  up  a Saturday  morning 
and  coming  to  talk  to  eager  and  appreciative  emergency 
medical  technicians.” 

Edward  Amsler,  a graduate  of  St.  Lawrence  Univer- 
sity and  Syracuse  University  School  of  Law,  joined  our 
Upstate  office  after  completing  his  military  service. 
We  are  very  pleased  with  his  work. 

In  our  New  York  City  office  we  have  had  several  ad- 
ditions to  the  staff. 

Gunther  Kilsch,  a friend  of  everyone  in  the  office  for 
a number  of  years,  decided  to  leave  his  position  with  a 
firm  that  specializes  in  excess  and  reinsurance  cases, 
and  resume  his  career  as  a trial  lawyer. 

J.  Austin  Browne,  another  experienced  trial  counsel, 
has  made  a decision  to  come  with  us  and  will  start  the 
very  week  I am  writing  this  report. 

Alan  Fudim,  who  spent  three  years  in  medical  school 
and  graduated  from  the  St.  Louis  University  School  of 
Law,  recently  came  with  us.  He  has  just  been  admit- 
ted to  the  New  York  Bar. 

We  also  have  two  law  school  students  and  have  just 
hired  a third  to  staff  our  managing  clerk’s  department. 

Increase  of  Litigation  and  Activities  of  Counsel. 

Even  with  these  additions  to  our  staff,  the  increase  of 


litigation  is  such  that,  after  conferring  with  the  State 
Society  and  the  carrier  for  the  group  plan,  it  has  been 
decided  that  on  a temporary  basis,  some  of  the  mal- 
practice cases  will  be  sent  out  to  other  counsel  so  that 
they  may  keep  as  up  to  date  as  possible.  To  graphical- 
ly illustrate  this  problem  of  increasing  litigation,  I 
should  call  attention  to  the  fact  that  from  1966  through 
a five-year  period  ending  in  1970,  2,654  new  actions 
were  commenced,  and  many  of  these  cases  were 
brought  against  more  than  one  physician.  We  have  al- 
ways used  the  services  of  a number  of  firms  where  con- 
flict of  interest  situations  were  present,  and  for  the  last 
year,  we  have  had  a number  of  our  depositions  and 
some  of  our  trials  referred  to  other  counsel  so  that  we 
can  meet  our  trial  engagements  and  have  every  possi- 
ble assignment  carried  out  as  expeditiously  as  possible. 
We  have  had  as  many  as  eight  of  our  staff  on  trial  in  as 
many  Supreme  Court  cases  at  the  same  time.  I am 
very  proud  of  our  record  of  achievement.  I have  never 
sat  down  and  figured  out  exactly  how  many  malprac-  # 
tice  claims  and  cases  we  have  handled  for  the  pro- 
fession and  sometimes  for  hospitals  and  dentists,  etc.,  It 
but  I am  sure  that  in  the  years  I have  been  counsel,  the 
number  is  in  excess  of  25,000.  These  range  all  the  way  . 
from  matters  which  can  be  handled  by  a few  telephone 
calls  to  those  which  seem  to  stay  with  us  for  years  and 
involve  long  trials  and  numerous  appeals. 

To  prepare  these  cases,  particularly  to  develop  the 
initial  factual  situation,  the  Employers  Insurance  Com- 
pany of  Wausau,  the  group  carrier,  maintains  a claims 
department  with  scores  of  employees.  It  is  very  much 
to  the  interest  of  the  group  plan  that  physicians  coop- 
erate when  one  of  the  Company’s  representatives  calls 
upon  them  so  that  they  may  expeditiously  obtain  a full 
and  fair  picture  of  what  each  matter  involves. 

We  attend  over  a hundred  meetings  each  year  of 
such  groups  as  the  Professional  Medical  Liability  In- 
surance and  Defense  Board;  county  malpractice  com- 
mittees and  specialty  group  committees  that  study  the 
problems  in  such  fields  as  orthopedics,  anesthesiology, 
psychiatry,  obstetrics,  and  so  forth.  I have  attended, 
often  with  associates,  every  meeting  of  the  Council,  the 
Board  of  Trustees  and  the  House  of  Delegates  of  the 
State  Medical  Society.  A number  of  committees,  par- 
ticularly the  Committee  on  Constitution  and  Bylaws, 
are  constantly  in  communication  with  us.  We  are  also 
present  at  the  meetings  of  the  Judicial  Council.  Dur- 
ing the  last  year,  I have  continued  to  participate  in 
meetings  concerning  the  completion  of  our  contractual 
arrangement  with  the  architect  of  the  new  headquar- 
ters at  Lake  Success.  We  are  called  by  governmental 
officials,  county  medical  society  officers,  and  individual 
physicians  and  lawyers  regarding  a host  of  problems 
where  they  feel  the  Society  can  be  of  some  help.  Very 
often,  without  officially  committing  the  Society,  we  are 
able  through  gentle  persuasion,  to  nip  in  the  bud  trou- 
ble which  seems  to  be  brewing. 

Uninsured  Defendants.  In  accordance  with  the 
Constitution  and  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  we  defend  physicians  who  are 
members  of  the  Society  but  who  were  not  insured  with 
any  company.  We  currently  have  over  forty  of  these 
cases.  One  of  these  cases  recently  resulted  in  a three- 
week  trial  only  to  end  in  a disagreement,  and  it  will 
have  to  be  retried.  Another  involved  two  ophthalmolo- 
gists who  continued  to  see  patients  when  they  were 
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quasi-retired  and  had  cancelled  their  insurance;  after 
several  days  of  trial  we  were  able  to  adjust  the  matter 
on  a fairly  painless  basis.  Another  case  involved  an  el- 
derly uninsured  physician  and  a hospital,  both  having 
missed  a diagnosis  on  separate  occasions;  we  were  able 
to  convince  the  attorneys  for  the  hospital  to  settle  the 
case  and  arrange  for  a discontinuance  for  our  physi- 
cian. In  still  another  case,  a vascular  surgeon  permit- 
ted, through  inattention,  his  policy  to  lapse  for  several 
weeks.  During  the  lapsed  period,  vascular  surgery  on  a 
patient’s  leg  was  claimed  to  have  caused  its  amputa- 
tion. A verdict  for  the  plaintiff  would  have  been  ruin- 
ous to  this  surgeon.  The  demand  was  in  six  figures. 
The  plaintiff’s  expert  was  a highly  qualified  surgeon 
at  one  of  our  prestigious  hospitals,  whose  critical  report 
was  submitted  to  us  by  our  adversary.  We  were  able 
to  settle  the  case  in  court  for  $25,000  payable  in  quarter- 
ly installments.  The  payments  were  deductible  as  a 
loss  incurred  in  his  business. 

These  examples  indicate  the  problem  that  is  faced 
when  a physician  does  not  have  insurance.  He  should 
certainly  protect  himself  in  order  to  avoid  financial  di- 
saster. 

Recent  Verdicts.  Without  going  into  painful  repeti- 
tion, and  for  the  moment  avoiding  the  mention  of  cases 
in  New  York  City,  though  the  cases  I do  mention  are 
fairly  typical  of  what  does  occur  in  New  York  State,  at- 
tention should  be  called  to  recent  verdicts  in  some 
other  jurisdictions.  In  Washington,  D.C.,  a judgment 
was  entered  against  a hospital  after  a surgeon  and  a 
group  of  anesthesiologists  who  had  settled  for  $270,000 
prior  to  the  trial  were  held  not  negligent.  Then  the 
hospital  filed  a claim  against  the  surgeon  and  the  anes- 
thesiologists; however,  the  hospital’s  claim  was  dis- 
missed. Also  dismissed  were  the  claims  of  the  surgeon 
and  anesthesiologists  against  the  hospital.  The  physi- 
cians alleged  that  they  were  forced  to  make  the  settle- 
ment because  of  the  hospital’s  negligence.  The  case 
involved  a five-year  old  boy  who  was  admitted  for  a 
tonsillectomy  and  adenoidectomy.  As  a result  of  the 
operation  the  boy  is  brain  damaged.  (See  THE  CITA- 
TION, a publication  of  the  AMA) 

A California  jury  awarded  $460,358  to  a forty-year 
old  man  who  was  treated,  negligently  it  was  claimed, 
with  Aristocort  for  a contact  allergic  rash  resulting,  it 
was  alleged,  in  loss  of  the  use  of  an  arm,  hand,  muscle 
and  joint  pain,  loss  of  teeth,  chronic  weakness  as  well 
as  severe  mental  and  psychological  impairment  as  well 
as  diabetes. 

In  Milwaukee,  there  was  a recovery  of  $160,000  by 
the  estate  of  a thirty-year  old  man  who  lived  in  a com- 
pletely comotose  condition  for  eleven  months  following 
a cardiac  arrest  while  undergoing  a vasectomy.  The 
arrest  occurred  because  of  a leak  in  the  anesthesia  ma- 
chine preventing  the  delivery  of  a proper  amount  of 
oxygen  and  caused  an  excessive  delivery  of  the  anes- 
thetic agent.  Suit  was  brought  against  the  hospital  for 
providing  a defective  gas  machine,  the  manufacturer  of 
the  anesthetic  machine  for  improper  servicing,  and  the 
anesthesiologist  for  failing  to  properly  inspect  the  ma- 
, chine  prior  to  its  use  and  for  failing  to  properly  monitor 
the  patient.  An  additional  defendant  was  the  chief  of 
the  anesthesiology  department  because  of  the  hospital’s 
representation  that  the  anesthesia  chief  was  responsi- 
ble for  the  upkeep  of  a hospital’s  equipment,  even 
though  the  anesthesia  chief  was  a completely  indepen- 


dent contractor  in  his  own  practice.  (See  American 
Trial  Lawyers  Association  “News  Letter”  Vol.  15  No.  2 
page  86.) 

In  the  State  of  Washington,  it  was  alleged  that  the 
failure  to  give  proper  care  to  an  emergency  patient  suf- 
fering from  a coronary  problem  led  to  the  death  of  a 
thirty-four  year  old  airplane  mechanic,  making  about 
$11,000  a year.  He  entered  the  emergency  room  at  the 
defendant  hospital  at  about  2:30  P.M.  on  a Saturday. 
The  hospital  did  not  have  a full-time  emergency  room 
physician,  but  it  had  a procedure  whereby  a physician 
was  to  be  “on  call”  and  available  within  15  to  20  min- 
utes when  needed.  The  emergency  room  was  manned, 
in  the  meantime,  by  a nurse  or  nurses  who  also  had 
other  duties  within  the  hospital.  The  plaintiff  was  ad- 
mitted with  classic  symptoms  of  a coronary,  chest 
pain,  sweating,  nervousness,  shortness  of  breath,  and  so 
forth.  The  nurse  on  duty  failed  to  recognize  these  as 
cardiac  symptoms.  The  nurse  tried  to  call  the  family 
physician  for  one-half  hour  before  she  attempted  to 
contact  the  “on  call”  physician.  After  failing  to  reach 
the  family  physician,  the  nurse  then  tried  to  call  the 
“on  call”  physician,  but  she  had  trouble  reaching  him 
on  his  exchange.  She  then  called  his  home,  and  he 
was  in  his  office.  As  a result  of  all  the  delays,  he  did 
not  arrive  until  4:45  P.M.  Unfortunately,  the  patient 
expired  about  4:30  P.M.  without  ever  having  been  seen 
by  a physician.  The  plaintiff’s  testimony  showed  that 
the  decedent  had  an  occlusion  of  the  left  anterior  de- 
scending artery  and  that  this  occlusion  led  to  fibrilla- 
tion causing  his  death.  Testimony,  supported  by  sta- 
tistical information,  indicated  that  close  to  90  per  cent 
of  all  persons  entering  a hospital  with  this  condition 
and  receiving  prompt  and  efficient  care,  would  survive. 
Therefore,  it  was  the  opinion  of  the  plaintiff’s  doctors 
that  the  decedent  would  have  lived  had  he  been 
promptly  seen  and  properly  cared  for.  Notwithstand- 
ing evidence  that  the  decedent  was  suffering  from  both 
marginally  controlled  diabetes  and  advanced  emphyse- 
ma prior  to  suffering  the  coronary  occlusion,  indicating 
that  his  life  expectancy  (according  to  the  defendant’s 
evidence)  was  less  than  ten  years,  the  jury  awarded 
$100,000  against  the  hospital  with  $75,000  to  the  dece- 
dent’s wife  and  $25,000  to  his  eleven-year  old  child. 
(See  American  Trial  Lawyers  Association  “News  Let- 
ter” Vol.  15,  No.  2 Page  86.) 

In  the  United  States  District  Court  for  Maine,  there 
was  an  award  under  applicable  Virginia  Law  of  $25,000 
for  medical  expenses  to  the  father  and  $85,000  to  the 
six-and-a-half  year  old  girl  who  at  the  age  of  eighteen 
months  was  injured  by  admitted  negligence  of  medical 
personnel  at  Norfolk,  Virginia,  Naval  Hospital,  and 
who  has  been  subject  to  a seizure  disorder  and  numer- 
ous convulsions  which  will  probably  stop  within  a year, 
or  be  controlled  by  medication,  and  who  suffered  se- 
vere personality  and  behavioral  problems  and  has  been 
severely  emotionally  damaged  because  of  her  parents’ 
reaction  to  her  injuries.  (See  American  Trial  Lawyers 
Association  “News  Letter”  Vol.  15,  No.  2 page  53). 

In  Washington,  D.C.,  a widow  sued  a hospital  for  the 
wrongful  death  of  her  twenty-five  year  old  husband 
who  was  admitted  to  the  defendant  hospital,  operated 
on  for  an  ulcer,  and  subsequently  died  of  pneumonia. 
The  widow  charged  that  the  husband’s  death  was 
caused  by  an  overdose  of  morphine  sulfate  and  that  the 
hospital  nurses  neglected  to  routinely  turn  and  deep- 
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breathe  the  patient  and  further  failed  to  monitor  his 
condition  and  report  the  early  symptoms  of  decline  and 
development  of  pneumonia  to  a physician.  The  nurse 
in  charge  of  the  floor  on  which  the  decedent  was  bed- 
ded, testified  that  she  was  not  a registered  nurse  in 
Washington,  D.C.,  and  further  that  she  had  failed  to 
pass  the  tests  of  the  Nurses-Examining  Board  in  the 
District.  The  jury  awarded  the  widow  $630,705  for  the 
death  of  her  husband.  (See  American  Trial  Lawyers 
Association  “News  Letter”  Vol.  15,  No.  2 page  63.)  In- 
cidentally, the  experts  in  this  case,  who  shall  remain 
unnamed,  were  two  New  York  physicians  who  make  a 
career  of  going  all  over  the  country  to  testify  for  plain- 
tiffs. 

In  California,  a young  lawyer  suffers  from  quadripar- 
esis  after  surgery  for  a condition  diagnosed  as  syrin- 
gomyelia. The  plaintiff,  a recent  admittee  to  the  Cali- 
fornia Bar,  but  now  on  welfare,  claimed  that  the  opera- 
tion was  experimental  and  not  properly  performed,  and 
that  he  was  not  fully  advised  as  to  the  procedure  and 
risk.  The  jury,  by  a 9 to  3 vote,  awarded  the  plaintiff 
$650,000  with  the  verdict  against  the  surgeon,  all  assis- 
tants except  one,  a medical  group  and  the  hospital. 
(See  American  Trial  Lawyers  Association  “News  Let- 
ter” Vol.  15,  No.  2,  page  66.) 

The  cases  commented  on  above  are  only  a sample  of 
the  verdicts  that  were  awarded  across  the  country. 
New  York  has  recently  had  its  share  of  settlements 
and  verdicts  for  very  substantial  sums.  Because  of 
various  reasons  I shall  only  mention  a few. 

In  Supreme  Court,  New  York  County,  a case  was 
settled  by  a surgeon  and  internist  from  another  city  in 
a case  where  it  was  claimed  that  a fifty-year  old  woman 
had,  following  the  removal  of  a clot,  been  over-heparin- 
ized with  a consequent  massive  hematoma  that  perma- 
nently disabled  her.  The  settlement  was  effected  on 
behalf  of  the  two  physicians  in  the  sum  of  $75,000  but 
the  hospital  decided  to  see  the  case  through.  It  was 
charged  with  the  negligence  of  the  intern  who  had  most 
to  do  with  the  management  of  the  heparin  and  a ver- 
dict of  $700,000  resulted. 

In  a suburban  county  it  was  claimed  that  overfnedi- 
cation  of  the  mother  resulted  in  the  birth  of  a brain 
damaged  baby.  A total  settlement  of  over  $600,000 
was  effected  on  behalf  of  all  parties  concerned. 

In  another  county  near  New  York  City,  the  failure  to 
diagnose  erysipelas  resulted  in  total  blindness  of  a 
young  woman  who  had  a husband  and  five  children. 
The  case  was  settled  for  $310,000.  Here  blindness 
was  even  more  tragic  because  the  woman  since  early 
youth  had  become  an  expert  lip  reader. 

$150,000  was  paid  to  a woman,  who  following  a mas- 
tectomy, was  given  radiation  therapy  which  resulted  in 
erosion  at  the  site  of  the  radiation  to  such  an  extent 
that  the  lung  was  exposed.  The  radiologist  in  a note 
suggested  that  the  x-ray  had  not  caused  the  erosion  but 
that  the  manner  in  which  the  wound  was  sewn  up  and 
the  subsequent  administration  of  the  salve  when  it 
opened  was  destructive  to  the  tissues. 

Nationwide  Recognition  of  the  Problem.  The 
Health,  Education,  and  Welfare  Department  has  ap- 
pointed a commission  which  has  had  hearings  through- 
out the  country  on  this  whole  problem  of  medical  mal- 
practice. I attended  the  session  which  was  held  in 
New  York  and  testified.  Shortly,  I am  told,  the  com- 


mission will  issue  a report  with  a number  of  recom- 
mendations. There  is  even  a suggestion  that  it  may 
recommend  some  type  of  “no  fault”  insurance.  It  will 
probably  recommend  that  all  physicians  be  compelled 
to  upgrade  their  postgraduate  education.  The  com- 
mission is  principally  concerned  with  the  effect  of  mal- 
practice premiums  on  the  cost  of  Medicare  and  Medi- 
caid. There  is  some  suggestion  that  the  government 
might  try  to  underwrite  a form  of  insurance.  There  is 
also  some  thought  of  limiting  the  contingent  fee  of 
plaintiffs’  attorneys.  I have  spoken  of  the  contingent 
fee  in  past  reports.  I do  not  wish  to  appear  to  be  a 
scold  although  I am  convinced,  as  I have  said,  that 
there  are  abuses  of  this  system,  particularly  the  evil  of 
overcharging. 

I have  accepted  an  invitation  to  address  the  next 
joint  conference  of  the  American  Bar  Association  and 
the  American  Medical  Association  to  be  held  at  Las 
Vegas.  My  task  is  to  lead  the  discussion  on  the  com- 
mission’s findings. 

I have  never  been  more  pleased  with  anything  that  i 
has  happened  in  my  career  than  when  I was  invited 
this  spring  to  address  the  annual  state  meeting  convo-  | 
cation  of  Supreme  Court  Justices  at  Saratoga.  I spoke 
for  nearly  an  hour  to  some  ninety  justices  who  were 
present  and  answered  all  of  the  inquiries  that  were  put  I 
to  me.  I can  report  that  the  judges  are  deeply  con- 
cerned about  this  whole  problem  and  its  effect  on  med- 
icine. They  are  most  anxious  to  have  the  doctors  in 
this  state  know  that  they  do  not  want  to  have  a mass 
attack  directed  at  medicine,  but  they  pointed  out  that  ' 
the  impersonal  relationship  that  exists  between  spe- 
cialists today  and  their  patients  as  well  as  the  substan- 
tial cost  of  hospitalization  and  loss  of  wages,  leads 
many  patients  to  feel  that  if  some  adversity  that  was  ; 
unexpected  comes  their  way,  someone  must  foot  the 
bill,  and  there  are  those  who  think  the  patient  vis-a-vis 
the  physician  is  not  the  person  to  carry  this  burden. 
The  judges  realize  that  quality  malpractice  insurance 
is  hard  to  come  by,  and  they  are  most  anxious  to  have 
the  doctors  feel  that  they  are  fairly  treated  by  the 
courts. 

Certainly,  the  Appellate  Division,  First  Department,  I 
has  reason  to  feel  pleased  with  its  experimental  use  of 
the  Medical  Malpractice  Panel  in  New  York  County.  I 
When  this  panel  was  set  up  by  Hon.  Harold  A.  Ste-  i 
vens,  the  Presiding  Justice,  it  was  thought  that  if  some 
8 to  10  per  cent  of  the  cases  could  be  disposed  of  with- 
out a trial,  the  whole  project  would  be  amply  justified.  J 
The  judges  told  me  that  they  were  very  impressed  with 
the  dedication  of  the  many  physicians  who  took  time 
out  of  their  busy  schedules  to  serve  on  the  Malpractice 
Panel  without  charge.  The  judges  found  that  the  doc- 
tors prepared  the  cases  thoroughly  and  were  extremely 
fair  to  all  concerned  in  their  presentation  and  evalua-  J 
tion.  The  result  was  that  30  per  cent  of  the  cases  were 
settled.  The  New  York  County  Lawyers  Association 
provided,  gratis,  the  service  of  53  attorneys,  and  the 
New  York  County  Medical  Society  provided  142  physi- 
cians in  23  specialties.  Of  the  first  230  cases  consid-  > 
ered,  58  of  them  were  settled,  and  142  were  put  on  the 
civil  calendar  for  trial.  The  remaining  29  cases  are 
still  under  consideration.  The  average  settlement  was 
$33,748,  $1,250  being  the  lowest  and  $300,000  the  high- 
est. The  $300,000  settlement  was  made  on  behalf  of  a 
young  lady  who  was  admitted  to  a hospital  for  a vein 
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stripping  only  to  have  a segment  of  artery  removed  and 
amputation  resulted. 

A further  observation  is  that  at  least  twenty  more  of 
these  cases  might  have  been  settled  had  the  defen- 
dants, namely,  various  physicians  and/or  hospitals, 
been  able  to  get  together  and  agree  on  the  percentage 
that  each  would  assume.  The  Employers  Insurance 
Company  of  Wausau,  through  its  New  York  Claims 
Manager,  Lee  Olson,  has  set  up  a procedure  to  work 
out  inter-company  difficulties  so  that  if  it  is  agreed 
that  a case  should  be  settled  by  two  or  more  carriers 
and  a fair  total  is  available,  then  they  may  settle  and 
later  negotiate  among  themselves  as  to  the  share  of 
each.  In  about  a dozen  cases,  the  Panel  recommended 
that  the  plaintiff  discontinue  and  in  only  one  did  the 
plaintiff  do  so.  Several  were  so  discouraged  that 
though  they  did  not  quit,  they  did  not  push  their  ac- 
tion. However,  in  at  least  one  case  where  the  Panel 
recommended  discontinuance,  the  case  went  to  trial  for 
ten  days,  and  two  defendants  were  put  to  a great  deal 
of  expense  before  the  case  was  dismissed.  The  facts  of 
the  case  were  such  that  to  bring  a §uit  was  outrageous. 
A distinguished  neurosurgeon  in  a suburban  communi- 
ty was  called  at  3:00  A.M.  and  told  that  an  accident 
victim  was  in  the  emergency  room  with  a possible  frac- 
ture of  the  skull.  On  his  prompt  arrival  at  the  hospital 
he  found  the  patient  was  dead.  On  autopsy  it  devel- 
oped that  there  was  no  fracture  of  the  skull,  and  in- 
deed, no  fractures  at  all.  Death  was  caused  by  a rup- 
tured pancreas,  and  there  was 'absolutely  no  evidence 
that  he  had  any  chance  of  living  under  the  circum- 
stances. 

While  we  feel  at  times  that  the  Panel  has  created  a 
sort  of  one-way  street  where  defendants  are  urged  to 
settle  and  plaintiffs,  no  matter  how  weak  this  case, 
rarely  discontinue,  on  the  whole  much  good  has  been 
accomplished.  Cases  that  could  have  taken  a 
long  time  to  try,  have  been  disposed  of.  At  first,  the 
recommendations  of  the  Panel  were  held  in  confidence, 
but  now  when  the  case  is  sent  to  a trial  part,  the  trial 
judge  will  have  a memo  from  the  Panel  in  which  its 
recommendations  are  spelled  out.  I have  always  felt 
that  the  Panel  should  have  more  clout  than  it  has. 
But  to  get  the  plaintiffs’  attorneys  to  cooperate,  it  was 
necessary  to  (a)  water  down  the  force  of  the  Panel’s 
findings  and  (b)  allow  many  prominent  plaintiffs’  at- 
torneys to  sit  as  the  lawyer-member  of  the  Panel.  In 
summary,  I think  that  all  in  all  the  panel  idea  is  a good 
one  and  it  is  to  continue. 

Suffolk  County  has  another  system  whereby  cases  set 
at  a value  of  $10,000  or  less  are  decided  by  a group  of 
lawyers  and  doctors  selected  by  their  representative  or- 
ganizations in  the  county.  We  have  disposed  of  several 
cases  under  this  system,  and  many  of  the  local  hospi- 
tals have  agreed  to  participate,  and  the  amount 
claimed  will  now  be  up  to  $25,000.  The  Employers  In- 
surance Company  has  fully  cooperated,  and  we  have 
attended  all  meetings. 

Extension  and  Limitation  of  the  Discovery  Rule. 

Last  year  in  my  annual  report,  I referred  to  the  case  of 
Flanagan  v.  Mt.  Eden  General  Hospital,  24  NYS2d 
427,  which  held  that  in  a foreign  body  case  the  statuto- 
ry period  started  to  run  at  the  time  of  the  discovery  of 
| the  foreign  body,  but  then  I went  on  to  quote  the  case 
of  Schiffman  v.  Hospital  for  Joint  Diseases.  In  that 
case  it  was  claimed  that  in  1959  a tissue  biopsy  of  the 


breast  was  mistakenly  diagnosed  as  malignant  and  the 
patient  was  given  radiation  therapy.  In  1967  the  slides 
were  reviewed,  and  no  malignancy  was  revealed.  The 
patient  claimed  that  he  did  not  know  this  fact  before 
that  date,  and  he  could  not  have  reasonably  discovered 
it  sooner.  The  plaintiff  sought  to  apply  the  ruling  in 
the  Flanagan  case  to  this  situation,  but  the  Appellate 
Division,  Second  Department,  held  that  the  Flanagan 
decision  was  to  be  applied  only  to  foreign  body  cases. 

Unfortunately,  the  Appellate  Division,  Fourth  De- 
partment, which  sits  at  Rochester,  has  applied  the 
Flanagan  case  to  a situation  in  which  it  was  claimed 
that  during  the  course  of  surgery  for  the  removal  of  the 
patient’s  spleen  on  March  10,  1966,  the  patient’s  pan- 
creas was  damaged  and  the  patient  did  not  become 
aware  of  this  until  January  of  1970.  The  Court  held: 

We  believe  that  by  following  the  rationale  in  Flan- 
agan, the  rule  can  be  extended  to  cover  the  facts  in 
the  instant  case  since  the  same  fundamental  factors 
are  present  in  each.  They  are:  an  act  of  malprac- 

tice committed  internally  so  that  discovery  is  diffi- 
cult; real  evidence  of  the  malpractice  in  the  form  of 
the  hospital  record  is  available  at  the  time  of  suit; 
professional  diagnostic  judgment  is  not  involved,  and 
there  is  no  danger  of  false  claims. 

The  Court  also  cited  one  other  case  that  applied  the 
Flanagan  rule.  It  is  Murphy  v.  St.  Charles  Hospital. 
The  Murphy  case  involved  a situation  where  a pros- 
thesis that  was  surgically  inserted  in  a patient’s  hip 
broke  four  years  later,  necessitating  surgery  to  remove 
it. 

Generally  speaking,  however,  the  courts  have  been 
wary  of  liberalizing  the  laws  for  recovery  in  malpractice 
cases  knowing  that  the  situation  has  a tendency  to  get 
out  of  hand  entirely. 

Res  Ipsa  Loquitur.  George  van  Setter  of  this  office 
recently  argued  a case  in  the  Second  Department 
where  recovery  was  sought  on  the  theory  of  res  ipsa  lo- 
quitur, which  can  be  translated  to  mean  “The  situation 
speaks  for  itself.”  This  case  involved  a claimed  injury 
to  the  left  arm  as  the  result  of  the  negligent  adminis- 
tration of  a needle  in  the  withdrawal  of  blood  for  labo- 
ratory examination.  The  plaintiff  said  he  had  terrific 
pain  and  his  fingers  shook  uncontrollably  when  the 
needle  was  inserted.  The  doctor  said  he  could  not 
draw  blood  from  the  vein  on  the  inside  of  the  arm  and 
he  took  blood  from  the  outside  of  the  plaintiff’s  arm. 
The  Court  held: 

The  case  before  us  does  not  fall  within  any  of  these 
categories.  That  in  itself  does  not  mean  that  the 
doctrine  of  res  ipsa  loquitur  does  not  apply,  because 
the  common  law  constantly  refashions  its  rules  to 
deal  with  changing  circumstances.  But  it  does  re- 
quire us  to  meet  the  question  whether  an  injury  to  a 
nerve  following  the  use  of  a needle  for  the  withdrawal 
of  blood  ordinarily  connotes  negligence. 

In  general,  the  courts  which  have  dealt  with  this 
subject  have  not  allowed  an  injured  party  recovery 
merely  on  the  proof  of  an  untoward  result  from  the 
administration  of  a needle  by  a doctor. 

* * * 

The  reasoning  sustaining  this  result  is  that  with  ab- 
sent expert  testimony  a jury  could  not  be  expected  to 
possess  the  requisite  knowledge  and  experience  to  de- 
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cide  whether  the  injury  incurred  would  have  happened 
without  negligence  on  the  part  of  the  physician. 

We  think  that  the  doctrine  of  res  ipsa  loquitur 
should  not  be  applied  to  this  case.  It  is  not  enough 
that  the  use  of  a needle  is  not  in  most  instances  fol- 
lowed by  serious  harm;  in  addition,  it  must  be  found 
that  among  all  the  possible  causes  of  harm  those 
which  point  to  the  physician’s  negligence  are  so 
probable,  under  the  circumstances,  and  those  which 
would  exonerate  him  so  improbable,  that  accordingly 
the  patient  need  not  specify  the  one  which  actually 
led  to  the  harm.  That  is  to  say,  the  application  of 
the  doctrine  in  a malpractice  action  must  rest  on  a 
finding  that  an  inference  exonerating  the  physician  is 
improbable  as  a matter  of  fact.  To  allow  the  plain- 
tiff’s use  of  the  doctrine  to  make  out  a prima  facie 
case  here  requires  us  to  say  that  a jury  could,  with- 
out expert  testimony,  conclude  that  radial  nerve  in- 
volvement would  not  result  from  a properly  adminis- 
tered injection.  We  are  not  prepared  to  make  that 
determination. 

The  September,  1972  issue  of  For  the  Defense,  Vol. 
13,  No.  7,  contains  an  article  which  is  entitled  “Res 
Ipsa,  Informed  Consent  Tested,”  and  quotes  from  a re- 
cent decision  as  follows:  “The  plaintiff  brought  an  ac- 

tion against  a doctor  and  a hospital  for  injuries  she  sus- 
tained during  treatment.  The  plaintiff  was  being  in- 
travenously fed;  a drug  was  administered  to  prevent 
vomiting.  Directions  for  use  of  the  drug  warned  of  the 
possibility  of  perivascular  extravasation.  The  defen- 
dant doctor  did  not  inform  the  plaintiff  of  the  possible 
danger.  The  plaintiff  was  injured  by  extravasation, 
i.e.  the  fluid  getting  into  the  flesh  area  outside  the  vein 
and  destroying  the  flesh. 

“The  plaintiff  alleged  that  the  trial  court  erred  in 
dismissing  the  first  count  of  her  complaint,  based  on 
res  ipsa  loquitur.  In  affirming,  the  court  held  that  in 
order  to  recover  in  a malpractice  action,  the  plaintiff 
must  allege  negligence,  show  by  affirmative  evidence 
that  the  defendant  was  negligent  and  establish  that 
negligence  caused  the  injury.” 

Informed  Consent.  The  court  quoted  from  above 
also  affirmed  the  dismissal  of  the  plaintiff’s  second 
count,  based  on  lack  of  informed  consent.  The  court 
held  that  to  establish  such  liability,  the  plaintiff  has 
the  burden  of  proving  by  expert  medical  testimony  that 
a reasonable  physician  of  the  same  school  in  the  same 
or  similar  circumstances,  would  have  told  the  patient 
of  the  risks  and  that  the  failure  to  disclose  was  the 
proximate  cause  of  the  injuries.  It  is  insufficient  for 
the  plaintiff  to  merely  allege  the  failure  of  the  defen- 
dant to  tell  the  plaintiff  of  the  attendant  risks  and  pos- 
sible damage;  the  only  evidence  showed  that  it  was  not 
the  custom  or  practice  to  tell  the  patient  of  the  possi- 
bility of  extravasation.  The  plaintiff  also  failed  to  es- 
tablish by  expert  medical  testimony  that  the  defen- 
dants had  a duty  to  advise  the  plaintiff  of  the  probabil- 
ities of  success  and  of  alternate  methods  of  treatment. 

New  York  cases  are  substantially  in  agreement  with 
the  above.  However,  a recent  decision  of  the  United 
States  Court  of  Appeals  for  the  District  of  Columbia, 
known  as  the  Canterbury  case,  has  gone  quite  far  in 
applying  the  doctrine  of  informed  consent  and  estab- 
lishes rules  that  have  not  been  followed  in  New  York, 
or  in  any  state  that  I know  of.  The  Canterbury  case 
stresses  the  following  points: 


A physician  must  disclose  the  risks  of  treatment 
whether  a patient  asks  or  not. 

The  law,  not  prevailing  medical  practice,  governs 
which  risks  must  be  disclosed. 

Disclosure  cannot  be  avoided  simply  because  it 
might  lead  a patient  to  balk  at  needed  treatment. 


It  was  left  to  the  jury  to  decide  whether  it  was  negli- 
gent for  a surgeon  to  fail  to  disclose  to  a patient  that 
paralysis  occurs  in  1 per  cent  of  laminectomies.  This  I 
case  involved  a 19-year  old  man  who  was  oper- 
ated for  a ruptured  disc.  Prior  to  surgery  the  youth’s  I 
mother,  who  lived  in  another  state,  was  consulted  by 
telephone.  She  asked  if  a laminectomy  was  a serious  ( 
operation,  and  was  told,  “Not  any  more  than  any  other 
operation.”  The  operation  then  proceeded,  and  no  i 
consent  was  obtained  from  her  until  after  she  arrived 
at  the  hospital  and  after  the  surgery  had  been  per- 
formed. The  next  day  the  patient  fell  out  of  bed  and  a 
few  hours  later  partial  paralysis  set  in.  The  defendant 
testified  that  the  risk  of  paralysis  in  a laminectomy  is  1 
“somewhere  in  the  nature  of  1 per  cent.”  He  described 
that  as  a “very  slight  possibility.”  He  did  not  tell  the 
patient  this  because  he  felt  he  needed  the  operation 
and  was  afraid  he  might  refuse.  The  Court  said:  j 
“Some  dangers — infection,  for  example — are  inherent  ' 
in  any  operation;  there  is  no  obligation  to  communicate 
those  of  which  persons  of  average  sophistication  are  i 
aware.”  For  an  interesting  discussion  of  this  whole 
case,  see  the  article  in  Medical  Economics,  September 
25,  1972  issue,  entitled  “Informed  Consent:  Could  you 
pass  this  Court’s  Test?” 

To  illustrate  the  exaggerated  manner  in  which  the 
doctrine  of  informed  consent  is  injected  into  law  suits, 
a case  recently  tried  by  Harold  Shapero  of  this  office  is 
of  interest.  Dr.  S.  plaintiff’s  expert,  testified  we 
should  have  informed  the  patient  about  a certain  risk. 
Our  physician  testified  that  he  had  so  informed  the  pa- 
tient. However,  just  to  test  the  plaintiff’s  expert  as  to 
what  he  did  in  his  own  practice,  Mr.  Shapero  asked 
him  the  following: 


Question: 

Answer: 

Question: 

Answer: 

Question: 

Answer: 

Question: 

Answer: 


You  testified  that  you  did  two  operations; 
this  morning? 

Yes. 

One  was  abdominal? 

Yes. 

One  was  hip  pinning? 

Yes. 

Did  you  tell  either  of  those  patients  what 
the  risks  and  complications  would  be? 

No.  It  would  take  24  hours  to  tell  them  ! 
all  the  risks  and  complications. 


Recognition  that  Doctors  May  be  Named  for  an 
Ulterior  Purpose.  In  a Second  Department  case  there 
is  a very  interesting  comment  by  J.  Hopkins,  Acting i 
Presiding  Justice,  about  a subject  that  has  also  beenf 
the  source  of  much  concern  to  the  judges  that  preside 
over  the  Malpractice  Panel  in  New  York.  J.  Hopkins  J 
said: 


Moreover,  we  note  with  disapproval  that  the  plain 
tiff’s  attorney  admitted  during  the  course  of  the  tria’ 
that  these  two  doctors  had  been  joined  as  parties  de 
fendant  solely  for  the  purpose  of  obtaining  their  tes 
timony  as  experts.  Indeed,  after  reading  portions  ol 
their  depositions,  the  plaintiff’s  attorney  offered  tc 
discontinue  the  action  against  them. 
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A plaintiff  may  of  course  call  a defendant  in  a 
malpractice  case  to  testify  as  an  expert  witness,  to 
establish  the  plaintiff’s  case.  But  in  so  doing,  as  the 
Court  of  Appeals  has  said,  “It  is,  of  course,  assumed 
that  a plaintiff,  in  naming  a doctor  as  a defendant, 
has  done  so  in  good  faith,  on  the  basis  of  his  relation- 
ship with  the  case  and  not  as  a device  or  subterfuge 
in  order  to  afford  the  plaintiff  an  opportunity  to  call 
him  as  an  expert  witness.  ” 

Will  Minimal  Standards  of  Experience  Be  Re- 
quired? In  the  September-October,  1972,  issue  of  the 
Bulletin  of  the  American  College  of  Surgeons,  there  is 
an  article  entitled,  “Guidelines  for  Minimal  Standards 
in  Cardiovascular  Surgery.”  It  reads  in  part  as  fol- 
lows: 

It  is  recognized  that  there  is  a critical  density  of 
case  material  that  is  required  to  maintain  an  ade- 
quate standard  of  practice.  The  performance  of  at 
least  100  to  150  open  heart  operations  per  year  by  an 
independent  team  is  desirable  to  maintain  an  ade- 
quate standard.  While  it  is  desirable  that  patients 
be  referred  to  the  primary  hospital,  a team  may  op- 
erate in  more  than  one  hospital.  However,  the  eco- 
nomical use  of  equipment  and  personnel  requires  at 
least  75  cases  per  year  in  each  hospital. 

The  laboratory  should  be  available  on  a 24-hour-a- 
day  basis  for  emergency  procedures  and  must  be  suf- 
ficiently well  organized  so  that  preoperative  studies 
may  be  scheduled  in  advance,  postoperative  follow- 
up studies  performed,  and  emergencies  handled  ex- 
peditiously. It  should  be  possible  to  review  films  at 
any  time,  day  or  night,  through  the  availability  of  ap- 
propriate projectures  and  proper  filing  systems. 
Recently,  a commission  headed  by  James  DeWeese, 
M.D.,  of  Rochester,  New  York,  laid  down  very  precise 
guidelines  for  the  performance  of  vascular  operations 
stating  in  part  that  the  surgeons  who  perform  such  pro- 
cedures should  do  seventy  or  more  a year  to  keep  up 
their  skills  and  should  operate  with  a trained  team. 

Similar  recommendations  have  been  issued  with 
relation  to  practically  every  branch  of  medicine.  They 
form  a part  of  the  subject  matter  discussed  at  meetings 
of  the  plaintiff’s  bar. 

Comparative  Responsibility  Among  Defendants. 

A significant  decision  which  was  summarized  in  the 
New  York  State  Law  Digest  recently  vdll  do  much  to 
change  the  thinking  in  our  cases  where  there  are  two  or 
more  defendants  all  of  whom  have  participated  in  one 
or  more  acts  of  negligence.  The  article  reads  as  fol- 
lows: “While  working  at  a job  site,  plaintiff  was  in- 

jured by  an  electric  charge  emanating  from  a high  ten- 
sion wire  owned  by  Lighting  Co.  He  sued  both  the 
contractor  and  the  Lighting  Co.,  who  in  turn  filed  cross- 
claims against  each  other.  Verdicts  were  returned  in 
favor  of  plaintiff  against  both  defendants.  Since  both 
were  guilty  of  active  negligence,  was  either  entitled  to 
a recovery  over  from  the  other?  Held,  Dole  v.  Dow 
Chemical  Co.  (30  NY2d  143)  has  eliminated  the  active- 
passive  negligence  rule  which  formerly  governed  right 
of  one  defendant  to  recover  over  against  the  other. 
The  new  rule  permits  apportionment  of  damages 
among  joint  or  concurrent  tortfeasors  regardless  of  the 
degree  or  nature  of  the  concurring  fault.  A determina- 
tion should  be  made  as  to  the  share  of  the  judgment  to 
be  charged  against  each  defendant. 


A practical  demonstration  of  how  the  thinking  of 
lawyers  has  changed  since  the  above  decisions  took 
place  recently.  A family  physician  sent  a patient  to  a 
surgeon  for  the  treatment  of  a bleeding  ulcer.  The 
surgeon  performed  a subtotal  gastrectomy  about  which 
there  was  no  criticism.  A month  after  that,  while  the 
surgeon  was  away,  the  general  practitioner  put  the  pa- 
tient back  in  the  hospital  and  drained  a wound  abscess 
and  sent  the  patient  home,  but  on  three  subsequent 
occasions,  a month  or  more  apart,  the  patient  was  back 
in  the  hospital  where  his  care  was  almost  entirely  man- 
aged by  the  surgeon  although  the  general  practitioner 
did  visit  him  at  times  and  probably  could  be  held  to 
have  some  knowledge  of  his  condition.  The  abscess 
persisted  despite  incision  and  drainage,  and  finally  four 
or  five  months  later,  he  was  back  in  the  hospital  not 
only  with  the  abscess  but  with  a fistula  draining  bile. 
The  surgeon  treated  this  conservatively  and  sent  him 
home.  He  then  went  to  a city  where  a doctor  exam- 
ined him  and  sent  him  to  a surgeon.  He  was  admitted 
to  a hospital  where  a series  of  tests  were  performed 
that  clearly  showed  the  fistula,  and  the  fact  that  the 
fistula  would  not  heal  without  surgery.  There  was 
some  reason  to  feel  that  had  been  true  at  the  time  of 
his  previous  hospital  admission.  He  had,  meanwhile, 
lost  much  time  from  work  and  was  put  to  a great  deal 
of  expense.  The  plaintiff’s  lawyer  finally  arrived  at  a 
figure  and  said  that  he  did  not  care  who  paid  it  but 
that  he  was  going  to  try  to  hold  the  general  practitioner 
and  the  surgeon  although  he  was  inclined  to  think  that 
the  surgeon  had  been  more  to  blame  for  what  hap- 
pened. The  attorney  for  the  surgeon  said  he  would 
settle  if  the  carrier  for  the  general  practitioner  would 
put  up  50  per  cent  of  the  settlement,  but  the  Judge 
who  had  read  the  Dole  decision,  was  inclined  to  agree 
that  much,  if  not  all,  the  blame  should  be  laid  at  the 
door  of  the  surgeon.  Eventually,  the  case  was  settled 
with  the  surgeon  contributing  more  than  two-thirds  of 
the  total  settlement.  One  can  think  of  many  cases  like 
the  above  one.  You  may  have  many  physicians  and/or 
hospitals  who  have  some  awareness  of  improper  treat- 
ment that  is  being  carried  on,  but  if  they  are  bowing  to 
the  judgment  of  the  senior  man  who  is  in  charge,  stress 
is  increasingly  going  to  be  laid  on  the  fact  that  a major 
share  of  the  settlement  should  come  from  the  one  who 
bears  the  most  responsibility  and  has  the  most  training 
in  the  specialty  involved.  It  is  difficult,  for  instance, 
to  see  how  the  average  general  practitioner  can  substi- 
tute his  judgment  for  that  of  the  surgeon  who  is  taking 
care  of  a draining  wound. 

Increased  Cost  of  Insurance  Not  Limited  to  United 
States  Physicians.  It  is  not  only  physicians  who  are 
subject  to  criticism,  but  lawyers,  accountants,  and  en- 
gineers as  well.  The  cost  of  malpractice  insurance  for 
each  of  these  groups  has  greatly  increased,  and  the  sit- 
uation is  not  just  true  of  the  United  States.  In  the  an- 
nual report  of  the  Medical  Protection  Society,  which 
takes  care  of  the  insurance  for  the  doctors  of  Great 
Britain,  Canada,  Australia,  and  New  Zealand,  there 
are  the  following  comments:  “The  outstanding  feature 
of  the  year  under  review  is  the  enormous  increase  in 
the  amount  paid  by  the  Society  for  damages  and  costs 
on  behalf  of  members.  The  total  amount  exceeded  the 
previous  year’s  total  by  just  over  100,000  pounds.  We 
have  in  earlier  reports  stressed  how  the  constant  fall  in 
the  purchasing  power  of  money  has  inflated  the  sums 
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awarded  as  damages.  The  amounts  which  the  Society 
has  to  pay  on  behalf  of  members  nowadays  not  infre- 
quently run  into  five  figures  for  a single  claim.  There 
were  several  such  claims  during  the  past  year.  Whilst 
it  is  to  be  hoped  that  100  per  cent  increase  in  damages 
and  costs  paid  during  the  past  year  will  not  grow  at 
anything  approaching  that  rate,  it  is  necessary  to  face 
the  fact  that  the  trend  is  upwards  and  it  would  be  fan- 
ciful to  imagine  that  the  money  required  to  satisfy 
claims  for  damages  in  the  years  ahead  is  not  going  to 
increase  both  steadily  and  substantially.  The  figures 
emphasize  more  and  more  the  vital  need  that  medical 
practitioners  have  for  the  protection  and  freedom  from 
financial  anxiety  which  membership  in  the  Society  af- 
fords them.  Indeed,  as  we  stated  in  our  last  report,  for 
a physician  to  practice  his  profession  when  not  a mem- 
ber of  a medical  protection  organization  would  in  the 
times  in  which  we  live  clearly  be  the  highest  of  folly. 

George  Bernard  Shaw  once  said  that  “Every  profes- 
sion is  but  a conspiracy  against  the  laity.”  In  com- 
menting on  this  caustic  remark,  a distinguished  En- 
glish speaker  said,  “It  is  no  doubt  right  that,  faced 
with  public  criticism,  we  shopld,  as  we  are  doing,  look 
to  see  where  we  fall  short  in  rendering  public  service 
and  inspiring  public  confidence.” 

Punitive  Damage  Theory  Rejected.  In  a liberal  ju- 
risdiction like  California,  it  was  heartening  to  read  that 
restraints  have  been  put  on  the  practice  of  seeking  to 
collect  not  only  compensatory  but  punitive  damage  as 
well  on  the  ground  that  the  mistake  made  is  practically 
equal  to  malice,  and  hence,  should  be  punished.  The 
American  Medical  News  of  October  2,  1972,  summa- 
rized the  case  of  Ebaugh  v.  Rabkin,  99  Cal.  Rptr.  706, 
as  follows:  “Punitive  damages  could  not  be  recovered 

where  a physician,  acting  in  good  faith,  did  not  know 
that  he  was  operating  on  the  wrong  person  and  there 
was  no  evidence  of  malice,  a California  appellate  court 
ruled.  Two  women  were  admitted  to  a hospital  and 
scheduled  for  surgery  at  the  same  time.  One  was  to 
have  a breast  biopsy  and  the  other  gallbladder  surgery. 
The  patients  were  on  the  same  ward  and  were  attended 
by  the  same  nurses.  As  a result  of  a mixup  in  charts, 
each  patient  underwent  the  surgery  scheduled  for  the 
other.  When  the  surgeon  scheduled  to  perform  the 
gallbladder  surgery  opened  up  the  patient’s  abdomen 
and  found  a normal  gallbladder,  he  examined  the  chart 
and  the  patient’s  wrist  band  and  discovered  the  error. 
The  surgeon  operating  on  the  other  patient  soon  dis- 
covered the  mixup  and  repaired  the  wound  he  had 
made.  The  patient  scheduled  for  breast  biopsy 
brought  action  against  the  surgeons,  the  hospital,  and 
the  medical  group  to  which  the  surgeon  who  operated 
on  her  abdomen  belonged.  The  jury  awarded  her 
$7,500  compensatory  damages  against  all  parties,  and 
punitive  damages  of  $10,000  against  her  own  surgeon, 
$5,000  against  the  second  surgeon,  $30,000  against  the 
hospital,  and  $30,000  against  the  medical  group.  An 
appeal  by  the  patient’s  surgeon  and  the  hospital  was 
dismissed  because  of  entry  of  a judgment  in  their  favor 
notwithstanding  the  verdict.  The  second  surgeon  and 
the  medical  group  appealed,  contending  that  the  issue 
of  punitive  damages  should  not  have  been  submitted  to 
the  jury,  and  that  if  punitive  damages  were  a jury 
issue,  then  the  court’s  instructions  were  in  error.  They 
did  not  challenge  the  award  for  compensatory  damages. 


The  appellate  court  said  that  in  order  to  warrant  an 
award  of  punitive  damages,  an  act  must  be  both  inten- 
tional and  accompanied  by  aggravating  circumstances 
amounting  to  malice.  Under  the  law,  the  only  form  of 
malice  creating  the  right  to  exemplary  damages  is  mal- 
ice in  fact,  the  court  said.  It  defined  malice  in  fact  as 
a desire  to  do  harm  for  the  mere  satisfaction  of  doing 
it.  There  was  no  evidence  that  the  surgeon  was  guilty 
of  malice,  the  court  pointed  out.  Due  to  inadvertence, 
the  surgeon  was  acting  under  a mistake  of  fact,  and 
punitive  damages  could  not  be  recovered  where  a per- 
son acting  in  good  faith  committed  battery  under  a 
mistake  of  fact,  the  court  ruled.  There  also  was  error 
in  awarding  punitive  damages  against  the  medical 
group,  the  court  said.  Although  an  employer  could  be 
held  liable  for  an  employee’s  act  under  the  doctrine  of 
respondent  superior,  he  was  not  responsible  for  puni- 
tive damages  when  he  neither  directed  nor  ratified  the 
act.  The  court  affirmed  the  portion  of  the  judgment  | 
awarding  compensatory  damages  and  reversed  the  por- 
tion on  punitive  damages. 
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Respectfully  submitted, 

William  F.  Martin , Legal  Counsel 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  M.  Theodore  Tanenhaus,  M.D.,  * 
chairman. 

The  voluminous,  informative  report  of  Legal  Counsel, 
which  referred  mostly  to  matters  involving  professional 
medical  liability  insurance,  should  be  read  by  all  mem- 
bers of  the  Society.  We  are  thankful  for  this  informa- 
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tion  and  for  the  presence  of  William  F.  Martin,  Esq.,  at 
the  reference  committee  and  for  his  help  in  preparing 
reports.  We  particularly  would  like  to  make  mention 
of  the  section  in  his  report  concerning  Mediation  and/or 
Arbitration  Panels,  which  at  the  present  time  exist  in 
New  York  and  Suffolk  Counties.  We  hope  that  the 
appropriate  committees  of  this  Society  will  investigate 
the  possible  extension  of  this  to  other  counties. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Professional  Medical  Liability  Insurance 
and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  are  as  follows: 


Robert  G.  Hicks,  M.D.,  Chairman New  York 

David  Kershner,  M.D.,  Vice-Chairman Kings 

George  L.  Collins,  Jr.,  M.D. Erie 

Andrew  H.  Patterson,  M.D New  York 

Arthur  J.  Mannix,  Jr.,  M.D Westchester 

Raymond  S.  McKeeby,  M.D Broome 

Alfred  L.  L.  Bell,  M.D Kings 

Carl  Goldmark,  Jr.,  M.D.,  ex  officio New  York 

Albert  M.  Schwartz,  M.D.,  ex  officio New  York 

William  F.  Martin,  Esq.,  ex  officio New  York 


Mr.  Frank  Appleton,  Executive  Secretary  . . New  York 


Increased  Frequency.  For  many  years  we  have 
been  watching  the  severity  of  malpractice  cases  in  our 
State  increase  rather  rapidly  while  frequency  of  cases 
remained  relatively  the  same.  In  the  last  few  years,  we 
have  observed  the  frequency  figure  begin  to  rise. 

In  reviewing  malpractice  suits  alone,  and  eliminating 
claims  and  events  that  are  reported  because  they  might 
develop  into  a malpractice  case,  we  noticed  that  in 
1970  we  had  564  suits  started  in  our  program.  This 
figure  jumped  to  803  in  1971,  and  for  the  first  six 
months  in  1972  (just  half  a year)  we  had  494  new  mal- 
practice suits. 

In  looking  for  a reason  for  this  increase,  the  possibili- 
ty of  no-fault  automobile  insurance  has  been  suggested. 
It  may  be  that  plaintiffs’  attorneys  are  becoming  more 
and  more  aware  that  a large  part  of  their  business  may 
be  lost  if  no-fault  automobile  insurance  were  adopted 
in  our  State,  and  they  are  looking  for  a new  source  of 
income.  Parenthetically,  no-fault  malpractice  insur- 
ance is  a subject  that  is  usually  brought  up  in  HEW 
hearings,  or  other  malpractice  symposiums  across  the 
country.  To  date  we  have  not  heard  of  a workable  ad- 
aptation of  the  no-fault  principle  in  the  field  of  mal- 
practice insurance. 

As  members  of  our  professional  liability  program,  we 
are  interested  in  knowing  what  steps  are  being  taken  to 
keep  up-to-date  with  this  increase  in  frequency.  Over 
the  past  year  our  carrier,  Employers  Insurance  of  Wau- 
sau, has  doubled  its  claim  staff  and  reorganized  per- 
sonnel functions  in  an  effort  to  maintain  high  stan- 
dards of  claim  service.  William  F.  Martin,  Esq.,  our 
legal  counsel,  has  informed  the  members  of  the  Profes- 
sional Medical  Liability  Insurance  and  Defense  Board 
that  it  will  be  necessary  to  use  the  help  of  other  de- 


fense firms  to  keep  the  backlog  of  pending  cases  in 
check  while  he  increases  his  own  staff.  These  outside 
firms  will  be  selected  by  the  company  with  Mr.  Mar- 
tin’s advice  and  assistance. 

Premium  Costs.  Although  premium  costs  remain 
at  an  extremely  high  level,  our  latest  regrouping  of 
some  of  the  medical  specialty  categories  resulted  in  a 
slight  overall  decrease  in  premiums  throughout  the 
State.  In  some  cases,  premiums  for  specialties  in- 
creased slightly  and  in  other  cases  there  were  de- 
creases. Although  this  net  decrease  was  possible  at 
this  time,  we  should  be  aware  of  the  continued  increase 
in  frequency,  and  anticipated  loss. 

Other  Carriers.  In  spite  of  the  fact  that  our  Socie- 
ty program  has  the  lowest  expense  ratio  of  any  in  the 
country  (15)2  per  cent),  and  in  spite  of  the  fact  that  we 
are  permitted  to  retain  our  own  firm  of  actuaries  to  re- 
view the  actual  figures  to  make  sure  that  our  rates  are 
justified,  we  have  still  had  a drop  of  633  members  in 
our  program  during  the  first  six  months  of  1972. 

Experience  of  other  independent  groups  in  New  York 
State  over  the  past  many  years  has  been  very  unsatis- 
factory. Perhaps  this  can  best  be  demonstrated  by 
quoting  a list  that  was  published  in  our  last  annual  re- 
port: 

St.  Paul  Mercury  discontinued  their  program 
through  the  American  College  of  Radiologists  in 
1953. 

Lloyds  of  London  and/or  other  companies  begin- 
ning in  1953  started  writing  a considerable  volume  of 
malpractice  insurance.  The  November,  1959,  issue 
of  the  AMA  News  carried  an  article  on  the  liquida- 
tion of  British  Commercial  Insurance,  Ltd.,  one  of 
the  “other  companies.”  Since  that  time  Lloyds  has 
not  been  writing  much  malpractice  insurance  in  the 
State  of  New  York. 

Lloyds  was  the  carrier  for  a program  started  in 
1954  by  the  American  College  of  Pathologists.  This 
was  discontinued  by  the  College  in  1958. 

British  Commercial  Insurance,  Ltd.,  was  one  of 
the  companies  that  had  insured  members  of  the 
American  College  of  Physicians.  On  November  13, 
1959,  the  insurance  administrator  for  this  program 
regretfully  told  their  members  of  the  “voluntary  li- 
quidation” of  this  company. 

Interstate  Fire  and  Casualty  Company  started 
writing  for  members  of  the  American  Society  of 
Anesthesiology  in  1952.  Effective  February  15,  1961, 
this  company  canceled  all  anesthesiologists’  policies 
in  New  York  State,  irrespective  of  stated  expiration 
dates. 

The  Professional  Insurance  Company  of  New  York 
discontinued  writing  policies  for  anesthesiologists  in 
January,  1963. 

Michigan  Mutual  began  writing  malpractice  insur- 
ance for  the  American  College  of  Surgeons  in  1955 
but  stopped  writing  new  and  renewal  policies  on 
September  1,  1963. 

The  American  Insurance  Company  wrote  for  mem- 
bers of  the  American  Academy  of  General  Practice 
for  eight  years  but  refused  to  renew  as  of  January  1, 
1965. 

The  Interstate  Fire  & Casualty  Company,  writing 
a program  for  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  refused  to  write  limits  over 
$100,000/$300,000  as  of  January  1,  1966. 

Fidelity  General,  as  of  September,  1966,  would  no 


June  1 , 1973  / New  York  State  Journal  of  Medicine  1 577 


longer  issue  policies  in  excess  of  $25,000/$75,000  in 
New  York  State  for  members  of  the  International 
College  of  Surgeons. 

Public  Service  Mutual,  writing  insurance  for  mem- 
bers of  the  New  York  State  Society  of  Anesthesiology 
since  January  1,  1963,  did  not  renew  policies  after 
January  1,  1967. 

The  Professional  Insurance  Company  of  New  York, 
as  of  January  1,  1968,  would  write  limits  of  only 
$15,000/$45,000  for  a period  of  time  until  they  made 
other  arrangements  for  reinsurance. 

St.  Paul  Fire  & Marine  Insurance  Company  re- 
fused to  renew  professional  liability  coverage  for  the 
American  Academy  of  General  Practice  in  the  New 
York  City  area  as  policies  expired,  commencing  late 
in  1969. 

Our  State  Society  program  has  been  in  existence 
since  1921  and  has  served  the  members  well.  It  is  our 
program,  ours  to  mold  and  develop  as  we  wish.  We 
again  urge  all  members  to  seriously  read  the  booklet 
entitled  “Treating  the  Malpractice  Claims  Epidemic.” 
Additional  copies  are  available  through  the  office  of  the 
Indemnity  Representative. 

Quarterly  Payments.  In  March  of  1972  a method 
of  paying  malpractice  premiums  on  a quarterly  basis 
was  developed.  To  ease  into  a program  of  this  kind  it 
was  decided  at  first  to  offer  this  budget  plan  only  to 
members  whose  annual  premiums  were  $1500  or  more. 
The  program  is  still  new  and  it  is  possible  that  this 
$1500  figure  will  be  lowered  at  some  time  in  the  future. 
Since  the  payments  are  on  an  even  quarterly  basis, 
there  is  no  allowance  for  a grace  period  and  it  is  ex- 
pected that  payments  will  be  made  promptly. 

The  policy  contract  refers  to  a ten-day  notice  of  can- 
cellation which  is  sufficient  when  canceling  coverage 
for  nonpayment  of  premium.  As  a matter  of  practice, 
bills  are  usually  sent  one  month  in  advance  of  the  due 
date  with  a reminder  shortly  before  the  date  of  the  an- 
nual premium  or  quarterly  payment.  The  cancellation 
notice  itself  permits  an  additional  ten  days  in  which  to 
remit  the  premium.  Under  existing  insurance  laws  in 
our  State,  an  insurance  carrier  must  give  a policyhol- 
der at  least  forty-five  days’  notice  if  they  do  not  plan  to 
renew  or  continue  a policyholder’s  coverage  for  reasons 
other  than  nonpayment  of  premium. 

Personal  Umbrella  Policy.  Members  will  be  inter- 
ested in  knowing  that  our  carrier,  Employers  Insurance 
of  Wausau,  is  developing  a personal  umbrella  policy  to 
act  as  a layer  of  casualty  insurance  on  top  of  a physi- 
cian’s automobile,  homeowners,  watercraft,  and  so 
forth  casualty  policies.  This  is  not  designed  to  be  a 
layer  on  top  of  the  malpractice  policy,  since  we  are  al- 
ready prepared  to  write  high  limits  directly  through  the 
Society’s  program.  Excess  major  medical  coverage  can 
be  added  to  this  policy  on  an  optional  basis.  We  hope 
to  have  additional  detailed  information  on  this  policy 
in  the  early  part  of  1973. 

Informed  Consent.  The  matter  of  obtaining  a prop- 
er informed  consent  continues  to  be  a problem  for  all 
practicing  physicians  today.  We  may  very  well  think 
of  it  as  being  unfair,  unjust,  impractical,  harmful  to  a 
patient’s  true  welfare,  and  so  on,  but  the  fact  is  that 
we  cannot  avoid  the  problem  and  we  must  be  aware  of 
it  in  our  daily  practice.  In  a neighboring  jurisdiction, 
the  District  of  Columbia,  there  is  the  recent  case  of 
Canterbury  vs.  Spence  in  which  it  was  left  to  a jury  to 


decide  whether  it  was  negligent  of  a surgeon  to  fail  to 
disclose  to  the  patient  that  paralysis  could  be  expected 
in  1 per  cent  of  laminectomies.  With  juries  of  lay  peo- 
ple being  permitted  to  pass  judgment  on  such  matters, 
we  can  anticipate  further  trouble  with  the  doctrine  of 
informed  consent  in  the  future.  There  is  no  simple  so- 
lution. There  is  no  panacea.  Each  of  us  must  be 
aware  of  the  problem  and  certainly  where  there  are 
known  hazards  to  a surgical  procedure  or  the  adminis- 
tration of  a particular  drug  these  facts  should  be  ex- 
plained to  the  patient  (or,  in  some  cases  the  patient’s 
family).  The  records  should  show  that  the  dangers 
were  explained  and  who  was  present  during  the  expla- 
nation so  the  physician  can  prove  that  informed  con- 
sent was  obtained. 

Malpractice  Symposium.  Employers  Insurance  of 
Wausau  has  again  offered  to  sponsor  a luncheon  meet- 
ing for  county  advisory  committee  chairmen  through- 
out the  State.  Earlier  this  year,  many  county  chair- 
men met  with  claim  representatives  from  the  company 
in  an  effort  to  improve  the  effectiveness  of  the  commit- 
tee system.  The  forthcoming  symposium  will  give 
committee  chairmen  an  opportunity  to  share  experi- 
ences and  raise  questions  of  general  interest  to  the  pro- 
gram. 

1972  Meeting  of  the  House  of  Delegates.  At  the 

last  meeting  of  the  House  of  Delegates,  several  matters 
were  brought  before  the  House  and  referred  to  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense 
Board.  The  Board  members  have  studied  these  prob- 
lems and  the  minutes  of  our  April  19,  1972,  meeting 
read  in  part  as  follows: 

Public  Relations.  Resolution  No.  72-27,  passed  at 
the  last  House  of  Delegates  meeting,  was  referred  to 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  and  the  Committee  on  Public  Relations 
by  the  Council.  It  was  the  general  feeling  of 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  members  that  we  should  not  attempt  at 
this  time  to  “advise  the  public”  that  “the  cost  of 
professional  liability  insurance  is  . . . rapidly  escalat- 
ing, ” (to  use  some  of  the  words  from  the  Resolution). 
The  Board  members  did  feel,  however,  that  there 
might  be  some  specific  areas  where  the  combined  ef- 
forts of  the  Board  and  the  Committee  on  Public 
Relations  might  be  helpful.  Board  members  were 
asked  to  give  further  thought  as  to  just  what  these 
areas  might  be. 

Notification  to  a County  Society  prior  to  Cancela- 
tion of  an  Individual  Policy.  The  Board  reviewed 
the  fact  that  Resolution  72-98  had  been  presented  at 
the  last  House  of  Delegates  meeting,  urging  that  the 
Board  notify  a county,  society  before  cancelation  of 
an  individual  physician’s  insurance.  It  was  noted 
that  this  resolution  was  not  passed  by  the  House  of 
Delegates,  but  the  reference  committee  did  urge  the 
Board  to  notify  the  individual  county  societies  prior 
to  final  determination  of  a member’s  insurance.  The 
Board  reviewed  the  fact  that  they  were  charged  with 
certain  responsibility  by  the  Constitution  and  By- 
Laws  of  the  State  Society  and  felt  that  to  try  to  com- 
ply with  such  a resolution  would,  indeed,  hamper 
their  effectiveness.  The  members  did  feel,  however, 
that  in  certain  instances  they  might  wish  to  call 
upon  a particular  subcommittee  or  county  commit- 
tee for  a recommendation  prior  to  making  their  own 
decision. 


1 578  New  York  State  Journal  of  Medicine  / June  1 , 1 973 


Compulsory  Arbitration.  Resolution  72-26,  passed 
at  the  last  House  of  Delegates  meeting,  has  been  re- 
ferred to  the  Board  and  legal  counsel  for  action. 
The  reference  committee  had  amended  the  resolu- 
tion in  the  following  form: 

“Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  explore  the  possibility  of  arbitration 
agreements  entered  into  voluntarily,  but  the  re- 
sults of  which  are  binding  on  both  parties.  ” 

It  was  noted  that  in  Suffolk  County,  with  agree- 
ment of  the  local  medical  society  and  bar  associa- 
tion, a voluntary  arbitration  system  has  been  set  up 
with  binding  results.  The  possibility  of  using  the 
American  Arbitration  Association  in  certain  instan- 
ces, and  in  certain  territories,  is  being  explored. 
The  chairman  was  asked  to  write  to  our  legal  coun- 
sel, asking  him  to  use  his  influence  to  try  to  have  the 
results  of  the  malpractice  mediation  panel  set  up  in 
the  Supreme  Court  of  the  County  of  New  York  made 
binding  on  all  parties.  It  was  noted  that  there  is 
some  discussion  in  other  counties  of  having  similar 
mediation  panels  set  up  and  again  the  Board  urges 
our  legal  counsel  to  use  his  influence  to  try  to  have 
the  results  of  these  panels  become  binding  on  all 
parties. 

Conclusion.  I would  like  to  take  this  opportunity  to 
give  particular  thanks  to  our  insurance  carrier,  Em- 
ployers Insurance  of  Wausau,  for  their  willingness  to 
expand  their  forces  to  handle  this  increase  in  malprac- 
tice case  frequency.  We  thank  William  F.  Martin, 
Esq.,  for  taking  steps  to  hold  down  the  backlog  of 
pending  suits,  and  to  the  indemnity  representative  and 
his  staff  for  their  continued  efforts  to  be  of  service  to 
our  program.  Last  but  not  least,  I would  like  to  give 
personal  thanks  to  each  member  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  for  giv- 
ing a great  deal  of  time  and  effort  to  the  study  of  our 
mutual  problems.  Much  work  is  involved.  In  our 
most  recent  report  to  the  Council  in  May  of  1972,  we  re- 
quested an  increase  in  Board  membership  from  seven 
to  nine  members. 

Respectfully  submitted, 

Robert  G.  Hicks,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION POLICIES.  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

This  report  was  reviewed.  The  reference  committee 
met  with  the  Professional  Medical  Liability  Insurance 
and  Defense  Board  prior  to  this  meeting,  and  we  were 
very  much  impressed  at  the  extent  of  the  workload  with 
which  this  committee  is  usually  faced.  The  reference 
committee  feels  that  in  view  of  the  fact  that  malpractice 
premiums  are  in  the  area  of  $40  million,  the  Society 
should  take  a closer  look  into  this  matter  and  be  willing 
to  incur  any  reasonable  expense  to  find  ways  to  alleviate 
this  serious  malpractice  problem.  One  of  the  main  con- 
cerns of  the  reference  committee  is  in  the  area  of  com- 
munication to  the  membership.  We  feel  that  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense  Board 
should  concern  itself  more  deeply  in  revealing  to  the 
membership  its  considerations,  its  progress,  and,  per- 
haps, even  the  punitive  measures  that  are  adopted  by 
the  Board.  We  feel  it  would  be  more  effective,  in  terms 
of  public  relations,  to  relay  these  findings  in  writing 
rather  than  by  any  other  means  of  communication.  An- 


other method  of  making  the  workings  of  this  Board  more 
effective  would  be  to  enlarge  the  number  of  members. 
The  reference  committee  reiterates  the  suggestion  that 
this  Board  be  enlarged  from  seven  to  a minimum  of  nine 
members.  We  also  agree  with  the  concept  of  adding 
“advisors”  as  necessary  to  meet  the  demands  of  the 
workload  of  this  Board.  We  would  like  the  House  of 
Delegates  to  be  cognizant  of  the  devotion  and  time- 
consuming  efforts  that  this  Board  gives  to  its  problems. 
The  Professional  Medical  Liability  Insurance  and  De- 
fense Board  announced  at  a recent  meeting  that  there 
would  be  a decrease  in  malpractice  premiums,  at  an 
average  of  8 per  cent,  for  all  policies  effective  on  and  after 
July  1,  1973. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Ad  Hoc  Committee  To  Study  Professional 
Medical  Liability  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  to  Study 
Professional  Medical  Liability  Insurance  are  as  follows: 


Albert  S.  Lyons,  M.D.,  Chairman New  York 

Marvin  Brown,  M.D.  Oswego 

Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

John  J.  Kalamarides,  M.D Onondaga 

Francis  J.  Loperfido,  M.D Bronx 

Robert  A.  Mayers,  M.D Westchester 

John  D.  Mountain,  M.D Nassau 


As  of  the  date  of  this  report,  this  committee  has  had 
a total  of  eight  meetings.  On  assignment  by  the  chair- 
man, individual  members  attended  meetings,  panels 
and  programs  dealing  with  the  malpractice  problem 
in  order  to  report  back  to  the  committee  at  its  regular 
sessions.  There  was  a special  meeting  on  October  12, 
1972,  called  in  response  to  a resolution  by  the  chairman 
at  the  September  Council  meeting.  A summary  of  this 
meeting  is  in  the  minutes. 

Meetings  were  also  held  with  Mr.  James  H.  Durkin, 
Mr.  Frank  Appleton,  and  Robert  G.  Hicks,  M.D., 
Chairman  of  the  Professional  Medical  Liability  Insur- 
ance and  Defense  Board.  Future  meetings  are  planned 
with  Mr.  Dunbar  Uhthoff,  Vice-President  and  Actuary, 
Employers  Insurance  Company  of  Wausau,  and  William 
F.  Martin,  Esq.,  legal  counsel. 

In  its  deliberations,  the  committee  has  considered  it- 
self an  advisor  to  the  Council  and  also  as  a representative 
of  the  attitudes  and  opinions  of  the  Society’s  member- 
ship. We  have  tried  to  obtain  a view  of  what  the  phy- 
sicians in  the  State  want  and  what  it  is  reasonable  to 
expect.  We  have  set  up  four  categories  and  assigned 
one  or  more  members  to  each  division  for  special  study 
and  responsibility,  in  addition  to  the  general  discussions. 
The  four  categories  are  Prevention,  Costs  of  Court  De- 
fense and  Settlements,  Actuarial  and  Financial  Con- 
siderations Relating  to  Premiums,  and  Informing  the 
Membership  and  Taking  the  Long  Term  View. 

Prevention.  It  is  self-evident  that  the  increased 
number  of  cases  and  the  size  of  verdicts  and  settlements 
are  the  principal  reasons  for  the  increased  premiums. 
It  is  also  obvious  that  any  attack  on  this  problem  in- 
volves the  public’s  attitude,  the  activities  of  the 
courts,  and  the  attorneys,  and  particularly  the  be- 
havior of  the  physicians  themselves.  These  are  facts 
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that  our  Society’s  membership  is  not  always  aware  of. 
Among  the  subjects  discussed  were  the  unwitting,  but 
damaging  stimulation  of  suits  by  doctors,  even  by  some 
in  high  position  in  medicine,  and  the  unguarded,  ir- 
responsible statements  by  both  house  staff  officers  and 
attending  physicians. 

A full  consideration  of  the  malpractice  problem  would 
require  intensive  study  of  the  reasons  for  the  proliferation 
of  suits  and  their  sources.  However,  the  committee, 
during  this  year’s  sessions,  has  concerned  itself  chiefly 
with  the  immediate  challenge,  that  is,  the  actuarial  and 
financial  bases  for  the  present  premium  rates. 

Costs  of  Court  Preparation  and  Settlements.  The 

costs  of  defense,  too,  are  dependent  in  great  measure 
on  the  number  of  cases,  but  some  of  these  cases  are  ex- 
panded by  the  high  fees  charged  by  some  of  the  phy- 
sicians in  the  Society  who  are  asked  to  review  cases  and 
testify  in  court. 

Also  to  be  mentioned  is  the  astonishingly  adverse 
testimony  by  some  of  our  own  members.  The  question 
of  what  the  general  membership  should  know  about  the 
so-called  professional  medical  witness  has  delicate  legal 
implications,  which  only  counsel  can  advise. 

The  committee  has  also  taken  note  of  the  necessity  for 
hiring  lawyers  outside  of  the  firm  of  Martin,  Clear- 
water & Bell  because  of  the  numbers  of  cases.  It  has 
also  received  from  the  office  of  Mr.  Martin  the  instruc- 
tions and  principles  promulgated  by  the  insurance  com- 
pany to  govern  the  legal  management  of  cases  by  the 
outside  firms  in  order  to  defend  suits  strongly,  and  to 
resist  settlements  wherever  possible. 

The  committee  would  also  like  to  comment  on  the 
contingency  fee  concept.  Although  the  members  would 
prefer  to  see  this  type  of  arrangement  eliminated,  it 
realizes  that  there  are  very  real  constitutional  questions 
involved.  As  an  alternative,  the  committee  would  favor 
the  statewide  adoption  of  the  contingency  fee  schedule 
employed  by  the  First  Department  (New  York  and  Bronx 
Counties). 

Observed,  but  not  considered  until  more  data  is  ob- 
tained over  the  next  year  or  two,  is  the  institution  of 
mediation  panels  in  New  York  County  to  reduce  the 
backlog,  simplify  suits,  and  avoid  costly  trials,  thereby 
lowering  costs.  Also  received  has  been  information 
suggesting  that  the  Federal  government  is  in  the  process 
of  studying  many  modes  of  malpractice  insurance,  in- 
cluding no-fault  malpractice  liability  insurance. 
Whether  this  will  have  an  impact  on  private  practice 
malpractice  insurance  remains  to  be  seen. 

Actuarial  and  Financial  Aspects.  This  category 
was  our  primary  concern.  Among  the  subjects  in- 
vestigated were:  (a)  The  mechanics  of  how  premiums 
are  determined;  (b)  The  reserve  funds  (that  is,  money 
set  aside  by  the  insurance  company,  Employers  of 
Wausau,  to  cover  the  estimated  probable  loss  from  a 
suit  or  claim);  (c)  The  amounts  and  the  fate  of  the  in- 
terest on  these  reserve  funds;  (d)  The  retention  percent- 
age (that  is,  the  costs  of  operating  as  well  as  the  sur- 
plus— the  profits);  (e)  The  functions  and  costs  of  the 
indemnity  representative  (the  broker,  H.  F.  Wanvig 
Co.,  Inc.);  (f)  The  functions  and  activities  of  the  Soci- 
ety’s actuary  (Mr.  James  H.  Durkin)  in  auditing  the 
insurance  company’s  reports  of  its  rate  structure 
and  its  financial  activities;  (g)  The  possibilities  of 
discrimination  against  a region  or  a class  (type  of  prac- 


tice) in  premium  rates.  Intensive  discussions  of  all  of 
these  topics  have  been  carried  on  with  Mr.  Durkin 
in  two  separate  prolonged  sessions.  Also  observed  has 
been  the  past  history  of  other  malpractice  programs  used 
by  other  groups  in  this  State. 

We  have  received  and  studied  offers  from  other  in- 
surance companies  and  are  still  in  the  process  of  eval- 
uating them.  A series  of  criteria  have  been  set  up  by 
which  to  measure  the  advantages  and  disadvantages  of 
their  programs.  It  was  ascertained  that  a new  com- 
pany can  usually  offer  immediately  a lower  premium, 
10-15  per  cent,  because  it  has  no  backlog  of  cases 
pending,  but  in  one  to  three  years  the  cases  pending,  as 
well  as  those  already  terminated,  will  require,  almost 
surely,  an  increase  of  premiums  again.  Indeed,  so  far 
the  retention  rate  (the  costs  of  operating  and  the  profits) 
of  15  per  cent  shown  by  Employers  of  Wausau,  which  is 
lower  than  any  so  far,  suggests  that  a new  company  will 
probably  have  to  better  this  in  order  to  end  up  saving 
money  for  our  members.  Nevertheless,  the  committee 
is  still  looking  with  an  open  mind  into  each  of  the  pro- 
posals received. 

Moreover,  the  question  of  whether  the  Society  itself 
could  or  should  act  as  its  own  broker  is  also  now  under 
consideration.  At  present  the  savings  and  costs  appear 
to  be  too  small  to  change  the  premium  structure  and  the 
added  burden  and  expense  might,  in  the  end,  be  more 
costly  to  the  members  than  at  present. 

Information  to  Membership.  The  reports  received 
by  the  State  Society  and  the  general  expressions  of 
dissatisfaction,  together  with  the  pressure  brought  by 
the  New  York  Academy  of  Family  Physicians  to  have 
premiums  lowered  or  to  change  to  a different  insurance 
company,  show  that  malpractice  insurance  is  a primary 
issue  in  the  minds  of  our  membership,  but  they  also 
indicate  how  incompletely  they  are  informed  on  what 
the  Society’s  officers  and  committees  are  doing  and  what 
the  dimensions  of  the  problem  are.  For  instance,  very 
few  know  the  functions  of  the  indemnity  representative, 
the  insurance  company  representative,  the  Medical 
Defense  Board,  or  the  Society’s  actuary,  to  say  nothing 
of  who  they  are.  Certainly  the  existence  of  this  Ad  Hoc 
Committee,  and  its  deliberations  are  unknown  to  most 
members. 

We  have  considered  the  usefulness  of  a questionnaire 
to  be  distributed  to  all  physicians  who  have  had  claims 
or  suits  against  them,  for  purposes  of  evaluating  the 
efficiency  of  our  defense  program,  to  receive  construc- 
tive criticism  for  its  improvement  and  thus  also  to  better 
the  Society’s  public  relations  with  its  members. 

We  have  also  concerned  ourselves  with  the  resolution 
of  the  House  of  Delegates  of  two  years  ago,  which  in  a 
measure,  led  to  the  formation  by  the  Council  of  this 
Ad  Hoc  Committee.  The  resolution  concerns  the  forma- 
tion of  a separate  department  in  the  Society,  or  a founda- 
tion outside  of  the  Society,  to  focus  entirely  on  malprac- 
tice— not  only  to  collate  and  collect  information  from  all 
over  the  USA  and  from  foreign  countries;  not  only  to 
investigate  reasons  for  suits  and  verdicts;  but  also  to 
bring  influence  to  bear  on  legislators,  the  public,  phy-  i 
sicians,  the  legal  profession,  and  the  insurance  industry. 
Funding  methods  are  still  under  consideration.  This 
entire  concept  is  still  being  considered.  However,  it 
should  not  be  “filed  and  forgotten”  merely  because  it 
represents  a long  term  view. 
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SUMMARY  OF  RECOMMENDATIONS 

A.  At  the  present  time  the  immediate  need  is  to  in- 
form our  membership  in  clear  terms  on: 

I.  The  functions  and  personnel  of  each  segment  of 
the  malpractice  program. 

a.  The  Professional  Medical  Liability  Insurance 
and  Defense  Board. 

b.  The  Ad  Hoc  Committee  and  its  four  categories 

of  focus,  including  the  survey  of  new  companies. 

c.  The  broker  (indemnity  representative). 

d.  The  insurance  company. 

e.  The  actuary  (our  representative). 

f.  The  legal  defense  firms. 

II.  The  mechanism  of  determination  of  premiums 
in  lay  terms,  as  much  as  possible,  including  the  role 
played  by  reserve  funds,  which  are  legally  considered 
“losses.” 

ITT  The  absence  of  discrimination  on  regions  and 
classes;  that  when  physicians  are  rated  up  it  is  only 
with  the  consent  of  the  Defense  Board  and  it  is  only 
done  as  a protection  for  the  rest  of  the  membership. 

IV.  The  difficulties  in  changing  malpractice  pro- 
grams to  other  companies,  including  the  past  adverse 
histories  of  other  companies  insuring  other  splinter 
groups;  the  strength  of  program  which  includes  the 
entire  Society;  the  low  retention  rate  (costs  and  pro- 
fits of  Employers  of  Wausau  compared  to  other  com- 
panies now  writing  malpractice  programs). 

V.  The  basic  difficulty  in  the  increased  numbers  of 
suits  and  size  of  verdicts  and  settlements,  in  which 
doctors  play  the  most  important  role:  by  unwittingly 
stimulating  suits  against  others;  by  acting  indiscretely 
themselves;  by  failing  to  maintain  the  traditional 
physician-patient  relationship;  by  having  too  little 
influence  on  schools  and  hospitals  to  instruct  students 
and  house  officers  intensively  on  the  prevention  of 
malpractice  suits  and  their  adverse  effects  on  efficient 
and  economical  care  of  patients;  by  countenancing  the 
widespread  and  often  unwarrantedly  hostile  testimony 
by  their  colleagues  in  high  and  low  places. 

VI.  The  increased  costs  of  defense  partly  caused  by 
the  high  fees  charged  by  their  colleagues. 

VII.  The  need  for  the  use  of  additional  attorneys, 
other  than  Martin,  Clearwater  & Bell,  because  of  the 
great  backlog  of  cases. 

This  information  could  be  given  by  separate  mailings 
or  by  enclosures,  or  by  other  means,  but  more  than  a 
series  of  articles  in  the  News  of  New  York  is  required. 
What  is  necessary  is  an  indication  to  the  individual 
physician  that  intensive  activity  and  re-examination  of 
his  malpractice  program  is  now  in  progress  as  well  as 
explanations  as  to  why  his  premiums  are  at  their  present 
level. 

The  Council  Voted  Approval  at  its  December  21,  1972 
meeting. 

B.  The  committee  approved  a resolution  which  states 
in  effect  that  a physician  who  testifies  as  an  expert  wit- 
ness on  behalf  of  the  defendant  in  a malpractice  action 
or  reviews  the  case  should  waive  his  fee  or  at  least  do  so 
for  a minimum  fee.  Such  a situation  was  referred  to  by 
Robert  Hicks,  M.D.,  Chairman  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  in  his  report 
to  the  Council  in  May,  1971. 

Recommendation  was  made  to  amend  B by  chang- 
ing the  word  “minimum”  on  third  line  to  “moderate” 
so  that  it  will  read  as  follows: 


B.  The  committee  approved  a resolution  which 
states  in  effect  that  a physician  who  testifies  as  an 
expert  witness  on  behalf  of  the  defendant  in  a mal- 
practice action  or  reviews  the  case  should  waive  his 
his  fee  or  at  least  do  so  for  a moderate  fee.  Such 
a situation  was  referred  to  by  Robert  Hicks,  M.D., 
Chairman  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board,  in  his  report  to  the 
Council  in  May,  1971. 

The  Council  Voted  Approval,  as  Amended,  at  its 
December  21,  1972  meeting. 

C.  The  committee  also  would  recommend  to  the 
Council  that  they  support  the  statewide  adoption  of  the 
contingency  fee  schedule  presently  in  use  in  the  First 
Department. 

Recommendation  was  made  to  amend  C by  deleting 
“presently  in  use  in  the  First  Department”  on  the 
second  and  third  lines,  and  substituting  “which  is  set 
up  by  the  Appellate  Division.”  C will  then  read  as 
follows: 

C.  The  committee  also  would  recommend  to  the 
Council  that  they  support  the  statewide  adoption  of 
the  contingency  fee  schedule  which  is  set  up  by  the 
Appellate  Division. 

The  Council  Voted  Approval,  as  Amended,  at  its 
December  21,  1972  meeting. 

D.  The  Council’s  approval  is  also  requested  for  per- 
mission to  release  the  figures  and  actuarial  data  com- 
piled on  behalf  of  the  Society  by  the  firm  of  Peat,  Mar- 
wick and  Mitchell,  to  insurers  seeking  to  underwrite  the 
professional  medical  liability  program.  This  request 
is  made  in  order  that  those  insurers  presently  evincing 
an  interest  might  obtain  the  data  necessary  for  them  to 
make  a firm  proposal. 

Recommendation  was  made  to  amend  D by  adding 
the  words  “with  the  approval  of  the  Council”  after 
“insurers”  on  line  3.  D will  then  read  as  follows: 

D.  The  Council’s  approval  is  also  requested  for 
permission  to  release  the  figures  and  actuarial  data 
compiled  on  behalf  of  the  Society  by  the  firm  of 
Peat,  Marwick  and  Mitchell,  to  insurers,  with  the 
approval  of  the  Council,  seeking  to  underwrite  the 
professional  medical  liability  program.  This  re- 
quest is  made  in  order  that  those  insurers  presently 
evincing  an  interest  might  obtain  the  data  necessary 
for  them  to  make  a firm  proposal. 

The  Council  Voted  Approval,  as  Amended,  at  its 
December  21,  1972  meeting. 

E.  Finally,  a long  term  view  should  consider  the 
formation  of  a separate  department  or  foundation 
dedicated  entirely  to  malpractice. 

The  Council  Voted  to  refer  this  back  to  the  Ad  Hoc 
Committee  for  further  development  for  presentation  to 
the  Council. 

Following  the  presentation  of  this  report,  the  Council 
thanked  Dr.  Lyons  and  his  committee  for  their  dedica- 
tion and  excellent  report. 

Suggestion  was  made  that  the  report  be  published  in 
the  Hot  Line  or  “other  appropriate  mechanism”  for 
distribution  to  the  membership,  to  be  stamped  “Educa- 
tional.” 

The  Council  Voted  Approval  at  its  December  21,  1972 
meeting. 
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Since  this  report  was  originally  drawn  up  and  pre- 
sented to  the  Council,  private  consultations  with  the 
indemnity  representative,  Mr.  Frank  W.  Appleton,  have 
been  held,  as  well  as  correspondence  with  Mr.  James 
Durkin,  the  State  Society’s  actuary.  It  would  appear 
from  these  discussions  that  at  the  1973  renewal  time 
the  premiums  will  not  be  raised  and  may  even  be  low- 
ered slightly. 

Finally,  the  chairman  wishes  to  express  his  apprecia- 
tion for  the  devoted  service  of  the  members  of  the 
committee,  as  well  as  to  the  members  of  the  staff  of  the 
State  Society,  particularly  Francis  J.  McKee,  J.D., 
Staff  Attorney,  and  to  our  secretary,  Mrs.  Joan  Grimm. 
The  chairman  and  committee  members  would  also 
like  to  give  a special  thanks  to  J.  Richard  Burns,  J.D., 
General  Counsel  for  the  Society,  for  his  help  and  guid- 
ance. 

Respectfully  submitted, 

Albert  S.  Lyons,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES,  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

This  report  was  reviewed  by  the  reference  committee. 
We  are  in  agreement  with  the  statement  made  by  Ed- 
ward Siegel,  M.D.,  President,  in  his  departing  address, 
that  this  report  is  “must”  reading  for  every  delegate  and 
member  of  the  Medical  Society  of  the  State  of  New 
York.  We  believe  the  committee  has  done  a yeoman’s 
job  in  its  method  of  operation  and  presentation.  From 
the  testimony  given,  we  feel  that  the  functioning  of  the 
Ad  Hoc  Committee  is  somewhat  different  from  the 
functioning  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board,  and  we  believe  that  one 
complements  rather  than  duplicates  the  other,  and, 
therefore,  we  recommend  that  the  Ad  Hoc  Committee 
be  continued  for  the  immediate  future.  The  reference 
committee  recommends  to  the  membership  at  large  a 
close  perusal  of  the  insert  prepared  by  the  Ad  Hoc  Com- 
mittee for  the  News  of  New  York,  Volume  28,  No.  14, 
February,  1973,  which  clearly  illustrates  the  premium 
structures  relating  to  malpractice  insurance. 

The  House  voted  to  adopt  this  portion  of  the  ref- 
erence committee  report. 

Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


Joseph  G.  Zimring,  M.D.,  Chairman Nassau 

Reid  R.  Heffner,  M.D Westchester 

Theodore  J.  Prowda,  M.D Oneida 

James  M.  Blake,  M.D Schenectady 

Walter  T.  Heldmann,  M.D Richmond 


The  Judicial  Council  had  one  appeal  presented  to  it 
in  late  1972.  It  involved  a physician  who  appealed  the 
decision  of  a suburban  county  medical  society  censuring 
him  for  alleged  unprofessional  conduct  in  the  treatment 
of  certain  patients.  The  physician  and  the  county 
medical  society,  each  represented  by  legal  counsel  ap- 
peared before  the  Judicial  Council  on  November  2, 
1972. 

The  Judicial  Council,  after  hearing  argument  by  the 


physician’s  attorney  and  that  of  the  county  medical 
society,  voted  to  set  aside  the  censure  of  the  county 
medical  society. 

In  its  written  decision,  the  Judicial  Council  suggested 
that  if  further  proceedings  were  to  take  place,  they  must 
be  on  written  notice  to  the  doctor,  specifying  the  nature 
of  any  charges  against  him,  that  stenographic  minutes  of 
the  hearing  must  be  taken,  that  the  doctor  be  afforded 
the  chance  to  avail  himself  of  counsel,  and  that  such 
counsel  should  have  the  opportunity  to  question  any 
witnesses  who  appear  and  criticize  the  physician.  Fur- 
ther, that  the  physician  should  have  the  opportunity, 
within  reasonable  bounds,  to  present  witnesses  in  sup- 
port of  his  methods  of  treatment. 

In  view  of  the  foregoing  matter  and  several  similar 
cases,  the  Judicial  Council  has  asked  the  office  of 
General  Counsel  to  prepare  procedural  guidelines  for 
the  conduct  of  disciplinary  hearings  by  the  several 
county  medical  societies.  It  is  felt  that  they  will  be 
particularly  helpful  to  those  societies  without  staff  and 
legal  counsel. 

The  Judicial  Council  through  its  Chairman,  wishes 
to  thank  William  F.  Martin,  Esq.,  and  Harold  Shapero, 
Esq.,  of  the  office  of  Martin,  Clearwater  and  Bell,  and 
J.  Richard  Bums,  J.D.,  General  Counsel,  for  their 
counsel  and  assistance  in  the  conduct  of  the  activities  of 
the  Judicial  Council. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES.  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

The  report  of  the  Judicial  Council  was  reviewed  by 
the  reference  committee.  Dr.  Zimring  stated  that  he  is 
going  to  submit  guidelines  for  censure  to  each  individual 
county  society  which  will  be  followed  in  all  cases  in- 
volving censure.  These  guidelines  would  protect  an 
individual  member’s  rights  at  the  local  county  society. 
We  feel  very  thankful  that  the  Judicial  Council  has  had 
very  little  to  do,  and  we  thank  him  for  this  report. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Constitution  and  Bylaws 


consists  of  the  following  members: 

Albert  H.  Douglas,  M.D.,  Chairman Queens 

James  R.  Nunn,  M.D Erie 

Melville  G.  Rosen,  M.D Suffolk 

William  F.  Martin,  Esq.,  ex  officio New  York 


During  the  year  1972,  the  committee  reviewed  pro- 
posed amendments  or  revisions  of  the  bylaws  and/or 
constitution  and  bylaws  of  the  county  medical  societies 
listed  below,  in  order  to  avoid  conflict  with  the  Con- 
stitution and  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York. 

The  Council,  at  its  meeting  on  May  18,  1972,  approved 
the  committee’s  recommendations  concerning  proposed 
amendments  to  the  Bylaws  of  the  Sixth  District  Branch, 
the  Bylaws  of  the  Delaware  County  Medical  Society,  and 
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a revised  version  of  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  County  of  Monroe,  Inc. 

At  its  meeting  on  September  28,  1972,  the  Council 
approved  the  recommendations  of  the  committee  con- 
cerning two  proposed  amendments  to  the  Constitution 
and  Bylaws  of  the  Medical  Society  of  the  County  of  New 
York  and  several  proposed  amendments  to  the  Bylaws 
of  the  Broome  County  Medical  Society. 

Recommendations  of  the  committee  concerning  the 
proposed  revision  in  the  Constitution  and  Bylaws  of  the 
Onondaga  County  Medical  Society  were  approved  by  the 
Council  at  its  meeting  on  November  16,  1972. 

The  Council,  at  its  meeting  on  December  21,  1972, 
approved  the  Committee’s  recommendation  that  ap- 
proval of  the  proposed  revision  of  the  Bylaws  of  the 
Medical  Society  of  the  County  of  Kings  be  postponed 
pending  further  study. 

Proposed  revisions  of  the  Bylaws  of  the  Medical  Soci- 
ety of  the  County  of  Westchester,  the  Medical  Society 
of  the  County  of  Niagara,  and  the  Seventh  District 
Branch,  are  currently  under  study  and  should  be  ready 
for  presentation  to  the  Council  at  the  March,  1973, 
meeting. 

Details  of  the  foregoing  revisions,  amendments,  and 
recommended  changes  are  on  file  and  available  for 
perusual  at  the  office  of  the  Medical  Society  of  the  State 
of  New  York. 

Your  chairman  is  grateful  to  the  members  of  the  com- 
mittee and  legal  counsel  for  their  assistance  and  coopera- 
tion. We  deeply  appreciate  the  able  assistance  of  our 
secretary,  Miss  Mary  Singer. 

Respectfully  submitted, 

Albert  H.  Douglas,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES,  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

This  report  was  reviewed  and  the  work  of  the  Commit- 
tee on  Constitution  and  Bylaws  has  been  noted.  We  ac- 
cept the  report  for  information. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

New  York  Delegation  to  the 
American  Medical  Association 

To  the  House  of  Delegates,  Gentlemen: 

This  annual  report  covers  the  activities  of  the  New 
York  Delegation  at  the  American  Medical  Association’s 
Annual  Convention,  June  18-22,  1972,  and  at  the  Clin- 
ical Convention,  November  25-29,  1972. 

The  New  York  Delegation  representing  the  Medical 
Society  of  the  State  of  New  York  at  the  121st  Annual 
Convention  of  the  American  Medical  Association  held 
in  San  Francisco,  California,  June  18-22,  1972,  included: 

Delegates:  Edgar  P.  Berry;  James  M.  Blake; 

Charles  M.  Brane;  Thomas  S.  Bumbalo;  John  Lee 

Clowe;  Ralph  S.  Emerson;  Henry  I.  Fineberg;  Abra- 
ham Freireich;  Carl  Goldmark,  Jr.;  Milton  Helpern; 

George  Himler;  R.  Scott  Howland;  Edward  C. 

Hughes;  Warren  A.  Lapp;  John  Edward  Lowry;  James 

A.  Moore;  Bernard  J.  Pisani;  Charles  D.  Sherman, 

Jr.;  Edward  Siegel;  Walter  Scott  Walls. 


Alternate  Delegates:  Irwin  Felsen;  John  A.  Fink- 

beiner;  Walter  T.  Heldmann;  David  Kershner;  Her- 
bert A.  Laughlin;  Samuel  Wagreich. 

Section  Delegate:  George  F.  Reed,  Section  on 

Otorhinolaryngology 

Also  present  at  most  New  York  State  meetings 
were:  Gerald  D.  Dorman,  William  B.  Rawls,  Thurman 
B.  Givan,  Thomas  F.  McCarthy 

State  Medical  Society  Staff:  Mr.  Guy  D.  Beaumont 

Meetings:  The  delegation  held  a business  meeting 

on  Saturday,  June  17,  1972,  at  3:00  p.m.  and  breakfast 
meetings  Monday,  June  19,  Tuesday,  June  20,  Wednes- 
day, June  21,  and  Thursday,  June  22. 

At  these  meetings,  matters  and  resolutions  coming 
before  the  House  were  considered  as  were  the  candidates 
for  various  AMA  offices.  Candidates  running  for  these 
offices  appeared  before  the  New  York  Delegation  at  its 
breakfast  meetings.  Dr.  Clowe  and  Dr.  Pisani  appeared 
with  Dr.  Warren  A.  Lapp  before  many  of  the  other 
delegations  in  support  of  Dr.  Lapp’s  candidacy  for  mem- 
bership on  the  committee  on  Constitution  and  By-Laws. 

Margaret  A.  Krikker,  M.D.,  Albany,  appeared  before 
the  delegation  requesting  assistance  in  her  efforts  to 
have  the  AMA  implement  Resolution  13,  passed  by  the 
House  of  Delegates  in  June,  1971. 

RESOLUTIONS 

The  following  resolutions  were  introduced  by  the  New 
York  Delegation  and  were  acted  upon  as  indicated  (dele- 
tions in  brackets;  additions  in  italics). 

Resolution  22.  Notification  of  Physician  by  Medicare 
Carriers  of  Payments  made  Directly  to  Patients 

WHEREAS.  When  Medicare  payments  are  sent 
directly  to  the  patient,  no  duplicate  is  sent  to  the 
physician;  and 

WHEREAS.  This  may  result  in  a payment  unfair 
to  the  patient  who  does  not  know  what  payment  he 
should  have  received;  and 

WHEREAS.  This  situation  may  cause  resentment 
toward  the  physician  by  the  patient  who  fails  to  realize 
that  an  error  has  been  made  and  merely  assumes  that 
he  has  been  overcharged  by  the  physician;  therefore 
be  it 

Resolved,  That  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  request  the  Bureau  of  Health 
Insurance  of  the  Social  Security  Administration  to 
require  each  Medicare  carrier  to  send  duplicate  state- 
ments to  the  physician  whenever  payment  is  made  to 
the  patient. 

. . . Adopted  . . . 

Resolution  23.  National  Health  Insurance  and  Im- 
plications for  Mental  Health 

WHEREAS.  Some  health  insurance  programs  do 
not  provide  adequate  coverage  for  mental  illness;  and 

WHEREAS,  Some  Congressional  proposals  for 
national  health  insurance  programs  also  discriminate 
against  patients  suffering  from  nervous  and  mental 
disorders;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  affirm  that  all  insurance 
programs,  all  regulations  and  all  legislation  pertaining 
to  health  insurance  should  include  provisions  that 
benefits  for  hospitalization  and  treatment  of  acute 
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mental  illness  be  indentical  to  those  provided  for 
somatic  illness;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sub- 
mitted to  the  Department  of  Health,  Education,  and 
Welfare  and  to  the  representatives  in  Congress. 

. . . Adopted  as  Amended  . . . 

Resolution  24.  Peer  Review  and  Transfer  of  Hospital 
Patients 

WHEREAS,  Delayed  transfer  of  hospital  patients 
into  extended  care  facilities  and  intermediate  care 
facilities  has  increased  the  hospital  stay  and  un- 
necessary hospital  cost;  and 

WHEREAS.  Some  intermediate  care  facilities  have 
been  reluctant  to  accept  Medicare  and  at  times  Medi- 
caid patients  because  of  retroactive  denial  of  benefits 
by  the  fiscal  intermediary;  therefore  be  it 

Resolved,  That  all  patients  scheduled  for  transfer 
from  hospitals  to  extended  care  facilities  and  inter- 
mediate care  facilities  be  reviewed  by  the  utiliza- 
tion review  committee  of  the  hospital  as  to  the  medi- 
cal necessity  of  continued  medical  care  in  the  extended 
care  facility  or  intermediate  care  facility;  and  be  it 
further 

Resolved,  That  approval  by  the  utilization  review 
committee  be  supporting  evidence  to  the  fiscal  inter- 
mediary of  the  medical  necessity  of  such  care;  and  be 
it  further 

Resolved,  That  specialty  departments  in  the  hospi- 
tal and  specialty  society  representatives  of  the  county 
medical  society  (or  foundation)  peer  review  committee 
be  utilized  in  adjudicating  disagreements;  and  be  it 
further 

Resolved,  That  this  recommendation  be  forwarded 
to  the  Bureau  of  Health  Insurance  of  the  Social  Secur- 
ity Administration  as  a mechanism  for  expediting  the 
approval  and  transfer  of  patients  from  hospitals  to 
extended  care  facilities  and  intermediate  care  facili- 
ties. 

Adopted  and  Referred  to  Council  on  Medical  Service  . . 
Resolution  25.  Hearings  by  Council  on  Long  Range 
Planning  and  Development 

WHEREAS,  The  American  Medical  Association 
House  of  Delegates  directed  the  Council  on  Long 
Range  Planning  and  Development  to  hold  open  hear- 
ings at  the  Annual  Convention  in  San  Francisco  in 
June  1972  and  at  the  Clinical  Convention  in  Cin- 
cinnati in  December  1972  on  reorganization  of  the 
American  Medical  Association  and  redirection  of  its 
activities;  and 

WHEREAS,  Many  physicians,  both  members  and 
nonmembers  of  the  AMA  will  not  be  able  to  attend 
either  of  these  meetings  to  unburden  their  complaints 
and  advance  their  suggestions;  and 

WHEREAS,  Regional  open  hearings  of  the  Council 
in  various  parts  of  the  country,  if  well  publicized  in 
advance,  could  be  very  productive;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
House  of  Delegates  direct  [request]  the  Council  on 
Long  Range  Planning  and  Development,  or  its  sub- 
committees, to  hold  regional  hearings  as  are  finan- 
cially feasible,  on  invitation  of  the  state  medical  as- 
sociations or  county  societies  at  suitable  centers  in 
appropriate  areas  of  the  country;  [as  New  England, 
Upstate  New  York,  Downstate  New  York  or  New  Jer- 


sey, Ohio,  Michigan,  Missouri,  Oklahoma,  Minnesota, 
Colorado  and  in  the  Southeast  and  Southwest  areas 
before  submitting]  the  primary  consideration  in  lo- 
cation would  relate  to  the  accessibility  and  con- 
venience of  physicians  who  may  wish  to  testify  prior 
to  submission  of  the  Council’s  final  report;  and  be  it 
further 

Resolved,  That  such  regional  meetings  be  widely 
publicized  in  advance  and  also  that  written  notice  to 
all  regional,  county,  and  state  societies  be  mailed  at 
least  six  weeks  in  advance  of  such  hearings. 

. . . Adopted  as  Amended  . . . 

Resolution  26.  Geographic  Representation  on  Board 
of  Trustees 

WHEREAS.  It  is  desirable  that  a single  association 
represent  in  general  the  medical  profession  and  that 
such  an  association  be  the  single  spokesman  for  the 
overall  profession  of  medicine  in  the  USA  and  further, 
that  such  association  be  the  American  Medical  As- 
sociation; and 

WHEREAS.  It  is  further  desirable  that  such  as-  ; 
sociation  represent  as  many  members  of  the  medical 
profession  as  possible  and  that  such  representation  be 
evenly  distributed  throughout  the  United  States; 
therefore  be  it 

Resolved,  That,  in  order  to  improve  representation 
in  the  American  Medical  Association,  representation 
on  the  Board  of  Trustees  of  the  AMA  be  based  upon 
a geographic  basis  with  division  of  the  states  into 
representative  geographic  districts;  and  be  it  further 
Resolved,  That  the  election  of  all  nominees  to  the 
Board  of  Trustees  shall  be  approved  by  majority  vote 
of  the  House  of  Delegates,  and  that  the  Constitution 
and  Bylaws  of  the  AMA  be  changed  as  indicated  in 
order  to  provide  such  geographic  representation  in 
accordance  with  the  number  of  members  of  the  Board 
of  Trustees. 

. . . Referred  to  Council  on  Long  Range  Planning  and 
Development . . . 

Resolution  64.  Relative  Value  Scale  Studies 

WHEREAS.  The  development  and  use  of  relative  '< 
value  scale  studies  by  state  medical  societies  has  in- 
creased and  continues  to  increase  so  that  such  are 
being  cited  and  used  by  physicians,  patients  and  third- 
party  payors ; and 

WHEREAS.  Disparities  between  such  scales  vary 
from  region  to  region,  resulting  in  challenge  and  mis- 
understandings; and 

WHEREAS.  The  coordination  of  the  development 
of  such  scales  as  to  bases,  terminology,  coding  and 
relativity  is  desirable;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
constitute  a committee  on  relative  value  scales,  with 
adequate  input  from  the  constituent  state  societies, 
to  ensure  a coordinated  activity  in  this  area. 

. . . Referred  to  Council  on  Medical  Service  . . . 

In  Memorium  The  following  resolution  memorializ- 
ing C.  Stewart  Wallace,  M.D.,  New  York,  for  his  ser- 
vice to  the  American  Medical  Association  was  adopted 
unanimously: 

WHEREAS.  C.  Stewart  Wallace,  M.D.,  passed 
from  our  midst  on  December  28,  1971;  and 

WHEREAS.  Dr.  Wallace  resumed  the  practice  of 
medicine  after  serving  his  country  as  a Commander  in 
the  U.S.  Navy  Medical  Corps  in  the  Pacific  in  World 
War  II;  and 
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WHEREAS,  He  served  his  community  in  many 
civic  affairs,  greatly  improving  the  physician’s  image 
by  his  efforts,  and  served  his  colleagues  as  president 
of  his  county  medical  society  and  as  councilor  and 
Trustee  of  his  State  Medical  Society;  and 

WHEREAS,  he  served  as  a delegate  to  the  Ameri- 
can Medical  Association;  therefore  be  it 

Resolved,  That  with  profound  sorrow  this  House 
of  Delegates  make  official  note  of  his  passing;  and  be 
it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
the  family  of  Dr.  Wallace. 

Reference  Committee  Assignments.  Members  of 
the  New  York  Delegation  serving  on  reference  com- 
mittees were: 

C (Medical  Education) Edgar  P.  Berry 

E (Scientific-Public  Health)  ....  Walter  Scott  Walls 
Credentials  John  Edward  Lowry 

Observers  at  reference  committee  designated  by  the 
chairman  of  the  New  York  Delegation  were: 

Amendments  to  Constitution  and  Bylaws 

Drs.  Goldmark,  Lapp,  and  Clowe 

A (Insurance  and  Medical  Service) 

Drs.  Hinder,  Emerson,  and  Felsen 

B (Legislation)  

Drs.  Wagreich,  Freireich,  and  Howland 

C (Medical  Education) 

Drs.  Sherman,  Bumbalo,  and  Pisani 

D (Hospitals  and  Medical  Facilities) 

Drs.  Brane  and  Kershner 

E (Scientific-Public  Health)  

Drs.  Helpern  and  Hughes 

F (Board  of  Trustees)  . Drs.  Siegel  and  Heldmann 

G (Miscellaneous)  Dr.  Laughlin 

H (Miscellaneous) Drs.  Moore  and  Finkbeiner 

Hospitality.  The  New  York  Hospitality  Suite  was 
open  according  to  the  following  schedule:  Sunday,  5 

p.m.,  New  York  Delegates  only;  Monday,  12  Noon,  AMA 
Delegates  only,  5 p.m.,  all  Guests;  Tuesday,  12  Noon, 
AMA  Delegates  only,  5 p.m.,  all  Guests;  Wednesday,  12 
Noon,  AMA  Delegates  only;  Thursday,  12  Noon,  New 
York  Delegates  only. 

On  Monday  and  Tuesday  at  Noon  a buffet  luncheon 
was  served  to  AMA  Delegates  and  Alternates  in  the 
Hospitality  Suite.  This  was  effective  procedure  for  con- 
tacting other  delegates.  When  the  suite  was  open  at 
5 p.m.  our  delegates  received  AMA  Delegates,  visitors, 
and  their  friends. 

The  New  York  Delegation  distributed  1000  l3/4''  di- 
ameter colored  badges  on  which  appeared  “Let’s  all  Pull 
TOGETHER — County — State — AMA — Specialities — 
AAFP— AAMSE— AMPAC— SAMA.”  The  badges 
were  well  received  in  support  of  the  widespread  effort  to 
develop  unity  within  the  medical  profession. 

AMA  Report.  The  following  is  a summary  of  the  ac- 
tions of  the  House  of  Delegates,  as  compiled  by  the  exec- 
utive vice-president  of  the  AMA,  of  the  121st  Annual 
Convention  held  in  San  Francisco,  California,  June  18- 
22,  1972. 

An  eloquent  plea  by  new  President  Carl  A.  Hoffman  that 
unionization  of  medicine  be  rejected;  historic  action  in  regard 
to  graduate  medical  education,  and  approval  of  representation 
for  medical  students  in  the  House  of  Delegates  highlighted  the 
annual  meeting.  In  addition,  results  of  the  first  AMA  member- 


ship poll  were  presented  to  delegates — showing  an  overwhelm- 
ing number  of  physicians  endorsing  AMA  efforts  to  retain  the 
basic  principles  of  private  practice  in  any  government  health 
program  that  might  be  enacted. 

Meeting  for  a total  of  17  hours  and  20  minutes,  the  House 
acted  on  59  reports  and  130  resolutions. 

Elections.  Russell  B.  Roth  of  Erie,  Pennsylvania,  was  chosen 
president-elect.  Other  elected  or  re-elected  were:  Vice  Presi- 
dent, Norman  H.  Gardner,  Connecticut;  Speaker,  J.  Frank 
Walker,  Georgia;  Vice  Speaker,  Tom  E.  Nesbitt,  Tennessee; 

Trustees  elected  were  Jere  W.  Annis,  Florida  (re-elected); 
Bert  L.  Davis,  California  (re-elected);  Robert  B.  Hunter,  Wash- 
ington, (re-elected)  and  Max  H.  Parrott,  Oregon  (re-elected). 

Judicial  Council:  Burns  A.  Dobbins,  Florida  (succeeding 

Elmer  G.  Shelley,  Florida). 

Council  on  Medical  Education:  Perry  J.  Culver,  Massa- 

chusetts (succeeding  Earle  M.  Chapman,  Massachusetts); 
Vernon  E.  Wilson,  Maryland  (re-elected). 

Council  on  Medical  Service:  Donald  N.  Sweeny,  Jr.,  Michi- 
gan (succeeding  George  W.  Slagle,  Michigan);  Hector  W. 
Benoit,  Missouri  (to  serve  out  remainder  of  term  of  Burns  A. 
Dobbins). 

Inaugural  Address:  Carl  A.  Hoffman,  President  of  the  AMA. 

Shall  the  House  of  Medicine  be  a House  united — or  a House 
divided? 

“That,  in  my  judgment,  is  the  central  question  before  us  at 
this  moment  in  our  history,”  the  AMA’s  127th  president  said. 
He  noted  that  factionalism  in  the  profession  assumes  a number 
of  forms  but  “one  form  requires  special  comment.” 

“The  cry  for  unionism  is  being  raised  in  our  profession  as 
never  before.  There  is  no  doubt  that  trade  unionism  has  been 
an  effective  and  valuable  social  instrument  in  our  nation.  But 
is  it  a proper  activity  for  physicians  to  engage  in?” 

It  is  not,  Dr.  Hoffman  said,  because  “unionism  seeks  its  ob- 
jectives through  group  power — and  it  achieves  its  power  by 
carefully  controlled  conformity. 

“This  is  the  very  objection  we  as  a profession  have  raised 
against  government-controlled  medicine.  The  source  of  power 
of  unionism  lies  in  its  ultimate  weapon — the  strike.  A strike, 
even  the  threat  of  a strike,  is  a threat  to  withhold  services.  It  is, 
therefore,  a violation  of  medical  ethics. 

“Cynics  may  scoff,  but  millions  of  Americans  still  do  enjoy  a 
close  personal  relationship  with  their  physicians.  Polls  prove 
conclusively  that,  despite  all  the  negative  comments,  Ameri- 
cans by  and  large  still  believe  in  their  doctors,  in  our  commit- 
ment to  our  profession  and  to  our  patients.” 

Dr.  Hoffman  cautioned  physicians  to  “consider  well  and 
carefully”  before  choosing  unionism.  As  an  alternative,  he 
called  for  unity  in  the  profession  through  a representative  con- 
sensus, as  found  in  the  AMA. 

“We  as  a profession  must  have  impact  on  all  the  matters  that 
concern  us — on  medical  education,  on  peer  review,  on  quality 
of  care,  on  government  programs,”  he  said.  “We  can  have  that 
impact  only  if  we  are  able  to  exert  the  power  that  derives  from 
unity  . . . Not  controlled  conformity  . . . Unity— acceptance  of  a 
representative  consensus.” 

On  other  matters,  Dr.  Hoffman  said,  “Peer  review  is  an  idea 
whose  time  has  come.  With  the  acceptance  of  the  third  party 
payor  system,  we  accepted  the  ultimate  necessity  for  certain 
controls  by  those  who  pay  the  bills.  It  is  in  the  public  interest — 
and  in  our  own  interest — to  develop  a flexible  mechanism  that 
is  credible  to  the  public,  and  does  not  lower  the  dignity  of  the 
profession.  . . Peer  review  was  initiated  by  the  profession  itself. 
It  would  be  tragic  and  a dereliction  of  duty  if  we  were  to  sur- 
render that  initiative  to  others.  It  is  not  only  the  better  part 
of  valor,  but  the  best  part  of  realism,  not  to  let  that  happen.” 

Dr.  Hoffman,  expressing  concern  over  a “health  systems 
comparisons  game”  involving  the  U.S.  and  other  nations,  an- 
nounced he  would  visit  England,  Sweden,  Russia  and  perhaps 
China  to  study  their  health  care  systems.  “I  want  to  see  what 
they  are  doing  that  might  be  of  advantage  to  our  system  and 
perhaps  offer  some  of  our  knowledge  to  them,”  he  said  of  the 
trip,  set  for  the  first  few  weeks  in  July.  He  also  said  he  would 
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study  health  care  problems  at  home,  including  those  of  Indians 
on  reservations  and  the  rural  poor.  “My  findings  will  be 
(promptly)  reported  to  you  and  the  American  public.” 
Concluding,  Dr.  Hoffman  addressed  himself  to  younger  mem- 
bers of  the  House  and  to  new  physicians  in  general.  He  said  he 
believed  in  years  to  come  they  would  find  that  “this  association 
alone  represents  American  medicine.”  And  as  our  society  be- 
comes more  complex  and  the  government  larger,  “there  is  an 
even  greater  need  for  institutionalized  power  outside  of  govern- 
ment,” he  said. 

“In  a few  years  this  House  of  Medicine  will  be  yours.  Alter 
this  House  as  you  will,  strengthen  it  if  you  can,  but  above  all, 
preserve  it.” 

Final  Report  to  the  House:  Wesley  W.  Hall,  President  of  the 
AMA.  Dr.  Hall  also  called  for  unity  in  the  medical  profession. 

“Ask  not  what  your  profession  can  do  for  you,  but  ask  your- 
selves what  you  have  done,  what  you  can  do,  what  you  are  doing, 
and  are  willing  to  do  for  your  profession,  today,  tomorrow  and 
all  the  tomorrows  to  follow,”  he  urged. 

During  his  term,  Dr.  Hall  said,  “I  have  attempted  to  visit 
with  every  doctor  possible  at  every  medical  meeting  I have 
attended.”  Because  “you  gave  me  a job  to  do — to  help  represent 
the  medical  profession  to  emphasize  across  the  width  and 
breadth  of  this  land  that  our  profession  is  one  of  service  to  our 
patients  and  the  American  public — a magnificent  profession.” 
Of  his  remarks  at  the  last  annual  and  clinical  sessions  Dr. 
Hall  said:  “It  is  quite  obvious  (they)  were  not  received  by  all 
with  overwhelming  enthusiasm  and  accord.  I was  trying  to 
convey  to  you  the  message:  Not  ‘tell-it-as-you-want-to-hear- 

it’  but  ‘tell-it-as-it-is.’  ” 

He  told  of  seeing,  as  a young  boy,  how  a train  could  not  move 
on  icy  tracks  until  sand  was  placed  on  the  tracks.  “You  see,” 
he  quoted  the  station  master  as  saying,  “without  friction  there 
can  be  no  forward  progress.” 

Dr.  Hall  concluded  with  a number  of  recommendations  for 
consideration  by  the  House,  including: 

1.  Study  of  physician  manpower  supply  and  medical 
schools  to  determine  precisely  how  many  doctors  the  country 
needs,  and  how  they  should  be  distributed.  He  noted  that 
lack  of  careful  planning  resulted  in  an  oversupply  of  teachers 
and  engineers,  with  resulting  unemployment  of  those  profes- 
sionals. 

2.  Better  liaison  with  medical  schools. 

3.  A National  Speakers’  Bureau  of  the  AMA. 

4.  Improvement'  of  liaison  with  constituent  and  compo- 
nent societies. 

5.  A management  survey  of  AMA. 

6.  A three-time  yearly  report  from  AMA  to  delegates  and 
state  society  officials  showing  current  AMA  membership, 
state  by  state.  “This  would  offer  a challenge  and  stimulus 
to  work  even  harder  in  bringing  all  eligible  members  into  the 
AMA  family,”  Dr.  Hall  said. 

Opinion  Poll.  The  House  received,  and  adopted,  results  of 
the  first  membership  opinion  poll  on  critical  issues  affecting  the 
practice  of  medicine.  The  overwhelming  majority  of  94,000 
respondents  (73.1  per  cent)  recommended  that  AMA  continue 
to  seek  to  retain  the  basic  principles  of  private  practice  in  any 
government  enacted  health  program.  And  more  than  half 
(55.7  per  cent)  preferred  the  AMA  plan  of  national  health  in- 
surance over  all  others.  The  AMA  plan  was  four  times  as  ac- 
ceptable as  the  next  most  preferable  option,  which  was  cata- 
strophic coverage  only  (14.1  per  cent).  If  compulsory  health 
insurance  were  adopted,  28.1  per  cent  of  respondents  said  they 
would  continue  private  practice  “with  those  patients  who  would 
pay  my  private  fees”  and  34.6  per  cent  said  they  would  “join 
the  federal  program  and  continue  to  practice  under  it.”  Manv 
(21.6  per  cent)  were  undecided  as  to  what  they  would  do. 

On  the  work  of  the  Association,  programs  which  received  the 
greatest  percentages  of  responses  indicating  “not  enough” 
emphasis  were:  communications  to  the  public  (62.5  per  cent); 
practice  management  problems  (39.8  per  cent)  and  socioeco- 
nomic issues  (35.1  per  cent).  A majority  of  members  indicated 
AMA  was  placing  “proper”  emphasis  on:  scientific  activities 


(66.3  per  cent);  medical  education  (67.9  per  cent);  continuing 
education  (63.3  per  cent);  membership  benefits  (51.8  per  cent)  I 
and  communication  to  the  medical  profession  (55.2  per  cent). 

The  questionnaire  went  to  177,882  non-federally  employed 
members  and  94,035,  or  52.9%,  questionnaires  were  returned. 
The  questionnaire  also  was  sent  to  a random  sample  of  4,500  ■ 
members,  including  federal  physicians,  and  a random  sample  of 
3,000  non-members  of  the  AMA  to  test  sampling  techniques 
as  a possible  tool  for  use  in  future  surveys. 

Physicians’  Assistants.  Reflecting  concern  for  “potential 
problems  which  could  arise,”  the  House  approved  a policy  op- 
posing employment  of  physicians’  assistants  in  hospitals.  The 
move  was  recommended  by  the  Council  on  Health  Manpower 
and  the  Board  of  Trustees,  through  Board  Report  B.  “The  i 
Council  believes  that  direct  responsibility  to  and  supervision 
by  a physician  is  a critical  element  in  the  safe  and  effective  per- 
formance of  a physician’s  assistant,”  the  report  said.  To  the 
report’s  recommendation  that  an  assistant  “not  function  in  that 
capacity  when  an  employe  of  and  paid  by  a hospital,”  the  House  * 
added,  “or  (employed)  by  a fulltime,  salaried,  hospital-based 
physician.” 

Also  adopted  was  Board  Report  Z,  proposing  guidelines  for 
compensating  physicians  for  services  of  physicians’  assistants. 

It  urged  legislation  to  empower  state  boards  of  medical  ex- 
aminers to  approve  a physician’s  employment  of  an  assistant 
and  to  approve  proposed  functions  of  the  assistant,  as  described 
by  his  employer.  Reimbursement  for  assistant’s  services 
should  be  made  directly  to  the  employing  physician,  the  report 
said. 

Report  Z was  amended  by  adding  (at  the  end  of  line  21,  page 
2):  “The  term  physician’s  assistant  as  used  refers  solely  to  new 
occupations  being  developed  to  assist  the  physician  in  delivery 
of  personal  care  services,  and  not  to  such  existing  or  established 
occupations  as  the  medical  office  assistant.” 

Allied  Personnel.  Also  adopted  was  Board  Report  F,  dealing 
with  education  and  utilization  of  allied  health  manpower. 
Some  of  its  recommendations  urged  AMA  to: 

1.  Continue  to  support  efforts  to  increase  the  number  and 
improve  the  utilization  of  medical,  nursing  and  allied  per- 
sonnel until  1975,  with  re-evaluation  then  on  the  need  for  fur- 
ther efforts. 

2.  Continue  to  support  improvement  of  the  professional 
and  financial  potential  of  allied  health  careers. 

3.  Continue  efforts  to  expand  allied  health  career  oppor-  * 
tunities  for  minority  and  disadvantaged  groups. 

4.  Strongly  reaffirm  support  of  an  expanded  role  for  the 
nurse  in  providing  patient  care,  and  study  the  nurse’s  role  in 
relation  to  the  physician  assistant,  so  the  two  professions  can 
complement  rather  than  duplicate  one  another. 

Graduate  Medical  Education.  In  a major  step,  the  House 
approved  Report  H of  the  Board,  which  established  a Liaison 
Committee  on  Graduate  Medical  Education  and  a Coordinat- 
ing Council  on  Medical  Education. 

The  panels  will  include  representatives  of  the  AMA,  Associa- 
tion of  American  Medical  Colleges,  Council  of  Medical  Spe- 
cialty Societies,  American  Hospital  Association,  the  public  and 
the  federal  government.  The  House  decreed,  in  an  amend- 
ment, that  AMA’s  four  representatives  to  the  Committee  will 
be  appointed  by  and  from  the  Council  on  Medical  Education, 
and  the  three  Council  representatives  elected  by  the  House, 
with  the  first  election  at  the  1972  Clinical  Convention.  Con- 
tinuing a spirit  of  recognition  for  young  physicians  and  medical 
students,  the  House  also  added  this  amendment  (line  38,  Refer- 
ence Committee  C report): 

“As  soon  as  feasible  after  formation  of  the  Committee  and 
Council,  AMA  representatives  (will)  institute  negotiations  to 
provide  representation  from  interns  and  residents  on  the  Com- 
mittee, and  from  interns,  residents  and  medical  students  on  the 
Council.” 

Marihuana.  The  House  refused  to  accept  the  statement  in 
Board  Report  J which  said,  “possession  of  marihuana  for  per- 
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sonal  use  and  transfer  (not  sale)  of  insignificant  amounts  should 
not  be  criminal  acts.”  After  extensive  debate,  this  substitute 
recommendation  was  adopted: 

“This  AMA  House  of  Delegates  does  not  condone  the  produc- 
tion, sale  or  use  of  marihuana.  It  does,  however,  recommend 
that  the  personal  possession  of  insignificant  amounts  be  con- 
sidered at  most  a misdemeanor  with  commensurate  penalties 
applied.” 

The  substitute  recommendation  continued  (in  agreement 
with  the  original):  “(The  House)  also  recommends  its  prohibi- 
tion for  public  use;  and  that  a plea  of  marihuana  intoxication 
should  not  be  a defense  in  any  criminal  proceeding.” 

Fee  Determinations.  Delegates  approved  a strong  resolution 
aimed  at  any  independent  determination  of  customary  physi- 
cians’ fees: 

“Resolved,  that  where  benefits  include  physicians’  fees, 
management,  labor  and  third  party  carriers  shall  consult  with 
duly  constituted  representatives  of  organized  medicine  before 
determining  ‘usual,  customary  and  reasonable  fees’,”  the  mea- 
sure said. 

The  resolution  was  adopted  in  lieu  of  several  others,  all  pro- 
testing actions  of  Aetna  Life  and  Casualty  Insurance  Company. 
It  added: 

“The  medical  profession  will  not  condone  or  tolerate  action 
on  the  part  of  any  third  party  that  would  encourage  or  promul- 
gate litigation  in  the  settlement  of  any  such  dispute.”  This 
referred  to  a practice  of  telling  policy  holders  that — except 
where  there  was  prior  agreement  between  patient  and  physician 
as  to  the  fee — the  insurance  company  would  pay  the  patient’s 
legal  costs  if  the  physician  sued  to  collect  his  full  fee. 

The  resolution  also  reminds  physicians  “that  they  have  the 
right  to  enter  into  prior  agreement  with  patients  regarding  the 
fee  for  services  to  be  rendered.” 

Executive  Vice  President's  Report.  The  House  commended 
Ernest  B.  Howard,  M.D.,  AMA  executive  vice  president,  and 
AMA  employes  “for  a job  well  done,”  in  adopting  Dr.  Howard’s 
report.  The  report  outlines  the  extensive  activities  of  the  Asso- 
ciation, ranging  from  answering  50,000  requests  for  help  and 
information  from  the  public  each  year,  to  sponsoring  1,100  sci- 
entific lectures  and  exhibits. 

Medical  Students.  Bylaws  changes  which  give  medical  stu- 
dents membership  in  the  AMA  and  representation  in  the  House 
of  Delegates  were  approved  by  the  House.  A new  class  of  direct 
membership  for  students  was  created,  as  was  done  previously 
for  interns  and  residents.  Such  membership  is  available  to 
members  in  good  standing  of  the  Student  American  Medical 
Association,  or  upon  application  with  endorsement  of  two 
regular  members  of  the  AMA  on  the  faculty  of  the  student’s 
school,  provided  there  is  no  disapproval  of  membership  by  the 
Judicial  Council.  Students  will  elect  their  delegate  and  alter- 
nate delegate  at  a business  meeting  the  day  before  each  annual 
convention  opens,  with  delegates  to  serve  until  the  next  annual 
session.  Student  dues  are  to  be  decided  later  by  the  House. 

Conventions.  Although  delegates  were  prepared  for  lively 
and  extensive  debate  on  Board  Report  L,  dealing  with  conven- 
tions, it  failed  to  develop.  The  report,  among  other  things, 
would  have  switched  the  1975  annual  meeting  from  Atlantic 
City  to  Dallas. 

But  the  House  reaffirmed  Atlantic  City  for  1975,  and  Dallas 
for  the  1976  annual.  The  House  referred  to  the  Council  on  Long 
Range  Planning  and  Development  a recommendation  that 
House  meetings  and  scientific  assemblies  be  held  at  different 
times  and  places. 

Smoking.  To  the  accompaniment  of  several  hacking  coughs, 
delegates  voted  to  “discourage  smoking  during  sessions  of  the 
House.”  One  delegate  unsuccessfully  invited  others  to  “butt 
out”  of  smokers’  business.  On  the  vote,  however,  Vice  Speaker 
Walker  announced  that,  “Speaker  Roth  and  I,  both  being 
smokers,  reluctantly  agree  that  the  ayes  have  it.” 


Group  Disability.  The  House  approved  acceptance  of  a new 
contract  with  the  Fireman’s  Fund  Insurance  Co.  to  continue  the 
AMA  Group  Disability  Insurance  Program  (Board  Report  M). 
The  contract  is  to  run  five  years,  ending  Sept.  1,  1977,  although 
the  program  is  not  guaranteed  beyond  Sept.  1,  1974.  There 
will  be  no  increase  in  premium,  but  benefits  will  be  reduced  by 
50  per  cent  from  ages  65  through  69,  and  an  additional  50  per 
cent  at  age  70,  remaining  at  that  level  for  life.  The  amount  of 
benefits  payable  for  accidents  will  be  reduced  the  same  as  sick- 
ness benefits.  The  Board  said  Fireman’s  Fund  insisted  on  the 
change  and  that  no  alternate  carrier  could  be  found. 

Association  and  House  Matters.  Several  proposals  dealing 
with  AMA  structure  and  delegate  representation  and  terms  of 
office  were  considered.  The  House  adopted  a resolution  en- 
dorsing preservation  of  the  AMA  as  a federation  of  constituent 
and  state  medical  associations,  with  proportionate  representa- 
tion as  at  present.  It  also  directed  the  Council  on  Long  Range 
Planning  and  Development  “to  consider  and  explore  any  and  all 
methods  whereby  medical  specialty  societies  and  other  medical 
organizations  may  have  more  input  into  the  AMA  . . .”  The 
question  of  geographic  representation  on  the  Board  of  Trustees 
also  was  referred  to  the  Council,  with  instructions  to  report  back 
no  later  than  the  next  annual  meeting.  On  a proposal  that 
trustees  be  limited  to  one  six-year  term,  the  House  voted  to 
ballot  on  the  matter  at  the  1972  clinical  meeting.  The  ballot 
will  contain  four  choices  for  trustee  terms:  3-year  term,  maxi- 
mum 3 terms,  as  at  present;  3-year  term,  maximum  2 terms; 
4-year  term,  maximum  2 terms,  and  6-year  term,  maximum  1 
term. 

Resolutions  must  be  submitted  to  Headquarters  no  later  than 
30  days  prior  to  opening  of  the  session  at  which  it  is  to  be  con- 
sidered, the  House  decreed.  However,  a constituent  society 
whose  House  adjourns  during,  or  one  week  before,  the  30-day 
period  is  allowed  7 days  after  its  meeting  ends  to  submit  resolu- 
tions. 

Miscellaneous.  The  House  adopted  Board  Report  E,  which 
says,  “Insurance  carriers  should  be  urged  to  provide  nondis- 
criminatory  coverage  for  alcoholism  and  drug  dependence.” 

The  Interspecialty  Committee  was  elevated  to  the  status  of 
Interspecialty  Council.  Since  the  committee’s  establishment 
in  1966,  Board  Report  O said,  it  has  enabled  representatives  of 
specialty  groups  “to  confer  and  exchange  ideas  on  major  issues 
confronting  medicine,  and  has  enabled  the  specialty  societies  to 
participate  in  the  formulation  of  AMA  policy  decisions.” 

Essentials  of  approved  educational  programs  for  urologic 
physicians’  assistants,  respiratory  therapy  technician  and 
respiratory  therapist,  and  for  medical  assistants  in  pediatrics 
were  adopted. 

Paul  Dudley  White  of  Boston,  internationally  famed  heart 
specialist,  received  the  fifth  annual  Sheen  Award  (including  a 
check  for  $10,000)  for  outstanding  contributions  to  medicine. 

The  New  York  Delegation  representing  the  Medical 
Society  of  the  State  of  New  York  at  the  Clinical  Con- 
vention of  the  American  Medical  Association  held  in 
Cincinnati,  Ohio,  November  25-29,  1972,  included: 
Delegates.  Edgar  P.  Berry;  James  M.  Blake;  John 
Lee  Clowe;  Ralph  S.  Emerson;  Henry  I.  Fineberg;  John 
A.  Finkbeiner;  Abraham  Freireich;  Carl  Goldmark,  Jr.; 
Milton  Helpern;  George  Himler;  R.  Scott  Howland; 
Edward  C.  Hughes;  Joseph  J.  Kaufman;  Warren  A. 
Lapp;  John  Edward  Lowry;  Bernard  J.  Pisani;  Charles 
D.  Sherman,  Jr.;  Edward  Siegel;  Walter  Scott  Walls. 

Alternate  Delegates.  Thomas  S.  Bumbalo,  Walter  T. 
Heldmann,  Samuel  Wagreich 
Also  present  at  New  York  State  meetings  were  Gerald 
D.  Dorman  and  Thomas  F.  McCarthy 
State  Medical  Society  Staff.  Mr.  Guy  D.  Beaumont 
Meetings.  The  delegation  held  a business  meeting  on 
Saturday,  November  25,  1972,  at  6:00  p.m.  Attendance 
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at  this  meeting  was  100  per  cent.  Breakfast  meetings 
were  held  on  Sunday,  Monday,  Tuesday,  and  Wednes- 
day. 

At  these  meetings  matters  coming  before  the  House 
were  discussed;  actions  were  decided  on  specific  issues; 
and  assignments  were  made.  The  chairman  strongly 
urged  delegates  to  attend  their  assigned  reference  com- 
mittee meetings  and  to  make  known  at  each  meeting  the 
position  and  recommendations  of  the  New  York  Delega- 
tion. For  the  first  time  in  recent  years,  the  chairman 
made  assignments  of  those  members  of  the  delegation 
who  would  speak  on  the  floor  of  the  House  to  convey  the 
position  on  various  issues  of  the  delegation. 

The  chairman  also  assigned  members  of  the  delega- 
tion to  speak  on  the  floor  of  the  House  to  convey  the  posi- 
tion on  various  issues  of  the  delegation. 

The  delegation  considered  the  subject  of  a common 
jacket  to  be  worn  by  the  members  of  the  delegation. 
There  was  no  uniformity  of  opinion  and  it  was  voted  that 
no  jackets  be  acquired.  The  delegation  approved  a 
recommendation  that  a white  paper  on  the  subject  of 
physicians’  assistants  be  written  and  be  available  for  the 
AMA’s  June  convention.  The  delegation  also  requested 
that  its  activities  be  reported  in  Ad  Rem  and  the  News 
of  New  York. 

The  delegation  accepted  an  invitation  from  the  Cin- 
cinnati Academy  of  Medicine  to  dine  at  the  Medi-Club 
on  November  28.  Twenty-eight  doctors  and  wives 
attended. 

AMA  Report.  The  following  is  a summary  of  the  ac- 
tions of  the  House  of  Delegates,  as  compiled  by  the  ex- 
ecutive vice-president  of  the  AMA,  of  the  26th  Clinical 
Convention  held  on  November  26-29,  1972,  in  Cincin- 
nati, Ohio. 

The  AMA  will  “provide  a dominant  role  of  leadership  in  the 
implementation  of  the  PSRO  program  to  assure  that  the  best 
interests  of  the  public  and  the  profession  are  preserved,”  the 
House  of  Delegates  decreed,  in  acting  on  the  major  issue  at  the 
1972  Clinical  Convention.  This  will  be  done  by  creating  an 
Advisory  Committee  on  Professional  Standards  Review  to  help 
provide  input  from  the  medical  profession  in  development  of 
PSRO  regulations,  and  to  help  constituent  societies  set  up 
PSRO’s,  among  other  things. 

On  other  matters,  President  Carl  A.  Hoffman  offered  bold 
suggestions  on  solving  the  problems  of  catastrophic  illness  in- 
surance coverage  for  Americans  and  the  maldistribution  of 
physicians.  And  delegates  gave  their  approval  to  budget  re- 
straint measures  within  the  AMA. 

Meeting  for  a total  of  8 hours  and  55  minutes,  the  House  acted 
on  59  reports  and  65  resolutions,  the  greatest  total  number  of 
measures  presented  at  a clinical  meeting  in  several  years. 

PSRO'S.  The  AMA  will  “provide  a dominant  role  of  leader- 
ship in  the  implementation  of  the  PSRO  program  to  assure  that 
the  best  interests  of  the  public  and  the  profession  are  pre- 
served,” the  House  decreed,  in  adopting  Report  Z of  the  Board 
of  Trustees  and  the  Council  on  Medical  Service.  The  issue  of 
PSRO  (Peer  Standards  Review  Organization)  was  No.  1 at  the 
convention. 

A lengthy  plea  by  one  delegate  that  the  House  defer  action  on 
Report  Z,  which  he  called  a “complete  reversal  of  our  policy,” 
was  rejected.  Report  Z noted  that  while  PSRO  legislation  was 
pending  in  Congress,  the  AMA  questioned'  whether  its  empha- 
sis on  cost  control  might  not  lead  to  a lowering  of  the  quality 
of  medical  care.  But  since  it  is  now  law,  the  report  said,  AMA 
should  act  to  guard  the  interests  of  the  public  and  the  profes- 
sion. 

An  AMA  Advisory  Committee  on  Professional  Standards 
Review  will  be  created  by  the  Board  of  Trustees.  It  will  include 


members  of  the  Board  and  Council  on  Medical  Service.  In 
addition,  the  Board  may  invite  other  appropriate  organizations 
to  participate. 

Among  responsibilities  of  the  Committee  are  these: 

1.  To  provide  input  from  the  medical  profession  in  the 
development  of  rules  and  regulations  which  will  govern  the 
PSRO  program. 

2.  To  assist  state  medical  associations,  or  state  medical 
associations  in  concert  with  county  societies,  in  developing 
PSRO’s  and  to  recommend  structures  and  operating  mech- 
anisms for  such  organizations. 

3.  To  aid  in  defining  appropriate  geographic  boundaries 
for  PSRO’s,  especially  where  more  than  one  state  may  be 
involved. 

In  addition  to  the  eight  areas  of  responsibility  outlined  in 
Report  Z (including  the  above)  floor  amendments  added  several 
more  which  would  have  the  Committee  develop  and  distribute 
information  about  PL  92-603  to  constituent  societies;  monitor 
the  effect  of  PSRO  on  medical  care,  and  report  to  each  future 
House  session;  and  instruct  the  House  and  state  societies  on 
procedures  to  follow  “whenever  rules  and  regulations  interpret- 
ing the  law  and  published  in  the  Federal  Register  seem  to  be 
contrary  to  the  spirit  of  the  law  as  written.” 

Address  of  the  President,  Carl  A.  Hoffman.  Dr.  Hoffman 
offered  bold  suggestions  as  to  how  some  long-decried  national 
health  problems  might  be  solved. 

The  major  problems,  he  said,  are  protecting  Americans  from 
financial  ruin  due  to  catastrophic  illness,  and  the  maldistribu- 
tion of  physicians  as  it  affects  the  inner  city  and  rural  areas. 

Dr.  Hoffman,  in  reporting  on  his  recent  European  survey  of 
health  care  systems,  showed  a film  of  his  interviews  in  England, 
Sweden,  West  Germany  and  the  Soviet  Union. 

“What  impressed  me  most,”  he  said,  “was  the  fact  that  the 
health  care  problems  of  the  United  States  also  are  to  be  found 
in  these  other  nations,  where  economic,  political  and  cultural 
conditions  are  so  different  from  our  own.” 

The  nations  he  visited  also  grapple  with  maldistribution, 
which  limits  access  to  medical  care  for  some  citizens. 

“But  we  in  the  U.S.  appear  to  be  sadly  deficient  in  insurance 
coverage  for  catastrophic  illness,”  the  AMA  president  said. 
“No  one  in  this  affluent  nation  should  suffer  financial  depriva- 
tion or  bankruptcy  because  of  serious  illness  or  accident.” 

The  Huntington,  West  Virginia,  urologist  said  insurance  com- 
pany executives  had  told  him  there  were  “insoluble  problems” 
involved  in  providing  such  coverage.  “But  I have  a suggestion 
which  may  help  solve  one  of  those  problems,  that  of  abuse. 

“I  suggest  that  a number  of  conditions  be  specified  as  cata- 
strophic, hemophilia,  stroke,  severe  bums,  and  severe  injuries, 
for  instance.” 

Perhaps  certain  stipulations  could  be  made  to  provide  cover- 
age for  unforeseen  or  extremely  unusual  situations,  he  said, 
adding: 

“A  precedent  has  been  established  by  HR  1,  which  recently 
became  law  and  provides  financial  protection  for  those  under- 
going renal  dialysis.” 

“I  cannot  believe  that  this  proposal  is  not  workable.” 

As  for  maldistribution  of  doctors,  Dr.  Hoffman  offered  what 
he  called  “perhaps  a revolutionary  suggestion”  on  how  to  get 
physicians  into  rural  areas:  A “strictly  voluntary”  program 

under  which  needy  students  could  get  a medical  education  wdth 
state  or  federal  financing,  by  signing  an  unbreakable  contract 
to  practice  in  needy  areas  for  three  or  four  years.  He  would 
have  no  option  to  repay  the  loan  in  cash. 

To  control  the  program,  medical  societies,  and  licensing 
boards  could  grant  temporary  licenses,  allowing  the  physician 
to  practice  only  in  the  designated  community.  After  the  period 
of  service  was  completed,  the  physician  would  get  complete 
licensure. 

In  regard  to  doctor  shortages  in  the  inner  cities,  Dr.  Hoffman 
said,  “It  is  possible  that  part  of  the  solution  may  lie  in  neighbor- 
hood health  centers.” 

His  proposals  were  referred  to  the  Council  on  Medical  Ser- 
vice. 
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Budget  and  fiscal  restraint.  A summary  of  the  1973  AMA 
budget,  prepared  by  the  Office  of  Finance  and  the  Finance 
Committee,  drew  congratulations  from  the  reference  commit- 
tee which  studied  it.  And  budget-cutting  action  recently  taken 
by  the  Board  of  Trustees  was  approved  by  the  House. 

“In  considering  the  budget  for  1973,  the  Board  of  Trustees 
made  a determined  effort  to  exercise  fiscal  restraint,  and  to 
allocate  our  financial  resources  according  to  priority  needs,” 
the  Board  said  in  Report  A.  The  budget  summary  anticipates 
1973  gross  revenues  of  just  over  $37  million  and  operating  ex- 
penses of  $36,322,000,.  leaving  a projected  surplus  of  about 
$800,000. 

Fiscal  restraint  action  taken  by  the  Board  included  the  ter- 
mination of  four  councils  and  six  committees.  One  resolution 
sought  to  rescind  termination  of  the  Council  on  Drugs,  but  the 
House  instead  adopted  a substitute  resolution.  That  measure 
says  the  Board  shall  continue  to  use  “all  appropriate  AMA 
resources  and  methods  indicated,  to  the  point  of  establishing  a 
committee,  if  necessary,  to  delineate  clearly  the  independent 
AMA  policy  on  drugs  and  drug  therapy.” 

Another  economy  action  was  making  specialty  journals 
available  on  subscription  only,  starting  Jan.  9.  Prism,  the 
AMA’s  new  socioeconomic  publication,  will  be  sent  as  a mem- 
bership benefit,  along  with  JAMA. 

Terms  of  Trustees.  As  authorized  at  the  1972  annual  meet- 
ing, House  members  ballotted  on  the  question  of  terms  of  office 
of  board  members. 

At  present,  trustees  serve  3-year  terms,  with  a maximum  of 
3 terms.  Eighty-nine  delegates  voted  to  continue  this  policy 
but  the  majority,  128,  voted  for  a maximum  of  only  two  3-year 
terms.  There  were  14  votes  for  2 terms  of  4 years  each,  and  6 
votes  for  a single  6-year  term  of  office.  The  matter  was  re- 
ferred to  the  Council  on  Constitution  and  Bylaws  for  study  and 
possible  recommendations. 

Medical  Care  of  the  Poor.  Since  the  House  in  1971  urged 
creation  of  state  and  local  medical  society  committees  con- 
cerned with  health  care  of  the  poor,  23  state  and  29  local  soci- 
eties have  set  up  such  panels.  And  they  are  now  developing 
programs  to  improve  health  care  services.  This  progress  note 
is  included  in  Report  G of  the  Council  on  Medical  Service, 
which  the  House  urged  be  given  wide  distribution.  The  report 
emphasized  that  local  systems  must  be  developed  to  meet 
local  needs. 

On  related  measures,  the  House  urged  organized  medicine 
to  continue  to  provide  assistance  and  work  to  improve  the 
quality  of  care  in  free  clinics,  which  are  increasing  in  number 
around  the  nation.  Currently,  there  are  more  than  200  of  them 
in  30  states. 

They  provide  a variety  of  services  and,  as  the  report  approved 
by  the  House  points  out,  for  those  people  who  might  not  other- 
wise receive  any  health  care,  they  are  filling  a real  need. 

The  House  also  approved  a statement  on  the  concept  of 
health  outreach,  whereby  lay  workers  serve  to  bridge  the  cul- 
tural gap  between  patients,  professional  staff,  and  the  com- 
munity, and  assist  in  effective  delivery  of  health  care.  Among 
several  sound  reasons  for  using  such  workers,  the  report  says, 
is  that  they  free  doctors  and  other  health  professionals  to  better 
utilize  their  time  and  thus  extend  the  scope  of  their  services. 
The  statement  recommends  that  the  AMA,  state  and  local 
medical  societies  encourage  the  use  of  such  personnel,  and  that 
the  AMA  institute  educational  activities  for  physicians  and 
other  health  professionals  on  the  use  of  outreach  workers. 

Blood  Banks.  The  House  adopted  Report  N of  the  Board, 
which  deals  with  new  federal  regulations  in  regard  to  collec- 
tion and  distribution  of  blood.  Among  the  recommendations 
to  be  given  to  a federal  panel  on  blood  banking  are: 

That  operating  standards  of  the  American  Association  of 
Blood  Banks  and  the  American  Red  Cross  be  recognized  and 
accepted;  that  physicians  be  represented  on  any  national  panel 
set  up  to  advise  on  procurement  or  use  of  blood,  and  that 
programs  to  increase  voluntary  blood  donation  be  encouraged. 

Young  Physicians.  The  Council  on  Long  Range  Planning 
and  Development  will  be  expanded  to  include  one  Intern  and 


Resident  member  of  the  AMA  as  a full  voting  Council  member, 
the  House  decided.  That  member  is  to  be  appointed  by  the 
Speaker  of  the  House,  who  subsequently  announced  that  he 
intends  to  name  John  Mather,  M.D.,  of  the  University  of  Mary- 
land Hospitals,  outgoing  chairman  of  the  Interns  and  Residents 
business  session,  to  the  post. 

Proposals  to  appoint  an  intern  or  resident  to  the  Councils  on 
Medical  Education  and  Medical  Service  were  deferred  for  fur- 
ther study,  and  the  Council  on  Constitution  and  Bylaws  di- 
rected to  offer  specific  recommendations  for  action  at  the  1973 
annual  meeting. 

For  the  first  time  in  the  history  of  the  AMA,  a medical  stu- 
dent took  his  seat  in  the  House  of  Delegates.  He  is  George 
Blatti  of  Minneapolis,  a senior  medical  student  at  the  Univer- 
sity of  Minnesota  medical  school.  In  another  action,  the  House 
set  annual  dues  for  student  AMA  members  at  $15. 

Elections.  Three  AMA  members  of  the  new  Coordinating 
Council  on  Medical  Education  were  elected  by  the  House: 
Merrill  O.  Hines  of  New  Orleans,  1-year  term;  Bernard  J. 
Pisani,  New  York,  2-year  term;  and  Tom  E.  Nesbitt,  Nash- 
ville, House  vice  speaker,  3-year  term.  All  future  elections 
will  be  for  3-year  terms. 

IRS  Ruling.  The  House  was  informed  that  an  Internal 
Revenue  Service  ruling,  which  barred  physicians  froni  with- 
drawing voluntary  contributions  to  their  Keogh  Law  plan  prior 
to  disability  or  age  59%,  will  be  revised  to  permit  withdrawal 
of  such  contributions  made  to  a qualified  plan  prior  to  March 
6,  1972.  The  AMA  had  vigorously  protested  the  ruling,  and 
delegates  complimented  AMA  staff  for  its  “prompt  and  effec- 
tive action.” 

Awards.  George  Hoyt  Whipple,  M.D.,  winner  of  the  1934 
Nobel  Prize  in  medicine  and  founder  of  the  University  of 
Rochester  School  of  Medicine  and  Dentistry,  was  selected  to 
receive  the  Distinguished  Service  Award  of  the  AMA.  Dr. 
Whipple,  now  94,  received  his  M.D.  degree  from  the  Johns 
Hopkins  University  medical  school  in  1905.  He  won  the  Nobel 
Prize  for  his  work  in  pernicious  anemia,  particularly  in  the  use 
of  liver  in  treatment. 

Leslie  Townes  (Bob)  Hope,  the  famed  entertainer,  will  re- 
ceive the  Layman’s  Citation  for  Distinguished  Service.  His 
contribution  to  the  Eisenhower  Medical  Center  in  Palm 
Springs,  California,  including  its  80-acre  site,  totals  nearly 
$1.5  million.  Mr.  Hope  also  has  staged  fund  raising  dinners 
which  have  brought  another  $3.5  million  to  the  center. 

Both  awards  will  be  presented  at  the  1973  annual  meeting 
in  New  York. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following 

was  presented  by  M.  Theodore  Tanenhaus,  M.D.,  chair- 
man. 

This  report  was  reviewed  and  the  accomplishments 
of  the  AMA  Delegation  were  noted.  Your  committee 
wishes  to  express  its  deep  gratitude  to  the  Delegation 
for  its  time  and  effort  in  behalf  of  the  Medical  Society 
of  the  State  of  New  York.  We  are  somewhat  depressed 
at  the  diminution  of  the  number  of  our  delegates  to  the 
AMA  and  we  believe  that  we  should  encourage  a greater 
participation  by  the  Society  in  the  membership  of  the 
AMA. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Research  and  Planning 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Research  and  Planning 
consists  of  the  following  members: 
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Lynn  R.  Callin,  M.D.,  Chairman  Monroe 

Edward  A.  Burkhardt,  M.D New  York 

Robert  E.  Good,  M.D Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Clyde  L.  Randall,  M.D Erie 

Robert  E.  Westlake,  M.D Onondaga 

Charles  Weller,  M.D Westchester 

G.  Rehmi  Denton,  M.D.,  Advisor Albany 


The  newly  reactivated  Committee  on  Research  and 
Planning  has  been  charged  by  Edward  Siegel,  M.D., 
President,  and  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President,  to  completely  change  its  function  with  respect 
to  the  operational  structure  of  the  Medical  Society  of  the 
State  of  New  York.  This  marks  a return  to  the  original 
conception  of  the  purpose  of  such  a group  as  envisioned 
by  your  Executive  Vice-President  when  he  assumed  that 
newly  created  office  some  12  years  ago. 

This  committee  was  instructed  to  analyze  the  present 
structure  of  the  Society,  its  relationship  to  its  present 
environment,  its  effectiveness  in  that  environment  and, 
of  even  greater  importance,  its  position  in  the  future. 

To  date,  numerous  meetings  have  been  held  and  the 
internal  structure  of  the  Society  has  been  scrutinized. 
An  attempt  has  been  made  to  determine  where  we  are 
at  the  present  time  and  how  we  got  there.  The  question 
of  where  we  want  to  be  in  the  future  and  how  best  to 
proceed  is  now  under  discussion  and  it  is  envisioned  that 
in  order  to  function  more  efficiently  the  Division  of  Re- 
search and  Planning  should  be  reactivated  to  function 
under  the  direction  of  the  Committee  on  Research  and 
Planning.  This  Division  should  be  headed  by  someone 
with  a background  in  business  and  health  administra- 
tion plus  a real  knowledge  of  the  mechanics  of  planning. 
What  must  be  developed  is  a mechanism  for  receiving 
input  from  individuals,  other  committees  and  com- 
ponent societies  as  well  as  from  outside  sources. 

At  present  the  committee  has  planned  the  following 
areas  of  concern  for  discussion. 

1.  Improvement  of  grass  roots  communication  and 
involvement; 

2.  Development  of  a means  of  making  the  Soci- 
ety a stronger  spokesman  for  its  members; 

3.  Creation  of  methods  to  provide  greater  bene- 
fits to  its  members  in  related  business  areas  such  as 
group  benefits  to  be  derived  from  automobile  equip- 
ment leasing,  various  supplementary  insurance  pro- 
grams, cooperative  purchasing  and  coordinated  travel 
arrangements; 

4.  Engendering  of  a greater  involvement  in  com- 
munity and  regional  health  planning;  and, 

5.  The  offering  of  statistical  and  business  services 
to  members  and  component  societies,  such  as  com- 
puter services. 

The  first  subject  which  has  been  and  is  being  studied 
in  great  detail  is  the  feasibility  of  providing  greater 
benefits  to  State  Society  members  in  those  fields  men- 
tioned above. 

Your  committee  has  indicated  to  several  insurance 
firms  its  desire  to  investigate  the  practicality  of  re- 
commending various  insurance  programs  to  its  members 
and  has  invited  such  insurers  to  submit  proposals  to  this 
committee  for  study.  At  the  present  time  representa- 
tives from  Frank  B.  Hall  & Company  and  Charles  J. 
Sellers  & Co.,  Inc.,  have  made  such  presentations  with 
representatives  from  E.  & W.  Blanksteen  Agency,  Inc., 
and  Bertholon-Rowland  Corporation  scheduled  to  pre- 


sent their  programs  to  this  committee  at  a special  meet- 
ing to  be  held  on  February  13th  at  the  Hotel  Americana. 

It  must  be  borne  in  mind  that  the  single  most  important 
consideration  stressed  to  each  of  these  insurance  re- 
presentatives was  that  the  State  Society  will  not  endorse 
any  program  unless  and  until  it  is  assured  that  such 
a program  will  not  compete  with  those  of  the  component 
county  societies  or  district  branches.  It  is  hoped,  rather, 
that  the  State  Society  programs  would  complement 
and/or  supplement  those  of  the  counties  and  districts. 

The  Committee  also  heard  a presentation  with  re- 
spect to  a State  Society  sponsored  plan  of  auto  leasing 
by  representatives  of  Blasingame  Associates.  No  de- 
cision has  as  yet  been  made  as  your  committee  is  await- 
ing replies  from  other  firms  in  this  field  with  whom  con- 
tact has  been  made. 

Finally,  the  possibility  of  group  discounts  for  various 
services  is  presently  being  explored  in  a limited  way.  j 
Your  chairman  has  contacted  several  of  the  larger  hotel 
chains  in  order  to  ascertain  if  they  would  consider  grant- 
ing members  of  the  Medical  Society  of  the  State  of  New 
York  discounts  if  the  Society  were  to  endorse  their  par- 
ticular hotels.  The  same  inquiry  was  made  in  letters 
sent  to  the  major  auto  rental  firms.  As  of  the  date  of 
this  report  no  replies  had  as  yet  been  received. 

Although  no  conclusions  have  therefore  been  reached, 
should  there  be  any  decision  on  any  of  these  matters 
prior  to  the  annual  meeting  it  will  be  embodied  in  a 
supplementary  report. 

Your  chairman  would  like  to  take  this  opportunity  to 
thank  the  members  of  this  committee  for  the  continued 
interest  and  assistance  which  they  furnished  through- 
out the  year.  A vote  of  thanks,  also,  goes  to  many  others 
including  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President,  J.  Richard  Burns,  J.D.,  General  Counsel,  ', 
Francis  J.  McKee,  J.D.,  Staff  Attorney,  and  to  Mrs.  Joan 
Grimm,  secretary  to  the  committee. 

Respectfully  submitted,  , 
Lynn  R.  Callin,  M.D.,  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

We  are  very  pleased  and  appreciative  that  the  Com- 
mittee on  Research  and  Planning  has  been  reactivated. 
We  think  that  the  potentiality  of  this  committee  is  un- 
bounding in  the  service  it  will  render  as  a “think  tank” 
for  the  entire  Society.  The  reference  committee  believes 
that  this  should  be  a very  active,  on  going,  far-sighted 
committee.  We  would  like  to  suggest  to  the  committee 
that  in  all  of  its  deliberations  for  group  contracts  it  uti- 
lize the  services  of  our  General  Counsel  to  study  the  legal 
implications  concerning  the  products  and  services  pro- 
posed for  the  membership.  In  reference  to  the  state- 
ment in  its  report  about  the  Medical  Society  of  the  State 
of  New  York  endorsing  products  or  services,  the  reference 
committee  had  reservations  about  the  wisdom  of  such 
endorsement  by  the  State  Society.  We  are  particularly 
indebted  to  this  committee  for  its  research  in  obtaining 
group  discounts  in  any  service. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 
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Ad  Hoc  Committee  to  Study  Participation 
of  Medical  Students  in  MSSNY 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

The  reference  committee  wishes  to  thank  Charles 
D.  Sherman,  Jr.,  M.D.,  chairman  of  the  Ad  Hoc  Com- 
mittee, for  his  remarks  during  the  committee’s  hearing. 

This  ad  hoc  committee  has  continued  to  work  towards 
official  representation  of  medical  students  from  our 
twelve  medical  schools  in  the  Medical  Society  of  the 
State  of  New  York’s  House  of  Delegates,  as  directed  in 
Resolution  71-77  which  called  for  a special  “medical 
student  section”  to  be  formed  composed  of  two  repre- 
sentatives from  each  school.  Unfortunately,  the  specif- 
ic Constitution  and  Bylaws  changes  to  accomplish  this 
were  not  included  in  the  revisions  voted  upon  at  the 
opening  sessions  of  this  House.  We  recommend  what- 
ever action  seems  necessary  to  implement  the  two-year 
old  resolution  so  that  the  students  can  have  voice  and 
vote  in  the  1974  House.  I might  add  here  that  this  has 
already  been  done. 

We  note  with  approval,  continuation  of  the  Medical 
Education  Community  Oriented  (MECO)  project  by 
SAMA  which  gives  medical  students  an  opportunity  to 
“work  in  community  hospitals,  gain  some  insight  into 
health  care  rendered  in  a nonuniversity  setting,  and  will 
hopefully,  result  in  an  increased  number  of  young  phy- 
sicians being  attracted  to  rural  settings.  Finally,  we 
note  with  approval  the  participation  of  medical  students 
in  the  deliberations  of  this  reference  committee. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Resolution  73-26,  Change  in  Date  of  House  of 
Delegates  Meetings  to  the  Fall 

Introduced  by  Medical  Society  of  the  County  of  Albany 
WHEREAS.  The  Medical  Society  of  the  State  of  New 
York  is  very  much  involved  in  the  deliberations  of  the 
New  York  State  Legislature;  and 

WHEREAS,  The  New  York  State  Legislature  con- 
venes the  first  week  in  January  and  attempts  to  ad- 
journ in  early  spring;  and 

WHEREAS.  The  deadline  for  introducing  bills  in  the 
Legislature,  except  by  expressed  permission  of  the 
Speaker  of  the  Assembly  or  President  of  the  Senate, 
is  late  February;  and 

WHEREAS.  The  Medical  Society  of  the  State  of  New 
York  at  its  House  of  Delegates  meeting  passes  res- 
olutions instructing  the  Medical  Society  to  imple- 
ment legislation  on  various  matters  affecting  the 
practice  of  medicine  in  New  York;  and 

WHEREAS.  Legislation  introduced  late  in  a session 
is  difficult  to  draft  and  marshall  support  for;  and 
WHEREAS,  The  House  of  Delegates  often,  there- 
fore, feel  thwarted  in  its  deliberations;  therefore  be 
it 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  seriously  con- 
sider changing  the  date  of  its  Annual  Meeting  to  the 
fall  of  the  year  for  the  reasons  stated  above. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following 


report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

After  discussion  with  staff  and  the  Executive  Vice- 
President,  the  reference  committee  recommends  re- 
ferral of  this  resolution  to  the  Council  for  exploration 
and  consideration. 

The  House  voted  to  refer  resolution  73-26  to  the  Coun- 
cil. 

Resolution  73-39,  Annual  Dues  Notice 

Introduced  by  Medical  Society  of  the  County  of  Queens 

WHEREAS,  The  Annual  Dues  Notice  includes  man- 
datory charges,  as  well  as  voluntary  contributions, 
not  all  of  which  are  acceptable  to  all  our  members; 
and 

WHEREAS.  On  the  bill  itself  the  distinction  between 
mandatory  and  optional  charges  is  not  at  all  clearly 
defined;  and 

WHEREAS,  The  space  now  allotted  to  the  list  of 
AMA  specialty  journals  could  be  made  available  as 
the  journals  will  not  be  offered  to  AMA  members  as 
part  of  their  membership  next  year;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  arrange  to  have  the  distinction  between 
mandatory  and  elective  charges  clearly  differentiated 
on  the  dues  notice. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS  The  following 
report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

The  reference  committee  recommends  adoption  of 
this  resolution. 

The  House  voted  to  adopt  resolution  73-39. 

Resolutions  73-41,  73-55,  73-56,  and  73-57, 
Polling  Members  of  the  Medical  Society  of  the  State 
of  New  York  in  Reference  to  their  Feelings  toward 
Abortion  on  Demand 

Introduced  by  John  B.  Flynn,  M.D.,  as  an  individual; 
John  M.  Stirna,  M.D.,  as  an  individual;  Anthony  F. 
Fragola,  M.D.,  as  an  individual;  Louis  A.  Avallone, 
M.D.,  as  an  individual 

WHEREAS.  The  Medical  Society  of  the  State  of  New 
York  has  officially  gone  on  record  supporting  the  New 
York  Abortion  on  Demand  Law;  and 

WHEREAS.  The  membership  of  the  Medical  Society 
of  the  State  of  New  York  has  not  been  officially  polled 
on  this  serious  medical  question  which  so  directly 
concerns  the  practice  of  our  profession;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  poll  its  members  by  secret  ballot  on  the 
following  question:  “Do  you  favor  abortion  on  de- 

mand?”; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  report  the  results  of  such  a poll  to  the  en- 
tire membership  on  or  before  April  20,  1973. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES.  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

The  reference  committee  unanimously  recommends 
disapproval  of  these  resolutions  for  the  following  reason: 
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We  do  not  feel  that  polling  the  membership  is  an  effec- 
tive way  of  reflecting  the  true  sentiment  of  the  member- 
ship. 

The  reference  committee  recommends  that  these 
resolutions  not  be  adopted. 

The  House  voted  not  to  adopt  Resolutions  73-41, 
73-55,  73-56,  and  73-57. 

Resolution  73-52,  Malpractice  Premiums  and 
Income  Levels 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  The  high  cost  of  professional  medical 
liability  insurance  for  physicians  is  particularly 
burdensome  for  young  men  entering  practice,  as  well 
as  for  those  whose  practices  have  diminished  as  a 
result  of  age,  prior  illnesses,  etc.;  and 

WHEREAS.  This  must  result  in  younger  men  decid- 
ing not  to  embark  on  the  independent  practice  of  medi- 
cine but  instead  to  choose  the  safer  course  of  working 
as  a full  time  employee  of  a hospital,  and  simulta- 
neously causes  older  men  to  decide  to  retire,  since  it 
is  not  possible  to  carry  on  a smaller  practice  while 
having  to  pay  the  high  premiums  required;  and 

WHEREAS,  This  results  in  lessening  the  number  of 
doctors  in  independent  practice  and  thus  aggravates 
a steady  loss  of  physicians  in  private  practice  from 
New  York  State,  thus  going  counter  to  the  social  goals 
of  more  practicing  physicians;  and 

WHEREAS.  Another  professional  organization  in  this 
State  has  a professional  medical  liability  insurance 
policy,  in  which  the  premiums  are  geared  to  the  in- 
comes of  its  members;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  its  Professional  Medical  Liability  In- 
surance and  Defense  Board  to  reconsider  the  possibil- 
ity of  relating  premiums  to  the  incomes  of  physicians. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES,  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

The  reference  committee  considered  this  resolution 
and  recommends  disapproval  for  the  following  reasons: 
The  Professional  Medical  Liability  Insurance  and  De- 
fense Board  testified  before  our  committee  that  the 
greater  amount  of  malpractice  cases  do  arise  particularly 
from  these  two  groups,  young  men  entering  practice, 
and  those  whose  practices  have  diminished  as  a result  of 
age,  prior  illnesses,  etc. 

So  at  the  present  time,  the  reference  committee  sees 
no  reason  to  lower  the  premiums  of  these  particular 
groups.  The  consideration  of  this  matter  in  determining 
premium  factors  is  also  a complicated  process. 

The  House  voted  not  to  adopt  resolution  73-52. 

Resolution  73-53,  Prohibition  of  Releasing  the 
Dollar  Amount  of  Coverage  by  any  Physician  or 
Agent  of  the  Medical  Society  of  the  State  of  New 
York  Pending  Study  by  the  Medical  Society  of  the 
State  of  New  York  as  to  the  Implications  upon  its 
Programs 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  Many  hospitals  are  requiring  that  before 
a physician  may  be  given  hospital  staff  privileges 
that  he  must  have  and  submit  proof  that  he  has  indeed 


such  coverage  and  that  this  information  is  exposed 
to  possible  open  knowledge;  and 

WHEREAS,  This  requirement  may  work  against  the 
better  interests  of  the  Society’s  Professional  Medical 
Liability  Insurance  Program  by  making  public  the 
dollar  amount  of  insurance  that  a physician  must 
have  in  that  particular  hospital  and  thus  giving  plain- 
tiffs’ attorneys  a valuable  aid  in  knowing  what  to  sue 
for;  and 

WHEREAS,  Such  higher  limits  of  initial  action  by 
plaintiffs’  attorneys  will  require  higher  initial  amounts 
of  money  as  reserves  in  the  program;  and 

WHEREAS,  These  reserves  which  are  set  aside  for 
each  case  are  legally  classified  as  losses  and  are 
chargeable  as  such  to  the  program  and  are  eventually 
reflected  in  the  increased  premium  charges  to  the 
subscribers;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advise  its  member  physicians  against  offer- 
ing such  information  since  it  is  not  in  their  best  inter- 
ests or  in  the  best  interests  of  the  Society’s  program; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  also  request  that  the  carrier  and  its  general 
agent  cease  from  giving  out  such  information  to  any 
hospital;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  refer  this  entire  matter  for  study,  review 
and  recommendation  by 

(a)  The  Professional  Medical  Liability  Insurance 
and  Defense  Board 

(b)  Ad  Hoc  Committee  to  Study  Professional 
Medical  Liability  Insurance 

(c)  Several  Agents  and  Carriers 

(d)  Legal  Staff;  and  be  it  further 

Resolved,  That  the  report  of  this  study  be  delivered 
by  the  above  group  or  the  Council  within  thirty  days 
of  its  commencement;  and  be  it  further 

Resolved,  That  the  Council  issue  a statement  of 
policy  in  this  matter,  as  it  deems  fit  and  necessary, 
within  sixty  days  of  the  commencement  of  study. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

The  reference  committee  voted  to  amend  the  resolu- 
tion as  follows: 

1.  Delete  the  third  and  fourth  Whereas  as  being 
factually  incorrect. 

2.  Delete  the  first  Resolve. 

3.  Amend  the  second  Resolve  by  the  addition  of 
“without  prior  authorization  from  the  physician” 
after  the  word  “Hospital.” 

4.  Substitute  in  the  third  Resolve,  the  word 
“General”  for  “several”  in  (c);  and  “Office  of  General 
Counsel”  for  “Legal  Staff’  in  (d). 

5.  The  insertion  in  the  fourth  Resolve  of  the  word 
“named”  between  “above”  and  “groups.” 

6.  The  addition  of  the  following  fifth  Resolve: 
Resolved,  That  this  matter  be  referred  to  the 

Council  for  consideration. 

The  Resolved  portion  of  Resolution  73-53  would  then 
read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  carrier  and  its  general  agent 
cease  giving  out  such  information  to  any  hospital  with- 
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out  prior  authorization  from  the  physician;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  refer  this  entire  matter  for  study,  review 
and  recommendation  by 

(a)  The  Professional  Medical  Liability  Insurance 
and  Defense  Board 

(b)  Ad  Hoc  Committee  to  Study  Professional 
Medical  Liability  Insurance 

(c)  General  Agents  and  Carriers 

(d)  Office  of  General  Counsel 

Resolved,  That  the  report  of  this  study  be  delivered 
by  the  above  named  groups  or  the  Council  within 
thirty  days  of  its  commencement;  and  be  it  further 
Resolved,  That  the  Council  issue  a statement  of 
policy  on  this  matter,  as  it  deems  fit  and  necessary, 
within  sixty  days  of  the  commencement  of  study;  and 
be  it  further 

Resolved,  That  this  matter  be  referred  to  Council 
for  consideration. 

During  the  discussion,  the  Society’s  General 
Counsel,  stated  that  everyone  should  understand  that 
information  about  a physician’s  insurance  coverage  is 
not  released  by  either  the  company  or  the  indemnity 
representative  without  a request  from  the  physician. 
The  indemnity  representative  has  assured  us  that  in 
the  future  this  information  will  be  released  only  on 
written  request. 

The  House,  after  discussion,  voted  to  adopt  Resolu- 
tion 73-53  as  amended. 

Resolution  73-58,  Medical  Student  Membership 
in  County  Societies 

Introduced  by  Seventh  District  Branch 

WHEREAS.  A resolution  has  been  introduced  to 
create  a new  category  of  membership  for  medical 
students  in  the  Medical  Society  of  the  State  of  New 
York;  therefore  be  it 

Resolved,  That  the  component  county  medical 
societies  be  permitted  to  amend  their  bylaws  so  as 
to  create  a category  of  membership  for  medical 
students. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  resolution  73-58. 

Resolution  73-72,  Establishment  of  Division  of 
Insurance 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  individual 
WHEREAS,  Physicians  in  the  State  of  New  York 
expend  huge  sums  of  money  in  order  to  purchase 
various  types  of  insurance  so  as  to  better  protect  their 
families  and  property;  and 

WHEREAS.  It  is  a proven  fact  that  considerable 
savings  would  result  if  the  Medical  Society  of  the  State 
of  New  York  were  to  endorse  specific  plans  thus 
utilizing  the  considerable  buying  power  of  the  Soci- 
ety’s 27,000  members;  and 

WHEREAS.  The  Committee  on  Research  & Planning 
is  presently  considering  a number  of  different  in- 


surance plans  to  be  sponsored  by  the  Medical  Society 
of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  be  empowered  to  create  a new  Division  of 
Insurance  to  further  effectuate  such  activities. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

Your  reference  committee  considered  this  resolution 
and  amended  the  Resolve  portion* by  deleting  the  words 
“a  new  Division  of  Insurance  to  further  effectuate  such 
activities,”  and  inserting  the  words  “an  administrative 
section  to  deal  with  the  question  of  insurance.”  The 
Resolve  portion  would  then  read: 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  be  empowered  to  create  an  administra- 
tive section  to  deal  with  the  question  of  insurance. 
Your  committee  recommends  adoption  of  this  resolu- 
tion as  amended. 

The  House  voted  to  adopt  resolution  73-72  as  amend- 
ed. 

Resolution  73-85,  Tripartite  Division  of  the  Medi- 
cal Society  of  the  State  of  New  York  Offices 

Introduced  by  First  District  Branch 

WHEREAS.  The  Constitution  of  the  Medical  Society 
of  the  State  of  New  York  makes  no  provision  for  rota- 
tion of  officers  or  division  of  same  between  Upstate 
and  Downstate;  and 

WHEREAS,  By  long  custom  and  convention  the  un- 
written law  has  been  to  alternate  the  presidency 
annually  between  “Upstate  and  Downstate”  and 
distribute  other  positions  on  an  Upstate  and  Down- 
state  basis;  and 

WHEREAS,  This  custom  many  years  ago  had  a 
demographic  validity  which  no  longer  exists;  and 
WHEREAS.  The  suburban  metropolitan  belt,  con- 
stituting the  Second  and  Ninth  District  Branches, 
about  equals  the  membership  of  the  Third,  Fourth, 
Fifth,  Sixth  and  Seventh  and  Eighth  District 
Branches  and  is  growing  more  rapidly  than  any  area 
of  the  State;  therefore  be  it 

Resolved,  That  it  is  the  consensus  of  this  House 
that  the  position  of  all  officers  of  the  Medical  Soci- 
ety of  the  State  of  New  York  be  rotated  on  a tripartite 
basis  among  Upstate,  the  Metropolitan  Suburban 
belt,  and  New  York  City. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

The  reference  committee  recommends  disapproval 
of  this  resolution  since  we  believe  that  in  a selection  of 
a member  to  fill  any  office  in  the  Medical  Society  of  the 
State  of  New  York,  the  most  qualified  individual  shall 
be  selected,  regardless  of  the  region  from  which  he  may 
come. 

Resolution  73-85  was  withdrawn  by  its  sponsor. 

Resolution  73-88,  American  Medical  Association 
Membership  in  World  Medical  Association 

Introduced  by  Gerald  D.  Dorman,  M.D.,  as  an  individual 
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WHEREAS.  The  World  Medical  Association  is  the 
only  representative  of  the  private  practicing  physician 
on  an  international  basis  with  recognition  by  the 
World  Health  Organization,  and  other  inter-govern- 
mental international  bodies,  and 
WHEREAS.  The  World  Medical  Association  re- 
presenting the  international  body  that  sets  ethical 
standards,  guidelines  on  the  rights  of  physicians  when 
faced  by  governmental  fiats;  and 

WHEREAS,  The  World  Medical  Association  pro- 
vides a free  exchange  of  ideas  among  the  medical 
associations  of  the  world;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  American  Medical  Association  to 
maintain  its  membership  in  and  support  the  World 
Association;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  American  Medical  Association  to 


reaffirm  its  support,  as  one  of  the  founding  members, 
of  the  World  Medical  Association;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  suggest  that  the  American  Medical 
Association  direct  its  delegates  and  its  representatives 
on  the  World  Medical  Association  Council  to  contri- 
bute to  its  greater  usefulness  and  wider  membership. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  M.  Theodore  Tanenhaus,  M.D., 
chairman. 

Your  reference  committee  recommends  adoption  of 
this  resolution. 

The  House  voted  to  adopt  resolution  73-88. 

The  House  voted  to  adopt  this  reference  committee  re- 
port as  a whole  as  amended. 
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Proposed  Amendments  To  The  Bylaws 

Proposed  amendments  to  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were  referred  to  the 
House  Committee  on  Bylaws  and  will  be  acted  upon  at 
the  1974  Annual  Meeting  of  the  House  of  Delegates. 

The  proposed  amendments  to  the  Bylaws  are  as  fol- 
lows: 

Resolution  73-7,  Educational  Requirement  for 
Membership 

Introduced  by  Albert  H.  Douglas,  M.D.,  as  an  individual 
WHEREAS.  Medical  Schools  have  accelerated  their 
medical  education  courses  to  provide  for  earlier  grad- 
uation because  of  the  demand  and  need  for  more  doc- 
tors of  medicine;  and 

WHEREAS.  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  should  be  amended  to  include  this 
acceleration  in  its  prerequisites  for  membership;  there- 
fore be  it 

Resolved,  That  Article  II,  Section  1,  Fourth  line,  of 
the  Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  deleting  the  words  “of  at  least 
eight  months  each”  and  inserting  the  words  “in  not 
less  than  thirty-two  months”  so  that  the  fourth  line 
will  read  as  follows:  “courses  in  not  less  than  thirty- 
two  months  in  a medical . . . 

Resolution  73-8,  Increase  in  Appointments  to  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Introduced  by  David  Kershner,  M.D.,  as  an  individual 

WHEREAS.  All  matters  having  to  do  with  profession- 
al medical  liability  insurance  and  defense  are  the  duty 
and  responsibility  of  this  Board;  and 

WHEREAS.  This  Board  meets  at  least  once  a month 
and  the  meetings  occupy  the  entire  day  from  morning 
to  night;  and 

WHEREAS.  The  business  transacted  and  decisions 
rendered  are  of  utmost  importance  to  the  welfare  of 
members  of  this  Society,  as  well  as  to  the  welfare  of  the 
insurance  program;  and 

WHEREAS,  There  are  times  when,  because  of  in- 
clement weather  or  for  some  other  reasons  beyond  their 
control,  some  voting  members  cannot  attend,  therefore 
be  it 

Resolved,  That  Article  XI,  Section  3 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  (Pro- 
fessional Medical  Liability  Insurance  and  Defense 
Board),  be  amended  by  substituting  the  word  nine  for 
the  word  seven  now  called  for  so  that  Chapter  XI, 
Section  2,  the  second  sentence  shall  read  “It  shall  con- 
sist of  nine  members  including  a chairman,  each  ap- 
pointed for  a five-year  term.” 

Resolution  73-9,  Osteopathic  Physicians 

Introduced  by  Medical  Society  of  the  County  of  Schenec- 
tady 

WHEREAS.  Many  able,  well  trained  graduates  of  os- 
teopathic schools  are  now  participating  in  approved  in- 
tern and  resident  programs;  and 

WHEREAS.  Despite  their  completion  of  approved  pro- 
grams, they  are  ineligible  for  membership  in  county 
medical  societies  and  in  the  Medical  Society  of  the 
State  of  New  York;  therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  give  equal  consideration  for  membership  in 
these  societies  to  graduates  of  approved  osteopathic 
medical  schools,  who  complete  their  training  at  intern 
or  residency  level  in  approved  programs;  and  be  it 
further 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Article  II,  Section  1:  be  changed  by  inserting  the 

words  “or  osteopathic”  after  the  word  “medical  in 
the  second  and  third  paragraphs  each  time  it  appears. 
The  amended  portion  will  then  read  as  follows: 

Article  II  Section  1:  Active  and  junior  member- 
ship shall  be  limited  to  graduates  of  recognized  med- 
ical or  osteopathic  schools  who  have  completed  not 
less  than  four  satisfactory  years  of  at  least  eight 
months  each  in  a medical  or  osteopathic  school  in 
the  United  States  of  America  or  Canada  registered 
as  maintaining  at  the  time  a standard  satisfactory  to 
the  Medical  licensing  authorities  of  the  State  of  New 
York,  or  in  a medical  or  osteopathic  school  in  a 
foreign  country  maintaining  a standard  not  lower 
than  that  prescribed  for  medical  or  osteopathic 
schools  in  the  State. 

Junior  members  shall  be  those  members  who  have 
been  graduated  from  medical  or  osteopathic  college 
not  more'  than  five  calendar  years,  not  counting 
active  service  in  the  armed  forces  of  the  United 
States  or  the  United  States  Public  Health  Service, 
or  who  have  not  completed  their  continuous  resi- 
dency training.  In  no  case  may  Junior  membership 
continue  more  than  seven  years  after  the  date  of 
graduation  from  medical  or  osteopathic  school. 


Resolution  73-54,  Amendment  to  the  Bylaws  Re- 
garding Creation  of  a New  Class  of  Membership  for 
Medical  Students 

Introduced  by  Seventh  District  Branch 

WHEREAS,  medical  students  can  benefit  greatly  from 
exposure  to  the  deliberations,  activities,  problems  and 
frustrations  of  organized  medicine;  and 

WHEREAS,  the  members  of  the  Medical  Society  of  the 
State  of  New  York  can  benefit  greatly  from  exposure  to 
the  thoughts  and  aspirations  of  medical  students; 
therefore  be  it 

Resolved,  that  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  as  follows: 

Article  II,  Section  1,  paragraph  1,  “Classes”  should 
be  amended  to  include  a fifth  category  of  membership, 
i.e.,  students.  Thus,  that  paragraph  should  now  read, 
“The  membership  in  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  five  classes:  (a)  ac- 
tive, (b)  junior,  (c)  life,  (d)  honorary,  and  (e)  student.” 
Article  II,  Section  1,  paragraph  4 should  be  amended 
to  read  as  follows:  “The  active,  junior  and  student 

members  shall  be  all  active,  junior  and  student  mem- 
bers in  good  standing  of  the  component  county  med- 
ical societies.  A copy  of  the  roster  of  such  members, 
certified  to  be  correct  by  the  respective  secretary  of 
each  component  county  medical  society,  shall  be  evi- 
dence of  the  right  of  members  whose  names  appear 
therein  to  membership  in  the  Medical  Society  of  the 
State  of  New  York.” 

Article  II,  Section  1 should  be  further  amended  to  in- 
sert the  following  paragraph  following  the  last  present 
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paragraph  in  that  Section.  This  new  paragraph  should 
now  read  as  follows:  “Student  membership  shall  be 
open  to  any  bonafide  medical  student  in  any  medical 
school  in  New  York  State.  The  student  members 
shall  all  be  student  members  in  good  standing  of  the 
component  county  medical  societies.” 

Article  II,  Section  2 should  be  amended  to  insert  a 
new  paragraph  following  paragraph  6 to  read  as  follows: 
“Student  members  shall  be  privileged  to  attend  meet- 
ings of  their  component  county  medical  societies,  with 
voice  but  no  vote.  They  shall  be  entitled  to  receive 
the  New  York  State  Journal  of  Medicine  and  the  News 
of  New  York.” 

Article  15.  Dues.  A new  paragraph  should  be  in- 
serted following  paragraph  3,  to  read  as  follows:  “Stu- 
dent members  shall  be  assessed  dues  in  the  amount 
of  $10.00  per  annum.” 

Article  18.  Component  County  Medical  Societies 
should  be  amended  as  follows: 

Section  2,  Membership,  paragraph  1,  The  following 
clause  should  be  added  to  the  end  of  the  second  sen- 
tence in  paragraph  1:  “.  . . and  no  medical  student 
shall  be  a student  member  in  a component  county 
medical  society  other  than  that  of  the  county  in 
which  his  medical  school  is  located  or  in  which  he 
maintains  a residence.”  That  paragraph  should 
now  read  as  follows:  “Eligibility  for  membership 

in  a component  county  medical  society  shall  be  de- 
termined by  that  Society.  Except  by  the  approval 
of  the  Council  no  physician  shall  be  an  active  or 
junior  member  in  a component  county  medical  soci- 
ety other  than  that  of  the  county  in  which  he  prac- 
tices or  maintains  legal  residence  and  no  medical 
student  shall  be  a student  member  in  a component 
county  medical  society  other  than  that  of  the  county 
in  which  his  medical  school  is  located  or  in  which 
he  maintains  a residence.” 

Paragraph  2,  Section  2 should  be  amended  as  fol- 
lows: The  words  “or  student”  should  be  added  fol- 
lowing the  word  “junior”  in  line  1 so  that  the  para- 
graph now  reads:  “Whenever  an  active,  junior  or 

student  member  in  good  standing,  or  a life  member 
in  any  component  county  medical  society  removes  to 
another  county  in  this  State,  his  name  upon  request 
shall  be  transferred  to  the  roster  of  the  component 
county  medical  society  of  the  county  to  which  he 
removes,  without  cost  to  him,  provided  that  he  files 
a certificate  with  the  secretary  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  signed  by  the  president 
and  secretary  of  the  component  county  medical  soci- 
ety from  which  he  removes  as  to  his  good  standing  in 
such  society,  and  provided  his  application  for  mem- 
bership has  been  acted  upon  favorably  by  the  mem- 
bers of  the  component  county  medical  society  of  the 
county  to  which  he  has  removed.” 

Paragraph  3,  Section  2 shall  be  amended  so  as  to 
include  the  student  members  within  the  guidelines 
relating  to  membership  in  component  county  medi- 
cal societies  and  shall  read  as  follows:  “No  member 
shall  be  an  active,  junior,  or  student  member  of  more 
than  one  component  county  medical  society,  nor 
shall  any  component  county  medical  society  accept 
as  a member  a physician  or  student  who  does  not 
either  practice,  attend  a medical  school,  or  maintain 
a residence  in  that  county,  in  any  other  way  than  in 
accordance  with  the  law  governing  transfers.” 


Resolution  73-81,  Elimination  of  District  Branches 

Introduced  by  Thomas  F.  McCarthy,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  disparity  in  membership  of  the  vari- 
ous District  Branches  has  become  a divisive  issue  in  the 
Medical  Society  of  the  State  of  New  York;  and 

WHEREAS,  The  historical  purpose  for  the  perpetua- 
tion of  District  Branches  has  become  extinct,  due  to 
poor  attendance,  and  unsatisfactory  scientific  and  edu- 
cational programs;  and 

WHEREAS,  District  Branches  have  become  essen- 
tially social  and  political  organizations;  therefore  be 
it 

Resolved,  That  District  Branches  be  eliminated  in 
the  Medical  Society  of  the  State  of  New  York  and  all 
references  to  such  be  deleted  from  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York. 

Resolution  73-87,  Re-establishment  of  Compulsory 
Membership  in  American  Medical  Association 

Introduced  by  Thomas  F.  McCarthy,  M.D.,  and  Arthur 
Diedrick,  M.D.,  as  individuals 

WHEREAS,  The  loss  of  delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York  to  the  House  of  Delegates 
of  the  American  Medical  Association  has  disastrously 
reduced  the  prestige  and  influence  of  the  Medical 
Society  of  the  State  of  New  York  in  the  American 
Medical  Association;  and 

WHEREAS,  Such  a diminution  in  Delegate  strength 
has  impaired  the  ability  of  the  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  to  present  the 
views  and  opinions  of  its  members;  and 

WHEREAS,  It  is  imperative  that  the  support  of  the 
Medical  Profession’s  voice  through  the  American  Med- 
ical Association  before  our  National  Legislature  should 
be  as  unanimous  as  possible;  therefore  be  it 

Resolved,  That  membership  in  the  American  Med- 
ical Association  be  again  established  as  a condition 
for  membership  in  the  Medical  Society  of  the  State  of 
New  York  and  its  federated  county  medical  societies. 

Resolution  73-89,  Student  Membership  Section 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an  in- 
dividual 

WHEREAS,  Resolution  71-77  dealing  with  the  es- 
tablishment of  a student  section  in  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York, 
was  introduced  at  the  1971  Convention  and  laid  over  a 
year;  and 

WHEREAS.  Such  resolution  was  approved  as  amend- 
ed at  the  1972  session  of  the  House  of  Delegates;  and 

WHEREAS.  As  a result  of  such  adoption  the  medical 
student  representatives  held  a session  at  the  1972 
meeting  and  are  holding  a session  at  the  1973  meeting 
and  therefore  have  fulfilled  the  requirements  of  Article 
XII,  Section  1,  paragraph  5 of  the  proposed  new  By- 
laws, and  therefore  be  it 

Resolved,  That  Article  III,  Section  1,  paragraph  1 of 
the  proposed  new  Bylaws  be  amended  to  add  the  fol- 
lowing clause  at  the  end  of  such  paragraph:  “(h) 

a duly  designated  delegate  from  the  medical  student 
section,”  and  be  it  further 

Resolved,  That  since  such  amendment  was  not  made 
at  the  proper  time  due  to  an  oversight,  that  such 
change  be  made  at  this  time  so  as  to  permit  the  House 
of  Delegates  to  declare  the  student  members’  session  a 
section,  and  be  it  further 
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Resolved,  That  the  student  representatives  be  urged 
to  reconvene  subsequent  to  the  annual  meeting  in 
order  to  elect  their  delegate  to  the  House  of  Delegates 
effective  at  the  1974  House  of  Delegates. 

Resolution  71-77  is  included  for  information. 

Resolution  71-77,  Student  American  Medical  As- 
sociation Participation  in  State  Medical  Society 
Activities 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS,  Today’s  medical  students  have  the  ma- 
turity and  interest  necessary  to  participate  with 
members  of  organized  medicine  as  they  wrestle  with 
an  increasing  variety  of  problems  in  our  changing 
health  scene;  and 

WHEREAS,  The  American  Medical  Association  and 
many  state  societies  are  already  involving  students 
in  their  activities  and  finding  such  efforts  to  be 
worthwhile;  and 

WHEREAS,  Our  own  students  in  New  York  State 
have  expressed  the  desire  to  work  within  organized 
medicine;  and 

WHEREAS,  We  need  to  reverse  the  trend  toward 
fragmentation  of  the  profession  and  involve  all  ele- 
ments of  our  profession  in  a more  united  voice  in 
response  to  outside  thrusts  and  initiation  of  needed 
activities  in  the  health  field;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  form  a session  composed  of  two  student 
representatives  selected  by  each  medical  school  in 
New  York  State,  and  whose  selection  shall  be  certi- 
fied by  the  dean  of  the  medical  school  as  being 


representative  of  that  school.  After  meeting  in  two 
successive  years  as  sessions,  they  may  then  form  a 
section  in  accordance  with  the  Bylaws  of  the  Med- 
ical Society  of  the  State  of  New  York,  and  provide  for 
a delegate  and  an  alternate  to  the  House  of  Dele- 
gates with  voice  and  vote. 

Resolution  73-103,  Creation  of  a District  Branch  at 
Large  to  be  Composed  of  Medical  Students 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  individual 
WHEREAS,  Medical  students  as  future  members  of 
the  profession,  can  benefit  greatly  from  the  exposure  to 
the  deliberations,  activities,  problems,  and  frustra- 
tions of  organized  medicine;  and 
WHEREAS,  The  members  of  the  Medical  Society  of 
the  State  of  New  York  can  benefit  greatly  from  expo- 
sure to  the  thoughts  and  aspirations  of  medical  stu- 
dents; and 

WHEREAS,  A more  meaningful  interplay  between 
physicians  and  students  would  be  fostered  if  such 
students  were  to  be  entitled  to  both  voice  and  vote  in 
the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York;  therefore  be  it 
Resolved,  That  a new  body  be  formed  to  be  known 
as  the  Tenth  District  Branch  at  Large  to  be  composed 
of  medical  students  of  all  of  the  medical  schools  in  the 
State  of  New  York,  and  be  it  further 
Resolved,  That  such  Tenth  District  Branch  be  en- 
titled to  one  delegate  in  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  to  be  elected 
by  the  duly  designated  representatives  of  the  med- 
ical students  of  the  medical  schools  of  the  State  of  New 
York. 
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Non-Referred  Resolutions 


Resolution  73-40,  Revised  Bylaws  as  Adopted  to 
Take  Effect  at  Close  of  167th  Annual  Meeting 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  individual. 
WHEREAS.  There  would  undoubtedly  be  confusion 
and  changes  in  schedules  of  the  House  if  the  revised 
Bylaws  were  to  take  effect  immediately;  therefore  be 
it 

Resolved,  That  the  revised  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  as  adopted  and 
amended,  take  effect  at  the  close  of  this  167th  meeting 
of  the  House  of  Delegates. 

The  House  voted  to  adopt  Resolution  73-40. 

Resolution  73-59,  Introduction  of  Resolutions 

Introduced  by  Third,  Fourth,  and  Ninth  District 
Branches 

WHEREAS,  Each  year  the  actions  of  the  House  of 
Delegates  are  impeded  as  a result  of  the  great  number 
of  resolutions  submitted  to  the  House  for  action;  and 
WHEREAS,  In  order  to  function  more  effectively,  it 
is  necessary7  to  limit  the  time  within  which  such  reso- 
lutions may  be  introduced;  therefore  be  it 

Resolved,  That  no  new  resolution  may  be  intro- 
duced after  9:00  a.m.  Monday  morning,  or  following 
the  beginning  of  hearings  by  the  reference  commit- 
tees, whichever  occurs  first,  except  upon  unanimous 
consent  of  the  House.  This  restriction  not  to  apply  to 
resolutions  introduced  by  the  Scientific  Sections. 

The  House  voted  to  adopt  Resolution  73-59. 


Resolution  73-105,  Hurricane  Agnes 

Introduced  by  Irving  G.  Frohman,  M.D.,  as  an  individual 
WHEREAS,  Following  the  floods  of  Hurricane  Agnes, 
the  greatest  natural  disaster  in  the  history  of  the 
United  States,  the  Department  of  Health  of  the  State 
of  New  York  carried  on  a herculean  task  in  avoiding  a 
major  health  catastrophe;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  acknowledge  and 
spread  on  the  record  its  appreciation  for  the  tremen- 
dous public  health  operation  successfully  executed  by 
the  Department  of  Health  of  the  State  of  New  York 
following  Hurricane  Agnes. 

The  House  voted  unanimously  to  adopt  Resolution 
73-105. 

Medical  Student  Participation  in  MSSNY 

. . . Speaker  Way  recognized  Charles  D.  Sherman,  Jr., 
M.D.,  chairman  of  the  Committee  to  Study  Medical 
Student  Participation  in  the  Medical  Society  of  the 
State  of  New  York,  who  presented  the  following  motion: 
That  this  House  of  Delegates  re-endorse  the  partici- 
pation of  medical  students  in  the  activities  of  the 
Medical  Society  of  the  State  of  New  York  and  urge 
that  they  submit  an  annual  report  to  the  Council. 

The  House  voted  unanimously  to  approve  this  motion. 

Audio-Visual  Presentation 

A 20  minute  film  entitled  “Your  Professional  Liability 
Insurance  Program,”  prepared  under  the  direction  of  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board,  was  shown  to  members  of  the  House  of  Delegates 
on  Tuesday  afternoon. 
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Delegates  from  Component  County  Medical 
Societies 
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Chautauqua  (2) 

Lewis  F.  Kibler,  Jamestown 
Herbert  A.  Laughlin,  Westfield 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
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Frederic  W.  Holcomb,  Jr.,  Kingston 
Warren  (1) 
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Washington  (1) 

John  E.  Glennon,  Granville 

Wayne  ( l) 

James  M.  Flanagan,  Newark 

Westchester  (8) 

William  P.  Clark,  Tuckahoe 
Katharine  L.  Friedmann,  Ardsley 
Robert  E.  Healy,  Mount  Kisco 
Russell  C.  Johnson,  Valhalla 
Allison  B.  Landolt,  Bronxville 
Albert  B.  Lowenfels,  Valhalla 
Robert  A.  Mayers,  Port  Chester 
Charles  Weller,  Larchmont 

Wyoming  (1) 

Richard  T.  Williams,  Warsaw 
Yates  (1) 

Robert  W.  McLaughlin,  Penn  Yan 

Medical  School  Delegates 

Albany  Medical  College— Anthony  P.  Tartaglia,  Alba- 
ny 


Albert  Einstein  College  of  Medicine — Morris  Rubin, 
Bronx 

Columbia  University  College  of  Physicians  and  Sur- 
geons— Edward  C.  Curnen,  Jr.,  New  York 

Cornell  University  Medical  College — Jack  Richard, 
New  York 

Mount  Sinai  School  of  Medicine — Sherman  Kupfer, 
New  York 

University  of  Rochester  School  of  Medicine  and  Den- 
tistry— Ernest  W.  Saward,  Monroe 

New  York  Medical  College 

Flower  and  Fifth  Avenue  Hospitals — Saverio  S.  Benti- 
vegna,  New  York 

New  York  University  School  of  Medicine — William  C. 
Taylor,  New  York 

State  University  of  New  York  at  Buffalo  School  of 
Medicine — William  J.  Staubitz,  Erie 

State  University  of  New  York 

Downstate  Medical  Center — Julius  E.  Stolfi,  Kings 

State  University  of  New  York 
Upstate  Medical  Center  in  Syracuse — Walter  F.  Leav- 
ed, Onondaga 

State  University  of  New  York  at  Stony  Brook — Tam- 
arath  K.  Yolles,  Suffolk 
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Elections 

Tellers 

Tellers  were  the  following: 

Maurice  J.  Elder,  St.  Lawrence,  Chairman 
Francis  J.  Loperfido,  Bronx 
William  C.  Stein,  Jr.,  Niagara 
Robert  C.  Webster,  Monroe 
Lawrence  Ames,  Kings 

. . . Speaker  Way  announced  that,  under  the  supervi- 
sion of  the  tellers,  members  of  the  staff  would  count 
the  ballots  . . . 

Nominations 

. . . Speaker  Way  introduced  George  Himler,  chair- 
man, who  presented  the  report  of  the  Nominating 
Committee.  Nominations  from  the  floor  are  indicated 
by  an  asterisk. 

President 

Thomas  F.  McCarthy,  The  Bronx 
President-Elect 

Lynn  R.  Callin,  Monroe 
Vice-President 
Ralph  S.  Emerson,  Nassau 
Secretary 

Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary 

Joseph  G.  Zimring,  Nassau 
Treasurer 

Albert  M.  Schwartz,  New  York 
Assistant  Treasurer 

Robert  E.  Westlake,  Onondaga 
Mary  H.  Spalding,  New  York* 

Speaker 

George  T.  C.  Way,  Dutchess 
Vice-Speaker 
Samuel  Wagreich,  Bronx 
Councilors  ( four  for  three  years) 

John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
Abraham  W.  Freireich,  Nassau 
Trustees  ( two  for  five  years) 

Milton  Helpern,  New  York 
Walter  Scott  Walls,  Erie 
Delegates  to  the  AMA 
Lawrence  Ames,  Kings 
James  M.  Blake,  Schenectady 
George  L.  Collins,  Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
Richard  D.  Eberle,  Onondaga 
John  A.  Finkbeiner,  New  York 
Ralph  S.  Emerson,  Nassau 
Reid  R.  Heffner,  Westchester 
Walter  T.  Heldmann,  Richmond 
George  Himler,  New  York 
R.  Scott  Howland,  Chemung 
Edward  C.  Hughes,  Onondaga 
Warren  A.  Lapp,  Kings 
Herbert  A.  Laughlin,  Chautauqua 
Thomas  F.  McCarthy,  Bronx 
Jason  K.  Moyer,  Broome 
Bernard  J.  Pisani,  New  York 
Charles  D.  Sherman,  Jr.,  Monroe 

’Nominated  from  the  floor. 


Philip  M.  Standish,  Ontario 
Milton  Gordon,  Nassau* 

Francis  J.  Loperfido,  Bronx* 

Balloting 

. . . The  nominees  for  president-elect,  vice-president, 
secretary,  assistant  secretary,  treasurer,  speaker,  vice- 
speaker, councilors  (four  for  three  years),  and  trustees 
(two  for  five  years)  were  unopposed  and  were  elected 
by  a single  ballot,  cast  by  the  secretary  . . . 

. . . Assistant  Secretary  Zimring  called  the  roll  of 
members  of  the  House  who  had  registered  to  vote  as 
follows: 

OFFICERS,  COUNCILORS,  TRUSTEES 


Edward  Siegel 

G.  Rehmi  Denton 

Thomas  F.  McCarthy 

Arthur  H.  Diedrick 

Thomas  S.  Bumbalo 

Albert  H.  Douglas 

Carl  Goldmark,  Jr. 

Milton  Gordon 

Joseph  G.  Zimring 

Lynn  R.  Callin 

Albert  M.  Schwartz 

Richard  D.  Eberle 

Mary  H.  Spalding 

Keith  0.  Guthrie,  Jr. 

George  T.  C.  Way 

Warren  A.  Lapp 

Samuel  Wagreich 

Milton  Helpern 

Edward  C.  Hughes 

Walter  Scott  Walls 

John  H.  Carter 

Reid  R.  Heffner 

George  L.  Collins,  Jr. 

Walter  T.  Heldmann 

Paul  M.  DeLuca 

Joseph  J.  Kaufman 

Ralph  S.  Emerson 

James  M.  Blake 

PAST  PRESIDENTS 

Henry  I.  Fineberg 

Norman  S.  Moore 

COMMISSIONER.  NEW  YORK  STATE 

DEPARTMENT  OF  HEALTH 

DISTRICT  DELEGATES 

Vincent  I.  Bonafede 

Bernard  J.  Hartnett 

Andrew  A.  Casanof 

Jason  K.  Moyer 

Jeff  Joseph  Coletti 

Joseph  F.  Shanaphy 

John  T.  Donovan,  Jr. 

Garrett  W.  Vink 

SECTION  DELEGATES 

Matthew  Brody 

Robert  Katz 

Irving  Cramer 

Garra  L.  Lester 

Thomas  J.  Doyle 

Frederick  Lee  Liebolt 

Seymour  Fiske 

Samuel  H.  Madell 

Francis  J.  Gilroy 

James  F.  Phillips,  Jr. 

Donald  W.  Hall' 

Howard  B.  Rasi 

Robert  M.  Hui 

M.  Theodore  Tanenhaus 

Norman  B.  Kanof 

Victor  J.  Tofany 

John  R.  Williams,  Jr. 

DELEGATES  FROM  COMPONENT  COUNTY  SOCIETIES 

Albany  (4) 

Alvin  D.  Yasuna 

Edward  C.  Attarian 

Saul  Zucker 

James  A.  Moore 

Broome  (3) 

Nicholas  P.  Teresi** 

Sterling  W.  Boyd 

Allegany  (1) 

John  A.  Kalb 

Irwin  Felsen 

John  F.  Spring 

Bronx  (12) 

Cattaraugus  (1) 

Carl  R.  Ackerman 
John  P.  Albanese 
Anthony  J.  Altieriff 

Cayuga  (1) 

Frank  T.  Moran 

Barry  D.  Gersonff 

Chautauqua  (2) 

Alan  L.  Goldberg 

Lewis  F.  Kibler 

Isaiah  Gross 
Frank  LaGattuta 

Herbert  A.  Laughlin 

Tiffany  Lawyer,  Jr. 

Chemung  (2) 

Francis  J.  Loperfido 

R.  Scott  Howland 

Joseph  C.  Polifrone 

Henry  B.  Marshall 

tAlternate  delegate  serving  for  Alton  J.  Spencer,  delegate. 
’’Alternate  delegate  serving  for  Robert  H.  Randles,  delegate. 
tfAlternate  delegates  serving  for  Marcelle  T.  Bernard  and 
Milton  M.  Lowry,  delegates. 
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Chenango (1) 

Thomas  M.  Flanagan 

Clinton  ( 1) 

George  I.  Starr 

Columbia  (1) 

Cortland  (1) 

William  J.  McAuliffe 

Delaware  (1) 

Thomas  E.  Lavell,  Jr. 

Dutchess  (3) 

Wallace  C.  Bedell 

Erie  (9) 

Guy  S.  Alfano 
Carmelo  S.  Armenia 
Charles  D.  Bauer 
Martin  J.  Downey,  Jr. 
Kenneth  H.  Eckhert 
Anthony  J.  Federico 
Theodore  C.  Jewett,  Jr. 
Leo  A.  Kane 
James  F.  Upson 

Essex  (1) 

Franklin  (1) 

Fulton  (1) 

Armand  J.  D’Errico 

Genesee  (1) 

Alfred  L.  George 

Greene  (1) 

Herkimer  (1) 

Harold  T.  Golden 

Jefferson  (2) 

Thomas  P.  Hamilton,  Jr. 

Kings  (23) 

Lawrence  Ames 
Norman  S.  Blackman 
Stanley  I.  Fishman 
Joseph  R.  Fontanetta 
Vincent  J.  Geraci 
David  Kershner 
Vincent  A.  Lacovara 
Adrian  C.  Lamos 
David  R.  Levine 
Harry  S.  Lichtman 
A.  W.  Martin  Marino,  Jr. 
Martin  Markowitz 
Bentley  D.  Merrim 
Louis  Pellman 
Ralph  M.  Schwartz 
Bernard  Seligman 
Arthur  A.  Shachner* 
Milton  B.  Spiegel 
Leo  J.  Swirsky 
Rosamond  F.  Withers* 

Lewis  (1) 

Louis  A.  Avallone 

Livingston  (1) 

John  W.  Stoll 


Monroe  (7) 

William  B.  Forsyth 
Susan  E. Hanson 
Robert  C.  McVeigh 
John  H.  Morton 
Donald  S.  Raines 
Charles  D.  Sherman,  Jr. 
Robert  C.  Webster 

Montgomery  (1) 

Nassau  (12) 

Clement  J.  Boccalini 
Samuel  Cytryn 
Sears  E.  Edwards 
Leo  Fishel 

Abraham  W.  Freireich 
Samuel  M.  Gelfandf 
Robert  P.  Jessup 
Ernest  Michaelson 
Norman  B.  Schellf 
Rudolf  H.  Steinharter 
Paul  H.  Sullivan 
Maurice  Tulinf 

New  York  (25) 

Edgar  P.  Berry 
Charles  R.  Blair 
Edward  A.  Burkhardt 
George  D.  Cannon 
Irwin  J.  Cohen 
George  S.  Craft 
Gerald  D.  Dorman 
John  A.  Finkbeiner 
Albert  S.  Lyons 
George  W.  Melcher,  Jr. 
William  F.  Mitty,  Jr. 
James  R.  Nealon 
Richard  B.  Nolan 
Stephen  Nordlicht 
Richard  N.  Pierson,  Jr. 
Bernard  J.  Pisani 
Oma  H.  Price 
William  B.  Rawls 
Philip  R.  Roen 
Adelaide  Romaine 
George  M.  Saypol 
Ann  M.  Shearman 
Clifford  L.  Spingarn 
Meyer  Texon 

Niagara  (2) 

Glenn  E.  Jones 
William  C.  Stein,  Jr. 

Oneida  (3) 

Clarke  T.  Case 
Robert  H.  Cross 
Robert  B.  Wallace 

Onondaga  (5) 

Robert  B.  Bryant 
Bruce  E.  Chamberlain 
Charles  A.  Gwynn 
Roderick  A.  McLean 
Robert  E.  Westlake 

Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 


Orange  (3) 

Madison  (1)  Harold  Sobel 

Theodore  J.  Prowda  John  D.  Van  Zandtf  * 

* Alternate  delegates  serving  for  Dorothy  L.  Trice  and 
George  Liberman,  delegates. 

t Alternate  delegates  serving  for  John  P.  Glaubitz,  Perry  R. 
Mandel,  and  John  D.  Mountain,  delegates. 

**  Alternate  serving  for  Orin  A.  Wahl,  delegate. 


Orleans  (1) 

Edward  A.  Barrett 

Oswego  (1) 

Otsego  (1) 

Rodman  D.  Carter 

Putnam  (1) 

Frank  X.  Pedlow 

Queens  ( 16) 

Alfred  A.  Angrist 
Sol  Axelrad 
Lester  J.  Candela 
Franz  L.  Ebstein 
Murray  Elkins 
Harry  H.  Epstein 
John  L.  Finnegan 
Irving  G.  Frohman 
Edith  Gutmann 
George  J.  Lawrence,  Jr. 

John  Edward  Lowry 
Norton  M.  Luger 
Victor  H.  Raisman 
Ralph  E.  Schlossman 
Lester  R.  Tuchman 
William  E.  F/ Werner 

Rensselaer  (2) 

Thomas  D.  Pemrick 
William  A.  Whyland 

Richmond  (3) 

Albert  B.  Accettola 
Robert  J.  O’Connor 
William  A.  Schwarz 

Rockland  (4) 

St.  Lawrence  (1) 

Maurice  J.  Elder 

Saratoga  (1) 

Hans  Schein 

Schenectady  (3) 

John  L.  Clowe 
Milton  F.  Gipstein 

Schoharie  (1) 

Francis  S.  Reilly 

MEDICAL  SCHOOL  DELEGATES 

Edward  C.  Curnen,  Jr. 
Walter  F.  Leavell 
Jack  Richard 


Schuyler  (1) 

Seneca  (1) 

Paul  C.  Jenks 

Steuben  (2) 

Thomas  S.  Cotton 
Wayne  C.  Templer 

Suffolk  (7) 

Anthony  F.  Fragola 
Daniel  Friedman 
John  G.  Hansen 
James  A.  Holleran 
George  E.  Leone 
William  C.  Porter,  Jr. 
Milton  Rosenberg 

Sullivan  (1) 

Tioga  (1) 

Michael  Moldovan 

Tompkins  (2) 

George  G.  McCauley 
Dale  B.  Pritchard 

Ulster  (2) 

John  A.  Cooke,  Jr. 
Frederic  W.  Holcomb,  Jr. 

Warren  (1) 

Walter  F.  Harrison,  Jr. 
Washington  (1) 

Wayne  (1) 

James  M.  Flanagan 

Westchester  (8) 

William  P.  Clark 
Katharine  L.  Friedmann 
Robert  E.  Healy 
Russell  C.  Johnson 
Allison  B.  Landolt 
Albert  B.  Lowenfels 
Robert  A.  Mayers 
Charles  Weller 

Wyoming  (1) 

Richard  T.  Williams 

Yates  (1) 

William  J.  Staubitz 
Julius  E.  Stolfi 
Tamarath  K.  Yolles 


(12) 


Report  of  Tellers 


. . . Speaker  Way  called  on  Maurice  J.  Elder,  chair- 
man to  give  the  report  of  the  tellers  as  follows: 


Assistant  Treasurer 

Robert  E.  Westlake 113 

Mary  H.  Spalding 117 

Delegates  to  the  AM  A 

Charles  D.  Sherman,  Jr., 211 

Bernard  J.  Pisani  191 

Milton  Gordon  167 

James  M.  Blake 161 

George  Himler  149 

Ralph  S.  Emerson 143 

Herbert  A.  Laughlin  141 

Edward  C.  Hughes  139 

Walter  T.  Heldmann  137 


. . . These  nine  were  declared  elected  as  delegates  to 
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the  AMA,  their  two-year  terms  of  office  to  start  on 
January  1,  1974  . . . 


Warren  A.  Lapp 104 

Lawrence  Ames  97 

Francis  J.  Loperfido  88 

John  A.  Finkbeiner 86 

Paul  M.  DeLuca  81 

Reid  R.  Heffner  57 

Albert  H.  Douglas  53 

Thomas  F.  McCarthy 32 

George  L.  Collins,  Jr 9 

Richard  D.  Eberle 8 

Philip  Miles  Standish 7 

R.  Scott  Howland  5 

Jason  K.  Moyer  1 


. . . The  first  nine  were  declared  elected  alternate 
delegates  to  the  AMA,  their  two-year  terms  of  office  to 
start  on  January  1,  1974  . . . 


Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York 

. . . The  Speaker  adjourned  the  House  of  Delegates  at 
10:15  a.m.  on  Thursday,  February  15,  1973,  and  Presi- 
dent Siegel  called  the  annual  meeting  of  the  Medical 
Society  of  the  State  of  New  York  to  order  . . . 

. . . President  Siegel  introduced  President-Elect 
Thomas  F.  McCarthy  who  addressed  the  House. 

(see  addresses  to  the  House  page  1361) 

. . . President  Siegel  adjourned  the  annual  meeting  at 
10:45  a.m.  . . . 


House  of  Delegates  reconvened 

. . . Speaker  Way  called  the  House  of  Delegates  to 
order  at  10:45  a.m.  . . . 
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Closing  Proceedings 


Thanks  to  Committees  and  Staff 

. . . Speaker  Way  thanked  the  convention  committees 
and  the  members  of  the  staff  who  had  worked  so  hard 
at  the  convention  as  follows: 

Henry  I.  Fineberg,  M.D.,  executive  vice-president; 
Eugene  S.  Dombrowski,  annual  meeting  coor- 

dinator and  director,  business  division;  J.  Richard 
Burns,  J.D.,  general  counsel;  George  W.  Forrest,  Jr., 
dinner-dance  coordinator  and  director,  Management 
Services;  Alfred  A.  Angrist,  M.D.,  editor,  New  York 
State  Journal  of  Medicine ; Max  N.  Howard,  M.D.,  di- 
rector, Division  of  Medical  Services;  Norman  S.  Moore, 
M.D.,  director,  Division  of  Scientific  Activities;  Martin 
J.  Tracey,  J.D.,  director,  Division  of  Legislation;  Frank 
McKee,  Staff  Attorney. 

House  of  Delegates:  Gretchen  Wunsch,  executive 

assistant;  Marion  Lee,  coordinator;  Samuel  Pakula, 
stenotypist;  secretaries  and  workroom  staff — Judy  Ep- 
stein, Alice  Wheeler,  Sylvia  Frank,  Pauline  Nodar, 
Dorothy  Smith,  Elizabeth  Hirsch,  Joan  Grimm,  Barba- 
ra Beckler,  Carol  Tessitore,  Catherine  Farrell,  Nancy 
Dorin,  Despo  Photenas,  Rachel  Hasson,  Frances  Casey, 
Florence  Bambek,  and  Dorothy  Hart,  recorder.  Regis- 
tration: Mary  Singer,  coordinator;  Beatrice  Duckfield, 

Nancy  Dorin,  Marie  Harvey,  Liz  Bernardi,  Doris  Wein- 
er. Production:  Charles  Struzinski,  coordinator; 

Theodore  White,  Jacques  Charlier,  and  Fred  Mcllroy. 
Supplies  and  Equipment:  Florence  Bambek,  coordi- 

nator. 

Press  Room:  Guy  D.  Beaumont,  supervisor;  Richard 


Klemfuss,  Henry  Zaleski,  Coleman  Fineberg,  Harry 
Dexter,  Gerald  Sullivan,  John  Mucci,  Elizabeth 
Daepp,  Bess  Kurzner,  Eleanor  Tralli,  Florence  Walsle- 
ben. 

General  Registration:  Robert  Miller,  coordinator; 

Mike  Martino,  Evelyn  DeMarco. 

Dinner-Dance  Sales:  Catherine  Farrell. 

Scientific  Program:  Mollie  Pesikoff,  coordinator; 

Clementine  Thompson  and  Eileen  Cronnelly. 

Technical  Exhibits:  Camille  Cunningham,  coordi- 

nator; Cathleen  Thayer,  Florence  Rania,  and  Alice 
Cowley. 

MSSNY  Exhibit:  Sandra  Daniels. 

Physicians'  Placement  Bureau  Booth:  Evelyn  Clark. 
Convention  Committee:  Bernard  J.  Pisani,  M.D., 

convention  and  scientific  program  chairman;  Arthur  H. 
Diedrick,  M.D.,  dinner-dance  chairman;  Albert  H. 
Douglas,  M.D.,  scientific  awards  and  scientific  exhibits 
chairman;  and  Kenneth  B.  Olson,  M.D.,  scientific  mo- 
tion pictures  chairman. 

Staff  of  the  Americana:  Roy  A.  Young,  Robert 

Kielt,  Nick  Orfanopoulos,  and  Frank  Marino. 

American  Medical  Assistants  Association,  New  York 
State  Society:  The  speaker  expressed  his  thanks  to 

members  of  AMAA,  NYSS,  who  gave  so  generously  of 
their  time. 

Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to  Speak- 
er Way  and  Vice-Speaker  Wagreich  for  their  just  and 
excellent  handling  of  the  meeting  . . . 

Adjournment 

. . . Speaker  Way  adjourned  the  House  at  11:50  A.M. 
on  Thursday,  February  15,  1973,  sine  die  . . . 
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see  also  page  1529 

Contributions,  Voluntary  Community  Hospital  Pressure 
Upon  Medical  Staff  for  (73-79),  see  Hospitals 
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Delegates,  New:  Introduction  of,  page  1356 
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Glassmire,  Charles  R.,  M.D.,  Introduction  of,  page  1371 
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ing Programs,  (73-71),  page  1478 
Bill  of  Rights  for  Patients,  (73-62),  page  1478 
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Legislation 
Federal 

Conference,  Annual,  page  1510 
Final  Status  of  Selected  Bills,  page  1512 
Reports,  pages  1505  and  1508 
State 

Alert  System,  Establishment  of  Revised  Legislative, 
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Planning  and  Development,  Long  Range:  Hearings  on, 
AMA  No.  25,  page  1584 
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Public  and  Professional  Affairs:  Report,  page  1503 
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page  1426 

Guests  from,  page  1371 

Storeworker’s  Security  Plan  American  College  of  Sur- 
geons, Brooklyn  and  Long  Island  Chapter,  page  1461 
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page  1499 

Multiple  Injuries:  Treatment,  (73-46),  page  1499 
Schedule 

1973,  page  1497 
(73-42),  page  1498 
Guidelines,  page  1496 
Hearings 

(73-45),  page  1499 
see  also  pages  1494,  1495 
ID  Cards,  page  1496 
Multiple  Injuries,  1494 
Multiple  Insurance  Coverage 
(73-46),  page  1498 
(73-5),  page  1498 
Prearbitration,  page  1494 
Third  Party 

Action,  page  1496 
Cases,  (73-6),  pages  1498 
Physician-Patient  Relationship,  page  1487 
Program,  No  Income  Ceiling,  page  1486 
Treatment  ILA  Union  Health  Centers,  page  1495 

World  Medical  Association,  Membership  of  AMA  in, 
(73-88),  page  1593 


1612  New  York  State  Journal  of  Medicine  / June  1 , 1973 


WHAT 


ON 


in  medicine 


NEW  YORK  STATE 


June  16-30,  1973 


CONTENTS 

New  York  City  Area 2,4 

New  York  State 

Broome  County 3 

Cattaraugus  County 3 

Lake  Placid  3 

Nassau  County 3,  4 

Saratoga  Springs 3 


Physicians’  Placement  4 


Events  Received  after  Deadline 4 


IMPORTANT  NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites 
administrators  of  hospitals  to  remind  their  various  depart- 
ment heads  of  the  opportunity  to  list,  free  of  charge,  an- 
nouncements of  teaching  days,  important  lectureships, 
courses,  etc.,  in  “What  Goes  On.”  A list  of  the  deadline 
dates  and  some  application  cards  are  available.  Please 
contact  The  Editor,  “What  Goes  On”  Medical  Society  of  the 
State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
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CHRONIC  RENAL  FAILURE 


NEW  YORK  CITY  AREA 


June  17  / 21,  1973 

9:00  a.m.-6:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 

RHINOPLASTY  AND  OTOPLASTY 

IRVING  B.  GOLDMAN,  SAMUEL  M.  BLOOM,  SIDNEY 
S.  FEUERSTEIN,  ROBERT  L.  SIMONS,  M.D.'s  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $500 

June  18  / 22,  1973 
Columbia  University  P & S 

630  West  168th  Street 

HYPNOSIS  IN  GENERAL  MEDICINE 

Under  the  direction  of: 

HERBERT  SPIEGEL,  M.D.  and  RONALD  KATZ,  M.D. 

With  Guest  Lecturers: 

RALPH  V.  AUGUST,  M.D..  MELBA  KAWELASKE,  C.R.N.A.. 
HANS  KRAUS,  M.D.,  ERNEST  E.  ROCKEY,  M.D.,  and  L.  S. 
WOLFE,  M.D. 

FEE:  $200 

Write:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean,  above 

address. 


WEDNESDAY,  JUNE  20 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

FUNDAMENTALS  OF 
ACID-BASE  REGULATION 

CHAIM  CHARYTAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  I^AAFP 


THURSDAY,  JUNE  21 

9:00  p.m. 

The  Bronx  Chapter  of  A.A.F.P. 

* Misericordia  Hospital  Medical  Center 
School  of  Nursing  Auditorium 
600  East  233rd  Street 
Bronx 


MARION  T.  Dl  FIGLIA,  M.D. 

Misericordia-Fordham  Hospitals 

* Co-sponsors:  Misericordia  Hospital  Medical  Center 

and  the  New  York  Heart  Association 


June  25  and  26,  1973 

9:00  a. m. -5:00  p.m.,  Monday  and  Tuesday 

Downstate  Medical  Center 

Department  of  Radiology 
450  Clarkson  Avenue 
Brooklyn 

RADIOLOGY  OF  INFLAMMATORY 
LESIONS  OF  THE  GUT 

JACK  FARMAN,  M.D.,  with  invited  lecturers 
FEE:  $100 

To  register,  contact:  JOSHUA  A.  BECKER,  M.D.,  Chair- 
man, Department  of  Radiology,  above  address.  Tel.  (212) 
270-1603. 


TUESDAY,  JUNE  26 

9:00  a.m. 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

HYPOGLYCEMIA  DUE  TO  ORAL  AGENTS 

MAXIMILIAN  FABRYKANT,  M.D. 

N.Y.U.  School  of  Medicine 

June  28  and  29,  1973 

9:00  a.m. -5:00  p.m.,  Thursday  and  Friday 

Downstate  Medical  Center 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

RADIOLOGY  OF  INFLAMMATORY 
LESIONS  OF  THE  URINARY  TRACT 

JOSHUA  A.  BECKER,  M.D.,  with  ERIK  BOIJSEN,  MORTON 
A.  BOSNIAK,  HARRY  Z.  MELLINS,  JACK  G.  RABINO- 
WITZ,  THEODORE  ROBINSON.  M.D.'s,  and  other  invited 
lecturers. 

FEE:  $100 

To  register,  contact:  JOSHUA  A.  BECKER,  M.D.,  at  the 
Downstate  Medical  Center. 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON"  are  being 
offered  at  less  than  cost.  The  $3.00  one-year  sub- 
scription rate  guarantees  you  22  issues  mailed  first 
class  in  advance  of  the  New  York  State  Journal  of 
Medicine. 
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FRIDAY,  JUNE  29 


4:30  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Otolaryngology  and  Otolaryngology  Alumni 
of  Columbia  Presbyterian  Medical  Center 

2 East  103rd  Street 

FOWLER  MEMORIAL  LECTURE 

1 . Pathophysiology  of  the  Fluid  Systems  of 
the  Inner  Ear 

HAROLD  F.  SCHUCKNECHT,  M.D. 

Harvard  University 

2.  Congenital  Bilateral  Abductor  Paralysis 
of  the  Larynx 

LAWRENCE  SAVETSKY,  M.D. 

Columbia  University 

3.  Cosmetic  Facial  Surgery 

BRUCE  WEISSMAN,  M.D. 

University  of  Miami 


BROOME  COUNTY 


THURSDAY,  JUNE  21 

11:00  a.m. 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

Clinical  Seminar  Conducted  by 
Upstate  Medical  Center,  Syracuse 

ACUTE  PANCREATITIS 

ROBERT  A.  LEVINE,  M.D. 

Medical  Grand  Rounds  will  be  held  at  10:00  a.m.,  pre- 
ceding the  above  session. 


CATTARAUGUS  COUNTY 


THURSDAY,  JUNE  21 

9:00  a.m.-l  :30  p.m. 

American  Cancer  Society,  Cattaraugus 
County  Unit 

Castle  Restaurant,  Route  17 
Olean 

SKIN  CANCER  IN  MALIGNANT 
MELANOMA 

FREDERICK  HELM,  M.D.,  MARIE  McKAIG,  R.N.,  ARTHUR 
L.  BECK,  JR.,  M.D. 

Roswell  Park  Memorial  Institute  and  Olean  Medical  Group 
FEE:  $4  CREDIT:  AAFP  (Pending) 


LAKE  PLACID  FUTURE  EVENTS 


W.  Alton  Jones  Cell  Science  Center 

Lake  Placid 

Announces  the  following  courses  to  be  given  at  this  center  in 
1973: 

July  9-20 

Animal  Organ  Culture 

July  23  / August  3 

Introduction  to  Vertebrate  Cell  Culture 

September  5-15 

Principles  of  Cell  Synchronization 

October  1-12 

Methods  in  Medical  Virology 

Apply:  J.  ANDREA  ESTUS,  Executive  Secretary,  W.  Alton 
Jones  Cell  Science  Center,  P.O.  Box  631,  Lake  Placid, 
N.Y. 12946. 

NASSAU  COUNTY 


WEDNESDAY,  JUNE  20 

9:00-  10:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

Medical  Conference 

SUDDEN  DEATH 

JOSEPH  W.  LINHART,  M.D. 

Professor  and  Director, 

Division  of  Cardiology,  HMCH 


SARATOGA  SPRINGS 


June  25  / 29,  1973 

New  York  State  Institute  for 
Heart  Disease  Prevention  Programs 

Skidmore  College 
Saratoga  Springs 

SECOND  ANNUAL  INSTITUTE  FOR 
COORDINATORS  OF  HEART  DISEASE 
PREVENTION 

FEE:  $10  Registration 

Contact:  BEVERLEY  BECKNER,  M.D.,  Professor  of  Physi- 
cal Education,  Skidmore  College. 

Co-sponsor:  Cardiovascular  Committee  of  the  Medical 

Society  of  the  State  of  New  York. 
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PHYSICIANS’  PLACEMENT 


MORAVIA,  N.Y. , Cayuga  County.  G.P. 

CONTACT:  WILLIAM  M.  FOSTER,  Exec.  Secty.,  Cayuga 

County  Medical  Society,  187  E.  Genesee  Street,  Auburn, 
N.Y. 13021. 


NEWARK,  N.Y.,  Wayne  County,  needs  an  Ob/Gyn  Specialist, 
Internist  and  Family  Medicine.  Major  expansion  program 
will  increase  Service  Areas  and  bed  capacity  to  accom- 
modate 234  patients. 

CONTACT:  MRS.  SOPHIE  P.  ZIEGLER,  Adm„  Newark- 

Wayne  Community  Hospital,  Inc.,  Driving  Park  Avenue, 
Newark,  N.Y.  14513.  Tel.  (315)  331-2011. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  G.P. 

CONTACT:  MR.  B.  J.  SHORT,  Norfolk,  N.Y.  13667.  Tel. 

(315) 384-4531. 


OLD  FORGE,  N.Y.,  Herkimer  County.  Family  Physician, 
Pediatrician  and  Internist. 

CONTACT:  CHARLES  MOEHS,  M.D.,  Old  Forge  Medical 

Center,  Old  Forge,  N.Y.  13420.  Tel.  (315)  369-6479. 


NEAR  ROCHESTER,  N.Y.,  Monroe  County.  A Family  Physi- 
cian or  Internist  wanted  for  a group  practice. 

CONTACT:  RALPH  C.  PARKER,  JR.,  M.D.,  University  of 

Rochester  Medical  Center,  260  Crittenden  Blvd.,  Rochester, 
N.Y.  14620.  Tel.  (716)  275-4540. 


UTICA,  N.Y.,  Oneida  County,  needs  F.P.’s,  Pediatricians  and 
Internists. 

CONTACT:  REYNOLD  S.  GOLDEN,  M.D.,  2206  Genesee 

Street,  Utica,  N.Y.  13502.  Tel.  (315)  735-5261. 


POTSDAM,  N.Y.,  St.  Lawrence  County.  Director  of  Medical 
Services  wanted  for  the  State  University  College  at  Pots- 
dam, N.Y. 

CONTACT:  MR.  JOHN  H.  LETARTE,  Acting  Vice  President  for 
Student  Affairs,  SUCP,  Potsdam,  N.Y.  13676.  Tel.  (315) 
268-2944. 


NORWICH,  N.Y.,  Chenango  County,  needs  a good  internist 
Board  Certified/Eligible  for  private  practice  with  guaran- 
teed income  or  part  hospital  based.  The  need  is  urgent. 

CONTACT:  THOMAS  M.  FLANAGAN,  M.D.,  Chenango 

Memorial  Hospital,  Norwich,  N.Y.  13815.  Tel.  (607)  334- 
4527  (office)  4423  (home) 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialists  in 
Ophthalmology,  Pediatrics,  Internal  Medicine,  G.P. 

CONTACT:  Administrator,  A.  Barton  Hepburn  Hospital, 

Ogdensburg,  N.Y.  13369.  Tel.  (315)  393-3600. 


SIDNEY,  N.Y.,  Delaware  County,  recruiting  physicians  for 
outpatient  clinic. 

CONTACT:  Mr.  Edwin  B.  Watson,  The  Hospital,  Pearl  Street, 
Sidney,  N.Y.  13838.  Tel.  (607)  563-9934. 


EVENTS  RECEIVED  AFTER  DEADLINE 


MONDAY,  JUNE  4 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1 . Surgical  Treatment  of  Skin  Cancer 

ADOLPH  A.  APTON,  M.D. 

2.  Liver  Failure  Following  Treatment  of 
Psoriasis  with  Methotrexate 

RICHARD  L.  FUNK,  M.D. 

3.  Prudence  in  Orthopedic  Surgery 

OTTO  C.  KESTLER,  M.D, 

4.  Two  Unusual  Cases  of  Intestinal  Per- 
formation 

HELMUTH  NATHAN,  M.D. 

5.  A Case  of  Fatal  Herpes  Zoster  (with 
Autopsy) 

ALFRED  VOGL,  M.D. 


THURSDAY,  JUNE  7 

7:30  p.m. 

Nassau  Academy  of  Medicine, 

Section  on  Surgery 

Westbury  Manor 
Westbury 

CONTINENT  ILEOSTOMY 
(An  Advance  in  the  Management 
of  Ulcerative  Colitis) 

NILSG.  KOCK,  M.D. 

BERTIL  PHILIPSON,  M.D. 

University  of  Gothenburg,  Sweden 

Dinner  $10 

Contact  the  Surgery  Section  of  Nassau  Academy  of  Medi- 
cine, 1 200  Stewart  Avenue,  Garden  City,  N.Y.  11 530. 
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. . . KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  c:m  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 
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The  natural  way 


Premarin 

BRAND  OF 

CONJUGATED  ESTROGENS  TABLETS,  U.S. 

contains 

only 

natural  estrogens 

•••no  synthetics 

or 

supplements 


BRIEF  SUMMARY  (For  full  prescribing  information,  see  package  circular.) 

PREMARIN"  (Conjugated  Estrogens  Tablets,  U.S.P.) 


For  more  than  thirty  years 
; PREMARIN  (Conjugated 
Estrogens  Tablets,  U.S.P.) 
has  been  prepared  with  natural 
equine  estrogens  exclusively— 
(without  synthetic  estrogen 
isupplements.  For  more  than 
‘thirty  years  it  has  provided 
the  complete  estrogen 
complex— in  the  proportions 
found  in  its  natural  source. 

And  for  more  than  thirty  years 
PREMARIN  has  enjoyed  an 
^unparalleled  record  of  clinical 
efficacy  and  acceptance. 

PREMARIN.  The  only  leading 
estrogen  tablet  that  meets  all 
U.S.P.  specifications  for  con- 
ugated  estrogens.  Assurance 
of  quality  for  you  and  your 
patients. 

*REM  A R IN ...  naturally. 


Indications:  Based  on  a review  of  PREMARIN  Tablets  by  the  National  Academy  of  Sciences— 
National  Research  Council  and/or  other  information,  FDA  has  classified  the  indications  for  use 
as  follows: 

Effective:  As  replacement  therapy  for  naturally  occurring  or  surgically  induced  estrogen  deficiency 
states  associated  with:  the  climacteric,  includingthe  menopausal  syndromeand  postmenopause; 
senile  vaginitis  and  kraurosis  vulvae,  with  or  without  pruritus. 

“Probably”  effective:  For  estrogen  deficiency-induced  osteoporosis,  and  only  when  used  in  con- 
junction with  other  important  therapeutic  measures  such  as  diet,  calcium,  physiotherapy,  and  good 
general  health-promoting  measures.  Final  classification  of  this  indication  requires  further 
investigation. 


Contraindications:  Short  acting  estrogens  are  contraindicated  in  patients  with  (1)  markedly  impaired 
liver  function;  (2)  known  or  suspected  carcinoma  of  the  breast,  except  those  cases  of  progressing 
disease  not  amenable  to  surgery  or  irradiation  occurring  in  women  who  are  at  least  5 years  postmeno- 
pausal; (3)  known  or  suspected  estrogen-dependent  neoplasia,  such  as  carcinoma  of  the  endometrium; 
(4)  thromboembolic  disorders,  thrombophlebitis,  cerebral  embolism,  or  in  patients  with  a past  history 
of  these  conditions;  (5)  undiagnosed  abnormal  genital  bleeding. 

Warnings:  Estrogen  therapy  should  not  be  given  to  women  with  recurrent  chronic  mastitis  or  abnormal 
mammograms  except,  if  in  the  opinion  of  the  physician,  it  is  warranted  despite  the  possibility  of  aggra- 
vation of  the  mastitis  or  stimulation  of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest  manifestations  of  thrombotic  disorders  (thrombo- 
phlebitis, retinal  thrombosis,  cerebral  embolism  and  pulmonary  embolism).  If  these  occur  or  are 
suspected,  estrogen  therapy  should  be  discontinued  immediately. 

Estrogens  may  beexcreted  in  the  mother’s  milk  and  an  estrogenic  effect  upon  the  infant  has  been 
described.  The  long  range  effect  on  the  nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15  percent  of  breast  cancer  patients  with  metastases,  and 
this  usually  indicates  progression  of  bone  metastases.  This  occurrence  depends  neither  on  dose  nor  on 
immobilization.  In  the  presence  of  progression  of  the  cancer  or  hypercalcemia,  estrogen  administration 
should  be  stopped. 

A statistically  significant  association  has  been  reported  between  maternal  ingestion  of  diethylstil- 
bestrol  during  pregnancy  and  the  occurrence  of  vaginal  carcinoma  in  the  offspring.  This  occurred  with 
the  use  of  diethylstilbestrol  for  the  treatment  of  threatened  abortion  or  high  risk  pregnancies.  Whether 
or  not  such  an  association  is  applicable  to  all  estrogens  is  not  known  at  this  time.  In  view  of  this 
finding,  however,  the  use  of  any  estrogen  in  pregnancy  is  not  recommended. 

Failure  to  control  abnormal  uterine  bleeding  or  unexpected  recurrence  is  an  indication  for  curettage. 
Precautions:  As  with  all  short  acting  estrogens,  the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examination  should  be  performed  with  special  reference  to  pelvic 
and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endometrium  and  breasts  in  climacteric  or  hypogonadal  women, 
estrogens  should  be  administered  cyclically  (3  week  regimen  with  1 week  rest  period  —withdrawal 
bleeding  may  occur  during  rest  period). 

Because  of  individual  variation  in  endogenous  estrogen  production,  relative  overdosage  may  occur 
which  could  cause  undesirable  effects  such  as  abnormal  or  excessive  uterine  bleeding,  mastodynia 
and  edema. 

Because  of  salt  and  water  retention  associated  with  estrogenic  anabolic  activity,  estrogens  should  be 
used  with  caution  in  patients  with  epilepsy,  migraine,  asthma,  cardiac,  or  renal  disease. 

If  unexplained  or  excessive  vaginal  bleeding  should  occur,  reexamination  should  be  made  for  organic 
pathology. 

Pre-existing  uterine  fibromyomata  may  increase  in  size  while  using  estrogens;  therefore,  patients 
should  be  examined  at  regular  intervals  while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen  therapy  when  relevant  specimens  are  submitted. 
Because  of  their  effects  on  epiphyseal  closure,  estrogens  should  be  used  judiciously  in  young  patients 
in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  inhibit  anterior  pituitary  functions.  This  should  be  borne  in 
mind  when  treating  patients  in  whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  estrogens  may 
mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may  be  affected  by  exogenous  estrogen  administration. 

If  test  results  are  abnormal  in  a patient  taking  estrogen,  they  should  be  repeated  after  estrogen  has  been 
withdrawn  for  one  cycle. 

Adverse  Reactions:  The  following  adverse  reactions  have  been  reported  associated  with  short  acting 
estrogen  administration: 
nausea,  vomiting,  anorexia 

gastrointestinal  symptoms  such  asabdominal  cramps  and  bloating 
breakthrough  bleeding,  spotting,  unusually  heavy  withdrawal  bleeding 
(See  DOSAGE  AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 

possible  diminution  of  lactation  when  given  immediately  postpartum 

loss  of  libido  and  gynecomastia  in  males 

edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 

Dosage  and  Administration:  PREMARIN  should  be  administered  cyclically  (3  weeks  of  daily  estrogen 
and  1 week  off)  for  all  indications  except  selected  cases  of  carcinoma  and  prevention  of  postpartum 
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Baltimore,  Maryland,  The  Williams  & Wilkins  Compa- 
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Association.  Ninth  Conference  held  in  Florence, 
Italy,  1972.  Dialysis  and  Renal  Transplantation. 

Edited  by  J.  Stewart  Cameron,  Daniel  Fries,  and  Chis- 
holm S.  Ogg.  Octavo  of  684  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Cloth  $35. 

Resuscitation  of  the  Newborn  Infant  and  related 
emergency  procedures  in  the  perinatal  center  special 
care  nursery.  Principles  and  Practice.  Third  edi- 
tion. Edited  by  Harold  Abramson,  A.M.,  M.D.  Quarto 
of  461  pages,  illustrated.  St.  Louis,  Mo.,  The  C.  V. 
Mosby  Company,  1973.  Cloth,  $26.95. 
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is  made  on  the  basis  of  merit  and  reader  interest. 


New  intensive  care  unit  opened  in  May 

A new  Intensive  Care  Unit,  which  combines  both  in 
design  and  equipment  every  major  advance  made  pos- 
sible by  medical  science  in  the  past  decade,  has  been 
opened  at  The  New  York  Hospital  for  surgical  patients 
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Progress  in  Medical  Genetics.  Volume  IX.  Edited  by 
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B.Sc.,  Ph.D.  Octavo  of  208  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 

1972.  Cloth,  $14.75. 
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1973.  Cloth,  $18.75. 


with  cardiopulmonary  problems.  Named  after  Frank 
Glenn,  M.D.,  a world  renowned  surgeon,  who  for  twenty 
years  served  as  Surgeon-in-Chief  of  The  New  York 
Hospital  and  Chairman  of  the  Department  of  Surgery, 
in  the  Cornell  University  Medical  College,  the  Unit 
was  dedicated  on  Tuesday,  May  15. 
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Abstracts 


Quick,  A.  J.:  Pharmacology  of  anticoagulants,  New 

York  State  J.  Med.  73:  1647  (June  15)  1973. 

Agents  are  employed  which  either  reduce  the  produc- 
tion of  thrombin  or  promptly  inactivate  it,  to  attain  the 
objective  of  anticoagulant  therapy.  The  objective  of  the 
therapy  is  to  prevent  thrombosis,  a process  that  is 
directly  or  indirectly  dependent  on  intravascular  coagu- 
lation. The  oral  anticoagulant  drugs  are  vitamin  K 
antagonists,  thereby  depressing  the  synthesis  of  at  least 
four  established  clotting  factors.  Heparin  is  the  only 
clinically  suitable  agent  that  inactivates  thrombin 
directly  and  promptly,  thereby  inhibiting  thrombosis, 
yet  not  compromising  hemostasis  by  interfering  with  the 
stanching  mechanism  of  the  microcirculation. 

Smith,  A.  M.,  Priestley,  J.,  Tamashefsky,  P.,  Tan- 
nenbaum,  M.,  and  Lattimer,  J.:  Current  therapy  of 

Wilms’  tumor;  investigational  background,  New  York 
State  J.  Med.  73:  1652  (June  15)  1973. 

Striking  advances  have  been  made  in  the  therapeutic 
management  of  Wilms’  tumor  in  the  past  decade.  To- 
day even  children  with  advanced  signs  of  metastatic 


disease  have  a chance  for  survival.  Basic  studies  on  a 
naturally  occurring  tumor  in  rats,  which  is  similar  to 
human  Wilms’  tumor  both  morphologically  and  patho- 
physiologically,  have  demonstrated  the  clear-cut  thera- 
peutic advantage  of  the  combination  of  actinomycin  D 
and  irradiation  in  this  disease  process.  These  results 
can  be  translated  into  the  clinical  management  of  human 
Wilms’  tumor.  Further  research  remains  to  be  done  con- 
cerning the  immunologic  aspects  of  Wilms’  tumor. 

Brodine,  W.  N.,  and  Schwartz,  S.  I.:  Pyogenic  hepa- 
tic abscess,  New  York  State  J.  Med.  73:  1657  (June  15) 
1973. 

Because  of  an  apparent  increase  in  cases  of  pyogenic 
liver  abscess  and  the  change  in  implicated  bacteria  since 
1965,  the  authors  update  clinical  analysis  of  the  disease 
by  a consideration  of  the  literature  and  by  10  cases  per- 
sonally encountered.  Comparisons  of  incidence,  eti- 
ology, bacteriology,  clinical  signs  and  symptoms,  and 
treatment  are  presented.  Relatively  minor  decreases 
in  mortality  rates  since  1938  indicate  that  despite  anti- 
biotic therapy  and  new  diagnostic  techniques  hepatic 
abscess  remains  a serious  clinical  disease. 


Abstracts  in  Interlingua 


Quick,  A.  J.:  Pharmacologia  del  anticoagulantes, 

New  York  State  J.  Med.  73:  1647  (15  de  Junio)  1973. 

Agentes  es  usate  pro  reducer  le  production  de  throm- 
bina  o pro  inactivar  rapidemente  iste  composto  e assi 
obtener  le  objectivo  del  therapia  anticoagulante  pro 
prevenir  le  thrombosis.  Iste  processo  depende  directe  e 
indirectemente  del  coagulation  intravascular.  Le  drogas 
anticoagulantes  oral  es  le  antagonistas  del  vitamina  K 
que  deprime  le  synthesis  de,  al  minus,  4 factores  establite 
del  coagulation  sanguine.  Le  heparina  es  le  sol  agente 
que  clinicmente  inactiva  le  thrombina  directe  e promp- 
I temente.  De  iste  modo,  le  thrombosis  es  inhibite,  mais 
sin  comprometer  le  hemostasis  mediante  interferentia 
con  le  mechanismo  arrestante  del  microcoagulation. 

Smith,  A.  M.,  Priestley,  J.,  Tamashefsky,  P.,  Tan- 
nenbaum,  M.,  e Lattimer,  J.:  Therapia  corriente  del 
tumor  de  Wilms;  fundo  investigational,  New  York  State 
J.  Med.  73:  1652  (15  de  Junio)  1973. 

Durante  le  ultime  decennio,  surprendente  progressos 
ha  essite  facite  in  le  tractamento  del  tumor  de  Wilms. 
Hodie,  mesmo  le  pueros  con  signos  de  metastases  avian- 
tate  ha  le  chance  de  superviver.  Le  studios  basic  del 
tumor  de  occurrentia  natural  in  rattos  (que  es  morpho- 


logic e physiopathologicmente  similar  al  tumor  human 
de  Wilms)  ha  demonstrate  le  evidente  avantage  thera- 
peutic del  combination  de  actinomycina  D con  radiation 
in  casos  de  iste  morbo.  Iste  resultatos  pote  esser  trans- 
feree al  tractamento  clinic  del  tumor  de  Wilms.  Nove 
investigationes  debe  facer  se  supra  le  aspectos  immuno- 
logic del  tumor  de  Wilms. 


Brodine,  W.  N.,  e Schwartz,  S.  I.:  Absceso  hepatic 
pyogenic,  New  York  State  J.  Med.  73:  1657  (15  de  Junio) 
1973. 

Debite  a un  augmento  apparente  de  casos  de  absceso 
hepatic  pyogenic  e a le  variation  del  bacteria  implicate 
in  iste  morbo,  desde  1965,  le  autores  pone  al  die  le  ana- 
lyse clinic  del  morbo  supra  le  base  del  litteratura  medic 
e 10  casos  observate  personalmente.  Es  presentate  un 
comparation  del  incidentia,  le  etiologia,  le  bacteriologia, 
le  signos  e symptomas,  e le  tractamento  del  morbo.  Le 
relativemente  pauc  reduction  del  mortalitate  desde 
1938  indica  que  nonobstante  le  nove  technica  diagnostic 
e le  therapia  antibiotic,  le  absceso  hepatic  resta  un 
morbo  clinicmente  grave. 
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4 Tablets 

Percodair® 

Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  224  mg.  aspirin, 
160  mg.  phenacetin,  and  32  mg.  caffeine. 


When  she  goes  home 
prescribe  Percodan  for 
continued  relief  of 


• effective  analgesia 


rapid  acting 
q.  6 h.  dosage* 


*Dosage  should  be  ad- 
justed according  to  the 
severity  of  pain  and 
the  response  of  the 
patient.  It  may  occa- 
sionally be  neces- 
sary to  exceed  the 
usual  recom- 
mended dosage 
in  cases  of  more 


severe  pain  or 
in  those  patients 
who  have  become 
tolerant  to  the 
analgesic  effect  of 
narcotics. 


For  reliable  relief  of  moderate 
to  moderately  severe  pain. 


Please  refer  to  Brief  Summary  on  facing  page 


€ndo  Loboratories.lnc. 

Subsidiary  of  E.l.  du  Pont  de  Nemours  & Co.  (Inc.) 
Garden  City,  New  York  11530 


EN-5964 


For  reliable  relief  of  moderate 
to  moderately  severe  pain. 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HC1 
(Warning:  May  be  habit-formingl,  0.38  mg.  oxycodone 
terephthalate  (Warning:  Mav  be  nabit-forming),  224  mg. 
aspirin,  160  mg.  phenacetin,  ana  32  mg.  caffeine. 
INDICATIONS:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone, 
aspirin,  phenacetin  or  caffeine. 

WARNINGS:  Drug  Dependence:  Oxycodone  can  produce  drug 
dependence  of  the  morphine  type  and,  therefore,  has  the  poten- 
tial for  being  abused.  Psychic  dependence,  physical  depen- 
dence and  tolerance  may  develop  upon  repeated 
administration  of  Percodan,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications.  Like 
other  narcotic-containing  medications,  Percodan  is  subject  to 
the  Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients:  Oxycodone  may  impair  the 
mental  and/or  physical  abilities  required  for  the  performance 
of  potentially  hazardous  tasks  such  as  driving  a car  or  operat- 
ing machinery.  The  patient  using  Percodan  should  be  cau- 
tioned accordingly. 

Interaction  with  other  central  nervous  system  depressants: 
Patients  receiving  other  narcotic  analgesics,  general  anesthet- 
ics, phenothiazines,  other  tranquilizers,  sedative-hypnotics  or 
other  CNS  depressants  (including  alcohol)  concomitantly  with 
Percodan  may  exhibit  an  additive  CNS  depression.  When  such 
combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced. 

Usage  in  pregnancy:  Safe  use  in  pregnancy  has  not  been 
established  relative  to  possible  adverse  effects  on  fetal  develop- 
ment. Therefore,  Percodan  should  not  be  used  in  pregnant 
women  unless,  in  the  |udgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

Usage  in  children:  Percodan  should  not  be  administered  to 
children. 

Salicylates  should  be  used  with  caution  in  the  presence  of 
peptic  ulcer  or  coagulation  abnormalities. 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pres- 
sure: The  respiratory  depressant  effects  of  narcotics  and  their 
capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  mark- 
edly exaggerated  in  the  presence  of  head  iniury,  other  intra- 
cranial lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions:  The  administration  of  Percodan 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course 
in  patients  with  acute  abdominal  conditions. 

Special  risk  patients:  Percodan  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothy- 
roidism, Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when 
taken  in  excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness,  seda- 
tion, nausea  and  vomiting.  Some  of  these  adverse  reactions 
may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  con- 
stipation and  pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the  response 
of  the  patient.  It  may  occasionally  be  necessary  to  exceed  the 
usual  dosage  recommended  below  in  cases  of  more  severe  pain 
or  in  those  patients  who  have  become  tolerant  to  the  analgesic 
effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Per- 
codan may  be  additive  with  that  of  other  CNS  depressants.  See 
WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit 
the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms 
Serious  overdose  with  Percodan  is  characterized  by  respiratory 
depression,  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and 
sometimes  bradycardia  and  hypotension.  In  severe  overdosage, 
apnea,  circulatory  collapse,  cardiac  arrest  and  death  may 
occur.  The  ingestion  of  very  large  amounts  of  Percodan  may,  in 
addition,  result  in  acute  salicylate  intoxication. 

Treatment:  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  the  institution  of  assisted  or  con- 
trolled ventilation.  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against  respi- 
ratory depression  which  may  result  from  overdosage  or 
unusual  sensitivity  to  narcotics,  including  oxycodone.  There- 
fore, an  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation.  Since  the 
duration  of  action  of  oxycodone  may  exceed  that  of  the  antago- 
nist, the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as 
needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed 
drug. 


Attention  New  York 
State  Physicians 

Dear  Doctor: 

Starting  April  1,  1973,  new 
legislation  passed  by  the  State  of 
New  York  requires  that  special 
official  triplicate  prescriptions 
be  used  whenever  you  prescribe 
or  dispense  Schedule  II 
substances  (except  for  use  by 
hospital  in-patients). 

To  facilitate  this  procedural 
transition  as  much  as  possible, 
Endo  Laboratories  is  offering  a 
number  of  service  items: 

1.  a question  and  answer  booklet 
on  the  new  law, 

2.  a list  of  the  most  frequently 
prescribed  Schedule  II  drugs 
requiring  a triplicate  prescription, 

3.  a triplicate  kit  to  aid  in  the 
writing  and  filing  of  the  new 
prescriptions,  and 

4.  literature  to  help  explain  the 
law  to  your  patients. 

You  may  obtain  one  or  more 
of  these  items  from  your  Endo 
Representative,  or  by  writing 
directly  to  us  at  1000  Stewart 
Avenue,  Garden  City, 

New  York,  11530. 

Sincerely, 

ENDO  LABORATORIES,  INC. 

Edward  P.  Smith 

Director,  Professional  Services 


Books  Reviewed 


Handbook  of  Medical  Sociology.  Second  edition. 
Edited  by  Howard  E.  Freeman,  Sol  Levine,  and  Leo 

G.  Reeder.  Octavo  of  598  pages,  illustrated.  Engle- 
wood Cliffs,  New  Jersey,  Prentice-Hall,  Inc.,  1972. 
Cloth,  $12.95. 

This  good  book  admits  to  our  limitation  of  the  knowl- 
edge of  Sociology;  Sociology  in  Medicine  (health  services) 
and  Sociology  of  Medicine  (sociological  involvement  in 
medicine).  The  past  efforts  in  books  of  Mechanic; 
Merton,  Reader,  et  ai,  and  by  Becker,  Geer,  et  al.  (ad- 
ditive disorders)  and  of  Suchman,  to  the  latter  of 
whom  this  book  is  dedicated,  are  matched  by  many 
others.  In  discussing  the  strategy  of  sociology,  Richard 

H.  Williams  states  “there  is  need  for  research  on  soci- 
ology . . . this  obviously  expanding  field.  Such  research 
would  contribute  to  the  sociology  of  knowledge  as  well 
as  provide  an  empirical  basis  for  evaluating  alternative 
arrangements  for  developing  the  field  of  medical  so- 
ciology.” 

An  attempt  is  made  to  reach  an  “homeostatic”  bal- 
ance between  the  medical  sociologist  and  his  peers  in  a 
sociological  discipline  or  between  the  sociologist,  the 
medical  practitioner,  and  scientists.  The  rising  atten- 
tion given  by  academe,  medical,  and  allied  practitioners 
by  the  community  and  politicians  is  considered  with 
different  emphasis.  Because  of  the  skyrocketing  ad- 
vances in  technology,  the  fragmentation  of  knowledge 
is  shown  as  a challenge  to  future  efforts. 

John  Knowles  presents  his  point  of  view  in  the  in- 
troduction— “the  maldistribution  of  services;  the  inef- 
ficient organization  and  questionable  utilization  of  fa- 
cilities; institutions  and  health  workers;  increasingly 
inefficient  and  grinding  encounters  of  private  and  pub- 
lic; the  conservative  posture  of  ‘organized  medicine’ 
and  organized  facilities  as  regards  changes  in  the  de- 
livery of  health  services  and  in  medical  curricula;  the 
overwhelming  need  for  and  rational  uses  of  medical 
technology — these  and  many  other  problems  demand  a 
more  effective  articulation  of  the  work  of  medicine  with 
the  demands  and  needs  of  the  population.” 

The  student  and  the  practitioner  can  all  profit  from  the 


endeavors  of  the  authors  in  this  second  edition  to  im- 
prove the  efforts  of  the  producers  and  the  consumers  of 
health  services.  Bernard  Seligman,  M.D. 

Understanding  the  Scientific  Bases  of  Human  Move- 
ment. By  Alice  L.  O’Connell,  Ph.D.,  and  Elizabeth  B. 
Gardner,  Ph.D.  Quarto  of  264  pages,  illustrated.  Bal- 
timore, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Cloth,  $19.75. 

This  new  text  is  designed  primarily  for  courses  in 
kinesiology  for  students  who  have  had  a strong  back- 
ground in  physics  and  mathematics  as  well  as  a good 
knowledge  of  physiology  and  biochemistry.  It  is  clear 
that  the  authors  are  convinced  that  it  is  no  longer  sat- 
isfactory for  a student  in  this  field  to  have  an  under- 
standing of  the  different  motions  and  the  muscles  that 
are  involved  but  must  also  have  a knowledge  of  such 
factors  as  linear  and  angular  acceleration,  direction  of 
force  and  center  of  gravity  all  of  which  are  of  impor- 
tance in  understanding  function  of  the  muscular  system. 

Considerable  attention  is  also  given  to  the  control  of 
motion  by  the  central  nervous  system  as  well  as  to  the 
physiology  and  biochemistry  of  skeletal  muscle.  Both 
of  these  topics  are  handled  in  considerably  greater  detail 
than  is  usually  expected  of  students  in  the  health  related 
professions.  For  this  reason  the  book  may  not  be  the  text 
of  choice  for  many  upper  division  courses  in  kinesiology 
but  would  certainly  be  an  excellent  addition  to  the  li- 
brary of  graduate  students  and  faculty  in  this  field. 

The  organization  of  the  book  is  well  thought  out. 
Diagrams  and  photographs  have  been  judiciously  se- 
lected from  the  recent  literature  which  is  an  excellent 
supplement  to  the  well  written  text.  The  only  illustra- 
tive material  which  leaves  something  to  be  desired  is  the 
sequences  of  motion  shown  by  film  strips.  These  would 
be  more  effective  if  they  were  somewhat  enlarged. 

In  conclusion,  the  authors  should  be  commended  for 
demonstrating  clearly  that  this  branch  of  medical 
science  has  now  become  a highly  sophisticated  field  for 
teaching,  research,  and  practice.  George  B.  Talbert, 
Professor  of  Anatomy 


Inhibition  of  pancreatic  secretion 


Recent  studies  have  shown  that  nicotine  inhibits 
pancreatic  and  biliary  secretion  of  fluid  and  bicarbon- 
ate in  conscious  dogs.  In  a recent  issue  of  Gut  (13:  361 
[May]  1972),  T.  E.  Bynum  and  associates  expressed  the 
feeling  that  since  alkaline  pancreatic  secretion  is  the 
major  buffer  of  gastric  acid  entering  the  duodenum, 
this  inhibition  of  the  pancreas  could  be  an  important 
factor  in  duodenal  ulcer.  Many  investigators  have 
found  that  cigaret  smoke  and  nicotine  reinforce  the  ac- 
tion of  agents  causing  experimental  ulcers  in  animals. 
Twenty-three  young  normal  human  subjects  were 
used  to  demonstrate  inhibition  of  pancreatic  secretion 
by  cigaret  smoking.  These  included  5 control  subjects, 


ranging  in  age  from  twenty-two  to  thirty-seven  years 
who  had  never  smoked  regularly  at  any  time  in  their 
lives;  9 light  smokers  comprised  of  7 males  and  2 fe- 
males, aged  fifteen  to  twenty-six,  who  smoked  less  than 
one  pack  daily  for  less  than  three  years;  and  9 heavy 
smokers,  comprised  of  8 males  and  1 female  aged 
twenty-one  to  thirty-six  who  smoked  more  than  one 
pack  daily  for  more  than  three  years. 

Secretin  tests  were  performed  during  smoking  and 
nonsmoking  periods.  Cigaret  smoking  inhibited  secre- 
tion of  pancreatic  juice  and  bicarbonate  in  light  smok- 
ers and  showed  depressed  pancreatic  secretory  rates 
during  both  smoking  and  nonsmoking  periods  in  heavy 
smokers.  Therefore,  inhibition  of  pancreatic  alkaline 
secretion  by  cigaret  smoking  could  be  the  link  between 
smoking  and  duodenal  ulcer. 
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uccuit  Blood:  often  the  first  clue 

to  colon  cancer 
Hemoccult®  Slides 
make  routine 


fecal  screening  a 
practical  office 
procedure 

Ready  for  instant  use 

Noguaiac  preparation,  heating,  or  complex  developing 
procedures.  Slide  is  ready  to  give  to  patient  for  application 
of  specimen  at  home— or  in  the  office. 

Compact. . . inoffensive. . . mailable 
With  'Hemoccult',  only  a minute  stool  sample  is  required. 

Bulky,  smelly  specimens  are  eliminated.  "Inoculated" 
slides  are  easy  for  patient  to  carry  or  mail. 

Color  change  is  easy  to  read 
Positive  color  response  to  'Hemoccult'  developer  is 
usually  clear  cut.  There’s  little  likelihood  of  variation  in 
interpretation  by  different  individuals. 

Sensitive...  but  not  too  sensitive 
Laboratory  tests  assure  the  carefully  controlled  uniformity 
of  'Hemoccult'  guaiac-impregnated  filter  paper.  In  vitro 
studies  show  it  has  a high  degree  of  consistency  in 
detecting  fecal  blood  in  amounts  above  the  range  con- 
sidered normal  (i.e.,  2.0  to  2.5  ml./l  00  Gm.  of  feces, 
per  day). 

Economical 

A recommended  test  series  of  6 ‘Hemoccult’  Slides 
costs  only  90  cents.  Less,  if  slides  are  purchased  in 
cartons  of  1,000. 


Ii» 


2 SIMPLE  STEPS 

1 . Apply  thin  smear  of  stool;  close  slide.  Let  dry. 
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Book  Notes 


Platelet  Aggregation.  L’Agregation  Plaquettaire. 

Edited  by  Jacques  Caen.  Quarto  of  228  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1971.  Paper,  $20.25. 

The  “Tables  Rondes  Roussel”  were  created  in  1969  to 
provide  an  opportunity  for  French  and  foreign  scientists 
to  compare  their  points  of  view  on  a particular  subject 
in  the  scientific  fields  ranging  from  biology  to  chemistry. 
At  this  conference,  many  aspects  of  platelet  aggregation 
— metabolism,  physiology,  etc. — were  considered. 


Principles  of  Human  Genetics.  Third  edition.  By 
Curt  Stern.  Quarto  of  891  pages,  illustrated.  San 
Francisco,  California,  W.  H.  Freeman  and  Company, 
1973.  Cloth,  $13.95. 

Throughout  this  third  edition,  there  have  been  numerous 
additions  and  deletions,  making  it  considerably  different 
from  its  predecessors.  A new  chapter  on  cytogenetics  is 
included,  for  example,  and  new  sections  are  given  to  the 
single-active-X  theory  and  to  threshold  theories  of 
polygenic  inheritance.  New,  original  photographs  have 
been  added  as  well  as  new  drawings. 


Outline  of  Fractures.  Including  Joint  Injuries. 

Sixth  edition.  By  John  Crawford  Adams,  M.D.  Octavo 
of  312  pages,  illustrated.  Baltimore,  Maryland,  The 
Williams  & Wilkins  Company,  1972.  Cloth,  $13. 

The  author’s  aim,  in  this  new  edition,  has  been  to  bring 
the  text  into  line  with  modern  thought  and  to  take  full 
account  of  new  advances.  Many  of  the  illustrations 
have  been  improved  and  new  ones  have  been  added. 
The  bibliography  has  also  been  extended  and  brought  up 
to  date. 


Patients  with  presenile  dementia 

A review  of  106  patients  admitted  to  neurologic  hos- 
pitals with  diagnosis  of  dementia  reported  in  a recent 
issue  of  the  British  Medical  Journal  (2:  249  [April] 
1972),  by  C.  D.  Marsden  and  M.  J.  G.  Harrison,  showed 
that  in  15  cases,  careful  investigation  failed  to  disclose 
intellectual  deterioration,  and  the  patients  suffered 
mostly  from  depression.  An  etiology  for  the  dementia 
was  found  in  36  patients,  and  this  included  tumors 
in  8 of  them,  and  arteriosclerotic  dementia,  alcoholism, 
and  hydrocephalus  in  the  rest.  In  57  per  cent  of  the 


First-Year  Physics  for  Radiographers.  By  George  A. 
Hay,  M.Sc.,  and  Donald  Hughes,  B.Sc.,  Ph.D.  Octavo 
of  263  pages,  illustrated.  Baltimore,  Maryland,  The 
Williams  & Wilkins  Company,  1972.  Paper,  $13. 

This  book  covers  the  physics  syllabus  (1971  Edition)  for 
Part  I of  the  examination  for  the  diploma  of  the  Society 
of  Radiographers.  The  text  is  based  on  revision  notes 
given  to  student  radiographers  over  a period  of  many 
years;  the  main  development  has  been  a very  compre- 
hensive system  of  cross-referencing  that  is  designed  to 
assist  comprehension. 


The  Eye  in  General  Practice.  Sixth  edition.  By  C. 
R.  S.  Jackson,  M.A.  Octavo  of  174  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Compa- 
ny, 1972.  Cloth,  $12.75. 

This  text  provides  a simple  outline  of  the  commonly 
occurring  conditions  in  ophthalmology  about  which  the 
student  and  practitioner  may  wish  to  be  informed.  It 
attempts  to  reflect  changing  trends  and  keep  in  mind 
the  essential  needs  of  the  beginner  in  this  specialty. 


A Nurses  Guide  to  Anaesthetics,  Resuscitation  and 
Intensive  Care.  Fifth  edition.  By  Walter  Norris, 
M.D.,  and  Donald  Campbell,  M.B.  Octavo  of  181 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1972.  Cloth,  $11. 

In  preparing  this  new  edition,  the  authors  have  attemp- 
ted to  retain  the  principles  on  which  previous  editions 
were  based.  Thus,  they  have  continued  to  incorporate 
new  apparatus  and  drugs  which  have  appeared  since  the 
publication  of  the  last  edition.  The  principles  on  which 
new  machines  and  equipment  operate  have  been  empha- 
sized rather  than  the  workings  of  a particular  model. 


demented  patients,  no  firm  diagnosis  could  be  estab- 
lished after  clinical  and  laboratory  investigations. 
Some  patients  with  obvious  dementia  may  have  normal 
air  encephalograms.  Rare  causes  of  dementia,  such  as 
vitamin  B12  deficiency,  myxedema,  hypocalcemia, 
neurosyphilis,  and  many  others,  were  not  found.  The 
most  common  cause  of  dementia  was  widespread  cere- 
brovascular disease  and  cerebral  atrophy  associated 
with  alcoholism  and  intracranial  tumors.  The  impor- 
tance of  investigating  patients  with  dementia  fully, 
both  from  the  psychiatric  and  neurologic  points  of  view 
is  emphasized  because  15  per  cent  of  patients  had  a 
condition  amenable  to  treatment. 
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Month  in  Washington 


Federal  health  expenditures  in  the  current  fiscal  year 
will  exceed  $42  billion — an  increase  of  $2  billion  over 
the  previous  fiscal  year. 

The  report  on  Federal  Medical-Health  Appropria- 
tions, prepared  by  the  American  Medical  Association’s 
department  of  governmental  relations,  offers  a unique 
view  of  the  Federal  government’s  overall  involvement 
in  health  and  health-related  activities. 

In  most  cases,  supplemental  appropriations  for  spe- 
cific programs  are  not  included,  meaning  that  actual 
figures  are  higher  than  presented.  The  bulk  of  the  re- 
port deals  with  appropriations,  but  a table  also  shows 
estimated  spending  this  fiscal  year  on  trust  fund  and 
other  expenditures  for  disability  in  various  programs 
including  Social  Security,  Veterans  Administration, 
military  disability  retirement,  and  railroad  retirement. 

Considering  appropriations  alone,  the  total  for  the 
present  fiscal  year  is  $28.3  billion,  compared  with  $26.5 
billion  the  previous  year.  Federal  Medicare  expendi- 
tures of  $9.5  billion  are  included,  although  $6.6  billion 
come  from  the  Social  Security  Medicare  trust  fund  for 
part  A or  hospital  benefits.  The  Medicare  law  requires 
these  funds  to  be  treated  as  appropriations  by  Con- 
gress. 

The  Health,  Education,  and  Welfare  department, 
of  course,  leads  the  list  in  appropriations:  $18.1  billion 
compared  with  $17.6  billion  the  year  before.  In  order 
come  the  Veterans  Administration,  $2.9  billion;  Defense, 
$2.8  billion;  Environmental  Protection,  $2.3  billion; 
Federal  Employes  Health  Insurance,  $604  million;  Agri- 
culture, $362  million  (animal  and  plant  health  inspec- 
tion, and  so  on);  State,  $258  million;  and  OEO  (Office  of 
Economic  Opportunity),  $150  million. 

In  the  nonappropriations  area,  Social  Security  pay- 
ments to  disabled  workers  were  $4.2  billion,  service- 
connected  VA  disability  payments  were  $3  billion,  and 
nonservice  connected  were  $1.5  billion. 

* * * 

The  president  of  the  American  Medical  Association 
filed  a vigorous  dissent  to  a Federal  Commission  on 
Medical  Malpractice  report  which  blamed  physicians 
and  hospitals  for  much  of  the  problem. 

A central  finding  of  the  special  commission  was  that 
injuries  to  patients,  and  not  greedy  avaricious  contin- 
gency fee  lawyers,  are  the  reason  for  the  increased 
number  of  malpractice  claims.  The  report  included 
about  100  findings  and  recommendations. 

In  his  dissent,  C.  A.  Hoffman,  M.D.,  AMA  president 
and  one  of  the  21  members  on  the  commission,  said 
that  the  panel  had  failed  in  its  primary  purpose  to 
come  up  with  a program  “calculated  to  ameliorate”  the 
nation’s  malpractice  problems.  He  said: 

The  report  does  not  appear  to  be  calculated  to 

ameliorate  such  problems  to  any  significant  degree. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Some  of  its  recommendations,  if  implemented, 
would  be  likely  to  stimulate  an  increased  frequency 
of  claims.  The  increasing  frequency  and  cost  of 
claims  has  an  unavoidable  adverse  effect  on  health 
care .... 

The  report  fails  entirely  to  identify  the  problems  of 
medical  malpractice  claims  as  what  they  really 
are — a part  of  the  much  larger  and  more  general 
problems  of  liability  claims  litigation.  In  the  United 
States,  people  have  always  been  quick  to  file  law- 
suits for  any  injury,  real  or  imagined.  The  legal  sys- 
tem encourages  litigation.  There  is  a definite  trend 
in  court  decisions  to  make  it  continually  easier  for 
claimants  to  recover  substantial  damages,  with  less 
and  less  proof  of  fault. 

This  trend  is  well  established  in  all  fields  of  activi- 
ty including  automobile  liability,  product  liability, 
airline  and  rail  liability,  homeowners’  liability,  and 
all  others.  Malpractice  liability  is  the  most  visible 
and  harmful  part  of  this  trend,  because  it  affects  the 
vital  area  of  health  care. 

As  a part  of  this  trend  certain  legal  doctrines  have 
been  established  which  apply  only  in  lawsuits 
against  health  care  providers  and  which  make  it  eas- 
ier for  claimants  to  recover  damages  with  little  proof 
of  fault.  These  doctrines  include:  (1)  the  “discov- 

ery” rule  under  the  statute  of  limitations;  (2)  the  ap- 
plication of  the  doctrine  of  res  ipsa  loquitur  to  in- 
juries arising  out  of  the  performance  of  professional 
services;  (3)  the  doctrine  of  “informed  consent”;  and 
(4)  a rule  allowing  liability  based  on  an  alleged  oral 
guarantee  of  good  results.  If  this  trend  continues 
unchecked,  the  logical  results  will  be  that  health 
care  providers  will  be  held  liable  for  any  unfortunate 
result  arising  from  health  care,  even  if  there  was  no 
fault  on  the  part  of  anyone  and  the  result  was  entire- 
ly unavoidable. 

These  legal  doctrines  are  one  of  the  most  impor- 
tant causative  factors  for  the  problems  of  the  in- 
creasing cost  and  frequency  of  malpractice  claims. 
Instead  of  making  a strong  recommendation  for  ap- 
propriate and  equitable  remedial  legislation,  the  re- 
port merely  recommends  referral  of  the  legal  doc- 
trines problems,  which  it  reluctantly  admits  exist,  to 
some  vaguely  defined  and  presently  nonexistent 
group  which  is  supposed  to  develop  recommenda- 
tions for  uniform  rules  of  law,  “in  the  nature  of  a 
Restatement  of  the  Law  of  Medical-Legal  Princi- 
ples.” This  is  inadequate  as  a remedy  for  this  major 
problem. 

I,  like  other  physicians,  affirm  that  any  patient 
who  is  injured  in  the  course  of  his  health  care  as  a 
direct  result  of  negligence  on  the  part  of  any  provider 
is  entitled  to  just  and  reasonable  compensation. 
Where  an  injury  occurs  despite  the  best  of  care, 
however,  health  care  providers  should  not  be  unjust- 

continued  on  page  1636 
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ly  burdened  with  the  cost  of  compensation.  If  they 
are,  this  inevitably  adds  to  the  cost  of  health  care. 

The  report  gives  the  false  impression  that  the 
rapid  increase  in  the  frequency  and  cost  of  claims 
has  arisen  from  a deterioration  in  the  general  quality 
of  health  care.  The  reality  is  the  frightening  para- 
dox that  the  general  quality  of  health  care  has  been 
improving  dramatically  at  the  same  time  as  the  fre- 
quency and  cost  of  claims  have  been  skyrocketing. 

The  report  stresses  the  obvious  fact  that  there 
would  be  no  claims  if  there  were  no  injuries.  Where 
surgery  or  potent  drugs  are  required,  the  risk  of  inju- 
ry is  unavoidable.  Only  a small  percentage  of  the 
injuries,  however,  are  caused  by  the  negligence  of 
anyone. 

The  report  does  contain  some  constructive  recom- 
mendations. These  include:  (1)  development  of 

injury  prevention  programs,  (2)  study  of  alternative 
compensation  systems,  and  (3)  data  collection,  if 
limited  by  careful  cost  justification. 

* * * 

Malcolm  Todd,  M.D.,  chairman  of  the  AMA’s  coun- 
cil on  health  manpower,  has  been  appointed  to  the 
board  of  regents  of  the  military  medical  school  which 
was  authorized  by  the  last  Congress. 

Others  named  were:  Durward  Hall,  M.D.,  former 

GOP  Congressman  from  Missouri;  Lt.  Gen.  Leonard 
Heaton,  M.D.,  U.S.  Army  Ret.;  Anthony  Curreri,  M.D., 
Wisconsin;  H.  Ashton  Thomas,  M.D.,  Secretary  of  the 
Louisiana  State  Medical  Society;  and  former  defense 
official  David  Packard.  Three  more  regents  remain  to 
be  selected. 

* * * 

A sweeping  study  has  allayed  the  fear  that  this  na- 
tion would  become  flooded  with  ex-GI  drug  addicts  by 
finding  that  very  few  young  soldiers  who  took  narcotics 
in  Vietnam  have  continued  their  addiction  in  civilian 
life. 

The  study  also  presented  information  indicating  the 
physical  grip  of  heroin  addiction  may  not  be  as  strong 
as  heretofore  believed:  “one  half  of  all  those  who  re- 

ported heroin  dependency  in  Vietnam  had  withdrawn 
on  their  own.” 

Commenting  on  the  $400,000  study,  Richard  S.  Wil- 
bur, M.D.,  assistant  secretary  of  defense  for  health  and 
environment,  declared: 

We  now  know  that  recovery  from  heroin  dependen- 
cy is  not  impossible;  and  that  in  the  case  of  young, 
healthy,  well-disciplined  men  in  the  armed  services, 
rehabilitation  will  be  successful  in  the  majority  of 
cases. 

Dr.  Wilbur  compared  the  narcotic  dependence  rate 
of  1.3  per  cent  among  Vietnam  returnees  with  the  1.2 
per  cent  rate  of  drug  abusers  identified  in  the  civilian 
population  of  young  draftees  and  recruits.  He  estimat- 
ed the  number  of  addicts  of  all  Vietnam  veterans  at 
about  2,000  to  3,000  of  the  313,000  enlisted  men  who 
served  in  Vietnam  during  the  high-use  period  in  the 
last  several  years  of  the  war.  Little  heroin  was  used 
prior  to  this  by  U.S.  troops. 

The  study,  prepared  under  the  direction  of  Lee  Rob- 
ins, Ph.D.,  professor  of  sociology  in  psychiatry  at 


Washington  University,  was  originated  by  the  special 
White  House  action  office  on  drug  abuse  and  funded  by 
the  Department  of  Defense,  the  Veterans  Administra- 
tion, the  National  Institute  of  Mental  Health,  and  the 
Department  of  Labor.  Some  900  enlisted  men  were  in- 
terviewed. 

Dr.  Wilbur  told  a Pentagon  news  conference  that 
there  are  many  myths  surrounding  addiction.  “I  was 
taught  that  anyone  who  ever  tried  heroin  was  instantly, 
totally,  and  perpetually  hooked,”  he  said. 

Treatment  success  rates  were  reported  to  be  less 
than  5 per  cent.  Therefore  the  use  of  methadone 
maintenance  for  all  heroin  addicts  and  even  legaliza- 
tion of  heroin  seemed  desirable  to  some  advocates 
because  it  seemed  impossible  to  get  off  heroin . 

But  the  accumulating  data  being  gathered  by  De- 
fense in  the  wake  of  the  Vietnam  drug  crises,  including 
the  latest  report  entitled  A Followup  of  Vietnam  Drug 
Users,  has  caused  “us  to  reexamine  the  old  beliefs  more 
critically,”  said  Dr.  Wilbur. 

The  follow-up  study  said  that  only  7.2  per  cent  of  the 
men  who  had  been  detected  as  narcotic  users  in  Viet- 
nam had  felt  narcotic  dependent  at  any  time  since 
their  return.  Dr.  Wilbur  pointed  out  that  93  per  cent 
of  the  men  who  had  been  identified  in  the  service  as 
drug  users  had  not  returned  to  their  drug  dependence 
on  return  from  Vietnam.  This  closely  parallels  esti- 
mates of  success  in  defense  rehabilitation  programs. 

Dr.  Wilbur,  in  referring  to  inservice  treatment  pro- 
grams, reported  more  than  70,000  men  had  been  treat- 
ed for  drug  abuse  with  more  than  59,000  either  restored 
to  duty  or  released  from  active  service  following  suc- 
cessful rehabilitation;  more  than  6,000  men  remained 
in  short-term  rehabilitation,  and  4,000  more  had  been 
referred  to  the  Veterans  Administration  for  lengthier 
treatment  at  the  end  of  their  service  tour. 

* * * 

The  National  Institutes  of  Health  have  announced  a 
ban  on  research  involving  live  aborted  fetuses.  The  re- 
striction applies  only  to  NIH-supported  research,  but  it 
is  expected  to  be  observed  in  much  of  the  other  medi- 
cal research  in  this  country.  Robert  Berliner,  M.D., 
NIH  deputy  director  for  science,  said: 

We  know  of  no  circumstances  at  present  or  in  the 
foreseeable  future  which  would  justify  NIH  support 
of  research  on  live  aborted  human  fetuses. 

John  F.  Sherman,  M.D.,  NIH  acting  director,  said 
any  scientist  receiving  NIH  funds  found  to  be  doing  ex- 
periments on  live  aborted  human  fetuses  would  be 
asked  to  stop  even  if  NIH  funds  were  not  allotted  to 
that  particular  research. 

The  ban  did  not  apply  to  fetal  tissue  but  only  to  live 
fetuses  capable  of  being  kept  alive  under  laboratory 
conditions  for  several  hours  after  abortion. 

The  NIH  announcement  was  prompted  by  a protest 
march  being  planned  by  seniors  at  the  Stone  Ridge 
Country  Day  School  of  the  Sacred  Heart,  a Roman 
Catholic  school  for  girls  adjacent  to  the  NIH  in  Bethes- 
da,  Maryland. 

continued  on  page  1637 
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continued  from  page  1636 

Chm.  Russell  B.  Long  (D.,  La.)  has  reorganized  the 
Senate  Finance  Committee  into  six  subcommittees,  in- 
cluding one  on  health  which  will  hold  hearings  and  do 
the  other  spade  work  on  legislation  dealing  with  Medi- 
care, Medicaid,  and  national  health  insurance.  The 
full  committee  will  continue  to  make  the  final  deci- 
sions. 

Sen.  Herman  Talmadge  (D.,  Ga.)  is  chairman  of  the 
health  subcommittee.  Other  members  are:  Demo- 

crats— J.  W.  Fulbright  (Ark.),  Vance  Hartke  (Ind.), 
Walter  F.  Mondale  (Minn.),  and  Abraham  Ribicoff 
(Conn.);  Republicans — Robert  J.  Dole  (Kans.),  Clifford 
P.  Hansen  (Wyo.),  Bob  Packwood  (Ore.),  and  William 
V.  Roth,  Jr.  (Del.) 

Hansen  and  Hartke  are  two  of  four  chief  sponsors  of 
the  American  Medical  Association  national  health  in- 
surance legislation,  Medicredit.  Packwood  is  a co- 
sponsor. 
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Breathing  deeply  for  a minute  or  more  preparatory  to 
swimming  underwater  can  cause  loss  of  consciousness 
induced  by  oxygen  starvation  of  the  brain  before  the 
swimmer  gets  the  physiologic  signal  to  breathe.  In  the 
absence  of  prior  hyperventilation,  underwater  swim- 
ming is  probably  safe  enough.  It  is  extreme  hyperven- 
tilation that  counteracts  built-in  warnings  urging  the 
swimmer  to  come  up  for  air  and  leads  to  unnecessary 
drownings.  In  the  West  Virginia  Medical  Journal  (68: 
153  [June]  1972),  W.  D.  Snively,  Jr.,  M.D.,  and  Mrs. 
Jan  Thuerbach  warn  against  deception  by  the  small 
number  of  documented  case  histories,  which  should 
probably  be  multiplied  by  thousands,  or  perhaps  by 
tens  of  thousands,  to  reflect  inherent  hazard  of  the 
practice.  All  of  the  recorded  victims  of  drowning  or 
near  drowning  due  to  extreme  hyperventilation  were 
able  and  experienced  in  underwater  swimming,  a cir- 
cumstance which  may  give  a clue  to  the  cause  of 
drowning  by  many  experienced  swimmers. 
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The  uncertain  status  of  state  journals 


There  is  just  too  much  to  read;  there  are  too 
many  journals,  too  many  articles  and  maybe  too 
many  authors!  With  the  expansion  of  knowledge 
medicine  has  become  ever  more  fragmented  and 
specialized,  and  each  subdivision  acquires  its  own 
publication.  This  holds  true  for  all  the  fields  of 
science  and  also  of  clinical  medicine.  Basic  sci- 
ence and  specialty  journals  in  medicine  are  not  the 
usual  fare  of  the  general  practitioner  except  for 
limited  and  specific  topics  of  immediate  interest. 
Reading  one’s  specialty  journals,  even  a select  few, 
is  not  the  answer.  The  problem  then  becomes 
which  journals  should  be  read.  It  is  just  impos- 
sible to  keep  up  with  the  large  number  of  the  pub- 
lications. A constant  review  of  ten  to  12  selected 
journals  will  keep  the  physician  abreast  of  ad- 
vances (Cummings,  M.  M.).* 

It  is  the  progress  in  medicine  which  has  created 
this  problem.  What  we  need  is  a new  approach 
with  a broad  perspective  and  a new  process  of  syn- 
thesis of  the  knowledge  in  the  special  fields.  The 
state  medical  journals  could  be  the  proper  means 
to  achieve  this  for  the  general  reader — the  large 
group  of  readers  who  are  trying  to  keep  abreast.  It 
is  the  state  journal  then  that  should  undertake  this 
phase  of  continuing  medical  education  and  help 
stimulate  the  practitioner,  help  keep  him  informed 
of  the  “state  of  the  art”  or  the  newer  aspects  of 
practice  and  applicable  advances  in  other  special- 
ties. It  should  help  put  many  pieces  of  the  jigsaw 
puzzle  together  in  proper  perspective. 

There  are  some  forces  which  prevent  this  inte- 
gration with  its  potential  of  promoting  continuing 
medical  education  by  the  state  journals.  First,  the 
state  journals  are  not  the  appropriate  place  for  pri- 
mary publication  of  scientific  experimental  work, 
particularly  esoteric  morphology,  biochemistry, 
and  other  far-out  sciences,  and  animal  experi- 
mentation. The  loss  of  this  stimulus  of  primary 
publication  contributes  in  no  small  measure  to  the 
loss  of  readers  and  of  advertisers.  The  journals 
under  the  auspices  of  the  state  medical  societies 
need  some  excellent  readable  “state  of  the  art” 
presentations;  this  is  the  material  the  general 
reader  seeks. 

The  sad  fact  is  that  state  journals  are  not  per- 
1 forming  the  task  of  dovetailing  advances  in  medi- 
cine. Some  of  this  function  of  presenting  “the 
state  of  the  art”  reviews  has  now  been  taken  over 
by  the  so-called  “give-away”  or  “throw-away” 
journals,  and  they  are  doing  a better  job. 

These  throw-away  journals  pay,  and  pay  well, 

*Cummings,  M.  M.,  Director,  National  Library  of  Medicine: 
Presented  at  Seminar  on  Problems  of  Scientific  Publications, 
May  2,  1973,  Downstate  Medical  Center,  State  University  of 
New  York,  Brooklyn,  New  York. 


for  solicited  articles  on  specific  subjects  and  make 
their  preparation  so  easy  as  to  tempt  the  author  to 
prepare  them;  they  also  help  considerably  to  make 
the  published  contribution  readable  and  instruc- 
tive. The  preparation  of  such  review  articles, 
seminars,  and  discussions  is  actually  taken  over  by 
a professional  team.  As  a result  of  their  combined 
efforts  the  essay  makes  practically  no  demand  on 
the  time  of  the  author.  Thus  he  remains  free  to 
continue  with  his  own  research,  without  interrup- 
tion and  the  trying  effort  often  entailed  in  writing  a 
review  manuscript.  The  author  is  selected  because 
he  is  an  authority  in  the  field.  He  is  interviewed 
by  a small  group,  one  or  two  of  whom  have  some 
knowledge  of  the  subject;  the  other  members  of  the 
group  include  a stenographer  or  stenotypist,  an 
illustrator  or  artist,  a photographer,  and  the  whole 
team’s  effort  is  recorded  on  tape  too.  Within  two 
weeks  of  such  a session  a tentative  manuscript  is 
available  with  illustrations,  cartoons,  flow-dia- 
grams, and  color  photographs;  it  is  then  pre- 
sented to  the  author  for  his  evaluation,  criticism, 
and  any  changes  in  content  or  format. 

The  average  journal  obtains  about  three  quarters 
of  its  support  through  advertising.  Of  the  total 
money  available  through  advertising  in  medicine 
(estimated  $100  million)  now  more  than  80  per  cent 
goes  to  “give-away”  or  “throw-away”  journals. 
Over  and  above  their  payment  for  provocative  and 
authoritative  articles  and  usual  publications  costs 
is  their  profit,  and  this  can  be  considerable.  The 
state  journals  get  only  a small  part  of  the  remaining 
20  per  cent  of  advertising  revenue. 

Therefore  we  should  try  to  capture  part  of  this 
80  million  dollars  that  is  now  going  to  the  “throw- 
away” journals.  This  can  only  be  done  by  making 
our  state  journals— our  scientific  journals,  in  gen- 
eral— more  attractive  and  more  appealing  so  that 
the  readers  who  are  now  directing  their  attention 
to  the  “throw  aways”  will  return  to  the  fold  and 
read  the  state  journals.  To  do  this  we  must  make 
our  articles  informative,  meaningful,  and  stimulat- 
ing and  fully  illustrated  with  flow-diagrams  for 
ready  comprehension.  This  we  have  not  done.  To 
solicit  special  articles  we  must  have  funds.  Only 
by  attracting  some  of  the  advertising  now  lost  to 
the  “throw-away”  journals  can  we  compete  with 
them. 

Scientific  journals  controlled  by  physicians  are 
losing  ground;  their  very  existence  is  threatened; 
many  state  societies  will  soon  have  to  curtail  their 
publication.  Northwest  Medicine,  formerly  the 
combination  of  the  journals  of  the  Washington 
State  Medical,  Oregon  Medical,  and  Idaho  State 
Medical  Associations  has  just  folded,  the  April 
issue  not  appearing.  Remember  that  “give-away” 
journals  are  not,  and  need  not  be,  as  selective  and 
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careful  about  their  advertising  copy;  they  are 
frankly  run  for  profit.  They  also  distribute  their 
advertising  throughout  the  journal  and  make  it 
attractive  as  well  as  the  distribution  among  the 
solicited  articles.  The  reader  is  practically  com- 
pelled to  look  at  all  the  advertising.  Pick  up  any 
“throw-away”  journal  and  notice  the  high  ratio  of 
advertising  to  the  scientific  original  or  review 
articles. 

What  Can  Be  Done?  The  state  journals  should 
help  all  their  readers  keep  abreast,  both  general 
practitioners  and  specialists.  Also  it  is  important 
for  the  presentations  to  be  prepared  in  such  a man- 
ner that  the  general  practitioner  can  obtain  quickly 
and  easily  their  sum  and  substance,  in  other  words, 
the  nurture  from  all  of  the  other  separate  limbs  and 
the  full  spreading  foliage  of  the  tree  of  knowledge. 
In  this  figure  of  speech  the  refined  basic  sciences 
represent  the  roots  of  this  tree  of  knowledge;  they 
absorb  the  nutriment  from  the  fertile  soil  and  this 
is  carried  up  the  trunk  of  the  tree  to  all  the  limbs  to 
bear  fruit  in  the  general  and  special  fields,  for  all 
medical  men.  Physicians  must  do  more  than  bite 
the  apple  of  the  tree  of  knowledge  in  the  Garden  of 
Eden;  they  must  consume  and  digest  it! 

To  do  this  the  several  separate  state  journals 
should  no  longer  try  to  get  their  advertising  in- 
dividually; they  should  combine  their  efforts  in 
obtaining  advertising;  this  would  increase  the  total 
circulation  for  sales  by  their  advertising  agents  as 
a package;  they  can  then  obtain  better  rates  and 
also  attract  more  advertisers.  This  is  a simple 
technical  problem  which  has  been  overcome.  The 
New  York  State  Journal  of  Medicine  is  part  of  a 
group  now  doing  just  this  very  thing.  By  continu- 
ing this  effort  and  working  together  the  journals 
can  also  assure  themselves  that  only  approved 
ethical  advertising  will  be  accepted.  Thus  only 
fully  approved  medications  and  instrumentation 
will  appear  in  their  pages. 

The  throw-away  journals  are  not  so  limited  and 
do  include  drugs  not  fully  endorsed  and  even  some 
whose  benefits  are  moot  and  questionable.  In  the 
state  journals  the  peer  review  process  determines 
what  will  be  accepted,  and  not  the  stimulus  of 
profit.  Thus  the  benefits  of  both  AMA  endorse- 
ment and  the  full  process  of  local  editorial  review, 
which  is  applied  to  the  publication  of  scientific 
articles  in  the  state  journal,  can  be  utilized  in  the 
careful  selection  of  advertising.  This  should  be 
helpful  and  time  saving  for  the  physician  and  a 
further  safeguard  for  the  patient. 

Some  selected  review  topics  and  special  articles 
can  be  solicited  and  even  paid  for  by  the  united 
group  of  state  journals  as  a combined  unit.  Such 
group  effort  solicitation  will  assure  an  ability  to 
compete  in  some  measure  with  the  throw-aways  in 
obtaining  such  updated  well  illustrated  lucid  ma- 
terial for  publication  in  the  state  journals.  This 
seems  to  be  what  the  average  reader  prefers.  Pre- 


pared articles  of  this  nature  require  a pump-prim- 
ing expenditure,  both  to  pay  an  honorarium  to  the 
author  and  to  obtain  the  talent  for  writing  and 
illustrative  purposes;  this  cost  item  can  be  prorated 
among  the  grouped  state  journals  on  the  basis  of 
membership  or  the  circulation  of  each  state  jour- 
nal. The  final  article  should  be  published  by  all  of 
the  united  group  of  state  journals  simultaneously. 
Its  purpose  is  education,  graduate  education,  con- 
tinuing education,  and  stimulation  of  all  physi- 
cians who  read  the  state  journal.  It  is  no  longer  a 
question  of  priority  or  honor  to  a single  or  particu- 
lar state  journal.  The  problem  is  to  bring  the 
newer  knowledge  to  all  the  readers  of  all  of  this 
combined  group  of  state  journals. 

To  start,  we  should  try  a single  review  article  in 
each  issue.  Such  a “state  of  the  art”  topic  will 
parallel  what  is  now  being  done  by  the  throw-away 
journals.  Readers  of  state  journals,  who  are  by  and 
large  the  practitioners  in  the  field,  both  in  general 
and  specialty  practice,  would  obtain  the  benefit 
of  this  approach  which  the  throw-aways  have  used 
so  successfully  in  obtaining  the  attention  of  the 
busy  physician.  Further,  our  primary  purpose  is 
to  help  our  readers  keep  abreast.  What  is  just  as 
important  is  that  the  state  journals  would  then  ob- 
tain control  over  the  much  needed  synthesis  of 
knowledge  in  medicine,  that  is,  the  integration  of 
knowledge — the  putting  together  of  the  small  parts 
of  the  present  fragmented  scene.  This  benefit 
should  get  to  the  physician  through  his  state 
journal  under  better  controlled  circumstances  than 
just  the  profit  motive.  This  includes  the  neces- 
sary basic  knowledge  in  the  esoteric  sciences  and  of 
applied  knowledge  in  the  specialties;  all  of  this 
information  now  lives  in  isolation;  it  is  regrettable 
that  the  general  reader  now  loses  its  benefits. 
Also,  as  noted,  we  would  obtain  better  control  of 
advertising. 

Most  national  specialized  and  esoteric  journals 
now  do  not  publish  case  reports;  nor  do  the  throw- 
away journals  do  so.  Yet  a good  case  report  can  be 
very  instructive.  Each  state  journal  should  pro- 
mote the  careful  selection  of  case  reports  for  pub- 
lication, because  their  readers  do  find  them  in- 
teresting and  a good  teaching  mechanism.  Further 
their  readers  can  write  and  by  this  means  share 
their  experience  with  their  colleagues  and  thus  be 
productive  and  both  teach  and  learn  by  so  doing. 

The  state  journals  can  thus  again  play  an  im- 
portant role  in  continuing  education  of  physicians, 
the  promotion  of  which  objective  the  Medical 
Society  of  the  State  of  New  York  has  accepted  as 
part  of  its  responsibility  and  to  which  purpose  it 
has  given  a high  priority.  The  changing  times 
require  adjustments  on  the  part  of  state  journals  if 
they  are  to  survive  and  are  to  do  their  full  share. 
What  is  needed  is  a new  approach,  and  it  may  lie 
in  the  logistics  suggested  here.  Some  of  these 
suggestions  are  worth  a trial.  A.  A.  A. 

i 
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New  Olympus  intermediate  length  colonoscope 
CF-MB  is  beautiful . . . 


when  you  get  to  know  it. 

Some  people  say  our  new  CF-MB  couldn’t  be  called  “pretty.”  Olympus  could  have  made  it 
“prettier”  but  your  working  requirements  were  more  important.  Every  request  for  capabilities 
made  by  leading  doctors  whom  we  consulted,  is  built  into  CF-MB.  The  benefits  of  one-hand 
control  were  asked  for  most.  Olympus  CF-MB  now  offers  simultaneous  observation  and  target 
biopsy.  The  new  CF-MB  with  1 1 1 0mm  working  length  and  4-way  tip  angulation,  makes  it  easier 
to  observe,  perform  cytology  or  biopsies  and  automatically  photograph  all  areas,  from  the  rec- 
tum, to  the  transverse  colon  with  minimum  patient  discomfort,  fast  and  accurately.  The  longer 
CF-LB  is  available  for  work  beyond,  to  the  ileum  and  cecum.  For  more  information  write  to 
Olympus  Corporation  of  America,  Medical  Instrument  Division,  2 Nevada  Drive,  New  Hyde 
Park,  New  York  11040. 

OLYMPUS 


The  most  precise  diagnoses 
have  the  support  of  target 
v biopsy  and  a 
/71  clear  photo  record 


Olympus  CF-MB  gives  you  both.  This 
x-ray  shows  CF-MB  in  position  to  ob- 
serve, biopsy  and  photograph  in  mid- 
transverse  colon.  The  photo,  taken  in 
color,  is  proof  of  an  existing  polyp 
which  x-ray  might  have  missed. 
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Pharmacology  of 
Anticoagulants* 
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Milwaukee,  Wisconsin 
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In  1904.  Morawitz1  summarized  in  two  simple 
equations  nearly  all  the  available  information  on 
blood  coagulation  which  had  accumulated  up  to 
that  time: 

Thrombokinase  + Ca  + Prothrombin  = Thrombin, 
Fibrinogen  + Thrombin  = Fibrin 

After  that,  blood  coagulation  studies  again  fell 
into  the  doldrums,  because  investigators  lacked 
proper  tools  for  study.  As  a matter  of  fact,  a 
crude  unstandardized  clotting  time  was  about  the 
only  blood  clotting  test  available. 

Almost  exactly  three  decades  after  the  classical 
theory  of  clotting  has  been  enunciated,  a sudden 
upheaval,  which  some  have  called  a renaissance  in 
blood  coagulation,  occurred.  A new  vitamin 
named  K was  discovered,  a serious  bleeding  dis- 
ease in  cattle  was  traced  to  a toxic  principle  pres- 
ent in  spoiled  sweet  clover  hay  and  named 
bishydroxycoumarin  (Dicumarol),  and  a diag- 
i nostic  coagulation  test,  the  one-stage  prothrombin 
time,  was  developed.  Nearly  all  present  knowl- 
edge stems  from  these  three  independent  but 
nearly  synchronous  events.  By  means  of  the  pro- 
thrombin time,  it  could  be  established  that  a lack 
of  vitamin  K and  bishydroxycoumarin  produced 
i the  same  coagulation  defect,  thereby  linking  the 
two  hemorrhagic  states,  sweet  clover  disease  and 
| vitamin  K deficiency,  and  supplying  the  means  to 
diagnose  and  treat  both  logically  and  effectively.2 
As  a result,  three  dreaded  hemorrhagic  diseases 
disappeared;  the  hemorrhagic  disease  of  the  new- 

Presented  at  the  166th  Annual  Convention  of  the  Medical 
I Society  of  the  State  of  New  York,  Section  on  Internal  Medi- 
cine, joint  meeting  with  New  York  State  Society  of  Internal 
Vledicine,  February  16,  1972. 

* Supported  by  a grant  from  the  National  Heart  Institute, 
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Agents  are  employed  which  either  reduce  the  pro- 
duction of  thrombin  or  promptly  inactivate  it,  to 
attain  the  objective  of  anticoagulant  therapy.  The 
objective  of  the  therapy  is  to  prevent  thrombosis, 
a process  that  is  directly  or  indirectly  dependent  on 
intravascular  coagulation.  The  oral  anticoagulant 
drugs  are  vitamin  K antagonists,  thereby  depressing 
the  synthesis  of  at  least  four  established  clotting 
factors.  Heparin  is  the  only  clinically  suitable 
agent  that  inactivates  thrombin  directly  and 
promptly,  thereby  inhibiting  thrombosis,  yet  not 
compromising  hemostasis  by  interfering  with  the 
stanching  mechanism  of  the  microcirculation. 


born,  cholemic  bleeding  occurring  in  biliary  ob- 
struction, and  the  sweet  clover  disease  in  cattle. 
Thus,  the  practical  diagnostic  and  therapeutic 
needs  were  successfully  fulfilled. 

The  next  development  was  the  utilization  of  the 
toxic  principle  of  spoiled  sweet  clover  hay, 
bishydroxycoumarin,  as  an  antithrombotic  drug. 
This  work  led  to  new  discoveries  and  was  further 
abetted  by  the  author’s  discovery  in  19433  of  a 
new  clotting  factor  that  disappeared  from  stored 
plasma  and  named,  therefore,  labile  factor. 
Later,  it  was  named  factor  V by  Owren4  who  re- 
ported a patient  deficient  in  this  factor.  These 
observations  opened  up,  so  to  speak.  Pandora’s 
clotting  box  releasing  a stream  of  new  factors, 
adding  to  the  complexity  of  blood  coagulation  and 
even  prompting  some  investigators  to  discard  en- 
tirely the  classical  or  Morawitz  theory  which  had 
been  the  impetus  of  the  new  era.  Rather  than  de- 
part so  radically,  it  seems  most  advantageous  to 
retain  the  basic  structure  of  the  classical  theory 
and  to  expand  it  by  incorporating  the  newly  ac- 
quired knowledge. 

It  will  be  noted  that  two  distinct  equations  are 
needed,  one  to  represent  the  extrinsic  clotting 
reactions  and  the  other  the  intrinsic  (Fig.  1).  The 
one-stage  prothrombin  time  is  based  on  the  ex- 
trinsic reaction  and  requires  for  its  reliability  a 
carefully  standardized  tissue  thromboplastin  re- 
agent. Such  a preparation  was  perfected  in  1938. 5 
In  this  reaction,  the  tissue  thromboplastin  re- 
places the  clotting  factor  in  platelets  as  well  as 
factors  VIII  and  IX,  thus  explaining  why  the  pro- 
thrombin time  is  normal  in  thrombocytopenia  and 
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EJTRINSICi 

[TISSUE  THROMBOPLASTIN  ♦ V*VII-*I*C*]  ♦ PROTHROMBIN  - THROMBIN 
INTRINSIC! 

PlJtTELE^^ 

[INTRINSIC  THROMBOPLASTIN  ♦ V ♦ I ♦ C«]  ♦ PROTHROMBIN  - THROMBIN 

FIGURE  1.  Expanded  classical  or  Morawitz  theory  of 
blood  coagulation  consisting  of  two  independent  phas- 
es: extrinsic  in  which  tissue  thromboplastin  and  factor 

VII  are  needed,  and  intrinsic  in  which  the  thromboplas- 
tin is  generated  from  a platelet  factor  and  factors  VIII 
and  IX. 

K(diet) K (stored) 


(liver)  /£K  + D /CD  + K 


/€  = Apoenzyme 
K = Vitamin  K 
0 « Bishy  droxycoumarin 

FIGURE  2.  Interaction  of  vitamin  K and  its  antagonist, 
bishydroxycoumarin.  The  enzyme  system  to  which  vita- 
min K supplies  the  functioning  component  is  needed  for 
the  synthesis  of  prothrombin,  factors  VII,  IX  and  X. 
Bishydroxycoumarin  and  related  drugs  act  by  replacing 
vitamin  K in  active  enzyme. 

in  hemophilias  A and  B.  But  of  great  signifi- 
cance, factor  VII  is  needed  as  a cofactor  for  tissue 
thromboplastin,  whereas  this  factor  is  not  needed 
for  the  normal  or  intrinsic  clotting  of  blood. 
Since  acetone-dehydrated  rabbit  brain  furnishes 
a stable  and  potent  thromboplastin  with  constant 
activity,  but  one  totally  devoid  of  factor  VII,  it 
serves  as  the  ideal  reagent  in  the  one-stage  pro- 
thrombin test  for  sensitively  measuring  the  con- 
centration of  factor  VII. 

Factor  VII  is  a unique  agent  in  hemostasis.  It 
is  apparently  completely  dispensable  in  normal 
coagulation,  yet  patients  with  a hereditary  lack  of 
factor  VII  have  a serious  bleeding  state.6  In  such 
a patient,  all  known  clotting  tests  are  normal  with 
the  sole  exception  of  the  one-stage  prothrombin 
time.  It  happens  that  in  both  vitamin  K deficien- 
cy and  after  the  administration  of  bishydroxycou- 
marin, it  is  factor  VII  which  is  reduced  most,  and 
this  is  most  likely  responsible  for  the  bleeding  oc- 
curring in  vitamin  K deficiency  and  after 
bishydroxycoumarin  is  administered. 

What  the  one-stage  prothrombin  time  actually 
monitors  is  the  factor  VII  level,  thereby  serving  to 
keep  it  in  the  safety  range.  Through  experience, 


FIGURE  3.  Vitamin  K deficiency  and  coumarin  drugs 
depress  prothrombin  and  factor  VII  production  De-  > 
pression  of  two  clotting  factors  runs  parallel,  but  factor  | 
VII  is  reduced  to  a lower  level. 

it  has  been  found  that  when  the  prothrombin  time 
is  not  increased  beyond  twice  the  normal  rate,  the 
incidence  of  bleeding  is  minimal.  It  is  to  be  em-  I 
phasized  that  the  one-stage  test  is  not  a direct  j 
measure  of  the  therapeutic  range.  Such  a value  i 
at  the  present  state  of  knowledge  remains  unob-  | 
tainable  by  this  or  any  other  method.  Headway  s 
against  the  Charybdis  of  thrombosis  and  the  Scyl- 
la  of  hemorrhage  has  always  been  slow  and  con-  i 
tinues  to  be  hazardous  and  uncertain. 

Pharmacology  of  oral  anticoagulant  drugs 

The  complex  nature  of  the  pharmacologic  ac- 
tion of  the  coumarin  and  phenindione  drugs  is 
best  presented  by  means  of  a diagram  to  summa- 
rize the  basic  overall  mechanism  (Fig.  2).  The 
center  of  the  diagram  is  At,  K,  the  symbol  of  an 
enzyme-complex  to  which  the  liver  has  presum-  I 
ably  contributed  the  apoenzyme  AZ  and  vitamin 
K has  supplied  the  prosthetic  group  K which  con-  i 
tains  the  nucleus  2-methyl-l, 4-naphthoquinone. 
What  the  actual  action  of  this  enzyme  is  remains  . 
hypothetical,  but  strong  evidence  has  been  ob-  I 
tained  that  it  is  part  of  a redox  (oxidation-reduc-  I 
tion)  system  concerned  with  mitochondrial  oxida-  1 
tive  phosphorylation,  which  I have  previously  ( 
summarized.7-9  What  is  known  with  certainty  is 
that  this  mechanism  is  necessary  for  the  produc- 
tion of  at  least  four  established  factors,  usually  ' 
designated  with  a Roman  numeral.  These  factors 
are  II,  VII,  IX,  and  X.  When  the  apoenzyme  ac- 
tivity is  reduced,  all  four  factors  diminish,  but  to 
varying  degrees.  Factor  IX,  which  is  the  clotting 
agent  lacking  in  hemophilia  B,  is  reduced  so 
slightly  that  it  need  not  be  discussed.  Factor  VII 
is  reduced  most,  whereas  prothrombin  also  drops, 
but  much  less,  and  and  a striking  parallel  between 
the  reduced  prothrombin  and  factor  VII  levels  is 
observed  (Fig.  3).  The  simplest  explanation  for 
these  curves  is  that  a reduced  apoenzyme  activity 
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FIGURE  4.  Antagonistic  influence  of  stored  vitamin  K in 
tissues  to  action  of  bishydroxycoumarin.  As  storage  of 
vitamin  K steadily  decreased,  as  result  of  cholecystone- 
phrostomy,  the  effectiveness  of  the  constant  dose  of  1 
mg.  per  kilogram  of  body  weight  steadily  increased. 

depresses  the  production  of  all  equally,  but  the 
level  of  each  in  the  plasma  depends  on  the  meta- 
bolic turnover.  Because  factor  VII  has  the  high- 
est metabolic  consumption,  its  concentration  in 
the  blood  becomes  the  lowest  and  is  much  more 
reduced  than  the  level  of  prothrombin  which  has  a 
lower  rate  of  metabolic  turnover. 

The  most  obvious  cause  for  a loss  of  apoenzyme 
K activity  is  the  lack  of  vitamin  K.  My  asso- 
ciates and  I10  have  determined  that  the  required 
daily  maintenance  dose  of  an  adult  dog  is  0.5 
gammas  per  kilogram  of  body  weight.  On  this 
basis,  an  adult  man  requires  approximately  350 
gammas  a day  and,  therefore,  300  mg.  which  is 
the  size  of  an  aspirin  tablet  theoretically  would 
supply  his  needs  for  nearly  twenty  years.  Despite 
this  very  minute  required  maintenance  dose,  vita- 
min K deficiency  does  occur  and  does  influence 
the  second  cause  of  reduced  apoenzyme  K activity 
that  is  brought  about  by  oral  anticoagulants. 

The  basic  action  of  an  oral  anticoagulant  such 
as  bishydroxycoumarin  is  in  replacing  the  pros- 
thetic radical  supplied  by  vitamin  K in  apoen- 
zyme K with  an  inactive  group,  thereby  dimin- 
ishing the  activity.  As  illustrated  in  the  diagram, 
this  is  a reversible  reaction,  and  its  direction  is 
governed  by  the  concentrations  of  K and  D.  This 
action  was  cogently  illustrated  by  an  experiment 
which  my  associate  and  I performed  over  twenty 
years  ago  (Fig.  4). 11  We  found  that  1 mg.  of 
bishydroxycoumarin  per  kilogram  of  body  weight 


DIGUMAROL:  Effect  of  a Single  Dose 

FIGURE  5.  Effect  of  increasing  progressively  amount 
of  single  dose  of  bishydroxycoumarin  on  decrease  of 
prothrombin  activity  and  duration  of  effect 

in  a well-fed  dog  produced  a slightly  transitory 
prolongation  of  the  prothrombin  time,  but,  after 
the  vitamin  K store  of  his  body  was  depleted,  this 
same  minute  dose  of  bishydroxycoumarin  so  in- 
creased the  prothrombin  time  that  vitamin  Ki 
had  to  be  injected  to  save  the  animal.  The  re- 
verse is  equally  striking.  When  the  loading  dose 
is  progressively  incremented,  the  speed  with 
which  the  prothrombin  time  increases  and  the  du- 
ration of  the  effect  are  progressively  lengthened. 
(Fig.  5). 12 

On  these  observations,  it  can  be  concluded  that 
the  basic  factors  in  determining  the  physiologic 
and  pharmacologic  actions  of  the  coumarin  and 
phenylindanedione  drugs  are:  (1)  the  amount  of 

stored  vitamin  K in  the  body,  (2)  the  affinity  of 
the  drug  for  the  apoenzyme  or,  as  clothed  in  cur- 
rent phraseology,  the  enzyme-binding  power,  and 
(3)  the  rate  of  the  catabolism  of  the  drug  needed 
for  its  inactivation  and  excretion.  These  facts 
are  self-evident  and  are  established  by  actual  ex- 
perimental findings,  but  misunderstanding  arises 
when  certain  facts  are  not  fully  considered. 

The  first  is  the  lack  of  a specific  definition  of 
vitamin  K.  The  most  satisfactory  one  that  can  be 
offered  is  as  follows:  vitamin  K is  any  compound 
that  supplies  the  chemical  nucleus  2-methvl-l,4- 
naphthoquinone  to  the  organism.  According  to 
this  definition,  vitamin  Ki  from  green  plants,  and 
vitamin  K2  from  various  bacteria,  and  the  simple 
synthetic  compound  menadione  are  all  vitamin 
Ks,  and  each  will  prevent  vitamin  K deficiency 
when  that  animal  is  kept  on  a vitamin  K-free  diet. 
It  must  be  pointed  out  that  when  these  com- 
pounds are  administered  to  reverse  the  effect  of 
bishydroxycoumarin,  vitamin  K > is  exceedingly  ef- 
fective, whereas  menadione  gives  a very  poor  re- 
sponse. In  this  instance,  it  is  vitamin  K that  is 
competing  for  the  enzyme-binding  site  that  is 
occupied  by  D,  the  bishydroxycoumarin-activated 
radical. 

It  should  be  kept  in  mind  that  a drug  such  as 
bishydroxycoumarin  is  not  directly  the  antagonist 
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of  vitamin  K,  but  that  it  must  undergo  metabolic 
changes  before  it  can  compete  for  the  binding  site 
on  apoenzyme  K.  Thus,  it  is  ineffective  in  the 
chick  even  when  administered  intravenously,  be- 
cause the  chick  lacks  the  mechanism  to  convert 
the  drug  to  the  active  derivative  that  does  the  ac- 
tual competing  to  replace  K from  apoenzyme  K.13 
Sometimes,  such  resistance  to  bishydroxycoumar- 
in  is  also  encountered  in  man  and  is  hereditary.14 
Apparently,  in  such  individuals,  as  in  the  chick, 
there  is  a lack  of  a mechanism  to  convert  bishy- 
droxycoumarin  to  this  actively  competing  deriv- 
ative. 

It  is  also  likely  that  the  drugs  which  reduce  the 
activity  of  the  coumarin  anticoagulants  do  so  by 
blocking  an  enzymatic  mechanism  that  the  body 
needs  to  convert  the  coumarin  anticoagulant  to 
this  active  stage. 

It  will  not  be  necessary  to  discuss  these  drug  in- 
teractions because  much  is  theory  and  much  is 
speculation.  What  is  important  is  that  such 
changes  can  be  sensitively  measured  by  the  one- 
stage  prothrombin  time.  Whenever  a patient  on 
oral  anticoagulant  therapy  is  given  a new  drug  or 
has  his  diet  changed,  the  effect  should  be  carefully 
followed  by  daily  prothrombin  times.  Otherwise, 
subtle  changes  from  drug  interaction  would  re- 
main undetected. 

It  should  also  be  mentioned  that  the  detoxica- 
tion mechanisms  are  not  the  same  in  all  animals. 
Thus,  ethyl  biscoumacetate  (Tromexan)  is  a weak 
anticoagulant  in  man,  but  in  the  dog  it  is  a much 
more  potent  drug  due  to  a different  detoxication 
mechanism.15 

Heparin 

Based  on  the  concept  that  blood  clotting  can 
best  be  expressed  by  an  expanded  Morawitz  theo- 
ry, the  following  scheme  has  been  developed  (Fig. 
6).  The  reaction  is  initiated  by  the  liberation  of  a 
minute  quantity  of  platelet  clotting  factor  (pcf) 
which  is  more  commonly  called  platelet  factor  3. 
Following  the  liberation  of  platelet  clotting  fac- 
tor, tissue  thromboplastin  is  generated  and  this, 
with  factors  V and  X and  calcium,  brings  about 
the  conversion  of  prothrombin  to  thrombin  which 
then  converts  fibrinogen  to  fibrin.  The  thrombin 
is  its  own  autocatalvst.  By  causing  more  plate- 
lets to  undergo  viscous  metamorphosis,  more 
platelet  clotting  factor  reacts  with  factors  VIII  and 
IX,  thus  setting  up  a chain  reaction.  The  oral 
anticoagulants  act  by  depressing  certain  clotting 
factors  such  as  prothrombin  and  factor  X,  thereby 
diminishing  the  quantity  of  thrombin  generated. 
Obviously,  the  action  of  the  oral  anticoagulants 
is  indirect. 

In  marked  contrast,  heparin  acts  directly. 
Heparin,  with  a cofactor,  neutralizes  thrombin 
before  it  can  act  on  fibrinogen.  By  inactivating 
thrombin,  heparin  stops  the  autocatalytic  clotting 
reaction,  thereby  preventing  platelet  adherence 


PLATELETS 


FIGURE  6.  Expanded  Morawitz  coagulation  mecha- 
nism. Generated  thrombin  acts  as  its  own  autocatalyst 
by  acting  on  platelets  to  make  available  their  clotting 
factor  to  react  with  factors  VIII  and  IX  to  produce  more 
intrinsic  thromboplastin. 


and  aggregation.  Heparin  is  the  ideal  anticoagu- 
lant because  it  does  not  interfere  with  the  basic 
hemostasis  of  the  microcirculation  which  depends 
on  vasoconstriction,  and  it  does  not  require  either 
a coagulation  mechanism  or  platelet  aggregation. 

By  depressing  both  coagulation  and  platelet  ad- 
hesion, heparin  prevents  intravascular  clotting 
and  thrombosis  and  therefore  permits  extracorpo- 
real circulation  to  be  maintained  which  is  the 
basic  requisite  in  cardiac  and  vascular  surgery.  It 
is  heparin  which  has  contributed  significantly  to 
the  amazing  success  in  this  field  of  surgery. 

Summary 

The  objective  of  anticoagulant  therapy  is  to 
prevent  thrombosis,  a process  that  is  directly  or 
indirectly  dependent  on  intravascular  coagulation. 
To  attain  this  objective,  agents  are  employed 
which  either  reduce  the  production  of  thrombin  or 
promptly  inactivate  it.  The  oral  anticoagulant 
drugs  are  vitamin  K antagonists,  thereby  de- 
pressing the  synthesis  of  at  least  four  established 
clotting  factors:  II,  VII,  IX,  and  X.  Of  these  fac- 
tors, VII  is  depressed  most,  and  its  lack  causes 
bleeding.  The  one-stage  prothrombin  time  sensi-  • 
tively  measures  the  concentration  of  factor  VII 
and  therefore  serves  as  the  means  to  prevent  re- 
ducing the  concentration  of  this  factor  below  the 
hemorrhagic  level.  This  allows  the  maximal  re- 
duction of  prothrombin  and  factor  VII  consistent 
with  safety  from  hemorrhage. 

Heparin  is  the  only  clinically  suitable  agent 
that  inactivates  thrombin  directly  and  promptly, 
thereby  inhibiting  thrombosis,  yet  not  compro- 
mising hemostasis  by  interfering  with  the  staunch- 
ing mechanism  of  the  microcirculation. 

The  Medical  College  of  Wisconsin 
561  North  Fifteenth  Street 
Milwaukee,  Wisconsin  53233 
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Wilms’  tumor  has  long  been  recognized  as  one  of 
the  major  neoplasms  of  children.  It  had  been  de- 
scribed by  many  nineteenth  century  physicians 
because  of  its  obvious  malignant  nature,  its  pro- 
gression to  large  sizes,  and  its  (then)  invariably 
fatal  prognosis.  In  1899  Max  Wilms  published  an 
extensive  monograph  on  the  “nephroblastoma,” 
and  since  this  work  his  name  has  been  associated 
with  the  neoplasm.  Not  until  the  past  decade, 
however,  did  the  most  effective  advances  occur  in 
the  therapy  of  Wilms’  tumor.  This  is  illustrated 
by  the  two  following  contrasting  cases  (Fig.  1). 

Case  reports 

Case  1.  In  1941  a three-and-a-half-year-old  female 
was  admitted  to  the  urology  service  of  the  Babies  Hos- 
pital with  a Wilms’  tumor  localized  in  the  left  kidney. 
She  underwent  a nephrectomy.  Three  months  postop- 
eratively  she  was  noted  to  have  pulmonary  metastases, 
and  eight  months  following  surgery  she  was  dead  with 
disseminated  metastatic  disease. 

Case  2.  By  contrast,  in  1969,  a three-year-old  boy 
was  admitted  to  the  urology  service  of  the  Babies  Hos- 
pital with  a Wilms’  tumor  of  the  left  side  which  was  lo- 
cally invading  the  perinephric  fat.  He  also  had  bilat- 
eral pulmonary  metastases.  He  underwent  a radical 
nephrectomy,  followed  by  irradiation  to  the  local  tumor 
bed  and  irradiation  to  both  lungs.  He  then  underwent 
cyclic  chemotherapy  for  fifteen  months  with  both  acti- 


FIGURE  1.  Contrasting  cases  with  Wilms  tumor 
treated  before  and  after  inception  of  current  therapeutic  ,> 
program. 

nomycin  D and  vincristine.  Today,  three  years  post 
nephrectomy,  he  is  alive  with  no  evidence  of  disease. 
The  point  emphasized  is  that  prior  to  the  past  decade 
most  children  with  Wilms’  tumor  died.  Today,  as  il- 
"lustrated  by  the  second  case,  even  children  with  ad-  '! 
vanced  stages  of  Wilms’  tumor  dissemination  still  have 
a chance  to  survive. 

The  notable  success  of  programs  of  surgery  i 
combined  with  adjunctive  chemotherapy  and  ra- 
diotherapy has  been  encouraging.  Each  individu- 
al stage  in  the  clinical  progression  of  Wilms’  i 
tumor  requires  a different  combination  of  empha-  . 
sis  from  among  the  three  basic  therapeutic  modal- 
ities of  surgery,  irradiation,  and  chemotherapy. 
Determination  of  the  exact  balance  of  these  ele- 
ments relevant  to  each  individual  stage  is  impor- 
tant because  of  concern  for  the  untoward  late  ef-  i 
fects  of  treatment  in  children,  and  this  has  led 
many  investigators  to  attempt  to  define  the  mini-  ' 
mum  effective  therapy.  This  is  the  goal  of  the 
National  Wilms’  Tumor  Study,  organized  in  1968, 
with  whom  we  are  cooperating  in  this  venture.1 

Method  and  material 

In  the  urological  research  laboratory  at  Colum- 
bia University,  an  animal  model  has  been  utilized 
to  study  the  basic  biology  of  Wilms’  tumor  and  to 
test  its  response  to  various  applicable  therapeutic 
modalities  and  combinations  thereof.  This  con- 
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Striking  advances  have  been  made  in  the  therapeu- 
tic management  of  Wilms’  tumor  in  the  past  dec- 
cade.  Today  even  children  with  advanced  signs  of 
metastatic  disease  have  a chance  for  survival. 
Basic  studies  on  a naturally  occurring  tumor  in  rats, 
which  is  similar  to  human  Wilms’  tumor  both 
morphologically  and  pathophysiologically,  have 
demonstrated  the  clear-cut  therapeutic  advantage 
of  the  combination  of  actinomycin  D and  irradiation 
in  this  disease  process.  These  results  can  be  trans- 
lated into  the  clinical  management  of  human 
Wilms’  tumor.  Further  research  remains  to  be 
done  concerning  the  immunologic  aspects  of  Wilms’ 
tumor. 


FIGURE  2.  (A)  Human  Wilms'  tumor.  (B)  Animal 

Wilms'  tumor.  Note  histologic  similarity  and  separation 
of  stromal  and  epithelial  components.  (C)  Pulmonary 
metastasis  of  rat  Wilms'  tumor.  Note  primitive  tubule- 
like pattern. 

sists  of  a naturally  occurring  Wilms’  tumor  dis- 
covered in  an  inbred  strain  of  rats  by  Jacob  Furth, 
M.D.  The  tumor  does  not  require  the  adminis- 
tration of  either  exogenous  carcinogens  or  immu- 
nosuppressants to  stimulate  its  growth,  and  like 
human  Wilms’  tumor,  demonstrates  a preference 
to  metastasize  to  the  lungs.  Histologically,  the 
animal  form  is  identical  to  that  of  human  beings, 
showing  combined  epithelial  and  stromal  (mesen- 
chymal) elements  and  a tendency  to  form  abortive 
kidney  structures  such  as  tubules  and  pseudo- 
glomeruli (Fig.  2). 

The  neoplasm  has  been  serially  transplanted 
under  the  axillary  skin  of  many  generations  of  rats 
since  1969  by  Tomashefsky.2  His  technique  con- 
sists basically  of  the  aseptic  subcutaneous  intro- 
duction via  trocar  of  1 to  2-mm.  fragments  of 
tumor  tissue  under  the  axillary  skin  of  rats  of  the 
Furth-Wistar  strain  (Fig.  3A).  The  implants  es- 
tablish a vascular  supply  within  a few  days  but  no 
lymphatic  drainage  system;  metastases,  therefore, 
must  be  blood  borne.  Within  a time  span  as 
short  as  three  weeks  following  the  implantation  of 
the  tumor  tissue,  there  is  an  obvious  discernible 
local  growth  of  the  tumor  in  the  subcutaneous  po- 
sition. The  tumor  does  not  invade  musculature 
or  skin  until  it  is  very  large.  This  delayed  inva- 
sion is  similar  to  human  tumor,  which  grows  with- 
in its  capsule  for  some  time  before  invading  near- 
by tissue. 


The  length,  width,  and  depth  of  the  growing 
subcutaneous  implant  can  easily  be  measured 
with  calipers  (Fig.  3B).  The  volume  of  the  tumor 
is  then  calculated.  The  numerical  value  for 
tumor  volume  may  then  serve  as  a distinct  objec- 
tive parameter  of  response  to  varying  combina- 
tions of  therapeutic  agents  that  may  be  applied  to 
the  tumor. 

As  seen  in  Figure  4A,  regular  logarithmic 


FIGURE  3.  (A)  Technique  of  subcutaneous  tumor 

implantation.  (B)  Method  of  caliper  measurement  of 
tumor  mass  in  situ. 
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A 

GROWTH  OF  MURINE  WILMS 
(INEFFECTIVE  TREATMENT) 


B 

EFFECT  OF  X-RADIATION 


FIGURE  4.  (A)  Growth  of  tumor  with  and  without 

ineffective  therapy.  (B)  Pause  in  tumor  growth  after 
radiation  applied. 


growth  of  the  tumor  occurs  for  the  first  three 
weeks.  After  that  point  the  rate  of  growth  de- 
clines. One  group  of  rats  was  treated  with  a 
known  ineffective  test  substance.  Although  the 
absolute  size  of  the  tumors  in  the  two  groups 
might  have  differed  on  any  given  day  because  of 
inequities  in  the  initial  implants,  the  slopes  of  the 
growth  curves  were  parallel,  thereby  showing  no 
effect  of  treatment. 

Priestley,3  working  in  the  urology  laboratories  at 
Columbia  University,  studied  the  effects  of  varied 
combinations  of  chemotherapeutic  agents  and  ir- 
radiation on  the  Wilms’  tumor  animal  model.  In 
one  of  his  experiments,  tumor-bearing  rats  were 
exposed  to  600  r whole-body  irradiation  in  one 
dose.  The  transitory  shrinkage  effects  of  radia- 
tion alone  are  seen  in  Figure  4B,  and  this  was  the 
same  as  the  effects  seen  in  human  Wilms’  tumors. 
Various  combinations  of  actinomycin  D,  vincris- 
tine, and  irradiation  were  applied  to  rats,  and  a 
parallel  nontreated  control  group  was  maintained 
as  well.  Although  the  slopes  of  the  lines  of  acti- 
nomycin D and  vincristine  during  the  treatment 
period  appeared  parallel,  the  combination  of  acti- 


m3  volume  of  tumors 


FIGURE  5 Graph  of  volume  of  rat  tumors  from  in 
vivo  experiment  after  treatment  with  varying  combina- 
tions of  actinomycin  D (A),  vincristine  (V).  irradiation 
(R),  or  no  treatment  (C). 


FIGURE  6.  Rat  Wilms'  tumor  cells  in  tissue  culture 
(A)  Untreated  (B)  Treated  with  actinomycin  D 
Note  reduction  in  size  of  "treated"  nucleoli  with  devel- 
opment of  "nucleolar  halos"  around  each 

nomycin  D and  vincristine  produced  a greater  ef- 
fect than  either  drug  separately  (Fig.  5).  The 
most  acutely  effective  changes,  shown  by  the 
slopes  of  the  lines,  during  the  treatment  period, 
however,  were  produced  by  the  combination  of  ac- 
tinomycin D with  irradiation,  suggesting  their  su- 
periority as  a therapeutic  combination. 

Utilizing  tissue  cultures,  actinomycin  D was 
noted  to  halt  mitotic  activity  and  to  induce  a de- 
crease in  size  of  nucleoli  with  the  development  of 
clear  areas  or  “halos”  around  each  nucleolus  (Fig. 
6).  This  contrasted  with  the  untreated  Wilms' 
tumor  also  shown  in  Figure  6.  Actinomycin  D is 
known  to  block  deoxyribonucleic  acid-dependent 
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FIGURE  7.  Rat  Wilms'  tumor  in  tissue  culture  treated  by  irradiation,  with  formation  of  giant  cells,  both  mononucle- 
ar (A)  and  multinuclear  (B). 


FIGURE  8.  Rat  Wilms'  tumor  in  tissue  culture  treated  with  vincristine.  (A)  Cell  in  center  illustrates  metaphase 
arrest.  (B)  Multiple  micronuclei  also  develop  after  therapy. 
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FIGURE  9.  Graph  demonstrating  deoxyribonucleic  acid  determinations  of  rat  Wilms' tumor  in  tissue  culture  treated 
with  varying  combinations  of  actinomycin  D,  vincristine,  and  irradiation  in  addition  to  a control  group 


ribonucleic  acid  synthesis  and,  therefore,  all  pro- 
tein synthesis.  Since  the  nucleolus  is  the  primary 
site  of  ribonucleic  acid  synthesis,  changes  in  this 
region  of  the  cell  can  be  expected. 

Radiation  induces,  with  a gross  dose-related  re- 


sponse, the  formation  of  mononuclear  and  multi- 
nucleated  giant  cells,  which  are  no  longer  capable 
of  normal  mitotic  activity  and  only  vegetative 
growth  (Fig.  7). 

Vincristine  was  found  to  induce  a metaphase 
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arrest,  an  inability  to  demonstrate  normal  mitotic 
division,  and  the  formation  of  micronuclei,  which 
subsequently  degenerated  (Fig.  8). 

By  a completely  different  method  of  analysis, 
measuring  deoxyribonucleic  acid  values  of 
Wilms’  tumor  growing  in  tissue  culture,  the 
combination  of  actinomycin  D and  irradiation 
again  proved  to  be  the  most  effective  combination 
in  producing  cell  death,  as  determined  by  the  low- 
est deoxyribonucleic  acid  values  (Fig.  9).  This 
effect  continued  well  into  the  recovery  phase  and 
verified  the  finding  of  the  previous  in  vivo  method 
that  actinomycin  D and  radiotherapy  was  the 
most  effective  combination. 

Summary 

During  the  past  decade  striking  advances  have 
been  seen  in  the  therapeutic  management  of 
Wilms’  tumor.  Whereas  as  recently  as  ten  years 
ago  most  children  with  Wilms’  tumor  died,  today 
even  children  initially  presenting  with  symptoms 
and  signs  of  advanced  metastatic  disease  have  a 
chance  for  survival.  Basic  studies  on  a naturally 


AMA  committee  on  aging  presents 

The  AMA  Committee  on  Aging  is  presenting  a session 
to  be  given  at  the  AMA  annual  convention  on  “Rehabil- 
itating the  Stroke  Patient  in  the  Geriatric  Day  Hos- 
pital.” This  session  will  be  held  in  the  Ballroom  of  the 
Sheraton  Hotel,  New  York  City,  on  Tuesday,  June  26, 
1973,  from  9 am  to  12  noon. 

The  staff  of  the  Day  Hospital  at  the  Burke  Rehabili- 
tation Center,  White  Plains,  New  York,  will  present  a 
play  in  two  acts.  The  focus  of  the  drama  will  be  on  the 
psychosocial  problems  facing  a stroke  patient  and  his 
family. 

It  will  portray  episodes  in  the  rehabilitative  process 
within  a day  hospital  setting.  A series  of  vignettes  will 
highlight  the  treatment  in  action. 


occurring  tumor  in  rats,  which  is  quite  similar  to 
human  Wilms’  tumor  both  morphologically  and 
pathophysiologically,  have  demonstrated  the 
clear-cut  therapeutic  advantage  of  the  combina- 
tion of  actinomycin  D and  irradiation  on  this  dis- 
ease process.  These  results  can  be  directly  trans-  I 
lated  into  the  success  story  that  has  been  seen  in 
the  clinical  management  of  human  Wilms’  tumor. 
Further  research  remains  to  be  done  concerning 
the  immunologic  aspects  of  Wilms’  tumor  activity 
and  could  be  facilitated  by  the  cooperation  of  any  i 
clinician  who  would  be  willing  to  provide  us  with 
fresh  Wilms’  tumor  tissue  for  research  analysis. 

Babies  Hospital 
622  West  168  Street 
New  York,  New  York  10032 
(Dr.  Smith) 
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Live  dramatization  will  include  the  interrelated  roles 
of  the  disciplines  of  medicine,  nursing,  physical  therapy, 
occupational  therapy,  psychology,  social  service,  and 
speech  therapy  as  they  work  with  the  patient  and  family 
members  toward  the  goal  of  maximum  function  and 
adjustment  for  the  patient. 

Attendance  at  the  Seminar  is  acceptable  for:  Cate- 

gory No.  2,  American  Medical  Association  Physician’s 
Recognition  Award;  American  Academy  of  Family 
Physicians  (credit  applied  for);  Continuing  education 
credit  by  State  Board  of  Examiners  for  Nursing  Home 
Administrators  where  applicable. 

There  is  no  registration  fee  and  the  session  is  open  to 
all  health  professionals. 
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Pyogenic  Hepatic 
Abscess* 


Because  of  an  apparent  increase  in  cases  of  pyogenic 
liver  abscess  and  the  change  in  implicated  bacteria 
since  1965,  the  authors  update  clinical  analysis  of 
the  disease  by  a consideration  of  the  literature  and 
by  10  cases  personally  encountered.  Comparisons 
of  incidence,  etiology,  bacteriology,  clinical  signs 
and  symptoms,  and  treatment  are  presented. 
Relatively  minor  decreases  in  mortality  rates  since 
1938  indicate  that  despite  antibiotic  therapy  and 
new  diagnostic  techniques  hepatic  abscess  remains  a 
serious  clinical  disease. 
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Since  1965  we  have  noted  an  apparent  increase  in 
the  incidence  of  pyogenic  liver  abscess,  as  demon- 
strated by  10  cases  encountered  in  our  personal 
experience.  We  have  also  noted  that  the  spec- 
trum of  implicated  bacteria  has  recently  altered, 
with  a greater  proportion  of  patients  with  Bacter- 
iodes  infection.  Because  of  these  changes,  it  is 
worth  while  to  update  our  clinical  consideration  of 
this  disease  entity.  Certainly  the  diagnosis  of  py- 
ogenic liver  abscess  should  be  considered  for  all 
patients  with  fever  of  unknown  origin,  usually  ac- 
companied by  abdominal  discomfort.  The  appli- 
cation of  isotope  scanning  and  arteriography  now 
facilitates  an  accurate  preoperative  diagnosis. 
With  early  diagnosis,  appropriate  culturing,  and 
prompt  establishment  of  drainage,  we  may  antici- 
pate a better  prognosis.  The  present  report  re- 
views representative  studies  on  the  subject  pre- 
sented in  the  past  forty  years  in  addition  to  re- 
porting our  recent  personal  experience. 

Incidence 

The  average  age  of  patients  with  hepatic  ab- 
scesses in  200  collected  cases  was  forty-six 
years,1-5  and  the  average  age  in  the  authors’  cases 
was  fifty-two  years.  The  greatest  frequency  ap- 
peared in  the  six,  seventh,  and  eighth  decades  of 
life,  with  occasional  reports  of  high  incidences  at 
the  extremes  of  life.2,6 

Male  patients  were  affected  slightly  more  often 
than  females;  57.4  per  cent  of  the  cases  collected 

* This  study  was  supported  by  U.S.  Public  Health  Service 
Training  Grant  Tl-1004-06,  Clinical  Investigator  Training  Pro- 
gram, Department  of  Medicine,  University  of  Rochester 
! School  of  Medicine  and  Dentistry,  Rochester,  New  York. 


from  the  literature1  -5,7-  10  and  7 of  the  authors’  10 
patients  were  male.  Ochsner8  explained  this  ratio 
as  resulting  from  the  etiologic  factors  appearing 
more  often  in  men  than  in  women. 

Etiology 

Ochsner’s  19388  review  of  the  world  literature 
found  hematogenous  infection  via  the  portal  vein 
to  be  the  principal  cause  of  hepatic  abscesses,  ac- 
counting for  approximately  45  per  cent  of  cases. 
The  present  collective  review  reveals  that  chol- 
angitis has  supplanted  portal-vein  infection  as  the 
primary  cause  (Table  I).  This  observation  is 
corroborated  by  other  recent  studies. 4_6a112 
Schiff13  maintains  that  this  trend  is  due  to  a de- 
crease in  the  complications  of  suppurative  appen- 
dicitis as  a result  of  its  susceptibility  to  antibiotics 
and  to  an  increase  in  the  incidence  of  cholangitis 
in  older  people. 

Cryptogenic  or  idiopathic  causes  were  also 
found  to  be  prominent  (Table  I).  Several  authors 
have  offered  opinions  about  the  pathogenesis  of 
these  abscesses,  but  the  actual  mechanism  re- 
mains speculative.14-16  Hematogenous  infection 
via  the  hepatic  artery,  frequently  reported  as  re- 
sulting from  bacteremia  or  extensive  infections  in 


distal  areas  of  the  body,  also  accounted  for  a sig- 
nificant percentage  of  abscesses  (Table  I). 

TABLE  1.  Causes  of  pyogenic  hepatic  abscesses 

Collected  Series1-  4-  6- 

Authors’ 

, 7,  8,  10,  12, 

15,  22,  35-37 s 

Series 

Number 

Per  Cent 

Number 

Cause 

of  Cases 

of  Series 

of  Cases 

Cholangitis 
Hematogenous  via 

168 

31.6 

2 

portal  vein 
Hematogenous  via 

116 

21.8 

0 

hepatic  artery 

77 

14.5 

2 

Direct  extension 

27 

5.1 

0 

Cryptogenic 
Other  (includes 

117 

22.0 

4 

post- traumatic) 

27 

5.1 

2 

Total 

532 

100 

10 
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TABLE  II.  Bacteriology 


TABLE  III.  Clinical  manifestations 


Culture 

Collected  Series 
- — (345  reports) — . 

Per 

Number  Cent 

Authors’ 
Series 
(10  reports) 
Number 

Sterile 

41 

11.9 

0 

Escherichia  coli 

87 

25.5 

3 

Proteus  vulgaris 

39 

11.4 

0 

Aerobacter  aerogenes 

29 

8.5 

0 

Clostridium  welchii 

14 

4.1 

0 

Pseudomonas 

12 

3.5 

0 

Ps.  aeruginosa 

10 

2.9 

Ps.  pyocyaneus 

1 

0.3 

Other 

1 

0.3 

Staphylococcus 

56 

16.4 

4 

S.  aureus 

45 

13.1 

Coagulase 

positive 

1 

0.3 

Other 

10 

2.9 

Streptococcus 

65 

19.0 

1 

S.  fecalis 

18 

5.3 

S.viridans 

18 

5.3 

Hemolytic 

11 

3.2 

Gamma 

7 

2.0 

Beta 

3 

0.9 

Other 

18 

5.3 

Bacteroides  sp. 

3 

0.9 

3 

Hepatic  abscesses  frequently  resulted  from 
traumatic  injury.8  One  case  in  the  authors’  series 
was  due  to  familial  childhood  granulomatous  dis- 
ease, which  is  characterized  by  the  inability  of 
polymorphonuclear  lymphocytes  to  phagocytize 
foreign  material  with  subsequent  granuloma  for- 
mation around  the  still  viable  foreign  body. 

Bacteriology 

The  primary  bacteria  encountered  in  345  col- 
lected bacteriologic  reports  were:  Escherichia 

coli;  Streptococcus  sp.;  Staphylococcus  sp.,  main- 
ly S.  aureus;  Proteus  vulgaris;  Aerobacter  aero- 
genes;  Clostridium  welchii;  and  Pseudomonas  sp. 
(Table  II).  Of  this  group,  E.  coli,  Streptococcus 
sp.,  and  Staphylococcus  sp.  were  reported  most 
frequently.  S.  aureus  has  been  noted  on  several 


Clinical 

Manifestations 

- — Collected  Series — - 
Number 

Positive/  Per  Cent 
Total  Positive 

Authors’ 

Series 

Number 

Positive/ 

Total 

Fever 

129/151 

85.4 

9/10 

Chills 

134/192 

69.8 

5/10 

Hepatomegaly 

Abdominal 

75/113 

66.4 

8/10 

tenderness 

35/54 

64.8 

7/10 

Pain 

101/127 

79.5 

7/10 

Weight  loss 

36/46 

78.3 

2/10 

Vomit  or  nausea 
Abnormal  chest 

26/36 

72.2 

4/10 

findings 

33/80 

41.3 

5/10 

Jaundice 

56/212 

26.4 

1/10 

occasions  as  well  as  in  the  collective  review  (Table 
II).17'18  It  is  interesting  to  note  that  Bacteroides 
sp.  appears  to  be  an  insignificant  0.9  per  cent  in 
the  collected  series.  However,  Bacteroides  sp.  has 
been  cultured  in  a number  of  reports619-21  and 
also  in  33  per  cent  of  the  authors’  cases.  This  dis- 
parity may  be  due  at  least  in  part  to  the  gradual 
introduction  of  anaerobic  culturing  in  recent 
years.  For  example,  11.9  per  cent  of  the  collected 
cultures  were  sterile.  This  is  quite  low  compared 
with  earlier  reports815  and  also  probably  due  to 
better  culturing  methods  such  as  anaerobic,  as 
well  as  aerobic,  techniques.22,23  Less  frequently 
discovered  bacteria  in  the  collected  series  include 
Frielander’s  bacillus,  Diplococcus  pneumonia, 
Klebsiella  aerobacter,  anaerobic  Sphaerophorus,  s 
Alkaligenes  fecolis,  anaerobic  Fusobacterium,  Ar- 
throbacter  tumescens,  and  aerobic  enterococci. 

Clinical  manifestations 

The  signs  and  symptoms  associated  with  hepat- 
ic abscesses  usually  are  only  slightly  pathognomon- 
ic. Fever  was  almost  always  present  and  char- 
acteristic of  a septic,  “picket-fence”  fever.  Other 
prevalent  symptoms  included  chills,  abdominal 


TABLE  IV.  Laboratory  and  diagnostic  studies 



Authors’  10  Cases 

Collected  Series 

Number  of 

Number 

Abnormal 

Abnormal 

Laboratory  Study 

of  Cases 

(Per  Cent)  Average 

Cases 

Average 

White  blood  count 

166 

19,640  cells  per  cubic 

9 

22,000  cells  per  cubic  milli 

millimeter 

meter 

Hematocrit 

85 

34 

7 

32.7  mean  corpuscular  hemo 

globin  count 

Serum  glutamic  oxaloacetic 

9 

44.4 

6 

181.5  units  per  milliliter 

transaminase  ( >50) 

Sulfobromophthalein 

(>10  per  cent) 

6 

85.0 

Alkaline  phosphatase 

42 

83.3 

8 

12 . 5 Bodansky  units 

Serum  bilirubin  increase 

39 

52.5 

Icteric  index  increase 

7 

9.62  units 

Positive  roentgenogram 

49 

76.6 

7 

Isotope  scan 

12 

75.0 

7 
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R LAT 
LIVER 


B 

FIGURE  1 Radioisotope  scan  of  liver.  (A)  Anter- 
ioposterior demonstrating  abscess  in  upper  portion  of 
right  lobe.  (B)  Lateral  demonstrating  abscess  to  be  lo- 
cated posteriorly. 

tenderness,  pain  associated  with  the  abscess,  nau- 
sea or  vomiting,  and  weight  loss.  Hepatomegaly 
was  the  most  common  physical  finding  in  both  the 
collected  and  the  authors’  series.  Abnormal  chest 
findings  and  jaundice  were  encountered  less  often 
(Table  III). 

Hematologic  studies  indicated  leukocytosis  and 
mild  anemia  present  in  most  cases  (Table  IV). 
However,  Butler  and  McCarthy2  noted  that  pa- 
tients without  elevated  white  counts  were  subject 
to  increased  mortality  rates. 

Liver  function  test  results  were  not  diagnos- 
tically significant,  usually  demonstrating  only 
nonspecific  hepatic  dysfunction.  Neale  et  a/.24 
have  reported  that  liver  function  test  findings 


change  unspecifically  with  fever  of  unknown  origin 
and  therefore  may  be  misleading  in  differential  di- 
agnosis of  hepatic  abscesses.  The  collective  re- 
view and  other  groups  have  indicated  an  abnor- 
mally elevated  alkaline  phosphatase  in  many  in- 
stances (Table  IV). 7,25-27  In  addition,  the  au- 
thors’ cases  showed  hypoalbuminemia  and  an  in- 
crease in  the  icteric  index  to  be  common  findings 
(Table  IV). 

In  1926,  Pancoast28  reviewed  the  various  roentg- 
enologic observations  associated  with  hepatic  ab- 
scesses. The  diagnostic  importance  of  roentgeno- 
graphy is  stressed  by  the  occurrence  of  positive 
reoentgenologic  findings  in  over  three  quarters  of 
the  collected  cases  and  in  almost  two  thirds  of  the 
authors’  cases  (Table  IV). 

The  introduction  of  radioisotope  liver  scans  has 
greatly  aided  both  diagnosis  and  treatment  of 
liver  abscesses  (Fig.  1). 26-32  Several  investigators 
have  attributed  decreasing  mortality  rates  as  par- 
tially due  to  the  use  of  liver  scans. 6’22’33  Other 
procedures  which  have  been  used  to  supplement 
the  isotope  scans  are  ultrasonic  scanning  and  he- 
patic arteriography  (Fig.  2). 2,6,34 

Treatment  and  prognosis 

Approximately  half  of  141  collected  cases5’7,9’35 
and  8 of  the  authors’  10  cases  underwent  either 
percutaneous  or  surgical  abscess  drainage.  Surgi- 
cal drainage  was  the  procedure  of  choice  in  all  of 
the  authors’  cases.  However,  the  method  of 
drainage  is  still  subject  to  discussion.  McFadzean, 
Chang,  and  Wong7  obtained  striking  results  with 
percutaneous  aspiration.  On  the  other  hand, 
Ogden,  Hunter,  and  Rives9  condemned  this  proce- 
dure because  of  possible  peritoneal  contamination; 
they  favored  surgical  drainage. 

The  prognosis  for  drained  versus  undrained 
cases  both  in  the  collected  and  the  authors’  series 
clearly  indicates  the  importance  of  draining  the 
abscesses,  since  a high  mortality  rate  invariably 
accompanies  undrained  hepatic  abscesses  (Table 
V) .6.9.10,35,36  Since  multiple  abscesses  often  are  not 
amenable  to  drainage,  there  is  a correspondingly 
higher  mortality  rate  in  the  collective  review  and 
accompanying  the  authors’  cases  with  multiple 
abscesses,  compared  with  single  abscesses  (Table 
V). 

Conclusion 

The  total  mortality  rate  of  about  two  thirds  of 
the  patients  in  the  collected  series  and  about  one- 
half  in  the  authors’  series  unequivocally  demon- 
strates that  hepatic  abscesses  continue  to  be  a 
most  serious  clinical  entity.  A mortality  rate  of 
79.6  per  cent  in  the  1938  review  of  Ochsner,8  com- 
pared with  a mortality  rate  of  68.3  per  cent  in  this 
review,  suggests  that  the  advent  of  antibiotic 
therapy  and  new  diagnostic  techniques  have  only 
slightly  diminished  the  mortality  rate.  Evidence 
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FIGURE  2.  (A)  Arteriogram  demonstrating  paucity  of  arterial  supply  in  upper  portion  of  right  lobe  and  downward 

displacement  of  lower  vessels.  (B)  Hepatogram  phase  demonstrating  absence  of  radiopaque  in  right  upper  lobe. 


TABLE  V. 

Prognosis 

Collected  Series 

Authors’ 

Series 

Number 

Mortality 

Number 

Abscesses 

Dead /Total 

(Per  Cent) 

Dead/Total 

Single 

29/64 

45.3 

3/8 

Multiple 

37/48 

77.1 

2/2 

Drained 

28/73 

38.4 

3/8 

Undrained 

56/62 

90.3 

2/2 

Totals 

194/284 

68.3 

5/10 

in  the  collective  review  and  the  authors’  cases  in- 
dicates that  to  increase  the  survival  rate  for  pa- 
tients with  pyogenic  hepatic  abscesses,  earlier  rec- 
ognition, extensive  use  of  new  diagnostic  proce- 
dures, and  prompt  surgical  drainage  are  neces- 
sary. 
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Cardiogenic  shock,  as  defined  in  this  review,  is  a 
clinical  syndrome  of  hypotension  with  systolic 
pressure  less  than  90  mm.  Hg  or  30  mm.  Hg  lower 
than  the  previous  basal  level,  depressed  urinary 
output  of  less  than  20  ml.  per  hour  or  oliguria,  al- 
tered mentation,  and  evidence  of  poor  skin  perfu- 
sion, all  of  which  result  from  intrinsic  heart  dis- 
ease. Despite  both  significant  advances  in  mea- 
suring and  monitoring  myocardial  performance 
and  the  institution  of  coronary  care  units,  survival 
of  patients  with  CS  or  cardiogenic  shock  has  not 
been  appreciably  altered.  The  incidence  of  car- 
diogenic shock  after  acute  myocardial  infarction 
is  approximately  15  per  cent,  and  the  mortality 
rate  remains  high,  exceeding  90  per  cent.1  In  fact, 
survival  from  cardiogenic  shock  is  so  rare  that  this 
diagnosis  in  survivors  is  frequently  questioned. 
Cardiogenic  shock  may  be  due  to  (1)  acute  dimi- 
nution of  coronary  blood  flow,  for  example,  by  oc- 
clusion of  a major  coronary  vessel  usually  in  the 
presence  of  previous  myocardial  impairment;  (2) 
acute  change  in  mechanical  loading,  such  as  a 
ruptured  papillary  muscle,  interventricular  sep- 
tum, or  free  ventricular  wall;  or  (3)  end-stage 
myocardial  failure,  for  example,  one  of  the  car- 
diomyopathies. 

The  cardiogenic  shock  syndrome  associated 
with  acute  myocardial  infarction  will  be  consid- 
ered in  detail  in  this  review,  since  most  pertinent 
data  have  been  gathered  in  this  setting.  Recent 
advances  describing  the  pathophysiology  of  CS, 
the  determinants  and  evaluation  of  left  ventricu- 
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lar  performance,  and  myocardial  oxygen  con- 
sumption will  be  discussed. 

Thirty-five  years  ago,  Tennant  and  Wiggers2  N 
demonstrated  the  immediate  fall  in  developed 
tension  by  the  myocardium  acutely  deprived  of  its  1 
coronary  perfusion  (Fig.  1).  More  recently,  an 
animal  model  of  CS  has  been  studied  in  which 
mercury  is  selectively  injected  into  the  left  cir- 
cumflex coronary  artery.3  Resulting  infarction  of 
the  posterolateral  ventricle  immediately  halves  the 
CO  (cardiac  output).  The  rate  of  rise  of  pressure 
within  the  ventricle  (dp/dt)  and  arterial  pressure 
fall.  Heart  rate  rises,  thus  reducing  stroke  vol- 
ume and  stroke  work.  LVEDP  (left  ventricular 
end-diastolic  pressure)  rises  in  accord  with  a di- 
minished ejection  fraction.  Total  PVR  (peripher-  I 
al  vascular  resistance)  soon  rises  but  gradually  re- 
turns to  the  preinfarction  level.  These  studies  | 
suggest  that  the  responsible  event  for  reduced  seg- 
mental and  total  myocardial  strength  is  an  acute 
diminution  in  coronary  blood  flow. 

In  man,  similar  observations  have  been 
made.4M3  However,  there  is  by  no  means  complete 
agreement  concerning  the  hemodynamic  patterns 
of  CS  in  part  due  to  incomplete  data  but  primarily  ; 
resulting  from  the  considerable  biologic  variability 
of  many  parameters.13'15 

Cardiac  output,  stroke  work,  and  stroke 
volume 

Cardiac  output  in  patients  with  acute  myocar- 
dial infarction  is  usually  diminished,  as  are  cardi-  i 
ac  index  and  stroke  volume.16  28  Undetected  re- 
circulation of  contrast  medium,  which  may  occur 
during  the  measurement  of  CO  by  the  Stewart- 
Hamilton  indicator  dilution  technique,  may  alter 
the  calculated  values.17  In  the  presence  of  CS,  j 
the  Cl  is  significantly  reduced,18-24  and  values 
averaging  1.35  L.  per  minute  per  square  meter20  I 
through  2.98  L.  per  minute  per  square  meter  have 
been  recorded.22  A cardiac  index  of  less  than  2.3 
L.  per  minute  per  square  meter,  especially  in  as- 
sociation with  an  LVEDP  over  15  mm.,  has  been 
cited  as  prognostically  poor.  Since  patients  with 
other  forms  of  heart  disease  may  have  as  low  a 
cardiac  index  as  do  patients  with  CS,  depressed 
cardiac  output  is  apparently  but  a single  parame- 
ter in  a profile  of  altered  variables.23,24  In  addi- 
tion, not  all  patients  with  depressed  cardiac  indi- 
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FIGURE  1.  Left  ventricular  myograms  recorded  se- 
quentially after  ligation  of  left  anterior  descending 
branch  of  the  coronary  tree.  Graphs  A through  K cor- 
respond with  the  time  in  seconds  on  the  right.  An  up- 
ward deflection  (A-E)  indicates  shortening  and  down- 
ward deflection  (l-K)  represents  lengthening  of  involved 
myocardium.2 


ces  due  to  myocardial  infarction  necessarily  mani- 
fest clinical  shock. 

The  ability  of  the  left  ventricle  to  perform  SW 
(stroke  work)  is  severely  impaired  in  cardiogenic 
shock.  Basal  SW  less  than  20  Gm.-m  per  square 
meter  portends  a poor  prognosis,  while  SW  over 
55  Gm.-m  per  square  meter  BSA  per  beat  is  favor- 
able and  implies  survival.  A rise  in  SW  during 
plasma  volume  expansion  in  CS  is  also  associated 
with  an  encouraging  outlook.25  Current  evidence 
indicates  that  the  recovery  of  depressed  cardiac 
index  and  stroke  work  accompanies  clinical  im- 


provement during  the  natural  history  of  acute  myo- 
cardial infarction. 11,19,26 

Left  ventricular  pressures  and  function  in  CS 
have  recently  been  studied  in  man,  made  possible 
by  the  introduction  of  the  Swan-Ganz  floating 
catheter,27,29  and  bedside  retrograde  LV  (left  ven- 
tricular) catheterization  technique,  as  utilized  by 
Hamosh  and  Cohn22  and  collaborators.28  The 
Swan-Ganz  catheter  permits  “blind”  bedside 
catheterization  of  the  pulmonary  artery  with  the 
use  of  a small  balloon  at  the  tip.  The  catheter  is 
flow-directed  through  the  right  ventricle  and  into 
the  pulmonary  arterial  circuit  rather  than  fluo- 
roscopically  positioned.  Inflation  of  the  balloon 
allows  measurement  of  the  pulmonary  arterial 
“wedge”  pressure,  which  accurately  reflects  left 
ventricular  filling  pressure  in  the  absence  of  mitral 
valve  disease.  The  development  and  use  of  the 
Swan-Ganz  catheter  has  been  a significant  ad- 
vance in  monitoring  critically  ill  patients  with  CS. 
PAEDP  (pulmonary  artery  end-diastolic  pressure) 
rather  than  wedge  pressure  has  been  cited  as  re- 
liably reflecting  LVEDP  in  the  absence  of  mitral 
or  pulmonary  vascular  disease. 

LVEDP  is  usually  elevated  in  patients  with 
transmural  myocardial  infarctions.21'26,28,30"32 
Twenty-four  hours  after  clinical  evidence  of  myo- 
cardial infarction,  85  per  cent  of  patients  studied 
in  one  series  suffered  high  values  of  LVEDP.22  In 
uncomplicated  infarctions,  values  averaged  15 
mm.  Hg,  and  Cl,  SV,  and  SW  were  within  normal 
limits.  When  clinical  signs  of  congestive  heart 
failure  were  manifest,  LVEDP  averaged  29.9  mm. 
Hg,  Cl  was  at  the  lower  limit  of  normal,  but  SV 
(31.6  ml.  per  square  meter)  and  SW  (37.3  Gm.-m 
per  square  meter)  were  significantly  diminished  as 
well.21,22  In  patients  with  CS,  LVEDP  was  ele- 
vated (21.1  mm.  Hg)  but  to  a lesser  degree  than  in 
patients  with  signs  of  heart  failure.  However,  as 
mentioned  previously,  Cl  was  strikingly  impaired 
(1.59  L.  per  minute  per  square  meter),  as  was  SV 
(16.5  ml.  per  square  meter)  and  SW  (11.1  Gm.-m 
per  square  meter  in  this  group. 

In  another  series,  LVEDP  greater  than  28  mm. 
Hg,  or  LVEDP  over  15  mm.  Hg  in  conjunction 
with  a Cl  less  than  2.3  L.  per  minute  per  square 
meter  was  associated  with  uniform  mortality.21  A 
ventricular  filling  sound  (third  heart  sound  gallop) 
was  audible  in  patients  with  LVEDP  in  excess  of 
12  mm.  Hg.  Last,  patients  with  anterior  wall  in- 
farctions appeared  to  have  a poorer  hemodynamic 
profile  than  patients  with  inferior  wall  infarctions. 

The  value  of  LV  minute  work  as  a prognostic 
indicator  is  not  established.  Values  less  than  3 
Kg.-m  per  minute  have  been  held  95  per  cent  ac- 
curate in  predicting  mortality,33  but  this  impres- 
sion has  recently  been  contested.21 

Maintenance  of  CO  after  acute  myocardial  in- 
farction depends  to  a great  extent  on  the  contrac- 
tile ability  of  the  noninfarcted  myocardium.  In 
patients  with  acute  infarctions,  higher  values  of 
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LVEDP  correlate  with  rapid  heart  rates,  as  well 
as  with  lower  stroke  volume  and  stroke  work.  One 
may  therefore  regard  higher  left  ventricular  filling 
pressures  and  tachycardia  as  “compensatory” 
events  by  which  CO  is  defended.  The  relative 
contribution  of  endogenous  catecholamines  to 
these  phenomena  will  be  considered  later  in  this 
article. 

Left  ventricular  compliance 

Lower  LVEDP  in  patients  with  CS  after  acute 
myocardial  infarction  as  compared  with  higher 
values  in  patients  with  congestive  heart  failure 
may  be  explained  by  differences  in  left  ventricular 
compliance.*  It  has  already  been  mentioned  that 
CS  is  associated  with  a lower  Cl,  but  not  neces- 
sarily with  a higher  LVEDP,  than  patients  with- 
out shock.  However,  the  usual  hemodynamic  pat- 
tern of  CO  and/or  postmyocardial  infarction  in- 
cludes an  elevated  LVEDP.  The  significance  of  an 
elevated  LVEDP  is  now  being  reevaluated19,22’26,34,35 
both  during  angina36  and  experimental  myocardial 
infarction.37,38  Higher  LVEDP  values  could  result 
from  diminished  LV  distensibility  during  dias- 
tole.34 In  addition,  differing  compliances  of  the 
right  and  left  ventricles  may  be  responsible  for 
differing  filling  pressures  and  dissimilar  ventricu- 
lar function  curves.39,40  Recently,  LV  compliance 
in  man  has  been  evaluated  with  the  use  of  tech- 
niques established  in  the  dog.41  Although  the  di- 
astolic pressure-volume  function  (P  = f( V ) ) was 
not  defined,  the  instantaneous  rate  of  change  of 
diastolic  pressure  with  respect  to  diastolic  volume 
was  found  to  be  linear,  that  is,  dP/dV  = aP  + b, 
where  a is  the  slope  and  6 is  a constant  related  to 
ventricular  size  and  geometry.  Approximation  of 
dP/dV  and  P in  this  equation  enabled  calculation 
of  slope  a,  termed  the  “passive  elastic  modulus.” 
The  value  of  a is  independent  of  initial  ventricu- 
lar volume  and  is  predominantly  related  to  myo- 
cardial wall  stiffness. 

The  value  of  a progressively  increased  in  three 
groups  of  patients  studied:  normal,  “coronary  ar- 
tery disease,”  and  acute  myocardial  infarction.35 
Thus,  it  was  concluded  that  significant  changes 
in  LV  compliance  occurred  during  acute  myocar- 
dial infarction.  An  estimated  value  of  dP/dV  > 
0.5  mm.  Hg  per  cubic  centimeter  was  suggested  as 
an  accurate  prognostic  index  of  fatal  power  fail- 
ure. Further,  surgical  resection  of  an  area  of  stiff- 
ness, infarctectomy,  was  associated  with  a fall  in 
the  value  of  the  passive  elastic  modulus,  a.  In- 
creases in  ventricular  wall  stiffness  were  not  relat- 
ed to  the  level  of  end-diastolic  pressure,  since  a is 
also  independent  of  pressure.  Evidence  currently 
available  suggests  that  a may  be  independent  of 
LV  contractility  as  well.42 

While  no  serial  evaluations  of  LV  compliance 
during  the  course  of  myocardial  infarction  are 

* Compliance  may  be  defined  as  the  passive  diastolic  stiff- 
ness of  the  ventricle,  since  LVEDP  = f(LVEDV);  dP/dV,  then 
is  the  instantaneous  rate  of  change  of  LVEDP  with  respect  to 
LVEDV,  and.}  P/^V  is  an  approximation  of  dP/dV. 


available,  a previous  infarction,  by  history,  was 
not  associated  with  greater  wall  stiffness  in  the 
studies  cited.  It  is  frequently  mentioned  that  ob- 
struction of  a major  branch  of  the  left  coronary  ar- 
tery in  a previously  normal  ventricle  does  not 
commonly  result  in  CS.  The  observation  men- 
tioned previously  may,  therefore,  be  partly  ex- 
plained by  the  selection  of  patients  with  previous 
ventricular  fibrosis  who  succumbed  to  power  fail- 
ure. Milder  forms  of  ventricular  wall  stiffness  may 
be  reversible  to  the  extent  that  responsible  his- 
tologic features,  for  example,  edema  and  cellular 
infiltration,  are  reversible. 

Certain  assumptions  in  this  analysis  are  evi- 
dent; namely,  that  (1)  AP/AV  is  a valid  estimate 
of  dP/dV;  (2)  dP/dV  is  independent  of  ventricular 
filling  rate;  (3)  mitral  valve  and  left-atrial  contri- 
bution to  the  pressure-volume  curve  may  be  ne- 
glected; and  (4)  chamber  geometry  is  constant. 
Even  if  all  of  this  were  true,  ventricular  stiffness 
is  probably  not  homogeneous  throughout  the  en- 
tire ventricle.  Regional  variations  in  ventricular 
compliance  are  reflected  in  but  a single  overall 
value  for  a. 

Nonetheless,  these  considerations  represent  an 
important  conceptual  advance:  elevated  LVEDP 
may  not  be  synonymous  with  LV  failure  when 
LVEDV  (left  ventricular  end-diastolic  volume)  is 
not  also  increased.26,43  Moreover,  since  most  ven- 
tricular function  curves  plot  SV  against  LVEDP 
rather  than  LVEDV,  a false  impression  of  de- 
pressed LV  contractility  may  result  from  con- 
struction of  such  curves  for  noncompliant  left  ven- 
tricles (Fig.  2). 

Although  bedside  catheterization  of  the  LV  is  a 
relatively  safe  procedure,  the  value  of  continuous 
intraventricular  pressure  monitoring  in  acute 
myocardial  infarction,  with  and  without  CS,  re- 
mains unsettled.22,28,32,44  To  evaluate  this  prob- 
lem specifically,  the  following  parameters  were 
studied  in  14  patients  with  myocardial  infarction: 
calculated  Vce  (contractile  element  velocity), 
LVEDP,  maximum  dp/dt,  MAP  (mean  arterial 
pressure),  mean  isovolumic  dp/dt,  CO,  and 
SW.32  Surprisingly,  there  was  no  difference  in  Vce 
or  LVEDP  values  between  survivors  and  nonsur- 
vivors. Maximum  dp/dt  and  MAP  gave  good 
separation  at  respective  levels  of  approximately 
1,100  mm.  Hg  per  second  and  76  mm.  Hg  per  sec- 
ond. In  the  absence  of  mitral  valve  disease,  use 
of  the  Swan-Ganz  catheter  to  obtain  a wedge 
pressure  offers  an  opportunity  to  monitor  left  ven- 
tricular filling  pressure  satisfactorily.39,45  Unless 
a valid  wedge  pressure  cannot  be  obtained,  in- 
troduction of  a catheter  line  into  the  LV  would 
appear  relatively  unrewarding. 

Pulmonary  artery  systolic  pressure  may  be  ele- 
vated following  acute  infarction  in  man.46  The 
PAEDP  (pulmonary  artery  end-diastolic  pres- 
sure), however,  has  received  relatively  more  atten- 
tion. In  the  absence  of  pulmonary  vascular  or  mi- 
tral disease,  PAEDP  approaches  the  left  atrial 
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FIGURE  2.  A reduction  in  diastolic  ventricular  compli- 
ance (right  panel)  or  poor  left  ventricular  performance 
(left  panel)  may  result  in  displacement  of  ventricular 
function  curve  (upper  panel)  when  latter  is  plotted  using 
LV  filling  pressure  rather  than  volume.34 

pressure  under  given  circumstances.47'49  Since  re- 
cording PAEDP  is  technically  easier  than  record- 
ing LVEDP,  continuous  monitoring  of  PAEDP  in 
patients  with  CS  is  of  interest. 

Limitations  in  the  interpretation  of  PAEDP 
values,  however,  must  be  recognized.  The  corre- 
lation between  PAEDP  and  LVEDP  diminishes  as 
pulmonary  vascular  resistance  rises.50,51  An  ab- 
normal gradient  between  PAEDP  and  LVEDP 
may  be  sustained  by  mitral  stenosis,  even  with 
measured  pulmonary  vascular  resistance  nor- 
mal.21,32,52  In  the  presence  of  delayed  right  ven- 
tricular ejection,  for  example,  right  bundle-branch 
block,  the  PAEDP  may  continue  to  fall  below  left 
atrial  end-diastolic  pressure,  creating  a “reversed” 
gradient.52,53  A further  instance  in  which  PAEDP 
does  not  reflect  LVEDP  is  advanced  aortic  regur- 
gitation. Premature  closure  of  the  mitral  valve 
during  diastole  may  preclude  diastolic  equilibra- 
tion between  the  pulmonary  artery  and  left  ven- 
tricle in  this  entity.54  Elevations  in  LVEDP  can- 
not be  transmitted  across  the  closed  mitral  valve 
and  are  not  recorded  in  the  pulmonary  artery  cir- 
cuit.52,55 When  left  atrial  pressure  is  below  the 
pulmonary  capillary  “critical  closing  pressure,” 
approximately  <5  mm.  Hg,  a gradient  may  exist 
across  the  pulmonary  vascular  bed.  Recorded 
PAEDP  may  be  higher  than  LVEDP  under  these 
circumstances.52,56'58  Finally,  reduced  compliance 
of  the  pulmonary  vascular  bed59,60  and  variation  in 
pulmonary  blood  volume22,59  may  provide  other 
mechanisms  by  which  PAEDP  may  not  reflect 
LVEDP. 

Recently,  it  was  shown  that  in  chronic  left  ven- 
tricular dysfunction  the  LVEDP  may  exceed 
PAEDP,  and  at  rapid  heart  rates  PAEDP  may  be 
elevated  in  the  face  of  a normal  LVEDP,  perhaps 
because  of  a combination  of  the  aforementioned 
considerations.61,62 

Thus,  when  no  limiting  conditions  obtain, 
PAEDP  monitoring  is  a safe  and  useful  technique 


FIGURE  3.  A family  of  force-velocity  curves.  Shift  of 
the  curve  upward  and  to  the  right  reflects  improved 
ventricular  performance. 

permitting  assessment  of  left  ventricular  func- 
tion.21,35,49 Use  of  the  Swan-Ganz  catheter  to  ob- 
tain pulmonary  wedge  pressures  has  already  been 
mentioned.29,31,39,40,45  Since  measurement  of 
wedge  pressures  bypasses  a substantial  portion  of 
the  pulmonary  vascular  bed,  there  are  fewer  limi- 
tations precluding  wedge  pressure  correlation  with 
LV  filling  pressure. 

CVP  (Central  venous  pressure)  fails  to  correlate 
with  LVEDP.21,22,27,29,31,39,40,45,52,63  Since  CVP  re- 
flects right  ventricular  end-diastolic  pressure  and 
right  and  left  ventricular  function  curves  are  not 
identical,39  this  is  not  surprising.  Nevertheless, 
the  CVP  is  frequently  elevated  in  patients  after 
acute  myocardial  infarctions  and  CS. 64-66  Titra- 
tion of  plasma  volume  (expansion)  has  been  advo- 
cated for  CVP  <7  mm.  Hg  when  hypovolemia  is 
suspected.15,67'69  Recently,  however,  the  trend  has 
been  to  expand  the  intravascular  volume  for  LV 
filling  pressures  < 15  mm.  Hg  to  raise  CO  by  mov- 
ing the  LV  to  a higher  point  on  its  ventricular 
function  curve  (Starling’s  law).  The  reliability 
and  other  advantages  allowed  by  the  balloon- 
tipped  flow-directed  catheter  wedge  pressure 
monitoring  of  LV  filling  pressure,  rather  than 
using  CVP  lines,  appears  to  justify  the  additional 
technical  effort  required.70 

PVR  is  usually  elevated  in  shock  following  myo- 
cardial infarction,4,11-13,18,23,24,71-73  but  manifests 
considerable  variation.  Failure  of  peripheral  re- 
flexes may  account  in  part  for  absence  of  periph- 
eral vasoconstriction  in  a subgroup  of  patients 
with  CS.74  Increased  PVR  alone  in  the  absence  of 
any  alteration  in  inotropic  state  or  filling  pressure 
of  the  left  ventricle  may  depress  CO  (Figs.  3 and 

4) . 

Clinically,  patients  with  uncomplicated  myo- 
cardial infarctions  have  lower  PVR  values  than 
patients  with  complicating  heart  failure.  Further, 
patients  with  CS  may  have  normal  or  markedly 
elevated  values  of  PVR.  High  PVR  values  are  re- 
ported to  correlate  with  a poor  prognosis  (Fig. 

5) . 

Thus,  the  synthesis  of  available  hemodynamic 
data  for  CS  in  man  reveals  the  following  working 
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FIGURE  4.  Variation  in  Cl  and  contractility  during 
challenge  with  pharmacologic  agents.  Cl  does  not  al- 
ways follow  contractility  in  direction  and  magnitude  of 
change. 


constellation:  SV  1 , SW  | , Cl  1 , BP  | , and  pe- 

ripheral perfusion  I . The  1 heart  rate,  I PVR, 
and  i contractility  of  noninfarcted  ventricle  are 
secondary  to  catecholamine  release.  Clinically, 
evidence  of  low  perfusion  of  the  kidney  ( 1 urinary 
volume),  brain  (altered  mentation),  skin  (cold  and 
clammy),  and  muscle  (acidosis)  is  evident.  Lac- 
tate and  pyruvate  accumulate  with  an  altered 
ratio,  to  complete  the  CS  syndrome.  Thus,  a 
hemodynamic  “vicious  cycle”  is  sometimes  said  to 
exist  (Fig.  6). 

Function  of  other  organs  are  certainly  altered  in 
CS,  even  in  the  absence  of  overt  “complicating” 
features  (“medical”:  hyperviscosity,  pre-existing 

anemia,  dehydration,  or  electrolyte  imbalance; 
“surgical”:  ruptured  papillary  muscle  or  cordae 

tendinae, 75-79  akinesis, 80,81  and/or  aneurysm,82  rup- 
tured interventricular  septum,83  or  free  ventricular 
wall).84'85  Thus,  one  may  describe  a pathologic 
shock  lung,  shock  liver,  shock  kidney,  and  so 
forth. 

For  instance,  arterial  oxygen  pressure  may  be 
lowered  due  to  disturbed  ventilation-perfusion  ra- 
tios, venoarterial  shunting,  and  diffusion  defects 
in  the  “shock  lung.”86  90  Recognition  of  this  re- 
cently described  syndrome  (also  known  as  respira- 
tory distress  syndrome  in  the  adult,  traumatic  wet 
lung,  hemorrhagic  alveolitis  or  pulmonary  edema, 
post-traumatic  pulmonary  insufficiency,  conges- 
tive atelectasis,  and  postperfusion  lung)  is  impor- 
tant during  the  course  of  CS.  While  the  striking 
anatomic  pathologic  condition  of  shock  lung  is  rel- 
atively well  characterized,80'90  the  precise  sequence 
of  events  in  the  pathophysiology  remains  un- 
proved. The  most  constant  lesions,  alveolar 
microatelectasis  and  edema,  are  associated  with 
decreased  compliance  of  the  lung  (AV/AP)  and 
altered  ventilation-perfusion  ratios.91  These  func- 
tional changes  are  currently  thought  to  result 
from  changes  in  the  (1)  pulmonary  blood  flow,92 
(2)  pulmonary  microcirculation,  and  (3)  produc- 
tion of  surfactant  (Fig.  7).  Pulmonary  capillaries 
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FIGURE  5.  Peripheral  vascular  resistance  in  nonsur- 
vivors of  cardiogenic  shock  greater  than  in  survivors  in 
absence  of  exogenously  administered  pressors.21 
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FIGURE  6.  "Vicious  cycle"  of  cardiogenic  shock 
myocellular  hypoxia  depresses  left  ventricular  function 
to  affect  lung.  Impaired  pulmonary  oxygenation 
lowers  arterial  oxygen  content,  directly  decreasing  myo- 
cardial oxygen  supply. 


may  be  damaged  primarily  by  low  pulmonary 
blood  flow;  anoxia;  toxic  metabolites  and/or  en- 
zymes; vasoactive  peptides;  exaggerated,  auto- 
nomically-mediated,  pulmonary  vasoconstriction; 
and  as  yet  unidentified  agents.  Alternatively,  a 
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FIGURE  7.  Pathways  involved  in  genesis  of  "shock 
lung." 


primary  loss  of  surfactant,  the  substance  responsi- 
ble for  lowered  surface  tension  of  alveolar  walls  at 
air-liquid  interfaces,93,94  could  permit  alveolar  col- 
lapse.* Isotopic  turnover  studies  indicate  that 
phospholipid  synthesis  and  fatty  acid  incorpora- 
tion by  pneumocytes  are  impaired,  suggesting  de- 
fective surfactant  production. 

Correction  of  systemic  oxygen  deficiency  inter- 
rupts a “vicious  cycle,”  as  illustrated  in  Figure  4. 
Details  of  oxygen  therapy  in  CS  appear  else- 
where.95 

Not  only  may  arterial  oxygen  tension  be  di- 
minished by  the  mechanisms  already  outlined, 
but  central  venous  oxygen  tension  may  also  be 
subnormal.  Peripheral  venous  blood  flow  is  low 
in  CS. 13,96  Arteriovenous  oxygen  extraction  is  in- 
creased peripherally,6,9  and  tends  to  correlate  with 
clinical  severity.  Moreover,  if  red  cell  2,  3 diphos- 
phoglycerate  were  elevated,  thus  shifting  the  he- 
moglobin-oxygen dissociation  curve  to  the  right, 
oxygen-hemoglobin  would  deliver  more  oxygen  at 
each  oxygen  pressure  for  each  value  of  oxygen 
pressure.  Under  these  circumstances,  venous 

*The  LaPlace  relation  states  P = 2T/R,  where  P,  T,  and  R 
are  the  pressure,  tension,  and  radius  respectively  of  a sphere. 
For  equal  surface  tensions,  the  pressure  in  a smaller  sphere 
will  be  greater  than  in  a larger  one.  In  the  absence  of  the  sta- 
bilizing effect  of  surfactant,  it  is  thought  spheres  (alveoli)  with 
small  radii  (higher  pressures)  would  empty  into  alveoli  with 
greater  radii,  and  thereby  collapse. 


oxygen  tension  would  be  higher  than  expected 
from  the  degree  of  oxygen  extraction  evident. 
Metabolic  acidosis  temporarily  improves  oxygen 
release,  but  eventually  reduces  red  blood  cell  di- 
phosphoglycerate  content  reversing  the  gain 
achieved.  Finally,  failure  to  utilize  oxygen  in  pe- 
ripheral tissues  late  in  the  course  of  shock  may  re- 
sult in  elevated  venous  oxygen  tensions. 

Variation  in  blood  volume  during  the  course  of 
CS  remains  unclear.  Not  rarely,  the  blood  vol- 
ume may  fall  during  the  course  of  time,  although 
hypovolemia  is  not  present  in  the  majority  of  pa- 
tients with  CS. 15,69  Certainly  prior  use  of  diuret- 
ics and  enhanced  fluid  loss  (emesis,  diarrhea, 
hemorrhage,  and  so  forth),  may  account  for  hypo- 
volemia on  occasion.  A prolonged  catecholamine 
effect  may  also  result  in  hypovolemia.63  For  this 
to  occur,  systemic  capillary  hydrostatic  pressure 
would  necessarily  have  to  exceed  colloid  osmotic 
pressure.  In  addition,  pooling  of  blood  or  the 
presence  of  a “third  space”  (for  example,  ascites) 
may  decrease  the  “effective”  blood  volume  which 
is  not  easily  assessed  clinically.  It  is  important  to 
realize  that  capacity  of  elastic  regional  blood  ves- 
sels may  vary  independently  of  both  blood  volume 
and  total  peripheral  resistance.73  Last,  time 
maldistribution  of  the  contrast  medium  used  to 
measure  CO  might  artifactually  lower  measured 
CO.13,97 

Interest  in  the  pathology  of  coronary  lesions,  re- 
sponsible for  diminished  coronary  blood  flow,  has 
been  renewed.98,99  While  the  relation  between 
coronary  thrombosis  and  myocardial  infarction 
continues  to  be  debated,100'104  it  is  generally  ac- 
cepted that  extensive  myocardial  damage  is  usu- 
ally found  in  patients  with  CS.1  The  large  ven- 
tricular mass  involved  often  results  from  both  re- 
cent and  antecedent  injury.37  However,  CS  may 
occur  and  no  acute  occlusion  be  found  at  autop- 
sy.105 In  a recent  study  of  54  patients,  the  hearts 
of  three  groups  were  segregated  at  autopsy:  myo- 
cardial infarction  with  and  without  shock,  and 
shock  without  myocardial  infarction.106  All  20 
patients  with  shock,  but  only  1 of  14  without 
shock,  had  over  40  per  cent  of  the  left  ventricle 
destroyed.  Furthermore,  patients  with  CS 
showed  marginal  extension  of  their  recent  infarct, 
in  contrast  with  absence  of  extension  in  patients 
not  in  shock.  This  was  postulated  to  result  from 
diminished  coronary  perfusion  pressure.  Finally, 
hearts  from  patients  with  CS  frequently  demon- 
strated diffuse  areas  of  necrosis  in  both  ventricles. 

These  observations  quantitated  the  extent  of  in- 
farction found  in  patients  with  CS  who  did  not 
survive.  The  high  frequency  of  damage  from  old 
infarctions  implied  that  the  loss  of  functioning 
myocardium  was  additive.12  Focal  areas  of  necro- 
sis in  both  ventricles,  with  no  apparent  pattern, 
suggested  that  all  regions  of  myocardium  were 
equally  necessary  to  support  adequate  CO.  How- 
ever, all  patients  who  succumbed  to  CS  did  mani- 
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fest  apical  involvement.  Of  interest  in  this  regard 
is  the  reported  diffuse  nature  of  coronary  athero- 
sclerosis in  other  pathologic  series.99  107  The  his- 
tology of  marginal  extension  of  damage  in  patients 
with  CS  is  remarkably  similar  in  appearance  to 
that  associated  with  decreased  coronary  perfusion 
experimentally.72  108-114  The  relation  of  these  le- 
sions to  imbalance  of  myocardial  oxygen  supply 
and  demand  will  be  discussed  in  a later  section. 

The  observations  recorded  in  the  pathologic  se- 
ries described,  also  supported  the  impression  that 
the  severity  of  LV  power  failure  depends  quantita- 
tively on  the  degree  of  LV  damage.24  Theoretical- 
ly, the  “Starling  mechanism  of  compensation” 
(length-tension  curves  and  heterometric  compen- 
sation), would  be  expected  to  fail  when  an  area  of 
akinesis  exceeded  25  per  cent  of  the  LV  surface.115 
Destruction  of  40  per  cent  or  more  of  LV  is  indeed 
correlated  with  fatal  pump  failure,  as  found.106 

In  patients  with  CS  due  to  myocardial  infarc- 
tion and  atherosclerosis,  diseased  regions  of  the 
coronary  vessels  are  stiff  and  unable  to  dilate 
properly.  Current  evidence  indicates  that  the  ar- 
terioles in  areas  supplied  by  an  occluded  artery 
are  already  maximally  dilated116,117  due  to  hypoxia 
and  local  accumulation  of  metabolites.118,119 
Thus,  fixation  of  coronary  vascular  resistance 
renders  CBF  (coronary  blood  flow)  primarily  de- 
pendent on  central  aortic  pressure.  In  the  dog,  a 
third-order  equation  relating  CBF  to  MAP  was 
predicted  by  Baunwald72  and  is  similar  to  the  one 
actually  recorded  in  man  (Fig.  8).120,121,122 

As  mean  aortic  pressure  falls,  but  remains 
above  65  mm.  Hg,  CBF  is  somewhat  maintained 
on  the  flat  portion  of  the  curve.  Below  65  mm. 
Hg,  CBF  drops  sharply  on  the  steep  portion  of  the 
curve.  By  extrapolation,  the  “critical  closing 
pressure”  of  the  coronary  arterial  bed  is  calculated 
to  be  30  mm.  Hg.  Since  MAP  in  CS  may  range 
from  40  to  45  mm.  Hg,  which  is  close  to  the  criti- 
cal closing  pressure,  CBF  and  oxygen  available  to 
the  myocardium  (the  product  of  CBF  any  myocar- 
dial arteriovenous  oxygen  difference)  are  sensitive 
to  small  changes  in  aortic  pressure. 

1 Westchester  Avenue 
Pound  Ridge,  New  York  10576 

Abbreviations  used 

AMI  Acute  myocardial  infarction 

CS  Cardiogenic  shock 

CO  Cardiac  output 

LVEDP  Left  ventricular  end-diastolic  pressure 
PVR  Peripheral  vascular  resistance 

SW  Stroke  work 

SV  Stroke  volume 

LV  Left  ventricular 

PAEDP  Pulmonary  artery  end-diastolic  pressure 
Cl  Cardiac  index 

LVEDV  Left  ventricular  end-diastolic  volume 
Vce  Contractile  element  velocity  of  muscle 

Vmax  Intercept  of  the  force- velocity  curve  with  the 
velocity  axis 


FIGURE  8.  Curve  coronary  blood  flow  versus  mean 
arterial  pressure,  illustrating  pressure-dependency  of 
coronary  blood  flow.  Below  critical  closing  pressure, 
coronary  blood  flow  is  negligible.  From  40  to  75  mm 
Fig.  coronary  blood  flow  rises  rapidly,  while  for  arterial 
pressures  over  75  mm.  Fig,  coronary  blood  flow  does 
not  keep  pace.122 

MAP  Mean  arterial  pressure 

CVP  Central  venous  pressure 

CBF  Coronary  blood  flow 

MVO2  Myocardial  oxygen  consumption 
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Unilateral  Proptosis 
with  Loss  of  Vision 

Case  history 

Charles  J.  Hodge,  M.D.*:  This  forty-one- 

year-old  male  was  first  admitted  to  the  Upstate 
Medical  Center  with  a chief  complaint  of  de- 
creased vision  in  his  left  eye.  Two  years  ago  his 
eyesight  rapidly  diminished  within  a two-week  pe- 
riod and  continued  to  deteriorate  progressively 
thereafter.  During  the  last  year  the  eye  began  to 
bulge  outward.  The  bulging  was  unaffected  by 
either  coughing  or  sneezing.  Recently,  his  left 
eyelid  began  to  droop.  The  patient  also  gave  a 
history  of  having  suffered  innumerable  “sinus  at- 
tacks” and  complained  of  left  temporal  headaches 
of  six  months’  duration. 

Positive  physical  examination  findings  were 
limited  to  the  left  eye.  These  included  a moder- 
ate proptosis  which  would  not  be  reduced.  Visual 
acuity  was  severely  decreased  in  the  left  eye  (fin- 
ger counting  at  1 M.).  Target  screen  examination 
of  the  left  eye  demonstrated  a left  temporal  field 
defect  accompanied  by  a large  central  scotoma. 
Mild  optic  atrophy  was  noted.  Signs  of  partial 
left  third-cranial  nerve  palsy  were  present,  that  is, 
anisocoria,  mild  ptosis,  and  intermittent  lateral 
deviation  of  the  eyeball  at  rest.  The  left  pupil 
reacted  poorly  to  direct  light  stimulation,  but  the 
consensual  light  reflex  was  intact.  The  corneal 
reflexes  were  normal,  and  there  was  no  sensory 
i loss  over  the  face.  No  cranial  bruit  was  heard  nor 
facial  venous  congestion  observed. 

Results  of  laboratory  examination  including 
blood  count,  urinalysis,  electrocardiogram,  and 
chest  roentgenogram  were  normal.  Plain  skull 
roentgenograms  and  polytomograms  of  the  para- 
nasal sinus  and  orbit  were  obtained. 

* Guest  Editor,  Resident,  Department  of  Neurosurgery,  on 
! Neuroradiology  Rotation,  Upstate  Medical  Center.  Support- 
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Eugene  F.  Binet,  M.D.j:  The  first  roentgeno- 
gram included  for  review  is  a verticosubmental 
projection  from  the  plain  skull  series  (Fig.  1A).  It 
shows  the  presence  of  a large  soft-tissue  mass  pro- 
jected to  the  left  of  the  midline,  just  anterior  to 
and  encroaching  on  the  sphenoid  sinus.  The 
mass  is  bordered  by  what  appears  to  be  thinned- 
out  expanded  bone  (arrows).  The  normal  septa- 
tions  of  the  left  ethmoid  sinus  are  not  visible. 
The  shadows  of  the  vomer  and  left  superior  tur- 
binate are  identified  through  the  mass  and  appear 
uninvolved.  The  mass  is  in  intimate  relationship 
to  the  left  posterior  ethmoid  sinus  and  the  posteri- 
or part  of  the  left  orbit.  The  lateral  skull  roent- 
genogram from  the  same  series  demonstrates  pos- 
terior displacement  of  the  anterior  wall  of  the 
sphenoid  sinus  (Fig.  IB,  arrows).  The  floor  of  the 
sella  turcica  and  the  dorsum  sellae  are  normal. 
The  left  anterior  clinoid  process  is  deformed  and 
displaced  posteriorly.  The  optic  foramina  views 
demonstrate  a normal  right  optic  foramen  (Fig. 
1C).  The  left  optic  foramen  has  been  destroyed. 
The  deformed  and  displaced  left  anterior  clinoid 
process  is  also  seen  (arrows).  The  air  cells  of  the 
left  ethmoid  sinus  are  destroyed  (compare  with 
right  optic  foramen  view).  The  next  set  of  roent- 
genograms are  selected  exposures  from  the  hypo- 
cycloidal  polytomographic  study  (Fig.  2).  They 
include  polytomograms  from  the  anteroposterior, 
lateral,  and  base  projections.  They  show  the 
presence  of  a large  mass  arising  in  the  area  of  the 
left  posterior  ethmoid  sinus.  The  mass  has  ex- 
panded upward  into  the  anterior  cranial  fossa; 
downward  to  the  level  of  the  left  maxillary  an- 
trum and  left  nasal  fossa;  medially  across  the 
midline;  laterally  into  the  posterior  orbit;  and  for- 
ward into  the  anterior  ethmoid  sinus.  The  left 
ethmoid  air  cells  have  been  destroyed,  as  has  the 
left  optic  canal.  The  mass  is  surrounded  by  a 
thin  rim  of  bone.  Next  are  selected  magnified 
subtraction  films  from  a left  carotid  angiogram, 
arterial  phase.  They  include  anteroposterior,  lat- 
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eral,  and  base  projections  (Fig.  3).  They  show 
marked  bowing  of  the  ophthalmic  artery  around 
the  lateral  and  posterior  margin  of  the  mass  (ar- 
rows). The  cavernous  portion  of  the  left  carotid 
artery  is  displaced  posteriorly  and  laterally.  The 
anterior  cerebral  artery  is  elevated  and  minimally 
displaced  posteriorly  and  across  the  midline  by 
the  mass.  No  neovascularity  or  tumor  blush  is 
identified. 

The  radiographic  findings  are  those  of  a large 
mass  arising  in  the  area  of  the  posterior  ethmoid 
sinus.  The  mass  appears  to  be  benign  since  it  ex- 
pands instead  of  invading  bone.  It  is  not  vascular 
but  is  large  enough  to  displace  and  distort  adja- 
cent arteries.  It  has  invaded  the  orbit  and  de- 
stroyed the  optic  canal  but  probably  did  not  take 


FIGURE  1.  Roentgenograms.  (A)  Verticosubmental 
projection,  plain  skull.  Note  large  expanding  soft-tissue 
lesion  (arrows)  in  region  of  left  posterior  ethmoid  sinus. 
(B)  Lateral  skull,  same  series.  Anterior  sphenoid  wall 
displaced  posteriorly  (arrows).  (C)  Optic  foramina 

Right  optic  foramen  normal.  Left  optic  foramen  has 
been  destroyed.  Displaced  and  deformed  left  anterior 
clinoid  process  seen  (arrows). 


its  origin  in  either  of  these  two  locations.  The 
most  probable  diagnosis  is  posterior  ethmoid  mu- 
cocele. The  lesion  is  too  benign  appearing  to  be  a 
malignant  neoplasm  of  the  sinus.  It  does  not 
have  the  appearance  of  a primary  orbital  tumor  or 
an  optic  glioma.  A giant  aneurysm  of  the  carotid 
or  ophthalmic  arteries  is  excluded  by  the  angio- 
gram as  is  an  unusually  placed  angiofibroma  or 
glomus  tumor.  Other  possibilities  include  the 
rarely  occurring  primary  benign  bone  tumors  orig- 
inating in  this  area,  that  is  aneurysmal  bone  cyst, 
giant  cell  tumor,  and  osteoblastoma.  The  roent- 
genographic  featufes  of  these  tumors  are  some- 
what similar  to  this  lesion,  although  one  would 
expect  to  find  a vascular  component  to  these  tu- 
mors and  more  evidence  of  bone  involvement, 
such  as  irregular  margination,  septation  within 
the  lesion,  and  bone  destruction.  These  lesions 
are  also  far  more  common  in  a younger-age  group. 

Dr.  Binet's  diagnosis 

Posterior  ethmoid  mucocele , rule  out  primary 
benign  bone  tumor  of  postmedial  orbital  wall 
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Dr.  Hodge:  In  view  of  the  patient’s  markedly 

decreased  vision,  it  was  elected  first  to  decompress 
the  left  optic  nerve  via  a transcranial  extradural 
approach.  At  that  time  a biopsy  would  be  ob- 
tained, and  if  indeed  the  lesion  was  a mucocele  it 
would  be  marsupialized  into  the  maxillary  sinus 
using  a transantral  approach.  At  the  time  of  ini- 
tial surgery,  the  bony  roof  of  the  orbit  was  thinned 
and  displaced  upward  into  the  anterior  cranial 
fossa.  Posteriorly,  adjacent  to  the  left  anterior 
clinoid  process,  a 2-cm.  diameter  defect  in  the  or- 
bital roof  was  encountered.  Through  this  defect  a 
blue-gray  cystic  mass  protruded;  15  cc.  of  dark 
greenish  mucoid  material  were  aspirated  from  the 
cyst  and  a small  quantity  of  air  injected.  The 
cyst  was  enclosed  within  the  thinned,  expanded 
bony  walls  of  the  ethmoid  sinus.  These  bony 


FIGURE  2 Hypocycloidal  polytomography,  selected 
roentgenograms  from  (A)  anteroposterior,  (B)  lateral, 
and  (C)  base  projections.  Note  expansile  nature  of  le- 
sion and  presence  of  almost  intact  bony  margin  sur- 
rounding lesion. 

margins  were  partially  removed  allowing  the  orbi- 
tal contents  to  fall  back  into  place.  The  lesion 
was  biopsied. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  surgical 

specimen  consists  of  a few  irregular  fixed  frag- 
ments of  tissue  measuring  up  to  1 cm.  in  greatest 
dimension.  Microscopic  examination  of  these 
fragments  demonstrates  a fibrous  wall  without 
any  remaining  identifiable  lining  epithelium  over- 
lying  bony  fragments  which  show  numerous  ir- 
regular cement  lines  and  scalloping  of  the  margins 
(Fig.  4).  These  findings  are  suggestive  of  active 
remodeling  changes  of  resorption  and  new  bone 
formation.  The  histologic  picture  is  one  of  pres- 
sure atrophy  of  the  lining  epithelium  along  with 
reactive  bony  changes,  all  of  which  are  typical 
findings  of  a sinus  mucocele. 

Comment 

Dr.  Hodge:  At  a later  date,  the  mucocele  was 
drained  into  the  left  maxillary  sinus.  Postopera- 
tively,  the  patient  has  made  a good  recovery  with 
improvement  in  his  vision. 

Mucoceles  of  the  posterior  ethmoid  or  sphenoid 
sinuses  are  rare  causes  of  the  orbital  apex  syndrome 
but  should  be  considered  in  the  differential  diag- 
nosis of  unilateral  proptosis  accompanied  by  visual 
loss.  Lundgren  and  Olin1  and  Nugent,  Sprinkle, 
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FIGURE  3.  Left  internal  carotid  artery  angiogram  se- 
lected magnified,  subtracted  roentgenograms  from  (A) 
anteroposterior.  (B)  lateral,  and  (C)  base  projections. 
Note  displaced  ophthalmic  artery  (arrows).  No 
neovascularity  or  tumor  blush  identified. 


and  Moore2  have  reviewed  this  subject  extensively. 
Mucoceles  of  the  paranasal  sinuses  are  thought  to 
be  the  result  of  either  a cystic  malformation  of  the 
goblet  cell  glands  lining  the  sinuses  or  due  to  ob- 
struction of  the  sinus  orifice.  The  paranasal  sinus 
orifice  obstruction  is  most  often  secondary  to 


FIGURE  4.  Note  presence  of  fibrous  wall  without 
identifiable  lining  epithelium  with  overlaying  bony  frag- 
ments which  show  numerous  irregular  cement  lines  and 
scalloping  of  margins  (hematoxylin  and  eosin  stain). 
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chronic  inflammation  but  occasionally  results 
from  facial  or  basilar  skull  fractures.  Rarely,  a 
benign  tumor  may  obstruct  the  sinus. 

In  addition  to  presenting  signs  and  symptoms  of 
chronic  paranasal  sinus  obstruction,  patients  with 
posterior  ethmoid  mucoceles  often  display  the  or- 
bital apex  syndrome,  that  is,  varying  degrees  of 
involvement  of  the  third,  fourth,  and  sixth  cranial 
nerves  plus  involvement  of  the  ophthalmic  branch 
of  the  fifth  cranial  nerve.3  Typically,  the  neuro- 
logic signs  and  symptoms  associated  with  posteri- 
or ethmoid  mucoceles  are  rather  abrupt  in  onset. 
They  include  unilateral  or  bilateral  visual  loss, 
ptosis,  diplopia,  and  pain  radiating  to  the  ipsilat- 
eral  temporal  region.  The  accompanying  propto- 
sis may  be  aggravated  during  paranasal  sinus  in- 
fections. 

Differential  diagnostic  considerations  of  the  or- 
bital apex  syndrome  include  paranasal  sinus  neo- 
plasms, primary  bone  tumor  of  the  skull  base,  pi- 
tuitary tumors,  sphenoid  wing  meningiomas,  juve- 
nile angiofibromas,  optic  nerve  gliomas,  primary 
orbital  mass  lesions,  and  rarely  carotid  artery  and 
ophthalmic  artery  aneurysms. 

The  radiologic  diagnosis  of  posterior  ethmoid 
mucocele  depends  on  the  demonstration  of  a 
noncalcified  expanding  mass  lesion  with  intact 
cortical  margins  originating  from  within  the  eth- 
moid sinus. 

Infrequently,  speckled  calcifications  will  be  pres- 
ent within  the  lesion.  With  the  possible  exception 
of  the  rare  primary  bone  tumors  involving  the 
medial  orbital  wall,  namely  osteoblastoma,  giant- 


cell tumor,  and  aneurysmal  bone  cyst,  which  are 
most  often  lesions  of  the  young,  the  remaining  dif- 
ferential diagnoses  are  characterized  by  roentgeno- 
graphic  findings  totally  dissimilar  to  posterior 
ethmoid  mucoceles. 

The  treatment  of  choice  is  surgical  decompres- 
sion of  the  mucocele  into  the  maxillary  antrum. 
This  will  usually  relieve  the  patient’s  pain  and 
proptosis.  The  associated  cranial  nerve  palsies 
will  also  regress.  The  visual  loss  may  remain  un- 
changed, particularly  if  it  has  been  of  long  dura- 
tion. 

An  intracranial  surgical  approach  to  posterior 
ethmoid  mucoceles  would  appear  to  be  justified 
only  if  the  diagnosis  is  in  doubt  or  if  it  were 
deemed  unlikely  that  the  transantral  approach 
would  result  in  decompression  of  the  optic  nerve. 
This  was  the  case  in  this  instance,  since  that 
portion  of  the  thinned-out  bony  shell  of  the  muco- 
cele which  displaced  the  optic  nerve  within  the 
orbit  could  not  have  been  removed  via  a transan- 
tral approach. 

Final  diagnosis 

Posterior  ethmoid  mucocele 
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Psychotropic  drugs  have  been  used  as  adjuncts 
by  the  authors  in  their  psychoanalytic  and  psy- 
chotherapeutic private  practices.  Each  indepen- 
dently came  to  the  conclusion  that  side-effects 
from  the  initial  “routine”  doses  of  these  drugs  are 
both  more  frequent  and  potentially  far  more  seri- 
ous than  is  suggested  by  the  manufacturers’  pack- 
age inserts;  hence  this  report. 

The  side-effects  we  have  been  concerned  about 
are  somnolence,  blurring  of  vision  and  other  ocular 
symptoms,  muscular  incoordination  and  gait  dis- 
turbances secondary  to  drowsiness,  bladder  and 
bowel  dysfunction,  depersonalization  phenomena, 
and  excessive  dryness  of  mouth  and  throat,  with 
or  without  distortions  of  taste.  Some  of  these 
reactions,  such  as  mouth  dryness,  may  be  annoy- 
ing and  even  alarming  to  the  patient,  yet  pose  no 
objective  danger.  But  others  can  be  objectively 
and  subjectively  serious  and,  in  cases  of  prolonged 
somnolence,  extraordinarily  dangerous. 

The  occurrence  of  idiosyncratic  responses 
creates  fewer  problems  in  the  treatment  of  the 
hospitalized  patient  who,  under  close  supervision, 
does  not  mix  alcohol  with  medication,  drive  an 
automobile,  or  handle  a baby.  On  the  other 
hand,  the  depressed  patient  who  is  not  sufficiently 
debilitated  to  be  hospitalized  often  continues  to 
function  at  reasonably  high  levels  of  ego  integrity, 
without  the  benefit  of  the  close  observation  and 


medical  supervision  required  by  the  hospitalized 
individual.  Even  if  the  outpatient  is  seen  daily, 
there  are  necessarily  stretches  of  time  when  per- 
formance under  medication  will  go  relatively 
unmonitored.  While  still  symptomatic,  the 
housewife  will  continue  driving  her  children  to 
school,  planning  meals,  and  operating  household 
appliances.  However,  low-grade  sleepiness  and 
fatigue  can  be  highly  disruptive  to  her,  if  not 
downright  threatening.  Similarly,  the  perfor- 
mance of  a depressed  executive  or  day  laborer 
may  be  affected  by  disconcerting  side  reactions. 

Additionally,  in  our  experience,  the  typical  hos- 
pitalized patient,  admitted  with  a subjectively 
distressing  and  alarming  psychopathologic  condi- 
tion, is  usually  not  as  aware  initially  of  the  side- 
effects  resulting  from  the  administration  of  high 
doses  of  psychotropics;  any  side-effect  that  does 
develop  tends  to  be  evaluated  by  the  patient  in 
the  context  of  the  obvious  relief  of  major  disturb- 
ing symptoms.  Outpatients,  however,  often  find 
side-effects  to  be  more  disturbing  than  their  emo- 
tional discomfort,  and  may  tend  not  only  to  dis- 
continue medication,  but  even  to  seek  out  another 
psychiatrist,  especially  if  they  have  not  been  ap- 
propriately advised  about  the  effects  of  these 
drugs. 

Following  is  a presentation  of  the  case  histories 
of  6 patients  who  demonstrated  moderate-to-se- 
vere  side-effects  from  average  or  less-than-average 
starting  doses  of  non-MAO  antidepressants,  a'  j 
group  of  drugs  that  is  being  used  far  more  casually 
today  than  the  MAO  antidepressants  and  many  of 
the  major  tranquilizers. 

Case  reports 

Case  1.  A forty-two-year-old  housewife  with  a 
cyclothymic  personality  sustained  a severe  depres- 
sive reaction  when  her  son  left  for  college.  She  ; 
was  started  on  amitriptyline  (Elavil),  25  mg.  four 
times  per  day,  and  within  five  days  showed  sub- 
stantial improvement  of  mood  and  reduction  of 
anxiety,  tension,  and  insomnia.  However,  she 
also  complained  of  extreme  sleepiness  and  fatigue, 
associated  with  concentration  and  attention  dif- 
ficulties. These  problems  decreased  somewhat 
over  the  next  few  weeks,  but  always  persisted  to 
some  degree  over  a six-months’  course.  She  was 
eventually  maintained  on  50  mg.  per  day,  on 
which  she  still  was  easily  fatigable,  although  she 
“no  longer  went  around  in  a daze.”  Improvement 
continued  during  the  two  years  after  discontinuing 
the  amitriptyline.  Because  of  its  side-effects,  she 
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had  been  totally  unable  to  drive  during  the  first 
month  of  therapy  and  had  had  severe  problems  in 
organizing  household  work. 

Case  2.  A twenty-four-year-old  single  female 
graduate  student  failed  an  important  examination 
and  developed  depression,  insomnia,  and  agita- 
tion, together  with  an  inability  to  perform  her 
work.  She  was  started  on  desipramine  hydrochlo- 
ride (Pertofrane),  25  mg.  three  times  daily,  and 
within  two  to  three  days  her  depression  began  to 
lift:  “I  felt  as  if  I were  being  pushed  from  behind 
somehow. ...”  However,  she  complained  of  being 
“so  tired  I could  hardly  struggle  to  my  feet. . . .” 
Gradually,  severe  drowsiness  and  fatigue  less- 
ened, and  within  several  weeks  she  was  able  to  re- 
sume her  former  work  and  social  life.  Because  of 
the  persistent  lassitude,  she  eventually  requested 
termination  of  the  medication:  “I  would  rather 

feel  a little  depressed  than  so  totally  worn  out.” 
She  was  followed  for  about  a month  after  discon- 
tinuing desipramine  and  then,  against  advice,  ter- 
minated psychotherapy. 

Case  3.  A sixty-year-old  married  female  office 
manager  suffered  from  severe  intermittent  depres- 
sive episodes  following  a near-fatal  auto  accident 
ten  years  earlier  which  left  her  with  a minimal  or- 
ganic brain  syndrome  and  expressive  aphasia.  In 
the  midst  of  one  such  depression  she  was  started 
on  imipramine  hydrochloride  (Tofranil),  25  mg. 
three  times  per  day.  After  the  first  morning  dose 
she  became  so  tired  that  she  took  to  her  bed  and 
slept  half  the  day.  On  arising  she  felt  dizzy,  con- 
fused, and  unsteady  on  her  feet  for  the  next 
twenty-four  hours!  She  was  then  tested  on  10 
mg.  of  imipramine  at  bedtime;  she  slept  quite 
soundly  but  was  listless,  dizzy,  and  felt  mildly 
depersonalized  the  entire  next  day,  with  extreme- 
ly poor  attention  span  and  concentration  on  the 
job. 

Amitriptyline  was  next  prescribed,  with  equally 
poor  results,  including  a near  fall  from  a subway 
platform.  At  this  point,  the  repeated  drug  trials 
and  failures,  with  disruptive  side-effects,  were 
taxing  an  already  thorny  therapeutic  relationship. 
All  medication,  therefore,  was  discontinued,  ex- 
cept for  a mild  nighttime  hypnotic,  and  the  main 
emphasis  was  placed  on  intensive  psychotherapy. 
This  proved  to  be  beneficial,  with  a gradual  cessa- 
tion of  feelings  of  helplessness  and  an  increased  ef- 
fectiveness at  work  and  in  her  interpersonal  rela- 
tionships. 

Case  4.  Following  the  end  of  a turbulent  love 
affair,  a twenty-six-year-old  teacher  with  a bor- 
derline diagnosis  experienced  severe  despondency, 
insomnia,  and  an  inability  to  work.  She  was 
given  desipramine  (Norpramin),  25  mg.  three 
times  daily,  but  within  an  hour  after  the  first  dose 
suffered  an  acute  confusional  episode,  with  deper- 


sonalization, ideas  of  unreality,  weakness,  somno- 
lence, blurring  of  vision,  dryness  of  the  mouth, 
and  mild  disorientation.  Intriguingly,  after  she 
recovered  she  felt  much  improved  for  the  first 
time  in  weeks;  this  seemed  due  to  fantasies  of 
death  and  rebirth  connected  with  her  catastrophic 
experience,  rather  than  to  an  effect  of  the  drug  it- 
self. She  wished  no  more  antidepressant  medica- 
tion. Insomnia  was  treated  with  chlorpromazine 
(Thorazine),  25  mg.  on  retiring,  which  made  her 
sleep  fourteen  hours  each  time  she  took  it.  When 
the  dose  was  cut  back  to  10  mg.,  she  obtained  a 
normal  amount  of  sleep.  She  had  a past  history 
of  idiosyncratic  reactions  to  many  different  types 
of  drugs,  reaching  back  to  childhood. 

Case  5.  A forty-five-year-old  teacher  and 
housewife  was  seen  as  an  emergency  because  of 
increasing  depression,  agitation,  and  suicidal  pre- 
occupations of  two-months’  duration.  She  was 
started  on  an  amitriptyline-perphenazine  com- 
bination (Etrafon),  25  and  2 mg.  respectively, 
twice  daily,  and  arrangements  were  made  to  see 
her  frequently  to  provide  the  indicated  emotional 
support  and  to  tailor  drug  dosage  to  her  needs. 
Nine  hours  after  the  first  dose,  her  husband 
phoned  because  she  was  asleep  and  he  had  trouble 
arousing  her;  she  slept  for  twelve  hours.  On  25 
mg.  of  amitriptyline  alone,  she  became  extremely 
drowsy  within  an  hour,  gaining  minimal  relief 
from  a cup  of  strong  coffee;  this  lasted  for  six 
hours.  The  most  effective  combination  finally 
proved  to  be  10  mg.  of  amitriptyline,  and  5 mg.  of 
dextroamphetamine,  thrice  daily  with  meals. 
Similarly,  when  500  mg.  of  glutethimide  (Dori- 
den)  were  tried  for  insomnia,  the  patient  had  pro- 
longed stuporous  sleep  followed  by  severe  hang- 
over. When  the  dose  was  reduced  to  250  mg.,  re- 
sults were  excellent.  On  a combination  of 
pharmacotherapy  and  psychotherapy,  her  condi- 
tion rapidly  improved  without  undue  sedation. 
Five  years  later  she  was  doing  well,  with  only  oc- 
casional supportive  psychotherapy  sessions;  she 
was  using  these  psychotropics  sparingly  but  effec- 
tively. 

Case  6.  A fifty-year-old  executive  presented 
symptoms  of  depression  and  anxiety  related  to  po- 
tency disturbances.  He  was  started  on  amitripty- 
line, 10  mg.  three  times  per  day.  After  the  first 
dose  he  became  very  drowsy,  sleeping  for  five 
hours  in  his  office.  He  then  was  placed  on  ami- 
triptyline, 10  mg.  three  times  a day,  plus  dex- 
troamphetamine, 5 mg.  twice  daily;  on  this  com- 
bination he  did  quite  well,  with  both  symptomatic 
improvement  and  remission  of  his  drowsiness. 

Comment 

Imipramine  hydrochloride,  amitriptyline  hydro- 
chloride, and  the  imipramine  metabolite  desipra- 
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TABLE  I.  Prescribing  information  for  outpatient  therapy1-4 


Drugs 

Initial 

Daily 

Dose 

Highest 

Daily 

Dose 

Daily 

Maintenance 

Imipramine 

75  mg. 

200  mg. 

50  to  150  mg. 

Amitriptyline 

75  mg. 

150  mg. 

50  to  100  mg. 

Desipramine 

150  mg.* 

200  mg. 

Lower 

(unspecified) 

* (Geigy)  Pharmaceuticals  specifies  a starting  dose  of  150  mg.,  given 
as  two  25-mg.  capsules,  or  one  50-mg.  capsule  three  times  daily.  Lake- 
side Laboratories  also  indicates  an  initial  dose  of  150  mg.  per  day,  given 
as  two  25-mg.  tablets  three  times  daily.  An  alternate  schedule  “which 
may.  . delay  the  rapid  onset  of  therapeutic  response”  is  a 25-mg.  tablet, 
three  or  four  times  daily  (75  to  100  mg.  daily),  with  a 25-mg.  increment 
every  few  days  to  the  highest  dose  of  200  mg.  daily.2 

mine  hydrochloride  are  popular  and  highly  effec- 
tive non-MAO  inhibitors.* 

The  prescribing  information  for  outpatient  ther- 
apy with  these  agents  is  summarized  in  Table  I.w 

Each  antidepressant  is  said  to  be  “well  tolerat- 
ed” at  these  dosages.  However,  as  with  other 
psychotropics,  adolescent  and  geriatric  patients 
may  be  able  to  handle  only  substantially  lower 
amounts. 

Prescribing  data  on  amitriptyline  especially 
stress  the  potential  for  drowsiness,  which  suppos- 
edly abates  within  a few  days  in  most  cases. 
Drowsiness  is  mentioned  in  the  desipramine 
(Geigy)  brochure,  but  not  in  the  current  prescrib- 
ing literature  for  desipramine  (Lakeside)  or 
imipramine.  It  is  observed  that  dizziness  may  de- 
velop while  taking  any  of  these  medications,  as 
well  as  psychic  stimulation,  activation  of  mania  or 
schizophrenia,  and  anticholinergic  side-effects 
such  as  dryness  of  the  mouth,  disturbances  of  ac- 
commodation, urination,  and/or  defecation.  Phy- 
sicians are  urged  to  recommend  caution  in  the  op- 
eration of  cars  and  dangerous  or  complicated  ma- 
chinery, and  to  be  aware  of  the  danger  of  synergis- 
tic effects  with  alcohol-sedative-tranquilizer-anti- 
depressant combinations. 

At  one  time,  the  authors  followed  these  manu- 
facturers’ guidelines  precisely,  and  found  that,  al- 
though non-MAO  inhibitors  were  tolerated  rea- 
sonably well  for  most  patients  over  the  duration  of 
long-term  treatment,  40  to  50  per  cent  of  over  100 
cases  falling  outside  the  adolescent  and  geriatric 
groups  experienced  substantial  discomfort  from 
drowsiness  and  fatigue  in  the  early  phases  of 
treatment  at  recommended  doses;  anticholinergic 
effects  also  often  proved  extremely  troublesome  ini- 
tially. Dryness  of  the  mouth  with  an  unpleasant 
metallic  taste  was  an  almost  ubiquitous  complaint. 
Less  frequently,  difficulties  in  accommodation, 
diaphoresis,  constipation,  urinary  hesitancy  or  re- 
tention, and  postural  hypotension  were  encoun- 
tered at  first,  and  sometimes  lasted  throughout 
the  entire  course  of  treatment.  Finally,  states  of 

'We  have  not  yet  had  sufficient  experience  with  the  ami- 
triptyline analogue  protriptyline  hydrochloride  (Vivactil  to  in- 
clude cases  treated  with  this  drug. 


depersonalization  and  derealization  could  compli- 
cate the  opening  stages  of  therapy,  especially  in 
“borderline”  cases. 

The  implications  of  these  manifold  symptoms, 
and  most  especially  drowsiness,  for  the  outpatient 
have  generally  not  been  appreciated;  the  litera- 
ture on  the  subject  is  surprisingly  small.  In  a pi- 
oneering contribution  on  the  antidepressants, 
Horwitz5  did  note  “pronounced  differences  in 
physiologic  response  . . . some  (patients)  were 
minimally  sensitive  and  could  not  tolerate  even  a 
minimal  dose  of  one  or  two  tablets  of  imipramine 
(25  to  50  mg.),  whereas  others  took  comparatively 
large  doses  (300  mg.)  without  difficulty. . . .” 
However,  he  does  not  mention  drowsiness  or  fa- 
tigue as  major  complications  of  therapy  at  any 
stage.  Instead,  he  is  concerned  with  the  various 
autonomic  reactions  already  noted,  including  pos- 
tural hypotension,  urinary  hesitancy,  dry  moufch, 
sweating,  and  so  forth,  which  he  believes  should 
be  considered  not  as  mere  side-effects,  but  as 
basic  indicators  of  successful  drug  activity. 

We  have  found  that  patients  tend  to  cluster  into 
four  broad  groups  with  regard  to  the  intensity  and 
course  of  side-effects: 

Rarely  is  the  reaction  to  the  first  dose  of  medi- 
cation so  catastrophic  that  further  treatment  with 
the  drug  is  obviously  inappropriate.  The  absolute 
intensity  of  response  to  10  to  25  mg.  is  such  that 
any  possibility  of  eventual  tolerance  to  side-effects 
is  precluded  (Cases  3 and  4). 

In  the  second  group,  drowsiness  and/or  other 
side-effects  are  substantial  at  first,  but  gradually 
diminish  over  several  days  to  weeks,  with  an  in- 
creasingly positive  clinical  response.  Patients  are 
never  completely  free  of  lassitude,  and  would  re- 
main mildly  to  moderately  fatigued  throughout 
the  entire  course  of  therapy  without  ancillary 
measures  (Cases  1,  2,  5,  and  6). 

The  response  for  the  third  group  is  essentially 
that  described  in  the  prescribing  brochures;  after 
an  initial  experience  of  drowsiness  and/or  anti- 
cholinergic effects,  there  is  gradual  subsidence  of 
all  side-effects  (with  the  exception,  in  our  survey, 
of  mouth  dryness). 

In  the  fourth  group,  little  if  any  side-effects,  ex- 
cept mouth  dryness,  are  noted  from  the  first,  and 
the  drug  is  tolerated  amazingly  well.  Like  cata- 
strophic reactors  of  the  first  group,  these  patients 
are  rarely  encountered. 

Within  the  past  few  years,  we  have  been  utiliz- 
ing the  following  procedures  to  prepare  our  pa- 
tients for  antidepressant  therapy  and  to  amelio- 
rate the  disruptive  side-effects  of  the  non-MAO 
inhibitors. 

The  patient  is  first  told  as  simply  as  possible 
that  a drug  is  being  given  to  raise  mood  and  to  al- 
leviate other  symptoms  associated  with  depres- 
sion; relief  will  not  be  forthcoming  immediately, 
and  side-effects  such  as  mouth  dryness  and  mild 
drowsiness  may  sometimes  occur  but  usually  im- 
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prove  “as  the  body  adjusts  to  the  drugs.”  The 
patient  is  further  advised  against  mixing  antide- 
pressants with  alcohol  or  other  sedatives  and  tran- 
quilizers, urged  to  exercise  caution  while  driving 
or  operating  complicated  machinery,  and  invited 
to  call  the  physician  at  any  time  should  any  ques- 
tions arise  about  medication. 

Each  patient  then  is  started  on  25  mg.  of  the 
drug,  usually  taken  on  arising,  for  the  first  few 
days  of  treatment.  In  those  with  a past  history  of 
sedation  on  other  drugs,  such  as  minor  or  major 
tranquilizers,  the  starting  dose  may  be  as  low  as 
10  mg.  of  amitriptyline  or  imipramine  (at  this 
writing,  only  a 25-mg.  size  of  desipramine  is  com- 
mercially available). 

If  the  challenge  dose  is  tolerated  well,  the  pa- 
tient is  cautiously  advanced  to  30  to  50  mg.  per 
day  in  divided  doses  and  then  to  75  to  100  mg.  per 
day.  The  average  individual  reaches  this  level 
after  a week  or  two  with  minimal  sedation  or 
other  side-effects.  If  there  is  then  little  or  no  clin- 
ical improvement  after  another  week  or  two,  dosage 
is  slowly  raised  by  25-mg.  increments  every  two  to 
three  days  to  150  to  200  mg.,  the  highest  level  we 
permit  in  outpatient  care,  except  in  those  few  who 
manifest  an  unusual  tolerance  for  side-effects. 
Horwitz,5  who  also  begins  treatment  at  low  doses, 
and  increases  levels  by  25  mg.  every  other  day  in 
nonacute  cases,  has  given  as  much  as  400  mg.  per 
day  in  some  cases. 

As  soon  as  maximum  therapeutic  effectiveness 
has  been  established  and  the  clinical  course  seems 
stable,  dosage  is  cut  by  10  to  25  mg.  decrements, 
several  days  to  a week  for  each  decrement,  until 
the  lowest  possible  effective  maintenance  dose  has 
been  obtained.  Mild  return  of  symptoms  is  the 
titration  point.  In  our  experience,  many  patients 
are  maintained  quite  satisfactorily  at  50  mg.  per 
day  or  even  lower,  yet  will  relapse  below  these  ap- 
parently homeopathic  levels.  It  is  impossible  to 
predict  how  long  maintenance  therapy  will  be  re- 
quired. Horwitz5  states  that  in  some  acute  de- 
pressions “the  drug  can  be  discontinued  from  one 
to  two  months  after  improvement  begins.  . . in 
chronic  depressions,  the  drug  may  have  to  be  con- 
tinued for  six  months  to  a year;  in  ‘hard  core’ 
chronic  depressions  of  many  years’  duration,  the 
drug  may  have  to  be  continued  indefinitely.”  We 
concur  with  these  findings. 

The  manipulation  of  dose  schedule  is  another 
viable  method  of  dealing  with  side-effects.  In 
many  patients,  it  is  entirely  feasible  to  give  an  en- 
tire dose  in  the  evenings,  or  to  divide  doses  be- 
tween late  afternoons  and  evenings6,7  These 
i scheduling  modifications  are  especially  beneficial 
to  working  patients  who  have  to  remain  active 
and  alert  during  the  early  and  middle  part  of  the 
day. 

A sedative  response  to  a single  large  dose  of  an- 
tidepressant can  be  used  in  treating  the  sleep  dis- 
turbances that  are  encountered  so  often  as  part  of 


the  depressive  picture.  In  our  experience,  ami- 
triptyline lends  itself  especially  well  to  a single,  ef- 
fective nighttime  prescription  for  the  insomniac 
depressive  patient.  However,  the  non-MAO  in- 
hibitors may  cause  stimulation  and  insomnia  in 
other  patients.  One  must  also  be  vigilant  for  the 
emergence  of  hypotensive  reactions  after  a large 
dose,  so  that  in  patients  with  a history  of  circula- 
tory instability  it  is  probably  more  judicious  to  use 
a standard  dose  schedule. 

Prolonging  the  initial  phases  of  therapy  with 
lower  dosages  may  raise  objections  on  the  under- 
standable grounds  that  patient  suffering  is  also 
prolonged.  But  one  must  always  consider  the  tre- 
mendous disruptiveness  of  side-effects  to  the  over- 
all therapeutic  alliance.  Again,  it  must  be 
stressed  that  we  have  been  dealing  with  an  outpa- 
tient population,  where  emotional  distress  is  usu- 
ally not  as  formidable  as  in  those  cases  requiring 
hospitalization,  and  where  more  time  is  available 
for  adjustment  of  medication. 

In  depressed  outpatients  with  concomitant  ten- 
sion and  agitation,  we  prescribe  appropriate 
amounts  of  phenothiazines,  other  antianxiety 
agents  such  as  chlordiazepoxide  (Librium),  oxa- 
zepam (Valium),  or  meprobamate  (Equanil)  and, 
in  a few  cases,  small  amounts  of  barbiturate  or 
chloral  hydrate,  during  the  day  and  in  the  eve- 
ning. Tranquilizing  agents  may  be  withdrawn 
after  antidepressant  activity  is  achieved  or  may  be 
continued.  Generally,  our  practice  has  been  to 
continue  ancillary  agents  if  borderline  disease  ex- 
ists, since  the  non-MAO  inhibitors  have  been 
known  to  activate  latent  psychotic  states.  When 
using  these  tranquilizer-antidepressant  combina- 
tions, especially  low  starting  doses  of  both  drugs 
are  used,  in  view  of  the  well-known  tendency  for 
potentiation. 

If  drowsiness  persists  while  antidepressant  effec- 
tiveness has  been  demonstrated,  despite  manipu- 
lation of  dosage  or  schedule,  improvement  may 
occur  on  several  cups  of  strong  black  coffee  or 
small  doses  of  caffeine  (in  tablet  form,  such  as 
No-Doz,  one  100-mg.  tablet  three  or  four  times 
per  day).  If  there  is  no  significant  response  to 
caffeine,  small  amounts  of  amphetamine  may  be 
prescribed,  such  as  dextroamphetamine,  5 mg. 
twice  or  thrice  daily,  or  once  on  arising. 

If  drowsiness  has  not  abated  after  all  these  mea- 
sures, a crossover  to  another  non-MAO  inhibitor 
or,  after  an  appropriate  waiting  period,  to  an 
MAO  inhibitor  may  be  assayed.  Some  patients 
will  react  adversely  to  any  non-MAO  inhibitor 
and  yet  tolerate  a MAO  inhibitor  well,  or  vice 
versa.  Intriguingly,  there  are  drug-sensitive  per- 
sons who  have  disastrous  reactions  to  imipramine 
but  not  amitriptyline,  to  amitriptyline  but  not  to 
desipramine. 

Inevitably  a few  patients  will  prove  totally  un- 
able to  tolerate  any  of  these  drugs.  In  such  cases, 
thioridazine  (Mellaril)  alone  may  be  effective, 
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especially  where  depression  and  agitation  are 
combined;  the  use  of  electroconvulsive  therapy  on 
an  outpatient  basis  also  may  be  tried. 

Dryness  of  the  mouth  is  the  single  autonomic 
effect  that  seems  highly  refractory  to  treatment  of 
any  sort,  including  scheduling  or  modification  of 
dosage.  Chewing  gum,  sucking  lozenges,  or  occa- 
sional sips  of  water  may  afford  transient  relief,  but 
usually  the  patient  must  simply  learn  to  live  with 
a symptom  which  is,  after  all,  a small  price  to  pay 
for  relief.  Frequent  dental  checkups  are  indicated 
in  patients  with  a history  of  severe  tooth  and  gum 
disease,  and  all  patients  on  antidepressants 
should  be  urged  to  maintain  or  develop  good  oral 
hygiene  (which  is  a notable  area  of  neglect  any- 
way in  many  depressive  persons).  Patients  who 
have  persistent  difficulties  with  accommodation 
may  require  a temporary  change  of  eyeglass  pre- 
scription during  therapy. 

Unfortunately,  more  can  be  said  definitively 
about  the  management  of  side-effects  than  about 
the  reasons  some  patients  experience  them  so 
much  more  intensively  than  others.  However, 
in  a recent  New  York  Academy  of  Sciences  Con- 
ference on  Drug  Metabolism,  some  light  was  shed 
on  the  possible  causation  of  the  impressive  indi- 
vidual variability  in  both  therapeutic  and  idiosyn- 
cratic responses  to  non-MAO  inhibitor  tricyclic 
antidepressants,  and  to  other  psychotropics  as 
well.8  Sjoqvist  reported  that  individual  plasma 
levels  of  tricyclics  can  vary  by  a factor  of  30,  with 
the  same  dosage  over  the  same  period  of  time; 
Gillette  discovered  that  patients  on  chlorproma- 
zine  demonstrated  variations  by  factors  as  high  as 
50.  Sjoqvist  stated  that  “occurrence  of  side-ef- 
fects coincided  with  excessively  high  plasma  levels 
of  the  drug  in  some  patients  and,  conversely, 
treatment  failures  generally  were  found  in  pa- 
tients with  abnormally  low  levels.”  In  a study  in 
which  normal  twins  were  drug  loaded,  tricyclic 
levels  of  monozygotes  were  essentially  identical, 
but  varied  markedly  in  a significant  percentage  of 
dizygotes.  An  obvious  implication  of  this  re- 
search is  that  there  may  exist  genetic  patterns  re- 
sponsible for  the  variable  production  of  enzymes 
which  degrade  tricyclics,  indicating  in  some  pa- 
tients an  hereditary  basis  for  either  unusually  high 
or  low  levels  of  plasma  tricyclics  or  other  psycho- 
tropics. 

It  also  has  been  found  that  various  substances 
can  increase  enzyme  production  and  lower  plasma 
drug  levels.  Gillette  stated  that  200  such  com- 
pounds have  now  been  identified.  In  another  of 
Sjoqvist’s  experiments,  phenobarbital,  which  is 


known  to  stimulate  liver  microsomal  enzyme  pro-  l* 
duction,  was  administered  to  one  member  of  an 
identical  twin  pair  already  treated  with  a tricy-  ji 
die;  promptly,  the  phenobarbital-treated  monozy-  i 
gote  demonstrated  a 25  per  cent  reduction  in  plas-  i 
ma  level  compared  with  that  of  her  sister. 

Summary 

Six  cases  are  described  in  which  recommended 
starting  doses  of  non-MAO  inhibitor  antidepres- 
sants provoked  moderately  intense  or  actually  i 
catastrophic  side  reactions,  including  drowsiness,  I 
confusion,  and  various  anticholinergic  effects.  |S 
These  reactions,  most  notably  drowsiness  and  fa- 
tigue, are  far  more  common  and  debilitating  than 
prescribing  brochures  indicate,  especially  in  the 
early  phases  of  therapy.  In  outpatients,  where 
the  clinical  picture  is  not  as  serious  as  in  hospital- 
ized individuals,  and  where  close  medical  supervi- 
sion throughout  the  day  is  not  as  readily  avail- 
able, it  is  recommended  that  lower  starting  doses 
be  given,  and  that  dosage  then  be  advanced  slow- 
ly to  higher  levels,  guided  by  the  patient’s  increas- 
ing tolerance.  The  use  of  phenothiazines  and 
other  antianxiety  agents  is  often  indicated  for 
symptomatic  relief  during  the  breaking-in  period. 
Various  other  procedures  for  dealing  with  side-ef- 
fects are  discussed,  including  modification  of  drug 
schedules,  prescription  of  caffeine  and  ampheta- 
mines, and  crossing  over  to  different  antidepres- 
sants of  both  the  MAO  and  non-MAO  inhibitor 
classes.  Finally,  recently  proposed  explanations 
for  individual  variability  of  therapeutic  and  idio- 
syncratic response  are  briefly  considered. 

320  W.  86th  Street 
New  York,  N.Y.  10024 
(DR.  GREENBERG) 
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TABLE  I.  Cutaneous  signs  of  heroin  addiction 


Skin  Complications 
of  Heroin  Addiction 

Bullous  impetigo 


ALEX  W.  YOUNG.  Jr..  M.D. 

New  York  City 

Director,  Department  of  Dermatology, 

St.  Luke's  Hospital  Center  and 
Associate  Clinical  Professor  of 
Dermatology,  Columbia  University  College  of 
Physicians  and  Surgeons 

Skin  manifestations  of  heroin  addiction  include  a 
spectrum  of  26  different  entities1-13  (Table  I). 
These  are  divided  into  two  categories:  those 

directly  and  those  indirectly  related  to  drug  use. 
The  former  are  self-explanatory;  however,  the 
mechanism  of  their  production  is  obscure.  For 
example,  is  infection,  tissue  reaction  to  heroin,  or 
the  adulterant  responsible  for  abscess,  ulceration, 
sphaceloderma,  and  bullae  at  the  injection  site? 
Why  is  there  a variation  in  incidence  and  dura- 
tion of  “high”  pruritus? 

The  indirect  results  to  heroin  addiction  give 
some  clue  to  the  personality  of  the  user  who  shows 
neurotic  excoriations,  acne  excoriee  des  jeunes 
filles,  self-induced  tattoos,  and  scars  from  at- 
tempted suicide.  Gynecomastia,  jaundice,  pig- 
mentary disturbances,  and  “pseudo”  acanthosis 
nigricans  suggest  an  underlying  systemic  disorder. 

The  list  of  the  disorders  in  either  category  re- 
mains incomplete  at  this  time. 

The  purpose  of  this  communication  is  to  report 
a case  of  bullous  impetigo  which  recurred  in  a 
long-term  heroin  addict  and  appeared  to  be  relat- 
ed to  drug  abuse.  This  complication  has  not 
hitherto  been  observed.  The  possible  underlying 
mechanisms  in  this  case  are  discussed,  and  a plan 
for  study  of  reaction  patterns  in  the  addict  is  out- 
lined. 

Case  report 

The  patient  was  a forty-one-year-old  Black 
man.  He  was  first  admitted  to  St.  Luke’s  Hospi- 
tal Center  on  April  10,  1971,  with  lacerations  of 
both  right  eyelids  and  orbit  caused  by  his  eye- 
glasses when  he  had  fallen.  Enucleation  of  the 
ruptured  globe  was  required.  One  week  after, 
tense  bullae,  which  persisted  for  several  days,  ap- 


Manifestation 

Comment 

Local,  direct 

Skin  “tracks”1  M 13 

Linear  or  punctate;  ante- 
cubital,  dorsa  hands, 
fingers,  feet,  ankles; 
from  “mainlining” 

Thrombophlebitis3  6 7 ■ 1 1 

Secondary  to  intravenous 
injection 

Hand  edema510'11 

Secondary  to  chronic  and 
recurring  thrombo- 
phlebitis, lymphedema 

Abscess,  ulcer,1-4  7-9-11'12 

Secondary  to  infection  or 

infection 

foreign-body  reaction 

Sphaceloderma2 

Mutilating  necrotic  tissue 
reaction 

Camptodactylia10 

Sequelae  of  trauma 

“Shooting”  tattoo1011 

From  carbon  left  on  needle 
after  flaming 

“Pop”  scars1'2'4'6'10-12 

From  subcutaneous  injec- 
tion; atrophic,  hyper- 
trophic, keloid;  exten- 
sors of  arms,  legs 

Bullae10 

At  site  of  injection 

Perforated  septum1 

From  “sniffing,”  “snort- 
ing” drug 

Fixed  drug  eruption1 

From  drug  or  adulterant 

Eyelid  edema10'13 

Allergy  to  drug? 

Systemic,  direct 

“High”  pruritus1'2'10’11 

Immediately  following  in- 
jection, for  two  to  four 
hours 

Urticaria10'11 

General  or  localized  to  in- 
jected arm 

Drug  rash11 

Systemic,  indirect 

Excoriations1'211 

Probably  on  a neurotic 
basis 

Acne  excoriee12 

Similar  to  excoriations 
limited  to  face 

Self-induced  tattoo1'2  6 

Mostly  in  adolescents 

Chelitis1'2 

Marked  during  with- 
drawal 

Tourniquet 

Following  abrasions  from 

pigmentation1'2 

tourniquet;  shirtsleeve, 
shoestring,  belt 

Thermal  burns12 

From  cigaret  while 
“nodding” 

Wrist  scars12 

From  attempts  at  suicide 

Clinical  jaundice1 

Secondary  to  hepatitis 

Gynecomastia6 

Secondary  to  hepatic 
dysfunction 

Pigmentary  disorder1'2 

Photosensitivity?  drug  or 
hepatic  dysfunction? 

“Pseudo”  acanthosis 

Drug?  adulterants  or 

nigricans1 

hepatic  change? 

Bullous  impetigo 

Poor  nutrition?  hygiene? 
immunologic  response? 

peared  on  the  ankles  and  legs.  An  area  of  serpig- 
inous and  confluent  desquamation  was  noted  on 
the  thighs  where  “blisters”  had  occurred  much 
earlier  (Fig.  1). 

Physical  examination.  The  physical  examina- 
tion showed  negative  findings  except  for  the  cuta- 
neous disorder,  ocular  injury,  and  fibrotic  and 
scarred  nodules  over  the  arms,  scapular  and  del- 
toid regions,  thighs,  and  gluteal  areas  caused  by 
subcutaneous  injection  of  heroin. 
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History.  The  patient  was  a long-term  heroin 
addict  (twenty  years)  who  required  12  “bags” 
daily  or  90  to  100  mg.  of  methadone.  Intravenous 
injection  (“mainlining”)  had  long  been  abandoned 
for  lack  of  competent  veins.  He  stated  that  the 
presenting  eruption  had  recurred  over  the  past 
two  years  and  had  been  controlled  by  local  mea- 
sures prescribed  elsewhere.  There  is  no  history  of 
prior  medical  disorders  or  hospitalizations. 

Course.  Initial  treatment  during  this  first  hos- 
pitalization consisted  of  penicillin  (PAM,  1.2  mil- 
lion daily),  potassium  permanganate  compresses 
(1:6,000),  and  chloramphenicol  antibiotic  cream 
(Chloromycetin).  The  lesions  cleared  with  this 
regimen,  and  the  patient  was  discharged  after  ten 
days. 


FIGURE  1.  (A)  Medial  aspect  of  ankle  showing  tense, 

flaccid,  and  ruptured  bullae.  (B)  Desiccating  bullae  and 
resolving  confluent  lesions  present  on  second  hospitali- 
zation. (C)  Exudation  and  crusted  lesion  on  thigh  with 
new  bullae  at  periphera. 

Thereafter,  he  was  lost  to  follow-up  for  three 
weeks,  but  returned  presenting  a widespread  bul- 
lous eruption  identical  to  that  observed  previous- 
ly. There  was  no  Nikolski’s  sign.  In  addition  to 
the  local  measures  prescribed  earlier,  potassium 
permanganate  baths  (2  Gm.  per  tub)  were  used, 
and  because  initial  response  to  penicillin  was 
slow,  erythromycin  (1  Gm.  daily  in  divided  doses), 
to  which  the  cultured  organism  was  sensitive,  was 
ordered.  Response  was  favorable  with  desiccation 
of  the  bullae;  however,  the  patient  left  the  hospi- 
tal against  advice  after  two  weeks. 

Laboratory.  The  hemoglobin  and  hematocrit 
remained  consistently  low  throughout  the  time  of 
observation:  11.9;  9.9,  10.4;  and  31.6,  33.4,  re- 

spectively. Red  blood  cells  measured  3.5  and  3.3 
on  two  occasions;  mean  corpuscular  volume  95, 
mean  corpuscular  hemoglobin  29.5,  and  mean  cor- 
puscular hemoglobin  concentration  30.8.  White 
blood  cell  count  and  differential  were  normal. 
Battery  A showed  glucose  130  (normal  110),  uric 
acid  9 (normal  8),  and  albumin  2.5  (normal  3.5  to 
5).  Other  values  for  total  protein,  bilirubin,  alka- 
line phosphatase,  serum  glutamic  oxaloacetic 
transaminase,  and  lactic  dehydrogenase  were 
within  normal  limits.  Protein  electrophoresis 
showed  an  increase  in  beta  G,  2,736  (normal  900 
to  1,800),  but  was  otherwise  unchanged.  Except 
for  an  increase  in  immunoglobulin  G (IgG)  2,240 
(normal  710  to  1,520),  the  immunoglobulins  were 
normal. 
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FIGURE  2.  Intra-epidermic  bulla  and  microabscesses 
containing  serum  and  inflammatory  cells. 

Bacterial  culture  of  an  unruptured  bulla  grew 
out  Staphylococcus  aureus,  coagulase  positive,  on 
two  occasions.  Radiologic  examination  of  the 
chest  on  admission  showed  right  lower  lobe  pneu- 
monia which  resolved  at  the  end  of  a week.  The 
electrocardiographic  finding  was  normal. 

Further  blood  studies  were  not  done  because  the 
patient  refused  since  specimens  could  be  obtained 
only  from  jugular  vein  puncture. 

Histologic  examination  revealed  a bulla  which 
contained  inflammatory  and  a few  acantholytic 
cells  located  within  the  prickle-cell  layer.  The 
roof  consisted  of  a partially  parakeratotic  horny 
layer  and  a granular  cell  layer.  The  basal  cell 
margin  was  disturbed.  In  the  upper  cutis,  the 
blood  vessels  were  dilated,  and  about  them  was  an 
inflammatory  cellular  reaction  consisting  of  small, 
round,  and  wandering  connective-tissue  cells,  poly- 
morphic leukocytes,  and  an  occasional  red  blood 
cell  (Fig.  2). 

Comment 

The  spectrum  of  the  cutaneous  sequelae  of  her- 
oin addiction  is  unquestionably  still  incomplete 
but  will  enlarge  as  the  true  incidence  and  concern 
about  the  problem  is  recognized.  Awareness  of 
these  manifestations  provides  a means  to  diagnose 
latent  addiction  and  assure  early  treatment. 

By  dividing  the  stigmata  into  two  groups,  those 
directly  and  those  indirectly  related  to  the  habit, 
a system  to  investigate  the  reaction  patterns  in 
addiction  becomes  apparent.  We  consider  the 
following  studies  crucial:  (1)  the  causes  of  the  di- 
rect sequelae  (skin  “tracks,”  “pop”  scars,  and 
sphaceloderma),  (2)  personality  patterns  in  rela- 
tion to  addiction  (excoriations,  acne  excoriee,  and 
j self-induced  tattoo),  and  (3)  secondary  systemic 
reactions  (hepatitis,  gynecomastia,  “pseudo” 
acanthosis  nigricans,  and  pigmentary  distur- 
bances). Additional  cutaneous  stigmata  to  be  re- 
ported add  important  information  concerning  the 
total  problem. 

The  diagnosis  of  bullous  impetigo  in  this  case  is 


supported  by  the  clinical  appearance  and  evolu- 
tion of  the  lesions,  the  response  to  appropriate  an- 
tibiotic remedies,  bacteriologic  culture,  and  histo- 
logic examination.  This  latter  picture  is  consis- 
tent with  that  previously  described  in  this  form  of 
impetigo,  where  the  bulla  resides  in  the  prickle- 
cell layer.14  Differential  diagnosis  initially  includ- 
ed pemphigus  which  was  ruled  out  by  the  persis- 
tence of  the  bullae,  lack  of  mucous  membrane  le- 
sions with  a widespread  disease,  and  obvious  im- 
provement over  a short  period  with  an  antibiotic 
routine.  The  distribution  of  the  disorder  without 
palmar  or  plantar  involvement  and  the  lack  of  ac- 
companying surrounding  inflammation  excluded 
pemphigoid  and  erythema  multiforme,  both  of 
which  show  a subepidermic  bulla. 

Probably  no  one  factor  can  be  incriminated  as 
responsible  for  the  skin  disease  in  this  patient. 
However,  a consideration  of  the  constellation  of 
abnormal  findings  points  to  long-term  heroin  use 
as  a contributing  cause. 

The  underlying  laboratory  abnormalities 
showed  a normocyte,  normochromia  anemia  and 
diabetes;  these  have  been  linked  to  heroin  addic- 
tion and  in  themselves  predispose  to  bacterial  in- 
fection.9 The  persistent  anemia  is  attributed  to 
either  a nutritional  deficiency  which  is  consistent 
with  the  lifestyle  in  addiction,  or  to  marrow  de- 
pression secondary  to  the  toxicologic  properties  of 
the  drug  or  adulterant.  Interestingly  enough,  glu- 
cose tolerance  abnormalities  and  overt  diabetes 
are  frequently  seen  in  hospitalized  addicts.9 

Cutaneous  examination  revealed  defined  and  fi- 
brotic  nodules  at  the  sites  of  subcutaneous  injec- 
tions over  the  arms,  forearms,  and  thighs.  These 
were  the  sequelae  of  abscesses  and  constitute  a 
reservoir  of  infection.  Although  current  use  of 
heroin  was  denied  by  the  patient,  continued  abuse 
was  suspected  even  while  he  was  in  the  hospital. 
Additional  evidence  of  a foci  of  chronic  infection 
is  found  in  the  increase  in  immunoglobulin  G and 
beta  globulins. 

Our  patient,  with  underlying  systemic  changes 
secondary  to  heroin  addiction,  was  a likely  candi- 
date for  the  development  of  bullous  impetigo  aris- 
ing from  an  obvious  nidus  of  infection.  In  this 
light,  bullous  impetigo  is  yet  another  indirect 
complication  of  heroin  addiction. 

Conclusion 

The  cutaneous  stigmata  of  heroin  addiction  are 
important  to  recognize.  Their  identification  is  an 
aid  in  the  diagnosis  of  latent  addiction,  especially 
in  the  young,  where  treatment  is  urgent.  Correc- 
tion of  the  cutaneous  defects  is  a necessary  step  in 
rehabilitation,  for  the  tell-tale  marks  hamper  fu- 
ture employment  and  remain  a constant  reminder 
of  drug  abuse. 

Study  of  the  common  and  less  frequently  re- 
ported cutaneous  signs  adds  to  our  knowledge  of 
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the  underlying  medical  defects  and  psychodynam- 
ic mechanisms  associated  with  addiction.  Bul- 
lous impetigo  has  not  been  reported  previously  as 
a complication  of  heroin  use. 

Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
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Chronic  active  hepatitis  in  children 
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with  hepatic  insufficiency  and  2 with  sepsis.  One  pa- 
tient with  end-stage  disease  underwent  orthotopic  liver 
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transplantation  and  subsequently  died. 

Minimum  requirements  for  diagnosis  in  this  series  | 
was  ongoing  liver  disease  as  evidenced  by  elevated  t 
serum  bilirubin  and  transaminase  levels,  more  than  i 
twice  normal  elevation  of  serum  gamma  globulin  lev-  I 
els,  and  histopathologic  evidence  of  “aggressive’’  hepa- 
titis with  piecemeal  necrosis.  Autoimmune  phenome- 
na and  immunochemical  tests  were  taken  as  supporting 
evidence.  All  28  patients  represented  sporadic  cases 
without  contact  with  known  jaundiced  subjects.  No 
secondary  spread  could  be  established.  In  18  patients 
the  disease  began  acutely  with  anorexia,  nausea,  and 
fever.  Jaundice  was  present  in  all  18  children.  Onset 
in  the  rest  was  insidious  with  vague  complaints  such  as 
malaise,  lethargy,  and  generalized  aches  and  pains. 
All  but  3 of  the  patients  were  also  jaundiced  at  the 
time  of  diagnosis.  The  physical  findings  included 
jaundice,  hepatomegaly,  splenomegaly,  ascites,  digital 
clubbing,  acne,  amenorrhea,  and  gynecomastia.  The 
extrahepatic  findings  included  were  more  common  in 
those  who  had  had  insidious  onset  such  as  arthralgia- 
arthritis,  erythema  nodosum,  acute  colitis,  thyroiditis, 
diabetes,  hematuria,  paratitis,  and  pleurisy. 
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From  time  to  time  in  the  past,  thrush  of  the  uri- 
nary bladder  due  to  various  Candida  species,  usu- 
ally Candida  albicans,  has.  been  reported  in  the 
medical  literature.1-6  In  the  present  case,  and  for 
the  first  time,  the  syndrome  was  found  to  be  due 
to  Candida  guilliermondii.  The  case  is  being  re- 
ported to  increase  awareness  of  this  occasionally 
seen  entity  as  well  as  to  extend  the  spectrum  of 
infecting  organisms  to  include  one  previously 
thought  to  be  nonpathogenic.  In  addition,  the 
ease  of  treatment  with  local  instillations  of  anti- 
fungal agents  is  underscored;  by  this  means  the 
potential  toxicity  of  systemic  amphotericin  B 
treatment  may  be  avoided. 

Case  report 

A sixty-seven-year-old  white  male  was  admitted 
for  the  first  time  to  the  Sisters  of  Charity  Hospital 
in  June,  1970,  with  pneumonia  of  the  left  lower 
lobe.  At  the  time  of  admission  he  had  a history  of 
recently  discovered  diabetes  and  prolonged  pro- 
gressive prostatism.  While  hospitalized  he  devel- 
oped urinary  retention.  Genitourinary  evaluation 
revealed  trilobar  prostatic  hypertrophy  with  1,000 
ml.  of  residual  and  coarse  trabeculations  of  the 
bladder  with  shallow  diverticula.  He  was  dis- 
charged on  sulfisoxazole  and  catheter  drainage 
after  twenty-five  days,  then  readmitted  in  August, 
1970,  for  a transurethral  resection  of  the  prostate. 
The  postoperative  course  was  unremarkable,  and 
he  was  discharged  on  the  sixth  day  on  sulfisoxa- 
zole; at  that  time  he  was  voiding  well  and  was 
asymptomatic.  One  month  later  he  complained 


of  severe  bladder  discomfort  and  marked  frequen- 
cy; urinalysis  showed  many  white  blood  cells,  and 
the  urine  culture  was  sterile.  Despite  nitrofuran- 
toin therapy,  he  continued  to  have  extreme  uri- 
nary frequency,  every  ten  to  fifteen  minutes 
throughout  the  day  and  night,  and  two  months 
after  surgery  a urine  culture  showed  nonpathogen- 
ic yeast  but  no  bacteria.  Because  of  a residual 
urine  of  100  ml.,  the  patient  was  readmitted  in 
December,  1970,  and  cystoscopy  under  anesthesia 
revealed  a distinct  cystitis  with  bullous  edema 
and  membrane  formation  on  the  bladder  wall; 
some  apical  prostatic  tissue  causing  residual  urine 
was  resected.  In  the  postoperative  period  he  still 
had  marked  frequency  and  urgency,  and  sulfisoxa- 
zole was  continued.  Symptoms  of  frequency  and 
dysuria  became  progressively  worse,  and  after  ces- 
sation of  all  antimicrobials,  his  urine  continued  to 
contain  fungi,  now  quite  obvious  on  routine  stain 
with  methylene  blue. 

He  was  readmitted  one  month  later  because  of 
continual  bladder  distress.  The  nonpathogenic 
yeast  from  urine  cultures  was  now  identified  as  C. 
guilliermondii.*  A Foley  catheter  was  inserted 
and  20  cc.  of  a solution  of  50  mg.  per  liter  ampho- 
tericin B in  5 per  cent  dextrose  was  instilled  every 
three  hours  and  held  as  long  as  the  patient  could 
tolerate  it;  this  was  continued  for  eight  days. 
After  removal  of  the  catheter  the  patient  was 
much  improved,  voiding  every  two  to  three  hours 
during  the  day  and  only  once  a night.  The  urine 
culture  showed  no  fungus  present,  and  the  patient 
remained  asymptomatic  and  free  of  infection  four 
months  after  therapy. 

Comment 

Disseminated  candidiasis  often  involves  the  kid- 
neys, producing  multiple  cortical  abscesses.7-8 
The  present  case  illustrates  a less  common  form 
of  genitourinary  candidiasis,  a thrush-like  mucosal 
lesion  confined  to  the  bladder  without  evidence  of 
upper-tract  involvement  or  generalized  disease;  it 
resembles  other  reported  cases  so  closely  that  it 
conforms  to  a distinctive  clinical  syndrome. 

The  settings  in  which  thrush  of  the  urinary 
bladder  occurs  include  diabetes,  prostatic  enlarge- 
ment, or  the  pregnant  state.  A precipitating  fac- 
tor at  times  seems  to  be  the  clearing  of  a urinary 
infection,  usually  due  to  Escherichia  coli,  by 
antimicrobial  agents.9  Precipitation  of  the  syn- 
drome in  one  patient  by  urethral  irrigation  with  a 
dirty  enema  syringe  seems  to  be  unique.3 

Given  this  setting,  the  onset  of  Candida  cystitis 
is  heralded  by  a remarkable  increase  in  previous 
bladder  symptoms.  Constant  pain  and  urgency 
appear,  together  with  an  unusual  degree  of  fre- 
quency, as  often  as  every  fifteen  minutes.  The 
urine  becomes  turbid  and,  in  addition,  may  be 
bloody.  Centrifugation  reveals  a considerable 

^Identification  performed  by  the  Albany  Clinical  Laboratory 
Center,  State  of  New  York  Department  of  Health. 
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fraction  of  the  urine  volume  to  be  occupied  by 
yeast  cells,  the  packed  organisms  occupying  up  to 
10  per  cent  of  the  column.  The  bladder  volume 
may  be  found  to  be  unusually  contracted,  60  cc.  in 
one  report.2  The  cystoscopic  appearance  is  char- 
acteristic and  has  best  been  depicted  by  Moulder1 
who  gives  a classic  description: 

Thrush  of  the  bladder  is  not  unlike  a moniliasis 
occurring  on  other  mucous  surfaces.  The  lesions  are 
soft,  pearly  white,  slightly  elevated  patches  which  re- 
semble deposits  of  coagulated  milk,  but  they  adhere 
firmly  so  that  the  mucosa  bleeds  when  they  are  re- 
moved. The  membranes  resemble  diphtheria. 

Previously  reported  cases  of  this  specific  syn- 
drome have  been  due  to  C.  albicans.  Reviews  of 
urinary  tract  infections  due  to  yeasts  have  men- 
tioned other  species  as  present  in  the  urine  in  sig- 
nificant numbers  in  association  with  signs  of  uri- 
nary tract  infection,  including  Torulopsis  species 
as  well  as  Candida  tropicalis,  Candida  krusei, 
Candida  parakrusei,  and  Candida  stellatoidea.9-10 
To  our  knowledge,  the  organism  isolated  from  the 
present  case,  C.  guilliermondii,  has  not  been  pre- 
viously implicated  in  this  syndrome,  and  the  orga- 
nism is  usually  considered  a nonpathogen.  Gold- 
stein et  al. 11  postulate  that  an  inability  of  this  or- 
ganism to  form  pseudomycelia  in  vivo  accounts  for 
its  inefficacy,  as  well  as  that  of  Candida  parapsil- 
osis,  to  cause  progressive  disease;  they  demon- 
strated that  steroid  treatment  of  mice  failed  to 
overcome  this  deficiency,  although  it  did  cause  C. 
parapsilosis  to  produce  disease.  The  reasons  for 
the  ability  of  this  nonpathogenic  yeast  to  produce 
disease  in  our  patient  are  obscure. 

Treatment  of  the  disorder  is  relatively  simple, 
and  does  not  require  the  systemic  use  of  ampho- 
tericin B,  with  its  attendant  risk  of  toxicity.  In 
previous  cases,  alkalinization  of  the  urine,  with  or 
without  urinary  antiseptics,  was  sufficient  to  pro- 
duce a cure.1-3  In  other  cases,  including  this  one, 


bladder  instillation  of  nystatin  or  amphotericin  B, 
in  a manner  similar  to  that  employed  by  us,  has 
brought  about  cure  of  the  distressing  symptoms 
with  normal  urine.5'6 

Summary 

Thrush  of  the  bladder  is  a distinct  clinical  enti- 
ty, with  extreme  bladder  pain,  great  frequency, 
the  passage  of  turbid  and  occasionally  bloody 
urine,  and  a small  bladder  with  a characteristic 
cystoscopic  appearance.  The  present  case  is  the 
first  report  in  which  the  disorder  was  due  to  C. 
guilliermondii.  Cure  may  be  achieved  by  a brief, 
simple  regimen  of  instillation  of  amphotericin  B 
into  the  bladder. 

Sisters  of  Charity  Hospital 
2157  Main  Street 
Buffalo,  New  York  14214 
(DR.  O’CONNELL) 
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Carcinoma  of  the  duodenum  is  rare.  Eger1 
noted  126  patients  with  primary  duodenal  cancer 
in  a total  of  350,  296  autopsied  patients,  an  inci- 
dence of  0.033  per  cent.  Duodenal  cancer  arising 
from  Brunner’s  glands  is  more  unusual  than  pri- 
mary duodenal  cancer.  A patient  who  was  re- 
cently treated  at  The  New  York  Hospital-Cornell 
Medical  Center  was  found  to  have  adenocar- 
cinoma of  the  first  portion  of  the  duodenum.  The 
histologic  characteristics  of  this  tumor  strongly 
suggested  that  it  arose  from  Brunner’s  glands. 
The  rare  incidence  of  this  form  of  cancer  prompted 
the  following  case  report. 

Case  report 

A fifty-year-old  Negro  female  was  admitted  to 
The  New  York  Hospital-Cornell  Medical  Center 
on  January  19,  1970,  complaining  of  severe  right 
upper  quadrant  and  epigastric  pain  of  eight  hours’ 
duration.  During  this  eight-hour  period,  the  pa- 
tient experienced  nausea  and  had  vomited  on  sev- 
eral occasions.  In  addition,  she  noted  dark  brown 
urine  but  normal  colored  stools.  She  had  had  no 
previous  recent  attacks  of  pain,  had  lost  no 
weight,  and  knew  of  no  exposure  to  organic  sol- 
vents. 

Past  history.  In  1937  the  patient  had  had  a 
right  salpingo-oophorectomy  for  abscess;  in  1956 
she  had  a myomectomy,  excision  of  a left  ovarian 

* This  study  was  supported  in  part  by  funds  provided  by 
the  American  Cancer  Society  and  the  National  Cancer  Insti- 
tute Clinical  Oncology  Group. 

t Dr.  Cortese  is  an  Advanced  Clinical  Fellow  of  the  Ameri- 
can Cancer  Society. 


cyst,  and  lysis  of  adhesions.  In  1964  she  had  a 
laparotomy  for  acute  small-bowel  obstruction  due 
to  adhesions,  and  in  1966  she  had  a radical  subto- 
tal gastrectomy  for  a prepyloric  localized  cancer, 
found  to  be  confined  to  the  stomach. 

Physical  examination.  At  the  time  of  admis- 
sion, the  patient  had  a temperature  of  39°C.;  blood 
pressure  was  140/80  mm.  Hg;  pulse,  80  per  min- 
ute; and  respirations  26  per  minute.  She  was  in 
obvious  distress  and  had  icteric  sclerae.  On 
abdominal  palpation,  there  was  marked  spasm  in 
the  right  upper  quadrant,  associated  with  marked 
tenderness.  The  remainder  of  the  physical  exam- 
ination was  unremarkable. 

Laboratory  data.  The  hematocrit  was  45,  the 
white  blood  count,  14,200  per  cubic  millimeter 
with  85  per  cent  polymorphonuclear  cells  on 
smear.  Serum  amylase  was  192  Somogyi  units; 
total  bilirubin,  3.3  mg.  per  100  ml.  with  1.5  mg. 
per  100  ml.  direct  and  1.8  mg.  per  100  ml.  indirect 
fraction;  alkaline  phosphatase,  239  milliunits; 
serum  glutamic  oxaloacetic  transaminase,  190 
units;  and  lactic  dehydrogenase,  420  units.  Chest 
x-ray  film  and  electrocardiographic  findings  were 
unremarkable.  The  biliary  tree  could  not  be  visu- 
alized by  intravenous  cholangiogram. 

Course.  On  admission  the  patient  was  placed 
on  intravenous  tetracycline  and  hydrated.  Over  a 
period  of  twelve  hours,  despite  antibiotics  and  hy- 
dration, the  patient  continued  her  septic  course, 
and  her  white  blood  count  rose  to  17,000  per  cubic 
millimeter.  The  patient  was  thought  to  have 
acute  cholecystitis  with  choledocholithiasis  and 
cholangitis. 

At  laparotomy  a careful  examination  of  the  gas- 
tric remnant  and  adjacent  areas  did  not  reveal  ev- 
idence of  recurrent  gastric  cancer,  nor  was  any- 
thing suggesting  liver  metastasis  seen.  The  gall- 
bladder was  thin  walled,  not  grossly  distended, 
and  contained  no  palpable  stones.  The  common 
duct  was  2 cm.  in  diameter.  The  duodenum  was 
mobilized  from  its  lateral  attachments  and  de- 
flected medially.  On  palpation  the  most  proximal 
portion  of  the  duodenum  was  found  to  contain  an 
intraluminal  tumor.  At  duodenostomy,  this 
raised,  red,  rounded,  1.2-cm.  tumor  was  found 
proximal  to  and  compressing  the  ampulla.  An 
operative  cholangiogram  revealed  no  calculi  in  the 
common  duct.  Following  frozen  section  biopsy, 
which  showed  adenocarcinoma,  a pancreatoduo- 
denectomy was  done.  Continuity  was  reestab- 
lished using  an  end-to-end  pancreaticojejunos- 
tomy  and  an  end-to-side  choledochojejunostomy. 

Pathology.  The  gross  specimen  comprised  12 
cm.  of  duodenum  which  was  resected  in  continui- 
ty with  the  head  and  6 cm.  of  proximal  pancreas, 
a 5-cm.  portion  of  the  distal  common  bile  duct 
and  surrounding  soft  tissues.  On  opening  the  du- 
odenum, the  pancreatic  duct  and  common  bile 
duct  were  found  to  enter  the  duodenum  indepen- 
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dently  of  each  other  at  the  ampulla  of  Vater.  A 
1.2-cm.  ulcerated  and  polypoid  tumor  mass  was 
found  in  the  duodenum  approximately  2 cm. 
proximal  to  the  ampulla  of  Vater.  On  sectioning 
and  subsequent  microscopic  examination,  this 
tumor  was  found  to  infiltrate  the  lamina  propria 
and  subadjacent  muscularis  extensively  at  its  pri- 
mary site,  but  it  did  not  extend  to  or  involve  the 
ampulla,  common  bile  duct,  pancreatic  duct,  or 
head  of  the  pancreas.  Particular  attention  was 
paid  to  its  relationship  to  the  common  bile  duct 
and  ampulla  in  view  of  the  clinical  history  of 
jaundice.  At  no  point  could  the  infiltrative  tumor 
be  demonstrated  to  approximate  these  structures 
closer  than  1 cm.,  the  partial  obstruction  of  the 
common  bile  duct  presumably  having  been  caused 
by  compression  rather  than  tumor  infiltration. 

Microscopically  the  tumor  appeared  to  be  a 
very  orderly,  microtubular  carcinoma,  having 
small,  symmetrical,  and  evenly  basophilic  nuclei 
and  a proportionate  amount  of  finely  granular, 
lightly  eosinophilic  cytoplasm  (Fig.  1A).  Because 
of  these  features,  we  were  struck  by  the  tumor’s 
resemblance  both  in  cell  morphology  and  configu- 
ration to  that  of  duodenal  Brunner’s  glands  (Fig. 
IB),  which  were  abundantly  present  in  the  lamina 
propria  adjacent  to  and  intermixed  with  the  infil- 
trative tumor.  Of  course,  it  is  difficult,  if  not  im- 
possible, to  prove  that  this  tumor  arose  from  such 


FIGURE  1.  (A)  Section  taken  from  orderly  micro- 

glandular  carcinoma  infiltrating  duodenal  wall.  (B) 
Section  from  histologically  unremarkable  Brunner's 
glands  proximating  carcinoma  in  lamina  propria.  (C) 
In  such  areas,  taken  from  lamina  propia,  one  can  con- 
vince oneself  of  transition  from  benign  Brunner's  glands 
to  histology  resembling  that  of  invasive  carcinoma 
(Hematoxylin  and  Eosin  Stain  X 195) 

glands,  but  we  were  able  to  find  several  areas 
where  we  were  able  to  convince  ourselves  that  in 
situ  change  had  occurred  in  otherwise  normal  and 
easily  identifiable  Brunner’s  glands  (Fig.  1C). 

Comment 

According  to  Robertson,2  the  duodenal  glands 
called  Brunner’s  were  first  identified  by  Wepfer  in 
1679.  Several  years  later,  Brunner  described 
them  in  greater  detail,  historically  linking  his 
name  with  these  features  of  the  duodenum. 
Brunner’s  glands  occur  most  abundantly  in  the 
first  portion  of  duodenum,  just  distal  to  the  pylo- 
rus. They  occur  in  all  mammals,  and  in  man 
they  are  mostly  confined  to  the  duodenum.  The 
glands  decrease  in  number  in  the  more  distal  seg- 
ments of  duodenum;  only  a few,  if  any,  are  ob- 
vious in  the  proximal  jejunum.  They  are  branch- 
ing, tubular  glands  with  large,  clear,  columnar 
cells  lining  both  ducts  and  alveoli.  The  majority 
of  Brunner’s  glands  occupy  the  submucosa. 3,4 

The  pathologic  conditions  of  Brunner’s  gland 
seems  sparse  in  variety  and  rare  in  occurrence. 
According  to  Robertson,2  there  is  a slight  atrophy 
in  a number  of  glands  with  advancing  age.  With 
active  ulceration  in  the  proximal  duodenum, 
groups  of  glandular  cells  are  destroyed  leaving 
nests  of  viable  cells,  which  through  a reparative 
stimulus  may  regenerate  new  glands. 

True  hyperplasia  or  neoplasia  of  Brunner’s 
glands  is  extremely  rare.  Robertson2  felt  that  ad- 
enomas were  to  be  simply  regarded  as  hypertro- 
phy or  proliferation  in  response  to  hormonal,  he- 
reditary, or  some  other  presently  undetermined 
cause.  A more  specific  theory  entertained  in  the 
development  of  diffuse  hyperplasia  or  nodular  ad- 
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enomatous  hyperplasia  of  Brunner’s  glands  in- 
cludes the  possibility  of  stimulation  to  overgrowth 
by  excessive  gastric  acidity.5  The  question  of 
hamartomatous  focal  overgrowth  of  normal  non- 
neoplastic cells  in  the  formation  of  adenomata  of 
Brunner’s  glands  has  also  been  raised.6,7  Kaplan, 
Dyson,  and  Fitts’s8  review  emphasizes  that  no 
truly  adequate  explanation  for  this  benign  hyper- 
plasia has  as  yet  been  documented  satisfactorily. 

Although  reports  of  Brunner’s  gland  adenoma 
are  not  infrequent,9^11  documentation  of  the  devel- 
opment of  cancer  originating  in  Brunner’s  glands 
is  extraordinarily  rare.  Robertson2  described  sev- 
eral reports  in  the  German  literature  at  the  turn 
of  the  century  indicating  the  difficulty  of  abso- 
lutely establishing  this  diagnosis.  The  confusion 
relating  to  the  definition  of  origin  for  neoplasia  is 
especially  difficult  in  the  duodenal  zone  where 
pancreas,  bile  duct,  papilla  of  Vater,  and  duo- 
denal mucosa  are  closely  aligned  with  Brunner’s 
glands.  When  cancer  is  far  advanced,  differentia- 
tion is  even  more  difficult. 

Robertson2  was  able  to  record  only  one  instance 
of  “unorganized  hyperplasia”  of  Brunner’s  glands 
suggesting  an  early  cancer  in  his  own  series.  He 
added  that  it  will  be  only  in  these  small,  early 
growths  that  the  exact  identification  of  Brunner’s 
cells  as  the  primary  source  of  a cancer  will  be  pos- 
sible. 

Kaplan,  Dyson,  and  Fitts8  have  indicated  that 
it  was  difficult  to  verify  any  cases  of  primary  car- 
cinomas of  Brunner’s  gland  reported  before  1968. 
In  1952  Christie12  had  recorded  an  instance  of  pri- 
mary adenocarcinoma  of  the  proximal  duodenum 
with  malignant  alteration  in  the  adjacent  glands 
of  Brunner.  His  research  could  not  uncover  any 
case  similar  to  this  one  in  prior  literature.  Stew- 
art and  Lieber’s13  review  of  104  patients  with 
suprapapillary  duodenal  cancers  included  3 al- 
leged Brunner’s  gland  cancers.  The  authors  did 
not  consider  these  to  be  adequately  authenticated. 
At  The  New  York  Hospital-Cornell  Medical  Cen- 
ter, 31  patients  with  duodenal  cancers  have  been 
seen  between  1932  and  1969,  excluding  cancers  of 
the  ampulla  of  Vater.  The  patient  reported  is  the 


only  patient  thought  to  have  carcinoma  of  the 
glands  of  Brunner. 

The  treatment  of  carcinoma  arising  in  Brun- 
ner’s glands  is  surgical.  Satisfaction  of  the  gener- 
al principles  of  cancer  surgery  indicate  than  an  en 
bloc  resection  of  duodenum  and  adjacent  regions 
to  which  spread  may  occur  is  probably  the  treat- 
ment of  choice.  This  is  best  accomplished  by  a 
Whipple-type  pancreatoduodenectomy. 

Summary 

Carcinoma  of  the  duodenum  originating  in  the 
glands  of  Brunner  is  an  extremely  rare  event. 
The  treatment,  when  feasible,  is  surgical  by 
pancreatoduodenectomy. 

Acknowledgment.  John  Parsons,  M.D.,  resident  surgeon  at 
The  New  York  Hospital-Cornell  Medical  Center,  carried  out 
the  surgery  and  postoperative  management  of  this  patient. 
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How  self-sufficient  are  family  physicians,  or  do 
they  depend  heavily  on  specialists?  The  purposes 
of  this  investigation  were  twofold:  (1)  To  study 

the  pattern  of  referrals  from  private  family  physi- 
cians in  a qualtitative  manner,  and  (2)  to  try  to 
ascertain  the  attitude  of  the  referring  physicians 
as  to  their  roles  and  that  of  the  specialist  in  the 
referral  process.  Until  now,  there  have  been  vir- 
tually no  published  studies  of  this  from  private 
practice  in  the  United  States. 

The  family  physicians  in  the  Rochester  area 
were  asked  to  keep  logs  of  all  their  referrals  for  the 
months  of  May  and  June,  1971.  Of  these,  five 
agreed.  At  the  end  of  this  period,  when  it  came 
time  to  collect  all  the  data,  and  after  speaking  to 
all  the  physicians  involved,  four  of  these  logs  were 
deemed  sufficiently  accurate  and  complete  to  war- 
rant being  included  in  the  study. 

Practices 

For  simplicity,  we  shall  refer  to  the  practices  as 
A,  B,  C,  and  D. 

Practice  A is  centered  in  a small  town  just  ten 
miles  from  Rochester.  Many  of  its  residents  are 
commuters  into  Rochester.  It  is  predominantly  a 
middle-class  practice.  Medicaid  patients  are  ac- 
cepted. Dr.  A has  two  board-qualified  internists 
who  come  out  to  help  him  a few  afternoons  and 
evenings  a week.  Their  few  referrals  during  the 
study  period  are  included  in  A. 

Practice  B is  centered  on  one  of  the  outer  west- 
ern suburbs  of  Rochester.  It  is  predominantly, 
middle  class,  and  Medicaid  patients  are  not  ac- 
cepted. Dr.  B is  in  solo  practice. 

Practice  C is  situated  in  one  of  the  northern 


TABLE  I.  Referral  rates  of  four  practices 


Prac- 

tice 

Number 
Days  in 
Study 

Total 

Number 

Patient 

Visits 

Number 

Patients 

Referred 

Referral 

Rate 

(Per 

Cent) 

A 

49 

1,385 

35 

2.5 

B 

39 

1,083 

24 

2.2 

C 

38 

1,320 

26 

2.0 

D 

36 

816 

17 

2.1 

suburbs  of  Rochester.  It  is  mainly  a middle-  to 
upper  middle-class  practice  but  does  include  a few 
Medicaid  patients.  Dr.  C is  in  solo  practice. 

Practice  D is  centered  in  a small  town  15  miles 
west  of  Rochester.  It  is  a more  rural  practice 
than  A.  It  is  mostly  middle  class.  It  does  have 
Medicaid  patients,  but  no  new  Medicaid  patients 
are  accepted.  Dr.  D is  in  partnership  with  anoth- 
er family  physician. 

All  four  practices  are  fee-for-service,  and  all  four 
physicians  have  admitting  privileges  at  one  or  an- 
other of  the  hospitals  in  Rochester.  Table  I shows 
the  overall  referral  rates  of  the  four  practices. 

The  very  close  similarity  in  the  referral  rates  of 
the  four  family  physicians  is  worthy  of  note  and 
suggests  the  validity  of  the  data.  According  to 
the  offices  involved,  practices  B and  D missed  no 
patients,  and  their  referral  rate  may  be  deemed  as 
nearly  100  per  cent  accurate.  Practices  A and  C 
may  have  overlooked  one  or  two  referrals  at  most. 
It  should  be  noted  that  referrals  to  radiologists  are 
not  included  in  this  study. 

The  referral  rates  of  the  four  practices,  between 
2 and  2.5  per  cent,  compare  favorably  with  other 
studies.  In  Britain,  Metcalfe1  found  a referral 
rate  based  on  patient  visits  of  1.33  per  cent  for  his 
practice  in  a Yorkshire  town.  Pemberton2  re- 
ported an  overall  referral  rate  of  about  2.4  per 
cent  from  a study  of  eight  practices  in  Sheffield. 
In  the  United  States,  Penchansky  and  Fox3  indi- 
cated a referral  rate  of  between  2.4  and  5.9  per 
cent  for  rural  general  practitioners  working  within 
a multispecialty  group  practice.  In  another  rural 
general  practice,  Taubenhaus4  found  he  had  a re- 
ferral rate  of  about  3 per  cent  of  patient  visits. 
The  overall  referred  rate  for  the  four  practices 
combined  was  2.2  per  cent.  Table  II  shows  the 
patients’  distribution  according  to  sex  and  age. 

Because  we  do  not  possess  statistics  as  to  the 
distribution  of  the  total  number  of  patients  in  the 
practices  according  to  sex  and  age,  it  is  impossible 
to  say  too  much  about  the  distribution  of  the  re- 


1690  New  York  State  Journal  of  Medicine  / June  15,  1973 


TABLE  II.  Distribution  of  referred  patients  according  to  sex  and  age 


Ages 
(Y  ears) 

A/I  1 

✓ A t 

Number 

J vdl  

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

0 to  14 

8 

7.8 

4 

9.8 

4 

6.6 

15  to  44 

57 

55.9 

23 

56.1 

34 

55.7 

45  to  64 

25 

24.5 

8 

19.5 

17 

27.9 

65  and  over 

12 

11.8 

6 

14.6 

6 

9.8 

Totals 

102 

100.0 

41 

100.0 

61 

100.0 

TABLE  III. 

Referrals  to  specialties 

A 

c 

D 

Specialty 

Number 

Per  Cent 

Number 

Per  Cent  Number 

Per  Cent 

Number 

Per  Cent 

Adolescent  behavior 
clinic 

1 

2.9 

Allergy 

1 

2.9 

1 

5.9 

Cardiology 

1 

3.8 

Dermatology 

2 

5.7 

2 

7.7 

3 

17.6 

Ear,  nose,  and  throat 

5 

14.3 

1 

4.2 

2 

7.7 

2 

11.8 

Endocrinology 

1 

2.9 

General  surgery 

4 

11 .4 

10 

41.7 

10 

38.5 

2 

11.8 

Hematology 

1 

4.2 

Internal  medicine 

1 

2.9 

1 

4.2 

1 

5.9 

Neurology 

3 

8.6 

2 

8.3 

1 

3.8 

2 

11 .8 

Obstetrics-gynecology 

4 

11.4 

2 

8.3 

4 

15.4 

1 

5.9 

Ophthalmology 

3 

8.5 

3 

17.6 

Orthopedics 

4 

11.4 

3 

12.6 

2 

7.7 

1 

5.9 

Pediatrics 

1 

4.2 

Plastic  surgery 

1 

2.9 

1 

3.8 

1 

5.9 

Psychiatry 

3 

12.6 

Urology 

5 

14.3 

3 

11 .5 

Totals 

35 

100.0 

24 

100.0 

26 

100.0 

17 

100.0 

ferrals.  However,  three  things  of  interest  stand 
out:  first,  the  low  referral  rate  of  the  zero  through 
fourteen-year  age  class.  This  may  be  explained 
by  the  fact  that  all  four  family  physicians  handle 
their  own  pediatric  cases  and  would  normally  refer 
only  those  rare  cases  needing  the  expertise  of  pe- 
diatric subspecialists.  It  seems  reasonable  to  as- 
sume that  a community  which  is  well  serviced  by 
competent  family  physicians  has  no  real  need  for 
the  general  pediatrician. 

Second,  we  note  the  relatively  high  referral  rate 
for  the  fifteen  through  forty-four-year  age  class. 
Penchansky  and  Fox3  also  documented  this,  find- 
ing their  peak  referral  age  to  be  in  the  fifteen 
through  thirty-four-year  age  group.  As  they 
suggest,  this  may  be  a function  of  the  acute  and 
surgical  nature  of  illnesses  in  this  age  group, 
childbearing  problems  and  sequelae,  and  the 
probable  high  accident  rate  within  this  group. 

Third,  there  is  a 20  per  cent  higher  referral  rate 
for  females  compared  with  males,  which  is  not  en- 
tirely accounted  for  by  referral  to  obstetricians 
and  gynecologists. 

Breakdown  of  referrals 

The  breakdown  of  the  referrals  into  the  special- 
ty groups  is  particularly  revealing  since  it  suggests 
those  areas  in  which  the  family  physician’s  capa- 


bility is  limited  and  in  which,  therefore,  he  is  de- 
pendent on  the  various  specialties.  This  is  shown 
in  Tables  III  and  IV  in  which  the  data  of  the  four 
physicians  has  been  combined.  This  suggests 
that  the  main  reasons  for  referral  are  for  technical 
assistance  rather  than  diagnosis. 

Comparisons  with  studies  done  in  Great  Britain 
reveal  a definite  similarity  (Table  V).  This  is 
very  interesting  in  light  of  the  great  differences  in 
the  medical  care  systems  and  in  the  general  pub- 
lic’s attitudes  to  family  physicians  in  the  two 
countries.  This  may  be  because  the  family  physi- 
cians in  this  study  feel  strongly  that  they  should 
be  the  first  line  of  defense  for  their  patients,  where 
necessary  referring  them  for  treatment  or  diagno- 
sis, and  that  by  and  large  their  patients  conform. 
In  Britain  the  patient’s  only  route  into  care  is  the 
family  physician,  other  than  the  emergency  room 
where  only  genuine  emergencies  are  treated. 

It  is  perhaps  worth  while  to  note  that  while  re- 
ferrals to  general  surgery  make  up  one  quarter  of 
all  referrals,  reference  to  Table  III  will  show  that 
this  is  because  of  the  comparatively  very  high  re- 
ferral rate  to  surgery  by  B and  C.  The  other  two 
physicians  in  fact  refer  to  surgery  less  than  to  one 
or  two  of  the  other  specialties.  While  our  sample 
is  too  small  to  reach  any  definite  conclusions,  ref- 
erence to  the  British  studies  suggest  the  validity 
of  the  results  of  Table  IV. 
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TABLE  IV.  Combined  referrals  to  specialties 


Specialty 

Absolute 

Number 

Referrals 
(Per  Cent) 

General  surgery 

26 

25.5 

Obstetrics-gynecology 

11 

10.8 

Orthopedics 

10 

9.8 

Ear,  nose,  and  throat 

10 

9.8 

Urology 

8 

7.8 

Neurology 

8 

7.8 

Dermatology 

7 

6.9 

Ophthalmology 

6 

5.9 

Internal  medicine 

3 

2.9 

Plastic  surgery 

3 

2.9 

Psychiatry 

3 

2.9 

Allergy 

2 

2.0 

Endocrinology 

1 

1.0 

Cardiology 

1 

1.0 

Hematology 

1 

1 .0 

Pediatrics 

1 

1 .0 

Adolescent  behavior 
clinic 

1 

1.0 

Totals 

102 

100.0 

Attitude  to  referral 

The  family  physician’s  attitude  to  referral  was 
the  second  important  area  studied.  The  act  of  re- 
ferral of  necessity  means  that  the  family  physician 
is  transferring  some  or  all  of  the  responsibility  for 
that  patient’s  care  to  another  physician.  This  is 
in  direct  conflict  with  the  role  model  of  the  pri- 
mary care  physician  who  tries  to  do  everything  for 
his  patient.  There  may  be  psychologic  problems 
involved  in  that  referral  is  to  some  physicians  a 
tacit  admission  of  the  limitation  of  their  own 
knowledge  and  resources.  One  may  also  suspect 
financial  implications  in  the  referral  process,  espe- 
cially if  consultants  hold  on  to  patients  referred  to 
them. 

To  ascertain  attitudes  and  feelings  about  refer- 
ring patients  and  what  was  expected  of  the  spe- 


cialists, at  least  one  in-depth  interview  was  held 
with  each  of  the  four  family  physicians.  We  first 
attempted  to  find  out  just  why  they  referred  pa- 
tients. 

As  may  be  expected,  all  four  refer  because  cer- 
tain occasions  require  resources  of  therapy  and 
skills  which  they  do  not  possess.  An  obvious  ex- 
ample is  surgery. 

Three  of  the  physicians  said  they  refer  occasion- 
ally to  ease  their  patient’s  mind  from  worrying,  in 
other  words,  for  psychologic  reasons  when  the  pa- 
tient may  feel  he  requires  the  added  wisdom  of  a 
“specialist.”  The  fourth  physician  (B)  referred 
only  very  rarely  for  this,  saying  that  his  patients 
respect  his  opinion  and  are  satisfied  with  his  judg- 
ment. 

All  four  family  physicians  refer  for  consultation 
purposes,  so  as  to  get  a second  opinion  in  a diffi- 
cult case.  One  of  them  (D)  said  that  this  in  fact 
is  the  major  reason  for  his  referrals.  Consultation 
is  of  course  a time-honored  medium  for  continuing 
education. 

Three  of  the  physicians  refer  for  logistic  reasons 
for  “convenience.”  In  other  words,  they  may 
have  a particularly  heavy  patient  load  one  day 
and  rather  than  try  to  work  up  each  case  thor- 
oughly, which  they  might  have  done  on  another 
day,  thereby  denying  time  from  their  other  pa- 
tients, they  refer  to  a specialist.  Dr.  B does  not 
refer  for  this  reason,  saying  that  he  will  spend  as 
much  time  as  necessary  with  each  patient. 

None  of  the  physicians  said  that  a patient’s 
ability  to  pay  the  specialists  would  affect  their  de- 
cision of  whether  to  refer  or  not.  It  should  be  re- 
membered that  all  four  practices  are  predomi- 
nantly middle  class  and  the  physicians  do  not 
have  to  be  as  price  conscious  as  if  they  had  lower 
working-class  practices.  Nearly  every  patient  in 
the  practices  involved  have  inhospital  insurance 
coverage. 


TABLE  V.  British  referral  results 


Specialty 

. M etcalfe 1 

Number  Per  Cent 

Scott  and 
Gilmore5 
(Per  Cent) 

Hopkins 

Number 

*6 

Per  Cent 

General  surgery 

35 

19.7 

23 

175 

20.8 

Obstetrics-gynecology 

22 

12.3 

6 

59 

7.0 

Orthopedics 

24 

13.5 

8 

135 

16.0 

Ear,  nose,  and  throat 

27 

15.2 

13 

102 

12.1 

Urology 

10 

5.6 

35 

4.2 

Neurology 

7 

3.9 

22 

2.6 

Dermatology 

8 

4.5 

10 

37 

4.4 

Ophthalmology 

24 

13.5 

8 

34 

4.0 

General  medicine 

5 

2.8 

9 

67 

7.9 

Psychiatry 

2 

1.1 

2 

66 

7.8 

Allergy 

3 

0.4 

Endocrinology 

10 

1.2 

Cardiology 

3 

1.7 

17 

2.0 

Pediatrics 

3 

1.7 

5 

8 

0.9 

All  others 

8 

4.5 

16 

73 

8.6 

Totals 

178 

100.0 

100.0 

843 

100.0 

* This  is  a summation  of  what  Hopkins  calls  “referrals  for  treatment”  (660)  and  “referrals  for  opinion”  (183). 
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TABLE  VI.  Reports  from  specialists  to  individual  family  physicians 


Report 

A 

B 

C 

D 

Number 

Per  Cent 

Number  referred 

35 

24 

26 

17 

102 

100 

Written  report  received  within 
one  week  of  referral 

8 

4 

7 

2 

21 

20.6 

Written  report  received  within 
eight  to  twenty-four  days  of 
referral 

9 

10 

6 

4 

29 

28.4 

Verbal  report  received  within 
twenty-four  days  of  referral* 

1 

3 

5 

1 

10 

9.8 

No  report  received  within 
twenty-four  days  of  referral 

17 

7 

8 

10 

42 

41 .2 

* If  they  had  received  a written  as  well  as  a verbal  report,  this  was  included  in  the  preceding  listing. 


All  four  physicians  when  they  refer  a patient 
still  feel  that  he  is  their  patient  and  that  they  still 
have  primary  responsibility  toward  him  even 
though  he  is  being  seen  by  another  physician;  “I 
am  at  the  hub  of  the  wheel,”  said  one  physician. 
All  four  make  rounds  conscientiously  when  they 
have  patients  in  the  hospital. 

On  referring  for  consultation,  all  four  physicians 
expect  to  receive  a note  or  call,  preferably  the  for- 
mer, from  the  specialist  telling  them  of  his  find- 
ings and  his  recommendations  for  therapy.  Simi- 
larly, when  they  refer  for  treatment,  they  all  ap- 
preciate being  kept  informed  by  the  specialist  of 
the  course  of  the  illness  and  the  management  in- 
stituted. All  four  feel  very  keenly  about  this, 
three  of  them  sufficiently  so  that  they  categorical- 
ly stated  that  if  they  did  not  receive  reports  from 
a specialist,  competency  notwithstanding,  they 
would  stop  referring  patients  to  him. 

The  four  family  physicians  were  then  asked  how 
frequently  it  occurred  that  a specialist  to  whom 
they  referred  a patient  “held  on  to”  that  patient 
after  clearing  up  the  particular  illness  for  which 
the  patient  was  referred.  All  agreed  that  this  was 
a rare  occurrence.  The  few  cases  in  which  this 
had  taken  place,  that  they  clearly  remembered, 
involved  gynecologists  who  ended  up  as  primary 
care  physicians  to  the  patients  involved,  giving 
them  their  yearly  physicals,  and  so  on.  Three  of 
the  family  physicians  feel  very  strongly  that  this 
should  not  happen.  They  understand,  of  course, 
that  if  it  happens  in  an  isolated  case  with  a physi- 
cian who  nearly  always  refers  patients  back,  it  is 
probably  the  choice  of  the  patient.  The  fourth 
physician  (C)  said  that  if  a consultant  held  on  to 
a patient  it  would  not  disturb  him  very  much 
I since  his  patient  load  was  more  than  sufficient. 

Specialists'  reports 

The  last  part  of  the  study  was  to  test  in  a quan- 
titative manner  just  how  conscientious  the  spe- 
cialists really  were  in  sending  reports  back  to  the 
primary  care  physician.  Data  for  all  four  prac- 
tices are  shown  in  Table  VI,  including  combined 
figures  for  all  102  referrals  shown  in  an  absolute 
and  per  cent  basis. 


We  see  from  Table  VI  that  in  41.2  per  cent  of 
the  cases  the  family  physicians  received  no  reports 
whatsoever  from  the  specialists  twenty-four  days 
after  their  referral.  This  figure  we  found  surpris- 
ingly high,  in  view  of  what  the  four  physicians  had 
told  us  regarding  their  attitudes  to  receiving  writ- 
ten reports  from  consultant  physicians.  Resulting 
partly  from  this  and  partly  from  our  discussions 
with  the  family  physicians,  we  decided  to  follow 
up  more  closely  on  the  “no  report”  group.  All  42 
patients  in  this  group  were  contacted  by  phone 
and  asked  whether  they  had  seen  the  specialists  to 
whom  they  were  referred  and  if  so,  when.  We 
found  that  28  of  these  42  had  not  visited  the  spe- 
cialist within  twenty-one  days  of  being  referred. 
The  period  of  twenty-one  days  was  chosen  to  give 
the  specialists  three  days  to  send  their  reports  so 
that  they  would  be  included  in  the  “received  re- 
port within  twenty-four  day  group.”  The  reason 
these  28  patients  had  not  visited  the  specialist  to 
whom  they  had  been  referred  within  the  twenty- 
one  days  was  only  rarely  because  they  did  not 
bother  to  make  an  appointment  but  mostly  be- 
cause they  were  unable  to  get  an  appointment 
within  this  time.  They  had  to  wait  more  than 
twenty-one  days  to  see  the  specialist!  This  is  in 
itself  surely  unsatisfactory  in  some  instances  and 
is  a criticism  frequently  leveled  in  the  United 
States  about  the  National  Health  Service  in  Great 
Britain.  It  appears  that  in  the  Rochester  area  the 
two  specialties  for  which  there  are  the  longest 
waiting  lists  are  ophthalmology  and  ear,  nose,  and 
throat. 

After  adjustment  had  been  made  for  these  con- 
siderations, we  found  that  of  a total  of  102  re- 
ferred patients,  14  had  visited  a specialist  within 
twenty-one  days  for  whom  no  report  had  been  re- 
ceived by  the  referring  family  physician  within 
twenty-four  days.  A further  breakdown  of  these 
facts  show  that  of  the  74  patients  who  saw  a con- 
sultant, no  reports  were  received  in  18.5  per  cent 
of  the  cases.  This  figure,  nearly  a fifth,  is  still,  in 
our  opinion,  surprisingly  and  unfortunately  large. 

Summary 

An  overall  referral  rate  for  the  four  family  phy- 
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sicians  of  2.2  per  cent  was  found.  This  agrees 
well  with  previous  studies  in  Great  Britain  and 
the  United  States. 

A breakdown  in  referrals  to  the  specialties  re- 
veals that  the  four  most  referred-to  specialties  are: 
general  surgery,  obstetrics  and  gynecology,  ortho- 
pedics, and  ear,  nose,  and  throat,  the  last  three 
specialties  having  about  the  same  frequency.  Ac- 
cording to  British  studies,  these  are  also  the  four 
most  referred-to  specialties  in  that  country. 

Of  the  102  referred  patients,  no  reports  were  re- 
ceived in  42  of  the  cases.  Of  these,  28  had  not 
visited  the  specialist  within  the  designated 
twenty-one  days,  mostly  because  they  were  unable 
to  get  an  appointment  within  this  time.  Con- 
cerning 18.5  per  cent  of  the  74  patients  who  did 
see  specialists,  no  reports  were  received  by  the  re- 


ferring family  physicians  within  three  days  of  the 
patients’  having  been  seen  by  specialists. 
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The  Mini-Clinic  Outreach  Program  is  a metro- 
politan hospital’s  innovative  venture  to  provide 
medical,  psychiatric,  and  social  service  care  for 
hard-to-reach  residents  of  single-room  occupancy 
buildings,  slum  hotels,  and  other  dwellings  in  a 
large  urban  community.  Its  prime  objectives  are 
to  (1)  intervene  in  the  cycles  of  poverty,  apathy, 
sickness  and  crime  to  effect  positive  change,  (2) 
create  a new  and  especially  trained  community 
health  worker  who  will  provide  full-time,  on-site 
basic  health  care  and  referral  to  other  resources 
when  required,  and  (3)  encourage,  educate,  and 
involve  the  tenants  as  health  consumers.  Al- 
though conditions  vary  in  different  communities, 
the  program  in  concept  can  be  adapted  to  meet 
specific  needs. 

The  Mini-Clinic  was  begun  in  February,  1969, 
when  it  became  apparent  that  an  inordinate  num- 
ber of  people  in  crisis  from  particular  residencies 
in  the  community  were  appearing  in  the  emergen- 
cy room.  The  social  worker  in  the  hospital’s  com- 
munity psychiatry  unit  visited  one  such  building 
and  found  the  health  and  physical  conditions  in- 
tolerable. The  population  consisted  mainly  of 
middle-aged,  public-assistance  clients  with  a rela- 
tively even  sex  distribution  of  blacks,  Puerto  Ri- 
cans, and  whites.  An  eerie  sense  of  isolation  per- 
vaded the  floors  of  the  building  where  padlocked 
doors  were  seen  in  profusion.  The  occupants 
stepped  out  only  when  necessary,  remaining  most- 
ly to  themselves  behind  closed  and  crudely  re- 


paired doors  which  bore  evidence  of  violent  intru- 
sions. There  was  an  overwhelming  atmosphere  of 
despair,  depression,  fear,  and  helplessness.1  Sev- 
eral people  were  acutely  in  need  of  medical  and 
psychiatric  treatment  and  hospitalization,  and 
many  residents  were  receiving  no  care  at  all. 
Prior  to  the  Mini-Clinic,  the  project  building,  for 
security  reasons,  was  declared  off  limits  by  the 
local  visiting  nurse  service. 

Background 

The  acute  housing  shortage  in  New  York  City 
following  World  War  II  led  to  the  conversion  of 
many  well-built  commodious  residencies  with 
large  apartments  into  single-room  dwellings. 
Such  was  the  case  with  the  first  Mini-Clinic 
project  building  where,  presently,  there  are  95 
rooms  renting  at  an  average  of  $90  per  month 
each.  Dilapidated  toilets  are  located  in  the  hall- 
way, each  servicing  approximately  6 people.  Al- 
though some  rooms  have  kitchenette  facilities 
(sink,  burner,  refrigerator),  the  majority  of  ten- 
ants obtain  and  eat  their  meals  outside.  In  gen- 
eral, plumbing,  heating,  electric  wiring  and  physi- 
cal conditions  were  poor  and  in  need  of  major  re- 
pair. 

On  the  first  visit  of  the  social  worker,  the  medi- 
cal, psychiatric,  and  social  problems  of  the  ten- 
ants were  blatantly  obvious;  apathy  and  a sense  of 
hopelessness  were  pervasive.  Many  persons  were 
malnourished  or  suffering  from  the  effects  of 
chronic  alcoholism.  Drug  abuse,  alcoholism,  and 
prostitution  were  frequent  symptoms  of  the  de- 
structive environment.  It  was  no.t  unusual  to  find 
persons  dead  in  the  toilets  or  basement  from  drug 
overdose.  The  violence  was  highlighted  by  recent 
waves  of  knifings  and  physical  assaults.  The 
whole  gamut  of  mental  illness  was  accentuated 
and  aggravated  by  the  loneliness  and  hostility  of 
the  environment.  Occasionally,  acutely  decom- 
pensated psychotic  patients  were  found  in  their 
rooms.  In  one  such  case,  a woman  had  been  in 
her  room  for  almost  three  weeks,  existing  solely  on 
water.  Epilepsy,  respiratory  ailments,  and  cardi- 
ac conditions  were  frequent  medical  problems. 

Method 

The  hospital  social  worker  began  by  acquaint- 
ing himself  with  the  building  occupants  on  a door- 
to-door  basis,  identifying  and  exploring  needs. 
He  did  individual  casework  and  fostered  the  con- 
cept of  a building-community  through  meetings 
which  developed  from  informal  groupings  in  ten- 
ants’ rooms.  He  helped  establish  feelings  of  trust 
and  cooperation  among  the  tenants,  workers, 
building  management,  and  the  hospital.  The  so- 
cial worker  negotiated  with  the  New  York  City 
Department  of  Social  Service  to  obtain  the  ser- 
vices of  an  on-site  caseworker  and  involved  other 
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community  resources  where  indicated.  He  acted 
as  casefinder,  prepared  individual  tenants  and  the 
building  for  effective  use  of  physicians’  visits,  and 
acted  as  liaison  between  hospital  and  patient. 
Appropriate  support  where  indicated  was  given 
and  patients  were  taught  appropriate  use  of  the 
specific  hospital  services  which  related  to  the  dy- 
namics of  personality  functioning  and  behavior. 
He  also  did  on-site  training  of  the  community 
health  worker,  and  took  key  hospital  personnel  to 
the  building  site  for  exposure  and  education. 

Comprehensive  on-site  medical  care  was  cited 
as  a primary  need  by  the  building  occupants  at 
tenant  meetings  initiated  by  the  hospital  social 
worker.  Community  groups  also  identified  and 
verbalized  this  need.  The  social  worker,  acting  as 
liaison  between  hospital  and  patient,  then  was 
able  to  institute  the  necessary  changes. 

To  meet  needs  more  effectively,  the  Mini-Clinic 
team  was  formed,  initially  consisting  of  a physi- 
cian and  a social  worker.  On-site  training  of  the 
community  health  worker  was  subsequently  incor- 
porated. The  social  worker  alerted  the  aide  to  an 
awareness  of  the  existing  social  problems  and  ef- 
fective methods  for  dealing  with  them.  The  nurse 
who  was  later  added  to  the  team  taught  the  com- 
munity health  worker  simple  procedures,  that  is, 
changing  bandages,  giving  first  aid,  and  taking 
blood  pressure,  pulse,  and  temperature  measure- 
ments. The  physician  imparted  general  health- 
care concepts.  Those  persons  who  desired  a med- 
ical visit  were  seen  in  their  rooms  by  the  physi- 
cian. Initially,  an  attempt  was  made  to  utilize  a 
room  lent  by  one  of  the  tenants  as  a “clinic,”  but 
many  of  the  patients  could  not  even  come  this  far 
for  their  care.  Subsequently,  it  was  felt  that  more 
could  be  accomplished  by  team  members  visiting 
each  patient  within  the  confines  of  his  room, 
thereby  observing  and  treating  him  in  his  own  en- 
vironment. The  recognition  of  adverse  living  con- 
ditions and  their  effect  on  the  tenant  made  possi- 
ble realistic  medical  recommendations  and  expec- 
tations. Frequently,  persons  were  reluctant  even 
to  open  their  doors  on  the  first  visit.  Gradually, 
as  this  resistance  and  distrust  were  broken  down, 
the  occupant  seemed  to  become  more  at  ease  and 
more  communicative  in  this  setting  than  in  the 
vastness  and  impersonal  atmosphere  of  the  hospi- 
tal environment.  In  some  instances,  through  the 
support  and  encouragement  of  team  personnel, 
these  same  patients  then  were  better  able  to  nego- 
tiate with  the  hospital  as  well  as  with  other  insti- 
tutions. 

If  a patient  was  unable  to  travel  to  the  clinics 
on  his  own,  the  hospital’s  transportation  vehicle 
(ambulette)  was  utilized.  For  chronic  alcoholics, 
supportive  groups  and  individual  therapy  were  ini- 
tiated under  the  guidance  of  the  hospital’s  alco- 
holism service.  Socialization  and  recreational 
groups  were  established  by  the  social  worker  and 


the  community  health  worker;  also,  a tenant  orga- 
nization was  formed  to  deal  with  tenant  manage- 
ment, public  assistance,  and  other  issues.  Indi- 
vidual casework  was  also  available  to  all  tenants. 

In  many  instances,  correctable  surgical  disease 
and  acute  medical  illnesses  were  detected  and 
treated  in  the  confines  of  the  building.  A reser- 
voir of  venereal  disease  was  detected  and  eradicat- 
ed. Tuberculosis,  heart  disease,  and  various  re- 
spiratory ailments  were  diagnosed  and  treated. 
Drug  addicts  were  offered  detoxification,  and 
several  entered  the  methadone  maintenance  pro- 
gram of  the  hospital.  Medical  and  psychiatric 
back-up  facilities  were  made  available  and  provid- 
ed by  the  hospital.  The  coordination  between 
Mini-Clinic  and  these  facilities  was  a crucial  fac- 
tor in  providing  continuity  of  care  for  patients. 
Emphasis  was  placed  on  the  development  of  a 
preventive  health-care  program. 

Objectives 

The  Mini-Clinic  Project  has  several  objectives: 
(1)  to  provide  preventive  and  on-going  health  care 
to  those  people  who  are  not  being  reached  through 
existing  facilities,  by  actively  seeking  them  out, 
making  health  care  more  accessible,  and  involving 
them  as  consumers  in  the  planning  and  imple- 
mentation of  an  adequate  program;  (2)  to  provide 
on-the-spot  medical,  psychiatric,  and  social-ser- 
vice crisis  intervention,  thereby  reducing  inpatient 
admissions,  emergency  room  visits,  and  ambu- 
lance calls  to  the  buildings  serviced;  (3)  to  edu- 
cate the  community  toward  a more  effective  utili- 
zation of  hospital  facilities,  which  would  enhance 
increased  involvement  and  communication  be- 
tween hospital  and  community  toward  a mutually 
cooperative  working  relationship;  (4)  to  initiate  a 
program  which  jointly  offers  direct  service  to  the 
community  and  education  of  house  staff,  medical 
students,  and  other  health  professionals  in  com- 
munity medicine;  and  (5)  to  create  a new  health- 
care delivery  system  utilizing  the  services  of  the 
community  health  worker. 

Conclusions 

During  the  first  year  of  activity,  tenant  morale 
and  general  health,  as  well  as  physical  conditions 
within  the  building,  improved  dramatically. 
Owing  to  the  cooperative  efforts  of  tenants,  man- 
agement, and  staff,  the  incidences  of  violence  and 
vandalism  were  reduced.  The  environment  be- 
came more  healthy  and  friendly  and  increased 
mutual  assistance  was  evident  among  the  tenants 
themselves  and  between  them  and  the  staff. 

As  the  community  health  worker  assumed 
greater  responsibility  as  a health-care  advocate 
and  consultant,  it  became  possible  for  the  focus 
and  input  of  other  team  personnel  to  change. 
They  were  better  able  to  act  more  in  a superviso- 
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ry  and  consultant  capacity,  to  diminish  direct  in- 
volvement, and  begin  the  process  of  servicing  a 
new  building  and  training  a new  community 
health  worker. 

The  second  site  chosen  for  Mini-Clinic  interven- 
tion was  a large  400-tenant  hotel  housing  many  el- 
derly people.2  This  was  the  site  of  an  already  ex- 
isting community  psychiatry  project  to  which  a 
sorely  needed  medical-care  component  was  thus 
added.  In  a third  instance,  a large  “welfare 
hotel”  housing  many  families  became  the  site  of  a 
Mini-Clinic  project.  Because  of  the  large  number 
of  children  involved,  and  the  resulting  multiplicity 
of  problems,  the  assistance  of  the  hospital’s  de- 
partment of  pediatrics  was  enlisted.  In  the  latter 
instance,  the  hospital’s  intervention  helped  high- 
light the  plight  of  the  welfare  hotel  occupant 
which  eventually  led  to  intervention  by  the  city 
authorities.3"5 

These  experiences  confirmed  that  the  Mini- 
Clinic  concept  is  versatile  and  workable. 

There  has  been  considerable  interest  on  the  part 
of  the  hospital  house  staff  in  the  project.  They 
have  made  house  calls,  participated  in  the  pro- 
gram, and  have  been  able  to  observe,  first  hand, 
the  environment  and  problems  of  the  patients 
whom  they  previously  had  seen  only  in  the  hospi- 
tal; this  has  proved  to  be  an  enlightening  experi- 
ence. Medical  students  from  two  affiliated  uni- 
versities are  now  assigned  to  the  teams. 

Mini-Clinic  coordination  and  involvement  with 
existing  agencies  and  services  are  encouraged 
wherever  possible.  However,  it  is  the  specific  in- 


tention of  the  program  to  use  community  and 
building  residents  whenever  appropriate  to  render 
services,  as  volunteers  of  cheer,  socialization 
therapists,  pathology  casefinders,  medication 
watchers,  and  so  on.  Past  experiences  have  shown 
that  such  involvement  tends  to  have  a positive 
therapeutic  effect  on  the  helper,  the  resident  being 
helped,  and  on  the  entire  building  community.  In 
addition,  the  medical  staff  and  other  professionals 
are  now  free  to  act  in  a guidance  capacity,  to  train 
other  paraprofessionals  and  engage  in  appropriate 
professional  tasks.  This  could  be  an  initial  step 
in  establishing  a rehabilitation  program  within 
the  building  which  provides  both  training  and  di- 
rect service  to  building  residents;  provisions  are 
made  for  tenants  working  in  such  programs  to  re- 
ceive a financial  stipend. 

The  expansion  and  continuation  of  this  program 
are  vital  because  we  are  convinced  that  we  have 
been  able  to  render  sorely  needed  care  within  our 
community  by  utilizing  a simple,  direct,  and  effi- 
cient approach. 
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Whether  in  Kentucky  or  in  New  York,  “There’s 
no  place  like  home”  for  warmth  and  personalized 
care.  The  all-too-familiar  refrain  these  days, 
however,  laments  the  fact  that  no  one  is  at  home 
to  furnish  even  the  most  elementary  care  for  the 
“old  folks.”  As  a direct  consequence,  too  many  of 
the  elderly  who  require  little  or  no  medical  super- 
vision languish  in  nursing  “homes.” 

The  ultimate  goal  of  medical  management 
should  be  the  maintenance  of  elderly  persons  in 
the  home  or  home  community.  If  hospital  or 
nursing  home  care  becomes  necessary,  all  efforts 
should  be  directed  toward  rehabilitation  and  re- 
turning the  patient  to  his  home. 

In  the  years  since  the  advent  of  Medicare  and 
Medicaid  programs  for  the  aged,  it  has  become  in- 
creasingly apparent  that  lack  of  proper  long-range 
planning  has  resulted  in  a structure  for  the  deliv- 
ery of  health  care  that  is  impersonal,  inefficient, 
and  wasteful.  In  the  first  flush  of  enthusiasm, 
priorities  were  directed  to  high-cost  facilities  such 
as  hospitals  and  nursing  homes.  Little  or  no 
thought  was  given  to  expansion  of  low-cost  facili- 
ties, such  as  increased  comprehensive  home-care 
programs,  ambulatory  care  services,  health-relat- 
ed facilities,  proprietary  homes,  foster  homes, 
apartments  for  the  aged,  senior  citizen  villages, 
and  so  forth. 

Utilization  review 

Utilization  review  is  a program  to  assure  the 
patient  of  optimal  care,  delivered  in  the  most  effi- 
cient and  economical  manner,  that  is,  by  the  use 
of  the  least  expensive  facilities  and  services  con- 
sistent with  this  level  of  care.  Its  purpose  is  to 
see  that  the  patient  receives  no  more  nor  less  care 
than  he  needs,  neither  overutilization  or  underu- 
tilization, and  to  assure  the  purchaser  of  his  care 
(government  for  Medicare,  taxpayer  for  Medicaid, 
and  other  third-party  payers  for  the  self-insured) 
that  the  care  delivered  is  medically  necessary,  op- 


timal, and  economic.  Utilization  review  is  pres- 
ently committed  by  law  to  do  routine  reviews  on 
all  patients  to  determine  the  level  of  care  in  each 
case.  This  is  a costly  and  time-consuming  effort, 
although  its  purpose  is  worth  while.  Because  of 
the  present  unavailability  of  lesser  facilities,  utili- 
zation review  is  frequently  futile  because  no  action 
can  be  taken  on  its  recommendations,  or,  at  best, 
there  is  an  undue  delay  in  implementing  the  rec- 
ommendations. 

Inhospital  care 

Many  acute  hospitals  are  reporting  100  per  cent 
occupancy  for  medical  and  surgical  beds.  Their 
admitting  offices  have  lengthy  waiting  lists,  even 
for  patients  in  the  emergency  or  urgent  categories, 
as  well  as  for  elective  admissions.  Many  hospitals 
also  report  waiting  lists  for  patients  ready  for  dis- 
charge but  unable  to  leave  because  they  are  wait- 
ing for  a bed  in  an  extended-care  facility  and/or 
nursing  home.  These  are  patients  who  no  longer 
require  the  facilities  of  an  acute  hospital  but  who 
do  still  need  skilled  professional  nursing  care  and 
medical  supervision.  The  delay  is  compounded 
by  applications,  filing,  processing,  financial  clear- 
ing, and  occasionally  by  the  less  than  full  coopera- 
tion of  the  family  and  the  attending  physician. 
The  undue  wait  for  the  availability  of  the  ex- 
tended-care or  nursing-home  bed  constitutes  poor 
utilization  and  contributes  to  the  shortage  of  hos- 
pital beds  for  waiting  patients. 

Extended-care  facility  and/or  nursing  home 

Most  nursing  homes  treat  patients  who  qualify 
for  Medicare  extended-care  benefits  as  well  as 
those  who  do  not.  A patient  may  qualify  for  ex- 
tended-care benefits  paid  by  Medicare  if  it  can  be 
shown  that  his  transfer  from  the  hospital  will 
shorten  the  usual  hospital  stay  and  that  he  still 
requires  a high  level  of  skilled  professional  nursing 
care  and  medical  treatment  as  defined  by  Medi- 
care. The  patient  falls  into  the  nursing-home 
category  when  he  still  needs  skilled  nursing  care 
and  medical  supervision  of  a lesser  degree  but 
does  not  qualify  under  the  Medicare  definition  of 
extended  care.  Such  a case  is  funded  largely  by 
Medicaid  and  to  a small  degree  by  private  pay- 
ment and  private  insurance.  These  apparently 
rigid  criteria  for  admission  to  and  for  continued 
stay  in  nursing  homes  are  too  often  w'aived  be- 
cause of  social  exigencies  and  because  of  the  stark 
sad  fact  that  the  patient  has  no  other  place  to  go. 

Despite  the  proliferation  of  new  nursing  homes 
in  recent  years,  and  the  increased  total  number  of 
beds,  most  extended-care  and/or  nursing  homes 
report  long  waiting  lists  for  admission,  including 
patients  from  acute  hospitals  and  those  coming 
directly  from  their  homes. 

Many  nursing  homes  report  long  waiting  lists  of 
patients  ready  to  be  discharged  to  lesser-care  fa- 
cilities or  to  home. 
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Health-related  facility,  including 
public  home  and  infirmary  care 

A health-related  facility  is  the  equivalent  of  an 
old-age  home  which  may  or  may  not  have  an  infir- 
mary. Here,  elderly  people  may  be  domiciled 
who  require  minimal  or  no  skilled  nursing  care  or 
medical  supervision.  A severe  shortage  of  this 
type  of  facility  exists,  in  contrast  to  nursing 
homes,  the  construction  of  which  has  been  mark- 
edly increased  by  private  entrepreneurs  and  by 
Federal,  state,  and  city  subsidies. 

Apartments  for  elderly  and 
senior  citizens' villages 

Apartments  and  villages  may  have  provision  for 
community  dining  rooms  and  supervised  recre- 
ation. They  may  have  some  arrangement  for 
medical  care.  Most  communities  have  few  or  no 
structures  of  this  type. 

Foster  homes 

Foster  homes  are  private  homes  in  which  the 
proprietor  has  contracted  with  the  city,  the  state, 
or  privately  to  care  for  an  elderly  person  who  re- 
quires little  or  no  health  supervision.  In  many 
areas,  foster-home  beds  are  inadequate  in  number, 
or  the  proprietors  are  unwilling  to  accept  elderly 
people  who  might  require  any  health  care.  They, 
therefore,  will  accept  only  relatively  self-sufficient 
boarders. 

Home 

Health  care  for  the  elderly  in  their  own  homes 
should  be  the  ideal  situation.  The  more  people 
could  be  cared  for  at  home,  the  less  would  be  the 
need  for  extended-care  and/or  nursing  homes, 
health-related  facilities,  and  foster  homes.  At 
present,  however,  many  of  the  elderly  with  physi- 
cal and  mental  degenerative  disease  are  unable  to 
care  for  themselves  at  home.  Often  there  is  no 
spouse.  In  some  instances,  one  spouse  is  ill  and 
cannot  look  after  the  other.  An  elderly  self-suffi- 
cient person  prior  to  a cerebral  accident,  hip  frac- 
ture, and  so-on,  may  afterward  be  unable  to  re- 
turn to  home  and  self-care.  Or  such  a person 
may  live  with  a child,  a son,  or  daughter  who  may 
be  employed  and  unable  to  attend  the  parent  for 
twenty-four  hours  a day.  There  may  be  children 
in  the  household  with  resultant  generation-gap 
conflict. 

Economics 

Comparative  economics  are  shown  in  Table  I. 

Every  patient  in  an  acute  hospital  who  could  be 
cared  for  in  a nursing  home  costs  an  unnecessary 
$50  daily.  Every  patient  in  a nursing  home  who 
could  be  cared  for  in  a health-related  facility  costs 


TABLE  I.  Cost  in  various  facilities  in  round  figures 


Facility 

Dollar  Costs  (Daily) 

Inhospital 
Extended  care/ 

$100 

nursing  home 

50 

Health-related 

25 

Foster  home 

10  (under) 

Home 

5 (perhaps  this  low) 

an  unnecessary  $25  daily.  Every  patient  in  a 
health-related  facility  who  could  be  cared  for  in  a 
foster  home  or  in  his  own  home  costs  an  unneces- 
sary $15  or  more  daily.  Such  unnecessary  overuti- 
lization is  carried  down  to  all  individuals,  through 
Medicare,  Medicaid,  Blue  Cross,  private  insur- 
ance, and  private  paying,  as  higher  taxes  and 
higher  insurance  premiums. 

Solutions 

A greatly  expanded  home  health  care  program 
is  proposed.  A concentrated  effort  should  be 
made  to  maintain  the  patient  in  his  home  envi- 
ronment. He  should  be  referred  to  the  hospital, 
nursing  home,  or  health-related  facility  only  if  all 
attempts  to  secure  home  care  have  failed. 

The  home  health-care  program  could  be  super- 
vised by  a nursing  group  such  as  the  visiting  nurse 
association.  It  could  have  available  to  it:  (1)  so- 

cial service  evaluation,  (2)  medical  care,  via  pri- 
vate physicians  or  local  clinics,  (3)  nursing  care, 
either  registered  or  practical  nurses,  (4)  rehabili- 
tation and  restorative  services,  (5)  home  health 
aides,  (6)  housekeeper  services,  and  (7)  food  ser- 
vices. 

A volunteer  program  or  buddy  system  could  be 
planned  wherein  one  person  would  assume  respon- 
sibility for  overall  care  of  the  patient.  For  a small 
per-diem  stipend  neighbors,  friends,  or  relatives 
who  are  Social  Security  recipients  might  be  will- 
ing to  assume  responsibility  without  exceeding 
their  income  restrictions  under  Social  Security. 
These  volunteers  could  shop,  clean,  cook,  run  er- 
rands, phone  the  nurse  or  physician,  and  expedite 
recreational  activities.  Some  consideration  could 
be  given  to  the  possibility  of  financial  assistance 
to  family  members  who  look  after  their  own  elder- 
ly. 

Conclusion 

Inasmuch  as  utilization  review  concerns  itself 
with  the  delivery  of  optimal  patient  care  at  mini- 
mal cost,  its  purposes  would  best  be  served  by 
emphasizing  personalized  patient  care  in  the 
home  or  home  community.  A plea  is  made  for  co- 
operative effort  on  the  part  of  proprietors,  govern- 
ment, and  community  organizations  for  the 
speedy  attainment  of  these  goals. 
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Despair  and  loneliness  are  the  most  common  ills 
of  mankind.  Melancholia  or  depression  is  the 
manifest  result. 

Loss  is  the  biggest  factor  in  bringing  on  depres- 
sion. One  should  always  look  for  loss  where  there 
is  depression.  The  most  significant  emotional  ex- 
perience following  loss  is  the  attempt  at  restitu- 
tion. 

The  need  for  restitution  is  tremendous  and  gen- 
erates an  enormous  creativity  in  the  healthy  per- 
son. All  of  his  resources  are  called  on.  An  im- 
portant resource  is  the  dream.  During  the  sleep- 
ing state,  the  dream  attempts  to  gratify  wishes  or 
to  recapture  what  was  lost.  In  the  waking  state, 
creative  activities  which  are  valued,  admired,  or 
accepted  by  society  are  effected.  This  also,  in 
some  measure,  is  to  substitute  for  the  loss.  In 
time,  the  overreactive  creative  activity  results  in 
restitution,  a disappearance  of  depression,  and  a 
return  to  a homeostatic  balance. 

If  the  loss  cannot  be  overcome  because  of  some- 
thing causing  an  incomplete  restitution,  the  de- 
pression is  not  entirely  overcome,  and  a chronic 
state  results.  The  chronic  depression  generates 
overactivity  as  a means  of  maintaining  homeosta- 
sis. If  the  individual  has  many  resources,  he  may 
go  on  overreacting  and  creating  for  a long  time.  If 
the  individual  has  few  or  no  resources,  his  chronic 
depression  creates  increasing  agitation  and  anxie- 
ty, he  fails  to  create,  his  homeostasis  becomes 
more  precarious,  and  his  course  is  toward  increas- 
ing despair,  increasing  depression,  and  the  accom- 
panying fall  in  self-esteem,  pride,  sense  of  adequa- 
cy, and  sense  of  security. 

The  sense  of  failure  rises  and  with  it  the  sense 
of  guilt.  As  the  sense  of  guilt  rises,  the  need  for 
expiation  of  this  guilt  increases.  Self-punish- 
ment, as  a means  of  expiation,  becomes  the  order- 
of-the-day. 


Case  reports 

Case  1.  A white,  married  male,  forty-five  years  old, 
had  3 children  and  a very  good  job  and  income.  He 
accepted  a promotion,  sold  his  home,  moved  to  another 
state,  settled  down  in  a new  home,  and  had  new 
responsibilities.  He  soon  began  to  regret  his  move  and 
felt  that  he  lost  something  by  it.  He  was  then  offered 
another  move  which  he  accepted.  There  followed  the 
selling  and  buying  of  homes,  moving  to  another  state, 
making  new  friends,  and  finding  the  new  job  not  up  to 
his  expectations.  Again  he  began  to  feel  he  had  lost 
something  and  regretted  the  move. 

He  became  depressed  and  agitated  and  was  unable 
to  work.  He  was  hospitalized  and  treated  with  ECT 
(electric  convulsive  therapy).  His  response  after  three 
shock  treatments  was  excellent.  ECT  was  continued, 
but  after  the  eighth  treatment,  the  patient  was  very 
depressed,  refused  further  treatment,  and  signed  him- 
self out  of  the  hospital.  He  was  referred  to  the  author 
for  further  care  and  psychotherapy.  This,  plus 
pharmacotherapy,  plus  the  possible  good  latent  effect 
of  the  ECT,  produced  a favorable  response.  He  was 
less  agitated,  returned  to  an  old  hobby,  began  to  com- 
plete some  chores  around  the  house,  and  went  out  so- 
cially, but  he  did  not  return  to  his  job. 

He  continued  to  brood  over  the  loss  of  his  former 
jobs,  the  type  of  highly  specialized  work  he  had  done, 
his  managerial  status,  and  his  old  friends  and  commu- 
nity. His  imagined  loss  grew,  and  his  ability  to 
achieve  restitution  did  not  keep  pace.  His  depression 
and  anger  increased.  He  had  a severe  loss  of  pride, 
self-esteem,  sense  of  adequacy,  and  security.  His  feel- 
ings of  guilt  grew.  He  expressed  the  wish  to  strike  out, 
and,  on  occasions,  he  would  pound  the  walls.  Sudden- 
ly he  introjected  all  his  anger,  turned  it  on  himself,  de- 
clared himself  a failure,  and  attempted  suicide  by 
swallowing  his  sedative  pills. 

He  was  hospitalized,  saved,  and  discharged  to  his 
home.  This  time  a concentrated  effort  at  restitution 
for  his  sense  of  loss  was  effected.  A work  program  at 
home  and  at  his  job  was  insisted  on.  He  was  praised 
for  every  little  success.  His  work  load  was  graduated 
so  that  he  felt  an  increasing  accomplishment.  His 
hobby  work  was  intensified.  With  an  improvement  in 
real  performance,  he  began  to  gain  back  some  sense  of 
adequacy,  self-esteem,  and  pride.  His  agitation  was 
controlled  with  tranquilizers  and  through  creative  ef- 
forts of  work  and  play.  The  restitution  for  his  losses 
was  in  continued  creative  efforts.  The  downward  spi- 
ral reversed,  and  he  came  back  to  a plateau  of  stabili- 
ty. 

Sometimes  after  a loss,  there  is  another  loss  or  a 
series  of  losses.  These  may  be  real  or  threatened. 
In  either  case  there  is  interference  with  the  pro- 
cess of  restitution;  the  depression  becomes  chronic 
and  progresses  in  a downward  spiral. 

Case  2.  A man  had  a series  of  losses.  First,  he  lost 
his  job  through  no  fault  of  his  own,  since  it  was  caused 
by  an  economy  cut-back.  He  wrote  about  200  letters 
with  no  luck.  He  became  nervous  and  fearful.  Then 
he  discovered  some  personal  belongings  were  missing. 
They  were  stolen  and  pawned  by  his  son  who  needed 
money  for  heroin.  In  a fit  of  anger,  he  beat  his  son  and 
drove  him  from  the  house.  Anxiety,  tension,  agitation. 
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and  depression  increased.  For  years  he  could  tolerate 
his  wife’s  solitary  drinking  but  now,  with  their  son 
gone,  her  drinking  increased,  and  his  agitated  depres- 
sion increased.  He  sought  help,  was  hospitalized,  and 
given  ECT  with  no  improvement  except  for  increasing 
confusion,  memory  loss,  and  depression.  Since  he  was 
out  of  funds,  he  was  transferred  by  his  physician  to  the 
State  hospital.  He  needed  time  to  rest  and  recover 
from  the  effects  of  the  ECT. 

As  the  months  passed,  there  was  little  to  no  change. 
His  depression  was  no  worse  but  no  better.  There  was 
no  restitution  for  his  four  losses:  his  job,  his  son,  his 

wife,  and  his  memory.  He  was  labeled  “Depression, 
chronic.” 

Emotional  defense  mechanisms  and  maneuvers 
must  be  mobilized  in  some  way  to  alter  or  disguise 
the  reality.  Depression  is  a threat  to  our  way  of 
life.  We  need  to  preserve  valued  objects  as  well 
as  to  preserve  life  itself.  The  most  frequent  at- 
tempt to  regain  control  is  through  the  use  of  re- 
pression. What  is  it  that  must  be  repressed? 
Our  instincts  of  aggression,  sex,  status,  and  terri- 
tory need  to  be  repressed  if  we  are  to  remain  so- 
cial persons  accepted  by  our  religious  and  social 
environment. 

When  repression  fails,  we  resort  to  other  mecha- 
nisms, and  psychologic  disorders,  disturbed  rela- 
tionships with  others,  and  neurotic  behavior  re- 
sult. Repression  may  thus  affect  our  social  rela- 
tionships, play  a big  part  in  our  character  forma- 
tion, and  give  direction  to  our  emotional  growth 
and  maturity. 

However,  what  we  repress  seeks  to  return  and  is 
frequently  threatening.  Primitive  aggressive  and 
destructive  ideas,  infantile  wishes,  and  fantasies 
which  are  often  vicious  tend  to  push  through  to 
consciousness  and  may  be  acted  out.  This  does 
not  promote  good  interpersonal  relationships.  A 
rising  anxiety  results,  and  the  fear  of  being  isolat- 
ed grows.  The  mechanism  of  denial  is  not  enough 
to  control  this  state  of  increasing  anxiety,  fantasy, 
aggressiveness,  and  destructive  ideas.  Projection 
is  called  on  to  help  out  denial.  A scapegoat  must 
be  found. 

If  not,  the  repressed  hostility  somehow  remains 
in  the  unconscious  and  produces  guilt,  a seemingly 
endless  guilt,  an  oppressive  guilt,  a guilty  fear 
that  compels  a constant  search  for  relief,  and  an 
expiation  of  this  guilt. 

The  relief  that  is  sought  is  not  punishment  or 
self-punishment  for  punishment’s  sake.  It  is  pun- 
ishment sought  for  the  sake  of  forgiveness,  to  re- 
capture love  and  respect.  Guilty  fear  or  the  fear 
of  conscience  may  be  overcome  by  defiant  rage 
which  is  retroflexed  and  tends  to  humble  the  self. 
Should  this  rage  be  directed  outward,  the  behav- 
ior changes  from  expiation  to  attack.  “I  am  not 
to  blame,  you  are.”  The  self  can  then  attack  in 
“self-defense”  and  feel  righteous  in  its  projections 
onto  the  scapegoat.  The  retroflexed  rage  and 
self-punishment  is  a mechanism  of  repair,  while 


the  projected  rage  is  a mechanism  of  miscarried 
repair. 

Case  3.  A declared  homosexual  student  is  depressed 
and  agitated.  He  has  both  overt  and  suppressed  hos- 
tility. He  is  sarcastic,  argumentative,  and  insulting. 
He  complains  that  he  has  no  friends  and  no  love.  He 
is  jealous  and  envious  of  other  students  and  steals  from 
them  when  he  can.  He  complains  that  he  masturbates 
too  much,  spends  too  much  time  at  sex  movies,  and 
has  dozens  of  pornographic  pictures  in  his  room.  He  is 
overly  aggressive  in  public,  then  feels  guilty  and 
ashamed  in  private.  He  resorts  to  the  use  of  LSD  (ly- 
sergic acid  diethylamide)  for  fantasy  escapes  and  to  pet- 
ting with  a girl  friend.  His  girl  friend  is  kept  a secret 
to  everyone.  He  denies  ever  having  had  sexual  inter- 
course with  her. 

He  has  many  ambivalent  feelings  of  love  and  hate 
toward  his  parents  and  has  very  few  friends.  He  can’t 
make  up  his  mind  whether  to  be  “gay”  or  “straight.” 
Among  his  peers,  he  declared  himself  as  a gay  but  is 
sometimes  sorry  he  did.  He  is  also  very  angry  that  he 
is  not  accepted  by  all  as  a gay.  He  feels  more  and 
more  isolated  and  left  out.  He  projects  his  anger  and 
confusion  against  all  the  straights.  They  are  his  scape- 
goats, but  he  is  still  not  relieved  of  his  guilt  feelings 
that  keep  driving  him  to  physicians  in  search  of  magic 
relief. 

So  we  are  back  at  restitution  and  the  generation 
of  creativity  as  means  of  relief.  But  creativity  is 
not  always  available.  Instead,  the  person  faces 
failure,  a common  experience  in  all  periods  of  life. 

Failure  or  the  sense  of  failure,  no  less  than  suc- 
cess, is  a very  important  determinant  of  behavior. 
The  origin  of  failure  is  tied  to  narcissism.  For  a 
brief  period  of  time,  every  child  is  a purely  nar- 
cissistic creature,  living  solely  by  the  pleasure- 
pain  principle  and  for  a short  time  feels  omnipo- 
tent. He  learns  to  give  up  most  of  his  omnipo- 
tence, retaining  only  a little  of  it  as  he  develops  an 
ego,  a sense  of  reality.  He  tries  to  do  two  things: 
live  with  the  pleasure  principle  and  modify  this  so 
that  he  can  adjust  to  a new  reality  principle.  He 
then  proceeds  through  a series  of  failures  and  suc- 
cesses as  he  juggles  and  adjusts  to  these  two  prin- 
ciples. For  a long  time  it  is  impossible  to  tell 
which  is  more  important  to  maturity  and  fulfill- 
ment. Both  are  dynamic  processes  which  con- 
tinue throughout  life. 

In  the  child  and  in  the  adult,  failure  may  pro- 
duce fantasy  to  help  offset  its  sting.  Thus,  a fail- 
ure need  not  be  final  and  absolute.  It  can  be 
overcome  by  fantasy.  There  are  other  ways  of 
overcoming  failure.  One  of  these  is  through  work, 
especially  creative  work.  It  is  not  easy  to  define 
work  or  to  relate  it  to  play  or  to  creativity.  Too 
often,  one  is  attracted  to  the  creativity  and  over- 
looks the  work  that  goes  with  it  and  the  dynamic 
part  it  plays.  It  is  not  my  intention,  at  this  time, 
to  go  off  on  a tangent  and  discuss  the  psychology 
of  work.  Hendrick’s1  report  on  this  subject  is  an 
original  and  excellent  study. 
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We  began  by  noting  that  depression  is  generally 
brought  on  by  loss  and  that  the  need  for  restitu- 
tion is  tremendous.  The  attempts  at  restitution 
are  frequently  overreactive  creative  efforts. 
Sometimes  there  is  no  creative  ability,  and  the 
overactivity  is  seen  as  agitation. 

During  these  periods  of  agitation,  there  tends  to 
be  deeper  depression,  withdrawal,  and,  especially, 
loss  of  function. 

Loss  of  function,  no  matter  how  or  when  in  life 
it  occurs,  is  a most  distressing  experience.  The 
influence  on  behavior  is  very  great.  The  loss  of 
function  draws  attention  to  the  disability  and, 
somehow,  draws  off  attention  to  the  underlying 
conflict.  The  concentration  is  on  the  disability 
and  loss  of  function  rather  than  on  its  cause. 

Case  4.  An  accountant,  married  and  with  one  son 
in  college,  was  finally  able  to  enter  into  a partnership 
with  other  accountants  and  earn  an  income  a little 
more  than  adequate  for  his  needs  and  desires.  He 
worked  hard  and  spent  long  hours  at  his  job.  He 
began  to  feel  his  partners  were  piling  work  on  him  and 
not  “pulling  their  load.”  There  followed  many  small 
arguments,  a steady  growth  of  ill  feeling,  a “ganging  up 
of  the  partners,”  and  a feeling  of  being  “left  out.” 
There  was  a sense  of  loss,  and  depression  came  on 
quickly. 

The  patient  complained  of  loss  of  concentration, 
memory,  endurance,  sexual  potency  and  desire,  ade- 
quacy, security,  and  pride.  He  was  unable  to  work 
and  was  threatened  by  loss  of  income.  The  patient 
concentrated  on  his  losses  and  his  increasing  disabili- 
ties. He  was  hospitalized,  treated  with  ECT  and  large 
doses  of  tranquilizer,  and  his  condition  worsened.  His 
wife  insisted  he  leave  the  hospital,  discontinue  this 
therapy,  and  get  another  physician.  The  patient 
agreed  and  made  the  change. 

Attempts  were  made  to  help  the  patient  explore  the 
causes  for  his  depression,  but  he  resisted  this.  He  was 
concerned  only  in  how  we  could  restore  his  function. 
He  had  no  hobbies  nor  creative  resources  to  be  called 
on.  His  life  centered  around  his  work.  He  was  not 
even  concerned  about  his  sexual  performance  which 
was  nil. 

With  psychotherapy,  supportive  and  suggestive  ther- 
apy, and  psychic  energizers,  he  was  literally  pushed 
back  into  his  office.  It  seemed  that  work  output  was 
the  only  way  he  could  measure  his  improvement.  His 
work  pattern  was  erratic  at  first,  and  his  depression 
went  up  and  down  with  the  time  spent  in  office  or 
home.  Later  he  returned  to  a shorter  work  week,  from 
about  sixty-five  to  seventy  hours  to  about  fifty  hours. 
His  mornings  were  troublesome  but  eased  as  he  got 
into  his  morning’s  work  load.  Afternoons  and  evenings 
were  much  better,  so  that  he  took  work  home.  Getting 
more  work  done  in  the  evenings  made  him  dread  the 
mornings  even  more.  This  is  classical  with  chronically 
depressed  people  who  are  unable  to  restitute  losses  ex- 
cept through  work. 

Very  slowly,  he  was  able  to  improve  his  tolerance  for 
the  mornings,  but  he  became  more  dependent  on  his 
wife  and  therapist  for  the  morning  support  and  push  to 
get  started.  He  has  constantly  refused  to  explore  his 
past.  He  will  say,  “I  have  always  been  a cry-baby,  and 


I will  always  be  one  except  when  I have  a client’s  prob-  I 
lem.  Then  I can  get  down  to  helping  him.  Why  can’t  > 
I help  myself?” 

He  is  much  improved  but  still  dependent,  still  de-  I 
pressed  in  the  morning,  but  working,  earning,  and  con-  f* 
tent  with  his  gains.  Sometimes  he  wants  more  but 
backs  away  from  any  probing  into  his  life  style  and 
past.  He  is  an  example  of  a patient  centered  on  his 
loss  of  function  and  unable  and/or  unwilling  to  tackle 
his  underlying  conflict. 

Loss  of  function  may  come  from  sickness,  acci- 
dent, or  old  age.2  The  loss  involves  the  ego  which 
finds  itself  lessened  and  unable  to  meet  all  the  de- 
mands of  the  surrounding  ever-threatening  envi- 
ronment. As  the  ego  becomes  aware  of  its  weak-  U 
ening  or  lessening,  anxiety  and  an  increasing  sense  i 
of  conflict  arise. 

The  anxiety  and  conflict  relate  back  to  the  need 
for  survival,  to  dying,  or  death.  Such  anxieties 
and  conflicts  are  present  early  in  childhood  and 
reawakened  when  depression  occurs  later  in  life. 

When  a loss  of  function  is  related  to  a loss  of  a 
part  of  the  body,  for  example,  limb,  eye,  breast, 
and  so  forth,  the  fear  of  loss  of  function  is  greater. 
Losing  a part  of  one’s  body  is  a loss  of  narcissism, 
and  a loss  of  function  seems  also  to  be  related  to  a 
loss  of  narcissism.  Loss  of  function,  loss  of  a part 
of  the  body,  and  loss  of  narcissism  are  related  to  a 
loss  of  self-esteem,  pride,  adequacy,  and  security. 

Such  losses  are  difficult  to  bear.  In  some  peo- 
ple they  are  intolerable  and  induce  an  ever-in- 
creasing sense  of  failure.  The  need  for  restitution 
becomes  greater  and  greater.  If  restitution  is  not 
forthcoming,  the  sense  of  narcissistic  injury  in- 
creases, and  the  spiral  movement  of  loss  of  self- 
esteem, pride,  adequacy,  and  security  goes  round 
and  round  and  down  and  down  until  the  breaking 
point  of  tolerance  is  reached. 

The  patient  cannot  stand  this  and  must  find  an 
escape.  He  must  choose  death  or  psychosis. 
Death  is  a one-way  out.  Psychosis  is  the  path  to 
a new  and  different  world,  a world  of  the  patient’s 
own  creation,  a fantasy  world  designed  to  escape 
reality  and  the  pangs  of  conscience,  a return  to  a 
level  of  more  pleasure  and  less  pain.  In  this  new 
world  the  loss  of  function  may  be  overcome  by  the  ' 
denial  of  reality,  euphoria,  elation,  or  mania. 

Case  5.  A forty-two  year  old  white,  divorced  male  *. 
who  has  had  eight  episodes  of  mania  about  one  and 
one-half  years  apart,  was  seen  during  his  ninth  episode.  ' 
This  was  a repeat  of  past  performances. 

He  was  living  with  and  dependent  on  his  mother  for 
support.  He  kept  house  for  her,  shopped,  cooked,  and 
cleaned  while  she  taught  school.  As  before,  he  began 
to  tire  of  this,  became  resentful,  angry,  and  depressed,  I 
refused  to  do  his  chores,  and  began  to  forge  checks  to 
get  money  and  become  independent.  He  began  to 
drink  heavily  and  soon  shifted  into  his  manic  state. 

As  before,  he  ran  away  from  home. 

For  a short  while,  he  lived  high  on  his  stolen  money. 
He  traveled  with  “wine,  women,  and  song,”  forging 
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checks  as  he  went  along.  As  before,  he  was  arrested, 
but  this  time  his  mother  refused  to  make  restitution. 
He  was  sent  to  jail  where  he  finally  got  over  his  manic 
stage  and  returned  to  somewhat  normal  living. 

Such  manic-depressive  patients  illustrate  the 
escape  from  reality,  the  euphoria,  the  elation,  and 
the  mania  which  occur  in  these  people  who  need 
to  escape  from  the  real  world  into  a fantasy  world, 
who  need  pleasure,  and  who  must  escape  from 
their  growing  resentments  and  angers.  In  their 
depressed  states  they  suffer  a loss  of  function. 
Their  restitution  for  this  loss  is  the  temporary 
mania. 

The  manic-depressive  patient  may  be  suffering 
from  a chemical  change  over  which  he  has  no  con- 
trol. This  is  often  referred  to  as  an  endogenous 
reaction.  However,  many  people  suffer  from  ex- 
ogenous reactions  and  go  through  a milder  mood 
swing  which  is  usually  referred  to  as  a mood-cyclic 
disorder.  The  clinical  picture  is  similar  although 
less  severe. 

Comment 

If  the  patient’s  ability  to  create  euphoria,  ela- 
tion, or  mania  as  a self-preservation  measure  is  so 
important  and  helpful,  then  it  becomes  under- 
standable why  psychic  energizing  drugs  are  so 
useful  in  treating  depression.  Too  often  such 
drugs  increase  agitation,  and  psychic  tranquilizers 
are  used  to  help  control  the  excessive  agitation. 
A mystery,  difficult  to  explain,  is  the  effective- 
ness of  electroconvulsive  therapy  in  some  patients. 
The  production  of  convulsions  and  unconscious- 
ness must  somehow  alter  the  brain  in  a biochemi- 
cal way,  how  is  not  known,  to  produce  an  alter- 
ation in  the  perception  and  interpretation  of  pre- 
vious sensations,  feelings,  and  thoughts. 

With  combination  therapy,  recovery  begins. 
The  ego  seems  to  recover.  The  first  significant 
change  appears  to  be  a lessening  of  the  sense  of 
loss  of  function.  As  the  feeling  of  improved  func- 
tion returns,  there  is  also  a feeling  of  success — 
“See,  I did  it,  I can  do  it  again,  maybe  I can  even 
do  it  better.”  Success  breeds  success.  The  sense 
of  failure  diminishes.  There  is  a return  of  self-es- 
teem and  pride  and  of  the  returning  sense  of  ade- 
quacy and  security.  Anxiety  is  lessened.  Crea- 
tive efforts  become  more  frequent.  Restitution  is 
really  happening,  and  the  original  sense  of  loss  is 
growing  less.  So  is  the  sense  of  despair,  loneli- 
ness, and  depression. 

The  patient  has  survived,  and  continuing  sur- 
vival is  no  longer  the  big  fear.  Only  guilt  seems 
to  linger  on.  The  need  for  expiation  of  this  guilt 
hangs  on. 

Guilt  may  be  traced  to  an  ego-superego  conflict. 
Freud  felt  castration  anxiety  and  separation  anxi- 
ety are  tied  in  with  this.  He  also  felt  this  was  an 
endogenous  process.  He  conceived  of  castration 
anxiety  as  fear  of  the  loss  of  the  penis,  but  seemed 


unable  to  transpose  this  complex  to  women.  In 
his  Lecture  32  of  his  Introductory  Lectures  on 
Psycho-analysis  he  stated,  “The  fear  of  castration 
has  no  place  in  psychology  of  women — in  its 
place — is  found  the  fear  of  the  infant  at  the  breast 
when  it  misses  its  mother.” 

This  formulation  is  not  acceptable.  Females  do 
have  a fear  of  mutilation,  and  there  are  erogenous 
origins  for  these  fears. 

Guilt  is  related  to  the  superego.  The  superego 
is  supposed  to  protect  us  against  developing  feel- 
ings of  guilt.  What  does  it  really  protect  us 
against?  Perhaps  against  the  primitive  parent 
which  was  introjected  into  the  superego.  Perhaps 
the  superego  goes  beyond  the  parent  to  set  up  a 
few  of  its  own  demands.  Perhaps  there  is  always 
the  fear  of  punishment. 

Does  it  all  go  back  to  the  mother?  Anxiety  is  a 
signal  of  danger  or  threat.  Who  is  threatening, 
and  what  is  the  threat?  Anybody  or  anything, 
real  or  in  fantasy,  may  threaten,  but  the  ultimate 
or  primal  threat  is  to  survival.  Brutal  assaults, 
mutilations,  nameless  terrors  are  all  reducible  to 
the  anxiety  about  survival.  All  other  anxieties 
are  secondary  or  derived  from  multiple  individual- 
ly meaningful  stimulations.  The  basic  and  uni- 
versal anxiety  is  the  threat  to  organ  continuity,  to 
life  itself.  What  we  really  fear  is  death. 

Man  is  probably  the  only  living  creature  that 
knows  it  will  die.  He  learns  this  very  early  in  life. 
He  also  learns  that  he  is  dependent  on  others  to 
go  on  living  and  that  these  others  will  also  die. 
This  insight  cannot  make  for  stability  and  secu- 
rity. It  creates  uncertainty  and  fear.  There  is 
first  the  fear  of  abandonment  and  then  the  fear  of 
death. 

Children  begin  life  in  a total  social  dependence. 
They  have  a tremendous  need  for  people  who 
must  not  abandom  them  and  who  must  help  them 
to  survive.  A child  must  have  the  security  and 
protection  of  his  parents  but  also  has  a fear  of  los- 
ing them.  Any  threat  to  the  child-parent  rela- 
tionship is  a danger  and  may  bring  on  a sense  of 
helplessness.  The  earliest  defense  against  help- 
lessness is  denial.  Denial  is  one  of  the  most  per- 
sistent defense  mechanisms.  Man  denies  death 
by  inventing  the  myth  of  immortality,  of  a life 
eternal,  of  a life  after  death,  of  a heaven  and 
earth,  and  of  a continuum  from  this  life  into  an- 
other where  he  will  not  be  alone  but  returned  to 
his  loved  ones. 

The  infant  does  not  fear  death  as  adults  think 
of  it.  The  infant  has  no  concept  of  death.  The 
infant,  very  early  in  life,  becomes  aware  of  feelings 
related  to  loss,  separation,  desertion,  or  to  painful 
or  displeasurable  feelings,  all  of  which  add  up  to 
the  threat  against  survival.  Biologically,  living 
matter  seeks  to  go  on  living,  and  so  does  the  in- 
fant seek  to  go  on  living.  The  infant  is  really  a 
complex  bit  of  biology  that  seeks  to  survive.  A 
threat  to  survival  means  possible  death,  and  a 
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failure  to  survive  means  actual  death;  and  even  if 
the  infant  doesn’t  know  what  death  is,  something 
is  warning  him  when  his  survival  is  threatened. 

All  else  may  be  lumped  under  the  general  term 
phobia.  To  the  infant,  the  mother  is  the  greatest 
source  of  danger  as  well  as  the  greatest  source  of 
help.  It  may  be  that  this  feeling,  that  the  one 
who  gives  life  could  also  extinguish  it,  is  an  un- 
bearable feeling.  We  try  to  accept  that  mother  is 
always  altruistic.  This  is  a myth.  Any  deviance 
from  this  myth  brings  on  guilt  and  often  confusion 
because  of  the  hostile  counterreactions  which  are 
generated.  This  mother-child  relationship  may 
teach  us  to  love,  but  it  also  teaches  us  to  fear,  to 
fear  destruction  by  the  mother. 

There  is  no  such  thing  as  a good  mother  or  a 
bad  mother.  All  mothers  are  both  good  and  bad. 
Even  the  worst  mothers  provide  care  and  protec- 
tion, assuming  they  do  not  kill  the  child  deliber- 
ately. Too  often  the  loving  anxious  mother  con- 
ceals many  hostile  feelings  toward  the  child.  This 
is  practically  a universal  finding,  and  the  idea  of 
maternal  destructiveness  should  not  be  considered 
exceptional. 

The  brutal,  overdisciplining,  rejecting,  and  ne- 
glecting mother  damages  the  child.  The  overpro- 
tective,  smothering,  perfectionistic,  possessive 
mother  also  damages  the  child.  The  child  ap- 
pears to  develop  an  intuition  about  the  parental 
attitudes  and  develops  fear  and  insecurity.  What 
the  mother  does  unconsciously  is  the  threat  to  the 
child. 

Maternal  destructiveness  is  not  the  answer  to 
all  the  pathologic  conditions  developed  in  so  many 
children,  but  it  is  more  important  than  most  peo- 
ple think.  It  would  seem  that  if  the  unconscious 
aggressive  impulses  of  mothers  or  mothering  per- 
sons could  be  eliminated,  there  would  be  a mas- 
sive diminution  in  the  emotional  illnesses  of  chil- 
dren. So  far,  this  does  not  seem  possible  of  ac- 
complishment. 

The  infant  is  not  a vegetative  organism.  It  can 
and  does  detect  maternal  attitudes  as  they  relate 
to  the  infant’s  survival.  How  it  does  this  is  ob- 


scure. Instinct,  intuition,  empathy,  prototaxis, 
and  so  forth  have  been  used  in  explanation. 
What  we  can  be  reasonably  sure  of  is  that  the  in- 
fant does  sense  the  mother’s  attitude  and  may  be 
in  fear  of  if  when  it  is  a threatening  one. 

Chapman3  found  that  ideas  of  infanticide  were 
much  less  frequent  in  men  than  in  women. 
Zilboorg4  reported  that  in  studying  depressed 
parents,  most  of  the  women  had  active  fantasies 
or  impulses  of  destruction.  Every  physician  is  fa- 
miliar with  the  “too  good”  mother  who  may  be  i 
self-absorbed,  overefficient,  overprotective,  chron- 
ically anxious,  too  religious,  or  puritanical,  who, 
over  a span  of  years,  is  definitely  pathogenic  to 
her  children.  Too  many  observations  have  been 
recorded  of  the  detrimental  and  destructive  influ- 
ences of  mother  on  child.  Still,  too  many  reports 
are  written  protecting  the  mother  and  minimizing 
or  exempting  her  from  blame. 

It  is  possible  to  conceive  and  believe  that  the 
fear  of  annihilation  by  the  mother  is  the  origin  of 
aggression. 

97  Chestnut  Street 
Binghamton,  New  York  13905 
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Physician, 

What  Do  You  Know  About 
Venereal  Disease? 

Here's  a quiz  to  help  you  find  out* 

How  well  informed  are  practicing  physicians  on 
the  diagnosis  and  treatment  of  venereal  disease? 
Are  they,  in  general,  aware  that  gonorrhea  is  the 
most  prevalent  communicable  disease  across  the 
nation  and  that  its  incidence  is  great  enough  to 
put  it  in  the  epidemic  stage? 

There  are  some  doubts  as  to  the  attention  given 
gonorrhea  and  syphilis  by  many  physicians.  The 
Michigan  State  Medical  Society  Committee  on 
Public  and  Environmental  Health  has  been  con- 


ducting a special  educational  effort  in  cooperation 
with  the  Michigan  Department  of  Public  Health. 
Diagnosis  and  treatment  of  gonorrhea  in  women 
who  suffer  from  the  disease  but  have  no  symp- 
toms is  the  special  target  of  this  federally  funded 
program.  Physician  education  appears  to  be 
needed  as  the  key  to  success  in  the  attack  on 
venereal  disease. 

The  following  quiz  was  given  to  three  classes  of 
new  medical  officers  in  July  and  August,  1971, 
and  the  results  in  the  three  classes  were  virtually 
the  same.  They  had  an  overall  failure  rate  of 
72  per  cent,  using  a score  of  70  as  a passing  grade 
on  a scale  of  100. 

“Even  using  60  as  a passing  grade  leaves  21  per 
cent  of  these  relatively  recent  medical  school 
graduates  in  the  failing  zone.  At  best,  this 
representative  group  of  young  physicians  can  be 
said  to  have  a marginal  knowledge  of  venereal 
disease,”  according  to  Col.  Jerome  H.  Greenberg, 
M.D.,  Director  of  Health  and  Environment  for  the 
U.S.  Surgeon  General’s  Office.  Col.  Greenberg 
supplied  a copy  of  the  Army  VD  quiz,  which  is 
here  reproduced. 

The  quiz  includes  answer  blanks  for  readers 
who  wish  to  evaluate  their  knowledge  in  the  area. 
The  answers  supplied  by  the  Army  and  a table  for 
scoring  appear  on  page  1706. 


Venereal  disease,  diagnosis,  treatment,  and  control 

This  test  was  written  for  statistical  purposes  only  and  was  designed  to  determine  the  scope  and  adequacy  of  vene- 
real disease  training  the  new  medical  officers  had  received  prior  to  entering  military  service. 

Multiple  Choice 

! 1.  With  a low-titered  VDRL  test,  a patient  with  no  clinical  evidence  of  syphilis  may: 

( ) A.  Have  syphilis  and  was  never  treated  or  was  inadequately  treated. 

( ) B.  Have  had  syphilis  and  was  successfully  treated  at  some  time  in  the  past. 

( ) C.  Have  a biologic  false  positive  test. 

( ) D.  All  of  the  above. 

: 2.  The  term  treponemal  serologic  test  refers  to  the  fact  that  the  antigen  used  in  the  testing  is  either  a treponeme  or  a 
product  derived  therefrom.  One  of  the  following,  however,  utilizes  living  organisms  in  the  actual  test.  Which  one: 

( ) A.  FTA 
( ) B.  TPI 
( ) C.  RPCF 
( ) D.  Kolmer 

3.  In  determining  whether  or  not  CNS  syphilis  is  active,  the  most  important  spinal  fluid  finding  is: 

( ) A.  Reactivity  of  the  VDRL  test 

( ) B.  Protein 

( ) C.  Cells 

( ) D.  Colloidal  gold  curve 

4.  To  cover  all  possibly  infected  contacts,  patients  with  secondary  syphilis  should  be  interviewed  for  sexual  contacts  of 
the  past: 

( ) A.  One  month 

( ) B.  Three  months 

( ) C.  Six  months 

( ) D.  Twelve  months 

I 

*Reproduced  by  permission  of  Michigan  Medicine  72:  185 
(Feb.)  1973. 
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5.  About  one-fourth  the  patients  with  a primary  syphilis  lesion  will  have  a nonreactive  serologic  test  result  for  syphilis. 
Therefore,  the  only  absolute  method  of  diagnosis  is: 

( ) A.  History  of  sexual  contact 

( ) B.  Clinical  characteristic  of  the  lesion 

( ) C.  The  darkfield  examination 

( ) D.  Establish  diagnosis  of  syphilis  in  a sexual  contact 

6.  Infectious  mononucleosis  and  syphilis  may  have  all  of  the  following  signs  or  symptoms  in  common  except: 

( ) A.  Positive  heterophil  antibody  test  result 

( ) B.  Reactive  serologic  test  result  for  syphilis 

( ) C.  Low-grade  fever  and  generalized  rash 

( ) D.  Generalized  lymphadenopathy 

7.  A woman  in  her  third  month  of  gestation  is  found  to  have  a reactive  VDRL  result  1:1.  A search  of  her  medical 
history  revealed  that  she  had  benzathine  penicillin  G (Bicillin)  four  years  previously  for  diagnosis  of  latent  syphilis. 
At  that  time  VDRL  result  was  1:8.  At  follow-up  examination  one  year  later  the  titer  was  1:1  and  all  physical  find- 
ings negative.  The  physician  managing  this  patient  should: 

( ) A.  Treat  immediately  to  avoid  congenital  syphilis 

( ) B.  Do  a spinal  tap 

( ) C.  Document  the  adequacy  of  past  treatment  and  follow  carefully 

( ) D.  Ask  for  a FTA-ABS 

8.  The  most  important  reason  for  the  difficulty  in  gonorrhea  control  is: 

( ) A.  At  present  no  epidemiology  is  being  applied 

( ) B.  The  N.  gonorrhea  is  becoming  resistant  to  penicillin 

( ) C.  In  females  the  disease  by  and  large  is  asymptomatic 

( ) D.  Diagnostic  tests  in  the  female  are  limited 

9.  The  most  accurate  and  practical  diagnostic  test  for  gonococcal  urethritis  in  the  male  is: 

( ) A.  Gram  stain  of  urethral  exudate 

( ) B.  Culture  using  Thayer-Martin  medium 

( ) C.  Culture  using  conventional  GC  base  media 

( ) D.  Fluorescent  antibody 

10.  The  primary  lesion  in  lymphogranuloma  venereum  is  an  evanescent: 

( ) A.  Inguinal  adenitis 

( ) B.  Papule  or  vesicle 

( ) C.  Ulcer 

( ) D.  None  of  these 

11.  The  incubation  period  for  symptoms  of  acute  chancroid  infection  in  the  male  is: 

( ) A.  3-5  days 

( ) B.  2-14  days 

( ) C.  7-21  days 

( ) D.  10-90  days 

True/False 

12.  Darkfield  examinations  of  the  rectum  and  anus  are  not  necessary  and  difficult  because  of  other  treponemes 
present  in  the  rectum. 

( ) A.  True 

( ) B.  False 

13.  Epidemiologic  treatment  refers  to  the  treatment  of  bona  fide  sexual  contacts  to  infectious  syphilis  who  may  or 
may  not  be  in  the  prodromal  or  incubating  stages  of  disease. 

( ) A.  True 

( ) B.  False 

14.  Gonorrheal  infections  have  been  shown  to  be  asymptomatic  in  10  to  15  per  cent  of  male  cases. 

( ) A.  True 

( ) B.  False 
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15.  Initial  treatment  of  acute  gonorrhea  in  the  female  who  is  not  sensitive  to  penicillin  is  4:8  million  units  of  benza- 
thine penicillin. 

( ) A.  True 

( ) B.  False 

16.  Syphilis  is  communicable  during  the  second  stage. 

( ) A.  True 

( ) B.  False 

17.  Congenital  syphilis  results  from  prenatal  transmission  of  spirochetes  from  mother  to  fetus  in  the  first  three 
months  of  pregnancy. 

( ) A.  True 
( ) B.  False 

18.  Chancroid  is  a self-limited  infection. 

( ) A.  True 

( ) B.  False 

19.  The  treatment  of  choice  for  chancroid  is  sulfisoxazole. 

( ) A.  True 

( ) B.  False 

20.  In  male  gonorrhea  any  urethral  discharge  three  days  after  appropriate  initial  treatment  means  the  patient 
should  be  retreated  with  the  same  regimen. 

( ) A.  True 

( ) B.  False 

Match  the  appropriate  number.  An  item  may  be  used  more  than  once. 


A.  Syphilis 

23.  ( 

) Large,  friable  ulcerated  areas  with  beefy 

B.  Gonorrhea 

red  base 

C.  Chancroid 

D.  Lymphogranuloma  venereum 

24.  ( 

) Purulent  urethral  discharge 

E.  Granuloma  inguinale 

25.  ( 

) Rectal  stricture 

21.  ( ) Ulcer  with  clean  base  and  indurated  edges 

26.  ( 

) Purulent  arthritis 

22.  ( ) Penile  ulcer  with  ragged  edges,  dirty  gray 

27.  ( 

) Frei test 

base 

28.  ( 

) Penicillin  and  probenecid 

29.  ( 

) Multiple  sinus  tracts 

Here  are  answers 


to  VD  quiz  (page  1704) 


Key  for  grading  your  performance  on  the  venereal 
disease  quiz:  Correct  answers:  1,  D;  2,  B;  3,  C;  4,  C; 

5,  C;  6,  A;  7,  C;  8,  C;  9,  A;  10,  B;  11,  A;  12,  B;  13,  A; 
14,  A;  15,  B;  16,  A;  17,  B;  18,  B;  19,  A;  20,  B;  21,  A; 
22,  C;  23,  E;  24,  B;  25,  D;  26,  B;  27,  D;  28,  B,  and  29,  D. 


Scoring 


Percentage 

Number  of 

of  Correct 

Number  of 

Correct  Answers 

Answers 

Officers 

(29  Questions) 

90-100 

0 

27-29 

80-89 

16 

24-26 

70-79 

93 

21-23 

60-69 

196 

18-20 

50-59 

65 

1 5-17 

40-49 

14 

12-14 

30-39 

2 

9-1  1 

20-29 

1 

8 or  less 
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Letters  to  the  Editor 


Medical-care  delivery* 

October  17,  1972 

Dear  Friend:  Do  you  remember  the  last  time  you 

called  a physician  late  in  the  evening  and  got  an  an- 
swering service  at  the  other  end?  Have  you  ever  had 
to  face  the  unfeeling,  uncaring  attitudes  of  medical 
personnel  in  a hospital  ward  or  emergency  room — can 
you  imagine  depending  on  them  for  regular  medical 
care,  as  do  blacks,  browns,  and  poor  whites?  Do  we 
ever  get  over  the  shock  of  an  unexpectedly  large  medi- 
cal or  hospital  bill,  charges  we  thought  were  covered  by 
Blue  Cross? 

These  are  common  experiences,  moving  us  from 
helpless  frustration  to  anger.  We  hear  so  much  about 
scientific  and  medical  advanges;  yet  we  cannot  find  a 
physician,  much  of  medicine  is  practiced  over  the 
phone,  insurance  coverage  is  never  adequate,  and  the 
cost  of  drugs  exorbitant. 

The  quality  of  our  health-care  delivery  system  is 
poor  and  deteriorating  daily.  And  if  you  are  black,  or 
brown,  or  poor,  you  suffer  the  most.  Racism  and  eco- 
nomic discrimination  infect  every  part  of  the  health 
system,  maintaining  third-rate  care  for  minority  groups 
and  preserving  a work  force  pyramid  with  highly  paid 
white  men  at  the  top  and  millions  of  poor  workers, 
mostly  minority  group  women,  stuck  at  the  bottom. 

It  is  a simple  matter  to  indict  the  health-care  system 
in  this  country  just  from  personal  experience.  The 
system  is  run  for  and  by  those  who  profit  most  from  it 
— physicians,  hospitals,  insurance  companies,  drug 
manufacturers,  and  medical  suppliers. 

Health  care  in  America  today  is  not  the  right  of 
every  citizen  but  a privilege  of  the  very  few.  It  is  time, 
I think,  that  we  Americans,  who  spend  $80  billion  a 
year  on  a system  that  does  not  work  for  us,  got  rid  of  it. 
We  have  a right  to  adequate  health  care  and  without  a 
price  tag  on  it. 

The  system  can  be  changed,  if  we  support  those  who 
would  change  it.  A new  way  can  be  found  to  end  our 
helplessness  and  to  insure  good  health  care — if  we  sup- 
port those  who  are  working  for  a new  way. 

During  the  past  seven  years,  the  Medical  Committee 
for  Human  Rights,  a group  of  physicians,  nurses,  tech- 
nicians, and  health  professionals,  has  been  working  for 
change.  With  chapters  in  74  cities,  working  largely  in 
our  urban  ghettos,  this  tax-exempt  organization  has 
supported  free  medical  clinics  for  the  poor,  medical 
counseling  programs  for  minority  group  draftees  and 
women,  lead-poisoning  clinics,  and  drug  rescue  pro- 
grams. 

The  Committee’s  program  for  changing  the  health- 
care system  calls  for  the  end  of  profit  in  health  care, 

‘Reprinted  by  permission  from  Chisholm,  S.,  and  Elkins, 
M.:  The  president’s  page.  Bull.  M.  Soc.  County  Queens  49: 
40  (Feb.)  1973. 


complete  medical  service  without  cost,  and  administra- 
tion of  health  programs  through  community  represen- 
tation. The  Committee’s  commitment  for  a new 
course  is  deep  and  long  standing;  the  people  within  it 
are  dedicated  change  agents. 

I hope  you  will  recognize  this  commitment  and  sup- 
port its  continued  development  and  success  as  gener- 
ously as  you  can. 

CONGRESSWOMAN  SHIRLEY  CHISHOLM 
House  of  Representatives 
123  Cannon  Building 
Washington,  D.C.  20515 

January  27,  1973 

Dear  Mrs.  Chisholm:  I received  a letter  and  brochure 
from  you  on  Congress  of  the  United  States  stationery, 
requesting  money.  Both  are  obviously  being  mailed 
indiscriminately  from  mailing  lists.  They  are  so  full  of 
anger  and  racial  overtones,  so  replete  with  provocative 
innuendos,  half-truths,  and  transparent  falsehoods,  so 
basically  distorted  concerning  health  care  in  the  Unit- 
ed States,  that  a reply  is  mandatory.  Although  I well 
appreciate  the  frustrations,  degradations,  and  abuse 
which  minorities  have  too  long  suffered,  passionate  re- 
sentment directed  at  everyone  and  everything  hardly 
yields  fair,  rational  answers  or  achieves  retroactive  eq- 
uity. If  there  are  problems,  and  there  certainly  are,  it 
would  seem  that  those  who  need  medical  care  and 
those  who  provide  it  should  meet,  sit,  and  consult 
around  a table,  then  determine  the  most  desirable,  ef- 
fective solutions  that  can  in  good  faith  and  honest  in- 
tention be  effected. 

You  complain  of  calling  a physician  late  in  the  eve- 
ning and  getting  an  answering  service.  Can  you,  Mrs. 
Chisholm,  or  do  you  respond  to  your  telephone  twenty- 
four  hours  a day,  three  hundred  sixty-five  days  and 
nights  a year?  Are  you  continually  available  to  your 
constituents?  Do  you  personally  answer  the  telephone 
and  then  immediately  leave  your  house  or  bed  to  care 
for  their  needs?  Under  what  health-care  system  and  in 
which  country  is  such  constant  individual  attendance 
and  response  available?  You  know  that  it  is  physical- 
ly, humanly  impossible  for  anyone,  whether  congress- 
woman,  senator,  or  physician. 

And,  “unfeeling  uncaring  attitudes”  are  not  a ques- 
tion of  race  or  financial  status  either.  Is  every  teacher, 
policeman,  lawyer,  trainman,  judge,  politician,  or 
elected  official  a paragon  of  attentive  unselfish  concern 
for  his  fellow  men  and  sensitive  to  their  every  need? 
What  medical  system  in  today’s  world  provides  a feel- 
ing, caring  attitude  by  all  for  all?  To  expect  complete 
solicitude  and  perennial  good  will  by  all  is  unrealistic 
and  the  height  of  naivete.  If  the  Lord  God  through  all 
the  centuries  has  been  unable  to  convince  man  to  abol- 
ish hate  and  substitute  love  for  his  fellows,  how  can 
you  expect  it  of  mere  mortals,  harboring  the  imperfec- 
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tions  and  frailties  with  which  they  are  by  their  very  na- 
ture endowed? 

For  some  time  and  with  increasing  frequency  and 
prominence  there  has  been  profound  criticism  of  the 
medical  care  available  to  the  people  of  this  country. 
Physicians  in  general  and  neighborhood  practicing 
physicians  in  particular  have  been  slandered  and  de- 
famed because  of  apparent  unavailability  twenty-four 
hours  a day,  seven  days  a week,  three  hundred  sixty- 
five  days  a year.  They  have  been  maligned  and  vilified 
for  apparent  unavailability  on  Wednesdays  and  week- 
ends. There  are  charges  and  accusations  for  refusal  to 
make  house  calls.  Yet  few  critics  lay  the  blame  where 
it  belongs. 

During  the  past  two  decades  when  demand  for  all- 
inclusive  medical  care  every  day  has  risen  rapidly,  the 
supply  of  family  physicians  has  steadily  declined.  For 
example,  in  some  New  England  states  only  20  per  cent 
of  general  practitioners  are  under  fifty  years  of  age, 
while  80  per  cent  are  over  fifty.  More  significantly,  in 
the  younger-age  group,  only  6 per  cent  are  aged  thirty 
to  thirty-nine  years,  while  there  are  fewer  than  1 per 
cent  under  thirty. 

There  is  hardly  a medical-care  delivery  problem  that 
could  not  be  solved  by  adequate  numbers  of  family 
physicians  available  to  give  all  people  the  primary  care 
they  urgently  require  and  deserve. 

Who  is  going  to  make  the  house  calls  which  sick  peo- 
ple need?  The  present  generation  of  general  practi- 
tioners, family  physicians,  if  you  will,  are  vanishing 
Americans,  retiring  out  and  dying  out  after  many  dec- 
ades devoted  to  individual  and  family  service.  They 
are  an  army  of  foot  soldiers  being  decimated  by  attri- 
tion and  death  without  numerical  replacements. 

Many  and  varied  statistics  have  been  published,  cop- 
ied, and  recopied,  purporting  to  indicate  that  morbidi- 
ty and  mortality,  rate  statistics  in  the  United  States 
suffer  by  comparison  with  those  of  foreign  nations.  It 
is  suggested  that  the  fault  lies  with  the  medical  profes- 
sion and  the  present  health-care  system.  Yet  the 
major  preventable  deaths  are  hardly  the  result  of  the 
system  but  of  the  behavior,  habits,  and  recklessness  of 
the  individuals  involved.  For  example,  cancer  of  the 
lung,  directly  related  to  cigaret  smoking,  is  the  most 
common  cancer  in  men.  Its  incidence  in  women,  rare 
at  the  turn  of  the  century,  is  increasing  so  rapidly  in 
this  country  that  it  has  doubled  in  the  past  ten  years. 
Its  curability  even  with  the  earliest  detection  is  less 
than  10  per  cent.  Heroin  fatalities  are  now  the  leading 
cause  of  death  in  teenagers.  Automobile  and  indus- 
trial accidents,  suicide,  homicide,  and  drowning  acci- 
dents are  the  most  common  causes  of  deaths  in  the 
twenty  to  twenty-four-year  age  group.  Because  of  neg- 
ligence and  apathy,  many  people  do  not  seek  and  will 
not  seek  proper  medical  assistance  even  if  the  finest 
system  of  medical  care  is  available. 

You  speak  of  frustration  and  anger  and  the  inability 
to  find  a physician.  I am  frustrated  too,  Mrs.  Chis- 
holm. I have  been  thwarted,  my  hopes  are  shattered,  I 
have  been  unsuccessful  in  trying  to  get  some  semblance 
of  action.  I have  been  appalled  by  the  incredible 
waste  of  hundreds  of  millions  and  billions  of  dollars  in 
the  Medicaid  program.  The  facts  and  figures  are  well 
known  to  Medicaid  and  health  officials  in  New  York 
City.  They  were  sent  to  four  city  councilmen.  I of- 
fered them  as  testimony  at  a Congressional  hearing  on 
June  5,  1971.  They  are  part  of  the  Congressional  Rec- 


ord. I forwarded  the  information  to  three  U.S.  con- 
gressmen, but  none  seemed  to  really  listen  or  care. 
Only  one  replied  to  my  letter.  At  my  own  request 
and  expense  I went  to  Washington,  D.C.  I testified 
and  presented  specific  examples  of  that  horrendous 
waste.  Mrs.  Chisholm,  not  one  member  of  the  House 
Ways  and  Means  Committee  asked  a question,  com- 
mented, or  seemed  interested  in  the  unrestricted,  inor- 
dinate squandering  of  public  funds.  Articles  in  the 
Daily  News  of  January  23  and  24,  1973,  featured  some 
aspects  of  this  misuse  as  though  this  was  a new  and 
novel  discovery.  I shall  be  glad  to  supply  you  with  the 
details  if  you  desire  them. 

Much  has  been  written  and  said  concerning  lack  of 
access  to  medical  care  by  people  living  in  slums  and 
ghettos.  This  is  untrue.  Medical  services  are  avail- 
able to  all  whether  in  a physician’s  office,  clinic,  health 
center,  or  hospital  emergency  room.  A prime  cause  of 
preventable  sickness,  disease,  and  death  in  these  areas 
is  not  medical  unavailability  but  negligence.  Many 
fail  to  seek,  or  bring  their  children  to,  these  facilities. 
The  most  paramount  cause  is  the  very  ghetto  into 
which  our  people  are  condemned. 

Critics  quote  statistics  revealing  increased  incidence 
of  disease  and  higher  mortality  rate  figures  in  ghettos. 
Mortality  rate  statistics  of  white  to  nonwhites  are 
shocking — six  years’  shorter  life  expectancy,  twice  the 
infant  mortality  rate,  a greater  maternal  mortality 
rate.  It  is  deplorable  and  appalling  to  have  slum  areas 
without  a physician.  But  change  in  the  system  of  de- 
livering medical  care  will  not  reduce  these  figures. 
The  problem  is  hardly  soluble  by  encouraging  or  forci- 
bly compelling  physicians  into  these  slums.  The  ratio- 
nal solution  is  elimination  of  the  slums,  demolition  of 
the  ghettos,  transplantation  of  our  underprivileged  peo- 
ple from  the  unclean,  from  the  abominable,  from  the 
contaminated,  where  disease  and  deprivation  are  ram- 
pant, to  the  clean,  the  livable,  the  healthy. 

How  can  a devoted  physician  and  his  family  brave 
the  dangers  lurking  in  the  ghettos?  Physicians  are 
being  mugged,  robbed,  stabbed,  shot,  murdered.  They 
are  being  mugged  making  house  calls,  robbed  in  their 
offices,  murdered  by  the  very  ghetto  dwellers  whom 
they  dedicate  themselves  to  serve.  Even  black  physi- 
cians are  moving  out  of  these  neighborhoods  because  of 
the  threat  to  themselves  and  their  families’  physical 
safety. 

The  number  of  physicians  practicing  in  Queens  and 
in  our  neighboring  county  of  Brooklyn  has  been  drasti- 
cally reduced  because  of  this  threat.  Many  physicians’ 
offices  are  locked.  Some  have  security  guards  at  the 
door.  Others  have  permits  for  and  carry  guns.  Those 
who  have  moved  out  have  done  so  to  protect  them- 
selves and  their  families  from  attack. 

Could  individuals  or  businessmen  operate  a facility 
in  a neighborhood  where  their  personnel  and  loved  ones 
live  in  constant  fear  of  physical  harm,  violence,  or 
death?  The  remedy  for  the  ghettos  is  no  less  than 
their  total  elimination. 

If  the  hundreds  of  millions  of  dollars  dissipated  in 
fraudulent  or  unnecessary  Medicaid,  Welfare,  and 
other  governmental  waste  were  mobilized,  the  slums  of 
the  United  States  could  be  rapidly  eradicated. 

How  can  you  rationally  support  the  accusation  in 
your  brochure  that  “half  the  children  in  families  with 
annual  incomes  of  less  than  $2,500  never  receive  polio 
shots”?  Mrs.  Chisholm,  polio  protection  is  usually  ad- 
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ministered  orally  now  rather  than  by  “shots.”  Even 
so,  anyone  can  get  polio  protection  at  any  health  sta- 
tion in  the  United  States  for  nothing.  Why  don’t  they 
get  it  for  themselves  and  their  children?  It’s  entirely 
free!  Could  it  be  they  are  just  too  disinterested,  too 
apathetic,  or  too  lazy  to  come  and  get  it? 

Your  next  paragraph  concerning  the  quality  of  our 
health  delivery  system  is  malicious  racism  in  reverse. 
The  system  in  this  county,  in  spite  of  some  shortcom- 
ings, is  still  the  best  in  the  world.  To  state  that  “ra- 
cism and  economic  discrimination  infect  every  part  of 
the  health  system”  is  patently  provocative  and  untrue. 
Never  in  history  have  people  of  every  race,  color, 
nationality,  or  persuasion  had  such  opportunity  to  ben- 
efit from  enlightened  social  and  sociologic  progress. 

Martin  Luther  King,  Jr.,  achieved  universal  recogni- 
tion and  a Nobel  prize  as  a full  measure  of  greatness  by 
preaching  fundamental  truths.  He  taught  benevolent 
Christian  charity  and  good  will,  not  acrimony;  justice 
and  compassion,  not  intolerance;  and  fraternal  love, 
not  hatred.  Think  about  that  Mrs.  Chisholm.  Aren’t 
you  preaching  racism  in  reverse?  I think  you  are. 
Your  hatred  is  showing. 

Government  has  given  and  is  giving  opportunity  to 
people  long  oppressed  to  improve  their  economic  status 
never  before  provided.  I firmly  believe  in  equal  oppor- 
tunity for  all.  That  does  not  mean,  however,  that 
those  economically  underprivileged  should  adopt  or  de- 
mand continual,  perpetuating  endless  dole  at  the  ex- 
pense of  those  willing  to  work  for  a living.  It  is  time 
people  who  are  not  physically  incapacitated  stopped 
shouting  “Gimme,  Gimme,  Gimme”  and  entertained 
the  prospect  of  contributing  to  their  own  support  by 
honest  labor  instead. 

And  what  is  so  horrible  about  the  word  profit?  Is  it 
some  kind  of  dirty  word?  Is  it  against  the  basic  eco- 
nomic concept  of  the  United  States?  Is  there  no  profit 
motive  of  the  average  working  citizen,  the  business- 
man, legislator,  lawyer,  entertainer,  athlete,  or  heavy- 
weight prizefighter?  I understand  it  is  condemned  and 
rejected  as  a vile  evil  in  some  socialist  and  all  commu- 
nist countries,  but  I did  not  know  it  would  strike  terror 
in  the  hearts  of  Americans. 

A young  physician  who  has  completed  four  years  of 
college,  four  years  of  medical  college,  two  years  of  gov- 
ernment-decreed military  service,  and  five  years  of  in- 
ternship and  residency  training  is  entitled  to  some  ben- 
efit of  free  enterprise  for  the  skill  and  proficiency  he 
has  by  his  sweat  and  labor  acquired.  It  costs  about 
$50,000  for  college  and  medical  college  education. 
Considering  loss  of  income  during  the  student  years 
and  the  actual  expenditure  and  the  cost  of  opening  an 
office,  at  least  $100,000  is  spent  before  a physician 
starts  medical  practice.  If  government  wishes  to  de- 
prive a physician  of  the  opportunity  for  profit,  let  it  sub- 
sidize every  medical  student  throughout  his  fifteen  long 
years  of  study  and  training,  exclusive  of  grammar  and 
high  school.  For  government  to  mandate  this  retroac- 
tively is  inequitable  and  discriminatory. 

I am  a member  of  a minority  group,  whose  friends, 
relatives,  and  families  have  been  enslaved  for  centu- 
ries, consigned  to  ghettos,  beaten  and  bloodied  in  po- 
groms, slain  as  innocents  worshipping  the  God  of  their 
religious  doctrine,  exterminated  and  killed  in  Cru- 
sades. Six  million  members  of  my  faith  were  extermi- 
nated by  lethal  gases  and  the  blistering,  searing  heat  of 
Nazi  ovens.  I was  born  in  Harlem,  Mrs.  Chisholm,  of 


very  poor  imigrant  parents.  My  father  could  often  not 
provide  the  twenty-five-cent  piece  for  the  quarter 
meter  to  furnish  gas  to  light  our  cold,  unheated  flat. 
As  a little  boy  I recall  my  mother  and  father  had  to 
move  us  from  a ground-floor  apartment  to  another  one 
a flight  up  because  in  the  summertime  we  could  not 
keep  our  windows  open.  As  the  only  Jewish  family  on 
the  block,  we  were  the  guiltless  recipients  of  all  the 
horse  manure  our  neighbors  flung  into  our  living  room 
through  the  windows.  And  there  were  lots  of  horses  in 
those  days! 

I do  not  mean  to  imply  that  all  is  well  and  healthy 
with  the  medical  profession  or  that  any  one  health  sys- 
tem is  best  for  all.  No  one  system  will  solve  the  prob- 
lems. But  from  what  I have  seen,  I believe  community 
representation  dominating  health  programs  will  yield 
chaos  not  cure.  Expenditure  for  medical  care  has  been 
called  “a  bottomless  pit.”  The  plan  of  Senator  Kenne- 
dy and  similar  plans  could  plunge  this  country  into  the 
inextricable  depths  of  that  bottomless  pit  to  unques- 
tionable bankruptcy. 

I am  convinced  that  a new  national  health  insurance 
law  is  indispensable.  This  nation’s  health  interest 
must  be  served  by  total,  comprehensive,  all-inclusive 
prepaid  medical  and  surgical  insurance,  covering  every 
ailment  to  which  the  human  race  is  heir.  There  must 
be  complete  prepaid-in-full  hospitalization  for  all.  But 
the  people  of  the  United  States,  not  our  legislators  in 
Congress,  must  retain  the  freedom  to  choose  the  sys- 
tem of  care  they  prefer.  Let  those  who  desire  closed- 
panel  group  or  health  clinic  practice  have  it,  but  others 
should  not  be  deprived  of  retaining  the  present  inti- 
mately personal  method.  Their  democratic  option 
should  not  be  excluded.  Their  freedom  of  choice  must 
not  be  denied. 

Although  the  health  needs  of  all  our  people  are  our 
mutual  concern,  we  differ  in  concept  and  methods  of 
implementation.  I would  be  pleased  to  meet  you  at 
your  convenience  to  discuss  these  problems. 

MURRAY  ELKINS,  M.D. 

President,  Medical  Society  of  the 
County  of  Queens 
112-25  Queens  Boulevard 
Forest  Hills,  New  York  1 1375 


Smallpox  vaccination  dilemma 

To  the  Editor:  The  article  by  Thomas  S.  Bumbalo, 

M.D.,  entitled  “Should  Smallpox  Vaccination  be 
Discontinued?”  [New  York  State  J.  Med.  72:  1645 
(June  15)  1972]  merits  all  our  praise  and  support.  The 
questions  raised  by  him  have  also  been  expressed  by 
others.1-5  The  American  Medical  Association  put  it- 
self on  record  on  the  side  of  practicing  physicians  when 
the  House  of  Delegates  recently  passed  a resolution, 
“that  physicians,  while  strictly  observing  contraindica- 
tions, continue  to  immunize  patients  against  smallpox 
whether  or  not  immunization  is  required  by  the  U.S. 
Public  Health  Service  or  other  countries.”6 

No  one  knows  exactly  when  smallpox  will  be  eradi- 
cated; no  one  could  estimate  whether  this  is  a matter 
of  two,  three,  or  five  years.  The  latest  figures  from 
India,  Bangladesh,  and  Pakistan  reveal  that  extensive 
outbreaks  are  in  progress.7  The  facts  are  that  the 
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range  of  mortality  rates  from  smallpox  in  developing 
countries  is  irrelevant  to  the  issue  at  hand  for  the  Unit- 
ed States  and  other  developed  countries.  The  Yugo- 
slavia epidemic  with  20  per  cent  mortality  rate  focuses 
on  the  potential  devastation  which  could  occur  should 
an  outbreak  of  smallpox  take  place  in  the  United 
States.8  In  1924,  74,000  cases  of  smallpox  and  1,270 
deaths  occurred  as  a result  of  an  importation  from 
Canada  to  Minnesota,  Michigan,  and  Connecticut. 
The  extensive  spread  of  smallpox  was  felt  to  be  a re- 
flection of  an  unimmunized  susceptible  population  or  a 
partially  immunized  one.9  In  changing  a major  public- 
health  policy,  one  must  take  into  consideration  factors 
which  are  difficult  to  define,  such  as  human  error  of 
recognition  (the  great  majority  of  our  practicing  physi- 
cians have  never  seen  a case  of  smallpox),  the  effec- 
tiveness of  the  introduction  of  epidemiologic  surveil- 
lance during  a large  outbreak,  and  lack  of  cooperation 
due  to  panic  which  may  strike  large  populations  if  a 
serious  outbreak  occurs.  Furthermore,  thought  must 
be  given  to  the  medicolegal  aspects  for  practicing  phy- 
sicians who  are  now  the  only  ones  liable  in  case  of  com- 
plications in  the  absence  of  compulsory  vaccination 
laws  and  in  view  of  the  adversary  position  taken  by  the 
U.S.  Public  Health  Service. 

In  calculating  theoretical  estimates  of  probability, 
the  U.S.  Public  Health  Service  relied  on  the  fact  that 
no  importation  of  smallpox  occurred  from  a country  re- 
porting an  incidence  of  less  than  3 cases  per  100,000 
population.  This  has  been  disproved  by  the  epidemic 
in  Yugoslavia.  They  further  relied  on  the  other  Euro- 
pean importation  estimates,  where  the  number  of  gen- 
erated cases  was  10  per  index  case.  In  Yugoslavia,  the 
number  of  generated  cases  per  index  case  was  173. 
One  cannot  assess  with  certainty  the  effect  of  one  im- 
ported case  of  smallpox  into  the  United  States  when  all 
factors  on  which  the  U.S.  Public  Health  Service  has  re- 
lied in  issuing  its  adversary  determination  have  been 
disproved  in  real  life.  One  also  wonders  whether  con- 
sideration was  given  to  the  other  factors  mentioned 
earlier.  Prudence  alone  requires  the  support  of  the  po- 
sition taken  by  Dr.  Bumbalo  and  other  physicians:  to 
discontinue  the  discontinuance  of  smallpox  vaccina- 
tion. 


1 1 


REUBEN  TIZES,  M.D.,  M.P.H., 
Commissioner  of  Health 
County  of  Orange  Department  of  Health 
124  Main  Street 
Goshen,  New  York  10924 
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Acupuncture  factor  in  increased  incidence 
of  hepatitis? 

To  the  Editor:  I recall  that  Henry  I.  Fineberg,  M.D., 
has  commented  on  acupuncture  in  the  recent  past. 
Certain  aspects  have  disturbed  me  in  the  sudden 
prevalent  interest  aroused  in  this  country.  How  are 
the  needles  sterilized  for  primary  use?  Are  the  needles 
used  again  or  discarded?  If  they  are  used  again,  how 
are  they  sterilized? 

We  know  that  hypodermic  needles  and  suture  nee- 
dles are  discarded  in  our  common  private  and  hospital 
practice,  because  there  seems  to  be  no  other  way  to 
prevent  iatrogenic  hepatitis.  The  incidence  of  hepati- 
tis appears  to  be  mounting  progressively.  Is  the  in- 
creasing use  of  acupuncture  contributing  to  this  rise  in 
cases  of  hepatitis? 

PAUL  W.  ASCHNER,  M.D.,  F.A.C.S. 

2 Stony  Run  Road 
Great  Neck,  New  York  11023 
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Obituaries 


Te  L.  Chen,  M.D.,  of  Rego  Park,  died  on  February  10  at 
the  age  of  sixty-two.  Dr.  Chen  received  his  medical 
degree  from  the  University  of  Peiping  Union  in  1938  and 
from  the  University  of  Amsterdam  in  1940.  He  was  an 
attending  pediatrician  at  Greenpoint  Hospital  and  a 
clinical  assistant  pediatrician  at  Kings  County  Hospital 
Center.  Dr.  Chen  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Maney  B.  Feiner,  M.D.,  of  New  Rochelle,  died  on 
March  30  at  the  age  of  seventy-four.  Dr.  Feiner  gradu- 
ated in  1924  from  Eclectic  Medical  College,  Cincinnati. 
Dr.  Feiner  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  M.  Freund,  M.D.,  of  The  Bronx  and  New  York 
City,  died  on  April  18  at  the  age  of  seventy-two.  Dr. 
Freund  graduated  in  1927  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a general  practitioner 
on  the  medical  staff  at  University  Heights  Hospital  and 
a clinical  assistant  physician  at  Bronx-Lebanon  Hospital 
Center.  Dr.  Freund  was  a member  of  the  American 
Academy  of  General  Practice,  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alexander  B.  Gutman,  M.D.,  of  New  York  City,  died 
on  May  4 at  the  age  of  seventy.  Dr.  Gutman  received  his 
medical  degree  from  the  University  of  Vienna  in  1928. 
He  was  director  of  medicine  and  physician-in-chief  at 
The  Mount  Sinai  Hospital.  Dr.  Gutman  was  a Fellow 
of  the  American  College  of  Physicians  and  a member  of 
the  American  Society  of  Clinical  Investigation,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Oscar  Halle,  M.D.,  of  The  Bronx,  died  on  April  28  at 
the  age  of  fifty-eight.  Dr.  Halle  received  his  medical 
degree  from  the  University  of  Prague  in  1947.  He  was  a 
clinical  assistant  physician  at  Bronx-Lebanon  Hospital 
Center.  Dr.  Halle  was  a member  of  the  American 
Academy  of  General  Practice,  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sara  Hirsdansky,  M.D.,  of  Poughkeepsie,  died  on 
November  24,  1972,  at  the  age  of  ninety.  Dr.  Hirsdansky 
graduated  in  1920  from  Long  Island  College  Hospital. 
She  was  a member  of  the  American  Psychiatric  Associa- 
tion, the  Dutchess  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Francis  Henry  Keckeissen,  M.D.,  of  The  Bronx,  died 
on  March  7 at  the  age  of  sixty-eight.  Dr.  Keckeissen 
graduated  in  1931  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  an  honorary  senior  surgeon 
at  St.  Vincent’s  Hospital  and  Medical  Center  of  New 
York.  Dr.  Keckeissen  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Eugene  G.  Lobert,  M.D.,  of  New  York  City,  died  on 
January  24  at  the  age  of  seventy-four.  Dr.  Lobert  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1923.  He  was  an  assistant  attending  physician  in 
cardiology  (affiliate)  at  Metropolitan  and  Flower  and 
Fifth  Avenue  Hospitals.  Dr.  Lobert  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nathan  Masor,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 31  at  the  age  of  fifty-nine.  Dr.  Masor  graduated  in 
1939  from  New  York  Medical  College.  He  was  a mem- 
ber of  the  American  Geriatrics  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  McDowell  McKinney,  M.D.,  of  Bridgehampton, 
died  on  April  29  at  the  age  of  eighty.  Dr.  McKinney 
graduated  in  1919  from  the  University  of  Michigan 
Medical  School.  Retired,  he  was  a consulting  neurolo- 
gist at  Harlem  Hospital  Center  and  the  New  York  Eye 
and  Ear  Infirmary,  an  attending  neurologist  (inactive) 
at  The  Presbyterian  Hospital,  and  a consulting  neuro- 
psychiatrist at  St.  Luke’s  Hospital  Center  and  St. 
Barnabas  Hospital  for  Chronic  Diseases.  Dr.  McKinney 
was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Neurological 
Association,  the  American  Academy  of  Neurology,  the 
Association  for  Research  in  Nervous  and  Mental  Dis- 
ease, the  American  Psychiatric  Association,  the  New 
York  Academy  of  Medicine,  the  New  York  Neurological 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Frank  Linwood  Myers,  M.D.,  of  Sodus,  died  on  April 
12  at  the  age  of  seventy-six.  Dr.  Myers  graduated  in 
1922  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  Wayne  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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Samuel  J.  Phillips,  M.D.,  of  New  York  City,  died  on 
March  28  at  the  age  of  fifty-six.  Dr.  Phillips  graduated 
in  1956  from  New  York  University  College  of  Medicine. 
Dr.  Phillips  was  an  assistant  attending  radiologist  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Rackwitz,  M.D.,  of  New  York  City,  died  on 
April  11  at  the  age  of  sixty-nine.  Dr.  Rackwitz  received 
his  medical  degree  from  the  University  of  Breslau  in 
1929.  He  was  an  associate  attending  ophthalmologist  at 
Sydenham  Hospital.  Dr.  Rackwitz  was  a Diplomate 
of  the  American  Board  of  Ophthalmology  and  a mem- 
ber of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Geriatrics  Society,  the 
New  York  Society  for  Clinical  Ophthalmology,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Oscar  Raybin,  M.D.,  of  The  Bronx,  died  on  May  1 at 
the  age  of  fifty-nine.  Dr.  Raybin  received  his  medical 
degree  from  the  University  of  Warsaw  in  1936.  He  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Francis  Shea,  M.D.,  of  Kingston,  died  on 
September  4 at  the  age  of  sixty-seven.  Dr.  Shea  gradu- 
ated in  1930  from  Syracuse  University  College  of  Medi- 
cine. He  was  an  honorary  member  of  the  medical  staff 
at  Benedictine  Hospital.  Dr.  Shea  was  a member  of  the 
New  York  Academy  of  Medicine,  the  Ulster  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Redvers  Whiteman,  M.D.,  of  Tarrytown  and  White 
Plains,  died  on  October  25,  1972,  at  the  age  of  seventy- 
two.  Dr.  Whiteman  graduated  in  1929  from  University 
and  Bellevue  Hospital  Medical  College. 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 


The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney's  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes,  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve, 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance, 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets, 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 
Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet,  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
“Ups”) 

Aggressive  behavior, 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking,  No  appetite, 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance, 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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168th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

— FEBRUARY  24  through  28,  1974 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 


SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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Classified  Advertising  Kates 

New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 

10c  each.  Dept,  numbers,  500  extra,  per  insertion.  (On 
request.  Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  100  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50p  per  insertion) 


■ 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 1628-1629 

Antibiotics 

E-Mycin  (Upjohn  Company) 1645 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceuticals) 1633 

Diagnostic  culturing  systems 

Clinicult  (Smith  Kline  & French  Laboratories) 1631 

Diagnostic  instruments 

Duodenofiberscope  (Olympus  Corp.  of  America)  . . 1646 
Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 1618-1619 

Hormonal  nutritional  supplements 

Testand-B  (Geriatric  Pharmaceutical  Corp.) 1623 

Intestinal  antispasmodics 

Kinesed  (Stuart  Pharmaceuticals,  Div 

I.C.I.  America  Inc.) 2nd  cover,  1617 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories) 1625 

Topical  antibiotic  antiinflammatory 

Cordran  (Eli  Lilly  & Company) 1 640 

T ranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 1621 


SPECTACLES  WEREN'T  INTRDPUCEP 
UNTIL  1300,  BEFORE” 

THAT  TIME,  MILLIONS 
OF  PEOPLE  LlVEP  OUT 
THEIR  LIVES  NEVER 
BEING  ABLE  TO  SEE 

mountains,  aoups 

OR  STARS.  BENJAMIN  FRANKUN 

invented?  bifocal  lenses  in  1704! 



For  free  Information  on  how  you  can  prevent 
blindness  and  save  tight  write  to  the 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

7#  MADISON  AVENUE 
NEW  YORK,  NY.  100tS 


Need  help,  Doctor? 


Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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PHYSICIANS— MEDICAL  DIRECTORS— PARTI AL  LISTING  FOR  HOSPITALS, 
MEDICAL  GROUPS  & INDUSTRY. 

MD-Vice  Pres-Dir  of  New  Prod  Development  for  a pharmaceutical  mfr  of  Biologicals, 
Excellent  managerial  ability.  Ideal  exp  in  small  & large  org.  Location  MD/Washing- 
ton  area. 

MD-Internists-sub  specialty,  pulmonary  diseases.  To  be  Dir  of  Dept.  Affiliated  with 
med  school.  Faculty  appt.  On-the-ocean  New  England. 

MD-Dir  of  Psychiatry-Bd.  Cert.  Affiliated  with  Med  school:  Faculty  appt.  Grad  of 

faculty  caliber  prfd.  Requires  previous  faculty  appt  from  top  Ivy  League  Medical 
School.  On-the-ocean-New  England. 

No  fee  to  candidate.  INTERVIEW  by  appointment  only.  (212)  RH  4-3615,  3466. 

LEE  TODD,  Consultant/Executive  Search — "The  specialists  in  Recruitment."  85 
East  End  Ave.,  1 0028  (Mailing  address  only). 


PHYSICIANS  WANTED — CONT'D 


OPHTHALMOLOGIST  WANTED  TO  JOIN  TWO  MAN,  GOOD  GROL 
middle  N.Y.  State.  Great  area;  good  colleges  & schools.  Complete 
versified  practice  with  all  kinds  of  surgery.  We  also  have  2 optometrist 
one  optician.  High  income;  excellent  for  energetic  type.  Dept.  328 
NYSJM. 


Ii 

ac 


PHYSICIANS  WANTED 


INTERNIST  FOR  MEDICAL  GROUP,  SUBURB  NEW  YORK  CITY  INI 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income  Include  complete  curriculum  vitae  in  reply. 

Dept.  282,  c/o  NYSJM. 


RADIOLOGIST  WANTED:  FOR  VOLUNTARY  HOSPITAL  STARTING 

July  1 or  September  1,  1973  at  candidate’s  option.  Board  certified;  mainly 
diagnosis;  some  nuclear  medicine  and  abdominal  vascular  roentgenology. 
Apply:  Milton  Birnkrant,  M.D.,  Director  of  Radiology,  Jewish  Memorial 

Hospital,  196th  St.  & Broadway,  New  York,  N.Y.  10040. 


INTERNIST  WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE,  TO  TAKE 

over  practice  of  retiring  member  of  well-established,  multi-specialty  group. 
Suburban  North  Shore  of  Long  Island.  Subspecialty  acceptable.  Dept.  320 
c/o  NYSJM. 


PSYCHIATRIST,  BOARD  ELIGIBLE,  FOR  COMMUNITY  CLINIC  I 
suiting  on  referrals  from  Depts.  of  Probation  & Welfare;  $28,189  annji 
35  hour  week;  Mineola,  N.Y.  Send  curriculum  vitae  Dept.  325,  c/o  NYS.  I 


EXPANDING,  SMALL,  FULLY  ACCREDITED  GENERAL  HOSPITAL  I 0 
beautiful  rural  setting,  needs  a physician  interested  in  general  medicine,  c 
atrics,  and  do  family  practice.  Privileges  available  on  active  medicalfc; 
along  with  office  facilities  with  built-in  practice.  Please  send  resume  It 
educational  background,  training  and  experience  in  first  letter.  Commr 
Hospital,  Stamford,  New  York  12167. 

WANTED:  FAMILY  PHYSICIAN  TO  JOIN  TWO  OTHERS  IN  NO  |l 
eastern  New  York,  Adirondack-Lake  Champlain  region.  Ideal,  com  k> . 
busy,  rural  practice  in  well  equipped  medical  center  with  X-ray  antL 
Open  hospital  privileges.  No  OB.  Two  medical  centers:  Universit>le- 

mont,  McGill,  Montreal  within  one  hour.  Excellent  winter  and  su  r 
recreational  facilities.  Starting  salary  $30,000  first  year.  Corporate  pa  pe 
ship  thereafter.  Write:  John  B.  Southwick,  M.D.,  or  George  I.  Starr,  £ 
Champlain,  N.Y.  Phone  collect  (518)  298-2691. 


INTERNIST,  G.P.  AND  ORTHOPED  TO  JOIN  PROFESSIONAL  CORPORA- 
tion  of  five  internists,  two  general  surgeons,  one  thoracic  surgeon,  and  one 
orthopedic  surgeon.  Located  in  the  heart  of  the  Finger  Lakes.  Progressive, 
rapidly  growing  community  with  an  abundance  of  recreational  and  cultural 
opportunities.  No  investment  required.  Your  liberal  first-year  salary  high- 
lighted by  vacations,  insurance  plans',  a profit-sharing  program,  and  a friendly 
community.  Your  interview  can  be  arranged  by  calling  Steven  E.  Pieri, 
M.D.  collect  (607)  936-9971. 


INTERNIST  FOR  ASSOCIATION  WITH  FOUR,  BOARD-CERTIFIED  IN- 
ternist  affiliates.  Unlimited  professional  opportunities  for  practice  in  one  of 
the  nation’s  outstanding  recreational  areas  in  the  Lake  Ontario-Thousand 
Islands  area  of  northern  New  York.  Dept.  322,  c/o  NYSJM. 


PEDIATRICIAN,  EXCELLENT  OPPORTUNITY  FOR  BOARD  ELIG/CERT. 
ped.  Practice  in  affluent  Westchester  suburb.  Need  for  pediatrician  in  area; 
office  for  you  in  bldg,  now  occupied  by  internist.  No  investment;  unique  op- 
portunity; attractive  terms  for  right  man.  Curriculum  vitae  with  letter.  R. 
Kones,  M.D.,  Westchester  Ave.,  Pound  Ridge,  N.Y.  10576. 


FAMILY  PHYSICIAN  & PEDIATRICIAN  TO  JOIN  10  MAN  GROUP  IN 
South  Central  N.Y.  State,  suburban  area,  near  3 general  hospitals.  Minimum 
guarantee  with  percentage,  fringe  benefits  & opportunities  for  early  partner- 
ship. Call  or  write:  Mr.  Ronald  Brown,  Business  Manager,  Chenango  Bridge 
Medical  Group,  Chenango  Bridge,  N.Y.  (607)  648-4101. 


PSYCHIATRIST,  BOARD  CERTIFIED  OR  ELIGIBLE.  UPSTATE  COlt 
seeks  Director  of  Community  Mental  Health  Program,  established  14  » 
Experienced  staff.  Adequate  salary;  negotiable;  fringe  benefits.  Ir  ac 
vitae  with  initial  application.  Need  immediate.  Dept.  330,  c/o  NYSJM 


ASSOCIATE  PATHOLOGIST:  287-BED,  MODERN,  WELL  EQUIfl 

general  hospital.  Pleasant  Upstate  New  York  community  of  100.000.  Ipi 
clinical  interest,  but  certified  in  (or  eligible  for)  both  anatomic  and  c «t 
pathology  boards.  Salary  negotiable.  Dept.  329,  c/o  NYSJM. 


OPTHALMOLOGIST:  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE.  1 
or  part-time.  Salary  to  $34,971.  Excellent  fringe  benefits.  Veterar  A 
ministration  Outpatient  Clinic,  252  Seventh  Ave.,  New  York.  N.Y.  X 
Contact  Clinic  Director.  Phone  (212)  620-6522. 


PRACTICES  WANTED 


OPHTHALMOLOGIST,  BOARD  CERTIFIED,  MEDICAL  SCHOOL  AF  J. 
tion,  would  desire  ophthalmic  practice  from  retiring  ophthalmoloi  jk 
Manhattan  cr  immediate  vicinity.  Dept.  316,  c/o  NYSJM. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 

Mandl  School  254  °°V 9 

175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
EST  1924 — Licensed  by  the  New  York  State  Educ.  Dept. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSH  C 
individual  practice.  New  York  and  New  Jersey  license  Dept  21  c 
NYSJM 


PRACTICE  WANTED:  GASTROENTEROLOGIST-INTERNIST.  TOI  K 
versity  trained,  staff  of  Mount  Sinai,  New  York  City,  desires  medical  pr  k- 
and/or  rent  office  space.  East  Side  Manhattan;  X-rays  preferrable.  tp 
326,  c/o  NYSJM. 
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•OSITIONS  WANTED 

ou 

etel; 

liit! 

a. 

ATHOLOGY  LOCUM  TENENS.  CERTIFIED  ANATOMICAL  PATHOLO- 
gist  is  available  for  locum  tenens  coverage  in  New  York  City  area.  N.Y. 
license.  Day  or  week  at  $200  per  day.  Herman  Berk,  M.D.,  117  Fort  Lee 
Road,  Leonia,  N.J.  07605.  (201)  944-5858. 

1C( 

• 

YSI 

RACTICES  AVAILABLE 

ml 

mi 

JB! 

TOLARYNGOLOGIST  TO  TAKE  OVER  WELL  ESTABLISHED  PRACTICE 
and  office  equipment.  Modern  apartment;  office  combination  on  rental 
basis,  one  or  both.  Near  2 modern,  accredited  hospitals.  Drawing  area 
225,000.  Retiring;  will  stay  on  for  easy  transition.  Archie  L.  Neighbors,  M.D., 
61  South  Clinton  St.,  Poughkeepsie,  N.Y.  12601.  Call  (914)  452-4252. 

MISCELLANEOUS 

a& 

Tiili 

is 

an.) 

C# 

- 

ILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 

ill; 

Sffl 

EAL  ESTATE  FOR  SALE  OR  RENT 

- )R  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
of  Manhattan.  Complete  medical  full  Moor;  complete  residential  floor.  Call 
'Le.  2-2154. 

mdtl 


IOICE  PROFESSIONAL  SPACE  AVAILABLE;  54  ST  & 1ST  AVE,  IN 
desirable  Sutton  Place  area,  New  York  City.  New  building;  attactive  rentals. 
Approximately  440,  780  and  830  sq.  ft.  units.  Immediate  occupancy.  Charles 
i|2  H.  Greenthal  & Co.,  18  East  48  St,  (212)  PL2-4700 

Vi.  Vp 

'ONY  BROOK,  HOME-OFTICE  ADJACENT  TO  UNIVERSITY  MEDICAL 
center.  Beautiful  residential  area.  8 rooms,  2 (4  baths,  two  story  Colonial, 
2-car  garage,  full  basement.  Office  wing:  6 rooms,  bath,  private  entrance, 
3 car  blacktop  parking  area.  Wooded  V2  acre  fully  landscaped.  $68,000. 
—•(516)  473-1512,  941-4973. 


OUNTRY  ESTATES  LESS  THAN  ONE  HOUR  FROM  NEW  YORK  CITY. 
NANUET:  4 bedroom,  3 bath,  maids  room  & lav,  on  lovely  wooded  4 acres 
with  apple  orchard,  tennis  court,  swimming  pool.  Asking  $200,000. 
TOMKINS  COVE:  3 bedroom,  2 bath,  2 lav,  terrace  & balconies  on  4 acres 
with  breathtaking  Hudson  view,  tennis  court,  swimming  pool.  Asking 
,,$140,000.  Alan  Legett,  Inc.,  20  North  Broadway,  Nyack,  N.Y.  10960.  Call 
'(914)  358-3050,  or  358-1102. 

'ONY  BROOK,  HEAD  OF  HARBOR,  LONG  ISLAND  ESTATE  AREA. 
YlUnique,  restored  estate  house,  4 fireplaces,  5 baths,  5-7  BR,  orchard,  gardens, 
sep.  servants  apt.,  plus  3 BR  carriage  house  (pays  taxes);  3 min.  beach,  boat, 
•iding  trails,  university.  1%  acres.  $99,500.  Additional  acre  avail, 
'pall  eves.  (516)  862-7437. 


I 

t AL  ESTATE  FOR  SALE:  BREWSTER,  NEW  YORK:  FRONTING  RE- 
« ervoir,  Carmel-Brewster  Road,  2 miles  Putnam  Community  Hospital.  660 
t.  frontage  to  250  ft.  deep.  Will  divide  for  medical  building  or  business  use. 
room  house  also  available.  Discuss  with:  N.  M.  Barbour  (914)  279-6503. 


THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

(A  non-profit  Foundation) 

The  Manhattan  Kidney  Center  of  the  New 
York  Nephrology  Foundation  is  a specialized 
ambulatory  care  facility  which  provides  periodic 
hemodialysis  (artificial  kidney)  treatment  to 
patients  with  chronic  kidney  failure. 

Long-term  treatment  can  be  arranged  for 
kidney  failure  patients,  including  those  patients 
who  are  awaiting  kidney  transplant  and  training 
for  home  dialysis  treatment. 

Temporary  intervals  of  treatment  can  be 
arranged  for  patients  visiting  New  York. 

The  Manhattan  Kidney  Center  is  approved 
by  the  New  York  State  Department  of  Health. 

For  information  call:  (212)  725-5540 

THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

Manhattan  Kidney  Center 
40  East  30th  Street,  New  York,  N.Y.  10016 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


FOR  RENT:  BOCA  RATON,  FLORIDA.  BEAUTIFUL,  2 BEDROOM 

house  in  prestigious  Spanish  Court  section  of  Boca  Raton.  Two  dens,  dining 
room,  living  room,  large  Florida  room  and  private  swimming  pool.  Five 
minutes  from  beach  and  Boca  Raton  Hotel  and  Club;  close  to  shopping  center. 
For  rent  by  the  season  or  weekly  with  a minimum  of  two  weeks.  No  pets. 
Max  L.  Fox,  M.D.,  188  Genesee  St.,  Auburn,  N.Y.  Call  1-315-252-3769. 


NEW  YORK  CITY,  MANHATTAN:  MEDICAL  OFFICE  TO  SUBLET  IN 
select  location,  Midtown,  Park  Avenue,  4 rooms  fully  equipped.  Dept.  331, 
c/oNYSJM. 


FOR  SALE,  BROOKLYN,  N.Y.:  RETIRING  PHYSICIAN'S  BEAUTIFUL, 
Dutch  Colonial,  11  room  house  and  garden.  Center  hall.  Desirable  Midwood 
area.  Active  practice.  Office  suite,  separate  entrance.  220  voltage.  Living 
room  22  x 17,  spacious  dining  room,  master  bedroom  22  x 14  opens  onto  large 
terrace.  Two  full  baths,  2 half-baths.  Knotty  pine,  wood  paneled  breakfast 
room.  Electronic  alarm  system  throughout.  All  transportation.  Excellent 
shopping.  (212)  CL  8-2056. 


WANTAGH,  N.Y.:  PROFESSIONAL  HOME  & OFFICE  SUITE  ON  MAIN 
road.  150'  X 118'  plot.  Fieldstone  front,  wideline  ranch,  beautifully  land- 
scaped with  underground  sprinkler  system.  Five  rooms  plus  % bath  for  office 
use.  Living  room,  dining  room,  three  bedrooms,  1V2  baths  & new  formica  eat- 
in-kitchen.  New  carpeting  throughout.  Many  extras  including  all  appli- 
ances. Burglar  alarm  system  throughout  home  and  office.  Two-car  at- 
tached garage  with  automatic  overhead  door.  Full  basement.  $60,000. 
Owner  (516)  795-2391. 
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The  American  Doctor 
is  under  attack. 

What  are  we  going 
to  do  about  it? 


You're  concerned  about  the  attacks.  The  AMA  is  just  as 
concerned.  But  what  are  we  doing  about  them?  Some  things 
we  can't  do.  Some  things  we  can  do.  And  are  doing. 

We  can't  control  the  media.  Its  freedom  is  a constitutional 
guarantee.  In  one  respect,  newsmen  are  very  much  like 
doctors.  They  resent  intrusions  in  their  area  of  responsibility. 

But  the  AMA  is  working  hard  to  influence  the  media  to 
follow  a policy  of  greater  fairness  and  objectivity  in  its  reporting. 
Overcoming  reporters’  basic  assumptions  is  a long  term 
educational  job.  And  the  AMA  is  devoting  more  money  and 
more  manpower  to  it. 

With  some  tangible  results.  The  media  is  growing  more 
aware  that  there  is  a doctor’s  side  to  every  story,  that  solutions 
to  national  health  problems  are  not  easy.  And  we  have 
succeeded  in  getting  more  doctors  on  public  programs  to 
express  the  profession's  point  of  view. 

Things  won’t  change  overnight.  But  the  AMA  is  working 
on  it.  Hard.  And  we  need  your  support.  Find  out  more  about 
what  the  AMA  is  doing  for  you  and  the  public.  Send  for  the 
pamphlet,  "The  AMA  and  the  American  Doctor:  Sharing  a 
Common  Goal.”  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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Neurologist]  (Symposium),  976 

Atelectasis,  massive,  incident  to  anesthesia  [Clinical  Anesthe- 
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Baunscheidtism:  acupuncture  in  nineteenth  century  western 

medicine,  1213 
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with;  long-term  results  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  1299 

Cafe-au-lait  spots:  skin  as  aid  to  neurology  [Internist  as  Neu- 
rologist] (Symposium),  976 

Calculation  of  Stress  Distribution  in  Keratoconus  (Poole), 
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spontaneous  closure  of  ventricular  septal  defect;  tricuspid 
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Carpal-tunnel  syndrome:  neurologic  manifestations  of  con- 


June  15,  1973  / New  York  State  Journal  of  Medicine  1727 


ductive-tissue  disease  [Internist  as  Neurologist]  (Sympo- 
sium), 979 

Cell  count,  rosette-forming,  skin  tests,  lymphocyte  blastogen- 
esis,  and;  immunologic  assays  in  lung  cancer,  747 
Cell  lines,  lymphoid;  established  from  peripheral  blood  of  per- 
sons with  Down’s  syndrome,  869 
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Clinic-mini,  outreach  program;  hospital  house  calls,  1695 
Clinicopathologic  Conference  (Series),  303,  768,  885 
Clinic,  traditional,  community  psychiatry  and,  555 
Clinic;  why  patients  in  ongoing  psychiatric  therapy  visit  an 
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and  Chu),  1186 

Closure,  spontaneous,  of  ventricular  septal  defect;  tricuspid 
atresia  following  Waterston’s  anastomosis,  455 
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Disease,  medullary  cystic,  in  monozygotic  twins,  785 
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reduction,  952 

Disorders,  hematologic,  neurologic  aspects  of  [Internist  as 
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as  Neurologist]  (Symposium),  976 
Electrocardiograms  of  the  Month  (Series),  437,  689,  883,  1083, 
1315 

Electrocardiographic  and  vectorcardiographic  findings;  cardio- 
myopathy simulating  myocardial  infarction,  1111 
Electroconvulsive  therapy,  sudden  death  following,  1000 
Electroencephalography:  acute  and  subacute  encephalopa- 

thy; I.  diagnostic  procedures  [Recent  Advances  in  Medicine 
and  Surgery],  874 

Electrolyte  imbalance:  neurologic  complications  of  gastroin- 

testinal tract  diseases  [Internist  as  Neurologist]  (Sympo- 
sium), 971 

Elephantiasis  neuromatosa:  skin  as  aid  to  neurology  [Inter- 

nist as  Neurologist]  (Symposium),  976 
Elevated  enzymes,  expressive  aphasia,  and  multisystem  in- 
volvement [Clinicopathologic  Conference],  885 
Emergencies,  acute  respiratory,  treatment  of,  253 
Emergencies,  psychiatric,  management  of,  1066 
Emergency  room,  why  patients  in  ongoing  psychiatric  therapy 
visit  an,  892 

Emergency  Thyroidectomy  (Bodon),  1322 

Emphysema,  crippling  bullous,  tube  pneumonostomy  for  tho- 
racotomy reject  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  664 
Encephalopathy,  acute  and  subacute;  I.  diagnostic  procedures 
[Recent  Advances  in  Medicine  and  Surgery],  874 
Encephalopathy,  acute  and  subacute;  II.  treatment  [Recent 
Advances  in  Medicine  and  Surgery],  981 
Encephalopathy,  hepatic:  neurologic  complications  of  gas- 

trointestinal tract  diseases  [Internist  as  Neurologist]  (Sym- 
posium), 971 

Endocrinology:  response  of  hyperlipoproteinemia  to  colestip- 

ol, 1068 

Enteritidis,  salmonella,  skin  infection  due  to,  1118 
Enzymes,  elevated,  expressive  aphasia,  and  multisystem  in- 
volvement [Clinicopathologic  Conference],  885 
Epidemic  of  Echovirus  Type  9 Infection;  Certain  Clinical  and 
Epidemiologic  Features  (Mirani,  Ogra,  and  Barron),  403 
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Epileptic  seizures:  neurologic  manifestations  of  conductive- 

tissue  disease  [Internist  as  Neurologist]  (Symposium),  979 
Equinovarus,  onycho-osteo-arthrodysplasia  with;  study  of  af- 
fected family,  1105 

Erythrocytosis,  hemochromatosis,  hepatoma,  and  erythropoie- 
tin, 1098 

Erythropoietin,  hemochromatosis,  hepatoma,  erythrocytosis, 
and,  1098 

Esophageal  moniliasis  and  diverticulosis,  relationship  be- 
tween, 996 

Esophageal  Motility  Studies;  Clinical  Usefulness  (Nagler, 
Rosof,  and  Katzka),  1073 

Esophagus,  disease  of,  pulmonary  complications  of  gastro- 
esophageal reflux  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  279 
Esophagus:  pulmonary  complications  of  gastroesophageal  re- 

flux [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  279 

Evaluation,  long-term;  frozen  irradiated  aortic  valve  homo- 
grafts  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  651 

Evaluation  of  new  oral  cholecystographic  agent;  sodium  tyro- 
panoate,  271 

Examination,  New  York  State,  for  medical  licensure;  FLEX, 
794 

Exchange,  plasma;  in  treatment  of  profound  hepatic  coma, 
569 

Exploration  of  space,  Chinese  legacy  to,  [History  of  Medicine], 
1224 

Expressive  Aphasia,  Elevated  Enzymes,  and  Multisystem  In- 
volvement [Clinicopathologic  Conference],  885 
External  auditory  canal  and  other  sites,  in  the;  bacterial  flora 
of  newborn  infants,  1071 

Facial  nerve:  salivary  gland  disorders;  I,  recognition,  diagno- 
sis, and  treatment  [Recent  Advances  in  Medicine  and  Sur- 
gery], 297 

Failure,  depression,  and  guilt;  some  analytic  considerations, 
1700 

Failure,  renal,  idiopathic  ascites  in  chronic,  781 
Failure,  renal,  reversible  acute,  myoglobinuria  with,  537 
Families  on  welfare,  health  care  of  preschool  children  in,  1120 
Family  practice,  patterns  of  referral  from,  1690 
Family,  study  of  affected;  onycho-osteo-arthrodysplasia  with 
equinovarus,  1105 

Ferric  chloride  spot  test:  repository  injection  of  allergens; 

study  of  safety  aspects,  257 

Fever,  methyldopa;  recurrence  of  symptoms  with  resumption 
of  therapy,  448 

Fiberoptic  bronchoscopy,  flexible;  investigation  of  peripheral 
pulmonary  lesions  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  656 
Fibrosis,  pulmonary,  massive,  due  to  systemic  lupus  erythem- 
atosus, 462 

Flexible  Fiberoptic  Bronchoscopy;  Investigation  of  Peripheral 
Pulmonary  Lesions  (Marici  and  Patil)  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  656 
FLEX;  New  York  State  Examination  for  Medical  Licensure 
(Morton  and  Riddle),  795 

Flora,  bacterial,  of  newborn  infants;  in  the  external  auditory 
canal  and  other  sites,  1071 

Flush  of  Urinary  Bladder  Due  to  Candida  Guilliermondii 
(O’Connell  and  Hardner),  1685 

Freud:  Hippocrates,  Plato,  and  neurology  [Internist  as  Neu- 

rologist] (Symposium),  957 

Frontal  bone  secondary  to  mucormycosis,  osteomyelitis  of, 
1325 

Frozen  Irradiated  Aortic  Valve  Homografts;  Long-Term  Eval- 
uation (Beach,  Bowman,  Kaiser,  and  Malm)  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 651 

Fungi:  osteomyelitis  of  frontal  bone  secondary  to  mucormy- 

cosis, 1325 

Future  of  organ  sharing  in  Northeast,  methods  and,  1222 


Gallbladder:  sodium  tyropanoate;  evaluation  of  new  oral  cho- 
lecystographic agent,  271 

Gammaglobulin,  effect  of,  on  hypercalcemia  with  cancer,  452 
Gastroesophageal  reflux,  pulmonary  complications  of  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thorac- 
ic Surgery],  279 

Gastrointestinal  tract  disease,  neurologic  complications  of  [In- 
ternist as  Neurologist]  (Symposium),  971 
Gentamicin  Therapy  for  Liver  Abscesses  Due  to  P.  Aeruginosa 
and  S.  Marcescens  (Grieco,  McCray,  and  Nay),  1108 
Gland  disorders,  salivary;  I,  recognition,  diagnosis,  and  treat- 
ment [Recent  Advances  in  Medicine  and  Surgery],  297 
Gland  disorders,  salivary;  II,  salivary  tumors  [Recent  Ad- 
vances in  Medicine  and  Surgery],  439 
Glands,  Brunner’s,  arising  in;  carcinoma  of  duodenum,  1687 
Glass  leech,  the;  wet  and  dry  cupping  practices  in  the  nine- 
teenth century  [History  of  Medicine],  583 
Goiter:  emergency  thyroidectomy,  1322 

Gonarthrosis  due  to  Paget’s  Disease  of  Tibia;  Treated  by 
Modification  of  High  Tibial  Osteotomy  (Koshino  and  Shoji), 

320 

Graduate  nursing  students;  psychiatric  training  of;  use  of 
small  interactional  groups,  1334 

Grafts,  coronary  bypass,  aortic  valve  replacement  combined 
with;  long-term  results  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  1299 
Groups,  use  of  small  interactional;  psychiatric  training  of 
graduate  nursing  students,  1334 

Group  Therapy  in  Obstetric  Management  of  Pregnant  Teen- 
Agers  (Goldman,  Murphy,  and  Babikian),  407 
Guilliermondii,  Candida,  flush  of  urinary  bladder  due  to,  1685 
Guilt,  depression,  failure  and;  some  analytic  considerations, 
1700 

Guthrie,  Samuel,  I (1782-1848)  [History  of  Medicine],  1342 
Gynecology 

danger  of  diethylstilbestrol;  suggested  control  procedure,  853 
group  therapy  in  obstetric  management  of  pregnant  teen- 
agers, 407 

sterilization  via  laparoscope,  559 

young  mothers’  clinic  in  suburban  county  hospital,  332 

Hands:  onycho-osteo-arthrodysplasia  with  equinovarus; 

study  of  affected  family,  1105 

Health  Care  of  Preschool  Children  in  Families  on  Welfare  (Po- 
dell),  1120 

Health-center  administrators,  training,  475 
Hematologic  disorders,  in  various;  nitroblue  tetrazolium  dye 
reduction,  952 

Hematologic  disorders,  neurologic  aspects  of  [Internist  as  Neu- 
rologist] (Symposium),  964 
Hematology 

hemochromatosis,  hepatoma,  erythrocytosis,  and  erythro- 
poietin, 1098 

hyperuricemia  in  leukemia  and  lymphoma;  I.  clinical  find- 
ings and  pathophysiology  [Recent  Advances  in  Medicine 
and  Surgery],  1085 

hyperuricemia  in  leukemia  and  lymphoma;  II.  treatment 
[Recent  Advances  in  Medicine  and  Surgery],  1194 
leukocyte  function  and  serum  immunoglobulins  in  Down’s 
syndrome,  672 

nitroblue  tetrazolium  dye  reduction;  in  various  hematologic 
disorders,  952 

quantitative  serum  immunoglobulins  in  healthy  Negroes,  751 
Hemifacial  Atrophy;  Unusual  Cross-Lip  Flap  (Fischl),  313 
Hemochromatosis,  Hepatoma,  Erythrocytosis,  and  Erythro- 
poietin (Lizzi,  Tartaglia,  and  Adamson),  1098 
Hemodialysis:  hyperuricemia  in  leukemia  and  lymphoma;  II. 

treatment  [Recent  Advances  in  Medicine  and  Surgery],  1194 
Hemodialysis:  idiopathic  ascites  in  chronic  renal  failure,  781 
Hemophilia:  neurologic  aspects  of  hematologic  disorders  [In- 

ternist as  Neurologist]  (Symposium),  964 
Hemorrhage,  cerebral:  neurologic  aspects  of  hematologic  dis- 

orders [Internist  as  Neurologist]  (Symposium),  964 
Hemorrhage,  pulmonary,  tuberculous;  contemporary  series 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for 
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Thoracic  Surgery],  659 

Hemorrhage,  subarachnoid,  due  to  ruptured  intracranial  an- 
eurysm, I;  treatment  and  prevention  of  stroke  [Recent  Ad- 
vances in  Medicine  and  Surgery],  679 
Hemostasis:  pharmacology  of  anticoagulants,  1647 

Hemothorax,  massive,  anticoagulant-induced,  691 
Heparin:  pharmacology  of  anticoagulants,  1647 

Hepatic  abscess,  pyogenic,  1657 

Hepatic  coma,  in  treatment  of  profound;  plasma  exchange, 
569 

Hepatic  encephalopathy:  neurologic  complications  of  gas- 

trointestinal tract  diseases  [Internist  as  Neurologist]  (Sym- 
posium), 971 

Hepatoma,  hemochromatosis,  erythrocytosis,  and  erythropoie- 
tin, 1098 

Heredity,  allergy  and;  prospective  study  [New  Developments 
in  Care  of  Allergic  Child]  (Symposium),  426 
Hernia,  diaphragmatic,  traumatic,  diagnostic  problems  in 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  1289 

Heroin  addiction,  jaundice  and  coma  in,  [Clinicopathologic 
Conference],  303 

Heroin  addiction,  skin  complications  of;  bullous  impetigo, 
1681 

Heroin  addiction,  treatment  of;  multimodality  approach,  1059 
High  tibial  osteotomy,  treated  by  modification  of;  gonarthrosis 
due  to  Paget’s  disease  of  tibia,  320 
Hippocrates,  Plato,  and  Neurology  (Green)  [Internist  as  Neu- 
rologist] (Symposium),  957 

History:  acupuncture  in  nineteenth  century  western  medi- 

cine, 1213 

History  of  Medicine  (Series),  583,  700,  900,  1002,  1224,  1342 
Hodgkin’s  disease:  abdominal  and  low-back  pain  associated 

with  dysphagia  [Correlation  Conferences  in  Radiology  and 
Pathology],  992 

“Home”  for  Aged  (Lang  and  Ritchie),  1698 
Homografts,  aortic  valve,  frozen  irradiated;  long-term  evalua- 
tion [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  651 

Hospital  house  calls;  mini-clinic  outreach  program,  1695 
Hospital  Medical  Staff  as  a Physicians’  Union  (Blackman), 
466 

Hospital,  metropolitan,  Kato  thick  smear  in  parasitology  in  a 
[Medical  Communications],  1189 
Hospital,  municipal,  in  chronic  disease;  alcohol-induced 
disabilities,  1331 

Hospital,  New  York,  the,  and  its  Pharmacopoeia  [History  of 
Medicine],  900 

Hospital,  suburban  county,  young  mothers’  clinic  in,  332 
House  calls,  hospital;  mini-clinic  outreach  program,  1695 
Human  kidney,  preservation  of,  by  simple  cooling;  regional 
sharing  program  SONY-W,  865 

Hyperalimentation,  total  parenteral;  infants  with  chronic  in- 
tractable diarrhea,  265 

Hypercalcemia  with  cancer,  effect  of  gammaglobulin  on,  452 
Hypercoagulability,  persistent,  after  venous  mesenteric  infarc- 
tion and  oral  contraceptive,  791 
Hyperlipoproteinemia  to  colestipol,  response  of,  1068 
Hyperthyroidism  and  Turner’s  syndrome,  unusual  abnormal 
X chromosome  in,  1101 

Hypertrophic  subaortic  stenosis,  idiopathic,  in  patients  with 
coronary  artery  disease;  importance  of  recognition  and  prin- 
ciples of  management  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  1302 
Hyperuricemia  in  Leukemia  and  Lymphoma;  I.  Clinical  Find- 
ings and  Pathophysiology  (Pochedly)  [Recent  Advances  in 
Medicine  and  Surgery],  1085 

Hyperuricemia  in  Leukemia  and  Lymphoma;  II.  Treatment 
(Pochedly)  [Recent  Advances  in  Medicine  and  Surgery], 
1194 

Hyperviscosity  syndrome:  neurologic  aspects  of  hematologic 

disorders  [Internist  as  Neurologist]  (Symposium),  964 
Hypotension  therapy:  treatment  and  prevention  of  stroke;  I, 
subarachnoid  hemorrhage  due  to  ruptured  intracranial  an- 
eurysm [Recent  Advances  in  Medicine  and  Surgery],  679 


Hypotensive  agents:  acute  and  subacute  encephalopathy;  II. 

treatment  [Recent  Advances  in  Medicine  and  Surgery],  981 
Hypoventilation:  treatment  of  acute  respiratory  emergencies, 
253 

Hysteria:  acute  and  subacute  encephalopathy;  I.  diagnostic 

procedures  [Recent  Advances  in  Medicine  and  Surgery],  874 

Iatrogenic  Causes  of  Pneumothorax;  Increasing  Incidence  with 
Advances  in  Medical  Care  (Steier,  Ching,  Bonfils-Roberts, 
and  Nealon)  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1296 
Idiopathic  Ascites  in  Chronic  Renal  Failure  (Cinque  and  Lett- 
eri),  781 

Idiopathic  Hypertrophic  Subaortic  Stenosis  in  Patients  with 
Coronary  Artery  Disease;  Importance  of  Recognition  and 
Principles  of  Management  (Oran,  Gupta,  Yeo,  Nandi,  Koh, 
Potter,  Manoli,  and  Piccone)  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  1302 
Ileocecal  Tuberculosis  and  Crohn’s  Disease  (Shah),  949 
Ileocecal  Tuberculosis  [Correlation  Conferences  in  Radiology 
and  Pathology],  564 

Illicit  drug  use,  patterns  of;  among  patients  in  an  adolescent 
medical  service,  329 

Immunoglobulins,  serum,  in  Down’s  syndrome,  leukocyte 
function  and,  672 

Immunoglobulins,  serum,  quantitative,  in  healthy  Negroes, 
751 

Immunologic  Assays  in  Lung  Cancer;  Skin  Tests,  Lymphocyte 
Blastogenesis,  and  Rosette-Forming  Cell  Count  (Brugarolas, 
Han,  Takita,  and  Minowada),  747 
Immunology  and  Cancer  (Weksler)  [Proceedings,  New  York 
Allergy  Society],  544 

Immunotherapy;  immunology  and  cancer  [Proceedings,  New 
York  Allergy  Society],  544 

Immunotherapy  in  Well-Controlled  Chronic  Myelocytic  Leu- 
kemia (Sokal,  Aungst,  and  Grace),  1180 
Immunotherapy:  repository  injection  of  allergens;  study  of 

safety  aspects,  257 

Impetigo,  bullous;  skin  complications  of  heroin  addiction,  1681 
Incidence  of  Chondromalacia  of  Patella  Following  Meniscec- 
tomy of  Knee  Joint  (Worrell),  860 
Incontinentia  pigmenti:  skin  as  aid  to  neurology  [Internist  as 
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Industrial  Health  (Series),  1211 
Inevitable  Decline  of  Chiropractic  (Angrist),  324 
Infants,  newborn,  bacterial  flora  of;  in  the  external  auditory 
canal  and  other  sites,  1071 

Infants  with  chronic  intractable  diarrhea;  total  parenteral  hy- 
peralimentation, 265 

Infarction,  acute  myocardial:  pathogenesis  of  cardiogenic 

shock;  part  I [Recent  Advances  in  Medicine  and  Surgery], 
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Infarction,  myocardial,  acute,  pericarditis  in,  645 
Infarction,  myocardial,  cardiomyopathy  simulating;  electro- 
cardiographic and  vectorcardiographic  findings,  1111 
Infection,  epidemic  of  echovirus  type  9;  certain  clinical  and 
epidemiologic  features,  403 
Infection,  skin,  due  to  salmonella  enteritidis,  1118 
Infection,  urinary  tract,  recurring;  an  overview,  856 
Inhibitor  antidepressants,  non-MAO,  serious  side-effects  from 
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Injection,  repository,  of  allergens;  study  of  safety  aspects,  257 
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Intensive  care,  neonatal  [Medical  Communications],  562 
Intensive  care  unit,  medical;  mortality  rate  experience  in  large 
teaching  hospital,  754 

Interactional  groups,  use  of  small;  psychiatric  training  of 
graduate  nursing  students,  1334 

Internist:  Hippocrates,  Plato,  and  neurology  [Internist  as 

Neurologist]  (Symposium),  957 
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Involvement,  multisystem,  expressive  aphasia,  and  elevated 
enzymes  [Clinicopathologic  Conference],  885 
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Iopanoic  acid:  sodium  tyropanoate;  evaluation  of  new  oral 

cholecystographic  agent,  271 

Irradiated  aortic  valve  homografts,  frozen;  long-term  evalua- 
tion [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
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Conference],  303 

Joint,  knee,  incidence  of  chondromalacia  of  patella  following 
meniscectomy  of,  860 
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Laparoscope,  sterilization  via,  559 
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Leech,  the  glass;  wet  and  dry  cupping  practices  in  the  nine- 
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Leukemia  and  lymphoma,  hyperuricemia  in;  I.  clinical  find- 
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Lipoproteins:  response  of  hyperlipoproteinemia  to  colestipol, 
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sia Conference],  1317 
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Medical  academy  library,  a county;  physician  and  community 
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Medical  Intensive  Care  Unit;  Mortality  Rate  Experience  in 
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Medical  service,  adolescent,  among  patients  in;  patterns  of  il- 
licit drug  use,  329 

Medullary  Cystic  Disease  in  Monozygotic  Twins  (Friedman 
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approach,  1059 
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[Medical  Communications],  1189 
Mikulicz  disease:  salivary  gland  disorders;  I,  recognition,  di- 

agnosis, and  treatment  [Recent  Advances  in  Medicine  and 
Surgery],  297 

Mini-Clinic  Outreach  Program;  Hospital  House  Calls  (Pascar- 
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Modular-unit  prostheses,  with  emphasis  on  use  of;  clinical 
study  of  lower-extremity  amputees,  1186 
Molluscum  fibrosum:  skin  as  aid  to  neurology  [Internist  as 

Neurologist]  (Symposium),  976 

Moniliasis,  esophageal,  and  diverticulosis,  relationship  be- 
tween, 996 

Mononeuritis  multiplex:  neurologic  manifestations  of  conduc- 
tive-tissue disease  [Internist  as  Neurologist]  (Symposium), 
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Monozygotic  twins,  medullary  cystic  disease  in,  785 
Mortality  rate  experience  in  large  teaching  hospital;  medical 
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Mothers’,  young,  clinic  in  suburban  county  hospital,  332 
Motility  studies,  esophageal;  clinical  usefulness,  1073 
Mucormycosis,  osteomyelitis  of  frontal  bone  secondary  to,  1325 
Multisystem  involvement,  expressive  aphasia,  and  elevated 
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Municipal  hospital,  in  chronic  disease;  alcohol-induced 
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Muscle:  triggerpoints  [Recent  Advances  in  Medicine  and 

Surgery],  1310 

Muscular  dystrophy,  pulmonary  care  of  Duchenne  type  of, 
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Mycology,  osteomyelitis  of  frontal  bone  secondary  to  mu- 
cormycosis, 1325 

Mycosis  fungoides:  skin  as  aid  to  neurology  [Internist  as 

Neurologist]  (Symposium),  976 

Myelocytic  leukemia,  chronic,  immunotherapy  in  well-con- 
trolled,  1180 

Myocardial  infarction,  acute:  pathogenesis  of  cardiogenic 

shock;  part  I [Recent  Advances  in  Medicine  and  Surgery], 
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Myocardial  infarction,  acute,  pericarditis  in,  645 
Myocardial  infarction,  cardiomyopathy  simulating;  electrocar- 
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Nails,  yellow,  lymphedema,  and  pleural  effusions,  1093 
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Neonatal  Intensive  Care  (Klain  and  Auld)  [Medical  Commu- 
nications], 562 

Nephropathy,  uric-acid:  hyperuricemia  in  leukemia  and  lym- 

phoma; I.  clinical  findings  and  pathophysiology  [Recent  Ad- 
vances in  Medicine  and  Surgery],  1085 
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phoma; II.  treatment  [Recent  Advances  in  Medicine  and 
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Nerve,  facial:  salivary  gland  disorders;  I,  recognition,  diagno- 
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gery], 297 
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as  Neurologist]  (Symposium),  976 
Neurofibromatosis:  skin  as  aid  to  neurology  [Internist  as 

Neurologist]  (Symposium),  976 

Neurologic  Aspects  of  Hematologic  Disorders  (Tartaglia)  [In- 
ternist as  Neurologist]  (Symposium),  964 
Neurologic  Complications  of  Gastrointestinal  Tract  Disease 
(Rodgers)  [Internist  as  Neurologist]  (Symposium),  971 
Neurologic  Manifestations  of  Cardiac  Disease  (Formel)  [Inter- 
nist as  Neurologist]  (Symposium),  968 
Neurologic  Manifestations  of  Conductive-Tissue  Disease 
(Brown)  [Internist  as  Neurologist]  (Symposium),  979 
Neurology:  acute  and  subacute  encephalopathy;  I.  diagnostic 

procedures  [Recent  Advances  in  Medicine  and  Surgery],  874 
Neurology,  Hippocrates,  and  Plato  [Internist  as  Neurologist] 
(Symposium),  957 

Neurology,  skin  as  aid  to  [Internist  as  Neurologist]  (Sympo- 
sium), 976 

Neurology:  treatment  and  prevention  of  stroke;  I,  subarach- 

noid hemorrhage  due  to  ruptured  intracranial  aneurysm 
[Recent  Advances  in  Medicine  and  Surgery],  679 
Neurology:  treatment  and  prevention  of  stroke;  II,  cerebro- 

vascular insufficiencies  [Recent  Advances  in  Medicine  and 
Surgery],  758 

Neuropathology:  neurotropic  viruses  and  the  developing 
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Neurotropic  Viruses  and  the  Developing  Brain  (Raine  and 
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Nitroblue  Tetrazolium  Dye  Reduction;  In  Various  Hematolog- 
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Nodular  Lesion  Within  Lung  Cavity  [Clinicopathologic  Con- 
ference], 768 
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Obstetric  management  of  pregnant  tean-agers,  group  therapy 
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Obstetrics:  danger  of  diethylstilbestrol;  suggested  control 

procedure,  853 

Obstetrics:  young  mothers’  clinic  in  suburban  county  hospi- 
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relationship  between  esophageal  moniliasis  and  diverticulo- 
sis,  996 
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gery], 1194 
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Pharmacopoeia,  the  New  York  Hospital  and  its  [History  of 
Medicine],  900 

Philadelphia  chromosome-positive  leukemia:  immunotherapy 
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Pneumothorax:  traumatic  rupture  of  tracheobronchial  tree 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  24  through  28,  1974 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  24  through  WEDNESDAY,  FEBRUARY  27 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15,  1973 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Thomas  S.  Bumbalo,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  James 
J.  Quinlivan,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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New  York  State  Association  of  the  Professions,  Inc. 


420  Lexington  Avenue  • New  York,  N.  Y.  10017  • (212)  686-4250 
MEMBERSHIP  APPLICATION  □ RENEWAL  APPLICATION  □ 

(Please  Print) 

Name  Profession 

Street  City  State 

Annual  Dues  To:  Signature 

Make  check  for  $10.00  payable  to  the 
New  York  State  Association  of  the  Professions,  Inc. 

Fill  out  this  Application  Form 
Tear  out  and  mail 


MEMBERS  OF  SOCIETY  URGED  TO  JOIN  NYSAP 

The  New  York  State  Association  of  the  Professions  Inc.,  incorporated  under  the  membership  corporation 
law  of  the  State  of  New  York  in  January  1962,  is  composed  of  the  following  professional  societies: 

New  York  State  Association  of  Architects 

Dental  Society  of  the  State  of  New  York 

New  York  State  Society  of  Professional  Engineers 

Medical  Society  of  the  State  of  New  York 

Pharmaceutical  Society  of  the  State  of  New  York 

New  York  State  Veterinary  Medical  Society 

New  York  State  Society  of  Certified  Public  Accountants 

Representing  a potential  strength  of  over  110,000,  the  aims  and  purposes  of  the  Association  are: 

1.  To  protect  and  advance  the  common  interests  of  the  professions 

2.  To  encourage  participation  by  the  professions  in  programs  designed  to  advance  professional  ideals 
and  welfare 

3.  To  safeguard  the  public  interest  by  preventing  encroachments  on  professional  practice  by  unqualified 
persons  or  organizations 

4.  To  promote  better  understanding  among  the  professions 

5.  To  foster  the  highest  standards  of  ethics  and  professional  conduct 

6.  To  prepare  materials  and  conduct  programs  aimed  at  interesting  young  people  in  the  opportunities 
and  rewards  of  a professional  career 

The  New  York  State  Association  of  Professions,  through  its  committees  on  Education,  Public  Relations, 
Professional  Conduct  and  Ethics,  Publications,  Business  Techniques  and  Services  and  Legislation,  has 
been  of  vast  assistance  to  the  seven  member  professions  and  excellent  rapport  and  liaison  has  always  been 
evident. 

If  you  have  not  as  yet  applied  for  membership  we  urge  you  to  do  so  today. 

Carl  Goldmark,  Jr.,  M.D. 

Henry  I.  Fineberg,  M.D. 

M.S.S.N.Y.  Representatives  to  N.Y.S.A.P. 
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NEW  YORK  CITY  AREA 


SATURDAY,  JULY  14 
Cornell  University  Medical  College 

The  Hospital  for  Special  Surgery 
535  East  70th  Street 

SPORTS  MEDICINE  SYMPOSIUM 

Designed  for  coaches,  trainers  and  team  physicians,  this 
program  emphasizes  the  recognition  of  injuries  and,  in 
greater  depth,  the  prevention,  training  and  rehabilitation 
after  these  injuries. 

Inquiries  may  be  addressed  to:  JOHN  L.  MARSHALL, 

D.V.M.,  M.D.,  Assistant  Professor  of  Surgery  (Orthopae- 
dics) and  Anatomy,  Cornell  University  Medical  College, 
at  the  above  address. 


FUTURE  EVENTS 


September  13  / December  13,  1973 

7:00-8:30  p.m.,  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
622  West  168th  Street 

THE  RADIOLOGY  OF  BONES 
AND  JOINTS 

under  the  direction  of 

FRIEDA  FELDMAN,  M.D. 


TUESDAY,  SEPTEMBER  18 

4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshop  in  Oncology  for  the  Practicing  Physician 

REVIEW  OF  THE  CHEMOTHERAPEUTIC 
AGENTS  (ALKYLATING  AGENTS,  ANTI- 
METABOLITES, ALKALOIDS  AND 
ANTIBIOTICS) 


October  16  / 18,  1973 
American  College  of  Cardiology 

St.  Vincent’s  Hospital  and  Medical  Center 
153  West  11th  Street 
New  York  City 

CARDIOLOGY  CONFERENCE 


October  22  / 26,  1973 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

FIVE  DAY  COURSE  IN  GENERAL 
DIAGNOSTIC  RADIOLOGY  AND 
NUCLEAR  MEDICINE 

NORMAN  E.  CHASE,  M.D.,  Course  Director  and  a distin- 
guished guest  faculty  as  well  as  members  of  the  faculty 
of  N.Y.U.  Medical  Center. 

FEE:  $200  ($100  Residents  and  Fellows) 

Please  write:  Office  of  the  Recorder,  at  the  above  address. 


ALBANY  AREA 


October  1 and  2,  1973 

New  York  State  Department  of  Health 

84  Holland  Avenue 
Albany 

4th  Annual  Symposium 

BIRTH  DEFECTS  INSTITUTE  ON 
INBORN  ERRORS  OF  PURINE 
METABOLISM:  ADENOSINE 
DEAMINASE  DEFICIENCY 

Chairman 

DR.  HILAIRE  MEUWISSEN,  Director  of  Immunology 
Birth  Defects  Institute 

Synopsis:  The  program  will  be  directed  to  the  recent 

discovery  of  adenosine  deaminase  deficiency  as  the  first 
discovered  enzyme  abnormality  in  immunological  dis- 
orders. The  urgent  question  concerns  the  significance  of 
ADA  in  cellular  metabolism  and  its  relation  to  combined 
immunological  deficiency  disease. 

NO  FEE  (Limited  to  225  registrants) 


ALLEGANY  COUNTY 


CHANGE  OF  INFORMATION 


THURSDAY,  JUNE  28 

9:00  a m. -3:00  p.m. 

* American  Cancer  Society,  Allegany  County 
Unit 

Moonwinks 
Cuba  Lake,  Cuba 

LUNG  CANCER  AND 


1746  New  York  State  Journal  of  Medicine  / June  15,  1973 
WGO-2 


HODGKIN  S DISEASE 

FEE:  $3.50  (includes  lunch) 

*Please  disregard  notice  of  June  7,  1973  meeting  on 
Uterine  Cancer  which  was  listed  in  May  1-15  "What  Goes 
On." 


BUFFALO  AREA 

August  6 / 9,  1973 

State  University  of  New  York  at  Buffalo, 

School  of  Medicine 

221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHOOL  HEALTH 

THOMAS  ACETO,  JR.,  M.D. 

Children's  Hospital 

PRECEPTORSHIPS 

General 

Preceptorship  type  experience  is  available  in  a wide  variety 
of  medical  fields  arranged  on  request  on  an  individual  basis. 

Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  who 
can  provide  the  desired  instruction  will  then  contact  the  appli- 
cant directly. 

Preceptorship  in  Clinical  Cardiology 

A special  preceptorship  is  offered  in  cardiology  with  empha- 
sis on  the  cardiac  patient,  electrocardiography  and  the  man- 
agement of  patients  with  heart  disease,  including  acute  coro- 
nary care. 

The  program  will  be  directed  by  Dr.  Jules  Constant  at  the 
Buffalo  General  Hospital.  The  fee  will  be  $10  per  day  or  $200 
a month.  The  schedule  will  be  arranged  in  consultation  with 
the  applicant  and  only  one  physician  will  be  accepted  at  a 
time. 

For  information  on  preceptorships,  write:  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214. 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network  covers 
the  counties  of  Erie,  Niagara,  Genesee,  Wyoming,  Chau- 
tauqua, Cattaraugus,  Allegany,  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 

June  1 


physicians  presented  at  1 1 :30  a m.  on  Tuesdays. 

2.  The  monthly  series  on  the  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third  Wednes- 
day of  each  month  under  the  direction  of  Gerald  P.  Murphy, 
M.D. 

3.  The  monthly  series  on  Trauma  sponsored  by  the  Depart- 
ment of  Orthopedic  Surgery  and  presented  at  10:30  a.m.  on 
the  fourth  Thursday  under  the  direction  of  Eugene  R.  Min- 
dell,  M.D. 

4.  The  monthly  series  of  Breakfast  Conferences  sponsored  by 
the  Department  of  Family  Practice  and  presented  at  8:30 
a.m.  the  first  Thursday  under  the  direction  of  Ernest  R. 
Haynes,  M.D. 

5.  The  monthly  meetings  of  the  Pediatric  Journal  Club  spon- 
sored by  the  Department  of  Pediatrics  and  presented  at 
8:00  a.m.  on  the  first  Friday  under  the  direction  of  Thomas 
Aceto,  Jr.,  M.D. 

For  further  information,  contact  the  State  University  of  New 

York  at  Buffalo,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 

(716) 831-5526. 


LAKE  PLACID  AREA 
FUTURE  EVENTS 


W.  Alton  Jones  Cell  Science  Center 

Lake  Placid 

Announces  the  following  courses  to  be  given  at  this  center  in 
1973: 

July  9-20 

Animal  Organ  Culture 

July  23  / August  3 

Introduction  to  Vertebrate  Cell  Culture 

September  5-15 

Principles  of  Cell  Synchronization 
October  1-12 

Methods  in  Medical  Virology 

Apply:  J.  ANDREA  ESTUS,  Executive  Secretary,  W.  Alton 
Jones  Cell  Science  Center,  P.O.  Box  631,  Lake  Placid, 
N.Y. 12946. 


LAKE  MINNEWASKA 


October  28  / 31,  1973 
The  New  York  Trudeau  Society 

Lake  Minnewaska  Mountain  Houses 
Lake  Minnewaska,  New  York 

2nd  Annual  Postgraduate  Course 

CLINICAL  PULMONARY  PHYSIOLOGY 

The  topics  will  include: 

Oxygenation  of  the  Blood 
Oxygen  Transport 

5,  1 973  / New  York  State  Journal  of  Medicine  1747 

WGO-3 


Control  of  Respiration 
Work  of  Breathing 
Acid-Base  Balance 
Pulmonary  Circulation 

Fee:  $150  (limited  enrollment) 

Apply:  Bill  Smith,  New  York  Trudeau  Society,  Room  710, 

105  East  22nd  Street,  New  York,  N.Y.  10010, 


PLATTSBURGH 


September  19  / 22,  1973 
Academy  of  Psychosomatic  Medicine 

Champlain  Valley-Physicians  Hospital 
Medical  Center 
Plattsburgh,  N.Y. 

PSYCHOSOMATIC  APPROACH  AND 
THE  PHYSICIAN  (First  Regional  Seminar) 

Faculty  of  the  Seminar: 

WILFRED  DORFMAN,  JULIO  EDOUARD,  LEE  HANES, 
ANDRZEJ  JUS,  KAROLINA  JUS,  ADAM  J.  KRAKOWSKI, 
and  JOHN  J.  SCHWAB,  M.D.’s 

FEE:  $50  (Write  before  August  1st) 

Adam  J.  Krakowski,  M.D.,  Chm.,  Symposium  on  Psycho- 
somatic Medicine,  Champlain  Valley-Physicians  Hospital 
Medical  Center,  Plattsburgh,  N.Y.  12901. 


SUFFOLK  COUNTY 


WEDNESDAY,  SEPTEMBER  12 

10:30  a.m. 

Kings  Park  State  Hospital 

N.Y.S.  Department  of  Mental  Hygiene 
Auditorium,  Rehabilitation  Center 
Kings  Park 

PSYCHOTROPIC  DRUG  OVERUSE 

ALBERTO  Dl  MASCIO,  Ph.D. 

Associate  Professor  of  Psychiatry 
Tufts  University  School  of  Medicine 

FEE:  NONE 


VANCOUVER,  CANADA 


August  20  / 23,  1973 

Fifth  International  Hyperbaric  Congress 

Bayshore  Inn 
Vancouver,  Canada 

Seven  Major  Topics 

1.  Surgical  and  Anaesthetic  Aspects  of 
Hyperbaric  Oxygen. 


2.  Physiological  Aspects  of  Hyperbaric 
Oxygen. 

3.  Oxygen  Toxicity. 

4.  The  Effect  of  Hyperbaric  Micro-Orga- 
nisms. 

5.  Diving  Medicine  and  Decompression 
Sickness. 

6.  Neurological  and  Phychological  Aspects 
of  Hyperbaric  Oxygen. 

7.  The  Use  of  Hyperbaric  Oxygen  in  Radia- 
tion Therapy. 

Program  Co-ordinator:  Fifth  International  Hyperbaric 

Congress,  410-750  West  Broadway,  Vancouver  9,  B.C. 

Canada 

FEES:  $50  for  Members 

35  for  Associate  Members 
25  for  Ladies  Program 
50  for  Participating  Exhibitors 


EVENTS  RECEIVED  AFTER 
DEADLINE 


June  13  / 15,  1973 
N.Y.U.  School  of  Medicine 

Family  Planning  Division,  Department  of  Obstetrics  and 
Gynecology 
550  First  Avenue 

HUMAN  REPRODUCTION 

(An  Advanced  Seminar  for  Physicians) 

FEE:  $80 

50  for  fellows,  residents  and  interns 
CREDIT:  AMA  PG  Course 

Further  information  may  be  obtained  from:  Dr.  Livia  S. 

Wan,  director,  Family  Planning  Division,  N.Y.U.  School  of 
Medicine,  500  First  Avenue,  New  York,  N.Y.  10016.  Tel. 
(212)  679-3200,  x 3961. 


July  10  / 30,1973 

9:00  a.m.,  Tuesdays 

Long  Island  Jewish-Hillside  Medical  Center 

Division  of  Pulmonary  Medicine 
Triboro  Hospital,  9th  Floor  Auditorium 
Parsons  Boulevard  and  82nd  Drive 
Queens 

July  10 

Amyloidosis  Today — A Review  of  the  Last 
Six  Years’  Experience  with  this  Disease  at 
Queens  Hospital  Center,  with  Special 
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Emphasis  on  its  Relationship  to  Tuberculosis 

NATHAN  SERI FF,  M.D. 

July  17 

Pulmonary  Tuberculosis  as  an  Acute  Fatal 
Illness — A Study  of  Three  Cases 

HARRY  H.  EPSTEIN,  M.D. 

July  24 

1000  Pounds  of  Acute  Respiratory  Failure — 
A Review  of  Two  Recent  Cases  of 
Pickwickian  Syndrome  Treated  in  the 
Respiratory  Intensive  Care  Unit 

F.  KHAN,  M.D. 

July  30 

The  Clinical-Radiologic  and  Physiologic 
Features  of  the  Syndrome  of  Diffuse 
Broncho-Alveolar  Cell  Carcinoma. 

A Review  of  Five  Cases 

F.  LAMBERTA,  R.  CHITKARA,  and  N.  SERIFF,  M.D.'s 


September  4 / 14,  1973 

8:00  a.m. — 6:00  p.m.,  Tuesday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

Fifth  Avenue  and  100th  Street 

TEMPORAL  BONE  SURGERY 

HARRY  ROSENWASSER,  M.D.  and  SIMON  PARISIER, 
M.D. 

Mount  Sinai  School  of  Medicine 
FEE:  $600 


September  10  / December  17,  1973 

8:00-10:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

ANALYTICALLY  ORIENTED  GROUP 
PSYCHOTHERAPY 

AARON  STEIN,  M.D.  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $200 


PHYSICIANS’  PLACEMENT 


AFTON,  N.Y.,  Chenango  County,  needs  a Family  Physician. 

CONTACT:  Mr.  James  P.  Ernstrom,  Chm.  Afton  Medical  Com- 
mittee, 188  Main  Street,  Afton,  N.Y.  13730. 


ALBION,  N.Y.,  Orleans  County,  needs  3 F.P.’s. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  (716)  589-7117. 


ALFRED,  N.Y. , Allegany  County.  F.P.  Opportunity  to  serve 
growing  community  with  two  rapidly  expanding  colleges. 

CONTACT:  Alex  Spyralatos,  Alfred  Business  Assn.  Inc.,  16 

N.  Main  St.,  Alfred,  N.Y.  14802.  Tel.  (607)  587-8286. 


AUBURN,  N.Y  , Cayuga  County,  needs  Pediatricians,  F.P.'s, 
Internists  and  Ob/Gyn. 

CONTACT:  Ralph  W.  Getty,  M.D.,  5 Hamilton  Avenue,  Au- 

burn, N.Y.  13021.  Tel.  (315)  AL  2-2424. 


AU  SABLE  FORKS,  N.Y.,  Essex  County.  Family  Physician 
needed  for  new  fully  equipped  9-room  medical  bldg. 

CONTACT:  Joe  Casey,  Au  Sable  Jaycees,  Au  Sable  Forks, 

N.Y.  12912.  Tel.  (518)  647-8158. 


BARKER,  N.Y.,  Niagara  County,  needs  a Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker, 

N.Y.  14012.  Tel.  (716)  795-3892. 


BOONVILLE,  N.Y.,  Oneida  County.  F.P.  to  establish  practice 
of  family  medicine  with  reciprocal  coverage  agreement; 
private  suite  in  three-doctor  health  bldg.,  equipped  with 
x-ray,  lab.  and  emergency  room.  Guaranteed  first  year 
income. 

CONTACT:  Mrs.  John  Thoden,  Secretary  Adirondack  Health 

Building,  Inc.,  402  Main  Street,  Boonville,  N.Y.  13309.  Tel. 
(315)  942-2053. 


BOONVILLE,  N.Y.,  Oneida  County.  F.P.  for  Medical  Center. 

CONTACT:  Mr.  James  Mercer,  Sunset  Drive,  Boonville,  N.Y. 
13309.  Tel.  (315)  942-4691. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y., 
St.  Lawrence  County,  need  Family  Physicians. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 

Tel.  (315)  389-2882. 


BROADALBI N,  N.Y.,  Fulton  County.  F.P. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen’s  Committee 
to  Obtain  a Doctor,  R.D.1,  Broadalbin,  N.Y.  14025. 
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BROCTON,  N.Y.,  Chautauqua  County.  F.P. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  St.,  Brocton,  N.Y. 

14716. 


BRONX,  N.Y.  Wanted  full  time  or  part  time  medical  clinic 
staff  in  a teaching  hospital.  Possible  appointment  at  a vol- 
untary affiliate  also  affiliated  with  a medical  school. 

CONTACT:  Seymour  Herschberg,  M.D.,  Chief  of  Medicine, 

Fordham  Hospital,  Bronx,  N.Y.  10458.  Tel.  (212)  CY  8- 
4000. 


BROOKLYN,  N.Y.,  needs  a Medical  Director,  qualified  with 
some  a.dministrative  exp.  Also  need  a Psychiatrist,  N.Y. 
license  with  5 yrs.  experience  limited  to  psychiatry;  and  a 
Pediatrician,  bd.  qual.,  N.Y.  lie. 

CONTACT:  Personnel  Director,  Provident  Health  Center, 

584  Myrtle  Avenue,  Brooklyn,  N.Y.  11205.  Tel.  (212) 
789-2594. 


BROOKLYN,  N.Y.  Part  time  Medical  Director  for  Physician 
Associate  Program  capable  of  teaching  physical  diagnosis. 

CONTACT:  Arnold  Lewis,  M.D.,  The  Brooklyn  Hospital,  121 

DeKalb  Avenue,  Brooklyn,  N.Y.  11201.  Tel.  (212)  270- 
4532. 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facil- 
ity within  general  hospital  setting,  experience  with  children. 

CONTACT:  Gerald  M.  Blum,  M.D.,  Chief,  Div.  of  Pediatric 

Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brook- 
lyn, 555  Prospect  Avenue,  Brooklyn,  N.Y.  11238.  Tel. 
(212)  240-1701. 


BUFFALO,  N.Y.,  Erie  County.  One  Anesthesiologist  to  join 
six-man  corporate  anesthesia  group,  including  nurse  anes- 
thetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 

Buffalo,  N.Y.  14208.  Tel.  (716)  886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  F.P.,  Internist  and  Pedia- 
trician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospi- 

tal, Callicoon,  N.Y.  12723.  Tel.  (914)  887-5490. 


CARTHAGE,  N.Y.,  Jefferson  County.  Hospital  is  actively  re- 
cruiting General  and  Orthopedic  Surgeons,  Family  Physi- 
cians, a Pediatrician  and  Specialist  in  Ob/Gyn. 

CONTACT:  Mr.  George  A.  Nuffer,  Adm.,  Carthage  Area 

Hospital,  West  Street  Road,  Carthage,  N.Y.  13619.  Tel. 
(315)  439-1000. 


CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Florence  Wilkes,  Secty.,  Northern  Cayuga  Health 
Services,  Cato,  N.Y.  13033.  Tel.  (315)  626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County,  needs  at  least  3 or  4 
physicians  to  give  adequate  care  to  the  area. 


CONTACT:  Donald  A.  Richter,  M.D.,  Pres.,  Medical  Society 

of  the  County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake, 
N.Y. 12983. 


CHAUTAUQUA  COUNTY,  N.Y.,  needs  physicians. 

CONTACT:  Robert  F.  Horsch,  M.D.,  President,  Chau- 

tauqua County  Medical  Society,  Corner  of  Second  and 
South  Portage,  Westfield,  N.Y.  14787. 


CHERRY  VALLEY,  N.Y.,  Otsego  County,  needs  a Family 
Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley, 

N.Y.  13320.  Tel.  (607)  AN  4-5511. 


COLTON,  N.Y.,  St.  Lawrence  County.  F.  P. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 

13625. 


CORNING,  N.Y.,  Steuben  County.  F.P.  and  Internist  needed. 

CONTACT:  Corning  Hospital  Medical  Staff,  Corning,  N.Y. 

14830.  Tel.  (607)  XF  6-4611. 


CROGHAN,  N.Y.,  Lewis  County.  F.P. 

CONTACT:  Mr.  Bernard  Bergmann,  Village  of  Croghan,  N.Y. 

13327. 


CUBA,  N.Y.,  Allegany  County,  needs  a Specialist  in  Ob/Gyn 
(man  or  woman)  and  F.P.’s. 

CONTACT:  Mr.  Gerald  B.  Cole,  Adm.,  Cuba  Memorial  Hospi- 
tal, Cuba,  N.Y.  14727.  Tel.  (716)  968-2000. 


DANNEMORA,  N.Y.,  Clinton  County.  F.P.’s  needed  for  13 
square  mile  area  covering  population  of  approx.  1 7,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929. 

Tel.  (518)  492-7742. 


ELMIRA,  N.Y.,  Chemung  County,  needs  three  Family  Physi- 
cians. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 

Hospital,  Elmira,  N.Y.  14901.  Tel.  (607)  734-5221. 


FAIR  HAVEN,  N.Y.,  Cayuga  County.  F.P.  needed. 

CONTACT:  Mr.  Pearne  W.  Billings,  Fair  Haven  Plaza,  Inc., 

Main  Street,  Fair  Haven,  N.Y.  13064.  Tel.  (315)  947-5117. 


FLUSHING,  N.Y.,  Queens  County.  Radiologist  to  be  Chief  of 
Radiology. 

CONTACT:  Mr.  Ray  Morse,  Personnel,  Flushing  Hospital  and 
Medical  Center,  45th  Avenue  and  Parsons  Blvd.,  Flushing, 
N.Y. 11355. 
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Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal  awaken- 
ings and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful  sleep. 
Since  insomnia  is  often  transient  and  inter- 
mittent, prolonged  administration  is  gen- 
erally not  necessary  or  recommended 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alertness  (e.g..  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits 
have  been  weighed  against  possible 
hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though 
physical  and  psychological  dependence 
have  not  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects. 
Employ  usual  precautions  in  patients  who 
are  severely  depressed,  or  with  latent 
depression  or  suicidal  tendencies.  Periodic 
blood  counts  and  liver  and  kidney  function 
tests  are  advised  during  repeated  therapy. 
Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  over- 
dosage, have  been  reported.  Also  reported 
were  headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpi- 
tations, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also  been 
rare  occurrences  of  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  halluci- 
nations and  elevated  SGOT.  SGPT,  total 
and  direct  bilirubins  and  alkaline  phos- 
phatase Paradoxical  reactions,  e.g.. 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 
Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage 
15  mg  may  suffice  in  some  patients  Elderly 
or  debilitated  patients:  15  mg  initially  until 
response  is  determined 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  071 10 


Dependability  in 
clinical  practice 
as  proved  in  the 
sleep  research 
laboratory 


Dalmane  for  sleep 

(flurazepam  HCI) 


From  animal  studies  to  clinical  studies 
to  sleep  research  laboratory  studies  in  man... 


documents 
the  effectiveness 
and  relative  safety  of 
Dalmane'  for  sleep 

(flurazepam  HCI) 


Dalmane  (flurazepam  HCI)  30  mg  has  been  found 
to  be  effective  for  patients  with  difficulty 
falling  asleep,  staying  asleep  or  both.  In 
sleep  research  laboratory  studies,  a 30-mg 
capsule  at  bedtime  usually  induced  sleep 
within  17  minutes,  decreased  nocturnal 
awakenings  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage 
during  the  night. 

Only  mild  and  relatively  infrequent 
side  effects  have  been  reported 
clinically;  in  general,  morning 
"hang-over”  has  been  relatively 
infrequent.  Dizziness,  drowsiness, 
lightheadedness  and  the  like,  were 
the  side  effects  noted  most  often, 
particularly  in  the  elderly  or 
debilitated.  (An  initial  dose 
of  15  mg  should  be  prescribed 
for  these  patients.) 


Dalmane 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche 
Nutley,  New  Jersey  071 10 


nc. 


Please  see  inside  back  cover  for  a 
summary  of  product  information. 


(flurazepam  HCI) 


One  30-mg  capsule  h.s.  —usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly 
or  debilitated  patients. 
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HOPE 

transplant 

Since  1960,  the  staff  of  a United  States  medical 
center  has  transplanted  hope  to  millions  of 
people  throughout  the  world.  The  medical 
center  is  the  S.S.  HOPE,  and  each  year  her 
physicians,  dentists,  nurses  and  allied  health 
personnel  carry  their  skills  to  people  in  de- 
veloping regions.  While  administering  treat- 
ment, they  also  teach  — sharing  their  knowl- 
edge with  their  host  country  counterparts. 
When  the  hospital  ship  sets  sail,  she  leaves 
behind  her  greatest  gift- hope.  Help  perform 

a transplant. 

Give  to: 


PROJECT 


Dept.  A 

Washington,  D.  C.  20007 


MIKED  ANMIETY-DEPRESSION*  CUTS  DEEP.. 


MELLARIL 

(thioridazine) 

TABLETS:  25  mg.  thioridazine  HCI,  U.  S.  P. 


deep  into  the  deep  into  the 

patient's  patients  ability 

family  life  to  function  in 

business 


A LOGICAL  CHOICE  FOR  THE  TREATMENT  OF 
MODERATE  TO  SEVERE  MIXED  ANXIETY-DEPRESSION 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

Effective:  The  management  of  manifestations  of  psychotic  disorders. 
“'Probably”  effective:  The  relief  of  symptoms  of  neurotic  depressive  re- 
action; and  control  of  moderate  to  severe  agitation,  hyperactivity,  or 
aggressiveness  in  disturbed  children. 

‘“Possibly”  effective:  Alcohol  withdrawal  syndrome,  intractable  pain, 
psychoneuroses,  senility. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Before  prescribing  or  administering,  see  Sand  or  literature  for  full  product  infor- 
mation. The  following  is  a brief  summary. 

Contraindications:  Severe  central  nervous  system  depression,  comatose 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  of  ex- 
treme degree. 

Warnings:  Administer  cautiously  to  patients  who  have  previously  exhibited 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  phenothia- 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  system 
depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy,  administer  only  when  the  poten- 
tial benefits  exceed  the  possible  risks  to  mother  and  fetus. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia  and/or 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticonvul- 
sant medication  should  also  be  maintained.  Pigmentary  retinopathy  may  be 
avoided  by  remaining  within  the  recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities  requiring  complete  mental 
alertness  (e.g.,  driving),  and  increase  dosage  gradually.  Orthostatic  hypo- 
tension is  more  common  in  females  than  in  males.  Do  not  use  epinephrine 
in  treating  drug-induced  hypotension  since  phenothiazines  may  induce  a re- 
versed epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System- Drowsiness,  especially  with  large 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  extra- 
pyramidal  symptoms;  nocturnal  confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic  Nervous  System  — Dryness 
of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema.  ^/'n-Dermati- 


tis  and  skin  eruptions  of  the  urticarial  type,  photosensitivity.  Cardiovascular 
System— ECG  changes  (see  Cardiovascular  Effects  below).  Other— A single  case 
described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should  be 
considered:  Autonomic  Reactions— Miosis,  obstipation,  anorexia,  paralytic 
ileus.  Cutaneous  Reactions— Erythema,  exfoliative  dermatitis,  contact  derma- 
titis. Blood  Dyscrasias -Agranulocytosis,  leukopenia,  eosinophilia,  thrombo- 
cytopenia, anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions— Fever, 
laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity— Jaundice, 
biliary  stasis.  Cardiovascular  Effects— Changes  in  terminal  portion  of  electro- 
cardiogram, including  prolongation  of  Q-T  interval,  lowering  and  inversion  of 
T-wave,  and  appearance  of  a wave  tentatively  identified  as  a bifid  T or  a U 
wave  have  been  observed  with  phenothiazines,  including  Mellaril  (thiorida- 
zine); these  appear  to  be  reversible  and  due  to  altered  repolarization,  not 
myocardial  damage.  While  there  is  no  evidence  of  a causal  relationship  be- 
tween these  changes  and  significant  disturbance  of  cardiac  rhythm,  several 
sudden  and  unexpected  deaths  apparently  due  to  cardiac  arrest  have  oc- 
curred in  patients  showing  characteristic  electrocardiographic  changes 
while  taking  the  drug.  While  proposed,  periodic  electrocardiograms  are  not 
regarded  as  predictive.  Hypotension,  rarely  resulting  in  cardiac  arrest. 
Extrapyramidal  Symptoms— Akathisia,  agitation,  motor  restlessness,  dystonic 
reactions,  trismus,  torticollis,  opisthotonus,  oculogyric  crises,  tremor,  mus- 
cular rigidity,  and  akinesia.  Persistent  Tardive  Z7ysAr//7e^/a — Persistent  and 
sometimes  irreversible  tardive  dyskinesia,  characterized  by  rhythmical  invol- 
untary movements  of  the  tongue,  face,  mouth,  or  jaw  (e.g.,  protrusion  of 
tongue,  puffing  of  cheeks,  puckering  of  mouth,  chewing  movements)  and  some- 
times of  extremities  may  occur  on  long-term  therapy  or  after  discontinuation 
of  therapy,  the  risk  being  greater  in  elderly  patients  on  high-dose  therapy, 
especially  females;  if  symptoms  appear,  discontinue  all  antipsychotic 
agents.  Syndrome  may  be  masked  if  treatment  is  reinstituted,  dosage  is 
increased,  or  antipsychotic  agent  is  switched.  Fine  vermicular  movements 
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tion is  stopped  at  that  time.  Endocrine  Disturbances  — Menstrual  irregulari- 
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positive  pregnancy  tests.  Urinary  Disturbances — Retention,  incontinence. 
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When  cardiac 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  heart  function 

Excessive  anxiety  is  one  of  a combina- 
tion  of  factors  that  may  trigger  a series  of 
maladaptive  functional  reactions  which  can 
generate  further  anxiety.  Often  involved  in 
this  vicious  circle  are  some  cardiac  arrhyth- 
mias,  paroxysmal  supraventricular  tachycar- 
dia and  premature  systoles.  When  these 
symptoms  resemble  those  associated  with 
actual  organic  disease,  the  overanxious 
patient  needs  reassurance  that  they  have  no 
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organic  basis  and  that  reduction  of  exces- 
sive anxiety  and  emotional  overreaction 
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Vasodilan 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5.134-148  (May)  1970. 
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1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
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Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 
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Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
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by  reducing  the  dose. 
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Abstracts 


Lasser,  R.  P.:  Management  of  arrhythmia,  New  York 
State  J.  Med.  73:  1775  (July  1)  1973. 

Transvenous  pacemakers  for  bradyarrhythmia  and 
cardioversion  for  tachyarrhythmia  have  completely 
changed  the  management  of  both.  These  two  impor- 
tant new  modalities  are  discussed  briefly.  Also  con- 
sidered are  the  various  forms  of  partial  bilateral  bundle 
branch  block  which  may  help  in  the  prediction  of  com- 
plete heart  block  and  Stokes-Adams  attacks. 

Gross,  H.:  Rest  and  ambulation  in  myocardial  infarc- 
tion, New  York  State  J.  Med.  73:  1778  (July  1)  1973. 

Prolonged  recumbency  challenged  as  physiologically 
unsound  because  it  causes  an  increase  in  blood  volume, 
dyspnea,  pulmonary  congestion,  and  edema.  It  also 
may  cause  pulmonary  emboli.  Recumbency  may  result 
in  increased  heart  size,  and  in  increased  intramyocardial 
tension,  result  in  congestive  failure,  and  contribute  to 
the  development  of  ventricular  aneurysm  and  rupture. 
Protracted  reduction  coronary  flow  during  the  Valsalva 
maneuver  may  account  for  frequent  sudden  deaths  on  a 
bedpan.  A decrease  in  venous  return,  stroke  volume, 
heart  size  and  intramyocardial  tension  may  occur  on 
sitting.  Much  of  the  current  research  supports  the 
efficacy  of  early  ambulation  in  the  treatment  of  un- 
complicated myocardial  infarction. 

Aronson,  A.  R.:  Upper  gastrointestinal  hemorrhage, 

New  York  State  J.  Med.  73:  1782  (July  1)  1973. 

Noting  the  general  lack  of  improvement  in  the  past 
two  decades  in  curbing  morbidity  and  mortality  rates 
'from  gastrointestinal  bleeding,  the  author  considers  that 
etiologic  factors  frustrate  such  improvement.  Initial 
treatment  of  shock  and  bleeding,  location  of  the  hemor- 
rhage source,  and  development  of  the  rationale  for  treat- 
ment are  discussed  with  emphasis  placed  on  the  question 
of  the  advisability  of  surgery. 


Alcasid,  M.  L.  S.,  Chiaramonte,  L.  T.,  Kim,  H.  J., 
Zohn,  B.,  Bongiorno,  J.  R.,  and  Mullin,  W.:  Bron- 

chial asthma  and  intestinal  parasites,  New  York  State 
J.  Med.  73:  1786  (July  1)  1973. 

A study  was  undertaken  to  elucidate  any  significant 
correlation  of  intestinal  parasitism  with  bronchial 
asthma.  To  accomplish  this,  a cooperative  study  was 
done  involving  patients  from  three  contiguous  hospitals 
in  the  Borough  of  Brooklyn,  New  York.  A total  of  131 
patients  in  whom  the  diagnosis  of  bronchial  asthma  had 
been  established  were  checked  for  the  presence  of  in- 
testinal parasites.  A control  group  of  73  nonasthmatic 
patients  of  the  same  age  distribution  also  were  checked 
for  the  presence  of  the  same  parasites.  As  a result  of 
this  comparison,  it  was  concluded  that  the  patients  in 
the  bronchial  asthmatic  group  do  not  have  a higher 
incidence  of  parasitism  than  that  shown  by  the  control 
group,  and  that  bronchial  asthma  does  not  have  a sig- 
nificant correlation  with  intestinal  parasitism  in  the 
groups  involved  in  this  study. 

Feraru,  F.:  Wounds  of  neck;  treatment  by  prompt  ex- 
ploration, New  York  State  J.  Med.  73:  1789  (July  1) 
1973. 

A review  of  the  Greenpoint  Hospital  experience  with 
wounds  of  the  neck  confirms  the  doctrine  that  all  such 
wounds  which  penetrate  the  platysma  muscle  should  be 
treated  promptly  by  formal  exploratory  cervicotomy. 
This  series,  as  well  as  several  others,  contains  instances 
of  damage  to  vital  structures  in  spite  of  the  innocuous 
external  appearance  of  the  injury.  The  fact  that  there 
was  no  death  among  the  patients  not  submitted  to 
operation  is  the  result  of  better  luck  than  judgment. 
Priority  should  be  given  to  establishment  of  an  airway 
and  treatment  of  shock.  Pharyngo-esophageal  injuries 
should  be  repaired  and  the  area  drained.  Veins,  small 
arteries,  and  lymphatics  may  be  ligated.  Large  arteries 
should  be  repaired  after  first  obtaining  proximal  and 
distal  control. 
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Lasser,  R.  P.:  Tractamento  del  arrhythmia,  New  York 

State  J.  Med.  73:  1775  (1  de  Julio)  1973. 

Le  marcapasos  transvenose  pro  le  tractamento  del 
bradyarrhythmia  e le  cardioversion  pro  le  tachyarrhyth- 
mia ha  cambiate  completemente  le  tractamento  de  ambe 
statos.  Le  duo  importante  e nove  modalitates  es  dis- 
cutite  brevemente.  Etiam  es  considerate  le  varie  formas 
del  bloco  de  ramo  partial  bilateral  que  pote  adjuvar  le 
prediction  del  bloco  cardiac  complete  e le  respiration  de 
Stokes-Adams. 

Gross,  H.:  Reposo  e ambulation  in  le  infarcto  myo- 

cardial, New  York  State  J.  Med.  73:  1778  (1  de  Julio) 
1973. 

Le  reposo  prolongate  ha  essite  deflate  como  non  phy- 
siologic perque  causa  un  augmento  del  volumine  san- 
guine, dyspnea,  congestion  pulmonari,  e edema;  etiam 
pote  causar  embolia  pulmonari.  Le  reposo  in  lecto  pote 
augmentar  le  grandor  del  corde,  e del  tension  intramyo- 
cardial  con  le  insufficientia  cardiac  congestiva,  e con- 
tribuer  al  disveloppamento  de  aneurysma  e ruptura 
ventricular.  Le  reduction  persistente  del  flucto  coronari 
durante  le  manovra  de  Valsalva  pote  esser  responsabile 
del  morte  subite  frequente  supra  le  patella  usate  in  le 
lecto  per  necessitates  physiologic.  Un  diminution  del 
retorno  venose,  del  volumine  sanguine  per  contraction 
cardiac,  del  grandor  del  corde,  e del  tension  intramyo- 
cardial  pote  occurrer  al  seder  se.  Le  plus  parte  del  in- 
vestigation recente  supporta  le  efficatia  del  ambulation 
temprane  in  le  tractamento  del  infarcto  myocardial  non 
complicate. 

Aronson,  A.  R.:  Hemorrhagia  gastrointestinal  supe- 

rior, New  York  State  J.  Med.  73:  1782  (1  de  Julio)  1973. 

Notan te  que  durante  le  ultime  20  annos  ha  un  ausentia 
general  de  melioramento  del  morbiditate  e mortalitate 
del  hemorrhagia  gastrointestinal,  le  autor  considera 
que  le  factores  etiologic  es  negative  per  tal  melioramento. 
Le  tractamento  initial  del  shock  e hemorrhagia,  le  locali- 
sation del  loco  hemorrhagic  e le  disveloppamento  del 


rational  therapeutic  es  discutite,  con  emphase  supra  le 
problema  del  consiliabilitate  del  tractamento  chirurgic. 

Alcasid,  M.  L.  S.,  Chiaramonte,  L.  T.,  Kim,  H.  J., 
Zohn,  B.,  Bongiorno,  J.  R.,  e Mullin,  W.:  Asthma, 
bronchial  e parasitos  intestinal,  New  York  State  J.  Med. 
73:  1786  (lde  Julio)  1973. 

Un  studio  ha  essite  facite  pro  establir  un  significative 
relation  inter  le  parasitismo  intestinal  e le  asthma  bron- 
chial. Con  iste  fin,  un  studio  comparative  esseva  facite 
con  patientes  de  3 hospitales  contigue  de  Brooklyn,  Nove 
York.  Un  total  de  131  patientes  con  diagnose  de  asthma 
bronchial  esseva  examinate  pro  detectar  le  presentia  de 
parasitos  intestinal.  Un  gruppo  de  controlo  formate 
per  73  patientes  sin  asthma,  del  mesme  etate,  esseva 
etiam  examinate  per  le  mesme  parasitos.  Como  resul- 
tato  de  iste  comparation  es  concludite  que  in  le  gruppo 
de  patientes  con  asthma  bronchial  non  existe  un  inciden- 
tia  plus  elevate  de  parasitismo  intestinal  que  in  le  gruppo 
de  controlo,  e que  le  asthma  bronchial  no  ha  un  relation 
significative  con  le  parasitismo  intestinal  in  le  gruppos 
studiate. 

Feraru,  F.:  Ferimentos  del  collo;  tractamento  medi- 

ante  exploration  prompte,  New  York  State  J.  Med.  73: 
1789  (lde  Julio)  1973. 

Un  revista  del  experientia  in  le  Hospital  Greenpoint 
de  casos  de  ferimentos  del  collo  confirma  le  doctrina 
que  omne  de  iste  ferimentos  que  penetra  le  platysma 
musculari  debe  esser  tractate  promptemente  mediante 
le  cervicotomia  exploratori.  In  iste  serie,  como  in  varie 
altere,  ha  casos  de  injuria  del  structura  vital  nonobstante 
le  aspecto  externe  inocuo  del  ferimento.  Le  facto  que 
non  habeva  mortalitate  inter  le  patientes  no  operate 
indica  que  iste  es  le  resultato  de  un  melior  sorte  que  de 
judicio.  Debe  dar  se  prioritate  al  establimento  de  un 
via  aeree  aperte  e al  tractamento  del  shock.  Le  injurias 
pharyngo-esophagal  debe  esser  reparate  e le  area  dis- 
aquate.  Le  venas,  le  arterias  parve  e le  lymphaticos 
debe  esser  ligate.  Le  arterias  grande  debe  esser  raparate 
depost  de  haber  obtenite  le  controlo  del  extremes  distal 
e proximal. 
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//^Dialogue 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Dispenser  of 
Medicine 

Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


‘‘Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions."  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  former 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 

Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame's  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  their 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  world 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economic 
impact.  The  economics  of  health  care 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


Advertisement 


When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces- 
sary for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl- 
edge of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 

The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire  ^ 
field  of  drug  therapy,  to  some  degree, 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 


should  be  an  obligation  of  medical 
practice. . . 

“Medical  societies  ought  to  con- 
duct continuing  campaigns  to  point 
out  the  substantial  savings  that  could 
be  realized  thru  deductible  insurance 

I and  protection  for  catastrophic  ill- 
ness. At  the  very  least,  they  should,  in 
the  patients’  interest,  question  the 
tactics  of  any  insurance  organization 
that  raises  health  care  costs  by  forc- 
ing policyholders  to  buy  insurance 
they  may  not  need  or  want  and  prob- 
ably won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.  Too  many,  for  ex- 
ample, habitually  hospitalize  patients 
for  the  convenience  of  the  MD.  It’s 
nonsense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
cieties, have  unhesitatingly  appealed 
to  their  patients  for  support  in  the 
fight  against  government  interference 
with  the  private  practice  of  medicine. 
And  the  public  in  the  past  has  re- 
sponded. It’s  time  the  American  Med- 
ical Association  and  state  and  local 
medical  societies  paid  off  the  debt  by 
decisive  action  to  hold  down  the  cost 
of  medical  care.” 

Cost  of  Drugs 

Insurance  rates  and  hospital 
charges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient's  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  ‘‘White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


or  30  drugs  that  he  selects  to  treat  the 
r majority  of  conditions  encountered  in 
his  practice.  Moreover,  the  physi- 
cian’s choice  of  a specific  brand  is 
based  on  his  knowledge  of  the  pa- 
tient’s medical  history  and  current 
condition,  and  his  experiences  with 
the  particular  manufacturer’s 
product. 

Some  substitution  proponents 
have  argued  that  the  dispensing  of  a 
prescription  is  a simple  two-party 
transaction  between  the  pharmacist 
and  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
technical  breach  of  contract  by  simply 
notifying  the  patient  that  he  is  making 
the  substitution.  I would  judge  that 
few  courts  would  be  sympathetic 
toward  a pharmacistwho  substituted 
without  physician  approval  and  who 
undertook  a legal  defense  that  seeks 
to  make  the  patient  responsible  for 
the  pharmacist’s  actions, 
deduced  Prescription  Prices? 

Substitution  advocates  are 
suggesting  to  the  consumer,  and  par- 
t ticularly  the  consumer  activist,  that 
"educed  prescription  prices  could 
:ollow  legalization  of  substitution. 

A/e  have  seen  absolutely  no  evidence 
:o  justify  this  claim.  To  the  contrary, 
e:  sxperience  in  Alberta,  Canada,  where 
;5  substitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  "slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source ?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
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before  a scientific  section  or  a general  session  is  requested  to 
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Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  James 
J.  Quinlivan,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
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Predictive  Toxicometrics.  Basic  Methods  for  Esti- 
mating Poisonous  Amounts  of  Foods,  Drugs,  and 
Other  Agents.  By  Eldon  M.  Boyd.  M.D.  Octavo  of  408 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1972.  Cloth,  $32. 

This  book  is  concerned  with  predicting  toxic  reactions 
and  the  safety  of  chemical  agents  in  the  general  popula- 
tion from  studies  on  samples  of  the  same  or  similar 
populations.  Most  of  the  material  described  in  this  work 
is  from  notes  used  in  lectures  and  seminars  on  toxicology 
to  graduate  students. 

Sensory  Coding  in  the  Mammalian  Nervous  System. 

By  George  Somjen,  M.D.  Octavo  of  386  pages,  illus- 
trated. New  York,  N.Y.,  Appleton-Century-Crofts, 
1972.  Cloth,  $18.95. 

This  volume  reviews  the  advances  made  in  the  area  of 
sensory  physiology  during  the  last  few  decades.  The  ma- 
terial is  divided  into  two  parts:  (1)  the  so-called  first 

order  code  and  (2)  the  handling  of  sense  data  by  the  cen- 
tral nervous  system. 

Clinical  Gynaecology.  By  Wallace  Barr,  B.Sc.,  M.B. 
Quarto  of  261  pages,  illustrated.  Baltimore,  Maryland, 
The  Williams  & Wilkins  Company,  1971.  Cloth,  $13.75. 


This  book  is  intended  as  an  aid  to  the  undergraduate 
as  well  as  the  nonspecializing  practitioner.  Simplicity 
and  clarity  of  presentation  have  been  emphasized  and 
numerous  illustrations  supplement  the  text. 

Ultrasonics  in  Clinical  Diagnosis.  Edited  by  Peter  N. 
T.  Wells,  Ph.D.  Octavo  of  187  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Cloth,  $12.25. 

This  book  is  a survey  of  the  basic  principles  and  practi- 
cal clinical  applications  of  ultrasonic  techniques.  It 
should  be  useful  reading  for  medical  specialists  in  vari- 
ous fields  and  for  hospital  physicists. 

Physiology  and  Disorders  of  Hemoglobin  Degrada- 
tion. Edited  by  Rudi  Schmid,  M.D.,  Ernst  R.  Jaffe, 
M.D.,  and  Peter  a Miescher,  M.D.  Quarto  of  141  pages, 
illustrated.  New  York,  New  York,  Grune  & Stratton, 
Inc.,  1972.  Cloth,  $10. 

The  papers  presented  in  this  volume  attempt  to  bridge 
the  gap  between  hematology  and  gastroenterology  by 
bringing  together  the  most  recent  information  on  the 
mechanisms  and  pathways  by  which  the  body  disposes 
of  the  heme  of  hemoglobin  and  other  hemoproteins, 
including  cytochromes,  oxidases,  and  catalase. 


July  1,1973  / New  York  State  Journal  of  Medicine  17  65 


TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney's  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes.  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets, 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 
Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet,  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
"Ups”) 

Aggressive  behavior, 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking,  No  appetite, 
Extreme  fatigue,  Dry 
Mouth,  Shaluness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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pany, 1972.  Cloth,  $21. 

New  York  Heart  Association  Symposium  on  Regula- 
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Astoria,  New  York,  February  18-19,  1972.  [overprint 
of  the  Journal,  Pharmacological  Reviews,  Vol.  24,  No. 
2.]  Edited  by  Marion  deV.  Cotten.  Quarto  of  449 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1972.  Cloth,  $15. 

Virus  Morphology.  By  C.  R.  Madeley,  M.D.  Octa- 
vo of  179  pages,  illustrated.  Baltimore,  Maryland,  The 
Williams  & Wilkins  Company,  exclusive  U.S.  agents, 
1972.  Cloth,  $14.25. 

Correlative  Neuroanatomy  & Functional  Neurology. 

Fifteenth  edition.  By  Joseph  G.  Chusid,  M.D.  Quarto 
of  429  pages,  illustrated.  Los  Altos,  California,  Lange 
Medical  Publications,  1973.  Fabricoid,  $8.50. 

The  Medical  Clinics  of  North  America.  Volume  57 
Number  3,  May  1973.  Symposium  on  Chronic  Re- 
spiratory Disease.  Guest  Editor,  Benjamin  Burrows, 
M.D.  Octavo,  illustrated.  Philadelphia,  Pa.,  W.  B. 
Saunders  Company,  1973.  Published  bi-monthly  (six 
issues  per  year)  $21.  per  year. 
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Editorial 


Smallpox  vaccination— why  change  the  law? 


Epidemics  of  smallpox,  diphtheria,  cholera,  and 
other  diseases  that  have  decimated  populations  for 
many  years  have  been  controlled  and,  in  some 
cases,  eradicated  by  dramatic  medical  discoveries 
resulting  from  ingenious  research.  The  incidence 
of  smallpox  has  dropped  so  low,  that  adverse  reac- 
tions from  the  vaccination  exceed  the  number  of 
new  cases  in  this  country. 

The  law  mandating  vaccination  of  preschool 
children  has  been  challenged  by  members  of  our 
profession.  As  a result  many  agencies  have  urged 
that  the  law  be  altered  or  rescinded. 

In  our  judgment,  to  follow  such  a course  would 
be  extremely  unwise.  The  essay  reprinted  below 
expressed  the  views  of  this  author  so  well  that 
reproduction  was  deemed  worthwhile. 

THE  ARGUMENTUM  AD 
HOMINEM  STILL  THE 
MOST  EFFICIENT  METHOD. 


There  is  a useful  but  somewhat  exasperating  quad- 
ruped whose  logical  processes  begin  with  the  reception 
of  a blow  and,  after  the  sensory  nerves  have  carried 
their  message  to  the  brain,  end  with  the  discharge  from 
the  cerebral  cells  of  a motor  impulse.  Although  the 
ultimate  product  of  an  “ass-ending”  evolution,  this 
animal  cannot,  as  a rule,  reason  from  analogy.  It  is 
not  enough  for  him  to  observe  that  certain  sins  of  omis- 
sion and  commission  on  the  part  of  his  brethren  are 
punished  by  the  goad  or  the  fence-rail.  His  acts  must 
be  in  response  to  sensory  disturbances  in  his  own  skin. 
Neither  does  he  possess  the  faculty  of  reasoning  for  the 
present  from  the  experience  of  the  past.  The  fact 
that  he  was  beaten  yesterday  may,  perhaps,  be  re- 
membered, but  it  does  not  serve  as  a warning  to  act 
to-day  in  anticipation  of  a blow.  Neither  are  his 
nerve-corpuscles  capable  of  education  to  the  point  of 
appreciating  and  acting  in  accordance  with  a mild 
stimulus.  Not  only  must  the  blow  fall  on  his  own  hide, 
and  at  the  time  when  action  is  desired,  but  he  must 
be  hit  hard.  The  necessity  of  combining  these  three 
factors  to  initiate  mental  processes  is  due  to  a charac- 
teristic briefly  termed  obstinacy,  a trait  not  only  of 
these  four-footed  animals,  but,  in  sooth,  of  many  hu- 
man beings. 

If  the  quadrupedantic  philosophers  could  speak  as 
loudly  as  do  the  bipeds,  they  would,  perhaps,  excuse 


their  slowness  to  take  a hint  from  the  experience  of 
themselves  or  others,  by  some  such  argument  as  the 
following,  which,  we  believe,  we  have  heard  in  sub- 
stance from  many  men  who  call  themselves  conserva- 
tives: “True,  I have  seen  Thomas,  Richard  and  Henry 
pounded  with  clubs  because  they  were  balking,  and 
have  seen  them  finally  forced  into  action,  but  there 
may  have  been  circumstances  in  their  cases  with  which 
I am  not  conversant  and  which,  doubtless,  vitiate  the 
conclusions  apparently  to  be  drawn  from  their  fate. 
Moreover,  we  must  not  be  led  astray  by  the  fallacy  of 
post  hoc,  ergo  propter  hoc.  The  fact  that  they  balked 
and  were  beaten,  then  pulled  ahead  and  ceased  to  be 
beaten,  is  undoubtedly  to  be  explained  as  a mere 
coincidence.  Then,  too,  in  awaiting  the  actual  fall 
of  the  blow  and  in  heeding  it  only  when  it  is  severe,  do 
I not  show  my  fortitude?”  And  so,  poor  John,  walking 
with  his  comrades  three  abreast  along  the  bank  of  the 
Erie  canal  or  pulling  a street-car  in  a southern  city, 
remains  the  incarnation  of  that  mental  attribute  to 
which  we  have  alluded. 

Small-pox,  a disease  which  has  scourged  the  world 
for  centuries,  which  once  decimated  populous  cities 
and  left  its  disfiguring  brand  on  the  faces  of  most  of 
the  survivors,  has  become  practically  an  extinct  dis- 
ease. Let  us  place  ourselves  in  the  attitude  of  the  most 
violent  opponent  of  the  method  to  which  this  extinc- 
tion is  attributed  and  see  how  far  we  can  withstand  the 
brute  force  of  facts.  The  attempted  prevention  of 
variola  consists  in  an  operation  more  or  less  bloody 
and  cruel,  to  which  fanatical  believers  first  subjected 
themselves  and  sacrificed  their  innocent  children; 
then,  growing  stronger  in  influence,  they  secured  the 
passage  of  laws  which  now,  in  every  civilized  country, 
with  an  absolute  disregard  for  personal  liberty,  compel 
all  persons  to  undergo  this  heathenish  torture.  Not 
only  temporary  suffering,  but  actual  disease  is  in- 
flicted, lasting  for  two  or  three  weeks  and  terminating, 
once  in  a million  times,  in  death.  Not  only  does  phys- 
ical nature  resent  the  pain  and  discomfort  of  vaccina- 
tion, but  the  spirit  cries  out  against  accepting  disease 
from  a brute  animal.  The  sufferings  of  the  heifer,  the 
agony  of  the  child,  struggling  against  the  knife  rasp- 
ing at  his  tender  flesh,  the  black  velvet  band,  which 
the  belle  in  evening  dress  wears  as  a badge  of  mourn- 
ing for  the  disfiguring  mark  upon  her  left  arm,  all  these 
and  more  distressing  pictures  arouse  our  deepest  sym- 
pathy and  indignation;  but,  on  the  other  hand,  we  note 
the  increasing  rarity  of  the  pock-marked  face,  the  re- 
moval of  one  of  the  greatest  plagues  which  has  kept 
down  the  population  of  the  world  and,  if  common  sense 
is  left  to  us,  we  repent  our  hysterical  hyperboles  and 
bare  our  arms  to  the  kindly,  cruel  lancet  or  ivory  point. 
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We  need  not  reiterate  the  unanimous  verdict  of  all 
experimenters  with  vaccination  in  all  lands.  The  fact 
that  an  experienced  physician  may  unblushingly  con- 
fess that  he  has  never  seen  a case  of  variola,  and  that 
its  rare  appearance  as  a serious  disease  in  the  present 
age  is  due  unexceptionally  to  neglect  of  the  proper 
prophylaxis,  is  all  that  is  necessary  in  addressing  our 
circle  of  readers. 

The  latter  misfortune  has  recently  occurred  in  a 
small  city  of  England,  which,  within  historic  times, 
had  again  and  again  seen  the  scourge  fall  upon  the 
shoulders  of  others,  had  again  and  again  felt  it  on  its 
own  flanks,  and  which,  in  this  present  year  of  enlight- 
enment, ignored  the  mild  tap  of  the  goad,  but  finally 
started  when  the  stinging  pain  of  wholesale  affliction 
had  crawled  through  its  sluggish  nerves  and  aroused 
its  obstinate  centres.  The  lesson  is  a severe  one,  and 
one  by  which  more  lucky  though  perhaps  equally  per- 
verse communities  may  well  profit.  It  is  noteworthy 
in  this  instance  that  the  afflicted  town  has  suffered 
not  from  official  apathy  and  procrastination — the 
first  explanation  thought  of  in  similar  catastrophes — 
not  because  the  people  had  forgotten  their  pock- 
marked ancestors  and  the  extinct  collateral  branches 
of  their  families,  not  from  mere  heedlessness  of  the 
existence  of  smouldering  foci  of  infection.  Unless  the 
reports  which  we  have  received  are  incorrect,  the  out- 
break of  the  epidemic  at  Gloucester  was  due  to  a de- 
liberate and  premeditated  discontinuance  of  vaccina- 
tion, an  obstinate  refusal  to  believe  the  overwhelming 
testimony  of  statistics  and  an  organized  attempt  to 
balk  the  efforts  of  sanitary  science. 

The  statistics  of  the  Gloucester  epidemic  may  be  of 
interest.  During  the  last  ten  years,  the  anti-vaccina- 
tionists had  gained  such  influence  that,  out  of  15,682 
children  born,  only  2,378  had  been  vaccinated.  In 
this  town  of  40,000  inhabitants,  2,036  cases  of  small- 


pox occurred,  with  443  deaths.  Seven  hundred  and 
fourteen  of  the  cases  occurred  in  persons  under  ten 
years  of  age.  Twenty-five  of  these  714,  had  been  vac- 
cinated and  one  died.  Of  688  unvaccinated  children 
having  small-pox,  279  died.  No  information  is  at  hand 
regarding  the  perfection  of  the  vaccination  nor  the 
time  that  had  elapsed.  An  attempt  was  made  to  refer 
the  epidemic  to  the  sanitary  condition  of  the  city,  but 
the  city  surveyor,  who  appears  to  be  a reconstructed 
anti-vaccinationist,  states  that  the  sanitary  condition 
has  been  excellent  and  that  the  prevalence  of  other 
infectious  diseases  has  been  unusually  low.  We  have 
heard  of  some  animals  that  could  be  driven  only  with  a 
goad  that  had  a nail  fastened  into  the  active  end.  The 
nail  in  the  end  of  this  argument  is  that  the  progress  of 
the  disease  stopped  short  after  general  vaccination  was 
carried  out. 

Such  lessons  as  that  of  the  Gloucester  epidemic  are 
dearly  bought.  It  is  no  satisfaction  to  say  “I  told  you 
so”  to  the  rigid  form  of  a man  killed  by  his  own  care- 
lessness and  recklessness.  But  when  the  obstinate 
refusal  to  profit  by  experience  and  the  warnings  of 
history,  involves  the  death  of  innocent  and  irrespon- 
sible victims  as  well  as  of  those  who  are  responsible, 
the  disaster  is  truly  awful. 


This  fascinating  editorial  was  published  on 
November  7,  1896,  in  “The  Medical  And  Surgical 
Reporter,”  Volume  lxxv,  pages  599-601.  Al- 
though unsigned,  it  was  probably  written  by  the 
editor  and  manager,  Harold  H.  Kynett,  A.M., 
M.D. 

Obviously,  it  is  as  pertinent  today  as  it  was  then 
and  conveys  an  important  lesson  for  all  of  us. 

J.  E.  S. 
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They’re  debating  your 
future  inWashington 
right  now.  Who’s 
standing  up  for  you? 


National  health  insurance  is  the  issue,  and  the  way  you’ll 
practice  in  the  future  is  at  stake.  One  proposal  would  federalize 
the  entire  medical  system. 

Who’s  standing  up  for  your  rights?  Contrary  to  what  you 
may  think,  the  AMA. 


We've  testified  repeatedly  against  a government 
controlled  medical  system.  Even  before  it  was  proposed,  the 
AMA  had  introduced  its  own  program  of  voluntary  national 
health  insurance  called  "Medicredit.”  And  we’ve  pushed  for  it 
hard.  To  date,  the  AMA  has  enlisted  1 67  members  of  Congress 
as  its  co-sponsors  — more  than  can  be  claimed  for  any  other 
national  health  insurance  bill. 

Sure,  we  lobby.  Hard.  And  successfully.  We’ve  lobbied  for 
more  doctors.  More  medical  schools.  For  clean  air  and  water. 
For  maternal  and  child  programs. 

We  lobby  for  the  rights  and  interests  of  doctors  and,  just  as 
important,  for  the  best  medical  care  for  all  Americans. 

With  your  support  we  can  be  even  more  effective.  Find  out 
more  about  what  the  AMA  does  for  you  and  the  public.  Send 
for  the  pamphlet,  "The  AMA  and  the  American  Doctor:  Sharing 
a Common  Goal.”  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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Management  of 
Arrhythmia 

RICHARD  P.  LASSER,  M.D. 

New  York  City 


Director  of  Medicine.  Jewish  Memorial  Hospital; 
Associate  Clinical  Professor  of  Medicine. 

Mount  Sinai  School  of  Medicine 


The  management  of  arrhythmia  has  undergone 
fundamental  transformation  in  recent  years  owing 
to  the  development  of  pacemaker  implantation  for 
bradyarrhythmia  and  of  safe  techniques  for  elec- 
trical countershock  therapy,  defibrillation  or  car- 
dioversion, for  tachyarrhythmia.  Around  these 
two  new  modalities  an  extensive  experience  has 
been  acquired  as  to  the  indications  and  contrain- 
dications, precautions,  and  relationship  to  classic 
drug  therapy. 

Bradyarrhythmia 

As  a general  observation,  one  may  say  that  for 
chronic  bradyarrhythmia  or  heart  block,  perma- 
nent transvenous  pacemaker  installation  has  sup- 
planted all  drugs,  and  for  the  treatment  of  tran- 
sient symptomatic  heart  block  it  has  certainly  be- 
come the  treatment  of  choice.  The  secure  place 
which  pacemakers  have  established  makes  it 
mandatory  that  all  hospitals,  large  and  small,  de- 
velop necessary  techniques  and  personnel  for  im- 
plantation and  monitoring  of  at  least  temporary 
pacemakers.  This  approach  to  management  of 
chronic  heart  block  has  stimulated  considerable 
investigation  into  characteristics  and  electrocar- 
diographic patterns  which  may  be  predictive  of 
heart  block  and  Stokes-Adams  syndrome.  It  is 
only  recently  that  we  have  come  to  understand 
that  most  chronic  heart  block  is  due  to  the  de- 
struction of  the  conduction  system  within  bundle 
branches  and  not  to  block  or  delayed  conduction 
within  the  atrioventricular  node  itself,  as  was  for- 
merly believed.  This  destruction  of  the  bundle 

Presented  at  the  166th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  Section  on  Chest  Diseases, 
joint  meeting  with  American  College  of  Chest  Physicians  and 
New  York  Cardiological  Society,  February  15,  1972. 


Transvenous  pacemakers  for  bradyarrhythmia  and 
cardioversion  for  tachyarrhythmia  have  completely 
changed  the  management  of  both.  These  two  im- 
portant new  modalities  are  discussed  briefly.  Also 
considered  are  the  various  forms  of  partial  bilateral 
bundle  branch  block  which  may  help  in  the  predic- 
tion of  complete  heart  block  and  Stokes-Adams 
attacks. 


branches  may  occur  secondarily  to  a general  fibro- 
sis of  the  cardiac  skeleton  of  unknown  cause,  to 
certain  inflamatory  diseases,  or  may  be  due  to 
coronary  atherosclerosis  or  acute  myocardial  in- 
farction involving  the  intraventricular  septum. 
Acute  heart  block  as  in  digitalis  intoxication,  in- 
ferior (posterior)  wall  infarction,  or  acute  rheu- 
matic fever  is  largely  due  to  arterioventricular 
node  involvement  and  is  almost  universally  tran- 
sient. Chronic  heart  block  due  to  bilateral  bun- 
dle branch  block  is  often  signaled  by  partial  bilat- 
eral bundle  branch  block  patterns  before  the  event 
or  during  periods  of  orthograde  conduction  in  pa- 
tients with  intermittent  complete  heart  block. 
Intraventricular  conduction  is  now  visualized  as 
passing  from  the  main  bundle  of  His  into  the  main 
right  and  left  bundle  branches.  The  right  is  long 
and  does  not  divide  until  it  arborizes  at  the  ante- 
rior papillary  muscle  of  the  right  ventricle.  The 
left,  however,  is  short  and  divides  into  two  pri- 
mary groups  of  fibers  described  as  the  anterior 
and  posterior  radiations.  This  results  in  a func- 
tional trifascicular  conduction  system  rather  than 
the  bifascicular  system  we  were  accustomed  to. 
Combinations  of  complete  right  bundle  branch 
block  with  block  of  either  the  anterior  or  posterior 
radiations  of  the  left  (left  anterior  hemiblock  or 
posterior  hemiblock)  constitute  one  of  the  more 
easily  recognizable  of  the  partial  bilateral  bundle 
branch  block  patterns.  Since  left  anterior  hemi- 
block causes  an  abnormal  left-axis  deviation, 
greater  than  minus  30  degrees,  and  left  posterior 
hemiblock  causes  marked  right-axis  deviation,  the 
finding  of  a right  bundle  branch  block  pattern  in  a 
precordial  lead  combined  with  marked  left-axis 
deviation  in  limb  leads  is  one  form  of  partial  bi- 
lateral bundle  branch  block,  while  right  bundle 
branch  block  with  marked  right-axis  deviation  is 
the  other  form.  Lasser,  Haft  and  Friedberg  found 
the  former  pattern,  right  bundle  branch  block 
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with  left  anterior  hemiblock,  occurred  during 
orthograde  conduction  in  59  per  cent  of  the  pa- 
tients who  experienced  permanent  or  intermittent 
complete  heart  block  with  Stokes- Adams  attacks.* 
The  pattern  of  right  bundle  branch  block  with  left 
posterior  hemiblock  is  much  less  frequent,  but  the 
tendency  of  these  patients  to  develop  complete 
heart  block  is  even  more  marked.  It  is  obvious 
that  the  recognition  of  these  patterns,  for  what 
they  really  are,  in  patients  who  may  have  had  ob- 
scure neurologic  symptoms  or  fainting  spells,  may 
lead  to  the  proper  diagnosis  of  intermittent  heart 
block. 

Other  and  less  frequent  patterns  of  bilateral 
bundle  branch  block  are  those  of  right  or  left  bun- 
dle branch  block  combined  with  prolonged  P-R 
interval  or  second-degree  heart  block  of  the  Mo- 
bitz’s  II  type,  with  QRS  prolongation  (where  the 
prolongation  of  P-R  interval  or  the  dropped  beats 
are  really  due  to  delayed  transmission  in  the  op- 
posite bundle  and  not  to  atrioventricular  node  in- 
volvement). Alternating  complete  right  and 
left  bundle  branch  block  and  alternating  right 
bundle  with  left  anterior  hemiblock  and  then  with 
left  posterior  hemiblock,  the  so-called  trifascicular 
block,  are  other  patterns. 

Permanent  pacemaker  implantation  is  advised 
in  all  patients  with  complete  heart  block,  except 
perhaps  the  few  asymptomatic  individuals 
with  narrow  QRS  and  ventricular  rate  of  50  or 
more;  in  all  patients  with  documented  intermit- 
tent complete  heart  block;  and  in  those  with  a 
pattern  of  bilateral  bundle  branch  block  who  have 
had  clinical  Stokes-Adams  attacks.  A partial  bi- 
lateral bundle  branch  block  pattern  in  an  asymp- 
tomatic individual  is  not  an  indication  for  pace- 
majker,  in  itself,  since  only  a small  percentage  and 
unpredictable  fraction  of  these,  perhaps  10  per 
cent,  will  actually  ever  experience  complete  heart 
block. 

Tachyarrhythmia 

Supraventricular.  Paroxysmal  supraventricu- 
lar tachycardia  may  manifest  the  following  effects: 
(1)  little  or  no  symptoms  with  maintenance  of 
blood  pressure  and  pulse  pressure,  (2)  mild  hypo- 
tension or  dizziness  or  postural  hypotension,  (3) 
moderate  hypotension  with  evidence  of  peripheral 
vasal  constriction,  (4)  persistent  angina  or  marked 
dyspnea,  (5)  heart  failure,  (6)  cerebral  vascular 
insufficiency,  (7)  acute  pulmonary  edema,  and/or 
(8)  shock.  Thus,  hemodynamic  effects  may  range 
from  the  merely  distressing  to  the  life  threatening. 
The  deciding  factors  are  (1)  the  presence  of  under- 
lying heart  disease,  particularly  acute  myocardial 
infarction,  (2)  the  presence  of  underlying  chronic 
pulmonary  disease  or  pulmonary  emboli,  (3)  the 

‘Lasser,  R.  P.,  Haft,  J.  I.,  and  Friedberg,  C.  K.:  Relation- 
ship of  right  bundle  branch  block  and  marked  left  axis  devia- 
tion (with  left  parietal  or  peri-infarction  block)  to  complete 
heart  block  and  syncope.  Circulation  37:  429  (1968). 


presence  of  digitalis  intoxication,  or  (4)  recent 
surgery,  perhaps  with  electrolyte  imbalance  or 
pulmonary  dysfunction.  If  the  paroxysmal  supra- 
ventricular tachycardia  is  not  life  threatening,  the 
classic  vagal  maneuvers,  such  as  carotid  sinus 
pressure  or  gagging,  may  be  tried.  The  best  med- 
ication in  my  experience  is  simple  sedation  and 
reassurance.  In  the  failing  heart,  however,  with 
paroxysmal  supraventricular  tachycardia,  it  is 
usually  necessary  to  terminate  this  abruptly  be- 
cause supraventricular  tachycardia  may  produce 
the  adverse  hemodynamic  effects  mentioned  and 
may  eventuate  in  ventricular  fibrillation.  As  a 
general  rule  synchronized  countershock  therapy, 
that  is  cardioversion,  is  by  far  the  most  reliable 
technique  available.  I have  seen  patients  in  pro- 
found shock  recover  dramatically  following  suc- 
cessful cardioversion.  The  only  relative  contrain- 
dication is  recent  digitalis  administration.  There- 
fore, digitalis  should  not  be  started  as  a trial  in 
such  patients  when  a decision  to  terminate  at 
once  is  made;  instead,  cardioversion  should  be 
performed  at  once.  When  performing  cardiover- 
sion, it  is  advisable  to  have  an  anesthetist  present, 
but  one  should  not  unduly  delay  this  life-saving 
procedure  if  the  anesthetist  is  not  immediately 
available. 

After  cardioversion  is  successful,  digitalis  may 
be  started  for  chronic  management  or  prophylaxis. 
Other  drugs  for  prophylaxis  of  tachycardia,  such 
as  quinidine,  procainamide  (Pronestyl),  diphenyl- 
hydantoin  (Dilantin),  and  propanolol  (Inderal) 
may  be  used,  but,  in  any  given  patient,  none  may 
work,  and  there  is  no  apparent  reason  why  one 
works  when  others  do  not.  For  patients  experi- 
encing only  rare  attacks,  without  serious  hemody- 
namic difficulties,  these  drugs  are  more  trouble 
than  they  are  worth. 

Tachyarrhthmias  caused  by  digitalis  intoxica- 
tion, such  as  paroxysmal  atrial  tachycardia  with 
block,  junctional  tachycardia,  and  atrioventricular 
dissociation,  are  treated  in  the  classic  fashion  with 
cessation  of  digitalis  and  use  of  intravenous  potas- 
sium solution,  40  to  100  mEq.  per  twenty-four 
hours  intravenously,  particularly  if  hypokalemia 
is  present.  Other  drugs,  such  as  diphenylhydan- 
toin  and  propanolol,  may  also  be  used.  Diphenyl- 
hydantoin  is  given  100  mg.  intravenously  in  a 
single  dose,  which  can  be  repeated  every  two  hours 
to  a total  of  1 Gm.  A life-threatening  arrhythmia 
secondary  to  digitalis  may  be  cardioverted,  but  it 
is  best  to  insert  a pacemaker  in  case  of  heart  block 
or  cardiac  standstill. 

Ventricular.  With  regard  to  ventricular  ar- 
rhythmia, little  new  has  developed  in  the  past  few 
years  following  the  introduction  of  the  use  of  lido- 
caine  in  patients  with  ventricular  extrasystoles  or 
ventricular  tachyardia  and  acute  myocardial  in- 
farction. This  one  procedure  has  possibly  saved 
more  lives  than  all  others  put  together.  Lidocaine 
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in  bolus  solution,  50  to  100  mg.  at  a time,  is  dra- 
matic in  its  effectiveness  in  suppressing  ventricu- 
lar extrasystole  or  in  terminating  ventricular 
tachycardia.  Both  of  these  arrhythmias  are  con- 
sidered emergencies,  particularly  in  patients  with 
acute  myocardial  infarction,  because  of  the  serious 
risk  of  ventricular  fibrillation.  Patients  are  then 
put  on  lidocaine  drip  maintenance,  1 to  4 mg.  per 
minute  for  the  next  twenty-four  hours.  During 
continuous  administration  of  lidocaine  it  is  not 
unusual  to  encounter  toxicity  in  the  form  of  cen- 
tral nervous  system  stimulation  and  then  depres- 
sion. It  should  not  be  forgotten  that  in  resistant 
cases  procainamide  is  still  useful  when  lidocaine 
may  fail.  Synchronized  cardioversion  should  be 
performed  when  drugs  do  not  succeed  in  ter- 
minating ventricular  tachycardia. 

Finally,  in  patients  with  drug-resistant  ventric- 
ular extrasystole,  particularly  when  interspersed 
with  periods  of  ventricular  tachycardia  or  fibrilla- 
tion, one  should  insert  a pacemaker  and  pace  the 


70th  annual  meeting 

The  70th  annual  meeting  of  the  Wyoming  State  Med- 
ical Society  will  be  held  August  28  to  31  at  Jackson  Lake 
Lodge,  Moran,  Wyoming.  For  advance  registration, 


heart  at  rates  of  90  to  110  beats  per  minute.  This 
rapid  pacing  termed  “overdrive”  is  often  very  suc- 
cessful in  abolishing  these  arrhythmias.  With  a 
pacemaker  in  place  one  may  give  larger  doses  of 
surpressive  drugs,  since  the  pacemaker  will  func- 
tion if  cardiac  conduction  is  depressed. 

Summary 

This  report  attempts  to  summarize,  in  some- 
what abbreviated  form,  personal  opinion  as  to  the 
importance  of  two  new  modalities,  transvenous 
pacemaker  for  bradyarrhythmia  and  cardioversion 
for  tachyarrhythmia,  which  have  completely 
changed  the  management  of  both.  In  addition, 
we  have  discussed  various  forms  of  partial  bilater- 
al bundle  branch  block  which  may  help  in  the 
prediction  of  complete  heart  block  and  Stokes- 
Adams  attacks. 
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Clinical  aspects  of  acute  myocardial  infarction 
were  described  by  Herrick1  in  a classic  report  in 
1912.  Despite  sixty  years  experience,  the  ques- 
tions of  rest  and  ambulation  in  the  treatment  of 
myocardial  infarction  remain  controversial.  Al- 
though Herrick1  occasionally  observed  extensive 
cardiac  damage  at  autopsy  in  patients  without 
previous  cardiac  symptoms,  he  and  others  were 
impressed  by  the  poor  prognosis  for  many  pa- 
tients. After  Herrick’s1  report,  many  cardiologists 
prescribed  long  periods  of  bed  rest  of  up  to  eight 
weeks,  and  inactivity  of  up  to  six  months.  Dock2 
opposed  protracted  recumbency  and  advised  early 
ambulation  almost  thirty  years  ago.  Others  also 
observed  the  ill  effects  of  prolonged  bed  rest.3-7 
Some,  like  Burch,  Tsui,  and  Hart,8  still  prescribe 
long  periods  of  bed  rest. 

Positions  and  bed  rest 

The  differences  between  the  effects  of  fixed 
recumbency  on  the  one  hand  and  the  upright  po- 
sition and  mild  exertion  on  the  other,  on  certain 
aspects  of  cardiac  function,  have  to  be  considered. 
It  has  been  shown  that  protracted  bed  rest  causes 
physiologic  ill  effects  in  a normal  heart  and  reduc- 
es its  work  capacity.  Healthy  young  men  after 
prolonged  bed  rest  showed  a decrease  in  maximal 
oxygen  uptake,  blood  volume,  systolic  and  pulse 
pressures,  and  cardiac  output  during  exercise.9-11 
A Master’s  exercise  test  was  usually  greatly  re- 
duced after  bed  rest  of  up  to  six  weeks.12 

Following  acute  myocardial  infarction,  the  pa- 
tient at  complete  bed  rest  is  usually  in  the  orthop- 
neic  position.  Since  this  is  not  a restful  way  to 
sleep,  sedatives  are  frequently  given;  these  cause 
breathing  to  become  shallow  and  volume  and 
aeration  of  the  lungs  to  become  diminished. 


Movement  of  fluid  from  the  lower  to  the  upper 
part  of  the  body  may  increase  venous  return.  The 
augmented  blood  volume  may  then  cause  greater 
diastolic  filling  and  greater  output  and  work  of 
the  right  ventricle.  Pooling  of  blood  in  the  pul- 
monary circuit  may  be  followed  by  dyspnea,  pul- 
monary congestion,  hydrothorax,  or  pulmonary 
edema.2,13 

Recumbency  often  results  in  sluggishness  of  the 
circulation  in  the  abdomen,  pelvis,  and  lower  ex- 
tremities. Pressure,  caliber,  and  flow  in  the  veins 
are  reduced  so  that  the  intimal  surfaces  of  col- 
lapsed veins  approximate  each  other.  The  leg 
veins,  pressed  against  a mattress,  and  the  iliac 
veins  constricted  by  abdominal  distention,  espe- 
cially in  obese  patients,  may  develop  endothelial 
injury  and  thrombosis.  When  the  patient  sits 
up  only  intermittently,  a sudden  change  in  venous 
pressure  may  cause  clots  to  be  stripped  from  the 
walls  of  the  veins  and  to  lodge  in  various  parts  of 
the  body,  especially  in  the  lungs.14 

During  prolonged  bed  rest,  a second,  myocardial 
infarct  may  develop  several  weeks  after  the  first. 
An  enlarged  prostate  gland  may  cause  urinary 
retention  and  uremia.  Prolonged  bed  rest  is  also 
conducive  to  the  development  of  anxiety,  which 
increases  cardiac  work.15 

In  experimental  myocardial  infarction  in  dogs, 
Sutton  and  Davis16  observed  that  exercise  within 
three  days  resulted  in  thin  scars  and  aneurysms; 
an  animal  exercised  six  days  after  infarction  did 
not  develop  an  aneurysm.  Thomas  and  Harri- 
son17 observed  that  rats  in  strict  confinement  after 
cardiac  injury  had  a much  higher  mortality  rate 
than  those  not  confined,  and  exercise  did  not  in- 
crease this  rate  significantly.  Eckstein18  showed 
that  moderate-to-severe  experimental  coronary 
narrowing  in  dogs  caused  extensive  collateral  cir- 
culation and  that  exercise  produced  greater  anas- 
tomosis. Although  extrapolation  of  animal  re- 
search is  difficult,  Eckstein18  felt  that  exercise  was 
potentially  beneficial  in  patients  with  ischemic 
heart  disease. 

In  human  beings,  Suh  and  Eddleman19  demon- 
strated paradoxical  pulsations  in  the  precordium 
or  epigastrium  in  all  patients  within  five  hours  of 
the  onset  of  acute  myocardial  infarction.  Only  22 
per  cent  of  paradoxical  pulsations  disappeared 
during  hospital  stay;  75  per  cent  with  old  myocar- 
dial infarcts  also  had  paradoxical  pulsations.  Ev- 
idently, conservative  management  of  acute  myo- 
cardial infarction  does  not  prevent  paradoxical 
pulsations  in  either  the  acute  or  chronic  phases. 

LaPlace’s  law  states  that  the  determinants  of 
intramyocardial  systolic  tension  are  the  generated 
myocardial  pressure  and  the  cavitary  radius  or 
heart  size.  Mean  arterial  pressure  is  largely  the 
same  on  sitting  or  lying,  but  changing  to  a sitting 
position  causes  venous  return,  and,  hence,  stroke 
volume,  to  decrease.  The  resulting  increase  in  me- 
chanical efficiency  is  due  to  a reduction  in  mean 
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Prolonged  recumbency  challenged  as  physiologically 
unsound  because  it  causes  an  increase  in  blood  vol- 
ume, dyspnea,  pulmonary  congestion,  and  edema. 
It  also  may  cause  pulmonary  emboli.  Recumbency 
may  result  in  increased  heart  size,  and  in  increased 
intramyocardial  tension,  result  in  congestive  fail- 
ure, and  contribute  to  the  development  of  ventricu- 
lar aneurysm  and  rupture.  Protracted  reduction 
coronary  flow  during  the  Valsalva  maneuver  may 
account  for  frequent  sudden  deaths  on  a bedpan. 
A decrease  in  venous  return,  stroke  volume,  heart 
size,  and  intramyocardial  tension  may  occur  on 
sitting.  Much  of  the  current  research  supports  the 
efficacy  of  early  ambulation  in  the  treatment  of  un- 
complicated myocardial  infarction. 


systolic  heart  size  and  tension,  with  an  increase  in 
ratio  of  external  to  total  work.  However,  sudden 
change  from  an  upright  to  a recumbent  position 
normally  causes  a rapid  increase  in  left  ventricular 
diameter  associated  with  an  increase  in  energy  re- 
lease or  cardiac  work  that  follows  Starling’s  law, 
amounting  to  as  much  as  40  per  cent  of  stroke 
volume.20  Even  when  the  blood  pressure  is  lower 
in  recumbency  than  on  sitting,  this  benefit  is 
more  than  offset  by  greater  heart  size  and  tension 
in  recumbency. 

The  effects  of  exercise  depend  on  the  integration 
of  augmented  venous  return,  increased  systolic 
emptying  consequent  to  diminished  peripheral  re- 
sistance, and  increased  myocardial  contractility. 
In  patients  with  actual  or  impending  heart  fail- 
ure, cardiac  dilatation  and  more  marked  failure 
may  develop  with  exercise. 

In  normal  and  in  many  abnormal  hearts,  heart 
size  and  tension  decrease  in  the  erect  position  and 
decrease  even  further  on  exercise  in  this  position. 
In  many  abnormal  hearts,  effective  cardiac  work 
per  beat  and  per  minute,  and  perhaps  coronary 
perfusion  in  diastole  due  to  a decrease  in  end-dia- 
stolic pressure  and  tension,  are  greater  on  sitting 
and  on  mild  exercise  than  in  recumbency.21-23 

In  a recently  infarcted  heart,  especially  in  one 
previously  enlarged,  a great  expenditure  of  energy 
is  required  to  perform  minimal  work,  even  greater 
than  in  recumbency.  Prolonged  bed  rest  may 
then  be  a contributory  factor  in  the  development 
of  heart  failure  for  the  first  time,  manifested  clini- 
cally by  dyspnea,  hydrothorax,  or  pulmonary 
edema. 

Valsalva  maneuver 

The  Valsalva  maneuver  may  have  serious  ill  ef- 
fects, especially  in  recumbency  following  myocar- 
dial infarction.  It  is  characterized  by  a sudden 
rise  in  systolic  and  diastolic  blood  pressure  and  by 
a decrease  in  venous  inflow  to  the  right  side  of  the 
heart  due  to  a rise  in  intrathoracic  pressure;  a fall 
in  mean  arterial  pressure  which  parallels  a de- 
crease of  systemic  and  venous  return  to  the  right 
side  of  the  heart  and  usually  a rise  in  heart  rate; 
then  a very  narrow  pulse  pressure  concomitant 
with  marked  fall  in  intrathoracic  pressure  as 
straining  continues;  and,  finally,  an  “overshoot” 
with  a rise  in  systolic,  diastolic  and  pulse  pres- 
sures, and  bradycardia.  In  congestive  failure,  an 
abnormal  response  may  be  shown  by  a persistence 
of  the  initial  elevation  in  pressure  during  forced 
expiration  and  by  an  absence  of  overshoot  after 
cessation  of  straining  causing  a “square”  wave  re- 
sponse. The  Valsalva  maneuver  may  have  a pro- 
found effect  on  systemic  blood  pressure  in  the  dis- 
eased heart,  especially  the  one  in  congestive  fail- 
ure. In  recumbency  with  heart  size  and  tension 
maximal,  this  sudden  physiologic  upheaval  may 
play  a major  role  in  pulmonary  embolism,  syn- 
cope, ventricular  rupture,  and  sudden  death.2  By 


contrast,  tension  and  work  which  are  decreased  by 
sitting  and  mild  exercise  cause  much  less  strain  on 
the  heart.  Benchimol,  et  al.24  demonstrated  as 
much  as  a 72  per  cent  reduction  in  coronary 
blood-flow  velocity  during  the  Valsalva  maneuver, 
extending  in  some  patients  long  beyond  the 
straining  period.  This  work  furnished  an  objec- 
tive explanation  for  the  deaths  during  straining  on 
bed  pans  in  recumbency  after  myocardial  infarc- 
tion. Dock2  is  of  the  opinion  that  in  recent  myo- 
cardial infarction  the  Valsalva  maneuver  is  the 
most  common  cause  of  sudden  death  which  may 
occur  during  straining  on  a bed  pan,  passing 
flatus,  or  pushing  up  on  a bed. 

Comments 

Recumbency  supposedly  protects  the  heart 
against  aneurysm  formation  and  rupture.25  The 
facts  do  not,  however,  always  support  this  view. 
A larger  radius  of  the  paradoxically  contracting, 
infarcted  muscle  develops  in  systole  in  recumben- 
cy. The  increased  size  of  the  radius  causes  in- 
creased tension  on  the  wall,  even  when  intraven- 
tricular pressure  remains  the  same.  The  in- 
creased heart  size  and  end-systolic  tension  make 
the  heart  more  vulnerable  to  aneurysm  formation 
and  rupture  in  recumbency  than  on  sitting  or 
standing. 

In  a heart  with  recent  myocardial  infarction, 
the  effect  of  exercise  depends  on  whether  systolic 
ejection  predominates  over  increased  venous  re- 
turn and  decreased  peripheral  resistance. 

Levine  and  Lown5-4  demonstrated  the  effective- 
ness of  the  early  armchair  treatment  of  acute 
myocardial  infarction;  thrombophlebitis  and  pul- 
monary embolism  did  not  occur.  Dyspnea,  or- 
thopnea, and  pulmonary  congestion  improved 
promptly.  Pulmonary  edema  was  rare.  Death 
from  congestive  failure  decreased.  The  armchair 
treatment  was  particularly  effective  in  severe  fail- 
ure as  fluid  was  shifted  from  the  lungs  into  the 
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legs.  Their  mortality  figure  of  9.9  per  cent  is 
equal,  or  superior,  to  most  current  results.  Mitch- 
ell et  al. 5 showed  that  it  was  safe  to  allow  many 
patients  out  of  bed  within  two  days  after  myocar- 
dial infarction.  Their  view  was  substantiated  by 
Coe’s26  demonstration  that  cardiac  work  was  23  per 
cent  less  in  a chair  than  in  recumbency.  Ventricu- 
lar aneurysms  were  not  observed  on  x-ray  film  on 
an  average  of  twenty-six  months  after  recovery. 

The  most  important  reason  usually  given  for 
prescribing  prolonged  bed  rest  is  that  it  aids  heal- 
ing. 

However,  significant  healing  does  not  devel- 
op for  a couple  of  weeks,  and  a firm  scar  takes  six 
to  eight  weeks  to  form.  Healing  is  not  marked  re- 
gardless of  whether  a patient  is  active  after  one 
week  or  after  three  weeks.  If  there  is  no  electrical 
instability,  reasonable  activity  soon  after  the 
onset  of  myocardial  infarction  does  not  seem  to  af- 
fect the  clinical  course,  even  in  the  absence  of 
complete  healing. 

Conclusion 

The  coronary  care  unit  occupies  a crucial  place 
in  the  treatment  of  acute  myocardial  infarction; 
the  mortality  rate  has  been  reduced  from  about  30 
to  15  per  cent,  largely  as  a result  of  the  manage- 
ment of  serious  arrhythmias  which  can  be  pre- 
vented by  detecting  minor  electrocardiographic 
changes  on  a monitor.27-32  Lowen  et  al.31  feel  that 
if  arrhythmias  are  controlled,  unexpected  deaths 
from  this  cause  can  be  almost  completely  prevent- 
ed. In  130  consecutive  cases,  they  did  not  have  a 
single  case  of  primary  ventricular  fibrillation  and 
had  only  one  of  asystole. 

The  first  five  hours  are  the  most  critical.  The 
mortality  rate  in  the  first  hour  is  60  per  cent,  and 
in  the  first  twelve  hours  up  to  80  per  cent.  Two 
thirds  of  the  patients  who  develop  ventricular  fi- 
brillation do  so  within  five  hours.  The  risk  of 
ventricular  fibrillation  is  15  times  greater  at  this 
time  than  between  twelve  and  twenty-four  hours. 
At  the  end  of  forty-eight  hours,  the  risk  of  ar- 
rhythmic death  is  low.  Patients  may  be  regarded 
as  good  or  bad  risks,  depending  largely  on  the 
clinical  course  during  the  first  twenty-four  to 
forty-eight  hours.28,32-34 

Most  patients  should  be  treated  in  a coronary 
care  unit  especially  during  the  first  twenty-four 
hours,  since  complications,  particularly  arrhyth- 
mias, are  very  frequent  during  this  period.  After 
this  interval,  the  danger  is  much  less.  Early  am- 
bulation may  be  implemented  in  the  coronary 
care  unit,  usually  within  twenty-four  to  forty- 
eight  hours.  If  pain,  postural  hypotension,  ar- 
rhythmia, shock,  high  or  low  pulse  rate,  or  low  di- 
astolic blood  pressure  are  absent,  the  patient  may 
be  assisted  into  a chair  for  short  periods  several 
times  a day.  He  may  use  a commode,  and  stand 
at  the  bedside  to  void. 


After  leaving  the  coronary  care  unit,  activity 
may  be  increased.  In  the  first  week,  the  patient 
may  be  out  of  bed  most  of  the  day,  walk  in  his 
room,  and  go  to  a nearby  toilet.  In  the  second 
week,  these  exercises  are  increased  to  include 
walking  down  a hall,  up  and  down  stairs,  and  to 
discussions,  under  supervision. 

Coronary  artery  disease  is-  extremely  unpredict- 
able. Sudden  fatal  ventricular  fibrillation  may 
occur  in  the  third  or  fourth  week  in  the  absence  of 
previous  arrhythmias  or  cardiogenic  shock.  As 
high  as  10  per  cent  of  the  patients  have  to  be 
readmitted  to  coronary  care  units.29,30  If  chest 
pain,  arrhythmia,  congestive  failure,  or  sudden 
significant  R-T  segment  or  T-wave  changes  devel- 
op in  the  electrocardiogram  at  rest  or  during  exer- 
cise, treatment  in  a coronary  care  unit  is  resumed. 

Much  of  the  current  research  supports  the  effi- 
cacy of  early  ambulation  in  the  treatment  of  myo- 
cardial infarction.  In  many  well  controlled  stud- 
ies, including  randomized  cases,  periods  of  bed 
rest  have  varied  from  several  days  to  five  weeks. 
In  a study  of  two  equal  groups  of  patients  with 
uncomplicated  myocardial  infarction,  the  one  mo- 
bilized after  seven  days  and  discharged  on  the  fif- 
teenth day  did  as  well  as  the  group  mobilized  on 
the  twenty-first  and  discharged  on  the  twenty- 
eighth  day.  Similar  results  were  obtained  in  pa- 
tients mobilized  after  fourteen  and  twenty-eight 
days.33,35-37  Royston’s38  survey  of  200  patients 
showed  that  rapid  rehabilitation,  discharge  within 
two  weeks,  and  return  to  work  within  four  weeks 
were  feasible. 

In  1,203  patients  with  343  randomized  for  home 
and  hospital  treatment,  systolic  blood  pressure  of 
100  was  found  to  be  the  clue  to  a good  prognosis, 
irrespective  of  whether  treatment  was  in  the  home 
or  in  a hospital.  The  mortality  rate  in  the  hypo- 
tensive group  was  four  or  five  times  that  of  the 
normotensive  group.  The  mortality  rate  was  4.4 
per  cent  lower  in  normotensive  patients  treated  at 
home.  They  thought  it  possible  that  the  more  ill 
patients  were  sent  to  the  hospital.39 

In  another  study,  patients  allowed  to  sit  during 
the  first  week,  walk  during  the  second  week,  and 
engage  in  ergometer-controlled  bicycle  activity, 
did  as  well  as  those  treated  conservatively.40 
Wenger41  and  her  associates  reported  on  1,500 
cases  of  uncomplicated  myocardial  infarction,  in- 
cluding a rehabilitation  program  of  increasing 
physical  activity.  They  prescribed  a series  of 
graduated  activities  during  the  first  two  or  three 
weeks,  with  increasing  physical  exertion.  These 
included  self  care,  warming-up  exercises,  bending, 
lifting,  and  arts  and  crafts  activities.  There  were 
no  subsequent  infarctions,  cardiac  arrests,  or 
other  catastrophes.  Ventricular  fibrillation  devel- 
oped once,  and  was  successfully  treated. 

Many  of  the  great  cardiologists,  Lewis,  Wilson, 
Dock,  and  others,  were  treated  for  myocardial  in- 
farction by  early  ambulation  with,  as  Wilson  liked 
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to  say,  “confinement  to  quarters,”  then  recovered 
and  continued  creative  work  for  many  years. 

As  Dock2  stated,  “The  physician  must  always 
consider  complete  bed  rest  as  a highly  unphysiolo- 
gic  and  definitely  hazardous  form  of  therapy,  to 
be  ordered  only  for  specific  indications  and  to  be 
discontinued  as  early  as  possible.” 

The  efficacy  of  the  long-established  treatment 
of  acute  myocardial  infarction  by  prolonged  bed 
rest  must  be  re-evaluated  since  early  ambulation 
appears  superior  to  protracted  bed  rest  in  uncom- 
plicated myocardial  infarction,  and  rigid  bed  rest 
may  be  a contributory  factor  to  morbidity  and 
sudden  death.2 

Early  ambulation  should  result  in  an  improve- 
ment in  the  economic  situation,  earlier  resump- 
tion of  work,  and  the  lessening  of  anxiety  and 
emotional  problems  of  many  patients.  In  addi- 
tion, such  a plan  should  ease  the  bed  situation  in 
many  overcrowded  hospitals. 
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For  the  past  twenty  years  the  mortality  rate 
from  gastrointestinal  bleeding  has  hovered  around 
the  same  mark,  about  10  per  cent.1  This  general 
lack  in  improvement  has  been  a bit  depressing, 
since  there  has  been  no  striking  increase  in  those 
patients  over  sixty  years  of  age,  the  group  which 
undoubtedly  is  the  highest  risk.  Perhaps,  as  more 
sophisticated  procedures  defining  the  source  of  the 
bleeding  are  used,  a dent  in  these  overall  figures 
may  be  made.  It  has  been  said  that  no  surgeon 
wants  a blind  date  with  a hematemesis,  and  it  is 
hoped  that,  as  we  make  these  blind  dates  less 
common,  the  risks  in  surgery  will  decrease. 

However,  the  lack  of  establishing  a definitive 
source  of  the  hemorrhage  is  only  one  factor,  per- 
haps even  a minor  one,  in  the  morbidity  and  mor- 
tality rates  of  patients  with  gastrointestinal  hem- 
orrhage. For  example,  in  one  series  two  thirds  of 
the  patients  had  abnormalities  of  their  cardiovas- 
cular system,  kidney,  and  liver.2  In  this  same  se- 
ries, 50  per  cent  of  the  patients  were  chronic  in- 
gesters  of  aspirin,  corticosteroids,  phenylbutazone, 
anticoagulants,  or  alcohol.  In  another  study,  di- 
vided into  five-year  periods  over  a fifteen-year 
span,  the  incidence  of  hemorrhage-associated 
drugs  increased  from  1 in  10  patients  in  the  first 
five-year  group  to  1 in  3 in  the  last  five-year 
group.  Aspirin,  as  we  would  expect,  was  the  most 
commonly  used  drug.3  Patients  entering  the  hos- 
pital for  gastrointestinal  bleeding  have  a greater 
incidence  of  ingestion  of  aspirin  than  nonbleeders. 

In  this  very  well-studied  group  of  688  patients 
in  Oxford,  England,  291  developed  medical  com- 
plications. These  complications  included  pulmo- 
nary infections,  deep  venous  thrombosis,  pulmo- 
nary embolism,  cerebrovascular  accidents,  and 
heart  failure. 

Another  factor  that  frustrates  attempts  to  lower 
the  overall  mortality  rate  is  the  high  rate  of 


deaths  in  the  esophageal  variceal  group.  Alcohol- 
ism and  cirrhosis  are  certainly  not  decreasing,  and 
the  methods  of  controlling  variceal  bleeding  are 
still  very  crude,  and  even  with  successful  control 
of  bleeding  the  eventual  development  of  hepatic 
insufficiency  and  coma  is  always  there  to  haunt 
us. 

The  one  factor  that  stands  out  in  the  overall  fa- 
tality rate  in  all  series  is  the  increased  mortality 
rate  with  the  increase  in  age.  These  are  particu- 
larly impressive  when  we  examine  the  deaths  from 
bleeding  ulcer  in  relationship  to  age. 

The  severity  of  bleeding  is  obviously  related  to 
mortality  rate.  There  is  a direct  correlation  be- 
tween the  number  of  units  of  blood  used  and  the 
fatality  rate.  It  becomes  striking  after  5 units  of 
blood  have  been  transfused,  and  the  figure  pyra- 
mids with  the  administration  of  10  units  or  more. 

An  analysis  of  sources  of  bleeding  can  vary  con- 
siderably, depending  on  whether  a community 
hospital,  a veterans  administration  hospital,  or  a 
busy  large  city  hospital  is  reporting.  The  differ- 
ence lies  largely  in  the  incidence  of  alcoholism, 
cirrhosis,  and  associated  varices,  with  of  course 
the  inner  city  hospital  and  veterans  administra- 
tion hospital  reporting  a greater  percentage  of 
variceal  bleeding. 

Treatment 

There  are  3 main  steps  in  the  management  of 
gastrointestinal  hemorrhage:  treat  shock,  restore 
and  maintain  blood  volume;  locate  source  of  hem- 
orrhage; and  develop  rationale  for  treatment,  de- 
pending on  the  patient’s  condition  and  diagnosis. 

It  should  be  the  purpose  of  the  primary  physi- 
cian to  think  in  terms  of  managing  the  individual 
patient  as  he  presents  himself  and  how  he  can 
best  manage  this  within  the  framework  of  the  fa- 
cilities of  the  hospital  involved. 

The  first  premise  is  that  any  patient  who  is 
brought  to  the  hospital  because  of  gastrointestinal 
bleeding  is  a potential  emergency.  He  must  be 
continually  regarded  in  this  category  until  his  sta- 
tus is  established.  As  in  coronary  care,  there  is 
no  substitute  for  the  attending  physician’s  contin- 
ued concern  and  observation.  In  fact,  the  attend- 
ing physician’s  continued  supervision  may  be 
needed  more  than  in  the  patient  with  a myocar- 
dial infarct,  where  standardized  procedures  and 
instructions  have  aided  the  house  staff  and  coro- 
nary care  trained  nurses. 

The  nuances  in  gastrointestinal  bleeding  may 
be  a bit  more  subtle,  and  the  slight  changes  in 
vital  signs  and  appearance  of  the  patient  may  be  a 
bit  difficult  for  the  special  unit  nurses  and  even 
for  the  attending  physician  to  interpret. 

In  assessment  of  the  patient’s  condition,  the 
vital  signs,  although  obviously  helpful,  may  not 
reflect  the  true  degree  of  blood  volume  depletion 
or  the  rapidity  of  the  bleeding.  A fast  pulse  and 


1782  New  York  State  Journal  of  Medicine  / July  1,1973 


Noting  the  general  lack  of  improvement  in  the  past 
two  decades  in  curbing  morbidity  and  mortality 
rates  from  gastrointestinal  bleeding,  the  author  con- 
siders that  etiologic  factors  frustrate  such  improve- 
ment. Initial  treatment  of  shock  and  bleeding,  lo- 
cation of  the  hemorrhage  source,  and  development 
of  the  rationale  for  treatment  are  discussed  with 
emphasis  placed  on  the  question  of  the  advisability 
of  surgery. 


low  systolic  pressure  indicate  a need  for  swift  re- 
placement of  blood,  but  the  presence  of  normal 
vital  signs  and  absence  of  symptoms  do  not  argue 
for  a decrease  in  vigilance.  Once  a provisional 
diagnosis  of  upper  gastrointestinal  hemorrhage 
has  been  made,  certain  procedures  should  be  fol- 
lowed. 

Insert  a large  bore  intravenous  needle  or  cathe- 
ter for  administration  of  fluids  and  blood,  as  need- 
ed. The  measurement  of  central  venous  pressure 
should  be  used  routinely,  because  it  can  be  of  in- 
valuable aid  in  monitoring  the  patient.  Repeated 
periodic  readings  should  be  taken. 

The  usual  orders  for  typing,  cross  matching, 
and  keeping  at  least  3 to  5 units  of  blood  on  call 
are  instituted.  If  the  patient  is  in  shock,  lowering 
of  the  head  of  the  bed,  keeping  him  warm,  and 
the  administration  of  intravenous  colloid  is  start- 
ed, while  waiting  for  the  blood.  Vital  signs  are 
taken  at  short  periodic  intervals  if  the  patient  is 
in  shock  and  then  spaced  out  as  the  patient  im- 
proves. Patients  in  shock  should  have  a Foley 
catheter  inserted.  Urine  output  must  be  mea- 
sured with  or  without  a catheter.  It  is  another 
guide  as  to  the  assessment  of  therapy. 

Orders  are  given  for  a chemogram,  and  data  on 
creatinine,  hemoglobin,  hematocrit,  prothrombin 
time,  partial  thromboplastin  time,  platelet  count, 
liver  chemistries,  and  electrocardiogram  are  chart- 
ed. If  the  patient  is  not  in  shock,  an  electrolyte 
fluid  such  as  Ringer’s  lactate  may  be  given  prior 
to  the  availability  of  blood. 

After  the  initial  orders  and  the  implementation 
of  treatment  for  shock  and  blood  volume  deficit,  a 
nasogastric  tube  should  be  passed,  preferably  of  a 
large  caliber.  It  is  surprising  how  often  this  sim- 
ple, most  valuable  procedure  is  neglected.  A na- 
sogastric tube  will  identify  blood  in  the  esopha- 
gus, stomach,  and  often  in  the  duodenum.  Bleed- 
ing distal  to  the  pylorus  can  be  missed  because  of 
lack  of  reflux  into  the  stomach.  Tardiness  in  in- 
serting the  nasogastric  tube  may  cause  one  to  miss 
an  opportunity  of  discovering  blood  that  has  al- 
ready passed  from  the  upper  gastrointestinal  tract 
into  the  further  recesses  of  the  small  intestine. 
Delaying  such  a simple  procedure  as  the  inser- 
tion of  a nasogastric  tube  may  mean  loss  of  the 
golden  opportunity  to  localize  the  source  of  bleed- 
ing. Aspiration  of  the  nasogastric  contents,  fol- 
lowed by  irrigation  with  iced  saline  lavage,  can  at 
times  induce  hemostasis  and  is  certainly  a well 
worthwhile  procedure.  Fresh  bleeding  may  also 
be  spotted  by  means  of  the  nasogastric  tube. 

The  response  to  fluid  administration  can  best 
be  judged  by  central  venous  pressure  and  urine 
output.* * * 4  Restoring  the  urine  volume  to  25  cc.  per 
hour  indicates  that  the  patient  is  responding  to 
adequate  volume  replacement.  On  occasions,  if 
large  volumes  of  fluid  are  administered  rapidly, 
the  competence  of  the  heart  to  accept  the  volume 


may  be  exceeded.  The  rate  of  infusion  should  be 
decreased  if  a rapid  rise  in  central  venous  pressure 
occurs  and  particularly  if  the  pressure  exceeds  12 
cm.  of  water.  A decrease  in  the  central  venous 
pressure  often  gives  an  earlier  indication  of  hypo- 
volemia than  do  changes  in  blood  pressure  or 
pulse  rate.  In  one  report  from  Sweden  an  elevat- 
ed central  venous  pressure  was  considered  the 
only  reliable  indication  of  impending  overtransfu- 
sion.5 

Determination  of  pH,  oxygen  pressure,  and  car- 

bon dioxide  pressure,  from  arterial  blood  should 
be  made  in  patients  with  heart  failure  or  pulmo- 
nary insufficiency  or  those  in  protracted  shock. 

One  must  remember  to  be  alert  for  myocardial 
infarct.  There  is  an  old  teaching  that  a myocar- 
dial infarct,  precipitated  by  hypovolemia,  has  a 
good  chance  of  being  painless.  In  Palmer’s6  sur- 
vey of  1,400  upper  gastrointestinal  bleeders,  12  of 
these  patients  had  an  acute  myocardial  infarct 
within  twelve  hours  of  onset  of  bleeding,  but  only 

5 complained  of  discomfort. 

Beside  the  monitoring  of  signs,  institution  of 
laboratory  procedures,  and  immediate  emergency 
treatment,  a thorough  history,  the  most  obvious 
aid  to  the  establishment  of  a diagnosis,  should  be 
obtained.  However,  in  a number  of  instances  the 
history  may  cloud  the  issue.  Many  patients  with 
cirrhosis  bleed  from  an  ulcer  rather  than  from 
varices.  A good  percentage  of  ulcers  that  bleed 
have  no  history  suggesting  an  ulcer,  and  patients 
with  an  established  history  of  peptic  ulcer  may 
bleed  from  another  source.  A history  of  hema- 
temesis,  melena,  or  red  blood  in  stools  is,  of 
course,  important.  Questions  should  be  asked  as 
to  the  use  of  alcohol,  aspirin,  phenylbutazone, 
indomethacin,  reserpine,  corticosteroids,  or  anti- 
coagulants. Recent  weight  loss  may  indicate  a 
malignant  condition.  A history  of  hypertension  is 
of  significance,  for  a relatively  normal  pressure  in 
the  face  of  bleeding  may  be  a low  one  for  the  pa- 
tient. As  already  noted,  knowledge  of  coexistent 
diseases  such  as  heart  or  renal  disease  is  of  the 
greatest  importance  in  the  planned  management 
of  the  patient. 

This  leads  us  to  the  next  important  step,  the  at- 
tempt to  localize  the  source  of  bleeding.  A num- 
ber of  patients  will  have  a rather  obvious  diagno- 
sis, that  is,  they  may  have  bled  before  from  a 
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known  duodenal  ulcer;  however,  a good  percent- 
age will  not  be  that  easy.  Since  25  per  cent  or 
more  patients  come  to  surgery,  every  effort  should 
be  made  to  identify  the  bleeding  areas.  The  de- 
velopment of  refined  endoscopic  techniques  with 
various  flexible  instruments  has  been  particularly 
valuable  in  detecting  esophagitis,  gastritis,  stress 
ulceration,  and  varices.  Before  ordering  routine 
roentgenograms  of  the  gastrointestinal  tract, 
many  centers  that  are  staffed  and  equipped  to  do 
so  prefer  to  undertake  selective  angiography  in  the 
actively  bleeding  patient.  Rapid  advances  have 
been  made  in  both  diagnosis  and  treatment  of 
gastrointestinal  bleeding,  utilizing  this  branch  of 
radiology.7  9 Traditional  x-ray  procedures  should 
not  be  delayed  because  of  active  bleeding.  Limi- 
tations do  exist.  The  presence  of  shock  may  pre- 
vent examination  in  the  erect  position,  and  proper 
examination  is  also  frequently  hampered  by  the 
presence  of  intravenous  infusions. 

In  the  management  of  most  patients,  blood 
transfusions  and  general  supportive  measures  are 
often  all  that  is  needed.  Surgery  in  some  cases 
has  been  avoided  and  in  others  delayed  to  a more 
propitious  time  by  instillation  of  vasopressor 
drugs  directly  into  blood  vessels  via  selective  angi- 
ography, supplying  the  bleeding  area.8 

This  may  be  of  particular  value  in  the  treat- 
ment of  esophageal  varices,  where  infusion  of  va- 
sopressor drugs  into  the  superior  mesenteric  artery 
lowers  portal  venous  pressure  by  constricting  the 
splanchnic  arteriolar  bed.  Intravenous  adminis- 
tration of  0.01  units  of  vasopressin  (Pitressin)  per 
kilogram  during  a thirty-minute  period  is  a sim- 
pler but  less  effective  method  of  treating  esopha- 
geal varices.  Disturbing  side-effects  also  limit  the 
use  of  intravenous  vasopressin. 

Surgery 

Perhaps  the  most  critical  decision  in  the  man- 
agement of  gastrointestinal  bleeding  is  to  deter- 
mine if  and  when  to  operate.  Many  guide  lines 
have  been  laid  down  mainly  on  the  basis  of  the 
rate  and  amount  of  blood  loss,  on  whether  contin- 
uous bleeding  occurs,  and  whether  bleeding  recurs 
after  there  has  been  cessation.  The  source  of  the 
bleeding,  the  age  of  the  patient,  and  the  general 
condition  of  the  patient  are  other  factors  in  this 
decision. 

In  a patient  in  shock,  if  bleeding  continues  and 
stable  vital  signs  cannot  be  maintained  after  the 
initial  replacement  of  blood  with  about  5 to  6 
units,  the  decision  must  be  to  operate. 

After  vital  signs  have  been  stabilized,  but  the 
patient  continues  to  bleed  or  rebleeds  during  the 
same  hospital  admission,  a decision  toward  surgi- 
cal intervention  should  be  made.  Many  rules 
have  been  suggested  regarding  the  timing  of  oper- 
ation on  continuous  bleeders.  The  necessity  of 
transfusing  another  1,000  or  1,500  cc.  of  blood 


after  the  initial  volume  has  been  replaced  is  cer- 
tainly a valid  standard  principle.  Remember  that 
a sudden  fall  in  central  venous  pressure  is  an  ex- 
cellent indication  of  uncontrollable  blood  loss.  As 
stated  before,  it  can  be  the  earliest  clue  to  the 
onset  of  rebleeding.  The  increased  risks  of  coagu- 
lation defects  and  cardiac  arrhythmias  as  we  get 
on  to  9 or  10  units  of  blood  are  factors  that  tip  the 
scale  toward  surgery.  And  of  course  the  fact  that 
the  patient  may  be  in  the  older-age  group  with 
complicating  medical  conditions  is  an  important 
consideration.  Many  medical  men  tend  to  be 
very  conservative  in  recommending  surgery  to 
their  older  patients.  But  these  patients  are  far 
less  able  to  tolerate  the  loss  of  blood  than  the 
younger  bleeders.  Early  surgery  in  the  older-age 
group  is  a more  rational  approach,  in  view  of  the 
possible  cardiac,  renal,  and  cerebral  complications 
that  may  ensue  with  continued  blood  loss. 

Many  patients  are  brought  to  the  hospital  after 
they  have  just  stopped  bleeding,  and  many  stop 
after  a very  short  stay  in  the  hospital.  No  surgery 
is  immediately  indicated  in  these  patients.  How- 
ever, if  this  same  abbreviated  bleeder  has  had  2 or 
3 previous  episodes  and  is  in  a generally  stable 
condition,  it  would  be  wise  to  undertake  surgery 
during  the  present  hospitalization  in  what  might 
be  termed  a semielective  procedure. 

The  site  of  bleeding  is  another  important  con- 
sideration influencing  a decision  regarding  sur- 
gery. Gastric  ulcer  is  much  less  likely  to  stop 
bleeding  spontaneously  than  is  a duodenal  ulcer. 
Erosive  gastritis  with  stress  ulceration  is  a par- 
ticularly difficult  situation.  All  medical  mea- 
sures, including  ice  water  lavage,  should  be  at- 
tempted, but  these  often  fail,  and  the  surgeon  has 
a frustrating  problem  as  to  the  type  and  extent  of 
surgery.  Selective  angiography  can  be  of  particu- 
lar help  in  this  situation  in  locating  the  site  of  le- 
sion. 

Esophageal  varices  present  a specific  and  rather 
defiant  problem.  Surgery  is  absolutely  a last  re- 
sort in  an  emergency  situation.  Ice  water  lavages 
of  about  3,000  cc.  over  a twenty  to  thirty-minute 
period  should  be  tried.  Administration  of  vaso- 
pressin has  been  mentioned  previously.  The 
Sengstaken-Blakemore  tube,  in  a properly  super- 
vised environment,  may  be  successful,  but  compli- 
cations, particularly  esophageal  ulceration  and 
pulmonary  aspirations,  are  common  difficulties. 
The  mortality  rate  from  emergency  surgery  for 
esophageal  varices,  whether  portacaval  shunt  or 
variceal  ligation,  is  forbiddingly  high.  As  a result, 
any  reported  series  of  gastrointestinal  bleeding 
that  has  a large  number  of  esophageal  varices  will 
also  have  a high  mortality  rate. 

Summary 

It  may  be  stated  that  the  hoped-for  decrease  in 
the  morbidity  and  mortality  rates  of  patients  with 
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massive  upper  gastrointestinal  bleeding  rests  on 
the  increased  ability  to  localize  the  lesion  and  the 
further  development  of  such  nonsurgical  proce- 
dures as  selective  angiography  in  the  control  of 
active  bleeding.  Surgery  undoubtedly  will  con- 
tinue to  play  its  traditional  role,  but  as  in  the 
past,  knowledge  of  the  site  of  the  bleeding  area 
and  an  increased  awareness  of  the  criteria  for 
operative  intervention  will  be  the  main  basis  for 
improved  results. 


235  East  57th  Street 
New  York,  New  York  10022 
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Symposium  to  be  held  in  Barcelona,  Spain 


The  sixth  symposium  of  the  Fulton  Society  on  “Neurotropic  Drugs  and  Behavior”  will  take  place  on  September  8 
and  9,  1973,  in  Barcelona,  Spain,  along  with  the  International  Congress  of  Neurology. 

For  further  details,  write  to  Professor  Dr.  Victor  Soriano,  Calle  Buenos  Aires  363,  Montevideo,  Uruguay. 
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FIGURE  1.  Ethnic  compositions  of  asthma  group  and 
control  group. 
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A 98  per  cent  incidence  of  intestinal  parasites 
(Ascaris  lumbricoides,  Necator  americanus,  and 
Strongyloides  stercoralis)  in  201  institutionalized 
cases  of  bronchial  asthma  was  recorded  by  Tullis.1 
Initially,  we  thought  that  this  figure  was  excessive. 
Since  our  hospital’s  outpatient  service  caters  to 
an  area  inhabited  mostly  by  Puerto  Ricans  who 
have  both  asthma  and  intestinal  parasites,  it  was 
thought  that  a study  of  this  population  would  give 
us  a good  index  of  the  incidence  of  parasitism  in 
bronchial  asthma. 

Patients  and  methods 

A total  of  131  asthmatic  patients  attending  the 
allergy  clinic  at  The  Long  Island  College  Hospital, 
the  Lutheran  Medical  Center  (Sunset  Park  Fam- 
ily Health  Center),  and  Methodist  Hospital, 
Brooklyn,  New  York,  was  included  in  the  study. 
Criteria  for  the  diagnosis  of  asthma  were:  (1)  a 

history  of  intermittent  wheezing  and  shortness  of 
breath,  and  (2)  an  atopic  background  as  evi- 
denced by  numerous  positive  skin  test  results  to 
various  antigens,  and  a positive  family  history  of 
allergy. 

Our  asthma  or  experimental  group  was  predom- 
inantly Puerto  Rican  (Fig.  1).  Ages  ranged  from 
eight  months  to  fourteen  and  one-half  years  in  the 
pediatric  age  group  and  from  fifteen  to  thirty 
years  in  the  adult  group. 


Two  different  techniques  of  stool  examination 
were  employed.  Stools  from  patients  at  The  Long 
Island  College  Hospital  and  at  Methodist  Hospital 
were  examined  by  a routine  technique  of  spot 
testing.  Stools  from  patients  at  the  Lutheran 
Medical  Center  (Sunset  Park  Family  Health  Cen- 
ter) were  examined  by  Ritchie’s2  method  of  filtra- 
tion and  centrifugation.  This  latter  method  was 
used  by  Tullis.1 

Control  patients  were  taken  at  random  from  the 
general  clinics  of  the  same  institutions.  These 
patients  had  no  evidence  of  asthma  or  hay  fever, 
eczema,  urticaria,  obstructive  respiratory  disease, 
or  any  allied  condition.  Their  stools  were  also  ex- 
amined by  the  two  different  methods  already 
mentioned. 

Results 

Of  the  63  pediatric  asthmatic  patients  from  The 
Long  Island  College  Hospital,  11  patients  (17  per 
cent)  had  stools  positive  for  parasites.  At  the 
Sunset  Park  Family  Health  Center,  of  61  asth- 
matic pediatric  patients,  7 (11  per  cent)  had  ova 
of  parasites  in  their  stools.  At  the  Methodist 
Hospital,  1 (14  per  cent)  of  7 adult  asthmatics  was 
positive  for  parasites. 

The  control  group  revealed  the  following  find- 
ings: at  The  Long  Island  College  Hospital,  the 

incidence  of  intestinal  parasitism  was  42  per  cent, 
while  at  Lutheran  Medical  Center  (Sunset  Park 
Family  Health  Center),  it  was  6 per  cent  (Fig. 
2A).  Interestingly  enough,  A.  lumbricoides  was 
not  the  most  common  parasite  present  (Fig.  2B). 
Trichuris  was  the  most  common  parasite  seen. 
There  were  many  cases  of  multiple  infections. 

A total  of  260  stools  was  examined  by  the  rou- 
tine method  of  spot  testing  at  The  Long  Island 
College  Hospital,  and  a total  of  311  stools  by 
Ritchie’s2  method  of  centrifugation  and  filtration 
at  Lutheran  Medical  Center  (Sunset  Park  Family 
Health  Center).  A greater  number  of  positive 
stools  for  parasites  was  found  using  the  routine 
method  of  spot  testing.  This  implies  that  the 
routine  method  is  not  necessarily  a less  sensitive 
method  for  looking  for  ova  of  parasites. 
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FIGURE  2.  (A)  Results  of  stool  examinations,  asthma 

group  and  control  group.  (B)  Parasites  found,  asthma 
group  and  control  group. 


Statistical  analysis 

William  Allen,  M.D.,  Brooklyn  Polytechnic  In- 
stitute, states: 

Statistical  analysis  of  the  data  in  Figure  1A  indi- 
rectly contradicts  Tullis’1  results.  At  no  hospital 
other  than  the  Long  Island  College  Hospital  did 


A study  was  undertaken  to  elucidate  any  significant 
correlation  of  intestinal  parasitism  with  bronchial 
asthma.  To  accomplish  this,  a cooperative  study 
was  done  involving  patients  from  three  contiguous 
hospitals  in  the  Borough  of  Brooklyn,  New  York. 
A total  of  131  patients  in  whom  the  diagnosis  of 
bronchial  asthma  had  been  established  were 
checked  for  the  presence  of  intestinal  parasites.  A 
control  group  of  73  nonasthmatic  patients  of  the 
same  age  distribution  also  were  checked  for  the 
presence  of  the  same  parasites.  As  a result  of  this 
comparison,  it  was  concluded  that  the  patients  in 
■ the  bronchial  asthmatic  group  do  not  have  a higher 
incidence  of  parasitism  than  that  shown  by  the  con- 
trol group,  and  that  bronchial  asthma  does  not 
have  a significant  correlation  with  intestinal 
parasitism  in  the  groups  involved  in  this  study. 


more  than  1 per  cent  of  the  asthmatics  have  positive 
stool  examinations.  At  this  hospital  42  per  cent  of 
the  control  group  showed  positive  stool  examinations 
for  parasites.  Further  note  that  only  one  patient  in 
the  asthma  group  had  A.  lumbricoides  and  two  pa- 
tients in  the  control  group  had  A.  lumbricoides  (Fig. 
2B). 

The  Long  Island  College  Hospital  data,  with  the 
control  group  having  a higher  percentage  of  positive 
stool  examinations,  show  that  this  difference  is  sta- 
tistically significant  at  the  2.5  per  cent  level.  The 
data  from  Lutheran  Medical  Center  indicate  that  40 
per  cent  of  the  time  this  difference  (11  per  cent,  6 
per  cent)  could  occur  by  chance  alone.  These  calcu- 
lations are  done  primarily  to  show  that  we  under- 
stand the  usual  statistical  techniques. 

From  this  we  can  only  conclude  that:  (1)  either 

our  asthma  patients  are  a very  different  variety  from 
those  examined  by  Tullis,1  or  (2)  there  might  be  a 
false  positive  determination  of  A.  lumbricoides  as 
suggested  by  Farzan.3 

Comments 

The  association  between  intestinal  parasitism 
and  respiratory  symptoms  has  been  recognized 
since  the  1800s.4  Ransom  in  19225  investigated 
the  life  cycle  of  A.  lumbricoides  and  found  that 
the  larvae  reached  the  pulmonary  circulation, 
penetrated  the  alveoli,  and  coughed  up  into  the 
trachea  during  their  maturation  process.  Steiner6 
and  Ransom7  described  the  presence  of  A.  lumbri- 
coides in  the  lung  as  a cause  of  pulmonary  dis- 
ease. Lenczner,  Spaulding,  and  Sanders8  de- 
scribed transient  and  permanent  pulmonary 
symptoms  of  parasitic  infections,  such  as  irritat- 
ing cough,  dyspnea,  asthma,  blood-stained  expec- 
toration, and  pain  in  the  chest.  He  also  explained 
that  the  larvae  of  A.  lumbricoides  may  cause 
hemorrhagic  and  inflammatory  reactions  in  the 
form  of  a pneumonitis  or  interstitial  infiltrates 
with  eosinophilia  (Loffler’s  syndrome),  or  diffuse 
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peribronchitis.  Parasitic  infections  can,  therefore, 
be  considered  a constitutional  condition  involving 
several  organ  systems,  including  the  pulmonary 
system,  and  not  just  a disease  confined  to  the  in- 
testinal tract. 

Ransom9  in  1922  found  that  repeated  cutaneous 
tests  with  swine  A.  lumbricoides  fluids  produced 
prompt  local  reactions,  namely  a stinging  sensa- 
tion, itching,  a wheal,  erythema,  and  swelling. 
The  nature  of  such  skin  reactions  was  not  under- 
stood until  Rackemann,  and  Stevens10  demon- 
strated “reagins”  in  the  blood  of  sensitive  cases. 
Zohn11  demonstrated  the  ease  of  inducing  sensi- 
tivity to  A.  lumbricoides  extracts  by  repeated  cu- 
taneous injections  in  adults.  Brunner12  showed 
that  skin  reactions  to  A.  lumbricoides  extract 
were  not  specific  and  that  cross  reactions  existed 
with  similar  extracts  obtained  from  other  mem- 
bers of  the  nematode  family.  For  these  reasons 
researchers  have  tried  to  correlate  allergic  asthma 
with  parasitosis.  However,  this  observation  is  not 
true  in  the  tropics  where  the  incidence  of  parasit- 
ism is  greater  and  the  incidence  of  asthma  is 
less. 3,13-14 

Conclusion 

Our  study  of  an  outpatient  population  consist- 
ing mainly  of  Puerto  Ricans  has  also  confirmed 
this  observation.  We,  therefore,  conclude  that 
the  asthmatic  group  does  not  have  a higher  inci- 
dence of  parasites  in  their  stools  and,  hence,  we 
cannot  correlate  parasitism  with  bronchial  asth- 
ma. 

The  Long  Island  College  Hospital 
340  Henry  Street 


Brooklyn,  N.Y.  11201 
(DR.  ALCASID) 
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A review  of  the  Greenpoint  Hospital  experience  with 
wounds  of  the  neck  confirms  the  doctrine  that  all 
such  wounds  which  penetrate  the  platysma  muscle 
should  be  treated  promptly  by  formal  exploratory 
cervicotomy.  This  series,  as  well  as  several  others, 
contains  instances  of  damage  to  vital  structures  in 
spite  of  the  innocuous  external  appearance  of  the 
injury.  The  fact  that  there  was  no  death  among  the 
patients  not  submitted  to  operation  is  the  result  of 
better  luck  than  judgment.  Priority  should  be  given 
to  establishment  of  an  airway  and  treatment  of 
shock.  Pharyngo-esophageal  injuries  should  be 
repaired  and  the  area  drained.  Veins,  small  arte- 
ries, and  lymphatics  may  be  ligated.  Large  arteries 
should  be  repaired  after  first  obtaining  proximal 
and  distal  control. 


Wounds  of  Neck 


Treatment  by  prompt  exploration 


FELIX  FERARU,  M.D. 

Brooklyn,  New  York 

Chief,  Department  of  Surgery,  Greenpoint  Hospital  Affiliation 
of  the  Jewish  Hospital  and  Medical  Center  of  Brooklyn,  and 
Clinical  Assistant  Professor  of  Surgery.  State  University  of 
New  York  Downstate  Medical  Center 


Through  the  relatively  narrow  structure  of 
the  neck  pass  a multitude  of  organs  essential  to 
life.  These  include  arteries,  veins,  lymphatic 
channels,  the  trachea,  the  esophagus,  and  cranial 
and  spinal  nerves.  These  are  all  encased  in  com- 
partments bounded  by  fairly  rigid  deep  fascia. 
Injury  to  this  region  produces  unique  problems 
not  found  elsewhere  in  the  body. 

Deep  injuries  of  the  neck  are  relatively  rare. 
The  neck  presents  a small  surface  area  compared 
with  the  rest  of  the  body.  It  is  recessed  between 
the  jaw  above  and  the  shoulders  below.  When 
these  structures  are  brought  closer  to  each  other, 
the  exposed  surface  of  the  neck  is  further  de- 
creased.1 As  a result,  most  surgeons  have  rela- 
tively little  experience  with  this  type  of  injury  and 
are  unaware  that  this  region  requires  care  of  spe- 
cific urgency. 

With  advances  in  vascular  surgery,  endotra- 
cheal anesthesia,  blood  and  fluid  replacement, 
and  antibiotics,  early  reparative  measures  became 
possible.  In  1956,  Fogelman  and  Stewart2  were 
able  to  demonstrate  a precipitate  drop  in  the 
mortality  rate  of  patients  submitted  to  explorato- 
ry cervicotomy  within  six  hours  of  injury.  They 
recommended  such  treatment  for  all  wounds  pen- 
etrating the  platysma. 

Many  authorities  since  have  agreed  with  this 
doctrine,  but  there  remain  a few  leaning  to  a more 
conservative  approach.3,4  Accordingly,  the  expe- 
rience at  Greenpoint  Hospital  has  been  reviewed 
in  an  attempt  to  resolve  this  dispute. 

Material  and  method 

This  series  includes  the  period  between  July  1, 
1964,  and  December  31,  1972.  During  this  inter- 
val 46  patients  presented  wounds  of  the  neck;  45 


TABLE  I.  Signs  observed 


Signs 

Number  of 
Patients 

External  bleeding 

13 

Hematoma 

9 

Collapse 

6 

Emphysema,  subcutaneous 

4 

Emphysema,  mediastinal 

2 

Dyspnea 

1 

No  signs  except  for  external 
wound 

21 

were  male  and  1 was  female.  They  ranged  in  age 
from  thirteen  to  sixty  years,  but  most  were  in  the 
third  and  fourth  decades  of  life.  There  were  29 
patients  of  Puerto  Rican  origin,  12  were  black, 
and  5 were  white.  This  distribution  parallels  that 
of  the  neighborhood  this  municipal  hospital 
serves. 

Stab  wounds  accounted  for  27  of  the  injuries: 
gunshot  wounds  for  13.  Three  of  the  patients 
were  passengers  in  auto  accidents.  Two  men  at- 
tempted suicide  by  slitting  their  throats.  A thir- 
teen-year-old  amateur  chemist  was  the  victim  of 
an  explosion,  and  multiple  glass  fragments  pierced 
his  neck.  Signs  observed  on  examination  of  the 
patients  are  listed  in  Table  I. 

In  addition  to  the  neck  wounds,  24  patients  suf- 
fered simultaneous  injuries  to  other  regions  or  or- 
gans. These  are  listed  in  Table  II. 

Of  the  neck  wounds  15  did  not  penetrate  the 
platysma  and  were  closed  with  interrupted  su- 
tures either  under  local  anesthesia  or,  in  2 cases, 
after  more  extensive  repairs  in  other  regions  of  the 
body.  Exploratory  cervicotomy  was  performed  on 
20  patients.  Of  these,  only  4 suffered  no  injury  to 
any  vascular  structure,  esophagus,  or  trachea. 
No  deaths  or  complications  resulted  from  these 
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TABLE  II.  Associated  injuries 


TABLE  III.  Vital  structures  injured 


Number  of 

Location  Patients 


Chest  Wall 

7. 

Pleura  (pneumothorax) 

4 

Face 

4 

Abdominal  wall 

3 

Aim,  soft  tissues 

3 

Scalp 

2 

Fracture  of  mandible 

2 

Leg,  soft  tissues 

2 

Liver  and  small  intestine 

1 

Spleen 

1 

Spinal  cord,  cervical  region 

1 

negative  explorations.  The  vital  structures  in- 
jured in  the  other  16  patients  who  underwent  for- 
mal exploration  are  listed  in  Table  III. 

The  carotid  arteries  were  repaired  to  restore 
blood  flow.  Smaller  arteries  and  all  veins,  includ- 
ing the  internal  jugulars,  were  treated  by  ligation. 
Tracheostomy  was  performed  for  tracheal  and  la- 
ryngeal injuries.  The  esophagus  and  hypophar- 
ynx  were  each  repaired  in  two  layers  and  the  area 
drained. 

There  were  4 deaths  in  this  series,  a mortality 
rate  of  8.4  per  cent. 

The  victim  of  the  explosion  of  his  chemical  experi- 
ment was  brought  to  the  emergency  room  in  shock. 
Blood  transfusions  were  started  through  veins  in  both 
arms.  As  the  incision  for  exploration  of  the  neck  was 
started,  manual  pressure  on  a bleeding  point  was  re- 
laxed for  a moment.  There  was  a sudden  gush  of  blood 
from  the  internal  jugular  vein,  and  the  heart  stopped 
beating.  External  cardiac  compression  was  started 
while  the  vein  was  clamped  and  ligated.  However,  ef- 
forts at  resuscitation  were  unsuccessful.  Possibly  the 
hemorrhage  might  have  been  controlled  by  first  isolat- 
ing the  vein  proximally  and  distally  to  the  point  of 
injury. 

A forty-seven-year-old  man  was  shot  in  the  neck  and 
back.  Splenectomy  was  performed,  and  then  a lacera- 
tion of  the  cervical  esophagus  was  repaired.  His  death 
the  following  day  was  believed  due  to  his  intraperitone- 
al  injuries. 

A sixty-year-old  man  slit  his  throat  in  a suicidal  at- 
tempt. His  wound  involved  the  larynx,  the  hypophar- 
ynx,  and  the  anterior  jugular  vein.  Tracheostomy  was 
performed,  and  the  hypopharynx  and  larynx  were  re- 
paired. He  died  two  weeks  later  of  diffuse  cerebral 
damage,  probably  the  result  of  anoxia  from  aspiration 
of  blood. 

A twenty-three-year-old  man  was  stabbed  in  the  left 
side  of  the  chest  and  the  left  side  of  the  neck.  Trache- 
ostomy was  performed  and  blood  transfusion  started. 
After  arrest  his  heart  was  successfully  restarted  by 
rhythmic  external  compression.  The  common  carotid 
artery  and  internal  jugular  vein  were  lacerated.  The 
artery  was  repaired  and  the  vein  ligated,  but  the  heart 
again  stopped  beating  as  the  wound  was  being  closed. 
This  time  it  could  not  be  restarted. 


Number  of 

Structure  Patients 


Common  carotid  artery 

2 

Internal  jugular  vein 

2 

External  jugular  vein 

6 

Anterior  jugular  vein 

1 

Facial  artery 

1 

Facial  vein 

2 

Trachea 

2 

Larynx 

1 

Esophagus 

1 

Hypopharynx 

1 

Two  patients  went  into  profound  shock  from 
injury  to  the  external  jugular  vein  alone.  These 
were  ligated.  Both  patients  recovered. 

Two  of  the  operations  were  performed  through 
collar  incisions.  In  2 other  cases  the  stab  wounds 
were  enlarged  to  permit  exploration.  The  re- 
maining 16  procedures  were  done  through  oblique 
incisions  along  the  anterior  border  of  the  sterno- 
cleidomastoid muscle. 

Eleven  patients  were  “observed”  and  treated 
expectantly.  Eight  of  the  injuries  were  gunshot 
wounds  and  3 were  stabbings.  In  this  group  there 
were  no  deaths.  In  one  of  these  patients  it  was 
obvious  that  the  bullet  had  perforated  the  tra- 
chea. Tracheostomy  was  performed,  and  the  only 
further  investigation  involved  a swallow  of  sodium 
diatrizoate  solution  (Hypaque)  with  radiographic 
confirmation  of  an  intact  esophagus.  Another  pa- 
tient had  a stab  wound  in  the  right  supraclavicu- 
lar area.  Chest  roentgenogram  revealed  a pneu- 
mothorax which  was  treated  by  closed  thoracos- 
tomy. A third  patient  suffered  transection  of  his 
spinal  cord  at  the  level  of  the  seventh  cervical  ver- 
tebra. Two  more  patients  refused  treatment. 
Subsequent  visits  to  the  emergency  room  con- 
firmed their  survival. 

Observations 

Does  this  experience  refute  the  recommenda- 
tions of  Fogelman  and  Stewart?2  Stein  and 
Seaward4  routinely  explored  gunshot  wounds  but 
suggested  a conservative  approach  for  stab 
wounds  unless  there  were  definite  selective  indica- 
tions for  operation.  These  were:  serious  hemor- 

rhage either  prior  to  admission  or  at  any  subse- 
quent time,  changes  in  the  tone  of  voice,  dyspnea, 
dysphagia,  hemoptysis,  hematemesis,  hematoma 
other  than  a small  one  surrounding  the  wound  of 
entrance,  hypotension,  hemothorax  in  the  absence 
of  chest  wounds,  absent  or  diminished  peripheral 
pulses,  or  progressive  neurologic  defect.  Subcuta- 
neous emphysema  they  regarded  as  benign  and 
operated  only  for  emphysema  in  the  deeper  layers 
suggestive  of  esophageal  injury.  They  had  only 
one  complication  and  no  deaths  in  their  series  of 
patients  treated  conservatively. 
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McQuaide  and  Villet3  approached  the  problem 
by  listing  their  criteria  for  conservative  manage- 
ment. These  included:  a history  of  more  than 

twelve  hours  since  injury  with  no  sign  of  serious 
damage,  site  and  direction  of  wound  indicating 
absence  of  vital  structures,  size  of  wound,  imply- 
ing that  a long  wound  is  more  superficial,  lack  of 
tenderness,  supraclavicular  wounds  with  pneumo- 
thorax, and  negative  findings  on  esophagoscopy 
and  bronchoscopy.  Their  indications  for  opera- 
tion included  those  listed  by  Stein  and  Seaward4 
and  added  evidence  of  a widened  mediastinal 
shadow  or  the  presence  of  mediastinitis.  Every 
patient  treated  by  observation  alone  recovered. 
But  of  19  patients  who  had  delayed  exploration, 
2 died,  2 developed  hemiplegia,  and  2 developed 
mediastinitis,  of  whom  one  recovered. 

The  paucity  of  immediate  signs  of  injury  of  vital 
neck  structures  has  been  known  for  many  years. 
Ashworth,  Williams,  and  Byrne5  reported  that 
one  third  of  the  injuries  to  major  structures  in 
their  series  were  manifested  by  no  clinical  evi- 
dence whatsoever,  including  one  through-and- 
through  bullet  wound  of  a carotid  artery. 

Yoder  and  Merck6  performed  completely  nega- 
tive explorations  in  only  26  of  48  patients  with  in- 
nocuous-appearing wounds.  Jones,  Terrell,  and 
Salyer7  reported  injuries  to  17  major  structures, 
including  13  major  arteries,  in  15  patients  with 
clinically  negative  neck  wounds. 

Table  IV  lists  the  reported  wounds  with  proved 
vital  injury  which  presented  no  alarming  signs. 
The  structures  involved  included  the  common 
carotid  and  internal  carotid  arteries  and  the  inter- 
nal jugular  vein.  The  2 cases  in  the  Greenpoint 
Hospital  series  include  1 of  the  internal  jugular 
vein  and  1 in  which  a pellet  of  clothing  was  found 
deep  in  the  region  of  the  carotid  sheath.  Without 
removal  it  almost  certainly  would  have  caused  a 
deep  cellulitis  or  fatal  mediastinitis. 

Weaver  et  al.8  reported  3 patients  who  were  ob- 
served and  believed  to  have  suffered  no  vital  inju- 
ry but  who  subsequently  required  surgical  treat- 
ment. One  had  an  abscess;  the  second,  a false 
aneurysm  of  a carotid  artery;  and  the  third  an  ar- 
teriovenous fistula. 

Risley  and  McClerkin9  reported  bullet  transec- 
tion of  both  common  carotid  arteries  with  weak 
but  persistent  peripheral  pulses.  Hubay10  sug- 
gested that  pulsations  may  be  transmitted 
through  a thrombus  completely  occluding  the  in- 
jured artery.  I have  been  unable  to  find  any  re- 
port of  complication  or  death  following  negative 
findings  on  exploration  of  the  neck. 

For  many  years  thoracic  surgeons  recognized 
that  the  lower  pressures  in  the  pulmonary  circula- 
tion made  it  possible  to  treat  most  wounds  of  the 
chest  without  formal  thoracotomy.  Recent  pro- 
posals for  expectant  treatment  of  penetrating 
abdominal  wounds  are  receiving  wide  accep- 
tance.11 But  these  principles  cannot  be  applied  to 


TABLE  IV.  Lack  of  signs  in  spite  of  vital  injury 


Reports 

Number  of 
Patients 

Fogelman  and  Stewart2 

4 

Jones,  Terrell,  and  Salyer7 

15 

Yoder  and  Merck6 

22 

Ashworth,  Williams,  and  Byrne5 

7 

Greenpoint  Hospital  series 

2 

the  region  of  the  neck  because  the  small  volume  of 
the  compartments  in  the  neck  can  lead  to  rapid 
compression  and  obstruction  of  vital  structures. 
It  is  therefore  recommended  that  the  treatment 
of  deep  wounds  of  the  neck  be  regarded  as  a spe- 
cial discipline,  requiring  prompt  intervention  be- 
fore alarming  signs  develop. 

Treatment — historical  aspects 

Until  fairly  recent  years  the  prognosis  in  pene- 
trating wounds  of  the  neck  depended  on  chance 
and  luck.  For  example,  Mocquot,  in  1917, 12  rec- 
ommended surgical  intervention  only  in  those 
cases  with  brisk  external  bleeding  or  large  hema- 
toma, preferring  to  await  further  developments  in 
the  absence  of  any  “menacing  symptom.”  This 
delay  was  an  attempt  to  avoid  the  necessity  of  li- 
gation of  either  the  common  or  internal  carotid 
arteries,  even  though  he  was  well  aware  of  the 
possibility  of  the  later  development  of  secondary 
hemorrhage  or  the  formation  of  an  aneurysm. 

Preliminary  conservative  treatment  was  recom- 
mended as  late  as  1941. 13  Arteriorrhaphy  was  at- 
tempted with  rare  success.14  Ligation  of  carotids 
was  considered  possible  without  cerebral  compli- 
cations in  young  patients  if  “great  care  was  taken 
to  nurse  them  flat  for  at  least  a week  after  opera- 
tion and  to  restore  their  blood  volume  with  trans- 
fusions.”15 

Treatment — modern  concepts 

The  patient  should  be  transported  in  the  head- 
down  position,  prone  or  semiprone,  to  prevent 
both  air  embolism  and  aspiration  of  blood  or  vom- 
itus.16  External  hemorrhage  is  best  controlled  by 
digital  pressure.17  An  adequate  airway  must  be 
provided,  by  tracheostomy  if  necessary.2  Shock 
must  be  treated. 

There  may  be  time  for  some  preoperative  inves- 
tigation, if  the  patient’s  condition  permits,  but  no 
study  is  absolutely  essential  in  an  extreme  emer- 
gency. The  work-up  may  include  roentgenograms 
of  the  neck,  chest,  skull,  and  such  other  areas  as 
may  be  indicated.  The  integrity  of  the  pharynx 
and  esophagus  may  be  determined  by  radiography 
of  a swallow  using  a water-soluble  contrast  solu- 
tion. A simpler  method  would  be  to  have  the  pa- 
tient swallow  some  methylene  blue  dye  which 
would  be  noted  at  operation  in  the  periesophageal 
tissues  if  an  opening  is  present.  Stone  and  Calla- 
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han18  reported  two  esophageal  perforations  which 
were  not  demonstrated  by  lipiodol  esophogram. 
Carotid  arteriograms,19  bronchoscopy,  or  esopha- 
goscopy  may  rarely  be  indicated.17 

The  wound  should  be  spread  and  probed  only  to 
the  level  of  the  platysma  and  no  deeper.7  If  the 
platysma  is  penetrated,  formal  operation  is  under- 
taken. Here  again  it  is  important  to  maintain  the 
operative  area  at  a slightly  lower  level  than  the 
heart  to  prevent  air  embolism. 

Adequate  exposure  is  essential,  using  an  inci- 
sion along  the  anterior  border  of  the  sternomas- 
toid  or  a collar  incision.  These  can  be  extended 
as  necessary.  If  the  mediastinum  or  pleural  cavi- 
ty is  involved,  partial  or  complete  median  sternot- 
omy may  be  required.17  If  possible  the  intrave- 
nous infusion  should  be  started  on  the  uninjured 
side.20  If  bilateral  venous  injury  is  suspected,  the 
internal  saphenous  vein  should  be  used. 

Veins  and  small  arteries  may  be  ligated,  but  the 
larger  arteries  should  be  repaired.21  A laceration 
in  a large  blood  vessel  must  not  be  approached  di- 
rectly. Digital  pressure  to  the  injured  site  should 
be  applied  until  proximal  and  distal  control  of  the 
vessel  is  obtained.  Then  vascular  clamps  can  be 
placed.17  Injury  to  the  thoracic  duct  is  treated  by 
ligation. 

Care  must  be  taken  to  avoid  missing  an  esopha- 
geal laceration,  lest  a fatal  mediastinitis  ensue. 
Careful  suture  repair  in  two  layers  is  required  for 
all  but  the  smallest  wounds.10  Drainage  of  the 
area  is  essential. 

Fractures  of  laryngeal  cartilages  may  not  be  ob- 
vious and  may  cause  no  external  change  in  con- 
tour.1 Therefore,  careful  laryngologic  examina- 
tion should  be  undertaken  as  soon  as  possible, 
within  a few  days  if  it  could  not  be  done  at  the 
time  of  original  treatment.  This  is  most  impor- 
tant before  the  tracheostomy  tube  is  removed. 

Summary 

A review  of  the  Greenpoint  Hospital  experience 
with  wounds  of  the  neck  confirms  the  doctrine 
that  all  such  wounds  which  penetrate  the  platys- 
ma muscle  should  be  treated  promptly  by  formal 
exploratory  cervicotomy.  This  series,  as  well  as 
several  others,  contains  instances  of  damage  to 
vital  structures  in  spite  of  the  innocuous  external 
appearance  of  the  injury.  The  fact  that  there  was 
no  death  among  the  patients  not  submitted  to  op- 
eration is  the  result  of  better  luck  than  of  judg- 
ment. 


Priority  should  be  given  to  establishing  an  air- 
way and  treating  shock.  Pharyngo-esophageal  in- 
juries should  be  repaired  and  the  area  drained. 
Veins,  small  arteries,  and  lymphatics  may  be  li- 
gated. 

Large  arteries  should  be  repaired  after  first  ob- 
taining proximal  and  distal  control. 

Greenpoint  Hospital 
300  Skillman  Avenue 
Brooklyn,  New  York  11211 
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In  Part  I of  this  review,  which  appeared  in  the 
June  15  issue  of  the  Journal,  the  author  defined 
CS  (cardiogenic  shock)  as  a clinical  syndrome  of 
hypotension,  depressed  urinary  output,  altered 
mentation,  and  evidence  of  poor  skin  perfusion, 
all  of  which  result  from  intrinsic  heart  disease. 
The  CS  syndrome  associated  with  acute  myocar- 
dial infarction  is  considered  in  detail. 

Despite  both  significant  advances  in  measuring 
and  monitoring  myocardial  performance  and  the 
institution  of  coronary  care  units,  survival  of  pa- 
tients with  CS  has  not  been  appreciably  altered. 
The  author  mentions  that  the  incidence  of  CS 
after  acute  myocardial  infarction  is  approximately 
15  per  cent  and  the  mortality  rate  remains  high, 
exceeding  90  per  cent.1 

CS  may  be  due  to  an  acute  diminution  of  coro- 
nary blood  flow,  for  example,  by  occlusion  of  a 
major  coronary  vessel  usually  in  the  presence  of 
previous  myocardial  impairment;  an  acute  change 
in  mechanical  loading,  such  as  a ruptured  papil- 
lary muscle,  interventricular  septum,  or  free  ven- 
tricular wall;  or  end-stage  myocardial  failure,  for 
example,  one  of  the  cardiomyopathies. 

Recent  advances  describing  the  pathophysiology 
of  CS  and  the  determinants  and  evaluation  of  left 
ventricular  performance  are  discussed. 

Myocardial  mechanics 

Cardiac  performance  may  be  assessed  by  the 


END  DIASTOLIC  VOLUME  (PRESSURE) 
or  DIASTOLIC  MUSCLE  LENGTH  or 
END  DIASTOLIC  TENSION 

FIGURE  9.  Family  of  length  tension  curves  Shift  of 
curve  downward  and  to  right  reflects  decreased  con- 
tractility. 

consideration  of  variations  in  five  major  determi- 
nants which  are  preload,  myocardial  contractility, 
afterload,  synergy  of  contraction,  and  ventricular 
rate.123,124  The  first  three  of  these  variables  de- 
scribe both  velocity  of  myocardial  fiber  shortening 
and,  hence,  SV  (stroke  volume).  Preload  refers  to 
the  end-diastolic  fiber  length  (circumferential)  of 
the  ventricle  and  is  a function  of  the  end-diastolic 
volume  and  passive  intramyocardial  wall  stress. 
The  relation  between  stroke  volume  and  preload 
(end-diastolic  volume)  describes  the  familiar 
Frank-Starling,  length-tension,  or  ventricular 
function  curve  (Fig.  9).  The  afterload  of  the  LV 
reflects  the  ejection  impedance  and,  hence,  is  di- 
rectly related  to  the  resistance  offered  by  aortic 
pressure.125  Systolic  intramyocardial  wall  stress  is 
proportional  to  the  product  of  intraventricular 
pressure  and  radius  and  inversely  proportional  to 
wall  thickness,  according  to  the  LaPlace  equation. 
Hence,  afterload  is  also  a function  of  heart  size 
(radius)  and  thickness.  In  the  normal  heart, 
when  end-diastolic  volume  is  constant,  increasing 
aortic  pressure  decreases  SV,  thus  writing  the 
“force-velocity”  curve  (Fig.  3).126’127  In  the  com- 
promised left  ventricle,  rises  in  afterload,  pro- 
duced pharmacologically,  may  reduce  stroke  vol- 


July  1,1973  / New  York  State  Journal  of  Medicine  1793 


ume  when  end-diastolic  pressure  rises.128 

Contractility  is  an  inherent  property  of  myocar- 
dium, defined  phenomenologically  as  ventricular 
performance  under  given  loading  conditions. 
Thus,  from  any  predetermined  resting  length, 
the  force,  speed,  and  extent  of  muscle  shortening 
is  a function  of  contractility.  Cardiac  perfor- 
mance may  be  evaluated  in  terms  of  its  function 
as  a pump  or  as  a muscle.127,129,130  Assessment  of 
pump  function  in  CS  has  already  been  discussed, 
using  standard  hemodynamic  variables.  Some 
specific  pertinent  comments  will  be  made  about 
each  of  the  primary  determinants  of  myocardial 
performance  (that  is,  evaluation  of  the  heart  as  a 
muscle),  about  myocardial  oxygen  consumption, 
and  then  about  systolic  time  intervals. 

Preload.  LVEDP  is  frequently  used  as  an 
index  of  preload  predicated  on  its  relation  to 
LVEDV.  The  relation  between  LVEDP  and 
LVEDV,  the  diastolic  ventricular  compliance,  has 
already  been  mentioned.  In  normal  hearts,  small 
decreases  in  LVEDP  cause  substantial  falls  in  SV. 
Hearts  with  diminished  contractility  may  demon- 
strate little  change  in  SV  with  alterations  in 
LVEDP,  reflecting  a decreased  slope  of  the  as- 
cending limb  of  its  ventricular  function  curve. 
For  each  level  of  contractility,  a new  ventricular 
function  curve  is  described.  When  contractility  is 
constant,  SV  increases  with  increasing  filling  pres- 
sure and  volume.  Such  augmentation  of  SV  has 
been  recognized  as  a heterometric  “compensato- 
ry” phenomenon  in  patients  with  compromised 
ventricular  function,  as  in  CS.  Indeed,  titration 
of  SV  by  careful  increments  in  LVEDP,  produced 
by  expansion  of  intravascular  volume,  is  now 
practiced  in  many  centers.32  In  fact,  volume 
loading  in  patients  surviving  LV  power  failure  is 
attended  by  a proportionately  greater  increase  in 
Cl  than  either  PAEDP  or  LVEDP,  again  reflect- 
ing a low  slope  of  the  ventricular  function  curve. 
Thus,  expansion  of  intravascular  volume  may 
provide  a clinical  means  of  assessing  the  shape  of 
the  ventricular  function  curve  and  possibly  prog- 
nosis as  well. 

Chronically  diseased  left  ventricles  do  not  ap- 
pear to  operate  on  a descending  limb  of  the  Star- 
ling curve  in  man.131  Acute  falls  in  coronary 
blood  flow  in  the  dog,  however,  may  produce  a de- 
scending limb  of  the  curve.132  135  The  currently 
available  evidence  does  not  support  a similar 
event  in  man.21,25,28,32 

Afterload.  The  inverse  relationship  between 
SV  and  afterload,  when  contractility  is  un- 
changed, has  been  stressed  as  a fundamental 
property  of  myocardium  (Fig.  3). 129  In  isolated 
papillary  muscle,  afterload  continuously  influ- 
ences the  force-velocity-length-time  relation  dur- 
ing the  active  state  of  the  muscle.136,137  Not  only 
is  there  an  instantaneous  alteration  in  left  ventric- 
ular ejection  pattern  due  to  changing  afterload, 
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A.  NORMAL 

B.  DEPRESSED  HEART 

C.  INCREASED  PRELOAD 

D POSITIVE  INOTROPIC  A6ENT 

FIGURE  10.  Alteration  in  myocardial  mechanics  pro- 
duced by  positive  inotropic  agent  administered  after 
acute  myocardial  infarction.  A — ► B:  decreased  LV 

performance  associated  with  downward  shift  in  force- 
velocity  curve;  B — > C:  "compensatory"  increase  in 

preload  defends  cardiac  output;  C — * D positive  ino- 
tropic agent  increases  contractility  toward  normal. 

but  also  ventricular  performance  is  augmented 
after  several  ensuing  beats — the  Anrep  effect,129  or 
homeometric  regulation.138  Clinically,  infusion  of 
a potent  vasopressor  may  reduce  CO,  despite  con- 
sequent elevation  in  LVEDP,128  and  even  induce  a 
descending  limb  of  the  Starling  curve  by  simulta- 
neously altering  afterload.  Thus,  it  is  important 
to  note  that  raising  systemic  vascular  resistance 
with  a pure  alpha-receptor  stimulant,  for  exam- 
ple, methoxamine,  may  reduce  cardiac  out- 
put.25,139 After  myocardial  infarction,  increased 
PVR,  whether  resulting  from  reflex  mechanisms 
endogenously  or  iatrogenically,  may  impair  ven- 
tricular function.135,140 

Contractility.  Characterization  of  an  index  of 
myocardial  contractility  has  met  with  considera- 
bly less  success  than  measurement  of  loading  con- 
ditions. Vmax  (the  intercept  of  the  force-velocity 
curve  with  the  velocity  axis)  was  introduced  as  a 
variable  said  to  be  independent  of  preload  and 
afterload.141  Whether  Vmax  is  indeed  independent 
of  fiber  length  has  recently  been  seriously  dis- 
puted.141 152  Problems  limiting  the  use  of  muscle 
mechanics  in  the  intact  heart  have  been  enumer- 
ated.144,153 Nonetheless,  certain  relations  between 
contractility  and  loading  must  be  recognized. 
When  the  inotropic  state  of  the  LV  is  augment- 
ed, the  LV  function  curve  shifts  upward  (Fig.  9). 
The  effect  of  altered  contractility  on  the  force- 
velocity  curve  is  seen,  where  the  alterations  pro- 
duced by  “Starling  compensation”  are  also  illus- 
trated (Fig.  10). 

The  depression  in  contractility  accompanying 
myocardial  infarction  and  cardiogenic  shock, 


Physiological  Variable  Usual  Findings  Therapeutic  Implications 


Preload 


Afterload 


Increased 


Normal  or 
low 


Maintenance  of  elevated  left  ventricular  end- 
diastolic  volume  may  be  necessary  to  sus- 
tain cardiac  output 

Optimum  atrial  booster  pump  function  impor- 
tant 

Adequate  systemic  arterial  pressure  during 
diastole  necessary  to  maintain  coronary  per- 
fusion 


Inotropic  State 


Heart  Rate 


Depressed 


Slightly 

increased 


Elevated  systolic  arterial  pressure  may  reduce 
cardiac  output  and  will  increase  MVO, 

Acidosis  and  hypoxia,  anti-arrhythmic  agents, 
and  increased  temperature  depress  the 
inotropic  state  of  surviving  myocardium 

Positive  inotropic  agents  augment  myocardial 
performance,  but  may  increase  MVO„  and 
adversely  affect  ischemic  areas 

Mild  increase  in  heart  rate  may  serve  to  main- 
tain minute  output  of  failing  heart,  and  mild 
bradycardia  may  result  in  decreased  cardiac 
output 


Tachycardia  increases  MVO,  and  adversely 
affects  ischemic  areas 

FIGURE  11.  Pathophysiology  and  therapeutic  implications  concerning  left  ventricular  function  in  acute  myocardial 
infarction.  "Usual"  alterations  in  determinants  of  left  ventricular  function  are  enumerated.1248 


when  the  heart  is  evaluated  as  a pump,  that  is, 
hemodynamics,  has  already  been  discussed.154 
Similarly,  current  data  also  reflect  depressed 
contractility  when  the  heart  is  assessed  as  a mus- 

155.156 

The  relation  between  CO  as  a function  of  pre- 
load, afterload,  contractility,  synergy  of  contrac- 
tion, and  heart  rate  may  be  appreciated  by  con- 
sidering alterations  in  the  independent  variables. 
Several  years  ago  it  was  noted  that  in  the  normal 
dog  an  increase  in  preload  augmented  SV,  where- 
as an  increase  in  contractility  did  not.157  It  is  now 
recognized  that  a single  intervention  may  simulta- 
neously influence  more  than  one  major  determi- 
nant of  ventricular  performance.  Hence  a posi- 
tively inotropic  maneuver  need  not  result  in  aug- 
mented SV  or  CO.158  For  instance,  in  the  normal 
animal,  while  isoproterenol  diminishes  afterload, 
CO  usually  rises,  due  to  its  positive  inotropic  ef- 
fect (Fig.  4).  An  alpha-agonist,  methoxamine, 
may  increase  afterload,  with  no  effect  on  the  con- 
tractile state,  to  diminish  CO.  The  net  effect  of 
ouabain,  due  to  a concomitant  increase  in  aortic 
impedance  to  emptying,  may  not  necessarily  be 
increased  SV. 

This  assumes  preload,  contractility,  afterload, 
and  rate  are  completely  independent.  However, 
this  is  not  the  case:  an  increase  in  afterload  (for 

example,  due  to  increased  PVR)  may  elevate  pre- 
load, resulting  in  less  reduction  in  SV  than  antici- 
pated. The  Bowditch  phenomenon  is  another 


well-known  relation  between  the  major  determi- 
nants of  LV  performance,  in  which  contractility  is 
augmented  as  the  cardiac  rate  rises.129 

Application  of  these  concepts  to  the  hearts  of 
patients  in  CS,  after  myocardial  infarction,  differs 
in  that  not  only  may  values  of  the  determinants  of 
LV  performance  be  altered,  but  also  abnormal 
relations  between  variables  may  change  PVR  and 
venous  compliance.  The  autonomic  nervous  sys- 
tem may  additionally  directly  influence  CO,  heart 
rate,  and  contractility.124  A summary  of  the 
“usual”  pathophysiology  in  CS  appears  in  Figure 
11. 

Synergy  of  contraction 

The  left  ventricular  wall  normally  contracts  in 
an  integrated  fashion  which  results  in  a maximum 
ejection  vector  of  blood  through  the  outflow 
tract.159  Disorderly  distribution  of  myocardial 
contractile  effort  wastes  work  in  two  ways:  (1) 

failure  of  an  affected  regional  volume  of  muscle  to 
contribute  meaningfully  to  ejection,  and  (2)  dissi- 
pation of  energy  from  nonaffected  regions  which 
contract  “against”  affected  regions  of  myocar- 
dium. The  contraction  of  one  segment  of  muscle 
with  simultaneous  bulging  of  the  ventricle  else- 
where diminishes  peak  aortic  flow.160  Any  area 
where  there  is  a lack  of  synchrony  may  retard 
ejection  velocity  by  functioning  as  an  elastic  ele- 
ment in  series  with  normally  contractile  areas. 
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PATTERNS  OF  LV  ASYNERGY 
RAO  VIEW 


END -DIASTOLE 


FIGURE  12.  Three  patterns  of  left  ventricular  asynergy 
which  have  been  identified. 

Work  of  properly  functioning  segments  is  spent 
stretching  such  dysfunctioning  regions. 

Asynergy  may  result  from  both  disordered  elec- 
trical activation  and/or  from  segmentally  com- 
promised contractility.  Four  patterns  of  dyssyn- 


ergy  have  been  identified  during  cineangiography: 
(1)  hypokinesis,  depressed  inward  movement  of  a 
ventricular  wall  segment;  (2)  akinesis,  absent 
movement  of  a segment;  (3)  dyskinesis,  (paradoxi- 
cal) systolic  outward  movement  of  a segment;  and 
(4)  asynchrony,  temporal  derangement  of  the  se- 
quence of  contraction  (Fig.  12). 1600-165 

Regional  ventricular  dysfunction  after  myocar- 
dial infarction  was  observed  many  years  ago.2,155 
Dyskinesis  during  the  acute  phase  of  experimen- 
tal myocardial  infarction  in  the  dog  has  been  re- 
peatedly observed,  and  is  replaced  by  akinesis 
later  in  the  evolution  of  the  infarction.  The 
quantitative  prediction  that  an  akinetic  area  of 
over  25  per  cent  total  ventricular  surface  area  will 
diminish  SV  has  already  been  mentioned.115 

Dyskinesis  may  also  be  observed  on  recovery  of 
an  ischemic  muscle.  When  oxygen  was  intro- 
duced into  an  ischemic  papillary  muscle  prepara- 
tion, recovery  of  peak  force  development  preceded 
improvement  in  the  speed  of  contraction.166  Re- 
newed interest  in  dyssynergy  has  been  reflected  in 
new  techniques  for  its  detection.  Apex-  and  kine- 
tocardiography  have  been  supplemented  by  pre- 
cordial scanning  and  the  noninvasive  techniques 
of  radarkymography  and  electrocardiograph-gated 
cardiac  scintiphotography.  Precordial  scanning 
may  be  used  to  detect  and  quantify  the  extent  of 
an  area  of  myocardial  infarction.  A radioactive 
substance  is  incorporated  by  normal  myocardium, 
allowing  identification  of  the  infarction  as  a “cold 
spot”  on  scanning.167  169  Several  radionuclides 
have  been  used,  but  the  most  promising  resolution 
is  gained  with  the  use  of  K43.169  Radarkymogra- 
phy, or  heart  tracking,  involves  the  continuous 
quantitative  assessment  of  heart-wall  motion  with 


FIGURE  13  Relationship  of  abnormal  LV  compliance  to  hemodynamic  variables.174 
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FIGURE  14.  Coronary  blood  flow  (CBF)  plotted  as  func- 
tion of  myocardial  oxygen  consumption  (MVO2).  In 
"normal"  curve.  CBF  rises  linearly  with  MVO2.  When 
CBF  is  compromised,  but  remains  sufficient  to  sustain 
myocardium,  no  myocardial  necrosis  is  anticipated 
("least  acceptable"  curve).  However,  when  CBF  fails 
to  rise  as  MVO2  increases,  imbalance  between  myocar- 
dial oxygen  supply  and  demand  may  result  in  myocardial 
cell  death. 

cinefluoroscopy.170 172  With  the  use  of  heart 
tracking,  asynergy  was  again  noted  to  be  a fre- 
quent occurrence  after  myocardial  infarction  in 
man.  In  addition,  as  noted  in  the  canine  prepara- 
tions, areas  of  akinesis  followed  dyskinesis  during 
the  course  of  the  infarction.172 

Electrocardiograph-gated  scintiphotography  re- 
produced the  end-systolic  and  end-diastolic  im- 
ages with  the  use  of  technetium-99-albumin,  thus 
enabling  the  detection  of  asynergistic  areas  (Fig. 

13)  173  175 

The  therapeutic  implications  of  these  factors 
have  not  yet  been  fully  explored.  However,  when 
a dyskinetic  or  an  akinetic  area  of  myocardium  re- 
sults from  a myocardial  infarction,  positive  inotro- 
pic stimulation  of  the  noninfarcted  muscle  may 
accentuate  processes  which  waste  cardiac 
work.176,177  Thus,  another  situation  is  presented 
in  which,  despite  augmented  contractility  of  via- 
ble myocardium,  CO  need  not  necessarily  in- 
crease. The  contribution  of  asynergy  to  the 
pathogenesis  of  CS  following  myocardial  infarc- 
tion is  summarized  in  Figure  2. 

Myocardial  oxygen  consumption 

Recently  proper  recognition  of  the  multifacto- 
rial determination  of  myocardial  oxygen  consump- 
tion has  been  stressed.  Since  CS  directly  results 
from  acute  myocellular  deprivation  of  oxygen,  it  is 
appropriate  to  consider  those  variables  which  in- 
fluence oxygen  metabolism  of  the  heart. 

The  supply  of  oxygen  to  the  heart  occurs  in  four 
stages:  (1)  arterial  oxygen  content,  (2)  arterial- 


tissue  capillary  transport,  (3)  interstitial  oxygen 
tension,  and  (4)  intracellular  diffusion  to  the  mi- 
tochondria. Oxygen  delivery  to  the  myofibrils 
from  the  capillaries  depends  on  the  capillary  oxy- 
gen tension,  hemoglobin  characteristics,  capillary 
density,  and  tissue  geometry.  The  effect  of  di- 
phosphoglycerate,  adenosine  triphosphate,  and  pH 
on  the  hemoglobin-oxygen  dissociation  curve  is 
now  appreciated.117,178 181  Intramyocardial  tissue 
oxygen  tension  is  determined  by  the  net  balance 
between  coronary  oxygen  supply  and  myocardial 
oxygen  utilization,  which  may  now  be  measured 
directly.182,183* 

Cellular  oxygen  consumption  remains  of  prime 
importance  in  determining  the  magnitude  of  the 
oxygen  gradient  between  capillary  and  mitochon- 
dria. The  capillary  ultimately  supplies  the  myo- 
cardial cell  through  the  capillary-sarcolemmal  in- 
terface.184,185 Of  considerable  significance  are  pre- 
and  postcapillary  dynamics.  The  heart  at  rest  is 
supplied  by  less  than  one-half  its  capillaries,  the 
remainder  being  closed  by  tight  precapillary 
sphincters,  which  respond  to  augmented  tissue- 
oxygen  demands.  Not  only  is  total  blood  flow  im- 
portant, but  also  the  number  of  capillaries  open  at 
any  given  instant,  termed  the  “capillarity,”  signif- 
icantly determines  tissue  oxygen  availability.118 
When  precapillary  sphincters  open,  the  effective 
capillary  density  is  increased,  and  the  mean  dis- 
tance between  functioning  capillaries  and  myo- 
cytes diminishes  (the  intercapillary  distance). 
Cells  previously  too  far  from  capillaries  to  be  ad- 
equately supplied  are  thus  placed  in  a more  ad- 
vantageous position  for  favorable  oxygen  delivery. 
The  physiologic,  pharmacologic,  and  pathologic 
characteristics  of  capillarity  remain  largely  unin- 
vestigated. The  effects  of  agents  commonly  used 
in  the  treatment  of  CS,  including  oxygen,  on  the 
effective  myocardial  capillarity  are  of  paramount 
importance. 

Normally,  an  oxygen  tension  gradient  exists 
across  the  ventricular  wall  from  the  subepicardial 
region  (oxygen  tension  = 18  mm.  Hg)  to  the  sub- 
endocardium (oxygen  tension  = 10  mm.  Hg). 
Theoretically,  the  endocardial  surface  suffers  the 
greatest  stress  during  contraction.  The  increased 
susceptibility  of  the  subendocardium  and  papilla- 
ry muscles  to  ischemic  degeneration  is  the  com- 
monly observed  consequence  of  these  data. 

The  critical  closing  pressure  of  large  conduits, 
for  example,  the  coronary  arteries,  has  already 
been  discussed,  and  the  level  slope  of  the  CBF 
curve  at  MAPs  higher  than  the  critical  closing 
pressure  noted.120,121  It  is  now  generally  estab- 
lished that  ischemic  changes  occur  when  an  im- 

*A  simple  form  of  the  Krogh  equation  for  mean  tissue  oxy- 
gen tension  (pC>2)  is  given:  pO>  = pO-A  ((MV02)R2/4D), 
where  pO  = mean  capillary  oxygen  tension,  MV02  is  tissue 
oxygen  consumption,  R = half-capillary  distance,  D = diffu- 
sion coefficient,  and  A is  a geometrical  constant,  in  turn  a 
function  of  the  ratio  of  capillary  radius  to  the  radius  of  the 
supplied  cylinder  of  tissue.183 
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FIGURE  15.  Central  role  of  balance  between  myocardial  oxygen  supply  and  demand  and  their  determinants.  Im- 
provement of  myocardial  oxygenation  increases  chances  for  survival  of  marginally  viable  tissue  in  ischemic  zone  of 
myocardial  infarction. 


balance  of  oxygen  supply  and  demand  is  manifest. 
This  relation  is  illustrated  graphically  in  Figures 
14  and  15.  CBF  is  plotted  against  MV02  (myo- 
cardial oxygen  consumption),  an  index  of  meta- 
bolic need.  Total  CBF  is  directly  proportional  to 
the  pressure  head  (AP),  and  inversely  proportion- 
al to  the  sum  of  all  resistances  in  the  runoff  cir- 
cuit: 

CBF  = AP/R,.  + Rs, 

where  RL  is  the  resistance  of  large  conduits,  for 
example,  the  main  coronary  arteries,  and  Rs  is  the 
resistance  of  the  smaller  “resistance”  vessels  such 
as  arterioles  and  precapillary  sphincters.  Nor- 
mally, 

Rl  <s  Rs. 

When  MVO2  rises,  Rs  falls  sufficiently  to  insure  a 
matched  rise  in  CBF,  thus  avoiding  any  discrep- 
ancy between  oxygen  supply  and  demand.186 188 
However,  when  coronary  resistance,  RL  is  patho- 
logically elevated  and  fixed  by  sclerosis,  RL  be- 
comes the  flow-limiting  resistance,  that  is,  reduc- 
tions in  Rs  no  longer  raise  CBF.  Thus,  at  higher 
levels  of  MVO2  (or  even  at  resting  MV02  levels 
when  Rl  is  sufficiently  large),  no  compensatory 
fall  in  any  resistance  is  possible  to  match  meta- 


Major  determinants 

Factors  affecting  systolic  wall  stress 
Systolic  intraventricular  pressure 
Ventricular  size,  configuration,  and  thickness 

Factors  determining  fraction  of  time  during  which  systolic 
wall  stress  is  exerted 
Heart  rate 
Ejection  time 

Inotropic  state  of  myocardium:  influence  of  catecholamines, 
and  so  forth 
Minor  determinants 

External  contractile  element  work  and  extent  of  fiber- 
shortening:  stroke  volume 

Activation  energy  for  depolarization  and  electromechanical 
coupling 

FIGURE  16  Determinants  of  myocardial  oxygen  con- 
sumption outlined.177 

bolic  demand.  With  CBF  relatively  fixed,  an  im- 
balance between  oxygen  consumption  and  de- 
mand is  then  governed  chiefly  by  demand.  Col- 
lateral blood  flow  offsets  elevations  in  RL  to  some 
extent,  but  this  is  usually  insufficient  to  prevent 
myocardial  hypoxia.189 

The  major  and  minor  determinants  of  MVO2 
have  been  intensively  researched  in  the  past  fif- 
teen years  (Fig.  16). 190  196  Three  major  variables 
determine  the  oxygen  consumption  of  the  heart: 
intramyocardial  tension,  heart  rate,  and  contrac- 
tility. Minor  determinants  of  MV02  are  the  ener- 
gy required  to  maintain  the  resting  myocardial 
metabolism,  energy  dissipated  during  depolariza- 
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FIGURE  17.  Relation  between  maximal  intraventricular  dp/dt,  an  index  of  contractility,  and  MVO2.  Positive  ino- 
tropic events  increase  MVO2  in  additive  fashion.195 


tion,  and  electromechanical  coupling  (including 
initiation  of  the  “active  state”),  and  the  external 
work  done  against  a load — the  Fenn  effect. 

Ventricular  wall  stress  directly  depends  on  in- 
traventricular pressure  and  radius  but  is  inversely 
related  to  ventricular  wall  thickness  (LaPlace 
equation).  Thus,  as  previously  noted,  an  increase 
in  afterload  raises  M VO-2  significantly.  Similarly, 
a rise  in  ventricular  volume  (preload)  would  also 
be  expected  to  raise  myocardial  wall  stress.  How- 
ever, current  evidence  exists  that  raising  CO  by 
increasing  fiber  length,  when  arterial  pressure  is 
constant,  does  not  increase  MV02  inordinately. 
Pressure  work  appears  to  be  more  costly  than 
volume  work  per  unit  of  oxygen  consumed.196  198 

The  total  time  during  which  ventricular  wall 
stress  is  exerted  is  given  by  the  product  of  left 
ventricular  ejection  time  and  beat  frequency. 
Thus,  increases  in  ejection  time  or  heart  rate  are 
expected  to  increase  MV02.198  The  influence  of 
ejection  time  on  MVOo  has  been  questioned,  and 
presently  this  issue  remains  unsettled.199 

Under  normal  circumstances  when  heart  rate  is 
increased,  SV  and  end-diastolic  volume  decrease, 
leaving  CO  constant.  Simultaneously,  contractil- 
ity is  augmented:  the  Bowditch  effect  previously 
mentioned.129  MVO2  rises,  but  oxygen  consump- 
tion per  beat  is  offset  by  diminished  end-diastolic 
tension  (decreased  preload).  Oxygen  consump- 
tion is  independent  of  the  activation  pathway  uti- 


lized.200 Tachycardia  in  the  intact  animal  may 
influence  other  determinants  of  MV02.  Thus 
MAP  and  CO  may  decrease,  and  pulmonary  ar- 
tery pressure  and  LVEDP  may  increase  during 
paroxysmal  tachycardia.  Moreover,  the  effects  of 
elevated  heart  rate  on  the  coronary  circulation 
must  also  be  considered.  Tachycardia  increases 
CBF  reflexly  which  may  prevent  hemodynamic 
deterioration  under  certain  circumstances.201 

Positive  inotropic  interventions  augment  MV02. 
Thus,  norepinephrine,  paired  pacing,  calcium 
treatment,  or  a combination  thereof  increase 
MV02  in  an  additive  fashion  (Fig.  17).  Many 
other  positive  and  negative  inotropic  agents  alter 
MV02  in  the  expected  direction,  such  as  isoprot- 
erenol,202,203 the  digitalis  glycosides,204  glucagon,205 
propranolol,206  procainamide,  and  the  barbitu- 
rates. Direct  measurement  of  intramyocardial 
oxygen  tensions  has  shown  an  increase  from  9.4  to 
12.3  mm.  Hg  after  the  use  of  propranolol,  in  the 
absence  of  significant  alterations  in  either  coro- 
nary arterial  or  venous  oxygen  tensions.206  Cate- 
cholamines appear  to  increase  MV02  linearly  with 
respect  to  the  associated  increase  in  peak  devel- 
oped tension  and  the  ensuing  hemodynamic  alter- 
ations (Fig.  17). 207,208  Recently,  the  myocardial 
oxygen  cost  associated  with  isoproterenol-induced 
free  fatty  acidemia  has  been  stressed.209  211  The 
circumstances  under  which  energy  wasting  occurs 
in  association  with  lipolysis  and  its  potential  clini- 
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cal  significance  requires  further  investigation. 

The  direct  effect  of  inotropic  agents  on  the  coro- 
nary circulation  is  significant.  Isoproterenol 
causes  coronary  vasodilatation  by  virtue  of  an 
augmented  metabolic  demand,  but  may  have 
some  direct  action  on  beta  receptors  to  contribute 
to  the  vasodilatation.  An  agent  which  directly 
causes  vasodilatation  is  termed  a “primary”  coro- 
nary vasodilator.  Glucagon  augments  CBF  only 
to  the  extent  that  MVCL  rises,  hence,  it  is  a “sec- 
ondary” coronary  vasodilator.205  Dopamine  is 
generally  considered  a secondary  coronary  vasodi- 
lator, but  both  direct  constrictor  and  dilatory  ef- 
fects have  been  suggested.  Finally,  norepineph- 
rine constricts  the  coronary  vessels  resulting  in  a 
decrease  in  coronary  venous  oxygen  content.212,213 

External  work  performed  by  the  heart  is  less 
costly  than  internal  work  during  stretch  (in  series) 
of  the  passive  elastic  element.192,214  Thus  a vol- 
ume overload,  for  example,  occurring  from  an  in- 
crease in  preload  or  acute  mitral  regurgitation  due 
to  papillary  muscle  dysfunction,  may  not  unduly 
augment  MVO2.110  Activation  energy  is  a minor 
determinant  of  MV02  and  has  recently  been 
quantitated.129 

An  interplay  of  changes  in  determinants  of 
MVO2  usually  obtains  during  therapeutic  inter- 
ventions. In  CS,  contractility  is  depressed 
( | MV02),  but  ventricular  volume  may  be  in- 
creased (,MV02).  When  a digitalis  glycoside  or 
even  isoproterenol  is  administered,  contractility 
will  be  augmented  ( 1 MVO2),  but  LV  volume  may 
be  reduced,  thus  leading  to  a net  decrease  in 
MVO2.  Ischemic  areas  of  the  ventricle  may 
unduly  increase  MV02  in  nonischemic  myocar- 
dium.164,215 A dyskinetic  area  acting  as  an  elastic 
element  in  series  with  viable  contractile  areas  may 
inordinately  tax  remaining  muscle,  thus  augment- 
ing MVO2  as  previously  mentioned.160  Though 
not  quantitatively  important,  even  minor  deter- 
minants of  MVO2  may  be  indirectly  influenced  by 
therapeutic  maneuvers.  For  instance,  norepi- 
nephrine may  decrease  oxygen  availability  and  re- 
sult in  net  myocardial  loss  of  potassium.216  Mem- 
brane potential  would  then  be  expected  to  change 
as  well  as  the  energy  expended  during  depolariza- 
tion.129 

Recognition  of  the  multifactorial  determination 
of  MVO2  has  significant  application  in  the  treat- 
ment of  CS.  In  particular,  the  survival  of  an 
ischemic  zone  surrounding  necrotic  myocardium 
depends  on  the  balance  between  oxygen  supply 
and  demand.  Under  these  circumstances  MV02 
is  already  increased  because  of  expanded  preload 
and  asynergy.  Interventions  which  further  in- 
crease MV02  may  endanger  the  viability  of  mar- 
ginally sustained  tissue.  After  ligation  of  the  ante- 
rior descending  coronary  artery  in  the  dog,  epicar- 
dial  lead  mapping  of  ischemic  areas  (elevated  S-T 
segments)  was  performed.  Challenge  with  posi- 
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FIGURE  18  Systolic  time  intervals:  Q-S2  = beginning 
of  QRS  to  first  major  vibration  of  second  heart  sound: 
LVET  = onset  of  upstroke  to  incisural  notch  on  carotid 
tracing;  PEP  = (Q-S2)-LVET;  ICT  = PEP-QSi.  LVET 
may  also  be  measured  using  a plethysmographic  tech- 
nique.230 


tive  inotropic  agents,  such  as  isoproterenol,  oua- 
bain, bretylium,  and  glucagon,  produced  further 
elevation  in  the  S-T  segments  recorded.109,111,112 
Administration  of  propranolol  reduced  the  extent 
of  S-T  elevation,  in  association  with  diminished 
MV02.113  Since  such  S-T  elevations  forewarn  of 
myocardial  cell  death,114  the  clinical  importance  of 
these  data  cannot  be  overemphasized.  Maneu- 
vers decreasing  MV02  are  thus  likely  to  decrease 
the  size  of  an  infarct,  and  protect  jeopardized  isch- 
emic areas  of  myocardium  (Fig.  15). 


Systolic  time  intervals 

Considerable  interest  has  developed  recently  in 
noninvasive  methods  of  assessing  LV  performance 
in  AMI  and  CS.217  Systolic  time  intervals,  first 
studied  many  years  ago  by  Wiggers, 218,219  and  by 
Lombard  and  Cope,220  and  recently  developed  by 
Weissler  and  associates,221  228  provide  an  indirect 
means  of  monitoring  LV  function.  An  electrocar- 
diogram, phonocardiogram,  and  carotid  artery 
pulse  tracing  are  simultaneously  recorded,  and 
Q-S2  (total  electromechanical  systole),  LVET 
(left  ventricular  ejection  time),  and  PEP  (pre- 
ejection period)  (Q2-LVET)  are  determined.  PEP 
may  be  further  divided  into  the  periods  Q-Si  and 
ICT  (isovolumic  contraction  time)  (Fig.  18).  Such 
externally  recorded  indices  correlate  well  with  in- 
dices recorded  internally.229  When  contractility  is 
diminished,  all  systolic  intervals  are  affected  and 
PEP  usually  lengthens  (Fig.  19) . 228  231  In  CHF, 
when  depressed  contractility  is  accompanied  by 
changes  in  loading  conditions,  PEP  lengthens, 
while  LVET  shortens.  The  ratio  PEP/LVET  re- 
flects changes  in  myocardial  performance  in  a use- 
ful manner  (Fig.  20).  Since  ICT  is  unaffected  by 
the  variation  in  the  interval  from  the  onset  of  de- 
polarization to  the  beginning  of  LV  motion,  ratios 
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FIGURE  19.  Effect  of  increasing  preload,  contractility, 
and  afterload  on  systolic  time  intervals.  Disagreement 
exists  concerning  this  variation. 


using  ICT  rather  than  PEP  have  also  been  used.'232 
Data  derived  from  systolic  time  intervals  may  also 
have  prognostic  value.233 

In  AMI,  changes  in  systolic  time  intervals  have 
been  reported  to  correlate  well  with  changes  in 
cardiac  index. 228,234,235  Other  investigators  cite 

characteristic  alterations  in  systolic  time  intervals 
after  AMI  which  reflect  the  degree  of  severity  of 
myocardial  infarction.236  241 

A normal  or  variable  PEP,  with  shortened 
LVET,  is  usually  observed  after  AMI.226,228,234  242 
Serial  determinations  of  systolic  time  intervals 
show  progressive  PEP  prolongation  reaching  a 
maximum  on  the  third  to  the  fifth  day  postinfarc- 
tion.237,240,243 

Other  investigators,  however,  have  been  less  en- 
thusiastic regarding  both  the  correlation  of  systol- 
ic time  interval  variation  in  ischemic  heart  disease 
and  AMI  with  hemodynamic  severity,  and  as 
prognostic  indicators.244  250  Although  total  Q-S2 
shortening  is  relatively  constant,  PEP  prolonga- 
tion is  inconstant  and  variable.  Just  as  the 
hemodynamic  patterns  of  CS  following  AMI  are 
heterogeneous  due  to  the  large  number  of  con- 
stituent variables,  so  the  patterns  of  systolic  time 
interval  changes  may  be  expected  to  be  heteroge- 
neous as  well. 

Increased  adrenergic  drive  after  AMI  has  been 
emphasized  as  one  of  the  important  metabolic 
changes  accompanying  AMI.251  260  The  shortening 
of  the  Q-S2  interval  correlates  well  with  the  level 
of  twenty-four  hour  catecholamine  excretion  in 
patients  with  suspected  MI.259  Hence,  it  is  likely 
that  endogenous  catecholamine  release  early  in 
the  course  of  MI  shortens  the  PEP.247  250  The 
PEP  prolongation  from  depressed  LV  performance 
following  AMI  may  be  attenuated  by  endogenous 
adrenergic  drive,  and  may  result  in  normal  and 
variable  PEP  values.  In  CS,  not  only  may  the 
hemodynamic  heterogeneity  alter  the  systolic  time 
intervals,  but  also  administered  positive  inotropic 
agents,  plasma  expanders,  diuretics  (with  their 
negative  inotropic  effects),  pressors,  and  so  forth, 
continuously  change  the  major  determinants  of 
LV  performance  and  in  turn  the  systolic  time  in- 
tervals. More  investigation  is  necessary  to  fully 
characterize  the  variations  in  systolic  time  inter- 
vals in  CS  and  determine  their  potential  clinical 
usefulness.261 
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FIGURE  20.  Generalized  relation  between  the  PEP/ 
LVET  ratio  and  hemodynamic  indices  in  various  types  of 
heart  disease. 
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AMI 

Acute  myocar- 
dial infarction 

Cl 

Cardiac  index 

CS 

Cardiogenic 

shock 

LVEDV 

Left  ventricular 
end-diastolic 
volume 

CO 

Cardiac  output 

Vce 

Contractile  ele- 
ment velocity 
of  muscle 

LVEDP 

Left  ventricular 
end-diastolic 
pressure 

Vmax 

Intercept  of  the 
force-velocity 
curve  with  the 
velocity  axis 

PVR 

Peripheral  vas- 
cular resis- 
tance 

MAP 

Mean  arterial 
pressure 

SW 

Stroke  work 

CVP 

Central  venous 
pressure 

sv 

Stroke  volume 

CBF 

Coronary  blood 
flow 

LV 

PAEDP 

Left  ventricular 

Pulmonary  ar- 
tery end-dia- 
stolic  pressure 

MV02 

Myocardial  oxy- 
gen consump- 
tion 
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CONTINUOUS  TRACING 

QUESTION  131.  This  continuous  lead  II  was  obtained  during  monitoring  of  a seventy-year-old  patient,  who  was 
admitted  to  the  hospital  with  a history  of  syncope.  What  is  the  interpretation? 


QUESTION  132.  What  is  the  interpretation  of  the  arrhythmia  (lead  II)? 
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ELUCIDATION 


Question  131.  The  first  four  beats  are  regular 
and  have  a QRS  duration  of  0.14  second.  They 
are  independent  of  the  P wave  and  are  idioventric- 
ular beats.  The  remainder  of  the  top  strip  shows 
only  atrial  activity.  The  second  strip  shows  the 
resumption  of  idioventricular  activity  at  a much 
slower  rate  and  from  a different  focus.  This  is  the 


characteristic  tracing  of  a patient  during  Adams- 
Stokes  seizure.  In  a patient  with  complete  heart 
block,  a permanent  pacemaker  is  indicated. 

Question  132.  The  P-R  interval  is  fixed  when 
present.  The  P-P  interval  becomes  progressively 
shorter  until  a pause  occurs  when  no  P wave  is 
visible.  The  pause  is  followed  by  an  escape  beat 
of  a configuration  similar  to  the  conducted  beats. 
This  phenomenon  is  best  seen  beginning  with  beat 
3.  The  progressive  shortening  of  the  P-P  interval, 
followed  by  an  absent  P wave,  has  been  defined  as 
Wenckebach’s  phenomenon  of  the  sino-atrial 
node.  It  is  often  a manifestation  of  digitalis  tox- 
icity, but  is  a rare  arrhythmia. 
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Bilateral  basal  ganglia  calcification  was  first 
described  histologically  in  1865, 1,2  but  it  was  not 
until  1939  that  the  association  of  hypoparathy- 
roidism with  this  entity  was  first  suggested.3  Ben- 
nett, Maffly,  and  Steinbach,4  in  1959,  summarized 
details  of  77  cases  of  bilateral  basal  ganglia  calcifi- 
cation published  through  1957  and  added  11  cases 
of  their  own.  Of  the  88  cases,  58  or  66  per  cent  were 
related  to  some  form  of  hypoparathyroidism.  Only 
2 of  these  58  cases,  however,  appeared  to  result 
from  postoperative  hypoparathyroidism.  Since 
that  time,  infrequent  reports  of  bilateral  basal 
ganglia  calcification  in  patients  with  postoperative 
hypoparathyroidism  have  appeared  in  the  litera- 
ture. 

We  believe  that  the  case  described  herein  repre- 
sents the  twentieth  recorded  example  of  basal 
ganglia  calcification  developing  in  a patient  with 
post-thyroidectomy  hypoparathyroidism.  A re- 
view of  the  literature  suggests  that  a causal  rela- 
tionship, not  previously  emphasized,  may  exist 
between  this  complication  and  the  long  duration  of 
inadequately  controlled  postoperative  hypopara- 
thyroidism. Particular  attention  is  paid  to  the 
neurologic  complications  resulting  from  this  syn- 
drome. 

* Present  address:  Division  of  Reproductive  Biology  and 

Endocrinology,  University  of  Texas  Medical  School,  Houston, 
Texas. 

+ Present  address:  1915  Parkwood  Street.  Toledo,  Ohio. 


Case  report 

A fifty-five-year-old  woman  was  admitted  to  the 
hospital  in  February,  1962,  for  evaluation  of  post- 
menopausal vaginal  bleeding.  History  disclosed 
that  a subtotal  thyroidectomy  for  toxic  goiter  was 
performed  thirty  years  prior  to  admission.  Post- 
operatively,  the  patient  developed  several  episodes 
of  tetany  which  were  treated  with  intravenous  in- 
jections of  calcium.  Subsequent  treatment  was 
sporadic,  consisting  of  the  occasional  administra- 
tion of  calcium,  vitamin  D,  and,  more  recently, 
dihydrotachysterol  (Hytakerol).  Episodes  of 
tetany  were  apparently  related  to  the  patient’s 
failure  to  adhere  to  a prescribed  therapeutic  regi- 
men. At  the  time  of  admission,  the  patient  was 
taking  1 ml.  (1.25  mg.)  of  dihydrotachysterol  and 
3.6  Gm.  of  calcium  lactate  daily. 

Physical  examination  revealed  an  obese  female 
in  no  acute  distress.  Vital  signs  were  within  nor- 
mal limits.  Moderate  exophthalmos,  slight  blur- 
ring of  the  disk  margins,  and  a healed  thyroidec- 
tomy scar  were  present.  The  Trousseau  and 
Chvostek  signs  were  positive. 

Laboratory  data  showed  a serum  calcium  of  5.2 
mg.  per  100  ml.,  and  an  inorganic  phosphorus  of 
6.2  mg.  per  100  ml.  The  serum  protein-bound- 
iodine  (P.B.I.)  was  4.4  micrograms  per  100  ml., 
and  the  basal  metabolic  rate  was  normal.  The 
blood  urea  nitrogen  (B.U.N.)  and  serum  electro- 
lytes were  within  normal  limits.  An  electrocardio- 
gram disclosed  a Q-T  interval  of  0.44  seconds  at  a 
cardiac  rate  of  86  per  minute.  Skull  roentgeno- 
grams revealed  extensive  bilateral  basal  ganglia 
calcification  (Fig.  1). 

The  dosages  of  dihydrotachysterol  and  calcium 
lactate  were  increased,  and  the  serum  calcium  and 
phosphorus  levels  returned  to  normal.  The  pa- 
tient’s symptoms  of  neuromuscular  irritability  dis- 
appeared. A routine  dilatation  and  curettage  and 
an  excision  of  a benign  endometrial  polyp  were 
performed.  She  was  discharged  on  calcium  lactate 
and  dihydrotachysterol. 

In  September,  1967,  the  patient  was  readmitted 
for  regulation  of  persistent  hypocalcemia.  Since 
her  previous  hospitalization,  she  had  followed  her 
therapeutic  regimen  more  closely  but  still  had  peri- 
odic episodes  of  tetany. 

Physical  examination  revealed  an  obese  white 
female,  with  a blood  pressure  of  160/100  mm.  Hg. 
Other  significant  findings  included  a bilateral  lid 
lag  with  slight  exophthalmos  (right  eye  18  mm. 
and  left  eye  19  mm.  as  measured  by  the  Luedde 
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FIGURE  1 Lateral  roentgenogram  of  skull  showing 
extensive  calcification  of  basal  ganglia 


exophthalmometer).  There  was  questionable 
.blurring  of  the  optic  disks.  No  thyroid  tissue  was 
palpable.  The  Chvostek  sign  was  positive,  and  a 
Trousseau  test  produced  tetany  in  ninety  seconds. 
There  was  dryness  of  the  skin  and  hair,  and  a 
minimal  delay  of  relaxation  of  deep-tendon  re- 
flexes was  noted.  No  physical  findings  suggestive 
of  pseudohypoparathyroidism  were  apparent.  In 
addition,  there  were  no  neurologic  deficits,  nor 
findings  indicative  of  extrapyramidal  tract  disease. 

Laboratory  investigations  included  hemoglobin, 
white  blood-cell  count,  and  urinalysis,  findings  for 
which  were  normal.  The  blood  urea  nitrogen  was 
17  mg.  per  100  ml.;  serum  sodium  137  mEq.,  po- 
tassium 3.2  mEq.,  chlorides  98  mEq.,  and  bicar- 
bonate 24  mEq.  per  liter.  The  serum  albumin  and 
globulin  levels  were  normal.  Serum  calcium  was 
.7.1  mg.  per  100  ml.;  phosphorus,  4.8  mg.  per  100 
ml.;  and  alkaline  phosphatase  4.0  Bodansky  units. 
The  protein-bound  iodine*  was  4.8  micrograms  per 
100  ml.;  the  butanol-extractable  iodine  (BEI)  3.1 
micrograms  per  100  ml.;  cholesterol,  210  mg.  per 
100  ml.;  and  an  iodine- 125  uptake  of  9 per  cent  in 
twenty-four  hours.  Urinary  gonadotropins  were 
greater  than  100  mouse  uterine  units,  a level  con- 
sistent with  a postmenopausal  female.  Base  line 
17-ketosteroids  were  10.4  mg.  per  twenty-four  hours 
and  17-ketogenic  steroids  14.5  mg.  per  twenty-four 
hours  (normal  values).  Metyrapone  (Metopirone) 
administration  revealed  a normal  response.  A 
roentgenogram  of  the  skull  again  showed  exten- 
sive calcification  of  the  basal  ganglia,  but  there  was 
no  evidence  of  other  soft-tissue  calcification. 
Slit-lamp  examination  failed  to  disclose  any 
corneal  deposition  of  calcium. 

Treatment  with  vitamin  D2  (Calciferol,  Vio- 
sterol,  and  Drisdol)  and  calcium  lactate  resulted  in 
a normal  serum  calcium.  On  discharge,  the  pa- 
tient was  instructed  to  take  150,000  units  of  vita- 
min D2  and  21.6  Gm.  of  calcium  lactate  daily. 


The  patient  was  last  seen  in  the  hospital  in  De- 
cember, 1970.  At  that  time,  the  physical  exami- 
nation was  essentially  unchanged.  There  were  no 
neurologic  signs  or  symptoms,  and  determinations 
of  serum  calcium  and  phosphorus  revealed  normal 
values. 

Comment 

Basal  ganglia  calcification  has  been  found  in  a 
multitude  of  disease  entities.  The  etiology  of  this 
problem  is  unexplained  as  is  the  apparent  pre- 
dilection for  the  basal  ganglia  to  calcify.  Even 
more  interesting  is  the  relative  frequency  of  basal 
ganglia  calcification  in  idiopathic  hypopara- 
thyroidism and  pseudohypoparathyroidism,  and 
the  rather  infrequent  occurrence  of  this  finding  in 
postoperative  hypoparathyroidism.  This  is  usu- 
ally explained  by  the  fact  that  symptoms  of  post- 
thyroidectomy hypoparathyroidism  are  frequently 
recognized  and  treated  in  the  immediate  post- 
operative period,  soon  after  the  condition  appears. 
The  patient  reported  herein  may  have  developed 
basal  ganglia  calcification  because  of  failure  to 
receive  adequate  treatment  for  her  disease  for 
approximately  thirty  years  after  the  appearance  of 
hypocalcemia.  Inadequate  control  of  hypocal- 
cemia for  a long  period  has  been  characteristic  of 
similar  cases  reported  in  the  literature.  Based  on 
available  clinical  data  given  in  previously  reported 
cases,  the  shortest  time  interval  between  surgery 
and  the  finding  of  basal  ganglia  calcification  has 
been  ten  years. 

In  reviewing  the  literature  on  basal  ganglia  cal- 
cification, we  have  been  able  to  find  19  previous 
reports  of  this  complication  following  postoperative 
hypoparathyroidism.  In  1930,  Ostertag5  reported 
a patient  with  symptoms  of  tetany  following  thy- 
roid surgery  performed  eleven  years  previously. 
Extensive  basal  ganglia  calcification  was  found  at 
autopsy.  Three  years  later  Lotmar6  described 
similar  pathologic  findings  in  the  brain  of  a fifty- 
six-year-old  man  who  died  with  coronary  insuf- 
ficiency. This  patient  had  undergone  thyroid 
surgery  sixteen  years  previously,  but  no  mention  is 
made  of  any  attacks  of  tetany  at  any  time  during 
his  postoperative  course.  Despite  the  lack  of 
tetany,  it  seems  likely  that  this  patient  might  be  an 
example  of  postoperative  hypoparathyroidism.  In 
1939,  Kahn,  Lion,  and  Zimmerman7  reported  a 
fifty-six-year-old  patient  with  extensive  cerebral 
calcification,  serum  calcium  in  the  range  of  7.2  mg. 
per  100  ml.,  and  a history  of  thyroid  surgery  four- 
teen years  previously.  It  is  interesting  to  note  that 
hypoparathyroidism  was  originally  considered  as  a 
diagnosis  in  this  patient,  but  discarded  because  of 
the  lack  of  reports  associating  cerebral  calcification 
with  this  disease.  It  was  only  two  months  later 
that  Eaton,  Camp,  and  Love3  first  called  attention 
to  basal  ganglia  calcification  in  idiopathic  hy- 
poparathyroidism. It  was  not  until  eight  years 
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later,  however,  that  Siglin  et  al. 8 reported  a case  of 
postoperative  hypoparathyroidism  and  basal 
ganglia  calcification.  In  the  same  year,  Camp9 
reported  having  seen  a case  but  gave  no  details. 
De  Mowbray,  Smith,  and  Symonds10  reported  a 
patient  with  this  combination  of  findings  diagnosed 
twenty-nine  years  after  surgery.  From  the  refer- 
ences in  the  review  article  of  Bennett,  Maffly, 
and  Steinbeck  in  1959, 4 their  2 cases  are  appar- 
ently those  of  Siglin  et  al.8  and  De  Mowbray, 
Smith,  and  Symonds.10 

Subsequent  reports  include  an  additional  12 
cases.11-17  A review  of  these  cases  discloses  two 
important  clinical  features.  First  of  all,  the 
average  period  of  time  between  thyroidectomy  and 
the  discovery  of  basal  ganglia  calcification  with 
hypoparathyroidism  has  been  seventeen  years. 
Second,  inadequate  control  of  hypocalcemia,  with 
or  without  symptoms,  has  been  characteristic. 

In  spite  of  extensive  basal  ganglia  calcification 
and  the  long  duration  of  her  disease,  the  patient 
presented  in  this  report  manifested  no  evidence  of 
extrapyramidal  symptoms  or  signs.  Muenter  and 
Whisnant17  have  shown  that  progressive  extra- 
pyramidal  motor  deficit  rarely  develops  subsequent 
to  the  radiographic  appearance  of  basal  ganglia 
calcification  in  a patient  who  is  neurologically 
intact.  Frame,12  however,  noted  the  presence  of 
Parkinson’s  disease  in  2 patients  with  basal  ganglia 
calcification  found  in  association  with  postopera- 
tive hypoparathyroidism.  Significant  extrapy- 
ramidal signs  have  been  demonstrated  in  at  least 
4 other  patients  with  this  syndrome.  In  2 of  these 
patients  the  neurologic  deficit  responded  to 
therapy  of  hypoparathyroidism.  In  the  other  4 
patients,  however,  the  neurologic  findings  were 
irreversible. 

On  occasion,  basal  ganglia  calcification  com- 
plicating postoperative  hypoparathyroidism  may 
be  part  of  a more  complex  neurologic  disorder. 
Prompt  recognition  and  treatment  of  surgically 
induced  hypoparathyroidism  is  not  likely  to  pro- 
vide the  conditions  for  development  of  basal 
ganglia  calcification  with  subsequent  neurologic 
sequelae. 

The  long-term  management  of  post-thyroid- 
ectomy  patients,  even  in  the  absence  of  symptoms, 
should  include  periodic  serum  calcium  determina- 
tions, since  subclinical  parathyroid  insufficiency 
following  thyroidectomy  may  result  in  basal 
ganglia  calcification  and  in  the  risk  of  permanent 
neurologic  disorder. 


Summary 

The  case  of  a patient  with  chronic  surgical  hy- 
poparathyroidism and  basal  ganglia  calcification 
is  presented.  A brief  review  of  the  clinical  features 
of  19  previously  reported  instances  of  this  associa- 
tion is  included  in  this  report.  It  is  suggested  that 
prolonged  and  inadequate  control  of  postoperative 
hypoparathyroidism,  with  or  without  symptoms, 
may  not  only  cause  basal  ganglia  calcification,  but 
may  also  produce  an  irreversible  neurologic  deficit. 

Mercy  Hospital 
1400  Locust  Street 
Pittsburgh,  Pennsylvania  15209 
(DR.  LUPARELLO) 
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Basic  techniques  for  external  cardiac  resuscita- 
tion were  introduced  by  Kouwenhoven,  Jude,  and 
Knickerbocker1  more  than  ten  years  ago.  The 
successes  of  these  techniques  have  been  attested 
to  by  numerous  studies  published  from  both  large 
university  centers  as  well  as  from  smaller  commu- 
nity hospitals.2-8  Similar  reports  have  emerged 
from  specialized  areas  within  the  hospital  such  as 
the  operating  room  and  intensive  or  coronary  care 
units.9,10 

In  a thorough  review  of  the  pertinent  literature, 
however,  no  report  could  be  found  emanating  ex- 
clusively from  a hospital  emergency  department. 
This  lack  is  surprising  not  only  in  view  of  the 
great  administrative  and  technical  strides  made 
by  emergency  rooms  over  the  past  decade,  but 
also  because  of  the  intimate  relationship  that  ex- 
ists between  emergency  rooms  and  problems  deal- 
ing with  cardiac  arrest.  Indeed  sufficient  empha- 
sis is  being  placed  on  all  hospital  emergency 
rooms  today  to  warrant  many  studies  investigat- 
ing their  proficiency  in  many  fields. 

It  is  the  purpose  of  this  study  therefore  to  pre- 
sent the  experiences  in  external  cardiopulmonary 
resuscitation  of  the  emergency  department  of  a 
community  hospital  over  a two  and  half-year  peri- 
od, September,  1969,  through  March,  1971. 

Material  and  method 

Bon  Secours  Hospital  is  a fully  accredited,  254- 
bed  general  (short-term)  hospital  located  in  the 
inner  city  of  west  Baltimore.  It  is  run  under  the 


NUMBER : 
DATE: 


N AM  E AG  E 3 EX  HO  SP . r* 

TIME  OF  ARREST WHERE  OCCURRED 

TIME  EFFECTIVE  RESUSCITATIONS  BEGAN:  PULMONARY 

CARDIAC  

ARTIFICIAL  VENTILATIONS,  MODES  OF:  BAG  4 MASK  

INTUBATION 

TRACHEOSTOMY-"- 

OTHER  

CARDIAC  RESUSCITATIONS,  TYPES  OF  EXT.  CARD.  MASSAGE  

I NT.  CARD.  MASSAGE  

RESUSCITATOR  (MECK) 

PACEMAKER  

DEFIBRILLATIONS:  12345678910  TOTAL VOLTS (WATT. SEC. ) 

DRUGS  USED 

;RUd  DOSE  ROUTE  GIVEN  TIME  GIVE: 


RESULT:  RECOVERED CONSCIOUS UNCONSCIOUS 

DIED  TIME  OF  DEATH  

PERSONNEL  IN  CHARGE:  PHYSICIAN  IN  CHARGE 

NURSE  IN  CHARGE  

PTS  PRIVATE  DOCTOR  

FIGURE  1 Cardiac  arrest  in  emergency  room  work- 
sheet number  1 . 


auspices  of  the  Sisters  of  Bon  Secours.  During 
the  period  of  this  study  the  total  annual  patient 
census  of  the  emergency  service  was  as  follows: 
1969,  27,500  patients;  1970,  29,000  patients;  first 
six  months  of  1971,  15,500  patients.  Since  April, 
1969,  the  emergency  service  has  had  full  depart- 
mental status,  with  representation  on  the  hospital 
executive  committee. 

Medical  staffing  of  the  emergency  room  over 
this  period  was  on  a contractual  basis  between  the 
hospital  and  a medical  group  consisting  of  5 li- 
censed physicians.  The  physicians  guaranteed 
full  medical  coverage  twenty-four  hours  a day, 
seven  days  a week,  on  a fee-for-service  basis,  the 
Alexandria  plan.11  All  physicians  were  general 
surgeons  by  training,  with  a special  interest  in 
traumatology.  This  medical  staffing  arrangement 
is  significant  to  this  study  in  that  a trained,  li- 
censed physician  was  on  the  premises  of  the  emer- 
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TABLE  I.  Age  distribution  of  patients  and  long-term 
survivors,  through  discharge  from  hospital 


Age 

(Years) 

Number 

of 

Patients 

Long-Term 

Survivors . 

Number  Per  Cent 

0 to  19 

3 

0 

0 

20  to  29 

8 

3 

37 

30  to  39 

5 

2 

40 

40  to  49 

6 

0 

0 

50  to  59 

11 

1 

9 

60  to  69 

13 

4 

30 

70  to  79 

6 

2 

33 

Totals 

52 

12 

gency  room  at  all  times.  Each  physician  was 
knowledgeable  in  all  aspects  of  cardiopulmonary 
resuscitation  and  proficient  in  such  techniques  as 
endotracheal  intubation,  tracheostomy,  and  inser- 
tion of  pacemaker. 

When  a cardiac  arrest  occurred,  a back-up  car- 
diac arrest  team  was  made  available  instantly  by 
means  of  a coded  call  over  the  public-address  sys- 
tem. The  arrest  team  consisted  of  the  cardiolo- 
gist-in-residence,  medical  house  staff  officers,  an 
anesthesiologist,  the  inhalation  therapist,  an  elec- 
trocardiogram technician,  and  anyone  else  who 
might  contribute  to  the  arrest  procedure. 

Each  arrest  was  carefully  monitored  and  docu- 
mented on  3 special  data  sheets.  Cardiac  arrest 
worksheet  number  1 contained  the  basic  informa- 
tion about  the  arrest,  the  therapeutic  modalities 
used,  and  the  results  obtained  (Fig.  1).  It  was 
filled  out  by  the  nursing  supervisor  as  the  arrest 
proceeded.  Worksheet  number  2 was  a physician 
evaluation  report  and  was  filled  out  by  the  physi- 
cian-in-charge  at  the  end  of  the  procedure.  All 
pertinent  clinical  information  was  requested  as 
well  as  an  evaluation  of  the  arrest  in  general. 
Worksheet  number  3 was  a nurse  evaluation  re- 
port requesting  such  information  as  the  availabili- 
ty of  drugs,  performance  of  equipment,  and  re- 
sponses of  personnel.  All  information  was  period- 
ically reviewed  by  the  resuscitation  committee  of 
the  medical  staff.  A log  book  was  kept  on  each 
surviving  patient  to  follow  his  progress  through 
the  hospital  and  to  form  the  basis  for  a definitive 
prospective  study. 

In  this  study  a long-term  survivor  is  defined  as 
a patient  who  was  restored  to  his  prearrest  cardiac 
and  central  nervous  system  status  and  discharged 
from  the  hospital.  A short-term  survivor  is  de- 
fined as  a patient  who  was  restored  to  his  prear- 
rest cardiac  status  (but  not  necessarily  his  prear- 
rest central  nervous  system  status),  found  suffi- 
ciently stabile  to  transfer  from  the  emergency 
room  to  the  intensive  care  unit,  but  who  subse- 
quently died  during  his  hospital  stay. 

In  accordance  with  the  state  law  of  Maryland, 
all  28  patients  in  this  study  who  died  in  the  emer- 
gency room  became  coroner’s  cases.  Only  11  of 


TABLE  II.  Outcome  of  cardiac  arrests 
according  to  time  of  day 


Outcome 

Day 

(8:00  A.M.  to 
8:00  P.M.) 

Night 

(8:00  P.M.  to 
8:00  A.M.) 

Died  in  emergency 

room 

13 

15 

Survived  in 

emergency  room 

11 

13 

these  were  autopsied.  Of  the  remaining  12  pa- 
tients who  subsequently  died  in  the  hospital,  6 
were  autopsied. 

Results 

In  the  two  and  a half-year  period  of  this  study, 
there  were  280  cardiopulmonary  resuscitation  at- 
tempts made  throughout  the  entire  hospital;  62 
(22  per  cent)  of  these  were  performed  in  the  emer- 
gency room  area.  Careful  analysis  of  the  data  on 
these  62  patients  revealed  6 patients  to  have  been 
in  respiratory  arrest  only.  With  4 patients  there 
was  either  insufficient  data  or  inadequate  follow- 
up to  be  of  value  to  the  study.  These  10  were  ex- 
cluded. The  following  material  is  based  therefore 
on  52  patients  with  cardiac  arrest  proved  by  elec- 
trocardiographic tracings. 

Of  the  52  patients,  28  (54  per  cent)  were  male 
and  24  (46  per  cent)  were  female.  Their  ages 
were  fairly  evenly  distributed  through  the  eighth 
decade,  the  youngest  being  four  years  old,  the  old- 
est seventy-nine  (Table  I).  The  overall  median 
age  was  forty-eight;  30  patients  (58  per  cent)  were 
over  fifty  years  old.  Long-term  survival  rates 
(survival  through  discharge  from  hospital)  were 
s-imilar  in  the  early  and  later  decades  of  life.  Of  6 
patients  undergoing  resuscitation  between  the 
ages  of  forty  to  forty-nine,  not  one  survived  to 
hospital  discharge,  although  2 survived  the  emer- 
gency room  to  die  later  in  the  hospital. 

In  47  instances  (90  per  cent),  cardiac  arrest  oc- 
curred while  the  patient  was  actually  in  the  emer- 
gency room  under  observation.  In  3 instances  (10 
per  cent)  arrest  occurred  in  ambulances  en  route 
to  the  hospital,  and  in  one  case  arrest  occurred  in 
the  patient’s  home  just  as  the  ambulance  crew  ar- 
rived. In  these  latter  4 cases  external  cardiac 
massage  and  positive  pressure  ventilation  were 
immediately  instituted  and  carried  out  contin- 
uously during  transportation  to  the  hospital.  In 
one  case  a patient  collapsed  on  the  sidewalk  near 
the  hospital  and  was  brought  immediately  to  the 
emergency  room  by  stretcher. 

The  overall  time  before  effective  resuscitation 
efforts  were  started  was  recorded  to  be  two  min- 
utes and  twenty  seconds.  Since  all  but  5 patients 
were  intubated  by  the  physician-in-charge,  some 
of  this  time  lapse  could  be  attributed  to  this  pro- 
cedure, as  well  as  the  placement  of  electrocardio- 


July  1,1973  / New  York  State  Journal  of  Medicine  1811 


TABLE  III.  Electrocardiographic  diagnosis  and 
outcome  of  cardiac  arrest  in  52  patients 


Outcome 

. Patients . 

Per 

Total  Cent 

Ventric- 
ular 
Fibril- 
lation 
(31  Pa- 
tients) 

Asystole 
(IT  Pa- 
tients) 

Cardio- 
vascular 
Collapse 
(10  Pa- 
tients) 

Died  in 
emergency 
room 

28 

54 

16 

4 

8 

Survived 

emergency 

room 

24 

46 

15 

7 

2 

Died  in  intensive 
care  unit 

7 

13 

3 

3 

1 

Died  in  hospital 

5 

9 

4 

1 

0 

Discharged  from 
hospital 

12 

23 

8 

3 

1 

Survival 

Three  months 

12 

23 

8 

3 

1 

Six  months 

11 

21 

7 

3 

1 

graph  leads.  In  the  majority  of  cases  there  was  no 
time  lapse  whatsoever.  In  the  cases  brought  in  by 
ambulance,  the  time  lapse  averaged  four  minutes. 
In  the  case  where  the  arrest  occurred  at  home,  the 
time  lapse  was  estimated  to  have  been  nine  to  ten 
minutes,  although  during  these  lapses  it  should  be 
emphasized  that  the  patients  were  receiving  some 
resuscitative  measures  by  skilled  ambulance 
crews.  Of  the  4 ambulance  cases,  2 died  in  the 
emergency  room,  1 survived  but  died  in  the  inten- 
sive care  unit  the  next  day,  and  1 survived  to  dis- 
charge from  the  hospital. 

The  average  duration  of  each  cardiopulmonary 
resuscitation  was  thirty-eight  minutes,  the  short- 
est four  minutes,  the  longest  one-hundred  fifteen 
minutes.  No  patient  survived  a resuscitation 
lasting  longer  than  fifty -five  minutes. 

The  time  of  day  in  which  arrests  occurred  was 
evenly  distributed:  24  (46  per  cent)  arrests  oc- 

curred between  8:00  A.M.  and  8:00  P.M.,  while 
28  (54  per  cent)  occurred  between  8:00  P.M.  and 
8:00  A.M.  (Table  II).  The  short-term  survival 
rate  was  not  significantly  influenced  by  the  time 
of  day  in  which  the  arrest  occurred:  11  of  24  pa- 


tients (42  per  cent)  survived  the  emergency  room 
in  the  daytime;  13  of  28  patients  (42  per  cent)  sur- 
vived the  emergency  room  at  night. 

The  types  of  arrest  are  recorded  on  Table  III: 
ventricular  fibrillation  31  (59  per  cent);  cardiac 
standstill  (asystole)  11  (21  per  cent);  and  cardio- 
vascular collapse  10  (20  per  cent).  Of  these  52 
patients  24  (46  per  cent)  were  restored  to  their 
prearrest  cardiac  status  and  were  considered  suffi- 
ciently stabile  to  transfer  to  the  intensive  care 
unit.  Of  the  31  cases  of  ventricular  fibrillation,  15 
(50  per  cent)  survived  the  emergency  room  and 
were  considered  short-term  survivors;  7 of  these  15 
patients  died  in  the  intensive  care  unit  or  at  a 
later  stage  in  the  hospital,  leaving  8 patients  who 
were  discharged  from  the  hospital  with  a normal 
(prearrest)  central  nervous  system  status.  Long- 
term survival  rate  was  23  per  cent.  Follow-up 
studies  on  this  group  of  patients  revealed  that  8 
were  alive  three  months  after  discharge  from  the 
hospital  and  that  7 were  alive  and  1 dead  six 
months  after  hospital  discharge. 

The  clinical  diagnoses  made  at  the  time  of  the 
arrest  (and  ultimate  outcome)  are  listed  on  Table 
IV.  Of  52  patients  24  (46  per  cent)  had  a myocar- 
dial infarct,  of  whom  14  (58  per  cent)  died  in  the 
emergency  room;  10  patients  (42  per  cent)  were 
restored  to  their  prearrest  cardiac  status  and  sta- 
bilized sufficiently  to  transfer  to  the  intensive  care 
unit;  and  6 patients  having  myocardial  infarct 
with  arrest  were  ultimately  discharged  from  the 
hospital,  a long-term  survival  rate  of  25  per  cent. 
Six  months  after  discharge,  1 of  these  patients 
had  died  and  5 were  reported  as  alive  and  living 
outside  of  a hospital. 

Of  all  52  patients,  24  (46  per  cent)  are  listed  as 
having  survived  the  emergency  room  (short-term 
survivors),  while  12  of  these  patients  (23  per  cent) 
were  discharged  from  the  hospital  without  neuro- 
logic sequelae  (long-term  survivors).  Of  8 pa- 
tients having  arrest  with  congestive  heart  failure, 


TABLE  IV.  Clinical  diagnosis  and  outcome  of  arrest  in  all  patients 


Clinical 

Diagnosis 

Total 

Patients 

Died 

in 

E.R. 

Survived 

the 

E.R. 

Died 

in 

ICU 

Died 

in 

Hospi- 

tal 

Discharged 

from 

Hospi- 

tal 

Survival 
- — (Months) — • 
3 6 

Myocardial  infarct 

24 

14 

10 

3 

1 

6 

6 

5 

Congestive  heart  failure 

8 

6 

2 

1 

1 

0 

0 

0 

Respiratory  arrest 
Cerebral  vascular 

8 

1 

7 

1 

2 

4 

4 

4 

accident 

3 

2 

1 

0 

1 

0 

0 

0 

Hemorrhagic  shock 

2 

1 

1 

1 

0 

0 

0 

Stab  wound  of  heart 

2 

1 

1 

1 

1 

1 

Pulmonary  embolism 

2 

2 

0 

0 

0 

0 

Vagovagal reflex 

1 

0 

1 

1 

0 

0 

0 

Anaphylactoid  shock 

1 

0 

1 

1 

1 

1 

Not  stated 

1 

1 

0 

0 

0 

0 

— 

— 

— 

— 

— 

— 

— 

— 

Totals 

52 

28 

24 

7 

5 

12 

12 

11 

Per  Cent 

100 

54 

46 

13 

9 

23 

23 

21 
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TABLE  V.  Cases  of  arrest  in  emergency  room 
areas,  with  outcome,  cited  by  other  authors  in 
published  studies 


Short-Term 

Long-Term 

Total 

— Survivors — 

- — Survivors — * 

Num- 

Num- 

Num- 

ber 

ber 

ber 

of 

of 

of 

Pa- 

Pa- 

Per 

Pa- 

Per 

Authors 

tients 

tients 

Cent 

tients 

Cent 

Baringer  etal.lx 
Jude,  Kouwenhoven, 

10 

9 

90 

i 

10 

and  Knickerbocker2 
Arrest  secondary  to 

myocardial 

infarction 

7 

7 

100 

6 

85 

Arrest  secondary  to 

other  conditions 

13 

13 

100 

5 

38 

Saphir1;l 

Jeresaty,  Godar, 

9 

4 

44 

0 

0 

and  Liss8 

24 

12 

50 

Present  series 

52 

24 

46 

12 

23 

Totals 

115 

57 

76 

36 

34 

only  2 survived 

the  emergency 

room. 

, and 

none 

lived  long  enough  to  survive  to  discharge.  Simi- 
larly no  patient  having  either  a cerebral  vascular 
accident  or  pulmonary  embolism  with  arrest  sur- 
vived long  enough  for  discharge  from  the  hospital. 
Of  8 patients  having  primary  respiratory  arrest,  4 
were  long-term  survivors,  and  all  4 patients  were 
found  to  be  alive  six  months  after  discharge. 

Comment 

In  reviewing  the  literature  in  regard  to  survival 
rates  after  cardiopulmonary  arrest  in  nonsurgical 
areas,  there  is  considerable  variation.  Neverthe- 
less the  inordinately  high  survival  rates,  noted  in 
some  of  the  earlier  studies,2  have  gradually  given 
way  to  more  realistic  figures  of  between  5 per 
cent4  and  15  per  cent.12  Three  recently  published 
reports  on  a combined  total  of  1,306  patients  with 
arrest  show  a strikingly  similar  success  rate  of  8.8 
per  cent,4  8 per  cent,13  and  8.2  per  cent.5 

Survival  rates  of  arrests  occurring  in  emergency 
rooms  have  received  little  attention  in  themselves. 
Nevertheless  as  a possible  determinant  in  the  suc- 
cess rate,  several  authors  have  listed  the  location 
in  the  hospital  where  the  arrests  occurred. 2’8,13'14 
Table  V lists  these  studies  with  reference  to  ar- 
rests in  emergency  rooms.  Together  with  the 
present  series  of  52  cases,  a total  of  115  cases  are 
listed;  57  (76  per  cent)  of  these  are  short-term  sur- 
vivors, 36  (34  per  cent)  long-term  survivors. 

That  these  results  are  suspect  can  be  seen  in  the 
widely  divergent  findings  in  all  five  studies.  Sta- 
tistically significant  numbers  of  patients  have  yet 
to  be  accumulated.  Jude,  Kouwenhoven,  and 
Knickerbocker’s2  reported  achievement  of  85  per 
cent  success  in  arrests  secondary  to  myocardial  in- 
farction would  be  difficult  to  duplicate.  Sa- 
phir’s13  recording  of  no  survival  undoubtedly  re- 
flects an  insufficient  number  of  cases  collected. 

Yet  in  general  there  is  a feeling  that  success 
rates  might  be  somewhat  greater  in  the  emergency 


room  than  in  other  nonsurgical  areas  of  the  hospi- 
tal. In  a study  of  368  patients  undergoing  arrest  at 
the  University  of  Virginia  Hospital,  Holling- 
sworth5 noted  that  8 of  the  30  permanent  survi- 
vors were  first  resuscitated  in  the  emergency 
room.  Jeresaty,  Godar,  and  Liss8  found  a 50  per 
cent  long-term  survival  rate  in  the  emergency 
room  and  attributed  this  success  to  the  fact  that 
cardiac  arrest  could  be  recognized  instantly  and 
resuscitative  techniques  applied  without  delay. 

One  striking  determinant  in  the  success  rate 
seems  to  be  the  time  of  day  in  which  the  arrest  oc- 
curs. Hollingsworth5  reports  that  86.2  per  cent  of 
his  30  permanent  survivors  had  their  arrest  be- 
tween the  hours  of  7:00  A.M.  and  11:00  P.M. 
Only  13.8  per  cent  had  their  arrest  between 
11:00  P.M.  and  8:00  A.M.  This  is  in  marked 
contrast  to  our  findings  listed  in  Table  II.  Al- 
though the  hours  are  not  quite  identical,  the  simi- 
lar success  rate  in  our  series  for  night  and  day 
seems  to  testify  to  the  value  of  having  a trained 
physician  available  instantly  at  all  times. 

Summary 

Cardiac  arrest  that  was  treated  in  52  cases  in  a 
hospital  emergency  room  are  analyzed.  Of  these, 
47  patients  (90  per  cent)  developed  cardiac  arrest 
while  actually  in  the  emergency  room  under  ob- 
servation; the  remaining  developed  arrest  en  route 
to  the  hospital.  Ventricular  fibrillation  accounted 
for  the  majority  of  arrests  (59  per  cent),  while 
myocardial  infarction  constituted  the  predomi- 
nant underlying  disease  (46  per  cent).  The  over- 
all long-term  survival  rate  (survival  to  discharge 
from  hospital)  was  23  per  cent,  a figure  signifi- 
cantly higher  than  that  found  in  several  recent  re- 
ports. There  is  a general,  although  undocument- 
ed, feeling  in  the  literature  that  survival  rates 
should  be  higher  in  emergency  room  areas  than  in 
other  locations  of  the  hospital.  One  of  the  rea- 
sons for  this  is  that  a physician  is  on  the  premises 
at  all  times. 

This  is  borne  out  in  this  present  study  by  the 
fact  that  survival  rates  do  not  differ  in  the  daytime 
from  what  they  are  at  night. 

Fayette  and  Pulaski  Streets 

Baltimore.  Maryland  21223 
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Sero-diagnosis  of  cancer  symposium 

The  first  invitational  “Symposium  on  the  Sero-Diagnosis  of  Cancer”  cosponsored  by  the  Laboratory  Service,  Naval 
Hospital,  Bethesda,  the  College  of  American  Pathologists  (CAP),  the  American  Society  of  Clinical  Pathologists 
(ASCP),  and  the  Armed  Forces  Radiobiology  Research  Institute  (AFRRI),  will  be  held  Saturday  29,  September,  1973, 
in  the  Naval  Hospital  Auditorium,  National  Naval  Medical  Center,  Bethesda,  Maryland  20014. 

The  proceeding  will  be  subsequently  published  as  a special  report  under  the  auspices  of  the  Armed  Forces  Radiobio- 
logical Research  Institute  (AFRRI)  and  made  available  through  the  Government  Printing  Office. 

A registration  fee  of  $40.00  will  include  attendance  at  the  symposium,  parking,  noontime  luncheon,  and  a copy  of 
the  proceedings.  Advanced  registration  is  required. 

For  further  information,  including  a copy  of  the  complete  program,  information  on  nearby  hotels  and  workshops, 
write:  Symposium,  College  of  American  Pathologists,  1775  K Street,  N.  W.,  Washington,  D.C.  20006,  Telephone: 
(202)466-2121. 


1814  New  York  State  Journal  of  Medicine  / July  1,1973 


The  Right  to  Die 
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When  confronted  with  a dying  or  terminal  pa- 
tient, a physician  is  challenged.  What  should  he 
do?  Should  he  acknowledge  defeat  and  make  the 
patient’s  final  moments  as  peaceful  and  as  com- 
fortable as  possible,  or  should  he  use  all  the  re- 
sources at  his  command  to  postpone  clinical 
death?  When  spontaneous  respiration  has 
ceased,  and  the  heart  has  stopped  beating  in  a pa- 
tient with  no  hope  of  recovery,  should  a physician 
delay  biologic  death  by  keeping  the  body  alive 
with  stimulators,  respirators,  or  other  resuscita- 
tive  devices?  And,  if  he  does,  for  how  long  should 
he  continue  it?  This  is  one  of  the  most  profound 
problems  confronting  today’s  practicing  physician. 

Medical  ethics  in  the  everyday  practice  of  medi- 
cine involves  the  professional  conduct  of  the  phy- 
sician as  well  as  the  moral,  philosophic,  and  social 
implications  of  his  practice,  and  neither  one  can 
be  relegated  to  an  inferior  position.  The  purpose 
of  the  code  of  ethics  in  medicine  is  to  protect  both 
patient  and  doctor.  The  interpretations  of  the 
principles  of  medical  ethics  change  from  year  to 
year;  it  is -these  interpretations  that  are  of  concern 
to  the  physician  and  the  public. 

Some  of  the  moral  problems  confronting  physi- 
cians in  their  practices  are  abortion,  contracep- 
tion, euthanasia,  human  experimentation,  the 
right  of  the  patient  to  know  the  truth,  and  the 
right  of  the  patient  to  die.  It  is  these  ethical  and 
moral  dilemmas,  stemming  from  scientific  • and 
technologic  advances,  that  have  advanced  an  in- 
tense new  interest  in  scientists,  physicians,  theolo- 
gians, lawyers,  and  other  professionals  across  the 
country.  The  education  of  the  public  in  regard  to 
these  issues  is  long  overdue. 

The  preservation  of  human  life 

Traditionally,  medicine  has  been  dedicated  to 
preserving  and  prolonging  human  life.  Its  in- 
creasing involvement  in  doing  this,  that  is,  with 


respirators,  intravenous  tubes,  and  so  forth,  has 
accentuated  the  physician’s  problems  of  caring  for 
the  dying  patient.  In  this  regard,  he  is  faced  with 
some  large  and  difficult  ethical,  social,  moral,  and 
legal  questions.  His  efforts  are  sometimes  par- 
tially successful,  resulting  in  salvaging  individuals 
with  severe  brain  damage,  capable  of  only  a less- 
than-human  vegetating  existence. 

The  success  of  medical  devices  in  forestalling 
death  also  has  created  the  problem  of  denying  a 
man  his  right  to  die  with  dignity  and  peace,  ver- 
sus facing  his  fear  of  a prolongation  of  his  death 
with  the  indignity  of  slow  deterioration  or  even 
hopeless  pain.  Control  over  one’s  life  and  body 
contributes  to  that  dignity.  Many  of  the  steps  in 
the  care  and  maintenance  of  the  patient  in  the 
hospital,  particularly  of  seriously  ill  patients,  are 
currently  an  assault  on  that  dignity.  The  ema- 
ciated, senile  man  connected  to  life  by  an  intrave- 
nous tube,  a tracheotomy,  or  a colostomy,  finds  it 
difficult  to  maintain  his  sense  of  dignity.  Many 
prefer  to  return  to  their  own  homes  to  die,  where 
they  have  a sense  of  control  and  dignity. 

We,  as  physicians,  are  obliged  to  use  all  ordi- 
nary remedies  to  sustain  life,  but  we  are  not  al- 
ways required  to  apply  extraordinary  measures, 
and  certainly  should  not  be  obliged  morally  or  le- 
gally to  do  that  which  is  useless.  In  fact,  in  some 
instances  it  can  and  should  be  morally  wrong  to 
employ  extraordinary  means  to  prolong  the  life  of 
the  body.  When  realistic  hope  of  recovery  has 
evaporated,  or  when  there  is  irrefutable  evidence 
that  biologic  death  is  inevitable,  postponing  it  is  a 
very  expensive  and  useless  gesture  which  can  im- 
poverish the  family  and  inhumanely  prolong  their 
emotional  stress. 

Reasonable  and  ordinary  measures  to  alleviate 
suffering  are  all  that  should  be  required  for  the 
hopelessly  ill,  suffering  or  moribund  patient;  it  is 
to  protect  him  from  the  pathetic  plight  of  individ- 
uals who  are  sustained  mechanically  or  chemically 
that  electronic  recordings  of  the  heart  beat  or  res- 
piration are  obtained. 

Pope  Pius  XII  in  1957  stated: 

Human  life  continues  for  as  long  as  its  vital  func- 
tions, distinguished  from  the  simple  or  biologic  life  of 
the  organs,  manifest  themselves  spontaneously  with- 
out the  help  of  artificial  processes ....  The  task  of 
determining  the  exact  instant  of  death  is  that  of  the- 
physician. 

The  Halacha,  laws  found  in  the  Talmud,  states: 

We  are  forbidden  to  shorten  the  life  of  a dying  man 
by  even  one  moment.  But  it  is  also  forbidden  to 
prolong  his  life  artificially  when  there  are  no  pros- 
pects for  him  to  remain  alive. 

The  physician  not  only  must  face  the  issue  of 
deciding  when  to  cease  treating  a dying  patient, 
but  he  must  also  decide  when  a patient  has  died. 
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This  same  issue  also  must  be  faced  by  the  medical 
educator  when  he  prepares  the  new  generations  of 
physicians  and  nurses  to  cope  with  dying  patients 
and  their  families. 

Death  defined 

When  is  a person  dead?  The  medical  profes- 
sion always  has  defined  death  as  “the  permanent 
cessation  of  spontaneous  heart  beat  and  respira- 
tion.’’ The  law,  recognizing  that  only  physicians 
know  what  death  is,  has  adopted  the  medical  defi- 
nition of  death  and  has  made  physicians  legally 
responsible  for  determining  the  time  of  its  occur- 
rence. The  public  must  realize  that  there  is  no 
“moment  of  death.’’  There  is,  instead,  a se- 
quence of  death  during  which  there  is  a point  of 
irreversibility  which  can  be  diagnosed  by  the  phy- 
sician. When  that  is  reached,  nothing  further  can 
be  done  to  restore  life.  Furthermore,  even  though 
modern  drugs  and  mechanical  devices  can  mask 
the  permanent  cessation  of  spontaneous  breathing 
and  heart  beat  and  make  a person  seem  alive, 
when  in  fact  he  is  dead,  physicians  can  declare 
that  death  has  occurred. 

In  defining  death,  the  Harvard  committee*  sug- 
gested three  basic  criteria  for  irreversible  coma 
that  is  tantamount  to  death:  (1)  lack  of  response 

to  any  stimuli,  even  those  that  would  normally 
give  intense  pain;  (2)  no  movements  or  spontane- 
ous breathing;  and  (3)  no  reflexes. 

Since  there  is  no  repair  of  the  brain’s  nerve 
cells,  and  hence  no  hope  of  recovery  or  return  of 
function,  the  person’s  life  in  any  conventional 
sense  is  over  even  though  medicine  can  maintain 
blood  flow  and  breathing.  Therefore,  some  physi- 
cians have  advanced  convincing  arguments  for 
making  brain  death  synonymous  with  legal  death, 
and  when  brain  death  has  been  diagnosed  resusci- 
tative  measures  can  be  stopped.  But  they  all 
agree  that  the  responsibility  for  decision  on  the 
pronouncement  and  certification  of  death  rests 
squarely  on  the  shoulders  of  the  physician. 

Is  a patient  still  alive  when  consciousness  and 
brain  function  are  permanently  gone  and  when 
the  flow  of  blood  and  breath  persists  only  by  the 
grace  of  a machine?  Is  a medical  decision  to  turn 
off  the  machine  and/or  remove  the  intravenous 
tubes  simply  a recognition  that  life  is  over  and 
that  it  is  the  proper  right  of  the  patient  to  die 
with  dignity — not  a form  of  euthanasia?  The  law 
should  recognize  that  a physician,  with  or  without 
relatives’  permission,  can  discontinue  extraordi- 
nary means  of  sustaining  life  when  clinical  death 
is  inevitable  and  when  there  is  no  possibility  of  re- 
covery. 

The  patient's  wish 

Legislation  is  now  being  introduced  in  state  leg- 

*A  definition  of  irreversible  coma.  Report  of  the  Ad  Hoc 
Committee  of  the  Harvard  Medical  School  to  examine  the  def- 
inition of  brain  death,  J.A.M.A.  205:  337  (Aug.  5)  1968. 


islatures  to  insure  a patient’s  right  “to  die  with 
dignity”  and  to  protect  his  physician  from  civil  or 
criminal  penalties  for  inaction.  The  proposed  law 
would  recognize  the  validity  of  a patient’s  instruc- 
tions to  his  physician  in  such  a personal  and  indi- 
vidual matter  as  that  of  dying. 

At  present,  the  physician  is  placed  in  a dilem- 
ma when  directed  by  a patient  to  withdraw  all 
medical  care  except  that  necessary  to  keep  the  pa- 
tient comfortable.  Physicians  should  make  sure 
that  all  immediate  members  of  the  family  will  ac- 
cept the  statement  as  the  patient’s  wish  and  that 
this  directive  has  the  same  meaning  to  all  of 
them.  The  idea  of  “living  wills”  has  proved  to  be 
helpful  to  the  medical  profession  in  Oregon. 
Here,  one  form  of  the  will  states,  “I  do  not  fear 
death  as  much  as  I fear  the  indignity  of  deteriora- 
tion, dependence,  and  hopeless  pain”  and  a pa- 
tient signing  it  requests  “the  right  to  die  with  dig- 
nity.” 

A recent  discussion  at  a meeting  of  the  Inter- 
American  Congress  of  Psychology  revealed  that  a 
physician’s  views  on  death  and  the  treatment  of  a 
fatal  disease  depended  on  his  cultural  background 
and  religion.  American  physicians  strongly  be- 
lieve in  telling  a patient  he  has  a fatal  disease,  in 
contrast  to  the  attitudes  of  most  foreign  physi- 
cians. Argentinean  physicians  favor  aggressive 
therapy,  even  though  it  may  subject  the  patient  to 
illness,  pain,  and  expense  without  much  benefit. 
Indians  and  Ceylonese  do  not  favor  this  ap- 
proach, and  American  and  Far  Eastern  physicians 
prefer  aggressive  therapy  only  in  selective  cases. 
Israelis  are  split  on  this  question.  Israeli  and 
Jewish-American  physicians  do  not  believe  in  pre- 
paring spiritually  for  death,  and,  therefore,  see  no 
point  in  telling  a cancer  patient  the  facts  of  his  ill- 
ness. It  is  more  important  for  them  to  prolong 
life  and  to  cause  no  anxiety  or  sadness  to  the  pa- 
tient. 

The  conclusion  drawn  at  this  meeting  was  that 
a physician  should  carefully  examine  his  own  atti- 
tudes toward  these  questions  to  prevent  his  cul- 
tural and  religious  attitudes  from  interfering  with 
the  care  he  delivers  to  fatally  ill  patients. 

In  conclusion,  the  terminal  patient  may  want 
rest,  peace,  and  dignity  desperately,  yet  he  may 
receive  only  infusions,  transfusions,  a heart  ma- 
chine, and  a team  of  experts  busily  occupied  with 
his  pulmonary  functions,  but  not  concerned  with 
him  as  a person.  The  family  usually  makes  the 
decision  whether  to  prolong  or  not  to  prolong  the 
life  of  a terminal  patient,  and  it  is  a decision  pro- 
foundly serious  in  its  implications.  To  a large  de- 
gree, however,  the  family  trusts  the  physician’s 
judgment  as  to  whether  or  not  the  patient  is  ac- 
tually beyond  medical  help  and  whether  a partic- 
ular drug,  treatment,  or  operation  is  an  ordinary 
or  extraordinary  means  of  prolonging  life.  The 
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physician,  therefore,  has  a grave  responsibility 
and,  we  might  say,  considerable  authority  over  life 
and  death.  Yet,  in  the  final  analysis,  it  is  the  pa- 
tient or  his  responsible  relatives  who  should  be 


A new  understanding  of  hepatitis 


The  first  step  toward  eventual  production  of  hepati- 
tis B vaccine  has  recently  been  taken  with  the  inde- 
pendent announcement  of  several  laboratories  that  the 
virus  has  been  successfully  transmitted  to  nonhuman 
primates  with  development  of  clinical  symptoms  in  a 
minority  of  animals  inoculated.  Thomas  H.  Maugh,  II 
( Science  176:  1225  [June  16]  1972),  cites  Robert  H. 
Purcell  of  the  National  Institute  of  Allergy  and  Infec- 
tious Diseases,  who  notes  that  the  key  to  characteriza- 
tion of  a virus  is  an  animal  or  tissue  culture  system  in 
which  the  suspected  virus  can  be  grown,  observed,  and 
manipulated.  Until  this  year  there  was  no  such  sys- 
tem for  hepatitis  other  than  man.  Purcell  and  asso- 
ciates have  infected  five  rhesus  monkeys  with  human 
serum.  It  has  subsequently  been  transmitted  serially 
through  four  additional  groups  of  monkeys  by  using  the 
serum  of  one  group  to  infect  the  next.  Several  other 
groups  of  investigators  have  infected  chimpanzees  in 
this  way.  The  animals  developed  subclinical  or  clini- 
cal evidence  of  hepatitis  B infection.  The  research  de- 
velopments since  Blumberg’s  observation  of  Australia 
antigen  in  the  blood  of  an  Australian  aborigine  in  1964 
were  reviewed  by  Maugh.  Absence  of  clinical  symp- 
toms in  the  majority  of  animals  has  necessitated  use  of 
highly  sensitive  techniques  to  confirm  infection. 

In  1968,  Prince  observed  the  same  particle  as  that 
described  by  Blumberg,  now  called  hepatitis  B antigen 
(HBAg).  That  it  might  be  the  causative  agent  was 
considered  but  discarded  after  chemical  analysis  failed 
to  show  nucleic  acids.  Subsequently,  various  investi- 
gators observed  three  other  particles,  the  third  of  which 
was  discovered  by  several  groups  but  examined  most 
thoroughly  by  Shao-nan  Huang  of  McGill  University. 
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Having  a diameter  of  23  to  27  nm.,  it  was  discovered 
in  the  nuclei  of  hepatocytes  from  liver  transplant  pa- 
tients with  hepatitis  and  characterized  only  by  electron 
microscopy.  The  emerging  consensus  is  that  the 
Huang  particle  is  the  DNA-  or  RNA-containing  viral 
core  that  is  replicated  in  the  hepatocyte  nucleus  where 
presumably  it  causes  the  tissue  damage  associated  with 
serum  hepatitis.  An  aspect  discussed  at  some  length  is 
the  production  of  the  excess  protein  coat  of  the  as- 
sumed viral  agent.  Although  this  occurs  with  adeno- 
and  myxoviruses,  the  excess  protein  production  of  the 
Huang  particle  may  be  more  than  a millionfold,  where- 
as it  is  only  a thousand  to  ten  thousandfold  in  the  for- 
mer. The  assumed  mode  of  replication  is  that  the 
viral  core  migrates  to  the  cell  cytoplasm,  where  it  is 
sheathed  in  the  HBAg  coat  to  become  the  Dane  parti- 
cle, which  was  discovered  by  D.  S.  Dane  of  Bland-Sut- 
ton  Institute,  London.  This  is  the  presumed  transmis- 
sible form  of  the  virus.  June  D.  Alameida,  Royal  Post- 
graduate Medical  School,  London,  and  her  associates 
partially  disrupted  small  quantities  of  Dane  particles 
with  detergent  to  expose  the  core,  which  was  similar  in 
form  to  small  RNA  viruses.  When  disrupted  Dane 
particles  are  exposed  to  blood  sera  of  convalescing  hep- 
atitis patients,  an  antigen-antibody  reaction  occurs 
only  with  the  core  and  the  resulting  aggregates  strongly 
resemble  those  observed  by  Alameida  in  liver  homoge- 
nates from  hepatitis  patients.  With  sera  from  patients 
before  they  contracted  hepatitis  or  from  control  pa- 
tients, no  reaction  occurs.  With  sera  from  multiply 
exposed  patients,  antigen-antibody  complexes  are 
formed  with  both  the  HBAg  and  the  core,  indicating 
that  antibody  to  HBAg  is  formed  during  an  attack  of 
hepatitis  but  disappears  when  the  antigen  is  cleared 
from  the  system.  Immune  response  to  the  core  is  more 
conventional;  antibody  to  the  core  has  been  detected  in 
serum  as  long  as  two  years  after  a hepatitis  infection. 
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Medical  Team 
at  Grand  Prix 

Example  of  preparedness 


ERIC  DEXTER 

Pittsford.  New  York 


The  United  States  Grand  Prix  at  Watkins  Glen 
is  more  than  racing  cars,  drivers,  track  officials, 
and  spectators.  It  is  parking  attendants,  hot-dog 
stands,  first-aid  stations,  sheriff’s  patrols,  and 
many  other  groups  that  provide  the  ingredients 
for  the  exciting  event. 

Two  most  important  groups,  and  fortunately 
the  least  used,  are  the  medical  team  and  the 
emergency  team.  The  emergency  team,  better 
known  as  the  Race  Communications  Association 
(RCA),  under  the  able  direction  of  Robert  Wads- 
worth, D.D.S.,  of  Rochester,  New  York,  has  a 
trained  crew  of  35  to  40  men  and  a large  fleet  of 
emergency  vehicles.  All  participants  are  highly 
trained  and  ready  to  handle  any  track  accident 
with  maximum  efficiency. 

Perhaps  more  important  because  of  the  thou- 
sands of  spectators  is  the  medical  team;  it  is  busy 
constantly  with  the  large  demand  for  minor  first- 
aid  treatment. 

However,  the  medical  aspect  of  the  Grand  Prix 
at  Watkins  Glen  goes  far  beyond  that  which  meets 
the  eye  of  the  casual  observer.  True,  there  are 
the  first-aid  stations  where  a spectator  will  receive 
treatment  for  a sprained  ankle  or  relief  from  a 
headache,  attributed  to  the  roar  of  the  racing 
cars.  All  at  the  track  derive  comfort  in  knowing 
that  a physician  is  nearby  to  give  assistance  in 
case  of  an  accident;  ambulances  can  be  seen 
parked  at  strategic  locations  and  at  the  ready. 

But  medical  preparedness  for  an  event  at  the 
Glen  goes  into  much  greater  depth  than  these  ob- 
vious clues  would  indicate.  First,  let  us  look  at 
the  medical  team  itself.  Headed  by  John  F. 
Spring,  M.D.,  medical  director,  United  States 
Grand  Prix  and  a practicing  physician  from  Bing- 
hamton, New  York,  the  team  is  made  up  of  some 
60  physicians  from  all  over  New  York  State,  from 
other  neighboring  states,  such  as  Pennsylvania, 


Ohio,  West  Virginia,  and  from  even  as  far  away  as 
London.  This  team  is  backed  by  a large  “army” 
of  trained  nurses,  medical  emergency  technicians, 
and  first-aid  people.  All  members  of  the  team 
volunteer  their  time  and  services.  When  asked 
why  they  do  this,  Dr.  Spring  replied,  “Their  deep 
interest  in  auto  racing,  plus  a desire  to  provide  the 
best  possible  medical  care  in  case  of  an  emergency 
at  the  Glen,  instills  in  my  colleagues  the  willing- 
ness to  give  freely  of  their  time,  efforts,  and  medi- 
cal skills  toward  the  betterment  of  auto  racing 
and  personal  safety  at  the  Glen.” 

A race  track  ordinarily  gives  the  impression  of 
having  only  the  minimum  basic  medical  equip- 
ment available,  first-aid  stations,  a physician,  and 
an  ambulance.  At  the  Glen,  the  medical  team  is 
fully  prepared  to  handle  any  accident  on  or  off  the 
track  as  well  as  any  illness  occurring  either  to  an 
individual  or  to  many  of  the  spectators.  The  at- 
tendance may  reach  close  to  100,000  at  the  Grand 
Prix.  To  do  this,  the  team  is  equipped  fully  in  an 
unusual  manner;  some  of  this  equipment  merits 
special  mention. 

Mobile  care  unit 

Unique  is  the  Shockmobile  (Figs.  1A  and  B). 
This  especially  designed  and  equipped  ambulance 
with  its  trained  attendants  is  devised  to  treat  the 
patient  in  any  type  of  shock,  such  as  shock  from 
coronary  occlusion,  from  cardiac  arrest,  from  re- 
spiratory insufficiency,  or  from  major  trauma  to 
any  portion  of  the  body.  In  short,  it  is  a mobile 
emergency  room  and  intensive  care  unit.  Its 
equipment  includes  the  wherewithal  for  cardiac 
monitoring,  cardiac  defibrillation,  a respirator  with 
oxygen,  a two-way  radio,  a radio  transmitter  for 
electrocardiograms  and  pulses,  intravenous  fluids, 
dextran,  serum  albumin,  rotating  tourniquets, 
fracture  equipment,  and  all  standard  first-aid  sup- 
plies. 

Devices  in  the  Shockmobile  monitor  the  electro- 
cardiogram and  pulse,  display  them  on  a cardio- 
scope,  and  record  them  on  a constantly  playing 
tape.  The  radio  has  a dual  function;  one  channel 
transmits  voice  communication  between  the  unit 
and  the  hospital,  and  the  second  channel  trans- 
mits the  electrocardiogram.  At  the  hospital,  re- 
cording equipment  displays  the  electrocardiogram 
on  a cardioscope  which  also  has  an  electrocardio- 
gram direct  writer.  In  the  Shockmobile,  record- 
ing devices  register  the  electrocardiogram,  the 
pulse,  and  a complete  record  of  the  verbal  com- 
munications between  the  attendants  and  the  phy- 
sicians at  the  hospital.  At  all  times,  the  Shock- 
mobile  is  manned  by  especially  trained  attendants 
and  a physician. 

If  an  accident  occurs,  the  patient  is  taken  to  the 
Shockmobile  where  his  condition  is  assessed.  He 
then  may  be  taken  to  the  local  hospital  by  ambu- 
lance for  treatment.  If  the  trauma  team  decides 
he  needs  treatment  that  is  not  available  in  the 
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FIGURE  1.  (A)  Shockmobile,  intensive  care  unit  on 

wheels.  (B)  Interior  of  Shockmobile.  equipped  and 
staffed  to  serve  participants  and  spectators.  (C)  New 
York  State  police  preparing  for  life-saving  mission. 


local  hospital,  he  is  taken  by  rescue  helicopter  to 
an  Elmira  hospital  or,  if  indicated,  to  the  Upstate 
Medical  Center  in  Syracuse  (Fig.  1C). 

Another  piece  of  equipment  deserving  special 
mention  is  the  rescue  helicopter  provided  by  the 
New  York  State  police.  This  helicopter,  especial- 
ly outfitted  for  care  of  the  ill  or  injured,  is  on  the 
ready  for  rapid  transfer  of  a patient,  saving  time 
that  can  mean  the  difference  between  life  and 
death.  Constantly  attended  by  a physician  who 
accompanies  the  helicopter,  the  patient  can  be 
transferred  from  the  Shockmobile  to  the  emergen- 
cy room  in  an  Elmira  hospital  in  eleven  minutes. 
Meanwhile,  the  Shockmobile  is  in  radio  commu- 
nication with  the  hospital  on  an  assigned  frequen- 
cy and  notifies  them  of  what  is  needed,  so  that 
any  specialist  and  equipment  are  ready  when  the 
patient  arrives. 

All  this  is  fine  for  the  medical  care  of  an  indi- 
vidual spectator  or  an  isolated  accident  on  the 
track.  But  what  happens  in  case  of  a major  di- 
saster, such  as  the  collapse  of  a grandstand,  or  a 
car  out  of  control  causing  injury  to  many  specta- 
tors? Here  multiple  injuries  and  mass  trauma 
could  result  in  a chaotic  situation.  Although  it 
never  has  had  to  be  put  into  operation,  there  is  a 
disaster  plan  carefully  prepared  to  cope  with  such 


an  emergency.  It  is  known  as  “Code  99.” 

The  “Code  99”  plan  is  designed  to  bring  togeth- 
er casualties  and  trained  professional  personnel 
with  a minimum  of  confusion  at  the  time  of  a di- 
saster. Responsibility  for  the  plan’s  direction  lies 
with  the  sheriff  and  the  Grand  Prix  medical  direc- 
tor. If  “Code  99”  is  initiated,  the  disaster  area  is 
sealed  off  immediately  by  the  sheriff’s  staff,  and 
only  authorized  medical  and  security  people  are 
allowed  to  enter  it.  All  available  medical  equip- 
ment and  personnel  are  dispatched  to  the  acci- 
dent scene  by  the  medical  director  who  also  will 
designate  the  location  of  the  following  areas:  in- 

tensive care  area  (location  of  the  Shockmobile 
with  the  rescue  helicopter  as  close  as  possible), 
mild  to  moderate  injured  area  (no  immediate  dan- 
ger to  life),  area  for  walking  casualties,  and  the 
waiting  area  for  relatives  and  friends.  Once 
“Code  99”  is  called,  the  “mutual  aid  system”  of 
neighboring  communities  also  goes  into  action, 
with  each  of  its  14  members  dispatching  an  ambu- 
lance to  the  area.  Thus,  if  more  assistance  and 
equipment  are  needed,  they  become  readily  avail- 
able. 

Although  it  is  impossible  to  predict  the  time, 
circumstances,  or  magnitude  of  a disaster,  it  is  ex- 
pected that  this  plan  will  fit  any  situation  which 
might  arise  and  that  the  sheriff  and  the  medical 
director  will  be  able  to  adapt  it  as  necessary.  To 
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this  end  there  are  “Code  99”  drills  before  all  races 
and  even  during  practice  runs  prior  to  main 
events  to  get  the  actual  “feel”  of  a disaster  situa- 
tion with  a race  in  progress. 

Help  at  hand 

The  devotion  and  special  training  of  these  vol- 
unteer physicians  and  of  the  many  allied  medical 
personnel  contribute  greatly  to  a sense  of  well- 
being during  the  races  at  Watkins  Glen.  Except 


Death  in  narcotic  addicts 

C.  Cherubin  recently  stated  (Am.  J.  Epidemiol.  96: 
11  [July]  1972)  that  it  appears  the  main  cause  of  death 
in  New  York  City  narcotics  addicts  is  idiosyncratic 
reaction  to  an  intravenous  injection  of  unspecified  ma- 
terials, probably  not  a true  pharmacologic  overdose  of 
narcotics.  Data  were  derived  mainly  from  the  Office  of 
the  Chief  Medical  Examiner  of  New  York  City  and  the 
Narcotics  Register  of  the  New  York  City  Department 
of  Health.  The  etiology  of  the  acute  reaction  is  un- 
known, although  various  hypotheses  have  been  pro- 
posed. An  analysis  of  street  samples  of  “narcotics” 
shows  a minimal  amount  of  heroin;  the  substance  actu- 


for the  parade  of  minor  first-aid  cases,  there  has 
been  little  need  for  their  skills  and  training  in  the 
handling  of  a major  emergency  to  date.  Yet,  we 
all  know  disasters  may  and  do  occur  at  gatherings 
of  this  kind.  It  is  comforting  to  know  that  there 
are  persons  there  who  are  ready  and  equipped  to 
give  maximum  medical  attention  to  any  needed 
situation. 

24  Highview  Trail 
Pittsford,  New  York  14534 


ally  injected  being  mainly  a variety  of  adulterants  in- 
cluding quinine,  starch,  and  lactose.  Another  argu- 
ment against  a pharmacologic  overdose  would  be  that 
although  addicts  frequently  “shoot”  in  groups  using  the 
same  source  of  the  drug,  more  than  one  addict  is  rarely 
affected  at  a time.  Other  hypotheses  suggest  an  aller- 
gic or  hypersensitivity  reaction,  hypoxia  secondary  to 
respiratory  depression  (although  the  same  syndrome  of 
pulmonary  edema  is  rarely  seen  in  other  conditions 
producing  respiratory  depression,  such  as  barbiturate 
overdose),  aspiration  of  clear  gastric  vomitus,  or  a di- 
rect action  on  the  vasomotor  center.  The  possible  di- 
rect role  of  adulterants  has  also  been  raised.  The  high 
proportion  of  deaths  involving  high  detectable  alcohol 
levels  might  also  have  a role  in  the  “narcotism”  deaths. 
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Obituaries 


Adolph  A.  Adams,  M.D.,  of  Long  Island  City,  died  on 
May  8 at  the  age  of  seventy-six.  Dr.  Adams  received  his 
medical  degree  from  the  University  of  Klausenburg  in 
1921.  He  was  a Diplomate  of  the  American  Board  of 
Radiology  and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Victor  G.  Bach,  M.D.,  of  New  York  City,  died  on 
February  2 at  the  age  of  sixty-five.  Dr.  Bach  received 
his  medical  degree  from  the  University  of  Prague  in  1932. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jacob  John  Blinn,  M.D.,  of  Long  Beach,  died  on  May 
12  at  the  age  of  seventy-three.  Dr.  Blinn  graduated  in 
1923  from  Long  Island  College  Hospital.  He  was  di- 
rector of  medicine  (emeritus),  director  of  cardiology,  and 
a consulting  anesthesiologist  and  chief  of  the  medical 
staff  (emeritus)  at  Long  Beach  Memorial  Hospital,  a 
consulting  general  practitioner  at  St.  Joseph’s  Hospital 
(Far  Rockway),  and  a consultant  in  internal  medicine  at 
Peninsula  General  Hospital.  Dr.  Blinn  was  a Fellow  of 
the  American  College  of  Cardiology,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  Nassau  Academy  of  Medicine,  the  New  York  Cardio- 
logical Society,  the  New  York  State  Society  of  Internal 
Medicine,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

George  A.  Burgin,  M.D.,  of  Little  Falls,  died  on  May  12 
at  the  age  of  seventy-two.  Dr.  Burgin  graduated  in  1926 
from  Albany  Medical  College.  He  was  an  attending 
surgeon  at  Little  Falls  Hospital.  Dr.  Burgin  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  Utica  Academy  of  Medicine,  the  Herkimer 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harold  Raymond  Drysdale,  M.D.,  of  Rochester,  died 
on  May  22  at  the  age  of  sixty-nine.  Dr.  Drysdale 
graduated  in  1933  from  McGill  University  Faculty  of 
Medicine.  He  was  a consulting  physician  at  Highland 
Hospital  of  Rochester  and  Park  Avenue  Hospital.  Dr. 
Drysdale  was  a member  of  the  Aerospace  Medical  Asso- 
ciation, the  Rochester  Academy  of  Medicine,  the  New 
York  State  Society  of  Internal  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Perry  Elliott,  M.D.,  of  New  Berlin,  died  on 
May  26  at  the  age  of  seventy-six.  Dr.  Elliott  graduated 


in  1923  from  Cornell  University  Medical  College.  He 
was  a member  of  the  American  Academy  of  General 
Practice,  the  Utica  Academy  of  Medicine,  the  Chenango 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Howard  Ralph  Gerber,  M.D.,  of  Jamaica,  died  on 
March  5 at  the  age  of  fifty-eight.  Dr.  Gerber  graduated 
in  1940  from  Long  Island  College  of  Medicine.  He  was 
an  assistant  attending  physician  in  internal  medicine 
(inactive)  at  Queens  Hospital  Center.  Dr.  Gerber  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Roy  Benson  Greer,  M.D.,  of  Rochester,  died  on  April  26 
at  the  age  of  fifty-eight.  Dr.  Greer  graduated  in  1945  from 
the  University  of  Texas  School  of  Medicine.  He  was  an 
associate  psychiatrist  at  Strong  Memorial  Hospital.  Dr. 
Greer  was  a member  of  the  American  Psychiatric  Asso- 
ciation, the  Monroe  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Munn  Hanford,  M.D.,  of  New  York  City,  died  on 
June  3 at  the  age  of  ninety-one.  Dr.  Hanford  graduated 
in  1909  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  surgeon  at  The  Presby- 
terian Hospital  and  a former  associate  professor  of  clini- 
cal surgery  at  Columbia  University  College  of  Physicians 
and  Surgeons.  Dr.  Hanford  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harold  Dortic  Harvey,  M.D.,  of  New  York  City,  died 
on  June  2 at  the  age  of  seventy-eight.  Dr.  Harvey 
graduated  in  1925  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  surgeon 
at  The  Presbyterian  Hospital  and  St.  Barnabas  Hospital 
for  Chronic  Diseases  and  a staff  surgeon  at  Doctor’s 
Hospital.  Dr.  Harvey  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Surgical  Asso- 
ciation, the  New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Gordon  D.  Hoople,  M.D.,  of  Syracuse,  died  on  June  4 
at  the  age  of  seventy-eight.  Dr.  Hoople  graduated  in 
1919  from  Syracuse  University  College  of  Medicine.  He 
was  a senior  otolaryngologist  at  State  University  Hos- 


July  1,1973  / New  York  State  Journal  of  Medicine  1821 


pital  of  the  Upstate  Medical  Center  and  at  Crouse-Irving 
Memorial  Hospital.  Dr.  Hoople  was  a Diplomate  of  the 
American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Laryngological,  Rhinological  and 
Otological  Society,  the  American  Laryngological  Asso- 
ciation, the  American  Otological  Society,  Inc.,  the 
American  Broncho-Esophagological  Association,  the 
Syracuse  Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Oskar  Klinger,  M.D.,  of  New  York  City,  died  on  May 
14  at  the  age  of  seventy-five.  Dr.  Klinger  received  his 
medical  degree  from  the  University  of  Prague  in  1930. 
He  was  an  assistant  attending  physician  (affiliate)  at 
Metropolitan  Hospital.  Dr.  Klinger  was  a member  of 
the  American  Geriatrics  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  Litchfield,  M.D.,  of  Brooklyn,  died  on  May  27  at 
the  age  of  seventy-four.  Dr.  Litchfield  graduated  in  1919 
from  Long  Island  College  Hospital.  He  was  director  of 
pediatrics  emeritus  at  Brooklyn’s  Women’s  Hospital,  a 
senior  pediatrician  (off  ward  service)  at  Brookdale  Hos- 
pital Center,  and  a consulting  pediatrician  at  Jewish 
Hospital  of  Brooklyn  and  Peninsula  General  Hospital. 
Dr.  Litchfield  was  a Diplomate  of  the  American  Board  of 
Pediatrics,  a Fellow  of  the  American  College  of  Physi- 
cians, the  American  Academy  of  Pediatrics,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

David  Lawrence  MacDonell,  Sr.,  M.D.,  of  Sayville, 
died  on  May  27  at  the  age  of  seventy-seven.  Dr.  Mac- 
Donell graduated  in  1918  from  Queen’s  University 
Faculty  of  Medicine,  Ontario.  He  was  an  honorary  chief 
of  pediatrics  at  Southside  Hospital  (Bay  Shore).  Dr. 
MacDonell  was  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Philip  Mardon,  M.D.,  of  Massena,  died  on  April  30  at 
the  age  of  sixty-three.  Dr.  Mardon  graduated  in  1934 
from  Syracuse  University  College  of  Medicine.  He  was 
chief  of  medicine  at  Massena  Memorial  Hospital.  Dr. 
Mardon  was  a member  of  the  American  Academy  of 
General  Practice,  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Stanton  Martens,  M.D.,  of  Peekskill,  died  on 
April  15  at  the  age  of  eighty-one.  Dr.  Martens  graduated 
in  1913  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  honorary  member  of  the  medical 
staff  at  Peekskill  Community  Hospital.  Dr.  Martens 
was  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leonard  Emanuel  Nichols,  M.D.,  of  Syracuse,  died  on 
May  13  at  the  age  of  seventy-four.  Dr.  Nichols 
graduated  in  1922  from  Syracuse  University  College  of 
Medicine.  He  was  a member  of  the  Syracuse  Academy 


of  Medicine,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Lawrence  Joseph  Oot,  M.D.,  of  Syracuse,  died  on  May 
27  at  the  age  of  forty-nine.  Dr.  Oot  graduated  in  1948 
from  New  York  Medical  College.  He  was  an  attending 
general  practitioner  at  Crouse-Irving  Memorial  Hos- 
pital. Dr.  Oot  was  a member  of  the  Onondaga  Cc^inty 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Algerd  Powell,  M.D.,  of  Brooklyn,  died  on  April  10  at 
the  age  of  sixty.  Dr.  Powell  graduated  in  1939  from 
New  York  Medical  College.  He  was  an  associate  attend- 
ing general  practitioner  at  Wyckoff  Heights  Hospital 
and  an  attending  physician  in  ear,  nose,  and  throat  at 
Lutheran  Hospital.  Dr.  Powell  was  a Fellow  of  the 
American  College  of  Allergists  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sara  Smalley  Prince,  M.D.,  of  Westwood,  New  Jersey, 
formerly  of  Central  Islip,  died  on  April  27  at  the  age  of 
eighty-seven.  Dr.  Prince  graduated  in  1908  from  the 
University  of  Michigan  Medical  School.  Retired,  she 
had  formerly  been  a supervising  psychiatrist  at  Central 
Islip  State  Hospital.  Dr.  Prince  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Richard  J.  Rebasz,  M.D.,  of  Oneida,  died  on  May  27  at 
the  age  of  fifty-seven.  Dr.  Rebasz  graduated  in  1943 
from  Syracuse  University  College  of  Medicine.  He  was 
an  attending  obstetrician  and  gynecologist  at  Oneida 
City  Hospital.  Dr.  Rebasz  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gyne- 
cologists, a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  Madison  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Francis  T.  Rogliano,  M.D.,  of  Mount  Vernon,  died  on 
May  30  at  the  age  of  fifty-seven.  Dr.  Rogliano  graduated 
in  1939  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  cardiologist  at 
Grasslands  Hospital  (Valhalla)  and  director  of  medicine 
at  Mount  Vernon  Hospital.  Dr.  Rogliano  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  Spencer  Rohde,  M.D.,  of  Brookhaven,  died  on 
May  16  at  the  age  of  eighty-eight.  Dr.  Rohde  graduated 
in  1912  from  Johns  Hopkins  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  American  Board  of 
Urology,  a Fellow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Urological  Association,  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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Franz  Eric  Ronald,  M.D.,  of  Jackson  Heights,  died  on 
May  8 at  the  age  of  eighty-seven.  Dr.  Ronald  graduated 
in  1941  from  the  University  of  Cape  Town  Faculty  of 
Medicine.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  Schneider,  M.D.,  of  Scarsdale,  died  on  May  11  at 
the  age  of  sixty-nine.  Dr.  Schneider  graduated  in  1928 
from  University  and  Bellevue  Hospital  Medical  College. 
Retired,  he  was  a physician  (inactive)  at  Vanderbilt 
Clinic  and  an  honorary  member  of  the  medical  staff  at 
Mount  Vernon  Hospital.  Dr.  Schneider  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Thoracic  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Solomon  Specter,  M.D.,  of  Woodmere,  died  on 
May  14  at  the  age  of  seventy-five.  Dr.  Specter  gradu- 
ated in  1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  attending  physi- 
cian in  internal  medicine  (emeritus)  at  Maimonides 


Hospital  of  Brooklyn.  Dr.  Specter  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Cardiology,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Curt  S.  Wachtel,  M.D.,  of  New  York  City  and  The 
Bronx,  died  on  April  10  at  the  age  of  eighty-two.  Dr. 
Wachtel  received  his  medical  degree  from  the  University 
of  Freiburg  in  1914.  He  was  a member  of  the  American 
Geriatrics  Society,  the  American  Psychiatric  Associa- 
tion, the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Weinstein,  M.D.,  of  North  Tarrytown,  died  on 
April  30.  Dr.  Weinstein  received  his  medical  degree 
from  the  University  of  Zurich  in  1934.  He  was  a member 
of  the  Department  of  Psychiatry  at  Phelps  Memorial 
Hospital  Association.  Dr.  Weinstein  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


COMMITTEES  1973-1974 


President  and  Secretary  are  ex  officio  mem  bers  of  all  committees 


Commission  on  Medical 
Services 

Committee  on  Economics 
Committee  on  Medical  Care  Insurance 
Committee  on  Occupational  Health 
Committee  on  Workmen’s  Compensation 

G.  Rehmi  Denton,  Albany,  Chairman 

Economics 

Dallas  E.  Billman,  Corning,  Chairman 
Jeff  J.  Coletti,  Old  Westbury 
Alfred  L.  George,  Batavia 
Francis  J.  Loperfido,  Bronx 
Robert  C.  McVeigh,  Rochester 
Daniel  F.  O’Keeffe,  Glens  Falls 
Harold  N.  Schwinger,  Brooklyn 

Medical  Care  Insurance 

Robert  D.  Fairchild,  Syracuse,  Chairman 

Anthony  J.  Altieri,  Bronx 

Harold  W.  Bales,  Rochester 

Irving  Cramer,  Utica 

Franz  L.  Ebstein,  Forest  Hills 

Sidney  I.  Etkin,  Albany 

Samuel  H.  Madell,  New  York 

Monte  Malach,  Brooklyn 

Robert  J.  O’Connor,  Staten  Island 

Joseph  F.  Shanaphy,  Staten  Island 

H.  Gregory  Thorsell,  Jamestown 
Daniel  H.  Webster,  Plattsburgh 

Occupational  Health 

Robert  P.  Jessup,  Bethpage,  Chairman 
James  J.  Brandi,  Buffalo 
George  S.  Craft,  New  York 
Thomas  J.  Doyle,  New  York 
Walter  J.  Gerstle,  New  York 
Frederic  W.  Holcomb,  Jr.,  Kingston 
Thomas  D.  Rizzo,  Bronxville 
Herbert  F.  Wendelken,  Staten  Island 
Henry  Young,  New  York 

Workmen’s  Compensation 

John  H.  Morton,  Rochester,  Chairman 
Walter  W.  Frederick,  Lake  Placid 
Francis  J.  Haley,  Buffalo 
Burton  P.  Hoffman,  White  Plains 
John  A.  Kalb,  Endicott 


Robert  Katz,  New  York 
George  Lim,  Rome 
John  J.  Phelan,  Jr.,  Albany 
Leonard  Weitzman,  Commack 


Commission  on  Public  and 
Professional  Affairs 

Committee  on  Federal  Legislation 
Committee  on  Public  Relations 
Committee  on  State  Legislation 

Paul  M.  DeLuca,  Endicott,  Chairman 

Federal  Legislation 

Charles  N.  Aswad,  Binghamton,  Chairman 

Jacob  H.  Buchbinder,  Brewster 

Robert  P.  Coolidge,  Schenectady 

Irwin  Felsen,  Wellsville 

Joseph  R.  Fontanetta,  Brooklyn 

Seymour  L.  Halpern,  New  York 

George  Lim,  Rome 

George  M.  Saypol,  New  York 

Public  Relations 

Milton  Rosenberg,  Patchogue,  Chairman 

Clement  J.  Boccalini,  Floral  Park 

Russell  C.  Johnson,  Valhalla 

Eli  A.  Leven,  Rochester 

James  R.  Nunn,  Amherst 

Thomas  D.  Pemrick,  Troy 

John  A.  Root,  Dewitt 

John  F.  Spring,  Binghamton 

William  C.  Stein,  Lockport 

State  Legislation 

John  H.  Carter,  Albany,  Chairman 
Allan  H.  Bruckheim,  Harrison 
Robert  B.  Bryant,  Syracuse 
John  A.  Finkbeiner,  New  York 
Gerald  L.  Glaser,  Rochester 
Herbert  E.  Joyce,  Buffalo 
Henry  W.  Kaessler,  Bronxville 
John  G.  Meagher,  Huntington 
Richard  E.  Murphy,  Plattsburgh 
Ralph  M.  Schwartz,  Brooklyn 
Richard  E.  Sullivan,  Binghamton 
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Commission  on  Public  Health 
and  Education 

Committee  on  Accident  and  Injury 
Prevention 

Aging  and  Nursing  Homes 

Alcoholism 

Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Disaster  Medical  Care 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Family  Physicians 

Forensic  Medicine 

Health  Care  Technology 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Venereal  Disease 

Richard  D.  Eberle,  Syracuse,  Chairman 

Accident  and  Injury  Prevention 

John  D.  States,  Rochester,  Chairman 
Harold  Brandaleone,  New  York 
Caldwell  B.  Esselstyn,  Albany 
Francis  J.  Gilroy,  Jr.,  Binghamton 
James  E.  Holmblad,  Schenectady 
Donald  C.  Walker,  Albany 
Leslie  Fisher,  M.P.H.,  Albany,  Advisor 

Aging  and  Nursing  Homes 

MarcelleT.  Bernard,  Bronx,  Chairman 

Eli  A.  Leven,  Rochester 

Edward  J.  Lorenze,  III,  White  Plains 

James  A.  Moore,  Albany 

Leon  M.  Rothman,  Brooklyn 

Robert  Collins,  Syracuse 

George  M.  Warner,  Albany,  Advisor 

Alcoholism 

Stanley  E.  Gitlow,  New  York,  Chairman 
LeClair  Bissell,  New  York 
Sidney  S.  Greenberg,  New  York 
Luther  A.  Cloud,  New  York 
Stephen  M.  Clement,  Buffalo 
Susan  E.  Hanson,  Rochester 
Gordon  M.  Hemmett,  Rochester 
William  L.  Holt,  Jr.,  Albany 

Cancer 

Charles  E.  Rogers,  Manhasset,  Chairman 
Daniel  Burdick,  Syracuse 
Richard  G.  Cooper,  Buffalo 
John  W.  Hirshfeld,  Ithaca 


Richard  H.  Lange,  Schenectady 

Daniel  G.  Miller,  New  York 

Arthur  A.  Stein,  Albany 

Herbert  Volk,  Bronx 

Sidney  L.  Arje,  New  York,  Advisor 

Peter  Greenwald,  Albany,  Advisor 

Walter  T.  Murphy,  Buffalo,  Advisor 

Guy  F.  Robbins,  New  York,  Advisor 

Charles  D.  Sherman,  Jr.,  Rochester,  Advisor 

Cardiovascular  Disease 

Charles  A.  Bertrand,  White  Plains,  Chairman 

Norman  S.  Amer,  Hewlett 

Charles  P.  Bailey,  Bronx 

Joseph  T.  Doyle,  Albany 

Franz  L.  Ebstein,  Forest  Hills 

Abraham  Jezer,  Bronx 

Jerome  A.  Schack,  New  York 

Morris  A.  Shapiro,  Schenectady 

Chronic  Pulmonary  Diseases 

Frank  Clay  Maxon,  Jr.,  Albany,  Chairman 

Henry  J.  Brock,  Buffalo 

William  C.  Clyne,  Bronx 

Joseph  J.  Fusco,  Hudson 

Marshall  Henry  Williams,  Jr.,  Bronx 

Continuing  (Postgraduate)  Education 

Marvin  L.  Bloom,  Buffalo,  Chairman 
William  C.  Felch,  Rye 
George  Himler,  New  York 
Philip  I.  Levitan,  Smithtown 
James  A.  Moore,  Albany 
Ward  L.  Oliver,  Albany 
Robert  Lee  Patterson,  Jr.,  New  York 
Theodore  J.  Prowda,  Sherrill 
Charles  D.  Sherman,  Jr.,  Rochester 
Morris  Theodore  Tanenhaus,  Brooklyn 
Franklyn  B.  Amos,  Glenmont 
Edward  D.  Coates,  Albany,  Advisor 
Thomas  W.  Mou,  Albany,  Advisor 

Data  Processing  in  Medicine 

William  A.  Bauman,  New  York,  Chairman 
William  J.  Burke,  Yorktown  Heights 
Ralph  L.  Engle,  Jr.,  New  York 
Alvin  H.  Freiman,  New  York 
ElemerR.  Gabrieli,  Buffalo 
Michael  Moynihan,  Plattsburgh 
Terence  W.  Murphy,  Larchmont 
Leon  Pordy,  New  York 
Edward  Vastola,  Brooklyn 
Charles  Weller,  Larchmont 
Sheldon  Zimberg,  New  York 
Philip  Aisen,  Bronx,  Advisor 
Allan  C.  Anderson,  Rochester,  Advisor 
Thomas  C.  Gabriele,  Albany,  Advisor 
Donald  M.  Shapiro,  New  York,  Advisor 
William  J.  Mueller,  Syracuse,  Advisor 

Disaster  Medical  Care 

Irving  G.  Frohman,  Rockaway  Beach,  Chairman 
William  G.  Abel,  East  Hampton 
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Russell  Weaver  Greenhalgh,  Syracuse 
Patrick  E.  O’Hara,  Binghamton 

Drug  Abuse 

Leonard  L.  Heimoff,  Bronx,  Chairman 
Sidney  S.  Greenberg,  New  York 
Allison  B.  Landolt,  Bronxville 
Stephen  Nordlicht,  New  York 
Joseph  B.  Robinson,  Albany,  Advisor 

Emergency  Health  Services 

David  N.  Kluge,  Rochester,  Chairman 
Charles  N.  Aswad,  Binghamton 
Francis  F.  Baker,  Plattsburgh 
Alexander  E.  Messer,  Brooklyn 
Donald  C.  Walker,  Albany,  Advisor 

Environmental  Quality 

Stanley  I.  Fishman,  Brooklyn,  Chairman 
William  E.  Mosher,  Buffalo 
Dwight  F.  Metzler,  Albany,  Advisor 

Family  Physicians 

Herbert  A.  Laughlin,  Westfield,  Chairman 

Max  Cheplove,  Buffalo 

G.  Alex  Galvin,  Ithaca 

George  G.  Hart,  Lake  Placid 

William  L.  Ladue,  Plattsburgh 

Joseph  F.  Palmieri,  Huntington 

Forensic  Medicine 

Milton  Helpern,  New  York,  Chairman 
John  F.  Edland,  Rochester 
Martin  F.  Hilfinger,  Jr.,  Syracuse 
Herbert  Lansky,  Eggertsville 
Leslie  I.  Lukash,  East  Meadow 
Arthur  A.  Stein,  Albany 
Robert  Sullivan,  Schenectady 

Health  Care  Technology 

Charles  Weller,  Larchmont,  Chairman 
Irwin  Beretsky,  New  York 
Leo  Gitman,  Brooklyn 
Stephen  P.  Stowe,  Rochester 
Donald  K.  Binder,  Albany,  Advisor 

Health  Manpower 

Stephen  W.  Blatchly,  Groton,  Chairman 

Franklyn  B.  Amos,  Glenmont 

Myron  E.  Carmer,  Lyons 

Robert  V.  Schatken,  Walton 

Leo  J.  Swirsky,  Brooklyn 

Irving  J.  Thorne,  New  York 

Robert  B.  Wallace,  Utica 

Leonard  Weitzman,  Commack 

Edward  Coates,  Albany,  Advisor 

Maternal  and  Child  Welfare 

Edward  C.  Hughes,  Syracuse,  Chairman 
Walter  L.  Freedman,  Valhalla 
Robert  M.  George,  Utica 


George  J.  Lawrence,  Jr.,  Flushing 
Jacqueline  A.  Mauro,  Albany 
Richard  E.  Murphy,  Plattsburgh 
Clyde  L.  Randall,  Buffalo 
Ralph  M.  Schwartz,  Brooklyn 
M.  Leon  Tancer,  Brooklyn 

REGIONAL  REPRESENTATIVES  IN  OBSTETRICS  AND 
PEDIATRICS 

Region  One:  New  York,  Richmond,  Bronx 

Obstetrics — Myron  Gordon,  New  York  City 
Pediatrics — Donald  S.  Gromisch,  Syosset 

Region  Two:  Kings,  Queens,  Nassau,  Suffolk 

Obstetrics — Bruce  A.  Harris,  Jr.,  Huntington 
Pediatrics — Samuel  Karelitz,  New  Hyde  Park 

Region  Three:  Westchester,  Rockland,  Dutchess,  Put- 

nam, Orange,  Ulster 
Obstetrics — John  R.  Gregory,  Bronxville 
Pediatrics — Edward  A.  Hardy,  Pelham 

Region  Four:  Schenectady,  Fulton,  Montgomery, 

Schoharie 

Obstetrics— William  Brown,  Schenectady 
Pediatrics — Stewart  C.  Wagoner,  Schenectady 

Region  Five:  Albany,  Washington,  Saratoga,  Colum- 

bia, Warren,  Rensselaer,  Greene 
Obstetrics — Lome  F.  Hall,  Albany 
Pediatrics — William  A.  Petersen,  Latham 

Region  Six:  Clinton,  Essex,  Franklin 

Obstetrics — Robert  E.  Davis,  Plattsburgh 
Pediatrics — Peter  Pulrang,  Plattsburgh 

Region  Seven:  Jefferson,  Lewis,  St.  Lawrence,  Oswego 

Obstetrics — Frank  Meyer,  Fulton 

Pediatrics 

Region  Eight:  Onondaga,  Oneida,  Madison,  Cortland, 

Cayuga,  Herkimer,  Hamilton 
Obstetrics — Richard  H.  Aubry,  Syracuse 
Pediatrics — William  O.  Kopel,  Syracuse 

Region  Nine:  Broome,  Tioga,  Chenango,  Otsego, 

Delaware,  Sullivan 

Obstetrics — Robert  E.  Ahearn,  Binghamton 
Pediatrics — John  B.  Burns,  Binghamton 

Region  Ten:  Monroe,  Orleans,  Wayne,  Livingston, 

Ontario,  Seneca,  Yates 

Obstetrics — Jerome  Glazer,  Rochester 

Pediatrics — John  L.  Green,  Rochester 

Region  Eleven:  Chemung,  Schuyler,  Steuben,  Tomp- 

kins, Allegany 

Obstetrics — Donald  L.  Brooks,  Jr.,  Elmira 
Pediatrics 

Region  Twelve:  Erie,  Niagara,  Chautauqua, 

Cattaraugus,  Genesee,  Wyoming 
Obstetrics — William  T.  Ellis,  Jamestown 
Pediatrics 
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Medical  Aspects  of  Sports 

Ralph  S.  Emerson,  Roslyn  Heights,  Chairman 

Albert  B.  Accettola,  Staten  Island 

Joseph  T.  Findaro,  Flushing 

Frederick  H.  Grabo,  Rome 

Donald  T.  Kasprzak,  Plattsburgh 

Joseph  J.  Kaufman,  Newark 

John  L.  Marshall,  New  York 

Mental  Health 

Allison  B.  Landolt,  Bronxville,  Chairman 
Gurston  David  Goldin,  New  York 
Abraham  L.  Halpern,  Port  Chester 
Edith  Mila  Jurka,  New  York 
John  P.  Lambert,  Katonah 
Laurence  Loeb,  Scarsdale 
Stephen  Nordlicht,  New  York 

Metabolic  Diseases 

Arthur  H.  Dube,  Syracuse,  Chairman 
Marshall  Clinton,  Buffalo 
Ann  B.  Wright,  Poughkeepsie 

Physical  Medicine  and  Rehabilitation 

Edward  J.  Lorenze,  III,  White  Plains,  Chairman 

Peter  S.  Battaglia,  Niagara  Falls 

William  H.  Georgi,  Buffalo 

Milton  Lowenthal,  Welfare  Island 

Milton  B.  Spiegel,  Brooklyn 

Samuel  S.  Sverdik,  New  York 

Anne  Bahlke,  Albany,  Advisor 

Preventive  Medicine 

Harry  S.  Lichtman,  Brooklyn,  Chairman 
John  P.  Albanese,  Bronx 
Thomas  S.  Bumbalo,  Buffalo 
Leonard  L.  Heimoff,  Bronx 
Max  Milberg,  Brooklyn 
Howard  B.  Shookhoff,  New  York 
Harry  A.  Feldman,  Syracuse,  Advisor 
Alan  R.  Hinman,  Albany,  Advisor 

Rural  Medical  Service 

Edward  C.  Hughes,  Syracuse,  Chairman 

Edward  A.  Barrett,  Albion 

Stephen  W.  Blatchly,  Groton 

Alfred  A.  Hartmann,  Malone 

Erich  Hirsch,  Geneva 

Rudolph  F.  Hust,  Unadilla 

Donald  W.  Richie,  Croton  Falls 

Stuart  A.  Winning,  Canton 

Hugh  M.  McChesney,  Pulaski,  Advisor 

James  J.  Quinlivan,  Albany,  Advisor 

School  Health 

George  F.  Cunningham,  Sayville,  Chairman 
Edward  M.  Di  Tolla,  New  York 
Robert  A.  Hoekelman,  Jr.,  Rochester 
Sidney  Leibowitz,  New  York 
Peter  C.  Pulrang,  Plattsburgh 
Norman  B.  Schell,  Jericho 


Venereal  Disease 

Bruce  P.  Webster,  New  York,  Chairman 
Burton  Allyn,  Spring  Valley 
Louis  E.  Soscia,  Bronx 

Other  Council  Committees 

Archives 

Joseph  A.  Tamerin,  New  York,  Chairman 
Morris  R.  Keen,  Huntington 
Bernard  R.  Margolius,  Catskill 
Harriett  Northrup,  Jamestown 

Budget  and  Finance 

Walter  T.  Heldmann,  Staten  Island,  Chairman 
Milton  Gordon,  Huntington 
Albert  M.  Schwartz,  New\York 
Mary  H.  Spalding,  New  York 

Constitution  and  Bylaws 

Albert  H.  Douglas,  Jamaica,  Chairman 
Melville  G.  Rosen,  Deer  Park 
James  R.  Nunn,  Amherst 
J.  Richard  Burns,  Lake  Success,  ex  officio 

Convention 

Bernard  J.  Pisani,  New  York,  Chairman 
Frank  LaGattuta,  Bronx 
Stephen  Nordlicht,  New  York 
Joseph  G.  Zimring,  Long  Beach 
(Committee  personnel  includes  the  chairmen  of  the 
following  subcommittees) 

Dinner  Subcommittee 

Arthur  H.  Diedrick,  Port  Chester,  Chairman 
Thomas  S.  Bumbalo,  Buffalo 
Barbara  Lipton,  New  York 

Scientific  Awards  Subcommittee 

Albert  H.  Douglas.  Jamaica,  Chairman 
Leonard  F.  Ciner,  New  York 
R.  Scott  Howland,  Elmira 
Julius  E.  Stolfi,  Brooklyn 

Scientific  Exhibits  Subcommittee 

Thomas  S.  Bumbalo,  Buffalo,  Chairman 
Francis  P.  Bilello,  Glen  Cove 
Lester  Blum,  New  York 
Bernard  S.  Epstein,  New  Hyde  Park 
Frederick  Lee  Liebolt,  New  York 

Scientific  Motion  Pictures  Subcommittee 

James  J.  Quinlivan,  Albany,  Chairman 

Scientific  Program  Subcommittee 

Bernard  J.  Pisani,  New  York,  Chairman 
Edward  A.  Burkhardt,  New  York 
Stephen  Nordlicht,  New  York 
William  B.  Rawls,  New  York 
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Maxwell  Spring,  Bronx 
William  J.  Staubitz,  Buffalo 
Leo  J.  Swirsky,  Brooklyn 

(Subcommittee  personnel  includes  also  chairman  of 
scientific  sections  and  sessions) 

Technical  Exhibits  Subcommittee 

William  B.  Rawls,  New  York,  Chairman 
Charles  Gwynn,  Syracuse 
John  A.  Lawler,  New  York 

Ethics 

Joseph  G.  Zimring,  Long  Beach,  Chairman 
Charles  A.  Gwynn,  Syracuse 
Frank  LaGattuta,  Bronx 
John  Sauer,  New  York 

Hospital-Based  Physicians 

Norman  S.  Blackman,  Brooklyn,  Chairman 
Robert  P.  Boudreau,  Syracuse 
Francis  B.  Haber,  Elmira 
Ian  H.  Porter,  Albany 

Hospital  and  Professional  Relations 

Jason  K.  Moyer,  Binghamton,  Chairman 
John  A.  Billows,  Hempstead 
Benjamin  G.  Dinin,  Valhalla 
Edward  W.  Mullin,  Syracuse 
Leon  J.  Taubenhaus,  New  York 
Bernard  J.  Pisani,  New  York,  Advisor 

Interspecialty  Committee 

John  R.  Williams,  Jr.,  Rochester,  Chairman,  (Inter- 
nal Medicine) 

Irving  Cramer,  Utica  (General  Surgery) 

Henry  Fleck,  Bronx  (Physical  Medicine  and  Re- 
habilitation) 

William  F.  Flynn,  New  Rochelle  (Otolaryngology) 
Francis  J.  Gilroy,  Buffalo  (Ophthalmology) 

I.  Melbourne  Greenberg,  Freeport  (Neurosurgery) 

Irwin  Gribetz,  New  York  (Pediatrics) 

Martin  A.  Gruber,  Long  Beach  (Orthopedic  Surgery) 
Donald  W.  Hall,  Buffalo  (Obstetrics  and  Gynecology) 
Norman  B.  Kanof,  New  York  (Dermatology) 

John  P.  Lambert,  Katonah  (Psychiatry) 

Herbert  Lansky,  Eggertsville  (Pathology) 

George  Liberman,  Brooklyn  (Family  Practice) 

Samuel  H.  Madell,  New  York  (Radiology) 

Howard  B.  Rasi,  Brooklyn  (Plastic  Surgery) 

Perrin  B.  Snyder,  New  York  (Urology) 

Victor  J.  Tofany,  Rochester  (Anesthesiology) 

Library 

Albert  M.  Schwartz,  New  York,  Chairman 

Eliza  H.  Caldwell,  Pelham 

Albert  H.  Douglas,  Jamaica 

Warren  A.  Lapp,  Brooklyn 

Albert  B.  Lowenfels,  Valhalla 

William  B.  Ober,  New  York 

Nursing  and  Allied  Health  Professions 

Lester  J.  Candela,  Great  Neck,  Chairman 


Frank  Albert  Baumann,  Binghamton 
Clarke  T.  Case,  Utica 
Katherine  L.  Friedmann,  Ardsley 
Frank  C.  Nichols,  Sea  Cliff 

Foundations 

John  P.  Glaubitz,  Bethpage,  Chairman 
Edward  Dunn,  Syracuse 
ElemerR.  Gabrieli,  Buffalo 
James  R.  Nunn,  Amherst 
Daniel  F.  O’Keeffe,  Glens  Falls 
Donald  S.  Raines,  Rochester 
Thomas  Saurwein,  Plattsburgh 
Mary  Spalding,  New  York 
Charles  Weller,  Larchmont 
George  Himler,  New  York  Advisor 

Liaison  with  Deans  of  Medical  Schools 
and  Directors  of  Regional  Medical  Programs 

Edward  C.  Hughes,  Syracuse,  Chairman 
Saverio  S.  Bentivegna,  New  York 
Edward  C.  Cumen,  Jr.,  New  York 
Sherman  Kupfer,  New  York 
Walter  F.  Leavell,  Jamesville 
Jack  Richard,  New  York 
Morris  Rubin,  Bronx 
Ernest  W.  Saward,  Rochester 
William  J.  Staubitz,  Buffalo 
Julius  E.  Stolfi,  Brooklyn 
Anthony  P.  Tartaglia,  Albany 
William  C.  Taylor,  New  York 
Tamarath  Yolles,  Stony  Brook 

Quackery 

John  F.  Spring,  Binghamton,  Chairman 
Allison  B.  Landolt,  Bronxville 
Charles  E.  Rogers,  Manhasset 
M.  Theodore  Tanenhaus,  Brooklyn 
Joseph  G.  Zimring,  Long  Beach 

Peer  Review  Mechanisms 

Ralph  S.  Emerson,  Roslyn  Heights,  Chairman 

Edward  A.  Burkhardt,  New  York 

Louis  Bush,  Baldwin 

Lester  J.  Candela,  Great  Neck 

Richard  D.  Eberle,  Syracuse 

William  C.  Felch,  Rye 

Thomas  M.  Flanagan,  Norwich 

George  Schaefer,  Rego  Park 

William  A.  Schwarz,  Stapleton 

Robert  E.  Westlake,  Syracuse 

Marvin  L.  Bloom,  Buffalo  ex  officio 

Publications 

Albert  H.  Douglas,  Jamaica,  Chairman 

Arthur  H.  Diedrick,  Port  Chester 

Warren  A.  Lapp,  Brooklyn 

Milton  Gordon.  Huntington 

Alfred  A.  Angrist,  Lake  Success  ex  officio 

William  Hammond,  Scarsdale  ex  officio 

Julius  E.  Stolfi,  Brooklyn  ex  officio 
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Research  and  Planning 

Lynn  R.  Callin,  Rochester,  Chairman 
Edward  A.  Burkhardt,  New  York 
Anthony  F.  Fragola,  West  Islip 
Henry  Freedman,  Plattsburgh 
Henry  B.  Marshall,  Elmira 
Ralph  C.  Parker,  Jr.,  Rochester 
James  F.  Upson,  Buffalo 
Robert  E.  Westlake,  Syracuse 
Charles  Weller,  Larchmont 
G.  Rehmi  Denton,  Albany,  Advisor 

Advisory  Committee  to  the  American  Association 
of  Medical  Assistants,  New  York  State  Society, 
Inc. 

Walter  F.  Harrison,  Jr.,  Glens  Falls,  Chairman 
Edward  C.  Rozek,  Buffalo 
Howard  S.  Schwartz,  Bronx 

New  York  State  Association  of  the 
Professions 

(Three  representatives  elected  annually  by  the 
Council) 

Henry  I.  Fineberg,  Lake  Success 
Carl  Goldmark,  Jr.,  New  York 
Stephen  Nordlicht,  New  York 

To  Study  the  Participation  of  Medical  Students 
in  the  Medical  Society  of  the  State  of  New  Y ork 

Charles  D.  Sherman,  Jr.,  Rochester,  Chairman 
John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Buffalo 
Bernard  J.  Pisani,  New  York 

To  Study  Professional  Medical  Liability  Insurance 

Albert  S.  Lyons,  New  York,  Chairman 
Marvin  Brown,  Cleveland 
Gerald  L.  Glaser,  Rochester 
Herbert  E.  Joyce,  Buffalo 
John  J.  Kalamarides,  Syracuse 
Francis  J.  Loperfido,  Bronx 
Robert  A.  Mayers,  Port  Chester 
John  D.  Mountain,  Manhasset 

STANDING  COMMITTEES 

House  Committee  on  Bylaws 

Joseph  F.  Shanaphy,  Staten  Island,  Chairman 
Carl  Goldmark,  Jr.,  New  York 
George  L.  Collins,  Jr.,  Buffalo 
Gerald  L.  Glaser,  Rochester 


Allison  B.  Landolt,  Bronxville 

George  T.  C.  Way,  Poughkeepsie,  ex  officio 

Samuel  Wagreich,  Bronx,  ex  officio 

J.  Richard  Burns,  Lake  Success,  ex  officio 

Judicial  Council 

James  M.  Blake,  Schenectady,  Chairman 
Joseph  G.  Zimring,  Long  Beach 
Reid  R.  Heffner,  New  Rochelle 
Theodore  J.  Prowda,  Sherrill 
Walter  T.  Heldmann,  Staten  Island 

Nominating  Committee 

G.  Rehmi  Denton,  Albany,  Third  District,  Chairman 
Edward  A.  Burkhardt,  New  York,  First  District 
Anthony  F.  Fragola,  Suffolk,  Second  District 
Daniel  F.  O’Keeffe,  Warren,  Fourth  District 
Robert  B.  Bryant,  Onondaga,  Fifth  District 
John  F.  Spring,  Broome,  Sixth  District 
James  M.  Flanagan,  Wayne,  Seventh  District 
Thomas  S.  Bumbalo,  Erie,  Eighth  District 
Katharine  L.  Friedmann,  Westchester,  Ninth  District 
David  Kershner,  Kings,  At  Large 
Albert  H.  Douglas,  Queens,  At  Large 

Prize  Essays 

Alfred  A.  Angrist,  Lake  Success,  Chairman 
J.  Frederick  Eagle,  New  York 
Richard  D.  Eberle,  Syracuse 

Executive  Committee  of  the  Council 

Thomas  F.  McCarthy,  Bronx 
Edward  Siegel,  Plattsburgh 
Lynn  R.  Callin,  Rochester 
Carl  Goldmark,  Jr.,  New  York 
Albert  M.  Schwartz,  New  York 
Keith  0.  Guthrie,  Jr.,  New  York 
Paul  M.  DeLuca,  Endicott 

Professional  Medical  Liability 
Insurance  and  Defense  Board 

Robert  G.  Hicks,  New  York 

Joseph  Alper,  Bronx 

George  L.  Collins,  Jr.,  Buffalo 

Andrew  H.  Patterson,  New  York 

Arthur  J.  Mannix,  Jr.,  New  Rochelle 

Raymond  S.  McKeeby,  Binghamton 

Harold  N.  Schwinger,  Brooklyn 

Carl  Goldmark,  Jr.,  New  York  ex  officio 

Albert  M.  Schwartz,  New  York  ex  officio 

J.  Richard  Burns,  Lake  Success  ex  officio 

William  F.  Martin,  Esq.,  New  York  ex  officio 

Frank  Appleton,  New  York,  Executive  Secretary 
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THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

(A  non-profit  Foundation) 

The  Manhattan  Kidney  Center  of  the  New 
York  Nephrology  Foundation  is  a specialized 
ambulatory  care  facility  which  provides  periodic 
Hemodialysis  (artificial  kidney)  treatment  to 
patients  with  chronic  kidney  failure. 

Long-term  treatment  can  be  arranged  for 
kidney  failure  patients,  including  those  patients 
who  are  awaiting  kidney  transplant  and  training 
for  home  dialysis  treatment. 

Temporary  intervals  of  treatment  can  be 
arranged  for  patients  visiting  New  York. 

The  Manhattan  Kidney  Center  is  approved 
by  the  New  York  State  Department  of  Health. 

For  information  call:  (212)  725-5540 

THE  NEW  YORK  NEPHROLOGY  FOUNDATION 

Manhattan  Kidney  Center 
40  East  30th  Street,  New  York,  N.Y.  10016 
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DIRECTOR 
MEDICAL  SERVICE 

Seaview  1 lospital  and  1 Lome  on  Staten  Island  part  of 
the  NYC  Health  and  Hospitals  Corp.  has  to  oiler  an 
excellent  opportunity  for  a medical  doctor  willing  to 
assume  full  responsibility  for  organizing  & directing 
medical  affairs  with  regard  to  care  of  700  geriatrics  & 
chronic  care  patients.  Applicants  must  lie  licensed 
to  practice  medicine  in  the  state  of  NY.  Salary 
$40,000,  plus  liberal  benefits  program.  Submit  cur- 
riculum vitae  in  strictest  confidence  to: 

Joseph  1).  Keeney,  Executive  Director 

SEAVIEW  HOSPITAL  and  HOME 

460  Hrielle  Avenue 
Staten  Island,  N.-Y  . 10318 

Art  Equal  Opportunity  Employer 


PHYSICIANS  WANTED— CONT  D 


ASSOCIATE  PATHOLOGIST:  287-BED.  MODERN.  WELL  EQUIP] 

general  hospital.  Pleasant  Upstate  New  York  community  of  100,000.  St 
clinical  interest,  but  certified  in  (or  eligible  for)  both  anatomic  and  clir 
pathology  boards.  Salary  negotiable.  Dept.  329,  c/o  NYSJM. 


OPTHALMOLOGIST:  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE.  FI 
or  part-time.  Salary  to  $34,971.  Excellent  fringe  benefits.  Veterans 
ministration  Outpatient  Clinic,  252  Seventh  Ave.,  New  York,  N.Y.  10 
Contact  Clinic  Director.  Phone  (212)  620-6522. 


PEDIATRICIAN  WANTED.  BOARD  CERTIFIED  OR  ELIGIBLE.  P. 
time  by  multispecialty  group  in  Astoria.  Queens.  Call  or  write: 
Maureen  Knight,  25-35  31st  Ave.,  L.I.C.  11106.  (212)  AS  4-2600. 


PHYSICIANS  WANTED 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY  INI 
tial  contract  leading  to  partnership  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income  Include  complete  curriculum  vitae  in  reply 

Dept.  282,  c/o  NYSJM. 


INTERNIST.  G.P.  AND  ORTHOPED  TO  JOIN  PROFESSIONAL  CORPORA- 
tion  of  five  internists,  two  general  surgeons,  one  thoracic  surgeon,  and  one 
orthopedic  surgeon.  Located  in  the  heart  of  the  Finger  Lakes.  Progressive, 
rapidly  growing  community  with  an  abundance  of  recreational  and  cultural 
opportunities.  No  investment  required.  Your  liberal  first-year  salary  high- 
lighted bv  vacations,  insurance  plans,  a profit-sharing  program,  and  a friendly 
community.  Your  interview  can  be  arranged  bv  calling  Steven  E.  Pieri, 
M.D.  collect  (607)  936-9971. 


FAMILY  PHYSICIAN  & PEDIATRICIAN  TO  JOIN  10  MAN  GROUP  IN 
South  Central  N.Y.  State,  suburban  area,  near  3 general  hospitals.  Minimum 
guarantee  with  percentage,  fringe  benefits  & opportunities  for  early  partner- 
ship. Call  or  write:  Mr.  Ronald  Brown,  Business  Manager,  Chenango  Bridge 
Medical  Group,  Chenango  Bridge,  N.Y.  (607)  648-4101. 


OPHTHALMOLOGIST  WANTED  TO  JOIN  TWO  MAN,  GOOD  GROUP  IN 
middle  N.Y’.  State.  Great  area;  good  colleges  & schools.  Completely  di- 
versified practice  with  all  kinds  of  surgery.  We  also  have  2 optometrists  and 
one  optician.  High  income;  excellent  for  energetic  type.  Dept.  328.  c/o 
NYSJM. 


PSYCHIATRIST,  BOARD  ELIGIBLE,  FOR  COMMUNITY  CLINIC  CON- 
sulting  on  referrals  from  Depts.  of  Probation  & Welfare;  $28,189  annually; 
35  hour  week;  Mineola,  N.Y’.  Send  curriculum  vitae  Dept.  325,  c/o  NYSJM. 


WANTED.  FAMILY  PHYSICIAN  TO  JOIN  TWO  OTHERS  IN  NORTH- 
eastern  New  York.  Adirondack-Lake  Champlain  region.  Ideal,  complete, 
busy,  rural  practice  in  well  equipped  medical  center  with  X-ray  and  lab. 
Open  hospital  privileges.  No  OB.  Two  medical  centers:  University  Ver- 

mont. McGill,  Montreal  within  one  hour.  Excellent  winter  and  summer 
recreational  facilities.  Starting  salary  $30,000  first  year  Corporate  partner- 
ship thereafter.  Write:  John  B.  Southwick.  M.D..  or  George  I.  Starr.  M.D., 
Champlain.  N.Y’.  Phone  collect  (518)  298-2691. 


PSYCHIATRIST,  BOARD  CERTIFIED  OR  ELIGIBLE.  UPSTATE  COUNTY 
seeks  Director  of  Community  Mental  Health  Program,  established  14  years. 
Experienced  staff  Adequate  salary;  negotiable;  fringe  benefits.  Include 
vitae  with  initial  application.  Need  immediate.  Dept.  330,  c/o  NYSJM. 


GENERAL  PRACTITIONER:  TWO  G.P.S  NEED  ASSOCIATE.  28  ME 
from  N.Y’.C.  Modern  hospital,  all  specialties  5 minutes  away.  Sa 
$24,000  plus  malpractice,  med.  society  dues  and  car  maintainance  1st  y 
increase  2nd  year  and  full  partnership  3rd  year.  Contact:  Dr.  Wulff 

Berry  Hill  Rd.,  Syosset,  N.Y’.  11791.  (516)  921-2817 


INTERNISTS,  G.P.S,  PEDIATRICIANS.  FULL  AND  PART  TIME.  H 
income.  Medical  group  in  Manhattan  and  South  Bronx.  Positions  avail 
9 a m. -5  p.m.;  9 a.m.-l  p.m.:  1 p.m.-6  p.m.  Call  (212)  328-3200  or  (212) 
3000. 


POSITIONS  WANTED 


PATHOLOGY  LOCUM  TENENS.  CERTIFIED  ANATOMICAL  PATHO 
gist  is  available  for  locum  tenens  coverage  in  New  York  City  area.  I 
license.  Dav  or  week  at  $200  per  day.  Herman  Berk.  M.D..  117  Fort 
Road,  Leonia,  N.J.  07605.  (201)  944-5858. 


PRACTICES  WANTED 


OPHTHALMOLOGIST.  BOARD  CERTIFIED.  MEDICAL  SCHOOL  AFFL' 
tion.  would  desire  ophthalmic  practice  from  retiring  ophthalmologis 
Manhattan  or  immediate  vicinity.  Dept.  316,  c/o  NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP 
individual  practice  New  York  and  New  Jersey  license  Dept  215, 
NYSJM 


PRACTICE  WANTED:  GASTROENTEROLOGIST-INTERNIST.  TOP  I 
versity  trained,  staff  of  Mount  Sinai,  New  Y’ork  City,  desires  medical  prac 
and/or  rent  office  space.  East  Side  Manhattan;  X-ravs  preferrable.  I 
326,  c/o  NYSJM. 


A YOUNG  INTERNIST  DESIRES  TO  TAKE  OVER  OR  SHARE  ESI 
fished  practice  in  Roslvn,  Long  Island.  Please  call  (212  ) 261-0659.  or  I 
9342. 
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ISCELLANEOUS 


Ft  SALE:  ORIGINAL  COPY  OF  PHILOSOPHICAL  TRANSACTIONS 
loyal  Society),  Number  147,  printed  Oxford,  May  10,  1683.  Contains  in- 
■resting  studies  on  round  worm  in  humans,  hydrophobia,  vision,  dissection  of 
bitch  with  remains  of  previous  conceptions,  anatomy  of  a monstrous  pig,  and 
ook  reviews.  Exceptional  gift  for  medical  library.  Dept.  332,  c/o  NYSJM. 


AL  ESTATE  FOR  SALE  OR  RENT 


F l SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
■ Manhattan.  Complete  medical  full  floor,  complete  residential  floor.  Call 
|e.  2-2154. 


' JNTRY  ESTATES  LESS  THAN  ONE  HOUR  FROM  NEW  YORK  CITY. 
ANUET:  4 bedroom,  3 bath,  maids  room  & lav,  on  lovely  wooded  4 acres 

Ith  apple  orchard,  tennis  court,  swimming  pool.  Asking  $200,000. 
3MKINS  COVE:  3 bedroom,  2 bath,  2 lav,  terrace  & balconies  on  4 acres 
th  breathtaking  Hudson  view,  tennis  court,  swimming  pool.  Asking 
40,000.  Alan  Legett,  Inc.,  20  North  Broadway,  Nyack,  N.Y.  10960.  Call 
14)  358-3050,  or  358- 1102. 


R iL  ESTATE  FOR  SALE:  BREWSTER,  NEW  YORK:  FRONTING  RE- 
jrvoir,  Carmel-Brewster  Road,  2 miles  Putnam  Community  Hospital.  660 
| frontage  to  250  ft.  deep.  Will  divide  for  medical  building  or  business  use. 
room  house  also  available.  Discuss  with:  N.  M.  Barbour  (914)  279-6503. 


F l RENT:  BOCA  RATON,  FLORIDA.  BEAUTIFUL,  2 BEDROOM 

iuse  in  prestigious  Spanish  Court  section  of  Boca  Raton.  Two  dens,  dining 
om,  living  room,  large  Florida  room  and  private  swimming  pool.  Five 
inutes  from  beach  and  Boca  Raton  Hotel  and  Club;  close  to  shopping  center. 
>r  rent  by  the  season  or  weekly  with  a minimum  of  two  weeks.  No  pets. 
’ ax  L.  Fox,  M.D.,  188  Genesee  St.,  Auburn,  N.Y.  Call  1-315-252-3769. 

A \TAGH,  N.Y.:  PROFESSIONAL  HOME  & OFFICE  SUITE  ON  MAIN 
ad.  150'  x 118'  plot.  Fieldstone  front,  wideline  ranch,  beautifully  land- 
aped  with  underground  sprinkler  system.  Five  rooms  plus  ‘/2  bath  for  office 
e.  Living  room,  dining  room,  three  bedrooms,  1%  baths  & new  formica  eat- 
-kitchen.  New  carpeting  throughout.  Many  extras  including  all  appli- 
■ . ices.  Burglar  alarm  system  throughout  home  and  office.  Two-car  at- 
ched  garage  with  automatic  overhead  door.  Full  basement.  $60,000. 
i vner  (516)  795-2391. 


ATION  PARADISE:  LUXURIOUS  3 BEDROOM,  3 BATH,  AIR  CON- 
ioned,  St.  Thomas  villa  for  rent,  weekly  or  monthly.  Full  kitchen,  25  foot 
iside  gallery,  maid  service,  directly  on  beautiful  Cowpet  Bay  overlooking 
eat  St.  James  and  St.  John.  Excellent  swimming,  snorkeling,  boating, 
inis,  and  duty  free  shopping.  Call  Mr.  Aaronson  (212)  674-3230. 


v EOLA  PROFESSIONAL  OFFICE  AND  HOME:  8 ROOM  RESIDENCE 
is  5 room  office.  Established  practice  for  specialist  or  family  practice, 
itable  for  other  professionals.  Retiring;  medical  equipment  for  sale.  Air 
iditioned,  fully  landscaped,  swimming  pool;  main  thoroughfare.  Ernest 
chaelson,  M.D.  (516)  PI  6-7789. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


GREAT  NECK:  5-BEDROOM  RANCH  HOME;  5-ROOM  SEPARATE  OF 
fice.  Ideally  located  in  Saddle  Rock  for  practice  and  living.  Pool,  tennis,  park 
and  dock  facilities.  Walk  to  schools,  library  and  places  of  worship  Ex- 
cellent financing  available.  Must  be  seen.  Lucille  Blate  Realtor  (516)  482- 
2343. 


DOCTOR’S  COMPLEX:  BLOCKFRONT  17  TO  18  STS.,  3RD  AVE.  ONE 
block  from  5 hospitals.  Professional  offices  in  newly  erected  31-story  building, 
occupancy  September;  9500  sq.  ft.  Perfect  for  medical  group.  Will  build  to 
suit.  Goodstein  Management  Co.,  4 Park  Ave.,  N.Y.C.  10016.  Martin  Good- 
stein,  (212)  532-9550. 


L.I.  MINI  ESTATE,  IDEAL  LOCATION  FOR  HOME  AND/OR  PROFES- 
sional  building.  Custom  built.  Top  construction;  beautifully  landscaped; 
approx.  ll2  acres;  adjacent  State  Park.  Summer/winter  sports;  walk  to 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
Also  appraised  contemporary  and  antique  furniture,  art,  collectors  items;  noth- 
ing cheap;  good  value.  Cash/carry.  (516)935-2083. 


PSYCHIATRIST’S  OFFICE  AVAILABLE  ALL  DAY  M,W,F,S  AND  ALL 
evenings.  Park  Ave.  & 83rd  Street,  New  York  City.  Newly  furnished.  Rea- 
sonable rent.  Call  (212)  TR9-1999. 


HOUSE  FOR  SALE  ON  PROFESSIONAL  SITE  IN  WOODBURY  (NAS- 
sau).  Spacious,  7-room  brick  split  on  V3  acre;  3 bedrooms,  2V2  baths,  2-car 
garage,  air  conditioned,  pool,  all  appliances,  professionally  landscaped,  full 
basement,  immaculate.  Adjacent  to  major  parkways.  $61,500.  (516)  921- 
0828. 


INVESTMENT  LAND,  CATSKILL  MTS.,  100  ACRES  OF  PRIME  LAND, 
panoramic  views,  stream  frontage,  near  lake  and  state  park.  High  growth 
area,  terms,  $50,000.  Other  choice  parcels  available,  20-1600  acres,  best  in- 
flation, shelter  dollars.  Professional  Land  Management,  excellent  tract 
record.  Call  Mt.  Realty,  Roxbury,  N.Y.  (607)  326-7001. 


1,000  SQUARE  FEET  PROFESSIONAL  SUITE,  SUITABLE  FOR  PHYSI- 
cian,  near  Deepdale  Hospital  in  Great  Neck.  Daytime  (212)  GE  4-4072;  Eve- 
nings and  Sunday  (516)  487-5315. 


NORTH  SHORE.  SUFFOLK  COUNTY,  N.Y.,  MEDICAL  OFFICE  AND 
home  on  ‘3  acre;  high  quality  area.  Six  room  office  separate  entrance.  Home: 
Colonial  4 bedrooms,  2’/2  baths,  large  kitchen;  central  air  conditioning;  profes- 
sionally landscaped;  swimming  pool.  Retiring.  Call  (516)  724-6563. 


CLARKSTOWN:  TRUE  REDWOOD  CONTEMP.  ON  2 WOODED  ACRES; 
4 bedrooms,  2'/2  baths,  studio,  4 fireplaces;  stream  on  property  in  top  area; 
only  minutes  to  Palisades  Interstate  Parkway,  % hour  from  N.Y.C.  Asking 
$98,000.  Alan  Leggett,  Inc.,  20  North  Broadway,  Nyack,  N.Y.  10960.  Call 
(914)  358-3050,  or  358-1102. 
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HOPE 

transplant 

Since  1960.  the  staff  of  a United  States  medical 
center  has  transplanted  hope  to  millions  of 
people  throughout  the  world.  The  medical 
center  is  the  S.S.  HOPE,  and  each  year  her 
physicians,  dentists,  nurses  and  allied  health 
personnel  carry  their  skills  to  people  in  de- 
veloping regions.  While  administering  treat- 
ment. they  also  teach  — sharing  their  knowl- 
edge with  their  host  country  counterparts. 
When  the  hospital  ship  sets  sail,  she  leaves 
behind  her  greatest  gift— hope.  Help  perform 

a transplant. 

Give  to: 


PROJECT 


Dept.  A 

Washington,  D.  C.  20007 


4f 


A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  WATER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

^Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid- induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide!  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  <n  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  RR.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


Tablets 


<4  Tablets 

Percodan 


When  she  goes  home 
prescribe  Percodan  for 
continued  relief  of  pain. 

• effective  analgesia 

• rapid  acting 

• q.  6 h.  dosage’' 


*Dosage  should  be  ad- 
justed according  to  the 
severity  of  pain  and 
the  response  of  the 
patient.  It  may  occa- 
sionally be  neces- 
sary to  exceed  the 
usual  recom- 
mended dosage 
in  cases  of  more 
severe  pain  or 
in  those  patients 
who  have  become 
tolerant  to  the 
analgesic  effect  of 
narcotics. 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  224  mg.  aspirin 
160  mg.  phenacetin,  and  32  mg.  caffeine. 


For  reliable  relief  of  moderate 
to  moderately  severe  pain. 


£ndo  Laboratories.lnc. 


Subsidiary  of  E.l.  du  Pontde  Nemours  & Co.  (Inc.) 
Garden  City,  New  York  11530 


Please  refer  to  Brief  Summary  on  facing  page 


EN-596* 


For  reliable  relief  of  moderate 
to  moderately  severe  pain. 

1\  4 Tablets 

Percodan® 

Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  224  mg. 
aspirin,  160  mg.  phenacetin,  ana  32  mg.  caffeine. 

INDICATIONS:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone, 
aspirin,  phenacetin  or  caffeine. 

WARNINGS:  Drug  Dependence:  Oxycodone  can  produce  drug 
dependence  of  the  morphine  type  and,  therefore,  has  the  poten- 
tial for  being  abused.  Psychic  dependence,  physical  depen- 
dence and  tolerance  may  develop  upon  repeated 
administration  of  Percodan,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications.  Like 
other  narcotic-containing  medications,  Percodan  is  subject  to 
the  Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients:  Oxycodone  may  impair  the 
mental  and/or  physical  abilities  required  for  the  performance 
of  potentially  hazardous  tasks  such  as  driving  a car  or  operat- 
ing machinery.  The  patient  using  Percodan  should  be  cau- 
tioned accordingly. 

Interaction  with  other  central  nervous  system  depressants: 
Patients  receiving  other  narcotic  analgesics,  general  anesthet- 
ics, phenothiazines,  other  tranquilizers,  sedative-hypnotics  or 
other  CNS  depressants  (including  alcohol)  concomitantly  with 
Percodan  may  exhibit  an  additive  CNS  depression.  When  such 
combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced. 

Usage  in  pregnancy:  Safe  use  in  pregnancy  has  not  been 
established  relative  to  possible  adverse  effects  on  fetal  develop- 
ment. Therefore,  Percodan  should  not  be  used  in  pregnant 
women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

Usage  in  children:  Percodan  should  not  be  administered  to 
children. 

Salicylates  should  be  used  with  caution  in  the  presence  of 
peptic  ulcer  or  coagulation  abnormalities. 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pres- 
sure: The  respiratory  depressant  effects  of  narcotics  and  tneir 
capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  mark- 
edly exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions  or  a pre  existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with  head 
iniuries. 

Acute  abdominal  conditions:  The  administration  of  Percodan 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course 
in  patients  with  acute  abdominal  conditions. 

Special  risk  patients  Percodan  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothy- 
roidism, Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when 
taken  in  excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness,  seda- 
tion, nausea  and  vomiting.  Some  of  these  adverse  reactions 
may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  con- 
stipation and  pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adiusted  according  to  the  severity  of  the  pain  ana  the  response 
of  the  patient.  It  may  occasionally  be  necessary  to  exceed  the 
usual  dosage  recommended  below  incases  of  more  severe  pain 
or  in  those  patients  who  have  become  tolerant  to  the  analgesic 
effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Per- 
codan may  be  additive  with  that  of  other  CNS  depressants.  See 
WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit 
the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms 
Serious  overdose  with  Percodan  is  characterized  by  respiratory 
depression,  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and 
sometimes  bradycardia  and  hypotension.  In  severe  overdosage, 
apnea,  circulatory  collapse,  cardiac  arrest  and  death  may 
occur.  The  ingestion  of  very  large  amounts  of  Percodan  may,  in 
addition,  result  in  acute  salicylate  intoxication 
Treatment:  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  tne  institution  of  assisted  or  con- 
trolled ventilation.  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against  respi- 
ratory depression  which  may  result  from  overdosage  or 
unusual  sensitivity  to  narcotics,  including  oxycodone.  There- 
fore, an  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation.  Since  the 
duration  of  action  of  oxycodone  may  exceed  that  of  the  antago- 
nist, the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as 
needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed 
drug. 


Attention  NewYork 
State  Physicians 

Dear  Doctor: 

Starting  April  1,  1973,  new 
legislation  passed  by  the  State  of 
New  York  requires  that  special 
official  triplicate  prescriptions 
be  used  whenever  you  prescribe 
or  dispense  Schedule  II 
substances  (except  for  use  by 
hospital  in-patients). 

To  facilitate  this  procedural 
transition  as  much  as  possible, 
Endo  Laboratories  is  offering  a 
number  of  service  items: 

1.  a question  and  answer  booklet 
on  the  new  law, 

2.  a list  of  the  most  frequently 
prescribed  Schedule  II  drugs 
requiring  a triplicate  prescription, 

3.  a triplicate  kit  to  aid  in  the 
writing  and  filing  of  the  new 
prescriptions,  and 

4.  literature  to  help  explain  the 
law  to  your  patients. 

You  may  obtain  one  or  more 
of  these  items  from  your  Endo 
Representative,  or  by  writing 
directly  to  us  at  1000  Stewart 
Avenue,  Garden  City, 

NewYork,  11530. 

Sincerely, 

ENDO  LABORATORIES,  INC. 


Edward  P.  Smith 

Director,  Professional  Services 
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Scientific  Articles 

1859  Transfusions  of  Platelets  and  White  Cells;  obtained  from  single  donors 
Irma  O.  Szymanski,  M.D.,  and  Allan  Kliman , M.D. 


1864  Colony- Stimulating  Activity;  association  with  effect  of  hemodialysis  on  neutrophil 
granulocytes 

Michael  P.  McGarry,  Ph.D.,  Edwin  A.  Mirand,  Ph.D.,  Sc.D.,  and 
Gerald  P.  Murphy,  M.D.,  Sc.D. 


1869  Overview  of  Gestational  Trophoblastic  Neoplasia 
Martin  M.  Quigley,  M.D. 


1875  Subsequent  Health  of  Former  Carriers  of  Hemolytic  Streptococci 
Marjorie  B.  Dunlap,  M.A.,  and  John  W.  Bergin,  M.D. 


1881  Incidence  of  Plumbism  and  Pica  in  Accidentally  Poisoned  Children 

Raymond  M.  Russo,  M.D.,  Teresita  Laude,  M.D.,  Solomon  Rajkumar,  M.D.,  and 
John  E.  Allen,  M.D. 


1886  Cardiogenic  Shock;  recent  advances  in  pharmacologic  management  (I) 
Richard  J.  Kones,  M.D. 


Recent  Advances  in  Medicine  and  Surgery 

1894  Treatment  of  Cardiogenic  Shock 
Simon  Dack,  M.D. 
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BEMINAL-500 

High  potency  B complex  vitamins/  500mg.  vitamin  C 


V return  to  good  health  can  be  so  many 
hings . . . medical  and  nursing  care . . . 
est  and  proper  diet . . . and  prescribed 
uitritional  supplementation,  like 
dEMINAL-500,  when  the  need  is  for 
ugh  potency  vitamin  B complex  with 
'00  mg.  of  vitamin  C. 

1EMINAL-500  provides  B and  C for 
itamin  deficiencies  which 


may  occur  during 

• pre-  and  postoperative  care 

• acute  infections 
or  resulting  from 

• debilitating  long  term  illness 

• convalescence 

BEMINAL-500  Tablets  have  no  odor 
and  leave  no  aftertaste . . . 500  mg.  of 
vitamin  C in  every  tablet. 


Each  BEMINAL-500  tablet  contains: 


Thiamine  mononitrate  (Vit.  Bi)  25.0  mg. 

Riboflavin  (Vit.  Bj)  12.5  mg. 

Niacinamide  100.0  mg. 

Pyridoxine  hydrochloride  (Vit.  B,;)  10.0  mg. 

Calcium  pantothenate  20.0  mg. 

Ascorbic  acid  ( Vit.  C ) 

as  sodium  ascorbate  500.0  mg. 

Cyanocobalamin  (Vit.  B12)  5.0  meg. 


Each  tablet  contains  0.15  mg.  saccharin  as  sodium 
saccharin. 

Each  tablet  provides  the  following  multiples  of  the 
recognized  adult  minimum  daily  requirements: 


Thiamine  mononitrate  25 

Riboflavin  K) 

Niacinamide  10 

Ascorbic  Acid  16 


The  need  for  pyridoxine  hydrochloride,  calcium 
pantothenate,  and  cyanocobalamin  in  human  nu- 
trition has  not  been  established. 

USUAL  DOSAGE: 

Adults— 1 tablet  daily,  or  as  directed. 

SUPPLIED: 

No.  824— BEMINAL-500  Tablets,  in  bottles  of  100. 


Aversf  AYERST  LABORATORIES 

/ New  York,  N.Y.  10017 
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Abstracts 


Szymanski,  I.  O.,  and  Kliman,  A.:  Transfusions  of 
platelets  and  white  cells;  obtained  from  single  donors, 
New  York  State  J.  Med.  73:  1859  (July  15)  1973. 

As  a result  of  vigorous  chemotherapy  many  patients 
are  rendered  temporarily  thrombocytopenic.  Platelet 
and/or  white  cell  transfusions  will  provide  lifesaving  sup- 
port in  these  situations.  Usually  platelet  concentrates 
derived  from  many  random  donors  are  administered, 
whereas  white  cell  transfusions  are  rarely  given.  In  this 
article,  consideration  is  given  to  the  dangers  associated 
with  transfusing  platelets  from  several  donors.  The 
experience  in  collecting  and  transfusing  platelets  as  well 
as  white  cells  derived  from  single  donors  is  reported. 

McGarry,  M.  P.,  Mirand,  E.  A.,  and  Murphy,  G.  P.: 

Colony-stimulating  activity;  association  with  effect  of 
hemodialysis  on  neutrophil  granulocytes,  New  York 
State  J.  Med.  73:  1864  (July  15)  1973. 

In  this  article,  the  effect  of  hemodialysis  on  serum  CSA 
(colony-stimulating  activity)  in  patients  is  reported. 
CSA  is  measured  by  the  in  vitro  colonial  proliferative  re- 
sponse of  marrow  granulocyte  and  monocyte  precursor 
cells  (in  this  case,  murine)  and  is  believed  to  be  reflective 
of  myelopoietic  regulatory  factors  functional  in  vivo. 
The  observed  elevation  in  serum  CSA  following  hemo- 
dialysis is  attributed  to  the  loss  of  inhibitory  factor(s) 
during  the  dialysis  procedure.  This  serum  CSA  may  be 
a contributing  factor  to  the  neutrophil  overshoot  which 
characteristically  follows  the  hemodialysis-associated 
neutropenia  generally  observed  in  the  peripheral  blood 
during  hemodialysis. 

Quigley,  M.  M.:  Overview  of  gestational  trophoblastic 
neoplasia,  New  York  State  J.  Med.  73:  1869  (July  15) 
1973. 

The  spectrum  of  gestational  trophoblastic  disease  is 
reviewed  with  particular  emphasis  on  its  historical  de- 
velopment, incidence,  classification,  diagnosis,  progno- 
sis, and  treatment.  A new  classification  is  proposed  and 
utilized  as  a basis  for  therapy. 

Dunlap,  M.  B.,  and  Bergin,  J.  W.:  Subsequent  health 
of  former  carriers  of  hemolytic  streptococci,  New  York 
State  J.  Med.  73:  1875  (July  15)  1973. 

The  incidence  of  sequelae  among  former  streptococcal 
carriers  was  found  to  be  0.2  per  cent  for  first  attacks  of 
rheumatic  fever,  0.2  per  cent  for  recurrences,  and  0.2 
per  cent  for  glomerulonephritis,  or  a total  of  0.6  per  cent. 
The  incidence  among  noncarriers  was  0.2  per  cent  (glo- 


merulonephritis). Late  suppurative  streptococcal  ill- 
nesses occurred  frequently  in  all  children,  much  less 
frequently  in  adults.  About  25  per  cent  of  the  children 
who  had  not  and  39  per  cent  of  those  who  had  been 
carriers  reported  late  illnesses.  However  serotyping  of 
the  “early”  and  “late”  organisms  of  the  carrier  children 
demonstrated  that  in  98  per  cent  of  these  cases  the  late 
illnesses  were  due  to  new  types  and  not  to  those  pre- 
viously carried.  Long-chain  tests  revealed  that  in  two 
thirds  of  the  situations  protective  antibodies  to  the 
formerly  carried  types  were  present  even  though  the  sera 
were  drawn  several  years  after  the  events,  and  that  in  all 
but  3 situations,  or  92  per  cent,  there  were  no  protective 
antibodies  to  the  types  associated  with  the  late  illnesses. 

Russo,  R.  M.,  Laude,  T.,  Rajkumar,  S.,  and  Allen, 

J.  E.:  Incidence  of  plumbism  and  pica  in  accidentally 
poisoned  children,  New  York  State  J.  Med.  73:  1881 
(July  15)  1973. 

Fifty-one  children  after  ingesting  a potentially  harmful 
substance  were  screened  for  plumbism  and  compared  to 
a randomly  selected,  age-matched  control  group  also 
screened  for  plumbism.  Evidence  of  lead  poisoning 
(blood-lead  level  2^0.06  mg.  per  cent)  was  encountered 
in  4 of  102  children  studied,  2 of  whom  were  in  the  ac- 
cidental poisoning  group  and  2 in  the  control  group. 
The  incidence  of  previous  acute  ingestions,  pica  and 
specific  paint  or  plaster  ingestion,  were  not  significantly 
different  in  the  two  groups.  These  findings  support  the 
existence  of  a fundamental  difference  in  the  pathogenesis 
of  lead  poisoning  and  accidental  poisoning. 

Kones,  R.  J.:  Cardiogenic  shock;  recent  advances  in 

pharmacologic  management,  New  York  State  J.  Med. 
73:  1886  (July  15  and  Aug.  1)  1973. 

Various  modes  of  treatment  for  cardiogenic  shock  and 
myocardial  infarction  are  discussed  in  this  report,  which 
appears  in  two  parts.  Part  I deals  with  general  care  of 
patients  suffering  from  cardiogenic  shock,  including 
agents  used  for  early  relief  of  pain.  Modes  of  treatment 
include  arterial  catheterization,  acid-base  and  electro- 
lyte balance,  treatment  for  anemia  and  altered  blood 
viscosity,  monitoring  techniques,  treatment  for  myo- 
cardial and  systemic  hypoxia,  and  oxygen  therapy. 
Part  II  discusses  treatment  through  the  use  of  therapeu- 
tic agents  and  procedures.  Catecholamines  have  re- 
cently appeared  as  therapeutic  agents  in  the  treatment 
of  cardiogenic  shock.  These  vasoactive  amines  include 
isoproterenol,  dopamine,  norepinephrine,  and  metarami- 
nol.  Digitalis  action,  glucagon,  and  corticosteroids  are 
also  considered  in  detail. 
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Month  in  Washington 


Strong  protests  from  the  American  Medical  Associa- 
tion and  others  have  led  the  secretary  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  to  hold  letters 
from  Social  Security’s  Bureau  of  Health  Insurance  that 
ordered  Medicare  and  Medicaid  intermediaries  to  aug- 
ment hospital  utilization  review  by  requiring  a pre- 
admission certification  program  and  the  use  of  nation- 
al, regional,  or  other  appropriate  data  on  length  of  stay 
by  diagnosis  to  establish  extended-stay  cut-off  dates. 

In  letters  and  visits  with  HEW  secretary  Caspar  W. 
Weinberger,  AMA  board  chairman,  John  R.  Kernodle, 
M.D.,  urged  that 

. . . The  Social  Security  directive  be  reviewed,  not 
only  from  the  standpoint  of  its  validity  under  the 
Medicare  law  but  also  with  respect  to  its  apparent 
preemption  of  functions  given  by  the  Congress  to 
PSRO  (Professional  Standards  Review  Organiza- 
tions). 

. . . We  believe  the  purpose  of  an  intermediary  let- 
ter should  be  limited  to  administrative  matters  af- 
fecting carriers.  If  providers  of  service  are  affected, 
we  believe  that  any  changes  should  be  the  subject  of 
proposed  regulations  under  which  the  providers  and 
the  carriers  are  given  an  opportunity  to  present  their 
views.  In  the  case  of  the  intermediary  letters  under 
consideration,  we  question  their  validity  and  appro- 
priateness at  this  time.  We  believe  that  they  should 
not  be  issued  now,  and  that  they  would  more  appro- 
priately be  included  in  the  PSRO  regulations. 

Social  Security  stated  that  the  proposed  new  instruc- 
tions in  its  intermediary  letters  “are  intended  to  be 
supportive  of  the  PSRO  effort.” 

The  reason  for  the  new  procedures,  according  to  So- 
cial Security,  is  “increasing  public  concern  at  all  levels 
over  the  need  for  more  effective  utilization  of  health 
care  while  maintaining  or  improving  the  quality  of  care 
rendered.” 

Social  Security  describes  the  new  instructions  as 

. . . processes  that  are  to  be  employed  for  the  period 
prior  to  the  emergence  of  PSROs.  Hospitals  will  re- 
quire that  the  attending  physician  present  appropri- 
ate documentation  for  use  by  the  UR  (utilization  re- 
view) committee,  or  its  representative,  for  approval 
of  the  hospital  admission  prior  to,  or  at  the  time  of, 
elective  admissions  and  within  one  working  day  sub- 
sequent to  emergency  or  urgent  admissions. 

A representative  of  the  utilization  review  commit- 
tee will  review  all  applications  for  admission  of  Med- 
icare beneficiaries;  however,  not  all  would  be  re- 
viewed in  the  same  depth.  By  employing  a selection 
technique  found  appropriate  by  SSA,  the  utilization 
review  committee  will  subject  an  appropriate  num- 
ber of  the  applications  for  admission  to  close  profes- 
sional scrutiny.  For  example,  the  committee  will  be 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


required  to  review  intensively  all  questionable  ad- 
missions (that  is,  those  involving  questionable  diag- 
nosis and  treatments,  for  which  close  review  is  ap- 
propriate because  of  high  cost,  frequency  of  abuse,  or 
propensity  for  potential  misutilization). 

All  admissions  approved  by  the  utilization  review 
committee  will  be  certified  by  the  committee  for  a 
specific  duration  based  on  an  appropriate  percentile 
of  past  data  or  other  data  acceptable  to  the  secre- 
tary. Where  the  committee  does  not  approve  the 
admission,  the  attending  physician  and  the  benefici- 
ary are  to  be  notified  immediately,  that  is,  within 
twenty-four  hours.  Reviews  of  admissions  are  to  be 
scheduled  prior  to  or  at  the  time  of  the  expiration  of 
the  initial  projected  length-of-stay  and  in  subsequent 
additional  stays  where  the  attending  physician  rec- 
ommends and  the  utilization  review  committee  ap- 
proves continuing  hospitalization.  Appeal  rights  are 
to  be  provided  to  protect  the  beneficiary,  hospital, 
and  the  attending  physician  from  improper  denials. 

The  proposed  new  procedure  calls  not  only  for  a 
change  in  timing  of  the  review  but  for  analysis  of  uti- 
lization review  findings  and  the  correction  of  prob- 
lems that  are  identified  . . . 

Social  Security  said  that  the  intermediaries  would 
conduct  on-site  reviews  to  “verify  that  pre-admission 
certifications  and  subsequent  reviews  are  made  timely 
and  in  a conscientious  manner.”  Carriers  would  be  re- 
quired to  exchange  information  to  identify  “potentially 
aberrant  patterns  of  service  and  to  take  appropriate 
corrective  action.” 

* * * 

Some  150  physicians  representing  38  state  medical 
associations  and  foundations  have  visited  congressmen 
and  Federal  officials  to  make  a case  that  statewide 
PSRO  coordinating  systems  should  be  permitted  when 
the  program  is  implemented. 

The  government  has  indicated  that  statewide  PSROs 
are  likely  in  only  very  small  states,  although  the  law 
contains  no  such  restriction.  Chief  congressional  spon- 
sor of  PSRO,  Sen.  Wallace  Bennett  (R.,  Utah),  insists 
that  the  intent  of  the  law  is  to  bar  statewide  setups  in 
larger  states. 

PSRO  is  the  provision  of  last  year’s  Medicare-Medi- 
caid amendments  that  calls  for  a structured  profession- 
al review  system  for  Medicare  and  Medicaid  which  will 
review  initially  all  institutional  care  and  later  all  care, 
including  private  physicians’  care. 

Most  of  the  lawmakers  who  were  visited  expressed 
sympathy  for  the  position  of  the  state  groups  and  said 
they  would  transmit  the  concern  to  HEW.  At  a fol- 
low-up meeting,  HEW  officials,  however,  indicated  no 
change  in  policy  is  planned  at  this  time. 

Henry  Simmons,  M.D.,  Deputy  Assistant  Secretary 
for  Health,  said:  “It  appears  clear  that  statewide 

PSROs  would  be  difficult  to  square  with  congressional 

continued  on  page  1848 
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The  Rx  that  says 

“Relax” 


Butiisol 

(SODIUM  BUTABARBITAL) 


SODIUM4 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a ‘roller-coaster’’  nor  a 'hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers.* 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease: 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  ‘ hangover  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d  or  q.i.d.  For  hypnosis,  50  mg  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.,  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg., 
50  mg.,  100  mg. 


McNEILJ  McNeil  Laboratories.  Inc..  Fort  Washington,  Pa.  19034 


. . . KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 
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intent.”  The  legislative  history  of  the  provision,  Dr. 
Simmons  added,  “makes  plain”  that  there  should  be  a 
number  of  PSROs  in  the  larger  states. 

However,  state  and  AMA  representatives  argued  that 
there  should  be  some  arrangement  under  which  a 
state-wide  umbrella  organization  can  be  part  of  the 
PSRO  program,  and  that  medicine  desired  a condition 
under  which  those  state  organizations  which  are  inter- 
ested and  qualified  could  participate  in  a management 
role  in  the  PSRO  program  in  their  states. 

PSRO  director,  William  Bauer,  M.D.,  told  the  state 
representatives  that  he  desired  to  be  flexible  in  operat- 
ing the  program.  He  said  that  final  area  designations 
won’t  be  made  until  November  at  the  earliest,  but  he 
echoed  Dr.  Simmons’  assertion  that  larger  states  won’t 
be  able  to  establish  PSRO  organizations  that  supervise 
the  program  throughout  the  state.  “States  with  a sig- 
nificantly large  number  of  physicians  can  be  expected 
to  have  more  than  one  PSRO,”  he  told  the  meeting. 

* * * 

In  the  exchange  of  communications  between  the 
HEW  secretary  and  AMA  officials,  two  other  stands  of 
organized  medicine  were  made  abundantly  clear. 

Dr.  Kernodle,  in  a letter  to  the  secretary,  took  issue 
with  Social  Security’s  opposition  to  CPT  (current  pro- 
cedural terminology)  as  a coding  system  for  carriers. 
Dr.  Kernodle  said  the  AMA  has  spent  many  years  and 
hundreds  of  thousands  of  dollars  in  developing  “what 
we  think  is  the  finest  and  most  complete  description  of 
medical  and  surgical  procedures  that  is  possible.” 

Dr.  Kernodle  pointed  out  that  the  physicians  of  at 
least  six  states  and  the  carriers  operating  in  these 
states  wish  and  stand  ready  to  put  CPT  into  operation. 
But  Social  Security  continues  to  prohibit  this  on 
grounds  that  it  might  raise  costs.  Actually,  Dr.  Ker- 
nodle said,  studies  indicate  that  cost  increases  would 
be  minimal  at  most,  and  at  least  one  state  has  found 
the  use  of  CPT  reduced  costs. 

“All  the  AMA  is  asking  is  that  those  carriers  who 
wish  to  use  CPT  be  granted  the  opportunity.” 

In  the  same  letter  to  the  HEW  secretary,  Dr.  Kerno- 
dle wrote: 

. . . The  final  and  most  important  point  we  wish  to 
make,  and  one  that  is  at  the  core  of  many  other 
areas  of  concern,  is  our  firm  belief  that  medical  and 
health  matters  currently  under  the  jurisdiction  of  the 
Social  Security  Administration  and  the  Social  and 
Rehabilitation  Service  should  be  under  the  jurisdic- 
tion of  the  Office  of  the  Assistant  Secretary  for 
Health. 

The  Senate  has  approved  a drastically  reduced  HMO 
(Health  Maintenance  Organization)  bill  (69-25)  after 
liberal  forces  led  by  Sen.  Edward  Kennedy  (D.,  Mass.) 
fell  back  in  retreat. 

The  measure  that  finally  emerged  after  two  days  of 
debate  called  for  spending  $805  million  over  three  years 
to  encourage  development  of  prepaid  group  practices  or 
contract  practice-type  organizations.  Last  year,  the 
Senate  overwhelmingly  voted  a $5.1  billion  HMO  pro- 
gram. 

The  legislation  now  goes  to  the  House,  where  a 
House  health  subcommittee  has  approved  a $280  mil- 
lion program.  The  Senate  has  been  warned  that  any 


bill  far  exceeding  the  administration’s  request  for  an 
experimental  $60  million  first-year  plan  may  face  a 
presidential  veto. 

Confronted  by  surprisingly  strong  conservative  oppo- 
sition to  the  $1.5  billion  scale  of  the  HMO  bill  reported 
by  the  Senate  Labor  and  Public  Welfare  Committee, 
Kennedy  was  compelled  to  capitulate  twice  on  the 
Senate  floor.  He  first  proposed  a $865  million  substi- 
tute that  would  have  relaxed  many  provisions  of  the 
original  measure.  At  the  end  he  switched  support, 
successfully,  to  a Republican  substitute  introduced  by 
Sen.  Jacob  Javits  (R.,  N.Y.)  and  Sen.  Richard 
Schweiker  (R.,  Pa.). 

The  Javits-Schweiker  bill  authorized  $705  million. 
Added  to  this  by  the  Senate  was  a $100  million  provi- 
sion by  Sen.  William  Hathaway  (D.,  Maine)  to  foster 
HMO  development  in  rural  areas. 

Kennedy  said  the  revised  bill  would  fund  about  200 
HMOs  “which  have  been  proved  to  work.” 

The  bill  adopted  by  the  House  Health  Subcommittee 
several  days  before  the  Senate  vote  would  aid  about 
100  HMOs  at  a cost  of  some  $280  million  over  three 
years.  This  bill  still  must  be  voted  on  by  the  House 
Commerce  Committee  and  the  House. 

Criticizing  the  original  HMO  bill,  Sen.  Robert  Taft, 
Jr.,  (R.,  Ohio)  said  that  the  Senate  would  be  “unwise 
to  propagate  by  legislation  a remedy  for  health  care 
which  has  not  yet  passed  any  of  the  necessary  tests. 
Before  we  even  have  a chance  to  get  the  test  models 
off  the  ground,  it  is  now  proposed  to  fly  with  a whole 
fleet  of  HMOs.” 

* * * 

The  creation  of  a new  Joint  Commission  on  Medical 
Malpractice  is  being  planned  by  major  medical  organi- 
zations as  a means  of  curbing  the  rising  number  of 
damage  claims  and  controlling  health  care  costs. 

Joining  in  the  new  venture  would  be  the  American 
College  of  Surgeons,  American  College  of  Physicians, 
American  Hospital  Association,  American  Medical  As- 
sociation, and  representatives  of  medical  specialty  so- 
cieties. 

The  plan  was  discussed  by  John  R.  Kernodle,  M.D., 
of  Burlington,  North  Carolina,  chairman  of  the  AMA 
Board  of  Trustees,  in  a speech  before  the  American 
College  of  Obstetricians  and  Gynecologists  meeting  in 
Bal  Harbor,  Florida. 

“While  the  AMA  has  been  active  in  the  commis- 
sion’s formation,”  Dr.  Kernodle  said, 

“We  are  fully  aware  that  it  is  only  through  joint 
action  that  the  malpractice  issue  can  be  met. 

The  commission  will  gather  and  disseminate  infor- 
mation on  the  nature,  frequency,  costs,  and  causes  of 
malpractice  claims  . . . and  recommend  equitable 
and  appropriate  ways  of  minimizing  the  claims  prob- 
lem. 

* * * 

John  A.  D.  Cooper,  president  of  the  Association  of 
American  Medical  Colleges,  has  blasted  the  Nixon  Ad- 
ministration’s proposed  budget  cuts  for  fiscal  year 
1974,  saying  that  they  present  a serious  financial  blow 
to  medical  education,  biomedical  research,  and  health 
care.  Dr.  Cooper  said, 

Without  advance  warning  and  apparently  without 
any  real  understanding  of  the  consequences  of  their 

continued  on  page  1849 
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decision,  the  Administration  is  seeking  to  terminate 
support  for  research  training,  community  mental 
health  centers,  Hill-Burton  hospital  construction,  the 
Regional  Medical  Program,  and  capitation  support 
for  schools  of  veterinary  medicine,  pharmacy,  optom- 
etry, and  podiatry.  In  nearly  all  other  areas  of  the 
proposed  budget,  the  President  is  asking  the  Con- 
gress to  curtail  or  cutback  Federal  monies  for  health. 

According  to  Dr.  Cooper,  Federal  support  will  be  re- 


duced 15  per  cent  below  the  level  provided  for  in  the 
President’s  amended  1973  budget  which  contained  $500 
million  less  for  health  programs  than  his  original  fiscal 
1973  budget.  The  fiscal  year  1974  budget  is  25  per 
cent  less  than  the  schools  had  anticipated. 

PSRO  director  William  Bauer,  M.D.,  told  the  state 
representatives  that  final  area  designations  won’t  be 
made  until  November  at  the  earliest  and  that  “states 
with  a significantly  large  number  of  physicians  can  be 
expected  to  have  more  than  one  PSRO.”  Dr.  Bauer 
stressed,  however,  that  he  will  be  as  flexible  as  possible 
in  operating  the  program. 


End  of  routine  smallpox  vaccination 

Convincing  evidence  that  the  decision  of  the  U.S. 
Public  Health  Service  and  the  Academy  of  Pediatrics 
to  stop  routine  smallpox  vaccination  in  the  United 
States  is  timely  is  presented  in  a commentary  by  C. 
Henry  Kempe,  the  leading  authority  on  smallpox  in 
the  United  States,  (Pediatrics  49:  489  [April]  1972). 
Vaccination  is  still  recommended  for  travelers  to 
countries  where  smallpox  is  endemic  and  people  in 
health  professions.  This  primary  vaccination  can  be 


carried  out  in  adults.  There  is  not  an  increased  risk  of 
vaccination  complications  in  normal  adults,  and  an  at- 
tenuated vaccine  could  be  used  in  allergic  persons. 
There  is  little  evidence  that  smallpox  spreads  through 
large  communities  like  chickenpox  or  measles.  Secon- 
dary cases  occur  among  persons  in  close  contact  such 
as  hospital  personnel  and  control  measures,  including 
vaccine  immune  globulin  and  methisazone,  can  be 
used  effectively.  A final  argument  presented  by  the 
author  is  the  realistic  expectation  that  smallpox  may 
be  completely  eradicated  from  the  world  within  a very 
few  years. 
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Abstracts  in  Interlingua 


Szymanski,  I.  O.,  e Kliman,  A.:  Transfusiones  de 

thrombocytos  e leukocytos  obtenite  de  donantes  unic, 
New  York  State  J.  Med.  73:  1859  (15  de  Julio)  1973. 

Como  resultato  de  un  chemotherapia  vigorose,  multe 
patientes  disveloppa  un  thrombocytopenia  temporari. 
Le  transfusiones  de  thrombocytos  e/o  leukocytos  pro- 
vide un  supporto  salvator  del  vita  in  iste  casos.  In  gen- 
eral, le  concentrates  de  thrombocytos  derivate  de  multe 
donantes  es  administrate;  contrarimente,  le  transfusion 
de  leukocytos  es  rarmente  usate.  In  iste  articulo  es  con- 
siderate le  riscos  relationate  con  le  transfusion  de 
thrombocytos  obtenite  de  varie  donantes.  La  experien- 
tia  in  le  recolection  e transfusion  de  thrombocytos  e de 
leukocytos  derivate  de  donantes  unic  es  reportate. 

McGarry,  M.  P.,  Mirand,  E.  A.,  e Murphy,  G.  P.: 

Stimulation  del  activitate  colonial;  relation  con  le 
effecto  del  hemodialysis  supra  le  granulocytos  neutro- 
philic, New  York  State  J.  Med.  73:  1864  (15  de  Julio) 
1973. 

In  iste  articulo  es  reportate  le  effecto  del  hemo- 
dialysis supra  le  activitate  stimulante  colonial  seric 
(“serum  CSA”)  de  patientes.  Le  CSA  (“colony  stimula- 
ting activity”)  es  mensurate  mediante  le  responsa  pro- 
liferative colonial,  in  vitro,  del  granulocyto  medullari  e 
del  cellulas  precursor  monocytic  (in  iste  caso,  murine), 

• e es  credite  que  reflecta  le  factores  regulatori  myelopoi- 
etic  functional,  in  vivo.  Le  elevation  del  “serum  CSA” 
observate  depost  le  hemodialysis  es  attribuite  al  perdita 
del  factor(es)  inhibitori  durante  le  processo  dialytic. 
Iste  “serum  CSA”  pote  esser  un  factor  contribuente  al 
responsa  neutrophilic  que,  characteristicmente,  sigue  al 
neutropenia  hemodialytic  generalmente  observate  in  le 
sanguine  peripheric  durante  le  hemodialysis. 

Quigley,  M.  M.:  Vista  general  del  neoplasia  tropho- 

blastic gestational,  New  York  State  J.  Med.  73:  1869 
(15  de  Julio)  1973. 

Le  spectro  del  morbo  trophoblastic  gestational  es 
i revistite,  con  particular  emphase  in  su  disveloppamento 
historic,  incidentia,  classification,  diagnose,  prognose, 
e tractamento.  Un  nove  classification  es  proposite  e 
usate  como  base  al  tractamento. 

Dunlap,  M.  B.,  e Bergin,  J.  W.:  Salute  subsequente 
de  previe  portadores  de  streptococos  hemolytic,  New 
York  State  J.  Med.  73:  1875  (15  de  Julio)  1973. 

Le  incidentia  de  sequelae  inter  le  previe  portadores  de 
streptococos  hemolytic  esseva  trovate  del  0.2  per  cento 
per  le  prime  attaccos  de  febre  rheumatic,  del  0.2  per 
cento  per  le  recurrentias,  e del  0.2  per  cento  per  le  glo- 
merulonephritis; isto  es  un  total  de  0.6  per  cento.  Le 
1 incidentia  inter  le  non  portadores  esseva  de  0.2  per  cento 
per  le  glomerulonephritis.  Morbos  streptococal  supura- 
' tive  tardive  occurre  frequentemente  in  omne  pueros, 


plus  minus  frequente  que  in  adultos.  Circa  del  25  per 
cento  del  pueros  non  portadores  e 39  per  cento  del  port- 
adores ha  un  morbo  tardive.  Nonobstante,  le  sero- 
typage  del  microorganismo  “temprane”  e “tardive” 
del  pueros  portador  demonstrava  que  in  le  98  per  cento 
de  iste  casos,  le  morbo  tardive  esseva  debite  a typos  nove 
e non  al  que  portava  se  previemente.  Un  longe  serie  de 
tests  revelava  que  in  le  duo-tertios  del  casos  anticorpores 
protective  contra  le  typos  portate  previemente  esseva 
presente  nonobstante  le  sero  habeva  essite  obtenite 
varie  annos  depost  le  infection  streptococal,  e que  in 
sdlmente  tres  casos,  o sia  le  92  per  cento,  non  habeva 
anticorpores  protective  contra  le  typos  relationate  con 
le  morbo  tardive. 

Russo,  R.  M.,  Laude,  T.,  Rajkumar,  S.,  e Allen,  J. 
E.:  Incidentia  de  plumbismo  e pica  in  pueros  invenen- 
ate  accidentalmente,  New  York  State  J.  Med.  73:  1881 
(15  de  Julio)  1973. 

Cinquanta-un  (51)  pueros  que  habeva  ingerite  un  sub- 
stantia potencialmente  injuriose  esseva  investigate  per 
plumbismo,  e comparate  con  un  gruppo  de  pueros  del 
mesme  etate,  selectionate  per  chance  e in  le  cual  le 
plumbismo  esseva  etiam  studiate.  Evidentia  de  in- 
venenamento  con  plumbo  (concentration  sanguine  plus 
que  0.06  mg.  per  cento)  esseva  trovate  in  4 del  102 
pueros  studiate;  2 de  iste  pueros  esseva  del  gruppo  ac- 
cidentalmente invenenate,  e in  2 del  gruppo  de  controlo. 
Le  incidentia  de  ingestion  acute  previe,  de  pica  e de 
ingestion  de  pinctura  o material  plastic,  non  esseva 
significativemente  differente  in  ambe  gruppos.  Iste 
trovatos  supporta  le  existentia  de  un  differentia  fun- 
damental in  le  pathogenesis  del  intoxication  plumbic  e 
le  invenenamento  accidental  con  iste  metallo. 

Kones,  R.  J.:  Shock  cardiogenic;  progressos  recente 

in  le  maneamento  pharmacologic,  New  York  State  J. 
Med.  73:  1886  (15  de  Julio  e 1 de  Augusto)  1973. 

Varie  modos  therapeutic  del  shock  cardiogenic  e del 
infarcto  myocardial  es  discutite  in  iste  reporto  que  ha 
duo  partes.  Le  Parte  I comprende  le  attention  general 
del  patientes  con  shock  cardiogenic,  incluso  le  agentes 
pro  le  relevamento  del  dolor.  Le  modo  therapeutic  in- 
clude le  catherterisation  arterial,  le  adjustamento  del 
equilibrium  acid-base  e electrolytic,  le  tractamento  del 
anemia  e del  viscositate  alterate  del  sanguine,  le  tech- 
nicas  monitorial,  le  tractamento  del  hypoxia  myocar- 
dial e general  (systemic)  e le  oxygenotherapia.  Le 
Parte  II  comprende  le  tractamento  con  agentes  e pro- 
cedimentos  therapeutic.  Le  catecholaminas  ha  ap- 
parate  recentemente  como  agentes  therapeutic  del 
shock  cardiogenic.  In  iste  gruppo  de  aminas  vaso- 
active include  se  le  isoproterenol,  le  dopamina,  le  nor- 
epinephrina  e le  metaraminol.  Le  action  del  digitalis, 
glucagon  e corticosteroides  es  etiam  considerate  in  de- 
talio. 


July  1 5,  1973  / New  York  State  Journal  of  Medicine  1851 


1852 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  488-6100 

COPYRIGHT  1973  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

July  15,  1973  Volume  73  Number  14 

“ Dedicated  to  the  continuing  education  of  the  physician ” 


73rd  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  William  Hammond,  M.D.,  Editor  Emeritus 

Alfred  A.  Angrist,  M.D.,  Editor  Julius  E.  Stolfi,  M.D.,  Associate  Editor 

Elizabeth  C.  Smith,  Managing  Editor 
Eugene  S.  Dombrowski,  Business  Manager 

PUBLICATION  COMMITTEE 
Albert  H.  Douglas,  M.D.,  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Warren  A.  Lapp,  M.D. 

William  Hammond,  M.D.,  ex  officio  Alfred  A.  Angrist,  M.D.,  ex  officio 

Julius  E.  Stolfi,  M.D.,  ex  officio 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Vincent  J.  Fontana,  M.D. 
Alfred  Gilman,  Ph.D. 
Carl  M.  Harris,  M.D. 
Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 
♦Ralph  F.  Jacox,  M.D. 


ASSOCIATE  EDITORIAL  BOARD 

Ira  Snow  Jones,  M.D. 
♦James  R.  Jones,  M.D. 
♦Leslie  A.  Kuhn,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 

Richard  H.  Orr,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 
John  F.  Rogers,  M.D. 


Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 

♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
♦Robert  P.  Whalen,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 
♦Hans  Zinsser,  M.D. 
*Denotes  member  of  Editorial  Council 


General  Information 

Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial,  circulation, 
and  publication  offices:  420  Lakeville  Road,  Lake 

Success,  New  York  11040.  Copyright  1973  by  the 
Medical  Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $3.50  per  year  pay- 
able in  advance.  Single  copies  $0.25.  Back  issues 
will  be  supplied  for  the  past  five  years  at  the  single 
copy  rate  when  available.  Back  issues  prior  to  1955 
are  $2.00  per  copy;  from  1955  to  1965,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent  to 
the  circulation  office,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Old  and  new  addresses 
should  be  included  as  well  as  a statement  whether 
or  not  change  is  permanent.  Six  weeks  is  required 
to  effect  a change  of  address. 

Advertising  Representatives:  United  Media 
Associates,  Inc.,  16  Bruce  Park  Avenue,  Greenwich, 
Connecticut  06830.  Telephone:  203-661-9702. 


1853 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright  and  may  not  be  repro- 
duced without  the  written  permission  of  both 
the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
420  Lakeville  Road,  Lake  Success,  New  York 
11040.  Abstracts  should  be  included. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8V2-by-ll-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with  mar- 
gins of  at  least  D/2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables:  Each  table  should  be  typed  on  a sep- 
arate sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


Information  for  Authors 

An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor (s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


1854  New  York  State  Journal  of  Medicine  / July  15,  1973 


Editorials 


Art  and  science  in  medicine 


The  art  of  medicine  may  have  been  stressed  un- 
duly in  the  past  and  is  still  emphasized  by  many 
older  physicians  with  a nostalgic  yearning  for  its 
past  contributions.  “A  science  teaches  to  know, 
and  an  art  to  do.”  (Jevons) 

There  is  obvious  tense  drama  in  the  famous  im- 
pressive painting  by  Sir  Luke  Fildes  showing  the 
physician  sitting  beside  the  sick  child  and  observ- 
ing its  every  breath  most  carefully  and  anxiously, 
as  diphtheria  takes-its  toll.  Inherent  too,  however, 
is  the  deep  frustration  in  just  sitting  there  and 
being  able  to  do  so  little;  in  that  sense,  it  is  a sad 
and  maybe  too  dramatic  depiction  of  the  helpless- 
ness of  the  physician.  The  lesson  is  crystal  clear, 
art  itself  is  just  not  enough ! 

At  the  opposite  pole  is  the  totally  objective  ap- 
proach— giving  the  calculated  dose  of  antitoxin 
without  any  special  tender  loving  concern  for  the 
sick  child  and  anxious  parents;  but  the  child  re- 
covers. Does  that  mean  that  science  is  triumphant 


and  the  art  of  medicine  is  passe?  Are  the  in- 
tangible emotional  imponderables  no  longer  im- 
portant in  medical  care?  Cannot  the  antitoxin  be 
given  with  prayerful  compassion  too?  The  fact  is 
that  the  art  of  medicine,  although  not  so  easily 
measurable  and  quantitative,  statistical  and  “re- 
portable,” is  still  important  and  may  be  more  so 
now  than  ever  before.  Man  needs  sympathetic 
understanding;  the  toll  of  lack  of  sympathy  is  great 
and  can  lead  to  callous,  impersonal,  and  even 
harmful  “care.” 

The  difficulty  arises  out  of  the  present  tendency 
— a growing  one — of  contrasting  art  and  science  in 
medicine  as  if  they  were  antagonistic.  In  truth,  it 
should  not  be  art  versus  science  in  medicine  but 
rather  art  and  science — in  parallel,  in  symbiosis, 
both  together  affecting  the  cure  of  the  body  and  the 
soul  and  achieving  balanced  health  with  perma- 
nent homeostasis  and  adjusted  happiness. 

Let  us  foster  the  art  of  medicine  and  promote  its 


THE  DOCTOR 
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science  too,  together;  there  is  a desirable  proper 
balance  between  them  for  the  best  of  medical  care. 
One  does  not  belittle  the  other,  and  there  is  no  need 
to  denigrate  one  for  the  sake  of  the  other.  Both 
can  make  an  important  contribution.  Both  are 
needed,  much  needed,  to  help  troubled  humanity 
in  this  troubled  world. 


George  Andrew  Burgin,  M.D.,  1901-1973 


George  Andrew  Burgin,  M.D.,  1901  -1973 


George  Andrew  Burgin,  M.D.,  of  Little  Falls, 
New  York,  President  of  the  Medical  Society  of  the 


With  impersonal  government  and  hospital  con- 
trols of  medical  care  ever  increasing,  it  is  only  the 
physician  who  can  properly  balance  the  art  and  the 
science  of  medicine;  he  will  be  increasingly  impor- 
tant in  obtaining  the  best  complete  medical  care 
for  the  patient. 

A.  A.  A. 


State  of  New  York  during  the  year  1964  to  65,  died 
on  May  12  at  the  age  of  seventy-two. 

Dr.  Burgin,  a surgeon,  received  his  medical  de- 
gree from  Albany  Medical  College  in  1926.  In 
1955,  he  served  as  president  of  his  medical  school’s 
alumni  association.  In  1932  Dr.  Burgin  did  post- 
graduate study  in  Edinburgh,  Scotland,  Vienna, 
Austria,  and  the  Royal  Infirmary  in  Sheffield, 
England.  In  1933  he  located  in  Little  Falls.  He 
was  elected  to  a Fellowship  in  the  American  College 
of  Surgeons  in  1938. 

From  1942  to  46,  he  served  as  Chief  of  General 
Surgery  in  the  29th  Evacuation  Hospital,  South- 
west Pacific;  and  then  of  general  surgery  at  Lovell 
General  Hospital,  Fort  Devans,  Massachusetts. 
He  left  military  service  with  the  rank  of  Lieutenant 
Colonel. 

Dr.  Burgin  held  many  important  offices  in  the 
Medical  Society  of  the  State  of  New  York.  He  was 
a County  Delegate  from  1938  to  42  and  1946  to  59, 
and  a member  of  the  Council  from  1956  to  63  prior 
to  his  being  elected  President.  He  was  a member 
of  the  Board  of  Trustees  for  two  full  terms  from 
1965  to  68.  He  also  represented  the  society  as  a 
Delegate  to  the  AMA  from  1962  to  69. 

Dr.  George  Burgin  contributed  to  the  delibera- 
tions of  his  local  and  State  medical  societies  in  a 
most  helpful  and  constructive  manner.  His  help- 
ful assistance  will  be  missed. 

A.  A.  A. 
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It’s  better  to  meet  a 
problem  drinker 
in  your  office  than 


Problem  drinkers  can  be 
deadly  when  they  get  behind 
the  wheel.  In  fact,  they  are 
involved  in  almost  20,000 
highway  fatalities  a year.  And 
the  number  is  growing.  The 
only  way  to  reverse  this  trend 
is  to  separate  the  driver  from 
his  drinking  problem.  Before 
he  kills  himself  or  anyone  else. 
Because  punitive  measures  alone  have  failed  to  slow  this  needless 
slaughter,  we  have  to  look  elsewhere  for  help.  Your  office,  for  instance. 
Where  you  can  counsel  him  against  excessive  drinking  and  driving.  Or 
where  you  can  refer  him.  Your  knowledge  and  experience  make  you 
the  community’s  first  line  of  defense  against  this  epidemic. 


on  the  road. 


First  aid  for  drunken  drivers  begins  in  your  office. 

\ 1 

Please  send  me  background  material  on  problem  drinkers  that: 
tells  me  what  community  organizations  can  do  to  help;  gives  me 
I data  on  various  alcohol  levels  in  the  blood;  describes  the  latest  I 
I developments  in  breath-testing  methods.  I 

| For  my  patients,  please  send  me  information  to  supplement  | 

| my  counsel.  | 


Name M.D. 

I Street I 

I I 

| City State Zip | 

I I 

Drunk  Driver 
Dept.  M.D. 

BOX  1969 
Washington,  D.C.  20013 

U.S.  DEPARTMENT  OF  TRANSPORTATION  NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION. 
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WHITE  PLAINS 

1 70  East  Post  Road 
White  Plains,  N.  Y.  10601 

(914)  946-2810 


WHEN  AND  WHERE 
YOU  NEED  IT 
DAY  OR  NIGHT 

RN’S  — LPN’S  — LIVE  INS 

NURSES’  AIDES  — MALE  ATTENDANTS 

COMPANION  SITTERS  — 

MOTHER’S  HELPERS 

UNDER  REGISTERED  NURSE  SUPERVISION 

Our  employees  are  experienced, 
reference-checked,  insured, 
bonded  and  on  our  payroll. 

We’ve  been  a respected 
national  nursing  service 
for  almost  a decade. 

CALL  OR  WRITE  FOR  DESCRIPTIVE  LITERATURE 


MEDICAL 

PERSONNEL  POOL 

We  Care  for  Those  Who  Need  Care 


NEW  YORK  CITY 

353  Lexington  Avenue 
New  York,  N.  Y.  10016 

(212)  686-9060 


DEPENDABLE 

NURSING 

CARE 


In  Connecticut  (203)  327-2281 


In  Long  Island  (516)  483-1155 


ALBANY 

90  State  Street 
Albany,  N.  Y.  12207 

(518)  463-2171 


ROCHESTER 

75  Clinton  Avenue  North 
Rochester,  N.  Y.  1 4604 

(716)  454-4930 


BUFFALO 

560  Delaware  Avenue 
Buffalo,  N.  Y.  14202 

(716)  886-2662 
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Scientific  Articles 


T ransf  usions  of 
Platelets  and 
White  Cells 

Obtained  from  single  donors 

IRMA  O.  SZYMANSKI,  M.D.a 

Boston,  Massachusetts 

ALLAN  KLIMAN,  M.D.b 

Boston,  Massachusetts 

From  the  Massachusetts  Red  Cross  Blood  Program 
a Staff  Physician;  Associate  in  Medicine,  the  Peter  Bent 
Brigham  Hospital 

b Medical  Director;  Assistant  Clinical  Professor  of 
Medicine,  Harvard  Medical  School. 


It  is  well  established  that  platelet  transfusions 
are  successful  when  given  to  leukemic  patients 
during  initial  thrombocytopenic  periods.  Plate- 
lets are  usually  prepared  as  a concentrate  from  a 
single  unit  of  whole  blood.  Since  one  platelet 
concentrate  contains  too  few  platelets  for  transfu- 
sion purposes,  it  is  customary  to  administer  mul- 
tiple concentrates  in  one  transfusion.  As  a result, 
during  prolonged  treatment  excessive  numbers  of 
different  platelet  types  will  be  given.  Following 
transfusions  of  random  platelet  concentrates, 
some  patients  eventually  become  refractory  to  fur- 
ther platelet  therapy.  Because  large  numbers  of 
random  plasma  aliquots  are  given,  these  patients 
are  exposed  to  a substantial  risk  of  hepatitis.  In 
addition,  platelet  transfusions  may  cause  sensiti- 
zation to  tissue  antigens  and  preclude  the  success 
of  a possible  bone-marrow  graft  at  a later  date. 

Since  the  long-term  use  of  random  donor  plate- 
lets involves  definite  risks  and  can  prevent  contin- 
ued therapeutic  success,  it  is  necessary  to  empha- 
size the  need  of  a different  approach  for  platelet 

The  opinions  and  assertions  contained  herein  are  those  of 
the  authors  only  and  bear  no  necessary  relation  to  official  poli- 
cies of  the  American  Red  Cross. 


As  a result  of  vigorous  chemotherapy  many  patients 
are  rendered  temporarily  thrombocytopenic.  Plate- 
let and/or  white  cell  transfusions  will  provide  life- 
saving support  in  these  situations.  Usually  platelet 
concentrates  derived  from  many  random  donors  are 
administered,  whereas  white  cell  transfusions  are 
rarely  given.  In  this  article,  consideration  is  given 
to  the  dangers  associated  with  transfusing  platelets 
from  several  donors.  The  experience  in  collecting 
and  transfusing  platelets  as  well  as  white  cells  de- 
rived from  single  donors  is  reported. 


collection  and  transfusion.  Transfusing  platelets 
from  only  a single  donor  drastically  reduces  the 
probability  of  sensitizing  the  patient  to  multiple 
platelet  antigens  and  provides  a safeguard  against 
transmitting  hepatitis.  Therefore,  it  is  obvious 
that  the  removal  of  large  quantities  of  platelets 
from  single  donors  is  the  optimal  way  to  collect 
them. 

The  realization  of  this  goal  was  prevented  be- 
cause of  lack  of  suitable  equipment.  The  first 
technologic  breakthrough  occurred  when  Kliman 
et  al.1'2  described  a multiple  plastic  container  sys- 
tem for  plasma-  and  plateletpheresis.  In  this  sys- 
tem, a unit  of  blood  was  collected  from  the  donor, 
whereafter  it  was  physically  disconnected  from 
him.  The  platelet-rich  plasma  was  then  sepa- 
rated from  the  whole  blood  for  the  further  prepa- 
ration of  a platelet  concentrate.  The  red  blood 
cells  were  transfused  back  to  the  donor.  This  sys- 
tem has  been  used  extensively  during  the  past  ten 
years  for  collection  of  plasma  for  fractionation. 
However,  by  comparison,  it  has  been  used  less 
extensively  for  collection  of  platelets  since  maxi- 
mally only  four  units  of  platelet-rich  plasma  can  be 
removed  from  the  donor.  The  time  required  to  do 
this  manual  procedure  is  approximately  two  hours. 
In  addition,  donor  identification  proves  a definite 
risk,  since  the  physical  separation  of  the  donor  cells 
from  the  donor  is  necessary. 

Tullis  et  al.3  were  the  first  to  utilize  the  Latham 
Blood  Processor  for  continuous  centrifugational 
separation  of  platelets  and  white  blood  cells  from 
single  donors.  During  the  procedure,  the  donor 
remains  connected  to  the  cell  separator.  The  re- 
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TABLE  1.  Number  of  platelets  in  each  of  18  random  concen- 
trates prepared  from  ACD  whole  blood  using  standard  two- 
step  centrifugational  technique 

Platelet  Count 
per  Cubic  Millimeter 
X 106 

Total  Number  Platelets 
X 1011 

4. 

72 

1 

.410 

2. 

.35 

0 

.705 

2 

.82 

0 

.846 

3 

.15 

0 

.946 

1 

.77 

0 

.530 

3 

.17 

0 

.951 

3 

.10 

0 

.930 

2 

.48 

0. 

.744 

3. 

,12 

0. 

936 

3 

.10 

0. 

912 

3 

.35 

1. 

.000 

2. 

.74 

0. 

822 

2. 

.02 

0. 

.606 

3 

.01 

0 

.903 

2 

.79 

0 

837 

3 

.80 

1 

.140 

1 

.90 

0 

.570 

2 

.13 

0 

.639 

Mean 

0 

.857 

Standai’d  deviation 

±0 

.214 

constituted  donor  blood  is  returned  to  the  donor 
via  a transfusion  setup  that  is  an  integral  part  of 
the  system.  This  method  permits  the  removal  of 
platelets  and  white  cells  from  as  many  units  of 
blood  in  succession  as  the  operator  wishes. 

In  recent  months,  we  have  used  the  Latham 
Blood  Processor  on  a large  scale  to  procure  plate- 
lets or  white  cells  from  single  donors.  This  report 
provides  data  on  the  usefulness  and  limitations  of 
this  technique  so  that  others  interested  in  platelet 
and  white-cell  procurement  can  compare  results 
with  the  findings  of  our  laboratory. 

Method 

Plateletpheresis  using  Latham  Blood  Proces- 
sor. The  Latham  Model  10  Blood  Processor  cen- 
trifuge system  was  used  as  described  by  Tullis  et 
al . 3 with  two  minor  modifications. 

The  procedure  was  as  follows:  whole  blood  was 
removed  from  the  donor  and  pumped  together 
with  ACD  (acid-citrate-dextrose)  anticoagulant  to 
a transparent  centrifuge  bowl  which  was  spinning 
at  a speed  of  4,800  rpm.  The  plasma  was  contin- 
uously separated  from  the  red  cells  while  the  bowl 
was  spinning.  When  the  volume  of  the  whole 
blood  removed  exceeded  the  volume  of  the  centri- 
fuge bowl,  the  various  blood  components  over- 
flowed from  the  bowl  in  a sequence  depending  on 
their  specific  gravity.  At  this  time  they  could  be 
collected  in  a special  system  of  small  plastic  con- 
tainers. The  platelets,  visible  as  a white  band 
between  the  plasma  and  red-cell  component,  were 
directed  to  flow  to  a special  platelet  container. 
The  white  cells  located  in  the  topmost  layer  of 
the  red  cells,  consisting  of  a 20-  to  30-ml.  volume, 


TABLE  II.  Total  number  of  platelets  recovered  in  each  of  10 
consecutive  platelet  concentrates  obtained  from  normal 
donors  by  plateletpheresis  technique  using  Latham  Blood 
Processor 

Number 
710-ml.  Units 

Whole  Blood  ^-Number  Platelets  X 1011 — > 

Removed  Per  Unit  Total 


8 

0.605 

4.86 

8 

0.700 

5.63 

8 

0.810 

6.45 

7 

0.750 

5.24 

9 

0.645 

5.84 

10 

0.460 

4.60 

10 

0.400 

4.00 

5 

0.330 

1.63 

8 

0.450 

3.56 

10 

0.735 

7.34 

Mean 

0.588 

4.915 

Standard  deviation  ±0.167 

1.608 

could  be  collected  into  a separate  white-cell 
pouch.  When  the  collection  of  either  platelets  or 
white  cells  was  completed,  approximately  710  ml. 
of  whole  blood  were  removed  from  the  donor.  At 
this  point,  the  flow  of  blood  was  reversed,  and  the 
remaining  components  were  returned  to  the 
donor.  The  blood  could  be  transfused  either  to 
the  same  arm  via  a Y-connection  or  to  the  other 
arm.  If  two  arms  were  used,  the  previously  col- 
lected unit  could  be  transfused  simultaneously 
with  the  collection  of  the  subsequent  unit. 

Our  method  differed  from  that  of  Tullis  et  al.3 
in  two  ways.  We  used  a disposable  centrifuge 
bowl  that  had  a volume  of  375  ml.,  whereas  the 
bowl  used  by  Tullis  et  al.3  had  a volume  of  225  ml. 
In  most  cases,  we  collected  the  blood  from  one 
arm  and  returned  it  to  the  other  one,  thus  de- 
creasing the  time  required  for  the  procedure. 

Donor  selection  and  screening.  Both  nonre- 
lated  and  closely  related  donors  were  used.  Most 
donors  were  unrelated  to  the  recipients.  The 
screening  procedures  were  similar  to  those  of  the 
regular  blood  donors.  However,  we  do  emphasize 
the  value  of  estimating  the  blood  volume  of  the 
donor  on  the  basis  of  body  surface  area,4-6  so  that 
we  do  not  use  donors  who  have  a too-small  blood 
volume  and  remove  too  large  a fraction  of  blood  at 
one  time. 

Results 

The  Latham  Blood  Processor  was  utilized  wuth 
100  individual  donors  without  significant  ill  effects. 

Plateletpheresis.  Table  I reports  the  numbei 
of  platelets  recovered  in  each  of  18  random  plate- 
let concentrates  prepared  from  ACD  anticoagulat- 
ed whole  blood  by  the  standard  two-stage  cen- 
trifugational  technique.  On  the  average,  the  total 
number  of  platelets  recovered  in  a unit  of  blood 
was  0.857  X 1011  ± 0.214  X 10u  (±1  S.D.  [stan- 
dard deviation]). 
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FIGURE  1.  Peripheral  platelet  counts  in  thrombocyto- 
penic patient  (diagnosis:  acute  myelocytic  leukemia) 

following  transfusion  of  platelets  collected  by  platelet- 
pheresis  method  from  patient's  father. 


Table  II  reports  the  total  number  of  platelets 
recovered  in  each  of  ten  consecutive  platelet  con- 
centrates obtained  from  normal  donors  by  the 
plateletpheresis  technique  using  the  Latham 
Blood  Processor.  On  the  average,  the  total  num- 
ber of  platelets  removed  from  each  710-ml.  unit  of 
whole  blood  was  0.588  X 1011  ± 0.167  X 1011  (±1 
S.D.)  At  least  4 X 1011  platelets  were  recovered 
from  each  donor. 

Figure  1 shows  the  peripheral  platelet  counts  in 
a thrombocytopenic  patient  with  a diagnosis  of 
acute  myelocytic  leukemia,  following  transfusion 
of  platelets  that  had  been  collected  by  the  plate- 
letpheresis method  from  the  patient’s  father. 
These  results  indicate  that  there  was  approxi- 
mately 80  per  cent  recovery  of  the  transfused 
platelets  and  also  that  they  have  a normal,  linear 
lifespan. 

Leukapheresis.  Table  III  shows  the  total 
numbers  of  leukocytes  and  erythrocytes  in  each  of 
ten  consecutive  leukocyte  concentrates  obtained 
from  normal  donors  by  the  leukapheresis  tech- 
nique using  the  Latham  Blood  Processor.  On  the 
average,  the  total  number  of  white  blood  cells  col- 
lected from  each  donor  was  7.415  X 109  ± 2.312 
(±1  S.D.)  whereas  the  total  number  of  red  blood 
cells  was  7.716  X 1011  ± 2.476  X 1011  (±1  S.D.). 

Table  IV  shows  the  differential  counts  in  each 
of  four  leukocyte  concentrates.  On  the  average, 
about  17  per  cent  of  the  recovered  white  cells  were 
segmented  neutrophils. 

Table  V shows  the  peripheral  counts  in  a leuko- 
penic donor  with  an  acute  infection  (diagnosis: 
acute  myelogenous  leukemia)  before  and  after 
transfusion  of  white-cell  concentrates.  Only  a 
minor  increase  in  peripheral  leukocytes  was  ob- 
served after  transfusion  of  2.2  X 1010  white  cells. 
However,  some  clinical  improvement  and  local- 
ization of  the  infection  site  was  observed. 

Leukapheresis  of  donors  with  chronic  my- 
elogenous leukemia.  The  first  leukemic  donor 


TABLE  III.  Total  numbers  of  leukocytes  and  erythrocytes  in 
each  of  10  consecutive  leukocyte  concentrates  obtained 
from  normal  donors  by  leukapheresis  technique  using 
Latham  Blood  Processor 


Number 
710-ml.  Units 
Whole  Blood 
Removed 

Total  Number 
White  Blood  Cells 
X 109 

Total  Number 
Red  Blood  Cells 
X 1011 

6 

6.96 

11.04 

7 

7.32 

9.27 

5 

8.04 

10.98 

6 

7.62 

7.36 

3 

7.83 

4.13 

5 

8.04 

5.90 

4 

5.83 

9.13 

5 

4.29 

4.67 

5 

12.99 

8.61 

5 

5.23 

6.07 

Mean 

7.415 

7.716 

Standard  deviation  ±2.3415 

±2.476 

TABLE  IV.  Differential  counts  of  four  leukocyte  concen- 
trates prepared  from  normal  donors  with  Latham  Blood 
Processor  Model  10 


Mono- 

cyte 

Baso- 

phil 

Eosino- 

phil 

Band 

Poly- 

cyte 

Lympho- 

cyte 

13 

2 

3 

10 

72 

55 

29 

16 

7 

2 

1 

14 

76 

19 

1 

15 

65 

was  diagnosed  as  having  chronic  myelogenous  leu- 
kemia in  August,  1971.  In  October,  his  peripheral 
white  count  had  risen  to  89,000  per  cubic  millime- 
ter with  a differential  of  50  per  cent  immature 
forms. 

A total  of  12  leukocyte  withdrawals  were  per- 
formed between  October  14,  1971,  and  December 
3,  1971.  The  first  two  withdrawals  utilized  stan- 
dard plastic  container  plasmapheresis,  but  the 
other  ten  utilized  the  Latham  Model  10  system. 
Three  weeks  after  this  intensive  leukapheresis, 
his  count  had  decreased  to  20,000  per  cubic  milli- 
meter. Table  VI  gives  the  volume  of  blood  uti- 
lized for  the  leukocyte  extraction  and  summarizes 
the  results  of  the  leukapheresis  procedures. 

The  second  leukemic  donor,  a fifty-five-year-old 
female,  was  found  to  have  a total  white  blood  cell 
count  of  283,000  per  cubic  millimeter  in  January, 
1972,  having  been  diagnosed  earlier  as  having 
chronic  myelogenous  leukemia.  Two  leukapher- 
esis procedures  were  carried  out  with  an  interval 
of  six  days  between  them.  She  was  started  on 
melphalan  (Alkeran)  at  the  same  time  as  leuka- 
pheresis was  begun  and  had  near-normal  white 
blood  cell  count  one  week  after  the  second  leuka- 
pheresis. 

Comment 

Our  data  show  that  the  quantity  of  platelets  in 
five  random  concentrates  approximates  the  total 


July  15,  1973  / New  York  State  Journal  of  Medicine  1861 


TABLE  V.  Peripheral  white  cell  counts  in  a leukopenic 
patient  (diagnosis:  acute  myelogenous  leukemia)  before 
and  after  transfusion  of  white  cell  concentrates  collected  by 
leukapheresis  technique 


Date 

(October,  1971) 

Number 

White  Blood  Cells 
Transfused 
X 1010 

Peripheral  Counts 
per  Cubic 
Millimeter 

16 

1,300 

18 

1,500 

19 

2.232 

1,800 

20 

1.545 

1,300 

24 

1,600 

numbers  of  platelets  removed  from  a single  donor 
by  plateletpheresis.  The  quantity  of  platelets  in 
four  random  concentrates  is  equivalent  to  the 
amount  recovered  by  a four-unit  plasmapheresis. 
In  our  laboratory,  this  amount  was  approximate- 
ly 3.4  X 1011  thrombocytes.  Similar  or  slightly 
smaller  recoveries  have  been  obtained  by  others 
using  the  plasmapheresis  technique.7,8  These 
data  demonstrate  that  plateletpheresis  using  the 
Latham  Blood  Processor  is  a more  effective  way  to 
collect  large  quantities  of  platelets  from  single  do- 
nors than  plasmapheresis. 

We  removed  a smaller  quantity  of  platelets 
from  one  710-ml.  unit  of  blood  than  Tullis  et  al.3 
from  a 500-ml.  unit  of  blood  by  plateletpheresis. 
The  reasons  for  this  are  not  understood.  The  vi- 
ability of  the  pheresis  platelets  appeared  to  be 
excellent  (Fig.  1).  Satisfactory  clinical  responses 
were  reported  in  almost  all  cases.  Some  patients 
were  refractory  to  platelets  derived  from  random 
donors  but  responded  to  the  transfusion  of  platelets 
collected  from  relative  donors. 

Since  large  enough  quantities  of  platelets  could 
be  collected  from  single  donors  using  plateletpher- 
esis, the  long-term  platelet  therapy  can  be  carried 
out  by  transfusing  fewer  types  of  platelets.  This 
minimizes  the  chance  of  sensitization  to  platelet 
and  tissue  antigens. 

In  addition,  plateletpheresis  provides  sufficient 
material  for  freezing  so  that  the  post-thaw  sam- 
ples have  enough  transfusable  platelets.  The 
combination  of  plateletpheresis  and  freezing  tech- 
niques might  make  it  possible  to  use  frozen  autol- 
ogous platelets  therapeutically  and  also  permit 
storage  of  rare  platelet  types. 

A good  plan  for  the  best  approach  in  platelet 
transfusion  requires  that  blood-bank  personnel 
and  clinicians  work  in  a team  to  determine  the 
kind  of  platelets  to  be  transfused.  Ideally,  one 
should  try  to  avoid,  or  at  least  minimize,  sensiti- 


zation to  platelet  antigens.  This  could  be  done 
by  supporting  thrombocytopenic  patients  with 
platelets  obtained  from  only  one  or  very  few  do- 
nors. Yankee,  Grumet,  and  Rogentine7  stress 
that  platelet  compatibility  lies  in  HL-A  antigens. 
When  a patient  has  become  sensitized  and  is  re- 
fractory to  platelet  therapy,  antibodies  to  HL-A 
antigens  are  formed.  ABO  antigens  and  platelet 
specific  antigens  are  considered  to  play  a minor 
role  in  platelet  transfusion  problems.9,10  When 
the  refractory  patient  needs  platelets,  the  family 
of  the  patient  might  provide  a donor  whose  HL-A 
type  is  identical  with  that  of  the  patient. 

Collection  of  granulocytes  from  normal  donors 
by  the  Latham  Blood  Processor  is  relatively  un- 
satisfactory. The  final  concentrate  contains 
many  red  cells  and  only  about  15  per  cent  seg- 
mental neutrophils.  At  the  present  time,  we  can 
state  that  the  Latham  Blood  Processor  is  ade- 
quate for  obtaining  large  amounts  of  granulocytes 
from  donors  with  chronic  myelogenous  leukemia 
but  will  require  further  improvement  before  col- 
lection of  granulocytes  from  normal  donors  can  be 
done  satisfactorily.  However,  it  has  been  shown 
that  therapeutic  effects  can  be  obtained  by  trans- 
fusing normal  lymphocytes  to  a patient  suffering 
from  type  II  mucopolysaccharidosis11  and  also  by 
transfusing  “sensitized”  lymphocytes  to  patients 
suffering  from  osteosarcoma.12  In  these  special 
categories,  the  collection  of  lymphocytes  by  the 
Latham  Blood  Processor  could  be  a rewarding  ap- 
plication. 

Summary 

We  have  used  the  Latham  Blood  Processor 
(Model  10)  on  over  100  separate  occasions  to  col- 
lect large  numbers  of  platelets  and/or  white  cells 
from  single  donors.  During  plateletpheresis  ap- 
proximately 710  ml.  of  whole  blood  were  removed 
from  each  donor  for  purposes  of  platelet  separa- 
tion. This  was  repeated  seven  to  ten  times  with- 
out ill  effects  to  the  donors.  The  average  number 
of  platelets  recovered  from  each  710-ml.  unit  of 
blood  was  0.588  X 10u  dt  0.167  X 1011  (±1  S.D.) 
N = 10,  whereas  0.857  ± 0.214  x 1011  (±1  S.D.) 
N = 18  platelets  were  recovered  from  each  ran- 
dom unit  of  acid-citrate-dextrose  anticoagulated 
whole  blood  by  the  standard  two-stage  centrifuga- 
tional  technique.  On  the  average,  the  total  num- 
ber of  platelets  removed  from  each  donor  was  4.92 
X 1011  ± 1.608  X 1011  (±1  S.D.)  N = 10  and 
provided  therapeutic  responses  on  transfusion  in 
thrombocytopenic  patients.  The  advantages  of 


TABLE  VI.  Leukapheresis  of  a leukemic  donor 

Number  of  Milliliters  Blood  White  Blood  Count  per  Cubic  Millimeter 

Leukaphereses  Extracted  Leukocytes  Removed  Initial  Final 

10  62,000  5 X 1012  89,000  28,000 
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transfusing  platelets  derived  from  single  donors 
are  discussed. 

White  cell  collections  by  the  Latham  Blood 
Processor  were  satisfactory  only  from  patients 
with  chronic  myelocytic  leukemia.  Only  approxi- 
mately 7 X 109  leukocytes  were  collected  from 
each  normal  donor.  More  research  is  required  to 
1 increase  the  efficiency  of  white-cell  collection  by 
the  Latham  Blood  Processor  from  normal  donors. 

812  Huntington  Avenue 
Boston,  Massachusetts  02115 
(DR.  SZYMANSKI) 
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The  ability  of  murine,  canine,  and  human  serum 
in  addition  to  urine  and  extracts  of  several  tissues, 
to  stimulate  the  clonal  proliferation  in  agar  of 
granulocyte  and  monocyte  precursor  cells  has 
been  interpreted  as  being  evidence  in  vitro  of 
leukoregulatory  humoral  factors  that  are  function- 
al in  vivo.1-5  This  activity,  termed  CSA  ( colony  - 

Supported  in  part  by  ACS-IN-54  L-13,  USPHSRR-05648-05, 
RR-00-262,  and  the  John  A.  Hartford  Foundation,  Inc. 


stimulating  activity)  is  elevated  in  instances  of  in- 
creased leukocyte  demand,  as  in  antigen-induced 
stimulations  or  some  infectious  diseases  in  man.6-8 
Several  studies  have  correlated  granulocyte  stimu- 
lation, normal  and  abnormal,  with  CSA  and  im- 
plied its  role  in  the  in  vivo  regulation  of  myelo- 
poiesis. 46-11 

Hemodialysis  is  a procedure  that  offers  an  op- 
portunity to  further  study  serum  CSA  during  a 
mechanically  controlled  stimulation  of  granulocy- 
topoiesis.  During  this  procedure  a significant  de- 
crease in  the  number  of  circulating  neutrophil 
granulocytes  occurs  in  patients.12-13  This  diminu- 
tion is  followed  by  a rebound  neutrophilia  that  at 
least,  in  part,  is  dependent  on  the  production 
and/or  release  of  neutrophils  from  bone  mar- 
row.14-15 It  is  possible  that  the  procedure  of  hem- 
odialysis removes  factors  that  are  inhibitory  or 
antagonistic  to  the  action  of  stimulatory  factors 
for  myelopoiesis.  Chan,  Metcalf,  and  Stanley16 
have  demonstrated  a dialyzable  inhibitor  for  in 
vitro  colony-stimulating  activity  in  human  serum. 
Thus  the  stimulation  of  marrow  neutrophilo- 
poiesis  could  be,  in  part,  a consequence  of  an  in- 
crease in  the  effective  serum  concentration  of  CSA 
due  to  the  loss  of  an  inhibitor  during  hemodi- 
alysis. 

These  studies  were  undertaken  to  establish 
serum  CSA  levels  in  patients  undergoing  hemodi- 
alysis to  determine  if  concurrent  variations  occur 
during  this  procedure. 

Materials  and  methods 

Nine  patients  undergoing  routine  hemodialysis 
regularly  at  the  Hemodialysis  Unit  of  Roswell 
Park  Memorial  Institute  were  available  for  this 
study  (Table  I).  All  patients  studied  were  in 
terminal  renal  failure  due  to  either  chronic  pyelo- 
nephritis or  chronic  glomerulonephritis. 

Allografted  patients  did  not  experience  any  re- 
jection episodes  over  the  time  during  which  sam- 
ples were  collected.  They  were  maintained  on 
hemodialysis  two  times  a week  using  Travenol  Ul- 
traflow 100  or  Extracorporeal  EX03  disposable 
coil  dialyzers,  and  samples  were  taken  sequential- 
ly. Dialysis  was  routinely  carried  out  for  six 
hours,  after  which  blood  remaining  in  the  coils 


TABLE  I.  Patients  on  hemodialysis  selected  for  study 


Sex 

Age 

(Years) 

Number  Days 
Samples 
Taken 

Diagnosis 

Nephrectomy 

F 

62 

5 

Chronic  pyelonephritis 

no 

F 

48 

3 

Glomerulonephritis 

no 

M 

43 

1 

Glomerulonephritis 

yes 

F 

63 

5 

Pyelonephritis 

no 

F 

34 

4 

Glomerulonephritis 

yes  (allografted) 

M 

46 

7 

Glomerulonephritis 

yes  (allografted) 

M 

48 

4 

Glomerulonephritis 

no 

F 

43 

5 

Pyelonephritis 

yes 

F 

41 

4 

Pyelonephritis 

yes 
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was  transfused  back  by  washing  through  with  nor- 
mal saline. 

All  the  subjects  received  vitamin  supplements, 
and  some  patients  were  treated  with  methyldopa 
for  control  of  hypertension,  but  none  were  treated 
with  any  drugs  likely  to  be  toxic  to  bone  marrow. 
All  patients  were  judged  to  be  in  a relatively  well- 
balanced  state  of  uremia  as  maintained  by  dietary 
control  and  periodic  hemodialysis.  Prehemodi- 
alysis blood  samples  were  drawn  for  assay  from 
the  arterial  side  of  the  shunt  or  fistula  after  the 
insertion  of  the  arterial  needle.  After  the  termi- 
nation of  the  hemodialysis,  a second  sample  was 
taken  before  withdrawing  the  arterial  needle. 
Control  samples  were  obtained  from  surgical  pa- 
tients with  nonhematologic  disorders  and  other 
normal  volunteers  at  the  Institute. 

Serum  was  removed  from  10  ml.  of  clotted  sam- 
ple blood  that  had  been  centrifuged  at  2,000  revo- 
lutions per  minute  for  ten  minutes.  Individual 
sera  were  divided  into  two  equal  aliquots  and 
stored  at  — 90°C.  until  assayed  for  CSA.  Prior  to 
being  assayed,  one  aliquot  of  each  sample  was  re- 
moved, thawed,  placed  in  dialysis  membrane*  and 
dialyzed  against  distilled  water  with  three  changes 
for  seventy-two  hours  at  4°C.  If  a precipitate 
formed,  the  sample  was  centrifuged  and  only  the 
supernatant  fluid  used. 

The  agar-culture  method  of  culturing  murine 
bone-marrow  cells  for  colony  formation,  as  used  in 
these  studies,  has  been  described  previously.17 
Briefly,  bone  marrow  from  a single  femur  from 
each  of  two  five  to  seven  week-old  C57Bl/6Ja  fe- 
male mice  is  suspended  in  Eagle’s  MEM,  and  a 
sample  is  counted  with  trypan  blue  to  determine 
the  number  of  viable  cells.  Double  strength  com- 
plete medium  (2  times  Eagle’s  MEM,  20  per  cent 
fetal  calf  serum,  and  20  per  cent  trypticase  soy 
broth)  maintained  at  37°C.  is  mixed  in  equal  vol- 

* Union  Carbide  Corporation,  Chicago,  Illinois. 


In  this  article,  the  effect  of  hemodialysis  on  serum 
CSA  ( colony-stimulating  activity)  in  patients  is  re- 
ported. CSA  is  measured  by  the  in  vitro  colonial 
proliferative  response  of  marrow  granulocyte  and 
monocyte  precursor  cells  (in  this  case,  murine)  and 
is  believed  to  be  reflective  of  myelopoietic  regulatory 
factors  functional  in  vivo.  The  observed  eleva- 
tion in  serum  CSA  following  hemodialysis  is  at- 
tributed to  the  loss  of  inhibitory  factor(s)  during  the 
dialysis  procedure.  This  serum  CSA  may  be  a 
contributing  factor  to  the  neutrophil  overshoot 
which  characteristically  follows  the  hemodialysis- 
associated  neutropenia  generally  observed  in  the 
peripheral  blood  during  hemodialysis. 


umes  with  a 0.6  per  cent  solution  of  agar  (Difco), 
made  in  distilled  water  and  maintained  at  40°C. 
Sufficient  cells  are  added  to  this  to  yield  suspen- 
sion of  1 times  10s  BM  cells  per  milliliter  in  com- 
plete medium  with  0.3  per  cent  agar.  One-ml. 
aliquots  are  plated  in  35  times  10  mm.  culture 
dishesf  to  which  had  been  added  0.10  ml.  test 
serum.  Sera  are  tested  in  triplicate  cultures. 
After  seven  days  incubation  at  37°C.  in  a 7.5  per 
cent  carbon  dioxide  humidified  atmosphere,  the 
plates  are  viewed  with  a dissecting  microscope  (25 
X)  and  colonies  consisting  of  50+  cells  are  scored. 
Colony-stimulating  activity  is  expressed  as  the  av- 
erage number  of  colonies  per  plate  for  each  set  of 
three  plates  ±1  S.E.M.  (standard  error).  Because 
of  the  variability  that  can  occur  between  assays,  all 
samples  from  any  one  patient  were  assayed  at  the 
same  time. 

The  data  obtained  were  inspected  by  averaging 
the  differences  in  the  CSA  of  paired  samples 

tMulti-dish-disposo-trays,  Linbro  Chemical  Co.,  Bellco, 
Vineland,  New  Jersey. 


TABLE  II.  Means  of  differences  (A  = CSA)  between  the  number  of  colonies  stimulated  by  0.1  ml.  of  test  sera  indicated* 


Group 

Number 

Samples 

AM  and  PM 

Differences  in 
Number  of  Colonies 

Mean  S.E.M. f 

1 

31 

PM-AM 

18.0  ± 3.9 

0.001  > p 

2 

32 

AMD-AM 

6.6  ± 2.4 

0.01  > p > 0.005 

3 

29 

AMD-PM 

-11.6  ±5.3 

0 . 05  > p > 0 . 025 

4 

31 

PMD-PM 

-4.5  ±5.7 

n.s. 

* AM  = prehemodialysis;  PM  = posthemodialysis;  D = sample  dialyzed  against  distilled  water  for  seventy-two  hours;  n.s.  = not  significant. 

t Significance  determined  by  Student’s  t-Test. 

TABLE  III. 

Means  of  differences  (A 

= CSA)  between  the  number  of  colonies  stimulated  by  0.1  ml.  of  serum  from  patients 

on 

hemodialysis* 

Number 

Differences  in  Number 

Group 

Patients 

AM  and  PM 

of  Colonies 

Mean  S.E.M. f 

1 

8 

PM-AM 

16.7  ±4.4 

0.01  > p > 0 . 005 

2 

9 

AMD-AM 

10.2  ±4.6 

0.05  > p >0.025 

3 

8 

AMD-PM 

-9.3  ± 6.4 

0.2  > p > 0.1 

4 

8 

PMD-PM 

-2.2  ± 7.4 

n.s. 

* AM  = prehemodialysis;  PM  = posthemodialysis;  D = sample  dialyzed  against  distilled  water  for  seventy-two  hours;  n.s.  = not  significant, 
t Significance  determined  by  Student’s  t-Test. 
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CSA  OF  SERUM  OBTAINED  BEFORE 
HEMODIALYSIS  (A.M.) 

FIGURE  1.  CSA  in  patients'  serum  obtained  before  (O,  AM)  and  after  (•.  PM)  hemodialysis  (±1  S.E.M.  for  the 
triplicate  plates).  Solid  line  denotes  slope  = 1 for  AM  values.  Some  representative  points,  with  respective  stan- 
dard errors,  are  shown.  All  values  for  samples  taken  after  hemodialysis  are  above  this  line,  indicating  the  significant 
increase  in  serum  CSA  resulting  during  hemodialysis. 

(Table  II).  These  averages  for  individual  sample 
pairings  were  subjected  to  the  Student’s  t-Test  to 
determine  the  significance  of  the  differences.  The 
data  were  also  compared  using  individual  patients 
as  the  basic  unit  (Table  III).  The  appropriate 
groups  were  averaged  for  each  patient.  These 
values  were  then  compared. 

Results 

The  data  in  Figure  1 express  the  finding  that 
patients’  sera  PM  (after  hemodialysis)  consistent- 
ly had  a greater  colony-stimulating  activity  than 
that  of  samples  taken  AM  (prior  to  the  initiation 
of  hemodialysis).  Although  the  initial  amount  of 
activity  in  different  AM  samples  varied,  each 
posthemodialysis  sample  was  higher,  and  the  dif- 
ferences are  highly  significant,  as  seen  in  Group  1 
(Tables  II  and  III). 

This  elevation  in  CSA  may  be  a consequence  of 
the  removal  of  an  inhibitor  of  CSA.  From  Figure 
2 and  group  2 in  Tables  II  and  III,  it  can  be  seen 
that  simple  in  vitro  dialysis  alone  of  prehemodi- 


alysis  serum  samples  results  in  a significant  in- 
crease in  the  colony-stimulating  activity  of  the 
samples.  There  is  also  a substantial  decrease  in 
the  difference  between  the  CSA  of  prehemodi- 
alysis serum,  following  simple  in  vitro  dialysis, 
compared  to  the  CSA  of  samples  taken  following 
the  in  vivo  hemodialysis,  as  seen  in  Group  3 (Ta- 
bles II  and  III).  Dialysis  of  samples  taken 
posthemodialysis  does  not  result  in  a further  in- 
crease in  the  CSA  of  those  samples,  as  seen  in 
Group  4 (Tables  II  and  III). 

The  CSA  of  serum  taken  in  the  afternoon  from 
normal  individuals  did  not  differ  significantly 
from  that  of  samples  taken  in  the  morning  of  the 
same  day. 

Comment 

Although  several  factors  have  been  implicated 
as  causing  the  neutropenia  following  the  initiation 
of  hemodialysis,12  the  observed  neutrophilia  has 
been  attributed  to  a response  by  the  marrow  to 
the  systemic  neutropenia.13  This  may  be  unlike- 
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CSA  OF  UNDIALYZED  SERUM  OBTAINED 
BEFORE  HEMODIALYSIS 


FIGURE  2.  CSA  of  patients'  serum  (±1  S.E.M.  for  the  triplicate  plates)  before  (O)  and  after  (•)  dialysis  for  sev- 
enty-two hours  against  distilled  water  (changed  X3).  All  samples  obtained  from  patients  before  initiation  of  hemo- 
dialysis. Values  for  undialyzed  samples  alone  result  in  line  with  slope  = 1.  Data  show  that  in  majority  of  cases, 
dialysis  against  distilled  water  yields  increase  in  serum  CSA. 


ly,  however,  since  low  white-cell  counts  alone  do 
not  always  yield  leukopoietic  responses,  for  exam- 
ple, as  evidenced  by  the  slight  chronic  leukope- 
nia.18-19 The  observation  of  an  elevation  in  the 
serum  of  myeloproliferative-stimulatory  activity  in 
the  present  study  presents  the  possibility  that  the 
marrow  may  be  responding  to  a humoral  stimulus. 

Brubaker,  et  al.15  reported  in  their  studies  on 
the  effect  of  repeated  blood  stagnations  on  neutro- 
phil levels  during  hemodialysis  that  although  neu- 
tropenia may  be  repeatedly  induced  following 
stagnation,  progressively  greater  rebound  counts 
are  not  observed.  This  would  be  expected  if  the 
reason  for  the  initial  rebound  were  due  to  the  ef- 
fect of  the  loss  of  inhibitor  for  a myelopoietin. 
This  reduction  in  inhibitor  would  yield  an  in- 
crease in  the  net  concentration  of  stimulator,  re- 
sulting in  an  elevation  in  marrow  neutrophilo- 
poietic  activity.  Once  the  inhibitory  factor(s) 
were  lost,  the  elevated  level  of  CSA  would  have  its 


effect,  and  repeated  stagnations  would  not  be  ex- 
pected to  contribute  to  additional  levels  of  CSA. 

In  studies  using  mice,  Morley,  Quesenberry, 
and  Bealmear20  have  shown  that  the  elevation  in 
colony-stimulating  activity  following  irradiation  is 
not  a consequence  of  the  induced  leukopenia, 
since  it  does  not  occur  during  a radiation-induced 
leukopenia  in  germ-free  mice.  Similarly,  we  be- 
lieve that  the  increase  in  CSA  we  have  observed  is 
not  a consequence  of  a neutropenia.  Further- 
more, the  elevated  CSA  values  and  associated 
stimulation  in  neutrophilopoiesis  found  in  pa- 
tients on  hemodialysis  is  not  associated  with  a re- 
sponse to  any  known  antigen,  allowing  the  corre- 
lation of  CSA  solely  with  a myelopoietic  response. 

We  have  no  evidence  that  the  elevation  in  col- 
ony-stimulating activity  is  a result  of  a factor  re- 
leased from  cells  damaged  in  the  coils  of  the 
hemodialyzer.  Simple  in  vitro  dialysis  against 
water  of  the  prehemodialysis  samples  yielded  sig- 
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nificant  increases  in  nearly  70  per  cent  of  the  sera 
tested.  This  dialysis  itself  contributed  little  since 
elevations  in  CSA  were  observed  in  fewer  than  40 
per  cent  of  over  250  other  serum  samples.  These 
samples  had  been  obtained  from  several  other 
control  patients  with  chronic  and  acute  leukemia, 
leukopenia,  and  leukocytosis.  Also,  dialysis  of  the 
posthemodialvsis  samples  in  this  study  did  not 
yield  any  consistent  alteration  in  activity. 

The  data  indicate  that  uremic  patients  consti- 
tute a unique  population  having  significant 
amounts  of  additional  colony-stimulating  activity 
in  their  serum  which  is  normally  undetectable  and 
perhaps,  therefore,  inactive  in  the  stimulation  of 
myelopoiesis  in  vivo. 

The  inhibitory  factor(s)  which  we  are  observing 
need  not  be  specific  CSA  inhibitors,  as  described 
by  Chan,  Metcalf,  and  Stanley.16  It  may  be  more 
likely  that  the  effective  concentration  of  CSA  is 
masked  by  nonspecific  toxic  factors  present  in  the 
serum  because  of  the  lack  of  proper  renal  func- 
tion. Nevertheless,  the  correlation  between  the 
increase  in  serum  CSA  and  a stimulation  of  mar- 
row neutrophilopoiesis  in  patients  undergoing 
hemodialysis  stands  as  evidence  supportive  to  the 
contention  that  colony-stimulating  activity  is  re- 
flective of  factors  stimulatory  to  myelopoiesis  in 
human  beings. 

Summary 

The  neutropenia  and  subsequent  overshoot  neu- 
trophilia that  occur  during  hemodialysis  in  uremic 
man  is  an  example  of  a situation  in  which  granu- 
locyte kinetics  are  altered.  Concurrent  studies 
were  performed  in  this  circumstance  to  determine 
if  the  colony-stimulating  activity  of  serum  is  af- 
fected. Of  31  blood  samples  taken  pre-  and 
posthemodialvsis,  the  serum  CSA  in  the  postdi- 
alvzer  samples  was  consistently  greater  than  in 
the  predialyzer  samples.  Surgical  trauma  and 
circadian  rhythms  did  not  contribute  to  the  ob- 
served results.  CSA  of  samples  from  other 
subjects  used  as  controls  exhibited  no  significant 
differences.  Similarly,  this  effect  wras  not  found 
to  result  from  detectable  damage  to  leukocytes 
trapped  within  the  coils  of  the  dialyzer.  More- 
over, all  predialysis  samples  when  treated  by  sim- 
ple in  vitro  dialysis  also  yielded  increases  in  CSA. 
The  elevation  in  CSA  resulting  from  the  removal 
of  an  inhibitor  by  hemodialysis  apparently  leads 
to  a stimulation  of  neutrophilopoiesis  resulting  in 
the  documented  neutrophilia  seen  in  postdialysis 
patients. 
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Gestational  trophoblastic  disease  is  an  un- 
common neoplasm,  yet  it  has  assumed  an  impor- 
tance far  out  of  proportion  to  its  occurrence  for 
the  following  reasons:  it  was  the  first  and  is  still 

one  of  the  few  malignant  neoplasms  to  be  curable 
by  chemotherapy  alone  in  a large  percentage  of 
cases,  and,  ultimately  perhaps  most  important, 
the  study  of  the  immunology  and  biologic  behav- 
ior of  the  trophoblast,  ranging  from  the  locally  in- 
vasive normal  pregnancy  to  the  widely  metasta- 
sizing and  rapidly  fatal  choriocarcinoma,  has  vast 
potential  in  the  fields  of  auto-immune  disease, 
cancer  therapy,  and  organ  transplantation. 

This  report  will  attempt,  briefly,  to  highlight 
the  significant  aspects  of  the  spectrum  of  tropho- 
blastic disease,  including  its  historical  develop- 
ment, classification,  diagnosis,  and  prognosis,  and 
will  present  rational  guidelines  for  therapy. 

History 

The  earliest  known  reference  to  hydatiform 
mole  is  found  in  Hippocrates’  treatise  on  “Air, 
Water,  and  Places.”  He  attributed  “dropsy  of 
the  uterus,”  as  he  termed  the  condition,  to  the 
drinking  of  unhealthy  water. 

In  the  sixth  century,  A.D.,  Aetius  of  Armida 
made  an  unmistakable  reference  to  this  condition 
in  his  book,  De  Uteri  Hydropii,  where  he  stated 
“when  the  menses  have  been  suppressed  for  some 
time,  and  the  patient  has  not  become  pregnant, 
the  uterus  becomes  filled  with  humor,  and  small 
bladder-like  objects  are  developed  in  the  fluid.” 

The  best  known  reference  to  hydatiform  mole  is 

The  opinions  or  assertions  contained  herein  are  those  of  the 
author  and  are  not  to  be  construed  as  official  or  as  reflecting 
the  views  of  the  Bureau  of  Medicine  and  Surgery  of  the  Navy 
Department,  or  the  naval  service  at  large. 


The  spectrum  of  gestational  trophoblastic  disease  is 
reviewed  with  particular  emphasis  on  its  historical 
development,  incidence,  classification,  diagnosis, 
prognosis,  and  treatment.  A new  classification  is 
proposed  and  utilized  as  a basis  for  therapy. 


the  story  of  the  Countess  Henneberg,  derived  from 
a Latin  inscription  on  a tombstone.  The  story  is 
that  Margaret,  wife  of  Hennan,  Earl  of  Hen- 
neberg, at  the  age  of  forty,  on  Easter  Sunday 
1276,  was  delivered  of  365  children,  who  were  bap- 
tized in  two  brazen  basins.  The  males,  however 
many  there  were  of  them,  were  christened  John, 
and  the  females  Elizabeth.  Together  with  their 
mother,  they  all  died  on  the  same  day,  and  lie 
buried  with  her.  The  little-known  background  to 
this  story  is  that  the  Countess  was  solicited  for 
alms  by  a poor  woman  carrying  twins,  and  re- 
fused, stating  that  she  could  not  possibly  have 
had  both  babies  by  one  man.  Whereupon,  the 
poor  woman  prayed  to  God  to  send  the  Countess 
as  many  children  as  there  were  days  in  the  whole 
year. 

The  earliest  reference  to  the  association  of  the 
terms  hydatid  and  mole  is  in  the  sixteenth-centu- 
ry writings  of  William  Smellie,  “Hydatids  of  the 
Uterus,”  where  he  quotes  the  writings  of  a con- 
temporary, Monsieur  Lamotte,  who  gives  an  ac- 
count of  “a  woman,  who,  imagining  herself  gone 
with  child  about  five  months,  was  delivered  of  a 
mole,  or  something  of  that  nature,  as  big  as  two 
fists,  composed  of  an  infinite  number  of  mem- 
branes, which  held  together  like  a swarm  of 
frogs.” 

In  1827,  Velpeau  and  Madame  Boivin  first  rec- 
ognized the  hydatids  as  being  cystic  dilatations  of 
the  chorionic  villi.  The  proliferation  of  the  syn- 
cytium and  cytotrophoblast  was  first  described  by 
Marchand  in  1895.  It  was  not  until  1929  that 
Fels,  Ehrhart,  Roessler,  and  Zondek  demonstrated 
a marked  excess  of  gonadotropin  hormone  in  the 
urine  of  patients  with  molar  pregnancies.1 

Anderson,  Bisgard,  and  Greene2  in  1953  were 
the  first  to  document  the  effect  of  a chemothera- 
peutic agent  (nitrogen  mustard)  on  a patient  with 
metastatic  uterine  choriocarcinoma.  In  1956  the 
first  complete  and  sustained  remission  of  meta- 
static choriocarcinoma,  induced  by  methotrexate, 
was  reported  by  Li,  Hertz,  and  Spencer.3 

Incidence 

The  incidence  of  the  most  common  form  of  ges- 
tational trophoblastic  disease,  hydatidiform  mole, 
varies  widely  throughout  the  world.  The  highest 
incidence  is  in  Taiwan  (1:125  pregnancies),4  while 
it  is  reported  to  be  between  1:1,500  to  1:2,000 
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pregnancies  in  the  United  States.5  The  best  esti- 
mate of  the  U.S.  incidence  is  contained  in  the 
Cook  County  Hospital  Study:  for  the  period  1959 
to  1964,  the  incidence  was  1:1,699  deliveries  and 
1 : 2,093  pregnancies.6 

The  incidence  of  choriocarcinoma  is  harder  to 
estimate  because  of  its  rarity.  One  of  the  best  es- 
timates is  by  Schumann  and  Voegelin.7  They  dis- 
covered an  incidence  of  1:13,850  pregnancies  in 
the  Philadelphia  metropolitan  area  over  a five- 
year  period,  or  approximately  one-tenth  as  fre- 
quent as  hydatidiform  mole.  The  Cook  County 
Hospital  Study  referred  to  reported  an  incidence 
of  1 : 16,026  deliveries,  or  1 : 19,734  pregnancies. 

In  the  United  States,  approximately  15  to  20 
per  cent  of  hydatiform  moles  will  develop  into 
persistent  trophoblastic  disease,  either  metastatic 
or  nonmetastatic,  and  will  require  therapy  beyond 
evacuation  of  the  uterus.8  Approximately  2 to  4 
per  cent  of  hydatiform  moles  will  progress  to 
choriocarcinoma.9  However,  in  the  Far  East,  as 
many  as  20  per  cent  of  molar  pregnancies  will 
have  malignant  sequelae.10 

Classification 

Classically,  gestational  trophoblastic  disease 
has  been  divided  into  hydatiform  mole,  chorioade- 
noma destruens  (invasive  mole),  and  choriocarci- 
noma. 

C.  destruens  is  the  name  given  to  a malignant, 
locally  invasive,  rarely  metastatic  lesion,  histolog- 
ically distinct  from  choriocarcinoma,  that  pro- 
duces death  (if  untreated)  in  approximately  15  per 
cent  of  patients  from  either  distant  metastases  or 
from  local  invasion  with  massive  hemorrhage. 
Microscopically,  definite  myometrial  invasion  by 
malignant  trophoblast  with  identifiable  villous 
structures  must  be  seen  to  make  the  diagnosis. 

This  classification  is  of  very  little  use  today  for 
two  reasons:  (1)  it  fails  to  consider  the  10  to  20 

per  cent  of  molar  pregnancies  that  will  not  be 
cured  by  simple  evacuation  of  the  uterus,  and  (2) 
c.  destruens  is  a tissue  diagnosis  and,  with  the  ad- 
vent of  chemotherapy,  and  the  relatively  rare  in- 
dication for  hysterectomy  during  the  course  of 
treatment  for  trophoblastic  disease,  there  is  little 
occasion  for  the  necessary  histologic  examination. 
Furthermore,  the  therapy  for  persistent  mole,  c. 
destruens,  and  nonmetastatic  choriocarcinoma  all 
follows  the  same  guidelines.  All  three  are  poten- 
tially 100  per  cent  curable  by  chemotherapy 
alone;  hysterectomy  is  necessary  only  for  massive 
hemorrhage  from  uterine  perforation  by  tumor  or 
in  the  face  of  persistent,  chemotherapy-resistant, 
nonmetastatic  choriocarcinoma. 

In  an  attempt  to  overcome  these  and  other 
shortcomings  of  the  classical  classification,  the 
International  Study  Group  for  Trophoblastic  Neo- 
plasia of  the  International  Union  against  Cancer 
(UICC)  proposed  a detailed  combination  clinical 
and  pathologic  classification  in  1965. 11  While 


complete,  the  classification  is  too  cumbersome  for 
routine  use  and  too  detailed  except  for  world-wide 
collection  of  data.  No  individual  institution 
would  have  enough  cases  to  make  worthwhile 
comparisons  of  therapeutic  results  among  the 
multitude  of  distinct  subgroups. 

A workable,  clinically  oriented  classification 
was  first  suggested  by  Hertz,  Lewis,  and  Lipsett 
in  1961. 12  This  classification  was  clarified  by 
Goldstein13  who  grouped  patients  into  categories 
based  on  their  clinical,  pathologic,  and  radiologic 
findings.  A simplification  and  modification  of 
Goldstein’s13  classification  of  gestational  and  tro- 
phoblastic disease  is  outlined: 

I.  Hydatidiform  Mole  (unevacuated  or  recently 

evacuated) 

II.  Nonmetastatic  Trophoblastic  Disease 

A.  No  histologic  evidence  of  choriocarcinoma 

B.  Choriocarcinoma 

III.  Metastatic  Trophoblastic  Disease 

A.  All  other  than  (B) 

B.  Extra-pelvic  metastases  other  than  pulmo- 
nary and/or  duration  of  disease  greater  than 
four  months  and/or  gonadotropin  excretion 
greater  than  100,000  IU  per  twenty-four  hours 

Hydatiform  mole 

Hydatiform  mole  is  a conceptus  that  usually 
lacks  an  intact  fetus  and  that  shows  gross  cyst- 
like swellings  of  its  chorionic  villi  due  to  the  accu- 
mulation of  fluid  within  the  mesenchymal  core. 
There  are  disintegration  and  loss  of  blood  vessels 
in  the  villous  core  and  a variable  degree  of  prolif- 
eration of  the  trophoblast.  Rarely  (1:12,000 
pregnancies)  will  a mole  coexist  with  a normal 
pregnancy. 

Hydatiform  mole  is  relatively  more  common  in 
the  extremes  of  the  reproductive  years,  that  is, 
below  twenty  or  over  forty.  Chances  of  a preg- 
nancy resulting  in  a mole  in  the  forty-five  to  fifty 
age  group  are  1:32; 14  4.9  per  cent  of  moles  occur  in 
the  forty-one  to  fifty  age  group,  compared  with  2.5 
per  cent  of  all  pregnancies.4  With  advancing  age, 
there  is  a greater  tendency  for  malignant  sequelae 
to  follow  molar  pregnancies.15  There  is  no  corre- 
lation between  parity  and  incidence  (age  correct- 
ed) of  molar  pregnancies.16  The  chance  for  a re- 
current mole  in  a subsequent  pregnancy  is  about  2 
per  cent,  or  about  40  times  the  usual  incidence.5 

The  most  important  single  factor  in  the  early 
diagnosis  of  molar  pregnancy  is  maintaining  a 
high  index  of  suspicion.  There  are  four  main  clin- 
ical signs:  (1)  painless  vaginal  bleeding,  usually 

beyond  ten  weeks  of  amenorrhea,  is  almost  uni- 
versally present,  but  there  is  obviously  a large 
overlap  with  threatened  abortions;  the  bleeding 
varies  in  color  from  dark  to  bright  red,  and  in 
amounts  from  spotting  to  profuse  hemorrhage,  (2) 
a uterus  large  for  dates  is  said  to  be  a major  sign, 
but  the  large  uterus  is  actually  seen  in  only  one 
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half  of  the  moles;  some  may  even  be  small  for  ges- 
tational dates,15  (3)  the  onset  of  toxemia  prior  to 
twenty-weeks  gestation,  in  the  absence  of  underly- 
ing vascular  or  renal  disease,  is  almost  pathogno- 
monic for  molar  pregnancy,  and  (4)  absent  fetal 
heart  tones  are,  of  course,  confirmatory. 

Laboratory  evidence  for  a molar  pregnancy  in- 
cludes the  discovery  of  serum  or  urinary  levels  of 
chorionic  gonadotropin  elevated  above  the  range 
of  normal  pregnancy.  There  is  a considerable 
overlap  range,  especially  with  multiple  gestations, 
but  a urinary  excretion  greater  than  300,000  IU 
per  twenty-four  hours  is  suggestive  evidence.  Be- 
yond one-hundred  days  amenorrhea,  a stable  or 
rising  gonadotropin  titer  is  highly  suspicious  for 
trophoblastic  disease.  B-mode  ultrasound  can 
differentiate  between  a molar  pregnancy  and  a 
normal  pregnancy  in  as  early  as  a six-  to  eight- 
week  gestation.  Where  ultrasound  is  not  avail- 
able, conventional  x-ray  film  studies  can  be  used 
for  diagnosis.  Obviously,  the  absence  of  a fetal 
skeleton  beyond  a sixteen-week  gestation  is  sug- 
gestive of  molar  pregnancy,  but  a definite  diagno- 
sis can  be  made  by  pelvic  arteriography5  or,  most 
easily,  by  amniography.17  After  a transabdominal 
injection  of  20  to  30  cc.  of  diatrizoate  (Hypaque), 
a diagnostic  honeycombed  pattern  is  obtained 
(Fig.  1).  It  is  important  to  realize  that  in  most 
cases  of  molar  pregnancy,  it  will  be  impossible  to 
aspirate  amniotic  fluid  prior  to  the  injection  of  the 
contrast  medium. 

The  initial  treatment  for  molar  pregnancy  is 
evacuation  of  the  uterus,  as  soon  as  the  diagnosis 
is  made.  Simple  uterine  evacuation  will  result  in 
permanent  cure  in  approximately  85  per  cent  of 
patients.  The  route  and  method  for  evacuation 
depend  on  several  factors:  presence  or  absence  of 
labor,  size  of  uterus,  age  and  parity  of  patient, 
amount  of  bleeding,  and  presence  of  infection. 

If  the  diagnosis  is  not  made  until  the  patient 
has  spontaneously  begun  to  abort  the  mole,  oxyto- 
cin infusion,  followed  by  curettage  if  needed,  is 
the  method  of  choice.  In  the  absence  of  labor, 
conventional  sharp  curettage  should  be  restricted 
to  uteri  of  twelve  weeks’  gestational  size  or  small- 
er. However,  with  suction  curettage,  vaginal  evac- 
uation of  a twenty-week  size  (or  larger)  uterus 
can  be  accomplished  with  minimal  risk,  and  with 
many  advantages  over  abdominal  hysterotomy. 

If  the  patient  is  Para  5 or  above,  over  age 
thirty-five,  or  has  completed  her  family,  hysterec- 
tomy of  an  in-situ  mole  has  been  recommended  in 
the  past  because  of  the  greater  incidence  of  malig- 
nant sequelae  in  the  older  gravida.  It  obviously 
will  be  curative  in  the  patient  with  localized  dis- 
ease, but  is  more  therapy  than  85  per  cent  of  pa- 
tients need.  With  the  low  morbidity  of  suction 
curettage,  and  the  widespread  availability  of  sen- 
sitive assays  of  gonadotropins  necessary  for  follow- 
up, hysterectomy  should  be  unnecessary  in  a reli- 
able patient. 


FIGURE  1.  Amniogram  of  a hydatiform  mole  fol- 
lowing transabdominal  injection  of  30  cc.  of  diatrizoate 


Follow-up 

The  key  to  the  successful  management  of  pa- 
tients with  trophoblastic  disease  is  the  careful  fol- 
low-up given  to  patients  with  molar  pregnancies 
after  surgical  evacuation  of  the  uterus.  Even 
choriocarcinoma  is  close  to  100  per  cent  curable 
with  appropriate  chemotherapy,  if  the  diagnosis  is 
made  early  enough. 

About  one  week  following  evacuation  of  a molar 
pregnancy,  regardless  of  route,  all  patients  should 
have  a conventional  sharp  curettage  of  the  uterus. 
It  is  these  curettings,  representing  residual  tro- 
phoblast,  that  present  the  best  opportunity  for 
prognostication  based  on  the  histology  of  the  tro- 
phoblast. 

Every  patient  must  have  a quantitative  deter- 
mination of  urinary  (or  serum)  gonadotropin  titers 
performed  every  two  weeks  until  the  findings  are 
normal.  A quantitative  pregnancy  test  is  ade- 
quate for  follow-up  only  as  long  as  the  test  is  posi- 
tive on  undiluted  urine  (representing  a level  of  750 
to  1,000  IU  per  twenty-four  hours).  Below  this 
level,  either  a radio-immunoassay  or  a bio-assay 
based  on  the  mouse  uterine  weight  method  must 
be  used.  The  normals  vary  among  laboratories, 
but  an  average  normal  is  less  than  5 IU  per 
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twenty-four  hours.  Following  evacuation  of  a 
simple  mole,  the  gonadotropin  titer  may  reach 
this  level  in  as  soon  as  two  to  three  weeks,  but  has 
been  reported  to  remain  elevated  for  up  to  eigh- 
teen months.18 

After  the  level  of  gonadotropin  reaches  a normal 
range,  assays  must  be  performed  at  monthly  in- 
tervals for  six  months,  then  every  other  month  for 
an  additional  six  months.  Pregnancy  must  be  in- 
terdicted for  this  period  because  of  the  difficulty 
(without  ultrasound)  or  differentiating  between  an 
early,  normal  pregnancy  and  persistent  tropho- 
blastic disease.  During  this  period  of  time,  the 
ideal  contraceptive  would  be  a mechanical  one,  for 
the  return  of  ovulation,  as  determined  by  biphasic 
basal  body  temperatures,  is  one  of  the  best  clini- 
cal indications  of  the  absence  of  viable  tropho- 
blastic tissue.  However,  in  the  less  reliable  pa- 
tient, oral  contraceptives  can  be  used  as  long  as 
the  suggested  follow-up  is  strictly  adhered  to. 

In  addition  to  the  gonadotropin  assays,  a chest 
x-ray  film  should  be  obtained  every  two  weeks 
until  the  titers  are  normal,  then  every  three 
months  for  one  year.  A pelvic  examination  to 
monitor  uterine  involution  should  be  performed 
every  two  weeks  until  the  titers  are  normal  and 
then  every  three  months  thereafter.  Continued 
acyclic  vaginal  bleeding  and  subinvolution  of  the 
uterus  are  suggestive  of  persistent  trophoblastic 
disease. 

Indication  for  chemotherapy 

Persistence  of  viable  trophoblastic  tissue,  as  ev- 
idenced by  elevated  gonadotropin  titers,  for  more 
than  sixty  days  following  delivery  of  a hydatidi- 
form  mole  is  associated  with  the  subsequent  de- 
velopment of  choriocarcinoma  or  c.  destruens  in 
about  40  per  cent  of  patients.18  At  the  present 
time,  it  is  impossible  to  select  the  60  per  cent  of 
these  patients  who  would  not  develop  malignant 
sequelae.  Therefore,  any  patient  whose  gonado- 
tropin titer  “plateaus,”  or  starts  to  increase  at 
any  time  during  the  follow-up  period,  or  any  pa- 
tient whose  titer  is  still  elevated  above  pituitary 
gonadotropin  levels  at  eight  weeks  postevacua- 
tion, must  receive  chemotherapy. 

The  recommended  treatment  (in  patients  with 
normal  liver  function)  is  intermittent  five-day 
courses  of  methotrexate,  15  to  25  mg.  per  day.19 
Complete  blood  count,  platelet  count,  liver  func- 
tion tests  (SGOT,  SGPT),  and  renal  function 
tests  (blood  urea  nitrogen,  creatinine)  are  moni- 
tored every  other  day  during  therapy.  Courses 
are  repeated  at  approximately  two-  to  three-week 
intervals,  but  not  until  all  laboratory  parameters 
have  returned  to  normal  and  all  clinical  signs  of 
toxicity  (rash,  stomatitis,  diarrhea),  except  alope- 
cia, are  resolved.  Courses  are  repeated  until  go- 
nadotropin titers  are  normal  on  three  consecutive 
weekly  assays.  Follow-up  is  then  repeated. 


Prophylaxis 

Several  authorities9- 10-13,20"22  have  recom- 

mended that  prophylactic  chemotherapy  be  given 
to  all  patients  with  molar  pregnancies.  The  usual 
recommendation  is  for  uterine  evacuation  to  be 
carried  out  on  the  third  day  of  a five-day  course  of 
methotrexate  or  actinomycin-D.  Actinomycin-D 
is  usually  recommended  because  of  the  greater  he- 
patic toxicity  associated  with  methotrexate. 

The  preliminary  result  has  been  a reduction 
from  15  per  cent  to  8 to  10  per  cent  in  the  number 
of  patients  requiring  further  therapy  for  nonmeta- 
static  trophoblastic  disease  and  the  virtual  elimi- 
nation of  metastatic  trophoblastic  disease. 

In  the  United  States,  where  only  15  per  cent  of 
patients  with  molar  pregnancies  will  need  treat- 
ment beyond  evacuation  of  the  uterus,  and  where 
the  incidence  of  choriocarcinoma  following  molar 
pregnancy  is  only  2 to  4 per  cent,  85  per  cent  of 
patients  will  be  treated  unnecessarily  with  signifi- 
cantly toxic  agents.  Several  deaths  have  been  re- 
ported purely  as  a result  of  prophylactic  chemo- 
therapy given  in  the  outlined  regimen.5 

If  all  patients,  following  evacuation  of  the  uter- 
us, are  appropriately  followed  with  bioassays,  of 
the  15  per  cent  who  will  require  further  treatment, 
93  per  cent  will  achieve  a permanent  remission 
with  a single  course  of  methotrexate,  and  virtually 
100  per  cent  will  achieve  a cure  with  repeated  or 
alternating  courses  of  methotrexate  and  actino- 
mycin-D.23 

Prophylactic  chemotherapy  does  not  eliminate 
the  need  for  follow-up;  10  per  cent  of  patients  will 
still  require  further  therapy.  Definitely,  prophy- 
lactic chemotherapy  has  a place  in  our  therapeu- 
tic armamentarium,  but  should  not  be  used  uni- 
versally. It  must  be  a consideration  in  the  Far 
East  where  malignant  sequelae  to  molar  pregnan- 
cies approach  20  per  cent,  where  the  patient  is  apt 
to  be  lost  to  follow-up,  and  in  the  older  patient 
where  there  is  a greater  risk  of  the  development  of 
malignant  sequelae. 

Choriocarcinoma 

Choriocarcinoma  is  a rapidly  and  widely  metas- 
tasizing malignant  tumor  of  the  trophoblastic  epi- 
thelium. 

For  the  purposes  of  this  report,  the  terms 
choriocarcinoma  and  metastatic  trophoblastic  dis- 
ease are  used  interchangeably. 

Pathologically,  choriocarcinoma  is  a rapidly 
growing  mass  invading  both  uterine  muscle  and 
blood  vessels  with  areas  of  hemorrhage  and  necro- 
sis. Microscopically,  columns  and  sheets  of  avil- 
lous  malignant  trophoblast  penetrate  the  myome- 
trium and  blood  vessels. 

Before  the  discovery  of  the  dramatic  tumor  re- 
gressions possible  with  the  chemotherapeutic 
agents,  the  best  hope  for  survival  was  early  hys- 
terectomy. Even  with  apparently  localized 
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choriocarcinoma,  the  best  survival  was  40  per 
cent.24 

Prior  to  the  chemotherapy  era,  choriocarcinoma 
was  preceded  in  equal  percentages  by  hydatidi- 
form  mole,  spontaneous  abortion,  and  term  deliv- 
ery.16 When  the  terms  choriocarcinoma  and  met- 
astatic trophoblastic  disease  are  used  synono- 
mously,  the  preceding  pregnancy  is  molar  in  50 
per  cent  of  the  cases,  term  in  25  per  cent,  a spon- 
taneous abortion  in  25  per  cent,  and  rarely  ectop- 
. ic. 

Symptoms 

The  most  common  symptom  of  choriocarcinoma 
is  irregular  bleeding  associated  with  uterine  sub- 
involution, following  the  puerperium.  The 
bleeding  is  usually  intermittent  but  is  occasionally 
massive.  The  second  most  common  presentation 
is  cough  and  hemoptysis  associated  with  pulmo- 
nary metastases.  Vulvar  or  vaginal  lesions  are 
not  uncommonly  the  initial  presentation;  an  un- 
usual presentation  is  hematoperitoneum  caused 
by  uterine  perforation  by  tumor.25 

In  the  absence  of  pregnancy,  the  discovery  of  el- 
evated levels  of  chorionic  gonadotropin  is 
pathognomonic  for  trophoblastic  disease.  Clinical 
or  radiologic  evidence  of  metastases,  and  either  an 
elevated  gonadotropin  titer  or  histology  showing 
avillous  malignant  trophoblast,  indicate  chorio- 
carcinoma. 

The  most  important  factor  in  diagnosis  is  con- 
sideration of  the  possibility  of  choriocarcinoma  in 
the  presence  of  fulminating  metastatic  disease  of 
unknown  origin  or  in  the  presence  of  persistent 
postpartum  bleeding  and  subinvolution. 

Treatment 

Permanent,  total  remission  can  be  obtained  in 
65  to  75  per  cent  of  patients  with  metastatic  tro- 
phoblastic disease.26  Various  chemotherapeutic 
regimens  have  been  suggested.  The  ones  that 
have  proved  most  successful  are  repeated  five-day 
courses  of  methotrexate  in  doses  of  0.3  to  0.4  mg. 
per  kilogram  per  day,  alternating  five-day  courses 
of  methotrexate  (as  described),  and  five-day  and 
alternating  courses  of  actinomycin-D  in  doses  of  9 
to  14  micrograms  per  kilograms  per  day.27  Acti- 
nomycin-D is  used  alone  in  patients  with  com- 
promised hepatic  function.  Succeeding  courses 
follow  resolution  of  all  laboratory  and  clinical 
signs  of  toxicity  except  alopecia. 

In  resistant  or  progressive  cases,  or  in  high-risk 
patients  (Class  Illb),  a modification  of  the  triple 
therapy  of  Li,  Hertz,  and  Spencer3  is  utilized. 
The  therapy  consists  of  methotrexate  0.3  mg.  per 
kilograms  per  day,  actinomycin-D  10  to  12  micro- 
grams per  kilograms  per  day,  and  chlorambucil 
0.2  mg.  per  kilograms  per  day,  given  simultaneous- 
ly in  five-day  courses.27 

Chemotherapeutic  agents  are  changed  in  the 
face  of:  (1)  stable  gonadotropin  titers  following 


two  successive  courses  of  an  agent,  (2)  the  appear- 
ance of  rising  titers  during  treatment,  and  (3)  the 
appearance  of  toxicity  severe  enough  to  prevent 
adequate  therapy.  Therapy  is  continued  until 
three  successive  weekly  gonadotropin  titers  are 
normal.  Follow-up  is  as  for  a molar  pregnancy. 

The  presence  of  persistently  positive  gonadotro- 
pin titers,  with  evidence  of  regression  of  metastat- 
ic lesions,  is  an  indication  for  hysterectomy  for  re- 
moval of  chemotherapeutic-resistant  uterine 
choriocarcinoma. 

Prognosis 

Statistically  significant  correlations  have  been 
made  with  prognosis  and  with  both  duration  of 
disease  and  initial  gonadotropin  titers.  Duration 
of  disease  of  less  than  four  months  and  an  initial 
gonadotropin  titer  of  less  than  100,000  IU  per 
twenty-four  hours  are  associated  with  the  best 
prognosis.26  Metastatic  lesions  other  than  pulmo- 
nary, especially  hepatic  and  cerebral,  carry  the 
worst  prognosis.  Although  the  numbers  are  still 
too  small  to  draw  definite  conclusions,  there  have 
been  some  encouraging  results  in  patients  with 
brain  metastases  by  the  use  of  a combination  of 
chemotherapy  and  total  head  irradiation. 

Summary 

Gestational  trophoblastic  disease  encompasses  a 
whole  spectrum  of  neoplasia,  from  the  hydatiform 
mole  that  requires  no  more  therapy  than  uterine 
evacuation  to  achieve  an  85  per  cent  cure,  to 
choriocarcinoma  that  still  carries  a 25  to  35  per 
cent  mortality  rate  in  spite  of  the  dramatic  suc- 
cess of  chemotherapy. 

Perhaps  more  than  any  other  single  factor,  the 
fact  that  all  these  neoplasms  produce  an  easily 
measured  tumor-specific  product  has  resulted  in 
dramatic  strides  being  made  in  early  diagnosis,  in 
chemotherapy,  and  in  follow-up.  But  as  in  any 
disease,  the  most  important  factor  in  presenting 
the  patient  with  her  best  possible  prognosis  is 
maintaining  a high  index  of  suspicion  of  tropho- 
blastic disease  in  the  differential  diagnosis  of  all 
unusual,  pregnancy-associated,  vaginal  bleeding. 

Department  of  Obstetrics  and  Gynecology 
Naval  Hospital 
National  Naval  Medical  Center 
Bethesda,  Maryland  20014 
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The  asymptomatic  infection,  or  “carrier  state,” 
is  well  known  to  students  of  the  hemolytic  strep- 
tococcus.1'4 That  this  condition  can  serve  as 
both  primary  and  secondary  challenge  in  natural 
immunization  has  been  reported  by  this  laborato- 
ry.5-6 Yet  it  is  well  known  that  the  nonsuppura- 
tive sequelae,  particularly  rheumatic  fever,  can 
occur  without  previous  overt  infection.7-8  The 
question  thus  presents  itself:  just  how  great  is 

the  risk  of  sequelae  from  the  carrier  state,  and 
how  does  that  compare  with  the  risk  of  possible 
increased  susceptibility  to  later  infection  if  the 
carrier  state  is  eradicated?  The  percentage  of 
rheumatic  fever  occurring  after  overt  illness  has 
been  reported  as  high  as  3 per  cent  for  military 
recruits  and  as  low  as  0.3  per  cent  for  Chicago 
school  children.9-10  The  risk  for  the  carrier,  as 
judged  by  follow-up  data  on  a population  whose 
streptococcal  history  has  been  carefully  docu- 
mented, is  the  subject  of  this  report. 

Method 

This  twenty-year  study  has  been  carried  out  on 
a selected  group  of  volunteer  families  living  in  11 
small  towns  in  Middlesex  County,  Massachu- 
setts. The  method  of  taking  cultures  in  time  of 
health  for  approximately  two-year  periods,  and  of 
processing  cultures  on  these  same  subjects  when 
they  were  ill  and  receiving  medical  care  from  their 
physicians  has  been  described  in  detail. 5,6,11,12 
The  population  consisted  of  generally  healthy, 


The  incidence  of  sequelae  among  former  strepto- 
coccal carriers  was  found  to  be  0.2  per  cent  for  first 
attacks  of  rheumatic  fever,  0.2  per  cent  for  recur- 
rences, and  0.2  per  cent  for  glomerulonephritis,  or  a 
total  of  0.6  per  cent.  The  incidence  among  non- 
carriers was  0.2  per  cent  glomerulonephritis.  Late 
suppurative  streptococcal  illnesses  occurred  fre- 
quently in  all  children,  much  less  frequently  in 
adults.  About  25  per  cent  of  the  children  who  had 
not,  and  39  per  cent  of  those  who  had  been  carriers 
reported  late  illnesses.  However  serotyping  of  the 
“early”  and  “late”  organisms  of  the  carrier  children 
demonstrated  that  in  98  per  cent  of  these  cases  the 
late  illnesses  were  due  to  new  types  and  not  to 
those  previously  carried.  Long-chain  tests  revealed 
that  in  two  thirds  of  the  situations  protective  anti- 
bodies to  the  formerly  carried  types  were  present 
even  though  the  sera  were  drawn  several  years  after 
the  events,  and  that  in  all  but  3 situations,  or  92 
per  cent,  there  were  no  protective  antibodies  to 
the  types  associated  with  the  late  illnesses. 


normal  families  in  a rural-suburban  area.  Eco- 
nomic status  ranged  from  near  poverty  to  near 
wealth,  but  most  of  the  households  were  of  middle 
income.  All  had  single-family  dwellings,  with  pri- 
vate yards  and  fresh-air  play  space;  the  children 
attended  public  schools  for  at  least  part  of  their 
lives;  and  all  participated  in  community  activi- 
ties. Each  family  was  recommended  for  the  study 
by  its  private  physician,  and  communication  be- 
tween the  research  team  and  these  physicians  was 
kept  open. 

The  work  began  at  the  Community  Memorial 
Hospital  in  Ayer,  Massachusetts,  under  the  aus- 
pices of  the  Nashoba  Associated  Boards  of  Health 
(1952  to  1958)  and  continued  at  Emerson  Hospital 
in  Concord  with  the  cooperation  of  the  Acton 
Medical  Associates  (1959  to  1972).  The  combined 
staffs  of  the  two  hospitals  consist  of  about  50  gen- 
eral practitioners,  internists,  and  pediatricians,  all 
active  in  community  medicine.  Eastern  Massa- 
chusetts is  a region  with  a high  incidence  of  strep- 
tococcus, and  rheumatic  fever  and  glomerulone- 
phritis are  well  known.  Eleven  members  of  the 
study  reported  a past  history  of  rheumatic  fever 
and  2 of  glomerulonephritis  when  they  entered  the 
project.  A total  of  over  200  families  has  partici- 
pated. Of  these,  147,  comprising  880  persons, 
were  available  for  the  present  summary. 

Typing  antisera  were  made  available  from 
Communicable  Disease  Center  in  Atlanta,  Geor- 
gia, on  January  1,  1960.  Streptococci  found  before 
that  date,  therefore,  were  not  typed,  but  all  isol- 
ates since  that  time  have  been  identified  by  the 
Lancefield  precipitin  technique.13  M-types  1 
through  6,  11  to  14,  and  18,  22,  28,  and  41  have 
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TABLE  I.  Summary  of  subjects  available  for 
follow-up  analysis 


Years  Known 
to  Authors 

— Still  in 
Families 

Area  — > 
Persons 

. — Moved  Away  — - 
Families  Persons 

16  to  20 

15 

90 

2 

11 

13  to  15 

26 

162 

8 

46 

9 to  12 

24 

165 

9 

54 

6 to  8 

26 

155 

1 

5 

4 to  5 

32 

169 

4 

23 

123 

741 

24 

139 

been  found 

in  both 

sick  and 

healthy 

throats. 

Sera  for  antibody  measurements  were  drawn  in 
the  years  1965  to  1968,  on  all  subjects  who  were 
willing  and  as  frequently  as  was  possible.  Base- 
line sera  and  three-week  blood  tests  on  all  infected 
persons  were  requested  and  usually  obtained. 
Antistreptolysin- O titers  were  measured  at  the 
House  of  the  Good  Samaritan  through  the  kindness 
of  Benedict  Massed,  M.D. 

Anti-M  protein  titers  were  determined  in  this 
laboratory  by  the  long-chain  index.614  This  test 
is  based  on  the  fact  that  M protein-producing 
streptococci  when  grown  in  normal  serum  form 
extremely  short  chains  (2  to  10  cells),  whereas 
when  grown  in  serum  containing  specific  anti-M 
antibodies,  they  form  extremely  long  chains  (up  to 
500  cells).  By  using  as  a standard  the  particular 
type  grown  in  nonimmune  serum  one  can  deter- 
mine the  base  length  of  a given  strain;  this  length 
is  used  as  the  denominator,  the  length  of  the 
strain  in  the  test  serum  is  used  as  the  numerator, 
and  the  resulting  value  is  the  “long-chain  index.” 
This  gives  an  approximate  measure  of  the  type- 
specific  antibody  titer  of  a particular  serum.  Ti- 
ters varied  from  1 to  15.  In  this  analysis  we  have 
considered  1 to  2 as  negative  and  any  value  of  3 or 
more  as  a positive  titer. 

Follow-up  information  on  health  during  the  in- 
tervening years  and  at  time  of  interview  was  ob- 
tained by  personal  contact,  letter,  telephone,  con- 
sultation with  physicians,  and  examination  of 
medical  records.  Most  of  the  families  were  still 
living  in  the  area,  cared  for  by  the  same  family 
physicians,  and  served  by  the  same  hospital  labo- 
ratories as  when  they  were  cultured  on  monthly 
visits.  Some  who  had  moved  away  but  with 
whom  we  had  established  good  communications 
have  been  included  in  the  final  tally.  The  ques- 
tions asked  were: 

I.  Has  rheumatic  fever  or  glomerulonephritis  oc- 
curred? 

II.  Have  there  been  acute  streptococcal  illnesses 
treated  by  a physician?  Were  antibiotics  used? 

III.  What  is  the  present  state  of  health?  Is  the 
subject  able  to  live  a normal  life  for  his  age? 

The  following  terms  are  defined  as  they  are  used 
throughout  the  text  and  tables: 


TABLE  II.  Streptococcal  experience  of  Family  X.  Cultures 
done  monthly  between  December,  1963,  and  June,  1966. 
Months  not  noted  negative  for  streptococci* 


Family  Member 

(Y ear  of  Birth) 

Culture  Year, 

Culture 

Clinical 

Month 

Results 

Symptoms 

ASO 

Father  (1934) 


1963 


12 

A 12 

1964 

1 

A 12 

2 

A 12 

3 

S,  pen. 

4 

A 12 

5 

A 12 

10 

A 12 

12 

A 12 

1965 

1 

A 12 

2 

A 12 

317 

Mother  (1931) 
1963 

12 

A 12 

S,  pen. 

1965 

2 

317 

Child  A (1956) 
1963 

12 

A 12 

1964 

1 

A 12 

3 

A 12 

4 

A 1 

S,  pen. 

1965 

1 

A 22 

S,  pen. 

250 

2 

500 

Child  B (1958) 
1963 

12 

A 12 

1964 

1 

A 12 

3 

A 12 

4 

A 12 

1965 

2 

250 

1966 

1 

A 13 

2 

A 13 

5 

A 3 

6 

A 3 

Child  C (1961) 
1963 

12 

A 12 

1964 

4 

A 12 

5 

A 12 

1965 

1 

A 22 

S,  pen. 

8 

A 4 

10 

A 4 

* Child  D,  bom  November  12,  1965,  no  record  of  streptococcal  ex- 
perience. 


Base  period:  The  approximate  two-year  period 

during  which  monthly  visits  for  routine  cultures  were 
made. 

Carrier:  a person  on  whom  at  least  one  positive 

culture  for  hemolytic  streptococcus  was  found  during 
the  base  period  in  time  of  health  (that  is,  on  a rou- 
tine monthly  visit). 
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TABLE  III.  Streptococcal  cultures  in  time  of  health* 


Carriers,  1 or  More  Times 

Number  of 
Patients 

Serologic  identification  not 

possible  (before  Jan.  1,  1960) 

145 

Serologic  identification 

possible  (after  Jan.  1,  1960) 

Group  C or  G 

26 

Group  A (months  found  in 
same  individual) 

Typable 

218 

15  or  more 

7 

11  to  14 

13 

8 to  10 

24 

5 to  7 

40 

3 to  4 

44 

1 to  2 

90 

N ontypable 

73 

15  or  more 

1 

11  to  14 

2 

8 to  10 

0 

5 to  7 

4 

3 to  4 

17 

1 to  2 

49 

* There  were  418  noncarriers. 


Noncarrier:  a person  from  whom  no  positive  cul- 

tures were  found  on  any  of  the  monthly  visits  during 
the  base  period. 

Positive  when  ill:  culture  taken  by  a physician, 

at  time  of  illness,  found  to  have  streptococci.  Such 
findings  normally  were  followed  by  antibiotic  thera- 
py, usually  oral  penicillin,  for  ten  days. 

None  found:  no  streptococci  at  all  found  during 

the  base  period. 

Anti-M  protein  antibodies  found:  long-chain 

index  of  3 or  more  obtained  on  at  least  1 serum 
against  1 or  more  of  the  common  types,  indicated  as 
“anti-M  ABS  + ”;  if  none  found,  “anti-M  ABS  — . ” 

Late  streptococcal  illness:  a suppurative  illness 

associated  with  streptococci  as  diagnosed  by  culture 
and/or  a physician’s  examination  which  occurred  at 
least  six  months  after  the  base  period. 

Carriers  of  nontypable  group  A,  or  of  groups  C 
or  G:  Persons  designated  as  carriers  by  group  if 

those  were  the  only  positive  cultures  found.  Persons 
who  had  typable  organisms  on  any  occasion  are 
classed  in  that  group. 

Sick,  penicillin  (S,  pen.):  person  diagnosed  as  ill 
with  streptococcal  throat,  given  penicillin,  usually 
oral,  for  ten  days. 

Living  normal  lives:  persons  leading  active  lives 
normal  for  their  ages  and  social  situations. 

A summary  of  the  persons  available  for  this 
analysis  is  given  in  Table  I. 

Results 

The  magnitude  of  the  streptococcal  experience 
is  described  in  Tables  II  to  IV.  Table  II  is  the 
record  of  a typical  well-fed,  well-doctored  family 
living  in  an  uncrowded  rural-suburban  neighbor- 
hood. A total  of  28  typable  group  A cultures  was 


TABLE  IV.  Total  group  A experience  in  559  patients 


, Serum  Available . 

Anti-M 

Status  According  - — Antibodies  — . - — ASO  Titers — , No 

to  Culture  Results  Present  Absent  200-317  400+  serum 


Carriers  (Jan.  1,  1960) 


Before  (145) 
After 

51 

3 

91 

Group  A (291) 

203 

16 

66 

63 

72 

Group  C or  G (26) 

21 

2 

3 

Noncarriers  (418) 

196 

30 

192 

Totals 

471 

51 

66 

63 

358 

obtained  from  the  6 members  during  two  and  one- 
half  years  of  monthly  visits,  representing  6 sepa- 
rate M types.  On  three  occasions  acquisition  of 
new  types  resulted  in  illness  in  1 or  more  persons, 
and  these  illnesses  were  adequately  treated  with 
penicillin.  In  one  of  the  situations  the  father 
again  was  found  with  the  same  organism  (type  12) 
after  treatment,  and  he  kept  it,  apparently  with- 
out harm,  for  more  than  a year.  On  three  other 
occasions  new  acquisitions  did  not  lead  to  illness 
and  would  never  have  been  discovered  except  for 
the  monthly  cultures.  The  baby,  new  born  in  late 
1965,  did  not  acquire  the  2 types  present  in  the 
home  during  her  first  seven  months  of  life.  ASO 
(antistreptolysin)  titers  on  the  4 older  members 
were  moderately  elevated  at  the  end  of  the  type  12 
experience,  and  one  child  who  became,  ill  with  a 
new  organism  (type  22)  had  a diagnostically  sharp 
rise  in  titer  at  three  weeks. 

A summary  of  this  sort  of  information  on  all  880 
persons  is  given  in  Table  III.  The  145  carriers  ob- 
served before  January  1,  1960,  may  or  may  not 
have  had  group  A;  in  another  series  we  have  found 
that  about  89  per  cent  of  our  isolates  were  group 
A and  might  assume  that  the  same  ratio  held  in 
the  previous  decade.6  The  results  of  anti-M  anti- 
body determinations  confirm  this  assumption 
(Table  IV);  51  of  the  54  carriers  of  unknown  types 
on  whom  sera  were  available  were  found  to  have 
type-specific  antibodies  to  at  least  1 of  the  com- 
mon types.  In  addition,  196  of  the  226  persons 
who  had  been  cultured  at  times  when  they  did  not 
have  streptococci,  and  21  of  the  23  who  had  been 
found  only  with  groups  C or  G,  also  gave  evidence 
of  experience  with  typable  strains.  The  ASO  de- 
terminations confirmed  the  results  of  the  long- 
chain  tests  for  the  known  group  A carriers,  in  that 
66  had  moderately  elevated  titers  (200  to  317 
Todd  units)  and  63  had  high  titers  (400  to  2,000) 
on  at  least  1 occasion.  The  total  number  of  indi- 
viduals with  demonstrable  group  A experience, 
therefore,  was  559,  or  63  per  cent  of  the  popula- 
tion. 

The  net  result  of  this  massive  streptococcal  ex- 
perience as  evidenced  by  state  of  health  at  time  of 
communication  (1970  to  1972)  is  summarized  in 
Table  V.  There  were  8 deaths,  5 accidental  and  3 
from  illness.  These  last  were  all  adults,  with  1 
death  from  breast  cancer  and  2 from  cardiac  con- 
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TABLE  V.  Subsequent  health  after  carrier  and 
noncarrier  condition 

- Sequelae ^ 

Rheumatic 
, Fever * 


Status 

Total 

Pa- 

tients 

—Deaths* — . First 
111  Acc.  Attack 

Re- 

cur- 

rence 

Glo- 

merulo- 

nephritis 

Living 

Normal 

Lives 

Carriers 

Before  Jan.  1, 
Adults 

1960 

26 

0 

0 

0 

0 

0 

26 

Children 

119 

0 

0 

0 

1 

1 

119 

After  Jan.  1,  1960 

Group  A 

Adults 

33 

0 

2 

0 

0 

0 

31 

Children 

258 

0 

2 

1 

0 

0 

256 

Group  C or 
Adults 

G 

8 

0 

0 

0 

0 

0 

8 

Children 

16 

0 

0 

0 

0 

0 

16 

Noncarriers 

4-  when  ill 

Adults 

35 

0 

0 

0 

0 

0 

35 

Children 

71 

0 

0 

0 

0 

0 

71 

Never  + 

Adults 

218 

3 

1 

0 

0 

0 

214 

Children 

94 

0 

0 

0 

0 

1 

94 

*111  means  death  from  illness;  acc.  means  death  from  accidental  cause. 


ditions;  one  of  these  was  a consequence  of  child- 
hood rheumatic  fever,  but  no  current  streptococ- 
cal infection  was  involved.  The  remaining  872 
persons  were  all  healthy  and  living  normal  lives. 

There  had  been  2 cases  of  glomerulonephritis 
(Cases  1 and  2),  1 new  attack  of  rheumatic  fever 
(Case  3),  and  1 recurrence  (Case  4).  These  cases 
are  described  in  detail. 

Case  reports 

Case  1.  An  eight-year-old  girl  was  one  of  5 children 
in  a prosperous  professional  family.  She  and  2 of  her 
siblings  had  been  streptococcus  carriers  for  about  a 
year.  On  February  2,  1955,  she  had  a “cold,”  was 
found  to  have  streptococci  on  a routine  family  visit, 
but  was  not  treated.  On  February  25  a sibling  had 
streptococcal  pharyngitis  and  was  given  penicillin.  On 
March  3 Case  1 had  a negative  throat  culture.  On 
April  6 she  became  acutely  ill  with  glomerulonephritis, 
with  positive  streptococcus  throat  culture.  The  illness 
lasted  some  weeks,  but  she  eventually  recovered  full 
health.  No  typing  sera  were  available  at  that  time. 

Case  2.  A ten-year  old  boy,  also  from  a prosperous 
professional  home,  and  his  2 siblings  had  never  been 
carriers.  On  January  7,  1965,  he,  his  siblings,  and  the 
mother  all  became  ill  with  obvious  streptococcal  phar- 
yngitis, and  all  were  given  prompt  and  adequate  peni- 
cillin. Two  weeks  later  the  child  become  seriously  ill 
with  nephritis,  with  high  blood  pressure  and  convul- 
sions. He  was  hospitalized  for  two  weeks,  and  his 
urine  had  red-cell  casts  for  at  least  four  months.  He 
also  recovered  and  has  since  led  a normal  life.  His  or- 
ganism was  a mucoid  nontypable  group  A;  his  ASO 
titer  at  admission  was  250  and  rose  to  625  at  three 
weeks.  His  serum  at  this  time  had  anti-M  antibodies 
to  type  4,  but  not  to  types  1,  3,  or  12. 

Case  3.  An  active  thirteen-year-old  boy  and  his  2 


TABLE  VI.  Late  suppurative  streptococcal  illness  as  related 
to  past  streptococcal  experience  (706  persons,  121  families) 


Past  Experience 

Per- 

sons 

Late 

Streptococcal 
- — Illness — - < 
Pres-  Ab- 
ent  sent 

Late 

Illness 

(Per 

Cent) 

Adults 

Carriers 

55 

2 

53 

3.7 

Noncarriers 

Strep,  when  ill 

40 

4 

36 

10.0 

No  strep,  found 

138 

4 

134 

2.9 

Children 

Carriers 

308 

120 

188 

38.9 

Noncarriers 

Strep,  when  ill 

84 

25 

59 

29.8 

No  strep,  found 

81 

20 

61 

24.6 

Totals 

706 

175 

531 

Per  cent 

25 

75 

TABLE  VII.  Late  illnesses  associated  with  streptococci  in 
former  carriers  in  whom  all  organisms  were  serotyped 

Carriers  Total 

Late  Illness  Associated 

. w ith 

Same  Type  New  Type 

Adults  4 

0 4 

Children  71 

1*  70 

* Was  child  B in  family  X,  Table  II. 


siblings,  from  a prosperous  middle-class  family,  had  had 
numerous  typable  streptococci  in  both  sickness  and 
health;  the  boy’s  ASO  titer  in  late  1964  was  317.  On 
May  30,  1970,  he  was  taken  to  his  physician  for  a mild 
sore  throat  which  had  persisted  for  about  two  weeks. 
A throat  culture  was  positive,  and  he  was  given  peni- 
cillin. He  apparently  recovered,  but  on  June  10  he  was 
admitted  to  the  hospital  with  joint  pains.  Although 
his  electrocardiographic  findings  were  normal,  his 
erythrocyte  sedimentation  rate  remained  persistently 
elevated  at  about  34.  He  made  a good  clinical  re- 
sponse to  bed  rest  and  salicylates  without  the  develop- 
ment of  carditis.  He  was  discharged  on  oral  penicillin 
prophylaxis  and  has  proceeded  to  full  recovery.  The 
diagnosis  of  rheumatic  fever  was  based  on  the  presence 
of  migratory  polyarthritis,  associated  with  fever,  ar- 
thralgia, elevated  sedimentation  rate,  and  a history  of 
antecedent  group  A streptococcal  infection.  His  orga- 
nism was  A,  nontypable;  his  ASO  titer  on  admission 
was  250,  his  serum  at  this  time  contained  anti-M  anti- 
bodies to  types  1,  3,  6,  and  22.  He  had  two  ancestors 
who  had  had  rheumatic  fever. 

Case  4.  A fourteen-year-old  boy  was  from  a crowd- 
ed, poverty  level  home,  where  all  6 children  and  both 
parents  had  been  streptococcal  carriers.  The  boy  had 
been  diagnosed  as  having  rheumatic  fever  in  1955  and 
put  on  prophylactic  penicillin,  but  apparently  failed  to 
take  it  regularly.  In  January,  1956,  all  members  of  the 
household  became  ill  with  streptococcal  pharyngitis, 
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TABLE  VIII.  Type-specific  antibody  relationships  between 
formerly  carried  types  and  types  associated  with  late 
illnesses.  Sera  available  for  64  carrier  situations  and  41 
late-illness  situations 

Anti-M  Antibody - 

To  Types  Previously  To  Types  Found 

, — Carried During  Late  Illness 

Chil-  Chil- 

Status  Adults  dren  Adults  dren 


Present  3 40  0 3 

Absent  0 21  3 35 


and  the  patient  suffered  a recurrence  of  his  illness.  All 
members  of  the  family  were  put  on  penicillin,  the  boy 
recovered,  and  at  latest  report  was  leading  a healthy 
young  man’s  life. 

Information  on  suppurative  illnesses  subsequent 
to  the  base  period  was  available  on  706  persons 
from  121  families,  summarized  in  Table  VI.  Late 
streptococcal  illnesses  were  found  only  occasional- 
ly in  adults,  although  they  were  more  frequent  in 
those  who  had  previously  been  found  to  have 
streptococci  only  when  ill.  They  were  more  fre- 
quent in  children,  both  carriers  (38.9  per  cent) 
and  noncarriers  (24.6  and  29.8  per  cent).  The 
finding  of  late  illness  in  carriers  would  disprove 
the  proposition  of  natural  immunization;  but  an 
examination  of  the  types  found  when  illness  oc- 
curred reveals  that  in  only  one  case  out  of  75  was 
the  same  type  present;  in  74  situations  illness  was 
from  a new  type  (Table  VII).  An  examination  of 
the  anti-M  antibody  titers  reveals  that  43  of  the 
64  sera  available  still  had  antibodies  to  type  pre- 
viously carried  and  that  38  of  the  41  tested  had  no 
antibodies  to  the  types  associated  with  the  late 
illnesses  (Table  VIII). 

Comment 

The  total  number  of  persons  known  to  have  had 
group  A experience  that  was  not  immediately  ter- 
minated with  penicillin  was  559,  and  of  this  num- 
ber only  1 suffered  a first  attack  of  rheumatic 
fever.  This  child  had  been  a carrier,  but  the  ill- 
ness was  precipitated  by  a sore  throat  with  strep- 
tococci present,  which  was  not  discovered  and 
treated  for  nearly  two  weeks.  Certainly  the  fact 
that  there  was  a known  family  predisposition  to 
the  disease  is  significant.  There  was  1 recurrence, 
in  a carrier  family,  the  disease  apparently  being 
precipitated  by  known  streptococcal  infection 
which  was  shared  by  all  members  of  the  house- 
hold, including  both  parents.  The  recurrence 
could  presumably  have  been  prevented  by  more 
careful  attention  to  penicillin  prophylaxis.  There 
were  2 cases  of  glomerulonephritis,  1 in  a carrier 
and  1 in  a noncarrier.  This  makes  a percentage  of 
0.2  per  cent  for  new  attacks  of  rheumatic  fever, 
the  same  for  recurrences  and  for  glomerulonephri- 
tis, or  a total  of  0.6  per  cent  for  all  sequelae  for 


the  carriers  and  a 0.2  per  cent  incidence  for  non- 
carriers. The  remaining  868  persons  were  free 
from  both  diseases. 

The  value  of  the  elevated  ASO  titer  in  the  diag- 
nosis and  prognosis  of  rheumatic  fever  is  univer- 
sally accepted.15  In  particular,  Wannamaker,16 
Szekely,17  and  Seidel18  note  that  patients  who  had 
titers  of  400  or  over  following  a streptococcal  ill- 
ness were  more  apt  to  become  victims  than  those 
with  lower  titers.  Yet  in  our  series  we  had  63 
children  whose  titers  were  between  400  and  2,000 
after  asymptomatic  colonization,  and  none  of 
these  developed  sequelae.  Case  3 had  a titer  of 
only  250  at  time  of  hospitalization,  which  was 
three  to  four  weeks  after  the  onset  of  his  sore 
throat,  when  his  titer  should  have  been  at  its 
peak.  In  this  connection  it  is  interesting  to  note 
that  Debre,  Attal,  and  Drouhet19  also  found  no 
absolute  parallel  between  ASO  titer  and  sequelae. 

In  examining  the  record  of  late  streptococcal  ill- 
nesses we  find  that  adults,  carriers  or  not,  rarely 
become  ill,  although  10  per  cent  of  those  who  in 
the  past  had  been  found  with  positive  cultures  in 
times  of  illness  continued  to  have  such  episodes. 
Those  4 carriers  who  did  become  ill  were  infected 
with  new  types,  for  which  in  at  least  3 cases  there 
were  no  protective  antibodies,  in  contrast  to  the 
antibodies  to  the  types  formerly  carried  that  were 
present. 

Many  more  children  than  adults  in  all  groups 
became  ill.  The  difference  between  the  29.8  per 
cent  for  those  who  showed  positive  findings  only 
when  ill,  and  the  24.8  per  cent  for  those  who  had 
never  been  found  with  positive  reactions  is  proba- 
bly not  significant;  neither  group  had  been  car- 
riers and  would  therefore  have  had  no  opportunity 
to  build  antibodies.  The  38.9  per  cent  of  the  for- 
mer carriers  who  had  late  illness  is  of  particular 
interest,  in  that  70  of  the  71  per  cent,  or  98  of 
those  on  whom  we  have  a complete  history,  be- 
came ill  from  new  types.  Furthermore,  in  40  out 
of  61  tests  antibodies  to  the  types  previously  car- 
ried were  found,  whereas  results  in  35  of  the  38 
tests  for  the  type  associated  with  the  later  illness 
showed  these  antibodies  were  lacking. 

The  anti-M  protein  antibody  has  been  found  to 
rise  rather  slowly  after  a primary  stimulation  to  a 
peak  at  from  three  to  six  months  and  to  remain 
elevated  for  one  to  two  years,  after  which  time  it 
diminishes.61015  This  is  in  contrast  to  the  ASO 
titer  (usually  a recall  response  inasmuch  as  all 
streptococci  have  the  same  streptolysin  O antigen) 
which  rises  quickly,  within  two  or  three  weeks,  but 
usually  declines  during  the  next  few  weeks  or 
months.  The  anti-M  titer  may  make  a secondary 
peak  in  later  years,  presumably  in  response  to  a 
repeat  experience  with  the  same  antigen.6  In  the 
present  series,  where  sera  were  drawn  at  various 
times,  often  many  years  after  the  known  experi- 
ence, varying  degrees  of  elevation  were  encoun- 
tered. It  is  in  fact  remarkable  that  in  as  many  as 
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two  thirds  of  the  situations  measurable  antibodies 
were  found. 

In  another  study  we  have  presented  evidence 
suggesting  that  when  the  type-specific  antibody 
titer  becomes  sufficiently  low,  reacquisition  can 
lead  to  illness.6  The  exact  point  at  which  this  can 
occur  is  not  known,  but  child  B in  family  X may 
illustrate  the  situation  (Table  II).  Three  years 
after  the  events  related  in  this  table  she  developed 
a sore  throat  which  was  proved  by  culture  to  be 
associated  with  a type  12  organism.  She  was 
given  penicillin,  but  was  unavailable  for  follow-up 
observation  until  about  three  months  later.  At 
this  time  she  was  found  to  have  a long  chain  index 
of  4.  One  can  surmise  that  her  titer  had  become 
sufficiently  low  so  that  reacquisition  did  cause  a 
new  illness,  to  which  she  responded  with  a sec- 
ondary rise  in  anti-M  titer. 

In  making  a judgment  on  the  carrier  state  we 
must  weigh  the  very  slight  risk  of  sequelae  (at 
most  0.6  per  cent)  against  the  value  of  the  protec- 
tive antibodies  which  are  being  developed  and  re- 
inforced aginst  the  resident  types.  We  have  no 
true  control  group  in  which  no  antibodies  have 
been  allowed  to  develop,  because  even  our  “non- 
carriers” have  lived  in  a natural  society  where  or- 
ganisms were  present,  and  their  nonacquisition 
may  simply  mean  that  they  built  their  immunity 
at  some  time  when  we  were  not  culturing  their 
throats.  The  low  level  of  anti-M  titers  for  persons 
always  given  penicillin  after  acquisition,6  the  fact 
that  about  one  fourth  of  the  noncarrier  children 
became  ill  in  later  years,  and  that  carrier  children 
were  susceptible  to  types  not  previously  carried, 
gives  some  idea  of  the  degree  of  illness  that  could 
result  from  a program  which  successfully  elimi- 
nated the  carrier  condition. 

Old  Road  to  Nine  Acre  Corner 

Concord,  Massachusetts  01742 
(MRS.  DUNLAP) 
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The  relationship  between  accidental  poisoning 
and  pica  has  not  been  fully  assessed.  It  is  not 
clear  from  previous  studies  whether  the  incidence 
of  pica  is  higher  in  a population  of  accidentally 
poisoned  children  or  not.  One  author  has  re- 
ported no  increase  in  pica  in  this  group  of  chil- 
dren.1 Others  have  found  a significant  increase  in 
pica  in  the  accidentally  poisoned.2-4  These  stud- 
ies relied  on  parent  interviews  and  questionnaires 
for  obtaining  subjective  evidence  of  pica.  How- 
ever, no  attempt  was  made  to  use  an  objective 
measure  of  pica.  It  is  possible  that  the  parents  of 
a previously  poisoned  child  may  be  more  prone  to 
report  pica  in  their  children  than  parents  whose 
children  have  never  been  poisoned.  As  Meyer 
and  Klein5  stated:  “In  retrospective  studies 

which  rely  on  recollections  or  other  subjective  re- 
ports by  an  interested  party,  one  must  always  sus- 
pect that  the  event  being  studied  (in  this  case  a 
poisoning  incident)  may  very  well  have  distorted 
the  subjective  report.  Is  the  mother  of  a child 
who  has  recently  been  hospitalized  for  poisoning 
more  likely  to  report  that  her  child  ‘is  always  get- 
ting into  everything’  than  the  mother  who  has  not 
experienced  the  same  sort  of  event?” 

The  present  study  is  designed  to  answer  two 
questions:  (1)  Is  the  incidence  of  pica  and/or 


Fifty-one  children  after  ingesting  a potentially 
harmful  substance  were  screened  for  plumbism  and 
compared  to  a randomly  selected , age-matched  con- 
trol group  also  screened  for  plumbism.  Evidence  of 
lead  poisoning  (blood-lead  level  2: 0.06  mg.  per 
cent)  was  encountered  in  4 of  102  children  studied, 
2 of  whom  were  in  the  accidental  poisoning  group 
and  2 in  the  control  group.  The  incidence  of  pre- 
vious acute  ingestions,  pica  and  specific  paint  or 
plaster  ingestion,  were  not  significantly  different  in 
the  two  groups.  These  findings  support  the  exist- 
ence of  a fundamental  difference  in  the  pathogenesis 
of  lead  poisoning  and  accidental  poisoning. 


plumbism  increased  in  children  experiencing  an 
episode  of  accidental  poisoning?  (2)  Does  the  ob- 
jective evidence  of  plumbism  parallel  the  inci- 
dence of  pica  in  a pediatric  population  at  high  risk 
for  plumbism? 

Method 

A prospective  study  was  conducted  from  June  8, 
1971,  to  January  20,  1972.  Children  between  one 
and  seven  years  of  age,  brought  to  the  pediatric 
outpatient  department  of  Kings  County  Hospital 
for  an  episode  of  accidental  poisoning,  were  select- 
ed as  the  study  group.  The  control  group  was 
formed  by  selecting  the  children  registering  for 
medical  care  who  were  within  twelve  months  of 
age  of  the  previous  study  patients. 

The  study  group  was  composed  of  50  children 
ranging  in  age  from  nine  months  to  seven  years 
and  two  months.  The  control  group  also  consist- 
ed of  50  children  with  a similar  age  span.  The 
parents  of  both  groups  of  children  were  inter- 
viewed to  determine  the  availability  of  falling 
paint  or  plaster,  the  incidence  of  pica,  and  the  oc- 
currence of  previous  episodes  of  accidental  poison- 
ing. 

All  children  were  examined  and  screened  for 
plumbism  and  their  parents  interviewed  by  one  of 
the  authors.  The  following  standard  laboratory 
and  x-ray  film  tests  were  done  on  each  child:  he- 
moglobin, hematocrit,  red  blood-cell  morphology, 
sickle-cell  preparation  (sodium  metabisulfite 
method),  urine  coproporphyrin,  flat-plate  x-ray 
film  of  the  abdomen,  and  blood-lead  level. 
Blood-lead  levels  were  performed  by  the  City  of 
New  York  Department  of  Health  laboratories  uti- 
lizing an  atomic  absorption  spectrophotometric 
method.6 

Results 

More  than  three  quarters  (76  per  cent)  of  the 
study  children  fell  into  the  one  to  three-year-old 
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TABLE  I.  Substances  ingested  by  poisoned  children 


Age  (years) 

FIGURE  1 Age  distribution  of  accidentally  poisoned 
and  control  children. 

category.  Children  in  the  control  group  had  a 
virtually  identical  age  range  with  68  per  cent  in 
the  one  to  three-y.ear-old  category  (Fig.  I).  Three 
children  in  each  group  exceeded  five  years  of  age. 
There  were  26  males  and  24  females  in  both 
groups.  Black  and  Puerto  Rican  children  of  low- 
income  families  predominated,  and  all  the  fami- 
lies were  living  in  communities  served  by  the  hos- 
pital at  the  time  of  the  study. 

Incidence  of  previous  episodes  of  accidental 
poisoning.  Parents  of  3 of  the  study  patients  and 
2 of  the  control  patients  reported  that  their  chil- 
dren had  previously  experienced  an  episode  of  ac- 
cidental poisoning.  No  instance  of  more  than  one 
previous  episode  of  poisoning  was  reported  in  ei- 
ther group. 

Substances  ingested  by  study  group  children. 

Table  I illustrates  the  substances  ingested  by  the 
poisoned  children.  Medications  of  various  kinds 
formed  the  largest  group  of  substances  ingested 
(56  per  cent)  by  the  poisoned  children.  A variety 
of  other  common  household  materials  accounted 
for  the  remaining  44  per  cent. 

Availability  of  plaster  and  paint  in  patients’ 
environment.  Nineteen  children  (38  per  cent)  in 
the  poisoned  group  were  reported  to  have  had  pos- 
sible access  to  loose  paint  chips  or  broken  plaster 
walls  in  or  near  the  home,  and  17  of  the  control 
children  (34  per  cent)  had  possible  access  to  plas- 
ter and  paint  chips  (Table  II).  All  sources  of 
loose  paint  and  plaster  were  from  houses  built 
well  before  the  1940s  and  located  in  Brooklyn’s 
notorious  “lead  belt.”  There  was  no  statistical 
difference  between  the  two  groups  in  the  degree  of 
exposure  to  possible  sources  of  lead. 

Incidence  of  pica.  A greater  number  of  par- 
ents reported  having  observed  pica  in  the  poi- 
soned children  than  in  the  control  children;  23  (46 
per  cent)  versus  16  (32  per  cent).  This  difference 
is  not  statistically  significant,  (p  = <0.1).  The 
percentage  of  pica  in  both  groups  corresponds 
with  previous  reports  of  the  general  incidence  of 
pica  in  children  of  a lower  socioeconomic  income 


Number  of 

Substances  Ingested  Cases 


Medications 

28 

Tranquilizers,  analgesics,  and 
depressants 

10 

Salicylates 

6 

Vitamins  and  iron 

3 

Antibiotics 

2 

Cat  and  dog  anthelminthics 

2 

Miscellaneous  medications 

5 

Rodenticides 

5 

Soaps  and  detergents 

4 

Bleaches 

3 

Furniture  polish  and  other  hydrocarbons 

3 

Cosmetics 

3 

Corrosives  (lye) 

2 

Antiseptics 

1 

Disinfectants- 

1 

TABLE  II.  Relationship  of  pica  to  availability  of 
lead-containing  substances  as  reported  by  parents 

Children  Reported  to  Have  Paint  Chips 
and  Loose  Plaster  Available  at  Home 
Accidentally 

Poisoned  Group  Control  Group 
Pica  Number  Per  Cent  Number  Per  Cent 


Reported 

12 

63 

13 

76 

Denied 

7 

37 

4 

24 

Totals 

19 

100 

17 

100 

level.7  8 It  is  striking  that  the  parents  reporting 
pica  in  their  children  were  those  who  also  had  ob- 
served loose  plaster  and/or  paint  at  home.  In  the 
poisoned  group,  52  per  cent  of  the  children  with 
pica  were  reported  to  have  available  plaster  and 
paint  at  home,  while,  in  the  control  group,  81  per 
cent  of  the  children  with  pica  had  plaster  and 
paint  available  to  them. 

Blood-lead  levels.  The  mean  blood-lead  level 
in  the  accidentally  poisoned  group  was  0.031  mg. 
per  100  ml.,  and  in  the  control  group  it  was  0.027 
mg.  per  100  ml.  These  values  correspond  with  re- 
ports from  various  centers  for  children  living  in  an 
urban  ghetto.9-11  The  difference  in  the  two  mean 
levels  is  not  statistically  significant.  Mean  blood 
levels  of  children  with  pica  were  identical  in  both 
the  poisoned  and  control  groups  (0.034  mg.  per 
100  ml.).  Approximately  three  fourths  of  the 
children  in  both  groups  had  blood-lead  levels  in 
the  0.02  mg.  per  100  ml.  to  0.03  mg.  per  100  ml. 
range  (Fig.  2). 

Blood-lead  levels  of  0.04  mg.  per  100  ml.  or 
greater  were  found  in  11  (22  per  cent)  of  the  poi- 
soned children  and  in  10  (20  per  cent)  of  the  con- 
trol children.  This  percentage  is  of  the  order  that 
would  be  expected  for  a population  of  this  type.12 

Selecting  blood-lead  levels  of  0.05  mg.  per  100 
ml.  and  greater  as  abnormally  elevated,  10  chil- 
dren (5  in  the  poisoned  group  and  5 in  the  control 
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tistically  significant.  A positive  urinary  copropor- 
phyrin, on  the  other  hand,  occurred  in  4 of  the 
control  patients  and  only  2 of  the  study  children. 
The  only  other  difference  between  the  two  groups 
was  the  finding  of  radiopaque  material  on  abdom- 
inal x-ray  films  of  3 patients  in  the  poisoned 
group,  while  this  was  not  encountered  in  any  of 
the  control  subjects.  These  differences  were  too 
small  to  be  significant,  however.  All  3 of  the  chil- 
dren with  x-ray-film  evidence  of  radiopaque  mate- 
rial in  the  gastrointestinal  tract  were  observed  to 
have  eaten  plaster  and  paint. 

No  correlation  was  observed  between  urinary 
coproporphyrin  levels  greater  than  trace,  found  in 
6 children,  and  a history  of  pica.  None  of  these 
children  had  had  pica. 


FIGURE  2.  Comparison  of  blood-lead  levels  found  in 
accidentally  poisoned  and  controf  groups. 

group)  were  considered  to  have  evidence  of  an  in- 
creased lead  burden  (Fig.  2). 

It  is  clear  that  a relationship  exists  between  a 
history  of  pica  and  elevated  blood-lead  values.  Of 
the  10  patients  with  elevated  levels,  9 had  a histo- 
ry of  pica  (5  in  the  poisoned  group  and  4 in  the 
control  group),  and  only  1 of  the  control  patients 
did  not  have  pica  (Table  III).  In  addition,  the 
percentage  of  children  having  unequivocally  ele- 
vated blood-lead  levels  ( 5 0.05  mg.  per  100  ml.) 
was  15  times  greater  in  the  39  children  with  pica 
than  in  those  without  pica  (23.1  per  cent  versus 
1.6  per  cent)  (Table  IV). 

Other  Laboratory  Results.  Table  V outlines 
the  results  of  the  various  laboratory  tests  conduct- 
ed on  both  groups  of  children.  Low  hemoglobin 
and  hematocrit  values  tended  to  occur  more  fre- 
quently in  the  study  group,  but  this  was  not  sta- 


Comment 

Craig,  in  1955, 2 selecting  31  consecutive  chil- 
dren with  accidental  poisoning  and  25  control 
children,  found  a much  higher  incidence  of  pica 
(40  per  cent)  in  the  poisoned  group  than  in  the 
control  group  (8  per  cent).  His  series  was  small, 
however,  and  no  attempt  was  made  to  measure 
the  incidence  of  plumbism  in  either  group  nor  to 
obtain  any  other  objective  evidence  of  pica. 
Wehrle  and  coworkers  in  I960,13  pointed  out  the 
increased  risk  of  pica  and  plumbism  in  the  lower 
socioeconomic  group  in  Syracuse,  whereas  the  risk 
of  accidental  poisoning  was  found  to  be  unrelated 
to  socioeconomic  status,  suggesting  fundamental 
differences  in  the  pathogenesis  of  pica  and  poison- 
ing. In  a later  study,  Sobel  and  Margolis14  speak 
of  host  differences  in  children  with  repeated  epi- 
sodes of  poisoning  and  those  with  pica  that  could 
account,  in  part,  for  the  different  incidence  of 
plumbism  and  pica  in  Wehrle’s  study.  Wehrle,  et 


TABLE  III.  Laboratory  and  x-ray  film  results  of  10  cases  with  elevated  blood-lead  levels  (0.04  mg.  per  100  ml.)  in  both  acciden- 
tally poisoned-  and  control  groups* 


Falling 
Plaster  or 

Paint  Blood  Lead  Hemoglobin  Hematocrit  Flat 


Case 

Y ears 

-Age 

Months 

History 
of  Pica 

Available 
at  Home 

Level  (mg. 
per  100  ml.) 

(Gm.  per 
100  ml.) 

(Per  Cent 
PCV|) 

Basophilic 

Stippling 

Plate  of 
Abdomen 

Accidentally 

poisoned 

group 

1 

2 

11 

+ 

+ 

0.05 

10.0 

33 

— 

— 

2 

1 

4 

+ 

— 

0.06 

9.2 

32 

Rare 

— 

3 

2 

9 

+ 

+ 

0.05 

11.8 

39 

— 

— 

4 

1 

9 

+ 

+ 

0.05 

9.1 

34 

— 

+ 

5 

1 

6 

+ 

+ 

0.08 

10.0 

30 

— 

— 

Control 

group 

6 

1 

4 

+ 

+ 

0.06 

11.7 

36 

— 

— 

7 

1 

1 

+ 

+ 

0.06 

10.0 

30 

Rare 

— 

8 

2 

9 

— 

— 

0.05 

13.6 

38 

— 

— 

9 

0 

11 

+ 

+ 

0.05 

7.6 

25 

Rare 

— 

10 

2 

4 

+ 

+ 

0.05 

11.4 

33 

Rare 

- 

* Urinary  coproporphyrin  findings  were  negative  for  all  cases, 
t Packed  cell  volume. 
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TABLE  IV.  Incidence  of  elevated  blood-lead  levels  in 
children  with  pica  and  children  without  pica 


Blood-Lead  Level 
> 0.05  mg.  per  100 

Blood-Lead  Level 
<0.05  mg  per  100 

Pica 

Number 

children 

Number 

children 

Per 

cent 

Number 

children 

Per 

cent 

With 

pica 

39 

9 

23.1 

30 

76.9 

Without 

pica 

61 

1 

1.6 

60 

98.4 

groups  were  equal,  it  appears  likely  that  parents 
of  accidentally  poisoned  children  did  not  exagger- 
ate the  reporting  of  pica  to  any  greater  degree 
than  parents  of  the  control  children. 

A curious  tendency  to  report  poor  housing  con- 
ditions, such  as  broken  and  loose  plaster  and 
paint  chips,  was  noted  in  mothers  of  either  group 
reporting  pica  in  their  children.  Whether  the 
child’s  pica  has  increased  parents’  awareness  of 


TABLE  V.  Laboratory  and  x-ray  film  results 


Accidentally 

Overall — — — — Poisoned  Group . Control  Group 


Test 

Number  With 
Positive 
Results 

Total 

Number 

Tested 

Number  With 
Positive 
Results 

Total 
Number 
T ested 

Number  With 
Positive 
Results 

Total 

Number 

Tested 

Hemoglobin  less  than 
11  Gm. 

39 

100 

23 

50 

16 

50 

Hematocrit  less  than  34 

33 

100 

20 

50 

13 

50 

Urinary  coproporphyrin 
more  than  trace 

6 

65 

2 

31 

4 

34 

Basophilic  stippling 
more  than  rare 

0 

84 

0 

39 

0 

45 

Flat  plate  of  abdomen 
positive  for  opaque 
material 

3 

90 

3 

46 

0 

44 

Positive  sickle-cell 
preparation 

4 

98 

2 

48 

2 

50 

al.  in  1961, 1 comparing  a hospital  referral  group  of 
100  accidentally  poisoned  children  to  100  matched 
controls,  found  no  difference  in  pica  between  the 
two  groups.  This  seems  to  be  at  direct  variance 
with  two  later  studies  by  Meyer  and  coworkers3 
and  Baltimore  and  Meyer,4  in  which  virtually  one 
half  of  the  accidentally  poisoned  children  had  a 
history  of  pica,  while  its  occurrence  was  reported 
to  a significantly  less  degree  in  control  children. 

Our  data  indicate  that  the  incidence  of  pica  in 
accidentally  poisoned  children  was  not  significant- 
ly greater  than  it  was  in  an  age-matched  control 
group.  In  addition,  the  rate  of  plumbism  in  the 
accidentally  poisoned  group  does  not  exceed  that 
found  in  the  control  population. 

A parallel  exists  between  subjective  evidence  of 
pica  and  laboratory  evidence  of  an  increased  lead 
burden.  Nine  out  of  10  children  with  objective 
signs  of  plumbism  had  a history  of  pica,  and  chil- 
dren with  elevated  blood-lead  levels  were  encoun- 
tered 15  times  more  frequently  when  a history  of 
pica  was  elicited.  While  a definite  relationship 
exists  between  pica  and  elevated  blood-lead 
values,  the  majority  of  children  (76.9  per  cent) 
with  pica  had  blood-lead  levels  in  the  normal 
range.  Repeated  determinations  over  the  course 
of  several  more  months  would  almost  certainly  de- 
crease this  percentage,  but  this  remains  to  be 
done. 

Because  the  rate  of  plumbism  and  the  mean 
blood-lead  levels  for  children  with  pica  in  both 


the  condition  of  walls  and  ceilings  or  whether 
some  other  factor  was  responsible  could  not  be  an- 
swered. The  number  of  homes  actually  having 
lead-containing  plaster  and  paint  may  be  greatly 
in  excess  of  the  number  reported  by  parents.  It  is 
quite  possible  that  parents,  especially  those  par- 
ents whose  children  do  not  exhibit  pica,  did  not 
report  accurately. 

Of  the  parameters  used  to  measure  lead  burden, 
the  blood-lead  level  proved  to  be  the  most  sensi- 
tive, corresponding  with  experience  else- 
where.11-12,15,16 

Urinary  coproporphyrin,  blood  indices  of  ane- 
mia, basophilic  stippling,  and  x-ray  film  results 
revealed  little  or  no  evidence  of  lead  poisoning  in 
either  group. 

Department  of  Pediatrics 
Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
(DR.  RUSSO) 
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ogy  103:  311  [May]  1972).  The  rapid  clearing  of  the 
symptoms  on  appropriate  therapy,  however,  along  with 
absence  of  clinical  or  laboratory  evidence  of  rheuma- 
toid arthritis,  and  biopsy  confirmation  of  uric  acid 
crystals  within  the  disk  space,  rule  out  the  possibility 
of  coexisting  rheumatoid  arthritis.  To  the  authors’ 
knowledge,  these  radiographic  changes  have  not  pre- 
viously been  recorded  in  gouty  arthritis.  Clinical 
symptoms  and  radiographic  manifestations  of  gout 
occur  principally  in  the  appendicular  skeleton;  axial 
skeleton  involvement  is  uncommon,  and  spinal  involve- 
ment has  been  rarely  recorded. 
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Recent  advances  in  the  understanding  of  the 
pathogenesis  of  cardiogenic  shock  has  had  a pro- 
found effect  on  the  management  of  such  patients.1 
A critical  re-examination  of  the  present  treatment 
program  of  patients  with  cardiogenic  shock  there- 
fore appears  appropriate. 

General  care2  6 

Although  there  is  little  doubt  that  environmen- 
tal and  risk  factors  contribute  to  the  incidence 
and  course  of  acute  myocardial  infarction  and  car- 
diogenic shock,  a discussion  of  the  preventive  as- 
pects is  beyond  the  scope  of  this  review.7,8  The 
beneficial  effect  of  resting  the  heart,  via  bed  rest, 
in  part  probably  due  to  diminution  in  myocardial 
oxygen  consumption,  has  been  appreciated  for 
some  time.9'11  Attention  should  be  given  to  both 
environmental  temperature  and  humidity,  for  ex- 
cesses have  been  shown  to  increase  heart  work 
and,  hence,  myocardial  oxygen  consumption.12-14 

Early  relief  of  pain  is  important  and  may  par- 
tially reverse  hypotension  in  itself.  Morphine  sul- 
fate, in  5-mg.  increments,  or  dihydromorphinone 
hydrochloride  (Dilaudid),  2 to  4 mg.,  injected  in- 
travenously over  a two-minute  period,  is  usually 
efficacious.  Among  other  actions,  morphine  sul- 
fate blocks  sympathetically  medicated  venous 
constriction  in  the  “capacitance  bed”  to  reduce 
preload,  and  all  act  to  reverse  pulmonary  edema. 
Blood  pressure  is  not  unduly  affected  by  mor- 
phine,15 and  myocardial  contractility  is  unal- 
tered.16 Nausea  and  emesis  may  be  minimized 
with  the  use  of  dimenhydrinate,  25  to  50  mg.,  or 
hydroxyzine,  25  to  50  mg.  Diazepam,  2 to  5 mg., 
intravenously  may  be  the  tranquilizer  of  choice, 
since  recent  work  suggests  a positive  inotropic 
property  of  this  agent. 

Tachy-  or  bradyarrhythmias  should  receive 


prompt  attention.17-19  Arrhythmias  may  have  a 
profound  deleterious  effect  on  cardiac  output  and 
coronary  blood  flow.20,21  Although  not  completely 
settled,  lidocaine  administration  intravenously,  1 
to  3 mg.  per  minute  after  an  initial  bolus  of  50  to 
100  mg.,  has  gained  wide  acceptance.22-24  This 
agent,  which  may  also  be  administered  intramus- 
cularly,25'26 does  not  excessively  depress  myocar- 
dial contractility,  alter  afterload,  or  elevate  myo- 
cardial oxygen  consumption  significantly  when 
used  in  low  doses.27,28  Procainamide,  quinidine, 
and  diphenylhydantoin,  now  used  less  frequently 
in  the  acute  tachyarrhythmias,  may  also  depress 
contractility  to  a greater  extent  than  does  lido- 
caine, although  simultaneously  decreased  after- 
load may  lessen  the  net  effect  of  these  agents  on 
cardiac  index.29-31  All  of  these  substances  appear 
to  act  by  reducing  the  maximum  rate  of  depolar- 
ization of  cardiac  muscle.32 

Bretylium  tosylate  is  a unique  antiarrhythmic 
agent  because  of  its  positive  inotropic  proper- 
ty . 33,34  It  decreases  afterload,  an  action  due  solely 
to  the  release  of  norepinephrine  from  sympathetic 
nerve  endings.  Although  presently  experimen- 
tal,35 bretylium  tosylate  is  most  useful  in  treating 
refractory  ventricular  arrhythmias.36-39 

Arterial  catheterization 

The  relative  inaccuracy  of  blood-pressure  mea- 
surement with  the  cuff  technique  in  patients  with 
cardiogenic  shock  is  now  accepted.  Peripheral 
vasoconstriction  renders  cuff  blood  pressure  lower 
than  true  arterial  pressure.  When  vasopressor 
drugs  are  used,  this  difference  is  accentuated. 
When  vasodilator  drugs  are  employed,  peripheral 
blood  flow  may  improve,  and  cuff  pressure  becomes 
measurable,  even  though  true  arterial  pressure 
may  fall.  Therefore,  insertion  of  a small  catheter 
into  either  the  femoral  or  brachial  artery,  connect- 
ed to  a suitable  transducer  for  direct  recording  of 
pressures,  is  becoming  routine  in  many  centers. 
Arterial  samples  for  oxygen  tension  determinations 
may  be  easily  obtained;  the  catheter  may  also  be 
used  for  measurement  of  circulation  time  and 
cardiac  output.40'44 

Acid-base  and  electrolyte  balance 

Abnormalities  in  serum  electrolyte  activities 
and  their  ratios  may  alter  both  the  membrane  po- 
tentials of  myocytes,  their  cable  properties,  and 
contractility.  An  adverse  effect  on  contractility 
may  be  considered  a true  metabolic  cardiomyopa- 
thy. Alkalosis  increases  myocardial  contractili- 
ty,42 while  acidosis  markedly  diminishes  contrac- 
tility.45 Possible  mechanisms  of  these  actions  will 
be  discussed  further.  Changes  in  pH  may  also 
alter  the  responses  to  cardio- active  drugs  and, 
therefore,  should  be  corrected  forthwith. 

Survival  of  patients  with  cardiogenic  shock  is 
inversely  proportional  to  the  extent  of  lactic  aci- 
dosis. During  therapy,  it  is  important  to  recog- 
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Various  modes  of  treatment  for  cardiogenic  shock 
and  myocardial  infarction  are  discussed  in  this  re- 
port, which  appears  in  two  parts.  Part  I dgals  with 
general  care  of  patients  suffering  from  cardiogenic 
shock,  including  agents  used  for  early  relief  of  pain. 
Modes  of  treatment  include  arterial  catheterization, 
acid- base  and  electrolyte  balance,  treatment  for 
anemia  and  altered  blood  viscosity,  monitoring 
techniques,  treatment  for  myocardial  and  systemic 
hypoxia,  and  oxygen  therapy.  Part  II  discusses 
treatment  through  the  use  of  therapeutic  agents 
and  procedures.  Catecholamines  have  recently 
appeared  as  therapeutic  agents  in  the  treatment  of 
cardiogenic  shock.  These  vasoactive  amines  in- 
clude isoproterenol,  dopamine,  norepinephrine,  and 
metaraminol.  Digitalis  action,  glucagon,  and  cor- 
ticosteroids are  also  considered  in  detail. 


nize  that  arterial  pH  may  paradoxically  fall  due  to 
mobilization  of  lactic  acid  from  pooled  blood  in 
peripheral  areas.46 

Anemia  and  blood  viscosity 

A higher  mean  hematocrit  in  patients  with 
acute  myocardial  infarction  than  in  control 
subjects  was  first  noted  by  Burch  and  DePas- 
quale. 47,48  In  male  patients  with  “stress  erythro- 
cytosis,”  chronically  contracted  plasma  volume 
may  cause  the  measured  hematocrit  to  be  higher 
than  expected.  Such  patients  probably  have  a 
higher  incidence  of  myocardial  infarction.  The 
prognosis  of  patients  with  higher  or  lower  admis- 
sion hematocrits  and  cardiogenic  shock  remains 
unknown.  Diagnostic  phlebotomy  may  account 
for  a substantial  fall  in  hematocrit  levels  during 
the  course  of  illness.49  Blood  viscosity  increases 
with  hematocrit,  especially  in  the  range  45  to  65. 50 
Perhaps  equally  as  important,  the  pressure  head 
required  to  begin  blood  flow  after  it  has  stopped, 
known  as  the  yield  shear  stress,  increases  as  the 
third  power  of  the  hematocrit  and  square  of  the  fi- 
brinogen concentration.  A reduction  in  viscosity 
increases  coronary  blood  flow. 

Conversely,  hyperviscosity,  for  example,  as  in 
macroglobulinemia,  may  considerably  reduce 
coronary  blood  flow. 

To  decrease  blood  viscosity,  infusions  at  37°C. 
of  either  albumin,  3.0  to  3.5  Gm.  per  100  ml.  in 
saline,  or  of  low  molecular  weight  dextran  may  be 
employed.  Dextrans  with  molecular  weights  in 
excess  of  60,000  AMU  increase  yield  shear  stress, 
whereas  dextrans  with  molecular  weights  much 
less  than  60,000  AMU  are  rapidly  cleared  by  the 
kidneys. 

Reported  mortality  rates  in  acute  myocardial 
infarction  are  said  to  be  reduced  in  patients  treat- 
ed with  low  molecular  weight  dextran.  However, 
whether  the  beneficial  effect  claimed  is  due  to  de- 
creased viscosity  or  increased  preload  remains  un- 
proved.51 

Anemia  directly  reduces  the  oxygen-carrying  ca- 
pacity of  the  blood,  and  correction  of  a red-cell 
mass  deficiency  may  improve  myocardial  oxygen 
supply.  Excessive  infusion  of  erythrocytes,  how- 
ever, may  raise  blood  viscosity  and,  hence,  reduce 
coronary  blood  flow.  Mild  anemia  may  influence 
the  determinants  of  myocardial  performance: 
heart  rate,  preload,  and  contractility  all  increase, 
while  afterload  decreases.  Net  myocardial  oxygen 
consumption  is  probably  diminished,  but  this 
question  is  debated.52  Further,  the  effects  of  ane- 
mia on  the  performance  of  diseased  myocardium 
are  even  more  unclear.  For  instance,  when  hemo- 
globin is  severely  reduced  below  a critical  level, 
compensatory  mechanisms  may  fail,  and  symp- 
toms of  congestive  heart  failure  may  appear.  The 
variation  in  such  a critical  level  in  patients  with 
acute  myocardial  infarction  and  cardiogenic  shock 
is  unknown. 


Monitoring  techniques 

Myocardial  performance  may  be  adequately  as- 
sessed by  means  of  biplane  cineangiography  and 
roentgen  techniques,53"57  which  may  provide  semi- 
continuous  monitoring  of  ventricular  dynamics.58 
Since  such  methods  are  invasive  and  laborious, 
recent  attention  has  focused  on  noninvasive  evalu- 
ation of  left  ventricular  function,59  using 
radarkymography,60  scintillation  counting,61  or  ul- 
trasound.62-64 While  promising,  these  methods 
are  generally  unavailable  and,  on  a practical  level, 
either  central  venous  pressure,  pulmonary  artery 
end-diastolic  pressure,  pulmonary  “wedge”  pres- 
sure, or  even  left-ventricular  end-diastolic  pres- 
sure are  monitored. 

In  addition  to  a source  for  obtaining  blood  sam- 
ples and  administering  drugs,  the  central  venous 
catheter  permits  continuous  measurement  of  cen- 
tral venous  pressure,  which  has  been  regarded  as  a 
useful  guide  to  venous  return  and  fluid  replace- 
ment.65,66 Care  must  be  taken  to  insure  correct 
placement  of  the  catheter  tip  which  should  be 
identified  radiographically.67  Respiratory  varia- 
tion in  central  venous  pressure  indicates  an 
intrathoracic  location  of  the  catheter  tip;  paten- 
cy of  the  catheter  is  assumed  if  free  blood  with- 
drawal is  possible.  Respiratory  assist  devices 
must  be  disconnected  before  a reliable  central  ve- 
nous pressure  may  be  recorded.  In  the  presence 
of  pulmonary  hypertension,  chronic  obstructive 
lung  disease,  or  pulmonary  emboli,  central  venous 
pressure  values  are  expected  to  be  higher  than  in 
their  absence. 

Although  most  patients  with  cardiogenic  shock 
have  an  elevated  central  venous  pressure,  a con- 
siderable number  have  inadequate  relative  intra- 
vascular volumes.  Moreover,  peripheral  venous 
capacitance  may  be  enlarged,  rendering  “effective 
blood  volume”  inadequate.68  Decreased  venous 
return  and  relative  hypovolemia  are  more  fre- 
quent in  cardiogenic  shock  than  is  generally  ap- 
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DIASTOLIC  MUSCLE  LENGTH  OR 
VENTRICULAR  END- DIASTOLIC  VOLUME  A 


A.  NORMAL 

B.  DEPRESSED  HEART 

C.  INCREASED  PRELOAD 

D POSITIVE  INOTROPIC  A6ENT  B 

FIGURE  1 (A)  Effect  of  increasing  preload  and  using 

positive  inotropic  agent  in  cardiogenic  shock,  illustrated 
on  length-tension  diagram  (B)  Effect  of  increasing 
preload  and  using  positive  inotropic  agent,  illustrated 
on  force-velocity  diagram. 

preciated. 69-70  Under  such  circumstances,  infusion 
of  fluids  would  evoke  a favorable  response.71 

Accordingly,  if  the  central  venous  pressure  is 
below  10  cm.  of  water  in  a patient  with  cardiogen- 
ic shock,  intravascular  volume  should  be  expand- 
ed with  the  administration  of  100  ml.  dextran-40 
over  a ten-minute  period.  If  the  central  venous 
pressure  increases  more  than  5 ml.,  the  infusion  is 
discontinued.  If  central  venous  pressure  does  not 
exceed  the  control  pressure  by  more  than  1 cm.  of 
water  at  the  end  of  ten  minutes,  additional  incre- 
ments of  100  ml.  dextran-40  should  be  infused 
until  the  syndrome  improves,  central  venous  pres- 
sure is  above  16  to  18  cm.  of  water  of  1,500  ml.  of 
dextran-40  has  been  given  (Fig.  1).  Additional 
fluids  must  be  chosen  and  administered  if  compli- 
cations involving  fluid  balance  coexist.  If  central 
venous  pressure  rises  more  than  5 cm.  during  a 
challenge,  incremental  phlebotomies  should  be  in- 
stituted. 

As  discussed  in  the  section  on  hemodynamic  al- 
terations,1 central  venous  pressure  monitoring  is 
not  ideal.  When  used  primarily  to  judge  intra- 
vascular volume  expansion,  pulmonary  edema 
may  be  produced,  since  left  atrial  and  pulmonary 
venous  pressures  remain  unknown.  Last,  central 
venous  pressure  need  not  reflect  variations  in  ef- 


fective blood  volume.  When  used  as  an  index  of 
left  ventricular  function,  central  venous  pressure 
correlates  poorly  with  left  ventricular  end-diastol- 
ic pressure  and/or  left  ventricular  end-diastolic 
volume.72-79 

The  Swan-Ganz  catheter  can  be  floated  into  the 
pulmonary  artery  and,  with  the  cuff  deflated,  re- 
cords pulmonary  artery  end-diastolic  pressure.  In- 
flation of  the  cuff  occludes  the  pulmonary  artery, 
and  pulmonary  venous  pressure  is  recorded.  Pul- 
monary artery  end-diastolic  pressure  or  “wedge 
pressure”  may  thus  be  monitored  continuously.77 
Although  technically  more  demanding  than  cen- 
tral venous  pressure  monitoring,76  the  use  of  a 
Swan-Ganz  catheter  appears  sufficiently  reward- 
ing to  justify  the  additional  effort.80  While  the 
static  correlation  between  central  venous  pressure 
and  left  ventricular  end-diastolic  pressure  values 
is  indeed  poor,75,76  when  intravascular  volume  is 
expanded,  both  variables  tend  to  rise  proportion- 
ally. However,  this  is  not  true  when  pressors  are 
being  administered. 

Direct  measurement  of  left  ventricular  end-dia- 
stolic  pressure  through  a catheter  passed  retro- 
grade across  the  aortic  valve  has  also  been  em- 
ployed,81-84 but  unless  a satisfactory  wedge  pres- 
sure cannot  be  recorded,  its  value  has  been  ques- 
tioned.85-87 

Continuous  measurement  of  pulmonary  artery 
end-diastolic  pressure  as  an  index  of  left  ventricu- 
lar end-diastolic  pressure  has  met  with  increasing 
popularity.74,88  Clinical  situations  in  which  pul- 
monary artery  end-diastolic  pressure  fails  to  re- 
flect left  ventricular  end-diastolic  pressure  include 
pulmonary  vascular  disease,  right  bundle  branch 
block,  aortic  regurgitation,  mitral  stenosis,  pulmo- 
nary venous  obstruction,  and  left  atrial  pressure 
lower  than  pulmonary  capillary  “critical  closing 
pressure.”89  Specifically,  in  patients  with  isch- 
emic heart  disease,  agreement  between  pulmonary 
artery  end-diastolic  pressure  and  left  ventricular 
end-diastolic  pressure,  in  the  absence  of  the  afore- 
mentioned clinical  entities,  is  reportedly  best  im- 
mediately before  the  inscription  of  the  “a”  wave 
on  the  left  ventricular  pressure  tracing.89 

Incremental  fluid  expansion  may  be  undertak- 
en, as  described  previously  with  the  central  ve- 
nous catheter,  for  left  ventricular  filling  pressures 
less  than  15  mm.  Hg.  When  ventricular  perfor- 
mance is  assessed  by  plotting  a “conventional” 
ventricular  function  curve,  survivors  of  cardiogen- 
ic shock  usually  respond  favorably  to  low  molecu- 
lar weight  dextran  infusion  (Fig.  1A).  Cardiac 
index  is  increased  more  per  change  in  pulmonary 
artery  end-diastolic  pressure  or  left  ventricular 
end-diastolic  pressure  than  in  nonsurvivors.90  In- 
creased cardiac  output  derived  from  moving  the 
patient  “along”  his  ventricular  function  curve  to  a 
more  optional  position  may  not  be  as  costly  in 
terms  of  myocardial  oxygen  consumption  as  other 
methods  of  improving  left  ventricular  perfor- 
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FIGURE  3.  "Vicious  cycles"  of  cardiogenic  shock 
Myocellular  hypoxia  impairs  left  ventricular  perfor- 
mance and  affects  pulmonary  function.  Oxygenation 
disturbed  in  lung,  thus  lowering  arterial  oxygen  content 
to  directly  decrease  oxygen  available  to  myocardium. 


DECREASED  ACTIVATOR  Ca++ 

TO  EFFECT  CONTRACTION 

♦ 

CLINICAL  CONSEQUENCES 
OF  IMPAIRED  CONTRACTILITY 

FIGURE  2.  Acute  reduction  in  contractility  from  di- 
minished coronary  blood  flow  probably  due  to  intracel- 
lular acidosis.  In  turn,  excess  hydromum  ion  results  in 
competition  with  calcium  for  binding  sites  on  troponin. 
Affinity  of  sarcoplasmic  reticulum  for  calcium  may  also 
be  reduced  in  acidic  environment  Diminished  activator 
calcium  ion  reduces  actomyosin  sliding  and  hence  con- 
tractility is  impaired 

mance.  If  left  ventricular  end-diastolic  pressure, 
as  measured  directly  or  with  the  Swan-Ganz  cath- 
eter, exceeds  20  mm.  Hg,  diuresis  or  phlebotomy 
is  indicated  to  reduce  pulmonary  venous  pressure. 
Overzealous  use  of  potent  diuretics  may  adversely 
alter  potassium  balance  across  myocellular  mem- 
branes and  contractility,  and,  hence,  phlebotomy 
may  be  preferable,  especially  if  the  patient  is  si- 
multaneously receiving  a short-acting  digitalis 
glycoside.91 

Myocardial  and  systemic  hypoxia 

Advances  in  the  understanding  of  pulmonary 
physiology — oxygen  intake,  transport,  and  periph- 
eral delivery — have  demanded  that  traditional 
concepts  of  oxygen  “replacement”  therapy  be 
re-examined.92-96  In  addition,  oxygen  must  also 
be  regarded  as  a pharmacologic  agent,  since  oxygen 
itself  produces  direct  effects  on  several  organ  sys- 
tems.97 For  example,  oxygen  may  cause  arterial 
constriction  to  raise  blood  pressure.98’99 

As  previously  mentioned,  myocellular  hypoxia, 
secondary  to  diminished  coronary  blood  flow,  is 
the  event  from  which  all  sequelae  of  cardiogenic 
shock  arise  (Fig.  2). 100-105 

Biochemically,  intracellular  accumulation  of 
hydronium  ion  may  increase  the  affinity  of  sarco- 
plasmic reticulum  for  calcium  ion  and  may  com- 
pete for  calcium-binding  sites  on  troponin,  the 
calcium  receptor  protein  of  actomyosin.  Since 
myocardial  contractility  directly  depends  on  local 


FIGURE  4.  Myocardial  oxygen  extraction.  (A-CS)  O2,  is 
linearly  dependent  on  arterial  oxygen  content.120 

calcium  ion  activity  surrounding  actomyosin,106 
deprivation  of  calcium  from  the  contractile  fila- 
ments, caused  by  intracellular  acidosis,  ultimately 
reduces  contractile  strength. 

In  addition  to  myocardial  hypoxia,  distal  to  cor- 
onary occlusion,  systemic  hypoxia,  (whether  re- 
sulting from  pulmonary  complications  of  cardi- 
ogenic shock  or  another  etiologic  cause)  adversely 
influences  all  organ  systems  including  the  myocar- 
dium.107 Thus,  a “vicious  cycle”  may  be  encoun- 
tered (Fig.  3).  Further,  myocardial  hypoxia  may 
cause  intracellular  potassium  loss,  with  attendant 
changes  in  membrane  potential  and  excitability.108 
Finally,  the  response  to  such  commonly  used  posi- 
tive inotropic  agents  as  the  digitalis  glycosides 
and  pressors  may  be  significantly  depressed  in  the 
hypoxic  heart.109 

Clinical  hypoxia  is  a common  finding  in  pa- 
tients with  acute  myocardial  infarction  and  is 
even  more  striking  in  cardiogenic  shock.98,110-115 
The  decrease  in  arterial  oxygen  tension  is  in- 
versely proportional  to  the  elevation  in  left  ven- 
tricular filling  pressure.74,81,115  In  addition,  the 
extent  of  arterial  oxygen  tension  deficiency  is  pro- 
portional to  infarct  size,  since  the  alveolar- arterial 
oxygen  tension  difference  is  directly  related  to  cre- 
atine phosphokinase  levels.116 

Three  mechanisms  have  been  proposed  to  ex- 
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FIGURE  5 (A)  In  cardiogenic  shock,  correlation  between  myocardial  oxygen  consumption  (MVO2)  and  coronary 

blood  flow  (CBF)  is  poor.  (B)  Myocardial  oxygen  extraction,  (A-CS)  O2,  is  closely  related  to  myocardial  oxygen  con- 
sumption (MVO2)  in  shock  following  myocardial  infarction.121 


plain  the  hypoxia  of  cardiogenic  shock:  ventila- 

tion-perfusion imbalance,  true  venoarterial  shunt- 
ing, and  diffusion  abnormalities.  Venoarterial 
shunting  appears  quantitatively  more  important 
than  the  other  mechanisms  and  may  be  estimated 
clinically  during  100  per  cent  oxygen  breath- 
ing.110-115 Under  such  conditions,  the  alveolar-ar- 
terial oxygen  difference  reflects  nonventilation  of 
perfused  alveoli. 

Arterial  carbon  dioxide  tension  following  acute 
myocardial  infarction  is  frequently  normal  or  de- 
creased, arguing  against  alveolar  hypoventilation 
as  a cause  of  the  hypoxia.117  Wide  differences  be- 
tween alveolar-arterial  carbon  dioxide  tensions  in 
cardiogenic  shock  imply  persistent  ventilation  of 
nonperfused  units,  resulting  in  alveolar  dead 
space.110  The  relative  importance  of  abnormal 
diffusion  in  cardiogenic  shock  remains  unsettled, 
but  when  the  formal  shock-lung  syndrome  super- 
venes, abnormal  diffusion  is  undoubtedly  signifi- 
cantly decreased. 

Normally,  myocardial  oxygen  extraction,  or  ar- 
terial-coronary sinus  oxygen  difference,  increases 
as  arterial  oxygen  content  increases  (Fig. 
4). no-US  - 120  In  addition,  under  physiologic  cir- 
cumstances, elevated  myocardial  oxygen  con- 
sumption is  met  by  variation  in  coronary  blood 
flow  rather  than  by  differences  in  myocardial  oxy- 
gen extraction.  As  mentioned  previously,  coro- 
nary blood  flow  is  probably  fixed  and  low  in  cardi- 
ogenic shock.  Therefore,  it  is  not  surprising  that 
the  correlation  between  myocardial  oxygen  con- 
sumption and  coronary  blood  flow,  while  good  in 
normotensive  patients,  is  poor  in  patients  with 
cardiogenic  shock  (Fig.  5A).121  However,  arterial- 
coronary  sinus-oxygen  tension  difference  may  be 
notably  correlated  with  myocardial  oxygen  con- 
sumption in  cardiogenic  shock  (Fig.  5B ) . 12i 

Oxygen  therapy 

The  administration  of  100  per  cent  oxygen  by 
nasal  catheter  at  5 to  6 L.  per  minute  flow  rate  to 
patients  with  acute  myocardial  infarction  is  wide- 


ly practiced.  Moderate  rises  in  arterial  oxygen 
tension  may  effect  increased  oxygen  delivery  to 
the  ischemic  zone  surrounding  a myocardial  in- 
farction.122 Moreover,  100  per  cent  oxygen 
breathing  may  benefit  myocardial  ischemia  by 
elevating  coronary  arterial  oxygen  tension,  reduc- 
ing myocardial  oxygen  tension,  and  reducing  myo- 
cardial oxygen  consumption,  123-124  although  the 
latter  issue  is  far  from  settled.125  Unfortunately, 
however,  because  of  the  extent  of  arteriovenous 
shunting  in  patients  with  cardiogenic  shock,  ac- 
ceptable arterial  oxygen-tension  values  may  not 
be  attainable  with  oxygen  delivered  by  nasal  cath- 
eter alone. 

For  these  reasons,  most  patients  with  cardi- 
ogenic shock  should  be  intubated  and  receive  as- 
sisted ventilation  if  the  arterial  oxygen  tension 
cannot  be  maintained  well  above  70  mm.  Hg 
using  a catheter  or  mask  alone.  A volume-cycled 
respirator  is  preferable  to  a pressure-cycled  ma- 
chine, since  pulmonary  compliance  is  frequently 
decreased,  and  airway  resistance  is  increased. 
Use  of  a volume-cycled  respirator  may  insure 
against  atelectasis,  prevent  pulmonary  edema,  de- 
crease pulmonary  blood  volume,  permit  access  to 
the  bronchi  for  suctioning,  and  decrease  the  work 
of  breathing. 

Continuous  positive-pressure  breathing  has 
been  advocated  for  use  in  patients  with  the 
“shock  lung”  syndrome,  since  alveolar  collapse 
may  be  prevented  by  raising  expiratory  pressures. 
Unless  pulmonary  compliance  is  significantly  re- 
duced, however,  large  increases  in  transthoracic 
pressure  may  decrease  preload  and,  hence,  com- 
promise cardiac  output.122 

There  is  a serial  improvement  in  arterial  oxyge- 
nation during  recovery  from  cardiogenic  shock 
(Fig.  6).  The  arterial-alveolar  oxygen  gradient 
decreases,  reflecting  reduced  arteriovenous  shunt- 
ing of  blood.  A sharp  difference  between  arterial- 
oxygen  tension  during  ambient  air  and  100  per 
cent  oxygen  breathing  will  be  noted. 

Hyperbaric  oxygen  therapy  is  used  in  some  cen- 
ters to  overcome  the  pulmonary  complications 
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FIGURE  6.  Serial  improvement  in  arterial-oxygen  ten- 
sions and  alveolar-arterial  oxygen  gradient  follows  clini- 
cal recovery  after  complicated  myocardial  infarction.1 15 

previously  discussed.123-125  After  experimental 
coronary  occlusion  in  laboratory  animals,  hyper- 
baric oxygen  reportedly  protected  against  ventric- 
ular fibrillation  and  may  have  reduced  infarct 
size.126-127  Excess  myocardial  lactate  production 
may  have  also  been  reversed,  presumably  reflect- 
ing improved  myocardial  oxygenation.128  On  the 
other  hand,  other  investigators  failed  to  show  a 
decrease  in  infarct  size  nor  any  beneficial  effect  on 
myocardial  oxygen  balance  with  the  use  of  hyper- 
baric oxygenation.129,130  In  addition  to  the  re- 
ported conflicting  data  derived  from  laboratory 
animal  work,  available  clinical  data  in  man  do  not 
permit  a conclusion  concerning  the  efficacy  of 
hyperbaric  oxygen  therapy. 

Recent  reports  of  oxygen  toxicity  in  man  have 
caused  concern  about  oxygen  therapy  following 
myocardial  infarction.98  In  critically  ill  patients, 
increased  arteriovenous  shunting  may  protect 
against  oxygen  toxicity.131  At  conventional  pres- 
sures of  760  mm.  Hg,  100  per  cent  oxygen  via  vol- 
ume-cycled respirators  should  not  be  withheld  for 
fear  of  oxygen  toxicity.132  The  subject  of  oxygen 
toxicity  has  recently  been  reviewed  in  detail  else- 
where.133 Of  specific  interest,  however,  are  re- 
ports that  oxygen  therapy  adversely  affects  lactate 
metabolism  in  man,134  is  negatively  inotropic,135 
and  fails  to  increase  intramyocardial  oxygen  ten- 
sion measured  directly.136  Based  on  the  latter  ob- 
servation, it  has  been  suggested  that  oxygen  may 
reduce  myocardial  capillarity,  which,  if  confirmed, 
is  of  far-reaching  significance. 

1 Westchester  Avenue 
Pound  Ridge,  New  York  10576 
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The  coronary  care  unit,  equipped  for  continuous 
electrocardiographic  monitoring  and  manned  by 
skilled  medical  and  nursing  personnel  for  prompt 
treatment  of  cardiac  arrhythmias,  has  resulted  in 
a substantial  reduction  in  deaths  from  myocardial 
infarction.  Life-threatening  arrhythmias  are  rec- 
ognized early  and  treated  promptly,  and  death 
from  sudden  cardiac  arrest  can  be  prevented.  On 
the  other  hand,  little  progress  has  been  made  in 
the  treatment  of  complications  of  “pump  failure” 
of  the  heart.  The  latter  results  in  cardiogenic 
shock  which  occurs  in  10  to  15  per  cent  of  hospi- 
talized patients  with  myocardial  infarction  and, 
together  with  acute  congestive  failure,  is  the 
major  cause  of  death  in  the  coronary  care  unit. 
In  this  presentation  I will  summarize  the  present 
management  of  cardiogenic  shock  in  acute  myo- 
cardial infarction  and  note  some  of  the  recent 
technics  of  mechanical  circulatory  assistance  and 
cardiac  surgery  which  hold  promise  for  improving 
the  results  of  treatment  in  the  near  future.1-9 

Pathophysiology 

Treatment  of  shock  at  the  bedside  is  based  on 
measures  to  correct  the  underlying  hemodynamic 
derangements.  These  derangements  are  (1)  re- 
duced cardiac  output  (30  to  50  per  cent  of  nor- 
mal): impaired  pumping  action  due  to  ischemia 

and  extensive  myocardial  infarction,  asynchronous 
myocardial  contraction  (dyskinesia),  damage  to 
papillary  muscles  resulting  in  mitral  regurgita- 
tion, and  cardiac  arrhythmias;  (2)  precipitous  fall 


in  arterial  blood  pressure;  (3)  poor  tissue  perfusion 
in  the  brain,  heart,  kidneys,  and  viscera;  and  (4) 
fatal  cardiac  arrhythmias  resulting  from  the  afore- 
mentioned factors. 

Clinical  manifestations 

Clinical  manifestations  can  be  listed  as  follows: 
(1)  hypotension,  80  mm.  Hg  systolic  blood  pres- 
sure or  less;  (2)  clammy  skin  and  pallor;  (3)  con- 
striction of  arteries  and  superficial  veins;  (4)  re- 
duced mental  alertness,  confusion,  lethargy,  anxi- 
ety, and  restlessness;  and  (5)  oliguria  or  even  anu- 
ria. 

Clinically,  cases  of  cardiogenic  shock  can  be 
classified  in  three  subgroups:  (1)  rapidly  devel- 

oping shock  after  a period  of  hypotension  (56  per 
cent  of  cases).  These  cases  are  generally  associ- 
ated with  occlusion  of  the  left  anterior  descending 
coronary  artery  and  extensive  anterior  wall  infarc- 
tion; (2)  pulmonary  edema,  clinically  and  on  chest 
x-ray  films  (14  per  cent  of  cases).  This  subgroup 
comprises  cases  of  shock  caused  by  dysfunction  of 
the  mitral  valve  apparatus  due  to  rupture  of  a pa- 
pillary muscle,  chordae  tendineae,  or  interventric- 
ular septum;  and  (3)  shock  superimposed  on 
heart  failure  (30  per  cent  of  cases).  These  pa- 
tients have  had  previous  myocardial  infarction, 
congestive  heart  failure,  and  enlarged  hearts. 

Clinical  course  and  prognosis 

Cardiogenic  shock  is  rapidly  lethal;  65  per  cent 
of  patients  are  dead  within  twenty-four  hours. 
The  total  mortality  rate  in  the  hospital  is  as  high 
as  80  to  85  per  cent  of  cases. 

The  following  factors  are  associated  with  a mor- 
tality rate  greater  than  90  per  cent:  sinus  tachy- 
cardia, atrioventricular  block,  late  onset  of  shock, 
cool  moist  skin,  coma,  oliguria  and  anuria,  and 
pulmonary  edema. 

The  following  factors  may  improve  chances  of 
survival:  younger  age  (sixty-five  versus  sixty- 

eight  years),  earlier  admission  to  hospital  (2.8  ver- 
sus 5.2  hours),  earlier  onset  of  shock  after  infarc- 
tion (twelve  versus  twenty-two  hours),  early  treat- 
ment and  prompt  response  to  conventional  thera- 
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py,  and  all  survivors  showing  improved  peripheral 
perfusion  one  to  two  hours  after  drug  therapy. 

Treatment  outline 

I.  General  plan  of  treatment 

A.  Monitoring  equipment  to  monitor  arterial 
pressure,  central  venous  pressure,  electro- 
cardiogram, urinary  output,  and,  if  possi- 
ble, pulmonary  artery  and  left  ventricular 
pressure  at  the  bedside 

B.  Laboratory  facilities  to  measure  cardiac 
output  and  blood  gases  (pH,  carbon  di- 
oxide and  oxygen  pressures)  to  detect  met- 
abolic acidosis,  impaired  ventilation,  and 
perfusion 

C.  Frequent  determinations  of  blood  electro- 
lytes, enzymes,  and  other  chemistry  values 

II.  General  measures 

A.  Relief  of  pain,  small  doses  of  morphine  (5 
mg.)  intravenously;  watch  for  further 
lowering  of  blood  pressure  and  hypoventi- 
lation 

B.  Relief  of  anxiety  and  restlessness,  small 
doses  of  intravenous  diazepam  (Valium) 
(5  mg.  injected  slowly);  avoid  oversedation 

C.  Relief  of  hypoxia  (reduced  arterial  oxygen 
saturation  and  oxygen  pressure) 

1.  Oxygen  100  per  cent,  by  face  mask 

2.  Ventilatory  support 

(а)  Intermittent  positive  pressure  ven- 
tilation (Bird  or  Bennett  ventila- 
tor) 

(б)  Volume  cycled  respirator  with  en- 
dotracheal intubation  (Engstrom, 
Bennett,  or  Emerson  respirator) 

3.  Such  mechanical  ventilatory  support 
prevents  pulmonary  edema,  serious 
cardiac  arrhythmias  and  cardiorespi- 
ratory arrest 

4.  Guide  treatment  by  checking  arterial 
oxygen  saturation,  oxygen  pressure, 
carbon  dioxide  pressure,  and  pH. 

III.  Treatment  of  hypotension 

A.  Plasma  volume  expansion  for  hypovolem- 
ia 

1.  Correct  volume  deficits  with  one-half 
normal  saline  in  5 per  cent  glucose  or  5 
per  cent  albumin 

2.  Fluid  challenge  with  CVP  (central  ve- 
nous pressure)  monitoring: 

(a)  CVP  less  than  12  cm.  water,  in- 
fuse fluid  at  20  cc.  per  minute  for 
ten  minutes;  discontinue  if  CVP 
rises  greater  than  5 cm.  Addi- 
tional 200  cc.  per  ten  minutes  if 
rise  is  2 cm.  or  less 

(b)  CVP  12  to  20  cm.;  infuse  only  10 
cc.  per  minute  of  fluid  for  ten 
minutes  Phlebotomy  is  done  if 
CVP  rises  5 cm.  or  more  to  pre- 


vent pulmonary  edema.  Observe 
patient  closely  for  dyspnea  or 
rales  to  avoid  sudden  pulmonary 
edema 

(c)  CVP  greater  than  20  cm.;  no  fluid 
challenge 

B.  Vasopressor  therapy  if  fluid  administra- 
tion is  ineffective  or  contraindicated 

1.  Metaraminol  (Aramine)  0.3  to  1 mg. 
per  minute  in  5 per  cent  glucose  in 
water  (200  mg.  per  500  cc.). 

2.  Norepinephrine  (Levophed)  3 to  30 
micrograms  per  minute  (8  mg.  per  500 
cc.).  This  agent  is  generally  more  po- 
tent than  metaraminol. 

3.  Maintain  blood  pressure  30  mm.  Hg 
below  “normal”  level:  90  to  110  mm. 
in  normotensive  patient,  110  to  130 
mm.  in  hypertensive  patient 

4.  Therapy  is  guided  by  effect  on  CVP, 
arterial  blood  pressure  (indwelling  ar- 
terial catheter  if  necessary),  peripheral 
pulses,  skin  temperature,  and  urine 
flow 

5.  Effective  therapy  produces  inotropic 
effect  on  myocardial  contractility  plus 
increase  in  coronary  perfusion  pres- 
sure; try  to  obtain  maximal  increase  in 
cardiac  output  without  increased  arte- 
rial vasoconstriction 

C.  Other  inotropic  agents 

1.  Isoproterenol  (Isuprel),  1 to  4 ^g.  per 
minute  by  intravenous  infusion.  It  in- 
creases cardiac  rate  and  output  and 
peripheral  blood  flow,  as  well  as  myo- 
cardial oxygen  requirements.  Its 
place  in  treatment  is  not  resolved,  but 
it  may  be  effective  particularly  when 
combined  with  norepinephrine 

2.  Glucagon  produces  a relatively  weak 
and  transient  effect  on  myocardial 
contractility;  it  may  cause  nausea  and 
vomiting. 

3.  Dopamine  increases  cardiac  output 
and  renal  flow.  It  is  not  more  effec- 
tive than  vasopressors.  Clinical  data 
are  sparse,  but  in  small  doses  it  may 
produce  a hemodynamic  improvement 
in  more  than  half  the  patients  with 
cardiogenic  shock 

IV.  Treatment  of  congestive  failure 

A.  Rapid  digitalization 

1.  Ouabain  or  strophanthin,  0.35  to  0.5 
mg.  intravenously  (dilute  in  20  cc. 
fluid  and  inject  slowly).  Give  0.1  mg. 
every  hour  for  2 to  4 additional  doses  if 
necessary 

2.  Digoxin,  0.75  mg.  intravenously  ini- 
tially; 0.25  mg.  every  one-half  to  three 
hours  for  3 doses  if  necessary 
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B.  Diuretics  intravenously  for  pulmonary 

edema:  furosemide  (Lasix,  40  mg.)  or 

ethacrvnic  acid  (Edecrin,  50  mg.). 

C.  Therapy  is  guided  by  CVP,  circulation 
time,  and  electrocardiogram 

V.  Treatment  of  cardiac  arrhythmias 

A.  Atrial  tachycardia,  flutter,  or  fibrillation 

1.  Electrical  cardioversion 

2.  Digitalization 

3.  Vasopressors,  phenylephrine  (Neo-Sy- 
nephrine)  0.5  to  2 mg.  intravenously  or 
metaraminol  by  intravenous  drip 

B.  Sinus  bradycardia,  atropine  sulfate  1 mg. 
intravenously 

C.  Atrioventricular  block 

1.  Isoproterenol  infusion  2 mg.  per  500 
cc.  to  increase  ventricular  rate  to  60 
per  minute 

2.  Electrical  pacing  as  soon  as  possible 

D.  Ventricular  tachycardia 

1.  Lidocaine  intravenously,  bolus  of  50  to 
75  mg.  followed  by  infusion  of  1 to  4 
mg.  per  minute 

2.  Procainamide,  50  to  100  mg.  per  min- 
ute by  intravenous  infusion  to  total 
dose  of  1 Gm.  if  necessary 

3.  Direct  current  cardioversion  promptly 
if  drugs  are  not  effective 

4.  Electrical  pacing  if  necessary 

E.  Ventricular  fibrillation 

1.  Resuscitative  measures:  external  car- 
diac massage,  blow  to  chest,  tracheal 
intubation,  sodium  bicarbonate  infu- 
sion 

2.  Direct  current  countershock 

VI.  Mechanical  circulatory  assistance 

A.  Intra-aortic  balloon  counterpulsation  or 
venoatrial  pulsatile  partial  bypass  pro- 
duces: 

1.  Diastolic  augmentation  of  aortic  pres- 
sure with  improved  coronary  perfusion 

2.  A sink  in  presystolic  and  systolic  arte- 
rial pressures  with  lowered  workload  of 
the  left  ventricle 

3.  Reversal  of  hemodynamic  derange- 
ments of  shock 

B.  Clinical  trial  so  far  indicates  temporary 
clinical  and  hemodynamic  improvement 
in  more  than  one-half  the  patients. 
However,  permanent  reversal  of  shock 


and  ultimate  survival  are  obtained  in 
only  10  per  cent 

C.  Select  patients  early  for  circulatory  assist 
before  irreversible  shock  develops;  insti- 
tute pumping  promptly  if  medical  and 
drug  therapy  are  ineffective 

VII.  Emergency  cardiac  surgery 

A.  Emergency  coronary  arteriography  fol- 
lowed promptly  by  saphenous  vein-coro- 
nary artery  bypass  surgery  with  or  with- 
out infarctectomy 

1.  This  procedure,  now  under  clinical 
trial,  is  performed  after  mechanical 
circulatory  assistance  has  been  insti- 
tuted 

2.  Surgery  may  increase  coronary  collat- 
eral circulation,  reverse  ischemic 
changes  in  peri-infarction  area,  and 
improve  myocardial  contractility  and 
cardiac  output 

B.  Clinical  results  appear  promising.  One- 
half  the  patients  may  survive  and  leave 
the  hospital  (compared  to  a 90  to  100  per 
cent  mortality  rate) 

C.  Procedure  is  now  undergoing  further  clin- 
ical trial. 

till  Park  Avenue 
New  York,  New  York  10028 
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Special  Articles 


Medical  Education 


Tranquility  or  bedlam* 


EDWARD  A.  GALL  M.D. 

Cincinnati.  Ohio 

Professor  of  Pathology.  Vice  President  and 
Director.  Medical  Center.  University  of 
Cincinnati 


The  tale  I wish  to  tell  relates  to  an  interesting 
episode  I experienced  in  the  city  of  Washington  a 
few  years  ago.  The  curtain  rises  in  a small  tap- 
room  where  I am  seated  with  old  friends  gathered 
to  forget  the  press  of  responsibility,  to  partake  of 
strange  juices,  and  to  complain  about  the  con- 
striction of  Federal  purse  strings.  Learned  talk 
and  a few  impertinent  tales  prevail.  I do  not  re- 
call details  clearly,  but  it  came  to  me  in  a haze 
(whatever  its  source)  that  there  was  much  to  do 
on  the  morrow.  So  we  wept  together  briefly  and 
protested  everlasting  friendship,  after  which  I 
hailed  a taxi  and  departed.  It  was  a lovely  night, 
balmy  and  with  a full  moon. 

My  thoughts  were  occupied  with  the  evening’s 
conversation.  Suddenly  I noted  that  we  were 
passing  the  Mall,  and  it  occurred  to  me  that  it 
would  be  a fine  night  for  a stroll  to  the  hotel.  I 
alighted,  and  as  I walked  away  from  the  cab  I 
found  that  by  chance  I was  directly  at  the  side  of 
the  old  Smithsonian,  just  recently  razed.  A few 
steps  brought  me  abreast  of  a shadowy  statue  a 
short  distance  behind  the  building.  Only  a rare 
passerby  would  pause  to  read  the  inscription  on 
the  pedestal,  but  I had,  and  I knew  the  figure  was 
that  of  Samuel  D.  Gross,  a long-time  professor  of 
surgery  at  the  Jefferson  Medical  College.  In  his 
younger  days  Gross  had  lived  in  Cincinnati  where 
he  had  been  on  the  faculty  of  the  Cincinnati  Med- 

Second  Annual  Alfred  A.  Angrist  Lecture,  Albert  Einstein 
College  of  Medicine,  New  York,  April  25,  1972. 

‘Portions  of  this  lecture  are  modified  from  previous  publica- 
tions in  the  Journal  of  Medical  Education  36:  275  (1961)  and 
the  Cincinnati  Journal  of  Medicine  52:  298  (Oct.)  1971. 


ical  College,  its  professor  of  pathologic  anatomy. 
As  a matter  of  fact,  he  was  the  first  one  ever 
called  “professor  of  pathology”  in  the  United 
States. 

Buried  in  thought,  I paused  before  the  statue. 
Medicine  had  been  pretty  primitive  in  Gross’s 
day,  the  1830s  and  1840s,  and  he  must  have  been 
much  involved  in  its  maneuverings.  I wondered 
whether  he  had  ever  thought  of  its  future  and  how 
cogent  his  thoughts  had  been.  Perhaps  in  my 
drowsy  state  I spoke  aloud  for  a quiet  voice  said, 
“Of  course,  I thought  about  the  future,  but  I soon 
learned  it  was  sheer  foolishness  to  attempt  proph- 
esy.” 

I looked  about  bewildered  but  could  see  no  one, 
only  the  statue.  A softening  of  its  metallic  fea- 
tures and  a semblance  of  a smile  on  its  bronze 
face  suggested  that  this  was  the  source  of  the 
voice. 

“Don’t  be  startled,”  the  voice  went  on,  “I  don’t 
ordinarily  address  strangers,  but  you  spoke  of 
things  that  long  held  my  interest.  Would  you 
mind  saying  who  you  are?” 

Recovering  from  my  confusion,  I introduced 
myself,  and  he  expressed  great  pleasure  at  the 
parallel  nature  of  some  of  our  activities.  He  was 
greatly  interested  in  the  present  status  of  medi- 
cine, impressed  with  its  growth  and  renown  but  a 
little  perplexed  at  its  breadth.  “How  do  you  peo- 
ple know  all  these  things?”  he  asked  and  went  on, 
sighing  as  he  spoke  of  his  own  academic  career 
and  the  problems  of  that  day,  “We  often  de- 
spaired of  the  future,”  he  said,  a little  sadly. 
“We  suffered  so  grievously  from  internal  quarrels 
and  were  often  at  odds  with  each  other  for  the 
most  ridiculous  reasons.  You  are  so  fortunate,” 
he  said,  “to  have  resolved  these  differences. 
Today  medicine  obviously  presents  a solid  front, 
and  its  future  must  be  very  secure.  We  used  to 
be  so  distressed  at  the  failure  of  the  public  to  ap- 
preciate our  talents,  and  actually,  as  you  know,  I 
left  Cincinnati  because  I saw  no  future  there.” 

“But  Dr.  Gross,”  I said,  “we  do  have  these 
problems  too.  There  is  still  an  element  of  de- 
spair, and  the  matter  of  our  future  status  plagues 
us  also.  With  a field  as  broad  as  ours,  it  is  impos- 
sible to  argue  on  a means  to  a common  end.  We 
are  deeply  troubled  and  puzzled  as  to  the  direc- 
tion we  should  take.” 

“Rumors  have  drifted  here,”  murmured  my  new 
friend,  “that  all  is  not  well  with  our  nation.  Is  it 
this  which  has  caused  so  much  of  your  woe?” 


July  1 5,  1 973  / New  York  State  Journal  of  Medicine  1 897 


Problems 

“We  can’t  help  but  be  affected  by  the  body  pol- 
itic in  which  we  play  our  roles,”  I replied.  “The 
professional  status  of  medicine,  the  quality  of 
medical  care,  and  its  method  of  delivery  are  in  se- 
rious jeopardy  and  affected  by  the  deep  general 
unrest.  You  may  have  heard  the  innumerable 
catch  phrases,  such  as  poverty,  pollution,  discrim- 
ination, inflation,  nuclear  dissolution,  the  exercise 
in  Southeast  Asia,  the  draft,  the  graft,  violence  in 
the  streets,  drugs,  civil  disobedience,  and  youth 
rebellion,  to  mention  only  a few.” 

“Mv  goodness,”  was  the  response,  “You  do 
have  very  serious  troubles.  I hope,  though,  that 
the  goals  of  medicine  will  not  be  lost,  and  you  will 
not  diffuse  your  efforts  in  all  these  areas,  many  of 
which  I’m  sure  are  far  afield  even  from  modern 
medicine.” 

“That  is  part  of  our  problem,”  I replied,  “we 
have  so  many  things  that  seem  to  spin  off  from 
the  general  unease.  We  worry  that  there  may  not 
be  enough  of  us  to  meet  public  needs,  or  that  we 
are  in  sufficient  numbers  but  in  the  wrong  places. 
We  are  concerned  with  the  spiraling  cost  of  medi- 
cal care,  at  our  vulnerability  to  accusations  of 
malpractice,  at  the  complaint  that  we  are 
overspecialized,  and  that  we  are  simply  not  meet- 
ing the  demands  of  the  citizenry.  Mostly,  how- 
ever, those  of  us  in  the  academic  sphere  are  dis- 
turbed at  the  constant  wails  of  students  about  the 
relevance  of  our  medical  education  and  the  obso- 
lescence of  our  pedagogy.” 

“Do  you  mean  to  say,”  said  my  companion, 
“that  medical  students  speak  without  being  given 
leave  to  do  so?  You  certainly  are  in  a dismal 
state. 

What  are  these  neophytes  telling  you  that  is  so 
distressing  to  you?” 

“So  many  things,”  I said,  “that  it  is  difficult  to 
enumerate  them.  There  is  the  all-too-frequent 
assumption  that  the  capacity  to  talk  reflects  an 
underlying  wisdom  from  which  it  follows  that  ev- 
erything spoken  is  necessarily  cogent.  We  feel  it 
necessary  to  listen,  however,  since  it  does  not  fol- 
low that  if  all  talk  is  not  wise  it  is  necessarily  all 
foolish.  We  must  agree  with  our  young  colleagues 
that  medical  education  is  too  costly,  too  pro- 
longed, and  the  choice  of  students  is  often  so  se- 
lective that  it  comes  to  be  discriminating  as  to 
race,  sex,  and  income  status. 

“We  hear  incessantly  that  faculties  are  too  rigid 
and  authoritarian,  and  that  they  are  chosen  for 
research  skills  and  skill  in  grant  procurement,  not 
professional  knowledge  or  teaching  ability.  Thus, 
their  interest  in  students  is  allegedly  small.  They 
are  said  to  be  unavailable  and  unlistening.  Their 
sole  desires  are  to  publish  and  gain  the  protective 
cloak  of  tenure.” 

“Are  these  things  true?”  asked  Dr.  Gross.  “If 
they  are,  I too  would  understand  that  medical  ed- 
ucation has  come  to  a parlous  pass!” 


“I  suppose  they  are  in  occasional  instances,”  I 
said,  “but  I certainly  don’t  think  it  is  more  so 
than  it  was  in  your  day.  Most  of  us  do  listen,  but 
this  brings  the  curious  inference  that  if  one  does 
not  agree  he  hasn’t  actually  heard.” 

“But  what  is  being  asked?  Surely,  there  must 
be  some  validity  in  what  students  are  saying. 
You  can’t  disagree  with  everything.” 

“Well,  it  is  often  held  that  the  requirement  of 
medical  teaching  has  become  simply  the  memori- 
zation of  many  trivial  facts  instead  of  the  enun- 
ciation of  broad  principles  and  the  opportunity  for 
problem  solving.  Modern  medical  practice,  it  is 
said,  has  little  need  for  particulars;  details  can  be 
relegated  to  a computer,  leaving  the  physician  to 
deal  with  more  important  matters.” 

“Such  as  what?” 

“The  whole  man,  of  course,  and  his  emotional 
reactions.  Actually,  there  is  a great  move  afoot 
under  the  guise  of  seeking  relevance  for  having  pa- 
tient responsibility,  even  before  the  name  of  a dis- 
ease, much  less  its  mechanisms,  are  known. 
There  is  a heartfelt  concern  for  the  well-being  of 
mankind;  indeed,  it  is  entirely  possible  that  good 
intentions  may  offer  solutions  that  modern  thera- 
py does  not.  The  patient  and  not  the  disease 
must  have  emphasis.  Ease  of  mind  and  under- 
standing are  pre-eminent;  diagnosis  and  treat- 
ment should  become  incidental.” 

“But  do  these  students  do  well  in  attaining  the 
results  they  seek?  Perhaps,  after  all,  there  is 
something  to  be  said  for  new  viewpoints.” 

“It’s  very  difficult  to  determine  this  since  test- 
ing as  a means  of  evaluation  has  become  anathe- 
ma, as  have  grades.  These  seem  to  introduce  the 
unpalatable  note  of  competition,  which  these  days 
seems  to  represent  the  ultimate  evil.  Modern 
youth  seeks  self-determination,  and  a natural  se- 
quel to  this  is  self-evaluation.  By  this  new  stan- 
dard, yes,  modern  education  is  successful,  so  long 
as  each  individual  judges  his  own  attainments. 
We  are  reaching  the  state  where  the  teacher  is 
denied  the  prerogative  of  judging  the  student; 
whether  we  shall  ever  attain  the  millennium  when 
the  student  will  be  enjoined  from  judging  the 
teacher  is  doubtful.” 

“You’re  describing  a most  interesting  situation, 
and  I’m  not  sure  I’d  enjoy  being  in  the  midst  of  it. 
How  are  your  faculties  reacting?” 

“In  a bewildered  manner.  They  are  admon- 
ished if  they  are  specialists  and  accused  of  forcing 
students  to  conform  to  specialization,  an  evil  state 
since  there  is  the  connotation  that  a specialist  is 
not  a whole  physician  but  a fragmented  one.” 

“I  always  did  believe  that  the  ideal  physician 
was  one  with  unlimited  horizons,  although  I must 
confess  that  I never  quite  made  the  grade.  For- 
give me  for  using  that  word;  I mean  I never  really 
could  educate  myself  so  broadly.  But  how  will  all 
this  work  out — what  will  happen  to  the  curricu- 
lum?” 
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“It’s  foolhardy  to  predict  in  such  a fluid  and 
unsettled  world,  but  I would  guess  that,  for  one 
thing,  the  period  of  education  will  be  significantly 
reduced,  both  in  preparation  for  and  within  the 
medical  college.  The  overall  reduction  will  be  to 
a total  higher  education  of  four  or  five  years.  En- 
tering classes  will  be  greatly  expanded  and  admis- 
sion standards  lowered.  Tuition  costs  will  be 
subsidized  directly  or  by  devious  loan  techniques, 
repayable  in  money  or  in  bonded  service.  To  at- 
tain relevance,  basic  science  instruction  will  occu- 
py lessened  time  and  undergo  capsulization.  The 
popular  word  now  is  ‘core.’  Many  of  these  cate- 
gories have  begun  to  resemble  each  other  so  much 
that  they  will  probably  be  combined  into  a single 
foreshortened  course  on  human  biology,  very  like- 
ly given  in  the  preparatory  premedical  period. 

“The  student  will  determine  early  in  his  career, 
no  later  than  the  beginning  of  his  second  year, 
what  direction  he  will  take  and  will  proceed  there- 
after at  his  own  pace,  whether  decelerating  or 
accelerating.  He  will  select  by  free  election  those 
courses  that  he  feels  will  best  fit  him  for  the  fu- 
ture he  desires  and  will  be  unfettered,  if  he  so 
wishes,  by  faculty  intrusions.  In  lieu  of  lectures 
and  bedside  teaching,  he  will  have  programmed 
learning,  computer-based  problem  solving,  film 
strips,  prerecorded  conferences,  and  many  other 
sophisticated  implements.  His  level  of  knowledge 
and  maturity  will  permit  him  to  make  important 
decisions  at  a moment  which  would  have  been 
considered  premature  in  less  favored  times.  A 
stand  which  would  require  that  having  made  a 
choice  each  should  live  with  it,  appears  unneces- 
sarily punitive. 

There  will  be  much  leeway  for  backtracking  and 
reselection. 

“The  patient,  as  a person  and  not  a disease 
state,  will  comprise  the  focal  point  of  all  activities. 
Concentration  on  personality  will  begin  at  the 
outset  of  the  medical  school  curriculum  and  will 
be  supplemented  by  field  work  in  a practitioner’s 
office,  in  a neighborhood  clinic,  or  in  a foreign 
land,  notably  in  an  emerging  nation.  The  insula- 
tion of  academic  walls  will  be  dissolved,  and  nei- 
ther the  laboratory,  ward,  nor  hospital  clinic  will 
any  longer  remain  the  educational  mode. 

“Testing  and  the  methods  of  evaluation  will  be 
eliminated;  a student  will  pass  or  fail  as  deter- 
mined by  his  own  estimate  of  his  accomplishment. 
By  some  mechanism,  the  student’s  estimate  will 
also  determine  a teacher’s  adequacy  and  tenure. 
Most  policy  and  curricular  decisions  will  stem 
from  open  forum  discussions  in  which  students,  all 
levels  of  faculty,  administration,  and  representa- 
tives of  the  consumer  public,  including  minority 
groups,  will  partake.  These  will  establish  what 
constitutes  suitable  health  care  and  how  one  must 
prepare  to  provide  this  commodity.” 


“This  is  truly  a maelstrom!  How  will  you  be 
able  to  set  all  of  these  reforms  into  motion?” 

“Actually,  many  of  them  are  presently  being 
practiced  or  are  soon  to  be  in  effect,  and  a number 
are  yet  to  be.” 

“I  simply  cannot  imagine  what  the  product  of 
such  an  education  will  be.  He  certainly  will  differ 
unbelievably  from  those  of  us  who  came  before. 
Will  he  really  be  a physician?” 

“Oh,  indeed  he  will!  In  some  respects  he  will 
be  somewhat  more  responsive  and  certainly  less 
stereotyped,  hence  better;  in  other  respects  he  will 
have  less  depth  of  knowledge  and  be  less  ready  for 
exigency,  hence  poorer.  Primarily  he  will  not  be 
effective  as  a lone  practitioner.  His  limitations 
will  require  that  he  be  one  cog  in  a large,  I hope, 
integrated  machine  in  which  team  function  will 
prevail.  We  call  it  group  practice.  In  the  last 
analysis,  however,  after  twenty  or  thirty  years  of 
struggling  with  man’s  ailments,  I suspect  he  will 
not  differ  significantly  from  the  physician  of 
today.  The  educational  process  simply  prepares  a 
person;  people  and  responsibilities  mold  him. 

“The  imponderables  comprise  all  of  the  issues 
which  plague  our  populace  and  our  culture.  How 
these  impose  themselves  and  are  resolved  will  ob- 
viously have  enormous  effect  on  life  in  the  broad 
sense  and,  more  narrowly,  on  each  line  of  endeav- 
or. Other  factors,  naturally  of  great  importance 
to  physicians,  are  the  availability  of  paramedical 
personnel,  the  number  and  distribution  of  physi- 
cians themselves  (whether  by  choice  or  assign- 
ment), the  growth  of  group  practice,  the  advent  of 
universal  health  insurance  and  health  mainte- 
nance organizations,  and  the  subsidization  not 
only  of  medical  education  but  of  medical  care  as 
well.  The  uncertainties  these  impose  are.  fright- 
ening to  some,  but  reassuring  to  others.  Uncon- 
trolled movement  can  be  disastrous,  but  I hold  to 
the  dictum  that  awareness  of  changing  needs  and 
intelligent  planning  to  meet  them  constitute  an 
impetus  to  our  ingenuity,  humaneness,  and  dedi- 
cation.” 

“Are  you  all  right,  Mister?”  said  an  unfamiliar 
voice.  I started  upright  from  the  bench  bewil- 
dered. It  was  broad  daylight  on  the  Washington 
Mall.  A sightseeing  bus  was  parked  at  the  curb, 
and  its  passengers  were  clustered  about  me  with 
quizzical  looks.  A quick  glance  at  Dr.  Gross 
showed  his  bronze  facial  contours  set  and  his  eye 
disinterested.  There  was,  however,  the  barest 
vestige  of  a fading  smile. 

“You  seemed  to  be  napping,”  said  one  of  the 
nice  lady  tourists,  “and  you  were  mumbling  to 
yourself.  It  sounded  very  interesting,  but  I 
couldn’t  quite  understand  what  you  meant.” 

I arose  stiffly  from  the  bench,  nodded  embarras- 
sedly,  and,  as  I edged  my  way  in  the  warm  morn- 
ing sunlight,  I murmured  to  myself,  “I  do  wish  I 
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understood  it  myself!”  I walked  along,  still  drow- 
sy, and  as  I moved  away,  I thought  I heard  a dis- 
tant voice  whispering,  “I  do  wish  your  colleagues 
of  today  don’t  make  the  same  errors  we  did. 
Please  ask  them  not  to  take  themselves  so  seri- 


Pertussis and  adenovirus  infection 


Of  19  patients  with  a diagnosis  of  whooping  cough, 
Bordetella  pertussis  was  isolated  from  13  patients  and 
B.  parapertussis  from  1.  In  6 of  these  14  patients, 
virus  isolations  were  made  from  the  throat,  4 of  which 
proved  to  be  adenoviruses.  Two  were  type  1,  one  was 
type  5,  and  one,  which  showed  a typical  virus  CPE  in 
cell  cultures,  was  not  typed  because  the  virus  was  lost. 
The  remaining  two  throat  isolations  were  herpesvirus 
hominis.  Of  9 patients  who  had  stool  specimens  sub- 
mitted, 2 yielded  virus  isolates;  1 was  poliovirus  type  1 


ously.  Medicine  is  certainly  not  a very  large  seg- 
ment of  man’s  occupation,  and  revolutions  have  a 
way  of  backfiring  into  reactionary  rigidities.” 

234  Goodman  Street 
Cincinnati,  Ohio  45229 


and  the  other  echovirus  type  18.  A report  by  Eugene 
L.  Klenk,  M.D.,  J.  V.  Gaultney,  Ph.D.,  and  James  W. 
Bass,  M.D.  ( American  Journal  of  Diseases  of  Children 
124:  203  [August]  1972)  is  the  first  of  bacteriologically 
proved  simultaneous  presence  of  B.  pertussis  and 
adenovirus  infection.  The  exact  relationship  between 
the  adenoviruses  and  B.  pertussis  in  the  etiology  of  the 
whooping  cough  syndrome  is  yet  to  be  determined. 
Whooping  cough  has  been  experimentally  induced  in 
both  man  and  primates  using  B.  pertussis  alone,  but  to 
the  present  this  has  not  been  done  with  adenoviruses. 
Evidence  from  this  study  indicates  that  adenoviruses 
in  conjunction  with  B.  pertussis  may  play  a part  in  the 
expression  of  the  disease. 
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Treatment  of  Early 
Breast  Cancer 

Survey  of  surgeons 


TAKUMA  NEMOTO,  M.D. 

Buffalo,  New  York 

Department  of  Breast  Surgery,  Roswell  Park  Memorial 
Institute 


Although  a number  of  different  methods  for 
treating  early  breast  cancer  have  been  recom- 
mended, very  few  attempts  have  been  made  at 
finding  out  how  these  procedures  have  been  ac- 
cepted by  surgeons  in  individual  communities. 
This  study  is  intended  to  document  such  tenden- 
cies among  surgeons  in  the  western  New  York 
area. 

In  a survey  of  this  type,  it  should  be  possible  to 
detect  changes  in  therapeutic  concepts  as  a result 
of  clinical  studies  of  breast  cancer.  Furthermore, 
the  data  obtained  should  include  information  use- 
ful in  planning  future  clinical  studies. 

Survey  method 

The  questionnaire  for  the  survey  was  essentially 
identical  with  that  used  by  the  Association  of  Sur- 
geons of  Britain  and  Ireland  (Fig.  I).1  It  was  in- 
tended, through  its  design,  to  obtain  data  that 
can  be  easily  compared  with  those  of  the  British 
survey.  It  presents  three  hypothetical  situations, 
all  in  premenopausal  women,  and  requests  from 
each  surgeon  his  personal  preferences  concerning 
therapeutic  method. 

The  survey  was  conducted  at  the  end  of  1970. 
Questionnaires  were  mailed  to  the  149  western 
New  York  surgeons  whose  names  appear  in  the 
list  of  Fellows  of  the  American  College  of  Surgeons 
practicing  general  surgery.  (Surgeons  at  the  Ros- 
well Park  Memorial  Institute  were  excluded  from 
this  survey.)  Answers  received  and  available  for 
analysis  numbered  92,  representing  62  per  cent  of 
the  total  of  149  surgeons  to  whom  the  question- 
naires were  mailed. 


Analysis 

Case  1.  The  first  of  the  three  hypothetical  premen- 
opausal patients  had  a mobile  2-cm.  tumor  in  the 
outer  half  of  the  breast  but  no  nodal  metastasis.  As  in 
the  British  study,  there  was  no  clear  statement  wheth- 
er the  nodal  status  was  clinical  or  pathologic,  but  the 
natures  of  the  participants’  replies  suggest  that  surgical 
procedures  were  chosen  on  the  basis  of  the  clinical 
findings  and  additional  therapies  on  the  basis  of  the 
pathologic  nodal  status. 

In  this  node-free  case,  78  per  cent  of  the  surgeons  fa- 
vored a conventional  radical  mastectomy  and  19  per 
cent  a modified  radical  mastectomy.  As  an  adjuvant 
to  curative  surgery,  irradiation  was  advised  by  7 per 
cent  of  the  surgeons  but  rejected  by  83  per  cent,  and  10 
per  cent  of  the  surgeons  wished  to  leave  the  decision  to 
the  radiotherapists.  Considering  the  general  tendency 
of  radiotherapists  to  withhold  radiation  in  node-free 
cases  of  this  type,  it  is  very  likely  that,  in  this  particu- 
lar case,  radiation  would  not  be  given.  No  systemic 
adjuvant  therapy  was  advised  by  81  per  cent  of  the  sur- 
geons, but  18  per  cent  favored  prophylactic  oophorec- 
tomy and  2 per  cent  chemotherapy.  Some  surgeons  fa- 
vored both  oophorectomy  and  chemotherapy,  and, 
hence,  the  percentages  total  more  than  100  per  cent 
(Table  I). 

Case  2.  The  second  hypothetical  patient  was  also 
premenopausal  and  had  a mobile  2-cm.  carcinoma  in 
the  inner  half  breast  but  again  with  no  nodal  metasta- 
sis. Recommendations  concerning  surgical  treatment 
varied  very  little  from  those  in  the  first  case.  Radical 
mastectomy  was  chosen  by  73  per  cent  of  the  surgeons, 
modified  radical  by  20  per  cent,  total  or  simple  by  6 
per  cent,  and  superradical  by  1 per  cent. 

Irradiation  was  favored  by  18  per  cent  of  the  sur- 
geons but  rejected  by  58  per  cent,  and  24  per  cent  left 
the  decision  up  to  the  radiotherapists.  In  this  case, 
however,  irradiation  would  probably  be  administered. 
Thus  42  per  cent  of  the  surgeons  would,  in  effect,  ad- 
vise postoperative  radiotherapy. 

As  for  systemic  adjuvant  therapy,  there  was  very  lit- 
tle difference  from  Case  1.  In  Case  2,  78  per  cent  of 
the  surgeons  favored  no  adjuvant  therapy,  21  per  cent 
prophylactic  oophorectomy,  and  2 per  cent  chemother- 
apy (Table  I). 

Case  3.  The  third  premenopausal  woman  had  a 
2-cm.  movable  tumor  in  the  outer  half  of  the  breast 
with  axillary  nodal  metastasis.  Again,  radical  mastec- 
tomy was  preferred  by  80  per  cent  of  the  surgeons, 
modified  radical  by  14  per  cent,  simple  by  4 per  cent, 
and  superradical  by  1 per  cent. 

A very  definite  recommendation  for  radiation  was 
made  by  51  per  cent  of  the  surgeons,  and  an  additional 
34  per  cent  left  the  question  of  radiotherapy  to  the  ra- 
diotherapists. Thus  the  majority  (85  per  cent)  would 
have  given  the  patient  postoperative  radiotherapy. 

There  was  also  a very  definite  tendency  to  resort  to 
systemic  adjuvant  therapy  for  this  patient:  54  per 

cent  of  the  surgeons  opted  for  prophylactic  oophorec- 
tomy and  an  additional  1 per  cent  for  radiation  castra- 
tion. 

Chemotherapy  was  advised  by  11  per  cent.  No  ad- 
juvant therapy  was  recommended  by  42  per  cent  (Table 

I). 
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Please  indicate  (by  X mark  in  the  appropriate  box)  the  method  of  treatment  you  would  adopt  for  a carcinoma 
of  the  breast  of  each  of  the  three  types  indicated; 


Premenopausal  patients  with: 


Mobile  2 cm  tumor 
in  outer  half  breast 
with  no  nodal  meta- 
stasis 


Mobile  2cm  tumor 
in  inner  half  breast 
with  no  nodal  meta- 
stasis 


Mobile  2 cm  tumor 
in  outer  half  breast 
with  axillary  node 
metastasis 


SURGERY 


Super-radical  mastectomy 

□ 

□ 

□ 

Radical  mastectomy 

□ 

□ 

□ 

Modified  radical  mastectomy 

□ 

□ 

□ 

Total  or  local  or  simple  mastectomy 

□ 

□ 

□ 

Local  excision 

No  surgery t 

1 1 

n 

□ 

□ 

□ 

□ 

RADIOTHERAPY 

Skin  flaps  and  gland  areas 

□ 

□ 

□ 

Skin  flaps  al one 

U 

□ 

□ 

Gland  areas  alone 

□ 

□ 

□ 

Leave  to  radiotherapist 

□ 

□ 

□ 

No  radiotherapy 

□ 

□ 

□ 

ADJUVANT 

Chemotherapy 

□ 

□ 

□ 

Oophorectomy 

□ 

□ 

□ 

Ovarian  radiation 

□ 

□ 

□ 

None 

□ 

□ 

□ 

FIGURE  1. 

Questionnaire  on  treatment  of  early  cancer  of  breast. 

TABLE  I.  Numbers  of  surgeons*  in  western  New  York  recommending 


✓ Mastectomy ' 

Modified  ✓ Irradiation * 

Superradical  <• — Radical — >•  / — Radical — % ✓ — Simple — * - — Skin  Flaps — / — Glands  — ■>  Both 


Case 

Location  of 
Tumor 

Axillary 

Metastases 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

1 

Outer  half 

Not  found 

0 

0 

72 

78 

17 

19 

3 

3 

1 

1 

i 

1 

6 

5 

2 

Inner  half 

Not  found 

1 

1 

67 

73 

18 

20 

6 

6 

0 

0 

10 

11 

7 

7 

3 

Outer  half 

Found 

1 

1 

74 

80 

13 

14 

4 

4 

0 

0 

17 

18 

30 

33 

t Total 

2 

1 

213 

77 

48 

17 

13 

5 

1 

1 

28 

10 

42 

15 

* Out  of  a total  of  92  filling  out  the  questionnaire,  t Out  of  a grand  total  of  276  (that  is,  92  X 3). 


1902  New  York  State  Journal  of  Medicine  / July  15,  1973 


The  three  cases.  In  toto,  276  hypothetical  premen- 
opausal breast  cancer  patients  can  be  considered  to 
have  been  “treated”  by  92  surgeons.  Of  the  276  pa- 
tients, 77  per  cent  underwent  radical  mastectomies, 
modified  radical  and  simple  mastectomy  being  second 
and  third,  respectively,  among  small  minorities.  Of 
the  92  surgeons,  62  employed  radical  mastectomy  con- 
sistently in  all  of  these  situations,  10  employed  modi- 
fied radical  mastectomy,  and  3 simple  mastectomy. 
The  remaining  17  surgeons  varied  the  procedure  ac- 
cording to  the  specified  situation. 

Radiotherapy  was  not  recommended  for  52  per  cent 
of  the  276  patients.  For  the  others,  either  irradiation 
was  advised  by  the  surgeons  or  else  the  decision  regard- 
ing irradiation  was  left  up  to  the  radiologist.  Of  the  92 
surgeons,  12  gave  radiation  in  none  of  the  three  situa- 
tions, and  7 surgeons  thought  radiation  advisable  for 
all  three  situations.  Most  surgeons  preferred  radio- 
therapy in  the  case  with  nodal  metastases  but  decided 
against  it  for  the  node-free  patients. 

For  67  per  cent  of  the  patients,  none  of  the  systemic 
adjuvant  therapies  were  considered  advisable  by  the 
surgeons.  For  31  per  cent,  surgical  or  radiation  abla- 
tion of  ovarian  function  was  considered  useful  as  part 
of  the  therapy.  Of  the  92  surgeons,  15  regarded  pro- 
phylactic oophorectomy  as  a useful  part  of  breast  can- 
cer therapy  in  premenopausal  women,  whereas  39  sur- 
geons advised  no  systemic  adjuvant  therapy  in  any  of 
the  three  hypothetical  situations. 

Comment 

Some  observers  may  argue  that  such  a survey  as 
that  reported  here  would  not  adequately  reflect 
actual  patient  treatment.  Even  so,  the  present 
survey,  if  tested  against  a similar  survey  involving 
actual  patients,  probably  would  not  be  very  far 
from  the  truth. 

As  might  have  been  anticipated,  the  Halsted 
radical  mastectomy  is  the  overwhelmingly  estab- 
lished surgical  procedure  for  breast  cancer  in 
western  New  York.  In  spite  of  the  wealth  of  pub- 
lications dealing  with  superradical  mastectomy  or 
McWhirter  therapy,  most  surgeons  in  this  area  do 
not  find  any  compelling  reasons  for  changing  their 
surgical  approach.  It  seems  reasonable  to  sup- 
pose that  17  per  cent  of  the  hypothetical  patients 
would  have  undergone  modified  radical  mastecto- 
mies as  a result  of  relatively  recent  conversion 
among  surgeons  who  had  favored  radical  mastec- 
tomy in  the  past. 

The  contrast  of  the  pattern  of  surgical  practice 
in  western  New  York  with  that  in  Great  Britain  is 
striking.  Of  the  British  surgeons,  41  per  cent  pre- 
certain modes  of  therapy  for  breast  tumors  of  specified  types 


ferred  simple  mastectomy,  modified  radical  was 
chosen  by  33  per  cent,  radical  by  21  per  cent,  local 
excision  by  5 per  cent,  no  surgery  by  0.5  per  cent, 
and  superradical  by  0.2  per  cent.  Although  our 
series  is  smaller  than  the  British  survey,  it  is  quite 
likely  that  ours  is  representative  at  least  of  prac- 
tice in  the  northeastern  United  States. 

Postoperative  irradiation  was  considered  ac- 
cording to  the  extent  of  tumor  involvement.  For 
a lateral  tumor  without  nodal  metastasis  (Case  1), 
only  7 per  cent  of  the  surgeons  recommended  irra- 
diation. It  was  not  long  ago  that  radiotherapy 
was  given  almost  routinely  in  this  type  of  case. 
Thus,  there  appears  to  have  been  a change  in 
concept  among  surgeons. 

Even  for  a patient  with  a medial-half  tumor  but 
no  nodal  metastasis,  58  per  cent  of  the  surgeons 
do  not  recommend  radiotherapy.  This  policy  can 
be  regarded  as  a definite  departure  from  tradition, 
a change  based  on  an  up-to-date,  if  not  necessari- 
ly better,  understanding  of  the  disease. 2-4  Postop- 
erative irradiation  for  patients  with  positive  nodes 
was  not  recommended  by  15  per  cent  of  the  sur- 
geons, indicating  an  early  shift  in  therapeutic  con- 
cept in  this  group;  but  51  per  cent  of  the  surgeons 
viewed  the  positive  axilla  as  a target  for  postoper- 
ative irradiation,  and  an  additional  34  per  cent 
would  leave  the  matter  to  the  radiotherapist’s 
contemplation. 

Available  evidence  to  date  has  been  uniform  in 
that  all  studies  have  failed  to  demonstrate  a bene- 
fit from  postoperative  irradiation  in  any  category 
of  patients  including  those  with  axillary  node  me- 
tastases. Instead  of  leaving  the  decision  to  ra- 
diotherapists, surgeons  can  be  expected  to  choose 
not  to  give  postoperative  irradiation  in  the  future. 

The  trend  indicated  by  this  survey  implies  that 
the  results  of  clinical  studies  are  influential  in  sur- 
geons’ decision  making,  but  that  the  change  in- 
volved takes  time.  To  put  it  another  way,  there 
are  strong  believers  in  radiotherapy  who  have  not 
been  convinced  by  the  results  of  controlled  stud- 
ies. Of  the  92  surgeons,  12  chose  not  to  give  ra- 
diation in  any  of  the  three  types  of  cases,  but  7 
felt  that  all  patients  required  irradiation  after  sur- 
gery. 

Comparison  of  the  British  study  and  ours  in  re- 
gard to  postoperative  irradiation  in  all  cases 
would  have  little  meaning,  since  the  British  sur- 
geons employed  mainly  simple  mastectomy  with 
irradiation  as  an  integral  part  of  the  treatment.1 


✓ Adjuvant  Therapy . 

Decision  by  Ovarian  No  Adjuvant 

- — Radiotherapist — s ✓ — No  Irradiation — * , — Chemotherapy — * ✓ — Oophorectomy — < ✓ Both * ✓ — Irradiation  — > / Therapy - 


Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number  Per  Cent  Number  Per  Cent 

N umber 

Per  Cent 

9 

10 

76 

83 

i 

1 

16 

17 

1 

1 

0 

0 

74 

81 

22 

24 

53 

58 

i 

1 

18 

20 

1 

1 

0 

0 

72 

78 

31 

34 

14 

15 

3 

3 

42 

46 

7 

8 

1 

1 

39 

42 

62 

22 

143 

52 

5 

2 

76 

27 

9 

3 

1 

1 

185 

67 
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TABLE  II.  Comparison  of  patients  treated  by  radical 
mastectomy 


Radiotherapy 
(Per  Cent) 


Western 

New 

Status 

Britain 

York 

Outer  tumor,  node  (not  found) 

35 

7 

Inner  tumor,  node  (not  found) 

64 

42 

Outer  tumor,  node  (found) 

79 

85 

Under  the  circumstances,  considerably  more  pa- 
tients will  receive  postoperative  irradiation  in 
Britain. 

Even  so,  the  patients  treated  by  radical  mastec- 
tomy can  be  usefully  compared  in  regard  to  post- 
operative irradiation. 

There  is  no  significant  difference  in  radiothera- 
peutic  approach  for  node-positive  patients,  but  ra- 
diotherapy is  used  more  sparingly  in  western  New 
York  for  node-free  patients,  particularly  if  the 
tumor  is  located  in  the  outer  half  of  the  breast 
(Table  II). 

As  for  systemic  adjuvant  therapy,  1 in  every  5 
node-negative  patients  will  be  undergoing  prophy- 
lactic oophorectomy;  but  if  the  nodes  are  positive, 
54  per  cent  of  the  patients  are  recommended  to 
have  ovarian  ablation.  These  tendencies  in  west- 
ern New  York  are  not  dissimilar  from  those  in 
the  British  study. 

Cole5  demonstrated  an  apparent  delay  in  ap- 
pearance of  metastasis  following  radiation  castra- 
tion in  a random  study,  but  total  survival  was  not 
influenced  by  early  radiation  castration. 

A recent  prospective  study,  by  the  NSABP  (Na- 
tional Surgical  Adjuvant  Breast  Project),  demon- 
strated no  advantage  of  prophylactic  surgical  cas- 
tration in  regard  either  to  delay  of  metastasis  or 
to  survival.6 


Summary 

This  survey  documents  breast  cancer  treatment 
patterns  preferred  by  surgeons  in  western  New 
York  in  1970.  Halsted  mastectomy  is  firmly  es- 
tablished as  the  treatment  of  choice,  but  a feeling 
seems  to  be  developing  among  surgeons  that  lesser 
procedures  may  often  serve  equally  well,  although 
none  of  these  surgeons  recommended  local  exci- 
sion. 

Surgeons’  views  concerning  the  value  of  postop- 
erative irradiation  seem  to  be  undergoing  read- 
justment. Fewer  patients  are  considered  to  be 
candidates  for  irradiation. 

In  regard  to  prophylactic  castration,  this  survey 
represents  opinions  prior  to  the  results  made 
available  by  the  NSABP.  In  the  near  future,  a 
similar  survey  is  to  be  performed.  Such  periodic 
studies  may  well  prove  useful  in  documenting 
changing  preferences  among  surgeons  influenced 
by  results  of  recent  controlled  studies. 

666  Elm  Street 
Buffalo,  New  York  14203 
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Obituaries 


Edwin  W.  Bader,  M.D.,  of  Flushing,  died  on  May  30  at 
the  age  of  eighty-two.  Dr.  Bader  received  his  medical 
degree  from  the  University  of  Vienna  in  1916.  He  was 
an  assistant  physician  (affiliate)  at  Metropolitan  Hospi- 
tal and  a staff  physician  in  general  practice  at  Parsons 
Hospital.  Dr.  Bader  was  a member  of  the  American 
Academy  of  General  Practice,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Inez  Amelia  Bentley,  M.D.,  of  New  York  City,  died  on 
June  11  at  the  age  of  eighty-eight.  Dr.  Bentley  graduat- 
ed in  1906  from  Syracuse  University  College  of  Medicine. 
Until  she  retired  in  1953  she  had  been  a clinical  psychia- 
trist with  the  Health  Department’s  Bureau  of  Child 
Guidance.  Dr.  Bentley  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  and  a member  of 
the  American  Psychiatric  Association,  the  American 
Medical  Women’s  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Reginald  Burbank,  M.D.,  of  New  York  City,  died  on 
December  30,  1972,  at  the  age  of  eighty-four.  Dr.  Bur- 
bank graduated  in  1915  from  Cornell  University  Medical 
College.  He  was  an  honorary  member  of  the  medical 
staff  at  Doctors  Hospital.  Dr.  Burbank  was  a member 
of  the  Society  of  American  Bacteriologists,  the  Pan 
American  Medical  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Erich  Artur  Busch,  M.D.,  of  New  York  City,  died  on 
May  6 at  the  age  of  seventy.  Dr.  Busch  received  his 
medical  degree  from  the  University  of  Latvia  (Riga)  in 
1930.  He  was  an  attending  surgeon  at  Wickersham 
Hospital.  Dr.  Busch  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Julius  John  Carucci,  M.D.,  of  The  Bronx  and  Mount 
Vernon,  died  on  June  6 at  the  age  of  seventy-six.  Dr. 
Carucci  graduated  in  1920  from  Fordham  University 
School  of  Medicine.  He  was  an  attending  surgeon  at 
University  Heights  Hospital.  Dr.  Carucci  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Eibert  Dalton,  M.D.,  of  Beaver  Falls,  died  on  May  19 
at  the  age  of  seventy-three.  Dr.  Dalton  graduated  in 
1934  from  the  University  of  Rochester  School  of  Medi- 
; cine  and  Dentistry.  He  was  an  attending  member  of 
the  medical  staff  at  Lewis  County  General  Hospital. 
Dr.  Dalton  was  a member  of  the  American  Academy  of 


General  Practice,  the  Lewis  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Martin  David  Davis,  M.D.,  of  New  York  City  and  The 
Bronx,  died  on  June  12  at  the  age  of  fifty-three.  Dr. 
Davis  graduated  in  1951  from  State  University  of  New 
York  Upstate  Medical  Center.  He  was  an  associate 
attending  psychiatrist  at  Montefiore  Hospital  and  Kings 
County  Medical  Center.  Dr.  Davis  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  American  Psychoanalytic  Association, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Henry  J.  Fischer,  M.D.,  of  White  Plains,  died  on  April 
15  at  the  age  of  ninety-nine.  Dr.  Fischer  graduated  in 
1900  from  Cornell  University  Medical  College.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Joseph  Flanagan,  M.D.,  of  Richmond  Hill, 
died  on  June  4 at  the  age  of  eighty.  Dr.  Flanagan  grad- 
uated in  1918  from  Fordham  University  School  of  Medi- 
cine. He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jose  F.  Gil,  M.D.,  of  Newburgh,  was  murdered  on  June 
3 at  the  age  of  thirty-five.  Dr.  Gil  received  his  medical 
degree  from  the  University  of  Madrid  in  1963.  He  was  a 
member  of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alice  Hampshire,  M.D.,  of  New  York  and  Brooklyn, 
died  on  February  27  at  the  age  of  fifty-four.  Dr.  Hamp- 
shire graduated  in  1946  from  the  University  of  Cincin- 
nati College  of  Medicine.  She  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric  Associa- 
tion, the  American  Academy  of  Psychoanalysis,  the 
Pan  American  Medical  Association,  the  New  York  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Arthur  Joseph  Harrington,  M.D.,  of  Baldwin,  died  on 
June  12  at  the  age  of  seventy.  Dr.  Harrington  graduated 
in  1929  from  Cornell  University  Medical  College.  He 
was  an  attending  physician  in  general  practice  at 
South  Nassau  Communities  Hospital  (Oceanside). 
Dr.  Harrington  was  a Fellow  of  the  American  College  of 
Chest  Physicians  and  a member  of  the  American 
Thoracic  Society,  the  Nassau  County  Medical  Society, 
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the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hanna  H.  Hirsh,  M.D.,  of  New  York  City,  died  on 
October  11,  1972,  at  the  age  of  seventy-six.  Dr.  Hirsh 
received  her  medical  degree  from  the  University  of 
Freiburg  in  1925.  She  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Herman  Isenstead,  M.D.,  of  Canajoharie,  died 
on  June  3 at  the  age  of  eighty-one.  Dr.  Isenstead  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1915.  He  was  a member  of  the  Montgomery  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alfred  Gustav  Langmann,  M.D.,  of  New  York  City, 
died  on  May  24  at  the  age  of  eighty-three.  Dr.  Lang- 
mann graduated  in  1916  from  Harvard  University  Medi- 
cal School.  He  was  a consulting  pediatrician  at  The 
Presbyterian  Hospital.  Dr.  Langmann  was  a Diplo- 
mate  of  the  American  Board  of  Pediatrics  and  a mem- 
ber of  the  American  Academy  of  Pediatrics,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Willard  Lester,  M.D.,  of  New  York  City,  died 
on  June  19  at  the  age  of  eighty.  Dr.  Lester  graduated  in 
1918  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  thoracic  surgeon  at 
the  Hospital  for  Special  Surgery,  Roosevelt,  Veterans 
Administration  (Castle  Point),  Rockland  State  (Orange- 
burg), and  the  Elizabeth  A.  Horton  Memorial  (Middle- 
town)  Hospitals.  Dr.  Lester  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Diplomate  of  the  Ameri- 
can Board  of  Thoracic  Surgery  (Affiliate  of  the  Ameri- 
can Board  of  Surgery),  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  American  Thoracic 
Society,  the  American  Association  for  Thoracic  Sur- 
gery, the  New  York  Academy  of  Medicine,  the  New  York 
Society  for  Thoracic  Surgery,  the  New  York  Surgical 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hugo  Lott,  M.D.,  of  Binghamton,  died  on  June  7 at  the 
age  of  eighty-three.  Dr.  Binghamton  received  his  medi- 
cal degree  from  the  University  of  Bonn  in  1919.  Dr.  Lott 
was  a member  of  the  Broome  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Michael  W.  Mettenleiter,  M.D.,  of  New  York  City, 
died  on  May  27  at  the  age  of  eighty-two.  Dr.  Metten- 
leiter received  his  medical  degree  from  the  University 
of  Munich  in  1916.  He  was  a senior  surgeon  at  St. 
Clare’s  Hospital.  Dr.  Mettenleiter  was  a Fellow  of  the 


American  College  of  Gastroenterology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  Academy 
of  Gastroenterology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Emil  Mosbacher,  M.D.,  of  Forest  Hills,  died  on  May  31 
at  the  age  of  eighty-six.  Dr.  Mosbacher  received  his 
medical  degree  from  the  University  of  Heidelberg  in 
1911.  He  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a member  of  the  Medi- 
cal Society  of  the  County  of  Queens,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

John  Perniciaro,  M.D.,  of  Corona,  died  on  May  20  at 
the  age  of  eighty.  Dr.  Perniciaro  received  his  medical 
degree  from  the  University  of  Palermo  in  1921.  He  was 
a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Nathan  Sedofsky,  M.D.,  of  Brooklyn,  died  on  March 
18  at  the  age  of  sixty-two.  Dr.  Sedofsky  graduated  in 
1934  from  Creighton  University  School  of  Medicine.  He 
was  an  assistant  attending  allergist  at  Coney  Island 
Hospital.  Dr.  Sedofsky  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Leda  June  Stacy,  M.D.,  of  Hightstown,  New  Jersey, 
formerly  of  White  Plains,  died  on  May  30  at  the  age  of 
ninety-one.  Dr.  Stacy  graduated  in  1905  from  Rush 
Medical  College.  He  was  a member  of  the  American 
Radium  Society,  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  Stanley  Warzeski,  M.D.,  of  Middletown,  Con- 
necticut, formerly  of  Buffalo,  died  on  April  18  at  the  age 
of  fifty-one.  Dr.  Warzeski  graduated  in  1960  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  Erie  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Berthold  Weingarten,  M.D.,  of  The  Bronx,  died  on 
February  19  at  the  age  of  seventy-five.  Dr.  Weingarten 
received  his  medical  degree  from  the  University  of 
Frankfurt.  He  was  a consulting  gastroenterologist  at 
Montefiore  Hospital  and  Medical  Center  and  an  attend- 
ing physician  in  gastroenterology  at  Morrisania  City 
Hospital.  Dr.  Weingarten  was  a Fellow  of  the  Ameri- 
can College  of  Gastroenterology  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  Academy 
of  Gastroenterology,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Medical  News 


Important  announcement  from  State  of 
New  York  Workmen's  Compensation  Board 

Chapter  482,  Laws  of  1973,  effective  June  5,  1973. 
An  Act  to  amend  the  workmen’s  compensation  law,  in 
relation  to  claims  for  specialist  consultations,  surgical 
operations,  physiotherapeutic  procedures,  x-ray  ex- 
aminations, and  special  diagnostic  laboratory  tests 

Workmen’s  Compensation  law.  Subdivision  five  of 
section  thirteen-a  is  hereby  amended  to  read  as  follows: 

§13-a.  Selection  of  authorized  physician  by  employee. 

(5)  No  claim  for  specialist  consultations,  surgical 
operations,  or  physiotherapeutic  procedures  costing 
more  than  [thirty-five]  seventy-five  dollars  shall  be  valid 
and  enforceable,  as  against  such  employer,  unless  such 
special  services  shall  have  been  authorized  by  the  em- 
ployer or  by  the  board,  or  unless  such  authorization  shall 
have  been  unreasonably  withheld,  or  unless  such  special 
services  are  required  in  an  emergency.  No  claim  for  x- 
ray  examinations  costing  more  than  [thirty-five]  seven; 
ty-five  dollars  or  special  diagnostic  laboratory  tests  cost- 
ing more  than  [fifteen]  thirty-five  dollars  shall  be  valid 
and  enforceable,  as  against  such  employer,  unless  such 
special  services  shall  have  been  authorized  by  the  em- 
ployer or  by  the  board,  or  unless  such  authorization  shall 
have  been  unreasonably  withheld,  or  unless  such 
special  services  are  required  in  an  emergency. 

Matter  underscored  is  new;  matter  in  brackets  []  is 
old  law  to  be  omitted. 

Special  institutes  for  nurses  and  pediatrics 
practitioners  in  care  of  premature  and 
other  high  risk  infants 

Two  special  sessions  of  the  Institutes  in  the  Care  of 
Premature  and  Other  High  Risk  Infants  will  be  offered 
in  November,  1973,  and  March,  1974,  for  qualified 
nurses  and  pediatrics  practitioners  from  the  greater  New 
York  Metropolitan  area.  This  program  will  include  a 
two-week  course  for  nurses  and  five  Wednesday  sessions 

I for  doctors  and  nurses. 

For  further  information,  please  write  to:  Peter  A.  M. 
Auld,  M.D.,  Medical  Director,  Premature  Institutes, 
The  New  York  Hospital,  525  East  68th  Street,  New 
York,  New  York  10021,  Telephone  No.  (212)  472-6874. 

Attention:  physicians,  dentists,  and  other 
health  providers 

Early  and  periodic  screening,  diagnosis,  and  treat- 
ment program.  Federal  law  mandates  that  all  State 
Medicaid  programs  include  examination,  diagnosis  and 
treatment  of  Medicaid  eligible  children  under  age 
twenty-one.  The  program  is  aimed  at  early  identifica- 
tion and  prompt  treatment  of  handicapping  conditions 
which  could  lead  to  chronic  illness  or  disability. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


For  some  time  local  social  services  districts  have 
been  referring  eligible  children  under  six  years  of  age  for 
screening  services.  On  January  1,  1973,  the  local  dis- 
tricts began  to  refer  the  group  aged  six  through  sixteen 
years.  The  remaining  group,  age  seventeen  through 
twenty,  will  be  included  in  the  program  by  June  30, 
1973,  the  federal  deadline  for  full  implementation  of 
this  program. 

The  Federal  guidelines  and  regulations  governing  this 
program  require  dental  care  be  included.  Because  of 
the  very  high  prevalence  of  dental  disease  in  childhood, 
children  will  be  referred  under  this  program  for  a di- 
agnostic dental  examination  and  appropriate  therapeu- 
tic dental  services  currently  included  under  the  State’s 
Medicaid  program. 

We  urge  your  wholehearted  participation  and  support 
for  this  important  medical  service  to  children.  Recent 
developments  in  sickle  cell  testing  and  blood  lead 
screening  should  facilitate  this  program.  In  addition, 
the  recent  (December  31,  1972)  upgrading  of  the  physi- 
cian office  visit  fee  under  Medicaid  should  offer  addi- 
tional inducement  to  participate. 

New  York  State  Medicaid  Program,  Early  and 
Periodic  Screening,  Diagnosis  and  Treatment  of 
Children  Highlights.  Eligibility.  All  Medicaid  en- 
rolled children  under  age  twenty-one  are  eligible. 

Program  Elements.  Each  child  is  to  receive  a period- 
ic well  child  examination  which  should  include  but  not 
be  limited  to:  Complete  medical  history;  Physical  and 
mental  developmental  appraisal;  Inspection  of  ear,  nose, 
throat,  and  mouth  (including  teeth  and  gums);  Cardiac 
abnormalities  screening;  Blood  pressure  for  those  12 
and  older;  Assessment  of  nutritional  status;  Assessment 
of  physical  growth;  Unclothed  physical  inspection  for 
obvious  physical  defects;  Vision  screening;  Auditory 
testing;  Anemia  screening;  Sickle  cell  trait  (as  in- 
dicated); Lead  poisoning;  Urinalysis;  Immunization 
status  and  updating;  and  Dental  examination  and 
service. 

Referral.  Family  interviews  by  local  social  services 
staff  and  child  care  institutions  will  identify  child  for 
referral. 

Implementation  deadline.  June  30,  1973. 

Payments  and  Billing.  Payments  will  be  authorized 
by  local  social  services  districts  in  accordance  with 
existing  fee  and  rate  structures.  For  convenience  of 
providers  a new  combination  report  and  claim  form  has 
been  prepared  by  the  State  Department  of  Social  Ser- 
vices for  this  purpose  and  is  available  from  the  local 
social  services  district  office. 

Additional  Information.  Please  consult  with  the  local 
social  services  office  or  health  department  for  additional 
information. 

Symposium  on  clinical  aspects 
of  gastroenterology 

The  Symposia  Medica  Foundation,  in  cooperation 
with  the  New  York  County  Chapter,  American  Acad- 
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emy  of  Family  Physicians,  presents  a symposium 
entitled  “Clinical  Aspects  of  Gastroenterology,”  to  be 
held  in  London,  Paris,  and  Amsterdam,  August  3 to  17, 
1973.  Tuition:  $125.00 

Application  is  in  process  for  eighteen  hours  of  ac- 
creditation by  The  American  Academy  of  Family  Phy- 
sicians. 

Contact:  John  A.  Pincus,  M.D.,  Postgraduate  Ed- 

ucation Director,  Symposia  Medica  Foundation,  Inc., 
353  Lexington  Avenue,  New  York,  N.Y.  10016. 

Strict  control  urged  for  "love  drug"  pills 

The  American  Medical  Association  recently  voiced  its 
support  for  strict  control  of  methaqualone.  The 
U.S.  Attorney  General  and  the  secretary  of  Health, 
Education,  and  Welfare  have  taken  action  to  place  the 
drug  under  sharp  restrictions.  The  love  drug,  so  called 
because  of  supposed  aphrodisiac  qualities,  is  known  to 
medicine  as  methaqualone.  To  the  American  public  it 
is  dispensed  under  such  trade  names  as  Quaalude,  Op- 
timil,  Sopor,  Parest,  Somnafac,  and  Biphetamine  T. 
It  is  a sleeping  pill. 

Speakers' training  program 

The  AMA  Speakers’  Training  Program,  which  has 
trained  more  than  8,000  physicians  to  be  effective 
spokesmen,  will  hold  three  seminars  this  fall  in  a new 
location.  The  seminars  will  all  be  located  at  the  Ameri- 
can Management  Association’s  training  facilities  ad- 
jacent to  the  Marriott  Motor  Hotel,  O’Hare  Airport, 
Chicago. 

The  three  1973  dates  are  September  1 to  2,  October 
27  to  28,  and  November  17  to  18. 

Each  seminar  will  be  limited  to  40  participants.  A 
registration  fee  of  $50  will  include  a reception,  two 
meals,  and  course  materials. 

Family  practice  residencies  approved 

Fifteen  new  family  practice  residences  were  ap- 
proved by  the  Residency  Review  Committee  for  Family 
Practice  in  May,  bringing  the  total  number  of  training 
programs  in  the  new  specialty  to  164.  Included  were 
two  from  New  York.  Currently  there  are  1,053  res- 
idents in  family  practice  training.  The  new  residencies 
in  New  York  are  Montefiore  Hospital  and  Medical 
Center,  The  Bronx,  and  Downstate — Kings  County  Hos- 
pital Center. 

Announcement  draft 

A conference  to  discuss  “The  Future  Role  of  the  State 
Hospital”  sponsored  by  the  Division  of  Community 


Psychiatry,  State  University  of  New  York  at  Buffalo, 
will  be  held  on  October  11  and  12,  1973,  in  Buffalo,  New 
York.  Psychiatrists,  psychologists,  social  workers,  and 
therapists  interested  in  state  hospitals  are  invited.  The 
program  will  consist  of  presentations  by  professionals 
specializing  in  some  facet  of  the  theme.  Speakers  will 
include:  William  Beach,  Jr.,  M.D.,  Jonathan  O.  Cole, 
M.D.,  John  Cumming,  M.D.,  Bruce  J.  Ennis,  L.L.B., 
Hon.  Franklin  N.  Flaschner,  Dr.  Leonard  Gottesman, 
Ernest  W.  Klatte,  M.D.,  Roger  Mesmer,  M.D.,  Ben- 
jamin Pasamanick,  M.D.,  and  Dr.  Earl  Pollack.  The  fee 
is  $50  for  the  two  days.  Address  inquiries  to  Berna 
Koren,  Division  of  Community  Psychiatry,  462  Grider 
Street,  Buffalo,  New  York  14215  or  call  (716)  831-8329. 

World  Health  Organization  travel 
fellowships  to  United  States  Citizens 

An  announcement  of  the  availability  of  the  World 
Health  Organization  Travel  Fellowships  to  United 
States  citizens  is  being  offered.  The  deadline  is  Septem- 
ber 30,  1973.  A fellowship  award  will  cover  per  diem  and 
transportation.  Except  in  very  unusual  circumstances, 
it  will  be  limited  to  short-term  travel  programs 
averaging  about  two  months.  Employers  of  successful 
applicants  will  be  expected  to  endorse  applications  and 
to  continue  salary  during  the  fellowships. 

Further  information  may  be  obtained  from  Dr. 
Robert  W.  Jones,  III,  Chief,  International  Education 
Branch,  Fogarty  International  Center,  National  Insti- 
tutes of  Health,  Room  2B-55,  Building  31,  Bethesda, 
Maryland  20014. 

Personality  traits  predict  drug  use 

Junior  high  school  students  who  get  poor  grades  and 
flout  school  rules  are  significantly  more  likely  to  use 
drugs  during  their  high  school  years  than  are  their 
more  studious  and  orderly  classmates. 

This  is  among  the  findings  of  a continuing  five-year 
study  of  Boston  elementary,  junior  high,  and  high  school 
students  reported  at  a recent  seminar  at  the  National 
Institute  of  Mental  Health. 

The  study  is  being  conducted  by  Dr.  Gene  M. 
Smith  of  Massachusetts  General  Hospital,  under  a grant 
from  NIMH,  a component  of  HEW’s  Health  Services 
and  Mental  Health  Administration. 

Use  of  alcohol  parallels  the  use  of  drugs:  heavy 

marihuana  smokers  are  heavy  drinkers,  and  the  study 
finds  no  evidence  to  support  the  belief  that  different 
generations  use  different  drugs  (“the  parents  drink,  and 
the  kids  smoke”)  and  that  marihuana  use  might  for 
many  supplant  drinking. 
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PHYSICIANS  WANTED 


ASSOCIATE  PATHOLOGIST:  287-BED,  MODERN,  WELL  EQUIPPED 

general  hospital.  Pleasant  Upstate  New  York  community  of  100,000.  Strong 
clinical  interest,  but  certified  in  (or  eligible  for)  both  anatomic  and  clinical 
pathology  boards.  Salary  negotiable.  Dept.  329,  c/o  NYSJM. 


TRAINED  MEDICAL  ASSISTANTS 


to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 


Mandl  School  254  M&410019 


175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
_ EST  1924 — Licensed  by  the  New  York  State  Educ.  Dept.  _ 


OPTHALMOLOGIST:  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE,  FULL 
or  part-time.  Salary  to  $34,971.  Excellent  fringe  benefits.  Veterans  Ad- 
ministration Outpatient  Clinic,  252  Seventh  Ave.,  New  York,  N.Y.  10001. 
Contact  Clinic  Director.  Phone  (212)  620-6522. 


— 

PRACTICES  WANTED 


INTERNIST  FOR  MEDICAL  GROUP,  SUBURB  NEW  YORK  CITY  INI 
tial  contract  leading  to  partnership.  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum  vitae  in  reply. 
Dept.  282,  c/o  NYSJM. 


OPHTHALMOLOGIST  WANTED  TO  JOIN  TWO  MAN,  GOOD  GROUP  IN 
middle  N.Y.  State.  Great  area;  good  colleges  & schools.  Completely  di- 
versified practice  with  all  kinds  of  surgery.  We  also  have  2 optometrists  and 
one  optician.  High  income;  excellent  for  energetic  type.  Dept.  328,  c/o 
NYSJM. 


EXPANDING,  SMALL,  FULLY  ACCREDITED  GENERAL  HOSPITAL  IN  A 
beautiful  rural  setting,  needs  a physician  interested  in  general  medicine,  pedi- 
atrics, and  do  family  practice.  Privileges  available  on  active  medical  staff 
along  with  office  facilities  with  built-in  practice.  Please  send  resume  with 
educational  background,  training  and  experience  in  first  letter.  Community 
Hospital,  Stamford,  New  York  12167. 


ITHACA  NEEDS  DOCTORS:  NEW  PRIMARY  HEALTH  CARE  CENTER 
in  Ithaca,  New  York  offers  opportunity  to  open  office  in  medical  professional 
building.  Facility  will  include  laboratory,  pharmacy  and  related  services. 
Participate  in  building  ownership.  Openings  available  for  general  practition- 
ers and  specialists.  Community  offers  ideal  cultural,  educational  and  recrea- 
tional activities.  For  more  information  write:  Pentaf  Associates,  Box  386, 
Ithaca,  N.Y.  14850. 


YOUNG,  RESEARCH  ORIENTED,  FOR  CLINICAL  INVESTIGATION 
careers  in  the  international  division  of  a large  NY-NJ  ethicals  pharmaceutical 
corporation.  Three  MDs:  1 for  Latin  America;  1 for  Europe;  1 for  world-wide 
administration.  All  based  in  corporate  headquarters  with  some  foreign 
travel.  Base  salaries  between  $30,000-$40,000  depending  on  background. 
Send  CV’s  to  Dept.  334,  c/o  NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice.  New  York  and  New  Jersey  license  Dept.  215,  c/o 
NYSJM. 


PRACTICE  WANTED:  GASTROENTEROLOGIST-INTERNIST,  TOP  UNI- 
versity  trained,  staff  of  Mount  Sinai,  New  York  City,  desires  medical  practice, 
and/or  rent  office  space,  East  Side  Manhattan;  X-rays  preferrable.  Dept. 
326,  c/o  NYSJM. 


A YOUNG  INTERNIST  DESIRES  TO  TAKE  OVER  OR  SHARE  ESTAB- 
lished  practice  in  Roslyn,  Long  Island.  Please  call  (212)  261-0659,  or  IN  1- 
9342. 


POSITIONS  WANTED 


PATHOLOGY  LOCUM  TENENS.  CERTIFIED  ANATOMICAL  PATHOLO- 
gist  is  available  for  locum  tenens  coverage  in  New  York  City  area.  N.Y. 
license.  Day  or  week  at  $200  per  day.  Herman  Berk,  M.D.,  117  Fort  Lee 
Road,  Leonia,  N.J.  07605.  (201)  944-5858. 


PRACTICES  AVAILABLE 


WELL-ESTABLISHED  GENERAL  PRACTICE  ON  SOUTH  SHORE  OF 
Long  Island.  Available  in  August  1973.  Gross  around  $100,000;  low  billing 
rate.  Terms  to  suit.  Present  physician  leaving  for  health  reasons.  Dept. 
335,  c/o  NYSJM. 


POSITION  WANTED:  MEDICAL  SECRETARY,  EXPERIENCED,  MA- 

ture.  Excellent  references.  Seeks  position  out  of  N.Y.C.;  doctor’s  office  or 
hospital.  Dept.  333,  c/o  NYSJM. 


MISCELLANEOUS 


OFFICE  SPACE  WANTED 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for* 
details  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943 


INTERNIST,  WITH  SUBSPECIALTY,  CARDIOLOGY,  WANTS  TO  SHARE 
office  space.  Preferably  M.D.  of  same  specialty;  only  Staten  Island.  Agree- 
able for  mutual  coverage  or  informal  association.  Dept.  336,  c/o  NYSJM. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
of  Manhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
Le.  2-2154. 


VACATION  PARADISE:  LUXURIOUS  3 BEDROOM,  3 BATH,  AIR  CON- 
ditioned,  St.  Thomas  villa  for  rent,  weekly  or  monthly.  Full  kitchen,  25  foot 
seaside  gallery,  maid  service,  directly  on  beautiful  Cowpet  Bay  overlooking 
Great  St.  James  and  St.  John.  Excellent  swimming,  snorkeling,  boating, 
tennis,  and  duty  free  shopping.  Call  Mr.  Aaronson  (212)  674-3230. 


1,000  SQUARE  FEET  PROFESSIONAL  SUITE,  SUITABLE  FOR  PHYSI- 
cian,  near  Deepdale  Hospital  in  Great  Neck.  Daytime  (212)  GE  4-4072;  Eve- 
nings and  Sunday  (516)  487-5315. 


NORTH  SHORE,  SUFFOLK  COUNTY,  N.Y.,  MEDICAL  OFFICE  AND 
home  on  '3  acre;  high  quality  area.  Six  room  office  separate  entrance.  Home: 
Colonial  4 bedrooms,  2L2  baths,  large  kitchen;  central  air  conditioning;  profes- 
sionally landscaped;  swimming  pool.  Retiring.  Call  (516)  724-6563. 


L.I.  MINI  ESTATE,  IDEAL  LOCATION  FOR  HOME  AND/OR  PROFES- 
sional  building.  Custom  built.  Top  construction;  beautifully  landscaped: 
approx.  1V2  acres;  adjacent  State  Park.  Summer/winter  sports;  walk  to 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
Also  appraised  contemporary  and  antique  furniture,  art,  collectors  items;  noth- 
ing cheap;  good  value.  Cash/carry.  (516)935-2083. 


IDEAL  PROFESSIONAL  LOC.,  WOODMERE,  L.I.  HI-RANCH,  PROF, 
landscaping;  all  appliances;  carpeting.  Main  level:  3 bedrooms,  2 baths, 

large  kitchen,  living  room,  dining  room.  Lower  level:  Huge  den,  bedroom, 
% bath,  2-car  garage.  Cor.  Woodmere  Blvd.  & Broadway.  High  income  area. 
(516) 374-4884. 


FLOWER  HILL,  COLONIAL  HOME,  4 BEDROOMS,  2 V2  BATHS,  FIRE- 
place  in  den,  air  conditioners,  two-car  garage,  circular  driveway  with  parking 
area  for  six  cars;  beautifully  landscaped.  Large  mortgage  available.  By 
appointment  only.  Call  after  6 p.m.  weekdays,  principals  only.  (516)  MA 
7-9395. 


IDEAL  OFFICE  FOR  PSYCHIATRIST/PSYCHOLOGIST.  91ST  STREET 
between  Park  Avenue  and  Madison  Avenue.  600  sq.  ft.  of  ground-floor  space 
in  completely  renovated  brownstone.  2 private  entrances  from  street, 
waiting  room,  small  file  office  plus  large  consulting  room.  Central  air  con- 
ditioning. Available  Aug.  1 or  Sept.  1.  $350  per  mo.  Tel:  831-4386. 


TOR  SALE  OR  RENT:  FREEPORT,  L.I.  RANCH  TYPE  HOME,  CORNER 
property,  excellent  location,  possibilities  for  group  practice;  will  renovate  for 
rentors.  For  buyers,  excellent  location  for  home  or  office.  Call  after  5 PM 
1 212-454-7423. 


PROFESSIONAL  MEDICAL  CENTER 


• New  York's  newest— and  most  modern— professional  building. 

• Expressly  designed  and  equipped  for  professional  medical  service. 

• In  close  proximity  to  New  York  Hospital,  Cornell  Medical  College, 
Rockefeller  Institute.  Memorial  Center,  Manhattan  Eye.  Ear  & Throat  Hospital. 

• 1 1 0,000  sq.  ft.  of  space,  suites  according  to  need.  • 400-car  attended  garage 
Individual  security  system;  information  and  security  desk  m lobby 

• Easy  access  from  Queensboro  Bridge,  FDR  Drive,  bus  lines,  etc. 

• Individually-controlled  year-round  air-conditioning  and  heating  system 
• Emergency  stand-by  generator. 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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It  depends  on  your  dreams. 

If  all  they  need  to  come  true 
is  a dime  here  and  a 
quarter  there,  you’ll  do  fine 
with  a sturdy  piggy  bank. 

But  if  you’ve  got  some 
bigger  plans,  like  a vacation, 
college  tuition  for  the  kids, 
or  a new  car,  you  need 
something  more. 

You  need  a savings 
program  that  delivers  steady 
growth  and  healthy  interest. 

You  need  the  Payroll 
Savings  Plan.  Just  sign  up 
for  it  at  work.  Then  an 
amount  you  specify  is 
automatically  set  aside  from 
your  paycheck  and  used  to 
buy  U.S.  Savings  Bonds. 

You  can  use  your 
take-home  pay  for  daily 


Some  people 
do  fine  without 
the  Payroll 
Savings  Plan. 


expenses.  And  at  the  same 
time  you’ll  be  building  funds 
for  the  future. 

U.S.  Savings  Bonds 
through  the  Payroll  Savings 
Plan.  For  people  with  big 
dreams. 


inj^meiriea. 


Buy  U.  S.  Savings  Bonds 

Now  E Bonds  pay  5 XA%  interest  when  held  to  maturity 
of  5 years,  10  months  (4%  the  first  year).  Bonds  are 
replaced  if  lost,  stolen,  or  destroyed.  When  needed  they 
can  be  cashed  at  your  bank.  Interest  is  not  subject  to 
state  or  local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption. 
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NOTE:  In  keeping  with  our  usual  custom,  we  list  the  Fall 

courses  and  meetings  in  our  summer  issues.  The  listings 
will  be  repeated  in  the  issues  of  the  months  in  which  they 
occur.  This  issue  contains  September  and  October 
events. 


NEW  YORK  CITY  EVENTS 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

FALL  COURSES 
September  4 / 14,  1973 

8:00  a. m. -6:00  p.m.  full  time 

Temporal  Bone  Surgery 

HARRY  ROSENWASSER  and  SIMON  PARISIER,  M.D.'s 
FEE:  $600 

September  10  / December  17,  1973 

8:00-10:00  p.m.,  Tuesdays 

Analytically  Oriented  Group  Psychotherapy 

AARON  STEIN,  M.D.,  and  Faculty 
FEE:  $200 

October  4 / December  13,  1973 

4:00-5:30  p.m.,  Thursdays 

Hypnosis  and  Conditioning  Therapies  for 
Psychiatrists 

ELLIOT  N.  WINEBURG,  M.D. 

FEE:  $75 

October  6,  1973  / May  4,  1974 

10:30  a. m. -Noon,  1st  Saturdays 

Coordination  of  Drug  Therapy  and 
Psychotherapy 

MORTIMER  OSTOW,  M.D. 

FEE:  $75 

October  9 & 10,  1973 

9:00  a. m. -5:00  p.m.,  Tuesday  & Wednesday 

Treatment  in  Neurology 

MORRIS  BENDER,  M.D.,  and  Faculty 
FEE:  $150 

October  11  & 12,  1973 

9:00  a. m. -5:00  p.m.,  Thursday  & Friday 

Pelvic  Endoscopy,  Laparoscopy  and 
Culdoscopy 

MARTIN  J.  CLYMAN,  M.D. 

FEE:  $175 

October  12  & 13,  1973 

9:00  a. m. -5:00  p.m.,  Friday  & Saturday 

New  Technics  for  Diagnosis  and  Treatment 
of  Psychiatric  Disorders  in  the  Elderly 

ALVIN  I.  GOLDFARB,  M.D.,  and  Faculty 
FEE:  $50 

October  17,  1973  / May  20,  1974 

8:30-10:00  p.m.,  3rd  Wednesdays 

Seminar  on  Legal  Aspects  of  Psychiatry 

THE  HON.  SIDNEY  H.  ASCH,  Ph.D.,  and 


ISRAEL  KESSELBRENNER,  M.D. 

FEE:  $25 

October  23  / November  3,  1973 

3:30-5:00  p.m.,  Tuesdays 

Renal  Biopsy  as  an  Aid  in  Diagnosis  and 
Management  of  Renal  Disease 

JACOB  CHURG,  M.D.,  and  Faculty 
FEE:  $40 

November  1 & 2,  1973 

9:00  a. m. -5:00  p.m.,  Thursday  & Friday 

Disorders  of  Language  and  Consciousness 

EDWIN  A.  WEINSTEIN,  M.D.,  and  Faculty 
FEE:  $100 

November  5 & 6,  1973 

9:00  a. m. -5:00  p.m.,  Monday  & Tuesday 

Neuro-Ophthalmology 

MORRIS  BENDER,  IRVING  LEOPOLD,  M.D.’s  and  Faculty 
FEE:  $200 

November  12  / 16,  1973 

9:00  a. m. -12:00  noon,  Monday/Friday 

Clinical  Chest  Diseases 

LOUIS  E.  SILTZBACH,  ROBERT  S.  LITWAK,  IRVING  J. 
SELIKOFF,  M.D.'s,  and  Faculty 
FEE:  $75 

December  6,  1973  / June  6,  1974 

4:30-6:00  p.m.,  1st  Thursdays 

at  the  City  Hospital  Center  at  Elmhurst,  Queens 

Lectures  in  Ophthalmic  Plastic  Surgery 

MURRAY  A.  MELTZER,  M.D.  and  Guest  Lecturers 
FEE:  $50 


WEDNESDAY,  SEPTEMBER  5 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

PREDICTION  AND  PREVENTION  OF 
CORONARY  ARTERY  DISEASE 

MARTIN  N.  COHEN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1V2AAFP 


Septembers,  1973  / April  10,  1974 

8:00-10:00  p.m.,  Wednesdays 

New  York  Medical  College 

Department  of  Psychiatry 
Fifth  Avenue  at  106th  Street 

Division  of  Continuing  Education 

PSYCHIATRY:  REVIEW  AND  RECENT 

ADVANCES 

Under  the  direction  of: 
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ALFRED  M.  FREEDMAN,  HAROLD  I.  KAPLAN  and 
BENJAMIN  J.  SADOCK,  M.D.'s 

FEE:  $500  (Registration  limited) 

For  further  information  or  application  write  or  call:  Benja- 
min J.  Sadock,  M.D.,  Director  of  Continuing  Education  in 
Psychiatry,  above  address.  Tel.  (212)  876-5500  Ext.  227 


September  11,  1973  / March  26,  1974 

8:00-10:00  p.m.,  Tuesdays 

New  York  Medical  College 

Department  of  Psychiatry 

BASIC  NEUROLOGY  FOR  PSYCHIATRISTS 

Under  the  direction  of: 

GEOFFREY  F.  OSLER,  M.D. 

FEE:  $500 

For  further  information,  see  above. 


September  13  / December  13,  1973 

7:00-8:30  p.m.,  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
622  West  168th  Street 

THE  RADIOLOGY  OF  BONES 
AND  JOINTS 

Under  the  direction  of: 

FRIEDA  FELDMAN,  M.D. 


September  17  / 19,1973 

American  Academy  of  Orthopaedic 
Surgeons 

Americana  Hotel 

Seventh  Avenue  and  52nd  Street 

Postgraduate  Course 

GENERAL  SPORTS  MEDICINE 

Under  the  direction  of: 

JAMES  A.  NICHOLAS,  M.D.,  Director 
Institute  of  Sports  Medicine  and 
Athletic  Trauma,  Lenox  Hill  Hospital 

Members  of  the  26-member  faculty  include  team  or- 
thopaedists for  the  Los  Angeles  Dodgers,  Los  Angeles 
Rams,  Atlanta  Braves  and  Falcons,  and  Buffalo  Bills,  as 
well  as  New  York  Jets’  Coach  Weeb  Ewbank  and  Quarter- 
back Joe  Namath  in  a scheduled  discussion  of  the  coach 
and  athlete's  view  of  injuries.  The  faculty  also  includes 
eight  members  of  the  newly  formed  Institute  of  Sports 
Medicine  and  Athletic  Trauma,  Lenox  Hill  Hospital, 
New  York  City. 

For  information,  contact  James  A.  Nicholas,  M.D.,  130 
East  Seventy-seventh  Street,  New  York,  N.Y.  10021. 


4:00-6:00  p.m.,  Tuesdays 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

WORKSHOPS  IN  ONCOLOGY  FOR  THE 
PRACTICING  PHYSICIAN 

September  18 

Review  of  the  Chemotherapeutic  Agents 
(alkylating  agents,  anti-metabolites, 
alkaloids  and  antibiotics) 

October  2 

The  Treatment  of  Patients  with  Head 
and  Neck  Tumors 

October  16 

Defects  of  Hemostasis  Associated 
with  Cancer 

October  30 

Utilization  of  Radiotherapy  in  Patients 
with  Advanced  Cancer 

November  13 

Orthopedic  Complications  in  Patients 
with  Cancer 

November  26 

Medical  Rehabilitation  of  Patients 
with  Cancer 

December  10 

The  Psychiatric  Complications  Encountered 
in  Treating  Cancer  Patients 

NOTE:  Each  session  consists  of  two  hours;  the  first  hour 

will  be  devoted  to  a discussion  of  the  biochemistry  and 
mechanism  of  action  of  the  agents,  and  the  second  hour 
will  be  clinical. 


French  and  Polyclinic  Medical  School 
and  Health  Center 

The  Postgraduate  Medical  School 
345  West  50th  Street 

FALL  COURSES 

October  1,  1973  / January  9,  1974 

Clinical  Medicine  Curriculum 

Primarily  intended  for  candidates  for  ECFMG,  State  Board 
and  FLEX  examinations,  the  course  content  is  based  on 
the  subject  outline  suggested  by  the  National  Board  of 
Medical  Examiners  for  the  Part  II  Board  examination,  and 
by  the  Educational  Council  for  Foreign  Medical  Graduates. 

Fall  Session  1973 

Management  of  Terminal  Cancer 

A seminar  for  General  Practitioners.  Subjects  include: 
Origins  and  Management  of  pain  by  medical  means  and 
neuro-surgical  procedures;  management  of  unpleasant 
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gastrointestinal  symptoms;  techniques  to  improve  nutri- 
tion; chemotherapy,  city  and  voluntary  resources  and 
community  agencies  available  to  help  physician  and 
family;  what  to  tell  dying  patient  and  family,  etc. 

Fall  Session  1973 

Heart  Disease  in  Infancy,  Childhood  and  Adolescence 

Fall  Session  1973 

Nursing  Home  Administration  Program 
Offers  basic  courses  and  continuing  education  in  Nursing 
Home  Administration  to  meet  the  requirements  of  the 
Board  of  Examiners  of  Nursing  Home  Administrators  of 
the  New  York  State  Department  of  Health. 


October  12  / 14,  1973 

The  New  York  State  Association  of 
industrial  Nurses 

Colony  Hill 

1717  Motor  Parkway 

Hauppauge,  Long  Island 

22nd  Annual  State  Conference 

SIGNS  OF  THE  TIMES 

Friday 

Nursing  Diagnosis  in  Occupational  Health 

ELLA  CASEY 

Saturday-9:00  a.  m. -12:00  noon 

Workshops 

Cardio-Pulmonary  Resuscitation 
Instructors  Course 

1:30-5:00  p.m. 

Interviewing  and  Counciling 
“Action,  Reaction  and  Interaction” 

For  information:  Mary  Gise,  tel.  (516)  757-3723  between 

7:30  a.m.-4:00  p.m. 

October  16  / 18,  1973 
American  College  of  Cardiology 

St.  Vincent's  Hospital  and  Medical  Center 
153  West  1 1th  Street 

CARDIOLOGY  CONFERENCE 


October  22  / 26,  1973 

N.Y.U.  Post-Graduate  Medical  School 
1550  First  Avenue 

550  First  Avenue 

FIVE-DAY  COURSE  IN 

GENERAL  DIAGNOSTIC  RADIOLOGY 

NORMAN  E.  CHASE,  M.D.,  Course  Director 
Guest  Faculty  and  Members  of  the  Faculty  of  the  Depart- 
ment of  Radiology 


FEE:  $200  ($100  for  Residents  and  Fellows) 

For  applications  and  a detailed  brochure  of  the  course, 
please  write:  Office  of  the  Recorder,  at  the  above  ad- 

dress. 


November  15  and  16,  1973 

Institute  of  Human  Nutrition  of  Columbia 
University  P & S 

Hotel  Americana 

Seventh  Avenue  at  52nd  Street 

TWO-DAY  SYMPOSIUM  ON  CHILDHOOD 
OBESITY 

MYRON  WINICK,  M.D.,  Chairman 

For  further  information,  write  Director,  Institute  of  Human 
Nutrition,  Columbia  University,  511  West  166th  Street, 
New  York,  N.Y.  10032. 


November  29  / December  1,  1973 

The  Obstetrical  and  Gynecological  Society  of 
New  York  Medical  College 

1249  Fifth  Avenue 
Annual  Postgraduate  Course 

RECENT  ADVANCES  IN  CLINICAL 
OBSTETRICS  AND  GYNECOLOGY 
SYMPOSIUM  ON  OBSTETRICAL 
DIFFICULTIES,  ABORTION, 
CONTRACEPTION  AND  CANCER 
DIAGNOSIS 

NO  FEE  CREDIT:  AAFP  has  been  requested 


ALBANY  AREA 


October  1 and  2,  1973 

New  York  State  Department  of  Health 

84  Holland  Avenue 
Albany 

4th  Annual  Symposium 

BIRTH  DEFECTS  INSTITUTE  ON 
INBORN  ERRORS  OF  PURINE 
METABOLISM:  ADENOSINE 

DEAMINASE  DEFICIENCY 

Chairman 

DR.  HILAIRE  MEUWISSEN,  Director  of  Immunology 
Birth  Defects  Institute 

Synopsis:  The  program  will  be  directed  to  the  recent 

discovery  of  adenosine  deaminase  deficiency  as  the  first 
discovered  enzyme  abnormality  in  immunological  dis- 
orders. The  urgent  question  concerns  the  significance  of 
ADA  in  cellular  metabolism  and  its  relation  to  combined 
immunological  deficiency  disease. 

NO  FEE  (Limited  to  225  registrants) 
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BUFFALO  AREA 


August  6/9,  1973 

State  University  of  New  York  at  Buffalo, 
School  of  Medicine 

221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHOOL  HEALTH 

THOMAS  ACETO,  JR.,  M.D. 

Children’s  Hospital 


LAKE  PLACID  FUTURE  EVENTS 


W.  Alton  Jones  Cell  Science  Center 

Lake  Placid 

Announces  the  following  courses  to  be  given  at  this  center  in 
1973: 

September  5-15 

Principles  of  Cell  Synchronization 

October  1-12 

Methods  in  Medical  Virology 

Apply:  J.  ANDREA  ESTUS,  Executive  Secretary,  W.  Alton 
Jones  Cell  Science  Center,  P.O.  Box  631,  Lake  Placid, 
N.Y. 12946. 


LAKE  MINNEWASKA 


October  28  / 31,  1973 
The  New  York  Trudeau  Society 

Lake  Minnewaska  Mountain  Houses 
Lake  Minnewaska,  New  York 

2nd  Annual  Postgraduate  Course 

CLINICAL  PULMONARY  PHYSIOLOGY 

The  topics  will  include: 

Oxygenation  of  the  Blood 
Oxygen  Transport 
Control  of  Respiration 
Work  of  Breathing 
Acid-Base  Balance 
Pulmonary  Circulation 

Fee:  $1 50  (limited  enrollment) 

Apply:  Bill  Smith,  New  York  Trudeau  Society,  Room  710, 

105  East  22nd  Street,  New  York,  N.Y.  10010. 


PLATTSBURGH 

September  19  / 22,  1973 
Academy  of  Psychosomatic  Medicine 

Champlain  Valley-Physicians  Hospital 
Medical  Center 
Plattsburgh,  N.Y. 

PSYCHOSOMATIC  APPROACH  AND 
THE  PHYSICIAN  (First  Regional  Seminar) 

Faculty  of  the  Seminar: 

WILFRED  DORFMAN,  JULIO  EDOUARD,  LEE  HANES, 
ANDRZEJ  JUS,  KAROLINA  JUS,  ADAM  J.  KRAKOWSKI, 
and  JOHN  J.  SCHWAB,  M.D.'s 

FEE:  $50  (Write  before  August  1st) 

Adam  J.  Krakowski,  M.D.,  Chm.,  Symposium  on  Psycho- 
somatic Medicine,  Champlain  Valley-Physicians  Hospital 
Medical  Center,  Plattsburgh,  N.Y.  12901. 


SUFFOLK  COUNTY 


WEDNESDAY,  SEPTEMBER  12 

10:30  a.m. 

Kings  Park  State  Hospital 

N.Y.S.  Department  of  Mental  Hygiene 
Auditorium,  Rehabilitation  Center 
Kings  Park 

PSYCHOTROPIC  DRUG  OVERUSE 

ALBERTO  Dl  MASCIO,  Ph.D. 

Associate  Professor  of  Psychiatry 
Tufts  University  School  of  Medicine 

FEE:  NONE 


OTHER  AREAS 

August  20  / 23,  1973 

Fifth  International  Hyperbaric  Congress 

Bayshore  Inn 
Vancouver,  Canada 

Seven  Major  Topics 

1.  Surgical  and  Anaesthetic  Aspects  of 
Hyperbaric  Oxygen. 

2.  Physiological  Aspects  of  Hyperbaric 
Oxygen. 

3.  Oxygen  Toxicity. 

4.  The  Effect  of  Hyperbaric  Micro-Orga- 
nisms. 

5.  Diving  Medicine  and  Decompression 
Sickness. 
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6.  Neurological  and  Phycological  Aspects 
of  Hyperbaric  Oxygen. 

7.  The  Use  of  Hyperbaric  Oxygen  in  Radia- 
tion Therapy. 

Program  Co-ordinator:  Fifth  International  Hyperbaric 

Congress,  410-750  West  Broadway,  Vancouver  9,  B.C. 
Canada 

FEES:  $50  for  Members 

35  for  Associate  Members 
25  for  Ladies  Program 
50  for  Participating  Exhibitors 


October  3 / 5,  1973 

American  Heart  Association’s  Council  on 
Clinical  Cardiology,  Baylor  College  of 
Medicine,  and  its  affiliated  hospitals,  in 
cooperation  with  AHA  Texas  Affiliate  and  its 
Houston  Chapter 

Texas  Medical  Center 
Houston,  Texas 

3 Days  of  Cardiology 

CORONARY  ARTERY  DISEASE— 1973 

Course  Directors 

ROBERT  J.  LUCHI,  M.D. 

HENRY  D.  MclNTOSH,  M.D. 

FEE:  $120  for  Fellows,  Associate  Fellows  and  Members 

of  AHA's  Council  on  Clinical  Cardiology 
$1 70  for  non-members 

For  information,  contact:  George  E.  Stewart,  Jr.,  Amer- 

ican Heart  Association,  44  East  23rd  Street,  New  York, 
N.Y. 10010. 


October  15  / 17,  1973 

Symposia  Medica  Foundation  in  cooperation 
with  The  Royal  Society  of  Medicine 

London,  England 

SEMINAR  IN  CARDIOVASCULAR  DISEASE 

Registration  Fee:  $100 

Address  inquiries  to:  Synthia  Soika,  M.A.,  Projects  Di- 

rector, Symposia  Medica  Foundation,  353  Lexington 
Avenue,  N.Y.,  N.Y.  10016 


SUNDAY,  NOVEMBER  11 

The  American  Heart  Association 

Atlantic  City,  New  Jersey 

SPECIAL  PROGRAM  IN  SCIENTIFIC 
WRITING 

Chairman 

LOIS  DeBAKEY,  Ph.D. 

Baylor  College  of  Medicine,  Houston 


The  course  is  designed  for  scientific  authors  who  are 

M. D.'s  or  Ph.D.'s  and  not  open  to  copy  editors  or  editorial 
assistants. 

Registration  is  limited  and  those  interested  in  participating 
are  advised  to  apply  early  with  a $50  fee  to:  Antonia  Atlas 
Dosik,  Administrator,  Department  of  Medical  Education, 
American  Heart  Association,  Inc.,  44  East  23rd  Street, 

N. Y.,  N.Y.  10010. 


PHYSICIANS’  PLACEMENT 


ELMIRA,  N.Y.,  Chemung  County,  needs  Specialists  in 
Anesthesiology. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Chairman,  Depart- 
ment of  Anesthesiology,  Arnot-Ogden  Hospital,  Roe  Ave- 
nue, Elmira,  N.Y.  14901.  Tel.  (607)  737-4100. 


FRANKLIN,  N.Y.,  Delaware  County,  needs  a F.P. 

CONTACT:  Harold  E.  Hyzer,  Esq.,  Franklin,  N.Y.  13775. 

Tel.  (607)  829-5512. 


GENESEO,  N.Y.,  Livingston  County,  needs  F.P.  or  Internist  to 
join  2 F.P.'s  and  2 Peds.,  in  community-sponsored,  salaried 
group  practice. 

CONTACT:  Arnold  H.  Matlin,  Box  36,  Geneseo,  N.Y.  14454. 


GREENE,  N.Y.,  Chenango  County.  F.P.  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  N.  Chenango  Street,  Greene, 
N.Y.  13778.  Tel.  (607)  656-4115. 


HAMMONDSPORT,  N.Y.,  Steuben  County,  needs  Physician  to 
do  general  family  medicine.  N.Y.S.  License  required. 

CONTACT:  John  R.  Kuhl,  M.D.,  Hammondsport,  N.Y.  14840. 
Tel.  (607)  569-2399. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for 
small,  expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 

Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel. 
(607)  637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.’s  and  a Spe- 
cialist in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 

Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel.  (315)  866-3330. 


HIGHLAND  FALLS,  N.Y.,  Orange  County.  F.P.  needed. 

CONTACT:  A.  H.  Margolis,  M.D.,  22  Wyandotte  Avenue, 

Highland  Falls,  N.Y.  10928.  Tel.  (914)  446-4066. 


HILTON,  N.Y.,  Monroe  County,  needs  a Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 

14468.  Tel.  (716)  392-4144. 
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HOLLAND  PATENT,  N.Y.,  Oneida  County.  F.P. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physi- 

cians Committee,  Holland  Patent,  N.Y.  13354.  Tel.  (315) 
865-4233. 


ITHACA,  N.Y.,  Tompkins  County.  Internist  needed.  Im- 
mediate hospital  privileges. 

CONTACT:  C.  L.  Sprinkle,  M.D.,  304  N.  Geneva  Street, 

Ithaca,  N.Y.  14850.  Tel.  (607)  AR  2-1360. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and  F.P./ 
Psychiatrist  for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medi- 
cal Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  F.P.,  or  general 
practitioner  (2). 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel.  (315)  823-1000. 


MAHOPAC,  N.Y.,  Putnam  County,  needs  Specialists  in  In- 
ternal Medicine,  Obs/Gyn  and  F.P. 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam  Pro- 

fessional Park,  Mahopac,  N.Y.  10541.  Tel.  (914)  628- 
3474  or  8454. 


PORT  JERVIS,  N.Y.,  Orange  County.  F.P. /Surgeon  Associ- 
ate wanted. 

CONTACT:  Daniel  Schultz,  M.D.,  44  Fowler  Street,  Port  Jer- 
vis, N.Y.  12771.  Tel.  (914)  856-2712. 


SOUTH  EAST  NEW  YORK.  Position  available  for  Orthopedic 
Surgeon  with  two  Bd.  Cert.  O.S.  in  growing  suburban  area. 

CONTACT:  Julian  L.  Glatt,  M.D.,  Stoneleigh  Ave.,  P.O.  Box 
160,  Carmel,  N.Y.  10512.  Tel.  (914)  BR  9-2828. 


EVENTS  RECEIVED  AFTER  DEADLINE 


September  6 / December  6,  1973 

9:00-11:00  p.m.,  Thursdays 

The  Bronx  County  Medical  Society  and 
The  Albert  Einstein  College  of  Medicine 

The  Forchheimer  Building — 1st  floor  lecture  hall 

1300  Morris  Park  Avenue 

Bronx 

Continuing  Education  Program 

September  6 

Venereal  Diseases  Resurgent: 


Advances  in  Therapy 

JOHN  McCAHAN 


October  25 

Sickle  Cell  Disease:  A Model  for  Applied 

Genetics  for  the  Clinician 

RONALD  NAGEL,  M.D. 


November  8 

Coronary  Artery  Disease:  Prediction, 

Prevention  and  Management 

HOWARD  EDER,  M.D. 


December  6 

Seizures,  Syncope  and  Comas: 

Diagnosis  and  Acture  Care 

STANLEY  MANDEL,  M.D. 

NO  FEE 

To  register,  please  write  or  phone:  Mrs.  Frieda  Fagin,  Of- 
fice of  Continuing  Medical  Education,  Albert  Einstein  Col- 
lege of  Medicine,  1300  Morris  Park  Avenue,  Bronx,  N.Y. 
10461.  Tel.  (212)  430-2822. 


November  2 / 4,  1973 

The  Society  for  the  Scientific  Study  of  Sex 

Barbizon  Plaza  Hotel 
Central  Park  South 

1973  ANNUAL  MEETING  AND  WORKSHOP 
SESSIONS 

Meeting  Program  Includes 
Saturday  Morning 

Changing  Sexual  Stereotypes — Influence 
of  Liberation  Movements 

Saturday  Afternoon 

Neuroendocrinology  and  Behavior 

Sunday  Morning 

Sex  Education  and  Human  Sexuality 
for  Medical  and  College  Students 

Sunday  Afternoon 

Law,  Police,  Penology  and  Sexual  Behavior 
— Changes  in  the  Laws  Affecting  Sex 
— Treatment  of  Sex  Offenders — New 
Methods 
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November  16  and  17,  1973 

Friday,  2:00-5:00  p.m. 

Saturday,  8:00  a. m. -4:00  p.m. 

Booth  Memorial  Medical  Center 

Main  Street  at  Booth  Memorial  Avenue 
Flushing 

COURSE  IN  DIAGNOSTIC  LAPAROSCOPY 

Conducted  by 

MAXWELL  ROLAND,  M.D.  and  Staff 

For  information,  contact:  Department  of  Obstetrics/ 

Gynecology,  above  address. 

FEE:  $250  (Limited  to  15  Physicians) 


BUFFALO  AREA 


October  29  / 31,  1973 

The  Journal  of  Clinical  Computing,  assisted 
by  Continuing  Medical  Education,  State  Uni- 
versity of  New  York  at  Buffalo 

Executive  Motor  Inn 
Buffalo 

Fifth  Buffalo  Conference  on 

COMPUTERS  IN  CLINICAL  MEDICINE 

FEE:  $75 

For  information  and  Program,  please  contact:  Continuing 
Medical  Education,  2211  Main  Street,  Buffalo,  N Y.  14214. 
Tel.  (716)  831-5526. 


THURSDAY,  NOVEMBER  1 

American  Cancer  Society,  NYS  Division, 
SUNYAB  School  of  Dentistry,  and 
Roswell  Park  Memorial  Institute 

Buffalo 

SYMPOSIUM  ON  DENTISTRY  AND 
CANCER 

GEORGE  W.  GREENE,  JR.,  D.D.S.,  Chairman 

Sessions  are  open  to  all  members  of  the  dental,  medical 
and  related  health  professions  interested  in  oral  cancer. 
For  information,  write  to:  American  Cancer  Society,  New 
York  State  Division,  Inc.,  1010  James  Street,  Syracuse, 
N.Y. 13203. 


CATSKILL  AREA 


January  24  / 27,  1974 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 
in  conjunction  with  the  36th  Annual  Confer- 
ence of  the  New  York  State  Association  for 
Health,  Physical  Education  and  Recreation 

Concord  Hotel 
Kiamesha,  New  York 

7th  Annual  Symposium 

MEDICAL  ASPECTS  OF  SPORTS 


WESTCHESTER  COUNTY 


THURSDAY,  JULY  12 

9:00  a.m. 

St.  Joseph’s  Hospital 

127  South  Broadway  (Solarium) 

Yonkers 

Medical  Conference 

THE  SELECTION  OF  A PROPER 
COMBINATION  OF  DIURETICS  FOR  THE 
TREATMENT  OF  EDEMA 

ROBERTS.  MORRISON,  M.D. 

Director  of  Renal  Service 

Lemuel  Shattuck  Hospital,  Boston,  Mass. 

July  and  August 
St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

EXTERNSHIP-INTERNSHIP  SUMMER 
TEACHING  PROGRAM 

Open  to  all  interested  physicians 

Contact:  Martin  F.  Stein,  Jr.,  M.D.,  Dir.  of  Medicine, 

above  address. 
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He  won’t  resist 
feeling  better  with 


Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


V 


LIQUID 


MYLANTA 


TABLETS 


® 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


In  Gonorrhea 

Injection  WYCILLIN8 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapy  of  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G — /V  gonorrhoeae:  acute  and 
chronic  (without  bacteremia) 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin . 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins, and  otherallergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g.,  pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  mtradermally 
0 1 cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used, 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months 
Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings'.') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  mtramus 
cular  injection,  in  upper  outer  quadrant  of  buttock  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice.  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection 

NOTE: Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin.  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea 

Retreatment:  The  National  Center  for  Disease  Control,  Venereal 
Disease  Branch,  U S.  Dept,  H E W recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive  Follow-up  treatment  consists  of  4.8  million  units  I M 
divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units  daily  on 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc.  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0 7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyrro- 
lidone, 0.01%  propylparaben  and  0,09%  methylparaben  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose.  3 
mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate.  0 14  mg  propylparaben 
and  1.2  mg  methylparaben 


Denise  hasVD 

Let’s  keep  it  from  getting  around. 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


Syphilis 

Injection 

BICILLIN®  Long -Acting 

(sterile  benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually«cures  most  cases  of  primary,  secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
longed serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  6 -Venereal  infections: 
Syphilis,  yaws,  bejel  and  pmta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported.  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
history  of  sensitivity  to  multiple  allergens 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens.  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
eg  .pressor  amines,  antihistamines  ana  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism:  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopema,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2 4 million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under  2 years  of  age,  50,000  units/Kg  body  weight, 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  If  blood  appears, 
remove  the  needle  and  inject  in  another  site. 

Composition:  2,400,000  units  in  4-cc  single  dose  disposable 
syringe.  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300,000  units  per  cc.—  10-cc. 
multi-dose  vial.  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg. 
carboxymethylcellulose,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg. 
polyoxvethylene  sorbitan  monopalmitate,  0.14  mg.  propylparaben 
and  1 2 mg.  methylparaben 

Laboratories  • Philadelphia,  Pa  19101 


New  York  State  Journal  of  Medicine 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Copyright  1973  by  the  Medical  Society  of  the  State  of 
New  York.  Editorial,  Circulation,  and  Advertising  Offices:  420  Lakeville  Rd.,  Lake  Success,  N'.Y.  11040.  Change  of  Address: 
Notice  should  state  whether  or  not  change  is  permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect 
a change  of  address.  Twentv-five  cents  per  copy — $3.50  per  year.  Second-class  postage  paid  at  Neu  Hyde  Park,  N.  Y.,  and  addi- 
tional mailing  office.  POSTMASTER  Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake 
Success,  N.Y.  11040. 


Contents 


AUGUST  1,  1973  VOLUME  73  NUMBER  15 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims 
expressed  in  the  articles  contributed  by  individual  authors.  Contributions 
accepted  for  original  publication  only. 


Scientific  Articles 

1953  Central  Nervous  System  Infections  in  New  York  State;  etiologic  and  epidemiologic 
observations,  March  to  November,  1971 
Rudolf  Deibel,  M.D.,  and  Victoria  Smith,  M.D. 

1958  Death  During  Intravenous  Urography;  overdosage  syndrome  in  young  infants 

E.  George  Kassner,  M.D.,  Alberto  Elguezabal,  M.D.,  and  Rubem  Pochaczevsky,  M.D. 

1967  Cardiogenic  Shock;  recent  advances  in  pharmacologic  management  (II) 

Richard  J.  Kories,  M.D. 

1981  Hepatic  Alterations  in  Hodgkin’s  Disease 

Frederick  R.  Dauey,  M.D.,  and  William  F.  Doyle,  M.C.,  U.S.A.R. 

1987  Role  of  Consultation  Psychiatry  in  Teaching  Psychopharmacology  in  the 
General  Hospital 
AdamJ.  Krakowski,  M.D. 


Recent  Advances  in  Medicine  and  Surgery 

1992  Surgical  Approach  to  Breast  Cancer 
Henry  P.  Leis,  Jr.,  M.D. 


Electrocardiograms  of  the  Month 

1997  Questions  133  and  134 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 


Case  Reports 

1999  Dirofilaria  Infection;  occurrence  in  northeastern  New  York 

Parker  Davies,  M.D.,  Thomas  J.  Cunningham,  M.D.,  Richard  G.  Gould,  M.D.,  and 
John  Horton,  M.B.,  Ch.B. 

2002  Massive  Hemorrhage  and  Death  During  Treatment  with  Clofibrate  and  Warfarin 
Richard  B.  Solomon,  M.D.,  and  Fred  Rosner,  M.D. 


History  of  Medicine 

2004  Linguistic  Exploration  in  Time  and  Space;  medicine-doctor-physician-surgeon 
Harold  Kirshner,  Ph.D. 

continued  on  page  1928 


1926  New  York  State  Journal  of  Medicine  / August  1,1973 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


IN  DICATIONS:  Tfjerapeut/cal/y,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
■ secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACIIRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  14'oz.  and  y32  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


1928 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


Editorials 

1938 

Abstracts 

1947 

Masthead 

1939 

Medical  News 

1948 

Information  for  Authors 

1945 

Abstracts  in  Interlingua 

1949 

Chiropractic:  As  others 
now  see  it! 

2010 

2012 

Obituaries 
Letters  to  the  Editor 

General 

Index  to  Advertising 

1930 

State  Society  Officers 

1939 

Index  to  Advertisers 

1932 

Books  Received 

2015 

Index  to  Products 

1936 

Medical  Meetings 

2016 

Classified  Advertising 

New  York  State  Journal  of  Medicine  / August  1,1973 


\ \Relief  from 
minor  pain 
for 

increased 
range  of 
motion  in 

RHEUMATOID  and 
OSTEOARTHRITIS 


Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 

PRECAUTIONS:  Do  not  use  in  or  near  eyes, 
cn  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 
AVAILABLE:  1 Vi  and  4 oz.  cans.  Approximately 
125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 

Indust.  Med.  & Surg.  28:217,  May,  1959. 


GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research  /M 
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For  patients  who  can  t or  won  t use  the  pill  or  an  IUD 

While  no  contraceptive  is  one  hundred  percent  effective,  the 
Ortho  All-Flex  Diaphragm  and  Ortho-Gynol  Contraceptive  Jelly, 
together,  act  as  a very  effective  barrier  to  conception  and  is 
a method  that  is  rarely  contraindicated. 

Ortho  All-Flex  is  designed  to  provide  comfort  and  reliability 
and  to  meet  the  highest  esthetic  standards  of  the  most  dis- 
criminating women. 

Ortho  All-Flex  Diaphragms  are  made  of  high  quality,  long- 
lasting  latex.  They  won't  discolor  when  used  with  Ortho-Gynol 
Contraceptive  Jelly  or  Ortho-Creme*  since  these  contain  no 
phenylmercuric  acetates.  No  introducer  is  needed;  the  unique 
spring-within-a-spring  construction  forms  a perfect  arc 
wherever  compressed. 

Consider  the  advantages  of  prescribing  the  Ortho  All-Flex 
Diaphragm  and  Ortho-Gynol  when  you  and  your  patient  decide 
on  the  diaphragm  and  jelly  method  of  conception  control. 

If  you  would  like  a professional  fitting-ring  set 
\orThoj  and  fitting-procedure  brochure,  please  contact 
Vi/  your  Ortho  representative. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New  Jersey  08869 


The  Ortho  All-Flex* 
Diaphragm  with 
Ortho-Gynol* 
Contraceptive  Jelly 
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Books  Received 


The  following  books  were  received  during  the  month  of  June,  1973.  * 


Sickle  Cell  Disease  diagnosis,  management,  educa- 
tion, and  research.  Presented  as  a symposium  on 
November  18  and  19,  1971,  by  the  Special  Committee 
on  Infant  Mortality,  Medical  Society  of  the  County  of 
New  York,  sponsored  by  the  Greater  New  York  Chap- 
ter of  the  National  Foundation-March  of  Dimes  and 
co-sponsored  by  the  Foundation  for  Research  and 
Education  in  Sickle  Cell  Disease,  New  York,  New 
York.  Co-chairmen  and  Editors,  Harold  Abramson, 
M.D.,  John  F.  Bertles,  M.D.,  and  Doris  L.  Wethers, 
M.D.  Quarto  of  352  pages,  illustrated.  St.  Louis, 
Missouri,  C.  V.  Mosby  Company,  1973.  Cloth,  $29.50. 

Human  Reproduction:  Conception  and  Contracep- 

tion. Edited  by  E.  S.  E.  Hafez,  Ph.D.,  and  T.  N.  Evans, 
M.D.  Quarto  of  800  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1973.  Cloth, 
$26.95. 

Recent  Advances  in  Cardiology.  Sixth  edition. 
Edited  by  John  Hamer,  M.D.,  Ph.D.  Octavo  of  424 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1973.  Cloth,  $20.25. 

Nephrotic  Syndrome  of  Quartan  Malaria.  By  John 
W.  Kibukamusoke,  M.D.,  with  a chapter  on  Pathology 
by  Professor  M.  S.  R.  Hutt,  M.D.  Octavo  of  116  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1973.  Cloth,  $17. 

The  Corneal  Light  Reflex.  A guide  to  binocular  dis- 
orders. By  Emanuel  Krimsky,  M.D.  Quarto  of  212 
pages,  illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  Publishers,  1972.  Cloth,  $15.75. 

Physical  Education.  A Discussion  of  Principles.  By 

A.  D.  Munrow.  Octavo  of  259  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Cloth,  $11.50. 

‘Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


The  Development  of  the  Infant  and  Young  Child  Nor- 
mal and  Abnormal.  Fifth  edition.  By  R.  S.  Illing- 
worth, M.D.  Octavo  of  377  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1972.  Cloth,  $16.75. 

Cardiovascular  Disorders.  Patient  care.  By  Pat  M. 

Ashworth,  S.R.N.,  S.C.M.,  and  Harry  Rose,  S.R.N., 
R.F.N.  Octavo  of  309  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1973. 
Cloth,  $12.50. 

The  Use  of  X-Ray  Techniques  in  Forensic  Investiga- 
tions. By  Daniel  Graham,  F.S.R.  Quarto  of  142  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & Wil- 
kins Company,  1973.  Cloth,  $13.50. 

Psychiatry.  Third  edition.  By  E.  W.  Anderson,  M.D., 
M.Sc.,  and  W.  H.  Trethowan,  M.A.,  M.B.  Octavo  of 
375  pages.  Baltimore,  Maryland,  The  Williams  & Wil- 
kins Company,  1973.  Paper,  $9.75. 

Review  of  Medical  Physiology7.  Sixth  edition.  By 
William  F.  Ganong,  M.D.  Quarto  of  577  pages,  illus- 
trated. Los  Altos,  California,  Lange  Medical  Publica- 
tions, 1973.  Fabricoid,  $9.00. 

Principles  of  Clinical  Electrocardiography.  Eighth 
edition.  By  Mervin  J.  Goldman,  M.D.  Quarto  of  400 
pages,  illustrated.  Los  Altos,  California,  Lange  Medical 
Publications,  1973.  Fabricoid,  $8.00. 

Clinical  Pharmacology.  By  Paul  Turner,  M.D.,  B.Sc., 
and  Alan  Richens,  M.B.,  Ph.D.  Duodecimo  of  246 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1973.  Paper,  $7.00. 

An  Atlas  of  Examination,  Standard  Measurements 
and  Diagnosis  in  Orthopedics  and  Traumatology. 

Edited  by  Otto  Russe,  M.D.  Quarto  of  289  pages,  fully 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Cloth,  $67. 
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Burns 


HERE 


When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


HERE 


Sutures 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

upto  5 refills in6months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2a/2, 
caffeine  gr.  V2. 


Wellcome  1 


Healing  nicely 
but  it  still 


EMPIRIN 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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maker?" 


Dispenser  of 
Medicine 


Clifton  J.  Latiolais 
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American 
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Association 
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“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  o 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forme 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 

Doctor,  are  you  indifferent ...  ? 

In  discussing  an  anticipated  in-  f 
crease  in  Blue  Shield  rates,  Dr.  Bias-  I 
ingame’s  newsletter  had  this  to  say-.  J 

“In  general,  it  can  be  said,  MD’s  j 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  thei 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  work! 
of  practice,  all  of  his  scientific  deci-  I 
sions  have  a price  tag,  or  an  econom  [ 
impact.  The  economics  of  health  car 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


Advertisement 

1934 


Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom- 
mends that  a drug  product  other  tha 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece: 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist 
made  in  the  absence  of  clinical  know 
edge  of  the  patient,  could  expose  hin 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothin 
in  the  pro-substitution  argument  tha 
offsets  these  risks. 

The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledg 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degres 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  nee 
expert  knowledge  of  no  more  than  2f 


f should  be  an  obligation  of  medical 
practice. . . 

“Medical  societies  ought  to  con- 
duct continuing  campaigns  to  point 
sut  the  substantial  savings  that  could 
pe  realized  thru  deductible  insurance 
qnd  protection  for  catastrophic  ill- 
ness. At  the  very  least,  they  should,  in 
:he  patients’  interest,  questiqn  the 
actics  of  any  insurance  organization 
hat  raises  health  care  costs  by  forc- 
ng  policyholders  to  buy  insurance 
hey  may  not  need  or  want  and  prob- 
ably won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
heir  decisions.  Too  many,  for  ex- 
ample, habitually  hospitalize  patients 
or  the  convenience  of  the  MD.  It’s 
aonsense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
aieties,  have  unhesitatingly  appealed 
o their  patients  for  support  in  the 
ight  against  government  interference 
vith  the  private  practice  of  medicine. 
\nd  the  public  in  the  past  has  re- 
sponded. It’s  time  the  American  Med- 
cal  Association  and  state  and  local 
nedical  societies  paid  off  the  debt  by 
iecisive  action  to  hold  down  the  cost 
>f  medical  care.” 

)ost  of  Drugs 

Insurance  rates  and  hospital 
sharges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation's  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. "Drug  product  selection"  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  ail  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


ir  30  drugs  that  he  selects  to  treat  the 
jnajority  of  conditions  encountered  in 
his  practice.  Moreover,  the  physi- 
:ian’s  choice  of  a specific  brand  is 
:)ased  on  his  knowledge  of  the  pa- 
tient’s medical  history  and  current 
;ondition,  and  his  experiences  with 
he  particular  manufacturer’s 
product. 

Some  substitution  proponents 
lave  argued  that  the  dispensing  of  a 
inscription  is  a simple  two-party 
ransaction  between  the  pharmacist 
!ind  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
echnical  breach  of  contract  by  simply 
lotifying  the  patient  that  he  is  making 
he  substitution.  I would  judge  that 
;ew  courts  would  be  sympathetic 
oward  a pharmacist  who  substituted 
ithout  physician  approval  and  who 
indertook  a legal  defense  that  seeks 
o make  the  patient  responsible  for 
he  pharmacist’s  actions. 


teduced  Prescription  Prices? 

Substitution  advocates  are 
.uggesting  to  the  consumer,  and  par- 
icularly  the  consumer  activist,  that 
educed  prescription  prices  could 
ollow  legalization  of  substitution. 
jVe  have  seen  absolutely  no  evidence 
o justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
substitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

( 1 ) that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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Medical  Meetings 


Congress  on  occupational  health 

The  33rd  annual  Congress  on  Occupational  Health  is 
to  be  held  at  The  Benjamin  Franklin  Hotel,  Philadel- 
phia, September  17  to  18,  1973.  For  further  information 
please  write  to  Asher  J.  Finkel,  M.D.,  Director,  Division 
of  Scientific  Activities,  Department  of  Environmental, 
Public,  and  Occupational  Health,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago,  Illi- 
nois, 60610. 

Conference  on  human  environment 

The  World  Medical  Association  is  cosponsoring  a 
world  conference  on  the  human  environment  from  Octo- 
ber 23  through  26,  1973,  in  Primosten,  Yugoslavia,  in 
collaboration  with  the  Union  of  Yugoslav  Medical 
Societies,  the  American  Medical  Association,  and  the 
U.S.  Department  of  Health,  Education,  and  Welfare. 
The  conference,  a follow-up  on  the  United  Nations 
Stockholm  meeting  of  June,  1972,  will  cover  not  only 
pollution  but  also  the  effects  of  urbanization,  housing, 
waste  disposal,  water  supply,  nutrition,  radiation,  and 
other  factors  on  humans.  The  responsibilities  of  the 
medical  and  allied  medical  professions  in  improving  the 
environment  in  developed  and  developing  countries  will 
be  emphasized  on  the  final  day  of  the  conference. 

There  is  no  registration  fee,  and  board  and  lodging 
will  be  under  $10  a day.  Registration  blanks  can  be  ob- 
tained from  The  World  Medical  Association  or  from  Mr. 
Frank  Barton,  Council  on  Environment  and  Public 
Health  of  the  American  Medical  Association.  Anyone  in- 
terested in  associate  membership,  for  a fee  of  $15  per 
year,  in  The  World  Medical  Association  may  apply  to 
The  World  Medical  Association,  10  Columbus  Circle, 
New  York,  New  York  10019. 


Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Trudeau  Society's  2nd  annual  Clinical 
pulmonary  physiology  course 

The  second  annual  postgraduate  course  on  “Clinical 
Pulmonary  Physiology”  will  be  held  October  28  to  31, 
1973,  at  Lake  Minnewaska  Mountain  Houses,  Lake 
Minnewaska,  New  York.  The  course  is  sponsored  by 
The  New  York  Trudeau  Society  and  cosponsored  by  the 
American  College  of  Chest  Physicians,  American  Tho- 
racic Society,  Brooklyn  Tuberculosis  and  Respiratory 
Disease  Association,  New  York  State  Tuberculosis 
and  Respiratory  Disease  Association,  and  Tuberculosis 
and  Respiratory  Disease  Association  of  New  York. 

Enrollment  is  limited  to  125  physicians.  Tuition  is 
$150  which  is  payable  on  notification  of  acceptance  and 
the  accommodations  are  $35  a day  for  single  occupancy, 
American  plan,  $23  a day  for  a second  person  (double 
occupancy)  American  plan.  For  application  write  to: 
Bill  Smith,  New  York  Trudeau  Society,  room  710,  105  E. 
22nd  Street,  New  York,  New  York  10010. 

Childhood  obesity  symposium 

Internationally  known  investigators  will  gather  for  a 
two-day  Symposium  on  Childhood  Obesity,  sponsored 
by  the  Institute  of  Human  Nutrition  of  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  at  the  Amer- 
icana Hotel,  Seventh  Avenue  at  52nd  Street,  in  New 
York  City,  November  15  and  16,  1973. 

Myron  Winick,  M.D.,  Director  of  the  Institute  of 
Human  Nutrition,  will  serve  as  chairman  of  the  sym- 
posium at  the  Americana. 

The  purpose  of  this  symposium  is  to  synthesize  current 
knowledge  in  the  field  of  obesity  during  the  develop- 
mental years  and  to  acquaint  professionals  in  the  fields 
of  nutrition,  pediatrics,  and  child  development  with 
the  current  status  and  further  directions  of  research  in 
this  area.  For  further  information  write  Director,  Insti- 
tute of  Human  Nutrition,  Columbia  University,  511 
West  166th  Street,  New  York,  New  York  10032. 
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THE  YEAR  OF  POLITICAL  DECISION 
FOR  MEDICINE 

• EMPAC  is  the  political  voice  of  New  York  State  medicine 

• EMPAC  contributions  to  a candidate  carry  more  impact  than  individual  con- 
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election 
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A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is 
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Abstracts 


Deibel,  R.:  Central  nervous  system  infections  in  New 
York  State,  New  York  State  J.  Med.  73:  1953  (Aug.  1) 
1973. 

In  this  study  of  the  causes,  and  the  relationships  of 
various  factors  which  determine  the  frequencies  and  dis- 
tributions, of  central  nervous  system  (CNS)  infections  of 
suspected  viral  etiology,  laboratory  diagnostic  findings 
were  obtained  in  40  per  cent  of  the  cases  surveyed.  Al- 
though present  viral  diagnostic  methods  are  limited,  and 
it  is  difficult  to  assess  the  etiologic  role  of  each  virus,  the 
findings  did  disclose  the  seasonal  and  geographic  distri- 
butions of  CNS  disease  and  the  age  groups  in  which  it 
generally  occurred.  Most  occurred  in  children  and 
adolescents,  and  males  in  all  age  groups  are  more  fre- 
quently affected  than  females.  The  recognition  of  gen- 
eral patterns  in  the  pathogenesis  and  prognosis  of  CNS 
disease  of  heterogeneous  etiologies  should,  in  the  future, 
be  facilitated  by  an  increase  in  the  number  of  referrals 
and  laboratory  diagnostic  findings. 

Kassner,  E.  G.,  Elguezabal,  A.,  and  Pochaczevsky, 

R.:  Death  during  intravenous  urography;  overdosage 

syndrome  in  young  infants,  New  York  State  J.  Med.  73: 
1958  (Aug.  1)  1973. 

Dose-morbidity  rate  and  dose-mortality  rate  relation- 
ships for  intravenously  administered  contrast  media 
have  been  established  for  several  species  but  are  not 
known  for  human  infants.  At  least  2 deaths  have  oc- 
curred during  intravenous  urography  in  small  infants 
who  received  doses  only  slightly  higher  than  levels  cur- 
rently recommended  for  this  age  group.  In  one  of  these 
patients  the  acute  events  closely  resembled  the  syn- 
drome produced  in  experimental  animals  by  lethal  doses 
of  contrast  media.  Pulmonary  injury  appears  to  be  the 
initial  event  clinically  and  experimentally  in  the  re- 
action to  overdosage.  Possible  mechanisms  of  the  over- 
dosage reaction  are  discussed. 


Davey,  F.  R.,  and  Doyle,  W.  F.:  Hepatic  alterations  in 
Hodgkin’s  Disease,  New  York  State  J.  Med.  73:  1981 
(Aug.  1)  1973. 

Intrahepatic  involvement  in  autopsy  studies  of  pa- 
tients with  Hodgkin’s  disease  has  been  reported  as  high 
as  94  per  cent.  A clinicopathologic  analysis  of  livers  in 
78  patients  with  Hodgkin’s  disease  revealed  intra- 
hepatic Hodgkin’s  disease  in  41  of  the  59  studied  at 
autopsy  and  in  4 of  liver  biopsies.  Statistically,  Hodg- 
kin’s disease  infiltrates  were  found  in  the  spleen,  peri- 
aortic lymph  nodes,  porta  hepatis  and  other  retroperi- 
toneal lymph  nodes,  and  in  bone  marrow  more  frequent- 
ly in  Hodgkin’s  disease-involved  livers  than  in  unin- 
volved livers.  Massive  hepatic  Hodgkin’s  disease  infil- 
trates were  frequently  associated  with  abnormal  liver 
function  tests,  jaundice,  and  hepatomegaly.  Hodgkin’s 
disease  was  found  predominantly  in  portal  areas  espe- 
cially when  the  lesion  was  microscopic.  Terminally,  the 
infiltrates  were  associated  with  marked  portal  fibrosis 
and  focal  hepatonecrosis.  Microscopic  examination  of 
the  liver  remains  the  best  method  to  identify  intra- 
hepatic Hodgkin’s  disease. 

Krakowski,  A.  J.:  Role  of  consultation  psychiatry  in 
teaching  psychopharmacology  in  the  general  hospital, 
New  York  State  J.  Med.  73:  1987  (Aug.  1)  1973. 

Psychiatric  consultation-liaison  services  have  helped 
in  educating  nonpsychiatric  physicians  and  the  house 
staff  of  general  hospitals  in  the  need  and  use  of  psycho- 
pharmacology. These  physicians  are  then  equipped  to 
treat  certain  specific  neurotic  reactions  in  patients.  A 
survey,  utilizing  a short  questionnaire,  is  described  in 
this  article  and  gives  some  information  on  the  extensive 
use  of  drugs  by  nonpsychiatric  physicians.  However, 
psychopharmacotherapy  must  be  regarded  as  only  one 
of  many  management  methods  to  be  employed. 
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New  pamphlets  available 

The  AMA  announces  the  availability  of  three  pam- 
phlets related  to  the  delivery  of  health  care.  They  are: 
(1)  Committee  on  Health  Care  of  the  Poor:  Progress 

Report;  (2)  Statement  on  Health  Outreach;  (3)  State- 
ment on  Free  Clinics.  The  pamphlets  may  be  obtained 
free  of  charge  by  writing  to  the  Department  of  Com- 
munity Health,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 

New  name  for  TB  and  Respiratory 
Association 

American  Lung  Association  of  Nassau-Suffolk  is  the 
new  name  of  the  health  organization  formerly  known  as 
the  TB  and  Respiratory  Disease  Association. 

“The  new  name,”  explained  Albert  E.  Keogler,  presi- 
dent, “more  accurately  reflects  our  goal,  the  prevention 
and  control  of  all  lung  diseases.” 

Health  department  launches 
new  kidney  program 

More  than  800  New  York  State  residents  who  need 
kidney  transplants  have  been  unable  to  get  them  be- 
cause of  a shortage  of  donated  kidneys,  reported  Hollis 
S.  Ingraham,  State  health  commissioner,  in  June,  when 
he  announced  the  start  of  a State  Health  Department 
educational  campaign  to  obtain  more  kidney  donors. 

PSRO  council  members  named 

HEW  Secretary,  Caspar  W.  Weinberger,  has  an- 
nounced the  appointment  of  11  physicians  to  the  Na- 
tional Professional  Standards  Review  Council.  Among 
other  functions,  Council  will  advise  the  Secretary  on 
matters  pertaining  to  the  administration  of  Professional 
Standards  Review  Organizations  (PSRO)  which  are  to 
be  developed  in  accordance  with  P.L.  92-603,  the  1972 
Social  Security  Amendments.  The  following  physicians 
were  appointed  to  serve  three-year  terms  on  the  Council 
. . . Clement  R.  Brown,  M.D.,  Chicago,  Illinois 
Ruth  M.  Covell,  M.D.,  LaJolla,  California  Mer- 

lin K.  DuVal,  M.D.,  Tucson,  Arizona  . Thomas 
J.  Greene,  M.D.,  Detroit,  Michigan  Robert  J. 

Haggerty,  M.D.,  Rochester,  New  York  Donald 

C.  Harrington,  M.D.,  Stockton,  California  Rob- 

ert B.  Hunter,  M.D.,  Sedro  Wooley,  Washington 
Alan  R.  Nelson,  M.D.,  Salt  Lake  City,  Utah  Ray- 

mond J.  Saloom,  D.O.,  Harrisville,  Pennsylvania 
Ernest  W.  Saward,  M.D.,  Rochester,  New  York 
Willard  C.  Scrivner,  M.D.,  Belleville,  Illinois. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 

continued  on  page  1940 
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The  Gerard  B.  Lambert  awards 

The  Gerard  B.  Lambert  Awards  have  been  established 
to  encourage  innovations  that  improve  patient  care  or 
reduce  health  care  costs.  The  committee  is  interested  in 
“What  are  you  doing  different  that  should  come  to  the 
attention  of  the  awards  committee?”  The  persons  or  in- 
stitutions submitting  their  entries  on  implementation 
of  the  ideas  which  have  proved  to  be  successful  in 
achieving  their  goals  will  have  their  entries  read  care- 
fully by  the  Awards  research  analysts.  The  research 
analysts  are  searching  for  ideas  rather  than  persons  or 
institutions.  The  1973  Awards  will  be  presented  in 
September.  The  Gerard  B.  Lambert  Awards  were  estab- 
lished in  1971  by  Mrs.  Lambert  to  memorialize  her  late 
husband,  one  of  the  nation’s  great  innovators  in  govern- 
ment. business,  housing,  and  many  other  fields.  The  ad- 
dress is:  The  Gerard  B.  Lambert  Awards,  53  Bank 

Street,  Princeton,  New  Jersey  08540,  telephone  number: 
609-924-9399;  215-946-3540. 

Postgraduate  course  in  ophthalmology 
at  Upstate  Medical  Center 

The  Department  of  Ophthalmology  of  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center  in  Syracuse 
will  present  its  Twenty-Fourth  Annual  Postgraduate 
Course  in  Ophthalmology  at  the  Hotel  Syracuse,  Friday 
and  Saturday,  November  30  and  December  1,  1973. 

The  following  lecturers  will  participate:  Matthew  D. 
Davis,  M.D.,  Madison,  Wisconsin;  Herbert  E.  Kaufman, 
M.D.,  Gainesville,  Florida;  and  Robert  D.  Reinecke, 
M.D.,  Albany,  New  York. 

The  tuition  fee  is  $40.,  payable  to  the  State  University 
of  New  York  Upstate  Medical  Center  in  Syracuse,  750 
East  Adams  Street,  Syracuse,  New  York  13210.  This 
fee  covers  tuition,  daily  luncheons,  and  dinner  on  Friday 
night.  The  course  is  limited  to  100  members.  These 
will  be  accepted  in  the  order  in  which  applications,  ac- 
companied by  checks,  are  received.  Inquiries  regarding 
the  course  may  be  forwarded  to  James  L.  McGraw, 
M.D.,  at  the  same  address. 

Department  of  neurology  established 

A new  Department  of  Neurology  and  the  appointment 
of  its  first  chairman  were  announced  simultaneously  re- 
cently by  Calvin  H.  Plimpton,  M.D.,  president  of  Down- 
state  Medical  Center  (State  University  of  New  York) 
in  Brooklyn. 

Henry  S.  Schutta,  M.D.,  a neurologist  known  for  his 
experimental  studies  into  the  nature  of  diseases  of  the 
nervous  system  and  muscle,  took  over  his  new  responsi- 
bilities at  the  Medical  Center  July  1.  Until  then  he  was 
neurologist  at  Pennsylvania  Hospital  in  Philadelphia, 
assistant  director  of  its  Department  of  Neurology,  and 
director  of  its  neurology  research  laboratory.  Dr. 
Schutta  has  been  associate  professor  of  neurology  at  the 
University  of  Pennsylvania  School  of  Medicine  since 
1969. 

Separating  living  cells  in 
outer  space 

Increasing  the  defense  mechanisms  of  those  who  suffer 
from  immunological  disease  may  be  a step  closer  to  real- 


ity through  pioneering  investigations  underway  by  a 
team  of  immunologists  at  the  State  University  at  Buf- 
falo. Headed  by  Dr.  Pierluigi  E.  Bigazzi,  the  team  is 
devising  a way  to  separate  living  cells  through  their  elec- 
trical charge,  something  that  has  always  been  hard  to  do 
because  of  interference  from  the  force  of  gravity. 

Their  proposal,  to  study  this  phenomenon  where  there 
is  no  problem — in  outer  space  where  at  zero  gravity  there 
is  no  cell  sedimentation  and  therefore  separations  can  be 
performed  easily  with  simple  devices — was  awarded  a 
major  NASA  contract. 

“The  most  important  cell  for  immunologic  reactivity,” 
said  Dr.  Bigazzi  who  is  a graduate  of  the  University  of 
Florence  (Italy),  “is  the  lymphocyte.”  Subdivided 
into  at  least  two  populations,  they  are  T (thymus-de- 
pendent)  and  B (bone  marrow-derived)  cells.  T cells, 
involved  in  cell-mediated  immunity,  make  up  a variety 
of  substances  known  as  “lymphokines.”  B cells,  on  the 
other  hand,  are  involved  in  antibody  formation. 

Deficiencies  in  T and/or  B cells  cause  severe  human 
diseases  such  as  agammaglobulinemias,  Di  George’s 
syndrome,  and  so  forth.  Or  they  may  occur  in-  patients 
with  various  malignancies  such  as  Hodgkin’s  disease  and 
chronic  lymphatic  leukemia.  “It  is  clear,”  Dr.  Bigazzi 
said,  “that  if  we  want  to  restore  immunological  compe- 
tence to  a deficient  individual  we  must  be  sure  that  we 
are  giving  the  right  kind  of  lymphocytes  or  their  products 
to  the  patient.  If  we  can  do  so,  we  can  specifically 
strengthen  the  protective  defenses  of  those  who  suffer 
from  certain  types  of  tumors,  chronic  infections,  or  who 
need  to  undergo  organ  transplantations.” 

Electrophoretic  separations  are  done  by  allowing  the 
negatively  charged  cells — in  suspension  in  water — to  mi- 
grate in  an  electric  field  toward  the  positive  electrode. 
T cells,  more  negatively  charged  than  B ones,  must 
migrate  faster.  But  during  the  time  it  takes  for  T cells 
to  run  significantly  ahead  of  B cells,  all  of  the  cells  will 
have  settled  to  the  bottom  of  the  vessel  at  one  (1.0) 
gravity  on  earth. 

Personalities 

Honored.  Jean  A.  Curran,  M.D.,  eighty-years-old 
and  senior  consultant  to  the  Bingham  Associates  Fund, 
Boston,  for  his  “tremendous  accomplishments  as 
teacher,  investigator,  and  administrator  . Benja- 
min Zohn,  M.D.,  the  College’s  Alumni  Achievement 
Medallion  for  distinguished  service  to  American  medi- 
cine The  Frank  L.  Babbott  Citation  and  Certifi- 

cate Awards  to  Jacob  J.  Blinn,  M.D.;  John  Joseph 
Walsh,  M.D.,  chancellor,  Tulane  Medical  Center  . . 
Theodore  D.  Cohn,  M.D.,  clinical  associate  professor  of 
medicine,  for  his  service  as  president  of  the  Alumni  As- 
sociation (all  honored  by  Downstate  Medical  Center) 
Milton  Helpern,  M.D.,  as  a member  of  the  Fifty- 
Year  Club  of  American  Medicine  . Clarence 
Dennis,  M.D.,  chief,  Medical  Devices  Applications 
Program,  National  Heart  and  Lung  Institute,  professor 
emeritus  of  surgery,  Downstate  . Robert  Katz, 
M.D.,  the  Industrial  Medical  Association’s  1973  Meri- 
torious Service  Award  for  distinction  and  extraordinary 
service  to  the  Association  and  to  the  field  of  occupa- 
tional medicine  Richard  D.  Levere,  M.D.,  profes- 

sor of  medicine,  Downstate,  president  of  the  Society  for 
the  Study  of  Blood,  Inc.  . Franz  Reichsman,  M.D., 
professor  of  psychiatry,  Downstate,  as  editor-in-chief, 
Advances  in  Psychosomatic  Medicine.  . . Irving  L. 
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Schwartz,  M.D.,  professor  and  chairman,  Department  of 
Physiology  and  dean,  Graduate  Studies,  Mount  Sinai 
School  of  Medicine,  the  Medical  Alumni  Achievement 
Award  . Virginia  Apgar,  M.D.,  vice-president  for 
medical  affairs,  The  National  Foundation-March  of 
Dimes,  the  Gold  Medal  for  distinguished  achievement  in 
medicine  and  Anthony  M.  DeAngelis,  M.D.,  the  silver 
medal,  presented  each  year  to  an  alumnus  who,  over  a 
period  of  years  has  rendered  meritorious  service  to  the 
College  and  its  alumni  association,  by  the  Association 
of  the  Alumni,  Columbia  University  College  of 
Physicians  and  Surgeons  . . State  senators  Jeremiah 
B.  Bloom  (D)  and  William  T.  Conklin  (R-C),  the  elev- 
enth annual  citizens’  Awards  from  the  Medical  Society 
of  the  County  of  Kings  for  their  involvement  in  legisla- 
tion designed  to  increase  and  to  improve  the  medical 
care  and  general  welfare  of  all  New  Yorkers  and  for  their 
“genuine  concern  and  devotion  to  all  those  who  need 
help,  especially  the  elderly,  the  mentally  incompetent, 
and  the  physically  handicapped. 

Grants.  Benjamin  Kissin,  M.D.,  professor  of  psychi- 
atry and  director,  Division  of  Alcoholism  and  Drug 
Dependence,  Downstate,  $107,557  from  the  National  In- 
stitute of  Mental  Health,  for  a career  teacher  training 
center  in  drug  dependence  . Bruno  W.  Volk,  M.D., 
clinical  professor  of  pathology,  Downstate,  $114,340  by 
the  National  Tay-Sachs  and  Allied  Diseases  Association 
for  studies  on  Tay-Sachs  disease  . a total  of 
$1,146,899  was  received  at  Downstate  in  March  and 
April,  1973,  for  26  research  and  training,  which  provided 
for  eight  new  projects,  nine  renewals,  and  nine  supple- 


ments . $91,828,  one-year  grant,  to  J.  Frederick 
Eagle,  M.D.,  dean,  New  York  Medical  College,  by  the 
John  A.  Hartford  Foundation,  to  study  “Severe  Re- 
actions to  Drugs”  $67,000  planning  grant  by  the 

Robert  Wood  Johnson  Foundation,  to  New  York  Uni- 
versity Medical  Center’s  Department  of  Urban  Health 
Affairs,  to  develop  innovative  methods  for  improving 
community  access  to  health  care. 

Promoted.  William  A.  Frosch,  M.D.,  from  associate 
to  professor  of  psychiatry;  Marcus  A.  Rothschild,  M.D., 
chief  of  nuclear  medicine  services,  the  Manhattan  Vet- 
erans Administration  Hospital,  to  professor  of  medi- 
cine— both  at  New  York  University  School  of  Medicine. 

Appointed.  Jaime  Rivera-Dueno,  M.D.,  as  Region  II 
health  director  of  HEW’s  Health  Services  and  Mental 
Health  Administration  Eugene  J.  Rogers,  M.D., 

as  joint  chairman  of  Department  of  Physical  Medicine 
and  Rehabilitation,  Mount  Sinai  Hospital  Medical 
Center,  Schwab  Rehabilitation  Hospital  and  University 
of  Health  Science,  The  Chicago  Medical  School 
at  Downstate,  Horacio  Moyano  Ferreyra  (M.D.,  Faculty 
of  Medicine,  National  University  of  Cordoba,  Argentina) 
visiting  associate  professor  of  physiology  in  the  College  of 
Medicine,  and  Stanley  Goldstein,  M.D.,  as  associate  pro- 
fessor of  pediatrics  in  the  College  of  Medicine 
Harris  S.  Goldstein,  M.D.,  director,  outpatient  child  and 
adolescent  psychiatry  clinic,  Kings  County  Hospital 
Center  Mrs.  Jane  Clements,  a Texas  volunteer 

active  with  retarded  children,  to  a four-year  term  on  the 
National  Advisory  Mental  Health  Council  of  the  Nation- 
al Institute  of  Mental  Health. 
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Oral \al Him  (diazepam) 

the  versatile  psychotherapeutic  agent 


in  anxiety  and  somatic  symptoms 
of  excessive  psychic  tension 


When  a complete  examination  rules  out 
organic  disease,  you  may  find  that  functional  com- 
plaints involving  the  heart,  stomach  or  colon— 
frequently  seen  in  anxious  patients  overreacting  to 
stress— are  a result  of  excessive  psychic  tension.  And 
if  counseling  alone  does  not  suffice,  you  might  con- 
sider Valium  (diazepam)  to  help  relieve  these  ten- 
sion-induced symptoms.  In  general,  it  goes  to  work 


promptly,  usually  producing  significant  improve- 
ment within  the  first  few  days  of  therapy,  although 
some  patients  may  take  longer  to  show  a clear-cut 
response. 

Available  in  three  convenient  tablet  strengths 
—2  mg,  5 mg,  10  mg— Valium  (diazepam)  provides 
dosage  flexibility  for  maximum  patient  benefit  with 
a typical  t.i.d.  or  q.i.d.  regimen. 


in  anxiety  with  or  without 
associated  depressive  symptoms 
in  psychoneurotic  patients 

Valium  (diazepam)  can  provide  prompt  relief 
when  excessive  anxiety  and  undue  tension  are  a promi- 
nent part  of  the  clinical  picture.  By  relieving  these 
symptoms,  it  can  enhance  response  to  therapy  and  add 
to  the  effectiveness  of  your  total  management  of  the 
psychoneurotic  patient.  Caution  patients  against  driving 
or  engaging  in  hazardous  activities  during  therapy. 

The  recommended  dosage  is  2 to  10  mg,  b.i.d.  to 
q.i.d.,  depending  upon  the  severity  of  symptoms. 

adjunctively  in  organic 
disorders  complicated 
by  undue  psychic  tension 

Overly  tense  patients— particularly  those  with 
G.I.  or  cardiac  disease— must  be  kept  calm  when  undue 
tension  and  excessive  anxiety  aggravate  their  condition 
and  interfere  with  therapy.  Oral  Valium  can  provide  the 
desired  response,  generally  without  significantly  affecting 
respiration  or  pulse.  It  is  used  with  most  classes  of  pri- 
mary medications  such  as  cardiac  glycosides,  diuretics, 
vasodilators,  anticholinergics  and  antacids,  and  is  usually 
well  tolerated;  the  most  frequent  side  effects  are  drowsi- 
ness, fatigue  and  ataxia. 

When  nighttime  anxiety  interferes  with  sleep, 
an  h.s.  dose  added  to  the  t.i.d.  regimen  can  help  relieve 
the  anxiety. 

\ciliimr 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


For  a summary  of  product  information,  please 
see  the  following  page. 
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psychotherapeutic 

agent 

V 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints  which 
are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  mani- 
fested by  tension,  anxiety,  apprehen- 
sion, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local  pathology, 
spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  nar- 
row angle  glaucoma;  may  be  used 
in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against  haz- 
ardous occupations  requiring  com- 
plete mental  alertness.  When  used 
adj unctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  sei- 
zures may  require  increased  dosage 
of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  as- 
sociated with  temporary  increase  in 
frequency  and/or  severity  of  sei- 


zures. Advise  against  simultaneous 
ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms 
(similar  to  those  with  barbiturates 
and  alcohol)  have  occurred  follow- 
ing abrupt  discontinuance  (convul- 
sions, tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals 
under  careful  surveillance  because 
of  their  predisposition  to  habitua- 
tion and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing 
age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharmacol- 
ogy of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other 
antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or 
with  latent  depression,  or  with  sui- 
cidal tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  he- 
patic function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confu- 
sion, diplopia,  hypotension,  changes 
in  libido,  nausea,  fatigue,  depres- 
sion, dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  uri- 


nary retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported; 
should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood 
counts  and  liver  function  tests  advis- 
able during  long-term  therapy. 

Dosage:  Individualize  for  maxi- 
mum beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  . 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  al- 
coholism, 10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg 
t.i.d.  or  q.i.d.;  adjunctively  in  con- 
vulsive disorders,  2 to  10  mg  b.i.d.  to 
q.i.d.  Geriatric  or  debilitated  pa- 
tients: 2 to  2'A  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Chil- 
dren:  1 to  2lA  mg  t.i.d.  or  q.i.d.  ini- 
tially, increasing  as  needed  and  tol- 
erated (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg; 
bottles  of  100  and  500.  All  strengths 
also  available  in  Tel-E-Dose®  pack- 
ages of  1000. 


' \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
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Abstracts  in  Interlingua 


Deibel,  R.:  Infectiones  del  systema  nervose  central  in 

le  Stato  de  Nove  York,  New  York  State  J.  Med.  73:  1953 
(1  de  Augusto)  1973. 

In  un  studio  del  causas  e del  inter-relationes  de  varie 
factores  que  determina  le  frequentia  e distribution  del 
infectiones  del  systema  nervose  central  (SNC)  in  que  un 
etiologia  viral  es  suspectate,  trovatos  diagnostic  de 
laboratorio  esseva  obtenite  in  40  pro  cento  del  casos 
studiate.  Ben  que  le  methodos  diagnostic  pro  le  virus 
existente  hodie  es  limitate  e que  es  difficile  evalutar  le 
rolo  etiologic  de  cata  virus,  le  trovatos  indicate  le  dis- 
tribution del  morbos  del  systema  nervose  central  sta- 
tional  e geographic  e le  etate  in  que  generalmente  oc- 
curre.  Iste  morbos  occurre  plus  frequentemente  in 
pueros  e adolescentes,  e le  homines  de  omne  etate  es  plus 
frequentemente  affectate  que  le  feminas.  Le  recognosci- 
mento  del  characteristicas  general  del  pathogenesis  e 
prognosis  del  morbos  del  systema  nervose  central  de 
etiologia  heterogenee  debe,  in  le  futuro,  esser  facilitate 
per  un  major  numero  de  referentias  e de  trovatos  di- 
agnostic de  laboratorio. 

Kassner,  E.  G.,  Elguezabal,  A.,  e Pochaczevsky,  R.: 
Mortes  durante  le  urographia  intravenose;  syndrome  de 
superdosage  in  infantes  juvene,  New  York  State  J.  Med. 
73:  1958  (1  de  Augusto)  1973. 

Le  inter-relationes  del  ratas  dosage-morbiditate  e 
dosage- mortalitate  relationate  con  le  media  de  con- 
traste  radiologic  administrate  per  via  intravenose  ha 
essite  establite  pro  varie  species,  mais  es  non  cognoscite 
in  le  infantes  human.  A1  minus  duo  mortes  ha  occurrite 
durante  le  urographia  intravenose  in  infantes  juvene  que 
recipeva  doses  solmente  legiermente  plus  elevate  que  le 
nivellos  currentemente  recommendate  pro  iste  gruppo  de 
infantes  de  iste  etate.  In  un  de  iste  patientes,  le  mani- 
festationes  acute  esseva  multo  similar  al  del  syndrome 
producite  in  animales  experimental  con  le  dosis  lethal 
del  medio  de  contraste.  Le  injuria  pulmonari  pare  esser 
le  evento  initial  clinic  e experimentalmente  in  le  reaction 
al  superdosage.  Le  possibile  mechanismos  del  reaction 
de  superdosage  es  discutite. 


Davey,  F.  R.,  e Doyle,  W.  F,:  Alterationes  hepatic  in 

le  morbo  de  Hodgkin,  New  York  State  J.  Med.  73:  1981 
(1  de  Augusto)  1973. 

Le  compromisso  intraheptatic,  como  esseva  observate 
in  studios  autopsic  in  patientes  con  le  morbo  de  Hodgkin, 
es  reportate  in  le  94  per  cento  del  casos.  Le  examination 
clinicpathologic  del  ficato  de  78  patientes  con  iste  morbo 
demonstrava  lesiones  de  Hodgkin  in  41  casos  de  59 
autopsias  studiate,  e in  4 del  biopsia  hepatic.  Statis- 
ticmente,  infiltrates  de  Hodgkin  esseva  trovate  in  le 
splen,  le  nodulos  lymphatic  periaortic,  portahepatic,  e 
altere  nodulos  retroperitoneal  e in  le  medulla  ossee  con 
plus  frequentia  in  casos  de  ficatos  con  infiltrates  de 
Hodgkin  que  in  le  ficatos  non  compromittate.  Infil- 
trates hepatic  massive  de  Hodgkin  esseva  frequente- 
mente relationate  con  tests  functional  anormal  del 
ficato,  jalnessa  e hepatomegalia.  Le  morbo  de  Hodgkin 
esseva  predominantemente  trovate  in  le  area  portal, 
especialmente  in  caso  de  lesion  microscopic.  Terminal- 
mente,  le  infiltrate  esseva  relationate  con  fibrosis  portal 
marcate  e hepatonecrosis  focal.  Le  examination  micro- 
scopic del  ficato  persiste  como  le  melior  methodo  de 
identificar  le  morbo  de  Hodgkin  intrahepatic. 


Krakowski,  A.  J.:  Rolo  del  consultation  psychiatric 

pro  le  enseniamento  del  psychopharmacologia  in  le  hos- 
pital general,  New  York  State  J.  Med.  73:  1987  (1  de 
Augusto)  1973. 

Le  servicios  de  consultation  psychiatric  ha  facilitate  le 
education  del  medicos  non  psychiatric  e le  personal 
medic  del  hospital  general  in  le  necessitate  e uso  del  psy- 
chopharmacologia. De  iste  modo,  le  medicos  es 
preparate  pro  tractar  certe  reactiones  neurotic  specific 
del  patientes.  Un  studio,  utlisante  un  breve  ques- 
tionario  es  describite  in  iste  articulo;  da  se  etiam  alicun 
information  supra  le  uso  extensive  de  drogas  per  le 
medicos  non  psychiatric.  Nonobstante,  le  psycho- 
pharmacotherapia  debe  esser  considerate  solmente  como 
un  delmulte  methodos  therapeutic  disponibile. 
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Editorial 


Chiropractic:  As  others  now  see  it! 


The  enlightened  public  is  becoming  aware  of  the 
deficiencies  and  the  dangers  of  chiropractic. 
Physicians  have  the  obligation  “to  advance  the 
science  of  art  of  medicine  and  to  protect  the  public 
health.”  (First  meeting  of  the  American  Medical 
Association  in  1847.) 

The  case  against  chiropractic  has  been  outlined 
in  this  Journal  (January  15,  1973,  pp.  324-328). 
We  do  not  wish  to  reiterate  the  arguments  pre- 
sented then.  The  trouble  is,  as  it  always  has  been, 
that  when  physicians  speak  out  against  chiro- 
practic as  a form  of  quackery  doing  harm  to  public 
health,  the  admonitions  are  put  aside  offhand  by 
its  advocates  as  representing  the  attitude  of  a 
competitor;  physicians  were  thus  denigrated  to  the 
extent  that  what  they  said  was  disregarded  as  bi- 
ased on  economic  grounds.  That  is  the  old  name- 
calling technique,  and  appeals  more  to  emotion 
than  to  logic. 

The  present  communication  has  as  its  purpose 
the  listing  of  the  recent  significant  opposition  to 
chiropractic  from  outside  medicine.  The  factual 
data  have  been  presented  in  a lucid  forceful  man- 
ner by  Donald  E.  Wood,  M.D.,  of  Indianapolis, 
Indiana,  in  a conference  on  health  quackery  en- 
titled “Health  and  Quackery:  Chiropractic”  at 

the  Midwest  Regional  Conference  on  May  12,  1973, 
held  under  the  auspices  of  the  AMA.  What  follows 
below  is  just  plagiarism  and  a condensation  of  the 
crucial  points  made  in  this  informative  essay  by 
Dr.  Wood. 

In  1966  the  National  Advisory  Commission  on 
Health  Manpower  was  appointed  by  President 
Johnson  with  the  mandate  “to  improve  the  avail- 
ability and  utilization  of  health  manpower.”  In 
its  1967  report  is  the  statement,  “Although 
chiropractic  is  not  the  only  existing  cult,  it  is  the 
only  one  which  still  constitutes  a significant  haz- 
ard to  the  public.  Ideally  the  licensure  statutes 
should  be  repealed  to  remove  the  cult’s  shield  of 
legitimacy.  It  should  be  recognized  that  no  li- 
censure standards,  no  matter  how  high  nor  how 
strictly  enforced,  can  redeem  the  scientific  invalid- 
ity of  chiropractic.”  (underlining  added) 

In  December,  1968,  Wilbur  J.  Cohen,  H.E.W. 
secretary,  submitted  a report  to  Congress  which 
stated  “Chiropractic  theory  and  practice  are  not 
based  upon  any  body  of  basic  knowledge  related  to 
health,  disease  and  health  care  that  has  been 
widely  accepted  by  the  scientific  community. 


Moreover,  irrespective  of  this  theory  (which  has  no 
scientific  basis)  (parenthesis  added),  the  scope 
and  quality  of  chiropractic  education  do  not  pre- 
pare the  practitioner  of  chiropractic  to  make  an 
adequate  diagnosis  and  provide  appropriate  treat- 
ment.” Therefore,  it  is  recommended  that 
chiropractic  service  not  be  covered  in  medicare. 
(underlining  added) 

Despite  this  meticulous  analysis  in  a well-docu- 
mented 50-page  report,  with  every  opportunity 
given  to  the  chiropractic  spokesman  to  refute  the 
conclusions,  political  pressure  (the  only  and  very 
effective  instrument  of  chiropractic)  did  have  our 
legislators  include  chiropractic  in  medicare.  A 
“white  paper”  opposing  the  second  H.E.W.  report 
was  again  refuted  and  this  document  destroyed  all 
claims  and  every  allegation  made  by  chiropractors. 
It  is  noteworthy  that  one  of  the  chiropractors’  na- 
tional organizations  later  orally  disavowed  the 
“white  paper.” 

In  1969  the  secretary  of  H.E.W.  appointed  a blue 
ribbon  task  force  which  in  June,  1970,  again  “sup- 
ported the  continued  exclusion  of  chiropractic 
under  Medicare,”  and  that  “payment  for  these 
services  is  not  an  effective  use  of  Federal  Medicaid 
funds.”  (underlining  added) 

By  statute  the  Federal  government  has  an  offi- 
cial group  of  advisors  on  health  insurance  known 
as  the  Health  Insurance  Benefits  Advisory  Coun- 
cil (HIBAC).  Its  positions  on  chiropractic  are  as 
follows:  The  council  “strongly  opposes  the  pay- 

ment of  Medicare  benefits  for  chiropractic  service. 
The  council  is  unanimously  of  the  view  that  such 
services  have  no  medical  value  and  ‘might  only 
result  in  harm  to  medicare  beneficiaries  because 
of  delay  or  avoidance  of  seeking  of  proper  medical 
care.’  ” 

Many  independent  agencies  concerned  with 
public  health  and  quality  health  care  have  ex- 
pressed opposition  to  chiropractic.  These  include 
the  American  Hospital  Association,  Association  of 
American  Medical  Colleges,  and  the  American 
Public  Health  Association.  The  American  Public 
Health  Association  also  urged  “that  states  which 
have  licensed  chiropractors  and  naturopaths, 
should  determine  whether  such  licenses  should  not 
be  further  restricted  or  abolished  and  that  existing 
restrictions  be  more  vigorously  policed.  ’’ 

It  is  urged  “that  professional  and  consumer 
groups  undertake  appropriate  consumer  education 
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on  the  hazards  of  unscientific  health  care,  includ- 
ing chiropractic  and  naturopathy.”  This  admoni- 
tion hy  the  American  Public  Health  Association 
has  not  gone  unheeded;  the  trouble  is  that  lay  indi- 
viduals have  not  heeded  it  sufficiently.  For  in- 
stance, the  AFL-CIO  have  denounced  chiropractic 
unequivocally,  as  does  the  Consumer  Federation 
of  America  consisting  of  more  than  185  consumer- 
oriented  organizations.  The  National  Council  of 
Senior  Citizens,  a group  of  2.5  million  people  over 
sixty-five,  has  given  us  the  benefit  of  its  mature 
judgment  as  follows:  “Chiropractic  treatment, 

designed  to  eliminate  causes  that  do  not  exist, 
while  denying  the  existence  of  real  causes,  is  at 
best  worthless  and  at  worst  mortally  dangerous.” 
(underlining  added) 

A book  by  Ralph  Lee  Smith  entitled  At  Your 
Own  Risk:  The  Case  Against  Chiropractic,  pub- 

lished by  Simon  & Schuster  in  1969,  concludes 
“that  chiropractic  should  be  subject  to  immediate 
legislative  review  and  the  first  step  is  to  prohibit 
further  use  of  x-rays  by  chiropractors,  to  be  fol- 
lowed by  the  creation  of  a program  for  withdrawing 
chiropractic  licenses  in  each  state.”  (underlining 
added) 

A Federal  court  in  1965  promulgated  the  policy 
that  “since  chiropractic  holds  itself  out  as  com- 
petent to  treat  a broad  gamut  of  human  disease,  a 
State  has  the  right  to  require  that  chiropractors 
must  meet  the  same  standards  of  education  and 
training  as  doctors  of  medicine.”  That  decision 
was  confirmed  by  the  United  States  Supreme 
Court. 

Harriet  Van  Horne,  in  her  column  of  December 
23,  1972,  commented  that  “it  was  the  bags  of 
letters — a seven  year  avalanche — that  finally 
brought  the  dubious  profession  of  chiropractic  into 
the  great  bonanza  of  Medicare.”  She  said  further 
“my  own  feeling  about  chiropractors  is  clear.  They 
may  be  kind  hearted,  charming  men;  they  may 
have  strong  hands  and  beautiful  massage  “table 
manners,”  but  medically  speaking  I think  they  are 
a menace.”  (underscoring  added) 

A recent  report  by  the  AFL-CIO  Executive 
Council  states  “that  chiropractors  should  not  per- 
form the  functions  of  a physician,  nor  serve  as  the 
point  of  entry  into  the  health  system,”  and  then 
“only  with  respect  to  treatment  by  means  of  man- 
ual manipulation  of  the  spine  only,  and  then  only 
when  the  subluxation  of  the  spine  has  been  demon- 
strated by  x-rays  and  under  the  direction  of  a 
physician.”  (underscoring  added) 

If  the  Federal  court  decision  affirmed  by  the 
U.S.  Supreme  Court  requires  definitive  scientific 
validity  for  the  hypothesis  of  chiropractic,  or  that 
the  proof  of  subluxation  be  shown  to  the  satisfac- 
tion of  qualified  roentgenologists,  then  chiropractic 
must  soon  disappear  from  the  face  of  the  earth. 


This  was  the  contention  of  Mr.  Richard  Lyons  in 
the  New  York  Times  on  November  19,  1972. 

No  one  has  yet  defined  satisfactorily  the  term 
“subluxation.”  If  the  H.E.W.  abides  by  its  rule 
that  doctors  of  medicine  must  agree  that  a subluxa- 
tion has  indeed  and  in  fact  occurred,  before  reim- 
bursement for  services  rendered  can  be  approved, 
then  the  cases  treated  by  chiropractors  will  be  few 
indeed.  That  was  the  opinion  of  John  Veneman  of 
H.E.W. 

On  this  score,  in  1966  the  letter  carriers  had 
trouble  with  chiropractic  claims,  in  that  the  x-rays 
which  they  presented  as  proof  for  existing  subluxa- 
tions showed  no  changes  of  this  nature  when  read 
by  x-ray  experts.  Further,  the  cost  per  service  by  a 
chiropractor  was  much  more  than  that  by  a physi- 
cian, $26.54  vs.  $19.60.  Therefore,  effective 
January  1,  1966,  the  word  “chiropractic”  was  de- 
leted from  letter  carriers’  insurance  plans’  defini- 
tion of  a doctor. 

A recent  decision  by  the  Supreme  Court  of  the 
State  of  Washington  rendered  invalid  a state  law 
requiring  indemnity  benefits  for  certain  “limited 
health  care  practitioners,”  which  would  include 
chiropractors. 

The  Health  Insurance  Association  of  America, 
which  group  wrote  90  per  cent  of  the  health  in- 
surance in  the  United  States,  has  opposed  any 
legislation  which  would  require  the  inclusion  of 
chiropractic  or  naturopath  coverage. 

Finally,  the  Health  Planning  and  Policy  Task 
Force  of  the  Governor  of  Wisconsin,  its  member- 
ship including  no  physician,  opposed  chiropractic, 
noting  it  “frequently  delays  effective  medical  care 
until  it  is  too  late,”  and  “often  aggravates  condi- 
tions and  produces  physical  damage  to  patients.” 
(underlining  added) 

It  can  be  stated  then  that  unbiased  enlightened 
responsible  opinion,  as  well  as  that  of  the  general 
scientific  community,  over  and  above  that  of  physi- 
cians, clearly  support  the  claim  that  chiropractic 
is  invalid,  has  great  potential  for  harm,  and  any 
good  it  offers  can  be  obtained  through  appropriate 
medical  care.  And  so  the  whole  wide  world  will 
soon  realize  that  chiropractic  is  unsound  cultism 
and  flagrant  nefarious  quackery.  Now  you  have 
the  answer:  chiropractic  is  untenable,  undiluted 

distilled  humbug,  with  a basis  in  crass  ignorance, 
crude  meaningless  personal  testimonials  with 
benefits,  if  any,  based  on  unrealistic  faith-healing 
Chiropractic  would  be  ludicrous  if  it  did  not  have 
such  a potential  for  great  harm. 

The  truth  will  prevail,  the  truth  about  chiro- 
practic will  become  known  to  the  general  public  in 
due  course.  As  Abraham  Lincoln  put  it,  “You  can 
fool  some  of  the  people  all  of  the  time;  you  can  fool 
all  of  the  people  some  of  the  time  but  you  cannot 
fool  all  of  the  people  all  of  the  time.”  A.  A.  A. 


1950  New  York  State  Journal  of  Medicine  / August  1,1973 


WHITE  PLAINS 

1 70  East  Post  Road 
White  Plains,  N.  Y.  10601 

(914)  946-2810 


WHEN  AND  WHERE 
YOU  NEED  IT 
DAY  OR  NIGHT 

RN’S  — LPN’S  — LIVE  INS 

NURSES’  AIDES  — MALE  ATTENDANTS 

COMPANION  SITTERS  — 

MOTHER’S  HELPERS 

UNDER  REGISTERED  NURSE  SUPERVISION 

Our  employees  are  experienced, 
reference-checked,  insured, 
bonded  and  on  our  payroll. 

We've  been  a respected 
national  nursing  service 
for  almost  a decade. 

CALL  OR  WRITE  FOR  DESCRIPTIVE  LITERATURE 


MEDICAL 

PERSONNEL  POOL 

We  Care  for  Those  Who  Need  Care 


NEW  YORK  CITY 

353  Lexington  Avenue 
New  York,  N.  Y.  10016 

(212)  686-9060 


DEPENDABLE 

NURSING 

CARE 


In  Connecticut  (203)  327-2281 


In  Long  Island  (516)  483-1155 


ALBANY 

90  State  Street 
Albany,  N.Y.  12207 


ROCHESTER 

75  Clinton  Avenue  North 
Rochester,  N.  Y.  1 4604 


BUFFALO 

560  Delaware  Avenue 
Buffalo,  N.Y.  14202 


(518)  463-2171 


(71 6)  454-4930  (71 6)  886-2662 


1951 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  Into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 


the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 
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Surveillance  of  CNS  (central  nervous  system) 
disease  of  suspected  viral  etiology  has  been  a 
function  of  the  virus  laboratories  of  the  New  York 
State  Department  of  Health  since  1949.  The  sur- 
veillance was  undertaken  because  neuropat hogen- 
ic  viruses  can  cause  lesions  in  silent  brain  regions, 
with  consequences  that  may  not  easily  be  recog- 
nized. 

CNS  involvement  is  a complication  of  many 
viral  infections  of  man,  particularly  those  caused 
by  enteric,  herpes,  myxo-,  and  arboviruses.  Data 
obtained  in  1970  suggesting  the  etiologic  role  of  a 
wide  variety  of  viral  agents  have  been  reported.1 
The  incidence  of  viral  CNS  disease  depends  on 
the  prevalence  of  the  viruses  and  is  therefore  high- 
er during  the  summer  months,  when  enteric  vi- 
ruses are  widespread  and  biting  insects  are  abun- 
dant as  vectors  of  arboviruses.  Such  infections 
show  a marked  age  and  sex  dependence.  Chil- 
dren and  adolescents  are  more  often  affected  than 
adults,  and  males  more  often  than  females. 

During  1971,  clinical  and  epidemiologic  data 
were  gathered  on  494  patients  with  CNS  disease 
in  New  York  State,  exclusive  of  New  York  City. 
The  onset  of  illness  in  these  individuals  was 
March  through  November.  Aseptic  meningitis, 
encephalitis,  and  meningoencephalitis  were  the 


In  this  study  of  the  causes,  and  the  relationships  of 
various  factors  which  determine  the  frequencies  and 
distributions,  of  central  nervous  system  ( CNS)  infec- 
tions of  suspected  viral  etiology,  laboratory  diagnos- 
tic findings  were  obtained  in  40  per  cent  of  the  cases 
surveyed.  Although  present  viral  diagnostic  meth- 
ods are  limited,  and  it  is  difficult  to  assess  the  eti- 
ologic role  of  each  virus,  the  findings  did  disclose  the 
seasonal  and  geographic  distributions  of  CNS  dis- 
ease and  the  age  groups  in  which  it  generally  oc- 
curred. Most  occurred  in  children  and  adolescents, 
and  males  in  all  age  groups  are  more  frequently  af- 
fected than  females.  The  recognition  of  general 
patterns  in  the  pathogenesis  and  prognosis  of  CNS 
disease  of  heterogeneous  etiologies  should,  in  the 
future,  be  facilitated  by  an  increase  in  the  number 
of  referrals  and  laboratory  diagnostic  findings. 


most  common  diagnoses;  for  a few  patients  the 
data  did  not  permit  grouping  in  a specific  diag- 
nostic category.  The  findings  included  22  virus 
isolates  from  patients  with  CNS  disease  at  the 
State  University  of  New  York  Upstate  Medical 
Center,  Syracuse,  and  submitted  to  the  Division 
of  Laboratories  and  Research  for  identification. 

Techniques  for  virus  isolation2  and  serologic 
studies,  which  include  complement-fixation,3-4  he- 
magglutination-inhibition,5 and  neutralization 
tests,6-7  have  been  described.  Antibodies  for  mea- 
sles, mumps,  herpes  simplex,  varicella,  lymphocy- 
tic choriomeningitis,  and  adenoviruses  were  deter- 
mined by  complement-fixation  only.  Antibodies 
for  arboviruses  were  determined  by  two  or  three  of 
the  serologic  assay  methods.  The  following  arbo- 
virus antigens  were  used:  Western  equine 

encephalomyelitis,  Eastern  equine  encephalomye- 
litis, St.  Louis  encephalitis,  Powassan,  California 
encephalitis,  and  Cache  Valley  of  the  Bunyam- 
wera  group. 

Findings 

Laboratory  diagnostic  findings  were  obtained  in 
specimens  from  40  per  cent  of  the  patients  (Table 
I).  In  more  than  half  these  cases,  the  findings 
permitted  a confirmed  diagnosis;  for  the  rest,  the 
diagnosis  was  interpreted  as  presumptive.  The 
highest  incidence  of  CNS  disease  was  observed 
during  July,  August,  and  September  (Table  II). 
Diagnostic  findings  showed  a similar  distribu- 
tion. The  most  prevalent  viruses  were  ECHO  4 
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TABLE  I.  Laboratory  diagnostic  findings  in  494  patients  with 
central  nervous  system  disease 

Diagnostic  Category  Viruses  Indicated* 


Confirmed  diagnoses 


112 


4-fold  or  greater  antibody  rise  23 


Virus  isolations  \ 

From  CSF  77  I 

From  CSF  and  stool  7 | 

From  CSF  and  throat  swab  3 [ 
From  tissue  or  blood  2 1 

Presumptive  diagnoses  94 

4-fold  or  greater  CF  antibody 
decline  or  antibody  titer 
of  64  or  greater  3 

Virus  isolations 

From  stool  81  l 

From  stool  and  throat  swab  3 I 
From  throat  swab  7 I 


Mumps  (11),  California 
encephalitis  (5),  herpes 
simplex  (3),  Powassan  (1), 
Eastern  equine 
encephalomyelitis  (1), 
varicella  (1),  measles  (1) 


ECHO  4 (67),  ECHO  6 (1), 
ECHO  9 (16),  ECHO  11 
(2),  ECHO  27  (1);  herpes 
simplex  (2) 


Varicella  (1),  mumps  (1), 
measles  (1) 

Polio  virus  1,  2,  3 (1); 

Coxsackie  A4  (1),  Coxsackie 
A10  (1),  Coxsackie  A16  (1), 
Coxsackie  B1  (1),  Coxsackie 
B2  (6),  Coxsackie  B3  (1), 
Coxsackie  B4  (1);  ECHO  3 
(1),  ECHO  4 (51),  ECHO  9 
(19),  ECHO  11  (3),  ECHO 
22  (1);  parainfluenza  2 (1), 
adeno  7 (2) 


Total  206 1 

* Figures  in  parentheses  indicate  number  of  cases. 

t The  206  diagnostic  findings  were  observed  in  201  patients,  in  5 of 
whom  dual  findings  were  observed. 

CSF  = cerebrospinal  fluid,  CF  = complement-fixation. 


and  ECHO  9;  both  were  widespread  throughout 
the  State  and  were  found  simultaneously  in  the 


same  geographic  locations.  Mumps  and  herpes 
simplex  viruses,  the  most  frequently  encountered 
nonenteric  viruses,  showed  no  such  seasonal  dis- 
tribution. Another  nonenteric  virus  infection, 
California  encephalitis,  on  the  other  hand,  was 
confirmed  only  in  cases  with  onsets  in  July 
through  September.  Most  of  the  CNS  infections 
occurred  in  children  and  adolescents,  and  the  data 
suggest  that  males  in  all  age  groups  were  more 
frequently  affected  than  females  (Table  III).  The 
prevalent  enteric  viruses,  however,  showed  less 
age-group  dependence  than  did  mumps  and  Cali- 
fornia encephalitis  virus,  which  affected  only  pre- 
school and  school  children. 

In  Table  IV  laboratory  diagnostic  findings  are 
correlated  with  the  diagnoses  supplied  in  the  phy- 
sicians’ notes.  Aseptic  meningitis  was  the  clinical 
diagnosis  for  over  57  per  cent  of  the  patients,  en- 
cephalitis for  28  per  cent,  and  meningoencephali- 
tis for  9 per  cent.  The  rates  of  laboratory  diag- 
nostic findings  in  these  groups  ranged  from  30  to 
54  per  cent.  The  most  common  enteric  viruses, 
ECHO  4 and  ECHO  9,  and  mumps  virus  were 
found  in  patients  from  all  three  groups.  Herpes 
simplex,  Powassan  virus  and  Eastern  equine 
encephalomyelitis  infections  were  confirmed  only 
in  patients  with  clinical  encephalitis. 

In  rare  cases  the  disease  can  take  a fatal  course. 
In  one  such  case,  ECHO  4 virus  was  isolated  from 
the  cerebrospinal  fluid  of  a seven-year-old  boy 


TABLE  II.  Laboratory  diagnosis  of  central  nervous  system  disease 


1971 

Month  of 
Onset 
of  Illness 

Number 

of 

Patients 

with 

Labora- 

tory 

Diag- 

nostic 

Studies 

Number 
of  Labora- 
tory Diag- 
nostic 
Findings 

ECHO 

4 

ECHO 

9 

Other 

Nonenteric  viruses 

March 

38 

2 

0 

0 

Herpes  simplex  (1),  mumps  (1) 

April 

23 

2 

0 

0 

Mumps  (2) 

May 

13 

2 

0 

0 

Herpes  simplex  (1),  mumps  (1) 

June 

31 

4 

1 

0 

Poliovirus  1,  2,  3 (1) 

Herpes  simplex  (1),  adeno  7 (1) 

July 

80 

39 

23 

3 

ECHO  11  (3), 

Coxsackie  A10  (1), 
Coxsackie  B2  (2) 

Varicella  (1),  mumps  (4), 
measles  (1),  California 
encephalitis  (1) 

August 

130 

77 

47 

13 

ECHO  6 (1),  ECHO 
11  (2),  ECHO  22 
(1),  ECHO  27  (1), 
Coxsackie  A4  (1), 
Coxsackie  B1  (1) 

Herpes  simplex  (1),  adeno  7 (1), 
mumps  (1),  measles  (1), 
parainfluenza  2 (1), 

California  encephalitis  (3), 
Eastern  equine 
encephalomyelitis  (1), 
Powassan  (1) 

September 

143 

70 

44 

16 

ECHO  3 (1), 

Coxsackie  A16  (1), 
Coxsackie  B2  (2), 
Coxsackie  B3  (1), 
Coxsackie  B4  (1) 

Varicella  (1),  mumps  (2), 
California  encephalitis  (1) 

October 

32 

10 

4 

3 

Coxsackie  B2  (2) 

Herpes  simplex  (1) 

November 

4 

0 

0 

0 

Totals 

494 

206 

119 

35 

22 

30 

* Figures  in  parentheses  indicate  number  of  cases. 
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TABLE  III.  Virus  diagnostic  findings  by  age  and  sex  of  patient 


Number  of 
Patients 


with 

Number  of 

Age  Group 

Laboratory  Laboratory 

( Y ears) 

Diagnostic 

Diagnostic 

(Sex) 

Studies 

Findings 

Enteroviruses 

Nonenteric  viruses 

0 to  5 

M 

68 

39 

ECHO  4 (15),  ECHO  9 (12), 

Herpes  simplex  (2),  adeno  7 (1), 

ECHO  22  (1);  Coxsackie 

mumps  (2),  Eastern  equine 

A4  (1),  Coxsackie  A10  (1), 
Coxsackie  B2  (1), 
Coxsackie  B3  (1),  Polio  1, 
2,  3,  (1) 

encephalomyelitis  (1) 

F 

31 

12 

ECHO  4 (6),  ECHO  9 (1), 

Varicella  (1),  adeno  7 (1), 

Coxsackie  B2  (2) 

mumps  (1) 

6 to  15 

M 

102 

51 

ECHO  3 (1),  ECHO  4 (28), 

Mumps  (5),  parainfluenza  2 (1), 

ECHO  6 (1),  ECHO  9 (6), 

California  encephalitis  (4), 

ECHO  11  (1);  Coxsackie 
B1  (1),  Coxsackie  B2  (2) 

Powassan  (1) 

F 

56 

27 

ECHO  4 (18),  ECHO  9 (5), 

Mumps  (2),  California 

ECHO  11  (1) 

encephalitis  (1) 

16  to  30 

M 

56 

28 

ECHO  4 (15),  ECHO  9 (7), 

Herpes  simplex  (1),  varicella  (1) 

ECHO  11  (3),  Coxsackie 
B2  (1) 

F 

31  to  60 

59 

18 

ECHO  4 (16),  ECHO  9 (2) 

M 

39 

10 

ECHO  4 (7),  ECHO  9 (1), 

Measles  (1) 

Coxsackie  B4  (1) 

F 

24 

5 

ECHO  4 (3),  ECHO  27  (1), 

Coxsackie  A16  (1) 

Over  60 

M 

9 

0 

F 

Unknown 

4 

1 

Herpes  simplex  (1) 

M 

23 

5 

ECHO  4 (5) 

F 

20 

10 

ECHO  4 (6),  ECHO  9 (1) 

Herpes  simplex  (1),  mumps  (1), 

measles  (1) 

Unknown 

3 

Total 

M 

297 

133 

113 

20 

F 

194 

73 

63 

10 

Unknown 

3 

0 

Total 

494 

206 

176 

30 

* Figures  in  parentheses  indicate  number  of  cases. 


with  meningitis  and  signs  of  pneumonia.  A sec- 
ond fatal  case  was  that  of  a ten-year-old  boy  from 
whose  brain,  liver,  and  spleen  the  herpes  simplex 
virus  was  isolated.  In  a third  death  the  viral  im- 
plication was  apparently  coincidental.  This  was 
the  case  of  a five-month-old  infant  with  Reye’s 
syndrome  who  had  received  oral  trivalent  po- 
liomyelitis vaccine  eight  days  before  his  illness. 
Death  occurred  eight  days  after  the  onset  of  clin- 
ical disease.  Poliovirus  types  1,  2,  and  3 were  iso- 
lated and  identified  by  the  Center  for  Disease 
Control,  Atlanta,  Georgia,  as  being  “most  proba- 
bly vaccine  derived.” 

In  5 patients  there  was  evidence  of  either  simul- 
taneous or  closely  spaced  dual  infections:  (1)  iso- 
lation of  ECHO  9 from  cerebrospinal  fluid  and  of 
Coxsackie  A10  from  a stool  of  a three-month-old 
infant  with  meningitis  and  hemorrhagic  skin  le- 
sions, (2)  serum  conversions  for  Powassan  virus 


and  isolation  of  ECHO  6 from  cerebrospinal  fluid 
in  a seven-year-old  boy  with  encephalitis,  (3)  iso- 
lation of  parainfluenza  2 virus  from  the  throat  and 
ECHO  4 from  the  stool  of  an  eleven-year-old  boy 
with  meningitis,  and  (4,  5)  seroconversion  for 
mumps  virus  and  isolation  of  ECHO  4 from  the 
stools  of  2 female  patients  with  meningitis  or 
meningoencephalitis. 

Comment 

Of  the  wide  variety  of  neuropathogenic  viruses 
observed,  most  were  enteroviruses,  with  ECHO  4 
and  ECHO  9 the  prevalent  types.  As  in  the  pre- 
vious year,  mumps  and  herpes  simplex  were  the 
most  common  nonenteric  viruses.1 

Of  special  interest  was  the  finding  of  three  dif- 
ferent arthropod-borne  viruses:  California  en- 

cephalitis, Eastern  equine  encephalomyelitis,  and 
Powassan.  Arbovirus  infections  in  man  have 
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TABLE  IV.  Virus  diagnostic  findings  by  diagnosis  of  patient 


Diagnosis 


Number  of 
Patients 
with 
Labora- 
tory Diag- 
nostic 
Studies 


Number  of 
Laboratory 
Diagnostic 
Findings 


Agents  Indicated  (Number  of  Cases) *- 


Enteroviruses 


Nonenteric  viruses 


Encephalitis 

137 

41  (30  per  cent) 

ECHO  4 (18),  ECHO  6 (1), 

Herpes  simplex  (5),  mumps  (3), 

ECHO  9 (7),  Coxsackie  B2 

measles  (1),  California 

(1) 

encephalitis  (3),  Eastern 
equine  encephalomyelitis  (1), 
Powassan  (1) 

Meningoencephalitis 

44 

24  (55  per  cent) 

ECHO  4 (15),  ECHO  9 (2), 

Mumps  (5) 

ECHO  11  (1),  Coxsackie 
B2  (1) 

Abacterial  meningitisf 

280 

136  (49  per  cent) 

ECHO  3 (1),  ECHO  4 (85), 

Adeno  7 (2),  mumps  (3), 

ECHO  9 (26),  ECHO  11  (4), 
ECHO  22  (1),  ECHO  27  (1), 
Coxsackie  A4  (1),  Coxsackie 
A 10  (1),  Coxsackie  A16  (1), 
Coxsackie  B1  (1),  Coxsackie 
B2  (4),  Coxsackie  B3  (1), 
Coxsackie  B4  (1) 

parainfluenza  2 (1), 
California  encephalitis  (2) 

Postinfectious 

encephalomyelitis 

Guillain-Barre 

3 

0 

syndrome 

9 

0 

Paralysis 

7 

1 

Varicella  (1) 

Multiple  sclerosis 
Subacute  sclerosing 

3 

0 

panencephalitis 

2 

2 

Varicella  (1),  measles  (1) 

Others 

9 

2 

ECHO  4 (1),  Poliovirus  1,  2,  3 

(1) 

Totals 

494 

206  (41.5  per  cent) 

176 

30 

* Figures  in  parentheses  indicate  number  of  cases, 
t Includes  cases  with  diagnosis  of  aseptic  meningitis. 

rarely  been  observed 

in  our 

State.  Since  1960,  The  increase  in  the  number  of  patients  studied 

when  arbovirus  diagnostic  testing  began  in  our 
laboratory,  only  8 California  encephalitis  infec- 
tions have  come  to  our  attention.  In  1971,  1 pa- 
tient with  Eastern  encephalomyelitis  and  1 with 
Powassan  infection  were  the  first  such  cases  with 
laboratory  confirmation  reported  from  New  York 
State.  In  contrast  to  this  sporadic  occurrence  of 
human  arbovirus  infections,  evidence  has  been 
accumulated  over  the  past  decade  that  arbovirus- 
es are  widespread  in  wildlife,  arthropods,  and  do- 
mestic animals  in  New  York  State. 5,6,8_  14 

Where  evidence  of  simultaneous  or  closely 
spaced  infections  with  two  different  viruses  is 
found,  it  is  often  difficult,  if  not  impossible,  to  as- 
sess the  etiologic  role  of  each  virus.  Sometimes, 
however,  one  virus  is  obviously  nonneurotropic. 
Such  was  the  case  with  the  boy  from  whom  para- 
influenza 2,  a common  respiratory  virus,  was  iso- 
lated, as  well  as  ECHO  4.  Similarly,  adenovirus 
detected  in  the  stool  or  throat  of  children  with 
CNS  disease  can  be  assumed  to  be  a coincidental 
finding,  since  the  agent  is  very  common,  particu- 
larly among  children.  Coincidence  is  also  as- 
sumed in  the  patient  with  Reye’s  syndrome  from 
whom  vaccinelike  poliomyelitis  strains  were  iso- 
lated eight  days  after  administration  of  oral  po- 
liomyelitis vaccine. 


in  1971  (444)  over  those  in  1970  (190)  may  indi- 
cate a greater  awareness  by  physicians  in  New 
York  State  of  the  availability  of  laboratory  diag- 
nostic services.  An  increased  number  of  referrals 
and  diagnostic  findings  should  facilitate  the  recog- 
nition of  general  patterns  in  the  pathogenesis  and 
prognosis  of  CNS  disease  of  different  etiologies. 
The  1971  diagnostic  rate  of  40  per  cent  was  simi-. 
lar  to  the  1970  rate  of  37  per  cent.  The  failure  to 
demonstrate  a viral  etiology  in  60  per  cent  of  the 
cases  may  be  due  in  part  to  the  limitations  of 
present  viral  diagnostic  methods,  but  nonviral  eti- 
ology should  also  be  considered. 


Summary 

Between  March  and  November  1971,  the  cases 
of  494  patients  with  CNS  disease  of  suspected 
viral  etiology  were  studied;  70  per  cent  of  the 
cases  occurred  between  July  and  September.  All 
patients  were  residents  of  New  York  State,  exclu- 
sive of  New  York  City.  Diagnostic  findings  were 
obtained  in  201,  or  40  per  cent,  of  these  cases.  In 
5 cases,  the  finding  indicated  simultaneous  or 
closely  spaced  infection  by  two  different  agents. 
Enteroviruses,  the  major  group  of  pathogens, 
were  found  in  176  cases.  The  other  viruses  isolat- 
ed were  herpes  simplex  (5  cases),  mumps  (12), 
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California  encephalitis  (5),  Powassan  (1),  Eastern 
equine  encephalomyelitis  (1),  varicella  (2),  mea- 
sles (1),  parainfluenza  (1),  and  adenovirus  7 (2). 
Males  in  all  age  groups  appeared  to  be  more 
often  affected  than  females  and  children  more 
often  than  adults.  The  most  frequent  clinical 
diagnoses  were  aseptic  meningitis  (57  per  cent  of 
the  cases),  encephalitis  (28  per  cent)  and  menin- 
goencephalitis (9  per  cent).  Three  fatal  cases 
were  observed,  but  only  2 were  of  viral  etiology. 
In  one  of  these,  herpes  simplex  virus  was  isolated 
from  the  brain;  in  the  other,  ECHO  4 was  isolated 
from  the  spinal  fluid.  In  the  third  fatal  case,  iso- 
lations of  poliovirus  types  1,  2,  and  3 from  stool 
and  throat  were  apparently  coincidental.  This 
patient  had  received  oral  poliomyelitis  vaccine  one 
week  prior  to  onset  of  illness. 
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cently  had  a death  in  a thirty-nine-day-old  pre- 
mature infant  who  had  received  slightly  more 
than  the  dose  of  contrast  agent  currently  recom- 
mended by  pediatric  radiologists  in  the  United 
States,  Canada,  and  Great  Britain.  Certain  fea- 
tures of  this  patient’s  acute  reaction  resembled 
the  syndrome  produced  in  animals  given  lethal 
overdoses  in  acute  toxicity  studies. 

Our  experience  led  us  to  review  the  literature  in 
an  attempt  to  answer  several  questions.  Has  le- 
thal overdosage  occurred  during  intravenous  urog- 
raphy in  human  infants?  Was  overdosage  respon- 
sible for  the  death  of  our  patient?  Has  the  maxi- 
mum safe  dose  for  intravenously  administered 
contrast  media  been  established  for  human  in- 
fants? Are  dosage  schedules  currently  recom- 
mended for  this  age  group  safe?  What  is  the 
mechanism  of  the  “overdosage  reaction?” 

Contrast  media  toxicity 

In  a comprehensive  review  covering  the  years 
from  1930  to  1957,  Prendergrass  et  a/.1  recorded 
only  2 deaths  in  neonates  among  156  fatalities  fol- 
lowing intravenous  urography.  In  both  cases, 
death  was  attributed  to  overdosage  with  acetri- 
zoate  (Urokon).  They  concluded,  “The  dose  of 
the  contrast  medium  should  be  considerably  re- 
duced in  young  children.”  Quoting  Hope,  they 
recommended  a dose  of  about  1.3  cc.  per  kilogram 
(acetrizoate-70  per  cent)  for  a newborn  infant. 
This  was  equivalent  to  2.1  Gm.  of  iodine  for  a 
3.5-Kg.  infant. 

Following  the  introduction  of  modern  agents 
with  relatively  low  toxicity,  for  example,  sodium 
diatrizoate  (Hypaque),  methylglucamine  diatri- 
zoate  (Renografin),  and  iothalamate  meglumine 
(Conray)  there  has  been  a trend  toward  higher 
dosage  in  neonates  (Table  I).  The  major  objec- 
tives of  high-dose  urography  in  infants  have  been: 
(1)  to  improve  visualization,  particularly  in  the 
presence  of  impaired  renal  function,2-4  (2)  to  ob- 


TABLE  I.  Historical  evolution  of  dosage  of  contrast  media  for  intravenous  urography  in  neonates 


Author 

Year 

Contrast  Agent 

Prescription 

Dose  for  2-Kg. 
Premature  Infant 

Dose  for  3.5-Kg. 
Full-Term  Infant 

McClure49 

1957 

Diatrizoate-50 
per  cent 

8 cc. 

(2 . 4 Gm.  iodine) 

O’Connor, 

and 

Neuhauser5 

1963 

Diatrizoate-50 
per  cent 

2 

cc.  per  kilogram  (“often” 
4 cc.  per  kilogram) 

8 cc.* 

(2.4  Gm.  iodine) 

14  cc.* 

(4.2  Gm.  iodine) 

Standen  et  al .6 

1965 

Methylglucamine 

diatrizoate-60 

5 

cc.  per  kilogram;  repeat 
X 1 PRNf  (up  to  25  cc. 
maximum) 

10  cc. 

(2.9  Gm.  iodine) 

17.5  cc. 

(5.0  Gm.  iodine) 

Rowe,  Morse, 
and  Frye4 

1967 

Diatrizoate-50 
per  cent 

((' 

Push”  infusion  of  1:1  con- 
trast: water;  (a)  up  to  8 
lb.:  5 cc.  per  pound  of  mix- 
ture, (b)  8 to  20  pound: 
40  cc.  of  mixture 

11  cc. 

(3.3  Gm.  iodine) 

20  cc. 

(6.0  Gm.  iodine) 

Saxton7 

1969 

Iothalamate 

meglumine-420 

9 cc.** 

(3 . 8 Gm.  iodine) 

15  cc. 

(6.3  Gm.  iodine) 

Berdon  et  al.2 

1970 

Diatrizoate-50 
per  cent 

3 

cc.  per  kilogram 

6 cc. 

(1.8  Gm.  iodine) 

10.5  cc. 

(3.4  Gm.  iodine) 

* Calculated  for  maximum  dose  given  to  some  infants,  4 cc.  per  kilogram, 
t As  necessary. 

**  Not  stated  in  text;  calculated  as  60  per  cent  of  the  dose  for  full-term  infant. 
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There  have  been  very  few  reports  of  death  fol- 
lowing intravenous  urography  in  young  infants. 
In  all  age  groups,  overdosage  has  seldom  been 
blamed  for  severe  reactions  to  contrast  media  ad- 
ministered by  slow  intravenous  injection.  We  re- 
presented (in  part)  at  the  Spring  meeting  of  the  New  York 
Roentgen  Society,  April  24,  1970. 
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Dose-morbidity  rate  and  dose-mortality  rate  rela- 
tionships for  intravenously  administered  contrast 
media  have  been  established  for  several  species  but 
are  not  known  for  human  infants.  At  least  2 deaths 
have  occurred  during  intravenous  urography  in 
small  infants  who  received  doses  only  slightly  higher 
than  levels  currently  recommended  for  this  age 
group.  In  one  of  these  patients  the  acute  events 
closely  resembled  the  syndrome  produced  in  ex- 
perimental animals  by  lethal  doses  of  contrast 
media.  Pulmonary  injury  appears  to  be  the  initial 
event  clinically  and  experimentally  in  the  reaction 
to  overdosage.  Possible  mechanisms  of  the  over- 
dosage reaction  are  discussed. 
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tain  the  “bodygram”  effect,2’5  and  (3)  to  facilitate 
routine  voiding  cystourethrography  as  an  adjunct 
to  intravenous  urography.6 

Implicit  in  the  recommendations  for  higher  dos- 
age (up  to  6.3  Gm.  iodine  for  an  average  newborn) 
have  been  two  assumptions:  (1)  modern  contrast 

media  were  safe  to  use  at  these  dose  levels,  and 
(2)  doses  proportionately  much  greater  than  those 
employed  in  adults  were  well  tolerated  if  dehydra- 
tion was  avoided.  Recent  publications  have  re- 
iterated these  assumptions.2-7 

There  has  been  no  comprehensive  tabulation  of 
mortality  rates  following  intravenous  urography  in 
the  United  States  since  1958.  The  1968  report  of 
the  American  Medical  Association  Registry  on 
Adverse  Reactions8  and  surveys  in  several  Europe- 
an countries9- 12  have  not  mentioned  death  rates 
in  neonates.  In  1970,  Ansell13  of  Great  Britain, 
reported  deaths  in  2 neonates  who  had  received 
modern  contrast  media  methylglucamine  diatri- 
zoate  (Urografin,  Urovison).  Grossly  excessive 
dosage,  above  the  LD50*  for  the  rat,  was  clearly 
implicated  as  the  cause  of  death  in  one  case.  A 
smaller  overdosage  was  possibly  causative  in  the 
other.  This  2.28-Kg.  one-month-old  infant  re- 
ceived 25  cc.  of  methylglucamine  diatrizoate  (11 
cc.  per  kilogram;  total  of  8.1  Gm.  iodine),  a dose 
approximately  twice  that  recommended  by  Sax- 
ton,7 if  expressed  as  total  iodine  (Table  II). 

In  animal  experiments  LD50  toxicity  of  modern 
contrast  media  does  not  vary  greatly  from  drug 
to  drug,14  and  there  does  not  appear  to  be  any 
significant  difference  in  clinical  toxicity  when 
these  agents  are  administered  by  slow  intravenous 
injection."  The  most  detailed  data  available  in 
the  literature  are  for  diatrizoate.  Five  cc.  per 
kilogram  (3  Gm.  iodine  per  kilogram),  a dose  fre- 
quently employed  in  human  infants,  is  approxi- 
mately 25  per  cent  of  the  LD5o  for  the  intact  adult 
cat,15  although  this  dose  exceeds  the  LD50  for  the 

*Lethal  dose  of  radiation  for  50  per  cent  of  the  unshielded 
population. 
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TABLE  III.  Acute  intravenous  toxicity  of  contrast  media* 


r-,  _ 

Agent 

Salt 

Species 

Mor- 

tality 

Grams 

per 

Kilo- 

gram 

Grams 

Iodine 

per 

Kilo- 

gram 

Author 

Diatrizoate-50  per  cent 

Sodium 

Mouse 

LDi0 

14.0 

8.4 

F rommhold 10 

Diatrizoate-50  per  cent 

Sodium 

Rat 

LD;o 

11.4 

6.8 

F rommhold 10 

Diatrizoate-50  per  cent 

Sodium 

Cat 

LD50 

11.3 

6.7 

Frommhold10 

Diatrizoate-50  per  cent 

Sodium 

Anephric  cat 

LD;,o 

13.2 

7.9 

Becker  and 
Berdon16 

Iothalamate-60  per  cent 

Methylglucamine 

Mouse 

LDjo 

17.0 

10.5 

Strain  and  Rogoff14 

Iothalamate-60  per  cent 

Methylglucamine 

Rat 

LDjo 

20.0 

12.4 

Strain  and  Rogoff14 

Diatrizoate-76  per  cent 

Methylglucamine 

Rat 

LD50 

14.7 

7.2 

Kaufmann  et  al.1' 

Diatrizoate-76  per  cent 

Methylglucamine 

Newborn  rat 

LD50 

7.6 

3.7 

Kaufmann  et  al.11 

Diatrizoate-76  per  cent 

Methylglucamine 

Human  newborn 

0 

3.0 

1.5 

Kaufmann  et  al. 17 

Diatrizoate  50  per  cent 

Sodium 

Human  newborn 

0 

3.0 

1.8 

Standen  et  al.6 

* Modem  contrast  media  only. 


anephric  cat16  (Table  III).  There  is  very  little 
toxicity  data  available  for  the  newborn  animal. 
Kaufmann  et  al. 17  found  that  the  LD50  for  the 
newborn  rat  (determined  for  several  modern  con- 
trast media  introduced  by  the  umbilical  vein)  was 
about  50  per  cent  of  the  published  LD50  for  the 
adult  rat.  However,  doses  up  to  4 cc.  per  kilo- 
gram (1.5  Gm.  iodine  per  kilogram)  of  75  per  cent 
medium  did  not  result  in  any  deaths;  the  100  per 
cent  tolerance  of  newborn  rats  was  not  established 
in  this  study. 

In  the  1950s,  Hoppe18  performed  a series  of 
acute  toxicity  studies  using  slow  peripheral  intra- 
venous injections  of  contrast  media  in  several 
species.  He  observed  that  “the  relationship  be- 
tween dose  and  mortality  rate  for  each  compound 
tested  was  sharp  and  clearly  defined.  No  symp- 
toms of  systemic  intoxication  were  observed  until 
the  dose-mortality  range  was  entered.  When  this 
was  done,  the  mortality  rate  rose  very  rapidly  as 
the  dose  was  increased  within  narrow  limits.” 

In  man,  the  relationship  of  dose  to  toxicity  of 
contrast  media  is  poorly  understood.  In  1958, 
Knoefel19  pointed  out  the  difficulty  of  extrapolat- 
ing the  animal  data  to  man.  At  that  time  the 
tabulated  mortality  rate  in  man  following  intrave- 
nous urography  was  approximately  1 in  100,000 
examinations.  The  conventional  adult  dosage  of 
iodopyracet  (Diodrast)  was  120  mg.  per  kilogram. 
The  intravenous  dose  of  iodopyracet  lethal  to  1 rat 
in  100,000  was  about  4,000  Gm.  per  kilogram. 
The  LD.50  in  rats  was  6,000  mg.  per  kilogram. 
The  extrapolated  LD50  in  man  would  be  about 
200  mg.  per  kilogram,  a dose  of  only  33  cc.  per 
kilogram  for  an  average  adult! 

Knoefel19  proposed  two  possible  explanations  for 
this  paradox:  (1)  that  the  characteristic  curve  for 

toxicity  is  much  less  steep  in  man  than  in  experi- 
mental animals,  and  that  some  individuals  pos- 
sess a quantitative  idiosyncrasy;  that  is,  they  re- 
spond in  a manner  in  which  all  individuals  would 
respond  if  given  enough  drug  but  do  so  at  a small 
dose.  Or  (2)  that  individuals  who  die  have  a 
qualitative  idiosyncrasy,  and  the  production  of 


this  atypical  response  bears  little  relation  to  the 
dose;  this  qualitative  idiosyncrasy  is  so-called 
“drug  allergy.” 

Knoefel19  concluded  that  most  deaths  that  oc- 
curred after  injection  of  relatively  small  doses  of 
contrast  media  were  of  the  latter  type,  although 
the  precise  mechanism  of  the  severe  reaction  was 
not  understood.  He  did  not  comment  on  the  na- 
ture and  frequency  of  overdosage  reactions  in  hu- 
mans. 

The  manifestations  and  proposed  mechanisms 
of  the  various  types  of  adverse  reactions  to  con- 
trast media  have  been  reviewed  in  several  recent 
publications.20"22  The  lethal  syndrome  that  de- 
veloped in  our  patient  resembles  the  severe  reac- 
tion that  has  occurred  in  some  of  the  reported 
cases. 

Case  report 

Our  patient  was  a premature  male  infant  (birth 
weight  1,520  Gm.,  3 pounds,  4 ounces,  estimated 
thirty-four-weeks  gestation  period)  who  had  been  suc- 
cessfully treated  for  Staphylococcus  aureus  sepsis, 
complicating  an  infected  cut-down  site,  during  the  sec- 
ond week  of  life.  On  the  thirty-ninth  day  he  weighed 
2,140  Gm.  (4  pounds,  7 ounces)  and  had  been  doing 
well  for  several  weeks.  An  intravenous  urogram  was 
requested  to  determine  whether  renal  damage  had  oc- 
curred during  the  episode  of  sepsis. 

Fourteen  cc.  of  iothalamate  meglumine-60  (7  cc.  per 
kilogram,  total  of  5.9  Gm.  iodine)  were  injected  into  an 
antecubital  vein  with  a 23-gauge  scalp-vein  needle.  At 
the  end  of  the  injection,  the  infant  became  apneic  and 
cyanotic,  and  bloody  froth  welled  up  in  the  pharynx 
and  nares.  There  was  marked  bradycardia  (rate:  50 

per  minute)  but  cardiac  arrest  did  not  occur.  The  in- 
fant did  not  convulse.  Coarse  rales  were  audible  in 
both  lungs.  Resuscitation  was  attempted  with  exter- 
nal cardiac  massage  and  tracheal  intubation.  After 
tracheal  suction,  aeration  improved,  and  the  heart  rate 
was  100  to  120  per  minute.  However  the  pupils  were 
dilated  and  unreactive.  A radiograph  done  about  one 
hour  after  the  injection  showed  extensive  ill-defined 
densities  in  both  lungs  (Fig.  1).  There  was  diffuse 
opacification  of  abdominal  viscera  (“bodygram”),  and 
the  urinary  bladder  was  opacified. 
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FIGURE  1 (A)  Normal  chest  film,  obtained  ten  days  before  intravenous  urogram  (B)  Chest  roentgenogram  ob- 

tained one  hour  after  intravenous  injection  of  contrast  medium.  Patchy  consolidation  in  both  lungs,  consistent  with 
pulmonary  edema  and  hemorrhage. 


FIGURE  2.  Low-power  photomicrograph  of  lung,  from 
dependent  portion  of  right  lower  lobe.  Extensive  recent 
hemorrhage  and  focal  atelectasis.  Other  fields  showed 
edema,  engorged  capillaries,  and  blood-filled  bronchi. 

The  patient  was  placed  on  the  Emerson  respirator. 
Marked  tachypnea  and  tachycardia  were  now  present, 
and  coarse  rales  were  audible  in  both  lungs.  There 
was  transient  neurologic  improvement,  but  death  oc- 
curred nineteen  hours  after  the  injection  of  contrast 
medium. 

At  autopsy  the  major  findings  were  in  the  lungs. 
Dependent  portions  were  airless  and  oozed  blood  on 
sectioning.  Microscopically,  there  was  diffuse  atelec- 
tasis with  extensive  areas  of  recent  hemorrhage  (Fig. 
2).  In  other  areas  there  was  moderate  pulmonary 
edema.  Some  of  the  alveolar  spaces  were  lined  with 
pink  fibrinous  material.  One  small  arteriole  contained 
a fibrin  thrombus.  Otherwise  the  blood  vessels  were 
unremarkable. 

The  kidneys  showed  marked  congestion  at  the  corti- 
comedullary  junction.  There  was  no  necrosis.  The 


brain  was  normal  on  gross  and  microscopic  examina- 
tion. 

Comment 

The  acute  reaction  that  developed  in  this  pa- 
tient is  strikingly  similar  to  that  seen  in  experi- 
mental animals  that  have  been  given  lethal  over- 
doses. In  the  classic  studies  of  Hoppe,  Larsen, 
and  Coulston15  and  Hoppe,18  slow  intravenous  in- 
jection of  a lethal  dose  was  invariably  followed  by 
convulsions  and  respiratory  arrest,  and  froth 
tinged  with  fresh  blood  appeared  at  the  animal’s 
external  nares.  Autopsy  findings  revealed  right 
heart  dilatation  and  extensive  pulmonary  hemor- 
rhage and  edema.  Hoppe18  attributed  these  find- 
ings to  massive  capillary  breakdown  in  the  lungs. 
He  considered  the  principal  cause  of  death  to  be 
acute  cor  pulmonale.  Such  massive  disruption  of 
the  pulmonary  circulation  apparently  had  not 
been  observed  in  man  as  a complication  of  intra- 
venous urography.  The  detailed  pathophysiologic 
condition  of  the  pulmonary  injury  was  not  stud- 
ied. 

When  an  animal  was  given  a much  smaller  dose 
intracisternally,  convulsions  occurred  without  as- 
sociated pulmonary  changes.  Hoppe18  suggested 
that  an  unusually  permeable  blood-brain  barrier 
might  exist  in  human  beings  who  experienced 
convulsions  with  small  doses  of  contrast  medium. 

Several  investigators  performing  simulated  in- 
travenous aortography  and  angiocardiography  in 
the  dog  have  produced  a syndrome  of  apnea,  bra- 
dycardia, pulmonary  hypertension,  systemic  hy- 
potension, acute  pulmonary  injury  (edema,  hem- 
orrhage), and  myocardial  injury  (electrocardio- 
graphic changes).23'27  Acetrizoate  was  much  more 
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toxic  to  the  lung  than  the  modern  agents.  In  ex- 
periments by  Bernstein  et  al.23  employing  sodium 
diatrizoate-90  per  cent,  the  response  was  propor- 
tional to  the  dose  employed,  and  pulmonary  injury 
appeared  to  be  the  major  factor  in  the  animals’ 
deaths.  The  LD50  was  3 Gm.  per  kilogram  (1.8 
Gm.  iodine  per  kilogram),  and  the  LDioo  was  5 Gm. 
per  kilogram  (3  Gm.  iodine  per  kilogram);  pul- 
monary hemorrhage  and  edema  were  detected  in 
animals  that  had  received  doses  as  low  as  1 Gm. 
per  kilogram  (0.6  Gm.  iodine  per  kilogram). 

Bernstein28  proposed  the  following  sequence  to 
explain  the  pulmonary  injury: 

1.  Red  blood  cells  aggregate  in  the  lungs  due  to 
the  physicochemotoxic  effect  on  erythrocytes  pro- 
duced by  high  concentrations  of  contrast  media. 

2.  Multiple  small  red  blood  cell  emboli  plug  the 
pulmonary  microvasculature,  producing  acute 
pulmonary  hypertension. 

3.  The  pulmonary  emboli  trigger  the  vagally 
mediated  Bezold-Jarisch  reflex  (bradycardia, 
apnea,  systemic  hypotension). 

4.  Stasis  of  blood  in  the  pulmonary  microvascu- 
lature causes  prolonged  contact  time  of  the  con- 
trast medium  with  the  vessel  wall,  and  the  result- 
ing endothelial  damage  leads  to  pulmonary  edema 
and  hemorrhage. 

5.  There  is  a transient  impairment  of  blood 
coagulation,  followed  by  a period  of  hypercoagula- 
bility; these  changes  may  be  significant  in  the  first 
minute  or  two  when  pulmonary  hemorrhage  oc- 
curs.29'30 

6.  Later,  anoxia  contributes  to  further  pulmo- 
nary damage. 

Although  sludging  of  erythrocytes  has  been  seen 
in  the  lung  during  experimental  angiocardiogra- 
phy24 and  in  in  vivo  preparations,31,32  there  is  no 
firm  evidence  that  this  phenomenon  occurs  to  a 
significant  degree  after  slow  peripheral  injection 
in  the  human  subject.  Sobin  et  al ,33  detected 
short-lived  aggregates  of  erythrocytes  in  the  con- 
junctival capillaries  of  a high  proportion  of  human 
subjects  following  intravenous  urography  with  20 
cc.  of  diatrizoate,  but  Lindgren,  Lofstrom,  and 
Saltzman34  were  unable  to  confirm  this  observa- 
tion. It  is  attractive  to  speculate  that  significant 
erythrocyte  sludging  can  occur  in  the  pulmonary 
vascular  bed  when  very  high  doses  of  contrast  me- 
dium are  injected  peripherally,  thus  triggering  the 
sequence  of  pathophysiologic  events  postulated  by 
Bernstein.28  It  would  be  worthwhile  to  restudy 
acute  intravenous  toxicity  to  determine  whether 
erythrocyte  sludging  precedes  the  massive  capil- 
lary breakdown  described  by  Hoppe.18 

An  alternative  mechanism  that  may  explain 
acute  pulmonary  damage  following  contrast  medi- 
um injection  was  proposed  by  Veith  et  al ,35  to  ac- 
count for  the  pathophysiologic  events  that  occur 
after  a variety  of  insults,  such  as  trauma,  hemor- 
rhagic shock,  histamine  injection,  incompatible 
blood  transfusion,  and  the  administration  of  recir- 


culated pump-oxygenator  blood.  Overdosage 
with  contrast  media  was  not  evaluated  by  these 
investigators.  Pulmonary  damage,  manifested  by 
an  abrupt  rise  in  pulmonary  vascular  resistance, 
may  be  evident  within  a few  minutes  after  the  ad- 
ministration of  the  injurious  agent  to  the  experi- 
mental animal.  The  initial  event  is  presumed  to 
be  arteriolar  vasoconstriction.  Periarterial  hem- 
orrhage results  from  the  rupture  of  small  blood 
vessels  originating  proximal  to  the  site  of  constric- 
tion. Following  these  primary  events,  other  mor- 
phologic and  functional  pulmonary  changes  occur: 
alveolar  hemorrhage,  pulmonary  edema,  capillary 
engorgement.  These  secondary  events  probably 
represent  a decompensatory  phase  of  pulmonary 
vascular  reactivity,  wherein  the  ischemia  engen- 
dered in  the  primary  constrictive  phase  results  in 
irreversible  vascular  injury. 

The  etiology  and  mechanism  of  the  primary  va- 
soconstrictive phase  are  not  known.  The  authors 
suggest  that  a “common  humoral  agent  produced 
or  released  from  blood”  is  responsible  for  the  pul- 
monary vascular  response  occurring  in  a wide  va- 
riety of  pathologic  states.  They  were  unable  to 
demonstrate  macroaggregates  of  formed  elements 
in  the  pulmonary  vasculature;  however  they  con- 
ceded that  such  macroaggregates  could  release  a 
humoral  agent  which  in  turn  evokes  the  described 
pulmonary  vascular  response. 

Another  possible  mechanism  for  acute  pulmo- 
nary edema  following  contrast  medium  injection  is 
the  well-known  reflex  pulmonary  edema  that  is 
associated  with  central  nervous  system  injury  and 
is  probably  mediated  by  vagal  pathways.36  It  has 
not  been  determined  whether  acute  central  ner- 
vous system  injury  occurs  with  “idiosyncratic” 
contrast  media  reactions.  Immediate  convul- 
sions occasionally  occur  in  such  reactions,  but  it  is 
not  clear  whether  they  are  attributable  to  a direct 
effect  on  the  nervous  system  or  are  secondary  to 
peripheral  events,  such  as  anoxia  or  acid-base  or 
electrolyte  disturbances.  Significant  concentra- 
tions of  contrast  medium  cannot  be  detected  in 
the  cerebrospinal  fluid  within  the  first  few  min- 
utes after  intravenous  injection  of  large  doses  of 
contrast  media  in  patients  with  renal  failure,  but 
cerebrospinal  fluid  levels  increase  with  the  pas- 
sage of  time.37  This  phenomenon  may  explain  the 
response  of  a patient  described  by  Ansell,13  a 
three-week-old  3.6-Kg.  infant  in  renal  failure  who 
had  no  initial  reaction  but  who  developed  convul- 
sions two  hours  after  the  injection  of  40  cc.  of  60 
per  cent  methylglucamine  diatrizoate. 

We  can  only  speculate  about  the  mechanism  of 
the  acute  episode  in  our  patient.  Although  pul- 
monary edema  secondary  to  central  nervous  sys- 
tem injury  could  not  be  entirely  excluded,  the  in- 
fant did  not  convulse,  and  direct  pulmonary  inju- 
ry was  felt  to  be  more  likely.  The  chest  radio- 
graph, obtained  one  hour  after  the  injection,  was 
consistent  with  either  pulmonary  hemorrhage  or 
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edema  or  a mixture  of  these  processes.  The  in- 
fant survived  eighteen  hours,  so  that  the  extensive 
pulmonary  changes  seen  at  autopsy  undoubtedly 
reflected  superimposed  agonal  damage  related  to 
“shock  lung,”  anoxia,  and  respirator  therapy. 
Precise  monitoring  of  the  hemodynamic  events 
and  studies  of  blood  coagulation,  viscosity,  and 
osmolarity  were  not  done;  without  such  data  it  is 
not  possible  to  identify  the  pathophysiologic  pro- 
cesses that  resulted  in  this  death. 

Extensive  pulmonary  hemorrhage,  which  appar- 
ently developed  very  abruptly,  was  a striking  fea- 
ture of  this  case.  Hemorrhagic  complications  are 
not  unusual  after  angiography,30,38  but  have  not 
been  mentioned  as  a complication  of  intravenous 
urography  in  the  surveys  cited  previously. 

The  role  of  altered  blood  coagulation  in  contrast 
media  reactions  is  not  clear.  High  concentrations 
of  contrast  media  have  anticoagulant  (antithrom- 
bin) activity  in  vivo  and  in  vitro.30  Transient  de- 
crease of  several  components  of  the  intrinsic  and 
extrinsic  coagulation  systems  has  been  detected  in 
patients  undergoing  angiocardiography,  although 
no  hemorrhagic  sequelae  occurred.  Reversible 
binding  of  plasma  coagulation  factors  (globulins) 
to  contrast  media  was  suggested  as  a possible 
mechanism.38 

Several  French  investigators  have  found  evi- 
dence of  fibrinolysis  in  patients  experiencing 
idiosyncratic  reactions  to  contrast  media.39,40  No 
attempt  was  made  to  relate  the  degree  of  fibrinol- 
ysis to  the  quantity  of  contrast  agent  injected,  and 
“overdosage”  was  not  considered  a factor  in  any  of 
the  adverse  reactions.  Fibrinolysis  was  generally 
detected  in  the  absence  of  frank  bleeding,  but  oc- 
casionally a “hemorrhagic  syndrome”  developed. 
At  least  one  such  case  has  appeared  in  the  Amer- 
ican literature.  Trinkner  and  Perkins41  described 
an  adult  male  who  developed  hematuria  and  cuta- 
neous hemorrhage  after  successive  injections  of  di- 
atrizoate-50  per  cent  and  meralluride  sodium 
(Mercuhydrin)  for  intravenous  urography.  Severe 
transient  fibrinogenopenia  was  detected,  which 
the  authors  attributed  to  fibrinolysis  rather  than 
to  intravascular  clotting.* 

Stuhl,  Gillot,  and  Sotty39  postulated  a complex 
train  of  events  whereby  fibrinolysis  led  to  “aller- 
gic” manifestations  or  anaphylactic  shock;  Sotty 
and  Gillot43  and  Weill  and  Weill40  have  recom- 
mended EACA  (epsilon-aminocaproic  acid),  a po- 
tent inhibitor  of  plasminogen  activation,  for  the 
prevention  and  treatment  of  contrast  media  reac- 
tions. 

It  is  not  known  whether  significant  fibrinolysis 
occurs  in  high-dose  urography  and  whether  it  con- 

*The latter  distinction  may  be  invalid.  The  current  con- 
cept of  the  defibrination  syndromes,  as  presented  by  Deykin,42 
is  that  they  are  the  consequence  of  an  extremely  complex  dis- 
array of  the  hemostatic  mechanism  in  which  evidence  of  accel- 
erated coagulation  and  of  activation  of  the  fibrinolytic  system 
is  manifest  simultaneously  in  a patient  with  varying  degrees  of 
thrombosis  and  bleeding. 


tributes  to  the  pulmonary  hemorrhage  encoun- 
tered in  the  overdosage  reaction.  If  significant 
fibrinolysis  does  occur,  treatment  with  an  antifi- 
brinolytic agent  such  as  EACA  may  be  of  value. 
EACA  may  trigger  intravascular  thrombosis,  and 
its  safety  in  routine  prophylaxis  has  not  been  es- 
tablished.44 

Other  events  associated  with  injections  of  large 
doses  of  contrast  media  may  produce  effects  in  the 
lung.  Standen  et  al.6  found  that  significant 
hyperosmolarity  accompanied  high-dose  urogra- 
phy in  infants.  There  was  a parallel  drop  in 
hematocrit,  reflecting  hemodilution.  Maximum 
changes  occurred  two  and  a half  minutes  after  the 
start  of  the  injection,  that  is,  approximately  at  the 
end  of  the  injection.  Osmolarity  was  nearly  nor- 
mal after  fifteen  minutes,  although  significant  de- 
pression of  hematocrit  was  detected  in  some 
babies  at  sixty  minutes.  No  clinical  ill  effects 
were  noted  in  any  of  the  infants.  As  a safety  fac- 
tor, Standen  et  al.6  warned  that  repeat  injections 
should  not  be  administered  within  fifteen  min- 
utes. 

Blood-volume  changes  were  not  measured  in 
these  infants,  but  it  is  likely  that  there  was  a 
transient  expansion  of  blood  volume.  Hyper- 
volemia can  cause  acute  pulmonary  edema45  and 
may  have  been  a contributory  factor  in  our  pa- 
tient and  in  2 of  the  infants  reported  by  Ansell.13 

Baghdassarian  et  al.4 6 recommended  a dose  of  5 
to  6 cc.  of  diatrizoate-75  per  cent  in  the  newborn 
“in  order  to  minimize  the  overall  volume  inject- 
ed.” The  authors  apparently  were  not  concerned 
about  the  high  osmolarity  of  this  agent.  Al- 
though the  recommended  dose  was  relatively 
small,  equivalent  to  2 to  3 cc.  per  kilogram  of  di- 
atrizoate-50  per  cent  for  a 3.5-Kg.  infant,  the  high 
osmolarity  might  be  of  considerable  significance  if 
dosage  schedules  were  revised  upward  or  if  repeat 
injections  were  employed. 

It  has  not  been  established  that  reduction  of  the 
injected  volume  of  contrast  medium,  without  par- 
allel reduction  of  its  osmolarity  and/or  iodine  con- 
tent, enhances  the  safety  of  intravenous  urogra- 
phy.7 In  experimental  angiocardiography,  toxici- 
ty is  more  closely  related  to  osmolarity  than  to 
volume  of  contrast  medium  when  equal  amounts 
of  iodine  are  delivered.26  Dilution  of  the  contrast 
medium  with  water  would  reduce  the  osmolarity 
of  the  injected  fluid,  although  the  total  osmotic 
load  would  be  unchanged,  and  the  total  volume 
needed  to  deliver  an  equivalent  amount  of  iodine 
would  be  increased.  Because  of  the  theoretical 
enhancement  of  safety  achieved  by  decreasing 
osmolarity,  Lindgren,  Saltzman,  and  Tornell47  ad- 
vocated isotonic  drip  infusions  for  intravenous 
urography. 

It  has  not  been  established  whether  or  not  rate 
of  injection  is  a factor  in  clinical  toxicity  following 
intravenous  urography,  particularly  when  very 
large  doses  are  employed  in  infants.  Although  the 
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consensus  is  that  rate  of  injection  is  unimportant," 
this  variable  has  almost  never  been  accurately  re- 
corded in  reports  of  adverse  reactions,  and  its  sig- 
nificance cannot  be  assessed.  Rate  of  injection 
was  not  recorded  for  our  patient,  nor  for  the  in- 
fants reported  by  Ansell.13  Although  “slow”  in- 
jection rates  are  generally  recommended  for  in- 
fants," the  maximum  delivery  rates  achieved  with 
small-caliber  needles  are  necessarily  slow.  With 
simulated  hand  injection  (4-Kg.  pressure),  it  takes 
four  minutes  and  twenty-four  seconds  to  deliver 
20  cc.  of  methvlglucamine  diatrizoate-76  per  cent 
through  a 23-gauge  scalp  vein  needle.  An  equal 
volume  of  a low  viscosity  congener  of  this  medium 
containing  13  per  cent  less  iodine  per  cubic  centi- 
meter, can  be  delivered  in  one-minute,  thirty-five 
seconds — significantly  faster  but  still  far  short  of 
angiographic  delivery  rates.48  Standen  et  al ,6  felt 
that  the  long  injection  times  needed  to  administer 
large  doses  of  viscous  contrast  media  to  infants  was 
a built-in  safety  factor  that  prevented  very  abrupt 
rises  in  blood  osmolarity  and  the  potentially 
“disastrous”  sequelae  of  such  rises.  However,  the 
rate  and  duration  of  rise  in  osmolarity  and  fall  in 
hematocrit  were  not  determined  for  different  rates 
of  injection. 

There  has  been  an  ongoing  debate  about  the 
ideal  dose  and  concentration  of  contrast  medium 
needed  to  achieve  optimal  opacification  of  the  uri- 
nary tract.  Some  of  the  pertinent  theoretical  con- 
siderations have  recently  been  reviewed  by  Berdon 
et  al.2  For  the  newborn,  these  authors  used  a 
dose  of  contrast  medium  (diatrizoate-50  per  cent) 
that  was  significantly  lower  than  the  dose  recom- 
mended in  other  recent  publications,  and  only  25 
per  cent  more  than  the  dose  employed  by 
McClure,49  who  published  one  of  the  earliest  re- 
ports on  the  use  of  this  agent  in  infants  in  1957 
(Table  I).  At  this  dose  level,  the  collecting  sys- 
tems were  adequately  opacified  and  “nephro- 
gram” and  “bodygram”  effects  were  obtained  even 
in  infants  with  severely  impaired  renal  function. 

Rowe,  Morse,  and  Frye4  recommended  “push” 
infusions  of  5 ml.  per  kilogram  of  diatrizoate-50 
per  cent,  diluted  1:1  with  water,  to  achieve  opti- 
mal filling  of  the  upper  urinary  tracts  in  infants 
and  children.  They  did  not  state  whether  they 
compared  the  quality  of  their  studies  with  exami- 
nations performed  with  the  same  dose  of  undilut- 
ed contrast  medium. 

Earlier,  Standen  et  al.6  had  achieved  vivid  and 
prolonged  opacification  of  the  entire  urinary  tract 
at  the  same  dose  level,  using  undiluted  methyl- 
glucamine  diatrizoate-60  per  cent. 

An  inherent  feature  of  dilution  schedules  is  that 
they  entail  additional  manipulation  of  the  drug, 
leading  to  increased  risk  of  error  in  label  identifi-. 
cation  and  dose  calculation.  A prescription  call- 
ing for  n cc.  of  X (drug)  T n cc.  of  Y (diluent) 
will  inevitably  lead  to  the  administration  of  2 nX 
to  some  patient,  somewhere,  according  to  Mur- 


phy’s Law  which  states,  “If  something  can  go 
wrong,  it  will.” 

Murphy’s  Law  operated  in  our  patient.  The 
posted  dosage  schedule  called  for  3 cc.  per  kilo- 
gram of  contrast  medium  diluted  with  an  equal 
volume  of  water,  which  is  a modification  of  the 
dosage  schedule  recommended  by  Rowe,  Morse, 
and  Frye.4  The  correct  dose  for  this  patient 
should  have  been  6 cc.  of  contrast  medium  plus  6 
cc.  of  water.  The  administration  of  14  cc.  of  con- 
trast medium  was  apparently  due  to  a twofold 
error:  (1)  the  “total  volume”  column  was  mis- 

read as  total  dose  of  contrast  medium,  and  (2)  the 
dose  calculation  (cubic  centimeters  times  kilo- 
grams) was  only  roughly  estimated. 

Our  patient  received  2.9  Gm.  iodine  per  kilo- 
gram, a total  of  5.9  Gm.  iodine.  The  one-month- 
old  infant  reported  by  Ansell13  received  3.5  Gm. 
iodine  per  kilogram,  a total  of  8.1  Gm.  iodine.  If 
these  deaths  were  truly  the  result  of  overdosage, 
then  these  doses  provide  two  points  that  may  be 
used  to  plot  the  dose-mortality  rate  relationship 
for  human  infants.  Of  course,  the  data  is  too 
fragmentary  to  accurately  delineate  the  dose-mor- 
tality rate  range.  However,  until  this  range  is 
known,  excessive  dosage  should  be  avoided.  With 
the  dosage  schedule  proposed  by  Rowe,  Morse, 
and  Frye,4  a simple  dilution  error  could  result  in  a 
dose  of  11  cc.  per  kilogram  (3.3  Gm.  iodine  per 
kilogram;  total  of  6.6  Gm.  iodine  for  a 2-Kg.  pre- 
mature infant).  We  believe  that  the  dose  pre- 
scribed for  neonates  (5.5  cc.  per  kilogram  of  di- 
atrizoate-50 per  cent)  is  larger  than  necessary; 
moreover,  the  equivocal  enhancement  of  opacifi- 
cation achieved  by  a 1:1  dilution  of  the  contrast 
medium  does  not  warrant  the  introduction  of  an 
additional  Murphy’s  Law  hazard  into  intravenous 
urography. 

Inadvertent  overdosage  may  result  from  various 
other  causes,  such  as  dose-for-weight  calculation 
errors,  pound-kilogram  confusion,  or  lapses  in 
memory.  The  latter  may  have  been  responsible 
for  the  gross  over-dosage  in  Ansell’s13  nineteen- 
day-old  infant.  To  minimize  the  risk  of  overdos- 
age, we  believe  that  certain  precautions  should  be 
taken:  (1)  the  dosage  schedule  for  infants  should 

be  posted  in  each  radiographic  room;  (2)  undilut- 
ed contrast  agent,  straight  from  the  bottle  should 
be  used;  if  an  agent  with  lower  osmolarity  is  de- 
sired, a dilute  preparation  (diatrizoate-25  per  cent 
or  the  equivalent)  should  be  employed,  and  should 
be  drawn  up  into  a syringe  for  use;  and  (3)  the  dos- 
age schedule  should  be  tabular,  with  the  total 
dose  listed  for  each  weight  (pound  by  pound  and 
kilogram  by  kilogram). 

It  would  be  desirable  to  tabulate  the  experience 
of  pediatric  centers,  particularly  their  experience 
with  inadvertent  overdosage,  to  determine  dose- 
morbidity  rate  and  dose-mortality  rate  relation- 
ships for  intravenously  administered  contrast 
media  in  human  infants.  If  and  when  “overdos- 
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age”  reactions  are  encountered,  careful  documen- 
tation of  the  hemodynamic  events  and  complete 
laboratory  evaluation  (particularly  study  of  blood 
osmolarity  and  viscosity  and  blood  coagulation, 
including  the  fibrinolytic  system)  would  be  helpful 
in  clarifying  the  mechanism  of  such  reactions. 

Summary 

Dose-morbidity  rate  and  dose-mortality  rate  re- 
lationships for  intravenously  administered  con- 
trast media  have  been  established  for  several 
species  but  are  not  known  for  human  infants.  At 
least  2 deaths  have  occurred  during  intravenous 
urography  in  small  infants  who  received  doses 
only  slightly  higher  than  levels  currently  recom- 
mended for  this  age  group.  In  one  of  these  pa- 
tients the  acute  events  closely  resembled  the  syn- 
drome produced  in  experimental  animals  by  lethal 
doses  of  contrast  media.  Pulmonary  injury  ap- 
pears to  be  the  initial  event  in  the  clinical  and  in 
the  experimental  overdosage  reaction.  Possible 
mechanisms  of  the  overdosage  reaction  are  dis- 
cussed. 

Department  of  Radiology 
State  University  Hospital 
Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklvn,  New  York  11203 
(DR.  KASSNER) 

Addendum 

The  mechanisms  of  contrast-media  toxicity  have 
been  reviewed  in  greater  depth  in  a special  contrast 
media  issue  of  Investigative  Radiology.50 

Additional  acute  toxicity  experiments  have 
been  done  in  dogs  to  simulate  overdosage  during 
intravenous  urography.  Cardiorespiratory  failure 
was  the  cause  of  death  and  toxicity  was  correlated 
with  the  hypertonicity  of  the  injected  solution.51 

Current  dosage  practices  and  frequency  of  severe 
reactions  in  children  were  determined  in  a ques- 
tionnaire survey  of  the  Society  for  Pediatric 
Radiology.  The  72  hospitals  responding  reported 
22  severe  reactions  and  8 deaths.  Seven  reac- 
tions, not  necessarily  the  fatalities,  were  felt  to  be 
dose  related;  precise  dose-morbidity  and  dose- 
mortality  data  was  not  provided.52 

An  additional  case  report  of  overdose-related 
death  in  an  infant  has  been  published  by  Gillen- 
water.53  This  five-month-old  infant  received  4 
cc.  per  pound  of  methylglucamine  diatrizoate 
(Renografin-60  per  cent). 
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In  Part  I of  this  report,  which  appeared  in  the 
July  15  issue  of  the  Journal,  the  author  discussed 
various  modes  of  treatment  for  patients  with  car- 
diogenic shock.  Preventive  aspects  were  beyond 
the  scope  of  this  review,  but  a number  of  agents 
used  in  the  general  care  of  myocardial  infarction 
and  cardiogenic  shock,  including  those  used  for 
early  relief  of  pain,  were  mentioned.  Included  in 
the  modes  of  treatment  discussed  were  arterial 
catheterization,  acid-base  and  electrolyte  balance, 
treatment  for  anemia  and  altered  blood  viscosity, 
monitoring  techniques,  treatment  for  myocardial 
and  systemic  hypoxia,  and  oxygen  therapy.  Part 
II  will  further  discuss  treatment  for  cardiogenic 
shock  through  the  use  of  therapeutic  agents  and 
procedures. 

Catecholamines 

Among  the  clinician’s  armamentarium  of  thera- 
peutic agents  and  procedures  for  cardiogenic 
shock,  use  of  one  or  another  of  the  vasoactive 
amines  is  perhaps  the  most  prevalent  (Fig.  7). 
Several  comprehensive  reviews  of  the  fundamen- 
tal actions  of  the  catecholamines  have  recently 
appeared  and  therefore  will  not  be  discussed  fur- 
ther here.106-137-139  A spectrum  of  vasoactive 
agents  are  available  to  the  physician  who  must  se- 
lect one  or  those  most  appropriate  to  his  patient’s 
need  (Fig.  8). 

The  clinician  must  be  mindful  of  the  metabolic 
changes  which  accompany  cardiogenic  shock  fol- 
lowing acute  myocardial  infarction  in  relation  to 
those  alterations  effected  by  the  catecholamines 
and  other  pharmacologic  agents  (Fig.  9).  Beta- 
receptor  stimulation  results  in  metabolic  alter- 
ations of  potential  concern:  glycogenolysis  in  the 
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VASOACTIVE  DRUG  SPECTRUM 


ALPHA 


BETA 


FIGURE  8.  Spectrum  of  vasoactive  drugs  ranges  from 
"pure"  alpha  agonist  methoxamine  to  "pure"  beta  ago- 
nist isoproterenol 


liver  to  raise  blood  glucose  and  in  skeletal  muscle 
to  produce  lacticacidemia,  and  lipolysis  resulting 
in  free  fatty  acidemia,  presumably  via  increased 
intracellular  cyclic  adenosine  3',5'-monophosphate 


concentrations  (Fig.  10).  For  instance,  high 
serum  free  fatty  acid  concentrations  may  depress 
contractility140  and  may141  or  may  not142  143  raise 
the  likelihood  of  arrhythmias.144 

The  search  for  the  “ideal”  vasoactive  drug  for 
patients  with  cardiogenic  shock  has  somewhat 
abated  since  the  recent  appreciation  of  the  hemo- 
dynamic heterogeneity  of  the  syndrome.  Even 
cyclic  adenosine  3',5'-monophosphate  itself  has 
been  advocated  for  use  in  patients  with  severely 
compromised  left  ventricular  performance.145 

Before  considering  each  vasoactive  amine  indi- 
vidually, a conceptual  diagram  of  the  effects  of 
treatment  with  volume  expansion  and  positive 
inotropic  agents  may  be  useful.  Since  volume 
work  is  less  expensive  in  terms  of  oxygen  con- 
sumption than  pressure  work,  the  clinician  may 
attempt  to  increase  cardiac  output  initially  by 
volume  expansion.  An  ideal  manipulation  is  il- 
lustrated on  the  length-tension  curve  in  Fig.  1A. 
At  point  0 a patient  suffers  myocardial  infarc- 
tion. His  stroke  volume  falls  to  point  1,  which 
lies  on  a ventricular  function  curve  associated 
with  reduced  contractility.  Expansion  of  intra- 
vascular volume  and  filling  volume  improves 
stroke  volume  to  point  2 on  the  same  ventricular 
function  curve.  A positive  inotropic  agent  is  then 
administered,  providing  a higher  cardiac  output 
(point  3)  on  an  improved  ventricular  function 
curve.  On  the  force-velocity  relation,  a similar 


METABOLIC  EVENT  PLASMA  CONCENTRATION  CLINICAL 
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FIGURE  9 Metabolic  markers  of  severe  myocardial  infarction  (AMI).  Physiologic  property  of  each  substance  in 
first  column  is  included  below  it.  For  instance,  insulin,  normally  lipogenic,  is  reduced  in  concentration,  thus  leading 
to  an  increase  in  free-fatty  acid  (FFA)  content  in  blood  Actions  of  many  hormones  appear  to  be  mediated  by  alter- 
ations in  intracellular  concentration  of  adenosine  3'.  5'-monophosphate  (cyclic  AMP). 
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FIGURE  10.  Reactions  of  cyclic  AMP  formation  ana  degradation  Synthesis  of  cyclic  AMP  catalyzed  by  adenyl 
cyclase,  activity  of  which  is  stimulated  by  the  catecholamines,  glucagon,  and  a number  of  other  agents  (left).  Only 
one  pathway  exists  for  degradation  of  cyclic  AMP,  which  is  catalyzed  by  the  enzyme  phosphodiesterase.  Thus,  net 
intracellular  concentration  of  cyclic  AMP  is  determined  by  balance  in  activities  of  these  two  enzymes.  PP,  = inor- 
ganic phosphate,  cyclic  AMP  = adenosine  3’,  5'-monophosphate. 
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sequence  may  be  plotted  (Fig.  IB).  At  point  A 
the  insult  occurs,  and  the  force-velocity  curve 
moves  downward  to  the  left  (curve  B).  An  eleva- 
tion in  preload  occurs  (curve  C),  changing  the  in- 
tercept with  the  abscissa,  and  finally  (curve  D)  a 
positive  inotropic  action  is  seen  to  change  the  in- 
tercept with  the  ordinate,  velocity  of  cont  raction. 

As  mentioned,  the  relation  between  stroke  vol- 

IS0PR0TEREN0L  METHOXAMINE  OUABAIN  NGN 


FIGURE  11.  Variation  in  cardiac  index  as  function  of 
both  contractility  and  afterload  during  challenge  with 
pharmacologic  agents.  Cardiac  index  does  not  always 
follow  contractility  in  direction  and  magnitude  of 
change. 


ume  as  a function  of  preload,  afterload,  contractil- 
ity, synergy,  and  heart  rate  may  be  appreciated 
by  considering  alterations  in  each  of  the  indepen- 
dent variables.  The  clinician  must  recognize  that 
a single  intervention  may  simultaneously  influ- 
ence more  than  one  major  determinant  of  ventric- 
ular performance.  For  instance,  isoproterenol  di- 
minishes afterload,  but  stroke  volume  may  also 
increase  due  to  augmented  contractility  (Fig.  11). 
An  alpha  agonist,  such  as  methoxamine,  may  in- 
crease afterload,  with  no  effect  on  the  contractile 
state,  to  decrease  stroke  volume.  Ouabain,  ad- 
ministered intravenously,  may  increase  peripheral 
vascular  resistance,  and  despite  its  celebrated 
positive  inotropic  action,  may  decrease  stroke  vol- 
ume at  a point  in  time  (Fig.  11). 

Isoproterenol.  Isoproterenol,  with  “pure” 
beta-receptor  stimulatory  properties,  improves 
myocardial  contractility  and  reduces  systemic 
vascular  resistance,  thereby  raising  cardiac  output 
(Fig.  12). 146  The  positive  chronotropic  action  of 
isoproterenol  is  due  largely  to  a direct  effect147  but 
may  also  be  secondary  to  relatively  reduced  blood 
pressure.  Injection  of  isoproterenol  into  the  renal 
artery  fails  to  cause  vasoconstriction,148  but  be- 
cause of  diversion  of  blood  elsewhere,  renal  blood 
flow  is  not  increased  when  isoproterenol  is  given 
intravenously.149 
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FIGURE  12.  Both  beta  (0\  and  alpha  {a)  stimulation  increase  heart  work  and  myocardial  oxygen  consumption 
(MVO2).  In  addition,  beta  stimulation  with  isoproterenol  increases  heart  rate,  promotes  platelet  aggregation,  and  is 
responsible  for  focal  myocardial  necrosis.  Coronary  blood  flow  is  probably  augmented  secondary  to  increased 
metabolic  demand.  Since  this  occurs  unselectively,  coronary  vessels  which  are  pliant  and  hence  less  likely  to  sup- 
ply ischemic  areas  may  dilate  to  greater  degree  than  nonpliant  vessels.  Coronary  flow  may  thus  be  diverted  from 
areas  supplied  by  rigid,  diseased  arteries,  to  areas  supplied  by  healthier  arteries,  so-called  "coronary  steal"  phenome- 
non. Alpha  stimulation  with  norepinephrine  may  increase  coronary  blood  flow  when  used  to  restore  a minimum 
perfusion  pressure.  However,  afterload  increases  as  well  when  this  agent  is  employed. 


Isoproterenol  effects  vasodilatation  of  the  coro- 
nary arteries  in  clinical  situations  other  than  car- 
diogenic shock,150  mainly  affecting  the  arteri- 
oles.151 It  is  generally  considered  a “secondary” 
coronary  vasodilator,  in  that  augmented  coronary 
blood  flow  follows  metabolic  demand.  Distal  to 
an  occluded  coronary  artery,  however,  vasodila- 
tion of  adjacent  patent  arterioles  may  result  in  a 
“coronary  steal”  of  blood  flow  to  a marginally  via- 
ble ischemic  zone  surrounding  an  infarction  (Fig. 
12). 152 

The  large  increase  in  myocardial  oxygen  con- 
sumption associated  with  the  inotropic  and 
chronotropic  properties  of  isoproterenol  are  well 
known.146-153-154  Myocardial  demands  for  oxygen 
are  not  met  by  available  oxygen  supply,  hence  se- 
verely restricting  its  use.  Isoproterenol  has  re- 
peatedly been  shown  to  increase  myocardial  lac- 
tate production  in  patients  with  cardiogenic 
shock,  secondary  to  augmented  anaerobic  glycol- 
ysis, while  myocardial  lactate  consumption  is  re- 
sumed after  norepinephrine  treatment,  reflecting 
aerobic  predominance. 118-119-121-155-156  In  good  part, 
these  adverse  effects  on  myocardial  oxygen  bal- 
ance may  account  for  the  relatively  poor  clinical 
response  noted  by  several  investigators. 75,157-167 


When  ischemic  myocardium  was  treated  with 
isoproterenol,  decay  of  peak-developed  tension  oc- 
curred earlier  than  when  no  isoproterenol  was 

used.168 

Focal  necrosis  of  myocardial  cells  and  inflam- 
matory cell  infiltration  are  a well-recognized  con- 
sequence of  isoproterenol  infusion.168-170  In  low 
doses,  however,  myocytolysis  may  be  less  likely  to 
occur.171  Catecholamine-induced  myocytolysis 
may  be  mediated  by  platelet  aggregation  in  myo- 
cardial capillaries  (Fig.  12). 172  In  addition, 
isoproterenol-induced  intracellular  accumulation 
of  calcium  and/or  cyclic  adenosine  3',5'-mono- 
phosphate,106  may  be  toxic  to  myocytes.173 

Thus,  while  isoproterenol  appears  beneficial  in 
endotoxic  shock  and  postcardiac  surgery,174175 
presently  available  evidence  does  not  justify  its 
use  in  cardiogenic  shock.  Even  when  used  to 
treat  the  postoperative  heart,  the  metabolic  price 
of  augmented  myocardial  contractility  produced 
by  this  agent  limits  its  usefulness.176-177 

When  peripheral  vascular  resistance  is  normal 
in  cardiogenic  shock,  isoproterenol  has  been  re- 
ported to  reverse  the  syndrome  when  administered 
in  a continuous  intravenous  drip  of  0.5  to  1.2  mi- 
crograms per  minute.178  If  hemodynamically  sig- 
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nificant  mitral  regurgitation  is  present,  for  exam- 
ple, after  papillary  muscle  infarction,  isoprotere- 
nol may  find  a role  in  the  treatment  program, 
since  alpha-receptor  agonism  raises  afterload  and 
thus  would  be  expected  to  increase  the  regurgitant 
volume  of  blood. 

Dopamine.  Dopamine,  or  3-hydroxytyramine, 
is  the  immediate  metabolic  precursor  of  norepi- 
nephrine. Three  quarters  of  administered  dop- 
amine is  rapidly  O-methylated  and  deaminated.179 
Not  only  does  this  agent  stimulate  beta  and  alpha 
receptors,180-181  but  certain  vasodilator  effects, 
such  as  renal148-182"187  and  mesenteric188  in  particu- 
lar, appear  to  be  mediated  by  a specific  “dop- 
amine receptor.”187  While  these  latter  actions  are 
not  blocked  by  either  alpha-  or  beta-blocking 
agents,  they  are  modified  by  haloperidol189  and 
the  phenothiazines.190  The  chemical  structural 
requirement  for  dopamine-induced  vasodilatation 
is  rigorous  in  vascular  beds  where  the  action  is 
dopamine-specific. 

Dopamine  exerts  alpha-adrenergic  vasoconstric- 
tor activity  in  both  arterial148  187,188  and  venous 
beds.191  Dose-response  curves  indicate  that  in 
higher  doses  the  peripheral  vasoconstrictor  effect 
predominates  over  the  vasodilating  action.  Dop- 
amine raises  pulmonary  artery  pressures  without  a 
change  in  pulmonary  vascular  resistance,  suggest- 
ing that  it  increases  intramural  smooth- muscle 
tension  in  this  vascular  bed.192 

Through  beta-receptor  agonism,  dopamine  di- 
rectly augments  myocardial  contractility,193-196  as 
well  as  effecting  an  indirect  positive  inotropic  ac- 
tion through  the  release  of  norepinephrine.196-198 
Dopamine  also  exerts  a “mixed,”  direct  and  in- 
direct, positive  chronotropic  action  which  is  pro- 
portionately less  with  respect  to  augmented  con- 
tractility than,  for  instance,  that  seen  with  norepi- 
nephrine.199 

Dopamine  is  a secondary  vasodilator,  since  cor- 
onary blood  flow  rises  linearly  after  changes  in 
myocardial  oxygen  consumption,200-202  although  a 
direct  coronary  vasoconstrictor  action  has  been 
suggested.202 

Due  to  dopamine’s  unique  renal  vasodilating 
properties  and  its  dose-related  peripheral  vasocon- 
strictor effect,  intermediate  between  norepineph- 
rine and  isoproterenol,  it  is  considered  a potential- 
ly useful  agent  for  the  management  of  shock.203 
In  cardiogenic  shock  produced  by  coronary  mi- 
crosphere injection  in  the  dog,  dopamine  in- 
creased cardiac  output  and  improved  indices  of 
left  ventricular  function.204  While  dopamine  also 
raised  renal  blood  flow,  isoproterenol  failed  to  do 
so  in  the  same  preparation.205  Dopamine  and 
norepinephrine  produced  equivalent  improvement 
in  aortic  pressure  and  coronary  blood  flow  in  a 
similar  study.206  After  major  coronary  artery  liga- 
tion in  the  dog,  dopamine  ameliorated  left  ven- 
tricular performance,  cardiac  output,  renal  blood 
flow,  coronary  blood  flow,  and  superior  mesenteric 
blood  flow.207-209 


The  unique  renal  and  cardiac  hemodynamic  ef- 
fects of  dopamine,  as  previously  discussed,  have 
been  confirmed  in  man.210-214  In  patients  with 
cardiogenic  shock,  continuous  infusion  of  dop- 
amine at  rates  of  0.1  to  1.6  micrograms  per  min- 
ute increases  cardiac  output  and  urinary  out- 
put.215-219 If  peripheral  vascular  resistance  is  low, 
dopamine  can  restore  mean  arterial  pressure  by 
dose  titration.217  Total  peripheral  resistance  de- 
creases in  response  to  dopamine’s  positive  inotro- 
pic action  in  those  patients  who  manifest  intense 
peripheral  vasoconstriction  initially.  Dopamine  is 
of  particular  value  when  oliguria  is  refractory  to 
other  pressors,  namely,  epinephrine,  norepineph- 
rine, and  metaraminol.215  Dopamine  increases 
cardiac  output  to  a greater  extent  than  does  nor- 
epinephrine but  less  than  does  isoproterenol.  Si- 
multaneously, blood  pressure  increases  are  less 
marked  after  dopamine  therapy  than  after  the  use 
of  norepinephrine  but  are  certainly  significant 
when  compared  with  those  of  isoproterenol.216,217 
Myocardial  oxygen  balance  is  perhaps  less  dis- 
turbed by  dopamine  than  by  either  norepineph- 
rine or  isoproterenol.220  Dopamine,  while  less 
positively  inotropic  than  isoproterenol,  is  still  ca- 
pable of  inducing  ventricular  and/or  supraventric- 
ular tachycardia. 

Norepinephrine.  The  alpha-receptor  agonists, 
norepinephrine  and  metaraminol,  have  been  used 
commonly  to  increase  peripheral  vascular  resis- 
tance and  cardiac  output  in  patients  with  cardi- 
ogenic shock  (Fig.  7). 181,221  These  agents  are  said 
to  shunt  blood  from  less  critical  vascular  beds, 
skin  and  skeletal  muscle,  to  more  critical  ones, 
coronary  and  renal. 

Norepinephrine  (levarterenol)  is  administered 
in  a concentration  of  8 to  16  mg.  per  liter  of  fluid, 
preferably  into  a large  upper-extremity  vein  to 
prevent  extravasation  and  tissue  slough.  Phento- 
lamine,  10  mg.  per  liter  of  solution,  may  be  added 
to  prevent  this  complication.  Norepinephrine 
acts  on  myocardial  beta  receptors  to  increase  con- 
tractility,222 which  may  or  may  not  augment  car- 
diac output.1,119  Vasoconstriction  occurs  predom- 
inantly in  the  skin,  splanchnic,  muscle,  and  renal 
arterial  and  venous  circuits,  but  spares  the  cere- 
bral and  coronary  arteries.137,223,224  Although 
some  investigators  argue  against  the  use  of  pres- 
sors, claiming  that  vasoconstriction  is  maximal 
after  acute  myocardial  infarction  when  cardiogen- 
ic shock  supervenes,  current  evidence  suggests 
that  this  may  not  be  the  case.119,223'224  Norepi- 
nephrine may  thus  help  restore  an  adequate  mini- 
mum perfusion  pressure,  even  when  some  vaso- 
constriction is  initially  already  present.  Norepi- 
nephrine is  positively  inotropic  and  may  increase 
the  blood  pressure  solely  as  a result  of  augmented 
contractility  in  approximately  half  the  cases  treat- 
ed.224 

Greater  constrictor  activity  in  the  postcapillary 
vessels  could  increase  capillary  hydrostatic  pres- 
sure and  result  in  net  loss  of  intravascular  vol- 
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ume. 225-230  Acidosis  reduces  the  desired  response 
to  vasoactive  drugs  experimentally,231  which  forms 
the  basis  for  attempting  to  restore  effectiveness 
with  bicarbonate.  Other  factors,  however,  such 
as  microangiopathv,  undoubtedly  play  a part  in 
clinical  pressor  fastness.  An  appropriate  infusion 
rate  of  norepinephrine  should  ideally  be  deter- 
mined by  direct  recording  of  arterial  pressure,  as 
mentioned,  since  auscultatory  measurements  of 
blood  pressure  may  be  inaccurate.232 

Following  acute  myocardial  infarction,  endoge- 
nous sympathoadrenal  activation  supports  cardiac 
output  to  a great  extent.81,233-236  In  a recent 
study  in  man,  mean  peripheral  vascular  resistance 
for  nonsurvivors  after  acute  myocardial  infarction 
was  significantly  higher  than  for  survivors  in  the 
absence  of  exogenously  administered  pressors.90 
Norepinephrine  has  traditionally  been  held  to  in- 
crease myocardial  work  in  proportion  to  the  elevat- 
ed afterload.  Other  workers  maintain  that  when 
norepinephrine  is  used  to  correct  hypotension,  the 
increase  in  myocardial  work  is  no  greater  than 
when  the  heart  normally  works  against  the  after- 
load of  normotensive  patients.224  The  resolution 
of  this  problem  has  recently  been  provided  in  pa- 
tients with  cardiogenic  shock  in  whom  hemody- 
namics and  myocardial  metabolism  were  studied 
during  treatment  with  norepinephrine.119,121 
Mean  aortic  pressure  increased  an  average  of  21 
mm.  Hg  (range  prior  to  treatment  40  to  65  mm. 
Hg),  coronary  blood  flow  rose  from  a mean  of  68 
ml.  per  100  Gm.  per  minute  to  95  ml.  per  100  Gm. 
per  minute.  Abnormally  high  myocardial  oxygen 
extraction  remained  unchanged.  Mean  myocar- 
dial oxygen  consumption  rose  from  8.11  ml.  per 
100  Gm.  per  minute  to  10.35  ml.  per  100  Gm.  per 
minute  which  was  associated  with  a shift  from 
lactate  production  to  extraction.  While  norepi- 
nephrine improved  myocardial  perfusion,  cardiac 
output  and  peripheral  perfusion  were  unchanged. 
Myocardial  oxygen  consumption  indeed  increased, 
but  since  norepinephrine  effected  lactate  metabo- 
lism, overall  myocardial  oxygen  balance  was  made 
more  favorable,  although  by  no  means  normal- 
ized. These  data  are  further  supported  by  those 
of  other  investigators  who  recorded  an  increase  of 
15  per  cent  in  the  time-tension  index  in  patients 
with  poor  left-ventricular  performance  after  myo- 
cardial infarction.237  Thus,  it  appears  that  nor- 
epinephrine is  preferable  to  isoproterenol  in  the 
initial  management  of  patients  with  left  ventricu- 
lar power  failure,  since  improved  cardiac  output 
associated  with  the  use  of  isoproterenol  is  accom- 
panied by  unacceptable  deterioration  of  myocar- 
dial oxygenation. 

Metaraminol.  Metaraminol,  in  a concentra- 
tion of  100  to  250  mg.  per  liter  in  intravenous  so- 
lutions, produces  hemodynamic  and  metabolic  ef- 
fects similar  to  those  of  norepinephrine.  Metar- 
aminol is  an  indirect-acting  vasoconstrictor,  act- 
ing primarily  by  releasing  norepinephrine  from 
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FIGURE  13.  Biochemical  events  postulated  for  digital- 
is action.  Digitalis  glycosides  inhibit  sarcolemmal  en- 
zyme Na+.  K+-ATPase,  which  is  responsible  for  pump- 
ing sodium  (Na+)  out  of  the  myocardial  cell  in  ex- 
change for  potassium  (K+).  Inhibition  of  this  pump  re- 
sults in  intracellular  accumulation  of  Na+  and  loss  of 
K+  from  cell.  Intracellular  Na+  is  then  exchanged  for 
extracellular  calcium  (Ca0  + +)  in  greater  quantity,  thus 
delivering  increased  activator  calcium  to  contractile  ac- 
tomyosin  filament  apparatus. 


storage  sites.  Myocardial  norepinephrine  may 
be  depleted  in  low  cardiac  output  syn- 
dromes,106,238,239 especially  cardiogenic  shock,240 
and  by  such  agents  as  guanethidine  and  reserpine. 
The  clinical  frequency  of  metaraminol  ineffective- 
ness due  to  norepinephrine  depletion  remains  un- 
known, but  the  possibility  exists. 

Digitalis 

Several  authors  have  recently  reviewed  new  in- 
formation available  concerning  the  mechanism  of 
digitalis  action.106,241  -246  While  a recapitulation  is 
beyond  the  scope  of  this  review,  it  is  important  to 
appreciate  that  by  inhibition  of  the  myocardial 
membrane  sodium  (Na+),  potassium  (K  + )-adeno- 
sine  triphosphatase,  and  intracellular  sodium  is 
accumulated  in  a stoichiometric  relation  to  intra- 
cellular potassium  depletion.  An  enlarged  intra- 
cellular calcium  pool  results  in  increased  contrac- 
tility of  the  myofilaments  (Fig.  13).  Altered 
intracellular: extracellular,  sodium: potassium  ra- 
tios are  an  obligatory  consequence  of  digitalis  ac- 
tion. 

The  relationship  between  myocardial  content  of 
digitalis  and  the  resultant  inotropic  activity  has 
been  examined.247,248  Factors  other  than  myocar- 
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FIGURE  14.  Central  role  of  myocardial  oxygen  balance  and  determinants  Imbalance  between  oxygen  supply  and 
myocardial  demand  jeopardizes  tissue  in  ischemic  zone  surrounding  a myocardial  infarction.  Improvement  of  myo- 
cardial oxygenation  increases  chance  for  survival  of  such  marginally  viable  tissue. 


dial  digitalis  concentration  are  responsible  for  the 
lag  between  myocardial  digitalis  levels  and  the 
onset  and  peak  of  the  inotropic  effect. 

A new  appreciation  of  the  metabolism  of  digi- 
talis glycosides  has  resulted  in  changes  in  clinical 
approach.249-250  For  instance,  digitoxin,  chiefly 
metabolized  extrarenally,  may  be  preferred  for 
some  patients  with  renal  failure.  The  concept  of 
the  “digitalizing  dose”  has  also  been  seriously 
questioned.250 

The  use  of  digitalis  after  acute  myocardial  in- 
farction has  been  much  debated.  Studies  in  labo- 
ratory animals251-255  and  in  man256  demonstrated 
reduced  tolerance  to  digitalis  following  myocardial 
infarction.  In  experimental  cardiogenic  shock 
produced  by  coronary  microsphere  injection,  digi- 
talis restored  blood  pressure  and  cardiac  output 
and  reduced  left  ventricular  end-diastolic  pres- 
sure,257 although  these  alterations  may  not  be  sus- 
tained.258 

The  reported  positive  inotropic  action  and  ex- 
pected beneficial  hemodynamic  change  associ- 
ated with  digitalis  administration,  following  acute 
myocardial  infarction,  has  been  further  quali- 
fied.257-260 During  the  period  immediately 
postcoronary  ligation  in  the  dog,  acetylstrophan- 
thidin  did  not  improve  hemodynamics,  while  one 
week  later  in  the  “healing  phase,”  left  ventricular 
performance  was  indeed  improved  by  the 


drug.254-255  Moreover,  both  the  extent  of  left  ven- 
tricular dysfunction  and  the  failure  of  digitalis  to 
ameliorate  this  depression  correlated  with  the 
mass  of  left  ventricle  infarcted.254 

Early  studies  consisting  of  administration  of 
digitalis  to  alternate  patients  with  acute  myocar- 
dial infarction  suggested  that  digitalis  could  be 
tolerated  in  this  setting  and  was  clinically  use- 
ful.256-260 More  recently,  in  a group  of  patients 
with  cardiogenic  shock,  acute  digitalization  was 
found  not  to  alter  cardiac  output,  mean  arterial 
pressure,  central  venous  pressure,  and  peripheral 
vascular  resistance.261  Rapid  intravenous  admin- 
istration of  digitalis  in  man  may  cause  peripheral 
arteriolar  constriction  to  increase  afterload.262-264 
Further,  digitalis  may  reduce  preload  via  periph- 
eral venodilation  and  depressed  venous  return.83 
Thus,  the  anticipated  augmentation  in  stroke 
volume  secondary  to  enhanced  contractility  may 
be  masked  by  simultaneous  elevation  in  afterload 
and  reduction  in  preload,  both  of  which  tend  to 
decrease  stroke  volume.1 

Although  patients  with  “clinical”  evidence  of 
congestive  heart  failure  following  acute  myocar- 
dial infarction  (rales,  S3  gallop,  and  tachycardia) 
have  been  reported  to  benefit  hemodynamically 
from  acute  digitalization,264  other  investigators 
have  found  a variable  response  to  digitalis,265 
suggesting  a limited  role  for  digitalis  in  early  mvo- 
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cardial  infarction.  Current  data  do  not,  however, 
permit  a conclusion  regarding  the  efficacy  of  digi- 
talis following  acute  myocardial  infarction  wheth- 
er “clinical”  congestive  heart  failure  is  present  or 
not.'-66 

Despite  the  traditional  reluctance  to  use  digital- 
is after  acute  myocardial  infarction,  digitalis  is 
finding  greater  use  in  this  setting.267  Digitalis 
appears  to  be  indicated  after  acute  myocardial 
infarction  in  the  presence  of  atrial  fibrillation  with 
rapid  ventricular  rates  and/or  cardiomegaly  with 
or  without  an  S3  gallop,  tachycardia,  and  rales. 
The  use  of  digitalis  in  uncomplicated  myocardial 
infarction  is  not  recommended.  Viewing  cardio- 
genic shock  as  a variant  of  acute  left  ventricular 
failure,  digitalis  may  have  a restricted  role  in  the 
management  of  this  syndrome. 

Augmented  contractility  resulting  from  digitalis 
treatment  increases  myocardial  oxygen  consump- 
tion in  the  normal  heart  (Fig.  14).  However,  in 
the  failing  heart,  digitalis  either  reduces  myocar- 
dial oxygen  consumption  or  leaves  it  nearly  un- 
changed.268-269 Simultaneous  reduction  in  left- 
ventricular  end-diastolic  pressure  and  volume  and 
heart  size,  thus  decreasing  myocardial  wall  ten- 
sion, accounts  for  the  net  effect  of  digitalis  on 
myocardial  oxygen  consumption.  In  the  ischemic 
zone  surrounding  an  area  of  necrotic  myocardium, 
such  a beneficial  effect  on  net  oxygen  balance  may 
contribute  to  the  survival  of  tissue  marginally 
supplied  with  blood. 

Since  the  hemodynamic  alterations  after  acute 
myocardial  infarction  are  a function  of  reduced 
left  ventricular  contractile  mass  and  depressed 
compliance,  the  possible  regional  effects  of  digital- 
is must  also  be  considered.  1-270  The  contractility 
and  compliance  of  infarcted  myocardium  is  un- 
likely to  be  affected  by  digitalis  preparations. 
Surviving  myocardial  muscle  may  already  be  hv- 
percontractile  due  to  increased  endogenous  cate- 
cholamine release  and,  therefore,  less  responsive 
to  digitalis-induced  inotropism.  Moreover,  in- 
creasing the  contractility  of  functioning  myocar- 
dium may  be  futile  to  the  extent  that  this  energy 
is  dissipated  by  areas  of  dyssynergy. 

The  hazards  of  digitalis  excess  are  legion  and 
are  well  documented.271-274  Following  myocardial 
infarction,  patients  have  increased  sensitivity  to 
the  electrical  manifestations  of  digitalis  toxici- 
ty 256.264.266  Quantitative  assay  of  serum-digitalis 
levels  has  afforded  an  important  diagnostic  tool  in 
prevention  and  detection  of  digitalis  overdos- 
age.275-277 As  mentioned,  due  to  digitalis-induced 
myocardial  potassium  loss,278  toxicity  is  more  like- 
ly to  develop  in  the  presence  of  hypokalemia.279 
Interestingly,  the  myocardium  is  also  more  sensi- 
tive to  the  positive  inotropic  property  of  digitalis 
when  serum  potassium  is  low.280  Recently,  oblit- 
eration of  digitalis-induced  arrhythmias  with  in- 
travenous arginine  was  reported.281  While  the 
mechanism  for  this  action  is  unproved,  glucagon, 


with  antiarrhythmic  properties  of  its  own,  is  se- 
creted in  response  to  arginine  infusion  in  man  and 
may  contribute  to  the  genesis  of  these  observa- 
tions.282 

Glucagon 

Since  the  initial  demonstration  of  the  direct 
positive  inotropic  property  of  glucagon,  great  in- 
terest in  the  cardiovascular  effects  of  this  agent 
has  been  shown.282-283  In  the  papillary  muscle 
preparation,  glucagon  shifted  the  force-velocity 
curve  upward  and  to  the  right,  which  was  unaf- 
fected by  pretreatment  with  beta-blocking 
agents.284  Glucagon-enhanced  contractility  was 
additive  with  that  of  ouabain  but  did  not  precipi- 
tate digitalis  toxicity. 

Electrophysiologic  actions  of  glucagon  have  also 
received  considerable  attention.  Glucagon  facili- 
tated atrioventricular  conduction  at  fast  pacing 
rates285  and  reversed  depressed  atrioventricular 
conduction  produced  by  propranolol  hydro- 
chloride.286 Not  only  does  glucagon  fail  to 
cause  ectopic  ventricular  activity,287-289  but  also  it 
abolishes  ouabain-induced  arrhythmias,  which 
may  be  related  to  a decreased  rate  of  rise  of  action 
potential  and  conduction  velocity.290-291 

In  man,  hemodynamic  effects  of  glucagon  in- 
clude augmented  left  ventricular  dp/dt,  cardiac 
index,  and  mean  arterial  pressure,  all  of  which  are 
independent  of  beta  blockage  or  administration  of 
digitalis.  Glucagon  increased  the  contractility  of 
the  noninfarcted  portion  of  the  ventricle292  and  re- 
stored arterial  pressure  and  cardiac  output  after 
experimentally  produced  myocardial  infarction  in 
the  dog.293-295 

Glucagon  administration  to  patients  with  myo- 
cardial infarction  has  yielded  inconclusive  data. 
On  the  one  hand,  three  studies  thus  far  do  not 
confirm  the  beneficial  hemodynamic  actions  of 
glucagon  in  cardiogenic  shock  when  injected  as  a 
single  bolus  (3  to  5 mg.).296-298  Other  investiga- 
tors, using  a continuous  intravenous  drip  of  gluca- 
gon, have  noted  both  hemodynamic  improvement 
and  favorable  clinical  results  in  patients  with 
post  myocardial  infarction  with  and  without  cardi- 
ogenic shock  (Figs.  15  and  16).237-288- 299 - 305  The 
heterogeneity  of  the  syndromes  themselves  con- 
tribute to  the  difficulties  in  resolving  this  issue. 

In  contrast  with  digitalis,  which  is  of  greater 
clinical  usefulness  in  patients  w-ith  cardiomegaly 
both  pre-  and  post  infarct  ion,  glucagon  appears 
less  likely  to  be  of  benefit  in  patients  with  heart 
disease  of  long  duration.288-289  The  reasons  for  this 
remain  unclear,  but  chronic  myocardial  disease 
may  be  accompanied  by  a change  in  the  glucagon 
receptor  or  in  its  coupling  to  adenyl  cyclase. 

Glucagon  increases  coronary  blood  flow,  but 
myocardial  oxygen  consumption  rises  proportion- 
ately, thus  classifying  this  agent  as  a secondary- 
coronary  vasodilator.282-294  In  ischemic  heart  dis- 
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FIGURE  15.  Beneficial  effects  of  glucagon  infusion  in 
patients  with  low  cardiac  output  syndromes  include  sig- 
nificant natriuresis. 


ease,  when  coronary  blood  flow  is  fixed  and  can- 
not accommodate  great  myocardial  oxygen  de- 
mands, use  of  a positive  inotropic  agent  may  po- 
tentially precipitate  angina  or  extend  an  infarc- 
tion. Such  adverse  effects  of  glucagon  have  been 
reported  in  man.288-289  In  comparison  with  norepi- 
nephrine, however,  glucagon  produced  the  same 
increase  in  cardiac  output  without  any  significant 
change  in  the  time-tension  index.  This  was  chief- 
ly attributed  to  the  moderate  decrease  in  afterload 
effected  by  glucagon,  in  conjunction  with  unal- 


tered preload.237  In  addition  to  the  lowered  pe- 
ripheral vascular  resistance,  it  appears  that  gluca- 
gon augments  renal  blood  flow  to  a greater  extent 
than  norepinephrine,  isoproterenol,  and  dop- 
amine.306 

In  conclusion,  glucagon’s  additive  inotropic  ef- 
fect with  that  of  digitalis,  antiarrhythmic  proper- 
ties, failure  of  propranolol  hydrochloride  to  block 
inotropy,  absence  of  tachyphylaxis,  longer  biologic 
half-life  than  isoproterenol,  secondary  coronary 
vasodilatation,  and  relatively  favorable  hemody- 
namic effects  are  among  the  desired  clinical  prop- 
erties of  glucagon.  However,  the  use  of  high  doses 
of  this  agent  may  produce  small  pulmonary  emboli 
of  chemicophysical  nature  similar  to  in  vitro  gluca- 
gon gels.  More  investigation  is  necessary  to  fully 
characterize  this  phenomenon. 

Corticosteroids 

Attention  has  recently  focused  on  the  visceral 
microcirculatory  abnormalities  manifest  in  shock 
which  include  initial  arteriolar  and  venular  con- 
striction followed  by  relative  diminution  of  arteri- 
olar tone,  increased  capillary  permeability  and 
loss  of  anatomic  integrity  of  capillaries  and  ven- 
ules, and,  finally,  intravascular  thrombosis  and 
coagulation  defects.  In  isolated  canine  forepaw 
and  in  intact  forelimb  preparations,  massive  doses 
of  corticosteroids  stabilized  capillary  membranes, 
thus  preventing  pathologically  increased  perme- 
ability.307-309 In  addition,  transmission  of  sympa- 
thetic nervous  impulses  may  be  slowed  by  cortico- 
steroids. Both  of  these  effects  would  tend  to 


FIGURE  16.  Summary  of  data  during  continuous  intravenous  infusion  of  glucagon  in  patients  with  cardiogenic 
shock.  ATN  = acute  tubular  necrosis,  VT  = ventricular  tachycardia. 
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lower  peripheral  vascular  resistance  and  be  re- 
flected by  an  augmented  stroke  volume. 

Large  doses  of  corticosteroids  “stabilize”  lysoso- 
mal membranes  and  thus  prevent  tissue  dam- 
age,310 although  myocardial  and  skeletal  muscle 
lysosomal  enzyme  activity  is  unaltered  by  gluco- 
corticoid pretreatment.311  There  is  substantial 
evidence  that  myocardial  hypoxia  reduces  intra- 
cellular pH.  Lysosomal  enzymes  become  more 
active  in  this  lower  pH  environment  and  are  cur- 
rently thought  to  initiate  myocellular  death. 

In  the  heart-lung  preparation,  large  doses  of 
corticosteroids  increased  stroke  work  while  mini- 
mizing stroke  oxygen  consumption  so  that  coro- 
nary sinus  oxygen  tension  rose.312  As  with  two 
other  reports  concerning  the  positive  inotropic  ac- 
tion of  high-dose  corticosteroids,  complete  and 
conclusive  data  have  not  been  presented.313-314 
The  experimental  circumstances  under  which 
these  data  are  collected  are  varied,  and  the  posi- 
tive inotropic  effect  is  short-lived.315  Such  a 
property,  however,  if  verified,  may  be  related  to 
the  similarity  in  chemical  structure  of  the  cortico- 
steroids to  digitalis. 

After  experimental  myocardial  infarction  in  the 
dog,  massive  doses  of  corticosteroids  reduced  total 
peripheral  resistance  and  improved  animal  surviv- 
al.316 Since  intra-arterial  infusions  of  corticoids 
were  not  vasodilating,317  the  question  of  whether 
lowered  afterload  was  secondary  to  improved  car- 
diac output  or  the  result  of  a primary  change  in 
peripheral  blood  vessels  remained  unanswered. 
Earlier  reports  that  in  cortisone-treated  dogs  the 
size  of  myocardial  infarction  was  smaller,  there 
was  a decrease  in  fibroblastic  proliferation  and  an 
increase  in  vascular  anastomoses,  and  the  mortali- 
ty rate  was  diminished  had  not  been  confirmed 
for  some  time.318-322  Recently,  however,  the  re- 
duction in  the  extent  of  experimental  myocardial 
infarction  by  corticosteroids  administration  has 
been  established  using  a sensitive  epicardial 
mapping  technique.3223 

Some  experimental  evidence  suggests  that  corti- 
costeroid administration  may  be  harmful  after 
myocardial  infarction.  Enlargement  of  infarct 
size  and  delayed  healing  attends  steroid  pretreat- 
ment and  sensitizes  to  catecholamine-induced 
myocardial  necrosis.323  Changes  in  serum  and  tis- 
sue electrolytes,  such  as  the  loss  of  potassium, 
magnesium,  and  hydronium  ions,  may  adversely 
affect  the  coronary  vascular  bed,  thus  impairing 
myocardial  oxygen  balance,  perhaps  in  the  face  of 
increased  stroke  work.324"326  It  is  important  to 
recognize,  however,  that  such  prolonged  adminis- 
tration of  corticoids  is  unlikely  during  the  treat- 
ment of  cardiogenic  shock. 

In  man,  acute  myocardial  infarction  is  accom- 
panied by  metabolic  markers,  including  elevated 
cortisol  levels,  the  extent  of  which  reflects  the  se- 
verity of  the  infarction.327-331  In  cardiogenic 
shock,  catecholamine  levels  are  the  highest  of  all 


subgroups  of  patients  with  acute  myocardial  in- 
farction (Fig.  9). 

To  achieve  the  desired  effects  previously  dis- 
cussed, proponents  of  corticosteroid  therapy  for 
cardiogenic  shock  have  repeatedly  stressed  the 
importance  of  massive  “pharmacologic”  doses, 
given  intermittently  by  vein.307-309,316,332-335  For 
this  reason,  objection  could  be  raised  to  the  con- 
clusion of  independent  investigators  and  the  coop- 
erative study  of  the  Scottish  Society  of  Physicians 
that  glucocorticoid  therapy  did  not  benefit  pa- 
tients with  severe  myocardial  infarctions. 327,336,337 
In  these  trials,  the  doses  used  were  varied  and 
smaller  than  those  required  to  achieve  a “pharma- 
cologic” effect. 

Hemodynamically,  such  massive  doses  of  gluco- 
corticoids lower  afterload  and  secondarily  increase 
cardiac  output.315,316,335  Urine  output  and  skin 
and  renal  perfusion  are  said  to  improve.307,335 
Much  of  this  work  was  done  in  low-output  syn- 
dromes following  cardiac  surgery  and  in  endotoxic 
shock,  during  which  the  reduction  in  coronary 
blood  flow  is  not  necessarily  the  initiating  factor 
in  the  ensuing  shock  syndrome.  Other  investiga- 
tors have,  in  fact,  used  massive  doses  of  corticoids 
and  noted  the  vasodilation  to  be  transient  and  un- 
sustained or  inconsistent,  and  concluded  that 
their  data  did  not  enable  them  to  advocate  steroid 
therapy  in  cardiogenic  shock.338-340 

Arteriolar  responsiveness  to  sympathomimetic 
pressors  is  restored  when  treating  patients  with 
adrenal  insufficiency  with  corticosteroids.  How- 
ever, as  mentioned,  very  few  patients  with  cardi- 
ogenic shock  manifest  this  difficulty;  the  opposite 
is  usually  the  case.  The  widely  held  concept  that 
corticosteroids  restore  or  potentiate  pressor  re- 
sponse in  cardiogenic  shock  is  not  supported  by 
the  data  currently  available.340 

Recently,  a myocardial  depressant  factor  has 
been  identified  in  “shock  plasma”341  which  plays  a 
role  in  the  pathogenesis  of  cardiogenic  shock.288,342 
Plasma  levels  of  a myocardial  depressant  factor 
are  elevated  in  cardiogenic  shock,343  and,  in  fact, 
survival  may  correlate  with  the  plasma  level  as 
well.  A preliminary  report  suggests  that  methyl- 
prednisolone  administration  reduces  plasma  myo- 
cardial-depressant factor  levels  and  is  associated 
with  improved  survival.344 

The  question  of  the  routine  administration  of 
corticosteroids  after  myocardial  infarction  repre- 
sents a somewhat  different  problem  from  their  use 
in  cardiogenic  shock.  Since  the  majority  of  pa- 
tients with  myocardial  infarction  do  not  manifest 
depressed  left  ventricular  performance  to  the  ex- 
tent seen  in  cardiogenic  shock,  other  variables  af- 
fected by  corticosteroids  must  be  considered. 
Quantitatively,  the  actions  of  the  glucocorticoids 
on  the  initiation  and  maintenance  of  arrhythmias 
are  probably  of  greatest  importance.345 

The  routine  use  of  corticosteroids  in  patients 
with  myocardial  infarction  without  cardiogenic 
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shock  has  been  debated  and  investigated  since 
1963,  but  with  inconclusive  results.346-348  A clini- 
cal impression  of  a more  favorable  course  of  pa- 
tients treated  with  corticosteroids349  is  supported 
by  a recently  reported  clinical  trial  in  466  pa- 
tients.350 The  mortality  rate  was  reduced  in  those 
patients  receiving  500  mg.  hydrocortisone  intrave- 
nously daily  for  the  first  three  days  after  their  in- 
farction. While  not  conclusive,  these  data  should 
be  given  due  consideration  until  randomized  dou- 
ble-blind trials  follow. 
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Hepatic 
Alterations  in 
Hodgkin’s  Disease 


Intrahepatic  involvement  in  autopsy  studies  of  pa- 
tients with  Hodgkin’s  disease  has  been  reported  as 
high  as  94  per  cent.  A clinicopathologic  analysis  of 
livers  in  78  patients  with  Hodgkin’s  disease  revealed 
intrahepatic  Hodgkin’s  disease  in  41  of  the  59 
studied  at  autopsy  and  in  4 of  liver  biopsies.  Sta- 
tistically, Hodgkin’s  disease  infiltrates  were  found  in 
the  spleen,  periaortic  lymph  nodes,  porta  hepatic 
and  other  retroperitoneal  lymph  nodes,  and  in  bone 
marrow  more  frequently  in  Hodgkin’s  disease- 
involved  livers  than  in  uninvolved  livers.  Massive 
hepatic  Hodgkin’s  disease  infiltrates  were  frequently 
associated  with  abnormal  liver  function  tests, 
jaundice,  and  hepatomegaly.  Hodgkin’s  disease 
was  found  predominantly  in  portal  areas  especially 
when  the  lesion  was  microscopic.  Terminally,  the 
infiltrates  were  associated  with  marked  portal 
fibrosis  and  focal  hepatonecrosis.  Microscopic 
examination  of  the  liver  remains  the  best  method  to 
identify  intrahepatic  Hodgkin’s  disease. 
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San  Francisco.  California 

WILLIAM  F.  DOYLE,  M.C.,  U.S.A.R. 
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Hepatic  dysfunction  is  common  in  patients  with 
Hodgkin’s  disease.1-2  Intrahepatic  involvement  in 
autopsy  studies  has  been  reported  as  high  as  94 
per  cent.3  In  a series  of  37  untreated  patients,  10 
(27  per  cent)  were  noted  to  have  Hodgkin’s  infil- 
trates in  the  liver  at  the  time  of  laparotomy.4  In- 
trahepatic plus  extrahepatic  duct  involvement  has 
been  reported  in  12.9  per  cent  of  jaundiced  Hodg- 
kin’s patients,  whereas  extrahepatic  duct  obstruc- 
tion alone  secondary  to  HD  (Hodgkin’s  disease) 
was  noted  in  9.7  per  cent.5  More  recently  Kadin 
et  al ,6-7  have  described  nonspecific  granulomas, 
and  Goldfarb  and  Cohen8  have  noted  sarcoid-like 
granulomas  in  liver  biopsies  of  patients  with  HD. 
Oehlert  et  al ,9  described  nonspecific  mesenchymal 
reactions  and  parenchymal  cell  damage  in  the 
liver  of  patients  with  HD. 

Since  the  onset  of  routine  liver  biopsies  in  the 
staging  of  Hodgkin’s  disease,  the  pathologist  has 
been  challenged  by  the  problem  of  differentiating 
the  HD  infiltrate  from  other  types  of  granulomas 
and  nonspecific  infiltrates.  The  purpose  of  this 
report  is  to  (1)  describe  the  gross  and  microscopic 
hepatic  alterations  in  59  patients  with  Hodgkin’s 
disease  and  to  correlate  these  findings  with  other 
postmortem  and  clinical  data,  and  (2)  discuss  our 
experience  with  33  liver  biopsies  in  patients  with 
Hodgkin’s  disease. 

Materials  and  methods 

The  records  of  the  tumor  registry  (1958  to  1971) 
at  LGH  (Letterman  General  Hospital)  were  re- 
viewed for  patients  known  to  have  Hodgkin’s  dis- 
ease. Autopsy  reports,  clinical  summaries,  and 


postmortem  hematoxylin-eosin  slides  were  studied 
on  59  cases,  32  from  LGH  and  27  from  other  insti- 
tutions. A review  of  the  surgical  pathology  files 
at  LGH  from  1958  to  1971  revealed  a total  of  50 
liver  biopsies  on  33  patients  with  HD.  Fifteen  of 
these  patients  died,  and  autopsies  were  performed 
on  14.  Liver  biopsies  were  performed  on  18  pa- 
tients as  part  of  the  staging  procedure  for  HD, 
and  they  were  also  performed  in  15  other  patients 
because  of  the  clinical  suspicion  of  liver  involve- 
ment with  HD. 

The  gross  descriptions  of  the  postmortem  livers 
and  extrahepatic  ducts  were  recorded.  Hematox- 
ylin-eosin microscopic  sections  (5  microns)  of  the 
original  lymph  node  biopsy,  postmortem  tissue 
from  the  liver  and  biliary  tract,  and  all  liver 
biopsies  were  reviewed.  The  lymph  nodes  were 
classified  according  to  the  Lukes  classification.10 

In  the  analysis  of  the  microscopic  hepatic  pa- 
thology, the  following  features  were  graded  on  a 
scale  of  1 to  4:  fatty  infiltration,  collagen  deposi- 
tion, bile  duct  proliferation,  hepatonecrosis, 
Kupffer-cell  hyperplasia,  degree  of  bile  stasis,  iron 
and  lipofuscin  deposition,  and  central  vein  st  asis. 

Histologic  sections  of  the  liver  were  searched  for 
the  presence  and  location  of  Hodgkin’s  and  non- 
specific cellular  infiltrates,  sarcoid-like  granulo- 
ma, amyloid,  and  cholangitis.  Whenever  a granu- 
loma was  noted,  the  tissue  was  prepared  with 
Ziehl-Neelsen’s  stain  for  acid-fast  bacilli  and  peri- 
odic acid-Schiff  and  Gomori’s  methenamine  silver 
stains  for  fungi. 

Clinical  summaries  and  records  were  reviewed 
on  all  patients.  The  size  of  the  liver,  presence  of 
jaundice,  and  hepatic  function  tests  were  tabulat- 
ed. A single  abnormal  value  of  one  or  more  of  the 
following  tests  without  other  obvious  cause  was 
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TABLE  I.  Comparison  of  organ  and  lymph  node  involvement 
in  Hodgkin’s  patients  with  or  without  intrahepatic  infiltrates 


Organs  and  Lymph 
Node  Areas 

— Group  A — , 
Num-  Per 
ber  Cent 

— Group  B— s 
Num-  Per 
ber  Cent 

Spleen 

40 

98.0 

8 

44.5 

Periaortic  lymph  nodes* 

37 

100.0 

9 

53.0 

Porta  hepatic,  retro- 

38 

93.0 

11 

61.0 

peritoneal  lymph  nodes 
Bone  marrow 

23 

56.0 

3 

16.8 

Lungs 

18 

44.0 

8 

44.0 

Adrenal 

10 

24.5 

3 

16.8 

Kidney 

6 

14.6 

2 

11.2 

Genital  organs 

5 

12.2 

0 

0 

Heart  and  pericardium 

3 

7.3 

2 

11.5 

Urinary  bladder  and  ureters 

3 

7.3 

2 

11.5 

Brain 

1 

2.4 

2 

11.5 

* Data  concerning  involvement  of  periaortic  lymph  nodes  occurred  in 
37  cases  from  Group  A and  17  cases  from  Group  B. 


considered  indicative  of  hepatic  dysfunction: 
cephalin  flocculation,  thymol  turbidity,  biliru- 
bin, sulfobromophthalein  excretion,  prothrombin 
time,  alkaline  phosphatase,  glutamic  oxaloacetic 
transaminase,  glutamic  pyruvic  transaminase, 
and  albumin  and  globulin  ratio. 

The  X-  (chi  square)  test  was  employed  for  the 
statistical  comparison  of  organ  involvement  be- 
tween intrahepatic  Hodgkin’s  disease  and  nonin- 
trahepatic  HD  and  for  the  comparison  between  the 
gross  weights  of  Hodgkin’s  disease  involved  and 
noninvolved  livers. 

Results 

Intrahepatic  Hodgkin’s  disease  (Group  A)  was 
found  in  41  (70  per  cent)  of  59  autopsied  cases 
No  intrahepatic  HD  (Group  B)  was  evident 
in  17  (30  per  cent)  of  the  cases.  Hodg- 
kin’s disease  occurred  in  the  extrahepatic  ducts  in 
5 (8.5  per  cent)  and  in  the  gallbladder  in  2 (3.4 
per  cent).  In  2 cases,  lymph-node  enlargement 
partially  obstructed  the  common  duct.  In  all 
cases  of  extrahepatic  and  gallbladder  involve- 
ment, there  were  concurrent  intrahepatic  Hodg- 
kin’s infiltrates.  Hodgkin’s  infiltrates  in  the 
spleen,  periaortic  lymph  nodes,  porta  hepatis,  and 
other  retroperitoneal  lymph  nodes,  and  bone  mar- 


row were  statistically  more  frequent  (probability 
less  than  0.05)  in  Group  A than  in  Group  B (Table 

I). 

Although  the  mean  weight  of  the  livers  in 
Group  A (2,514  Gm.)  was  heavier  than  the  mean 
weight  of  the  livers  in  Group  B (2,206  Gm.),  these 
differences  were  not  statistically  significant.  In 
Group  A,  few  livers  appeared  grossly  normal  but 
nevertheless  contained  microscopic  Hodgkin’s  in- 
filtrates. Most  livers  in  Group  A contained  mul- 
tiple tumor  infiltrates  that  varied  from  1-mm. 
nodules  to  huge  masses  which  occupied  an  entire 
lobe. 

The  gross  anatomy  of  the  livers  in  Group  B also 
exhibited  a spectrum  of  morphologic  alterations. 
Only  three  livers  appeared  normal.  The  others 
showed  changes  seen  with  acute  and  chronic  pas- 
sive congestion,  fatty  metamorphosis,  cirrhosis, 
hemosiderosis,  and  metastatic  carcinoma. 

Microscopic  liver  slides  were  available  for  re- 
view in  39  cases  from  Group  A and  17  cases  from 
Group  B.  Multiple  cytologic  and  histologic  fea- 
tures were  graded  on  a scale  of  1+  to  4+  with  1 + 
and  2+  indicating  minimal  to  moderate  alter- 
ations and  3+  and  4+  representing  moderate  to 
marked  alterations  (Table  II). 

The  hepatic  Hodgkin’s  disease  infiltrates  appear 
in  the  portal  areas  as  a collection  of  histiocytes, 
mononuclear  cells,  and  Reed-Sternberg  cells  (Fig. 
1).  Although  the  number  of  lymphocytes,  plasma 
cells,  eosinophils,  and  Reed-Sternberg  cells  in  the 
portal  areas  generally  correlate  well  with  the 
lymph-node  histology,  it  was  nevertheless  impos- 
sible to  classify  the  intrahepatic  HD  infiltrate  ac- 
cording to  the  Lukes10  classification.  In  some 
cases,  the  most  prominent  feature  was  the  mono- 
nuclear, lymphocytic,  and  plasmacytic  portal  in- 
filtrates. Frequently  Reed-Sternberg  cells  were 
difficult  to  find.  In  other  cases,  reticulum  cells 
and  Reed-Sternberg  cells  were  plentiful.  As  the 
lesion  progressed  the  portal  areas  enlarged  by  the 
replacement  of  adjacent  hepatic  parenchyma  by 
Hodgkin’s  infiltrates.  The  cellular  proliferation 
extended  from  portal  tract  to  portal  area  and  fre- 
quently became  confluent  and  formed  large  tumor 
nodules.  In  9 cases  (23  per  cent),  branches  of  the 
pcfrtal  vein  were  invaded  by  the  Hodgkin’s  infil- 
trates (Fig.  2).  This  feature  tended  to  occur  more 


TABLE  II.  Comparison  of  microscopic  hepatic  alterations  in  necropsied  patients  with  Hodgkin’s  disease 

Group  A — - Group  B ■ ■ 

Type  of  Morphologic  Minimal  Changes  Marked  Changes  Minimal  Changes  Marked  Changes 

Alteration  Number  Per  Cent  Number  Per  Cent  Number  Per  Cent  Number  Per  Cent 


Fatty  metamorphosis  17 

Collagen  13 

Bile  duct  proliferation  0 

Hepatonecrosis  35 

Kupffer’s  cell  hyperplasia  31 

Bile  stasis  4 

Iron  8 

Lipochrome  25 

Central  vein  stasis  33 


44.5 

1 

2.6 

4 

31.0 

23 

58.0 

0 

0 

0 

0 

0 

90.0 

4 

10.0 

8 

80.0 

0 

0 

6 

10.2 

0 

0 

2 

20.5 

7 

18.0 

5 

64.0 

9 

23.0 

11 

85.0 

5 

12.8 

11 

23.5  2 0.85 

0 1 5.8 

0 0 0 

47.5  2 11.8 

35.0  0 0 

11.8  0 0 

29.5  2 11.8 

65.0  2 11.8 

65.0  6 35.0 
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FIGURE  1 Portal  area  showing  cellular  infiltrate  of 
lymphocytes  and  plasma  cells.  Reed-Sternberg  cell  at 
end  of  pointer  and  insert  (hematoxylin-eosin  X 1 55  and 


X 360). 


FIGURE  2 Lymphocytic  depleted  Hodgkin's  disease 
involving  portal  vein  (hematoxylin-eosin  X 200). 


frequently  with  a lymphocytic  depleted  type  of 
HD.  In  2 cases,  it  was  associated  with  thrombosis 
of  an  intrahepatic  portal  vein. 

Focal  hepatocellular  necrosis  was  associated 
with  Hodgkin’s  infiltrates  in  35  (90  per  cent)  of 
cases  from  Group  A (Fig.  3).  However,  in  4 (10 
per  cent)  of  these  livers  there  was  massive  hepato- 
cellular and  tumor  necrosis. 

Increased  portal  fibrosis  was  a prominent  find- 
ing in  35  cases  in  Group  A (Fig.  4).  In  most 
cases,  marked  fibrosis  in  the  liver  was  associated 
with  nodular  sclerosis  pattern  in  necropsied  lymph 
nodes,  while  in  other  cases,  it  was  associated  with 
either  a mixed  or  a lymphocyte-depleted  pattern. 

In  group  A,  4 patients  exhibited  bile  stasis. 
Acute  cholangitis  was  noted  in  7 cases  of  Group 
A and  not  in  any  of  the  cases  of  Group  B.  The 
cholangitis  occurred  in  ducts  adjacent  to  the 
Hodgkin’s  infiltrates.  No  amyloidosis  and  only  1 
case  of  sarcoid-like  granuloma  was  found  in  the  59 
autopsied  cases. 


FIGURE  3 Focal  hepatocellular  necrosis  in  areas  ad- 
jacent to  Hodgkin's  disease  infiltrates  (hematoxylin- 
eosin  X 200) 


In  Group  B,  periportal  cellular  infiltrates  of 
lymphocytes  and  plasma  cells  were  noted  in  most 
livers.  Reed-Sternberg  cells  and  atypical  histio- 
cytes were  not  identified  in  any  of  these  speci- 
mens. 

The  initial  lymph-node  biopsy  was  reviewed 
and  classified  according  to  Lukes  et  al. 10  (Table 
III).  Only  32  of  the  59  original  lymph-node 
biopsies  were  present  for  review.  Thus,  the  diag- 
noses of  the  other  27  cases  are  expressed  as  noted 
by  the  original  examiner. 

The  clinical  data  of  the  59  necropsied  patients 
during  their  final  hospitalization  is  summarized  in 
Table  IV.  In  3 patients  (7.3  per  cent)  of  Group  A, 
liver  function  studies  were  normal,  and  no  hepato- 
megaly was  present.  In  2 of  the  patients,  there 
were  microscopic  intrahepatic  Hodgkin’s  infil- 
trates, and,  in  the  third  case,  there  were  only  a 
few  small  tumor  nodules  in  the  liver.  A signifi- 
cant number  of  patients  from  Group  B had  hepa- 
tomegaly, jaundice,  or  abnormal  liver  function 
studies. 

The  histologic  findings  in  liver  biopsies  of  33 
patients  with  Hodgkin’s  disease  are  summarized 
in  Table  V.  Hodgkin’s  disease  was  diagnosed  by 
percutaneous  needle  biopsy  in  4 patients.  In  3 of 
these  patients,  there  were  portal  and  periportal 
infiltrates  consisting  of  Reed-Sternberg  cells,  in- 
creased fibrous  tissue,  atypical  pleomorphic  mo- 
nonuclear cells,  and  focal  areas  of  necrosis.  One 
of  these  patients  came  to  autopsy  one  month  and 
another  twenty-two  months  following  the  biopsy. 
Both  revealed  a lymphocytic  depleted  Hodgkin’s 
disease  with  marked  fibrosis.  The  third  patient 
was  alive  and  asymptomatic  twelve  months  fol- 
lowing the  biopsy.  All  3 patients  had  hepatome- 
galy and  abnormal  liver  function  test  results  at 
the  time  of  the  liver  biopsy.  The  fourth  patient 
had  a positive  liver  biopsy  following  a lapa- 
rotomy staging  procedure  for  HD.  This  patient 
had  Hodgkin’s  disease  in  the  spleen  and  periaortic 
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FIGURE  4 Marked  hepatic  fibrosis  in  postmortem  liver  Dense  collagen  extends  along  portal  tracts  Insert  exhib 
its  lacunar  Reed-Sternberg  cells  (hematoxylin-eosin  X 100  and  X 680) 


TABLE  III.  Comparison  of  Hodgkin’s  livers  according  to 
cytologic  classification  of  initial  biopsy 


- — Group  A — 

— Group  B — - 

Num- 

Per 

Num- 

Per 

Cytologic  Classification 

her 

Cent 

her 

Cent 

Lymphocytic  predominant* 

2 

8.4 

5 

33.3 

Nodular  sclerosis* 

14 

58.2 

6 

40.0 

Mixed* 

6 

25.0 

3 

20.0 

Lymphocytic  depleted* 

2 

8.4 

1 

6.7 

Hodgkin’s  diseasef 

12 

70.5 

2 

66.7 

Hodgkin’s  granulomaf 

5 

29.5 

1 

33.3 

* According  to  Lukes’  classification, 
t Diagnosis  by  original  pathologist. 


lymph  nodes  but  normal  liver  function  test  find- 
ings and  a normal  appearing  liver  at  surgery. 
Small  focal  portal  infiltrates  of  Reed-Sternberg 
cells,  lymphocytes,  histiocytes,  and  eosinophils 
were  present  in  histologic  sections. 

Sarcoid-like  granulomas  were  present  in  5 pa- 
tients (Fig.  5).  Special  stains  for  acid-fast  orga- 
nisms and  fungi  gave  negative  reactions.  In  2 of 
these  patients,  the  lesions  were  present  sixty-two 
and  twelve  months  before  death.  Autopsy  exami- 
nation failed  to  reveal  sarcoid-like  granulomas  in 
the  liver  of  either  patient,  although  Hodgkin’s  dis- 
ease was  present  in  both.  The  sarcoid-like  granu- 


TABLE  IV.  Summary  of  clinical  features  of  59  autopsied 
Hodgkin’s  patients  during  final  admission 


Clinical  Data 

✓ Group  A ■ 

Per 

Number  Cent 

. Group  B 

Per 

Number  Cent 

Sex  ratio  (males: females) 

1.3:1 

0.6:1 

Average  age  at  death  (in 
years  d:  one  standard 
deviation) 

34.3  (±8.4) 

36.3  (±15.3) 

Average  length  of  disease 
(in  months  ± one 
standard  deviation) 

53.8  (±45.1) 

54.9  (±38.5) 

Enlarged  liver 

23 

56 

6 

33 

Jaundice 

17 

41.5 

3 

16  5 

Abnormal  liver  function 
tests 

29 

71 

6 

33 

Normal  liver  function 
tests 

3 

7.1 

10 

56 

No  liver  function  test 
performed  on  terminal 
admission 

9 

22 

2 

11 

lomas  were  distributed  throughout  the  liver  pa- 
renchyma, and  the  granulomas  were  present  as 
frequently  in  the  central  zone  as  in  the  portal 
area. 

Nonspecific  portal  inflammation  was  present  in 
24  per  cent  of  the  patients.  Portal  infiltrates  in 
general  were  small  and  made  up  of  lymphocytes. 
Portal  fibrosis  and  bile  duct  proliferation  were 
not  present.  Kupffer  cell  hyperplasia,  increased 
lipochrome  pigmentation,  fatty  metamorphosis, 
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TABLE  V.  Significant  histologic  finding  on  biopsy  of  33 
patients  with  Hodgkin's  disease 


Hepatic  Alterations 

Number 

PerC 

Liver  biopsies  positive  for 
Hodgkin’s  disease 

4 

12 

Sarcoid-like  granulomas 

5 

15 

Portal  inflammation  (nonspecific) 

8 

24 

Kupffer  cell  hyperplasia 

17 

51 

Fatty  metamorphosis,  mild 

7 

21 

and  triaditis  were  common  findings  but  tended  to 
occur  more  in  those  patients  who  were  asymptom- 
atic or  on  chemotherapy  or  radiation  therapy.  In 
this  series,  1 case  of  viral  hepatitis  and  1 case  of 
radiation  hepatitis  with  marked  central,  vein  fibro- 
sis were  diagnosed  by  percutaneous  needle  biopsy. 
In  both  cases,  the  liver  function  test  results  were 
abnormal. 

Comment 

The  incidence  of  hepatic  involvement  in  pa- 
tients with  Hodgkin’s  disease  at  postmortem  is 
similar  to  the  findings  of  other  necropsy  stud- 
ies. 1,5,11  This  study  and  reports  of  others  indicate 
that  there  is  a high  degree  of  correlation  between 
intrahepatic  HD  and  HD  of  the  spleen  or  para- 
aortic, portal  hepatic,  and  other  retroperitoneal 
lymph-node  involvement.412-14 

This  study  agrees  with  the  observations  of  oth- 
ers that  the  earliest  lesion  appears  as  a microscop- 
ic infiltrate  in  the  portal  areas.3,15  Hodgkin’s  dis- 
ease spreads  along  portal  tracts,  becomes  con- 
fluent, and  forms  larger  tumor  nodules.  Reed- 
Sternberg  cells  may  be  infrequent  and  must  be 
differentiated  from  entrapped  hepatocytes.  The 
Reed-Sternberg  cells  have  a more  prominent  red 
nucleolus  surrounded  by  a clear  halo,  and  the  nu- 
clear border  is  much  thicker  than  that  seen  in  the 
hepatocytes.  The  cellular  components  and  the 
degree  of  fibrosis  varies  from  case  to  case,  but,  in 
general,  the  histology  was  similar  to  that  seen  in 
lymph  nodes  of  the  same  individual. 

Since  HD  infiltrates  are  found  predominantly  in 
the  portal  areas,  the  location  of  hepatic  lymphat- 
ics, it  would  be  logical  to  suspect  that  HD  spreads 
to  the  liver  by  way  of  these  lymphatics.  However, 
in  23  per  cent  of  Group  A livers,  HD  infiltrates 
were  noted  in  portal  veins  and  venules.  Thus,  it 
is  possible  that  this  phenomenon  may  represent 
vascular  spread.  This  is  consistent  with  the  no- 
tion of  other  investigators  who  believe  that  HD  in- 
volvement of  the  spleen  or  other  visceral  organs 
may  be,  in  part,  a hematogenous  spread.12,16,17 

The  identification  of  sarcoid-like  granuloma  in 
the  liver  is  in  keeping  with  the  findings  of  other 
investigators.6,8,18  In  4 of  our  5 patients  with  sar- 
coid-like granulomas,  the  liver  function  test  find- 
ings were  normal.  Laboratory  data  on  the  fifth 
was  not  available.  Hodgkin’s  infiltrates  can  be 
differentiated  from  sarcoid-like  granuloma  by 


■ - 
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FIGURE  5 Liver  biopsy  showing  sarcoid-like  granulo- 
ma (hematoxylin-eosin  X 195) 


their  cytologic  makeup  and  specifically  the  lack  of 
Reed-Sternberg  cells.  The  bland  epithelioid-cell 
proliferation,  multinucleated  giant  cells,  and  ran- 
dom distribution  of  the  granulomas  are  important 
differential  points.  The  fact  that  we  were  able  to 
find  only  one  sarcoid-like  granuloma  in  the  liver 
at  necropsy  suggests  the  lesions  may  be  an  early 
host  nonspecific  reaction  to  Hodgkin’s  disease  in 
the  body. 

Kupffer  cell  hyperplasia,  triaditis,  and  increase 
in  lipochrome  pigments  were  found  so  frequently 
in  our  series  that  they  could  not  be  relied  on  to 
suggest  Hodgkin’s  disease  in  other  portions  of  the 
liver. 

Similar  changes  were  found  frequently  in  the 
necropsied  liver  without  microscopic  evidence  of 
Hodgkin’s  disease. 

Our  study  supports  evidence  presented  from 
previous  series  suggesting  that  jaundice,  heptome- 
galy,  and  abnormal  liver  function  studies  in  pa- 
tients with  HD  usually  indicate  intrahepatic  infil- 
trates.2,5,11 However,  Hodgkin’s-involved  livers 
may  show  no  hepatomegaly,  jaundice,  or  abnor- 
mal liver  function  test  reactions,  and  these  find- 
ings agree  with  other  claims  that  there  is  no  avail- 
able biochemical  study  to  indicate  absolutely  in- 
trahepatic involvement.4,11,18-21  Neither  are  radio- 
logic  or  isotopic  studies  reliable  to  discriminate 
the  presence  or  absence  of  intrahepatic  HD.1,7,20 

Liver  biopsies  may  frequently  be  helpful  in  the 
differential  diagnosis  of  liver  disease  in  patients 
with  Hodgkin’s  disease.  Our  experience  with 
cases  of  viral  hepatitis  and  radiation  hepatitis,  in 
addition  to  a recent  autopsy  case  that  revealed  ex- 
tensive metastatic  carcinoma  in  a patient  with  a 
history  of  long-standing  Hodgkin’s  disease,  has 
emphasized  to  us  that  Hodgkin’s  patients  with 
hepatomegaly  and  abnormal  liver  function  test  re- 
sults may  have  diseases  other  than  HD  in  the  liver. 
Liver  biopsy  may  be  the  only  unequivocal  diagnos- 
tic procedure  in  these  types  of  cases. 
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Summary 

A clinicopathologic  analysis  of  livers  in  78  pa- 
tients with  HD  (Hodgkin’s  disease)  revealed  in- 
trahepatic  HD  in  41  (70  per  cent)  of  59  cases  stud- 
ied at  autopsy  and  in  4 (12  per  cent)  of  liver 
biopsies.  Statistically,  HD  infiltrates  were  found 
in  the  spleen,  periaortic  lymph  nodes,  porta  hepa- 
tis  and  other  retroperitoneal  lymph  nodes,  and  in 
bone  marrow  more  frequently  in  HD-involved  liv- 
ers than  in  uninvolved  livers.  Massive  hepatic 
HD  infiltrates  were  frequently  associated  with  ab- 
normal  liver  function  test  findings,  jaundice,  and 
hepatomegaly.  Microscopic  and  small  HD  hepat- 
ic infiltrates  tended  to  be  associated  with  normal 
liver-function  studies.  Hodgkin’s  disease  was 
found  predominately  in  portal  areas  especially 
when  the  lesion  was  microscopic.  Terminally,  the 
infiltrates  were  associated  with  marked  portal  fi- 
brosis and  focal  hepatonecrosis.  Invasion  of  in- 
trahepatic  portal  veins  was  seen  in  9 cases  (23  per 
cent)  studied  at  autopsy.  Tissue  sections  showed 
sarcoid-like  granulomas  in  5 (15  per  cent)  and 
nonspecific  portal  inflammation  in  8 (24  per  cent) 
of  biopsied  cases.  Microscopic  examination  of  the 
liver  remains  the  best  method  to  identify  intrahe- 
patic  HD.  Liver  biopsies  may  be  the  only  un- 
equivocal diagnostic  procedure  in  the  differential 
diagnosis  of  liver  dysfunction  in  patients  with  HD. 

Division  of  Clinical  Pathology 
State  University  of  New  York 
Upstate  Medical  Center 
750  East  Adams  Street 
Syracuse,  New  York  13210 
(DR.  DAVEY) 

Acknowledgment:  The  authors  wish  to  acknowledge  that 

Nicholas  Aquilera  prepared  the  statistical  analysis  of  data. 

References 

1.  Givler,  R.  L.,  et  al. : Problems  of  interpretation  of  liver 
biopsy  in  Hodgkin’s  disease,  Cancer  28:  1335  (Nov.)  1971. 

2.  Levitan,  R.,  Diamond,  H.  D.,  and  Craver,  L.  F.: 


Jaundice  in  Hodgkin’s  disease,  Am.  J.  Med.  30:  99  (1961). 

3.  Macleod,  M.,  and  Stalker,  A.  L.:  Diagnosis  of  Hodg- 
kin’s disease  by  liver  biopsy,  Brit.  M.  J.  1:  1449  (1962). 

4.  Glatstein,  E.,  et  al.:  The  value  of  laparotomy  and 

splenectomy  in  the  staging  of  Hodgkin’s  disease.  Cancer  24: 
709  (1969). 

5.  Bouroncle,  B.  A.,  Old,  J.  W.,  and  Vazques,  A.  G.: 
Pathogenesis  of  jaundice  in  Hodgkin’s  disease,  Arch.  Int 
Med.  110:872(1962). 

6.  Kadin,  M.  E.,  Donaldson,  S.  S.,  and  Dorfman,  R.  F.: 
Isolated  granulomas  in  Hodgkin’s  disease,  New  England  J. 
Med.  283:  859  (1970). 

7.  Lipton,  M.  J.,  et  al.:  Evaluation  of  the  liver  and 

spleen  in  Hodgkin’s  disease.  I.  The  value  of  hepatic  scintig- 
raphy, Am.  J.  Med.  52:  356  (Mar.)  1972. 

8.  Goldfarb,  B.  L.,  and  Cohen,  S.  S.:  Coexistent  dissem- 
inated sarcoidosis  and  Hodgkin’s  disease,  J.A.M.A.  211:  1525 
(1970). 

9.  Oehlert,  W.,  et  al.:  Nonspecific  mesenchymal  reaction 
and  parenchymal  cell  damage  in  the  livers  of  patients  with 
Hodgkin’s  disease,  Klin.  Wchnschr.  48:  126(1970). 

10.  Lukes,  R.  J.,  et  al.:  Report  of  the  nomenclature  com- 
mittee, Cancer  Res.  26:  1311  (1966). 

11.  Levitan,  R.,  Diamond,  H.  D , and  Craver,  L.  F.:  The 
liver  in  Hodgkin’s  disease.  Gut  2:  60  (1961). 

12.  Aisenberg,  A.  C.,  et  al.:  Spleen  involvement  at  the 

onset  of  Hodgkin’s  disease,  Ann.  Int.  Med.  74:  554  (Apr.  I 
1971. 

13.  Dorfman,  R.  F.:  Relationship  of  histology  to  site  in 

Hodgkin’s  disease,  Cancer  Res.  31:  1786  (Nov.)  1971. 

14.  Enright,  L.  P.,  Trueblood,  H.  W.,  and  Nelsen,  T.  S.: 
The  surgical  diagnosis  of  abdominal  Hodgkin’s  disease,  Surg. 
Gynec.  & Obst.  130:  853  (1970). 

15.  Rappaport,  H.:  Tumors  of  the  hematopoietic  system. 
Atlas  of  Tumor  Pathology,  Washington,  D.C.,  Armed  Forces 
Institute  of  Pathology,  1966,  sect.  3,  pt.  8,  p.  198. 

16.  Rappaport,  H.,  and  Strum,  S.  B.:  Vascular  invasion 

in  Hodgkin’s  disease:  its  incidence  and  relationship  to  the 

spread  of  the  disease,  Cancer  25:  1304(1970). 

17.  Rappaport,  H.,  et  al.:  Clinical  and  biological  signifi- 
cance of  vascular  invasion  in  Hodgkin’s  disease,  Cancer  Res. 
31:  1794  (Nov.)  1971. 

18.  Kadin,  M.  E.,  Glatstein,  E.,  and  Dorfman,  R.  F.: 
Clinicopathologic  studies  of  117  untreated  patients  subjected 
to  laparotomy  for  the  staging  of  Hodgkin’s  disease,  Cancer  27: 
1277  (June)  1971. 

19.  Bagley,  C.  M.,  et  al.:  Liver  biopsy  in  Hodgkin’s  dis- 
ease. Clinicopathologic  correlations  in  127  patients,  Ann.  Int. 
Med.  76:  219  (Feb.)  1972. 

20.  Jelliffee,  A.  M.,  et  al.:  Laparotomy  and  splenectomy 
as  routine  investigations  in  the  staging  of  Hodgkin’s  disease 
before  treatment,  Clin.  Radiol.  21:  439,  (1970). 

21.  Rosenberg,  S.  A.:  A critique  of  the  value  of  laparot- 
omy and  splenectomy  in  the  evaluation  of  patients  with  Hodg- 
kin’s disease,  Cancer  Res.  31:  1737  (Nov.)  1971. 


1986  New  York  State  Journal  of  Medicine  / August  1,1973 


Psychiatric  consultation-liaison  services  have  helped 
in  educating  nonpsychiatric  physicians  and  the 
house  staff  of  general  hospitals  in  the  need  and  use 
of  psychopharmacology.  These  physicians  are 
then  equipped  to  treat  certain  specific  neurotic 
reactions  in  patients.  A survey,  utilizing  a short 
questionnaire,  is  described  in  this  article  and  gives 
some  information  on  the  extensive  use  of  drugs  by 
nonpsychiatric  physicians.  However,  psychophar- 
macotherapy must  be  regarded  as  only  one  of  many 
management  methods  to  be  employed. 
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Five  separate  but  interrelated  developments  in 
psychiatry  have  taken  place  fairly  recently.  The 
advent  of  psychopharmacology  occurred  first  and 
was  largely  responsible  for  those  other  develop- 
ments which  followed,  namely,  biologic  research 
into  the  nature  of  mental  illness,  establishment  of 
psychiatric  departments  in  general  hospitals,  es- 
tablishment of  departments  of  consultation-liaison 
psychiatry,  and  the  refinement  of  the  concept  of 
social  psychiatry. 

The  first  practical  change  that  the  use  of  psy- 
choactive drugs  achieved  was  the  transformation 
of  state  hospitals  into  institutions  with  an  open- 
door  policy,  together  with  an  emphasis  on  imme- 
diate treatment  and  a short  hospital  stay.1’-2  An 
early  return  of  patients  necessitated  the  develop- 
ment of  methods  to  assure  their  improved  exis- 
tence in  the  community.3  We  had,  then,  to  revise 
our  concepts  of  social  or  community  psychiatry,  to 
see  it  as  a working  and  integrated  partnership  of 
psychiatrists,  nonpsychiatric  physicians,  psycholo- 
gists, social  workers  and  other  professionals,  and 
even  nonprofessional  volunteers  dedicated  to  the 
attainment  of  the  three  levels  of  psychiatric  pre- 
vention.4 New  psychiatric  departments  in  general 
hospitals  then  became  a must,  and  the  birth  of 
psychiatric  consultation-liaison  services  followed 
as  a matter  of  course.5 
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Until  these  changes  had  taken  place,  the  in- 
volvement of  the  nonpsychiatric  physicians  in  the 
management  of  the  seriously  ill  mental  patient  in 
the  community  was  rather  minor.  As  family 
practitioners,  internists,  and  pediatricians  became 
more  involved  they  needed  more  training  to  im- 
prove their  diagnostic  and  therapeutic  skills.6 
Within  the  past  fifteen  years  this  training  has 
been  primarily  directed  toward  (1)  upgrading  psy- 
chiatric departments,  hitherto  generally  unequal 
to  others,  especially  in  the  area  of  undergraduate 
curriculum,  and  (2)  developing  postgraduate  psy- 
chiatric education  as  part  of  continuing  education 
for  physicians. 

The  latter  evolved  from  formal  didactic  meth- 
ods into  more  informal  case  presentations.  The 
initial  enthusiasm  especially  on  the  part  of  the 
family  practitioners  was  great,  but  gradually  it 
waned,  not  only  in  terms  of  educational  participa- 
tion, but  also,  especially  in  large  communities, 
with  regard  to  management  and  the  referral  of 
more  severe  psychiatric  cases.7  These  phenome- 
na, we  believe,  stem  from  the  realization  that  the 
more  seriously  ill  psychiatric  patients  demand  a 
lot  of  the  physician’s  time  and  effort  and  that 
their  handling  is  after  all  not  simple.8  Because  of 
this,  special  approaches  to  education  must  be 
sought,  and  consultation-liaison  psychiatric  de- 
partments which  utilize  a psychosomatic  ap- 
proach seem  to  be  best  suited  to  these  problems. 
Such  educational  techniques  need  not  displace 
the  previous  ones,  but  the  primary  emphasis  is  on 
the  utilization  of  the  consultation  contact  between 
consultant  and  consultee. 

Teaching  role  of  psychiatric 
consultation  service 

We  believe  that  the  didactic  work  performed  by 
the  consultant  should  parallel  the  assistance  given 
to  the  consultees  in  their  usual  work  of  caring  for 
those  patients  whose  illnesses  are  primarily  psy- 
chiatric, or  when  the  psychiatric  or  psychosocial 
problems  interfere  with,  complicate,  or  stem  from 
somatic  illness.  The  consultees,  therefore,  must 


August  1,1973  / New  York  State  Journal  of  Medicine  1987 


TABLE  I.  Reported  use  of  psychopharmaceutical  drugs 


— F.P.  — , 

Int. 

S 

> Ped. • 

' — Surg. — . 

- — Gyn- 

-Ob.^ 

- — Ophth. — . 

- — Derm. — - 

Num- 

Per 

Num- 

Per 

Num- 

Per- 

Num- 

Per 

Num- 

Per 

Num- 

Per 

Num- 

Per 

Use 

ber 

Cent 

ber 

Cent 

ber 

Cent 

ber 

Cent 

ber 

Cent 

ber 

Cent 

ber 

Cent 

Daily 

12 

50 

6 

50 

1 

8 

1 

20 

Occasionally 

10 

40 

5 

41 

3 

75 

6 

50 

4 

80 

Rarely 

1 

5 

1 

9 

1 

25 

4 

34 

1 

100 

Never 

1 

5 

1 

8 

2 

100 

Totals 

24 

12 

4 

12 

5 

2 

1 

receive  direct  or  indirect  instruction  that  will  en- 
large their  theoretical  and  practical  knowledge 
enough  to  help  them  manage  such  patients  more 
effectively.  The  practicality  of  such  a didactic 
system  requires  a reorientation,  a modification  of 
a purely  biologic  model  of  diagnosis  and  manage- 
ment into  a psychosomatic  model;  this  model  in- 
cludes the  concept  of  the  unity  of  the  biologic, 
psychologic,  and  social  factors  of  illness  and  the 
management  of  the  patient.  In  the  entire  teach- 
ing process,  the  consultant  does  not  attempt  to 
change  the  consultee  into  a psychiatrist,  but  rath- 
er tries  to  help  him  in  the  management  of  the  pa- 
tient and  still  make  him  aware  of  his  limitations, 
especially  where  recommended  therapeutic  proce- 
dures are  too  specialized  for  him  to  carry  out 
alone. 

Our  own  experience  with  consultation  work 
convinced  us  that  its  teaching  aspect  is  more  sat- 
isfactory than  the  usual  didactic  methods  because 
(1)  it  puts  the  recipient  on  an  equal  level  with  the 
giver,  without  taking  away  the  professional  prero- 
gatives of  the  former  and  the  process  is,  therefore, 
less  threatening  to  the  recipient;  (2)  it  affords  a 
method  of  continuous  education  for  the  consultee; 
(3)  it  is  sought  by  more  practitioners  because  it  is 
produced  on  demand  of  the  patient’s  needs,  and  if 
it  is  readily  accessible  it  becomes  a truly  continu- 
ous system;  and  (4)  it  is  accepted  well  by  the  con- 
sultee because  the  members  of  the  consultation- 
liaison  service  understand  his  needs,  speak  his 
language,  and  are  easily  accessible. 

The  psychosomatic  approach  used  in  teaching 
emphasizes  a reorientation  in  the  bio-socio-psy- 
chologic nuances  of  illness,  but  above  all  the  sick- 
ness or  diseased-organ  orientation  must  give  way 
to  the  person-oriented  approach.9 

This  is  especially  true  for  those  physicians 
whose  undergraduate  training  was  based  on  a 
purely  medical  model  of  therapy.  Therefore,  the 
teaching  requires  a relatively  adequate  indoctrina- 
tion in  the  nuances  of  personality  development 
and  the  adaptational  and  coping  mechanisms 
used  by  the  patient  under  life  stresses.  Special 
regard  must  be  given  to  the  knowledge  of  illness 
behavior,  sick  role-playing  and,  above  all,  the 
meaning  of  the  physician-patient  relationship. 

Until  such  a reorientation  is  achieved,  the  stu- 
dent is  not  capable  of  a satisfactory  psychosomat- 


ic management,  even  though  he  is  very  well  versed 
in  the  pharmacologic  properties  of  all  psychoac- 
tive agents.  Such  a student  would  undoubtedly 
be  interested  primarily  in  the  alleviation  of  symp- 
toms and  would  mistake  this  for  an  improved  per- 
sonality adaptation,  if  not  for  a cure. 

Once  the  orientation  is  accomplished,  the 
didactic  method  is  simple,  yet  one  must  repeated- 
ly emphasize  the  importance  of  nonspecific  factors 
of  chemotherapy  that  so  strongly  influence  the 
purely  pharmacologic  action  of  the  drugs.  The 
synergistic  or  antagonistic  effects  of  the  personali- 
ty structure,  as  well  as  the  environment,  must  al- 
ways be  discussed.  Perhaps  what  the  physician 
needs  to  be  taught  above  all  is  to  understand 
thoroughly  his  own  reactions  to  the  patient,  the 
latter’s  illness,  and  the  drugs  he  is  going  to 
administer.  The  physician  must  also  be  aware  of 
the  attitude  he  may  develop  when  chemotherapy 
fails  to  provide  the  desired  degree  or  pace  of 
change.  Finally,  he  must  know  how  his  own  reac- 
tions may  potentiate  or  weaken  the  drug  action  or 
even  affect  the  physician-patient  relationship. 

Scope  of  problem 

When  teaching  a subject  one  must  keep  a close 
observation  on  the  scope  of  the  problem  and  on 
the  results.  A periodic  inquiry  may  be  made  re- 
garding the  status  of  the  new  skills  acquired  by 
those  who  are  taught.  The  author  has  recently 
conducted  an  inquiry  regarding  the  use  of  psycho- 
tropic agents  among  some  physicians  who  collabo- 
rate closely  by  engaging  his  consultation  service  in 
the  general  hospital,  and  with  another  group  not 
participating  in  such  work.  The  latter  group  live 
in  areas  remote  from  the  hospital.  While  the  sur- 
vey did  not  supply  sufficient  information  for  the 
evaluation  of  consultation  as  a teaching  method, 
it  gave  some  information  regarding  the  scope  of 
the  problem  and  gave  some  on  the  weak  points  of 
drug  use  by  the  nonpsychiatric  physicians.  The 
survey  utilized  a short  questionnaire  sent  to  all 
nonpsychiatric  practitioners  of  four  counties  in 
northeastern  New  York,  a predominantly  rural 
and  socioculturally  and  economically  deprived 
area.  Sixty  physicians  or  47.8  per  cent  of  ad- 
dressees returned  the  questionnaire  sufficiently 
well  completed  to  be  of  use.  Among  the  60,  there 
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TABLE  II.  Reported  use  of  neuroleptics* 


Drug 

F.P. 

Int. 

Ped. 

Surg. 

Gyn.- 

Ob. 

Phenothiazines 

(13-1 

4-2 

2-3 

2-4 

1-5) 

(6-1 

3-3 

1-4) 

1 

(6-1 

2-2) 

1 

Totals 

22 

10 

1 

8 

1 

Thioxanthenes 

7 

2 

Butyrophenone 

8 

4 

Rauwolfia 

15(?) 

4 (?) 

* None  reported  in  ophthalmology  or  dermatology. 


were  24  family  practitioners  (F.P.),  12  internists 
(Int.),  4 pediatricians  (Ped.),  12  surgeons  (Surg.), 
5 obstetrician-gynecologists  (Gyn.-Ob.),  2 

ophthalmologists  (Ophth.),  and  1 dermatologist 
(Derm.). 

Of  the  60  responders,  one-third  reported  the  use 


almost  all  physicians  included  in  this  survey  re 
ported  the  use  of  one  or  another  psychoactive 
drug.  The  reported  degree  of  use  shows  that  50 
per  cent  of  the  family  practitioners  and  internists 
use  these  drugs  daily  and  over  40  per  cent  occa- 
sionally. 

Neuroleptics  are  used  by  a great  majority  of  re- 
sponders (Table  II).  Phenothiazines  are  used  by 
over  90  per  cent  of  family  practitioners,  over  80 
per  cent  of  internists  and  over  60  per  cent  of  sur- 
geons. The  family  practitioners  and  the  internists 
reported  also  a sizable  use  of  thioxanthenes  and 
butyrophenones.  The  relatively  large  use  of  Rau- 
wolfia  may  be  confusing,  but  these  drugs  are  used 
most  likely  for  the  treatment  of  hypertension. 
Over  50  per  cent  of  the  responders  reported  the 
use  of  one  neuroleptic,  but  others  used  between 
two  and  five  types.  Some  of  these  seemed  to  be 
used  as  antiemetics. 

Anxiolytic  drugs,  sedatives,  and  hypnotics  are 


TABLE  III.  Reported  use  of  anxiolytics,  sedatives,  and  hypnotics 


Medication 

F.P. 

Int. 

Ped. 

Surg. 

Gyn.-Ob. 

Ophth. 

Derm. 

Benzodiazepines 

(16-1 

(6-1 

8 

4 

1 

1 

2-2 

4-2) 

3-3) 

Total 

21 

10 

8 

4 

1 

1 

Substituted  diols 

14 

9 

5 

3 

Total 

14 

9 

5 

3 

Daytime 

(11-1 

(6-1 

1 

4 

1 

barbiturates 

1-2) 

2-2) 

Total 

12 

8 

1 

4 

1 

Barbiturate 

(12-1 

(5-1 

4 

(5-1 

3 

1 

hypnotics 

3-2) 

1-2 

1-2) 

3-3 

1-5) 

Total 

15 

10 

4 

6 

3 

1 

N onbarbiturate 

(6-1 

(5-1 

1 

(3-1 

(2-1 

hypnotics 

5-2) 

6-2 

3-2 

1-2) 

1-3) 

1-3) 

Total 

11 

12 

1 

7 

3 

of  psychopharmaceutical  agents  daily,  almost  50 
per  cent  occasionally,  13  per  cent  rarely,  and  only 
slightly  over  6 per  cent  stated  that  they  used  no 
psychotropic  agents  at  all  because  of  the  nature  of 
their  practices  (Table  I).  Considering  the  varia- 
tions in  the  nature  of  practice,  it  can  be  seen  that 


TABLE  IV.  Reported  use  of  antidepressants,  stimulants 
and  lithium  carbonate* 


Drugs 

F.P. 

Int. 

Ped. 

Surg. 

Tricyclic 

(10-1 

4-2 

2-3) 

(4-1 

7-2) 

2 

6 

Total 

16 

11 

2 

6 

M.A.O.I. 

1 

2 

1 

Amphetamine 

(8-1 

2 

2 

2 

stimulants 

1-2) 

Total 

9 

2 

2 

2 

Other  stimulants 

1 

2 

1 

1 

Lithium  carbonate 

3 

2 

* No  figures  for  gyn.-ob.,  ophth.,  or  derm. 


used  quite  extensively  (Table  III).  The  use  of 
benzodiazepines  was  reported  by  75  per  cent  of  all 
responders,  substituted  diols  by  over  50  per  cent, 
and  daytime  barbiturates  by  less  than  50  per  cent 
of  the  responders.  Over  60  per  cent  used  barbitu- 
rate sedatives,  and  almost  as  large  a group  re- 
ported the  use  of  nonbarbiturate  hypnotics. 

The  use  of  antidepressants,  stimulants,  and 
lithium  carbonate  is  represented  in  Table  IV. 
Fifty-eight  per  cent  of  the  responders  reported 
the  use  of  tricyclics  and  6 per  cent  monoamine- 
oxidase  inhibitors.  Thirty-three  per  cent  are  still 
using  stimulants.  Slightly  over  8 per  cent  re- 
ported the  use  of  lithium  carbonate.  All  mono- 
amine-oxidase inhibitors  (M.A.O.I.)-  and  lithium- 
treated  patients  are  follow-up  cases  from  psychi- 
atric hospitals  or  psychiatrists. 

A very  interesting  set  of  data  collected  on  Table 
V supplies  information  regarding  the  diagnostic 
categories  treated  with  drugs.  The  large  number 
of  patients  with  paranoid  psychoses  points  to  a 
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TABLE  V.  Reported  conditions  treated  with  drugs* 


Diagnostic  Categories 

F.P. 

Int. 

Ped. 

Surg. 

Gyn.-Ob. 

The  schizophrenias 

14 

4 

1 

1 

Paranoid  reactions 

11  (?) 

3 (?) 

1 (?) 

Organic  brain  syndromes 
nonalcoholic 

12 

8 

3 

Organic  brain 

syndromes-alcoholic 

17 

11 

3 

Alcohol  detoxification 

...  (?) 

...  (?) 

Manic  depressive 
illness  depressed 

15 

2 

1 

Manic 

12 

2 

1 

Psychotic  depressions 

...  (?) 

...  (?) 

Transient  adjustment 
reactions 

7 

8 

1 

4 

2 

Enuresis 

13 

2 

3 

3 

Acting-out  personality 
disorders 

6 

2 

Psychosomatic  patients 

12 

6 

1 

2 

Neuroses  non-depressive 

19 

10 

1 

5 

2 

Neuroses  depressive 

15 

12 

1 

2 

Excitement  due  to 
stimulants 

7 

6 

1 

1 

Due  to  hallucinogens 

7 

6 

1 

1 

* No  figures  for  gyn.-ob.,  ophth.,  or  derm. 

TABLE  VI. 

Reported  source  of  primary  information  about  drugs 

F.P. 

Int. 

Ped. 

Surg. 

Gyn.-Ob. 

Ophth. 

Derm. 

Advertising 

3 

1 

“Detailmen” 

5 

4 

P.D.R. 

4 

1 

4 

Lectures 

2 

1 

1 

1 

1 

Books  and  journals 

6 

5 

2 

2 

1 

1 

Consultation 
No  information 

3 

6 

1 

1 

given 

1 

2 

1 

Total 

24 

12 

4 

12 

5 

2 

1 

gross  diagnostic  distortion.  One  gains  a similar 
impression  on  seeing  that  all  alcoholics  treated 
were  diagnosed  as  having  brain  syndromes  and 
that  there  was  not  a single  case  of  simple  detoxifi- 
cation reported.  It  seems  also  that  the  psychotic 
depressive  patients  were  counted  among  the  de- 
pressed manic-depressive  patients.  The  large 
number  of  patients  reported  in  all  diagnostic  cate- 
gories in  general  creates  a suspicion  that  the  re- 
sponders might  have  included  here  the  cases 
treated  over  a very  long  period.  This  table  also 
indicates  the  important  direction  teaching  should 
take  with  this  particular  group  of  responders. 

The  inquiry  into  the  source  of  information  re- 
garding the  psychotropic  agents  revealed  that  a 
large  group  of  responders  seeks  information  prin- 
cipally from  book  and  journal  articles  (Table  VI). 
Consultation  is  used  primarily  as  a didactic  tool 
by  only  slightly  over  16  per  cent  of  the  physicians, 
and  lectures  are  useful  primarily  to  only  10  per 
cent.  Over  33  per  cent  resort  to  journal  advertis- 
ing, information  from  drug  “detailmen,”  and  the 
Physicians'  Desk  Reference  (P.D.R.).  One  needs 
to  note  that  the  table  contains  only  data  on  the 


primary  information,  although  the  responders  list- 
ed the  use  of  all  the  sources  on  the  table,  giving 
the  primary  source  as  the  first  answer. 

A close  look  at  these  responses  shows  additional 
valuable  data.  Some  physicians,  even  those  en- 
gaged in  this  work  for  many  years,  with  the  nota- 
ble exception  of  internists,  have  not  completely 
developed  the  psychosomatic  approach  of  patient- 
oriented  management.  Some  are  more  action-ori- 
ented than  goal-oriented,  and  are  prone  to  use 
drugs  before  a decision  is  made  as  to  what  is 
wrong  with  the  patient. 

There  is  a large  use  of  neuroleptics  in  nonpsy- 
chotic  patients,  and  even  a much  larger  reported 
use  of  anxiolytics  in  psychotic  patients.  There 
appears  to  be  a disregard  for  the  degree  of  severity 
of  the  illness  and  there  is  a lack  of  titration  of 
each  patient.  Polypharmacy  seems  to  be  used  in 
some  cases,  but  the  doses  are  insufficient  in  many 
of  these.  The  anticipated  time  for  improvement 
is  often  too  short,  and  changes  from  one  drug  to 
another  are  too  frequent.  This  is  particularly  true 
with  the  use  of  antidepressants.  Drug  incompati- 
bilities seem  to  be  grossly  overlooked,  and  the  in- 
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structions  given  to  the  patient  regarding  intake  of 
alcohol,  driving  a motor  vehicle,  working  on  ma- 
chines and  so  forth,  are  understated.  Instruction 
to  the  patient  and  his  family  regarding  the  antici- 
pated duration  of  treatment  and  side  and  toxic 
reactions  is  rather  inadequate. 

One  gains  an  impression  that  drugs  are  credited 
with  specificity,  that  is,  various  anxiolytics  are 
used  for  the  treatment  of  certain  specific  neurotic 
reactions.  There  also  seems  to  be  confusion  in 
the  reported  use  of  monophasic  tricyclics  in  states 
of  hyperexcitation  even  of  organic  origin.  Bi- 
phasic  antidepressants  are  often  prescribed  in 
neurotic  reactions  not  characterized  by  depressive 
components. 

Drugs  are  generally  prescribed  in  large  quan- 
tities with  probable  disregard  for  the  potential  su- 
icidal dangers.  The  sudden  withdrawal  of  drugs 
used  for  prolonged  periods  is  not  sufficiently 
avoided. 

Comment 

While  this  survey  did  not  aim  at  an  exact  clari- 
fication of  the  problem,  it  can  give  us  some  infor- 
mation regarding  the  scope  of  the  problem  and 
the  direction  to  be  used  in  teaching  psychophar- 
macology in  general,  and  with  this  group  in  par- 
ticular. It  certainly  showed  that  psychoactive 
drugs  are  used  extensively  and  that  the  profes- 
sional information  must  be  continually  upgraded 
during  the  education  process  if  drugs  are  to  be 
truly  beneficial.  The  psychiatric-liaison  consul- 


tants are  in  an  especially  good  position  to  perform 
this  service  by  so  modifying  the  consultation  that 
it  can  become  a most  useful  part  of  the  total 
didactic  program  for  the  nonpsychiatric  physician 
and  the  house  staff  of  the  general  hospital.  Such 
a modification  must  involve  a reorientation  from 
the  medical  model  into  a psychosomatic  approach 
in  which  psychopharmacotherapy  is  seen  as  only 
one  of  many  management  methods. 

202-A  Cornelia  Street 
Plattsburgh,  N.Y.  12901 
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The  value  of  the  breasts  to  most  modern  women 
has  taken  on  a dual  role  of  importance  not  related 
to  their  primary  function  of  milk  production  for 
feeding  their  infants  but  rather  to  their  aesthetic 
value  and  their  high  cancer  incidence  potential. 

Their  importance  as  a badge  of  sexual  enhance- 
ment is  emphasized  in  a legendary  story  of  Saint 
Agatha,  the  patron  saint  of  diseases  of  the 
breast.1  To  destroy  her  beauty  for  resisting  his 
amorous  advances,  Quintianus,  the  Roman 
governor  of  Sicily  in  the  third  century  A.D.,  had 
her  tied  to  a pillar  and  her  breasts  torn  off  with  iron 
tongs.  Any  mutilation  of  the  breasts  is  dreaded  by 
modern  women  today  with  ever-increasing  in- 
tensity. 

Prime  importance  in  treating  breast  cancer  must 
be  placed  on  the  cure  of  the  patient  or  the  obtain- 
ing of  long-term  survival  with  cosmetic  and  func- 
tional results  being  of  secondary,  although  im- 
portant, consideration.  The  aesthetic  value  of  the 
breasts  has  placed  increasing  emphasis  on  the 
importance  of  performing  cosmetically  acceptable 
biopsy  and  mastectomy  incisions,  of  selecting  the 
surgical  procedure  that  offers  the  best  functional 
and  cosmetic  results  consistent  with  maximum 
patient  benefit,  and  to  the  consideration  of  possible 
breast  reconstruction  after  mastectomy. 

Biopsy  incisions  in  the  periareolar  area,  the  sub- 
mammary fold,  or  along  the  natural  dynamic  wrin- 
kle lines  of  Kraissl,2  which  are  concentrically 
circular  lines  with  the  nipple  and  areola  as  the 
center,  leave  the  least  obvious  scars  and  should  be 
used  whenever  possible  since  the  lesion  may  be  be- 
nign. Care  should  also  be  exercised  to  preserve  the 
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subcutaneous  fat  and  to  do  a carefully  layered  clo- 
sure. The  surgeon  must  plan  his  mastectomy  inci- 
sion with  great  care  so  as  to  offer  the  optimal  cos- 
metic result.  This  can  best  be  obtained  by  the  use 
of  the  Stewart  transverse  incision  or  the  Orr  oblique 
incision  whenever  possible.  If  a vertical  incision  is 
used,  it  should  be  placed  so  that  it  can  be  covered 
with  a brassiere  strap,  and  it  should  never  extend 
onto  the  arm.  Well-planned  incisions  will  result  in 
a minimal  need  for  skin  grafting  and  yet  allow  for 
adequate  margins  beyond  the  tumor. 

Types  of  procedure 

Since  the  radical  mastectomy  was  first  de- 
scribed by  Halsted  in  1894, 3 it  has  remained  the 
procedure  of  choice  in  most  centers  throughout 
the  world.  However,  the  pendulum  has  been  con- 
tinuously swinging  back  and  forth  from  it  toward 
lesser  or  toward  more  extensive  procedures  with 
advocated  operations  ranging  from  so-called 
lumpectomy  or  wide  local  excision  to  transscapu- 
lothoracic  amputation. 

Lesser  procedures  than  the  standard  radical 
mastectomy  which  have  been  advocated  are: 
wide  local  excision  (lumpectomy),4  subcutaneous 
mastectomy  (adenomammectomy),5  simple  mas- 
tectomy,6 simple  mastectomy  with  axillary  gland 
dissection,7  and  modified  radical  mastectomy  with 
preservation  of  the  pectoralis  major  muscle.8-9  Of 
the  more  extensive  operations  recommended,  the 
one  that  has  received  the  most  support  is  the  ex- 
tended radical  mastectomy  popularized  by 
Urban.10 

Wide  local  excision  or  so-called  lumpectomy  en- 
tails removal  of  one  quarter  to  one  third  of  the 
breast  and  is  not  just  a local  excision  of  the 
tumor.  Crile4  has  advocated  this  procedure  for 
small,  clinically  stage  1,  peripherally  located  le- 
sions. He  felt  the  procedure,  although  applicable 
to  only  a small  number  of  patients,  offers  compa- 
rable five-year  survival  rates  to  simple  mastecto- 
my or  even  more  radical  procedures. 

However,  the  wide  excision  of  the  tumor  along 
with  the  affected  quadrant  of  the  breast  is  hardly 
a minor  procedure  and  results,  at  best,  in  a small- 
er and  deformed  breast,  and  if  the  tumor  is  in  the 
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upper  or  inner  quadrants,  there  is  visible  scarring 
and  deformity.4  There  is  no  way  of  knowing 
whether  or  not  the  nodes  are  involved  except  by 
clinical  judgment,  and  the  procedure  ignores  the 
fact  that  breast  cancer  is  commonly  multicentric. 
Finally,  long-term  survival  rates,  not  five-year 
survival  rates,  are  of  prime  importance. 

This  procedure  became  the  topic  of  conversa- 
tion among  women  and  physicians  throughout  the 
1 country  following  an  article  by  Nolen.11  Dr. 
Nolen,  the  author  of  The  Making  of  a Surgeon, 
heard  Crile6  speak  about  the  operation  at  a meet- 
ing of  the  American  College  of  Surgeons  in  the  fall 
of  1970.  His  report  of  what  Crile  said  on  this  op- 
eration makes  one  wonder  as  to  whether  they  are 
talking  about  the  same  thing.  He  reported  that 
Crile  announced  that  “he  had  been  treating  breast 
cancer  patients  with  a relatively  minor  operation: 
simple  removal  of  the  lump.  This  operation  can 
be  done  in  ten  minutes,  leaves  the  patient  with 
her  breast,  and  allows  her  to  be  home  in  two  days. 
His  results? — a cure  rate  of  about  70  per  cent.” 
This  inaccurate  quotation  has  raised  false  hopes 
in  many  women  and  promoted  others  to  refuse 
surgery  that  could  be  curative. 

Subcutaneous  mastectomy  (adenomammec- 
tomy)  has  been  recommended  for  noninvasive 
cancers  by  Snyderman  and  Starzynski.5  A good 
cosmetic  result  is  obtained  by  leaving  the  skin  en- 
velope, areola,  and  nipple  and  filling  in  the  defect 
with  a silicone  prosthesis.12  However,  it  is  ques- 
tionable whether  or  not  all  breast  tissue  can  be  re- 
moved with  this  technique. 

Crile6  feels  that  simple  mastectomy  is  the  pro- 
cedure of  choice  for  operable  breast  cancer,  pre- 
serving the  regional  nodes  to  serve  as  repositories 
of  the  host’s  immunity  against  systemic  metasta- 
ses.  With  care  the  entire  breast  can  be  removed, 
but  unless  the  nodes  are  removed,  there  is  no  as- 
surance that  they  might  not  contain  cancer,  since 
the  clinical  accuracy  of  determining  whether  or 
not  nodes  are  involved  is  notoriously  poor. 

Auchincloss13  and  Madden7  prefer  simple  mas- 
tectomy with  axillary  gland  dissection  to  radical 
mastectomy.  It  is  a conservative  operation  of- 
fering cosmetic  and  functional  results  on  a par 
with  simple  mastectomy,  and  the  nodes  most 
often  involved  in  metastases  are  removed. 

A modified  radical  mastectomy  with  preserva- 
tion of  the  pectoralis  major  muscle  is  recommend- 
ed by  Patey  and  Dyson9  and  by  Handley  and 
Thackray8  and  Handley.14  They  consider  it  to  be 
cosmetically  and  functionally  more  acceptable 
than  the  standard  radical  procedure  with  compa- 
rable survival  rates. 

The  radical  mastectomy  has  remained  the  pro- 
cedure of  choice  in  many  centers  because,  from  a 
conceptual  standpoint,  it  answers  the  principle  of 
sound  cancer  therapy  better  than  lesser  proce- 
dures. In  an  international  cooperative  study 
Haagensen  et  a/.15  reported  that  the  radical  mas- 


tectomy gave  a better  ten-year  survival  rate  and 
had  fewer  local  recurrences  than  the  lesser  opera- 
tive procedures.  Leak  et  al. 16  recently  reported  on 
a twenty-year  analysis  of  survival  data  on  patients 
with  resectable  breast  cancer  treated  by  various 
surgical  procedures  and  noted  an  increase  in  long- 
term survival  of  patients  subjected  to  radical  mas- 
tectomy as  compared  with  those  undergoing  less 
extensive  procedures.  However,  the  most  striking 
difference  was  in  a comparison  of  poor  and  good 
radical  resections  with  a noteworthy  increase  in 
survival  in  the  latter. 

Of  operations  more  extensive  than  the  radical 
mastectomy  recommended  for  operable  breast 
cancer, loa7_19  the  one  that  has  received  the  most 
support  is  the  extended  radical  mastectomy  popu- 
larized by  Urban,10-20  and  which  he  recommends 
for  central  and  medially  located  lesions.  In  this 
procedure,  along  with  the  radical  mastectomy,  an 
en  bloc  resection  of  the  chest  wall  with  the  inter- 
nal mammary  nodes  is  done.  The  reason  for  this 
is  that  a considerable  number  of  internal  mamma- 
ry nodes  contain  cancer  especially  in  medial 
and  central  lesions,  and  these  are  not  removed  by 
radical  mastectomy  or  lesser  procedures.  How- 
ever, there  is  an  increased  morbidity  rate,  and  the 
cosmetic  and  functional  results  are  not  as  accept- 
able. Schiodt21  states  that  there  is  a remarkable 
similarity  in  survival  rates  when  similarly  grouped 
patients  are  treated  by  radical  or  superradical 
mastectomy.  Certainly,  it  is  a procedure  that 
should  only  be  performed  by  someone  who  is  well 
trained  in  the  technique.  In  the  hands  of 
Urban10-20  it  has  been  carried  out  with  a remark- 
ably low  mortality  and  morbidity  rate  and  with 
improved  survival  statistics. 

The  slavish  adherence  to  any  one  of  these  types 
of  operations  for  every  patient  is  basically  wrong. 
No  one  procedure  is  applicable  to  or  best  for  every 
patient  with  breast  cancer.  A procedure  must  be 
selected  for  each  individual  patient  which  is  the 
one  that  is  least  traumatizing  but  also  consistent 
with  maximum  patient  benefit.  To  do  this,  I 
have  divided  the  cases  into  six  basic  groups  and 
selected  the  appropriate  therapy  for  each. 

Group  1 

In  Group  I are  patients  with  noninvasive  cancer 
such  as  lobular  in  situ,  comedo,  Paget’s,  papillary, 
and  intracystic.  Farrow22  reported  on  a series  of 
470  noninfiltrating  mammary  carcinomas  and  an 
additional  51  cases  of  Paget’s  disease  without  evi- 
dence of  stromatic  invasion.  Of  the  470  cases,  270 
or  57  per  cent  were  lobular  in  situ,  with  12  per 
cent  simultaneously  bilateral,  200  or  43  per  cent 
intraductal  (comedo,  papillary,  and  intracystic), 
and  2 per  cent  simultaneously  bilateral.  Of  the 
operations  recommended,  simple  mastectomy 
would  seem  to  be  the  best  since  lumpectomy  ig- 
nores possible  multicentricity,  complete  breast  re- 
moval is  questionable  by  subcutaneous  mastecto- 


August  1,1973  / New  York  State  Journal  of  Medicine  1993 


my,  and  a mastectomy  with  complete  axillary  dis- 
section seems  to  be  a more  extensive  procedure 
than  is  needed.23 

Haagensen24  does  not  consider  lobular  carcino- 
ma in  situ  to  be  a true  breast  carcinoma  and  pre- 
fers the  term  lobular  neoplasia.  He  advises  “as  a 
humanitarian”  only  excision  of  the  lesion  and 
careful  clinical  follow-up  with  only  breast  exami- 
nations at  three-month  intervals.  However,  he 
admits  that  the  patient’s  chance  of  developing  in- 
vasive cancer  in  the  same  breast  is  25  per  cent 
and  that  it  is  8.5  per  cent  for  the  contralateral 
breast.  Furthermore,  when  invasive  cancer  devel- 
ops, he  then  performs  a radical  mastectomy  with, 
at  best,  a very  questionable  cure  rate. 

Group  II 

Simple  mastectomy  would  also  seem  to  be  ad- 
visable for  patients  in  Group  II  which  includes  pa- 
tients over  seventy  years  of  age,  those  with  severe 
constitutional  diseases,  and  those  with  sarcomas. 
Survival  rates  in  patients  over  seventy  or  with  se- 
vere constitutional  diseases  are  as  good  with  sim- 
ple mastectomy  as  with  any  other  procedure,  and 
mortality  rates  from  radical  operations  are  much 
higher.25-27  In  sarcomas,  metastatic  spread  is 
predominately  hematogenous,  and  regional  lymph 
nodes  are  seldom  involved.  Therefore,  simple 
mastectomy  should  be  an  adequate  procedure.1 

Group  III 

Group  III  consists  of  patients  with  presympto- 
matic  invasive  breast  cancers  found  by  diagnostic 
aids  such  as  mammography,  thermography,  or 
xerography.28'29  These  invasive  cancers,  although 
less  than  the  clinically  palpable  size  of  1 cm., 
could  metastasize  to  regional  nodes,  and  here  a 
simple  mastectomy  with  axillary  gland  dissection 
would  appear  to  be  a good  choice. 

Group  IV 

Patients  with  histologic  types  of  cancer  that, 
although  invasive,  are  not  prone  to  metastasize 
are  included  in  Group  IV,  such  as  colloid  (muci- 
nous or  gelatinous),  medullary  (circumscribed) 
with  lymphoid  infiltrate,  comedo  with  minimal 
stromatic  invasion,  and  papillary.30-31  Here  again, 
simple  mastectomy  with  axillary  gland  dissection 
would  seem  to  be  an  adequate  operation. 

Group  V 

Group  V,  which  is  by  far  the  largest,  includes 
patients  with  other  invasive  cancers.  It  is  here 
that  debate  as  to  the  proper  surgical  procedure  is 
the  strongest.  The  standard  radical  mastectomy 
remains  the  procedure  of  choice  in  many  centers, 
but  more  and  more  centers  and  surgeons  are  rec- 
ommending modified  procedures,  such  as  the 
mastectomy  and  axillary  gland  dissection  popu- 
larized by  Madden7  or  the  one  popularized  by 


Handley14  of  modified  radical  mastectomy  with 
preservation  of  the  pectoralis  major  muscle.  They 
feel  that  these  procedures  offer  comparable  sur- 
vival statistics  and  are  less  traumatizing  and 
functionally  and  cosmetically  more  acceptable. 
For  infiltrating  cancers  located  in  the  medial  and 
central  portions  of  the  breast,  Urban20  recom- 
mends an  extended  radical  mastectomy,  but  this 
procedure  is  not  done  in  most  centers. 

Group  VI 

In  Group  VI  are  patients  with  inflammatory 
cancer.  This  type  of  cancer  seems  to  be  adversely 
influenced  by  surgery,  and  here  radiotherapy  com- 
bined with  hormonal  and/or  chemotherapy  is  the 
modality  of  choice.32 

Stage  3 cancer 

Radical  mastectomy  has  no  place  in  the  treat- 
ment of  locally  advanced  Stage  III  breast  cancer 
since  the  disease  has  already  spread  beyond  the 
limits  of  excision.  Radiotherapy  is  the  treatment 
of  choice  either  alone  or  combined  with  simple 
mastectomy. 

The  other  breast 

Most  authorities  now  agree  that  the  incidence 
of  cancer  in  the  second  breast  is  significantly  high, 
that  there  is  a group  of  patients  who  have  a high 
risk  of  developing  cancer  in  it,  that  it  remains  as  a 
useless  and  largely  nonfunctioning  organ  serving 
at  best  as  a questionable  psychosexual  symbol, 
and  that  if  cancer  develops  in  it,  it  will  exert  a 
deleterious  influence  on  the  survival  of  the  pa- 
tient. The  question  that  remains  unanswered  is 
what  to  do  about  it.33-38  It  would  seem  that  the 
best  approach  would  be  to  do  random  biopsies  of 
the  opposite  breast,  as  advocated  by  Urban,37-38 
whenever  possible  on  all  patients  undergoing  pri- 
mary therapy  for  Stage  I or  II  cancers  in  the  first 
breast  except  in  elderly  patients  or  those  with  se- 
vere constitutional  disease.  If  a cancer  is  found, 
appropriate  therapy  is  carried  out.  If  no  cancer  is 
found,  the  patient  is  followed  carefully  by  rigor- 
ous and  regular  examinations  and  diagnostic  aids 
unless  she  is  in  the  “high-risk”  group,  in  which 
case  a selective  elective  prophylactic  contralateral 
simple  mastectomy  is  advised.37  The  “high-risk” 
group  refers  to  women  under  fifty  years  of  age 
with  a familial  history  of  breast  cancer  who  have 
an  early  multicentric  noninvasive  cancer  or  an  in- 
vasive one  of  a good  histologic  type  in  the  first 
breast.  These  patients  have  a good  prognosis  for 
long-term  survival  and  a much  higher  incidence  of 
developing  a second  primary  cancer  in  the  re- 
maining breast  than  the  average  postmastectomy 
patient. 

Prophylactic  contralateral  simple  mastectomy  is 
not  recommended  as  a routine  or  simultaneous 
procedure.  This  would  result  in  many  unneces- 
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sary  operations  and  no  statistically  significant  im- 
provement in  survival.  In  a carefully  selected 
“high-risk”  group  of  91  patients  who  have  had  a 
delayed  prophylactic  contralateral  simple  mastec- 
tomy performed  by  the  author,  16  or  17  per  cent 
were  found  to  have  unsuspected  cancers.  These 
patients  have  had  an  increase  rather  than  a de- 
crease in  mental  and  physical  comfort,  and  the 
survival  rate  without  any  evidence  of  recurrence 
in  56  of  these  patients  followed  for  over  five  years 
is  96.5  per  cent.33 

Postoperative  care 

The  woman  who  has  had  a breast  removed  for 
cancer  has  a severe  psychological  adjustment  to 
make.  Her  fear  of  disfigurement  and  loss  of  func- 
tion is  often  as  great  as  her  fear  of  cancer.  It  is 
not  enough  for  the  surgeon  to  do  a good  operation. 
The  patient  must  be  followed  and  counseled  care- 
fully to  help  her  through  this  period  of  severe 
mental  and  physical  stress.1 

In  most  cases,  it  is  best  to  advise  the  patient 
that  she  had  a cancer  and  that  her  breast  had  to 
be  removed  without  going  into  details.  Instead, 
emphasis  should  be  placed  on  the  probability  of  a 
complete  and  permanent  cure.  Rehabilitation 
must  be  stressed  along  with  assurances  that  she 
can  return  to  her  former  activities  with  minimal 
physical  disability.  Arm  and  shoulder  exercises 
must  be  carefully  taught.  A temporary  breast 
prosthesis  should  be  put  into  the  patient’s  bras- 
siere at  discharge,  and  she  should  be  fitted  with  a 
permanent  prosthesis  as  soon  as  possible. 

In  this  regard  the  Reach  to  Recovery  program 
sponsored  by  the  American  Cancer  Society  can  be 
of  great  help.  On  the  breast  service  at  New  York 
Medical  College,  we  have  a booklet  which  is  given 
to  each  such  patient  discussing  prognosis,  func- 
tion, cosmetic  appearance,  arm  and  shoulder  exer- 
cises, and  dos  and  don’ts  for  the  postmastectomy 
arm. 

Breast  reconstruction 

The  psychological  implication  of  breast  defor- 
mity is  very  great  to  most  women.5  Although  dif- 
ficult and  not  always  possible  or  advisable,  there 
are  procedures  available  for  reconstructing  the 
breast  after  mastectomy  which  can  be  most  re- 
warding, and  today  more  and  more  women  are 
asking  about  this.11 

Insertion  of  an  implant  after  subcutaneous  mas- 
tectomy is  relatively  easy,  and  the  resulting  breast 
is  reasonably  soft  but  not  as  natural  to  palpation 
as  in  augmentation  mammoplasty.  Subpectoral 
insertion  of  the  implant  is  more  difficult  to  do  but 
usually  gives  better  results  cosmetically. 

It  would  seem  that  reconstruction  of  the  breast 
after  simple,  modified,  or  radical  mastectomy 
should  be  reserved  for  patients  with  early  breast 
cancers  who  are  not  apt  to  have  local  recurrences 


and  who  have  a good  prognosis  for  long-term  sur- 
vival. Some  authorities  consider  six  months  to  be 
a reasonable  observation  period  before  starting 
breast  reconstruction.  However,  recurrences  are 
common  up  to  five  years  with  65  per  cent  occur- 
ring within  three  years  and  85  per  cent  within  five 
years,  and  it  is  doubtful  if  six  months  is  an  ade- 
quate period  of  time. 

Reconstruction  of  the  breast  after  simple  or 
modified  mastectomy  is  much  easier  than  after  a 
radical  procedure.  If  the  skin  flaps  are  thick  and 
loose,  insertion  of  an  implant  is  easy  and  can  usu- 
ally be  done  in  one  stage,  but  if  the  flaps  are  thin 
and  snug,  multiple  graded  implants  for  stretching 
will  have  to  be  used.  Transfer  of  a full-thickness 
graft  of  labia  minora  for  reconstruction  of  the  nip- 
ple and  areola  with  later  puckering  of  the  center 
gives  a good  cosmetic  result. 

Reconstruction  of  the  breast  after  a radical 
mastectomy  that  has  been  well  performed  with 
thin,  tight,  and  inelastic  skin  and  no  muscle  is 
usually  a difficult,  time-consuming,  and  multiple- 
stage  procedure.  Sometimes,  if  the  opposite 
breast  is  large  and  ptotic,  it  is  possible  to  fashion 
the  missing  breast  from  part  of  it.  However,  one 
must  be  cognizant  of  the  high  incidence  of  pri- 
mary cancer  occurring  in  the  remaining  breast. 
Occasionally,  it  is  possible  to  stretch  the  skin 
with  graded  implants  producing  an  adequate 
pocket  of  skin,  but  this  is  seldom  possible  if  the 
procedure  was  well  performed  with  resulting  tight 
and  snug  skin.  Most  often  it  is  necessary  to  raise 
an  abdominal  flap  for  reconstruction  of  the  breast 
after  radical  mastectomy,  and  this  is  subject  to 
many  complications  and  is  quite  prolonged. 

Summary 

The  psychological  implication  of  breast  defor- 
mity is  very  great  in  most  women,  and  every  effort 
should  be  made  to  obtain  the  best  possible  cosme- 
tic results  in  all  patients  undergoing  any  type  of 
breast  surgery.  However,  when  dealing  with 
breast  cancer,  top  priority  must  be  given  to  the 
selection  of  the  procedure  with  the  best  chance  for 
cure,  and  function  and  cosmetic  results,  while  of 
grave  concern,  must  assume  a position  of  secon- 
dary importance. 

No  one  surgical  procedure  is  applicable  to  or 
best  for  every  patient  with  breast  cancer.  The 
slavish  adherence  to  one  specific  type  of  operation 
is  basically  wrong.  A procedure  must  be  selected 
for  each  individual  patient  which  is  the  least  trau- 
matizing but  also  consistent  with  maximum  bene- 
fits to  the  patient. 

Random  biopsies  are  advisable  on  all  patients 
undergoing  primary  therapy  for  operable  breast 
cancer  in  the  first  breast.  If  a cancer  is  found, 
appropriate  therapy  is  then  carried  out.  If  no 
cancer  is  found,  the  patient  is  followed  carefully 
with  regular  examinations  and  diagnostic  aids  un- 
less she  is  in  the  high-risk  group  for  developing 
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cancer  in  the  other  breast  in  which  case  selective, 
elective,  prophylactic,  contralateral  simple  mas- 
tectomy is  advised. 

Excellent  postoperative  care  is  mandatory  to 
help  patients  through  a time  of  severe  mental  and 
physical  stress.  Emphasis  must  be  placed  on 
good  prognosis,  rehabilitation  for  complete  resto- 
ration of  function,  and  cosmetic  results.  Al- 
though difficult  and  not  always  possible  or  advis- 
able, there  are  procedures  available  for  recon- 
structing the  breast  after  mastectomy  which  can 
be  most  rewarding. 

55  East  87th  Street 
New  York,  New  York  10028 
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QUESTION  133.  What  is  the  interpretation?  The  patient  is  a seventy-eight  year-old  man  with  long-standing  hyper- 
tension and  mild  congestive  failure. 


QUESTION  134.  What  is  the  interpretation  of  this  arrhythmia,  lead  II? 
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ELUCIDATION 


Question  133.  The  rhythm  is  regular  sinus  rhythm.  The  electrical  axis  is  +75  degrees.  S-T  is  depressed  with  T 
inverted  in  leads  I,  II,  aVl,  and  V6.  S-T  is  slightly  elevated  with  T inverted  in  III,  aVf,  and  V3  to  V5.  There  is  a deep  S 
wave  in  V[  and  a tall  R wave  in  V4  to  Vg.  The  patient  has  evidence,  on  the  basis  of  high  precordial  voltage,  of  left  ven- 
tricular hypertrophy  in  a vertically  placed  heart.  In  this  situation,  the  R wave  is  tall  in  II,  III,  and  aVf.  There  are 
characteristic  ST-T-wave  abnormalities  in  these  leads.  The  S-T  elevations  suggest  myocardial  ischemia.  Serial  trac- 
ings should  be  obtained. 

Question  134.  The  ventricular  rate  is  regular  at  105  beats  per  minute.  The  atrial  rate  is  also  regular  at  145  beats 
per  minute  and  totally  independent  of  the  ventricular  complexes.  The  rhythm,  therefore,  is  a double  tachycardia 
with  the  atrial  rate  faster  than  the  ventricular  rate.  Since  the  QRS  complexes  are  aberrant,  and  measure  greater  than 
0.12  second,  they  must  originate  either  below  the  bifurcation  of  the  bundle  of  His,  or  if  above  the  bifurcation,  they  are 
conducted  with  aberration. 

Since  the  ventricular  rate  is  only  105,  this  is  probably  not  a true  ventricular  tachycardia,  but  could  be  categorized  as 
a slow  ventricular  tachycardia  or  accelerated  idioventricular  rhythm. 
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Infections  of  human  beings  with  the  parasite 
Dirofilaria  tenuis  are  rare  in  the  United  States 
and,  when  found,  usually  involve  only  subcuta- 
neous tissue.1-4  With  1 exception,  all  of  the  pa- 
tients who  have  been  described  have  visited  or 
were  residents  of  the  southeastern  United  States. 
The  isolated  worms  were  originally  identified  as 
Dirofilaria  conjunctivae,  but  a later  review  by  Ori- 
hel  and  Beaver5  classified  them  as  Dirofilaria  ten- 
uis and  described  their  frequent  occurrence  in 
subcutaneous  nodules  in  raccoons. 

This  report  presents  a case  of  filariasis  in  a 
woman  who  had  never  traveled  beyond  eastern 
Upstate  New  York.  The  parasite  is  probably 
Dirofilaria  tenuis,  but  might  be  Dirofilaria  immi- 
tis  or  an  unidentified  species  of  Dirofilaria.6 

Case  report 

A twenty-three-year-old  beautician  had  been 
well  until  two  months  before  admission  when  she 
noticed  a tender  and  painful  swelling  over  her 
right  temple.  This  was  associated  with  dizziness, 
headaches,  and  periorbital  burning.  She  denied 

*This  study  was  supported  in  part  by  funds  provided  by  the 
American  Cancer  Society. 

tAt  present:  Intern  at  Latteur  Day  Saints  Hospital,  Salt 

Lake  City,  Utah. 

**Dr.  Cunningham  is  a Junior  Faculty  Clinical  Fellow  of  the 
American  Cancer  Society. 


FIGURE  1.  Eosinophilic  granuloma  with  giant  cells  as 
well  as  an  immature  male  Dirofilaria. 


fever,  weight  loss,  localized  neurologic  symptoms, 
or  history  of  allergies.  The  patient  had  been  bit- 
ten extensively  over  her  face  and  arms  by  mosqui- 
toes one  month  before  she  noticed  the  swelling. 

Following  a ten-day  course  of  penicillin,  the  in- 
tensity of  her  symptoms  increased,  and  she  was 
admitted  for  evaluation.  A firm  tender  2-cm. 
nodule  was  noted  over  the  right  temporal  region, 
and  a similar  one  was  fixed  to  the  left  sternoclei- 
domastoid muscle.  Excision  of  the  two  nodules 
disclosed  an  eosinophilic  granulomatous  infiltrate 
containing  giant  cells  in  muscle  and  subcutaneous 
tissue.  There  was  no  perivascular  involvement 
(Fig.  1).  The  initial  pathologic  diagnosis  was  eo- 
sinophilic granuloma. 

The  patient  was  then  transferred  to  the  Albany 
Medical  Center  Hospital.  A diffusely  tender  and 
slightly  swollen  3-cm.  area  that  was  neither  warm 
nor  fluctuant  was  palpated  in  her  right  temporal 
region.  The  remainder  of  the  head,  eyes,  nose, 
and  throat  examination  findings  were  normal. 
There  were  no  abnormalities  of  the  cardiopulmo- 
nary, neural,  or  lymphatic  systems,  and  there  was 
no  abdominal  organomegaly. 

Laboratory  studies  included  a urinalysis  that 
was  normal  and  a total  white  blood  cell  count  of 
6,700  per  cubic  millimeter  with  67  per  cent  seg- 
mented cells,  2 per  cent  eosinophils,  28  per  cent 
lymphocytes,  and  3 per  cent  monocytes.  During 
her  hospital  course,  five  additional  white  blood 
cell  counts  and  direct  eosinophil  counts  were  nor- 
mal. Creatinine  phosphokinase  was  53  IU  (inter- 
national units),  lactic  dehydrogenase  was  117  IU, 
and  serum  glutamic  oxaloacetic  transaminase  was 
22  IU.  Three  stool  specimens  were  negative  for 
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occult  blood  and  contained  no  ova  or  parasites. 
Serum  total  protein  was  6.4  Gm.  per  100  ml. 
with  a normal  electrophoretic  pattern.  Serum 
was  negative  on  VDRL  testing,  antinuclear  anti- 
bodies, and  rheumatoid  factor.  Serum  antibody 
titers  for  toxocariasis,  trichinosis,  and  toxoplas- 
mosis were  also  negative.  The  intermediate  puri- 
fied protein  derivative,  histoplasmin,  and  Candida 
skin  test  results  were  negative,  while  that  for 
mumps  was  positive.  Blood  smears  for  microfi- 
laria were  negative.  Roentgenograms  of  the 
chest,  skeletal  system,  and  the  skull  were  normal. 
An  aspirate  of  the  bone  marrow  was  normal. 

Throughout  the  hospital  course,  the  patient 
complained  of  headaches,  increased  temporal 
swelling,  and  chills.  Objectively,  no  fever  could 
be  demonstrated,  and  the  temporal  swelling  did 
not  increase.  After  further  examination  of  the  bi- 
opsied  tissues,  the  Dirofilaria  was  found.  The  pa- 
tient had  never  traveled  outside  northeastern 
United  States,  but  her  father’s  dog  had  recently 
been  throughout  the  southeastern  United  States. 
One  month  before  the  onset  of  symptoms,  the 
patient  was  exposed  to  the  dog.  The  indirect  IHA 
(hemagglutination)  and  bentonite  flocculation 
tests  for  filariasis,  performed  at  the  United  States 
Communicable  Disease  Center  in  Atlanta,  Geor- 
gia, showed  that  the  patient’s  serum  was  nonreac- 
tive, whereas  serum  from  the  father’s  dog  was 
weakly  reactive  with  a IHA  titer  of  1:16  and  a 
flocculation  titer  of  1:5.  The  dog  was  found  in 
excellent  health  by  a veterinarian’s  examination. 

A fourteen-day  course  of  diethylcarbamazine  ci- 
trate, 100  mg.  three  times  daily  by  mouth,  was 
given.  No  change  in  symptoms  or  toxicity  was 
noted  throughout  the  therapy.  Thermography 
and  fluorescent  tetracycline  uptake  studies  per- 
formed at  the  National  Institutes  of  Health  gave 
no  evidence  of  further  infestation  by  the  filaria. 
One  year  after  therapy,  the  symptoms  have 
cleared  and  there  has  been  no  evidence  of  new  le- 
sions. 

Pathologic  findings 

Histologic  sections  showed  an  immature  male 
Dirofilaria.  As  the  worm  was  dead,  some  of  the 
structural  architecture  had  degenerated.  Thus 
cuticular  ridging  was  clear  in  some  sections,  but 
not  evident  in  others  (Figs.  1 and  2). 

Comment 

The  initial  diagnosis  of  eosinophilic  granuloma 
was  unlikely  without  evidence  of  skeletal  lesions 
or  bone  marrow  infiltrates.7  A variety  of  other 
diseases  were  considered  to  explain  this  eosino- 
philic granulomatous  mass.  Subcutaneous  eosin- 
ophilic granulomas  have  been  associated  with  sys- 
temic infiltrates  in  a disease  described  by  Churg 
and  Strauss,8  but  visceral  involvement  was  absent 
in  this  patient.  Absence  of  peripheral  eosinophil- 
ia,  negative  serum  antibody  titers,  and  negative 


FIGURE  2.  Cross  section  of  the  Dirofilaria  shows  den- 
sities on  surface  of  cuticle  which  represents  longitudinal 
ridges. 


skin  test  results  ruled  against  a diagnosis  of  trichi- 
nosis.9 Toxocara  seemed  unlikely  with  normal 
serum  antibody  titers  and  absence  of  a leukocy- 
tosis or  eosinophilia. 10  Cutaneous  larvae  migrans, 
caused  by  several  species  of  hookworms  which 
may  migrate  beneath  the  skin  causing  a severe 
pruritus  and  eosinophilic  infiltrates,  were  also, 
considered.  Eosinophilia  is  detectable  if  Loef- 
fler’s  syndrome  develops  and  is  usually  not 
found  otherwise.11  Consequently,  infection  with 
hookworms  was  a possible  cause  of  her  findings. 
A diagnosis  of  filariasis,  Bancroft’s  or  malayi, 
was  unlikely,  since  the  patient  had  never  been  in 
a region  endemic  for  filariasis.12 

Classically,  Dirofilaria  tenuis  is  found  in  the 
subcutaneous  tissue  of  raccoons  in  the  southeast- 
ern United  States.5  The  microfilariae  are  taken 
up  by  mosquitoes  and  develop  into  infective  lar- 
vae. The  latter  can  then  be  transferred  to  anoth- 
er host.2-3  Epidemiologic  investigation  of  this 
case  revealed  no  definite  infective  source.  The 
dog’s  good  health  and  the  very  low  titer  of  serum 
antibody  against  Dirofilaria  made  him  an  unlikely 
disease  reservoir.  Absence  of  anti-Dirofilaria 
antibody  in  an  infected  patient  has  been  previous- 
ly reported.3 
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This  worm’s  cuticle  showed  ridges  in  some  sec- 
tions characteristic  of  Dirofilaria  tenuis.5  Other 
sections,  however,  were  more  disrupted  and 
lacked  characteristic  ridges.  The  interpretation  is 
that  while  the  worm  is  probably  Dirofilaria  tenuis, 
it  might  be  Dirofilaria  immitis  or,  possibly,  a yet 
undescribed  species.  The  presence  of  eosinophilic 
infiltrates  on  either  side  of  the  head  suggests  that 
the  worm  was  migratory  since  a second  worm 
could  not  be  found. 

The  patient  was  probably  cured  by  surgical 
excision,  but  since  her  symptoms  persisted,  addi- 
tional therapy  with  diethylcarbamazine  was  given. 
This  drug  has  been  effective  in  other  filarial  dis- 
eases, and  Pacheco  and  Schofield3  reported  a pa- 
tient infected  with  a female  Dirofilaria  tenuis  con- 
taining microfilariae  whose  eosinophilia  cleared 
only  after  treatment  with  diethylcarbamazine  in 
addition  to  excisional  biopsy. 

Summary 

A patient  from  eastern  Upstate  New  York  pre- 
sented symptoms  of  swelling  and  tenderness  in  the 
right  temporal  region  and  the  left  side  of  the  neck. 
A biopsy  showed  that  the  patient  was  infected 
with  Dirofilaria  tenuis.  The  patient  was  treated 
successfully  and  discharged  with  no  further  clini- 
cal symptoms. 
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The  potentiating  effect  of  various  drugs  on  oral 
anticoagulants  has  recently  been  emphasized.1  A 
number  of  drugs  increase  the  anticoagulant  effect 
of  coumarin  compounds,  while  other  drugs  dimin- 
ish it.  Unless  frequent  prothrombin  time  deter- 
minations are  made,  patients  may  experience 
hemorrhage  from  excessive  reduction  of  the  vita- 
min K-dependent  clotting  factors.  Clofibrate 
(Atromid-S),  a cholesterol-lowering  compound, 
has  been  noted  to  lengthen  the  prothrombin  time 
of  patients  receiving  warfarin  (Coumadin  and 
Panwarfin).1-6  The  present  report  describes  seri- 
ous hemorrhage  leading  to  death  in  a patient  re- 
ceiving the  combination  of  warfarin  and  clofi- 
brate. 

Case  report 

A sixty-five-year-old  white  man  was  hospital- 
ized because  of  hematuria  and  hematemesis  of  one 
day’s  duration.  The  patient’s  history  included 
the  following:  intermittent  claudication  for  more 

than  twenty  years;  hypertension  for  fifteen  years; 
bilateral  lumbar  sympathectomy  at  age  fifty- 
three;  myocardial  infarction  at  age  fifty-six; 
thromboendarterectomy  of  the  left  internal  iliac 
and  left  femoral  arteries  at  age  sixty;  and  bilateral 
carotid  artery  thromboendarterectomy  at  age 
sixty-two.  Warfarin,  in  an  oral  dose  of  5 mg. 
daily,  was  begun  five  years  prior  to  admission  and 
reduced  to  2.5  mg.  daily  three  years  later  when 
clofibrate,  500  mg.  four  times  daily,  was  added  to 
the  regimen.  Pain  in  the  abdomen  developed  one 


week  prior  to  admission,  and  warfarin  was  discon- 
tinued two  days  before  the  patient  entered  the 
hospital  because  of  hematemesis  and  gross  hema- 
turia. 

The  patient’s  blood  pressure  was  180/90  mm. 
Hg  and  the  pulse  80  beats  per  minute.  Bilateral 
femoral  bruits  were  heard,  and  the  right  femoral 
and  both  dorsalis  pedis  pulses  were  decreased. 
There  were  large  confluent  ecchymoses  over  both 
flanks.  The  liver  was  palpated  3 cm.  below  the 
right  costal  margin.  The  hematocrit  was  43. 

Eight  hours  after  admission,  the  blood  pressure 
decreased  to  100/70  mm.  Hg.  Extension  of  ec- 
chymoses was  noted,  and  3 L.  of  coffee-ground 
material  were  aspirated  from  the  stomach.  The 
hematocrit  decreased  to  32.  BUN  (blood  urea  ni- 
trogen) was  59  mg.  per  100  ml.,  serum  creatinine 
4.4  mg.  per  100  ml.,  SGOT  (serum  glutamic  oxalo- 
acetic transaminase)  250  units,  serum  alkaline 
phosphatase  8.2  King-Armstrong  units,  serum  bi- 
lirubin 1.8  mg.  per  100  ml.,  and  serum  cholesterol 
140  mg.  per  100  ml.  The  prothrombin  time  was 
102  seconds  in  the  patient’s  plasma  and  12  sec- 
onds in  a normal  control  (Table  I).  One  thousand 
ml.  of  dextran  75  (Gentran  75),  1,000  ml.  of  whole 
blood,  250  ml.  of  packed  human  red  blood  cells, 
250  ml.  of  fresh  frozen  plasma,  and  80  mg.  of  vita- 
min Kj  oxide  were  given  over  the  next  nine  hours. 
On  the  following  day  overt  bleeding  stopped;  the 
prothrombin  time  was  20  seconds  (control,  12  sec- 
onds) and  the  hematocrit  28.  Despite  the  cessa- 
tion of  obvious  bleeding,  the  patient  became  con- 
fused and  disoriented.  His  urine  output  was  only 
225  ml.  on  the  third  hospital  day,  when  the  BUN 
was  82  mg.  per  100  ml.  and  the  serum  creatinine 
8.8  mg.  per  100  ml.  One  thousand  ml.  of  packed 
human  red  blood  cells  and  500  ml.  of  whole  blood 
were  given.  On  the  next  day,  the  BUN  was  160 
mg.  per  100  ml.  and  35  Gm.  of  mannitol  were 
given,  but  no  increase  in  urine  output  occurred. 
Early  the  next  morning,  the  patient  suddenly 
stopped  breathing,  and  attempts  at  resuscitation 
were  unsuccessful.  Permission  for  postmortem 
examination  was  denied. 

Comment 

The  sequence  of  events  leading  to  this  patient’s 
death  appears  to  be  as  follows:  marked  hypo- 

prothrombinemia,  massive  hemorrhage,  shock, 
acute  tubular  necrosis,  and  death. 

The  in  vitro  correction  of  the  prolonged  pro- 
thrombin time  by  normal  plasma  indicates  a defi- 
ciency of  one  or  more  of  the  following  clotting  fac- 
tors: II,  V,  VII,  and  X (Table  I).  The  fibrinogen 
level,  which  may  also  influence  this  test  result, 
was  not  deficient  when  measured  by  specific 
assay.  Return  of  the  partial  thromboplastin  and 
clotting  times  to  normal  and  of  the  prothrombin 
time  to  a nearly  normal  value  following  vitamin  K 
therapy  supports  the  diagnosis  of  vitamin  K defi- 
ciency or  warfarin  effect.  In  view  of  a normal  di- 
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TABLE  I.  Coagulation  studies  (normal  values  in  parentheses) 


Studies 

February  19,  1969 

February  20,  1969 

Bleeding  time  (0  to  3 min.) 

1.25  min. 

Clotting  time  (5  to  8 min.) 

30  min. 

5.5  min. 

Platelet  count  (150,000  to  400,000  per  cubic  millimeter) 

706,000  per  cubic 
millimeter 

300,000  per  cubic 
millimeter 

Prothrombin  time  (12  sec.) 

102  sec. 

20  sec. 

1 : 1 mixture  of  patient  + normal  plasma 

13  sec. 

Partial  thromboplastin  time  (50  to  80  sec.) 

280  sec. 

62  sec. 

Plasma  recalcification  time  (1  to  3 min.) 

8.25  min. 

2.75  min. 

Prothrombin  consumption  time  (25  sec.) 

240  sec. 

28.5  sec. 

Thrombin  time  (16  sec.) 

17  sec. 

12  sec. 

Fibrinogen  (200  to  400  mg.  per  100  ml.) 

1,320  mg.  per  100  cc. 

300  mg.  per  100  cc. 

Plasma  clot  lysis  (none  per  24  hours) 

None  per  24  hours 

None  per  24  hours 

Whole  blood  clot  lysis  (none  per  24  hours) 

None  per  24  hours 

None  per  24  hours 

Urea  clot  solubility  test  (negative) 

Negative 

Negative 

etary  history  and  the  absence  of  findings  which 
suggest  either  malabsorption  or  alteration  of  in- 
testinal flora  in  this  patient,  vitamin  K deficiency 
seems  unlikely.  It  has  been  noted,  however,  that 
clofibrate  may  reduce  the  level  of  plasma  triglyc- 
erides and  presumably  the  availability  of  vitamin 
K to  the  liver.7 

The  small  amount  of  whole  blood  and  plasma 
given  to  the  patient  during  the  first  twenty-four 
hours  was  not  sufficient  to  account  for  correction 
of  the  clotting  abnormalities  (Table  I).  Enlarge- 
ment of  the  patient’s  liver  may  have  indicated 
some  degree  of  preexisting  hepatic  dysfunction. 
The  SGOT  of  250  units  could  be  related  to  such 
dysfunction  or  to  the  presence  of  shock  which  de- 
veloped after  massive  hemorrhage.  Hepatic 
insufficiency,  which  can  increase  the  sensitivity  of 
a patient  to  warfarin,  might  also  explain  the  fail- 
ure of  the  prothrombin  time  to  return  completely 
to  normal  following  the  administration  of  vitamin 
K.  Alternatively,  the  patient  may  have  received 
inadequate  amounts  of  vitamin  K.  Elevation  of 
the  BUN  on  admission  suggests  the  presence  of 
renal  insufficiency  which  may  also  enhance  the  re- 
sponse to  warfarin. 

The  average  daily  maintenance  dose  of  warfarin 
for  most  individuals  is  7.5  to  9 mg.;  our  patient 
received  only  2.5  mg.  daily,  and  it  thus  seems 
likely  that  the  anticoagulant  effect  of  warfarin  was 
markedly  potentiated  by  clofibrate. 

Clofibrate  is  known  to  reduce  the  requirement 
for  warfarin,2  3-5  bishydroxycoumarin,4  and  phen- 
indione.3-8  Displacement  of  warfarin5  and 
bishydroxycoumarin4  from  serum  albumin  by  clo- 
fibrate has  been  described.  The  increased  level  of 
unbound  anticoagulant  may  result  in  an  increase 
in  anticoagulant  activity,  since  it  is  generally  ac- 
cepted that  the  plasma  protein-bound  fraction  of 
most  drugs  is  devoid  of  pharmacologic  activity.5 
In  addition,  the  plasma  half-life  of  warfarin  has 
been  shown  to  be  reduced  by  the  administration 
of  clofibrate,2  thus  providing  another  possible 


mechanism  for  the  enhanced  effect  of  the  anti- 
coagulant. The  possible  deleterious  action  of  clo- 
fibrate administration  on  the  effect  of  warfarin 
appears  to  be  well  illustrated  in  the  presently  re- 
ported patient.  Careful  monitoring  of  the  pro- 
thrombin time  should  be  mandatory  when  clofi- 
brate is  added  to  or  withdrawn  from  a regimen 
containing  oral  anticoagulants. 

Summary 

A patient  receiving  simultaneous  treatment 
with  clofibrate  and  warfarin  developed  marked 
prolongation  of  the  prothrombin  time,  massive 
hemorrhage,  and  death.  The  importance  of  fre- 
quent prothrombin  time  determinations  in  pa- 
tients receiving  this  drug  combination  is  empha- 
sized. 
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If  we  go  back  far  enough  in  their  histories,  the 
root  of  the  word  “medicine”  is  ultimately  the 
same  linguistically  as  that  of  “Medea”  and 
“meet,”  “doctor”  is  connected  with  “dextrose,” 
“physician”  with  “neighbor,”  and  “surgeon”  with 
“chiromancy.”  But  it  has  been  proved  beyond 
doubt  by  linguistics,  the  scientific  study  of  lan- 
guage and  its  changes,  that  these  words,  so  differ- 
ent in  form  and  especially  in  meaning,  each  start- 
ed out  with  a single  syllable  carrying  its  root 
meaning  and  over  a long  period  of  time  and  in 
many  places  developed  diverse  morphologic  and 
semantic  descendants.  What  follows  is  a neces- 
sarily brief  explanation  of  how  this  came  about. 

Probably  at  least  five  thousand  years  ago  there 
was  a language  spoken  by  nomads  wandering  over 
the  great  plains  stretching  between  Europe  and 
Asia.  The  people,  and  later  the  peoples,  who 
spoke  this  language  were  not  civilized  and  thus 
there  are  no  written  records  of  their  deeds,  or  of 
individuals’  names,  or  of  dates,  or  even  of  what 
they  called  themselves.  Judging  from  what  we 
know  of  how  comparably  primitive  peoples  refer 
to  themselves  and  others  today,  and  from  the  ear- 
lier meanings  of  the  names  of  many  civilized  peo- 
ples, they  must  have  called  themselves  simply 
“the  people,”  or,  when  they  reached  the  stage  of 
having  to  fight  for  land  or  had  conquered  other 
peoples,  the  “free,”  or  the  “strong,”  or  the  “intel- 
ligent” ones.  The  “Illinois”  (Indians)  means  the 
“men.”  The  Normans  were  the  “Northmen.” 
The  Scots  were  the  “wanderers,”  the  “nomads,” 
taking  us  back  to  a time  before  civilization.  The 


Teutons  were  the  “people.”  In  Chinese,  people 
often  go  by  names  others  gave  them.  The 
“Turks”  were  the  “strong”  people.  The  “Slavs” 
were  the  “intelligent,”  speaking  what  makes 
sense,  Russian  “slovo” — “word,”  as  against  the 
Germans,  who  could  not  be  understood.  The  He- 
brews were  “those  from  across  the  river.” 

The  people  of  the  Eurasian  plains,  as  time  went 
on,  increased  in  numbers  and  perhaps  conquered 
others  and  imposed  their  language  on  them.  The 
language  may  have  been  formed  from  several  pre- 
vious languages  and  never  been  uniform.  In  any 
case,  by  about  3,000  B.C.  there  were  distinct  di- 
alects, which  became  mutually  unintelligible  lan- 
guages as  tribes  wandered  away  in  search  of  green 
pastures  and  separation  became  greater  and  final- 
ly permanent.  The  languages  which  developed 
out  of  the  original  “parent”  language  are  now  spo- 
ken from  India  through  Europe  and  far  beyond; 
and  so  linguists,  when  they  first  discovered  this 
relationship  a little  less  than  two  hundred  years 
ago,  named  it  merely  the  Indo-European  lan- 
guage. The  term  is,  of  course,  by  no  means  accu- 
rate, but  like  so  many  scientific  terms,  such  as 
“oxygen” — “acid-maker”  or  “hysteria,”  thought 
to  have  been  caused  by  uterine  disturbance,  the 
science  retains  them  even  after  their  incorrectness 
has  been  demonstrated. 

Indo-European 

IE  (Indo-European)  apparently  split  up  into  a 
number  of  major  subdivisions,  each  of  which  in 
turn  split  up  into  further  subdivisions,  languages’ 
as  time  and  distance  operated.  The  most  impor- 
tant results  of  the  first  split-up,  which  took  place, 
it  is  guessed,  about  3,000  B.C.,  as  has  been  indi- 
cated were  as  follows. 

Indo-Iranian.  Indo-Iranian  gave  rise  after  a 
second  splitup  to  the  modern  languages  of  north- 
ern India  and  of  the  Iranian  plateau.  Important 
languages  in  this  double  group  are  Sanskrit,  Indie, 
now  a fossil  sacred  language  of  the  Hindu  religion, 
much  like  biblical  Hebrew  and  Latin  in  their  cul- 
tures; Avestan,  Iranic,  also  existing  only  as  the  sa- 
cred language  of  the  Parsees,  “Persians,”  in  which 
Zarathustra  wrote  and  modern  Hindi,  Bengali, 
Persian. 

Armenian.  Only  modern  Armenian  is  still 
alive. 

Albanian.  • Albanian  also  has  only  one  descen- 
dant. 
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Balto-Slavic.  Balto-Slavic  survives  today  as 
Lithuanian  and  Lettish  (Baltic),  and  Russian, 
Polish,  Czech,  Slovak,  Bulgarian,  and  Serbo- 
Croatian  (Slavic). 

Hellenic.  Only  modern  Greek,  the  direct  de- 
scendant of  classical  Greek,  has  survived. 

Hittite.  Hittite  is  now  extinct  but  is  particu- 
larly valuable  because  of  very  early  inscriptions. 

Italic.  Italic  is  best  known  in  Latin,  from 
which  come  the  modern  Romance  languages: 
Italian,  Romanian,  French,  Spanish,  and  Portu- 
guese. 

Keltic.  Keltic  remains  as  Gaelic,  Welsh,  and 
Breton. 

Germanic.  Germanic  is  represented  by  Gothic 
(extinct),  the  modern  Scandinavian  languages, 
Dutch,  German,  Yiddish,  and,  finally,  our  own 
English,  in  spite  of  its  many  borrowings  from 
French,  Latin,  Greek,  and  many  other  languages. 

The  languages  listed  in  the  various  subgroups 
are  by  no  means  all  that  belong  there;  there  are 
many,  many  more.  I have  given  only  the  best 
known.  Moreover,  where  do  we  draw  the  line  be- 
tween a “major  dialect”  and  another  language? 
Sometimes  it  is  a matter  of  nationalism  and  poli- 
tics. 

Structural  development 

The  words  of  IE  itself,  and  of  the  languages  de- 
veloped out  of  it,  are  structured  on  a very  simple 
pattern.  It  is  necessary  to  know  this  because  it 
explains  the  apparent  tenuousness  of  similarity  of 
words  descended  from  the  original  IE  in  the  past 
and  present  members  of  the  family.  The  word 
consisted  of  three  parts:  the  first,  the  root,  which 
took  various  forms,  gives  the  basic  meaning,  from 
which  come  through  subjective  and  objective  se- 
mantic variations  in  different  uses,  an  almost  infi- 
nite variety  of  meanings;  the  second,  the  stem 
ending,  gives  such  general  grammatical  informa- 
tion as  parts  of  speech,  tense,  possibility  or  ac- 
complished fact  (subjunctive  or  indicative),  voli- 
tion, active  or  passive  voice;  and  the  third,  the  in- 
flectional ending,  indicates  the  specific  role  of  the 
word  in  an  utterance:  subject  or  object,  singular 
or  plural,  gender,  and  first,  second,  or  third  per- 
son. 

The  Latin  word  “scientia”  furnishes  a good  ex- 
ample of  this  system.  Its  parts  are  “sci-enti-a.” 
The  very  widespread  IE  root  “skei” — means  “to 
cut,  split,  separate.”  In  Latin  one  of  the  senses  it 
developed  was  “to  separate  one  thing  from  anoth- 
er mentally,”  that  is,  “to  discern,  to  know.” 
From  the  related  Greek  form  we  get  “schism,” 
“schist,”  “schizoid,”  and  so  forth.  Direct  descen- 
dants in  English  are  “shed,”  “shit,”  and  many 
others.*  The  form  “-enti-”  is  the  present  parti- 

*The  American  Heritage  Dictionary  has  an  excellent  appen- 
dix of  IE  roots  and  all  the  English  words  in  the  dictionary  de- 
rived from  them  whether  directly  through  Germanic  or 
through  Latin,  Greek,  or  other  IE  languages. 


cipial  stem  ending.  The  suffix  “-a-”  indicates 
that  the  word  is  a noun,  feminine,  nominative, 
and  singular  and  that  it  is  an  abstract  noun  gen- 
erally. If  English  were  still  forming  words  on  this 
structural  principle,  “science”  would  be  “know- 
ingness” or  “knowinghood.”  German  still  does 
this:  “Wissenschaft.” 

The  members  of  the  IE  family  of  languages  have 
differed  from  one  another  more  and  more  in  the 
course  of  time  in  various  ways.  Individual  words 
have  “died”  in  some  but  have  continued  on  in 
others.  In  all  of  the  languages  some  sounds  have 
changed  in  one  way  in  one  language,  in  another 
way  in  another  language.  Clearly,  if  these 
changes  had  not  taken  place,  the  languages  would 
not  be  different  but  would  still  be  the  same  lan- 
guage, as  British  and  American  English  have  not 
changed  sufficiently  in  the  past  few  centuries  to 
be  considered  no  longer  the  same  language.  Let 
one  example  suffice  to  illustrate  sound  change. 
The  Germanic  languages  have  gone  through 
more  far-reaching  changes  of  consonants  from  IE 
than  any  other  branch.  This  is  the  famous  Ger- 
manic “consonant  shift,”  also  called  Grimm’s 
Law,  after  its  discoverer,  Jakob  Grimm,  of  fairy 
tale  fame.  Latin  and  Greek  have  in  general  re- 
tained the  IE  consonants.  Hence,  to  take  the 
sound  “d,”  we  see  a regular  correspondence  be- 
tween Latin  “decern”  (pron.  dekem),  Greek 
“deka,”  and  English  “ten”;  Latin  “duo,”  Greek 
“dyo,”  and  English  “two.”  IE  “d”  had  shifted  in 
Germanic  to  “t.” 

Thus  is  explained  one  of  the  sound  differences 
of  two  of  the  words  in  the  first  sentence  of  this 
article:  “Medea”  and  “meet.” 

Our  English  vocabulary  consists  historically  of 
two  types  of  words:  those  that  have  come  down 

in  uninterrupted  descent  from  IE  and  those  that 
have  been  borrowed.  An  English  word  that  has 
come  down  directly  from  IE  and  the  correspond- 
ing ones  in  other  IE  languages  are  “cognates” — 
“born  together.” 

Borrowed  words  are  derivatives. 

Because  the  peoples  speaking  IE  dialects  have 
been  in  long  contact  with  one  another,  it  is  some- 
times difficult  if  not  impossible  to  tell  whether 
words  are  cognates  or  derivatives.  In  Old  En- 
glish, Anglo-Saxon,  the  term  for  a physician  was 
laeche,  first  documented  about  the  year  900.  Wy- 
cliffe,  in  his  Bible  translation,  writes,  “Leech,  heal 
thyself.”  Was  this  word  English  by  direct  de- 
scent, or  was  it  borrowed  from  Old  Irish  “liaig,”  a 
magician,  hence  a physician?  The  earliest  mean- 
ing of  “leech”  seems  to  have  been  magician,  too: 
one  who  speaks  magic  words;  cognates  are  Latin 
derivative  “lecture”  and  Greek  “lexicon.”  Is  the 
annelid  worm,  once  used  for  drawing  blood,  the 
same  word  in  a transferred  meaning  or  a different 
word  that  was  influenced  by  the  first  and  changed 
to  it  by  popular  etymology? 
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Medicine 

The  English  word  “medicine”  was  borrowed 
from  the  Latin  “medicina,”  in  classical  Latin  pro- 
nounced medikeena.  It  is  the  adjective  modifying 
the  understood  noun  “ars,”  stem  “art-”  meaning 
exactly  what  one  would  expect,  “art,”  because  we 
have  borrowed  that  word  from  Latin,  too:  that  is, 
the  “medical” — “skill.” 

The  IE  root  on  which  medicine  was  built  was  in 
its  simplest  form  merely  “me-,”  meaning  “to 
measure,”  which  latter  word  also  comes  from  the 
same  root.  Let  us  first  trace  in  various  languages 
the  proliferation  of  this  root  and  its  semantic  vari- 
ations. Sanskrit  “mimati”  means  “he  measures.” 
In  Avestan  the  stem  “miti-”  signifies  “measure, 
weight,  value.”  Greek  “metron”  is  “measure,” 
whence  through  the  Latin  we  get  “meter,”  first  in 
poetry,  then  at  the  time  of  the  French  revolution, 
in  French  spelling  as  still  in  British  English, 
“metre,”  a measure  of  length.  In  Albanian 
“matem  “ — “I  throw,”  that  is,  “I  measure  the  dis- 
tance, aim.”  In  Gaulish,  the  Keltic  language  spo- 
ken by  the  ancient  Gauls  until  Latin  was  forced 
upon  them  by  the  Roman  conquest,  “mataris” 
was  “a  javelin,”  with  the  same  semantic  develop- 
ment as  in  Albanian.  Old  English  “maed”  is  also 
“measure”  and  another  stem  is  “mael” — “a  point 
of  time,  time  to  eat,  a ‘meal.’  ” In  Lithuanian 
“metas”  again  is  “measure,”  also  “time,”  and 
“year.”  Russian  “myetit”  means  “to  aim,  to 
have  in  mind  as  an  aim.” 

This  last  Slavic  semantic  development,  which  is 
paralleled  by  the  Greek  also,  brings  us  to  our  root 
in  an  extended  form  that  is  really  the  basis  for  the 
word  “medicine.”  Some  linguists  treat  the  roots 
“me-”  and  “med-”  separately,  but  all  agree  that 
they  are  ultimately  the  same.  The  extended  root 
“med-”  carries  the  more  specific  implication  of 
mental  measurement.  Sanskrit  “masti-”  means 
“weighing”  as  well  as  “measurement.”  Armenian 
“mit”  is  “thought,  sense.”  There  are  many 
words  from  this  root  in  Greek:  “medomai” — “I 

make  a decision”;  “Medea” — “the  cunning  one”; 
“Archimedes” — “the  master  thinker.” 

From  Latin  we  get  “meditate,”  “mode”  “man- 
ner” (of  doing  something  after  figuring  it  out),  as 
well  as  “moderate,”  with  the  semantic  inherence 
of  mental  measurement  in  both  verb  and  adjec- 
tive, as  well  as  in  “modest”  and  “moderation.” 
Old  Irish  “midiur”  meant  “I  think,  I judge,” 
“med” — “a  scale.”  In  the  Germanic  languages 
Gothic  “mitan,”  Old  English  “metan,”  Old  High 
German  “mezzan”  all  mean  “to  measure.”  In 
archaic  Modern  English  what  is  “meet”  is  fit,  or 
properly  measured,  a boundary:  “metes”  and 

bounds.  Also  in  Old  English  “metod”  was  the 
Lord,  as  the  one  who  orders  the  world  and 
“metes”  out  one’s  fate.  A point  that  needs  think- 
ing about  and  discussion  is  “moot,”  a situation  in 


which  this  discussion  takes  place  is  a “meeting.” 
But  ultimately  people  can  even  “meet”  by  acci- 
dent! An  Old  English  form  “motan”  takes  us 
into  the  semantic  area  of  “to  have  the  opportuni- 
ty, be  able,”  and  with  a further  slight  change  of 
form  and  meaning,  “must.”  Words  indicating 
psychological  states  vary  quite  readily  and  widely 
in  many  languages. 

Lack  of  intellectual  or  other  activity  is  indicated 
by  the  Old  English  “aemetta” — “rest,”  “leisure,” 
and  the  adjective  form  “aemetig”  winds  up  in 
Modern  English  as  “empty.” 

A very  old  extension  of  the  basic  meaning  of 
measurement,  old  because  it  is  found  in  several  IE 
languages  and  therefore  it  very  likely  existed  in  IE 
before  the  general  breakup,  is  that  of  cleverly  con- 
sidering matters,  giving  wise  advice;  one  skilled  in 
the  most  important  area  where  good  advice  is  nec- 
essary, in  the  healing  art,  in  matter  involving 
health,  life,  and  death.  In  Avestan  “vi-mad”  is 
“a  physician,”  in  Greek  “Medos”  is  a god  of  heal- 
ing, Latin  “mederi”  means  “to  heal.”  A “reme- 
dy” is  something  used  to  heal. 

In  English  the  word  “medicine”  is  earliest  at- 
tested in  a work  of  about  the  year  1225  in  the 
sense  of  medicament.  It  occurs  next  in  the  mean- 
ing of  the  art  of  healing  about  1320.  With  time 
the  word  family  acquired  many  semantic  accre- 
tions: about  1800  at  least  in  print  in  the  United 
States  it  is  equivalent  to  the  North  American  In- 
dian “Manitou,”  the  Great  Spirit,  compared  to 
the  Old  English  “metod,”  and  what  we  would  call 
a priest  of  the  Great  Spirit — a medicine  man.  In 
London  slang  of  about  1850  “medicine”  is  “intoxi- 
cating drink.” 

Doctor 

The  IE  root  of  “doctor”  is  found  in  two  forms: 
“dek-”  and  “dok-.”  The  occurrence  of  the  vowel 
in  IE  roots  as  both  “e”  and  “o”  is  quite  common. 
It  is  due  to  the  difference  in  early  IE  as  to  where 
the  pitch  accent  fell  in  the  various  words  derived 
from  the  root;  there  is  no  distinction  in  meaning. 
Sometimes  this  difference  is  what  distinguishes 
cognates  in  various  IE  languages.  Two  examples 
are  Latin  “ped-,”  Greek  “pod-,”  English  “foot"; 
Latin  “dent-,”  Greek  “odont-,”  English  “tooth.” 
In  these  the  English,  Germanic,  shares  the  same 
vowel  with  the  Greek. 

The  basic  meaning  of  our  root  is  “to  take,  ac- 
cept,” and  with  root  variation  “to  cause  to  ac- 
cept,” hence  “to  teach.”  Sanskrit  “dasasyati” 
means  “he  shows  honor  to,  especially  a god”; 
other  forms  mean  “pious,  skillful.”  In  Indo-Iran- 
ic,  Slavic,  and  several  other  branches,  IE  “k” 
shifts  to  “s.”  In  Greek  there  is  “dekhomai” — “I 
accept,”  “dokeo” — “I  think,”  “dogma” — “opin- 
ion, teaching,”  and  we  have  borrowed  “didactic." 
Latin  “doceo”  (pron.  dokeo)  means  “I  teach,”  and 
we  have  borrowed  “docile,”  “decent,”  and  “dig- 
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nity.”  Old  Irish  “dech”  is  “the  best,”  that  is 
most  accepted. 

An  interesting  extension  of  this  root  is  “deks-,” 
developing  “accepted”  into  “that  which  is  fit- 
ting,” hence  “favorable,  good”;  the  right  hand 
and  the  right  side  are  those  which  are  fitting  on 
solemn  occasions,  especially  in  augury.  We  have 
borrowed  the  ultimate  Latin  form  as  “dexter,” 
dexterous,  dextrose,  dextrorotatory  sugar,  as  levu- 
lose  is  the  “levo-,”  left,  rotatory.  The  Gaulish, 
Keltic,  goddess  of  fortune  was  “Dexsiva.”  No 
English  descendants  of  this  root  seem  to  have  sur- 
vived, unless  it  is  “teach,”  but  that  is  ascribed  to 
the  root  “deik-”;  yet  the  two  roots  may  ultimately 
be  the  same. 

Like  “medicine,”  “doctor”  was  borrowed  from 
Latin  through  French.  Its  original  meaning,  as 
has  been  described,  is  “teacher.”  Christian  tradi- 
tion, building  on  Rome,  changed  the  meaning 
slightly  to  a teacher  of  the  church’s  “doctrine,” 
then  to  a learned  scholar  in  any  field.  It  still  has 
the  latter  general  meaning  today:  M.D.  is  one  of 
a group  including  Ph.D.,  D.D.,  and  the  subgroup 
of  honorary  doctorates,  Litt.D.  and  LL.D. 

The  earliest  documentation,  from  the  same 
root!  of  “doctor”  in  English  is  from  the  year  1303 
in  a work  in  which  St.  Gregory  is  described  as 
telling  more  himself  than  all  the  “doctours.”  The 
spelling  shows  the  French  borrowing,  and  it  was 
pronounced  with  the  accent  on  the  second  sylla- 
ble. Later  the  spelling  was  “corrected”  by  schol- 
ars to  make  it  conform  with  the  Latin  original. 
We  have,  therefore,  in  effect  borrowed  the  word 
twice. 

The  earliest  occurrence  in  English  writing  of 
“doctor”  in  the  sense  of  physician  is  1377  in  Lang- 
land’s  Piers  Plowman,  but  Langland  in  the  same 
work  also  uses  it  for  anyone  who  held  a doctor’s 
degree.  As  with  “medicine,”  again,  there  were 
other  semantic  developments:  about  1850  “doc- 

tor” is  used  as  synonymous  with  “medicine  man”; 
in  the  early  nineteenth  century  the  cook  at  sea 
was  generally  called  doctor;  in  a book  published  in 
1856,  Southern  Africa,  Francis  P.  Fleming  says, 
“The  Southeaster  from  blowing  all  pestilent  va- 
pors and  effluvia  out  to  sea  . . . has  obtained  the 
local  epithet  of  ‘the  Doctor’  ”;  this  last  designa- 
tion is  also  used  in  the  West  Indies  and  in  western 
Australia. 

Physician 

The  word  “physician,”  borrowed  ultimately 
from  the  Greek,  has  had  a simple  life  in  English 
but  comes  from  an  IE  root  that  is  one  of  the  most 
important  and  widespread  among  the  members  of 
the  family.  The  root  form  is  “bheu-,”  with  a 
number  of  variations.  Its  earliest  meaning  seems 
to  have  been  “to  grow,  expand.”  Semantic  devel- 
opment has  led  to  “to  be,  become,  dwell.”  Since 


this  word  family  is  so  important,  I shall  give  a few 
examples  from  the  major  language  groups  but 
place  special  emphasis  on  the  Greek  and  Latin  be- 
cause English  has  taken  most  words  important  in 
medicine  and  the  other  sciences  from  the  classical 
languages. 

In  Sanskrit  “bhavati”  means  “he  is,”  “bhutam” 
— “a  being,”  “bhavitram” — “the  world,”  “bhu- 
man” — “earth”;  in  Avestan  “bumi-”;  in  Modern 
Persian  “budan” — “to  be,”  bum” — “earth”;  in 
Armenian  “bois  “ — “plant”;  in  Albanian  “buj” 
(pron.  boo-y) — “I  dwell,”  “burr” — “man”;  in 
Russian  “byt” — “to  be”;  in  Lithuanian  “buti  "— 
“to  be”;  in  Old  Irish  “buith” — “to  be,”  Cornish 
“bos,”  Breton  “bout,” — “hut,”  dwelling  place. 

In  Germanic  we  have  English  “be” — “build”. 
In  Old  English  “buan” — “to  dwell,”  “bur” — “a 
dwelling,  a bower.”  The  “Bowery”  in  New  York 
City  is  the  same  word  but  from  the  Dutch  settlers 
in  the  sense  of  “farm.”  Also  from  the  Dutch  but 
borrowed  in  Europe  is  “Boer”  in  Dutch  pro- 
nounced “booer” — “farmer,”  referring  particularly 
to  the  farmers  settled  in  South  Africa.  Since  all 
farmers  were  traditionally  rather  limited  in  their 
intellectual  horizons  and  made  poor  conversation- 
alists,, there  is  the  semantic  development  to  pres- 
ent English  “boor.”  In  Old  English  times,  about 
a thousand  years  ago,  practically  everyone  was  a 
dweller  on  the  land,  so  the  “gibur,”  accent  on  the 
second  syllable,  the  farmer  who  lived  “neah,” 
“nigh,  nearby”  was  one’s  neighbor.  In  Modern 
German  “der  Bauer”  is  “the  farmer,”  but  “das 
Bauer”  is  a “birdcage,”  still  a kind  of  dwelling; 
note  the  semantic  closeness  with  English  “bower,” 
and  “bauen”  is  both  “to  cultivate”  and  “to 
build.” 

This  word  family  is  also  widespread  in  the 
Scandinavian  languages.  Just  one  aspect:  when 
the  Viking  Danes  were  occupying  part  of  England 
particularly  in  the  ninth  and  tenth  centuries, 
Danish  and  other  Scandinavian  words  were  readi- 
ly borrowed  by  the  English,  especially  since  the 
languages  were  so  similar.  From  Old  Danish  we 
have  borrowed  “booth,”  cognate  with  German 
“Bude.”  Also  from  Old  Danish  is  “-bv”  as  an 
ending  in  English  place  names,  such  as  Derby, 
Rugby;  that  is,  “village.”  Exactly  the  same  is  the 
“by-”  in  “by-”law:  “local  law.” 

Anyone  who  has  studied  any  Latin  remembers 
at  least  these  principal  parts:  “sum,  esse,  fui.” 

The  last  form  is  our  root  again,  here  meaning  “I 
was.”  Initial  IE  “bh-”  became  “b”  in  Germanic 
but  usually  “f”  in  Latin.  That  which  is  not  yet  is 
“futurus.”  When  St.  Jerome  translated  Gen.  1:3 
from  Hebrew  into  Latin,  he  wrote  “Fiat  lux” 
meaning  “Let  there  be  light.”  When  one  was  in 
doubt  about  a situation,  he  was  “dubious” — 
“two-being-ed”  about  it.  If  he  acted  well,  he  was 
“probus” — “being  for  it.”  If  he  felt  himself  above 
a person,  he  was  “superbus” — “haughty,”  but  ap- 
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parently  having  a situation  very  well  in  hand  now 
makes  one  “superb,”  where  all  that  is  left  of  the 
IE  root  is  the  “b.”  Finally,  if  he  was  about  to  die, 
he  was  “moribundus.” 

In  Greek  this  root  in  the  form  “phyo”  means  “I 
produce,  beget,”  “physis”  is  “birth,  inborn  nature 
in  the  external  sense,  the  universe,”  “phyton”  is 
“a  growth,  plant,  swelling,”  “phylon,”  the  English 
has  borrowed  the  Latin  borrowing  “phylum” — 
“family,  type,”  that  which  pertains  to  nature  is 
“physikos,”  or  as  we  have  it  through  the  Latin, 
“physical.”  A host  of  compound  derivatives  is 
formed  from  “physio-”  and  “physico-,”  which  the 
reader  can  supply  in  great  quantity. 

The  simple  form  physics  represents  an  inter- 
esting semantic  tendency  in  the  history  of  science. 
In  ancient  times  knowledge  of  the  environment 
was  limited  and  much  of  it  could  be  acquired  real- 
istically by  one  person.  This  general  absence  of 
specialization  was  reflected  in  the  vocabulary. 
The  various  synonyms  for  “nature”  and  “knowl- 
edge” all  included  what  we  would  today  call 
science.  In  French  and  German  “la  science”  and 
“die  Wissenschaft”  still  mean  knowledge  in  gener- 
al, as  do  the  corresponding  words  in  many  lan- 
guages. So  it  was  that  as  various  fields  of  knowl- 
edge grew  so  large  as  to  need  specialists,  these 
words,  at  first  general,  themselves  became  special- 
ized. “Physics”  was  the  study  of  nature,  “philos- 
ophy” was  the  love  of  all  knowledge,  “mathemat- 
ics” in  Greek  had  its  present  meaning  only  in  the 
plural,  which  is  the  way  we  use  it  in  English,  but 
in  the  singular  it  meant  “knowledge,”  cognate 
with  English  “mind,”  to  “mean,”  Latin  “mens,” 
— “mentis”;  some  linguists  think  “man”  is  also 
cognate.  “History,”  in  Greek  is  “finding  out,  re- 
search.” The  original  meaning  of  “science”  still 
peeps  through  in  “conscious,”  “conscience,”  “om- 
niscient,” and  many  other  compounds. 

“Physics”  was  the  most  general  word  referring 
to  nature  and  so,  in  various  compound  forms,  gave 
its  root  to  the  names  of  several  sciences:  physics, 
physiography,  physiology,  physiotherapy,  bio- 
physics, geophysics,  iatrophysics,  and  the  list  will 
keep  growing. 

The  scientist  dealing  with  the  study  of  the  func- 
tioning of  only  living  things,  “physiology,”  an  ob- 
solete meaning  of  which  is  “all  natural  science,” 
and  particularly  of  the  human  body  became 
known  as  the  “physician,”  whose  most  obvious 
characteristic  apparently  was  that  he  gave  people 
something  to  swallow:  a “medicine,”  a “physic.” 

The  first  documentation  of  “physician”  in  En- 
glish is  no  later  than  1225  in  the  modern  sense  of 
“one  who  practices  the  healing  art.”  About  1400 
occurs  a meaning  that  has  since  become  obsolete 
but  to  which  we  have  referred,  “a  student  of  natu- 
ral science  or  of  physics.”  Also  about  1400  occurs 
the  first  instance  of  “physician”  as  opposed  to 
“surgeon.” 


The  word  that  the  Greeks  had  for  physician  was 
“iatros,”  which  we  have  in  English  as  a compound 
and  with  a different  ending:  “psychiatrist.”  The 
chief  physician,  or  head  of  the  medical  faculty,  as 
well  as  one  who  was  a great  doctor,  was  called 
“archiatros.”  This  we  find  today  in  German, 
along  with  “Doktor,”  as  the  usual  word  for  physi- 
cian: “Arzt.” 

Surgeon 

“Surgeon”  is  a compound  word  and  will  need  to 
be  dissected.  It  has  gone  through  many  twists 
and  turns  so  that  it  is  best  to  follow  it  back  step 
by  step.  Since  “surgeon”  has  a Latin  ending  but 
is  itself  Greek,  we  shall  use  the  purer  form  “sur- 
gery.” This  is  from  Middle  English,  for  example 
Chaucerian,  “surgerie,”  from  the  Middle  French 
“surgerie,”  a changed  form  of  the  earlier  “serur- 
gie,”  earlier  “cerurgie,”  from  Latin  “chirurgia,”  a 
transliteration  of  Greek  “kheirourgia,”  literally  “a 
working,  “ourgia,”  with  the  hand,  kheir.” 

English  has  no  derivatives  of  the  IE  root  “ghe- 
sor” — “hand”  except  those  borrowed  from  the 
Greek  form  “kheir,”  spelled  “chir-,”  because  bor- 
rowed from  the  Latin  transliteration.  The  second 
part  of  our  word  goes  back  to  IE  root  “werg-” — 
“to  do,  work.”  Work  being  what  distinguishes 
man  from  the  lower  animals,  it  is  not  surprising 
that,  although  IE  is  by  no  means  nearly  so  old  as 
mankind,  we  find  the  descendants  of  this  root 
rather  widely  represented.  In  Avestan  there  is 
“varez-” — “to  work,  to  make,”  Modern  Persian 
“varz” — “agricultural  labor,”  and  Armenian 

“gore” — “work.”  In  Old  Breton  “guerg”  meant 
“capable,  effective,”  in  Cornish  “gruen”  is  “to 
make.” 

Greek  has  dropped  all  IE  “w”s.  Thus  we  have 
“ergon” — “work,”  from  which  comes  the  term  in 
physics,  the  “erg,”  the  unit  of  “work.”  Secret 
divine  services  from  which  outsiders  were  rigidly 
barred  was  the  “ourgia,”  the  “orgy,”  perhaps  be- 
cause they  really  were  orgies  that  only  the  initiate 
could  participate  in.  A part  of  the  body  that  does 
a certain  work  and  a tool  with  which  work  is  done 
were  both  called  “organon,”  we  see  it  more  usual- 
ly in  its  borrowed  Latin  form  “organum” — “an 
organ,”  and  a living  being  is  a group  of  organs,  an 
“organism.”  The  musical  instrument  that  was 
first  “worked”  by  water  or  wind  power  is  the 
“organ.” 

Germanic  has  our  root  well  represented.  In  ad- 
dition to  English  “work,”  there  is  Gothic 
“waurkjan,”  (pron.  j = y),  Old  Icelandic  “yrkja,” 
Old  High  German  “wirkan,”  Modern  German 
“das  Werk” — “the  work”  and  “wirken” — “to  be 
at  work,  to  be  effective,”  as  well  as  the  common 
expression  “wirklich” — “really.”  Semantically 
interesting  is  the  general  parallelism  of  Old  En- 
glish “weork”  and  Old  Icelandic  “verkr,”  both 
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meaning  “trouble,  pain”  and  “labor”  in  its 
gynecologic  sense. 

The  history  of  “surgeon”  in  English  is  very  sim- 
ple. It  comes  from  the  French  in  the  thirteenth 
century,  as  does  “surgery.”  A pre-Chaucer  source 
says,  “Bothe  fysik  and  sirgirie  he  hadde  lerned  of 
meister  grete.”  By  the  nature  of  its  meaning 
there  can  be  little  semantic  variation.  But  there 
seem  to  be  three  periods  indicated  by  the  history 
of  the  word  in  the  social  position  of  the  surgeon. 
As  used  in  the  thirteenth  century,  there  is  no  dis- 
tinction made  between  physician  and  surgeon,  as 
the  preceding  quotation  shows.  Later  the  surgeon 
is  a handicraftsman  rather  than  a scientist — the 
semantic  correspondence  is  exact  between  Greek 
“surgery”  and  Latin  “manufacture” — “a  making 
by  hand,”  although  of  course  the  latter  was  never 
used  in  the  sense  of  the  former.  Yet  surgeons  in 
the  seventeenth  century,  for  example,  learned 
their  skill  by  the  process  employed  by  all  crafts- 


men: apprenticeship  to  one  established  in  prac- 

tice, a master  member  of  a guild.  The  third, 
present,  period  is  in  a way  a fusion  of  the  two  in 
that  the  basic  education  is  the  same  for  physician 
and  surgeon  but  for  the  latter,  as  for  all  special- 
ists, there  follows  a period  of  further  specialized 
training. 

Comment 

It  seems  clear  then  from  this  etymologic  study 
that  throughout  his  history  man  has  been  very 
much  concerned  with  the  general  observation  of 
nature,  on  which  his  survival  as  a group  depend- 
ed, and  that  he  also  clearly  attempted  to  do  what 
little  he  could  to  “figure  out,”  IE  root  “med-,” 
what  was  needed  to  cure  illness,  on  which  his  im- 
mediate survival  as  an  individual  depended. 

300  Jay  Street 
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Obituaries 


Darrell  Delancey  Althouse,  M.D.,  of  Auburn,  died  on 
July  7 at  the  age  of  sixty-five.  Dr.  Althouse  graduated 
in  1933  from  Dalhousie  University  Faculty  of  Medicine. 
He  was  an  attending  physician  in  electrocardiography 
at  Auburn  Memorial  Hospital.  Dr.  Althouse  was  a Fel- 
low of  the  American  College  of  Angiology  and  a member 
of  the  American  Academy  of  General  Practice,  the  Amer- 
ican Geriatrics  Society,  the  Cayuga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Francis  Coxon,  Jr.,  M.D.,  of  Utica,  died  on 
June  27  at  the  age  of  sixty-seven.  Dr.  Coxon  graduated 
in  1935  from  the  University  of  Syracuse  College  of  Medi- 
cine. He  was  an  attending  anesthesiologist  at  Faxton, 
Utica  State,  and  Marcy  State  Hospitals  and  at  Chil- 
dren’s Hospital  and  Rehabilitation  Center.  Dr.  Coxon 
was  a member  of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  Utica  Academy  of  Medicine,  the  New 
York  State  Society  of  Anesthesiologists,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Frank  Guy  De  Furia,  M.D.,  of  New  York  City,  died  on 
June  25  at  the  age  of  thirty-four.  Dr.  De  Furia  grad- 
uated in  1964  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  assistant  attending 
physician  and  an  assistant  attending  pediatrician  at 
The  New  York  Hospital  and  an  assistant  professor  of 
pediatrics  at  Cornell  University  Medical  College.  Dr. 
De  Furia  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine. 

Harold  Sheely  Diehl,  M.D.,  of  New  York  City,  died  on 
June  27  at  the  age  of  eighty-one.  Dr.  Diehl  graduated 
in  1918  from  the  University  of  Minnesota  College  of 
Medicine.  He  was  a former  director  of  research  and 
medical  affairs  at  the  American  Cancer  Society.  Dr. 
Diehl  was  a Diplomate  of  the  American  Board  of  Pre- 
ventive Medicine  (Public  Health)  and  the  American 
Public  Health  Association. 

Lester  Milton  Friedland,  M.D.,  of  Massapequa  Park 
and  Bayside,  died  on  June  4 at  the  age  of  sixty.  Dr. 
Friedland  graduated  in  1936  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  director  of 
laboratories  at  Brunswick  Hospital  Center  (Amityville). 
Dr.  Friedland  was  a Diplomate  of  the  American  Board 
of  Pathology  (Clinical  Pathology  and  Pathologic  Anat- 
omy), a Fellow  of  the  College  of  American  Pathologists, 
and  a member  of  the  American  Society  of  Clinical 
Pathologists,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Julius  Hollo,  M.D.,  of  New  York  City,  died  on  July  3 
at  the  age  of  eighty-two.  Dr.  Hollo  received  his  medical 
degree  from  the  University  of  Budapest  in  1913.  He  was 
a Diplomate  of  the  American  Board  of  Internal  Medi- 
cine and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Howard  Phillips  Hoyt,  M.D.,  of  Sidney,  died  on  June 
26  at  the  age  of  fifty-seven.  Dr.  Hoyt  graduated  in  1943 
from  Northwestern  University  Medical  School.  He  was 
an  attending  surgeon  at  The  Hospital.  Dr.  Hoyt  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  Delaware  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Frank  Welton  Ingram,  M.D.,  of  Rochester,  died  on 
May  17  at  the  age  of  eighty-four.  Dr.  Ingram  graduated 
in  1922  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  a consulting  rhinolaryngologist  at  Genesee  Hos- 
pital. Dr.  Ingram  was  a member  of  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Joseph  Livingston,  M.D.,  of  New  York  City,  died  on 
May  20  at  the  age  of  eighty-five.  Dr.  Livingston  re- 
ceived his  medical  degree  from  the  University  of  Breslau. 
He  was  a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Paul  Luhr,  M.D.,  of  Tonawanda,  died  on  June  15 
at  the  age  of  fifty.  Dr.  Luhr  graduated  in  1946  from 
Jefferson  Medical  College  of  Philadelphia.  He  was  chief 
of  ophthalmology  at  Kenmore  Mercy  Hospital  and 
Emergency  Hospital  of  the  Diocese  of  Buffalo  and  an 
associate  attending  ophthalmologist  at  Buffalo  General 
Hospital.  Dr.  Luhr  was  a Diplomate  of  the  American 
Board  of  Ophthalmology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmology,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Irwin  Nevins,  M.D.,  of  Brooklyn,  died  on  June 
7 at  the  age  of  seventy-seven.  Dr.  Nevins  graduated  in 
1922  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  attending  orthopedist  at 
Brooklyn-Cumberland  Medical  Center.  Dr.  Nevins  was 
a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  American  Academy  of  Compensation 
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Medicine,  Inc.,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Gertrude  H.  Brown  Nicolson,  M.D.,  of  New  York  City, 
died  on  June  24  at  the  age  of  eighty.  Dr.  Nicolson  grad- 
uated in  1919  from  New  York  Medical  College  and  Hos- 
pital for  Women.  She  was  a consulting  pediatrician  and 
a consulting  cardiologist  at  St.  Luke’s  Hospital  Center 
and  consulting  pediatrician  in  cardiology  at  New  York 
Infirmary.  Dr.  Nicolson  was  a Diplomate  of  the  Ameri- 
can Board  of  Pediatrics,  a Fellow  of  the  American  Col- 
lege of  Chest  Physicians,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  Sandler,  M.D.,  of  Mount  Dora,  Florida,  for- 
merly of  The  Bronx,  died  on  June  29  at  the  age  of  seven- 
ty-four. Dr.  Sandler  graduated  in  1921  from  Fordham 
University  School  of  Medicine.  He  was  a consulting 
surgeon  at  Morrisania  City  Hospital.  Dr.  Sandler  was  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Wright  Smith,  M.D.,  of  Chenango  Bridge, 
died  on  July  2 at  the  age  of  fifty-eight.  Dr.  Smith 
graduated  in  1939  from  Syracuse  University  Medical 
College.  He  was  chief  of  surgery  at  the  Charles  S. 
Wilson  Memorial  Hospital  (Johnson  City).  Dr.  Smith 
was  a Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  Binghamton  Academy  of  Medicine,  the 
Broome  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Isidore  Snapper,  M.D.,  of  New  York  City,  died  on 
June  30  at  the  age  of  eighty-four.  Dr.  Snapper  received 
his  medical  degree  from  the  University  of  Amsterdam  in 
1911.  He  was  a consulting  physician  and  director  of 
medicine,  emeritus,  at  The  Mount  Sinai  Hospital  and  a 
consulting  physician  at  the  United  States  Naval  Hospi- 
tal, St.  Albans.  Dr.  Snapper  was  a Fellow  of  the 
American  College  of  Physicians  and  a member  of  the  So- 
ciety for  Experimental  Biology  and  Medicine,  the  Inter- 
national Society  of  Hematology,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Turner,  M.D.,  of  New  York  City,  died  on  July  6 
at  the  age  of  eighty-one.  Dr.  Turner  graduated  in  1915 
from  Jefferson  Medical  College  of  Philadelphia.  From 
1928  to  1948  he  served  as  director  of  The  Mount  Sinai 
Hospital.  Dr.  Turner  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Anna  Patricia  Walsh,  M.D.,  of  Buffalo,  died  on  June  5 
at  the  age  of  seventy-nine.  Dr.  Walsh  graduated  in  1917 
from  the  University  of  Buffalo  School  of  Medicine.  She 
was  an  honorary  pediatrician  at  Sisters  of  Charity 
Hospital  of  Buffalo.  Dr.  Walsh  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  B.  Weiss,  M.D.,  of  The  Bronx,  died  on  July  6 
at  the  age  of  eighty.  Dr.  Weiss  graduated  in  1916  from 
Long  Island  College  Hospital.  He  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


William  Werner,  M.D.,  of  Stillwater,  died  on  March  7 
at  the  age  of  seventy-four.  Dr.  Werner  received  his 
medical  degree  from  the  University  of  Berlin  in  1937. 
He  was  a member  of  the  Saratoga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Isadore  Jack  Wilinsky,  M.D.,  of  Rochester,  died  on 
June  2 at  the  age  of  seventy-one.  Dr.  Wilinsky  grad- 
uated in  1928  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  physician  at  Genesee 
Hospital.  Dr.  Wilinsky  was  a member  of  the  American 
Academy  of  General  Practice,  the  American  Geriatrics 
Society,  the  Rochester  Academy  of  Medicine,  the  In- 
dustrial Medical  Association,  the  Monroe  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

H.  Lynn  Wilson,  M.D.,  of  Norwich,  died  on  July  5 at 
the  age  of  seventy-one.  Dr.  Wilson  graduated  in  1927 
from  Cornell  University  Medical  College.  He  was  an 
emeritus  surgeon  at  Chenango  Memorial  Hospital.  Dr. 
Wilson  was  a Diplomate  of  the  American  Board  of  Sur- 
gery, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of  Medicine, 
the  Utica  Academy  of  Medicine,  the  Chenango  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Seymour  J.  Zauderer,  M.D.,  of  New  York  City,  died 
on  June  3 at  the  age  of  sixty-nine.  Dr.  Zauderer  grad- 
uated in  1937  from  Dalhousie  University  Faculty  of 
Medicine.  He  was  an  assistant  (off  service)  surgeon  in 
otolaryngology  at  French  and  Polyclinic  Medical  School 
and  Health  Center.  Dr.  Zauderer  was  a Diplomate  of 
the  American  Board  of  Otolaryngology  and  a member  of 
the  American  Academy  of  Facial  and  Plastic  and  Recon- 
structive Surgery,  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


August  1,1973  / New  York  State  Journal  of  Medicine  2011 


Letters  to  the  Editor 


Acute  and  subacute  encephalography 

To  the  Editor:  I wish  to  bring  to  your  attention  a 

typographical  error  (page  879,  line  16)  in  my  report 
“Acute  and  Subacute  Encephalography”  [New  York 
State  J.  Med.  73:  874  (Apr.  1)  1973]  which  creates  the 
misconception  that  angiographic  morbidity  is  abnor- 
mally high  at  The  Mount  Sinai  Hospital. 

With  respect  to  the  statement  on  angiography,  a 
1956  article  by  Coddon  and  Kreiger  reported  17  per 
cent  of  483  patients  had  transient  complications.  The 
reference  number  (40)  was  mistakenly  incorporated 
into  the  text  implying  that  the  statistics  quoted  were 
the  current  ones  at  The  Mount  Sinai  Hospital  and  were 
personal.  Moreover,  as  printed,  the  arithmetic  is  non- 
sensical. The  statement  should  have  read,  “At  The 
Mount  Sinai  Hospital,  17  per  cent  of  43  patients  had 
transient  complications  following  angiography.”40 


Autoimmune  aspects  of  liver  disease 

Several  immunologic  phenomena,  such  as  antinucle- 
ar antibodies,  L.E.  cell  phenomena,  smooth-muscle  an- 
tibodies, and  antimitochondrial  antibodies,  have  been 
described  in  patients  with  chronic  liver  disease,  partic- 
ularly chronic  active  hepatitis  and  primary  biliary  cir- 
rhosis. The  antibodies  are  not  organ  specific  or  disease 
specific.  Evidence  of  liver-specific  autoimmunity  has 
not  been  well  established.  D.  Doniach  ( British  Medi- 
cal Bulletin  28:  145  [May]  1972),  reported  that  immu- 
nofluorescent  studies  on  liver  tissue  have  provided  no 


Actually,  by  1960,  Silverstein  and  Kreiger  (reference 
45)  had  noted  a drop  in  overall  complications  to  6 per 
cent  with  diatrizoate  (Hypaque)  rather  than  iodopyra- 
cet  (Diodrast)  which  had  been  used  previously. 

During  the  past  five  years  at  The  Mount  Sinai  Hos- 
pital, New  York,  a considerable  reduction  in  the  risk 
factor  in  performing  cerebral  angiography  by  both  bra- 
chial and/or  carotid  examination  has  been  observed. 
With  the  advent  of  improved  contrast  media  and  per- 
cutaneous puncture  utilizing  a catheter,  it  is  the  cur- 
rent belief  that  central  nervous  system  complications 
are  less  than  0.5  per  cent  in  brachial  procedures  and 
less  than  1 per  cent  in  carotid  procedures.  In  this  con- 
text, when  clinically  indicated,  angiography  is  the  de- 
finitive diagnostic  procedure. 

WALTER  SENCER,  M.D. 

1185  Park  Avenue 
New  York,  New  York  10028 


evidence  of  circulating  antibodies  which  react  with 
specific  liver  antigens.  In  unconfirmed  studies,  two 
liver-specific  antigens  were  extracted  from  human 
liver,  and  these  gave  positive  hemagglutination  reac- 
tions with  sera  from  some  patients  with  chronic  active 
hepatitis,  and  also  combined  with  antibodies  in  some 
plasma  cells  in  liver  biopsies  from  patients  with  chron- 
ic active  hepatitis.  The  leukocyte  migration  inhibition 
test  has  been  used  to  provide  evidence  for  cell-mediat- 
ed immunity  against  antigens  in  liver  homogenates. 
Approximately  two  thirds  of  the  patients  with  chronic 
active  hepatitis  and  primary  biliary  cirrhosis  gave  posi- 
tive reactions. 
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It’s  better  to  meet  a 
problem  drinker 
in  your  office  than 


Problem  drinkers  can  be 
deadly  when  they  get  behind 
the  wheel.  In  fact,  they  are 
involved  in  almost  20,000 
highway  fatalities  a year.  And 
the  number  is  growing.  The 
only  way  to  reverse  this  trend 
is  to  separate  the  driver  from 
his  drinking  problem.  Before 
he  kills  himself  or  anyone  else. 
Because  punitive  measures  alone  have  failed  to  slow  this  needless 
slaughter,  we  have  to  look  elsewhere  for  help.  Your  office,  for  instance. 
Where  you  can  counsel  him  against  excessive  drinking  and  driving.  Or 
where  you  can  refer  him.  Your  knowledge  and  experience  make  you 
the  community’s  first  line  of  defense  against  this  epidemic. 


on  the  road. 


First  aid  for  drunken  drivers  begins  in  your  office. 

\ 1 

Please  send  me  background  material  on  problem  drinkers  that: 
tells  me  what  community  organizations  can  do  to  help;  gives  me 
I data  on  various  alcohol  levels  in  the  blood;  describes  the  latest  I 
I developments  in  breath-testing  methods.  I 

| For  my  patients,  please  send  me  information  to  supplement  | 

| my  counsel.  | 


Name, 

Street. 


l.D. 


City_ 


_State_ 


-Zip- 


I I 

Drunk  Driver 
Dept.  M.D. 

BOX  1969 
Washington,  D.C.  20013 

U.S.  DEPARTMENT  OF  TRANSPORTATION  NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION. 
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PHYSICIANS— MEDICAL  DIRECTORS— PARTI  AL  LISTING  FOR  HOSPITALS, 
MEDICALGROUPS  & INDUSTRY. 

MD-Vice  Pres-Dir  of  New  Prod  Development  for  a pharmaceutical  mfr  of  Biologicals. 
Excellent  managerial  ability.  Ideal  exp  in  small  & large  organization.  Location 
MD/Washington  area. 

MD-Internists-sub  specialty,  pulmonary-psychology  diseases  To  be  Dir  of  Dept 
Affiliated  with  med  school.  Faculty  appt.  On-the-ocean  New  England. 

MD-Dir  of  Psychiatry-Bd  Cert.  Affiliated  with  Med  school  Faculty  appt.  Grad,  of 
faculty  caliber  prfd.  Requires  previous  faculty  appt  from  top  Ivy  League  Medical 
School  On-the-ocean-New  England 

MD-Dir  of  Community  Medicine.  Admin  ability — to  improve,  innovate  & initiate  cur- 
rent programs.  Must  possess  warm,  outgoing  personality.  Will  be  working  with 
satellite  clinics  on  drug  abuse  programs.  Med  school  appt. 

No  fee  to  candidate  INTERVIEW  by  appointment  only  (212)  RH  4-3615,  3466 

LEE  TODD.  Consultant/ Executive  Search — 'The  specialists  in  Recruitment.”  85 
East  End  Ave..  NYC  10028  (Mailing  address  only) 


PHYSICIANS  WANTED 


ASSOCIATE  PATHOLOGIST:  287-BED,  MODERN,  WELL  EQUIPPED 

general  hospital.  Pleasant  Upstate  New  York  community  of  100,000.  Strong 
clinical  interest,  but  certified  in  (or  eligible  for)  both  anatomic  and  clinical 
pathology  boards.  Salary  negotiable.  Dept.  329,  c/o  NYSJM. 


OPTHALMOLOGIST:  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE,  FULL 
or  part-time.  Salary  to  $34,971.  Excellent  fringe  benefits.  Veterans  Ad- 
ministration Outpatient  Clinic,  252  Seventh  Ave.,  New  York,  N.Y.  10001. 
Contact  Clinic  Director.  Phone  (212)  620-6522. 


INTERNIST  FOR  MEDICAL  GROUP.  SUBURB  NEW  YORK  CITY.  INI 
tial  contract  leading  to  partnership  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum  vitae  in  reply. 
Dept.  282,  c/o  NYSJM. 


PHYSICIAN:  THE  VETERANS  ADMINISTRATION  HAS  A VACANCY 

for  a medical  rating  specialist.  The  starting  salary  is  $21,686  for  full  time 
employment  with  raises  at  intervals  to  a top  of  $26,690  per  year.  Part  time 
employment  is  also  available.  The  medical  rating  specialist  serves  as  one  of 
three  members  of  a rating  board  which  evaluates  disabilities  as  a basis  for 
entitlement  to  compensation,  pension  and  other  benefits  to  veterans,  their 
dependents  and  beneficiaries.  The  position  does  not  involve  treatment  or 
examination  of  patients.  An  applicant  must  be  a U.S.  citizen  licensed  in  any 
state  or  the  District  of  Columbia.  This  is  a career  civil  service  position;  equal 
employment  opportunity.  Visit  or  phone  Veterans  Administration  Regional 
Office.  Personnel  Division,  16th  Floor,  252  Seventh  Avenue,  NYC — (212)  620- 
6535. 


ANESTHESIOLOGIST;  BOARD  ELIGIBLE,  OR  BOARD  CERTIFIED. 
Wanted  for  part-time  work  in  voluntary  hospital  in  N.Y.C.  Evenings  and/or 
week-ends.  Dept.  337,  c/o  NYSJM. 


SURGEONS— THREE:  U.S.  PUBLIC  HEALTH  SERVICE  HOSPITAL, 

Bay  Street  and  Vanderbilt  Ave.,  Staten  Island,  N.Y.  10304.  Phone  (212) 
477-3010,  ext.  214  or  631. 


PATHOLOGY— ONE:  1ST  YEAR  RESIDENT  AT  U.S.  PUBLIC  HEALTH 
Service  Hospital,  Bav  Street  and  Vanderbilt  Ave.,  Staten  Island,  N.Y.  10304. 
Phone  (212)  447-3010,  ext.  214  or  631. 


POSITIONS  WANTED 


PATHOLOGY  LOCUM  TENENS.  CERTIFIED  ANATOMICAL  PATH  ) 
gist  is  available  for  locum  tenens  coverage  in  New  York  City  area,  j 
license.  Day  or  week  at  $200  per  day.  Herman  Berk,  M.D.,  117  For  i 
Road,  Leonia,  N.J.  07605.  (201)  944-5858. 


PRACTICES  AVAILABLE 


WELL-ESTABLISHED  GENERAL  PRACTICE  ON  SOUTH  SHOE 
Long  Island.  Available  in  August  1973.  Gross  around  $100,000;  low  1 
rate.  Terms  to  suit.  Present  physician  leaving  for  health  reasons. 
335,  c/o  NYSJM. 


FOR  SALE:  NORTH  FORK,  L.I.  MODERN,  COLONIAL  HOME,  OF  {X 
attached,  11  rooms,  2-car  garage:  water  front;  large  wooded  plot.  Well  - uj 
lished  general  practice;  also  specialties  in  great  demand.  Expanding  pi 
tal  in  town;  great  place  to  work  and  play;  retiring.  Dept.  338,  c/o  NYSJM  T 


OFFICE  SPACE  WANTED 


INTERNIST,  WITH  SUBSPECIALTY,  CARDIOLOGY,  WANTS  TO  S jl 
office  space.  Preferably  M.D.  of  same  specialty;  only  Staten  Island.  ra| 
able  for  mutual  coverage  or  informal  association.  Dept.  336,  c/o  NY SJ>  j 


PRACTICES  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  SEEKS  PARTNERS!!  OH* 
individual  practice.  New  York  and  New  Jersey  license  Dept  21  c »( 
NYSJM 


HALL-BROOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to 
community  health  care  and  education. 


Elisabeth  Solomon 
Executive  Director 

HALL-BROOKE 

HOSPITAL 

AJCAH  accredited  hospital 
for  care  and  treatment  of 
psychiatric  disorders  within 
a therapeutic  community. 

Leo  H.  Berman,  M.D., 
Director  of  Professional 
Services 


Albert  M.  Moss,  M.D. 
Medical  Director 

HALL-BROOKE 

SCHOOL 

A special  educational  fac 
ity  for  adolescents  of  hi; 
school  age  w ho  are  in  ps 
chiatric  treatment. 

Edgar  J.  Appleman, 
Director 


47  Long  Lots  Road 
Westport,  Connecticut 
Telephone  (203)  227-1251 
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TaRldorj'C 

V WAUTO  LEASING,  INC 


1712  East  9th  Street,  Brooklyn 
;212)  336-6767 


We're  specialists  in 

filiTO  LEASING 

W hen  you’re  a specialist  in  your  field, 
people  depend  on  you. 

And  when  it  comes  to  leasing  a car, 
doctors  have  been  depending  on  us  for 
years.  Why?  Maybe  it’s  because  we  have 
the  right  car . . . any  car,  any  make,  model 
any  equipment.  And  we  have  the  right 
prices  too.  Compare  us  and  you’ll  see 
for  yourself.  What’s  more,  when  you 
need  service,  we  don’t  waste  time 
discussing  it ...  we  do  it.  Just  ask  any 
pf  the  hundreds  of  doctors  who 
ease  from  us. 

Me  know  you’re  busy,  so  why 
not  give  us  a call.  We  can 
aandle  most  of  the  details 
pn  the  phone.  And  when 
you  come  to  pick  up  your 
.zar,  you’ll  find  that  we’re  a 
ot  easier  to  get  to  than  some 
pf  those  midtown  places. 

Depend  on  us. 

Our  specialty?  You. 


KL  ESTATE  FOR  SALE  OR  RENT 


L SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
'Manhattan.  Complete  medical  full  Moor;  complete  residential  floor.  Call 
1 2-2154. 


Two  spacious  professional  suites  are  now  available  at 
Presidential  Towers,  in  the  heart  of  the  new  West  Side 
Either  could  make  life  much  easier  for  you  Because  they 
couldn't  be  more  convenient  for  patients  in  this  mature, 
affluent,  high  density  residential  area. 

One  suite  is  972  square  feet.  The  other,  1,230  square 
feet  of  open  space  (we'll  divide  or  remodel  to  suit  your 
needs).  Both  are  ground  floor,  with  outside  and  inside 
entrance.  An  easy  walk  from  Lincoln  Center  and  the  world  of  office  and 
apartment  buildings  that  surround  it  To  examine  Presidential  Towers,  just 
call  for  an  appointment:  Adam  Principe  (212)  S77-9664 


practice 

made 

perfect 


315  West  70th  Street 


Presidential  Towers 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


KATONAH,  WESTCHESTER  COUNTY,  N.Y.  OUTSTANDING  OPPOR- 
tunity!  Long  established  and  fully  equipped  medical  group  building,  plus 
2-story  garage  with  4 room  income  apartment.  Central  location,  2 blocks 
from  Penn  Central  Railroad.  Ample  off-street  parking.  Brochure  on  request. 
$125,000.  A.E.C.  Realty,  Route  35,  South  Salem,  Nf.Y.  (914)  763-3149. 


HOUSE  FOR  SALE  ON  PROFESSIONAL  SITE  IN  WOODBURY  (NAS- 
sau).  Spacious,  7-room  brick  split  on  '3  acre;  3 bedrooms,  2h2  baths,  2-car 
garage,  air  conditioned,  pool,  all  appliances,  professionally  landscaped,  full 
basement,  immaculate.  Adjacent  to  major  parkways.  $61,500.  (516)  921- 

0828. 


INVESTMENT  LAND,  CATSKILL  MTS.,  100  ACRES  OF  PRIME  LAND, 
panoramic  views,  stream  frontage,  near  lake  and  state  park.  High  growth 
area,  terms,  $50,000.  Other  choice  parcels  available,  20-1600  acres,  best  in- 
flation, shelter  dollars.  Professional  Land  Management,  excellent  tract 
record.  Call  Mt.  Realty,  Roxbury,  N.Y.  (607)  326-7001. 


TO  SUBLET:  LARGE,  NEW  OFFICE  IN  BOOMING  BROOKHAVEN 

Township;  4 exam  rooms,  large  waiting  room.  Near  seven  hospitals.  Suit- 
able for  G.P.  or  internist.  Call  Dr.  Drucker  eves.  (516)  732-8080. 


L iVER  HILL,  COLONIAL  HOME,  4 BEDROOMS,  2V2  BATHS,  FIRE- 
ce  in  den,  air  conditioners,  two-car  garage,  circular  driveway  with  parking 
a for  six  cars;  beautifully  landscaped.  Large  mortgage  available.  By 
jointment  only.  Call  after  6 p.m.  weekdays,  principals  only.  (516)  MA 


DESIRABLE  UPPER  GREENWOOD  LAKEFRONT  HOME.  SERENITY 
amongst  all  winter  and  summer  activities;  home  is  a custom  designed  con- 
temporary Colonial;  4 bedrooms,  3 baths;  living  room,  formal  dining  room, 
kitchen,  family  room,  boat  dressing  room;  all  new  ingredients.  Year  round 
home.  Call  212-431-4343;  212-738-3563;  201-853-7520. 


iMINI  ESTATE,  IDEAL  LOCATION  FOR  HOME  AND/OR  PROFES- 
' nal  building.  Custom  built.  Top  construction;  beautifully  landscaped; 
orox.  ly  acres;  adjacent  State  Park.  Summer/winter  sports;  walk  to 
■ iooIs,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
10  appraised  contemporary  and  antique  furniture,  art,  collectors  items;  noth- 
cheap;  good  value.  Cash/carry.  (516)935-2083. 


ITH  SHORE,  SUFFOLK  COUNTY,  N.Y.,  MEDICAL  OFFICE  AND 
■ ne  on  '3  acre;  high  quality  area.  Six  room  office  separate  entrance.  Home: 
' ornal  4 bedrooms,  2l2  baths,  large  kitchen;  central  air  conditioning;  profes- 
lally  landscaped;  swimming  pool.  Retiring.  Call  (516)  724-6563. 


MINEOLA  PROFESSIONAL  OFFICE  AND  HOME:  8 ROOM  RESIDENCE 
plus  5 room  office.  Established  practice  for  specialist  or  family  practice. 
Suitable  for  other  professionals.  Retiring,  medical  equipment  for  sale.  Air 
conditioned,  fully  landscaped,  swimming  pool,  main  thoroughfare.  Ernest 
Michaelson,  M.D.,  516-Pi.6-7789. 


PROFESSIONAL  OFFICE  FOR  RENT:  BROOKLYN,  KINGS  PLAZA  Vi- 
cinity. New  corner  house  on  main  ave.  Ideal  for  G.P.,  psychiatrist,  optome- 
trist, etc.  1000  sq.  ft.  Central  a/c.  Can  build  to  suit.  (212)  263-0129,  or 
473-7128. 
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It’s  a 

question  of 
maturity. 


A lot  of  people  don’t 
buy  U.S.  Savings  Bonds 
because  they  think  it 
takes  them  10  years 
to  mature.  Take  another 
look.  The  old  green  Bond 
ain’t  what  it  used  to  be. 
Now  Bonds  mature  in 
less  than  6 years. 

That’s  one  reason 
Bonds  are  so  popular 
nowadays.  They’re 
simple  to  buy,  and  one 
of  the  surest  ways  to 
build  a nest  egg  for 
something  (or  someone) 
special. 

U.S.  Savings  Bonds. 
Maturity  at  5 years, 

10  months.  If  you  don’t 


want  to  use  that  money 
right  away,  there’s 
a 10-year  extension 
privilege.  Either  way, 
you’ll  find  that  Bonds 
mature  at  just  the  right 
age  for  you. 


m^merfca. 


Bonds  mature  in  less  than  six  years. 

Now  E Bonds  pay  5'A%  interest  when  held  to  maturity 
of  5 years.  10  months  (4%  the  first  year).  Bonds  are 
replaced  if  lost,  stolen,  or  destroyed.  When  needed  they 
can  be  cashed  at  your  bank.  Interest  is  not  subject  to 
state  or  local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption. 


©#. 


The  U S.  Government  does  not  pay  for  this  advertlaemant. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  ol  the  Treasury  and  The  Advertising  Council. 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in6months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3Y2,  phenacetin  gr.  ZV2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


EMPIRIN 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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KINESED' 
RELEASES  SPASM 

Kinesed®  can  effectively  counteract  the  spasm,  hypermotility 
or  hypersecretion  that  often  occurs  in: 

gastroenteritis/colitis 
peptic  ulcer 
gastritis/duodenitis 
spastic/irritable  colon. 

Provides  belladonna  alkaloids  for  potent  antispasmodic  and 
antisecretory  action. 

Also  provides  simethicone  for  accompanying  distention 
and  pain  due  to  gas.  And  phenobarbital— for  associated  anxiety 
and  tension. 

Contraindications:  Hypersensitivity  to  barbiturates 
or  belladonna  alkaloids,  glaucoma,  advanced 
renal  or  hepatic  disease. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma,  bladder  neck 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 
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Olympus  GIF-D2: 
fiberscopic  diagnosis 
with  full  one-hand  control 

even  biopsy. 


GIF-D2  is  the  Olympus  fiberscope  for 
gastrointestinal  examination  and  biopsy 
of  every  area  in  the  upper  Gl  tract,  including 
the  second  portion  of  the  duodenum. 
Its  110  cm  length  and  four-way  tip  angulation 
(300°  up  and  down;  200°  left  and  right)  gives  you 
fast,  sure  maneuverability  and  thorough 
observation.  Superior  Olympus  optics  assure  you 
an  accurate,  distortion-free  view 
and  a fine  clear  photo  record.  Lighter  in  weight, 


simple-to-use  GIF-D2,  and  all  new 

Olympus  fiberscopes,  are  standardized 

to  accept  various  camera  attachments 

and  the  LS  series  teaching  scopes 

for  dual  examination.  For  a demonstration 

of  GIF-D2  one-hand  control,  its  new  handling  ease, 

write  OLYMPUS  Corporation  of  America, 

Medical  Instrument  Division, 

2 Nevada  Drive,  New  Hyde  Park,  New  York  11040. 
Dept.  GX-8 


This  photo  was  taken  in  color 
by  an  Olympus  GIF-D2. 

It  is  one  of  a series  of  an 
examination  in  the  second  part 
of  a normal  duodenum. 
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Abstracts 


Dickinson,  S.  J.:  Topical  therapy  of  burns  in  children 

with  micronized  silver  sulfadiazine,  New  York  State  J. 
Med.  73:  2045  (Aug.  15)  1973. 

Silver  sulfadiazine  is  a new  topical  antimicrobial 
agent  which  has  been  found  to  be  very  effective  in  burn 
therapy.  The  experience  in  the  open  treatment  of  burns 
in  40  children  is  described.  Its  chief  advantage  is  the 
ease  and  simplicity  of  use.  No  toxic  side  effects  were 
observed.  Treatment  can  be  prolonged  indefinitely, 
allowing  wound  closure  either  by  primary  epithelization 
or  by  electively  timed  skin  grafts.  Despite  the  long- 
standing presence  of  open-burn  wounds,  the  patients’ 
nutritional  and  general  status  remained  satisfactory. 


Nussbaum,  M.:  Carcinoma  of  prostatic  origin  meta- 


static to  cervical  lymph  nodes,  New  York  State  J.  Med. 
73:  2056  (Aug.  15)  1973. 

A review  of  the  English  language  literature  on  meta- 
static cervical  nodes  of  unknown  primary  site  is  pre- 
sented. Of  approximately  1,000  cases  reviewed,  the 
primary  was  subsequently  determined  in  40  per  cent, 
one  fourth  of  which  were  below  the  clavicle.  Guides  to 
the  location  of  the  primary,  by  histology  and  by  node 
location,  are  given.  Three  additional  cases  of  prostatic 
carcinoma  presenting  with  cervical  adenopathy  are  re- 
ported, bringing  the  total  known  to  37.  Autopsy  review 
of  cases  of  cervical  metastases  are  quoted,  illustrating 
the  high  incidence  of  cervical  metastases  from  prostate 
and  ovary.  The  necessity  for  examination  and  possible 
biopsy  of  the  prostate  in  searching  for  the  hidden  pri- 
mary in  patients  presenting  with  cervical  adenopathy  is 
emphasized. 


Abstracts  in  Interlingua 


Dickinson,  S.  J.:  Tractamento  topic  con  sulfadiazina- 

argentee  micronisate  del  ardituras  in  pueros,  New  York 
State  J.  Med.  73:  2045  (15  de  Augusto)  1973. 


Le  sulfadiazina-argentee  es  un  nove  agente  antimi- 
crobial topic  que  ha  resultate  multe  effective  pro  le 
therapia  topic  del  ardituras.  Le  experientia  con  le 
tractamento  aperte  del  ardituras  in  40  pueros  es  de- 
scribite.  Le  avantage  principal  de  iste  therapia  es  su 
facilitate  e simplicitate  in  su  uso.  No  ha  essite  ob- 
servate  effectos  collateral  toxic.  Le  tractamento  pote 
esser  prolongate  indefinitemente,  permittente  le  ci- 
catrisation del  ferimento  per  le  epithelisation  o per 
graffos  cutanee  al  tempore  selecte.  Nonobstante  le 
presentia  de  ferimento  aperte  pro  longe  tempore,  le  stato 
nutritive  e general  del  patientes  resta  satisfactori. 


Nussbaum,  M.:  Carcinoma  de  origine  prostatic  con 

metastasis  al  nodulos  lymphatic  cervical,  New  York 
State  J.  Med.  73:  2056(15de  Augusto)  1973. 

Un  revista  del  litteratura  anglese  supra  le  nodulos 
cervical  metastatic  de  sito  primari  non  cognoscite  es  pre- 
sentate.  De  circa  de  1,000  casos  revistite,  le  sito  pri- 
mari esseva  establite  in  40  pro  cento;  un  quarte  esseva 
infra-clavicular.  Guidas  pro  locar  le  sito  primari, 
histologicmente  e per  location  del  nodulos  es  describite. 
Tres  casos  additional  de  carcinoma  prostatic  con 
adenopathia  cervical  es  reportate,  facente  un  total  de  37 
casos  cognoscite.  Le  revista  autopsic  de  casos  de  metas- 
tasis cervical  es  mentionate,  illustrante  del  elevate  in- 
cidentia  de  iste  metastasis  desde  le  prostata  o le  ovario. 
Le  necessitate  de  examination  e de  un  possibile  biopsia 
del  prostata  pro  trovar  le  sito  primari  occulte  in  pa- 
tientes con  adenopathia  cervical  es  emphasate. 
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Premarin 

BRAND  OF 

CONJUGATED  ESTROGENSTABLETS,  U.S.P 

contains 

only 

natural  estrogens 

•••no  synthetics 

or 

supplements 


For  more  than  thirty  years 
PREMAR  IN  (Conjugated 
Estrogens  Tablets,  U.S.P.) 
has  been  prepared  with  natural 
equine  estrogens  exclusively— 
without  synthetic  estrogen 
supplements.  For  more  than 
thirty  years  it  has  provided 
the  complete  estrogen 
complex— in  the  proportions 
found  in  its  natural  source. 

And  for  more  than  thirty  years 
PREMARIN  has  enjoyed  an 
unparalleled  record  of  clinical 
efficacy  and  acceptance. 

PREMARIN.  The  only  leading 
estrogen  tablet  that  meets  all 
U.S.P.  specifications  for  con- 
jugated estrogens.  Assurance 
of  quality  .for  you  and  your 
i patients. 

PREMARIN. ..naturally. 


BRIEF  SUMMARY  (For  full  prescribing  information,  see  package  circular.) 

PREMARIN"  (Conjugated  Estrogens  Tablets,  U.S.P.) 


Indications:  Based  on  a review  of  PREMARIN  Tablets  by  the  National  Academy  of  Sciences  — 
National  Research  Council  and/or  other  information,  FDA  has  classified  the  indications  for  use 
as  follows: 

Effective:  As  replacement  therapy  for  naturally  occurring  or  surgically  induced  estrogen  deficiency 
states  associated  with:  the  climacteric,  including  the  menopausal  syndrome  and  postmenopause; 
senile  vaginitis  and  kraurosis  vulvae,  with  or  without  pruritus. 

“Probably”  effective:  For  estrogen  deficiency-induced  osteoporosis,  and  only  when  used  in  con- 
junction with  other  important  therapeutic  measures  such  as  diet,  calcium,  physiotherapy,  and  good 
general  health-promoting  measures.  Final  classification  of  this  indication  requires  further 
investigation. 


Contraindications:  Short  acting  estrogens  are  contraindicated  in  patients  with  (1)  markedly  impaired 
liver  function;  (2)  known  or  suspected  carcinoma  of  the  breast,  except  those  cases  of  progressing 
disease  not  amenable  to  surgery  or  irradiation  occurring  in  women  who  are  at  least  5 years  postmeno- 
pausal; (3)  known  or  suspected  estrogen-dependent  neoplasia,  such  as  carcinoma  of  the  endometrium; 
(4)  thromboembolic  disorders,  thrombophlebitis,  cerebral  embolism,  or  in  patients  with  a past  history 
of  these  conditions;  (5)  undiagnosed  abnormal  genital  bleeding. 

Warnings:  Estrogen  therapy  should  not  be  given  to  women  with  recurrent  chronic  mastitis  or  abnormal 
mammograms  except,  if  in  the  opinion  of  the  physician,  it  is  warranted  despite  the  possibility  of  aggra- 
vation of  the  mastitis  or  stimulation  of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest  manifestations  of  thrombotic  disorders  (thrombo- 
phlebitis, retinal  thrombosis,  cerebral  embolism  and  pulmonary  embolism).  If  these  occur  or  are 
suspected,  estrogen  therapy  should  be  discontinued  immediately. 

Estrogens  may  be  excreted  in  the  mother’s  milk  and  an  estrogenic  effect  upon  the  infant  has  been 
described.  The  long  range  effect  on  the  nursing  infant  cannot  be  determined  at  this  time. 

Flypercalcemia  may  occur  in  as  many  as  15  percent  of  breast  cancer  patients  with  metastases,  and 
this  usually  indicates  progression  of  bone  metastases.  This  occurrence  depends  neither  on  dose  nor  on 
immobilization.  In  the  presence  of  progression  of  the  cancer  or  hypercalcemia,  estrogen  administration 
should  be  stopped. 

A statistically  significant  association  has  been  reported  between  maternal  ingestion  of  diethylstil- 
bestrol  during  pregnancy  and  the  occurrence  of  vaginal  carcinoma  in  the  offspring.  This  occurred  with 
the  use  of  diethylsti  Ibestrol  for  the  treatment  of  threatened  abortion  or  high  risk  pregnancies.  Whether 
or  not  such  an  association  is  applicable  to  all  estrogens  is  not  known  at  this  time.  In  view  of  this 
finding,  however,  the  use  of  any  estrogen  in  pregnancy  is  not  recommended. 

Failure  to  control  abnormal  uterine  bleeding  or  unexpected  recurrence  is  an  indication  for  curettage. 
Precautions:  As  with  all  short  acting  estrogens,  the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examination  should  be  performed  with  special  reference  to  pelvic 
and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endometrium  and  breasts  in  climacteric  or  hypogonadal  women, 
estrogens  should  be  administered  cyclically  (3  week  regimen  with  1 week  rest  period  — withdrawal 
bleeding  may  occur  during  rest  period). 

Because  of  individual  variation  in  endogenous  estrogen  production,  relative  overdosage  may  occur 
which  could  cause  undesirable  effects  such  as  abnormal  or  excessive  uterine  bleeding,  mastodynia 
and  edema. 

Because  of  salt  and  water  retention  associated  with  estrogenic  anabolic  activity,  estrogens  should  be 
used  with  caution  in  patients  with  epilepsy,  migraine,  asthma,  cardiac,  or  renal  disease. 

If  unexplained  or  excessive  vaginal  bleeding  should  occur,  reexamination  should  be  made  for  organic 
pathology. 

Pre-existing  uterine  fibromyomata  may  increase  in  size  while  using  estrogens;  therefore,  patients 
should  be  examined  at  regular  intervals  while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen  therapy  when  relevant  specimens  are  submitted. 
Because  of  their  effects  on  epiphyseal  closure,  estrogens  should  be  used  judiciously  in  young  patients 
in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  inhibit  anterior  pituitary  functions.  This  should  be  borne  in 
mind  when  treating  patients  in  whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  estrogens  may 
mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may  be  affected  by  exogenous  estrogen  administration. 

If  test  results  are  abnormal  in  a patient  taking  estrogen,  they  should  be  repeated  after  estrogen  has  been 
withdrawn  for  one  cycle. 

Adverse  Reactions:  The  following  adverse  reactions  have  been  reported  associated  with  short  acting 
estrogen  administration: 
nausea,  vomiting,  anorexia 

gastrointestinal  symptoms  such  as  abdominal  cramps  and  bloating 
breakthrough  bleeding,  spotting,  unusually  heavy  withdrawal  bleeding 
(See  DOSAGE  AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 

possible  diminution  of  lactation  when  given  immediately  postpartum 

loss  of  libido  and  gynecomastia  in  males 

edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 

Dosage  and  Administration:  PREMARIN  should  be  administered  cyclically  (3  weeks  of  daily  estrogen 
and  1 week  off)  for  all  indications  except  selected  cases  of  carcinoma  and  prevention  of  postpartum 
breast  engorgement. 

Menopausal  Syndrome— 1.25  mg.  daily,  cyclically.  Adjust  dosage  upward  or  downward  according  to 
severity  of  symptoms  and  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the  last  two  months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  the  patient  is  menstruating,  cyclic  administration  is  started  on  day  5 of  bleeding.  If  break- 
through bleeding  (bleeding  or  spotting  during  estrogen  therapy)  occurs,  increase  estrogen  dosage  as 
needed  to  stop  bleeding.  In  the  following  cycle,  employ  the  dosage  level  used  to  stop  breakthrough 
bleeding  in  the  previous  cycle.  In  subsequent  cycles,  the  estrogen  dosage  is  gradually  reduced  to  the 
lowest  level  which  will  maintain  the  patient  symptom-free. 

Postmenopause— as  a protective  measure  against  estrogen  deficiency-induced  degenerative  changes 
(e  g.  osteoporosis,  atrophic  vaginitis,  kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and  cyclically. 

Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)  — usual  dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or  without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more  daily, 
depending  upon  the  tissue  response  of  the  individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tablets,  U.S.R) 

No.  865  — Each  purple  tablet  contains  2.5  mg.,  in  bottles  of  100  and  1,000. 

No.  866  — Each  yellow  tablet  contains  1.25  mg.,  in  bottles  of  100  and  1,000. 

Also  in  unit  dose  package  of  100. 

No.  867  — Each  red  tablet  contains  0.625  mg.,  in  bottles  of  100  and  1,000. 

No.  868  — Each  green  tablet  contains  0.3  mg.,  in  bottles  of  100  and  1,000. 
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Medical  Meetings 


Cleveland  Clinic  announces 
a postgraduate  program 

A “Symposium  on  Implementation  of  the  Recom- 
mendations of  the  Secretary’s  Commission  on  Malprac- 
tice,” will  be  held  at  the  Cleveland  Clinic  Educational 
Foundation  on  September  6,  1973.  The  course  will  be  on 
proposals  for  implementing  the  recommendations  made 
by  the  Commission  on  Malpractice  of  the  Secretary  of 
the  Department  of  Health,  Education,  and  Welfare,  co- 
sponsored by  the  American  College  of  Legal  Medicine. 
The  registration  fee  for  the  symposium  is  $40.  Ac- 
ceptances will  be  made  in  the  order  of  application,  which 
should  be  in  by  September  1.  The  program  will  be  pre- 
sented in  the  Bunts  Auditorium  of  the  Educational 
Building,  9500  Euclid  Avenue,  Cleveland,  Ohio. 
Checks  should  be  made  payable  to  The  Cleveland  Clinic 
Educational  Foundation,  9500  Euclid  Avenue,  Cleve- 
land, Ohio  44106.  (Course  No.  254-A) 

This  program  in  continuing  medical  education  has 
been  accredited  by  the  AMA  and  is  acceptable  for  Cate- 
gory 1 credit  toward  the  AMA  Physician’s  Recognition 
Award. 

Weekend  seminar  to  be  presented 

The  Center  for  the  Study  of  Aging,  Inc.,  is  presenting 
“Fitness  After  Fifty,”  a weekend  seminar  with  work- 
shops, demonstrations,  national  leaders  on  improving 
physical  and  mental  fitness,  diet,  and  health  after  fifty, 
on  September  21  to  23,  1973,  at  the  Institute  of  Man  and 
Science,  Rensselaerville,  New  York.  For  additional  in- 
formation write  to:  Mrs.  Sara  Harris,  Secretary,  Cen- 

ter for  the  Study  of  Aging,  Inc.,  706  Madison  Avenue, 
Albany,  New  York  12208,  Telephone  (518)  462-1331. 

ACP  announces  regional  meetings, 
postgraduate  courses 

The  21,000-member  American  College  of  Physicians 
(ACP)  has  announced  the  dates  and  locations  of  29  re- 
gional meetings  and  43  postgraduate  courses  to  be  held 
between  September  1,  1973,  and  June  30,  1974,  at  loca- 
tions throughout  the  United  States  and  Canada.  The 
one-  to  three-day  regional  meetings  are  designed  to  help 
practicing  internists  and  specialists  keep  abreast  of  new 
developments  in  the  basic  sciences  and  clinical  medi- 
cine. 

Those  of  interest  to  practitioners  in  New  York  State 
are  the  following:  Upstate  New  York-Ontario  regional 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


meeting,  October  18  to  19,  1973,  Hyatt  House  Hotel  and 
Albany  Medical  College,  Albany,  New  York;  and  post- 
graduate courses  on  “Medical  Aspects  of  Drug  Addic- 
tion,” October  10  to  12,  1973,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  New  York,  N.Y.;  and 
“Current  Concepts  in  Diagnosis  and  Management  of 
Renal  Disease,  March  11  to  15,  1974,  Cornell  Medical 
Center,  New  York,  N.Y. 

Three-day  lecture  course 

“General  Sports  Medicine”  will  be  a three-day  course 
of  lectures.  Prevention  and  treatment  of  athletic  injur- 
ies will  be  discussed.  The  course  will  be  held  at  the 
Americana  Hotel,  New  York  City,  September  17  to  19, 
1973,  and  will  be  presented  by  the  American  Academy  of 
Orthopaedic  Surgeons.  For  information  contact  James 
A.  Nicholas,  M.D..  130  East  77th  Street,  New  York,  New 
York  10021. 

Health  science  courses 

This  fall  the  Continuing  Education  Division  of  the 
State  University  of  New  York  College  at  Purchase  will 
again  offer  a series  of  Health  Science  courses.  There  will 
be  three  postgraduate  courses  for  physicians.  For 
further  information  write  to  Elizabeth  Karp,  Coordina- 
tor, Public  Information  and  Community  Service,  College 
at  Purchase,  Purchase,  New  York  10577.  These  courses 
are  cosponsored  by  The  White  Plains  Hospital. 

Urological  meeting  date  announced 

The  next  annual  meeting  of  the  New  York  Section  of 
the  American  Urological  Association  will  be  held  at  the 
Cerromar  Beach  Hotel,  Dorado  Beach,  Puerto  Rico, 
November  4 to  7,  1973. 

Thirty-first  annual  meeting 

The  thirty-first  annual  meeting  of  the  American 
Psychosomatic  Society  will  be  held  at  The  Bellevue- 
Stratford,  Philadelphia,  March  29  to  31,  1974.  The  pro- 
gram committee  invite  presentations  for  500-word  ab- 
stracts for  consideration.  Additional  information  may 
be  obtained  from:  Albert  J.  Stunkard,  M.D.,  Chair- 

man, 265  Nassau  Road,  Roosevelt,  New  York  11575. 

Women's  Medical  Society 

The  annual  meeting  of  the  Women’s  Medical  Society 
of  New  York  State  will  be  held  at  the  Americana  Hotel, 
New  York  City,  on  Saturday,  February  23,  1974,  in  the 
Biarritz  and  Monte  Carlo  Suites. 
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The  Health,  Education,  and  Welfare  Depart- 
ment issued  interim  regulations  to  guide  the  new 
chronic  kidney  disease  treatment  benefit  program 
which  it  estimated  will  cost  $250  million  in  the  first 
year  and  could  rise  to  $1  billion  a year  in  five  years. 
The  expansion  of  Medicare  to  cover  costs  of  kidney 
dialysis  and  transplants  for  beneficiaries  of  all  ages 
started  on  July  1,  1973.  Under  interim  rules,  the  num- 
ber of  facilities  providing  dialysis  and  transplants  has 
been  frozen  at  those  now  operating.  The  regulations 
also  freeze  reimbursement  to  a level  of  cost  or  charge 
representing  an  average  of  the  charges  during  the  pre- 
vious year.  Reimbursement  for  maintenance  dialysis 
is  limited  to  a “ceiling”  set  by  the  department,  $150 
per  dialysis,  above  which  a justification  would  be  re- 
quired. All  facilities  must  agree  to  the  assignment 
method  of  reimbursement.  Final  regulations  are  due 
by  the  first  of  the  year,  1974. 

* * * 

Sen.  Wallace  F.  Bennett,  ranking  Republican  on  the 
Senate  Finance  Committee,  will  not  run  for  re-election 
next  year.  The  seventy-four-year-old  Republican  from 
Utah  has  served  four  terms  in  the  Senate.  Replacing 
Bennett  as  top  Republican  on  the  powerful  Finance 
Committee  will  be  Sen.  Carl  Curtis  (R.,  Nebr.).  Ben- 
nett, one  of  the  Senate’s  most  influential  conservatives, 
is  the  author  of  the  controversial  Professional  Stan- 
dards Review  Organization  (PSRO)  amendment  to  the 
Medicare-Medicaid  bill  of  last  year.  He  cited  his  age 
as  a factor  in  his  decision.  “I  can’t  deny  the  calen- 
dar.” A few  days  earlier,  Sen.  Norris  Cotton  (R., 
N.H.)  had  announced  he  will  not  run  again. 

* * * 

Malcolm  C.  Todd,  M.D.,  a general  surgeon  from 
Long  Beach,  California,  is  the  new  president-elect  of 
the  American  Medical  Association.  He  was  elected  by 
the  House  of  Delegates  during  AMA’s  annual  conven- 
tion. 

The  sixty-year-old  Dr.  Todd  will  serve  one  year  and 
take  office  as  the  association’s  129th  president  next 
June  in  Chicago. 

Dr.  Todd  was  born  April  10,  1913,  in  Carlyle,  Illinois. 
He  is  a graduate  of  the  University  of  Illinois  and 
Northwestern  University  Medical  School. 

An  associate  clinical  professor  of  surgery  at  the  Uni- 
versity of  California  in  Irvine,  Dr.  Todd  is  a Fellow  of 
the  American  College  of  Surgeons,  International  Col- 
lege of  Surgeons,  American  College  of  Gastroenterolo- 
gy, and  a Diplomat  of  the  American  Board  of  Surgery. 

He  is  a past  president  of  the  California  Medical  As- 
sociation and  has  been  a member  of  AMA’s  House  of 
Delegates  since  1959.  He  is  chairman  emeritus  of 
AMA’s  Council  on  Health  Manpower  and  a member  of 
the  National  Advisory  Committee  on  Health  Manpow- 
er. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Dr.  Todd  is  married  to  the  former  Ruth  Holle 
Schlake  of  Chicago.  They  have  one  son,  Malcolm 
Douglas  Todd. 

* * * 

President  Nixon  cited  “a  spirit  of  partnership”  with 
Congress  as  he  signed  a one-year  extension  of  major 
Public  Health  Service  programs.  The  extension  had 
been  strongly  opposed  by  the  Administration  which 
wanted  to  eliminate  5 of  the  12  programs  and  cut  oth- 
ers. The  Chief  Executive  declared  that  the  bill  strikes 
“a  reasonable  compromise  with  the  Administration,” 
noting  that  it  keeps  the  programs  alive  for  only  one 
year  instead  of  the  customary  three.  In  adopting  the 
bill  by  overwhelming  votes,  Congress  expressed  an  in- 
tention to  review  the  programs  to  determine  if  it 
agreed  with  the  Administration’s  policy  decisions. 

The  12  programs  involved  and  the  money  authoriza- 
tions for  the  fiscal  year  that  started  July  1 are: 

Health  services  research  and  demonstration  ($42.6 
million);  national  health  statistics  ($14.5  million); 
public  health  training  ($23.3  million);  migrant 
health  services  ($26.7  million);  comprehensive  health 
planning  ($360.5  million);  medical  libraries  ($8.4 
million);  hospital  construction  ($197.2  million);  al- 
lied health  training  ($44.3  million);  regional  medical 
programs  ($159  million);  family  planning  ($118  mil- 
lion); community  mental  health  centers  ($234  mil- 
lion); and  developmental  disabilities  ($41.7  million). 

The  Administration  had  urged  Congress  to  eliminate 
or  phase  out  the  hospital  construction  or  Hill-Burton 
program,  public  health  training,  allied  health  training, 
RMP  (regional  medical  program),  and  community 
mental  health  centers. 

In  a statement  released  with  the  signing  of  the  bill 
and  two  other  measures,  President  Nixon  said: 

While  the  authorization  levels  are  higher  than  I 
believe  desirable,  they  will  not  damage  our  overall 
fiscal  position  if  the  Congress  now  follows  my  recom- 
mendations in  the  appropriations  process. 

So  long  as  the  Congress  follows  a responsible 
course  in  the  passage  of  future  spending  bills,  I will 
cooperate  in  a spirit  of  partnership.  But  as  we  go 
forward  let  there  be  no  mistake  about  one  fundamen- 
tal point:  if  bills  come  to  my  desk  which  are  irre- 

sponsible and  would  break  open  the  Federal  budget 
forcing  more  inflation  upon  the  American  people,  I 
will  veto  them. 

The  RMP  program  has  already  been  disbanded  at 
HEW  headquarters.  Apparently,  some  sort  of  a make- 
shift arrangement  will  have  to  be  set  up  to  keep  it 
operating  for  one  more  year  anyway. 

There  was  only  one  vote  in  Congress  by  Rep.  Philip 
Crane  (R.,  111.)  in  either  house  of  Congress  against  the 

continued  on  page  2033 
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extension  bill,  which  made  any  successful  veto  unlike- 
ly- 

The  chief  Administration  argument  for  closing  down 
the  five  programs  was  that  they  were  inefficient,  had 
outlived  their  usefulness,  or  could  be  handled  more  ap- 
propriately by  the  states. 

* * * 

The  important  national  Professional  Standards  Re- 
view council  has  been  established  with  the  appoint- 
ment of  11  physicians.  The  council  will  advise  HEW 
secretary  Caspar  Weinberger  on  the  PSRO  program  to 
monitor  the  quality  of  medical  care  in  Medicare  and 
Medicaid. 

“The  contribution  of  this  council  will  be  vital  to  the 
accomplishment  of  the  objectives  of  the  PSRO  legisla- 
tion, and  we  are  indeed  fortunate  to  be  able  to  draw 
upon  such  a high  caliber  of  expertise,”  Weinberger 
said. 

Members  of  the  council  were  selected  from  among 
200  physicians  of  recognized  standing  and  distinction 
in  the  appraisal  of  medical  practice  who  were  nominat- 
ed by  national  organizations  representing  practicing 
physicians  and  by  consumer  groups  and  other  health 
care  interests. 

Those  appointed  to  serve  a three-year  term  on  the 
council  are: 

Brown,  Clement  R.,  M.D.,  Director,  Medical  Edu- 
cation, Mercy  Hospital  and  Medical  Center,  Chica- 
go; Coveil,  Ruth  M.,  M.D.,  Assistant  to  the  Dean  of 
School  of  Medicine,  University  of  California  at  San 
Diego;  Duval,  Merlin  K.,  M.D.,  Vice  President  for 
Health  Sciences,  LIniversity  of  Arizona,  former  Assis- 
tant HEW  Secretary  for  Health;  Greene,  Thomas  J., 
M.D.,  Surgeon,  Detroit;  Haggerty,  Robert  J.,  M.D., 
Professor  of  Pediatrics,  University  of  Rochester,  N.Y., 
School  of  Medicine  and  Dentistry;  Harrington,  Don- 
ald C.,  M.D.,  obstetrician-gynecologist  and  medical 
director,  San  Joaquin  Foundation  for  Medical  Care, 
Stockton,  California;  Hunter,  Robert  B.,  M.D.,  fami- 
ly physician,  Sedro  Woolley,  Washington,  member  of 
the  board  of  the  AMA;  Nelson,  Alan  R.,  M.D.,  inter- 
nist, Salt  Lake  City,  Utah,  alternate  delegate  to  the 
AMA;  Saloom,  Raymond  J.,  D.O.,  osteopathic  physi- 
cian, Harrisville,  Pennsylvania;  Saward,  Ernest  W., 
M.D.,  Professor  of  Social  Medicine,  University  of 
Rochester  School  of  Medicine  and  Dentistry,  Roches- 
ter, New  York;  Scrivner,  Willard  C.,  M.D.,  obstetri- 
cian-gynecologist, Belleville,  Illinois,  president  of  the 
Illinois  State  Medical  Society  and  member  of  AMA 
committee  on  health  care  of  the  poor. 

* * * 

The  Board  of  Trustees  has  appointed  Robert  H. 
Moser,  M.D.,  the  Chief  Editor  of  the  Journal  of  the 
American  Medical  Association,  to  become  effective  Oc- 
tober 1,  1973.  At  the  same  time,  Dr.  Moser  will  be- 
come director  of  the  Division  of  Scientific  Publications, 
which  has  editorial  responsibility  for  J.A.M.A.  and  the 
AMA’s  ten  specialty  journals. 

Hugh  H.  Hussey,  M.D.,  who  has  held  both  positions 
since  1970,  will  remain  a full-time  member  of  the  staff 
as  Editor  Emeritus.  He  will  also  assume  responsibili- 
ties for  coordinating  publication  of  the  specialty  jour- 
nals. 

continued  on  page  2036 
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administered  with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications.  Like 
other  narcotic-containing  medications,  Percodan  is  subject  to 
the  Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients:  Oxycodone  may  impair  the 
mental  and/or  physical  abilities  required  for  the  performance 
of  potentially  hazardous  tasks  such  as  driving  a car  or  operat- 
ing machinery.  The  patient  using  Percodan  should  be  cau- 
tioned accordingly. 

Interaction  with  other  central  nervous  system  depressants: 
Patients  receiving  other  narcotic  analgesics,  general  anesthet- 
ics, phenothiazines,  other  tranquilizers,  sedative-hypnotics  or 
other  CNS  depressants  (including  alcohol)  concomitantly  with 
Percodan  may  exhibit  an  additive  CNS  depression.  When  such 
combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced. 

Usage  in  pregnancy:  Safe  use  in  pregnancy  has  not  been 
established  relative  to  possible  adverse  effects  on  fetal  develop- 
ment. Therefore,  Percodan  should  not  be  used  in  pregnant 
women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

Usage  in  children:  Percodan  should  not  be  administered  to 
children. 

Salicylates  should  be  used  with  caution  in  the  presence  of 
peptic  ulcer  or  coagulation  abnormalities. 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pres- 
sure: The  respiratory  depressant  effects  of  narcotics  and  tneir 
capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  mark- 
edly exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions:  The  administration  of  Percodan 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course 
in  patients  with  acute  abdominal  conditions. 

Special  risk  patients:  Percodan  should  be  Eiven  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothy- 
roidism, Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when 
taken  in  excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness,  seda- 
tion, nausea  and  vomiting.  Some  of  these  adverse  reactions 
may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  con- 
stipation and  pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  ana  the  response 
of  the  patient.  It  may  occasionally  be  necessary  to  exceed  the 
usual  aosage  recommended  below  in  cases  of  more  severe  pain 
or  in  those  patients  who  have  become  tolerant  to  the  analgesic 
effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Per- 
codan may  be  additive  with  that  of  other  CNS  depressants.  See 
WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit 
the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms: 
Serious  overdose  with  Percodan  is  characterized  by  respiratory 
depression,  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and 
sometimes  bradycardia  and  hypotension.  In  severe  overdosage, 
apnea,  circulatory  collapse,  cardiac  arrest  and  death  may 
occur.  The  ingestion  of  very  large  amounts  of  Percodan  may,  in 
addition,  result  in  acute  salicylate  intoxication. 

Treatment:  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  tne  institution  of  assisted  or  con- 
trolled ventilation.  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against  respi- 
ratory depression  which  may  result  from  overdosage  or 
unusual  sensitivity  to  narcotics,  including  oxycodone.  There- 
fore, an  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation.  Since  the 
duration  of  action  of  oxycodone  may  exceed  that  of  the  antago- 
nist, the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as 
needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed 
drug. 


Attention  New  York 
State  Physicians 

Dear  Doctor: 

Starting  April  1,  1973,  new 
legislation  passed  by  the  State  of 
New  York  requires  that  special 
official  triplicate  prescriptions 
be  used  whenever  you  prescribe 
or  dispense  Schedule  II 
substances  (except  for  use  by 
hospital  in-patients). 

To  facilitate  this  procedural 
transition  as  much  as  possible, 
Endo  Laboratories  is  offering  a 
number  of  service  items: 

1.  a question  and  answer  booklet 
on  the  new  law, 

2.  a list  of  the  most  frequently 
prescribed  Schedule  II  drugs 
requiring  a triplicate  prescription, 

3.  a triplicate  kit  to  aid  in  the 
writing  and  filing  of  the  new 
prescriptions,  and 

4.  literature  to  help  explain  the 
law  to  your  patients. 

You  may  obtain  one  or  more 
of  these  items  from  your  Endo 
Representative,  or  by  writing 
directly  to  us  at  1000  Stewart 
Avenue,  Garden  City, 

New  York,  11530. 

Sincerely, 

ENDO  LABORATORIES,  INC. 

Edward  P.  Smith 

Director,  Professional  Services 
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A graduate  of  the  Georgetown  University  School  of 
Medicine,  Dr.  Moser,  who  is  fifty  years  of  age,  current- 
ly practices  internal  medicine  with  the  Maui  Medical 
Group,  Wailuku,  Hawaii.  Certified  by  the  Board  of 
Internal  Medicine,  Dr.  Moser  followed  a career  of  med- 
ical officer  in  the  U.S.  Army,  rising  to  the  position  of 
chief  of  medicine  at  Walter  Reed  General  Hospital, 
Washington,  D.C.  He  had  an  appointment  to  the  clin- 
ical faculty  at  Georgetown,  where  he  was  active  in 
teaching,  research,  and  the  authorship  of  a number  of 
original  articles.  Currently  he  is  clinical  professor  of 
medicine  at  the  University  of  Hawaii  and  the  Universi- 
ty of  Washington  Colleges  of  Medicine. 

With  a background  that  includes  teaching  but  em- 
phasizes the  day-to-day  problems  that  confront  an  in- 
ternist in  private  practice,  Dr.  Moser  has  a deep  appre- 
ciation of  the  practical  requirements  a medical  journal 
must  meet.  He  has  impressed  the  Board  with  his  ded- 
icated resolve  both  to  continue  J.A.M.A.'s  high  stan- 
dards of  scientific  excellence  and,  at  the  same  time,  to 
rededicate  its  purpose  to  serving  the  needs  of  the  of- 
fice-based practitioner. 

* * * 

The  special  use  of  drugs  by  young  athletes  is  proba- 
bly increasing  in  the  same  proportion  as  drug  abuse  is 
increasing  among  the  general  student  population,  the 
American  Medical  Association  has  told  a Senate  sub- 
committee. 

Donald  L.  Cooper,  M.D.,  team  physician  at  Oklaho- 
ma State  University  and  a member  of  an  AMA  com- 
mittee concerned  with  the  medical  aspects  of  sports, 
noted  before  a subcommittee  investigating  juvenile  de- 
linquency that  while  there  are  no  current  surveys  on 
drug  abuse  by  young  athletes,  earlier  studies  show  a di- 
rect correlation  of  use  by  athletes  and  the  general  stu- 
dent body.  • 

The  report  of  the  National  Commission  of  Marijuana 
and  Drug  Abuse,  Dr.  Cooper  pointed  out,  . . indi- 
cates that  drug  abuse  among  the  general  student  popu- 
lation has  increased,  and  it  is  logical  to  expect  that 
athletes  as  members  of  that  subculture  have  also  been 
influenced  to  abuse  drugs  more  in  recent  years.” 

Emphasizing  AMA’s  longtime  stand  that  drugs  and 
athletics  do  not  mix,  Dr.  Cooper  said  that  in  his  opin- 
ion drugs — amphetamines — do  not  enhance  athletic 
performance,  despite  some  conflicting  reports  in  the 
literature  as  to  possible  minimal  benefits. 

“Some  studies  actually  show  impairment  of  certain 
skills,”  Dr.  Cooper  said,  warning  that  there  can  also  be 
substantial  detrimental  effects  from  continued  am- 
phetamine abuse. 

Dr.  Cooper  pointed  out  that  concerted  efforts  have 
been  made  by  the  athletic  community  to  control  abuse 
despite  the  incentive  to  use  any  method  to  improve 
performance,  particularly  in  international  competition. 

However,  Dr.  Cooper  cautioned  against  mass-testing 
programs,  such  as  the  monitoring  of  urine,  saying  that 
such  programs  throughout  the  nation  for  school  and 


college  athletes  would  be  scientifically  unreliable,  ex- 
pensive, and  time  consuming. 

* * * 

Spokesmen  for  drug  companies  and  physicians’ 
groups  have  urged  the  Food  and  Drug  Administration 
to  delay  guidelines  on  what  cough  and  allergy  prescrip- 
tion products  may  contain. 

“These  products  have  been  used  safely  and  success- 
fully by  physicians  for  decades,”  the  AMA  told  a FDA 
hearing.  Asking  no  “precipitous  action,”  the  AMA 
said  “there  is  hardly  a citizen  who  has  not  received 
some  relief  from  bothersome  symptoms  via  one  or  more 
of  these  products.” 

The  proposed  guidelines  cover  more  than  200  of  the 
most  widely  prescribed  prescription  cough  and  allergy 
medicines.  Specific  limitations  would  be  placed  on 
composition  such  as  banning  combinations  of  expecto- 
rants and  antihistamines.  Effect  will  be  to  bar  contin- 
ued marketing  of  many  cough  and  allergy  preparations. 

John  H.  Budd,  M.D.,  a member  of  the  AMA  Board 
of  Trustees,  said  that  the  interim  guidelines  would  not 
serve  the  public  interest.  Dr.  Budd  noted  that  a FDA 
panel  on  OTC  (over-the-counter)  drugs  is  reviewing  the 
situation.  “It  is  apparent  that  the  final  monograph 
that  emerges  from  this  review  process  will  have  a sub- 
stantial bearing  on  the  formulation  and  labeling  of  pre- 
scription as  well  as  OTC  drugs  . . . and  in  many  re- 
spects will  determine  the  related  issues,”  said  Dr. 
Budd. 

The  proposed  interim  guidelines  were  not  formulated 
under  the  specific  requirements  of  the  drug  law,  he 
said,  “but  rather  were  devised  on  the  basis  of  subjec- 
tive judgments  made  by  members  of  the  appropriate 
drug  efficacy  study  panels.” 

The  AMA  official  said  that  if  one  considers  the  con- 
tribution any  one  drug  may  make  to  a mixture,  pub- 
lished evidence  as  specified  in  the  law  does  not  exist 
for  any  of  the  classes  of  drugs  in  cough  mixtures:  anti- 
tussives,  expectorants,  antihistamines,  decongestants, 
demulcents,  or  flavorings. 

The  problem  that  confronts  us  is  not  a simple 
straightforward  one,  such  as  determining  the  effect  a 
drug  has  on  bacterial  multiplication,  urine  output,  or 
level  of  a plasma  constituent.  Rather,  we  are  in  the 
difficult  area  of  subjective  human  feelings,  symp- 
toms with  profound  psychological  as  well  as  physical 
parameters.  The  remedies  for  cough  were  developed 
by  trial  and  error  over  decades  and  even  hundreds  of 
years.  The  long  history  behind  the  expectorant  in- 
gredients . . . have  put  them,  in  the  doses  used,  to 
the  test  of  safety  and  by  the  impressions  of  clinicians 
to  the  test  of  effectiveness.  How  effective  they  are  is 
difficult  to  measure  since,  for  cough,  the  placebo  ef- 
fect is  extremely  important.  Many  coughs  respond 
simply  to  a drink  of  water.  Other  coughs  respond  to 
expectorants.  Still  others  respond  only  to  substan- 
tial doses  of  codeine  or  an  equivalent  antitussive, 
and  finally  some  coughs  will  yield  to  nothing  yet  de- 
vised. 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster"  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs 


Buliisol 

(SODIUM  BUTABARBITAL) 


SODIUM' 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease:  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CMS  depressants, 
because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  hangover' 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg,,  100  mg.;  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital))  15  mg.,  30  mg.,  50  mg.,  100  mg. 


(McNEIL) 


McNeil  Laboratories,  Inc  Fort  Washington.  Pa.  19034 


2038 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  48&-6100 

COPYRIGHT  1973  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


August  15,  1973  Volume  73  Number  16 

“ Dedicated  to  the  continuing  education  of  the  physician” 


73rd  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 


Henry  I.  Finberg,  M.D.,  Executive  Vice-President  William  Hammond,  M.D.,  Editor  Emeritus 

ALfred  A.  Angrist,  M.D.,  Editor  Julius  E.  Stolfi,  M.D.,  Associate  Editor 

Elizabeth  C.  Smith,  Managing  Editor 
Eugene  S.  Dombrowski,  Business  Manager 


PUBLICATION  COMMITTEE 
Albert  H.  Douglas,  M.D.,  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Warren  A.  Lapp,  M.D. 

William  Hammond,  M.D.,  ex  officio  Alfred  A.  Angrist,  M.D.,  ex  officio 

Julius  E.  Stolfi,  M.D.,  ex  officio 

ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 

Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Stuart  Bondurant,  M.D. 

Vincent  P.  Dole,  M.D. 
Steven  D.  Douglas,  M.D. 
Vincent  J.  Fontana,  M.D. 
Lytt  I.  Gardner,  M.D. 
Carl  M.  Harris,  M.D. 
Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 
Ralph  F.  Jacox,  M.D. 


Ira  Snow  Jones,  M.D. 
James  R.  Jones,  M.D. 
Benton  D.  King,  M.D. 
Samuel  L.  Kountz,  M.D. 

Leslie  A.  Kuhn,  M.D. 
Harry  M.  LeVeen,  M.D. 
Arthur  M.  Master,  M.D. 
Gerald  P.  Murphy,  M.D. 
Norman  S.  Moore,  M.D. 
Richard  H.  Orr,  M.D. 
Edmund  D.  Pellegrino,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 


Richard  B.  Roberts,  M.D. 
John  F.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
Bjorn  Thorbjarnarson,  M.D. 

Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Robert  P.  Whalen,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 
Hans  Zinsser,  M.D. 


General  Information 

Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial,  circulation, 
and  publication  offices:  420  Lakeville  Road,  Lake 

Success,  New  York  11040.  Copyright  1973  by  the 
Medical  Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $3.50  per  year  pay- 
able in  advance.  Single  copies  $0.25.  Back  issues 
will  be  supplied  for  the  past  five  years  at  the  single 
copy  rate  when  available.  Back  issues  prior  to  1955 
are  $2.00  per  copy;  from  1955  to  1965,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent  to 
the  circulation  office,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Old  and  new  addresses 
should  be  included  as  well  as  a statement  whether 
or  not  change  is  permanent.  Six  weeks  is  required 
to  effect  a change  of  address. 

Advertising  Representatives:  United  Media 
Associates,  Inc.,  16  Bruce  Park  Avenue,  Greenwich, 
Connecticut  06830.  Telephone:  203-661-9702. 


August  1 5,  1 973  / New  York  State  Journal  of  Medicine  2039 


Information  for  Authors 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright  and  may  not  be  repro- 
duced without  the  written  permission  of  both 
the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
420  Lakeville  Road,  Lake  Success,  New  York 
11040.  Abstracts  should  be  included. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8V2-by-ll-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with  mar- 
gins of  at  least  iy2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables : Each  table  should  be  typed  on  a sep- 
arate sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 

2040  New  York  State  Journal  of  Medicine  / August 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author(s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor(s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 

5,  1973 


Editorial 


Reversing  “sudden  death” 


Our  old  chief,  Bill  Dock,  taught  his  residents 
that  when  confronted  with  differential  diagnostic 
problems,  they  should  think  first  of  the  remedial 
diseases.  In  my  opinion,  the  medical  profession  is 
consistently  overlooking  a disease  that  could  result 
in  the  saving  of  thousands  of  lives  annually.  Moni- 
toring patients  in  coronary  care  and  intensive  care 
units  demonstrates  that  “cardiac  arrest”  is  most 
often  a bout  of  ventricular  fibrillation,  a formerly 
fatal  but  now  preventable  and  easily  reversed 
cardiac  arrhythmia.  A rapid  response  to  a call 
for  help,  electric  shock,  and  the  use  of  appropriate 
drugs  are  key  factors.  All  are  valueless,  however, 
if  not  available  within  the  first  four  to  six  minutes. 
Our  problem  is  obvious.  How  do  we  use  this 
knowledge  to  salvage  some  of  the  estimated  350,000 
who  die  of  “cardiac  arrest”  outside  of  the  hospital 
each  year.  It  can  be  solved  with  our  present  know- 
how and  involves  the  expenditure  of  time  and  ef- 
fort and,  oddly  enough,  relatively  little  money.  In 
short,  we  must  improve  the  delivery  of  emergency 
medical  care  to  victims. 

Studies  by  the  American  Heart  Association  and 
its  chapters,  as  well  as  the  work  of  the  “Belfast 
Flying  Squad”  and  our  own  mobile  coronary  units 
permit  the  listing  of  the  following  important  fac- 
tors: 

(1)  Educate  the  public  in  the  recognition  of 
early  warning  signs  and  promptness  in  calling  for 
help. 

(2)  Modernize  our  ineffective  communication 
systems  and  develop  new  methods  of  shortening 
emergency  vehicle  response  time. 

(3)  Mass-train  lay  and  nonmedical  professional 
people  in  the  performance  of  cardiopulmonary  re- 
suscitation (mouth-to-mouth  respiration  and 
closed  cardiac  massage). 

(4)  Install  monitoring  devices  and  defibrillation 
equipment  in  all  emergency  vehicles  and  staff 
them  with  personnel  trained  in  their  use. 

(5)  Start  treatment  at  the  site  of  an  emergency 
and  continue  it  enroute  to  a hospital  equipped  to 
treat  the  disease. 

(6)  Prearrange  procedures  to  be  followed  on  ar- 
rival at  the  hospital  in  order  to  avoid  interruption 
of  treatment. 

(7)  Urge  our  legislators  to  amend  the  “Good 
Samaritan  Act”  to  confer  immunity  from  liability 
on  any  individual  who  renders  treatment  in  a life- 
threatening  situation. 


Several  pilot  projects  dealing  with  each  of  these 
factors  are  being  conducted  and  future  editorials 
will  be  devoted  to  them.  This  essay  will  address 
itself  only  to  cardiopulmonary  resuscitation  (CPR). 

All  of  us  are  aware  of  the  fact  that  sudden  death 
or  “cardiac  arrest”  may  occur  anywhere:  in  the 

home,  on  the  street,  in  restaurants,  skyscrapers, 
stores,  golf  courses,  beaches,  and  stadia,  to  name 
a few.  All  physicians  should  be  able  to  perform 
the  procedure  in  an  expert  manner.  In  addition, 
we  must  train  nurses,  technicians,  and  hospital 
personnel.  The  American  Heart  Association,  for 
more  than  ten  years,  has  conducted  hundreds  of 
intensive  courses  for  policemen,  firemen,  and  pub- 
lic utility  employees.  As  commendable  as  that  is, 
it  does  not  supply  adequate  numbers  to  significant- 
ly reduce  the  odds  in  favor  of  the  victim  unless,  by 
odd  coincidence,  one  of  those  trained  happens  to  be 
at  his  side.  In  order  to  make  that  much  more 
likely,  we  believe  that  all  physically  fit  individu- 
als, over  the  age  of  ten,  should  be  taught  to  perform 
mouth-to-mouth  respiration  and  closed  cardiac 
massage.  The  intensive  course  used  by  the  Heart 
Association  to  train  instructors  and  nonmedical 
professionals  must  be  abbreviated  to  make  it  more 
practical  for  the  average  individual.  Errors  in 
diagnosis  matter  little  in  most  cases,  as  does  un- 
necessary cardiopulmonary  resuscitation,  even 
when  complications  are  the  result  of  an  inefficient 
effort.  This  is  acceptable  when  the  alternative  is 
death  or  irreversible  brain  damage. 

Pantridge  and  Adgey  (1966),*  in  their  Belfast 
study  demonstrated  dramatically  the  value  of  pre- 
hospital emergency  treatment.  Of  100  “cardiac 
arrest”  patients  who  had  not  received  cardio- 
pulmonary resuscitation  within  the  initial  four 
minutes — 21  had  ventricular  fibrillation  and  only 
1 survived.  Seventy-nine  had  asytole  and  none 
survived.  Thirty-six  had  received  CPR  ineffi- 
ciently performed  within  the  first  four  minutes. 
Twenty-seven  had  ventricular  fibrillation,  and  14 
of  these  (52  per  cent)  survived.  Nine  were  asvtolic 
with  no  survivors. 

Finally,  they  saw  44  who  had  CPR  efficiently 
performed  in  the  first  four  minutes.  Forty  had 
ventricular  fibrillation  and  35  (88  per  cent)  sur- 

*Pantridge,  J.  F.,  and  Adgey,  A.  A.  J.:  Prehospital  phase  of 
the  management  of  acute  myocardial  infarction  (mobile  coro- 
nary care),  in  Russek,  H.  I.,  and  Zohman,  B.  L.,  Eds.:  Cardio- 
vascular Therapy;  The  Art  and  the  Science,  Baltimore,  Wil- 
liams & Wilkins  Company,  1971,  chap.  33,  p.  276. 
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vived,  while  4 had  asytole  with  no  survivors. 

These  results  are  impressive  even  though  the 
series  is  small.  It  seems  reasonable  to  expect,  con- 
servatively speaking,  a 20  per  cent  salvage  rate 
even  if  mouth-to-mouth  resuscitation  and  closed 
cardiac  massage  is  inefficiently  applied  by  non- 
professionals. 

Therefore,  all  schools  should  offer  courses  in  car- 
diopulmonary resuscitation.  Public  utility  em- 
ployees, policemen,  firemen,  boy  and  girl  scouts, 
and  lifeguards  should  have  compulsory  training 
sessions  and  refresher  courses.  Skyscrapers,  trade 
centers,  large  governmental  complexes,  terminals, 
stadia,  and  other  areas  with  permanent  or  tran- 


sient high-population  densities,  should  have  stra- 
tegically placed  life-support  stations  manned  by 
individuals  trained  to  perform  resuscitation  pro- 
cedures. We  shall  need  the  help  of  communication 
media  to  spread  the  word.  Places  of  worship  and 
theaters  must  also  cooperate  in  advertising  the  pro- 
gram. A concerted  effort  to  train  those  willing  to 
learn  could  result  in  the  saving  of  more  than  30,000 
lives  each  year.  We  may  not  be  able  to  do  as  well 
as  the  Belfast  team,  but  the  results  are  bound  to 
be  better  than  they  are  now. 

We  call  upon  our  readers  to  help  implement  this 
ambitious  but  feasible  program. 

J.  E.  S. 
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Decubitus  Ulcers  Yield  to 

Travase  Ointment 

brand  of  Sutilains 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  six  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


tctive  Therapy— Observe  Its  Effects  in  48  hours 

i the  recommended  nursing  technique  is 
/ed  without  deviation,  this  procedure  can 
'ate  visible  improvement  within  48  hours  of 
nent.  If  no  dissolution  of  slough  occurs  by  then, 
?r  application  is  unlikely  to  be  rewarding 
eck  for  break  in  procedure,  usually  due  to  use 
ansing  or  antiseptic  agents  which  impair  the 
iveness  of  the  enzyme  in  TRAVASE). 
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Flint  Laboratories 

Division  of  Travenol  Laboratories,  Inc. 
200  Wilmot  Road 


Travase®  Ointment  brand  of  Sutilains 


APPLICATION  TECHNIQUE:  TRAVASE  Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for  biochemical  debridement.  It 
dissolves  and  facilitates  the  removal  of  necrotic  tissues  and  purulent 
exudates. 

TRAVASE  enzymes  are  selective.  Virtually  inactive  on  viable  tissue. 

When  this  recommended  nursing  technique  is  followed  without  deviation, 
this  procedure  can  generate  visible  improvement  within  48  hours  . . . 


(Ulcer  being  irrigated) 
Thoroughly  cleanse  and 
irrigate  the  wound  area  using 
only  sterile  water  or  sodium 
chloride  solution.  Be  sure  to 
cleanse  the  wound  of  any 
antiseptics  or  heavy-metal 
antibacterial  agents  which 
may  interfere  with  the 
enzyme  activity. 


Thoroughly  soak  the  wound 
area.  Where  practical,  tubbing 
or  showering  is  suitable.  Or 
wet  soaks  with  gauze  pads 
may  be  used.  Remember  to 
avoid  chemical  cleansing 
agents  which  may  interfere 
with  the  therapy. 


With  a sterile  cotton  swab  or 
finger  cot,  apply  a very  thin 
layer  of  TRAVASE  Ointment. 
The  ointment  spreads  easily 
and  only  a small  amount  is 
needed  (a  small  dab  of 
ointment  will  cover  an  area 
as  big  as  the  back  of  a hand). 

Be  sure,  though,  to  rub  the 
ointment  well  into  every  crack 
or  crevice  of  the  wound  and 
overlap  the  surrounding  skin 
one-fourth  to  one-half  inch 
beyond  the  area  to  be 
debrided — to  be  sure  of 
complete  coverage. 


Apply  loose,  wet  dressings, 
thoroughly  soaked  in  sodium 
chloride  solution  or  sterile 
water  to  the  area  to  be 
debrided  only. 


Cover  the  moist  dressings 
with  an  occlusive  wrap 
(Saran  wrap,  Telfa  Pads,  or 
other  plastic  wrappings)  to 
keep  wound  site  moist.  Do  not 
extend  occlusive  wrap  over 
V2  inch  beyond  area  to 
be  debrided. 


When  changing  dressing, 
gently  wipe  away  the 
dissolved  material.  Repeat  the 
complete  dressing  procedure, 
including  application  of 
TRAVASE  Ointment,  four 
times  daily. 


The  ulcer  shown  in  these  photos  is  simulated  on  a model  in  order  to  demonstrate 
the  correct  TRAVASE  application  technique. 
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DESCRIPTION:  TRAVASE®  (brand  of  sutilains)  Ointment  is  a steril. 
preparation  of  proteolytic  enzymes,  elaborated  by  Bacillus  subtilii, 
hydrophobic  ointment  base  consisting  of  95%  white  petrolatum  an< 
polyethylene.  One  gram  of  ointment  contains  approximately  82,000 
units*  of  proteolytic  activity. 


ACTION:  TRAVASE  Ointment  selectively  digests  necrotic  soft  tissue 
proteolytic  action.  It  dissolves  and  facilitates  the  removal  of  necro: 
tissues  and  purulent  exudates  that  otherwise  impair  formation  ol 
granulation  tissue  and  delay  wound  healing  (4). 

At  body  temperatures  these  proteolytic  enzymes  have  optimal  acliv 
the  pH  range  from  6.0  to  6.8. 

INDICATIONS:  For  wound  debridement  (1,2) — TRAVASE  Ointment 
indicated  as  an  adjunct  to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following  lesions: 


Second  and  third  degree  burns. 

Decubitus  ulcers. 

Incisional,  traumatic,  and  pyogenic  wounds, 
Ulcers  secondary  to  peripheral  vascular  disease. 


CONTRAINDICATIONS:  Application  of  TRAVASE  (brand  of  sutilain 
Ointment  is  contraindicated  in  the  following  conditions: 

Wounds  communicating  with  major  body  cavities, 

Wounds  containing  exposed  major  nerves  or  nervous  tissue, 
Fungating  neoplastic  ulcers. 

Wounds  in  women  of  child-bearing  potential— because  of  lack 
laboratory  evidence  of  effects  of  TRAVASE  upon  the  developi 

WARNING:  Do  not  permit  TRAVASE  Ointment  to  come  into  contac 
the  eyes.  In  treatment  of  burns  or  lesions  about  the  head  or  neck, 
the  ointment  inadvertently  come  into  contact  with  the  eyes,  the  ey 
be  immediately  rinsed  with  copious  amounts  of  water,  preferably  • 

PRECAUTIONS:  A moist  environment  is  essential  to  optimal  activi 
enzyme.  Enzyme  activity  may  also  be  impaired  by  certain  agents 
several  detergents  and  antiseptics  (benzalkonium  chloride, 
hexachlorophene,  iodine,  and  nitrofurazone)  may  render  the  subst 
indifferent  to  the  action  of  the  enzyme  (3).  Compounds  such  as  th 
containing  metallic  ions  interfere  directly  with  enzyme  activity  to 
slight  degree,  whereas  neomycin,  sulfamylon-streptomycin,  and  pi 
do  not  affect  enzyme  activity.  In  cases  where  adjunctive  topical  tt 
has  been  used  and  no  dissolution  of  slough  occurs  after  treatmen 
TRAVASE  Ointment  for  24  to  48  hours,  further  application,  becau: 
interference  by  the  adjunctive  agents,  is  unlikely  to  be  rewarding 

In  cases  where  there  is  existent  or  threatening  invasive  infection, 
appropriate  systemic  antibiotic  therapy  should  be  instituted  conci 

Although  there  have  been  no  reports  of  systemic  allergic  reactior 
humans,  studies  have  shown  that  there  may  be  an  antibody  respo 
humans  to  absorbed  enzyme  material. 

ADVERSE  REACTIONS:  Adverse  reactions  consist  of  mild,  transis 
paresthesias,  bleeding  and  transient  dermatitis.  Pain  usually  can 
controlled  by  administration  of  mild  analgesics.  Side  effects  seve 
enough  to  warrant  discontinuation  of  therapy  occasionally  have  c 

If  bleeding  or  dermatitis  occurs  as  a result  of  the  application  of 
(brand  of  sutilains)  Ointment,  therapy  should  be  discontinued.  Nc 
toxicity  has  been  observed  as  a result  of  the  topical  application 
TRAVASE  Ointment. 

Dosage  and  Administration 

STRICT  ADHERENCE  TO  THE  FOLLOWING  IS  REQUIRED  FOR  i I 
RESULTS  OF  TREATMENT 

1.  Thoroughly  Cleanse  and  Irrigate  Wound  Area  with  sodiu 
or  water  solutions.  Wound  MUST  be  cleansed  of  antisep 
heavy-metal  antibacterials  which  may  denature  enzyme  < 
substrate  characteristics  (e  g.,  Hexachlorophene.  Silver 
Benzalkonium  Chloride,  Nitrofurazone,  etc  ). 

2.  Thoroughly  moisten  wound  area  either  through  tubbing 
or  wet  soaks  (e.g.,  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer  assuring  intim; 
with  necrotic  tissue  and  complete  wound  coverage  exte  I 
Vt,  to  Vi  inch  beyond  the  area  to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per  day  for  best  rt  I 

How  Supplied 

3P3002  TRAVASE  Ointment  is  supplied  sterile  in  one-half  oun 
(14.2  g.)  containing  82,000  casein  units  of  sutilains  pe 
hydrophobic  ointment  base. 

The  ointment  must  be  stored  under  refrigeration  at  2°  to  10°  C 
(35°  to  50°  F). 
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'A  casein  unit  is  the  amount  of  enzyme  required  to  produce  th 
optical  density  at  275  m#i  as  that  of  a solution  of  1.5  meg  tyre 
after  the  enzyme  has  been  incubated  with  35  mg.  of  casein  at 
one  minute. 
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Topical  Therapy  of 
Burns  in  Children 
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Chief.  Pediatric  Surgery,  Brooklyn-Cumberland  Medical 
Center:  Adjunct  Surgeon,  Lenox  Hill  Hospital 


If  one  uses  the  discharge  of  a live  patient  from 
the  hospital  as  the  criterion  of  success  in  treating 
extensive  burns,  the  mortality  rate  has  not  dra- 
matically changed  in  the  last  fifty  years.  Patients 
infrequently  succumb  to  burn  shock  in  the  early 
postinjury  phase.  Although  refinements  of  detail 

Iin  initial  fluid  therapy  are  still  being  elaborated, 
the  overall  treatment  of  these  patients  in  the  early 
phases  is  usually  successful,  with  the  exception  of 
patients  succumbing  to  respiratory  burns.  Never- 
theless, the  late  mortality  rate  of  large  burns,  par- 
ticularly in  the  very  young  and  very  old,  remains 
high  owing  to  the  inability  of  a major  organ  sys- 
tem, the  skin,  to  control  infection. 

Interest  in  the  topical  therapy  of  burns  was 
greatly  stimulated  by  the  work  of  Moyer  et  al A 
and  Lindberg  et  al.2  in  1965.  The  former  used 
continuous  soaks  of  dilute  0.5  per  cent  silver  ni- 
trate as  a topical  agent;  the  latter  used  mafenide 
acetate  (Sulfamylon)  ointment.  A most  inter- 
esting result  of  their  work  was  the  observation 
that  many  patients,  initially  thought  to  have 
third-degree  burns,  did  not  require  skin  grafts  to 
cover  the  wounds.  Further  evaluation  indicated 
that  much  of  the  epithelization  resulted  from 
preservation  of  the  deep  dermal  structures  which 
acted  as  islands  from  which  epithelium  could 
grow,  spread,  and  heal  the  burn  spontaneously. 
Without  such  local  therapy,  these  dermal  struc- 
tures were  destroyed  by  infection  which  converted 
what  was,  in  fact,  a deep  second-degree  burn  to  a 


Silver  sulfadiazine  is  a new  topical  antimicrobial 
agent  which  has  been  found  to  be  very  effective  in 
burn  therapy.  The  experience  in  the  open  treat- 
ment of  burns  in  40  children  is  described.  Its ' 
chief  advantage  is  the  ease  and  simplicity  of  use. 
No  toxic  side  effects  were  observed.  Treatment 
can  be  prolonged  indefinitely,  allowing  wound  clo- 
sure either  by  primary  epithelization  or  by  elec- 
tively  timed  skin  grafts.  Despite  the  long-stand- 
ing presence  of  open-burn  wounds,  the  patients’ 
nutritional  and  general  status  remained  satisfacto- 
ry- 


full-thickness  skin  loss.  A burn,  thought  to  be 
third  degree,  can  epithelize  over  a long  enough  pe- 
riod of  time  if  sufficient  dermal  structures  remain. 

The  silver  nitrate  treatment  of  burns  is  quite 
cumbersome  and  requires  devoted  and  constant 
nursing  attention.  Bulky  dressings  are  necessary, 
and  steady  supplies  of  freshly  prepared  dilute  sil- 
ver nitrate  solution  are  required.  In  addition, 
electrolyte  disturbances,  particularly  chloride  de- 
pletion, can  be  quite  dangerous  particularly  in 
children  and  require  constant  monitoring  of  serum 
electrolytes  with  all  the  attendant  difficulties. 
Methemoglobinemia  sometimes  occurs.  Mafen- 
ide ointment  must  be  used  by  open  methods  to 
avoid  maceration.  Mafenide  is  absorbed  rapidly 
and  is  often  associated  with  hyperventilation, 
metabolic  acidosis,  and  inhibition  of  renal  carbon- 
ic anhydrase  mechanisms.  Furthermore,  because 
of  its  hygroscopic  nature  (11.3  per  cent  concentra- 
tion), the  ointment  is  frequently  painful  when  ap- 
plied and  in  some  patients  produces  a burning 
sensation  lasting  fifteen  minutes  or  more.3  This  is 
a particular  drawback  when  caring  for  children. 

Fox4  in  1966  prepared  a series  of  insoluble  salts 
of  various  antibiotic  agents.  He  found  that  silver 
sulfadiazine  in  a 1 per  cent  water-miscible  oint- 
ment was  an  effective  topical  antimicrobial  agent, 
particularly  against  Pseudomonas,  a major  orga- 
nism responsible  for  failures  in  burn  therapy. 
The  salt,  while  an  insoluble  precipitate,  is  a 
bacteriocidin.  Although  the  compound  binds  to 
purified  DNA  (deoxyribonucleic  acid),  this  does 
not  occur  in  the  living  cell.  Rather,  it  acts  on  the 
external  cell  structure,  the  wall  and  membrane, 
and  does  not  penetrate  inside.  Since  the  cell 
membrane  plays  an  important  role  in  DNA  and 
RNA  (ribonucleic  acid)  synthesis,  Rosenkranz  and 
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Carr5  believe  this  to  be  the  mechanism  of  action  of 
silver  sulfadiazine.  Studies  with  radioactive  sil- 
ver have  shown  essentially  no  absorption  by  the 
body.  Serum-sulfadiazine  levels  have  ranged 
from  0.5  to  2 mg.  per  100  cc.6  At  no  time  has 
crystalluria  been  observed  in  our  patients. 

Materials  and  Methods 

In  the  past  two  years,  from  1969  to  1971,  we 
have  used  micronized  silver  sulfadiazine  (Silva- 
dene)*  cream  in  the  care  of  40  pediatric  patients; 
we  have  used  the  open  treatment  almost  exclu- 
sively. The  plan  of  treatment  is  as  follows:  if  the 
patient  is  febrile  at  the  time  of  admission,  a sys- 
temic antibiotic,  usually  ampicillin,  is  begun. 
Appropriate  fluid  therapy  is  started  as  indicated. 
Local  burn  treatment  is  carried  out  almost  entire- 
ly by  the  general  ward  personnel.  After  cleansing 
the  burn  gently  with  pHisoderm  with  hexachloro- 
phene  (pHisohex)  and  saline,  micronized  silver 
sulfadiazine  cream  is  applied  liberally  by  sterile 
glove  or  sterile  wooden  applicator.  Ordinary  hos- 
pital bed  linen  is  used.  The  cream  is  reapplied 
completely  once  each  nursing  shift,  that  is  every 
eight  hours,  and  is  reapplied  in  between  as  neces- 
sary. Once  a day,  the  accumulated  cream  is  re- 
moved either  by  using  gentle  sponging  with  pHi- 
soderm with  hexachlorophene  in  saline  or  water  or 
by  tub  bath  or  shower.  Whichever  method  is 
most  comfortable  for  the  individual  child  is  used. 

In  this  study  topical  therapy  was  monitored  by 
frequent  electrolytes,  urea  nitrogen,  protein,  and 
liver-function  tests.  Daily  hemograms  and  urinal- 
yses were  performed  as  were  daily  wound  and 
blood  cultures.  At  no  time  were  electrolyte  ab- 
normalities found  after  the  early  shock  phase  of 
extensive  burns.  Toward  the  middle  of  the  study, 
the  lack  of  toxic  side-effects  became  so  apparent 
that  daily  studies  were  discontinued.  Routine 
weekly  testing  is  our  current  practice.  Isolation 
in  practice  was  not  enforced  since  as  soon  as  the 
child  felt  well  and  became  ambulatory,  he  mixed 
with  other  children  and,  in  prolonged  hospitaliza- 
tions, attended  school. 

The  evolution  of  the  burns  must  be  carefully 
evaluated  and  judged  individually.  Superficial 
second-degree  burns  epithelize  readily  in  ten  days 
and  do  so  under  the  ointment.  Deeper  burns  at 
two  to  four  weeks  are  found  covered  with  a thick 
yellow  exudate  which  usually  is  sterile  and 
through  which  islands  of  granulation  tissue  and 
epithelium  can  be  seen.  At  this  stage,  we  discon- 
tinue treatment  and  allow  the  burn  to  dry.  A 
thick  crust  forms,  and,  in  most  cases,  as  it  peels 
off  from  the  edges  of  the  wound,  solid  epithelium 
is  found.  This  crust  is  similar  to  the  usual  burn 
eschar  but  generally  is  softer  and  more  pliable.  It 
contains  high  concentrations  of  silver  sulfadiazine 
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and  protein  debris.6  In  patients  with  extremely 
deep  second-degree  burns,  the  crust  becomes 
thicker  as  days  pass  and  should  be  removed. 
This  is  most  easily  accomplished  by  a few  days’ 
application  of  micronized  silver  sulfadiazine 
cream;  clean  granulations  and  remaining  dermal 
elements  are  thereupon  visible.  This  is  the  most 
effective  method  of  removing  crusts;  when  saline 
or  other  solutions  are  used  infection  often  occurs. 

Case  reports 

Our  overall  experience  is  summarized  in  Table 
I.  Four  patients  are  presented,  three  illustrating 
open  burn  treatment  and  one  illustrating  a closed 
method. 

Case  1.  A two-and-a-half-year-old  boy  was  admitted 
to  the  Brooklyn  Hospital  on  January  11,  1969.  Four 
hours  previously,  he  had  sustained  a second-degree 
scald  of  the  anterior  and  posterior  trunk,  upper  arms, 
neck,  and  face,  to  an  estimated  total  of  40  per  cent  sec- 
ond-degree burns.  Appropriate  fluid  therapy  and  in- 
travenous ampicillin  were  begun.  Because  of  the  rapid 
development  of  edema  of  the  neck  and  face,  a tracheot- 
omy was  performed  two  hours  after  admission.  Topi- 
cal therapy  with  micronized  silver  sulfadiazine  cream 
was  begun  on  admission.  Systemic  antibiotic  therapy 
was  continued  for  two  weeks.  Initial  hemoconcentra- 
tion  was  corrected  by  fluid  therapy,  and  this  was 
discontinued  five  days  after  admission.  His  course 
thereafter  was  smooth.  The  tracheotomy  was  removed 
at  the  end  of  three  weeks.  The  topical  therapy  was 
stopped  at  the  end  of  four  weeks.  Burn  cultures  grew 
Staphylococcus  albus  only.  At  the  end  of  four  weeks, 
the  crust  formed  readily  and  began  to  peel  off  one  week 
thereafter.  He  was  discharged  six  weeks  after  admis- 
sion with  complete  epithelization  of  the  wound. 

Case  2.  An  eight-year-old-boy  was  admitted  to  the 
Cumberland  Hospital  on  May  25,  1969,  three  hours 
after  sustaining  a flame  burn  which  was  initially  esti- 
mated to  be  43  per  cent  second  degree  and  apparent  12 
per  cent  third  degree,  to  a total  area  of  55  per  cent. 
Appropriate  fluid  therapy  including  antibiotics  was 
begun.  Micronized  silver  sulfadiazine  cream  was  used 
topically  on  a regular  basis  for  a total  of  five  weeks. 
All  blood  cultures  were  sterile;  initial  wound  cultures 
were  sterile  until  June  4,  after  which  Aerobacter  aero- 
genes  appeared,  but  this  did  not  clinically  affect  his 
course.  He  spiked  frequent  temperatures  to  101°F. 
during  the  first  three  weeks  but  gradually  became  afe- 
brile. Epithelization  proceeded  uneventfully,  and  he 
did  not  require  skin  grafting  to  close  the  wounds.  He 
was  discharged  November  3,  1969.  There  are  mild 
contractures  from  hypertrophied  scars  at  the  elbows 
and  the  anterior  knee.  These  currently  are  being 
treated  with  steroid  injections  but  may  require  plastic 
surgery. 

Case  3.  A two-year-old-boy  was  admitted  to  the 
Brooklyn  Hospital  on  December  28,  1969,  two  hours 
after  falling  in  a tub  of  hot  water.  He  sustained  sec- 
ond- and  apparent  third-degree  burns  of  the  anterior 
trunk,  lower  arms,  genitalia,  perineum,  and  both  legs 
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TABLE  I.  Accumulated  experience  with  micronized  silver  sulfadiazine  topical  therapy 


Hos- 

pital* 

Age  (Years) 

Area  of 
Burn 
(Per  Cent) 

Cause 

Resultf 

Comment 

B 

2 

60 

Scald 

Good 

C 

8 

55 

Flame 

Good 

Mild  contractures,  may  need 
grafting 

B 

6 

50 

Scald 

Good 

Late  grafts  required  to  release 
contractures 

B 

2 'A 

40 

Scald 

Excellent 

Tracheotomy  required 

C 

5 

35 

Flame 

Died 

Respiratory  burn,  died 

eighteen  hours  after  admission 

B 

1 

30 

Scald 

Excellent 

C 

7 (months) 

21 

Scald 

Good 

B 

6‘A 

20 

Scald 

Good 

Contracture,  required  late  graft 

B 

2 

20 

Scald 

Excellent 

C 

3 

20 

Hot 

grease 

Excellent 

L 

14 

20 

Scald 

Excellent 

C 

3 

18 

Scald 

Excellent 

B 

6 

15 

Scald 

Excellent 

B 

6 

15 

Flame 

Excellent 

C 

11 

14 

Flame 

Excellent 

c 

3 

12 

Scald 

Excellent 

c 

3 

11 

Scald 

Excellent 

B 

8 (months) 

10 

Scald 

Excellent 

L 

51/* 

10 

Scald 

Excellent 

C 

4 

10 

Scald 

Excellent 

C 

3 

10 

Flame 

Excellent 

C 

5 

10 

Flame 

Excellent 

C 

11  to  12 

10 

Scald 

Excellent 

C 

6 

10 

Flame 

Excellent 

B 

2 

10 

Scald 

Excellent 

C 

4 

9 

Scald 

Excellent 

L 

9 (months) 

8 

Scald 

Excellent 

C 

5 

8 

Scald 

Excellent 

L 

16  (months) 

8 

Scald 

Excellent 

S.  aureus  infection  on 
admission 

B 

2 

7 

Scald 

Excellent 

C 

2 

7 

Hot 

grease 

Excellent 

B 

2 

7 

Scald 

Excellent 

C 

9 (months) 

6 

Flame 

Excellent 

C 

1 

5 

Scald 

Excellent 

L 

1 

5 

Scald 

Excellent 

L 

7 

5 

Hot 

grease 

Excellent 

C 

6 

5 

Hot 

grease 

Excellent 

B 

2 

5 

Scald 

Excellent 

L 

1 

5 

Scald 

Excellent 

C 

8 

2 

Scald 

Excellent 

* B = Brooklyn  Hospital;  C = Cumberland  Hospital;  L = Lenox  Hill  Hospital. 

t Excellent  = No  functional  deformity,  no  cosmetic  deformity  other  than  mild  depigmentation;  Good  = Moderate  hypertrophy  of  scars,  leading  to 
functional  and/or  cosmetic  defect. 


to  a total  surface  area  of  70  per  cent.  Intravenous  fluid 
therapy  and  cephalothin  were  begun  as  well  as  local 
treatment  with  micronized  silver  sulfadiazine.  His 
course  the  first  week  was  stormy,  and  the  fluid  therapy 
required  careful  monitoring.  He  became  hypothermic, 
presumably  from  heat  loss,  and  it  was  necessary  to 
keep  his  crib  covered.  His  systemic  condition  gradual- 
ly improved.  The  evolution  of  the  burns  proceeded  in 
the  usual  fashion.  Micronized  silver  sulfadiazine 
treatment  was  discontinued  after  four  weeks.  A heavy 
dry  crust  formed  which  remained  sterile.  During  this 
time  he  was  active  about  the  open  ward.  The  crust 
peeled  slowly  from  the  edges.  At  intermittent  periods, 
| the  crust  was  removed  by  reinstituting  the  ointment 
for  two  to  three  days.  Epithelization  proceeded.  He 


was  discharged  on  March  27,  1970.  Four  months  later, 
the  skin  had  healed  completely  (Fig.  1). 

Elaborate  debridement  of  the  burns  has  not 
been  necessary  or  desirable.  At  times,  loose 
shreds  of  blebs  are  removed  to  allow  better  access 
of  the  topical  medication  to  the  underlying  areas. 
We  do  not  debride  the  crusts  sharply;  if  desired, 
closed  dressings  using  the  cream  with  daily 
changes  rapidly  cleanse  the  area,  as  Case  4 dem- 
onstrates. 

Case  4.  A sixteen-month-old  boy  was  admitted  to 
the  Lenox  Hill  Hospital  on  December  15,  1969,  forty- 
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eight  hours  after  scalding  the  right  cheek,  neck,  and 
shoulder,  an  area  of  8 per  cent.  He  had  been  treated 
at  home  by  observation  only.  The  burns  were  obvious- 
ly infected  with  swelling  and  erythema  at  the  margins. 
His  temperature  was  101°F.  Systemic  ampicillin  and 
topical  micronized  silver  sulfadiazine  therapy  were 
begun  immediately.  Two  days  later  he  was  afebrile, 
and  the  surrounding  cellulitis  had  subsided.  At  this 
time,  the  initial  wound  culture  was  reported  as  Staph- 
ylococcus aureus  resistant  to  all  the  penicillins.  The 
ampicillin  was  changed  to  cephalothin.  To  hasten  the 
debridement  of  the  staphylococcus  exudate,  on  the 
fourth  day  dressings  were  applied  over  the  micronized 
silver  sulfadiazine  cream.  Ordinary  open-mesh  gauze 
pads  and  Kling  were  used.  The  wound  culture  taken 
on  the  same  day  was  sterile.  Later,  a culture  showed 
only  S.  albus.  The  closed  treatment,  with  daily  dress- 
ing changes,  was  continued  for  five  days,  after  which 
the  open  regimen  was  reinstituted.  All  treatment  was 
stopped  after  two  weeks.  The  crust  formed  and  peeled 
rapidly,  and  he  was  discharged  three  days  later.  On 
an  outpatient  visit  four  weeks  after  injury,  the  burn 
was  healed. 

Comment 

There  was  no  consistent  pattern  of  positive 
wound  cultures;  S.  aureus,  S.  albus,  and  A.  aero- 
genes  were  most  commonly  found  but  always  as 
incidental  findings,  that  is,  the  previous  and  fol- 
lowing culture  was  either  sterile  or  contained  dif- 
ferent bacteria.  Two  isolated  positive  cultures  for 
Pseudomonas  were  found;  both  were  associated 
with  perineal  burns.  Many  patients  were  febrile 
initially;  during  the  course  of  a lengthy  hospitali- 
zation, children  are  very  susceptible  to  upper-re- 
spiratory infection,  and  late  febrile  episodes  were 
judged  to  be  from  this  source.  In  no  instance  did 
invasive  wound  infection  or  generalized  septicemia 
develop. 

The  basic  bacteriocidal  effectiveness  of  micron- 
ized silver  sulfadiazine  compared  to  other  topical 
agents  is  still  under  study.7  Its  great  advantage  is 
ease  of  use.  Because  of  the  lack  of  toxicity  and  its 
painless  application,  treatment  is  carried  out  easi- 
ly and  safely  by  general  ward  personnel.  Particu- 
larly with  children,  the  absence  of  pain  leads  to 
frequent  and  ready  changes  of  dressing  or  reappli- 
cation of  ointment.  The  patients  eat  well  and  feel 
well.  They  maintain  their  weight.  The  absence 
of  nutritional  anemias  greatly  reduces  the  need  for 
supportive  transfusions. 

The  use  and  timing  of  skin  grafting  remains 


controversial;  it  is  very  much  a matter  of  individ- 
ual judgement.  We  have  not  been  faced,  how- 
ever, with  the  necessity  of  urgent  grafting  to  close 
the  wound  as  a method  of  preventing  infections 
and  of  saving  life.  This  is  critically  important  in 
extensive  burns  where  donor  skin  is  not  readily 
available.  Use  of  homografts  or  heterografts  as  a 
biologic  dressing  is  obviated.  Eschar  separation 
is  apparently  delayed  because  of  the  absence  of 
infection.  The  thin  atrophic  skin  resulting  from 
prolonged  healing  or  late  hypertrophied  scars  may 
well  require  elective  plastic  revision. 

We  have  been  interested  in  using  micronized 
silver  sulfadiazine  cream  for  the  open  treatment  of 
burns  to  make  full  use  of  ward  personnel.  The 
author  generally  has  felt  that  open-burn  treat- 
ment in  children  is  preferred. 

Other  workers  have  reported  on  experience  with 
closed  methods.8  Probably  the  latter  is  best  on 
extremity  burns  thereby  making  outpatient  treat- 
ment more  practical.  As  demonstrated  by  the 
Case  4,  in  certain  areas  where  gentle  daily  de- 
bridement is  indicated,  the  closed  method  is  quite 
useful.  A judicious  combination  of  the  two,  not 
possible  with  silver  nitrate  or  mafenide,  based  on 
individual  judgement  and  experience,  is  the  best 
course. 

876  Park  Avenue 
New  York,  New  York  10021 
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FIGURE  1.  Case  3.  (A)  Third  postburn  day.  Burn  heavily  covered  continuously  with  micronized  silver  sulfadiazine 

cream.  (B)  Three  weeks.  Cream  has  been  discontinued  and  typical  crust  has  formed.  (C)  Four  weeks.  Crust  has 
been  removed  by  reapplication  of  cream.  (D)  Five  weeks.  Islands  of  spreading  epithelium  have  appeared  over  en- 
tire burn  surface.  (E)  Seven  weeks.  Islands  are  coalescing  rapidly.  (F)  Eight  weeks.  Small  open  areas  remain; 
micronized  silver  sulfadiazine  intermittently  reapplied.  (G)  Four  months.  Burn  healed  completely.  (H)  Three  other 
patients  receiving  open  treatment  in  children's  playroom 
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Metastatic  carcinoma  in  cervical  lymph  nodes 
in  which  the  primary  tumor  remains  obscure  or 
unknown  has  long  been  a subject  of  great  interest. 
Since  the  review  by  Martin  and  Morfit1  of  218 
such  cases  in  1944,  many  articles  outlining  the  ex- 
perience of  numerous  clinics  have  appeared.  An 
historical  survey  of  the  English  language  literature 
to  the  present  time  shows  that  some  1,000  cases 
have  been  reported  by  various  authors  (Table  I). 
On  subsequent  investigation,  it  was  found  that 
the  primary  site  of  the  tumor  has  been  successful- 


TABLE  I.  Cervical  lymph  node  metastases  with 
unknown  primary  tumor 


Author 

Year 

Number 

of 

Cases 

Number 

Subsequently 

Found 

Number 

Below 

Clavicle 

Martin  and  Morfit1 

1944 

218 

163 

11 

Lampe  and  Santin2 

1946 

56 

12 

8 

Comess,  Beahrs,  and 

1957 

103 

42 

9 

Dockerty 3 

Robinson4 

1958 

28 

10 

not  given 

Acquarelli,  Matsunaga,  and 

1961 

31 

12 

6 

Cruzes 

France  and  Lucas' 

1963 

43 

12 

4 

Marchetta,  Murphy,  and 

1963 

33 

15 

7 

Kovaric7 

Jesse  and  Neff8 

1966 

127 

48 

19 

Keim9 

1966 

19 

9 

1 

Greenberg10 

1966 

35 

16 

8 

Smith,  Krementz,  and 

1967 

48 

15 

8 

Chapman11 

Ridenhour,  Yeun,  and 

1967 

97 

16 

4 

Spratt12 

Barrie,  Knapper,  and  Strong13 

1970 

123 

38 

7 

Holmes  and  Fouts14 

1970 

57* 

1,018 

0 

408 

(40  per  cent) 

0 

92  f 

* Only  cases  where  no  primary  site  ever  found  included, 
t Number  below  clavicle  (92)  represents  23  per  cent  of  the  total 
number  subsequently  found  and  9 per  cent  of  total  cases  of  unknown 
primary. 


ly  located  in  approximately  40  per  cent  of  these 
cases.  Of  the  408  cases  in  which  the  primary 
tumor  was  later  found,  92,  or  about  22.5  per  cent, 
were  shown  to  have  originated  below  the  clavicle. 
These  92  cases  represent  9 per  cent  of  the  total 
number  of  metastatic  carcinomas  in  the  neck  with 
the  unknown  primary  site  reviewed. 

It  is  not  usually  possible  to  determine  the  site  of 
primary  carcinoma  from  the  histologic  appearance 
of  the  metastasis  in  the  cervical  lymph  node 
alone.  However,  general  statements  have  been 
made  in  these  reviews  and  can  be  supported  from 
our  experience  that,  in  those  cases  where  the  pri- 
mary tumor  is  below  the  clavicle,  the  nodes  have 
generally  contained  either  adenocarcinoma  or 
poorly  differentiated  carcinoma.  When  squa- 


TABLE  II.  Histologic  breakdown  of  cervical  lymph  nodes  of  unknown  primary  and  prognosis. 
Survivors  with  no  evidence  of  disease  (NED)  by  histologic  type  of  carcinoma* 


Author 

Number 

of 

Cases 

Squamous 

Adeno- 

carci- 

noma 

Undiffer- 

entiated 

Unspeci- 

fied 

Mela- 

noma 

Thyroid 

Miscel- 

laneous 

Comess,  Beahrs,  and  Dockerty3 

103f 

13:17 

1:16 

2:6 

0:2 

0:1 

Robinson4 

28 

2:8 

0:2 

2:15 

0:1 

2:2 

France  and  Lucas6 

43 

0:19 

2:8 

0:11 

2:5 

Marchetta,  Murphy,  and 
Kovaric7 

33 

1:6 

9:27 

Jesse  and  Neff8 

127f 

4:18 

0:6 

0:10 

6:9 

Keim9 

19 

5:8 

0:1 

1:3 

1:1 

5:6 

Ridenhour,  Yeun,  and  Spratt12 

97 

6:42 

0:5 

3:50 

Barrie,  Knapper,  and  Strong13 

123 

29:104 

0:11 

1:3 

2:4 

0:1 

Totals 

573 

60:222 
27  per 
cent 

3:49 
6 per 
cent 

17:112 
15  per 
cent 

1:13 

3:8 

11:16 

4:8 

* Overall  prognosis:  88:412  NED  = 21  per  cent, 

t Histologic  breakdown  given  only  for  determined  cases. 
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A review  of  the  English  language  literature  on 
metastatic  cervical  nodes  of  unknown  primary  site 
is  presented.  Of  approximately  1,000  cases  re- 
viewed, the  primary  was  subsequently  determined 
in  40  per  cent,  one  fourth  of  which  were  below  the 
clavicle.  Guides  to  the  location  of  the  primary,  by 
histology  and  by  node  location,  are  given.  Three 
additional  cases  of  prostatic  carcinoma  presenting 
with  cervical  adenopathy  are  reported,  bringing 
the  total  known  to  37.  Autopsy  reviews  of  cases  of 
cervical  metastases  are  quoted,  illustrating  the 
high  incidence  of  cervical  metastases  from  prostate 
and  ovary.  The  necessity  for  examination  and 
possible  biopsy  of  the  prostate  in  searching  for  the 
hidden  primary  in  patients  presenting  with  cervi- 
cal adenopathy  is  emphasized. 


mous-cell  carcinoma  is  reported  in  lymph  nodes, 
by  far  the  most  common  site  of  the  primary  tumor 
has  proved  to  be  above  the  clavicle;  in  such  cases 
the  usual  occult  primary  site  in  the  head  and  neck 
is  the  nasopharynx,  although  the  lungs  must  be 
considered  also. 

The  location  of  the  metastatic  nodes  in  the  neck 
also  provides  a guide  to  the  location  of  the  pri- 
mary tumor.15  Supraclavicular  or  lower  cervical 
nodes  should  always  raise  the  suspicion  of  infra- 
clavicular  origin.  The  classic  description  of  Vir- 
chow’s node,  as  indicating  gastric  carcinoma,  has 
long  been  in  question;  the  gastrointestinal  tract 
has  not  proved  to  be  the  most  common  infraclavic- 
ular  primary  site  for  supraclavicular  metastases. 

Attempts  to  correlate  prognosis  with  the  histol- 
ogy of  the  cervical  nodes  are  summarized  in  Table 
II.  A 27  per  cent  survival  rate  without  evidence 
of  disease,  although  the  follow-ups  are  for  varying 
time  periods,  has  been  calculated  for  squamous- 
cell carcinoma  alone.  The  overall  survival  with- 
out evidence  of  disease  in  all  histologic  types  in 
these  reported  cases  is  21  per  cent,  excluding  cases 
of  thyroid  carcinoma. 

An  analysis  of  primary  locations  below  the  clav- 
icle in  those  patients  who  present  symptoms  of 
cervical  lymphadenopathy  is  given  in  Table  III, 
summarizing  177  cases  from  13  series.  These  fig- 
ures are  based  predominantly  on  clinical  data  and 
include  patients  in  whom  the  primary  carcinoma 
was  recognized  initially,  as  well  as  those  in  whom 
it  was  not  discovered  until  later  in  the  course  of 
the  disease.  Some  authors  have  also  included 
cases  where  the  location  of  the  primary  tumor  was 
determined  only  at  autopsy.  These  reviews  indi- 
cate the  lung  to  be  the  most  frequent  infraclavicu- 
lar  primary  site  with  nodes  in  the  neck.18 

However,  when  the  significance  of  cervical  me- 
tastases is  evaluated  by  autopsy  findings  alone, 
unrelated  to  the  chronology  of  clinical  presenta- 


tion, the  results  are  somewhat  different.  Analyz- 
ing 4,113  autopsies  in  patients  with  carcinoma, 
Berge  and  Toremalm19  found  the  order  of  likeli- 
hood of  various  primary  sites  to  metastasize  to  the 
left  supraclavicular  nodes  to  be:  breast,  ovary, 

lungs,  prostate,  and  stomach.  Those  to  the  right  - 
supraclavicular  nodes  are  breast,  lung,  ovary,  var- 
ious ear,  nose,  and  throat  areas,  and  thyroid. 
When  absolute  numbers  only  are  used,  thus  tak- 
ing into  consideration  the  frequency  of  each  pri- 
mary site,  the  order  for  the  left  supraclavicular 
nodes  is  lung,  breast,  stomach,  prostate,  and 
ovary;  for  the  right  supraclavicular  nodes,  the 
order  reads  lung,  breast,  stomach,  ovary,  and 
prostate.  The  total  of  supraclavicular  metastases 
on  the  left  outnumbers  the  right  by  884  to  712.  It 
must  be  noted  that  at  autopsy  various  ear,  nose, 
and  throat  area  sites  ranked  far  below  a dozen  dif- 
ferent infraclavicular  sites  in  order  of  the  likeli- 
hood of  being  found  in  the  supraclavicular  fossae.4 


TABLE  III.  Location  of  primary  tumors  found  below  the  clavicle  presenting  as  cervical  lymphadenopathy 


Authors 

Number 

of 

Cases 

Lung 

Stom- 

ach 

and 

Intes- 

tines 

Esoph- 

agus 

Pan- 

creas 

Breast 

Uri- 

nary 

Gyne- 

cology 

Miscel- 

laneous 

Martin  and  Moffitt1 

11 

2 

2 

3 

4 

Mayo  and  Lee16 

52 

21 

4 

14 

8 

4 

1 

Comess,  Beahrs,  and  Dockerty3 

9 

3 

2 

1 

1 

2 

Viacava  and  Pack17 

41 

11 

18 

2 

1 

3 

6 

Acquarelli,  Matsunaga,  and  Cruze6 

6 

5 

1 

France  and  Lucas6 

4 

2 

1 

1 

Marchetta7 

7 

2 

2 

1 

1 

Jesse  and  Neff8 

19 

10 

5 

4 

Keim9 

1 

1 

Greenberg10 

8 

5 

1 

1 

1 

Smith,  Krementz,  and  Chapman11 

8 

5 

1 

1 

1 

Ridenhour,  Yeun,  and  Spratt12 

4 

1 

1 

2 

Barrie,  Knapper,  and  Strong13 

7 

2 

3 

1 

1 

Totals 

177 

67 

32 

5 

9 

21 

22 

12 

8 
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TABLE  IV.  Reports  of  prostatic  carcinoma  presenting  as  cervical  lymphadenopathy 


Author 

Year 

Number 

of 

Cases 

(R)  Right  or 
(L)  Left 
Side 

Location 
of  Node 

Ages  (Years) 

Viacava  and  Pack17 

1944 

1* 

(R) 

Supraclavicular 

Not  specified 

Mayo  and  Lee16 

1952 

2f 

Not  specified 

Not  specified 

Not  specified 

Comess,  Beahrs,  and  Dockerty3 

1957 

1 

(L) 

Lower  deep  jugular 

46 

Brennaas21 

1961 

1 

(L) 

Supraclavicular 

64 

Dick22 

1962 

1 

(L) 

Lower  cervical 

56 

France  and  Lucas6 

1963 

1 

Not  specified 

Not  specified 

69 

Moore23 

1967 

2 

(L) 

Supraclavicular 

69;  63 

Krementz24 

1970 

1 

Not  specified 

Su  pracla  v icular 

Not  specified 

Warren  and  Furlow'26 

1970 

5 

All  (L) 

Supraclavicular 

Average  65 

Butler26 

1971 

19 

18  (L);  1 (R) 

Supraclavicular 

Range  49  to  98 

N ussbaum 

Present  study 

3 

2 (L);  1 (R) 

Supraclavicular 

52,  54,  67 

Totals 

37 

3 (R);  30  (L); 

Youngest-46; 

Not  specified 

Qldest-98; 

4 

2 cases 

below  age  50 

* One  additional  case  quoted  where  neck  nodes  occurred  later  in  the  course  of  the  disease, 
t No  mention  whether  these  were  first  symptoms  or  ones  that  occurred  later  in  the  course  of  disease. 


These  figures  analyzing  cervical  node  metasta- 
ses  indicate  a surprisingly  high  frequency  of  pros- 
tatic primary  sites.  This  is  supported  by  an  anal- 
ysis of  768  autopsied  cases  of  prostatic  carcinoma 
in  which  180  had  metastasized  and  40  per  cent  of 
these  involved  the  left  supraclavicular  fossa.20  A 
statistical  analysis  of  500  cases  of  prostatic  carci- 
noma by  McRea  and  Karafin20  revealed  that  340 
had  metastases  when  first  admitted. 

Despite  this  apparently  high  incidence  in  au- 
topsy series,  clinical  cases  in  which  prostatic  car- 
cinoma was  present  with  cervical  adenopathy 
have  not  been  commonly  reported.  These  clinical 
cases  of  prostatic  carcinoma  with  cervical  metas- 
tases have  been  summarized  in  Table  IV.  One 
case  was  recorded  by  Viacava  and  Pack  in  194417 
in  which  the  enlarged  node  was  the  first  symptom 
of  the  patient’s  prostatic  carcinoma.  Additional 
reports  of  prostatic  carcinoma  present  with  cervi- 
cal lymph-node  metastases  include  those  by  Mayo 
and  Lee  in  1950, 16  France  and  Lucas  in  1963, 6 * 
Comess,  Beahrs,  and  Dockerty3  in  1957,  and 
Krementz  and  Cerise  in  1970. 24  Twenty-eight 
case  reports  have  appeared  in  the  literature  since 
that  by  Brennaas  in  196121  specifically  citing  met- 
astatic carcinoma  in  neck  nodes  as  an  initial 
symptom  of  carcinoma  of  the  prostate.  Reports 
by  Warren  and  Furlow  in  197025  citing  5 cases, 
and  Butler,  Howe,  and  Johnson  in  197126  with  19 
cases,  have  brought  this  seemingly  unusual  occur- 
rence to  greater  prominence.  We  have  had  expe- 
rience with  3 additional  cases  which  are  summa- 
rized briefly. 

Case  reports 

Case  1.  A sixty-seven-year-old  white  male  was  first 
seen  in  May,  1967,  because  of  enlarged  right  cervical 
lymph  nodes.  There  were  no  associated  symptoms;  no 


primary  tumor  was  found  in  the  head  and  neck.  Fol- 
lowing admission  to  the  hospital  he  was  found  to  have 
a left  upper  quadrant  abdominal  mass  and  edema  of 
the  left  lower  extremity.  The  right  neck  nodes  in- 
volved the  anterior  and  posterior  triangles  in  a long 
chain,  as  well  as  the  supraclavicular  fossa.  One  node 
was  excised  and  reported  to  show  metastatic  adenocar- 
cinoma (Fig.  1).  Subsequent  studies,  including  excre- 
tory urography,  aortography,  and  venography,  showed 
metastatic  neoplasm  involving  the  left  iliac  vein  com- 
pressing the  inferior  vena  cava  and  producting  bilateral 
hydronephrosis  and  hydroureter.  The  liver  scan  find- 
ings were  normal.  A hard  prostate  was  felt  in  June, 
1967,  and  a biopsy  revealed  adenocarcinoma  with  the 
same  histologic  picture  as  the  cervical  lymph  node. 
Treatment  has  consisted  of  diethylstilbestrol  orally, 
and  the  patient  was  alive  and  well,  with  no  evidence  of 
disease,  four  and  one-half  years  later. 


Case  2.  A fifty-four-year-old  white  male  noted  left 
supraclavicular  node  enlargement  in  June,  1968.  Biop- 
sy at  that  time,  after  physical  examination  had  shown 
no  evidence  of  primary  tumor,  revealed  a mucus-pro- 
ducing adenocarcinoma  with  occasional  areas  of  papil- 
lary pattern  which  at  first  suggested  a thyroid  origin. 
No  mass  was  felt  in  the  thyroid,  but  a cold  nodule  was 
found  on  an  I131  scan,  and  thyroid  exploration  was  car- 
ried out  in  October,  1968,  which  showed  only  macrofol- 
licular changes.  The  left  supraclavicular  region  was 
reexplored  at  that  time;  multiple  lymph  nodes  extend- 
ing down  the  carotid  sheath  to  the  mediastinum  were 
found,  and  additional  lymph  nodes  were  removed, 
again  exhibiting  adenocarcinoma.  In  the  postoperative 
period  the  patient  developed  left  hip  pain  with  sciatic 
radiation.  Conventional  x-ray  film  study  findings 
were  negative,  but  a Strontium-85  scan  showed  an  in- 
creased uptake  in  the  first  sacral  vertebra  compatible 
with  metastatic  disease.  Local  radiotherapy  and  intra- 
venous 5-fluorouracil  were  given,  although  the  primary 
tumor  remained  occult.  Over  the  next  year  and  one 
half,  the  patient  continued  to  function  well  but  devel- 
oped further  bone  lesions  and  x-ray  film  studies 
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FIGURE  1.  Supraclavicular  lymph  node  showing  met- 
astatic adenocarcinoma. 


showed  both  lytic  and  blastic  metastases.  In  June, 
1970,  acid  phosphatase  levels  were  elevated  for  the  first 
time,  and  in  July,  1970,  needle  biopsy  of  the  prostate 
showed  infiltrating  adenocarcinoma  similar  to  the  met- 
astatic deposits  found  in  the  neck  two  years  earlier 
(Fig.  2).  Orchiectomy  was  performed  with  immediate 
dramatic  relief  of  bone  pain  which  had  previously  re- 
quired daily  narcotics.  He  has  been  maintained  on 
oral  diethylstilbestrol  since  that  time  as  well  as  5-fluo- 
rouracil,  and  at  this  time  the  patient  is  asymptomatic 
although  osteoblastic  lesions  remain  visible  on  radiog- 
raphy. 

Case  3.  A fifty-two-year-old  white  male  was  first 
seen  in  June,  1969,  with  a large  mass  in  the  left  supra- 
clavicular fossa;  examination  showed  no  primary  tumor 
site.  After  hospitalization  without  discovery  of  any 
other  tumor  sites,  the  mass  was  excised,  revealing  ade- 
nocarcinoma. Shortly  thereafter  a nodule  in  the  pros- 
tate was  felt,  biopsied,  and  shown  to  be  adenocarcino- 
ma with  similar  histologic  findings.  Transurethral 
prostatic  resection  and  orchiectomy  were  performed, 
and  the  patient  was  given  oral  estrogen  therapy.  He 
had  no  more  evidence  of  disease  but  died  following  a 
fall  in  May,  1970.  No  autopsy  was  performed. 

Comment 

The  finding  of  metastatic  tumor  in  cervical 
lymph  nodes  without  an  obvious  primary  tumor  is 
a great  challenge  to  the  clinician.  The  impor- 
tance of  a thorough  and  accurate  search  for  the 
origin  of  a tumor  cannot  be  overemphasized.  In 
many  cases,  however,  a point  in  time  is  reached 
when  the  node  must  be  removed  while  the  pri- 
mary site  remains  undiscovered.  The  histologic 
pattern  of  the  lymph  node  and  its  location  within 
the  neck  may  serve  as  a general  guide  to  the  likely 
source,  and  may  be  of  some  help  in  determining 
additional  diagnostic  measures  and  in  judging  the 
overall  prognosis.  Squamous  cell  carcinoma  has 
been  the  most  common  finding,  and,  as  has  been 
emphasized  by  many  authors,  the  most  likely  hid- 
den primary  site  within  the  head  and  neck  is  the 
nasopharynx. 


FIGURE  2.  Fragment  of  prostate  obtained  by  needle 
biopsy  showing  adenocarcinoma  with  mucous  produc- 
tion. 


A thorough  search  including  “blind”  biopsies 
must  then  be  undertaken. 

When  the  resected  lymph  node  contains  adeno- 
carcinoma or  undifferentiated  carcinoma,  how- 
ever, attention  should  be  directed  to  structures 
below  the  clavicle,  especially  when  the  node  is  su- 
praclavicular in  its  location. 

In  the  search  for  primary  sites  below  the  clavi- 
cle, the  prostate  must  be  considered.  Of  37  cases 
that  have  now  been  reported,  all  but  2 were  in  pa- 
tients over  age  fifty.  The  mechanism  of  the 
spread  of  prostatic  carcinoma  to  supraclavicular 
lymph  nodes  is  generally  agreed  to  be  via  the  pel- 
vic and  periaortic  lymphatics  and  then  along  the 
thoracic  ducts.27  In  all  reported  cases  of  neck 
nodes  associated  with  prostatic  carcinoma,  the 
site  has  been  supraclavicular  or  lower  cervical 
where  specified.  Thirty  of  33  cases  where  the  side 
was  specified  were  found  on  the  left,  only  3 on  the 
right. 

Lymph-node  metastases  found  at  a considerable 
distance  from  the  site  of  primary  tumor  are  gener- 
ally regarded  as  signifying  a poor  prognosis.  For 
carcinomas  appearing  in  the  neck  that  are  meta- 
static from  primary  tumors  below  the  clavicle, 
this  may  not  be  a valid  inference;  Table  II  shows 
an  overall  21-per-cent  survival  rate  without  evi- 
dence of  disease,  a surprisingly  high  figure.  Al- 
though the  number  of  cases  reported  is  small, 
prostatic  carcinoma  appears  to  have  the  same 
prognosis  when  the  disease  is  first  manifested  by 
metastases  in  the  neck  as  when  it  has  remained 
localized  in  the  area  of  the  prostate  or  in  its  local 
lymphatic  drainage,  as  noted  in  reported  cases. 
Palliation  and  long-term  survival  are  achieved  by 
appropriate  therapy.  It  is  therefore  necessary  to 
include  a thorough  examination  of  the  prostate 
and  a needle  biopsy,  when  indicated,  to  search  for 
a primary  source  of  carcinoma  metastatic  to  cervi- 
cal lymph  nodes,  especially  in  the  supraclavicular 
or  lower  cervical  regions  and  when  the  histologic 
pattern  is  adenocarcinoma  or  poorly  differentiated 
carcinoma. 
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Summary 

Three  additional  cases  of  prostatic  carcinoma 
first  manifested  by  the  presence  of  cervical  lymph- 
node  metastases  have  been  reported,  bringing  to 
37  the  number  of  cases  in  the  English  language 
literature. 

The  clinical  and  autopsy  incidence  of  cervical 
adenopathy  from  various  infraclavicular  primary 
sites  has  been  summarized. 

The  prostate  must  be  seriously  considered  as  a 
source  of  primary  tumor  in  men  over  the  age  of 
fifty  where  metastases  to  the  supraclavicular  or 
lower  cervical  regions  (especially  the  left)  prove  to 
be  adenocarcinoma  or  poorly  differentiated  carci- 
noma, and  no  other  primary  site  has  been  estab- 
lished. 

The  poor  prognosis  for  adenocarcinoma  meta- 
static to  supraclavicular  lymph  nodes  must  be 
tempered  by  the  possibility  that  the  prostate  may 
be  the  primary  source.  In  this  circumstance,  ab- 
lative surgery  and  hormonal  therapy  can  yield  ex- 
cellent palliation  and  prolonged  survival. 

10  Nathan  D.  Perlman  Place 
New  York,  N.Y.  10003 
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Management  of  acute  renal  failure  represents 
one  of  the  most  complex  problems  encountered  in 
clinical  medicine.  The  effects  of  acute  renal  fail- 
ure involve  essentially  all  organ  systems,  and  thus 
therapy  represents  a real  challenge. 

The  parenchymatous  lesion  of  acute  renal  fail- 
ure is  not  amenable  to  specific  therapy.  The  le- 
sion must  resolve  by  itself.  The  causes  are  nu- 
merous, and  enumeration  of  all  of  them  is  beyond 
the  scope  of  this  review.  In  general,  there  are  two 
broad  groups  that  one  can  distinguish.  In  the 
first,  ingestion,  inhalation,  or  “delivery”  of  toxic 
substances  to  the  kidney  causes  a specific  lesion  in 
the  parenchyma.  In  the  second,  cardiovascular 
alterations  with  vasomotor  collapse  and  hypoten- 
sion result  in  renal  ischemia.  Occasionally,  in  a 
given  patient,  one  may  define  what  etiologic  fac- 
tors are  implicated  in  the  causation  of  acute  renal 
failure.  Exceptions  to  this  are  frequent  and  one 
or  more  etiologic  factors  in  concert  may  be  pri- 
marily or  secondarily  responsible.  Some  of  the 
most  frequently  encountered  causes  of  acute  renal 
failure  are  as  follows: 

I.  Hemorrhage,  hypotension,  and  shock 

A.  Trauma,  wounding,  crushing  injuries 

B.  Burns 

C.  Intra-abdominal  emergencies 

D.  Major  elective  surgery 

II.  Vascular 

A.  Renal  embolization,  bilateral 
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B.  Thrombosis  of  renal  artery,  bilateral 

C.  Mesenteric  thrombosis 

D.  Cortical  necrosis,  bilateral 

III.  Immunologically  induced  diseases 

A.  Acute  glomerular  nephritis 

B.  Lupus  erythematosus 

C.  Polyarteritis 

D.  Penicillin  hypersensitivity 

IV.  Intravascular  hemolysis 

A.  Incompatible  blood 

B.  Cardiovascular  bypass 

C.  Iatrogenic  infusion  of  water 

V.  Infection 

A.  Gram-negative  septicemia 

B.  Acute  hepatitis 

C.  Clostridium  welchii 

D.  Necrotizing  papillitis 

VI.  Obstructive  uropathy 

A.  Intrarenal  precipitation  of  sulfonamides,  uric 

acid 

B.  Obstruction  of  ureters 

VII.  Nephrotoxins 

A.  Mercuric  chloride 

B.  Lead 

C.  Arsenic 

D.  Bismuth 

E.  Phosphorus 

F.  Carbon  tetrachloride 

G.  Ethylene  glycol 

H.  Antibiotics  (polymyxin,  neomycin,  gentamycin, 

cephaloridine,  kanamycin) 

VIII.  Water  and  electrolyte  loss 

A.  Severe,  protracted  diarrhea  (cholera,  salmonel- 

la) 

B.  Protracted  vomiting 

C.  Excessive  gastric  suctioning 

D.  Heat  stroke 

E.  Diuretics,  salt  restriction 

IX.  Miscellaneous  causes 

A.  Intravenous  pyelogram  in  multiple  myeloma 

B.  Renal  angiography 

C.  Paroxysmal  hemoglobinuria 

Preventive  aspects 

The  primary  approach  to  management  of  acute 
renal  failure  should  be  one  of  prophylaxis.  The 
concept  of  preventive  management  especially 
applies  to  the  need  of  adequate  attention  to  the 
state  of  renal  function  prior  to  surgery.  Mainte- 
nance of  blood  and  extracellular  volumes  are  im- 
portant. Similarly,  the  state  of  hydration  prior  to 


August  1 5,  1 973  / New  York  State  Journal  of  Medicine  2055 


surgery  may  have  significance,  since  statistically 
it  appears  that  acute  renal  failure  is  seen  with 
greater  frequency  during  conditions  of  blood-vol- 
ume deficits  and  antidiuresis.  Infusion  of  manni- 
tol, which  is  the  reduced  form  of  the  six-carbon 
sugar,  mannose,  has  been  suggested  as  a prophy- 
lactic measure  in  the  prevention  of  acute  renal 
failure  especially  during  major  vascular  surgery.1 
The  mechanism  by  which  this  is  effective  is  not 
clear. 

Renal  hemodynamics 

Circulatory  insufficiency,  decreased  cardiac  out- 
put, and  perfusion  of  the  kidneys  are  usually  im- 
plicated in  reversible  acute  renal  failure.  Hypo- 
perfusion and  dehydration  may  be  mutually  addi- 
tive, since  dehydration  may  facilitate  develop- 
ment of  hypotension.'2  Hypotension,  as  a conse- 
quence of  hemorrhage  or  loss  of  plasma  volume,  is 
well  understood,  and  the  type  of  immediate  thera- 
py is  obviously  volume  replacement.  In  severe  in- 
fections or  some  toxemias,  hypotension  may  result 
from  peripheral  vasodilation.  On  the  other  hand, 
in  some  hypotensive  states  the  peripheral  vaso- 
constriction may  be  predominant,  and  renal  circu- 
lation may  be  thus  impaired.3  Pressor  agents 
may  further  constrict  the  renovascular  bed. 
Under  these  circumstances  the  pressor  agents  are 
undesirable,  and  a case  can  be  made  for  the  use  of 
vasodilator  agents  in  augmenting  renal  circula- 
tion. Severe  prolonged  loss  of  electrolytes  and 
water  from  the  gastrointestinal  tract  or  skin  may 
also  impair  renal  hemodynamics  on  the  basis  of 
hypovolemia.  This  effect,  once  established,  is  not 
immediately  reversible  by  re-expansion  and  cor- 
rection of  the  fluid  and  electrolyte  deficits.  When 
confronted  with  hypotension  of  unknown  etiology, 
and  when  one  cannot  establish  the  adequacy  of 
myocardial  function,  it  is  useful  to  be  guided  dur- 
ing expansion  by  both  venous  and  systemic  arteri- 
al pressures.  If  venous  pressure  rises  before  arte- 
rial pressure,  it  is  evident  that  cardiac  response  is 
inadequate  in  that  there  is  no  increase  in  cardiac 
output.  If  neither  venous  pressure  nor  arterial 
pressure  respond  to  the  infusion  of  large  amounts 
of  volume  expanders,  one  may  conclude  that  defi- 
cits have  not  been  repaired. 

Nephrotoxins 

Among  nephrotoxins  which  are  known  to  pro- 
duce acute  renal  failure  are  bichloride  of  mercury, 
bismuth,  lead,  sulfonamides,  and  certain  antibiot- 
ics. When  there  is  an  indication  that  mercury  or 
bismuth-induced  damage  is  present,  it  may  be  too 
late  for  specific  treatment  since  nephrotoxic  dam- 
age has  already  occurred.  However,  immediate 
administration  of  BAL  (British  Antilewisite)  in 
adequate  amounts  within  thirty  minutes  to  one 
hour  after  the  ingestion  of  bichloride  of  mercury 
will  decrease  the  incidence  of  acute  renal  failure. 


The  initial  intramuscular  dose  of  5 to  6 mg.  per 
kilogram  of  body  weight  should  be  given.  This 
should  be  followed  within  the  first  twelve  hours  by 
at  least  two  further  injections  of  3 mg.  per  kilo- 
gram and  again  repeated  during  the  next  twelve 
hours.  Since  80  per  cent  of  administered  dose  of 
BAL  is  excreted  by  the  kidney  within  twenty-four 
hours,  in  oliguria  a smaller  dose  should  be  ap- 
plied. Calcium-disodium  versenate  (Versene),  a 
compound  which  combines  with  heavy  metal,  is 
bound,  “chelated”  in  the  calcium-disodium  ver- 
senate complex,  and  then  excreted  by  the  kidney 
in  the  nontoxic  form.  This  therapy  is  extremely 
effective  in  lead  poisoning.  The  use  of  penicil- 
lamine can  also  be  effective.  Sulfonamides,  par- 
ticularly sulfadiazine  and  sulfathiazole,  may  pro- 
duce reversible  renal  failure  either  due  to  sensitiv- 
ity reactions  to  the  drugs  leading  to  generalized 
vasculitis  or  precipitation  of  the  drugs,  causing 
mechanical  obstruction  of  nephrons,  or  damage  by 
local  action.  Where  precipitation  of  sulfonamide 
crystals  is  the  basic  problem,  increased  hydration, 
alkalization  of  the  urine,  and  possibly  lavage  of 
the  renal  pelvis  with  a warm  sodium  bicarbonate 
solution  through  urethral  catheters  may  be  help- 
ful. 

Hyperuricemic  nephropathy 

The  precipitation  of  uric  acid  crystals  in  pa- 
tients with  gout,  especially  after  the  usage  of 
uricosuric  agents,  is  not  infrequent.  Equally,  the 
use  of  radiation  or  antimitotic  agents  in  the  treat- 
ment of  leukemia  or  lymphomas  may  precipitate 
uric  acid  crystals  in  amounts  that  cause  obstruc- 
tion when  alkalization  of  the  urine  is  not  success- 
ful and  large  urine  volumes  are  not  maintained. 
Since  the  renal  deficit  involves  failure  to  excrete 
water,  electrolytes,  and  diverse  products  of  me- 
tabolism, the  primary  concern  must  be  directed 
toward  manipulating  these  metabolic  pathways  in 
the  absence  of  renal  function.  Allopurinol  (Zylo- 
prim)  has  shown  itself  to  be  useful  in  depressing 
synthesis  of  uric  acid  by  virtue  of  inhibiting  xan- 
thine oxidase.  The  usual  dosage  is  100  mg.  three 
times  a day  with  careful  monitoring  of  biochemi- 
cal parameters  of  hepatic  function. 

Water  balance 

In  normal  individuals,  water  is  lost  continuously 
from  the  body  by  means  of  expired  water  vapor 
and  by  diffusion  and  evaporation  through  the 
skin.  These  routes  are  usually  referred  to  as  “in- 
sensible water  loss”  as  opposed  to  losses  through 
the  gastrointestinal  tract  or  by  sweating.  In  the 
basal  state,  it  amounts  to  0.5  to  0.6  ml.  per  kilo- 
gram of  body  weight  per  hour.  In  children,  this 
figure  is  usually  higher.  Atmospheric  tempera- 
ture as  well  as  humidity  will  affect  the  rate  of  in- 
sensible loss.  Thus,  external  temperature  of  30"’ 
C.  or  higher  will  increase  loss  at  a rate  of  10  to  13 
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per  cent  for  each  degree  centigrade.  This  interre- 
lationship is  not  a simple  one,  since  fever  raises 
basal  metabolism  which  then,  in  turn,  increases 
insensible  loss.  Similarly,  slow  deep  respiration 
as  seen  in  acidosis  increases  insensible  loss  by  this 
route  while  rapid  shallow  respirations  tend  to  di- 
minish it.  In  general,  in  the  absence  of  marked 
changes  in  the  factors  listed,  one  may  use  the  fig- 
ure of  0.5  to  0.6  cc.  of  water  per  kilogram  per  hour 
as  an  approximation  for  insensible  loss.  To  this 
one  must  add  volume  increments  for  amounts  of 
urine  passed  plus  water  content  of  losses  by  vom- 
iting, gastric  (tubal)  drainage,  or  diarrhea.  Loss- 
es by  sweating  can  only  be  estimated.  The  usual 
approach  to  estimating  this  route  of  fluid  loss  in  a 
nonsweating,  nonfebrile  resting  adult  is  600  ml. 
per  square  meter  of  body  surface  area.  When  the 
patient  is  febrile,  and  sweating  ensues,  the  loss 
may  increase  by  1,000  to  2,000  ml.  per  day  or  15 
to  50  ml.  per  kilogram  per  day. 

In  addition  to  water  delivered  in  its  pure  form, 
it  also  becomes  available  to  the  body  from  endog- 
enous sources,  through  metabolic  pathways  when 
proteins,  fats,  and  carbohydrates  are  oxidized. 
Information  is  available  on  the  rate  of  protein 
and  fat  utilization  during  periods  of  normal  fast- 
ing in  people  whose  carbohydrate  stores  are  ex- 
hausted. Availability  of  calories  from  external 
sources  such  as  glucose  will  decrease  protein  oxi- 
dation and  the  water  formed  thereby.  Based  on 
such  data,4  one  may  assume  that  a 70-Kg.  man 
burns  1 Gm.  of  protein  per  kilogram  of  body 
weight  and  2 Gm.  of  fat  without  carbohydrate 
supplement.  Since  100  Gm.  of  carbohydrate  re- 
duces protein  metabolism  by  about  one-half,  it 
may  be  calculated  that  some  465  ml.  of  water 
from  oxidation  are  made  available  without  glucose 
supplement  and  425  ml.  when  glucose  is  provided. 
These  figures  are  theoretical  and  derived  from 
normal  subjects  under  basal  conditions.  Rigid 
application  of  such  information  to  patients  with 
acute  renal  failure  is  not  justified.  In  postopera- 
tive patients,  fat  utilization  may  be  twice  that  of 
normal  subjects,  and  the  rate  of  protein  metabo- 
lism is  also  greatly  accelerated.  Based  on  balance 
studies,  it  appears  that  acutely  ill  or  traumatized 
patients,  into  which  category  most  patients  with 
acute  renal  failure  fall,  produce  a far  greater 
amount  of  endogenous  water  than  could  be  esti- 
mated. Such  data  indicate  that  during  the  anuric 
phase,  water  replacement  should  be  limited  to  400 
ml.  a day  for  an  average  70-Kg.  man.  In  addi- 
tion, one  must  replace  overt  losses. 

The  most  practical  approach  to  accomplish 
fluid  balance  is  an  accurate  daily  measurement  of 
weight  at  the  same  time  each  day  if  at  all  possi- 
ble. If  caloric  intake  is  below  estimated  basic  re- 
quirements and  the  patient’s  weight  increases  or 
fails  to  diminish,  it  is  to  be  concluded  that  too 
much  fluid  is  being  administered.  A useful  gener- 
al rule  to  prevent  overhydration  is  insistence  on  a 


small  daily  weight  loss  of  0.2  to  0.3  Kg.  per  day. 
Weight  loss  due  to  starvation  does  not  approach 
1 to  2 Kg.  a day,  and  when  it  occurs,  it  indicates 
fluid  deficit.  When  weight  remains  unchanged, 
pulmonary  edema  due  to  overhydration  may  re- 
sult. The  sound  principle  of  fluid  balance  is  to 
err  on  the  side  of  dehydration  rather  than  overhy- 
dration, since  fluid  losses  can  easily  be  replaced. 
Effective  dehydration  of  a fluid-overloaded  pa- 
tient in  acute  renal  failure  requires  more  complex 
intervention. 

Alimentation,  oral  and  parenteral 

In  acute  renal  failure  with  oliguria,  nitrogenous 
residues  accruing  from  protein  metabolism  cannot 
be  excreted.  Equally  important  is  the  retention 
of  acid  metabolites,  that  is,  organic  acids,  sul- 
phates, and  phosphates  in  the  serum.  Potassium 
tends  to  rise  as  a result  of  protein  catabolism. 

One  of  the  major  efforts  of  the  therapeutic  en- 
deavor, therefore,  must  be  oriented  toward  de- 
creasing protein  catabolism. 

The  delivery  of  adequate  quantities  of  calories 
has  two  important  functions:  (1)  to  decrease  pro- 
tein metabolism,  and  (2)  to  minimize  accumula- 
tion of  keto  acids  which  result  from  incomplete 
oxidation  of  fat  in  the  absence  of  adequate  carbo- 
hydrate-derived calories.  The  administration  of 
100  Gm.  of  glucose  a day  is  usually  adequate  to 
prevent  ketosis.  In  addition,  as  stated  previously, 
it  will  approximately  halve  endogenous  protein 
utilization.  Additional  calories  delivered  as  glu- 
cose will  not  have  an  additive  protein-sparing  ef- 
fect. 

Severe  metabolic  effects  of  stress,  trauma,  sur- 
gery, or  infection  when  present  in  patients  with 
acute  renal  failure,  tend  to  accelerate  protein  ca- 
tabolism and  caloric  utilization.  From  a practical 
point  of  view,  delivery  of  nonprotein  calories  in 
small  volumes  of  fluid  can  be  accomplished  by  in- 
travenous infusions  of  50  per  cent  glucose.  To 
minimize  chances  for  thrombosis  of  veins  by  such 
hypertonic  solutions,  it  is  best  to  infuse  them 
through  thin  catheters  which  have  been  threaded 
into  veins  of  large  caliber.  The  solution  is  admin- 
istered in  a continuous  slow  drip  throughout  a 
twenty-four  hour  period.  For  optimum  utiliza- 
tion, the  rate  of  infusion  should  not  exceed  0.4 
Gm.  per  kilogram  of  body  weight  per  hour.  A 
small  amount  of  heparin  can  be  added  to  the  flask 
to  prevent  thrombosis  at  the  site  of  the  catheter 
tip,  since  such  catheters  can  be  left  in  place  for 
periods  of  three  to  four  weeks.  However,  it  is  bet- 
ter to  remove  them  at  the  end  of  five  to  seven 
days  and  then  reinsert  at  another  site.  In  this 
manner,  200  Gm.  of  glucose  may  be  administered 
in  only  400  cc.  of  fluid.  As  a rule,  in  acute  renal 
failure  administration  of  protein  of  any  sort  is  un- 
desirable because  until  caloric  requirements  are 
satisfied,  any  protein  that  is  administered  would 
be  utilized  only  for  its  caloric  value.  On  the  other 
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hand,  ti  ere  is  evidence  that  certain  amino  acids 
are  essential  for  wound  healing  since  in  the  ab- 
sence of  exogenous  supply,  other  tissue  proteins 
would  be  broken  down  to  supply  amino  acids  for 
wound  healing,  it  has  been  demonstrated  in 
postoperative  patients  with  normal  kidneys  that 
administrations  of  small  amounts  of  essential 
amino  acids  results  in  the  sparing  of  body  pro- 
teins. 

The  role  of  parenteral  or  oral  hyperalimentation 
in  acute  renal  failure  is  unclear.  Increased  load- 
ing with  nitrogen-containing  foodstuff  increases 
uremic  biochemical  indices,  and  this  is  to  be  toler- 
ated only  under  conditions  of  close  surveillance 
and  supportive  therapy  by  means  of  dialysis.5 

Potassium  balance 

In  acute  oliguric  renal  failure,  hyperkalemia  is 
the  leading  biochemical  cause  of  death.  The 
major  source  of  this  increment  is  intracellular  po- 
tassium which  diffuses  into  the  extracellular  com- 
partments as  a consequence  of  endogenous  protein 
catabolism.  The  rate  of  influx  is  exaggerated  in 
patients  with  debrided  tissue.  In  addition,  meta- 
bolic acidosis  favors  flux  of  intracellular  potassi- 
um into  the  extracellular  space.  This  general 
trend  may  be  counterbalanced  partially  or  com- 
pletely by  losses  of  potassium  from  the  gastroin- 
testinal tract  by  gastric  lavage,  suction,  vomiting, 
or  diarrhea.  In  severe  acidosis,  one  may  find  nor- 
mal serum  potassium  values  when  total  body  po- 
tassium is  actually  low.  In  severe  alkalosis,  even 
with  complete  anuria,  serum  potassium  levels 
may  be  low. 

While  frequent  determinations  of  serum-potas- 
sium levels  are  of  an  absolute  necessity  in  the 
monitoring  of  levels  of  potassium,  electrocardio- 
graphic monitoring  permits  continuous  observa- 
tion. 

The  best  therapy  for  potassium  intoxication  is 
prophylactic.  It  includes  elimination  of  potassi- 
um intake,  treatment  of  factors  contributing  to 
the  catabolic  stage  (for  example,  infection),  drain- 
age of  accumulations  of  blood,  debridement  of  ne- 
crotic tissue,  and  delivery  of  adequate  provision  of 
nonprotein  calories. 

Removal  of  potassium  from  gastrointestinal  se- 
cretions can  be  accomplished  with  cation-ex- 
change resins  in  the  sodium  cycle  such  as  sodium 
polystyrene  sulfonate  (Kayexalate).  It  is  given 
either  by  mouth  in  doses  of  10  Gm.,  two  to  three 
times  per  day  dissolved  in  enough  water  to  make 
it  palatable  or  as  an  enema  (50  Gm.  in  100  to  200 
ml.  of  water  or  sorbitol). 

Administration  of  calcium  (daily  infusion  of  100 
per  cubic  centimeter  of  10  per  cent  calcium  gluco- 
nate) is  advocated  as  prophylaxis  against  potassi- 
um intoxication.  This  method,  although  valu- 
able, has  some  hazards.  Delivery  of  glucose  and 
insulin  (one  unit  of  crystalline  insulin  for  each  3 
Gm.  of  glucose)  in  the  form  of  25  cc.  50  per  cent 


solution  produces  an  immediate  improvement  in 
electrocardiographic  and  cardiovascular  effects  of 
hyperkalemia. 

Sodium  (3  to  5 per  cent)  solution  when  infused 
rapidly  shows  a striking  effect  within  minutes. 
Alkaline  sodium  solutions  (sodium  lactate  or  so- 
dium bicarbonate)  are  most  effective.  The  latter 
is  to  be  preferred  since  in  severe  metabolic  acido- 
sis lactate  may  not  be  adequately  metabolized. 

These  effects  are  of  short  duration  and  must 
therefore  be  followed  with  more  lasting  therapy, 
such  as  peritoneal  dialysis  or  hemodialysis. 

Sodium  balance 

Hyponatremia  usually  results  from  hemodilu- 
tion  or  marked  sodium  depletion.  When  at- 
tempts are  made  to  correct  the  former,  water  re- 
striction is  the  treatment  of  choice.  When  losses 
of  sodium  occur  from  vomiting  and  diarrhea,  re- 
placement should  be  made  with  small  amounts  of 
hypertonic  saline  (3  to  5 per  cent).  Oral  intake  of 
sodium  during  the  oliguric  phase  should  be  limit- 
ed to  0.5  Gm.  a day. 

Treatment  of  cardiac  complicatio  is 

Pulmonary  edema  and  congestive  heart  failure- 
are  serious,  often  fatal,  complications  of  acute 
renal  failure.  The  primary  cause  is  ^n  excess  of 
sodium  and  water,  and  pre'-'-a;  .tive  measures  are 
important.  In  this  setting,  t e use  of  digitalis  is 
recommended,  and  it  should  oe  administered  at 
the  first  sign  of  congestive  heart  failure.  Oral  ad- 
ministration is  preferred  but,  when  warranted,  in- 
travenous administration  is  permissible  but  never 
as  a full  digitalizing  dose.  Digoxin  is  preferable 
because  of  shorter  duration  of  its  toxic  effects 
when  they  occur.  While  it  can  be  assumed  that 
the  full  digitalizing  dose  is  unchanged  in  patients 
with  oliguric  renal  failure,  the  maintenance  dose 
must  be  lowered  because  of  absence  of  urinary 
losses.  The  usual  dosage  of  digoxin  is  0.125  mg. 
every  second  or  third  day. 

T reatment  of  central  nervous  system 
complications 

Hypertensive  encephalopathy  is  seen  occasion- 
ally and  is  best  treated  by  intramuscular  Rauwol- 
fia,  the  source  of  reserpine  (1  to  5 mg.).  Slow 
drip  of  ganglionic  blocking  agents,  for  example, 
trimethaphan  (Arfonad),  is  less  desirable  because 
of  the  need  for  simultaneous  administration  of  in- 
travenous fluid. 

Electrolyte  and  water  balance 

Management  of  patients  during  the  diuretic 
phase  of  acute  renal  failure  is  directed  toward  pre- 
vention of  complications  other  than  those  of  renal 
failure.  The  diuretic  phase  may  be  characterized 
by  significant  water  and  electrolyte  deficits.  In 
most  patients,  renal  function  improves  at  a rapid 
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rate,  and  the  kidneys  are  capable  of  responding  to 
water  deprivation  or  loading.  In  some  patients, 
recovery  is  slower,  and  when  given  a water  load 
they  exhibit  a response  that  is  quantitatively 
present  but  delayed.  Similarly,  decreased  intake 
of  fluid  may  result  in  a delayed  although  definite 
response. 

Many  patients  during  periods  of  oliguria  accu- 
mulate excess  water  due  to  excessive  exogenous 
administration  or  endogenous  water  production. 
During  the  diuretic  phase  this  fluid  excess  is 
eliminated.  When  a patient  is  not  overhydrated, 
the  diuresis  may  result  in  significant  deficits,  but 
vigorous  replacement  of  such  losses  may  perpet- 
uate polyuria.  Thus,  in  general,  the  degree  of  hy- 
dration should  serve  as  a guide  in  replacement 
therapy. 

When  large  urine  volumes  are  maintained  by 
replacement  therapy,  potassium  losses  may  be- 
come significant.  Similarly,  sodium  losses  may 
lead  to  substantial  negative  balance.  While  po- 
tassium replacement  by  the  oral  route  is  simple 
and  effective,  sodium  losses  should  be  replaced  by 
daily  intravenous  administration.  The  principle 
in  replacement  therapy  must  be  based  on  daily 
assessment  of  urinary  losses.  In  patients  in  whom 
edema  is  present  at  the  onset  of  the  diuretic 
phase,  daily  weight  determination  should  be  the 
guide  in  the  early  phase  of  diuresis  until  a “dry” 
state  is  attained. 

Hypernatremia,  when  present,  may  be  associ- 
ated with  neurologic  disturbances  and  is  sugges- 
tive of  a lesion  in  the  frontal  lobe  or  the  hypothal- 
amus. Therapy  of  this  syndrome  requires  drastic 
restriction  of  sodium  and  attempts  at  hemodilu- 
tion  by  the  aid  of  hypotonic  sodium-free  solution. 

Caloric  intake  must  be  maintained.  If  the  pa- 
tient is  capable  of  eating,  restrictions  on  food  in- 
take can  be  liberalized  or  lifted.  Some  increase  in 
intake  of  proteins  is  permissible  even  if  blood  urea 
is  still  elevated.  ''he  gain  in  the  sense  of  well- 
being and  the  psychologic  advantages  outweigh 
the  importance  of  persisting  biochemical  abnor- 
malities. 

Central  nervous  system  abnormalities,  such  as 
psychoses  or  convulsions,  when  seen  during  the 
diuretic  phase,  may  be  due  either  to  uremia  or 
water  and  electrolyte  imbalance.  They  may  re- 
quire appropriate  pharmacologic  intervention. 

Anemia  of  uremia  may  persist  during  the  di- 
uretic phase  or  even  weeks  after  recovery.  If 
needed,  blood  transfusions  may  be  given  in  the 
form  of  packed  red  cells  or  whole  blood,  but  in 
most  patients  spontaneous  correction  can  be  an- 
ticipated. 

Management  of  other  complications 

Gastrointestinal  complications  are  frequent  and 
troublesome.  Nausea  and  vomiting  are  best 
treated  by  limiting  oral  intake  of  fluid  and  food. 
Phenothiazines  and  prochlorperazine  (Compa- 


zine), in  a dose  of  10  mg.,  effectively  controls 
these  symptoms.  One  must  beware  of  extrapyra- 
midal  signs  of  toxicity,  and,  if  present,  they  may 
be  treated  by  antihistamines,  such  as  diphenhy- 
dramine (Benadryl)  50  mg.  intramuscularly. 
More  troublesome  can  be  uremic  enterocolitis  or 
pancreatitis  which  may  require  surgical  manage- 
ment. 

Central  nervous  system  manifestation  may 
range  from  mild  drowsiness  to  acute  psychoses, 
delirium,  or  coma.  Pre-existing  psychotic  tenden- 
cies appear  to  predispose  to  the  pattern  of  psy- 
chotic manifestations.  The  treatment  of  choice  is 
paraldehyde,  but  if  barbiturates  are  to  be  used, 
secobarbital  or  amobarbital  are  preferable,  since 
they  are  metabolized  by  the  liver.  Convulsions, 
when  seen,  usually  occur  in  a setting  of  hyperten- 
sion and  overhydration.  Aggressive  removal  of 
fluid  by  means  of  ultrafiltration  (peritoneal  or 
hemodialysis)  is  most  effective. 

Dialysis 

A dialytic  form  of  therapy  is  capable  of  rapidly 
reversing  most  biochemical  abnormalities  seen  in 
acute  renal  failure.6  The  clinical  improvement 
usually  lags.  During  intensive  dialysis  or  imme- 
diately following  its  termination,  one  may  actually 
observe  clouding  of  sensorium  or  deepening  of 
coma.  This  is  usually  attributable  to  a “dysequi- 
librium  syndrome”  in  that  biochemical  correction 
of  uremia  lags  in  the  tissue  of  the  central  nervous 
system  behind  that  of  the  blood  compartment. 
As  a consequence,  these  tissues  are  somewhat 
“hypertonic”  to  that  of  the  intravascular  com- 
partments resulting  in  the  flux  of  water  from 
blood  leading  to  transient  cerebral  edema.  These 
phenomena  are  reversible. 

The  indications  for  dialysis  are  to  maintain  life 
and  reasonable  well-being  during  periods  of  acute 
renal  insufficiency.  This  therapeutic  modality 
should  not  be  considered  a substitute  for  good 
conservative  therapy.  However,  when,  in  spite  of 
management,  fever,  infection,  trauma,  or  postop- 
erative catabolic  state  aggravate  the  degree  of 
uremic  syndrome,  dialysis  can  be  a lifesaving 
measure.  This  holds  true  especially  when  acute 
hyperkalemia  supervenes  and  biochemical  abnor- 
malities of  extracellular  fluid  compositions  and 
acidosis  require  rapid  aggressive  correction. 

Peritoneal  dialysis 

Peritoneal  dialytic  therapy  has  the  advantage 
that  it  can  be  carried  out  without  special  equip- 
ment.7 Disposable  supplies  are  readily  available. 
The  dialysate  fluid  is  available  with  various  con- 
centrations of  glucose  (1.5  Gm.  and  4.25  Gm.  per 
100  ml.).  The  hypertoxicity  of  both  concentra- 
tions permits  removal  of  excessive  amounts  of 
fluid.  Potassium  concentrations  can  be  varied  at 
will.  Fluid  is  left  in  the  peritoneal  cavity  for 
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thirty  minutes  and  then  drained.  This  permits 
attainment  of  a dialysate:blood-solute  concentra- 
tion of  60  to  80  per  cent  and  adequate  flux  (di- 
alysance)  which  will  permit  improvement  in 
uremic  indices.  Such  cycling  of  dialysate  in  and 
out  should  be  carried  out  for  thirty-six  to  forty- 
eight  hours  of  exchanges  and  then  terminated  to 
minimize  chances  for  dialysis-borne  peritoneal  in- 
fection. It  can  be  restarted  several  days  later  at 
another  site.  Peritoneal  dialysis  occasionally  does 
not  function  satisfactorily  because  of  technical 
problems  of  proper  positioning  of  the  catheter, 
poor  drainage  of  fluid,  or  dialysis-induced  perito- 
nitis. Such  developments  may  require  termina- 
tion of  the  procedure. 

Hemodialysis 

Treatment  with  the  artificial  kidney  represents 
the  most  effective  method  by  which  rapid  amelio- 
ration of  uremic  manifestations  and  improvement 
in  uremic  indices  can  be  accomplished.8,9  The 
evolution  of  technique  to  its  present  level  has  oc- 
curred over  the  past  thirty  years.  In  patients 
with  acute  renal  failure,  hemodialysis  should  be 
carried  out  only  in  hospitals  equipped  with  spe- 
cialized equipment  and  staffed  by  trained  teams 
of  physicians,  nurses,  and  technicians. 

Good  access  to  blood  vessels  is  mandatory  and 
can  be  obtained  either  by  percutaneous  cannula- 
tion  of  a large  vessel  or  alternatively  assured 
through  creation  of  a subcutaneous  arteriovenous 
fistula.  Another  approach  is  implantation  of  ar- 
teriovenous shunts  into  the  lower  or  upper  ex- 
tremity. Depending  on  the  type  of  access  to 
blood  vessels,  a dialyzer  must  be  selected  and  can 
be  utilized  providing  a blood-pump  assist  is  avail- 
able, or  it  can  be  put  through  a pumpless  system. 
Dialyzers  vary,  and  the  choice  depends  on  the 
type  of  preference  and  experience  of  the  dialysis 
unit.  Similarly,  dialysate  mixing  systems  vary 


from  simple  batch-manual  mixing  to  sophisticated 
dialysate  regenerating  systems  or  servo-controlled 
continuous-proportioning  systems  with  in-line 
monitoring  of  conductivity. 

It  is  important  to  keep  in  mind  that  not  every 
patient  is  suitable  for  dialysis.  Similarly,  control 
of  uremia  does  not  always  resolve  complications  of 
acute  renal  failure. 

Summary 

Acute  renal  failure  is  a complex  spectrum  of 
clinical  phenomena  of  which  cessation  of  renal 
function  is  only  one.  Our  understanding  of  etio- 
logic  factors  in  the  causation  of  renal  failure  has 
not  improved  to  the  same  degree  as  has  our  tech- 
nique of  management.  However,  in  spite  of  im- 
proved conservative  and  dialytic  management,  the 
mortality  rate  is  still  high. 
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Large  Abdominal 
Mass  After  T rauma 

Case  history 

Mary  Ann  Radkowski,  M.D.:  A four-and- 

one-half-year-old  white  boy  was  admitted  to  St. 
Luke’s  Hospital  Center  for  evaluation  of  a painful 
right  abdominal  mass  which  was  first  noticed  one 
day  prior  to  admission  following  blunt  trauma  to 
the  abdomen.  Significant  past  history  included  a 
urinary  tract  infection  at  three  years  of  age.  An 
intravenous  pyelogram  was  not  done  at  that  time. 


Physical  examination  revealed  a well-nourished, 
well-developed  child  with  a large,  tender,  very 
firm,  nodular  mass  in  the  right  abdomen.  The 
liver  was  not  defined,  and  the  spleen  was  not  pal- 
pable. All  laboratory  values  were  within  normal 
limits. 

Radiologic  discussion 

Dr.  Radkowski:  Radiographic  examination 

showed  a large  mass  in  the  right  abdomen  merg- 
ing with  the  liver  shadow.  No  calcifications  were 
seen.  Kidney  and  iliopsoas  margins  could  not  be 
defined  (Fig.  1A). 

The  inferior  venacavagram  phase  of  the  intrave- 
nous pyelogram  demonstrated  obstruction  and 
medial  displacement  of  the  inferior  vena  cava  at 
the  level  of  the  third  lumbar  vertebra  (Fig.  1A). 


FIGURE  1.  (A)  Inferior  venacavagram  showing  medial  displacement  of  inferior  vena  cava  No  contrast  seen  above 

inferior  portion  of  third  lumbar  vertebra.  (B)  Intravenous  urogram  at  one  hour,  twenty  minutes.  Marked  hydrone- 
phrosis of  right  kidney  extends  from  level  of  tenth  thoracic  to  fifth  lumbar  vertebrae.  Crescent  sign  present  demon- 
strating minimal  renal  function.  Right  renal  pelvis  and  ureter  not  visualized.  Left  kidney  normal 
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FIGURE  2.  Right  retrograde  pyelogram  demonstrating 
narrowed  proximal  ureter.  Some  contrast  has  entered 
portion  of  dilated  collecting  system 


The  right  kidney  was  enlarged  and  outlined  by 
dilated  calyces  surrounded  by  crescents  of  con- 
trast (Fig.  IB).  Minimal  renal  parenchyma  was 
identified.  The  kidney  accounted  for  the  entire 
mass  effect.  The  pelvis  and  ureter  were  not  iden- 
tified. The  left  kidney  and  ureter  appeared  nor- 
mal. A retrograde  pyelogram  demonstrated  right 
ureteropelvic  obstruction  (Fig.  2).  The  rapid  de- 
velopment of  the  abdominal  mass  was  thought  to 
be  due  to  hemorrhage  into  a severely  hydrone- 
phrotic  kidney. 

The  mass  became  progressively  smaller  and  was 
no  longer  palpable  by  the  tenth  hospital  day. 
Transabdominal  exploration  revealed  marked 
hydronephrosis  on  the  right  side  secondary  to  a 
stricture  of  the  pelviureteric  junction.  A right  ne- 
phrectomy was  performed. 

Sonographic  discussion 

Lajos  Von  Micsky,  M.D.:  The  sonolaparo- 

grams  (anteroposterior)  reveal  a large  kidney- 
shaped sonolucent  mass  measuring  16.8  by  7.2  by 
8.4  cm  in  the  craniocaudal,  sagittal,  and  trans- 
verse diameters,  respectively  (Fig.  3).  The  struc- 
ture extends  downward  from  the  liver  and  is  well 
delimited  from  the  surrounding  organs.  Tissue 
planes  and  the  wall  content  interface  are  sharp 
and  well  defined. 

The  gross  architecture  shows  a multilocular  ar- 


FIGURE  3.  Longitudinal  and  transverse  ultrasono- 
grams show  enlarged  right  kidney  containing  multiple 
sonolucent  compartments  separated  by  complete  and 
fragmentary  septa.  Dilated  renal  pelvis  seen  as  largest 
compartment  with  triangular  shape  pointing  antero- 
medially.  Left  kidney  normal. 


FIGURE  4.  Gross  specimen  of  right  kidney.  Marked 
pyelocalicectasis  with  narrow  ureteropelvic  junction. 
Renal  parenchyma  severely  atrophic.  Arrow  indicates 
stenotic  segment. 


rangement  of  the  right  kidney.  Compartments  of 
varying  size  are  separated  by  crescentic  septi, 
some  of  which  are  complete,  others  fragmentary. 
The  largest  compartment  corresponding  in  posi- 
tion to  the  kidney  pelvis  has  a somewhat  triangu- 
lar profile  with  its  angle  pointing  anteromedially. 
This  probably  represents  a marked  degree  of  pye- 
lectasis.  The  internal  texture  of  this  and  the 
other  compartments  is  uniformly  sonolucent  and 
does  not  exhibit  speckling  even  at  higher  sensitivi- 
ties. No  parenchymal  tissue  is  visualized  acousti- 
cally within  the  confines  of  this  mass;  the  appear- 
ance indicates  right  hydronephrosis  with  an  ex- 
treme degree  of  pyelectasis  and  calicectasis. 

Pathologic  discussion 

Harold  P.  Gaetz,  M.D.:  The  205-Gm.  speci- 
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men  consists  of  a hydropyelonephrotic  kidney  and 
an  attached  8-cm.  ureter.  When  opened  and  the 
contents  of  the  dilated  pelvis  and  markedly  dilat- 
ed calyceal  system  evacuated,  the  atrophic  2-mm. 
cortical  “rind”  weighs  60  Gm. 

Slightly  distal  to  the  ureteropelvic  verge,  the 
ureter  tapers  to  a 2-mm.  luminal  circumference 
for  a distance  of  1 cm.  and  then  fills  out  to  a 
1-cm.  circumference  (Fig.  4). 

Microscopically,  the  thinned  cortex  and  flat- 
tened pyramids  do  not  show  evidence  of  inflam- 
mation. A section  through  the  stenotic  area  of 
the  proximal  ureter  and  a comparison  of  it  with 
the  distal  segment  of  ureter  reveals  no  striking 
differences. 

Comment 

Dr.  Radkowski:  The  radiographic  findings  re- 
flect the  degree  and  duration  of  ureteropelvic  ob- 
struction. Abdominal  films  frequently  show  a 
noncalcified  soft-tissue  mass  which  may  obliterate 
the  psoas  margin.  In  severe  obstruction  the  early 
phase  of  the  intravenous  pyelogram  will  show 
crescents  and  a dense  nephrogram  outlining  dilat- 
ed calyces.  The  crescent  sign  represents  contrast 
material  in  collecting  tubules  which  have  been  ro- 
tated 90  degrees  to  lie  parallel  to  the  calyces.1,2 
They  are  close  to  the  kidney  edge  because  of  the 
marked  atrophy  of  the  renal  parenchyma  secon- 
dary to  long-standing  obstruction  and  infection. 
The  crescents  disappear  in  the  delayed  phase, 
and  films  taken  between  one  and  twenty-four 
hours  show  dilute  contrast  in  the  dilated  pelvis 
and  calyces.  When  these  findings  are  present, 
retrograde  pyelography  is  usually  unnecessary.3 

Ureteropelvic  obstruction  is  one  of  the  most 
common  causes  of  hydronephrosis  in  childhood. 
Most  cases  are  discovered  in  the  first  three  years 
of  life,  often  in  the  first  six  months.  Long-stand- 
ing, severe  ureteropelvic  obstruction  may  cause 
giant  multilocular  cystic  hydronephrosis.4 

Symptoms  vary  with  age,  severity,  and  the 
presence  of  complications.  Common  complaints 
are  abdominal  swelling,  flank  pain,  fever,  urinary 
tract  infection,  and  vomiting.5  Not  infrequently, 
ureteropelvic  obstruction  is  first  discovered  on  an 
intravenous  pyelogram  done  for  abdominal  trau- 
ma. In  our  patient  it  was  postulated  that  injury 
to  the  abdomen  caused  bleeding  into  and  around 
a preexisting  hydronephrotic  kidney. 

In  the  differential  diagnosis  of  this  lesion, 
Wilms’  tumor  is  the  most  important  consider- 
ation. Other  intrarenal  tumors  which  occur  in 
childhood  are  rare  and  most  often  benign.  Other 
causes  of  hydronephrosis  in  children  which  should 
be  considered  are  ureterovesical  junction  obstruc- 
tion, reflux,  and,  in  males,  urethral  valves. 

A final  consideration  is  the  multicystic  kidney 
which,  because  of  its  completely  dysplastic  na- 
ture, shows  no  function  on  intravenous  pyelogra- 
phy. Cystoscopy  will  demonstrate  absence  of  a 


ureter  on  the  side  of  the  mass.  If  a ureteral  orifice 
is  present,  retrograde  pyelography  will  show 
discontinuity  between  the  ureter  and  kidney  at 
some  level. 

Higher  doses  of  contrast  agents  and  improved 
radiographic  techniques  have  led  to  better  visual- 
ization of  the  urinary  tract  even  in  the  most  se- 
vere cases  of  hydronephrosis.  A helpful  technique 
in  children  has  been  the  use  of  the  prone  position 
to  redistribute  the  intestinal  gas  and  allow  better 
filling  of  the  ureters.6  The  pneumatic  compres- 
sion paddle  can  also  be  employed  if  excessive 
bowel  gas  interferes  with  visualization.7  Diagno- 
sis can  now  be  made  with  a high  degree  of  certain- 
ty prior  to  surgery. 

Recently,  Berdon  et  al .3  have  used  high-dose 
excretory  urography  and  the  crescent  sign  to  as- 
sess the  salvageability  of  the  obstructed  kidney. 
They  have  shown  that  grading  of  hydronephrosis 
can  be  correlated  with  the  prognosis.  This  type  of 
evaluation  frequently  obviates  the  need  for  retro- 
grade pyelography  and  its  attendant  complica- 
tions of  edema  and  further  obstruction  and  acute 
infections. 

The  treatment  of  ureteropelvic  obstruction  will 
vary  with  degree  of  obstruction,  size  of  the  renal 
pelvis,  and  the  level  of  ureteral  insertion.8  Other 
important  considerations  are  the  status  of  the 
other  kidney  and  the  clinical  condition  of  the 
child  at  the  time  of  surgery. 

Nathaniel  Finby,  M.D.:  Diagnostic  ultra- 

sound has  recently  been  found  to  be  a simple 
means  of  differentiating  cystic  from  solid  masses. 
Its  use  in  this  case  contributed  to  ruling  out  the 
presence  of  a solid  tumor  as  the  cause  of  obstruc- 
tion. The  complementary  use  of  renal  sonogra- 
phy and  urography  has  been  demonstrated  in  our 
experience  to  allow  more  definitive  diagnosis  and 
obviate  the  need  for  more  difficult  radiographic 
examinations  in  children. 

Dr.  Radkowski:  The  most  common  cause  of 

ureteropelvic  obstruction  is  a congenital  stricture 
or  narrowing.  Vessels  have  frequently  been  noted 
to  cross  this  narrowed  segment.  Ureteral  valves 
are  a rare  cause  of  ureteropelvic  obstruction.  To 
date,  19  cases  of  true  ureteral  valves  have  been  re- 
ported.9 Only  a few  of  these  have  been  located  at 
the  ureteropelvic  junction. 

In  another  small  percentage  of  cases,  no  me- 
chanical obstruction  could  be  demonstrated. 
These  patients  were  noted  to  have  a deficient 
area  of  muscle  in  the  proximal  ureter.  This  adyn- 
amic segment  produced  obstruction  at  the  ureter- 
opelvic junction.10 
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corticosteroid  metabolism  by  increasing  hydrolzyation 
of  dexamethasone.  The  effects  of  phenobarbital  thera- 
py on  plasma  kinetics  of  labeled  dexamethasone  were 
investigated  in  11  asthmatic  patients,  as  cited  by  S.  M. 
Brooks,  M.  D.,  et  al.  (New  England  Journal  of  Medi- 
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mean  decrease  in  the  half-life  of  one  hundred  and  sev- 
enteen minutes  ( — 44  per  cent),  and  an  increase  in 
metabolic  clearance  rate  of  272  L.  per  day  (+88  per 
cent).  Increased  urinary  6-hydroxycortisol  excretion 
supported  the  presence  of  hepatic  enzyme  induction. 
These  effects  were  not  noted  in  5 placebo-treated  pa- 
tients. Three  prednisone-dependent  patients  showed 
clinical  worsening,  deterioration  of  spirometric  tests, 
and  increased  eosinophil  counts  following  phenobarbi- 
tal. Withdrawal  reversed  these  changes  and  reduction 
of  prednisone  dosage  or  discontinuation  was  then  possi- 
ble. Caution  is  thus  necessary  in  prescribing  barbitu- 
rates to  asthmatics  treated  with  these  steroids. 
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Acute  gastrointestinal  perforation  with  its  char- 
acteristic history  is  usually  an  easy  diagnosis  to 
make.  On  occasions,  however,  one  is  faced  with  a 
differential  diagnosis  which  includes  one  or  more 
entities,  such  as  appendicitis,  cholecystitis,  biliary 
colic,  perforated  sigmoid  colon  secondary  to  diver- 
ticulitis, massive  mesenteric  thrombosis,  renal 
colic,  pancreatitis,  and  coronary  thrombosis. 

Hardy,  Walker,  and  Conn1  have  found  that 
classic  findings  of  abdominal  tenderness  and 
“board-like”  rigidity  are  present  in  66  per  cent  of 
all  cases  of  gastroduodenal  perforation  and  have 
noted  free  air  in  the  peritoneal  cavity  in  60  per 
cent  of  cases.  They  further  point  out  that  the 
overall  mortality  rate  ranges  from  10  to  15  per 
cent  with  the  most  common  cause  of  death  being 
peritonitis  associated  with  hypovolemic  shock. 

The  earlier  a diagnosis  is  made  and  therapy  in- 
stituted, the  greater  the  salvage  rate  will  be  from 
this  catastrophe.  When  free  air  is  demonstrated 
under  the  diaphragm  on  the  admission  upright 
chest  roentgenogram,  the  diagnosis  of  a perforated 
viscus  is  easily  made  and  proper  treatment  insti- 
tuted. On  the  other  hand,  in  patients  with  atypi- 
cal histories  and  in  whom  no  free  peritoneal  air  is 
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demonstrable  on  the  admission  upright  chest 
roentgenogram,  there  is  frequently  a delay  in  di- 
agnosis. 

As  early  as  1920,  Baker2  used  inert  dye,  methy- 
lene blue,  which  he  administered  orally  to  aid  in 
the  diagnosis  of  gastrointestinal  tract  perforation 
at  surgery.  He  noted  that  when  the  abdomen  was 
opened,  the  ulcer  edge  appeared  stained,  thus 
readily  exposing  the  site  of  perforation.  He  ad- 
vised the  use  of  this  technique  because  of  the  ease 
and  rapidity  with  which  the  diagnosis  and  site  of 
perforation  could  be  determined  with  minimal 
shock  resulting  from  handling  of  the  viscera.  Of 
course,  with  advances  in  anesthesia,  surgical  tech- 
nique, and  knowledge  of  surgical  physiology,  such 
methods  are  not  usually  used  today. 

Baker  and  Beahrs  in  19613  reported  on  the  use 
of  pneumogastrograms  on  all  patients  suspected  of 
having  a perforated  peptic  ulcer  but  with  normal 
roentgenograms  of  the  abdomen  in  the  upright  po- 
sition. Their  technique  involved  injecting  200  to 
500  cc.  of  air  into  the  stomach  through  a Levin 
tube.  A roentgenogram  was  taken  immediately, 
and  the  air  was  removed  from  the  stomach. 
Their  series  included  18  cases  without  untoward 
sequelae.  In  6 of  these  cases,  pneumogastrogra- 
phy gave  positive  results,  and,  in  each  case,  a per- 
forated ulcer  was  disclosed  at  surgery.  Of  those 
patients  who  underwent  pneumogastrography 
with  negative  results  and  were  operated  on,  disor- 
ders other  than  perforation  of  stomach  or  duo- 
denum were  noted. 

Henelt,  Smith,  and  Dodds4  presented  24  cases 
in  whom  perforation  of  a viscus  was  suspected  and 
roentgenograms  were  negative  for  free  intra- 
abdominal air.  Pneumogastrography  was  per- 
formed in  all  24  patients.  In  10  of  the  24  pa- 
tients, perforations  were  seen  after  the  injection  of 
air.  At  surgery,  all  of  the  10  patients  were  found 
to  have  a perforated  peptic  ulcer,  9 duodenal  and 
1 gastric.  One  false  negative  result  occurred  in  a 
patient  having  a perforated  marginal  ulcer  with 
dense  adhesions  of  the  upper  part  of  the  abdomen. 
The  remaining  13  patients  were  subsequently 
proved  not  to  have  gastroduodenal  perforation. 

We  have  used  the  technique  of  pneumogastrog- 
raphy over  the  past  seven  years  with  uniform 
good  results  as  an  aid  in  the  diagnosis  of  atypical 
peptic  ulcers  with  perforation.  There  have  been 
no  complications  or  false  positive  studies,  and  we 
recommend  its  use. 
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FIGURE  1.  Roentgenograms  taken  on  admission  failed  to  reveal  air  under  diaphragm.  (A)  Posteroanterior  view  of 
chest.  (B)  Lateral  view  of  chest. 


Method 

The  suggested  method  of  confirming  the  diag- 
nosis of  acute  gastroduodenal  perforation  by 
pneumogastrography  is  as  follows:  a large  Levin 

tube  is  placed  into  the  stomach,  and  the  stomach 
is  emptied.  With  the  patient  in  an  erect  position, 
100  to  500  cc.  of  air  are  introduced  through  the 
Levin  tube  with  a large  syringe.  The  tube  is  then 
clamped  and  air  allowed  to  remain  in  the  stomach 
for  ten  minutes  by  the  clock,  and  the  patient  is 
advised  not  to  belch.-  After  ten  minutes  have 
elapsed,  an  upright  chest  roentgenogram  is  taken. 
Air  will  be  noted  on  the  roentgenogram  within  the 
peritoneal  cavity  immediately  in  the  majority  of 
patients,  thereby  confirming  the  presence  of  a gas- 
troduodenal perforation  and  expediting  proper 
surgical  treatment. 

Case  report 

A fifty-year-old  Caucasian  male  was  admitted 
to  St.  Albans  Naval  Hospital  on  February  28, 
1967,  with  a chief  complaint  that  on  the  day  of 
admission  he  noted  the  sudden  onset  of  abdominal 
pain.  The  pain  was  generalized  throughout  the 
abdomen  and  became  severe.  There  was  no  his- 
tory of  nausea,  vomiting,  hematemesis,  or  melena 
noted.  The  original  description  of  the  pain  re- 
vealed that  it  started  in  the  right  lower  quadrant 
of  the  abdomen,  was  sharp  and  knife-like,  and  ex- 
tended transversely  across  to  the  left  lower  quad- 


rant, remaining  originally  below  the  level  of  the 
umbilicus. 

His  past  history  revealed  intermittent  epigastric 
pain  for  the  past  twenty-seven  years.  He  had 
been  hospitalized  once  for  this  complaint  in  Ger- 
many, seventeen  years  prior  to  admission.  No 
ulcer  was  demonstrated  on  upper  gastrointestinal 
series;  however,  relief  of  symptoms  was  obtained 
on  antacid  medication. 

There  was  no  history  of  food  intolerance,  and  the 
patient  had  been  asymptomatic  for  the  past  few 
months. 

Physical  examination  revealed  a blood  pressure 
of  118/78,  respiratory  rate  of  26  per  minute,  and  a 
heart  rate  of  78  per  minute.  The  patient’s  tem- 
perature was  97.8°F.  He  appeared  to  be  a well- 
developed,  well-nourished  Caucasian  male  in 
acute  abdominal  distress.  He  was  alert,  oriented, 
and  rational.  He  was  seen  doubling  up  in  an  ef- 
fort to  relieve  his  pain.  The  abdomen  was  rigid, 
tender  and  with  rebound  in  all  four  quadrants, 
and  markedly  diminished  bowel  sounds.  The  re- 
mainder of  the  physical  examination  was  within 
normal  limits. 

Roentgenograms  on  the  day  of  admission  re- 
vealed no  evidence  of  free  air,  and  there  were  no 
localizing  signs  on  viewing  the  abdominal  films 
(Fig.  1).  Films  taken  ten  minutes  after  introduc- 
tion of  air  through  a nasogastric  tube  revealed 
large  quantities  of  subdiaphragmatic  air  on  both 
sides,  indicating  a gastroduodenal  perforation 
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FIGURE  2.  Roentgenograms  taken  after  instillation  of  air  into  stomach  via  Levin  tube.  (A)  Posteroanterior  view  of 
chest.  (B)  Upright  film  of  abdomen. 


(Fig.  2).  A complete  blood  count  on  admission 
revealed  a white  blood  count  of  13,500,  70  neutro- 
phils, 6 bands,  24  lymphocytes,  hematocrit  of  41, 
and  hemoglobin  of  14.2.  Other  test  results 
showed  blood  urea  nitrogen  to  be  16,  sodium  136, 
potassium  4.3,  chlorides  98,  and  a carbon  dioxide 
of  24.  Serum  electrolytes  and  serum  amylase 
were  within  the  normal  range. 

Urinalysis  was  noted  to  be  essentially  within 
normal  limits. 

The  patient  was  taken  to  the  operating  room 
after  hydration,  and  he  was  explored  through  an 
1 upper  midline  incision  which  revealed  the  perfora- 
1 tion  of  an  ulcer  of  the  first  portion  of  the  anterior 
duodenal  wall.  The  perforation  measured  3 mm. 
in  diameter.  It  was  plicated  with  a series  of  inter- 
rupted 3-0  chromic-catgut  sutures,  and  a piece  of 
omentum  was  placed  over  the  plicated  site.  The 
postoperative  course  was  essentially  uneventful, 
and  the  patient  was  discharged  on  the  seven- 
teenth postoperative  day.  Six  weeks  later,  the 
patient  was  returned  to  the  operating  room  where 
a definitive  vagotomy  and  gastric  resection  were 
carried  out  without  sequelae. 


Summary 

We  have  presented  a case  demonstrating  the 
technique  of  pneumogastrography. 

Pneumogastrography  is  a useful  adjunct  in 
diagnosing  acute  gastroduodenal  perforation  in 
cases  where  the  diagnosis  is  not'definite.  It  elimi- 
nates delay  and  indecisiveness  in  dealing  with  a 
potentially  fatal  pathologic  process. 
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From  the  Medical  and  Pathology  Services.  Naval  Hospital 

Aortic  rupture  is  usually  associated  with  trauma, 
aneurysm  (luetic,  mycotic,  arteriosclerotic,  or  dis- 
secting), or  coarctation.  Rupture  of  this  vessel 
through  an  atheromatous  plaque  without  other 
evidence  of  pre-existing  aortic  disease  is  extremely 
rare.  This  article  represents  the  third  such  case 
to  be  reported. 

Case  report 

A fifty-nine-year-old  white  man  was  admitted 
to  the  Naval  Hospital,  St.  Albans,  New  York,  for 
hematemesis  and  melena  of  acute  onset.  He  had 
been  under  treatment  for  hypertension  for  ten 
years  with  reserpine,  0.25  mg.  daily,  and  hydrala- 
zine, 10  mg.  daily. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  120/80  mm.  Hg,  heart  rate  90 
per  minute,  and  temperature  99.6°F.  orally.  Ex- 
amination of  the  chest,  heart,  and  abdomen  was 
unremarkable. 

Initial  clinical  and  laboratory  studies  were  nor- 
mal except  for  an  upper  gastrointestinal  series 
which  disclosed  deformity  of  the  duodenal  bulb. 

An  initial  diagnosis  of  peptic  ulcer  disease  was 
made,  and  the  patient  was  placed  on  a regimen  of 
antacids  and  a bland  diet.  He  was  then  well  until 
the  fifth  hospital  day  at  which  time  he  developed 
hoarseness  in  association  with  severe  epigastric 
and  right  anterior  chest  pain.  There  was,  at  this 
time,  no  change  in  physical  examination,  electro- 
cardiogram, or  chest  roentgenogram. 

The  opinions  contained  herein  are  the  private  ones  of  the 
writers  and  are  not  to  be  construed  as  official  or  reflecting  the 
views  of  the  Navy  Department  or  the  Naval  service  at  large. 


FIGURE  1 Chest  film 
mediastinum. 


FIGURE  2.  Aortic  arch  study  demonstrating  site  of 
rupture. 


On  the  ninth  hospital  day,  the  patient  experi- 
enced two  episodes  of  hemoptysis.  Chest  roent- 
genogram at  this  time  revealed  widening  of  the 
mediastinum  (Fig.  1).  Aortography  was  per- 
formed and  demonstrated  “aneurysmal”  dilata- 
tion at  the  inferior  aspect  of  the  transverse  aorta 
(Fig.  2).  An  S-3  gallop  at  the  cardiac  apex  and 
bibasilar  rales  were  audible.  The  patient  was 
digitalized,  and  intravenous  trimethaphan  cam- 
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FIGURE  3.  S-T  segment  elevations  on  electrocardio- 
gram due  to  pericarditis. 


FIGURE  4.  Aortic  wall  at  area  of  perforation  with  a 
portion  of  the  plaque  (top)  and  media  (Verhoeff-van 
Gieson.  X70). 


phorsulfonate  was  employed  to  lower  the  systolic 
blood  pressure  to  less  than  100  mm.  Hg. 

The  following  day,  pericardial  and  left  pleural 
friction  rubs  were  detected.  Evidence  of  pericar- 
ditis was  noted  on  the  electrocardiogram  (Fig.  3). 

On  the  twelfth  hospital  day,  a left  pleural  effu- 
sion was  detected.  A serous  transudate  was  ob- 
tained by  thoracocentesis. 

The  following  day  the  patient  suffered  massive 
hemoptysis  and  expired. 

Gross  examination 

A 5 by  5-cm.  hematoma  extended  from  the  aor- 
tic arch  downward  past  the  left  atrium  and  rested 
on  the  left  main-stem  bronchus.  The  recurrent 
laryngeal  nerve  passed  through  the  superior  por- 
tion of  the  hematoma.  A 3 by  1-cm.  transmural 
rupture  through  a large  atheromatous  plaque  was 
identified  in  the  inferior  wall  of  the  aorta  below 
the  orifices  of  the  left  carotid  and  subclavian  arte- 
ries. No  aneurysmal  sac  or  evidence  of  dissection 
was  found.  An  erosion  was  identified  in  the  roof 
i>f  the  left  main-stem  bronchus  communicating 
with  the  hematoma. 

Microscopic  examination 

IThe  immediate  cause  of  death  was  extensive 
eft-lung  hemorrhage.  Sections  of  the  aorta  at  the 
j'upture  site  confirmed  the  gross  impressions  of  a 


rupture  through  a plaque  (Fig.  4).  Verhoeff-van 
Gieson  elastic  tissue  stain  revealed  no  fragmenta- 
tion or  disruption  of  the  laminar  arrangement  of 
elastic  fibers.  Stains  testing  for  the  presence  of 
bacteria  and  fungi  at  the  rupture  site  showed  neg- 
ative results. 

Anatomic  diagnosis 

The  primary  results  obtained  from  the  anatomic 
diagnosis  are  (1)  rupture  of  the  inferior  wall  of  the 
aortic  arch  through  an  atheromatous  plaque  with 
formation  of  a contained  hematoma  and  (2)  acute 
intra-alveolar  hemorrhage  of  the  left  lung,  secon- 
dary to  the  bronchial  penetration  by  the  hemato- 
ma. 

Comment 

Two  cases  of  spontaneous  aortic  rupture 
through  an  atheromatous  plaque  have  been  re- 
ported previously.  The  first  was  a fifty-nine-year- 
old  female  known  to  be  hypertensive  for  several 
months  who  was  admitted  for  epigastric  pain.1 
The  patient  was  found  to  have  a blood  pressure 
of  160/130  and  radiographic  evidence  of  an 
abdominal  aneurysm.  While  under  observation, 
she  developed  massive  hemoptysis  and  expired. 
Autopsy  disclosed  a 1.5  cm.  defect  in  the  left  lat- 
eral aspect  of  the  thoracic  aorta  12  cm.  distal  to 
the  left  subclavian  artery;  the  resulting  hemor- 
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rhage  had  eroded  into  the  lung  parenchyma.  The 
aortic  defect  was  surrounded  by  soft  atheromatous 
plaques  and,  except  for  a small  aneurysm  of  the 
abdominal  portion,  the  vessel  was  otherwise  in- 
tact. 

A second  case  was  that  of  sixty-two-year-old 
male  with  hypertension  of  several  years’  duration 
who  was  admitted  for  “collapse.”2  A thoracoto- 
my was  performed  when  he  developed  signs  of  a 
pericardial  effusion,  and  300  cc.  of  blood  were  re- 
moved from  the  pericardial  space.  On  the  eighth 
postoperative  day,  the  patient  expired;  the  autop- 
sy disclosed  an  aortic  perforation  6 cm.  above  the 
valve  associated  with  a large  atheromatous 
plaque. 

It  is  of  note  that  the  3 patients  were  diagnosed 
as  being  hypertensive  prior  to  the  episode  of  aortic 
rupture.  Hypertension,  in  association  with 
changes  in  the  wall  of  the  aorta,  seems  to  play  a 
role  in  the  disruption  of  that  vessel.3  However, 
such  changes  were  not  found  in  these  patients. 
All  patients  were  of  similar  age,  and  this  is  com- 
patible with  the  increase  in  the  number  of  plaques 
associated  with  advancing  years.  Unique  to  each 


Vitamin  A and  keratinization 

W.  S.  Logan  reviewed  the  available  information  on 
the  mechanism  of  action  of  vitamin  A in  one  of  the 
varied  effects,  the  preservation  of  epithelial  integrity 
(Archives  of  Dermatology  105:  748  [May]  1972).  The 
term  “antikeratinizing  effect”  has  been  used  to  de- 
scribe the  effect  of  vitamin  A on  various  epithelia.  If 
an  antikeratinizing  effect  is  assumed,  then  deficiency 
of  the  vitamin  should  favor  keratinization,  and  this  is 
precisely  what  is  observed.  The  clinical  features  of 


case  was  the  rupture  site;  this  is  the  first  case  re 
ported  in  the  transverse  arch  position. 

Despite  the  risks,  surgical  management  seem: 
to  offer  the  only  hope  of  survival. 

Summary 

A case  of  spontaneous  aortic  rupture  through  ar 
atheromatous  plaque  is  described.  It  is  noted  tr 
be  a rare  disorder.  The  site  of  aortic  rupture  ir 
the  transverse  arch  is  unique  to  the  current  re 
port. 

Chief,  Research  Unit 
Naval  Hospital 
St.  Albans,  New  York  11425 
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dryness,  scaling,  and  follicular  papules  are  well-known 
manifestations  of  vitamin  A deficiency.  More  dramat- 
ic changes  00.  ur  in  the  sweat  glands,  which  in  ad- 
vanced disease  undergo  atrophy  and  keratinizing  squa- 
mous metaplasia.  Comparable  changes  occur  in  the 
mucous  membranes  of  the  nares,  traches,  bronchi,  sali- 
vary glands,  and  genitourinary  tract.  Recent  reports  of 
successful  treatments  of  psoriasis,  certain  ichthyoses. 
and  Darier’s  disease  with  topically  applied  vitamin  A 
acid  are  just  beginning  to  accrue,  and  how  its  mecha- 
nism of  action  will  relate  to  vitamin  A itself  remains  to 
be  seen. 
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Kristal) 


Child  abuse  is  a relatively  common,  perplexing, 
and  complicated  problem.1,2  Generally,  each  case 
is  enmeshed  in  a vast  and  long-standing  complexi- 
ty of  medical  and  social  problems.  Each  is  usual- 
ly unique  in  itself  and  may  have  many  unknowns 
or  uncertainties.  Effective  analysis  and  under- 
standing requires  extensive  review  of  the  social 
and  psychologic  makeup  of  the  family  as  well  as 
the  records  of  social  agencies  that  may  have  been 
previously  involved.  The  family  in  question  may 
be  attending  a number  of  medical  resources:  hos- 
pitals, private  physicians,  psychiatrists,  and  men- 
tal health  clinics.  The  sum  total  of  agency  and 
personal  contacts  can  be  staggering.  Moreover, 
the  reporting  and  investigatory  process  involves 
yet  more  personnel  and  an  additional  agency,  the 
protective  arm  of  the  social  services  department. 

Experience  in  dealing  over  the  years  with  cases 
of  child  abuse  and  neglect  in  Rochester  and  Mon- 
roe County,  New  York,  has  led  to  a deep  concern 
that  these  complex  families  were  being  handled 


through  a system,  itself  so  complex  that  the  net 
result  for  the  family  was  often  a therapeutic  con- 
coction of  confusion,  duplication,  and  poorly  coor- 
dinated planning.  Believing  that  these  difficult 
issues  of  interagency  referral  and  management 
could  be  worked  out  by  face-to-face  discussion 
with  the  principals  involved,  the  Committee  on 
Child  Abuse  of  Monroe  County  was  formed  in 
1967.  The  purpose  of  this  present  report  is  to  de- 
scribe the  development,  membership,  and  accom- 
plishments of  this  committee. 

Early  development  and  goals 

An  experienced  hospital  social  worker*  original- 
ly proposed  the  idea  of  forming  this  interagency 
committee  and  brought  together  the  first  encoun- 
ter. She  felt  that  through  the  development  of 
personal  acquaintances  and  open  discussion  of 
areas  of  mutual  concern,  better  working  relation- 
ships might  be  achieved.  Initial  contacts  between 
a family  court  judge,  several  protective  case  su- 
pervisors of  the  county  DSS  (department  of  social 
services),  a hospital  social  worker,  and  a pediatric 
department  member  were  open,  frank,  construc- 
tive, and  nonaccusatory.  Since  each  member  rep- 
resented a different  aspect  and  endeavor  in  man- 
agement of  child  abuse,  no  one  professional  group 
was  in  a dominant  position.  This  allowed  all  par- 
ticipants to  take  an  active  role  in  discussions.  An 
early  invitation  to  a number  of  the  members  to 
present  a panel  on  child  abuse  at  the  county  med- 
ical society  afforded  the  group  an  opportunity  to 
look  at  its  own  accomplishments  and  progress  and 
brought  out  additional  areas  needing  attention  in 
the  community. 

The  committee  now  meets  regularly  each  month 
in  a conference  room  at  the  Monroe  County  De- 
partment of  Social  Services.  Committee  mem- 
bers bring  their  lunches  and  discuss  issues  freely 
and  openly  for  about  one  and  a half  to  two  hours. 
As  the  work  of  the  committee  has  evolved,  it 
would  appear  that  there  are  three  general  goals  of 
this  committee:  (1)  the  delineation  and  coordina- 
tion of  community  agency  roles  in  managing 
abuse  and  neglect  cases,  (2)  an  ongoing  evaluation 
of  overall  management  within  our  county,  and  (3) 
exploring  new  approaches  and  innovations  with  a 
view  toward  more  effective  and  expeditious  man- 
agement. 

* Mrs.  Letitia  McKinney. 
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Membership 

While  at  the  outset  there  were  only  three  groups 
involved  as  described,  membership  has  now  been 
expanded  greatly  to  include  other  pertinent  and 
interested  groups  in  the  community  that  deal  di- 
rectly or  indirectly  with  the  problem.  All  the 
hospitals  in  the  community  which  have  children’s 
emergency  services  and/or  pediatric  inpatient 
units  are  represented  by  at  least  one  member  of 
their  social  services  staff,  and  some  also  send  a 
physician  representative.  The  DSS  has  expanded 
its  representation  to  include  legal  and  administra- 
tive personnel  as  well  as  several  protective  case 
workers.  The  family  court  routinely  sends  a rep- 
resentative from  its  probation  staff  who  is  desig- 
nated at  court  as  the  central  worker  in  child  pro- 
tective matters.  The  district  attorney’s  office 
sends  a lawyer  representative.  Additionally,  we 
now  have  representatives  of  the  Monroe  County 
health  department  visiting  nurses,  one  of  the 
school  board  districts,  and  the  district  office  of  the 
New  York  State  Department  of  Social  Services. 
Attendance  at  meetings  is  open  to  visitors: 
nurses,  medical  students,  social  workers,  college 
students,  members  of  the  press,  and  others  who 
may  be  concerned  with  specific  items  on  the  agen- 
da. Of  the  total  committee  membership  of  25, 
about  20  attend  regularly. 

General  accomplishments 

Face-to-face  acquaintanceship.  With  little 
question,  the  greatest  accomplishment  of  the  com- 
mittee has  been  in  developing  personal  acquaint- 
ance among  members,  leading  to  a better  under- 
standing of  the  function  of  each  agency  and  disci- 
pline concerned  with  children’s  welfare.  There 
has  now  developed  a clearer  picture  of  the  extent 
and  kind  of  involvement  by  medical,  protective, 
and  legal  agencies.  Each  one  seems  to  know  bet- 
ter how  far  the  other  may  go,  the  level  of  study, 
how  much  involvement  will  occur,  and  the  partic- 
ular contributions  and  limitations  of  each.  We 
feel  the  key  to  well-coordinated  multiagency  ac- 
tion, in  final  analysis,  is  gained  through  this  kind 
of  understanding  of  all  the  community  resources, 
their  roles,  nature  of  commitment,  and  the  capac- 
ities and  limitations  of  their  personnel.  The  ac- 
tion of  the  committee  emenates  from  this  under- 
standing. 

Standardized  reporting  form.  The  develop- 
ment of  a standard  reporting  form  was  one  of  the 
early  efforts  of  the  committee,  directed  to  gain 
more  accurate  knowledge  of  the  extent  of  the 
problem  in  the  community,  as  well  as  to  fill  the 
gaps  of  information  in  the  mandated  process  of 
alerting  the  DSS  to  a suspected  child  abuse  case 
as  required  by  New  York  State  law.  We  had 
found  that  frequently  important  pieces  of  infor- 
mation were  omitted  in  reporting,  such  as  the 


identity  of  other  family  members,  former  ad- 
dresses of  the  family,  the  names  of  physicians  in- 
volved in  the  case  from  the  reporting  hospitals, 
and  existence  and  location  of  pictures  of  the 
child’s  injuries  taken  on  admission  to  hospital. 
The  reporting  form  stipulates  in  summary  a list 
of  those  mandated  by  law  to  report,  the  way  in 
which  reporting  is  to  be  done,  and  to  whom  the 
written  report  must  be  sent.  These  reporting 
forms  have  now  been  made  available  to  the  groups 
which  must  report,  such  as  the  public  health 
nurses,  school  authorities,  physicians,  hospitals, 
and  others.  The  impression  of  the  committee  is 
that  the  utilization  of  the  form  by  agencies  and 
persons  in  the  community  has  facilitated  referrals 
since  there  is  now  a clear  procedure  to  follow,  with 
names  and  telephone  numbers  of  persons  to  be 
contacted  included  on  the  form. 

Annual  survey  of  cases.  At  the  request  of  the 
committee,  the  summary  of  statistics  and  inci- 
dents compiled  by  the  local  and  State  department 
each  year  has  been  made  available  to  the  commit- 
tee. Monroe  County  reports  approximately  150 
abused  children  yearly  (mandated  and  nonman- 
dated)  of  which  15  to  20  are  handled  through  fami- 
ly court.  The  knowledge  of  the  prevalence  of  this 
problem  is  of  great  significance  in  planning  the 
necessary  supportive  services  for  the  county.  This 
report  is  now  being  greatly  amplified  to  include  a 
survey  and  review  of  the  status  of  continuing  cases 
from  former  years  to  provide  a more  qualitative 
look  at  the  whole  subject  of  child  abuse  case  man- 
agement throughout  the  county. 

Understanding  and  implementing  legal 
changes.  Two  major  revisions  of  New  York 
State’s  legislation  dealing  with  abuse  and  neglect 
have  been  written  during  the  existence  of  this 
committee.  With  careful  assistance  of  its  legal 
members,  the  committee  reviewed  these  laws  and 
discussed  in  detail  ways  they  should  be  imple- 
mented in  Monroe  County.  A workshop  on  the 
legal  implementation  of  the  1969  legislative- 
changes  was  held  in  Rochester  in  June,  1969,  for 
family  court  judges  of  the  Fourth  Department  Ap- 
pellate Division.  A number  of  the  committee 
were  invited  to  participate  in  this  day-long  confer- 
ence with  the  judges  to  review  the  implications  of 
these  legal  revisions.  Further  revision  of  the  law 
of  1970  resulted  in  abuse  and  neglect  proceedings 
being  combined  under  a rewritten  Article  10  of  the 
Family  Court  Act  and  titled  “Child  Protective 
Proceedings.”  Since  this  law  has  many  innova- 
tions and  is  40  pages  long,  it  was  most  useful  to 
this  group  to  have  a careful  review  and  then  a 
written  summary  made  available  for  the  commit- 
tee members  and  others.  Recent  hearings  held  in 
Rochester  at  the  instigation  of  the  New  York 
State  Assembly’s  Select  Committee  on  Child 
Abuse  gave  our  county  committee  an  opportunity 
to  describe  in  detail  the  community-wide  case 


2072  New  York  State  Journal  of  Medicine  / August  1 5,  1 973 


management.  Members  of  the  committee  an- 
swered a number  of  questions  and  made  many 
suggestions  on  ways  to  provide  better  care. 

Implementing  follow-through  planning.  The 
DSS  has  always  initiated  investigations  promptly 
on  cases  brought  to  their  attention,  usually  with  a 
home  visit  completed  within  twenty-four  hours. 
Unfortunately,  the  results  of  such  an  investiga- 
tion were  formerly  seldom  made  known  to  the  re- 
porting source,  the  case  being  rather  promptly 
taken  over  by  the  DSS  worker.  Through  the 
committee’s  discussions,  an  approach  has  been 
developed  to  set  up  case  conferences  within  sever- 
al days  of  the  report  so  that  the  DSS  worker  may 
discuss  the  case  in  detail  with  the  individuals  re- 
porting and  see  the  child  if  it  is  in  the  hospital. 
Not  infrequently  there  are  medical  aspects  which 
are  easily  misunderstood  and  need  to  be  ex- 
plained. For  example,  by  demonstration  of  x-ray 
films,  the  physician  can  point  out  to  the  protec- 
tive worker  that  because  of  the  varied  appearance 
of  healing  fractures,  multiple  broken  bones  cer- 
tainly occurred  in  repeated  incidents  rather  than 
during  a single  accident.  Through  such  prompt 
face-to-face  conferences,  preliminary  goals  and 
approaches  can  be  developed  for  each  case.  This 
action  is  seen  as  an  important  preliminary  stage 
in  the  design  of  future  plans.  The  committee  now 
views  the  DSS  worker’s  most  important  function 
as  providing  immediate  protective  intervention. 
To  delineate  long-term  needs  and  programs  di- 
rected toward  therapy  for  such  families,  a multi- 
disciplinary approach  is  usually  indicated.  In  de- 
signing such  programs,  the  protective  worker  is 
only  one  of  a number  of  care  providers  who  must 
be  involved.  Since  the  full  span  of  counseling,  so- 
cial service,  medical,  and  psychiatric  assistance 
may  be  needed,  careful  attention  must  be  given  to 
parents  and  child,  and  in  many  cases  we  have 
found  that  the  referring  source  may  thus,  by  vir- 
tue of  prior  contact  with  the  family  and  through 
(Specific  skills  be  the  best  equipped  to  deal  with 
long-term  needs. 

Case  review  and  critique.  The  committee 
does  not  see  as  its  function  making  management 
decisions  in  respect  to  individual  cases.  Rather, 
we  have  dealt  with  specific  cases  to  point  out 
inadequacies  and  fragmentation  of  service  and 
certain  pitfalls  of  community-wide  communica- 
tions. A number  have  been  taken  up.  The  fol- 
lowing case  is  one  which  demonstrates  many  such 
gaps.  It  was  discussed  at  length  by  the  commit- 
tee and  prompted  a number  of  changes  in  the 
county’s  abuse  care. 

Report.  A family,  involving  five  small  children  of  a 
schizophrenic  mother,  had  been  known  for  a number  of 
years  to  several  community  agencies.  The  mother  her- 
self had  been  neglected  and  abused  as  a child.  Barely 
able  to  cope  with  her  own  problems,  she  was  living 


with  a paramour  who  had  four  children  of  his  own. 
Most  of  her  own  children  had  been  abused  and  ne- 
glected and  had  been  admitted  to  hospitals  for  failure 
to  thrive,  ingestions,  and  injuries.  Energetic  efforts  by 
many  including  public  health  nurses  and  social  workers 
from  the  protective  division  had  had  little  effect  on  the 
care  of  these  children.  A petition  was  filed,  and  a 
family  court  judge  made  a finding  of  neglect.  The  fol- 
lowing decisions  were  then  made  at  the  court  disposi- 
tional hearing: 

The  three  younger  children  were  transferred  from  a 
temporary  foster  home  to  a permanent  DSS  foster 
home. 

The  two  older  children  were  returned  to  the  mother, 
from  a temporary  foster  home,  conditional  on  the 
mother’s  cooperation  in:  (1)  taking  the  children  to  a 

private  pediatrician  for  periodic  checks  on  their  condi- 
tion, (2)  having  weekly  visits  by  a DSS  worker  to  in- 
spect the  house  and  check  the  children,  and  (3)  con- 
tinuing to  attend  a mental  health  center  where  she  had 
been  seen  repeatedly  in  the  past  regarding  her  own 
problems. 

The  mother  was  granted  permission  to  make  applica- 
tion to  the  court  after  ninety  days  to  request  the  return 
of  the  three  children  placed  in  DSS  foster  homes. 

Follow-up.  After  the  dispositional  hearing,  involve- 
ment by  the  foster  home  worker  continued  for  seven 
months  until  the  worker  left  the  service  when,  because 
of  staff  shortages,  no  reassignment  was  made.  As  a re- 
sult, there  was  no  continuing  assessment  of  the  quality 
of  the  care  being  provided  by  the  mother  at  home. 
The  mother  took  her  children  only  once  to  the  private 
pediatrician  who  had  never  been  previously  involved 
with  this  problem  and,  moreover,  was  not  notified  that 
his  services  were  to  be  sought.  The  mother  made  one 
visit  to  the  mental  health  center  where  she  told  person- 
nel she  wouldn’t  come  under  duress,  that  “everything 
was  all  right”  at  home  anyway,  and  she  never  returned. 
The  center  staff  had  not  been  consulted  in  advance  by 
court  personnel  about  how  they  could  be  most  helpful 
to  the  mother.  Eleven  months  after  the  disposition, 
the  mother  petitioned  the  court  for  the  return  of  her 
children.  The  lawyer  for  the  undercare  division  in- 
quired of  the  DSS  as  to  the  condition  of  home,  mother, 
and  children.  Insufficient  current  information  was 
available,  and,  on  the  pleas  of  the  mother,  the  children 
were  returned  to  their  home.  In  the  committee’s  re- 
view of  the  current  status  of  the  family,  it  was  clear 
that  there  had  been  inadequate  communication  among 
agencies,  virtually  no  change  in  the  family,  and  poor 
follow-up  after  the  court  hearing. 


Changes  recommended.  As  a result  of  the 
case  reviewed  here  and  previous  experience  with 
other  cases,  the  committee  agreed  on  a number  of 
changes  in  the  management  of  cases  which  are 
being  handled  through  protective  action  by  the 
family  court. 

Court  limitations.  The  reporting  source,  in  this 
case  a hospital,  should  not  withdraw  from  further 
involvement  following  testimony  at  the  court 
hearing.  Since  the  final  decision  of  the  judge  may 
not  be  made  until  some  time,  often  months,  after 
hearings,  this  could  easily  happen.  Court  referral 
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should  not  imply  that  all  future  action  is  “up  to 
the  court.”  In  actual  fact,  the  court  does  not  di- 
rectly care  for  children  temporarily  entrusted  to 
it,  nor  is  the  court  omniscient  in  its  ability  to 
make  plans  for  continuing  management  of  diffi- 
cult social  problems.  The  formulation  of  disposi- 
tions following  a legal  judgment  may  be  meaning- 
less without  the  participation  of  agencies  which 
will  assume  ongoing  care  of  the  family  and  the 
child. 

Follow-up  care.  Whenever  possible,  the  origi- 
nal source  of  medical  care  should  be  encouraged 
to  continue  with  the  care  of  parents  and  children. 
Should  the  reporting  and  adversary  proceedings 
have  so  estranged  this  tie,  it  may  be  necessary  to 
transfer  this  responsibility  to  another  resource, 
such  as  a social  agency  or  a physician.  Should 
such  a transfer  be  necessary,  it  is  imperative  to 
make  contact  in  advance  and  discuss  the  case  and 
its  management  in  detail,  and  thereby  obtain  the 
fullest  cooperation  from  the  new  resource  that  will 
be  assuming  care.  Any  arrangement  falling  short 
of  this  almost  assures  a breakdown  in  meaningful 
continuing  therapeutic  assistance. 

Mandating  psychiatric  care.  Psychiatric  care  is 
rarely  helpful  if  involuntary.  Section  251  of  the 
New  York  State  Family  Court  Act  specifies  that 
the  court  may  direct  psychiatric  evaluation  of  the 
parents  of  an  abused  or  neglected  child  at  any 
point  in  the  proceedings.  This  is,  however,  purely 
for  fact  finding.  The  requirement  that  an  indi- 
vidual submit  to  psychiatric  care  in  a meaningful, 
productive,  and  useful  way  is  an  entirely  different 
matter,  and  it  must  be  approached  in  other  ways. 
The  committee  discussed  this  aspect  of  attaining 
psychotherapy  at  length  with  psychiatric  col- 
leagues. They  suggest  that  requiring  psychiatric 
help  must  be  either  omitted  from  planning  discus- 
sions or  made  entirely  voluntarily  and  at  the  will 
of  the  parent  . 

Periodic  case  review.  Had  a planned  follow-up 
review  of  the  family  described  been  made  several 
months  following  disposition,  the  dissolution  of 
the  care  program  would  have  become  apparent 
early.  A system  of  planned  periodic  review  of 
protective  cases  has  now  been  established  with 
face-to-face  meeting  of  the  court  representatives, 
the  DSS  worker,  and  the  reporting  source.  Only 
thus  can  realistic  assessment  be  made  of  progress 
and  the  appropriateness  of  original  recommenda- 
tions. Changes  in  management  in  these  cases, 
just  as  in  all  others,  must  be  made  if  therapeutic 
effect  is  to  be  achieved. 

Future  undertakings 

What  does  our  committee  see  as  its  continuing 
directions  and  objectives  for  the  future?  Without 
doubt  expanded  efforts  toward  community  educa- 
tional programs  are  now  greatly  needed.  Al- 


though many  members  of  the  committee  have 
participated  on  an  individual  basis  in  conferences 
with  schools;  at  hospitals  with  nurses,  physicians, 
and  social  workers;  and  with  interested  groups  of 
laymen,  there  has  not  so  far  been  any  major 
teaching  conference  with  multidisciplinary  partic- 
ipation. Since  the  community-wide  coordinated 
program  has  been  more  clearly  spelled  out  and 
agency  roles  clarified,  management  of  abuse  can 
currently  be  presented  in  logical  and  practical 
fashion.  The  committee  is  presently  completing  a 
set  of  written  guidelines  detailing  the  hows  and 
whys  of  abuse  management  in  Monroe  County. 

Meaningful  and  well-designed  research  has  thus 
far  not  been  possible  owing  to  the  heavy  service 
commitments  of  all  the  organizations  within  the 
care  system.  We  clearly  need  to  have  a full-scale 
review  of  the  effectiveness  of  the  programs  in  the 
past  and,  at  present,  to  measure  the  usefulness 
and  effectiveness  of  various  types  of  intervention. 
The  committee  is  presently  seeking  necessary  fi- 
nancial assistance  for  personnel  specifically  dele- 
gated to  conduct  such  a survey. 

Innovations  of  care  systems  such  as  the  use  of 
day  care  centers,  nonprofessional  family  workers, 
and  parental  self-help  programs  such  as  C.A.L.M. 
and  Parents  Anonymous  may  be  very  useful  and 
truly  therapeutic  endeavors.  The  committee  is 
looking  at  such  programs  as  future  valuable  re- 
sources. 

Many  abuse  cases  occurring  in  rural  counties  of 
the  Upstate  area  are  seen  in  Rochester’s  hospitals. 
Being  geographically  more  remote  and  the  cases 
numerically  less  frequent,  the  care  providers  in 
these  areas  are  often  left  in  a quandry  about  con- 
tinuing management.  The  Monroe  County  com- 
mittee has  indicated  its  willingness  to  provide 
consultative  and  educational  assistance.  We  see 
this  as  a difficult  and  very  important  area  to  be 
reviewed  and  expanded  in  the  future. 

Child  abuse,  unlike  leukemia,  cystic  fibrosis, 
muscular  dystrophy,  and  cerebral  palsy,  does  not 
have  a natural  group  of  concerned  parents  to  act 
as  spokesmen.  The  committee  is  considering 
ways  in  which  such  an  advocacy  group  could  be 
established.  Such  a board  could  serve  an  impor- 
tant function  as  a community  sounding  board  and 
spokesman  for  the  abused  child. 

Comment 

The  adoption  of  universal  mandatory  reporting 
of  cases  of  childhood  abuse  has  resulted  in  a sub- 
stantial rise  in  cases  which  are  reported  in  New 
York  State3  as  well  as  in  other  areas  of  the  coun- 
try. While  more  cases  are  being  identified,  there 
is  no  real  indication  that  the  implementation  of 
protective  services  has  undergone  significant  im- 
provements as  a result.  Paulsen4  emphasized  the 
point: 


2074  New  York  State  Journal  of  Medicine  / August  1 5,  1 973 


Reporting  is,  of  course,  not  enough.  After  a report  is 
made,  something  has  to  happen.  A multidisciplin- 
ary network  of  protection  needs  to  be  developed  in 
each  community  to  implement  the  intentions  of  the 
law.  If  child  protective  services  are  not  available, 
reporters  will  no  longer  report.  The  promise  of  case- 
finding legislation,  such  as  reporting  laws,  is  that 
when  a case  is  found,  something  be  done  about  it.4 
A number  of  authors  have  emphasized  the  need 
for  a well-coordinated  multidisciplinary  approach 
that  stresses  interagency  cooperation.2-5'6  To  the 
same  end,  Simons  and  Downs3  in  discussing  prob- 
lems and  accomplishments  of  New  York  State’s 
reporting  laws,  suggest  that  “better  lines  of  com- 
munication need  to  be  developed  between  medical 
reporters  and  the  social  and  legal  colleagues.”  3 A 
committee  of  agency  representatives  was  formed 
in  Washington,  D.C.,  in  1965  and  is  mentioned  by 
Silver,  Dublin,  and  Lourie,6  but  there  is  no  indi- 
cation that  the  committee  of  itself  made  recom- 
mendations or  established  patterns  of  interrela- 
tionships. Several  cities  have  abuse  committees 
designed  to  make  multidisciplinary  decisions  and 
provide  care,  but  appear  to  be  hospital-centered, 
thus  establishing  a specialized  service.7-9  In  a city 
like  Rochester  which  already  has  a large  number 
of  established  social  service  agencies,  a number  of 
hospitals  where  children  are  treated,  and  many 
programs  with  outreach,  we  feel  that  our  empha- 
sis should  be  directed  toward  coordination  rather 
than  setting  up  another  rather  independently 
functioning  medical  center  activity  in  dealing  with 
child  abuse.  Every  community  is  unique.  Our 
committee  gives  us  an  opportunity  to  work  out 
local  solutions  to  our  own  problems.  Another 
community  may  have  greatly  differing  needs  and 
problems  to  be  solved  in  abuse  and  neglect  man- 
agement. We  feel  the  design  of  this  committee 


provides  a potential  vehicle  by  which  integrated 
and  coordinated  management  may  be  effected. 

Summary 

A group  of  people  representing  medical,  social 
services,  and  legal  resources  dealing  with  the  iden- 
tification, reporting,  protective,  and  legal  aspects 
of  child  abuse  have  been  holding  regular  monthly 
meetings  to  discuss  their  mutual  concerns.  This 
Monroe  County  Committee  on  Child  Abuse  has 
been  successful  in  identifying  interagency  prob- 
lems and  misunderstandings,  discussing  them 
openly  and  constructively,  and  suggesting  ways  of 
improving  care  of  these  complex  cases.  It  pro- 
vides a natural  vehicle  through  which  innovative 
programs  may  be  implemented  in  the  future.  Its 
history,  composition,  and  accomplishments  have 
been  briefly  discussed. 
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Bachelor’s  Disease 

Etiology,  pathology,  and  treatment  of 
spermatorrhea  in  the  nineteenth 
century* 
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University  Northwest 

Of  all  the  diseases  or  derangements  which  affect 
or  which  can  affect  the  generative  organs,  there  is 
none  equal  nor  half  so  bad  as  Spermatorrhoea.  All 
others  together,  or  one  after  another,  in  a continu- 
ous round,  are  not  capable  of  producing — and  never 
have  and  never  can  produce — half  so  much  mischief, 
derangement  and  ruined  health,  as  this  one  evil  of 
Spermatorrhoea  or  involuntary  emission  of  Semen! 

It  is  a direct  draft  upon  the  vital  energies  of  life  it- 
self, destroying  both  body  and  mind  as  it  goes!  And 
the  longer  it  continues,  the  more  difficult  it  becomes 
to  overcome. 

— C.  Bigelow.1 

As  a result  of  such  diverse  factors  as  urbaniza- 
tion, a public  mood  which  was  slowly  changing 
from  supernaturalism  to  secularism,  and  the  in- 
creasing health  demands  of  the  middle  class,  the 
American  physician  in  the  nineteenth  century 
commanded  an  ever-widening  audience  who 
looked  to  him  for  guidance  and  instruction,  and 
who  listened  attentively  to  his  opinions  in  medi- 
cine, morality,  and  in  most  areas  of  intellectual  or 
ethical  inquiry.  Like  the  minister’s  study,  the 
physician’s  consultation  and  examination  rooms 
became  a “sacred”  setting  where  confidential  con- 
versation might  take  place,  and  both  male  and  fe- 
male patients  could  give  vent  to  their  feelings, 
emotions,  fears,  and  anxieties.  Both  sexes  not 
only  sought  a healer  and  uncomplicated  confidant 
in  the  physician,  but  also  looked  to  his  omens  and 
cabalistic  signs  as  a guide  to  future  health  and 

* Prof.  John  S.  Haller,  Jr.,  and  his  wife,  Robin  M.  Haller, 
are  the  authors  of  The  Physician  and  Sexuality  in  Victorian 
America  (Urbana,  Illinois,  U.  of  111,  Press),  which  will  be  pub- 
lished in  the  fall,  1973.  This  article  is  from  the  forthcoming 
book. 


happiness.  And  because  so  many  sought  a moral 
advisor  in  him,  the  physician  found  his  diagnostic 
skills  tied  all  too  frequently  to  the  sword  of  an  aven- 
ging angel,  who  searched  out  the  violators  of 
nature’s  laws,  smiting  them  with  the  physical 
consequences  of  their  crimes.  It  was  in  this  ca- 
pacity, as  guardian  of  individual  and  social  virtue 
that  the  nineteenth  century  physician  tended  to 
devote  so  much  of  his  medical  prognostication  to 
the  sexual  functions  of  the  male.  And  with  the 
possible  exception  of  masturbation,  the  “soul- 
and-body-destroyer”  which  remained  the  single 
most  discussed  problem  in  instructional  books  for 
boys  and  young  men,  spermatorrhea,  first,  de- 
scribed by  French  surgeon  Claude-Francois  Lal- 
lemand  in  his  Des  Pertes  Seminales  Involontaires 
(1836),  was  the  most  frequent  sexual  complaint 
the  physicians  debated. 

Medical  concern  with  spermatorrhea  evolved 
from  that  century’s  obsession  for  the  sanctity  of 
the  male  semen.  Nineteenth  century  opinions  re- 
garding the  source  and  content  of  this  fluid  origi- 
nated in  ideas  which  dated  far  back  to  medical 
ancients  who  believed  that  the  seminal  fluid, 
“cerebri  stillicidium,”  was  a discharge  of  the  brain 
and  spinal  marrow.  Pythagoras  called  semen  the 
“flower  of  the  blood,”  while  Epicurus  looked  on  it 
as  a mixture  of  soul  and  body.  Camus  identified 
semen  as  microscopic  “brains”  which  emanated 
directly  from  the  “great  brain.”  Hippocrates,  on 
the  other  hand,  wrote  that  “the  humours  enter 
into  a sort  of  fermentation,  which  separates  what 
is  most  precious  and  balsamic,  and  this  part,  thus 
separated  from  the  rest,  is  carried  by  the  spinal 
marrow  to  the  generative  organs.”1,2  According  to 
a medical  treatise  published  in  1767,  the  semen 
virile  was  “the  most  elaborate  and  noble  produc- 
tion of  the  whole  body,  except  that  of  the  nerves." 
Borrowing  from  Pythagoras,  the  author  called 
semen  “the  flower  and  choicest  part  of  the  blood 
and  nervous  fluid,”  and  for  that  reason,  suggested 
that  the  male  be  judicious  in  its  expenditure  since 
any  great  evacuation  of  the  fluid  would  cause  a 
corresponding  decline  in  health.'1  While  Aurelius 
Celsus  spoke  of  the  unnatural  or  involuntary  loss- 
es of  semen  as  a wasting  of  the  spine,  an  opinion 
which  became  popular  among  the  farming  dis- 
tricts of  England  in  the  late  nineteenth  century, 
Hippocrates  used  the  term  “tabes  dorsalis”  (spi- 
nal consumption)  to  describe  the  evils  attending 
the  involuntary  loss  of  semen  from  the  body. 
This  disease,  he  surmised,  originated  in  the  spi- 
nal marrow  and  attacked  young  men  whose  libidi- 
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nous  temperament  led  them  to  sexual  excesses. 
Although  no  fever  accompanied  the  disease,  the 
individual  lost  weight  and  pined  away.  Charac- 
terized by  these  earlier  medical  theories,  sperma- 
torrhea, which  included  wet  dreams,  the  loss  of 
semen  through  micturition  or  defecation,  imper- 
fect erections,  premature  ejaculation,  and  impo- 
tency,  was  the  subject  of  the  most  serious  discus- 
sion by  nineteenth  century  practitioners.4 

Although  many  eighteenth  and  early  nineteenth 
century  physicians  diagnosed  the  urethral  dis- 
charge as  a form  of  contagious  clap  and  immedi- 
ately doused  their  patients  with  salvatory  doses  of 
mercury,  Lallemand5  believed  that  many  sufferers 
had  never  experienced  sexual  relations  and  sus- 
pected that  their  peculiar  “seminal  leakage”  re- 
sulted from  the  initial  practice  of  masturbation. 
A large  number  of  young  men  inflamed  their 
minds  by  reading  lascivious  books  and  dreaming 
of  sexual  pleasures.  Having  begun  “self-pollu- 
tion” to  seek  gratification  of  their  morbid 
thoughts,  they  found  themselves  not  only  de- 
manding sexual  relief  during  the  day  but  contin- 
ued relief  at  night.  “Under  both  circumstances,” 
wrote  a physician  in  1845,  “the  gratification  de- 
rived by  contemplating  the  image,  on  the  one 
hand,  and  by  the  physical  excitement,  on  the 
other,  keeps  up  a constant  irritation”  to  the  point 
that  seminal  secretions  became  chronic.  Before 
the  vigilant  parent  or  physician  could  discover  the 
nature  of  the  youth’s  problem,  his  body  would  be- 
come debilitated,  his  sexual  organs  impotent,  and 
both  the  generative  fluids  and  the  vital  forces  of 
the  body  drained  to  such  an  alarming  degree  that 
the  victim  all  too  often  succumbed  to  consump- 
tion, epilepsy,  insanity,  or  an  early  grave.5,6  One 
popular  nineteenth  century  sex  manual  for  young 
men  even  explained  that  the  real  reason  for  Sam- 
son’s weakness  in  the  Old  Testament  story  was 
the  involuntary  loss  of  seminal  fluid  resulting  from 
his  prurient  thoughts  of  Delilah.7 

While  physicians  blamed  masturbation  for  most 
instances  of  seminal  weakness,  many  also  suspect- 
ed that  overindulgence  of  the  sexual  passion  in 
premature  marriage  brought  early  ruin.  “In  pre- 
mature marriages  the  man  generally  suffers  more 
than  the  woman,”  wrote  Calhoun  in  1858, 8 “be- 
cause women  do  not  exhaust  themselves  as  men 
do,  and  preserve  their  health  better.”  Both  Cal- 
houn8 and  Lallemand9  considered  excessive  tea 
and  coffee  consumption  as  contributing  causes  of 
seminal  losses  in  youth.  Others  attributed  sper- 
matorrhea to  the  early  development  of  the  genital 
organs.  Bartholow,10  writing  in  1866,  suspected 
that  prolonged  sitting  in  school  during  the  forma- 
tive years  caused  a morbid  accumulation  of  blood 
in  the  body  trunk  and  consequent  unnatural  de- 
velopment of  the  genital  parts. 

Writers  on  spermatorrhea  warned  against  delay 
in  seeking  medical  attention.  “Whoever  finds 
that  he  is,  even  but  in  the  smallest  degree,  subject 


to  emissions  ...  or  is  even  troubled  with  nightly 
erections  of  the  penis,”  wrote  Bigelow,11  “should 
seek  advice  and  assistance  from  some  good  physi- 
cian, and  that  without  delay.”  Taking  his  cue 
from  a multitude  of  earlier  jeremiads,  Bigelow 
warned  that  untreated  spermatorrhea  caused  a 
weakness  of  the  mind,  and  its  victims  tended  to 
become  dull  and  listless,  substituting  “shadowy 
dreams”  and  “erratic  phantasms”  for  intellectual 
labor.  Taking  less  and  less  interest  in  their  busi- 
ness affairs,  they  found  themselves  becoming  in- 
creasingly tired,  with  poor  respiration  and  irregu- 
lar heart  beat.12  Indeed,  the  medical  prognosis 
for  unattended  spermatorrhea  was  tantalizingly 
macabre,  the  victim  sliding  nightmarishly  from 
one  disaster  into  another.  In  the  early  stages  the 
male  would  complain  of  weakness  and  listlessness. 
Nervous  and  shy,  he  tended  to  avoid  company 
and  conversation.  Soon,  his  complexion  became 
pale,  and  the  patient  showed  signs  of  emaciation. 
These  latter  signs  were  followed  by  dull  pains  in 
the  loins  and  lower  extremities,  fatigue  at  the 
slightest  exertion,  constipation,  watery  eyes,  and 
losses  of  memory.  As  the  seminal  emissions  con- 
tinued, they  were  not  only  accompanied  by  libidi- 
nous dreams  but  by  diminished  erections  and  de- 
creased pleasure.  Ultimately  the  emissions  oc- 
curred without  erection  or  sensation  at  all,  and 
any  attempt  at  normal  intercourse  resulted  in 
impotency. 

The  disrelish  for  society  increases;  dyspeptic 
symptoms  become  more  evident;  inexplicable  pains 
in  all  parts  of  the  body;  the  mind  more  enfeebled 
and  incapable  of  attention;  the  memory  more  falla- 
cious; the  disposition  more  morose;  a general  sad- 
ness, even  to  tears,  upon  trivial  occasions.  The  as- 
pect becomes  dejected;  the  patient  rarely  raises  his 
eyes  from  the  ground,  even  when  addressed;  con- 
scious of  his  wretched  condition,  and  fearful  of  dis- 
covery, he  prefers  solitude,  and  in  many  cases  will 
not  acknowledge  his  affliction,  even  on  the  repeated 
inquiries  of  the  physician.  The  tendency  to  consti- 
pation generally  increases  with  the  disease:  the 

urine  is  passed  more  frequently;  the  genital  organs 
decrease  in  size,  and  denote  feebleness;  the  testicles 
hang  pendulous  in  the  scrotum,  which  is  void  of 
rugae;  erections  after  a time  cease  altogether,  the 
most  exciting  positions  failing  to  produce  them,  or,  if 
produced,  are  so  transient  a nature  that  the  act  can- 
not be  consummated;  debility  and  loss  of  flesh  in- 
crease; severe  headache,  giddiness,  cough,  and  palpi- 
tation are  added  to  the  catalogue  of  symptoms;  and 
the  patient  frequently  wishing  for  death,  without  the 
courage  to  destroy  himself,  exposes  himself  to  dan- 
gers avoided  by  other  men,  trusting  that  chance  will 
accomplish  that  which  he  has  not  the  daring  al- 
though the  desire  to  effect.  At  length,  epilepsy, 
catalepsy,  mania,  or  some  other  disease  of  the  ner- 
vous system,  makes  its  appearance,  and  the  patient 
is  relieved  from  his  horrid  state  of  existence  by  a pre- 
mature death,  the  cause  of  which  had  frequently 
been  entirely  overlooked  by  his  unsuspecting  physi- 
cian.13 
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Lallemand's  theory  of  spermatorrhea  was  not 
confined  to  the  medical  profession  alone.  Almost 
immediately,  sections  of  his  works  were  quoted 
and  misquoted  in  journals,  pamphlets,  newspa- 
pers. and  magazines  throughout  Europe  and 
America.  Spermatorrhea  became  a familiar,  if 
not  a household  word,  with  almost  every  sexual 
hypochondriac  diagnosing  his  real  or  imagined 
generative  problems  in  terms  of  the  alarming  new 
disease.  From  the  professional  medical  journal  to 
the  popular  magazine,  he  could  read  of  the  near- 
epidemic character  of  the  disease  and  find  some 
cure  proportional  to  his  pocketbook  and  as  acces- 
sible as  the  corner  drugstore,  mailbox,  or  local 
nostrum  vendor.  Distraught  males,  believing 
themselves  to  be  victims  of  the  dreaded  disease 
after  having  a single  wet  dream,  wrote  im- 
passioned letters  to  medical  men  and  itinerant 
quacks  who  dispensed  their  miracle  drugs  and  de- 
vices from  basement  or  backyard  laboratories. 
Feeding  on  the  fears  of  an  adolescent  population, 
and  using  every  means  short  of  extortion  to  fleece 
their  victims,  these  self-styled  specialists  in  the 
treatment  of  generative  disorders  plied  their  trade 
with  all  the  righteousness  of  a preacher,  and  of- 
fered cures  at  a “modest”  or  “self-sacrificing” 
price.  Claiming  a humanitarian  desire  to  prevent 
further  misfortune,  nostrum  sellers  encouraged 
thousands  of  young  men  who  were  guilt  ridden 
with  the  horrors  of  their  private  disease,  to  seek 
their  special  services. 

In  many  instances,  the  spermatorrhea  victim 
found  it  easier  to  confess  his  private  habits  to  an 
itinerant  quack  than  to  face  his  family  physician 
with  the  evidence  of  his  sinful  habits.  In  corre- 
spondence with  these  specialists,  letters  which  the 
specialists  inevitably  published  in  pamphlets  de- 
signed to  alarm  the  population  and  advertise  the 
success  of  their  particular  treatment,  the  victims 
usually  admitted  to  self-abuse  and  the  subsequent 
fear  engendered  by  their  first  nocturnal  emission. 
In  addition,  they  sent  urine  specimens  so  that  an 
examination  could  be  made  for  the  presence  of 
semen.  The  patient  was  then  informed  that  he 
not  only  suffered  from  nocturnal  leakage,  by  his 
own  admission,  but  that  his  semen  was  escaping 
diurnally  through  the  urine,  and  that  unless  his 
condition  was  treated  immediately,  his  spinal 
marrow  would  waste  away,  his  brain  would  soften, 
and  he  would  end  his  days  in  an  insane  asylum. 
Struck  by  such  warnings,  patients  willingly  gave 
their  fortunes  in  medical  fees  to  correct  the  prob- 
lem, and  contracted  with  the  specialist  to  supply 
the  proper  amount  of  cure.  One  skeptical  prank- 
ster sent  a phial  of  cider  instead  of  urine  to  a 
quack  and  was  informed,  in  the  most  serious  lan- 
guage, that  it  contained  “a  very  large  proportion 
of  seminal  fluid!”14 

Treatment  for  spermatorrhea  ranged  from  an 
electric  alarm,  which  sounded  under  the  sleeper's 
pillow  when  the  penis  expanded  by  erection  and 


completed  an  electrical  circuit,  to  Lallemand’s 
cauterization  of  the  urethra.  A most  popular  de- 
vice was  the  four-pointed  urethral  ring  consisting 
of  a leather  or  silk  sheath  with  steel  points  turned 
inwards.  The  points  of  the  steel  ring  remained 
flat  against  the  penis  until  erection,  when  they 
arose  and  pressed  against  the  skin  to  awaken  the 
sleeper.  Some  of  these  sheaths  were  secured  by 
small  locks  so  that  the  sleeper  could  not  remove 
them  at  night.  Armand  Trousseau,  1801  to  1867, 
on  the  other  hand,  recommended  the  insertion 
into  the  rectum  of  a wooden  ovoid  cylinder  about 
the  size  of  a pigeon’s  egg,  large  enough  to  com- 
press the  prostate  gland.  The  egg,  worn  both  day 
and  night,  was  not  designed  to  prevent  erection  or 
ejaculation,  but  was  thought  to  redirect  emission 
by  forcing  the  semen  backwards  into  the  blad- 
der.15 Although  the  device  was  more  popular  in 
Europe,  there  were  metal,  rubber,  and  porcelain 
“eggs”  sold  in  the  St.  Louis  area  during  the  1860s 
and  1870s.16  There  were  other  more  barbaric 
mechanisms  which  applied  pressure  to  the  penis 
to  forcibly  prevent  emission.  The  American  liter- 
ary genius  Harris17  in  his  autobiography  men- 
tioned tying  a piece  of  leather  whipcord  around 
his  penis  at  night.  “As  soon  as  the  organ  began 
to  swell  and  stiffen  in  excitement,”  he  wrote,  “the 
cord  would  grow  tight  and  awake  me  with  pain." 
This  device,  wrote  one  medical  writer,  had  as 
much  success  as  stopping  a man  from  vomiting  by 
compressing  his  throat.18  William  Acton,  whose 
study  of  sexual  disorders  received  wide  currency  in 
both  Europe  and  America,  prescribed  a very  sim- 
ple and  inexpensive  procedure  of  tying  a towel 
around  the  waist  with  a large  knot  to  prevent  the 
sleeper  from  lying  on  his  back.  Other  physicians 
contrived  preventives  such  as  tying  the  patient’s 
hands  to  a bedpost,  or  the  use  of  a thin  sheet  of 
lead  spread  over  the  mattress  on  which  was  fas- 
tened a piece  of  wood,  which,  in  turn,  connected 
to  a girdle  about  the  sleeper’s  loins  to  prevent  him 
from  moving  in  bed.19 

Internal  remedial  agents  included  ergot,  (a  pop-  ' 
ular  drug  used  by  physicians  in  the  last  stages  of 
labor  and  by  many  women  to  induce  abortion  in 
the  early  months  of  pregnancy),  for  the  contrac- 
tion of  the  interrachidian  vessels,  quinine,  bro- 
mide of  potassium,  chalybeate  waters,  squills,  dig- 
italis, strychnia  with  iron,  belladonna,  Cimicifuga. 
cannabis  indica,  and  opium.'20  In  addition,  physi- 
cians prescribed  nightly  purging,  injections  of 
tepid  water  into  the  rectum,  draughts  of  unsweet- 
ened gin  in  hot  water,  hemlock  poultices  to  the 
perineum,  strenuous  exercise,  galvanism,  electro- 
magnetism, “electric  baths”  with  static  electricity 
along  the  spinal  column  and  genitals,  and  even 
suction  cups  to  the  perineum  to  draw  blood,  after 
which  the  region  was  blistered  with  canthar- 
ides. 13,21-25 

The  book  written  in  1876  by  a Court  Physician-’ 
was  a typical  example  of  nineteenth  century  med- 
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ical  terrorism.  Although  published  in  London, 
the  book  sold  widely  in  America  and  the  anony- 
mous author  made  frequent  references  to  Ameri- 
can medical  men  and  the  problems  of  their  clien- 
tele. He  began  by  stressing  the  increasing  evi- 
dence of  nervous  and  sexual  exhaustion  among  the 
urban  business  class.  Borrowing  many  of  his 
ideas  from  New  York  physician  George  M.  Beard, 
M.D.,  who  introduced  the  term  “neurasthenia,” 
the  malaise  of  industrially  advanced  civilization 
attributed  to  brain  exhaustion,  to  the  western 
world  in  1869,  the  author  pointed  out  that  brain 
workers  in  the  advanced  countries  of  the  world 
were  now  reaping  the  bitter  harvest  of  youthful 
sexual  excesses  and  overzealous  passions  in  mar- 
ried life.  With  their  systems  already  taxed  by  the 
responsibilities  of  state  and  the  pressures  of  the 
money  market,  they  now  succumbed  to  depres- 
sion, impotency,  and  the  involuntary  loss  of  sper- 
matic fluid.  Supporting  the  thesis  that  the  semen 
was  not  only  a superior  quality  of  nerve  substance, 
but  also  that  its  essence  was  equivalent  to  40 
times  its  weight  in  blood,  the  author  warned  of 
the  disastrous  effects  its  involuntary  leakage 
would  have  on  the  brain  and  spinal  cord.  To  cure 
spermatorrhea,  he  encouraged  cold  bathing,  out- 
door exercise,  wearing  an  urethral  ring,  sleeping 
on  a hair  mattress  with  little  covering  over  the 
genitals,  and  avoiding  erotic  novels  or  dallying 
with  questionable  women.  In  addition,  brain 
workers  were  to  shun  intimate  dinners,  spiced 
foods,  oysters,  and  alcoholic  beverages.  He  also 
prescribed  occasional  intercourse,  which  he  felt 
would  cause  less  depression  than  that  which  fol- 
lowed an  “unnatural”  emission.  As  for  drugs,  he 
prescribed  both  depressants  and  aphrodisiacs.26 
Ultimately,  however,  success  could  only  be  ob- 
tained so  long  as  the  rays  of  the  moon  were  not 
permitted  to  fall  on  the  sleeper!27 

One  of  the  early  efforts  to  reform  the  near  mo- 
nopoly which  medical  quacks  and  nostrum  sellers 
held  on  the  problems  of  sexual  disorders  was  the 
creation  of  philanthropic  organizations  such  as  the 
Howard  Association  of  Philadelphia,  which  at- 
tempted to  communicate  privately  with  the  vic- 
tims of  spermatorrhea.  Believing  that  private 
rather  than  public  agencies  had  the  greater  oppor- 
tunity for  correcting  the  misfortunes  of  the  sexual- 
ly diseased,  the  association  encouraged  persons  to 
write  its  medical  board,  describing  their  condition 
and  history  of  treatment.  With  this  information 
the  directors  of  the  association  promised  to  con- 
sider each  individual  case  and  instruct  the  patient 
with  measures  designed  to  avoid  maltreatment 
from  quacks.  In  addition,  the  directors  promised 
| to  write  out  their  pharmaceutical  prescriptions 
“in  plain  English  ...  in  order  that  [the  victims] 
may  obtain  and  use  the  drugs  themselves,  without 
being  subject  to  the  deceptions  of  druggists,  who 
often  wilfully  mislead  them  in  respect  to  recipes 
which  they  cannot  understand.”28 


During  the  1840s  and  1850s  medical  journals 
carried  numerous  charges  that  physicians  were 
prescribing  illicit  sex  for  unmarried  men  to  pre- 
vent spermatorrhea.  A majority  of  those  who 
spoke  out  felt  that  such  irregular  prescriptions  in- 
fringed on  the  laws  of  religion  and  morality,  and 
demanded  strict  continence  as  the  only  cure  for 
seminal  losses.  Many  physicians,  who  took  seri- 
ously the  early  theories  of  the  nature  and  source  of 
spermatic  fluid,  believed  that  healthy  and  virtu- 
ous men  reabsorbed  the  spermatic  fluid  back  into 
the  system  where  it  not  only  enriched  the  blood 
but  brought  added  vitality  to  the  brain.  “The 
young  man  who  would  secure  the  highest  and  best 
development  of  his  physical  and  intellectual  pow- 
ers,” wrote  the  author  of  one  sex  manual,  “will 
carefully  seek  to  avoid,  as  far  as  possible,  all  loss 
of  sexual  fluid,  either  in  the  form  of  emissions,  or 
even  in  the  form  of  lawful  sexual  intercourse.”29 
Indeed,  many  manuals  referred  to  the  statement 
made  by  Sir  Isaac  Newton  that  he  never  lost  a 
single  drop  of  seminal  fluid.  Harris30  repeated  a 
conversation  concerning  Balzac,  as  told  by  the 
French  poet  and  novelist  Theophile  Gautier  (1811 
to  1872): 

“What’s  the  matter?”  asked  Gautier. 

“Matter  enough,”  replied  Balzac,  “another  master- 
piece lost  to  French  Literature!” 

“What  do  you  mean?”  cried  Gautier. 

“I  had  a wet  dream  last  night,”  Balzac  replied,  “and 
consequently  shall  not  be  able  to  conceive  any  good 
story  for  at  least  a fortnight;  yet  I could  certainly 
write  a masterpiece  in  that  time.” 

Not  all  physicians,  however,  were  inclined  to 
accept  strict  continence.  “If  we  consider  the 
subject  without  reference  to  religion,”  wrote 
Ranking,31  “the  opinion  of  Lallemand  appears  to 
be  rational  that  the  occasional  employment  of  the 
organs  would  conduce  to  their  vigour,  upon  the 
principle  that  a muscular  organ  is  invigorated  by 
moderate  exercise.”31-33  English  physician  Chat- 
to34  was  similarly  inclined  to  discredit  the  moral- 
ists in  this  situation.  “An  organ  unexercised,"  he 
wrote,  “remains  insufficiently  developed,  or  falls 
into  a greater  or  less  state  of  decay  ....  Promis- 
cuous sexual  intercourse  is  only  the  lesser  of  two 
evils  which  the  unfortunate  arrangements  of  soci- 
ety force  upon  us,  and  if  it  is  to  be  sternly  prohib- 
ited, rely  upon  it,  nature  will  find  a substitute  too 
often,  even  though  all  happiness  and  all  moral 
considerations  must  become  eventually  under- 
mined by  the  use  of  such  substitute.”34,35 

The  controversy  over  continence  versus  sexual 
intercourse  as  a cure  for  spermatorrhea,  continued 
well  into  the  late  nineteenth  century.  For  many 
medical  skeptics,  continence  was  productive  only 
of  further  evil  consequences.36  Like  Chatto,  phy- 
sician Dudgeon37  was  inclined  to  look  on  conti- 
nence as  the  actual  cause  of  most  cases  of  seminal 
emissions.  “I  venture  to  say,”  he  wrote,  “that  all 
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surgeons  who  have  had  any  considerable  number 
of  patients  under  their  care  affected  with  seminal 
discharges,  must  have  met  with  some  who  could 
ascribe  their  complaints  to  nothing  but  the  most 
absolute  continence.”  Furthermore,  according  to 
Dudgeon,37  spermatorrhea  victims,  who  accepted 
continence  as  the  first  priority  of  cure,  often  were 
wretched  in  their  rigorous  efforts  to  prevent  recur- 
ring emissions.  By  purchasing  devices  to  prevent 
contact  between  their  genitals  and  their  garments 
while  walking,  tying  their  hands  at  night,  and  in- 
serting wooden  cylinders  in  their  rectum,  they  be- 
came obsessively  morbid  in  their  sexual  fears. 
Some  of  these  victims,  he  wrote,  were  so  con- 
sumed with  guilt  that  they  dreaded  marriage,  or 
even  conversation  with  a member  of  the  opposite 
sex,  for  fear  of  further  endangering  their 
health.37-39  The  following  letter  to  one  of  the 
popular  writers  on  spermatorrhea  is  a good  exam- 
ple of  this  state  of  mind. 

Boston,  Jan.  10,  1845 

Dr.  Bostwick,40 

Dear  Sir: — Oh!  with  what  interest,  and  at  the 
same  time  hopeless  despondency,  I have  read  for 
months  past  your  monthly  reports.  I say  with  inter- 
est, because  I have  need  of  your  services.  Oh!  Sir,  I 
am  in  a terrible  condition.  I am  on  the  point  of  giv- 
ing up  all  hope  of  recovery,  and  dying  the  most  mis- 
erable of  all  deaths  by  my  own  hands.  I cannot  live 
long.  What  shall  I do?  I have  been  troubled  with 
emissions  for  over  four  years.  I am  sad,  lonely,  and 
hopeless.  I have  so  far  continued  to  attend  to  my 
business,  ‘tis  true,  but  oh!  that  I could  adequately 
describe  to  you  my  feelings.  You  would  pity  me. 
My  emissions  take  place  as  often  as  three  times  a 
week,  and  for  the  sake  of  humanity,  if  nothing  else, 
will  you  do  something  for  me?  In  addition  to  the 
emissions,  I am  troubled,  in  urinating,  with  a burn- 
ing sensation  in  the  urethra;  and  on  going  to  stool,  I 
observe  a dribbling  of  semen.  My  appetite  is  tolera- 
bly good  except  when  it  is  destroyed  by  sadness.  I 
am  troubled  with  pain  over  the  eyes,  in  the  back 
part  of  my  head,  in  my  joints,  and  a weakness  in  my 
limbs.  You  cannot  conceive  the  misery  and  deplora- 
ble state  of  my  mind  and  body.  Perhaps  I should 
say  that  the  emissions  sometimes  occur  with  an  erec- 
tion, and  sometimes  without;  sometimes  during  las- 
civious dreams,  and  sometimes  I have  no  recollection 
of  any  dream. 

I have  seen  many  days  and  weeks  that  I did  not 
wish  to  live.  The  emissions  affect  me  more  and 
more.  I feel  prostrated  and  greatly  debilitated,  and 
have  almost  a constant  and  deep-seated  pain  in  the 
space  between  the  anus  and  scrotum,  and  shooting 
through  the  loins. 

I have  been  paying  attention  to  a lady  that  I love, 
and  what  am  I to  do?  Would  it  not  be  insulting  for 
me  to  propose  marriage  in  my  present  condition? 
Would  she  not  feel  imposed  upon?  Oh!  sir,  if  I 
could  but  banish  these  feelings,  and  once  more  be  re- 
stored to  health,  what  is  there  that  I would  not  give? 
I ought  to  have  consulted  some  respectable  medical 
man  long  before,  instead  of  spending  so  much  money 
in  purchasing  quack  nostrums;  but  the  fact  is,  I was 


so  ashamed  of  myself,  that  I never  could  make  up 
my  mind  to  do  it.  This  habit  produces  most  singu- 
lar results,  in  spite  of  one’s  self.  It  makes  a man  a 
great  coward — afraid  even  of  his  own  shadow.  It 
makes  him  feel  that  he  is  the  meanest  of  all  God’s 
creatures,  and  as  though  he  never  again  wanted  to 
look  his  fellow-man  in  the  face.  It  makes  him  shun 
society,  and  lose  all  confidence  in  mankind.  What 
can  be  more  horrible?  Would  to  God  I had  never 
been  born!40 

Ironically,  both  physicians  and  quacks  unani- 
mously agreed  on  the  last  stage  of  treatment  for 
spermatorrhea.  While  they  disputed  the  efficacy 
of  endless  contraptions  designed  to  prevent  semi- 
nal emission  and  while  they  prescribed  a variety 
of  physiologically  antagonistic  drugs  to  bring  the 
system  back  to  normal,  they  nevertheless  recom- 
mended marriage  at  the  completion  of  treatment. 
“After  the  age  of  puberty,”  wrote  Lallemand,  “the 
semen  cannot  be  suspended  or  sensibly  dimin- 
ished without  more  or  less  injury  to  the  health; 
the  accumulation  of  this  fluid  in  the  seminal  ves- 
icles must  naturally  produce  importunate  erec- 
tions, inevitable  relapses,  or  nocturnal  or  diurnal 
pollutions,  all  of  which  cannot  be  prevented  but 
by  sexual  intercourse.”  Only  coitus,  he  advised, 
could  keep  the  patient  in  a healthy  state  of  gener- 
ative normalcy  and  deter  the  “morbid  sensibility 
of  the  organs.”  Marriage  was  the  sole  effectual 
means  of  reforming  the  unnatural  habits  of  the 
male  and  enabling  him  “to  perceive  the  immense 
distance  which  separates  his  melancholy  and  dis- 
gusting pleasures  from  those  naturally  and  physi- 
ologically procured.”13  For  most  medical  practi- 
tioners, the  only  difficulty  lay  in  determining  the 
point  at  which  the  patient  was  ready  for  this  last 
element  of  the  cure.  Most  felt  that  patients  first 
had  to  be  brought  along  through  an  almost  inter- 
minable number  of  treatments  with  drugs,  sexual 
continence,  special  foods,  hair  mattresses,  and  as- 
sorted devices  before  they  could  graduate  to  nor- 
mal intercourse. 

While  marriage  marked  the  end  of  treatment  for 
the  bachelor  victims  of  spermatorrhea,  the  ‘irregu- 
lar’ practitioner  continued  to  treat  numerous  ob- 
structions in  the  patient’s  path. 

Hartford,  Jan.,  1847 

Dr.  Bostwick,41 

Dear  Sir: — About  a year  ago  last  November,  I con- 
sulted you  concerning  my  case  of  nocturnal  emis- 
sions, debility,  etc.,  and  obtained  some  medicines 
which  I took  with  me,  and  after  I had  taken  it  I 
wrote  you  from  New  Orleans;  you  answered  me,  and 
gave  me  a prescription,  and  further  directions,  all  of 
which  I strictly  obeyed.  I have  improved  in  every 
particular;  my  emissions  are  not  so  frequent,  and 
when  they  do  occur,  they  do  not  debilitate  me  so 
much  as  they  formerly  did. 

I came  back  from  the  south  last  spring,  and  called 
on  you  again,  obtained  some  more  medicine,  and  re- 
turned home.  I have  just  finished  taking  the  last 
box  of  pills,  and  am  slowly,  but  decidelv  on  the 
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mend,  with  the  single  exception  of  these  dark  or  blue 
spots  under  my  eyes.  What  is  this?  Is  it  in  the 
blood,  skin,  or  where?  Can  it  be  removed?  I still 
have  emissions,  but  very  seldom.  I do  not  think 
they  hurt  me  now  at  all;  perhaps  they  do  not  occur 
oftener  than  they  would  in  one  who  had  never  been 
addicted  to  the  habit  that  brought  them  on. 

You  recommended  me  the  last  time  I saw  you  to 
get  married;  your  advice  is  good;  I have  not  yet  taken 
it,  but  have  determined  to  do  so  in  the  spring.  I feel 
quite  relieved  from  all  my  former  apprehensions  on 
that  interesting  subject.  I do  not  discover  but  what 
my  erections  are  as  strong  and  healthy  as  they  ever 
were.  I shall  be  passing  through  your  city  in  April 
after  a wife.  The  only  remains  of  my  former  trou- 
bles are  spots  under  my  eyes.  If  I can  get  rid  of 
them  I shall  be  perfectly  happy;  but  they  seem  to 
cling  to  me  like  a guilty  conscience. 

Sex  manuals  for  the  male  identified  these  so- 
called  “plague  spots”  as  the  telltale  evidence  of 
masturbation.  They  were  the  outward  signs  of  a 
morally  bankrupt  individual  and  were  said  to  dis- 
appear only  after  nature  was  convinced  that  the 
masturbater  had  completely  forsaken  his  evil 
habit.  Bostwick41  treated  “plague  spots”  by  pre- 
scribing the  splashing  of  cold  water  on  the  genitals 
every  morning,  sitz  baths,  douches,  a diet  of  fresh 
vegetables  and  fruit,  sleeping  on  a hair  mattress, 
early  rising,  prohibition  of  lascivious  books,  Bible 
reading,  and  the  wearing  of  a suspensory  bandage 
and  bag,  containing  camphor  and  wheat  bran, 
over  the  genitals. 

To  be  sure  there  were  physicians  who  looked  on 
seminal  emission  as  “the  greatest  bugbear  of 
young  men.”42  As  early  as  the  1840s,  Phillips,43 
surgeon  to  Westminister  Hospital,  concluded  that 
spermatorrhea  was  not  nearly  as  serious  as  the 
picture  drawn  by  Lallemand  and  others.  He  be- 
lieved that  the  seminal  discharges  after  puberty 
operated  in  the  same  manner  as  the  menstrual  pe- 
riod and  the  glands  of  Bartholini  functioned  for 
the  female  uterus.  All  three  brought  periodic  re- 
lief to  “embarrassed”  sexual  organs.  Unless  the 
seminal  vesicles  were  relieved  through  normal  sex- 
ual activity  or  unnaturally  through  self-pollution, 
he  wrote,  the  body  would  find  a way  to  eliminate 
the  fluid  through  involuntary  emissions.43-45 
Noted  physician  Blackwell46  was  inclined  to  view 
spermatorrhea  in  a similar  fashion.  In  The 
Human  Element  in  Sex  she  stated  that  both  men- 
struation and  sperm  emission  were  “natural 
healthy  actions  of  self-balance,  and  established  by 
the  economy  for  preserving  the  mastership  of  each 
individual  over  her  or  his  own  nature.”46  She 
i suggested  that  ignorance  on  the  part  of  parents 
l (especially  mothers),  adolescents,  and  physicians 
tended  to  exaggerate  the  consequences  of  this  nat- 
ural function.  Similarly,  Lyman42  stated  that  it 
> was  “perfectly  natural  and  healthy  for  the  fluid  to 
escape  without  the  usual  provocation;”  and  while 
l some  men  could  have  an  emission  of  this  type 
i once  in  two  weeks,  others  might  well  have  several 


in  a week  and  yet  remain  perfectly  healthy.  But 
despite  these  remarks,  self-appointed  guardians  of 
youth  concluded  that  unless  halted  quickly,  sper- 
matorrhea would  act  as  a drain  on  the  male’s  vital 
system,  with  life  and  virility  departing  the  body 
along  with  the  involuntary  escape  of  semen.  Few 
physicians  were  inclined  to  question  the  nature  of 
Lallemand’s  claim,  and  those  who  did  were  for  the 
most  part  unsuccessful  in  placating  the  sexual 
fears  of  worried  parents  and  young  men.  That  a 
healthy  man  could  have  a vigorous  sexual  activity 
in  married  life  without  brain  damage  seemed  to 
matter  little  to  those  whose  minds  were  filled  with 
the  awesome  spectacle  of  destruction  following  a 
single  wet  dream. 

3400  Broadway 
Gary,  Indiana  46408 
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ST/T  wave  changes  is  the  subject  of  a report  by  D. 
Short  ( British  Heart  Journal  34:  377  [April]  1972). 
Such  minor  changes  were  not  observed  in  any  of  200 
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thirty  years.  Two  hundred  and  twenty-five  patients 
were  then  studied  in  the  outpatient  department,  and 
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33.  Lallemand,  C.-F.:  A Practical  Treatise  on  the  Causes, 

Symptoms  and  Treatment  of  Spermatorrhoea,  Philadelphia, 
J.  C.  Churchill,  1853,  p.  327. 

34.  Chatto,  J.:  Continence  not  a preventive  of  spermator- 

rhoea, Lancet  1:  400  ( 1843). 

35.  Dangerfield,  G.  N.:  Spermatorrhoea;  reply  by  Dr. 

Dangerfield  to  Dr.  Bull,  ibid.  1:  398  (1843). 

36.  Bull,  H.  G.:  Continence,  never  the  cause  of  sperma- 

torrhoea, (bid.  1:330(1843). 

37.  Dudgeon,  R.  E.:  Continence  not  a cure  for  spermator- 

rhoea, ibid.  1:  401  (1843). 

38.  Phillips,  B.:  Observations  on  seminal  and  other  dis- 

charges from  the  urethra,  London  M.  Gaz.  21:  456  (1843). 

39.  Lankford,  A.  P.:  Some  practical  suggestions  con- 

cerning spermatorrhoea,  M.  Herald  5:  292  (Dec.)  1871. 

40.  Bostwick,  H.:  A Treatise  on  the  Nature  and  Treat- 

ment of  Seminal  Diseases,  Impotency,  and  other  Kindred  Af- 
fections; with  Practical  Directions  for  the  Management  and 
Removal  of  the  Cause  Producing  them;  Together  with  Hints  to 
Young  Men,  New  York,  Stringer  and  Co.,  1848,  p.  124. 

41.  Ibid.:  p.  78. 

42.  Lyman,  H.  M.,  et  al.:  The  Practical  Home  Physician, 

Chicago,  Star  Pub.  Co.,  1883,  p.  535. 

43.  Phillips,  B.:  Further  observations  on  spermatic  dis- 

charges, London  M.  Gaz.  41:  489  (1848). 

44.  Howe,  J.  W.:  On  the  etiology,  pathology,  and  treat- 

ment of  spermatorrhoea  and  impotence,  M.  Rec.  12:  689 
(1877). 

45.  Ranking,  W.  H.:  Observations  of  Spermatorrhoea,  or 

the  involuntary  discharge  of  the  seminal  fluid.  Lancet  1:  46 
(1843). 

46.  Blackwell,  E.:  The  Human  Element  in  Sex,  London, 

J.  and  A.  Churchill,  1884,  p.  26. 


wave  was  then  measured  for  statistical  correlation. 
Among  those  patients  demonstrating  such  minimal 
changes,  92  per  cent  of  them  had  heart  disease,  and 
coronary  artery  disease  accounted  for  over  80  per  cent. 
In  only  7 per  cent  was  the  cause  of  the  abnormality 
unexplained.  The  high  incidence  of  underlying  cardiac 
disease  thus  strongly  suggests  that  such  minimal 
changes  suggest  underlying  disease,  most  commonly 
coronary  artery  disease  or  ventricular  hypertrophy. 
The  author  emphasizes  caution  in  interpretation  of 
such  minimal  changes  since  not  infrequently  artifacts 
due  to  improper  functioning  electrocardiographic  ma- 
chines may  result  in  similar  abnormalities. 


2082  New  York  State  Journal  of  Medicine  / August  1 5,  1 973 


Havelock  Ellis 


Sexologist  and  voyeur 


JAMES  A.  FITZGERALD.  M.D. 

Watertown,  New  York 

Associate  in  Obstetrics  and  Gynecology,  State  University  of 
New  York  Upstate  Medical  Center;  Clinical  Instructor  of 
Obstetrics  and  Gynecology,  Syracuse  University  Medical 
School 


Literature  will  have  to  await  that  sportive 
scribe,  the  true  hermaphrodite,  before  there  is  en- 
compassed in  one  author’s  texts  all  the  nuances  of 
human  sexuality.  To  date,  the  recordings  have 
been  disparate,  at  times  multifaceted,  more  and 
more  an  unreserved  and  naked  probing,  but  never 
with  a totality  and  completeness  that  comprise 
the  entire  human  experience. 

It  is  evident  that  both  average  and  exceptional 
literarians  are  incapable  of  this  attainment;  Boc- 
caccio, with  a fine  Italian  indirectness,  tells  how  it 
is  in  kind;  Rabelais  emphasizes  the  ludicrous  as- 
pects of  sex;  Shakespeare,  perhaps  insincere,  and 
possibly  homosexual,  in  lines  delightfully  limned 
and  a bit  remote,  describes  in  Ariel  fashion  rem- 
nants of  heterosexual  love.  One  Lawrence  takes 
most  of  us  to  Arabia  when  the  ticket  we  pur- 
chased was  really  for  more  felicitous,  female 
climes.  Another  Lawrence  is  a bit  limited,  telling 
us  of  Lady  Chatterley,  even  though  Dr.  Johnson 
observed,  “Were  it  not  for  imagination,  Sir,  a man 
would  be  as  happy  in  the  arms  of  a, chambermaid 
as  of  a Duchess.”  Joyce  is  unjust  in  almost 
drowning  in  logorrhea,  lust,  and  love.  Robert 
Burns  is  earthy,  Burroughs  the  “ne  plus  ultra”  in 
erotica,  Henry  Miller,  exhaustive  and  exact,  but 
gross. 

On  the  distaff  side,  the  Bronte  sisters  are  ane- 
mic about  sex.  Elizabeth  Barrett  Browning  does 
not  count  all  the  ways.  Simone  de  Beauvoir 
brings  a fine  French  flair  to  her  material,  as  if  the 
subject,  in  perfect  context,  were  intrinsically  and 
exclusively  Gallic;  she  is  even  jolly  about  physical 
love  in  the  geriatric  years.  Sylvia  Plath  tells  only 
of  the  amateur  and  pathologic  features  of  sex;  she 
is  preoccupied  with  embryology.  Joan  Didion  has 
a clinical  harshness  and  despair  and  her  precoital. 


intracoital,  postcoital  tristesse  is  only  one  aspect 
of  the  entity.  Joyce  Carol  Oates  is  sanguineous 
and  with  each  copulation  her  characters  spill  a lit- 
tle blood,  every  hymen  in  eternity  seeming  capa- 
ble of  unlimited  regeneration. 

The  closest  to  the  hermaphroditic  ideal  is  the 
antithetic,  gnome-giant,  mouse-dragon  Havelock 
Ellis.  You  are  aware  that  he  wrote  about  sex,  but 
there  is  abundant  evidence  that  he  was  otherwise 
literary.  When  a young  man,  he  edited  the  Mer- 
maid edition  of  the  Elizabethan  and  Restoration 
dramatists.  He  published  the  first  English  work 
on  criminology  and  was  one  of  the  founding  mem- 
bers of  the  Fellowship  of  the  New  Life,  a group 
that  combined  the  search  for  perfectibility  with 
practices  that  were  more  than  liberal.  The  Fel- 
lowship of  the  New  Life  later  evolved  into  the  bet- 
ter known  Fabian  Society.  As  a critic,  Ellis  was 
perceptive,  recognizing  the  genius  of  Ibsen  and  the 
talent  of  Walt  Whitman  long  before  others  offered 
them  acclaim. 

There  is  hardly  a thesis  on  Havelock,  doctoral 
or  otherwise,  that  does  not  have  the  theme  of  pa- 
rental neglect  in  an  ammoniacal  environment. 
His  father,  a merchant  sea  captain,  was  more  at 
home  abroad  than  in  residence;  his  mother,  more 
excretory  than  affectionate,  is  endlessly  described 
as  bathing  Havelock’s  countenance  in  a urine- 
soaked  diaper  and  emptying  her  bladder  in  his 
presence.  Years  later,  his  sister  Louie’s  comment, 
“She  was  flirting  with  you,”  confirmed  in  his 
mind  that  his  mother  was  capable  of  urinating  by 
appointment.  Scholars  draw  further  Freudian 
conclusions;  so  did  Ellis.  It  is  of  interest  that  no 
one  writing  of  this  is  Oriental,  Arabian,  African, 
or  Caribbean  in  origin,  for  in  these  latitudes  and 
longitudes  people  urinate  on  demand  and  at  will, 
not  by  some  sexual  imperative. 

The  indictment  of  George  Bedborough  on  which 
the  Grand  Jury  returned  a true  bill  on  September 
14,  1898,  reads  . . unlawfully,  wickedly,  mali- 
ciously, scandalously,  did  publish,  sell  and  utter, 
a certain  lewd,  wicked,  bawdy,  scandalous  and 
obscene  libel,  in  the  form  of  a book  entitled  Stud- 
ies in  the  Psychology  of  Sex,  Volume  1:  Sexual 

Inversion,  by  Havelock  Ellis,  in  which  said  book 
are  contained  among  other  things,  divers  wicked, 
lewd,  impure,  scandalous  and  obscene  libels  and 
matters 

If  you  are  to  author  a radical  text  on  the  psy- 
chology of  sex  and  introduce  it  in  an  atmosphere 
of  queenly  Victorianism,  or  if  you  are  to  drop  a 
“bomb,”  society  requires  a knowledge  of  your 
qualifications.  That  you-  are  capable  of  piloting 
the  Enola  Gay  and  that  you  are  politically  moti- 
vated may  suffice,  but  that  Havelock  Ellis  was  an 
authority  on  sex,  with  a broad  range  of  experi- 
ence, is  subject  to  some  question. 

Ellis  stated  that  he  had  recognized  “the  germ  of 
a perversion”  long  before  his  uriniferous  maternal 
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episode.  His  deviation  he  called  “undinism,” 
later  “urolagnia,”  and,  as  one  author  described  it, 
“he  found  sexual  excitement  in  watching  women 
pee”;  not  much  of  an  aberration  and  a flimsy  base 
on  which  to  construct  a “Psychology  of  Sex.” 

In  his  teens,  he  left  England  for  Australia  and, 
while  teaching  at  Sykee  Creek,  forsook  Christian- 
ity for  a new  religion  practiced  in  the  “Temple  of 
Sex.”  This  cult  had  a boldness  that  existed  only 
in  the  mind  of  a very  shy  and  retiring  Ellis.  In 
his  mind’s  eye,  he  was  the  appraiser,  the  voyeur, 
the  disciple  of  all  that  could  be  promulgated  in 
sex,  but  in  actuality  he  was  abstemious.  The  rev- 
elations of  this  creed  were  to  emanate  from  him, 
to  pertain  to  the  all  possible  in  sex;  none  of  the 
commandments  were  to  be  negative.  We  add 
mild  delusion  to  the  “germ  of  a perversion”  in  his 
matrix. 

No  Buddha,  no  Christ,  Havelock  Ellis  was  de- 
ferred in  his  goals.  On  his  return  to  London,  Ellis 
offered  to  edit  the  papers  of  the  late  Dr.  James 
Hinton.  This  worthy  physician,  preoccupied  with 
sex,  had  reached  a personal  compromise  in  the 
philosophy  of  Free  Love.  The  widower  gratefully 
refused  Ellis’  assistance  and  sent  him  packing  in 
another  direction;  he  then  was  sponsored  as  a 
medical  student  at  St.  Thomas’s. 

Twenty-plus  Dr.  Ellis  was  a paradox,  publicly 
the  epitome  of  the  dissolute,  privately  not  partici- 
pating. The  coat  that  Ellis  wore  the  English  peo- 
ple saw  as  garish  and  multicolored  as  Joseph’s, 
but  the  flesh  underneath  was  pale  and  sexless. 
Havelock’s  candle  burned  at  both  ends  but,  vio- 
lating a law  of  thermodynamics,  gave  off  no  heat. 

On  love  and  marriage 

In  addition  to  his  much-maligned  mother,  three 
women  who  figured  to  some  degree  in  his  life  were 
Olive  Schreiner,  Edith  Lees,  and  a Miss  Amy 
Barker-Smith.  If  there  were  others,  Ellis  is  reti- 
cent about  them  and  his  overall  lack  of  accom- 
plishment in  personal,  female  engagements  makes 
unlisted  exposures  unlikely. 

Olive  Schreiner  was  as  libertine  in  principle  as 
Ellis  was  in  print.  He  loved  her,  but  for  what 
purpose  or  intent  is  not  stated.  She  may  have 
been  “la  femme  nouvelle”  in  love,  a very  free  and 
unprincipled  thinker,  but  Havelock’s  pathologic 
shyness  hinted  at  delayed  conquest  or,  even  worse, 
no  conquest;  impotence  is  implied.  As  unconven- 
tional as  Miss  Schreiner  was,  she  found  the  glint 
of  the  deviant  in  Ellis  repugnant.  Bedroom  was 
one  thing,  the  bidet  and  pissoir  another.  Like 
some  of  the  female  gender,  she  was  tolerant  of  the 
anfractuosities  of  others,  but  incomparably  intol- 
erant if  they  involved  herself.  The  affair  was  con- 
cluded; the  score  was  no  intromissions,  no  ejacula- 
tions, a few  errors. 

The  woman  Ellis  courted  and  married  was 


Edith  Lees.  They  met  in  her  role  as  secretary  of 
the  Fellowship  for  the  New  Life,  a circumstance 
that  tells  more  about  love,  sex,  and  marriage  than 
many  volumes;  encounter  is  based  on  proximity. 
In  the  parental  see-saw,  Edith  Lees’  father  nicely 
unbalanced  Havelock’s  mother;  Mr.  Lees  was  a 
deranged,  disturbed  man  who  made  life  very  diffi- 
cult for  his  family.  Unlike  some  couples  who  kiss 
and  tell,  Havelock  listened,  Edith  told,  and  so  at- 
tentive was  Ellis  as  an  audience,  and  so  protract- 
ed at  narration  was  Edith,  that  there  was  little 
time  for  kissing.  Even  granted  the  time,  there 
was  no  notable  inclination  on  the  part  of  either  for 
kissing. 

The  winsome,  exhuberant,  frail,  blue-eyed 
Edith  told  of  male  lovers  and  marriage  proposals 
and  of  her  homosexual  physical  experiences. 
Theirs  was  a grand  meeting  of  minds  on  the  live- 
ly topics  of  the  day,  including  The  Genuineness  of 
Permission,  Free  Love,  The  Spirituality  of  Sex, 
and  Female  Freedoms.  Ellis  had  not  learned  a 
lesson  from  women  attesting  to  liberality  who,  on 
occasion,  practice  the  opposite.  When  the  major 
and  minor  keys  of  his  syllogistic  experience  with 
Edith  led  him  to  the  conclusion  that  they  should 
live  as  lovers,  a pained  Miss  Lees  denied  his  logic. 
They  were  promptly  married  at  the  Paddington 
registry  office. 

To  the  “germ  of  a perversion”  and  the  mild 
delusion  that  constituted  the  man,  there  is  the 
additional  ingredient  of  a reluctant  conformity. 

With  the  cover  on  the  pot,  Dr.  Ellis  within,  and 
the  heat  applied,  nothing  came  to  a boil  but  the 
new  Mrs.  Ellis.  Their  two-weeks’  honeymoon  in 
Paris  included  all  the  sights,  the  museums,  art 
galleries,  and  churches,  but  Ellis  did  not  intro- 
duce his  bride  to  the  anatomy  or  architecture  of 
love;  he  was  serene  enough  in  the  transcendental 
plane  of  a spiritual  union. 

How  serene,  Edith  Ellis  was  yet  to  find  out. 
On  their  return  to  London,  Havelock  retreated  to 
the  sanctuary  of  the  British  Museum  reading 
room  and  Edith  rented  a cottage  in  Cornwall 
which  she  fussed  over  and  prettied  up  in  prepara- 
tion for  her  penman  husband.  Ellis  didn’t  come 
but  an  old  friend,  Claire  from  the  north,  did. 
Shortly  thereafter,  when  Edith  wrote  Havelock 
that  her  relationship  with  Claire  was  assuming  a 
physical  dimension,  the  intent  of  the  letter  being 
that  some  passion  is  better  than  none,  she  was  ap- 
prised of  the  magnitude  of  her  husband;  afar  and 
Olympian,  he  gave  the  affair  his  benediction. 
Women  may  campaign  for  sexual  freedom,  but 
not  all  of  them  take  advantage  of  its  opportuni- 
ties. Ellis  wrote  and  preached  sexual  permissive- 
ness; his  wife  could  practice  it. 

The  issue  was  not  as  serious  as  it  seemed. 
Edith,  no  true  homosexual,  nevertheless  was  not 
sexually  attracted  to  men.  However,  she  thought 
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that  this  type  of  union,  if  appealing  at  all,  could 
best  be  consummated  in  the  ideal  person  of  her 
husband.  Ellis  was  adamant  that  the  spirituality 
of  a union  existed  on  a much  higher  plane  than 
did  the  sexual  aspects.  Hence  the  blessing  for  his 
wife’s  diversion. 

One  year  after  learning  of  Edith’s  extramarital 
activities,  Ellis  became  jealous  of  the  female  me- 
nage a deux.  Fourteen  months  after  his  pax  vo- 
biscum  to  the  Cornwall  duo,  he  asserted  his  mas- 
culinity. On  a fallen  tree  in  Haslemere,  he  kissed 
Miss  Amy  Barker-Smith,  the  young  daughter  of  a 
medical  friend.  Then  he  did  even  better.  He  left 
his  digs  at  Paddington,  which  he  shared  with  his 
sister  Louie,  for  quarters  in  Fountain  Court  coha- 
bited by  a bachelor  friend.  More  than  assertive, 
Ellis  was  declaratory,  and  on  informing  Edith  of 
his  brief  encounter  with  Amy,  Ellis  met  what  was 
unpredictable  to  him:  a terrible,  wifely  rage. 

One  die  cast  was  not  enough  and,  having  dem- 
onstrated his  manhood,  Ellis  thrust  down  the  sec- 
ond; he  entertained  Amy  at  Fountain  Court. 
Considering  the  categories  of  games  that  people 
play,  even  without  knowing  exactly  how  the  dice 


Myocardial  infarction 


Classical  clinical  and  electrocardiogram  features  of 
myocardial  infarction  were  demonstrated  in  3 patients; 

2 males,  sixteen  and  twenty-four  years  of  age,  and  1 fe- 
male, thirty-six.  None  had  any  predisposing  cause  to 
coronary  atherosclerosis,  according  to  D.  Kimbiris,  et 
al.  ( American  Journal  of  Cardiology  29:  724  [May] 
1972).  One  to  three  months  after  myocardial  infarc- 
tion, all  patients  were  studied  with  coronary  cineangi- 
ography, and  all  the  vessels  demonstrated  normal  pa- 
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lay,  but  knowing  Ellis,  the  game  played  here  was 
more  placid  than  climactic. 

Conclusion 

We  arrive  at  some  of  the  components  of  the 
man:  “germ  of  a perversion,”  mild  delusion,  re- 

luctant conformity,  limited  erotic  experience,  and 
no  sexual  prowess.  And  yet  in  Man  and  Woman, 
and  in  Studies  in  the  Psychology  of  Sex,  Ellis  had 
completed  the  most  detailed  treatise  on  sexology 
the  world  has  seen.  In  some  ways  he  was  a Lilli- 
putian, yet  in  stature  was  a Goliath. 

While  we  are  awaiting  the  advantaged  her- 
maphrodite, also  of  literary  bent,  and  the  summum 
opus  on  sex,  this  future  master  or  mistress  can 
ponder  the  variables  of  marriage.  A spouse  can 
be  a detractor.  More  bitter  than  perceptive, 
Edith  Ellis  stated  that  her  conclusion  was  that 
her  husband’s  contributions  on  sex  had  no  scien- 
tific value;  his  achievements  she  relegated  to 
books  like  The  New  Spirit.  An  eccentric  woman, 
with  an  equally  odd,  genius  husband,  she  spoke 
from  experience. 


tency.  Thrombocytosis  might  be  a factor  where  the 
clot  embarrassed  coronary  circulation,  and  subsequent 
to  myocardial  infarction  the  clot  might  be  lysed.  In  the 
female,  estrogen  might  be  considered  a primary  cause, 
as  it  may  result  in  similar  abnormalities  of  platelet 
function.  These  3 cases  add  additional  support  to  the 
contention  that  acute  myocardial  infarction  may  be  en- 
countered in  patients  with  normal  coronary  vessels. 
The  underlying  cause  remains  obscure,  but  it  is  sug- 
gested that  abnormalities  of  platelet  function  might 
play  a role.  Furthermore,  occlusive  disease  of  smaller 
vessels  not  radiologically  demonstrable  may  also  ac- 
count for  subendocardial  infarction. 
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Letters  to  the  Editor 


Hepatic  Metastases 

To  the  Editor:  I read  the  very  interesting  article 

(Ariel,  I.  M.:  Hepatic  metastases  from  rectal  and 

colon  cancers;  treatment  by  infusion  of  5-fluorouracil 
into  umbilical  vein,  New  York  State  Med.  72:  2629 
(Nov.  1)  1972).  We  also  try  the  transumbilical  cathe- 
terization, but  our  experiences  are  not  so  bad.  We  did 
intraportal  chemotherapy  in  53  patients.  Group  1:  33 
patients  with  histologically  proved  hepatic  metastases; 
group  2:  20  patients  without  visible  hepatic  metastases, 
so-called  “prophylactic”  group.  We  got  responses 
compared  to  survival  times,  but  there  are  no  cures  in 
group  1.  (One  patient  is  alive  for  more  than  four 
years.  The  longest  transumbilical  catherization  lasted 
one  and  one-half  years.  Some  of  our  patients  got  more 
than  100,000  mg.  5-fluorouracil). 

What  could  be  the  reasons  for  our  different  results? 
You  mentioned  “faulty  techniques.”  That  is  true. 
The  conditio  sine  qua  non  is  to  put  the  tip  of  the 
catheter  into  the  portal  vein.1-7  Only  by  doing  so  do 
the  chemotherapeutic  substances  get  into  all  parts  of 
the  liver,  following  the  flow  of  the  vena  portae.  We  too 
prefer  5-fluorouracil  but  tried  other  substances  if  the 
oncobiogram — in  vitro  testing — showed  positive  results. 
The  infusions  are  done  intermittently  in  so-called  “se- 
ries”: 10  mg.  per  kilogram  5-FU  within  five  days;  that 
means  four  to  six  hours  per  day.  The  series  are  also 
given  intermittently.  Usually  we  start  the  next  one 
after  a week  of  restoration.  In  the  meantime,  most  of 
the  patients  are  ambulatory  and  stay  only  at  the  hospi- 
tal for  the  infusions.  By  doing  so  we  have  had  neither 
trouble  by  chemical  hepatitis,  colitis  ulcerosa-like 
symptoms,  nor  bleeding  from  the  gastrointestinal  tract. 

Group  2,  the  “prophylactic”  one,  is  of  more  interest, 
I think.  As  you  note,  hepatic  metastases  grow  after 
portal  spread.  Therefore,  it  would  be  logical  to  begin 
intraportal  chemotherapy  as  early  as  possible,  that  is, 
after  a radical  operation  of  gastrointestinal  cancer.8 
Compared  to  such  postoperative  micrometastases, 
clinically  proved  hepatic  metastases  exist  in  the  form 
of  at  least  billions  of  cells.  Most  of  them  are  not  well 
nourished,  neither  by  the  hepatic  artery  nor  the  portal 
vein  but  only  by  diffusion  from  the  surroundings. 

There  could  be  other  reasons  for  the  differences  in 
our  results,  for  instance,  “problems  of  dosage  and 
time.”  We  prefer  intermittent  chemotherapy  to  con- 
tinuous chemotherapy.  By  doing  so,  parts  of  the  most 
endangered  healthy  tissues  can  be  protected.  But  how 
long  do  the  intervals  have  to  be?  In  intraportal  che- 
motherapy using  antimetabolites,  not  the  healthy  cells 
of  the  liver  but  the  stem  cells  of  the  bone  marrow  are 
the  limiting  factors.  We  think  it  depends  on  the  cell 
cycle.6 

But  perhaps  you  know  more  about  these  factors. 
Therefore,  I would  be  pleased  to  learn  from  your  expe- 
riences and  ideas. 


W.  WIRBATZ,  Dr.  Sc.  med. 

Zentralinstitut  fur  Krebsforschung 
1115  Berlin-Buch 
Lindenberger  Weg  80 
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To  the  Editor:  The  behavior  of  metastases  to  the  liver 
from  primary  colorectal  cancers  is  variable.  We  have 
seen  patients  in  whom  the  metastases  were  so  vicious 
as  to  cause  death  within  one  month  and  others  where 
the  patient  continued  to  live  with  his  metastases  for  a 
period  in  excess  of  one  year.  It  is  difficult  to  assess 
gains  obtained  from  any  agent  in  view  of  the  variability 
of  metastases  to  the  liver.  It  is  a well-documented  fact 
that  metastases  usually  reach  the  liver  from  a primary 
colorectal  cancer  via  the  portal  system.  After  the  me- 
tastases have  taken,  they  derive  their  blood  supply 
from  branches  of  the  hepatic  artery. 

Reports  in  the  literature  demonstrate  that  patients 
who  are  untreated  and  who  have  metastases  to  the 
liver  from  primary  colorectal  cancer  will  survive  an 
average  of  nine  months.1  We  have  demonstrated  that 
there  is  no  increased  survival  in  patients  who  are  treat- 
ed by  systemic  5-fluorouracil,  the  drug  being  given  into 
a vein  of  the  extremity.  In  our  experience  also  when 
the  drug  is  given  via  the  umbilical  vein  directly  into 
the  portal  circulation,  the  results  are  similar  to  that 
obtained  when  the  drug  is  given  through  a peripheral 
vein.  This  is  not  too  unexpected  inasmuch  as  the 
blood  supply  to  the  metastases  are  from  the  hepatic 
artery  and  not  from  the  portal  vein.  The  fact  that  our 
results  are  the  same  when  the  drug  is  given  either  via  a 
peripheral  vein  or  portal  vein  can  be  explained  on  these 
bases. 

Dr.  Wirbatz  has  described  33  patients  with  proved 
metastases  to  the  liver  whom  he  has  treated,  and  he 
describes  another  group  of  20  patients  without  evidence 
of  hepatic  metastases,  which  he  calls  “the  prophylactic 
group.”  He  states  that  in  the  first  group  there  are  no 
cures  although  one  patient  has  lived  for  more  than  four 
years.  I would  agree  with  him  and  am  not  too  sur- 
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prised  that  the  patient  has  survived  that  long  a period; 
however,  I would  be  inclined  to  favor  the  vagaries  of 
the  clinical  behavior  of  patients  with  hepatic  metasta- 
ses  rather  than  credit  the  effect  of  the  drugs  per  se. 
He  states  that  the  longest  transumbilical  catheteriza- 
tion which  he  has  observed  lasted  for  one  and  one-half 
years  and  that  some  of  his  patients  have  received  more 
than  100,000  mg.  of  5-fluorouracil.  We  have  not  given 
such  huge  doses,  and  we  do  not  leave  the  catheter  in 
for  so  prolonged  a period.  There  are  no  conclusive 
data  demonstrating  the  best  dose-time  relationship  for 
the  administration  of  a cancer  chemotherapeutic  drug. 
Until  such  data  are  available,  each  physician  must  uti- 
lize the  dose-time  relationship  which  he  finds  most  ef- 
fective. 

We  have  abandoned  the  former  technique  of  giving 
cancer  chemotherapeutic  agents  to  toxicity.  The  com- 
plications are  too  severe  and  the  results  do  not  warrant 
such  massive  doses.  Furthermore,  he  states  that  he 
has  suffered  no  complications  from  this  technique,  but 
he  does  not  mention  the  question  of  infection,  the  possi- 
bility of  thromboses,  or  the  clogging  up  of  the  catheter 
when  left  in  the  umbilical  vein  for  prolonged  periods. 
He  further  states  that  he  prefers  5-fluorouracil  but 
abandoned  other  substances  because  in  vitro  testing  of 
them  did  not  show  favorable  results.  We  attempted 
in  vitro  testing  years  ago  but  have  abandoned  it  inas- 
much as  the  disparity  between  the  in  vitro  testing  of 
cancer  chemotherapeutic  agents  against  different 
tumors  does  not  coincide  with  the  clinical  behavior 
when  the  various  medications  are  given  to  patients. 
We  do  favor  5-fluorouracil  as  the  drug  of  choice  for 
treating  metastases  to  the  liver.  The  regimen  which 
we  have  followed  has  demonstrated  no  superiority 
of  the  umbilical  vein  administration  of  cancer  che- 
motherapeutic agents  over  that  when  the  drugs  are 
given  through  a peripheral  vein.  Good,  and  sometimes 
great,  palliation  can  be  obtained,  but  increased  prolon- 
gation of  life  in  an  average  group  of  patients  has  not 
been  conclusively  demonstrated. 

The  idea  of  administering  anticancer  chemothera- 
peutic agents  into  the  portal  circulation  via  the  umbili- 
cal vein  to  prevent  the  take  of  metastases  is  an  excel- 
lent one.  We  have  demonstrated  in  animal  experimen- 
tation, and  in  preliminary  results  in  human  applica- 
tion, the  protection  offered  by  the  administration  of  ra- 
dioactive isotopes  into  the  pulmonary  circulation  which 
has  offered  a 75  per  cent  protection  against  the  take  of 
Brown-Pearce  rabbit  epitheliomas  in  the  lungs.2  We 
have  also  attempted  in  a preliminary  manner  to  inject 
into  the  portal  circulation  90Yttrium  microspheres  to 
prevent  the  take  of  metastases  to  the  liver.  We  hope 
to  report  upon  this  in  the  future.  We  prefer  the  ^’Yt- 
trium microspheres  inasmuch  as  we  are  introducing 
into  the  peripheral  vessels  spheres  which  are  extremely 
radioactive  and  which  will  deliver  a cancericidal  dose 
of  radiation  to  any  cancer  cells  which  may  be  within 
their  vicinity.  Internal  radiation  would  seem  to  be 
more  feasible  than  cancer  chemotherapeutic  agents  or 
preferably  a combination  of  these  two. 

Our  best  results  have  been  obtained  by  the  continu- 
ous administration  of  a combination  of  5-fluorouracil 
with  90Yttrium  microspheres  given  by  way  of  the  he- 
patic artery.3  We  prefer  the  continuous  intra-arterial 
injection  over  a prolonged  period  and  have  described  a 
small  portable  pump  which  we  have  found  effective  for 
such  a purpose.4  We  do  not  know  the  best  dose  range 
or  the  best  drug.  We  have  utilized  5-fluorouracil  most 


frequently  and  have  recently  experimented  with  an  al- 
kylating agent  having  a half-life  of  four  and  one-half 
seconds  called  CB  1850  which  we  have  obtained 
through  the  courtesy  of  Dr.  Rose  of  Great  Britain. 
(Presented  before  the  63rd  Annual  Meeting  of  the 
American  Association  for  Cancer  Research  1972). 

The  average  survival  of  a series  of  patients  with  me- 
tastases to  the  liver  from  primary  colorectal  cancer 
treated  by  means  of  the  intrahepatic  artery  infusion  of 
5-fluorouracil  and  ^Yttrium  microspheres  has  equaled 
eighteen  months.  This  doubles  that  obtained  on  an 
average  of  patients  treated  by  peripheral  vein  adminis- 
tration of  the  5-fluorouracil.  We  believe  the  hepatic 
artery  is  the  route  of  choice  for  the  administration  of 
anticancer  agents  for  treatment  of  metastasis  to  the 
liver. 

IRVING  M.  ARIEL,  M.D. 

Pack  Medical  Foundation 
139  East  36th  Street 
New  York,  New  York  10016 
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Death  following  electroshock 

To  the  Editor:  I read  with  interest  the  article  “Sud- 

den Death  following  Electroconvulsive  Therapy,”  by  D. 

L.  Weber,  M.D.,  C.  Ruvolo,  M.D.,  and  P.  Cashin, 

M. D.,  New  York  State  J.  Med.  (Apr.  15)  1973.  I was 
reminded  of  2 cases  in  which  I was  involved,  where  I 
was  more  fortunate,  personally,  even  though  the  pa- 
tients were  not. 

The  first  case  involved  a woman  in  her  thirties,  who, 

I felt,  should  have  a course  of  electroconvulsive  therapy 
because  of  depression  which  had  not  yielded  to  other 
methods  of  treatment.  I suggested  electroconvulsive 
therapy,  but  she  and  her  family  refused.  The  next 
day,  while  sitting  in  a chiropractor’s  waiting  room,  she 
suddenly  fell  unconscious,  the  cause  being  a ruptured 
aneurysm  of  a cerebral  vessel.  She  died  several  days 
later. 

The  second  case  involved  a man  in  his  sixties,  who 
was  in  severe  depression,  but  who  had  some  circulatory 
problems,  both  legs  having  been  somewhat  swollen  and 
cyanotic  for  a considerable  period  of  time.  I was  under 
some  pressure  to  treat  him  with  electroconvulsive  ther- 
apy, but  was  too  uneasy  about  the  problems  which 
might  ensue.  I,  therefore,  postponed  giving  him  treat- 
ments. The  day  after  I last  saw  him  and  decided  to 
hold  off,  he  suddenly  died.  The  cause  of  death  was 
sudden  hemorrhage  into  the  pericardial  cavity. 

I am  sure  that,  had  I given  these  2 patients  electro- 
convulsive therapy,  it  would  have  seemed  very  evident 
that  the  vascular  accidents  and  deaths  were  caused  by 
electroshock  therapy. 

JACOB  SIRKIN,  M.D. 

330  East  Avenue 
Newark,  New  York  14513 
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Obituaries 


Carlos  Antolin,  M.D.,  of  The  Bronx,  died  on  June  12 
at  the  age  of  fifty-eight.  Dr.  Antolin  graduated  in  1952 
from  Temple  University  School  of  Medicine.  He  was  an 
attending  physician  at  Prospect  Hospital.  Dr.  Antolin 
was  a member  of  the  American  Academy  of  General 
Practice,  the  Bronx  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hedwig  Alice  Denes,  M.D.,  of  Syosset,  died  on  July  11 
at  the  age  of  fifty-nine.  Dr.  Denes  received  her  medical 
degree  from  the  University  of  Pecs  in  1937.  She  was  a 
member  of  the  medical  staff  in  pediatrics  at  Syosset 
Hospital.  Dr.  Denes  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Angus  Frantz,  M.D.,  of  New  York  City,  died  on  July  16 
at  the  age  of  seventy-eight.  Dr.  Frantz  graduated  in 
1922  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  neurologist  at  The 
Presbyterian  Hospital.  Dr.  Frantz  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Neurological  Association  and 
the  American  Psychiatric  Association. 

Sylvester  John  Hartig,  M.D.,  of  Pelham  Manor,  died 
on  April  19  at  the  age  of  sixty-six.  Dr.  Hartig  graduated 
in  1931  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  emeritus  physician  at  Mount 
Vernon  Hospital.  Dr.  Hartig  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Andrew  Harvey,  M.D.,  of  Morgantown,  Pennsylvania, 
formerly  of  New  York  City,  died  on  July  3 at  the  age  of 
eighty.  Dr.  Harvey  graduated  in  1925  from  the  Univer- 
sity of  Pennsylvania  School  of  Medicine.  He  was  an 
honorary  physician  at  Doctors  Hospital.  Dr.  Harvey 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Theodore  John  Holmlund,  M.D.,  of  Jamestown,  died 
on  July  4 at  the  age  of  sixty-eight.  Dr.  Holmlund  gradu- 
ated in  1929  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  surgeon  at  Jamestown 
General  and  Woman’s  Christian  Association  Hospitals. 
Dr.  Holmlund  was  a member  of  the  Chautauqua  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Dwight  Vincent  Needham,  M.D.,  of  Syracuse,  died  on 
July  5 at  the  age  of  sixty-eight.  Dr.  Needham  graduated 
in  1929  from  Syracuse  University  College  of  Medicine. 
Retired,  he  was  a Diplomate  of  the  American  Board  of 
Radiology  (Diagnostic  Roentgenology),  a Fellow  of  the 
American  College  of  Radiology,  and  a member  of  the 


Radiological  Society  of  North  America,  Inc.,  the  Syra- 
cuse Academy  of  Medicine,  the  Radiological  Society  of 
New  York  State,  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Emmet  O’Rourke,  M.D.,  of  New  York  City, 
died  on  July  3 at  the  age  of  eighty-four.  Dr.  O’Rourke 
graduated  in  1916  from  Fordham  University  School  of 
Medicine.  He  was  a senior  pediatrician  at  St.  Vincent’s 
Hospital  and  Medical  Center  of  New  York.  Dr. 
O’Rourke  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Eric  Carleton  Richardson,  M.D.,  of  New  York  City, 
died  on  July  7 at  the  age  of  seventy-five.  Dr.  Richardson 
graduated  in  1924  from  McGill  University  Faculty  of 
Medicine.  He  was  a senior  ophthalmologist  at  St. 
Clare’s  Hospital  and  an  honorary  associate  ophthalmo- 
logic surgeon  at  New  York  Eye  and  Ear  Infirmary.  Dr. 
Richardson  was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  Floyd  Valone,  M.D.,  of  Jamestown,  died  on  July 
8 at  the  age  of  eighty-seven.  Dr.  Valone  graduated  in 
1913  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  member  of  the  medical  staff  at 
Woman’s  Christian  Association  and  Jamestown  General 
Hospitals.  Dr.  Valone  was  a member  of  the  American 
Academy  of  General  Practice,  the  Chautauqua  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  Xavier  Williams,  M.D.,  of  Clymer,  died  on 
July  14  at  the  age  of  sixty-five.  Dr.  Williams  graduated 
in  1932  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a member  of  the  American  Academy  of 
General  Practice,  the  Chautauqua  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ira  S.  Witchell,  M.D.,  of  The  Bronx,  died  on  July  17  at 
the  age  of  sixty-eight.  Dr.  Witchell  graduated  in  1928 
from  Boston  University  School  of  Medicine.  He  was  an 
attending  otolaryngologist  at  the  Jewish  Hospital  and 
Home  for  the  Aged,  otolaryngologist-in-charge  at 
Montefiore  Hospital  and  Medical  Center,  a consulting 
otolaryngologist  at  Morrisania  City  Hospital,  and  an 
honorary  consulting  otolaryngologist  at  Bronx-Lebanon 
Hospital  Center.  Dr.  Witchell  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  American  Academy  of  Facial  Plastic  and  Re- 
constructive Surgery,  the  American  Geriatrics  Society, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 
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Books  Reviewed 


The  Principles  of  Transurethral  Resection  and  Hae- 
mostasis. By  J.  P.  Mitchell,  T.D.,  M.S.  Octavo  of 
262  pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Cloth,  $25. 

This  text  is  a concise,  clear  elucidation  of  the  practical 
aspects  of  the  “transurethral  resection  of  the  prostate” 
as  practiced  today.  Its  usage  is  aimed  for  the  everyday 
practical  urologic  surgeon,  not  the  “enthusiastic  trans- 
urethral resectionist.” 

In  this  light,  it  can  be  recommended  for  all  students 
and  practitioners  of  urology.  Sidney  R.  Weinberg, 
M.D. 

Bile  Salts  in  Health  and  Disease.  By  K.  W.  Heaton, 
M.D.  Octavo  of  252  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1972. 
Cloth,  $14. 

Dr.  Heaton  is  the  senior  lecturer  in  medicine,  Uni- 
versity of  Bristol,  at  the  Bristol  Royal  Infirmary.  He 
is  a pupil  of  Sune  Bergstrom,  one  of  the  great  contribu- 
tors to  our  knowledge  in  this  field.  Heaton’s  own  work 
on  enterohepatic  circulation  of  bile  salts  has  added  to 
our  understanding  of  the  formation  of  gallstones  and  the 
effects  of  the  bile-salt  binding  agents. 

The  book  opens  with  a fascinating  historical  review, 
followed  by  a concise,  clear  discussion  of  the  chemistry 
of  bile  acids  and  their  conversion  by  enteric  bacteria 
from  primary  to  secondary  forms,  as  well  as  their  conju- 
gation with  glycine  or  taurine  in  the  liver  cells.  The  phy- 
sicochemical properties  of  these  powerful  natural  deter- 
gents is  explained,  with  15  graphic  figures.  The  chap- 
ters on  synthesis,  enterohepatic  circulation,  and  the 
functions  of  bile  salts  are  models  of  clarity.  The  same 
may  be  said  of  chapters  on  bile  salt  deficiency,  toxicity, 
ileal  disease  and  stagnant  loops  affecting  biliary  metabo- 
lism, cholestasis  and  cirrhosis,  cholelithiasis  and  chole- 
cystitis. The  relations  of  biliary  secretion  to  pancreati- 
tis, peptic  ulcer,  sprue,  and  diarrheal  disorders,  colonic 
cancer,  and  hypercholesterolemia  are  briefly  covered,  as 
are  the  changes  in  bile  salt  metabolism  in  hepatitis,  after 
cholecystectomy,  colectomy  or  ileostomy,  and  in  endo- 
crine disease.  Clinicians  dealing  with  vascular  disease 
and  hyperlipoproteinemia  will  find  a sound  discussion  of 
the  conflicting  evidence  in  the  two  chapters  on  diet  and 
bile  acid  metabolism  in  relation  to  cholesterol  metabo- 
lism, and  on  the  effects  of  bile  salt  binding  agents. 

There  is  no  mention  of  the  action  of  detergents,  given 
into  the  blood  stream,  in  evoking  a prompt  rise  in  he- 
patic cholesterol  synthesis  and  in  plasma  lipid  levels. 


This  was  first  shown  by  using  a synthetic  detergent— 
Tween  80.  It  seems  probable  that  the  rise  in  plasma 
cholesterol  in  obstructive  jaundice  and  in  the  hypoal- 
buminemia  of  nephrosis  is  due  to  such  action  of  deter- 
gents. High  plasma  levels  of  bile  salts,  which  are 
detergents,  could  cause  the  prompt  rise  in  plasma 
cholesterol  seen  in  obstructive  icterus,  and  also  cause 
pruritus  as  they  accumulate  in  the  skin.  In  nephrosis, 
the  plasma  fatty  acids,  normally  bound  to  albumin,  may 
circulate  as  sodium  salts,  that  is,  as  soap,  the  classic 
detergent.  This  too  could  stimulate  hepatic  cholesterol 
formation.  Hypoalbuminemia  in  cirrhosis  fails  to  raise 
cholesterol  levels,  since  all  hepatocellular  functions  are 
markedly  depressed.  Animal  experiments,  using  soaps 
and  bile  salts  rather  than  Tween  80,  are  needed  to  clarify 
this  problem.  The  relevant  recent  literature  is  referred 
to  in  the  index  of  Heaton’s  monograph  under  “Pruritus” 
and  “Cholesterol  synthesis”;  “Icterus”  and  “Jaundice” 
are  not  in  the  index. 

This  work  can  be  highly  recommended  to  practitioners 
and  specialists  in  various  fields,  including  abdominal 
surgery.  William  Dock,  M.D. 

Adverse  Drug  Reactions.  Their  Prediction,  Detec- 
tion and  Assessment.  Based  on  a Symposium  orga- 
nized by  the  Association  of  Medical  Advisers  in  the 
Pharmaceutical  Industry.  Edited  by  D.  J.  Richards, 
M.B.,  and  R.  K.  Rondel,  M.B.  Octavo  of  182  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Cloth,  $13. 

This  book  is  based  on  the  symposium  of  medical 
advisors  of  the  pharmaceutical  industry  which  was  held 
at  the  Royal  College  of  Physicians,  in  London,  May, 
1971.  The  book  encompasses  studies  used  in  prediction 
of  adverse  reactions;  toxicology,  animal  and  clinical 
pharmacology,  and  early  or  late  teratologic  effects.  The 
adverse  reactions  of  our  tremendously  potent  drugs, 
some  seriously  toxic  and  even  lethal  reactions,  plus  the 
therapeutic  bias  of  individual  physicians  is  considered. 
The  primary  objective  of  monitoring  for  adverse  reac- 
tions of  identifying  and  establishing  at  the  earliest  possi- 
ble moment,  liability  not  detected  by  clinical  trials,  is 
presented.  The  early  limited  animal  testing  by  phar- 
maceutical houses,  localized  hospitals,  and  eventually 
international  hospitals  and  universal  physicians  partici- 
pation is  revealed.  Twelve  countries  now  participate. 
The  participation  of  WHO  is  also  discussed. 

This  book  is  of  value  to  anyone  who  is  interested  in  the 
use  of  drugs.  It  behooves  our  colleges  and  hospitals  to 
have  it  in  their  libraries.  Bernard  Seligman,  M.D. 
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Analgesics 

Darvocet-N  (Eli  Lilly  & Company) 2038 

Percodan  (Endo  Laboratories)  2034.  2035 

Antibiotics 

E-Mycin  (Upiohn  Company) 2nd  cover 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 2019 

Diagnostic  instruments 

Duodenofiberscopes  (Olympus  Corp  of  America  Inc  ) . 2025 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories)  2028.  2029 

Hormonal  nutritional  supplements 

Testand-B  (Geriatric  Pharmaceutical  Corp  ) 2023 

Intestinal  antispasmodics 

Kinesed  (Stuart  Pharmaceuticals) 2020.  2021 

Sedative  barbiturates 
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T ranquilizers 

Mellaril  (Sandoz  Pharmaceuticals)  4th  cover 


PHYSICIANS  WANTED 


INTERNIST  FOR  MEDICAL  GROUP,  SUBURB  NEW  YORK  CITY  INI 
tial  contract  leading  to  partnership  Starting  salary  $30,000  with  the  possi- 
bility of  additional  income  Include  complete  curriculum  vitae  in  reply 
Dept.  282,  c/o  NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  OR  BOARD  CERTIFIED. 
Wanted  for  part-time  work  in  voluntary  hospital  in  N.Y.C.  Evenings  and/or 
week-ends.  Dept.  337,  c/o  NYSJM. 


SURGEONS— THREE:  U.S.  PUBLIC  HEALTH  SERVICE  HOSPITAL. 

Bav  Street  and  Vanderbilt  Ave.,  Staten  Island,  N.Y.  10304.  Phone  (212) 
477-3010,  ext.  214  or  631. 


PATHOLOGY— ONE:  1ST  YEAR  RESIDENT  AT  U.S.  PUBLIC  HEALTH 
Service  Hospital,  Bay  Street  and  Vanderbilt  Ave.,  Staten  Island,  N.Y.  10304. 
Phone  (212)  447-3010,  ext.  214  or  631. 


EXPANDING,  SMALL.  FULLY  ACCREDITED  GENERAL  HOSPITAL  IN  A 
beautiful  rural  setting,  needs  a physician  interested  in  general  medicine,  pedi- 
atrics, and  do  family  practice.  Privileges  available  on  active  medical  staff 
along  with  office  facilities  with  built-in  practice.  Please  send  resume  with 
educational  background,  training  and  experience  in  first  letter.  Community 
Hospital,  Stamford,  New  York  12167. 


PHYSICIANS  WANTED— CONT  D 


IMMEDIATE  OPENING  FOR  GENERAL  PRACTITIONER.  CRO  L 
need  for  physicians  willing  to  assume  very  busy  private  practice.  Modern  U 
equipped,  76-bed  community  general  hospital,  fully  accredited,  serving  a 
of  30,000,  centrally  located  in  the  heart  of  the  lovely  Finger  Lakes  Regi  yj 
Western  N.Y.  Suitable  office  facilities  can  be  arranged  near  hospital  a 
nearby  communities.  Several  general  practitioners  now  in  late  sixties  r M 
to  reduce  practice  prior  to  eventual  retirement  which  offers  excellent  o r-  | 
tunities  in  pediatrics,  ob/gyn  and  family  medicine.  Hospital  will  guar  « 
first  year  income  by  negotiation.  Contact  Wayne  A.  Manson,  Admin  ^ 
Davenport  Memorial  Hospital,  Box  350,  Bath,  N.Y.  (607)  776-2141. 


CHIEF  OF  MEDICINE:  FULL  TIME  POSITION  IN  GROWING  HOSP  L 
in  metropolitan  area  between  New  York  and  Philadelphia.  Affiliated  t 
Rutgers  Medical  School.  Board  certification  or  eligibility  required.  Exc<  it 
salary,  fringe  benefits  and  career  opportunity.  Send  resume  to  Dept,  i 
c/o  NYSJM. 


PRACTICES  AVAILABLE 

— 

FOR  SALE:  NORTH  FORK,  L.I.  MODERN,  COLONIAL  HOME.  OF  CE 
attached,  11  rooms,  2-car  garage;  water  front;  large  wooded  plot.  W'ell  < IM 
lished  general  practice;  also  specialties  in  great  demand.  Expanding  1 m 
tal  in  town;  great  place  to  work  and  play;  retiring.  Dept.  338,  c/o  NYSJM 


PRACTICES  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIFIED.  SEEKS  PARTNERSHI  R 
individual  practice.  New  York  and  New  Jersey  license  Dept  215  /o 
NYSJM 


POSITIONS  WANTED 


INTERNISTS  (2)  NOW  COMPLETING  SUBSPECIALTY  TRAINI>  L\  , 
hematology  and  cardiology,  desire  affiliation  with  group  or  hospital.  Di- 
versity trained.  LTpstate  New  York  area  preferred.  Available  July  M • 
Dept.  341,  c/o  NYSJM. 


PHYSICIAN;  LICENSED  N.Y.  AND  VERMONT.  TRAINED  INTE  Ai.. 
Medicine  and  Psychiatry  seeks  week-end  work;  Family  Practice  or  Spe  ty 
Utica,  Albany,  or  Syracuse  areas.  Dept.  339,  c/o  NYSJM. 


G.P.  AGE  65.  HEALTHY.  WISHES  TO  SEMI-RETIRE  IN  MANHA  V j 
starting  January  1974.  Would  take  part  time  job  or  would  work  wi  rr- 1 
other  doctor  alternate  months.  Dept.  340,  c/o  NYSJM. 


UROLOGIST:  AGE  30,  UNIVERSITY  TRAINED.  MILITARY  OBLIG.-  (» 
completed,  married.  Seeks  association  leading  to  partnership,  or  soli 
tice.  Available  July  1974.  Mark  Fagelman.  M.D.,  55  Revmont  Ave  > 
N.Y.  10580. 
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Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


BUY 

SAVINGS  BONDS 


VSCELLANEOUS 


>l.s  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC- 
1 sful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
■ ails.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
> 5-2943. 


* k estate  for  sale  or  rent 


0 

c 

I 


SALE.  FIVE  FLOOR  BROWNSTONE  IN  MURRAY  HILL  SECTION 
lanhattan.  Complete  medical  full  floor;  complete  residential  floor.  Call 
2-2154. 


TRAINED  MEDICAL  ASSISTANTS 


to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 


Mandl  School  254  T2i52)  I^N10019 

175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
_ EST  1924 — Licensed  bv  the  New  York  State  Educ.  Dept.  _ 


real  estate  for  sale  or  RENT— CONT'D 


L.L  MINI  ESTATE.  IDEAL  LOCATION  FOR  HOME  AND/OR  PROFES- 
sional  building.  Custom  built.  Top  construction;  beautifully  landscaped; 
approx.  1*2  acres;  adjacent  State  Park.  Summer/winter  sports;  walk  to 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
Also  appraised  contemporary  and  antique  furniture,  art,  collectors  items;  noth- 
ing cheap;  good  value.  Cash/carry.  (516)935-2083. 


KATONAH,  WESTCHESTER  COUNTY,  N.Y.  OUTSTANDING  OPPOR- 
tunity!  Long  established  and  fully  equipped  medical  group  building,  plus 
2-story  garage  with  4 room  income  apartment.  Central  location,  2 blocks 
from  Penn  Central  Railroad.  Ample  off-street  parking.  Brochure  on  request. 
$125,000.  A.E.C.  Realty,  Route  35,  South  Salem,  N.Y.  (914)  763-3149. 


DOCTOR'S  COMPLEX:  BLOCKFRONT  17  TO  18  STS..  3RD  AVE.  ONE 
block  from  5 hospitals.  Professional  offices  in  newly  erected  31-story  building, 
occupancy  September;  9500  sq.  ft.  Perfect  for  medical  group.  Will  build  to 
suit.  Goodstein  Management  Co.,  4 Park  Ave.,  N.Y.C.  10016.  Martin  Good- 
stein,  (212)  532-9550. 


zy2  ROOM  SUITE  AVAILABLE  IN  DOCTOR-OWNED  PROFESSIONAL 
building.  New  Rochelle,  N.Y.;  480  sq.  ft.  @6.50/sq.  ft.  includes  gas,  electricity, 
cleaning  and  parking.  Dept.  342,  c/o  NYSJM. 


FOR  SALE:  ROSLYN  ESTATES,  L.l.  CUSTOM  RANCH  HOME/OFFICE, 
built  1961,  brick  & shingle;  V2  acre  beautifully  landscaped.  Office:  4 rooms, 
bath,  separate  entrance.  House:  8 rooms  (3  bedrooms),  2 baths.  All  air 

conditioned,  soundproof,  automatic  humidifier  & garage  door.  Includes 
appliances,  carpeting,  draperies,  extras.  $128,500.  Call  (516)  621-9270. 


EAST  ISLIP— MOORINGS.  ADMIRE  YOUR  YACHT  FROM  THE  BAY 
window  of  this  magnificent  colonial  home.  Rear  connected  to  Wild  Life  Pre- 
serve. Sauna,  2 dens,  4 bedrooms,  2Vi  baths,  intercom,  underground  sprin- 
kler system,  circular  driveway,  2-car  heated  garage,  wall/wall  carpeting 
throughout.  All  amenities.  Value  in  upper  $90’s.  Sacrifice  at  $85,000. 
Owner  moving  to  Florida.  31  ft.  glass  cruiser  also  available.  Call  owner  at 
(516)  277-1004. 


GREAT  NECK,  LAKE  SUCCESS:  ORIGINAL  OWNER  FOR  THE  FIRST 
time  offers  magnificent  split  level  in  most  desirable  lake  area.  On  cul-de-sac, 
beautifully  landscaped;  adjoins  state  forest,  insuring  complete  privacy.  Fea- 
tures: Living  room,  library,  dining  room,  beamed  cathedral  ceiling,  central 
a/c,  3 bed-rooms  plus  maid's  quarters,  4 baths,  impressive  den.  wet  bar,  wood 
burning  fireplace,  redwood  deck,  slate  patio,  awning,  burglar  and  fire  alarms, 
new  kitchen  appliances,  newly  decorated,  many  extras,  built-ins,  underground 
sprinklers.  Golf,  tennis  and  pool  privileges.  Move-in  condition.  $159,500. 
Principles  only.  (516)  482-4999. 
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A lot  of  people  don’t 
buy  U.S.  Savings  Bonds 
because  they  think  it 
takes  them  10  years 
to  mature.  Take  another 
look.  The  old  green  Bond 
ain’t  what  it  used  to  be. 
Now  Bonds  mature  in 
less  than  6 years. 

That’s  one  reason 
Bonds  are  so  popular 
nowadays.  They’re 
simple  to  buy,  and  one 
of  the  surest  ways  to 
build  a nest  egg  for 
something  (or  someone) 
special. 

U.S.  Savings  Bonds. 
Maturity  at  5 years, 

10  months.  If  you  don’t 


want  to  use  that  money 
right  away,  there’s 
a 10-year  extension 
privilege.  Either  way, 
you’ll  find  that  Bonds 
mature  at  just  the  right 
age  for  you. 


mj^pierka. 


Bonds  mature  in  less  than  six  years. 

Now  E Bonds  pay  5'A%  interest  when  held  to  maturity 
of  5 years.  10  months  (4%  the  first  year).  Bonds  are 
replaced  if  lost,  stolen,  or  destroyed.  When  needed  they 
can  be  cashed  at  your  bank.  Interest  is  not  subject  to 
state  or  local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption. 


©€> 


The  U S.  Government  does  not  pay  for  this  advertisement. 
M i*  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 


2092 


WHAT 


in  medicine 


NEW  YORK  STATE 


September  1-15,  1973 


CONTENTS 


New  York  City  Area 

Future  Events 

New  York  State 


Albany  County  .... 

Buffalo  Area 

Lake  Placid  

Plattsburgh 

Suffolk  County  .... 
Westchester  County 


2,  6 

. .6 


3 

3 

5 

5 

5 

7 


SPECIALTY  INDEX 


Basic  Science  5 

Cancer 4 

Cardiology 2,  5,  7 

Family  Practice 

Medicine 2,  3,  4, 

Neurology  

Obstetrics/Gynecology 

Pediatrics 2,  3, 

Psychiatry 2,  5, 

Radiology 

Surgery  


AAMA  (Queens  Chapter)  2 

— 

Preceptorships 5 


Physicians’  Placement  7 

Telephone  Lecture  Network 3 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 


Mrs.  Evelyn  G.  Clark,  Editor 

E.  S.  Dombrowski,  Business  Manager 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 


WGO-1 


August  1 5,  1 973  / New  York  State  Journal  of  Medicine  2093 


FRIDAY,  SEPTEMBER  7 


NEW  YORK  CITY  AREA 


WEDNESDAY,  SEPTEMBER  5 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

PREDICTION  AND  PREVENTION  OF 
CORONARY  ARTERY  DISEASE 

MARTIN  N.  COHEN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 % hours  AAFP 


September  5,  1973  / April  10,  1974 

8:00-10:00  p.m.,  Wednesdays 

New  York  Medical  College 

Division  of  Continuing  Education 
Department  of  Psychiatry 
Fifth  Avenue  at  106th  Street 

PSYCHIATRY:  REVIEW  AND  RECENT 

ADVANCES 

Under  the  direction  of: 

ALFRED  M.  FREEDMAN,  HAROLD  I.  KAPLAN,  and 
BENJAMIN  J.  SADOCK,  M.D.'s 

FEE:  $500  (Registration  Limited) 

Contact  Dr.  Sadock  at  the  above  address. 


THURSDAY,  SEPTEMBER  6 

9:00-1 1:00 p.m. 

The  Bronx  County  Medical  Society  and 
Albert  Einstein  College  of  Medicine 

The  Forchheimer  Building,  1st  floor  lecture  hall 

1300  Morris  Park  Avenue 

Bronx 

VENEREAL  DISEASES  RESURGENT: 
ADVANCES  IN  THERAPY 

JOHN  McCAHAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  Category  1 AAFP 

Contact  Mrs.  Frieda  Fagin,  Office  of  Continuing  Education, 
Albert  Einstein  College  of  Medicine,  1300  Morris  Park 
Avenue,  Bronx,  N.Y.  10461.  Tel.  212/  430-2822 


8:30  p.m. 

The  American  Association  of  Medical  As- 
sistants, Queens  County  Chapter 

Medical  Society  of  the  County  of  Queens 
1 1 2-25  Queens  Boulevard 
Forest  Hills,  Queens 

FIRST  FALL  MEETING 


September  10  / December  17,  1973 

8:00  / 10:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

ANALYTICALLY  ORIENTED  GROUP 
PSYCHOTHERAPY 

AARON  STEIN,  M.D.,  and  Faculty 
FEE:  $200 


September  11,  1973  / June  25,  1974 

11:00  a. m. -12:00  noon, Tuesdays 

Downstate  Medical  Center 

Conference  Room  B Building,  7th  Floor 
Kings  County  Hospital  Center 
451  Clarkson  Avenue 
Brooklyn 

CLINICAL  PEDIATRICS 

DORIS  H.  MILMAN,  M.D.,  with  the  Faculty  of  the  Depart- 
ment of  Pediatrics 

Contact  Dr.  Milman  at  the  Downstate  Medical  Center.  450 
Clarkson  Avenue,  Brooklyn,  N.Y.  11203.  Tel.  212/ 
270-1625. 


September  11,  1973  / March  26,  1974 

8:00-10:00  p.m., Tuesdays 

New  York  Medical  College 

Division  of  Continuing  Education  Department  of  Psychiatry 
Fifth  Avenue  at  106th  Street 

BASIC  NEUROLOGY  FOR  PSYCHIATRISTS 

Under  the  direction  of: 

GEOFFREY  F.  OSLER,  M.D. 

FEE:  $500 

Contact:  BENJAMIN  J.  SADOCK,  M.D.,  at  the  above 

address. 
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September  13,  1973  / June  27,  1974 

11 :00  a. m. -12:00  noon,  Thursdays 

Downstate  Medical  Center 
Conference  Room,  B Building,  7th  Floor 

Kings  County  Hospital  Center 
451  Clarkson  Avenue 
Brooklyn 

ADVANCES  IN  PEDIATRICS 

DORIS  H.  MILMAN,  M.D.  with  the  Faculty  of  the  Depart- 
ment of  Pediatrics  of  the  Downstate  Medical  Center. 


September  13  / December  13,  1973 

7:00-8:30  p.m.,  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
622  West  1 68th  Street 

COURSE  IN  THE  RADIOLOGY  OF 
BONES  AND  JOINTS 

Under  the  direction  of 

FRIEDA  FELDMAN,  M.D. 

Associate  Professor  of  Radiology 


September  14,  1973  / May  24,  1974 

1:00-4:00  p.m.,  Fridays 

Downstate  Medical  Center 

Department  of  Radiology 
The  Long  Island  College  Hospital 
340  Henry  Street 
Brooklyn 

PHYSICS  OF  RADIOLOGY  AND 
RADIOISOTOPE  RADIATION 
(Introductory  Course) 

ROBERT  L.  PINCK,  M.D.,  VITO  FODERA,  M.D.  with  G. 
SHAPIRO,  M.S. 

To  register,  contact:  Mr.  Vito  Fodera,  at  the  above  ad- 

dress. Tel.  212/  780-1611. 


ALBANY  COUNTY 


September  21  / 23,  1973 

The  Center  for  the  Study  of  Aging,  Inc.,  with 
the  President’s  Council  on  Physical  Fitness  and 
Sports;  American  Association  for  Health, 
Physical  Education,  and  Recreation;  Institute 
of  Man  and  Science;  National  Graduate  Uni- 


versity; and  the  National  Council  on  the  Aging, 
Inc. 

Institute  of  Man  and  Science 
Rensselaerville 

FITNESS  AFTER  FIFTY 

A weekend  Seminar  with  workshops,  demonstrations,  na- 
tional leaders  on  improving  physical  and  mental  fitness, 
diet  and  health. 

Address  inquiries  to:  Mrs.  Sara  Harris,  Secretary,  Center 

for  the  Study  of  Aging,  Inc.,  706  Madison  Avenue,  Albany, 
N.Y.  12208.  Tel.  518/462-1331. 


BUFFALO  AREA 


PROGRAMS  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  Program  in  Continuing  Medical  Education  sponsors  the 
Physicians  General  Interest  Series  of  programs  broadcast  on 
the  Telephone  Lecture  Network  of  the  Lakes  Area  Regional 
Medical  Program.  The  Network  reaches  hospitals  and  other 
facilities  in  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  Allegany  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania.  Currently,  the  Network  also 
reaches  some  hospitals  in  the  peninsular  area  of  Ontario. 

The  Physicians  Series  is  presented  at  1 1 :30  a.m.  on  Tuesdays. 
The  following  programs  will  be  heard: 

September  18 

Bedside  Evaluation  of  Fluid  and  Electrolyte 
Imbalances  (Millard  Fillmore) 

ROBERT  W.  SCHULTZ,  M.D. 

September  25 
Vulvovaginitis 

VINCENTJ.  CAPRARO,  M.D. 

October  2 

To  be  announced 

October  9 

Diuretics  in  Pregnancy 

NORMAN  G.  COUREY,  M.D. 

October  16 

Millard  Fillmore  Staff  Meeting 

October  23 
Rheumatism 

EDWARD  MARINE,  M.D. 

October  30 

The  Dying  Patient 

JOHN  G.  ROBINSON,  M.D. 
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November  6 

Common  Infections 
(Family  Practice  Center) 

JOSEPH  MATTIMORE,  M.D. 


November  13 
Saline  Abortions 

THEODORE SCHULMAN,  M.D. 


November  20 

Millard  Fillmore  Staff  Meeting 
November  27 

The  Problem  Oriented  Medical  Record 

GREGG  SWIFT,  M.D. 


December  4 
TBA 


December  1 1 

Managing  Maturity  Onset  Diabetes 
(Pfizer  Lecture) 

CHARLES  R.  SHUMAN,  M.D. 

Temple  University 


December  18 

Millard  Fillmore  Staff  Meeting 

A monthly  series  of  programs  on  Cancer  sponsored  by  the 
Roswell  Park  Memorial  Institute  is  presented  the  third 
Wednesday  of  each  month  under  the  direction  of  GERALD 
P.  MURPHY,  M.D.  The  Fall  series  consists  of  the  following: 


September  19 

Advances  in  the  Treatment  of  Leukocyte 
Transfusion — Its  Value  in  Cancer  Chemo- 
therapy 

E.  HENDERSON,  M.D. 


October  17 

Immunotherapy,  Present  Status  and  Ap- 
plications 

E.  KLEIN,  M.D. 


November  21 

Progress  in  the  Treatment  of  Head  and 
Neck  Cancer 

D.  P.  SHEDD,  M.D. 


State  University  of  New  York  at  Buffalo 
School  of  Medicine  (Continuing  Medical 
Education) 

Building  F Main  Street  Division 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  716/831-5526 


SCHEDULE  FOR  FALL  1973 


September  6 

Arrhythmia  Workshop 

The  Executive  Motor  Inn 
JULES  CONSTANT,  M.D. 


October  2 & 3 

Sexual  Attitude  Reassessment 

Sheraton  Inn — Buffalo  East 
NORMAN  G.  COUREY,  M.D. 


October  11  & 12 

The  Future  Role  of  the  State  Hospital 

The  Executive  Motor  Inn 

JACK  ZUSMAN,  M.D.  with  E.  F.  BERTSCH,  B.  KOREN 


October  25 

Medical  Horizons:  Hypertension 

Roswell  Park  Memorial  Institute 
CHARLES  M.  ELWOOD,  M.D. 


October  29  / 31 

Fifth  Buffalo  Conference  on 
Computers  in  Clinical  Medicine 

ELEMER  R.  GABRIELI,  M.D. 


October  30  / November  6 

Today’s  Management  in  Pulmonary  Disease 

Mercy  Hospital 
JOHN  W.  VANCE,  M.D. 


November  15 

Evolving  Patterns  in  Community  Health 

Statler  Hilton  Hotel 
HENRY  P.  STAUB,  M.D. 


December  4 & 5 

Gynecologic  Surgical  Techniques 

Sisters  of  Charity  Hospital 

DAVID  H.  NICHOLS  and  VINCENT  J.  CAPRARO,  M.D.'s 
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PRECEPTORSHIPS 

General 

Preceptorships  arranged  on  request  are  available  in  a wide 
variety  of  fields  including  anesthesiology,  dermatology,  family 
medicine,  general  surgery,  gynecology-obstetrics,  nuclear 
medicine,  ophthalmology,  orthopedics,  otolaryngology,  ra- 
diology, psychiatry,  urology  and  pediatric  urology. 

Those  interested  should  write  to  Continuing  Medical  Educa- 
tion indicating  their  field  of  interest,  time  available  for  study, 
preferred  dates  and  phone  number.  A faculty  member  skilled 
in  the  topic  will  then  contact  the  applicant  directly  to  arrange 
a mutually  satisfactory  schedule. 


Preceptorship  in  Clinical  Cardiology 

A more  intensive  preceptorship  is  offered  in  cardiology  with 
emphasis  on  the  cardiac  patient,  electrocardiography  and  the 
management  of  patients  with  heart  disease,  including  acute 
coronary  care. 

This  program,  for  which  there  is  a fee  of  $10  per  day  and 
$200  a month,  is  directed  by  JULES  CONSTANT,  M.D.,  of  the 
Buffalo  General  Hospital. 

For  information  on  the  above  preceptorships,  write:  Con- 

tinuing Medical  Education,  2211  Main  Street,  Buffalo,  N.Y. 
14214 


POSTGRADUATE  PROGRAM  IN  PEDIATRICS 

In  1973  The  Children's  Hospital  of  Buffalo  again  offers  its 
program  of  postgraduate  education  in  pediatrics,  combining 
tutorial  instruction  and  the  opportunity  to  become  integrally 
involved  in  clinical  services  at  the  hospital  for  4/8  weeks. 
General  practitioners  and  pediatricians  accepted  become 
immediately  involved  in  evaluation  and  treatment  of  patients 
and  will  be  able  to  concentrate  on  one  of  several  specialized 
areas:  endocrinology,  child  psychiatry  and  behavioral  pe- 

diatrics, community  pediatrics,  respiratory  and  metabolic 
disease,  hematology,  oncology,  pathology,  radiology,  inten- 
sive care  nursery  and  rehabilitation. 

For  further  information  on  pediatrics,  write:  Thomas  Aceto, 
Jr.,  M.D.,  Chairman,  Postgraduate  Education,  Children’s 
Hospital,  219  Bryant  Street,  Buffalo,  N.Y.  14222. 


LAKE  PLACID  AREA 


W.  Alton  Jones  Cell  Science  Center 

Lake  Placid 

Announces  the  following  courses  to  be  given  at  this  center  in 
1973: 

September  5-15 

Principles  of  Cell  Synchronization 
October  1-12 

Methods  in  Medical  Virology 

Apply:  J.  ANDREA  ESTUS,  Executive  Secretary,  W.  Alton 
Jones  Cell  Science  Center,  P.O.  Box  631,  Lake  Placid, 
N.Y. 12946. 


PLATTSBURGH 


September  19  / 22,  1973 
Academy  of  Psychosomatic  Medicine 

Champlain  Valley-Physicians  Hospital 
Medical  Center 
Plattsburgh,  N.Y. 

PSYCHOSOMATIC  APPROACH  AND 
THE  PHYSICIAN  (First  Regional  Seminar) 

Faculty  of  the  Seminar: 

WILFRED  DORFMAN,  JULIO  EDOUARD,  LEE  HANES, 
ANDRZEJ  JUS,  KAROLINA  JUS,  ADAM  J.  KRAKOWSKI, 
and  JOHN  J.  SCHWAB,  M.D.'s 

FEE:  $50  (Write  before  August  1st) 

Adam  J.  Krakowski,  M.D.,  Chm.,  Symposium  on  Psycho- 
somatic Medicine,  Champlain  Valley-Physicians  Hospital 
Medical  Center,  Plattsburgh,  N.Y.  12901. 


SUFFOLK  COUNTY 


WEDNESDAY,  SEPTEMBER  12 

10:30  a.m. 

Kings  Park  State  Hospital 

N.Y.S.  Department  of  Mental  Hygiene 
Auditorium,  Rehabilitation  Center 
Kings  Park 

PSYCHOTROPIC  DRUG  OVERUSE 

ALBERTO  Dl  MASCIO,  Ph.D. 

Associate  Professor  of  Psychiatry 
Tufts  University  School  of  Medicine 

FEE:  NONE 
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FUTURE  EVENTS 


September  18,  1973  / May  28,  1974 

8:30-9:30  a.m.,  Tuesdays 

Downstate  Medical  Center 

Polhemus  Building  Amphitheatre 
The  Long  Island  College  Hospital 
340  Henry  Street 
Brooklyn 

FAMILY  PRACTICE  REVIEW  COURSE 

WILLIAM  G.  MULLIN  and  EARL  L.  PETERSON,  M.D.'s 
with  MORRELL  M.  AVRAM,  LAURENCE  T.  CHIARA- 
MONTE,  FRANK  W.  DiPILLO,  EDMUND  B.  DOMBROW- 
SKI,  MILTON  B.  HANDLESMAN,  ERNEST  T.  HEFFER, 
ALFRED  P.  INGEGNO,  JOHN  J.  IPPOLITO,  JOSEPH  J. 
RICCA,  JOSEPH  SCHLUGER,  E.  SENDEROFF,  LOUIS  W. 
STEVENS,  THOMAS  H.  WEISS,  ROBERT  E.  WOLF,  and 
ZDZISLAW  ZABSKI,  M.D.’s 

FEE:  $50  CREDIT:  34  Prescribed  hours  AAFP 

To  register,  contact:  William  G.  Mullin,  M.D.,  Dir., 

Continuing  Medical  Education,  The  Long  Island  College 
Hospital,  above  address.  Tel.  212/780-1551 . 


September  19  / October  17,  1973 

3:30-5:00  p.m.,  Wednesdays 

Downstate  Medical  Center 

Continuing  Education  Conference  Center 

450  Clarkson  Avenue 

Brooklyn 

Psychiatry 

DISTURBED  PATIENTS  ON  MEDICAL 
AND  SURGICAL  WARDS  (Etiologies 
and  Management) 

LEWIS  GLICKMAN,  M.D. 

Downstate  Medical  Center 

To  register,  contact:  Mrs.  Grace  Abruzzese,  Dept,  of 

Psychiatry,  Box  32,  Downstate  Medical  Center,  above 
address.  Tel.  212/IN  2-4000,  x 61 28  or  6006. 


September  29,  1973  / May  4,  1974 

10:30  a.m. -12:00  noon,  First  Saturdays 

The  Page  and  William  Black  Post-Graudate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  of  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

COORDINATION  OF  DRUG  THERAPY 
AND  PSYCHOTHERAPY 

MORTIMER  OSTOW,  M.D. 

Mount  Sinai  School  of  Medicine 


October  1973  / June  1974 

Time  and  Dates  to  be  Announced 

Downstate  Medical  Center 

Psychiatry  Seminar  Room,  Fifth  Floor 
State  University  Hospital 
445  Lenox  Road 
Brooklyn 

POSTGRADUATE  EDUCATION  PROGRAM 
FOR  ACCREDITED  PSYCHIATRISTS 

Eight  Sessions  Each 

1.  A History  of  the  Development  of 
Psychoanalytic  Theory 

RICHARD  B.  DROOZ,  M.D. 

2.  Family  Therapy 

HARRIS  S.  GOLDSTEIN,  M.D. 

3.  Neurology  for  Psychiatrists 

LADISLAV  P.  HINTERBUCHNER,  M.D. 

4.  Recent  Advances  in  Psychiatry 

ALFRED  ETTINGER,  LEWIS  GLICKMAN,  and 
ELLIOT  M.  LEVY,  M.D.’S 

5.  Special  Problems  in  Adolescent 
Psychotherapy 

JAY  PERMAN,  M.D. 

6.  Special  Problems  in  Adult  Psychotherapy 

ROBERT  DICKES,  WILLIAM  P.  KAPULER,  and 
HAROLD  P.  SURCHIN,  M.D.'s 

7.  Special  Problems  in  Group 
Psychotherapy 

ABBOTT  LIPPMAN,  M.D. 

8.  Theory  and  Practice  of 
Psychopharmacotherapy 

DAVID  M.  ENGELHARDT,  M.D. 

9.  Workshop  in  Topics  Selected  by  Group 
Members 

JULIUS  BUCHWALD,  ELLIOT  M.  LEVY,  MILTON 
KURIAN,  RAYMOND  NADELL,  and  MILTON  SIROTA, 

M.D.’s 

FEE:  $20-80  may  be  charged  depending  on  cost  and  a 

tendance 

To  register,  contact:  Renzo  S.  Basili,  M.D.,  Chairman, 

Continuing  Education  Committee,  Brooklyn  Psychiatric 
Society,  130  Eighth  Avenue,  Brooklyn,  N.Y.  11215.  Tel. 
212/ST  9-7595. 


October  4,  1973  / for  26  sessions 

8:00-10:00  p.m.,  Thursdays 

New  York  Medical  College 

Department  of  Psychiatry 
Fifth  Avenue  at  106th  Street 

COMPREHENSIVE  GROUP 
PSYCHOTHERAPY 

FEE:  $300 


FEE:  $75 
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For  further  information  or  application,  write  or  call:  BEN- 
JAMIN J.  SADOCK,  M.D.,  Dir,  Continuing  Education  in 
Psychiatry,  above  address.  Tel.  212/  876-5500  x 227. 


FRIDAY,  NOVEMBER  16 

8:45  p.m. 

The  Semmelweis  Scientific  Society 
(American-Hungarian  Medical  Association) 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 

Annual  Semmelweis  Meeting 

EVOLUTION  OF  TECHNIQUES  AND 
RESULTS  IN  SURGICAL  TREATMENT 
OF  CORONARY  HEART  DISEASE 

DENTON  A.  COOLEY,  M.D. 

Texas  Heart  Institute 


WESTCHESTER  COUNTY 


WEDNESDAY,  OCTOBER  10 

1 :00  p.m. 

The  Second  Annual  Obstetrical  and  Gyne- 
cological Regional  Postgraduate  Meeting 

Mental  Retardation  Institute 
Grasslands  Campus 
Valhalla 

NEWER  DEVELOPMENTS  IN  INFERTILITY 

1.  Current  Developments  in  Reproductive 
Physiology 

ROY  HERTZ,  M.D.,  New  York  Medical  College 

2.  Tubal  Physiology  and  Motility 

LUIGI  MASTROIANNI,  JR.,  M.D. 

University  of  Pennsylvania 

3.  The  Clinical  Use  of  Ovulation  Inducing 
Agents 

NATHAN  G.  KASE,  M.D. 

Yale  University  School  of  Medicine 

4.  The  Sperm  Laboratory  as  a Clinical  Aid 

MATTHEW  J.  FREUND,  Ph.D. 

New  York  Medical  College,  Valhalla  Campus 

5.  Hysteroscopy — A New  Diagnostic 
Approach 

ROBERTS.  NEUWIRTH,  M.D. 

Columbia  University  P & S 

6.  Future  Trends  in  the  Regulation  of 
Fertility 

SHELDON  J.  SEGAL,  Ph.D. 

Biomedical  Division,  Population  Council,  New  York 
City 

Film:  “The  Beginning  of  Life” 


For  further  information,  please  contact  WALTER  L.  FREED- 
MAN, M.D.,  Director,  Division  of  Obstetrics  & Gynecology, 
Grasslands  Hospital,  Valhalla,  N.Y.  10595. 

NO  FEE  CREDIT:  4 hours  Class  1 AAFP 


PHYSICIANS’  PLACEMENT 


BRONX,  N.Y.  Assistant  Director  (Bd.  Elig.  Internist)  needed 
to  organize  and  provide  Adult  Services  in  New  Family  Health 
Center.  Faculty  Appointment  at  Albert  Einstein  College  of 
Medicine. 

CONTACT:  Katherine  Lobach,  M.D.,  1175  Morris  Park  Ave- 

nue, Bronx,  N.Y.  10461.  Tel.  212/597-8500. 


COPAKE,  N.Y.,  Columbia  County,  needs  a Family  Physician. 

CONTACT:  Copake  Grange,  Mr.  Richard  Dolan,  Copake, 

N.Y.  12516.  Tel.  518/329-1226. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon 
needed. 

CONTACT:  Corning  Hospital  Medical  Staff,  Corning,  N.Y. 

14830.  Tel.  607/XF6-461 1 . 


JAMAICA,  N.Y.,  Queens  County.  Medical  Officer  for  U.S. 
Postal  Service.  F.P.  or  Internist  preferred. 

CONTACT:  Mr.  William  J.  Quackenbush,  Jamaica  Post 

Office,  Jamaica,  N.Y.  11431.  Tel.  212/297-1000  x 37  or 
38. 


NEW  YORK  CITY,  N.Y.  House  physician  ECFMG  or  NY  Li- 
censed. 

CONTACT:  Mrs.  Bender,  Gracie  Square  Hospital,  420  East 

76th  Street,  New  York,  N.Y.  Tel.  212/988-4400. 


OSWEGO,  N.Y.,  Oswego  County,  is  recruiting  physicians. 

CONTACT:  Mr.  Paul  P.  Sobering,  Adm.,  Oswego  Hospital, 

Oswego,  N.Y.  13126.  Tel.  315/343-1920. 


PORT  BYRON,  N.Y.,  Cayuga  County.  Two  Family  Physicians 
for  group. 

CONTACT:  Mr.  Robert  Blake,  Port  Byron,  N.Y.  13140.  Tel. 

315/967-4531  or  4370. 


POTSDAM,  N.Y.,  St.  Lawrence  County.  ENT  and  F.P.'s 
needed. 

CONTACT:  Henry  Vinicor,  M.D.,  Chief  of  Staff,  Potsdam 

Hospital,  Potsdam,  N.Y.  13676.  Tel.  315/353-2341. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physi- 

cians Committee,  Red  Creek,  N.Y.  13143. 
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RIGA,  N.Y.,  Monroe  County,  needs  a Family  Physician. 
Growing  area  near  Rochester. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  The  Town  of 

Riga,  39  Gilman  Road,  Churchville,  N.Y.  14428.  Tel.  (716) 
293-3252. 


SAUGERTIES,  N.Y.,  Ulster  County.  F.P. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights, 

Route  9W,  Saugerties,  N.Y.  12477.  Tel.  (914)  246-4551. 


STANFORDVILLE,  N.Y.,  Dutchess  County,  needs  a Family 
Physician. 
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CONTACT:  Walter  G.  Thorpe,  Stanfordville,  N.Y.  12581. 

Tel.  (914)  266-5542. 


STATEN  ISLAND,  N.Y.  Medical  Director— Bd.  Elig.  Psychi- 
atrist who  can  give  at  least  25  hours  a week. 

CONTACT:  Charles  J.  Gumina,  Jr.,  Dir.,  of  Personnel,  Saint 

Michael’s  Home,  1380  Arthur  Kill  Road,  Staten  Island,  N.Y. 
10312.  Telephone  between  9:30  a.m.  and  4:30  p.m.  week- 
days (212)  984-4200. 


SUFFOLK  COUNTY,  N.Y.  Physicians  in  all  specialties  are 
needed,  but  particularly  F.P.’s  and  E.N.T.’s  at  present. 

CONTACT:  Mr.  Coleman  M.C.  Fineberg,  Ex.  Dir.,  Suffolk 

County  Medical  Society,  850  Veterans  Memorial  Highway, 
Hauppauge,  N.Y.  11787.  Tel.  516/265-6666. 


WAVERLY,  N.Y.,  Tioga  County.  F.P.,  Internist,  Urologist  and 
General  Surgeon. 

CONTACT:  William  H.  Ransom  III,  Chief  of  Recruiting,  Tioga 
General  Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892. 
Tel.  (607)565-2861. 


WHITEHALL,  N.Y.,  Washington  County.  F.P. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Moun- 

tain Street,  Whitehall,  N.Y.  12887.  Tel.  (518)  499-0228. 
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WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica)  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel.  (315)  736-1815. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians,  and  Ob/Gyns  are  being  recruited  for  a com- 
prehensive health  care  plan  featuring  prepayment  and  fee 
for  service. 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.,  Northeast  Health 
Center,  1171  Culver  Road,  Rochester,  N.Y.  14609.  Tel. 
716/482-4300. 
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□ $3.00  check  enclosed  for  "WHAT  GOES  ON” 


ecause  the  taste  is  good. 


□ also  relieves  fullness  and  bloating 

□ non-constipating 


JQUID 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


When  cardiac 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 

The  influence  of  anxiety  on  heart  function 

Excessive  anxiety  is  one  of  a combina- 
tion  of  factors  that  may  trigger  a series  of 
maladaptive  functional  reactions  which  can 
generate  further  anxiety.  Often  involved  in 
this  vicious  circle  are  some  cardiac  arrhyth- 
mias,  paroxysmal  supraventricular  tachycar- 
dia  and  premature  systoles.  When  these 
symptoms  resemble  those  associated  with 
actual  organic  disease,  the  overanxious 
patient  needs  reassurance  that  they  have  no 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating  I 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  I 


organic  basis  and  that  reduction  of  exceS' 
sive  anxiety  and  emotional  overreaction 
would  be  medically  beneficial. 


The  benefits  of  antianxiety  therapy 

Antianxiety  medication,  when  used  to 
complement  counseling  and  reassurance, 
should  be  both  effective  and  comparatively 
free  from  undesirable  side  effects.  More  than 
13  years  of  extensive  clinical  experience  has 
demonstrated  that  Librium  (chlordiazepox^ 
ide  HC1)  fulfills  these  requirements  with  a 
high  degree  of  consistency.  Because  of  its 
wide  margin  of  safety,  Librium  may  generally 
be  administered  for  extended  periods,  at  the 
physician’s  discretion,  without  diminution 
of  effect  or  need  for  increase  in  dosage.  (See 
summary  of  prescribing  information.)  If 
cardiovascular  drugs  are  necessary,  Librium 
is  used  concomitantly  whenever  anxiety  is  a 
clinically  significant  factor.  (See  Pre~ 
cautions.)  Librium  should  be  discontinued 
when  anxiety  has  been  reduced  to  approprb 
ate  levels. 


For  relief  of 
excessive  anxiety 

adjunctive 

Libriumiomg 

(chlordiazepoxide  HC1) 


lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
! ( e.g .,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
I tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
i on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
1 dally  in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
| are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5:134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg. -bottles  of  100,  500  and  Unit  Dose. 
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Abstracts 


Kalyanaraman,  K.,  Smith,  B.  H.,  Alker,  Jr.,  G.  J.: 

Intracranial  tumors  of  apoplectiform  onset,  New  York 
State  J.  Med.  73:  2133  (Sept.  1)  1973. 

In  a study  of  171  verified  intracranial  tumors  seen  in 
a five-year  period  in  a county  hospital,  there  were  10 
cases  (6  per  cent)  with  apoplectiform  onset  of  symp- 
toms. They  ranged  in  age  from  forty-six  to  seventy-four 
years,  and  there  were  7 females  and  3 males.  The  his- 
tological diagnosis  was  meningioma  in  2 patients  and 
malignant  glioma  in  8 patients.  The  mode  of  presenta- 
tion, clinical  features,  and  results  of  investigations  of 
these  10  patients  has  been  described.  The  difficulties 
in  diagnosing  intracranial  tumors  from  cerebrovascular 
accidents,  especially  in  the  case  of  malignant  glioma  in 
the  geriatric  age  group,  has  been  stressed.  It  is  empha- 
sized that  there  is  a need  for  “tumor  consciousness”  in 
dealing  with  apparent  cerebrovascular  accidents  in  the 
elderly,  as  signs  of  increased  intracranial  pressure  appear 
late.  Brain  scan  tests  have  been  useful  in  suspected 
neoplasms,  before  arteriography  helped  confirm  the 
diagnosis. 

Kochman,  M.  C.,  and  Kochman,  R.  C.:  Steroid  ther- 
apy in  ophthalmology,  New  York  State  J.  Med.  73:  2140 
(Sept.l)  1973. 

Various  ways  are  described  of  diagnosing  the  two  main 
ophthalmologic  complications  which  can  accompany 
the  use  of  corticosteroids:  cataract  and  glaucoma. 

More  important  are  the  ways  these  complications  may 
be  avoided  or,  particularly  in  the  case  of  cataract,  kept 
under  control.  Topical  use  of  corticosteroids  may  in 
general  be  more  easily  avoided  than  their  systemic  use, 
and  it  is  usually  worth  while  to  avoid  the  complications 
that  may  occur  with  topical  use. 

Socha,  W.  W.,  and  Wiener,  A.  S.:  Problem  of  blood 
factor  C of  A-B-0  system;  critical  historical  review,  New 
York  State  J.  Med.  73:  2144  (Sept.  1)  1973. 


The  history  and  development  of  knowledge  and  under- 
standing of  the  anti-C  antibody  of  group  O serum  are 
presented,  with  verbatim  citations  from  the  original 
articles,  in  order  to  correct  certain  frequently  made  in- 
accurate quotations  from  the  literature.  Titration  tests 
on  sera  from  immunized  group  0 subjects  and  experi- 
mental animals,  and  absorption,  elution  and  inhibition 
tests  with  red  cells  and  soluble  substances  having  blood 
group  specificity,  unequivocally  demonstrate  the  exis- 
tence of  a third  antibody,  called  anti-C,  rather  than 
linked  or  heteroligating  anti-A+B  antibodies.  Sensi- 
tization to  the  C factor  plays  a central  role  in  A-B-0 
hemolytic  disease  because  anti-C  is  more  often  placenta 
passing  than  anti-A  or  anti-B.  Mixed  agglutination 
tests  provide  further  evidence  for  anti-C,  as  against 
heteroligating  anti-A+B.  The  very  rare  blood  group, 
variously  designated  as  A0,  A4,  and  Ax,  is  better  called 
group  C in  view  of  its  reactivity  with  group  O serum,  and 
family  studies  on  this  rare  blood  group  indicate  heredity 
transmission  by  more  than  one  mechanism.  Reagents 
of  anti-C  specificity  can  be  prepared  in  group  0 subjects 
having  low  titers  of  isoagglutinins  by  immunization  with 
group-specific  substances  having  A or  B specificity. 
They  can  also  be  obtained  from  fish,  either  as  natural 
antibodies  or  after  immunization  with  human  secretor 
saliva,  and  as  lectins  by  extracting  seeds  of  Sophora 
japonica  or  Crotolaris  mucronata.  Anti-C,  like  anti-A 
and  anti-B,  is  not  a homogeneous  antibody  but  consists 
of  an  entire  spectrum  of  molecules,  such  that  anti-A  and 
anti-B  of  group  0 serum  may  actually  be  extreme 
examples  of  anti-C*  and  anti-CB,  respectively.  The 
reactivity  of  anti-C  for  both  agglutinogens  A and  B is 
probably  not  due  to  a special  combining  group  shared  by 
these  two  kinds  of  agglutinogens,  but  instead  to  an  over- 
all similarity  of  the  surface  configurations  of  their  mole- 
cules, as  indicated  by  the  fact  that  A and  B never  occur 
without  C,  which  is  unlike  the  relationship  of  H to  A and 
B. 
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the 

long-range 

analgesic 

in  chronic  pain:  continued  relief  without  risk  of  tolerance 


ThoughTalwin®Tabletscan  be 
compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  notsubjectto 
narcotic  controls.  For  patients  who 
require  potent  analgesia  for  prolonged 
periods,  Talwin  can  provide  consistent, 
long-range  relief,  with  fewer  of  the 
consequences  you’ve  come  to  expect 
with  narcotic  analgesics. 


• Comparable  to  codeine  in  analgesic  efficacy:  one  50  mg. 

Talwin  Tablet  appears  equivalent  in  analgesic  effect  to  60  mg. 

(1  gr.)  of  codeine.  Onset  of  significant  analgesia  usually 
occurs  within  15  to  30  minutes.  Analgesia  is  usually  main- 
tained for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic  effect 
of  Talwin  Tablets  has  not  been  reported,  and  no  significant 
changes  in  clinical  laboratory  parameters  attributable  to  the 
drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have  been 
reported.  In  prescribing  Talwin  tor  chronic  use,  the  physician 
should  take  precautions  to  avoid  increases  in  dose  by  the 
patient  and  to  prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  for  the  relief  of  pain.  (See  last  page  for  a 
complete  discussion  of  Warnings  under  Brief  Summary.) 

• Not  subject  to  narcotic  controls:  convenient  to  prescribe- 
day  or  night— even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infrequently 
cause  decrease  in  blood  pressure  or  tachycardia;  rarely  cause 
respiratory  depression  or  urinary  retention;  seldom  cause  diar- 
rhea or  constipation.  If  dizziness,  lightheadedness,  nausea  or 
vomiting  are  encountered,  these  effects  may  decrease  or  dis- 
appear after  the  first  few  doses.  (See  last  page  of  this  advertise- 
ment for  a complete  discussion  of  Adverse  Reactions  and  a Brief 
Summary  of  other  Prescribing  Information.) 


50  mg.Tablets 


Talwin' 

brand  of  . • 

pentazocine 

in  moderate  to  severe  pain 


(as  hydrochloride) 


, the 

long-range 
analgesic 

in  chronic  pain:  continued 
relief  without  risk  of  tolerance 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use— Brief  Summary 
Indications:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who 
are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psycho- 
logical and  physical  dependence  on  parenteral  Talwin  in  patients  with 
a history  of  drug  abuse  and,  rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended  use  of  parenteral  Talwin 
has  resulted  in  withdrawal  symptoms.  There  have  been  a lew  reports 
of  dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  ol  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  lor  the  relief  of  pain. 
Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory  de- 
pressant effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions,  or  a preexisting  increase  in  intracra- 
nial pressure.  Furthermore,  Talwin  can  produce  effects  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries.  In  such  pa- 
tients, Talwin  must  be  used  with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than 
labor)  has  not  been  established.  Animal  reproduction  studies  have  not 
demonstrated  teratogenic  or  embryotoxic  effects.  However,  Talwin 
should  be  administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards.  Patients  receiving  Talwin  during  labor  have  ex- 
perienced no  adverse  effects  other  than  those  that  occur  with  com- 
monly used  analgesics.  Talwin  should  be  used  with  caution  in  women 
delivering  premature  infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontaneously 
within  a period  of  hours.  The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed  and  vital  signs  checked. 
If  the  drug  is  reinstituted  it  should  be  done  with  caution  since  the 
acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves  to 
hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  de- 
pression has  rarely  been  reported  after  oral  administration  of  Talwin, 
the  drug  should  be  administered  with  caution  to  patients  with  respira- 
tory depression  from  any  cause,  severe  bronchial  asthma  and  other 
obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  accentua- 
tion of  side  effects.  Although  laboratory  tests  have  not  indicated  that 
Talwin  causes  or  increases  renal  or  hepatic  impairment,  the  drug 
should  be  administered  with  caution  to  patients  with  such  impairment. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used  with 
caution  in  patients  with  myocardial  infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonis 
Some  patients  previously  given  narcotics,  including  methadone  forth  i 
daily  treatment  of  narcotic  dependence,  have  experienced  mild  win 
drawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  t - 
patients  prone  to  seizures;  seizures  have  occurred  in  a few  sue 
patients  in  association  with  the  use  of  Talwin  although  no  cause  an 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  c 4 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently  const  i 
pation;  and  rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects  j 
dizziness,  lightheadedness,  sedation,  euphoria,  headache;  infrequentl 
weakness,  disturbed  dreams,  insomnia,  syncope,  visual  blurring  an 
focusing  difficulty,  hallucinations  (see  Acute  CNS  Manifestations  unde 
WARNINGS);  and  rarely  tremor,  irritability,  excitement,  tinnitus.  Autc  j 
nomic:  sweating;  infrequently  flushing;  and  rarely  chills.  Allergic:  ir  1 
frequently  rash;  and  rarely  urticaria,  edema  of  the  face.  Cardiovascula i j 
infrequently  decrease  in  blood  pressure,  tachycardia.  Other:  rarel  i 
respiratory  depression,  urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tat 
let  (50  mg.)  every  three  or  four  hours.  This  may  be  increased  to  2 tablet  I 
(100  mg.)  when  needed.  Total  daily  dosage  should  not  exceed  600  me 
When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  t ; 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 
Children  Under  12  Years  of  Age.  Since  clinical  experience  in  childre 
under  12  years  of  age  is  limited,  administration  of  Talwin  in  this  ag 
group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receive 
Talwin  orally  for  prolonged  periods  have  not  experienced  withdrawE  1 
symptoms  even  when  administration  was  abruptly  discontinued  (se 
WARNINGS).  No  tolerance  to  the  analgesic  effect  has  been  observec  1 
Laboratory  tests  of  blood  and  urine  and  of  liver  and  kidney  functio; 
have  revealed  no  significant  abnormalities  after  prolonged  administra 
tion  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdos 
age  has  been  insufficient  to  define  the  signs  of  this  condition. 

Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  suppoi  i 
tive  measures  should  be  employed  as  indicated.  Assisted  or  controllei 
ventilation  should  also  be  considered.  Although  nalorphine  and  leval 
lorphan  are  not  effective  antidotes  for  respiratory  depression  due  t> 
overdosage  or  unusual  sensitivity  to  Talwin,  parenteral  naloxom 
(Narcan®,  available  through  Endo  Laboratories)  is  a specific  an' 
effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contain 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg 
base.  Bottles  of  100. 

50  mg.  Tablets 

Talwin* 

brand  of  . • 

pentazocine  (as  hydrochloride) 

in  moderate  to  severe  pain 

\j/\//rTy/tro/a\  Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Abstracts  in  Interlingua 


Kalyanaraman,  K.,  Smith  B.  H.,  e Alker,  G.  J.,  Jr.: 

Tumores  intracranial  de  comenciamento  apoplectiforme; 
'studio  de  10  casos,  New  York  State  J.  Med.  73:  2133 
1(1  de  Septembre)  1973 

In  un  studio  de  171  tumores  intracranial  verificate  e 
'vidite  in  un  Hospital  de  Contato  (“County  Hospital”) 
durante  un  periodo  de  5 annos,  habeva  10  casos  (6  pro 
cento)  con  symptomas  initial  de  typo  apoplectiforme. 
Le  etate  del  patientes  variava  inter  46  e 74  annos;  7 
esseva  feminas  y 3 homines.  Le  diagnose  histologic 
ssseva  meningioma  in  2 patientes  e glioma  maligne  in 
2.  Le  maniera  de  presentations,  le  characteristic  clinic 
|2  le  resultatos  del  investigationes  in  iste  10  patientes  es 
iescribite.  Es  stressate  le  difficultate  diagnostic  del 
:umores  intracranial  relationate  con  accidentes  cerebro- 
yasculares,  especialmente  in  le  casos  de  glioma  maligne 
nter  patientes  geriatric.  Es  emphatisate  le  necessitate 
de  un  “conscientia  tumoral”  in  caso  de  un  accidente 
cerebrovascular  apparente  in  ancianos  perque  le  aug- 
mento  de  pression  intracranial  appare  tardive.  Le 
examination  radioisotopic  del  cerebro  (“brain  scan”) 
ia  essite  utile  in  caso  de  suspicion  de  neoplasma  facite 
inte  que  le  arteriographia  adjute  a confirmar  le  diagnose. 

Kochman,  M.  C.,  e Kochman,  R.  C.:  Therapia  steroide 
in  ophthalmologia.  New  York  State  J.  Med.  73:  2140 
1(1  de  Septembre)  1973. 


Varios  camminos  es  describite  pro  le  diagnose  del  duo 
complicationes  ophthalmologic  principal  del  therapia 
corticosteroide:  cataractas  e glaucoma.  Plus  importante 
es  le  maniera  de  poter  evitar  iste  complicationes  o, 
particularmente  in  caso  de  cataractas,  mantener  le 
controlate.  Le  uso  topic  del  corticosteroides  pote  esser, 
in  general,  plus  facilemente  evitabile  que  le  uso  sys- 
temic, e es  usualmente  de  valor  prevenir  le  complica- 
tiones que  pote  ocurrer  con  le  uso  topic. 


Socha,  W.  W.,  e Wiener,  A.  S.:  Le  problema  del  factor 
sanguine  C del  systema  A-B-O;  revision  critic  historic, 
New  York  State  J.  Med.  73:  2144  (1  de  Septembre)  1973. 


Le  historia  e disveloppamento  del  cognoscentia  e 
intendimento  del  anticorpore  anti-C  gruppo  seric  0 es 
presentate,  con  citationes  exacte  de  articulos  original, 
pro  corriger  certe  citationes  del  litteratura  que  frequente- 
mente  ha  essite  facite  incorrectemente.  Le  tests  de 
titration  del  sero  de  personnas  immunisate  del  gruppo  O 
e de  animales  de  experimentation,  e le  tests  de  absorp- 
tion, elution  e inhibition  con  erythrocytos  e substantias 
solubile  con  specificitate  de  gruppo  sanguine,  demon- 
strate, sin  dubita,  le  existentia  de  un  tertie  anticorpore 
nominate  anti-C,  plus  que  anticorpores  anti-A+B  ligate 
o heteroligate.  Le  sensibilisation  del  factor  C ha  un  rolo 
central  in  le  morbo  hemolytic  A-B-0  perque  le  anti- 
corpore anti-C  passa  le  placenta  plus  frequentemente 
que  le  anti-A  o anti-B.  Le  tests  de  agglutination  miscite 
provide  plus  evidentia  pro  le  anticorpore  anti-C,  con- 
trarimente  al  anti-A+B  heteroligate.  Le  gruppo 
sanguine  multe  rare,  variemente  nominate  A0,  A4  e Ax, 
es  preferibilemente  nominate  gruppo  C in  vista  de  su 
reactivitate  con  le  sero  del  gruppo  O.  Le  studios  del 
familia  de  iste  gruppo  sanguine  rare  indica  transmission 
hereditari  mediante  plus  que  un  sol  mechanismo.  Le 
reactivos  de  specificitate  anti-C  pote  esser  preparate  de 
subjectos  del  gruppo  O con  titulos  de  isoagglutininas 
basse  mediante  immunisation  con  substantias  specific 
de  gruppo,  con  specificitate  A o B.  Etiam  pote  esser 
obtenite  de  pesces,  como  anticorpores  natural,  o depost 
de  immunisationes  con  saliva  human,  e como  lectinas 
obtenite  del  extraction  del  semines  (“seeds”)  del 
Sophora  japonica  o del  Crotolaris  mucronata.  Le  anti- 
corpore anti-C,  como  le  anti-A  e le  anti-B,  non  es  un 
anticorpore  homogenee,  mais  ille  consiste  in  un  spectro 
complete  de  moleculas,  tal  como  le  anticorpores  anti-A 
e anti-B  del  gruppo  seric  0,  que  pote,  realmente,  con- 
stituir  un  exemplo  extreme  del  anticorpore  anti-CA  e 
anti-CB,  respectivemente.  Le  reactivitate  del  anti- 
corpore anti-C  supra  ambe  agglutinogenos  A e B,  proba- 
bilemente  no  es  debite  a un  gruppo  combinate  special 
que  comparte  con  iste  duo  classes  de  agglutinogenos; 
mais,  in  loco  de  un  similaritate  complete  del  configura- 
tion del  superficie  de  su  moleculas,  como  indica  le  facto 
que  A e B nunc  occurre  sin  C,  es  differente  del  relation 
del  Hal  AeB. 
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ROCHE  announces 


new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections-  primarily  pyelonephritis,  pyelitis  and  cystitis, 
when  due  to  susceptible  organisms  (usually  E.  coti, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species).  This  efficacy 
is  related  to  the  unique  mode  of  action  against  bacteria 
(see  opposite  page),  an  action  that,  in  effect,  makes 
Bactrim  a new  type  of  antibacterial. 


demonstrated  efficacy  which  is  superior  to  either  sulfa- 
methoxazole or  trimethoprim  alone  against  susceptible 
organisms.  In  addition,  in  vitro * studies  have  shown  that 
bacterial  resistance  develops  more  slowly  with  Bactrim 
than  with  either  trimethoprim  or  sulfamethoxazole  alone. 


Bactrim  significantly  superior 
to  constituents  in  patients  with 
obstructive  complications 


In  the  presence  of  obstructive  uropathy,  Bactrim  has 


*Please  note  that  clinical  conclusions  cannot  be  extrapo- 


nterrupts  life  cycle  of  susceptible  bacteria 

Clique  mode  of  action  interrupts  the  life  cycle  at  two  important  points , thereby  impeding 
t'e  production  of  nucleic  acids  and  proteins  essential  to  these  bacteria.  These  consecutive 
rerruptions  occur  because  sulfamethoxazole  and  trimethoprim  resemble  naturally  existing 
5 bstrates.  By  competitive  replacement  of  these  substrates,  they  inhibit  further  synthesis. 

” BACTR I M 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 
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Excellent  clinical  response 
in  chronic 

urinary  tract  infections 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  47 1 1 patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim 
compared  with  81.2%  (of  144  patients)  to  trimeth- 
oprim and  64.5%  (of  155  patients)  to  sulfameth- 
oxazole. In  patients  with  obstructive  complications, 
10th  day  response  was  94.8%  (of  97  patients)  to 
Bactrim,  72.9%  (of  85  patients)  to  trimethoprim 
and  58.5%  (of  94  patients)  to  sulfamethoxazole. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintaining 
this  bacteriological  response.  In  the  above  study, 
after  ten-day  therapy  with  Bactrim,  68.4%  of  pa- 
tients with  chronic  urinary  tract  infections  main- 
tained response  for  up  to  42  consecutive  days, 
compared  with  59.7%  with  trimethoprim  and 
44.4%  with  sulfamethoxazole.  In  patients  with 
obstruction,  70.8%  of  those  on  Bactrim  maintained 
response  for  up  to  42  consecutive  days,  compared 


with  49.4%  on  trimethoprim  and  38.8%  on  sulfa- 
methoxazole. The  figures  are  particularly  remark- 
able in  cases  with  urinary  obstruction  — cases 
regarded  as  being  notoriously  difficult  to  treat. 

To  date,  low  incidence  of 
significant  side  effects 

Although  Bactrim  demonstrated  impressive  clinical 
results,  it  is  important  to  note  that  the  incidence  of 
clinically  significant  adverse  effects  was  low,  mainly 
nausea  and/or  vomiting,  rash,  leukopenia,  SGOT 
increase  and  creatinine  increase. 

Bactrim  should  be  given  with  caution  to  patients 
with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  to  those  with  severe  allergy  or 
bronchial  asthma.  Adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts,  urinalyses  with 
careful  microscopic  examination,  and  renal  func- 
tion tests  should  be  performed  during  therapy. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of 
all  antibacterial  agents,  especially  in  the  treatment 
of  chronic  and  recurrent  urinary  tract  infections. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

* Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 
1 4 patients  not  available  for  evaluation  at  day  10. 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 
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Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
Trimethoprim  and  400  mg  sulfamethoxazole. 

(Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  A/'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para- aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
!alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter, Proteus  mirabilis  and  indole-positive  proteus 
.species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(M  1C— meg/  ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
:ively  the  same  regardless  of  whether  these  compounds  are  admin- 
stered  as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
olood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
o sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
pprim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
■ degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

mportant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
sms  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
:ially  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
pave  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
rimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
o interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
leen  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/ kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  N J 07110 


Index  to  Advertisers 


Medical  News 


Breon  Laboratories 2nd  cover 

Geriatric  Pharmaceutical  Corp 2105 

Eli  Lilly  & Company 2126 

Mead  Johnson  & Company 2107 

National  Health  Service  Corp 2119 

Ortho  Pharmaceuticals  2132 

Pharmaceutical  Manufacturers' 

Association 2124,2125 


Roche  Laboratories 

2102,  2103,  21  14,  21  1 5, 

21  16,  21  17,  2194,  2195,  3rd  & 4th  covers 

Schering  Corp 2122,  2123 

Stuart  Pharmaceuticals,  Div.  I.C.I. 

America  Inc 2101 

H F.  Wanvig  Inc 2197 

Winthrop  Laboratories  ....2110,  2111,2112 

Wyeth  Laboratories 2120,  2121 


Medicare  regulates  payment 

for  certain  services  by  chiropractors 

Regulations  governing  the  conditions  under  which 
Medicare  can  help  pay  for  certain  services  provided  by 
licensed  chiropractors  and  independent  physical  thera- 
pists were  proposed  on  June  29  by  the  Department  of 
Health,  Education,  and  Welfare. 

Under  the  proposed  regulations  Medicare  will  help  pay 
for  manual  manipulation  of  the  spine  only  to  correct  a 
“subluxation”  which  can  be  shown  by  x-rays  to  exist  and 
which  has  caused  a condition  for  which  manipulation  is 
appropriate  treatment.  No  reimbursement  may  be 
made  for  x-rays  or  other  diagnostic  or  therapeutic  ser- 
vices provided  by  chiropractors. 

Hospitalization  for  near-drowning 
victims  suggested 

The  risk  of  death  from  drowning  does  not  end  once  the 
victim  has  been  revived,  a specialist  in  underwater  med- 
icine told  the  American  Lung  Association  at  a recent 
meeting  in  New  York  City. 

All  near-drowning  victims  who  require  artifical  respi- 
ration should  be  hospitalized  for  twenty-four  hours  im- 
mediately following  the  accident,  warned  Martin  J. 
Nemiroff,  M.D.,  Department  of  Internal  Medicine,  Pul- 
monary Division,  University  Hospital,  Ann  Arbor, 
Michigan. 

Lung  damage  can  occur  even  if  water  is  not  breathed 
into  the  lungs,  Dr.  Nemiroff  said.  The  brief  period  of 
suffocation  and  lack  of  oxygen  during  submersion  can 
cause  pulmonary  edema,  and  damage  to  the  lungs.  Un- 
treated, pulmonary  edema  can  cause  death. 

Area  physicians  honored 
by  fellowship 

The  American  College  of  Physicians  (ACP)  has  an- 
nounced that  a total  of  315  physicians  in  the  United 
States  and  Canada  have  been  made  Fellows  of  the  fifty- 
seven-year-old  international  society  which  represents 
specialists  in  internal  medicine  and  related  fields. 

Walter  B.  Frommeyer,  Jr.,  M.D.,  Birmingham,  Ala., 
President  of  the  American  College  of  Physicians  and 
Distinguished  Professor  at  the  University  of  Alabama 
School  of  Medicine,  said  the  new  fellows  have  earned  the 
Fellowship  honors  through  scientific  accomplishments 
and  by  acceptance  as  leaders  in  their  specialties  as  deter- 
mined by  fellow  practitioners. 

The  23,000-member  American  College  of  Physicians 
dedicates  itself  to  upgrading  medical  care,  teaching,  and 
research  through  stringent  membership  requirements 
and  programs  of  continuing  education.  It  was  the  first 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication. 

continued  on  page  2192 
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Rx: 


Hickory  Flat,  Mississippi 
Chicago,  Illinois 


Inadequate  Health  Care 


Acute  Physician  Need 


The  National 
Health  Service  Corps 


“Cure  A Community” 


Hickory  Flat  and  Chicago  are  only 
two  of  the  areas  served  by  the  National 
Health  Service  Corps. 

There  are  hundreds  more— from  Alaska 
to  Florida— in  need  of  medical  care. 
YOU  can  make  the  difference. 

• If  you  want  to  practice  medicine  on 
the  front  line 

• If  you  care  about  people 

• If  you  want  a change  and  a challenge 
JOIN  US 


The  National  Health  Service  Corps 


NATIONAL  HEALTH  SERVICE  CORPS 
U.S.  Public  Health  Service,  BCHS/HSA/DHEW 
5600  Fishers  Lane,  Rockville,  Maryland  20852 

□ I’d  like  to  leam  more  about  NHSC.  Send  me  information. 

□ The  Corps  sounds  terrific.  Send  me  an  application  and 
more  information. 

□ Call  me  (if  you  can),  I’m  really  turned  on! 

Name 

Address 

Telephone 

My  Specialty  is 

I will  be  available  in  (year) . 

I want  to  work  in:  □ Urban  □ Rural  nym-9 
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In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapyof  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G .—/If.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins, and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g , pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intraderma lly 
0 1 cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity 


Sensitivity  should  be  treated  by  the  usual  methods,  including  b: 
biturates,  and  procaine  penicillin  preparations  should  not  be  use 
Antihistamimcs  appear  beneficial  in  treatment  of  procaine  reactic 
The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptil 
organisms  Constant  observation  of  the  patient  is  essential.  If  n 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discc 
tmue  penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  op 
ion  of  the  physician,  the  condition  being  treated  is  life  threaten! 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary 
secondary  syphilis,  perform  proper  diagnostic  procedures,  mcludi 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis 
suspected,  perform  monthly  serological  tests  for  at  least  four  montt 
Adverse  Reactions:  (Penicillin  has  significant  index  of  sensiti. 
tion)  skin  rashes,  ranging  from  maculopapular  eruptions  to  exfol 
five  dermatitis:  urticaria;  serum  sickness-like  reactions,  includi 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  oft 
fatal  anaphylaxis  has  been  reported  (See  "Warnings”) 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  h 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  mtran 
cular  in/ection,  in  upper  outer  quadrant  of  buttock  In  infants  a 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  Wh 
doses  are  repeated,  vary  injection  site.  Before  injection,  aspirate 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remc 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreas 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolu 
and  penicillin  in  large  doses  remains  the  drug  of  choice  Physicia 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women  4 8 n 
lion  units  intramuscularly  divided  into  at  least  two  doses  and  inject 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenec 
preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
individualized  using  large  amounts  of  short-acting  penicillin  Gon 
rheal  endocarditis  should  be  treated  intensively  with  aqueous  pe 
cillin  G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (m 
and  female)  is  accomplished  with  same  treatment  schedules  as 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vener 
Disease  Branch,  U S.  Dept  HEW  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherwi 
a culture  specimen  should  be  obtained  from  the  anterior  urethra 
the  female,  culture  specimens  should  be  obtained  from  both  ' 
endocervical  and  anal  canal  sites 

Retreatment  in  males  is  indicated  if  urethral  discharge  persist 
or  more  days  following  initial  therapy  and  smear  or  culture  rema 
positive  Follow-up  treatment  consists  of  4.8  million  units  I 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  mdi 
ted  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 
gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units  daily 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  a 
have  syphilis  should  be  given  additional  treatment  appropriate  to 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  ur 
(4-cc  size)  contains  procaine  penicillin  G in  a stabilized  aquer 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximat 
0 7%  lecithin.  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyr 
lidone,  0 01%  propylparaben  and  0.09%  methylparaben.  The  rr 
tiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  procaine  pi 
cillin  G in  a stabilized  aqueous  suspension  with  sodium  citrate  but 
and  approximately  7 mg  lecithin,  2 mg.  carboxymethylcellulose 
mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitan  monopalmitate,  0.5  r 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg.  propylparal 
and  1.2  mg.  methylparaben. 


Denise  hasVD 

Let’s  keep  it  from  getting  around. 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2,5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


n Syphilis 

ijection 

tICILLIN  Long -Acting 

sterile  benzathine  penicillin  G 
uspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
commended  by  the  national  Center  for 
sease  Control  in  all  stages  of  syphilis  and  in 
eventive  treatment  after  exposure. 
Administration  of  2.4  million  units  (1.2  mil- 
>n  in  each  buttock)  of  benzathine  penicillin  G 
;ually*cures  most  cases  of  primary,  secondary 
id  latent  syphilis  with  negative  spinal  fluid  • 
ilps  break  chain  of  infection  • minimizes 
lance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
e microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
iged  serum  levels  common  to  this  particular  dosage  form.  Therapy 
ould  be  guided  by  bacteriological  studies  (including  sensitivity 
;ts)  and  by  clinical  response. 

(The  following  infections  will  usually  respond  to  adequate  dosage 
intramuscular  benzathine  penicillin  G — Venereal  infections: 
philis,  yaws,  bejel  and  pinta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
'nicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
’ylactoid)  reactions  have  been  reported.  Anaphylaxis  is  more 
-quent  following  parenteral  therapy  but  has  occurred  with  oral 
mcillms.  These  reactions  are  more  apt  to  occur  in  individuals  with 
story  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 

till  documented  in  patients  with  history  of  penicillin  hypersensi- 
ity.  Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
insitivity  to  penicillins,  cephalosporins  and  other  allergens  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g .pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism,  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hem olytic  anemia,  leucopenia,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics,  Jarisch-Flerxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under 2 years  of  age,  50,000  umts/Kg.  body  weight, 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  If  blood  appears, 
remove  the  needle  and  inject  in  another  site 

Composition:  2,400,000  units  in  4-cc  single  dose  disposable 
syringe.  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0 5% 
lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0.01  % propylparaben  and  0 09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300,000  units  per  cc  — 10-cc. 
multi-dose  vial.  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose,  0.5  mg  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0 14  mg  propylparaben 
and  12  mg  methylparaben 

Wyeth  Laboratories  • Philadelphia,  Pa  19101 


A topical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study...after  study 
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Excellent/good  results 

in  psoriasis  tJ  X 0/ 

/O  (150  of  1 77 patterns f / hmd  / 0 


in  atopic  eczer 

(231  of  251  patients f 


Msone 

brand  of  , 

betamethasone 

valerate  (0.1%) 

Cream/Ointment 

Plus  economy  B.i.d.  dosage  often  found  effective ! 
Available  in  5, 15,  and  45  Gni.  tubes. 


in  contact  dermatitis 

( 81  of  84  patients )l 


CLINICAL  CONSIDERATIONS: 
Description  VALI SONE  products  contain 
betamethasone  valerate  (9-fiuoro-i  1., , 17,21- 
trihydroxy-i6fl  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALI  SONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  water; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ether,  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALI  SONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALISONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history'  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly',  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dry'ness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hvpopigmentation.  The 
following  may  occur  more  frequently  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  (1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noojm,  R.  O Curr.  Therap.  Res.  9:253,  1967.  (3)  Falk,  M.  S. . 

Cutis  2:788.  1966.  (4)  Goldblum,  R.  If  . . Pennsylvania  Med. 

69:50,  1966.  (5)  Niennan,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.:  Arch.  Dermal.  95:514,  1967. 
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“Too  many  doctors  are  indil  - 
ent  to  the  economic  consequeno  )th 
their  decisions.”  So  stated  a rece 
issue  of  Medical  News  Report  (Dr 
cember  4,  1972),  an  independen 
weekly  newsletter  published  byfo  ef 
AMA  Chief  Executive  F.  J.  L.  Blasi 
game,  M.D. 


Doctor,  are  you  indifferent...? 

In  discussing  an  anticipated  ■ 
crease  in  Blue  Shield  rates,  Dr.  B 
ingame’s  newsletter  had  this  to  Sc ; 

"In  general,  it  can  be  said,  l\*  5 
have  given  the  impression  they  ar  - 
not  particularly  concerned  with  tt I. 
increase  in  cost  of  health  care  to  1 iri 
patients... 

“True,  an  MD’s  training  is  pr 
marily  scientific,  but  in  the  real  w 
of  practice,  all  of  his  scientific  de< 
sions  have  a price  tag,  or  an  econ- 
impact.  The  economics  of  health 
beckon  the  practitioner’s  attentio 
Concern  for  economics  of  medicii 


When  the  pharmacist  recorr 
mends  that  a drug  product  other  t 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  int< 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  ne 
sary  for  the  prescriber  to  know  tha 
the  change  is  being  contemplated 
and  to  be  in  a position  to  consents 
demur.  Without  that  opportunity,  t 
unilateral  decision  of  the  pharmac 
made  in  the  absence  of  clinical  kn 
edge  of  the  patient,  could  expose  I 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwee 
the  professions  of  Pharmacy  and 
Medicine;  In  my  view,  there  is  notf 
in  the  pro-substitution  argument  tl 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowlet  ■■ 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degr  1 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  n>  I 
expert  knowledge  of  no  more  than 


Advertisement 


sbuld  be  an  obligation  of  medical 
pictice. . . 

“Medical  societies  ought  to  con- 
d!:t  continuing  campaigns  to  point 
oj  the  substantial  savings  that  could 
realized  thru  deductible  insurance 
j protection  for  catastrophic  ill- 
;s.  At  the  very  least,  they  should,  in 
patients’  interest,  question  the 
t,  tics  of  any  insurance  organization 
ti  t raises  health  care  costs  by  forc- 
ir  policyholders  to  buy  insurance 
tl  y may  not  need  or  want  and  prob- 
ay won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
<=i:  to  the  economic  consequences  of 
'ir  decisions.  Too  many,  for  ex- 
ple,  habitually  hospitalize  patients 
the  convenience  of  the  MD.  It’s 
r isense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
ties,  have  unhesitatingly  appealed 
t :heir  patients  for  support  in  the 
f at  against  government  interference 
. h the  private  practice  of  medicine. 
f d the  public  in  the  past  has  re- 
anded.  It’s  time  the  American  Med- 
I Association  and  state  and  local 
r >dical  societies  paid  off  the  debt  by 
; :isive  action  to  hold  down  the  cost 
dmedical  care.” 

(1st  of  Drugs 

Insurance  rates  and  hospital 
carges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient's  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less  stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


c 30  drugs  that  he  selects  to  treat  the 
r bjority  of  conditions  encountered  in 
ts  practice.  Moreover,  the  physi- 
cin’s  choice  of  a specific  brand  is 
I sed  on  his  knowledge  of  the  pa- 
t nt’s  medical  history  and  current 
c ndition,  and  his  experiences  with 
Is  particular  manufacturer’s 
ijoduct. 

Some  substitution  proponents 
I ve  argued  that  the  dispensing  of  a 
l escription  is  a simple  two-party 
■ansaction  between  the  pharmacist 
; d the  patient,  and  that  a substitut- 
ilg  pharmacist  may  avoid  even  a 
'bhnical  breach  of  contract  by  simply 
i 'tifying  the  patient  that  he  is  making 
e substitution.  I would  judge  that 
' w courts  would  be  sympathetic 
'ward  a pharmacist-who  substituted 
nthout  physician  approval  and  who 
indertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
e pharmacist’s  actions, 
duced  Prescription  Prices? 

Substitution  advocates  are 
iggesting  to  the  consumer,  and  par- 
:ularly  the  consumer  activist,  that 
duced  prescription  prices  could 
How  legalization  of  substitution, 
e have  seen  absolutely  no  evidence 
justify  this  claim.  To  the  contrary, 
perience  in  Alberta,  Canada,  where 
ibstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source ?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 
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Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 
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Editorial 


Malpractice  insurance  and  defense 


Once  a month  at  Lake  Success,  seven  busy  doc- 
tors give  their  skills  and  a full  day  of  their  time  to 
the  interests  of  practicing  physicians  in  New  York 
State.  For  a couple  of  them,  it’s  more  than  a day 
since  they  must  travel  hundreds  of  miles  to  attend 
these  meetings  and  be  away  from  home  for  at 
least  one  night.  They  compose  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  of 
the  Medical  Society  of  the  State  of  New  York. 
They  are  also  our  stoutest  defense  against 
groundless  or  exaggerated  malpractice  claims  and 
lawsuits,  and  consequent  high  insurance  premi- 
ums. 

The  Chairman  is  Robert  Hicks,  Chief  of  Anes- 
thesiology, St.  Vincent’s  Hospital.  His  colleagues 
are  Andrew  Patterson  (Vice-Chairman),  a New 
York  orthopedist;  George  Collins,  an  internist 
from  Buffalo;  Raymond  McKeeby,  a family  physi- 
cian from  Binghamton;  Arthur  Mannix,  a general 
surgeon  from  New  Rochelle;  Joseph  Alper,  a sur- 
geon in  The  Bronx;  and  Harold  Schwinger,  a 
Brooklyn  radiologist. 

The  work  these  doctors  do  for  us  for  nothing  is 
at  least  as  demanding  and,  hour  for  hour,  as  tiring 
as  the  work  they  do  for  fees.  Their  activities  as 
members  of  the  Board  are  enormously  complex. 
The  problems  continuously  before  them  call  for  a 
good  deal  more  than  the  full  range  of  their  indi- 
vidual and  collective  medical  abilities.  To  their 
evaluations  and  judgments  they  must  bring  some 
familiarity  with  law,  with  insurance  underwriting 
and  ratemaking,  with  territorial  distributions  of 
claims,  and  with  malpractice  exposures  as  related 
to  various  medical  disciplines  and  procedures. 
And  all  this  must  be  leavened  by  a strong  infu- 
sion of  something  that  no  technical  term  de- 
scribes— horse  sense. 

Their  proceedings  begin  at  9 A.M.,  and  end, 
with  luck,  not  too  long  after  5 o’clock.  A sam- 
pling of  their  deliberations: 

. An  internist  has  originated  and  is  practicing 
a new  treatment  for  a troublesome  disease. 
While  experience  may  seem  good,  is  it  good 
enough  for  credibility?  In  the  event  of  a bad 
result,  how  would  experts  be  likely  to  testify  as 
to  the  soundness  of  the  approach? 

. Pending  lawsuits  are  reviewed  with  defen- 
dant doctors.  From  a medical  standpoint, 
should  the  Board  recommend  resistance,  or  set- 
tlement? Should  the  doctor  be  permitted  to 
continue  his  insurance  at  present  rates? 


Should  he  be  charged  higher  rates?  Should  he 
be  asked  to  find  insurance  outside  our  Program0 

. What  exposures  are  presented  by  the  prac- 
tice of  acupuncture?  Is  it  fairly  comparable  to 
any  of  the  existing  rate  classifications?  Or 
should  a new  classification  be  created  for  it? 

. A report  on  current  caseload  is  presented 
and  studied.  How  many  new  claims  were  re- 
ported in  the  past  month?  How  many  files 
were  closed,  and  at  what  cost?  How  many  law- 
suits are  in  process  of  trial,  and  with  what  pros- 
pects? What  are  the  overall  trends? 

. How  should  full-time,  hospital-employed 
physicians  be  rated? 

. A conflict  is  noted  between  our  premium 
budget-payment  system  and  our  carrier’s  collec- 
tion procedures.  It  does  not  allow  for  late  pay- 
ments, obliging  our  insurance  company  to  send 
our  cancelations  ten  days  before  payments  are 
due.  (This  is  cured  by  going  from  a series  of  25 
per  cent  installments  to  a first  payment  of  35 
per  cent,  a second  of  25  per  cent,  and  two  more 
of  20  per  cent  each.) 

. What  malpractice  exposures  may  attach  to 
abortions  by  assembly-line  methods  on  the 
thousands  of  patients  drawn  from  all  over  the 
country  by  New  York’s  recently  emancipated 
law? 

Whether  the  recent  decision  of  the  Supreme 
Court  will  alter  the  situation  remains  to  be  seen. 

The  Board  does  not  of  its  own  authority  “an- 
swer” all  these  questions  (and  the  many  others 
that  confront  it  every  month)  but  it  does  find  an- 
swers to  them.  For  medical  problems  not  within 
the  competence  of  any  of  the  members,  outside 
specialists  are  invited  to  attend  the  meetings  and 
submit  their  views.  The  Society’s  attorneys  may 
be  called  on  for  legal  advice.  Our  actuaries  and 
our  insurance  company’s  experts  are  available  to 
help  with  underwriting,  ratemaking,  and  classifi- 
cation problems.  Frank  Appleton,  our  Society’s 
Indemnity  Representative,  is  the  Board’s  Execu- 
tive Secretary  and  is  at  every  meeting. 

Our  Professional  Medical  Liability  Insurance 
and  Defense  Board,  so  far  as  we  know,  has  no 
equal  or  even  counterpart  elsewhere  in  the  coun- 
try. We  owe  this  very  largely  to  the  abilities  of 
these  seven  doctors  and  their  willingness  to  ex- 
pend them  in  the  service  of  their  fellow  physicians 
in  New  York  State.  We  know  our  readers  will 
want  to  join  us  in  this  expression  of  acknowledg- 
ment and  thanks.  A.  A.  A. 
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Empire  Medical  Political  Action  Committee 
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THE  YEAR  OF  POLITICAL  DECISION 
FOR  MEDICINE 

• EMPAC  is  the  political  voice  of  New  York  State  medicine 

• EMPAC  contributions  to  a candidate  carry  more  impact  than  individual  con- 

tributions 
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Intracranial 
Tumors  of 
Apoplectiform 
Onset 


K.  KALYANARAMAN,  M.D.a 

Buffalo,  New  York 

BERNARD  H.  SMITH,  M.D.b 

Buffalo,  New  York 


In  a study  of  171  verified  intracranial  tumors  seen 
in  a five-year  period  in  a county  hospital,  there 
were  10  cases  (6  per  cent)  with  apoplectiform  onset 
of  symptoms.  They  ranged  in  age  from  forty-six  to 
seventy-four  years,  and  there  were  7 females  and  3 
males.  The  histological  diagnosis  was  meningioma 
in  2 patients  and  malignant  glioma  in  8 patients. 
The  mode  of  presentation,  clinical  features,  and 
results  of  investigations  of  these  10  patients  has 
been  described.  The  difficulties  in  diagnosing 
intracranial  tumors  from  cerebrovascular  acci- 
dents, especially  in  the  case  of  maligant  glioma  in 
the  geriatric  age  group,  has  been  stressed.  It  is 
emphasized  that  there  is  a need  for  “tumor  con- 
sciousness'” in  dealing  with  apparent  cerebrovascu- 
lar accidents  in  the  elderly,  as  signs  of  increased 
intracranial  pressure  appear  late.  Brain  scan  tests 
have  been  useful  in  suspected  neoplasms,  before 
arteriography  helped  confirm  the  diagnosis. 


GEORGE  J.  ALKER,  JR.,  M.D.C 

Buffalo,  New  York 

From  the  Departments  of  Neurology  and  Radiology,  State 
University  of  New  York  at  Buffalo  School  of  Medicine,  and 
Edward  J Meyer  Memorial  Hospital. 

a Assistant  Professor  of  Neurology  and  Associate  Attending 

Neurologist. 

b Professor  of  Neurology  and  Chief,  Neurology  Service. 

c Associate  Clinical  Professor  and  Attending  Radiologist 

A cardinal  feature  in  the  diagnosis  of  cerebro- 
vascular accident  is  the  acute  onset  of  symptoms 
which  are  catastrophic  in  the  case  of  major  embo- 
lism, sudden  or  rapid  in  the  case  of  hemorrhage, 
and  rapid  or  quickly  progressive  in  the  case  of 
thrombosis.  The  term  “stroke,”  or  “apoplexy,”  is 
defined  as  an  acute  cerebrovascular  disturbance 
with  variable  impairment  of  consciousness  and 
paralysis  of  various  types  and  distributions,  fol- 
lowed by  death  or  slow  and  often  imperfect  recov- 
ery- 

All  brain  disorders  of  sudden  onset  raise  the  ini- 
:ial  suspicion  of  vascular  disturbance,  but  may  in 
act  turn  out  to  be  of  other  etiologies.  In  this  re- 
gard, it  should  be  pointed  out  that  intracranial 
:umors,  not  uncommonly,  present  an  acute  onset 
)f  symptoms  with  periods  of  arrest  or  improve- 
ment, a situation  which  closely  mimics  the  effects 
)f  cerebrovascular  disturbance.  Elsberg  and  Glo- 
dus1  were  the  first  to  point  out  that  intracranial 
nass  lesions  such  as  tumors  may  produce  neuro- 
ogic  dysfunction  of  acute  onset;  it  is  only  in  the 
ast  decade  that  it  has  become  clear  that  intracra- 
lial  tumors  often  present  symptoms  of  “stroke” 
syndrome.2-5 


It  is  the  purpose  of  this  report  to  determine  the 
frequency  of  apoplectiform  onset  in  a series  of 
proved  brain  tumors.  The  five-year  period  from 
1967  to  1971  was  chosen  because  during  that  time 
nearly  all  the  patients  admitted  to  the  hospital 
with  a diagnosis  of  cerebrovascular  accident  or 
intracranial  tumor  had  the  benefit  of  one  or  more 
special  tests  such  as  echoencephalography,  brain 
scan  (scintiscan),  and  arteriography.  There  are 
171  verified  brain  tumors  in  this  series,  and  10  of 
them  were  initially  diagnosed  as  having  suffered  a 
cerebrovascular  accident;  these  10  patients  form 
the  basis  of  this  report.  Of  the  10,  3 were  men 
and  7 were  women,  and  they  ranged  in  age  from 
forty-six  to  seventy-four  years.  There  were  2 
cases  of  meningioma  and  8 cases  of  malignant 
glioma,  7 of  the  latter  being  glioblastoma  multi- 
forme. 

Clinical  data,  summary  and  results 

Table  I shows  the  details  of  mode  of  presenta- 
tion, clinical  features,  and  results  of  investigations 
of  2 patients  with  meningioma  who  presented  fea- 
tures suggestive  of  cerebrovascular  disturbance. 
The  first  patient,  a seventy-four-year-old,  right- 
handed  woman,  had  intermittent  speech  and 
swallowing  difficulties  with  objective  evidence  of  a 
mild  right  hemiparesis.  This  led  to  the  clinical 
suspicion  of  insufficiency  or  infarction  in  the  terri- 
tory of  the  left  carotid  artery;  transient  ischemic 
attacks,  or  focal  seizures  secondary  to  cerebrovas- 
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TABLE  I.  Summary  of  clinical  features  and  investigations  of  2 cases  of  meningioma  with  features  of  cerebrovascular  disease 


Case 

Skull 

Echoenceph- 

Brain 

Num-  Age. 

Mode  of 

Clinical 

Clinical 

X-Ray 

EEG 

alography 

Scan 

ber  Sex 

Presentation 

Features 

Diagnosis 

Findings 

Findings 

Findings 

Findings 

Arteriography 

1 74,  F 

Episodic  inability  to 

Mild  spastic  right 

Left  carotid 

Normal 

Moderately 

2-mm.  shift 

Dense 

LCA*  showed  possible 

speak  or  swallow 

hemiparesis 

insufficiency 

severe  slow 

of  midline 

circumscribed 

meningioma  in  left 

for  2 years,  of 

involving  face, 

with  transient 

wave  focus 

structures 

uptake  in  left 

posterior  frontal  and 

sudden  onset, 

arm,  and  leg 

ischemic 

in  left 

to  right 

posterior 

suprasylvian  areas 

lasting  5 minutes, 

attacks  or 

frontal 

frontal  area 

followed  by  left- 

seizure 

temporal 

sided  headaches 

phenomena 

areas 

for  10  minutes 

secondary  to 
cerebrovascu- 
lar disease 

2 52,  F 

Sudden  onset  of 

Blind,  confused, 

Left  middle 

Normal 

Mild  slow 

5-mm.  shift 

Large  well- 

LCA*  showed  possible 

right-sided 

global  dysphasia 

cerebral 

wave  focus 

of  midline 

circumscribed 

meningioma  in  left 

weakness  with 

and  right 

artery 

in  left 

structures 

uptake  in 

frontopolar  area 

confusion, 

spastic 

thrombosis 

temporal 

to  right 

left  frontal 

with  subfrontal 

disorientation  and 
global  dysphasia 
preceded  by 
ieft-sided 

hemiplegia,  arm 
being  more 
involved  than 
leg 

in  diabetic 

area 

pole 

extension 

headache  for  3 
weeks;  known  to 
have  been  blind 
for  several  years 
before  because  of 
diabetes  mellitus 
and  retinitis 
proliferans 

* LCA  = left  carotid  angiogram. 

cular  disease,  were  considered  the  most  likely  ex- 
planations for  the  intermittency  of  her  attacks. 
That  meningioma  can,  on  occasion,  give  rise  to 
intermittent  symptoms  has  been  previously  point- 
ed out  and  this  aspect  will  be  discussed  later.6 

The  second  patient  with  meningioma,  a fifty- 
two-year-old,  right-handed  woman,  presented 
sudden  onset  of  right  hemiplegia  and  dysphasia 
and  was  known  to  be  diabetic.  This  led  to  the 
clinical  diagnosis  that  she  had  suffered  an  infarc- 
tion in  the  territory  of  the  left  middle  cerebral  ar- 
tery and  the  possibility  of  tumor,  other  than  sub- 
dural hematoma,  was  not  seriously  considered. 
However,  the  sudden  onset  of  symptoms  was 
probably  related  to  the  tumor,  since  she  demon- 
strated continuing  deterioration  of  her  sensorium 
without  evidence  of  metabolic  derangement. 

Table  II  shows  the  summary  of  clinical  data  and 
investigations  of  patients  with  malignant  glioma 
whose  symptoms  were  acute  hemiplegia  or  hemi- 
paresis.  There  were  5 patients  in  this  group,  of 
whom  4 had  dysphasia;  1 had  homonymous  hemi- 
anopia,  and  another,  had  features  of  Gerstmann’s 
syndrome.  Initially,  1 of  these  patients  (Case  4) 
showed  a dramatic  improvement  in  his  hemiplegia 
condition.  The  acute  onset  and  improvement  of 
symptoms  in  malignant  intracranial  tumors  have 
been  attributed  to  various  factors  and  will  be  dis- 
cussed later.5  One  patient  (Case  6)  in  this  group, 
with  acute  onset,  presented  features  of  transtento- 
rial herniation  and  was  clinically  considered  to 
have  had  cerebral  hemorrhage,  rather  than  a 
tumor,  because  of  the  apoplectiform  onset. 

Table  III  shows  the  summary  of  clinical  features 
and  investigations  of  patients  with  malignant  glio- 
ma symptomatic  of  cerebrovascular  accident  in 
the  territory  of  the  vertebrobasilar  artery. 

One  of  these  patients  (Case  8),  on  her  first  ad- 
mission, showed  features  of  “thalamic  syndrome” 


and  had  normal  investigations  including  a right 
carotid  arteriogram  test.  She  developed  a sudden 
onset  of  left  hemiplegia  a year  later,  at  which  time 
she  had  clinical  and  arteriographic  evidence  of  a 
mass  lesion  in  the  temporal  area. 

Two  patients  (Cases  9 and  10)  had  features 
such  as  dizziness,  diplopia,  incoordination,  and 
hemianopia  with  spontaneous  improvement,  rais- 
ing the  clinical  suspicion  of  vertebrobasilar  artery 
insufficiency.  Case  9 had  abnormal  EEG  findings 
with  left  occipital  slow  wave  activity,  but  the 
echoencephalogram  and  brain  scan  findings  were 
normal.  The  findings  of  a repeat  brain  scan  test 
after  six  days  showed  a positive  uptake  in  the  left 
occipital  area,  and  vertebral  angiogram  films  re- 
vealed decreased  perfusion  in  the  same  area;  these 
findings  were  considered  compatible  with  an 
occipital  lobe  infarction.  Case  10  had  essentially 
normal  investigations,  including  the  arteriogram 
findings,  on  his  first  admission,  except  for  the 
EEG  findings  which  disclosed  predominantly  a- 
left  temporal  slow  activity.  When  he  was  read- 
mitted after  two  months,  brain  scan  tests  and  ar- 
teriography films  revealed  a mass  lesion  in  the 
occipital  area  and  the  EEG  findings  disclosed  fur- 
ther deterioration. 

Five  patients  had  CSF  (cerebrospinal  fluid) 
tests  at  the  time  of  admission;  the  findings  of 
three  tests  were  normal,  one  showed  a markedly 
elevated  protein  content,  and  the  other  a slight  el- 
evation of  opening  pressure. 

Skull  x-ray  studies  were  done  in  9 patients;  the 
results  of  two  showed  a significant  shift  of  calci- 
fied pineal  gland,  thereby  raising  the  suspicion  of 
tumor. 

Echoencephalography  studies  were  done  on  all 
10  patients,  and  the  findings  indicated  a signifi- 
cant shift  of  the  midline  in  5 patients. 

EEG  findings  on  8 patients  disclosed  lateraliz- 
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right  carotid  angiogram 
left  carotid  angiogram 
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TABLE  III.  ( continued ). 
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ing  abnormalities  in  7.  In  1 patient,  the  follow-up 
study  denoted  a deterioration  emphasizing  the 
value  of  serial  EEG  studies  in  suspected  intracra- 
nial tumors. 

A radioactive  mercury  brain  scan  test  was  done 
on  9 patients;  in  both  cases  of  meningioma,  a pos- 
itive uptake  suggestive  of  tumor  was  indicated. 
Out  of  7 patients  with  malignant  glioma,  4 had  a 
positive  uptake  on  the  initial  scan  test.  In  the  3 
patients  with  normal  scan  findings,  2 had  repeat 
examinations.  In  1,  the  scan  findings  became 
positive  in  six  days,  and  in  another  in  two 
months;  and  these  2 cases  will  be  discussed  later. 

Arteriography  findings  were  abnormal  in  all  9 
patients.  In  1 patient  with  initial  normal  arterio- 
gram findings,  a repeat  examination  after  a year 
showed  the  mass  lesion.  In  the  patient  with 
occipital  glioblastoma  (Case  9,  Table  III),  the  ab- 
normality seen  was  decreased  perfusion  to  the  af- 
fected area. 

Comment 

It  would  be  ideal,  but  hardly  practicable,  for  all 
patients  with  a “stroke”  syndrome  to  have  a thor- 
ough neurologic  investigation.  The  major  purpose 
behind  this  approach  of  complete  investigation  of 
strokes  has  been  to  diagnose  surgically  remedia- 
ble, extracranial  vascular  occlusions,  as  well  as 
hemorrhagic  cerebrovascular  disease  with  intrace- 
rebral hematoma  or  subdural  hematoma.  Present 
effort  tends  to  be  concentrated  on  younger 
subjects,  and  on  those  whose  clinical  findings 
suggest  the  likelihood  of  remediable  lesions. 

At  the  onset,  we  confess  that  many  of  the  pa- 
tients “elucidated”  in  this  study  were  not  of  an 
age,  nor  were  they  affected  with  lesions  of  a kind 
that  promised  therapeutic  reward.  Nevertheless, 
the  lesson  is  obvious:  that  clinical  judgment  is 

often  fallacious  and  that  special  studies,  although 
by  no  means  infallible,  are  at  times  the  means  of 
directing  specific  help  to  those  who  would  other- 
wise be  denied  it.  The  present  study  illustrates 
these  generalizations  in  the  specific  area  of  intra- 
cranial tumors  that  present  symptoms  of  cerebro- 
vascular accident. 

Of  the  2 patients  with  meningioma,  1,  a sev- 
enty-four-year-old woman,  presented  intermittent 
cerebral  symptoms  as  described  by  Daly,  Svien, 
and  Yoss.6  In  their  series  of  210  patients  with  su- 
pratentorial meningiomas,  17  patients  (8  per  cent) 
had  presented  intermittent  cerebral  disturbances 
of  varying  complexity,  lasting  from  a few  minutes 
to  more  than  a day  at  a time.  This  had  naturally 
led  to  diagnostic  difficulties,  and,  depending  on 
the  age  of  the  patient,  various  diagnoses  such  as 
cerebrovascular  insufficiency,  multiple  sclerosis, 
and  migraine  had  been  entertained  for  these  pa- 
tients before  investigations  revealed  the  true  na- 
ture of  the  lesions.  The  authors  attributed  such 
intermittent  cerebral  symptoms  in  meningioma  to 
direct  compression  of  cerebral  blood  vessels  by  the 
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tumor  or  to  intermittent  edema  around  the 
tumor.6  They  also  suggested  the  spreading  corti- 
cal depression  of  Leao7  as  a cause  of  intermittent 
symptoms:  such  spreading  depression  has  been 
suggested  by  Milner8  to  account  for  such  signs  as 
hemianopia  in  migraine  headaches.  It  is  likely 
that  no  single  mechanism  explains  all  such  cases. 

Our  second  patient  with  meningioma,  a fifty- 
two-year-old  woman,  had  acute  onset  of  dysphasia 
with  hemiplegia.  Moore9  drew  attention  to  the 
possibility  of  meningiomas  declaring  themselves 
apoplectically,  and  cited  5 such  examples  in  a se- 
ries of  10  cases  of  clinically  unrecognized  menin- 
gioma. The  age  range  of  fifty-one  to  eighty-three 
years  in  his  series  may  have  influenced  the  diag- 
nosis toward  cerebrovascular  disease.  He  stressed 
the  need  for  “tumor-consciousness,”  on  the  part  of 
the  specialist  and  general  practitioner  alike,  in  the 
case  of  patients  over  fifty  years  of  age  in  whom  the 
presenting  features  are  those  of  cerebrovascular 
disturbance. 

Our  8 cases  of  malignant  glioma  ranged  in  age 
from  forty-six  to  seventy-one  years,  and  there  were 
3 males  and  5 females.  Five  of  these  patients  had 
acute  onset  of  hemiplegia  with  associated  features 
such  as  dysphasia,  hemianopia,  and  Gerstmann’s 
syndrome.  Three  other  patients  presented  fea- 
tures suggestive  of  vertebrobasilar  artery  disease; 
1 of  them  had  an  acute  onset  of  thalamic  syn- 
drome, 1 had  dizziness  with  hemianopia,  and  an- 
other hemianopia  preceded  by  headache  and  dip- 
lopia. 

In  5 of  our  10  cases,  the  clue  to  the  presence  of  a 
tumor  was  a significant  shift  of  midline  structures 
on  skull  x-ray  films  or,  more  commonly,  on 
echoencephalography.  Radioactive  mercury  brain 
scan  findings  were  abnormal  in  both  cases  of 
meningioma  and  in  6 of  the  8 cases  of  malignant 
glioma.  In  1 unusual  case  (Table  III,  Case  10), 
initial  negative  findings  on  scan  became  positive 
after  two  months.  In  another  (Table  III,  Case  9), 
the  positive  uptake  shown  in  the  repeat  scan 
taken  six  days  after  an  initial  negative  scan  test 
result  was  mistakenly  considered  to  be  in  favor  of 
infarction,  since  the  patient  had  improved  clini- 
cally. By  and  large,  the  radioactive  brain  scan 
findings  were  abnormal  at  one  time  or  another  in 
all  patients;  although  the  significance  of  the  posi- 
tive uptake  shown  in  the  repeat  scan  of  the  pa- 
tient who  had  initially  a negative  scan  result  was 
misinterpreted  as  cerebral  infarction. 

The  value  of  brain  scanning  in  the  diagnosis  of 
intracranial  tumors  has  been  stressed  by  Witcofs- 
ki,  Maynard,  and  Roper,10  and  by  Friedman  and 
Odom.11  The  latter  have  particularly  emphasized 
its  value  in  the  geriatric  age  group.  Tumors  in 
the  elderly  may  not  be  associated  with  any  evi- 
dence of  raised  intracranial  pressure  because  of 
cerebral  atrophy  leaving  greater  reserve  space 
within  the  cranial  cavity.  Thus,  papilledema  was 
found  in  only  a small  percentage  (11  per  cent)  of 


Friedman  and  Odom’s11  patients,  a finding  that 
had  already  been  noted  by  others.12,13  The  ad- 
vantage of  a brain  scan  is  that  it  is  a painless  pro- 
cedure that  can  be  done  on  an  outpatient  basis, 
and  that,  in  the  elderly,  carries  no  hazard.  The 
disadvantages  of  brain  scan  are  that  to  be  demon- 
strable, the  lesion  must  have  obtained  a diameter 
of  at  least  1 or  preferably  2 cm.14,15  The  test  find- 
ing is  usually  negative  in  acute  infarcts  and  does 
not  become  positive  until  six  or  seven  days  after 
their  onset.15-17  Our  stress  on  this  finding,  that 
positive  uptake  in  infarcts  usually  takes  six  or 
seven  days  to  show  up,  resulted  in  our  misdiag- 
nosis in  the  case  where  the  brain  scan  finding  be- 
came positive  six  days  after  admission,  and  the 
initial  scan  finding  immediately  on  admission  was 
normal.  It  was  also  unfortunate  that  in  this  pa- 
tient, we  were  lulled  into  the  belief  that  he  had  an 
occipital  lobe  infarction  because  of  his  clinical  im- 
provement. This  should  emphasize  the  point  that 
depending  on  the  rapidity  of  the  growth  of  tumor, 
brain  scans  can  show  positive  results  as  early  as  a 
week  or  more,  or  likely  in  a couple  of  months,  as 
in  the  other  case  of  occipital  glioblastoma  (Table 
III,  Case  10). 

Marshall14  invokes  vascular  factors  as  a com- 
mon cause  of  the  stroke-like  initiation  of  tumor 
symptoms;  such  as  when  pressure  by  the  tumor 
causes  obstruction  of  venous  drainage  with  result- 
ing infarction.  In  other  words,  the  proximate 
cause  of  symptoms  is  vascular,  and  the  clinical 
picture  may,  for  that  reason,  be  indistinguishable 
from  that  produced  by  an  infarction  of  primarily 
vascular  origin.  Sometimes  the  true  state  of  af- 
fairs is  suggested  by  a prior  history  of  morning 
headache  or  of  personality  change.  Often,  how- 
ever, there  is  no  such  clue.  Marshall14  has  found 
the  presence  of  papilledema  diagnostically  helpful 
in  his  cases.  Papilledema,  however,  was  absent  in 
all  our  patients. 

In  one  of  our  patients  (Table  II,  Case  4)  there 
was  obvious  improvement  after  the  initial  episode. 
Marshall14  considers  such  improvement  to  result 
from  subsidence  of  the  vascular  disturbance 
caused  by  the  mass  lesion;  in  time,  growth  of  the 
tumor  makes  the  progression  of  symptoms  inevi- 
table. Alternatively,  variation  in  the  amount  of 
edema  around  the  tumor,  rather  than  actual  vas- 
cular disturbance,  is  likely  to  explain  some  of  the 
fluctuations  in  symptomatology.5 

From  the  diagnostic  standpoint,  Marshall14  has 
noted  the  usefulness  of  serial  studies,  especially 
EEG  tests;  the  record  tends  to  improve  two  or 
three  weeks  after  a stroke,  but  tends  to  deteriorate 
in  a tumor.  In  one  of  our  cases  (Table  III.  Case 
10)  all  investigations  except  the  EEG  findings  were 
normal  initially.  Two  months  after  the  onset  of  a 
seemingly  vascular  stroke  the  patient  was  re- 
evaluated, at  which  time  all  the  special  tests  were 
positive  and  suggestive  of  a brain  tumor;  the  EEG 
tests  showed  deterioration.  Although  not  general- 
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ly  considered  to  be  the  case,  in  this  particular  pa- 
tient the  EEG  was  the  most  sensitive  test  of  cere- 
bral dysfunction.  Marshall14  also  had  noted  that 
both  arteriography  and  pneumoencephalography 
findings  may  fail  to  reveal  the  causative  neoplasm 
when  symptomatic  of  “stroke”  syndrome. 

Toole  and  Cole18  emphasize  the  location  and 
distribution  of  the  neurologic  lesion  as  conforming 
to  the  territory  of  a single  artery  in  the  case  of  a 
vascular  thrombosis.  Tumors,  and  hemorrhages, 
tend  to  transcend  arterial  boundaries.  In  our  ex- 
perience, we  did  not  find  this  principle  particular- 
ly valuable:  anatomy  and  clinical  experience 

alike  would  teach  that  there  are  great  variations 
within  individuals  in  the  size  and  distribution  of 
arteries  and  in  the  richness  of  their  collateral  sup- 
ply. In  particular,  the  patient  we  diagnosed  as  a 
“thalamic  syndrome”  case,  attributable  to  in- 
volvement of  the  thalamogeniculate  artery,  con- 
formed closely  to  the  classical  picture  of  that  dis- 
order; another  patient  who,  on  clinical  grounds, 
was  diagnosed  as  having  a vertebrobasilar  insuffi- 
ciency with  dizziness  and  homonymous  hemiano- 
pia  was  considered,  both  from  the  clinical  view- 
point and  the  findings  on  brain  scan,  to  have  in- 
farction of  the  occipital  lobe  secondary  to  posteri- 
or cerebral  artery  occlusion.  Yet  both  these  pa- 
tients had  malignant  gliomas. 

Utterback,19  discussing  hemorrhagic  cerebrovas- 
cular disease,  points  out  that  an  intracranial 
tumor  may  first  manifest  itself  when  it  suddenly 
undergoes  intrinsic  bleeding;  when  a tumor  pre- 
sents a sudden  onset  of  focal  symptoms  and  blood 
is  found  in  the  spinal  fluid,  it  may  be  virtually  im- 
possible to  recognize  clinically  that  a tumor  is  the 
source  of  the  hemorrhage.  He  also  adds  that 
hemorrhage  in  a tumor  producing  apoplectiform 
symptoms  is  more  often  suspected  than  found,  an 
experience  in  which  we  concur.  In  only  one  of  our 
8 cases  of  malignant  glioma  was  hemorrhage 
found  within  the  tumor. 

Conclusion 

In  conclusion,  we  would  like  to  emphasize  that 
diagnosis  of  intracranial  tumors  in  the  geriatric 
age  group  from  cerebrovascular  accidents  de- 
mands, in  addition  to  a meticulous  clinical  exami- 
nation, the  judicious  use  of  carefully  chosen  inves- 
tigations. In  this  regard,  the  radioactive  brain 
scan  is  most  useful  because  of  its  safety,  simplici- 
ty, and  proved  reliability  in  the  majority  of  cases. 
Even  in  the  younger-age  group,  in  the  absence  of 
proved  cerebrovascular  disease,  or  factors  which 


predispose  to  premature  cerebrovascular  disease 
such  as  diabetes  or  hyperlipidemia,  it  is  essential 
on  the  part  of  the  physician  to  suspect  a neoplasm 
causing  an  apparent  cerebrovascular  accident, 
and  complete  investigations  are  indicated.  From 
our  experience  it  seems  that  even  if  all  investiga- 
tions show  normal  findings  initially,  a careful  clin- 
ical follow-up  with  reinvestigation  on  the  slightest 
suspicion  of  deterioration  of  the  patient’s  condi- 
tion may  be  most  worth  while  in  the  diagnosis  of 
cerebral  tumor. 
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Increasing  awareness  of  mechanisms  of  inflam- 
mation and  availability  of  a wider  spectrum  of 
anti-inflammatory  drugs  requires  that  physicians 
who  treat  inflammatory  disease  become  familiar 
with  the  pathophysiology  and  pharmacology  of 
the  inflammatory  process.  The  inflammatory 
process,  which  defends  the  body  against  invasion 
by  harmful  organisms  or  foreign  substances,  caus- 
es tissue  destruction,  scarring,  and  alteration  and 
sets  the  stage  for  recurrent  inflammatory  attacks. 
The  eye  deals  poorly  with  inflammation,  and  visu- 
al function  can  rapidly  be  lost,  since  even  slight 
tissue  alterations  can  interfere  with  transparency 
and  index  of  refraction.  The  physician  treating 
various  inflammatory  processes,  and  the  ophthal- 
mologist treating  specific  causes  of  ocular  inflam- 
mation, frequently  finds  himself  in  the  unenviable 
position  of  reducing  inflammation  at  one  site  with 
large  quantities  of  anti-inflammatory  drugs  which 
can  cause  loss  of  ocular  function  or  other  undesir- 
able systemic  effects. 

Inflammation  may  be  initiated  by  a nonspecific 
response  to  a foreign  substance  based  on  the  abili- 
ty of  the  living  organism  to  recognize  the  foreign 
nature  of  the  invader,  without  having  been  pre- 
viously exposed  to  it.  This  nonspecific  resistance 
is  in  force  whether  or  not  the  organism  has  been 
previously  exposed  to  the  foreign  substance  or  or- 
ganism. Acquired  immunity  on  the  other  hand  is 
characteristic  only  of  those  animals  having  a lym- 
phoid system.  It  is  the  response  of  the  organism 
to  an  antigen,  resulting  in  cellular  memory  for  the 
specific  antigen,  and  the  production  of  an  anti- 
body against  it. 

Presented  at  the  166th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  Joint  Meeting,  Sections  on  Pedi- 
atrics and  Ophthalmology,  February  13,  1972. 


The  inflammatory  process,  whether  initiated  by 
nonspecific  or  adaptive  immunity,  is  divided  into 
three  phases:  immediate,  intermediate,  and 

chronic.  The  immediate  phase  of  inflammation 
appears  to  be  initiated  by  histamine  and  pro- 
longed by  polypeptide  kinins.  Initially  there  is  a 
brief  arteriolar  constriction  followed  by  a pro- 
longed dilation  of  arterioles,  capillaries,  and  ven- 
ules. There  is  stasis  of  blood  due  to  water  loss  in 
the  venules.  Increased  venule  permeability  for 
protein  and  exit  routes  for  polymorphonuclear 
phagocytes  is  initiated  by  release  of  histamine 
from  the  mast  cells. 

The  kinins  then  prolong  the  immediate  phase  of 
inflammation.1 

The  intermediate  phase  of  inflammation  is  due 
to  the  polymorphonuclear  and  mononuclear  pha- 
gocytes and  to  saclike  structures  within  them  con- 
taining digestive  enzymes  called  lysosomes.2*4 
These  enzymes  participate  directly  in  the  inflam- 
matory process  by  increasing  capillary  permeabili- 
ty and  causing  tissue  destruction.  This  is  in  con- 
trast to  the  immediate  phase  of  inflammation, 
where  the  vascular  permeability  is  located  in  the 
venules.  The  tissue  destruction  is  largely  caused 
by  lysosomal  enzymes,  the  most  prominent  of 
which  is  collagenase.5  For  example,  collagenase  is 
present  in  increased  amounts  in  ulcerative  condi- 
tions of  the  cornea,  such  as  alkali  burns,  Pseudo- 
monas infections,  herpes  simplex,  keratitis,  corne- 
al ulcers  associated  with  rheumatoid  arthritis,  and 
Stevens-Johnson  syndrome.6 

At  present,  chronic  inflammation  is  being  treat- 
ed empirically  with  cortisone  and  immunosup- 
pressive agents,  since  little  is  known  about  it. 
Immunologists  are  presently  active  in  the  field, 
and  the  future  may  grant  us  a better  under- 
standing. 

Unfortunately,  children  are  not  immune  to  the 
ravages  of  iridocyclitis  and  uveitis.  Uveal  inflam- 
mation in  children  is  caused  by  common  diseases 
routinely  treated  by  pediatricians:  rheumatic  . 

diseases  and  viral  diseases  such  as  herpes  simplex, 
herpes  zoster,  sarcoid  tuberculosis,  toxoplasmosis, 
and  histoplasmosis. 

Therapy 

The  corticosteroids  reduce  ocular  inflammation, 
irrespective  of  its  cause,  through  a myriad  of 
routes.  Hydrocortisone  has  a stabilizing  effect  on 
the  intracellular  lysosomes.  This  prevents  the  re- 
lease of  the  proteolytic  enzymes.  Since  inflam- 
matory response  is  largely  initiated  by  these  en- 
zymes, preventing  their  release  reduces  inflamma- 
tion. 

Hydrocortisone  causes  a decrease  in  capillary 
permeability  and  reduces  mobility  of  leukocytes, 
resulting  in  a decrease  in  cellular  infiltration  at 
the  site  of  tissue  injury.7 

By  interfering  with  fibroblastic  and  capillary 
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Various  ways  are  described  for  diagnosing  the  two 
main  ophthalmologic  complications  which  can  ac- 
company the  use  of  corticosteroids:  cataract  and 

glaucoma.  More  important  are  the  ways  these 
complications  may  be  avoided  or,  particularly  in 
the  case  of  cataract,  kept  under  control.  Topical 
use  of  corticosteroids  may  in  general  be  more  easi- 
ly avoided  than  their  systemic  use,  and  it  is  usual- 
ly worth  while  to  avoid  the  complications  that  may 
occur  with  topical  use. 


proliferation,  the  deposition  of  collagen  and  subse- 
quent cicatrization  is  reduced. 

Large  doses  of  steroids  involute  lymphoid  tissue 
and  decrease  the  number  of  circulating  lympho- 
cytes. Suppression  of  antibody  formation  by  lym- 
phocytes and  plasma  cells  is  effected,  although 
the  reaction  of  antigen  with  antibody  is  not  pre- 
vented. 

Like  a sword,  cortisone  can  cut  both  ways,  and 
its  use  is  marred  by  ocular  side-effects.  It  inter- 
feres with  wound  healing,8  and  it  increases  the 
susceptibility  to  corneal  infection  by  fungi  and  vi- 
ruses such  as  herpes  simplex.9  Ocular  hyperten- 
sion and  lens  opacity  may  occur  with  prolonged 
use  of  local  and  systemic  steroids.1011 

Glaucoma 

Statistical  studies  have  been  done  in  popula- 
tions with  normal  pressure  and  no  other  ocular  ev- 
idence of  glaucoma.  After  the  administration  of 
systemic  or  topical  corticosteroids,  30  to  40  per 
cent  react  with  a pathologic  increase  of  tension. 
Present  evidence  suggests  that  this  differential 
sensitivity  to  corticosteroids  is  genetically  deter- 
mined. The  finding  of  30  to  40  per  cent  steroid 
responders  indicates  that  the  responsive  gene  is 
remarkably  prevalent  in  the  population.  Three 
subpopulations  can  be  identified  according  to 
their  degree  of  responsiveness:  the  homozygous 

low  responder  (nn),  the  heterozygous  intermediate 
responder  (ng),  and  the  homozygous  high  re- 
sponder (gg).12’13 

Fortunately,  the  sensitive  individuals  can  be 
separated  from  the  larger  group  of  nonresponsive 
persons  by  their  affinity  with  several  glaucoma- 
related  ocular  conditions.  We  should  be  especial- 
ly wary  of  diabetics,  in  patients  with  a high  degree 
of  myopia,  patients  with  Krukenberg  spindles, 
and  those  with  primary  open-angle  glaucoma. 
Moreover,  close  relatives  of  glaucoma  patients 
must  also  be  watched.14-16 

It  is  interesting  to  note  that  patients  with  sec- 
ondary or  infantile  glaucoma  respond  to  cortico- 
steroids in  a manner  similar  to  that  of  the  non- 
glaucomatous  population.  These  findings  suggest 
that  the  gene  for  steroid  responsiveness  is  not  re- 
lated to  glaucoma  per  se,  but  rather  is  closely  as- 
sociated with  the  gene  for  primary  open-angle 
glaucoma.  For  per  cent  of  the  general  population 
are  high  responders;  20  per  cent  of  glaucoma  off- 
spring and  31  per  cent  of  glaucoma  siblings  be- 
have in  a similar  manner. 

Until  recently  the  rapidity  with  which  steroid- 
induced  glaucoma  could  produce  severe  cupping, 
with  loss  of  vision  and  visual  field,  was  not  under- 
stood. Roberts17  has  encountered  a case  of  open- 
angle  glaucoma  in  a fifteen-year-old  boy  who  is 
myopic  and  has  severe  allergic  conjunctivitis. 

Topical  prednisone  has  been  used  once  or  twice 
daily  for  two  years.  He  was  examined  five 
months  before  the  onset  of  symptoms  and  was 


found  to  have  normal  optic  disks.  For  about  one 
month  before  his  next  examination  he  suffered 
headache  and  blurred  vision  in  the  right  eye. 
When  examined  by  his  ophthalmologist  the  right 
disk  had  become  pale  and  excavated,  and  the  in- 
traocular tension  was  50  mm.  Hg.  The  corrected 
vision  was  20/70-1  and  the  visual  field  markedly 
reduced.  The  steroid  drops  were  stopped,  and 
medical  treatment  for  glaucoma  was  begun.  The 
pressure  remained  at  30  mm.  Hg,  and  filtering 
surgery  was  performed  to  control  it. 

When  the  pediatrician  is  prescribing  the  topical 
use  of  steroids  he  must  be  immediately  on  the 
alert  for  early  signs  of  cortisone  glaucoma,  which 
resembles  chronic  simple  glaucoma  and  which 
may  appear  as  a side-effect  of  the  medication.18 
Glaucoma  occurs  more  frequently  in  patients 
who  have  used  steroids  topically  than  in  those 
who  have  used  them  systemically.1019 

The  most  important  tool  for  the  diagnosis  of 
glaucoma  is  the  Schi^tz  tonometer,  and  it  is  with 
this  instrument  that  the  very  earliest  signs  of  ele- 
vated intraocular  pressure  may  be  discovered.20 
Pediatricians  should  perform  regular  examina- 
tions with  the  Schi^tz  tonometer  as  soon  as  they 
begin  prescribing  topical  corticosteroids  for  the 
patient.  The  instrument  is  not  expensive  and  is 
quite  easy  to  operate:  it  is  easily  within  the  reach 
of  any  pediatric  practice.  Tonometry  should  be 
accompanied  by  a topical  anesthetic.  This  will 
render  the  examination  extremely  comfortable  for 
the  patient  and  indeed  the  child  may  not  even  re- 
alize that  the  instrument  is  actually  coming  into 
contact  with  the  eye. 

An  additional  means  of  diagnosing  glaucoma  is 
the  Snellen  chart.  This  can  be  used  in  conjunc- 
tion with  tonometry  but  can  by  no  means  replace 
it  in  detecting  early  clues  to  a rising,  intraocular 
pressure.  On  this  test  the  glaucoma  patient  will 
show  a reduced  visual  acuity. 

A third  method  of  diagnosing  glaucoma  is  the 
funduscopic  examination.  The  pale  disk,  with 
eventual  enlargement  and  deepening  of  the  cup, 
are  the  signs  which  can  be  seen  through  fundusco- 
py.  These  signs,  however,  signify  that  the  disease 
has  already  progressed  beyond  the  initial  stage, 
and  thus  this  method  is  not  suitable  for  early  de- 
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tection  of  glaucoma.  The  earliest  funduscopic 
findings  are  not  in  fact  the  earliest  signs  of  the 
disease,  and  it  is  with  these  early  signs  that  the 
pediatrician  and  indeed  the  ophthalmologist  will 
be  concerned. 

Cataracts 

The  posterior  subcapsular  cataract,  unlike  cor- 
tisone glaucoma,  is  nearly  always  caused  by  the 
systemic  rather  than  the  topical  use  of  corticoste- 
roids. The  possibility  of  lenticular  opacities  need 
be  of  real  concern  only  when  the  cortisone  has 
been  in  use  for  about  a year;  it  is  at  this  point 
that  regular  examinations  with  the  ophthalmo- 
scope should  begin.-1 

Using  the  plus  6 lens — the  black  6 — with  the 
greatest  illumination,  and  holding  the  ophthal- 
moscope 6 to  10  inches  from  the  eye,  the  pediatri- 
cian or  the  ophthalmologist  can  examine  the  pa- 
tient for  incipient  lenticular  changes.  The  most 
important  change  can  often  appear  as  a black 
granular  shadow  against  the  red  reflex.  There  are 
two  other  changes  in  particular  which  signify  the 
development  of  a cataract.  They  are  the  presence 
of  vacuoles,  or  little  fluid-filled  balloons,  and  the 
presence  of  a variety  of  spots. 

These  findings,  when  present,  are  often  bilater- 
al. Dilation  should  be  used  in  conjunction  with 
ophthalmoscopy,  since  it  affords  a better  view  of 
the  lens.  One  per  cent  tropicamide  (Mydriacyl) 
is  recommended  since  it  provides  a rapid  onset  of 
wide  dilation  for  a short  period. 

In  addition  to  using  the  ophthalmoscope  the 
physician  should  watch  for  complaints  of  glare 
and  halos  around  objects.  These  symptoms  can 
be  caused  by  the  fact  that  a cataract  causes  the 
light  rays  to  bend  in  an  irregular  manner.20 

When  the  ophthalmologist  examines  these  pa- 
tients he  may  note  a slight  ptosis  and  dilation  of 
the  pupil.22  These  signs  will  alert  him  to  the  fact 
that  the  patient  is  taking  steroids,  and  he  will 
usually  examine  him  under  the  more  powerful 
biomicroscope  which  provides  a magnified  image 
of  the  lens  and  aids  in  the  early  detection  of  cata- 
ract formation. 

Management 

These  then  are  some  of  the  methods  for  diag- 
nosing cortisone  glaucoma  and  posterior  subcap- 
sular cataract  which  are  often  related  to  the  use  of 
steroids.  Once  diagnosed,  there  are  some  ways  of 
coping  with  these  problems  and  for  preventing  the 
necessity  of  surgery.  There  are  also  some  sugges- 
tions for  preventing  the  development  of  these  and 
other  problems. 

Cortisone  glaucoma  is  most  often  caused  by 
topical  use  of  steroids  on  a short-term  basis,18  al- 
though it  can  also  stem  from  systemic  use  of  ste- 
roids over  a four  to  five-year  period.10  The  glau- 
coma can  best  be  prevented  by  using  other  medi- 


cation whenever  it  is  deemed  feasible.  Physicians 
must  constantly  remain  aware  of  the  serious 
possibilities  inherent  in  prescribing  topical  ste- 
roids for  the  eye  and  weigh  the  benefits  according- 
ly- 

The  steroids  available  for  ophthalmic  use  in- 
clude preparations  containing  steroids  either  alone 
or  in  combination  with  sulfonamide  or  neomycin. 
Of  these  medications  it  is  the  combination  of  a 
steroid  with  neomycin,  such  as  in  neomycin  sul- 
fate-dexamethasone  sodium  phosphate  (Neodeca- 
dron)  and  neomycin  sulfate-hydrocortisone  ace- 
tate (Neocortef),  which  presents  the  greatest 
problems,  in  addition  to  the  ubiquitous  threat  of 
glaucoma.  Neomycin  is  allergenic,23  and  since  the 
patient  may  at  some  time  require  systemic  use  of 
this  medication  it  seems  wiser  to  refrain  from 
using  it  topically  on  the  mucous  membrane.  It  is 
true  that  neomycin  is  a good  antibacterial  agent, 
but  it  is  of  limited  use  in  the  treatment  of  red  eyes 
because  many  of  these  are  not  bacterial  but  viral 
in  nature.  Moreover,  for  some  of  these  eyes,  such 
as  those  suffering  from  herpes  simplex  or  the  large 
viral  conjunctivitides,  the  corticosteroid,  either 
alone  or  in  combination  with  the  neomycin,  actu- 
ally aggravates  the  condition  to  a serious  degree. 
Finally,  it  is  to  be  noted  that  both  of  these  medi- 
cations encourage  the  overgrowth  of  fungus  in  the 
red  eye.  In  contrast,  sodium  sulfacetamide  is  re- 
markably effective  for  many  of  these  eye  prob- 
lems, without  the  potential  dangers  inherent  in 
the  aforementioned  medications.23 

If  the  red  eye  has  been  caused  by  a simple  aller- 
gic conjunctivitis,  a corticosteroid  will  be  of  help, 
but  it  would  seem  that  systemic  antihistamines 
may  be  preferable  in  the  interest  of  glaucoma  pre- 
vention. 

If  in  any  case  the  pediatrician  or  the  ophthal- 
mologist feels  that  a steroid  medication  is  neces- 
sary, the  patient  should  be  prevented  from  refill- 
ing the  prescription  at  will,  thus  turning  a needed 
short-term  treatment  into  a needless  self-induced 
case  of  cortisone  glaucoma.  It  should  further  be 
noted  that  although  miotics  are  the  treatment  of 
choice  for  glaucoma,  cortisone  glaucoma  responds 
only  poorly  to  them  as  long  as  the  cortisone  is 
being  continued. 

In  considering  methods  of  controlling  the  forma- 
tion of  posterior  subcapsular  cataracts  caused  by 
steroids,  dosage  and  duration  of  steroid  treatment 
are  the  most  important  factors.  It  is  moreover  in- 
teresting to  note  that  the  collagen  diseases  them- 
selves may  predispose  the  patient  to  the  develop- 
ment of  cataracts,  thus  the  pediatrician  must  be 
particularly  wary. 

Evidence  has  shown  that  patients  receiving  less 
than  10  mg.  of  prednisone  (or  an  equivalent  drug) 
daily  do  not  tend  to  form  cataracts,  while  those 
receiving  16  mg.  daily  over  the  same  period  nearly 
always  form  them.24-26  For  example,  a patient  suf- 
fering from  rheumatoid  arthritis  and  being  treated 
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for  two  years  with  15  mg.  of  prednisone  daily  has 
a 25  per  cent  chance  of  developing  cataracts, 
while  this  same  patient  has  nearly  a 100  per  cent 
chance  when  the  treatment  lasts  for  four  years. 
In  contrast  to  this,  the  asthmatic  patient  who  is 
usually  given  corticosteroids  at  a lower  dosage, 
and  for  intermittent  shorter  periods,  is  far  less 
prone  to  the  format  ion  of  cataracts. 

Conclusion 

We  have,  then,  seen  the  various  ways  of  diag- 
nosing the  two  main  ophthalmologic  complica- 
tions which  can  accompany  the  use  of  corticoste- 
roids: cataract  and  glaucoma.  Even  more  im- 

portant, however,  are  the  ways  in  which  these 
complications  may  be  entirely  avoided,  or,  partic- 
ularly in  the  case  of  cataract,  kept  under  good 
control.  Topical  use  of  corticosteroids  may  in 
general  be  more  easily  avoided  than  may  systemic 
use.  It  is  also  generally  more  worth  while  to 
avoid  topical  use,  both  because  of  the  added  com- 
plications and  because  glaucoma  may  flare  up  se- 
riously and  suddenly.  Moreover,  topical  use  may 
inadvertently  exacerbate  certain  simple  condi- 
tions. When  using  systemic  cortisone,  if  one 
keeps  in  mind  the  importance  of  dosage  and 
length  of  treatment,  one  can  often  arrange  to 
avoid  the  complication  of  cataract. 
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According  to  Landsteiner’s1  classic  explanation 
of  the  A-B-0  blood-group  reactions,  there  are  two 
different  kinds  of  agglutinogens  on  the  red  cells, 
designated  A and  B by  him,  and  two  correspond- 
ing agglutinins  in  the  serum  or  plasma  anti-A  and 
anti-B,  sometimes  designated  also  with  the  small 
Greek  letters  alpha  (a)  and  beta  (f3). 

Moreover,  according  to  Landsteiner’s1  rule, 
those  isohemagglutinins,  and  only  those,  are  pres- 
ent in  the  serum  of  an  individual  of  any  of  the 
four  groups  for  which  the  corresponding  agglutino- 
gens are  lacking  from  the  red  cells  (Table  I). 
While  this  interpretation  could  account  for 
Landsteiner’s  original  observations  on  the  reac- 
tions obtained  when  serum  of  one  individual  is 
mixed  with  the  red  cells  of  others,  it  was  later 
found  to  be  inadequate  to  explain  the  results  of 
absorption,  elution,  and  immunization  experi- 
ments. Wiener2  has  demonstrated  that  all  the 
phenomena  observed  can  readily  be  explained  by 
postulating  the  existence  of  a third  kind  of  anti- 
body, anti-C,  in  group  0 serum,  which  detects  a 
specificity  common  to  the  two  agglutinogens,  A 
and  B.  However,  almost  all  textbooks  continue 
to  give  only  the  original  simpler  scheme  for  the 
A-B-0  groups,  and  some  workers  who  agree  that 
the  original  scheme  is  inadequate  have  proposed 
explanations  other  than  that  sponsored  by  Wie- 
ner.2 The  situation  has  been  complicated  by  er- 
roneous citation  of  the  literature  in  other  reports 


TABLE  I.  Composition  of  the  four  A-B-0  groups 

Composition  According 
. to  Landsteiner1 . 

Red  . — Composition  According  to  Wiener5-^ 

Cells  Serum  Red  Cells  Serum 

Blood  (Agglu-  (Isohem-  Agglu-  Specifici-  Isohemag- 

Group  tinogens)  agglutinins)  tinogens  ties  glutinins; 


o 

None 

Anti-A  and  anti-B 

None  None 

Anti-A,  anti-B, 

and  anti-C 

A 

A 

Anti-B 

A A and  C 

Anti-B 

B 

B 

Anti-A 

B B and  C 

Anti-A 

AB 

A and  B 

None 

A and  B A,  B,  and  C 

None 

TABLE  II.  First  demonstration  by  Landsteiner1  of  the  A-B-0 
blood  group  reactions* 

Serum  from  — -Blood  Cells  From  Individual — - 


Individual 

1 

2 

3 

4 

5 

6 

1 

— 

+ 

+ 

+ 

+ 

_ 

2 

— 

— 

+ 

+ 

— 

— 

3 

— 

+ 

— 

— 

+ 

— 

4 

— 

+ 

— 

— 

+ 

— 

5 

— 

— 

+ 

+ 

— 

— 

6 

— 

+ 

+ 

+ 

+ 

- 

* Modified  from  Landsteiner.1 


on  this  subject,  by  faulty  observations  caused  by 
errors  in  technique  or  in  the  interpretation  of  the 
findings,  and  by  the  use  of  confusing  terminology, 
such  as  the  Moss3  and/or  Jansky4  Roman  numer- 
als. The  purpose  of  this  article  is  therefore  to 
present  a historical  survey  to  the  evidence  avail- 
able regarding  this  subject  in  the  scientific  litera- 
ture, documented  by  verbatim  citations,  so  that 
the  reader  is  given  the  opportunity  to  find  his  own 
way  among  the  multiplicity  of  mutually  contra- 
dictory reports  and  opinions. 

Early  observations 

In  his  original  report  in  1901,  Landsteiner1  pre- 
sented three  tables  in  which  sera  from  each  of  5 or 
6 different  individuals  were  cross  matched  with 
one  another’s  red  cells.  Table  II  is  the  first  of 
these  tables  which  includes  the  blood  of  Land- 
steiner and  one  of  his  students,  Dr.  Sturli.  As 
can  be  seen,  in  some  combinations  agglutination 
occurred,  indicated  by  plus  signs,  while  in  other 
combinations,  indicated  by  minus  signs,  there  was 
no  reaction.  In  Landsteiner’s1  words  (translated), 

In  a number  of  cases  (group  A),  the  serum  reacts 
with  cells  of  another  group  (group  B),  but  not  with 
those  of  group  A;  these  A cells  are  acted  upon  in  the 
same  manner  by  serum  B.  In  the  third  group  (C), 
the  serum  agglutinates  the  corpuscles  of  A and  B 
while  the  red  cells  of  group  C are  not  acted  upon  by 
serum  from  A and  B.  According  to  customary  ter- 
minology one  can  say  that  in  these  cases  there  must 
be  at  least  two  kinds  of  agglutinins  present,  the  one 
in  A,  the  other  in  B,  and  both  together  in  C.  Natu- 
rally, the  corpuscles  must  be  considered  insensitive 
to  the  agglutinins  which  are  present  in  the  same 
serum. 

It  is  clear  from  this  quotation  that  Landsteiner, 
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in  his  original  investigation,  had  described  the 
three  blood  groups  0,  A,  and  B;  even  the  termi- 
nology was  modern  except  that  group  O was 
called  group  C in  the  first  report. 

The  fourth  and  rarest  group,  group  AB,  was  de- 
scribed the  following  year  in  1902  by  Decastello 
and  Sturli,5  the  latter  the  pupil  of  Landsteiner 
who  continued  the  work  at  Landsteiner's  sugges- 
tion. These  workers  extended  the  studies  to  a 
much  larger  series  of  individuals  and  encountered 
several  whose  blood  gave  reactions  that  did  not  fit 
the  scheme  of  only  three  blood  groups.  To  quote 
(translated), 

A total  of  155  persons  over  six  months  old,  with 
exception  of  4 cases,  showed  the  presence  of  aggluti- 
nation substances  in  the  serum  as  well  as  a strict  di- 
vision into  three  groups  ....  The  four  exceptions  to 
this  rule  behave  in  following  manner:  the  serum 

reacted  with  none  of  the  blood  samples  and  thus  did 
not  contain  any  agglutinins,  whereas  the  erythrocytes 
were  agglutinated  by  all  the  other  sera. 

Thus,  by  1902,  Landsteiner  together  with  his 
pupils  had  already  fully  described  the  four  A-B-0 
groups,  0 (C),  A,  B,  and  AB.  Moreover,  Land- 
: Steiner’s1  explanation  of  the  reactions,  by  postu- 
lating two  agglutinogens  and  two  corresponding 
agglutinins  was  supported  by  absorption  experi- 
ments already  described  in  the  same  early  report 
of  Decastello  and  Sturli:5 

If  a serum  of  group  A is  mixed  with  a sufficient 
quantity  of  group  B blood  cells  and  the  mixture  cen- 
trifuged, serum  A not  only  loses  the  ability  to  agglu- 
tinate fresh  blood  from  the  same  person  of  group  B, 
but  also  to  agglutinate  any  blood  of  this  group. 
Conversely,  the  same  is  true  for  a group  B serum 
and  an  A blood.  However,  if  a C serum  is  mixed 
with  an  A blood,  the  agglutinating  power  is  lost  only 
for  this  group,  but  not  for  group  B (the  same  is  again 
true  for  B).  If  serum  A and  serum  B are  mixed,  the 
mixture  agglutinates  the  blood  cells  of  A and  B . . . . 

All  these  early  tests  were  carried  out  by  direct 
agglutination,  and  no  titrations  were  done. 

Hektoen6  has  been  cited  in  the  book  of  Race 
and  Sanger7  as  the  first  to  carry  out  elution  exper- 
iments which  demonstrated  the  presence  of  a 
third  kind  of  antibody  in  group  0 serum.  This  is 
not  correct;  consultation  of  the  Hektoen’s  19076 
article  reveals  that  not  only  were  no  elution  exper- 
iments done,  but  Hektoen  also  misquoted  the  ear- 
lier reports  of  Landsteiner1  and  of  Decastello  and 
Sturli,5  and  even  believed  that  there  were  only 
three  blood  groups.  To  quote  from  Hektoen: 
“Landsteiner  and,  following  him,  Decastello 
(sic!)  and  Sturli,  pointed  out  that  individuals  may 
be  separated  into  three  main  groups.”  Hektoen 
adhered  to  this  misconception  of  only  three  blood 
groups  which  he  numbered  I,  II,  and  III,  even 
though  his  own  observations  on  isohemagglutina- 
tion in  20  normal  men  showed  one  blood  (No.  17) 


The  history  and  development  of  knowledge  and 
understanding  of  the  anti-C  antibody  of  group  O 
serum  are  presented,  with  verbatim  citations  from 
the  original  articles,  in  order  to  correct  certain  fre- 
quently made  inaccurate  quotations  from  the  liter- 
ature. Titration  tests  on  sera  from  immunized 
group  0 subjects  and  experimental  animals,  and 
absorption,  elution  and  inhibition  tests  with  red 
cells  and  soluble  substances  having  blood  group 
specificity,  unequivocally  demonstrate  the  exis- 
tence of  a third  antibody,  called  anti-C,  rather 
than  linked  or  heteroligating  anti-A-\-B  antibodies. 
Sensitization  to  the  C factor  plays  a central  role  in 
A-B-0  hemolytic  disease  because  anti-C  is  more 
often  placenta  passing  than  anti-A  or  anti-B. 
Mixed  agglutination  tests  provide  further  evi- 
dence for  anti-C,  as  against  heteroligating  anti- 
A-\-B.  The  very  rare  blood  group,  variously  desig- 
nated as  A0,  Ait  and  Ax,  is  better  called  group  C in 
view  of  its  reactivity  with  group  0 serum,  and 
family  studies  on  this  rare  blood  group  indicate 
heredity  transmission  by  more  than  one  mecha- 
nism. Reagents  of  anti-C  specificity  can  be  pre- 
pared in  group  0 subjects  having  low  titers  of 
isoagglutinins  by  immunization  with  group-specific 
substances  having  A or  B specificity.  They  can 
also  be  obtained  from  fish,  either  as  natural  anti- 
bodies or  after  immunization  with  human  secretor 
saliva,  and  as  lectins  by  extracting  seeds  of  Sopho- 
ra  japonica  or  Crotolaris  mucronata.  Anti-C,  like 
anti-A  and  anti-B,  is  not  a homogeneous  antibody 
but  consists  of  an  entire  spectrum  of  molecules, 
such  that  anti-A  and  anti-B  of  group  O serum  may 
actually  be  extreme  examples  of  anti-C A and  anti- 
CB,  respectively.  The  reactivity  of  anti-C  for  both 
agglutinogens  A and  B is  probably  not  due  to  a 
special  combining  group  shared  by  these  two  kinds 
of  agglutinogens,  but  instead  to  and  overall  simi- 
larity of  the  surface  configurations  of  their  mole- 
cules, as  indicated  by  the  fact  that  A and  B never 
occur  without  C,  which  is  unlike  the  relationship 
of  H to  A and  B. 


which  did  not  fit  into  the  scheme  and  was  ob- 
viously of  group  AB  (Table  III).  To  quote  Hek- 
toen:6 

The  exceptions  to  Landsteiner's  typing  are  given  in 
heavy  type  . . . The  absence  of  agglutinins  in  the 
sera  of  persons  whose  corpuscles  fall  into  Group  III  is 
not  at  all  unusual. 

Not  only  did  Hektoen  fail  to  show  the  presence 
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TABLE  III.  Hektoen’s6  experiments  showing  isoagglutination  in  20  normal  men 


Corpuscles- 


Blood 
N umber 

4 

5 

12 

I 

13 

14 

16 

19 

1 

2 

3 

6 ’ 

7 

II 

8 

9 

10 

11 

18 

20 

—III 

15 

17 

Sera  I 
4 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

5 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

12 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

13 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

14 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

16 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

19 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Sera  II 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

2 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

3 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

6 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

7 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

8 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

9 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

10 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

11 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

18 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

20 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

Sera  III 

15 

0 

0 

0 

0 

0 

0 

0 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

0 

+ 

17 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

TABLE  IV.  Contused  state  of  A-B-0  blood-group  terminology  (1910  to  1940)* 

Designations  of  the  Four  Blood  - — Composition  of  the  Four  Blood  Groups  According  to: 

Groups  According  to: — > - — Landsteiner1 « Koeckert8 


Land- 

steiner1 

Hektoenf’ 

Jansky4 

Moss3 

Red  cells 
(Agglutinogen) 

Serum 

(Agglutinins) 

Red  cells 
(Agglutinogens) 

Serum 

(Agglutinins) 

O 

I 

I 

IV 

None 

a and  /3 

None 

A and  B 

A 

II 

II 

II 

A 

0 

a 

B 

B 

III 

III 

III 

B 

a 

b 

A 

AB 

Not  listed 

IV 

I 

A and  B 

None 

a and  b 

None 

* Based  on  this,  Feinblatt9  recommended  designating  the  four  blood  groups  as  AB,  Ab,  aB  and  ab,  respectively.  In  this  way,  he  asserted,  “Much 
confusion  could  be  avoided,”  not  noticing  that  his  proposed  group  AB  was  the  same  as  Landsteiner’s  group  O. 


of  a third  agglutinin  in  group  0 (his  group  I) 
serum,  but  he  also  had  the  erroneous  idea  that 
group  0 serum  had  only  a single  agglutinin.  To 
quote  from  his  article: 

We  may  distinguish  three  main  agglutinins,  name- 
ly, the  agglutinin  in  the  sera  of  Group  I for  corpus- 
cles of  Groups  II  and  III,  the  agglutinin  of  Group  II 
for  corpuscles  of  Group  III;  and  the  agglutinin  of 
Group  III  for  corpuscles  of  Group  II. 

Also  in  1907,  Jansky4  again  described  the  four 
A-B-0  groups,  apparently  unaware  of  the  earlier 
reports  by  Landsteiner1  and  by  Decastello  and 
Sturli.5  Strangely,  later  articles  in  the  medical 
literature  credited  Jansky4  with  the  discovery  of 
the  A-B-0  groups,  even  though  his  report  ap- 
peared six  years  after  Landsteiner  had  reported 
the  discovery.  Jansky  numbered  the  groups  and 
used  I,  II,  III,  and  IV  to  correspond  to  O,  A,  B, 
and  AB,  respectively;  so  that  three  of  his  designa- 
tions were  the  same  as  those  used  by  Hektoen6 
with  the  addition  of  IV  for  the  rarest  group  AB. 
Unfortunately,  Jansky’s  method  of  numbering 


the  four  blood  groups  became  very  popular  among 
clinicians  later  on  because  this  made  it  easier  for 
them  to  order  the  blood  for  transfusion  purposes. 
Thus,  clinicians  only  had  to  remember  that  there 
were  four  groups,  but  the  adoption  of  the  numbers 
also  by  serious  scientists  interfered  with  further 
progress  in  the  understanding  of  the  nature  of  the 
A-B-0  blood  groups.  Curiously,  as  will  be  point- 
ed out  later,  when  Landsteiner  was  invited  to 
come  to  the  United  States  to  become  a member  of 
the  Rockefeller  Institute,  in  his  articles  on  the 
A-B-0  blood  groups  published  in  the  United 
States,  even  he  was  induced  for  a short  time  to 
use  Jansky’s  numbers  to  the  exclusion  of  his  own 
vastly  superior  terminology. 

In  1910,  Moss3  added  further  confusion  to  the 
subject  by  suggesting  still  another  method  of 
numbering  the  four  A-B-0  groups.  Other  workers 
later  introduced  further  complications  by  using 
lower-case  letters  for  the  agglutinogens  and  capi- 
tal letters  for  the  agglutinins  (Table  IV).  Since 
some  clinicians  preferred  Jansky’s4  numbers,  and 
others  preferred  Moss’s3  numbers,  while  only  a 
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TABLE  V.  The  isoagglutination  reactions  of  the  four 
blood  groups 


Red  Cells  of  Group 

— Serum  of  Group — 

Land- 

o 

A 

B 

AB 

Steiner1 

Moss3 

IV 

II 

III 

I 

0 

IV 

— 

— 

— 

— 

A 

II 

+ 

— 

+ 

— 

B 

III 

+ 

+ 

— 

— 

AB 

I 

+ 

+ 

+ 

— 

TABLE  VI.  Moss’s3  two  hypotheses  of  three  agglutinogens 
and  three  corresponding  agglutinins  for  the  A-B-0  blood 
groups  (after  Koeckert9) 


Moss’s 

Blood  --Moss’s  Theory  If—'  --Moss’s  Theory  2— - 


Groups* 

Cell 

Serum 

Cell 

Serum 

I 

A 

A + B + C 

II 

B 

a + c 

B + C 

a 

III 

C 

a + b 

A + C 

b 

IV 

a + b + c 

c 

* Moss’s  I, 

ii,  in, 

IV  correspond  to 

groups  AB,  A,  B, 

and  O,  re- 

spectively. 

t Capital  letters  = antigens;  small  letters  = agglutinins. 


small  minority  used  the  original  letters,  and  still 
others  used  various  combinations  of  these  desig- 
nations, the  situation  was  conducive  to  confusion 
and  error,  and  mistakes  in  blood  grouping  were 
indeed  plentiful  as  has  been  demonstrated  by 
Wiener10  in  his  recent  retrospective  historical  re- 
view. 

Race  and  Sanger7  credit  Moss3  with  the  obser- 
vation of  the  third  antibody,  anti-C,  in  group  0 
serum  as  follows:  “The  first  tabulation  of  this 

scheme  that  we  have  been  able  to  find  is  in 
Koeckert,  1920;8  Koeckert  attributes  the  scheme 
to  Moss,  1910, 3 though  he  seems  to  have  varied  it 
a little.”  Consultation  of  the  original  report  of 
Moss  fails  to  confirm  this  assertion.  Table  V 
shows  the  status  of  knowledge  of  the  four  blood 
groups  as  originally  demonstrated  by  Landsteiner 
and  his  pupils,  also  in  terms  of  Moss’s  numbers. 
Even  though  Landsteiner’s  postulation  of  two 
agglutinogens  and  two  corresponding  isohem- 
agglutinins adequately  explains  the  reactions 
'shown  in  Table  V,  Moss  was  apparently  dissatis- 
fied and  suggested  two  alternative  schemes  in- 
volving three  agglutinogens  and  corresponding  an- 
ybodies. The  two  schemes  are  shown  in  Table  VI 


together  with  Moss’s  numbers.  To  render  Moss’s 
schemes  intelligible,  they  have  been  translated 
into  modern  terminology  in  Table  VII.  It  is  ob- 
vious that  neither  scheme  is  correct.  According 
to  the  first  scheme,  group  AB  red  cells  were  sup- 
posed to  have  only  a single  agglutinogen  C,  differ- 
ent from  A and  B,  while  according  to  the  second 
scheme,  group  0 serum  is  supposed  to  contain  a 
single  isohemagglutinin  anti-C,  different  from 
anti-A  and  anti-B.  To  be  sure,  either  of  Moss’s 
schemes  could  explain  the  reactions  shown  in 
Table  V,  but  they  are  both  refuted  by  the  absorp- 
tion experiments  described  in  the  earlier  report  by 
Decastello  and  Sturli.5  It  is  significant  that 
Moss3  makes  no  reference  to  any  titration,  elution, 
or  absorption  experiments,  and  the  schemes  sug- 
gested by  him  as  alternative  explanations  to 
Landsteiner’s  concept  for  the  reactions  in  Table  V 
are  not  only  incorrect  but  also  have  no  bearing  on 
the  subject  of  this  review. 

Another  source  of  confusion  has  been  that  ear- 
lier workers  used  a terminology  for  the  subgroups 
of  A,  introduced  by  Coca  and  Klein,12  in  which 
anti-C  corresponded  to  the  modern  anti-Ai,  so 
that  subgroup  Ai  was  AC  and  subgroup  A?  was  A. 
Obviously,  this  use  of  the  symbols  anti-C  and  C 
also  has  nothing  to  do  with  the  present  review. 

Early  evidence 

The  first  investigator  to  demonstrate  the  limita- 
tions of  Landsteiner’s  original  simple  scheme  of 
two  agglutinogens  with  two  corresponding  aggluti- 
nins was  Landsteiner  himself,  in  a report  pub- 
lished by  him  and  Witt  in  1926. 13  This  was  the 
result  of  absorption  and  elution  experiments 
which  they  carried  out.  To  quote: 

The  agglutinin  solutions  prepared  from  sera  II  and 
HI  were  found  to  agglutinate  only  corpuscles  HI  and 
II  respectively.  On  the  other  hand,  the  solutions 
made  from  sera  I with  either  II  or  III  cells  were,  in 
most  cases,  active  for  both  kinds,  though  the  one 
used  for  the  preparation  was  affected  more  intensely. 
Our  absorption  experiments  were  in  conformity  with 
these  results  in  so  far  as  after  the  absorption  of 
serum  I with  a blood  II  or  III  there  resulted  often, 
but  not  regularly,  a considerable  loss  of  activity  for 
bloods  III  or  II,  respectively.  One  could  conclude 
from  these  results  and  similar  ones  to  be  found  in  the 
communications  of  the  authors  referred  to,  that 


TABLE  VII.  Moss’s3  two  theories  translated  into  modern  terminology* 


Blood  Group 

' Moss’ 

Agglutinogens 
in  Red  Cells 

Theory  1 — 

Isoagglutinins 
in  Serum 

Moss’ 

Agglutinogens 
in  Red  Cells 

Theory  2 

Isoagglutinins 
in  Serum 

0 

Anti-A,  anti-B, 
and  anti-C 

Anti-C 

A 

A 

Anti-B  and  anti-C 

A and  C 

Anti-B 

B 

B 

Anti-A  and  anti-C 

B and  C 

Anti-A 

AB 

C 

A,  B,  and  C 

* After  Wiener  and  Ward. 11 
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TABLE  VIII.  Relationship  between  the  isohemagglutinable 
substances  of  cells  II  and  III13* 


- — After  Absorption  by — - 
Unab-  Cells  of  Groups 

Corpuscles  of  Group  sorbed  I II  III 

Antiserum  for 


Group  II  Cells 


I 

200 

<40 

<40 

<40 

II 

800 

640 

<40 

160 

III 

400 

320 

<40 

<40 

Antiserum  from 

Group  III  Cells 

I 

8,000 

<40 

80 

<40 

II 

6,000 

2,400 

<40 

<40 

III 

8,000 

3,200 

3,200 

<40 

* Chicken  immune  sera  diluted  1 to  40  were  absorbed  with  half  the 
volume  of  washed  human  blood  sediment  for  two  hours  at  room  tempera- 
ture and  overnight  in  the  ice-box.  The  original  and  absorbed  solutions 
were  titrated.  One  half  cc.  of  each  dilution  was  mixed  with  one  drop  of 
5 per  cent  cell  suspension.  Readings  were  made  microscopically  after 
two  hours  at  room  temperature. 

agglutinins  a and  fj  in  sera  I can  be  present  to  a cer- 
tain degree  in  some  sort  of  combination  which  corre- 
sponds to  a formula  for  blood  I as  follows:  0,  a,  a 
+ £.* 

Thus,  to  explain  their  observations  that  absorp- 
tion of  group  0 serum  with  group  A cells  not  only 
removed  the  activity  of  the  serum  for  group  A 
cells  but  also  lowered  its  titer  for  B cells,  and  that 
eluates  from  the  group  A cells  used  for  the  absorp- 
tion often  agglutinated  B cells  as  well  as  A cells, 
and,  similarly,  for  absorption  and  elution  using 
group  B cells,  Landsteiner  and  Witt13  suggested 
that  part  of  the  anti-A  and  anti-B  agglutinin  mol- 
ecules in  group  0 sera  are  linked  together.  They 
failed  to  mention,  however,  the  alternative  possi- 
bility that  group  0 serum  might  contain  a third 
antibody,  distinct  from  anti-A  and  anti-B  and  re- 
active for  both  agglutinogens,  A and  B,  even 
though  in  the  same  article,  Landsteiner  and  Witt13 
described  an  experiment  which  supported  the  lat- 
ter explanation. 

Hooker  and  Anderson14  had  previously  de- 
scribed the  results  of  titrations  and  absorption  ex- 

*Note  that  in  this  report  by  Landsteiner  and  Witt,13  Jan- 
sky’s4 numbers  were  used. 


periments  on  sera  from  rabbits  immunized  with 
human  red  cells  of  various  blood  groups,  which  in- 
dicated that  a certain  relationship  existed  be- 
tween agglutinogens  A and  B.  Landsteiner  and 
Witt13  described  similar  experiments  in  their  own 
report  on  the  sera  of  chicken  immunized  with 
human  blood  of  groups  A and  B.  They  noticed 
that  the  antisera  were  of  high  titer  indicating  the 
presence  of  immune  agglutinins,  and  that  absorp- 
tion with  group  0 cells  left  behind  large  amounts 
of  agglutinins  for  both  groups  A and  B whether 
the  chickens  had  been  immunized  with  group  A or 
group  B blood.  Moreover,  as  shown  in  Table 
VIII,  the  serum  of  the  chickens  immunized  with 
group  A cells  when  absorbed  with  group  B cells 
became  specific  for  group  A cells  only,  while  ab- 
sorption with  group  A cells  removed  all  agglutin- 
ins for  B as  well  as  A.  While  Landsteiner  and 
Witt13  did  not  point  this  out,  it  seems  apparent 
that  the  chickens  immunized  with  group  A blood 
had  formed  not  only  anti-A  but  also  antihuman 
species  agglutinins  and  agglutinins  of  a third  type, 
reactive  for  both  group  A and  group  B cells.  If 
the  latter  agglutinin  is  designated  as  anti-C,  it 
can  be  seen  from  Table  VIII  that  the  chickens  im- 
munized with  group  B blood  had  likewise  pro- 
duced anti-C  as  well  as  anti-B.  When  these  ob- 
servations are  compared  with  the  results  of  Land- 
steiner and  Witt’s13  absorption  experiments  with 
human  group  0 sera,  the  conclusion  seems  un- 
avoidable that  instead  of  linked  anti-A  and  anti-B 
agglutinins,  group  0 serum  contains  a third 
agglutinin,  anti-C,  for  a property  shared  by 
agglutinogens  A and  B. 

Following  the  report  of  Landsteiner  and  Witt,13 
there  were  no  further  studies  reported  for  a long 
time,  perhaps  because  confusion  of  A-B-0  blood 
group  nomenclature  discouraged  investigations  of 
this  degree  of  complexity.  Later,  when  the  no- 
menclature problem  had  finally  been  resolved, 
and  studies  were  resumed,  almost  all  investigators 
favored  the  concept  of  linked  anti-A  and  anti-B 
agglutinins  in  group  0 serum,  a notable  example 
of  this  being  the  article  by  Dodd.15  Our  own  first 
studies  on  the  blood  factor  C approached  the 


TABLE  IX.  Comparison  of  agglutinin  content  of  maternal  and  umbilical-cord  blood* 

• Incompatibility 

I II 

Number  of  Number  of 


Cases  of  Cases  of 
Cord  Serum  Mother’s 


Group 

of 

Mother 

Number  of 
Cases 
Examined 

er  of  Children 
A,  o A,  p 

Aggluti-  Serum  Agglu- 
nating  Cells  tinating  Cells 
of  Mother  of  Child 

O,  o 

O,  a 

o,  /3 

O,  a/3 

B,  o 

B,  a 

AB,  o 

O,  a/3 

187 

25 

11 

5 

72 

22 

25 

11 

16 

0 

0 

74 

A,  p 

200 

26 

0 

25 

0 

70 

50 

19 

0 

10 

0 

29 

B,  a 

84 

11 

7 

0 

0 

16 

0 

12 

31 

7 

0 

23 

AB,  o 

29 

0 

0 

0 

0 

15 

0 

8 

0 

6 

0 

0 

Total 

500 

62 

18 

30 

72 

123 

75 

50 

47 

23 

0 

126 

* After  Polayes,  Lederer,  and  Wiener.16 
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subject  from  a different  point  of  view,  namely,  a 
comparison  of  the  isoantibodies  in  the  sera  of 
mothers  and  their  newborn  babies. 

Placenta  transfer  of  anti-C 

Our  first  contact  with  anti-C,  although  we  did 
not  realize  it  at  the  time,  was  in  1928,  when  we 
studied  the  placental  transfer  of  isohemagglutin- 
ins from  mother  to  fetus.  Table  IX  shows  the  re- 
sults of  tests  for  isohemagglutinins  on  500  mothers 
and  their  newborn  babies  carried  out  by  Polayes, 
Lederer,  and  Wiener.16  As  shown  in  the  table,  in 
the  case  of  the  group  0 mothers  only  about  half  of 
the  group  A babies  had  the  expected  anti-B,  and 
only  about  a half  of  the  group  B babies  had  the 
expected  anti-A  in  both  cases  acquired  by  trans- 
placental transfer  from  their  mothers.  If  one  as- 
sumes that  the  anti-A  and  anti-B  from  group  0 
serum  are  independent  of  one  another,  then  one 
could  expect  that  0.5  X 0.5  = 0.25,  or  only  one 
fourth  of  group  O babies  with  group  O mothers 
would  have  both  agglutinins,  anti-A  and  anti-B, 
demonstrable  in  their  serum.  Actually,  the  great 
majority  of  the  group  O babies  proved  to  have 
both  agglutinins.  In  retrospect,  we  now  believe 
that  the  explanation  is  that  many  of  those  babies 
actually  had  acquired  anti-C  by  transplacental 
transfer  from  their  mothers. 

Our  first  extensive  study,  in  1945,  on  A-B-0  he- 
molytic disease  was  a sequel  to  our  investigations 
on  Rh  hemolytic  disease.  We  had  noticed  a num- 
ber of  cases  of  erythroblastosis  fetalis  in  which  the 
mother  was  Rh  positive,  and  in  almost  all  these 
cases  there  was  an  A-B-0  incompatibility  between 
the  mother  and  baby.  The  journal  to  which  the 
article  was  sent  readily  published  our  articles  on 
Rh  hemolytic  disease  but  rejected  the  article  on 
A-B-0  hemolytic  disease,  evidently  because  the 
referees  did  not  believe  that  such  an  entity  exist- 
ed, even  though  there  had  been  two  previous  re- 
ports on  the  subject.17,18  When  the  article  re- 
ceived similar  treatment  from  other  distinguished 
journals,  it  finally  had  to  be  printed  privately  in 
pamphlet  form.19  One  of  the  most  significant 
findings  in  this  report  was  that  among  the  42 
cases  described  as  many  as  36  mothers  proved  to 
be  group  O.20'21  As  will  be  shown,  it  was  later 
demonstrated  that  the  explanation  is  that  in  most 
of  the  cases  of  the  A-B-0  hemolytic  disease,  the 
antibody  responsible  is  anti-C,  which  occurs  only 
in  group  O serum.  This  early  investigation  was 
soon  followed  by  a series  of  intensive  studies  on 
the  role  of  blood  factor  C in  A-B-0  hemolytic  dis- 
ease.22-26 As  the  result  of  a comparative  study  of 
the  titers  of  the  isohemagglutinins  in  mothers  and 
in  their  newborn  babies,  Wiener  and  Unger25  came 
to  the  following  conclusion: 

The  average  anti-A  and  anti-B  titers  of  group  O 

mothers  were  found  to  be  approximately  four  times 

as  high  as  corresponding  titers  of  serum  of  mothers  of 


group  A and  group  B.  Moreover,  the  ratio  of  titers 
of  the  A and  B antibodies  in  the  serums  of  mothers 
and  babies  of  compatible  groups  was  found  to  be  one 
fourth  as  high  when  the  mother  belonged  to  group  A 
or  group  B.  Thus  babies  having  group  O mothers 
are  apt  to  acquire  by  placental  transfer  from  the 
mother  about  15  times  as  much  A and  B isoantibod- 
ies as  babies  with  mothers  of  group  A or  group  B. 
These  observations  are  adequate  to  account  for  the 
excess  of  group  O mothers  having  babies  with  A-B-0 
hemolytic  disease  ....  It  appears  that  the  differ- 
ence in  behavior  of  group  O mothers  can  be  attrib- 
uted largely  to  their  capacity  to  form  anti-C,  which 
group  A mothers  and  group  B mothers  cannot. 

With  regard  to  the  suggestion  favored  by  Dodd15 
and  by  Bird27  that  the  peculiarities  of  group  O 
serum  are  due  to  linkage  of  anti-A  and  anti-B 
molecules,  Wiener  and  Unger25  remarked: 

Such  complexes  would  be  expected  to  be  less  capa- 
ble of  traversing  the  intact  placental  barrier,  which 
is  the  reverse  of  what  was  found  in  the  present  study 
with  regard  to  anti-C. 

Unger  and  Wiener22  have  shown  how  it  is  possi- 
ble to  estimate  the  amount  of  anti-C  in  a group  O 
serum  from  the  results  of  absorption  and  titration 
experiments  with  group  A and  group  B red  cells. 
The  principle  underlying  these  simple  calcula- 
tions may  be  made  clearer  with  the  help  of  four 
hypothetical  examples  (Table  X).  If  the  titer  of 
anti-C  is  high  in  comparison  with  the  titers  of 
anti-A  and  anti-B  (number  1 in  Table  X),  absorp- 
tion with  A red  cells  will  substantially  lower  the 
titer  for  B,  and  similarly  absorption  with  B will 
markedly  lower  the  titer  for  A.  On  the  other 
hand,  if  the  titer  of  anti-C  is  low  in  comparison 
with  the  titers  of  anti-A  and  anti-B  (number  2), 
absorption  with  A will  show  no  apparent  effect  on 
the  titer  for  B because  of  the  limits  of  accuracy  of 
titrations  (at  least  one  doubling  dilution),  and, 
similarly,  absorption  with  B will  have  no  apparent 
effect  on  the  titer  for  A.  If  the  titer  of  anti-A  is 
markedly  higher  than  the  titer  of  anti-B,  and  the 
titer  of  anti-C  is  about  the  same  as  that  of  anti-A 
(number  3),  absorption  with  A cells  will  markedly 
lower  the  titer  for  B,  but  absorption  with  B will 
have  no  appreciable  effect  on  the  titer  for  A. 
Similarly,  if  the  titer  of  anti-B  is  markedly  high- 
er than  the  titer  of  anti-A,  and  the  titer  of  anti-C 
is  about  equal  to  that  of  anti-B  (number  4),  then 
absorption  with  A will  have  no  appreciable  effect 
on  the  titer  for  B,  but  absorption  with  B will 
markedly  lower  the  titer  for  A.  These  four  differ- 
ent effects  actually  have  been  observed  for  differ- 
ent group  O sera,  all  of  which  had  about  the  same 
titers  for  A and  B cells  before  absorption. 

If  the  group  O serum  selected  for  absorption  ex- 
periments happens  to  be  similar  to  example  2 of 
Table  X,  no  convincing  evidence  of  anti-C  would 
be  obtained,  and  this  has  led  some  workers  to 
deny  the  existence  of  anti-C  and  to  insist  that 
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TABLE  X.  Interpretation  of  the  results  of  hypothetical  absorption  experiments  on  group  0 sera  in  terms  of  the 

three  agglutinins,  Anti-A,  Anti-B,  and  Anti-C 


Group  0 
Serum 
Number 

'Tif  n 

rs  of  Isoantiboi 
Anti-B 

Titers  for  Red  Cells  of  Group* 
Serum  Used  for  Testing  A B 

X 1 L v 

Anti-A 

Anti-C 

1 

8 

8 

256 

Unabsorbed 

256 

256 

Absorbed  with  A cells 

0 

8 

and  B cells 

8 

0 

2 

256 

256 

8 

Unabsorbed 

256 

256 

Absorbed  with  A cells 

0 

256 

and  B cells 

256 

0 

3 

256 

8 

256 

Unabsorbed 

512 

256 

Absorbed  with  A cells 

0 

8 

and  B cells 

256 

0 

4 

8 

256 

256 

Unabsorbed 

256 

512 

Absorbed  with  A cells 

0 

256 

and  B cells 

8 

0 

* Bearing  in  mind  that  the  usual  error  in  titer  values  is  one  doubling  serum  dilution. 


group  0 serum  behaves  merely  like  a simple  mix- 
ture of  anti-A  and  anti-B;  in  fact,  most  modern 
textbooks  still  describe  group  0 serum  in  that 
way.  Other  workers  who  appreciate  that  group  0 
serum  is  not  merely  a mixture  of  anti-A  and  anti- 
B,  avoid  admitting  the  existence  of  anti-C  by  in- 
voking the  concept  of  linkage  of  anti-A  and  anti-B 
antibodies,  as  has  already  been  pointed  out,  and 
to  explain  examples  such  as  numbers  3 and  4 in 
Table  X,  invoke  the  concept  of  one-sided  or  uni- 
lateral linkage.  However,  such  fanciful  hypothe- 
ses are  not  needed  when  one  accepts  the  existence 
of  anti-C,  since  this  makes  possible  the  construc- 
tion of  simple  models  which  readily  account  for  all 
the  observations. 

Nevertheless,  Table  X oversimplifies  the  matter 
by  tacitly  implying  that  anti-C  antibodies  all 
react  with  equal  titer  and  avidity  with  red  cells  of 
groups  A and  B.  This  is  not  correct.  Actually, 
molecules  of  anti-C,  like  molecules  of  antibodies 
of  all  or  almost  all  other  specificities,  are  not  all  of 
identical  structure,  and  anti-C  comprises  an  en- 
tire spectrum  of  molecules  differing  in  avidity  for 
A and  B cells  so  that  some  anti-C,  designated 
anti-CA  by  Wiener  and  Unger25  react  more  strong- 
ly with  group  A than  with  group  B cells,  while 
other  anti-C  antibodies,  designated  anti-CB,  react 
more  strongly  with  B than  with  A.  Similarly,  the 
anti-A  molecules  of  group  B serum,  and  anti-B 
molecules  of  group  A serum  are  not  all  identical 
but  make  up  an  entire  spectrum  having  closely  re- 
lated specificities.  This,  in  fact,  is  the  basis  for 
the  fractionation  of  anti-A  serum  by  absorption 
with  A2  cells  to  produce  reagents  useful  for 
subgrouping  A red  cells.  In  this  way,  the  anti-C 
as  well  as  the  anti-A  and  anti-B  of  group  0 serum 
appears  to  be  an  entire  spectrum  of  antibodies, 
and,  in  fact,  the  anti-A  of  group  0 serum  might 
be  considered  as  an  extreme  example  of  anti-CA 
and  the  anti-B  as  an  extreme  example  of  anti-CB. 

In  support  of  this  concept,  cases  may  be  cited  of 
A-B-0  hemolytic  disease  affecting  group  B babies 
where  the  group  O mother’s  serum  had  a much 


higher  titer  for  group  B than  for  group  A cells.  If 
the  mother’s  serum  is  absorbed  with  group  A 
cells,  the  anti-B  titer  may  be  substantially  re- 
duced, and  the  eluate  from  the  group  A cells,  pre- 
sumably containing  anti-C,  will  react  with  group 
B cells  to  markedly  higher  titers  than  with  group 
A cells,  showing  that  the  anti-C  in  such  a moth- 
er’s serum  is  not  ordinary  anti-C,  but  anti-CB,  as 
one  could  expect  since  the  baby  was  group  B. 
Similarly,  group  0 mothers  with  group  A babies 
may  produce  not  only  immune  anti-A,  but  also 
anti-CA. 

This  could  explain  a case  reported  by  Zuelzer, 
Cohen,  and  Robinson28  of  a group  0 mother  with 
fraternal  twins,  one  group  A and  the  other  group 
B,  such  that  the  group  B twin  had  hemolytic  dis- 
ease but  the  group  A twin  did  not.  The  mother’s 
serum  had  a much  higher  titer  for  group  B cells 
than  for  group  A,  and  eluates  obtained  from  group 
A-absorbing  red  cells  reacted  in  much  higher  titer 
with  B than  with  A cells.  Zuelzer,  Cohen,  and 
Robinson28  considered  this  to  be  a refutation  of 
the  theory  of  anti-C  and  postulated  instead  vari- 
ous antibody  molecule  complexes  of  anti-A  and 
anti-B  without  attempting  to  explain  how  such 
complexes  could  traverse  the  placental  barrier 
into  the  baby’s  circulation.  Obviously,  the  exis- 
tence of  a spectrum  of  ordinary  anti-C  molecules 
fits  better  with  the  observations  and  makes  possi- 
ble the  construction  of  much  more  acceptable 
models  to  account  for  them. 

Aside  from  the  fact  that  anti-A,  anti-B,  and 
anti-C  each  comprises  an  entire  spectrum  of  anti- 
bodies of  related  specificities,  these  antibodies  can 
occur  in  different  molecular  forms  having  differing 
molecular  weights,  principally  IgG  and  IgM  (im- 
munoglobulins G and  M).  The  fact  that  there  are 
two  principal  forms  of  antibody  molecules  of  each 
specificity  was  demonstrated  by  Wiener29  when  he 
studied  clinical  problems  of  Rh  sensitization  with- 
out demonstrable  Rh  antibodies,  using  the  classic 
saline  agglutination  method.  He  succeeded  in 
demonstrating  the  presence  of  a second  form  of 
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TABLE  XI.  Anti-C  demonstrated  by  comparison  of  titers  of 
maternal  and  cord  blood* 


Saline 

Titer 

Acacia 

Titer 

for 

for 

A 

B 

A 

B 

Serum 

cells 

cells 

cells 

cells 

Mother  (5th  pregnancy) 

100 

20 

500 

160 

Baby,  group  O (normal) 

1 

5 

320 

160 

Mother  (7th  pregnancy) 

40 

15 

500 

90 

Baby,  group  A (mild 

0 

0 

0 

1 

A-B-0  hemolytic  disease) 

* Modified  from  Wiener  and  Ward. 1 1 


Rh  antibody  (IgG)  by  his  so-called  “blocking  test” 
and  later  devised  a more  sensitive  direct  test,  the 
conglutination  test,30  for  this  second  kind  (IgG)  of 
antibody.  He  pointed  out  that  the  blocking 
(IgG)Rh  antibody  readily  traversed  the  fetomater- 
nal  placenta  barrier,  while  the  saline  agglutinat- 
ing antibody  (IgM)  did  not,  so  that  it  was  the 
blocking  antibody  which  was  clinically  important 
in  the  pathogenesis  of  erythroblastosis  fetalis,  not 
the  agglutinating  antibody.  By  applying  the  con- 
glutination test  at  first  in  plasma  media  and  later, 
more  simply,  in  gum-acacia  media,  he  showed 
that  also  in  A-B-0  hemolytic  disease,  it  was  the 
conglutinating  antibody  rather  than  the  agglutin- 
ating antibody  which  traversed  the  placental  bar- 
rier to  cause  hemolytic  disease  in  the  fetus.31,32 

Wiener  and  Ward11  have  described  a particular- 
ly clear  example  (Table  XI).  In  the  case  cited  by 
them,  a group  0 mother  had  three  spontaneous 
abortions,  a baby  who  died  shortly  after  birth, 
then  2 normal  group  O babies,  and  finally  2 group 
A babies,  both  of  whom  had  mild  A-B-0  hemolyt- 
ic disease.  Titrations  were  performed  of  the  A-B 
antibodies  in  the  serum  of  the  mother  at  term  and 
also  the  cord  sera  of  one  of  the  group  O babies  and 
both  of  the  group  A babies  (Table  XI).  In  the 
case  of  the  group  O baby,  the  saline-agglutination 
method  yielded  only  low  titers,  while  the  acacia 
method  gave  approximately  the  same  titers  for  the 
cord  serum  and  maternal  serum.  For  the  group  A 
babies,  contrasting  results  were  obtained,  since 
only  negligible  amounts  of  antibodies  were  de- 
monstrable in  the  cord  serum  by  the  acacia  as 
well  as  the  saline-agglutination  method,  even 
though  the  titers  of  the  maternal  serum  were  rela- 
tively high  for  group  B as  well  as  group  A cells. 
Obviously,  maternal  anti-A  passing  into  the  fetal 
circulation  across  the  placenta  would  be  neutral- 
ized by  the  blood-group  substances  in  the  body  of 
the  group  A fetus,  but  this  did  not  account  for  the 
virtual  absence  of  reactivity  for  group  B cells, 
especially  since  anti-B  had  been  found  in  high 
titer  in  the  serum  of  the  group  O baby.  The  ex- 
planation therefore  had  to  be  that  the  mother’s 
serum  actually  contained  anti-C  with  only  a negli- 
gible amount  of  anti-B,  at  least  of  the  placenta- 
passing (IgG)  kind. 

By  now,  it  is  clear  that  the  evidence  for  a third 


kind  of  antibody  in  group  O serum,  as  opposed  to 
the  existence  of  linked  anti-A  and  anti-B  or  anti- 
body aggregates,  is  overwhelming.  This  raises  the 
question  of  a suitable  nomenclature.  Race  and 
Sanger7  and  other  workers  have  suggested  calling 
the  antibody  “cross-reacting”  antibody  of  group  0 
serum.  However,  such  a term  is  ambiguous  and 
not  particularly  helpful  considering  that  all  anti- 
bodies cross  react  to  a greater  or  lesser  degree. 
The  present  authors  can  find  nothing  objection- 
able about  the  simpler  informative  designation, 
anti-C. 

Blood  group  C 

Dunsford  and  Aspinall33  were  among  the  first  to 
give  a clear  description  of  the  very  rare  A-B-0 
blood  group  which  we  prefer  to  designate  as  group 
C.  They  described  a blood  specimen  whose  red 
cells  failed  to  agglutinate  in  ordinary  tests  with 
anti-A  and  anti-B  sera  and  whose  serum  agglutin- 
ated red  cells  of  groups  A and  B but  not  of  group 
O.  The  blood  of  this  individual  was  nevertheless 
evidently  not  group  O blood  because  it  was  agglu- 
tinable  by  sera  from  group  0 individuals.  Fischer 
and  Hahn34  had  previously  described  in  1935  a 
blood  having  red  cells  giving  extremely  weak  reac- 
tions with  anti-A  sera,  but  much  more  strongly 
agglutinated  by  group  0 sera  than  by  group  B 
sera,  and  having  serum  containing  anti-B  but  not 
anti-A,  which  they  designated  as  group  Ax. 
Dunsford  and  Aspinall33  believed  that  this  was 
due  to  a qualitative  difference  between  the  anti-A 
agglutinins  of  group  0 sera  and  of  group  B sera. 
Accordingly,  they  concluded  that  the  reactions  of 
the  red  cells  of  their  own  patient  with  group  O 
sera  were  due  to  the  presence  of  some  weak  form 
of  A and  designated  the  blood  as  A4.  However, 
the  symbol  A4  had  been  used  previously  bv  Gam- 
melgaard35  to  represent  weak  variants  of  A which 
had  quite  different  properties.  Moreover,  other 
investigators,  who  found  blood  having  the  proper- 
ties described  by  Dunsford  and  Aspinall,33  have 
designated  the  group  variously  as  Ax,  Az,  and  Ac; 
the  last  was  introduced  to  indicate  the  peculiar 
reactivity  of  the  red  cells  with  group  0 sera.  To 
avoid  confusion  and  for  reasons  which  will  become 
apparent,  we  use  the  designation  group  C for  this 
type  of  blood  in  this  review. 

Group  C appears  to  be  more  common  among 
Bantu  than  in  other  races,  as  pointed  out  in  the 
study  by  Wiener  and  Ward.11  They  found  that 
red  cells  of  this  type  were  agglutinated  distinctly 
or  even  strongly  by  as  many  as  21  out  of  22  group 
O sera  tested,  while  only  3 out  of  16  group  B sera 
gave  agglutination,  and,  in  the  latter  case,  the 
agglutination  was  generally  indistinct  and  poorly 
reproducible.  The  simplest  explanation,  of 
course,  was  that  the  group  0 sera  reacted  by  vir- 
tue of  their  content  of  anti-C;  the  single  exception- 
al group  0 serum  was  probably  an  unusual  group 
0 serum  deficient  in  anti-C.  While  occasional 
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TABLE  XII.  Families  with  individuals  ot  group  C* 


Reference 

F amily 
Number 

F ather 

Mother 

Children 

4 

1 

2 

3 

5 

6 

7 

Dunsford36 

1 

Ai 

A, 

A! 

C 

C 

Ai 

Ai 

2 

C 

c 

3 

C 

0 

C 

O 

4 

c 

Ai 

A, 

C 

5 

c 

c 

A, 

Ai 

Ai 

c 

C 

6 

c 

B 

B 

7 

Ai 

C 

C 

Dunsford  and  Aspinall33 

1 

A 2 

O 

C 

c 

Estola  and  Elo37 

1 

C 

c 

2 

C 

O 

0 

C 

3 

C 

C 

4 

O 

C 

C 

0 

Grove-Rasmussen,  Soutter,  and  Levine38 

1 

C 

0 

C 

van  Loghem  and  v.d.  Hart39 

1 

O 

0 

0 

c 

c 

C 

Beckers,  van  Loghem,  and  Dunsford30 

1 

o 

0 

c 

0 

c 

Cahan  et  al.41 

1 

c 

AoB 

c 

c 

2 

a2b 

Ai 

C 

3 

A2 

c 

c 

4 

0 

c 

c 

* Modified  from  Cahan  et  al.Al 


weak  reactivity,  especially  with  high-titer  immune 
anti-A  sera  cannot  be  denied,  it  is  obvious  that 
the  C specificity  stands  out  in  comparison  with 
any  weak  A specificity  that  may  be  present  in  the 
red  cells.  The  designation  group  C takes  this  into 
account,  while  it  is  ignored  in  designations  like 
Ac,  A4,  Ax,  or  Az  which  only  take  notice  of  the  far 
less  conspicuous  A specificity. 

In  the  same  article,  Wiener  and  Ward11  de- 
scribed an  unusual  group  0 serum  with  high  titers 
(250  saline,  1,000  acacia)  for  group  A cells  and 
with  moderate  titers  (30  saline,  80  acacia)  for 
group  B and  group  C cells.  That  the  serum  had 
about  equal  titers  for  group  B and  group  C cells 
they  attributed  to  the  presence  in  the  serum  of 
anti-C  together  with  anti-A  but  with  hardly  any 
anti-B.  This  was  proved  by  inhibition  tests  using 
human  saliva.  When  group  A cells  were  used  as 
an  indicator,  the  group  O serum  could  be  inhibit- 
ed only  by  group  A secretor  saliva  and  not  by 
group  B secretor  saliva.  On  the  other  hand,  when 
group  B cells  or  group  C cells  were  used  as  indica- 
tors, the  serum  was  inhibitable  to  about  equal 
dilutions  whether  group  A or  group  B secretor  sa- 
livas were  used  in  the  test. 

Because  of  the  rarity  of  group  C blood,  relative- 
ly few  families  have  been  accumulated  in  which 
this  blood  group  occurs.  Table  XII  summarizes  a 
number  of  families  collected  from  the  literature  by 
Cahan  et  a/.41  In  most  of  the  families,  the  find- 
ings can  readily  be  explained  by  postulating  a rare 
allelic  gene  C corresponding  to  the  rare  agglutino- 
gen C.  However,  there  are  families  where  this 
simple  explanation  cannot  be  applied.  For  exam- 
ple, van  Loghem  and  Hart39  and  Beckers,  van 
Loghem,  and  Dunsford40  have  described  two  fami- 
lies where  the  parents  were  both  group  O,  yet 
among  7 children  there  were  5 group  C children  as 


well  as  2 group  O.  Moreover,  Cahan  et  al ,41  de- 
scribed a family  in  which  a group  C father  had  a 
group  A2B  child,  and  another  in  which  an  A2B  fa- 
ther had  a group  C child.  Of  course,  the  simplest 
way  out  would  be  to  ascribe  these  exceptions  to 
illegitimacy.  However,  aside  from  these  blood- 
grouping results,  there  was  no  reason  to  suspect 
illegitimacy  in  these  four  families.  Perhaps,  the 
situation  is  comparable  to  that  for  RhnuU  blood. 
Genetically,  this  type  is  of  two  kinds,  one  deter- 
mined by  a corresponding  Rh-Hr  allelic  gene  and 
the  other  due  to  homozygosity  for  a supressor 
gene,  independent  of  the  Rh-Hr  allelic  genes.  By 
analogy,  there  could  be  some  cases  of  group  C de- 
termined not  by  a special  allelic  gene  but  repre- 
senting the  effect  of  homozygosity  for  an  indepen- 
dent modifying  gene.  Obviously,  more  evidence 
would  be  required  before  the  suggestion  of  modi- 
fying genes  can  be  taken  seriously,  however. 

Matsunaga42  has  reported  a family  study  of  the 
agglutinogen  C and  the  agglutinin  anti-C  in 
human  blood.  However,  he  found  anti-C  in  only 
one  fifth  of  group  O sera  which  is  contrary  to  our 
experience  that  anti-C  is  only  exceptionally  ab- 
sent from  group  O serum.  Moreover,  the  findings 
presented  by  Matsunaga42  are  difficult  to  interpret 
since  they  appear  to  be  mutually  contradictory,  so 
that  interested  readers  must  be  referred  to  the 
original  article  for  details. 

Agglutinin  anti-C  and  mixed  agglutination 

The  first  experiments  on  mixed  agglutination 
were  carried  out  by  Wiener  and  Herman43  to  test 
Marrack’s44  lattice  theory  of  agglutination.  Ac- 
cording to  this  theory,  the  second  stage  as  well  as 
the  first  stage  of  agglutination  is  specific.  Wiener 
and  Herman43  tested  the  serum  of  a group  A syph- 
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ilitic  patient  against  a mixture  of  equal  parts  of 
suspensions  of  group  B red  cells  and  of  Kline  anti- 
gen. When  agglutination  was  complete,  there 
were  two  sharply  distinguishable  kinds  of  clumps, 
namely,  red  clumps  of  group  B red  cells  agglutin- 
ated by  the  anti-B  in  the  patient’s  serum  and 
white  clumps  of  Kline  antigen  agglutinated  by  the 
| syphilitic  reagin  in  the  patient’s  serum,  thus  sup- 
porting Marrack’s44  theory.  In  a contrasting  ex- 
periment with  antipneumococcus  XIV  horse  im- 
mune serum  which  cross  reacts  with  the  human 
group  0 cells,  a suspension  of  equal  parts  of  group 

0 cells  and  type  XIV  pneumococci  was  used.  In 
this  case,  the  clumps  were  all  alike,  namely,  a 
mixture  of  red  cells  and  pneumococcus  cells,  as 
was  to  be  expected,  again  in  conformity  with  Mar- 
rack’s44  hypothesis.  In  the  first  case,  we  were 
dealing  with  two  distinct  antibodies,  each  reactive 
for  its  own  corresponding  antigen,  while  in  the 

1 second  experiment  there  was  only  a single  kind  of 
antibody  reactive  for  two  different  kinds  of  anti- 
gens. 

As  Wiener45  has  pointed  out,  a mixed  agglutina- 
tion test  could  be  applied  for  the  study  of  the  na- 
,ture  of  the  isoantibodies  in  group  O serum.  If 
group  0 serum  were  merely  a mixture  of  anti-A 
and  anti-B,  then  when  tested  against  pooled  sus- 
pensions of  group  A and  group  B red  cells,  two 
kinds  of  clumps  should  result,  one  consisting  ex- 
clusively of  group  A cells  and  the  other  of  group  B 
i cells.  However,  if  a third  antibody,  anti-C,  were 
present,  reactive  for  both  group  A and  group  B 
cells,  there  should  also  be  mixed  clumps  contain- 
ing both  group  A and  group  B cells.  Obviously,  a 
reagent  artificially  made  by  pooling  anti-A  and 
anti-B  sera  should  not  produce  mixed  clumps. 

Unfortunately,  since  group  A and  group  B cells 
are  indistinguishable  morphologically,  the  mixed 
agglutination  test  cannot  be  applied  directly  to 
i the  problem  of  group  0 serum.  Jones  and 
Kaneb46  and  Jones,  Kaneb,  and  Abrahamov47  de- 
vised an  ingenious  method  of  circumventing  this 
difficulty.  They  mixed  one  part  of  group  A cells 
with  100  parts  of  group  0 cells,  treated  that  mix- 
ture with  a very  powerful  anti-A  serum,  and  then 
washed  the  mixture  many  times  to  remove  the 
unabsorbed  agglutinins  from  the  supernatant. 
'Since  the  group  A cells  were  widely  separated 
from  one  another  by  the  group  0 cells,  they  were 
prevented  from  clumping  even  though  heavily 
coated  with  anti-A  agglutinins.  However,  when 
group  A indicator  cells  were  added,  balls  of  red 
cells  were  formed  when  the  fresh  A cells  became 
attached  to  the  sensitized  A cells,  but  no  balls 
were  formed  when  group  B indicator  cells  were 
added.  Similarly,  when  a mixture  of  one  part  of 
group  B cells  and  100  parts  of  group  0 cells  were 
Treated  with  a potent  anti-B  serum,  balls  of  red 
; cells  formed  when  indicator  group  B cells  were 
added  but  not  when  indicator  group  A cells  were 
added.  In  contrast,  in  mixtures  of  100  parts  of 


group  O cells  with  either  one  part  of  group  A or 
group  B cells  treated  with  group  O serum,  balls  of 
red  cells  formed  when  either  indicator  group  A or 
group  B cells  were  added,  indicating  the  presence 
of  the  cross-reacting  antibody,  anti-C,  in  group  O 
serum.  Unfortunately,  the  experiment,  as  carried 
out  by  Jones  and  Kaneb,46  proved  difficult  to  re- 
produce consistently  because  of  a tendency  for  so- 
called  anomalous  agglutination. 

A clearer  and  simpler  method  of  carrying  out 
the  mixed  agglutination  test  with  group  0 serum 
was  devised  by  Jahn  and  Spurling48  who  took  ad- 
vantage of  the  different  microscopic  morphology 
of  red  cells  from  newborn  infants  and  from  adults, 
due  to  fetal  hemoglobin  in  the  former,  especially 
after  staining  by  the  Kleihauer-Betke  technique 
which  did  not  interfere  with  the  agglutination 
reaction.  These  authors  showed  that  when  pooled 
anti-A  and  anti-B  serum  was  mixed  with  a pool  of 
group  A fetal  and  group  B adult  red  cells,  sepa- 
rate clumps  of  group  A fetal  and  group  B adult 
red  cells  resulted.  However,  when  instead  of 
pooled  anti-A  and  anti-B  serum,  group  O serum 
was  used,  mixed  clumps  of  fetal  and  adult  red 
cells  resulted. 

According  to  the  presently  available  evidence, 
antibody  molecules  have  at  least  two  combining 
sites.  The  evidence  also  indicates  that  the  com- 
bining groups  on  one  and  the  same  antibody  mol- 
ecule are  always  alike,  that  is,  of  identical  speci- 
ficity. As  has  already  been  pointed  out,  however, 
some  authors  have  postulated  the  existence  of 
linked  anti-A  and  anti-B  molecules  in  group  O 
serum,  which  is  tantamount  to  antibody  mole- 
cules having  more  than  one  kind  of  combining 
group.  As  Wiener45  has  pointed  out,  such 
“heteroligating”  antibodies,  if  they  really  existed, 
would  be  easy  to  identify.  For  example,  a hetero- 
ligating bivalent  anti-XY  antibody  when  added  to 
X antigen  would  coat  the  antigen  particles  X but 
could  not  link  them  together,  and,  similarly,  such 
a heteroligating  antibody  could  coat  the  Y antigen 
without  clumping  it;  however,  when  added  to  a 
mixture  of  antigens  X and  Y,  agglutination  should 
occur  with  each  molecule  of  X antigen  linked  to 
surrounding  molecules  of  Y antigen  and  vice 
versa.  However,  clear  evidence  of  such  a phe- 
nomenon has  never  been  obtained,  particularly  in 
the  case  of  anti-A  or  anti-B,  so  that  the  idea  of 
linked  or  heteroligating  antibodies  may  be  dis- 
missed. 


Preparation  of  anti-C  reagents 

As  has  been  pointed  out,  human  serum  of  group 
O almost  regularly  contains  anti-C,  but  for  studies 
on  blood  factor  C it  would  be  desirable  to  have  a 
pure  anti-C  reagent,  free  of  anti-A  and  anti-B  and 
other  agglutinins.  To  be  sure,  such  a reagent 
could  theoretically  be  prepared  from  any  group  O 
serum.  Thus,  group  O serum  could  be  absorbed 
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with  group  A cells  and  an  eluate  prepared  which 
should  contain  anti-C  as  well  as  anti-A  but  no 
anti-B.  This  eluate,  in  turn,  could  then  be  ab- 
sorbed with  group  B cells,  and  the  second  eluate 
prepared  from  those  cells  should  be  pure  anti-C. 
This  experiment  has  actually  been  tried  by  the 
authors  using  red-cell  stromata  instead  of  intact 
red  cells,  but  the  final  eluate  obtained  proved  to 
be  so  weak  and  unstable  as  to  be  virtually  useless 
as  a reagent.  This  corresponds  with  our  usual  ex- 
perience with  eluates  as  reagents  even  when  ob- 
tained by  single  instead  of  double  elution. 

A different  approach  which  has  enabled  us  to 
obtain  a useful  reagent  was  to  inject  hog  group  A 
substance  into  a group  O subject  whose  titers  of 
natural  agglutinins  for  A and  B cells  were  initially 
quite  low.  This  resulted  in  a marked  rise  in  titer 
not  only  for  group  A cells  but  also  for  group  B 
cells,  due  to  the  production  of  potent  anti-C  as 
well  as  anti-A.  Since  the  anti-B  titer  remained 
unchanged  and  was  quite  low,  the  moderately  di- 
luted antiserum  could  be  used  as  an  anti-C  re- 
agent for  testing  any  material  which  lacked  group 
A specificity.  In  the  same  way,  by  immunizing  a 
group  O subject  having  initially  low  titers  of 
isoagglutinins  with  group  B specific  substance  or 
group  B red  cells,  a similar  reagent  could  be  ob- 
tained that  could  be  used  for  testing  for  the  speci- 
ficity C any  material  which  lacks  the  specificity  B. 
The  anti-C  reagent  produced  by  Wiener,  Socha, 
and  Gordon49  has  been  used  by  them  for  testing 
by  direct  agglutination  and  by  the  inhibition  tech- 
nique materials  of  animal  as  well  as  human  origin 
for  the  presence  or  absence  of  the  C specificity. 

Another  source  of  anti-C  reagents  is  extracts  of 
seeds,  namely,  particular  lectins.50  Morgan  and 
Watkins51  found  that  extracts  of  the  seeds  Sopho- 
ra  japonica  strongly  agglutinate  red  cells  having 
either  or  both  agglutinogens,  A and  B,  and  more 
weakly  group  O cells.  The  agglutination  of  Ai, 
A-2,  or  B cells  could  be  inhibited  by  either  A or  B 
substance.  Moreover,  eluates  from  group  0 cells 
were  devoid  of  agglutinins  for  A and  B cells. 
Thus,  the  lectins  from  the  seeds  appeared  to 
have  the  specificity  anti-C,  and  since  the  titer  was 
much  higher  for  B than  for  A cells,  the  exact  spec- 
ificity could  be  designated  anti-CB.  Inhibition 
tests  were  carried  out  with  these  lectins  by  Mor- 
gan and  Watkins51  using  a variety  of  simple  sug- 
ars, and  the  most  active  inhibitor  proved  to  be 
N-acetyl-chondrosamine.  Elo,  Estolo,  and  Malm- 
strom52  obtained  lectins  of  anti-C  specificity  also 
from  mushrooms  of  the  species  Psilocybe  spadices, 
while  Ottensooser53  reported  that  extracts  of  the 
seed  Crotolaria  mucronata  had  similar  specificity. 

Baldo  and  Boettcher54  found  that  some  fish  of 
the  Australian  freshwater  catfish  species,  Tanda- 
nus  tandanus,  injected  with  B or  AiB  secretor  sa- 
liva produced  high  titers  of  “cross-reacting  A and 
B agglutinins,”  that  is,  anti-C.  Baldo55  reported 
that  potent  anti-C  can  also  sometimes  be  ob- 


tained in  almost  “pure”  form  from  the  sera  of  cat- 
fish which  had  not  been  previously  subjected  to 
any  immunization.  The  reagents  not  only  had 
extraordinarily  high  titers  by  agglutination,  but 
also  gave  precipitates  in  gel-diffusion  tests  with 
human  secretor  saliva  having  either  A or  B. 
These  precipitation  reactions  could  be  inhibited 
by  either  A secretor  saliva  or  B secretor  saliva  hut 
not  by  O secretor  or  nonsecretor  saliva.  It  re- 
mains to  be  seen  whether  these  fish  will  prove  to 
be  a dependable  source  of  anti-C  reagents. 

Nature  of  combining  groups  on  agglutinogens 
A and  B responsible  for  C cross  reaction 

The  evidence  presented  in  this  article  leaves  no 
or  hardly  any  doubt  that  group  0 serum  contains,  I 
in  addition  to  the  antibodies  or  specificities  anti-A 
and  anti-B,  antibodies  of  the  third  specificity, 1 i 
anti-C,  which  is  reactive  for  both  agglutinogens,  A 
and  B.  Two  possible  explanations  suggest  them- 
selves for  the  cross  reactions  of  anti-C  with 
agglutinogens  A and  B.  The  first  possibility  is 
that  the  agglutinogens  A and  B each  have,  in  ad- 
dition to  a combining  group  for  anti-A  and  anti-B,  : • 
respectively,  a second  determinant  group  with 
which  anti-C  specifically  combines.  The  alterna- 
tive explanation  is  that  there  is  no  special  deter- 
minant  group  corresponding  to  C but  that  anti-C 
is  an  antibody  capable  of  fitting  both  agglutinogen 
molecules,  A and  B,  just  as  a skeleton  key  can  fit 
two  different  kinds  of  locks  of  the  same  manufac- 
ture; this  is  the  explanation  we  favor. 

Thus,  the  relationship  of  C to  A and  B appears 
to  be  quite  different  from  the  relationship  of  H to 
A and  B.  There  is  immunochemical  evidence 
that  there  is  a separate  determinant  group  for  H 
(L-fucose),  for  A (N-acetyl-D-galactosamine),  and 
for  B (D-galactose).  Tests  on  human  blood  dem- 
onstrate that  some  cells  react  with  anti-A  alone,  : 
other  cells  react  with  anti-H  and  anti-A  and/or 
anti-B,  and  still  other  red  cells  react  with  anti-A 
and/or  anti-B  but  not  with  anti-H  supporting  the 
existence  of  a separate  combining  group  for  each 
specificity.56  On  the  other  hand,  while  C can 
exist  without  appreciable  amounts  of  A and  B as 
in  group  C blood,  we  have  never  found  blood  or 
secretion  having  A and/or  B without  C.  This 
applies  not  only  to  human  red  cells  but  also  for 
ape  red  cells  of  group  A,  B,  and  AB.  Moreover, 
inhibition  tests  on  salivas  of  man,  apes,  and  mon- 
keys show  that  whenever  specificity  A and/or  B is 
present,  so  is  the  specificity  C.  The  same  state- 
ment applies  to  red  cells  of  lower  mammals,  for 
example,  sheep  red  cells  having  C-like  as  well  as 
an  A-like  specificity,  while  dog  cells  have  C-like  as 
well  as  B-like  specificity. 

However,  the  C specificities  on  different  materi- 
als having  blood  group  activity  are  not  identical, 
as  is  to  be  expected.  Wiener,  Socha,  and  Gor- 
don49 found  that  absorption  of  the  human  serum 
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icontaining  potent  anti-C  with  either  group  A or 
group  B red  cells  removed  also  the  reactivity  for 
group  C cells;  on  the  other  hand,  absorption  with 
group  C cells  removed  the  reactivity  for  group  C 
cells  but  left  behind  the  activity  for  A and  B cells. 
In  this  way,  at  least  two  fractions  of  anti-C  were 
[separated  by  absorption,  comparable  to  the  effect 
of  absorbing  group  B (anti-A)  serum  with  A2  cells. 
One  fraction  of  anti-C  is  reactive  for  group  C as 
well  as  group  A and  group  B red  cells,  while  the 
other  fraction  is  reactive  only  for  group  A and 
group  B but  not  for  group  C. 

Despite  the  evidence  presented  in  this  review 
and  readily  available  in  literature,  some  workers 
appear  reluctant  to  use  the  symbol  anti-C  for  the 
third  antibody  of  group  0 serum  and  refer  instead 
to  it  as  the  “cross  reacting”  antibody.  However, 
all  antibodies  cross  react  to  greater  or  lesser  de- 
grees, so  that  the  expression  “cross  reacting”  anti- 
body is  ambiguous  and  uninformative.  The  sim- 
ple designation,  anti-C,  is  unobjectionable  and 
aelps  to  simplify  thinking,  and  in  this  way,  helps 
to  promote  knowledge  and  understanding  of  the 
subject. 

550  First  Avenue 
New  York  University  Medical  School 
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International  conference  on  environmental 
health,  Primosten,  Yugoslavia 

An  international  conference  on  environmental  health 
is  to  be  held  at  Primosten,  Yugoslavia,  October  23  to  26, 
1973. 

For  its  members  and  their  families,  the  American 
Medical  Association  is  arranging  Group  Affinity  Tours 
(round  trip  fare  from  Chicago  $412 — from  New  York  City 
$345)  to  Split,  Yugoslavia,  to  the  International  Con- 
ference on  Environmental  Health  in  Primosten  on  the 
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panoramic  Adriatic  Coast.  Tours  will  depart  on  Octobe 
20  for  Split  and  return  on  November  6 from  Geneva 
Switzerland. 

Attractive  hotel  rates  for  the  Conference,  $9.50  singli 
and  $15.  double  per  day,  include  three  meals.  Plan  you 
own  vacation  following  the  conference  or  sign  on  for  on< 
of  the  two  ground  packaged  tours  being  offered. 

For  additional  information  and  applications,  contac 
Mrs.  Lucille  E.  Morrisey,  American  Medical  Association 
535  N.  Dearborn  Street,  Chicago,  111.  60610.  Tel.  (312 
751-6528. 
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'UESTION  136.  The  patient  is  a fifty-two-year-old  man  admitted  to  the  hospital  for  elective  surgery.  What  is  the 
uterpretation  of  this  electrocardiogram? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  135.  The  atrial  rate  is  95  and  no  P 
waves  conduct  to  the  ventricle.  Therefore,  the 
patient  has  complete  heart  block.  The  ventricular 
rhythm  is  irregular  and  slow.  After  beat  numbers 
2,  4,  and  6,  there  are  premature  beats  which  vary 
in  QRS  configuration  but  occur  at  approximately 


the  same  coupling  interval.  The  first  of  thest 
coupled  beats  is  identical  to  the  usual  idioventricu 
lar  beat.  The  fixed  coupling  suggests  that  each  o 
these  beats  arises  in  a fixed  focus,  but  conduct- 
through  the  ventricle  via  different  pathways. 

Question  136.  In  the  standard  leads,  T 3 is  talle 
than  Ti.  In  aVl,  a small  Q is  present  with  S-T 
slightly  elevated  and  T inverted.  In  V>,  a small  (, 
and  splintered  QRS  is  visible.  These  abnormali 
ties  suggest  anterior  infarction  of  indeterminate 
age.  A T wave  in  lead  III  taller  than  in  lead  ] 
when  the  heart  is  horizontal  is  an  abnormal  finding 
of  a nonspecific  nature. 


Spontaneous  ischemic  proctocolitis 


Clinical  observations  in  20  patients  with  spontaneous 
ischemic  proctocolitis  are  presented  by  T.  G.  Parks 
( Scandinavian  Journal  of  Gastroenterology  7:  241, 
1972).  Twelve  patients  were  female,  and  the  average 
age  was  sixty-six.  Varying  abdominal  pain  and  acute 
rectal  bleeding  were  the  symptoms.  Tenderness  on 
palpation  over  the  affected  descending  colon  was  the 
salient  physical  finding.  Sigmoidoscopy  revealed  blood 
and  mucus  in  the  lumen.  Mucosal  changes  observed 


in  4 patients  included  edema,  hyperemia,  and  friabil- 
ity. Barium  enema  studies  during  the  acute  phase 
demonstrated  “thumb-printing.”  Thirteen  patients 
were  treated  conservatively,  while  surgery  was  per- 
formed in  7 of  them.  All  patients  survived.  Subse- 
quent barium  studies  revealed  a normal  colon  in  7 pa- 
tients, persisting  strictures  in  7,  and  loss  of  haustratior 
without  stricture  in  2.  The  authors  recommend  that 
ischemic  proctocolitis  be  treated  conservatively  unless 
there  is  evidence  of  frank  gangrene.  Strictures  do  not 
usually  lead  to  intestinal  obstruction.  The  diagnosis  is 
best  established  by  proctoscopic  and  barium  enema  ex- 
amination. 
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Brief  Preliminary  Reports 


Resistance  of  Rabbit 
Corneal  Epithelium 
to  Herpes  Simplex 
Virus 

FREDERIC  H.  DEUTSCH,  M.D. 

New  York  City 

From  the  Tissue  Culture  Laboratory  of  the  Eye  Bank  for  Sight 
Restoration  and  Manhattan  Eye,  Ear,  and  Throat  Hospital 


Demonstration  of  immunity  of  corneal  epithelial 
cells  to  HSV  (herpes  simplex  virus)  following  prior 
infection  of  these  cells  by  HSV  would,  as  pre- 
viously discussed,1-4  indicate  the  nature  of  recur- 
rent herpes  simplex  keratitis  and  thereby  suggest 
new  avenues  of  therapeutic  approach.  Local  resis- 
tance to  virus  is  a characteristic  of  lysogenic  cells.4 
A situation  similar  to  lysogeny  could  explain  epi- 
sodes of  recurrent  herpetic  keratitis.2 

Herpes  simplex  virus  can  be  recovered  from  the 
fealiva  of  apparently  healthy  subjects,  of  patients 
with  recurrent  herpes  labialis  during  the  attacks 
and  between  the  attacks,5-6  as  well  as  at,  or  short- 
ly after,  menses.7  Even  though  HSV  has  been 
demonstrated  by  immunofluorescent  techniques 
in  the  cells  of  lacrimal  glands  and  conjunctiva  of 
patients  with  clinically  inactive  disease8  and  in 
the  tear  film  of  man  and  rabbit,6-9  the  source  of 
the  virus  and  the  mechanism  of  recurrent  infec- 
tions are  not  yet  known.9 

In  this  study,  clinical  course,  virus  sensitivity  of 
cultured  corneal  epithelium,  virus  yield,  changes 
in  cell-growth  rate  induced  by  previous  herpes 
simplex  keratitis  as  well  as  attempts  to  demon- 
strate virus  in  these  cell  cultures,  and  the  evi- 
dence of  interferon  were  observed. 

VI aterials  and  Methods 

In  17  rabbits,  the  right  cornea  was  inoculated 
with  HSV  after  both  were  scored.  Vehicle  alone 
was  administered  to  the  left  eye.  A second  group 
}f  16  rabbits  were  treated  in  the  same  way  and 

Supported  in  part  by  a grant  from  the  Manning  Founda- 
tion. 


had  the  corneal  epithelium  from  both  eyes  cul- 
tured by  an  explant  technique,  as  previously  de- 
scribed.10-11 Eight  control  rabbits  had  no  virus 
inoculated  before  the  epithelium  was  cultured. 

All  these  rabbits  were  observed  clinically  and  by 
virus  cultures  from  both  eyes.  The  epithelial  cell 
cultures  were  examined  daily  for  the  presence  of 
herpes  simplex  virus.  Growth  of  the  cells  from 
explants  taken  from  each  cornea  was  measured,  as 
previously  described.10-11  Selected  epithelial  cell 
cultures  were  inoculated  with  virus,  and  virus 
growth  was  measured  by  test-tube  titration  and 
plaque  counts  of  virus  in  the  supernatant  medium 
as  well  as  by  test-tube  titrations  of  intracellular 
virus  released  by  freeze-thaw  disruption  of  the 
cells.  Cell  cultures  were  fixed  in  Bouin’s  solution 
and  stained  with  hematoxylin  and  eosin  when  not 
used  for  intracellular  virus  determinations.  Inter- 
feron effect  was  observed  by  comparing  seed-virus 
effect  on  a sheet  of  epithelial  cells  already  infected 
with  herpes  simplex  virus  with  seed-virus  effect  on 
three  uninfected  controls. 

Observations 

The  animals  did  not  develop  marked  immunity 
to  infection  with  HSV.12  Keratitis  developed  in 
the  eyes  which  had  been  previously  inoculated, 
and  some  rabbits  died  after  one  or  multiple  inocu- 
lations. Two  of  the  51  rabbits  were  found  to  have 
spontaneous  positive  HSV  tear-film  cultures. 

The  epithelial  cells  grew  better  from  noninfect- 
ed  eyes  than  from  infected  eyes  and  best  from  the 
eyes  of  paired  control  animals.12-  No  virus  was 
found  in  any  uninoculated  cell  culture.  Corneal 
epithelial  cells,  cultured  from  previously  infected 
corneas,  appeared  more  resistant  to  HSV  infec- 
tion.12 However,  not  all  cells  were  immune  to  in- 
fection by  herpes  simplex  virus.  The  control  cul- 
tures yielded  a greater  amount  of  free  virus  than 
cultures  of  cells  harvested  from  the  right  eyes  of 
the  second  group  of  16  rabbits  (Table  I).  There 
was  no  evidence  of  inhibition  of  virus  growth  by 
interferon. 

Comment 

Temporary  relative  local  immunity  to  HSV  un- 
related to  circulating  antibody  has  been  shown  in 
the  rabbit  cornea  with  healed  herpetic  keratitis.13 
Subconjunctival  vaccination  can  also  produce  im- 
munity of  the  cornea  to  vaccinia  virus.14  Other 
authors  have  demonstrated  latent  infection  of 
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TABLE  I.  Comparison  of  virus  titers  from  test  and  control  corneal  epithelial  cell  cultures* 


Time  in 
Horn's 
Elapsed 
After  Virus 
Inoculation 
of  Tissue 
Culture 

Source  of  Virus 

Test  Titer 

Control  Titer 

8 

Supernatant 

Cl0~3 

10-3.2 

12 

Supernatant 

10 -2  7 average 

10  - 3 average 

12 

Supernatant 

CIO"2,  CIO”2,  10"4 

CIO"2,  10~2  6,  10"2-6 

12 

Supernatant 

IQ-267 

10”2  8,  io-2-5 

15 

Supernatant 

10-3.5 

10-3.5 

21 

Supernatant 

10~8  5,  10-10,  4 X 10-" 

>4  X IO"11,  >4  X IO"11,  IO"10 

21 

Supernatant 

4 X 10-4,  IO"5-7 

10"6-7 

217= 

Supernatant 

10  “6 

l0-6.75 

24 

Supernatant 

10-5-6,  10-5-67,  IO”567 

io-7-75,  io-6-5,  >io-9 

24 

Supernatant 

CIO-2,  plaque  count  = 

CIO-2,  1,800  PFU/cc. 

400  PFU/cc. 

27 

Supernatant 

10  “5 

10  — 4 8 

28 

Supernatant 

io~5-4,  io-5-7 

10  -5  5,  10 -6  8 

28  (repeat) 

Supernatant 

10 -5, 10 -4-67 

10 -5,  IO"5  67 

33 

Supernatant 

10  -« 

10 -7,  10  "8,  >10 -« 

35 

Supernatant 

io~24  4,  io-26-5 

10 -27,  10 -21  2,  10 -28,  10 -23 

35 

Supernatant 

IO"8-5,  10“9 

>10-12,  10-16,  >10“12 

35 

Intracellular 

IO"5-36,  10-575 

10  -6-76,  10  -6-33,  10  -5  31 

35 

Intracellular 

10-4,  io-4-5 

CIO-4,  10-56 

41 

Supernatant 

10  -« 

10-6.5 

* Expressed  as  TCID60  except  where  indicated  as  PFU/cc.  (plaque-forming  units  per  cubic  centimeter). 


HeLa  cells  by  Newcastle  disease  virus  (“curable” 
by  specific  antibody),15  rabbit  reticuloendothelial 
endothelial  cells  by  fixed  rabies  virus,16  MCH 
Chinese  hamster  line  by  herpes  simplex  virus,17-18 
and  BHK-21  hamster  line  by  SV-5  and  herpes 
simplex  virus  (double  infection).19-20 

These  models  are  not  comparable  to  the  HSV- 
resistant  epithelial  cells  observed  in  this  study, 
however.  Skin  and  oral  mucosal  epithelial  cells 
explanted  from  areas  of  recurrent  HSV  infection 
failed  to  produce  the  virus  in  vitro21  but  were  not 
tested  for  immunity. 

The  significance  of  this  study  is  that  cellular 
immunity  to  HSV  was  developed  in  rabbit  corneal 
epithelium  and  demonstrated  in  culture.  Thus,  a 
situation  similar  to  lysogeny  is  shown  to  exist  for 
the  first  time,  provided  that  statistically  valid 
data  are  further  accumulated. 

The  apparent  relativeness  of  the  immunity 
seems  to  result  from  the  cultivation  of  slower- 
growing  epithelium  from  healed  dendritic  areas 
and  apparently  normal  epithelium  together,  pro- 
ducing cell  sheets  of  which  only  a fraction  is  im- 
mune to  HSV. 

Since  the  same  cornea  could  be  repeatedly  in- 
fected and  some  rabbits  died  after  repeated  corne- 
al inoculations,  local  and  systemic  circulating  an- 
tibodies appear  to  exert  little  or  no  effect.  It  is 
assumed  that  little  or  no  antibody  is  present  in 
vitro. 

Should  a provirus  of  herpes  simplex  virus  be 
present  in  human  and  animal  infections,  as  it  is  in 
lysogenic  bacteria,  it  could  account  for  both  the 


immunity  and  the  periodic  appearance  of  free 
virus.  The  presence  of  herpes  simplex  virus  in  the 
cells  of  the  cornea,  however,  would  not  account  for 
any  local  immunity.  Indeed,  Barski,  LeFrancois, 
and  Youn19  showed  that  infection  of  BHK-21 
hamster  cells  with  SV-5  virus,  but  not  herpes  sim- 
plex virus,  appears  to  render  these  cells  resistant 
to  destruction  by  HSV.  In  in  vitro  models  of  la- 
tent infection  of  mammalian  cells  by  viruses,  in- 
fections can  be  explained  by  interferon  effect22 
(not  applicable  in  our  model),  or  active  virus  may 
be  stored  by  adsorption  to  cells  on  a nonreactive 
site,  a possibility  which  remains  to  be  investi- 
gated. 

210  East  64  Street 
New  York,  New  York  10021 
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Successful  treatment  of  cerebral 
herniation 


The  signs  of  cerebral  herniation,  due  to  a sudden  rise 
! in  intracranial  pressure  leading  to  pupillary  dilatation 
with  contralateral  decerebrate  rigidity  and  coma,  are 
well  known  and  carry  a bad  prognosis.  Satisfactory  re- 
covery from  decerebration  after  rupture  of  intracranial 
aneurysms  into  the  substance  of  the  brain  has  not, 
i hitherto,  been  reported,  although  it  probably  does 
occur  sporadically.  N.  T.  Zervas  and  J.  Hedley-Whyte 
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reported  in  the  New  England  Journal  of  Medicine  (286: 
1075  [May  18]  1972),  the  successful  treatment  of  5 pa- 
tients with  controlled  hyperventilation,  the  administra- 
tion of  mannitol  and  corticosteroids,  and  early  surgical 
decompression.  Of  the  5 patients,  2 recovered  without 
neurologic  deficits,  3 have  minor  dysfunction,  and  all 
but  1,  who  is  an  unemployed  alcoholic,  have  returned 
to  full-time,  useful  activities.  This  is  indeed  a remark- 
able achievement  which  is  attributed  to  the  controlled 
hyperventilation  to  forestall  the  effects  of  hypercapnia 
and  acidemia  that  are  frequently  present  in  such  pa- 
tients, and  which  lead  to  cerebral  vasodilatation  and 
further  increase  in  intracranial  volume. 
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On  April  1,  1970,  the  Federal  Register  published 
a proposal  to  increase  the  required  levels  of  iron 
fortification  in  cereal  flours  and  related  products.1 
This  followed  a joint  petition  by  the  American 
Bakers’  Association  and  the  Millers’  National 
Federation  suggesting  that  the  standards  of  iden- 
tity for  enriched  flour,  enriched  self-rising  flour, 
and  enriched  bread  be  amended  to  increase  the 
required  minimum  and  maximum  levels  of  iron 
fortification  per  pound  of  these  foods.  The  peti- 
tioners proposed  that  “iron  be  required  at  a level 
of  not  less  than  50  mg.  and  not  more  than  60  mg. 
per  pound  of  enriched  flour  and  enriched  self-ris- 
ing flour,  and  . . . that  iron  be  required  at  a level 
of  not  less  than  32  mg.  and  not  more  than  38  mg. 
per  pound  of  enriched  bread  and  enriched  rolls.” 
They  supported  their  proposal  by  pointing  out 
that  agreement  had  been  reached  between  medi- 
cal and  nutritional  authorities  that  there  was  a 
greater  need  for  iron  in  the  American  diet,  that 
their  recommendation  had  been  endorsed  by  the 
Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  and  the  Food  and  Nutrition 
Board  of  the  National  Academy  of  Sciences-Na- 
tional  Research  Council,  that  adding  iron  to  these 
cereals  would  be  a convenient  way  of  supplying 
needed  iron  to  the  American  population,  and  that 
their  iron  enrichment  plan  conferred  no  safety 
hazard.- 

Since  that  time,  physicians  have  protested 
changes  in  iron  fortification  of  cereals  and  cereal 
flours  vociferously.  Goldsmith1  has  summarized 
their  objections  under  three  headings:  (1)  the 

need  (for  iron)  has  not  been  demonstrated,  (2)  the 
expected  benefits  would  not  be  accomplished  by 
this  action,  and  (3)  a potential  hazard  would  be 


instituted  by  excess.  The  aim  of  this  communica- 
tion is  to  discuss  the  basis  for  the  original  propos- 
al and  to  consider  the  validity  or  otherwise  of 
these  objections. 

Need  for  iron 

The  recognition  of  iron-deficiency  anemia  as  a 
public  health  problem  is  not  new  but  was  brought 
to  the  attention  of  physicians,  nutritionists,  and 
the  public  many  years  ago.  In  1928,  MacKay4 
published  her  findings  of  the  prevalence  of  nutri- 
tional anemia  among  poor  infants  and  children  in 
the  east  end  of  London  and  showed  the  efficacy  of 
dietary  iron  fortification.  A few  years  later,  in  the 
1930s,  Guest  and  Brown5  described  a high  inci- 
dence of  iron-deficiency  anemia  in  children  from 
Cincinnati,  the  prevalence  and  severity  of  the 
problem  being  related  to  low  socioeconomic  sta- 
tus. These  same  authors  surveyed  the  same  pop- 
ulation in  1957  and  found  that  the  incidence  of 
anemia  among  young  children  was  the  same.5  In 
1972,  Katzman,  Novack,  and  Pearson5  gave  an  ac- 
count of  the  extent  of  anemia  in  1,789  persons 
under  twenty-one  years  of  age  who  were  living  in 
an  inner  city  community  of  New  Haven,  Connect- 
icut. The  study  group  consisted  of  56  per  cent 
black,  33  per  cent  Spanish-American,  and  11  per 
cent  white  individuals.  Results  showed  that  12.5 
per  cent  of  those  ten  to  thirty-six  months  of  age, 
4.4  per  cent  of  those  three  to  ten  years  of  age,  2.4 
per  cent  of  those  ten  to  fourteen  years  of  age,  and 
13.5  per  cent  of  the  girls  and  1.2  per  cent  of  the 
boys  fourteen  to  twenty-one  years  of  age  were  ane- 
mic by  hematocrit  examination.  When  hemoglo- 
bin values  were  used  to  determine  anemia,  an 
even  larger  proportion  were  found  to  be  anemic. 
In  discussing  their  findings,  the  authors  have 
commented  on  the  prevalence  of  anemia  in  ado- 
lescent girls.  Within  this  group,  and  also  among 
ten  to  fourteen  year  olds,  Blacks  were  more 
subject  to  anemia  than  either  Whites  or  Spanish- 
speaking children.  Although  it  was  found  that 
certain  cases  of  anemia  could  be  accounted  for  by 
the  presence  of  hemoglobinopathies  or  parasitic 
infections,  iron  deficiency  was  accepted  as  a major 
cause  of  anemia  in  this  population  because  of 
characteristic  erythrocyte  changes.6  In  the  Ten- 
State  Nutrition  Survey,  carried  out  between  1968 
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and  1970,  it  was  found  that  nutritional  anemia 
was  associated  with  inadequate  iron  intake.7 
Data  presented  in  their  final  report  show  a high 
prevalence  of  deficient  or  low  hemoglobin  values, 
particularly  for  the  Black  and  Spanish-American 
populations  in  areas  where  there  was  a high-  or 
low-income  range.  There  was  a low  but  positive 
coefficient  of  correlation  between  hemoglobin  and 
iron  intake  with  a finding  of  lower  than  recom- 
mended iron  intakes  for  selected  subgroups  of  the 
population  including  infants,  adolescents,  preg- 
nant and  lactating  women,  and  people  sixty  years 
of  age  or  older.  A general  trend  toward  higher 
iron  intakes  was  found  among  those  with  higher 
hemoglobin  levels.  Notable  among  the  findings  of 
I this  survey  were  mean  iron  intakes  for  adolescents 
and  pregnant  and  lactating  females  in  the  order  of 
5.5  to  6 mg.  per  1,000  calories.  Iron  intake  for  in- 
fants and  persons  sixty  years  of  age  or  older 
ranged  from  6.88  to  8.73  mg.  per  1,000  calories. 
Those  with  high  or  low  hemoglobin  values  con- 
sumed about  the  same  amount  of  iron  per  1,000 
calories.  This  indicates  that  without  iron  sup- 
plementation, the  only  way  to  improve  iron  status 
is  to  eat  more  food,  a questionable  recommenda- 
tion since  obesity  and  its  complications  contribute 
significantly  to  morbidity  and  mortality  rates  in 
the  United  States.7 

Iron  requirements  and  losses 

The  recommended  daily  dietary  allowance  for 
iron  was  established  by  the  Food  and  Nutrition 
Board  to  cover  variable  need  of  population 
subgroups  under  usual  environmental  stresses. 
Thus,  the  allowance  for  all  females  between  ten 
and  fifty-five  years  of  age  is  18  mg.  per  day, 
whereas  for  males  eighteen  years  of  age  and  older, 
the  allowance  is  10  mg.  per  day  which  is  the  same 
as  that  for  females  over  fifty-five  years  of  age.8  It 
is  estimated  that  1 to  2 mg.  of  iron  are  absorbed 
per  day  from  the  diet  of  normal  adults  or  about  10 
per  cent  of  the  iron  ingested.9 

Food  iron  exists  in  several  forms,  some  of  which 
are  less  available  for  absorption  than  soluble  iron 
salts.  Percentage  absorption  of  hemoglobin  iron 
derived  from  meats  is  greater  than  that  from  cer- 
tain cereal  foods.  Iron  absorption  depends  on  the 
amount  of  iron  ingested,  the  form  in  which  it  is 
taken  in,  the  functional  efficiency  of  the  stomach 
and  duodenum,  and  the  mucosal  handling  of  iron 
at  absorption  sites.  In  the  presence  of  iron  defi- 
ciency, absorption  is  increased.  There  are  also  in- 
dividual differences  in  the  amount  of  iron  that  can 
be  absorbed  from  similar  food  sources. 

Iron  is  normally  lost  by  desquamation  of  cells 
from  the  gastrointestinal  and  urinary  tracts  as 
well  as  from  the  skin.  Additional  losses  include 
hemoglobin  iron  derived  from  physiologic  blood 
losses.  In  the  adult  male,  iron  losses  are  unlikely 
to  exceed  the  range  of  1 to  1.5  mg.  per  day,  so 
that  iron  balance  can  be  achieved  easily  from  a 
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well-balanced  diet.  Among  females,  iron  elimina- 
tion is  more  variable  because  of  differences  in 
menstrual  losses,  number  of  pregnancies,  and  lac- 
tation. The  average  woman  may  lose  0.6  to  0.7 
mg.  of  iron  per  day  during  each  menstrual  period. 
In  pregnant  women,  there  is  a transfer  of  iron  to 
the  growing  fetus,  most  of  this  transfer  occurring 
during  the  third  trimester.  Iron  is  lost  by  hemor- 
rhage at  the  time  of  delivery.  Lactation  causes 
iron  losses  at  a rate  of  0.5  to  1 mg.  per  day.  The 
iron  “cost”  of  pregnancy  and  lactation  has  been 
estimated  to  range  from  435  to  970  mg.  or  an  av- 
erage per  day  of  1 to  2.5  mg.  In  children,  the  av- 
erage amount  of  iron  required  for  growth  and  de- 
velopment is  considered  to  be  about  0.5  to  0.6  mg. 
per  day,  although  these  figures  may  be  misleading 
because  they  do  not  reflect  increased  needs  during 
periods  of  rapid  growth,  as  during  infancy  and 
adolescence.10 

Iron  balance  may  be  precarious  in  adolescent 
girls,  and  it  is  likely  to  be  negative  in  those  who 
have  one  or  more  pregnancies.  It  is  difficult  or 
impossible  for  pregnant  girls  or  women  to  obtain 
their  iron  requirements  from  the  usual  American 
diet.11  Not  as  well  appreciated  is  the  fact  that 
many  subgroups  of  the  population  get  less  iron 
than  they  need  because  they  restrict  their  caloric 
intake,  or  because  they  subsist  on  snack  foods 
which  are  low  in  iron. 

Functional  effects  of  iron  deficiency 

Iron  deficiency  has  been  succinctly  explained  as 
being  the  end  result  of  an  imbalance  between  iron 
intake  and  iron  loss.  According  to  Finch10  who 
made  this  definition,  iron  deficiency  can  be  con- 
sidered as  being  nutritional  when  it  is  due  to  a re- 
stricted iron  intake  in  the  presence  of  physiologic 
losses.  While  these  definitions  are  readily  accept- 
able, they  fail  to  relate  iron  deficiency  to  any  im- 
pairment of  health  or  physical  performance.  If 
iron  intake  is  suboptimal,  this  must  mean  that  a 
higher  intake  would  be  beneficial.  On  the  other 
hand,  if  the  iron  intake  is  restricted,  it  might  be 
assumed  that  man  can  adapt  to  a variable  iron 
consumption  with  impunity,  an  assumption  which 
must  be  qualified.12  It  is  known  that,  as  with 
other  dietary  deficiencies,  the  first  stage  of  nutri- 
tional iron  deficiency  is  one  in  which  the  iron 
stores  of  the  body  are  progressively  depleted,  he- 
moglobin levels  are  not  significantly  diminished, 
and  there  is  no  evidence  of  functional  impairment. 
When  the  iron  stores  are  exhausted,  hemoglobin 
levels  fall,  anemia  develops,  and,  with  progression 
of  the  anemia  due  to  persistently  low  iron  intake, 
the  symptom  complex  associated  with  anemia  be- 
comes evident.  This  symptom  complex,  as  well 
as  the  associated  hematologic  changes,  have  been 
considered  as  being  characteristic  of  iron  deficien- 
cy, although  it  is  similar  to  that  of  other  forms  of 
anemia.  Iron-deficiency  anemia  affects  many 
tissues.  Cheilosis,  fragility  of  the  mucous  mem- 
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branes  with  capillary  bleeding,  spoon-shaped 
nails,  and  koilonychia  are  commonly  described. 
The  Plummer-Vinson  syndrome,  consisting  of 
dysphagia  and  esophageal  webbing,  has  a well- 
established  association  with  iron  deficiency  and  is 
of  serious  import,  since  it  is  a precancerous  lesion 
which  may  progress  to  the  development  of  postcri- 
coid carcinoma.  This  lesion  has  been  less  com- 
monly seen  in  recent  years,  particularly  in  the 
United  States,  but  whether  or  not  this  change  in 
incidence  of  the  Plummer-Vinson  syndrome  can 
be  accounted  for  by  earlier  treatment  of  iron-defi- 
ciency anemia  or  by  the  hypothesis  that  the  syn- 
drome is  multifactorial  has  not  been  explained. 
Superficial  gastritis  with  gastric  mucosal  atrophy 
and  achlorhydria  has  been  found  to  accompany 
iron  deficiency,  but  since  these  manifestations  are 
not  reversible  with  iron  therapy,  it  seems  doubtful 
that  they  represent  a primary  tissue  response  to 
iron  depletion. 

Severe  iron-deficiency  anemia  produces  a symp- 
tom complex  which  is  attributable  to  impaired 
heme  synthesis  and  the  consequently  diminished 
transport  of  oxygen  to  the  tissues.  Pallor  of  the 
skin  and  mucosa,  listlessness,  fatigability,  weak- 
ness, palpitations,  tachycardia,  hemic  murmurs, 
dyspnea,  cardiac  dilatation,  hepatomegaly,  and 
splenomegaly  commonly  occur,  and  their  severity 
is  related  to  the  degree  of  anemia,  although  none 
of  these  clinical  features  are  specific.13  These 
characteristics  of  the  anemic  patient  as  well  as  the 
hazard  of  cardiac  failure  in  such  patients  are  well 
known,  and  the  knowledge  is  usually  acquired  by 
second-year  medical  students.  These  same  stu- 
dents may  have  been  taught  that  pica,  disorders 
of  gastrointestinal  function,  including  constipa- 
tion, and  menstrual  disorders  are  a result  of  iron 
deficiency,  although  this  assumption  is  question- 
able. A more  complex  problem,  but  one  that  is  of 
great  concern  when  iron  deficiency  is  considered 
as  a public  health  hazard,  is  the  physical  disabili- 
ty brought  about  by  lesser  degrees  of  iron  defi- 
ciency. It  is  the  general  consensus  that  iron  defi- 
ciency is  the  most  common  cause  of  anemia  and 
that  although  it  may  be  due  to  blood  loss,  it  is 
more  often  due  to  low  intake  of  iron.  Symptoms 
such  as  lassitude,  tiredness,  weakness,  palpita- 
tions, and  even  exertional  dyspnea  may  be  re- 
ported by  women  who  have  low  serum-iron  values 
with  or  without  minor  degrees  of  anemia,  but  that 
is  not  to  say  that  the  complaints  are  associated 
with  iron  deficiency.  Indeed,  the  complaints 
could  equally  well  be  attributable  to  obesity  or 
neurasthenia.  To  prove  that  a particular  symp- 
tom complex  is  due  to  iron  deficiency,  it  must  be 
alleviated  by  the  administration  of  iron.  Even 
then,  the  placebo  effects  of  the  therapeutic  prepa- 
ration could  account  for  the  relief  of  complaints. 

Relationships  between  iron  deficiency  and  mus- 
cular-work performance  have  been  studied  by  the 
Norwegian  workers  Andersen  and  Barkve.14  They 


investigated  quantitative  associations  between  he- 
moglobin levels  and  capacity  to  perform  muscular 
exercise  in  males  and  females.  The  respiratory 
gas  exchange  and  heart  rate  of  subjects  were  stud- 
ied during  and  after  standardized  work  loads  had 
been  carried  out  on  a bicycle  ergometer.  They  re- 
ported that  the  periods  of  time  needed  to  restore 
cardiorespiratory  functions  to  pre-exercise  levels 
were  markedly  prolonged  in  anemic  patients  as 
compared  with  conditions  after  iron  therapy  had 
been  instituted.  Even  very  mild  anemia  was  as- 
sociated with  impaired  exercise  tolerance.  Five 
iron-deficient  subjects  took  part  in  the  study  with 
serum-iron  concentrations  varying  initially  from 
15  to  63  micrograms  per  100  ml.  and  hemoglobin 
concentrations  varying  from  7.3  to  11.8  Gm.  per 
100  ml.  In  a follow-up  study  relating  iron  defi- 
ciency to  exercise  performance,  Andersen  and  Sta- 
vem15  tested  2 anemic  patients  and  found  that 
various  cardiorespiratory  parameters  were  re- 
stored to  pre-exercise  levels  much  more  rapidly 
after  the  anemia  had  been  treated  with  iron. 
Muscular  exercise  caused  the  acid-base  balance 
of  the  patients  to  shift  more  to  the  left  when  tests 
were  carried  out  before  as  contrasted  with  after 
therapy. 

On  the  other  hand,  Beutler,  Larsh,  and  Tanzi16 
measured  oxygen  uptake  in  4 iron-deficient 
subjects  working  on  a treadmill  and  found  that 
there  was  no  consistent  change  in  oxygen  con- 
sumption before,  during,  or  after  the  time  that 
iron  therapy  had  been  instituted. 

The  small  number  of  subjects  investigated  as 
well  as  the  conflicting  results  obtained  by  the  two 
research  teams  make  it  impossible  to  evaluate  at 
present  whether  or  not  mild  to  moderate  anemia 
causes  reduced  physical  capacity  in  man.  In  an 
editorial  on  this  subject,  the  writer  comments, 
“Resolution  of  the  problem  is  not  easy  in  view  of 
the  manifold  complications  of  performing  rigor- 
ously designed  experiments  on  human  subjects, 
and  because  there  seems  to  be  no  consensus  about 
the  best  parameters  for  measuring  iron  deficien- 
cy.”17 To  overcome  the  real  or  apparent  difficul- 
ties of  human  experiments,  Edgerton  et  al. 18  stud- 
ied relationships  between  physical  endurance  and 
iron  deficiency  in  laboratory  rats.  They  found 
that  iron-deficiency  anemia,  induced  in  growing 
rats  by  dietary  means  or  by  drug-induced  hemoly- 
sis, lowered  both  voluntary  activity  and  the  abili- 
ty of  the  animals  to  withstand  forced  exercise. 
Performance  in  voluntary  and  forced-activity 
tests  was  closely  related  to  hemoglobin  levels. 
Quick  recovery  of  performance  occurred  on  reple- 
tion of  the  animals  to  normal  hemoglobin  levels. 
This  experimental  model  gives  credence  to  the 
idea  that  iron-deficiency  anemia  limits  endurance. 
Whether  the  behavior  of  the  rats  can  be  extrapo- 
lated to  man  cannot  as  yet  be  proved,  and  it 
would  be  premature  to  suggest  that  lassitude,  tired- 
ness, and  disinclination  for  work,  traditionally 
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associated  with  mild  anemia,  can  be  attributed  to 
iron  deficiency. 

While  the  relationships  between  iron  deficiency 
and  physical  incapacity  have  yet  to  be  elucidated, 
lit  is  known  that  iron  deficiency  causes  widespread 
tissue  defects  in  man.  Iron-dependent  enzyme 
systems  may  be  impaired,  although,  in  some 
tissues,  such  as  the  oral  or  gastric  mucosa,  the  de- 
monstrable enzyme  defect  has  not  been  related  to 
morphologic  or  functional  changes.  Joynson  et 
al. 19  showed  that  certain  lymphocyte  functions  are 
impaired  in  subjects  with  iron  deficiency.  They 
demonstrated  that  a defect  of  cell-mediated  im- 
munity exists  in  anemic  patients  who  are  iron  de- 
ficient. Depressed  skin  hypersensitivity  reactions 
were  restored  by  iron  therapy.  In  the  discussion 
!of  their  findings,  these  authors  suggest  that  iron 
deficiency  per  se  may  affect  immunologic  compe- 
tence. This  is  an  important  area  for  investigation 
because  if  iron  deficiency  alone  causes  functional 
defects,  the  correction  of  iron  deficiency  without 
anemia  gains  importance  and  can  no  longer  be 
considered  as  treatment  of  a risk. 

Iron  enrichment  of  flour  and  breads:  pros 
and  cons 

Following  the  1970  proposal  by  the  American 
millers  and  bakers  for  the  iron  enrichment  of  flour 
and  bread,  certain  modifications  for  the  levels  of 
enrichment  were  suggested.  In  the  Federal  Regis- 
ter for  December  3,  1971,  it  is  recommended  that 
iron  levels  of  enriched  flour  should  be  increased  to 
40  mg.  per  pound  and  that  the  iron  content  of  en- 
riched bread,  buns,  and  rolls  should  be  increased 
to  25  mg.  per  pound.20  If  the  first  proposal 
. brought  objections,  the  amended  proposal  created 
a furor,  perhaps  because  more  people  were  aware 
of  it.  Before  discussing  the  objections,  it  is  well 
| to  consider  the  case  in  support  of  the  enrichment 
plan. 

In  the  United  States  bread  has  been  fortified 
with  iron  since  1942;  that  is  soon  after  the  bread 
and  flour  enrichment  program  was  inaugurated  by 
the  National  Nutrition  Conference  for  Defense  to 
improve  nutrient  intake  and  prevent  deficiency 
diseases.21  The  present  iron  content  of  enriched 
flour  varies  from  13  to  16.5  mg.  per  pound  and 
that  of  enriched  bread,  buns,  and  rolls  from  8 to 
12.5  mg.  per  pound.  In  Canada,  iron  enrichment 
of  flour  is  presently  at  a level  comparable  with 
I that  of  the  United  States.  Bread  is  enriched  with 
iron  in  certain  western  European  countries;  in 
Great  Britain  regulations  require  that  all  flour 
shall  have  an  iron  content  of  16.5  mg.  per  kilo- 
gram, in  Denmark  wheat  and  rye  flours  are  en- 
riched to  give  an  iron  content  of  30  mg.  per  kilo- 
gram, and  in  Sweden,  since  1970,  these  cereal 
flours  have  been  enriched  to  give  an  iron  content 
of  65  mg.  per  kilogram.22 

Why  have  flour  and  breads  been  chosen  as  vehi- 
cles for  dietary  iron  supplements?  In  western 


communities  cereals  contribute  one  third  of  both 
total  calories  and  total  iron  in  the  diet,  and  the 
greater  part  of  these  cereals  are  eaten  in  the  form 
of  bread.23  Enrichment  of  other  foods  with  iron, 
aside  from  technical  difficulties,  might  create  a 
situation  whereby  iron  intake  would  be  deter- 
mined by  the  family  income. 

Why  have  the  nutrition  authorities  in  the  Unit- 
ed States  deemed  it  advantageous  to  fortify  cere- 
als with  iron  at  a higher  level  than  that  previously 
used?  Justification  for  this  proposal  has  been 
given  by  Darby,24  President  of  the  Nutrition 
Foundation.  He  has  pointed  out  that  the  present 
iron  intake  does  not  meet  the  recommended  di- 
etary allowances  for  some  population  groups, 
especially  women  during  pregnancy  and  lactation 
because,  on  the  average,  not  more  than  6 mg.  of 
iron  per  1,000  calories  are  consumed  daily.  Cur- 
rent inadequacy  of  iron  intake  has  come  about  by 
decreased  caloric  intake  and  to  some  extent 
through  decreased  use  of  iron  cooking  utensils.25 
It  has  been  estimated  that  the  new  enrichment 
standards  would  bring  the  daily  iron  intake  of 
women  to  about  12  to  14  mg.  per  day  and  that  of 
men  to  a level  between  14  and  22  mg.  per  day. 
These  levels  of  iron  intake  are  below  those  in  de- 
veloping countries  and  cannot  be  considered  as 
being  abnormally  high.  Correlation  of  iron  intake 
with  hemoglobin  levels  has  afforded  support  to  the 
concept  that  supplementary  iron  will  prevent 
iron-deficiency  anemia. 

Will  iron  fortification  of  flour  and  breads 
achieve  the  purpose  intended?  In  the  Philip- 
pines, iron  enrichment  of  rice  to  give  a supple- 
ment of  12  mg.  per  day  improved  the  hemoglobin 
levels  of  the  population  significantly.25  Whether, 
however,  a similar  beneficial  effect  would  result 
from  wheat  flour  enrichment  is  disputed.26  El- 
wood27  studied  the  effects  of  adding  therapeutic 
amounts  of  reduced  iron  to  bread  given  to  pa- 
tients in  a mental  hospital.  Hemoglobin  values 
were  not  significantly  different  after  six  months, 
although  a similar  amount  of  iron  given  as  ferrous 
gluconate  caused  a rise  in  hemoglobin  levels  in  a 
similar  group.  This  may  be  explained  by  the 
large  particle  size  of  the  reduced  iron  which  might 
impair  absorption.  In  a later  study,  Elwood  and 
his  co-workers  showed  that  18  per  cent  of  the  total 
iron  in  British  white  bread  is  absorbed  and  7 per 
cent  of  the  iron  in  whole  wheat  bread.23  Experi- 
ments in  animals  indicate  that  the  bioavailability 
of  different  forms  of  iron  differs  widely.  Elemen- 
tal iron  (reduced  iron,  ferrum  reductum)  produced 
by  hydrogen  or  electrolytic  reduction,  ferrous  sul- 
fate, ferric  orthophosphate,  and  sodium  ferric  py- 
rophosphate are  used  in  foods.  When  these  were 
given  to  chickens  and  rats  in  wheat-cereal  mixes, 
ferrous  sulfate  was  best  utilized.28  Until  now,  the 
type  of  iron  which  could  be  added  to  flour  and 
breads  in  the  new  enrichment  program  has  not 
been  stipulated.  Ferrous  sulfate  is  favored,  an 
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alternate  being  reduced  iron  of  small  particle  size 
which  is  much  better  absorbed  by  laboratory  ani- 
mals than  ferric  iron  compounds  and  is  technical- 
ly easier  to  use  than  ferrous  sulfate.29 

Vellar,  Borchgrevink,  and  Natvig30  studied  146 
women  who  were  given  white,  wheaten,  or  rye 
bread  alone  or  enriched  with  ferrous  sulfate  to  a 
level  of  8 mg.  per  100  Gm.  During  a twelve-week 
follow-up  period  there  was  a significant  increase  in 
hemoglobin  concentration  in  the  groups  given  the 
enriched  bread. 

Opposition  to  the  proposal  for  the  increased 
iron  fortification  of  wheat  flour  and  breads  has 
taken  several  forms.  There  are  those  who  argue 
that  no  change  should  be  made  until  it  is  proved 
that  this  measure  will  prevent  iron  deficiency  in 
populations  at  risk.  Others  suggest  that  it  would 
be  better  to  give  iron-deficient  patients  iron  sup- 
plements in  pill  form  or  therapeutic  iron  on  pre- 
scription. In  the  Medical  Letter  on  Drugs  and 
Therapeutics  for  October  27,  1972,  emphasis  is 
placed  on  the  value  of  nondietary  iron  supple- 
ments as  a preferred  treatment  for  iron  deficien- 
cy/51 However,  any  suggestion  that  persons  in 
low-income  groups  are  going  to  obtain  their  iron 
from  iron  supplements  in  a bottle  is  about  as  real- 
istic as  to  think  that  dental  caries  can  be  prevent- 
ed by  fluoride  pills  in  packaged  form.  Strongest 
opposition  has  come  from  physicians  and  other 
scientists  who  believe  that  this  enrichment  will 
pose  a hazard  for  those  who  do  not  require  addi- 
tional iron.  These  same  people  consider  that  the 
major  objection  to  the  program  lies  in  the  risk  of 
creating  or  increasing  iron  overload  in  patients 
with  disorders  of  iron  metabolism,  chiefly  those 
with  a predisposition  to  hemochromatosis  or  with 
existing  hemochromatosis.  Waddell  et  al.  v-  car- 
ried out  a study  of  the  potential  effects  of  the  di- 
etary iron  increments  on  iron-storage  phenomena 
and  presented  their  findings  to  the  Bureau  of 
Foods,  Food  and  Drug  Administration,  in  Decem- 
ber, 1972.  Using  estimates  of  food  intake  and  the 
iron  content  of  various  foods,  they  calculated  that 
the  proposed  increase  in  the  iron  content  of  flour 
and  flour-containing  foods  will  have  little  or  no  ef- 
fect on  iron  accumulation  by  normal  males.  They 
also  presented  evidence  to  the  effect  that  the  extra 
iron  will  not  precipitate  hemochromatosis  or  other 
iron  storage  diseases,  although  it  may  increase  the 
rate  of  iron  accumulation. 

Although  there  are  some  investigators,  such  as 
MacDonald1  and  Mendel,34  who  believe  that 
hemochromatosis,  like  Bantu  siderosis,  occurs 
with  high-iron  intake  in  those  with  liver  damage, 
the  disease  is  usually  defined  as  an  inborn  error  of 
metabolism  characterized  by  excessive  iron  ab- 
sorption. It  has  been  suggested  that  in  the  Unit- 
ed States,  there  are  about  20,000  people  with 
hemochromatosis  of  which  only  a small  fraction 
are  in  the  symptomatic  stage.  These  estimates 
have  been  challenged,  particularly  by  Crosby35 


who  wrote  in  a recent  letter,  “.  . . no  one  has  yet 
devised  a way  to  identify  in  mass  surveys  those 
healthy  people  with  preclinical  hemochromatosis, 
and  those  are  the  people  most  apt  to  be  injured  by 
the  forced  addition  of  iron  into  the  American 
diet.”  It  is  true  that  early  hemochromatosis  can- 
not be  diagnosed  by  presently  available  mass- 
screening methods.  However,  the  rarity  of  hemo- 
chromatosis can  be  gauged  from  Darby’s24  esti- 
mate that  the  disease  may  be  diagnosed  in  about 
one  case  in  10,000  autopsies.  It  has  further  been 
concluded  by  Finch  and  Monsen36  that  since  iron 
overload  is  a metabolic  disorder,  it  will  occur 
whether  or  not  iron  enrichment  of  cereals  is  in- 
creased. In  addition  to  the  unsolved  problem  of 
the  exact  effect  of  the  proposed  increase  in  food 
iron  on  patients  with  hemochromatosis,  it  is  possi- 
ble that  alteration  of  dietary  iron  levels  might  in- 
crease iron  storage  in  hemolytic  anemias  such  as 
sickle-cell  disease  and  thalassemia  major  or  disor- 
ders of  heme  synthesis  such  as  pyridoxine-respon- 
sive  anemia.  However,  in  these  diseases,  repeated 
blood  transfusions  or  therapeutic  iron  are  likely  to 
contribute  much  more  to  siderosis  than  any  iron 
absorbed  from  foods.30 

The  Medical  Society  of  the  State  of  New  York 
has  been  requested  to  ask  the  Food  and  Drug  Ad- 
ministration to  remove  products  fortified  with  iron 
from  the  market.  Whether  or  not  such  requests 
come  from  the  families  of  those  suffering  iron-stor- 
age disease,  they  are  certainly  not  in  the  public 
interest.  In  supporting  the  iron-fortification  pro- 
gram, Goldsmith37  has  written,  “It  would  appear 
to  be  highly  desirable  to  adopt  a public  health 
measure  that  has  potential  benefits  in  prevention 
of  iron-deficiency  anemia  in  millions  of  persons 
when  potential  hazards  to  a few  thousand  people 
with  undiagnosed  hemochromatosis  have  not  been 
demonstrated.”  Even  if  hazards  to  those  persons 
were  demonstrated,  the  arguments  against  iron 
fortification  based  on  risks  of  iron  storage  are 
analogous  to  a request  from  sufferers  from  the  ce- 
liac-sprue syndrome  to  have  gluten  removed  from 
foods. 

Conclusions 

Iron  deficiency  and  iron-deficiency  anemia  have 
been  shown  to  be  prevalent  in  the  United  States 
in  children  and  adolescents  as  well  as  in  pregnant 
and  lactating  women,  particularly  among  those  in 
low-income  groups.  Disabilities  associated  with 
iron  deficiency  are  presently  ill-defined,  but  there 
is  evidence  that  capacity  for  physical  work  may  be 
reduced.  A proposal  to  increase  the  iron  content 
of  enriched  flour  and  breads  has  been  upheld  by 
the  Council  on  Foods  and  Nutrition  of  the  Ameri- 
can Medical  Association  because  it  is  the  opinion 
of  nutritionists  associated  with  this  organization 
and  with  the  Food  and  Nutrition  Board  of  the  Na- 
tional Academy  of  Sciences-National  Research 
Council  that  this  measure  may  prevent  iron  defi- 
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ciency  in  vulnerable  segments  of  the  population. 
The  efficacy  of  cereal  iron  in  the  prevention  of 
anemia  is  still  debated,  but  data  exist  showing 
that,  provided  the  iron  in  cereals  is  in  an  available 
form,  it  can  be  utilized  for  hemoglobin  synthesis. 
Risks  of  increased  dietary  iron  intake  for  those 
with  iron-storage  diseases  have  caused  undue 
alarm,  although  there  is  no  substantial  evidence 
that  the  calculated  increases  in  iron  intake  will 
provide  a hazard  to  those  persons.  Alternate 
methods  for  the  control  of  iron  deficiency  such  as 
the  provision  of  nondietary  iron  supplements  are 
unlikely  to  control  the  problems  because  they  will 
be  least  available  to  those  most  at  risk. 

More  studies  need  to  be  conducted  with  respect 
to  the  potential  benefits  and  hazards  of  increased 
iron  fortification  of  cereal  foods.  It  is  suggested 
that  flour  and  breads,  fortified  with  iron  at  the 
proposed  levels,  be  introduced  into  the  diet  of 
controlled  sample  populations  to  determine  the 
effectiveness  or  otherwise  of  the  program  before 
the  American  diet  is  changed. 
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We  are  accustomed  to  talk  about  drug  therapy. 
This  is  a misnomer.  What  we  should  really  say 
is  the  diagnosis,  prevention,  and  treatment  of  dis- 
eases with  drugs.  In  this  connection,  the  term 
“drug”  should  also  include  biological  preparations 
in  the  form  of  vaccines  which  are  used  for  similar 
purposes.  With  the  constant  and  daily  use  of  the 
word  “drug”  in  connection  with  the  illicit  use  of 
narcotics,  hypnotics,  and  stimulants,  the  word 
“drug”  has  become  “a  drug  on  the  market.” 

I wish  we  could  coin  a word  which  would  ex- 
press the  salutary  effects  of  drugs  more  clearly. 
The  German  word  “arzneimittel”  expresses  the 
action  of  such  agents  more  clearly  but  cannot  be 
translated  literally.  The  word  “remedy”  does  not 
quite  fill  the  bill,  because  curing  a disease  still  es- 
capes us  in  many  instances.  The  now  defunct 
Council  on  Pharmacy  of  the  American  Medical 
Association  saw  no  objection  to  it  when  it  coined 
the  name  New  and  Nonofficial  Remedies  for  the 
compendium  of  acceptable  drugs.  In  the  text, 
however,  the  council  did  not  use  the  word  “drug” 
but  called  it  an  article,  which  seemed  to  be  more 
embracing. 

The  over  1,000  new  compounds  that  have  been 
introduced  during  the  last  thirty  years  in  this 
country  have  brought  great  advances  in  the  diag- 
nosis and  management  of  diseases.  But,  as  does 
all  “progress”  in  life,  they  have  also  confronted  us 
with  problems  that  are  not  easy  to  cope  with,  such 
as  adverse  reactions,  interactions  between  drugs 
and  foods,  and  excessive  use  by  the  public.  In 
addition,  they  have  placed  an  added  responsibility 
on  the  physician,  because  the  use  of  these  modern 
dreams  of  the  alchemist  requires  a much  greater 
and  more  careful  supervision  of  the  patient  than 
the  much  less  effective  remedies  of  ancient  times. 

With  the  aid  of  today’s  drugs,  mortality  rates 
have  been  reduced  in  some  areas,  but  we  are  now 
facing  a morbidity  of  great  magnitude  in  the  gen- 
eral population.  This  taxes  the  physician’s  time, 
brings  hordes  of  people  to  the  physician’s  office 


and  to  hospital  outclinics,  and  includes  all  age 
groups. 

This  review  will  attempt  to  compare  the  drugs 
recommended  for  major  disease  categories  that  are 
described  in  the  first  (1941)  edition  and  the  fourth 
(1970)  edition  of  The  Pharmacological  Basis  of 
Therapeutics  by  Goodman  and  Gilman.1-2  There 
were  many  drugs  in  the  physician’s  armamentari- 
um in  1941,  possibly  as  many  as  we  have  today, 
because  the  present  list  may  be  reduced  after  the 
Food  and  Drug  Administration  has  completed  its 
implication  of  the  drug  efficacy  study. 

What  are  the  changes  that  have  taken  place  in 
this  thirty-year  period?  Do  we  cure  more  diseases 
than  we  used  to?  And  what  accounts  for  the  tre- 
mendous increase  in  prescriptions  from  200  mil- 
lion in  1941  to  1,430  million  in  1972?  This  is  an 
increase  of  615  per  cent;  we  had  a population  in- 
crease of  55  per  cent  during  the  same  period. 

Relief  of  pain 

Since  antiquity,  various  concoctions  derived 
from  plants  yielding  narcotics  have  been  used  to 
assuage  the  aches  of  the  body.  For  the  produc- 
tion of  mild  analgesia  we  had  in  1941  the  salicy- 
lates and  phenacetin,  which  became  available  in 
the  latter  part  of  the  last  century.  Today  we 
know  that  excessive  use  of  these  widely  taken 
drugs  may  lead  to  impairment  of  renal  function  or 
that  the  salicylates  cause  gastric  bleeding  in  some 
people.  The  greatest  advance  in  mild  analgesia 
was  the  reintroduction  into  therapy  of  acetamino- 
phen in  1950,  first  discovered  by  von  Mering  in 
1893. 

Today  we  have  two  stronger  analgesics  in  the 
form  of  propoxyphene,  frequently  prescribed  to- 
gether with  other  analgesics,  and  pentazocine. 
Both  drugs,  although  effective,  may  cause  ad- 
verse reactions  and  embrace  the  potential  for  de- 
pendence. The  last  word  in  mild  and  strong  anal- 
gesia has  not  been  said,  and  the  chemist  is  still 
searching  for  the  ideal  product. 

Local  and  general  anesthesia  have  advanced 
greatly  during  the  last  ten  years.  Preanesthetic 
medication  has  progressed  to  a fine  art,  relieving 
the  patient  of  a great  deal  of  anxiety  and  distress. 
In  1941  the  anesthetist  was  limited  to  the  use  of 
ether,  chloroform,  and  tribromoethanol.  Anes- 
thetic gases  were  known  then,  but  today  they  are 
given  with  much  greater  finesse.  Short-acting 
barbiturates  were  available,  but  are  used  today 
with  greater  circumspection.  Ketamine  is  anoth- 
er form  of  injectable  anesthetic.  Today  we  have 
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nonexplosive  halogenated  volatile  anesthetics  in 
the  form  of  halothane  and  methoxyflurane  and 
others.  These  compounds  made  anesthesia  more 
pleasant  to  the  patient,  but  brought  with  them 
problems  of  hepatic  and  renal  toxicity  with  which 
the  anesthetist  is  trying  to  cope.  There  is  a need 
for  new  inhalation  anesthetics  without  these  po- 
tential dangers. 

Although  many  local  anesthetics  were  available 
in  1941,  a significant  advance  was  achieved  with 
the  introduction  of  lidocaine  and  prilocaine  for 
both  topical  and  injection  anesthesia;  they  pro- 
duce more  prompt,  more  intense,  longer-lasting, 
and  more  intensive  anesthesia  than  other  known 
local  anesthetics.  They  may  be  used  without  va- 
soconstrictors. With  these  drugs  an  ideal  local 
and  infiltration  anesthesia  can  be  achieved. 

Inflammatory  diseases 

Until  1950  salicylates  and,  to  a limited  extent, 
gold  salts  were  the  only  remedies  the  physician 
had  to  relieve  arthritic  pain  and  swelling.  The 
salicylates  are  still  widely  used,  and  newer,  less 
toxic  gold  salts  have  become  available.  The  hope 
that  was  held  for  the  glucocorticoids  with  their  in- 
troduction in  1950  has  only  been  partially  ful- 
filled. These  compounds  and  their  many  conge- 
ners are  very  useful  in  the  management  of  acute 
conditions,  but  prolonged  therapy  entails  many 
risks. 

In  1952  phenylbutazone,  a congener  of  antipy- 
rine  and  aminopyrine,  became  available  in  the 
United  States  and  has  been  widely  used  in  the 
treament  of  rheumatoid  arthritis.  The  indole 
preparation  indomethacin  was  introduced  in  1965 
and  is  prescribed  for  the  same  type  of  disorders. 
Unfortunately,  the  toxicity  of  both  compounds 
makes  long-term  therapy  difficult.  A number  of 
new  anti-inflammatory  agents  are  currently  being 
investigated.  Whether  any  of  these  will  bring  us 
the  “ideal  antiarthritic”  is  too  early  to  say.  Real 
progress  can  only  be  expected  after  we  learn  more 
about  the  causes  of  arthritis,  a disease  which  pro- 
duces widespread  incapacity  among  millions  of 
people.  The  treatment  of  gout,  which  in  the  past 
depended  largely  on  the  use  of  colchicine,  became 
more  effective  with  the  uricosuric  agents  probene- 
cid and  sulfinpyrazone  and  the  xanthine  oxidase 
inhibitor  allopurinol. 

Disorders  of  psyche 

No  drugs  were  available  in  1941  for  the  treat- 
ment of  psychoses.  The  words  tranquilizer  or  at- 
aractic were  not  known.  All  we  had  for  anxiety 
was  small  doses  of  phenobarbital,  which  were 
incorporated  in  many  combination  products. 
Amphetamine  was  the  only  drug  prescribed  for 
depression,  and  the  precautions  we  take  today  in 
its  use  are  the  same  as  those  expressed  in  New 
and  Nonofficial  Remedies  in  1941. 3 Because  of 
widespread  misuse,  the  prescribing  of  amphet- 


amine and  similar  compounds  is  severely  restrict- 
ed today. 

Effective  therapy  of  mental  disorders  became  a 
reality  with  the  development  of  chlorpromazine  by 
Laborit  and  Rhone  Poulence  in  France,  which  was 
marketed  in  this  country  in  1954.  Many  other 
phenothiazines  have  since  been  synthesized. 
Their  widespread  use  has  reduced  considerably 
the  occupancy  in  mental  hospitals.  Unfortunate- 
ly, many  patients  still  have  to  be  readmitted,  but 
their  hospital  stay  is  shorter  and  many  have  re- 
turned to  a useful  life.  The  usefulness  of  lithium 
for  the  treatment  of  manic  disorders  was  discov- 
ered by  Cade4  in  Australia  in  1949  and  introduced 
into  therapy  in  1970.  Rauwolfia  alkaloids  had 
several  years  of  a place  in  the  sun  as  antipsychot- 
ics  and  for  the  treatment  of  anxiety,  but  have 
been  largely  replaced  today  by  the  phenothiazines 
and  by  meprobamate  and  more  recently  by  the 
benzodiazepine  family  of  drugs,  so  successfully  pi- 
oneered by  Hoffmann-La  Roche  in  this  country. 

Methylphenidate  in  1956  was  the  first  new  drug 
used  for  the  treatment  of  depressive  states,  and  it 
soon  found  competition  from  imipramine  and  am- 
itriptyline and  related  drugs,  which  have  found  a 
wide  acceptance.  The  development  of  imipram- 
ine is  interesting  because  it  resulted  from  a phar- 
macologic investigation  of  imidodibenzyl  com- 
pounds, which  were  synthesized  in  Germany  in 
1889.  We  sometimes  forget  that  the  chemists  of 
the  nineteenth  century  were  very  active  in  the 
synthesis  of  drugs  but  lacked  modern  facilities  for 
their  pharmacologic  exploration.  Monoamine  ox- 
idase (MAO)  inhibitors  too  have  been  used  in  the 
treatment  of  depression,  offering  a different  ap- 
proach to  therapy. 

During  the  last  twenty  years  many  billions  of 
dollars  of  antianxiety  and  antidepressant  drugs 
have  been  prescribed  in  this  country.  In  many 
instances,  where  we  are  confronted  with  specific 
disease  conditions,  they  have,  no  doubt,  been  of 
great  value  to  the  individual  and  the  community 
at  large.  But  when  they  are  prescribed  to  tide  an 
individual,  who  is  not  really  ill,  over  the  normal 
vicissitudes  of  life,  are  they  really  producing  a sal- 
utary effect?  Do  they  tame  the  tiger  within  us, 
and  will  they  aid  in  character  building  and  an  im- 
proved code  of  ethics  toward  our  neighbors,  or 
does  their  use  merely  result  in  greater  permissive- 
ness and  cruelty  in  attitudes  toward  others  such 
as  we  see  so  much  today?  These  are  questions 
that  are  currently  being  asked,  and  we  cannot 
avoid  being  concerned  with  them.  In  short,  are 
we  building  better  human  beings,  or  are  we  creat- 
ing an  area  of  mistrust  and  suspicion? 

Cardiovascular  disease 

Heart  diseases  cause  the  largest  number  of 
deaths  in  the  population,  but  in  allocation  of  re- 
search funds  it  ranks  as  a poor  second:  265  com- 
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pared  with  500  million  for  cancer.  In  1941  the 
physician  had  available  digitalis,  quinidine,  and 
the  nitrites  for  the  treatment  of  cardiovascular 
diseases.  All  are  still  with  us  today,  and  we  are 
still  learning  how  to  use  digitalis  correctly.  But, 
in  addition,  we  have  antiarrhythmic,  antihyper- 
tensive, and  vasodilator  drugs  in  great  numbers. 
And  we  also  use  drugs  which  we  hope  will  pre- 
vent atherosclerosis. 

The  greatest  advance  in  the  treatment  of  cardi- 
ac arrhythmias  after  the  introduction  of  procaina- 
mide in  1950  was  the  extension  of  the  develop- 
ment of  the  beta-adrenergic  blocking  agents, 
which  are  derivatives  of  isoproterenol,  by  Imperial 
Chemical  Industries  in  England.  The  drug  that 
has  received  the  greatest  acclaim  and  the  widest 
publicity  in  medical  literature  is  propranolol.  Its 
use  in  angina  pectoris  may  eventually  also  become 
generally  accepted.  Another  interesting  develop- 
ment was  the  approval  of  the  local  anesthetic  li- 
docaine  as  an  antiarrhythmic  agent.  The  anti- 
convulsant diphenylhydantoin  also  appears  to  be 
useful  in  the  treatment  of  this  disorder.  Many 
beta-adrenergic  blocking  agents  are  currently 
being  investigated,  and  more  drugs  of  this  type 
will  eventually  become  available. 

No  effective  therapy  for  hypertension  was  avail- 
able in  1941.  The  change  since  then  has  been  im- 
pressive. Hydralazine,  appearing  in  1952,  was  the 
first  potent  drug.  It  was  followed  by  the  Rauwol- 
fia  alkaloids  and  their  synthetic  derivatives.  The 
major  later  developments  were  guanethidine  sul- 
fate in  1960  and  methyldopa  in  1963.  Since  that 
time  development  has  been  quiescent.  The  next 
drug  to  be  expected  will  probably  be  clonidin,  de- 
veloped by  Boehringer-Ingelheim.  Several  other 
promising  drugs  are  in  the  research  stage. 

The  most  useful  discovery  was  that  diuretic 
agents,  such  as  chlorothiazide  and  its  many  deriv- 
atives, can  effectively  be  used  in  the  treatment  of 
hypertension.  The  sulfonamides  furosemide  and 
chlorthalidone  as  well  as  ethacrynic  acid,  a proto- 
type of  a new  class  of  diuretics,  produce  a similar 
action. 

The  thiazides  as  well  as  the  diuretics  that  have 
been  mentioned,  spironolactone,  and  triamterene 
have  largely  replaced  the  mercurial  diuretics 
which,  with  the  introduction  of  mersalyl  in  1924, 
dominated  this  field  of  therapy  for  many  years. 
Today’s  diuretics  are  much  more  potent  and 
their  dose  can  be  better  adjusted  to  the  patient’s 
requirements. 

The  nitrites  in  various  forms,  in  particular  ni- 
troglycerin, are  still  the  primary  coronary  vasodi- 
lators used  today.  Dipyridamole,  which  has  a 
distinctive  chemical  nucleus,  is  also  used  in  the 
treatment  of  angina  pectoris.  Many  old  and  new 
compounds  are  currently  being  studied  for  the 
management  of  this  prevalent  and  disabling  dis- 
ease. There  is  a great  deal  of  research  activity 
and  many  different  points  of  view  are  expressed 


by  various  investigators.  Real  progress  can  only 
be  expected  if  we  learn  more  about  the  origin  of 
this  disorder. 

Peripheral  vasodilation  too  needs  a new  ap- 
proach in  therapy,  although  such  compounds  as 
tolazoline  (1948),  nylidrin  (1955),  cyclandelate 
(1958),  and  isoxsuprine  hydrochloride  (1959)  have 
proved  more  effective  than  previously  available 
drugs.  There  have  been  no  additions  to  this  fam- 
ily of  drugs  since  1959. 

There  is  no  reference  to  anticoagulant  drugs  in 
the  first  edition  of  Goodman  and  Gilman  of  1941. 1 
Today  they  are  widely  prescribed  to  inhibit  the 
action  or  formation  of  one  or  more  clotting  factors, 
although  we  are  still  lacking  a complete  under- 
standing of  their  mode  of  action.  The  discovery 
of  the  anticoagulant  action  of  heparin  was  made 
by  Howell  and  Holt5  of  Johns  Hopkins  University 
in  1918,  but  it  took  extensive  investigation  lasting 
until  1942  before  an  acceptable  parenteral  form 
became  available.  In  1934,  Link6  and  Campbell 
of  the  University  of  Wisconsin  isolated  bishydrox- 
ycoumarin  (marketed  in  1944  for  oral  use)  from 
spoiled  sweet  clover,  which  in  the  twenties  was 
found  to  cause  severe  bleeding  in  cattle.  Al- 
though thousands  of  derivatives  of  coumarin  and 
later  of  the  indandione  preparations  have  been 
synthesized,  only  a few  are  at  the  disposal  of  the 
physician  today.  They  differ  primarily  in  quanti- 
tative rather  than  in  qualitative  activity.  Fortu- 
nately, during  this  time  Quick,  of  the  University 
of  Wisconsin,  developed  a satisfactory  method  for 
testing  prothrombin  levels  which  is  widely  used 
today  in  the  control  of  anticoagulant  therapy. 
The  last  word  in  the  use  of  anticoagulants  for  re- 
ducing the  mortality  rates  of  cardiovascular  dis- 
eases has  not  been  said,  and  the  ideal  anticoagu- 
lant has  not  been  discovered.  In  the  meantime 
available  anticoagulants,  especially  warfarin,  will 
be  prescribed,  but  their  use  requires  careful  super- 
vision of  the  patient. 

Affluence  brings  its  concomitant  diseases.  One 
of  these  is  high  blood  cholesterol,  which  may  lead 
to  atherosclerosis.  Hypercholesterolemia  usually 
can  be  reduced  by  an  appropriate  diet,  but  not  all 
patients  respond  or  are  willing  to  follow  a diet.  In 
these  patients,  lowering  of  blood  levels  can  now  be 
achieved  by  a variety  of  drugs.  The  most  impor- 
tant of  these  is  clofibrate,  available  since  1967.  It 
inhibits  cholesterol  synthesis,  produces  increased 
excretion  of  neutral  sterols,  and  is  especially  effec- 
tive in  lowering  plasma  triglycerides.  Other 
agents  used  are  nicotinic  acid  in  high  doses,  the 
anion-exchange  resin,  cholestyramine,  and  the 
thyroid  derivative,  dextrothyroxine  sodium.  Only 
the  use  of  these  drugs  over  a prolonged  span  of 
time  will  indicate  whether  they  aid  in  reducing 
the  mortality  rate  of  coronary  heart  disease.  In 
using  them,  we  must  be  aware  that  they  interfere 
with  normal  physiologic  processes  and  that  pa- 
tients receiving  them  require  supervision. 
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Allergic  disorders 

In  1941  the  word  “antihistamine”  was  not  part 
of  the  physician’s  vocabulary.  Today  it  is  a 
household  word.  The  basic  research  on  drugs 
with  an  antihistaminic  action  was  carried  out  in 
France  during  the  war  years.  Often  in  today’s 
discussions  of  medicinal  chemistry,  the  name  of  E. 
Fourneau  comes  to  the  surface  as  one  of  the  most 
fertile  and  imaginative  minds  in  this  area  of  re- 
search. He  was  a careful  observer  and  had  the 
ability  to  relate  facts  which  led  to  new  concep- 
tions and  new  forms  of  therapy.  Modern  therapy 
of  diseases  with  drugs  owes  him  a great  deal.  His 
basic  ideas  were  turned  into  applied  research  by 
institutional  and  commercial  research  groups. 

Today  we  have  four  chemical  classes  of  drugs 
that  produce  an  antihistaminic  effect.  Among 
these  are  the  ubiquitous  phenothiazines.  Many 
derivatives  have  been  offered  for  sale,  and  efforts 
for  the  synthesis  of  new  compounds  continue. 
Therapeutically,  the  antihistamines  are  effective 
for  the  symptomatic  treatment  of  various  allergic 
diseases.  The  central  effect  of  certain  antihista- 
mines has  proved  useful  in  the  prophylaxis  and 
treatment  of  motion  sickness.  The  public  has  di- 
rect access  to  antihistamines  as  an  ingredient  of 
preparations  for  the  treatment  of  the  common 
cold  where  they  are  claimed  to  lessen  rhinorrhea. 

Infectious  diseases 

In  1941  the  physician  had  very  few  drugs  at  his 
disposal  which  he  could  use  effectively  in  the 
treatment  of  diseases  caused  by  microbes.  The 
sulfonamides  had  just  made  their  appearance. 
Sulfanilamide  was  first  prepared  in  Germany  in 
1908,  but  its  antibacterial  activity  was  only  dis- 
covered in  1935  by  Domagk,  as  part  of  the  drug 
Prontosil.  This  observation  led  to  a tremendous 
chemical  research  effort  and  changed  our  whole 
attitude  toward  the  chemotherapy  of  microbial 
diseases.  A great  deal  of  subsequent  research 
with  sulfonamides  was  carried  out  in  this  country, 
in  England,  and  in  France.  The  German  Bayer 
company  never  reaped  the  commercial  benefit 
from  the  earthshaking  discovery  by  the  head  of 
their  research  department,  Domagk. 

At  the  same  time,  under  wartime  pressure,  re- 
search with  penicillin  went  forward  at  great  speed. 
The  British  discovered  the  effectiveness  of  penicil- 
lin, but  because  of  the  exigencies  of  World  War  II 
it  was  left  to  the  Americans  to  solve  the  very  diffi- 
cult production  problems.  The  first  penicillin  be- 
came commercially  available  in  1943.  Since  that 
time  innumerable  derivatives  of  penicillin  have 
been  prepared  by  the  industry,  first  by  testing  soil 
samples.  Subsequent  efforts  were  facilitated  by 
the  British  discovery  that  penicillanic  acid  can  be 
used  as  a starting  point  for  multiple  modifications 
of  the  basic  structure. 

Further  studies  of  naturally  occurring  antibi- 


otic-producing microorganisms  resulted  in  the  te- 
tracyclines, of  which  we  have  many  derivatives 
today;  chloramphenicol,  a most  effective  drug  but 
with  unfortunate  side-effects;  a variety  of  erythro- 
mycin; and  last  but  not  least  the  cephalosporins. 
There  are  others  too  numerous  to  mention. 
Today  one  cannot  open  a journal  on  microbiology 
that  does  not  describe  a host  of  other  new  antibi- 
otics. Pity  the  physician  who  has  to  keep  their 
indications  apart  and  prescribe  the  one  drug  that 
is  specific  for  combating  the  bacteria  that  have  in- 
vaded his  patient’s  body! 

A tremendous  effort  in  chemical  synthesis,  con- 
ducted during  the  war  years  to  find  an  effective 
antimalarial  drug  to  treat  soldiers  in  tropical 
countries,  resulted  in  the  finding  that  chloroquine, 
which  had  been  known  in  Germany  since  1934, 
was  the  most  active  drug.  One  cannot  underesti- 
mate a thorough  literature  search  prior  to  em- 
barking on  a new  research  project.  Fortunately, 
today  we  are  better  organized,  and  retrospective 
searches  can  be  made  more  effectively.  All  we 
had  for  malaria  prior  to  1943  were  quinine,  pama- 
quine, and  quinacrine;  none  too  effectual.  But 
even  with  today’s  more  potent  drugs,  the  danger 
of  acquired  resistance  remains. 

The  treatment  of  infections  of  the  urinary  tract 
remains  difficult.  They  occur  in  all  age  groups. 
Methenamine  and  its  salts,  known  since  1894 
and  producing  formaldehyde  within  the  urinary 
tract,  are  still  widely  used.  The  nitrofurans  and 
nalidixic  acid  are  more  effective,  but  are  costly  to 
the  patient  who  has  to  take  them  over  a prolonged 
period  of  time.  The  use  of  sulfonamides  and  of 
antibiotics  is  singularly  efficacious  for  susceptible 
organisms,  but  the  patient  must  be  carefully  mon- 
itored. A purview  of  the  literature  seems  to  indi- 
cate that  there  is  an  increase  in  urinary  tract  in- 
fections, why  we  do  not  know,  although  better  di- 
agnosis may  be  one  of  the  reasons.  Much  re- 
search remains  to  be  done. 

Arsphenamines  have  disappeared  from  the 
druggists’  shelf,  and  today’s  increasing  numbers  of 
cases  of  veneral  disease  are  effectively  treated 
with  antibiotics.  Thirty  years  ago  there  were  no 
really  effective  compounds  the  physician  could  use 
for  the  treatment  of  local  and  systemic  fungal  in- 
fections. Today  there  is  an  array  of  types  of 
drugs,  but  are  fungal  infections  decreasing  in 
scope  and  severity? 

Real  progress  has  been  made  in  the  manage- 
ment of  tuberculosis;  creosote,  gold  salts,  guaia- 
col,  pneumothorax,  and  fresh  air,  all  probably  of 
little  value,  were  all  the  physician  could  offer  his 
patient  in  1941!  Today  tuberculosis  hospitals  are 
closing  for  lack  of  patients,  but  the  disease  is  still 
prevalent  and  dormant  among  the  general  popula- 
tion. It  has  become  more  a problem  of  bringing 
therapy  to  those  who  need  it  than  finding  new 
drugs.  The  primary  agents  used  today  are  isonia- 
zid,  streptomycin,  aminosalicylic  acid,  and 
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ethambutol.  The  recent  introduction  of  rifampin 
offers  definite  advantages  in  therapy.  None  can 
be  used  as  the  sole  agent  of  therapy  but  must  be 
combined  with  another  drug.  Chemoprophylaxis 
of  tuberculosis  of  those  at  risk  can  be  accom- 
plished but  is  not  always  followed  by  those  con- 
cerned. Tuberculosis  remains  a public  health  and 
social  problem,  despite  the  efficacy  of  modern 
drug  therapy. 

The  greatest  successes  in  the  management  of  in- 
fectious diseases  have,  of  course,  been  achieved 
with  biological  products  in  the  form  of  vaccines 
for  smallpox,  poliomyelitis,  diphtheria,  scarlet 
fever,  measles,  and  rubella.  This  is  truly  prophy- 
lactic and  preventive  therapy  in  the  best  sense. 

This  form  of  management  of  infectious  diseases 
differs  completely  from  that  of  the  use  of  sulfon- 
amides, antibiotics,  and  other  chemotherapeutic 
agents.  Vaccines  aid  the  body’s  normal  function 
of  combating  disease  and  in  this  way  support  a 
natural  defense  mechanism.  The  sulfonamides, 
antibiotics,  and  other  drugs,  used  only  after  the 
infection  has  taken  place,  attack  the  microbes, 
but  may  cause  toxic  effects  on  the  human  orga- 
nism; they  may  create,  through  the  constant  de- 
velopment of  resistant  bacteria,  what  one  might 
almost  call  “new  diseases.” 

Even  though  the  antibacterial  agents  have  been 
very  beneficial,  they  are  not  the  final  answer  in 
our  fight  against  bacteria.  The  use  of  these  drugs 
for  infections  for  which  they  are  not  indicated, 
such  as  viral  diseases  and  nonsusceptible  bacteria, 
and  the  development  of  resistant  strains  tax  the 
human  organism  and  force  us  constantly  to  create 
new  antibiotics.  We  can  only  hope  that  we  shall 
always  be  a step  ahead  of  mutation,  because  the 
development  of  completely  resistant  bacteria 
could  create  a calamity  with  which  we  might  not 
be  able  to  cope. 

Manufacturers  sell  today  over  one-half  billion 
dollars  worth  of  drugs  per  year  used  in  the  treat- 
ment of  infectious  diseases,  and  one  wonders  how 
we  managed  to  live  without  these  drugs  thirty 
years  ago.  With  this  sizeable  expenditure  are  in- 
fectious diseases  on  the  decline?  In  hospitals  new 
forms  of  infections  have  shown  their  ugly  faces. 
This  we  should  be  able  to  avoid. 

Neoplastic  diseases 

The  term  “chemotherapy  of  cancer”  was  un- 
known in  1941.  Today  it  is  used  on  many  occa- 
sions. Mentioning  it  also  reminds  us  of  the  heroic 
research  efforts  of  government,  university,  and 
commercial  laboratories  to  find  therapeutically  ef- 
fective and  safe  agents.  Many  thousands  of  com- 
pounds have  been  subjected  to  broad-scale  screen- 
ing, and  as  many  may  have  been  newly  synthe- 
sized. Today  we  have  available  a variety  of 
agents  which  may  be  broadly  classified  as:  alkyl- 
ating agents,  antimetabolites,  natural  products. 


hormones,  and  radioactive  isotopes,  plus  a group 
of  miscellaneous  agents,  such  as  hydroxyurea,  pro- 
carbazine, and  mitotane. 

Although  we  cannot  state  with  certainty  that 
any  of  these  agents  “cures”  cancer,  the  length  of 
remissions  is  increasing  and  in  some  instances  has 
exceeded  a ten-year  observed  period.  We  have 
also  learned  that  dosage  adjustments  and  finding 
which  drugs  may  be  used  in  combination  improve 
the  prognosis.  Cures  have  been  achieved  in 
choriocarcinoma  and  in  Wilms’  tumor.  Whether 
the  present  large-scale  research  effort  under  the 
title  “The  Conquest  of  Cancer”  will  bring  us  near- 
er to  our  goal  remains  to  be  seen.  Blowing  the 
horn  of  your  goal  from  the  housetops  with  great 
fanfare  does  not  necessarily  guarantee  success, 
especially  with  research  in  a disease  whose  origin 
is  still  unknown.  The  problem  is  compounded  by 
the  multiplicity  of  the  forms  of  cancer;  some  may 
be  caused  by  cell  aberrations,  others  may  have  a 
viral  background.  We  still  have  a long  way  to  go. 

Steroid  hormones 

It  is  difficult  to  relate  the  use  of  hormones  to 
any  specific  disease.  They  are  used  today  in  a va- 
riety of  diseases  and  to  interfere  with  normal 
physiologic  functions,  such  as  to  prevent  pregnan- 
cy. The  appearance  in  medical  practice  in  1950 
of  cortisone  and  corticotropin  has  had  a profound 
influence  on  world-wide  research  efforts.  They 
were  first  used  for  substitution  therapy  in  acute 
and  chronic  adrenal  insufficiency  until  the  Mayo 
Clinic  investigators  discovered  their  possible  use- 
fulness in  rheumatoid  arthritis:  a hope  that,  be- 
cause of  potential  toxicity,  has  not  quite  been  ful- 
filled. Many  derivatives  of  cortisone  have  been 
synthesized  which  offer  specific  advantages. 
These  compounds  today  find  wide  application  in 
a variety  of  conditions,  but  their  administration 
must  be  carefully  titrated  to  the  patient’s  re- 
sponse. The  major  indications  remain:  rheuma- 
toid arthritis,  rheumatic  carditis,  certain  renal 
diseases,  systemic  lupus  erythematosus,  bronchial 
asthma,  and  possibly  shock.  Especially  designed 
corticoids  for  local  application  are  proving  of 
value  in  diseases  of  the  eye,  and  particularly  in 
disorders  of  the  skin,  of  which  we  still  know  so  lit- 
tle. 

Some  13  new  androgenic-anabolic  steroids  be- 
came available  during  the  last  thirty  years.  The 
clinical  indications  for  androgens  are  clear,  but 
the  use  of  anabolic  steroids  needs  further  explora- 
tion; they  are  useful  in  the  treatment  of  osteopo- 
rosis, but  their  employment  to  promote  anabolism 
in  a variety  of  conditions  is  still  empirical,  and  re- 
sults are  not  always  guaranteed.  Probably  no  an- 
abolic steroid  is  devoid  of  androgenic  activity. 

The  largest  use  of  estrogens  and  progesterones, 
either  alone  or  in  combination  with  each  other,  is 
as  oral  contraceptives.  The  availability  of  these 
compounds  has  changed  the  lives  of  many  fami- 
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lies.  Their  prolonged  administration  is  generally 
thought  to  be  safe,  although  we  have  learned 
through  experience  that  smaller  doses  of  single 
agents  may  be  less  likely  to  produce  deep  vein 
thrombosis  and  pulmonary  embolism  observed  in 
some  women.  A recent  editorial  in  the  New  En- 
gland Journal  of  Medicine  suggests,  on  the  basis 
of  recent  studies,  that  “women  taking  oral  contra- 
ceptives should  have  their  blood  pressure  checked 
at  regular  intervals,”  to  avoid  the  possibility  of 
hemorrhagic  or  thrombic  stroke,  an  incident  ob- 
served in  a very  small  number  of  patients.7 

Metabolic  disorders 

The  greatest  change  regarding  metabolic  disor- 
ders is  the  availability  of  oral  hypoglycemic  agents 
for  the  treatment  of  diabetes.  Two  groups  of 
products  are  offered:  the  sulfonylureas,  of  which 
there  are  so  far  four,  and  biguanides  in  the  form  of 
phenformin.  At  first  it  was  thought  that  they 
might  replace  insulin  completely.  But  this  has 
not  been  the  case,  and  today  they  are  primarily 
prescribed  for  patients  who  cannot  be  controlled 
by  diet  alone  and  those  who  do  not  respond  well 
to  insulin.  On  the  basis  of  long-term  experience, 
their  use  has  become  much  more  complex  and  re- 
quires a careful  selection  of  patients. 

The  past  and  the  future 

A review  of  this  nature  can  only  indicate  the 
advances  in  research  and  clinical  use  of  drugs  in  a 
very  broad  manner.  The  development  of  new 
drugs  has  gone  hand  in  hand  with  significant 
progress  in  experimental  methods.  Today  we 
have  the  facilities  and  the  knowledge  for  studying 
drugs  in  much  greater  detail  than  in  the  past. 
This  is  clearly  indicated  in  the  fourth  edition  of 
the  Goodman  and  Gilman2  textbook.  The  first 
edition  was  primarily  prepared  by  these  pharma- 
cologists themselves.1  The  fourth  edition  required 
42  collaborators,  who  are  knowledgeable  in  specif- 


ic fields  of  pharmacology.2  The  field  has  become 
much  too  extensive  for  one  mind  to  contain. 

The  advances  in  the  drug  therapy  of  diseases 
accomplished  during  the  last  thirty  years  have, 
however,  been  achieved  at  a price.  Together  with 
useful  therapy,  we  are  confronted  with  a substan- 
tial incidence  of  adverse  reactions,  produced  ei- 
ther by  drugs  alone  or  in  combination  with  others. 
This  toxicity  can  only  be  reduced  if  drugs  are  used 
with  greater  circumspection  and  care.  Because 
we  are  more  aware  of  what  can  go  wrong  with  the 
use  of  drugs,  we  demand  to  know  much  more  than 
in  the  past  about  a drug’s  action  before  it  is  re- 
leased for  human  use.  Consequently,  today’s  ani- 
mal and  human  investigations  take  much  longer 
than  they  used  to.  This  we  cannot  avoid. 

The  medical  schools  are  still  teaching  “materia 
medica”  in  a limited  fashion.  The  textbook  I 
would  like  to  see  prepared  might  have  the  title 
The  Pathologic  Basis  of  Therapeutics,  so  that  we 
can  better  understand  how  a disease  responds  to  a 
drug.  Before  such  a book  can  be  written,  many 
years  of  research  are  needed  to  obtain  a clearer 
understanding  of  the  causes  of  disease.  This 
knowledge  we  lack  today.  We  are  still  primarily 
treating  symptoms  and  not  a disease.  Let  us 
hope  that  in  thirty  years  we  shall  have  found  the 
remedies  that  cure  diseases. 
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The  descriptive  name  of  pigmented  villonodular 
synovitis  was  given  the  illness  by  Jaffe,  Lichten- 
stein, and  Sutro1  in  1941.  Prior  to  that,  it  had 
been  referred  to  as  fibroxanthoma  or  xanthoma 
(the  color  of  yellow),  or  giant-cell  tumor  (the  find- 
ing of  such  cells  on  microscopic  study). 

The  cause  of  the  illness  is  not  known.  The 
forms  of  tumors  are  diffuse,  localized,  or  nodular, 
the  latter  for  spatial  reasons,  especially  in  the  fin- 
ger. The  chocolate-brown  color  of  the  thick  vel- 
vety synovium  and  the  easy  bleeding  into  the  joint 
make  for  a clinical  diagnosis  of  hemorrhagic  vil- 
lous synovitis.2 


If  this  tumor  is  not  unusual,  nor  is  it  common, 
the  localization  of  a tumor  on  the  dorsum  of  the 
hand  is  decidedly  so.  Such  a case  is  reported. 

Cooley3  did  not  cite  this  tumor.  Brunschwig4 
who  knew  it  under  the  name  of  fibroxanthoma 
had  no  comparable  case.  Kettelkamp  and  Mills5 
who  reviewed  55  cases  of  tumorous  hand  lesions 
seen  in  a three-year  period  had  no  example  of  this 
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FIGURE  I (A)  Tumor  is  vague  bluish  (shaded)  mass  in 
the  distal  and  radial  part  of  the  right  hand  (B)  Hemor- 
rhagic tumor  in  interval  between  extensor  longus  poll i- 
cis  and  two  extensor  tendons  of  index  finger.  (C) 
Tumor  now  excised  almost  fully.  Fragments  of  tumor 
persist  distally  and  radially  under  turned  up  skin.  Note 
two  extensor  tendons  of  index  digit.  (D)  Tumor  fully 
removed;  synovial  origin  not  apparent.  (E)  Mass  of 
tumor  (F)  Transverse  wound  closed;  no  veins  were 
cut. 

tumor.  Jaffe  described  this  tumor  in  detail  in  his 
book  but  did  not  cite  any  case  of  tumorous  local- 
ization in  the  hand  itself. 

Case  report 

A thirty-four-year-old  woman  struck  the  dor- 
sum of  the  right  hand  some  six  years  before  sur- 
gery was  performed  on  April  27,  1967.  The  pre- 
operative  diagnosis  was  capillary  hemangioma. 
The  findings  at  the  operation  and  the  report  of 
Howard  Dorman,  M.D.,  pathologist  of  the  Hospi- 
tal for  Joint  Diseases,  proved  the  lesion  to  be  pig- 
mented villonodular  synovitis.  The  tumor  has 
not  recurred. 

The  photographs  illustrate  the  findings  at  oper- 
ation. 
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The  biassociation  of  SVCO  (superior  vena  caval 
obstruction)  and  SCC  (spinal-cord  compression), 
presented  in  5 patients,  suggested  that  a mecha- 
nism may  exist  in  which  one  entity  predisposed  to 
another.  The  order  of  appearance  was  always  the 
same;  superior  vena  caval  obstruction  consistently 
preceded  spinal-cord  compression.  The  reverse 
sequence  was  not  seen  indicating  that  a critical 
relationship  may  exist  in  the  collateralization  pat- 
terns following  superior  vena  caval  obstruction. 
The  biassociation  of  these  events  has  not  pre- 
viously been  described  in  the  literature,  despite 
numerous  reports  discussing  superior  vena  cava 
obstruction1-7  and  spinal  cord  compression  by 
extradural  masses.8-28 

Case  reports 

Case  1.  A twenty-four-year-old  male  presented 
signs  of  superior  vena  caval  obstruction  in  Sep- 
tember, 1962.  The  syndrome  was  subacute  in 
onset  over  a two-month  period  and  was  manifest- 
ed as  periorbital  and  cervical  edema  on  arising  in 
the  morning.  The  chest  roentgenogram  revealed 
a large  mass  in  the  anterior  part  of  the  mediasti- 
num which  proved  to  be  a reticulum-cell  sarcoma 
on  pathologic  diagnosis  (Fig.  1A).  The  patient 
responded  well  to  high-dose  irradiation,  and  the 
syndrome  and  mass  cleared  rapidly. 

In  July,  1965,  after  an  interval  of  three  years,  he 
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FIGURE  1 Case  1 (A)  Chest  roentgenogram.  (B) 

Myelogram  (C)  Myelogram  one  month  later. 


had  symptoms  of  spinal-cord  compression.  The 
symptoms  began  with  a sacral  backache  and  a 
tingling  sensation  in  the  posterior  aspects  of  both 
legs  and  buttocks  with  a dermatome  distribution 
between  the  second  and  third  sacral  vertebrae.  A 
myelogram  revealed  a complete  block  at  the  level 
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FIGURE  2.  Case  2.  (A)  Chest  roentgenogram  (B) 

Myelogram  showing  complete  block  at  third  and  fourth 
thoracic  level. 


of  the  third  and  fourth  lumbar  vertebrae  (Fig. 
IB).  He  responded  rapidly  to  high  daily  dose  ra- 
diation therapy.  One  month  later,  a second  epi- 
sode of  cord  compression  occurred  which  involved 
the  dorsal  part  of  the  spinal  cord  at  multiple  lev- 
els (Fig.  1C).  The  same  treatment  plan  afforded 
partial  relief  of  his  symptoms,  which  at  this  time 
were  those  of  complete  transection. 

Death  came  in  January,  1967,  after  multiple 
sites  became  involved.  There  was  no  return  of 
the  compression  of  the  mediastinum  or  the  spinal- 
cord  symptoms. 

Case  2.  A forty-six-year-old  woman  presented 
symptoms  of  dyspnea,  pleural  effusion,  and  facial 
edema  in  April,  1966,  and  was  thought  to  have 
cardiac  failure  because  of  her  history  of  pericardi- 
tis, cardiomyopathy,  and  pulmonary  embolus. 
After  intensive  treatment  and  diagnostic  study,  a 
mass  in  the  anterior  part  of  the  mediastinum  was 
discovered  on  her  chest  roentgenogram,  and  supe- 
rior vena  caval  obstruction  was  present  in  addi- 
tion to  her  other  problems  (Fig.  2A).  A scalene- 
node  biopsy  established  this  as  a lymphosarcoma. 
High  daily  dose  irradiation  provided  relief  after  a 
few  treatments.  A total  dose  of  4,075  rads  was 
delivered  in  twenty  days. 

In  January,  1969,  after  an  interval  of  two  and  a 
half  years,  she  presented  symptoms  of  spinal-cord 
compression.  These  symptoms  began  as  increas- 
ing weakness  of  the  legs  and  diffuse  pains  in  the 
back  and  arms  of  two  weeks’  duration  which  pro- 
gressed on  admission  to  paraplegia  with  bowel 
and  bladder  incontinence.  A myelogram  showed 
a complete  block  at  the  third  and  fourth  thoracic- 
level  (Fig.  2B).  A dramatic  response  to  high  daily 
dose  treatment  followed;  the  patient  obtained  re- 


FIGURE 3 Case  3 (A)  Chest  roentgenogram  show- 

ing mass  in  upper  lobe  of  right  lung  (B)  Myelogram 
revealing  partial  block  at  first  lumbar  level 


lief  of  the  block  as  well  as  partial  return  of  motor 
function  and  sensation.  Ambulation  with  braces 
became  possible. 

After  one  year,  the  patient  is  alive  and  has  re- 
mained free  of  compression  of  the  mediastinum 
and  the  spinal  cord.  During  the  past  year,  she 
had  one  episode  of  a recurrent  abdominal  mass 
which  required  treatment  . 

Case  3.  A forty-two-year-old  male  had  recur- 
rent episodes  of  pneumonia,  hemoptysis,  and 
chest  pain.  Cervical  fullness  and  distention  of  the 
jugular  veins  were  noted  on  physical  examination. 
A mass  in  the  upper  lobe  of  the  right  lung  was 
found  on  the  chest  roentgenogram  (Fig.  3A),  and 
a subclavian  phlebogram  showed  that  superior 
vena  caval  obstruction  was  present.  Histopatho- 
logic diagnosis  was  oat-cell  carcinoma  of  the  lung. 
Relief  of  symptoms  was  obtained  with  a high  daily 
dose  regimen  of  radiation  therapy,  to  a level  of 
5,000  rads  in  thirty-six  days. 

Within  one  month  after  completion  of  this 
treatment,  back  pain  developed,  and  some  loss  of 
bowel  and  bladder-sphincter  control  followed.  A 
myelogram  revealed  a partial  block  at  the  first 
lumbar  level  (Fig.  3B).  Relief  occurred  with  a 
high  daily  dose  treatment  schedule  to  a level  of 
2,800  rads  in  eleven  days. 

He  survived  only  a month  after  treatment  owing 
to  widespread  metastases. 

Case  4.  In  January,  1969,  a fifty-four-year-old 
male  noted  facial  flushing  and  puffiness  under  his 
eyes,  sluggishness  in  thought,  and  an  unpleasant 
head  aching  on  bending.  During  physical  exami- 
nation on  admission,  a diagnosis  of  superior  vena 
caval  obstruction  was  evident  because  of  an  edem- 
atous upper  torso  and  face  and  prominent  dis- 
tended venous  channels  on  his  chest  wall.  A 
technetium-99m  scintiangiogram  revealed  that  the 
obstruction  was  proximal  to  the  right  atrium.  A 
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FIGURE  4.  Case  4 (A)  Chest  roentgenogram  showing  massive  lesion  in  right  paratracheal  and  hilar  area.  (B) 

Myelogram  showing  block  at  fifth  lumbar,  first  sacral  level. 


chest  roentgenogram  showed  a massive  lesion  in 
the  right  paratracheal  and  hilar  area  (Fig.  4A). 
No  pathologic  diagnosis  was  made,  but  a high 
rapid  course  of  irradiation  caused  the  mass  to  re- 
gress, thereby  relieving  symptoms. 

Within  a month  after  completion  of  treatment, 
back  pain  developed  in  the  sacral  region,  followed 
by  leg  weakness  and  loss  of  sensation  on  micturi- 
tion and  defecation.  Physical  examination  re- 
vealed decreased  patellar  reflexes,  absent  ankle 
jerks,  and  hypoesthesia  over  both  feet  laterally, 
over  the  inner  upper  thighs,  and  perianally.  A 
myelogram  showed  a block  at  the  fifth  lumbar, 
first  sacral  level  (Fig.  4B).  Relief  of  these  symp- 
toms followed  intensive  irradiation. 

Intestinal  obstruction,  severe  gastric  ulceration 
and  infiltration,  and  involvement  of  the  cervical 
nodes  were  major  complications  until  his  death 
three  months  later.  The  histopathologic  diagno- 
sis was  in  doubt  between  a highly  anaplastic  car- 
cinoma and  a reticulum-cell  sarcoma,  with  the 
latter  diagnosis  favored  at  terminus. 

Case  5.  A forty-four-year-old  male  presented 
symptoms  of  facial  and  arm  swelling  and  dyspnea 
with  hemoptysis  (Fig.  5A).  Radiographic  exami- 
nation revealed  a mass  in  the  upper  lobe  of  the 
right  lung,  and  antecubital  venous  pressure  was 
390  mm.  A scalene-node  biopsy  was  positive  for 
anaplastic  carcinoma.  An  intensive  course  of  ir- 


radiation to  a level  of  4,650  rads  in  twenty-nine 
days  provided  relief  of  symptoms  (Fig.  5B). 

At  the  completion  of  treatment,  marked  weak- 
ness of  his  right  leg  developed  which  indicated 
spinal-cord  compression.  He  was  too  weak  to  un- 
dergo myelography,  and  death  came  shortly  after- 
ward. 

Analysis  of  experiences 

Incidence.  In  our  experience,  5 out  of  45  pa- 
tients (11  per  cent)  with  superior  vena  caval  ob- 
struction subsequently  developed  spinal-cord 
compression  during  the  past  ten  years  (Tables  I 
and  II).  The  incidence  of  superior  vena  caval  ob- 
struction among  the  bronchogenic  cancer  patients 
in  our  center  is  less  than  10  per  cent  of  the  total 
experience  and  less  than  5 per  cent  of  the  total 
lymphoma  group.  According  to  histopathologic 
analysis  of  the  SVCO  cases,  3 out  of  7 lymphoma 
cases  and  only  2 out  of  39  patients  with  lung  can- 
cer followed  this  associated  pathway.  The  bron- 
chogenic carcinomas  were  both  anaplastic  in  na- 
ture; one  was  considered  to  be  oat-cell  carcinoma. 
Two  of  the  cases  of  lymphoma  had  reticulum-cell 
sarcoma  and  the  other  a lymphosarcoma.  The  in- 
terval between  the  diagnosis  of  SVCO  and  SCC 
varied  from  months  to  years.  The  shortest  inter- 
val appeared  in  both  lung  cancers,  where  the  de- 
velopment of  spinal-cord  compression  occurred 
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FIGURE  5 Case  5 (A)  Male  with  facial  and  arm  swelling.  (B)  Male  after  treatment 


TABLE  I.  Total  case  experience 


HISTOLOGICAL 

TOTAL 

VENA  CAVA 

OBSTRUCTION  AND 

TYPE 

NUMBER 

OBSTRUCTION 

COMPRESSION 

Bronchogenics 

400 

39 

2 

Lymphomas 

203 

5 

3 

TABLE  II.  Patients  with  superior  vena  cava  obstruction 
followed  by  spinal-cord  compression* 


Case 

Histologic 

Type 

Interval 

Compres- 
sion Site 

1 

Reticulum-cell 

sarcoma 

Three  years 

T3-T4 

2 

Lymphoma 

Two  months 

L-S, 

3 

Anaplastic 
(oat  cell) 

Immediately 
after  treatment 

U 

4 

Reticulum-cell 

Less  than 

L3— L4 

sarcoma 

three  years 

T5  and  T10 

5 

Anaplastic 

Immediately 
after  treatment 

Li 

* The  mediastinal  location  for  all  cases  was  above  azygons. 


shortly  after  therapy  of  the  vena  caval  obstruction 
was  completed.  In  the  lymphosarcoma  patients, 
the  interval  was  slightly  longer,  and  spinal-cord 
compression  appeared  in  a few  months.  In  both 
reticulum-cell  sarcoma  cases,  a three-year  interval 
occurred. 


The  location  of  compression  was  below  the  tho- 
racic region  treated  and  generally  involved  the 
lumbar  spinal  cord  or  the  cauda  equina.  In  one 
instance  a high  thoracic,  low  cervical  region  was 
involved.  Reappearance  of  disease  in  the  thoracic 
spinal  cord  represented  nodal  reseed  from  some 
other  focus  which  secondarily  invaded  the  spinal 
canal.  Such  findings  always  indicated  either 
bone  involvement  or  involvement  of  adjacent 
lymph  nodes;  an  extradural  deposit  in  Hodgkin’s 
disease,  lymphoma,  and  lung  cancer  are  rarely 
isolated  deposits. 

Diagnosis.  The  major  point  in  diagnosis  is  to 
be  alert  to  the  biassociation  of  the  two  entities 
under  discussion.  Any  patient  having  survived 
superior  vena  caval  obstruction  runs  a risk  of  de- 
veloping spinal-cord  compression.  Pain  in  the 
lower  back,  persistent  and  recurrent,  should  be 
sought  on  interval  follow-up  examinations.  When 
pain  is  present,  negative  bone  film  findings  de- 
mand a bone  scan,  particularly  in  lymphoma  pa- 
tients where  vertebral  destruction  or  sclerosis  is  a 
late  finding.  A spinal  tap  is  helpful  especially  if 
the  protein  content  is  elevated.  If  suspicion  is 
high,  as  with  associated  neurologic  findings  (how- 
ever minimal),  a myelogram  should  be  done. 

Treatment.  The  treatment  for  both  superior 
vena  caval  obstruction29-30  and  spinal-cord  com- 
pression31-32 has  been  thoroughly  presented  and  is 
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Slow 

Rapid 

Number  treated  with 
various  methods 

19  (40Z) 

29  (60Z) 

Relief  in  first 
week 

2 (lit) 

23  (79Z) 

Number  having  relief 
by  end  of  therapy 

15  (792) 

23  (79Z) 

Average  day 
relief  started 

3-25  range 
10  days 

2-25  range 
5.6  days 

Number  having 
worsening  of  symp- 
toms during  therapy 

5 (26. 5Z) 

3 (11Z) 

Average  number  of 
days  patients  lived 
following  start  of 
therapy 

156  days 

208  days 

FIGURE  6.  Evaluation  of  therapy  method  used. 


similar.  The  optimum  schedule  for  radiation 
therapy,  which  is  the  treatment  modality  of 
choice,  is  a rapid  high  daily  dose  schedule.  Start- 
ing with  depth  doses  of  400  rads,  rapid  decom- 
pression is  achieved  usually  in  three  days,  and  the 
daily  dose  is  reduced  to  150  to  200  rads,  gradually 
delivering  the  total  dose  desired.  Depending  on 
the  clinical  circumstances  and  the  histologic  diag- 
nosis, the  total  dose  is  usually  in  the  4,000  to 
5,000-rads  range.  Relief  of  compression  has  been 
uniformly  good,  and  the  data  as  to  results  are 
shown  in  Figure  6 and  Table  III. 

The  prognosis  is  not  always  a poor  one.  The 
bronchogenic  carcinoma  patient  is  expected  to  do 
poorly  after  developing  spinal -cord  compression 
and  usually  does.  In  both  instances  noted  here, 
the  patient  survived  only  a few  months.  The 
lymphoma  and  reticulum-cell  sarcoma  patients 
have  a longer  and  slower  unfolding  process  and  do 
better  than  the  cancer  patient.  However,  the 
length  of  survival  remains  limited. 

Comment 

With  the  onset  of  superior  vena  caval  obstruc- 
tion, collateral  circulation  must  be  established  if 
survival  is  at  all  expected.  This  aspect  of  the 
syndrome  may  be  the  most  important  in  relation 
to  spinal-cord  compression.  This  collateralization 
will  be  discussed  in  terms  of  both  venous  and  lym- 
phatic systems,  including  lymphaticovenous  com- 
munications. 

Venous  collateral  circulation.  The  venous 
collateral  circulation  initiated  after  obstruction  of 
the  superior  vena  cava  depends  on  the  location  of 
the  blockage  in  relation  to  the  azygos  vein.  This 
vein  receives  contributions  from  the  intercostals 
and  lumbar  veins,  is  located  in  the  posterior  me- 
diastinum, and  follows  near  the  medial  aspect  of 


TABLE  III.  Results  using  high-dose  radiotherapy  at  the 
University  of  Rochester 


Histo- 

pathology 

No. 
of  Pa- 
tients 

Recov- 

ered 

Worse 

No 

Change 

% 

Im- 

proved 

Hodgkin’s 

lymphoma 

5 

5 

0 

0 

100 

Carcinoma 

5 

2 

0 

3* 

40 

Other 

2 

2 

0 

0 

100 

— 

— 

— 

Total 

12 

9 

0 

3 

75 

* All  were  paraplegic  or  quadriplegic  before  start  of 
treatment. 


the  aorta  until  it  crosses  at  the  superior  border  of 
the  right  bronchus  to  join  the  superior  vena  cava 
(Figs.  IB  and  2).  When  the  obstruction  of  the 
vena  cava  is  above  the  azygos  vein,  the  collateral 
pattern  depends  mainly  on  the  utilization  of  this 
auxiliary  route.  This  collateral  system  principally 
involves  the  veins  of  the  neck,  shoulder  girdles, 
and  upper  thorax  (Fig.  7A).  The  principal  path- 
way of  circulating  venous  blood  from  the  head  and 
neck  is  the  external  jugular  vein.  This  blood  may 
be  shunted  via  the  superior  plexus  on  the  anterior 
side  of  the  chest  connected  by  the  perforating 
channels  of  the  internal  mammary  and  intercostal 
veins,  which  finally  reaches  the  lower  part  of  the 
superior  vena  cava  by  means  of  the  azygos  vein. 

With  obstruction  below  the  azygos  junction, 
which  is  less  frequent,  the  prognosis  is  more 
guarded,  and  the  collateral  pattern  is  more  exten- 
sive. Adequate  collateralization  now  requires  the 
inferior  vena  cava,  and  the  route  encompasses  the 
superficial  and  deep  circulation  of  the  lower 
abdominal  wall,  the  back,  and  the  groin.  The 
blood  eventually  reaches  the  inferior  vena  cava  via 
the  femoral  and  iliac  veins. 

In  both  cases,  at  least  one  major  route  for  col- 
lateralization is  present — the  vertebral  pathway. 
With  obstruction  either  below  or  above  the  azy- 
gos arch,  blood  may  pass  through  the  vertebral 
veins  and  their  extensive  plexus,  Batson’s  plexus 
(Fig.  7B).  This  plexus  eventually  anastomoses 
with  either  the  azygos  system,  if  it  is  patent,  or 
the  inferior  vena  cava  via  the  intervertebral  and 
lumbar  veins.  Batson’s  plexus  is  solely  involved 
with  the  drainage  of  the  vertebral  area;  thus,  with 
obstruction,  the  increased  volume  of  blood  in  this 
region  should,  using  a mechanistic  point  of  view, 
produce  increased  metastatic  formation  and 
paraspinal  lesions.  The  reference  point  needed  is 
the  frequency  with  which  either  bronchogenic  car- 
cinoma of  lymphoma  involved  the  spinal  cord 
without  any  evidence  of  superior  vena  caval  ob- 
struction. Various  reports  by  Rosenberg  et  al.20 
give  a highly  unlikely  probability  for  these  tumors 
to  first  be  present  symptomatically  at  the  spinal 
cord,  which  suggests  that  collateralization  and 
mediastinal  involvement,  associated  with  superior 
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vena  caval  obstruction,  does  act  in  an  ambivalent 
fashion.  They  allow  one  to  overcome  a life- 
threatening  situation,  but  paradoxically  poten- 
tiate metastatic  spread  to  the  paraspinal  region. 

Lymphatic  drainage.  The  anterior  mediasti- 
nal prevascular  and  paratracheal-nodal  areas  con- 
taining a cancer  can  cause  superior  vena  caval  ob- 
struction. Although  the  nodes  may  be  involved  in 
somewhat  different  ways  with  each  tumor  type, 
their  drainage  tends  to  occur  in  similar  pat- 
terns.7-34 The  malignant  lymphatic  passage  can 
proceed  in  three  ways:  (1)  progressively  forward 
through  the  lymph  vessels  only  in  the  direction  al- 
lowed by  the  lymphatic  valves,  (2)  in  a retrograde 
direction  through  the  lymph  channels  opposed  to 
the  valves,  and  (3)  through  the  lymphaticovenous 
communications,  allowing  hematologic  as  well  as 
lympathic  spread. 

Forward  lymphatic  spread  encompasses  the 
concept  of  nodal  filtration.  Malignant  cells  pro- 
ceeding in  this  manner  are  thought  to  be  filtered 
off  by  the  proximal  nodes.  After  the  most  proxi- 
mal nodes  are  saturated,  tumor  cells  spill  onward 
through  the  lymphatic  chain  to  involve  the  next 
nodal  area.  This  theory  of  metastatic  spread  ex- 
plains the  high  percentage  (95  per  cent)  of  region- 
al nodes  in  bronchogenic  carcinoma,  where  hilar 
nodes  drain  into  the  nodal  area  encircling  the  su- 
perior vena  cava  and  also  the  cervical  region.22-35 
The  same  is  true  of  lymphomas  arising  in  the  neck 
and  chest,  where  contiguous  regions  become  in- 
volved, but,  as  with  any  malignant  condition,  the 
patterns  of  lymphadenopathy  are  not  entirely  pre- 
dictable with  much  variation  possible. 


FIGURE  7.  (A)  Schematic  presentation  of  venous  col- 

lateral systems  in  obstruction  of  superior  vena  cava 
azygos,  vertebral,  internal  mammary  and  lateral  tho- 
racic (Redrawn).4  (B)  Veins  of  vertebral  plexus  1 ; 


Retrograde  flow  is  probably  a frequent  occur- 
rence once  the  lymph  nodes  are  replaced  by  tumor 
cells.34  Zeidman35  and  Southwick22  have  experi- 
mentally shown  that  nodal  clogging  occurs  with 
accumulation  of  malignant  cells,  resulting  in  ma- 
lignant-cell extension  in  the  opposite  direction, 
unhindered  because  of  the  incompetent  lymphatic 
valves.  In  the  cases  under  consideration,  given 
prevascular  and  paratracheal  involvement,  the 
retrograde  theory  offers  the  best  explanation  for 
the  extension  to  retroperitoneal  nodes  and  para- 
spinal nodes  which  is  thought  to  be  of  prime  im- 
portance in  the  causation  of  spinal-cord  compres- 
sion in  lymphoma. 

Rubin,32  in  producing  experimental  cord 
compression  with  Murphy-Sturm  lymphoma 
in  Sprague-Dawley  rats,  found  that  the  dura  is  an 
absolute  barrier  to  direct  invasion  of  the  spinal 
cord,  with  the  spinal  cord  transection  due  to  ex- 
trinsic pressure  and  not  to  internal  invasion.24 
Sparling,  Adams,  and  Parker23  also  found  that 
tumors  producing  cord  symptoms  were  in  the  spi- 
nal epidural  space  adherent  to  the  periosteum  re- 
placing epidural  fat,  encircling  the  cord,  or  situat- 
ed on  one  side  of  it.  Histologic  examination  of 
these  spinal  cords  revealed  that  the  cord  was  nar- 
rowed and  pale,  and  on  examination  of  the  cross 
section,  the  gray  matter  was  found  to  be  poorly 
demarcated  from  the  white.  In  some  cases  the 
cord  was  softened  to  the  point  of  liquefaction 
suggesting  ischemia  as  an  important  factor  in 
acute  as  well  as  chronic  spinal-cord  compression. 

Finally,  Threefoot’s34  concept  of  lymphaticove- 
nous communications  can  be  demonstrated  to  func- 
tion after  obstruction  to  the  major  lymphatic 
channels,  especially  in  the  abdomen  and  thorax. 
The  communications  to  nearly  all  veins  have 
been  discovered  but  are  most  common  in  the  re- 
gion of  the  renal  vein.  Clearly,  lymph  nodes  con- 
gested with  metastatic  tumor  cells  represent  a 
definite  stress  on  the  lymphatic  system,  allowing 
more  neoplastic  cells  to  enter  the  circulation  and 
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further  potentiating  these  areas  of  high  perfusion 
for  metastatic  involvement. 


Conclusions 

Our  data  show  a biassociation  of  SVCO  (superi- 
or vena  caval  obstruction)  and  SCC  (spinal-cord 
compression).  An  incidence  of  11  per  cent  was 
found  in  5 cases  of  SCC,  developing  out  of  45 
cases  of  SVCO.  The  best  explanation  is  that  ve- 
nous and  lymphatic  collaterals,  essential  to  relief 
of  vena  caval  obstruction,  increase  the  risk  of  met- 
astatic pathways  to  the  vertebral  plexus  and 
retroperitoneal  nodes.  This  relationship  is  impor- 
tant in  the  clinical  management  of  superior  vena 
caval  obstruction  because  it  alerts  the  clinician  to 
possible  spinal-cord  compression  developing  in 
survivors. 

University  of  Rochester  School  of  Medicine  and  Dentistry 
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Radiation  dermatitis  is  well  known  to  the  derma- 
tologist. This  report  illustrates  a case  of  unusual 
and  disappearing  etiology. 

Case  report 

A forty-seven-year-old  white  male  chauffeur  was 
first  seen  in  October,  1968.  He  stated  that  radon 
seeds  had  been  implanted  in  both  his  cheeks  for 
the  treatment  of  acne  twenty-five  years  previous- 
ly. For  many  years  he  had  been  aware  of  scars  in 
both  preauricular  areas,  and  in  the  last  year  or  so 
noted  a nonhealing  crusted  ulcer  over  the  right 
jawline.  The  patient  is  diabetic  and  is  taking  250 
mg.  of  tolbutamide  three  tirrfes  a day.  X-ray 
films  of  the  face  revealed  the  radon  seeds  were  in 
place,  and  there  were  no  other  abnormal  radiolog- 
ic findings  (Fig.  1). 

Examination  of  the  left  preauricular  and  man- 
dibular area  showed  a 3.5  by  2-cm.  atrophic, 
telangiectatic,  firm  scar  with  mottled  pigmenta- 
tion at  the  edges.  The  corresponding  area  on  the 
right  side  presented  the  same  clinical  appearance 
with  the  addition  of  a crusted,  deep,  and  slightly 
purulent  ulcer  occupying  most  of  the  upper  por- 
tion of  the  scar. 

On  November  2,  1968,  the  ulcer  with  a margin 
of  scar  tissue  was  excised,  using  local  2 per  cent  li- 
docaine  anesthesia  without  epinephrine;  this  was 
a full-thickness  excision  into  the  subcutaneous  fat. 
A primary  closure  with  nylon  sutures  was 


FIGURE  1 (A)  and  (B)  Radiographs  showing  radon 

seeds  implanted  in  soft  tissue  of  face 


achieved,  and  the  wound  healed  slowly,  with  a 
subsequent  sinus  tract  which  was  excised  on  Feb- 
ruary 1,  1969.  All  excised  tissue  was  submitted 
for  histopathologic  examination  and  was  reported 
as  acute  and  chronic  inflammation,  necrotic  skin, 
and  no  cancer. 

The  patient  was  seen  again  on  June  8,  1970,  at 
which  time  the  area  on  the  left  side  of  his  face  had 
ulcerated.  This  was  excised  and  a 2.5  by  1-cm. 
specimen  of  full-thickness  skin  with  subcutaneous 
fat  was  removed  and  the  wound  closed  with  four 
4-0  nylon  sutures.  During  the  surgery,  one  of  the 
radon  seeds  was  found  and  removed;  Figure  2 is  a 
photograph  of  the  radon  seed  removed  at  this  ses- 
sion. Healing  was  slow,  but  less  eventful  than  the 
previous  excision  on  the  right  side,  and  was  com- 
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FIGURE  2 Radon  seed  excised  from  left  side  of  face. 

plete  by  June  22,  1970.  The  histopathologic  tis- 
sue evaluation  once  again  revealed  acute  and 
chronic  inflammation  and  necrotic  skin  without 
any  evidence  of  malignancy. 

Comment 

Radon  (Rn222,  atomic  number  86)  is  a pure 
alpha-ray  emitter  with  an  energy  of  5.49  mev  and 
a half-life  of  3.83  days.  Radon  gives  off  an  alpha 
particle,  leaving  radium  A (an  alpha  emitter  with 
a half-life  of  3.05  minutes);  radium  A disintegrates 
into  radium  B (emitting  beta  and  gamma  rays 
with  a half-life  of  26.8  minutes);  and  radium  B 
disintegrates  into  radium  C (alpha,  beta,  and 
gamma  emitter,  with  a half-life  of  19.7  minutes). 
From  this,  radium  D (a  low-energy  beta  and 
gamma  emitter),  with  a half-life  of  twenty-two 
years,  decays  to  radium  E,  a beta  and  gamma 
emitter  with  a half-life  of  five  days.  Radium  F, 
the  daughter  of  radium  E,  is  an  alpha  emitter 
with  a half-life  of  one  hundred  and  thirty-eight 
days;  this  decays  to  radium  G,  a stable  isotope  of 
lead.  Accordingly,  the  failure  to  detect  radiation 
twenty-five  years  after  the  radon  seeds  were  im- 
planted is  due  to  extremely  low  activity,  if  not  to 
complete  absence.  The  patient  had  not  received 
any  further  therapeutic  ionizing  radiation  since 
the  implantation  of  the  radon  seeds.  The  tissue 
damage  did  progress,  however,  as  is  true  of  all  ra- 


diation-damaged areas.  Radiation  damage  is  pro- 
gressive even  without  subsequent  exposure  to  ion- 
izing radiation  or  ultraviolet  light.  Of  course, 
skin  which  has  been  exposed  to  therapeutic  doses 
of  ionizing  radiation  will  suffer  even  more  rapid 
damage,  with  further  exposure  to  subsequent  ion- 
izing radiation  or  ultraviolet  light. 

The  malignant  potentiality  of  radiation  derma- 
titis is  well  known.  In  an  extensive  study  of  ra- 
diation dermatitis  by  Conway  and  Hugo,1  no  case 
is  mentioned  in  which  radon  seeds  were  the  source 
of  radiation.  Thirty-six  per  cent  of  63  patients 
who  received  radiation  either  as  therapy  to  benign 
lesions  or  by  accident  showed  subsequent  malig- 
nant growths.  They  also  made  the  common  ob- 
servation that  it  takes  many  years  for  radiation 
dermatitis  malignant  tumors  to  develop.  It  must 
be  explained  to  patients  that  radiation  scars  get 
worse  with  time,  and  they  must  stay  under  peri- 
odic observation.  Other  authors  found  a latent 
period  of  4.8  years  from  exposure  to  malignant 
growth.2  In  the  Conway  and  Hugo1  study,  the  la- 
tent period  from  exposure  to  malignant  growth 
varies  from  one  and  one-half  to  forty-three  years, 
with  an  average  of  approximately  twenty-five 
years.  The  latent  period  of  malignant  growth  is 
probably  longer  now  than  it  was  early  in  the  his- 
tory of  radiation  dermatitis,  since  the  doses  used 
now  are  probably  smaller.  The  main  point  to  em- 
phasize is  that  there  are  degenerative  tissue 
changes  of  radiation  dermatitis  and  it  is  a fallacy 
to  assume  that  if  there  is  no  malignant  degenera- 
tion after  a given  number  of  years  there  never  will 
be;  it  is  usually  quite  the  opposite. 

The  treatment  of  patients  with  radiation 
dermatitis  includes  close  clinical  scrutiny  and  sur- 
veillance for  the  rest  of  their  lives;  whenever  there 
is  clinical  evidence  of  tissue  breakdown,  surgical 
removal  and  histopathologic  evaluation  are  neces- 
sary. Frank  malignant  growths  are  to  be  treated 
with  surgical  extirpation.  In  addition,  these  pa- 
tients must  be  taught  to  avoid  ultraviolet  expo- 
sure and  further  ionizing  radiation. 

440  East  57th  Street 
New  York,  N.Y.  10022 

(DR.  AUERBACH) 
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Moses,  son  of  Maimon  (Rambam  in  Hebrew, 
Abu  Imran  Musa  Ibn  Maimun  in  Arabic,  and 
Maimonides  in  Greek),  was  born  in  Cordova, 
Spain,  on  March  30,  1135,  corresponding  to  Pass- 
over  eve  of  the  Hebrew  year  4895.  His  ancestry 
could  be  traced  back  to  the  royal  house  of  King 
David  of  Israel.  Maimonides’  mother  died  in 
childbirth,  and  consequently  his  father,  Dayan 
(judge)  Maimon,  reared  him.  Persecution  by  the 
Almohades,  a fanatical  group  from  North  Africa, 
forced  the  Maimon  family  to  flee  Cordova  in  the 
year  1148.  Maimonides  was  thirteen  years  old. 
The  family  wandered  through  southern  Spain 
and  northern  Africa  for  the  next  ten  years  and  fi- 
nally settled  in  Fez,  Morocco,  in  1158. 

Little  is  known  of  Maimonides’  early  life  and 
medical  education.  It  is  likely  that  he  studied 
medicine  in  Morocco  since  in  his  book  of  drugs 
which  we  will  soon  describe,  Maimonides  refers 
over  one  hundred  times  to  medical  men  of  the 
west  and  extreme  west  (that  is,  Mohammedan) 
but  only  rarely  alludes  to  Spanish  or  Andalusian 
physicians.  Furthermore,  at  the  end  of  the  book 
on  asthma,  Maimonides  cites  two  physicians  who 
were  acquaintances  of  his  and  who  practiced  med- 
icine in  Fez. 

Maimonides  must  have  been  an  avid  reader 
since  his  medical  writings  show  a profound  knowl- 
edge of  Greek  and  Moslem  medical  works.  Hip- 
pocrates, Galen,  and  Aristotle  were  his  Greek 
medical  inspirations,  and  Rhazes  of  Persia,  A1 
Farabi  of  Turkey,  Ibn  Zuhr,  and  Avenzoar  are 
Moslem  authors  frequently  quoted  by  Maimon- 
ides. 

The  Maimon  family  left  Morocco  in  1165,  trav- 
eled to  Palestine,  landing  in  Acco,  and  from  there 
to  Egypt,  where  they  settled  in  Fostat,  old  Cairo. 
Maimonides  turned  to  medicine  as  a livelihood 
only  after  the  death  of  his  father  in  1166  and  the 
death  of  his  brother  in  a shipwreck  shortly  there- 
after. Maimonides  was  left  with  his  brother’s 


wife  and  children  to  support;  after  a year’s  illness 
following  his  father’s  death,  he  entered  into  the 
practice  of  medicine.  In  1174,  at  age  thirty-nine, 
he  was  appointed  court  physician  to  Vizier  Alfad- 
hal,  regent  of  Egypt  during  the  absence  of  the  sul- 
tan, Saladin  the  Great,  who  was  fighting  in  the 
Crusades  in  Palestine.  It  was  at  this  time  that 
Richard  the  Lionhearted,  also  fighting  in  the  Cru- 
sades, is  reported  to  have  invited  Maimonides  to 
become  his  personal  physician,  an  offer  which 
Maimonides  declined.  His  reputation  as  a physi- 
cian grew  in  Egypt  and  neighboring  countries,  and 
his  fame  as  theologian  and  philospher  became 
worldwide. 

In  1193,  Saladin  died,  and  his  eldest  son,  A1 
Afdal  Nur  ad  Din  Ali,  a playboy,  succeeded  him. 
As  a result,  Maimonides’  medical  duties  became 
even  heavier  as  described  in  the  famous  letter  he 
wrote  to  his  friend,  disciple,  and  translator, 
French  Rabbi  Samul  Ibn  Tibbon,  in  the  year 
1199: 

...  I live  in  Fostat  and  the  Sultan  resides  in  Cairo; 
these  two  places  are  two  Sabbath  limits  (marked  off 
areas  around  a town  within  which  it  is  permitted  to 
move  on  the  Sabbath;  approximately  one  and  one- 
half  miles)  distant  from  each  other.  My  duties  to 
the  Sultan  are  very  heavy.  I am  obliged  to  visit  him 
every  day,  early  in  the  morning,  and  when  he  or  any 
of  his  children  or  concubines  are  indisposed,  I cannot 
leave  Cairo  but  must  stay  during  most  of  the  day  in 
the  palace.  It  also  frequently  happens  that  one  or 
two  of  the  officers  fall  sick  and  I must  attend  to  their 
healing.  Hence,  as  a rule,  every  day,  early  in  the 
morning  I go  to  Cairo  and,  even  if  nothing  unusual 
happens  there,  I do  not  return  to  Fostat  until  the  af- 
ternoon. Then  I am  famished  but  I find  the  ante- 
chambers filled  with  people,  both  Jews  and  Gentiles, 
nobles  and  common  people,  judges  and  policemen, 
friends  and  enemies, — a mixed  multitude  who  await 
the  time  of  my  return. 

I dismount  from  my  animal,  wash  my  hands,  go 
forth  to  my  patients,  and  entreat  them  to  bear  with 
me  while  I partake  of  some  light  refreshment,  the 
only  meal  I eat  in  twenty-four  hours.  Then  I go  to 
attend  to  my  patients  and  write  prescriptions  and  di- 
rections for  their  ailments.  Patients  go  in  and  out 
until  nightfall,  and  sometimes,  even  as  the  Torah  is 
my  faith,  until  two  hours  and  more  into  the  night.  I 
converse  with  them  and  prescribe  for  them  even 
while  lying  down  from  sheer  fatigue.  When  night 
falls,  I am  so  exhausted  that  I can  hardly  speak. 

In  consequence  of  this,  no  Israelite  can  converse 
with  me  or  befriend  me  (on  religious  or  community 
matters)  except  on  the  Sabbath.  On  that  day,  the 
whole  congregation,  or  at  least  the  majority,  comes 
to  me  after  the  morning  service,  when  I instruct 
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them  as  to  their  proceedings  during  the  whole  week. 
We  study  together  a little  until  noon,  when  they  de- 
part. Some  of  them  return  and  read  with  me  after 
the  afternoon  service  until  evening  prayers.  In  this 
manner,  I spend  the  days.  I have  here  related  to  you 
only  a part  of  what  you  would  see  if  you  were  to  visit 
me  . . . 

Maimonides  was  also  the  spiritual  leader  of  the 
Jewish  community  of  Egypt.  At  age  thirty-three, 
in  the  year  1168,  shortly  after  settling  in  Fostat, 
he  completed  his  first  major  work,  the  Commen- 
tary on  the  Mishnah.  In  1178,  ten  years  later,  his 
magnum  opus,  the  Mishneh  Torah,  was  finished. 
This  monumental  work  is  a 14-book  compilation 
of  all  Biblical  and  Talmudic  law  and  remains  a 
classic  to  this  day.  In  1190,  Maimonides’  great 
philosophical  masterpiece,  the  Guide  for  the  Per- 
plexed, was  completed. 

Maimonides  died  on  December  13,  1204  (Te- 
beth  20,  4965,  in  the  Hebrew  calendar)  and  was 
buried  in  Tiberias.  Legend  relates  that  Maimon- 
ides’  body  was  placed  on  a donkey  and  the  animal 
set  loose.  The  donkey  wandered  and  wandered 
and  finally  stopped  in  Tiberias.  That  is  the  site 
where  the  great  Maimonides  (Rambam)  was  bur- 
ied. 

Writings 

Maimonides  was  a prolific  writer.  We  have  al- 
ready mentioned  his  famous  trilogy,  the  Commen- 
tary on  the  Mishnah,  the  Mishneh  Torah,  and  the 
Guide  for  the  Perplexed.  Each  of  these  works 
alone  would  have  indelibly  recorded  Maimonides’ 
name  for  posterity.  However,  in  addition  to 
these,  he  also  wrote  a Book  on  Logic  ( Ma’amar 
Hahigayon),  a Book  of  Commandments  ( Sefer 
Hamitzvoth),  an  Epistle  to  Yemen  (Iggereth 
Hashmad),  a Treatise  on  Resurrection  ( Ma'amar 
Techiyath  Hamethim ),  commentaries  on  several 
tractates  of  the  Talmud,  and  over  600  responsa. 
Several  additional  works  including  the  so-called 
Prayer  of  Maimonides1  are  attributed  to  him  but 
are  in  fact  spurious. 

Over  and  above  all  the  books  we  have  just  enu- 
merated, Maimonides  also  wrote  ten  medical 
works.2  The  following  is  a brief  examination  and 
analysis  of  these  medical  writings.  The  first  is 
called  Extracts  from  Galen.  Galen’s  medical 
writings  consist  of  over  500  books  and  required 
two  volumes  just  to  catalog  and  index  them  all. 
Maimonides,  therefore,  extracted  what  he  con- 
sidered the  most  important  of  Galen’s  pronounce- 
ments and  compiled  them  verbatim  in  a small 
work  which  was  intended  primarily  for  the  use  of 
students  of  Greek  medicine.  This  work,  as  all  of 
Maimonides’  medical  books,  was  originally  writ- 
ten in  Arabic.  No  complete  Arabic  manuscript 
exists  today,  but  several  Hebrew  manuscript 
translations  are  available.  This  work  has  never 
been  published  in  any  language,  but  excerpts 


therefrom  in  both  English  and  Hebrew  appeared 
recently  in  a Hebrew  periodical.3 

The  second  of  Maimonides’  medical  writings  is 
the  commentary  on  the  Aphorisms  of  Hippocrates. 
The  famous  aphorisms  of  Hippocrates  were  trans- 
lated from  the  Greek  into  Arabic  by  Hunain  Ibn 
Yitzchak  in  the  ninth  century.  Maimonides 
wrote  his  commentary  on  this  translation.  Two 
incomplete  Arabic  manuscripts  exist.  A good  me- 
dieval translation  into  Hebrew  was  made  by 
Moses  ben  Samuel  Ibn  Tibbon.  In  this  work, 
Maimonides  strongly  criticizes  both  Hippocrates 
and  Galen  where  either  of  these  Greeks  differ  from 
his  own  views.  For  example,  in  chapter  five,  Hip- 
pocrates is  quoted  as  having  said  “a  boy  is  born 
from  the  right  ovary,  a girl  from  the  left,”  to 
which  Maimonides  remarks  “A  man  should  be  ei- 
ther prophet  or  genius  to  know  this.”  The  intro- 
duction to  this  work  was  edited  in  the  original  Ar- 
abic with  two  Hebrew  and  one  German  transla- 
tions by  Steinschneider  in  1894. 4 The  entire  work 
was  published  by  Hasida  in  19355  and  again  in  a 
definitive  edition  by  Muntner  in  1961. 6 Recently, 
Bar  Sela  and  Hoff7  have  published  Maimonides’ 
interpretation  of  the  first  aphorism  of  Hippocra- 
tes. This  is  the  famous  aphorism  which  has  been 
called  the  motto  or  credo  of  the  art  of  medicine: 
“Life  is  short,  and  the  art  long,  the  occasion 
fleeting,  experience  falacious,  and  judgment  diffi- 
cult. The  physician  must  not  only  be  prepared  to 
do  what  is  right  himself,  but  must  also  make  the 
patient,  the  attendant,  and  the  externals  cooper- 
ate.” 

The  third  of  Maimonides’  medical  works  is  the 
Medical  Aphorisms  of  Moses  ( Pirke  Moshe  Bire- 
fuah)  and  is  the  most  voluminous  of  all.  This 
book  is  comprised  of  1,500  aphorisms  based  main- 
ly on  Greek  medical  writers.  There  are  25  chap- 
ters each  dealing  with  a different  area  of  medicine 
including  anatomy,  physiology,  pathology, 
symptomatology  and  diagnosis,  etiology  of  disease 
and  therapeutics,  fevers,  blood-letting  or  phlebo- 
tomy, laxatives  and  emetics,  surgery,  gynecology, 
hygiene,  exercise,  bathing,  diet,  drugs,  and  medi- 
cal curiosities.  A complete  Arabic  original  manu- 
script exists  in  the  Gotha  library  in  East  Germa- 
ny. A Hebrew  translation  was  made  in  the  thir- 
teenth century  and  published  in  Lemberg,  Poland, 
in  1834  and  again  in  Vilna  in  1888. 8 The  defini- 
tive Hebrew  edition  is  that  of  Muntner  dated 
1959. 9 Maimonides’  aphorisms  were  also  trans- 
lated into  Latin  in  the  thirteenth  century  and  ap- 
peared as  an  incunabulum  in  Bologne  in  1489  and 
again  in  Venice  in  1497,  followed  by  numerous 
printed  Latin  editions.  Only  small  fragments  of 
this  work  have  ever  appeared  in  a Western  lan- 
guage.10-13 A complete  English  version  by  Rosner 
and  Muntner14  was  recently  published  in  two  vol- 
umes and  a second  printing  in  press. 14a 

A few  excerpts  from  this  most  important  work 
will  give  the  reader  the  flavor  of  Maimonidean 
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medical  thinking.  Maimonides  speaks  of  cerebro- 
vascular disease:  “one  can  prognosticate  regard- 

ing a stroke,  called  apoplexy.  If  the  attack  is  se- 
vere, then  he  will  certainly  die,  but  if  it  is  minor, 
then  cure  is  possible,  though  difficult  . . . the 
worst  situation  that  can  occur  following  a stroke  is 
the  complete  irreversible  suppression  of  respira- 
tion . . . .” 

Maimonides  seems  to  be  describing  diabetes 
when  he  states:  “Individuals  in  whom  sweet 

white  (humor)  occurs  are  very  somnolent  (?hyper- 
glycemia).  To  those  who  have  an  excess  of  sour 
white  (humor),  hunger  occurs,  then  they  will  be- 
come extremely  thirsty.  When  this  white  liquid 
will  be  neutralized,  then  the  thirst  will  disap- 
pear.” Maimonides  explains  that  diabetes  mel- 
itus  was  seldom  seen  in  “cold”  Europe,  whereas  it 
was  frequently  encountered  in  “warm”  Africa. 
He  also  reports  this  disease  to  be  associated  with 
the  imbibition  of  sweet  water  of  the  Nile.  There 
follows  the  English  translation  of  this  most  impor- 
tant aphorism,  number  69,  from  the  eighth  chap- 
ter: “Moses  says:  I too  have  not  seen  it  in  the 

West  (Spain,  where  Maimonides  was  born  and/or 
Morocco  where  he  fled  from  the  persecution  of  the 
Almohades)  nor  did  any  one  of  my  teachers  under 
whom  I studied  mention  that  they  had  seen  it  (di- 
abetes). However,  here  in  Egypt,  in  the  course  of 
approximately  ten  years,  I have  seen  more  than 
twenty  people  who  suffered  from  this  illness. 
This  brings  one  to  the  conclusion  that  this  illness 
occurs  mostly  in  warm  countries.  Perhaps  the 
waters  of  the  Nile,  because  of  their  sweetness, 
may  play  a role  in  this.” 

A very  accurate  description  of  obstructive 
emphysema  is  provided  during  a lengthy  discus- 
sion of  respiratory  disease  . . reason  (for  respira- 
tory embarrassment)  is  narrowing  of  the  organs  of 
respiration,  then  the  breast  will  be  seen  to  greatly 
expand. 

This  expansion  will  produce  rapid  and  cut  off 
(respirations)  . . . .” 

Clubbing  of  the  fingers  associated  with  pulmo- 
nary disease  is  beautifully  depicted:  “With  an  ill- 
ness affecting  the  lungs  called  ‘hasal,’  namely 
phthisis,  there  develops  rounding  of  the  nail  as  a 
rainbow.”  The  signs  and  symptoms  of  pneumo- 
nia are  remarkably  accurately  described:  “The 

basic  symptoms  which  occur  in  pneumonia  and 
which  are  never  lacking  are  as  follows:  acute 

fever,  sticking  (pleuritic)  pain  in  the  side;  short 
rapid  breaths,  serrated  pulse  and  cough  mostly 
(associated)  with  sputum  . . . .”  Hepatitis  is  just 
as  beautifully  described:  “The  signs  of  liver  in- 
flammation are  eight  in  number  as  follows:  high 

fever,  thirst,  complete  anorexia,  a tongue  which  is 
initially  red  and  then  turns  black,  biliary  vomitus, 
initially  yellow  egg  yolk  in  color  which  later  turns 
dark  green,  pain  on  the  right  side  which  ascends 
up  to  the  clavicle  ....  Occasionally  a mild  cough 
may  occur  and  a sensation  of  heaviness  which  is 


first  felt  on  the  right  side  and  then  spreads  widely 

So  much  for  the  Medical  Aphorisms  of  Moses. 

The  fourth  of  Maimonides’  medical  writings  is 
his  Treatise  on  Hemorrhoids.  This  work  was 
written  for  a nobleman  as  Maimonides  describes 
in  the  introduction,  probably  a member  of  the  sul- 
tan’s family.  There  are  seven  chapters  dealing 
with  normal  digestion,  foods  harmful  to  patients 
with  hemorrhoids,  beneficial  foods,  and  general 
and  local  therapeutic  measures  such  as  sitz  baths, 
oils,  and  fumigations.  Maimonides  disapproves  of 
bloodletting  or  surgery  for  hemorrhoids  except  in 
very  severe  cases.  Maimonides’  whole  approach 
to  the  problem  seems  to  bespeak  a modern  medi- 
cal trend.  The  Treatise  on  Hemorrhoids  was  first 
published  by  Kroner  in  191 115  in  Arabic,  Hebrew, 
and  German.  A good  general  description  of  the 
work  in  English  appeared  in  1927  by  Bragman.16 
The  definitive  Hebrew  edition  is  that  of  Muntner 
dated  1965, 17  and  an  English  translation  of  the  en- 
tire work  has  been  published  by  Rosner  and 
Muntner.18 

In  the  introduction  to  this  work,  Maimonides 
describes  the  reason  for  writing  it. 

There  was  a youth,  (descended)  from  knowledge- 
able, intelligent,  and  comprehending  forebears,  from 
a prominent  and  renowned  family,  distinguished  and 
charitable  and  of  great  means,  in  whom  the  affliction 
of  hemorrhoids  occurred  at  the  mouth  of  the  rectum, 
that  interested  me  in  his  problem  and  placed  the 
task  (of  healing  them)  upon  me.  These  irritated 
him  on  some  occasions  and  he  treated  them  in  the 
customary  therapeutic  manner  until  the  pain  subsid- 
ed and  the  prolapsed  rectum  (literally:  excesses 

that  protruded)  became  reduced  and  returned  to  the 
interior  of  the  body  so  that  his  (bodily)  functions  re- 
turned to  normal.  Because  this  (illness)  recurred 
many  times,  he  considered  having  them  extirpated  in 
order  to  uproot  this  malady  from  its  source  so  that  it 
not  return  again.  I informed  him  of  the  danger  in- 
herent in  this  in  that  it  is  not  clear  if  these  hemor- 
rhoids (literally:  additions)  are  of  the  variety  which 

should  be  excised  or  not,  since  there  are  people  in 
whom  they  have  once  been  (surgically)  extirpated 
and  in  whom  other  hemorrhoids  develop.  This  is 
because  the  causes  which  gave  rise  to  the  original 
ones  remained  and  therefore  new  ones  develop. 

Here  Maimonides  provides  an  insight  into  the 
etiology  of  disease  in  general  in  that  he  regards 
operative  excision  of  hemorrhoids  with  skepticism, 
because  surgery  does  not  remove  the  underlying 
causes  which  produce  the  hemorrhoids  in  the  first 
place. 

The  fifth  work  is  Maimonides’  Treatise  on  Sex- 
ual Intercourse  written  for  the  nephew  of  Saladin, 
the  Sultan  al  Muzaffar  Umar  Ibn  Nur  Ad-Din. 
The  sultan  indulged  heavily  in  sexual  activities 
and  asked  Maimonides,  his  physician,  to  aid  him 
in  increasing  his  sexual  potential.  The  work  con- 
sists mainly  of  recipes  of  foods  and  drugs  which 
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are  either  aphrodisiac  or  antiaphrodisiac  in  their 
actions.  Maimonides  advises  moderation  in  sex- 
ual intercourse  and  describes  the  physiology  of 
sexual  temperaments.  There  are  two  versions  to 
this  book,  a short  authentic  and  a longer  spurious 
version.  Both  were  first  edited  and  published  by 
Kroner  in  190619  in  Hebrew  and  German.  Ten 
years  later.  Kroner20  published  the  true  short  ver- 
sion from  the  original  Arabic  manuscript  in  Gra- 
nada. An  Italian  edition  appeared  in  I960,21  and 
English22  and  Spanish23  translations  were  pub- 
lished in  1961.  The  definitive  Hebrew  edition  of 
both  authentic24  and  spurious25  versions  of 
Maimonides’  book  on  sex  is  that  of  Muntner 
dated  1965. 24  A new  English  translation  of  the 
true  work  has  been  prepared  by  Rosner  and 
is  in  press,  together  with  excerpts  on  sex  from 
Maimonides  other  medical  and  nonmedical 
works.243 

The  sixth  medical  book  of  Moses  Maimonides  is 
his  Discourse  on  Asthma.  The  patient  for  whom 
this  book  is  written  suffers  from  violent  headaches 
which  prevent  him  from  wearing  a turban.  The 
patient’s  symptoms  begin  with  a common  cold, 
especially  in  the  rainy  season,  forcing  him  to  gasp 
for  air  until  phlegm  is  expelled.  The  patient  asks 
whether  a change  of  climate  might  be  beneficial. 
Maimonides  in  13  chapters,  explains  the  rules  of 
diet  and  climate  in  general  and  those  rules  specifi- 
cally suited  for  asthmatic  patients.  He  outlines 
the  recipes  of  food  and  drugs  and  describes  the 
various  climates  of  the  middle  east.  He  states 
that  the  dry  Egyptian  climate  is  efficacious  for 
sufferers  from  this  disease  and  warns  against  the 
use  of  very  powerful  remedies.  Several  Arabic, 
Hebrew,  and  Latin  manuscripts  exist.26  The  first 
critical  edition  of  this  work  appeared  in  Hebrew  in 
1940,  edited  by  Muntner.27  Additional  manu- 
scripts became  available  after  World  War  II,  and 
a corrected,  improved,  and  revised  second  Hebrew 
edition  appeared  in  1963. 28  Only  300  copies  of 
this  edition  were  printed,  and  thus  a third  edition 
was  published  by  Muntner  in  1965. 29  An  English 
version  of  Maimonides’  book  on  asthma  was  pub- 
lished in  196330  and  a French  translation  in  1965. 31 

The  last  chapter  of  this  work  deals  with  concise 
admonitions  and  aphorisms  which  Maimonides 
considered  “useful  to  any  man  desirous  of  preserv- 
ing his  health  and  administering  to  the  sick.” 
The  chapter  begins  as  follows:  “The  first  thing 

to  consider  ...  is  the  provision  of  fresh  air,  clean 
water,  and  a healthy  diet.”  Fresh  air  is  described 
in  some  detail: 

. . . City  air  is  stagnant,  turbid  and  thick,  the  nat- 
ural result  of  its  big  buildings,  narrow  streets,  the 
refuse  of  its  inhabitants  . . . one  should  at  least 
choose  for  a residence  a wide-open  site  . . . living 
quarters  are  best  located  on  an  upper  floor  . . . and 
ample  sunshine  ....  Toilets  should  be  located  as  far 
as  possible  from  living  rooms.  The  air  should  be 
kept  dry  at  all  times  by  sweet  scents,  fumigation, 
and  drying  agents.  The  concern  for  clean  air  is  the 


foremost  rule  in  preserving  the  health  of  one’s  body 
and  soul. 

Let  our  air  pollution  control  programmers  take 
cognizance  of  Maimonides’  prophetic  statements 
nearly  800  years  ago. 

The  seventh  medical  work  of  Maimonides  is  his 
Treatise  on  Poisons  and  Their  Antidotes.  This 
book  is  one  of  the  most  interesting  and  popular 
works  because  it  is  very  scientific  and  modern  in 
its  approach.  It  was  used  as  a textbook  of 
toxicology  throughout  the  middle  ages.  The  book 
was  written  at  the  request  of  Maimonides’  noble 
protector,  the  Grand  Vizier  and  Supreme  Judge 
A1  Fadhil,  who,  in  1199,  asked  Maimonides  to 
write  a treatise  on  poisons  for  the  layman  by 
which  to  be  guided  before  the  arrival  of  a physi- 
cian. In  the  introduction,  Maimonides  praises  A1 
Fadhil  and  his  feats  in  war  and  peace.  He  men- 
tions A1  Fadhil’s  orders  to  import  from  distant 
lands  ingredients  lacking  in  Egypt  but  necessary 
for  the  preparation  of  two  antidotes  against  poi- 
sonings, the  “great  theriaca”  and  the  “electuary 
of  Mithridates.” 

The  first  section  of  the  book  deals  with  snake 
and  dog  bites  and  with  scorpion,  bee,  wasp,  and 
spider  stings.  The  first  chapter  concerns  the  con- 
duct of  the  victim  in  general.  Thus  Maimonides 
states  as  follows: 

When  someone  is  bitten,  immediate  care  should  be 
taken  to  tie  the  spot  above  the  wound  as  fast  as  pos- 
sible to  prevent  the  poison  from  spreading  through- 
out the  body;  in  the  meantime,  another  person 
should  make  cuts  with  a black  lancet  directly  above 
the  wound,  suck  vigorously  with  his  mouth  and  spit 
out.  Before  doing  that,  it  is  advisable  to  disinfect 
the  mouth  with  olive  oil,  or  with  spirit  in  oil  .... 
Care  should  be  taken  that  the  sucking  person  has 
no  wound  in  his  mouth,  or  rotten  teeth  . . . should 
there  be  no  man  available  to  do  the  sucking,  cup- 
ping-glasses should  be  applied,  with  or  without  fire; 
the  heated  ones  have  a much  better  effect  because 
they  combine  the  advantages  of  sucking  and  cauter- 
izing at  the  same  time  ....  Then  apply  the  great 
theriac  . . . Apply  to  the  wound  some  medicine  which 
should  draw  the  poison  out  of  the  body. 

In  his  book  on  poisons,  Maimonides  also  de- 
scribes the  long  incubation  period  for  rabies  (up  to 
forty  days).  Numerous  Arabic,  Hebrew,  and 
Latin  manuscripts  are  extant.32  A German  trans- 
lation was  published  in  1873  by  Steinschneider.33 
A French  translation  appeared  in  1865  by  Rabbi- 
nowicz  and  was  reprinted  in  1935. 34  An  English 
translation  of  Steinschneider’s  German  version  is 
that  of  Bragman  in  1926. 35  The  definitive  Hebrew 
edition  of  Muntner  appeared  in  1942, 36  and  Munt- 
ner’s  English  version  was  published  in  1966.37 

The  eighth  book  is  the  Regimen  of  Health  ( Reg- 
imen Sanitatis).  Maimonides  wrote  it  in  1198 
during  the  first  year  of  the  reign  of  Sultan  A1 
Malik  A1  Afdal,  eldest  son  of  Saladin  the  Great. 
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The  sultan  was  a frivolous  and  pleasure-seeking 
man  of  thirty,  subject  to  fits  of  melancholy  or  de- 
pression due  to  his  excessive  indulgences  in  wine 
and  women  and  his  warlike'  adventures  against  his 
own  relatives  and  in  the  Crusades.  He  com- 
plained to  his  physician  of  constipation,  dejection, 
bad  thoughts,  and  indigestion.  Maimonides  an- 
swered his  royal  patient  in  four  chapters.  The 
first  chapter  is  a brief  abstract  on  diet  taken 
mostly  from  Hippocrates  and  Galen.  The  second 
chapter  deals  with  advice  on  hygiene,  diet,  and 
drugs  in  the  absence  of  a physician.  The  third 
extremely  important  chapter  contains  Maimon- 
ides’ concept  of  “a  healthy  mind  in  a healthy 
body,”  perhaps  the  first  description  of  psychoso- 
matic medicine.  He  indicates  that  the  physical 
well-being  of  a person  is  dependent  on  his  mental 
well-being  and  vice  versa.  The  final  chapter  sum- 
marizes his  prescriptions  relating  to  climate,  do- 
micile, occupation,  bathing,  sex,  wine  drinking, 
diet,  and  respiratory  infections. 

The  whole  treatise  on  the  Regimen  of  Health  is 
short  and  concise  but  to  the  point.  This  is  the 
reason  for  its  great  success  and  popularity 
throughout  the  years.  It  is  extant  in  numerous 
manuscripts.  A Hebrew  translation  from  the 
original  Arabic  was  made  by  Moses  ben  Samuel 
Ibn  Tibbon  in  1244  and  this  version  was  reprinted 
several  times  in  the  nineteenth  century  (Prague 
1838,  Jerusalem,  1885,  Warsaw  1886).  Two  Latin 
translations  were  made  in  the  thirteenth  century. 
Several  fifteenth  century  incunabulae  and  six- 
teenth century  editions  of  these  Latin  versions 
exist.  A French  translation  by  Carcousse38  ap- 
peared in  1887  in  Algiers.  The  Arabic  text  with 
German  and  Hebrew  translations  was  published 
by  Kroner  in  1925, 39  although  he  had  already  pub- 
lished the  all-important  chapter  3 dealing  with 
psychosomatic  medicine  eleven  years  earlier  in 
1914. 40  An  English  translation  of  chapter  3 by 
Bragman  appeared  in  1925. 41  The  definitive  He- 
brew edition  is  that  of  Muntner  dated  1957. 42 
Two  English  translations  of  the  entire  work  were 
published:  in  1958  by  Gordon43  and  1964  by  Bar 
Sela,  Hoff,  and  Faris.44  Another  German  transla- 
tion by  Muntner  appeared  in  1966. 45  These  nu- 
merous editions  in  many  languages  attest  to  the 
importance  and  popularity  of  Maimonides’  Regi- 
men of  Health. 

The  ninth  medical  writing  of  Maimonides  is  the 
Discourse  on  the  Explanation  of  Fits.  This  work 
has  been  called  Maimonides’  swan  song  since  it 
probably  is  the  last  of  his  medical  works,  having 
been  written  in  the  year  1200,  four  years  before  his 
death.  It  was  also  written  for  the  Sultan  A1 
Malik  A1  Afdal  and  is  sometimes  considered  to 
represent  chapter  5 of  the  Regimen  of  Health. 
The  sultan  persisted  in  his  overindulgences  and 
wrote  to  Maimonides,  who  was  himself  ill,  asking 
advice  about  his  health.  Maimonides  confirms 
most  of  the  prescriptions  of  the  sultan’s  other 


physicians  regarding  wine,  laxatives,  bathing,  ex- 
ercise, and  the  like,  and  near  the  end,  gives  a very 
detailed  hour-by-hour  regimen  for  the  daily  life  of 
the  sultan.  The  original  Arabic  was  edited  and 
published  with  Hebrew  and  German  translations 
by  Kroner  in  1928. 46  English  editions  by  Bar 
Sela,  Hoff,  and  Faris  appeared  in  196444  and  Ros- 
ner  and  Muntner  in  196918;  another  German  ver- 
sion by  Muntner  in  196645  and  another  Hebrew 
edition  by  Muntner  in  196947  are  available. 

The  final  authentic  medical  book  of  Maimon- 
ides is  the  Glossary  of  Drug  Names.  This  work 
was  discovered  very  recently  by  Max  Meyerhof,  an 
Egyptian  ophthalmologist,  in  the  Aya  Sofia  li- 
brary in  Istanbul,  Turkey,  as  Arabic  manuscript 
number  3711.  Meyerhof48  edited  the  original  Ara- 
bic and  provided  a French  translation  which  he 
published  in  1940  in  Cairo.  A Hebrew  edition  by 
Muntner47  appeared  in  1969,  and  an  English 
translation  by  Rosner  is  in  preparation.  The 
work  is  essentially  a pharmacopoeia  and  consists 
of  405  short  paragraphs  containing  names  of  drugs 
in  Arabic,  Greek,  Syrian,  Persian,  Berber,  and 
Spanish. 

Conclusion 

In  summary,  Maimonides’  medical  writings  are 
varied,  comprising  extracts  from  Greek  medicine, 
a series  of  monographs  on  health  in  general  and 
several  diseases  in  particular,  and  a recently  dis- 
covered pharmacopoeia  demonstrating  Maimon- 
ides’ extensive  knowledge  of  Arabic  medical  liter- 
ature and  his  familiarity  with  several  languages. 
Some  people  feel  that  Maimonides’  medical  writ- 
ings are  not  as  original  as  his  theological  and  phil- 
osophical writings.  However,  his  medical  works 
demonstrate  the  same  lucidity,  conciseness,  and 
formidable  powers  of  systematization  and  organi- 
zation that  were  characteristic  of  all  his  writings. 
The  Book  on  Poisons,  the  Regimen  of  Health, 
and  the  Medical  Aphorisms  of  Maimonides  be- 
came classics  in  their  fields  in  medieval  times. 

I would  like  to  conclude  by  citing  a paragraph 
from  my  first  article  on  Maimonides49: 


Maimonides  died  on  December  13,  1204  (Tebet  20, 
4965,  in  the  Jewish  calendar),  and  was  buried  in  Ti- 
berias, Palestine,  at  his  own  request.  The  Christian, 
Moslem,  and  Jewish  worlds  mourned  him.  His  liter- 
ary ability  was  incredible  and  his  knowledge  encyclo- 
pedic. He  mastered  nearly  everything  known  in  the 
fields  of  theology,  mathematics,  law,  philosophy,  as- 
tronomy, ethics,  and,  of  course,  medicine.  As  a phy- 
sician, he  treated  disease  by  the  scientific  method, 
not  by  guesswork,  superstition,  or  rule  of  thumb. 
His  attitude  toward  the  practice  of  medicine  came 
from  his  deep  religious  background,  which  made  the 
preservation  of  health  and  life  a divine  command- 
ment. His  inspiration  lives  on  through  the  years, 
and  his  position  as  one  of  the  medical  giants  of  histo- 


September  1 , 1973  / New  York  State  Journal  of  Medicine  2189 


ry  is  indelibly  recorded.  He  was  physician  to  sultans 
and  princes,  and  as  Sir  William  Olser  said,  “He  was 
Prince  of  Physicians.”  The  heritage  of  his  great 
medical  writings  is  being  more  and  more  appreciat- 
ed. To  the  Jewish  people  he  symbolized  the  highest 
spiritual  and  intellectual  achievement  of  man  on  this 
earth;  as  so  aptly  stated,  “From  Moses  to  Moses 
there  never  arose  a man  like  Moses,  and  none  has 
since.” 

82-68  164th  Street 
Jamaica,  New  York  11432 
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Obituaries 


Max  Bachenheimer,  M.D.,  of  The  Bronx  and  New  York 
City,  died  on  May  25  at  the  age  of  eighty-two.  Dr. 
Bachenheimer  received  his  medical  degree  from  the 
University  of  Gottingen  in  1916.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Benjamin  M.  Becker,  M.D.,  of  Brooklyn,  died  on  June 
2 at  the  age  of  eighty-nine.  Dr.  Becker  graduated  in  1910 
from  Long  Island  College  Hospital.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Blinder,  M.D.,  of  Brooklyn,  died  on  July  4 at 
the  age  of  eighty-seven.  Dr.  Blinder  graduated  in  1911 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Girolamo  Bonaccolto,  M.D.,  of  New  York  City,  died 
on  July  21  at  the  age  of  seventy-five.  Dr.  Bonaccolto 
received  his  medical  degree  from  the  University  of  Rome 
in  1926.  He  was  director  of  ophthalmologic  surgery 
emeritus  at  St.  Clare’s  Hospital,  a consulting  ophthal- 
mologist at  Manhattan  Eye,  Ear  and  Throat,  Kings 
Park  State,  and  Columbus  Hospitals,  and  an  attending 
ophthalmologist  at  University  and  Bellevue  Hospitals. 
Dr.  Bonaccolto  was  a Diplomate  of  the  American  Board 
of  Ophthalmology,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of 
Compensation  Medicine,  Inc.,  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Pan  Ameri- 
can Association  of  Ophthalmology,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  Ophthalmology  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Morris  Chamurich,  M.D.,  of  Peekskill,  died  in  April  at 
the  age  of  sixty-eight.  Dr.  Chamurich  graduated  in  1930 
from  the  University  of  Edinburgh  Faculty  of  Medicine. 
He  was  a member  of  the  Westchester  Academy  of  Med- 
icine, the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  M.  Greene,  M.D.,  of  Utica,  died  on  July  23  at 
the  age  of  eighty-one.  Dr.  Greene  graduated  in  1918 
from  Syracuse  University  College  of  Medicine.  He  was 
an  honorary  surgeon  on  the  medical  staff  of  St.  Luke’s- 
Memorial  Hospital  Center.  Dr.  Greene  was  a member 
of  the  Utica  Academy  of  Medicine,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Henry  Nathaniel  Gross,  M.D.,  of  Brooklyn,  died  on 
June  5 at  the  age  of  seventy-four.  Dr.  Gross  graduated 
in  1923  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  obstetrician  and  gyne- 
cologist emeritus  at  Maimonides  Hospital  of  Brooklyn. 
Dr.  Gross  was  a Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  and  a member  of  the 
American  Society  of  Clinical  Hypnosis,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Charles  Myron  Kapp,  M.D.,  of  The  Bronx,  died  on 
August  1 at  the  age  of  sixty-nine.  Dr.  Kapp  graduated 
in  1929  from  Long  Island  College  Hospital.  He  was  an 
attending  surgeon  at  Fordham  and  University  Heights 
Hospitals.  Dr.  Kapp  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Mortimer  M.  Kopp,  M.D.,  of  New  York  City,  died 
on  July  20  at  the  age  of  sixty-nine.  Dr.  Kopp  graduated 
in  1925  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  plastic  surgeon  at  Brook- 
lyn Women’s,  Lutheran,  Wickersham,  and  Medical  Arts 
Center  Hospitals,  an  associate  attending  otolaryngolo- 
gist at  Prospect  Heights  Hospital  Pavilion  and  Long 
Island  College  Hospital,  a staff  otolaryngologist  at  Flat- 
bush  General  Hospital,  and  a consulting  plastic  surgeon 
at  Kingsbrook  Jewish  Medical  Center  and  Samaritan 
Hospital  of  Brooklyn.  Dr.  Kopp  was  a Diplomate  of  the 
American  Board  of  Otolaryngology,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the  Amer- 
ican Academy  of  Ophthalmology  and  Otolaryngology, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Stephen  Julius  Petrovits,  M.D.,  of  Lakewood,  New 
Jersey,  formerly  of  Huntington,  died  on  July  1 at  the  age 
of  eighty-four.  Dr.  Petrovits  received  his  medical  de- 
gree from  the  University  of  Budapest  in  1912.  He  was 
an  honorary  physician  at  Nassau  Hospital.  Retired,  Dr. 
Petrovits  was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Nestor  Procyk,  M.D.,  of  Buffalo,  died  on  June  30  at  the 
age  of  sixty.  Dr.  Procyk  received  his  medical  degree 
from  the  University  of  Paris  in  1949.  He  was  an  as- 
sociate attending  psychiatrist  at  the  Edward  J.  Meyer 
Memorial  Hospital.  Dr.  Procyk  was  a member  of  the 
American  Psychiatric  Association,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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Edmund  George  Silverman,  M.D.,  of  Brooklyn,  died 
on  July  12  at  the  age  of  eighty-six.  Dr.  Silverman  grad- 
uated in  1907  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  physician  at 
Kings  County  Hospital  Center.  Dr.  Silverman  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine 
and  a member  of  the  Medical  Sojiety  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alfred  Vogl,  M.D.,  of  New  York  City,  died  on  July  30 
at  the  age  of  seventy-eight.  Dr.  Vogl  received  his  medi- 
cal degree  from  the  University  of  Vienna  in  1921.  He 
was  an  attending  physician  at  Bellevue  and  University 
Hospitals,  an  emeritus  physician  at  Flower  and  Fifth 
Avenue  Hospitals,  an  associate  physician  (affiliate)  at 
Metropolitan  Hospital,  and  a consulting  physician  in  in- 
ternal medicine  at  the  New  York  Infirmary.  Dr.  Vogl 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Fellow  of  the  American  College  of  Physicians,  a 
Fellow  of  the  American  College  of  Cardiology,  and  a 
member  of  the  New  York  Cardiological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Fiske  Warren,  M.D.,  of  Brooklyn,  died  on  July 
20  at  the  age  of  sixty-five.  Dr.  Warren  graduated  in  1933 
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medical  specialty  society  to  offer  periodic  self-assessment 
examinations  to  physicians  (enabling  some  30,000  prac- 
titioners to  judge  for  themselves  their  own  degree  of 
competence  in  specific  medical  areas — and  thus  plan 
their  need  for  postgraduate  educational  programs). 

College  officers,  who  will  serve  until  the  55th  Annual 
Session  in  New  York,  N.Y.,  April  1-5,  1974,  (in  addition 
to  President  Frommeyer)  are  President-Elect  Truman 
G.  Schnabel,  Jr.,  M.D.,  Philadelphia,  Pa.;  and  Vice- 
President,  John  A.  Layne,  M.D.,  Great  Falls,  Mont. 
Serving  five-year  terms  are  Treasurer,  William  F.  T. 
Kellow,  M.D.,  Philadelphia,  Pa.,  and  Secretary-General, 
Carmichael  Tilghman,  M.D.,  Baltimore,  Md.  Edward 
C.  Rosenow,  Jr.,  M.D.,  Philadelphia,  Pa.,  is  ACP  Execu- 
tive Vice-President. 

New  Fellows  for  the  New  York  area  are:  Daniel  Hol- 
lander, M.D.,  Albany;  Hejer  Ginzburg,  M.D.,  Stephen  I. 
Morse,  M.D.,  Barbara  R.  Seligman,  M.D.,  and  Sant  P. 
Singh,  M.D.,  Brooklyn;  Charles  F.  O’Connor,  M.D.,  and 
Martin  E.  Plaut,  M.D.,  Buffalo;  Seymour  M.  Gluck, 
M.D.,  Far  Rockaway;  Michael  R.  Dubin,  M.D.,  Glen 
Cove;  Reuben  Tizes,  M.D.,  Hewlett;  Hyman  Ruchel- 
man,  M.D.,  Huntington;  Saul  V.  Moroff,  M.D.,  Larch- 
mont;  Lawrence  K.  Atlman,  M.D.,  Maurice  E.  Gold- 
man, M.D.,  Arnold  M.  Katz,  M.D.,  Lawrence  Krakoff 
M.D.,  Michael  R.  Rosen,  M.D.,  Conrad  Rosenberg, 
M.D.,  Peter  E.  Schrag,  M.D.,  and  Maurice  J.  Zimmer- 
man, M.D.,  New  York;  Joseph  Hilsenrath,  M.D.,  Man- 
hasset;  Melvin  Holden,  M.D.,  Plainview;  Stanley  J. 
Goldsmith,  M.D.,  Port  Washington;  Thomas  Santucci, 
Jr.,  M.D.,  Richmond  Hill;  William  D.  Dewys,  M.D., 
Rochester;  Arnold  B.  Barr,  M.D.,  Staten  Island;  Alfred 


from  Harvard  University  Medical  School.  He  was  an 
attending  orthopedic  surgeon  and  director  of  orthopedic 
surgery  at  Long  Island  College  Hospital,  director  of 
orthopedic  surgery  at  Kings  County  Hospital  Center, 
chief  of  orthopedic  surgery  at  Brooklyn-Cumberland 
Medical  Center,  an  attending  orthopedic  surgeon  at 
St.  John’s  Episcopal  Hospital,  and  a consulting  ortho- 
pedic surgeon  at  Carson  C.  Peck  Memorial  Hospital. 
Dr.  Warren  was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Academy  of 
Compensation  Medicine,  Inc.,  the  American  Academy  of 
Orthopaedic  Surgery,  the  American  Orthopaedic  Asso- 
ciation, the  New  York  Academy  of  Medicine,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Francis  Wright,  M.D.,  of  Hempstead,  died  on 
July  30  at  the  age  of  sixty.  Dr.  Wright  graduated  in  1938 
from  New  York  University  School  of  Medicine.  He  was 
a consulting  obstetrician  and  gynecologist  at  Nassau  and 
South  Nassau  Communities  Hospital  and  a consulting 
obstetrician  at  Mercy  Hospital.  Dr.  Wright  was  a Dip- 
lomate of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  and  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Becker,  M.D.,  Suffern;  and  Harvey  J.  Cohen,  M.D., 
White  Plains. 

Center  receives  funds 

Dr.  Arthur  G.  Zupko,  Provost-Dean  of  Long  Island 
University’s  Brooklyn  College  of  Pharmacy,  has  an- 
nounced that  the  College’s  Brookdale  Inter-Regional 
Pharmaceutic  and  Therapeutic  Drug  Information  Center 
has  been  awarded  funds  which  will  enable  it  to  serve  as  a 
central  source  of  information  on  problems,  articles,  and 
reports  concerning  pharmaceutic  and  therapeutic  drugs. 
The  Center  makes  the  latest  drug  information  quickly 
and  easily  accessible  (generally  to  the  physician)  and 
results  in  improved  patient  care.  There  is  no  charge  for 
the  service.  Updated  data  and  a specialized  library 
maintained  by  the  Center  contain  complete  information 
about  U.S.  and  foreign  investigational  and  proprietary 
drugs,  including  their  identification,  availability,  inter- 
action, compatibility,  side  effects,  dosage,  adverse  reac- 
tions, etc. 

Written  request  for  information  should  be  addressed 
to:  The  Brookdale  Inter-Regional  Pharmaceutic  and 

Therapeutic  Drug  Information  Center  of  the  Brooklyn 
College  of  Pharmacy,  Long  Island  University,  600  Lafa- 
yette Avenue,  Brooklyn,  New  York  11216. 

AGP  adds  4 programs  to  multimedia 
medical  skills  library 

Four  new  learning  programs  for  physician  continuing 
education  have  been  added  to  the  American  College  of 
Physicians’  Medical  Skills  Library.  The  programs — 
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films  and  reinforcing  booklets — portray  basic  medical 
procedures  commonly  performed  in  health  care  centers, 
often  under  emergency  conditions. 

The  new  titles,  which  bring  the  Library  to  a total  of 
ten  programs,  are:  Abdominal  Paracentesis,  Emergency 
Nasal  Packing,  Nasogastric  Intubation,  and  Thoracen- 
tesis. 

Medicare  extended  to 
many  disabled 

On  July  1 Medicare  coverage  was  extended  to  1.7  mil- 
lion disabled  people  under  sixty-five.  Eligible  for  cover- 
age “include  disabled  workers,  disabled  widows  and  dis- 
abled dependent  widowers  between  fifty  and  sixty-five, 
disabled  mothers  fifty  or  older  who  get  social  security 
benefits  because  they  have  young  or  disabled  children 
in  their  care,  and  people  who  get  benefits  because  they 
were  disabled  before  age  twenty-two.”  People  getting 
monthly  social  security  checks  because  they  are  disabled 
will  be  notified  if  they  are  eligible  for  Medicare. 

A joint  commission 

A joint  commission  on  Medical  Professional  Liability 
is  being  formed  by  the  AMA  and  other  medical  organiza- 
tions. The  joint  commission  would  provide  unified  ac- 
tion on  existing  recommendations  to  curb  the  rising 
number  of  malpractice  claims  and  control  health  care 
costs,  develop  new  programs  and  collect  data.  The 
planning  committee  for  the  proposed  commission  in- 
cludes two  representatives  each  from  AMA,  American 
College  of  Physicians,  American  College  of  Surgeons, 
American  Hospital  Association,  and  one  each  from 
American  Society  of  Anesthesiologists,  American  Col- 
lege of  Obstetricians  and  Gynecologists,  American  Acad- 
emy of  Family  Physicians,  and  American  College  of 
Radiology. 

Health  care  a problem? 

Most  Americans  apparently  do  not  consider  health 
care  much  of  a problem.  A Gallup  Poll  conducted  last 
month  asked  the  public  to  name  the  nation’s  two  most 
important  problems.  Sixteen  problems  were  identified 
(the  cost  of  living  led  the  list),  but  health  care  was  not 
among  them.  At  about  the  same  time,  a poll  commis- 
sioned by  Blue  Shield  of  Massachusetts  shows  56  per 
cent  of  the  public  favors  a federally-sponsored  national 
health  insurance  program,  based  on  need  and  adminis- 
tered by  private  insurance  firms,  over  a proposal  similar 
to  the  Kennedy-Griffiths-Labor  plan.  Only  34  per  cent 


favor  the  latter.  None  of  those  interviewed  complained 
about  the  quality  of  medical  care. 

New  education  program  for  physicians 

A major  new  education  program  for  physicians  on 
the  detection  of  depression  has  been  introduced  to  the 
medical  profession.  The  new  program  is  a two-part 
learning  system  that  dramatically  shows  how  interview 
techniques  can  help  physicians  diagnose  depression  in 
the  anxious  patient.  It  is  designed  for  the  physician 
who  is  not  a psychiatrist  but  who  treats  patients  who 
have  emotional  disturbances. 

The  system,  entitled  “LJncovering  Depression  in  the 
Anxious  Patient,”  was  prepared  for  use  as  an  aid  in  the 
continuing  education  of  physicians,  and  was  produced  by 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
and  consists  of  a 21-page  monograph  and  a 16  mm., 
twenty-four  minute  color  film. 

It  features  Allen  J.  Enelow,  M.D.,  a distinguished 
authority  on  depression  who  is  Chairman  of  the  Depart- 
ment of  Psychiatry  at  the  Pacific  Medical  Center,  San 
Francisco. 

For  more  information  about  the  program,  address  cor- 
respondence to:  Dr.  Ralph  E.  Snyder,  Director  of  Pro- 
fessional Relations,  Merck  Sharp  & Dohme,  West  Point, 
Pa.  19486. 

New  editor  named 

The  Medical  Society  of  the  County  of  New  York  has 
named  David  Beiles  editor  of  New  York  Medicine.  New 
York  Medicine,  the  Society’s  official  publication,  is 
distributed  monthly  to  approximately  7,000  member 
doctors  and  1,000  other  professionals  in  the  health  field. 
Mr.  Beiles  replaces  Robert  D.  Potter,  who  has  been 
named  editor  emeritus.  Mr.  Potter  has  been  the  only 
editor  in  the  twenty-eight  year  history  of  the  magazine. 

An  invitation  to  join 
two  orchestras 

Physicians,  dentists,  members  of  allied  professions, 
families,  and  friends  are  invited  to  join  two  orchestras. 
The  Brooklyn  Doctors  Symphony  rehearses  Wednesday 
evenings  in  the  Nurse’s  Auditorium,  Clarkson  and  New 
York  Avenues,  Kings  County  Hospital  Center,  Brooklyn, 
New  York.  The  Doctors’  Orchestral  Society  of  New 
York  meets  Thursday  evenings  in  the  Auditorium  of 
Stuyvesant  High  School,  East  15th  Street  between  1st 
and  2nd  Avenues,  New  York.  Rehearsals  are  held  8:15 
to  10:15  P.M.,  during  October  through  May.  For  further 
information  please  contact  Benjamin  A.  Rosenberg, 
M.D.,  909  President  Street,  Brooklyn,  New  York.  212 
NE  8-2370. 
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This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
from  a scientific  exhibit  which  won  the  Hull  Award  as  the  "best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g .,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions) , following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
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TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HC1 ) and  the  antisecretory  action  of  Quarzan®  (clidinium  Br ) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 

Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements— 1 or  2 
capsules,  3 or  4 times  daily.  Rx:  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx : Librax  # 1 00  for  follow-up  therapy— this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 

For  the  anxiety-linked  symptoms 

of  duodenal  ulcer  ~r  , . 

adjunctive  UlDr&X  ^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


si  reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
f essary.  Variable  effects  on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation,  extra- 
pyramidal  symptoms,  increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc.- 

Nutley,  N.J.  07110 


2195 


Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 

10c  each.  Dept,  numbers,  500  extra,  per  insertion.  (On 
request,  Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040 

Name 

Please  Print 


Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  100  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50p  per  insertion) 


2196 


YOUR  STATE  SOCIETY  PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  PROGRAM  GIVES  YOU.  . . 


STABILITY . . . 

Supervision . . . 
SERVICE  . . . 


a strong  insurance  company  and  a program  that  has 
provided  continuous  protection  for  the  past  fifty- 
two  years. 

by  the  Professional  Medical  Liability  Insurance  and 
Defense  Board  of  the  Society. 

by  the  Society's  Legal  Counsel  for  the  defense  of 
suits;  by  experienced  Company  personnel  for  the 
investigation  of  claims;  and  by  this  office  for  all 
matters  relating  to  your  professional  liability  in- 
surance. 


Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 

John  D.  Fiori  • Richard  F.  Lutz  • John  A.  Aversa  • Rita  A.  O’Donohue 


H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.f  N.  Y.  10016 
212-684-3211 


Index  to  Advertised  Products 


Analgesics 

Darvocet-N  (Eli  Lilly  & Company) 2126 

Antacids 

Mylanta  (Stuart  Pharmaceuticals,  Div  I C l 

America  Inc.) 2101 

Antibiotics 

Bactrim  (Roche  Laboratories)  .2114,2115.2116,2117 


Bicillin  (Wyeth  Laboratories) 2121 

Wycillin  (Wyeth  Laboratories)  2120 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceuticals) 2132 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 2 1 1 0,  2 1 1 1 , 2 1 1 2 


Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 3rd  & 4th  covers 


Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 2107 

Topical  steroids 

Valisone  (Schering  Corp  ) 2122,  2123 

T ranquilizers 

Librium  (Roche  Laboratories) 2102,  2103 

T ranquilizer-antispasmodics 

Librax  (Roche  Laboratories) 2194,  2195 


Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp  ) 2105 
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PHYSICIANS  WANTED 


ANESTHESIOLOGIST;  BOARD  ELIGIBLE,  OR  BOARD  CERTIFIED. 
Wanted  for  part-time  work  in  voluntary  hospital  in  N.Y.C.  Evenings  and/or 
week-ends.  Dept.  337,  c/o  NYSJM. 


IMMEDIATE  OPENING  FOR  GENERAL  PRACTITIONER.  CRUCIAL 
need  for  physicians  willing  to  assume  very  busy  private  practice.  Modern,  well 
equipped.  76-bed  community  general  hospital,  fully  accredited,  serving  area 
of  30,000,  centrally  located  in  the  heart  of  the  lovely  Finger  Lakes  Region  of 
Western  N.Y.  Suitable  office  facilities  can  be  arranged  near  hospital  or  in 
nearby  communities.  Several  general  practitioners  now  in  late  sixties  desire 
to  reduce  practice  prior  to  eventual  retirement  which  offers  excellent  oppor 
tunities  in  pediatrics,  ob/gyn  and  family  medicine.  Hospital  will  guarantee 
first  year  income  bv  negotiation.  Contact  Wayne  A.  Manson,  Admin.,  Ira 
Davenport  Memorial  Hospital,  Box  350,  Bath,  N.Y.  (607)  776-2141. 


CHIEF  OF  MEDICINE:  FULL  TIME  POSITION  IN  GROWING  HOSPITAL 
in  metropolitan  area  between  New  York  and  Philadelphia.  Affiliated  with 
Rutgers  Medical  School.  Board  certification  or  eligibility  required.  Excellent 
salary,  fringe  benefits  and  career  opportunity.  Send  resume  to  Dept.  343, 
c/o  NYSJM. 


THIRD  YEAR  RESIDENCY  IN  PSYCHIATRY:  AN  UNUSUAL  OPPOR 

tunity  for  residents  interested  in  preparing  for  private  practice.  Intensive 
individual  psychotherapy  emphasized  with  considerable  supervision.  Also 
supervised  training  in  group,  milieu,  pharmaco.  and  somato  therapies.  Addi- 
tional opportunity  for  research  training  and  experience  with  ongoing  research 
projects.  Stipend  $18,500  per  annum,  with  major  medical  insurance  benefits. 
Write  Charles  P.  Neumann,  M.D.,  Medical  Director,  Silver  Hill  Foundation, 
Box  1 177,  New  Canaan,  Conn.  06840. 


PEDIATRICIAN,  FULL  TIME,  NEW  YORK  ARF'.A,  MULTI  SPECIALTY 
Group.  Salary  $27,000  a year.  Dept.  344,  c/o,  NYSJM. 


OTOLARYNGOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE,  TO  PRAC- 
tice  in  Upstate  New  York  university  community  of  250,000.  Modern  500-bed 
community  teaching  hospital  with  extensive  outpatient  department  will  pro- 
vide minimum  yearly  guarantee  with  monthly  payments  available;  moving 
expenses  paid:  office  space  available.  Medical  staff  anxious  to  work  closely 
with  ENT  specialist  Ideal  family  community;  good  schools;  centrally  located 
with  excellent  connections  to  major  metropolitan  centers.  Contact  R.  A. 
Donovan,  Assistant  Administrator,  Wilson  Memorial  Hospital.  Johnson  City, 
N.Y.  13790. 


WANTED:  GENERAL  PRACTITIONER  ATTRACTIVE,  SMALL  COM- 

munity  needs  another  physician.  Modern  office  available.  Several  hospitals 
nearby.  Variety  of  recreational  and  cultural  facilities.  Contact  Township 
Supervisor  Joe  Miller.  Jr..  R.R.3,  Box  244,  Decatur.  Michigan  49045  or  call 
(616)  423-2641. 


PRACTICES  AVAILABLE 


PHYSICIAN  RETIRING.  OFFICE  AND  PRACTICE  FOR  SALE.  FULLY 
equipped.  Most  prestigious  building  in  Brooklyn.  Premier  House.  Ocean 
Avenue  corner  Avenue  I 24  hour  doorman.  Central  air  conditioning.  Dept. 
146  < o NYSJM 


PRACTICES  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  SEEKS  PARTNERSHII 
individual  practice  New  York  and  New  Jersey  license  Dept  215 
NYSJM 


POSITIONS  WANTED 


PHYSICIAN;  LICENSED  N.Y.  AND  VERMONT.  TRAINED  INTER 
Medicine  and  Psychiatry  seeks  week-end  work;  Family  Practice  or  Spec 
Utica,  Albany,  or  Syracuse  areas.  Dept.  339,  c/o  NYSJM. 


G.P  AGE  65,  HEALTHY,  WISHES  TO  SEMI  RETIRE  IN  MANHAT 
starting  January  1974.  Would  take  part  time  job  or  would  work  wit! 
other  doctor  alternate  months.  Dept.  340,  c/o  NYSJM. 


UROLOGIST:  AGE  30,  UNIVERSITY  TRAINED,  MILITARY  OBLIGA1 
completed,  married.  Seeks  association  leading  to  partnership,  or  solo 
tice.  Available  July  1974.  Mark  Fagelman,  M.D.,  55  Revmont  Ave.. 
N.Y.  10580. 


"Emma,  if  you're  not  feeling  well,  come  on  downst 
to  my  office — you  know  I don't  make  house  calls  " 
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Need  help.  Doctor? 


Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 


New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


MAMARONECK  PROFESSIONAL  BUILDING.  444  E.  BOSTON  POST  RD 
Approx.  600  Ft.  Ideal  for  doctor.  Air-cond  ; ample  parking  on  premesis 
G.  A.  Bowman.  Inc.  (212)947-7720. 


FLORID  A-POMPANO  BEACH,  LUX  NEW  PENTHOUSE,  2 BDRMS 
conv.,  all  appliances,  deluxe  furnished,  parking,  a/c,  minutes  to  beaches 
color  TV,  stereo,  2 heated  pools,  saunas,  fishing,  cycling,  billiards,  24  hour 
guards,  free  courtesy  bus,  private  balcony,  magnificent  view,  Jacuzzi  whirl 
pool,  beautiful  grounds,  no  pets-children.  Just  right  for  doctor  and  family 
Winterseason  $3,500.  N.  Altus  (201)  762-3575. 


UPPER  NYAC.K:  THE  DOCTORS  & EXECUTIVES  ESTATE  AREA  BY 
the  Hudson.  Richly  tall  treed,  unique  cust.  Dutch  Col.  Exceptionally  large 
rooms  tastefully  decorated;  30’  liv.  rm.  with  marble  fireplace;  4 bed  rms. 
2^2  baths;  panelled  rec.  rm.;  patio;  porch;  all  appliances.  Half  hr  from 
N.Y.C.  $74,000.  Call  (914)  358-7690. 


NEW  YORK  CITY,  EAST  60’S  OFF  PARK  AVE.  VACANT,  BRICK  PRO- 
fessional  building  with  elevator  & divided  into  17  individual  suites.  Available 
on  long  term  net  lease  or  for  sale.  Ideal  for  large  group  practice  or  group  with 
affiliated  specialties.  Call  Frederick  Crowell,  Douglas  L.  Elliman  & Co.,  Inc., 
(212)  371-2000. 


MINEOLA  PROFESSIONAL  OFFICE  AND  HOME:  8 ROOM  RESIDENCE 
plus  5 room  office.  Established  practice  for  specialist  or  family  practice. 
Suitable  for  other  professionals.  Retiring;  medical  equipment  for  sale.  Air 
conditioned,  fully  landscaped,  swimming  pool;  main  thoroughfare.  Ernest 
Michaelson,  M.D.,  (516)  PI  6-7789. 


80TH  STREET  OFF  5TH  AVENUE,  SPACIOUS  DOCTOR’S  OFFICE,  PRI- 
vate  entrance.  Call  Mr.  Cohen,  (212)  682-1400. 


: AL  ESTATE  FOR  SALE  OR  RENT 


MINI  ESTATE.  IDEAL  LOCATION  FOR  HOME  AND/OR  PROFES- 
;ional  building.  Custom  built.  Top  construction;  beautifully  landscaped; 
jpprox  l'_  acres;  adjacent  State  Park.  Summer/winter  sports;  walk  to 
schools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen. 
/ Also  appraised  contemporary  and  antique  furniture,  art,  collectors  items:  noth- 
j ng  cheap:  good  value.  Cash  carry.  (516)935-2083. 


NEW  PROFESSIONAL  BUILDING,  READY  SEPTEMBER.  PEARL  RIVER. 
Rockland  County,  border  Bergen,  N.J.  Prime  suites  from  800  feet.  Air 
conditioned,  individually  controlled  electric  heat.  Ample  parking,  main 
street.  Two  blocks  from  hospital.  Quiet  suburban  town  need  physicians  and 
specialists.  Contact:  A.  Baron,  290  E.  Central  Ave.,  Pearl  River,  N.Y.  (914) 
735-3100. 


OFFICE  SPACE  AVAILABLE.  NEW,  MODERN  BUILDING;  A/C.  READY 
November  1st.  Freeport,  Long  Island.  (516)378-4949. 


VNTAGH.  N.Y.:  PROFESSIONAL  HOME  & OFFICE  SUITE  ON  MAIN 
oad.  150  X 118'  plot.  Fieldstone  front,  wideline  ranch,  beautifully  land- 
caped  with  underground  sprinkler  system.  Five  rooms  plus  L bath  for  office 
ise.  Living  room,  dining  room,  three  bedrooms,  1L  baths  & new  formica  eat- 
n-kitchen.  New  carpeting  throughout.  Many  extras  including  all  appli- 
' inces.  Burglar  alarm  system  throughout  home  and  office.  Two-car  at- 
ached  garage  with  automatic  overhead  door.  Full  basement.  $60,000. 
)wner  will  hold  mortgage.  (516)  795-2391. 


ICTOR’S  COMPLEX:  BLOCKFRONT  17  TO  18  STS. -3RD  AVE,  ONE 

J rlock  from  5 hospitals.  Professional  offices  in  newly  erected.  31-story  build- 
, ng.  occupancy  Sept.  9500  sq.  ft.  Perfect  for  medical  group.  Will  build  to 
•uit.  Goodstein  Management  Co.,  4 Park  Ave.,  N.Y.C.  10016.  Martin  Good- 
stein.  (212)  532-9500. 


ATTRACTIVE,  LARGE  SUITE  OF  OFFICES  IN  SCARSDALE,  NEW  YORK, 
now  available  to  share.  Suitable  any  Specialty.  Newly  and  fully  furnished. 
Secretarial  services  are  available  if  desired.  Very  reasonable  rental.  No  in- 
vestment needed.  Dept.  345,  c/o  NYSJM. 


BUY 

SAVINGS  BONDS 
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HOPE 

transplant 

Since  1960.  the  staff  of  a United  States  medical 
center  has  transplanted  hope  to  millions  of 
people  throughout  the  world.  The  medical 
center  is  the  S.S.  HOPE,  and  each  year  her 
physicians,  dentists,  nurses  and  allied  health 
personnel  carry  their  skills  to  people  in  de- 
veloping regions.  While  administering  treat- 
ment. they  also  teach  — sharing  their  knowl- 
edge with  their  host  country  counterparts. 
When  the  hospital  ship  sets  sail,  she  leaves 
behind  her  greatest  gift— hope.  Help  perform 

a transplant. 

Give  to: 
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Dept.  A 
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NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone: 
(51 6)  488-6100.  This  is  a free  service. 
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TUESDAY,  SEPTEMBER  18 


4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 


NEW  YORK  CITY  AREA 


September  17  / 19,  1973 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 
Room  305 

COMMUNICATION  AND  CONSULTATION 
SKILLS 

FEE:  $120 

Write:  Program  of  Continuing  Education,  at  the  above 

address — or  phone  212/568-4334 


September  17  / 19,  1973 

American  Academy  of  Orthopaedic  Surgeons 

Americana  Hotel 

Seventh  Avenue  and  52nd  Street 

Postgraduate  Course 

GENERAL  SPORTS  MEDICINE 

Under  the  direction  of: 

JAMES  A.  NICHOLAS,  M.D.,  Director 
Institute  of  Sports  Medicine  and 
Athletic  Trauma,  Lenox  Hill  Hospital 

Members  of  the  26-member  faculty  include  team  ortho- 
paedists for  the  Los  Angeles  Dodgers,  Los  Angeles  Rams, 
Atlanta  Braves  and  Falcons,  and  Buffalo  Bills,  as  well  as 
New  York  Jets’  Coach  Weeb  Ewbank  and  Quarterback 
Joe  Namath  in  a scheduled  discussion  of  the  coach  and 
athlete's  view  of  injuries.  The  faculty  also  includes  eight 
members  of  the  newly  formed  Institute  of  Sports  Medicine 
and  Athletic  Trauma,  Lenox  Hill  Hospital,  New  York  City. 

For  information,  contact  James  A.  Nicholas,  M.D.,  130 
East  Seventy-seventh  Street,  New  York,  N Y.  10021. 


September  18,  1973  / May  28,  1974 

8:30-9:30  a.m.,  Tuesdays 

Downstate  Medical  Center 

Polhemus  Building  Amphitheatre 
The  Long  Island  College  Hospital 
340  Henry  Street 
Brooklyn 

FAMILY  PRACTICE  REVIEW  COURSE 

WILLIAM  G.  MULLIN  and  EARL  L.  PETERSON,  M.D.'s 
with  MORRELL  M.  AVRAM,  LAURENCE  T.  CHIARA- 
MONTE,  FRANK  W.  DiPILLO,  EDMUND  B.  DOMBROW- 
SKI,  MILTON  B.  HANDLESMAN,  ERNEST  T.  HEFFER, 
ALFRED  P.  INGEGNO,  JOHN  J.  IPPOLITO,  JOSEPH  J. 
RICCA,  JOSEPH  SCHLUGER,  E.  SENDEROFF,  LOUIS  W. 
STEVENS,  THOMAS  H.  WEISS,  ROBERT  E.  WOLF,  and 
ZDZISLAW  ZABSKI,  M.D.'s 

FEE:  $50  CREDIT:  34  Prescribed  hours  AAFP 

To  register,  contact:  William  G.  Mullin,  M.D.,  Dir., 

Continuing  Medical  Education,  The  Long  Island  College 
Hospital,  above  address.  Tel.  212/780-1551. 


Workshop  in  Oncology  for  the  Practicing  Physician 

REVIEW  OF  THE  CHEMOTHERAPEUTIC 
AGENTS  (ALKYLATING  AGENTS, 
ANTIMETABOLITES,  ALKALOIDS  AND 
ANTIBIOTICS) 


DISTURBED  PATIENTS  ON  MEDICAL 
AND  SURGICAL  WARDS  (Etiologies 
and  Management) 

LEWIS  GLICKMAN,  M.D. 

Downstate  Medical  Center 

To  register,  contact:  Mrs.  Grace  Abruzzese,  Dept,  of 

Psychiatry,  Box  32,  Downstate  Medical  Center,  above 
address.  Tel.  212/IN  2-4000,  x 6128  or  6006. 


WEDNESDAY,  SEPTEMBER  19 


SIDNEY  Q.  COHLAN,  M.D. 
N.Y.U.  Medical  Center 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

FUNDAMENTALS  OF  ECG  DIAGNOSIS 

FRANK  GRANITO,  M.D. 

Francis  Schervier  Hospital 

NO  FEE  CREDIT:  1 V2  hours  AAFP 


1973  Deadline  Dates  and  Announcement  Cards  avail- 
able on  request.  Write  The  Editor,  WHAT  GOES  ON. 


September  19  / October  17,  1973 

3:30-5:00  p.m.,  Wednesdays 

Downstate  Medical  Center 

Continuing  Education  Conference  Center 

450  Clarkson  Avenue 

Brooklyn 

Psychiatry 


4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

CHRONIC  NON-SPECIFIC  DIARRHEA 


( 
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WEDNESDAY,  SEPTEMBER  19 

8:30  p.m. 

Federation  of  American-European  Medical 
Societies 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  Normal  and  Pathological  Gait  Patterns 

MICHAEL  DACSO,  M.D. 

Hungarian  Semmelweis  Society 

2.  Gastric  Failure  of  Immunological  Origin 

GEORGE  B.  JERSEY,  M.D. 

Glass,  Korzsak  Society 

3.  The  Significance  of  Chronic  Dialysis 

ERVIN  A.  GOMBOES,  M.D. 

Yugoslav  Society 


September  29,  1973  / May  4,  1974 

10:30  a. m. -12:00  noon,  First  Saturdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  of  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

COORDINATION  OF  DRUG  THERAPY 
AND  PSYCHOTHERAPY 

MORTIMER  OSTOW,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75 


ALBANY  COUNTY 


September  21  / 23,  1973 

The  Center  for  the  Study  of  Aging,  Inc.,  with 
the  President’s  Council  on  Physical  Fitness  and 
Sports;  American  Association  for  Health,  Phys- 
ical Education,  and  Recreation;  Institute  of 
Man  and  Science;  National  Graduate  Univer- 
sity; and  the  National  Council  on  the  Aging, 
Inc. 

Institute  of  Man  and  Science 
Rensselaerville 

FITNESS  AFTER  FIFTY 

A weekend  Seminar  with  workshops,  demonstrations,  na- 
tional leaders  on  improving  physical  and  mental  fitness, 
diet  and  health. 

Address  inquiries  to:  Mrs.  Sara  Harris,  Secretary,  Center 

for  the  Study  of  Aging,  Inc.,  706  Madison  Avenue,  Albany, 
N.Y.  12208.  Tel.  518/462-1331. 


PLATTSBURGH 


September  19  / 22,  1973 
Academy  of  Psychosomatic  Medicine 

Champlain  Valley-Physicians  Hospital 
Medical  Center 
Plattsburgh,  N.Y. 

PSYCHOSOMATIC  APPROACH  AND 
THE  PHYSICIAN  (First  Regional  Seminar) 

Faculty  of  the  Seminar: 

WILFRED  DORFMAN,  JULIO  EDOUARD,  LEE  HANES, 
ANDRZEJ  JUS,  KAROLINA  JUS,  ADAM  J. 
KRAKOWSKI,  and  JOHN  J.  SCHWAB,  M.D.  s 

FEE:  $50 

Adam  J.  Krakowski,  M.D.,  Chm.,  Symposium  on  Psycho- 
somatic Medicine,  Champlain  Valley-Physicians  Hospital 
Medical  Center,  Plattsburgh,  N.Y.  12901. 


FUTURE  EVENTS 


SATURDAY,  OCTOBER  13 

9:00  a. m. -4:30  p.m. 

The  Clinical  Society  of  the  New  York 
Diabetes  Association 

Barbizon-Plaza  Hotel  Theatre 
106  Central  Park  South 

21st  Annual  Symposium 

DIABETES  MELLITUS 

Morning  Program 

1.  The  Integrative  Action  of  Insulin  in 
Metabolic  Adaptation 

GEORGE  WEBER,  M.D. 

Indiana  University  School  of  Medicine,  Indianapolis 

2.  Enzymic  Mechanisms  of  Hormonal 
Control  of  Glycogen  Metabolism 

JOSEPH  LARNER,  M.D. 

University  of  Virginia  School  of  Medicine,  Charlottesville 

3.  Amino  Acids,  Glucagon  and  Insulin  in  the 
Regulation  of  Gluconeogenesis 

PHILIP  FELIG,  M.D. 

Yale  University  School  of  Medicine,  New  Haven 

4.  Ketogenesis 

DANIEL  W.  FOSTER,  M.D. 

University  of  Texas,  Southwestern 
Medical  School,  Dallas 

Afternoon  Program 

1 . Diabetes  in  Pregnancy 

DANIEL  H.  MINTZ,  M.D. 

University  of  Miami  School  of  Medicine,  Miami 
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2.  Carbohydrate  Metabolism  in  Children 

LESTER  BAKER,  M.D. 

University  of  Pennsylvania  School 
of  Medicine,  Philadelphia 

3.  The  Herman  O.  Mosenthal  Memorial 
Lecture 

DAVID  KIPNIS,  M.D. 

Washington  University  School  of  Medicine,  St.  Louis 


October  15  / 17,  1973 

Symposia  Medica  Foundation  in  cooperation 
with  The  Royal  Society  of  Medicine 

London,  England 

SEMINAR  IN  CARDIOVASCULAR 
DISEASE 

REGISTRATION  FEE:  $100 

Address  inquiries  to:  Cynthia  Soika,  M.A.,  Projects  Direc- 
tor, Symposia  Medica  Foundation,  353  Lexington  Avenue, 
New  York,  N.Y.  10016.  Tel.  212/421-5522. 


November  3/7,  1973 

The  New  York  Section  of  the  American 
Urological  Association 

Cerromar  Beach  Hotel 
Dorado  Beach,  Puerto  Rico 

71st  ANNUAL  MEETING 

Contact  Harry  Grabstald,  M.D.,  Secretary,  444  East  68th 
Street,  New  York,  N.Y.  10021. 


November  15  & 16,  1973 

The  Institute  of  Human  Nutrition  of  Columbia 
University  P & S 

Hotel  Americana 

Seventh  Avenue  at  52nd  Street 

CHILDHOOD  OBESITY  SYMPOSIUM 

For  further  information  write  Director,  Institute  of  Human 
Nutrition,  Columbia  University,  511  West  166th  Street,  New 
York,  N.Y.  10032. 


PHYSICIANS’  PLACEMENT 


BROOKLYN,  N.Y.,  Kings  County.  Industrial  Medicine/Inter- 
nist wanted. 

CONTACT:  Capt.  Edward  M.  Salisbury  (MC)  USN,  Staff 

Medical  Officer,  Military  Sealift  Command,  58th  Street  and 
1st  Avenue,  Brooklyn,  N.Y.  11250.  Tel  bet.  12:30  and 
6:00  p.m.  212/GE  9-5400  x 5144  or  5143. 


DANNEMORA,  N.Y.,  Clinton  County.  F.P.’s  needed  for  13 
square  mile  area  covering  population  of  approx.  17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929. 

Tel.  (518)  492-7742. 


FLUSHING,  N.Y.,  Queens  County.  Radiologist  to  be  Chief  of 
Radiology. 

CONTACT:  Mr.  Ray  Morse,  Personnel,  Flushing  Hospital 

and  Medical  Center,  45th  Avenue  and  Parsons  Blvd.,  Flush- 
ing, N.Y.  11355.  Tel.  (212)  FL  9-2000  x 614  or  615. 


FRANKLIN,  N.Y.,  Delaware  County,  needs  a F.P. 

CONTACT:  Harold  E.  Hyzer,  Esq.,  Franklin,  N.Y.  13775. 
Tel.  (607)  829-5512. 


MAINE,  N.Y.,  Broome  County.  F.  P.  partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 

13802.  Tel.  (607)  862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  F.P.  and  Internist 
needed. 

•CONTACT:  John  Clough,  M.D.,  176  Maple  Street,  Massena, 
N.Y.  13662.  Tel.  (315)  769-6227  (call  collect). 


MECHAN ICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians 
needed  for  this  area. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of  Com- 
merce, Inc.,  116  Park  Avenue,  Mechanicville,  N.Y.  12118. 
Tel.  (518)  664-7791. 


MORAVIA,  N.Y. , Cayuga  County.  F.P. 

CONTACT:  Mr.  William  M.  Foster,  Exec.  Sec.,  Cayuga  County 
Medical  Society,  187  E.  Genesee  Street,  Auburn,  N.Y. 
13021. 


NEW  YORK  CITY,  N.Y.  N.Y.S.  Licensed  M.D.'s  or  ECFMG's 
needed. 

CONTACT:  Miss  Frankel,  Dept,  of  Medicine,  Bird  S.  Coler 

Hospital,  Welfare  Island,  N.Y.  10017.  Tel.  (212)  688-9400. 


NEW  YORK  CITY.  Isabella  Nursing  Home  wants  Internist. 
Fulltime  9-5.  515  Audubon  Avenue,  New  York  City. 

CONTACT:  F.  S.  Wearn,  M.D.,  Dir.,  Medical  Services  (at 

his  office,  140  E.  54th  St.,  New  York,  N.Y.  10022.  Tel. 
(212)  371-4866). 


NORFOLK,  N.Y.,  St.  Lawrence  County.  F.P. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel.  (315) 

384-4531. 


NORWICH,  N.Y.,  Chenango  County,  needs  a good  Internist 
Bd.  Cert./Elig.  for  private  practice  with  guaranteed  income 
or  part  hospital  based.  The  need  is  urgent. 

CONTACT:  Thomas  M.  Flanagan,  M.D.,  Chenango  Memorial 
Hospital,  Norwich,  N.Y.  13815.  Tel.  (607)  334-4527 
(office)  4423  (home). 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  F.P.,  and  Spe- 
cialists in  Oph.,  Ped.,  I.M. 

CONTACT:  Administrator,  Barton  Hepburn  Hospital,  Ogdens- 
burg,  N.Y.  13369.  Tel.  (315)  393-3600. 
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ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting  physi- 
cians, especially  for  emergency  room. 

CONTACT:  Mr.  Monroe  A.  Hovey,  Personnel  Director,  Fox 

Memorial  Hospital,  Oneonta,  N.Y.  13820.  Tel.  607/432- 
2000. 


OSWEGO,  N.Y.,  Oswego  County,  is  recruiting  Physicians. 

CONTACT:  Paul  P.  Sobering,  Adm.,  Oswego  Hospital,  Os- 

wego, N.Y.  13126.  Tel.  (315)  343-1920. 


PORT  JERVIS,  N.Y.,  Orange  County.  F.P. /Surgeon  Associ- 
ate wanted. 

CONTACT:  Daniel  Schultz,  M.D.,  Fowler  Street,  Port  Jervis, 

N.Y.  12771.  Tel.  914/856-2712. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians,  and  Obs./Gyn’s  for  health  center.  (A  com- 
prehensive health  care  plan  featuring  prepayment  and 
fee  for  service) 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.,  Northeast  Health 
Center,  1171  Culver  Road,  Rochester,  N.Y.  14609.  Tel. 
716/482-4300. 


EVENTS  RECEIVED  AFTER  DEADLINE 


September  13  / for  ten  sessions 

3:30-5:30  p.m.,  Thursdays 

Queens  Hospital  Center  Affiliation  of  the  Long 
Island  Jewish-Hillside  Medical  Center  and  the 
State  University  of  New  York  at  Stony  Brook 

Triboro  Hospital 
Jamaica 

POSTGRADUATE  COURSE  IN 
PULMONARY  DISEASES 

Under  the  direction  of: 

HARRY  H.  EPSTEIN,  M.D. 

NO  FEE  CREDIT:  20  hours  AAFP 

Contact:  Mrs.  Margaret  R.  Cerniglia,  Professional  Educa- 
tion Consultant  at  Queens  TB  and  RD  Association,  159-29 
90th  Avenue,  Jamaica,  N.Y.  11432.  Tel.  212/JA  6-2557. 

Co-sponsored  by  American  Academy  of  Family  Physicians, 
Queens  Chapter;  Academy  of  Medicine  of  Queens  County; 
and  the  Queens  Tuberculosis  and  Respiratory  Disease 
Association. 


September  22  / November  4,  1973 

9:00  a. m. -5:00  p.m. 

The  Albert  Einstein  College  of  Medicine 

Office  of  Continuing  Medical  Education 
1300  Morris  Park  Avenue 
Bronx— Tel.  212/430-2822 


FALL  COURSES 

September  22 

Techniques  of  Abortion 
(One  Day  Workshop) 

HAROLD  SCHULMAN,  M.D.,  and  Faculty 
FEE:  $100 

October  20  / 27 

Surgery — Part  I 

GERSHON  EFRON,  M.D.,  Course  Coordinator,  and  Faculty 
FEE:  $350 

(Intensive  refresher  course  in  all  aspects  of  Surgery  of 
particular  value  to  candidates  preparing  for  Part  1 of  the 
Surgery  Boards) 

November  2/4 

Surgery — Part  II 

GERSHON  EFRON,  M.D.,  Course  Coordinator  and  Faculty 
FEE:  $200 

(Intensive  refresher  course  in  all  aspects  of  surgery  of 
particular  value  to  candidates  preparing  for  Part  2 of  the 
Surgery  Boards) 

For  further  information,  call  or  write  Mrs.  Frieda  Fagin, 
Administrator,  Office  of  Continuing  Medical  Education  at 
above  address.  Tel.  212/430-2822. 


October  4 / November  29,  1973 

4:00  p.m. 

The  New  York  Eye  and  Ear  Infirmary 

Second  Avenue  and  14th  Street 

A SURVEY  OF  SPEECH  DISORDERS 
FOR  THE  PHYSICIAN 


October  4 

Survey  of  Speech  Problems  in  Children 

GORDON  SCHAYE,  M.D. 

October  25 
Stuttering 

MICHAEL  WEBSTER,  M.D. 

November  29 
To  be  announced 


October,  1973  / June,  1974 

(time  and  dates  to  be  announced) 

Downstate  Medical  Center 

Psychiatry  Seminar  Room,  5th  Floor 
State  University  Hospital 
445  Lenox  Road,  Brooklyn 

WORKSHOP  IN  TOPICS  SELECTED 
BY  GROUP  MEMBERS 


September  1 , 1 973  / New  York  State  Journal  of  Medicine  2205 

WGO-5 


JULIUS  BUCHWALD.  ELLIOT  M.  LEVY,  MILTON  KURIAN, 
RAYMOND  NADELL,  and  MILTON  SIROTA,  M.D.’s 

Continuous  case  seminars,  seminars  on  social  issues,  and 
research  in  special  areas  of  interest 

FEE:  $20  to  $80  may  be  charged,  depending  on  cost  and 
attendance. 

To  register,  contact  Renzo  S.  Basili,  M.D.,  Chairman,  Con- 
tinuing Education  Committee,  Brooklyn  Psychiatric  So- 
ciety, 130  Eighth  Avenue,  Brooklyn,  N.Y.  11215.  Tel. 
21 2/ST  9-7595. 


October  10  / 12,  1973 

The  American  College  of  Physicians 

Columbia  University  P & S 
Alumni  Auditorium 
630  West  168th  Street 

MEDICAL  ASPECTS  OF  DRUG  ABUSE 

Director 

RALPH  W.  RICHTER,  M.D. 

Co-Directors 

MICHAEL  M.  BADEN,  M.D. 

YASOMA  B.  CHALLENOR,  M.D. 

HAROLD  C.  NEU,  M.D. 

FEES:  $100  Members  and  Residents 
150  Nonmembers 
50  Associates 

Write  the  Registrar,  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pa.  19104. 


PRECEPTORSHIP 

A full-time  course  of  techniques  on  corneal  surgery  is  being 
offered  by  the  New  York  University  Post-Graduate  School  of 
Medicine  on  a preceptorship  basis.  The  course  is  being  given 
under  the  direction  of  Dr.  Ramon  Castroviejo,  professor  of 
clinical  ophthalmology.  The  continuous  association  of  stu- 
dents with  the  surgeon  during  the  one-month  course,  and  dia- 
logue about  the  surgical  problems  that  arise  with  the  surgeon 
and  other  members  of  the  staff,  as  well  as  observation  of 
between  40  and  50  operations,  give  students  a more  com- 
plete understanding  of  the  subject  than  the  intensive  theoreti- 
cal classroom  courses  provide. 

FEE:  $500 

For  application  to  Course  No.  573,  please  write:  Office  of  the 
Recorder,  Room  158  MSB,  New  York  University  Post-Gradu- 
ate Medical  School,  500  First  Avenue,  New  York,  N.Y.  10016. 


BUFFALO  AREA 


TUESDAY,  OCTOBER  2 
State  University  of  New  York  at  Buffalo 

School  of  Medicine,  Department  of  Obstetrics  and  Gynecology 

Deaconess  Hospital 

Buffalo 

HUMAN  SEXUALITY  FOR  THE  FAMILY 
PHYSICIAN  (Organized  by  Minnesota 
Program  in  Human  Sexuality) 

Program  Coordinator: 

NORMAN  G.  COUREY,  M.D. 

FEE:  $350 

Contact  Continuing  Medical  Education,  2211  Main  Street, 
Buffalo,  N.Y.  14214.  Tel.  716/831-5526. 


SYRACUSE  AREA 

October  4 and  5,  1973 

Heart  Association  of  Upstate  New  York 

Hotel  Syracuse 
Syracuse 

CARDIOLOGY  73 

FEES:  $25  per  day,  or  $40  for  both  days  (Medical  stu- 

dents, interns,  resident  physicians,  and  nurses  are  ex- 
empted from  registration) 

Pre-registration  is  required  for  everyone.  Contact  Heart 
Association  of  Upstate  New  York,  Inc.,  1212  James  Street, 
Syracuse,  N.Y.  13203.  Hotel  reservations  may  be  made 
by  calling  315/422-5121  (Hotel  Syracuse). 


WESTCHESTER  COUNTY 


THURSDAY,  SEPTEMBER  20 

9:00  a.m. 

St.  Joseph’s  Hospital 

Yonkers 

DIAGNOSIS  AND  THERAPY  OF 
ADDISON’S  DISEASE 

Discussant: 

BARRY  M.  SIEGEL,  M.D. 

Grasslands  Hospital 
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Help  control  gonorrhea 


vith  Clinicult  office  culture  test  for 


N.  GONORRHOEAE 


I Order  now  or  see  your  Smith  Kline  representative 


culture  suspected  positives 
screen  for  unsuspected  cases 
results  in  24  to  48  hours 

sy  and  Quick  to  Use  -Test  is  fully  prepared 
;es  only  minutes  to  use  during  pelvic  examina- 
ns  . .requires  no  specialized  training 
jfliable- Double-blind  study  showed  in-office 
tection  rate  of  90%  vs.  91  % detection  rate  by 
ge  metropolitan  Public  Health  Laboratory  * 
ere  was  a low  incidence  (<  5%)  of  false-positive 
dings  with  the  Clinicult'  test, 
onomical  - Each  test  is  $2.35  or  less,  most 
suits  can  be  read  in  the  office,  eliminating  cost  of 
hding  all  specimens  to  laboratory -suspected 
I sitives  can  be  sent  out  for  confirmation  And, 
ce  incubated  in  the  Clinicult'  tube,  suspected 
sitives  stay  viable  in  transit-few  false-negative 
aorts  from  laboratory. 


SMITH  KLINE  DIAGNOSTICS 

Division  of  SmithKIine  Corporation 
Philadelphia,  Pa.  19101 
Dept  E47  NYSM-9/73 

□ Send dozen  Clinicult'  tests  for  N 

gonorrhoeae  ($28. 20/dozen) 

□ Send Clinicult' I ncubators($25  each) 

□ Information  on  other  Clinicult'  office  culture 
tests 

□ Information  on  SKD's  Hemoccult®  test  for 
occult  g i blood 


Name. 


Address. 


J 


RECOMMENDED  USES 

■ During  Routine  Pelvic  Examinations 

(particularly  in  young,  sexually  active  females) 

■ Whenever  Nonspecific  Vaginitis  is  Present 

■ In  Suspected  Infection  of  Referred  Females 

■ ForTests-of-Cure  Following  Treatment 

(penicillin-resistant  strains  becoming 
increasingly  evident) 

■ In  Suspected  Infection  of  Males 

(particularly  as  adjunct  to  direct-smear  micro- 
scopic examinations  of  urethral  discharge) 

Five  Other  Clinicult  Culture  Tests 
of  Value  in  Office  Practice 

■ Bacteriuria 

■ Candida  (Monilia) 

■ Pseudomonas  aeruginosa 

■ Staphylococcus  aureus 

■ Throat  Streptococci 


WHEN 

THE  SQUEEZE 
IS  ON. . . 


KINESED* 
RELEASES  SPASM 

Kinesed®  can  effectively  counteract  the  spasm,  hypermotility 
or  hypersecretion  that  often  occurs  in: 

gastroenteritis/colitis 
peptic  ulcer 
gastritis/duodenitis 
spastic/irritable  colon. 

Provides  belladonna  alkaloids  for  potent  antispasmodic  and 
antisecretory  action. 

Also  provides  simethicone  for  accompanying  distention 
and  pain  due  to  gas.  And  phenobarbital— for  associated  anxiety 
and  tension. 

Contraindications:  Hypersensitivity  to  barbiturates 
or  belladonna  alkaloids,  glaucoma,  advanced 
renal  or  hepatic  disease. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma,  bladder  neck 
obstruction  or  urinary  bladder  atony.  Prolonged 
use  of  barbiturates  may  be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuna, 
and  other  atropine-like  side  effects  may  occur  at 
high  doses,  but  are  only  rarely  noted  at 
recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four 
times  daily  Dosage  can  be  adjusted  depending 
on  diagnosis  and  seventy  of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet 
three  or  four  times  daily.  Tablets  may  be  chewed 
or  swallowed  with  liquids. 


KilMESED 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital 
(warning:  may  be  habit-forming),  0. 1 mg.  hyoscyamme 
sulfate;  0.02  mg.  atropine  sulfate,  0.007  mg.  scopolamine 
hydrobromide;  40  mg.  simethicone. 


(5) 


STUART  PHARMACEUTICALS 

WILMINGTON,  DEL.  19899 


Div  oi  ICI  America  Inc. 
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R.  K.  Sharma,  M.D.,  P.  J.  Collipp,  M.D.,  J.  Thomas,  M.D.,  J.  Dick,  M.D.,  and 
V.  T.  Maddaiah,  M.D. 
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Bruce  J.  Sobol,  M.D. 
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Pedro  Ruiz,  M.D.,  Joyce  H.  Lowinson,  M.D.,  Norman  Marcus,  M.D.,  and 
John  Langrod,  M.D. 
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2259  Giant-Cell  Myocarditis 
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Reda  M.  Shaher,  M.D.,  Matthew  A.  Farina,  M.D.,  and  Monica  Bishop,  M.D. 


Special  Articles 

2268  Ounces  of  Prevention;  part  I 
Robert  G.  Hicks,  M.D. 
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Barry  Aron,  M.D.,  Pablo  A.  Morales,  M.D.,  and  Richard  Amelar,  M.D. 
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3EMINAL-500 

ligh  potency  B complex  vitamins/ 500mg.  vitamin  C 


l return  to  good  health  can  be  so  many 
j aings . . . medical  and  nursing  care . . . 
Ipst  and  proper  diet . . . and  prescribed 
utritional  supplementation,  like 
■EMINAL-500,  when  the  need  is  for 
igh  potency  vitamin  B complex  with 
00  mg.  of  vitamin  C. 

■EMINAL-500  provides  B and  C for 
itamin  deficiencies  which 


may  occur  during 

• pre-  and  postoperative  care 

• acute  infections 
or  resulting  from 

• debilitating  long  term  illness 

• convalescence 

BEMINAL-500  Tablets  have  no  odor 
and  leave  no  aftertaste . . . 500  mg.  of 
vitamin  C in  every  tablet. 


Each  BEMINAL-500  tablet  contains: 


Thiamine  mononitrate  (Vit.  Bi)  25.0  mg. 

Riboflavin  (Vit.  Bj ) 12.5  mg. 

Niacinamide  100.0  mg. 

Pyridoxine  hydrochloride  (Vit.  Bu)  10.0  mg. 

Calcium  pantothenate  20.0  mg. 

Ascorbic  acid  (Vit.  C) 

as  sodium  ascorbate  500.0  mg. 

Cyanocobalamin  (Vit.  B12)  5.0  meg. 


Each  tablet  contains  0.15  mg.  saccharin  as  sodium 
saccharin. 

Each  tablet  provides  the  following  multiples  of  the 
recognized  adult  minimum  daily  requirements: 

Thiamine  mononitrate  25 

Riboflavin  10 

Niacinamide  10 

Ascorbic  Acid  16 

The  need  for  pyridoxine  hydrochloride,  calcium 

pantothenate,  and  cyanocobalamin  in  human  nu- 

trition lias  not  been  established. 

USUAL  DOSAGE: 

Adults—  1 tablet  daily,  or  as  directed. 

SUPPLIED: 

No.  824— BEMINAL-500  Tablets,  in  bottles  of  100. 


Averst  AYERST  LABORATORIES 
/ New  York,  N.Y.  10017 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet. 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a 'roller-coaster''  nor  a hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

"Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

DIUM  BUTABARBITAL) 


SODIUM' 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease: 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover"  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
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Abstracts 


Sharma,  R.  K.,  Collipp,  P.  J.,  Thomas,  J.,  Dick,  J., 
and  Maddaiah,  V.  T.:  Methyltestosterone  in  consti- 

tutional growth  delay  and  familial  short  stature,  New 
York  State  J.  Med.  73:  2235  (Sept.  15)  1973. 

Methyltestosterone,  5 to  10  mg.  per  day  orally  for  a 
period  of  from  six  months  to  two  years,  was  given  to 
157  patients  with  constitutional  growth  delay  and  fa- 
milial short  stature.  Significant  increase  in  linear 
growth  and  skeletal  maturation  was  observed.  Ulti- 
mate predicted  height  was  greater  after  the  treatment 
than  the  height  predicted  before  treatment.  No  signif- 
icant side-effects  were  observed  with  these  doses. 
Serum  testosterone  determinations  indicated  that 
doses  of  methyltestosterone  produced  blood  levels  com- 
parable to  normal  adolescent  levels. 

Sobol,  B.  J.:  Further  experience  with  a new  test  of 

pulmonary  function.  New  York  State  J.  Med.  73:  2240 
(Sept.  15)  1973. 

The  result  of  extensive  testing  (550  patients)  with  a 
new  device  for  assessing  respiratory  resistance  is  pre- 
sented. The  testing  procedure  is  rapidly  performed 
and  produces  no  discomfort  in  the  patient,  it  requires 
only  a few  normal  breaths.  In  all  types  of  pulmonary 
impairment  the  yield  by  this  device  was  as  good  as 
with  any  other  single  test  of  pulmonary  function.  It 
appears  most  useful  in  obstructive  lung  disease.  In 
asthma  it  failed  to  detect  abnormality  in  only  1 out  of 
48  subjects.  This  subject  was  normal  in  all  the  other 


conventional  tests  as  well.  In  bronchitis  and  emphyse- 
ma the  yield  was  94  per  cent  positive,  which  was  supe- 
rior to  the  measurement  of  airways  resistance  or  specif- 
ic conductance.  It  is  suggested  that  this  technique 
may  be  useful  for  rapid  screening  and  is  particularly 
applicable  in  patients  who  are  unable  or  unwilling  to 
perform  the  special  maneuvers  required  of  most  pulmo- 
nary function  tests. 

Ruiz,  P.,  Lowinson,  J.,  Marcus,  N.,  and  Langrod, 

J.:  Treatment  of  drug  addiction  in  two  different  com- 
munities; comparative  review,  New  York  State  J.  Med. 
73:  2244 (Sept. 15)  1973. 

A comparison  of  two  methadone  programs  is  present- 
ed, one  located  in  a middle-class  neighborhood  and  the 
other  in  a ghetto  area.  The  middle-class  program  was 
highly  structured  and  discipline  was  reinforced.  The 
ghetto  program  was  flexible,  and  the  staff  had  greater 
participation  in  policy-making  decisions.  Both  pro- 
grams showed  less  educational  achievement  than  those 
of  their  catchment  areas.  The  ghetto  program  did  bet- 
ter in  securing  employment  for  clients,  although  both 
showed  great  success.  The  results  obtained  demon- 
strated that  ghetto  patients  do  not  have  a lower  level  of 
rehabilitation  as  expected.  Disciplinary  discharges  at 
the  middle-class  clinic  were  higher.  Perhaps  more  at- 
tention ought  to  be  dedicated  to  the  matching  of  the 
types  of  clinics  with  the  clients  to  avoid  dropouts  and 
assure  maximum  programs’  success. 


Abstracts  in  Interlingua 


Sharma,  R.  K.,  Collipp,  P.  J.,  Thomas,  J.,  Dick,  J., 
e Maddaiah,  V.  T.:  Le  methyltestosterona  in  le  re- 

tardo  constitutional  del  crescimento  e le  statura  breve 
familial,  New  York  State  J.  Med.  73:  2235  (15  de 
Septembre)  1973. 

Le  methyltestosterona,  al  dosage  oral  de  5 a 10  mg. 
per  die,  durante  6 menses  a 2 annos,  esseva  adminis- 
trate a 157  patientes  con  retardo  constitutional  del 
crescimento  e statura  breve  familial.  Un  augmento 
significative  del  crescimento  lineari  e maturation  skele- 
tal esseva  observate.  Le  prediction  ultime  del  statura 
esseva  melior  depost  del  tractamento  que  ante  del 
therapia.  No  effectos  collateral  de  importantia  esseva 
observate  con  le  dosage  mentionate.  Le  determination 
del  testosterona  seric  indicate  que  le  doses  de 
methyltestosterona  administrate  produceva  nivellos 
sanguine  comparabile  a illos  del  adolescentes  normal. 

Sobol,  B.  J.:  Experientia  additional  con  un  test  nove 
del  function  pulmonari.  New  York  State  J.  Med.  73: 
2240  (15  de  Septembre)  1973. 

Es  presentate  le  resultatos  de  un  extense  test  (con 
550  patientes)  facite  con  un  apparato  nove  pro  evalutar 


le  resistentia  respiratori.  Le  test  es  facite  rapi- 
demente,  non  causa  molestias  al  patiente  e solmente 
require  alicun  respirationes  normal.  In  omne  typos  de 
perturbation  pulmonari,  le  rendimento  del  apparato 
esseva  si  bon  como  alicun  altere  singule  test  del  func- 
tionamento  pulmonari.  Pare  esser  plus  utile  in  le 
morbo  pulmonari  obstructive.  In  casos  de  asthma,  le 
apparato  non  demonstrate  abnormalitate  solmente  in  1 
pro  cento  de  48  patientes.  Iste  persona  esseva  etiam 
normal  de  accordo  con  le  omne  altere  tests  convention- 
al. In  casos  de  bronchitis  e emphysema,  le  rendimento 
esseva  de  94  pro  cento  de  tests  positive;  iste  rendimen- 
to esseva  superior  al  mensura  del  resistentia  del  vias 
aeree  o al  conductantia  specific.  Es  indicate  que  iste 
technica  pote  esser  utile  pro  un  selection  rapide  de 
casos,  e es  particularmente  applicabile  in  patientes  que 
non  pote  o non  permite  le  execution  del  manovras  spe- 
cial requirite  per  le  majoritate  del  tests  del  function 
pulmonari. 

Ruiz,  P.,  Lowinson,  J.,  Marcus,  N.,  e Langrod,  J.: 

Tractamento  del  addiction  a drogas  in  duo  differentes 
communitates;  revision  comparative,  New  York  State 
J.  Med.  73:  2244  (15de  Septembre)  1973. 

continued  on  page  2247 
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Books  Reviewed 


Vesicoureteral  Reflux  and  Pyelonephritis.  John  A. 
Hutch,  M.D.,  and  Arjan  D.  Amar,  M.B.,  M.S.  Octavo 
of  236  pages,  illustrated.  New  York,  N.Y.,  Appleton- 
Centurv-Crofts,  1972.  Cloth,  $12.75. 

Drs.  Hutch  and  Amar  are  particularly  qualified  to 
write  this  text.  Dr.  Hutch  has  been  a predominant 
figure  in  the  elucidation  of  urologic  thinking  in  this 
complex  problem. 

The  text  requires  concentrated  study,  but  it  follows 
regular  thought  and  will  bring  about  a proper  under- 
standing in  the  management  of  patients  with  these 
ailments. 

Certainly  the  last  word  has  not  been  said  concerning 
this  problem,  but  this  excellent  text  is  recommended 
for  pediatricians  and  urologists  to  gain  a better  under- 
standing of  the  complexities  of  this  clinical  syndrome. 

Sidney  R.  Weinberg,  M.D. 

Functional  Aids  for  the  Multiply  Handicapped. 

Edited  by  Isabel  P.  Robinault,  Ph.D.  Quarto  of  245 
pages,  illustrated.  Hagerstown,  Md.,  Harper  & Row, 
Publishers.  1973.  Cloth,  $10. 

The  purpose  of  this  book,  a resource  of  functional 
aids  for  the  multiply  handicapped,  has  been  well  served. 
The  long  association  of  Isabel  Robinault  with  cerebral 
palsied  children  is  well  known.  The  editor  has  gathered 
in  one  small  volume  the  functionally  useful  equipment 
available  commercially  and  that  devised  by  the  ingenu- 
ity of  therapists  and  physiatrists.  The  excellent  photo- 
graphic and  line  drawing  illustrations,  with  measure- 
ments and  construction  directions,  enhance  the  value 
of  this  book. 

Techniques  and  aids  for  lifting,  carrying,  transfer, 
feeding,  and  self-help  is  a welcome  addition.  The 
chapters  on  communication,  learning,  and  recreational 
aids  are  well  illustrated  and  captioned.  A unique  fea- 
ture is  a list  of  commercial  and  other  sources  for  the 
material  in  the  book. 

This  volume  is  recommended  for  the  libraries  of 
physiatrists,  occupational  and  physical  therapists, 
recreational  therapists,  and  hospitals  serving  the  muscu- 
lar, neuromuscular,  and  neurologically  handicapped. 
Parts  may  be  used  as  a textbook  for  training  parents  in 
the  care  of  their  handicapped  children.  Herbert  Ber- 
ner, M.D. 

The  Milwaukee  Brace.  By  Walter  P.  Blount,  M.D., 
and  -John  H.  Moe,  M.D.  Octavo  of  198  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1973.  Cloth,  $9.75. 


Treatment  of  the  “crooked  child”  has  been  a chal- 
lenge to  the  orthopedic  surgeon.  The  riddle  of  spinal 
deformity  was  recognized  as  a problem  before  the  time 
of  Hippocrates.  A great  variety  of  ingenious  corrective 
devices  have  been  reported. 

Scoliosis  was  truly  the  stepchild  of  orthopedics  until 
1914,  when  Russell  Hibbs  first  treated  it  by  operative 
spine  fusion.  Subsequently,  surgical  management 
furnished  an  acceptable  solution  for  more  severe  spinal 
deformities.  The  value  of  surgical  interference  was 
enhanced  by  improvement  in  postoperative  external 
fixation. 

In  1945,  the  Milwaukee  brace  was  developed  to  pro- 
vide a more  efficient  and  comfortable  passive  correction 
and  fixation  following  surgery.  In  1954,  the  Milwaukee 
brace  began  to  be  used  routinely  by  the  group  for  non- 
operative treatment  of  scoliosis.  The  success  obtained 
in  preventing  deterioration  of  a few  paralytic  and  idio- 
pathic curves  inspired  a more  ambitious  program  of 
nonoperative  treatment.  As  acceptable  end  results  in- 
creased in  number,  the  apparatus  was  improved  and 
simplified.  It  was  made  lighter  and  less  bulky.  As 
time  passed,  the  Milwaukee  brace  has  been  widely  ac- 
cepted as  the  best  available  nonoperative  treatment  for 
spinal  deformities. 

The  prolonged  hospital  stay  and  deprivation  of  many 
activities  of  the  child  were  eliminated.  These  braces  are 
now  enabling  children  with  this  deformity  to  lead  active 
happy  lives.  Of  course,  regular  supervision  by  experts 
is  necessary. 

The  authors  with  over  twenty-five  years  of  experience 
have  standardized  the  techniques  of  making  and  using 
this  type  of  brace.  The  principles  and  technique  of 
management  have  been  worked  out.  Complications  of 
pressure  have  been  eliminated  when  braces  fit  properly. 

The  authors,  who  are  outstanding  experts  in  the 
management  of  this  deformity,  have  written  an  excel- 
lent thesis.  The  entire  book  is  fascinating  and  has  a 
remarkable  clarity  for  such  a complicated  subject. 

All  aspects  of  the  syndrome  are  studied  in  a compre- 
hensive manner,  with  emphasis  on  principles.  The 
authors  explain  all  phases  of  the  management  of  the 
patient  using  this  modality  of  the  Milwaukee  brace. 

The  nonoperative  treatment  of  scoliosis  is  such  an 
intricate  personal  matter  that  its  success  depends  on  the 
rapport  of  the  team  with  the  patient  and  family.  The 
authors  reveal  their  methods  of  handling  problems. 

The  printing  is  clear  and  well  organized.  The  illus- 
trations and  x-rays  are  excellent.  The  entire  text  is  well 
composed.  This  book  makes  an  excellent  addition  to  the 
library  of  the  physician  who  treats  crippling  deformities 
of  the  spine.  Alan  A.  Kane,  M.D. 
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Books  Received 


The  following  books  were  received  during  the  month  of  July,  1973  * 


Radiological  Atlas  of  Bone  Tumors.  By  The  Nether- 
lands Committee  on  Bone  Tumours.  Volume  Two. 
Quarto  of  600  pages,  fully  illustrated.  Baltimore,  Mary- 
land, The  Williams  & Wilkins  Co.,  1973.  Cloth,  $77. 

Heart  Disease  in  Infancy.  Diagnosis  and  Surgical 
Treatment.  Proceedings  of  the  Second  International 
Symposium  held  at  Green  Lane  Hospital,  Auckland, 
New  Zealand,  February  1972.  Edited  by  Brian  G. 
Barratt-Boyes,  K.B.E.,  M.B.,  John  M.  Neutze,  M.D., 
and  Edward  A.  Harris,  M.D.,  Ph.D.  Octavo  of  343 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Co.,  1973.  Cloth,  $28. 

Golden’s  Diagnostic  Radiology.  Edited  by  Laurence 
L.  Robbins,  M.D.  Section  15.  Pediatric  Radiology. 
Second  edition.  By  Lawrence  A.  Davis,  M.D.,  and 
Loretta  T.  Shearer,  M.D.  Quarto  of  293  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Co.,  1973.  Cloth,  $27.50. 

Ellis  and  Mitchell  Disease  in  Infancy  and  Childhood. 

Seventh  edition.  By  Ross  G.  Mitchell,  M.D.  Quarto 
of  426  pages,  illustrated.  Baltimore,  Maryland,  The 
Williams  & Wilkins  Co.,  1973.  Cloth,  $20.50. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Anticoagulants  in  myocardial 
infarction 

The  use  of  anticoagulants  in  myocardial  infarction  is 
reviewed  by  R.  V.  Ebert  ( Circulation  45:  903  [April] 
1972).  He  states  that  anticoagulant  therapy  does  alter 
venous  thrombosis,  pulmonary  embolism,  and  arterial 
embolization.  For  instance,  cerebral  emboli  were 
found  in  4.9  per  cent  of  untreated  patients,  and  in  0.7 
per  cent  of  treated  patients.  Similar  figures  were  de- 


Pathobiology of  Development — Or  Ontogeny  Re- 
visited. Symposium  of  American  Association  of 
Pathologists  and  Bacteriologists,  Cincinnati,  Ohio, 
1972.  Edited  by  E.  V.  D.  Perrin,  M.D.,  Milton  J.  Fine- 
gold,  M.D.,  Series  Editor,  Joel  G.  Brunson,  M.D.  Octa- 
vo of  151  pages,  illustrated.  Baltimore,  Maryland, 
Williams  & Wilkins  Co.,  1973.  Cloth,  $19.75. 

Acid-Base  Balance.  Chemistry,  Physiology,  Patho- 
physiology. By  A.  Gorman  Hills,  M.D.  Octavo  of  381 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Co.,  1973.  Paper,  $19.50. 

Current  Antibiotic  Therapy.  Edited  by  A.  M.  Geddes, 
F.R.C.P.E.,  and  J.  D.  Williams,  M.D.,  M.R.C.Path. 
Octavo  of  247  pages,  illustrated.  Baltimore,  Maryland, 
The  Williams  & Wilkins  Co.,  1973.  Cloth,  $13. 

Invisible  Loyalties.  Reciprocity  In  Intergenerational 
Family  Therapy.  By  Ivan  Boszormenyi-Nagy,  M.D., 
and  Geraldine  M.  Spark,  M.S.W.  Octavo  of  436  pages. 
Hagerstown,  Md.,  Harper  & Row,  Publishers,  1973. 
Cloth,  $12.50. 

Review  of  Physiological  Chemistry.  Fourteenth 
edition.  By  Harold  A.  Harper,  Ph.D.  Quarto  of  543 
pages,  illustrated.  Los  Altos,  California,  Lange  Medical 
Publications,  1973.  Fabricoid,  $8.50. 


monstrable  for  visceral  emboli.  Consequently,  justifi- 
cation for  prevention  of  thrombo-embolic  phenomena 
appears  indicated.  Heparin  does  not  apparently  pro- 
vide additional  benefit  over  warfarin  (Coumadin)  com- 
pounds. The  author  suggests  that  not  all  patients 
should  be  treated  with  anticoagulants,  but  those  pa- 
tients in  whom  anticoagulants  are  indicated  usually 
demonstrate  large  infarct,  history  of  previous  infarc- 
tion, congestive  heart  failure,  or  complications  requir- 
ing prolonged  bed  rest.  The  author  provides  a suffi- 
cient amount  of  argument  establishing  anticoagulants 
in  all  patients  is  unwarranted. 
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4 Tablets 

Percodan® 

Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.38  mg.  oxycodone 
terephthalate  (Warning:  May  be  habit-forming),  224  mg.  aspirin, 
160  mg.  phenacetin,  and  32  mg.  caffeine. 


When  she  goes  home 
prescribe  Percodan  for 
continued  relief  of 

• effective  analgesia 

• rapid  acting 

• q.  6 h.  dosage’' 

*Dosage  should  be  ad- 
justed according  to  the 
severity  of  pain  and 
the  response  of  the 
patient.  It  may  occa- 
sionally be  neces- 
sary to  exceed  the 
usual  recom- 
mended dosage 
in  cases  of  more 
severe  pain  or 
in  those  patients 
who  have  become 
tolerant  to  the 
analgesic  effect  of 
narcotics. 


For  reliable  relief  of  moderate 
to  moderately  severe  pain. 


Please  refer  to  Brief  Summary  on  facing  page 


£r»do  Laboratories.  Inc. 

Subsidiary  of  E.l.  du  Pont  de  Nemours  & Co.  (Inc.) 
Garden  City,  New  York  11530 


For  reliable  relief  of  moderate 
to  moderately  severe  pain. 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HC1 
(Warning:  May  be  habit  formingl,  0.38  mg  oxycodone 
terephthalate  (Warning:  May  be  nabit  formingl,  224  mg. 
aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 
INDICATIONS:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone, 
aspirin,  phenacetin  or  caffeine. 

WARNINGS:  Drug  Dependence:  Oxycodone  can  produce  drug 
dependence  of  the  morphine  type  and,  therefore,  has  the  poten- 
tial for  being  abused.  Psychic  dependence,  physical  depen- 
dence and  tolerance  may  develop  upon  repeated 
administration  of  Percodan,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications.  Like 
other  narcotic-containing  medications,  Percodan  is  subject  to 
the  Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients : Oxycodone  may  impair  the 
mental  and/or  physical  abilities  required  for  the  performance 
of  potentially  hazardous  tasks  such  as  driving  a car  or  operat- 
ing machinery.  The  patient  using  Percodan  should  be  cau- 
tioned accordingly. 

Interaction  with  other  central  nervous  system  depressants: 
Patients  receiving  other  narcotic  analgesics,  general  anesthet- 
ics, phenothiazines,  other  tranquilizers,  sedative-hypnotics  or 
other  CNS  depressants  (including  alcohol)  concomitantly  with 
Percodan  may  exhibit  an  additive  CNS  depression.  When  such 
combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced. 

Usage  in  pregnancy:  Safe  use  in  pregnancy  has  not  been 
established  relative  to  possible  adverse  effects  on  fetal  develop- 
ment. Therefore,  Percodan  should  not  be  used  in  pregnant 
women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

Usage  in  children:  Percodan  should  not  be  administered  to 
children. 

Salicylates  should  be  used  with  caution  in  the  presence  of 
peptic  ulcer  or  coagulation  abnormalities. 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pres- 
sure: The  respiratory  depressant  effects  of  narcotics  and  their 
capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  mark- 
edly exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with  head 
iniuries. 

Acute  abdominal  conditions:  The  administration  of  Percodan 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course 
in  patients  with  acute  abdominal  conditions. 

Special  risk  patients:  Percodan  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothy- 
roidism, Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when 
taken  in  excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness,  seda- 
tion, nausea  and  vomiting.  Some  of  these  adverse  reactions 
may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  con- 
stipation and  pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the  response 
of  the  patient.  It  may  occasionally  be  necessary  to  exceed  the 
usual  dosage  recommended  below  in  cases  of  more  severe  pain 
or  in  those  patients  who  have  become  tolerant  to  the  analgesic 
effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Per- 
codan may  be  additive  with  that  of  other  CNS  depressants.  See 
WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit 
the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms: 
Serious  overdose  with  Percodan  is  characterized  by  respiratory 
depression,  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and 
sometimes  bradycardia  and  hypotension.  In  severe  overdosage, 
apnea,  circulatory  collapse,  cardiac  arrest  and  death  may 
occur.  The  ingestion  of  very  large  amounts  of  Percodan  may,  in 
addition,  result  in  acute  salicylate  intoxication. 

Treatment:  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  the  institution  ot  assisted  or  con- 
trolled ventilation.  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against  respi- 
ratory depression  which  may  result  from  overdosage  or 
unusual  sensitivity  to  narcotics,  including  oxycodone.  There- 
fore, an  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation.  Since  the 
duration  of  action  of  oxycodone  may  exceed  that  of  the  antago- 
nist, the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as 
needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed 
drug. 


Attention  New  York 
State  Physicians 

Dear  Doctor: 

Starting  April  1,  1973,  new 
legislation  passed  by  the  State  of 
New  York  requires  that  special 
official  triplicate  prescriptions 
be  used  whenever  you  prescribe 
or  dispense  Schedule  II 
substances  (except  for  use  by 
hospital  in-patients). 

To  facilitate  this  procedural 
transition  as  much  as  possible, 
Endo  Laboratories  is  offering  a 
number  of  service  items: 

1.  a question  and  answer  booklet 
on  the  new  law, 

2.  a list  of  the  most  frequently 
prescribed  Schedule  II  drugs 
requiring  a triplicate  prescription, 

3.  a triplicate  kit  to  aid  in  the 
writing  and  filing  of  the  new 
prescriptions,  and 

4.  literature  to  help  explain  the 
law  to  your  patients. 

You  may  obtain  one  or  more 
of  these  items  from  your  Endo 
Representative,  or  by  writing 
directly  to  us  at  1000  Stewart 
Avenue,  Garden  City, 

New  York,  11530. 

Sincerely, 

ENDO  LABORATORIES,  INC. 

Edward  P.  Smith 

Director,  Professional  Services 
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Recommendations'  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

tFor  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept 
Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 
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MMR 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

’Trademark  of  Merck  & Co..  I nc. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102. 9 F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions. children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  hou'ever. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently  transmission, 
while  accepted  as  a theoretical  possibility  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy ; parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l°/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDjo  of 
mumps  virus  vaccine,  live,  and  1,000  TCID50  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  5A"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  Er  Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 


MSD 

MERCK 

SHARFk 

DOHME 
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'AilBECwlilC  SCRAPBOOK 

of  Vitamin  Facts  & Fallacies 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTED,  AMD  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A COOL,  WET  SUMMER  PRODUCES  WATERY, 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


RONSSENS,  A DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
SAILORS  WHO,  RETURNING  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
DISEASE  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


Available  on  your 
prescription  or 
recommendation 

mmmmA 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee®withC 


MULTIVITAMINS 


Each  capsule  contains 
Thiamine  mononitrate  (BO  15  mg  1500' 
R.botlav.n  (B.)  10  mg  83*' 

Pyndoime  hydrochloride  (B.) 5 mg  * 
Niacinamide  50  mg  5005 

Calcium  pantothenate  10  mg  *V 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 


30  CAPSULES 


- a-H-po  bins— 

—MM  | \ massam^r 


each  tablet, 
capsule  or5cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

' J (23%  alcohol) No  2 Extentab 

hyoscyamine  sulfate  0.1037  mg  0 1037  mg  0 31 1 1 mg. 

atropine  sulfate  0 0194  mg  0.0194  mg.  0 0582  mg 

hyoscine  hydrobromide  0 0065  mg  0.0065  mg  0.0195  mg. 

phenobarbital  (K  gr.)  16.2  mg  C/i  gr ) 32  4 mg  (%  gr.)  48.6  mg 

(warning  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  ordryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications 
Glaucoma:  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample. bladder  neck  obstruction  due  to  prostatic  hypertrophy),  or 
hypersensitivity  to  any  of  the  ingredients 

AHDOBINS  A H Robins  Company  Richmond  Virginia  23220 


Month  in  Washington 


In  an  effort  to  reach  some  hard  conclusions  in  the 
fuzzy  area  of  the  impact  of  various  kinds  of  health  in- 
surance on  health  care,  the  Federal  government  is  start- 
ing a $30  million  experiment. 

Some  of  the  questions  that  researchers  hope  to  an- 
swer are:  Would  erasure  of  all  financial  barriers  cause 
a surge  of  demand?  Do  deductibles  and  co-insurance 
exert  a brake  on  frivolous  or  excessive  use  of  physicians 
and  hospitals?  Do  families  alter  their  patterns  of  phy- 
sician-hospital utilization  depending  on  their  type  of 
insurance?  How  is  their  health  affected? 

The  study,  handled  by  the  OEO  (Office  of  Economic 
Opportunity)  in  conjunction  with  the  HEW  (Health, 
Education,  and  Welfare)  department,  will  cover  2,000 
families  containing  about  7,500  people.  It  will  last  up 
to  five  years.  About  100  families  in  Dayton,  Ohio,  will 
be  enlisted  shortly.  Four  other  cities  eventually  will 
take  part.  The  participants’  identities  are  confiden- 
tial. 

The  HEW  department  is  slated  to  take  over  the  proj- 
ect next  year.  Noting  the  proposals  before  Congress 
for  NHI  (national  health  insurance)  programs,  the 
OEO  says, 

The  Federal  government  will  inevitably  play  a 
major  role  in  determining  the  way  in  which  the  na- 
tion’s health-insurance  plans  operate.  Unfortunate- 
ly, current  knowledge  of  health  economics  is  not  suf- 
ficient to  predict  the  effects  of  public  policies  related 
to  health  insurance. 

Those  in  the  experiment  will  have  to  give  up  existing 
health  insurance  policies.  New  ones  will  be  provided 
free  as  far  as  policy  cost  is  concerned.  The  coverage 
will  take  three  basic  forms:  (1)  no  deductible,  no  co- 

insurance,  and  basically  unlimited  free  medical  care, 
(2)  $100  yearly  per  person  deductible,  no  co-insurance, 
and  (3)  no  deductible,  20  per  cent  co-insurance. 

There  will  be  variations  on  these  plans.  But  all  will 
have  a catastrophic  provision  above  a certain  amount 
of  out-of-pocket  costs  determined  by  some  fraction  of 
the  yearly  family  income. 

Officials  concede  that  Congress  may  enact  a NHI  bill 
before  much  meaningful  data  is  accumulated  from  the 
experiment.  Nevertheless,  they  say  that  the  informa- 
tion will  be  valuable  and  could  lead  to  adjustments  in 
any  existing  national  program. 

Benefits  will  vary  in  the  experimental  plans.  One 
will  cover  all  visits  to  physicians’  offices  while  the  pa- 
tients share  hospital  costs.  Psychiatric  care  will  be 
limited  to  50  outpatient  visits  annually.  Dental  care 
will  be  confined  to  children  and  exclude  orthodontic 
work. 

Families  of  all  income  levels  will  be  included,  up  to 
$25,000  a year.  All  participants  will  be  interviewed  in 
depth;  about  one-third  will  receive  physical  examina- 
tions. 

The  experiment  is  being  conducted  under  a grant  to 
the  Rand  Corporation,  Santa  Monica,  California;  a 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


subcontract  for  operational  work  is  held  by  Mathemat- 
ica,  Inc.,  of  Princeton,  New  Jersey. 

No  one  will  be  surprised  if  some  commonly  held  no- 
tions are  not  exploded  when  the  project  is  finished.  A 
little-publicized  HEW  study,  for  example,  indicates 
that  average  costs  per  medical  visit  are  much  cheaper 
with  the  private  practitioner  than  at  a neighborhood 
health  center  or  a prepaid  group  practice.  The  esti- 
mated private  costs  ranged  from  $6.58  to  $10.63  by 
specialties.  In  contrast,  the  cost  per  visit  at  18  well- 
established  neighborhood  health  centers  was  $21.16. 
The  prepaid  group  rate  was  figured  at  more  than  $18. 

The  report,  prepared  by  the  office  of  the  assistant 
HEW  secretary  for  planning  and  evaluation,  said  that 
strict  comparisons  among  the  three  modes  of  delivery 
are  difficult  and  subject  to  interpretation.  Yet  “the 
order  of  magnitude  difference  was  far  greater  than  had 
been  anticipated.” 

Taking  into  account  all  variables,  the  report  said, 
“When  related  to  the  estimated  private  practice  aver- 
age cost  per  visit,  the  (neighborhood)  center-physician 
encountered  cost  appears  to  be  extreme  in  nature.” 

On  the  surface,  although  the  study  group  took  pains 
not  to  put  it  so  bluntly,  the  report  indicated  that  larger 
delivery  systems  might  not  be  as  efficient  and  econom- 
ical as  the  solo  practitioner. 

The  report  concluded, 

Like  any  analysis,  this  study  raised  questions 
which  others  must  examine  and  answer.  Unfortu- 
nately, the  luxury  of  time  to  answer  these  questions 
is  not  available.  As  we  move  through  a period  of 
rapid  social  and  health-policy  change,  the  need  for 
these  answers  becomes  almost  immediate. 

* * * 

The  Administration  hopes  to  come  up  with  a newT 
national  health  insurance  plan  by  late  September. 
HEW  secretary  Caspar  Weinberger  said  that  consider- 
ation centers  around  two  approaches:  (1)  a combina- 

tion of  employer-mandated  coverage  plus  federally  fi- 
nanced catastrophic  protection,  or  (2)  a national  plan 
modeled  after  the  Federal  Employes  Health  Benefits 
Program. 

The  two  options  listed  by  Weinberger  are  not  mu- 
tually exclusive.  How  the  FEP  (Federal  Employes  Pro- 
gram) could  be  translated  into  a national  plan  was  not 
explained.  Government  workers  under  FEP  can 
choose  among  high  and  low  indemnity  or  service  plans 
of  private  insurers  and  the  “Blues”  with  the  Federal 
government  paying  a set  share.  Prepaid  group  practice 
is  another  choice.  Presumably,  a national  plan  would 
have  the  private  employers  financing  the  share  paid  by 
Uncle  Sam  for  U.S.  workers. 

The  first  mentioned  plan  sounds  like  the  previous 
Administration  proposal  with  the  exception  of  a strong 
catastrophic  plank  plus  universal  coverage,  not  provid- 
ed before. 

Whatever  scheme  is  picked,  Weinberger  said,  it  will 
include  a partnership  concept  involving  private  insur- 
ance and  public  agencies  that  will  (1)  assure  that  all 
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have  access  to  basic  comprehensive  coverage  regardless 
of  lack  of  sufficient  income,  (2)  will  make  judicious  use 
of  co-insurance  and  deductibles,  and  (3)  will  contain 
features  “to  halt  or  at  least  sharply  reduce  medical- 
cost  inflation.” 

* * * 

Leonard  Woodcock,  president  of  the  United  Auto 
Workers,  has  called  on  the  Administration  to  roll  back 
health  insurance  premiums  under  Phase  IV  of  the  Eco- 
nomic Stabilization  Program.  The  labor  leader  who  is 
chairman  of  the  CNHI  (Committee  for  National  Health 
Insurance)  said  that  the  commercial  health  insurance 
industry  “has  reaped  a huge  windfall”  under  Phase  II 
and  Phase  III  regulations. 

Woodcock  said  the  six  largest  health  insurance  com- 
panies had  “increased  their  net  gain  from  group  health 
operations  to  $140.1  million  last  year  from  $31.9  mil- 
lion in  1971,  a 350  per  cent  increase.” 

A spokesman  for  the  Health  Insurance  Institute,  rep- 
resenting the  insurance  industry,  denied  Woodcock’s 
charges  and  said  the  industry  experienced  a profit  of 
only  1.5  per  cent  on  premiums  during  1972  based  on  an 
analysis  of  20  companies. 

“Because  they  were  not  windfall  profits  on  a general, 
across-the-board  basis,  there  would  seem  to  be  little 
need  to  roll  back  health  insurance,”  the  spokesman 
said. 

Woodcock  appeared  at  a Washington  news  confer- 
ence with  Luci  Johnson  Nugent,  daughter  of  the  late 
President  Lyndon  Johnson,  and  leading  members  of 
CNHI.  Mrs.  Nugent  announced  her  support  of  the 
Kennedy-Griffiths  health  security  bill  backed  by  orga- 
nized labor  and  the  CNHI. 

* * * 

Alexander  MacKay  Schmidt,  M.D.,  has  been  named 
commissioner  of  the  Food  and  Drug  Administration. 

Dr.  Schmidt,  forty-three  years  of  age,  succeeds 
Charles  C.  Edwards,  M.D.,  who  is  now  assistant  secre- 
tary for  health  of  HEW. 

From  1970  until  earlier  this  year,  Dr.  Schmidt  was 
dean  and  professor  of  medicine  at  the  Abraham  Lin- 
coln School  of  Medicine,  University  of  Illinois  College 
of  Medicine. 

Dr.  Schmidt  previously  served  in  HEW  as  chief  of 
the  continuing  education  and  training  branch,  Regional 
Medical  Program,  from  August,  1967  until  December, 
1968.  From  there  he  went  to  the  University  of  Illinois 
College  of  Medicine  as  executive  associate  dean  and 
associate  professor  of  medicine  before  being  named 
dean  and  professor  of  medicine. 

Dr.  Schmidt  received  the  Bachelor  of  Science  degree 
from  Northwestern  University  in  1951  and  his  M.D.  de- 
gree from  the  University  of  Utah  College  of  Medicine  in 
1955.  From  1960  to  1967  he  held  various  academic  po- 
sitions at  the  University  of  Utah  College  of  Medicine. 

* * * 

The  prestigious  Brookings  Institution  has  come  out 
with  another  provocative  overview  of  U.S.  Government 
policies  that  declare  socialism  in  the  European  vein 
“has  negligible  support  in  the  United  States.” 

“ . . . there  appears  to  be  little  support  for  direct  pro- 
vision by  the  federal  government  of  public  services, 
especially  such  human  services  as  education,  health 
care,  and  law  enforcement,”  the  report  says. 

The  Brookings  report,  “Setting  National  Priorities — 
the  1974  Budget”  last  year  proved  a landmark  “think 


piece”  that  helped  set  the  tone  for  the  Nixon  Adminis- 
tration’s domestic-policy  programs  in  1974.  That  re- 
port urged  “social  experiments”  by  the  government  be- 
fore embarking  on  major  new  national  programs. 
Many  believe  the  private  foundation’s  report  was  a 
major  factor  in  the  Administration’s  decision  to  slash 
the  scope  of  its  HMO  (Health  Maintenance  Organiza- 
tion) program  to  a strictly  experimental  project. 

In  the  latest  report’s  discussion  of  NHI,  the  concept 
of  relating  benefits  to  income  is  endorsed.  This  is  a 
prime  feature  of  the  American  Medical  Association’s 
Medicredit  proposal. 

The  Brookings  report  said: 

The  type  of  proposal  that  seems  best  adapted  to 
meeting  all  three  criteria  of  equity,  protection,  and 
efficiency  is  a national  health  insurance  plan  with 
income  could  be  placed  on  the  out-of-pocket  expen- 
ses a family  would  have  to  pay.  One  advantage  of 
come  so  that  people  would  be  protected  against  ex- 
penses that  were  high  relative  to  their  income.  To 
prevent  undue  financial  burdens,  a ceiling  related  to 
income  could  be  placed  on  the  out-of-pocket  expen- 
ses a family  would  have  to  pay.  One  advantage  of 
such  an  approach  is  that  a single  plan  would  serve 
the  dual  purpose  of  protecting  the  poor  against  nor- 
mal expenses  and  protecting  higher  income  people 
against  heavy  expenses;  hence,  no  stigma  would  be 
attached  to  receiving  benefits  under  the  plan. 

The  Senate  Finance  Committee  has  voted  a substan- 
tial liberalization  of  the  Keogh  plan  for  self-employed 
people,  including  physicians,  but  also  added  restric- 
tions on  retirement  savings  by  professional  corpora- 
tions. 

Committee  chairman  Russell  Long  (D.,  La.)  said  the 
reason  for  the  restrictions  was  the  fact  that  in  some 
cases  professional  men  who  had  incorporated  and  who 
had  high  incomes  could  set  aside,  on  a deferred  taxa- 
tion basis,  as  much  as  $32,500  yearly  while  the  self- 
employed  were  limited  to  a maximum  of  $2,500. 

Under  the  new  Keogh  plan  limits  set  by  the  commit- 
tee, which  are  expected  to  win  Senate  approval,  physi- 
cians, lawyers,  dentists,  and  others  who  are  self-em- 
ployed are  allowed  a deductible  contribution  to  a re- 
tirement plan  of  up  to  15  per  cent  of  earned  income 
with  a maximum  of  $7,500  annually.  There  would  be  a 
$100,000  limit  on  earned  income  that  can  be  taken  into 
account.  Present  law  limits  retirement  set-aside, 
subject  to  tax  deduction,  to  10  per  cent  of  earned  in- 
come but  not  more  than  $2,500. 

According  to  the  committee,  the  $100,000  limit 
means  that  “higher  income  self-employed,  desiring  to 
achieve  the  $7,500  maximum  contribution  for  them- 
selves, will  find  it  necessary  to  contribute  on  behalf  of 
their  employees  at  a 7.5  per  cent  or  greater  rate.” 

The  same  self-employed  plan  limitations  were  im- 
posed on  retirement  contributions  on  behalf  of  certain 
owner- managers  of  corporations.  These  owner-manag- 
ers subject  to  the  limitations  would  be  those  having 
more  than  a 2 per  cent  ownership  interest  in  the  stock 
of  a corporation  but  only  if  all  such  persons  in  a partic- 
ular corporation  in  the  aggregate  have  more  than  a 25 
per  cent  interest  in  the  contributions  or  benefits  of  the 
pension  plan. 

An  increasing  number  of  physicians  in  recent  years 
have  formed  professional  corporations  to  be  able  to  in- 
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vest  more  in  retirement  savings  plans  with  tax  defer- 
rals than  possible  under  the  self-employed  Keogh  plan, 
among  other  reasons. 

The  new  plan,  believed  to  have  the  endorsement  of 
the  Administration,  stands  a good  chance  of  Congres- 
sional approval. 

* * * 

Congress  has  been  asked  to  approve  practical,  realis- 
tic programs  for  reimbursing  effective  home  health-care 
agencies  and  programs. 

The  American  Medical  Association  told  the  Senate 
Aging  Subcommittee  that  the  range  of  home  services 
covered  by  government  programs  needs  reexamination. 

“Physicians  . . . who  want  the  best  possible  care  for 
their  patients  must  be  allowed  to  order  and  to  provide 
preventive,  supportive,  and  rehabilitative  services  at 
home  as  they  presently  do  at  other  sites,”  testified 
Charles  Weller,  M.D.,  a member  of  the  AMA’s  com- 
munity health  care. 

Dr.  Weller  noted  that  home-care  agencies  have  been 
protesting  the  Social  Security  Administration’s  policies 
on  the  home-health  provisions  of  Medicare  in  as  much 
as  less  than  1 per  cent  of  Medicare  dollars  goes  for  this 
type  of  health  care. 

As  evidence  of  the  AMA’s  strong  support  of  the  con- 
cept, Dr.  Weller  pointed  to  the  important  home-health 
services  component  in  the  AMA’s  Medicredit  national- 
health  proposal.  Dr.  Weller  said, 

Effective  programs  of  home-care  services  can  re- 
duce costly  inpatient  stays  and  achieve  significant 
savings. 

In  summary,  the  AMA  actively  supports  the  devel- 
opment and  expansion  of  sound  home-care  programs. 
We  will  continue  to  urge  that  they  be  covered  under 
both  private  and  public  programs.  We  believe  they 
can  aid  selected  patients,  reduce  costs,  reduce  in- 
stitutionalization, and  provide  valuable  assistance  to 
physicians  whose  patients  participate  in  them. 
More  education  is  needed  about  the  benefits  of 
home- care  programs,  and  physicians  will  continue 
their  efforts  in  this  field. 


Early  recognition  of  neonatal  sepsis 

Fluid  obtained  from  the  external  ear  canal  of  the 
newborn,  representing  amniotic  fluid  and  cellular  de- 
bris, should  reveal  intrauterine  bacterial  contamina- 
tion. According  to  John  Scanlon,  M.D.,  (Clin.  Pediat. 
11:  258  [May]  1972),  of  67  newborn  infants  suspected  of 
sepsis,  8 actually  had  positive  blood  cultures.  Culture 
of  ear  material  yielded  the  same  organisms  as  the  blood 
cultures  in  all  8,  while  culture  of  the  gastric  aspirate 
yielded  the  same  infecting  organisms  as  7 of  the  8. 
Microscopic  examination  of  fluid  from  the  external 
ear  is  useful  in  early  identification  of  neonatal  sepsis, 
making  possible  the  institution  of  appropriate  therapy 
without  delay. 
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Editorial 


Dare  we  compromise  with  the  quality  of  medical  care? 


Many  solutions  have  been  proposed  to  alleviate 
the  alleged  scarcity  of  physicians.  These  include: 
radical  restructuring  of  medical  education  to  “turn 
out  more”  physicians  “more  quickly”;  changing 
laws  to  allow  less  highly  trained  personnel  to  under- 
take medical  care  on  their  own;  regulating  the 
distribution  of  physicians;  improving  the  use  of 
and  expanding  medical  and  health  facilities; 
promoting  HMO  (Health  Maintenance  Organiza- 
tions); establishing  PSRO  (Professional  Standards 
Review  Organization)  for  better  control  of  physi- 
cians and  medical  care;  and  pouring  in  more  Fed- 
eral funds  and  other  subsidies  for  medical  educa- 
tion. All  of  these  and  other  suggestions  have  the 
objective  of  maintaining  and  improving  the  stan- 
dards of  medical  care. 

In  addition  we  have  the  already  prevailing  policy 
of  shortened  period  of  medical  education:  some 
medical  schools  are  now  giving  the  full  M.D.  de- 
gree after  only  three  years  of  study.  Some  uni- 
versities offer  combined  six-year  programs  with 
both  B.S.  and  M.D.  degrees.  The  City  University 
of  New  York  is  now  offering  such  a combined  six- 
year  course  in  collaboration  with  Mount  Sinai 
Medical  College. 

The  contradiction  is  an  obvious  one.  Medical 
knowledge  has  expanded  exponentially,  and  every 
physician  now  must  master  much  more  than  here- 
tofore. How,  then,  can  one  reasonably  expect  the 
student  to  master  so  much  more  knowledge  in  less 
time  than  heretofore?  C.  A.  Hoffman,  M.D.,  out- 
going president  of  the  A.M.A.,  notes  the  paradox 
too  that  in  a time  when  more  multidisciplinary 
general  men  are  needed  in  medicine,  the  curricu- 
lum of  our  medical  schools  is  being  foreshortened 
and  narrowed,  yielding  a much  less  rounded  ex- 
perience, when  there  should  be  more;  all  of  this  also 
promotes  earlier  and  more  specialization.  All 
the  rapidly  expanding  more  difficult  new  material 
of  advancing  medicine,  as  well  as  the  old,  must  be 
fully  encompassed  so  that  our  students  can  have  a 
proper  background  to  understand  disease  in  the 
present  and  to  be  prepared  for  the  full  use  of  the 
growing  knowledge  of  mechanisms  and  processes 
of  disease  in  the  future;  then  there  must  be  also 
some  time  for  maturation  and  digestion.  Like 
pregnancy,  learning  in  the  true  sense,  that  is  with 
understanding,  just  cannot  be  rushed  too  much! 
Expediting  our  teaching,  doing  it  quickly  “while 
standing  on  one  leg,”  means  skimming  the  surface 


in  lieu  of  proceeding  in  depth.  It  is  a very  old 
question:  shall  we  use  the  summary,  the  abstract, 
the  condensed  outline,  the  “pony,”  instead  of  the 
real  thing — the  slow  meticulous  use  of  the  un- 
abridged text  or,  best  of  all,  the  sick  patient  and 
the  clinical  knowledge  personally  acquired  from 
the  sick  patient?  The  real  question  is  whether  or 
not  the  student  will  be  able  to  apply  broad 
principles  to  specific  clinical  problems,  rather 
than  bring  to  bear  blind  formulas  and  shortcut 
symptomatic  therapy.  The  latter  means  skip- 
ping the  search  for  etiology  and  avoiding  attention 
to  pathology  and  other  basic  aspects  of  disease. 
Are  we  not  too  ready  to  call  these  important  facets 
irrelevant  academic  aspects  of  disease? 

The  question  is  whether  we  are  not  in  fact  ac- 
cepting a compromise  with  quality,  and  in  this 
instance  it  means  the  quality  of  medical  care.  Is 
this  not  true  if  we  are  ready  to  diminish  the  re- 
quired education  of  physicians,  just  to  obtain  more 
of  them?  Obtaining  more  less-qualified  physi- 
cians may  ultimately  be  tragic  for  patients.  Ob- 
taining more  physicians  who  are  less  qualified  rep- 
resents a fundamental  lowering  of  standards  that 
will  finally  lower  the  quality  of  care.  Gresham’s 
law  that  bad  money  displaces  good  money  will  no 
doubt  apply  here,  and  lower  quality  medical  care 
can  be  expected  to  displace  higher  quality. 

The  student  cannot  be  taught  to  be  a physician 
in  medical  school.  He  has  to  learn  how  to  be  one 
thereafter,  and  he  must  be  able  to  continue  the 
learning  process.  Otherwise,  he  is  soon  far  behind 
and  in  effect  falls  by  the  wayside  as  progress 
advances  around  him.  To  train  medical  students 
so  that  they  will  continue  to  learn  must  be  our 
major  objective.  Training  for  the  present  only  is 
for  racehorses;  for  physicians  it  must  be  scholar- 
ship and  the  avid  continuing  search  for  informa- 
tion. 

Legislators  and  politicians  have  put  pressure  on 
medical  schools  to  shorten  the  course  of  study 
and  “produce”  more  physicians.  Students  have 
unwittingly  agreed.  At  a time  of  financial  crises 
for  all  medical  schools,  grants  have  been  used  to 
“bribe”  faculties  to  accept  new  foreshortened 
courses  of  study.  Politicians  are  no  more  qualified 
to  determine  the  curriculum  of  medical  schools 
than  are  our  freshman  students. 

In  developing  our  “three-year  wonders”  are  we  at 
least  careful  to  select  appropriate  candidates,  that 
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is,  those  capable  of  maintaining  the  new  rapid 
pace  of  learning?  Might  not  this  too  be  considered 
discriminatory  against  less  qualified  candidates 
and  those  unable  to  keep  up  with  this  sprinting 
pace?  Are  medical  schools  not  also  simultaneously 
trying  to  select  and  give  preference  to  individuals 
in  deprived  groups  who  already  have  deficiencies 
that  must  be  corrected?  Experience  has  shown 
that  this  necessity  often  exists  even  for  the  present 
unaccelerated  four-year  medical  course.  How  will 
this  deprived  group  fare  with  the  rapid  shortened 
curriculum? 

It  must  be  realized  that  a medical  school  never 
did  prepare  a candidate  for  the  actual  practice  of 
medicine,  nor  prepare  him  to  practice  a specialty, 
whether  general  practice  or  some  other  special 
field.  Nor  was  this  ever  the  intention  of  under- 
graduate education,  for  the  simple  reason  that  it 
was  unable  to  do  so.  Nor  is  it  any  better  prepared 
to  do  so  now.  It  will  be  a sad  day  when  we  orient 
our  teaching  in  our  medical  colleges  only  to  the 
practice  of  medicine  per  se,  rather  than  to  the 
science  and  art  of  medicine.  Then  we  will  be 
stooping  to  training  “felshers,”  rather  than  pro- 
fessional scholarly  physicians.  Whether  or  not  this 
cheaper  medicine  will  redound  to  the  ultimate  good 
of  the  patient,  and  whether  it  will  not  constitute 
only  a temporary  relief  at  that,  which  will  finally 
be  inadequate,  is  a very  serious  and  moot  ques- 
tion. Will  it  not  denigrate  the  profession? 

Not  too  long  ago  the  priority  of  medical  educa- 
tors was  the  stimulus  to  productive  scientific 
investigation;  that  was  the  primary,  if  not  the 
sole,  criterion  for  the  evaluation  of  our  medical 
colleges.  This  was  equivalent  to  making  our  goal 
the  effort  to  develop  physicians  oriented  to  the 
experimental  method,  with  only  a limited  but  not 
an  exclusive  interest  in  caring  for  the  sick  and  in 
maintaining  health.  More  recently  the  quality 


of  teaching  per  se  has  been  stressed.  Medical 
schools  have  now  accepted  the  need  to  promote  the 
effective  and  efficient  transmission  of  knowledge 
about  the  mechanisms  of  disease.  This  does  not 
preclude  the  very  best  individual,  personal,  as  well 
as  the  scientific,  care  of  the  whole  patient;  in 
truth  it  enhances  it.  Above  all  we  must  foster 
the  student’s  ability  to  think  and  to  progress. 

We  can  achieve  this  goal  of  teaching  effectively 
by  stressing  basic  knowledge  and  fundamental 
principles.  We  will  not  promote  the  develop- 
ment of  good  physicians  by  limiting  our  teaching 
to  condensed  pragmatic  information  for  im- 
mediate application  only.  To  educate  for  the 
present  only  is  no  education  at  all! 

The  crucial  choice  is  between  good  medicine 
and  bad;  this  must  not  be  reduced  to  a choice  be- 
tween a little  more  medical  care  now  and  future 
inept  care.  The  stake  is  modern  analytical  care 
versus  the  trial  and  error  empiricism  of  yore.  The 
lack  of  understanding  and  resulting  poor  judgment 
on  the  part  of  the  inadequately  trained  physician 
will  soon  enough  promote  a too  ready  acceptance  of 
the  hollow  bedside  manner  of  old,  impressive  but 
admittedly  most  inadequate.  The  contrast  is  be- 
tween what  can  be  humbug  or  good  medical  care. 
No  one  denies  the  earnestness  of  purpose  of  those 
recommending  the  new  “rapid  fire”  curriculum. 
The  road  to  perdition,  however,  has  always  started 
with  initial  compromises  as  the  first  well-meaning 
step,  but  thereafter  the  speed  downhill  accelerates. 

Do  we  dare  compromise  with  the  highest  stan- 
dards of  care  of  the  sick  and  the  maintenance  of 
health?  That  is  exactly  what  we  are  doing  when 
we  dare  to  compromise  with  any  aspect  of  the 
quality  of  medical  care,  a most  serious  backward 
step. 

A.  A.  A. 
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Several  androgenic  steroid  hormones  are  se- 
creted by  the  adrenal  cortex  and  the  testes.  The 
most  powerful  is  testosterone.  The  action  of  these 
hormones  is  most  clearly  shown  in  the  changes 
that  occur  in  boys  at  puberty.  They  also  produce 
pronounced  retention  of  nitrogen  and  buildup  of 
body  protein  which  results  in  development  of  the 
musculature  and  also  accounts  at  least  in  part  for 
the  spurt  in  growth  at  puberty.  As  well  as  stimu- 
lating growth,  the  androgenic  hormones  cause 
maturation  of  the  bones  and,  eventually,  fusion  of 
the  epiphyses  at  which  time  longitudinal  growth 
ceases.1 

Synthetic  male  hormone  was  used  for  the  first 
time  to  accelerate  growth  by  Moricurd  and  Bize  in 
1937. 1 McCullagh  and  Rossmiller  in  19412  intro- 
duced the  use  of  methyltestosterone  for  this  pur- 


Methyltestosterone,  5 to  10  mg.  per  day  orally  for 
a period  of  from  six  months  to  two  years,  was  given 
to  157  patients  with  constitutional  growth  delay 
and  familial  short  stature.  Significant  increase  in 
linear  growth  and  skeletal  maturation  was  ob- 
served. Ultimate  predicted  height  was  greater 
after  the  treatment  than  the  height  predicted  be- 
fore treatment.  No  significant  side-effects  were 
observed  with  these  doses.  Serum  testosterone  de- 
terminations indicated  that  doses  of  methyltestos- 
terone produced  blood  levels  comparable  to  normal 
adolescent  levels. 


pose.  Since  that  time  there  has  been  considerable 
controversy  as  to  whether  such  treatment  would 
increase,  decrease,  or  not  affect  ultimate  height. 
Sobel  et  al.3  believe  that  methyltestosterone 
stimulates  skeletal  maturation  more  than  linear 
growth.  However,  Bayley,  Gordon,  and  Lisser4 
have  found  that  10  mg.  of  methyltestosterone 
daily  led  to  no  disproportionate  skeletal  matura- 
tion, and  in  20  cases  in  which  linear  growth  was 
followed  to  completion,  there  was  no  reduction  in 
ultimate  height  from  that  predicted  before  treat- 
ment. Foss5  found  that  the  average  child  receiv- 
ing from  5 to  15  mg.  of  methyltestosterone  daily 
was  0.4  inches  taller  than  his  predicted  height, 
while  normal  controls  grew  to  within  0.2  inches  of 
their  predicted  height. 

In  this  study  117  patients  with  constitutional 
growth  delay  and  40  patients  with  familial  short 
stature  received  methyltestosterone  for  a period 
between  six  months  to  two  years.  All  patients 
were  informed  that  this  medication  would  make 
them  reach  their  ultimate  height  sooner,  and  no 
increase  in  ultimate  predicted  height  was  prom- 
ised. 

Materials  and  methods 

All  the  children  in  this  study  were  patients  of 
the  growth  clinic  at  the  Nassau  County  Medical 
Center.  Boys  and  girls  between  ten  and  eighteen 
years  of  age  were  included  for  this  study.  Other 
reasons  for  growth  retardation  were  excluded  by 
history,  physical  examination,  and  determination 
of  protein-bound  iodine,  blood  urea  nitrogen,  bi- 
carbonate, complete  blood  count,  urinalysis,  and 
buccal  smear  for  sex  chromatin  in  females.  Only 
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TABLE  I.  Increment  in  height,  weight,  bone  age,  and  ultimate  height  following  treatment 
with  methyltestosterone  in  male  patients  with  constitutional  growth  delay 


Increment 

Height * 

W eight - 

- — Bone  Age 

Period  and 

Number 

Number 

Number 

Age  of  Patients 

of 

of 

of 

(Years) 

Inches  Patients 

Pounds  Patients 

Months  Patients 

Six  months 


10  to  14 

1 .9 

± 

0.47 

67 

8.2 

± 

4.7 

67 

8.4 

± 

4.2 

67 

14  to  18 
One  year 

2.0 

± 

0.5 

42 

10.0 

± 

4.6 

42 

7.2 

± 

4.4 

42 

10  to  14 

3.9 

=fc 

0.45 

40 

16.7 

4.7 

40 

17.0 

± 

4.8 

40 

14  to  18 

One  and  one-half 

3.8 

± 

0.53 

32 

19.6 

4.1 

32 

14.5 

db 

4.2 

32 

years 
10  to  14 

5.7 

± 

0.36 

20 

24.0 

± 

5.3 

20 

23.8 

± 

4.3 

20 

14  to  18 
Two  years 

5.3 

± 

0.4 

15 

27.4 

rfc 

4.2 

15 

22.3 

4.1 

15 

10  to  14 

7.8 

± 

0.6 

16 

31.2 

± 

6.2 

16 

32.9 

rfc 

8.0 

16 

14  to  18 

Ultimate  increase 

6.9 

± 

0.5 

14 

35.6 

± 

4.0 

14 

33.5 

± 

4.0 

14 

after  therapy 
10  to  14 

1.12 

± 

0.6 

67 

14  to  18 

0.8 

± 

0.4 

42 

patients  who  were  considered  to  have  disturbed 
behavior,  poor  school  work,  or  emotional  problems 
related  to  short  stature  were  studied.  All  the  pa- 
tients were  one  standard  deviation  or  more  below 
the  mean  in  height  for  their  age.  Of  157  patients 
studied,  149  were  boys  and  8 girls;  117  patients 
had  constitutional  growth  delay  and  40  patients 
were  diagnosed  to  have  familial  short  stature. 
Among  the  patients  with  constitutional  growth 
delay,  there  were  67  patients  between  ten  and 
fourteen  years  of  age  and  42  patients  were  from 
fourteen  to  eighteen  years  of  age,  whereas  all  the  8 
girls  had  constitutional  growth  delay  and  were  be- 
tween ten  to  fourteen  years  of  age.  Girls  with  go- 
nadal dysgenesis  were  not  included  in  this  study. 
In  the  familial  short-stature  group,  32  boys  were 
between  ten  and  fourteen  years  old  and  8 patients 
were  fourteen  to  eighteen  years  of  age. 

All  the  male  patients  received  10  mg.  methyl- 
testosterone  orally  once  a day,  whereas  girls  were 
treated  with  5 mg.  methyltestosterone.  Testos- 
terone levels  were  determined  in  some  patients 
(boys  and  girls)  before  and  during  the  therapy. 
Wrist  and  hand  x-ray  films  were  taken  to  deter- 
mine the  bone  age  before  testosterone  was  pre- 
scribed. Thereafter,  hand  and  wrist  x-ray  exami- 
nations were  repeated  every  six  months  to  deter- 
mine the  change  in  bone  age.  All  the  x-ray  films 
were  interpreted  by  the  same  physician  using  the 
Greulich  and  Pyle6  atlas.  Their  adult  heights 
were  predicted  from  height  and  bone  age  by  the 
same  physician,  using  the  Bayley  tables  in  Greu- 
lich and  Pyle’s  atlas.6  Three  separate  readings  of 
the  bone  ages  were  done  to  minimize  errors.  On 
each  visit  accurate  account  of  the  changes  in 
height,  weight,  and  bone  age  was  kept  by  using 
the  same  methods  and  scales. 

Short  children  with  an  average  family  height 


less  than  66.5  inches  and  bone  age  equal  to  or 
more  than  chronologic  age  and  without  any  organ- 
ic disease  were  considered  to  have  familial  short 
stature,  whereas  children  with  an  average  family 
height  of  66.5  inches  or  more  and  bone  age  less 
than  chronologic  age  by  at  least  one  standard  de- 
viation and  without  any  organic  disease  were  con- 
sidered to  have  constitutional  growth  delay.  Av- 
erage family  height  was  the  mean  height  of  the  10 
closest  relatives  reported  by  the  parents.  Serum 
testosterone  determinations  were  done  by  Bio- 
Science  Laboratories,  Van  Nuys,  California.7  The 
data  are  presented  as  mean  plus  or  minus  stan- 
dard deviation,  and  the  student  t test  was  used  for 
calculation  of  p values. 

Results 

Rate  of  growth,  gain  in  body  weight,  relative  in- 
crease of  skeletal  age,  and  change  of  predicted 
adult  height  in  male  patients  with  constitutional 
growth  delay  are  summarized  in  Table  I.  Chil- 
dren of  ten  to  fourteen  years  of  age  gained  7.8  ± 
0.6  inches  in  height.  Increase  in  skeletal  matura- 
tion was  found  to  be  32.9  ± eight  months.  The 
fact  that  these  children  were  short  suggests  that 
rate  of  growth  was  slow  before  treatment.  During 
this  treatment  these  patients  grew  2.9  inches  for 
each  year  of  skeletal  maturation.  These  patients 
gained  on  the  average  31.2  ± 6.2  pounds  in 
weight  during  two  years  of  testosterone  treatment. 
When  ultimate  predicted  heights  before  and  after 
the  treatment  were  compared,  a gain  of  1.12  ± 0.6 
inches  was  observed.  This  was  found  to  be  statis- 
tically highly  significant  (p  < 0.001). 

Boys  in  the  fourteen  to  eighteen-year  age  group 
gained  6.9  ± 0.5  inches  in  height.  Increase  in  the 
skeletal  maturation  was  33.5  ± four  months. 
The  rate  of  growth  for  each  year  increment  in 
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TABLE  II.  Increment  in  height,  weight,  bone  age,  and  ultimate  height  following  treatment 
with  methyltestosterone  in  female  patients  with  constitutional  growth  delay,  aged  ten  to  fourteen  years 


,>  . 

Number 

Number 

Number 

Increment 

of 

of 

of 

Period 

Inches 

Patients 

Pounds 

Patients 

Months 

Patients 

Six  months 

1.95  ± 0.48 

8 

8.9  ± 5.2 

8 

9.3  ± 5.3 

8 

One  year 

3.6  ± 0.32 

4 

16.8  ± 4.9 

4 

17.0  ± 4.5 

4 

One  and  one- 

half  years 

5.25  ± 0.38 

2 

25.2  ± 4.2 

2 

25.2  ± 4.2 

2 

Ultimate  increase 

after  therapy 

1.04  ± 0.7 

8 

TABLE  III. 

Increment  in  height,  weight,  bone  age,  and  ultimate  height  following  treatment 

with  methyltestosterone  in  male  patients  with  familial  short  stature 

Increment 

Period  and 

Number 

Number 

Number 

Age  of  Patients 

of 

of 

of 

(Y  ears) 

Inches 

Patients 

Pounds 

Patients 

Months 

Patients 

Six  months 

10  to  14 

1.7  ± 0.3 

32 

7.9  ± 3.2 

32 

8.5  ± 3.6 

32 

14  to  18 

1.5  ± 0.5 

8 

9.2  ± 4.2 

8 

9.2  ± 4.2 

8 

One  year 

10  to  14 

3.6  ± 0.35 

26 

17.0  ± 6.0 

26 

18.1  ± 5.2 

26 

14  to  18 

2.3  ± 0.3 

6 

19.2  ± 4.0 

6 

16.3  ± 4.6 

6 

One  and  one-half 

* 

years 

10  to  14 

5.0  ± 0.9 

22 

26.0  ± 6.2 

22 

25.2  ±5.2 

22 

14  to  18 

3.2  ± 0.5 

6 

28.2  ± 6.0 

6 

24.0  ± 6.8 

6 

Two  years 

10  to  14 

7.2  ± 0.5 

15 

39.2  ± 7.2 

15 

35.2  ± 6.3 

15 

14  to  18 

5.1  ± 0.4 

5 

37.2  ± 6.2 

5 

32.3  ± 5.6 

5 

Ultimate  increase 

after  therapy 

10  to  14 

0.4  ± 0.3 

32 

14  to  18 

-0.3  ± 0.25 

8 

bone  age  was  2.5  inches,  and  increase  in  ultimate 
predicted  height  of  0.8  ± 0.4  inches  was  observed. 
This  increase  in  ultimate  height  was  significant  (p 
< 0.005).  Patients  gained  35.6  ± 8.2  pounds  in 
weight  in  two  years.  These  results  indicate  that 
there  was  an  increase  in  predicted  ultimate  height 
and  increase  in  the  linear  rate  of  growth  along 
with  skeletal  maturation. 

The  pertinent  information  concerning  the  8 girls 
with  constitutional  growth  delay  studied  and  the 
influence  of  5 mg.  of  methyltestosterone  on  height, 
body  weight,  skeletal  maturation,  and  increase  in 
the  ultimate  height  are  summarized  in  Table  II. 
Increase  in  height  of  5.25  ± 0.38  inches  during 
one  and  one-half  years  of  treatment  was  found 
with  increase  in  skeletal  age  maturation  of  25.2  ± 
4.2  months.  Height  gain  for  each  year  increase  in 
bone  age  was  2.7  inches  a year.  There  was  an  in- 
crease in  the  ultimate  predicted  height  by  1.04  ± 
0.7  inches  which  was  significant  (p  < 0.02). 

Table  III  summarizes  the  rate  of  growth,  weight 
gain,  increase  in  bone  age,  and  change  in  ultimate 
predicted  height  in  familial  short  stature.  In- 
crease in  height  in  children  ten  to  fourteen  years 


of  age  with  familial  short  stature  was  7.2  ± 0.5 
inches,  whereas  increase  in  bone  age  was  35.2  ± 
6.3  months.  Increase  in  height  for  each  year  of 
bone  age  increment  was  about  2.5  inches.  An  in- 
crease of  0.4  ± 0.3  inches  in  the  ultimate  predict- 
ed height  was  observed,  which  was  significant  (p 
< 0.005). 

However,  in  the  fourteen  to  eighteen-year  age 
group,  there  was  increase  in  height  of  5.1  ± 0.4 
inches  and  bone  age  advanced  by  32.3  ± 5.6 
months.  This  shows  an  increase  in  height  of  2 
inches  for  every  twelve-month  increase  in  skeletal 
age.  Ultimate  height  was  reduced  by  minus  0.3 
± 0.29  inch,  which  was  not  significant  statistical- 
ly- 

Side-effects  such  as  more  frequent  erections,  en- 
largement of  the  penis,  pubic  hair,  hoarseness  of 
voice,  facial  hair,  and  acne  were  noticed  about  one 
year  after  the  treatment  in  5 or  6 boys,  but  treat- 
ment was  continued.  Two  boys  had  severe  acne 
and  discontinued  the  treatment.  In  15  boys,  min- 
imal breast  enlargement  was  noticed  which  did 
not  require  treatment  and  was  probably  not  a re- 
sult of  the  medication.  Two  girls  among  15  pa- 
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TABLE  IV.  Plasma  testosterone  levels  before  and  after  treatment  with  5 to  10  mg.  methyltestosterone* 


Sex 

Age  (Years) 

Number 

of 

Patients 

Before  Therapy 
(ng.  per  100  ml.) 

During  Therapy 
(ng.  per  100  ml.) 

Male 

10  to  14 

10 

55.7  ± 21. 6t 

589.7  ± 149. Of 

Male 

14  to  18 

8 

242  ± 62. 8t 

562.5  ± 122.81 

F emales 

10  to  14 

3 

51.0  ± 12. 5f 

312  ± 65. 5t 

* Normal  adult  male  400  to  1,200  ng.  per  100  ml. 
t p < 0.001  over  control. 


tients  who  received  the  10-mg.  dose  developed 
hoarseness  of  voice  and  increased  facial  hair. 
Treatment  was  stopped,  and  the  symptoms  dis- 
appeared. Now  our  female  patients  receive  5 mg. 
of  methyltestosterone  without  side-effects.  Men- 
struation was  not  disturbed  in  2 girls  who  had 
menstruated  at  the  time  of  study.8 

Measurements  of  plasma  testosterone  levels  be- 
fore and  during  (two  hours  after  morning  dose) 
the  treatment  are  shown  in  Table  IV.  Levels  of 
testosterone  were  different  in  two  age  groups  be- 
fore treatment.  After  treatment  the  levels  were 
similar  in  all  male  patients  but  were  lower  in  girls 
treated  with  the  5-mg.  dose.  Therefore,  small 
oral  doses  (5  to  10  mg.)  produce  increases  in  plas- 
ma testosterone  comparable  to  those  found  at  pu- 
berty. In  2 prepubertal  patients  levels  of  methyl- 
testosterone were  found  to  be  350  and  420  ng.  per 
100  ml.  by  gas  chromatography.*  Their  testoster- 
one levels  rose  from  prepubertal  to  normal  puber- 
tal levels  while  receiving  methyltestosterone  for 
one  to  two  years,  indicating  that  treatment  did 
not  suppress  normal  puberty  in  these  two  boys. 

Comment 

Growth  retardation  is  one  of  the  most  frequent 
complaints  for  which  children  are  referred  to  a pe- 
diatric endocrine  clinic.  The  available  amounts 
of  human  growth  hormone  are  insufficient,  and 
therefore  its  clinical  use  is  limited  to  a selected 
group  of  patients.  Furthermore,  human  growth 
hormone  seems  most  effective  only  in  children 
lacking  the  hormone  and  has  to  be  given  by  injec- 
tion.9 The  clinician  is  therefore  often  compelled 
to  make  use  of  the  other  drugs  with  growth-pro- 
moting properties.  The  most  potent  drug  with 
such  a property  is  testosterone.  Sobel  et  al ,3  and 
Wilkins10  have  reported  that  testosterone  pro- 
duced greater  average  increase  in  skeletal  age 
than  in  height  age.  Both  Sobel  and  Wilkins  used 
relatively  large  doses,  often  30  or  40  mg.  of 
methyltestosterone  a day.  Bavley,  Gordon,  and 
Lisser4  have  shown  that  small  doses,  5 to  20  mg.  a 
day  (usually  10  mg.  daily),  lead  to  no  dispropor- 
tionate skeletal  maturation,  and  in  20  cases  in 
which  growth  was  followed  to  adult  stature,  no  re- 
duction in  the  ultimate  predicted  height  was  no- 
ticed. It  was  observed  that  ultimate  height  was 
more  than  the  ultimate  predicted  height  before 
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therapy.  In  the  study  by  Sobel  et  al.3  the  pa- 
tients who  received  10  mg.  of  methyltestosterone 
gained  five  months  in  linear  height  when  gain  in 
height  age  was  subtracted  from  gain  in  skeletal 
age.  The  present  study  further  supports  the  con- 
clusion that  small  daily  doses  of  methyltestoster- 
one accelerate  linear  growth  in  children  over  ten 
years  of  age  and  have  no  adverse  effect  on  ulti- 
mate height.  It  is  known  that  methyltestosterone 
is  poorly  absorbed  from  the  intestine,  and  sub- 
lingual tablets  have  been  developed.  Our  data  on 
blood  levels  suggest  that  significant  amounts  of 
the  drug  are  being  absorbed  after  the  oral  dose 
used  in  this  study. 

The  mechanism  for  the  growth-promoting  effect 
is  believed  to  be  due  to  pronounced  retention  of 
nitrogen  and  buildup  of  body  proteins.  Recently 
Illig  and  Prader11  have  reported  that  testosterone 
stimulates  the  growth-hormone  secretion  from  the 
anterior  pituitary.  This  may  help  explain  the  sig- 
nificantly increased  predicted  ultimate  height 
seen  in  this  study. 

Methyltestosterone  in  small  doses  has  recently 
been  reported  to  increase  the  ultimate  height  of 
girls  with  Turner’s  syndrome.12 

We  feel  that  the  indications  for  the  use  of  an- 
drogens in  accelerating  growth  in  children  without 
endocrine  disorder  are  limited.  We  limit  its  use 
to  children  at  least  ten  years  of  age  who  have  sig- 
nificant emotional  disturbance  resulting  from 
short  stature.  The  taking  of  a “growth”  pill  each 
day  should  help  solve  a problem,  not  create  one. 
Common  emotional  complaints  at  ages  nine  to 
eleven  are  that  the  child  is  physically  and  verbally 
abused  by  peers.  At  ages  eleven  to  fourteen  ath- 
letic programs  become  a serious  problem  for  some, 
and  at  age  fifteen  to  seventeen  dating  and  relating 
to  the  opposite  sex  are  the  common  problems. 
Most  short  children  are  best  treated  by  a careful 
examination  and  strong  reassurance  as  to  their 
normality  in  our  experience  with  2,500  short  chil- 
dren. 

However,  occasional  children  need  a more  spe- 
cific solution  to  their  growth  problem. 

Acknowledgment.  The  authors  wish  to  express  apprecia- 
tion to  Mr.  Hing  Fai  Moo  for  his  excellent  technical  assis- 
tance. 
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cated that  blood  pressure,  serum  cholesterol,  cigaret 
smoking,  electrocardiographic  evidence  of  left  ventricu- 
lar hypertrophy,  and  glucose  intolerance  are  precursors 


ford,  Calif.,  Stanford  University  Press,  1959. 

7.  Demetriou,  J.  A.,  and  Austin.  F.  G.:  Quantitation  of 
plasma  testosterone  by  improved  competitive  protein-binding 
technique,  Clin.  Chem.  16:  111  (1970). 

8.  Laron,  Z.:  Use  of  fluoxymesterone  in  the  treatment  of 
growth  retardation,  Acta  paediat.  52:  465  (1963). 

9.  Raben,  M.  S.:  Growth  hormone,  2.  Clinical  use  of 

human  growth  hormone,  New  England  J.  Med.  266:  82  (1962). 

10.  Wilkins,  L.:  Dwarfism,  in  Conn.,  H.  F.,  Ed.:  Current 
Therapy,  Philadelphia,  W.  B.  Saunders  Company,  1956. 

11.  Illig,  R.,  and  Prader,  A.:  Effect  of  testosterone  on 

growth  hormone  secretion  in  patients  with  anorchia  and  de- 
layed puberty,  J.  Clin.  Endocrinol.  30:  615  (1970). 

12.  Johanson,  A.  J.,  Brasel,  J.  A.,  and  Blizzard,  R.  M.: 
Growth  in  patients  with  gonadal  dysgenesis  receiving  fluoxy- 
mesterone, J.  Pediat.  75:  1015  (1969). 


common  to  all  three  major  atherosclerotic  events. 
These  events  include  atherosclerotic  brain  infarction, 
coronary  heart  disease,  and  intermittent  claudication. 
Analysis  of  the  data  of  the  study  indicated  that  the 
dominant  factor  predisposing  to  atherosclerotic  brain 
infarction  is  high  blood  pressure.  None  is  clearly  dom- 
inant for  coronary  heart  disease.  Glucose  intolerance 
is  only  weakly  related  to  coronary  heart  disease,  and  ci- 
garet smoking  is  related  weakly,  if  at  all,  to  angina 
pectoris.  This  study  involved  persons  sampled  from 
the  adult  population  of  Framingham,  Massachusetts, 
examined  every  two  years  since  1949. 
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The  spirometer  remains  the  simplest  and  most 
reliable  device  for  the  detection  of  chronic  lung 
disease  despite  a wide  variety  of  sophisticated 
tests  of  pulmonary  function.  However,  it  has  the 
disadvantage  that  it  requires  a high  degree  of  mo- 
tivation, together  with  proper  patient  under- 
standing and  performance.  As  such  it  is  not  an 
ideal  instrument  for  the  ill,  debilitated,  or  disin- 
terested subject  or  for  one  who,  for  whatever  rea- 
son, finds  proper  performance  impossible. 

This  report  illustrates  an  extensive  experience 
with  a simple  device,  for  want  of  a better  name 
referred  to  as  the  “shutter,”  which  obviates  most 
of  the  difficulties  of  the  spirometer  while  offering  a 
rapid  method  of  detecting  pulmonary  functional 
abnormalities.  The  purpose  of  the  present  work 
is  to  compare  some  standard  pulmonary  tests  with 
the  shutter  in  terms  of  their  ability  to  detect  func- 
tional impairment.  Such  a comparison  has  been 
reported,  using  the  first  100  subjects  studied.1 
This  report  presents  the  results  with  the  first  550 
patients  studied  by  the  shutter. 

Methods 

The  principle  of  the  device  has  been  described 
in  detail  elsewhere.1  Briefly,  it  consists  of  a 
method  of  rapidly  introducing  and  removing  at 
the  mouth  of  a quietly  breathing  subject  a resis- 
tance of  known  value.  The  change  in  air  flow  so 
produced  is  proportional  to  a ratio  of  the  known 
resistance  to  the  patient’s  respiratory  resistance. 

With  the  following  exceptions  all  data  used  in 
this  report  are  from  consecutive  studies  on  pa- 

This  work  was  supported  in  part  by  the  Westchester  Heart 
Association. 


tients  referred  to  the  laboratory  for  cardiac  or  pul- 
monary evaluation:  (1)  After  the  first  100  stud- 

ies, the  use  of  the  instrument  was  discontinued 
while  those  results  were  evaluated.  Thus,  there  is 
a hiatus  between  the  first  100  and  the  final  450 
studies.  (2)  When  patients  were  studied  more 
than  once,  only  their  first  studies  were  used.  (3) 
Children  were  excluded.  (4)  Patients  who  could 
not  perform  in  the  body  plethysmograph  or  on  the 
spirometer  were  excluded.  Twenty-seven  normal 
males  and  an  equal  number  of  females  were  stud- 
ied to  establish  the  limits  of  normal  for  the  shut- 
ter. All  but  one  were  hospital  employees,  medi- 
cal, or  nursing  students. 

Patients  and  normal  subjects  were  studied  in 
random  order  by  means  of  the  shutter,  body 
plethysmograph,  and  spirometer.  The  plethys- 
mograph was  of  the  constant  volume  type  employ- 
ing methods  previously  described.2'4  Spirometry 
was  performed  on  a Pulmonor  with  the  patient 
seated  and  the  nose  occluded.  The  best  of  three 
or  more  FVC  (forced  vital  capacities)  was  used  in 
the  determination  of  the  measures  of  expiratory 
flow,  FEVi  (first  second  volume),  FEV\  per  cent 
(first  second  per  cent)  and  MMF  (maximum-mid 
expiratory  flow).5 

The  patients  were  divided  into  seven  groups  on 
the  following  grounds:  Group  1 was  composed  of 
152  patients  with  COPD  (chronic  obstructive  pul- 
monary disease)  who  all  had  an  FEV\  per  cent 
and/or  an  MMF  which  was  below  the  limits  of 
normal  as  defined  in  Table  I.  They  had  no  iden- 
tifiable cause  for  obstructive  phenomena  such  as 
asthma  or  tuberculosis.  Group  2 was  composed  of 
48  patients  with  asthma,  inclusion  in  which  was 
based  entirely  on  clinical  history.  This  included 
episodic  bouts  of  shortness  of  breath  having  their 
onset  in  youth  or  early  adulthood,  episodes  of 
wheezing  unrelated  to  respiratory  infections,  and 
relief  of  symptoms  with  bronchodilator.  (Only 
patients  with  uncomplicated  asthma  are  included 
in  this  group.)  Patients  with  this  history,  in  con- 
junction with  other  forms  of  cardiopulmonary  dis- 
ease, are  included  in  Group  3 which  was  composed 
of  79  patients  with  mixed  obstructive  disease. 
This  group  included  patients  with  functional  ab- 
normalities consistent  with  airway  obstruction  as 
defined  by  the  criteria  in  Table  I,  but  with  some 
other  cardiopulmonary  affliction  as  well:  for  ex- 

ample, congenital  heart  disease  plus  sarcoidosis, 
arteriosclerotic  heart  disease  plus  COPD,  COPD 
plus  tuberculosis,  COPD  plus  restrictive  lung  dis- 
ease, and  so  forth.  Group  4 was  composed  of  135 
patients  with  cardiac  abnormalities  who  were  re- 
ferred for  a wide  variety  of  cardiac  abnormalities 
and  in  whom  pulmonary  disease  was  not  suspect- 
ed and  whose  pulmonary  functional  abnormalities 
were  sufficiently  mild  as  to  permit  the  diagnosis  of 
cardiac  abnormality  alone.  Group  5 consisted  of 
59  patients  with  miscellaneous  forms  of  lung  dis- 
ease, which  category  was  determined  purely  on 
clinical  grounds  and,  therefore,  contains  a wide 
variety  of  differing  disease  entities.  For  example, 
it  includes  postnecrotizing  pneumonia,  eosinophil- 
ic granuloma,  kyphoscoliosis,  tuberculosis,  tuber- 
culosis plus  thoracotomy,  multiple  pulmonary 
emboli,  and  so  forth.  Group  6 included  61  pa- 
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The  result  of  extensive  testing  (550  patients)  with 
a new  device  for  assessing  respiratory  resistance  is 
presented.  The  testing  procedure  is  rapidly  per- 
formed and  produces  no  discomfort  in  the  patient; 
it  requires  only  a few  normal  breaths.  In  all  types 
of  pulmonary  impairment  the  yield  by  this  device 
was  as  good  as  with  any  other  single  test  of  pulmo- 
nary function.  It  appears  most  useful  in  obstruc- 
tive lung  disease.  In  asthma  it  failed  to  detect  ab- 
normality in  only  1 out  of  48  subjects.  This 
subject  was  normal  in  all  the  other  conventional 
tests  as  well.  In  bronchitis  and  emphysema  the 
yield  was  94  per  cent  positive,  which  was  superior 
to  the  measurement  of  airways  resistance  or  specif- 
ic conductance.  It  is  suggested  that  this  tech- 
nique may  be  useful  for  rapid  screening  and  is  par- 
ticularly applicable  in  patients  who  are  unable  or 
unwilling  to  perform  the  special  maneuvers  re- 
quired of  most  pulmonary  function  tests. 


tients  with  pulmonary  sarcoidosis  who  were 
placed  in  this  category  on  the  basis  of  a character- 
istic chest  x-ray  finding,  systemic  evidence  of  the 
disease,  and/or  a positive  node  biopsy  or  Kveim 
test.  A pulmonary  functional  abnormality  was 
not  necessary  to  be  placed  in  this  category. 
Group  7 was  composed  of  16  patients  who  were 
studied  because  of  the  complaint  of  a cough  and/ 
or  shortness  of  breath.  The  abnormalities  found 
were  either  in  one  function  test  alone  or  were  so 
minimal  as  to  make  the  diagnosis  of  pulmonary 
disease  uncertain.  Inclusion  in  this  group  can 
represent  a false  positive  finding  or  may  indicate 
very  early  disease. 

Results 

Equations  defining  the  limits  of  normal  findings 
for  various  spirometric  functions  are  given  in 
Table  I.  The  relationship  of  resistance  as  deter- 
mined by  the  shutter  (SR)  to  height  for  the  nor- 
mal subjects  is  given  in  Figure  1.  Of  note  is  the 
fact  that  there  is  no  regression  on  height  for  fe- 
males either  during  inspiration  or  expiration. 
Therefore,  for  females  this  limit  was  set  by  the 
mean  and  standard  deviation. 

Table  II  gives  the  breakdown  by  function  for  the 
various  groups.  The  yield  of  the  shutter  was  par- 
ticularly good  in  asthma,  detecting  abnormality  in 
all  patients  except  one.  However,  this  patient 
was  normal  in  all  other  functions  also.  The  yield 
for  the  SR  was  also  good  in  COPD,  Group  1. 
Thus,  in  diseases  characterized  by  purely  ob- 
structive phenomena  (as  distinguished  from  re- 
strictive), the  shutter  performed  quite  well,  and  in 
terms  of  airway  conductance  and  specific  conduc- 
tance outperformed  the  body  plethysmograph. 

In  the  mixed  forms  of  obstructive  disease, 
Group  3,  the  yield  was  not  as  good  and  fell  pro- 
portionately with  the  yield  for  the  body  plethys- 
mograph. The  yield  by  the  spirometer,  in  terms 
of  the  expiratory  flow,  did  not  change.  However, 
patients  were  considered  obstructive  on  the  basis 
of  the  FEVi  per  cent  and/or  the  MMF,  so  that  the 
yield  of  these  two  functions  could  not  lessen. 

The  yield  for  cardiac  patients  was  unexpectedly 


high  by  all  methods.  Although  pulmonary  func- 
tion has  been  extensively  studied  in  valvular  heart 
disease  and  in  left  ventricular  failure,  neither  of 
these  factors  explains  the  high  yield  by  SR  and 
MMF  noted  here.  This  is  currently  under  study 
in  the  laboratory. 

The  separation  of  patients  with  cardiac  disease 
who  were  also  considered  to  have  lung  disease, 
and  thus  are  included  in  Group  3,  was  done  on  the 
basis  of  the  severity  of  the  pulmonary  functional 
abnormalities,  those  functions  listed  in  Table  I as 
well  as  the  diffusing  capacity.  Inclusions  in  this 
group  rather  than  in  Group  4 may  seem  somewhat 
arbitrary,  but  it  seemed  obvious  that  some  of 
these  patients  had  diseases  of  both  the  heart  and 
lungs,  Group  3,  while  others  had  either  mild  or  no 
lung  disease  in  addition  to  their  cardiac  disease. 
Group  5 was  separated  on  clinical  and  not  physi- 
ologic grounds.  The  yield  by  the  shutter  com- 
pared favorably  with  the  other  function  tests. 


TABLE  I.  Prediction  equations  and  limits  of  normal 


Male 

F emale 

FVC  = 0.198  (Ht)  - 0.013  (Age)  - 8.47 

= 0.108  (Ht)  - 0.017  (Age)  - 3.12 

SEE  = 0.5 

= 0.48 

Lower  limit  of  normal 

= predicted  FVC  — 1.64  SEE 

FEV!  = 0.17  (Ht)  - 0.02  (Age)  - 7.03 

= 0.088  (Ht)  - 0.023  (Age)  - 2.1 

SEE  = 0.46 

= 0.40 

Lower  limit  of  normal 

= predicted  FEV,  — 1.64  SEE 

FEV,  percent  = 93.19  - 0.11  (Age)  -1.05  (FVC)  = 103.46  - 0.25  (Age)  -2.86  (FVC) 

SEE  =5.10 

= 5.40 

Lower  limit  of  normal  = predicted  FEVi  per  cent  — 1.64  SEE 

MMF  = Observed  FVC/2t 

= Observed  FVC/2t 

t = 0.54 

= 0.45 

SD  = 0.14 

= 0.13 

Lower  limit  of  normal  = 

= observed  FVC/2(t  + 1.64  SD) 

FVC:  forced  vital  capacity,  liters;  FEVi:  first  second  volume,  liters;  FEVi  per  cent:  (FEVi/FVC)  X 100,  per  cent;  MMF:  maximum  mid- 

expiratory  flow,  liters  per  second;  SEE:  standard  error  of  estimate;  Ht:  height,  inches;  SD:  standard  deviation;  t:  mid  half  time  of  the  FVC. 
The  derivations  of  the  prediction  equations  and  the  limits  of  normal  have  been  dealt  with  previously.6 
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FEMALES 


INSP  EXP 

HEIGHT 


FIGURE  1 For  the  females  there  is  no  significant  re- 
gression of  SR  on  height.  The  means  are:  Inspiration 

( I nsp. ) . 4 1 cm.  of  water  per  liter  per  second:  expiration 
(Exp.)  3 53  cm  of  water  per  liter  per  second.  The 
upper  limit  of  normal  was  taken  as  the  mean  + 1 64 
X standard  deviation,  for  inspiration  4.1  and  expiration 
5.1  cm.  of  water  per  liter  per  second.  For  males  there 
is  a significant  regression  of  SR  on  height.  The  upper 
limit  of  normal  was  determined  from  the  regression 
equation  + 1 64  X the  standard  error  of  the  estimate. 
The  upper  limit  of  normal  for  inspiration  SR  = 15  84 
— Ht  (0.173)  while  for  expiration  SR  = 15.83  — Fit 
(0  168)  The  value  of  1 64  was  used  to  eliminate 
upper  5 per  cent  of  normal  values  since  only  high 
values  are  considered  abnormal. 


Comment 

This  simple  device,  requiring  only  a few  normal 
breaths  and  less  than  a minute  of  testing  time, 
produced  a yield  which  compared  favorably  with 
other  measurements  of  lung  function.  This  is  not 
to  say  that  it  will  not  miss  a grossly  diseased 
subject  with  pulmonary  or  chest-wall  abnormality 
obvious  on  the  x-ray  film.  However,  this  is  also  a 
shortcoming  of  all  pulmonary  function  tests  taken 
in  isolation.  A proper  physiologic  evaluation  of 
the  respiratory  system  should  include  a variety  of 
measurements.  However,  as  a rapid  screening  de- 
vice the  shutter  appears  to  have  merit.  In  addi- 
tion to  its  rapidity  and  simplicity,  it  requires  no 
calibration  and  is,  therefore,  an  ideal  device  for 
the  clinic,  ward,  or  physician’s  office.  Currently 
under  construction  is  a version  of  the  device  which 
will  give  an  immediate  read-out  of  the  value  of  SR 
in  both  inspiration  and  expiration.  If  this  is  suc- 
cessful, then  the  one  current  drawback  of  the  de- 
vice, the  somewhat  tedious  analysis  of  the  record, 
will  be  obviated. 

The  number  of  groups  into  which  the  patients 
were  divided  may  at  first  appear  unnecessarily 
large  and  cumbersome.  However,  three  groups, 
COPD,  asthma,  and  sarcoid,  were  on  the  basis  of 
firm  clinical  or  physiologic  grounds.  The  mixed 
obstructive  group  contained  a variety  of  clinical 
and  physiologic  states  and  did  not  fit  into  the 
pure  COPD  or  the  pure  restrictive  groups.  The 
miscellaneous  forms  of  lung  disease  contained  too 
few  forms  of  any  one  abnormality  to  make  indi- 
vidual groups.  The  group  of  16  with  cough  and 
shortness  of  breath  was  considered  separately  be- 
cause of  the  possibility  that  any  or  all  the  test  re- 
sults in  these  subjects  may  represent  a false  posi- 
tive. 

The  results  obtained  here  have  concentrated  on 
the  utility  of  the  device.  What  in  fact  is  mea- 
sured by  the  technique  remains  open  for  further 
investigation.  Presumably  the  device  measures 


TABLE  II.  Incidence  of  positive  findings  for  the  various  functional  parameters  tested 


Per  Cent  Positive 

Plethys- 

- — mography — - , Spirometry 


Diagnosis 

Number 

I 

— Shutter- 
E 

I or  E 

RA 

CA/ 

TGV 

FVC 

FEV, 

FEVi 
per  cent 

MMF 

COPD 

152 

89 

91 

94 

74 

79 

67 

86 

89 

97 

Asthma 

48 

96 

86 

98 

89 

89 

28 

61 

80 

67 

Mixed  ob- 

79 

78 

78 

85 

64 

65 

63 

91 

90 

95 

structive 

Cardiacs 

135 

46 

52 

61 

17 

14 

22 

31 

31 

50 

Miscellaneous 

59 

61 

56 

69 

26 

10 

46 

62 

34 

43 

pulmonary 

Sarcoid 

61 

55 

55 

65 

26 

12 

52 

69 

43 

49 

Cough/SOB 

16 

44 

44 

56 

13 

13 

0 

0 

0 

25 

Totals 

550 

69 

70 

78 

49 

45 

47 

64 

61 

70 

In  each  column  the  percentage  of  the  patients  with  abnormal  findings  for  the  particular  function  is  listed.  The  absolute  number  of  patients  is  listed 
under  the  column  "Number.” 

I:  inspiratory  resistance,  centimeters  of  water  per  liter  per  second;  E:  expiratory  resistance,  centimeters  of  water  per  liter  per  second;  I or  E: 

inspiratory  anti  or  expiratory  resistance;  HA:  airway  resistance,  centimeters  of  water  per  liter  per  second;  CA  TGV:  specific  conductance,  liters  per 
centimeter  of  water  per  liter  per  second;  FVC:  forced  vital  capacity,  liters;  FEVi:  forced  expiratory  volume,  1 second,  liters;  FEVi  per  cent:  FEVi/ 
FVC  X 100;  MMF:  maximal  mid-expiratory  flow,  liters  per  second;  COPD:  chronic  obstructive  pulmonary  disease  (emphysema  and  or  bronchitis) ; 
cough/SOB:  cough  and/or  shortness  of  breath;  pulmonary  disease  in  these  patients  is  uncertain. 
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the  sum  of  airway  and  tissue  resistance  of  the  lung 
and  chest  wall.  However,  since  no  measure  of  tis- 
sue resistance  was  attempted  on  these  patients 
and  since  airway  resistance  was  measured  during 
panting  (and  SR  finding  is  determined  during 
quiet  breathing),  this  cannot  be  validated.  How- 
ever, of  the  tests  performed,  SR  correlates  best 
with  RA  (airway  resistance)  as  measured  by  the 
body  plethysmograph.  The  correlation  of  RA 
with  SR  in  asthma  is  0.81  and  in  COPD  is  0.78. 
However,  in  sarcoidosis  and  miscellaneous  forms 
of  lung  disease,  the  relationship  between  SR  and 
RA  is  not  as  good.  In  these  diseases  elevated  SR 
may  reflect  the  increased  tissue  resistance  com- 
monly seen  in  these  diseases  while  RA  does  not. 

A singular  oddity  is  that  SR  in  males  is  related 
to  height  while  in  females  this  is  not  the  case. 
However,  relationships  in  normal  persons  tend  to 
be  poor.  For  example,  this  has  previously  been 
shown  for  the  relationship  between  various  mea- 
sures of  expiratory  flow,7  specific  conductance  and 
expiratory  flow,8  or  airway  conductance  and  tho- 
racic gas  volume.9  Once  obstructive  disease  su- 
pervenes, all  these  relationships  improve,  as  pre- 
viously noted  between  measures  of  expiratory 
flow,10  and  measures  of  expiratory  flow  and  specif- 
ic conductance.11  The  same  occurred  here  for  the 
relationship  of  SR  and  RA  which  in  normal 
subjects  had  an  r of  0.33  (males,  0.12,  females 
0.39),  while  as  noted  previously  for  obstructive 
lung  diseases  this  relationship  was  0.81  and  0.78. 
Whether  or  not  this  generally  poor  relationship 
in  normal  persons  explains  the  failure  to  find  a re- 
gression of  SR  on  height  for  females  remains  an 
open  question. 

The  high  yield  of  the  shutter  in  Group  6 pre- 
sents a problem.  It  is  impossible  to  determine 
whether  or  not  these  are  false  positive  results.  In 


terms  of  the  other  tests,  they  would,  in  those  in- 
stances in  which  the  MMF  or  other  function  was 
not  abnormal,  be  considered  false  positives. 
However,  it  is  also  conceivable  that  in  some  pa- 
tients this  test  is  the  earliest  positive  finding. 
Only  a large  prospective  study  with  a long-term 
follow-up  on  patients  showing  normal  and  abnor- 
mal findings  on  this  device  as  well  as  on  standard 
tests  would  settle  this  question. 

Grasslands  Hospital 

Valhalla,  N.Y.  10595 


References 

1.  Sobol,  B.  J.:  Clinical  experience  with  a new  test  of 

pulmonary  function,  Chest  60:  137  (Aug.)  1971. 

2.  Comroe,  J.  H.,  Jr.,  Botelho,  S.  Y.,  and  DuBois,  A.  B.: 
Design  of  a body  plethysmograph  for  studying  cardiopulmo- 
nary physiology,  J.  Appl.  Physiol.  14:  430  (1959). 

3.  DuBois,  A.  B.,  Botelho,  S.  Y.,  and  Comroe,  J.  H.,  Jr.: 
A new  method  for  measuring  airway  resistance  in  man  using 
a body  plethysmograph:  values  in  normal  subjects  and  in  pa- 
tients with  respiratory  disease,  J.  Clin.  Invest.  35:  327  (1956). 

4.  Sobol,  B.  J.:  Methods  for  simplifying  the  constant- 

volume  body  plethysmograph,  J.  Appl.  Physiol.  27:  295  (1969). 

5.  Leuallen,  E.  C.,  and  Fowler,  W.  S.:  The  maximal 

mid-expiratory  flow,  Am.  Rev.  Tuberc.  72:  783  (1955). 

6.  Sobol,  B.  J.,  Park,  S.,  and  Emirgil,  C.:  The  early  de- 
tection of  chronic  obstructive  pulmonary  disease  by  simple 
spirometric  tests,  Am.  Rev.  Resp.  Dis.  107:  753  (1973). 

7.  Sobol,  B.  J.,  and  Emirgil,  C.:  The  expiratory  flow  rate 
in  normal  subjects.  Rev.  Allerg.  22:  283  (1968). 

8.  Pelzer,  A.,  and  Thomson,  M.  L.:  Effect  of  age,  sex, 

stature  and  smoking  habits  on  human  airway  conductance,  J. 
Appl.  Physiol.  21:  469  (1966). 

9.  Sobol,  B.  J.,  Emirgil,  C.,  and  Wadhwani,  B.:  The  un- 
certain relationship  between  airway  conductance  and  lung 
volume.  Am.  Rev.  Resp.  Dis.  100:  350  (1969). 

10.  Sobol,  B.  J.,  and  Emirgil,  C.:  The  expiratory  flow  rate 
in  patients  with  chronic  pulmonary  disease,  J.  Chronic  Dis. 
21:  211  (1968). 

11.  Idem:  Airway  resistance  as  measured  by  body  pleth- 

symography  versus  measurements  of  expiratory  flow  rate,  Am. 
Rev.  Resp.  Dis.  96:  275  (1967). 


September  15,  1973  / New  York  State  Journal  of  Medicine  2243 


T reatment  of  Drug 
Addiction  in  Two 
Different 
Communities 


Comparative  review 


PEDRO  RUIZ,  M.D.a 

The  Bronx.  New  York 

JOYCE  H.  LOWINSON,  M.D.b 

The  Bronx,  New  York 

NORMAN  MARCUS,  M.D.C 

The  Bronx,  New  York 

JOHN  LANGROD,  M.A.d 

The  Bronx,  New  York 

From  the  Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

a Director,  Lincoln  Community  Mental  Health  Center,  and 
Associate  Professor  of  Psychiatry 

b Medical  Director.  Methadone  Maintenance  Program,  and 
Assistant  Professor  of  Psychiatry 
c Clinical  Instructor  in  Psychiatry. 

d Director  of  Research,  Methadone  Maintenance  Program 


Heroin  addiction  is  no  longer  confined  to  young 
black  and  Puerto  Rican  people  in  the  ghetto  but 
can  be  found  in  white,  middle-class  areas  as  well. 
Treatment  efforts  are  now  being  directed  toward 
both  groups. 

Methadone  maintenance  is  one  modality  which 
has  had  substantial  success  in  blocking  the  crav- 
ing for  heroin  and  making  rehabilitation  possible. 
Two  methadone  maintenance  treatment  clinics  of 
the  Albert  Einstein  College  of  Medicine  have  been 
selected  for  comparative  purposes  in  this  report  to 
look  at  distinctive  characteristics  of  ghetto  and 
middle-class  addicts  and  the  efficacy  of  their 
treatment  by  the  clinics. 

The  Albert  Einstein  College  of  Medicine-Bronx 
State  Hospital  MMTP  (methadone  maintenance 
treatment  program)  is  funded  through  the  New 


York  State  Narcotics  Addiction  Control  Commis- 
sion and  at  present  has  a total  of  11  outpatient 
clinics.  Of  these,  the  two  clinics  being  compared 
are  located  in  the  northeastern  and  the  southeast- 
ern Bronx.  Clinic  1 is  in  a predominantly  white, 
Italian,  middle-class  area;  Clinic  2 is  situated  in  a 
predominantly  Puerto  Rican  ghetto  neighborhood. 

Services  offered 

The  drug  abuse  service  at  Bronx  State  Hospital 
opened  its  methadone  maintenance  program  in 
1968  in  an  effort  to  make  this  type  of  treatment 
more  readily  available  to  the  large  and  constantly 
increasing  drug-addict  population  of  The  Bronx. 
The  Albert  Einstein  College  of  Medicine-Bronx 
State  Hospital  MMTP  was  one  of  the  first  pro- 
grams to  admit  patients  who  were  also  psychotic 
or  who  suffered  from  multiple  addictions.  Pa- 
tients are  stabilized  on  methadone  according  to 
the  Dole-Nyswander1  protocol,  with  maintenance 
dosages  of  from  80  to  120  mg.  A number  of  sup- 
portive services  are  also  offered.  These  include 
counseling  and  job  placement,  educational  assis- 
tance involving  remedial  instruction  and  referral 
to  vocational  and  educational  programs;  group, 
family,  and  individual  counseling;  referral  for  psy- 
chiatric treatment;  and  assistance  in  finding  hous- 
ing and  referral  to  welfare.  In  addition,  those 
who  become  addicted  to  other  drugs  or  to  alcohol 
can  be  detoxified  on  the  inpatient  unit.  Legal 
services  are  provided  for  patients  who  have  pend- 
ing criminal  cases  at  the  time  of  entry  into  treat- 
ment.2 

Because  of  the  voluntary  nature  of  the  program, 
patients  in  good  standing  who  want  to  detoxify 
from  methadone  are  assisted  in  this  effort  with  the 
understanding  that  they  may  resume  treatment 
with  methadone  should  the  need  arise.  The  pro- 
gram makes  an  effort  to  maintain  a balance  be- 
tween professional  and  ex-addict  employees  and 
to  hire  ex-addicts  with  professional  qualifications 
whenever  possible.  Ex-addict  staff  members  are 
selected  from  therapeutic  communities  and  reli- 
gious programs  as  well  as  from  methadone  main- 
tenance programs. 

Stabilization  on  methadone  can  be  accom- 
plished on  either  an  inpatient  or  an  outpatient 
basis.  Generally,  only  those  patients  with  mixed 
addictions,  medical  or  psychiatric  problems,  and 
those  with  no  place  to  live  are  hospitalized.  The 
advantages  of  ambulatory  buildup  are  the  elimi- 
nation of  hospital  costs  and  of  the  necessity  for 
patients  to  lose  time  from  work.*  The  procedure 
is  essentially  the  same  for  inpatients  and  ambula- 
tory patients,  except  that  ambulatory  patients  are 
usually  stabilized  more  quickly.  Since  they  are 
exposed  to  drugs  in  the  community,  they  need 
more  rapid  control  of  their  heroin  craving. 

Questions  have  been  raised  about  methadone 
maintenance  treatment  by  advocates  of  drug-free 
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A comparison  of  two  methadone  programs  is  pre- 
sented, one  located  in  a middle-class  neighborhood 
and  the  other  in  a ghetto  area.  The  middle-class 
program  was  highly  structured  and  discipline  was 
reinforced.  The  ghetto  program  was  flexible,  and 
the  staff  had  greater  participation  in  policy-mak- 
ing decisions.  Both  programs  showed  less  educa- 
tional achievement  than  those  of  their  catchment 
areas.  The  ghetto  program  did  better  in  securing 
employment  for  clients,  although  both  showed 
great  success.  The  results  obtained  demonstrated 
that  ghetto  patients  do  not  have  a lower  level  of 
rehabilitation  as  expected.  Disciplinary  dis- 
charges at  the  middle-class  clinic  were  higher. 
Perhaps  more  attention  ought  to  be  dedicated  to 
the  matching  of  the  types  of  clinics  with  the 
clients  to  avoid  dropouts  and  assure  maximum 
programs'  success. 


approaches  and  by  some  segments  of  the  black 
and  Puerto  Rican  communities  who  view  it  as 
genocidal.  Typical  criticisms  include,  “It’s  a 
crutch,”  “It’s  just  substituting  one  addiction  for 
another,”  “Addicts  suffer  character  disorders  and 
taking  methadone  means  they  don’t  have  to  face 
their  problems,”  “I  did  it  myself;  so  can  any  other 
addict,”  and  “It’s  a form  of  white  oppression  and 
control.” 

There  is  evidence  that  the  use  of  methadone  on 
a maintenance  basis  can  unmask  emotional  and 
psychological  problems  that  were  suppressed  by 
heroin,  thus  making  patients  accessible  to  mean- 
ingful treatment  which  would  be  impossible  under 
conditions  which  allow  continued  preoccupation 
with  narcotics. 

At  present,  about  80,000  patients  are  being 
treated  with  methadone  maintenance  in  the  Unit- 
ed States.  In  New  York  City,  more  than  18,000 
patients  are  in  public  and  private  programs.  Ap- 
proximately 8,000  are  on  the  waiting  lists.  Urban 
and  suburban  methadone  maintenance  programs 
are  developing  and  expanding  rapidly. 

The  fact  that  many  of  the  initial  applicants  to 
the  Bronx  State  Drug  Abuse  Service  were  middle- 
class  whites  is  consistent  with  the  fact  that  the 
hospital  is  located  in  the  northeastern  Bronx 
where  the  population  is  predominantly  white.  Be- 
cause of  the  high  incidence  of  addiction  in  the 
southeastern  Bronx,  a clinic  was  opened  at  Lin- 
coln Hospital. 

The  demand  for  treatment  soon  became  over- 
whelming. The  waiting  list  grew  unmanageable, 
and  the  clinics  quickly  became  overcrowded;  the 
need  for  expansion  became  urgent.  In  1970  the 
New  York  State  Narcotics  Addiction  Control 
Commission  allocated  an  expansion  grant  of  $2.6 
million  to  be  administered  through  the  Albert 
Einstein  College  of  Medicine. 

New  clinics  opened 

In  the  year  following  the  award  of  the  grant, 
nine  new  clinics  were  opened  in  affiliation  with 
the  following  facilities:  Bronx  State  Hospital, 

Lincoln  Hospital,  Lincoln  Community  Mental 
■Health  Center,  Soundview-Throgs  Neck  Commu- 
nity Mental  Health  Center,  Fordham  Hospital, 
Bronx  Municipal  Hospital  Center  (Jacobi),  and 
the  Bronx  Office  of  Probation.  On  August  31, 
1970,  the  day  before  the  expansion  grant  went 
into  effect,  there  were  350  patients  on  the  census. 
On  July  14,  1972,  there  were  2,125. 

The  opening  of  Clinic  1,  affiliated  with  a munic- 
ipal hospital,  was  delayed  for  several  months  be- 
cause attempts  to  obtain  a site  in  the  community 
were  blocked  by  a small  but  vocal  group.  It  final- 
ly opened  on  August  30,  1971,  on  the  premises  of 
Bronx  State  Hospital,  which  is  located  in  the  clin- 
ic’s catchment  area.4 

The  clinic  supervisor  and  the  physician,  both 


white,  live  in  the  neighborhood  and  are  acquaint- 
ed with  many  of  the  patients.  They  run  a highly 
structured,  efficient  clinic  which  places  a premi- 
um on  employment  and  socially  acceptable  be- 
havior. As  in  the  community  itself,  welfare  is 
frowned  on. 

At  the  time  of  the  study  there  were  three  coun- 
selors, two  white,  one  black,  two  male,  one  fe- 
male. Both  male  counselors  are  ex-addicts.  One 
is  a methadone  patient  still  receiving  medication; 
the  other  has  been  successfully  detoxified  from 
methadone  for  two  years.  The  third  counselor  is 
a college  graduate  who  majored  in  psychology. 
Careful  patient  evaluations  are  made,  and  per- 
mission to  take  home  medication  is  not  readily 
granted.  Authority  is  centralized  with  the  medi- 
cal director  and  unit  supervisor. 

Clinic  2 is  located  in  an  office  building  in  a cen- 
tral shopping  district  in  a predominantly  Puerto 
Rican  ghetto.  It  is  affiliated  with  a community- 
based  mental  health  center  which  stresses  com- 
munity involvement  in  the  delivery  of  services. 
The  medical  director  and  the  outpatient  depart- 
ment supervisor  are  both  black;  the  latter  has  at- 
tended college  and  has  had  extensive  experience 
in  community  mental  health  work.  Three  of  the 
four  counselors,  all  of  whom  are  male,  are  ex-ad- 
dicts;  two  are  methadone  patients  and  one  is  a 
graduate  of  a drug-free  therapeutic  community. 
The  fourth  counselor  is  a black  paraprofessional 
mental  health  worker.  Because  the  clinic  is  over- 
crowded, the  supervisor,  who  is  female,  also 
carries  a caseload. 

Although  the  leadership  is  in  the  hands  of  the 
medical  director  and  the  clinic  supervisor,  there  is 
a greater  level  of  staff  participation  in  the  deci- 
sion-making process  than  at  Clinic  1,  and  nonsu- 
pervisory  staff  has  more  power  to  influence  deci- 
sions. 
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TABLE  I.  Comparison  of  health  districts  served  by  clinic 
1 and  clinic  2 


Background 

Per  Cent 

Clinic  1 Clinic  2 

Ethnicity* 

White 

92.3 

24.1 

Black 

5.7 

23.6 

Hispanic 

2.0 

52.3 

Education! 

Elementary  incomplete 

5.6 

6.4 

Elementary 

57.5 

66.1 

High  School 

26.1 

23.9 

Some  College 

10.8 

5.6 

Population  Totals 

149,221 

149 , 409 

* New  York  City  Department  of  City  Planning,  1965. 
t Research  and  Planning  Division,  New  York  City  Community 
Mental  Health  Board,  1966. 


Comment 

As  seen  in  Table  I,  both  clinics  service  catch- 
ment areas  of  approximately  the  same  size.  How- 
ever, in  the  ghetto  area  the  percentage  of  whites 
living  in  the  catchment  area  (24.1  per  cent)*  is  six 
times  that  of  whites  enrolled  in  the  clinic.  It  is 
possible  that  the  whites  residing  in  the  area  have 
financial  resources  that  enable  them  to  seek  treat- 
ment outside  the  ghetto  or  that  the  white  popula- 
tion, even  in  the  ghetto,  is  less  affected  by  addic- 
tion than  are  the  black  and  Puerto  Rican  groups. 
This  might  be  related  to  stronger  ego  strengths 
possessed  by  whites  as  a traditionally  dominant 
group  as  well  as  to  better  social  resources  and  op- 
portunities for  upward  mobility.  It  should  be 
noted  also  that  the  proportion  of  blacks  and  Puer- 
to Ricans  in  the  white,  middle-class  clinic  is  high- 
er than  that  of  its  catchment  area. 

Although  the  percentage  of  whites  in  the  ghetto 
neighborhood  is  higher  than  that  in  the  clinic, 
whites  still  account  for  less  than  25  per  cent  of  the 
population.  Bitz,  Langrod,  and  ColgarV  have  ob- 
served that  methadone  patients  tend  to  seek 
treatment  in  clinics  with  which  they  are  familiar 
through  word  of  mouth  or  because  they  have 
friends  there.  Langrod,  Valdes,  and  Joseph6 
found  the  same  thing  to  be  true  among  patients  in 
religiously  oriented  programs.  Thus  it  is  possible 
that  white  addicts  in  the  neighborhood  have 
formed  associations  with  whites  outside  the  neigh- 
borhood and  may  seek  treatment  elsewhere. 

The  level  of  educational  achievement  in  the 
white  area  is  somewhat  higher;  however,  neither 
community  could  be  regarded  as  college-oriented. 
A similar  pattern  is  evident  when  the  educational 
levels  of  the  two  clinics  are  compared.  Patients 
in  Clinic  1 are  more  likely  to  be  high  school  grad- 
uates or  to  have  attended  college;  however,  pa- 
tients in  both  clinics  show  lower  levels  of  educa- 
tional achievement  than  those  of  the  catchment 
areas  from  which  they  come. 

Employment  and  welfare  patterns  in  the  two 
These  data  are  based  on  the  latest  available  statistics  from 
the  New  York  City  Department  of  Planning  (1965)  and  are 
subject  to  change  when  more  recent  data  become  available. 


TABLE  II.  Comparison  of  Clinic  1 and  Clinic  2 from  March 
to  November,  1971 


Background 

- — Clinic  1 — . - — Clinic  2 — - 
Num-  Num- 

ber of  Per  ber  of  Per 
Patients  Cent  Patients  Cent 

Ethnicity  of  patients 

White 

118 

82 

6 

4 

Black 

15 

11 

40 

22 

Hispanic 

10 

7 

133 

74 

Total  employed 

91 

63 

70 

38 

Employed  at  admission 

46 

32 

28 

15 

Employed  after  admission  45 

31 

42 

23 

On  welfare 

59 

41.3 

121 

67 

Education 

Grade  School 

6 

4 

20 

11 

Some  High  School 

91 

64 

127 

71 

High  School  Graduate 

33 

23 

25 

14 

Some  College 

13 

9 

7 

4 

Ethnicity  of  staff 

Black 

2 

20 

8 

70 

White 

8 

80 

Hispanic 

3 

30 

Total  patients  in  clinics 

143 

179 

Mean  age  (years) 

26 

31 

TABLE  III.  Discharges  from  March  to  November,  1971 

- — Clinic  1 — - - — Clinic  2 — - 
Num-  Num- 


ber ber 

of  of 


Discharge  Data 

Pa- 

tients 

Per 

Cent 

Pa- 

tients 

Per 

Cent 

Rate 

Reason 

19 

13 

22 

12 

Treatment  Dropout 

1 

5 

11 

50 

Voluntary  Detoxification 

6 

32 

2 

9 

Jail 

5 

26 

8 

36 

Deceased 

1 

5 

1 

5 

Administrative 

(Disciplinary:  drug 

abuse  and  violent  or 
disruptive  behavior) 

6 

32 

clinics  reflect  those  of  their  communities  (Table 
II).  The  employment  rate  in  the  ghetto  area  was 
38  per  cent,  with  115.5  individuals  per  1,000  re- 
ceiving public  assistance  as  opposed  to  63  per  cent 
in  the  middle-class  neighborhood  and  14.6  per 
l,000.t  Similarly,  twice  as  many  patients  in  the 
middle-class  neighborhood  were  employed  on  en- 
tering the  program.  Both  clinics  show  a consider- 
able increase  in  employment  with  time  in  treat- 
ment; however,  that  in  the  ghetto  clinic  is  propor- 
tionally higher.  Since  the  level  of  unemployment 
in  Clinic  2 continues  to  be  higher  and  it  is  known 
that  this  is  a reflection  of  the  community  from 
which  the  addict  comes,  it  is  felt  that  even  greater 
emphasis  should  be  placed  on  the  acquisition  of 
educational  and  vocational  skills  in  the  ghetto. 

The  two  clinics  report  a similar  incidence  of 
drug  abuse,  12  per  cent  in  Clinic  1,  and  15.5  per 

t Labor  force  participation  rate  is  persons  in  civilian  labor 
force  sixteen  years  and  over. 
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cent  in  Clinic  2.  It  is  interesting  to  note  that  the 
patterns  of  drug  use  differ.  In  the  white,  middle- 
class  clinic  the  ratio  of  barbiturate  and  glutethim- 
ide  abuse  to  opiate  abuse  is  3:1  whereas  in  the 
gehtto  clinic  it  is  3:2,  based  on  urinalyses. 

Because  they  lack  education  and  marketable 
skills  and  because  as  a minority  group  they  are 
subject  to  discrimination,  it  might  have  been  ex- 
pected that  patients  in  Clinic  2 would  show  a 
lower  level  of  rehabilitation  than  those  in  Clinic  1. 
Our  findings  show  this  not  to  be  the  case.  Ac- 
cording to  the  following  criteria  for  measuring  re- 
sponse to  rehabilitative  efforts,  the  two  clinics  do 
not  differ  greatly:  retention  in  treatment, 

achievement  of  employment,  and  absence  of  drug 
abuse. 

There  are  differences,  however,  in  the  reasons 
for  termination  of  treatment.  These  differences 
seem  to  be  a reflection  of  the  contrasting  attitudes 
of  the  two  clinics.  Clinic  1 is  more  structured 
and,  as  is  evident  in  Table  III,  more  likely  to  dis- 
charge patients  for  disciplinary  reasons.  There 
were  no  disciplinary  discharges  from  Clinic  2; 
however,  of  the  22  discharges  from  Clinic  2,  half 
were  patients  who  simply  stopped  coming  to  the 
clinic.  Only  1 of  the  19  discharges  from  Clinic  1 
was  terminated  for  this  reason. 

It  may  be  that  the  higher  dropout  rate  among 
black  and  Hispanic  patients  is  due  to  greater  ali- 
enation from  institutions  and  consequent  with- 
drawal from  them.  Perhaps  a less  structured  en- 
vironment such  as  seen  in  Clinic  2 may  be  too 
threatening  for  those  patients  struggling  with 
problems  of  impulse  control.  On  the  other  hand, 
some  of  the  patients  who  were  discharged  from 
Clinic  1 for  disruptive  behavior  or  drug  abuse 
might  have  been  able  to  continue  treatment  in 
Clinic  2.  It  is  important  to  have  a clinic  staff 
that  is  representative  of  and  has  empathy  with 
the  patients  it  serves.  However,  the  staff  must  be 
flexible  enough  to  deal  with  patients  who  do  not 
fit  expected  or  familiar  patterns  and  must  avoid 
imposing  their  own  values  on  patients. 

One  hears  occasional  comments  from  staff 
members  at  drug  treatment  facilities,  both  che- 
motherapeutic and  drug-free,  referring  to  program 
dropouts  as  follows:  “They  weren’t  ready  for 

help,”  “They  need  more  time  in  the  street,” 
“They’re  a lost  cause,”  and  “They’re  dead.”  It  is 

l continued  from  page  2215 

Un  comparation  de  duo  programmas  de  tractamentos 

con  methadona  es  presentate:  un  facite  in  un  vecini- 

tate  de  clase  medie,  le  altere  in  un  area  “ghetto.”  Le 

programma  del  clase  medie  esseva  altemente  structur- 
ate  e le  disciplina  esseva  stricte.  Le  programma  in  le 
area  ghetto  esseva  flexibile,  e le  personal  habeva  major 

participation  in  le  decisiones  pro  un  reglamentation. 

In  ambe  programma  le  nivello  educational  del  pa- 
tientes  esseva  inferior  al  del  population  del  vecinitate. 


possible,  however,  that  some  program  failures  are 
a function  of  the  unsuitability  of  a modality  or 
method  for  a particular  person;  that  is,  different 
patients  might  respond  better  to  different  treat- 
ment approaches.  In  respect  to  Clinics  1 and  2, 
the  authors  are  concerned  with  determining  which 
patients  will  profit  from  greater  structure  and 
which  from  less.  It  is  speculated  that  the  differ- 
ent attitudes  at  the  two  clinics  provide  contrast- 
ing environments  that  are  selectively  detrimental 
to  the  program  dropouts. 

Conclusion 

Some  work  has  been  done  on  the  relationship 
between  demographic  characteristics  and  success 
in  treatment  outcomel * * * * * 7;  however,  more  work  of  a 
broader  scope  needs  to  be  done.  We  are  in  the 
process  of  developing  personality  assessment  pro- 
files for  our  patients.  In  future  studies,  we  will 
attempt  to  correlate  program  failure  at  the  two 
clinics  with  personality  type.  If  this  is  possible, 
this  will  constitute  a valuable  tool  for  determining 
the  optimal  treatment  approach  for  each  patient. 

Lincoln  Community  Mental  Health  Center 
781  East  142nd  Street 
The  Bronx,  N.Y.  10454 
(DR.  RUIZ) 
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Le  programma  ghetto  esseva  melior  in  quanto  a pro- 
porcionar  empleo  al  patientes;  nonobstante,  ambe  pro- 
gramma esseva  multe  successose.  Le  resultatos  obten- 
ite  demonstrava  que  le  patientes  del  communitate 
ghetto  non  ha  un  nivello  inferior  de  rehabilitation  como 
esseva  expectate.  Le  separationes  disciplinari  esseva 
plus  elevate  in  le  communitate  de  clase  medie.  Possi- 
bilimente,  plus  attention  debe  prestar  se  al  adjuste  del 
typo  de  clinicas  e le  patientes  que  debe  tractar  se  pro 
evitar  abandonos  (“drop-outs”),  e pro  assecurar  le  suc- 
cesso  maximodel  programma. 
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Medical  care  is  becoming  increasingly  dependent 
on  quantitative  observations  and  uses  an  enlarg- 
ing compendium  of  therapeutic  agents  and  proce- 
dures. This  has  led  to  greater  precision  of  diag- 
nosis and  management.  Intricate  techniques  and 
potent,  specific  pharmaceutical  agents  require 
careful  physiologic  monitoring.  As  a result,  the 
growth  of  medical  services  for  each  illness  has  pro- 
duced patient  data  that  overburden  the  support- 
ing medical  information  handling  systems.  To 
measure  how  badly  the  conventional  data  systems 
have  fared,  analytic  studies  of  the  manual  infor- 
mation procedures  have  been  made.  The  result- 
ing statistics  are  useful  guides  for  planning  and 
evaluating  automated  data  processing  systems. 

In  the  Rochester,  New  York,  area  in  1963,  for 
example,  approximately  25  per  cent  of  total  hospi- 
tal costs  were  directly  associated  with  the  transfer 
of  information.1  At  the  Rochester  General  Hospi- 
tal, 34  per  cent  of  nursing  time  and  28  per  cent  of 
laboratory  effort  were  spent  on  information  han- 
dling. Expressed  another  way:  medical  informa- 
tion handling  required  nearly  one  full-time  em- 
ployee for  each  patient  day.  Much  of  information 
processing  stems  directly  from  patient  services  as 
indicated  by  a 1965  study  at  the  Washington, 
D.C.,  Veteran’s  Hospital,  where  20  per  cent  of 
physicians’  orders  were  related  to  laboratory  test- 
ing and  40  per  cent  of  their  orders  were  for  diets  or 
medications.2  Each  order,  in  turn,  generated  a 
string  of  medical  documents.  Larkin,3  reporting 
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FIGURE  1.  Annual  volume  of  laboratory  testing  com- 
pared to  nearly  constant  number  of  patient  days  care  at 
Columbia-Presbyterian  Medical  Center. 

Lockheed  Missiles  and  Space  Company’s  analysis 
of  medical  information  costs,  estimated  that  30 
per  cent  of  expenses  at  Mayo  Clinic  and  several 
California  hospitals  were  directly  related  to  pa- 
tient information  handling. 

The  Columbia-Presbyterian  Medical  Center  in 
New  York  City  has  experienced  increases  in  re- 
corded patient  information  due  to  increasingly 
complex  patient-management  practices.  Al- 
though the  annual  number  of  patient  days  and 
admissions  remained  fairly  constant  between  1963 
and  1967,  the  number  of  laboratory  tests  increased 
from  1 to  1.6  million  in  these  five  years  (Fig.  1). 
During  the  corresponding  time  span,  the  labora- 
tory staff  increased  from  80  to  120.  In  1966,  the 
median  lapsed  time  for  344  tests  (turnaround 
time)  between  test  order  and  posting  of  test  re- 
ports on  the  medical  chart  was  fifty-nine  hours 
(Fig.  2).  In  one  laboratory  that  instituted  a qual- 
ity-control procedure,  we  discovered  that  4.2  per 
cent  of  hand  computations  were  in  error.4 

Prior  to  1966,  several  attempts  at  the  Medical 
Center  to  use  computers  to  process  laboratory  re- 
sults had  already  suggested  that  automation 
might  shorten  the  turnaround  time  and  improve 
the  accuracy  of  reported  results.  Moreover,  we 
forecast,  using  the  existing  annual  growth  rate  in 
test  ordering,  an  even  greater  reporting  delay  and 
a higher  frequency  of  error.  We  therefore  decided 
to  develop  an  automated  laboratory  result-re- 
porting  system  that  could  handle  increased  vol- 
ume and,  at  the  same  time,  reduce  delays  and 
inaccuracies.  Predictions  of  the  development  and 
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TEST  RFPORTFn  23 3 2 3B 23 12 ID i 

MISSING  RFPORTS  5 2 6 6 ID 2 2- 


FIGURE  2.  Median  (turnaround)  time  between  or- 
dering and  recording  results  of  180  laboratory  and  an- 
cillary tests  for  inpatients  at  Presbyterian  Hospital. 
1966.  Missing  reports  are  those  not  entered  on  pa- 
tient's record  before  discharge.  A sample  of  344  tests 
had  median  turnaround  time  of  fifty-nine  hours. 
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maintenance  costs  of  the  new  system  compared 
favorably  with  projections  of  the  costs  of  main- 
taining the  manual  test-reporting  methods. 
Moreover,  a computer-based  system  permitted 
expansion  in  volume  without  corresponding  in- 
creases in  staff.  This  report  describes  the  design 
and  results  of  an  automated  inpatient  information 
system. 

Design  considerations 

Several  existing  computer-based  hospital  labo- 
ratory systems  had  demonstrated  that  improve- 
ment in  result  reporting  could  be  expected.5'6  On 
closer  analysis,  however,  personnel  of  the  labora- 
tories were  forced  to  enter  admission,  transfer, 
and  discharge  data  into  their  computer  systems  to 
insure  proper  routing  of  test  results.  The  commu- 
nication of  patient-location  data  to  the  laborato- 
ries was  slow  and  incomplete.  This  encumbrance 
could  not  be  tolerated  in  the  proposed  medical 
center  inpatient  information  system.  Therefore, 
we  considered  it  essential  to  create  an  on-line  pa- 
tient registration  procedure  connecting  each  ad- 
mission office  (there  are  five  admitting  areas)  and 
each  nursing  station  (there  are  60  nurses’  stations) 
to  the  computer-stored  PMR  (Patient  Master 
Record).  The  computer  file  containing  the  PMR 
always  had  to  be  available  for  result  reporting  and 
for  the  other  subsequent  computer  applications. 
Building  and  maintenance  of  a patient  master 
file  then  evolved  as  a fundamental  design  require- 
ment. Although  a successful  prototype  automat- 
ed admission  and  discharge  system  was  operation- 
al at  the  Boston  Children’s  Medical  Center  in 
1966,  an  exact  copy  was  impractical  for  our  medi- 
cal center  because  it  required  special  cables  to 
each  nurses’  station,  and  it  did  not  produce  hard 
copy  at  these  locations. 

At  that  time  IBM  (International  Business  Ma- 
chines Corporation)  was  marketing  a medical  in- 


formation system  that  operated  over  ordinary 
voice-grade  telephone  lines.  Moreover,  IBM  pro- 
vided computer  equipment,  printing  terminals, 
and  enough  basic  programs  to  permit  our  pro- 
gramming staff  to  concentrate  on  writing  applica- 
tions programs  that  would  handle  admission, 
transfer,  and  discharge  functions.  Our  systems 
design  provides  the  ability  to  print  out  on  the  ter- 
minals patient  or  bed  data  in  a format  defined 
when  needed  rather  than  specified  in  advance. 
Finally,  by-products  of  the  system  include  the 
daily  census  and  a log  of  all  admissions,  transfers, 
deaths,  and  discharges  according  to  bed  location, 
sex,  pay  class,  age,  time,  and  medical  service. 
This  ABCD  (admitting,  bed  control,  and  dis- 
charge) system  has  been  operational  at  the  Medi- 
cal Center  since  October,  1969,  and  it  is  described 
elsewhere.7 

Description  of  laboratory  system 

The  laboratory  information  reporting  system 
was  designed  and  constructed  between  July,  1969, 
and  September,  1971.  To  spare  laboratory  tech- 
nicians as  much  clerical  work  as  possible,  signals 
from  heavily  used  laboratory  instruments  are 
transmitted  automatically  to  a computer  where 
calculations  are  performed;  results  are  then  re- 
turned to  the  laboratory  for  confirmation  and  fi- 
nally transferred  to  the  PMR  of  the  ABCD  sys- 
tem. From  the  patient  master  file,  results  are  pe- 
riodically printed  on  the  nursing  station  terminals 
three  times  a day  and  summarized  on  a daily  lab- 
oratory summary  sheet  which  is  placed  in  each 
patient’s  medical  record  (Figs.  3 and  4).  In  addi- 
tion, display  of  results  at  terminals  is  available  on 
request.  Financial  data  are  passed  to  the  ac- 
counting computer  system  via  tape. 

At  present,  test  results  from  microchemistry  are 
handled  by  this  computer  network.  The  system 
is  being  expanded  to  accommodate  AutoAnalyzer 
results,  microbiology  reports,  and  clinicopatholog- 
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Portion  of  computer-produced  microchemistry  reporting  sheet  illustrating  columnar  arrangement  and 


ic  (hematology  and  urinalyses)  findings.  The  net- 
work also  disseminates  “Stat.,”  chemical,  electro- 
cardiographic, and  x-ray  findings. 

Equipment  and  programming 

Data  processing  is  performed  on  two  processors; 
an  IBM  360/40  computer,  which  is  linked  to  an 
IBM  1800  process  controller.  The  360/40  creates 
and  maintains  the  PMR  and  manages  communi- 
cations among  remote  terminals.  The  1800,  on 
the  other  hand,  controls  laboratory  result  calcula- 
tion and  reporting.  The  two  computers  commun- 
icate by  sharing  an  IBM  2314  disk  storage  device. 
Each  computer  runs  independent  of  the  other  so 
that  failure  on  one  does  not  interrupt  the  entire 
system. 

Input  and  output  devices,  (IBM  1050/1092) 
which  resemble  typewriters  with  functional  key- 
boards, communicate  with  the  IBM  360/40  over 
voice  grade  telephone  lines  and  the  IBM  2711  and 
IBM  2703  communications  equipment.  The  IBM 
360/40  computer,  with  256  kilobytes  of  core  stor- 
age, has  its  own  auxiliary  2314  disk  storage  device 
that  stores  patient  data  (PMR)  and  programs.  In 
addition,  magnetic-tape  drives  provide  back-up 
storage  facilities  (Fig.  5). 

Data  input  and  output  in  the  laboratories  are 
controlled  by  the  IBM  1800  computer  system. 
Laboratory  requisitions  are  entered  by  the  labo- 


FIGURE  5 Special  keymat  and  terminal  for  admitting. 
Keyboard  with  cardboard  overlay  attached  to  IBM 
1050  telecommunications  typewriter  (not  shown).  De- 
pression of  buttons  on  keyboard  sends  input  data  to 
computer,  obviating  need  to  type  in  each  entry.  Differ- 
ent overlays  used  for  different  functions;  for  example, 
admit,  transfer,  discharge,  modify,  display,  and  send 
message. 

ratory  receptionist  into  a cathode-ray  terminal 
(IBM  2260).  Worklists  for  each  technician  are 
printed  on  IBM  1053  printers.  Electrical  signals 
from  laboratory  instruments  are  sampled,  using 
control  devices  that  were  built  by  our  own  staff. 
The  signals  are  then  amplified  and  passed  to  the 
IBM  1800  computer  for  calculations.  The  results 
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are  displayed  on  the  cathode-ray  screen  for  review 
and  correcting  by  the  head  technician  prior  to 
transmission.  When  the  technician  gives  final  ap- 
proval, the  chemistry  results  are  sent  to  the 
shared  IBM  2314  disk  file,  where  they  are  assessed 
by  the  IBM  360/40  computer  for  reports  to  the 
wards,  patient  summaries,  and  creation  of  the 
magnetic  tape  for  the  accounting  department. 

Training  and  maintenance 

To  gain  as  much  acceptance  and  use  of  the  in- 
formation system  as  possible,  training  programs 
have  been  continuously  carried  on  since  1966.  To 
date,  about  1,200  of  the  5,000  hospital  employees 
have  attended  general  courses,  and  about  70  of 
the  current  users  have  been  additionally  tutored 
in  use  of  the  system.  A special  task  force  reinfor- 
ces education  of  house  staff,  admissions  officers 
and  clerks,  attending  physicians,  nurses,  ward 
clerks,  ward  managers,  laboratory  technicians, 
and  secretaries.  Computer-operations  staff  are 
available  to  answer  questions  and  insure  proper 
performance  of  equipment.  The  system  is  avail- 
able from  8:30  A.M.  to  11:30  P.M.  seven  days  a 
week,  except  for  two  hours  when  back-up  and 
testing  procedures  are  performed. 

Results 

The  objectives  of  the  automated  hospital  infor- 
mation system  which  were  to  upgrade  the  quality 
of  medical  care  through  better  acquisition,  pro- 
cessing, and  distribution  of  data  about  patients 
have  been  met.  The  improved  speed  and  accura- 
cy have  been  verified.  Moreover,  better  legibility, 
less  clerical  effort,  and  better  morale  have  been 
noted,  although  they  are  not  as  easily  measured. 

Speed.  Prior  to  initiation  of  the  laboratory  re- 
porting system,  the  median  “turnaround”  time  for 
a typical  chemical  determination,  the  blood-urea 
nitrogen,  was  thirty-nine  hours.  Following  imple- 
mentation of  the  computer-based  method,  the 
median  time  for  15  consecutive  similiar  tests  was 
eighteen  hours.  Even  greater  reductions  have 
been  observed  in  the  other  tests  performed  by  the 
microchemistry  department. 

Accuracy.  Approximately  0.75  per  cent  of  lab- 
oratory requisitions  received  by  the  laboratory  are 
automatically  flagged  before  testing  as  incorrectly 
identifying  the  patient.  Another  0.75  per  cent  of 
results  are  repeated  because  the  computer  indi- 
cates a deviation  greater  than  expected.  The  lat- 
ter exceptions  are  spotted  by  technicians  who  can 
also  review  a patient’s  past  and  present  laboratory 
profile.  In  addition,  rigorous  automatic  control  of 
instrument  drift  improves  accuracy  of  results. 

Laboratory  summary  sheets.  Figure  4 pre- 
sents patient  data  in  array  form;  the  two  axes  are 
test  type  (horizontally)  and  chronologic  order 
(vertically).  New  daily  patient  laboratory  sum- 
maries are  delivered  to  the  patient-care  area  to  re- 


place the  previous  summary  sheet.  The  improved 
legibility  facilitates  review  of  data.  The  clean, 
formatted  records  contain  an  average  of  25  test 
results  per  sheet,  thus  reducing  the  size  of  the 
medical  record.  Record  room  filing  procedures 
are  also  facilitated  since  there  are  fewer  docu- 
ments and  late  reports.  The  ease  of  recording 
and  reviewing  patient  data  has  coincided  with  an 
increase  in  requests  from  100  to  150  per  day  for 
pediatric  chemistry  tests  with  no  increase  in  staff. 

Ward  reports.  Preliminary  and  “Stat.”  re- 
ports are  sent  over  the  network  to  wards  periodi- 
cally. This  reduces  telephone  calls  between  pa- 
tient-care areas  and  laboratories.  In  these  in- 
stances, laboratory  results  are  printed  on  remote 
nursing  station  terminals  within  three  hours  after 
the  specimen  is  received  in  the  laboratory. 

Financial  and  statistical  data.  Computer- 
generated financial  summary  tapes  are  used  for 
charge  information  and  laboratory  statistics.  The 
extra  work  involved  in  the  creation  of  former  bill- 
ing documents  is  no  longer  a laboratory  responsi- 
bility and  saves  keypunching  efforts  in  the  ac- 
counting department. 

Other  results.  Administrative  offices  and  the 
record  department  obtain  location  information 
about  patients  as  soon  as  it  is  entered  into  the 
system.  The  computer-generated  census  and  the 
log  of  admissions,  transfers,  and  discharges  serve 
as  auditing  tools  for  their  hand-kept  analogues. 
It  is  expected  that  the  machine-produced  reports 
will  replace  the  latter  when  all  units  of  the  hospi- 
tal fully  participate. 

Comment 

The  amount  of  medical  data  required  for  pa- 
tient care  has  grown  to  a point  that  embarrasses 
existing  data-handling  methods.  Delays  and  er- 
rors in  result  reporting  have  been  ameliorated 
through  an  automated  data  processing  system. 
This  report  describes  a computer-based  system 
in  which  errors  have  been  reduced  by  30  per  cent 
and  the  turnaround  time  between  ordering  and  re- 
porting shortened  by  more  than  50  per  cent.  This 
information-processing  technique  enhances  pa- 
tient care  by  taking  advantage  of  the  speed,  accu- 
racy, and  communications  attributes  of  the  elec- 
tronic computer. 

It  is  to  be  emphasized  that  this  is  not  an  experi- 
mental system.  It  has  become  an  integral  portion 
of  a complex  hospital  information  mechanism. 
Through  its  use  we  can  process  increasing 
amounts  of  laboratory  data  to  help  care  for  the 
sick  without  lengthening  their  hospital  stay. 

622  West  168th  Street 
New  York,  New  York  10032 
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There  can  be  little  doubt  of  the  need  for  marked- 
ly increased  availability  of  health  man  power  in 
the  United  States.  Whether  or  not  our  current 
shortage  results  from  an  absolute  deficiency  in  the 
number  of  physicians,  maldistribution  of  physi- 
cians, or  improper  use  of  health  workers  other 
than  physicians  remains  debatable.  It  seems 
probable  that  correction  of  each  of  these  three 
problems  could  bring  significant  gains  in  the  de- 
livery of  health  care.  As  clearly  stated  by  the  re- 
port of  the  National  Advisory  Committee  on 
Health  Manpower  in  1967,  the  production  of  in- 
creased health  man  power  should  involve  both  de- 
velopment of  new  medical  schools  and  expansion 
of  the  capacity  of  existing  medical  schools.  Dur- 
ing the  next  decade,  expansion  of  existing  facili- 
ties seems  to  offer  the  most  promise.  There  are 
many  factors  limiting  the  ability  of  a medical 
school  to  expand.  Primary  among  these  limits  is 
the  availability  of  sufficient  qualified  faculty. 
This  latter  problem  can  be  particularly  acute 
where  patient-centered  teaching  is  required,  since 
a large  segment  of  clinical  education  is  essentially 
a tutorial  system  concerned  with  the  development 
of  sound  judgment. 
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In  an  attempt  to  solve  the  problem,  we  have 
begun  investigation  of  the  use  of  a computer  to 
support  clinical  teaching.  Our  goals  are  to  im- 
prove the  overall  quality  of  clinical  education,  to 
ease  the  transition  between  basic  sciences  and 
clinical  education,  and  to  provide  a mechanism  to 
aid  expansion  of  medical  school  enrollment  with- 
out a proportionate  expansion  of  clinical  faculty. 

The  problem  of  clinical  medical  education  may 
be  conveniently  divided  into  two  parts:  (1)  devel- 
oping an  increased  store  of  information  and  (2) 
developing  clinical  judgment.  It  is  our  opinion 
that  the  former  task,  although  difficult,  is  easier 
to  accomplish  with  conventional  means  than  the 
latter.  The  printed  word  continues  to  appear  to 
be  an  acceptable  method  for  passing  on  informa- 
tion. Developing  the  student’s  capacity  for  prop- 
er clinical  judgment  is,  on  the  other  hand,  a for- 
midable task.  For  the  purposes  of  this  report,  we 
will  define  clinical  judgment  operationally  and 
regard  it  simply  as  the  ability  in  a clinical  situa- 
tion to  come  to  the  same  decisions  as  those  made 
by  a mature,  experienced,  well-informed  clinician. 
That  this  involves  more  than  simply  having  an 
adequate  store  of  “facts”  is  generally  acknowl- 
edged but  hard  to  prove. 

The  conventional  system  of  patient  work-ups, 
frequent  “rounds,”  and  case  presentations  seem  to 
be  adequate  mechanisms  for  developing  this  deci- 
sion-making ability.  It  is  assumed  that  the  stu- 
dent’s careful  interview,  examination,  and  write- 
up of  the  patient,  followed  by  his  presentation  of 
the  problem  to  a more  experienced  clinician,  are 
the  major  components  of  the  system.  The  stu- 
dent learns  as  the  clinical  instructor  implicitly 
demonstrates  his  approach  to  problem  solving. 

Limitations  of  present  system 

Although  the  present  system  is  apparently  suc- 
cessful, it  poses  several  limits.  It  is  very  demand- 
ing of  instructors’  time.  Expansion  of  most  medi- 
cal centers  could  put  an  unacceptable  stress  on 
the  clinical  teaching  faculty,  unless  the  faculty 
were  expanded.  There  is  little  hope,  however,  for 
any  sizeable  increase  in  faculty  in  the  next  several 
years. 

The  system  is  vulnerable  at  other  points  as  well. 
Patients  available  for  student  study  are  not  in 
inexhaustible  supply.  Furthermore,  in  this  age  of 
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specialization  instructors  cannot  be  equally  pre- 
pared for  teaching  in  a great  many  areas.  Finally, 
conventional  curricula  cause  the  student  to  make 
an  abrupt  change  from  reasoning  with  data  in  the 
preclinical  years  to  attempting  clinical  decisions 
during  clinical  training,  and  the  students  are 
poorly  prepared  for  this  change. 

Method 

We  make  the  assumption  that,  although  nobody 
really  knows  which  processes  are  crucial  in  devel- 
oping judgment,  the  case  presentation  and 
“rounds”  system  is  of  central  importance.  In 
other  words,  the  task  of  our  computer-driven  sys- 
tem is  to  simulate  those  components  of  the  clini- 
cal rounds  technique  that  develop  the  student’s 
ability  to  make  proper  decisions  from  available 
data. 

Computer-assisted  instruction,  in  its  usual  sim- 
pler form,  is  a method  in  which  a student  sits  be- 
fore an  ordinary  teletype  or  cathode  ray  tube. 
The  discussion  begins  with  a written  message 
which  automatically  appears  on  the  console.  The 
student  then  replies  by  typing  in  his  answers  as  on 
any  electric  typewriter.  His  answer  is  analyzed, 
and  a message  is  selected  which  is  then  returned 
to  him. 

Several  advances  in  computer  technology  have 
made  this  all  available.  Most  important  are  the 
improved  techniques  for  time  sharing.  A large 
computer  costs  approximately  $500  an  hour  to  op- 
erate. However,  the  actual  amount  of  time  spent 
by  the  central  processing  unit  in  analyzing  a stu- 
dent’s response  and  selecting  an  appropriate  mes- 
sage to  return  to  him  is  only  several  milliseconds. 
Modern  electronic  supervisor  systems  for  comput- 
ers allow  the  machine  to  receive  data  from  dozens 
of  students,  each  on  his  own  console  and  each 
working  independently,  and,  simultaneously,  to 
work  on  several  totally  unrelated  tasks.  The 
computer  treats  each  user  sequentially,  doing  a 
part  of  the  task,  moving  on  to  the  next  user  in 
turn,  and  completing  the  cycles  so  quickly  that 
little,  if  any,  delay  can  be  detected  by  any  student 
user. 

Moreover,  all  this  can  be  completed  with  the 
users  at  a considerable  distance  from  the  comput- 
er. Transmission  from  student  console  to  com- 
puter can  be  handled  over  regular  telephone  lines. 

Advantages 

The  appeal  of  a computer  over  conventional 
teaching  machines  is  primarily  that  it  provides 
the  versatility  that  is  required  in  a clinical  discus- 
sion. We  can  use  complex  questions,  such  as, 
“List  your  differential  diagnosis”  or  “Describe  the 
peripheral  smear,”  and,  in  such  examples,  we  are 
able  to  interpret  the  student’s  responses  and  com- 
ment on  each  item.  From  an  immediate  comput- 
er analysis  of  the  answers  to  such  complex  ques- 
tions as  these,  we  can  also  draw  conclusions  about 


the  student’s  preparation  for  the  problem  under 
discussion  and  automatically  redirect  the  further 
course  of  discussion.  Desired  blocks  of  discussion 
can  also  be  made  available  electively  for  the  stu- 
dent. References  to  the  medical  literature  can  be 
made  available  either  as  citations  or  as  abstracts, 
and  they  can  easily  be  updated.  Finally,  any  sin- 
gle line,  any  section,  or  even  the  whole  program 
can  be  revised  with  great  ease  as  often  as  the  in- 
structor wishes.  The  program  does  not  have  the 
permanence  of  a textbook  unless  the  instructor 
wishes  it  that  way. 

Disadvantages 

In  spite  of  the  potential  capabilities  of  comput- 
ers in  education,  computer-assisted  instruction  in 
its  prior  applications  has  been  far  from  uniformly 
successful.  Two  kinds  of  experience  have  been  re- 
ported. First,  there  is  a rather  large  accumula- 
tion of  projects  in  primary  and  secondary  schools, 
and,  second,  there  are  a limited  number  of  illumi- 
nating projects  in  a few  medical  centers.  To  date 
it  has  not  been  possible  to  document  major  im- 
provements in  public  school  education  ascribable 
to  computer-assisted  instruction.  The  inability  to 
implement  the  seemingly  obvious  advantages  of 
computer-assisted  instruction  seems  to  be  the  re- 
sult of  several  factors:  (1)  the  relatively  high  cost 
of  computer-assisted  instruction  as  compared  with 
current  costs  per  pupil  of  public  school  education, 
(2)  the  inability  of  many  school  systems  to  absorb 
so  drastic  a change  in  educational  technology,  (3) 
the  lack  of  properly  trained  personnel  capable  of 
understanding  and  utilizing  computer-assisted  in- 
struction, and  (4)  the  rudimentary  state  of  the 
current  hardware  and  software.1  The  relevance  of 
these  difficulties  in  primary  and  secondary  schools 
to  the  implementation  of  computer-assisted  in- 
struction in  a medical  school  remains  to  be  deter- 
mined. 

Comment 

The  first  report  on  the  use  of  computer-assisted 
instruction  in  a medical  school  was  published  in 

1963. 2 Since  then,  there  have  been  a number  of 
reports,  most  using  the  computer  in  drill  and 
practice  routines  similar  to  those  devised  for  ele- 
mentary schools.  A rudimentary  example  of  a 
more  sophisticated  approach  attempting  to  use 
the  “Socratic  system”  was  first  demonstrated  in 

1965. 3 In  the  “Socratic  system”  the  student 
solves  his  problems  by  his  judicious  choice  of 
questions  to  the  instructor  or  program  as  well  as 
by  a series  of  leading  questions  from  the  instructor 
or  program  to  the  student.  This  sort  of  informal 
dialogue  is  central  to  our  current  methods  of  con- 
ventional medical  instruction.  The  development 
of  medical  teaching  materials  along  these  lines  has 
been  slow  in  large  measure  because  of  the  diffi- 
culty in  handling  English  language  input  and  out- 
put. Careful,  controlled  studies  of  computer-as- 
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sisted  instructions  in  medical  schools  are  quite  few 
in  number.  A study  in  1969  compared  computer- 
assisted  instruction  used  to  teach  didactic  materi- 
al on  two  topics  in  first-year  physiology  with  con- 
ventional lecture  methods.4  The  authors  conclud- 
ed that  computer-assisted  instruction  required 
more  time  spent  in  preparation  by  the  instructor, 
required  more  time  of  the  student,  was  as  effective 
in  teaching  as  the  lecture  on  one  of  the  topics,  and 
was  less  effective  on  the  other  topic. 

Our  own  project  in  computer-assisted  instruc- 
tion is  devoted  to  the  concept  of  the  simulation  of 
teaching  rounds  and,  most  importantly,  the  im- 
provement in  judgment.  We  are  committed  to 
the  maximum  use  of  free  English  text  with  as  lit- 
tle restriction  as  possible  on  the  student’s  choice 
of  language.  Thus,  our  project  differs  in  many  re- 
spects, that  is,  in  goals  and  format  from  many  of 
the  cited  experiences. 

We  are  asking  the  questions:  Can  a dialogue 

between  a medical  student  and  a computer-driven 
program  simulating  real  problems  help  to  develop 
the  student’s  judgment  and  increase  his  store  of 
knowledge  in  areas  of  clinically  sophisticated 
medical  practice?  Can  the  computer  program 
store  a sufficiently  varied  dialogue  to  simulate  the 
responses  of  a consistently  excellent,  reliable,  and 
flexible  instructor  readily  available  for  individual 
instruction  at  all  times? 

In  our  first  attempt,  we  chose  the  case  of  a real 
patient  well  known  to  us  who  had  entered  the 
hospital  with  severe  anemia.  After  appropriate 
work-up  in  the  hospital,  it  turned  out  that  this 
patient  had  tropical  sprue.  All  of  the  data  used 
in  our  computer  lesson  were  derived  from  the  hos- 
pital record  of  that  patient.  This,  of  course,  in- 
cluded all  the  laboratory  errors,  the  absence  of 
critical  information  where  such  could  not  be  ob- 
tained, and  the  inclusion  of  data  which  to  this  day 
remain  inexplicable.  Only  by  being  true  to  the 
real  case  record,  do  we  believe  that  real  and  useful 
judgment  can  be  built. 

We  printed  the  intern’s  initial  admission  work- 
up in  simple  hard-copy  form,  but  we  left  out  a few 
select  pieces  of  information.  The  student  reads 
the  work-up  just  before  he  actually  sits  at  the  con- 
sole. After  a preliminary  section  on  the  use  of  the 
console,  the  student  is  asked  what  further  infor- 
mation he  would  want  if  he  were  in  the  position  of 
the  admitting  physician  on  that  first  hospital 
days.  Any  reasonable  request  for  data  will  be 
supplied.  He  is  corrected  if  he  makes  important 
omissions,  for  example,  if  he  does  not  realize  that 
much  gastrointestinal  history  is  missing  from  the 
intern’s  work-up.  He  is  corrected  if  the  first  day’s 
work-up  is  excessive.  Any  additional  information 
that  is  requested,  whether  historical,  from  the 
physical  examination,  or  from  the  laboratory  will 
be  given  to  the  student,  with  the  constraints  at- 
tendant on  whether  or  not  this  information  would 
really  be  available  on  the  first  hospital  day  and 


whether  it  is  deemed  good  judgment  to  obtain 
such  information  on  the  first  day.  Comments  on 
the  wisdom  of  acquiring  certain  data  will  be  made 
where  appropriate.  The  student  may  also  be 
asked  to  interpret  the  meaning  of  a datum.  This 
step  is,  obviously,  an  exercise  in  the  acquisition 
and  interpretation  of  data. 

After  this  section  on  data  collection,  the  student 
is  asked  to  list  his  differential  diagnosis.  Accord- 
ing to  what  the  student  lists,  decisions  are  auto- 
matically made  as  to  what  details  of  the  initial 
work-up  should  be  explored  in  greater  depth,  and 
the  chosen  details  of  the  case  are  then  discussed 
with  the  student.  At  the  conclusion  of  this  sec- 
tion on  the  analysis  of  the  data,  the  student  may, 
if  he  wishes,  revise  his  differential  diagnosis.  We 
then  discuss  his  diagnosis  and  examine  his  ability 
to  synthesize  masses  of  data  into  a list  of  probable 
illnesses.  Finally,  we  ask  that  he  write  his  orders 
for  the  further  care  and  work-up  of  the  patient. 
In  our  initial  test  case,  this  last  action  is  incom- 
plete and  the  depth  of  discussion  is  much  less 
than  what  we  wished. 

The  current  test  case  requires  about  one  hour  to 
complete. 

We  are  concerned  about  student  acceptance  of 
this  method  of  instruction.  If  this  is  seen  as  the 
replacement  of  faculty  time  by  a cold  hard  piece 
of  steel,  it  will  be  resented,  and  the  student  may 
have  difficulty  learning  from  it.  The  psychologic 
implications  of  a dialogue  with  a machine  must  be 
considered.  The  student  must  respect  the  ma- 
chine as  a reliable  authority  without  pretending 
that  the  machine  is  indeed  human.  There  is  a 
great  temptation  to  allow  the  program  to  call  the 
student  by  his  first  name  or  his  nickname  and  to 
use  colloquial  English,  even  very  human  sorts  of 
obscenities.  This  is  trickery.  The  student  knows 
the  console  is  not  a warm  and  friendly  human 
being,  and  we  will  not  fool  him.  We  must  estab- 
lish the  student-machine  relationship  on  some 
highly  effective  but  not  human-type  basis.  We, 
therefore,  felt  it  necessary  to  devise  an  introducto- 
ry section  of  the  program  to  allow  the  student  to 
get  used  to  working  at  the  console  and,  at  the 
same  time,  to  point  out  to  him  the  general  logic  of 
a teaching  computer.  He  is  encouraged  to  try  to 
outsmart  the  program  and  push  it  to  its  limits 
during  this  introductory  section.  It  is  our  hope 
that  after  completing  this  introduction,  he  will  be 
more  able  to  regard  the  system  as  a teaching 
method  and  concentrate  on  the  substance  of  the 
lesson. 

Our  initial  trials  involved  a total  of  33  students 
in  the  second,  third,  and  fourth  years  of  two  medi- 
cal schools.  No  attempt  was  made  to  study  the 
efficacy  of  our  program  in  a controlled  manner. 
Our  evaluation  simply  consisted  of  our  own  sub- 
jective evaluation  of  the  ability  of  the  program  to 
respond  appropriately  to  the  student’s  input  and 
of  the  student’s  evaluation  as  reported  to  us  on  an 
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evaluation  form. 

Nearly  all  students  seemed  to  feel  the  experi- 
ence was  worthwhile,  and  most  enjoyed  the  hour 
spent  at  the  console.  Most  of  the  students  stated 
that  they  were  anxious  to  do  another  case  on  the 
console,  and  virtually  all  felt  they  would  like  to 
see  their  medical  school  continue  to  develop  more 
similar  materials.  Just  what  it  was  they  liked 
about  the  experience  differed  greatly  from  student 
to  student.  Many  felt  less  threatened  by  being 
criticized  by  the  program  as  compared  with  being 
criticized  by  an  instructor;  however,  5 of  the  33 
felt  more  upset  by  the  machine’s  criticism.  These 
5 students  stated  that  they  actually  became  angry 
when  the  machine  disagreed  with  them. 

In  general,  the  students  perceived  that  this 
method  was  more  effective  in  helping  them  devel- 
op judgment  than  in  increasing  their  store  of 
knowledge.  There  was  much  density  of  opinion 
as  to  whether  they  felt  that  the  teaching  was  suffi- 
ciently individualized  to  allow  them  to  determine 
their  own  rate  of  progress.  Most  felt  at  least 
somewhat  constrained  by  the  rigidity  of  the  pro- 
gram. For  their  overall  evaluation  of  the  session 
as  a teaching  experience,  the  majority  (or  18  of 
the  33)  gave  it  the  highest  rating  on  the  evalua- 
tion sheet,  and  most  of  the  remainder  felt  it  was  a 
reasonably  good  method. 

Conclusion 

We  learned  several  things  from  this  trial.  We 
think  we  demonstrated  that  a meaningful  complex 
English  language  free-text  dialogue  can  be  put  on 
the  computer,  although  with  current  methods  it 
takes  a great  deal  of  time.  Identification  of  stu- 
dent input  is  complex,  but  solvable.  If  the  stu- 
dents are  properly  prepared,  they  seem  to  be  able 
to  accept  computer-assisted  instruction  as  a 
teaching  tool  and  to  be  able  to  learn  from  the  ma- 
chine. 

Several  problems  must  be  solved  before  this  sort 


of  system  can  become  an  established  teaching 
method.  A great  difficulty  lies  in  the  time  re- 
quired by  an  instructor  to  plan  a case.  Even  with 
the  help  of  a programmer,  one  hour  of  good  indi- 
vidualized computer  instruction  may  require  over 
one  hundred  hours  of  planning.  To  overcome  this 
considerable  hurdle,  we  are  now  devising  a “driver 
program”  to  program  large  segments  of  the  in- 
struction automatically.  If  the  driver  is  success- 
ful, an  instructor  may  be  able  to  specify  the  bare 
rudiments  of  the  desired  teaching  sequence.  The 
basic  program  will  then  be  automatically  prepared 
by  the  computer  and  the  instructor  will  simply 
embellish  and  refine  it.  This  ought  to  cut  the 
time  required  of  the  instructor  to  a fraction  of 
what  is  now  necessary. 

We,  of  course,  still  have  a great  deal  to  learn 
about  the  variety  of  student  responses  in  any  sit- 
uation, and  we  must  learn  more  about  handling 
free  English  text.  One  problem  that  is  becoming 
smaller  is  cost.  Our  system  required  approxi- 
mately $1,000  per  month  to  operate  for  one  termi- 
nal. If  it  is  assumed  that  the  terminal  is  used 
thirty  hours  per  week  it  will  come  to  a little  more 
than  $7.00  an  hour.  That  is  not  too  bad  for  a 
good  teacher,  and  there  is  hope  that  this  will  be 
still  less  in  the  future. 

Our  overall  evaluation  of  our  effort  is  to  view  it 
with  cautious  optimism.  If  some  of  the  hurdles 
just  mentioned  can  be  cleared,  we  suspect  a valu- 
able teaching  device  in  the  area  of  clinical  judg- 
ment can  be  built. 

References 

1.  Oettinger,  A.  G.:  Run,  Computer,  Run,  Cambridge, 

Harvard  University  Press,  1969. 

2.  Entwisle,  G.,  and  Entwisle,  D.  R.:  Use  of  digital  com- 
puter as  a teaching  machine,  J.  M.  Educ.  38:  803  (1963). 

3.  Swets,  J.  A.,  and  Feurzeig,  W.:  Computer-aided  in- 

struction, Science  150:  572  (1965). 

4.  Theis,  R.,  et  al. : An  experiment  comparing  computer 

assisted  instruction  with  lecture  presentation  in  physiology,  J. 
M.  Educ.  44:  1156(1969). 


September  15,  1973  / New  York  State  Journal  of  Medicine  2255 


Case  Reports 


Opportunistic 
Infections  with 
Erwinia-like 
Species 

MATEI  WEINER,  M S. 

Brooklyn,  New  York 

SEYMOUR  WERTHAMER,  M.D. 

Brooklyn,  New  York 

From  the  Department  of  Pathology  and  Clinical  Laboratories, 
Methodist  Hospital  of  Brooklyn,  and  State  University  of  New 
York  Downstate  Medical  Center 


The  increasing  number  of  isolations  of  Er- 
winia-like bacteria  from  clinical  material  is  a new 
concern  for  the  clinician  and  microbiologist.  In 
reviewing  the  literature  we  have  found  relatively 
little  information  about  this  group  of  organisms. 
This  report  details  5 cases  from  our  institution 
within  a four-month  period  in  which  Erwinia-like 
microorganisms  were  isolated,  and  discusses  their 
pathogenicity  and  morphologic  and  biochemical 
characteristics. 

Case  reports 

Case  1.  A seventy-one-year-old  male  was  ad- 
mitted to  the  hospital  in  October,  1970,  for  diar- 
rhea of  one-year’s  duration  and  loss  of  weight  and 
appetite.  The  rectal  examination  performed  on 
admission  revealed  a rectosigmoid  mass  and  the 
sigmoidoscopy  disclosed  a cauliflower-like  lesion. 
The  urinalysis  showed  the  presence  of  pus,  red 
blood  cells,  and  protein,  which  persisted  through- 
out hospitalization;  the  blood  cultures  were  nor- 
mal. A diagnosis  of  rectosigmoid  neoplasm  was 
established,  and  a diverting  sigmoid  colostomy 
with  a modified  Hartmann’s  procedure  was  car- 
ried out.  Intravenous  infusion  therapy  was  given 
before  and  after  the  surgery,  following  which  the 
patient  developed  several  episodes  of  high  fever 
(39.5°  C.)  and  cough,  but  the  roentgenogram  find- 
ings were  normal.  Erwinia-like  organisms  and 
Staphylococcus  aureus  were  recovered  from  two 
consecutive  sputum  cultures,  and  treatment  with 
cephalothin  and  neomycin  in  daily  dosages  of  3 


Gm.  each  was  started.  On  March,  1971,  the  pa- 
tient’s condition  improved,  and  he  was  transferred 
to  an  extended-care  facility. 

Case  2.  A fifty-five-year-old  woman  with  a 
history  of  chronic  alcoholism  was  admitted  to  the 
hospital  in  March,  1971,  with  multiple  body  in- 
juries on  her  chest,  abdomen,  and  extremities; 
rectal  bleeding;  and  abdominal  pain  following  a 
fight  with  a friend.  The  physical  examination  re- 
vealed large  areas  of  ecchymosis  on  the  anterior 
chest  wall,  and  crepitation  of  the  left  anterior 
lower  rib  area  was  detected;  the  liver  was  4 fingers 
below  the  costal  margin.  The  patient  continued 
to  have  repeated  episodes  of  rectal  bleeding,  and 
multiple  blood  transfusions  and  intravenous  fluids 
were  given.  During  the  course  of  treatment,  the 
temperature  spiked  to  40°  C.,  associated  with 
chills,  cyanosis,  tachypnea,  and  a blood  urea  ni- 
trogen value  of  35  mg.  per  milliliter.  Two  blood 
cultures  taken  at  that  time  revealed  the  presence 
of  Erwinia-like  bacteria  in  pure  culture.  Antibi- 
otic therapy  with  chloramphenicol  and  gentamicin 
improved  her  condition  rapidly,  and  the  patient 
was  discharged  in  April,  1971. 

Case  3.  In  December,  1970,  a seventy-five- 
year-old  male  was  admitted  to  the  hospital  for 
multiple  complaints:  weakness  in  his  right  side, 
chronic  cough,  and  a mucopurulent  secretion  of 
three-years’  duration.  Physical  examination  re- 
vealed inspiratory  rales  over  the  bases  of  both 
lungs.  The  laboratory  data,  including  complete 
blood  count,  urinalysis,  and  blood  chemistry  tests 
showed  normal  findings.  Smears  and  cultures  ex- 
amined for  tuberculosis  were  normal.  A final  diag- 
nosis of  pyloric  ulcer,  arteriosclerotic  heart  dis- 
ease, and  chronic  bronchitis  was  established,  and 
anti-ulcer  therapy  was  instituted.  No  intrave- 
nous fluids  or  antibiotics  were  given  the  patient. 
During  hospitalization,  a single  routine  sputum 
culture  showed  the  presence  of  Enterobacteriaceae 
species  and  Erwinia-like  microorganisms. 

Case  4.  A two-month-old  boy  was  admitted  to 
the  hospital  in  April,  1971,  with  a history  of 
cough,  fever  (38°  C.),  and  difficulty  in  breathing 
of  four-days’  duration.  The  child  developed  re- 
spiratory distress  on  the  day  of  admission,  accom- 
panied by  bilateral  expiratory  wheezing.  The 
chest  x-ray  examination  revealed  an  infiltrative 
process  of  the  lung,  and  the  diagnosis  of  bron- 
chopneumonia of  the  right  lower  lobe  was  estab- 
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TABLE  I.  The  characteristics  of  isolates 


Characteristic 

Result 

Triple  sugar  iron  agar 

Slant 

Acid 

Butt 

Acid 

Sulfur  hydride 

Absent 

Gas 

Present  in  one  strain 

Citrate 

Variable 

Christensen’s  urea 

Negative 

Indole  production  (Kovacs’ 

Negative 

reagent) 

Catalase 

Positive 

Oxidase  (Difco  disks) 

Negative 

Lysine 

Negative 

Arginine 

Negative 

Ornithine 

Negative 

lished.  The  complete  blood  count  and  urinalysis 
were  within  normal  limits,  but  the  throat  culture 
taken  on  the  day  of  admission  grew  Erwinia-like 
organisms  and  Staphylococcus  epidermidis.  The 
child  was  treated  with  400  mg.  of  ampicillin  daily 
and  after  four  days  was  discharged.  No  intrave- 
nous fluids  were  given  during  hospitalization,  and 
all  other  throat  cultures  taken  showed  the  pres- 
ence of  normal  flora  (Neisseria  catarrhalis  and 
Staphylococcus  epidermidis). 

Case  5.  A five-month-old  boy  with  a purulent 
eye  secretion  of  two-days’  duration  was  brought  to 
the  emergency  room  on  April,  1971.  At  the  exam- 
ination both  eyes  showed  heavy,  pussy  discharge 
and  redness  of  the  conjunctiva.  A clinical  diagno- 
sis of  purulent  conjunctivitis  was  established,  and 
treatment  with  polymyxin  B-bacitracin-neomycin 
(Neosporin)  eye  drops  was  recommended.  The 
bacteriologic  examination  of  material  taken  from 
both  eyes  yielded  a heavy  growth  of  Erwinia-like 
bacteria  in  pure  culture.  No  other  eye  cultures 
were  examined  during  the  treatment. 

Bacteriologic  data 

The  Erwinia-like  microorganisms  grew  well  on 


conventional  media  after  a period  of  eighteen- 
hours’  incubation  at  35°  C.  On  MacConkey  agar 
the  colonies  were  round  and  smooth.  No  hemoly- 
sis was  observed  on  tryptic  soy  agar  containing  5 
per  cent  defibrinated  sheep  blood.  The  organisms 
failed  to  grow  on  Salmonella-Shigella  medium  but 
grew  well  as  yellow-orange  colonies  on  Hektoen 
enteric  agar.  The  bacteria  recovered  from  the 
blood  cultures  produced  turbidity  in  the  aerobic 
dextrose  phosphate  broth  and  in  the  anaerobic 
blood  culture  medium  (thioglycollate  broth)  after 
a forty-eight  hour  incubation  period  at  35°  C. 
Subcultures  from  each  of  the  blood  culture  bot- 
tles on  MacConkey  agar  plates  yielded  good 
growth  after  overnight  incubation.  The  yellow 
pigmentation,  distinctive  for  these  micoorganisms, 
was  detected  in  four  strains  after  overnight  incu- 
bation. One  strain  showed  chromogenicity  only 
after  prolonged  incubation  at  room  temperature. 

Microscopic  characteristics.  Stained  smears 
of  the  colonies  showed  gram-negative  rods  with 
little  pleomorphism.  All  stains  were  motile  (ex- 
amination of  a hanging  drop  after  overnight  incu- 
bation of  the  organisms  in  trypticase  soy  broth). 

Biochemical  reactions.  The  complete  list  of 
tests  is  presented  in  Table  I.  The  citrate  utiliza- 
tion and  the  production  of  gas  in  triple  sugar  iron 
were  variable  characteristics;  two  strains  failed  to 
grow  on  Simmons  citrate  agar  and  one  strain  pro- 
duced small  amounts  of  gas,  from  cracking  of  tri- 
ple sugar  iron  medium. 

Susceptibility  studies.  The  studies  performed 
by  the  Bauer-Kirby  method  revealed  that  the  mi- 
croorganisms were  sensitive  to  most  of  the  antibi- 
otics used  against  gram-negative  bacilli  including 
chloramphenicol,  tetracycline,  kanamycin,  strep- 
tomycin, gentamicin,  and  carbenicillin.  Table  II 
shows  the  susceptibility  results  for  all  strains 
studied. 

Comment 

Erwinia-like  microorganisms,  known  for  a long 
time  as  plant  pathogens  and  named  for  the  Amer- 
ican phytopathologist  Erwin  Smith,  have  rarely 
been  implicated  in  human  disease.1  Recent  re- 


TABLE  II.  Disk  susceptibility  of  Erwinia-like  microorganisms 


Antibiotic 

Disk 

Potency 

(micrograms) 

Strain 

1 

Strain 

2 

IVLu  111  to 

Strain 

3 

Strain 

4 

Strain 

5 

Ampicillin 

10 

I 

I 

S 

S 

S 

Carbenicillin 

50 

S 

S 

s 

S 

S 

Cephalothin 

30 

S 

R 

s 

S 

S 

Chloramphenicol 

30 

s 

S 

s 

S 

S 

Colistin 

10 

s 

S 

I 

S 

S 

Gentamicin 

10 

s 

s 

s 

S 

S 

Kanamycin 

30 

s 

s 

s 

S 

S 

Streptomycin 

10 

s 

s 

s 

S 

S 

Tetracycline 

30 

s 

s 

s 

S 

S 

* S = susceptible;  R = resistant;  I = intermediate. 
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ports  have  described  the  isolation  of  these  orga- 
nisms from  throat  cultures  in  children  with  tonsil- 
litis,1 infected  area  of  skin  over  the  medial  malleo- 
lus of  a fractured  ankle,2  wounds,3,4  and  blood  cul- 
tures.5 The  opportunistic  pathogenic  role  of  some 
of  the  strains  was  demonstrated  in  the  preceding 
reports  and  is  proved  by  Cases  2 and  5 in  which 
the  organisms  were  the  etiologic  agent  of  septice- 
mia and  purulent  conjunctivitis,  respectively.  Al- 
though. in  Case  4,  Erwinia  was  isolated  only  once 
from  the  sputum,  the  fact  that  no  other  pathogens 
w'ere  isolated  and  that  Erwinia  is  susceptible  to 
ampicillin  suggests  a casual  relationship  in  this 
case.  The  pathogenicity  of  the  Erwinia-like  orga- 
nism in  the  final  2 cases  (1  and  3)  is  difficult  to 
assess. 

The  detection  of  this  group  of  microorganisms  is 
relatively  simple  and  should  be  based  on  their 
property  to  ferment  glucose  with  the  production  of 
acid  (a  yellow  butt  in  triple  sugar  iron  after  over- 
night incubation)  associated  with  the  absence  of 
lysine  and  ornithine  decarboxylase  and  arginine 
dihydrolase.  Some  strains  do  not  exhibit  yellow 
pigmentation,  or  prolonged  incubation  is  required, 
as  was  the  case  with  one  of  our  strains.  Erwinia- 
like  organisms  have  been  found  in  the  hospital  en- 
vironment and  our  attempts  at  tracing  the  source 
of  infection  were  successful  in  Case  25;  we  recov- 


ered the  organisms  from  the  surface  of  the  syn- 
thetic cap  liner  of  intravenous  infusion  bottles. 
The  nosocomial  source  of  infection  was  ruled  out 
in  Cases  4 and  5 in  which  the  presence  of  Erwinia- 
like  bacteria  was  detected  in  specimens  collected 
on  the  day  of  admission  to  the  hospital  or  on  ex- 
amination in  the  emergency  room. 

Only  a proper  identification  of  these  microorga- 
nisms in  clinical  laboratories  can  assess  their  role 
in  human  disease  and  elucidate  aspects  con- 
cerning the  reservoir  of  infection  and  epidemiolo- 


gy- 
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Fatal  pneumonia 

Adenoviruses,  types  4 and  7,  ADV-4  and  ADV-7, 
commonly  cause  acute  respiratory  disease  in  military 
training  populations,  but  a fatal  pneumonia  associated 
with  ADV-7  in  previously  healthy  adults  is  rare.  Each 
of  3 cases  of  fatal  pneumonia  reported  by  Burton  A. 
Dudding,  M.D.,  et  al.  (New  England  Journal  Medi- 
cine 286:  1289  [June  15]  1972),  was  associated  with  ab- 
solute lymphopenia,  and  followed  a similar  course.  In 


the  terminal  stages,  multisystem  disease,  including 
disseminated  intravascular  coagulation  developed  in  all 
3 patients.  Postmortem  findings  revealed  extensive 
pulmonary  damage  including  bronchial  epithelial  ne- 
crosis, interstitial  alveolar  thickening,  and  hyaline 
membranes.  Small  vessels  contained  hyaline  thrombi. 
ADV-7  was  recovered  from  each  patient’s  upper  respi- 
ratory tract  shortly  after  hospitalization,  and  again,  in 
high  titer,  from  lung  tissue  obtained  after  death.  Serum 
specimens  obtained  before  death  revealed  high  titers  of 
ADV-7  neutralizing  antibody. 
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Giant-cell  myocarditis,  considered  by  some 
authorities  to  be  a variant  of  idiopathic  myocardi- 
tis,1 is  a rare  condition  which  has  been  reported  in 
the  world  literature  under  a variety  of  names  such 
as  idiopathic  giant  cell  myocarditis,2  giant  cell 
granulomatous  myocarditis,3  myocarditis  of  giant 
cell  type,4  granulomatous  myocarditis,5  isolated 
myocarditis,6  isolated  granulomatous  myocardi- 
tis,7 and  acute  isolated  myocarditis.8 

Like  other  myocarditides,  it  affects  both  sexes 
and  occurs  in  persons  of  all  ages  from  the  newborn 
to  the  very  old.  Clinically,  it  may  be  present  as 
unexplained  progressive  cardiac  failure,  persistent 
cardiac  arrhythmia,  or  sudden  death.  The  pres- 
ence of  multinucleated  giant  cells  in  the  myocar- 
ditis is  of  unusual  interest,  and  the  nature  of  these 
cells  has  been  controversial  and  a matter  of  con- 
jecture. 

The  purpose  of  this  report  is  to  describe  the 
clinical  course  and  postmortem  findings  in  a case 
of  this  rare  entity,  so  that  comparison  can  be 
made  with  earlier  reports  in  an  attempt  to  define 
the  still  unsettled  etiology  of  this  rare  disorder. 

Case  report 

A thirty-eight-year-old  white  woman  was  ad- 
mitted to  Rahway  Hospital  on  October  27,  1970, 
complaining  of  severe  dyspnea  for  approximately 
three  hours  prior  to  admission.  The  patient’s  his- 
tory revealed  that  she  had  become  sick  five  days 
previously  with  the  complaints  of  nausea,  vomit- 
ing, and  slight  upper  abdominal  pain.  No  history 
of  dyspnea  or  fever  was  noted  during  the  time  of 
her  sickness.  She  was  seen  by  a local  physician  in 
the  afternoon  before  the  day  of  admission,  and  ex- 
amination at  that  time  did  not  show  any  definite 
abnormality.  The  heart  function  seemed  normal, 


and  the  chest  was  clear.  The  abdomen  was  soft 
and  not  distended.  The  morning  of  admission, 
the  patient  developed  marked  difficulty  in  breath- 
ing, and  hospital  admission  was  advised.  The 
past  history  of  this  patient  was  essentially  nega- 
tive. There  was  no  history  of  hypertension  or  any 
other  cardiovascular  disease.  The  patient  had 
normal  menstruation  and  was  not  on  birth  control 
pills. 

Physical  examination  revealed  an  acutely  ill 
woman,  who  seemed  to  be  in  profound  shock. 
The  patient  was  conscious,  alert,  and  aware  of 
her  surroundings.  She  had  marked  dyspnea  and 
orthopnea  and  a ventricular  gallop  rhythm  of  ap- 
proximately 130  beats  per  minute.  There  were  no 
murmurs  or  friction  rubs.  Blood  pressure  was 
100/75  mm.  Hg,  and  the  pulse  was  130  per  minute. 
Her  abdomen  was  soft  and  not  distended,  and  the 
neurologic  examination  gave  normal  findings. 

Laboratory  studies  revealed:  hemoglobin  13.9 

Gm.  per  100  ml.;  and  white  blood  cell  count  was 
15,600  per  cubic  millimeter,  with  79  per  cent  neu- 
trophils, 3 per  cent  band  forms,  16  per  cent  lym- 
phocytes, and  2 per  cent  monocytes.  VDRL  test 
results  were  negative.  The  serum  glutamic  oxalo- 
acetic transaminase  was  125  units  per  milliliter, 
lactic  dehydrogenase  464  units  per  milliliter,  and 
lactic  dehydrogenase  profile  0.6.  Less  than  0.8  in 
the  presence  of  an  elevated  lactic  dehydrogenase 
suggests  a heart  condition.  The  creatinine  phos- 
phokinase  was  25  units  per  milliliter,  pH  7.3,  car- 
bon dioxide  pressure  29  mm.  Hg,  and  bicarbonate 
14  mEq.  per  liter.  The  electrocardiogram  showed 
sinus  tachycardia  and  changes  compatible  with 
acute,  anterior-wall,  myocardial  infarct. 

Course.  The  patient’s  shock  deepened.  Until 
the  very  last  hour  of  her  life,  she  was  well  aware  of 
her  surroundings.  She  was  treated  with  levart- 
erenol  (Levophed)  and  corticosteroids,  her  condi- 
tion became  critical,  and  she  expired  six  hours 
after  admission. 

Postmortem  examination.  Approximately  300 
cc.  of  clear  yellow  fluid  were  present  in  each  pleu- 
ral cavity  and  800  cc.  of  blood-tinged  fluid  in  the 
peritoneal  cavity.  The  heart  weighed  360  Gm., 
and  the  epicardial  surface  was  smooth.  The  myo- 
cardium was  within  the  normal  range  of  thickness 
but  was  flabby.  The  endocardium  throughout  re- 
vealed confluent  patchy  areas  of  gray-yellow  dis- 
coloration. Section  through  the  myocardium  re- 
vealed numerous  pale  yellow,  confluent,  patchy 
foci  that  were  scattered  throughout  the  myocar- 
dium and  ranged  up  to  13  cm.  in  greatest  diame- 
ter (Fig.  1).  These  foci  were  conspicuous  both  in 
the  right  and  left  ventricles  and  in  the  interven- 
tricular septum.  All  the  cardiac  valves  seemed  to 
be  normal  in  structure,  and  the  coronary  arteries 
had  only  a slight  degree  of  arteriosclerosis,  with  no 
occlusions. 
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FIGURE  1.  (A)  Gross  appearance  left  ventricle.  Note 

numerous  patchy  and  confluent  areas  of  grayish  discol- 
oration in  myocardium  (B)  Section  through  interven- 
tricular septum  showing  massive  replacement  of  myo- 
cardium by  confluent  areas  of  gray-yellow  discoloration. 


Microscopic  examination.  Study  of  histologic 
sections  obtained  from  different  areas  revealed  an 
extensive  acute  inflammatory  process  in  the  myo- 
cardium, with  diffuse  patchy  degeneration  of 
myocardial  fibers.  The  cellular  infiltration  con- 
sisted predominantly  of  eosinophilic  and  neutro- 
philic polymorphonuclear  leukocytes,  with  moder- 
ate numbers  of  lymphocytes,  histiocytes,  and 
plasma  cells  (Fig.  2A).  In  addition,  large  num- 
bers of  multinucleated  giant  cells  were  present, 
and  several  of  these  seemed  to  represent  transi- 
tional forms  from  muscle  fibers  (Fig.  2B).  These 
myogenic  giant  cells  contained  from  5 to  30  pe- 
ripherally placed  nuclei  and  had  pale  cytoplasm 
that  was  sometimes  vacuolated.  The  nuclei  were 


relatively  large,  with  finely  dispersed  chromatin, 
and  nucleoli  were  sometimes  prominent.  Intranu- 
clear basophilic  inclusions  of  the  type  found  in 
certain  viral  infections  were  not  identified.  Wide- 
spread degenerative  changes  were  noted  in  the 


FIGURE  2.  Myocardium  (A)  Showing  diffuse  inflammatory  cellular  changes  with  large  numbers  of  multinucleated 
giant  cells.  Note  absence  of  fibrosis.  (B)  With  area  of  inflammation  consisting  of  neutrophils  and  lymphocytes. 
Note  multinucleated  giant  cells  in  close  proximity  to  degenerating  muscle  fibers  (hematoxylin  and  eosin  stain  X 
105). 


2260  New  York  State  Journal  of  Medicine  / September  15,  1973 


FIGURE  3.  Degenerating  myocardial  fibers  surrounded 
by  inflammatory  and  multinucleated  giant  cells.  Note 
similarity  of  staining  characteristics  of  giant  cells  and 
muscle  fibers  (phosphotungstic  acid-hematoxylin  stain 
X 260). 

myocardial  fibers  that  were  adjacent  to  the  zones 
of  inflammation.  Epithelioid  cells  and  true 
inflammatory  giant  cells  of  the  type  associated 
with  granulomatous  inflammation  were  not  ob- 
served. In  occasional  fields,  there  were  dense  ag- 
gregates of  eosinophils  beneath  the  endocardium. 
The  myocardial  fibers  and  multinucleated  giant 
cells  reacted  in  similar  manner  with  trichrome 
and  phosphotungstic  acid-hematoxylin  stains,  and 
remnants  of  striations  were  occasionally  observed 
in  the  giant  cells  (Fig.  3).  Areas  of  fibrosis  at  or 
near  the  inflammatory  cellular  changes  were  not 
identified,  after  multiple  samplings  of  the  myocar- 
dium. The  endocardial  surface  of  the  ventricles 
and  epicardium  were  also  involved  by  the  process. 
A fresh  mural  thrombus  was  present,  attached  to 
the  left  ventricular  endocardial  surface.  The 
valves  were  not  involved  by  the  inflammatory  pro- 
cess. 

No  relationship  was  found  between  the  location 
of  the  lesions  and  blood  vessels. 

The  pulmonary  alveoli  were  partially  collapsed, 
and  some  contained  edema  fluid.  No  hyaline 
membranes  were  observed.  Changes  similar  to 
those  observed  in  the  heart  were  not  observed  in 
histologic  sections  obtained  from  other  viscera. 
Cultures  from  the  heart  were  not  obtained. 

Comment 

The  etiology  of  this  disease  is  not  clear  although 
many  authors  have  discussed  and  proposed  possi- 
ble causes  such  as  viral  infection,9  isolated  exam- 
ples of  sarcoidosis,10  and  hypersensitivity  or  au- 
toimmune reaction.3’6-7,11’12  All  attempts  to  estab- 
lish the  etiology  of  the  myocarditis  in  this  case 


were  not  successful.  No  bacteria,  fungi,  parasites, 
protozoa,  or  toxic  substances  were  demonstrated 
in  the  tissue  of  the  present  case  or  in  other  re- 
ported cases. 

Viral  infection  has  been  postulated  merely  on 
the  basis  of  clinical  histories  and  nonspecific  his- 
tologic changes  by  light  microscope.  Pvun  et  al.u 
described  a case  of  giant -cell  myocarditis  by  light 
and  electron  microscopy.  They  found  numerous 
round  electron-dense  granules  approximately 
1,000  A in  the  giant  cells  and  myocardial  degener- 
ated fibers.  They  stated,  however,  that  the  gran- 
ules lacked  the  internal  structure  and  organiza- 
tion of  known  virus  particles. 

Any  discussion  concerning  isolated  giant-cell 
myocarditis  would  not  be  complete  without  a con- 
sideration of  recent  claims  that  the  entity  is  in  re- 
ality sarcoidosis  of  the  heart,  and  such  a possibili- 
ty has  been  considered  in  several  reported 
cases.10’14  The  occurrence  of  cardiac  involvement 
in  sarcoidosis  has  been  estimated  from  autopsy 
material  to  be  about  20  per  cent.  In  many  cases 
the  cardiac  involvement  is  extensive,  often  recog- 
nizable to  the  naked  eye;  but  also  cases  with 
smaller  granulomas  have  been  published.  The 
ventricular  myocardium  and  especially  the  sep- 
tum is  most  frequently  involved,  resulting  in  dam- 
age to  the  conduction  system.  The  histologic  pic- 
ture of  giant-cell  myocarditis  differs,  however, 
from  a typical  sarcoid  lesion  in  many  respects. 
The  lesion  is  generally  diffuse  in  appearance  with 
little  tendency  to  circumscribe;  the  cellular  com- 
position is  more  pleomorphic  and  consists  primar- 
ily of  lymphocytes,  neutrophilic  and  eosinophilic 
leukocytes,  and  plasma  cells.  Giant  cells  are  usu- 
ally numerous  and  in  close  proximity  to  degener- 
ated or  necrotic  myocardial  fibers.  Although  sev- 
eral authors  have  observed  asteroid  bodies  in  the 
giant  cells,2’11,15  it  is  a well-known  fact  that  the 
presence  of  asteroid  bodies  is  not  specific  for 
sarcoidosis. 

Johansen10  reported  3 cases  of  disseminated 
sarcoidosis  with  cardiac  involvement,  in  which  the 
myocardium  showed  inflammatory  infiltrates  hav- 
ing more  the  appearance  of  giant-cell  myocarditis 
than  of  sarcoidosis.  Although  both  diseases  show 
distinct  histologic  differences,  it  must  be  stated 
that  as  long  as  the  real  nature  of  sarcoidosis  has 
not  been  elucidated,  the  possibility  that  it  bears  a 
relation  to  some  of  the  lesions  known  as  giant-cell 
myocarditis  cannot  completely  be  rejected. 

The  role  of  hypersensitivity  or  auto-immune 
reaction  in  the  pathogenesis  has  been  postulated 
by  Palmer  and  Michael11  because  of  giant-cell  ar- 
teritis present  in  the  myocardium  and  multiple 
extracardiac  organ  involvement  in  their  case. 
Other  authors  have  also  suggested  hypersensitiv- 
ity or  auto-immune  reaction  as  a cause,  on  the 
basis  of  conventional  histologic  features  and  total 
absence  of  any  obvious  etiologic  agent.3-6’7  Miller 
et  al.12  attempted  and  failed  to  demonstrate 
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bound  gamma  globulin  at  the  site  of  the  lesions  by 
immunofluorescent  studies  on  the  myocardial  tis- 
sue, which  had  been  formalin  fixed.  They  felt, 
however,  that  the  character  of  the  inflammatory 
exudate  and  the  intracytoplasmic  inclusion  of  mo- 
nonuclear cells  within  the  sarcoplasm  of  the  cardi- 
ac fibers  were  highly  suggestive  of  the  cellular 
reaction  described  by  Waksman  in  experimental 
delayed  hypersensitivity  reactions.12  Myocardial 
giant  cells  have  been  associated  with  tumors  of 
the  thymus  gland,5  Wegener’s  granulomatosis, 
and  acute  rheumatic  fever,  conditions  which  are 
currently  believed  to  be  associated  with  hypersen- 
sitivity reactions.16  The  suggestion  of  allergy  as  a 
cause  is  controversial.  Barrett  et  al . 17  reported  a 
case  of  hypersensitivity  reaction  with  hepatitis, 
hemolytic  anemia,  and  giant-cell  myocarditis  in  a 
patient  receiving  antituberculous  chemotherapy. 
Aminosalicylic  acid  was  thought  to  be  the  most 
likely  sensitizing  drug,  although  isoniazid  and 
streptomycin  could  not  be  excluded.  Dilling,18 
however,  reported  13  cases  in  which  no  allergic 
manifestations  were  noted. 

In  the  case  object  of  our  study,  the  patient  had 
no  previous  illness  and  did  not  have  clinical  evi- 
dence of  a recent  viral  infection  or  drug  ingestion. 
The  massive  destruction  of  the  entire  heart  with 
only  slight  focal  fibrosis  suggests  that  the  onset  of 
her  illness  was  relatively  short,  perhaps  less  than 
a week.  There  is  histologic  evidence  to  suggest 
that  the  entire  myocardium  reacted  in  a mass  re- 
sponse to  an  unknown  noxious  stimulus,  with  very 
few  uninvolved  areas  of  cardiac  muscle,  rather 
than  that  the  lesion  had  spread  from  one  area  to 
the  next.  The  presence  of  large  aggregates  of  eo- 
sinophils at  the  site  of  cardiac  destruction  add 
further  evidence  to  implicate  the  entity  to  some 
type  of  immune  response.  It  is  of  interest  to  note 
that  giant-cell  myocarditis  associated  with  thymo- 
mas comprise  a significant  percentage  of  all  re- 
ported cases.19 

Giant-cell  myocarditis  is  rare.  Fewer  than  30 
cases  have  been  reported  in  the  world  literature.3 
Whitehead6  reviewed  18  cases  of  giant-cell 
myocarditis.  He  suggested  that  the  presence  of 
giant  cells  depended  on  muscle  necrosis.  The 
longer  severe  cases  survive,  the  more  commonly 
should  giant  cells  appear,  because  there  is  more 
time  for  their  development.  Our  case  appears  to 
contradict  such  a statement  since  the  patient’s  ill- 
ness was  of  very  short  duration;  and  in  spite  of 
that,  the  heart  had  myriads  of  giant  cells  in  close 
relationship  to  degenerated  muscle  fibers  but  no 
overt  histologic  evidence  of  muscle  necrosis.  It 
seems  more  logical  to  assume  that  the  giant  cells 
are  the  result  of  a very  specific  reaction  to  a nox- 
ious stimulus  not  yet  fully  elucidated.  Thus,  any 
one  of  a number  of  agents  could  sensitize  the 
myocardium  so  that  subsequent  damage  would  re- 
lease autoantibodies  and  induce  an  inflammatory 
giant-cell  reaction. 


A number  of  cardiac  diseases  have  been  investi- 
gated for  the  possibility  of  auto-immune  mecha- 
nisms.20 These  include  acute  rheumatic  fever, 
chronic  rheumatic  heart  disease,  endomyocardial 
fibrosis,  idiopathic  cardiomyopathy,  and  certain  of 
the  connective-tissue  diseases,  specifically,  rheu- 
matoid arthritis  and  systemic  lupus  erythemato- 
sus. Studies  of  patients  with  acute  rheumatic 
fever  have  shown  a high  incidence  of  circulating 
antiheart  antibodies  with  a range  from  25  to  63 
per  cent.20  Investigation  of  antiheart  antibodies 
in  patients  with  idiopathic  cardiomyopathy  has 
yielded,  however,  varying  results.  Sanders  and 
Ritts21  found  bound  gamma  globulin  in  the  myo- 
cardium in  5 of  9 patients  with  idiopathic  cardio- 
myopathy. Autoimmune  heart  disease  with  cir- 
culating antiheart  antibodies  and  bound  gamma 
globulin  in  the  myofibers  has  been  produced  ex- 
perimentally in  rabbits  injected  with  beef  or  rat 
heart  homogenates.  The  myocardial  disease  was, 
however,  focal,  and  did  not  resemble  the  clinical 
syndrome  of  idiopathic  cardiomyopathy.22  When 
myocardial  sarcomeres  are  damaged,  their  compo- 
nents are  released  into  the  circulation.  These  cir- 
culating antigens  may  well  incite  the  production 
of  antibodies  which  follow  rather  than  precede  the 
original  injury  to  the  myocardium.  Hence,  the 
existence  of  antiheart  antibodies,  whether  circu- 
lating or  bound  to  the  myocardium,  does  not  nec- 
essarily provide  a mechanism  for  autoimmune 
heart  disease  that  indicates  whether  they  are  the 
result  or  the  cause  of  injury  to  the  heart.  At  pres- 
ent, it  seems  that  the  evidence  for  the  existence  of 
auto-immune  mechanisms  in  heart  disease  is  still 
inconclusive,  and  further  careful  studies  need  to 
be  done  to  fully  elucidate  the  etiology  of  this  ob- 
scure disease. 

The  nature  of  the  giant  cells  seen  in  giant-cell 
myocarditis  has  been  debated  for  many  years. 
Since  many  of  the  giant  cells  appear  to  be  in 
continuity  with  or  close  proximity  to  muscle  fi- 
bers, it  has  been  suggested  that  the  giant  cells  are 
myocardial  in  origin  and  represent  abortive  at- 
tempts at  regeneration.12 

Currently  we  agree  with  most  authors  that  the 
giant  cells  are  derived  from  degenerated  muscle 
fibers,  and  this  has  been  confirmed  by  electron 
microscopic  studies. 13 

In  conclusion,  in  giant-cell  myocarditis  the 
myocardial  fibers  undergo  an  unusual  type  of  de- 
generation with  formation  of  myogenic  multinu- 
cleated  giant  cells  due  to  an  obscure  agent.  Fur- 
ther investigations  are  needed  to  determine  the 
cause  of  this  disease,  particularly  in  the  direction 
of  the  possible  role  of  hypersensitivity  or  autoim- 
mune reaction. 
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control  subjects  were  studied.  The  results  showed  that 
epidermis  of  psoriatic  lesions  has  less  cyclic  AMP  than 
uninvolved  psoriatic  epidermis.  The  cyclic  AMP  levels 
of  uninvolved  psoriatic  epidermis  and  that  of  control 
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subjects  does  not  differ  significantly.  The  authors  do 
not  know  whether  the  highly  significant  numerical  de- 
crease in  cyclic  AMP  levels  had  pathophysiologic  sig- 
nificance. However,  they  predict  this  decrease  is 
metabolically  and  hence  pathophysiologically  signifi- 
cant. If  this  concept  is  correct,  the  therapeutic  eleva- 
tion of  intraepidermal  cyclic  AMP  by  the  topical  appli- 
cation of  lipophilic  cyclic  AMP  derivatives  may  be  of 
great  benefit  in  the  treatment  of  psoriasis  as  well  as 
other  proliferative  dermatoses  such  as  atopic  dermati- 
tis. 
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In  complete  transposition  of  the  great  vessels 
the  aorta  arises  from  the  right  ventricle  whereas 
the  pulmonary  artery  arises  from  the  left  ventri- 
cle. Associated  defects  such  as  atrial  or  ventricu- 
lar septal  defects,  patent  ductus  arteriosus,  or 
patent  foramen  ovale  occur  in  all  cases.  Survival 
is  determined  to  a great  extent  by  the  size  of  these 
defects,  the  pulmonary  vascular  resistance,  and 
the  presence  or  absence  of  left  ventricular  outflow 
tract  obstruction.  Ninety  per  cent  of  the  patients 
with  this  condition  die  during  the  first  year  of 
life.1 

A patient  with  complete  transposition  of  the 
great  vessels  and  a ventricular  septal  defect  died 
at  Albany  Medical  Center  Hospital  at  the  age  of 
eleven  years  and  seven  months.  At  autopsy  the 
ventricular  septal  defect  was  located  in  an  unusu- 
al position.  Since  the  literature  records  very  few 
patients  with  this  condition  who  survived  more 
than  ten  years  without  palliative  or  totally  correc- 
tive surgical  therapy,  it  was  felt  that  reporting 
this  patient  might  help  to  understand  the  natural 
history  of  transposition  of  the  great  vessels  with  a 
ventricular  septal  defect. 

Case  report 

A cyanotic  male  was  born  in  January,  1959.  At 
the  age  of  two  weeks  he  was  transferred  to  Albany 
Medical  Center  for  increasing  shortness  of  breath 
and  cyanosis,  and  a diagnosis  of  transposition  of 
the  great  vessels  was  made.  At  the  age  of  four 
years  angiocardiography  demonstrated  transposi- 
tion of  the  great  vessels  and  a ventricular  septal 
defect.  Surgical  correction  was  refused  by  the 


FIGURE  1.  Chest  x-ray  film  taken  in  1970  showing 
cardiac  enlargement  and  increased  pulmonary  vascular- 
ity. 


parents,  and  the  child  continued  to  be  followed  in 
the  clinic. 

In  May,  1970,  the  patient  was  admitted  to  Al- 
bany Medical  Center  Hospital  for  swelling  of  the 
face  and  abdomen  that  occurred  five  days  before 
admission.  His  facies  looked  Cushingoid,  and 
there  was  trunkal  obesity.  There  was  severe  cya- 
nosis and  clubbing  of  the  fingers,  and  the  jugular 
venous  pressure  was  about  10  cm.  above  the  ster- 
nal angle.  His  liver  and  spleen  were  felt  about  15 
cm.  below  the  right  and  left  costal  margins  re- 
spectively. Slight  pretibial  edema  was  present. 
Dullness  and  diminished  breath  sounds  were 
noted  at  the  left  base.  The  first  heart  sound  was 
normal,  but  the  second  sound  was  loud  and  single. 
A moderate  ejection  systolic  murmur  and  an  early 
diastolic  murmur  were  heard  in  the  pulmonary 
area.  The  chest  x-ray  film  showed  massive  cardi- 
ac enlargement  (Fig.  1),  while  the  electrocardio- 
gram showed  a prolonged  P-R  interval  and  right 
atrial  and  ventricular  hypertrophy  (Fig.  2).  His 
temperature  on  admission  was  100°F.  and  varied 
between  99°  and  101°F.  during  the  subsequent  six 
weeks.  The  patient  was  put  on  digitalis  and  furo- 
semide  (Lasix).  Repeated  blood  cultures  demon- 
strated no  pathogenic  organisms.  His  hemoglobin 
was  20  Gm.,  hematocrit  76,  and  blood  uric  acid 
11.8  mg.  A twenty-four-hour  urine  contained  2.9 
mg.  17  hydroxysteroids  and  3.9  mg.  17  ketoste- 
roids. 
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TABLE  I.  Hemodynamic  data 


FIGURE  2.  Electrocardiogram  taken  in  1970  showing 
right-axis  deviation,  prolonged  P-R  interval,  tall  pointed 
P waves  which  were  inverted  in  lead  VI,  and  right  ven- 
tricular hypertrophy. 

On  June  4 a contrast  medium,  injected  into  the 
right  atrium,  revealed  an  opaque  band  of  fluid 
separating  the  right  atrium  from  the  lungs.  On 
June  5 an  unsuccessful  attempt  was  made  to  aspi- 
rate the  effusion  through  the  xephi-sternal  angle. 
Following  the  procedure  the  patient  developed 
signs  of  cardiac  tamponade.  An  emergency  mid- 
line upper  abdominal  incision  and  later  a median 
sternotomy  were  made,  and  the  pericardium  was 
exposed.  Then  700  cc.  of  the  dark  fluid  gushed 
out  resulting  in  immediately  improving  color  and 
circulation,  and  the  blood  pressure  returned  to 
100/50  mm.  Hg.  When  the  surface  of  the  heart 
was  inspected  it  was  found  that  the  bleeding  came 
from  a small  branch  of  the  anterior  descending 
coronary  artery  which  was  related  to  attempted 
pericardicentesis. 

On  June  25,  1970,  the  patient  underwent  cardi- 
ac catheterization.  The  findings  are  in  Table  I. 
Selective  angiography  into  the  right  and  left  ven- 
tricles and  the  ascending  aorta  demonstrated 
complete  transposition  of  the  great  vessels  with  a 
ventricular  septal  defect.  The  aorta  arose  from 
the  right  ventricle,  was  situated  at  the  left  cardiac 
border,  and  occupied  the  position  of  the  pulmo- 
nary artery.  The  pulmonary  artery  arose  from 
the  left  ventricle  and  was  medially  situated.  This 
vessel  appeared  larger  than  the  aorta. 

It  was  concluded  that  the  patient  was  probably 
suffering  from  severe  pulmonary  hypertension; 
heart  surgery  was  ruled  out,  and  the  patient  was 
discharged  on  June  7,  1970,  on  digoxin  and  furo- 
semide. 

He  was  readmitted  on  July  7,  1970,  with  con- 
gestive heart  failure.  He  continued  to  spike  a 
fever  and  his  hemoglobin  was  16.2,  hematocrit 
58.2,  and  white  blood  count  18,200.  Blood  cul- 
tures remained  negative.  On  July  25,  1970,  the 
patient  went  to  the  bathroom;  he  was  found  dead 
with  no  evidence  of  vomitus  or  aspiration. 


Site 

Oxygen 

Saturation 

Pressures 

Superior  vena  cava 

59 

Inferior  vena  cava 

48 

Right  atrium 

54 

Mean  = 9 

Right  ventricle 

48 

110/10 

Pulmonary  vein 

95 

Left  atrium 

82 

Mean  - 12 

Left  ventricle 

79 

120/20 

Aorta 

62 

110/60 

* The  pulmonary  artery  was  not  entered  during  cardiac  catherization. 


FIGURE  3.  Anterior  view  of  heart  specimen  showing 
aorta  (Ao)  arising  from  right  ventricle  (RV)  and  pulmo- 
nary artery  (PA)  from  left  ventricle  (LV) 

Autopsy  examination  was  confined  to  the  chest. 
The  heart  was  markedly  enlarged  and  weighed 
650  Gm.  The  aorta  was  anterior  and  to  the  right 
of  the  pulmonary  artery  (Fig.  3).  The  internal 
circumference  of  the  pulmonary  artery  was  80 
mm.  and  that  of  the  ascending  aorta  70  mm. 
There  was  a small  blind  pocket  that  measured  5 
by  5 mm.  in  the  wall  of  the  ascending  aorta  about 
2 cm.  above  the  right  posterior  sinus.  The  right 
coronary  artery  arose  from  the  right  posterior 
sinus  and  the  left  coronary  artery  from  the  left 
posterior  sinus.  Both  right  and  left  coronary  arte- 
ries were  markedly  dilated  and  tortuous,  and  each 
measured  1 cm.  in  diameter.  The  right  and  left 
atrial  were  dilated  and  thickened  and  a probe- 
patent  foramen  ovale  was  present.  The  pulmo- 
nary and  the  systemic  veins  were  normal.  The 
right  atrium  communicated  with  the  right  ventri- 
cle through  a normal  tricuspid  valve.  The  right 
ventricle  was  markedly  thickened  and  trabeculat- 
ed  but  appeared  slightly  smaller  than  the  left  ven- 
tricle. Its  wall  measured  20  mm.  in  thickness. 
The  aorta  rose  from  this  ventricle.  The  crista 
supraventricularis  was  absent,  and  its  place  was 
occupied  by  a large  ventricular  septal  defect  that 
measured  15  by  15  mm.  From  the  right  ventricu- 
lar side,  this  defect  was  situated  immediately  be- 
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FIGURE  4.  Right  ventricle  widely  open  showing  ven- 
tricular septal  defect  (VSD)  beneath  aortic  valve  (Ao  = 
aorta). 

neath  the  left  coronary  cusp,  and  the  papillary 
muscle  of  the  conus  was  inserted  on  its  lower  mar- 
gin (Fig.  4).  From  the  left  ventricular  side  the 
ventricular  septal  defect  was  situated  5 mm.  be- 
neath the  pulmonary  valve  anterior  to  the  mem- 
branous septum  (Fig.  5).  The  left  atrium 
communicated  with  the  left  ventricle  through  a 
normal  mitral  valve.  The  left  ventricle  was  finely 
trabeculated  with  a smooth  septal  surface.  It 
measured  20  mm.  in  thickness  and  gave  origin  to 
the  pulmonary  artery.  There  was  a fibrous  conti- 
nuity between  the  anterior  leaflet  of  the  mitral 
valve  and  the  pulmonary  valve.  The  pulmonary 
valve  was  tricuspid  and  slightly  thickened,  and 
atheromatous  changes  were  noted  on  the  posterior 
wall  of  the  pulmonary  artery.  Lung  sections 
showed  medial  hypertrophy  and  intimal  prolifera- 
tion of  the  pulmonary  arterioles.  Many  vessels 
were  completely  occluded,  and  dilatation  lesions 
were  present.  In  addition,  there  was  chronic 
bronchitis  and  occasional  areas  of  bronchopneu- 
monia. 

Comment 

A patient  with  transposition  of  the  great  vessels 
is  likely  to  die  during  the  first  few  months  of  life 
as  a result  of  a severe  complication.  Infants  with 
an  intact  ventricular  septum  develop  severe  anox- 
ia and  acidosis  during  the  first  few  days  of  life. 


FIGURE  5.  Left  ventricle  widely  open  showing  ven- 
tricular septal  defect  (VSD),  5 mm.  beneath  pulmonary 
valve  (PA  = pulmonary  artery) 


On  the  other  hand  patients  with  a large  ventric- 
ular septal  defect  do  fairly  well  for  the  first  few 
weeks  of  life  but  develop  heart  failure  secondary 
to  excessive  pulmonary  blood  flow  and  pressure 
before  the  age  of  six  months.  Most  patients  with 
transposition  of  the  great  vessels  and  pulmonary 
stenosis  do  well  in  the  first  year  of  life  but  usually 
require  a shunt  procedure  before  the  fifth  year  of 
life.  From  this  point  of  view  the  majority  of  pa- 
tients with  transposition  of  the  great  vessels  re- 
quire some  sort  of  heart  surgery  during  infancy. 
Very  few  survive  this  period  without  surgical 
help.  Indeed,  it  is  extremely  rare  for  a patient 
with  complete  transposition  of  the  great  vessels  to 
reach  the  age  of  eleven  years  unless  the  patient 
has  had  palliative  surgical  therapy  earlier  in  life. 
Moreover,  since  heart  surgery  does  modify  the 
natural  history  of  this  disease,  our  patient,  having 
reached  the  age  of  eleven  and  a half  years  without 
palliative  surgical  therapy  should  be  regarded  as  a 
notable  exception. 

Becu  et  al.2  divided  isolated  ventricular  septal 
defects  into  two  groups:  (1)  defects  involving  ven- 
tricular outflow  tracts,  divided  into  defects  post- 
eroinferior  to  the  crista  supraventricularis  and  de- 
fects superior  to  the  crista  supraventricularis,  and 
(2)  defects  not  related  to  ventricular  outflow 
tracts,  divided  into  defects  related  to  the  atrioven- 
tricular septum  and  defects  involving  the  apical 
portion  of  the  ventricular  septum.  Of  the  51 
heart  specimens  with  transposition  of  the  great 
vessels  and  a ventricular  septal  defect  (11  with 
pulmonary  stenosis)  examined  by  one  of  the  au- 
thors (R.M.S.)  at  the  Hospital  for  Sick  Children, 
Toronto,  Canada,  only  4 had  a ventricular  septal 
defect  anterior  and  superior  to  the  crista  supra- 
ventricularis. Of  the  remaining  47  specimens,  29 
had  defects  posterior  and  inferior  to  the  crista.  8 
had  defects  related  to  the  atrioventricular  valves, 
7 had  muscular  defects,  and  3 had  multiple  de- 
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fects.  Of  the  4 with  defects  anterior  and  superior 
to  the  crista  supraventricularis,  3 had  associated 
pulmonary  stenosis  and  have  been  discussed  else- 
where.3 Lev,  Alcalde,  and  Baffes4  found  that  the 
ventricular  septal  defect  in  transposition  may  be 
situated  in  the  anterior  septum  at  the  base,  at  the 
junction  of  the  anterior  and  posterior  septa  at  the 
base,  in  the  pars  membranacea,  or  in  the  posterior 
septum  at  the  base.  However,  the  incidence  of 
the  various  types  of  defects  among  their  61  speci- 
mens (7  with  pulmonary  stenosis)  has  not  been 
given.  Of  the  22  cases  with  a ventricular  septal 
defect  reported  by  Elliott  et  al.5  postero-inferior 
septal  defects  were  present  in  13.  Defects  antero- 
superior  to  the  crista  were  present  in  3,  isolated 
muscular  defects  were  present  in  2,  while  4 had 
multiple  defects.  It  would  seem,  therefore,  that 
defects  in  the  anterior  part  of  the  septum  in  rela- 
tionship to  the  aortic  valve  are  rare  in  transposi- 
tion of  the  great  vessels,  for  they  accounted  for  7.8 
per  cent  of  the  51  specimens  (11  with  pulmonary 
stenosis)  seen  by  one  of  the  authors  (R.M.S.)  at 
Toronto,  Canada,  and  for  13.6  per  cent  of  the 
cases  reported  by  Elliott  et  al.5 

It  is  generally  agreed  that  survival  in  transposi- 
tion of  the  great  vessels  with  a ventricular  septal 
defect  without  pulmonary  stenosis  is  probably  de- 
termined by  the  size  of  the  defect  and  the  degree 
of  pulmonary  vascular  resistance.  In  the  newborn 
period,  when  the  ventricular  septal  defect  is  small, 
a patient  with  transposition  will  present  signs  of 
anoxia  and  acidosis.  When  the  ventricular  septal 
defect  is  large,  pulmonary  hypertension  and  ex- 
cessive pulmonary  blood  flow  will  give  rise  to  con- 
gestive heart  failure  during  the  first  two  or  three 
months  of  life.  While  it  is  conceivable  that  if  the 
pulmonary  vascular  resistance  remains  moderate- 
ly elevated  a patient  with  transposition  and  a 
large  ventricular  septal  defect  might  survive  long- 
er, it  is  difficult  to  explain  why  a few  patients 
with  large  ventricular  septal  defects  survive  be- 
yond the  first  year  of  life.  There  is  no  doubt  that 
our  patient  would  have  died  at  a much  earlier  age 
if  the  pulmonary  vascular  resistance  had  been 
low.  Since  most  patients  with  transposition  and 
a ventricular  septal  defect  die  in  infancy,  it  seems 
unlikely  that  the  high  pulmonary  vascular  resis- 
tance and  the  large  defect  alone  in  our  patient 
made  life  possible  for  eleven  years.  It  is  conceiv- 
able, therefore,  that  his  long  survival  was  partly 
related  to  the  position  of  the  ventricular  septal  de- 
fect, for  a significant  amount  of  the  left  ventricu- 
lar output  must  have  entered  the  aorta  directly. 


There  is  no  sufficient  information  in  the  litera- 
ture on  the  relationship  between  the  length  of  sur- 
vival and  the  position  of  the  ventricular  septal  de- 
fect in  transposition.  However,  of  the  11  patients 
of  Shaher  et  al.3  with  transposition  of  the  great 
vessels,  ventricular  septal  defect,  and  pulmonary 
stenosis,  3 had  defects  anterior  and  superior  to  the 
crista.  The  average  age  of  these  3 was  five  years 
and  two  months,  while  the  average  age  of  the  re- 
maining 8 was  two  years. 

Recognition  of  the  type  of  the  ventricular  septal 
defect  by  left  ventricular  angiography  might  help 
in  the  selection  of  the  corrective  surgical  proce- 
dure. As  an  alternative  to  the  Mustard  procedure 
in  patients  with  a supracristal  ventricular  septal 
defect,3  diversion  of  the  outflow  tract  of  the  left 
ventricle  to  the  ascending  aorta,  and  anastomosis 
of  the  pulmonary  artery  to  the  right  ventricle  uti- 
lizing an  aortic  homograft  should  be  considered. 

Summary 

An  eleven  and  a half  year-old  patient  had  been 
followed  up  at  Albany  Medical  Center  with  the 
diagnosis  of  transposition  of  the  great  vessels  and 
a ventricular  septal  defect.  An  autopsy  examina- 
tion showed  a large  supracristal  ventricular  septal 
defect  immediately  beneath  the  aortic  valve.  It 
was  concluded  that  the  long  survival  of  the  pa- 
tient was  probably  related  to  the  size  and  the  po- 
sition of  the  defect  and  the  elevated  pulmonary 
vascular  resistance.  As  an  alternative  to  the 
Mustard  procedure  for  total  correction,  a patient 
with  transposition  and  supracristal  defect  could 
be  considered  for  diversion  of  the  outflow  tract  of 
the  left  ventricle  to  the  aorta  and  anastomosis  of 
the  pulmonary  artery  to  the  right  ventricle  using 
an  aortic  homograft  . 

Division  of  Pediatric  Cardiology, 
Albany  Medical  Center,  New  Scotland  Avenue, 
Albany,  New  York  12208  (DR.  SHAHER) 
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A major  roadblock  to  preventive  as  contrasted 
with  remedial  therapies,  in  medicine  or  any  other 
field,  is  that  it  is  almost  impossible  to  measure 
the  results.  A physician  may  say  with  certainty 
that  he  has  cured  3 cases  of  tetanus,  but  he  will 
never  know  how  many  he  has  prevented.  A driver 
can  count  the  automobile  accidents  he  has  had, 
but  not  the  ones  he  has  avoided  or  the  “near  miss- 
es.” 

Our  Board — with  the  help  of  our  insurance  un- 
derwriter and  Indemnity  Representative,  our  attor- 
neys, State  and  county  defense  panels  and  adviso- 
ry committees,  and  many  individual  physicians — 
can  do  a great  deal  to  curb  the  extent  of  those 
losses  that  slip  through  our  preventive  screens.  In 
this,  the  remedial  side  of  our  work,  we  can  see  and 
weigh  what  has  been  achieved.  But  the  only 
place  where  losses  can  be  effectively  controlled  is 
the  place  where  they  occur,  and  the  only  time 
they  can  be  effectively  controlled  is  before  they 
occur.  These  are  the  preventive  controls,  and 
they  are  in  the  hands  of  the  individual  physician. 

Under  the  continuing  title  of  “Ounces  of  Pre- 
vention,” we  have  published  a series  of  statements 
in  the  various  county  society  bulletins  on  avoid- 
ance of  professional  medical  liability  exposures. 
The  aim  has  been  to  enable  the  physician  to  rec- 
ognize and  patrol,  in  his  own  practice,  particular 
areas  of  activity  and  behavior  which  current  stud- 
ies and  file  reviews  show  to  be  most  vulnerable  to 
allegations  of  medical  malpractice.  What  have 
these  warnings  accomplished?  How  many  claims 
and  lawsuits  have  the.  headed  off?  There  is  no 
way  of  knowing,  or  even  guessing.  We  do  know, 
however,  that  it  is  easier  and  far  cheaper  to  treat 


malpractice  exposure  than  to  pay  malpractice 
claims  or  heal  alleged  malpractice  injury. 

In  this  two-part  article,  we  shall  capsulate  a 
number  of  the  “Ounces  of  Prevention”  messages, 
selecting  those  areas  which  deserve  repetition  and 
attention  as  indicated  by  cases  now  before  our 
Board.  Physicians  who  have  followed  the  series 
may  feel  that  such  a recapitulation  is  useful  as  a 
reminder  or  checklist.  Those  who  missed  the 
ounce-by-ounce  exposition  may  find  it  more  help- 
ful to  read  by  the  pound. 

The  series  seems  to  divide  naturally  into  two 
categories  of  prevention.  One,  which  we’ll  call 
“prophylaxis,”  deals  with  actual  practice  and  pa- 
tient relationships.  The  other,  “protection,” 
examines  the  insurance  policy  contract  and  the 
proper  fitting  of  its  various  options  and  coverages 
to  the  physician’s  individual  needs  and  exposures. 
We’ll  begin  with: 

Malpractice  prophylaxis 

It  could  happen  to  you.  Something  goes  wrong.  A 
needle  breaks  in  the  course  of  an  injection;  x-rays  dis- 
close a foreign  body  left  or  overlooked  during  surgery;  a 
fistula  develops,  or  you  discover  that  a ureter  was  dam- 
aged in  the  course  of  gynecologic  or  urologic  interven- 
tion. What  do  you  tell  the  patient,  and  in  what  de- 
tail? 

Answer:  Tell  him  everything,  with  all  the  details. 

If  the  patient  can’t  understand  the  information  or 
may  be  harmed  by  it,  tell  the  spouse  or  another  close 
relative  competent  to  act  for  him.  Limit  your  state- 
ment to  facts,  don’t  blame  anyone,  make  sure  your 
and/or  the  hospital  records  document  both  the  event 
and  your  explanation  of  it,  and  notify  your  insurance 
company  at  once. 

Records.  A patient  fails  or  refuses  to  follow  your 
advice,  and  winds  up  with  a bad  result.  He  can  blame 
himself,  or  he  can  blame  you.  Which  is  he  more  likely 
to  do? 

Good  records  are  vital  to  the  defense  of  a claim  for  a 
bad  result.  Include  write-ups  of  any  laboratory  work, 
tests,  or  conclusions.  Show  all  that  was  done  and 
when.  If  a patient  discontinues  treatment  before  he 
should  or  does  not  follow  advice,  write  him  your  recom- 
mendations— by  registered  or  certified  mail  if  there  is 
any  chance  that  the  consequences  will  be  serious  or 
permanent. 

Lip  slip.  Off-the-cuff,  verbal  comment  about  treat- 
ment, rendered  by  other  physicians,  may  be  both 
misunderstood  and  misquoted. 

We  do  not  suggest  that  the  judgment  of  any  consul- 
tant be  modified  to  protect  a colleague.  But  he  should 
ask  himself:  “What  would  I say  in  a written  report  to 
the  treating  physician?”  The  report  would  convey  his 
considered  opinion.  Unconsidered  opinions  are  risky. 
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A slip  of  the  tongue  can  be  as  damaging  as  a slip  of 
the  scalpel. 

Informed  consent.  A printed  form  hurriedly  signed 
by  a distraught  patient  is  of  doubtful  value.  The  dan- 
gers or  possible  side-effects  should  be  specifically 
spelled  out  in  nontechnical  language.  In  serious  cases, 
before  the  operation  or  treatment  the  physician  should 
restate  the  warning  in  writing  with  a copy  for  his  files. 

Courts  and  juries  often  punish  physicians  not  just  for 
side-effects  or  bad  results,  but  for  letting  their  patients 
be  surprised  by  them.  You  can’t  promise  a patient  a 
good  result.  But  you  can  come  pretty  close  to  promis- 
ing that  he  won’t  be  surprised  by  a bad  one. 

Consultation.  A consultation  is  generally  advisable 
if  (a)  the  patient  wants  a consultant;  (b)  if  there  are 
two  or  more  acceptable  methods  of  treatment  in  a dif- 
ficult case;  (c)  progress  is  unsatisfactory;  or  (d)  you 
think  the  patient  is  “suit-prone.” 

Remember  that  a jury  will  weigh  your  foresight  on 
the  scales  of  its  hindsight.  “Why  didn’t  you  a seek  a 
second  opinion?”  is  a favorite  question  in  cross-exami- 
nation. 

Nothing  but  the  facts.  An  injured  patient  brings 
suit  against  the  party  who  injured  him,  or  against  his 
employer  under  the  Workman’s  Compensation  law. 
His  attorney,  who  naturally  wishes  to  stress  the  seri- 
ousness of  the  injury  and  its  consequences,  discusses 
the  case  with  you. 

Don’t  take  sides!  Keep  your  opinions  objective,  and 
confine  your  testimony  to  what  you  know.  Talk  noth- 
ing but  medicine,  and  let  the  lawyers  talk  law.  Bear 
in  mind,  too — especially  if  the  result  is  not  all  you 
might  wish  it  to  be — that  a malpractice  suit  may  also 
be  brewing.  If  you  think  there  is  even  the  slightest 


possibility  of  this  happening,  you  may  wish  to  consult 
with  the  attorneys  for  the  State  Society. 

Fee  collections.  Many  malpractice  suits  are 
prompted  by  resentment  at  medical  bills,  methods  of 
collection,  or  both.  We  suggest  that  you  (a)  have  a 
prior  understanding  with  your  patient  as  to  your  fee, 
including  what  it  does  not  cover;  (b)  invite  patients 
whose  payments  are  overdue  to  come  in  and  discuss 
them  with  you  before  referring  their  accounts  to  collec- 
tion agencies;  (c)  use  discretion  in  billing  or  collecting 
from  patients  in  cases  where  unexpected  complications 
or  poor  results  have  ensued;  and  (d)  remember  that 
medical  economics  bureaus  sponsored  by  county  so- 
cieties know  how  to  make  collections  without  triggering 
reply  suits. 

You  might  also  bear  in  mind  that  under  our  laws, 
malpractice  suits  must  be  started  within  three  years  of 
the  time  their  causes  become  known  to  the  claimants, 
while  you  can  wait  up  until  six  years  before  suing  for  a 
fee. 

Many  physicians  may  feel  that  some  of  these 
pointers  are  gratuitous.  They  will  feel  that  we  are 
either  exaggerating  the  exposures,  or  that  they 
could  not  possibly  occur  in  their  offices  or  patient 
relationships.  But  they  are  occurring,  and  we 
have  the  files  to  prove  it.  The  first  and  worst  mis- 
take any  physician  who  reads  these  comments  can 
make  is  to  say  “This  can’t  happen  to  me!”  The 
overwhelming  majority  of  the  physicians  who  are 
going  to  be  sued  later  for  what  they  are  doing 
right  now  have  made  that  mistake. 


This  is  the  first  of  two  parts.  Part  II  will  appear  in  the  October  1,  1973,  issue  of  the  Journal. 


Hot  water  bottles  and  ice  caps 

William  C.  Beck  and  Kenneth  K.  Meyer  have  re- 
, ported  on  a study  of  bacterial  culture  from  dry  swabs 
and  swabs  moistened  with  saline  from  hot  water  bot- 
! ties  and  ice  caps  from  various  sections  of  the  hospital 
j in  Bulletin  of  the  Guthrie  Clinic  (Sayre)  41:  8 (July) 
1971.  Practically  all  were  contaminated,  often  by  or- 


ganisms observed  in  wound  infections.  A third  series, 
in  which  the  rubber  container  was  put  into  a cloth  bag 
showed  similar  results.  Putting  the  ice  cap  or  hot 
water  bottle  in  a cloth  bag  for  bacterial  protection  is  a 
futile  exercise.  It  has  been  shown  that  any  woven  tex- 
tile is  useless  as  a bacterial  barrier  as  soon  as  it  be- 
comes wet,  and  all  cloth  covers  are  wetted,  either  from 
the  patient's  sweat  or  exudates,  or  from  water  conden- 
sation on  a cold  container. 
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Elective  vasectomy  for  the  purpose  of  steriliza- 
tion has  become  an  increasingly  acceptable  form 
of  contraception  in  the  United  States.  American 
urologists  performed  36,910  electrive  vasectomies 
in  1967,  yet  these  operations  constituted  only  37 
per  cent  of  all  sterilization  operations  performed.1 
In  the  same  year,  tubal  ligation,  despite  its  in- 
creased morbidity  rate,  intra-abdominal  surgical 
approach,  and  prolonged  hospital  stay,  was  the 
more  popular  form  of  surgical  sterilization.  Re- 
cently, vasectomy  has  become  more  readily  avail- 
able and  acceptable;  an  estimated  700,000  elective 
vasectomies  were  performed  in  1970. 2 There  are 
168  clinics  which  perform  vasectomies  throughout 
the  country.2  However,  it  is  reasonable  to  assume 
that  certain  segments  of  the  population  do  not 
have  access  to  this  simple  and  safe  form  of  contra- 
ception because  the  fees  involved  may  be  prohibi- 
tive. 

The  Bellevue  Hospital  vasectomy  service  was 
established  by  the  New  York  University  Depart- 
ment of  Urology  in  June,  1971,  to  provide  free  or 
inexpensive  vasectomy  to  the  large,  medically  in- 


digent population  of  lower  Manhattan.  Our  pro- 
gram has  been  publicized  through  the  English  and 
Spanish  radio,  television,  and  news  media,  as  well 
as  through  the  usual  medical  and  city  hospital 
channels.  Fees  have  been  scaled  from  nonexistent 
for  indigent  patients  to  a maximum  of  $108  for 
those  who  can  afford  to  pay.  This  report  presents 
the  initial  response  to  free  or  inexpensive  vasec- 
tomy by  our  patient  community. 

Materials  and  methods 

Applications  for  vasectomy  at  Bellevue  Hospital 
are  accepted  without  geographic  or  economic  re- 
strictions, although  preference  is  given  to  indigent 
patients.  All  patients  and  their  spouses  are  inter- 
viewed in  an  office  setting,  and  the  patient  under- 
goes a complete  physical  examination.  The  pa- 
tient’s age,  religion,  race,  marital  status,  years 
married,  number  of  children,  annual  income,  oc- 
cupation, level  of  education,  previous  methods  of 
contraception,  welfare  status,  source  of  referral, 
and  reasons  for  requesting  vasectomy  are  obtained 
and  recorded  on  data  cards.  Patients  are  in- 
formed that  for  practical  purposes  they  should 
consider  vasectomy  an  irreversible  procedure,  al- 
though it  is  technically  possible  to  reverse  the  pro- 
cedure in  some  cases.  There  is  a three-week  wait- 
ing period  between  clinic  visit  and  the  perfor- 
mance of  surgery.  Surgery  is  performed  on  Friday 
mornings  so  that  patients  can  recuperate  during 
the  weekend. 

A standard  technique  is  used  by  all  the  urolog- 
ists in  the  clinic:  two  posterior  scrotal  incisions 

are  made  under  1 per  cent  lidocaine  local  anesthe- 
sia. The  vas  deferans  is  dissected  free  of  its 
adventitia  and  ligated  with  absorbable  chromic 
suture  after  clamping  and  removal  of  a 0.5  to 
1-cm.  segment  for  pathologic  examination.  Pa- 
tients are  instructed  to  wear  a suspensory  and  re- 
ceive three  65-mg.  doses  of  d-propoxyphene  hy- 
drochloride (Darvon)  to  be  taken  if  they  have 
pain.  They  are  instructed  to  avoid  strenuous  ac- 
tivity over  the  weekend  but  may  return  to  work 
on  the  third  postoperative  day,  Monday.  An  out- 
patient visit  is  arranged  five  days  after  surgery. 

Patients  are  instructed  to  continue  using  birth- 
control  methods  until  their  ejaculate  is  found  free 
of  sperm  on  two  analyses  performed  six  weeks  or 
fifteen  ejaculations  after  vasectomy.  Patients  are 
then  informed  that  they  may  discontinue  using 


TABLE  I.  Patients  rejected  for  vasectomy 


Reason 

Number 

of 

Patients 

Per  Cent 

Psychiatric  disturbance, 
emotional  instability 

2 

1.6 

Wife  refused  consent 

2 

1.6 

Total 

4 

3.2 

TABLE  II.  Patients  cancelled 


Reason 

Number 

of 

Patients 

Per  Cent 

Fear  of  local  anesthesia 

3 

2.4 

Patient  ill  day  of  surgery 

2 

1.6 

Total 

5 

4.0 
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TABLE  III.  Patients’  reasons  for  requesting  vasectomy 


Patient’s  Reason 

Number 

of 

Patients 

Per  Cent 

Satisfied  with  present  family 

size,  limit  size  of  family 

64 

55 

Fear  of  dissatisfaction  with  other 

contraceptive  methods 

33 

22 

Wife’s  fear  of  pregnancy 

22 

19 

Financial  reasons,  limited 

income 

16 

14 

Medical  contraindication  to 

further  pregnancy 

15 

13 

“Too  old  for  more  children” 

4 

3.4 

Hereditary  or  congenital  defects 

in  other  children 

3 

2.6 

Medical  reasons,  husband 

1 

0.9 

Limit  world  population 

1 

0.9 

Vasectomy  “100  per  cent  effec- 

tive” 

1 

0.9 

Improve  sex 

1 

0.9 

“Sexual  freedom” 

1 

0.9 

other  methods  of  birth  control.  We  intend  to 
contact  our  patients  by  mail  one  year  postopera- 
tively  to  determine  their  long-term  reactions  to 
vasectomy. 

Results 

From  June  1,  1971,  to  December  31,  1971,  the 
base  period  during  which  we  evaluated  the  initial 
response' to  our  service,  there  were  610  inquiries 
and  553  completed  applications  received.  While 
we  have  gradually  expanded  our  facilities,  existing 
budgetary  and  personnel  limitations  have  permit- 
ted, thus  far,  the  interview  of  125  applicants;  of 
this  group,  116  underwent  vasectomy. 

Nine  patients  who  were  interviewed  did  not  un- 
dergo surgery  (Tables  I and  II).  Two  patients 
were  rejected  because  of  obvious  psychiatric  dis- 
turbance with  emotional  and  marital  instability. 
Two  patients’  wives  refused  consent  for  surgery. 
Three  patients  reneged  just  prior  to  surgery  be- 
cause of  their  fear  of  local  anesthesia,  and  2 pa- 
tients were  ill  on  the  day  of  surgery. 

Indication  for  vasectomy.  Table  III  categori- 
zes the  reasons  the  patients  gave  for  requesting 
vasectomy.  A desire  to  limit  the  size  of  the  fami- 
ly unit  was  most  frequently  cited,  by  64  (55  per 
cent)  patients.  Fear  or  dissatisfaction  with  other 
methods  of  birth  control  was  given  by  33  (28.4  per 
cent)  patients,  and  fear  of  pregnancy  by  the  pa- 
tient’s wife  was  cited  by  22  (19  per  cent)  patients. 
In  15  (12.9  per  cent)  cases,  the  wife’s  medical  con- 
dition was  a contraindication  to  further  pregnan- 
cies. There  was  considerable  overlap  in  the  rea- 
sons given  by  patients  for  desiring  vasectomy, 
and,  in  many  cases,  the  patient’s  response  was 
ambiguous.  However,  every  attempt  was  made  to 
elicit  the  patient’s  exact  meaning  during  the  clinic 
interview. 

Residence.  The  geographic  distribution  of  our 
patients  is  shown  in  Figure  1.  Seventy-four  (64 
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FIGURE  1.  Geographic  distribution  of  patients. 


AGE  GROUP 

FIGURE  2 Age  distribution  of  patients. 


per  cent)  of  our  patients  were  from  New  York 
City,  although  only  12  (10.5  per  cent)  were  resi- 
dents of  Manhattan.  Twenty-nine  (25  per  cent) 
patients  were  New  York  State  residents  and  thir- 
teen (11  per  cent)  lived  out  of  the  State. 

Age.  Figure  2 illustrates  the  age  distribution  of 
our  116  patients.  As  in  previous  studies,  the  larg- 
est group  of  patients,  51  (44  per  cent),  were  in 
their  thirties  while  47  (40.5  per  cent)  were  in  the 
forty  to  forty-nine-year-old  group.4  Four  (3.4  per 
cent)  patients  were  less  than  twenty-five  years 
old. 

Religion.  Of  our  patients  39.6  per  cent  were 
Roman  Catholics,  whereas  in  New  York  City  they 
constitute  23.8  per  cent  of  the  general  population.5 
Protestants,  who  comprise  38.7  per  cent  of  New 
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FIGURE  3 Religion  of  patients. 
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FIGURE  5 Number  of  children  in  each  patient's  fami- 
ly. 
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FIGURE  4 Ethnic  background  of  vasectomy  patients 
compared  with  ethnic  distribution  of  general  male  ad- 
missions to  hospital. 


York’s  population,  represented  28.4  per  cent  of 
our  patients.  Jewish  patients  constituted  26.7  per 
cent  of  our  series  and  23.6  per  cent  of  the  general 
population  (Fig.  3). 

Ethnic  background.  Figure  4 compares  the 
ethnic  background  of  our  vasectomy  patients  with 
the  ethnic  distribution  of  general  male  admissions 
to  Bellevue  Hospital  from  1969  to  1970. There 
were  92  (79.3  per  cent)  Caucasian,  16  (13.8  per 
cent)  Black,  and  8 (6.9  per  cent)  Puerto  Rican  pa- 
tients who  underwent  vasectomy.  The  ethnic  dis- 


tribution of  general  male  admissions  to  Bellevue 
Hospital  in  1969  and  1970  is  66.5  per  cent  Cauca- 
sian, 17.6  per  cent  Black,  and  13.6  per  cent  Puerto 
Rican.7  There  were  21.6  per  cent  fewer  Black  and 
49.2  per  cent  fewer  Puerto  Rican  patients  in  our 
series  than  would  be  expected  from  our  general 
male  hospital  population. 

Marital  status.  One  hundred  and  one  patients 
were  married  or  remarried,  1 patient  was  legally 
separated,  and  4 patients  were  divorced.  Five  pa- 
tients were  married  less  than  three  years.  Eleven 
patients  were  married  three  to  five  years. 
Twenty-six  patients  were  married  six  to  ten 
years,  and  74  patients  were  married  more  than  ten 
years. 

Number  of  children.  Figure  5 represents  the 
number  of  children  in  each  patient’s  family.  The 
greatest  number  of  patients,  37  (31.9  per  cent), 
had  2 children.  Thirty-four  (29.3  per  cent)  had  3 
children.  Twenty-two  (18.8  per  cent)  patients 
had  5 or  more  children. 

Annual  income.  A sliding  scale  based  on  the 
total  number  of  adults  and  children  in  the  family 
unit  was  utilized  to  categorize  patients’  incomes. 
Amounts  given  in  Figure  6 are  based  on  a family 
of  2 adults  and  2 children.  Five  (4.3  per  cent)  pa- 
tients had  negligible  annual  incomes.  Two  of 
these  patients  were  receiving  some  form  of  perma- 
nent public  assistance,  and  in  1 case  the  patient 
was  collecting  unemployment  insurance.  One  pa- 
tient was  a full-time  student  supported  by  his 
family,  and  1 patient  had  been  drafted  into  the 
U.S.  Army. 

One  hundred  and  eleven  (94.9  per  cent)  pa- 
tients were  gainfully  employed,  and  87  (75  per 
cent)  had  annual  incomes  greater  than  $5,800  per 
annum  based  on  a family  of  4 individuals.  Ten 
(8.6  per  cent)  patients  had  corrected  incomes 
greater  than  $13,000  per  annum. 
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FIGURE  6 Annual  income  distribution  of  patients. 
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FIGURE  7.  Comparison  of  educational  level  of  vasec- 
tomy patients  with  levels  of  education  of  general  popu- 
lation of  United  States  in  1 960 

Education.  Figure  7 compares  the  educational 
level  of  our  vasectomy  patients  with  the  levels  of 
education  of  the  general  population  of  the  United 
States  in  1960.  None  of  our  patients  had  less 
than  eight  years  of  education,  and  25.2  per  cent 
had  attained  college  or  graduate  degrees,  com- 
pared with  10.7  per  cent  attaining  college  degrees 
in  the  general  population.7 

Occupation.  Of  111  gainfully  employed  pa- 
tients, 30  (27  per  cent)  were  professional  people 
including  executives,  businessmen,  managers,  and 
2 male  registered  nurses.  Twenty-four  (21.6  per 
cent)  were  employed  in  clerical,  sales,  or  supervi- 
sory positions.  Forty-seven  (42.3  per  cent)  pa- 
tients were  classified  as  skilled  labor.  Twelve 
(10.8  per  cent)  policemen  constituted  the  largest 
single  group  in  one  occupation.  There  were  only 
10  (9  per  cent)  unskilled  laborers  in  our  series 
(Fig.  8). 


Profes-  White  Skilled  Unskilled 
sional  Collar  Labor  Labor 

FIGURE  8 Occupation  classification  of  patients 

Contraception.  Figure  9 compares  the  meth- 
ods of  contraception  utilized  by  our  patients  prior 
to  vasectomy.  Many  (94.3  per  cent)  patients 
have  used  several  methods.  The  condom  has 
been  used  by  57  (49.2  per  cent)  patients,  and 
birth-control  pills  were  employed  by  47  (40.5  per 
cent)  patients’  wives.  Despite  the  large  propor- 
tion of  Catholic  patients  (39.6  per  cent)  in  our  se- 
ries, the  rhythm  method  was  used  by  only  2 (1.7 
per  cent)  of  our  patients. 

Referral  of  patients.  Ninety-two  (79.3  per 
cent)  patients  heard  about  the  Bellevue  Hospital 
vasectomy  service  through  the  newspapers  or 
radio  and  television  publicity.  Four  (3.4  per  cent) 
patients  were  referred  by  their  personal  or  clinic 
physicians,  and  12  (10.3  per  cent)  were  referred  by 
friends  or  relatives  who  had  undergone  vasectomy. 
Eight  (6.9  per  cent)  patients  were  referred  by 
other  agencies  such  as  Planned  Parenthood  and 
The  Association  for  Voluntary  Sterilization  (Fig. 
10). 

Comment 

Elective  vasectomy  in  a clinic  setting  is  a safe 
and  relatively  innocuous  procedure.4  In  our  series 
of  116  patients,  only  3 (2.6  per  cent)  required 
some  form  of  subsequent  surgical  intervention  as  a 
result  of  complications  of  surgery.  The  Bellevue 
Hospital  vasectomy  clinic  has  been  well  publi- 
cized through  both  the  English  and  Spanish  radio 
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FIGURE  9 Methods  of  contraception  utilized  by  patients  prior  to  vasectomy 


and  press  as  well  as  through  the  family  planning 
service  of  our  hospital.  Fees  are  nonexistent  or 
minimal.  Yet,  data  from  our  first  six  months  of 
operation  indicate  that  only  4.3  per  cent  of  our 
patients  are  unemployed  or  receiving  welfare,  and 
20.7  per  cent  had  annual  incomes  less  than  $5,800 
(corrected  for  a family  of  4).  Only  10.5  per  cent 
of  patients  lived  in  physical  proximity  to  Bellevue 
Hospital,  although  most  lived  in  the  New  York 
metropolitan  area.  Blacks  and  Puerto  Ricans, 
who  constitute  a significant  proportion  (31.2  per 
cent)  of  our  medically  indigent  population,  were 
conspicuously  under-represented  in  our  series  and 
comprised  only  20.7  per  cent  of  our  patients.  De- 
spite the  availability  of  free  vasectomy  at  Bellevue 
Hospital  from  June  through  December,  1971,  131 
tubal  ligations,  which  certainly  involve  more  ex- 
tended surgery,  were  performed. 

Our  data  reflect  a reluctance  by  the  Bellevue 
Hospital  “community”  to  undergo  vasectomy  as  a 
means  of  birth  control.  Several  factors  may  ac- 
count for  the  sparsity  of  welfare  recipients  or 
members  of  the  local  community  in  our  series. 


There  may  be  a misconceived  threat  to  mascu- 
linity associated  with  the  performance  of  any  sur- 
gical procedure  on  the  male  genitalia.  Through 
inadequate  information,  vasectomy  may  be  equat- 
ed with  emasculation  or  decrease  in  libido  after 
surgery.  The  solution  appears  to  be  more  exten- 
sive penetration  of  the  local  community  by  pro- 
grams of  birth-control  education. 

In  addition,  our  social  workers  describe  “serial 
common-law  polygamy”  among  welfare  mothers 
who  qualify  for  welfare  assistance  under  “Aid  to 
Dependent  Children”  legislation.  These  mothers 
have  several  children  by  different  fathers  without 
ever  marrying  and  thus  do  not  jeopardize  their 
welfare  status.  There  is,  therefore,  no  husband  or 
permanent  male  head  of  the  household  to  volun- 
teer for  elective  vasectomy.  A common-law  hus- 
band would  further  jeopardize  his  family’s  welfare 
payments  by  identifying  himself  as  the  head  of  the 
household.  Thus,  not  infrequently,  it  is  the  wife 
who  requests  tubal  ligation  as  a permanent  form 
of  effective  birth  control. 

Although  these  factors  may  not  completely  ac- 


2274  New  York  State  Journal  of  Medicine  / September  15,  1973 


News  Patient  M.D.  P.P.  A.V.S. 
Media 

FIGURE  10.  Patients'  source  of  referral  to  Bellevue 
Hospital  Vasectomy  Service. 

count  for  the  reluctance  of  the  local,  medically  in- 
digent community  to  respond  to  the  availability  of 


free  vasectomy,  we  intend  to  intensify  our  educa- 
tional and  research  program  in  an  effort  to  identi- 
fy and  expand  those  segments  of  the  population 
which  have  not  fully  utilized  our  facilities.  More 
recent  data,  not  included  in  our  series,  indicate  an 
increasing  number  of  indigent  patients  applying 
for  vasectomy.  We  feel  that  this  represents  an 
encouraging  trend,  as  the  popularity  of  vasectomy 
among  middle-class  patients  filters  through  to  the 
lower  socioeconomic  groups. 

550  First  Avenue 
New  York,  New  York  10016 
(DR.  MORALES) 
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Letters  to  the  Editor 


Some  thoughts  on  the  direction  of  current 
medical  practice 

To  the  Editor:  As  a psychiatrist,  I have  come  to  ac- 

cept with  equanimity,  much  of  the  criticism  that  many 
of  my  nonpsychiatric,  medical  colleagues  have  thrust 
on  me.  In  a number  of  instances,  criticism  toward 
psychiatry  has  been  quite  justified.  The  psychiatrist 
has  often  dissociated  himself  from  general  medicine 
and  maintained  a dualistic  approach  to  mind  and 
body,  which  has  kept  him  more  involved  with  abstract 
ideas  than  with  a person.  On  the  other  hand,  there  are 
many  psychiatrists  who  not  only  add  a human  touch  to 
medicine,  but  also  consider  themselves  in  a subspeci- 
alty of  general  medicine  using  specific  techniques  and 
medicaments  to  remove,  modify,  or  retard  symptoms  of 
an  emotional  nature,  and  who  always  consider  the  pa- 
tient with  humanity  and  as  a complex  biologic  entity. 

However,  in  recent  years,  I have  become  increasingly 
aware  that  in  medicine  in  general  (not  only  in  psychia- 
try) there  is  much  to  be  desired.  In  this  country,  we 
always  consider  our  medical  education  in  terms  of  ex- 
cellence. Our  medical  schools  are  deemed  superb  as  is 
much  of  our  postgraduate  education.  So  much  of  what 
we  read  in  lay  and  medical  journals  tells  us  how  good 
we  are  that,  I think,  we  tend  to  lose  sight  of  ourselves 
. . . . We  look  toward  each  of  our  medical  specialists 

as  being  as  all  knowledgeable  as  the  old  general  practi- 
tioner, plus  having  the  added  knowledge  of  his  chosen 
specialty.  In  reality,  this  is  far  from  the  truth,  and  we 
delude  ourselves  to  think  differently,  for  many  of  our 
specialists  lack  basic  medical  sense. 

It  has  always  shocked  me  when  I hear  of  a psychia- 
trist who  does  not  evaluate  his  patient  physically  at 
regular  intervals,  or  who  abdicates  responsibility 
toward  a patient  when  a crisis  occurs,  to  mention  only 
two  abhorrent  examples  in  my  field.  Furthermore,  I 
am  just  as  shocked  when  I learn  that  a forty-year-old 
obese  male,  who  is  discovered  to  be  hypertensive,  is 
being  treated  initially  with  amphetamines  so  that  he 
will  lose  weight  . . . does  this  really  happen?  I’m  afraid 
so. 

I cannot  but  be  amazed  at  the  number  of  patients 
who,  when  treated  for  what  is  usually  a viral  sore 
throat  which  is  never  cultured,  are  told  to  take  a spe- 
cific antibiotic  (sometimes  even  the  wrong  one)  for 
“five  days”  or  “six  days”  ...  I always  ask  myself,  how 
can  this  be?  What  happened  to  those  endless  hours  of 
repetition  in  undergraduate  and  postgraduate  medical 
training? 

Some  months  ago  my  father,  who  is  an  ophthalmolo- 
gist, saw  a patient  in  consultation  for  a mild  blepharo- 
spasm. He  was  dismayed  to  discover  that  her  family 
physician  was  treating  this  condition  with  5 mg.  of  tri- 
fluoperazine hydrochloride  (Stelazine)  three  times  a 
day.  At  the  time  of  consultation,  the  side-effects  of 


the  unnecessary  psychotropic  agent  were  far  more  dis- 
tressing to  the  patient  than  the  lid  condition. 

How  often  do  I hear  one  of  my  patients  who  is  an 
adult-onset  diabetic  tell  me  that  when  he  goes  out  to 
his  nephew’s  wedding  or  granddaughter’s  birthday 
party  on  the  weekend,  he  will  take  twice  the  oral  hypo- 
glycemic (which  in  itself  is  now  a debatable  therapy 
according  to  the  University  Group  Diabetes  Study*)  to 
balance  the  increase  of  food  and  drink  he  will  con- 
sume? 

Indeed,  are  all  these  things  a reality  in  today’s  medi- 
cine? I am  certain  that  many  a conscientious, 
thoughtful  physician,  regardless  of  his  specialty,  could 
cite  numerous  examples  of  mismanagement  and  mis- 
understanding of  the  ill  patient.  However,  I think  that 
when  errors  are  no  longer  errors  of  subtle  medical  judg- 
ment, but  are  due  either  to  forgotten  accepted  rules  of 
action  or  to  material  never  learned,  it  is  time  to  begin 
some  type  of  compulsory  postgraduate  medical  educa- 
tion for  all  practicing  licensed  physicians. 

I am  not  in  favor  of  negative  education  where  a phy- 
sician would  be  tested  on  material  taught  and  possibly 
suffer  loss  of  his  license.  But,  rather,  I suggest  a sys- 
tem whereby  certain  past  and  current  material  would 
be  presented  in  a physician’s  own  specialty  and,  in  ad- 
dition, other  material  which  is  relevant  to  that  special- 
ty would  be  incorporated  into  the  program.  Certainly 
our  teaching  hospitals  and  medical  schools  are 
equipped  to  compile  what  is  necessary  to  review,  what 
is  of  current  interest,  and  what  related  fields  are  perti- 
nent in  a given  specialty  (for  example,  a general  review 
of  psychotropics  for  the  general  practitioner,  family 
physician,  or  internist). 

I believe  that  one  week  per  year  of  well-prepared 
postgraduate  review  would  be  a sufficient  review  to  ad- 
equately enlighten  and  stimulate  many  physicians. 
We  could  even  suggest  a tax  deduction  for  the  approx- 
imate income  lost  during  that  week,  if,  for  example, 
our  state  or  Federal  government  did  not  subsidize  such 
a program.  Obviously,  a program  of  this  sort  should 
be  staged  in  such  a way  that  not  all  the  physicians  of 
one  specialty  of  a given  locale  would  be  attending  it  at 
the  same  time,  thus  depriving  the  community  of  proper 
medical  care. 

It  is  my  earnest  belief  that,  if  presented  properly, 
most  physicians  would  welcome  such  an  endeavor. 
Physicians  generally  are  dedicated  men  and  surely 
want  to  offer  their  patients  the  best.  But  I think  a 
break  in  their  busy  routine  for  postgraduate  medical 
education  is  necessary  to  adequately  evaluate,  reevalu- 
ate, and  apply  what  they  do  every  day. 

ROBERT  T.  LONDON,  M.D. 

145  East  16th  Street 
New  York,  New  York  10003 

* University  Group  Diabetes  Program:  A study  of  the  ef- 

fects of  hypoglycemic  agents  on  vascular  complications  in  pa- 
tients with  adult-onset  diabetes.  Diabetes  (suppl.  2)  19:  747 
(1970). 
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In  reply  to  Dr.  Meyerhoff 

To  the  Editor : I am  in  complete  agreement  with  the 

eloquent  defense  of  the  importance  of  professional  free- 
dom in  the  practice  of  medicine  made  by  Gordon  R. 
Meyerhoff,  M.D.,  in  his  letter  to  the  Editor  (New  York 
State  J.  Med.  73:  1346  (June  1)  1973). 

That  staff  physicians  have  become  subservient  in  the 
hospital  setting  is  not  a “premise,”  but  an  observed 
fact!  Moreover,  they  have  done  so  gladly — but  with 
extreme  reluctance.  This  stems  from  the  control  ex- 
erted by  hospital  administration  over  certain  adminis- 
trative duties  and  responsibilities  assigned  to  staff  phy- 
sicians in  payment  for  permitting  them  to  admit  and 
to  treat  patients  in  the  hospital  setting.  This  control 
too  often  extends  into  professional  judgments — and  this 
will  continue  to  grow,  unless  physicians  are  able  to 
muster  enough  power  in  the  hospital  to  be  able  to  pre- 
vent it.  How  can  this  be  done? 

After  many  years  of  examining  various  possible  solu- 


Coronary bypass  operation 

Many  of  the  small  vessels  of  the  heart  are  involved 
by  the  atherosclerotic  process,  and  consequently,  the 
long-range  effects  of  anastomoses  are  in  doubt,  accord- 
ing to  W.  W.  Glenn  ( Circulation  45:  869  [April]  1972). 
Evidence  has  not  established  that  the  coronary  artery 
bypass  operation  either  prolongs  life  or  prevents  myo- 
cardial infarction.  Many  of  the  apparent  successes 
: claiming  patency  six  months  after  the  operation  do  not 


tions  to  this  problem  I have  offered  a mechanism  for 
collective  action  by  physicians  in  the  hospital  where 
they  are  most  vulnerable.*  In  my  view  it  is  the  most 
effective  way  for  physicians  to  preserve  what  is  left  of 
their  professional  freedom  to  treat  their  patients  as 
they  believe  best. 

Professional  freedom  cannot  be  protected  by  im- 
passioned polemics  describing  professional  freedom. 
The  mature  approach  to  problem  solving  consists  in 
identifying  the  situation  as  it  presently  exists,  and  is 
likely  to  develop — and  selecting  from  among  those 
available  the  solution  most  likely  to  achieve  its  objec- 
tive. I am  disappointed  that  Dr.  Meyerhoff  has  done 
neither. 

NORMAN  S.  BLACKMAN,  M.D.,  P.C. 

35  Monroe  Place 
Brooklyn,  New  York  11201 

*Blackman,  N.  S.:  Hospital  medical  staff  as  a physicians’ 

union,  New  York  State  J.  Med.  73:  466  (Feb.  1)  1973. 


cite  some  of  the  hemodynamic  variables  responsible  for 
this  patency.  For  instance,  if  the  observation  is  made 
a year  or  two  later,  especially  when  the  underlying  dis- 
ease is  significantly  great,  and  the  “run  off”  was  only 
moderate  or  poor,  patency  is  remarkably  diminished  in 
the  bypass  vessels.  Consequently,  the  underlying  flow 
rate  determines  the  patency  of  the  vessel.  Further- 
more, vessel  size  has  a remarkable  influence  on  the  pa- 
tency rate,  where  smaller  vessels  become  stenotic  more 
rapidly.  The  author  calls  for  a better  definition  for  the 
indication  for  bypass  operation. 
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Obituaries 


Georgy  Lloyd  Calvy,  M.D.,  of  Portsmouth,  Rhode 
Island,  formerly  of  New  York  City,  died  on  June  2 at  the 
age  of  sixty-three.  Dr.  Calvy  graduated  in  1937  from 
Washington  University  School  of  Medicine,  St.  Louis. 
Dr.  Calvy  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Celano,  M.D.,  of  Westbury,  died  on  July  29  at 
the  age  of  seventy-two.  Dr.  Celano  received  his  medical 
degree  from  the  University  of  Naples  in  1933.  He  was 
a member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Christos  Demiris,  M.D.,  of  Freeport,  died  on  July  27 
at  the  age  of  fifty-four.  Dr.  Demiris  received  his 
medical  degree  from  the  University  of  Athens  in  1951. 
He  was  a member  of  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Michael  Dumanis,  M.D.,  of  Plainview,  died  on 
July  27  at  the  age  of  thirty-five.  Dr.  Dumanis  graduated 
in  1963  from  Chicago  Medical  School.  He  was  an  at- 
tending clinical  physician  at  Flushing  Hospital  and 
Medical  Center  and  an  attending  physician  at  Parsons 
Hospital.  Dr.  Dumanis  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Edward  Bertram  Grossman,  M.D.,  of  New  York  City, 
died  on  July  29  at  the  age  of  sixty-two.  Dr.  Grossman 
graduated  in  1935  from  Johns  Hopkins  University  School 
of  Medicine.  He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Abraham  Kaplan,  M.D.,  of  New  York  City,  died  on 
May  28  at  the  age  of  seventy-two.  Dr.  Kaplan  gradu- 
ated in  1927  from  Harvard  University  Medical  School. 
He  was  a consulting  neurosurgeon  at  the  Hospital  for 
Joint  Diseases  and  Jewish  Memorial  Hospital,  and  an 
attending  neurosurgeon  at  Mount  Vernon  Hospital. 
Dr.  Kaplan  was  a Diplomate  of  the  American  Board  of 
Neurological  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  Neurological  Society,  the  New 
York  Society  of  Neurosurgery,  the  Putnam  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Alfred  Leo  Lane,  M.D.,  of  Rochester,  died  on  August  7 
at  the  age  of  fifty-seven.  Dr.  Lane  graduated  in  1943 
from  Cornell  University  Medical  College.  He  was  an 
attending  physician  and  chairman  of  physical  medicine 
and  rehabilitation  at  St.  Mary’s  Hospital.  Dr.  Lane 
was  a member  of  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Leistvna,  M.D.,  of  Ilion,  died  on  July  20  at  the 
age  of  seventy-four.  Dr.  Leistyna  received  his  medical 
degree  from  the  University  of  Vienna  in  1924.  He  was  a 
member  of  the  Herkimer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Wallace  H.  Mathews,  M.D.,  of  Niagara  Falls,  died  on 
February  8 at  the  age  of  sixty-three.  Dr.  Mathews 
graduated  in  1941  from  Georgetown  University  School 
of  Medicine.  He  was  a member  of  the  Niagara  Falls 
Academy  of  Medicine,  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sidney  Smedresman,  M.D.,  of  Kew  Gardens,  died  on 
August  11  at  the  age  of  sixty-two.  Dr.  Smedresman 
received  his  medical  degree  from  the  University  of 
Zurich  in  1937.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Stuart  Stanley  Snyder,  M.D.,  of  New  York  City,  died 
on  July  28  at  the  age  of  fifty-three.  Dr.  Snyder  gradu- 
ated in  1944  from  the  University  of  Nebraska  College  of 
Medicine.  He  was  an  assistant  attending  ophthalmo- 
logic surgeon  at  The  New  York  Hospital.  Dr.  Snyder 
was  a Diplomate  of  the  American  Board  of  Ophthalmol- 
ogy and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  American  Geriatrics 
Society,  and  the  Pan  American  Association  of  Ophthal- 
mology. 

Giles  Sydnor  Terry,  M.D.,  of  South  Boston,  Virginia, 
formerly  of  Scarsdale,  died  on  July  13  at  the  age  of 
seventy-four.  Dr.  Terry  graduated  in  1924  from  the 
Medical  College  of  Virginia.  Retired,  he  was  a member 
of  the  Westchester  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Max  Tobey,  M.D.,  of  The  Bronx,  died  on  August  5 at 
the  age  of  sixty-six.  Dr.  Tobey  graduated  in  1935  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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County 

President 

Secretary 

Treasurer 

Albany 

Arthur  D.  Hengerer 

Delmar 

John  P.  Grogan 

Slingerlands 

Corinne  M.  Snow 

Delmar 

Allegany 

Robert  G.  Eisenhardt 

Alfred 

Irwin  Felsen 

Wellsville 

Kurt  Zinner 

Wellsville 

Bronx 

Isaiah  Gross 

Bronx 

Alvin  D.  Yasuna 

Bronx 

Irving  Abrahams 

Bronx 

Broome 

Antonio  F.  LaSorte 

Binghamton 

Joseph  B.  Watrous,  Jr. 

Binghamton 

Patrick  E.  O’Hara 

Binghamton 

Cattaraugus 

Ovid  Dean  Knight 

Franklinville 

John  P.  J.  Cummins,  Jr. 

Olean 

Andrew  C.  Klaczynski 

Olean 

Cayuga 

Ralph  W.  Getty 

Auburn 

Arthur  H.  Foresman 

Auburn 

Patrick  J.  Buttarazzi 

Auburn 

Chautauqua 

Dana  McKinstry  Wheelock  Dunkirk 

Lewis  F.  Kibler 

Jamestown 

John  R.  Forbes 

Dunkirk 

Chemung 

Robert  H.  Huddle 

Elmira 

Fred  W.  Barton 

Elmira 

John  C.  Roemmelt,  Jr. 

Elmira 

Chenango 

Norman  C.  Lyster,  Jr. 

Norwich 

Ben  L.  Dodge 

Bainbridge 

Richard  N.  Hood 

Norwich 

Clinton 

David  B.  McDowell 

Plattsburgh 

Francis  P.  Ryan 

Plattsburgh 

Jack  W.  Heins 

Plattsburgh 

Columbia 

Ira  Marks 

Chatham 

Joseph  Bellamy 

Hudson 

Joseph  Bellamy 

Hudson 

Cortland 

R.  Paul  Higgins,  Jr. 

Cortland 

David  Farber 

, Cortland 

Pyoung  R.  Chang 

Cortland 

Delaware 

Robert  V.  Schatken 

Walton 

Magdi  Y.  Halim 

Margaretville 

Magdi  Y.  Halim 

Margaretville 

Dutchess 

Wallace  C.  Bedell 

Poughkeepsie 

Marvin  Goldstein 

Poughkeepsie 

Paul  C.  Garell 

Beacon 

Erie 

James  H.  Cosgriff,  Jr. 

Buffalo 

Victor  A.  Panaro 

Snyder 

Victor  A.  Panaro 

Snyder 

Essex 

Walter  W.  Frederick 

Lake  Placid 

H.  V.  W.  Bergamini 

Lake  Placid 

H.  V.  W.  Bergamini 

Lake  Placid 

Franklin 

Alfred  A.  Hartmann 

Malone 

Joseph  Rosenstein 

Saranac  Lake 

Joseph  Rosenstein 

Saranac  Lake 

Fulton 

Joseph  P.  Giardino 

Gloversville 

David  S.  Pointon 

Johnstown 

William  H.  Raymond 

Johnstown 

Genesee 

George  S.  Young 

Batavia 

Seamus  E.  Carmody 

Batavia 

James  G.  McCutcheon 

Batavia 

Greene 

Benjamin  Miller 

East  Durham 

Barbara  K.  Vosburgh 

Rhinebeck 

Barbara  K.  Vosburgh 

Rhinebeck 

Herkimer 

Oscar  G.  Stivala 

Little  Falls 

Jaime  Posada 

Little  Falls 

Lourdes  B.  del  Rosario 

11  ion 

Jefferson 

Harold  C.  Livingston 

Dexter 

Ronald  G.  Perciaccante 

Watertown 

Ronald  G.  Perciaccante 

Watertown 

Kings 

Joseph  R.  Fontanetta 

Brooklyn 

M.  Theodore  Tanenhaus 

Brooklyn 

Adrian  C.  Lamos 

Brooklyn 

Lewis 

William  S.  Reed 

Lowville 

John  Harry  Brooks 

Lowville 

John  Harry  Brooks 

Lowville 

Livingston 

Vincent  I.  Bonafede 

Sonyea 

G.  Emerson  Learn 

Mt.  Morris 

G.  Emerson  Learn 

Mt.  Morris 

Madison 

Asa  J.  Smith 

Oneida 

William  M.  Hummer 

Oneida 

Frank  Matthias 

Morrisville 

Monroe 

William  L.  Graver 

Rochester 

John  G.  Hamilton 

Rochester 

Susan  E.  Hanson 

Rochester 

Montgomery 

John  R.  McNulty 

Amsterdam 

Andrew  A.  Casano 

Amsterdam 

Benjamin  H.  Button 

Amsterdam 

Nassau 

Harold  W.  Mayberger 

Glen  Cove 

Leonard  S.  Brahen 

Carle  Place 

Ray  S.  Crampton 

Garden  City 

New  York 

Keith  0.  Guthrie,  Jr. 

New  York 

George  S.  Craft 

New  York 

George  W.  Melcher,  Jr. 

New  York 

Niagara 

Richard  W.  Rooker 

Niagara  Falls 

Anthony  B.  Schiavi 

Niagara  Falls 

Wayne  P.  Fricke 

Lockport 

Oneida 

Robert  M.  George 

Utica 

Joseph  P.  Ostrowski 

Rome 

Ian  M.  Galloway 

Utica 

Onondaga 

John  T.  Prior 

Syracuse 

Robert  L.  Scheer 

. . . . Syracuse 

Robert  E.  Westlake 

Syracuse 

Ontario 

Thomas  A.  McCormick 

Geneva 

F.  R.  Brandlin  Clifton  Springs 

F.  R.  Brandlin 

Clifton  Springs 

Orange 

Gerald  J.  Jerry 

Newburgh 

Harold  Sobel 

Middletown 

Harold  Sobel 

Middletown 

Orleans 

Ruth  M.  Barrett 

Albion 

Harvey  J.  Blanchet,  Jr. 

Medina 

Harvey  J.  Blanchet,  Jr. 

Medina 

Oswego 

Joseph  J.  Guarrera 

Fulton 

Ravindra  F.  Shah 

Fulton 

Ravindra  F.  Shah 

Fulton 

Otsego 

Byron  E.  Sheesley 

Oneonta 

William  F.  Karl 

Cooperstown 

William  F.  Karl  

Cooperstown 

Putnam 

Francis  X.  Pedlow 

Carmel 

Joan  H.  Kurtz 

Carmel 

Ferdinand  G.  Kojis 

Carmel 

Queens 

Franz  L.  Ebstein 

Forest  Hills 

Morton  M.  Kurtz 

Flushing 

Jack  Lehman  Jackson  Heights 

Rensselaer 

Ralph  S.  Brown 

Troy 

John  H.  Reid 

Averill  Park 

Mahomed  T.  Amirana 

Trov 

Richmond 

Joseph  S.  Sidoti 

Staten  Island 

Albert  B.  Siewers,  Jr. 

Staten  Island 

Gerald  Evans 

Staten  Island 

Rockland 

Bernard  H.  Berson 

Spring  Valley 

Frank  N.  Medici 

Nanuet 

Richard  Wellman 

New  City 

St.  Lawrence 

Joseph  Chibnik 

Massena 

Carl  W.  Clark,  Jr. 

Potsdam 

Maurice  J.  Elder 

. Massena 

Saratoga 

A.  N.  Isenberg  Saratoga  Springs 

Robert  F.  Yates  Saratoga  Springs 

Mary  J.  Kinosian  Saratoga  Springs 

Schenectady 

Thomas  M.  McGarry 

Schenectady 

William  J.  Farrell 

Schenectady 

Alexander  J.  Arony 

Schenectady 

Schoharie 

Peter  0.  Garner 

Cobleskill 

Thomas  W.  Greenlees 

Cobleskill 

Franz  Konta 

Richmondville 

Schuyler 

Robert  A.  Marciniak 

Watkins  Glen 

Marjorie  S.  Norton 

Montour  Falls 

Marjorie  S.  Norton 

Montour  Falls 

Seneca 

Donald  W.  Bidwell 

Seneca  Falls 

William  P.  Magenheimer 

Waterloo 

William  P.  Magenheimer  Waterloo 

Steuben 

James  R.  Kelly,  Jr. 

Hornell 

Sandor  Benedek 

Savona 

W.  J.  MacFarland 

Hornell 

Suffolk  

James  A.  Holleran 

East  Setauket 

Thomas  M.  Gellert 

Huntington 

Herman  P.  Saltz 

Northport 

Sullivan 

Felix  Schwartz 

Liberty 

Alan  R.  Fried  Livingston  Manor 

Alan  R.  Fried  Livingston  Manor 

Tioga 

Charles  F.  Ryan 

Waverly 

Radha  B.  Kundu 

Waverly 

Radha  B.  Kundu 

Waverly 

Tompkins 

Wendell  L.  Bryce 

Ithaca 

George  W.  Dougan,  Jr. 

Ithaca 

Leroy  K.  Young  . . . 

Ithaca 

Ulster 

Norman  N.  Burg 

Woodstock 

Frederic  W.  Holocomb,  Jr.  Kingston 

Charles  A.  Galyon 

Kingston 

Warren 

Robert  W.  Linehan 

Glens  Falls 

Ronald  G.  Reinbold 

Glens  Falls 

Betty  L.  Voelker 

Glens  Falls 

Washington 

Joseph  H.  B.  Foote 

Fort  Ann 

Stiles  D.  Ezell 

Salem 

Barry  L.  Kellogg 

Fort  Ann 

Wayne 

Leman  W.  Potter 

Newark 

Maurice  Wolfberg 

Newark 

Maurice  Wolfberg 

. Newark 

Westchester 

Albert  B.  Lowenfels 

Valhalla 

William  J.  McCann 

New  Rochelle 

Francis  T.  Linder 

Bronxville 

Wyoming 

Charles  0.  Wagenhals 

Warsaw 

Richard  Talbot  Williams 

Warsaw 
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PHYSICIANS— MEDICAL  DIRECTORS 

PARTIAL  LISTING  FOR  HOSPITALS,  MEDICAL  GROUPS  & INDUSTRY. 

MD-Emergency  Room  Specialists 

MD-Internists-sub  specialty,  pulmonary  diseases.  To  be  Dir  of 
Dept.  Affiliated  with  med  school.  Faculty  appt.  On-the-ocean 
New  England. 

MD-Dir  of  Psychiatry-Bd.  Cert.  Affiliated  with  Med  school:  Fac- 

ulty appt.  Grad,  of  faculty  caliber  prfd.  Requires  previous 
faculty  appt  from  top  Ivy  League  Medical  School.  On-the-ocean 
New  England. 

MD-Dir  of  Community  Medicine.  Admin  ability — to  improve, 
innovate  & initiate  current  programs.  Must  possess  warm,  out- 
going personality.  Will  be  working  with  satellite  clinics  on  drug 
abuse  programs.  Med  school  appt. 

N ) fee  to  candidate.  INTERVIEW  by  appointment  only. 
(212)  RH  4-3615,  3466. 

LEE  TODD 

Consultant/Executive  Search — “The  specialists  in  Recruitment.” 

85  East  End  Ave.,  NYC  10028  (Mailing  address  only). 


BUY 

SAVINGS  BONDS 


Experienced — Screened — References  Checked 

HOME  ATTENDANTS 

To  Care  For  Sick  and  Elderly 

INFANT  ATTENDANTS 

No  Fee  To  Patient  Or  Attendant 

212  [688-05401 

NURSE  AND  MEDICAL  PLACEMENT  OFFICE 

New  York  State  Department  of  Labor 
444  Madison  Avenue,  New  York,  N.Y.  10022 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene- 
fits. Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


r ' 

| SUBSCRIPTION  ORDER  FORM 

New  York  State  Journal  of  Medicine 
j Attn:  Circulation  Dept. 

420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040 

PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 

U.S.A.  & possessions $3.50one  year; $10.50(3)  years 

Canada,  Mexico  & 

other  foreign  $5.00  one  year; $15.00(3)  years 


24 


Issues 
Per  Year 


Name 


Address 

please  print 

City  & State 

Zip 

Payment  enclosed 


Note:  No  subscription  con  be  processed  without  payment  and/or  purchase  order. 
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Index  to  Advertised  Products 


Analgesics 

Darvocet-N  (Eli  Lilly  & Company)  2228 

Percodan  (Endo  Laboratories)  2218.2219 

Antibiotics 

E-Mycin  (Upjohn  Company)  2nd  cover 

Antispasmodics 

Donnatal  (A  H Robins  Company)  2224 

Cerebrovascular  dilators 

Menic  (Geriatric  Pharmaceutical  Corp  ) . . 2233 

Combination  live  virus  vaccines 

M-M-R  (Merck  Sharp  & Dohme)  . 2220.  2221.  2222 

Diagnostic  culturing  systems 

Clinicult  (Smith  Kline  & French  Laboratories)  2207 

Intestinal  antispasmodics 


Kinesed  (Stuart  Pharmaceuticals.  Div  I C l America  Inc  ) .2208,  2209 


Multivitamins 

Albee  with  C (A  H Robins  Company)  2223 

Bemmal  (Ayerst  Laboratories)  2211 

Nursing  services 

Nursing  Care  (Medical  Personnel  Pool)  2234 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories)  2213 

T ranquilizers 

Mellaril  (Sandoz  Pharmaceuticals)  4th  cover 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice  New  York  and  New  Jersey  license  Dept  215  c/o 
NYSJM 


EQUIPMENT 


RETIRING.  WILL  SELL  E N T.  EQUIPMENT  AND  FURNITURE,  Ex- 
cluding bookcase  and  books.  Low  price.  Dept.  352,  c/o  NYSJM. 


PHYSICIANS  WANTED 


THIRD  YEAR  RESIDENCY  IN  PSYCHIATRY:  AN  UNUSUAL  OPPOR 
tunity  for  residents  interested  in  preparing  for  private  practice.  Intensive 
individual  psychotherapy  emphasized  with  considerable  supervision.  Also 
supervised  training  in  group,  milieu,  pharmaco,  and  somato  therapies.  Addi-  ■ 
tional  opportunity  for  research  training  and  experience  with  ongoing  research 
projects.  Stipend  $18,500  per  annum,  with  major  medical  insurance  benefits. 
Write  Charles  P.  Neumann,  M.D.,  Medical  Director,  Silver  Hill  Foundation, 
Box  1177,  New  Canaan,  Conn.  06840. 


PHYSICIAN'S.  UNIQUE  CHALLENGING  POSITION  IMMEDIATELY 
available  in  methadone  review  agency  in  N.Y.  City  area.  Program  auditing, 
limited  travel,  regular  hours,  excellent  remuneration.  For  interview  call: 
Seymore  Joseph.  M.D..  Deputy  Commissioner,  at  (212)  765-0500. 


PHYSICIAN.  NEW  YORK  LICENSE.  TO  COVER  INDUSTRIAL  OFFICE 
downtown  New  York  City  for  December  1973  or  January  1974.  Excellent  for 
resident  on  vacation,  retired  or  semi-retired  physicians  or  those  waiting  to  re- 
port for  military  duty.  No  house  calls.  Able  assistance  from  office  personnel: 
excellent  remuneration;  opportunity  for  permanent  association  to  right  person 
Dept.  349.  c o NYSJM. 


OTOLARYNGOLOGIST.  BOARD  CERTIFIED  OR  ELIGIBLE.  TO  PRAC-j, 
tice  in  Upstate  New  York  university  community  of  250,000.  Modem  500-bed 
community  teaching  hospital  with  extensive  outpatient  department  will  pro- 1 
vide  minimum  yearly  guarantee  with  monthly  payments  available:  moving ; 
expenses  paid;  office  space  available.  Medical  staff  anxious  to  work  closeh  1 
with  ENT  specialist.  Ideal  family  community;  good  schools;  centrally  locatec  i 
with  excellent  connections  to  major  metropolitan  centers.  Contact  R.  A ‘ 
Donovan,  Assistant  Administrator.  Wilson  Memorial  Hospital.  Johnson  Citv 
N.Y.  13790. 


PEDIATRICIAN.  FULL  TIME.  NEW  YORK  .AREA.  MULTI-SPECIALT’i 
Group,  Salary  $27,000  a year.  Dept.  344,  c/o,  NYSJM. 


FAMILY  PHYSICIAN,  PREFERABLY  WITH  FAMILY  PRACTICE  RESI 
dency  completed,  for  group  medical  practice  in  the  south  central  New  Yorl 
State.  Office  in  suburban  area  of  greater  Binghamton.  New  York,  with  thre- 
general  hospitals  within  a radius  of  8 miles.  Percentage  of  gross  with  mini 
mum  guarantee.  Opportunity  for  early  partnership.  Retirement  and  othe 
fringe  benefits.  Call  collect  (607)  648-4101,  or  write  to  Mr.  Ronald  E.  Brown 
Business  Manager,  Chenango  Bridge  Medical  Group,  Chenango  Bridge.  Nei 
York  13745. 


RADIOLOGIST  SEEKS  FELLOW  RADIOLOGIST  TO  SHARE  AND  EVEN 
tually  take  over  facilities,  equipment  and  personnel  in  favorable  Manhatta 
location  (practicing  separately  for  the  time  being).  Suitable  for  beginne 
part-time  or  semi-retired  radiologist.  Dept.  350,  c/o  NYSJM. 


ALBANY  V.  A.  HOSPITAL  HAS  URGENT  NEED  OF  A BOARD  CERTIFIE 
or  Board  Eligible  Anesthesiologist  to  fill  a vacancy  created  by  the  retiremei 
of  the  Chief  Anesthesiologist.  This  1000  bed  hospital  is  closely  affiliated  wit 
the  Albany  Medical  Center  Hospital  and  College.  The  position  offers  a vei 
stimulating  and  worthwhile  experience,  with  opportunity  for  teaching.  The 
is  an  active  program  in  all  specialties,  including  General  Surgery.  Kidnf 
Transplants,  Urology.  Thoracic,  Vascular,  Neurosurgery.  Plastic  Surger 
E.E.N.T.  and  Orthopedics.  Equipment  is  complete  and  up  to  date  for  admii 
istration  of  all  agents  and  techniques.  The  appointee  will  join  anotb 
anesthesiologist  and  seven  nurse  anesthetists.  Salary  dependent  on  qualifier 
tions  and  experience.  Send  resume  to  Personnel  Service  (135).  V.  A.  Hospits 
Albany.  N.Y.  12208.  An  equal  opportunity  employer. 

— 

OFFICE  SPACE  WANTED 


RADIOLOGIST  WISHES  TO  OBTAIN  USE  OF  MANHATTAN  RADIOL 
gist’s  office  preferably  West  side  to  continue  limited  private  practice.  Straij 
rental  or  percentage.  Dept.  351,  c/o  NYSJM. 
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EAL  ESTATE  FOR  SALE  OR  RENT 

• 


ijORIDA-POMPANO  BEACH.  LUX  NEW  PENTHOUSE,  2 BDRMS, 
'onv.,  all  appliances,  deluxe  furnished,  parking,  a/c,  minutes  to  beaches, 
olor  TV,  stereo,  2 heated  pools,  saunas,  fishing,  cycling,  billiards,  24  hour 
luards,  free  courtesy  bus,  private  balcony,  magnificent  view,  Jacuzzi  whirl- 
pool, beautiful  grounds,  no  pets-children.  Just  right  for  doctor  and  family. 
iVinter  season  $3,500.  N.  Altus  (201)  762-3575. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.IVI.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 

Mandl  School  254  Tii¥>  M343410019 

175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
EST  1924 — Licensed  by  the  New  York  State  Educ.  Dept. 


HMARONECK  PROFESSIONAL  BUILDING,  444  E.  BOSTON  POST  RD. 
Vpprox.  600  Ft.  Ideal  for  doctor.  Air-cond.;  ample  parking  on  premesis. 
Ip.  A.  Bowman,  Inc.  (212)  947-7720. 


I MINI  ESTATE,  IDEAL  LOCATION  FOR  HOME  AND/OR  PROFES- 
llional  building.  Custom  built.  Top  construction;  beautifully  landscaped; 
pprox.  1‘2  acres;  adjacent  State  Park.  Summer/winter  sports;  walk  to 
idiools,  library,  places  of  worship,  railroad.  Exceptional  value;  must  be  seen, 
jdso  appraised  contemporary  and  antique  furniture,  art,  collectors  items;  nothi- 
ng cheap;  good  value.  Cash/carry.  (516)935-2083. 


fiUSE  FOR  SALE  ON  PROFESSIONAL  SITE  IN  WOODBURY  (NAS- 
,au).  Spacious,  7-room  brick  split  on  '3  acre;  3 bedrooms,  2‘2  baths,  2-car 
arage,  air  conditioned,  pool,  all  appliances,  professionally  landscaped,  full 
basement,  immaculate.  Adjacent  to  major  parkways.  $61,500.  (516)  921- 

828. 


I PER  NYACK:  THE  DOCTORS  & EXECUTIVES  ESTATE  AREA  BY 
,he  Hudson.  Richly  tall  treed,  unique  cust.  Dutch  Col.  Exceptionally  large 
looms  tastefully  decorated;  30'  liv.  rm.  with  marble  fireplace;  4 bed  rms. 
!V2  baths;  panelled  rec.  rm.;  patio;  porch;  all  appliances.  Half  hr.  from 
4.Y.C.  $74,000.  Call  (914)  358-7690. 


ItNTAGH,  N.Y.:  PROFESSIONAL  HOME  & OFFICE  SUITE  ON  MAIN 
ifoad.  150'  X 118'  plot.  Fieldstone  front,  wideline  ranch,  beautifully  land- 
ilscaped  with  underground  sprinkler  system.  Five  rooms  plus  L bath  for  office 
Ise.  Living  room,  dining  room,  three  bedrooms,  l1/,  baths  & new  formica  eat- 
-in-kitchen. New  carpeting  throughout.  Many  extras  including  all  appli- 
mces.  Burglar  alarm  system  throughout  home  and  office.  Two-car  at- 
tached garage  with  automatic  overhead  door.  Full  basement.  $60,000. 
Owner  will  hold  mortgage.  (516)  795-2391. 


I ONY  BROOK,  HOME-OFFICE  ADJACENT  TO  UNIVERSITY  MEDICAL 
tenter.  Beautiful  residential  area.  8 rooms,  2 V2  baths,  two  story  Colonial, 
■Lear  garage,  full  basement.  Office  wing:  6 rooms,  bath,  private  entrance, 
i car  blacktop  parking  area.  Wooded  14  acre  fully  landscaped.  $68,000. 
516)  473-1512,  941-4973. 

■V.  FREEPORT,  L.L  FOR  SALE.  BEAUTIFUL  SPLIT-LEVEL  HOME 
Vith  512  room  office  extension;  corner  plot  73  x 135;  1 block  from  school;  on 
Deal  bus  route.  Four  bedrooms,  modern  kitchen,  2L  baths,  fireplace,  2 
■ orch’s,  2-car  garage,  cellar,  all  accessories.  This  area  needs  an  M.D.  Infor- 
4 aation  call  (516)  FR  8-1560. 

I 

RTH  BALDWIN,  BORDER  OF  ROCKVILLE  CENTRE.  9 ROOMS,  214 
aths,  custom  built,  centrally  air  conditioned;  16  ft.  cathedral  ceiling,  living 
oom  and  dining  room;  16  ft.  fire  place;  unlimited  parking.  Wonderful  condi- 
ion.  Suitable  for  physician;  Main  street,  residential  area.  Many  doctors  in 
rea.  Burglar  alarm,  fire  alarm,  sprinkler  system,  many  extras.  Sacrifice. 
516)  223-0498,  5595. 

DRTHERN  WESTCHESTER,  N.Y.  CONVERTED  RESIDENCE  NEAR 
140.  Westchester  Hospital  consisting  of  4-room  air-conditioned  office  on  ground 
_ lloor  and  rentable  apartment  above.  Excellent  parking.  Great  investment 
Opportunity.  Call  (914)  238-4755,  Howe  & Sibley,  75  South  Greeley  Avenue, 
’happaqua,  N.Y. 


|:ksville,  fully  equipped  medical  office  available  part 

ime,  includes  3 examining  rooms  and  consultant  office.  Night  schedule  pre- 
;rred.  Presently  used  by  internist.  Ample  parking  in  modern,  air  condition- 
d building  at  120  Bethpage  Road.  Convenient  to  all  parkways  and  hospi- 
' als.  Call  Mario  Ragusa,  M.D.,  weekdays  except  Tuesday  at  (516)  WE  1-4312. 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT  D 


PUERTO  RICO.  3 BEDROOM  BEACH  HOUSE  IN  COSTA  AZUL  AT 
Luquillo.  For  rent  weekly  for  vacations.  For  information  contact  Edward 
Pinney,  M.D.,  148  East  78th  Street,  New  York,  N.Y.  10021,  (212)  879-8870. 

DOCTOR’S  COMPLEX.  BLOCKFRONT  17  TO  18  STS.  3RD  AVE.  1 
block  from  5 hospitals.  Professional  offices  in  newly  erected  31-story  build- 
ing, immediate  occupancy.  9,500  sq.  ft.  Perfect  for  medical  group.  Will 
build  to  suit.  Goodstein  Management  Co.,  4 Park  Ave.,  NYC  10016.  Martin 
Goodstein,  212-532-9550. 

ULTRA-MODERN  THREE-STORY  HEALTH  CENTER  NOW  UNDER 
construction  at  major  intersection  in  prime  Fresh  Meadows,  Queens,  loca- 
tion. One  entire  floor  already  rented  to  prominent,  high  quality  dental  group 
practice.  Large  space  available;  will  divide  to  suit.  Occupancy  January  1974. 
Excellent  opportunity  for  medical  group  or  individual  practitioners.  (212) 
428-3222. 

FOR  SALE,  BROOKLYN.  N.Y.  RETIRING  PHYSICIAN’S  BEAUTIFUL 
Dutch  Colonial.  House  and  Garden.  Center  Hall.  Desirable  Midwood  area. 
Active  practice.  Office  suite,  separate  entrance.  220  voltage.  Spacious  liv- 
ing and  dining  rooms.  Terrace  off  master  bedroom.  Two  full  baths,  2 half 
baths.  Electronic  alarm  system  throughout.  All  transportation.  Excellent 
shopping.  (212)  Cl.  8-2056. 


POSITIONS  WANTED 


MATURE  WOMAN  DESIRES  PART  TIME  WORK  AS  MEDICAL  RECEP- 
tionist  preferably  in  Nassau.  Employed  14  years  with  urologist  until  August 
this  year.  Diversified  duties,  including  responsibility  for  typing  medical 
records,  insurance  forms,  bills,  scheduling  appointments,  etc.  Trained  and 
experienced  typist  . Can  be  reached  mornings  (516)  PI  1-5938. 

ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE  ACADEMIC,  CLINI- 
cal,  and  administrative,  including  inhalation  therapy,  bronchoscopy,  medical 
instrumentation,  available  immediately.  Board  certified.  Dept.  348,  c/o 
NYSJM. 

G.P.  AGE  65,  HEALTHY,  WISHES  TO  SEMI-RETIRE  IN  MANHATTAN 
starting  January  1974.  Would  take  part  time  job  or  would  work  with  an- 
other doctor  alternate  months.  Dept.  340,  c/o  NYSJM. 

UROLOGIST;  AGE  30,  UNIVERSITY  TRAINED,  MILITARY  OBLIGATION 
completed,  married.  Seeks  association  leading  to  partnership,  or  solo  prac- 
tice. Available  July  1974.  Mark  Fagelman,  M.D.,  55  Reymont  Ave.,  Rye, 
N.Y.  10580. 

CERTIFIED  MEDICAL  ASSISTANT.  LOOKING  FOR  EMPLOYMENT  IN 
a physician’s  office  in  the  Queens  and  Long  Island  area.  Knowledge  in  EKG, 
CBC,  X-Ray,  Urinalysis.  Some  medical  secretary  skills,  etc.  Available  im- 
mediately. Please  call  889-5960,  or  if  no  answer  (516)  FR4-7658  after  6:00 
PM.  Ask  for  Miss  Zaldin. 


PRACTICES  AVAILABLE 


OTOLARYNGOLOGIST  TO  TAKE  OVER  WELL  ESTABLISHED  PRAC- 
tice  and  office  equipment  . Modern  office  on  rental  basis.  Near  2 modern,  ac- 
credited hospitals.  Drawing  area  225,000;  half-way  between  New  York  City  & 
Albany.  Retiring;  will  stay  on  for  easy  transition.  Archie  L.  Neighbors,  M.D. , 
61  South  Clinton  St.,  Poughkeepsie,  N.Y.  12601.  Call  (914)  452-4252. 

LONG  ESTABLISHED,  ACTIVE  SOLO  PEDIATRIC  PRACTICE  AVAIL- 
able,  North  Shore  Long  Island,  Nassau  County.  Retiring.  Fully  equipped 
office.  Equitable  terms  negotiable.  Include  curriculum  vitae.  Dept.  $47, 
c/o  NYSJM. 
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Empire  Medical  Political  Action  Committee 

1973 

THE  YEAR  OF  POLITICAL  DECISION 
FOR  MEDICINE 

• EMPAC  is  the  political  voice  of  New  York  State  medicine 

• EMPAC  contributions  to  a candidate  carry  more  impact  than  individual  con- 

tributions 

• EMPAC  support  assures  a candidate  that  physicians  are  interested  in  his 

election 

• EMPAC  strength  is  in  proportion  to  its  dollars  and  membership 

A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is 
(or  will  be)  available  for  purchase  from  the  Superintendent  of  Documents, 

U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 


Remit  by  PERSONAL  check  payable  to: 

EMPAC,  P.O.  Box  16,  Lake  Success,  N.Y.  11040 

(please,  no  “PC”  checks) 

Name s — 


Address 

City Zip  Code 

Sustaining  Member $100 

Family*(physician  and  spouse) $50 

Active  Member $35 


(Contribution  includes  membership  in  AMP  AC,  Political  Stethoscope  newsletter, 
AMP  AC  membership  card  & pin) 

*Name  of  spouse Home  Address 
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SUBSCRIPTION 
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fered at  less  than  cost.  The  $3.00  one-year  subscrip- 
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starting  January  1st,  1974. 
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Division  of  Scientific  Activities 
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V)  CO  CM  lO  (D  (D  V) 


NEW  YORK  CITY  AREA 


French  and  Polyclinic  Medical  School  and 
Health  Center 

The  Postgraduate  Medical  School 
345  West  50th  Street 

FALL  COURSES 

October  1,  1973  / January  9,  1974 

Clinical  Medicine  Curriculum 

Primarily  intended  for  candidates  for  ECFMG,  State  Board 
and  FLEX  examinations,  the  course  content  is  based  on 
the  subject  outline  suggested  by  the  National  Board  of 
Medical  Examiners  for  the  Part  II  Board  examination,  and 
by  the  Educational  Council  for  Foreign  Medical  Graduates. 

Fall  Session  1973 

Management  of  Terminal  Cancer 

A seminar  for  General  Practitioners.  Subjects  include: 
Origins  and  Management  of  pain  by  medical  means  and 
neuro-surgical  procedures;  management  of  unpleasant 
gastrointestinal  symptoms;  techniques  to  improve  nutri- 
tion; chemotherapy,  city  and  voluntary  resources  and 
community  agencies  available  to  help  physician  and 
family;  what  to  tell  dying  patient  and  family,  etc. 

Fall  Session  1973 

Heart  Disease  in  Infancy,  Childhood  and  Adolescence 

Fall  Session  1973 

Nursing  Home  Administration  Program 
Offers  basic  courses  and  continuing  education  in  Nursing 
Home  Administration  to  meet  the  requirements  of  the 
Board  of  Examiners  of  Nursing  Home  Administrators  of 
the  New  York  State  Department  of  Health. 


October,  1973  / June,  1974 

(time  and  dates  to  be  announced) 

Downstate  Medical  Center 

Psychiatry  Seminar  Room,  5th  Floor 
State  University  Hospital 
445  Lenox  Road,  Brooklyn 

WORKSHOP  IN  TOPICS  SELECTED 
BY  GROUP  MEMBERS 

JULIUS  BUCHWALD,  ELLIOT  M.  LEVY,  MILTON  KURIAN, 
RAYMOND  NADELL,  and  MILTON  SIROTA,  M.D.’s 

Continuous  case  seminars,  seminars  on  social  issues, 
and  research  in  special  areas  of  interest 

FEE:  $20  to  $80  may  be  charged,  depending  on  cost  and 
attendance. 

To  register,  contact  Renzo  S.  Basili,  M.D.,  Chairman, 
Continuing  Education  Committee,  Brooklyn  Psychiatric 
Society,  130  Eighth  Avenue,  Brooklyn,  N.Y.  11215. 
Tel.  212/ST  9-7595. 


October  1973  / June  1974 

Time  and  Dates  to  be  Announced 

Downstate  Medical  Center 

Psychiatry  Seminar  Room,  Fifth  Floor 
State  University  Hospital 


445  Lenox  Road 
Brooklyn 

POSTGRADUATE  EDUCATION  PROGRAM 
FOR  ACCREDITED  PSYCHIATRISTS 

Eight  Sessions  Each 

1 . A History  of  the  Development  of 
Psychoanalytic  Theory 

RICHARD  B.  DROOZ,  M.D. 

2.  Family  Therapy 

HARRIS  S.  GOLDSTEIN,  M.D. 

3.  Neurology  for  Psychiatrists 

LADISLAV  P.  HINTERBUCHNER,  M.D. 

4.  Recent  Advances  in  Psychiatry 

ALFRED  ETTINGER,  LEWIS  GLICKMAN,  and 
ELLIOT  M.  LEVY,  M.D.’s 

5.  Special  Problems  in  Adolescent 
Psychotherapy 

JAY  PERMAN,  M.D. 

6.  Special  Problems  in  Adult  Psychotherapy 

ROBERT  DICKES.  WILLIAM  P.  KAPULER,  and 
HAROLD  P.  SURCHIN,  M.D.’s 

7.  Special  Problems  in  Group 
Psychotherapy 

ABBOTT  LIPPMAN,  M.D. 

8.  Theory  and  Practice  of 
Psychopharmacotherapy 

DAVID  M.  ENGELHARDT,  M.D. 

9.  Workshop  in  Topics  Selected  by  Group 
Members 

JULIUS  BUCHWALD,  ELLIOT  M.  LEVY,  MILTON 
KURIAN,  RAYMOND  NADELL,  and  MILTON  SIROTA, 
M.D.’s 

FEE:  $20-80  may  be  charged  depending  on  cost  and  at- 

tendance 

To  register,  contact:  Renzo  S.  Basili,  M.D.,  Chairman. 

Continuing  Education  Committee,  Brooklyn  Psychiatric 
Society,  130  Eighth  Avenue,  Brooklyn,  N.Y.  11215.  Tel. 
212/ST  9-7595. 


TUESDAY,  OCTOBER  2 

4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

THE  TREATMENT  OF  PATIENTS  WITH 
HEAD  AND  NECK  TUMORS 


October  2,  1973  (beginning  date) 

8:30  p.m.,  Tuesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

ORIENTATION  COURSE  IN  KAREN 
HORNEY’s  HOLISTIC  APPROACH  TO 
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THE  THEORY  AND  PRACTICE  OF 
PSYCHOANALYSIS 

RAY  S.  GREENBERG,  M.D.  and  HAN  SOO  LEE,  M.D. 

Apply:  Harry  Gershman,  M.D.,  Dean,  above  address. 
Tel.  212/838-8044. 


October  3 and  4,  1973 

9:00  a. m. -4:00  p.m.,  Wednesday  and  Thursday 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

PERSPECTIVES  OF  HEMODIALYSIS 
AND  RENAL  TRANSPLANTATION 

EILEEN  H.  ZUNGOLO,  Ed.D.,  with  GERTRUDE  E. 
CLARKE,  M.S.,  PATRICIA  L.  PATRIZIO,  M.S.,  and 
JULIA  A.  SULLIVAN,  M.S. 

FEE:  $15 

To  register,  contact  Miss  Patricia  Patrizio, 

College  of  Nursing,  Box  22,  above  address.  Tel. 
212/270-2884. 

WEDNESDAY,  OCTOBER  3 

4:00-5:30  p.m. 

The  Westchester  Square  Hospital  in  collabora- 
tion with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

QUESTIONS  IN  GYNECOLOGIC 
OFFICE  PRACTICE 

J.  J.  SMITH,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1V2AAFP 

1 AMA 


October  3,  1973  / May  15,  1974 

7:00-9:00  p.m.,  Wednesdays 

Downstate  Medical  Society 

Basic  Sciences  Building,  1st  floor  lecture  hall 

450  Clarkson  Avenue 

Brooklyn 

INTERDISCIPLINARY  SEMINARS 

ELI  A.  FRIEDMAN,  M.D.,  with  members  of  the  Faculty  of 
DMC  and  invited  lecturers. 

NO  FEE  Credit:  32  hours  (prescribed)  AAFP 

To  register,  contact  Charles  M.  Plotz,  M.D.,  Dir.  of  Con- 
tinuing Education,  above  address.  Tel.  212/270-2421. 


October  3,  1973  / for  10  sessions 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 


COURSE  ON  TREATMENT  OF 
EMOTIONAL  PROBLEMS  IN  MEDICAL 
PRACTICE 

THE  HANDLING  OF  SEXUAL 
STEREOTYPES  IN  MEDICAL  PRACTICE 

MARIE  R.  BADARACCO-APOLITO,  M.D. 

NO  FEE  CREDIT:  1 5 Elective  AMA 


October  4 and  1 1,  1973 

11:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

October  4 

Basic  Principle  of  Acupuncture 

M.  LEE,  M.D. 

October  11 

Diabetes  in  the  Geriatric  Patient 

M.  GOLDBERG,  M.D. 

Moderator:  WILLIAM  LE  STRANGE,  M.D. 


October  4 / November  29,  1973 

4:00  p.m. 

The  New  York  Eye  and  Ear  Infirmary 

Second  Avenue  and  14th  Street 

A SURVEY  OF  SPEECH  DISORDERS 
FOR  THE  PHYSICIAN 

October  4 

Survey  of  Speech  Problems  in  Children 

GORDON  SCHAYE,  M.D. 

October  25 
Stuttering 

MICHAEL  WEBSTER,  M.D. 

November  29 
To  be  announced 


October  4 / December  13,  1973 

4:00-5:30  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

HYPNOSIS  AND  CONDITIONING 
THERAPIES  FOR  PSYCHIATRISTS 

ELLIOT  N.  WINEBURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75 
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October  4,  1973  / for  26  sessions 

8:00-10:00  p.m.,  Thursdays 

New  York  Medical  College 

Department  of  Psychiatry 
Fifth  Avenue  at  106th  Street 

COMPREHENSIVE  GROUP 
PSYCHOTHERAPY 

FEE:  $300 

For  further  information  or  application,  write  or  call: 
BENJAMIN  J.  SADOCK,  M.D.,  Dir.  Continuing  Education 
in  Psychiatry,  above  address.  Tel.  212/876-5500  x 227. 

October  6,  1973  / May  4,  1974 

10:30  a. m. -noon,  1st  Saturdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

COORDINATION  OF  DRUG  THERAPY 
AND  PSYCHOTHERAPY 

MORTIMER  OSTOW,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75 


October  9 and  10,  1973 

9:00  a. m. -5:00  p.m.,  Tuesday  and  Wednesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

TREATMENT  IN  NEUROLOGY 

MORRIS  BENDER,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $150 

October  10  / 12,  1973 

The  American  College  of  Physicians 

Columbia  University  P & S 
Alumni  Auditorium 
630  West  168th  Street 

MEDICAL  ASPECTS  OF  DRUG  ABUSE 

Director 

RALPH  W.  RICHTER,  M.D. 

Co-Directors 

MICHAEL  M.  BADEN,  M.D. 

YASOMA  B.  CHALLENOR,  M.D. 

HAROLD  C.  NEU,  M.D. 

FEES:  $100  Members  and  Residents 
150  Nonmembers 
50  Associates 

Write  the  Registrar,  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pa.  19104. 


October  10,  1973  / April  3,  1974 

8:00-10:00  a m.,  Wednesdays 

Downstate  Medical  Center 

Coney  Island  Hospital  Auditorium 
2601  Ocean  Parkway 
Brooklyn 

CLINICAL  PROBLEMS  IN  FAMILY 
PRACTICE 

DAVID  MUMFORD,  M.D.,  with  the  Staff  of  Coney  Island 
Hospital,  and  invited  lecturers 

FEE:  $50 

To  register,  contact:  David  Mumford,  M.D.,  Dir.,  Medical 
Education,  Coney  Island  Hospital,  above  address.  Tel. 
212/743-4100,  x 460  or  501. 


WEDNESDAY,  OCTOBER  10 

4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

PRESENT  CONCEPTS  OF  LEUKEMIA 

AARON  R.  RAUSEN,  M.D. 

Beth  Israel  Medical  Center 


October  11  and  12,  1973 

9:00  a. m. -5:00  p.m.,  Thursday  and  Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

PELVIC  ENDOSCOPY,  LAPAROSCOPY 
AND  CULDOSCOPY 

MARTIN  J.  CLYMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $175 

October  11,  1973  (Beginning  date) 

7:30  p.m.,  Thursday 

Institute  for  Research  in  Hypnosis 

205  West  End  Avenue 

INTRODUCTORY  COURSE  IN  CLINICAL 
HYPNOSIS  (10  sessions) 

INSTITUTE  FACULTY 
FEE:  $180 

October  12  and  13,  1973 

9:00  a. m. -5:00  p.m.,  Friday  and  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

NEW  TECHNICS  FOR  DIAGNOSIS  AND 
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TREATMENT  OF  PSYCHIATRIC 
DISORDERS  IN  THE  ELDERLY 

ALVIN  I.  GOLDFARB,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $50 


SATURDAY,  OCTOBER  13 

9:00  a. m. -4:30  p.m. 

The  Clinical  Society  of  the  New  York 
Diabetes  Association 

Barbizon-Plaza  Hotel  Theatre 
106  Central  Park  South 
21st  Annual  Symposium 

DIABETES  MELLITUS 

Morning  Program 

1.  The  Integrative  Action  of  Insulin  in 
Metabolic  Adaptation 

GEORGE  WEBER,  M.D. 

Indiana  University  School  of  Medicine,  Indianapolis 

2.  Enzymic  Mechanisms  of  Hormonal 
Control  of  Glycogen  Metabolism 

JOSEPH  LARNER,  M.D. 

University  of  Virginia  School  of  Medicine,  Charlottsville 

3.  Amino  Acids,  Glucogon  and  Insulin  in 
the  Regulation  of  Giuconeogenesis 

PHILIP  FELIG,  M.D. 

Yale  University  School  of  Medicine,  New  Haven 

4.  Ketogenesis 

DANIEL  W.  FOSTER,  M.D. 

University  of  Texas,  Southwestern 
Medical  School,  Dallas 

Afternoon  Program 

1.  Diabetes  in  Pregnancy 

DANIEL  H.  MINTZ,  M.D. 

University  of  Miami  School  of  Medicine,  Miami 
LESTER  BAKER,  M.D. 

University  of  Pennsylvania  School 
of  Medicine,  Philadelphia 

3.  The  Herman  O.  Mosenthal  Memorial 
Lecture 

DAVID  KIPNIS,  M.D. 

Washington  University  School  of  Medicine,  St.  Louis 


October  14,  1973  / June  9,  1974 
Downstate  Medical  Center 

Coney  Island  Hospital  Auditorium 
2601  Ocean  Parkway 
Brooklyn 

THIRD  ANNUAL  REVIEW  OF 
INTERNAL  MEDICINE 

DAVID  MUMFORD,  M.D.,  with  DRS.  HARRY  BIENEN- 
STOCK,  JOHN  H.  EDMONSON,  FELIX  FELDMAN, 
SANDOR  A.  FRIEDMAN,  KURT  GERSTMANN,  JULES  L. 
GLADSTONE,  SEYMOUR  M.  GLICK,  ERNST  GREIF, 
ROBERT  L.  HAMLIN,  MURRAY  E.  M ARGULIES,  MOOSE 


NEJAT,  HERMAN  ROSEN,  JOEL  M.  SCHWARTZ, 
BERNARD  P.  SHAGAN,  FRANCIS  U.  STEINHEBER. 
ARCOT  D.  SURESH,  and  MARY  WHEELER. 

FEE:  $200  for  practicing  physicians 

$1 00  for  resident  physicians  or  fellows-in-training 

To  register,  contact:  David  Mumford,  M.D.,  Director, 

Medical  Education,  Coney  Island  Hospital,  above  address. 
Tel.  212/743-4100,  x 460  or  501. 


MONDAY,  OCTOBER  15 

3:30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

CURRENT  CONCEPTS  IN  CHEMOTHER- 
APY OF  LYMPHOPROLIFERATIVE 
DISORDERS 

JANET  CUTTNER,  M.D. 

Mount  Sinai  School  of  Medicine 


8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Ophthalmology 
2 East  103rd  Street 

SYMPOSIUM  ON  THE  PHAKOMATOSES 

Moderator: 

NORMAN  C.  CHARLES,  M.D. 

N.Y.U.  School  of  Medicine 

Panelists: 

ALFRED  W.  KOPF,  M.D. 

BENNETT  M.  DERBY,  M.D. 

MELVIN  H.  BECKER,  M.D. 

FRANCIS  P.  CAMPBELL,  M.D. 

N.Y.U.  School  of  Medicine 

NOTE:  Preceding  this  meeting  there  will  be  a reception 
and  subscription  dinner,  starting  at  6:00  p.m. 


FUTURE  EVENT 


April  12  and  13,  1974 

9:30  a. m. -5:30  p.m.,  Friday  and  Saturday 

New  York  University  Medical  Center 

550  First  Avenue 

11th  ANNUAL  SYMPOSIUM  ON 
FORENSIC  SCIENCES  1974 

MILTON  HELPERN,  M.D.,  Chief  Medical  Examiner 
The  City  of  New  York 


NOTICE 

Starting  in  January  1974,  “What  Goes  On"  will  be  published 
once  a month  instead  of  twice  each  month. 
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ALFRED  S.  EVANS,  M.D. 

Yale  University  School  of  Medicine 

2.  Panel  Discussion 

The  Above  Speakers  and 

CHARLES  A.  HALL,  M.D. 

FRANK  A.  LIZZI,  M.D. 

RICHARD  P.  PROPP,  M.D. 

WILLIAM  B.  SCHARFMAN,  M.D. 

Albany  Medical  College 

FEE:  $30  CREDIT:  AAFP  and  AMA 


ALBANY  AREA 


October  1 and  2,  1973 

NewYork  State  Department  of  Health 

84  Holland  Avenue 
Albany 

4th  Annual  Symposium 

BIRTH  DEFECTS  INSTITUTE  ON 
INBORN  ERRORS  OF  PURINE 
METABOLISM:  ADENOSINE 
DEAMINASE  DEFICIENCY 


Chairman 

DR.  HILAIRE  MEUWISSEN,  Director  of  Immunology 
Birth  Defects  Institute 

Synopsis:  The  program  will  be  directed  to  the  recent 

discovery  of  adenosine  deaminase  deficiency  as  the  first 
discovered  enzyme  abnormality  in  immunological  dis- 
orders. The  urgent  question  concerns  the  significance  of 
ADA  in  cellular  metabolism  and  its  relation  to  combined 
immunological  deficiency  disease. 

NO  FEE  (Limited  to  225  registrants) 


THURSDAY,  NOVEMBER  1 

9:00  a.m. 

Albany  Medical  College 

Department  of  Postgraduate  Medicine 
Albany 

SYMPOSIUM  ON  HEMATOLOGY 

Moderator  for  the  Day: 

ANTHONY  P..  TERTAGLiA.  M.D. 

1.  Medical  Grand  Rounds 
Presentation  by  the  Division  of 
Hematology 

2.  Review  of  Nutritional  Anemias 

This  lecture  will  review  iron  deficiency, 
B12  and  folate  deficiency,  and  the  rela- 
tionship of  alcohol  with  anemia. 

LOUIS  SULLIVAN,  M.D. 

Boston  University  Medical  Center 

3.  Blood  Component  Therapy 

Reviews  the  current  concepts  of  com- 
ponent therapy  plus  a discussion  of  the 
possibility  of  the  use  of  frozen  red  cells 
now  and  in  the  future. 

HAROLD  T.  MERYMAN,  M.D. 

National  Red  Cross 

Lunch  in  the  Hospital  Cafeteria 

1.  Reviews  the  current  concepts  of 

etiology,  pathogenesis,  clinical  presenta- 
tion, and  treatment  of  this  common 
disease 


BUFFALO  AREA 


TUESDAY,  OCTOBER  2 
State  University  of  New  York  at  Buffalo 

School  of  Medicine,  Department  of  Obstetrics  and  Gynecology 

Deaconess  Hospital 

Buffalo 

HUMAN  SEXUALITY  FOR  THE  FAMILY 
PHYSICIAN  (Organized  by  Minnesota  Pro- 
gram in  Human  Sexuality) 

Program  Coordinator: 

NORMAN  G.  COUREY,  M.D. 

FEE:  $350 

Contact  Continuing  Medical  Education,  2211  Main  Street, 
Buffalo,  N.Y.  14214.  Tel.  716/831-5526. 


State  University  of  New  York  at  Buffalo 
School  of  Medicine  (Continuing  Medical 
Education) 

Building  F Main  Street  Division 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  716/831-5526 

SCHEDULE  FOR  FALL  1973 
October  11  & 12 

The  Future  Role  of  the  State  Hospital 

The  Executive  Motor  Inn 

JACK  ZUSMAN,  M.D.  with  E.  F.  BERTSCH,  B.  KOREN 

October  25 

Medical  Horizons:  Hypertension 

Roswell  Park  Memorial  Institute 
CHARLES  M.  ELWOOD,  M.D. 

October  29  / 31 

Fifth  Buffalo  Conference  on  Computers  in 
Clinical  Medicine 

ELEMER  R.  GABRIELI,  M.D. 

October  30  / November  6 

Today’s  Management  in  Pulmonary  Disease 

Mercy  Hospital 

JOHN  W.  VANCE,  M.D. 
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FEE:  $10 


LAKE  PLACID  AREA 


W.  Alton  Jones  Cell  Science  Center 

Lake  Placid 

Announces  the  following  courses  to  be  given  at  this  center  in 
1973: 

October  1-12 

Methods  in  Medical  Virology 

Apply:  J.  ANDREA  ESTUS,  Executive  Secretary,  W.  Alton 
Jones  Cell  Science  Center,  P.O.  Box  631,  Lake  Placid, 
N.Y.  12946. 


NASSAU  COUNTY 


TUESDAY,  OCTOBER  2 

All-Day 

The  Nassau  County  Community  Medical 
Services  Committee 

The  Nassau  County  Medical  Society,  etc. 

Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow 

V.D. — A COMMUNITY  CALL  TO  ACTION 

ALAN  HINMAN,  M.D.,  Assistant  Commissioner 
New  York  State  Department  of  Health 
LEO  SOUCY,  Assistant  Commissioner 
New  York  State  Department  of  Education 

Workshop  sessions  on  related  topics  will  be  included. 

Contact:  Samuel  Plotnick,  D.D.S.,  Ex.  Off.,  Nassau 

County  Community  Medical  Services  Committee,  at  the 
above  address. 


ROCKLAND  COUNTY  AND 
GENESEE  COUNTY 


SUNDAY,  OCTOBER  14 

8:30  a m. -4:30  p.m. 

American  Association  of  Medical  Assistants 

New  York  State  Society 
*Holiday  Inn,  Batavia,  N.Y. 

*Tappanzee Inn,  Nyack 


For  further  information,  please  contact  Julia  L.  Kearney, 
CMA,  240  Potomac  Avenue,  Buffalo,  N.Y.  14213. 

^Simultaneous  Seminars 


SUFFOLK  COUNTY 

October  12  / 14,  1973 

The  New  York  State  Association  of 
Industrial  Nurses 

Colony  Hill 

1717  Motor  Parkway 

Hauppauge,  Long  Island 

22nd  Annual  State  Conference 

SIGNS  OF  THE  TIMES 

Friday 

Nursing  Diagnosis  in  Occupational  Health 

ELLA  CASEY 

Saturday-9:00  a.  m.- 12:00  noon 

Workshops 

Cardio-Pulmonary  Resuscitation 
Instructors  Course 

1:30-5:00  p.m. 

Interviewing  and  Counciling 
“Action,  Reaction  and  Interaction” 

For  information:  Mary  Gise,  tel.  (516)  757-3723  between 

7:30  a.m.-4: 00  p.m. 


SYRACUSE  AREA 

October  4 and  5,  1973 

Heart  Association  of  Upstate  New  York 

Hotel  Syracuse 
Syracuse 

CARDIOLOGY  ’73 

FEES:  $25  per  day,  or  $40  for  both  days  (Medical 

students,  interns,  resident  physicians,  and  nurses 
are  exempted  from  registration) 

Pre-registration  is  required  for  everyone.  Contact  Heart 
Association  of  Upstate  New  York,  Inc.,  1212  James  Street, 

be  made 


Topics: 

1.  Certification — Why? 

2.  Acupuncture  in  the  Future  of  American 
Medicine 

3.  You  and  Mental  Health 

4.  A New  Look  at  Sexuality 

5.  Convention  Highlights  (film) 

CMA  Mini  Test  will  be  given 

$5  for  nonmembers  (no  fee  for  members) 


Syracuse,  N.Y.  13203.  Hotel  reservations  rr 
by  calling  315/422-5121  (Hotel  Syracuse). 


FRIDAY,  OCTOBER  5 


11:00  a.m. 

St.  Joseph’s  Hospital 

127  South  Broadway,  Yonkers 


WESTCHESTER  COUNTY 
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DIFFERENTIAL  DIAGNOSIS  OF  MENTAL 
CHANGES  IN  THE  ELDERLY— PSUEDO- 
SENILITY 

LESLIE  LIBOW,  M.D. 

Mount  Sinai  Hospital,  Elmhurst 

CREDIT:  AAFP 


WEDNESDAY,  OCTOBER  10 

1 : 00  p.m. 

The  Second  Annual  Obstetrical  and  Gyne- 
cological Regional  Postgraduate  Meeting 

Mental  Retardation  Institute 
Grasslands  Campus 
Valhalla 

NEWER  DEVELOPMENTS  IN 
INFERTILITY 

1.  Current  Developments  in  Reproductive 
Physiology 

ROY  HERTZ,  M.D.,  New  York  Medical  College 

2.  Tubal  Physiology  and  Motility 

LUIGI  MASTROIANNI,  JR.,  M.D. 

University  of  Pennsylvania 

3.  The  Clinical  Use  of  Ovulation  Inducing 
Agents 

NATHAN  G.  KASE,  M.D. 

Yale  University  School  of  Medicine 

4.  The  Sperm  Laboratory  as  a Clinical  Aid 

MATTHEW  J.  FREUND,  Ph  D. 

New  York  Medical  College,  Valhalla  Campus 

5.  Hysteroscopy — A New  Diagnostic 
Approach 

ROBERT  S.  NEUWIRTH,  M.D. 

Columbia  University  P & S 

6.  Future  Trends  in  the  Regulation  of 
Fertility 

SHELDON  J.  SEGAL,  Ph.D. 

Biomedical  Division,  Population  Council,  New  York 
City 

Film:  "The  Beginning  of  Life" 

For  further  information,  please  contact  WALTER  L.  FREED- 
MAN, M.D.,  Director,  Division  of  Obstetrics  & Gynecology, 
Grasslands  Hospital,  Valhalla,  N Y.  10595. 

NO  FEE  CREDIT:  4 hours  Class  1 AAFP 


OTHER  PLACES 


October  3 / 5,  1973 

American  Heart  Association’s  Council  on 
Clinical  Cardiology,  Baylor  College  of 
Medicine,  and  its  affiliated  hospitals,  in 
cooperation  with  AHA  Texas  Affiliate  and  its 
Houston  Chapter 


Texas  Medical  Center 
Houston,  Texas 

3 Days  of  Cardiology 

CORONARY  ARTERY  DISEASE— 1973 

Course  Directors 

ROBERT  J.  LUCHI,  M.D. 

HENRY  D.  MclNTOSH,  M.D. 

FEE:  $120  for  Fellows,  Associate  Fellows  and  Members 

of  AHA’s  Council  on  Clinical  Cardiology 
$1 70  for  non-members 

For  information,  contact:  George  E.  Stewart,  Jr.,  Amer- 
ican Heart  Association,  44  East  23rd  Street,  New  York, 
N.Y. 10010. 


October  15  / 17,  1973 

Symposia  Medica  Foundation  in  cooperation 
with  The  Royal  Society  of  Medicine 

London,  England 

SEMINAR  IN  CARDIOVASCULAR 
DISEASE 

REGISTRATION  FEE:  $100 

Address  inquiries  to:  Cynthia  Soika,  M.A.,  Projects  Direc- 
tor, Symposia  Medica  Foundation,  353  Lexington  Avenue, 
New  York,  N.Y.  10016.  Tel.  212/421-5522. 


PHYSICIANS’  PLACEMENT 


BROOKLYN,  N.Y.,  Kings  County.  Industrial  Medicine/In- 
ternist wanted. 

CONTACT:  Capt.  Edward  M.  Salisbury  (MC)  USN,  Staff 

Medical  Officer,  Military  Sealift  Command,  58th  Street 
and  1st  Avenue,  Brooklyn,  N.Y.  11250.  Tel.  bet.  12:30 
and  6:00  p.m.  212/GE  9-5400  x 5144  or  5143. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Monroe  A.  Hovey,  Personnel  Director, 

Fox  Memorial  Hospital,  Oneonta,  N.Y.  13820.  Tel.  607/ 
432-2000. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians,  and  Ob/Gyns  are  being  recruited  for  a 
comprehensive  health  care  plan  featuring  prepayment 
and  fee  for  service. 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.,  Northeast 

Health  Center,  1171  Culver  Road,  Rochester,  N.Y.  14609. 
Tel.  716/482-4300. 


SUFFOLK  COUNTY,  Long  Island.  Physicians  in  all  spe- 
cialties, particularly  Family  Physicians  and  ENT’s  needed 
now. 

CONTACT:  Coleman  M.C.  Fineberg,  Ex.  Dir.,  Suffolk 

County  Medical  Society,  850  Veterans  Memorial  Highway, 
Hauppauge,  N.Y.  11787. 
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A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THEmTER  OUT 
IK  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION  * 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

*Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazidel  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz-  - 
ards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


When  cardiac 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  heart  function 

Excessive  anxiety  is  one  of  a combina- 
tion of  factors  that  may  trigger  a series  of 
maladaptive  functional  reactions  which  can 
generate  further  anxiety.  Often  involved  in 
this  vicious  circle  are  some  cardiac  arrhyth- 
mias, paroxysmal  supraventricular  tachycar- 
dia and  premature  systoles.  When  these 
symptoms  resemble  those  associated  with 
actual  organic  disease,  the  overanxious 
patient  needs  reassurance  that  they  have  no 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 


organic  basis  and  that  reduction  of  exces^ 
sive  anxiety  and  emotional  overreaction 
would  be  medically  beneficial. 


The  benefits  of  antianxiety  therapy 

Antianxiety  medication,  when  used  to 
complement  counseling  and  reassurance, 
should  be  both  effective  and  comparatively 
free  from  undesirable  side  effects.  More  than 
13  years  of  extensive  clinical  experience  has 
demonstrated  that  Librium  (chlordiazepox' 
ide  HC1)  fulfills  these  requirements  with  a 
high  degree  of  consistency.  Because  of  its 
wide  margin  of  safety,  Librium  may  generally 
be  administered  for  extended  periods,  at  the 
physician’s  discretion,  without  diminution 
of  effect  or  need  for  increase  in  dosage.  (See 
summary  of  prescribing  information.)  If 
cardiovascular  drugs  are  necessary,  Librium 
is  used  concomitantly  whenever  anxiety  is  a 
clinically  significant  factor.  (See  Pre^ 
cautions.)  Librium  should  be  discontinued 
when  anxiety  has  been  reduced  to  approprb 
ate  levels. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium9  iOmg 

(chlordiazepoxide  HC1) 


lor  2 capsules  t.i.d./q.i.cL 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N.J.  07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
( e.g .,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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Scientific  Articles 

2325  Genitourinary  Tract  Involvement  in  Children  with  Tuberculosis;  overview 
of  subtle  and  surprisingly  frequent  involvement 
Arthur  M.  Smith,  M.D.,  and  John  K.  Lattimer,  M.D.,  Sc.D. 

2329  Gamekeeper’s  Thumb;  result  of  skiing  injuries 

Robert  J.  Schultz,  M.D.,  and  James  M.  Fox,  M.D. 

2332  Proceedings — New  York  Allergy  Society — Panel  Discussion — Cromolyn  Sodium 

David  K.  Meriney,  M.D.,  Editor 

2337  Abstracts  and  Proceedings — New  York  Society  for  Thoracic  Society — Fall 
Session 

Allan  Ellia  Bloomberg,  M.D.,  Editor 
2337  Introduction 

2337  Microcirculatory  Considerations  in  Extracorporeal  Oxygenation 

Joseph  J.  Timmes,  M.D.,  and  James  W.  Wilson,  Ph.D.,  M.D. 

2347  Problems  of  Long-Term  Perfusion  with  Membrane  Lung 

E.  Converse  Pierce,  II,  M.  D. 

2351  Lande-Edwards  Membrane  Oxygenator;  for  heart  surgery  and  prolonged  lung 
or  heart  support 
Robert  G.  Carlson,  M.D. 

2356  Discussion 

Electrocardiograms  of  the  Month 

2359  Questions  137  and  138 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Case  Report 

2361  Retroperitoneal  Xanthogranuloma 

Shiro  Imahori,  M.D.,  Edward  A.  Holyoke,  M.D.,  and  John  W.  Pickren, 
M.D. 

Special  Articles 

2364  Ounces  of  Prevention;  Part  II 

Robert  G.  Hicks,  M.D. 

2366  Response  to  Crisis  in  Emergency  Care;  emergency  medical  care  committee 
James  H.  Cosgriff,  Jr.,  M.D. 

2369  Psychotherapy,  Encounter,  and  Sensitivity-Training  Groups;  present  status 

of  group  practice 

Task  Force  on  Group  Psychotherapy 
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introducing  B “ C “BI D 

B-complex  with  C 


an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 


New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  tissue  levels  can  now  be  held  much 
higher  than  was  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 

Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 

DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 
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For  patients  who  can  t or  won  t use  the  pill  or  an  IUD 

While  no  contraceptive  is  one  hundred  percent  effective,  the 
Ortho  All-Flex  Diaphragm  and  Ortho-Gynol  Contraceptive  Jelly, 
together,  act  as  a very  effective  barrier  to  conception  and  is 
a method  that  is  rarely  contraindicated. 

Ortho  All-Flex  is  designed  to  provide  comfort  and  reliability 
and  to  meet  the  highest  esthetic  standards  of  the  most  dis- 
criminating women. 

Ortho  All-Flex  Diaphragms  are  made  of  high  quality,  long- 
lasting  latex.  They  won't  discolor  when  used  with  Ortho-Gynol 
Contraceptive  Jelly  or  Ortho-Creme*  since  these  contain  no 
phenylmercuric  acetates.  No  introducer  is  needed:  the  unique 
sprmg-within-a-spring  construction  forms  a perfect  arc 
wherever  compressed. 

Consider  the  advantages  of  prescribing  the  Ortho  All-Flex 
Diaphragm  and  Ortho-Gynol  when  you  and  your  patient  decide 
on  the  diaphragm  and  jelly  method  of  conception  control. 

If  y°u  would  like  a professional  fitting-ring  set 
\Qrtho]  and  fitting-procedure  brochure,  please  contact 
\J7  your  Ortho  representative 
Ortho  Pharmaceutical  Corporation,  Raritan,  New  Jersey  08869 


The  Ortho  All-Flex* 
Diaphragm  with 
Ortho-Gynol* 
Contraceptive  Jelly 
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INDICATIONS:?  fierapeutfcaHy;  used  as  an  adjunctto  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
, organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


W 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
bums,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  betaken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPOREV 

(POLYMYXIN  B-BACTTRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  y32  oz.  (approx.)  foil  packets. 

/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Abstracts 


Smith,  A.  M.,  and  Lattimer,  J.  K.:  Genitourinary 

tract  involvement  in  children  with  tuberculosis;  an 
overview  of  subtle  and  surprisingly  frequent  occur- 
rence, New  York  State  J.  Med.  73:  2325  (Oct.  1)  1973. 

It  has  been  shown  previously  that  children  of  parents 
with  genitourinary  tuberculosis  may  manifest  an  in- 
creased incidence  of  skin  test  conversion,  perhaps  re- 
lated to  the  ubiquitous  distribution  of  acid-fast  laden 
urine  droplets  within  their  households.  As  a separate 
clinical  entity,  however,  genitourinary  tuberculosis  in 
the  pediatric  age  group  is  not  common.  Nevertheless, 
it  is  unfortunate  if  renal  lesions  are  undetected  because 
of  a low  index  of  suspicion  in  children  with  positive  pu- 
rified protein  derivative  skin  tests  or  clinical  evidences 
of  pulmonary  or  miliary  tuberculosis.  Symptoms  and 
clinical  findings  may  be  subtle,  but  the  disease  tends 
to  invade  and  destroy  both  kidneys  if  unsuspected  and 
untreated.  Assiduous  bacteriological  testing  followed 
by  specific  triple-drug  chemotherapy  for  two  years 


based  on  drug  susceptibility  tests  provides  the  most 
effective  means  for  halting  this  formerly  lethal  disease. 

Schultz,  R.,  and  Fox,  J.:  Gamekeeper’s  thumb;  re- 

sult of  skiing  injuries,  New  York  State  J.  Med.  73:  2329 
(Oct.  1)  1973. 

Gamekeeper’s  thumb  is  an  eponym  which  describes 
rupture  of  the  ulnar  collateral  ligament  of  the  metacar- 
pophalangeal joint  of  the  thumb.  Skiing  injuries  have 
resulted  in  this  entity.  Its  subtle  presentation  fre- 
quently leads  to  missed  diagnoses  or  inadequate  treat- 
ment, resulting  in  chronic  disability  because  of  weak- 
ness in  pinch.  The  mechanism  of  injury  occurs  secon- 
dary to  a hyperabduction  or  hyperextension  force  ap- 
plied to  the  metacarpophalangeal  joint  of  the  thumb. 
In  skiing  it  results  when  the  thumb  is  pressed  forcibly 
against  the  ski  pole  when  the  skier  falls  forward,  or 
against  the  snow  when  the  skier  falls  backward.  Ten- 
derness, joint  instability  and  positive  stress  x-ray  films 
will  verify  this  diagnosis.  Two  representative  cases  are 
presented  for  illustrative  purposes. 


Abstracts  in  Interlingua 


Smith,  A.  M.,  e Lattimer,  J.  K.:  Compromisso  del 

vias  genitourinari  in  pueros  con  tuberculosis;  revista  de 
su  occurrentia  subtil  e surprendentemente  frequente, 
New  York  State  J.  Med.  73:  2325  (1  de  Octobre)  1973. 


Ha  essite  demonstrate  previemente  que  le  pueros  de 
parentes  con  tuberculosis  genitourinari  pote  presentar 
un  incidentia  augmentate  de  test  cutanee  positive  pro- 
babilimente  relationate  cor  le  distribution  ubiquite  de 
micre  guttas  de  urina  cargate  de  bacillos  acido-resist- 
ente  per  omne  le  menage  del  casa.  Nonobstante,  le  tu- 
berculosis genitourinari  in  pueros  non  es  commun  como 
un  entitate  clinic  separate.  Tamen,  non  es  fortunate 
quando  le  lesiones  non  es  discoperite  debite  al  basso 
indice  de  suspicion  in  pueros  con  tests  cutanee  positive 
al  derivative  proteinic  purificate,  o con  manifestationes 
clinic  evidente  de  tuberculosis  pulmonari  o miliari.  Le 
symptomas  e trovatos  clinic  pote  esser  subtil,  mais  le 
morbo  tende  a invader  e destruer  ambe  renes  si  le  con- 
dition non  es  suspectate  o tractate.  Le  tests  bacterio- 
logic  repetite  e seguite  per  un  chimiotherapia  a triple- 
droga  durante  duo  annos,  basate  in  le  tests  del  sensibi- 


litate  bacterian  al  drogas,  proportiona  le  medio  plus 
effective  pro  dominar  iste  morbo  previemente  fatal. 

Schultz,  R.,  e Fox,  J.:  Deformitate  “del  curator  ar- 

mate  (de  fusil)”  del  pollice;  resultato  de  injurias  de 
skiar,  New  York  State  J.  Med.  73:  2329  (1  de  Octobre) 
1973. 

Le  nomine  de  deformitate  del  curator  armate  del 
pollice  (digito  prime)  es  un  eponyme  que  describe  le 
ruptura  del  ligamento  cubital  collateral  del  articulation 
metacarpophalangic  del  pollice.  Iste  entitate  pote  re- 
sultar  de  injurias  al  skiar.  Es  presentate  subtilmente  e 
con  frequentia  conduce  a un  error  de  diagnose  o a un 
tractamento  inadequate  que  resulta  in  un  disabilitate 
chronic  debite  a un  debilitate  pro  premer  objectos.  Le 
mechanismo  del  injuria  consiste  in  un  hyperabduction 
o hyperextension  forciate  e le  fortia  es  applicate  al  ar- 
ticulation metacarpophalangic  del  pollice.  In  skia- 
dores,  le  lesion  occurre  quando  iste  pressiona  forti- 
amente  le  pollice  contra  le  pole  pro  skiar  al  cader  hacia 
avante  o contra  le  nive  al  cader  a retro.  Le  dolor,  le 
instabilitate  articular  e le  radiographias  positive  de 
stress  verifica  le  diagnose.  Dos  casos  es  presentate  con 
proposito  illustrative. 
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Books  Received 


The  following  books  were  received  during  the  month  of  August,  1973.* 


Clinical  Pediatric  Oncology.  Edited  by  Wataru  W. 
Sutow,  M.D.,  Teresa  J.  Vietti,  M.D.,  and  Donald  J. 
Fernbach,  M.D.  Quarto  of  602  pages,  illustrated.  St. 
Louis,  Missouri,  The  C.  V.  Mosbv  Company,  1973. 
Cloth,  $35. 

Fractures  and  Dislocations  in  Children.  By  Andrew 
G.  Pollen,  M.D.  Quarto  of  234  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1973.  Cloth,  $25.50. 

Recent  Advances  in  Gastroenterology.  Second  edi- 
tion. Edited  by  John  Badenoch,  D.M.,  and  Bryan  N. 
Brooke,  M.D.  Octavo  of  350  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 

1972.  Cloth,  $24.75. 

Best  & Taylor’s  Physiological  Basis  of  Medical 
Practice.  Ninth  edition.  Edited  by  John  R.  Brobeck, 
Ph.D.,  M.D.  Quarto  of  1,390  pages,  illustrated.  Bal- 
timore, Maryland,  The  Williams  & Wilkins  Company, 

1973.  Cloth, $22. 


* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Metabolic  Bone  and  Stone  Disease.  By  B.  E.  C. 

Nordin,  M.D.  Octavo  of  309  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1973.  Cloth,  $22. 

Joint  Disease:  All  the  arthropathies.  By  E.  C. 

Huskisson,  and  F.  Dudley  Hart,  M.D.  Quarto  of  139 
pages.  Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1973.  Cloth,  $17.75. 

Depressive  Illness.  Diagnosis,  assessment,  treat- 
ment. Edited  by  Prof.  P.  Kielholz.  An  International 
Symposium  held  at  St.  Moritz,  lOth-llth  January 

1972.  Quarto  of  302  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1972. 
Cloth,  $17.75. 

Family  Care.  A guide  ....  Edited  by  Naomi  Baum- 
slag,  M.D.  Octavo  of  392  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 

1973.  Paper,  $7.95. 

The  Medical  Clinics  of  North  America.  Volume  57 
Number  4,  July  1973.  Symposium  on  Changing 
Concepts  of  Disease.  By  Julian  Katz,  M.D.,  and 
Donald  Kaye,  M.D.,  Guest  Editors.  Octavo,  illus- 
trated. Philadelphia,  Pa.,  W.  B.  Saunders  Company, 
1973.  Published  bi-monthly,  six  issues  per  year. 
Cloth,  $21.  per  year. 
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the 

long-range 

analgesic 

in  chronic  pain:  continued  relief  without  risk  of  tolerance 


Though  Talwin®  Tablets  can  be 
compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  For  patients  who 
require  potent  analgesia  for  prolonged 
periods,  Talwin  can  provide  consistent, 
long-range  relief,  with  fewer  of  the 
consequences  you’ve  come  to  expect 
with  narcotic  analgesics. 


• Comparable  to  codeine  in  analgesic  efficacy:  one  50  mg. 

Talwin  Tablet  appears  equivalent  in  analgesic  effect  to  60  mg. 

(1  gr.)  of  codeine.  Onset  of  significant  analgesia  usually 
occurs  within  1 5 to  30  minutes.  Analgesia  is  usually  main- 
tained for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic  effect 
of  Talwin  Tablets  has  not  been  reported,  and  no  significant 
changes  in  clinical  laboratory  parameters  attributable  to  the 
drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have  been 
reported.  In  prescribing  Talwin  for  chronic  use,  the  physician 
should  take  precautions  to  avoid  increases  in  dose  by  the 
patient  and  to  prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  for  the  relief  of  pain.  (See  last  page  for  a 
complete  discussion  of  Warnings  under  Brief  Summary.) 

• Not  subject  to  narcotic  controls:  convenient  to  prescribe— 
day  or  night— even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infrequently 
cause  decrease  in  blood  pressure  or  tachycardia:  rarely  cause 
respiratory  depression  or  urinary  retention;  seldom  cause  diar- 
rhea or  constipation.  If  dizziness,  lightheadedness,  nausea  or 
vomiting  are  encountered,  these  effects  may  decrease  or  dis- 
appear after  the  first  few  doses.  (See  last  page  of  this  advertise- 
ment for  a complete  discussion  of  Adverse  Reactions  and  a Brief 
Summary  of  other  Prescribing  Information.) 


50  mg.Tablets 


Talwin* 


(as  hydrochloride) 


brand  of  * • 

pentazocine 

in  moderate  to  severe  pain 


, the 

Long-range 

analgesic 

in  chronic  pain:  continued 
relief  without  risk  of  tolerance 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use— Brief  Summary 
Indications:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who 
are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  ot  psycho- 
logical and  physical  dependence  on  parenteral  Talwin  in  patients  with 
a history  ot  drug  abuse  and,  rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended  use  of  parenteral  Talwin 
has  resulted  in  withdrawal  symptoms.  There  have  been  a lew  reports 
of  dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  ot  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of  pain. 
Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory  de- 
pressant effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions,  or  a preexisting  increase  in  intracra- 
nial pressure.  Furthermore,  Talwin  can  produce  effects  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries.  In  such  pa- 
tients, Talwin  must  be  used  with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than 
labor)  has  not  been  established.  Animal  reproduction  studies  have  not 
demonstrated  teratogenic  or  embryotoxic  effects.  However,  Talwin 
should  be  administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards.  Patients  receiving  Talwin  during  labor  have  ex- 
perienced no  adverse  effects  other  than  those  that  occur  with  com- 
monly used  analgesics.  Talwin  should  be  used  with  caution  in  women 
delivering  premature  infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontaneously 
within  a period  of  hours.  The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed  and  vital  signs  checked. 
If  the  drug  is  reinstituted  it  should  be  done  with  caution  since  the 
acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves  to 
hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  de- 
pression has  rarely  been  reported  after  oral  administration  of  Talwin, 
the  drug  should  be  administered  with  caution  to  patients  with  respira- 
tory depression  from  any  cause,  severe  bronchial  asthma  and  other 
obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  accentua- 
tion of  side  effects.  Although  laboratory  tests  have  not  indicated  that 
Talwin  causes  or  increases  renal  or  hepatic  impairment,  the  drug 
should  be  administered  with  caution  to  patients  with  such  impairment. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used  with 
caution  in  patients  with  myocardial  infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  given  narcotics,  including  methadone  for  the 
daily  treatment  of  narcotic  dependence,  have  experienced  mild  with- 
drawal symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  to 
patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently  consti- 
pation; and  rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects: 
dizziness,  lightheadedness,  sedation,  euphoria,  headache;  infrequently 
weakness,  disturbed  dreams,  insomnia,  syncope,  visual  blurring  and 
focusing  difficulty,  hallucinations  (see  Acute  CNS  Manifestations  under 
WARNINGS);  and  rarely  tremor,  irritability,  excitement,  tinnitus.  Auto- 
nomic: sweating;  infrequently  flushing;  and  rarely  chills.  Allergic:  in- 
frequently rash;  and  rarely  urticaria,  edema  of  the  face.  Cardiovascular: 
infrequently  decrease  in  blood  pressure,  tachycardia.  Other:  rarely 
respiratory  depression,  urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tab- 
let (50  mg.)  every  three  or  four  hours.  This  may  be  increased  to  2 tablets 
(100  mg.)  when  needed.  Total  daily  dosage  should  not  exceed  600  mg. 
When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  to 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 
Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  withdrawal 
symptoms  even  when  administration  was  abruptly  discontinued  (see 
WARNINGS).  No  tolerance  to  the  analgesic  effect  has  been  observed. 
Laboratory  tests  of  blood  and  urine  and  of  liver  and  kidney  function 
have  revealed  no  significant  abnormalities  after  prolonged  administra- 
tion of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdos- 
age has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  suppor- 
tive measures  should  be  employed  as  indicated.  Assisted  or  controlled 
ventilation  should  also  be  considered.  Although  nalorphine  and  leval- 
lorphan  are  not  effective  antidotes  for  respiratory  depression  due  to 
overdosage  or  unusual  sensitivity  to  Talwin,  parenteral  naloxone 
(Narcan®,  available  through  Endo  Laboratories)  is  a specific  and 
effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 

50  mg.  Tablets 

Talwin 

brand  of  . • 

pentazocine  (as  hydrochloride) 

in  moderate  to  severe  pain 

[ l/\Z/nf/trop  Winthrop  Laboratories.  New  York,  N.Y.  10016  (i«7») 


TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney’s  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes.  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve, 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance, 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets, 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 
Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet,  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
“Ups”) 

Aggressive  behavior, 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking,  No  appetite, 
Extreme  fatigue,  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance, 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  followed,  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  w ith  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
i to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  nig;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


"Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4, 1972),  an  independent 
weekly  newsletter  published  by  former 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 

Doctor,  are  you  indifferent...? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say-. 

“In  general,  it  can  be  said,  MD's 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  their 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  world 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economic 
impact.  The  economics  of  health  care 
beckon  the  practitioner's  attention. 
Concern  for  economics  of  medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces- 
sary for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl- 
edge of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge  c 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree,  I 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 


should  be  an  obligation  of  medical 
practice. . . 

"Medical  societies  ought  to  con- 
duct continuing  campaigns  to  point 
out  the  substantial  savings  that  could 
be  realized  thru  deductible  insurance 
and  protection  for  catastrophic  ill- 
ness. At  the  very  least,  they  should,  in 
the  patients’  interest,  question  the 
tactics  of  any  insurance  organization 
that  raises  health  care  costs  by  forc- 
ing policyholders  to  buy  insurance 
they  may  not  need  or  want  and  prob- 
ably won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
; ent  to  the  economic  consequences  of 
their  decisions.  Too  many,  for  ex- 
ample, habitually  hospitalize  patients 
for  the  convenience  of  the  MD.  It’s 
nonsense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
cieties, have  unhesitatingly  appealed 
to  their  patients  for  support  in  the 
fight  against  government  interference 
with  the  private  practice  of  medicine. 
And  the  public  in  the  past  has  re- 
sponded. It’s  time  the  American  Med- 
ical Association  and  state  and  local 
medical  societies  paid  off  the  debt  by 
decisive  action  to  hold  down  the  cost 
of  medical  care.” 

Cost  of  Drugs 

Insurance  rates  and  hospital 
charges  are  only  two  factors  in  health 


or  30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
his  practice.  Moreover,  the  physi- 
cian’s choice  of  a specific  brand  is 
based  on  his  knowledge  of  the  pa- 
tient’s medical  history  and  current 
condition,  and  his  experiences  with 
the  particular  manufacturer’s 
product. 

Some  substitution  proponents 
have  argued  that  the  dispensing  of  a 
prescription  is  a simple  two-party 
transaction  between  the  pharmacist 
and  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
technical  breach  of  contract  by  simply 
notifying  the  patient  that  he  is  making 
the  substitution.  I would  judge  that 
few  courts  would  be  sympathetic 
toward  a pharmacist-who  substituted 
without  physician  approval  and  who 
undertook  a legal  defense  that  seeks 
to  make  the  patient  responsible  for 
the  pharmacist’s  actions. 

Reduced  Prescription  Prices? 

Substitution  advocates  are 
suggesting  to  the  consumer,  and  par- 
ticularly the  consumer  activist,  that 
reduced  prescription  prices  could 
follow  legalization  of  substitution. 

We  have  seen  absolutely  no  evidence 
to  justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
substitution  is  authorized,  suggests 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection ” from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


cates  as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 
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Medical  Meetings 


Clinical  pediatrics 

Forty  sessions  in  a continuing  education  course  on 
“Clinical  Pediatrics”  began  in  September  and  will  be 
concluded  on  June  25,  1974.  Doris  H.  Milman,  M.D., 
with  members  of  the  faculty  of  the  Department  of 
Pediatrics,  Downstate  Medical  Center,  is  in  charge  of 
the  course  which  is  on  clinical  material  in  the  pediatric 
subspecialities,  and  which  is  being  held  in  the  seventh 
floor  conference  room,  building  B,  Kings  County  Hospi- 
tal Center,  451  Clarkson  Avenue,  Brooklyn,  on  Tuesdays 
from  11  a.m.  to  12  noon.  There  is  no  fee.  To  register, 
contact  Doris  H.  Milman,  M.D.,  Acting  Chairman,  De- 
partment of  Pediatrics,  Box  49,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  New  York 
11203,  telephone  (212)  270-1625. 

Melanoma  symposium 

The  Cancer  Clinical  Investigation  Review  Committee 
and  the  Clinical  Investigations  Branch  of  the  National 
Cancer  Institute  are  sponsoring  a Symposium  on  Mul- 
tiple Myeloma,  October  22  to  23,  1973,  in  Atlanta, 
Georgia,  at  the  Royal  Coach  Motor  Hotel.  The  object 
of  the  symposium  is  to  provide  an  updating  of  the 
present  state  of  the  art  and  science  of  multiple  myeloma, 
of  monoclonal  gammopathies  in  general,  and  of  clinical 
considerations  of  this  group  of  diseases  in  the  broadest 
sense.  Progress  has  been  made  at  both  basic  and  clini- 
cal levels  during  the  past  several  years,  and  such  prog- 
ress has  significantly  improved  the  ability  to  diagnose 
these  diseases,  to  characterize  the  clinical  consequences 
thereof,  and  to  manage  such  patients.  Clinicians  are 
faced  with  the  responsibility  of  informing  themselves 
about  such  advances  and  applying  them  in  the  manage- 
ment of  their  patients.  This  symposium  is  designed  to 
provide  information  to  clinicians  and  to  provide  a forum 
for  investigators  in  the  field  to  exchange  ideas  and  to 
develop  new  approaches  for  the  improvement  of  the 
care  of  such  patients. 

All  physicians,  house  staff,  and  medical  students  are 
welcome.  For  a detailed  program  and  further  informa- 
tion, write  to:  Mrs.  Jeannette  Steinbraker,  Cancer 

Clinical  Investigation  Review  Committee,  National 
Cancer  Institute,  Room  10A03  Westwood  Building,  5333 
Westbard  Avenue,  Bethesda,  Maryland  20016. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  data. 


Postgraduate  course  on  gastroenterology 

The  American  College  of  Gastroenterology  announces 
that  its  annual  course  in  Postgraduate  Gastroenterology 
will  be  given  at  The  Biltmore  Hotel  in  Los  Angeles,  Cali- 
fornia, on  Thursday,  Friday,  and  Saturday,  25,  26,  27 
October,  1973,  immediately  following  the  38th  Annual 
Convention  of  the  College  which  also  will  be  held  there 
on  22,  23,  24  October. 

The  course  will  be  devoted  primarily  to  review  and 
assessment  of  newer  developments  in  the  diagnosis  and 
management  of  gastrointestinal  diseases. 

A distinguished  faculty,  with  knowledge  and  ex- 
perience in  the  various  disorders  to  be  considered,  wall 
present  the  important  advances  that  have  special 
pertinence  to  clinical  practice. 

Close  association  between  those  enrolled  in  the  course 
and  the  faculty  will  be  encouraged  by  direct  question- 
ing after  each  discussion,  as  well  as  by  a series  of  special 
round  table  discussions.  The  latter  will  consist  of 
intimate,  informal  discussions  between  small  groups  of 
those  taking  the  course  and  a member  of  the  faculty 
with  the  former  given  the  opportunity  of  selecting  the 
topic  of  discussion  each  individual  prefers.  There  will 
also  be  special  reviews  of  the  Self-assessment  Program 
in  Gastroenterology  (American  College  of  Physicians). 
These  will  consist  of  informal  analysis  and  discussion, 
by  the  faculty  reviewers  and  those  enrolled,  of  the  ques- 
tions posed  and  the  appropriate  answers  to  each. 

A special  lecture,  summarizing  the  applied  phys- 
iology of  the  gastrointestinal  hormones  that  have  come 
into  prominence,  is  another  feature  of  the  course. 

Further  information  and  enrollment  may  be  obtained 
from:  The  American  College  of  Gastroenterology,  299 

Broadway,  New  York,  N.Y.  10007  U.S.A. 

Sex:  the  law  and 
the  citizen 

“Sex:  the  Law  and  the  Citizen,”  to  be  held  in  New 
York  City  on  Friday,  October  26,  1973.  The  Sex  Infor- 
mation and  Education  Council  of  the  U.S.  (SIECUS)  is 
sponsoring  the  conference,  at  which  professionals  from 
all  areas  of  the  criminal  justice  system,  legislators,  gov- 
ernment officials,  and  health,  education,  and  counseling 
professionals  will  consider  the  impact  of  the  law  on  the 
sexuality  of  the  individual  citizen.  The  conference  is 

continued  on  page  2314 
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structured  to  facilitate  frank  discussion  among  criminal 
justice  and  health  professionals  as  a basis  for  assessment 
of  the  role  of  the  law  in  regulating  sexual  behaviors  and 
health  services. 

For  further  information,  contact:  (Miss)  Mary  Rat- 

cliffe,  SIECUS,  1855  Broadway,  New  York,  New  York 
10023,  telephone  (212)  581-7480. 

Dermatology  for 
the  Practitioner 

“Dermatology  for  the  Practitioner,”  a continuing  edu- 
cation course,  will  be  presented  in  two  sessions,  Wednes- 
day, October  31  and  Wednesday,  November  7,  1973,  2 to 
5 p.m.,  first  floor  lecture  hall,  Basic  Sciences  Building, 
Downstate  Medical  Center,  Brooklyn.  The  course  is 
under  the  direction  of  Franklin  S.  Glickman,  M.D.,  with 
the  assistance  of  Benjamin  Bender,  M.D.,  Laszlo  Biro, 
M.D.,  Philip  Feldman,  M.D.,  Yelva  Lynfield,  M.D.,  and 
Yehoshua  Rapp,  M.D. 

Selected  aspects  of  practical  office  dermatology  ap- 
propriate to  the  nondermatologist  and  some  of  the  new 
developments  in  dermatology  will  be  offered.  This 
course  is  acceptable  for  6 (six)  prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 

There  is  no  fee.  For  further  information  and  to  regis- 
ter, write  or  call:  Charles  M.  Plotz,  M.D.,  Director  of 
Continuing  Education,  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  New  York  11203  (212-270- 
2421). 

Teaching  day  in 
rheumatic  disease 

A “Symposium  on  Systemic  Sclerosis  (Scleroderma) 
— a Teaching  Day  in  Rheumatic  Disease”  will  be  held  on 
Wednesday,  November  14,  1973,  9 a.m.  to  5 p.m.,  at  the 
first  floor  lecture  hall,  Basic  Sciences  Building,  Down- 
state  Medical  Center.  The  faculty  for  the  teaching  day 
are:  Gerald  P.  Rodnan,  M.D.,  University  of  Pittsburgh 
School  of  Medicine,  Charles  M.  Plotz,  M.D.,  Downstate 
Medical  Center,  Jay  Coffman,  M.D.,  Boston  University 
School  of  Medicine,  Jerome  Gross,  M.D.,  Harvard  Medi- 
cal School,  David  Kaplan,  M.D.,  Downstate  Medical 
Center,  Thomas  A.  Medsger,  Jr.,  M.D.,  University  of 
Pittsburgh  School  of  Medicine,  E.  Carwile  LeRoy,  M.D., 
Columbia  University  College  of  Physicians  and  Sur- 
geons, and  Gordon  Sharp,  M.D.,  University  of  Missouri- 
Columbia  School  of  Medicine. 

There  is  no  fee  and  the  program  is  acceptable  for 
seven  (7)  prescribed  hours  by  the  American  Academy  of 
Family  Physicians.  To  register,  contact:  Charles  M. 
Plotz,  M.D.,  Director  of  Continuing  Education,  Down- 
state  Medical  Center,  450  Clarkson  Avenue,  Brooklyn, 
New  York  11203  (212-270-2421). 

Conference  on  emergency 
room  triage 

A conference  on  “Emergency  Room  Triage  at  Large 
Urban  Hospitals”  will  be  held  on  November  16,  1973,  at 
the  New  York  Academy  of  Medicine,  2 East  103rd 
Street,  New  York,  New  York  10029.  The  conference  is 
sponsored  by  the  New  York  Metropolitan  Regional 
Medical  Program  Ambulatory  Care  Services,  Bronx 
Municipal  Hospital  Center — Albert  Einstein  College  of 

continued  on  page  2315 
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Medicine.  The  registration  fee  is  $10.  and  will  include 
lunch  and  refreshments.  For  further  information  and  to 
register,  contact  Mrs.  Beatrice  Bablove  (212-427-4100), 
Assistant  Director  for  Communication,  New  York  Met- 
ropolitan Regional  Medical  Program,  2 East  103rd 
Street,  New  York,  New  York  10029. 


Basic  soft  tissue 

surgery  workshops  for  residents 

Five  regional  basic  workshops  in  “Soft  Tissue  Surgery” 
are  being  offered  for  residents  during  the  1973  to  1974 
academic  year.  These  are  being  cosponsored  by  the 
American  Academy  of  Facial  Plastic  and  Reconstructive 
Surgery,  Inc.,  in  cooperation  with  various  medical 
schools.  The  program  of  interest  to  the  New  York  physi- 
cians will  be  held  in  New  York  City,  December  14  to  16 
at  the  Mount  Sinai  School  of  Medicine,  and  will  be  di- 
rected by  Sidney  S.  Feuerstein,  M.D. 


Fifteenth  postgraduate  medical 
seminar  cruise 

The  Department  of  Postgraduate  Medicine  of  Albany 
Medical  College  announces  that  reservations  are  now 
being  accepted  for  the  fifteenth  postgraduate  medical 
seminar  cruise,  January  26  to  February  9,  1974. 

A fourteen-day  cruise  from  New  York  aboard  the 
luxurious  and  distinguished  ship  Rotterdam  of  the 
Holland-American  Line. 

Ports  of  call  will  include  St.  Maarten,  Montserrat, 
Barbados,  Trinidad,  Martinique,  Puerto  Rico,  and  the 
Virgin  Islands  of  St.  John  and  St.  Thomas. 

Faculty  of  the  Albany  Medical  College  will  present  a 
shipboard  postgraduate  program  emphasizing  medical 
topics  of  particular  interest  to  general  internists  and 
family  practice  physicians. 

Request  has  been  made  for  continuation  study  credit 
by  the  American  Academy  of  Family  Practice.  For  in- 
formation write  to:  Frank  M.  Woolsey  Jr.,  M.D.,  De- 

partment of  Postgraduate  Medicine,  Albany  Medical 
College,  Albany,  New  York  12208. 
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experience  in  managing  money  and  its  facilities  for  han- 
dling over  $3  billion  in  investment  management  assets. 

If  you’re  interested  in  long-term  growth,  these  advan- 
tages will  be  important  to  you: 

■ Thorough  and  objective  advice  on  when  and  what  to  sell 
as  well  as  when  and  what  to  buy. 

■ You  make  the  actual  investment  decisions  yourself. 

■ You  know  at  all  times  what’s  in  your  portfolio. 

■ An  investment  institution  that  is  big  enough  to  employ  a 
large  staff  of  highly  skilled  analysts,  economists  and  port- 
folio planners. 

■ Quality  growth  stocks. 

■ Choice  of  the  brokerage  firm  to  handle  your  transactions. 

The  cost  of  this  comprehensive  service  is  1%  of  the  value 

of  your  account  annually  with  a $250  a year  minimum. 


Irving  T rust  office.  Or  mail  the  coupon  below  to: 


harter  Investors,  Irving  T rust  Company,  I 

rs\A i Vnrl/  Maui  Vnrl/  1 DH1  R 

I 
I 


Edward  Shrager,  Charter  Investors,  Irving  Trust  Company, 
One  Wall  Street,  New  York,  New  York  10015 
Tel:  (212)  487-3877 

Please  send  me  your  booklet,  “Charter  Investors’’ 

Name 


Street  Address. 
City 


.State. 


Zip  Code. 


.Telephone. 


L Irving  Trust  Company.  . 

G A Charter  New  York  Bank,  Member  F.D.I.C. 


October  1 , 1 973  / New  York  State  Journal  of  Medicine  2315 


A topical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study...after  study 16 


Excellent/good  results 

85% 


in  psoriasis 

(150  of  1 77  patients)1 


in  atopic  eczema 

( 231  of  251  patients )l 
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Msone 

brand  oj 

betamethasone 
valerate  (0.1%) 

Cream /Ointment 

Plus  economy  B.  i.  d.  dosage  often  found  effective ! 
Available  in  5, 15,  and  45  Gin.  tubes. 


in  contact  dermatitis 

( 81  of  84  patients)1 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  contain 
betamethasone  valerate  (g-fluoro-iip , 17,21- 
trihydroxy- r60  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  water; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ether;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALI SONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALISONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy; the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequently  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  (1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  (2)  Carter ; V.  H .,  and 
Noojtn,  R.  O.  Curr.  Therap.  Res.  9:253,  1967.  (3)  Falk , M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  If'.  Pennsylvania  Med. 

69:50,  1966.  (5)  Nierman,  M.  M.:J.  Indiana  M.  A.  10.7 184, 

1966.  (6)  Zimmerman,  E.  H.:  Arch.  Derma t.  9 5:514,  1967. 
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Editorial 


Lay  participation  of  physicians'  workshops,  yes; 
lay  control,  no 


In  “physicians’  workshops”  such  as  hospitals, 
health  centers,  outpatient  departments,  Blue 
Cross  and  Blue  Shield,  and  other  insurance  plans, 
the  participation  by  consumers,  by  representative 
union  officials,  by  responsible  laymen,  and  by 
physicians  is  most  desirable.  All  can  and  should 
contribute  to  open  discussions  and  to  policy  and 
decision  making.  Reducing  the  input  of  physi- 
cians so  markedly  as  to  practically  exclude  them, 
with  transfer  of  major  power  to  the  consumer,  the 
union  representative,  or  the  community  at  large, 
creates  more  problems  than  it  solves.  Each  cate- 
gory should  participate  in  the  deliberations,  but 
the  participation  should  be  by  individuals,  as  in- 
dividuals, on  the  separate  issues  as  they  arise,  and 
as  such  only,  not  as  self-seeking  units,  blocks,  and 
cliques;  the  latter  disrupts.  If  each  individual  on 
the  board  of  trustees  and/or  executive  committee 
discusses  and  votes  on  each  question  for  the  good 
of  the  whole,  not  for  any  single  group,  then  the 
question  of  percentage  of  representation  of  each 
separate  group  really  does  not  matter.  The  inte- 
grated sum  total  then  would  be  overall  simulta- 
neous concern  for  all,  for  the  consumer  and  for  the 
physician,  for  the  service  rendered,  and  there 
would  not  be  a separatist  vote  oriented  to  any  one 
particular  group  which  often  is  contrary  to  the 
general  welfare  of  all.  The  former  promotes  dis- 
ruption; the  latter  cooperation  and  helpfulness. 

There  was  a time  when  a physician  just  was  not 
permitted  to  be  a member,  let  alone  a voting 
member,  of  the  board  of  trustees  of  a hospital. 
The  American  College  of  Surgeons  refused  recog- 
nition to  such  hospitals  where  members  of  the 
medical  board  were  active  members  of  the  board 
of  directors  or  trustees.  This  exclusion  was  based 
on  a bit  of  tortured  tortuous  reasoning  to  the  ef- 
fect that  active  practicing  physicians  on  the  board 
of  trustees  would  be  self-serving  and  a conflict  of 
interest  would  exist.  The  board  of  trustees  was 
and  is  supreme  and  has  the  responsibility  for  the 
hospital.  This  representation  of  the  medical 
board  by  physicians  on  the  board  of  trustees  is 
now  a new  step  and  a new  step  forward.  It  was 
only  in  1953,  reaffirmed  in  1967,  that  the  Ameri- 
can Hospital  Association  supported  the  policy 
that  physicians  are  eligible  to  serve  on  hospital 
boards  of  trustees.  This  representation  should  be 
adequate,  but  not  be  overwhelming,  nor  on  the 


basis  of  a set  ratio.  The  A.M.A.  also  recently  re- 
jected the  ratio  principle  of  representation  for  any 
and  all  groups. 

The  more  participation  by  consumers  and  by 
members  of  the  community  the  better,  for  that 
leads  to  better  understanding  and  fuller  coopera- 
tion. On  the  other  hand,  unilateral  total  consum- 
er and/or  community  control  leads  to  competitive 
search  for  power,  with  dissension  and  confronta- 
tion often  following.  Power  corrupts  and  the 
greater  the  power  the  greater  the  potential  for  cor- 
ruption. Is  the  power  acquired  by  any  single 
group  used  to  benefit  consumers  as  a whole  or 
other  beneficiaries?  Is  the  power  used  for  patron- 
age, nepotism,  or  even  kickbacks?  In  contrast  to 
such  hazards  of  active  and  often  activist  arbitrary 
lay  control,  wholesome  participation  by  individu- 
als or  groups  yields  desirable  checks  and  balances 
and  avoids  the  above  abuses.  Unilateral  top- 
heavy  control  suppresses  discussion  of  contrary 
viewpoints.  As  noted,  lav  control  of  professional 
effort  can  cause  its  own  difficulties.  It  can  lead  to 
loss  of  stature  for  the  doctor  and  even  his  denigra- 
tion. This  makes  it  more  difficult  for  the  doctor 
to  do  his  job  well.  On  the  other  hand,  participa- 
tion itself  promotes  cooperation  and  taps  forces 
and  resources  which  ultimately  benefit  all  the  pa- 
tients. 

Recent  experiences  with  the  public  school  sys- 
tem in  New  York  City  and  the  Lincoln  Hospital 
situation  and  others,  show  that  lay  control  can  be 
followed  by  disruption,  factionalism,  antagonism, 
and  even  violence.  This  offers  no  benefit  to  any- 
one, least  of  all  to  the  sick  patient.  The  consum- 
er or  other  beneficiaries  are  often  lost  sight  of  and 
become  pawns  in  the  power  struggle.  Nor  should 
the  local  specific  discussion  be  expanded  and  be 
broadened  to  include  all  evils,  injustice,  in  gener- 
al, and  other  extraneous  issues  outside  of  the  hos- 
pitals’ problems  as  such,  to  include  all  social 
problems  and  ills.  Activist  individuals  and 
groups  are  often  determined  to  prove,  above  all 
else,  that  nothing  can  work,  just  to  prove  the 
whole  system  impossible.  This  is  obviously  non- 
productive and  paralytic  and  can  serve  no  useful 
purpose. 

Lay  control  has  led  to  flagrant  abuses  in  the 
past.  Witness  the  scandals  of  long  ago  when  the 
American  Legion  posts  took  control  of  veterans’ 
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facilities.  Recently  a drunken  member  of  a lay 
board  of  a municipal  hospital,  a community  rep- 
resentative, disrupted  an  emergency  unit,  all  the 
while  shouting  “I  am  a member  of  the  Board  and 
running  the  show.”  The  latter  incident  is  hardly 
one  to  stress  at  all  because  it  represents  a human 
frailty  that  can  affect  all,  physicians  included. 
Important,  however,  is  the  underlying  potential 
it  reveals  for  interference  with  good  care  for  the 
patient  when  unilateral  lay  control,  without 
checks  and  balances,  takes  over.  This  is  a dis- 
tinct danger  and  is  inherent  when  demanding  self- 
serving  unqualified  laymen  seek  to  obtain  power 
and  control,  and  compensate  for  lack  of  knowl- 
edge of  the  field  they  are  thus  placed  in  a position 
to  judge. 

In  medical  projects,  particularly,  why  must  the 
demand  be  for  51  per  cent  of  laymen  or  consumer 
representation?  What  is  the  magic  of  this  figure? 
Does  not  the  essence  of  benefit  lie  in  genuine  con- 
cern for  all,  by  all,  individually  and  together,  not 
by  any  single  specified  group?  Does  not  this  con- 
cern for  the  totality,  embracing  all,  mean  more 
than  any  arbitrary  set  figure  or  percentage  of  rep- 
resentation? As  a physician  member  of  a board 
of  directors,  and  of  its  executive  committee,  I 
found  myself  often  opposing  the  demands  of  phy- 
sicians in  the  group  whenever  it  seemed  to  me 
that  this  was  not  conducive  to  good  for  the  whole. 
Safeguards  to  avoid  any  single  group  taking  over 
and  determining  policy  unilaterally  to  the  disad- 
vantage of  others  is  imperative,  with  and  without 
a fixed  51  per  cent  being  assigned  to  any  single 
group,  whether  it  be  consumer  or  supplier.  Ear- 
nestness of  effort  and  genuine  consideration  of  the 
needs  of  the  whole,  and  not  the  selfish  interests  of 
any  specified  single  group,  is  the  positive  con- 
structive force  to  be  sought  for  in  any  plan  of  or- 
ganization. 

In  any  medical  effort  a positive  approach  by  the 
doctor  is  obviously  necessary.  The  physician 
must  have  the  proper  physical  and  mental  envi- 
ronment for  his  work;  he  must  be  happy  in  his 
work.  He  must  be  free  from  extraneous  influence 
so  that  he  can  do  his  all-important  job  without  in- 
terference. Medical  care  always  has  been  and  will 
remain  a labor  of  love.  You  cannot  force  it  nor  le- 
gislate it  by  any  power  structure.  It  cannot  be 
compelled,  flagellated,  or  overruled,  if  it  is  going 
to  be  effective,  personal,  and  of  highest  quality. 
It  would  be  better  to  coddle  the  doctor  a little  so 
as  to  permit  the  very  desirable,  very  helpful  pa- 
tient-doctor relationship  to  evolve  naturally. 
Laymen  or  consumers  (51  per  cent  or  95  per 
cent)  cannot  dictate  the  deep-rooted  nature  of 
that  relationship  of  physician  to  patient  and  vice 


versa;  this  precious  relationship  must  be  fostered 
for  it  is  all  important.  It  goes  beyond  any  and  all 
rules  and  regulations. 

No  physician  is  worth  his  salt  if  he  is  subjugat- 
ed, if  his  independence  is  encroached  on  and  the 
free  expression  of  his  personal  relationship  to  his 
patient  is  thwarted.  The  physician’s  judgment 
can  be  depended  on  to  be  for  the  benefit  of  the 
patient  only,  and  only  then,  if  the  physician  is 
free. 

Self  discipline  of  all  participants  is  necessary  in 
all,  in  each  separate  individual  and  subgroup  in 
the  overall  group  arrangement,  and  this  includes 
all  physicians,  too.  For  the  doctor,  control  and 
discipline  by  his  peers  is  the  answer;  they  are  in  a 
position  to  know  and  to  understand  the  medical 
aspects  of  the  physician’s  problems.  That  is  the 
effective  force  and  assures  good  medical  care  for 
the  patient.  Nor  can  physicians  properly  demand 
total  control  on  their  own,  as  they  did  not  so  long 
ago  in  all  closed  panel  group  practice.  Abuses 
can  appear  then,  too,  though  we  prefer  to  think 
that  such  is  much  less  likely  to  follow  with  physi- 
cians and  would  never  be  flagrant. 

What  we  need  is  sufficient  input  by  physicians 
and  by  all  interested  parties  with  no  exclusive  or 
sole  control  by  any  single  group.  In  essence  and 
of  necessity,  cooperation  and  understanding  will 
then  follow.  PSRO  (Professional  Standards  Re- 
view Organization)  represents  another  control 
over  medical  care  and  the  physician.  Thus  an- 
other control  over  the  physician  has  been  created. 
This  renders  the  old  appeal  for  strong,  outside,  lay 
control  of  doctors’  workshops  unwarranted,  un- 
necessary, and  obsolete:  at  this  time  now  more  so 
than  ever.  Unilateral  control,  then,  now  offers 
only  all  the  features  that  can  do  harm  to  medical 
care  with  none  of  its  benefits.  The  patient  as 
consumer  is  served  best  by  a proper  balance  with 
shared  responsibility  in  the  control  structure  of 
the  group,  structured  to  reflect  all  interests.  This 
can  be  done  with  preservation  of  autonomy  for  the 
physician,  and  his  ability  to  give  physical  and 
psychological  care  to  his  patient  as  a whole.  With 
clearly  defined  areas  of  responsibility  and  authori- 
ty, a constructive  program  of  balanced  care  is  pos- 
sible, for  with  such  arrangements,  a level  of  trust 
and  confidence  in  all  participating  groups — the 
bedrock  of  it  all — will  be  forthcoming.  There  is 
no  room  for  disruptive,  activist  control  of  the 
workshops  of  physicians  by  any  group,  dissatisfied 
with  their  own  care  specifically,  or  with  this  very 
imperfect  world  in  general. 

It  follows  then  that  full-fledged  participation  by 
all,  yes;  arbitrary  control  by  a few  or  any  single 
group,  no! 

A.  A.  A. 
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Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 
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on  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 
AVAILABLE:  1 Vz  and  4 oz.  cans.  Approximately 
125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than  effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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The  splash  of  a forcefully  voided  stream  of  urine 
into  a commode  generates  a fine  aerosol  of  drop- 
lets that  is  widely  distributed  over  the  confines  of 
the  family  bathroom.  The  curious  infant  who 
stands  nearby  or  later  crawls  on  the  floor,  or  plays 
in  the  fluffy  sheets  and  underthings  in  the  “dirty 
clothes  hamper,”  may  be  the  unwitting  recipient 
of  any  pathogenic  tubercle  bacilli  in  the  father’s 
urine.  It  is  an  unavoidable  reality  that  urine  has 
a ubiquitous  distribution  among  even  fastidious 
families.  Consider  the  chain  of  events  which  oc- 
curs when  any  member  of  the  family  is  given  med- 
ications containing  a red  or  blue  dye.  Initially, 
the  color  stains  the  patient’s  underclothing,  then 
the  bed  sheets.  Later,  it  may  appear  on  the  pil- 
low cases,  and  even  the  laundry  hamper  may  be- 
come indelibly  stained.  Eventually  it  will  appear 
on  the  dish  towels  and  on  dishes  in  the  kitchen 
cabinet.  The  walls  and  floor  around  the  toilet 
may  be  stained  for  a considerable  distance  by  the 
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It  has  been  shown  previously  that  children  of  parents 
with  genitourinary  tuberculosis  may  manifest  an  in- 
creased incidence  of  skin  test  conversion,  perhaps 
related  to  the  ubiquitous  distribution  of  acid-fast 
laden  urine  droplets  within  their  households.  As  a 
separate  clinical  entity,  however,  genitourinary  tu- 
berculosis in  the  pediatric  age  group  is  not  common. 
Nevertheless,  it  is  unfortunate  if  renal  lesions  are 
undetected  because  of  a low  index  of  suspicion  in 
children  with  positive  purified  protein  derivative 
skin  tests  or  clinical  evidences  of  pulmonary 1 or 
miliary  tuberculosis.  Symptoms  and  clinical  find- 
ings may  be  subtle,  but  the  disease  tends  to  invade 
and  destroy  both  kidneys  if  unsuspected  and  un- 
treated. Assiduous  bacteriological  testing  followed 
by  specific  triple-drug  chemotherapy  for  two  years 
based  on  drug  susceptibility  tests  provides  the  most 
effective  means  for  halting  this  formerly  lethal  dis- 
ease. 


droplets  which  had  previously  gone  undetected 
because  the  urine  was  colorless. 

In  less  fastidious  families,  the  interface  between 
urine  and  family  members  widens  even  further.  If 
one  adds  the  urinary  frequency,  urgency,  and  oc- 
casional involuntary  voidings  of  individuals  whose 
bladders  demonstrate  the  irritable  spasticity  that 
comes  from  tuberculous  ulcerations,  the  likelihood 
of  exposure  of  other  members  of  the  family  to  tu- 
berculous urine  increases  even  further. 

The  possibility  that  children  of  parents  with 
genitourinary  tuberculosis  might  acquire  tubercu- 
losis from  the  parents  whose  urines  were  infested 
was  studied  by  Vasquez  and  Lattimer  in  1959. 1 
Fifty  children  under  thirteen  years  of  age  were 
studied.  All  had  been  living  with  parents  who 
had  been  known  to  be  discharging  Mycobacterium 
tuberculosis  in  the  urine  but  were  otherwise  free  of 
signs,  symptoms,  and  x-ray,  gastric,  or  laboratory 
evidence  of  active  open  pulmonary  tuberculosis,  so 
far  as  could  be  determined.  Twenty-two  per  cent 
of  these  children  acquired  a positive  tuberculin 
reaction,  a figure  greater  than  the  usual  figure  of 
10  per  cent  or  less  of  positive  reactors  in  the  gen- 
eral population  of  this  same  age.  All  the  skin-test 
converter  findings  showed  negative  urinalyses, 
physical  examinations,  and  chest  and  abdominal 
x-ray  film  studies.  No  evidences  of  intrinsic  tu- 
berculous foci  were  found  to  explain  the  skin-test 
conversion.  While  they  recognized  that  simulta- 


October  1 , 1 973  / New  York  State  Journal  of  Medicine  2325 


AGE  9 AGE  12  AGE  16  AGE  19 


( rvpnth ) 

FIGURE  1 Progressive  deterioration  in  solitary  kidney 
of  child  afflicted  with  renal  tuberculosis  Circle  marks 
first  lesion  of  disease  which  then  spread  through  entire 
kidney. 


neous,  silent  pulmonary  lesions  (in  the  parents) 
are  often  hard  to  detect,  22  per  cent  is  a very  high 
incidence,  and  the  contaminated  urine  was  un- 
deniably present. 

Not  only  is  it  hard  to  realize  that  problems  exist 
with  respect  to  the  communicability  of  tuberculo- 
sis to  children  via  the  urine,  but  similarly  the  very 
different  problem  regarding  evolution  of  renal  tu- 
berculosis in  the  pediatric  age  group  has  a very  in- 
sidious sequential  history.  Genitourinary  tuber- 
culosis is  not  common  in  children,  as  evidenced  by 
the  fact  that  in  the  twenty-five  years  between 
1946  and  1971  only  30  patients  with  this  disease 
were  seen  on  the  pediatric  urology  service  of  the 
Babies  Hospital  at  the  Columbia-Presbyterian 
Medical  Center.  This  was  despite  the  fact  that  in 
one  survey  as  many  as  50,000  New  York  City 
school-age  children  were  estimated  to  be  infected 
with  pulmonary  tuberculosis.2  Since  destructive 
urologic  tuberculosis  eventually  developed  in  4 to 
8 per  cent  of  patients  with  a pulmonary  focus  in 
the  past,  some  explanation  for  the  low  incidence 
in  children  must  be  sought.  Perhaps  the  time  lag 
between  the  discovery  of  the  pulmonary  lesion' 
and  the  development  of  a renal  lesion  that  has 
grown  large  enough  to  cause  symptoms  may  well 
be  the  explanation. 

Certainly  time  is  required  for  the  spread  and 
then  the  activation  of  a renal  lesion  on  the  basis  of 
Obrant  et  al.,3  observation  that  a time  lag  of  two 
to  twenty  years  (an  average  of  eight  years)  existed 
between  the  initial  pulmonary  tuberculous  infec- 
tion and  the  diagnosis  of  urinary  tract  involve- 
ment in  his  cases.  It  is  unfortunate  if  renal  le- 
sions go  unsuspected  because  of  a low  index  of 
suspicion  in  children  with  positive  purified  protein 
derivative  or  clinical  evidence  of  tuberculosis  else- 
where, when  one  considers  the  seriousness  of  this 
disease  which  tends  to  invade  and  destroy  both 
kidneys  if  untreated.  This  is  illustrated  in  Figure 
1 which  shows  (just  prior  to  modern  chemothera- 
py) the  progression  of  untreated  tuberculosis  in  a 
child’s  only  kidney  which  ultimately  caused  her 
death  from  uremia  at  nineteen  years  of  age.  Un- 
fortunately, the  symptoms,  if  any  (17  of  our  30 


child  patients  were  urologically  asymptomatic), 
are  non  specific,  such  as  a mild  dysuria  or  fre- 
quency, although  5 children  did  have  gross  hema- 
turia. On  intravenous  pyelogram  studies,  it  was 
determined  that  10  of  these  children  had  normal 
kidney  morphology.  There  were,  however,  several 
nonurologic  forms  of  clinical  tuberculosis  which 
were  associated  with  the  findings  of  acid-fast  ba- 
cilli in  the  urine.  Nine  children  had  clinical  mili- 
ary tuberculosis.  Eight  patients  had  known  bone 
tuberculosis  of  the  hip  and  pelvis.  Five  patients 
had  tuberculous  meningitis,  and  2 had  hard  tu- 
bercular epididymal  masses  presenting  symptoms 
of  epididymitis. 

Comment 

The  excellent  works  by  Medlar4  regarding  the 
pathogenesis  of  kidney  tuberculosis  indicated  that 
a hemic  dissemination  from  a pulmonary  or  other 
primary  lesion  into  cortical  or  glomerular  arteri- 
oles initially  occurs,  leading  to  the  formation  of 
tiny  caseous  tubercles  in  many  glomeruli.4-5  Not 
all  these  tiny  lesions  progress,  however,  and  most 
heal  spontaneously.  If  these  glomerular  tubercles 
do  not  heal  quickly  the  organisms  may  spill  down 
the  nephron  and  appear  in  the  urine.  Medlar4 
felt  that  patients  with  tubercle  bacilli  in  the  urine 
always  had  a sloughing  renal  lesion,  no  matter 
how  small.  He  indicated  that  similar  lesions 
probably  were  present  in  both  kidneys  because  of 
the  hemic  nature  of  the  dissemination,  even  if  not 
clinically  detected  on  intravenous  pyelogram;  in- 
deed, 10  of  our  patients  had  normal  looking  intra- 
venous pyelograms  and  11  others  showed  unilater- 
al lesions  only.  Cavities  form  because  bacilli, 
passing  down  the  nephron  from  the  tubercle  in  the 
glomerulus,  are  caught  in  the  narrow  loop  of 
Henle,  causing  a confluence  of  tubercles  in  the 
medulla.  Such  an  area  may  caseate  and  the  pro- 
teolytic enzymes  in  the  caseous  materials  may  in- 
duce erosion  into  a calyx,  causing  a small  open 
cavity  in  the  medulla  which,  like  an  “open”  cavity 
in  a bronchus,  rarely  heals  spontaneously.  If  a 
cavity  forms,  it  often  causes  destructive  caseation 
necrosis  of  the  entire  lobule  of  the  kidney.  When 
the  caseous  material  sloughs  into  the  calyx,  the 
typical  “moth-eaten”  irregular  cavity  appears  and 
is  easily  recognized  radiographically.  The  process 
then  may  spread  and  involve  the  entire  renal  pel- 
vis and  ureters  with  tuberculous  granulations. 
Because  of  the  hemic  pathogenesis,  multiple  foci 
may  start  in  several  pyramids  simultaneously. 
(Alternatively,  the  caseous  contents  of  a pyramid 
may  be  retained  and  a large  bulging  mass  of  case- 
ous material  may  remain  trapped  in  a calyx  whose 
neck  is  strictured.  This  may  calcify,  leaving  a 
large  area  of  mortar-like  caseous  material  replac- 
ing the  pyramid.)  If  untreated,  the  disease  in- 
fects, by  topical  spread  through  the  urine,  both 
ureters,  the  bladder,  and,  in  the  male,  the  pros- 
tate and  epididymis.  Ureteral  strictures  and 
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irregularities  may  then  occur.  Isolated  bladder 
ulcers  may  form  in  patches  on  the  bladder  wall 
with  ultimate  contracture  of  the  capacity  of  the 
bladder  due  to  fibrosis,  causing  disabling  urinary 
frequency  and  dysuria.  This  latter  complication 
has  rarely  been  seen  in  childhood,  however,  prob- 
ably due  to  “early”  detection  before  the  process 
had  an  opportunity  to  develop. 

The  discharge  of  acid-fast  bacilli  into  the  urine 
appears  to  be  intermittent,  and  cultures  positive 
for  M.  tuberculosis  are  not  always  found  in  all  the 
urine  specimens  of  patients  suspected  of  having 
genitourinary  tuberculosis.  In  this  group  of  pa- 
tients, frequent  cultures  for  acid-fast  bacilli  are 
thus  important.  In  general,  three  early  morning 
voided  urine  specimens  are  obtained  for  culture 
for  acid-fast  bacilli.  These  appear  to  be  about  as 
accurate  when  concentrated  as  twenty-four  hour 
concentrates,  and  are  much  easier  to  process.  If 
the  index  of  suspicion  is  high,  a greater  number  of 
first-voided  urine  specimens  is  certainly  advisable. 
In  difficult  cases,  with  a high  index  of  suspicion, 
three  morning  specimens,  three  twenty-four  hour 
specimens,  and  three  guinea  pig  inoculations 
might  yield  an  even  higher  percentage  of  positive 
cultures;  but  very  few  laboratories  will  bother 
with  twenty-four-hour  urine  or  with  guinea  pig 
tests  any  more,  owing  to  the  increased  labor  and 
facilities  needed.  (The  infrequent  retrieval  of  so- 
called  “atypical”  mycobacteria  in  the  urine  still 
poses  a clinical  dilemma  since  their  place  as  a def- 
inite cause  of  disease  in  the  urinary  tract  has  not 
been  conclusively  proved  and  they  are  frequently 
“resistant”  to  routine  antituberculosis  drugs.) 

The  development  of  effective  oral  antituberculo- 
sis medications  such  as  isoniazid,  PAS,  (para- 
aminosalicylic  acid),  cycloserine,  ethambutol, 
ethionamide,  and  now  rifampin,  have  permitted 
effective  chemotherapy  of  genitourinary  tubercu- 
losis without  the  use  of  injected  drugs  such  as 
streptomycin  and  kanamycin.  Only  in  rare  in- 
stances where  refractory  organisms  are  encoun- 
tered have  parenteral  medications  been  required. 
Specific  triple-drug  chemotherapy  has  generally 
proved  effective  in  arresting  the  disease  process 
regardless  of  the  extent  of  activity  of  the  disease. 
At  times  this  has  required  the  reapplication  of 
new  combinations  of  drugs  to  patients  demon- 
strating a relapse  or  drug  resistance.  In  general, 
nephrectomy  has  not  been  required  except  under 
the  infrequent  conditions  of  intractable  pain  for 
more  than  a year,  the  recent  onset  of  hypertension 
due  to  nonfunctioning  kidney,  uncontrollable  fever 
from  secondary  infection  behind  a tuberculous 
ureteral  stricture,  failure  of  persistent  chemother- 
apy, or  the  development  of  an  unusual  mycobac- 
terium resistance  pattern.  Overall,  triple-drug 
chemotherapy  appears  to  be  most  effective,  and 
we  have  had  few  failures  if  the  drugs  are  kept  up 
for  two  continuous  years.  The  rationale  for  two 
years  of  chemotherapy  is  based  on  bacteriologic 


findings  of  attenuated  but  viable  tubercle  bacilli 
in  resected  specimens  after  one  year  of  triple-drug 
therapy.  Hopefully,  two  years  may  bring  about 
sterilization  of  even  the  caseous  material  in  these 
lesions.  Clinical  results  are  encouraging  to  date. 
The  length  of  treatment  might  require  an  exten- 
sion if  the  renal  lesions  appeared  large  or  if  the 
patient’s  general  condition  appeared  to  be  precar- 
ious. The  most  commonly  used  regimen  consists 
of  isoniazid,  PAS,  cycloserine,  and  pyridoxine 
(B6).  Sodium  PAS  appeared  to  have  fewer  gas- 
trointestinal side-effects  than  did  other  forms  of 
PAS.  If  the  patient  could  not  tolerate  any  of 
these  drugs,  streptomycin  might  be  substituted 
briefly.  Ethionamide,  ethambutol,  and  rifampin 
have  not  been  required  on  our  pediatric  urologic 
unit  as  yet,  due  to  the  decreased  tuberculosis  case 
load  in  children.  Streptomycin  has  not  had  to  be 
used  in  any  pediatric  case  wherein  resistance  had 
developed  but  is  always  available.  Drug-suscepti- 
bility testing  of  the  particular  organism  provides 
the  best  information  regarding  the  most  effective 
combination  of  drugs  in  the  small  number  of  cases 
in  which  relapse  may  occur. 

Careful  monitoring  of  intravenous  pyelography, 
renal  function,  and  urine  cultures  during  chemo- 
therapy and  for  ten  years  of  followup  has  permit- 
ted chemotherapy  largely  to  replace  surgical  extir- 
pation as  a means  of  controlling  genitourinary  tu- 
berculosis. Removal  of  kidneys,  even  when  they 
show  gross  distortions  of  morphology,  is  rarely 
necessary  under  these  conditions.  Successful  re- 
sults from  this  chemotherapeutic  approach  ap- 
proximate 100  per  cent  and  are  far  superior  to 
those  obtained  by  nephrectomy  alone. 

Summary 

The  ubiquitous  distribution  of  urinary  droplets 
within  most  households  may  be  worthy  of  consid- 
eration when  a family  member  is  discharging 
acid-fast  bacilli  in  his  urine.  Children  of  parents 
with  genitourinary  tuberculosis  may  indeed  mani- 
fest skin-test  conversion  under  these  circumstanc- 
es. 

As  a distinct  clinical  entity,  genitourinary  tu- 
berculosis in  the  pediatric  age  group  is  not  com- 
monly seen.  (In  the  twenty-five  years  between 
1946  and  1971  only  30  patients  with  tuberculosis 
of  the  urinary  tract  were  seen  on  the  pediatric 
urology  service  of  the  Babies  Hospital  of  Colum- 
bia-Presbyterian  Medical  Center.)  It  does  have  a 
place,  however,  in  pediatric  urologic  differential 
diagnosis  although  the  symptoms,  if  any,  are  often 
nonspecific,  for  instance,  mild  dysuria  or  frequen- 
cy, and  the  intravenous  pyelograms  may  show 
normal  kidneys. 

Positive  urine  cultures  for  acid-fast  bacilli  have 
been  seen  in  children  with  bone,  miliary,  and 
epididymal  tuberculosis  as  well  as  tuberculous 
meningitis.  It  is  unfortunate,  however,  if  renal 
lesions  are  undetected  because  of  a low  index  of 
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suspicion  in  children  with  a positive  purified  pro- 
tein derivative  or  other  clinical  evidences  of  pul- 
monary tuberculosis,  when  one  considers  the  seri- 
ousness of  this  disease  which  tends  to  invade  and 
destroy  both  kidneys  if  unsuspected  and  untreated 
(Fig.  1).  The  symptoms  and  clinical  findings  may 
be  subtle  but  the  potential  for  marked  and  rapid 
renal  deterioration  is  quite  obvious. 

Assiduous  bacteriologic  testing  for  genitourinary 
tuberculosis,  followed  by  specific  triple-drug  che- 
motherapy for  two  years,  based  on  drug-suscepti- 
bility test  findings,  provides  the  most  effective 
means  of  halting  this  formerly  deadly  disease. 
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Mitral  stenosis 


A comprehensive  review  of  mitral  stenosis  providing 
an  in-depth  analysis  of  the  current  concepts  relative  to 
mitral  stenosis  and  rheumatic  heart  disease  is  given  by 
A.  Selzer  and  K.  E.  Cohn  (Circulation  45:  878  [April] 
1972).  Among  the  interesting  points  brought  out  is  a 
new  concept  for  the  progression  of  mitral  stenosis. 
Heretofore,  it  has  been  felt  that  the  progression  of 
mitral  stenosis  is  due  to  a smoldering  subclinical 
chronic  rheumatic  activity  resulting  in  progressive  mi- 
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tral  stenosis.  The  authors’  hemodynamic  and  patho- 
logic data  support  another  hypothesis.  These  data 
suggest  that  there  is  an  accelerated  phase  for  progres- 
sive mitral  stenosis  occurring  in  the  fourth  and  fifth 
decade,  a period  when  subclinical  rheumatic  activity  is 
felt  to  be  diminishing.  They  propose  an  alternative 
mechanism  that  is  unrelated  to  a chronic  rheumatic 
carditis,  and  propose  that  the  initial  insult  results  in  a 
nonspecific  rheumatic  valvulitis,  which  results  in  scar- 
ring of  the  mitral  valve.  This  scarring,  in  turn,  pro- 
duces changes  in  the  valve  that  are  capable  of  perpet- 
uating themselves  in  a nonspecific  manner,  resulting  in 
further  mitral  stenosis  and  calcification. 
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Gamekeeper’s  Thumb 

Result  of  skiing  injuries 


Gamekeeper’s  thumb  is  an  eponym  which  describes 
rupture  of  the  ulnar  collateral  ligament  of  the 
metacarpophalangeal  joint  of  the  thumb  Skiing 
injuries  have  resulted  in  this  entity.  Its  subtle 
presentation  frequently  leads  to  missed  diagnoses  or 
inadequate  treatment,  resulting  in  chronic  disabil- 
ity because  of  weakness  in  pinch.  The  mechanism 
of  injury  occurs  secondary  to  a hyperabduction  or 
hyperextension  force  applied  to  the  metacarpopha- 
langeal joint  of  the  thumb.  In  skiing  it  results  when 
the  thumb  is  pressed  forcibly  against  the  ski  pole 
when  the  skier  falls  forward,  or  against  the  snow 
when  the  skier  falls  backward.  Tenderness,  joint 
instability,  and  positive  stress  x-ray  films  will  verify 
this  diagnosis.  Two  representative  cases  are  pre- 
sented for  illustrative  purposes. 


ROBERT  J.  SCHULTZ,  M.D. 

The  Bronx,  New  York 

JAMES  M.  FOX,  M.D. 

The  Bronx,  New  York 

From  the  Department  of  Orthopedic  Surgery,  Hospital  of  The 
Albert  Einstein  College  of  Medicine 


The  sport  of  snow  skiing,  both  competitive 
and  recreational,  is  fast  becoming  a most  popular 
winter  activity.  The  fast-growing  accessibility  of 
facilities  not  only  enables  several  million  Ameri- 
cans to  enjoy  the  sport,  but  also  exposes  them  to 
the  numerous  risks  of  high-velocity  injury. 

Physicians  who  are  involved  with  the  treatment 
of  skiing  injuries  (those  in  primary  receiving  facili- 
ties in  the  mountain  areas,  and  also  those  close  to 
the  patients’  homes,  which  may  be  several  hun- 
dred miles  from  the  resort)  are  well  aware  of  the 
complexities  of  injuries  to  the  lower  and  the  ob- 
vious deformities  of  the  upper  extremities. 

The  authors,  however,  have  become  concerned 
with  an  injury  that  often  goes  unrecognized  or  is 
considered  to  be  innocuous,  and  which,  in  fact,  if 
untreated,  can  result  in  a significant  chronic  disa- 
bility. This  injury  is  the  rupture  of  the  ulnar  col- 
lateral ligament  of  the  metacarpophalangeal  joint 
of  the  thumb;  the  result  is  often  referred  to  as 
“gamekeeper’s  thumb.” 

In  light  of  this  subtle  presentation  of  the  injury 
and  its  debilitating  nature,  this  report  is  written 
to  (1)  bring  about  an  awareness  of  the  injury  and 
its  serious  disability,  (2)  present  the  mechanism  of 
injury  so  that  the  physician  may  become  alerted 
to  its  presence  on  reviewing  the  history,  (3)  pres- 
ent the  pathology  and  physical  findings,  and  to 
(4)  stress  the  importance  of  both  routine  and 
stress  x-ray  examinations  as  diagnostic  aids. 

It  is  not  our  purpose  to  propose  or  evaluate  any 
particular  method  of  treatment,  although  we  do 
wish  to  emphasize  that  early  diagnosis,  with  its 
attendant  treatment,  is  important  in  the  preven- 
tion of  chronic  disability. 

Of  eight  patients  who  were  treated,  3 required 
surgical  correction  and  5 were  treated  conserva- 


tively by  casting.  Two  representative  cases  will 
be  presented  for  illustrative  purposes. 

Case  reports 

Case  1.  A twenty-eight  year-old  female  ski  instruc- 
tor injured  her  right  thumb  one  week  prior  to  seeking 
treatment.  At  that  time,  while  ski  racing,  she  fell  for- 
ward and  attempted  to  break  the  fall  by  using  her  ski 
poles,  but  her  momentum  continued  to  take  her  for- 
ward. As  the  forward  forces  continued,  her  hand,  and 
principally  the  thumb,  were  forcibly  pressed  against 
her  ski  pole,  at  which  point  the  patient  noted  immedi- 
ate pain  in  the  thumb  of  her  right  hand.  She  was 
taken  to  the  local  facility  where  x-ray  films  revealed  a 
fracture  at  the  base  of  the  proximal  phalanx  of  the 
right  thumb.  She  was  treated,  a light  taped  dressing 
was  applied,  and  she  was  told  that  she  might  resume 
her  routine  activities.  One  week  post  injury,  because 
of  persistent  pain,  the  patient  sought  further  consulta- 
tion. At  this  time,  she  complained  of  weakness  in 
pinch  as  well  as  pain  in  the  thumb  with  pinch. 

Pertinent  physical  findings  were  limited  to  the  right 
hand  which  revealed  diffuse  swelling  and  tenderness 
over  the  ulnar  aspect  of  the  metacarpophalangeal  joint 
of  the  thumb.  There  was  instability  of  the  ulnar  as- 
pect of  this  joint  to  radial  stress.  X-ray  films  at  this 
time  revealed  the  presence  of  an  avulsion  fracture  at 
the  base  of  the  ulnar  aspect  of  the  proximal  phalanx  of 
the  thumb.  Stress  x-ray  findings  confirmed  the  insta- 
bility (Fig.  1A). 

Open  reduction  and  internal  fixation  of  the  fracture 
were  recommended.  The  patient,  however,  refused 
surgery,  and  was  placed  in  a short  arm  cast  with 
thumb  spica.  Three  years  post  injury,  the  patient  is 
doing  relatively  well  and  experiencing  no  pain  but 
some  weakness  in  power  pinch. 

Case  2.  A twenty-seven-year-old  male  was  relatively 
well  until  five  days  prior  to  being  seen,  at  which  time 
he  was  skiing  rapidly  and  fell  backward  on  his  out- 
stretched hand,  sustaining  an  injury  to  his  thumb,  and 
fracturing  the  head  of  his  radius.  At  a local  facility. 
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FIGURE  2 (A)  Implantation  of  ski  pole  can  cause 

forceful  abduction  and  extension  of  thumb  as  skier's 
momentum  carries  body  forward  (B)  Forceful  abduc- 
tion of  thumb  as  result  of  backward  fall  onto  hand 


thumb,  most  marked  on  the  ulnar  surface,  and  insta- 
bility of  the  ulnar  aspect  to  radial  stress. 

Routine  x-ray  films  of  the  thumb  did  not  reveal  any 
abnormality.  Stress  x-ray  films,  however,  revealed  in- 
stability on  the  ulnar  aspect  of  the  metacarpophalan- 
geal joint  of  the  thumb  (Fig.  IB).  The  patient  subse- 
quently had  surgical  stabilization  of  the  ulnar  aspect  of 
the  metacarpophalangeal  joint  of  the  thumb  by  reim- 
plantation of  the  ulnar  collateral  ligament  of  the 
thumb  into  the  base  of  the  proximal  phalanx. 

Comment 

The  term  “gamekeeper’s  thumb”  was  coined  in 
1955  to  describe  a disability  of  the  English 
gamekeeper  who,  as  an  occupational  hazard,  com- 
plained of  chronic  pain  and  weakness  of  the 
thumb-index  finger  grip.  These  symptoms  were 
felt  to  be  secondary  to  a rupture  of  the  ulnar  col- 
lateral ligament,  resulting  from  repetitive  twisting 
of  the  wounded  hare’s  neck  in  completing  the 
kill.*  The  term  now  has  been  applied  to  any 

‘Campbell,  C.  S.:  Gamekeeper’s  Thumb,  J.  Bone  and 

Joint  Surg.  37B:  148  (1955). 


FIGURE  1.  Stress  x-ray  films  (A)  Fracture  at  base  of 
proximal  phalanx  of  thumb  and  instability  of  metacar- 
pophalangeal joint.  (B)  Instability  of  metacarpophalan- 
geal joint  with  no  evidence  of  fracture 


the  patient  had  an  immediate  excision  of  the  head  of 
the  radius,  and  his  thumb  was  treated  with  a pressure 
bandage.  He  continued,  however,  to  complain  of  pain 
and  weakness  in  the  thumb,  and  thus  sought  further 
consultation.  Physical  examination  revealed  diffuse 
tenderness  of  the  metacarpophalangeal  joint  of  the 


injury  that  results  in  complaints  subsequent  to 
the  rupture  of  the  ulnar  collateral  ligament  of  the 
thumb. 

This  injury  can  occur  as  the  result  of  a skiing 
accident,  the  mechanism  of  injury  occurring  pri- 
marily in  two  patterns.  The  first  occurs  when  the 
skier  is  falling  forward  and  attempts  to  break  the 
fall  by  implanting  the  ski  pole.  His  momentum, 
however,  continues  to  carry  him  forward  and  his 
thumb  is  then  bent  backward  at  the  metacarpo- 
phalangeal joint  by  the  handle  of  the  implanted 
ski  pole  (Fig.  2A).  The  second  occurs  when  the 
patient  falls  backward.  The  thumb  strikes  the 
ground  and,  at  times,  becomes  wedged  in  the  soft 
snow.  As  the  skier  continues  to  slide  forward,  the 
resulting  forces  produce  the  injury  at  the  metacar- 
pophalangeal joint  (Fig.  2B). 

The  hyperabduction  of  hyperextension  forces  at 
the  metacarpophalangeal  joint  then  give  rise  to 
the  pathologic  condition,  a rupture  of  the  ulnar 
collateral  ligament  at  the  metacarpophalangeal 
joint  of  the  thumb,  or  to  an  avulsion  fracture  at 
the  insertion  of  the  collateral  ligament  into  the 
base  of  the  proximal  phalanx  of  the  thumb  if  the 
ligament  itself  does  not  rupture. 

At  first  glance,  the  injury  may  be  one  that  ap- 
pears to  be  insignificant.  Untreated,  this  condi- 
tion results  in  persistent  instability  of  the  meta- 
carpophalangeal joint  of  the  thumb  on  the  ulnar 
border,  which  region  absorbs  a great  deal  of  force 
in  the  action  of  pinch.  As  the  thumb  and  index 
finger  are  pressed  forcibly  together,  the  now  un- 
stable joint  allows  the  thumb  to  drift  radialward, 
and  strong  pinch  cannot  be  accomplished. 

For  early  diagnosis,  the  physician  must  utilize 
all  his  faculties,  take  into  account  the  patient’s 
medical  history,  and  do  physical  and  radiographic 
examinations.  Clinical  examination  usually  re- 
veals generalized  swelling,  tenderness  at  the  ulnar 
margin  of  the  metacarpophalangeal  joint,  and  in- 
stability to  radial  stress.  At  times,  injection  of 
the  ulnar  side  of  the  metacarpophalangeal  joint 
with  local  anesthetic  is  necessary  to  relieve  the 


pain  so  that  instability  can  be  demonstrated. 
Comparison  with  the  opposite  extremity  is  essen- 
tial. 

Confirmation  by  x-ray  encompasses  two  types  of 
studies,  that  is,  routine  views  (anteroposterior, 
lateral)  and  stress  x-ray  films.  In  those  cases  in 
which  there  is  a fracture,  the  diagnosis  is  obvious 
and  it  probably  is  not  necessary  to  proceed  with 
further  special  x-ray  techniques  unless  the  ques- 
tion of  stability  exists. 

The  use  of  stress  x-ray  films  becomes  impera- 
tive to  demonstrate  the  rupture  of  the  ligament 
without  fracture  and  to  assess  the  instability.  It 
should  be  done  in  all  patients  in  which  the  injury 
is  suspected.  The  technique  is  simple.  The  ex- 
aminer, wearing  leaded  gloves,  places  his  thumb 
at  the  radial  side  of  the  metacarpophalangeal 
joint  to  act  as  a fulcrum;  his  opposite  hand  places 
counter  pressure  at  the  distal  aspect  of  the  pa- 
tient’s thumb.  The  patient’s  opposite  thumb  is 
filmed  for  comparison. 

Frequently,  as  with  stress  examination,  infiltra- 
tion with  local  anesthetic  is  needed  prior  to  x-ray 
filming. 

Summary 

“Gamekeeper’s  thumb,”  as  a skiing  injury,  has 
been  presented  inasmuch  as  the  diagnosis  is  fre- 
quently missed  or  the  entity  treated  lightly.  Be- 
cause of  resultant  chronic  disability,  early  diagno- 
sis is  imperative.  Two  mechanisms  of  injury  are 
described  as  well  as  the  pathology,  clinical  find- 
ings, and  supplementary  x-ray  procedures.  Most 
important  is  the  awareness  that  the  entity  can 
exist  with  any  hyperextension  or  hyperabduction 
injury  to  the  thumb. 

One  should  beware  of  the  diagnosis  of  “sprained 
thumb.” 
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Cromolyn  Sodium 

A panel  discussion 

Peter  Mawdslev,  M.D.,*  London , England. 
Disodium  cromoglycate,  or  to  give  it  its  United 
States’  generic  name,  cromolyn  sodium,  had  its 
origins  in  a program  which  Fisons  initiated  in 
1956  to  synthesize  analogs  of  khellin  in  an  at- 
tempt to  find  drugs  which  possessed  more  desir- 
able properties  than  the  naturally  occurring  com- 
pound. 

Khellin  originates  in  the  seeds  of  the  plant 
Ammi  visnaga,  which  grows  in  the  eastern  Medi- 
terranean, and  this  drug  has  been  used  since  an- 
cient times  as  a spasmolytic  for  the  relief  of  coro- 
nary pain  and  relaxation  of  the  bronchi.  Unfortu- 
nately, khellin’s  side-effects  of  nausea  and  vomit- 
ing are  rather  troublesome  and  these,  along  with 
poor  solubility  which  prevents  parenteral  adminis- 
tration, have  limited  the  use  of  the  drug.  It  was 
hoped  that  synthetic  analogs  could  be  developed 
which  would  be  at  least  as  potent  as  khellin  re- 
garding smooth-muscle  relaxant  properties,  but 
without  the  side-effects  of  the  parent  compound. 
The  new  compounds  were  screened  for  antispas- 
modic  activity  in  the  laboratory  and  also  in  an 
asthmatic  volunteer  to  assess  their  antagonism  to 
the  airway’s  obstruction  induced  by  histamine, 
carbachol,  and  antigen  challenge.  During  the 
1950s,  at  least  one  other  group  synthesized  an  ex- 
tensive series  of  analogs  of  khellin  but  had  not 
found  any  to  be  as  active  as  the  parent  compound, 
so  it  was  decided  to  concentrate  on  synthesizing 
compounds  with  increased  solubility.  A series  of 
2-carboxychromones  were  found  to  have  an  un- 
usual activity  in  that  they  partially  antagonized 
the  effect  of  antigen  challenge  for  a limited  time 
when  given  before  the  antigen  challenge,  although 
they  did  not  possess  any  bronchodilator  activity. 
Studies  of  structure-activity  relationships  were 
undertaken,  and  real  progress  was  made  in  1965 
with  the  synthesis  of  FPL  670,  a bischromone  with 
a high  degree  of  activity  and  an  adequate  duration 
of  action  for  clinical  use.  Chemically,  cromolyn 
sodium  is  1,3-bis  (2-carboxychromone-5-yloxy)-2- 
hydroxypropane ) . 

‘Director  of  Medical  Affairs,  Fisons  Limited,  London,  En- 
gland. 


Methods 

Two  programs  were  initiated:  one  to  try  to  find 
the  mechanism  of  action  of  FPL  670  (cromolyn  so- 
dium) and  the  other,  a program  of  development 
for  clinical  use. 

The  mode  of  action  has  still  not  been  complete- 
ly resolved,  but  a number  of  experiments  provide 
clues  as  to  a mechanism  of  action. 

First,  all  the  routine  pharmacologic  screens  re- 
veal that  cromolyn  sodium  does  not  possess  anti- 
inflammatory activity  or  smooth-muscle  relaxant 
properties,  is  not  an  antihistamine,  and  does  not 
antagonize  SRS-A  (slow  reacting  substance-A), 
5-hydroxytryptamine,  bradykinin,  acetylcholine, 
prostaglandins,  substance  P,  or  nicotine.  Cromo- 
lyn sodium  therefore  does  not  appear  to  be  exert- 
ing its  effect  by  influencing  the  known  physiologic 
variation  in  the  responsiveness  to  chemicals  such 
as  histamine. 

In  view  of  the  antagonism  in  the  antigen-chal- 
lenge studies  in  man,  one  obvious  area  for  study 
was  the  effect  of  cromolyn  sodium  on  immunologic 
mechanisms,  especially  the  ones  which  appear  to 
be  involved  primarily  in  the  immediate  asthmatic 
attack,  the  immunoglobulin  E-reaginic  antibody 
systems.  In  the  mid  1960s,  there  were  no  labora- 
tory animal  models  of  the  asthma  attack  in  man. 
Therefore,  the  best  available  model,  the  passive 
cutaneous  anaphylaxis  reaction,  was  studied,  and 
cromolyn  sodium,  at  certain  concentrations,  was 
found  to  inhibit  this  reaction  in  both  rats  and 
monkeys.  Microscopic  examination  of  subcuta- 
neous connective  tissue  taken  from  the  injection 
sites  of  these  animals  and  stained  with  toluidine 
blue  showed  inhibition  of  mast-cell  disruption  in 
the  presence  of  cromolyn  sodium. 

Another  model  involves  the  use  of  chopped 
human  lung  passively  sensitized  by  incubation 
with  reaginic  serum  from  an  allergic  patient. 
Subsequent  challenge  with  the  appropriate  anti- 
gen results  in  the  release  of  histamine  and  SRS-A. 
In  the  presence  of  10  to  20  micrograms  per  millili- 
ter of  cromolyn  sodium,  the  release  of  both  spas- 
mogens  is  significantly  reduced. 

In  short,  cromolyn  sodium  appears  to  work  by 
inhibiting  the  release  of  spasmogens  from  sensi- 
tized mast  cells. 

In  contrast,  cromolyn  sodium  has  little  in  the 
way  of  general  pharmacologic  activity.  The  ab- 
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sorption  following  oral  ingestion  is  only  about  1 
per  cent,  and,  therefore,  the  drug  has  to  be  ad- 
ministered by  inhalation.  Following  inhalation, 
about  10  per  cent  of  the  administered  dose  reaches 
the  lungs  and  is  rapidly  absorbed.  The  drug  is 
rapidly  cleared  and  excreted  unchanged  via  the 
kidneys  and  bile  in  approximately  a 50:50  ratio. 

Toxicity  studies  have  shown  that  the  drug  has  a 
low  order  of  toxicity,  the  only  significant  drug-re- 
lated lesions  being  renal  tubular  damage  at  daily 
doses  in  excess  of  30  mg.  per  kilogram,  that  is, 
about  250  times  the  dose  absorbed  by  human 
beings  on  a four-times-a-day  dosage  schedule. 
The  drug  is  not  teratogenic  and  does  not  inter- 
fere with  antibody  systems  concerned  with  body- 
defense  mechanisms.  Several  inhalation  studies 
in  primates  have  not  revealed  any  damage  to  the 
lungs  from  chronic  inhalation  of  the  powder  for  a 
time  of  up  to  one  year. 

Clinical  studies 

Cromolyn  sodium  is  supplied  as  a micronized 
powder  in  gelatin  capsules  containing  20  mg.  of 
the  drug  and  20  mg.  of  lactose  as  an  excipient, 
and  it  is  inhaled  via  a simple  turbo-inhaler  device 
which  also  pierces  the  capsules. 

Antigen-challenge  studies  have  been  reported 
by  many  investigators  in  several  different 
countries  and  have  confirmed  the  protective  ac- 
tion of  cromolyn  sodium  when  administered  be- 
fore the  challenge  with  a wide  range  of  antigens. 

Equally  interesting  are  the  reports  of  the  inhibi- 
tion of  asthma  induced  by  exercise  and  hyperven- 
tilation through  pretreatment  with  cromolyn  sodi- 
um. These  observations  would  suggest  that  this 
drug  may  also  act  through  nonimmunologic  mech- 
anisms. 

These  model  situations  and  the  laboratory  data 
indicated  that  cromolyn  sodium  should  be  effec- 
tive in  the  prevention  and  adjunctive  manage- 
ment of  bronchial  asthma,  particularly  where  al- 
lergy is  considered  to  be  a component  of  the  dis- 
ease. 

Extensive  clinical  trials  since  1965  have  con- 
firmed that  this  is  the  case,  and  cromolyn  sodium 
has  now  been  approved  for  commercial  issue  by 
over  80  countries  throughout  the  world,  beginning 
with  Britain  in  the  spring  of  1968.  During  this 
period,  no  serious  side-effects  from  cromolyn  sodi- 
um have  been  reported. 

This  drug  has  been  undergoing  clinical  study  in 
the  United  States  since  1966,  and  a new  drug  ap- 
plication has  been  submitted  to  the  FDA  (Food 
and  Drug  Administration). 

Earl  B.  Brown.  M.D..*  New  York  City.  In 
January,  1970,  we  undertook  a study  of  the  effects 
of  cromolyn  sodium  in  the  treatment  of  bronchial 
asthma.  Our  study  was  done  in  conjunction  with 
the  drug  committee  of  the  American  Academy  of 

‘R.  A.  Cooke  Institute  of  Allergy,  The  Roosevelt  Hospital. 


Allergy  and  therefore  followed  a protocol  set  up  by 
that  body.  It  was  a protocol  that  was  decided 
after  many  months  of  debate  and  was  finally 
agreed  on  by  all  the  participants  of  the  drug  com- 
mittee who  were  to  use  the  medication.  Sixteen 
of  the  patients  out  of  34  that  constituted  our 
study  group  were  included  in  the  total  reported  on 
by  Leonard  Bernstein,  M.D.,  at  the  1971  Ameri- 
can Academy  of  Allergy  meeting. 

All  patients  had  to  have  a bona  fide  history  of 
asthma  for  at  least  one  year.  They  had  to  have 
been  under  our  care  for  six  months  prior  to  the 
study  or  under  the  care  of  a colleague  with  whom 
we  were  closely  allied.  Two  of  the  patients  in- 
cluded in  this  report  were  under  the  care  of  Wal- 
ter R.  Kessler,  M.D.,  and  Bernard  R.  Feldman, 
M.D.,  for  at  least  a year  prior  to  our  exposing 
them  to  cromolyn  sodium.  The  patient  had  to 
have  wheezing  at  the  onset  of  the  study.  One  of 
our  chronic  asthmatics  became  asymptomatic  and 
was  dropped  after  one  week  of  placebo  therapy. 
The  patients  who  fitted  into  the  criteria  outlined 
were  randomly  selected  and  included  both  chil- 
dren and  adults. 

The  definitions  were  finally  agreed  on  for  the 
purpose  of  the  study:  an  extrinsic  asthmatic  had 
to  have  a positive  skin  test  result  to  at  least  one 
inhaled  allergen;  he  had  to  have  bona  fide  symp- 
toms of  either  rhinitis,  coryza,  or  asthma  when  ex- 
posed to  the  antigen,  and  the  symptoms  were 
sometimes  made  worse  with  infection.  An  intrin- 
sic asthmatic  had  negative  skin  test  reactions  to 
intradermals  of  1,000  protein-nitrogen  units. 
There  were  no  symptoms  that  could  be  deter- 
mined on  exposure  to  an  inhaled  antigen.  Symp- 
toms always  were  made  worse  with  infection. 

Method 

The  patients  were  submitted  to  a double-blind 
crossover,  that  is,  the  medication,  placebo,  and 
ingredients  were  coded  so  that  neither  the  patient 
nor  the  physician  knew  which  medication  the  pa- 
tient was  taking.  The  total  time  of  the  study  was 
nine  weeks.  The  first  week  was  used  to  acquaint 
the  patient  with  the  use  of  the  spinhaler,  to  learn 
how  to  use  the  lactose  pill,  and  to  start  keeping  a 
symptom  diary.  The  patient  recorded  the  daily 
symptoms  and  medication  used  on  a uniform 
diary  card.  The  physician  evaluated  the  patient 
every  two  weeks  before  looking  at  the  diary  card. 
His  evaluation  consisted  of  questioning  the  pa- 
tient concerning  symptoms  and  examining  the  pa- 
tient’s chest.  Finally,  the  patient’s  and  physi- 
cian’s evaluations  were  compared,  and  each  chose 
the  medication  he  thought  to  be  the  most  effec- 
tive. After  this,  a code  was  broken  for  the  indi- 
vidual patient,  and  if  they  both  agreed  that  the 
active  ingredient  was  effective,  the  patient  was 
placed  on  an  open  trial. 

Thirty-four  patients  started  the  study,  and  31 
completed  it.  One  patient  was  asymptomatic 
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after  one  week  of  lactose  inhalation,  and  1 patient 
had  a hypertensive  crisis  not  related  to  the  medi- 
cation and  was  removed  from  the  study.  The 
third  patient  found  the  medication  irritating  de- 
spite the  fact  that  it  was  effective  in  relieving 
asthma. 

As  could  be  expected,  the  younger-age  group  in- 
cluded mostly  extrinsic  asthmatics.  There  were 
some  mixed  intrinsic  and  extrinsic  patients  in  our 
group,  but  these  were  all  placed  in  the  extrinsic 
category  for  the  purpose  of  this  study,  as  deter- 
mined by  the  protocol.  For  some  reason,  the 
medication  was  much  more  effective  in  females  in 
our  study  than  in  males.  However,  as  you  may 
remember,  we  had  predominantly  females  in  the 
study  so  that  I do  not  know  the  significance  of  this 
particular  finding.  The  medication  was  much 
more  effective  in  the  extrinsic  group.  Of  22  pa- 
tients out  of  the  31  in  which  this  medication  was 
effective,  20  of  the  22  were  in  the  extrinsic  group, 
and  only  2 were  in  the  intrinsic  group.  Of  course 
it  is  possible  that  those  we  classified  as  being  in 
the  intrinsic  group  were  actually  extrinsic  and 
that  we  were  unable  to  isolate  an  antigen  causing 
the  difficulty.  One  wonders  whether  this  medica- 
tion would  also  be  effective  as  a diagnostic  tool  for 
this  reason. 

Conclusion 

Our  conclusion  is  that  cromolyn  sodium  is  most 
effective  in  extrinsic  asthma  and  in  the  vounger- 
age  group.  No  serious  side-effects  secondary  to 
this  medication  have  been  noted.  Extensive 
blood  studies  were  done  once  a month  while  the 
patients  were  under  our  care.  The  patient  was 
followed  with  routine  blood-pressure  determina- 
tions, and  specific  inquiries  were  made  about  any 
possible  side-effects.  In  two  thirds  of  our  chronic 
steroid  users,  steroids  were  eliminated  entirely. 
Finally,  we  suggest  that  this  drug  might  be  use- 
ful in  differentiating  extrinsic  from  intrinsic  asth- 
ma. 

Murrav  Dworetzkv.  M.D..*  New  York  City. 
As  discussed  previously,  this  interesting  drug  has 
been  shown  to  modify  immediate  type  I reactions 
by  inhibiting  the  release  from  mast  cells,  and  per- 
haps other  cells  and  tissue,  of  chemical  mediators, 
mainly  histamine  and  SRS-A.  The  many  studies 
that  have  been  carried  out  in  the  last  few  years 
have  failed  to  show  consistent  beneficial  effects, 
and  the  study  reported  here,  which  I carried  out 
with  George  Falk,  M.D.,  is  an  example  of  one  of 
the  less  enthusiastic  reports. 

Method 

A double-blind  crossover  trial  was  conducted 
with  capsules  containing  20  mg.  of  DSCG  (diso- 
dium cromoglycate)  or  cromolyn  sodium  and  20 
mg.  of  lactose,  while  placebo  capsules  contained  5 

‘Cornell  University  Medical  Center. 


mg.  of  sodium  sulphate  and  35  mg.  of  lactose. 
Sodium  sulphate  was  used  to  add  bitterness  to 
the  placebo  to  make  it  indistinguishable  from  the 
cromolyn  sodium.  To  maintain  uniformity  of  ob- 
servations, Dr.  Falk,  with  rare  exception,  adminis- 
tered the  capsules  and  examined  all  patients. 
The  patients  had  an  initial  history,  physical  ex- 
amination, and  the  usual  extensive  laboratory 
studies,  including  total  assessment  of  blood,  liver, 
and  kidney  function,  as  required  by  the  FDA  for 
whom  the  study  was  being  done. 

Patients  kept  a daily  record,  rating  their  symp- 
toms of  wheeze,  breathlessness,  tightness,  cough, 
and  sputum  according  to  a numerical  scale.  In 
addition,  the  number  of  asthma  attacks,  duration 
of  these  attacks,  and  medications  taken  were  list- 
ed. Examinations  on  weekly  visits  included  blood 
pressure,  weight,  pulse,  and  pulmonary  sounds. 
The  latter  were  noted  as  diffuse  or  localized  and 
graded  yes  or  no  during  inspiration  or  expiration 
and  after  cough. 

Pulmonary  function  studies  included  timed  and 
total  vital  capacity,  maximum  expiratory  flow 
rate,  maximum  midflow  rate,  and  maximum  vol- 
untary ventilation  before  and  after  bronchodila- 
tion.  These  studies  were  performed  every  two 
weeks. 

There  were  three  periods  of  study.  The  first 
consisted  of  a one-week  practice  session.  The 
testing  period  covered  exactly  eight  weeks  with  a 
one-month  trial  of  either  placebo  or  active  materi- 
al and  a crossover  at  the  end  of  four  weeks  to  the 
other.  Patients  were  seen  every  two  weeks  and 
had  a complete  battery  of  blood  tests,  respiratory 
functions,  and  examinations,  and  their  symptom 
cards  were  reviewed.  Results  of  only  the  last  two 
weeks  of  each  study  period  were  included  in  the 
study. 

We  are  able  to  report  on  18  patients,  of  the  con- 
siderably larger  number  we  had  originally  planned 
on,  who  carried  through  to  the  end  of  the  study. 
The  complex  data  of  individual  variables  were 
put  on  computers,  and  we  received  a print-out  to- 
gether with  statistical  analysis;  but,  in  my  opin- 
ion, the  sum  of  all  of  these  various  symptoms, 
signs,  medication  scores,  and  the  like,  add  very 
little  to  the  built-in  computer  between  the  ears  of 
each  patient,  provided  the  double-blind  study  is 
properly  carried  out.  Therefore,  particularly  in 
view  of  the  very  small  size  of  our  series,  I have  re- 
duced the  data  to  three  items:  (1)  physician 

evaluation  of  chest  symptoms,  (2)  patient  evalua- 
tion of  chest  symptoms,  and  (3)  patient  preference 
of  drug  versus  placebo. 

Phvsician  evaluation.  Seventeen  cases  were 
analyzed  through  physician  evaluation,  since  1 
patient  had  inadequate  data  in  this  category.  Of 
these  17,  7 found  active  drugs  superior,  7 found 
placebos  superior,  while  3 found  placebo  and  the 
drug  equal.  Assuming  the  possibility  that  the 
drug  was  helpful  in  some  patients,  one  would  have 
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to  conclude  that  10  of  the  17  patients  were  place- 
bo reactors. 

Patient  evaluation.  In  this  group  of  18  pa- 
tients, 9 found  active  drugs  superior  to  placebo,  6 
found  them  equal,  while  3 found  placebos  superi- 
or. Only  one  of  the  latter  showed  no  improve- 
ment on  either  drug,  that  is,  “equally  worthless,” 
which  would  mean  that  8 of  the  18  patients 
showed  equal  improvement  on  placebo  and  drug, 
making  these  8 of  18  patients  placebo  reactors. 

Patient  preference.  Although  the  opinion  of 
the  FDA  is  to  the  contrary,  it  would  seem  to  me 
that,  assuming  a properly  conducted  double-blind 
study  was  carried  out,  preference  would  be  as  rea- 
sonable a category  as  any  to  judge  the  usefulness 
of  a drug.  Of  the  total  18  patients,  5 very  much 
preferred  and  6 slightly  preferred  to  continue  with 
the  active  drug,  while  3 very  much  preferred  and  1 
slightly  preferred  to  continue  with  placebo,  a score 
of  11  to  4 in  favor  of  drug.  One  preferred  to  con- 
tinue with  either  one,  while  2 preferred  to  stop  all 
treatment.  Of  those  who  preferred  placebo  or 
wished  to  continue  with  either,  5 were  placebo  re- 
actors. 

A final  interesting  point  is  one  which  has  been 
noted  in  the  past  by  Toogood  and  others.1  Re- 
sults are  in  favor  of  DSCG  over  the  placebo  when 
the  latter  is  given  first.  Our  small  study  confirms 
this  observation.  In  8 patients,  the  active  drug 
was  given  first,  at  which  time  the  drug  was  supe- 
rior in  1 and  the  placebo  superior  in  4 patients. 
Of  the  10  patients  in  which  placebo  was  given 
first,  all  reported  active  drugs  to  be  superior.  We 
have  no  explanation  for  this. 

Conclusion 

To  conclude,  in  our  small  study  there  is  a suffi- 
cient edge  in  favor  of  the  active  drug  to  suspect 
that  it  has  helped  some  of  our  patients  but  cer- 
tainly nothing  like  the  highly  enthusiastic  reports 
that  have  already  appeared  in  the  literature.  The 
placebo  effect  in  this  study  seemed  to  be  greater 
than  usually  found  in  previous  unrelated  studies. 
I offer  no  explanation  for  this  but  would  point  out 
that  the  unspectacular  results  which  I have  re- 
ported may  well  be  due  to  our  case  selection. 
While  all  of  our  patients  had  positive  skin  test 
results  and  had  evidence  of  allergic  factors  in  their 
disease,  none  of  them  were  pure  extrinsic  cases, 
most  having  either  infectious,  psychogenic,  or 
other  intrinsic  factors  involved.  These  results  are 
similar  to  those  of  Van  Metre2  who  also  had  a 
similar  type  of  patient  in  his  series. 

I would  reiterate  that  assuming  a sound  double- 
blind study  was  carried  out,  patient  evaluation 
and  patient  preference  are  probably  the  best  in- 
dices of  drug  effectiveness.  The  FDA  is  going  in 
more  and  more  for  so-called  objective  studies,  in- 
cluding pulmonary  function  tests,  measurement  of 
sputum,  and  the  like.  I submit  that  all  of  this  is 
pseudoscience  at  best  and  self  delusion  at  worst, 


since  we  have  the  benefit  of  a very  complex  natu- 
ral computerized  system  in  the  form  of  patients’ 
judgment.  The  latter  is  likely  to  be  far  more  com- 
prehensive than  any  combination  of  objective 
studies  and  a great  deal  less  expensive. 

I would  like  to  say  a final  word  about  the  possi- 
ble future  of  cromolyn  sodium.  I am  reminded  of 
an  editorial  many  years  ago  in  a journal  which  de- 
scribed the  various  phases  in  the  introduction  and 
acceptance  of  a new  drug  as  beginning  with  a 
tidal  wave,  followed  by  an  ebb  tide,  and,  finally, 
various  scattered  quiet  pools  of  usefulness.  The 
tidal  wave  period  is  already  found  in  the  British 
Commonwealth  and  Europe  and  would  no  doubt 
be  here  were  it  not  for  the  FDA  requirements  still 
to  be  fulfilled.  My  own  feeling  is  that  when  the 
drug  is  freely  available,  it  will  be  used  on  all  asth- 
ma patients  for  a while.  It  will  be  found  to  be  of 
least  benefit  in  patients  with  intrinsic  or  infec- 
tious asthma  and  of  more  benefit  in  patients  hav- 
ing seasonal  pollen  asthma;  however,  there  will  be 
less  need  in  the  latter  since  such  patients  usually 
are  well  controlled  with  standard  medications  and 
hyposensitization.  It  may  be  of  most  help  in  ex- 
trinsic asthma  due  to  environmental  allergens 
such  as  dust  and  animal  danders.  Of  course,  we 
still  have  much  to  learn  about  the  long-term  use 
of  this  drug.  I am  reminded  of  an  old  New  Yorker 
cartoon  which  showed  Sir  Walter  Raleigh  and  his 
friends  sitting  around  a campfire  with  Indians 
smoking  a peace  pipe.  One  of  them  is  saying  to 
another:  “If  we  find  out  it’s  bad  for  us,  we  can 

always  quit.” 

John  Connell,  M.D.,*  New  York  City.  DSCG 
has  been  used  in  the  treatment  of  extrinsic  (aller- 
gic) asthma.  Studies  in  patients  with  asthma 
suggest  that  DSCG  has  an  anti-allergic  action 
through  an  as  yet  undefined  mechanism. 

I studied  DSCG  in  patients  with  a history  of 
ragweed  hay  fever  using  inhalation  challenges  of 
ragweed  pollen  grains  to  incite  acute  episodes  of 
rhinitis  to  determine  if  DSCG  did,  in  fact,  block 
the  allergic  reaction. 

Methods  and  materials 

I selected  6 patients  who  had  positive  skin  test 
results  to  aqueous  ragweed  pollen  extract  and  a 
clinical  history  of  hay  fever  during  August  and 
September.  Three  different  doses  of  DSCG  (1,  4, 
and  16  mg.)  and  a placebo  were  studied  in  a ran- 
domized and  blinded  fashion.  On  successive 
days,  each  subject  received  either  one  of  two  dif- 
ferent doses  of  the  drug  or  the  placebo. 

Efficacy  of  treatment  with  the  preparations  was 
determined  by  challenging  one  nostril  of  the 
subject  with  inhalation  challenges  of  ragweed  pol- 
len grains  on  three  consecutive  mornings.3  The 
technique  of  challenge  is  so  designed  that  the  rate 
and  number  of  grains  inhaled  is  equivalent  to  en- 

*R.  A.  Cooke  Institute  of  Allergy,  The  Roosevelt  Hospital. 
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TABLE  I.  Number  grains  inhaled  at  onset  of  symptoms 


Medication 

i 

2 

— Subject 

3 4 

5 

.6 

DSCG  img.) 
16 

20* 

70 

30 

25 

4 

20 

150t 

180 

50 

40 

250 

200 

40 

1 

60 

70 

20 

50 

300 

40 

50 

200 

Placebo 

150 

100 

60 

20 

150 

290 

100 

290 

200 

25 

230 

20 

100 

175 

300 

100 

* Before  medication, 
t After  medication. 

vironmental  exposure  on  a severe  ragweed  polli- 
nating day.4  The  number  of  pollen  grains  re- 
quired to  produce  an  attack  of  hay  fever  of  moder- 
ate severity  in  the  challenged  nostril  served  as  the 
control  for  that  day.  Symptoms  subsided  rapidly 
after  pollen  challenge  ceased.  One  to  two  hours 
after  symptoms  subsided,  one  of  the  unknowns 
was  blown  into  the  previously  challenged  nostril. 
One  hour  later,  challenges  with  pollen  were  again 
begun  in  that  nostril  and  continued  until  hay 
fever  symptoms  were  moderate,  or,  if  symptoms 
did  not  occur,  until  at  least  two  times  the  base 
line  pollen  dose  had  been  inhaled.  On  some 
trials,  when  symptoms  did  not  occur,  the  dose  of 
pollen  inhaled  was  increased  to  at  least  eight 
times  greater  than  the  base  line  challenge.  The 
other  two  unknowns  were  studied  in  the  same 
fashion  on  successive  days. 

Efficacy  of  the  unknown  was  determined  by 
comparing  the  number  of  pollen  grains  inhaled  in 
the  morning  to  those  inhaled  in  the  afternoon 
after  treatment  of  the  nostril  with  the  unknown. 


Results 

Table  I summarizes  the  results  as  a comparison 
of  the  number  of  pollen  grains  required  to  produce 
symptoms  before  and  after  treatment. 

In  subject  one,  there  was  no  obvious  difference 
between  1 or  4 mg.  of  DSCG  and  placebo.  In 
subjects  2,  3,  5,  and  6,  16  mg.  of  DSCG  produced 
significant  protection  as  compared  with  the  place- 
bo. Four  mg.  of  DSCG  were  effective  in  subjects 
4 and  6 but  not  in  3.  The  1-mg.  dose  of  DSCG 
was  effective  in  subjects  2,  4,  and  5. 

Table  II  summarizes  the  effectiveness  of  the 
preparations.  Of  the  12  trials  with  the  active 
drug,  11  showed  some  degree  of  protection  while 
one  was  ineffective.  Four  trials  with  the  placebo 
were  ineffective,  while  some  degree  of  protection 
was  seen  in  two  of  them. 


TABLE  II.  Prevention  of  symptoms  after  medication* 


Medication 

1 

2 

O Cl  UJ  LC  L 

3 4 

5 

6 

DSCG  (mg.) 
16 

+ 3 

+ 3 

+ 3 

+ 3 

4 

+ 3 

0 

+ 3 

+ 3 

1 

+ 3 

2 

+ 3 

+ 3 

Placebo 

+ 3 

0 

0 

0 

0 

2 

* 0 = no  protection;  2 = moderate  protection;  3 = complete  pro- 
tection. 


Comment 

I chose  ragweed  hay  fever  as  a model  for  assess- 
ing the  anti-allergic  properties  of  DSCG.  Rag- 
weed hay  fever  is  an  ideal  model  because  a diag- 
nosis in  an  individual  is  certain  when  skin  tests, 
clinical  history,  and  provocative  challenge  find- 
ings are  all  positive.  Assessing  symptoms  is  easy 
for  the  subject  when  the  challenge  technique  is 
employed  because  the  time  relationship  of  the 
asymptomatic  to  symptomatic  states  is  so  short. 

All  three  doses  of  DSCG  appeared  effective  to 
some  degree,  with  the  greatest  dose,  16  mg.,  the 
most  beneficial.  These  results  indicate  that 
DSCG  administered  before  an  allergic  challenge 
prevents,  to  some  degree,  the  occurrence  of  an  al- 
lergic reaction  in  the  nose.  These  findings  are 
more  impressive  in  light  of  the  challenge  after  the 
placebo  where  no  benefit  could  be  ascribed  to  pla- 
cebo treatment  in  four  of  six  trials. 

One  important  question  is  whether  or  not  the 
degree  of  protection  seen  would  be  significant  in 
the  clinical  setting.  I previously  determined  that 
ragweed  pollen  inhalation  during  the  ragweed  pol- 
linating season  in  the  New  York  area  was  180  pol- 
len grains  per  hour  on  the  worst  pollinating  days 
and  varied  between  10  and  60  pollen  grains  per 
hour  for  most  of  the  season.  The  results  of  the 
challenge  studies  described  suggest  that  DSCG 
would  be  effective  if  given  as  prescribed  (every  six 
hours)  during  most  of  the  ragweed  season.  This  is 
providing  that  the  drug  remained  localized  and 
was  neither  washed  out  with  mucus  or  absorbed 
and  eliminated  systemically  during  the  six-hour 
period. 

Neither  the  mechanism  nor  the  site  of  action  of 
DSCG  was  discernible  in  this  study. 

No  toxic  effects  or  side-effects  were  noted  after 
treatment  with  the  drug. 
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Fall  Session 

The  afternoon  session  of  the  fall  meeting  of  the 
New  York  Society  for  Thoracic  Surgery  was  held 
on  November  17,  1972,  at  Memorial  Hospital  for 

Introduction 

In  the  symposium  today,  we  would  like  to 
study  some  of  the  problems  in  extracorporeal  cir- 
culation. As  everyone  in  this  audience  is  well 
aware,  it  is  just  twenty  years  ago  that  Clarence 
Dennis  did  the  first  open-heart  operation  with  ex- 
tracorporeal circulation,  and,  unfortunately,  that 
patient  did  not  make  it. 

Then  after  that,  Gibbons  as  you  know  did  2 
cases.  His  second  case  was  successful,  and  this 
opened  the  field  for  open-heart  surgery.  Also  in 
this  audience  we  have  Bill  Neville  who  together 
with  George  Clewes  were  the  first  to  construct  and 
use  a membrane  oxygenator. 

Since  that  time,  and  in  this  period  of  twenty 

Microcirculatory 
Considerations  in 
Extracorporeal 
Oxygenation 

JOSEPH  J.  TIMMES,  M.D. 

Jersey  City,  New  Jersey 
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years,  a great  many  advances  have  been  made  in 
extracorporeal  circulation,  and,  as  we  are  all 
aware,  this  has  engendered  a euphoria  in  cardiac 
surgeons  so  that  they  have  gone  off  to  a pseudo 
paradise.  Unfortunately,  there  is  trouble  in  para- 
dise, and  this  is  what  we’d  like  to  learn  about 
today. 

Our  scheme  of  presentation  will  be  to  have  each 
speaker  make  his  presentation,  following  which 
there  will  be  a panel  disscussion  and  questions 
from  the  floor. 

The  following  report  will  be  given  in  its  entire- 
ty. 

and  its  response  to  exteriorization  of  formed  blood 
elements  must  be  considered.  Synthetic  tubing 
effects,  artificial  temperature  control,  gas  ex- 
change via  artificial  membranes,  anticoagulation, 
electrolyte  balance,  osmolaritv,  and  other  infini- 
tesimal influences  on  the  properties  of  blood  are 
not  always  detectable  by  the  operating  surgeon. 

For  many  years,  there  has  been  very  little  com- 
munication between  those  wTo  intensively  study 
the  human  microcirculation  and  those  who  clini- 
cally alter  its  properties  or  augment  blood  rheolo- 
gy, often  without  realizing  the  consequences.  The 
operating  surgeon  has  dealt  with  gross  anatomic 
considerations  in  organ  repair,  while  not  consid- 
ering perfusion  at  the  microvascular  level.  The 
lung  has  been  unintentionally  abused  in  open- 
chest  operations  by  such  maneuvers  as  deflation, 
surgical  manipulation,  and  interruption  of  normal 
blood  flow  for  extended  periods  during  cardiotho- 
racic  surgery.  The  “communications  gap"  be- 
tween clinician  and  basic  researcher  in  the  micro- 
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vascular  area  has  decreased  in  the  past  few  years, 
due  to  the  contributions  of  pioneer  workers  such 
as  Knisely  and  Knisely1  and  Gelin.2-3  Pump- 
oxygenator  procedures  have  taken  on  a sophisti- 
cated air  and  undergone  great  refinement  during 
the  past  ten  years.  The  primary  question  being 
considered  is  that  of  cellular  damage  which  is  not 
visualized  by  the  surgeon  who  performs  a given 
procedure  and  the  resulting  consequences  of  that 
damage  in  the  postoperative  period.  The  assess- 
ment of  cell  damage  by  ultrastructural  studies 
and  in  vivo  microvascular  research  has  allowed  us 
to  define  many  of  the  cellular  changes  which  take 
place  as  a result  of  extracorporeal  circulation  of 
blood. 

One  of  the  primary  organs  affected  in  this  pro- 
cedure is,  of  course,  the  lung  with  its  millions  of 
tiny  capillaries. 

Pulmonary  vascular  bed 

When  we  explore  the  human  lung  in  terms  of 
the  pulmonary  vasculature,  it  is  apparent  that  we 
are  dealing  with  a gigantic  membrane  whose  sur- 
face area  is  some  650  M.2  This  delicate  gas-ex- 
changing  surface  is  difficult  to  conceptualize  due 
to  its  rambling  nature  and  the  fact  that  this  mas- 
sive capillary  bed  is  relatively  unsupported  except 
for  small,  attenuated  collagen  fibrils  which  ramify 
into  the  terminal  airway  architecture  of  the  alveo- 
lus. These  capillaries  in  a single  alveolus,  studied 
in  injected  lung  specimens,  anastomose  from  one 
alveolus  to  another  by  penetrating  the  intra-alveo- 
lar  septa.  During  their  course  through  any  given 
bronchopulmonary  segment,  erythrocytes  may 
flow  through  30  to  50  different  alveoli  via  the 
complex  anastomotic  connections  now  docu- 
mented in  the  human  lung’s  capillary  bed.4 

Previously,  many  researchers  thought  that  these 
capillaries  were  unique  in  only  serving  one  single 
alveolus.  This  concept  has  now  been  dispelled  by 
the  careful  work  of  Rvan’  at  St.  Luke’s  Hospital 
Center  in  New  York  City.  His  capillary  recon- 
struction work  has  confirmed  that  anastomotic 
connections  from  one  alveolus  to  another  through 
thin  septal  walls  in  the  lung  make  red-cell  transit 
time  through  this  vascular  network  highly  vari- 
able. Basically,  there  are  long  vascular  pathways 
which  cells  can  take  in  the  oxygenation  process  or 
short  pathways  whereby  less  exposure  for  gaseous 
exchange  is  allowed.  These  pathways  also  appear 
to  be  alterable  when  shunting  occurs,  and,  with 
the  closure  of  large  portions  of  the  pulmonary  cap- 
illary bed,  there  is  a decrease  in  the  opportunity 
for  oxygen  exchange  and  carbon  dioxide  elimina- 
tion. Physiologic  and/or  anatomic  shunts  de- 
crease arterial -oxygen  saturation  very  quickly.6  ' 
When  shunting  occurs,  red  cells  may  traverse  the 
lung’s  capillary  network,  incompletely  exchanging 
gases,  thereby  producing  progressive  arterial 
hypoxemia  due  to  increased  venous  admixture. 
Parts  of  the  lung  are  functionless  in  gas  exchange 


when  they  are  not  perfused  or  the  vessels  are 
damaged. 

The  purpose  of  artificial  oxygenators  during 
surgical  procedures  is  to  replace  all  of  this  vascu- 
lature and  perform  the  exchange  of  gas  outside 
the  body.  The  “business  end”  of  the  lung  at  the 
electron  microscopic  level  is  characterized  by 
small  tubes  made  up  of  two  cell  types  with  an  in- 
terposed interstitial  basement  membrane  com- 
posed of  ground  substance.  Single  capillaries 
have  a wall  thickness  no  greater  than  0.3  to  0.5 
microns.8-9  These  walls,  at  the  ultrastructural 
level,  demonstrate  an  alveolar  epithelial  type  I 
pneumocyte,  interstitial  ground  substance,  and 
the  endothelial  cell  (Fig.  1).  The  alveolocapillary 
membrane  is  sometimes  described  by  some  mor- 
phologists as  having  five  layers.  The  superficial 
reticulin  basement  membrane,  capillary  ground 
substance,  and  capillary  reticulin  basement  mem- 
brane are  considered  as  subdivisions  or  distinct 
layers  of  the  interstitial  ground  substance  strata. 
Across  these  thin,  attenuated  membranes,  oxy- 
gen exchange  and  carbon  dioxide  discharge  take 
place.  This  structure  is  called  the  “blood-air  bar- 
rier” in  much  of  the  world’s  scientific  literature.8-9 
However,  this  is  probably  a misnomer  since  it  is 
not  a barrier  in  the  normal  lung  but  rather  a 
pathway  for  the  exchange  of  gases.  The  more 
central  interstitial  space  of  the  lung  is  normally  a 
compact  structure  filled  with  dense  collagen  fibrils 
and  a moderate  amount  of  elastic  tissue.  This 
elastic  tissue  gives  the  lung  its  normal  recoil  dur- 
ing respiratory  movements. 

Each  single  capillary  wall  also  is  subjected  to 
changes  as  intra-alveolar  pressure  rises  and  falls  in 
the  process  of  breathing.  If  intra-alveolar  pres- 
sure is  increased  at  the  end  of  expiration  by  artifi- 
cial maneuvers  such  as  positive  end  expiratory 
pressure  ventilation  (PEEP,  CPPB,  CPAP),  these 
capillaries  may  actually  be  slightly  compressed. 
Their  lumena  are  held  open  by  plasma  pressure 
when  no  formed  blood  elements  are  circulating 
during  plasma  skimming  in  the  capillary.  In  one 
manner  of  speaking,  the  capillary  wall  has  its  own 
method  of  breathing  as  it  moves  in  and  out,  de- 
pendent on  the  flow  of  formed  blood  elements 
through  the  capillary  lumen.  Blood  flow  in  the 
pulmonary  capillaries  is  pulsatile.9  Collagen  fi- 
brils extend  into  the  thin  part  of  the  “blood-air 
pathway”  but  offer  very  little  support  in  keeping 
these  capillaries  from  collapsing.  Since  cartilage 
extends  only  to  the  level  of  the  bronchioles,  the 
lung  readily  loses  its  rigidity  from  that  point  to 
the  periphery  distally.  Radial  traction  plus  peri- 
bronchial traction  maintains  airway  patency.  Ter- 
minal airways  or  alveolar  ducts  at  the  prealveolar 
level  have  a very  compact  interstitial  space  with 
little  interstitial  lung  water  identifiable  by  elec- 
tron microscopy.  Some  smooth  muscle  does  ex- 
tend into  thin  septa,  but  it  does  not  enter  the 
blood-air  pathway. 
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FIGURE  1.  Electron  micrograph  of  normal  dog  lung,  showing  blood-air  pathway  or  alveolocapillary  membrane.  A = 
alveolar  space;  BM  = basement  membrane;  C = capillary  lumen;  En  = endothelial  cell;  Ep  = epithelial  type  I cell; 
RBC  = erythrocyte;  Pk  = peri  karyon;  I = interstitial  space 


Alveolar  walls  contain  a dense  network  of  capil- 
laries and  are  composed  of  reticular,  collagenous, 
and  elastic  fibers.  Septa,  forming  or  separating 
alveoli,  have  connective-tissue  spaces  supporting 
these  capillaries,  and  such  septa  contain  collagen 
and  elastic  fibrils,  fibroblasts,  occasional  histio- 
cytes, and  leukocytes. 

In  normal  lungs,  the  capillaries  protrude  into 
the  alveoli  and  are  not  within  flat  alveolar  walls 
(Fig.  1).  They  actually  bulge  into  the  alveolar 
spaces  as  in  vivo  movies  have  demonstrated. 

Alterations  in  capillary  permeability 

One  of  the  documented  changes  occurring  in  the 
lung  following  cardiopulmonary  bypass  proce- 
dures, shock,  trauma,  oxygen  toxicity,  and  various 
other  pulmonary  insults  is  a rapid  change  in  cap- 
illary permeability.10-12  A well-documented  se- 
quence has  been  shown  in  producing  leakage  of 


the  capillaries  into  the  interstitial  space,  thereby 
allowing  the  deposition  of  transudated  fluid  in  the 
pulmonary  interstitium.  This  has  been  called  the 
“capillary  leak  syndrome.”13  These  capillaries  in- 
crease their  permeability,  and  as  the  endothelial 
cellular  junctions  are  morphologically  altered, 
extravascular  lung  water  increases  in  the  intersti- 
tium. This  type  of  edema  is  clinically  and  micro- 
scopically different  from  that  seen  in  congestive 
heart  failure.  It  can  be  identified  on  serial  chest 
x-rays  as  a diffuse,  ground-glass  infiltrate  which  is 
due  to  the  deposition  of  edema.  Its  appearance  is 
much  like  that  seen  in  hyaline  membrane  disease 
in  the  newborn.14 

Further  damage  to  these  capillaries  will  allow 
the  escape  of  plasma  proteins  producing  a hvpo- 
proteinemia  with  an  increased  capillary  osmotic 
pressure  and  changes  in  tissue  oncotic  pressure. 

Once  this  type  of  capillary  leakage  begins,  red 
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FIGURE  2.  (A)  Perivascular  (interstitial)  hemorrhage  in  dog  lung,  around  small  arteriole  Alveoli  show  minimal 

damage  with  focal  area  of  exudate  deposition  (hematoxylin  and  eosin  stain  X 60).  (B)  Light  micrograph  demon- 

strates breakdown  of  muscular  wall  of  small  arterioles.  Erythrocytes  entering  interstitial  space  From  serial  sections 
of  dog  lung  in  post-transfused  animal  following  hemorrhagic  shock  (hematoxylin  and  eosin  stain  X 700) 
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cells  and  other  blood  elements  may  escape  into 
the  interstitial  space  producing  interstitial  hemor- 
rhage (Fig.  2).  The  deposition  of  formed  blood 
elements  and  protein  in  the  interstitium  stimu- 
lates fibrosis  if  the  lung  recovers  from  localized 
pulmonary  injury  of  this  type.  Many  investiga- 
tors advocate  the  use  of  salt-poor  albumin  for 
treating  this  capillary  leakage  problem.  Skill- 
man15  has  pointed  out  that  intravascular  fluid  vis- 
cosity can  be  controlled  by  replacement  of  fluid 
loss  with  albumin,  plasma,  or  other  protein-con- 
taining fluids.  There  is  a mounting  body  of  evi- 
dence that  once  the  vascular  network  is  damaged 
and  various  fluids  are  used  for  replacing  intravas- 
cular volume,  the  interstitial  compartment  fills 
with  these,  and  escaping  protein  molecules  may 
damage  the  lung  by  stimulating  extensive  fibrosis. 

Most  of  this  vascular  leakage  takes  place  in 
smaller  vessels  but  occupies  the  large  potential 
space  around  venules  and  arterioles  in  the  pulmo- 
nary vasculature.  One  of  the  interesting  aspects 
of  this  type  of  capillary  leakage  is  that  it  does  not 
always  produce  clinically  audible  rales  in  the  lung. 
Interstitial  pulmonary  edema  is  distinctly  differ- 
ent from  intra-alveolar  edema  or  hemorrhage  sec- 
ondary to  vascular  rupture  or  direct  trauma  to  the 


lung.  Even  though  many  have  advocated  the  use 
of  digitalis  and  diuretics  to  eliminate  this  intersti- 
tial lung  water,  much  of  this  fluid  remains  after 
such  therapy  and  is  not  easily  removed  at  the 
level  of  terminal  airways. 

How  does  one  then  remove  the  fluid  from  the 
interstitial  space  once  it  starts  to  deposit?  The 
use  of  positive  end  expiratory  pressure  ventilation 
has  been  advocated  by  Petty,  Nett,  and  Ash- 
baugh.16  This  therapy  has  achieved  great  popu- 
larity in  recent  years.  Positive  end  expiratory 
pressure,  from  current  existing  evidence,  removes 
a great  amount  of  the  interstitial  lung  water  by 
stimulating  the  pulmonary  lymphatic  system 
which  lies  primarily  in  the  interstitial  space. 
Juxta  airway  lymphatics  have  been  demon- 
strated by  Lauweryns  and  Boussauw.17  Positive 
pressure  at  the  end  of  expiration  effectively  re- 
moves large  amounts  of  fluid  following  certain 
pulmonary  insults  (for  example,  hemorrhagic 
shock,  gram-negative  sepsis,  extracorporeal  circu- 
lation) by  literally  tightening  the  alveoli  from  in- 
side and  squeezing  out  the  fluid,  as  in  muscle  con- 
traction for  removing  venous  blood.  Fluid  which 
has  deposited  in  this  compartment  can  move 
about  in  an  unrestrained  space  either  toward  the 
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FIGURE  3 Schematic  diagram  of  fish-trap  funnel 
valves  interposed  in  pulmonary  lymphatic  vessels.  On 
6-micron  sections  cut  serially,  all  configurations  shown 
in  planes  A through  H in  both  schemes  were  found 
On  light  micrographs,  some  of  these  can  imitate  bis- 
cuspid  architecture  and  are  easily  misinterpreted  Seri- 
al sectioning  prevents  such  erroneous  interpretations.1" 
(Courtesy  of  J.  M Lauweryns,  M.D.) 


hilus  or  peripherally.  Fluid  returned  to  the  tho- 
racic duct  from  the  lung  in  shock  has  been  docu- 
mented as  increasing  70  to  100  per  cent  and  rap- 
idly turning  over.  This  mechanism  is  important 
in  keeping  the  interstitium  dry  while  surface-ten- 
sion stability  is  maintained  in  the  alveoli. 

The  lymphatic  system  is  most  efficient  in  re- 
moving fluid  because  of  its  unique  structure. 
This  morphology  has  been  delineated  by  Lauwer- 
yns, et  al.is~20  who  demonstrated  the  correct 
structure  of  the  pulmonary  lymphatic  valves. 
Human  lung  lymphatics  do  not  have  the  classic 
bicuspid  valve  arrangement  as  was  previously 
thought.  By  the  use  of  serial  reconstruction  tech- 
niques, these  valves  are  now  known  to  possess  a 
unique  morphology.  They  are  actually  funnel- 
shaped  structures  with  a large  pore  at  the  distal 
end  and  a very  small  pore  at  the  proximal  end 
(Fig.  3).  Lymph  flow  through  these  valves  is  via 
a “fish-trap”  type  arrangement.19-20  As  pressure 
increases  in  the  more  hilar  compartments,  these 
valves  prevent  the  retrograde  (distal)  flow  of 
lymph  and  therefore  move  fluid  in  a lock  and  dam 
arrangement  until  it  reaches  the  hilus  of  the  lung, 


FIGURE  4.  (A)  Electron  micrograph  of  lung  demon- 

strates I (interstitial  edema);  DE  (damaged  endotheli- 
um); E (erythrocyte),  penetrating  capillary  endothelial 
cell  (see  high  power);  erythrocytes  in  lumen-RBC;  A 
(alveolus).  (B)  Characteristic  interstitial  hemorrhage 
around  bronchiole  and  companion  arteriole  shown  on 
light  micrograph  from  a postshock  lung  in  dog 
(hematoxylin  and  eosin  stain  X 65) 
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where  it  empties  into  the  thoracic  duct.  Recent 
work  has  shown,  however,  that  older  individuals 
possess  fewer  competent  lymphatic  channels  than 
infants  or  children,  and  much  of  this  lymphatic 
system  becomes  atrophic  as  the  aging  process 
ensues.  Likewise,  patients  with  chronic  obstruc- 
tive lung  disease  show  less  lymphatic-svstem  in- 
tegrity when  compared  with  individuals  having 
normal  lungs.  The  importance  of  this  lymphatic 
system  has  often  been  overlooked  or  minimized, 
and  it  is  necessary  for  the  working  surgeon  to  fa- 
miliarize himself  with  these  newer  concepts  to  un- 
derstand the  function  of  the  pulmonary  lymphat- 
ics. 

Interstitial  pulmonary  hemorrhage 

One  of  the  lesions  which  pathologists  see  in  the 
lung  at  autopsy  in  patients  who  have  undergone 
cardiopulmonary  bypass,  repair  of  a tetralogy  of 
Fallot,  sepsis,  hemorrhagic  shock,  and  so  forth,  is 
the  interstitial,  perivascular,  or  peribronchiole 
hemorrhage  (Fig.  4).  This  lesion  has  been  de- 
scribed in  isolated,  perfused  lung  preparations  by 
Veith  and  his  coworkers.21,22  Likewise,  Bryant, 
Trinkle,  and  Dubilier23  say  the  lesion  is  reproduci- 
ble in  hemorrhagic-shock  dogs  with  great  reliabili- 
ty. The  importance  of  this  interstitial  hemor- 
rhage or  perivascular  cuffing  by  a dissecting  flow 
of  blood  has  not  been  emphasized.  Even  patients 
who  have  undergone  transfusion  reactions  and 
subsequently  die,  demonstrate  this  pulmonary  le- 
sion. and  it  may  be  the  only  significant  finding  at 
autopsy. 

Not  only  can  the  capillaries  bleed  into  the  inter- 
stitial space  through  damaged  endothelial-lining 
cells  but  also  through  intracellular  tight  junctions, 
pores,  which  have  or  increased  in  size  as  capil- 
lary permeability  changed.  In  addition,  larger  ar- 
terioles may  show  necrotic  changes  in  the  muscular 
walls  and  bleed  very  rapidly  into  the  interstitial 
space.24  The  mediators  of  this  type  of  cellular 
and  muscular  arteriole  damage  are  not  all  known, 
but  numerous  vasoactive  substances,  for  example, 
amines,  kinins,  prostaglandins,  serotonin,  and  free 
fatty  acids,  have  all  been  implicated.  All  of  these 
are  currently  the  topic  of  numerous  biochemical 
studies.  Once  copious  diapedesis  of  red  cells 
takes  place,  hemorrhage  into  the  interstitial  space 
is  characteristically  perivascular  or  peritubular. 

This  lesion  is  one  of  a protective  nature  which 
causes  small-vessel  tamponade.  The  pulmonary 
interstitial  space  extends  from  the  hilus  to  the  pe- 
riphery, and  once  edema,  blood,  or  other  sub- 
stances enter  this  potential  space,  they  can  easily 
shift  about  via  this  connective-tissue  plane  which 
is  analogous  to  the  fascial  spaces  between  mus- 
cles. In  producing  small-vessel  tamponade,  ap- 
parently alveoli  are  spared,  and  their  capillary  in- 
tegrity is  maintained  via  adequate  access  to  col- 
lateral circulation,  thereby  preserving  the  oxygen- 
exchanging  function  without  compromising  large 


areas  of  the  lung.  Revascularization  and  opening 
of  these  channels  can  then  take  place  as  healing 
occurs  in  the  interstitium,  and  repair  proceeds  in 
the  usual  orderly  sequence. 

Cellular  pulmonary  injury  following 
extracorporeal  circulation 

The  types  and  degrees  of  cellular  damage  found 
in  patients  undergoing  cardiopulmonary  bypass 
have  been  well  defined  in  the  literature.25,26  One 
must  realize  that  this  particular  cell  injury  is  not 
an  all-or-nothing  phenomenon.  Most  patients  in 
whom  postpump  biopsies  have  been  studied  will 
exhibit  an  increase  in  the  number  of  neutrophilic 
polymorphonuclear  leukocytes.  These  polymor- 
phonuclear leukocytes  are  largely  found  in  capil- 
laries and  tend  to  compromise  the  lumen  by  com- 
pletely or  partially  obstructing  the  flow.  The 
polymorphonuclear  leukocytes  do  not  show  nucle- 
ar abnormalities,  much  endoplasmic  reticular 
damage,  or  extensive  mitochondrial  swelling  on 
electron  microscopy.  They  do,  however,  exhibit 
membrane  rupture,  the  release  of  intravascular 
free  lysosomal  granules  into  the  capillary  lumen, 
and  rarefaction  of  the  cytoplasm  with  increased 
glycogen  deposits.  Platelets  have  also  been  de- 
scribed as  undergoing  similar  degradative  changes 
in  postpump  biopsy  studies  from  cardiopulmonary 
bypass  patients.  Once  released,  lysosomal  gran- 
ules, containing  hydrolytic  enzymes  of  various 
types  and  potencies,  are  free  to  produce  other  cel- 
lular alterations  and  damage.27-29 

The  fact  that  generalized  sequestration  and  dis- 
ruption of  polymorphonuclear  leukocytes  in  the 
lungs  of  patients  undergoing  major  surgery  does 
take  place  warrants  serious  consideration.  Meth- 
ods of  membrane  and  lysosomal  stabilization  are 
of  the  utmost  importance  and  should  be  consid- 
ered in  patient  management  in  both  preoperative 
preparations  and  postoperative  care. 

The  endothelial  cell  is  one  of  the  primary7  tar- 
gets for  cellular  damage  in  the  patient's  lung  on 
the  cardiopulmonary  bypass  pump.  Generally, 
these  cells  show  cytoplasmic  swelling,  damage  to 
the  matrix  compartment  with  swelling  of  the  mito- 
chondria, and  distortion  of  the  endoplasmic  retic- 
ulum, often  producing  large  vacuolated-appearing 
areas.  Whether  or  not  this  damage  is  reversible 
or  contributory  to  deterioration  of  the  lung  fol- 
lowing operative  procedures  is  indeterminable  at 
the  present  time.  In  most  cases,  severe  endotheli- 
al damage  is  associated  with  large  numbers  of 
polymorphonuclear  leukocytes  contained  in  the 
pulmonary  vessels.25 

The  membranous  alveolar  type  I pneumocytes 
exhibit  changes  in  their  morphology  in  postpump 
biopsies  also.  Cytoplasmic  swelling,  mitochon- 
drial matrix  compartment  swelling,  and  endoplas- 
mic reticulum  dilatation  are  comparable  to  that 
seen  in  the  endothelium.  In  many  patients  fol- 
lowing bypass  procedures,  the  postpump  biopsy 
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specimen  will  show  sloughing  of  the  membranous 
pneumocytes,  leaving  a denuded  basement  mem- 
brane facing  the  gas-filled  alveolar  compartments. 
Cytoplasmic  swelling  with  a loss  of  the  pinocytotic 
vesicle  system  in  these  cells  is  again  associated 
with  the  presence  of  large  numbers  of  polymor- 
phonuclear leukocytes  in  the  circulation.25  From 
biopsy  studies  performed  on  cardiopulmonary  by- 
pass patients,  there  appears  to  be  a correlation 
between  the  presence  of  the  polymorphonuclear 
leukocytes  and  damage  to  the  blood-air  pathway 
cells.  Undoubtedly,  membranous  type  I epithelial 
pneumocytes  exhibiting  this  type  of  damage  show 
definitive  changes  which  relate  to  the  cell’s  ulti- 
mate death  and  necrosis  in  irreversible  damage. 

Light  microscopy  has  helped  to  identify  a defi- 
nite correlation  between  the  time  on  the  pump 
and  the  severity  of  interstitial  edema  formation.25 
With  prolonged  time  on  the  cardiopulmonary  by- 
pass pump,  (generally  greater  than  two  and  a half 
hours),  interstitial  hemorrhage,  intra-alveolar 
hemorrhage,  congestion  of  the  vessels,  and  intra- 
alveolar  edema  may  all  be  seen.  Consistently,  al- 
terations observed  in  postpump  specimens  are 
predictable  and  depend  on  degree  and  severity  of 
cellular  abnormalities  found  in  the  lung  on  pre- 
pump biopsy  specimens.  Patients  who  have  pre- 
existing lung  disease  tend  to  have  a greater  pro- 
pensity for  postpump  pulmonary  cellular  damage 
than  those  exhibiting  more  normal  cellular  archi- 
tecture in  the  prepump  biopsy.25 

At  the  cellular  level,  structural  alterations  in 
pulmonary  tissues  following  cardiopulmonary  by- 
pass are  similar  to  those  reported  in  animal  lungs 
following  hemorrhagic  shock,  sepsis,  or  experi- 
mental blunt  trauma.  In  essence,  cardiopulmo- 
nary bypass  is  a clinical  model  for  controlled 
shock  to  the  lung  while  the  patient  is  on  total  by- 
pass. Furthermore,  during  partial  extracorporeal 
circulation,  the  lung  acts  as  a primary  filter  for 
cells,  cell  debris,  or  fibrin  contained  in  the  circula- 
tion traversing  the  capillary  network  of  the  lung. 
This  gigantic  filter  undoubtedly  sequesters  dis- 
torted, augmented  cells  which  are  too  large  to 
pass  the  compromised  lumen  of  the  capillary  bed. 
The  role  of  these  sequestered  polymorphonuclear 
leukocytes,  platelet  aggregations,  and  free-floating 
organelles  or  cellular  debris  is  presently  under 
great  scrutiny.  Swelling  of  the  endothelial  cells, 
of  membranous  pneumocytes,  and  of  mitochon- 
dria in  granular  pneumocytes  has  been  described 
in  shock  and  trauma.30  Interstitial  edema,  en- 
gorgement of  the  pulmonary  vascular  bed,  mi- 
croatelectasis, interstitial  hemorrhage,  and  protein- 
aceous intra-alveolar  edema  are  common  find- 
ings in  lungs  of  patients  dying  in  endotoxemia  fol- 
lowing severe  soft-tissue  and  long-bone  trauma, 
hemorrhagic  shock,  and  following  cardiopulmo- 
nary bypass  procedures. 

There  is  a growing  body  of  evidence  that  intra- 
vascular microaggregation  in  the  pulmonary  mi- 


crocirculation contributes  to  the  development  of 
pulmonary  problems  in  many  circumstances. 
One  of  the  most  important  findings  is  that  mi- 
croaggregates formed  in  stored  blood  are  contin- 
uously generated  in  blood  used  in  disk  oxygena- 
tors.31 These  aggregates  are  ultimately  filtered  by 
the  patient’s  lung  as  he  undergoes  extracorporeal 
circulation,  thereby  accounting  for  the  observed 
increase  in  polymorphonuclear  leukocytes  found 
in  many  studies.  The  fall  in  both  platelets  and 
polymorphonuclear  leukocytes  correlates  with  the 
progressive  rise  in  plasma-hemoglobin  levels  dur- 
ing extracorporeal  circulation.  Schramel  et  al.32 
observed  these  changes  in  1963.  The  rise  in  plas- 
ma hemoglobin  in  their  studies  was  interpreted  as 
evidence  of  trauma  to  circulating  blood-cell  ele- 
ments. 

The  disintegration  of  polymorphonuclear  leuko- 
cytes releasing  lyosomal  granules  in  the  pulmonary 
microcirculation  during  extracorporeal  circulation 
is  most  important.  The  existing  evidence  that 
circulating  polymorphonuclear  leukocytes  are 
injured  by  oxygenators,  roller  pumps,  and  various 
other  manipulations  of  blood  outside  the  body 
needs  to  be  re-emphasized.  Such  microdegrada- 
tion is  already  present  in  stored  blood,  and,  in 
work  done  in  our  laboratory,  it  is  readily  apparent 
that  transfusion  without  Dacron-wool  filters  to  re- 
move microaggregates  borders  on  frank  denial  of 
the  problem.  If  microaggregates  are  present  in 
the  stored  blood  used  to  prime  the  extracorporeal 
circulatory  system,  the  release  of  lysosomes  from 
polymorphonuclear  leukocyte  granules  and  va- 
soactive substances  from  platelets  may  well  be 
underway  before  the  procedure  is  initiated.  In 
addition,  if  microaggregation  obstructs  the  pulmo- 
nary circulation,  it  may  contribute  to  ventilation- 
perfusion  changes  which  are  characteristic  of  im- 
paired pulmonary  function  following  extracorpo- 
real oxygenation.33  Likewise,  atelectasis  after 
cardiopulmonary  bypass  has  been  well  docu- 
mented by  Baer  and  Osborn.34  The  reason  for 
this,  however,  was  unknown  until  recent  years.  If 
such  injury  and  subsequent  atelectasis  do  affect 
the  surface-tension  properties  of  the  alveoli,  post- 
pump pulmonary  insufficiency  may  develop  on  a 
very  scant  basis  and  not  be  readily  apparent  with 
current  methods  for  assessing  pulmonary  function. 
A pressing  question  is  whether  or  not  such  cell 
damage  has  a consequence  at  a later  date  in  pa- 
tients undergoing  a second  cardiopulmonary  by- 
pass operation  and  whether  or  not,  in  fact,  it  can 
be  avoided  or  halted  once  it  has  begun.  A de- 
crease in  the  compliance  of  the  lung  following  car- 
diopulmonary bypass  has  also  been  well  estab- 
lished.35 Furthermore,  the  functional  residual  ca- 
pacity in  postpump  pulmonary  patients  is  also  al- 
tered for  extended  periods.35  Three  important 
factors  in  the  development  of  postpump  pulmo- 
nary insufficiency  can  be  listed:  (1)  sequestration 
of  polymorphonuclear  leukocytes  and  platelet  ele- 
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merits  in  the  small  blood  vessels  of  the  alveoli,  (2) 
the  normality  of  the  lungs’  cellular  architecture 
prior  to  operative  intervention,  and  (3)  the  length 
of  time  on  the  cardiopulmonary  bypass  pump 
using  current  techniques  appears  to  have  its  limi- 
tations.-5 

The  cardiac  surgeon  must  realize  that  the  prob- 
lems of  weaning  a patient  off  of  a pump  oxygena- 
tor or  resuscitating  him  from  the  circulatory 
inadequacies  of  extracorporeal  circulation  are  im- 
portant. A gradual  increase  in  circulating  vol- 
ume, restoration  of  the  delicate  balance  in  iatro- 
genic circulatory  failure,  maintenance  of  a central 
venous  pressure  after  pumping  procedures  (realiz- 
ing its  fallacies  and  inadequacies),  the  desirability 
of  diuretic  agents  for  controlling  water  and  fluid 
balance,  adequate  arterial  oxygen  saturation  after 
stabilizing  the  circulation,  and  postoperative 
ventilatory  support  utilizing  positive  end-expira- 
tory pressure  are  all  important  management  con- 
siderations in  such  critically  ill  patients.  Indeed, 
the  decrease  in  postpump  pulmonary  insufficiency 
during  the  past  five  years  may  well  be  due  to  im- 
provements in  pump  technology  and  procedures. 
However,  the  need  for  strict  scrutiny  of  such  pa- 
tients post  operatively  with  good  nursing  care,  slow 
resuscitation,  avoidance  of  circulatory  overload, 
the  use  of  modern  monitoring  such  as  pulmonary 
artery  pressures  by  a Swan-Ganz  catheter,  control 
of  colloid  osmotic  pressure  in  blood,  regulation  of 
total  body  water,  blood  filtration  both  on  the  by- 
pass pump  and  of  any  subsequent  transfused 
blood,  ventilatory  support  to  avoid  electrolyte  im- 
balance and  alkalosis,  strict  cardiac  monitoring, 
and  control  of  pharmacologic  agents  are  all  impor- 
tant in  preventing  pulmonary  failure  after  cardio- 
pulmonary bypass  procedures.  There  may  be  nu- 
merous unrecognized  additional  factors  that  are 
deleterious  to  the  lung  in  the  injury-resuscitation 
cycle  imposed  by  cardiopulmonary  bypass  proce- 
dures. Undoubtedly,  membrane  oxygenators  will 
offer  relief  for  many  of  these  problems  in  the  fut- 
ure. However,  there  will  always  be  certain  pa- 
tients and  certain  situations  that  place  the  lung  in 
jeopardy  because  the  circulation  is  unstable. 
Recognition  of  that  fact  leads  us  to  a final  step  of 
trying  to  prevent  cellular  damage  using  adjunct 
therapy  prophylacticallv  rather  than  waiting  until 
pulmonary  insufficiency  has  developed  and  trying 
to  reverse  it. 

Role  of  specific  steroid  therapy 

Unfortunately,  many  physicians  and  scientists 
have  looked  at  corticosteroid  therapy  on  an  emo- 
tional basis  rather  than  on  its  actual  merits  and 
its  modus  operandi.  No  single  pharmacologic 
agent  is  100  per  cent  effective,  and  “the  panacea” 
for  pulmonary  cellular  changes  does  not  exist. 
Presently  a great  deal  of  scientific  evidence  is 
emerging  that  prophylactic  corticosteroid  therapy 
is  not  only  beneficial  but  essential  in  preventing 


many  of  the  cell  augmentations  described  pre- 
viously. On  the  other  hand,  certain  of  these  ste- 
roid-like  compounds  are  also  being  shown  to  pos- 
sess detrimental  effects  or  to  be  potentially  lethal 
if  used  incorrectly.36-38  As  with  all  drugs  and 
chemicals  used  in  the  medical  profession,  minor 
modification  of  molecular  structure  may  alter  the 
action  or  function  of  these  compounds,  nullifying 
their  use  or  making  them  contraindicated.  Such 
is  the  present  case  for  steroid  research  and  refine- 
ment of  therapy.  Many  of  these  corticosteroids 
have  never  received  basic  research  justification  for 
their  use  in  pharmacologic  doses,  for  example,  on 
the  cardiopulmonary  bypass  patient.  For  many 
of  them  equivalent  dosages  have  been  simply  ex- 
trapolated from  work  which  has  been  extensive  on 
other  similar  drugs.  Some  very  interesting  facts 
concerning  these  drugs,  when  used  in  pharmaco- 
logic doses,  should  be  considered.  In  the  first 
place,  when  compounded  to  pharmacologic  doses, 
everything  contained  in  the  bottle  is  also  com- 
pounded to  an  unusually  high  level.  Some  of 
these  drugs  possess  phosphates,  creatinine,  ethyl- 
ene-diamine-tetra-acetic  [E.D.T.A.],  preservatives 
of  various  types,  and  so  forth.  Extreme  caution 
should  be  used  in  selecting  a corticosteroid  which 
has  been  shown  to  be  effective  at  a cellular  level 
and  possesses  no  deleterious  effects  in  human 
beings.39  Such  is  not  the  case  with  all  of  these 
“drugs.” 

Second,  when  used  in  pharmacologic  doses,  the 
synthetic  compounds  are  acting  as  a drug,  not  a 
hormone.  Third,  they  are  not  corticosteroids  or 
extracts  from  the  adrenal  cortex,  but  synthetic 
steroid-like  agents  which  are  usually  compared  on 
anti-inflammatory  potency  ratings.  In  the  fourth 
place,  many  of  their  actions  have  been  postulated 
but  not  proved,  and,  moreover,  neither  the  end 
groups  nor  molecular  configurations  are  alike. 
Numerous  discrepancies  concerning  the  similari- 
ties but  differences  of  these  agents  are  coming  to 
the  attention  of  the  medical  profession,  and  a 
great  deal  of  dialogue  and  extended  research  into 
steroid  therapy  is  taking  place. 

Methylprednisolone  sodium  succinate  is  now 
the  most  promising  of  these  compounds  for  pre- 
venting such  pulmonary  cell  damage  without  un- 
desirable side-effects.40  At  the  cellular  level,  its 
merits  and  superiority  over  other  steroid-like 
preparations  are  reported  elsewhere,41  but,  in  gen- 
eral, there  are  cellular  effects  produced  by  this  drug 
which  are  important.  First,  in  doses  up  to  80  mg. 
per  kilogram,  it  has  not  suppressed  normal  poly- 
morphonuclear leukocyte  phagocytic  activity  or 
their  ability  to  kill  bacteria.  This  is  contrary  to  the 
low-dose  long-term  administration  of  adrenal  cor- 
tical extracts  and  the  reports  in  infectious-disease 
research.42  To  date,  four  laboratories  have  sub- 
stantiated this  finding.  Second,  it  effects  platelet 
preservation  and  activity,  which  are  important  in 
hypercoagulability  states  such  as  the  disseminated 
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intravascular  coagulation  phenomenon.  Davis4' 
has  documented  its  anticoagulation  effects  in 
pharmacologic  doses.  Pierce,  Briggs,  and  Gutel- 
ius40  have  also  shown  its  efficacy  in  preserving 
platelet-membrane  integrity  and  activity.  Third, 
Webb  and  Wax44  have  documented  a decrease  in 
interstitial  edema  in  the  lung  when  this  drug  is 
used  prophylactically  in  shock  dog  models. 
Fourth,  in  general,  the  blood-air  pathway  is  mor- 
phologically maintained,  and  cells  do  not  show 
the  degree  of  damage  and  distortion  seen  in  un- 
treated animal  or  human  studies.30  41-44  Preserva- 
tion of  the  pulmonary  architecture  at  a cellular 
level  has  been  demonstrated  in  patients  pretreat- 
ed with  pharmacologic  doses  of  methvlprednisol- 
one  sodium  succinate  prior  to  cardiopulmonary 
bypass-pump  procedures.26  Fifth,  degranulation 
and  release  of  lysosomes  from  polymorphonuclear 
leukocytes  is  also  altered  by  prophylactic  use  of 
this  pharmacologic  agent,  but  conflicting  reports 
exist.26  Sixth,  stimulation  of  surfactant  produc- 
tion and  preservation  of  alveolar  type  II  pneumo- 
cytes  has  been  reported  with  synthetic  corticoste- 
roid-like compounds.45  Perhaps  the  same  is  true 
in  maintaining  the  integrity  of  these  cells  in  pa- 
tients’ lungs  who  undergo  bypass  procedures. 
From  our  biopsy  studies,  it  appears  that  this  is 
the  case,  but  further  substantiation  at  the  cellular 
level  is  needed. 

In  a recent  work,  we  have  studied  tritiated  syn- 
thetic steroid-like  compounds  and  followed  their 
absorption,  cellular  uptake,  site  of  action,  blood 
levels,  and  various  other  activities.42  Of  all  of 
those  studied  in  this  series,  only  methylprednisol- 
one  sodium  succinate  exhibited  rapid  penetration 
of  the  cell  membrane  and  was  incorporated  into 
the  subcellular  organelles  of  the  lung.  The  struc- 
tures tagged  in  these  dog  studies  were  (1)  collagen 
fibrils  which  were  not  destabilized  or  destroyed, 
(2)  lung  mast-cell  granules,  (3)  lysosomal  mem- 
branes and  granules  in  polymorphonuclear  leuko- 
cytes, (4)  endothelium,  interstitial  space,  and  al- 
veolar epithelial  type  I pneumocytes  of  the  blood- 
air  pathway,  (5)  erythrocytes,  suggesting  the  in- 
crease in  2-3-diphosphoglycerate  activity,47  as  pre- 
viously reported  by  McConn  and  Del  Guercio42 
and  Shoemaker  and  Bryan-Brown,46  (6)  alveolar 
type  II  pneumocyte  nuclei,  suggestive  of  stimulat- 
ed surfactant  production,45  (7)  myocardial  muscle, 
agreeing  with  Veyden  and  Cordey48  that  this 
synthetic  corticosteroid-like  compound  protects 
the  myocardium  and  prevents  damage  to  heart 
muscle,  and  (8)  pancreatic  lysosomes,  suggestive 
that  Lefer  and  Glenn's36  report  on  myocardial  de- 
pressant factor  from  pancreatic  lysosomal  break- 
down is  valid. 

Summary 

The  procedures  presently  employed  on  cardio- 
pulmonary bypass  are  not  yet  physiologic  and  will 
not  be  until  such  time  as  the  exteriorization  of 


blood  elements  through  artificial  tubing  and 
pumps  can  be  further  refined  to  a point  where  it 
will  not  damage  the  circulating  blood  elements. 
Technical  advances  have  led  us  from  the  primi- 
tive state  of  extracorporeal  oxygenation  to  a study 
of  applied  in-depth  cell  biology.  The  lung’s  cellu- 
lar response  to  cardiopulmonary  bypass  and  al- 
tered circulation  are  directly  due  to  membrane 
permeability  changes  or  alterations  in  the  cellular 
metabolic  status. 

New  evidence  is  accruing  that  by  synthetic  ste- 
roid therapy,  cell  membranes  are  protected  on  the 
cardiopulmonary  bypass  pump.  Prophylactic 
pharmacologic  doses  of  methylprednisolone  sodi- 
um succinate  are  being  used.  This  is  the  drug  of 
choice  until  further  investigation  provides  a better 
agent  or  proves  contrary.  As  noted,  no  pharma- 
cologic agent  will  save  all  cardiopulmonary  bypass 
patients  nor  keep  all  of  the  cells  viable.  But  if 
used  prophylactically  in  pharmacologic  doses,  this 
valuable  therapeutic  adjunct  offers  more  promise 
at  the  present  time  than  many  other  agents  being 
investigated.  It  is  no  panacea  for  medicine  and 
likewise  neither  are  furosemide  (Lasix),  digitalis, 
or  isoproterenol  (Isuprel).  Long-term  extracorpo- 
real oxygenation  will  undoubtedly  come.  Its  effi- 
cacy and  applicability  are  dependent  on  a better 
understanding  of  cellular  mechanisms  with  further 
refinement  of  therapeutic  measures.  Once  ade- 
quate oxygen  exchange  and  pumping  functions 
can  be  maintained  outside  the  body  using  modern 
technologic  advances,  newer  surgical  methodology 
will  undoubtedly  develop  to  horizons  heretofore 
unknown.  But,  at  last,  the  cell  and  its  contents 
are  coming  into  critical  clinical  consideration. 
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The  first  problem  of  long-term  perfusion  is  decid- 
ing when  to  undertake  it.  We  have  become  more 
effective  in  supporting  failing  hearts  and  lungs, 
and  so  before  undertaking  perfusion  all  of  the 
usual  things  must  be  exhausted.  The  indications 
for  perfusion  are,  simply  stated,  impending  failure 
of  intensive  respiratory  or  circulatory  support  for  a 
potentially  reversible  problem.  Just  what  is 
meant  by  this  must  be  redefined  every  time  there 
is  a new  intensive-care  contribution.  Our  ability 
to  predict  the  outcome  is  important  and  requires 
that  we  learn  more  about  the  natural  history  of 
acute  respiratory  and  circulatory  disease. 

Pertinent  circulatory  problems  include  myocar- 
dial infarction  with  shock  and  postopen-heart  low- 
output  syndrome.  Perfusion  in  these  conditions  is 
mostly  used  for  short  periods  of  time,  and  the 
problem  has  been  that  many  of  these  hearts  have 
not  been  able  to  recover  very  well.  There  is  now  a 
possibility  that  we  can  deal  surgically  with  the 
coronary  occlusions  by  doing  emergency  coronary- 
vein  bypasses. 

The  respiratory  problems  are,  at  the  moment, 
important,  and  there  have  been  very  great  strides 
made  in  long-term  perfusion  for  these  conditions. 
Vigorous  conventional  therapy  includes  the  use  of 
volume-cycled  ventilators,  adequate  maintenance 
of  the  airway,  use  of  PEEP  (positive  end  expirato- 
ry pressure),  and  all  of  the  other  things  that  are 
practiced  in  a really  top-notch,  modern  respirato- 
ry intensive  care  unit. 

Current  status 

In  January,  1972,  I collected  the  cases  that  had 
been  perfused  long  term.  There  were  22,  with 
only  2 patients  recovering.  In  November  I collat- 
ed all  of  the  material  that  had  come  to  my  atten- 
tion since  January.  There  were  43  patients  who 
had  had  long-term  perfusion  for  respiratory  fail- 
ure, and  there  were  7 patients  who  had  recovered 
from  their  problem.  The  perfusion  period  for  sur- 
vivors has  been  up  to  nine  and  a half  days.  The 
conditions  that  have  been  treated  with  recovery 
include  a case  of  shock  lung  treated  by  Hill  in  San 
Francisco  using  the  Bramson  lung.  He  also  suc- 


cessfully treated  a case  of  fat  embolization.  The 
Bramson  lung  was  also  used  in  Germany  to  treat  a 
case  of  postopen-heart  pulmonary  edema  (proba- 
bly a so-called  perfusion  lung)  successfully.  A 
case  of  Pneumocystis  carinii  pneumonia  was 
treated  by  Joseph  in  Washington  with  recovery 
using  the  General  Electric-Peirce  lung.  A second 
case  of  P.  carinii  has  recently  been  treated  by  Ko- 
lobow  at  the  National  Institutes  of  Health  using 
the  Kolobow  lung.  Perfusion  was  for  nine  and  a 
half  days  with  recovery.  There  has  been  a case  of 
viral  pneumonia  treated  successfully  by  Gannon 
in  Minnesota  using  the  Lande-Edwards  lung,  and 
a case  of  Goodpasture  syndrome  treated  at  the 
Peter  Bent  Brigham  Hospital  in  Boston  by  Han- 
sen with  the  help  of  Drinker  also  using  a Lande 
-Edwards  lung. 

Perhaps  the  outlook  is  not  as  pessimistic  as  the 
report  by  Dr.  Wilson  might  lead  us  to  think;  suc- 
cessful long-term  perfusion  does  seem  possible. 
There  are  other  potentially  reversible  pulmonary 
conditions,  of  course,  including  pulmonary  embol- 
ization, aspiration  pneumonia,  shock  lung,  bacte- 
rial pneumonia,  and  burn  lung. 

Patients  who  have  these  problems  to  a severe 
degree  exhibit  hypoxia  with  a low  arterial  oxygen 
tension  when  they  are  on  100  per  cent  oxygen. 
They  have  stiff  lungs,  and  they  require  progres- 
sive increase  in  inflation  pressure  to  expand  their 
lungs.  Hypoxic  organ  damage,  oxygen  toxicity, 
and  pneumothorax  are  frequent  and  dangerous 
complications.  If  we  are  going  to  perfuse  such  pa- 
tients successfully,  we  must  start  before  the  con- 
ditions are  irreversible.  Simple  rules,  without  fig- 
ures for  arterial  oxygen  tension  and  things  like 
that,  are  (1)  treat  before  there  is  conspicuous  clin- 
ical myocardial  or  cerebral  hypoxia,  (2)  treat  be- 
fore there  is  pulmonary  oxygen  toxicity,  and  (3) 
treat  before  there  is  pneumothorax  from  alveolar 
rupture.  In  short,  we  must  identify  the  patients 
who  have  an  extremely  poor  prognosis,  and  these 
are  the  ones  that  we  should  treat. 

Special  requirements 

Among  the  logistic  requirements  for  long-term 
perfusion,  first  we  need  a membrane  lung.1  As  far 
as  I know,  there  are  no  other  types  of  lungs  that 
have  been  successfully  used  for  long-term  perfu- 
sion. The  four  clinical  lungs  that  I mentioned 
have  all  been  used  successfully  for  long-term  per- 
fusion. It  is  very  important  also  to  have  an  auto- 
mated circuit.  It  is  not  possible  to  give  the  type 
of  continuous  surveillance  to  the  equipment  that 
is  provided  for  short  periods  in  the  operating  room 
for  open-heart  surgery.  In  particular,  it  is  impor- 
tant to  be  able  to  return  to  the  patient,  accurately 
and  automatically,  all  the  blood  that  is  delivered 
by  the  venous  line.  One  needs  a very  adequate 
support  team,  and  this  includes  not  only  surgeons 
but  also  people  skilled  in  perfusion,  people  skilled 
in  respiratory  intensive  care,  and  adequate  labora- 
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tory  support  especially  for  hematology. 

Some  decision  must  be  made  before  starting. 
For  example,  one  must  choose  the  perfusion 
mode.  Venovenous  perfusion  is  a reasonable  ap- 
proach for  uncomplicated  pulmonary  insufficien- 
cy. It  provides  prepulmonary  oxygenation  of  the 
blood  which  can  then  be  distributed  uniformly 
throughout  the  body.  Most  of  the  patients,  how- 
ever, with  severe  pulmonary  insufficiency  also 
have  cardiac  insufficiency,  and  venovenous  perfu- 
sion provides  no  circulatory  support.  The  ten- 
dency has  been  recently  to  use  veno-arterial  perfu- 
sion for  most  of  these  patients.  The  technique  of 
cannulation  is  important.  Peripheral  vessels, 
both  veins  and  arteries,  must  be  doubly  cannulat- 
ed.  Peripheral  and  central  cannulation  is  needed 
to  prevent  venous  congestion  and  arterial  isch- 
emia. Since  perfusion  is  prolonged,  it  is  extreme- 
ly important  that  we  work  toward  having  nothing 
but  whole  blood  as  the  perfusate.  One  can,  in  an 
emergency,  start  with  a nonblood  perfusate,  but 
one  must  move  rapidly  toward  whole  blood  to  sta- 
bilize the  circulation  and  prevent  excessive 
edema. 

Other  special  support  modalities  have  been 
used,  including  balloon  pumping  for  patients  who 
have  combined  circulatory  and  respiratory  failure. 
The  hyperbaric  chamber  has  been  successfully 
used  to  augment  the  function  of  the  membrane 
lung  and  also  to  provide  an  immediate  environ- 
ment that  will  temporarily  moderate  the  acute  re- 
spiratory insufficiency. 

Problems 

The  problems  that  I want  to  dwell  on  particu- 
larly are:  blood  volume  and  fluid  balance  regula- 
tion, control  of  hemorrhage,  blood  damage  by  the 


extracorporeal  devices,  renal  function,  and  man- 
agement of  the  patient’s  lung. 

Fluid  balance.  The  regulation  of  the  blood 
volume  and  fluid  balance  requires  not  only  that 
we  use  whole  blood  but  also  that  we  be  able  to 
measure  filling  pressure  on  both  the  right  and  left 
side  of  the  heart.  In  a postoperative  cardiac  pa- 
tient, this  left-side  pressure  can  be  obtained  by  in- 
stalling a left  atrial  pressure  catheter  before  clos- 
ing the  chest.  Ordinarily,  we  do  not  have  one, 
but  the  Swan-Ganz  catheter,  floated  into  the  pul- 
monary artery,  provides  a wedge  pressure  which 
closely  approximates  the  mean  left  atrial  pressure. 
Without  left-side  pressure,  fluid  administration  is 
blind.  Pulmonary  edema  can  easily  be  precipi- 
tated or  accentuated  while  there  is  a perfectly 
normal  or  even  low  central  venous  pressure. 

I believe  that  patients  should  be  weighed  every 
twelve  to  twenty-four  hours  since  there  is  no  other 
way  to  follow  the  total  fluid  balance  accurately. 
One  should  strive  for  a normal  hematocrit  to  re- 
duce circulatory  and  respiratory  strain  on  the  pa- 
tient. Blood-volume  measurements  may  be  useful 
where  they  are  readily  available  and  accurate  and 
where  people  are  sufficiently  familiar  with  them. 
On  the  other  hand,  blood-volume  measurements 
are  not  essential  if  adequate  hemodynamic  mea- 
surements are  made  and  if  the  hematocrit  is 
maintained.  The  urinary  output  should  probably 
be  kept  at  at  least  30  ml.  per  hour  when  it  is  pos- 
sible. 

Figure  1 shows  the  elements  of  the  fluid  balance 
in  a twenty-four  hour  dog  perfusion.  Crystalloid 
fluid  was  given  to  cover  anticipated  fluid  losses. 
The  central  venous  pressure  was  within  reason- 
able limits.  There  was  a gradual  decrease  in  uri- 
nary output,  accompanied  by  a drop  in  the 
packed-cell  volume  (PCV)  and  a gain  in  the 
weight.  During  perfusion,  the  urinary  output 
tends  to  lag  the  noncolloid  fluid  administered 
even  though  blood  volume  may  fall.  The  result  is 
a considerable  increase  in  extracellular  fluid.  Re- 
cent studies,  such  as  those  of  Dr.  Wilson,  have 
shown  the  lung  to  be  particularly  affected,  so  that 
pulmonary  edema  is  a real  danger. 

We  found  it  very  useful  to  give  intermittent 
doses  of  ethacrynic  acid  or  furosemide.  If  this  is 
done,  the  central  venous  pressure  and  the  wedge 
pressure  can  be  maintained,  and  the  urinary  out- 
put can  be  kept  in  balance  with  the  noncolloid 
fluid  administration.  In  the  perfusion,  the  weight 
was  kept  quite  constant  until  the  wee  small  hours 
of  the  night  when  a dose  of  ethacrynic  acid  was 
inadvertently  omitted  (Fig.  2). 

I would  like  to  illustrate  the  value  of  the  left 
atrial  pressure  by  showing  data  from  a patient 
who  had  had  a triple-valve  replacement  while  on  a 
bubble  oxygenator  for  between  four  and  five  hours 
(Fig.  3).  I think  that  most  of  the  people  who  do 
open-heart  surgery  consider  a bubble  perfusion  of 
such  duration  not  such  a bad  thing,  but  perhaps 
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after  Dr.  Wilson’s  talk  they  will  change  their 
minds.  At  any  rate,  this  patient  promptly  had 
pulmonary  edema  and  had  rather  immediately 
recognized  respiratory  failure  and  a low-output 
syndrome.  She  was  treated  with  all  of  the  things 
that  could  be  mustered  for  respiratory  care  and 
was  finally  taken  into  the  hyperbaric  chamber.  It 
was  not  possible  to  wean  her  from  the  hyperbaric 
chamber  after  twenty-four  hours,  and  she  was, 
therefore,  perfused.  In  starting  up  the  perfusion, 
the  left  atrial  pressure  was  initially  extremely  sen- 
sitive to  the  blood  flow.  If  we  had  not  been  moni- 
toring the  left  atrial  pressure,  I am  sure  she  would 
have  had  pulmonary  edema  again  because  we  had 
to  back  off  a number  of  times  in  the  flow.  During 
this  period  of  time,  she  gave  up  perhaps  a liter  of 
blood  to  the  extracorporeal  circuit.  The  left  atrial 
pressure  then  stabilized  with  a fairly  uniform  per- 
fusion rate,  and  the  blood  pressure,  which  had 
been  at  shock  levels,  rose  to  a stable  normal. 
This  case  emphasizes  that  you  really  cannot  han- 
dle partial  bypass  in  a patient  with  combined  re- 
spiratory and  circulatory  failure  without  monitor- 
ing the  left  side.  The  case  also  demonstrates  the 
very  useful  cardiovascular  support  that  can  be  ob- 
tained with  veno-arterial  perfusion. 

Hemorrhage.  Control  of  hemorrhage  is  one  of 
the  major  problems  in  long-term  perfusion.  Be- 
cause of  blood  damage  and  the  use  of  heparin,  he- 
mostasis is  difficult.  Incisions  need  to  be  made 
with  great  care  and  with  meticulous  hemostasis. 
Cautery  is  helpful,  and  its  use  should  be  consid- 
ered. Many  of  these  patients  have  some  degree  of 
disseminated  intravascular  coagulation  so  that  al- 
though epsilon  aminocaproic  acid  may  be  reason- 
able in  routine  open-heart  surgery,  I do  not  think 
it  has  a place  in  long-term  perfusion. 


FIGURE  3 Cardiovascular  support  from  veno-arterial 
perfusion.3 


Heparin  and  hemorrhage.  Heparin  manage- 
ment is  critical.  There  is  evidence  that  beef-lung 
heparin  is  more  reliable  than  heparin  of  gastroin- 
testinal origin.  Hill  has  been  using  beef-lung  hep- 
arin, and  his  experience  is  the  largest  in  this  field. 
He  now  has  15  cases. 

To  give  some  idea  of  the  magnitude  of  the  hem- 
orrhagic complications,  I analyzed  the  cases 
known  to  me  at  the  end  of  October,  1972,  which 
explains  why  there  are  fewer  than  43.  Five  cases 
out  of  34  recovered.  Eleven  cases  were  improved 
sufficiently  to  live  from  one  to  nine  days  after  the 
perfusion  was  discontinued.  Of  these,  5 had 
major  hemorrhages.  This  was  usually  the  cause 
of  death  or  the  reason  for  stopping  the  perfusion. 
Eighteen  cases  were  unimproved  and  were  not 
benefited  sufficiently  to  be  taken  off  the  pump. 
Of  these,  9 had  major  hemorrhages,  and  this  was 
usually  the  immediate  cause  of  death  or  the  rea- 
son for  discontinuing  the  perfusion.  Major  hem- 
orrhagic complications  thus  occurred  in  44  per 
cent  of  the  perfusions. 

A fundamental  requirement  is  an  adequate 
method  of  following  the  effectiveness  of  the  hepa- 
rinization. The  levels  of  heparin  used  for  open- 
heart  surgery  will  invariably  result  in  very  severe 
hemorrhages.  These  may  be  intrathoracic,  intra- 
cranial, intra-abdominal,  from  the  incisions,  and 
so  forth,  and  it  has  become  obvious  that  the  hepa- 
rin dosage  must  be  reduced.  If  the  clotting  time 
can  be  kept  at  about  three  times  normal,  hemor- 
rhagic complications  are  less  severe  and  become 
less  frequent.  The  Lee-White  (or  glass)  clotting 
time  should  be  kept  at  about  thirty  minutes,  or 
perhaps  between  thirty  and  forty  minutes.  Since 
heparin  is  metabolized  on  the  average  of  about  50 
per  cent  an  hour.  Lee-White  values  are  obtained 
too  late  and  it  is  extremely  difficult  to  manage  the 
heparin  administration.  A more  rapid  clotting 
test  is  needed.  The  activated  partial  thrombo- 
plastin time  has  been  used  most  frequently. 
Ryan  has  used  it  here  for  long-term  perfusions. 
This  is  what  we  have  used  also.  The  activated 
clotting  time  has  been  used  satisfactorily  bv  Hill’s 
group.  Recently,  we’ve  been  studying  the  acti- 
vated recalcification  time.  All  of  these  tests  use 
activators  that  provide  much  greater  surface  con- 
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tact  with  the  blood  and,  therefore,  much  more 
rapid  initiation  of  the  clotting  process.  Generally, 
a clotting  time  of  two  or  three  times  normal  is 
chosen,  and  this  end  point  is  reached  in  two  min- 
utes or  less.  There  are  a number  of  factors  which 
greatly  influence  the  amount  of  heparin  required. 
The  biologic  variation  from  patient  to  patient 
may  be  very  large.  The  patient’s  temperature  in- 
fluences the  rate  of  metabolic  destruction  of  the 
heparin.  The  rate  of  urine  flow  also  seems  to  be 
important,  more  heparin  being  required  for  great- 
er flows.  There  is  thus  no  way  to  avoid  doing  fre- 
quent clotting  tests.  A test  should  probably  be 
done  about  once  an  hour.  Heparin  should  proba- 
bly be  administered  either  in  slug  doses  once  an 
hour  or  as  a continuous  infusion. 

Blood  damage.  Now  I would  like  to  discuss 
the  problems  of  blood  damage.  You  have  heard  a 
good  bit  about  this  from  a theoretical  standpoint, 
but  I am  going  to  talk  at  a more  operational  level. 

Filters  have  been  said  to  moderate  the  effects  of 
oxygenator  blood  damage,  but  those  that  have 
used  filters  in  the  perfusion  circuit  in  long-term 
perfusion  have  found  decreased  platelet  levels. 
Contemporary  filters  are  probably  contraindicat- 
ed in  long-term  perfusions.  Fortunately,  the 
membrane  lungs  are  very  effective  filters  them- 
selves. Filters  should  be  used,  however,  for  any 
blood  that  is  added  to  the  circuit  and  for  any  shed 
blood  that  is  returned. 

Protein  damage  is  important  and  may  release 
vasoactive  materials  or  cause  solid  emboli  that 
damage  the  microvasculature.  Fat  embolization 
was  shown  many  years  ago,  in  experimental  and 
clinical  work  done  at  Vanderbilt  University,  to 
occur  when  the  screen  oxygenator  was  used  for 
more  than  two  hours.  There  was  a high  mortality 
rate,  and  most  of  these  patients  and  the  animals 
showed  massive  fat  embolization  to  the  brain, 
kidney,  and  lung.  Lee  has  shown  that  some  of 
this  fat  is  liberated  from  lipoproteins  which  are 
damaged  at  the  blood-gas  interface.  The  lipid  is 
released,  and  small  particles  coalesce  and  produce 
large  emboli. 

Red-cell  destruction  is  continuous  during  perfu- 
sions even  with  membrane  lungs.  Plasma-hemo- 
globin levels  do  not  become  excessive,  however, 
and  even  show  a tendency  to  fall  after  twelve  to 
twenty-four  hours.  This  probably  occurs  because 
surfaces  are  made  passive  by  a coating  of  protein. 

White-cell  damage  is  massive  and  occurs  early 
in  the  perfusion.  Cells  are  replenished  rapidly, 
however,  and  there  is  probably  no  deficiency  of 
functioning  white  cells  during  long-term  perfu- 
sion. 

Extracorporeal  perfusion  causes  a reduction  in 
platelets,  and  this  may  predispose  to  bleeding. 
The  platelets  tend  to  disappear  very  quickly  in 
the  early  part  of  the  perfusion.  Platelet  transfu- 
sions have  been  tried  without  any  real  demonstra- 
tion that  they  are  effective.  With  or  without 


platelet  transfusions,  platelets  remain  low 
throughout,  and  those  that  are  present  function 
less  well  than  normal  ones. 

Urinary  function.  Satisfactory  urinary  func- 
tion requires  not  only  maintenance  of  the  volume 
but  also  concern  for  the  quality  of  the  urine.  It  is 
not  enough  to  have  30  ml.  of  urine  every  hour  or  a 
normal  blood  urea  nitrogen  and  creatinine,  be- 
cause abnormalities  of  these  things  are  late  indi- 
cators of  urinary  failure.  Recently,  stimulated  by 
the  work  of  Shoemaker’s  group  at  Mt.  Sinai,  we 
have  been  looking  into  the  possibility  of  using  free 
water  clearance  as  an  early  warning  signal  of 
acute  renal  failure.  Simply  stated,  if  the  urine  is 
isosmolar  or  hyposmolar  in  a patient  with  the 
stress  of  his  illness  and  perfusion,  impending 
acute  renal  failure  should  be  assumed  to  be  pres- 
ent, and  treatment  should  be  adjusted  according- 
ly. This  would  include  greater  attention  to  the 
management  of  fluid  balance  and  probably  the 
regular  use  of  furosemide  or  ethacrynic  acid,  since 
these  drugs  have  been  shown  to  increase  medulla- 
ry blood  flow  and  so  possibly  stave  off  acute  renal 
failure. 

Some  patients  on  long-term  perfusion  have  had 
acute  renal  failure  as  well  as  respiratory  failure. 
Hill’s  patient  with  the  fat  embolization  had 
acute  renal  failure  also  and  required  dialysis  dur- 
ing the  time  that  he  was  being  perfused  for  the 
lung  problem.  This  patient  is  one  of  the  long- 
term survivors,  which  shows  that  hemodialysis 
can  be  employed  with  the  other  support  modali- 
ties. 

Patient’s  lung.  The  management  of  the  pa- 
tient’s lung  is  critically  important.  Every  perfu- 
sion team  should  include  people  who  are  expert  in 
intensive  pulmonary  management.  Partial  by- 
pass does  not  provide  total  pulmonary  function, 
and  it  is  necessary  to  utilize  the  natural  lung  for 
additional  gas  exchange.  It  is  also  essential  to 
have  that  lung  in  an  environment  that  will  be 
conducive  to  recovery.  This  includes  avoidance  of 
abnormal  ventilatory  volumes  and  pressures, 
proper  humidification  of  the  inspiratory  gases, 
and  clearing  of  secretions.  Turning  the  patient  is 
essential;  this  simple  nursing  care  procedure  is  an 
extraordinarily  important  one.  The  patient 
should  not  be  permitted  to  lie  on  his  back  but 
should  be  kept  on  one  side  or  the  other  as  much  as 
possible.  The  tracheal-balloon  management  is 
also  important.  I recommend  consideration  of  a 
soft  cuff  with  low  pressure  since  this  reduces  the 
danger  of  ulceration,  hemorrhage,  and  stenosis. 

Positive  end  expiratory  pressure  or  PEEP 
should  probably  be  used  in  all  of  these  patients.  I 
am  very  glad  to  see  that  Dr.  Wilson  supports  this 
concept.  The  effect  of  the  PEEP  may  be  dramat- 
ic in  improving  respiratory  function  by  increasing 
compliance  and  decreasing  the  alveolar-arterial 
gradient.  I am  delighted  to  know  that  it  helps  to 
resolve  the  high-protein  content  edema.  This 
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FIGURE  4 Changes  in  minute  volume,  tidal  volume, 
dynamic  compliance,  and  ventilation  pressure  with  per- 
fusion.4 


may  minimize  the  fibrosis  that  occurs  in  many 
lung  conditions  and  which  may,  in  the  final  analy- 
sis, determine  whether  a particular  pathologic 
state  is  reversible  or  not.  Clearing  the  proteinoid 
edema  may  extend  the  period  of  time  that  the 
lung  has  to  recover. 

The  problems  and  value  of  PEEP  are  illustrated 
by  data  from  the  patient  who  had  respiratory  and 
circulatory  failure  after  a triple  valve  replacement. 
We  had  tried  postoperatively  to  institute  PEEP 
and  could  not  because  it  accentuated  the  circula- 


tory failure.  Inflation  pressures  of  up  to  70  cm.  of 
water  were  required  prior  to  the  use  of  hyperbaria 
(Fig.  4).  Despite  decreased  hypoxia  with  the 
high-pressure  oxygen,  it  was  not  possible  to  put 
the  patient  on  PEEP  because  it  still  enhanced  the 
circulatory  failure.  After  the  perfusion  was  start- 
ed, circulatory  failure  was  less,  and  it  was  possible 
to  institute  PEEP.  There  was  prompt  and  dra- 
matic improvement  in  the  dynamic  compliance, 
the  tidal  volume,  and  the  minute  volume.  With 
PEEP,  the  patient’s  respiratory  problems  became 
much  simpler  to  handle,  and,  within  twenty-four 
hours,  we  were  able  to  wean  the  patient  from  the 
hyperbaria  and  from  the  membrane  lung. 

Conclusion 

Long-term  perfusion  is  possible  and  is  being 
done  with  increasing  frequency.  The  membrane 
lung  is  the  device  to  use,  and  I hope  that  you  will 
all  consider  this  new  modality  of  therapy. 
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Lande-Edwards 
Membrane  Oxygenator 

For  heart  surgery  and  prolonged 
lung  or  heart  support 


ROBERT  G.  CARLSON,  M.D. 

New  York  City 

From  the  Department  of  Surgery,  The  New  York  Hospital- 
Cornell  Medical  Center 

Dr.  Wilson  described  the  problem:  perfusion 

with  a bubble  oxygenator  results  in  damage  to  the 
lungs.  Dr.  Peirce  described  methods  for  reducing 
this  damage  by  using  a membrane  lung.  I would 
like  to  discuss  the  results  using  the  Lande- 
Edwards1*  membrane  lung  for  heart  surgery  and 
for  prolonged  lung  and  heart  support. 

* Edwards  Laboratories,  17221  Red  Hill  Avenue,  Santa  Ana, 
California  92705 


Clowes,  Hopkins,  and  Neville2  used  a very  effec- 
tive but  cumbersome  membrane  oxygenator  in 
1956  for  over  100  heart  operations.  However,  it 
took  a perfusionist  about  a week  to  assemble  this 
device. 

M.  L.  Bramson,  an  engineer,  designed  a nondis- 
posable membrane  lung  which  is  quite  effective. 
It  has  been  used  for  over  500  heart  operations 
and  for  over  15  patients  for  prolonged  lung  sup- 
port by  Hill  et  al.3  This  device  requires  a special- 
ly trained  technician. 

Lande,1  who  is  now  at  Cornell,  spent  consider- 
able time  while  at  the  University  of  Minnesota  de- 
veloping a simple,  disposable  membrane  lung. 
He  teamed  up  with  an  engineer,  Lowell  Edwards, 
from  the  Starr-Edwards  Company  to  produce  this 
simple  membrane  lung  which  is  available  today. 

Plastic  plates  compress  two  folded  sheets  of  sili- 
cone rubber  membrane  four  thousandths  of  an 
inch  thick  to  produce  capillary  channels  3 cm. 
long.  This  results  in  a very  low-pressure  head  of 
10  mm.  Hg  for  each  liter  of  blood  flow.  This  low- 
pressure  gradient  reduces  turbulence  and  thus  re- 
duces platelet  damage.  Over  150  heart  operations 
have  been  performed  with  the  Lande-Edwards 
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FIGURE  1 Oxygen  transfer  with  Lande-Edwards 
membrane  oxygenator  during  heart  surgery  directly  re- 
lated to  difference  in  arterial-venous  oxygen  saturation. 
At  venous  inlet  saturation  of  55  per  cent,  A-V  oxygen 
difference  was  35  per  cent  and  oxygen  transfer  was  35 
ml  per  square  meter  membrane  per  minute  At  venous 
inlet  saturation  of  35  per  cent,  A-V  oxygen  difference 
was  55  per  cent  and  oxygen  transfer  55  ml.  per  square 
meter  membrane  per  minute 

membrane  oxygenator  (LEMO)  at  the  New  York 
Hospital-Cornell  Medical  Center.4 

Method  of  perfusion 

For  most  patients  weighing  up  to  80  Kg.,  we 
used  two  3-M.2  membranes.  The  presently  used 
circuit  is  quite  simple.  The  blood  flows  by  gravi- 
ty through  the  membranes  and  into  an  arterial 
reservoir.  The  blood  is  pumped  back  to  the  pa- 
tient by  one  arterial  pump.  Transfused  blood  and 
cardiotomv  suctioned  blood  are  filtered  through 
the  usual  coarse  Bentley  reservoir  filter  and  then 
through  a Barrier  microfilter  with  40-micron 
screen  pore  size.*  Oxygen  gas  flows  at  5 L.  per 
minute  per  membrane.  Priming  the  pump  is 
done  quite  simply  now.  We  add  1.5  L.  of  5 per 
cent  dextrose  and  water  for  each  3-M.2  unit.  This 
dissolves  the  sodium  chloride  dusted  between  the 
membranes.  Approximately  twice-normal  saline 
results  (1.8  per  cent).  We  recirculate  to  displace 
the  bubbles;  12.5  Gm.  serum  albumin  per  3-M.2 
unit  of  membrane  is  added.  For  long-pump  runs 
we  displace  this  hypertonic  saline-priming  fluid 
with  blood.  For  short-pump  runs  of  less  than  one 
hour,  we  use  hemodilution. 

The  amount  of  membrane  needed  depends  on 
the  weight  and  temperature  of  the  patient.  When 
we  first  started  using  the  membranes,  we  used 
moderate  hypothermia  of  30°C.  Six-M.2  of  mem- 
brane were  adequate  for  up  to  80  Kg.  body 
weight.  During  rewarming,  we  resumed  the  pa- 
tient’s heart  and  lung  function  to  reduce  the 
amount  of  gas  transfer  needed.  At  normal  tem- 

*  Barrier  Extracorporeal  Blood  Filter,  Johnson  & Johnson, 
New  Brunswick,  New  Jersey  08903. 


peratures,  6 M.2  of  membrane  were  enough  for  up 
to  60  Kg.  body  weight.  Three  M.2  were  enough 
for  children  up  to  30  Kg. 

In  Japan,  surgeons  from  six  universities  have 
perfused  over  100  patients  weighing  less  than  30 
Kg.  with  one  3-M.2  membrane  during  open-heart 
surgery. 

We  flow  at  rates  of  about  50  mm.  per  kilogram 
per  minute  in  adults.  Three  to  6 L.  of  blood  flow 
per  minute  is  easily  obtained  with  gravity  flow. 
Varying  the  oxygen  flow  alters  the  carbon  diox- 
ide exchange  similar  to  human  lungs  in  whom  al- 
tering ventilation  alters  carbon  dioxide  exchange. 

Results-oxygen  transfer 

The  average  oxygen  transfer  was  35  ml.  of  oxy- 
gen per  meter  square  of  membrane.  This  provid- 
ed a venous  saturation  of  over  45  per  cent  and  the 
arterial  saturation  of  over  95  per  cent.  The  maxi- 
mum oxygen  transfer  capacity  was  56  ml.  of  oxy- 
gen per  meter  square  per  minute  with  a venous 
inlet  saturation  of  35  per  cent.  The  oxygen  trans- 
fer was  directly  related  to  inlet  saturation.  (Fig. 
1).  One  can  adjust  the  amount  of  membranes  to 
the  temperature  and  weight  of  the  patient  and  the 
feasibility  of  using  partial  bypass  during  rewarm- 
ing. 

Platelet  counts  and  clotting  factors 

The  Lande-Edwards  membrane  appears  to  have 
less  turbulence  than  other  membrane  lungs  be- 
cause of  its  smooth  membrane  and  absence  of  in- 
tervening screens  or  ridges.  In  our  experience,  the 
platelet  counts  return  to  near  normal  toward  the 
end  of  an  hour  or  two  of  membrane  perfusion. 
After  two  or  three  hours  perfusion  with  the  bub- 
ble oxygenator,  our  patients  oozed  a fair  amount 
of  blood.  After  two  to  six-hour  membrane  perfu- 
sions, the  blood  clotted  well  when  the  heparin  was 
neutralized.  Less  intra-operative  bleeding  oc- 
curred after  the  membrane  perfusions  compared 
with  the  bubble  oxygenator  perfusions.  Ryan,  at 
Memorial  Hospital,  has  done  many  hematologic 
studies  during  membrane-lung  perfusions  and  is 
reporting  the  details. 

Microemboli 

The  number  and  effect  of  arterial  microemboli 
were  determined  in  a controlled  study  in  human 
beings  with  either  the  Bentley  bubble  oxygenator 
or  the  Lande-Edwards  membrane  oxygenator. 
Patterson5  of  Cornell,  in  collaboration  with  the 
Pall  Filter  Company  has  produced  the  Barrier  fil- 
ter. f We  added  a Barrier  filter  in  the  arterial  line 
of  half  the  patients.  We  counted  microemboli,  50 
microns  or  larger,  with  an  ultrasonic  counting 
chamber  to  see  what  effect  the  filters  and  the 
membrane  or  bubble  oxygenators  had  on  the  mi- 

t Pall  Corporation,  Biomedical  Products  Division,  Glen 
Cove,  New  York  11542. 
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MICROEMBOLI  IN  ARTERIAL  LINES 
FIGURE  2 Summary  of  microemboli  counts;  18,000 
counts  of  microemboli  (50  micron  or  larger  per  minute) 
were  noted  during  Bentley  Bubble  Oxygenator  perfu- 
sions but  only  1,500  or  less  during  Lande-Edwards 
membrane  oxygenator  perfusions.  Counts  correlated 
with  the  Bender-Gestalt  visual  motor  scores  (Table  I). 


croemboli  counts.  Details  of  this  information 
were  recently  published.6  With  the  bubble 
oxygenator,  an  average  of  18,000  counts  per  min- 
ute were  noted.  Adding  a screen  filter  reduced 
the  counts  to  about  1,500.  With  the  membrane 
oxygenator  and  no  filter  in  the  arterial  line  even 
during  excessive  cardiotomv  suctioning,  the 
counts  were  1,500  or  less  (Fig.  2).  With  an  arteri- 
al filter  and  membrane  lung,  the  counts  were  in 
the  neighborhood  of  100  even  during  excessive 
cardiotomv  suctioning.  Without  cardiotomv  suc- 
tioning during  membrane  perfusion,  the  counts 
were  zero. 

Photomicrographs  of  the  40-micron  size  screen 
filter  from  an  arterial  filter  in  a patient  perfused 
with  a bubble  oxygenator  indicated  red  cells, 
platelets,  and  fibrin  (Fig.  3). 

Barbara  Rogoz,  R.  N.,  Bernard  Landis,  Ph.D., 
psychologist,  and  James  Baxter,  M.D.,  psychia- 
trist, administered,  scored,  and  evaluated  the 
Bender-Gestalt  visual-motor  test  results  before 
surgery  and  five  days  after  surgery.  The  patients 
copied  the  Bender-Gestalt  drawings  free  hand. 
Errors  increased  the  score  according  to  the  meth- 
od of  Pascal  and  Suttell.7 

Our  studies  in  47  patients  showed  that  with  the 
bubble  oxygenator  and  no  arterial  filter,  63  per 
cent  of  patients  had  worse  scores  post  operatively. 
By  adding  an  arterial  filter,  the  scores  were  worse 
in  43  per  cent  of  patients  perfused  with  the  bubble 


TABLE  I.  Summary  of  Bender-Gestalt  visual  motor  test 
scores  of  47  patients 


Filter 

Bubble 

Membrane 

Oxygenator 

Oxygenator 

No 

63 

36 

Yes 

43 

13 

FIGURE  3 Photomicrograph  of  particulate  microem- 
boli  in  40-micron  size  screen  filter  in  arterial  line  of 
bubble  oxygenator  perfusion  Note  numerous  platelet 
and  erythrocyte  particles  which  would  enter  systemic 
capillaries  if  not  filtered  Particulate  and  gas  microem- 
boli believed  to  cause  Bender-Gestalt  scores  to  become 
worse  postoperatively. 


FIGURE  4 Pall  Ultipor  blood  transfusion  filter  contains 
a 40-micron  size  screen  filter  identical  to  arterial  screen 
filter  used  in  heart  surgery.  More  than  10  bottles  of 
stored  blood  can  be  transfused  through  a single  filter 

oxygenator.  With  the  membrane  oxygenator  and 
no  arterial  filter,  36  per  cent  of  the  patients  were 
worse,  but  with  an  arterial  filter  and  membrane 
lung  only,  13  per  cent  of  .the  patients  had  worse 
scores  postoperatively  (Table  I). 

During  this  study,  we  were  using  the  membrane 
mostly  for  complex  operations  such  as  triple  or 
quadruple  vein  grafts.  The  average  pump  time  at 
that  time  was  two  and  a half  hours  with  the  range 
from  one  to  four  hours.  This  test  is  considered  to 
give  objective  evidence  that  air  and  particulate 
microemboli  were  injurious  to  the  patient.  Use  of 
the  membrane  and  a filter  appears  to  reduce  the 
morbidity  rate  from  microemboli. 
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An  Ultipor  blood-transfusion  filter  is  available 
now  (Fig.  4).*  We  use  this  screen  filter  when  ad- 
ministering blood  transfusions  in  an  effort  to  re- 
duce the  microemboli  which  are  otherwise  filtered 
out  by  the  human  lung. 

Prolonged  perfusions  for  cardiogenic  shock 

The  advantage  of  the  membrane  became  more 
obvious  when  we  used  it  for  many  hours  or  days 
such  as  in  the  treatment  of  cardiogenic  shock  or 
respiratory  failure. 

In  patients  who  developed  shock  after  myocar- 
dial infarction,  we  have  used  the  membrane  lung 
for  veno-arterial  bypass  with  or  without  the  intra- 
aortic balloon  pump.8,9 

Case  1.  A forty-eight -year-old  woman  had  an  acute 
myocardial  infarction  and  developed  hypotension.  The 
cardiac  index  fell  below  1 L.  per  meter  square  body 
surface  per  minute.  With  veno-arterial  bypass  by  the 
membrane  lung  at  1.3  L.  per  minute  for  twelve  hours, 
she  improved.  Her  cardiac  index  rose  to  above  2.2  L. 
per  meter  square  body  surface  per  minute.  For  the 
next  two  weeks  she  walked  around  and  looked  like  a 
healthy  patient.  However,  similar  to  about  half  a 
dozen  of  our  patients  after  mechanical  cardiopulmo- 
nary support,  she  died  suddenly  of  another  myocardial 
infarction. 

We  have  found  that  mechanical  support  gives 
wonderful  “first  aid”  by  helping  the  patient  out  of 
shock,  but,  unless  something  additional  is  done, 
they  die  from  their  primary  atherosclerotic  heart 
disease. 

Scheidt  et  al.w  reported  on  88  cases  of  intra- 
aortic balloon  support  for  shock  after  acute  myo- 
cardial infarction.  The  perfusions  were  done  at 
Cornell  and  many  other  centers  throughout  the 
United  States  with  similar  immediate  improve- 
ment but  late  death  in  a high  percentage  of  cases. 

Our  pathologist,  Alonso,  et  al. 11  performed  post- 
mortem coronary  arteriograms  on  40  patients  who 
died  from  an  acute  myocardial  infarction.  They 
measured  the  diameter  of  the  coronary  artery  be- 
yond the  occluded  artery  causing  the  fatal  infarct 
and  found  that  in  40  patients,  95  per  cent  or  38 
out  of  40  could  easily  have  had  vein  bypass  to  the 
segment  of  artery  beyond  the  infarct.  Over  half 
of  the  patients  had  severe  stenosis  of  a second 
major  artery  which  could  also  have  received  a vein 
bypass  graft.  This  information  gave  us  objective 
evidence  that  technically  it  is  possible  to  bypass 
graft  the  coronary  artery  of  most  patients  in  shock 
after  acute  myocardial  infarction. 

The  following  case  is  an  example  of  membrane 
and  intra-aortic  balloon  pump  support  for  shock 
after  acute  myocardial  infarction  with  subsequent 
corrective  surgery. 

Case  2.  A forty-four-year-old  man  had  a cardiac 

* Pall  Corporation  Biomedical  Products  Division,  Glen 
Cove,  New  York  11542. 
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FIGURE  5 Prolonged  mechanical  cardiopulmonary 
support  for  shock  after  myocardial  infarction  Preoper- 
ative chest  roentgenogram  indicates  pulmonary  edema 
while  cardiac  index  was  2.1  L per  minute  per  square 
meter  body  surface  IABP  (Intra-aortic  balloon  pump- 
ing) for  eighteen  hours  provided  temporary  improve- 
ment but  stopping  balloon  resulted  in  shock  again. 
Emergency  coronary  arteriogram  during  IABP  indicat- 
ed stenosis  of  left  anterior  descending  and  right  coro- 
nary artery.  Emergency  double  aorto-coronary  artery- 
vein  bypass  grafts  during  total  heart-lung  support  with 
Lande-Edwards  membrane  oxygenator  resulted  in  im- 
provement On  the  fourth  postoperative  day.  cardiac 
index  was  3 6 L per  minute  per  square  meter  body  sur- 
face. 

index  of  2.1  L.  per  meter  per  square  body  surface  area 
per  minute  and  was  hypotensive  after  an  acute  myo- 
cardial infarction.  He  was  treated  with  an  intra-aortic 
balloon  for  twelve  hours  with  improvement,  but  when 
the  balloon  was  turned  off  his  pressure  dropped  again. 
We  turned  the  balloon  on  again  and  took  him  to  the 
arteriogram  room.  The  angiogram  indicated  stenosis 
of  the  left  anterior  descending  coronary  artery  with 
good  distal  runoff  and  stenosis  of  the  right  coronary  ar- 
tery with  good  distal  runoff.  We  performed  a double 
aortocoronary  artery-vein  bypass  with  the  membrane- 
lung  perfusion.  During  the  operation,  we  temporarily 
clamped  the  anterior  descending  vein  graft  to  put  an 
additional  stitch  in  the  anastomosis.  The  systolic 
pressure  dropped  from  120  to  80  mm.  Hg,  and  the  left 
ventricle  enlarged.  We  completed  the  stitch  and  un- 
damped the  vein  graft.  In  thirty  seconds,  the  systolic 
pressure  rose  to  120  mm.  Hg  again,  and  the  left  ventri- 
cle became  smaller.  We  considered  this  to  indicate 
the  immediate  benefit  of  revascularizing  ischemic  myo- 
cardium. His  cardiac  index  improved  to  3.6  L.  per 
square  meter  body  surface  per  minute  during  the 
fourth  postoperative  day.  Unfortunately  on  the  sixth 
postoperative  day,  the  patient  died  of  cerebral  compli- 
cations (Fig.  5). 

Prolonged  lung  support 
Temporary  lung  support  is  technically  and  clin- 
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FIGURE  6.  Successful  veno-arterial  perfusion  for  prolonged  respiratory  support  sixty  hours  for  viral  pneumonia 
Chest  x-rays  before  perfusion  (oxygen  tension — 27  mm.  Hg),  during  first  day  of  perfusion  and  two  and  a half 
months  after  perfusion  Patient  returned  to  work. 


ically  feasible  today.  Indications  include  pneu- 
monia from  aspiration,  virus  or  bacteria,  shock 
lung,  fat  embolism,  respiratory  burns,  and  pulmo- 
nary embolism. 

Eight  patients  in  the  world  are  alive  after  pro- 
longed membrane-lung  support.  For  example, 
Gannon  of  Minneapolis,  perfused  a forty-six-year- 
old  man  with  acute  viral  pneumonia  for  two  and  a 
half  days  with  the  Lande-Edwards  membrane 
oxygenator.  The  arterial  oxygen  tension  was  27 
mm.  Hg  prior  to  veno-arterial  bypass  perfusion. 

The  chest  roentgenogram  during  the  first  day  of 
perfusion  showed  improvement  of  the  patchy 
changes  in  the  lung  fields  present  prior  to  perfu- 
sion. He  had  returned  to  work  two  and  a half 
months  later  when  his  chest  roentgenogram  was 
normal  (Fig.  6).  Today  patients  do  not  need  to 
die  from  hypoxia  due  to  reversible  lung  failure. 

Future  clinical  application 

Now  I would  like  to  present  an  idea  on  which 
we  are  working.  Simplicity  of  perfusion  for  long- 
term management  requires  automation.  Until  re- 
cently, we  used  the  same  heart-lung  machine  in 
the  operating  room  and  for  prolonged  bypass. 
You  know  how  many  perfusionists  are  needed  for 
one  week  of  continual  perfusion.  The  Bentley 
ventricle  pump*  provides  a simple  automatic 
pump.  We  have  used  this  in  the  dog  laboratory,13 
and  for  2 patients,  one  for  prolonged  respiratory 
support14  and  one  for  heart  surgery  (Fig.  7). 
Blood  flows  by  gravity  through  the  membrane 
into  a plastic  ventricle  reservoir  bag.  A piston 
rhythmically  compresses  whatever  amount  of 
blood  enters  the  bag.  One-way  valves  in  the  inlet 
and  outlet  of  the  bag  direct  the  blood  into  the  ar- 
terial line  of  the  patient.  Thus,  the  pump  output 
will  vary  with  the  venous  return.  The  pump  will 
deliver  whatever  amount  of  blood  flows  through 
the  membrane.  Two  other  safety  features  are 
that  if  the  venous  line  becomes  kinked,  no  air  will 
be  pumped  into  the  patient  because  squeezing  the 


FIGURE  7 Automatic  veno-arterial  perfusion  with 
Bentley  ventricle  pump,  two  Lande-Edwards  membrane 
oxygenators  and  Travenol  heat  exchanger.  Coronary- 
care  nurse  managed  perfusion  for  sixty  hours  for  pro- 
longed veno-arterial  respiratory  support  with  no  experi- 
enced perfusionist  in  room.  Similar  automatic  circuitry 
has  been  used  during  open-heart  surgery  in  one  patient 

empty  bag  simply  does  not  deliver  any  blood  or 
air.  Second,  if  the  arterial  line  becomes  kinked 
the  pump  merely  turns  off  instead  of  bursting  the 
line.  Recently  our  intensive  care  room  nurses 
easily  ran  this  pump  for  two  and  a half  days. 

We  have  considered  combining  an  intra-aortic 
balloon  pump  with  this  type  of  ventricular  pump 
for  veno-arterial  perfusion  of  patients  in  cardi- 
ogenic shock.  This  method  will  deliver  blood 
during  diastole  and  reduce  the  blood  pressure  dur- 
ing systole  in  an  effort  to  reduce  the  afterload  on 
the  heart  . 

Conclusion 

The  Lande-Edwards  membrane  oxygenator  pro- 
vided effective  gas  transfer  and  was  easily  used  by 
perfusionists.  The  membrane  produced  less  blood 
damage,  fewer  microemboli,  and  less  visual  motor 
damage  than  the  bubble  oxygenator.  Adding  an 

*Bentley  Laboratories,  Inc.,  Santa  Ana,  California. 
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arterial  40-micron  size  screen  filter  further  re- 
duced these  side-effects. 

525  East  68th  Street 
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had  devoted  much  of  his  life  to  that. 

In  my  experience,  whenever  the  oxygen-gas 
transfer  has  been  adequate,  there  has  been  no 
trouble  with  carbon  dioxide  transfer.  Theoreti- 
cally, the  carbon  dioxide  should  be  the  limiting 
factor  in  membrane  lungs,  but,  with  the  present 
silicone  membrane,  when  the  patient’s  arterial 
oxygen  pressure  was  satisfactory,  the  arterial  car- 
bon dioxide  pressure  was  satisfactory  also. 

Dr.  Peirce:  Yes,  it  is  soluble  in  the  silicone 
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dient. We  have  worked  and  various  other  people 
are  working  also  with  membranes  that  have  pores, 
and  there  is  a publication  from  Eisman’s  group  in 
Denver  that  just  came  out.*  They  are  using  an 
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pores,  in  a prototype  lung. 
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tensive care  unit  people  ask  me  all  the  time.  Dr. 
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sure as  an  index  of  a failing  left  heart  when  one 
has  administered  crystalloids  for  a day  and  a 
half.  We  all  know  the  unreliability  of  the  central 
venous  pressure  when  giving  fluids  over  an  ex- 
tended period. 

Dr.  Peirce:  Well,  I think  that  use  of  the 
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wedge  pressure  or  left  atrial  pressure  is  essential  if 
you  are  going  to  avoid  this  kind  of  a problem. 
With  Ringer  lactate,  normal  saline,  half-normal 
saline,  and  the  various  other  things  that  we  use, 
the  increase  in  pulmonary  pressure  is  simply  not 
reflected  in  the  central  venous  pressure.  You  can 
have,  you  know,  severe  pulmonary  edema  with  a 
perfectly  normal  central  venous  pressure. 

The  wedge  pressure,  I think,  is  reliable  if  you 
get  your  catheter  in  the  proper  place,  and  it  can 
be  used  certainly  for  forty-eight  or  seventy-two 
hours. 

Dr.  Wilson:  How  reliable?  Is  it  100  per  cent, 
90  per  cent,  80  per  cent? 

Dr.  Peirce:  Well,  I don’t  think  I can  answer 

that  question  because  I haven’t  had  that  much 
experience  with  it.  We  haven’t  seen  pulmonary 
edema  develop  in  a patient  where  we  were  moni- 
toring the  wedge  pressure. 

Dr.  Wilson:  I’d  like  to  refer  you  to  an  article 
by  Buckberg.1  He  showed  that  the  reliability  of 
wedge  pressure  depends  on  the  position  of  the 
catheter.  That  is  something  which  is  not  always 
easily  assessed  in  a clinical  setting.  Is  the  cathe- 
ter against  a vessel  wall?  Is  it  stuck  in  a vessel 
lumen?  One  of  the  things  that  Buckberg  pointed 
out  was  that  many  of  the  measurements  made  on 
the  venous  side  were  spurious  because  of  mis- 
placement of  the  catheter.  There  is  no  question 
about  central  venous  pressure  alone  being  an  un- 
reliable monitor  for  pulmonary  edema.  In  my 
laboratory,  I can  produce  severe  pulmonary  edema 
and  have  interstitial  patchy  edema  all  over  the 
lung  while  a normal  central  venous  pressure  is  be- 
ing monitored  if  an  extract  of  certain  snake  venoms 
are  given. 

Dr.  Peirce:  There  is  an  article  in  the  last  Ar- 
chives of  Surgeryf  suggesting  that,  because  it  is 

t Sharefkin,  J.  B.,  and  MacArthur,  J.  D.:  Pulmonary’  arte- 
rial pressure  as  a guide  to  the  hemodynamic  status  of  surgical 
patients,  Arch.  Surg.  105:  699  (Nov.)  1972. 
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not  always  possible  to  place  the  wedge  catheter 
and  also  because  it  may  damage  the  pulmonary 
artery,  one  may  use  simply  the  pulmonary  artery 
pressure  as  a guide.  I haven’t  tried  this  myself. 
We’ve  just  started  to  take  these  measurements, 
but  I think  it’s  worth  looking  into. 

Voice:  A question  for  Dr.  Peirce  in  reference  to 
heparinization  in  the  long-term  perfusions.  You 
quoted  some  figures,  and  you  cited  some  tests  that 
you  run.  We  are  thinking  about  going  into  some- 
thing like  this  in  the  near  future,  and  we  cannot 
find  any  really  substantial  information  in  refer- 
ence to  just  the  amount  of  heparin  necessary  for 
example  for  a long  nine-day  membrane-oxygena- 
tor run. 

Dr.  Peirce:  Well,  nobody  can  give  you  a fig- 

ure. You  have  to  actually  measure  every  hour  in 
the  patient  you  are  perfusing.  You  have  to  have 
one  of  the  measurements  that  I talked  about.  I 
suggest  that  you  look  at  the  activated  clotting 
time  which  you  will  find  referred  to  in  Hill’s  re- 
ports and  also  at  the  partial  thromboplastin  time. 
These  are  the  principal  tests  that  are  useful  at  the 
present  time. 

Voice:  I thought  you  had  mentioned  some- 

thing also  that  you  were  recommending. 

Dr.  Peirce:  The  recalcification  time.  We  are 
looking  at  this  as  a possible  test  because  the  re- 
agent is  stable  and  can  be  kept  at  room  tempera- 
ture. We  have  had  some  strange  values,  however, 
and  are  becoming  cautious. 

Voice:  Is  it  something  about  keeping  the  clot- 
ting time  at  three  times  normal? 

Dr.  Peirce:  We  think  that  this  is  a good  first 

guess.  Nobody  but  nobody  knows  what  you  can 
do.  It  may  be  that  two  times  normal  will  suffice. 

Dr.  Carlson:  In  our  experience  after  the  first 
twenty-four  to  forty-eight  hours,  it  takes  about  0.1 
mg.  heparin  per  kilogram  body  weight  per  hour 
for  our  patients  that  we’ve  perfused  for  prolonged 
periods.  We  used  3 mg.  heparin  per  kilogram 
body  weight  for  the  first  dose,  and  about  six  hours 
later  we’ve  added  about  half  the  initial  dose,  and 
about  twelve  hours  later  we’ve  added  about  a 
fourth  of  the  initial  dose.  The  second  day,  it 
takes  about  a tenth  of  the  initial  dose  needed  for 
heart  surgery.  To  control  the  dosage,  Dr.  Peirce 
has  emphasized  the  importance  of  measuring  the 
clotting  times. 

Voice:  You  are  using  the  same  heparin  from 

the  same  company  continuously  throughout, 
right? 

Dr.  Carlson:  Yes.  Only  40  some  patients 

have  been  perfused  with  membrane  oxygenators 
for  periods  of  several  days  in  the  United  States. 
If  you  get  busy  and  perfuse  1 or  2 patients  your- 
self for  a few  days  you’ll  be  as  experienced  an  ex- 
pert as  the  rest  of  us! 

Dr.  Wilson:  There  is  one  other  thing  about 

heparin  monitoring  that  I’d  like  to  point  out  to 
everyone  in  this  audience.  I think  it  is  extremely 


important;  there  is  now  an  in  vivo  assay  for  hepa- 
rin in  the  patient  available  in  a very  recent  edi- 
tion of  the  British  Journal  of  Pharmacology.  This 
report  by  Kuo  from  the  Jacques  laboratory  in 
Canada2  is  a test  for  in  vivo  heparin  levels  and  is 
reliable  to  plus  or  minus  10  per  cent.  It  is  the 
best  test  we  have  available  at  the  present  time. 
It  may  offer  some  refinement  of  heparin  therapy. 

Dr.  Peirce:  Unfortunately  we  don’t  yet  know 

whether  you  should  have  a particular  heparin 
level  or  whether  you  should  have  a particular  hep- 
arin effect.  All  of  the  tests  that  we  now  use  mea- 
sure heparin  effect  and  not  heparin  levels,  and  we 
think  this  is  what  we  need. 

Dr.  Carlson:  Right.  I think  that  what  we  are 
going  to  see  is  a correlation  between  levels  and  ef- 
fects, and  maybe  this  will  give  us  some  informa- 
tion that  we  have  been  needing  for  a long  time.  I 
think,  Dr.  Wilson,  you  made  the  statement  that 
heparin  may  lyse  clots  that  may  form.  Is  that  what 
you  meant  to  say  earlier  today? 

Dr.  Wilson:  An  acute  thrombosis  is  not  neces- 
sarily dissolved  by  heparin. 

Dr.  Carlson:  There  is  conflicting  information 

on  this  point. 

Dr.  Wilson:  In  the  test  tube,  the  heparin  ap- 

pears to  dissolve  a fresh  clot  somewhat,  but  data 
are  inconclusive.  We  have  angiographic  evidence 
of  pulmonary  emboli  disappearing  in  twenty-four 
hours.  If  we  can  support  that  patient  for  one  day 
while  his  clot  is  being  dissolved  by  whatever  lytic 
circulatory  mechanism,  we  may  have  some  survi- 
vors after  acute  pulmonary  emboli. 

Dr.  Peirce:  I think  in  the  dog  there  is  not 

much  question  that  recent  fibrin  clots  disappear 
rather  rapidly  after  you  heparinize  the  animal. 
This  is  less  of  a problem  in  the  human  being,  but 
I think  the  mechanism  is  simply  that  more  fibrin 
is  not  deposited  when  heparin  is  present,  although 
the  fibrinolytic  systems  continue  to  act. 

Dr.  Carlson:  Mechanisms  are  different  in  the 
dog  from  what  they  are  in  man.  Anyone  who  has 
worked  with  dogs  learns  that  in  a hurry. 

Voice:  Dr.  Carlson  mentioned  the  fact  that  in 
short  cases,  the  temperature  runs  from  34  to  37°C. 
Do  you  go  any  lower  as  far  as  hypothermia  is  con- 
cerned? 

Dr.  Carlson:  The  temperature  that  we  use  de- 
pends on  the  heart-surgery  needs  and  not  on  the 
membrane.  We  match  the  amount  of  membrane 
used  to  the  surgical  needs. 

Voice:  Correct,  but  do  you  use  any  deeper  hy- 
pothermia? 

Dr.  Carlson:  We  do  not  use  hyperthermia 

below  30°C.  except  in  the  rare  instance  where  we 
use  hypothermia  of  25°C.  and  stop  the  pump 
while  we’re  doing  some  complicated  vascular  pro- 
cedure. In  my  personal  practice,  I haven’t  needed 
that  yet. 

Dr.  Peirce:  I have  done  a few  so-called  deep 

hypothermia  procedures  and  the  membrane  lung 
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worked  well,  very  well,  in  fact.  If  you  should  need 
it  as  Dr.  Carlson  indicates  for  a special  instance, 
such  as  a central  atrioventricular  fistula  or  some- 
thing like  that,  do  not  hesitate. 

Voice:  We  have  about  2 cases  in  which  we 

have  dropped  the  temperature  down  to  about 
25°C.,  turned  the  pump  off  completely,  and 
drained  the  patient.  This  has  given  us  time  to 
operate. 

That  is  what  I was  wondering  about  in  reference 
to  the  membrane  oxygenator. 

Dr.  Peirce:  It  works  well. 

Dr.  Carlson:  In  the  future  it  may  be  helpful 

for  cyanotic  children  who  have  closed-heart  opera- 
tions to  be  perfused  with  a membrane  lung  during 
the  closed  heart  operation.  Second,  during  deep 
hypothermia  for  corrective  heart  surgery,  the 
membrane  lung  probably  causes  less  damage  to 
the  blood  than  the  bubble  oxygenator  does. 

Dr.  Timmes:  Any  other  questions? 

Voice:  Yes.  Dr.  Wilson  had  a great  deal  of  in- 
formation on  the  documentation  of  the  damage 
done  by  extracorporeal  circulation.  I wondered  if 
during  the  accumulation  of  that  you  noticed  any 
major  differences  as  to  the  degree  of  damage  in 
terms  of  parameters  other  than  the  length  of  the 
time  of  the  case,  such  as  type  of  oxygenator,  type 
of  pump,  and  that  sort  of  thing? 

Dr.  Wilson:  Yes,  there  are  several  things  that 
influence  this.  First  of  all,  when  I said  it  was 
published  in  the  journal,  I cited  the  fact  that  we 


found  that  pre-existing  lung  disease  in  these  pa- 
tients undoubtedly  predisposes  them  to  more 
damage  while  they  are  on  the  bubble  oxygenator 
or  on  the  disk  oxygenator. 

We  found  that  the  disk  oxygenator  in  our  study 
had  less  damaging  effect  than  the  bubble  oxygen- 
ator did.  This  was  borne  out  at  the  cell  level  and 
I think  when  I talk  about  looking  at  patients,  I am 
not  talking  about  patient  at  survival  rates.  • I am 
talking  about  looking  at  cells  and  what  we  found 
in  the  biopsies.  There  were  other  parameters. 
For  example,  the  patients  who  were  hypothermic 
did  better  regardless  of  which  oxygenator  they  were 
on  as  long  as  they  were  cooled,  in  this  series. 
Again,  hemodilution  made  a difference,  so  there 
were  a lot  of  things  that  played  a big  role  in  this 
business  of  bypass  that  really  have  not  been  care- 
fully sorted  out  because  of  the  complexities  and 
the  interactions  that  we  are  dealing  with. 

After  we  switched  to  lung  heparin,  we  saw  less 
damage,  and  after  we  put  filters  in,  we  saw  less 
damage  than  we  had  seen  before,  but  we  still  see 
some  damage  to  cells  regardless  of  what  precau- 
tion is  used. 
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QUESTION:  137.  What  is  the  interpretation?  These  two  electrocardiograms  (lead  II)  were  obtained  ten  minutes 
apart  in  a patient  with  chest  pain. 


QUESTION  138.  What  is  the  interpretation?  The  patient  is  a seventy-year-old  man  admitted  with  congestive 
heart  failure. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  137.  Strip  1 shows  S-T  depression 
with  T inversion.  The  abnormalities  indicate 
myocardial  ischemia.  The  second  tracing  ob- 
tained when  the  pain  had  disappeared  is  a normal 
lead  II.  Patients  with  angina  often  have  S-T  ab- 
normalities occurring  during  their  pain  which  are 
helpful  diagnostically,  since  they  may  occur  in  a 
patient  whose  resting  tracing  is  normal.  Exercise 
may  induce  these  changes  when  the  resting  elec- 
trocardiogram finding  is  normal. 

Question  138.  The  rhythm  is  regular  sinus 
rhythm  with  a P-R  interval  of  0.24  second.  The 
QRS  duration  is  0.16  second.  There  is  left-axis 


deviation  beyond  minus  30  degrees.  A Q is  pres- 
ent in  leads  I and  aVl  with  T inverted.  In  V2, 
there  is  a deep  Q wave  with  notching  of  the  initial 
portion  of  the  downstroke.  There  is  a QS  in  V]. 
T is  inverted  in  V5  and  V6.  The  patient  has  an 
intraventricular  conduction  defect  which  is  not 
left  bundle  branch  block,  since  there  are  Q waves 
in  leads  I and  aVl.  There  is  left-axis  deviation 
which  implies  left  anterior  hemiblock.  The 
slurred  Q in  V2  is  highly  suspicious  of  anteroseptal 
infarction.  The  diffuse  S-T  and  T-wave  abnor- 
malities indicate  myocardial  damage.  The  deep 
Q in  a VI  suggests  lateral  wall  infarction.  There  is 
a 1 -degree  atrioventricular  block. 
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Retroperitoneal  xanthogranuloma,  first  de- 
scribed by  Oberling,1  is  one  of  the  xanthomatoses 
which  consist  of  a group  of  tumor-like  prolifera- 
tions characterized  by  foam  cells,  and  is  called 
such  because  of  its  location  in  the  retroperitoneum 
and  its  histologic  resemblance  to  a granuloma.1,2 
Xanthogranuloma  has  been  reported  in  various 
organs  and  tissues  of  the  body:  lung,3  colon,4 

ovary,5  bone,6,7  and  lymph  node.8  Similar  lesions 
have  been  known  to  occur  in  lung,9  stomach,10,11 
and  kidney.12  The  retroperitoneal  xanthogranulo- 
ma has  been  emphasized  by  Oberling1  because  of 
the  potentially  extensive  involvement  and  the 
clinical  difficulty  in  differentiating  the  lesion  from 
true  neoplasia. 

We  have  observed  2 cases  of  retroperitoneal 
xanthogranuloma  with  an  unusually  long-term 
follow-up  in  1 case  and  chemical  and  histochemi- 
cal  analysis  in  another  case.  The  findings  are  re- 
ported. 

Case  reports 

Case  1.  A seventy-one-year-old  white  man  was 
referred  to  Roswell  Park  Memorial  Institute  on 
May  17,  1970,  because  of  a mass  in  the  left  upper 
abdomen.  The  patient  noted  the  mass  three 
months  before  admission  and  had  postprandial 
abdominal  fullness  and  occasional  mild  colicky 
pain  in  the  upper  abdomen.  He  was  admitted  to 
another  hospital,  and  after  upper  gastrointestinal 
and  colon  x-ray  studies,  a diagnosis  of  pancreatic 
tumor  was  considered.  The  patient  was  subse- 
quently referred  to  the  Institute  for  further  study. 
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He  gave  a history  of  having  a surgical  repair  of 
esophageal  diverticulosis  through  a thoracic  inci- 
sion in  1961.  He  had  a definite  palpable  mass  in 
the  left  upper  quadrant  and  complained  of  mini- 
mal tenderness  on  deep  palpation  of  the  lesion. 
Pertinent  laboratory  data  were  all  within  normal 
limits  including  serum  total  lipids,  420  mg.  per 
100  ml.,  and  serum  cholesterol,  148  mg.  per  100 
ml.  X-ray  studies  of  the  colon  revealed  upward 
and  lateral  displacement  of  the  distal  portion  of 
the  transverse  colon.  An  intravenous  pyelogram 
showed  marked  lateral  displacement  of  the  left 
ureter  and  slight  elevation  of  the  left  kidney.  On 
June  2,  1970,  the  patient  was  operated  on;  the 
preoperative  diagnosis  was  retroperitoneal  tumor. 
At  operation,  multiple  masses  were  noted  involv- 
ing the  entire  mesentery  and  retroperitoneal  re- 
gions. Wedge  resection  of  a portion  of  tumorous 
mesentery  and  a segmental  resection  of  the  jeju- 
num with  end-to-end  anastomosis  were  per- 
formed. Postoperatively,  he  recovered  and  was 
discharged  on  June  16,  1970.  The  patient  was 
followed  in  the  clinic  and  was  found  to  be  well  one 
year  after  the  operation. 

Gross  Findings.  The  resected  portion  of  mesen- 
tery had  multiple  nodular  masses  with  intact  mes- 
enteric surface.  The  cut  surface  showed  poorly 
defined  yellow-gray  firm  fibrotic  areas,  less-fibrot- 
ic  areas,  and  a small  portion  of  distinctly  yellow, 
soft,  normal-looking  adipose  tissue  (Fig.  1).  A 
segment  of  jejunum  was  normal. 

Microscopic  findings.  The  lesions  were  poly- 
morphic, consisting  of  foamy  histiocytes,  lympho- 
cytes, fibroblasts,  and  fibrous  connective  tissue 


FIGURE  1.  Case  1.  Cross  sections  of  mesenteric  le- 
sion showing  diffuse  fibrotic  involvement  in  various  de- 
gree. 
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FIGURE  2.  Case  1.  Photomicrographs.  (A)  Mesenteric  lesion  showing  foamy  histiocytes,  lymphocyte  infiltration, 
and  fibroblastic  proliferation.  Note  multinucleated  giant  cell  of  foreign  body  type  in  right  lower  corner  (hematoxylin 
and  eosin  X 230).  (B)  Mesenteric  lesion  showing  polymorphism  of  lesion.  Note  fibrosis,  granuloma  formation, 

necrosis,  and  lymphocytic  infiltration.  Multinucleated  giant  cells  of  foreign  body  type  contain  cholesterol  clefts  and 
foamy  materials  Cholesterol  clefts  seen  in  necrotic  area  also  (hematoxylin  and  eosin  X 215) 


(Fig.  2A).  There  were  irregular  foci  of  necrosis, 
granuloma  formation,  and  multinucleated  giant 
cells  which  had  engulfed  cholesterol  clefts  or 
foamy  materials  (Fig.  2B).  Lymphocyte  infiltra- 
tion and  lymph  follicle  formation,  some  with  ger- 
minal centers,  were  seen  also.  Microscopic  evi- 
dence of  a malignant  condition  were  not  present. 

Special  studies.  Contents  of  total  lipids,  total 
cholesterol,  and  phospholipids  in  the  mesenteric 
lesion  of  this  case  were  quantitated  using  gravi- 
metric and  photometric  methods.13  The  content 
of  neutral  fat  was  calculated  by  subtracting  the 
sum  of  the  total  cholesterol  and  phospholipids  from 
the  amount  of  total  lipids.13  The  amount  of  total 
cholesterol  of  the  lesion  was  greatly  increased, 
whereas  neutral  fat  and  phospholipids  were  de- 
creased (Table  I).  Histochemical  studies  demon- 
strated the  presence  of  cholesterol  and  fat  in 
Schultz’s  stain  and  oil-red-0  stain  respectively. 

Case  2.  A forty-one-year-old  white  woman  was 
admitted  to  Roswell  Park  Memorial  Institute  on 
November  16,  1970,  with  a complaint  of  numbness 
in  the  left  limb  and  gluteal  region.  Her  illness 
dated  back  to  1948  when  the  patient,  at  age  nine- 
teen, was  found  to  have  a mass  in  the  pelvis.  An 
exploratory  laparotomy  at  that  time  revealed  a 
tumor  involving  almost  the  entire  pelvic  region. 
A biopsy  was  taken,  and  a diagnosis  of  liposarco- 
ma  arising  from  the  sciatic  notch  was  made.  The 
patient  received  radiation  therapy  to  the  pelvic 
mass  from  3 directions  with  a total  dose  of  6,600 
rads.  She  was  seen  yearly  for  about  ten  years 
without  evidence  of  recurrent  disease,  and  then 
was  lost  to  follow-up  for  a period  of  about  ten 
years.  During  that  period,  she  had  an  appendec- 
tomy in  February,  1969;  and,  in  May,  1969,  the 
patient  was  admitted  to  a hospital  for  an  infected 
cystic  lesion  in  the  right  gluteal  region  which  was 


one  of  the  areas  previously  irradiated.  An  exci- 
sion of  the  lesion  and  drainage  were  done  at  that 
time.  The  lesion  recurred.  In  July,  1969,  the  pa- 
tient was  seen  for  increasing  neuritic  pain  accom- 
pained  by  numbness  and  tingling  sensation  in  the 
left  gluteal  region  and  posterior  aspect  of  the 
thigh.  In  September  and  November,  1969,  exci- 
sion and  debridement  were  attempted  for  the  re- 
current ulcers  in  sacral  areas.  Biopsies  showed 
fat  necrosis,  scar,  and  chronic  inflammation.  The 
patient  was  seen  for  increasing  pain  in  the  sacral 
area  in  October,  1970,  at  which  time  a subcuta- 
neous nodule  was  noted  over  the  sacrum  on  the 
right  side,  and  a biopsy  was  taken.  On  admission 
to  the  Institute,  her  complaint  was  pain  in  the  left 
lower  limb  associated  with  paresthesia  in  the  left 
heel  and  labium.  She  had  tenderness  along  the 
left  sciatic  nerve,  and  the  rectum  was  fixed  to  the 
mass  over  the  sacrum.  Weakness  in  dorsal  flex- 
ions of  the  left  great  toe,  absence  of  deep-tendon 
reflexes  of  the  left  lower  limb,  and  hypesthesia  in 
the  distribution  of  the  first  and  second  sacral 
nerves  were  noted.  X-ray  examination  disclosed 
a poorly  defined  soft -tissue  mass  in  the  pelvis  as- 
sociated with  lytic  lesions  and  new  bone  formation 
involving  the  left  half  of  the  sacrum.  A diagnosis 
of  malignant  tumor  of  soft  tissue  of  the  pelvis  in- 
volving anterior  and  posterior  sacrum  was  made. 

Microscopic  findings.  Both  biopsies  taken  in 
1948  and  1970  were  reviewed.  The  histologic  ap- 
pearance of  the  pelvic  mass  taken  in  1948  was 
that  of  an  xanthogranuloma.  It  was  composed 
largely  of  foamy  histiocytes,  but  there  were  also  a 
proliferation  of  fibroblasts,  fibrous  connective  tis- 
sue deposition,  lymphocytic  infiltration,  and  mul- 
tinucleated giant-cell  reactions  of  foreign  body 
type.  Biopsy  of  sections  of  a subcutaneous  nodule 
over  the  sacrum  taken  twenty-two  years  later  in 
1970  revealed  an  entirely  different  lesion.  It  was 
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a tumor  made  up  of  spindle-shaped  cells  with  rel- 
atively large  and  hyperchromatic  nuclei.  The  le- 
sion was  interpreted  as  fibrosarcoma  of  soft  tissue 
of  the  sacral  area  following  ionizing  radiat  ion. 

Comment 

Xanthogranuloma  was  originally  described  as 
an  inflammatory  granulomatous  lesion  and  is  non- 
neoplastic.1'14 The  lesion  is  characterized  by  its 
polymorphism  on  microscopic  examination,  name- 
ly, a mixture  of  fibrotic  zones  and  inflammatory 
areas,  in  which  infiltrates  consist  of  histiocytes, 
lymphocytes,  giant  cells,  and  foam  cells  which  are 
loaded  with  neutral  fats  and  cholesterol.1  The 
cause  is  not  known.  However,  inflammation  with 
secondary  lipid  precipitation  and  repair,  distur- 
bances in  lipid  metabolism,  or  both  have  been 
postulated.1-5  In  our  Case  1,  there  is  a preceding 
history  of  surgery  involving  a portion  of  retroperi- 
toneum,  and  both  serum  cholesterol  and  total  lip- 
ids are  within  normal  limits  in  this  patient. 
These  observations  support  the  view  of  postin- 
flammatory  etiology  of  the  lesion  rather  than  dis- 
turbances in  lipid  metabolism  as  a primary  cause. 

Presence  of  neutral  fats,  cholesterol,  and  choles- 
terol esters  in  the  foam  cells  of  the  lesion  were  de- 
scribed by  Oberling.1  Abundant  cholesterol  crys- 
tals were  observed  both  in  and  outside  the  foam 
cells  of  the  lesion  (Case  1).  Chemical  analysis  re- 
vealed an  increase  in  content  of  cholesterol  in  the 
lesion  and  decrease  in  neutral  fats  and  phospho- 
lipids as  compared  with  normal  fat.  This  de- 
crease in  the  neutral  fats  is  the  result  of  replace- 
ment of  normal  adipose  tissue  by  fibrous  connec- 
tive tissue  and  due,  in  lesser  extent,  to  increase  in 
amount  of  cholesterol  in  the  lesion.  The  differ- 
ence between  the  amount  of  phospholipids  in  the 
lesion  and  that  of  normal-looking  mesenteric  adi- 
pose tissue  is  not  striking. 

It  has  been  said  that  the  majority  of  retroperito- 
neal xanthogranulomas  do  not  behave  in  malig- 
nant fashion2;  but  they  grow  slowly,1  frequently 
recur, ‘'2'4'8'912'15  and  destructive  invasion  is  possi- 
ble.1 They  rarely  become  malignant.2 

In  our  2 cases,  the  lesions  were  benign,  micro- 
scopically, and  both  were  localized.  In  both 
cases,  prognosis  of  the  disease  appeared  to  be  fa- 
vorable on  follow-up  examinations  which  were 
made  one  year,  in  one  case',  over  ten  years  in  the 
other,  after  treatment. 

Summary 

Two  cases  of  retroperitoneal  xanthogranuloma 
are  presented,  lesions  of  which  were  benign,  mi- 
croscopically, and  localized  to  one  area.  Both  pa- 
tients remained  without  ill  effects  one  and  ten 
years  after  partial  resection  of  the  lesions,  suggest- 
ing that  the  prognosis  of  the  disease  is  favorable  in 
the  absence  of  microscopic  evidence  of  a malig- 
nant condition  and  a distant  lesion.  In  one  of  our 


TABLE  I.  Chemical  analysis  of  xanthogranuloma  inCase  1 
(milligrams  per  gram) 


Mesentery 

Total 

Lipids 

Phos- 

pho- 

lipids 

Total 

Choles- 

terol 

Neutral 

Fat* 

Lesion 

120.9 

4.5 

51.3 

65.1 

N ormal-looking 
area 

369.7 

6.7 

3.8 

359.2 

* Calculated  by  subtracting  sum  of  phospholipids  and  total  choles- 
terol from  total  lipids. 


2 cases,  preceding  history  of  operation  involving 
the  retroperitoneum  was  present.  Chemical  and 
histochemical  studies  on  this  lesion  revealed 
abundant  cholesterol  in  the  lesion  and  decreases 
in  total  lipids  in  the  form  of  neutral  fat.  There 
was  no  abnormality  of  cholesterol  or  total  lipids  in 
the  patient’s  serum,  suggesting  that  the  lesion  is 
likely  to  be  postinflammatory  in  nature. 

E.  J.  Meyer  Memorial  Hospital 
Department  of  Pathology 
462  Grider  Street 
Buffalo,  New  York  14215  (DR.  IMAHORI ) 
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Part  II  continues  with  an  annotated  restatement 
of  the  series  of  messages  dealing  with  medical 
malpractice  liability  exposures  which  have  been 
running  in  the  various  county  bulletins  under  the 
continuing  title  “Ounces  of  Prevention.”  Part  I 
discussed  “Malpractice  Prophylaxis,” — the  pre- 
ventive procedures  and  controls  recommended  in 
the  areas  of  practice  and  patient  relationships. 

Because  it  is  designed  to  protect  you  against  a 
complex  set  of  perils,  your  professional  medical 
liability  insurance  policy  is  a complex  document. 
It  should  be  regarded  not  just  negatively  as  a 
shield,  but  affirmatively  as  a tool.  And  as  with 
any  tool,  to  take  full  advantage  of  it  you  should 
know  something  about  how  it  works  and  how  it 
can  be  made  to  fit  your  particular  circumstances 
and  needs. 

You  should  have  some  familiarity  with  your 
policy  coverages.  Perhaps  even  more  important, 
you  should  understand  which  activities  or  expo- 
sures it  may  not  cover  without  special  tailoring. 
Several  of  these  points  have  been  treated  in  our 
“Ounces  of  Prevention”  series.  Let’s  review  them 
here  under  the  caption: 

Policy  protection 

Prompt  reporting.  Your  policy  requires  that  you 
promptly  notify  our  insurance  company  of  any  incident 
that  might  lead  to  a malpractice  claim.  This  obvious- 
ly includes  receipt  of  suit  papers  or  a letter  from  a law- 
yer, or  any  threat  of  a claim  or  suit  by  or  on  behalf  of  a 
patient.  Even  in  the  absence  of  anything  so  definite, 
you  should  report  any  untoward  result  not  anticipated 
and  not  an  inherent  risk  of  the  treatment  rendered  or 
surgery  performed.  Such  reports  may  be  phoned  (col- 
lect from  Upstate)  to  our  Indemnity  Representative  at 
(212)684-3211. 

The  lag  between  occurrence  and  our  carrier’s  first 
knowledge  of  it  is  a more  serious  problem  under  this 


form  of  insurance  than  under  any  other  and  constitutes 
a substantial  factor  in  determining  our  rates  and  pre- 
miums. Please  therefore  err  on  the  side  of  caution. 
To  report  an  incident  that  turns  out  not  to  produce  a 
claim  does  not  impeach  your  standing  as  a policyhold- 
er; if  anything,  it  enhances  it.  No  settlement  will  be 
made  without  your  consent. 

Be  prepared  for  the  summer.  Be  prepared  for  any 
period  during  which  you  plan  to  have  another  physi- 
cian assist  or  substitute  for  you.  Make  sure  he  is  qual- 
ified, licensed  in  this  State,  and  protected  by  applica- 
ble malpractice  insurance. 

You  are  protected  for  liability  imposed  on  you  by  the 
acts  of  a temporary  substitute  only  if  he  carries  appli- 
cable professional  liability  insurance  with  some  compa- 
ny. If  you  employ  an  additional  physician  to  help  with 
a heavier  volume  of  work,  you  are  protected  only  if  he 
is  individually  insured  by  the  carrier  for  our  Society 
program. 

Insurance  protection  for  your  employees.  The  So- 
ciety professional  liability  policy  protects  you  for  your 
liability  for  the  acts  of  your  employed  nurses  and  tech- 
nicians, but  not  for  nurse  anesthetists  employed  by  an- 
esthesiologists. Your  policy  protects  you  only,  not  your 
employees,  who  are  often  also  named  as  defendants  in 
suits  for  alleged  malpractice. 

Direct  protection  can  be  extended  to  such  employees 
if  they  are  licensed  and  registered  under  New  York  law, 
under  an  Employee’s  Professional  Liability  policy. 
The  coverage  is  restricted  to  the  employee’s  acts  per- 
formed in  the  course  of  his  employment  with  the  physi- 
cian, partnership,  or  professional  corporation  designat- 
ed in  the  employee’s  application. 

Protection  for  emergency  panel  participants.  If 
your  policy  is  written  to  indicate  a specialty  practice, 
you  are  protected  while  participating  in  your  county 
society  or  hospital  emergency  panel.  This  protection  is 
yours  without  added  cost  or  endorsement. 

The  coverage  applies  even  when  you  are  required  to 
undertake  procedures  outside  the  scope  of  your  special- 
ty. It  is  expected,  however,  that  you  will  call  in  a 
qualified  specialist  as  soon  as  possible. 

Are  you  planning  to  incorporate?  Before  incorpo- 
rating, it  is  strongly  advised  that  you  consult  our  Ind- 
emnity Representative  to  make  sure  you  have  adequate 
insurance  coverage.  Incorporation  creates  several  new 
exposures  which,  without  expert  technical  advice, 
would  be  easy  to  overlook. 

In  addition  to  new  or  different  professional  liability 
exposures,  the  corporation  may  require  such  other  in- 
surance coverages  as  Workmen’s  Compensation,  public 
liability,  nonowned  auto,  group  health,  and  so  on.  not 
previously  carried  by  your  office. 

Partnerships.  Partnership  liability  is  automatically 
covered  if  all  partners  are  individually  insured  for  like 
limits  by  Employers  Insurance  of  Wausau.  (Above  the 
$500,000/$1.5  million  level  limits  may  differ.)  With  the 
exception  of  nurse  anesthetists  employed  by  a partner- 
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ship  of  anesthesiologists,  partnerships  thus  insured  are 
also  covered  for  the  acts  of  their  nurses,  technicians, 
and  other  paramedical  people. 

Responsibility  for  seeing  that  each  partner  is  insured 
rests  with  the  partnership  itself.  Failure  to  notify  the 
county  clerk  of  any  change  in  the  partnership  arrange- 
ment on  file  may  subject  you  to  a penalty.  Have  you 
reviewed  your  partnership  records  lately? 

Termination  of  Insurance.  In  the  event  of  retire- 
ment or  prolonged  illness,  make  sure  your  substitute  or 
successor  is  individually  insured.  Your  policy  does  not 
protect  him,  nor  does  it  cover  your  liability  for  his  acts 
unless  he  carries  his  own  insurance. 

Even  after  you  have  terminated  your  insurance,  if  it 
was  carried  with  Employers  Insurance  of  Wausau 
under  our  program  your  policy  will  continue  to  protect 
you  against  any  claim  or  suit  based  on  an  incident 
which  occurred  while  your  insurance  was  in  force.  The 
protection  follows  you  into  retirement  and  even  extends 
to  your  estate  after  death. 

Each  of  these  messages,  whether  in  the  area  of 
malpractice  prophylaxis  or  that  of  insurance  pro- 
tection, has  been  directed  to  the  advantages 
which  the  individual  physician  may  secure  for 
himself  through  preventive  controls.  I should  like 
to  conclude  with  a comment  on  group  self-protec- 
tion; something  of  an  entirely  different  order 
which  can  be  achieved  only  if  members  of  our  So- 
ciety work  together  to  support  our  Insurance  and 
Defense  Program. 

Your  professional  medical  liability  insurance 
policy  is  a contract  by  whose  terms  you  pay  a 
specified  sum  to  our  insurance  company,  in  return 
for  which  it  assumes  your  malpractice  exposure 


for  a stipulated  length  of  time.  The  contract  runs 
from  carrier  to  physician.  But  the  underlying  ob- 
ligation, contrary  to  popular  and  sometimes  even 
to  judicial  opinion,  does  not  run  from  carrier  to 
physician.  It  runs  from  physician  to  physician, 
throughout  the  body  of  our  entire  covered  mem- 
bership. 

Since  our  premium  rates  are  based  on  our  own 
losses,  when  one  member  is  served  with  suit  pa- 
pers, all  the  rest  of  us  go  to  court  with  him. 
When  a claim  against  one  physician  is  settled, 
every  other  physician  in  New  York  State  ulti- 
mately contributes  from  his  insurance  premiums 
to  the  settlement. 

Our  program  is  itself  an  exercise  in  preventive 
therapy.  It  provides  New  York  State  physicians 
wdth  a degree  of  dependable  protection,  and  with 
an  arsenal  of  effective  defense  weapons,  un- 
matched in  any  other  state.  But  there’s  a para- 
dox about  this.  The  program  cannot  succeed 
without  general  support  among  New  York  physi- 
cians; yet  the  better  it  succeeds,  the  more  that 
support  is  threatened.  Because  of  the  program, 
our  members  are  desirable  insurance  prospects, 
attracting  insurance  proposals  from  carriers  seek- 
ing to  capitalize  on  our  program’s  achievements. 
If  a significant  number  of  us  fragment  a unified 
approach,  we  may  lose  much — or  even  all — of 
what  we  have  gained. 

St.  Vincent’s  Hospital 
153  West  11th  Street 
New  York,  N.Y.  10011 
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In  the  time  spent  reading  this  article,  10  to  15 
Americans  will  die  from  accidental  causes  and 
cardiovascular  disease.  The  national  annual  death 
toll  from  accidents  and  heart  attacks  is  in  the 
range  of  600,000;  many  of  these  deaths  can  be  pre- 
vented by  more  efficient  and  advanced  emergency 
health  care.  For  several  years,  studies  have  dem- 
onstrated that  70  per  cent  of  the  deaths  from 
highway  accidents  have  occurred  in  the  vicinity  of 
communities  of  2,500  people  or  less;  most  deaths 
occurred  within  the  first  hour  after  injury.1  Of 
2,000  consecutive  highway  deaths  in  California,  49 
per  cent  died  within  that  first  hour.-  Although 
the  studies  are  few,  it  has  been  shown  that  in  sim- 
ilar fatal  accidents  30  per  cent  of  those  dying  in 
urban  areas  within  the  first  hour  were  still  at  the 
crash  site;  in  rural  areas,  90  percent  dying  within 
the  first  hour  were  still  at  the  accident  scene. 
Similarly,  Waller3  found  that  the  death  rate 
among  patients  with  acute  cardiovascular  and  re- 
spiratory disease  was  higher  in  those  transported 
more  than  10  miles  to  the  hospital. 

A recent  survey  of  ambulance  calls  conducted 
by  the  State  of  New  York  Department  of  Health 
revealed  many  deficiencies  in  the  care  given  by 
ambulance  attendants,  such  as  inadequate  control 
of  hemorrhage,  incomplete  or  total  lack  of  splint- 
ing, and,  in  some  instances,  no  emergency  care  at 
all.4  These  studies  emphasize  the  life-saving  im- 
portance of  prehospital  care  and  the  ineffective- 

Presented  at  the  166th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  Wednesday,  February  16,  1972. 


ness  of  our  existing  system  in  providing  this  care. 
Further  supportive  emphasis  is  shown  by  the 
marked  improvement  in  the  case-fatality  ratio 
among  the  combat  injured  in  the  U.S.  Armed 
Forces  who  are  given  immediate  emergency  care.5 

The  physician’s  role  in  the  prevention  of  acci- 
dents has  been  defined,  for  example,  by  disqual- 
ifying certain  patients  for  drivers’  licenses  and  by 
supporting  appropriate  legislation  for  safety  de- 
vices. He  must  expand  that  role  and  look  to  some 
other  sources  for  improved  treatment  of  the  acute- 
ly ill  and  injured,  particularly  in  the  early  mo- 
ments of  the  emergency.  It  requires  a consider- 
able amount  of  time  and  effort  to  coordinate  the 
many  facets  of  care  pertinent  to  accidental  injury 
or  illness.  Medical  societies  should  take  the  lead 
in  this  area  and  must  develop  a public  demand  for 
efficient  and  improved  emergency  health  services. 


Two  phases 

With  these  preliminary  remarks,  let  us  consider 
the  two  main  phases  of  emergency  health  care,  the 
prehospital  and  the  hospital  phases.  The  prehos- 
pital phase  is  the  time  from  the  onset  of  the  emer- 
gency until  the  patient  reaches  the  hospital  emer- 
gency department.  Many  years  ago  this  phase 
frequently  utilized  the  services  of  an  ambulance 
physician,  but  in  the  middle  1950s  it  was  not  con- 
sidered necessary  and,  unfortunately,  still  isn’t. 
However,  physician-type  skills  surely  should  be 
available  at  this  time  of  emergency  care.  Also, 
better  efforts  must  be  put  forth  to  educate  every 
American  in  the  fundamental  first  aid  skills  nec- 
essary to  care  for  the  victim  before  the  ambulance 
arrives.  More  sophisticated  methods  of  resuscita- 
tion and  life  support  must  be  taught  to  ambu- 
lance attendants  and  volunteer  rescue  workers  to 
further  reduce  mortality  and  morbidity  rates. 
Such  training  has  been  instituted  in  the  Medical 
Self  Help  Program  in  some  elementary  and  secon- 
dary school  systems  and  with  emergency  care  pro- 
grams that  are  operating  so  successfully  in  Seat- 
tle, Portland,  Jacksonville,  Columbus,  and  other 
cities  across  the  country.  To  accomplish  this, 
progressive  legislation  must  be  passed,  mandating 
both  training  for  and  implementation  of  these  new 
services.  Each  community,  whether  it  be  a vil- 
lage, town,  city,  county,  or  a region,  may  individ- 
ualize its  methods  to  suit  its  identified  needs;  no 
two  areas  are  exactly  alike. 

The  hospital  phase  of  emergency  care  begins  in 
the  emergency  department,  the  intensive  care 
unit,  or  the  coronary  care  unit.  Adequate  and 
modern  updated  equipment,  facilities,  and  per- 
sonnel are  not  only  expected  but  are  required  in 
the  hospital  of  today.  Inservice  training  and  spe- 
cial courses  emphasizing  the  assessment  of  vital 
signs,  cardiopulmonary  resuscitation,  and  use  of 
special  monitoring  equipment  have  been  made 
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available  to  nurses  and  physicians  in  some  locales 
by  trauma  committees  of  the  American  College  of 
Surgeons,  the  American  Academy  of  Orthopedic 
Surgeons,  and  postgraduate  medical  and  nursing 
schools  and  hospitals;  further  expansion  of  these 
educational  programs  is  necessary.  The  availabil- 
ity of  hospital  emergency  services  must  be  on  a 
twenty-four-hour  basis,  utilizing  the  backup  ser- 
vices of  the  x-ray,  blood  bank,  and  laboratory  de- 
partments. The  proximate  availability  of  skilled 
medical  and  surgical  specialists  is  requisite  for  op- 
timum delivery  of  emergency  health  care. 


Emergency  medical  care  committee 

To  accomplish  these  ends,  a guiding  force,  ei- 
ther an  individual  or  a group,  must  give  meaning 
and  direction,  simultaneously  coordinating  both 
lay  and  professional  activities  in  the  field  of  emer- 
gency health  services.  Such  a group  is  an  area 
emergency  medical  care  committee  responsible  for 
inventorying  existing  services,  assessing  the  needs 
of  the  community,  and  recommending  appropriate 
action.  This  committee  or  council  may  be  an  in- 
dependent action  group  or  may  serve  the  local 
health  officer  on  a consultation  basis. 

The  committee,  of  necessity,  must  be  diversified 
and  must  include  in  its  membership  representa- 
tives of  (1)  the  providers  of  health  service,  (2)  the 
consumers,  and  (3)  public  agencies  with  an  inter- 
est in  health  care. 

The  providers,  for  example,  are  members  of 
medical  and  paramedical  groups,  such  as  local 
medical  or  specialty  societies,  hospital  and  nurs- 
ing organizations  (Emergency  Department  Nurses 
Association),  ambulance  services,  and  volunteer 
fire  and  first  aid  squads. 

The  consumer  interest  should  be  served  by 
community  leaders  and  civic-minded  citizens,  ser- 
vice clubs  (chambers  of  commerce,  the  J.C.s),  and 
members  of  business,  industry,  and  the  news 
media. 

Public  agencies  include  government  executive 
and  legislative  branches,  law  enforcement  and 
health  department  agencies,  the  regional  medical 
program,  the  comprehensive  health  planning 
council,  and  others. 

The  size  of  the  committee  may  vary  with  the 
community  and  need  not  be  limited.  Experience 
indicates  that  the  broader  the  representation,  the 
greater  the  acceptance  and  the  wider  the  support 
the  committee  is  likely  to  achieve.  It  should 
transcend  partisan  politics. 

Day-to-day  deliberation  can  best  be  carried  out 
by  various  subcommittees.  In  Erie  County,  sub- 
committees on  (1)  communications,  (2)  transpor- 
tation, (3)  education,  (4)  legislation,  and  (5)  di- 
saster function  in  this  capacity.  Each  covers 
matters  pertinent  to  its  particular  concern  and 
each  periodically  reports  to  the  entire  committee 


for  appropriate  action.  This  body  forwards  rec- 
ommendations to  the  Erie  County  commissioner 
of  health.  Efficient  functioning  is  facilitated 
more  readily  with  a full-time  staff.  Erie  County 
employs  the  services  of  a coordinator  and  secre- 
tary; this,  of  course,  necessitates  funding.  Infor- 
mation on  this  matter  can  be  obtained  from  state 
or  Federal  departments  of  transportation  of  health 
and  support  may  be  secured  from  Federal,  state, 
and/or  local  government. 

The  emergency  care  committee,  in  its  inventory 
of  the  community  health  assets,  must  evaluate 
emergency  communications,  ambulance  dispatch 
and  ambulance  services,  medical  personnel  staff- 
ing patterns,  availability  of  qualified  emergency 
medical  technicians,  and  all  emergency  facilities. 
From  this  review,  projections  should  be  made  to 
fit  the  spectrum  of  need,  from  day-to-day  individ- 
ual emergencies  to  those  of  a large-scale  disaster 
situation.  Ideally,  smaller  area  committees  would 
be  integrated  with  adjacent  area  committees, 
eventually  forming  a region-wide  or  state-wide 
system  capable  of  responding  to  almost  any  disas- 
ter situation,  regardless  of  magnitude. 


Volunteer  services 

Of  some  concern  are  volunteer  fire,  rescue 
squad,  and  municipal  ambulance  groups,  provid- 
ing prehospital  care  particularly  in  suburban  and 
rural  areas.  Currently,  there  are  no  laws  in  New 
York  State  which  provide  for  standards  of  train- 
ing, retraining,  vehicle  design,  and  equipment  for 
these  organizations.  Each  seems  responsible  to 
his  own  community,  with  service  usually  limited 
to  that  geopolitical  area;  some  mutual  aid  pro- 
grams do  exist.  Many  of  the  volunteer  first  aiders 
serve  under  the  aegis  of  the  fire  chief  who  may  or 
may  not  be  oriented  to  the  principles  of  modern 
emergency  care.  This  stresses  the  need  for  addi- 
tional legislation  which  will  provide  jurisdiction 
over  all  lay  and  paraprofessional  groups  rendering 
emergency  care.  In  this  way,  standardized  meth- 
ods of  care  can  be  taught  and  provision  can  be 
made  for  critical  evaluation  of  services  in  an  ongo- 
ing fashion,  allowing  for  innovation  and  improve- 
ment as  warranted. 


Summary 

Yesterday  is  long  past,  when  the  ambulance  at- 
tendant was  expected  to  function  only  as  a pur- 
veyor of  oxygen  and  blankets  in  a modern  ambu- 
lance vehicle.  Today  is  the  time  when  the  emer- 
gency vehicle  should  be  the  extended  arm  of  the 
hospital,  and  the  emergency  medical  technician 
the  extended  arm  of  the  physician.  Many  will 
deem  these  characterizations  unfeasible  and  thus 
reject  them,  but  this  has  been  accomplished  and 
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is  operating  successfully  elsewhere  in  the  United 
States.  These  objectives  can  be  achieved  so  that 
the  necessary  improvements  in  emergency  health 
services  will  become  a reality.  One  approach  is 
the  formation  of  an  area  emergency  medical  care 
committee.  Think  about  starting  one  in  your 
community,  for  with  every  passing  hour  many  of 
your  fellow  Americans  die  needlessly! 

3385  Bailey  Avenue 
Buffalo,  New  York  14215 


Plummer-Vinson  syndrome 

The  symptom  complex  of  dysphagia,  iron-deficiency 
anemia,  glossitis,  and  koilonychia  has  been  known  for 
over  fifty  years.  The  association  of  esophageal  and 
upper  respiratory  tract  cancer  with  the  Plummer-Vin- 
son syndrome  has  been  reported  in  from  7 to  10  per 
cent  of  the  cases.  Koilonychia  is  found  in  from  40  to 
50  per  cent  of  the  cases,  usually  involving  the  nails  of 
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the  first  three  digits  and  sparing  the  toenails.  D. 
Schetman  ( Archives  of  Dermatology  105:  720  [May] 
1972)  reports  a fifty-year  old  woman  whose  chief  com- 
plaint was  the  nail  changes  involving  the  first  three 
digits  of  each  hand.  History  revealed  that  she  had 
complaints  of  dysphagia  and  glossodynia.  Laboratory 
data  confirmed  iron-deficiency  anemia.  Treatment 
with  iron  changed  her  hemoglobin  from  5 to  11.5  Gm. 
per  100  ml.,  and  cleared  the  dysphagia  after  only  five 
months  of  treatment. 
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Psychotherapy,  Encounter, 
and  Sensitivity- 
Training  Groups 

Present  status  of  group  practice* 

TASK  FORCE  ON  GROUP 
PSYCHOTHERAPY 

New  York  City 

Group  psychotherapy  is  the  application  of  spe- 
cialized techniques  to  a group  in  the  presence  of  a 
psychotherapist  in  which  the  utilization  of  the  in- 
teraction of  members  of  the  group  effects  person- 
ality change. 

Practitioners  in  the  field  of  group  psychothera- 
py come  from  various  disciplines:  mainly  psychi- 
atry, psychology,  and  psychiatric  social  work. 
Generally,  these  workers  are  licensed  or  certified 
in  their  fields.  They  usually  meet  minimal  stan- 
dards determined  by  their  professions  and  have 
acquired  their  training  in  legitimate  training  insti- 
tutions. 

Because  of  the  rapid,  almost  explosive  growth  of 
group  psychotherapy  in  recent  years,  some  of  the 
people  who  have  entered  this  field  and  are  now  in 
practice  have  failed  to  meet  such  minimal  stan- 
dards of  training  and  experience.  This  trend  is 
potentially  harmful  both  to  the  growing  field  of 
group  psychotherapy  and  to  the  patients  involved. 

Group  psychotherapy  in  medical  setting 

In  a medical  setting,  therapeutic  groups  are  set 
up  for  the  treatment  of  the  illness  or  psychopatho- 
logic  condition  of  patients  whose  mental,  emotion- 
al, and  behavioral  problems  produce  a distur- 

*This report  was  prepared  by  the  Task  Force  on  Group  Psy- 
chotherapy of  the  New  York  Society  of  Clinical  Psychiatry, 
New  York  County  District  Branch  of  the  American  Psychiatric 
Association,  and  represents  an  official  position  paper  endorsed 
by  the  Executive  Council  of  that  organization.  Task  Force  on 
Group  Psychotherapy:  Harold  I.  Kaplan,  M.D.,  Chairman; 

Benjamin  J.  Sadock,  M.D.,  Vice  Chairman;  and  Richard 
Abell,  M.D.,  Herman  Alpert,  M.D.,  Louis  DeRosis,  M.D., 
Frederic  Flach,  M.D.,  Herbert  Holt,  M.D.,  Samuel  Klagsburn, 
M.D.,  Barbara  Rosenfeld,  M.D.,  Henry  Spitz,  M.D.,  and 
Aaron  Stein,  M.D. 


bance  or  impairment  of  function.  The  members 
enter  the  group  for  treatment  of  the  symptoms 
and  problems  that  are  the  manifestations  of  their 
illness.  They  recognize  that  they  are  patients; 
the  therapist  assumes  responsibility  for  prescrib- 
ing the  treatment  and  for  making  sure  that  it  is 
carried  out  as  effectively  as  possible. 

In  medical  group  psychotherapy  the  groups  are 
small,  and  patients  are  selected  by  the  therapist. 
The  group  relies  primarily  on  verbal  communica- 
tion, and  group  interaction  is  the  main  therapeu- 
tic agency.  The  relationships  and  interactions 
that  occur  further  the  free  flow  of  discussion,  and 
varying  degrees  of  intensity  and  uncovering  of 
psychologic  processes  are  utilized.  These  charac- 
teristics are  specific  to  medical  group  therapy  and 
distinguish  it  from  the  nonmedical  type,  the  goals 
of  which  are  educational  rather  than  therapeutic. 

To  perform  this  type  of  therapy  effectively,  one 
must  have  thorough  training  in  all  aspects  of 
group  psychotherapy.  The  appendix  sets  forth 
the  minimal  training  standards  that  are  recom- 
mended. 

Encounter  and  sensitivity-training  groups 

The  nonmedical  group  approaches  do  not  claim 
to  deal  with  emotional  disturbances  or  psycho- 
pathologic  conditions  but  are  directed  instead 
toward  achieving  problem-solving,  self-improve- 
ment, self-betterment,  increased  awareness,  and 
other  such  goals. 

Most  encounter  and  sensitivity-training  groups 
share  these  common  features:  they  attempt  to 

provide  an  intensive  group  experience;  they  are 
generally  small  enough  (6  to  20  members)  to  per- 
mit considerable  face-to-face  interaction;  they 
focus  on  the  here-and-now  (the  behavior  of  the 
members  as  it  unfolds  in  the  group);  they  encour- 
age openness,  honesty,  interpersonal  confronta- 
tion, and  total  self-disclosure;  they  encourage 
strong  emotional  expression;  participants  are  not 
labeled  “patients”;  and  the  experience  is  not  la- 
beled “therapy”  but  is  regarded  essentially  as  ed- 
ucational. 

The  goals  of  the  group  vary;  occasionally  they 
are  explicitly  enrichment — to  “turn  on,”  to  expe- 
rience joy — but  generally  the  goals  involve  some 
type  of  change  of  behavior,  of  values,  of  “being  in 
the  world.” 

Generally,  in  the  sensitivity-training  groups, 
deep  exploration  of  members’  personal  emotional 
reactions  and  problems  is  avoided.  Even  the 
most  skilled  therapist  finds  it  difficult  to  handle 
such  issues;  with  inadequately  trained  leaders  who 
lack  clinical  background,  these  experiences  can 
have  disturbing  and  potentially  dangerous  effects. 

Group  psychotherapy  vs.  encounter  and 
sensitivity-training  groups 

The  most  important  difference  between  psycho- 
therapy and  encounter  groups  is  that  the  psycho- 
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therapy  group  is  composed  of  members  admitted- 
ly requiring  psychotherapy,  that  is,  they  are  suf- 
fering from  emotional  problems  for  which  they  re- 
quest help.  The  leader  of  this  kind  of  group  is  a 
qualified  mental  health  professional,  trained  in 
group  psychotherapy,  traditionally  a psychiatrist, 
psychologist,  or  psychiatric  social  worker.  The 
goal  of  the  group  is  correction  or  amelioration  of 
the  participant’s  emotional  problems. 

The  encounter  group  does  not  offer  therapy; 
rather,  it  offers  instruction  and  education  about 
the  person’s  own  psychologic  processes  and  those 
of  the  group.  However,  the  distinctions  between 
the  two  types  of  groups  are  sometimes  blurred. 
The  encounter  group  participant  is  assumed  to 
be  fairly  well  integrated  and  to  possess  sufficient 
mental  health  to  withstand  the  confrontation  with 
others  that  results  from  the  group  encounter. 
The  behavioral  characteristics  that  are  confront- 
ed may  not  necessarily  be  pathologic,  but  they 
may  nevertheless  interfere  with  the  person’s  suc- 
cess in  interpersonal  relationships. 

It  is  apparent  that  the  emotionally  ill  person 
should  not  be  referred  to  an  encounter  group  for 
relief  of  his  suffering.  Conversely,  those  whose 
expectations  are  solely  for  instruction  and  educa- 
tion should  not  be  referred  to  a psychotherapy 
group. 

Differences  in  leadership  of  groups 

At  the  present  time,  few  encounter  group  lead- 
ers are  drawn  from  the  ranks  of  psychiatrists,  psy- 
chologists, or  social  workers.  Many  were  initially 
trained  at  the  National  Training  Laboratories 
(NTL)  and  were  designated  as  teachers  or  train- 
ers. Most  trainers,  however,  rarely  have  the  req- 
uisite theoretical  knowledge  of  the  techniques  of 
therapeutic  intervention  or  of  psychopathology 
and  individual  dynamics,  since  the  stated  goal  is 
education  rather  than  psychotherapy.  At  the 
present  time,  many  encounter  groups  are  led  by 
persons  not  associated  with  any  particular  profes- 
sion or  subject  to  regulation  or  scrutiny  by  any 
professional  organization.  Encounter  groups  con- 
ducted by  such  untrained  or  unsupervised  people 
may  lead  to  exploitation  of  the  group  situation 
and  danger  to  the  group  members.  The  practice 
of  any  professional  skill  requires  adequate  training 
that  all  group  leaders  must  be  encouraged  to  seek. 

The  competent  and  well-trained  group  psycho- 
therapist from  the  mental  health  professions — 
psychiatry,  psychology,  and  social  work — can  usu- 
ally function  effectively  as  an  encounter  group 
leader.  However,  he  must  be  able  to  discriminate 
between  the  psychotherapeutic  and  educational 
goals  and  employ  the  varied  structured  tasks, 
techniques,  and  interventions  that  differentiate 
among  them.  In  this  way,  he  will  avoid  the  ad- 
verse psychologic  outcomes  that  could  be  precipi- 
tated by  untrained  leaders  or  those  with  only  a 


superficial  knowledge  of  psychodynamics  and  psy- 
chiatric diagnosis. 

The  psychiatrist  engaging  in  a group  therapy 
program  in  a medical  setting  attends  to  the  affec- 
tive as  well  as  the  intellectual  components  of  the 
therapy  process.  His  background  counts  more 
strongly  when  there  is  an  attempt  to  change  atti- 
tudes either  of  the  group  or  of  individuals  within 
the  group,  toward  themselves  or  toward  issues  re- 
lated to  human  behavior. 

The  discussion  of  sensitive  topics  can  stir  up 
undesirable  anxiety  and  lead  to  severe  emotional 
reactions,  depressions,  frank  psychotic  breaks,  or 
panic  states.  The  psychiatrist  is  better  trained  to 
handle  severe  reactions  or  anxiety  states.  Group 
leaders  who  operate  without  a knowledge  of 
psychopathology  or  pharmacotherapy,  or  of  psy- 
choanalytic concepts  such  as  transference,  coun- 
tertransference, and  resistance  are  at  a great  dis- 
advantage in  such  situations. 

Role  of  psychiatrist 

Some  leaders  who  run  encounter  groups  will  ask 
a psychiatrist  to  be  on  call  in  cases  of  unduly  dis- 
turbed reactions.  But  more  often  there  is  no  such 
cooperation  and  communication,  and  sometimes 
overt  antagonism  breaks  out  between  psychia- 
trists and  members  of  the  other  disciplines  in- 
volved in  sensitivity  training. 

Psychiatrists  are  sometimes  uninformed  about 
the  nature  of  the  encounter  and  sensitivity-train- 
ing group  experience,  while  nonpsychiatrists  may 
be  uninformed  about  what  psychiatry  can  offer 
them  in  their  work.  For  instance,  group-therapy 
techniques  and  encounter  sessions  have  one  thing 
in  common:  allowing  the  content  and  the  goals  of 
the  experience  to  arise  out  of  the  experience  itself. 
One  danger  is  that  the  nonpsychiatrist  may  be 
unable  to  spot  psychopathologic  conditions  and 
may  permit  a very  disturbed  person  to  dominate 
and  influence  the  group.  The  psychiatrist,  on  his 
part,  if  too  heavily  involved  in  group  dynamics 
and  relationships,  may  lose  track  of  the  individual 
with  whom  he  is  dealing  as  a person  and  personal- 
ity. 

It  is  estimated  that  over  6 million  people  are  in- 
volved in  some  kind  of  encounter  or  sensitivity- 
training groups  without  benefit  of  psychiatry. 
Many  have  been  drawn  to  these  groups  rather 
than  to  the  traditional  sources  of  mental  health 
services  in  an  effort  to  alleviate  an  unrecognized 
emotional  illness.  This  trend  raises  the  question 
whether  or  not  the  mental  health  needs  in  the 
United  States  can  be  met  by  the  limited  number 
of  psychiatrists,  unless  psychiatry  gives  attention 
to  group  techniques  and  assumes  a leadership  role 
in  the  broad  field  of  group  therapy. 

Because  of  his  training  in  medicine,  the  psychi- 
atrist has  a special  contribution  to  make  to  all  be- 
havioral sciences.  The  body  of  knowledge  and  ex- 
perience which  psychiatry  has  to  offer  should  be 
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communicated  to  those  disciplines  outside  of 
medicine  which  are  actively  engaged  in  attempts 
to  modify  human  behavior  through  any  form  of 
group  work. 

We  see  danger  in  rigid  professional  attitudes 
that  prevent  interdisciplinary  cooperation.  There 
are  millions  who  are  unable  or  unwilling  to  recog- 
nize that  they  need  professional  help  and  are  kept 
from  reaping  the  benefits  that  medicine  and  psy- 
chiatry have  to  offer. 

Conclusions 

There  have  been  two  official  policy  statements 
on  the  subject  of  encounter  groups  and  sensitivity 
training:  The  American  Medical  Association’s 

Council  on  Mental  Health  statement  on  sensitivi- 
ty training1  and  the  American  Psychiatric  Associ- 
ation’s Task  Force  report,  Encounter  Groups  and 
Psychiatry.2 

The  important  conclusions  and  recommenda- 
tions of  the  two  statements  with  which  the  au- 
thors of  this  report  concur  are  summarized  as  fol- 
lows: 

1.  It  should  be  clearly  understood  by  the  physi- 
cian, the  patient,  and  the  community  at  large  that 
sensitivity  training  and  encounter  groups  or  any  of 
their  variations  are  not  a form  of  medical  treatment  . 

2.  Psychiatrists  participating  in  such  work  should 
obtain  the  necessary  competence  in  small-group  dy- 
namics and  the  special  techniques  of  sensitivity 
training;  should  screen  all  applicants  and  advise 
against  the  inclusion  of  those  with  a high  likelihood 
of  adverse  consequences;  should  be  alert  for  signs  of 
psychologic  decompensation  in  participants;  and 
should  be  personally  responsible  for  aftercare  or  ap- 
propriate referrals. 


3.  Physicians  who  engage  in  sensitivity  training  or 
encounter  groups  should  observe  the  same  ethical 
considerations  with  regard  to  advertising,  fee  setting, 
and  confidentiality  as  in  any  other  aspect  of  their 
practice  of  medicine.  They  should  avoid  delegation 
of  leadership  to  the  untrained,  any  form  of  sexual  ac- 
tivities with  patients  in  the  group,  and  any  kind  of 
public  exploitation  of  group  patients. 

Appendix 

Minimal  training  requirements  in  group  psycho- 
therapy. The  training  program  for  residents  in  psy- 
chiatry should  consist  of  both  didactic  material  and 
clinical  experience  and  should  be  spread  over  the  en- 
tire three-year  period  of  the  psychiatric  residency. 
In  the  first  year  the  resident  should  commence  his 
training  with  a didactic  course  dealing  with  the  theo- 
ry and  practice  of  group  psychotherapy  and  by  su- 
pervised work  with  a therapy  group.  In  the  second 
and  third  years,  the  resident  should  lead  groups  con- 
tinuously throughout  the  year.  (The  use  of  video- 
tape as  a treatment  and  supervisory  method  is  desir- 
able where  possible.)  In  the  third  year  the  resident 
should  have  the  option  to  work  with  special  patient 
populations.  A continuous  case  seminar  should  also 
be  provided,  preferably  in  the  second  or  third  year. 

For  psychiatrists  who  have  not  had  the  residency 
experience  as  outlined,  the  following  is  suggested: 
(1)  a didactic  course  in  the  theory  and  practice  of 
group  psychotherapy,  (2)  leadership  of  a psychother- 
apy group  under  supervision,  and  (3)  a personal 
group  psychotherapy  experience. 
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During  most  of  the  nineteenth  century  malaria 
was  known  as  malarial  fevers  (Italian,  malaria- 
bad  air),  as  well  as  miasma,  these  terms  being 
used  to  designate  the  exciting  agent  of  the  dis- 
ease.1 The  term  malaria  was  introduced  into  the 
English  literature  in  1829  by  MacCulloch2  who 
wrote: 

It  has  long  been  familiar  to  physicians  that  there 
was  produced  by  wet  lands,  or  by  marshes  and 
swamps,  a poisonous  and  aeriform  substance,  the 
cause,  not  only  of  ordinary  fevers,  but  of  intermit- 
tent, and  to  this  unknown  agent  of  disease  the  term 
marsh  miasma  has  been  applied.  This  is  the  un- 
seen, and  still  unknown,  poison  to  which  Italy 
applies  the  term  that  I have  borrowed  malaria. 

The  term  ague  gained  widespread  use  among 
the  laity,  but  as  James3  has  pointed  out  it  was  not 
used  exclusively  for  malaria.  Originally  it  was 
applied  to  any  acute,  and  most  commonly  to  a 
continued  fever.  In  addition  to  these  terms  the 
following  terms  were  also  applied  to  malaria: 
marsh  fever,  swamp  fever,  paludal  fever,  and  bil- 
ious fever. 

Through  the  use  of  Cinchona  bark  which  was 
first  used  medicinally  in  the  early  seventeenth 
century,  F.  Torti4  (1658-1741)  did  much  to  distin- 


guish malaria  from  other  continued  fevers.  His 
classical  treatise,  Therapeutice  Specialis  Ad 
Febres  Periodicas  PerniciOsa  was  published  in 
1712  and  went  through  several  contemporary  edi- 
tions up  until  1755.  In  this  treatise  he  proposed  a 
nosologic  classification  of  fevers  which  dominated 
medical  thought  until  replaced  by  an  etiologic 
classification  in  the  late  nineteenth  century. 
Torti  classified  fevers  according  to  whether  or 
not  they  responded  to  Cinchona  bark.  Those 
which  did  were  considered  malaria  whether  they 
were  continuous  or  remittent.5  At  the  beginning 
of  the  nineteenth  century  it  was  the  widespread 
opinion  of  physicians  that  intermittence  was  the 
principal  characteristic  of  marsh  fevers.  Many 
physicians  denied  that  malaria  caused  continued 
fevers  and  consequently  denied  Cinchona  therapy 
to  patients  who  manifested  this  type  of  fever. 
One  of  the  last  expressions  of  this  old  viewpoint 
was  made  by  Sternberg6  who  wrote: 

The  various  types  of  intermittent  and  remittent 
fever  which  are  cured  by  quinine  are  by  common 
consent  recognized  as  due  to  malarial  poisoning,  and 
...  we  must  insist  that  the  prevalence  of  periodic 
fever  be  taken  as  the  test  of  the  presence  of  malaria. 

Ackerknecht7  in  discussing  malaria  states  that 
the  disease  was  introduced  into  the  United  States 
in  the  seventeenth  and  eighteenth  centuries. 
Boyd8  also  concludes  that  malaria  was  intro- 
duced and  established  during  the  colonial  period 
and  describes  in  detail  the  factors  which  facilitat- 
ed its  extension  along  the  frontier.  During  the 
latter  half  of  the  nineteenth  century  and  the  early 
part  of  the  twentieth,  malaria  was  known  to  exist 
all  along  the  eastern  seaboard  of  the  United 
States  as  far  north  as  Maine.9  In  the  southern 
states,  along  the  Atlantic  Coast,  rice  was  widely 
cultivated  before  the  Civil  War,  and  malaria  was 
extremely  prevalent  in  these  areas.9  Immediately 
following  the  Civil  War  there  was  an  intensifica- 
tion of  malaria  in  that  part  of  Virginia,  just  above 
the  tide  water.10  Norcom11  associated  its  appear- 
ance with  the  neglect  of  cultivation  which  fol- 
lowed in  the  wake  of  the  war.  It  is  probable  that 
returning  Federal  soldiers  carried  infection  to 
many  places  in  the  north.  There  was  a marked 
recrudescence  of  malaria  in  southern  Newr  En- 
gland and  New  York  City  during  this  period  (Figs. 
1 and  2).  Its  maximum  extension  and  mortality, 
were  noted  in  1881.  This  recrudescence  was  in- 
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FIGURE  1 . Deaths  from  malaria.  New  York  City  (excluding  Brooklyn)  1 865  to  1 903. 


vestigated  in  southern  New  England  by  Chapin12 
who  observed  that  a rise  in  deaths  from  malaria  in 
1863  and  1864  was  attributable  to  deaths  occur- 
ring in  returned  soldiers.  Chapin  concluded  that 
the  peak  recrudescence  of  malaria  in  the  late 
seventies  and  early  eighties  resulted  from  the  im- 
poundment of  streams  for  power  or  water  supply. 
Smith13  differed  from  Chapin  concerning  the  role 
of  returned  Union  soldiers  and  veterans  of  the 
Spanish  wars.  He  attributed  the  increase  of  ma- 
laria which  rose  steadily  over  a decade  to  a peak 
in  1881  to  numerous  hydraulic  engineering  proj- 
ects which  employed  large  numbers  of  Italian  and 
Hungarian  immigrants,  many  of  whom  came  from 
endemic  areas  in  Europe.  Boyd8  concludes  that 
the  rise  was  most  probably  due  to  all  three  fac- 
tors, returned  Union  soldiers,  impoundment  of 
streams  and  rivers,  and  the  introduction  of  large 
immigrant  groups  from  endemic  malarious  areas. 
He  also  points  out  that  during  the  nineteenth  cen- 
tury it  was  evident  that  important  spontaneous 
recessions  in  both  the  distribution  and  intensity  of 
malaria  were  occurring,  even  before  the  initiation 
of  the  deliberate  but  nonetheless  largely  sporadic 


control  programs.  This  trend  was  most  apparent 
in  the  higher  latitudes,  where  short  transmission 
seasons  prevailed  and  where  Plasmodium  vivax 
was  the  dominant  or  exclusive  parasite. 

Although  endemic  transmission  of  malaria  con- 
tinued to  occur  in  the  United  States  until  1957,  it 
ceased  to  be  a major  disease  problem  in  New  York 
City  shortly  after  the  turn  of  the  century.14  The 
disease  continued  to  be  an  important  problem  in 
the  southeastern  states  until  the  1930s.  The 
rapid  decline  and  eventual  disappearance  of  en- 
demic malaria  in  the  United  States  occurred  in 
the  1940s  and  the  early  1950s,  as  a result  of  specif- 
ic control  measures  and  a number  of  socioeconom- 
ic advances.15 

Methods 

The  official  records  and  statistics  of  the  Depart- 
ment of  Health  of  the  City  of  New  York  were  ex- 
amined as  well  as  those  of  the  city  of  Brooklyn 
which  was  a separate  municipality  before  being 
incorporated  into  the  City  of  New  York  in  1898. 
The  reports  of  the  sanitary  inspectors  and  the  re- 
ports of  the  Bureau  of  Infectious  Disease  Control 
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FIGURE  2.  Annual  deaths  from  malaria.  City  of  Brooklyn,  1 868-1  898 


and  its  predecessor  organizations  were  also  stud- 
ied. 

Disease  reporting  and  malaria  reporting 
in  the  City  of  New  York 

1796  to  1865.  In  1796,  the  New  York  State  leg- 
islature empowered  the  common  council,  then  the 
chief  institution  of  government  in  the  city,  to  issue 
its  own  sanitary  ordinances.16  In  1805  the  State 
legislature  authorized  the  creation  of  a local  board 
of  health  whose  members  were  also  members  of 
the  common  council.  The  board  of  health  be- 
came very  active  during  epidemics  and  with  the 
help  of  private  physicians,  mobilized  medical  tal- 
ent, established  hospitals,  and  enacted  new  legis- 
lation. During  these  early  years,  the  board  of 
health  devoted  much  of  its  attention  to  unsanitary 
conditions,  bad  housing,  contaminated  milk,  and 
noxious  trades.  Because  members  of  the  board  of 
health  were  also  members  of  the  common  council, 
they  were  subject  to  the  pressures  of  powerful  in- 
terest groups  whose  activities  were  often  detri- 
mental to  public  health.  As  a consequence,  prog- 
ress was  often  less  than  it  should  have  been. 
Over  the  years,  health  wardens  were  appointed 
to  inspect  sanitary  conditions  in  houses,  lots  and 
places  of  trade.  The  city  inspector,  who  was  the 
chief  administrator  of  the  health  activities  of  the 


municipal  government,  developed  plans  for  col- 
lecting and  compiling  health  statistics.  Over  the 
years  data  collection  was  greatly  improved  and 
analyses  made  of  the  data  collected.  The  concept 
of  preventable  disease  grew  out  of  the  comparisons 
made  of  data  from  different  parts  of  the  city. 

Most  of  the  statistics  collected  during  these 
years  were  natality  and  mortality  data.  A great 
deal  of  effort  was  also  devoted  to  the  collection  and 
analysis  of  weather  conditions.  This  is  striking  in 
the  First  Annual  Report  of  Deaths  in  the  City  and 
County  of  New  York,  1836-1848,  published  by 
order  of  the  common  council.  In  this  first  compi- 
lation of  mortality  statistics  deaths  were  recorded 
by  cause,  month,  age,  and  sex.  The  causes  of 
death  were  listed  alphabetically.  In  1851  the  city 
inspector  decided  to  abandon  the  alphabetical 
listing  of  causes  of  death  and  adopt  the  classifica- 
tion then  in  use  by  the  British  Register  General. 
This  new  classification  was  not  actually  em- 
ployed until  1853. 17  As  a part  of  the  1853  report, 
the  city  inspector  published  a large  fold-out  table 
entitled  “Table  of  the  Semi-Centennial  Mortality 
of  the  City  of  New  York,  Compiled  From  the  Rec- 
ords of  the  City  Inspector’s  Department,  Compris- 
ing the  Full  Period  from  January  1,  1804,  to  De- 
cember 31,  1853,  inclusive.11  This  table  recapitu- 
lated mortality  data  by  year  and  cause.  Malaria 
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did  not  appear  in  the  listing. 

The  social  and  sanitary  awakening  which  oc- 
curred in  England  in  the  1840s  was  eventually  im- 
ported into  the  United  States.  John  Howard’s 
studies  of  hospitals  and  prisons,  John  Snow’s 
studies  of  cholera  in  London,  Thomas  Peicinal’s 
investigation  of  fever,  and  Sir  Edwin  Chadwick’s 
publication  of  Sanitary  Conditions  of  the  Labour- 
ing Population  of  Great  Britain  gave  rise  to  a 
wave  of  sanitary  reforms.18  As  the  new  health 
laws  of  England  were  studied,  the  pressures  for  re- 
form in  New  York  City  mounted.  As  a conse- 
quence, the  State  legislature  set  up  a new  health 
organization  for  the  City  of  New  York  in  1866 
which  was  known  as  the  Metropolitan  Sanitary 
District  and  the  Board  of  Health. 

An  accurate  assessment  of  the  prevalence  of 
malaria  in  the  city  during  this  period  is  difficult  to 
arrive  at  because  of  the  wide  margin  of  error  in 
clinical  diagnosis  which  existed  at  the  time  and 
because  of  the  use  of  nonspecific  terms  to  describe 
not  only  malaria,  but  also  other  diseases.  From 
1804  until  1852  the  term  malaria  does  not  appear 
in  any  of  the  official  records.  This  is  not  surpris- 
ing since  it  was  first  introduced  into  the  English 
literature  in  1829  by  MacCulloch.2  During  this 
period,  1804  to  1852,  fevers  were  included  in  an 
alphabetically  arranged  listing  of  diseases  and 
subdivided  into  various  types.  The  types  listed 
included  ordinary  fever,  bilious,  congestive, 
inflammatory,  intermittent,  malignant,  purpural, 
remittent,  typhoid,  typhus,  hectic,  ship,  and  gas- 
tric. In  view  of  the  common  designations  of  the 
day,  most  cases  of  malaria  would  have  been  in- 
cluded in  the  categories  of  remittent,  intermittent, 
and  bilious  fevers. 

In  1853  the  term  malaria  was  used  for  the  first 
time  in  the  annual  report  of  the  city  inspector. 
Malaria  was  included  under  the  larger  heading 
called  “Uncertain,  Indefinite  Diseases.”  Three 
deaths  were  listed,  2 in  females  and  1 in  a male, 
all  having  occurred  during  the  first  half  of  the 
year.  The  listing  of  fevers  was  essentially  the 
same  as  that  in  use  prior  to  1853.  The  term  ma- 
laria does  not  appear  in  the  annual  reports  for 
1854  through  1857.  In  1858  one  death  in  a for- 
eign-born female,  age  thirty  years,  was  attributed 
to  malaria.  From  1859  through  1865  the  term 
malaria  does  not  appear  in  the  annual  reports. 

1866  to  1888.  The  member^  of  the  new  board 
of  health,  created  in  1866,  were  at  first  appointed 
by  the  State  to  avoid  the  influence  of  the  corrupt 
Tammany  Hall  machine  which  ran  politics  in  the 
city.  Later  the  members  were  appointed  by  the 
mayor.  A sanitary  bureau  was  created,  employ- 
ing physicians  as  sanitary  inspectors.  A bureau  of 
vital  statistics  was  also  established,  and  the  re- 
porting of  disease  morbidity  as  well  as  mortality 
was  instituted  in  the  1870s  to  include  cholera,  ty- 
phus, typhoid,  smallpox,  scarlet  fever,  diphtheria, 


and  measles.  All  cases  of  these  diseases  were  in- 
vestigated. 19 

The  annual  reports  of  the  board  of  health  for 
this  period  are  impressive  for  their  compre- 
hensiveness and  for  the  detailed  analyses  of  mor- 
tality data.  Although  the  nosologic  classification 
of  diseases  continued  in  an  ever-elaborating  form, 
gradually  this  changed,  a reflection  of  the  begin- 
ning of  the  bacteriologic  era.  The  prevailing 
opinion  in  the  1860s  and  1870s  was  that  dirt  in  it- 
self caused  disease,  and  so  sanitation  was  empha- 
sized. By  the  late  1880s  medical  thought  began 
to  change  in  the  wake  of  the  discoveries  of  Koch 
and  Pasteur.  Specific  causes  of  diseases  were  now 
known,  and  consequently  they  were  not  attributed 
to  miasmas. 

With  the  reorganization  of  the  municipal  board 
of  health  which  took  place  in  1866,  the  annual  re- 
port of  the  city  inspector  was  replaced  by  the  an- 
nual report  of  the  metropolitan  board  of  health. 
These  annual  reports  are  much  more  comprehen- 
sive and  detailed  in  comparison  to  those  of  the 
city  inspector  and  reflect  a growing  sophistication 
of  knowledge  and  greater  professional  manage- 
ment of  the  department  of  health.  During  this 
period  the  listing  of  causes  of  death  was  enlarged, 
as  knowledge  was  gained  and  various  diseases  dis- 
tinguished from  one  another.  In  the  1866  report 
remittent  and  intermittent  fevers  are  classified 
under  “Class  I — Zymotic  Diseases,  Order  I — Mi- 
asmatic Diseases.”  In  the  1871  report  an  addi- 
tional listing  called  typhomalarial  fevers  was 
added  and  remained  in  the  annual  listing  until 
1888. 

In  the  1871  report,  the  following  comments  were 
made  about  malaria  and  typhoid  fever. 

In  the  past  year,  the  term  typhomalarial,  which 
originated  we  believe  during  the  War  of  Rebellion, 
was  revived.  The  first  cases  were  classed  with  ty- 
phoid fever,  but  after  a time  we  deemed  it  proper  to 
give  the  disease  a distinct  position  in  our  classifica- 
tion. When  used  as  it  sometimes  is  to  signify  the 
aesthenic  form  of  remittent  or  intermittent  fever,  it 
would  be  more  to  the  purpose,  we  think,  for  physi- 
cians to  substitute  these  terms.  A few  of  such  cases, 
however,  have,  we  are  informed,  been  examples  of 
continued  fever,  dependent  it  would  seem  in  marsh- 
miasm,  noncontagious  and  devoid  of  the  lesions 
characteristic  of  typhoid.  In  other  instances  there 
has  been  a suspected,  but  undemonstrated  coexis- 
tence of  the  two  poisons.  The  designation,  typho- 
malarial would  appear  a very  appropriate  and  signif- 
icant one  for  the  last  two  varieties.19 

Although  many  cases  of  typhoid  fever  were  clin- 
ically distinguishable  from  other  forms  of  fever 
and  from  malaria,  there  were  obviously  many 
cases  in  which  an  accurate  diagnosis  was  not 
made.  The  1871  report  in  effect  suggests  that  the 
aesthenic  forms  of  remittent  and  intermittent 
fever  and  continued  fever  be  called  typhomalarial 
fever.  The  prevailing  opinion  was  still  that  rem- 
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ittent  and  intermittent  fevers  were  malaria  and 
continued  fevers  not. 

In  1872  the  city  inspector  commented  for  the 
first  time  on  the  relationship  between  malaria  and 
stagnant  waters. 

On  many  of  the  unbuilt  portions  of  the  island 
there  are  sunken  lots  covered  with  stagnant  water  in 
consequence  of  the  natural  water  courses  which  origi- 
nally passed  through  them  being  obstructed  by  the 
grading  of  streets  and  avenues.  Residents  of  the  vi- 
cinity of  and  for  a considerable  distance  around  these 
sunken  lots,  have  for  years  suffered  with  malarial 
fever  due  to  the  noxious  exhalations  arising  from  the 
shores  of  these  stagnant  pools,  which  being  below  the 
level  of  the  adjacent  sewers,  have  been  until  recently 
beyond  the  reach  of  the  sanitary  authority.  By  vir- 
tue of  an  act  to  provide  for  the  proper  drainage  of 
lands  within  the  corporative  limits  of  the  city  and 
County  of  New  York,  . . . the  Board  of  Health  autho- 
rized the  necessary  measures  for  the  protection  of 
public  health  ...  to  cause  such  lands  to  be  drained 
by  the  construction  of  deep  drains  passing  under  the 
streets.20 

This  was  the  first  time  that  the  term  malarial 
fever  appears  in  the  official  records.  However,  it 
does  not  appear  in  the  official  statistics,  malaria 
still  being  designated  under  the  headings  of  the 
various  fevers. 

In  the  1872  annual  report,  the  sanitary  inspec- 
tor of  the  17th  Sanitary  Inspection  District,  Allen 
S.  Heath,  M.D.,  made  the  following  interesting 
comments  about  malarial  fever: 

...  As  an  illustration  of  the  paramount  benefits 
arising  from  deep  soil  drainage,  the  present  sanitary 
condition  of  the  section  between  74th  and  76th 
Streets  and  Fifth  Avenue  and  the  East  River  may  be 
cited.  Within  this  section  was  an  old  water  course, 
receiving  its  supply  from  four  never  ending  springs, 
near  5th  Avenue  and  74th,  77th,  79th  and  81st 
Streets,  all  entering  and  discharging  into  a common 
stream  at  75th  Street  . . . The  water  shed  of  this 
section  had  accumulated  and  formed  a formidable 
collection  of  stagnant  water.  So  pernicious  were  the 
effects  of  the  obstructions  to  this  stream  that  scarce- 
ly a family  living  within  its  vicinity  escaped  malarial 
fever  and  in  some  instances  4 and  5 members  of  one 
household  were  affected  simultaneously.  Since  the 
construction  of  the  subsoil  drain  which  passes  under 
3rd  Avenue,  12  feet  below  the  sewer,  it  is  difficult  to 
find  a single  case  of  malarial  fever  . . ,20 

The  prevailing  belief  that  malaria  was  due  to 
miasmas  is  clearly  shown  by  the  comments  of  Au- 
gustus Viele,  M.D.,  a sanitary  inspector,  in  the 
1873  annual  report: 

Necessarily,  the  excavations  made  for  the  Fourth 
Avenue  railroad  improvement  interfered  with  and 
disturbed  many  sewers  ...  In  a work  of  such  magni- 
tude . . . requiring  so  much  deep  excavation  and  var- 
ied as  to  the  nature  and  qualities  of  the  soils  exposed 
and  retained  in  large  embankments  upon  vacant  lots 


for  the  purpose  of  covering  the  arches  and  regrading 
the  avenue,  it  will  -not  be  surprising  if  the  inhabi- 
tants of  the  district  should  suffer  from  malarial  dis- 
eases, during  the  present  year  from  the  effects  of  the 
exposure  of  so  much  new  earth  and  the  changes  con- 
sequent upon  the  improvement.20 

The  1877  annual  report  contains  a table  reca- 
pitulating deaths  from  malarial  fevers  for  the  previ- 
ous several  years.  Included  in  the  table  are 
deaths  from  remittent,  intermittent,  and  unknown 
fevers.  The  annual  list  of  deaths  by  cause,  how- 
ever, does  not  list  malarial  fevers.  This  is  the 
first  time  that  the  statistical  section  of  the  annual 
report  employs  the  term  malarial  fever  and  the 
first  time  that  the  kinds  of  fevers  the  term  covered 
are  explicitly  stated. 

1889  to  1903.  With  the  beginning  of  the  bacte- 
riologic  era,  diseases  were  no  longer  reported  ac- 
cording to  the  old  nosologic  classification.  Grad- 
ually cases  as  well  as  deaths  from  all  major  infec- 
tious diseases  were  reported  and  detailed  analyses 
of  this  data  made.  By  1900  miasmatic  was  no 
longer  used  as  a disease  category,  nor  the  terms 
remittent  and  intermittent  to  describe  fevers  of 
unknown  origin.  The  availability  of  various  labo- 
ratory tests  at  the  department  of  health’s  labora- 
tory directed  by  Herman  M.  Biggs,  M.D.,  assured 
more  accurate  diagnoses  and  gradually  the  nosolo- 
gic classifications  disappeared. 

This  one  hundred-year  period  witnessed  the 
gradual  improvement  of  disease  reporting.  Ini- 
tially only  deaths  were  reported  and  toward  the 
turn  of  the  century  cases  of  specific  diseases  as 
well.  The  nosologic  classification  of  disease  used 
by  the  British  Register  General  was  gradually  re- 
placed by  a classification  according  to  specific  eti- 
ologic  cause  as  newer  scientific  discoveries  were 
made.  At  the  beginning  of  this  period  deaths 
were  reported  to  the  central  office  of  the  city  in- 
spector by  a licensed  physician.  No  investiga- 
tions were  made  in  most  instances,  the  attending 
physician’s  diagnosis  being  accepted  without 
question.  With  the  dawn  of  the  modern  bacterio- 
logic  era  in  the  1880s,  regulations  were  enacted 
which  required  physicians  to  report  both  cases 
and  deaths  of  specific  infectious  diseases.  Sani- 
tary inspectors  who  were  physicians  headed  sani- 
tary inspection  districts  beginning  in  1866.  It  was 
they  and  their  staffs  who  went  out  and  investi- 
gated reports  of  cases  and  deaths  from  specific  in- 
fectious disease  from  the  late  1880s  onward.  The 
department  of  health  had  by  then  established  a 
laboratory  whose  highly  competent  staff  were  able 
to  assist  the  sanitary  inspectors  in  the  confirma- 
tion or  changing  of  diagnoses  through  the  use  of 
recently  discovered  tests  and  techniques.  The 
sanitary  inspectors  were  the  city’s  first  field 
epidemiologists.  By  the  turn  of  the  century  they 
were  routinely  investigating  all  cases  and  deaths 
from  a wide  variety  of  specific  infectious  diseases. 

In  the  city  of  Brooklyn  a parallel  historical  se- 
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quence  of  events  occurred.  Mortality  data  were 
classified  according  to  age  and  sex,  ethnic  back- 
ground, and  ward  of  occurrence.  The  annual  re- 
ports of  the  city  of  Brooklyn  Department  of 
Health  were  less  comprehensive  than  those  of  the 
city  of  New  York  in  terms  of  narrative  description 
of  current  problems.  However,  the  statistical 
data  and  analyses  of  it  were  as  complete. 

It  was  not  until  1889  that  the  term  malarial 
fever  was  used  in  the  annual  statistical  list  of 
causes  of  death.  It  was  listed  under  the  broader 
heading,  “Miasmatic  Diseases.”  In  1891,  annual 
deaths  from  malarial  fever  were  published  for  the 
first  time  according  to  age,  sex,  and  color,  and 
borough  of  origin.  Previously  the  data  on  malari- 
al fever  for  1889  and  1890  had  been  published  ac- 
cording to  whether  the  victim  was  foreign  or  Unit- 
ed States  born  or  colored.  Prior  to  1889  the  cases 
of  remittent  and  intermittent  fever  were  similarly 
broken  down. 

In  1893  deaths  from  malarial  fever  were  no  long- 
er included  under  the  heading  “Miasmatic  Diseas- 
es,” the  latter  term  being  discarded  altogether. 
In  1880,  Laveran  discovered  the  parasites  of  ma- 
laria while  carrying  out  investigations  in  Constan- 
tine, Algeria.  In  1899,  Ross  demonstrated  the 
transmission  of  a malarial  disease  of  sparrows  by 
mosquitoes  of  the  genus  Culex.  Grassi  and  Big- 
nami  later  demonstrated  the  cycle  of  develop- 
ment for  human  malaria  in  anopheline  mosqui- 
toes. In  1900,  Sambon,  Low,  and  Manson  conclu- 
sively confirmed  Ross’  experiments  and  demon- 
strated the  transmission  of  malaria  by  anopheline 
mosquitoes.21  These  discoveries  ushered  in  the 
modern  era  of  our  understanding,  prevention,  and 
control  of  malaria. 

On  July  18,  1901,  the  board  of  health  passed  a 
series  of  resolutions  concerning  malaria  in  view  of 
the  new  discoveries  of  the  cause  and  transmission 
of  the  disease.  In  prefacing  these  resolutions,  the 
board  stated  that  “recent  investigations  have 
shown  that  malarial  fever  is  an  infectious  dis- 
ease.” The  resolutions  passed  were  as  follows: 

1.  All  cases  of  malarial  fever  had  to  be  reported 
to  the  department  giving  age,  sex,  occupations, 
address,  and  information  whether  the  case  was 
a primary  attack  or  a relapse. 

2.  Information  circulars  covering  the  cause  and 
prevention  of  malaria  were  to  be  mailed  to  the 
addresses  where  cases  occurred. 

3.  The  necessary  reporting  cards  were  to  be 
mailed  to  all  physicians  and  reporting  institu- 
tions. 

The  circular  summarized  the  then-current 
knowledge  about  malaria,  most  of  which  is  still 
valid  today.  Some  of  the  comments  made  in  this 
circular  were  as  follows: 

. . . malarial  fever  belongs  to  that  class  of  diseases 
which  require  for  their  transmission  the  active  ser- 
vices of  a definite  species  of  mosquito,  that  is  anophe- 


les. This  species  is  not  the  common  one  of  this 
region,  but  it  is  still  present  in  many  localities  . . . 
the  organism  causing  malarial  fever  (the  Plasmo- 
dium malariae)  is  probably  a true  parasite  and  . . . 
only  finds  the  conditions  necessary  for  its  existence 
in  the  living  human  body,  and  in  the  species  of  the 
mosquito.  The  latter  becomes  infected  by  sucking 
blood  from  an  infected  human  being.  The  malarial 
organism  having  thus  entered  the  stomach  of  the 
mosquito  then  passes  through  certain  changes  in  the 
body  of  the  insect  and  at  the  end  of  about  ten  days 
reaches  the  poison  gland.  After  this  time,  if  the 
mosquito  bites  another  human  being,  the  malarial 
organism  is  introduced  into  the  circulation  of  the  lat- 
ter and  malarial  fever  follows. 

The  board  went  on  to  recommend  in  this  circu- 
lar that  certain  simple  precautions  sufficed  to  pro- 
tect persons  living  in  malarial  districts  from  infec- 
tion. They  cited  proper  screening  of  homes  and 
the  destruction  of  anopheles,  the  administration 
of  quinine  to  those  ill  with  malaria,  the  destruc- 
tion of  mosquito  breeding  areas  through  drainage 
and  filling,  and  the  destruction  of  larvae  through 
the  use  of  petroleum. 

The  board  also  explained  in  great  detail  in  this 
circular  the  latent  characteristic  of  malaria  and 
the  danger  of  relapses.  They  concluded  by  stat- 
ing: “ . . . malarial  fever  is  quite  prevalent  in  cer- 
tain boroughs  of  New  York  City,  and  is  likely  to 
extend  to  the  boroughs  of  Manhattan  and  Brook- 
lyn, in  view  of  the  extensive  excavations  taking 
place  . . . the  Board  of  Health  desires  the  coopera- 
tion of  all  physicians  in  its  efforts  to  disseminate 
information  in  regard  to  the  causation  and  pre- 
vention of  malarial  fever,  and  in  its  efforts  to  re- 
strict the  prevalence  of  this  disease  in  New  York 
City.”22 

The  annual  report  of  the  Board  of  Health  for 
1902  reflects  the  expansion  of  the  department’s 
activities  against  malaria.  The  following  com- 
ments were  made  in  this  report: 

. . . Examination  of  blood  in  cases  of  suspected 
malaria  were  begun  late  in  the  summer,  and  the  reg- 
istration of  cases  of  malarial  fever  by  physicians  was 
thereafter  required  . . . The  main  conclusion  from  it 
is  that  in  a relatively  large  proportion  of  the  cases  of 
malaria  prevalent  here,  the  disease  appears  to  have 
been  contracted  within  the  city  limits.  The  inti- 
mate relation  between  this  disease  and  the  anopheles 
variety  of  mosquito  having  been  established,  efforts 
were  made  to  put  an  end  to  the  breeding  of  mosqui- 
toes in  various  places  within  the  city  limits  where 
stagnant  water  collected.  Inspections  were  had  in 
all  boroughs  and  a large  number  of  orders  were  is- 
sued upon  property  owners  requiring  the  draining 
and  filling  of  vacant  lots  etc.  . . . Plans  for  drainage 
of  large  low-lying  areas,  notably  lands  in  the  neigh- 
borhood of  Sheepshead  Bay,  in  the  Borough  of 
Brooklyn,  the  lands  in  the  Borough  of  the  Bronx  bor- 
dering upon  the  upper  reaches  of  the  East  River,  and 
the  land  between  the  hill  country  of  Staten  Island 
and  the  waters  of  the  bay  were  also  begun.23 
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During  1902,  the  department  of  health  launched 
a campaign  against  malaria.  In  this  connection 
the  department  issued  two  circulars  to  all  practic- 
ing physicians  and  medical  institutions.  The  first 
of  these  entitled  “The  Prevention  of  Malaria,’’ 
covered  the  causation,  mode  of  transmission  by 
mosquitoes,  and  the  various  means  of  prevention 
— destroying  the  breeding  places  of  mosquitoes, 
and  covering  stagnant  water  with  kerosene.  The 
second  circular  was  entitled  “The  Notification 
and  Microscopical  Diagnosis  of  Malarial  Fever.” 
In  this  circular  the  department  of  health  an- 
nounced its  intention  of  investigating  all  cases  of 
malaria  occurring  in  the  city.  A regulation  was 
placed  in  the  health  code  making  it  mandatory  for 
all  physicians  and  institutions  to  report  all  cases 
of  malaria  to  the  department.  Special  reporting 
post  cards  were  printed  for  this  purpose  and  sent 
out  to  all  physicians  and  institutions.  In  return 
for  the  cooperation  of  reporting,  the  department  of 
health  offered  free  microscopic  examination  of  the 
blood  of  suspected  cases. 

To  implement  the  program  of  confirmation  of 
diagnosis,  the  department  issued  outfits  for  pre- 
paring blood  specimens  to  the  health  stations  in 
the  city.  These  outfits  consisted  of  a wooden 
slide  box,  surgical  needle,  two  glass  slides,  a blank 
slip  for  required  data,  and  the  necessary  instruc- 
tions for  preparing  the  specimen.  The  specimens 
were  examined  by  the  department’s  laboratory  the 
morning  after  and  the  result  either  telephoned  to 
the  physician  or  mailed.  Blood  specimens  were 
stained  by  a rapid  nondifferentiating  method,  for 
example  carbol-thionine.  Slides  suggestive  of 
malarial  parasites  were  then  stained  by  a Roma- 
nowsky  or  Goldhorn  technique.  In  1902  the  de- 
partment found  that  20  per  cent  of  collected  spec- 
imens were  unsatisfactory,  due  mostly  to  physi- 
cians being  unfamiliar  with  the  technique  of  pre- 
paring smears. 

The  routine  examination  of  blood  specimens  for 
the  presence  of  plasmodia  was  begun  on  Septem- 
ber 1,  1902.  Between  that  date  and  December  31, 
1902,  140  specimens  were  received  in  the  depart- 
ment’s laboratory.  Of  these,  30  (21  per  cent) 
were  either  too  thick  or  too  thin  and  so  were  un- 
satisfactory for  examination.  Of  the  110  speci- 
mens examined,  malaria  parasites  were  found  in 
11,  (10  per  cent)  and  were  classified  as  being  of 
the  tertian  type,  Plasmodium  vivax.  An  analysis 
of  these  first  140  blood  specimens  revealed  the  fol- 
lowing: In  10  of  the  11  positive  slides  no  clinical 
diagnosis  had  been  made  by  the  physician.  In  23 
cases  the  patient  had  had  a previous  history  of 
malaria.  In  these  23,  only  one  was  found  positive 
for  parasites.  In  40  cases  quinine  had  already 
been  used.  Only  one  of  these  cases  was  found  to 
have  parasites.  In  41  cases  there  was  a history  of 
chills;  parasites  were  found  in  2 of  these  cases.  In 
17  instances  there  had  been  no  chills,  and  no  par- 
asites were  found  in  these.23 


It  was  also  found  that  50  per  cent  of  suspect 
cases  were  reported  two  weeks  after  the  onset  of 
illness.  Fifty  per  cent  of  the  cases  diagnosed  clin- 
ically as  malaria  were  confirmed  by  laboratory  ex- 
amination. 

During  1902  the  department  took  steps  in  prep- 
aration for  studying  reports  of  malaria  anticipated 
for  1903.  Special  maps  were  drawn  up  so  that 
clustering  patterns  could  be  delineated.  New  in- 
spectors were  assigned  to  the  borough  to  investi- 
gate reported  cases  and  also  to  destroy  mosquito 
breeding  sites  in  the  area.  They  were  also  trained 
to  educate  those  ill  with  malaria  and  their  fami- 
lies as  to  the  prevention  of  the  disease. 

Trials  were  undertaken  to  put  crude  petroleum 
into  mosquito-breeding  localities.  A mosquito 
corps  was  formed  to  inspect  the  swamp  lands  in 
The  Bronx  which  were  extensive  at  that  time. 
This  corps  inspected  195  ponds,  filled  in  or 
drained  57  bodies  of  standing  water,  and  treated 
91  ponds  with  petroleum.  They  collected  mosqui- 
toes and  charted  the  distribution  of  Culex,  Psoro- 
phora,  and  Anopheles  mosquitoes  in  The  Bronx.23 

The  innovations  instituted  in  late  1902  were 
carried  out  in  1903.  The  following  summary  of 
progress  was  given  in  the  annual  report  for  this 
year. 

There  were  90  deaths  from  malarial  fevers  during 
the  year,  as  compared  with  125  for  1902,  a decrease 
of  35  deaths.  The  introduction  of  the  Widal  test  for 
the  diagnosis  of  typhoid  fever  in  1898  and  the  inves- 
tigation of  deaths  reported  from  malarial  fevers  since 
1902  have  served  to  decrease  the  number  of  deaths 
from  this  disease,  250  deaths  having  been  reported 
therefrom  in  1898  as  compared  with  95  in  1903. 

With  regard  to  the  laboratory  techniques  used 
for  diagnosis,  the  following  comments  were  made: 

After  thorough  trial  of  the  Nocht,  Romanowsky, 
Jenner,  carbol-thionine  and  Goldhorn  methods  of 
staining  for  the  malaria  parasite,  the  last,  Goldhorn, 
has  proved  to  be  the  best  and  most  reliable  and  ac- 
cordingly all  specimens  are  so  prepared.24 

Comment 

It  can  be  safely  assumed  that  malaria  was  well 
established  in  New  York  City  at  the  beginning  of 
the  nineteenth  century.7,8  The  presence  of  an 
anophelene  vector  in  the  city,  the  influx  of  Euro- 
peans from  endemic  areas  in  Europe,  and  the  clin- 
ical impressions  of  the  physicians  of  the  day  all 
support  this  assumption.  Although  morbidity 
statistics  for  the  city  were  not  gathered  until  late 
in  the  century,  mortality  data  were  carefully  col- 
lected and  analyzed.  Indeed,  in  examining  the 
early  reports  and  statistics,  one  is  impressed  by 
the  degree  of  analysis  carried  out  on  mortality 
data.  Deaths  from  what  we  now  consider  to  be 
malaria  were  grouped  under  the  nonspecific  head- 
ings of  the  various  fevers  for  most  of  this  century. 
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Although  most  physicians  of  the  day  placed  the 
disease  in  the  categories  of  either  remittent  or  in- 
termittent fever,  some  categorized  it  as  unknown 
fever,  ship  fever,  or  bilious  fever.  Certainly  the 
two  terms,  remittent  and  intermittent,  were  by  far 
the  commonest  ones  used  to  cover  what  was  ma- 
laria. Lack  of  knowledge  and  the  absence  of  diag- 
nostic aides  allowed  a wide  margin  of  error  to 
enter  into  individual  diagnoses.  Some  vague  in- 
dication of  the  margin  of  diagnostic  error  present 
in  that  century  is  had  by  the  results  of  the  Widal 
tests  performed  for  typhoid  on  patients  and  the 
result  of  the  microscopic  examination  of  blood 
smears  for  malarial  parasites  carried  out  in  1902. 
These  indicated  that  about  50  per  cent  of  those 
clinically  diagnosed  as  having  malaria  did  not 
have  the  disease.23 

Although  the  term  malaria  was  introduced  into 
the  English  literature  in  1829  by  MacCulloch,  and 
came  into  common  use  in  many  parts  of  the  En- 
glish-speaking world,  it  was  not  adopted  by  the 
New  York  City  department  of  health  until  1889. 
The  term  malaria  does  appear  in  the  official 
mortality  listings  for  1853  and  1858,  but  in  these 
years  it  was  probably  used  to  designate  fevers  of 
unknown  origin.  The  fact  that  it  was  listed  under 
“Uncertain  and  Indefinite  Diseases”  lends  support 
to  this  view.  In  1872,  the  term  malarial  fever  ap- 
peared in  the  department’s  official  annual  report 
but  not  in  the  statistical  listings.  By  1889,  the 
term  malarial  fever  replaced  the  terms  remittent 
and  intermittent  fever.  The  term  typhomalarial 
fever  was  introduced  into  the  official  records  in 
1871  and  supposedly  applied  to  the  aesthenic 
forms  of  remittent,  intermittent,  and  continued 
fever.  The  annual  report  of  1906  comments  that 
in  all  probability  most  cases  included  under  this 
heading  were  typhoid  fever  and  not  malaria.25 
The  term  typhomalarial  was  dropped  in  1889, 
these  deaths  being  included  with  the  typhoid  fever 
deaths. 

These  changes  in  nomenclature  were  no  doubt 
influenced  by  the  discoveries  which  were  being 
made  of  the  causative  organism  and  the  method  of 
transmission.  In  December  1880,  Laveran,26  a 
French  military  medical  officer,  made  known  his 
discovery  of  a parasite  in  the  blood  of  malarial  pa- 
tients. He  discovered  what  he  called  elements  in 
the  red  corpuscles  of  26  of  44  patients  manifesting 
clinical  signs  of  malaria.  In  1883,  Marchiafava  in 
Italy  used  dried  films  stained  with  methylene  blue 
and  found  ring  forms.  He  claimed  that  they  were 
the  true  parasites  and  that  the  bodies  described 
by  Laveran  were  not  genuine.  Marchiafava  did 
not  realize  at  the  time  that  the  malaria  organisms 
were  pleomorphic  and  that  he  had  seen  different 
forms  of  the  same  parasite  seen  by  Laveran.9  In 
1885,  Marchiafava  and  Celli  produced  the  disease 
by  inoculating  human  beings  with  infected  blood. 
In  1885,  Golgi  described  the  growth  of  the  quartan 
parasite  in  red  blood  corpuscles  and  demonstrated 


that  quartan  periodicity  was  associated  with  the 
three-day  cycle  of  the  development  of  the  quartan 
parasite.  Soon  afterwards  he  showed  that  a two- 
day  cycle  of  development  occurred  in  the  parasite 
of  the  benign  tertian  fevers.9 

In  view  of  these  scientific  discoveries  malaria 
was  no  longer  considered  to  be  due  to  miasmas, 
the  prevailing  view  up  to  that  time.  It  took  four 
years  after  Golgi’s  and  Marchiafava’s  discoveries 
and  nine  years  after  Laveran ’s  discovery  before 
the  department  of  health  changed  its  nomencla- 
ture in  the  list  of  mortality  statistics.  In  that 
same  year  1889,  malaria  was  removed  from  the 
category  of  miasmatic  diseases.  Of  note  is  the 
fact  that  while  the  nomenclature  was  changed  and 
the  disease  removed  from  the  category  of  miasma- 
tic diseases,  no  verbal  comment  was  made  in  the 
annual  reports  about  this  change.  This  might  be 
accounted  for  by  the  fact  that  between  1882  and 
1888  annual  reports  were  not  published  by  the  de- 
partment. In  1889  an  annual  report  was  again 
published,  broken  down  into  yearly  sections  cov- 
ering the  years  1882  to  1888.  Because  data  cov- 
ering eight  years  was  presented  in  space  normally 
allocated  for  one  year,  the  narrative  sections  of 
the  report  were  brief.  This  probably  accounts  for 
the  lack  of  comment  on  the  discoveries  which  had 
taken  place  in  the  1880s  which  by  1889  were  also 
no  longer  novel. 

Even  though  Laveran  and  Manson  thought  the 
mosquito  was  the  vector  of  malaria,  it  was  not 
until  1895  that  Sir  Ronald  Ross  discovered  malar- 
ial parasites  in  the  stomachs  of  mosquitoes  which 
had  fed  on  patients  with  gametocytes  of  estivo- 
autumnal  fever  in  their  blood.  Between  1895  and 
1899,  Ross  worked  on  the  malaria  cycle  in  mosqui- 
toes, finally  proving  beyond  doubt  that  the  para- 
sites of  malaria  develop  in  this  insect.9  The  effect 
of  these  discoveries  revolutionized  ideas  about  the 
prevention  and  control  of  malaria.  Within  a year 
and  a half,  the  department  of  health  of  New  York 
City  reacted  by  passing  a series  of  resolutions  and 
enacting  a series  of  new  health  ordinances  which 
in  effect  upgraded  fatality  reporting,  instituted 
case  reporting,  confirmation  of  cases  by  laboratory 
examinations,  launched  health  education  pro- 
grams aimed  at  both  the  lay  public  and  the  pri- 
vate physician,  and  initiated  the  first  scientific 
malaria  control  programs  in  the  city. 

Figure  1 depicts  the  epidemic  curve  of  deaths 
from  malaria  for  New  York  City  from  1865  to 
1903.  Figure  2 depicts  the  deaths  from  malaria 
for  the  city  of  Brooklyn  for  the  period  1868  to 
1898.  As  already  discussed,  for  most  of  this  peri- 
od there  was  a considerable  error  in  diagnosis. 
But  one  can  presume  that  this  margin  of  error 
did  not  vary  very  much  for  the  period  under  con- 
sideration from  year  to  year.  Prior  to  1898, 
Brooklyn  was  an  independent  municipality  with 
its  own  department  of  health  and  separate  bureau 
of  vital  statistics.  The  overall  similarity  of  the 
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TABLE  I.  Reported  malaria  deaths  per  1,000  population  for  the  cities  of  New  York  and  Brooklyn  1850-1900 


Year 

Population  of 
New  York  City* 

Number 
Reported 
Deaths  from 
Malaria 

Deaths  from 
Malaria  per 
1,000 

Population 

Population 
of  Brooklyn! 

Number 
Reported 
Deaths  from 
Malaria 

Deaths  from 
Malaria  per 
1,000 

Population 

1850 

515,547 

0 

0 

138,882 

0 

0 

1860 

813,669 

0 

0 

279,122 

0 

0 

1870 

942 , 293 

213 

0.22 

419,921 

143 

0.34 

1880 

1,206,299 

336 

0.28 

599,495 

256 

0.42 

1890 

1,513,501 

176 

0.11 

838,547 

168 

0.20 

1900 

2,270,620 

104 

0.04 

1,166,582 

112 

0.09 

* United  States  Census. 

t City  of  Brooklyn  Incorporated  into  New  York  City  in  1898. 


epidemic  curves  for  New  York  City  and  the  city  of 
Brooklyn  is  striking.  The  highest  epidemic  peak 
was  reached  in  1881  in  both  New  York  City  and 
Brooklyn.  It  was  also  during  this  year  that  ma- 
laria reached  a peak  in  the  New  England  states.13 
The  most  likely  explanation  for  this  sharp  rise  in 
1881  is  the  combined  effect  of  the  introduction  of 
large  immigrant  groups  from  endemic  areas  of  Eu- 
rope into  both  Brooklyn  and  New  York  City  and 
the  increase  in  favorable  breeding  sites  for  anoph- 
elene  mosquitoes.  The  latter  were  created,  as 
indicated  in  numerous  annual  reports,  through 
the  creation  of  excavated  depressions  and  the 
blockage  of  normal  surface  drainage  as  a result  of 
street  construction  and  the  building  of  houses. 
These  factors  were  also  operative  in  New  En- 
gland, there  being  a slight  difference  in  that  stag- 
nant waters  accumulated  because  of  the  impound- 
ment of  rivers  and  streams. 

From  1881  onward,  the  number  of  deaths  from 
malaria  gradually  declined  both  in  Brooklyn  and 
New  York  City.  There  was  a secondary  peak  in 
Brooklyn  in  1892  and  a similar  peak  in  New  York 
City  in  1891.  A smaller  secondary  peaking  oc- 
curred in  Brooklyn  in  1896  and  in  New  York  City 
in  1898.  By  1886,  the  discoveries  of  Laveran, 
Marchiafava,  Golgi,  and  Celli  were  well  known  to 
the  medical  world.  In  view  of  these  discoveries 
physicians  might  have  been  more  cautious  about 
listing  fevers  of  unknown  origin  under  the  heading 
of  malaria.  This  could  have  accounted  for  a cer- 
tain amount  of  decrease  in  deaths  reported. 
However,  it  is  unlikely  that  this  factor  alone 
could  explain  the  gradual  recession  of  the  disease. 

An  important  factor  which  may  be  reflected  in 
these  mortality  figures  was  the  use  of  quinine. 
One  could  safely  presume  that  with  the  discov- 
eries of  the  parasite  and  the  rejection  of  the  old 
theory  of  remittence  versus  continued  fever,  that 
physicians  more  readily  used  quinine  in  treatment 
which  led  to  a decline  in  mortality  rates.  Al- 
though these  factors  may  have  been  operative,  it 
is  also  possible  that  a natural  recession  occurred 
as  had  taken  place  in  other  parts  of  the  world  dur- 
ing the  nineteenth  century.7 

The  introduction  of  the  Widal  test  for  typhoid 


fever  in  1898  eliminated  an  important  cause  of 
misdiagnosis.  The  impact  of  this  new  diagnostic 
aid  and  that  of  microscopic  confirmation  is  evi- 
dent in  the  descent  of  the  epidemic  curve  after 
1900. 

Table  I presents  data  for  selected  years  on  ma- 
laria deaths  per  1,000  population  for  New  York 
City  and  Brooklyn  for  the  period  1850  to  1900. 
During  this  fifty-year  period  the  rates  for  Brook- 
lyn were  considerably  higher  than  those  for  New 
York  City.  It  is  difficult  to  assess  the  meaning  of 
this  difference  since  it  could  have  resulted  from  a 
variety  of  causes.  There  may  have  been  more 
malaria  present  in  Brooklyn  and  certainly  one 
could  support  this  supposition  on  the  basis  of  the 
vast  swamp  lands  then  present  in  that  city  and 
the  influx  of  immigrants  from  endemic  areas. 
However,  the  difference  could  also  be  accounted 
for  on  the  basis  of  more  accurate  diagnosis  in  New 
York  City  and  hence  the  inclusion  of  fewer  febrile 
diseases  due  to  other  causes  under  malaria.  Like- 
wise one  could  postulate  that  the  death  rate  in 
New  York  City  was  lower  because  of  better  treat- 
ment of  cases. 

Acknowledgments.  The  authors  would  like  to  extend  their 
sincere  thanks  to  Mrs.  Sally  Koch  for. her  help  with  the  manu- 
script and  to  Miss  Devra  Zetlan,  Librarian,  City  of  New  York 
Department  of  Health. 


References 

1.  Boyd,  M.  F.:  A Symposium  on  Human  Malaria, 

Washington,  D.C.,  American  Association  for  the  Advancement 
of  Science,  1941. 

2.  MacCulloch,  J.:  Malaria:  An  Essay  On  The  Produc- 
tion and  Propagation  Of  This  Poison  And  On  The  Nature  And 
Localities  Of  The  Places  By  Which  It  Is  Produced,  Philadel- 
phia, Thomas  Kite,  1829. 

3.  James,  S.  P.:  The  disappearance  of  malaria  from  En- 
gland, Proc.  Roy.  Soc.  Med.  23:  1 (1929). 

4.  Torti,  F.:  Therapeutice  Specialis  Ad  Febres  Periodicas 
Perniciosa,  1712. 

5.  Boyd,  M.  F.:  Malariology,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1949. 

6.  Sternberg,  G.  M.:  Malaria  And  Malarial  Diseases, 

New  York,  William  Wood  and  Co.,  1884. 

7.  Ackerknecht,  E.  H.:  History  And  Geography  of  the 

Most  Important  Diseases,  Hafner  Publishing  Co.,  Inc.,  New 
York,  1965. 

8.  Boyd,  M.  F.:  An  historical  sketch  of  the  prevalence  of 


2380  New  York  State  Journal  of  Medicine  / October  1 , 1 973 


malaria  in  North  America,  Am.  J.  Trop.  Med.  21:  2 ( 1941). 

9.  Bispham,  W.  N.:  Malaria,  Its  Diagnosis,  Treatment 

And  Prophylaxis,  Williams  & Wilkins  Co.,  Baltimore,  1944. 

10.  Barber,  M.  A.:  Malaria  and  the  malaria  danger  in 

certain  irrigated  regions  of  the  Southwestern  United  States, 
Pub.  Health  Rep.  42:  2487  (1929). 

11.  Norcom,  W.:  in  Boyd,  M.  F.  An  historical  sketch  ot 

the  prevalence  of  malaria  in  North  America,  Am.  J.  Trop. 
Med.  21:2(1941). 

12.  Chapin,  C.  V.:  The  Origin  And  Progress  of  the  Malar- 
ial Fever  Now  Prevalent  in  New  England,  Fiske  Fund  Prize 
Dissertation  No.  XXXII,  Providence,  Rhode  Island,  1884. 

13.  Smith.  T.:  The  Sources  Favoring  Conditions  and  Pro- 
phylaxis Of  Malaria  in  Temperate  Climates  with  Special  Ref- 
erence To  Massachusetts,  The  Shattuck  Lecture,  Boston, 
Mass,  1903. 

14.  The  Annual  Report  of  the  Department  of  Health  of  the 
City  of  New  York,  New  York,  Martin  B.  Brown  Co.,  1901. 

15.  Fisher,  G.  U.:  Recent  trends  in  malaria  in  the  United 
States,  Bull.  New  York  Acad.  Med.  45:  1016  ( 1969). 


16.  Baumgartner,  L.:  One  hundred  years  of  health:  New 

York  City,  1866-1966,  Bull.  New  York  Acad.  Med.  45:  555 
(1969). 

17.  Annual  Report  of  the  City  Inspector  of  the  City  of  New 
York,  New  York,  1853. 

18.  Annual  Report  of  the  Board  of  Health  of  the  Depart- 
ment Of  Health  of  the  City  Of  New  York,  New  York,  1875. 

19.  Ibid.:  1873. 

20.  Ibid.:  1874. 

21.  Strong,  R.  P.:  Stitt’s  Diagnosis,  Prevention  And 

Treatment  of  Tropical  Diseases,  Philadelphia,  The  Blakiston 
Co.,  1942. 

22.  Annual  Report  of  the  Board  Of  Health  of  the  Depart- 
ment of  Health  of  the  City  Of  New  York,  New  York,  1901. 

23.  Ibid. : 1902. 

24.  Ibid.:  1903. 

25.  Ibid.:  1906. 

26.  Laveran,  A.:  Description  d’un  nouveau  parasite 

trouve  dans  le  sang  des  malades  atteints  de  fievre  palustre, 
Bull.  Acad.  Med.  9 (1880). 


This  is  the  first  of  a three-part  series.  Part  II  will  appear  in  the  October  15,  1973  issue  of  the  Journal 


October  1 , 1 973  / New  York  State  Journal  of  Medicine  2381 


Phrenology  in 
New  York  State* 

ROBERT  J.  JOYNT,  M.D..  Ph  D. 

Rochester.  New  York 

Professor  and  Chairman.  Department  of  Neurology.  University 
of  Rochester.  Strong  Memorial  Hospital 


Phrenology  was  one  of  the  consequences  of  ra- 
tionalism following  the  French  Revolution,  and 
this  spirit  also  fostered  its  growth  in  this  country. 
But  while  rationalism  may  have  contributed  to  its 
“scientific  basis,”  in  this  country  there  was  the 
added  impetus  of  popularization  and  commerci- 
alism which  was  the  hallmark  of  the  burgeoning 
new  republic.  New  York  City  was  the  center  of 
this  movement,  but  every  city  and  village  either 
had  its  resident  phrenologist  or  had  frequent  visi- 
tations from  experts  who  most  likely  were  trained 
in  New  York  City  and  arranged  through  the  New 
York  booking  offices. 

Franz  Joseph  Gall 

The  man  responsible  for  phrenology,  Franz  Jo- 
seph Gall,  neither  envisioned  nor  fostered  the 
nonscientific  popularization  of  this  subject.  He 
was  an  excellent  neuroanatomist  and  made  origi- 
nal contributions  in  that  field.1  His  efforts  to  cor- 
relate brain  function  with  structure  was  a novel 
and  courageous  undertaking.  Gall’s  career  in 
Vienna  was  met  with  opposition  by  the  govern- 
ment through  the  insistence  of  the  church.  It  was 
believed  that  his  mechanistic  approach  to  the  ex- 
planation of  behavior  was  in  some  way  antitheti- 
cal to  the  idea  of  the  existence  of  a soul. 

Gall  was  forced  to  leave  Vienna  and  finally  set- 
tled in  Paris  where  again  he  met  opposition  but 
stayed  on.  It  was  reported  that  Napoleon  himself 
took  a direct  hand  in  suppressing  Gall’s  teachings. 
Nonetheless,  Gall  laid  the  groundwork  for  cortical 
localization  of  function,  and  the  amazing  observa- 
tion of  Broca  that  placed  the  center  for  speech  in 
the  third  left  frontal  convulution  was  a result  of 
Gall’s  influence.2 

While  Gall  fought  assiduously  for  the  scientific 
worth  of  his  observations,  it  was  his  student,  Jo- 
hann Christoph  Spurzheim,  who  spread  the  doc- 
trine and  brought  phrenology  to  the  masses,  and 
particularly  to  the  public  of  the  New  World.1 
The  scientific  community  of  the  United  States 
had  heard  something  about  phrenology,  largely 

’Supported  in  part  by  Grant  NS-5084  of  the  National  Insti- 
tutes of  Health  and  the  Waasdorp  Memorial  Fund. 


through  the  interest  of  Prof.  John  C.  Warren,  of 
Harvard,  who  had  studied  Gall’s  writings  and  had 
given  frequent  lectures  on  this  subject  to  medical 
societies. 

Spread  of  phrenology 

The  public  got  some  taste  of  what  was  to  come 
from  Dr.  Charles  Caldwell  of  Transylvania  Uni- 
versity. Caldwell  had  attended  Spurzheim’s  lec- 
tures in  Paris  and  on  his  return  to  America  made 
frequent  speaking  tours.  He  was  responsible  for 
the  formation  of  phrenologic  societies  in  Balti- 
more, Washington,  and  Cincinnati.  The  event  of 
greatest  importance  was  the  arrival  of  Spurzheim 
in  New  York  on  August  4,  1832.  At  the  time, 
New  York  was  suffering  from  one  of  its  worst  chol- 
era epidemics  and  Spurzheim  promptly  left  for 
Yale,  where  he  appeared  for  their  commencement 
exercises.  It  was  said  by  Professor  Silliman  that 
“the  professors  were  in  love  with  him,”  and  “with 
only  one  exception,  no  stranger  ever  visited  the 
United  States  who  . . . possessed  the  power  at 
once  so  fully  to  absorb  and  gratify  the  public 
mind.”4  He  then  went  to  Boston  and  maintained 
a vigorous  schedule  with  a series  of  lectures  and 
demonstrations  for  the  public,  Harvard  Universi- 
ty, and  the  Boston  Medical  Society.  In  Boston  he 
became  ill,  but  ignoring  this,  he  continued  his 
schedule  with  a proselytizing  zeal  until  his  death 
on  November  10,  1832.  His  funeral  was  attended 
by  the  Boston  Medical  Society. 

Spurzheim’s  success  was  matched  a few  years 
later  by  George  Combe,  an  Edinburgh  phrenolog- 
ist, who  made  a similar  tour.  The  second  stop  on 
his  tour  was  New  York  City  where  his  audience 
was  over  600  and  his  lecture  fee  was  $750.  He 
noted  that  the  audience  in  New  York  were  the 
“best  hearers.”4 

But  while  Spurzheim  and  Combe  lectured  on 
the  theory  of  phrenology,  it  was  the  Fowlers, 
Orson  S.  and  Lorenzo  N.,  who  gave  it  its  great 
popular  base  and,  consequently,  its  commercial 
appeal. 

Societies  formed 

Phrenologic  societies  had  been  formed  all  over 
the  country.  In  New  York  prominent  societies 
were  established  in  Buffalo,  Utica,  Albany,  and 
the  Oneida  community.  The  Buffalo  and  Albany 
societies  were  reported  to  have  over  800  skulls  in 
their  possession.  The  Utica  society  published  the 
Phrenological  Magazine  and  New  York  Literary 
Review  which  never  got  beyond  the  first  issue. 
The  Fowler  brothers  were  able  to  capitalize  on 
this  far-flung  interest  by  creating  an  organization 
which  brought  phrenology  to  the  common  man 
and  to  his  pocketbook. 

Orson  Squires  Fowler  was  a classmate  of  Henry 
Ward  Beecher  at  Amherst.  They  had  a unifying 
interest  in  phrenology,  and,  while  in  college.  Fowl- 
er picked  up  expenses  by  phrenologic  readings  at  2 
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cents  a caput.  He  came  to  New  York  after  his 
graduation  in  1834  and  there,  with  his  brother  Lo- 
renzo, set  up  the  Phrenological  Cabinet  at  135 
Nassau  Street.  This  soon  became  one  of  the  cen- 
ters of  tourist  interest  in  New  York  City.  They 
had  a large  collection  of  skulls,  skeletons,  casts, 
and  other  curiosa.  There  was  no  admission  fee, 
but  from  the  museum  goers  they  offered  the  ser- 
vice of  phrenologic  reading  at  $1.00  a person  if 
provided  with  their  check-off  analysis,  but  $3.00 
for  a longer,  handwritten  report.  Charlotte  Fowl- 
er, their  sister,  was  one  of  the  most  popular  ana- 
lysts. She  later  married  Samuel  Welles,  a medi- 
cal student,  who  joined  the  firm  in  1844  with  the 
organization  name  change  to  Fowlers  and  Welles.5 

Orson  Fowler  was  one  of  the  most  popular  lec- 
turers of  his  day  and  did  not  confine  his  lectures 
and  writings  to  phrenology.  The  Fowlers  and 
Welles  establishment  became  the  forerunner  of 
the  “Little  Blue  Book”  type  of  press  popular  in 
this  century.  Some  of  his  titles  were  Love  and 
Parentage,  Applied  to  the  Improvement  of  Off- 
spring, including  Important  Suggestions  to  Lovers 
and  the  Married  . . . and  Amativeness:  or.  Evils 
and  Remedies  of  Excessive  and  Perverted  Sexual- 
ity, including  Warning  and  Advice  to  the  Married 
and  Single.  Both  of  these  reached  40  editions  by 
1844.  Fowler  had  strong  opinions  on  many 
subjects  and  one  opinion  of  his,  which  was  more 
bizarre  and  lasting,  was  on  architecture,  pub- 
lished in  his  book,  A Home  for  All.  He  advocated 
an  octagonal  floor  plan  and  built  his  mansion  in 
Fishkill  in  this  design. 

The  organization  also  trained  phrenologists  and, 
in  1849,  set  up  the  American  Institute  of  Phrenol- 
ogy at  the  behest  of  the  American  Phrenological 
Society.  They  had  over  300  graduates  completing 
their  nine-month  course.  This  was  the  passkey  to 
prosperity.  As  one  alumnus  noted,  “The  fact  of 
my  having  a diploma  from  the  Institute  at  once 
raised  me  fifty  per  cent  in  the  estimation  of  the 
best  people  of  every  place  where  I lectured.”4 
Classes  were  still  being  graduated  until  the  be- 
ginning of  the  twentieth  century. 

The  Fowlers  also  supplied  speakers  and,  at  one 
time,  had  26  lecturers  out  on  the  circuit.  No  city, 
village,  or  hamlet  went  without  instruction  in 
phrenology,  and  many  parents  were  suffused  with 
pride  when  one  of  their  offspring  had  a bright  and 
promising  future  predicted  after  “reading  the 
bumps”  by  an  itinerant  phrenologist.  The  most 
influential  phrenologist  journal  was  also  initiated 
by  the  Fowlers  with  the  publication  in  1837  of  the 
American  Phrenological  Journal,  which  did  not 
cease  publication  until  1911. 

There  were  always  detractors  to  phrenology, 
some  from  the  medical  profession  and  some  from 
the  churches.  The  Fowlers  averred  that  phrenol- 
ogy was  in  no  way  antithetical  to  religion,  and 
there  were  lectures  on  the  “Christian  Phrenolo- 
gist” given  by  their  speakers.  Phrenology  did  not 


make  a large  impact  on  the  practicing  physician. 
It  did  have  some  influence  on  psychiatric 
thought  in  the  early  and  mid-nineteenth  century. 
The  craniologic  aspects  were  largely  dismissed. 
However,  it  buttressed  the  concept  that  disorders 
of  the  mind  were  dependent  on  disease  of  the 
brain.  In  phrenology’s  heyday,  in  the  1840s,  it 
was  largely  ignored  by  the  medical  press,  but  oc- 
casional critical  jibes  were  delivered.  One  such 
reference  was  made  in  the  New  York  Medical  Ga- 
zette in  1841. 6 On  reporting  an  item  from  the 
Paris  Medical  Gazette  stating  that  phrenology 
was  not  dead,  the  following  editorial  comment 
was  made: 

We  repeat  Phrenology  was  (aye  and  is)  a nice 
science,  with  a great  deal  less  absurdity  than  Hah- 
nemannism,  vastly  less  trickey  than  Mesmerism  and 
affording  as  good  food  for  laughter  as  either  one  or 
the  other.  Indeed  for  its  mirth  moving  power  we 
prefer  Phrenology  to  either;  it  is  more  refined,  it  is 
the  genteel  comedy  of  science,  as  Hahnjemannism  is 
the  farce  and  Mesmerism  the  pantomine.  We  wel- 
come it  back  to  life  with  hearty  good  will. 

Occasionally,  heated  public  exchanges  took 
place.  One  occurred  in  Rochester,  New  York,  in 
1841,  and  can  be  traced  in  the  daily  press.  On 
February  9,  1841,'  next  to  advertisements  for 
Fowlers  and  Welles’  book,  Phrenology  versus  In- 
temperance, was  the  notice  of  an  antiphrenologic 
lecture  by  Frank  H.  Hamilton,  Professor  of  the 
Theory  and  Practice  of  Surgery  at  Geneva  (New 
York)  Medical  College,  and  a member  of  the  Ver- 
mont Academy  of  Medicine.  It  stated,  “Professor 
Hamilton’s  Lecture  at  the  Court  House  this  eve- 
ning at  7 o’clock  precisely  before  the  Young  Men’s 
Association.  Phrenology,  with  all  its  bumps  and 
fair  proportions,  will  be  examined  by  Doct.  F.  H. 
Hamilton.”  There  was  also  a notice  that  a Dr. 
Webster,  who  was  to  start  a series  of  “Lectures  on 
Popular  Anatomy”  that  same  evening,  had  kindly 
postponed  his  first  lecture  so  that  there  would  be 
no  conflict.  Dr.  Webster  was  also  opposed  to 
phrenology.  Hamilton  gave  a well-reasoned  de- 
nunciation of  phrenology.8  At  the  end  of  Dr. 
Hamilton’s  lecture,  notice  was  given  by  Orson 
Fowler  that  he  would  answer  Hamilton’s  lecture 
in  two  days.  On  February  11,  1841,  Hamilton 
contributed  the  following  article  to  the  Rochester 
Daily  Democrat,  “Anatomy  versus  Phrenology.9 

Dr.  Webster,  I am  informed,  commences  his  lec- 
tures in  Popular  Anatomy,  at  the  Court  House  this 
evening.  I understand  that  the  learned  Doctor  will 
demonstrate  from  a fresh  human  brain,  that 
Phrenology,  instead  of  being  entitled  to  the  dignified 
consideration  of  a “science”  is  a humbug  of  the  first 
magnitude.  Mr.  Fowler  is  decidedly  the  most  ac- 
complished Phrenologist  that  has  ever  visited  our 
city.  He  will  no  doubt  defend  his  favorite  theory 
with  great  skill  and  ingenuity  on  Friday  evening 
next.  But  from  my  conviction  of  the  fantastic  fal- 
lacies and  absurdities  which  involve  it,  and  the  forci- 
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ble  manner  in  which  they  will  be  illustrated  by  Dr. 
Webster,  I am  inclined  to  think  that  Mr.  Fowler  as 
the  politicians  say,  will  be  “routed  horse,  foot,  and 
dragoons.” 

Whatever  may  be  the  great,  unknown  merits  of 
Phrenology,  it  must  be  conceded  at  least,  that  it  is 
very  uncertain.  Its  acknowledged  teachers  and 
“mighty  masters”  have  failed  most  signally  in  their 
practical  development  of  the  science.  As  it  is  not 
my  object  to  discuss  Phrenology  at  present,  I will 
merely  mention  one  instance,  taken  from  hundreds 
in  my  possession,  showing  the  “glorious  uncertainty” 
of  the  “science”  . . . 

“When  Gall,”  says  Dr.  Burrows,  in  a recent  work 
in  Insanity,  “was  in  England  he  went  in  company 
with  Dr.  Hamilton  to  visit  the  studio  of  the  eminent 
sculptor  Chantrey.  Dr.  Gall  was  requested  to  say 
from  the  organs  exhibited  in  certain  busts,  what  was 
the  predominant  propensity  or  faculty  of  the  individ- 
ual. He  pronounced  the  first  bust  that  of  a poet,  the 
second  that  of  a mathematician.  The  first  was  the 
bust  of  Troughton,  the  eminent  mathematician,  the 
second  that  of  Sir  Walter  Scott!  ” 

The  next  edition  had  the  following  notice:10 

Phrenology  Defended 

The  objections  urged  against  Phrenology  by  Doct. 
Hamilton  on  Tuesday  evening  will  be  answered  on 
Friday  evening,  February  12th  at  the  Court  House, 
by  0.  S.  Fowler.  Lecture  Free. 

Let  both  parties  hear  both  sides.  Mr.  Fowler  will 
examine  publicly  any  skulls  of  marked  persons  that 
may  be  presented  by  Dr.  H.  or  any  other  person. 

We  have  no  further  notes  on  the  defense  by 
Fowler  in  the  Rochester  Daily  Democrat,  but 
Hamilton8  published  his  Rochester  lecture  on 
March  3,  1841,  and  in  the  introduction  entitled, 
“Apology  to  the  Public,”  he  states: 

This  lecture  was  originally  delivered  orally,  but  in 
a much  abridged  form,  before  the  “Rochester  City 
Athenaeum”;  without  any  intention  on  the  part  of 
the  author  to  open  or  invite  a controversy.  Notice 
however  was  given  by  Mr.  Fowler  at  the  close  of  my 
lecture  (who  had  previously,  over  the  signature  of 
“O.  S.  Fowler,  the  American  Practical  Phrenologist,” 
given  me  a public  challenge)  that  he  would  reply  to 
me  on  Friday  evening  of  the  same  week;  but  failing 
to  fulfill  his  engagement,  he  advertised  that  he 
would  reply  through  the  columns  of  the  Democrat — 
failing  also  in  this,  and  leaving  for  Philadelphia  soon 
after,  a gentleman  of  this  city,  publicly  announced 
his  intention  to  reply.  A reply  was  accordingly  given 
at  the  city  Court  House.  It  was  however  replete 
with  mis-statements  and  misrepresentations  of  my 
former  lecture.  In  order  therefore  that  public  might 
know  correctly  what  my  statements  were,  and 
whether,  as  stated  by  this  gentleman,  I have  been 
guilty  of  scientific  inaccuracy;  and  lest  my  further 
silence  should  be  construed  into  a lack  of  confidence 


in  the  tenability  of  my  own  opinions,  I have  deter- 
mined to  publish  the  lecture  entire.  Some  additions 
have  been  made,  particularly  on  the  function  of  the 
cerebellum;  which  for  manifest  reasons  could  not  be 
properly  introduced  before  a popular  audience.  And 
although  it  would  be  impossible,  since  I had  not  a 
single  note  previously  committed  in  writing,  to  pub- 
lish the  lecture  literally,  yet  as  far  as  could  be  recol- 
lected the  spirit  and  arrangement  of  the  original  has 
been  retained. 

Waning  interest  in  phrenology 

After  the  1840s,  interest  in  phrenology  gradually 
waned  while  new  interests  came  on  the  horizon: 
abolition,  evolution,  and  the  Civil  War.  How- 
ever, vestiges  were  left  and  there  was  little  diffi- 
culty in  getting  “your  bumps  read”  in  any  city  in 
the  country.  The  scientific  community  had  long 
ago  rejected  it,  one  scientist  noting  that  a belief  in 
phrenology  “stamps  a man  as  unscientific.”  Sig- 
nificant of  its  demise  was  the  brevity  of  the  death 
notice  in  The  New  York  Times  of  1887  of  Orson 
Fowler,  at  one  time  one  of  the  leading  authors  and 
lecturers  of  this  country  . . . “Poughkeepsie,  New 
York,  August  18.  Prof.  0.  S.  Fowler,  the  noted 
Phrenologist  and  lecturer,  died  at  his  residence, 
near  Sharon  Station,  Conn,  this  morning,  after  an 
illness  of  only  30  hours.  The  cause  of  death  was 
spinal  trouble,  superinduced  by  a heavy  cold.” 
While  Fowler’s  views  on  phrenology  and  archi- 
tecture are  now  regarded  as  an  amusing  curiosity 
of  that  era,  his  prescience  in  other  matters  must 
be  noted.  In  one  of  the  ambient  issues  of  our  day, 
women’s  liberation,  Fowler  was  an  early  propo- 
nent and  aligned  himself  in  writing  and  on  the 
speaking  platform  with  early  leaders  in  this  move- 
ment; a movement  not  likely  to  have  the  same 
fate  as  phrenology. 

260  Crittenden  Boulevard 
Rochester.  New  York  14642 
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Obituaries 


Abraham  Harry  Ascher,  M.D.,  of  Brooklyn,  died  on 
February  2 at  the  age  of  sixty-six.  Dr.  Ascher  gradu- 
ated in  1931  from  the  University  of  London  Faculty  of 
Medicine  (the  Royal  College  of  Physicians).  He  was 
an  associate  attending  neuropsychiatrist  at  Jewish 
Hospital  of  Brooklyn  and  Kingsbrook  Jewish  Medical 
Center.  Dr.  Ascher  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology,  a member  of  the 
Royal  College  of  Surgeons,  and  a member  of  the  Amer- 
ican Academy  of  Neurology,  the  American  Psychiatric 
Association,  the  Association  for  Research  in  Nervous 
and  Mental  Disease,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morton  Irwin  Berson,  M.D.,  of  New  York  City,  died 
on  August  15  at  the  age  of  seventy-seven.  Dr.  Berson 
graduated  in  1920  from  Eclectic  Medical  College,  Cin- 
cinnati. He  was  a member  of  the  Pan  American  Medi- 
cla  Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Bookman,  M.D.,  of  New  York  City,  died  on 
August  23  at  the  age  of  ninety-six.  Dr.  Bookman  grad- 
uated in  1901  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  physi- 
cian at  Montefiore  Hospital  and  Medical  Center.  Dr. 
Bookman  was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Cramer,  M.D.,  of  Jackson  Heights  and 
Flushing,  died  on  August  18  at  the  age  of  sixty-four. 
Dr.  Cramer  graduated  in  1935  from  Duke  University 
School  of  Medicine.  He  was  an  attending  physician 
and  director  of  medicine  at  Flushing  Hospital  and 
Medical  Center,  physician-in-charge  of  chest  diseases 
at  Flushing  Hospital  and  Medical  Center  Outpatient 
Department,  an  attending  physician  in  pulmonary 
diseases  at  Queens  Hospital  Center,  and  a consulting 
physician  at  Creedmoor  State  Hospital.  Dr.  Cramer  was 
a Diplomate  of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of  Chest  Phy- 
sicians, a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Thoracic  Society,  the 
New  York  State  Society  of  Internal  Medicine,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Angelo  Charles  Giacini,  M.D.,  of  Woodside,  died  on 
August  19  at  the  age  of  sixty-one.  Dr.  Giacini  gradu- 
ated in  1939  from  Georgetown  University  School  of 
Medicine.  He  was  a member  of  the  Medical  Society  of 


the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Irving  Grad,  M.D.,  of  New  York  City,  died  on  July  7 
at  the  age  of  eighty-one.  Dr.  Grad  graduated  in  1915 
from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Joseph  Haboush,  M.D.,  of  New  York  City, 
died  on  July  2 at  the  age  of  sixty-nine.  Dr.  Haboush 
graduated  in  1928  from  the  Medical  College  of  Virgin- 
ia. He  was  an  associate  attending  orthopedic  surgeon 
at  Columbus  Hospital.  Dr.  Haboush  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Orthopaedic  Surgeons,  the 
New  York  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

John  Paul  Hudock,  M.D.,  of  Endicott,  died  on  August 
18  at  the  age  of  seventy.  Dr.  Hudock  graduated  in 
1926  from  Hahnemann  Medical  College  of  Philadel- 
phia. He  was  a member  of  the  medical  staff  at  Ideal 
Hospital  of  Endicott  and  the  Charles  S.  Wilson  Memo- 
rial Hospital  (Johnson  City).  Dr.  Hudock  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology,  a Fel- 
low of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Binghamton  Academy  of  Medi- 
cine, the  Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Howard  M.  Iserson,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 7 at  the  age  of  sixty-five.  Dr.  Iserson  graduated 
in  1933  from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  Klein,  M.D.,  of  Lawrence,  died  on  August  6 at 
the  age  of  sixty-three.  Dr.  Klein  received  his  medical 
degree  from  the  University  of  Vienna  in  1937.  He  was 
an  assistant  attending  general  practitioner  at  St.  Jo- 
seph’s Hospital  (Far  Rockaway).  Dr.  Klein  was  a 
member  of  the  American  Academy  of  General  Practice, 
the  Nassau  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Ernst  Levi,  M.D.,  of  New  York  City,  died  on  August 
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20  at  the  age  of  seventy-two.  Dr.  Levi  received  his 
medical  degree  from  the  University  of  Frankfurt  in 
1924.  He  was  an  attending  physician  at  St.  Eliza- 
beth's Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Shun-Hua  Lin,  M.D.,  of  Brooklyn,  died  on  June  7 at 
the  age  of  fifty-five.  Dr.  Lin  received  his  medical  de- 
gree from  Pennsylvania  Medical  School  (Medical  De- 
partment of  St.  John’s  University),  Shanghai.  He  was 
an  associate  attending  anesthesiologist  at  Methodist 
Hospital  of  Brooklyn.  Dr.  Lin  was  a Diplomate  of  the 
American  Board  of  Anesthesiology,  a Fellow  of  the 
American  College  of  Anesthesiologists,  and  a member 
of  the  American  Society  of  Anesthesiologists,  Inc.,  the 
New  York  State  Society  of  Anesthesiologists,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Clarke-Holman  Lovell,  M.D.,  of  Brooklyn,  died  on 
August  22  at  the  age  of  eighty-one.  Dr.  Lovell  gradu- 
ated in  1929  from  the  Llniversity  of  Edinburgh  Faculty 
of  Medicine. 

Charles  Bailey  Reed,  M.D.,  of  Newburgh,  died  on 
July  18  at  the  age  of  eighty.  Dr.  Reed  graduated  in 
1915  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  chief  of  radiology  at  the  Vet- 
erans Administration  Hospital  (Castle  Point)  and  a 
consulting  radiologist  at  St.  Luke’s  and  Highland  Hos- 
pital (Beacon).  Dr.  Reed  was  a Diplomate  of  the 
American  Board  of  Radiology  (Roentgenology)  and  a 
member  of  the  American  Roentgen  Ray  Society,  the 
New  York  Roentgen  Society,  the  Orange  County  Medi- 


cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leo  R.  Richmond,  M.D.,  of  New  York  City,  died  on 
June  26  at  the  age  of  seventy-five.  Dr.  Richmond  re- 
ceived his  medical  degree  from  the  University  of 
Heidelberg  in  1922.  He  was  an  attending  general  prac- 
titioner at  Wadsworth  Hospital.  Dr.  Richmond  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Marcus  Rothberg,  M.D.,  of  New  York  City, 
died  on  June  25  at  the  age  of  eighty-four.  Dr. 
Rothberg  graduated  in  1909  from  University  and  Belle- 
vue Hospital  Medical  College.  He  was  a Fellow  of  the 
American  College  of  Angiology  and  a member  of  the 
American  Academy  of  General  Practice,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Anthony  J.  J.  Rourke,  M.D.,  of  New  Rochelle,  died 
on  August  23  at  the  age  of  sixty-nine.  Dr.  Rourke 
graduated  in  1936  from  the  University  of  Michigan 
Medical  School.  Dr.  Rourke  was  a Diplomate  of  the 
American  Board  of  Preventive  Medicine,  Inc.  (Public 
Health)  and  a member  of  the  New  York  Academy  of 
Medicine,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kurt  Spaeth,  M.D.,  of  New  York  City,  died  on  July  22 
at  the  age  of  seventy.  Dr.  Spaeth  received  his  medical 
degree  from  the  University  of  Freiburg  in  1928.  He 
was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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1974  Albion  0.  Bernstein,  M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1974 
ALBION  O.  BERNSTEIN,  M.D.  AWARD 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine.  Work  done  during  the  last  few  years  is  to  be  given  priority. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  February  24-28,  1974.  It  was  created  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hos- 
pital call  in  November,  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award,  by  December  15,  1973  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

) 


(Nomination  Form) 

Albion  0.  Bernstein,  M.D.  Award 

Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

I nominate  the  above  for  the  1974  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (The  official  nomination  form 
must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  including  biography  and  outline 
of  publications  in  general.  Also  include  the  significance  of  your  nominee’s  achievement  or  the 
basis  for  your  selection.) 

Mail  entries  before  December  15,  1973  to:  AWARDS  COMMITTE,  Medical  Society  of  the  State 
of  New  York,  420  Lakeville  Road,  Lake  Success,  N.  Y.,  11040. 

Nominator : 

Title : 

Organization : 

Address : 

Telephone  (4~  area  code) 

(PLEASE  PRINT  THE  ABOVE) 


Signed : 
Date: 
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In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapyof  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G,  IM  or  IV 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G .—/If.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins. and  other  allergens  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g.,  pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intraderma lly 
0.1  cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema, wheal,  flare  or  eruption  indicates  procaine  sensitivity 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used. 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reaction 
The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months 
Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis,  urticaria:  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  mtramus 
cular  m/ection,  in  upper  outer  quadrant  of  buttock  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute 
and  penicillin  in  large  doses  remains  the  drug  of  choice  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea 

Retreatment:  The  National  Center  for  Disease  Control.  Venereal 
Disease  Branch,  U S.  Dept.  HEW  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive  Follow-up  treatment  consists  of  4.8  million  units.  I M 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  follow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae.  Follow-up  treatment  consists  of  4 8 million  units  daily  on 
2 successive  days 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0 7%  lecithin,  0.4%  carboxymethylcellulose.  0 4%  polyvinylpyrro- 
lidone, 0.01  % propylparaben  and  0.09%  methylparaben  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose,  3 
mg.  polyvinylpyrrolidone,  0 5 mg  sorbitan  monopalmitate.  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0 14  mg  propylparaben 
and  1.2  mg.  methylparaben 


Denise  has  VD. 

Let  s keep  it  from  getting  around. 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2,5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adequate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e g .pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism:  otherwise  the  sequelae  of  streptococcal  disease  may 
occur  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia,  thrombocytopenia,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under  2 years  of  age,  50,000  units/ Kg.  body  weight, 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel  If  blood  appears, 
remove  the  needle  and  inject  in  another  site. 

Composition:  2,400,000  units  in  4-cc.  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0.01  % propylparaben  and  0 09%  methylparaben  Units  benzathine 
penicillin  G (as  active  ingredient),  300,000  units  per  cc— 10-cc. 
multi-dose  vial  Each  cc  also  contains  sodium  citrate  buffer, 
approximately  6 mg  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose,  0.5  mg  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0 14  mg  propylparaben 
and  1 i mg  methylparaben 

Wyeth  Laboratories  • Philadelphia,  Pa  19101 


In  Syphilis 

Injection 

BICILLIISf  Long -Acting 

(sterile benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually*  cures  most  cases  of  primary,  secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
longed serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  G —Venereal  infections: 
Syphilis,  yaws,  bejel  and  pinta 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
history  of  sensitivity  to  multiple  allergens 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity. Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens.  If 
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1712  East  9th  Street,  Brooklyn 
(212)  336-6767 


We're  specialists  in 

fiUTO  leasing 

When  you’re  a specialist  in  your  field, 
people  depend  on  you. 

And  when  it  comes  to  leasing  a car, 
doctors  have  been  depending  on  us  for 
years.  Why?  Maybe  it’s  because  we  have 
the  right  car . . . any  car,  any  make,  model, 
any  equipment.  And  we  have  the  right 
prices  too.  Compare  us  and  you’ll  see 
for  yourself.  What’s  more,  when  you 
need  service,  we  don’t  waste  time 
discussing  it ...  we  do  it.  Just  ask  any 
of  the  hundreds  of  doctors  who 
lease  from  us. 

We  know  you’re  busy,  so  why 
not  give  us  a call.  We  can 
handle  most  of  the  details 
on  the  phone.  And  when 
you  come  to  pick  up  your 
car.  you’ll  find  that  we’re  a 
lot  easier  to  get  to  than  some 
of  those  midtown  places. 

Depend  on  us. 

Our  specialty?  You. 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 
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PHYSICIANS  WANTED 


THIRD  YEAR  RESIDENCY  IN  PSYCHIATRY:  AN  UNUSUAL  OPPOR 

tunity  for  residents  interested  in  preparing  for  private  practice.  Intensive 
individual  psychotherapy  emphasized  with  considerable  supervision.  Also 
supervised  training  in  group,  milieu,  pharmaco,  and  somato  therapies.  Addi- 
tional opportunity  for  research  training  and  experience  with  ongoing  research 
projects.  Stipend  $18,500  per  annum,  with  major  medical  insurance  benefits. 
Write  Charles  P.  Neumann.  M.D..  Medical  Director,  Silver  Hill  Foundation, 
Box  1177,  New  Canaan,  Conn.  06840. 


PHYSICIAN.  NEW  YORK  LICENSE.  TO  COVER  INDUSTRIAL  OFFICE 
downtown  New  York  City  for  December  1973  or  January  1974.  Excellent  for 
resident  on  vacation,  retired  or  semi-retired  physicians  or  those  waiting  to  re- 
port for  military  duty.  No  house  calls.  Able  assistance  from  office  personnel; 
excellent  remuneration;  opportunity  for  permanent  association  to  right  person. 
Dept.  349,  c/o  NYSJM. 


PEDIATRICIAN,  FULL  TIME.  NEW  YORK  AREA,  MULTI-SPECIALTY 
Group,  Salary  $27,000  a year.  Dept.  344,  c/o,  NYSJM. 


FAMILY  PHYSICIAN.  PREFERABLY  WITH  FAMILY  PRACTICE  RESI- 
dency  completed,  for  group  medical  practice  in  the  south  central  New  York 
State.  Office  in  suburban  area  of  greater  Binghamton,  New  York,  with  three 
general  hospitals  within  a radius  of  8 miles.  Percentage  of  gross  with  mini- 
mum guarantee.  Opportunity  for  early  partnership.  Retirement  and  other 
fringe  benefits.  Call  collect  (607)  648-4101,  or  write  to  Mr.  Ronald  E.  Brown, 
Business  Manager,  Chenango  Bridge  Medical  Group,  Chenango  Bridge,  New 
York  13745. 


ALBANY  V.  A.  HOSPITAL  HAS  URGENT  NEED  OF  A BOARD  CERTIFIED 
or  Board  Eligible  Anesthesiologist  to  fill  a vacancy  created  by  the  retirement 
of  the  Chief  Anesthesiologist.  This  1000  bed  hospital  is  closely  affiliated  with 
the  Albany  Medical  Center  Hospital  and  College.  The  position  offers  a very 
stimulating  and  worthwhile  experience,  with  opportunity  for  teaching.  There 
is  an  active  program  in  all  specialties,  including  General  Surgery,  Kidney 
Transplants,  Urology,  Thoracic,  Vascular,  Neurosurgery,  Plastic  Surgery, 
E.E.N.T.  and  Orthopedics.  Equipment  is  complete  and  up  to  date  for  admin- 
istration of  all  agents  and  techniques.  The  appointee  will  join  another 
anesthesiologist  and  seven  nurse  anesthetists.  Salary  dependent  on  qualifica- 
tions and  experience.  Send  resume  to  Personnel  Service  (135),  V.  A.  Hospital, 
Albany,  N.Y.  12208.  An  equal  opportunity  employer. 


WE  ARE  INTERESTED  IN  OBTAINING  AN  INTERNIST  FOR  OUR 
group.  Our  group  consists  of:  Two  surgeons,  one  Internist,  and  three  Gen- 
eral Practitioners.  Immediate  opening,  generous  salary.  Full  partnership 
offered  at  the  end  of  one  year.  Night  call  and  week-ends  shared  equally  among 
all  doctors.  In  addition,  paid  medical  legal  insurance,  medical  society  dues 
and  car  expenses.  New,  well  equipped  hospital  one  mile  from  office.  We  are 
located  in  a beautiful  vacation  area,  with  activities  galore  for  the  entire  family. 
We  are  95  miles  from  New  York  City  and  90  miles  from  Albany.  Please  call 
or  write  directly  to  Dr.  Fred  Horwitz,  60  Center  Street,  Ellenville,  N.Y.  12428. 
(914)  647-5300. 


SIX  MAN  G.P.  GROUP  SEEKS  REPLACEMENT,  G.P.  OR  INTERNIST, 
for  partner.  Cover  every  sixth  night  and  weekend.  Beautiful  college  town  90 
miles  from  New  York  City.  Excellent  hospitals.  Early  partnership.  Vaca- 
tion area.  Joseph  F.  Krivda,  M.D.,  Medical  Associates  of  New  Paltz,  New 
Paltz,  New  York  12561. 


PATHOLOGIST:  BOARD  CERTIFIED  IN  CLINICAL  AND  ANATOMICAL 
Pathology.  Position  available  for  Associate  Pathologist  with  opportunity  for 
advancement  to  Director  in  near  future.  Rapidly  expanding  and  fully  ac- 
credited hospital  located  in  Northern  New  Jersey  easily  accessible  to  New  York 
City.  Send  resume  to  Dept.  354,  c/o  NYSJM. 


EQUIPMENT 


RETIRING.  WILL  SELL  E.N.T.  EQUIPMENT  AND  FURNITURE.  Ex- 
cluding bookcase  and  books.  Low  price.  Dept.  352,  c/o  NYSJM. 


PRACTICES  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice  New  York  and  New  Jersey  license  Dept  215,  c/o 
NYSJM 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTIFIED,  WISHES  TO 
purchase  practice.  New  York  or  Connecticut.  Reply  to  Dept.  353,  c/o 
NYSJM. 


OB-GYN  BOARD  ELIGIBLE  DESIRES  TO  TAKE  OVER  OR  SHARE  ESTAB- 
lished  practice  in  Roslyn,  Glen  Cove,  Mineola,  or  Westbury  areas  in  Long 
Island.  Please  call:  516-759-0363  or  212-271-6331. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE  ACADEMIC,  CLINI- 
cal,  and  administrative,  including  inhalation  therapy,  bronchoscopy,  medical 
instrumentation,  available  immediately.  Board  certified.  Dept.  348,  c/o 
NYSJM. 


G.P.  AGE  65,  HEALTHY,  WISHES  TO  SEMI-RETIRE  IN  MANHATTAN 
starting  January  1974.  Would  take  part  time  job  or  would  work  with  an- 
other doctor  alternate  months.  Dept.  340,  c/o  NYSJM. 


UROLOGIST:  AGE  30,  UNIVERSITY  TRAINED,  MILITARY  OBLIGATION 
completed,  married.  Seeks  association  leading  to  partnership,  or  solo  prac- 
tice. Available  July  1974.  Mark  Fagelman,  M.D.,  55  Revmont  Ave..  Rye, 
N.Y.  10580. 


35-YEAR  OLD  INTERNIST,  BOARD  QUALIFIED,  LOOKING  TO  JOIN 
established  private  practice  with  internist  or  group  with  hospital  affiliation 
in  Nassau,  Long  Island.  Has  5 years  experience  as  an  attending  physician  I 
with  primary  patient  care  in  a teaching  hospital.  Subspecialty  in  nephrology  I 
and  cardiovascular  disease.  Write  P.O.  Box  1247,  Woodhaven,  N.Y.  11421. 


G.P.  WANTS  PRACTICE  OR  ASSOCIATION  WITH  OTHER  DOCTOR.  NEW 
York  City.  Please  send  detailed  information.  Dept.  355,  c/o  NYSJM. 


NURSE,  R.N.,  N.Y.S.  LICENSED,  BACKGROUND  IN  PUBLIC  HEALTH 
with  private  agency.  Want  full  time,  days  preferably  in  doctor's  office.  Any  j 
town  in  Nassau  County.  Please  contact  Pat,  9 a. m.  to  8 p.m.  (212)  NE  9-7662.  I 
Florence  Maresca,  R.N. 


PRACTICES  AVAILABLE 


OTOLARYNGOLOGIST  TO  TAKE  OVER  WELL  ESTABLISHED  PRAC- 
tice  and  office  equipment.  Modern  office  on  rental  basis.  Near  2 modern,  ac- 
credited hospitals.  Drawing  area  225,000;  half-way  between  New  York  City  & 
Albany.  Retiring;  will  stay  on  for  easy  transition.  Archie  L.  Neighbors.  M.D., 
61  South  Clinton  St.,  Poughkeepsie,  N.Y.  12601.  Call  (914)  452-4252. 
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PRACTICES  AVAILABLE— CON'D 


INTERNAL  MEDICAL  PRACTICE-LONG  ISLAND.  EXCELLENT  FULLY 
equipped  office-congenial  patients.  Equipment  plus  25%  last  year’s  gross 
with  flexible  financial  arrangements.  (516)  746-4080. 


MINEOLA  PROFESSIONAL  OFFICE  AND  HOME.  8 ROOM  RESIDENCE 
plus  5 room  office.  Established  practice  for  specialist  or  family  practice. 
Suitable  for  other  professionals.  Retiring,  medical  equipment  for  sale.^  Air- 
conditioned,  full  landscaped,  swimming  pool,  main  thoroughfare.  Ernest 
Michaelson,  M.D.  (516)  PI6-7789. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SUTTON  PLACE-MANHATTAN 

Fine  Residential  Building 

Approx.  2,000  sq.  ft. 

212-759-2320 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


ULTRA-MODERN  THREE-STORY  HEALTH  CENTER  NOW  UNDER 
construction  at  major  intersection  in  prime  Fresh  Meadows,  Queens,  loca- 
tion. One  entire  floor  already  rented  to  prominent,  high  quality  dental  group 
practice.  Large  space  available;  will  divide  to  suit.  Occupancy  January  1974. 
Excellent  opportunity  for  medical  group  or  individual  practitioners.  (212) 
428-3222. 


PROFESSIONAL  SUITES  AVAILABLE  FOR  LEASING.  150  WASHINGTON 
St.,  Hempstead,  N.Y.,  Nassau  County,  in  large  apartment  building  complex 
already  housing  eight  other  physicians  and  dentists.  Excellent  location  near 
Long  Island  Railroad  and  parkways,  in  the  hub  of  Long  Island.  Telephone 


516-292-0040. 


ARMONK,  N.Y.  FRENCH  PROVINCIAL  GEM  WITH  REGULATION  IN- 
door  squash  court.  Built  of  brick,  timber  and  stucco  with  Ludovici  tile  roof, 
this  easily  maintained,  relatively  small  residence  has  enormous  charm.  Set  on 
17  acres  in  the  prestigious  Whippoorwill  Club  area  only  45  minutes  from  Man- 
hattan, it  is  perfect  for  the  specialist  who  can  enjoy  its  beauty,  tranquility  and 
privacy.  Three  master  bedrooms,  3 maids’  rooms;  guest  house;  heated  55 
pool;  living  room,  dining  room,  den/bar  with  A/C  wine  cellar,  kitchen,  all  with 
fireplaces;  hexagonal  study  with  20'  peaked  beamed  ceiling  and  inlaid  oak 
floor.  For  the  connoisseur — $650,000.  Howe  & Sibley,  Inc.,  75  So.  Greeley 
Ave.,  Chappaqua,  N.Y.  (914)  238-4755. 


PARK  AVENUE  - 60’S  MEDICAL  OFFICE.  FURNISHED,  PRIVATE  EN- 
trance;  suitable  for  plastic  surgeon,  ophthalmologist,  surgeon.  Possibility  to 
share  secretarial  services.  (212 1 BU8-3948. 


FOR  SALE:  LUXURIOUS,  LARGE  COLONIAL  HOME  ON  APPROXI- 

mately  one  acre  in  most  desirable  area  of  Scarsdale.  Totally  modernized, 
centrally  air  conditioned.  Three  car  garage.  Separate  entrance  to  ground 
floor  suite  suitable  for  office.  Private  sale.  Dept.  356,  c/o  NYSJM. 


IALE-HOME  & OFFICE  ESCAPE  CITY  CRIME  AND  SOCIAL  PROB- 
lems.  Modern  home  and  6-room  office  with  separate  entrance.  Medical 
practice  established  40  yrs.  Retired  for  medical  reasons.  Large  landscaped 
yard  with  heated  double  garage,  greenhouse  and  shop.  Possibility  income 
apartment  above  garage.  Located  in  beautiful  Finger  Lakes  area  of  New  York. 
85  new  ultra-modern  hospital.  40  miles  from  large  university  medical  center. 
Harold  F.  Hulbert,  M.D.,  92  Main  St.,  Dansville,  N.Y. 


WHITESTONE,  N.Y.  HOUSE  FOR  RENT.  BEAUTIFUL  DET..  LARGE 
Ranch,  first  floor:  large  eat-in  kitchen,  full  bath,  foyer,  3 bedrms.,  L-shape 

dining  rm.  plus  living  rm.  Lower  level:  finished  apt.,  new  full  kitchen  and 
bath,  2 large  rms.,  ample  closet  space.  One-car  garage;  garden  with  fruit  trees, 
patio.  Must  be  seen.  Unfurn:  $500  per  month;  Wkdavs  call  Connie  Mast. 
Media  Dir.  (212)  582-2790. 


’IVE  ROOMS  FULLY  EQUIPPED  MEDICAL  OFFICE  IN  BENSONHURST, 
Brooklyn,  for  lease.  Beautifully  located.  Call  between  5-7  p.m.  CO  6-5080. 


PUERTO  RICO.  RENT  MY  DELUXE  BEACHFRONT  CONDOMINIUM 
apartment,  weekly,  monthly,  seasonally;  less  than  14  cost  of  hotel  accommo- 
dations, Condado  area,  furnished,  air-conditioned,  sleeps  up  to  5 people,  2 
terraces,  swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  to  shop- 
ping, hotels,  restaurants.  (212)  746-3587.  9:30-5:00  P.M.  weekdays. 


HALL-BKOOKE  FOUNDATION,  INC. 

A non-profit  organization  dedicated  to 

community  health 

care  and  education. 

Elisabeth  F.  S.  Solomon 

Albert  M.  Moss,  M.D. 

Executive  Director 

Medical  Director 

HALL-BROOKE 

HALL-BROOKE 

HOSPITAL 

SCHOOL 

AJCAH  accredited  hospital 

A special  educational  facil- 

for  care  and  treatment  of 

ity  for  adolescents  of  high 

psychiatric  disorders  within 

school  age  who  are  in  psy- 

a therapeutic  community. 

chiatric  treatment. 

47  Long  Lots  Road 

Westport, 

Connecticut 

Telephone 

(203)  227-1251 
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Intense  spasm  of  the  descending  colon 
seen  in  a 55-year-old  female  with 
symptomatology  consistent  with  the 
irritable  bowel  syndrome. 


with  an  unwilling  colon 

A diagnosis  of  irritable  bowel  syndrome  has  not  changed  her  temperament  one  iota.  She  still 
suffers  exacerbations  of  the  condition  whenever  she  experiences  excessive  anxiety  that  is  added  to 
increased  responsibility.  Yet  she  continues  to  accept  more  responsibilities  that  require  more  time 
and  energy  and  build  up  more  anxiety  and  tension. 

The  need  to  reduce  G.I. 
hypermotility  and  undue  anxiety 

The  need  to  reduce  G.I.  hypermotility  is  apparent  in  treating  the  irritable  bowel  syndrome.  But 
overanxiety  is  often  perceived  as  one  of  the  related  factors  which  can  contribute  to  an  abnormal 
increase  in  motor  activity  in  the  colon.  When  both  factors  are  present,  Librax  may  be  a valuable 
adjunct  in  therapy. 

The  dual  nature  of  Librax 

As  an  adjunct  to  a therapeutic  regimen,  Librax  may  help  relieve  the  undue  anxiety  and  associated 
somatic  factors  that  can  contribute  to  the  exacerbation  of  irritable  bowel  syndrome.  Only  Librax 
combines  in  one  capsule  the  dependable  antispasmodic  action  of  Quarzan®  (clidinium  Br)  and 
the  well-known  antianxiety  action  of  Librium®  (chlordiazepoxide  HC1). 

Up  to  8 capsules  daily  in  divided  doses 

According  to  individual  requirements,  1 or  2 capsules,  3 or  4 times  daily. 

Rx:  Librax  #35  for  initial  evaluation  of  patient  response  to  therapy. 

Rx : Librax  # 1 00  for  follow-up  therapy— this  prescription  for  2 to  3 weeks’  medication  can  help 
maintain  patient  gains  while  permitting  less  frequent  visits. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states  associated 
with  organic  or  functional  gastrointestinal  disorders; 
and  as  adjunctive  therapy  in  the  management  of  peptic 
ulcer,  gastritis,  duodenitis,  irritable  bowel  syndrome, 
spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psychiatric 
patients.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 


Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with 
chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


For  the  anxiety-linked 
symptoms  of  irritable 
bowel  syndrome 

-f  • ^ adjunctive 

Librax* 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J,  07110 


WHITE  PLAINS 

1 70  East  Post  Road 
White  Plains,  N.  Y.  10601 

(914)  946-2810 


WHEN  AND  WHERE 
YOU  NEED  IT 
DAY  OR  NIGHT 

RN’S  — LPN’S  — LIVE  INS 

NURSES’  AIDES  — MALE  ATTENDANTS 

COMPANION  SITTERS  — 

MOTHER’S  HELPERS 

UNDER  REGISTERED  NURSE  SUPERVISION 

Our  employees  are  experienced, 
reference-checked,  insured, 
bonded  and  on  our  payroll. 

We’ve  been  a respected 
national  nursing  service 
for  almost  a decade. 

CALL  OR  WRITE  FOR  DESCRIPTIVE  LITERATURE 


MEDICAL 

PERSONNEL  POOL 

We  Care  for  Those  Who  Need  Care 


NEW  YORK  CITY 

353  Lexington  Avenue 
New  York,  N.  Y.  10016 

(212)  686-9060 


DEPENDABLE 

NURSING 

CARE 


In  Connecticut  (203)  327-2281 


In  Long  Island  (516)  483-1155 


ALBANY 

90  State  Street 
Albany,  N.  Y.  12207 


ROCHESTER 

75  Clinton  Avenue  North 
Rochester,  N.  Y.  1 4604 


BUFFALO 

560  Delaware  Avenue 
Buffalo,  N.Y.  14202 


(518)  463-2171 


(716)  454-4930  (716)  886-2662 
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LO  CD  CO  CO  CD  CvJ 


NEW  YORK  CITY  AREA 

TUESDAY,  OCTOBER  16 

9:00  a.m.  / all  day 

Brooklyn  V.A.  Hospital 

Neurology  Service 
800  Poly  Place 
Brooklyn 

First  Annual  Consultant's  Teaching  Day 

NEURO-OTOLOGY 

Morning  Session 

1.  Importance  of  Dizziness  and  Related 
Phenomenon  in  Medicine 

W.  R.  SLADE,  JR.,  M.D. 

2.  The  Eighth  Nerve 

The  Neurophysiology  of  Vestibular- 
Ocular  Connections 
The  Anatomy  of  8th  Nerve 
Connections 

The  Pathology  of  the  8th  Nerve  and 
its  Connections 

3.  Discussion  and  Questions 

Afternoon  Session 

1.  Diagnostic  Methods 

Radiology  in  Neuro-Otology 
Tests  for  Vestibular  Function, 
Nystagmography 

2.  Discussion  and  Questions 

3.  Treatment  of  Disorders  of  Hearing 
and  Dizziness 

Panel 

Composed  of  Neurologist,  Otolaryngologist,  Neurosurgeon. 

For  information  and  pre-registration,  please  contact: 
Walter  R.  Slade,  Jr.,  M.D.,  at  the  above  address.  Tel. 
212/836-6660,  x 421  or  562. 


October  16  and  30,  1973 

4:00-6:00  p.m.,  Tuesdays 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshops  in  Oncology  for  the  Practicing  Physician 

October  1 6 

Defects  of  Hemostosis  Associated  with 
Head  and  Neck  Tumors 

October  30 

Utilization  of  Radiotherapy  in  Patients  with 
Advanced  Cancer 


October  16  / 18,  1973 

American  College  of  Cardiology 

St.  Vincent’s  Hospital  and  Medical  Center 
153  West  1 1th  Street 

CARDIOLOGY  CONFERENCE 


October  17  and  31,1973 

4:00-5:00  p.m.,  Wednesdays 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 

Pediatric  Guest  Lecture  Series 

October  17 

Recent  Advances  in  Early  Diagnosis  and 
Treatment  of  the  Pediatric  Hard  of 
Hearing  Patient 

ABRAHAM  SHULMAN,  M.D.,  Medical  Director 
Lexington  School  of  Deaf 

October  31 

Medical  Jurisprudence 

ANTHONY  DE  CICCO,  ESQ.,  Associated  with  Law  Firm  of 
Garbarini,  Scher,  De  Cicco  and  Barardino 


WEDNESDAY,  OCTOBER  17 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

PHYSICAL  FITNESS  AFTER 
MYOCARDIAL  INFARCTION 

HAROLD  MARCH,  M.D. 

Department  of  Rehabilitation  Medicine 
Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  I^AAFP 


8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Urology 
2 East  103rd  Street 

SYMPOSIUM  ON 
HYPERPARATHYROIDISM 

1.  Medical  Aspects  of  Hyperparathyroidism 

MELVIN  HORWITH,  M.D. 

Cornell  University  Medical  College 

2.  Surgical  Aspects  of  Hyperparathyroidism 

CARL  FEIND,  M.D. 

Columbia  University  P & S 

Preceded  by  cocktails  at  6:00  p.m.  and  a Subscription 
Dinner  at  7:00  p.m. 
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October  17  / May  1974 

8:30-10:00  p.m.,  Third  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

SEMINAR  ON  LEGAL  ASPECTS 
OF  PSYCHIATRY 

THE  HON.  SIDNEY  H.  ASCH,  Ph.D.  and  ISRAEL 
KESSELBRENNER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $25 


October  18  / 20,  1973 

The  Department  of  Otolaryngology  of 
The  Lenox  Hill  Hospital 

100  East  77th  Street 

A COURSE  IN  CLINICAL 
NEUROTOLOGY 

For  further  information,  please  write:  KENNETH  H. 

BROOKLER,  M.D.,  at  the  above  address. 


October  20  / 27,  1973 

9:00  a. m. -5:00  p.m. 

Albert  Einstein  College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

CONTINUING  MEDICAL  EDUCATION 
PROGRAM  IN  SURGERY  (1973 
intensive,  full  time  refresher  course  of 
lectures  and  seminars  in  all  aspects  of 
Surgery  of  particular  value  to  those 
candidates  preparing  for  Part  I of  the 
surgical  boards.) 

FEE:  $350 

Please  contact:  Mrs.  Freda  Fagin,  Administrator,  Office 

of  Continuing  Medical  Education,  at  the  above  address. 
Tel.  212/430-2822. 


October  22  / 26,  1973 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

FIVE-DAY  COURSE  IN  GENERAL 
DIAGNOSTIC  RADIOLOGY  (Course  will 
include  a comprehensive  survey  of  all 
subspecialties  of  diagnostic  radiology  and 
nuclear  medicine.  It  is  designed  as  a 
refresher  for  the  practising  radiologist,  and 
to  help  prepare  the  candidate  for  boards  in 
radiology.) 


NORMAN  E.  CHASE,  M.D.,  Course  Director,  with  a 
distinguished  guest  faculty  as  well  as  the  faculty  of  N.Y.U. 
Medical  Center’s  Department  of  Radiology. 

FEE:  $200  (Residents  and  Fellows  in  approved  training 

programs  $100).  The  course  is  open  also  to  interested 
allied  physicians  in  other  medical  specialties. 

For  applications  and  detailed  brochure,  please  write: 
Office  of  the  Recorder,  at  the  above  address. 


October  23,  1973  / May  28,  1974 

10:00-1 1 :00  a.m.,  Tuesdays 

Downstate  Medical  Center 

Maimonides  Medical  Center 
Saltzman  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Tuesday  Lectures  in  Pediatrics 

A series  of  lectures  for  pediatricians  and 
family  physicians  on  current  concepts  in 
pediatrics  and  allied  fields. 

HERMAN  ROSENBERG,  IRVING  TAINSKY,  and  HOWARD 
A.  JOOS,  M.D.'s,  with  SANFORD  COHEN,  EUGENIE 
DOYLE,  FELIZ  FELDMAN,  BARRY  FISHER,  SEYMOUR 
GLICK,  SAMUEL  L.  KOUNTZ,  PHILIP  J.  KOZINN,  SERGIO 
PIOMELI , NORMAN  A.  POSNER,  T.  W.  RUSKIN,  DONALD 
SNYDER,  MARK  TARAIL,  and  JEROME  TEPPENBERG, 
M.D.'s 

NO  FEE  CREDIT:  24  Elective  AAFP 

To  register,  contact:  Mrs.  S.  Lasky,  Registrar,  Depart- 

ment of  Pediatrics,  at  the  above  address.  Tel.  212/ 
853-1200,  x 2991. 


October  23  / November  3,  1973 

3:30-5:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

RENAL  BIOPSY  AS  AN  AID  IN 
DIAGNOSIS  AND  MANAGEMENT  OF 
RENAL  DISEASE 

JACOB  CHURG,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $40 


WEDNESDAY,  OCTOBER  24 

8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

THE  LIBERATED  WOMAN— HEALTHY 
AND  NEUROTIC 

ALEXANDRA  SYMONDS,  M.D. 

American  Institute  for  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 
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THURSDAY,  OCTOBER  25 


MONDAY,  OCTOBER  29 


11:00  a.m. 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

CLINICAL  PATHOLOGICAL  CONFERENCE 

A.  COBLENZ,  J.  CARLEO,  and  S.  ROSOF,  M.D. 
Moderator 

WILLIAM  Le  STRANGE,  M.D. 


4:00  p.m. 

The  New  York  Eye  and  Ear  Infirmary 

Second  Avenue  and  14th  Street 

STUTTERING 

MICHAEL  WEBSTER,  M.D. 

NO  FEE 


9:00-11:00  p.m. 

The  Bronx  County  Medical  Society 

Albert  Einstein  College  of  Medicine 

The  Forchheimer  Building,  1st  Floor  Lecture  Hall 

1300  Morris  Park  Avenue 

Bronx 

SICKLE  CELL  DISEASE:  A MODEL  FOR 
APPLIED  GENETICS  FOR  THE 
CLINICIAN 

RONALD  NAGEL,  M.D. 

NO  FEE 

October  28,  1973  / April  7,  1974 

9:00  a.m. -Noon,  Sundays 

Downstate  Medical  Center 

* Peninsula  Hospital  Center 
51-15  Beach  Channel  Drive 
Far  Rockaway 

INTENSIVE  REVIEW  FOR 
COMMUNITY  PHYSICIANS 

CHARLES  M.  PLOTZ,  M.D.,  with  the  Faculty  of  Down- 
state  Medical  Center 

FEE:  $125  CREDIT:  60  AAFP 

Please  contact:  EDWARD  H.  DAVIS,  M.D.,  Continuing 

Education  Committee,  at  the  above  address. 

* This  course  is  also  being  held  simultaneously  at  Boule- 
vard Hospital,  46-04  31st  Avenue,  Long  Island  City.  To 
register,  contact:  Mrs.  Katherine  Fries,  Boulevard 

Hospital,  etc.  Tel.  212/RA1-7000 


NOTICE 

Starting  in  January  1974,  “What  Goes  On”  will  be  published 
once  a month  instead  of  twice  each  month. 


3:30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

IMMUNOSUPPRESSION  IN 
TRANSPLANTATION 

ELI  FRIEDMAN,  M.D. 

Downstate  Medical  Center 


October  31  and  November  7,  1973 

2:00-5:00  p.m.,  Wednesdays  (two  sessions) 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

DERMATOLOGY  FOR  THE  PRACTITIONER 

FRANKLIN  S.  GLICKMAN,  M.D.,  with  BENJAMIN 
BENDER,  LASZLO  BIRO,  PHILIP  FELDMAN,  YELVA 
LYNFIELD,  and  YEHOSHUA  RAPP,  M.D.'s 

NO  FEE  CREDIT:  6 Prescribed  hours  AAFP 

To  register,  contact:  Charles  M.  Plotz,  M.D.,  Director, 

Continuing  Education,  at  the  above  address.  Tel.  212/ 
270-2421. 


October  31  and  November  7,  1973 

8:30  p.m.,  Wednesday 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

HOW  TO  COPE  WITH  MARITAL 
PROBLEMS  IN  MEDICAL  PRACTICE 

BENJAMIN  J.  BECKER,  M.D. 


PRECEPTORSHIP 

A full-time  course  of  techniques  on  corneal  surgery  is  being 
offered  by  the  New  York  University  Post-Graduate  School  of 
Medicine  on  a preceptorship  basis.  The  course  is  being  given 
under  the  direction  of  Dr.  Ramon  Castroviejo,  professor  of 
clinical  ophthalmology.  The  continuous  association  of  stu- 
dents with  surgeon  during  the  one-month  course,  and  dia- 
logue about  the  surgical  problems  that  arise  with  the  surgeon 
and  other  members  of  the  staff,  as  well  as  observation  of 
between  40  and  50  operations,  give  students  a more  com- 
plete understanding  of  the  subject  than  the  intensive  theoreti- 
cal classroom  courses  provide. 

FEE:  $500 

For  application  to  Course  No.  573,  please  write:  Office  of  the 
Recorder,  Room  158  MSB,  New  York  University  Post-Gradu- 
ate Medical  School,  500  First  Avenue,  New  York,  N.Y.  10016. 


1974  Deadline  Dates  and  Announcement  Cards  avail- 
able on  request.  Write  The  Editor,  WHAT  GOES  ON. 
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FUTURE  EVENTS 


November  1973  / five  hour  course 

The  French  and  Polyclinic  Medical  School 
and  Health  Center 

345  West  50th  Street 

HUMAN  GENETICS 

(A  course  for  General  Practitioners  and  Pediatricians  in 
medical  genetics,  emphasizing  the  clinical  aspects  per- 
tinent to  the  clinician  in  his  daily  practice,  as  well  as  some 
of  the  latest  research  techniques. 

CREDIT:  5 Elective  Credits  AAFP 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

November  1 and  2 

9:00  a.m.-5:00  p.m. 

Disorders  of  Language  and  Consciousness 

EDWIN  A.  WEINSTEIN,  M.D.,  and  Faculty 
FEE:  $100 

November  5 and  6,  1973 

9:00  a.m.-5:00  p.m. 

Neuro-Ophthalmology 

MORRIS  BENDER,  M.D.,  IRVING  LEOPOLD,  M.D. 
and  Faculty 
FEE:  $200 

November  12  / 16,1973 

9:00  a. m. -12:00  noon 

Clinical  Chest  Diseases 

LOUIS  E.  SILTZBACH,  ROBERT  S.  LITWAK,  and 
IRVING  J.  SELIKOFF,  M.D.'s  and  Faculty 
FEE:  $75 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 
School  of  Medicine  (Continuing  Medical 
Education) 

Building  F Main  Street  Division 
221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  716/831-5526 

SCHEDULE  FOR  FALL  1973 
October  25 

Medical  Horizons:  Hypertension 

Roswell  Park  Memorial  Institute 
CHARLES  M.  ELWOOD,  M.D. 

October  29  / 31 

Fifth  Buffalo  Conference  on  Computers 
in  Clinical  Medicine 

ELEMER  R.  GABRIELI,  M.D, 


October  30  / November  6 

Today’s  Management  in  Pulmonary  Disease 

Mercy  Hospital 

JOHN  W.  VANCE,  M.D. 

November  15 

Evolving  Patterns  in  Community  Health 

Statler  Hilton  Hotel 
HENRY  P.  STAUB,  M.D. 

December  4 & 5 

Gynecologic  Surgical  Techniques 

Sisters  of  Charity  Hospital 

DAVID  H.  NICHOLS  and  VINCENT  J.  CAPRARO,  M.D.'s 


PROGRAM  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  Program  in  Continuing  Medical  Education  sponsors  the 
Physicians  General  Interest  Series  of  programs  broadcast  on 
■the  Telephone  Lecture  Network  of  the  Lakes  Area  Regional 
Medical  Program.  The  Network  reaches  hospitals  and  other 
facilities  in  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  Allegany  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania.  Currently,  the  Network  also 
reaches  some  hospitals  in  the  peninsular  area  of  Ontario. 

The  Physicians  Series  is  presented  at  1 1 :30  a.m.  on  Tuesdays. 
The  following  programs  will  be  heard: 

October  16 

Millard  Fillmore  Staff  Meeting 

October  23 
Rheumatism 

EDWARD  MARINE,  M.D. 

October  30 

The  Dying  Patient 

JOHN  G.  ROBINSON,  M.D. 


THURSDAY,  NOVEMBER  1 

American  Cancer  Society,  New  York  State 
Division 

Roswell  Park  Memorial  Institute 
Buffalo 

SYMPOSIUM  ON  DENTISTRY 
AND  CANCER 

GEORGE  W.  GREENE,  JR.,  D.D.S.,  Program  Chairman 

Sessions  are  open  to  all  members  of  the  dental,  medical 
and  related  health  professions  interested  in  oral  cancer. 

For  information  and  program,  write:  American  Cancer 

Society,  New  York  State  Division,  Inc.,  1010  James  Street, 
Syracuse,  N.Y.  13203. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOfeS  ON”  are  being  offered  at 
less  than  cost.  The  $3.00  one-year  subscription  rate  guaran- 
tees you  12  issues  mailed  first  class  in  advance  of  the  New 
York  State  Journal  of  Medicine. 
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LAKE  MINNEWASKA 


October  28  / 31,  1973 
New  York  Trudeau  Society 

Lake  Minnewaska  Mountain  Houses 
Lake  Minnewaska 

2nd  ANNUAL  CLINICAL  PULMONARY 
PHYSIOLOGY  COURSE 

Contact:  Bill  Smith,  New  York  Trudeau  Society,  Room 

710,  105  East  22nd  Street,  New  York,  N.Y.  10010. 


NASSAU  COUNTY 


October  18  and  25,  1973 
Nassau  County  Medical  Center 

Department  of  Medicine 
2201  Hempstead  Turnpike 
East  Meadow 

October  18 

Post-Gastrectomy  Malabsorption 

ROBERT  M.  DONALDSON,  JR.,  M.D. 

V. A.  Hospital,  West  Haven,  Conn. 

October  25 

New  Perspectives  in  Nuclear  Medicine 

HAROLD  L.  ATKINS,  M.D. 

Brookhaven  National  Laboratories 


WARREN  COUNTY 


THURSDAY, OCTOBER  25 

American  Cancer  Society  and  the  Internation- 
al College  of  Surgeons 

Queensbury  Hotel 
Glens  Falls 

CANCER  TEACHING  DAY  ON  BREAST 
CARCINOMA,  GASTRIC  AND  UPPER 
INTESTINAL  CARCINOMA;  and  OVARIAN 
AND  UTERINE  CARCINOMA 

Speakers 

ROBERT  W.  CHRICHLOW,  M.D. 

RICHARD  KARL,  M.D. 

ARTHUR  NAITOVE,  M.D. 

Dartmouth  College  Medical  School 
HENRY  P.  LEIS,  Jr.,  M.D. 

New  York  Medical  College 
JOHN  L.  LEWIS,  M.D. 

Sloan  Kettering  Memorial  Hospital 
HERMAN  ZUCKERMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

Please  contact:  Stephen  M.  Serlin,  M.D.,  Chairman, 

Cancer  Teaching  Day,  American  Cancer  Society,  N.Y.S. 
Division,  Warren  County  Unit,  380A  Glen  Street,  Glens 
Falls,  N.Y.  12801.  Tel.  518/792-5358. 


WESTCHESTER  COUNTY 


WEDNESDAY, OCTOBER  17 
American  Association  of  Medical  Assistants 

Westchester  County  Chapter 
Pforzheimer  Building 
Purchase 

1.  Registration 

2.  Mini-Test 

3.  Welcome  and  Greeting  from  Westches- 
ter Chapter  Advisors: 

KATHERINE  L.  FRIEDMANN,  M.D. 

ALBERT  LOWENFELS,  M.D. 

V.  JAMES  MANZELLA,  M.D. 

ROBERT  MAYERS,  M.D. 

4.  The  Benefits  of  Organized  Medicine — 
Services  Available  through  Membership 
in  the  MSSNY 

EDWARD  SIEGEL,  M.D.,  Deputy  Executive  Vice- 
President,  MSSNY 

Afternoon  program 

1.  Patient  Services 

DOROTHY  FANNING,  R.N. 

American  Cancer  Society 

2.  Workmen’s  Compensation 

Representative  from  Medical  Society  of  the  State  of 
New  York 

3.  Nutrition  and  the  Medical  Assistant 

SEYMOUR  L.  HALPERN,  M.D.,  President 
American  College  of  Nutrition 

DON  PERLMAN,  Blue  Shield  Representative.  Pro- 
fessional Relations  Department  will  be  present. 


EVENTS  RECEIVED  AFTER  DEADLINE 


TUESDAY, OCTOBER  9 

1:15-2:15  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

NEW  FACTORS  INFLUENCING  BONE 
RESORPTION 

LAWRENCE  G.  RAISZ.  M.D. 

University  of  Rochester  School  of  Medicine 
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FRIDAY,  OCTOBER  12 

8:30  p.m. 

The  American  Association  of  Medical 
Assistants 

Queens  County  Chapter 

Booth  Memorial  Medical  Center 
56-10  (141st  Street  Entrance) 

Flushing 

MEETING  AND  ROUND  TABLE 
DISCUSSION 


UTICA  AREA 


THURSDAY,  OCTOBER  11 

*2:00  p.m. 

Central  New  York  Academy  of  Medicine  and 
The  Central  New  York  Heart  Association 

Auditorium 
21 0 Clinton  Road 
New  Hartford 

24th  ANNUAL  HEART  DAY 

1.  Modern  Diagnosis  in  Coronary  Artery 
Disease  Surgical  Results  and  Long-Term 
Follow-Up 

WILLIAM  C.  SHELDON,  M.D. 

Cleveland  Clinic,  Cleveland,  Ohio 

2.  Selection  of  the  Surgical  Candidate 
for  Revascularization  Surgery 
Surgical  Treatment  of  Coronary  Artery 
Disease 

DONALD  B.  EFFLER,  M.D. 

Cleveland  Clinic 

3.  Panel  Discussion  on  Blood  Fats 

GEORGE  MANN,  M.D. 

Vanderbilt  University  School  of  Medicine 
Nashville,  Tennessee 
HERBERT  J.  MARX,  M.D. 

The  Mary  Imogene  Bassett  Hospital,  Cooperstown 

WILLARD  H.  WILLIS,  M.D.,  Moderator 

Utica 

*There  will  be  a fellowship  hour  at  5:30  p.m.,  followed 
by  dinner  at  6:15  and  the  evening  program 

Please  contact  Mr.  Russell  H.  Feltus,  Ex.  Dir.,  at  Central 
New  York  Academy  of  Medicine,  Inc.,  210  Clinton  Road 
(Route  1 2-B) , New  Hartford,  N.Y.  13413.  Tel.  315/735- 
2204. 


PHYSICIANS’  PLACEMENT 


AFTON,  N.Y.,  Chenango  County,  needs  a Family  Physician. 

CONTACT:  Mr.  James  P.  Ernstrom,  Chm.,  Afton  Medical 

Committee,  188  Main  Street,  Afton,  N.Y.  13730. 


ALBION,  N.Y.,  Orleans  County,  needs  3 F.P.’s. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  (716)  589-7117. 


ALFRED,  N.Y.,  Allegany  County.  F.P.  Opportunity  to  serve 
growing  community  with  two  rapidly  expanding  colleges. 

CONTACT:  Alex  Spyralatos,  Alfred  Business  Assn.  Inc.,  16 

N.  Main  St.,  Alfred,  N.Y.  14802.  Tel.  (607)  587-8286. 


AUBURN,  N.Y.,  Cayuga  County,  needs  Pediatricians,  F.P.'s, 
Internists  and  Ob/Gyn. 

CONTACT:  Ralph  W.  Getty,  M.D.,  5 Hamilton  Avenue,  Au- 

burn, N.Y.  13021.  Tel.  (315)  AL  2-2424. 


BARKER,  N.Y.,  Niagara  County,  needs  a Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker, 

N.Y.  14012.  Tel.  (716)  795-3892. 


BOONVILLE,  N.Y.,  Oneida  County.  F.P.  to  establish  practice 
of  family  medicine  with  reciprocal  coverage  agreement; 
private  suite  in  three-doctor  health  bldg.,  equipped  with 
x-ray,  lab.  and  emergency  room.  Guaranteed  first  year 
income. 

CONTACT:  Mrs.  John  Thoden,  Secretary,  Adirondack 

Health  Building,  Inc.,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  (315)  942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM, 
N.Y.,  St.  Lawrence  County,  need  Family  Physicians. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 

Tel.  (315)  389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  F.P. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee 

to  Obtain  a Doctor,  R.D.1,  Broadalbin,  N.Y.  14025. 


BROCTON,  N.Y.,  Chautauqua  County.  F.P. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  St.,  Brocton,  N.Y. 

14716. 
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NOTICE  TO  HOSPITALS  AND  MEDICAL  SCHOOLS 


The  Medical  Society  of  the  State  of  New  York  invites  you  to  send  notices  of  continuing  medical  education 
including  “Teaching  Days,"  important  lectureships,  courses,  and  similar  programs  for  free  publication  in 
WHAT  GOES  ON.  Please  address  all  correspondence  to:  The  Editor,  WHAT  GOES  ON,  Medical  Society 
of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  1 1040.  Be  sure  to  include  the  following 
information: 

Day  and  Date  of  Meeting 

Time  of  meeting,  including  length  of  time 

Name  of  Organization  giving  meeting 

Place  of  Meeting 

Topic 

Speaker 

Speaker’s  affiliation 

Fee 

Credit 

The  Deadline  Dates  for  1 974  are  as  follows: 

Meeting  Dates 

January  1-31,  1974  . . 

February  1 -28,  1 974  . 

March  1-31,  1974  . . . 

April  1-30,  1974  

May  1-31,  1974  

June  1-30,  1974  .... 

July  1-31,  1974  

August  1-31,  1974  . . 

September  1-30,  1974 
October  1-31,  1974  . . 

November  1-30,  1974 
December  1-31,  1974 
January  1-31,  1975  . . 

February  1-28,  1975  . 


Deadline  Dates 

. November  12,  1 973 
. December  10,  1973 
. . .January  10,  1974 
. February  11,  1974 

March  11,  1974 

April  10,  1974 

May  10,  1974 

June  10,  1 974 

July  10,  1974 

. . . . August  12,  1 974 
September  10,  1974 
. . . October  10,  1974 
. November  11,1 974 
. December  10,  1974 


WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road,  Lake  Success,  N.  Y.  1 1040  Date 

Name No.  of  Subscriptions 

Attention Title 

Address 

City State _ Zip. 

□ $3.00  check  enclosed  for  “WHAT  GOES  ON" 
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The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster''  nor  a "hangover"  effect 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers  * 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs 


Butiisol 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease,  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  hangover 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets.  15  mg  , 30  mg.,  50  mg..  100  mg  ; Elixir,  30  mg.  per 
5 cc.  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg,,  30  mg..  50  mg.,  100  mg 


(McNEIL) 


McNeil  Laboratories.  Inc  Fort  Washington,  Pa.  19034 


THE 

NATURAL 
WAY 


For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 

disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus—  0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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* We. . .urge  all  physicians  who 
perform  physical  examinations 
to  add  sequential  guaiac 
testing  with  dietary  preparation 
into  their  routine  profile. 

“This  would  provide  another 
parameter  useful  in  determining 
how  extensively  to  pursue  a g.i.  tract 
work-up,  and  many  unsuspected, 
hopefully  curable  [colo-rectal]  cancers 
might  be  brought  to  lights* 

Hastings,  J.B.,  in  Organization  and  Timetable 
for  a One-Day  Mass  Screenir 
Cancer,  Philadelphia,  Smith 


For  information  on 

guaiac  testing  for 

occult  blood  with 

‘Hemoccult1,  mail  coupon... 

or  call  Pat  Hynes  (215)  564-2400 

or  your  Smith  Kline  Representative. 

Please  do  it  today! 

Colo-rectal  cancer  is  second  only 
to  lung  cancer  as  a cause  of  cancer 
deaths  in  the  United  States. 
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Some  forms  of  cancer 
may  be  transmissible 

The  theory  that  some  forms  of  cancer  may  be  trans- 
missible and  possibly  preventable  by  vaccination  was 
given  an  unexpected  boost  by  an  animal  study  recently 
completed  at  Memorial  Sloan-Kettering  Cancer  Cen- 
ter. 

Dr.  William  D.  Hardy,  Jr.,  head  of  the  laboratory  of 
veterinary  oncology,  reports  that  a leukemia  virus, 
known  to  depelop  spontaneously  in  cats  of  every  breed, 
can  be  transmitted  from  one  cat  to  another  living  in 
the  same  house.  His  findings,  based  on  a nation-wide 
survey  of  cat  households,  appeared  in  the  August  3 
issue  of  Nature  magazine. 

Although  contact  infection  with  leukemia  virus  is 
known  to  occur  among  fowl,  this  is  believed  to  be  the 
first  report  of  its  existence  among  domestic  animals. 

If  a healthy  cat  lives  in  the  same  household  with  an- 
other unrelated  cat  that  comes  down  with  leukemia, 
Dr.  Hardy  explained,  the  normal  cat  itself  stands  a 33 
per  cent  chance  of  becoming  a carrier  of  the  leukemia 
virus.  Furthermore,  the  risk  that  this  “Typhoid 
Mary”  will  later  develop  leukemia  itself  is  much  higher 
than  that  of  the  general  cat  population. 

“There  is  no  need  whatever  for  cat-lovers  to  panic 
about  this,”  Dr.  Hardy  stated.  “A  healthy  cat  is  still  a 
perfectly  safe  pet.  However,  if  it  has  been  near  a cat 
thought  to  have  leukemia,  it  should  be  tested.  If 
found  to  be  harboring  the  leukemia  virus,  it  should  be 
either  isolated  or  put  to  sleep  to  avoid  infecting  other 
cats.” 

Dr.  Hardy  stressed  that  there  is  no  evidence  that 
people  living  or  working  with  virus-infected  cats  have 
ever  contracted  either  the  virus  or  the  disease.  In 
other  words,  the  transmissibility  of  the  virus  among 
cats  does  not  mean  that  the  virus  can  be  transferred  to 
humans,  nor  does  it  mean  that  cancer  in  humans  is 
transmissible. 

The  significance  of  this  work  is  that  it  opens  the  way 
to  development  of  a prophylactic  vaccine  against  cat 
leukemia  virus.  Dr.  Hardy  foresees  the  time  when  leu- 
kemia might  be  largely  abolished  in  cats. 

“We  have  no  indication  that  the  cat  leukemia  virus 
is  a menace  to  man,”  declared  Dr.  Hardy.  “In  fact, 
the  chicken  leukemia  virus  is  even  more  widespread. 
Commercial  fowl  are  notorious  carriers;  but  again, 
there  is  no  shred  of  evidence  that  a leukemic  chicken  is 
a risk  to  anything  but  another  chicken.” 

Coauthors  of  the  study  are  Lloyd  J.  Old,  M.D., 
Sloan-Kettering  Institute;  Paul  W.  Hess,  D.V.M., 
Henry  Bergh  Memorial  Hospital  of  the  ASPCA  in  New 
York;  Max  Essex,  D.V.M.,  Harvard  School  of  Public 
Health;  and  Susan  Cotter,  D.V.M.,  Angell  Memorial 
Animal  Hospital  in  Boston. 

Principal  organizations  supporting  this  research  are 
the  National  Cancer  Institute,  the  New  York  Cancer 
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Research  Institute,  the  Leukemia  Society  of  America, 
and  the  Oliver  S.  and  Jennie  R.  Donaldson  Charitable 
Trust. 

New  booklet  as  study 
aid  is  offered 

In  line  with  its  broadening  professional  education 
program,  the  Leukemia  Society  of  America,  Inc.,  has 
produced  a new  booklet  designed  to  serve  as  a study 
aid  for  advanced  students,  nurses,  and  paramedical 
personnel. 

The  publication  titled  “Leukemia — The  Nature  of 
the  Disease,”  was  prepared  under  the  guidance  of  the 
Society’s  Medical  and  Scientific  Advisory  Committee. 
The  group,  comprised  of  experts  in  the  field  of  leuke- 
mia research  and  treatment,  is  headed  by  Joseph  H. 
Burchenal,  M.D.,  Director  of  Clinical  Investigation, 
Memorial  Hospital  and  a Vice-President  of  Sloan-Ket- 
tering Institute  for  Cancer  Research,  New  York  City. 

Copies  of  “Leukemia — The  Nature  of  the  Disease” 
may  be  had  without  cost  from  the  Leukemia  Society  of 
America,  Inc.,  National  Headquarters,  211  East  43rd 
Street,  New  York,  New  York  10017 

Medical  equipment  needed 

The  American  Dentists  for  Foreign  Service,  Inc.,  a 
nonprofit,  public  charity  for  foreign  indigent  countries 
is  currently  seeking  medical  equipment  to  develop  a 
dental  school  in  Asia.  Equipment  needed  are  the  fol- 
lowing: manometers,  stethoscopes,  microscopes, 

chemical  balance,  slide  projectors,  recorders,  screens, 
autoclave,  oral  camera,  spectrophotometer,  blood  cell 
counter,  pH  meter,  microtone,  desicator,  oscilloscope 
stimulator,  kymograph,  spectrophotograph,  mercury 
manometer,  pressure  transducer,  capillary  centrifuge, 
incubator,  myograph,  basal  metabolism  machine,  dis- 
tillator,  electrophoresis,  chromatography,  slide  boxes, 
spirometer,  osmometer,  viscometer,  scintillation  coun- 
ter, and  freeze  dryer. 

Donations  of  medical  equipment  will  be  adequately 
receipted  for  tax  purposes.  Send  information  to  Amer- 
ican Dentists  for  Foreign  Service,  Inc.,  619  Church  Av- 
enue, Brooklyn,  New  York  11218  (212-436-8686),  Dr. 
Herman  Ivanhoe,  President.  The  organization  will  try 
to  pick  up  or  arrange  for  the  shipment  of  the  equip- 
ment to  their  warehouse. 

Warning  from  American 
Lung  Association 

The  American  Lung  Association  warns  smokers  to 
add  cadmium  to  the  list  of  disease-producing  sub- 
stances in  cigaret  smoke. 

Although  only  one  millionth  of  a gram  of  cadmium  is 
inhaled  with  each  cigaret,  this  metal  is  known  to  build 
up  in  the  body  in  direct  proportion  to  the  number  of 
years  smoked. 
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Now  there  is  evidence  that  the  cadmium  retained  in 
the  lungs  may  contribute  to  the  development  of 
emphysema.  In  a recent  issue  of  the  American  Review 
of  Respiratory  Disease,  Gordon  L.  Snider,  M.D.,  of 
Boston  University  School  of  Medicine,  reported  that 
rats  subjected  to  five  one-hour  exposures  to  an  aerosol 
of  one  per  cent  cadmium  chloride  showed  destruction 
of  alveoli,  the  small  breathing  sacs  of  the  lung,  resem- 
bling emphysema  in  humans. 

Similar  lung  damage  has  been  seen  in  victims  of  in- 
dustrial accidents  who  have  been  exposed  to  high  con- 
centrations of  cadmium  fumes,  Dr.  Snider  said.  There 
is  also  evidence  of  lung  impairment  in  workers  exposed 
to  cadmium  dust  for  long  periods,  he  said. 

The  early  changes  in  the  exposed  rats  are  due  to  cad- 
mium’s dilatation  or  stretching  effect  on  small  blood 
vessels  causing  blood  fluids  and  white  blood  cells  to 
enter  the  lungs,  Dr.  Snider  said.  There  was  also  cellu- 
lar damage,  breakdown  of  alveolar  walls,  and  the  de- 
velopment of  scar  tissue. 

Control  groups  of  rats  exposed  only  to  saline  showed 
no  symptoms. 

Robert  J.  Anderson,  M.D.,  managing  director  of  the 
American  Lung  Association,  said  “Exposure  to  cadmi- 
um has  been  considered  an  occupational  hazard.  Now 
evidence  suggests  an  accumulation  of  cadmium  from 
cigaret  smoke  may  play  a causative  role  in  centrilobu- 
lar  emphysema.  Both  smokers  and  those  exposed  to 
industrial  pollutants  are  at  high  risk  of  developing 
emphysema.  When  the  two  are  combined,  the  dangers 
increase.” 

Dr.  Snider’s  research  was  funded  in  part  by  a re- 
search grant  from  the  American  Lung  Association  of 
Massachusetts,  a state  affiliate  of  the  national  Christ- 
mas Seal  organization. 

The  American  Review  of  Respiratory  Disease  is  the 
official  journal  of  the  American  Thoracic  Society,  med- 
ical section  of  the  American  Lung  Association. 

Policies  issued  on  administration  of 
new  award 

Policies  governing  the  administration  of  the  largest 
research  prize  ever  offered  in  American  medical  history 
were  announced  in  July  by  the  National  Multiple  Scle- 
rosis Society. 

Under  terms  of  the  Ralph  I.  Straus  Award  estab- 
lished in  June,  1973,  by  the  New  York  philanthropist 
for  the  express  purpose  of  speeding  the  conquest  of 
MS,  the  $100,000  prize  will  be  given  to  “that  scientist 
of  those  scientists  of  any  nationality  whatsoever  whose 
published  research  shall  be  judged  to  have  resulted  in 
the  development  of  effective  and  specific  methods  of 
preventing  or  arresting  multiple  sclerosis.” 

Any  fully  documented  nominations  for  the  $100,000 
award  must  first  be  approved  by  the  Medical  Advisory 
Board  of  the  National  Multiple  Sclerosis  Society. 
Final  approval  of  the  award  will  be  made  by  an 
Award  Committee  appointed  by  the  Society  but  inde- 
pendent of  it.  It  will  comprise  distinguished  scientists 
in  such  fields  as  neurology,  immunology,  neuropatholo- 
gy, biological  chemistry,  experimental  pathology,  and 
microbiology. 

The  terms  of  the  Award  state  that  no  member  of  the 
Award  Committee  will  be  eligible  for  the  prize  and 


that  no  member  can  serve  on  the  committee  when  a 
nominee  being  considered  is  a member  of  the  same  in- 
stitution. 

Venereal  diseases  continue 
to  increase 

The  Council  on  Environmental,  Occupational,  and 
Public  Health  of  the  American  Medical  Association  is- 
sued a statement  on  venereal  diseases  in  July.  Some 
of  the  highlights  from  this  statement  are  published 
herewith. 

Gonorrhea  ranks  first  (excluding  influenza)  and 
syphilis  third  among  the  reportable  diseases  in  the 
United  States.  During  1972,  there  were  767,215  gonor- 
rhea cases  reported,  14.5  per  cent  higher  nationally 
than  the  previous  year  and  more  than  double  the  num- 
ber reported  in  1965.  Increases  have  occurred  in  all 
parts  of  the  nation  and  in  all  age  and  sex  groups,  but 
the  largest  concentration  of  cases  is  in  the  fifteen  to 
twenty-four-year  age  group. 

The  Center  for  Disease  Control  estimates  that  the 
reservoir  of  gonorrhea  includes  6 to  800,000  females  and 
about  100,000  males  that  are  asymptomatic.  To  help 
reduce  this  reservoir  of  silent  carriers,  most  states  have 
implemented  gonorrhea  screening  programs  for  fe- 
males. The  Center  for  Disease  Control  reports  that 
from  July,  1972,  to  March,  1973,  there  were  3,117,022 
females  screened  and  158,604  (5.1  per  cent)  had  a posi- 
tive test  for  gonorrhea.  Of  664,110  females  tested  in 
private  physician  offices  throughout  the  nation,  2.5  per 
cent  had  a positive  culture  for  gonorrhea.  The  Council 
urges  medical  societies  to  promote  gonorrhea  culture 
screening  among  females. 

During  1972,  syphilis  morbidity  (all  stages)  exceeded 
91,000  reported  cases.  The  number  of  congenital  syph- 
ilitics under  one  year  of  age  numbered  383  in  1972. 
Reported  cases  of  primary  and  secondary  syphilis  (the 
infectious  stages)  numbered  24,429,  up  3 per  cent  from 
the  previous  year,  with  an  estimated  85,000  cases  oc- 
curring annually. 

The  Council  recommends  that  medical  societies  that 
do  not  have  laws  requiring  the  reporting  of  venereal 
diseases  take  appropriate  action  for  the  enactment  of 
laws  or  regulations  that  require  laboratories  to  report 
the  positive  venereal  tests. 

Physicians  in  private  practice  treat  approximately  80 
per  cent  of  the  syphilis  and  gonorrhea  that  comes  to 
diagnosis  but  report  to  public  health  departments  only 
1 out  of  every  8 cases  of  syphilis  and  1 out  of  every  9 
cases  of  gonorrhea  +hey  treat.  Physicians  should  assist 
public  health  departments  by  reporting  the  venereal 
disease  cases  they  treat. 

Adequate  therapy  of  venereal  disease,  using  the  right 
forms  and  dosages  of  antibiotics,  is  essential.  Neisser- 
ia gonococci  has  shown  the  ability  to  develop  resistance 
to  penicillin  to  the  point  where  the  recommended  dos- 
age now  is  4.8  million  units  of  Aqueus  procaine  penicil- 
lin for  the  treatment  of  gonorrhea  in  both  males  and 
females. 

The  Council  encourages  the  publication  of  more  arti- 
cles in  professional  journals  on  venereal  disease  and  its 
control  for  the  guidance  of  the  profession,  parents,  and 
the  public  through  more  extensive  and  imaginative  use 
of  all  available  media. 
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Recommendations1  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

‘TYademark  of  Merck  & Co.,  Inc. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Sinsle-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102. 9 F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions. children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  five  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy;  parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l°/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDjo  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCID5(>  of 
mumps  virus  vaccine,  live,  and  1,000  TCID50  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  5/a"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 
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Legislation  providing  Federal  aid  for  the  establish- 
ment of  a limited  number  of  experimental  HMO 
(Health  Maintenance  Organization)  bills  was  advanced 
in  Congress.  The  House  bill  was  much  smaller  in  scale 
(five  years,  $240  million,  compared  to  $805  million) 
than  one  passed  in  the  Senate. 

In  a report  on  the  HMO  bill,  the  House  Commerce 
Committee  discussed  HMOs  and  their  possible  future 
role  in  health  delivery.  No  specific  number  limitation 
was  set  in  the  House  bill,  but: 

It  is  anticipated  that  the  limit  of  authorizations  to 
$240  million  and  the  reality  of  the  budget  and  appro- 
priation process  will  provide  an  effective  ceiling  on 
the  number  of  HMOs  which  could  be  established  . . . 
Generally,  however,  the  committee  would  anticipate 
that  this  legislation  would  be  used  to  bring  to  the 
operating  stage  approximately  100  new  HMOs. 

The  report  stressed  a five-year  cut  off.  “All  Federal 
assistance  to  all  assisted  HMOs  will  be  completed  by 
the  end  of  five  years  for  which  authority  is  given. 
Thus,  there  will  be  no  need  to  extend  or  renew  this 
legislation  in  order  to  meet  outstanding  commit- 
ments.” 

After  a discussion  of  “many  arguments  in  favor  of 
HMOs,”  the  report  said  that  the  committee  “is  con- 
cerned about  the  fact  that  HMOs  (prepaid  group  prac- 
tice, contract  practice,  and  so  forth)  have  not  grown 
more  rapidly  than  has  been  the  case.”  The  committee 
said  that  it  hoped  the  HMO  program  would  clarify 
many  problem  areas,  including  such  basic  questions  as, 
“Will  Federal  assistance  to  HMOs  work?”  Other  mat- 
ters of  concern  were  listed  as  to  whether  federally- 
aided  HMOs  will  be  able  to  survive  without  Federal 
help;  how  well  will  such  organizations  serve  the  poor, 
chronically  ill,  and  aged;  how  will  they  work  in 
ghettoes  and  rural  areas;  what  about  consumer 
acceptability,  quality  of  services,  and  so  forth? 

Noting  that  an  HMO  operates  under  an  income  limit 
with  the  premiums  paid,  the  committee  said  one  fear  is 
that, 

It  would  be  possible  for  an  HMO  to  respond  to  this 
limit  by  discouraging  the  utilization  of  its  services. 
For  example,  the  committee  is  concerned  with  the 
possibility  that  elective  surgery,  such  as  cataract  ex- 
tractions in  elderly  people,  might  be  delayed  in  sit- 
uations where  an  HMO  is  experiencing  higher  than 
expected  utilization.  These  practices  are  to  be  dis- 
couraged. 

Cautioning  against  allowing  an  HMO  to  have  a mo- 
nopoly anywhere,  the  committee  said: 

The  heterogeneity  of  the  HMOs  envisioned  by  the 
committee  is  the  key  characteristic  of  the  HMO  pro- 
gram authorized  by  this  legislation  and  deserves  par- 
ticular comment. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


In  preparing  the  legislation,  the  committee  has  at- 
tempted not  to  describe  exhaustively  or  in  detail  a 
single  “proper”  system  for  the  delivery  of  health  ser- 
vices. The  legislation  defines  desirable  qualities  or 
any  system  for  health-care  delivery  and  offers  to  sup- 
port any  HMO  which  includes  these  qualities;  how- 
ever, it  may  be  structured  or  organized  in  detail. 
Thus,  the  HMO  program  sponsored  by  this  legisla- 
tion would  not  represent  a single  monolithic  or  feder- 
ally controlled  health  system,  but  a series  of  addi- 
tions to  our  existing  pluralistic  system. 

The  committee  said  that  one  reason  there  are  few 
HMO-type  programs  operating  now  “is  the  high  cost  of 
planning,  development,  and  initial  operations.  It  has 
been  estimated  that  the  group  practice  model  requires 
as  many  as  30,000  enrollees  before  the  plan  breaks  even 
with  as  much  premium  income  as  expenses.  Planning 
costs  for  this  type  of  HMO  can  go  up  to  a half  million 
dollars.  Operating  deficits  until  the  break-even  point 
can  amount  to  $2  to  3 million.  ” 

Unlike  the  Senate  bill,  the  House  legislation  does  not 
preempt  state  laws  that  restrict  the  formation  of 
HMOs.  The  reason  given  by  the  House  Commerce 
Committee  was  “the  rapid  change  already  underway  in 
state  legislation  designed  to  remove  these  barriers  . . . 
(with)  . . . approximately  20  states  have  already  adopt- 
ed legislation  specifically  authorizing  HMOs.” 

* * * 

The  outlook  in  Congress  for  a new  restriction  on  re- 
tirement savings  of  professional  service  corporations 
and  a companion  liberalization  of  the  Keogh  plan  for 
the  self-employed  was  cloudy.  Opposition  to  the  limi- 
tation on  the  professional  service  corporations  was  re- 
ported strong  in  the  House,  although  the  Senate  was 
expected  to  approve  it. 

The  Senate  Finance  Committee  said  in  its  report  on 
the  bill  that  “it  is  contended  that  the  present  law  in 
the  retirement  plan  area  creates  an  artificial  incentive 
for  the  incorporation  of  businesses  which  more  tradi- 
tionally, and  perhaps  more  appropriately,  have  been 
conducted  in  unincorporated  form.” 

The  committee  restricted  the  amount  an  incorporat- 
ed professional  could  save  for  retirement  purposes  and 
receive  Federal  income  tax  deferment  to  $7,500  a year 
and  not  more  than  15  per  cent  of  income.  The  Keogh 
plan  was  liberalized  to  the  same  levels. 

Noting  that  in  recent  years  all  states  have  adopted 
special  incorporation  laws  which  allow  professional  cor- 
porations, the  committee  said  that  these  “have  been 
used  increasingly  by  groups  of  professional  persons,  pri- 
marily to  obtain  the  more  favorable  tax  treatment  for 
pensions  generally  available  to  corporate  employes.” 
The  Internal  Revenue  Service’s  adamant  opposition  to 
these  corporations  and  refusal  to  recognize  them  in  the 
so-called  Kintner  regulations  was  rejected  by  the  courts 
until  “the  service  has  now  acquiesced  and  generally 
recognized  these  professional  corporations  as  corpora- 
tions for  income  tax  purposes.” 
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The  committee  said  “the  formation  of  professional 
corporations,  a practice  which  has  proliferated  enor- 
mously in  recent  years,  has  had  the  effect  of  circum- 
venting the  limitations  which  Congress  intended  to  im- 
pose on  deductible  contributions  by  persons  who  are 
essentially,  in  most  respects,  self-employed.” 

Explaining  why  it  didn’t  impose  any  limit  on  regular 
corporation  tax  deferrals  for  high-salaried  executives, 
the  committee  said  that  in  corporate  plans  a “much 
larger  percentage  of  the  contributions  and  benefits  go 
to  the  'rank  and  file’  employes.”  This  “financial  drag 
effect  tends  to  impose  practical  restrictions  ...” 

* * * 

Chlordiazepoxide  (Librium)  and  diazepam  (Valium) 
will  be  subject  to  tighter  Federal  restrictions.  Under  a 
Justice  Department  proposal  which  has  been  accepted 
by  the  manufacturer,  Roche  Laboratories,  the  two 
tranquilizers  will  be  placed  in  category  IV  of  the  Con- 
trolled Substances  Act.  Other  major  tranquilizers  al- 
ready are  in  this  category. 

A prescription  may  be  refilled  no  more  than  five 
times  and  a written  prescription  would  be  valid  for  no 
longer  than  six  months.  A renewal  of  the  prescription 
after  these  limits  would  require  a written  prescription. 

The  proposal  would  place  additional  record  keeping 
and  other  requirements  on  drug  manufacturers  and 
pharmacists.  Primary  aim  is  to  prevent  diversion  into 
illicit  channels. 

* * * 

The  FDA  (Food  and  Drug  Administration)  agreed  to 
delay  action  against  prescription  cough,  cold,  and  al- 
lergy products.  Interim  guidelines  will  not  be  imple- 
mented until  the  FDA’s  OTC  (over-the-counter)  review 
panel  has  issued  a monograph,  not  expected  until  next 
year.  Controversial  guidelines  issued  last  spring  would 
have  prohibited  the  use  of  combination  antitussives 
and/or  expectorants  or  decongestants  for  the  common 
cold  and  the  use  of  antitussives  combined  with  antihis- 
tamines and  decongestants  for  allergic  or  vasomotor 
rhinitis.  Pharmaceutical  and  medical  groups  then  pro- 
tested the  lack  of  input  from  the  medical  profession  on 
the  proposed  ban.  Witnesses  urged  that  action  be 
postponed  until  the  scientific  community  can  review 
the  OTC  panel’s  report  which  is  slated  to  cover  much 
the  same  ground. 

* * * 

The  Administration  is  planning  to  appeal  a District 
Court  judge’s  ruling  that  President  Nixon’s  pocket  veto 
in  1970  of  legislation  to  aid  training  in  the  practice  of 
family  medicine  was  unconstitutional. 

The  veto  of  the  $225  million  bill  to  help  hospitals 
and  medical  schools  set  up  family  medicine  depart- 
ments came  during  a Christmas  recess  of  Congress. 
The  President  claimed  that  he  killed  the  bill  by  use  of 
the  “pocket  veto”  by  refusing  to  sign  the  bill  while 
Congress  was  out  of  town.  Sen.  Edward  Kennedy  (D., 
Mass.)  who  filed  suit  against  the  President,  contended 
that  it  was  an  improper  use  of  the  pocket  veto.  Actu- 
ally, he  said  that  the  bill  became  law  because  the  Pres- 
ident did  not  veto  it  in  the  normal  way  thus  giving 
Congress  the  chance  to  override  it. 

The  Constitution  gives  the  President  ten  days  in 
which  to  sign  or  veto  a bill  passed  by  Congress.  If  he 
does  neither  and  Congress  is  in  session  the  bill  auto- 
matically becomes  law.  If  Congress  is  in  adjournment, 
the  bill  dies. 


U.S.  District  Court  Judge  Joseph  Waddy  in  Wash- 
ington, D.C.,  held  that  the  recess  in  question  did  not 
constitute  an  adjournment.  The  judge  gave  the  Ad- 
ministration until  September  9,  1973,  to  comply  with 
his  order. 

* * * 

HEW  (Health,  Education,  and  Welfare)  Secy.  Cas- 
par Weinberger  said  that  health-care  improvements 
will  come  from  building  “on  our  historic  existing 
strengths”  rather  than  “tearing  down  the  entire  struc- 
ture because  of  our  dissatisfactions.” 

In  an  address  to  the  American  Health  Congress  in 
Chicago,  the  secretary  said  that  his  department  was 
“absolutely  and  totally  committed  to  do  whatever  may 
be  necessary  to  assure  that  quality  health  care  is  readi- 
ly and  equally  available  to  every  American.  ” 

He  said,  however,  that  meeting  this  goal  means  de- 
vising “a  total  health  strategy  in  which  every  possible 
program  or  option  is  carefully  and  objectively  weighed, 
against  each  other  and  against  the  limits  of  our  present 
revenue  resources,  before  decisions  are  made.” 

The  secretary  said, 

No  longer  are  we  committed  to  support  all  ongoing 
programs  just  because  we  once  decided  to  start 
them. 

We  have  made  the  basic  decision  to  build  on  our 
historic  strengths  in  the  health  care  field  closing  ob- 
vious gaps,  making  needed  improvements,  and  insti- 
tuting prudent  innovations  rather  than  tearing  down 
the  entire  structure  because  of  our  dissatisfactions 
and  starting  on  something  entirely  different. 

He  said  the  nation  would  not  stand  by  while  inner 
city  residents  lack  decent  health  care,  120  American 
counties  are  without  medical  facilities  and  health  per- 
sonnel, costs  skyrocket  past  the  means  of  average  citi- 
zens, and  “the  dangerous  trend  toward  overspecializa- 
tion in  medical  practice”  continues. 

“This  Administration  is  prepared  to  pay  the  bill  for 
an  improved  health  care  system,”  said  Secretary  Wein- 
berger, “but  only  for  concrete  results.” 

He  said  it  means  “that  while  we’re  raising  the  Feder- 
al investment  in  health  care,  we  are  also  reducing  the 
unrealistic  expectations  of  some  program  managers. 
We  are  also  determined  to  make  each  Federal  dollar 
stretch  further.” 

He  noted  that  for  the  current  fiscal  year,  “the  Presi- 
dent has  proposed  a 21  per  cent  increase  in  health 
funding.  That  amounts  to  nearly  $4  billion  more  and 
brings  the  total  Federal  health  investment  to  nearly 
twice  the  annual  amount  spent  when  President  Nixon 
took  office.” 

He  said  the  Administration’s  “total  health  strategy 
involves  a number  of  new  initiatives  and  a conscious 
attempt  to  weave  together  existing  programs  which 
meet  well-defined  needs  and  new  approaches  which  not 
only  fill  present  gaps  but  will  meet  estimated  future 
needs. 

He  said  the  four  highest  priorities  are:  national 

health  insurance,  health  care  cost  control,  the  national 
cancer  and  heart  programs,  and  movement  toward  an 
all-volunteer  blood  supply. 

* * * 

Legislation  signed  into  law  by  President  Nixon  ex- 
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adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g. , sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 

Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


FLINT  LABORATORIES 
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Deerfield,  Illinois  60015 


Travase  Ointment 

brand  of  Sutilains 


Please  see  next  page  for  prescribing  information. 


TrSVdSE  Ointment  brand  of  Sutilains 


ulcers 
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Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


burns 


DALE  B.  DUBIN,  M.D.,  DIPLOMATE. 

AMERICAN  BOARD  OF  PLASTIC  SURGERY,  TAMPA.  FLORIDA 


Before  treatment  ...  48  hours  following  treatment  with  TRAVASE 

Ointment  on  right  hand;  left  hand  is  control. 


Travase"  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities, 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue, 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e  g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e  g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  V i to  % inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 
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Abstracts 


Moore,  E.  C.,  and  Meuwissen,  H.  J.:  Immunologic 
deficiency  disease;  approach  to  diagnosis,  New  York 
State  J.  Med.  73:  2437  (Oct.  15)  1973. 

Rapid  advances  in  immunology  have  increased  the 
importance  of  early  and  precise  diagnosis  of  immune- 
deficiency  diseases,  and  also  have  led  to  a confusing 
proliferation  of  methodology.  This  report  organizes 
the  study  of  patients  with  suspected  immunologic  defi- 
ciency and  outlines  a practical  approach  to  diagnosis 
using  tests  readily  available  to  most  physicians.  More 
complex  tests  are  described  briefly  as  a guideline  for 
further  study. 

Williams,  M.  H.,  Jr.:  Pathophysiology  and  treatment 
of  severe  asthma,  New  York  State  J.  Med.  73:  2446 
(Oct.  15)  1973. 

The  mechanisms  of  airway  obstruction  in  severe 
asthma  have  been  reviewed  and  the  value  of  measure- 
ment of  PEFR  (peak  expiratory  flow  rate)  in  evaluation 
of  therapy  with  bronchodilators  has  been  emphasized. 
The  effects  of  generalized  airway  obstruction  on  expir- 
atory flow  rates,  alveolar  ventilation,  and  the  pulmo- 
nary circulation  have  been  summarized.  The  effects  of 
nonuniform  obstruction  on  ventilation  and  perfusion 
have  been  reviewed,  and  the  possibility  of  detecting 
such  obstruction  from  mucous  plugs  by  measuring  the 
forced  expiratory  volume  (FEVi)  over  vital  capacity 
(VC)  or  FEVi/VC  ratio  has  been  emphasized.  The 
important  principles  of  therapy  for  hospitalized  pa- 
tients with  asthma  include  careful  monitoring  of 
PEFR,  heart  rate  and  rhythm,  correction  of  hypoxemia 
with  oxygen,  continuous  therapy  for  hypercapnia  with 
monitoring  of  arterial  blood  gases,  use  of  intubation 


and  respiratory  assistance  for  severe  obtundation,  and 
total  avoidance  of  sedatives  and  tranquilizers. 

Richman,  A.,  Linn,  L.,  and  Bernstein,  M.:  Viral 

hepatitis  in  East  Harlem;  program  for  ambulatory 
treatment,  New  York  State  J.  Med.  73:  2452  (Oct.  15) 
1973. 

A program  has  been  developed  for  treating  viral  hep- 
atitis in  the  liver  clinic  of  the  outpatient  department  of 
a hospital,  providing  care  to  a large  community  in 
which  the  disease,  much  of  it  drug  related,  is  endemic. 
In  a little  less  than  four  years,  527  cases  were  treated. 
Only  12  required  hospitalization  and  there  were  no  fa- 
talities. Epidemiologic  studies  were  made.  Treat- 
ment was  rendered  by  a full  diet,  allowing  activity  as 
tolerated  and  giving  a minimum  of  medication.  Group 
psychotherapy  was  instituted.  Patients  returned  to 
work  or  school  on  an  average  of  eight  to  twelve  weeks 
after  symptoms  developed.  The  clinic  is  rendering 
ongoing  care  and  is  prepared  to  treat  any  further  ex- 
pansion of  this  endemic  disease. 

Rabiner,  C.  J.,  and  Green,  R.  S.:  Evaluation  of  psy- 
chiatric hospital  treatment,  New  York  State  J.  Med. 
73:  2457  (Oct.  15)  1973. 

Numerous  attempts  have  been  made  to  isolate  and 
measure  the  effectiveness  of  discreet  treatment  modali- 
ties, such  as,  individual  and  group  psychotherapy,  the 
therapeutic  community,  and  psychotropic  drugs.  This 
article  is  concerned  with  the  evaluation  of  the  total 
treatment  program  of  an  inpatient  psychiatric  hospital 
and  deals  with  a variety  of  instruments  utilized  in  this 
process. 


Abstracts  I in  Interlingua 

— 


Moore,  E.  C.,  e Meuwissen,  H.  J.:  Morbo  ab  defi- 
cientia  immunologic;  approche  al  diagnose,  New  York 
State  J.  Med.  73:  2437  (15  de  Octobre)  1973. 

Le  progressos  rapide  in  immunologia  ha  augmentate 
le  importantia  del  diagnose  temprane  e precise  del 
morbo  ab  deficientia  immunologic,  e etiam  ha  condu- 
cite  a un  proliferation  confuse  del  methodologia.  In 
iste  reporto  es  organisate  le  studio  del  patientes  in  que 
un  deficientia  immunologic  es  suspectate,  etiam  indica 
se  un  approche  practic  al  diagnose  empleante  tests  fa- 
cilemente  disponibile  a omne  medicos.  Tests  plus 
complexe  es  brevemente  describite  como  guida  pro  stu- 
dios additional. 


Williams,  M.  H.,  Jr.:  Physiopathologia  e tractamen- 
to  del  asthma  grave.  New  York  State  J.  Med.  73:  2446 
(15  de  Octobre)  1973. 

Le  mechanismo  del  obstruction  aeree  in  le  asthma 
grave  es  revistite  e le  valor  del  mensura  del  expiration 
maximum  (“PEFR” — “peak  expiratory  flow  rate”)  per 
le  valutation  therapeutic  del  dilatadores  bronchial  es 
emphatisate.  Le  effectos  del  obstruction  aeree  gener- 
alisate  supra  le  ratio  expiratori,  le  ventilation  alveolari 
e le  circulation  pulmonari  es  summarisate.  Le  effectos 
del  obstruction  non  uniforme  supra  le  ventilation  e per- 
fusion es  revistite,  e le  possibilitate  del  detection  de  tal 

continued  on  page  2426 
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obstruction  per  tappos  mucose  mediante  le  mensura 
del  volume  expiratori  forsate  (“FEV — forced  expiratory 
volume”)  dividite  per  le  capacitate  vital  (“VC — vital 
capacity”)  (FEV/VC)  es  emphatisate.  Le  principios 
importante  del  therapia  del  patientes  hospitalisate  per 
asthma  include  determinationes  attente  a seriate  del 
PEFR,  le  cardiac  ratio,  le  rhythmo,  le  correction  del 
hypoxemia  con  oxygeno,  le  therapia  continue  del  hy- 
percapnia con  studios  seriate  del  gases  del  sanguine  ar- 
terial, le  uso  del  intubation  e assistentia  respiratori  in 
casos  de  “obtundation”  grave  e le  evitation  total  de 
sedatives  e tranquilisatores. 

Richman,  A.,  Linn,  L.,  e Bernstein,  M.:  Hepatitis 

viral  in  le  Harlem  Oriental;  programma  therapeutic 
ambulatori,  New  York  State  J.  Med.  73:  2452  (15  de 
Octobre)  1973. 

Un  programma  per  le  tractamento  del  hepatitis  viral 
ha  essite  disvelopate  in  le  Clinic  de  Morbos  Hepatic 
del  Departamento  pro  Patientes  Externe  (Ambulatori) 
de  un  Hospital  que  attende  un  communitate  grande  in 
que  iste  morbo,  in  le  plus  parte  relationate  con  drogas, 
es  endemic.  In  un  lapso  de  minus  de  4 annos,  527  pa- 
tientes ha  essite  hospitalisate;  no  mortalitate  esseva 
observate.  Studios  epidemiologic  esseva  facite.  Le 
tractamento  consisteva  in  dieta  complete,  activitate 
como  tolerate  e un  minimun  de  medication.  Psy- 
chotherapia  de  gruppo  esseva  institute.  Le  patientes 
retornate  al  travalio  o al  schola  in  un  promedio  de  8 a 
12  septimanas  desde  le  principio  del  symptomatologia. 
Le  Clinic  proportiona  tractamento  continuo  e es  pre- 
parate  pro  therapia  in  caso  de  expansion  major  de  iste 
morbo  endemic. 

Rabiner,  C.  J.,  e Green,  R.  S.:  Evalutation  de  trac- 
tamentos  facite  in  hospitales  psychiatric,  New  York 
State  J.  Med.  73:  2457  (15  de  Octobre)  1973. 

Multe  tentativas  ha  essite  facite  pro  evalutar  le  effi- 
catia  de  modalitates  therapeutic,  como  le  psychothera- 
pia  individual  e de  gruppo,  le  communitates  therapeu- 
tic e le  drogas  psychotropic.  In  iste  articulo  es  descri- 
bite  le  evalutation  del  programma  therapeutic  total  in 
patientes  hospitalisate  in  un  hospital  psychiatric,  e 
etiam  le  varietate  de  instrumentos  utilisate  in  iste  pro- 
cesso. 

Organic  nitrates  in  angina  pectoris 
therapy 

The  value  of  organic  nitrates  presumed  to  be  long 
acting,  in  contrast  to  glyceryl  trinitrate,  has  been  con- 
troversial in  respect  to  their  efficacy  as  prophylactic 
antianginal  drugs.  P.  Needleman,  et  al.  (Journal  of 
Pharmacology  and  Experimental  Therapeutics  181: 
489,  1972)  demonstrated  that  organic  nitrates  are  rap- 
idly metabolized  by  the  liver  to  metabolites  which  do 
not  produce  vasodepression.  Orally  administered 
agents  would  be  essentially  all  inactivated  by  biotrans- 
formation in  rats  and  in  man.  The  results  of  these 
studies  lead  to  the  conclusion  that  there  is  no  rational 
basis  for  using  long-acting  nitrates  orally  as  prophylac- 
tic treatment  of  angina  pectoris. 
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tends  Veterans  Administration  medical  care  to  certain 
dependents,  assures  peacetime  veterans  the  right  to  VA 
medical  care,  and  streamlines  VA  rules  on  health-care 
delivery. 

Outpatient  medical  care  for  nonservice-connected 
conditions  is  authorized  when  it  would  avoid  the  need 
for  hospitalization. 

The  law,  effective  September  1,  1973,  does  the  fol- 
lowing: 

1.  Extends  eligibility  for  medical  care  to  the  wife 
or  child  of  a person  who  has  a total  and  permanent 
disability,  resulting  from  a service-connected  condi- 
tion, and  to  the  widow  or  child  of  a person  who  has 
died  of  a service-connected  condition.  Care  will  be 
provided  in  a manner  similar  to  that  in  which  medi- 
cal care  is  furnished  by  the  Armed  Forces  under  the 
so-called  “CHAMPUS”  program  to  dependents  and 
survivors  of  active  duty  and  retired  personnel. 

2.  Removes  the  requirement  for  wartime  service  as 
a condition  of  eligibility  for  VA  medical  care. 

3.  Liberalizes  rules  on  providing  VA  outpatient  or 
ambulatory  care  to  any  veteran  who  is  now  eligible 
for  VA  hospitalization  and  can  be  treated  as  an  out- 
patient as  necessary  to  preclude  the  need  for  hospital 
admission. 

4.  Authorizes  direct  admission  to  nursing  homes, 
at  VA  expense,  of  veterans  requiring  nursing-home 
care  for  service-connected  disabilities  as  stated  by  a 
VA  physician. 

5.  Specifically  authorizes  VA  outpatient  care  for 
all  disabilities  for  veterans  with  service-connected 
disabilities  rated  80  per  cent  or  more  disabling. 

6.  Provides  for  the  National  Academy  of  Sciences 
to  study  the  staffing  of  the  VA  hospitals  and  report 
on  this  subject. 

7.  Extends  VA  mental  health  service  to  the  fami- 
lies of  veterans  when  it  is  related  to  the  mental 
health  or  rehabilitation  of  an  eligible  veteran. 


Atrial  Arrhythmias 

B.  A.  Sims  ( British  Heart  -Journal  34:  336  [April] 
1972)  describes  the  histologic  findings  of  the  S-A  (si- 
noatrial) node  in  normal  patients  and  patients  with 
atrial  arrhythmias.  Quantitation  of  the  changes  was 
made  by  assessment  of  the  degrees  of  fibrosis,  elastosis, 
fat,  and  evaluation  of  the  S-A  node  artery.  The  au- 
thor’s findings  demonstrate  that  there  is  a progressive 
increase  in  the  amount  of  collagen,  elastic,  and  fatty 
tissue  in  the  S-A  node  which  progresses  until  sixty 
years  of  age,  after  which  time  no  further  progression 
takes  place.  In  patients  with  atrial  arrhythmias  during 
life,  the  most  consistent  histologic  change  demon- 
strated was  the  loss  of  nodal  fibers.  This  need  not 
necessarily  have  been  associated  with  an  increase  in 
the  amount  of  collagen  tissue  or  accentuation  of  the 
changes  within  the  S-A  node  artery.  The  author  con- 
sidered the  changes  within  the  S-A  node  to  be  degener- 
ative and  suggests  that  similar  changes  may  occur  in 
the  atrial  tissue.  Thus,  such  changes  may  be  responsi- 
ble for  increased  automatic  rhythms  within  atrial  tis- 
sue. 
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Editorial 


Explosive  hospital  costs 

Part  l-causes 


Rising  hospital  costs  have  been  created  by  a se- 
ries of  economic,  social,  and  scientific  factors. 
The  high  costs  have  sparked  demands  from  the 
public  and  governmental  agencies  for  programs 
and  controls  to  ensure  the  delivery  of  good  medi- 
cal care  to  all  at  a reasonable  price. 

In  order  to  completely  understand  the  scope  of 
i this  problem,  allow  me,  please  to  list  some  of  the 
pertinent  facts  involved,  and  then  follow  this  with 
another  editorial  with  possible  solutions  as  related 
specifically  to  physicians. 

The  cost  of  labor  represents  75  per  cent  of  each 
dollar  spent  for  health  care.  The  population  in 
the  U.S.  increased  by  20  million  from  1960  to 
1970,  and  the  introduction  of  Medicare  and  Medi- 
caid caused  a tremendous  demand  for  medical 
services,  including  trained  personnel  and  facilities. 
Technical  advances,  the  development  of  special 
diagnostic  procedures,  and  new  equipment  needed 
added  to  the  above.  Inflation  compounded  the 
problem.  The  health  care  industry  in  1971  was 
valued  at  70  billion  or  6 per  cent  of  our  gross  na- 
tional product. 

The  following  figures  were  culled  from  many 
sources  such  as  governmental  reports,  newspapers, 
and  medical  journals.  They  are  close  estimates 
and  an  attempt  has  been  made  to  adjust  them  for 
1973.  Regional  differences  must  be  considered 
when  interpreting  them.  Hopefully  they  will 
serve  to  inform  our  colleagues  as  to  the  present 
state  of  affairs. 

1.  Hospitals  function  seven  days  per  week, 
twenty-four  hours  per  day  or  a total  of  9,760  hours 
per  year.  The  average  industry  operates  only 
2,000  hours  annually. 

2.  The  hospital  emergency  room  and  its  out- 
patient department  have  assumed  the  responsibil- 
ity for  much  of  the  care  formerly  rendered  by  pri- 
vate physicians  in  their  offices  and  on  house  calls. 

3.  During  the  last  ten  years  hospital  services 
have  increased  by  more  than  100  per  cent  and 
laboratory  examinations  tenfold.  X-ray  proce- 
dures and  operating  room  procedures  have  in- 
creased approximately  two  to  four  times. 

4.  The  employee-patient  ratio  in  our  hospitals 
is  at  an  all-time  high,  2.8  to  one. 

5.  The  daily  room  rate  in  New  York  rose  from 
$64  in  1967  to  $140  and  over,  in  1973. 


6.  The  cost  of  new  equipment  has  risen  sharp- 
ly. For  example: 

a.  One  coronary  care  unit  bed  costs  approximate- 
ly $25,000.  There  are  now  more  than  2,200  units  in 
the  United  States. 

b.  Prices  of  a mobile  coronary  care  unit  costs 
$20,500. 

c.  Prices  of  a mobile  emergency  room  $35,000. 

d.  Prices  of  a renal  dialysis  unit  cost  $200,000  in 
1971  ($116,000  for  salaries  alone). 

e.  Prices  of  a pacemaker  lists  for  $900  and  an  ar- 
tificial heart  valve  $250. 

f.  Prices  of  a linear  accelerator  and  hyperbaric 
chamber  ranges  from  $250,000  to  $1,000,000. 

g.  One  cardiac  resuscitation  cart  costs  $7,000. 

h.  Approximately  one  third  to  one  half  of  our 
hospitals  now  have  expensive  coronary  care  units,  ra- 
diation therapy  equipment,  inhalation  therapy  de- 
partments, and  special  histopathology  techniques. 
Brookhaven,  in  Upton,  New  York,  has  a total  body 
radiation  and  scanning  unit  which  costs  $1,000,000. 

7.  Construction  costs  per  hospital  bed  range 
from  $20,000  to  $75,000  depending  on  the  loca- 
tion. 

8.  The  cost  of  research  has  increased  tremen- 
dously since  World  War  II.  Recently,  Congress 
approved  an  appropriation  of  $100  million  for 
study  of  cancer  alone. 

9.  Medicare  was  implemented  in  July,  1966. 
The  length  of  a hospital  stay  for  those  over  sixty- 
five  has  increased  since  that  time  with  a corre- 
sponding rise  in  the  cost  of  each  hospitalization. 

10.  Our  hospitals  do  much  more  today,  at 
greater  expense,  than  ever  before.  For  example: 

a.  A cardiac  transplant  procedure  costs  more 
than  $20,000. 

b.  A coronary  bypass  costs  $3,000  to  $10,000. 

c.  A renal  transplant  requires  $25,000. 

d.  Renal  dialysis  needs  $10,000  per  year  per  pa- 
tient. 

Incidentally,  2,500  receive  dialysis  now  and  11,000 
need  it.  The  estimated  total  cost  to  treat  all  pa- 
tients is  $45,000,000  per  year. 

e.  A cobalt  unit  (source  and  housing)  means  a 
$160,000  expenditure. 

f.  A neonatal  unit  must  have  $50,000  (for 
supplies  and  equipment  only). 

g.  In  addition,  many  hospitals  have  intensive 
care  units,  nuclear  medicine  departments,  burn  care 
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and  traumatic  centers,  special  angiography  equip- 
ment, and  so  forth — all  very  expensive. 


11.  Recently  hospitals  have  been  asked  to  es- 
tablish preventive  maintenance  departments  in 
order  to  check  and  repair  electrical  equipment. 
These  departments  are  staffed  by  high  salaried 
experts. 

12.  In  urban  communities  medical  centers  are 
establishing  mass  screening,  detection,  and  treat- 
ment programs  for  lead  poisoning,  sickle  cell  ane- 
mia, alcoholism,  hypertension,  drug  addiction, 
congenital  defects,  genetic  counseling,  and  thera- 
py services  for  cystic  fibrosis  and  other  metabolic 
disease  entities. 

13.  A state  university  hospital  in  New  York  is 
completely  computerized.  The  software  costs 
$3,000  a month  and  the  hardware  $44,000.  The 
clerical  staff  had  to  be  specially  trained  to  feed 
the  data  into  each  terminal.  They  and  the  ad- 
ministrative and  technical  personnel  command 
relatively  high  salaries.  The  total  cost  is  approxi- 
mately $1,000,000  per  year. 

14.  As  most  of  you  know,  the  Blue  Cross  reim- 
bursing formula  operates  to  encourage  more  ex- 
pensive inpatient  hospital  care.  They  grade  each 
institution  according  to  the  total  number  of  pa- 
tient days  per  year  (other  factors  are  involved), 
but  if  the  figure  exceeds  200,000  the  hospital  is 
graded  I,  over  125,000  grade  II,  and  over  75,000 
grade  EH;  the  higher  the  grade,  the  lower  the  reim- 
bursement rate.  Experimentation  with  ambula- 
tory care  reimbursement  has  resulted  in  its  inclu- 
sion but  this  innovation  needs  to  be  expanded. 

15.  Paperwork  created  by  governmental  and 
accreditation  agencies  are  becoming  an  unbear- 
able added  expense.  A few  years  ago  Connorton, 
of  the  Greater  New  York  Hospital  Association, 
listed  the  number  of  forms  required  of  hospitals  in 
New  York  City.  Each  must  complete  and  return 
six  for  the  Federal  government,  19  for  New  York 
State,  and  28  for  the  City.  Other  agencies  de- 
mand completion  of  questionnaires  for  mainte- 
nance of  special  standards,  statistical  surveys,  and 
inspections;  these  number  36.  The  total  of  89  re- 
quires nearly  the  full-time  effort  of  two  assistant 
administrators.  Some  of  the  forms  are  25  pages 
long  and  they  all  differ  in  such  a way  that  dupli- 
cation is  difficult. 

16.  Annual  hospital  malpractice  insurance 
premiums  have  risen  from  $46,000  in  1969  for  a 


350-bed  State  university  hospital  to  $203,000  in 
1972.  In  1973  a new  policy  cost  more  than 
$410,000. 

17.  Hospital  waste,  such  as  disposable  sets 
partially  used,  (unused  blood  and  its  products) 
packaged  sterile  equipment,  and  thievery  add  sig- 
nificantly to  costs. 

18.  Decreased  productivity  is  a factor  on 
which  it  is  difficult  to  place  a monetary  value.  It 
is  interesting  to  note  that  in  New  York  State  the 
civil  service  rules  are  such  that  our  employees  are 
entitled  to  eleven  legal  holidays  annually,  with 
one  day  a month  sick  leave,  which  may  be  ac- 
crued for  one  hundred  fifty  days  and  one  day  per 
month  vacation  time,  which  may  be  accrued  for 
thirty  days.  In  addition,  they  have  five  personal 
leave  days  and  occasionally  a day  off  for  inclement 
weather  and  on  special  occasions,  at  the  discretion 
of  the  Governor.  These  figures  do  not  include 
time  off  for  prayer,  vote,  or  demonstration.  Al- 
though unlikely,  if  all  were  taken  advantage  of, 
the  total  would  be  one  hundred  ninety-six  days 
out  of  two  hundred  sixty  working  days  a year. 
This  would  leave  only  sixty-four  days  or  17  per 
cent  of  the  wjrs’  time  for  productive  results.  Al- 
lowing for  days  off  necessitates  hiring  additional 
people. 

19.  It  is  generally  accepted  that  only  20  to  30 
per  cent  of  hospital  costs  are  attributable  to  phy- 
sician and  other  services.  Included  in  this  esti- 
mate is  the  expense  that  is  a product  of  advances 
in  knowledge,  compelling  demand  for  more  so- 
phisticated equipment  and  supplies,  new  prod- 
ucts, research,  and  the  personnel  needed  to  apply 
all  of  these  to  the  care  of  the  sick  and  injured,  all 
very  expensive.  House  staff  salaries  amount  to 
$750,000,000  annually  and  represent  4 per  cent  of 
the  total  hospital  cost. 

20.  All  of  the  above  does  not  include  new  and 
expanded  physical  facilities  with  modernization, 
exponential  security  needs,  and  ever-increasing 
community  needs  and  demands — all  new. 

Most  of  our  health  centers  now  have  an  over- 
supply of  some  subspecialists,  underutilized  beds 
and  equipment,  rising  malpractice  premiums,  in- 
creasing costs  for  services  rendered,  and  a need  for 
special  facilities  such  as  extended  care  beds,  and 
nursing  homes. 

With  the  above  as  background  information,  the 
author  will  present  Part  II — ’’Suggested  solutions 
related  to  physicians”  in  a second  article. 

JULIUS  E.  STOLFI.  M.D. 
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Burns 


HERE 


When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


1 Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). '^Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome  1 


Healing  nicely, 
but  it  still 


EMPIRIN 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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OLYMPUS 

offers  duodenofiberscopy 
and  biopsy  with 
one  hand. 


Olympus  JF-B2,  the  new,  lighter  weight  handful, 
is  controlled  fully  with  one  hand  . . . biopsy  too.  JF-B2  is  the 
Olympus  fiberscope  equipped  with  a cannula  for  the  injection  of  radiographic  contrast 
material  through  the  papilla  of  Vater  directly  into 
the  biliary  and  pancreatic  duct  orifices  . . . the  entire  procedure  in  full  view. 

Flexibility  with  firmness  for  insertion  control  combines 
with  240°  up  and  down  and  1 80°  left  and  right  tip 
angulation  and  world  renowned  Olympus  optics 
for  an  easy,  thorough  examination.  JF-B2  is  137  cm  in  length. 
All  Olympus  fiberscopes  are  now  standardized  to  accept 
a choice  of  Olympus  cameras  and  LS  series  teaching  scopes. 
For  a demonstration  or  more  information,  write. 


This  is  a photo  taken 
in  color,  of  a cannulation 
procedure  by  Olympus  JF-B2 
duodenofiberscope. 


OLYMPUS 

Corporation  of  America,  Medical  Instrument  Division, 
2 Nevada  Drive,  New  Hyde  Park,  New  York  11040. 
Dept.  JX-12 
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Rapid  advances  have  been  made  during  the  last 
few  years  in  the  diagnosis  and  treatment  of  im- 
mune-deficiency diseases.  Cure  for  some  of  these 
illnesses  is  now  possible  by  bone-marrow  trans- 
plantation, and  treatment  of  other  immune  disor- 
ders has  become  more  effective  during  the  last  few 
years.1  Treatment  must  be  started  early  in  the 
course  of  the  illness,  however,  before  irreversible 
tissue  damage  has  been  done.  It  is  important, 
therefore,  to  suspect  immunologic  deficiency  dis- 
eases when  patients  with  repeated  or  unusual  in- 
fections are  seen. 

In  this  report,  we  have  outlined  a practical  ap- 
proach to  the  diagnosis  of  immune-deficiency  dis- 
ease using  only  tests  readily  available  to  most 
physicians.  By  following  the  steps  outlined, 
many  of  the  known  immune  disorders  can  be 
diagnosed,  although  the  precise  definition  of  the 
defect  may  not  always  be  possible  without  the 
help  of  more  complex  tests.  A reasonable  de- 
lineation of  the  immune  defect  is  of  prime  impor- 
tance in  the  formation  of  a rational  therapeutic 
plan. 

Various  aspects  of  immune  defense  system 

Four  principal  areas  of  immune  defense  will  be 
considered  in  this  report. 


Rapid  advances  in  immunology  have  increased  the 
importance  of  early  and  precise  diagnosis  of  im- 
mune-deficiency diseases  and  also  have  led  to  a 
confusing  proliferation  of  methodology.  This  re- 
port organizes  the  study  of  patients  with  suspected 
immunologic  deficiency  and  outlines  a practical 
approach  to  diagnosis  using  tests  readily  available 
to  most  physicians.  More  complex  tests  are  de- 
scribed briefly  as  a guideline  for  further  study. 


The  first  is  the  system  mediated  directly  by 
lymphocytes  which  is  dependent  on  the  presence 
of  the  thymus  and  responsible  for  graft  rejection 
and  delayed  tuberculin-type  hypersensitivity. 
This  system  provides  immunity  against  viruses 
and  fungi  and  against  cancer.  Approximately  60 
to  80  per  cent  of  the  lymphocytes  in  the  peripheral 
blood  belong  to  this  system. 

The  immunoglobulin  and  antibody-mediated 
immune  system  has,  as  its  base  of  operation,  the 
germinal  centers  and  plasma  cells  in  lymph  nodes, 
tonsils,  adenoids,  Peyer’s  patches,  spleen,  and 
bone  marrow.  This  system  needs  cooperation 
from  thymus-derived  cells  for  optimal  function 
and  provides  a defense  against  bacteria.  Ap- 
proximately 20  per  cent  of  the  lymphocytes  in  pe- 
ripheral blood  belong  to  this  system. 

The  phagocytic  system  functions  to  ingest  and 
kill  bacteria,  fungi,  and  possibly  other  microorga- 
nisms as  well.  Complete  evaluation  of  this  sys- 
tem is  difficult,  but  the  first  steps  in  diagnosis  and 
information  on  other  tests  will  be  discussed. 

Finally,  the  complement  system  aids  in  bacteri- 
al killing  by  altering  the  permeability  of  bacterial 
cell  membranes.  It  consists  of  a series  of  proteins 
which  operate  in  interlocking  steps  and  are  num- 
bered C (complement)  1 to  9.  Absence  or  mal- 
functioning of  complement  proteins  may  give  rise 
to  serious  illness.  For  laboratory  diagnosis,  the 
help  of  a referral  center  is  necessary. 

Clinical  characteristics 

Familiarity  with  the  clinical  characteristics  as- 
sociated with  deficiencies  in  these  four  systems 
enables  one  to  suspect  where  the  immune  defect 
may  be  localized  in  many  instances. 

The  cardinal  feature  of  a deficiency  of  the  thy- 
mus-dependent system  of  lymphocytes  is  that  se- 
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vere  infections  with  viral  pathogens  or  unusual  in- 
fections occur.  Common  infections  such  as  mea- 
sles, pneumonia,  systemic  chickenpox,  systemic 
herpes,  generalized  vaccinia,  and  chronic  candidi- 
asis have  an  unusual  course.  Unusual  pathogens 
are  often  present.  These  include  cytomegalic  in- 
clusion-disease virus,  para-influenza  virus,  and 
Pneumocystis  pneumoniae.  This  deficiency  may 
be  associated  with  the  failure  to  thrive,  chronic 
diarrhea,  chronic  candidiasis,  cancer,  and  death 
after  blood  transfusions  in  a graft  versus  host 
reaction. 

The  cardinal  feature  of  deficiency  of  the  immu- 
noglobulin and  antibody-producing  system  is  the 
occurrence  of  repeated  infections  with  pyogenic 
bacteria.  The  most  common  pathogens  are 
Staphylococcus,  Streptococcus,  pneumococcus, 
and  Haemophilus.  Most  viral  infections  are  han- 
dled well.  The  most  common  sites  of  infection 
are  the  lung,  ear  (otitis  media),  sinuses,  and  men- 
inges. This  deficiency  may  be  heralded  by  or  as- 
sociated with  rheumatoid  arthritis,  diarrhea,  mal- 
absorption, neutropenia,  hemolytic  anemia,  and 
Giardia  infections  of  the  gut. 

Deficiency  of  granulocyte  phagocytosis  in  the 
phagocytic  system  or  granulocytopenia  results  in 
repeated  bacterial  infections.  Chronic  granulo- 
matous disease,  a defect  of  granulocyte  function, 
presents  symptoms  of  infectious  granulomas 
caused  by  Staphylococci,  gram-negative  bacteria, 
or  fungi. 

In  asplenia  or  after  splenectomy,  sudden  over- 
whelming sepsis  with  pneumococci  or  meningo- 
cocci may  occur. 

Deficiency  of  certain  complement  components 
results  in  repeated  severe  infections  or  in  lupus- 
like syndromes. 

The  most  frequent  immunologic  deficiency  dis- 
eases include: 

I.  Thymus-dependent  lymphocyte  system 

A.  Primary 

1.  Lymphopenic  immunologic  deficiency 
with  normal  humoral  defense 

2.  Absence  of  thymus  (DiGeorge’s  syn- 
drome) 

B.  Secondary 

1.  Hodgkin’s  disease 

2.  Treatment  with  immunosuppressive 
drugs 

II.  Immunoglobulin-antibody  system 

A.  Primary 

1.  Hypogammaglobulinemia  of  early  or 
late  onset 

2.  Transient  hypogammaglobulinemia  of 
infancy 

3.  Isolated  absence  of  one  or  more  immu- 
noglobulins; isolated  gamma-A  defi- 
ciency is  most  common 

B.  Secondary 

1.  Multiple  myeloma 

2.  Loss  of  immunoglobulins  from  kidney 
(nephrosis)  or  gut  (intestinal  lymphan- 
giectasis) 


3.  Treatment  with  immunosuppressive 
drugs 

III.  Combined  deficiency  of  thymus-dependent  and 

immunoglobulin-antibody  systems 

A.  Primary 

1.  Severe  combined  immune  deficiency 

2.  Ataxia-telangiectasia 

3.  Wiskott-Aldrich  syndrome 

B.  Secondary 

1.  Immunodeficiency  with  thymoma 

2.  Chronic  lymphatic  leukemia 

IV.  Deficiency  of  granulocyte  system 

A.  Primary 

1.  Chronic  granulomatous  disease 

2.  Cyclic  and  chronic  neutropenias 

B.  Secondary:  granulocytopenia  from  any 

cause 

V.  Deficiency  of  complement 

A.  Deficiency  of  the  second  component  of 

complement 

B.  Deficiency  of  third  component  of  comple- 
ment 

C.  Leiner’s  disease,  abnormality  of  the  fifth 

component  of  complement 

The  preceding  listing  includes  only  the  more 
common  illnesses.  More  complete  listings  are 
available.2-6 

Diagnostic  procedures 

Consideration  of  nonimmunologic  causes. 

The  first  step  in  the  evaluation  of  any  suspected 
immune  deficiency  is  to  rule  out  nonimmunologic 
factors  leading  to  repeated  or  unusual  infections. 
Most  of  these  can  be  classified  as  mechanical  and 
microbiologic.  Important  mechanical  causes  for 
repeated  infections  are  tracheo-esophageal  and 
meningeal  fistulas;  malformations  of  lung,  urinary 
tract,  or  of  major  vessels,  such  as  a vascular  ring 
compressing  the  trachea;  and  foreign  bodies,  par- 
ticularly of  the  airways.  The  edema  and  thick 
mucus  obstructing  the  airways  in  cystic  fibrosis 
and  asthma  also  contribute  to  persistent  or  recur- 
rent infections. 

Microbiologic  factors  favoring  persistence  or  un- 
usual frequency  of  certain  infections  are  repeated 
exposures  to  streptococcal  or  staphylococcal  infec- 
tions, inadequate  treatment,  unusual  resistance  of 
the  infecting  organism  to  antibiotics,  or  the  pres- 
ence of  an  unidentified  organism  causing  the  in- 
fection, such  as  fungi,  anaerobic  bacteria,  or  pro- 
tozoa. In  such  instances,  specialized  cultures  or 
biopsy  procedures  aid  in  diagnosis. 

Diagnosis  of  deficiency  in  the  thvmus-depen- 
dent  lymphocyte  system.  The  personal  and 
family  history,  together  with  physical  examina- 
tion, often  give  important  clues  to  diagnosis. 
Deaths  in  infancy  or  severe  illnesses  associated 
with  measles,  chickenpox,  or  vaccinia  immuniza- 
tions are  characteristic.  Chronic  Candida  infec- 
tions and  failure  to  thrive  are  also  often  seen. 
Sometimes  the  physical  findings  are  sufficient  for 
diagnosis.  Ataxia-telangiectasia,  for  example,  is 
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FIGURE  1 Vascular  dilation  and  tortuosity  in  con- 
junctivae  of  patient  with  ataxia-telangiectasia 


characterized  by  dilated  and  tortuous  vessels  of 
the  sclera  and  skin  in  association  with  ataxia  and 
athetoid  movements  (Fig.  1). 

The  principal  steps  to  be  taken  in  the  assess- 
ment of  thvmus-dependent  lymphocyte-mediated 
immunity  are:  (1)  check  for  the  presence  of  lym- 

phoid tissue  including  lymph  nodes,  tonsils,  and 
adenoids;  (2)  to  see  that  there  is  an  adequate 
number  of  lymphocytes  in  the  blood;  (3)  check  for 
the  presence  of  small  lymphocytes  on  a film  of  pe- 
ripheral blood;  (4)  to  perform  skin  tests  for  de- 
layed hypersensitivity;  and  (5)  if  a lateral  x-ray 
film  of  the  chest  was  made  during  the  early  new- 
born period,  check  for  the  presence  of  a thymus 
shadow. 

The  presence  or  absence  of  lymph  nodes  must 
be  verified,  since  almost  all  immunologicallv  nor- 
mal children  have  palpable  lymph  nodes  after  the 
first  six  months  of  life.  Even  in  newborn  infants, 
lymph  nodes  in  the  inguinal  and  cervical  areas 
: can  often  be  felt. 

The  peripheral  blood  should  have  an  adequate 
number  of  lymphocytes.  The  normal  range  for 
blood  lymphocytes  in  various  age  groups  is  given 
in  Figure  2.  Five  to  10  per  cent  of  the  lympho- 
cytes in  the  peripheral  blood  should  be  small  lym- 
phocytes, with  a diameter  slightly  larger  than  a 
red  cell  and  a nucleus  which  almost  fills  the  cell. 
The  size  of  the  lymphocytes  must  be  checked  at 
the  very  thin  edge  of  the  film  where  the  red  cells 
: are  not  touching  each  other  and  the  lymphocytes 
have  been  flattened  on  the  glass  sufficiently  to 
judge  their  size;  in  the  dense  part  of  the  film,  al- 
most all  lymphocytes  look  like  small  lymphocytes. 

Since  this  system  of  immune  defense  requires 
normal  thymus  function,  the  presence  of  a thymus 
shadow  on  an  x-ray  film  of  the  chest  is  a helpful 
indication  of  normality.  The  absence  of  a thymus 
shadow  on  a lateral  x-ray  film  of  the  chest  in  the 
first  day  of  life  is  a strong  indication  of  an  abnor- 
i mal  thymus  (Fig.  3).  Absence  of  a thymus  shad- 
ow on  anteroposterior  x-ray  film  of  the  chest,  how- 
' ever,  even  on  the  first  day  of  life,  is  a common 
finding  in  otherwise  normal  newborn  infants. 
After  the  first  few  days  of  life,  the  thymus  may 
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FIGURE  2 Number  blood  lymphocytes  per  cubic  mil- 
limeter in  relation  to  age.  Range  estimated  by  lowest 
and  highest  values  in  age  groups  ' 


have  undergone  involution  secondary  to  stress  and 
not  be  visible  on  either  anteroposterior  or  lateral 
films. 

Positive  skin  test  results  with  microbial  extracts 
are  a helpful  indicator  of  thvmus-dependent  im- 
munity, particularly  in  older  children  who  have 
had  an  opportunity  to  become  sensitized  to  the 
antigens  used.  As  a rule,  a panel  of  antigens  con- 
sisting of  Candida  extract,  mumps  antigen,  strep- 
tococcal enzymes,  Trichophyton  extract,  and 
tuberculin  is  used. 

The  commonly  used  skin-test  reagents  for  mea- 
suring delayed  hypersensitivity  include  the  fol- 
lowing: (1)  Candida  extract  (Hollister-Stier),  100 

protein-nitrogen  units  per  cubic  centimeter,  if 
negative,  500  protein-nitrogen  units  per  cubic  cen- 
timeter; (2)  mumps,  mumps  skin-test  antigen 
(Lilly);  (3)  streptokinase  and  streptodornase  (Var- 
idase),  streptokinase  10,000  units  per  cubic  centi- 
meter, streptodornase  2,500  units  per  cubic  centi- 
meter— use  dilution  of  1:10  to  give  a solution  of 
1,000  units  per  cubic  centimeter  of  streptokinase: 
(4)  Trichophyton,  500  protein-nitrogen  units  per 
cubic  centimeter  (Hollister-Stier);  and  (5)  tuber- 
culin, first  strength  purified  protein  derivative  or 
1:10,000  solution  of  old  tuberculin.  If  negative, 
second  strength  purified  protein  derivative  or 
1:100  solution  of  old  tuberculin.* 

Most  children  over  the  age  of  six  will  react  to  at 
least  one  of  these,  indicating  normal  function  of 
the  thymus-dependent  lymphocyte  system.  All 
skin-test  doses  are  0.1  ml.  injected  intradermallv, 
and  blanching  of  the  skin  during  injection  must 
occur.  All  reactions  except  mumps  are  read  as 
positive  if  there  is  induration  greater  than  5 mm. 
at  forty-eight  to  seventy-two  hours.  A positive 
response  to  mumps  is  indicated  by  erythema 
greater  than  10  mm.  at  twenty-four  to  thirty-six 
hours.  Patients  with  negative  skin  test  results 
may  still  have  normal  thymus-dependent  immuni- 
ty for  the  following  reasons:  (1)  the  antigen  ex- 

tract is  inactive  (too  old,  and  so  forth)  (2)  the  an- 
tigen extract  is  adsorbed  to  the  glass  of  the  sy- 

* These  reagents  can  be  obtained  commercially  or  at  no  cost 
from  the  authors. 
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FIGURE  3.  (A)  Lateral  chest  x-ray  film  in  normal  newborn  baby.  Opaque  retrosternal  space  suggests  presence  of 

thymus.  (B)  Lateral  chest  x-ray  film  of  newborn  baby.  Radiolucent  retrosternal  space  indicates  absent  or  abnor- 
mally small  thymus  and  suggests  deficiency  of  thymus-dependent  immune  system. 


ringe  or  vial  as  has  been  reported  with  old  tuber- 
culin and  purified  protein  derivative,  (3)  the  anti- 
gen extract  is  injected  subcutaneously  instead  of 
intradermally,  (4)  the  antigen  extract  is  spilled 
and  the  full  dose  not  injected,  (5)  the  strength  of 
the  antigen  extract  is  too  low,  (6)  the  patient  has 
never  come  in  contact  with  the  antigen,  (7)  the 
patient  has  not  yet  been  sufficiently  immunized 
because  of  being  too  young,  or  (8)  the  patient  is 
overwhelmed  by  infection  and  cannot  react  to  the 
intradermal  stimulus. 

The  previously  mentioned  tests  may,  in  some 
instances,  still  not  be  conclusive.  Further  evalua- 
tion should  then  be  done  at  a referral  center. 

Diagnosis  of  deficiency  of  antibody-produc- 
ing system.  The  history  often  reveals  recurrent 
infections,  predominantly  of  the  lung,  sinuses, 
middle  ear,  and  meninges  in  the  patient  and 
sometimes  in  other  family  members.  Typically, 
the  patient  is  not  malnourished  or  ill  appearing 
which  may  be  one  of  the  reasons  why  the  diagno- 
sis is  often  delayed.  The  areas  to  be  evaluated  in 
the  diagnosis  of  humoral-immune  deficiency  are: 
(1)  lymphoid  tissues  including  tonsils,  adenoids, 
and  lymph  nodes,  (2)  plasma  cells  in  blood  film  or 
bone  marrow,  (3)  Ig  (immunoglobulins)  G,  M,  and 


A,  and  (4)  antibodies. 

The  tonsils  should  be  readily  visible  in  children 
over  six  months  of  age,  and  sometimes  adenoid 
tissue  can  also  be  observed  in  these  children.  If 
not,  lateral  x-ray  films  of  the  neck  are  often  help- 
ful in  evaluating  adenoid-tissue  mass  (Fig.  4).  In 
classic  sex-linked  hypogammaglobulinemia,  but 
not  always  in  other  forms  of  hypogammaglobuli- 
nemia, the  adenoids  and  tonsils  are  small  or  ab- 
sent, and  palpable  lymphoid  tissue  is  scarce.  If  a 
bone  marrow  is  available,  it  is  useful  to  look  for 
plasma  cells  there  because  they  are  almost  always 
present  in  normal  persons  (1  to  2 per  cent  of  mar- 
row cells),  although  they  may  be  rare  in  normal 
children  under  one  year  of  age. 

If  immunoglobulins  cannot  be  quantitated  lo- 
cally, it  can  be  done  at  a referral  center  or  at  a 
commercial  laboratory.  It  is  important  to  com- 
pare the  values  obtained  with  the  normal  distri- 
bution for  age  (Figs.  5,  6,  and  7).  IgG  is  high  in 
the  newborn  period  because  of  maternal  transfu- 
sion since  this  immunoglobulin  passes  the  placen- 
ta readily.  Then  it  drops  to  low  levels  between 
three  and  six  months  of  age  before  rising  over  the 
next  few  years  to  adult  levels.  IgA,  which  does 
not  cross  the  placenta,  remains  low  during  the 
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FIGURE  4 (A)  Normal  prominence  of  nasopharyngeal  lymphoid  tissue  in  healthy  five-year-old  child  (B)  Virtual 

absence  of  nasopharyngeal  lymphoid  tissue. 


first  year  of  life  and  may  not  reach  adult  levels 
until  the  age  of  twelve.  IgM  also  does  not  cross 
the  placenta,  but  it  is  readily  made  even  by  the 
fetus  and  should  be  present  in  almost  all  newborn 
infants.  This  immunoglobulin,  therefore,  is  the 
most  reliable  indicator  of  the  immunoglobulin- 
forming capacity  in  a very  young  child. 

Specific  measurement  of  antibodies  is  impor- 
tant because,  in  some  patients,  normal  quantities 
of  immunoglobulins  are  formed,  but  specific  anti- 
bodies are  absent.  Antibodies  against  blood- 
group  substances  A and  B can  be  determined  with 
a small  amount  of  blood  in  any  blood  bank.  They 
consist  primarily  of  IgM  antibody  and  are  useful 
especially  after  the  first  six  months  of  life  (Fig.  8). 
The  antibody  to  diphtheria  can  be  assessed  by 
applying  the  Schick  test.  In  this  test,  0.1  ml.  of 
the  commercial  Schick  reagent,  diphtheria  toxin, 
is  injected  intradermally  and  read  for  induration 
and  redness  in  five  days.  If  there  is  no  induration 


at  five  days,  antibody  to  diphtheria  is  present;  if 
antibody  is  lacking,  induration  and  redness  will  be 
seen  at  the  site  of  the  injection.  The  induration 
represents  the  necrotizing  action  of  the  toxin  and 
is  not  a result  of  a delayed  hypersensitivity  reac- 
tion. A large  portion  of  our  population  can  also 
normally  be  expected  to  have  antibodies  to  polio- 
myelitis and  tetanus  because  of  previous  immuni- 
zation.* 

Other  antibodies  can  be  profitably  studied  by 
taking  the  history  of  the  patient  into  account. 
Patients  may  have  antibodies  to  Streptococcal 
antigens  (ASO),  typhoid,  measles,  chickenpox,  ru- 
bella, mumps,  or  influenza  if  they  have  been  ex- 
posed to  those  pathogens  or  immunized  against 
them. 

If  there  is  still  doubt  about  the  patient’s  compe- 

* Antibody  levels  can  be  determined  by  the  State  of  New 
York  Department  of  Health,  Division  of  Laboratories  and  Re- 
search, Albany,  New  York. 
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FIGURE  6 (A)  IgM  values  for  first  year  of  life.  (B)  IgM  values  for  all  age  groups.8 
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fence  with  regard  to  antibody  production  or  the 
extent  of  his  defect  following  these  procedures, 
further  tests  are  available  for  more  complete  eval- 
uation. These  include  determination  of  IgA  in 
the  saliva,  lymph-node  biopsy,  gut  biopsy,  sub- 
typing of  the  immunoglobulins,  and  the  determi- 
nation of  bactericidal  antibodies.  More  detailed 
information  on  these  tests  will  be  found  in  the  ad- 
dendum. 


Diagnosis  of  disorders  of  the  phagocytic  sys- 
tem. Granulocytes  play  an  important  role  in  the 
defense  against  gram-negative  and  -positive  bac- 
teria, and  the  consequences  of  severe  neutropenia, 
with  mouth  ulcerations,  skin  and  lung  infections, 
and  high  incidence  of  overwhelming  sepsis  are  fa- 
miliar to  most  physicians. 

Phagocytic  system,  the  diagnostic  steps  are  as 
follows: 
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FIGURE  8 Isohemagglutinin  titers  in  relation  to  age 


FIGURE  9 Number  blood  neutrophils  per  cubic  milli- 
meter in  relation  to  age.  Range  estimated  by  lowest 
and  highest  values  in  age  groups  ' 
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I.  Granulocytes 

A.  Number  of  mature  and  immature  granulo- 
cytes 

B.  Repeated  granulocyte  counts,  to  rule  out 
cyclic  neutropenia 

C.  Morphology  of  granulocytes 

D.  Biopsy  of  septic  lesions  for  presence  of 
granulomas  and  infiltrating  granulocytes 

II.  Spleen 

A.  Presence  of  spleen  as  determined  by  physi- 
cal examination  or  x-ray 

B.  Howell-Jolly  bodies  in  red  blood  cells 

The  absolute  granulocyte  counts  should  be 
compared  with  normal  age  values  (Fig.  9).  Early 
forms  or  bands,  decrease  from  about  10  per  cent 
at  birth  to  3 per  cent  at  the  end  of  the  first  year 
and  remain  at  this  level  thereafter.  The  risk  of 
infection  is  greatly  increased  if  granulocytes  are 
decreased  below  500  to  1,000  per  cubic  millimeter. 
Paucity  of  granulocytes  may  occur  intermittently 
at  approximately  twenty-one-day  intervals  in  cy- 
clic neutropenia  where  children  are  well  for  two 
weeks  and  then  suffer  from  bacterial  infections  of 
mouth  and  throat  during  the  third  week  of  the 
cycle. 

Granulocytes  with  large  cytoplasmic  granules 
are  seen  in  the  Chediak-Higashi  syndrome,  in 
which  multiple  infections  occur  together  with  ma- 
lignant conditions  (Fig.  10).  If  the  patient  has  re- 
current pyogenic  infections  with  normal  granulo- 
cyte counts  and  granulocyte  morphology,  chronic 
granulomatous  disease  should  be  suspected,  par- 
ticularly if  infectious  granulomas  are  present  (Fig. 
11).  Absence  of  blue  staining  of  granulocytes  in 
the  NBT  (nitroblue  tetrazolium)  test  strongly 
suggests  this  diagnosis. 

In  addition  to  the  circulating  granulocytes  and 
macrophages,  the  spleen  has  a prominent  phago- 
cytic role.  Howell-Jolly  bodies  on  blood  film 
strongly  indicate  absence  of  the  splenic  function, 
which  can  be  either  congenital  or  follow  surgical 
resection  or  autosplenectomy  as  in  sickle-cell  dis- 
ease. Splenic  absence  can  be  diagnosed  by  x-ray 
films  or  radioisotopic  scanning.  Absence  of  the 
spleen  may  be  associated  with  fulminant  pneumo- 
coccal or  meningococcal  infections  which  may  end 
fatally  within  twenty-four  hours  unless  massive 
antibiotic  and  plasma  therapy  are  instituted  im- 
mediately. Prophylactic  antibiotics  are  indicated 
in  these  cases,  particularly  if  the  underlying  dis- 
ease from  which  the  patient  suffers  carries  with  it 
an  increased  risk  of  infection,  such  as  in  thalas- 
semia, cancer,  Wiskott-Aldrich  syndrome,  or  sex- 
linked  thrombocytopenia. 

Complement.  Special  techniques  are  necessary 
for  determination  of  complement  proteins.  In 
young  children  with  chronic  eczema,  failure  to 
thrive,  chronic  diarrhea,  and  severe  infections,  de- 
ficiency of  the  fifth  component  of  complement 
should  be  suspected.  Infusion  of  normal  human 
plasma  can  be  life  saving  in  these  children.  Defi- 
ciency of  other  complement  components,  most 


FIGURE  10.  Large  granules  in  granulocyte  and  lym- 
phocyte in  patient  with  Chediak-Higashi  syndrome 

commonly  the  third  or  second,  can  also  result  in 
increased  susceptibility  to  infection.  Establish- 
ment of  these  diagnoses  requires  the  help  of  a re- 
ferral center. 

Comment 

We  have  outlined  a series  of  steps  using  primar- 
ily history,  physical  examination,  and  simple  lab- 


FIGURE  11.  Bilateral  granulomatous  lymphadenitis  in 
patient  with  chronic  granulomatous  disease. 
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oratory  testing  to  arrive  at  a differential  diagnosis 
in  patients  who  have  multiple,  repeated,  or  un- 
usual infections.  It  should  be  possible  by  means 
of  these  steps  to  diagnose  or  to  suspect  the  most 
common  forms  of  immunologic  deficiency  disease. 
Once  diagnosis  has  been  made  and  the  basic  dis- 
ease process  is  understood,  optimal  therapy  can 
be  provided. 

Addendum 

The  diagnostic  studies  described  in  this  section 
are  helpful  in  delineating  defects  in  the  immune 
systems  but  require  a greater  degree  of  laboratory 
specialization  to  perform.  The  brief  description 
given  here  may  serve  as  a guideline  for  further  im- 
munologic study  and  help  in  the  interpretation  of 
laboratory  data. 

Thymus-dependent  lymphocyte  system.  Skin 
testing  with  DNFB  (dinitrofluorobenzene)  may  be 
performed  to  demonstrate  the  function  of  the  thy- 
mus-dependent system.  The  test  is  most  useful 
when  all  skin  test  results  to  naturally  occurring 
antigens  are  negative.  The  patient  is  sensitized 
by  placing  six  drops  from  a tuberculin  syringe  of  a 
10  per  cent  solution  of  DNFB  in  acetone  on  a 
Bandaid  spot,  which  is  then  placed  on  the  volar 
surface  of  the  upper  arm  and  taped  in  place  for 
twenty-four  hours  or  less  if  intense  itching  devel- 
ops. For  infants  under  two  years  of  age,  two 
drops  are  used.  Erythema  and  vesiculation 
should  be  visible  after  twenty-four  hours;  if  not, 
the  sensitizing  dose  should  be  reapplied.  A si- 
multaneously applied  solution  of  1:500  DNFB  ap- 
plied to  the  same  arm  in  the  same  way  should 
give  no  reaction.  Two  to  three  weeks  later,  two 
drops  of  the  1:500  solution  are  applied  in  the  same 
manner  to  the  same  arm  and  left  in  place  for 
twenty-four  hours  or  less.  Definite  erythema  and 
induration,  with  or  without  vesiculation,  consti- 
tutes a positive  response  and  will  be  obtained  in 
over  90  per  cent  of  normal  individuals. 

Measurement  of  lymphocyte  proliferation  or 
blast  transformation  is  an  in  vitro  test  which  eval- 
uates lymphocyte  proliferation  in  response  to  a 
specific  stimulus,  such  as  diphtheria  or  Candida, 
or  to  a nonspecific  stimulus,  such  as  pokeweed 
mitogen  (PWM)  or  phytohemagglutinin  (PHA). 
Normal  results  of  this  test  indicate,  in  most 
cases,  integrity  of  the  thymus-dependent  system 
of  lymphocytes. 

Lymph-node  biopsy  may  be  used  to  differen- 
tiate thymus-dependent  and  -independent  im- 
mune-deficiency states.  In  deficiency  of  the  thv- 
mus-dependent  system,  germinal  centers  are  in- 
tact, but  in  the  deeper  cortical  areas,  few  lympho- 
cytes are  present.  In  antibody-deficiency  syn- 
dromes, particularly  in  sex-linked  hypogamma- 
globulinemia, lymph  follicles  and  germinal  centers 
may  be  absent. 

Skin  grafting  is  an  older,  but  occasionally  still 


useful,  method  of  testing  the  thymus-dependent 
system  of  lymphocytes.  Skin  from  unrelated  do- 
nors is  usually  rejected  in  from  twelve  to  twenty 
days.  This  test  should  not  be  done  if  the  patient 
is  a prospective  recipient  of  a bone  marrow  or  kid- 
ney graft  and  may  be  sensitized  by  the  skin  graft. 

MIF  (migration  inhibitory  factor)  is  a substance 
produced  by  lymphocytes  on  exposure  to  an  anti- 
gen to  which  they  are  sensitized.  The  MIF  inhib- 
its the  migration  of  guinea  pig  exudate  cells  from 
capillary  tubes.  The  function  of  MIF  is  probably 
the  recruitment  of  other  nonsensitized  lympho- 
cytes at  the  site  of  a lesion. 

Antibody-producing  system.  Secretory  IgA 
may  be  measured  in  saliva  or  other  secreted  fluids 
by  the  same  methods  used  to  measure  it  in  serum. 
Deficiency  of  salivary  IgA  is  associated  with  aller- 
gies and  respiratory  or  gastrointestinal  disease. 

IgD  and  IgE  are  immunoglobulins  which  are 
present  in  serum  in  very  low  quantities.  IgE  may 
be  elevated  in  allergic  states. 

Gut  biopsy  should  normally  show  plasma  cells 
in  the  lamina  propria,  where  they  are  numerous 
after  the  first  month  of  life. 

Further  antibody  assays  can  be  performed. 
The  antibody  to  influenza,  adenovirus,  respirato- 
ry syncytial  virus,  herpes  simplex,  mumps,  and 
measles  can  be  measured  on  0.2  cc.  serum.*  Po- 
liomyelitis, rubella,  varicella,  and  Mycoplasma 
antibody  titers  require  0.5  cc.  of  serum  each. 
Antibody  to  tetanus  or  typhoid  requires  2 cc.  of 
serum,  f 

Antibody  response  to  immunization  is  a useful 
study  in  cases  where  naturally  occurring  antibody 
is  decreased  or  absent,  for  example,  in  infants. 
Live  vaccines,  such  as  poliomyelitis,  measles,  Ger- 
man measles,  and  so  forth,  should  not  be  used  in 
patients  suspected  of  having  an  immunologic  dis- 
order because  of  the  danger  of  producing  severe  or 
lethal  infections  with  these  attenuated  viruses. 
Typhoid  vaccine  is  a good  choice  because  of  the 
high  levels  of  antibody  normally  produced  and  be- 
cause of  the  widespread  availability  of  tests  mea- 
suring antisalmonella  antibody.  Regular  typhoid 
vaccine  U.S.P.  (The  United  States  Pharmacopeia) 
contains  only  somatic  0 antigen.  Typhoid  flagel- 
lar H antigen  is  available  separately.  Flagellar 
antigen  is  largely  protein,  whereas  somatic  anti- 
gen is  largely  polysaccharide.  Following  immuni- 
zation, there  should  be  at  least  a fourfold  rise  in 
titer  as  compared  with  preimmunization  levels. 

Immunoglobulin  subclasses  are  present  within 
the  immunoglobulin  classes.  Marked  but  inap- 
parent  variation  of  the  subclass  concentrations 
may  exist  when  the  concentration  of  the  class  as  a 
whole  is  measured. 

Immunofluorescence  can  be  used  to  detect  im- 

* New  York  State  Department  of  Health,  Division  of  Labo- 
ratories and  Research.  Albany,  New  York  12208  by  Rudolph 
Deibel,  M.D. 

t Measured  by  David  Axelrod,  M.D. 
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jiunoglobulin  present  in  tissues.  Cell-bound  im- 
lunoglobulin  may  sometimes  be  identified  in  the 
bsence  of  detectable  serum  levels. 

Serum  bactericidal  antibodies  can  be  measured 
y determining  the  concentration  of  serum  which 
'ill  inhibit  the  growth  of  a standard  concentra- 
on  of  bacteria.  The  type  of  bacterium  used  will 
ary  with  the  clinical  situation. 

Phagocytic  system.  The  NBT  test  is  of  help 
1 the  diagnosis  of  chronic  granulomatous  disease. 
. small  proportion  of  normal  phagocytic  cells, 
'hen  mixed  with  the  colorless  dye,  nitroblue  tet- 
azolium,  oxidize  the  dye  and  develop  a blue  pre- 
ipitate.  If  granulocytes  repeatedly  fail  to  show 
his  precipitate,  chronic  granulomatous  disease 
hould  be  suspected  and  confirmed  at  a referral 
enter. 

Phagocytosis  can  be  measured  by  observing  the 
apacity  of  normal  granulocytes  and  monocytes  to 
lgest  bacteria  or  fungi.  A count  on  a stained 
lm  is  made  of  the  number  of  bacteria  averaged 
er  polymorphonuclear  leukocyte.  A low  level  of 
hagocytosis  may  be  due  to  deficiencies  in  anti- 
odies,  complement,  or  other  serum  substances  or 
d a defect  in  granulocytes. 

In  the  skin-window  test,  a small  area  of  skin  is 
ently  scraped,  and  glass  slides  are  placed  on  the 
jsion.  The  cells  migrating  to  the  site  of  the  le- 
ion  become  stuck  to  the  glass  and  are  stained 
nd  counted.  In  the  normal  person,  predomi- 
ance  of  granulocytes  is  found  in  the  first  twelve 
ours,  while  mononuclear  cells,  monocytes  and 
/mphocytes,  are  found  between  twelve  and 
wenty-four  hours.  The  test  is  dependent  on  a 
ormal  chemotactic  ability  of  the  granulocytes 
nd  intactness  of  the  complement  system. 

Bacterial  killing  by  granulocytes  may  be  mea- 
ured  directly. 

Leukocyte  mobilization  tests  measure  the  abili- 
y of  the  bone  marrow  to  respond  with  the  release 
f reserve  granulocytes.  Injection  of  either  hydro- 


cortisone, (100  mg.  intravenously,  or  of  endotoxin 
(typhoid-paratyphoid  vaccine,  20  X 10b  organisms 
in  40  ml.  of  5 per  cent  glucose  solution  intrave- 
nously over  sixty  minutes)  should  produce  an  ele- 
vation of  neutrophils  in  the  peripheral  blood  of  at 
least  2,000  per  cubic  millimeter  over  base  line  lev- 
els. Hourly  white  counts  should  be  noted  during 
the  eight  hours  following  hydrocortisone  injection 
and  during  the  eight  hours  following  the  tempera- 
ture spike  from  endotoxin. 

Chemotaxis  is  the  capacity  of  granulocytes  to  be 
attracted  toward  a lesion.  It  is  tested  by  measur- 
ing the  migration  of  polymorphonuclear  cells 
through  a millipore  filter  in  response  to  an  anti- 
gen-antibody  complex  on  the  other  side. 

Complement  system.  The  second  and  third 
complement  components,  can  be  measured  by 
immunochemical  tests.  Deficiency  of  the  fifth 
component  of  complement  is  manifested  by  im- 
paired phagocytosis,  as  mentioned  previously. 

References 

1.  Janeway,  C.  A.,  and  Rosen,  F.  S.:  The  gamma  globu- 
lins. IV.  Therapeutic  uses  of  gamma  globulin,  New  England 
J.  Med.  275:826(1966). 

2.  Bellanti,  J.  A.,  and  Schlegel,  R.  J.:  The  diagnosis  of 
immune  deficiency  diseases,  Pediat.  Clin.  North  America  18: 
49  (Feb.)  1971. 

3.  Fudenberg,  H.,  et  ai:  Primary  immunodeficiencies. 

Report  of  a World  Health  Organization  Committee,  Pediat- 
rics 47:927  (May)  1971. 

4.  Hanissian,  A.  S.:  Immune  deficiency  syndromes:  a 

guide  for  clinical  investigation,  South.  M.  J.  64:  483,  (Apr.) 
1971. 

5.  Kagan,  B.,  and  Stiehm,  E.  R.,  Eds.:  Immunologic  In- 
competence, Chicago,  Year  Book  Medical  Publishers,  Inc., 
1971. 

6.  Rosen,  F.  S.,  and  Janeway,  C.  A.:  The  gamma  globu- 
lins. 3.  The  antibody  deficiency  syndromes,  New  England  J. 
Med.  275:709  (1966). 

7.  Altman,  P.,  and  Dittmer,  D.:  Blood  and  other  body 

fluids,  Fed.  Proc.,  p.  125,  1961. 

8.  Allansmith,  M.,  et  ai:  The  development  of  immuno- 

globulin levels  in  man,  J.  Pediat.  72:  276  (1968). 

9.  Thomsen,  O.,  and  Kettel,  K.:  The  titers  of  human 

isoagglutinins  and  corresponding  red  cell  receptors  at  different 
ages,  Immun.  Allerg.  Infekt.  63:  67  (1929). 


October  1 5,  1 973  / New  York  State  Journal  of  Medicine  2445 


Pathophysiology  and 
T reatment  of  Severe 
Asthma* 

M.  HENRY  WILLIAMS,  Jr..  M.D. 

The  Bronx.  New  York 

From  the  Chest  Service.  Department  of  Medicine.  Albert 
Einstein  College  of  Medicine-Bronx  Municipal  Hospital 
Center,  and  Pulmonary  Division,  Department  of  Medicine. 
Albert  Einstein  College  of  Medicine 


A relatively  small  percentage  of  the  2 to  5 per 
cent  of  the  population  with  bronchial  asthma  ever 
require  admission  to  a hospital.  Less  than  10  per 
cent  of  the  patients  treated  for  asthma  in  the 
emergency  room  of  our  municipal  hospital  require 
hospitalization;  this  is  a group  of  patients  whose 
asthma  is  relatively  severe.  The  mortality  rate  of 
our  hospitalized  patients,  and  many  of  the  deaths 
are  in  older  people  with  concurrent  illness,  is,  as 
in  other  published  series,  around  2 per  cent.  In 
the  past,  we  had  encountered  a higher  mortality 
rate  from  sudden,  unexpected  death.  This  was 
associated  with  the  use  of  sedatives  and  tranquil- 
izers which  may  mask  the  severity  of  the  airway 
obstruction.  Since  1965,  we  have  banned  the  use 
of  these  drugs  in  patients  hospitalized  with  severe 
asthma,  and  there  have  been  only  2 unexpected 
deaths  in  contrast  to  the  13  deaths  in  the  preced- 
ing five-year  period.1 

Types  of  airway  obstruction 

The  pathophysiology  of  severe  bronchial  asth- 
ma, often  termed  status  asthmaticus,  results  from 
extensive  airway  obstruction  of  which  there  are  at 
least  three  components:  bronchoconstriction,  an- 

atomic changes  in  the  wall  of  the  airways,  and 
mucus  plugs.  Bronchoconstriction  is  reflected  in 
reduced  expiratory  flow  rate  relieved  by  a bron- 
chodilator.  In  severe  asthma,  bronchodilators  fre- 
quently produce  little  relief  of  airway  obstruction. 
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This  may  be  because  the  other  factors,  particular- 
ly mucus  plugs,  are  the  dominant  cause  of  the  air- 
way obstruction  or  because  the  patient  has  resis- 
tance to  the  drug.  There  is  experimental  evi- 
dence that  administration  of  isoproterenol  leads  to 
decreased  responsiveness  of  beta  receptors  both  in 
the  heart  and  in  airways,  and  this  may  be  accom- 
panied by  an  increased  sensitivity  to  the  broncho- 
constrictive  effects  of  histamine.2  In  man,  treat- 
ment with  isoproterenol  causes  a decreased  re- 
sponse of  heart  rate  to  subsequent  administration 
of  the  drug,  but  there  is  no  evidence  of  similar  hy- 
posensitization of  the  airways.2-3  Thus,  we  do  not 
know  whether  or  not  larger  doses  of  isoproterenol 
(Isuprel)  are  needed  for  the  patient  on  chronic 
therapy  or  whether  or  not,  as  in  some  animals, 
such  doses  might  actually  be  harmful.  In  prac- 
tice, one  should  probably  only  administer  isopro- 
terenol or  epinephrine  if  it  has  a beneficial  effect. 
We  have  found,  in  ambulatory  patients,  that  two 
puffs  of  isoproterenol  spray,  about  0.16  mg.,  pro- 
duce just  as  much  increase  of  PEFR  (peak  expira- 
tory flow  rate)  as  do  four  or  six  puffs  (Fig.  1).  It 
appears  that  0.16  mg.  of  isoproterenol  provides 
maximal  effect  by  inhalation.  In  addition,  we 
have  confirmed  the  observation  of  others  that  a 
second  inhalation  of  isoproterenol  in  ten  to  twenty 
minutes  generally  produces  a further  improve- 
ment of  PEFR.4  This  is  presumably  the  result  of 
better  penetration  of  aerosol  into  the  lung  after 
partial  bronchodilatation.  In  most  hospitalized 
patients  there  is  no  improvement  after  inhalation 
of  catecholamines,  perhaps  because  of  the  severe 
obstruction  which  prevents  entry  of  the  drug  into 
the  lung,  and  the  drug  has  to  be  given  by  another 
route.  Wood  et  al/°  have  administered  isoprotere- 
nol intravenously,  carefully  monitoring  heart  rate 
and  rhythm,  and  this  might  be  a useful  way  to 
employ  catecholamines  to  produce  a beneficial  ef- 
fect on  PEFR  without  adverse  action  on  the  heart. 
The  important  principles  of  therapy  are  to  use  the 
minimal  dose  needed,  to  monitor  heart  rate  and 
rhythm  so  as  to  avoid  toxicity,  and  to  evaluate  the 
effectiveness  by  measurement  of  PEFR.  If  PEFR 
is  increased  after  treatment,  isoproterenol  can  be 
given  again  until  a maximum  effect  is  achieved. 
If  there  is  no  improvement,  the  drug  should  be 
discontinued.  The  bronchodilating  action  of  cat- 
echolamines can  be  potentiated  by  the  use  of  ami- 
nophylline  which  is  generally  given  continuously 
by  infusion  after  a priming  dose. 

Mucus  plugs  are  the  hallmark  of  all  fatal  cases 
of  asthma,  even  those  that  occur  suddenly  and 
unexpectedly,  and  are  probably  the  major  cause  of 
severe  obstruction  in  hospitalized  cases.  Humidi- 
fication, hydration,  and  effective  cough  are  proba- 
bly the  most  useful  forms  of  therapy.  Bronchial 
lavage  will  be  discussed  later. 

The  airways  of  patients  with  asthma  also  reveal 
edema,  cellular  infiltration,  and  probably  hyper- 
plasia of  the  mucus  glands.  Possibly,  the  benefi- 
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The  mechanisms  of  airway  obstruction  in  severe 
asthma  have  been  reviewed  and  the  value  of  mea- 
surement of  PEFR  ( peak  expiratory  flow  rate)  in 
evaluation  of  therapy  with  bronchodilators  has  been 
emphasized.  The  effects  of  generalized  airway 
obstruction  on  expiratory  flow  rates,  alveolar  ven- 
tilation, and  the  pulmonary  circulation  have  been 
summarized.  The  effects  of  nonuniform  obstruc- 
tion on  ventilation  and  perfusion  have  been  re- 
viewed, and  the  possibility  of  detecting  such  ob- 
struction from  mucous  plugs  by  measuring  the 
forced  expiratory  volume  (FEVp  over  vital  capacity 
(VC)  or  FEV-l/VC  ratio  has  been  emphasized.  The 
important  principles  of  therapy  for  hospitalized 
patients  with  asthma  include  careful  monitoring  of 
PEFR,  heart  rate  and  rhythm,  correction  of  hy- 
poxemia with  oxygen,  continuous  therapy  for  hy- 
percapnia with  monitoring  of  arterial  blood  gases, 
use  of  intubation  and  respiratory  assistance  for 
severe  obtundation,  and  total  avoidance  of  seda- 
tives and  tranquilizers. 


cial  effect  of  corticosteroids  is  related  to  action  on 
this  component  of  the  asthma.  Corticosteroids 
are  of  proved  value  in  the  treatment  of  severe 
asthma,6  but  their  action  is  relatively  slow.  It  is 
not  clear  whether  or  not  very  large  doses  of  ste- 
roids are  better  than  conventional  doses,  and  a 
controlled  double-blind  trial  is  required  to  settle 
this  point. 

The  etiology  of  these  three  components  of  asth- 
ma and  the  interrelationships  between  them  are 
poorly  understood.  Allergy-mediated  broncho- 
constriction  is  probably  relatively  unimportant  in 
severe  asthma  in  adults,  although  an  allergic 
mechanism  may  be  responsible  for  the  exacerba- 
tion that  frequently  follows  viral  infection  of  the 
respiratory  tract.  In  contrast  to  viral  infections, 
bacterial  infections  are  rarely  associated  with  se- 
vere asthma,  and  a patient  with  asthma  may  de- 
velop bacterial  pneumonia  without  worsening  or 
even  with  improvement  of  asthma.  The  impor- 
tance of  emotional  factors  is  highlighted  by  the 
fact  that  improvement  follows  so  many  different 
remedies  making  careful  double-blind  trial  a pre- 
requisite to  acceptance  of  any  therapeutic  mea- 
sure. 

Pathophysiology 

Generalized  obstruction.  Airway  obstruction 
is  the  fundamental  and  major  problem  in  asthma 
and  is  easily  evaluated  by  measurement  of  expira- 
tory flow  rate.  Peak  expiratory  flow  rate  is  par- 
ticularly suitable  for  assessment  of  patients  with 
asthma.  It  is  quickly,  easily,  and  accurately  mea- 
sured, and  it  correlates  well  with  the  clinical  state 
and  with  other  measurements  of  expiratory  flow 
rate.1  As  guide  lines,  we  have  obtained  data  from 


FIGURE  1.  Serial  measurements  of  PEFR  in  2 patients 
with  asthma  after  inhalation  of  isoproterenol  (arrow)  or 
injection  of  epinephrine  ("inj").  Patient  Mar  received  2 
puffs  of  isoproterenol  at  each  arrow  in  study  1 . 6 puffs 
in  study  2. 


postmortem  studies  indicating  that  PEFR  is  less 
than  80  L.  per  minute  in  patients  dying  of  asth- 
ma, and  we  consider  that  a PEFR  less  than  100  L. 
per  minute  indicates  the  presence  of  severe  airway 
obstruction  requiring  continuous  observation  and 
treatment. 

Most  of  the  other  disturbances  in  pulmonary 
function  stem  from  the  airway  obstruction,  but, 
paradoxically,  one  of  the  most  common  conse- 
quences of  severe  asthma  is  increase  of  total  and 
alveolar  ventilation.7  Most  hospitalized  patients 
reveal  an  arterial  carbon  dioxide  tension  below  40 
mm.  Hg.  Presumably  anxiety  and  other  factors 
provide  such  an  enormous  stimulation  to  respira- 
tion as  to  cause  hyperventilation  in  the  face  of  the 
severe  obstruction.  Thus,  these  patients  perform 
very  large  amounts  of  respiratory  work.  When 
obstruction  becomes  very  severe,  it  is  no  longer 
possible  or  tolerable  for  the  patient  to  do  the 
amount  of  respiratory  work  required  to  sustain 
this  hyperventilation  and  the  carbon  dioxide  ten- 
sion rises.  This  is  uncommon,  hypercapnea  de- 
veloping in  less  than  20  per  cent  of  hospitalized 
asthmatic  patients,  but  an  elevated  or  even  a nor- 
mal arterial  carbon  dioxide  pressure  in  a patient 
with  a PEFR  below  100  L.  per  minute  signifies  a 
serious,  perhaps  critical,  degree  of  airway  obstruc- 
tion. 

The  generalized  obstruction  causes  premature 
closure  of  airways  leading  to  an  increase  of  residu- 
al volume  and  decrease  of  vital  capacity.  In  addi- 
tion, perhaps  because  the  increased  elastic  recoil 
of  the  lung  permits  faster  expiration,  the  function- 
al residual  capacity  is  increased.  This  overinfla- 
tion of  the  lung  causes  increased  resistance  to 
blood  flow  and  accounts  for  the  pulmonary  hyper- 
tension that  may  be  present  in  acute  asthma  (Fig. 


October  1 5,  1 973  / New  York  State  Journal  of  Medicine  2447 


2). 8 Right-axis  deviation,  right-ventricular  hyper- 
trophy, or  enlargement  of  P waves  is  evident  on 
the  electrocardiogram  of  about  25  per  cent  of  hos- 
pitalized asthmatic  patients.  In  addition,  the  in- 
creased lung  volume  contributes  to  the  increased 
work  of  breathing  because  of  the  increased  pres- 
sure required  to  inflate  the  overdistended  lung 
and  the  decreased  efficiency  of  the  muscles  of  res- 
piration. 

Dehydration  may  be  present  in  patients  who 
have  had  severe  symptoms  for  many  hours  or 
days,  and  this,  coupled  with  impedance  to  venous 
return  to  the  thorax  due  to  the  overinflated  lungs 
and  increased  intrathoracic  pressure  required  to 
generate  expiratory  air  flow,  has  been  proposed  as 
a cause  of  circulatory  collapse  and  sudden  death 
in  asthma.9  Fluid  replacement  is  an  important 
aspect  of  the  therapy  of  dehydrated  patients. 

Nonuniform  obstruction.  The  airway  obstruc- 
tion in  asthma  is  not  uniform,  some  airways  being 
more  obstructed  than  others,  and  this  leads  to  a 
series  of  interesting  events  which  often  complicate 
diagnosis  and  treatment. 

One  of  the  features  of  the  severe  asthmatic  at- 
tack is  obstruction  of  the  airways  with  mucus 
plugs,  some  of  which  completely  occlude  the  air- 
ways. If  a lobar  bronchus  is  occluded,  or  if  a 
smaller  airway  is  occluded  and  the  alveoli  distal 
to  it  have  defective  communications  with  adjacent 
alveoli  through  the  normal  channels  for  collateral 
ventilation,  atelectasis  may  develop  and  be  evi- 
dent on  the  x-ray  film  of  the  chest.  A more  sensi- 
tive indication  of  this  type  of  obstruction  may  be 
afforded  by  spirometry.  In  COPD  (chronic  ob- 
structive pulmonary  disease),  increasing  obstruc- 
tion is  associated  with  parallel  decrease  of  FEVi 
(one  second  forced  expiratory  volume)  and  FEVi/ 
VC  (vital  capacity)  (Fig.  3).  In  some  patients 
with  asthma,  particularly  those  hospitalized  with 
severe  symptoms,  the  FEVi /VC  may  be  relatively 
large  for  a given  reduction  of  FEVi  (Fig.  4).  This 
is  likely  due  to  the  fact  that  total  occlusion  of  an 
airway  causes  reduction  of  lung  volumes  without 
causing  reduction  of  flow  rates  through  the  unoc- 
cluded airways.  Preservation  of  FEVi  per  cent 
may  signify  significant  irreversible  obstruction  in 
asthma.  This  hypothesis  is  borne  out  by  the  fact 
that  in  52  measurements  in  4 patients  with  asth- 
ma, inhalation  of  isoproterenol  caused  significant- 
ly less  increase  of  FEVi  (p  < .01 ) when  the  initial 
FEVi  per  cent  was  higher  than  the  value  predict- 
ed in  Figure  3 than  when  the  FEV!  per  cent  was 
in  the  predicted  range. 

Uneven  airway  obstruction  produces  variable 
and  interesting  effects  on  ventilation: perfusion  ra- 
tios. Partial  airway  obstruction  may  lead  to 
marked  reduction  of  blood  flow  to  the  alveoli  dis- 
tal to  the  obstruction.  This  may  be  due  in  part  to 
reduction  of  ventilation  to  these  alveoli  because  of 
hypoxic  vasoconstriction,  accounting  for  the  fact 
that  inspiration  of  oxygen  frequently  leads  to  in- 


FIGURE  2.  Mean  PAP  (pulmonary  artery  pressure)  re- 
corded at  right  heart  catheterization  plotted  against 
MMF  (maximum  mid-expiratory  flow)  rate  in  7 patients 
with  asthma. 

crease  of  physiologic  dead  space.  The  oxygen  in- 
spired into  the  poorly  ventilated  alveoli  causes  re- 
lease of  the  hypoxic  vasoconstriction  so  that  the 
V/Q  (ventilation /perfusion)  ratio  falls,  and  this  is 
reflected  in  an  increase  of  physiologic  dead  space. 
This  is  dramatically  illustrated  by  the  data  in 
Table  I in  which  oxygen  breathing  caused  increase 
of  arterial  carbon  dioxide  pressure  without  change 
in  ventilation  or  metabolic  rate,  an  effect  that 
must  be  ascribed  to  increase  of  physiologic  dead 
space.  This  phenomenon  is  particularly  impor- 
tant in  regulating  the  ventilation  to  a patient  on  a 
respirator,  since  the  ventilatory  requirements  may 
vary  with  inspired  oxygen  concentration. 

In  addition,  partial  obstruction  may  cause  hy- 
perinflation of  the  air  spaces  distal  to  the  obstruc- 
tion. This  leads  to  increased  resistance  to  blood 
flow  through  the  attenuated  capillaries  in  the 
walls  of  the  overinflated  alveoli.  This  phenome- 
non may  be  induced  by  increasing  tidal  volume 
with  a respirator  (Table  II).10  In  this  example, 
increased  tidal  volume  caused  increased  arterial 
carbon  dioxide  tension  which  must  have  been  due 
to  the  conversion  of  some  alveolar  ventilation  to 
dead-space  ventilation.  Presumably  the  extra 
tidal  volume  was  delivered  through  relatively  un- 
obstructed airways  to  a small  segment  of  lung 
which  became  so  overinflated  as  to  cause  attenua- 
tion of  capillaries  with  obstruction  to  blood  flow. 
Such  areas  of  increased  V /Q  ratio  are  common  in 
the  lungs  of  asthmatic  patients  and  may  be  so  se- 
vere as  to  cause  defects  on  a lung-perfusion  scan 
which  may  be  misinterpreted  as  pulmonarv  embo- 
li.11 
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FIGURE  3 Relationship  between  FEVi/VC  and  FEVi 
in  96  patients  with  COPD 


In  many  parts  of  the  lung,  there  is  less  obstruc- 
tion to  perfusion  than  to  ventilation.  This  is  the 
cause  of  the  hypoxemia  which  is  the  rule  in  hospi- 
talized asthmatic  patients.  This  is  generally 
mild,  reflected  in  an  arterial  oxygen  saturation  of 
from  88  to  94  per  cent,  and  it  is  easily  corrected 
by  inspiration  of  low  concentration  of  oxygen. 
Bronchodilators  such  as  isoproterenol  and  ami- 
nophyllin  may  cause  slight  worsening  of  the 
hypoxemia.12  This  may  be  owing  to  the  fact  that 
these  drugs,  like  oxygen,  release  hypoxic  vasocon- 


FIGURE  4 Relationship  between  FEVi/VC  and  FEVi 
in  34  patients  with  asthma.  The  open  circles  signify 
measurements  obtained  in  outpatient  department,  and 
closed  circles  represent  patients  hospitalized  for  severe 
asthma.  Line  represents  upper  limit  of  FEVi /VC  for 
any  level  of  FEVi  encountered  in  COPD 


TABLE  I.  Effect  of  oxygen  breathing 


Inspiration 

Vt 

f 

VCO, 

SaO, 

PaCOj 

VD 

/Vt 

Air 

400 

20 

277 

67 

66 

0. 

39 

Oxygen 

500 

22 

218 

98 

77 

0. 

64 

Vt  = tidal  volume;  f = frequency;  VCOi  = carbon  dioxide  volume; 
SaOj  = saturation  arterial  oxygen;  PaCOr  = arterial  carbon  dioxide 
pressure;  Vd/Vt  = volume  dead  space  : tidal  volume. 


striction  and  cause  reduction  of  V /Q  ratios  in 
parts  of  the  lung,  or  to  the  fact  that  bronchodila- 
tion  causes  shift  of  ventilation  to  previously  con- 
stricted airways  without  corresponding  increase  of 
perfusion,  thus  worsening  the  V/Q  abnormali- 
ties.13 

Therapy 

The  principles  of  therapy  with  catecholamines, 
including  evaluation  of  effectiveness  by  measure- 
ment of  PEFR  and  monitoring  of  heart  rate  and 
rhythm,  have  been  outlined  previously.  Cortico- 
steroids and  hydration  have  been  mentioned. 
The  importance  of  avoiding  sedatives  has  been 
stressed,  and  some  physiologic  principles  relevant 
to  respirator  management  have  been  noted.  The 
indication  for  intubation  and  respirator  manage- 
ment will  now  be  considered. 

In  patients  in  whom  the  asthmatic  attack  pro- 
ceeds, often  rapidly,  to  total  respiratory  arrest, 
immediate  intubation  is  obviously  essential.  This 
is  now  the  most  common  reason  for  intubation, 
usually  in  the  emergency  room,  at  our  hospital. 
In  patients  hospitalized  with  severe  asthma,  the 
indications  for  intubation  are  not  so  clear  cut.  As 
emphasized  previously,  most  patients  maintain 
vigorous  hyperventilation  in  the  face  of  severe  air- 
way obstruction,  even  when  the  obstruction  is  so 
severe  as  to  cause  hvpercapnea.  As  a result,  it 
may  be  difficult  or  impossible  to  lower  the  arterial 
carbon  dioxide  pressure  by  artificial  ventilation. 
Figure  5 presents  the  measurement  of  arterial 
carbon  dioxide  pressure  in  8 patients  with  severe 
bronchial  asthma  prior  to  intubation  and  then 
within  one  hour  after  intubation  and  stabilization 
for  at  least  fifteen  minutes  on  an  IPPB  (intermit- 
tent positive  pressure  breathing)  ventilator.  The 
IPPB  was  set  to  deliver  a maximum  tidal  volume 
synchronous  with  the  patient’s  respiratory  efforts. 
In  no  instance  was  there  substantial  reduction  of 
arterial  carbon  dioxide  pressure,  and  in  many  pa- 
tients the  arterial  carbon  dioxide  pressure  was 


TABLE  II.  Effect  of  IPPB  (intermittent  positive 
pressure  breathing 


Use  of 

IPPB 

V 

VT 

f 

PaCO, 

VCO, 

Vd/Vt 

Control 

9.6 

400 

24 

50 

196 

0.48 

IPPB 

16.2 

810 

20 

50 

198 

0.71 

Control 

8.1 

311 

26 

49 

165 

0.43 

IPPB 

9.8 

545 

18 

67 

160 

0.67 

V = volume;  Vt  = tidal  volume;  f = frequency;  PaCC>2  = arterial 
carbon  dioxide  pressure;  VCO2  = carbon  dioxide  volume;  Vd/Vt  = 
volume  dead  space:  tidal  volume. 
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INTUBATION  INTUBATION 


FIGURE  5.  Arterial  carbon  dioxide  pressure  before  and 
after  intubation  in  8 patients  with  status  asthmaticus 
and  8 patients  with  ventilatory  failure  due  to  COPD. 

higher  after  intubation  and  mechanical  ventila- 
tion than  it  had  been  during  the  patient’s  sponta- 
neous respiratory  efforts.  In  contrast,  data  ob- 
tained on  8 patients  intubated  and  ventilated  be- 
cause of  ventilatory  failure  consequent  to  COPD 
reveal  that,  in  each  instance,  this  identical  meth- 
od of  management  resulted  in  substantial  decrease 
of  carbon  dioxide  pressure. 

Artificial  ventilation  will  only  be  successful  to 
the  extent  that  it  results  in  increase  of  minute 
ventilation  or  decrease  of  physiologic  dead  space. 
Severe  bronchoconstriction  and,  more  important- 
ly, plugging  of  airways  with  viscid  secretions  may 
so  obstruct  ventilation  as  to  make  it  impossible  to 
deliver  more  air  in  and  out  of  the  lungs  than  by 
the  patient’s  own  maximum  respiratory  efforts. 
In  addition,  as  mentioned  previously,  an  in- 
creased tidal  volume  may  be  so  distributed  to  the 
lungs  as  to  overinflate  alveoli,  render  them  blood- 
less, and,  thus,  increase  physiologic  dead  space 
out  of  proportion  to  the  increase  of  tidal  volume.10 

In  some  instances,  voluntary  muscular  effort  by 
the  patient  may  render  artificial  ventilation  inef- 
fective. This  can  be  blocked  by  paralysis  of  the 
respiratory  muscles,  and  such  treatment  may  also 
cause  increase  of  chest  and  lung  volumes  to  the 
mechanical  advantage  of  the  patient.  Sharp  et 
al. 14  have  shown  that  succinvlcholine  leads  to  dra- 
matic improvement  of  tidal  volume  during  artifi- 
cial ventilation  in  patients  with  COPD.  In  4 of 
our  patients,  arterial  carbon  dioxide  pressure  was 
measured  before  and  after  respiratory  paralysis  by 
succinylcholine.  Two  patients  revealed  no  change 
of  carbon  dioxide  pressure,  in  1,  it  fell  from  70  to 
56  mm.  Hg,  and,  in  another,  it  rose  from  48  to  72 
mm.  Hg.  Respiratory  paralysis  did  not  appear  to 
be  a useful  adjunct  to  ventilatory  therapy  of  sta- 
tus asthmaticus. 


Theoretically,  intubation  might  make  successful 
removal  of  obstructing  secretions  by  bronchial  la- 
vage possible.15  We  have  treated  5 patients  with 
bronchial  asthma  by  bronchial  lavage  with  500  to 
1,000  cc.  of  saline.  In  no  instance  was  the  carbon 
dioxide  pressure  reduced  one  hour  after  therapy. 

As  a result  of  this  experience,  we  believe  that 
intubation  and  artificial  ventilation  are  not  useful 
adjuncts  to  the  treatment  of  the  wakeful  patient 
with  bronchial  asthma.  Artificial  ventilation  is 
probably  of  value  only  in  obstructive  airway  dis- 
ease when  there  is  some  element  of  central  depres- 
sion to  respiration,  either  induced  by  prolonged 
disease,  by  bicarbonate  retention,  or  by  the  ad- 
ministration of  sedatives.  Until  the  asthmatic 
patient  becomes  obtunded  or  comatose,  intuba- 
tion and  artificial  ventilation  do  not  appear  to  be 
indicated.  Although  bronchial  lavage  may  be  of 
value  when  all  other  measures  have  failed  and  the 
patient  remains  desperately  ill,  this  has  yet  to  be 
established. 

Mithoefer,  Runser,  and  Karetzky16  have  re- 
ported that  the  respiratory  acidosis  which  rarely 
accompanies  bronchial  asthma  may  be  successful- 
ly treated  with  bicarbonate.  In  a careful  series  of 
observations,  they  have  documented  the  fact  that 
bicarbonate  does  not  lead  to  respiratory  depres- 
sion and  that  it  may  be  followed  by  prompt  im- 
provement of  alveolar  ventilation,  perhaps  be- 
cause of  regained  sensitivity  to  the  bronchodilat- 
ing  action  of  catecholamines. 17  We  have  not  been 
able  to  confirm  the  latter  effect. 

Summary 

We  believe  that  patients  hospitalized  with 
bronchial  asthma  should  not  be  given  sedatives  or 
tranquilizers.  Therapy  with  catecholamines 
should  be  carefully  assessed  by  measurement  of 
peak  expiratory  flow  rate,  and  heart  rate  and 
rhythm  should  be  continuously  monitored. 
Hypoxemia  should  be  corrected  by  administra- 
tion of  the  necessary  concentration  of  inspired 
oxygen.  Hypercapnea  and  respiratory  acidosis  re- 
quire continuous  professional  attention  with  mon- 
itoring of  arterial  blood  gases  and  may  be  treated 
by  the  administration  of  bicarbonate.  Intubation 
and  respiratory  assistance  should  be  employed  if 
the  patient  becomes  obtunded  or  develops  respira- 
tory arrest. 

1300  Morris  Park  Avenue 
The  Bronx.  New  York  10461 
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Epidemics  of  infectious  hepatitis  in  many 
communities  have  been  reported  throughout  the 
world.1-4  However,  there  are  only  a few  instances 
of  viral  hepatitis  as  a constantly  recurring  disease 
in  a specific  environment,  such  as  described  by 
Krugman  and  Giles5  at  Willowbrook  State  School. 
The  East  Harlem  area  of  New  York  City  has  been 
afflicted  with  hepatitis  as  an  endemic  disease  for 
many  years,  and  experiences  in  managing  the  ill- 
ness warrant  this  report. 

East  Harlem  consists  of  an  area  of  about  two 
square  miles  in  the  upper  eastern  part  of  Manhat- 
tan in  New  York  City.  It  has  an  approximate 
population  of  200,000;  85  per  cent  are  Puerto 
Rican,  10  per  cent  black,  and  5 per  cent  white, 
composed  of  mixed  European  and  native  origin. 
Its  people  have  low  earning  power,  they  live  in 
crowded,  dilapidated  housing,  and  drug  addiction 
is  a major  problem.  There  is  hardly  a resident  of 
the  community  who  has  not  had  or  is  not  aware  of 
the  problem  of  jaundice,  either  in  his  close  circle 
of  family  and  friends,  or  in  the  community. 

In  the  summer  of  1968,  there  was  a notable  in- 
crease in  the  number  of  acutely  jaundiced  patients 
who  came  to  The  Mount  Sinai  Hospital  emergency 
room  for  treatment.  In  the  liver  clinic  of  the  hos- 
pital, to  which  these  patients  were  referred  after 


initial  care,  a continuous  stream  of  patients  had 
been  observed  for  a number  of  years.  These  were 
treated  as  outpatients,  with  very  few  of  them  re- 
quiring hospital  attention.  Because  of  the  needle 
source  of  their  disease,  a deprecatory  attitude  had 
been  adopted  and  most  patients,  aware  of  the 
physician’s  implied  condemnation,  failed  to  return 
for  adequate  follow-up  care.  Needless  to  say,  as 
appreciation  and  understanding  of  the  social 
background  of  their  drug  addiction  developed, 
this  attitude  was  modified  considerably. 

It  was  apparent  that  although  a needle  history 
was  frequently  given,  there  were  many  more  who 
vigorously  denied  addiction,  and  many  who  mani- 
fested considerable  interest  in  their  illness  and 
were  anxious  to  take  steps  to  protect  themselves, 
their  families,  and  friends.  To  manage  all  these 
patients,  a program  was  devised  which  rendered 
care  to  527  patients  in  the  period  from  August  1, 
1968,  to  March  1,  1972. 

The  original  source  and  the  major  area  of  refer- 
ral was,  and  still  is,  the  hospital  emergency  room, 
from  which  all  patients  were  referred  directly  to 
the  liver  clinic.  Various  agencies  concerned  with 
rehabilitation  of  narcotics  addicts,  informed  about 
the  program,  sent  their  clients.  These  agencies 
included  schools,  community  self-help  groups,  so- 
cial workers,  and  special  house  programs  such  as 
Exodus  and  Phoenix  House.  Many  patients  were 
self  referred  or  were  sent  by  their  friends. 

As  the  number  of  patients  increased  from  week 
to  week,  it  was  obvious  that  several  areas  of  re- 
sponsibility were  opened.  The  first,  of  course, 
was  the  actual  treatment  of  each  patient  to 
achieve  resolution  of  the  disease,  to  the  end  that 
he  return  to  school  or  work  as  soon  as  he  had 
made  an  adequate  recovery.  An  attempt  was 
made  to  assume  responsibility  for  the  drug  addic- 
tion by  referral  to  the  hospital  methadone  clinic  or 
to  other  agencies  such  as  Odyssey  House,  Exodus, 
or  Phoenix  House.  Family  and  friends  in  inti- 
mate contact  were  advised  to  obtain  gamma  glob- 
ulin injections. 

The  liver  clinic  met  once  a week  and  treated  as 
many  patients  as  possible  without  referral  to  the 
hospital  inpatient  services.  Only  12  patients  of 
the  total  of  527  required  hospitalization  for  rea- 
sons primarily  of  impending  hepatic  failure;  the 
rest  did  well  on  a routine  to  be  described  later.  It 
was  obvious  that  hospital  facilities  were  extremely 
limited,  and  since  most  patients  with  viral  hepati- 
tis require  only  adequate  rest,  diet,  and  observa- 
tion, there  was  no  reason  to  strain  the  hospital 
wards  and  to  block  beds  needed  for  more  serious 
illnesses. 

Several  fields  of  investigation  and  management 
became  apparent.  First  was  the  epidemiologic 
approach  in  determining  how  the  disease  was  ac- 
quired and  transmitted.  Second  was  the  study  of 
routine  laboratory  tests  in  the  hope  of  acquiring 
some  new  insight  into  this  particular  type  of  dis- 
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A program  has  been  developed  for  treating  viral 
hepatitis  in  the  liver  clinic  of  the  outpatient  de- 
partment of  a hospital,  providing  care  to  a large 
community  in  which  the  disease,  much  of  it  drug 
related,  is  endemic.  In  a little  less  than  four 
years,  527  cases  were  treated.  Only  12  required 
hospitalization  and  there  were  no  fatalities. 
Epidemiologic  studies  were  made.  Treatment 
was  rendered  by  a full  diet,  allowing  activity  as 
tolerated  and  giving  a minimum  of  medication. 
Group  psychotherapy  was  instituted.  Patients 
returned  to  work  or  school  on  an  average  of  eight 
to  twelve  weeks  after  symptoms  developed.  The 
clinic  is  rendering  ongoing  care  and  is  prepared  to 
treat  any  further  expansion  of  this  endemic  dis- 
ease. 


ease;  Australia  antigen  studies  were  done.  And, 
third,  a system  of  follow-up  was  established  to  de- 
termine progression  into  long-term  disease.  A 
liver  biopsy  was  considered,  but  since  our  policy 
had  been  to  carry  out  this  procedure  only  in  the 
hospital,  no  biopsies  were  performed  on  clinic  pa- 
tients. Only  the  12  patients  admitted  to  the  hos- 
pital were  subjected  to  biopsies. 

In  addition  to  a routine  of  management,  pa- 
tients were  seen  by  a psychiatrist  in  both  individ- 
ual and  group  settings.  Observations  were  made 
regarding  their  attitudes  to  the  disease  and  their 
anxieties  and  capacities  to  understand  the  impact 
of  the  illness  on  themselves  and  their  families,  and 
an  opportunity  was  presented  to  observe  the  fami- 
ly group  in  crisis;  the  ventilation  of  anxieties 
seemed  to  act  as  a valvular  release.  It  was  met 
by  a frank,  open  explanation  of  the  relationship  of 
hepatitis  to  needle  administration  and  other  ways 
of  disease  acquisition.  This  certainly  created  an 
easier  relationship  between  the  patient  and  his 
physician  and  even  seemed  to  lessen  the  tensions 
and  accusatory  attitudes  of  uninvolved  family 
members. 

Ethnic  distribution 

Table  I outlines  the  ethnic  distribution  of  the 
527  patients  in  the  program.  In  the  Puerto  Rican 
group,  212  (55  per  cent)  were  in  the  fourteen  to 
twenty-one  age  range  and  62  of  the  blacks  (48  per 
cent)  were  in  this  same  range.  It  is  interesting  to 
note  the  similarity  of  sex  involvement  in  the  three 
groups. 

Clinical  picture 

There  was  a uniform  pattern  of  complaints  as 
demonstrated  in  Table  II.  In  addition  to  listless- 
ness, these  included  anorexia,  nausea  followed  by 
vomiting  in  some  instances,  and  then  jaundice. 
In  some  patients,  jaundice  was  the  only  com- 
plaint and  frequently  was  noticed  for  the  first 
time  by  some  other  person.  A flat,  even  tone  of 
speech  reflecting  extreme  passivity  and  disinterest 
was  noted,  but  this  was  later  shown  to  be  only  a 
facade  since  attempts  to  open  discussion  elicited 
much  anxiety.  Twenty-two  patients  (4.2  per 
cent)  complained  only  of  jaundice  with  associated 


TABLE  I.  Ethnic  distribution 


Ethnic  Background 

Number  of 
Patients 

Per  Cent 

Puerto  Rican 

Male 

275 

71 

Female 

111 

29 

Black 

Male 

85 

66 

Female 

44 

34 

White 

Male 

8 

67 

Female 

4 

33 

bilirubinemia.  No  difference  in  symptoms  or  de- 
gree of  symptomatology  between  viral  hepatitis 
type  A and  viral  hepatitis  type  B patients  was 
found. 

Jaundice  was  present  in  all  but  2 of  the  pa- 
tients. There  were  no  spider  angiomas  on  the 
chest  wall  or  upper  extremities  in  any.  Parotid 
enlargement  was  not  noted,  nor  were  any  liver 
palms  seen.  A few  cervical  nodes  were  felt  in  9 
patients;  there  were  no  swollen  joints. 

Laboratory  findings 

Elevated  bilirubin  values  were  present  in  all  pa- 
tients, including  the  two  who  did  not  appear  jaun- 
diced. Twenty-seven  had  bilirubin  elevations  in 


the  range  of  20  to  28  mg.  per  100  ml.,  44  in  the  15 
to  20-mg.  range,  92  in  the  10  to  15-mg.  range,  152 
in  the  5 to  10-mg.  range,  and  212  in  the  1.5  to 
4-mg.  range. 

Twenty-two  patients  had  SCOT  (serum  glu- 
tamic oxaloacetic  transaminase)  values  of  2,000  to 

TABLE  II.  Clinical  picture 

Number 

of 

Per 

Categories 

Patients 

cent 

Symptoms 

Jaundice 

525 

99.6 

Fever 

10 

2 

Fatigue 

485 

92 

Anorexia 

320 

60 

Nausea 

252 

48 

Vomiting 

48 

9 

Skin  itching 

15 

3 

Urticaria 

1 

0.2 

Joint  pains 

5 

1 .0 

Physical  Findings 

Hepatomegaly 

42 

8 

Punch  tenderness 

5 

1 

Splenomegaly 

2 

0.4 

Needle  marks  in  antecubital  fossae  100 

19 

Skin  pop  marks  in  arms,  legs, 

10 

2 

buttocks 


October  1 5,  1 973  / New  York  State  Journal  of  Medicine  2453 


2,490  units,  34  had  1,500  to  1,999,  48  had  1,000  to 
1,499,  184  had  500  to  999,  64  had  250  to  499,  and 
65  had  50  to  249. 

Forty-nine  patients  had  SGPT  (serum  glutamic 
pyruvic  transaminase)  values  of  1,500  to  1,999 
units,  34  had  1,000  to  1,499,  86  had  500  to  999, 
212  had  250  to  499,  and  136  had  50  to  249. 

There  were  85  patients  with  alkaline  phospha- 
tase levels  of  between  150  and  250  international 
units,  134  with  86  to  149,  and  298  had  normal 
values  of  between  15  to  85. 

The  prothrombin  time  was  elevated  (above  20 
per  cent)  in  10  patients;  the  cholesterol  values 
were  elevated  (above  250  mg.  per  100  ml.)  in  only 
5 patients. 

Australia  antigen  studies  were  carried  out  in 
262  patients.  The  test  had  not  been  available 
during  the  early  part  of  the-  study.  There  were 
101  patients  who  admitted  using  needles  for  drug 
administration;  41  (40.1  per  cent)  had  positive 
findings  for  Australia  antigen  and  60  had  nega- 
tive. In  161  patients  who  denied  the  use  of  drugs 
and  in  whom  no  evidence  of  needle  pricks  was 
present,  39  (24  per  cent)  had  positive  findings  for 
Australia  antigen. 

Treatment 

Patients  were  treated  along  accepted  lines  of 
bed  rest  as  needed,  with  limited  activity  progres- 
sing to  full  activity  as  the  patient  saw  fit,  and  a 
regular  diet  with  no  limitations.  Patients  were 
encouraged  to  resume  full  activity  quickly,  as  ad- 
vocated by  Chalmers  et  al.6  and  Repsher  and 
Freehern.7  Only  a routine  of  clean  bathroom  hab- 
its was  emphasized  and  no  isolation  was  imposed. 
Gamma  globulin  was  prescribed  only  for  family 
members,  but  medication  posed  a problem.  Al- 
though there  is  obviously  no  need  for  specific 
medication  in  hepatitis  except  in  the  fulminant 
forms,  it  was  considered  advisable  in  most  cases 
to  give  a multivitamin  as  a form  of  interchange 
and  support  between  physician  and  patient. 
Thiamin  hydrochloride,  50  mg.,  was  used  for  pa- 
tients with  anorexia,  and  small  doses  of  phenobar- 
bital  were  given  for  anxiety  and  sleeplessness.  In 
a very  few  cases  of  extreme  nausea,  prochlorpera- 
zine was  prescribed.  Steroids  were  not  used  in 
any  patient,  and  antibiotics  were  not  required  at 
any  time. 

One  new  therapeutic  modality  was  introduced. 
Each  jaundiced  patient,  with  a needle  history, 
was  asked  about  his  plans  for  drug  taking  during 
his  jaundice.  Six  stated  that  they  would  have  to 
go  into  the  streets  in  their  everyday,  drug-hunting 
program  to  satisfy  their  needs,  regardless  of  the 
possibility  of  spreading  the  disease.  To  stop  this 
potential  spread,  each  of  these  patients  was  pro- 
vided with  methadone,  40  mg.  daily,  by  mouth  for 
weekly  periods.  Since  the  conventional  metha- 
done program  had  no  facilities  for  handling  this 


situation,  the  clinic  assumed  the  responsibility  for 
administration  and  supervision.  There  was  no 
reason  to  assume  that  the  drug  was  being  diverted 
to  others  in  the  streets,  and  after  the  hepatitis  was 
controlled  and  followed,  methadone  was  discon- 
tinued, and  the  patient  was  referred  to  the  metha- 
done clinic. 

Twelve  patients  were  referred  to  the  hospital 
because  of  deterioration  in  the  form  of  increasing 
jaundice,  somnolence,  weakness  and  anorexia,  and 
poor  dietary  intake;  their  course  in  the  hospital 
was  favorable.  Liver  biopsies  performed  on  all 
the  hospital  patients  showed  acute  viral  hepatitis 
with  cellular  changes,  edema,  periportal  infiltra- 
tion, and  occasional  cholestasis. 


Course  and  follow-up 

The  course  of  the  disease  in  the  515  patients 
treated  in  the  clinic  and  not  requiring  hospitaliza- 
tion was  benign.  Patients  returned  every  week 
for  the  first  three  weeks  of  the  disease  and  were 
seen  every  two  to  three  weeks  for  up  to  three 
months;  they  returned  at  three-month  intervals 
for  the  first  year.  The  dropout  rate  was  inter- 
esting. Only  12  patients  (2.4  per  cent)  failed  to 
return  after  the  first  visit;  30  (5.7  per  cent)  did 
not  return  after  the  second  visit.  Failure  to  re- 
turn after  the  third  visit  occurred  in  52  (10  per 
cent)  of  the  cases.  Actually,  it  was  obvious  that 
these  latter  patients  had  achieved  a high  degree  of 
improvement,  so  that  therapeutic  goals  were  con- 
sidered to  have  been  achieved.  Of  423  patients 
with  a follow-up  of  at  least  six  weeks,  124  re- 
turned to  work  or  to  school  at  the  end  of  four 
weeks,  280  at  the  end  of  six  weeks,  and  19  at  the 
end  of  twelve  weeks. 

The  relatively  benign  course  can  be  explained 
by  the  youth  of  the  patients  and  by  the  screening 
carried  out  by  the  emergency  room,  by  which  the 
more  ill  patients  were  referred  directly  to  the  hos- 
pital. In  none  of  our  patients  was  jaundice  pres- 
ent after  the  twelfth  week,  and  we  noted  no  hepa- 
tomegaly, splenomegaly,  or  skin  stigmata  of 
chronic  liver  disease  after  this  time.  The  most 
significant  laboratory  finding  after  the  twelfth 
week  was  an  elevation  in  SGOT  in  the  100  to 
200-unit  level.  No  patient  who  had  achieved  an 
anicteric  state  returned  with  a recurrence  of  jaun- 
dice. In  2 instances,  they  returned  with  an  in- 
crease in  jaundice  symptoms  as  a result  of  alcohol 
ingestion;  there  was  a prompt  decrease  after 
drinking  was  stopped. 

Patients  are  being  followed  up  in  the  clinic  at 
three-month  intervals  and  as  of  this  time  there 
has  been  no  progression  into  chronic  liver  disease 
in  any  patients.  None  have  been  jaundiced  after 
three  months,  and  only  8 patients  had  elevated 
SGOT  after  six  months. 
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Epidemiology 

In  studying  this  large  pool  of  patients  for 
epidemiologic  background  material,  the  only 
source  of  information  available  was  the  patient 
himself.  Specific  questions  were  asked,  and  if  re- 
sistance was  encountered,  further  probing  was 
discontinued.  The  patients  were  extremely  sensi- 
tive to  questions  about  drug  addiction,  and  it  was 
obvious  that  their  answers  had  to  be  taken  at  face 
value  or  they  would  not  return  for  treatment. 

In  tracking  down  the  sources  of  infection,  it  was 
surprising  to  find  how  few  of  the  patients  (128  out 
of  527)  admitted  to  drug  administration.  This 
was  corroborated  by  the  finding  of  needle  tracks 
in  the  antecubital  fossae  or  of  evidence  of  skin 
popping  in  110  (Table  II).  The  remaining  18  who 
admitted  taking  drugs  had  no  needle  marks. 

Six  patients  had  had  blood  transfusions  within 
a four-month  period,  2 during  open-heart  surgery. 
Two  patients  had  had  injections  in  a physician’s 
office,  one  penicillin,  the  other  a multivitamin. 
One  had  had  extensive  dental  treatment,  and 
another  was  a dental  technician  who  handled  the 
sterilization  of  dental  instruments. 

Extreme  resistance  was  encountered  in  trying  to 
trace  the  source  of  infection  in  those  with  a needle 
history.  These  questions  were  deflected,  obvious- 
ly so  that  a friend  would  not  be  implicated  in  an 
antisocial  offense  with  the  possibility  of  punish- 
ment, if  not  by  authorities,  then  by  family  mem- 
bers. In  2 instances  in  which  a fellow  addict  was 
mentioned,  no  leads  were  given  in  helping  to  refer 
him  to  the  clinic. 

Two  patients,  a mother  and  daughter  with  hep- 
atitis, had  been  bitten  repeatedly  by  mosquitoes 
from  a refuse  heap  outside  their  ground-floor  bed- 
room, a form  of  transmission  recently  discussed.8-9 

There  were  2 marital  couples  with  hepatitis, 
which  may  indicate  the  presence  of  virus  in  the 
semen,  with  intravaginal  deposition.10  Exposure 
of  the  penis  and  the  urethra  to  a vaginal  mucosa 
contaminated  by  menstrual  blood  containing  virus 
is  also  to  be  considered  a determining  epidemio- 
logic factor.  Two  patients,  not  drug  users,  were 
homosexuals  and  may  have  developed  infection 
through  anal  intercourse  or  fellatio. 

Four  patients  ate  shellfish  within  six  weeks  of 
their  jaundice  period  but  could  not  recall  that  any 
of  their  friends  developed  the  disease  with  them. 
This  mode  of  acquisition  of  the  disease,  while  not 
proved,  corresponds  with  the  experience  of  Ruddy 
et  al. 11 

The  comparatively  low  incidence  of  needle-re- 
lated hepatitis  may  be  explained  by  the  reluc- 
tance of  addicts  to  expose  themselves  for  fear  of 
reprisal  and  by  the  knowledge  in  the  community 
that  the  disease  is  mild  and  recovery  the  rule.  To 
emphasize  this  point,  one  of  the  patients  volun- 
teered that  most  of  his  fellows  were  so  busy  pursu- 
ing their  business  in  the  special  world  of  drug 


purveying  that  they  had  no  time  or  inclination  to 
seek  treatment.  It  is  possible  that  a considerable 
number  of  patients  with  positive  findings  for  Aus- 
tralia antigen  had  contracted  their  disease  paren- 
terally  but  refused  to  admit  it. 

No  specific  cause  or  incident  to  explain  the  dis- 
ease was  found  in  the  remaining  372  patients; 
there  were  no  “cluster”  stories.  There  was  not  a 
single  eating  place  found  in  the  area  that  could  be 
said  to  have  had  an  outbreak  of  hepatitis,  and  no 
single  address  could  be  identified  with  more  than 
one  case  of  hepatitis.  There  was  no  report  of  con- 
tact transmission  to  other  members  of  the  family. 

The  question  remains  as  to  how  viral  hepatitis 
A or  viral  hepatitis  B is  transmitted  in  the  East 
Harlem  community,  or  in  any  community  with 
endemic  disease.  Despite  any  corroborating  evi- 
dence, it  is  justifiable  to  postulate  the  theory  of 
the  transmission  of  viral  hepatitis  A by  oral  con- 
tact and  possibly  by  parenteral  contact  through 
needle  administration;  this  is  a consideration  even 
in  those  who  deny  this  but  may  have  had  some 
skin  or  oral  contact  with  hepatitis  A carriers. 

The  finding  of  positive  hepatitis  B antigen  in  24 
per  cent  of  the  patients  who  denied  needle  use 
suggests  the  possibility  of  oral,  genital,  or  skin- 
break  contact  in  ordinary  social  encounters  with 
friends  who  are  addicts  and  have  open  skin  breaks 
as  demonstrated  by  Krugman  and  Giles,5  by 
Bryan,  Carr,  and  Gregg12  and  by  Ringertz  and 
Zetterberg3  in  the  Swedish  track-finder  experi- 
ence. 

There  seemed  to  be  no  special  increase  in  occur- 
rence of  the  disease  in  any  season  of  the  year.  In 
the  forty-three  months  covered  by  this  study,  the 
maximum  number  of  cases  in  any  one  month  was 
12  and  the  lowest  number  8. 

As  a result  of  the  experiences  in  this  program, 
no  new  light  is  shed  on  modes  of  transmission,  ex- 
cept to  reinforce  the  impression  that  hepatitis 
type  B may  be  transmitted  in  a nonparenteral 
manner,  the  exact  mode  not  yet  clearly  under- 
stood. 


Summary 


Hepatitis  exists  as  an  endemic  disease  in  one  of 
the  most  economically  deprived  and  socially  poor 
districts  in  the  United  States.  A system  of  man- 
agement has  been  developed  in  the  outpatient  de- 
partment of  a large  voluntary  hospital  in  the  com- 
munity which  has  helped  to  care  for  527  patients, 
with  only  12  hospital  admissions  required.  There 
have  been  no  deaths. 

Community  and  hospital  resources  have  been 
marshalled  to  treat  and  control  the  disease.  Pa- 
tients follow  a prescribed  routine  at  home,  are  as 
active  as  possible,  eat  a regular  diet,  receive  very 
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little  medication,  and  return  to  work  or  school  in 
a reasonably  short  time.  There  have  been  no 
cases  progressing  to  chronic  liver  disease. 

Epidemiologic  studies  have  indicated  that  the 
major  single  mode  of  transmission  is  by  needle  ad- 
ministration of  drugs;  other  methods  have  been 
identified.  The  major  question  is  still  the  mode 
of  transmission  of  hepatitis  type  B antigen  to  non- 
drug users. 

The  program  is  continually  active,  has  helped 
to  control  the  disease,  and  may  even  help  to  mini- 
mize transmission  by  identifying  and  controlling 
the  activities  of  patients.  The  hospital  has  been 
spared  considerable  expense,  and  much  experience 
has  been  gained  in  treating  hepatitis  in  an  ambu- 
latory routine,  and  perhaps  in  managing  a larger 
epidemic  type  of  hepatitis  should  it  occur  in  the 
future. 

1050  Fifth  Avenue 
New  York,  N.Y.  10028 
(DR.  RICHMAN) 
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In  the  historical  perspective,  dynamic  psychi- 
atry might  be  considered  to  be  more  of  an  out- 
growth of  philosophy  than  of  medicine.  Most  of 
the  literature  consists  of  metapsychologic  theory 
coupled  with  anecdotal  case  reports,  in  contrast  to 
the  more  scientific  types  of  presentation  that  ap- 
pear in  medical  journals.  Despite  this,  in  recent 
years,  there  have  been  loud  demands  to  “abandon 
the  medical  model”  and  replace  it  with  an  alleg- 
edly more  humanistic,  sociologic,  or  psychologic 
one. 

Dynamic  psychiatry  has  been  obsessed  with  the 
“process”  of  treatment;  supervision  usually  con- 
sists of  a careful  review  of  therapists’  progress 
notes.  There  is  continuous  questioning  of  the  dy- 
namics of  the  “group  process”  in  every  meeting, 
and  the  “process”  of  the  therapeutic  community 
is  considered  to  be  of  prime  importance. 

In  no  other  branch  of  medicine  is  there  this 
preoccupation  with  process;  rather,  the  emphasis 
is  on  the  product.  For  example,  it  is  certainly  im- 
portant that  an  operating  team  function  well,  but 
their  interest  is  in  performing  the  procedure  so 
that  the  patient  may  recover  from  his  illness,  and 
the  effectiveness  is  measured  bv  the  outcome  of 
the  surgery  rather  than  by  how  well  the  team  gets 
along.  They,  too,  are  interested  in  having  a con- 
genial team,  but  only  as  the  means  to  an  end,  not 
as  an  end  in  itself. 

Often  a psychiatric  unit  finds  itself  in  the  posi- 
tion where  the  unit  team  is  functioning  well,  the 
process  of  psychotherapy  is  rolling  along,  the  ther- 
apeutic community  is  communicating  openly,  and 
the  patients  are  standing  still.  Freud,*  in  his  as- 
tute way,  stated  “In  the  early  years  of  my  practice 


Numerous  attempts  have  been  made  to  isolate  and 
measure  the  effectiveness  of  discreet  treatment 
modalities,  such  as,  individual  and  group  psycho- 
therapy, the  therapeutic  community  and  psycho- 
tropic drugs.  This  article  is  concerned  with  the 
evaluation  of  the  total  treatment  program  of  an  in- 
patient psychiatric  hospital  and  deals  with  a vari- 
ety of  instruments  utilized  in  this  process. 


of  psychoanalysis  I had  the  greatest  difficulty  in 
prevailing  upon  patients  to  continue;  this  diffi- 
culty has  long  since  altered:  I must  now  anxious- 
ly exert  myself  to  induce  them  to  give  it  up.” 
Now,  if  the  patient  comes  to  be  treated  and  the 
therapists  like  to  treat,  then  the  means  becomes 
the  end,  and  the  treatment  becomes  interminable. 

We,  of  course,  recognize  the  importance  of  the 
process  as  a tool  with  which  we  may  relieve  the 
patient  of  his  suffering  and  enable  him  to  go  on 
with  the  business  of  living  in  the  best  possible  way 
for  him.  But,  through  the  necessity  of  evaluating 
our  efforts  both  with  follow-up  studies  and  utiliza- 
tion review  committees,  we  discovered  that  a lot 
of  problems  were  sliding  along  unnoticed  in  the 
preoccupation  with  process.  As  a result,  we 
began  to  work  on  an  ongoing  treatment  evaluation 
program  which  could  monitor,  on  a regular  basis, 
where  the  patient  stood  with  his  major  problems. 
This  could  include  the  areas  of  depression,  anxie- 
ty, agitation,  hallucinations,  compulsions,  and  so 
forth  on  down  the  line. 

Use  of  utilization  review  committee 

Prior  to  1969,  treatment  evaluation  essentially 
was  limited  to  the  monthly  meetings  of  the  utili- 
zation committee.  These  meetings  consisted  of  a 
review  of  the  charts  of  recently  discharged  pa- 
tients to  see  whether  or  not  the  resources  of  the 
hospital  were  properly  used.  The  therapists  were 
not  involved  in  the  discussion,  and  the  only  infor- 
mation available  was  the  hospital  chart.  It  was 
impossible  to  obtain  an  overview  of  the  quality  of 
psychiatric  care.  This  was  true  regardless  of 
whether  we  spoke  of  hospital-wide  performance, 
the  performance  of  the  individual  units  of  the  hos- 
pital, or  the  work  of  individual  therapists.  It  be- 
came very  clear ‘that  if  patient  care  was  to  im- 
prove, methods  of  quality  control  had  to  be  devel- 
oped. Data  had  to  be  collected  in  a systematized 
fashion,  and  feedback  had  to  be  available  during 
the  course  of  the  hospital  stay. 

At  that  time,  it  was  decided  to  establish  a 
treatment  evaluation  program.  This  program 
would  have  a separate  staff  and  be  responsible  for 

* Freud,  S.:  On  Beginning  of  Treatment,  Collected  Papers, 
New  York  City,  New  York  Basic  Books,  1959,  vol.  2. 
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the  development  and  implementation  of  methods 
to  enable  us  to  evaluate  the  various  aspects  of  our 
treatment  program.  Essentially,  the  three  goals 
of  this  program  were  to:  (1)  monitor  individual 

treatment  progress  and  establish  clinical  “early 
warning  systems,”  (2)  meet  the  need  for  public 
accountability  through  the  establishment  of  closer 
administrative  supervision  over  the  hospital’s 
clinical  functions,  and  (3)  contribute  significantly 
to  the  hospital’s  clinical  research  and  educational 
programs. 

Over  the  next  several  years,  a number  of  forms 
were  introduced  in  the  clinical  program.  Among 
others,  they  included  the  New  York  State  admis- 
sion form,  the  multistate  information  system  for 
personal  data,  and  the  Hillside  Hospital  develop- 
mental and  social  history  scale  and  nursing  re- 
port. In  addition,  several  of  Spitzer  and  Endi- 
cott’s  forms  were  used,  such  as  the  psychiatric 
anamnestic  record,  the  problem  appraisal  scale, 
and  the  mental  status  examination  record.  These 
forms  provided  base  line  data  on  entry  but  still 
did  not  meet  the  need  for  an  ongoing  objective 
measure  of  patient  behavior  in  the  hospital.  We 
wanted  some  way  of  comparing  the  patients’  con- 
dition at  several  points  of  their  hospitalizations. 
At  first,  the  mental  status  examination  record 
was  tried.  This  form  was  filled  out  on  admission, 
at  the  time  of  a planning  conference  (usually  four 
to  six  weeks  after  admission),  and  on  discharge, 
and  helped  somewhat  in  the  review  of  discharged 
cases.  It  was  of  little  use,  however,  in  flagging 
cases  that  were  in  trouble.  Actually,  patients 
who  were  in  real  trouble  did  come  to  the  attention 
of  the  senior  staff.  We  were  looking  for  a way  in 
finding  those  patients  who  were  no  great  problem 
in  the  hospital  but  who  did  not  benefit  from  hos- 
pitalization and  were  discharged  in  essentially  the 
same  condition  as  they  were  on  admission. 

An  attempt  was  made  to  use  the  progress  notes 
as  an  indication  of  patient  change,  but  there  were 
many  problems  with  this  method.  We  were  de- 
pendent on  the  notes  being  dictated  and  typed  on 
time,  a service  which  was  not  always  reliable. 
Even  more  important,  however,  was  the  great 
variation  in  the  written  progress  notes.  The  con- 
tent ranged  from  detailed  process  notes  of  psycho- 
therapy to  uninformative  statements  limited  to 
questions  of  whether  or  not  weekend  passes  were 
permitted.  There  was  just  no  way  the  informa- 
tion contained  in  the  progress  note  could  be  trans- 
formed into  clinically  useful  data  which  would 
help  us  to  determine  the  relative  progress  of  an  in- 
dividual patient.  What  was  needed  was  an  objec- 
tive evaluation  of  the  patient’s  clinical  state  so 
that  changes  in  the  patient  could  be  measured  at 
varibus  stages  of  the  hospitalization  and  be  avail- 
able to  the  staff  without  delay.  This  was  crucial 
since  the  information  itself  had  meaning  only  if  it 
could  be  utilized  in  the  planning  of  the  remainder 
of  the  course  of  treatment  for  a particular  patient. 


For  these  reasons,  the  patient  progress  record  was 
introduced. 

Patient  progress  record 

The  patient  progress  record  merely  requests  the 
therapist  to  list  the  target  symptoms  he  believes 
should  be  alleviated  during  hospitalization.  Each 
patient,  therefore,  has  a different  set  of  symp- 
toms; these  are  determined  by  the  patient’s  own 
therapist.  Each  symptom  is  rated  weekly  on  a 1 
to  7 scale.  Both  positive  target  areas  and  nega- 
tive target  areas  are  listed.  The  therapist  is  then 
asked  to  rate  each  symptom  on  admission  and 
also  rate  the  goal  he  believes  should  be  reached 
during  hospitalization. 

For  example,  the  therapist  might  have  rated 
paranoid  ideation  as  one  target  area.  If  on  ad- 
mission it  was  severe,  it  might  have  been  rated  as 
a 7.  If  the  therapist  did  not  expect  the  paranoid 
ideation  to  completely  disappear  but,  rather,  to 
substantially  diminish,  he  may  have  listed  3 as 
the  goal  for  this  symptom.  Similarly,  if  on  ad- 
mission the  patient  exhibited  moderate  social 
problems  with  others,  he  may  have  rated  that  a 5, 
and  set  1 as  a goal  for  this  target  area.  In  gener- 
al, about  five  to  seven  target  areas  were  chosen 
and  rated  weekly.  An  overall  evaluation  was  one 
target  area  all  patients  had  in  common. 

This  procedure  enabled  the  unit  chief,  the  clini- 
cal director,  the  chairman  of  the  utilization  review 
committee  or,  in  fact,  any  interested  person  to 
have  at  his  fingertips  a “fever  chart”  of  patients’ 
progress.  Since  the  computer  would  easily  print 
out  not  only  the  most  recent  evaluation,  but  also 
a composite  of  previous  weeks,  we  were  able  to  tell 
at  a glance  which  patients  were  approaching  the 
goals  of  treatment  and  also  which  patients  were 
not.  These  reports  were  available  for  team  meet- 
ings on  the  units  and  became  a part  of  the  weekly 
review  of  patient  progress. 

The  function  of  the  utilization  review  commit- 
tee was  changed.  The  chairman  of  this  commit- 
tee reviewed  the  patient  progress  records,  chose  a 
patient  who  was  not  doing  well,  and  reviewed  that 
patient.  Instead  of  a review  following  discharge, 
it  took  place  during  hospitalization,  and  the  ther- 
apist and  unit  chief  participated  in  the  discussion. 
A reassessment  of  the  case  was  made  and  fre- 
quently the  treatment  program  was  altered  signif- 
icantly. For  the  first  time  at  Hillside  Hospital,  it 
was  possible  to  be  alerted  to  potential  treatment 
failures  before  the  situation  became  obvious  to  all 
concerned. 

However,  several  significant  problems  re- 
mained. The  most  severe  problem  had  to  do  with 
the  clinician’s  resistance  to,  and  distrust  of,  com- 
puter reports.  We  first  recognized  this  difficulty 
when  we  began  to  substitute  printouts  of  the  men- 
tal status  examination  report  for  the  written  men- 
tal status.  In  spite  of  the  fact  that  comparison 
studies  clearly  indicated  that  the  computer  print- 
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outs  yielded  more  information  than  was  usually 
contained  on  the  written  reports,  there  was  almost 
uniform  objection  to  the  use  of  the  computer 
forms.  The  standardized  methods  never  seem  to 
be  able  to  capture  the  idiosyncratic  qualities  of  a 
particular  patient.  The  clinical  staff  objections 
consisted  of  feelings  that  the  standardized  reports 
were  in  a sense  dehumanizing  and  emphasized  the 
deindividualizing  aspects  of  the  reports.  This 
reached  the  point  on  one  unit  where  the  unit  chief 
required  the  psychiatric  resident  to  write  two 
mental  status  examinations,  “one  for  the  comput- 
er and  one  for  me.”  In  an  attempt  to  capture  the 
individual  differences  of  patients,  the  patient 
progress  reports  listed  no  specific  target  areas,  but 
asked  each  therapist  to  specify  his  own  goals  for 
each  patient.  This  proved  to  be  far  more  accept- 
able to  the  staff.(  Nevertheless,  resistance  to  any 
new  form  was  still  encountered  and,  at  the  begin- 
ning, up  to  20  per  cent  of  the  patient  progress  rec- 
ords were  not  filled  out  within  the  expected  period 
of  time.  This  has  improved  lately,  but  we  still 
run  a delinquency  rate  that  approaches  10  per 
cent.  Another  problem  with  the  patient  progress 
record  is  that  it  is  totally  dependent  on  the  thera- 
pist. If  the  therapist  either  misses  a significant 
area  of  the  patient’s  illness,  or  for  some  reason 
does  not  enter  an  important  target  area  on  the 
record,  there  is  no  way  for  the  computer  to  record 
this.  We  have  met  this  problem  by  requesting 
that  the  initial  goals  of  treatment  be  set  not  just 
by  the  treating  therapist  but  by  the  clinical  team 
on  that  unit  as  well. 

Resistance  to  forms 

Resistance  to  filling  out  forms  on  patients  is  not 
a new  phenomenon  at  Hillside  Hospital.  At  one 
point,  we  were  interested  in  why  medication  was 
ordered  and  why  it  was  changed  or  discontinued. 
A form  was  developed  consisting  of  approximate- 
ly 15  boxes  and  the  physician  was  asked  to  simply 
check  one  box  each  time  he  wrote  an  order  for 
psychotropic  medication.  The  boxes  contained 
such  phrases  as  anxiety,  depression,  drowsiness, 
and  similar  descriptions  of  symptoms  and  side  ef- 
fects. The  forms  were  attached  to  the  physicians’ 
order  books.  Nevertheless,  on  some  wards,  the 
compliance  rate  was  zero  per  cent,  and  in  the  best 
unit  the  rate  was  66  per  cent.  It  was  only  after 
the  medical  director  and  the  clinical  director 
made  it  clear  that  the  orders  would  not  be  picked 
up  from  the  order  sheet  unless  the  drug  order  form 
was  completed  that  there  was  a marked  increase 
in  filling  out  the  forms. 

This  experience  made  us  question  the  nature  of 
the  resistances  encountered.  It  seemed  that  there 
was  both  a manifest  as  well  as  a latent  content  to 
the  resistance  to  evaluation  procedures.  We  de- 
cided to  begin  with  the  manifest  content.  There 
was  an  increasing  gulf  between  the  clinical  staff 
and  the  research  staff.  A committee  was  formed 


consisting  of  members  of  both  staffs  to  function  as 
a coordinating  group.  Before  any  new  form  was 
made  operational,  this  group  had  an  opportunity 
to  discuss  it,  react  to  it,  and  modify  it.  It  also 
was  agreed  that  no  forms  would  be  utilized  until 
proper  feedback  systems  were  developed.  The 
clinical  staff  objected  strenuously  to  filling  out 
forms  without  ever  receiving  any  benefit  from 
them.  Reporting  methods  had  to  be  seen  to  be 
clinically  relevant  before  implementation.  An  at- 
tempt was  made  to  modify  the  standardized  forms 
so  that  anecdotal  notes  for  particular  patients 
could  be  added  easily  to  the  forms. 

All  this  helped  somewhat,  but  we  were  left  with 
unspoken  resistances.  Although  some  of  these  re- 
sistances may  be  unconscious,  many  of  them  are 
not,  and  the  clinicians  are  quite  aware  of  them. 
It  is  easy  for  the  clinician  to  object  to  the  forms 
as  being  additional  work.  It  is  far  more  difficult 
for  him  to  admit  to  himself  as  well  as  to  others 
that  he  really  objects  to  exposure.  Up  until  the 
treatment  evaluation  program  was  initiated,  the 
clinical  staff  was  conducting  treatment  in  whatev- 
er way  they  felt  made  sense.  The  therapist  pre- 
sented selected  material  to  the  supervisor  and  de- 
termined what  information  entered  the  chart. 
The  patient  progress  record  brought  with  it  two 
significant  changes.  Not  only  could  the  senior 
staff  glance  at  a chart  and  note  the  hospital 
course  but,  more  importantly,  the  evaluative  pro- 
cess was  measured  in  terms  of  behavior  rather 
than  in  terms  of  the  therapist’s  concepts  of  sick- 
ness and  health.  In  the  past,  patients  were  con- 
sidered to  be  “good  patients”  if  in  their  therapeu- 
tic interviews  they  produced  material  which  was 
verbal  and  introspective.  Patients  were  consid- 
ered to  be  “poor  patients”  if  they  were  the  re- 
verse. This  resulted  in  many  patients  being  dis- 
charged with  little  or  no  behavioral  change  and 
superficial  insight  into  their  problems.  Now  we 
were  indicating  that  what  was  important  was 
change  in  specific  target  areas,  and  we  were  more 
concerned  with  what  the  patient  did  than  with 
what  the  patient  said.  Further,  these  behavioral 
changes  could  be  measured  for  each  patient,  and 
we  would  soon  be  able  to  compare  one  therapist’s 
results  with  another.  Recently,  the  patient  prog- 
ress record  was  discontinued.  It  had  served  the 
purpose  of  refocusing  the  attention  of  the  thera- 
pist on  the  product  rather  than  on  the  process  of 
treatment.  The  introduction  of  the  problem-ori- 
ented medical  record  will  continue  this  orienta- 
tion. 

Conclusion 

The  objections  that  psychotherapy  is  an  art  or 
that  emotional  problems  cannot  be  quantified  are 
irrelevant.  Only  by  implementing  systematic  ex- 
amination of  our  treatment  programs  will  we  be 
able  to  achieve  our  goals  of  establishing  an  early 
warning  system,  meeting  the  requirements  of  pub- 
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lie  accountability,  and  continuing  our  clinical  re- 
search. For  the  future,  we  plan  not  only  to  alert 
the  clinical  director  to  patients  who  are  not  doing 
well  in  the  hospital,  but  also  to  use  the  computer 
to  recommend  treatment  programs  for  various 
groups  of  disorders.  We  plan  to  have  a panel  of 
experts  program  the  computer  for  treatment  rec- 
ommendations for  certain  diagnostic  groupings. 
We  are  thinking  of  providing  the  treating  thera- 
pist with  computer  support  and  suggestions  on 
one  half  of  his  patients  and  then  comparing  the 
two  groups.  If  the  experts  are  correct,  then  the 
group  of  patients  treated  as  the  computer  suggests 
should  get  better  faster  and  leave  the  hospital  ear- 
lier than  the  control  group.  As  can  be  seen  easily, 
there  are  an  unlimited  variety  of  programs  for  the 
future.  One  thing,  however,  that  is  certain  is  that 
the  day  has  passed  when  the  therapist  can  simply 
say,  “I  am  the  patient’s  therapist  and  I will  con- 
tinue to  treat  the  patient  in  my  own  way.”  The 


expense  of  hospital  care,  the  state  of  the  knowl- 
edge of  psychiatry  today,  and  the  public  demand 
for  excellence  of  service  will  no  longer  permit  this. 
Although  the  practice  of  psychiatry  has  not  yet 
approached  the  amphitheater  of  surgery,  it  is 
moving  away  from  the  mystery  of  the  closed  door. 

Summary 

The  evaluation  of  treatment  has  been  the  bane 
of  psychiatry  since  its  development  as  a branch  of 
scientific  medicine.  Numerous  attempts  have 
been  made  to  isolate  and  measure  the  effective- 
ness of  discreet  treatment  modalities,  such  as,  in- 
dividual and  group  psychotherapy,  the  therapeu- 
tic community,  and  psychotropic  drugs.  This  ar- 
ticle is  concerned  with  the  evaluation  of  the  total 
treatment  program  of  an  inpatient  psychiatric 
hospital  and  deals  with  a variety  of  instruments 
utilized  in  this  process. 
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Acute  Illness 
with  Elevated 
Serum  Amylase 

Case  presentation 

Soo  Duk  Lee,  M.D.:  A sixty-eight-year-old 

white  woman  came  to  the  emergency  department 
with  complaints  of  nausea,  vomiting,  and  epigas- 
tric pain  radiating  through  to  the  back  which 
began  immediately  following  breakfast.  The  pain 
had  progressed  and  became  localized  in  the  epi- 
gastrium and  umbilical  regions  with  some  radia- 
tion to  the  right  shoulder.  She  had  vomited 
brownish-black  material  after  having  taken  coffee 
with  her  breakfast.  She  denied  previous  gastroin- 
testinal complaints. 

The  past  medical  history  was  entirely  negative, 
except  for  an  unspecified  allergy  to  “all  medica- 
tions.” There  was  no  history  of  alcoholism  or  re- 
cent medication. 

Physical  examination  on  admission  to  the  inpa- 
tient service  revealed  a blood  pressure  of  180/100 
mm.  Hg,  a pulse  rate  of  72,  and  a respiratory  rate 
of  20  per  minute;  the  temperature  was  100°F. 
The  right  lobe  of  the  thyroid  appeared  slightly 
enlarged  and  firm;  the  heart  and  lungs  were  not 
remarkable.  Abdominal  examination  revealed 
diffuse  tenderness  to  palpation  with  slight  re- 
bound tenderness  maximal  in  the  epigastric  re- 
gion. There  was  mild  diffuse  guarding  but  with- 
out abdominal  distention  or  palpable  masses. 
The  bowel  sounds  were  markedly  diminished, 
and  the  presence  of  ascites  was  questionable. 
The  rectal  examination  revealed  only  formed 
brown  stool. 

The  laboratory  examinations  revealed  normal 
hemoglobin  and  hematocrit,  and  the  white  blood 
count  was  11,100  with  90  per  cent  polymorphonu- 
clear forms  and  5 per  cent  band  forms.  The  blood 
glucose  op  admission  was  140  mg.,  and  the  blood 
urea  nitrogen  was  21.5  mg.  per  100  ml.  The 
serum  sodium,  chloride,  potassium,  and  carbon 
dioxide  content  were  normal.  The  serum  amylase 
was  2,210  (normal,  50  to  180  units);  the  vomitus 


was  positive  for  occult  blood,  but  the  feces  were 
negative  on  a guaiac  test.  The  urine  examination 
revealed  a trace-positive  finding  for  protein,  a 1 
plus  positive  result  for  glucose,  and  a negative  mi- 
croscopic examination. 

The  electrocardiogram  revealed  minor  S-T  seg- 
ment abnormalities  compatible  with  myocardial 
ischemia. 

The  chest  x-ray  film  revealed  slight  cardiac  en- 
largement with  left  ventricular  prominence;  the 
left  costophrenic  angle  was  obscured  by  the  left 
cardiac  border  and  overlying  breast  tissue.  The 
flat  film  of  the  abdomen  revealed  a normal  gas 
pattern,  intact  psoas,  renal  shadows,  and  two  cal- 
cific densities  in  the  right  lower  quadrant  which 
probably  represented  calcified  mesenteric  lymph 
nodes  (Fig.  1). 

During  the  first  day  in  the  hospital,  the  pa- 
tient’s temperature  rose  to  102. 4°F.  She  was 
treated  with  nasogastric  suction,  intravenous 
fluids,  prochlorperazine  (Compazine),  propanthe- 
line (Pro-Banthine),  meperidine  (Demerol),  and 
ampicillin.  During  the  second  hospital  day,  there 
was  some  diminution  in  pain,  the  temperature  re- 
mained at  102. 4°F.,  and  the  physical  findings  were 
unchanged.  The  white  blood  count  was  4,400, 
with  72  per  cent  mature  polymorphonuclear  forms 
and  11  per  cent  immature  forms.  The  serum  cal- 
cium was  8.5  mg.,  the  phosphorus  4.9  mg.,  the 
blood  glucose  175  mg.,  the  uric  acid  6 mg.,  the 
cholesterol  150  mg.,  the  blood  urea  nitrogen  24 
mg.,  the  total  protein  6.2  Gm.  (albumin  3.4  Gm.), 
and  the  serum  bilirubin  1.2  mg.  (normal,  0.2  to  1 
mg.)  per  100  ml.  The  alkaline  phosphatase  was 
70  microunits  (normal,  30  to  85  units),  the  lactic 
dehydrogenase  222  microunits  (normal,  100  to 
225),  the  serum  glutamic  oxalic  transaminase  77 
microunits  (normal,  15  to  35),  the  serum  amylase 
889  units,  and  the  serum  lipase  0.7  units  (normal, 
0 to  1 unit)  per  100  ml.  A portable  film  of  the 
abdomen  showed  no  evidence  of  marked  disten- 
tion of  the  gastrointestinal  tract,  a chest  film 
showed  haziness  in  the  left  costophrenic  angle  ex- 
tending laterally  up  the  chest  wall  to  the  area  of 
the  left  fifth  rib,  and  the  lung  fields  appeared 
clear.  An  increased  widening  of  the  superior  me- 
diastinum, especially  on  the  right,  was  interpreted 
as  prominent  brachiocephalic  vessels. 
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FIGURE  1.  Flat  film  of  abdomen,  showing  normal  in- 
testinal gas  pattern  and  two  calcified  masses  in  right 
lower  quadrant. 


During  the  next  three  days,  the  patient’s  tem- 
perature remained  elevated  at  approximately 
101°F.  There  was  diminution  of  abdominal  pain, 
although  the  abdomen  remained  slightly  distend- 
ed, and  bowel  sounds  were  hypoactive;  abdominal 
ascites  remained  questionable.  On  the  fifth  hos- 
pital day  a physician  detected  some  fullness  in  the 
epigastric  area  and  entertained  the  possibility  of  a 
pseudocyst  of  the  pancreas;  the  surgical  consul- 
tant concurred  with  the  finding  of  epigastric  full- 
ness but  could  not  feel  an  actual  mass.  At  the 
same  time,  rales  became  audible  over  the  left  pos- 
terior lung  field,  and  the  cardiac  examination  was 
not  remarkable  except  for  tachycardia.  Serum 
electrolyte  levels  remained  normal  except  for  po- 
tassium values  of  2.5  and  2.8  mEq.  per  liter  (nor- 
mal 3.5  to  5 mEq.  per  liter).  Blood  urea  nitrogen 
at  this  time  was  9 mg.,  a repeat  serum  calcium  8.2 
mg.,  serum  amylase  36  units,  and  urine  amylase 
196  mg.  in  a two-hour  specimen  (normal,  less  than 
300  units). 

On  the  sixth  hospital  day,  the  abdomen  was  less 
distended  and  was  nontender;  at  this  time  a large 
irregular  nodular  liver  was  reported  as  extending  2 
fingerbreadths  below  the  right  costal  margin;  no 
epigastric  mass  could  be  felt,  and  the  fullness  was 


thought  to  represent  a large  liver.  There  ap- 
peared to  be  evidence  of  consolidation  of  the  left 
lower  lung  with  absence  of  vesicular  breath  sounds 
and  presence  of  inspiratory  rales  and  bronchial 
breathing;  chest  x-ray  films  revealed  persistent 
haziness  in  the  left  lower  lung  field  and  exaggerat- 
ed pulmonary  markings  with  some  coalescence  in 
the  right  lung  base  (Fig.  2). 

Throughout  the  balance  of  the  sixth  hospital 
day,  the  patient’s  condition  deteriorated  with  pro- 
gressive drowsiness,  agitation,  increasing  abdomi- 
nal distention,  diminution  of  bowel  sounds,  and 
mottling  over  the  lower  abdomen.  The  patient 
expired  late  on  the  same  evening. 

Discussion 

John  T.  Flynn,  M.D.*:  All  of  my  colleagues 

have  hinted  that  the  final  answer  in  this  case  is 
obvious,  but  it  is  not  obvious  to  me.  Let  me  re- 
view the  factors  which  influence  me  to  believe 
that  the  patient  must  have  had  pancreatitis,  but 
let  me  hasten  to  add  that  this  must  be  only  part 
of  the  story. 

The  patient  presented  abdominal  symptoms 
and  findings  which  were  entirely  compatible  with 
an  acute  episode  of  pancreatitis  whether  it  was  an 
initial  acute  attack  or  an  acute  exacerbation  of 
chronic  pancreatitis. 

The  second  paragraph  in  the  protocol  is  the 
prime  locus  of  information  in  which  we  must  put 
most  of  our  faith  in  trying  to  make  the  proper  di- 
agnosis here.  If  we  are  to  believe  that  the  pa- 
tient’s past  history  included  no  prior  manifesta- 
tions of  pancreatitis,  then  presumably  this  must 
be  the  very  first  attack.  Second,  there  is  an  em- 
phasis in  that  paragraph  that  the  patient  did  not 
overindulge  in  alcohol.  I assume  that  this  infor- 
mation was  secured  from  relatives  who  confirmed 
the  patient’s  statements  in  that  respect.  When 
the  history  of  alcoholism  is  positive,  it  helps  us; 
when  it  is  negative,  it  may  be  meaningless  be- 
cause of  the  factors  in  our  society  which  frown  on 
alcoholism  and  tend  to  encourage  its  concealment. 
We  have  had  so  many  instances  in  which  a nega- 
tive history  of  alcoholism  was  followed  at  autopsy 
by  gross  evidence  of  Laennec’s  hepatic  cirrhosis 
and  an  associated  chronic  pancreatitis  that,  even 
in  the  best  clinical  situations,  the  matter  of  a neg- 
ative alcoholic  history  remains  suspect. 

The  remainder  of  the  past  history  is  not  partic- 
ularly helpful;  we  have  no  history  of  long-term 
prior  illness.  In  spite  of  the  blood-pressure  eleva- 
tion at  the  time  of  admission,  subsequent  observa- 
tions did  not  confirm  the  presence  of  a persistent 
and  possibly  long-standing  hypertension.  The 
patient  reported  herself  to  be  allergic  to  many 
medications,  but  this  was  unconfirmed  by  the 
later  experience  which  showed  that  she  was  given 
prochlorperazine,  propantheline,  ampicillin,  and 
meperidine  without  any  evidence  of  ill  effect. 

* Chief  of  Medicine,  Beekman-Downtown  Hospital. 
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Perhaps  she  had  a fertile  imagination  with  re- 
gard to  medications  or  had  a fear  of  them.  It  is 
also  conceivable  that  from  time  to  time  she  had  a 
number  of  symptoms,  possibly  digestive  in  char- 
acter, which  she  always  tended  to  blame  on  medi- 
cations but  were  actually  related  to  some  other 
disease,  possibly  of  the  biliary  tract  or  of  the  pan- 
creas. Here  again  we  are  on  uncertain  ground. 

Needless  to  say,  the  patient’s  symptoms  at  the 
time  of  admission  were  entirely  compatible  with 
pancreatitis,  as  were  the  abdominal  findings 
which  included  a diffuse  tenderness  with  maximal 
discomfort  in  the  epigastric  region  on  palpation, 
only  slight  rebound  tenderness,  and  mild  diffuse 
guarding. 

The  increased  number  of  polymorphonuclear 
forms  on  the  differential  white  blood  count  and 
the  elevated  blood-glucose  level  on  admission  are 
compatible  with  pancreatitis,  although  obviously 
not  diagnostic.  The  normal  serum  electrolyte  lev- 
els suggest  that  the  patient  had  not  vomited  per- 
sistently and  recurrently  over  a considerable  peri- 
od of  time  and  perhaps  had  not  been  on  any  long- 
term chlorothiazide  or  other  diuretic  therapy  for 
blood-pressure  elevations.  While  it  is  always  haz- 
ardous to  put  all  of  one’s  diagnostic  reliance  on  a 
single  laboratory  test,  I must  admit  that  I am  im- 
pressed with  a serum  amylase  level  of  2,210  units 
which  is  about  10  to  15  times  the  normal.  Most 
students  of  the  subject  of  pancreatitis  appear  to 
feel  that  if  the  serum  amylase  level  is  above  5 
times  the  normal,  one  must  seriously  consider 
pancreatitis  as  the  most  probable  diagnosis,  but 
when  the  level  rises  above  10  times  the  normal, 
the  diagnosis  of  pancreatitis  is  imperative. 

Other  laboratory  findings  in  this  case  are  of 
lesser  importance  in  pointing  toward  a diagnosis 
of  pancreatitis,  but  they  are  certainly  compatible 
with  that  impression;  such  tests  are  the  positive 
results  for  glycosuria,  the  nonspecific  electrocar- 
diographic changes,  the  slight  decrease  in  serum 
calcium,  the  slight  elevation  of  serum  bilirubin, 
and  the  possibility  of  minimal  abdominal  ascites. 
The  positive  guaiac  test  on  the  vomitus  is  too 
nonspecific  to  be  helpful.  In  addition,  the  impact 
of  the  history  of  black-brown  vomitus  prior  to  ad- 
mission is  blunted  by  the  collateral  history  that 
the  patient  had  been  drinking  coffee  shortly  before 
that  time.  There  was  little  evidence  of  serious 
gastrointestinal  hemorrhage  since  the  stool  guaiac 
was  negative,  there  was  no  active  diarrhea,  the 
blood  hemoglobin  remained  at  normal  levels,  and 
the  blood  urea  nitrogen  remained  within  normal 
limits.  The  normal  serum  alkaline  phosphatase 
of  70  units  would  suggest  that,  if  the  patient  had 
any  obstruction  of  the  pancreatic  duct,  a signifi- 
cant prolonged  obstruction  should  not  be  present 
in  the  common  bile  duct  or  biliary  tree.  One  gets 
the  impression  that  whatever  disease  process  is 
going  on,  it  is  more  likely  to  be  confined  to  the 
pancreatic  duct  system  and  to  the  pancreas  than 
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FIGURE  2.  Chest  film,  showing  coalescence  of  densi- 
ties in  right  lower  lung  field  suggestive  of  bronchopneu- 
monia and  pleural  fluid  on  left. 

also  to  involve  the  biliary  system.  Having  said 
that,  however,  I hasten  to  add  that  such  a conclu- 
sion is  not  always  a reliable  one.  The  two  duct 
systems,  biliary  and  pancreatic,  are  so  closely  con- 
nected that  very  often  the  defects  and  diseases  of 
one  are  reflected  in  the  other. 

The  patient’s  clinical  course  was  one  of  steady 
improvement  initially,  with  a progressive  and  fair- 
ly rapid  return  of  the  serum  amylase  toward  nor- 
mal levels.  However,  I might  point  out  that  this 
reduction  in  amylase  levels  is  also  compatible 
with  a progressive  and  complete  destruction  of  the 
pancreas,  in  which  case  there  is  no  more  enzyme 
production  by  the  destroyed  pancreatic  cells. 

The  serum  lipase  level  of  0.7  units  is  normal  but 
is  consistent  with  acute  pancreatitis  of  any  cause. 
The  presence  of  pleural  effusion  is  a common  find- 
ing in  pancreatitis  also,  and  the  pleural  fluid  may 
contain  pancreatic  enzymes  that  have  gravitated 
from  the  retroperitoneal  space  into  the  left  pleural 
cavity  or  into  the  area  between  the  parietal  pleura 
and  the  chest  wall.  I think  we  can  disregard  the 
x-ray  film  report  of  increased  widening  of  the  su- 
perior mediastinum  as  being  immediately  related 
to  the  pancreatitis;  a review  of  the  entire  series  of 
films  shows  that  this  was  a stable  and  unchanged 
finding  throughout  the  period  of  several  months  of 
contact  with  this  patient. 

I mentioned  that  abdominal  ascites  can  result 
from  pancreatitis  in  the  absence  of  any  hepatic 
cirrhosis;  this  ascitic  fluid  can  also  contain  high 
levels  of  pancreatic  enzymes.  This  excessive  se- 
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cretion  may  persist  for  months  and  does  not  have 
to  be  associated  with  a fistula  from  the  pancreas 
into  the  peritoneal  cavity. 

If  this  patient  presented  only  symptoms  of 
acute  pancreatitis,  there  would  be  hardly  reason 
to  use  her  clinical  course  and  autopsy  findings  as 
the  subject  matter  for  a clinicopathologic  confer- 
ence of  this  type.  Over  and  above  that  consider- 
ation. however,  there  are  certain  other  features  of 
this  case  which  disturb  me  and,  in  addition,  con- 
vince me  that  some  other  process  is  going  on  here 
besides  pancreatitis.  The  low  serum  potassium 
values  are  disturbing,  particularly  since  I could 
not  determine  from  a study  of  the  literature 
whether  nasogastric  suction  over  a fairly  long  pe- 
riod of  time  ever  would  produce  a low  serum  po- 
tassium in  the  absence  of  additional  vomiting  or 
additional  diarrhea.  Then  we  have  to  consider 
the  report  of  a “large  nodular  liver.”  We  are  al- 
ways on  uncertain  ground  here,  at  least  in  my  own 
experience.  I have  seen  too  many  instances  where 
we  clinicians  thought  that  the  liver  was  nodular 
on  physical  examination,  and  then,  at  autopsy  or 
laparotomy,  found  the  liver  was  not  nodular  at  all. 
Other  abdominal  organs  such  as  bowel,  omentum, 
or  distended  gallbladder  can  contribute  to  this 
confusion  at  the  bedside. 

The  rales  in  the  left  posterior  lung  base  and  the 
progressive  evidences  of  bronchopneumonia  with 
pulmonary  consolidation  would  be  a very  unusual 
finding  in  fatal  pancreatitis.  Pleural  effusion  and 
pneumonia  can  occur  with  patients  who  recover, 
but,  in  the  presence  of  pancreatitis  that  causes  a 
death  within  five  days,  pneumonia  is  unusual. 

Dr.  Batillas,  may  we  review  the  x-ray  films  with 
you? 

John  Batillas,  M.D.:  The  chest  film  on  ad- 

mission, a supine  study,  demonstrated  cardiomeg- 
alv  of  a left  ventricular  type  with  some  atheroscle- 
rosis of  the  transverse  portion  of  the  aorta.  There 
is  widening  of  the  superior  mediastinum  bilateral- 
ly on  admission  as  well  as  on  the  film  taken  four 
months  earlier;  this  was  interpreted  as  repre- 
senting the  bracheocephalic  vessels.  Another  pos- 
sibility would  be  a thyroid  gland  enlargement 
with  substernal  extension.  The  trachea  is  in  the 
midline. 

The  film  of  the  abdomen  on  admission  is  unre- 
markable. There  is  no  evidence  of  an  enlarged 
liver  or  spleen  and  no  evidence  of  ascites  or  intes- 
tinal obstruction  (Fig.  1).  The  calcifications  in 
the  right  midabdomen  have  the  appearance  of  cal- 
cified mesenteric  nodes;  the  presence  of  haziness 
or  ground-glass  appearance  as  the  sole  indication 
of  ascites  has  only  limited  value.  One  has  to  take 
into  account  other  factors,  such  as  radiographic 
technique  and  obesity. 

Follow-up  chest  films  demonstrate  blunting  of 
the  left  costophrenic  angle  and  an  area  of  in- 
creased density  at  the  left  base  peripherally.  We 
are  dealing  with  pleural  reaction,  whether  thick- 


ening or  fluid  is  difficult  to  say.  On  the  earlier 
film  that  we  have,  there  is  some  haziness  at  the 
left  base,  so  I could  not  delineate  comparable 
shadows.  I would  favor  a recent  rather  than  a re- 
mote origin  of  this  haziness  and  therefore  would 
favor  pleural  fluid  as  opposed  to  pleural  thicken- 
ing. 

The  follow-up  abdominal  film  again  is  unre- 
markable, with  no  evidence  of  either  intestinal  ob- 
struction or  ascites. 

On  the  final  portable  chest  film,  the  markings 
are  increased  bilaterally,  suggesting  pulmonary 
congestion.  There  is  evidence  of  coalescence  at 
the  right  base  due  to  a bronchopneumonic  pro- 
cess, and  again  we  see  haziness  at  the  left  base 
with  obliteration  of  the  left  leaf  of  the  diaphragm 
and  of  the  left  costophrenic  angle  by  the  pleural 
fluid  (Fig.  2).  The  widened  superior  mediastinum 
is  again  seen  and  has  not  changed  during  this  en- 
tire sequence  of  films. 

Yat  Ting  Moy,  M.D.:  Is  there  any  free  air 

under  the  diaphragm? 

Dr.  Batillas:  There  are  no  upright  films  avail- 
able, so  I cannot  exclude  free  air,  but  there  is  no 
evidence  of  it  otherwise. 

Norman  S.  Blackman,  M.D.:  Is  there  any- 

thing characteristic  about  the  calcifications  that 
are  seen  in  the  abdomen? 

Dr.  Batillas:  I think  they  are  characteristic  in 
so  far  as  they  resemble  mesenteric  nodes.  The 
other  possibility  to  be  mentioned  about  any  calci- 
fication in  the  right  lower  quadrant  is  an  appendi- 
ceal lesion;  but  we  have  three  calcifications  scat- 
tered about  the  area,  so  I would  prefer  to  call 
them  calcified  mesenteric  nodes. 

Dr.  Blackman:  These  calcifications  are  quite 
large,  and  they  seem  to  be  localized  in  one  area. 
Is  it  possible  that  they  could  be  in  the  gallblad- 
der? 

Dr.  Batillas:  It  is  always  possible;  however, 

they  do  seem  quite  low  in  position  overlying  the 
right  iliac  crest.  The  liver  does  not  appear  to  be 
enlarged  by  x-ray  film  either. 

Dr.  Flynn:  How  about  fat  necrosis,  Dr.  Black- 
man? 

Dr.  Blackman:  I was  thinking  of  that  too. 

This  appears  to  be  an  acute  attack  of  pancreati- 
tis clinically,  but  there  may  have  been  previous 
attacks  that  were  not  noted.  The  calcifications 
could  be  the  result  of  an  earlier  attack  or  attacks 
of  acute  pancreatitis. 

Dr.  Batillas:  It  would  be  uncommon  if  pan- 

creatitis produced  these  calcifications,  at  least 
from  a radiologic  point  of  view. 

Dr.  Flynn:  I tried  to  determine  if  nodular  fat 

necrosis  might  be  palpable  over  the  upper  abdo- 
men, but  I could  not  find  any  statement  in  sup- 
port of  the  idea. 

Dr.  Blackman:  I am  impressed  by  the  medi- 

astinal widening.  It  does  not  look  to  me  as 
though  these  are  what  we  ordinarily  find  with  en- 
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larged  bracheocephalic  vessels.  The  enlargement 
is  bilateral,  and  the  “vessel"  shadow  does  not 
seem  to  merge  directly  with  the  heart  shadow.  It 
would  seem  as  though  there  was  an  extension 
from  the  neck.  Would  you  agree  to  that,  Dr.  Ba- 
tillas? 

Dr.  Batillas:  The  superior  mediastinal  soft- 

tissue  density  is  merging  with  the  aorta  and  is 
quite  prominent  and  striking.  It  is  causing  mini- 
mal deviation  of  the  trachea  to  the  right  on  the 
initial  film,  although  this  is  not  confirmed  on  sub- 
sequent studies  where  the  trachea  does  appear  to 
be  in  the  midline.  This  is  one  reason  why  I men- 
tion an  enlarged  thyroid  as  an  alternative  possi- 
bility. 

Stanley  S.  Yormak,  M.D.:  Since  the  patient 

was  hypertensive  and  developed  epigastric  symp- 
toms, was  she  receiving  reserpine  or  medication 
with  reserpine  in  it? 

Dr.  Flynn:  Not  according  to  the  protocol.  To 
repeat  again,  the  elements  in  favor  of  a diagnosis 
of  pancreatitis  are  the  acute  onset  of  upper  gas- 
trointestinal symptoms,  the  diffuse  tenderness 
maximal  in  the  epigastrium,  the  elevated  white 
count,  the  high  polymorphonuclear  percentage, 
the  elevated  blood  glucose,  the  glycosuria,  and  the 
serum  amylase.  The  ascites  was  questionable  at 
best  but  can  be  due  to  pancreatitis,  although  this 
appears  usually  when  the  pancreatitis  is  associ- 
ated with  a long  history  of  alcoholism  or  trauma 
to  the  abdomen.  I am  greatly  impressed  by  the 
marked  elevation  of  the  serum  amylase  which  is 
practically  diagnostic,  since  it  is  more  than  10 
times  the  normal  level.  Very  frequently  in  pan- 
creatitis, the  serum  amylase  may  reach  these  lev- 
els, and  the  urinary  amylase  may  be  as  much  as 
20  times  the  normal  level.  Both  these  elevations 
tend  to  drop  very  rapidly  the  first  three  to  seven 
days  after  the  onset  of  symptoms;  the  serum  li- 
pase tends  to  be  elevated  somewhat  later  on  and 
may  return  to  normal  over  a slightly  longer  period 
of  time.  The  electrocardiogram  shows  changes 
suggestive  of  ischemia,  but  at  times  in  pancreati- 
tis the  electrocardiographic  changes  may  mimic 
those  of  an  acute  myocardial  infarction.1 

Against  the  concept  of  pancreatitis  is  the  nor- 
mal gas  pattern  in  the  bowel  and  the  normal 
serum  lipase,  but  these  bits  of  evidence  are  not 
terribly  impressive  negative  facts  against  pancrea- 
titis. Admittedly,  chronic  pancreatitis  is  most 
probably  not  present  in  this  patient,  in  view  of  the 
absence  of  pancreatic  calcifications,  the  lack  of  a 
history  of  recurrent  pain,  and  the  absence  of  a his- 
tory of  alcoholism  over  the  preceding  eight  to  ten 
years. 

I must  mention  in  passing  that  an  elevated 
serum  amylase  can  be  present  in  mumps,  abdomi- 
nal operations,  perforations  of  peptic  ulcers,  acute 
cholecystitis,  intestinal  obstruction,  acute  appen- 
dicitis, renal  insufficiency,  acute  gynecologic  dis- 
ease, ruptured  ectopic  pregnancy,  the  use  of 


parasympathomimetic  drugs  and  of  morphine-like 
narcotics,  nonpenetrating  abdominal  trauma,  and 
cholangiography.  Needless  to  say,  none  of  these 
conical  situations  appear  to  apply  in  this  patient’s 
case  with  the  possible  exception  of  biliary  tract 
disease,  which  I will  mention  later. 

While  the  progressive  improvement  over  several 
days  in  both  symptoms  and  physical  signs,  with 
rapid  reductions  in  the  serum  and  urinary  amy- 
lase, would  be  entirely  compatible  with  pancreati- 
tis, I am  still  uncertain  as  to  why  the  patient 
failed  to  survive.  You  might  think  that  such  a 
patient  would  be  particularly  susceptible  to  inter- 
current infections  and  possibly  pneumonia,  but 
curiously  enough  in  the  cases  of  acute  fatal  pan- 
creatitis, the  list  of  immediate  causes  of  death  in- 
cludes just  about  everything  except  acute  pulmo- 
nary illnesses.2  In  spite  of  the  clinical  findings,  I 
cannot  rely  on  an  episode  of  pneumonia  as  the 
complete  explanation  for  the  patient’s  fatal 
course. 

What  about  the  possibility  of  biliary  tract  dis- 
ease in  this  patient?  We  have  no  history  in  any 
way  suggestive  of  such  a condition,  but  we  cannot 
ignore  the  possibility  that  it  may  be  present.  The 
factors  suitable  to  a diagnosis  of  biliary  tract  dis- 
ease include  the  patient’s  sex,  age,  obesity,  the 
acute  onset  of  abdominal  symptoms  after  a meal, 
the  abdominal  findings  on  physical  examination, 
the  possibility  of  an  associated  pancreatitis,  elec- 
trocardiographic findings  suggesting  ischemia,  and 
the  calcific  densities  in  the  right  lower  quadrant. 
Admittedly,  Dr.  Batillas  does  not  think  that 
these  represent  gallstones  nor  fat  necrosis,  and  I 
must  respect  his  opinion.  Even  though  the  pa- 
tient may  have  had  a completely  silent  biliary 
tract  disease,  still  one  fourth  to  one  third  of  all 
patients  who  have  had  previously  silent  gallstones 
will  develop  serious  symptoms  related  to  those 
stones  over  a twenty-year  period  of  medical  obser- 
vation.3 It  is  also  true  that  chronic  cholecystitis 
with  very  small  biliary  stones  can  be  present  even 
when  the  cholecystogram  looks  perfectly  normal 
and  even  when  the  surgeon  at  operation  is  unable 
to  detect  any  abnormality  of  the  gallbladder  or 
biliary  tract  by  palpation.  Biliary  tract  disease 
would  not  explain  the  allegedly  nodular  liver,  and 
if  a biliary  obstruction  were  present,  one  might 
expect  jaundice  and  an  elevated  alkaline  phospha- 
tase which  were  not  present  in  this  instance.  I 
was  interested  to  learn  that  with  acute  biliary  ob- 
struction, the  serum  alkaline  phosphatase  can  in- 
crease from  a normal  level  • of  2 to  4 Bodansky 
units  up  to  30  units  within  a period  of  five  days; 
thus,  if  biliary  obstruction  had  been  present  in  our 
patient,  one  would  have  expected  to  see  some 
such  increase  within  the  five-day  period  of  her 
hospitalization.  We  cannot  deny  the  well-known 
fact  that  biliary  tract  disease  is  present  in  70  per 
cent  of  cases  of  acute  pancreatitis,  and  in  half  of 
these  cases,  biliary  stones  are  present.  Cholelithi- 
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asis  is  six  times  more  prevalent  in  patients  with 
pancreatitis  than  in  any  unselected  autopsy  popu- 
lation. A common  channel  at  the  junction  of  the 
biliary  and  pancreatic  ducts  can  be  found  in  70 
per  cent  of  the  general  population,  and  a function- 
al common  channel  is  found  in  90  per  cent  of  pa- 
tients with  pancreatitis.  However,  a patient  with 
cholecystitis  who  develops  pancreatitis  just  does 
not  die  of  that  combination  of  conditions  alone. 
In  addition,  there  are  several  paradoxes  about 
the  relationship  of  pancreatic  and  biliary  tracts; 
pancreatic  juice  is  commonly  found  in  the  normal 
common  bile  duct  and  gallbladder,  but  bile  is  not 
found  normally  in  the  pancreatic  ducts.  Similar- 
ly, intravenous  cholangiography  does  not  demon- 
strate the  pancreatic  duct,  or  it  does  so  with  ex- 
treme rarity.  Only  when  there  are  anomalies  of 
biliary  and  pancreatic  ducts,  so  that  they  join  via 
an  anomalous  connection,  may  bile  enter  the  pan- 
creatic duct  quite  freely  and  yet  without  the  de- 
velopment of  pancreatitis.  The  chief  factor  in  the 
development  of  pancreatitis  appears  to  be  the  fac- 
tor of  intraductal  pressure  levels.  Injections  of 
bacterial  suspensions  into  the  pancreatic  duct  will 
lead  to  pancreatitis  but  so  will  injections  of  sterile 
water,  largely  because  of  the  factor  of  increased 
pressure  and  not  because  of  the  possibility  of  local 
infection.  Pancreatic  duct  ligation  alone  does  not 
produce  pancreatitis  but  rather  only  atrophy. 
Pancreatic  duct  ligation,  plus  injections  of  secre- 
tin for  the  purpose  of  increasing  pancreatic  secre- 
tion, will  lead  to  pancreatitis,  again  because  of  the 
rise  in  intraductal  pressure.  Such  a pressure  rise, 
on  reaching  a level  of  300  to  800  mm.  of  water, 
will  often  precipitate  pancreatitis  experimentally. 
If  then  we  are  to  blame  this  patient’s  episode  of 
pancreatitis  on  biliary  tract  disease,  we  will  have 
to  assume  that  biliary  tract  stones  were  present 
and  caused  an  obstruction  to  the  pancreatic  duct 
area  without  producing  biliary  tract  obstruction, 
jaundice,  and  an  elevated  alkaline  phosphatase.  I 
am  sure  all  of  you  join  me  in  mv  difficulty  in  ac- 
cepting such  a concept.  The  absence  of  any  prior 
history  of  biliary  tract  disease,  of  course,  leaves  us 
at  the  mercy  of  “silent”  stones,  but  I am  going  to 
vote  against  this  concept  for  the  reasons  I have 
just  mentioned. 

What  about  the  possibility  of  Laennec’s  cirrho- 
sis in  this  patient?  The  evidence  appears  slim 
because  of  the  low  serum  cholesterol,  the  slightly 
low  serum  albumin,  the  questionable  ascites,  the 
later  finding  of  an  irregular  enlarged  liver,  normal 
alkaline  phosphatase,  a serum  glutamic  oxaloace- 
tic transaminase  of  77  units,  and  the  terminal 
blood  urea  nitrogen  of  9 mg.;  the  drowsiness  and 
agitation  suggest  possible  hepatic  precoma.  I can 
then  conveniently  blame  a terminal  pneumonia  on 
serious  liver  damage  rather  than  on  pancreatitis 
by  itself.  We  are,  however,  faced  with  the  nega- 
tive evidence  in  regard  to  cirrhosis  which  is,  in 
this  instance,  a negative  history  of  alcoholism,  the 


absence  of  spiders  or  liver  palms,  the  absence  of 
gastrointestinal  bleeding,  and  the  nonprogressive 
ascites.  We  have,  however,  seen  typical  Laen- 
nec’s cirrhosis  in  a setting  where  all  of  these  latter 
signs  and  symptoms  were  entirely  absent,  so  I am 
not  sure  that  I have  furthered  the  argument  either 
for  or  against  the  presence  of  cirrhosis  by  this  dis- 
cussion. 

I would  certainly  dismiss  the  possibility  of  a bil- 
iary cirrhosis  in  this  patient.  Primary  biliary  cir- 
rhosis does  occur  in  women  past  middle  life,  but 
there  is  almost  always  a long  history  of  itching 
and  jaundice  with  slowly  progressive  enlargement 
of  a liver  which  is  not  nodular,  and  there  is  evi- 
dence of  obstructive  jaundice  with  an  elevated  al- 
kaline phosphatase. 

Obviously,  we  must  consider  the  possibility  of 
an  occult  neoplasm  in  this  patient.  Carcinoma  of 
the  stomach  can  be  present  with  extramural  inva- 
sion and  nodular  metastases  to  the  liver;  but 
against  this  concept  is  the  absence  of  any  symp- 
toms suggestive  of  gastric  carcinoma  and  the  ab- 
sence of  any  evidence  of  bleeding  from  the  gas- 
trointestinal tract.  Ninety  per  cent  of  metastatic 
disease  in  the  liver  associated  with  a hepatomega- 
ly will  lead  to  an  increased  alkaline  phosphatase 
which  was  not  present  in  this  patient. 

What  about  carcinoma  of  the  pancreas  and/or 
the  ampulla  of  Vater?  The  Mayo  Clinic  experi- 
ence in  this  regard  is  quite  interesting.  Among 
255  patients  with  pancreatic  and  ampullar  carci- 
noma, about  10  per  cqnt  of  the  patients  developed 
acute  pancreatitis  just  as  this  patient  did.4  Eight 
of  these  patients  (one  third  of  the  patients  who 
developed  pancreatitis)  had  had  one  or  more  at- 
tacks of  pain  prior  to  laparotomy,  with  elevations 
of  serum  and  urinary  amylase  and  lipase.  Such  a 
patient  may  never  have  been  suspected  of  having 
a carcinoma  in  this  region.  The  surgeon  at  opera- 
tion may  see  what  appears  to  him  to  be  extensive 
chronic  pancreatitis,  yet  at  autopsy  there  is  an 
underlying  neoplasm  uncovered.  Such  a lesion 
can  be  located  in  the  body  and  tail  of  the  pancre- 
as or  only  in  the  tail  of  the  pancreas  and  can  con- 
tribute to  an  episode  of  acute  pancreatitis. 

For  the  moment,  I would  like  to  move  outside 
both  the  biliary  tract  and  the  pancreas  and  look 
for  a potential  cause  of  acute  pancreatitis  in  the 
duodenum  itself.  Pfeffer,  Stasior,  and  Hinton5 
have  tied  off  the  duodenum  in  two  locations,  at 
the  pylorus  and  at  the  third  portion  of  the  duo- 
denum; this  procedure  promptly  produced  pan- 
creatitis. However,  if  these  investigators  first  tied 
off  the  pancreatic  duct  and  then  double  ligated 
the  duodenum  in  the  same  manner,  pancreatitis 
did  not  occur.  There  obviously  must  have  been 
reflux  into  the  pancreas  from  the  duodenum,  to- 
gether with  a rise  in  intraductal  pressure,  in  order 
for  pancreatitis  to  occur. 

A number  of  lesions  within  the  duodenum  have 
been  found  to  lead  to  acute  pancreatitis.  These 
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include  periampullar  polyps  projecting  into  the 
lumen  of  the  duodenum,  surrounding  the  ampulla 
of  Vater,  and  producing  a benign  obstruction  of 
the  pancreatic  duct  system,  recurrent  attacks  of 
pain,  the  development  of  chronic  pancreatitis,  and 
irregular  rises  in  serum  amylase.  A large  divertic- 
ulum of  the  duodenum  consisting  of  a fingercot  of 
mucosa  projecting  into  the  lumen  of  the  bowel, 
can  obstruct  the  duodenum  and  the  ampulla  by 
filling  up  with  intestinal  contents;  pancreatitis 
has  been  known  to  be  associated  with  such  a le- 
sion. Similarly  a choledochal  cyst,  if  sufficiently 
large,  can  cause  biliary  tract  obstruction  and 
acute  pancreatitis.  Stenosis  of  the  sphincter  of 
Oddi  affects  most  prominently  the  biliary  tree 
rather  than  the  pancreatic  duct.  However,  par- 
tial and  severe  sphincter  stenosis  can  produce 
pancreatic  effects  with  induration,  fat  necrosis, 
and  a dilated  duct  of  Wirsung,  all  of  which  may 
be  unsuspected  preoperatively. 

We  cannot,  of  course,  pass  by  other  possibili- 
ties, particularly  pseudocysts  of  the  pancreas. 
There  was  a palpable  abdominal  mass  during  the 
patient’s  clinical  course  which  disappeared,  and 
yet  rupture  of  a pancreatic  pseudocyst  into  the 
peritoneal  cavity  is  usually  a catastrophic  event 
that  can  be  identified  as  such.  If  it  ruptures  into 
a hollow  viscus,  persistent  diarrhea  or  bloody 
vomitus  will  very  often  be  observed.  Admittedly, 
a pseudocyst  can  lead  to  pleural  effusion  and  can 
extend  into  the  mediastinum,  but  I do  not  believe 
that  it  is  likely  in  this  case.  I tried  to  find  out 
how  long  it  takes  for  a pseudocyst  of  the  pancreas 
to  develop.  In  the  few  well-documented  cases 
which  I was  able  to  find,  the  patient  experienced 
the  acute  symptoms  of  pancreatitis  at  a time 
when  the  gastrointestinal  series  was  normal,  and 
there  was  no  palpable  mass  in  the  abdomen.6 
Follow-up  observations  of  these  few  patients 
three  to  four  weeks  later  then  revealed  a palpable 
abdominal  mass  and  a displaced  stomach  on  the 
gastrointestinal  series;  at  operation,  pancreatic 
pseudocysts  were  found.  If  we  presume  then  that 
such  a lesion  can  develop  in  two  to  four  weeks 
after  an  acute  episode,  this  woman  must  have  had 
some  acute  symptoms  a month  or  so  before  com- 
ing into  the  hospital,  and  yet  she  seemed  to  recall 
no  such  prior  episode.  Such  data  as  I have  men- 
tioned would  lead  me  to  believe  that  this  patient 
did  not  have  a pseudocyst.  I am  persuaded  that 
the  palpable  mass  may  have  been  distended  bowel 
which  is  quite  common  in  the  transient  ileus 
which  can  accompany  pancreatitis.  I would  like 
to  add,  at  this  point,  that  fat  necrosis  does  not 
tend  to  produce  nodular  palpable  masses  but, 
when  acute,  is  often  associated  with  ascites  with 
an  abrupt  decrease  in  serum  calcium.  With  acute 
fat  necrosis,  as  much  as  10  times  the  total  quanti- 
ty of  calcium  in  the  blood  can  suddenly  be  depos- 
ited in  the  omentum  and  peritoneum  and  in  the 
vicinity  of  abdominal  organs.  It  is  very  likely 


then  that  the  serum  calcium  could  decrease  under 
these  circumstances,  even  in  spite  of  a compensa- 
tory release  of  calcium  from  the  skeletal  system. 

There  are  some  interesting  relationships  of  pan- 
creatitis to  vascular  disease  in  rare  instances. 
Vascular  and  thrombotic  disease  can  cause  mul- 
tiple small  pancreatic  infarctions  which  lead  to 
parenchymal  atrophy  and  interstitial  fibrosis. 
Spontaneous  atheromatous  embolism  from  vari- 
ous parts  of  the  aorta  cause  the  most  damage  to 
the  kidneys,  but,  for  unknown  reasons,  the  organ 
which  is  damaged  next  in  order  of  frequency  and 
severity  to  the  kidneys  is  the  pancreas.  This  is 
found  to  be  true,  particularly  in  surgical  opera- 
tions in  which  the  aorta  has  to  be  cross  clamped; 
the  highly  turbulent  flow  of  blood  leads  to  the  in- 
troduction of  cholesterol  emboli  into  the  bed  of 
the  pancreas,  causing  severe  damage.  Mesenteric 
vein  thrombosis  with  infarction  of  the  bowel  can 
cause  a leakage  of  pancreatic  enzymes  from  the 
bowel  lumen  into  abdominal  fluid  collections  and 
may  lead  to  an  erroneous  clinical  impression  of 
pancreatitis  on  abdominal  aspiration  preopera- 
tively. Exploration  in  such  cases  has  shown  the 
pancreas  to  be  normal,  and  the  serum  amylase  re- 
mains normal  at  the  same  time  that  the  abdomi- 
nal fluid  may  contain  a high  concentration  of  pan- 
creatic enzymes.  I will  mention  disseminated 
intravascular  coagulation  as  a cause  of  pancreati- 
tis only  because  it  is  a quite  popular  diagnosis 
these  days,  but  it  is  always  difficult  to  know  in 
many  cases  of  this  kind  whether  the  pancreas  was 
damaged  first  by  the  intravascular  coagulation  or 
whether  an  episode  of  pancreatitis  somehow  led  to 
the  diffuse  intravascular  clotting. 

I will  close  my  remarks  by  choosing  a diagnosis 
of  acute  pancreatitis,  either  as  an  isolated  episode 
or  in  a setting  of  chronic  cholecystitis  but  occur- 
ring in  a patient  with  carcinoma  primary  in  the 
pancreas  and  metastatic  to  the  liver. 

Dr.  Yormak:  I wonder  why  a gastrointestinal 

series  was  not  done.  Some  elements  of  the  pa- 
tient’s history  suggest  that  she  possibly  might 
have  had  a penetrating  gastric  ulcer  with  secon- 
dary pancreatitis. 

Stuart  Karger,  M.D.:  The  patient  was  quite 
sick,  and  many  tests  could  not  be  carried  out. 

Dr.  Yormak:  The  abdominal  mass  that  was 

felt  might  have  been  a retroperitoneal  abscess  or 
subdiaphragmatic  abscess  and  the  pleural  effu- 
sion, a so-called  sympathetic  effusion,  secondary 
to  the  subdiaphragmatic  inflammatory  process. 

Dr.  Flynn:  I gave  that  possibility  considerable 
thought  in  this  case.  The  problems,  however, 
were  the  marked  elevation  of  the  amylase  and  the 
almost  asymptomatic  “disappearance”  of  the  sus- 
pected mass  or  abscess. 

Penetrations  or  perforations  of  peptic  ulcers  ap- 
parently are  not  supposed  to  cause  so  marked  an 
elevation  of  amylase. 

Seymour  A.  Fink,  M.D.:  Dr.  Flynn,  do  you 
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think  this  is  interstitial  pancreatitis  or  hemor- 
rhagic pancreatitis? 

Dr.  Flynn:  For  want  of  a more  definitive  an- 

swer. let  me  say  that  elements  of  both  are  proba- 
bly present. 

Dr.  Fink:  Second,  I think  we  are  speculating 

rather  loosely  about  the  question  of  pre-existing 
cancer  of  the  pancreas,  but  we  have  nothing  in  the 
history  to  suggest  it.  Also,  we  have  no  prior  his- 
tory of  a sudden  onset  of  pancreatitis.  In  refer- 
ence to  the  question  that  Dr.  Yormak  raised  about 
a gastric  ulcer,  again  we  have  no  history  of  gas- 
trointestinal symptoms  prior  to  this  terminal  ill- 
ness. 

Since  this  patient  supposedly  had  pancreatitis, 
why  was  not  an  abdominal  tap  done  from  a diag- 
nostic standpoint?  Why  did  no  one  put  a needle 
into  the  left  side  of  the  chest  to  see  if  there  was 
any  amylase  in  the  fluid  that  was  probably  pres- 
ent there?  Dr.  Flynn  waded  through  almost  all  of 
the  causes  of  pancreatitis;  the  most  common  caus- 
es are  alcoholism  and  gallbladder  disease.  We 
cannot  answer  about  the  condition  of  the  gall- 
bladder since  it  was  never  studied,  but  she  had  no 
prior  history  to  suggest  biliary  tract  disease.  She 
was  not  an  alcoholic;  I feel  that  we  can  exclude 
that.  There  are  rare  causes  of  pancreatitis,  such 
as  vascular  disease,  lupus  erythematosus,  and 
periarteritis  nodosa.  Sometimes  it  occurs  where 
there  is  no  explanation  and  without  an  obvious 
etiology  at  all. 

The  absence  of  air  in  the  biliary  tract  does  not 
exclude  gallstone  ileus  completely,  although  I do 
not  think  that  this  patient  presented  the  picture 
of  gallstone  ileus.  This  woman’s  pancreatitis  is  ob- 
vious in  my  opinion,  but  there  is  something  else 
present,  whether  carcinoma  or  a vascular  prob- 
lem, I do  not  think  the  evidence  permits  us  to  de- 
termine. 

Dr.  Flynn:  When  one  is  a discusser  rather 

than  a commentator,  one  is  expected  to  surface  at 
some  point  with  a diagnosis.  The  problem  here 
was  that  we  are  utterly  at  the  mercy  of  that  sec- 
ond paragraph  in  the  protocol.  I believe  that  we 
do  not  know  what  this  patient’s  recent  past  histo- 
ry was  and  consequently  are  at  the  mercy  of  a 
host  of  diagnoses  which  I have  listed.  If  you  think 
I reviewed  all  of  the  causes  of  pancreatitis,  you  are 
far  from  correct.  I read  recently  that  there  are  at 
least  66  etiologic  factors  known  to  be,  or  believed 
to  be,  related  to  pancreatitis;  I covered  no  more 
than  6 or  8 of  these. 

Henry  A.  Sampson,  M.D.:  It  seems  to  me 

that,  in  a case  like  this,  the  national  and  social 
background  of  this  women  could  be  of  some  help. 
If  this  sixty-eight -year-old  woman  was  of  Italian 
descent,  I would  certainly  eliminate  alcoholism, 
but  I would  strongly  consider  gallstones  and  gall- 
bladder disease.  If  she  is  of  Irish  origin,  it  would 
not  be  surprising  if  she  enjoyed  a small  glass  of 
some  cheering  beverage  with  her  breakfast;  this 


acute  episode  started  right  after  breakfast.  It  is 
obvious  that  she  had  acute  pancreatitis,  but  I 
agree  with  everyone  else  here  that  there  was 
something  more  going  on.  I think  terminally  she 
went  into  congestive  heart  failure.  No  one  was 
immediately  present  when  she  died,  so  we  do  not 
know  exactly  the  way  it  happened.  In  any  event, 
I am  very  much  disturbed  about  this  widened  me- 
diastinum. I think  there  may  be  a cause  of  seri- 
ous disease  there. 

Dr.  Flynn:  There  is  no  question  about  the  fact 
that  the  patient  had  to  have  some  other  disease, 
but  which  one?  Cirrhosis  of  the  liver  is  an  excel- 
lent possibility  with  deterioration  in  the  face  of 
pneumonia  or  a progressing  neoplasm,  even  as  the 
pancreatitis  was  improving. 

Clinical  diagnoses 

1.  Acute  pancreatitis 

2.  Hypertensive  and  arteriosclerotic  heart  dis- 
ease with  probable  myocardial  infarction,  acute 

Dr.  Flynn's  diagnoses 

1.  Acute  pancreatitis  associated  with  carcino- 
ma of  body  or  tail  of  pancreas,  probably  with  me- 
tastases  to  the  liver 

2.  Possible  chronic  cholecystitis 

Pathologic  discussion 

Dr.  Moumgis:  On  opening  the  abdomen, 

about  1,000  cc.  of  serofibrinous  fluid  were  discov- 
ered in  the  peritoneal  cavity.  We  found  55  cc.  of 
loculated  pus  with  a fibrinopurulent  exudate  coat- 
ing the  outside  of  the  stomach  and  the  entire  wall 
of  the  lesser  omental  sac.  Very  obviously,  she  had 
had  an  acute  peritonitis  involving  the  lesser  sac. 
Alimentary  tract  perforations  can  elevate  the 
serum  amylase,  but  in  spite  of  a very  careful 
search  for  a lesion  in  the  gastrointestinal  tract,  we 
found  only  a few  very  small  superficial  erosions  in 
the  lower  esophagus  which  probably  accounted  for 
the  small  amount  of  blood  and  coffee-ground  ma- 
terial in  the  stomach.  The  stomach  and  duo- 
denum were  intact;  there  was  a small  para- 
ampullary  diverticulum  which  was  not  perforated 
nor  inflamed. 

There  was,  however,  a tremendous  amount  of 
fat  necrosis  in  and  around  the  porta  hepatis.  The 
regional  lymph  nodes  were  enlarged  and  fluctuant 
and  had  blocked  off  the  foramen  of  Winslow  at 
the  entrance  to  the  lesser  omental  sac,  so  that  the 
acute  peritonitis  did  not  become  generalized  but 
was  limited  to  the  sac. 

The  item  of  major  interest  was  that,  to  all  in- 
tents and  purposes  both  grossly  and  microscopi- 
cally, the  pancreas  was  entirely  normal.  Micro- 
scopic sections  of  the  pancreas  all  appeared  nor- 
mal with  a few  very  minor  areas  of  fibrosis  which 
could  not  have  constituted  chronic  pancreatitis  in 
the  sense  of  any  generalized  disease. 
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There  was  inflammation  around  the  margin  of 
the  pancreas  with  infiltration  of  polymorphonucle- 
ar leukocytes  in  the  fat  around  the  pancreas  but 
not  in  the  organ  itself.  How  much  this  peripan- 
creatic  inflammation  could  have  induced  some  de- 
gree of  pancreatic  dysfunction  so  that  the  serum 
amylase  became  elevated,  I do  not  know.  There 
are  many  conditions  in  which  an  elevated  serum 
amylase  is  seen  with  no  apparent  intrinsic  pancre- 
atic lesion.  Any  peritoneal  irritation  can  raise  it 
to  some  extent;  I found  a reference  to  a case  of 
ruptured  ectopic  pregnancy  wherein  the  pancreas 
was  normal,  but  the  serum  amylase  was  elevated 
to  about  eight  times  normal.7 

The  liver  was  not  nodular  but  was  somewhat 
swollen  and  a little  heavier  than  it  should  have 
been.  The  ducts  of  the  biliary  system  were  en- 
tirely patent,  but  there  was  evidence  of  inflamma- 
tion and,  in  particular,  of  necrosis  and  abscess  for- 
mation in  and  about  the  gallbladder  together  with 
gallstones  and  adjacent  fat  necrosis.  The  liver  it- 
self was  not  involved  (Fig.  3). 

Sections  of  the  gallbladder  revealed  only  a few 
remnants  of  lining  epithelium;  we  might  call  the 
inflammatory  exudate  active  chronic  or  subacute, 
and  there  was  no  evidence  of  neoplasm  (Fig.  4). 
We  could  not  demonstrate  any  primary  lesion 
elsewhere  in  the  gastrointestinal  tract,  liver,  or 
the  pancreas. 

The  gastric  mucosa  was  entirely  intact;  the 
muscularis  was  edematous  but  not  inflamed.  The 
serosa  of  the  gastric  wall  was  involved  with  the 
peritonitis  of  the  lesser  sac  (Fig.  5). 

The  areas  of  fat  necrosis  in  the  portal  region 
contained  inflammatory  cells,  remnants  of  fat 
cells,  and  the  beginnings  of  calcium  deposits;  in 
all,  a very  extensive  destructive  process  in  the  fat 
around  the  porta  hepatis  (Fig.  6). 

The  left  pleural  cavity  contained  250  cc.  and 
the  right  about  50  cc.  of  fluid.  Several  small 
patches  suggestive  of  confluent  bronchopneumo- 
nia in  the  right  lower  lobe  proved  microscopically 
to  be  small  partially  necrotic  pulmonary  infarcts 
associated  with  sclerotic  blood  vessels.  There  was 


FIGURE  4.  Active  chronic  inflammation  of  gallbladder 
(hematoxylin  and  eosin  stain) 


considerable  atelectasis  and  congestion  of  the  left 
lung.  I could  not  demonstrate  any  peripheral 
source  of  emboli. 

The  heart  weighed  500  Gm.  and  was  essentially 
normal  except  for  enlargement.  The  left  ventricle 
was  thickened  and  dilated,  as  would  be  expected 
with  hypertension.  There  were  no  valvular  or 
other  intrinsic  lesions;  coronary  sclerosis  was  mild 
with  no  infarctions  nor  ischemic  changes. 

The  mass  in  the  upper  mediastinum  was  thy- 
roid tissue.  Her  external  description  suggested 
myxedema  with  facial  puffiness,  absence  of  eye- 
brows, and  sparse  hair.  A tremendous  colloid  goi- 
ter, 12  cm.  across  and  weighing  200  Gm.,  was  lo- 
cated retrosternallv  enveloping  the  trachea.  It 
was  a kind  of  extra  lobe  of  thyroid  that  was  pro- 
jecting interiorly  on  the  right  and  was  about  eight 
to  ten  times  the  normal  size  of  the  thyroid.  On 
section,  it  was  succulent  looking,  moist,  and  nod- 
ular. Microscopically,  we  saw  dilated  and  vari- 
able-sized thyroid  acini,  typical  of  so-called  col- 
loid nodular  goiter  which  could  very  easily  be  as- 
sociated with  myxedema,  although  we  cannot 
prove  its  presence  post  mortem. 

Another  incidental  finding  in  this  case  was  a 
benign  fibroma  of  the  ovary,  possibly  a Brenner 
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tumor  but  certainly  not  a malignant  lesion. 

The  calcifications  in  the  right  lower  quadrant 
were  lymph  nodes.  Incidentally,  she  had  diverti- 
culae  in  her  colon  but  no  evidence  of  inflamma- 
tion nor  bleeding. 

Essentially  the  pathologic  findings  consist  of 
cholecystitis  with  peritonitis  and  probably  a ter- 
minal bacteremia.  We  do  not  know  why  her 
serum  amylase  level  was  elevated.  It  was  certain- 
ly not  owing  to  an  obvious  destructive  lesion  of 
the  pancreas  but  rather  caused  by  some  other 
condition.  In  this  case  cholecystitis  with  subse- 
quent seepage  of  bacteria  or  bile  apparently 
caused  the  peritonitis.  We  have  no  evidence  of 
any  other  acute  lesion  which  might  lead  to  perito- 
nitis. 

Dr.  Flynn:  Even  though  I was  in  error  in  so 

many  other  ways,  I want  to  emphasize  again  that 
a “nodular  liver”  on  physical  examination  often  is 
not  a nodular  liver  at  the  autopsy  table.  My  ex- 
perience with  an  extremely  low  blood  urea  nitro- 
gen has  been  in  patients  with  cirrhosis  or  some  se- 
rious liver  damage.  In  the  medical  literature, 
however,  in  careful  studies  on  patients,  a blood 
urea  nitrogen  of  5 or  10  mg.  can  occur  in  individu- 
als on  low-protein  intake  who  were  previously  de- 
hydrated and  then  heavily  hydrated  and  passing 
large  quantities  of  urine.8 

Dr.  Fink,  you  said  that  this  patient  must  have 
had  pancreatitis. 


FIGURE  5 Acute  peritonitis  involving  serosa  of  stom- 
ach (hematoxylin  and  eosin  stain). 


Dr.  Fink:  I cannot  take  back  that  statement 

based  on  the  information  that  was  available.  I 
want  to  ask  how  you  explain  the  fat  necrosis  with 
cholecystitis  alone.  As  I mentioned,  cholelithiasis 
and  gallbladder  disease  are  the  most  common 
causes  of  pancreatitis  after  alcoholism,  depending 
on  the  population  with  pancreatitis.  It  is  hard  to 
explain  a sequence  of  events  which  would  elevate 
the  serum  amylase  and  cause  fat  necrosis  in  the 
'absence  of  significant  changes  in  the  pancreas; 
but  again,  as  I said  before,  one  could  not  make  a 
definitive  or  even  an  educated  presumptive  diag- 
nosis of  cholelithiasis  or  biliary  tract  disease  in  the 
absence  of  a supporting  history. 

Dr.  Flynn:  We  are  utterly  at  the  mercy  of  that 
second  paragraph  in  the  case  protocol.  As  you 
say,  a clear-cut  history  is  always  desirable,  but  I 
wonder  whether  a clear  history  would  have  helped 
us  at  all.  If  the  patient  answered  all  of  our  sys- 
tems-review  questions  in  the  negative,  we  would 
have  said  that  she  is  not  telling  us  the  truth.  It  is 
interesting  to  speculate,  since  pancreatic  enzymes 
are  often  found  in  the  normal  biliary  tract  and  the 
gallbladder,  whether  or  not  this  patient  was  dis- 
charging pancreatic  enzymes  into  the  biliary  tract 
and  gallbladder,  thence  into  the  lesser  sac,  and  fi- 
nally absorbing  them  from  that  point  in  large 
quantities  into  the  blood  stream. 

Dr.  Fink:  Dr.  Moumgis,  have  you  looked  very 
carefully  in  these  gallbladder  sections  for  periarte- 
ritis nodosa?  Sometimes  the  gallbladder  is  the 
only  area  where  one  can  make  this  diagnosis 
pathologically  in  the  presence  of  cholecystitis. 

Dr.  Moumgis:  I looked  for  periarteritis,  but 

found  no  confirmatory  evidence  in  the  gallbladder 
nor  anywhere  else.  Certainly  there  was  a vasculi- 
tis associated  with  the  local  inflammation  but  no 
evidence  of  arteriolonecrosis  nor  other  stigmata 
that  we  could  use  as  criteria  for  periarteritis  in 
this  case,  not  in  the  gallbladder  nor  anywhere 
else. 

Dr.  Flynn:  What  about  the  fat  necrosis? 

Dr.  Moumgis:  Probably  the  inflammation 

caused  the  fat  necrosis.  I do  not  know  how  to  ex- 
plain it  otherwise. 

Dr.  Karger:  I am  just  wondering,  with  hind- 

sight now,  whether  this  could  not  be  an  instance 
of  so-called  silent  infection  in  the  gallbladder  in  a 
diabetic.  We  really  do  not  know  if  she  was  dia- 
betic, but  there  is  some  evidence  of  an  increased 
blood  glucose  on  two  random  samples.  This  may 
be  a possibility  because  the  illness  obviously  was  a 
largely  silent  process. 

Do  you  think,  Dr.  Fink,  that  some  inflammato- 
ry seepage  around  the  gallbladder  could  have  ex- 
tended into  the  lesser  omental  sac  and  onto  the 
serosal  surface  of  the  pancreas  and  could  possibly 
have  produced  this  elevation  of  serum  amylase? 
Another  possibility  is  actual  inflammatory  secre- 
tion extending  from  the  gallbladder  into  and  down 
the  common  duct  causing  a transient  type  of  ob- 
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FIGURE  6.  Fat  necrosis  in  area  of  porta  hepatis 
(hematoxylin  and  eosin  stain). 


structive  process  at  the  level  of  the  pancreas  and 
then  disappearing. 

Dr.  Fink:  Inflammation  on  the  external  sur- 

face of  the  pancreas  might  lead  to  a minor  rise  in 
serum  amylase  but  not  to  the  level  in  this  patient. 
I have  never  seen  a level  over  2,000  units  with 
cholecystitis  alone. 

Dr.  Moumgis:  In  answer  to  Dr.  Karger’s  other 
question,  there  was  no  obvious  pus  in  the  gall- 
bladder; actually,  I was  distressed  to  see  all  of  the 
evidence  of  acute  lesser  sac  inflammation  with  a 
gallbladder  that  grossly  and  microscopically  was 
not  acutely  inflamed.  Since  it  was  the  most  like- 
ly source  of  infection.  I suppose  that  at  some  time 
a week  or  so  before,  it  was  more  acutely  diseased 
even  though  the  patient’s  history  does  not  indi- 
cate that  she  had  an  earlier  attack.  We  know 
that  acute  cholecystitis  can  subside  rather  rapid- 
ly- 

Dr.  Flynn:  The  enzyme  changes  and  the  pro- 
gressive improvement  of  the  patient  suggest  that 
the  acute  pancreatitis  was  subsiding.  Therefore, 
would  you  be  so  surprised  to  find  a normal-look- 
ing pancreas  with  all  other  parameters  back  to 
normal?  Or  should  the  gland  still  show  some  evi- 
dence of  inflammation? 

Dr.  Moumgis:  I would  certainly  expect  persis- 
tent evidence  of  inflammation  within  five  days, 
even  though  the  serum  amylase  fell  rapidly.  This 
was  the  classic  clinical  picture  of  an  acute  hemor- 
rhagic pancreatitis.  It  should  have  been  a simple 
straightforward  case. 

Hugo  Paganelli,  M.D.:  It  seems  to  me  that 

we  might  be  overlooking  the  possibility  of  sponta- 
neous biliary  leakage  in  this  case.  Studies  of  the 
common  bile  duct  show  that  its  wall  is  quite  thin 
and  composed  largely  of  longitudinal  connective 
tissue  fibers;  also,  there  are  mucous  glands  which 
in  some  instances  traverse  almost  the  entire  thick- 
ness of  the  wall  of  the  common  duct.9  A gland 
like  this  might  become  obstructed  and  distended 
and  finally  rupture  onto  the  serosal  surface,  re- 
sulting in  a pinpoint  opening  which  allows  inter- 


mittent leakage  of  biliary  tract  contents  into  the 
adjacent  peritoneal  cavity  or  retroperitoneal 
spaces.  Sometimes  a similar  pinpoint  opening 
can  occur  in  the  presence  of  biliary  tract  disease 
owing  to  necrosis  of  the  duct  wall  caused  by  infec- 
tion or  by  interference  with  the  vascular  supply  of 
the  duct  wall.10  In  addition,  of  course,  a chronic 
cholangitis  with  biliary  tract  disease  might  cause 
attenuation  of  the  thickness  of  the  duct  wall 
which,  in  turn,  could  lead  to  perforation,  especial- 
ly where  there  is  increased  intrabiliary  pressure 
due  to  spasm  of  the  sphincter  of  Oddi,  acute 
cholecystitis,  or  cholangitis. 

Irrespective  of  the  cause  of  the  rupture  of  the 
bile  duct,  it  is  possible  that  some  reflux  of  pancre- 
atic secretion  upward  into  the  biliary  tract  might 
be  followed  by  leakage  of  digestive  enzymes  with 
resulting  fat  necrosis  and  both  acute  and  chronic 
inflammation  in  the  peritoneal  and  retroperitoneal 
regions.  Because  such  a perforation  of  the  com- 
mon bile  duct  may  be  extremely  small,  it  may 
heal  over  and  not  be  visible  or  easily  detectable  by 
the  surgeon  at  operation  or  by  the  pathologist  at 
autopsy.  It  is  appropriate  to  keep  in  mind  that 
one  of  the  important  functions  of  the  inflamma- 
tion process  is  to  dilute  and  remove  the  offending 
agent  rapidly  from  its  local  site,  so  it  should  not 
surprise  us  that  the  reabsorbed  amylase  would  ap- 
pear in  the  blood  stream  in  large  amounts.  Cer- 
tainly some  instances  of  so-called  spontaneous  bil- 
iary leakage  of  this  kind  have  been  associated 
with  elevated  serum  amylase  levels.11 

But  as  long  as  the  pathologist  did  not  find  such 
a perforation  in  this  patient,  I suppose  my  com- 
ments are  very  much  in  the  realm  of  speculation. 

Dr.  Flynn:  It  is  uncomfortable  to  recall  that 

in  spite  of  the  considerable  evidences  of  an  intra- 
abdominal  inflammatory  process,  the  white  blood 
counts  were  not  suggestive  of  it.  Perhaps  the  pa- 
tient’s age  and  the  use  of  antibiotics  tended  to  di- 
minish the  findings  commonly  expected  with  such 
a process. 

Final  diagnoses 

1.  Localized  peritonitis  with  abscess  of  lesser 
omental  sac  and  extensive  fat  necrosis  of  porta 
hepatis 

2.  Cholecystitis;  chronic,  active,  and  with 
cholelithiasis 

3.  Normal  pancreas  with  slight  fibrotic  change 

4.  Hypertrophy  of  left  ventricle 

5.  Para-ampullar  diverticulum  of  duodenum 

6.  Colloid  nodular  goiter 
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Intestinal  lymphangiectasia 

Intestinal  lymphangiectasia  is  a disease  of  small  in- 
testinal mucosal  lymphatics  associated  with  protein- 
losing gastroenteropathy,  hypoproteinemia,  and  edema. 
Immunoglobulins  along  with  other  proteins  and  lym- 
phocytes are  lost  in  the  lymph  effused  into  the  intesti- 
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lived,  lymphocytes  that  normally  recirculate  between 
blood  and  lymph.  It  is  these  lymphocytes  which  are 
relatively  depleted  from  the  circulation  blood  because 
of  chronic  small  intestinal  loss  of  lymphatic  fluid.  In- 
testinal lymphangiectasia  is  the  human  analogue  of  ex- 
perimental thoracic  duct  drainage,  and  is  evidence  for 
the  existence  of  two  functionally  distinct  lymphocyte 
populations  in  man,  as  cited  in  an  article  by  P.  L. 
Wieden,  et  al.  ( Journal  of  Clinical  Investigation  51:  131 
[June]  1972). 
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Unexplained 
Retroperitoneal  Air 

Case  history 

Barry  Friedenberg,  M.D.*:  The  patient  is  a 
seventy-five-year-old  white  male  who  came  to  the 
emergency  room  complaining  of  back  pain.  He 
had  fallen  previously,  and  he  attributed  his  pain 
to  the  trauma.  On  physical  examination  the  only 
positive  finding  was  a tender  mass  located  in  the 
left  lower  quadrant  of  the  abdomen.  Blood  count, 
urine,  and  stool  examination  were  all  unremark- 
able. A chest  x-ray  film  demonstrated  only  the 
presence  of  a prosthetic  aortic  valve.  Additional 
radiographic  examinations  will  be  discussed  bv 
Dr.  LoRusso. 

Discussion 

Diane  LoRusso,  M.D.*:  A supine  abdominal 
film  demonstrates  the  presence  of  linear  lucencies 
paralleling  the  left  psoas  muscle  (Fig.  1).  This 
finding  most  likely  represents  retroperitoneal  air. 
Additional  abdominal  films  demonstrate  no  evi- 
dence of  intraperitoneal  free  air.  The  left  lower 
quadrant  mass  noted  clinically  is  not  definitely 
appreciated  on  these  films.  The  finding  of  retro- 
peritoneal air  brings  to  mind  several  diagnostic 
possibilities.  S.ince  there  is  no  apparent  history  of 
penetrating  trauma,  surgical  or  otherwise,  I can- 
not attribute  its  presence  to  introduction  from  the 
outside.  Thus  it  must  have  arisen  from  either  a 
normally  air-containing  structure  or  from  a retro- 
peritoneal infection  by  a gas-producing  organism. 
Such  an  infection  most  likely  would  be  renal  in 
origin.  On  films  available  from  a urogram  I see 
no  evidence  of  air  around  the  kidneys  or  of  any 
abnormality  in  the  urinary  tract.  Although  on 
occasion  air  may  extend  retroperitoneally  from  the 


duodenum  following  traumatic  rupture,1  the  his- 
tory makes  this  diagnosis  unlikely. 

A film  from  a barium  enema  examination  dem- 
onstrates the  presence  of  barium  to  the  level  of 
the  splenic  flexure.  Numerous  sigmoid  diverticu- 
la are  present,  but  more  significant  is  an  area  of 
narrowing  at  the  junction  of  the  sigmoid  and  de- 
scending colon.  The  presence  of  mucosal  destruc- 
tion and  overhanging  edges,  well  seen  on  a spot 
film,  strongly  suggests  the  diagnosis  of  carcinoma 
of  the  colon  (Fig.  2).  The  presence  of  diverticula 
brings  up  the  possibility  of  perforated  diverticuli- 
tis as  well.  Looking  immediately  proximal  to  the 
constricted  area  there  may  be  extrinsic  pressure 
along  the  medial  aspect  of  the  descending  colon. 
I do  not  see  any  mucosal  destruction  here.  Such 
an  impression  conceivably  could  be  caused  by  a 
wall  abscess  which  would  indicate  that  the  patient 
has  diverticulitis.  The  only  other  useful  radio- 
graphic  finding  to  make  the  diagnosis  of  diverticu- 
litis would  be  the  demonstration  of  barium  leak- 
ing through  a perforated  diverticulum  into  either 
the  bowel  wall  or  a surrounding  abscess  cavity, 
and  I do  not  see  any  extraluminal  barium. 

I think  that  this  patient  has  carcinoma  of  the 
colon  which  ruptured  retroperitoneally.  I also 
suspect  there  is  diverticulitis  immediately  proxi- 
mal to  the  carcinoma,  but  I am  less  confident  of 
this  finding. 

Dr.  LoRusso  s final  diagnosis 

Adenocarcinoma  of  the  sigmoid  with  retroperi- 
toneal perforation 

Dr.  Friedenberg:  With  the  demonstration  of 

the  retroperitoneal  air  and  a sigmoid  neoplasm,  a 
transverse  colostomy  was  performed.  Postopera- 
tively,  however,  the  patient  did  poorly,  developing 
uncontrollable  cardiac  failure  as  well  as  bilateral 
bronchopneumonia.  He  expired  a few  days  fol- 
lowing surgery.  An  autopsy  was  performed. 

Pathologic  report 

Jung  Hwan  Kim,  M.D.f:  At  autopsy  the 


* Resident,  Department  of  Radiology,  Bronx  Municipal 
Hospital  Center. 


fResident,  Department  of  Pathology.  Bronx  Municipal  Hos- 
pital Center. 
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FIGURE  1.  Supine  abdominal  film  taken  at  time  of 
admission.  Linear  lucencies  (<2>)  represent  retroperi- 
toneal air 


peritoneal  cavity  was  found  to  contain  about  500 
ml.  of  straw-colored  clear  fluid,  and  the  upper 
part  of  the  sigmoid  revealed  diffuse  fibrous  adhe- 
sions to  the  adjacent  abdominal  wall.  Trapped  in 
the  adhesions  between  the  posterolateral  wall  of 
the  sigmoid  and  the  iliac  muscle  was  approxi- 
mately 15  ml.  of  brown-yellow  liquid  material 
which  was  completely  walled  off  from  the  abdomi- 
nal cavity.  A longitudinal  section  of  the  sigmoid 
revealed  multiple  diverticula  and  an  adenocarci- 
noma involving  the  whole  circumference  of  the 
upper  sigmoid,  showing  a napkin-ring-like  con- 
striction of  the  lumen  (Fig.  3).  A diverticulum 
just  above  this  tumor  was  ruptured  at  its  base  in- 
tramurally,  splitting  the  adjacent  serosa  from  the 
muscular  layer  (Fig.  4).  The  dissection  extended 
downward  to  the  tumor-infiltrated  portion  of  the 
serosa,  where  an  actual  perforation  had  occurred, 
forming  a retroperitoneal  abscess. 

Microscopically  the  diverticulum  revealed  a 
moderate  neutrophilic  cellular  infiltration  indicat- 
ing acute  diverticulitis.  Its  subsequent  rupture 
may  have  been  due  to  the  ever-increasing  pressure 
from  impacted  fecal  material  which  was  present 
because  of  the  obstructing  tumor.  The  presence 
of  numerous  stercoraceous  ulcers  in  the  descend- 
ing colon,  which  was  moderately  dilated,  also 
speaks  for  such  impaction  and  stasis.  No  metas- 
tasis from  the  sigmoid  was  found  either  in  the 
intra-abdominal  lymph  nodes  or  in  other  organs. 
The  site  of  the  transverse  colostomy  was  intact  . 

Final  pathologic  diagnosis 

Sigmoid  carcinoma ; sigmoid  diverticulitis  with 
retroperitoneal  perforation 


Dr.  Friedenberg:  The  difficulty  in  differen- 

tiating diverticulitis  from  carcinoma  of  the  sig- 
moid has  been  appreciated  since  the  turn  of  the 
century.-  Although  these  two  conditions  are  not 
felt  to  be  related  etiologically  or  pathologically, 
they  may  produce  similar  clinical  pictures,  mak- 
ing differentiation  extremely  difficult.  Both  occur 
most  often  in  elderly  patients  and  generally  in- 
volve the  sigmoid  colon.  Both  will  frequently 
produce  changes  in  bowel  habits,  pain  in  the  left 
lower  quadrant,  and  a palpable  mass,  rectal 
bleeding,  or  obstruction  of  the  colon.  Diverticulo- 
sis  of  the  colon  occurs  in  5 to  10  per  cent  of  all 
persons  over  forty  years  of  age.  Twenty  per  cent 
of  these  patients  will  develop  diverticulitis.  In  a 
review  of  355  cases  of  carcinoma  of  the  colon, 


FIGURE  2 Film  from  barium  enema  examination 

demonstrating  narrowed  segment  with  mucosal  de- 
struction ( A ) There  is  also  rounded  impression 

( O ) on  medial  aspect  of  sigmoid  wall  proximal  to 
narrowed  segment. 
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FIGURE  3.  Autopsy  specimen  of  sigmoid  colon.  In- 
filtrating adenocarcinoma  ( A ) forms  "napkin-ring" 
constriction.  Ruptured  diverticulum  also  seen  (<2>)- 


Ponka,  Fox,  and  Brush3  noted  the  presence  of  as- 
sociated diverticulosis  or  diverticulitis  in  21  per 
cent.  Of  these  patients  in  whom  carcinoma  was 
located  in  the  sigmoid  colon,  28  per  cent  had  asso- 
ciated diverticulosis  and  diverticulitis,  10  per  cent 
having  this  process  adjacent  to  the  carcinoma. 

Although  roentgenographic  studies  will  estab- 
lish the  diagnosis  in  the  majority  of  cases,  there 
will  always  be  an  appreciable  number  in  whom  a 
definite  diagnosis  of  either  diverticulitis  or  carci- 
noma cannot  be  made  from  the  barium  enema  ex- 
amination. It  must  be  remembered  that  the  pres- 
ence of  diverticulosis  in  the  region  of  diseased 
bowel  is  not  a reliable  proof  of  diverticulitis  since 
there  is  such  a frequent  coexistence  of  carcinoma 
and  diverticulosis.  Therefore,  despite  this  find- 
ing, we  must  take  great  pains  to  rule  out  carcino- 
ma of  the  colon. 

The  findings  described  by  Dr.  LoRusso  are  clas- 
sic for  carcinoma  of  the  colon.  In  general  we  look 
for  a relatively  short  lesion  constricting  the  bowel. 
The  lesion  usually  has  well-defined  overhanging 
edges,  and  there  is  likely  to  be  destruction  of  the 
mucosa  in  the  narrowed  segment.  This  combina- 
tion of  findings  gives  a so-called  “apple  core”  ap- 
pearance which  is  the  lumen  of  the  “napkin  ring” 
which  the  pathologist  sees.  The  findings  in  acute 
diverticulitis  may  be  somewhat  more  subtle.  The 
lesions  are  frequently  longer  than  is  true  with  car- 
cinoma, and  the  ends  of  the  narrowed  segment 
will  more  likely  be  tapered  than  abrupt.  If  a 
mass  is  present  it  generally  will  be  eccentric  rath- 
er than  annular,  representing  a wall  abscess.  Ul- 
ceration is  not  typical  of  diverticulitis,  whereas  it 
is  with  carcinoma.  Additionally,  the  presence  of 
sinus  tracts  from  the  lumen  into  the  wall  of  the 
bowel  or  into  a walled-off  abscess  would  be  useful 
in  diagnosing  diverticulitis.4  The  diverticulum 
which  has  perforated,  however,  will  frequently 
seal  off  and  may  not  be  filled  during  the  examina- 
tion. If  this  is  the  only  diverticulum  present  in 
the  bowel,  we  may  see  a picture  of  diverticulitis 


FIGURE  4.  Cross-sections  of  sigmoid  (A)  Through 
diverticulum  ( ^ ).  Base  ( * ) perforated  with  dissec- 
tion through  wall  into  muscularis  ( ).  (B)  Immedi- 

ately distal  to  (A).  Dissection  continues  from  muscu- 
laris ( <2>  ) and  through  serosa  ( A ) into  retroperito- 
neum. 

without  being  able  to  demonstrate  any  diverticu- 
la. We  now  recognize  that  the  findings  of  wall 
abscess  and  its  perforation  are  the  only  reliable 
evidences  of  acute  diverticulitis,  and  the  finding  of 
diverticula,  bowel-lumen  narrowing,  and  spicula- 
tion  of  the  mucosa  of  the  colon  are  not  necessarily 
indicative  of  acute  inflammation,  irrespective  of 
earlier  teachings. 


October  1 5,  1 973  / New  York  State  Journal  of  Medicine  2475 


Two  additional  points  are  worth  making,  the 
first  the  somewhat  speculative  one  that  the  ob- 
structive effect  of  carcinoma  located  distal  to  a 
segment  of  diverticulosis  may  predispose  to  dila- 
tation proximally,  with  thinning  of  the  wall,  vas- 
cular compromise,  and  erosion  and  perforation  of 
a diverticulum  occurring  secondary  to  increased 
intraluminal  pressure.  Certainly  the  fairly  fre- 
quent coexistence  of  these  lesions  would  suggest 
this  possibility.5  A second  important  point  to  re- 
member is  that  when  the  lesions  coexist,  the  sur- 
geon examining  the  bowel  may  encounter  diffuse 
inflammation  of  pericolic  structures  adjacent  to 
the  neoplasm.  Thus  it  may  appear  that  the  le- 
sion is  unresectable  even  though  there  may  actu- 
ally be  no  extension  of  the  tumor  beyond  its  pri- 
mary site. 
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Brachial-Plexus 
Palsy  Following 
Brachial-Plexus 
Blockade 

Paralysis  of  the  brachial  plexus  following  anes- 
thesia and  surgery  is  not  a common  complication, 
but  when  it  results  following  a brachial-plexus 
block,  even  after  the  local  anesthetic  effects  have 
worn  off,  the  anesthetic  technique  is  still  directly 
blamed  for  its  occurrence. 

The  following  case  report  illustrates  this  com- 
mon misinterpretation  of  the  nerve  block  and  the 
neurologic  sequela  as  a direct  cause  and  effect  re- 
lationship. 

Case  report 

A forty-one-year-old  patient  in  the  late  stages  of 
chronic  renal  failure  was  to  undergo  surgery  for 
the  creation  of  an  atrioventricular  fistula  in  her 
left  arm.  She  appeared  chronically  ill.  Her 
blood  pressure  was  160/100,  her  pulse  rate  was  96, 
and  her  respiratory  rate  was  24.  Ocular  findings 
were  Grade  IV  hypertensive  changes  on  fundusco- 
py.  Neck  veins  were  not  engorged.  Basal  crepi- 
tations were  heard  over  both  lung  fields.  The 
point  of  maximum  intensity  was  shifted  down- 
wards to  the  sixth  left  intercostal  space.  A systol- 
ic murmur  was  heard  along  the  left  sternal  border. 
There  was  no  gallop  rhythm  or  pericardial  rub  ap- 
preciated. Abdominal  examination  was  unre- 
markable. The  extremities  showed  2 plus  pretib- 
ial  edema.  Peripheral  pulsations  were  strong. 

Results  of  laboratory  studies  showed  anemia 
and  marked  azotemia.  The  patients’  hematocrit 

Presented  and  discussed  at  a conference  held  at  Roosevelt 
Hospital,  New  York  City.  Clinical  anesthesia  conferences  are 
held  on  the  second  Tuesday  of  each  month. 


was  18,  and  her  creatinine  was  17.4,  sodium  148, 
potassium  5.3,  and  chloride  91  mEq.  per  liter. 

Brachial-plexus  block  was  chosen  as  the  anes- 
thetic technique  because  of  her  uremic  condition. 
Premedication  consisted  of  pyrilamine  (Nembu- 
tal) 75  mg.,  meperidine  (Demerol)  30  mg.,  and 
scopolamine  0.4  mg.  intramuscularly.  An  intra- 
venous infusion  was  started  on  the  right  hand.  A 
brachial-plexus  block  was  performed  on  the  left 
side,  utilizing  the  supraclavicular  approach.  A 
total  of  20  cc.  of  1.5  per  cent  lidocaine  (Xylocaine) 
without  epinephrine  was  given  through  a gauge-22 
needle  after  paresthesias  were  obtained.  No 
bleeding  or  hematoma  formation  was  noticed. 
The  left  arm  was  positioned  at  a 90-degree  ab- 
duction on  an  arm  board  for  the  surgery.  Analge- 
sia was  satisfactory,  and  the  patient  remained 
conscious  throughout  the  surgery  which  lasted  for 
an  hour  and  a half.  Her  vital  signs  remained  sta- 
ble in  the  recovery  room,  and  return  of  motor 
function  of  the  left  arm  was  noted.  Approximate- 
ly thirty-six  hours  after  surgery,  she  complained  of 
pain  in  the  left  arm  and  shoulder.  On  the  third 
postoperative  day,  she  was  unable  to  raise  her 
arm.  Neurologic  examination  revealed  paralysis 
of  cervical  nerves  5,  6,  and  7.  The  function  of  the 
abductor  muscles,  flexors,  and  external  rotators  of 
the  left  arm  was  poor.  However,  motor  function 
at  the  wrist  was  relatively  well  preserved.  Senso- 
ry function  was  slightly  impaired  at  the  lateral  as- 
pect of  the  left  shoulder.  The  impression  of  the 
examining  physician  was  brachial  palsy  on  the  left 
side  secondary  to  brachial-plexus  block.  The  pa- 
tient underwent  physical  therapy,  and  motor 
function  was  gradually  regained  over  the  next  sev- 
eral months.  The  disability  was  assessed  as  vir- 
tually gone  after  five  months. 

Comment 

The  automatic  association  of  the  nerve  block 
with  the  subsequent  brachial-plexus  paralysis 
does  not  seem  justified  in  this  case  because  there 
are  several  other  factors  which  have  to  be  taken 
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into  consideration.  As  to  be  expected  from  a local 
anesthetic  technique,  the  brachial-plexus  paraly- 
sis lasted  for  as  long  as  the  duration  of  the  local 
anesthetic  used,  and  recovery  of  function  of  the 
left  arm  was  noted  after  the  effect  of  the  local  an- 
esthetic had  worn  off.  A very  important  point 
that  should  be  stressed  is  the  position  in  which 
the  arm  was  held  down  on  an  arm  board  in  a 90- 
degree  abduction,  a position  which  has  been  found 
to  produce  traction  on  the  brachial  plexus. 

Jackson  and  Keats,1  in  their  studies  on  the 
mechanism  of  brachial-plexus  paralysis,  found 
that  excessive  nerve  tension  is  the  most  likely 
cause  of  the  neurologic  deficit.  The  brachial 
plexus  may  be  stretched  in  various  positions  of  the 
arm.  In  their  study,  they  found  the  following  po- 
sitions to  cause  stretching  of  the  brachial  plexus: 
(1)  arms  at  90-degree  abduction;  (2)  arms  ab- 
ducted toward  the  head  with  elbows  flexed  and 
arms  at  table  level,  the  so-called  “hands-up”  posi- 
tion; (3)  arms  abducted  below  table  level,  posteri- 
or displacement;  (4)  head-down  position  with 
shoulder  braces  in  place,  producing  inferior  dis- 
placement of  the  clavicles  and  causing  the  clav- 
icles and/or  the  head  of  the  humerus  to  act  as  a 
fulcrum  over  which  the  plexus  is  stretched;  and 
(5)  the  prone  position  with  arms  at  90-degree  ab- 
duction, elbows  at  90-degree  flexion,  and  hands 
resting  beside  the  head  if  the  chest  rolls  are  too 
large  and  the  head  is  not  properly  supported. 
They  also  encountered  more  cases  of  injury  to 
the  upper  nerve  roots  and  more  frequent  motor 
loss  than  sensory  impairment. 

In  another  study,  Kwaan  and  Rappaport2  car- 
ried out  their  investigation  on  a series  of  cadavers. 
By  recording  the  amount  of  nerve  tension  along 
the  brachial  plexus  by  means  of  a spring  gauge, 
they  observed  increasing  nerve  tension  or  stretch 
with  progressive  abduction  of  the  arm.  They  also 
found  increased  tension  with  the  head  turned  to 
the  contralateral  side,  and  maximum  stretch  was 
recorded  with  90-degree  abduction  and  30-degree 
extension  of  the  arm  and  with  simultaneous  ab- 
duction of  both  arms. 

In  this  case  report,  the  position  of  the  arm  in  a 
90-degree  abduction  causing  stretching  of  the  bra- 


chial plexus  is  probably  the  mechanism  of  the 
postoperative  brachial  paralysis.  The  patient, 
after  having  recovered  from  the  block,  developed 
signs  of  brachial-plexus  paralysis  three  days  later. 
Return  of  arm  function  was  slow  and  progressive 
and  took  about  five  months  with  the  aid  of  phys- 
iotherapy. Recovery  is  usually  the  rule  rather 
than  the  exception,  and  there  have  been  no  re- 
ports of  permanent  neurologic  damage.  Restora- 
tion of  function  may  occur  in  a few  days  or  may 
be  protracted  over  several  months. 

It  is  recommended  that  when  this  neurologic 
complication  occurs,  the  arm  should  be  supported 
to  avoid  further  stretching  of  the  nerve  and,  if 
hand  function  is  involved,  the  hand  be  immobil- 
ized in  a position  of  optimum  function.  Physio- 
therapy should  be  carried  out  in  the  late  manage- 
ment of  the  disability  and  serial  electromyograph- 
ic studies  done  to  assess  the  progress  of  the  condi- 
tion. However,  the  best  treatment  is  still  preven- 
tion, and  the  anesthesiologist  can  help  in  this  goal 
by  giving  his  attention  to  proper  positioning  of  the 
patient  during  surgery  and  avoiding  the  various 
positions  that  have  been  shown  to  cause  traction 
on  the  brachial  plexus. 

Summary 

A report  on  a patient  who  was  given  a brachial- 
plexus  block  and  developed  brachial-plexus  paral- 
ysis a few  days  after  recovery  from  the  block  has 
been  presented.  The  most  likely  mechanism  of 
the  complication  has  been  cited.  Various  posi- 
tions that  contribute  to  its  development  have 
been  quoted  from  studies  of  several  investigators. 
Although  not  a common  complication,  with  recov- 
ery as  the  usual  end  result,  its  presence  is  tempo- 
rarily incapacitating,  and  recovery  may  be  slow 
and  gradual.  Prevention  is  best  accomplished  by 
attention  to  proper  positioning  of  the  patient. 
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Several  kinds  of  immunotherapy  for  the  malig- 
nant diseases  have  been  studied.1-9  Immunother- 
apy has  been  successful  in  transplanted  tumors  of 
allogeneic  experimental  animals  but  less  success- 
ful in  its  effects  on  spontaneous  tumors  or  on 
transplanted  tumors  among  syngeneic  species.10-13 
In  human  beings,  an  occasional  tumor  has  been 
destroyed  or  repressed  by  immunotherapy.14-20 
Good  results  have  occurred  in  a few  patients  with 
malignant  melanoma  or  skin  carcinomas. 14-20 
Nadler  and  Moore17'21,22  transplanted  a patient’s 
tumor  into  a paired  partner  with  the  same  blood 
type  and  same  morphologic  type  of  tumor;  then 
transfused  leukocytes  of  the  recipient  of  the  trans- 
planted tumor  back  to  the  donor  of  the  trans- 
plant.17’21'22 More  recently  Moore  and  coworkers16 
have  established  a lymphoid  cell  line  from  a pa- 
tient with  a malignant  melanoma  and  transfused 
these  cultured  cells  into  the  patient.16  This  re- 
port concerns  a unique  histologic  change  occurring 
around  foci  of  a malignant  melanoma  in  this  pa- 
tient who  received  massive  numbers  of  his  own 
cultured  lymphoid  cells. 

Case  report 

A fifty-one-year-old  white  man  felt  itching  on 
the  left  side  of  his  back  and  noticed  that  a mole 


TABLE  I.  Summary  of  treatments 


Treatment  and 
(Period  Between  Therapy) 

Period  of 
Treatment 

Effect 

Excision  of  malignant 

3 hours 

melanoma  (six-months 
interval) 

16  Exchange  leukocytes 

23  days 

None 

infusions  (one-month 
interval) 

10  Injections  of 

12  days 

Toxic 

actinomycin-D  (three- 
weeks  interval) 

33  Infusions  of  cultured  own 

44  days 

Reduction  in 

lymphocytes,  total  344.1 

size  of  tumors 

Gm. 

Re-excision  of  malignant 

2 hours 

Incomplete 

melanoma 

excision 

18  Infusions  of  cultured  own 

29  days 

None 

lymphocytes,  total  177.9 
Gm.  (three-months 
interval) 

10  Imidazole  injections 

10  days 

None 

3.5  mg.  per  kilogram  per 
day  (three  weeks  interval) 
10  Imidazole  injections 

10  days 

None 

3.5  mg.  per  kilogram  per 
day  (three  weeks  interval) 
16  Infusions  of  cultured  own 

19  days 

None 

lymphocytes,  total  249.5 
Gm. 

7 Dosages  of  chemotherapy 

6 days 

None 

with  cyclophosphamide, 
methotrexate  or 
vincristine  (twenty-four- 
day  interval) 

Death  of  patient 

was  becoming  larger.  The  mole  was  excised  and  a 
histologic  diagnosis  of  malignant  melanoma  was 
made.  Two  months  later,  he  was  admitted  to  Ro- 
swell Park  Memorial  Institute  with  evidence  of 
local  recurrence  and  regional  metastases.  Sum- 
mary of  treatments  in  the  Institute  are  tabulated 
in  Table  I.  Wide  excision  of  the  surgical  scar  in 
continuity  with  an  axillary  lymph-node  dissection 
was  performed.  Five  of  the  32  lymph  nodes  ex- 
amined contained  foci  of  lightly  pigmented  meta- 
static malignant  melanoma.  Six  months  later, 
the  melanoma  again  recurred  in  the  skin  along  the 
line  of  excision.  A portion  of  this  recurrent  tumor 
was  transplanted  into  a paired  partner  with  ad- 
vanced melanoma.  Five  days  later,  the  patient 
received  a transfusion  of  leukocytes  separated 
from  a liter  of  blood  of  his  partner.  This  transfer 
of  leukocytes  was  performed  16  times  during  the 
next  twenty-three  days  without  notable  effect  on 
tumor  size.  One  month  later,  a course  of  actino- 
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FIGURE  1.  A blastoid  lymphocyte  in  the  peripheral 
blood  is  consistent  with  the  cultured  lymphocytes  in- 
fused into  the  patient  ( X 1 300). 

mycin  D (total  of  4 mg.)  was  started,  but  severe 
drug  toxicity  developed  and  the  drug  was  discon- 
tinued. About  three  weeks  later,  the  leukocytes 
per  cubic  millimeter  of  blood  were  in  the  normal 
range. 

Daily  lymphocytotherapy  with  cultured  cells 
derived  from  his  own  white  blood  cells  was  start- 
ed. A total  of  33  infusions  containing  344.1  Gm. 
of  cultured  lymphocytes  washed  free  of  culture 
media  and  resuspended  in  normal  saline  solution 
were  injected  intravenously  in  a period  of  forty- 
four  days.  The  daily  complications  of  chills  and 
high  - fever  were  controlled  with  antihistamines 
and  were  tolerated.  Leukocytes  in  the  blood  in- 
creased to  20,000  per  cubic  millimeter,  with  an  in- 
crease in  the  number  of  large  lymphoblasts  that 
were  probably  the  infused  cultured  cells  (Fig.  1). 
The  size  of  the  huge  tumors  were  measured  at  0, 
fourteenth,  thirty-first,  and  forty-fifth  days  fol- 
lowing the  initial  onset  of  these  treatments.  On 
the  fourteenth  day,  the  tumors  were  noted  to  be 
smaller.  Their  size  continued  to  shrink  and  by 
the  forty-fifth  day,  the  residual  nodules  were  sur- 
gically excised. 

Cultured  lymphocytes  were  labeled  with  ra- 
dioactive Cr5.  After  infusion  into  the  patient, 
these  labeled  cells  were  rapidly  sequestered  in  the 
lung;  only  insignificant  localization  occurred 
around  the  neoplastic  nodules. 


One  week  later,  lymphocytotherapy  was  contin- 
ued, and  18  daily  infusions  containing  a total  of 
177.9  Gm.  of  the  cultivated  lymphocytes  were 
given.  The  surgical  wound,  including  the  split- 
thickness skin  graft,  healed  satisfactorily.  Three 
months  later,  recurrent  nodules  were  found  in  the 
left  axilla  and  along  the  scar  of  the  excisional 
wound.  Imidazole  (3.5  mg. /kg. /day)  was  given 
for  ten  days.  Three  weeks  later,  another  ten-day 
course  of  imidazole  was  given  without  any  regres- 
sion of  the  cancerous  nodules.  Once  again 
lymphocytotherapy  was  resumed  and  a total  of 
249.5  Gm.  of  cells  were  given  in  16  infusions. 
There  was  no  response  to  therapy;  the  tumor 
grew  rapidly  and  the  patient’s  condition  deterio- 
rated. He  was  treated  with  cyclophosphamide 
(Cytoxan),  methotrexate,  and  vincristine  for  six 
days  without  effect.  He  died  twenty-four  days 
after  the  chemotherapy  was  discontinued. 

Autopsy  finding 

Melanoma  tissue  was  located  in  the  left  scapu- 
lar and  shoulder  regions  and  gross  metastases 
were  found  in  the  lungs  and  brain.  The  shoulder 
and  adjacent  subcutaneous  tissues,  including  left 
neck,  upper  chest  and  upper  part  of  the  left  arm 
were  swollen,  discolored  a dark  brownish-black, 
and  had  a leather-like  consistency.  Cut  surface  of 
these  affected  areas  was  greyish  white  and  solid 
with  a gelatinous  appearance.  Tumor  was  pres- 
ent in  the  residual  axillary  lymph  nodes  and  in 
the  left  third  rib.  Approximately  90  per  cent  of 
the  volume  of  tumor  in  the  body  was  localized  to 
the  left  chest  and  shoulder. 

Small  foci  of  tumor  were  identified  in  adrenals, 
myocardium,  spleen,  and  bone  marrow  by  histo- 
logic study.  In  addition  to  tumor  metastases,  the 
lungs  contained  areas  of  fibrosis.  This  pulmonary 
fibrosis  apparently  contributed  to  the  patient’s 
pulmonary  hypertension  and  eventually  right 
heart  failure.  He  had  hydrothorax  (right  600  cc.; 
left  2,230  cc.)  and  ascites  (1,500  cc.)  with  cor  pul- 
monale (right  ventricle  6.5  mm.  in  thickness). 
Liver  and  spleen  were  swollen  weighing  2,350 
Gm.  and  850  Gm.  respectively.  The  liver  had  a 
typical  “nutmeg”  appearance. 

The  neoplastic  melanoma  cells  were  large,  pleo- 
morphic, epithelioid  in  appearance,  with  large  hy- 
perchromatic  nuclei.  Cytoplasm  was  abundant, 
but  melanin  pigment  was  not  found  "(Fig.  2). 
About  two  of  the  neoplastic  cells  were  in  a stage 
of  mitotic  division  per  high-power  field.  The  cells 
often  formed  large  nests  with  a thick  peripheral 
layer  of  edematous  fibrous  stroma  containing  a 
few  spindle-shaped  tumor  cells  and  fibroblasts 
mingled  together  (Figs.  3 to  5). 

The  most  interesting  histologic  changes  were 
seen  in  the  recurrent  tumors  of  the  chest  wall. 
The  neoplastic  nodules  were  surrounded  by  a 
zone  of  fibrous  tissue  that  contained  lymphocytes, 
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FIGURE  2.  Tumor  before  cytotherapy.  Note  the 
scantiness  of  lymphocytes.  Melanoma  cells  are  located 
in  the  upper  and  middle  portions  of  the  picture  (X 
380). 

plasma  cells,  a few  swollen  histiocytes,  and  small 
blood  vessels  (Figs.  4 and  5).  This  rim  of  fibrous 
tissue  had  abundant  reticulin  fibers.  A similar 
pattern  of  reaction  was  also  noted  around  the  me- 
tastases  in  the  lungs  and  lymph  nodes  but  was  not 
present  around  the  tumor  in  the  brain.  In  the 
brain  the  metastatic  neoplasm  was  characterized 
by  irregular  tumor  cells  located  predominantly 
around  vessels  and  as  dense  sheets  of  cells  in  the 
meninges. 

The  bone  marrow  showed  increased  cellularity 
composed  of  hematopoietic  cells,  lymphoid  cells, 
plasma  cells,  and  a few  highly  irregular  cells  con- 
sistent with  tumor  cells.  These  tumor  cells  did 
not  form  any  nests  nor  were  they  accompanied  by 
a reaction  zone.  Hematopoietic  activity  did  not 
appear  to  be  suppressed. 

The  spleen  had  a massive  hyperplasia  of  lym- 
phoid cells,  cellular  congestion  of  sinusoids,  and 
an  increased  number  of  plasma  cells.  Large 
tumor  cells  were  scattered  individually  in  small 
numbers  throughout  the  spleen. 

The  liver  showed  areas  of  congestion  and  slight 
to  moderately  increased  interstitial  fibrous  con- 
nective tissue  in  portal  triads  and  around  the  cen- 
tral veins  best  seen  in  the  preparations  stained  to 
show  reticulin  and  collagen  fibers.  Increased  fi- 


FIGURE 3.  Tumor  after  one  course  of  cytotherapy. 
Note  the  edema  and  lymphocytes  in  the  stroma 
around  the  tumor  ( X 380). 


brillar  materials  were  demonstrated  not  only  in 
the  fibrous  tissue  but  also  in  the  periphery  of  he- 
patic cell  trabecules.  Kupffer  cells  had  a normal 
appearance. 

Comment 

Morphologic  characterization  of  tumor-host 
relation  might  indicate  the  degree  of  acquired  im- 
munity to  a spontaneous  lesion  which  developed 
in  a host.  For  example,  the  presence  of  abundant 
numbers  of  lymphoid  cells  around  neoplastic  cells 
is  evidence  of  significant  host  immunity. 7’8,23-27 
Patients  with  such  reactions  around  their  malig- 
nant tumor  have  better  prognosis  than  patients 
without  such  reactions.  Thus,  the  purpose  of 
transfusion  of  cultured  cells  was  to  aid  in  the  cel- 
lular immunity  with  the  hope  that  these  cells 
would  localize  in  and  around  the  cancer  cells  and 
destroy  them.  Unfortunately,  the  autopsy  find- 
ings did  not  show  such  isolation  of  lymphoid  cells, 
but  isotope  studies  did  indicate  that  such  localiza- 
tion occurred,  although  most  cells  were  segregated 
in  the  lungs. 

Although  the  histologic  study  failed  to  confirm 
the  localization  of  cultured  lymphocytes  in  the 
neoplastic  areas,  there  is  evidence  that  a consider- 
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FIGURE  4.  Tumor  after  two  courses  of  cytotherapy. 
The  peripheral  stroma  is  more  edematous,  more  vas- 
cular, and  contains  more  lymphocytes  (X  380). 


FIGURE  5.  Same  area  as  shown  in  Figure  4 but  at  lower 
magnification  Note  the  broad  band  of  vascular  con- 
nective tissue  surrounding  the  neoplasm  ( X 1 30). 


able  amount  of  tumor  tissue  was  destroyed  by  the 
infusion  of  these  cultured  lymphocytes.  The  foci 
of  metastatic  cancer  decreased  in  size.  Further- 
more, a unique  pattern  of  stroma  reaction  devel- 
oped around  the  persistent  tumor  in  most  areas 
except  the  brain.  These  changes  of  tumor  regres- 
sion and  unique  stromal  reaction  involving  lym- 
phoblasts and  plasma  cells  occurring  after  infu- 
sion of  cultured  lymphocytes  suggests  a cellular 
immunity  process. 

If  this  infusion  of  cultured  lymphocytes  actually 
caused  death  of  neoplastic  cells,  would  increasing 
the  proportion  of  cultured  lymphocytes  to  the 
amount  of  cancer  cells  result  in  more  cancer  cell 
deaths?  We  do  not  have  the  answer.  We  hope 
the  answer  is  yes,  but  wish  to  point  out  that  in 
the  clinical  care  of  this  patient,  cancer  chemother- 
apeutic agents  were  used  as  well  as  the  cellular 
infusions.  Nevertheless,  the  time  of  the  tumor  re- 
gression and  the  unique  histologic  pattern  point 
toward  a response  to  the  infusion  of  the  cultured 
lymphocytes. 

Conclusion 

An  unusual  histologic  reaction  about  melanoma 
metastases  may  have  reflected  a therapeutic  effect 
from  infusions  of  autochthonous  cultured  lympho- 
cytes. 
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are  stimulated  or  blocked  by  a variety  of  pharmacolog- 
ic agents.  The  individual  releasing  factors  are  well 
covered  in  terms  of  the  effect  of  various  pharmacologic 
blocking  agents  on  their  secretion  and  activity.  The 
existence  of  different  neurotransmitters  for  some  spe- 
cific releasing  factors  appears  most  probable.  The  au- 
thor feels  that  the  threshold  is  near  for  successful  ther- 
apy of  galactorrhea,  acromegaly,  Cushing’s  disease,  and 
polycystic  ovaries  by  the  use  of  suprathalamic  blocking 
agents. 
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Unilateral  or  bilateral  reduplication  of  the  ure- 
ter is  a very  common  anomaly  of  the  upper  uri- 
nary tract.  In  contrast,  the  proximal  bifid  blind- 
ending ureter  is  rare.  Patients  with  this  rare 
anomaly  may  be  asymptomatic  (Case  1),  while 
others  may  demonstrate  complaints  of  flank  pain,1 


FIGURE  1.  Case  1.  Excretory  urogram  of  an  asymp- 
tomatic sixteen-year-old  female,  demonstrating  two  ure- 
ters in  the  presence  of  a normal,  nonduplicated  upper 
collecting  system. 


FIGURE  2.  Case  1.  Retrograde  examination  showing 
a blind-ending  ureter,  the  distal  end  of  which  joins  the 
true  ureter  proximal  to  the  ureterovesical  junction. 


hematuria,2  pyuria,  chills,  or  fever.3  Diagnosis  is 
suggested  by  excretory  urography  and  is  con- 
firmed by  retrograde  pyelography  (Figs.  1 and  2). 

Comment 

The  proximal  blind-ending  ureter  is  a rare  con- 
genital anomaly.  Only  34  cases  of  this  entity 
have  appeared  in  the  literature  up  to  1964. 1-10 
Two  additional  cases  of  congenital  blind-ending 
ureters  are  included  in  this  report.  Morphologi- 
cally the  blind-ending  ureter  may  be  described  as 
a tubular,  blind-ending  structure,  whose  wall  pre- 
sents the  same  histologic  layers  as  the  normal  ure- 
ter and  whose  length  is  greater  than  its  diameter 
(Case  2).  They  may  vary  in  length  from  1 to  22 
cm.  and  do  not  communicate  with  the  proximal 
renal  structures.  A small  cap  of  nephrogenic 
blastema  may  or  may  not  be  found  at  the  proxi- 
mal or  blind-ending  portion  of  the  ureter  (Figs.  3 
and  4).  Culp5  collected  a series  of  cases  of  ureters 
with  out-pouchings  and  attempted  to  differentiate 
a ureteral  diverticulum  from  bifid  blind-ending 
ureters  by  defining  the  latter  as  any  blind-ending 
hollow  structure  whose  lumen  joins  that  of  the 
true  ureter  at  a distinct  angle.  Engel3  reported 
one  case  of  a blind-ending  ureter,  the  distal  end  of 
which  was  ectopic.  In  another  case,  in  the  same 
report,  both  ureters  entered  the  bladder  separate- 
ly. Rank11  argued  that  the  distinction  between 
true  diverticula  and  blind-ending  ureters  was  arti- 
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FIGURE  3.  Case  2.  Excretory  urogram  of  a twenty- 
five-year-old  female  who  complained  of  recurrent  uri- 
nary tract  infections  and  shows  two  ureters  in  the  pres- 
ence of  a normal  upper  collecting  system 


ficial  since  both  arise  as  an  abortive  attempt  at 
ureteral  duplication  from  an  accessory  ureteral 
bud  at  the  Wolffian  duct. 

Symptoms,  when  present,  are  caused  by  some 
complication  such  as  reflux,  infection  (Case  2), 
tumor,  or  calculus  formation.  Hydronephrosis 
and  hydroureter  proximal  to  the  bifurcation  of  the 
blind-ending  ureter  may  be  observed  if  there  is 
obstruction  to  the  bifid  segment  causing  extrinsic 
pressure  on  the  adjacent  normal  ureter.  The  end 
result,  if  this  anomaly  is  unrecognized,  may  be 
progressive  hydronephrosis  and  eventual  autone- 
phrectomy. 

The  diagnosis  is  suggested  by  excretory  urogra- 
phy when  two  ureters  are  identified  in  the  pres- 
ence of  a normal,  nonduplicated,  upper  collecting 
system.  Retrograde  pyelography  may  be  neces- 
sary to  establish  or  confirm  the  diagnosis  if  the  of- 
fending segment  cannot  be  demonstrated,  particu- 
larly if  there  is  obstruction. 

The  differential  diagnosis  includes  acquired  di- 
verticula, which  histologically  lack  one  or  more  of 
the  layers,  and  acquired  blind-ending  ureters, 
which  represent  ureteral  stumps,  post  nephrecto- 
my (Case  3,  Fig.  5).  Patients  with  acquired 
blind-ending  ureters  may  also  present  fever  and 
pyuria  secondary  to  reflux  (Case  3),  and  flank 
pain  due  to  calculus  formation.12 


FIGURE  4.  Case  2.  (A)  Retrograde  pyelogram  dem- 

onstrating a blind-ending  ureter,  the  distal  end  of  which 
joins  the  true  ureter  proximal  to  the  ureterovesical  junc- 
tion. (B)  Delayed  film  in  the  retrograde  study  showing 
the  bulbous,  proximal  end  of  the  blind-ending  ureter. 
(The  blind-ending  ureter  was  surgically  removed.) 
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■ 

FIGURE  5.  Case  3.  Excretory  urogram  shows  reflux 
into  an  acquired  "blind-ending"  ureter  in  a fifty-year-old 
patient  who  had  an  earlier  nephrectomy  and  who  com- 
plained of  recurrent  urinary  tract  infections.  The  re- 
maining left  kidney  is  multicystic. 


Summary 

The  proximal  blind-ending  ureter  is  a rare  con- 
genital anomaly  which  should  be  considered  when 
flank  pain,  recurrent  urinary  tract  infection,  or 
apparent  ureteral  obstruction  is  not  readily  ex- 


plained by  the  usual  studies.  Diagnosis  is  sug- 
gested by  excretory  urography,  while  retrograde 
pyelography  may  be  necessary  to  confirm  the  di- 
agnosis. 
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to  date.3  This  one  concerns  an  additional  patient 
with  M.R.  who  has  been  followed  for  fifteen  years 
and  who  illustrates  the  progression  of  the  disease 
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Multicentric  reticulohistiocytosis  (M.R.)  is  a 
rare  systemic  disease  of  unknown  cause,  charac- 
terized by  mucocutaneous  nodules  and  progressive 
severe  destructive  arthritis.1  The  disease  was  first 
reported  in  1937  by  Weber  and  Fraudenthal.2  Re- 
ports on  a total  of  33  patients  with  typical  multi- 
centric reticulohistiocytosis  have  been  published 


FIGURE  1.  Photograph  of  face  showing  nodular  le- 
sions of  skin.  (B)  Photograph  of  feet  showing  deformi- 
ty and  mosaic  appearance  of  skin.  (C)  Photograph  of 
hands  showing  telescoping  of  digits  as  result  of  exten- 
sive destruction  of  joint  cartilage  and  subarticular  bone. 


October  1 5,  1 973  / New  York  State  Journal  of  Medicine  2487 


and  a particularly  severe  form  of  arthritis. 

Case  report 

A fortv-nine-year-old  black  woman  patient  had 
been  in  good  health  until  March,  1956,  when  at 
the  age  of  thirty-six  she  developed  a papular  erup- 
tion of  the  forearms,  intense  generalized  pruritis, 
and,  subsequently,  polyarthritis,  fever,  and  weight 
loss. 

The  symptoms  were  sufficiently  pronounced  to 
require  her  admission  to  the  hospital  in  1956  and 
again  in  1957.  Results  of  routine  laboratory  tests 
and  a rheumatoid  factor  determination  were  with- 
in normal  limits;  blood  cultures  were  negative  and 
roentgenograms  of  the  bones  and  joints  showed 
normal  findings.  Liver  and  skin  biopsies  revealed 
noncaseating  granulomatous  lesions  which  were 
interpreted  as  compatible  with  sarcoidosis.  Since 
1956  she  had  nine  more  admissions  to  the  Mart- 
land  Hospital  and  to  other  hospitals  in  Newark. 
She  has  had  a progressive  downhill  course  char- 
acterized by  a weight  loss  of  66  pounds.  Arthrop- 
athy with  increased  disability  and  mutilation  of 
the  extremities  had  progressed  to  such  an  extent 
that  she  was  unable  to  walk  and  later  even  unable 
to  sit.  She  gradually  lost  the  functions  of  both 
hands  and  feet  and  pruritis  became  a constant 
problem.  There  was  progression  of  the  skin  erup- 
tion involving  scalp,  face,  and  distal  extremities. 
The  lesions  consisted  of  papules  of  varying  size  (1 
to  10  mm.  in  diameter)  which  had  normal  skin 
color  and  presented  a slightly  dry  surface  (Fig. 
1A).  The  nodules  were  closely  set  but  were  dis- 
crete and  had  polygonal  borders  producing  a field- 
stone  or  mosaic  appearance  (Fig.  IB).  The  digits 
were  markedly  foreshortened  with  deep  circumfer- 
ential furrowing  giving  a telescope-like  appearance 
(Fig.  1C). 

Blood  counts,  urinalyses,  serum  calcium,  phos- 
phorus, and  alkaline  phosphatase  determinations 
were  normal.  Numerous  serum  protein  electro- 
phoreses tests  during  her  illness  revealed  a persis- 
tent hypoalbuminemia  and  hypergammaglobuli- 
nemia, albumin  of  41.8  per  cent  (normal,  52,  2 to 
67.0)  alpha  1,  6.4  per  cent  (normal  2.4  to  4.8  per 
cent)  alpha  2,  11.4  per  cent  (normal  6.6  to  13.6 
per  cent)  beta  12.7  per  cent  (normal  9.1  to  14.7 
per  cent)  gamma  27.7  per  cent  (normal  9.0  to  20.6 
per  cent).  An  immunoelectrophoresis  test  on  ag- 
argel  was  carried  out  on  a Gel  man  electrophoresis 
apparatus  (Fig.  2).  Immunoquantitation  of 
serum  Ig  (immunoglobulin)  by  the  immunodiffu- 
sion method  of  Mancini  et  al ,4  showed:  IgG  2,150 
mg.  per  100  ml.  (normal  1,200  to  1,600  mg.),  IgA 
265  mg.  (200  to  400  mg.),  IgM  118  mg.  (50  to  120 
mg.),  and  IgD  3 mg.  (0  to  40  mg.)  per  100  ml. 
The  serum  cholesterol  count  was  222  mg.  per  100 
ml.  and  the  lipoprotein  electrophoresis  assay  was 
normal. 

Radiographic  examinations  in  chronologic  order 
demonstrated  the  following  findings:  January, 


r 


♦ 


f 
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FIGURE  2.  Immunoelectrophoretic  pattern  of  patient's 
wells  1,  2,  and  3 contained  patients  serum:  troughs  A 
and  B contained  rabbit  antiserum  to  human  serum  pro- 
tein and  human  IgG.  respectively. 

1957:  Wrists  and  cervical  spine  showed  the  os- 

seous structure  to  be  normal  in  position,  detail, 
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FIGURE  3A.  Radiography  of  hand  showing  early  destructive  changes  in  phalanges  when  seen  in  May,  1958  (B) 

Radiography  of  hand  showing  marked  destruction  of  phalanges  and  metacarpals  joints  as  seen  in  1 969 


and  contour.  May,  1958:  The  hands  showed 

marked  erosion  of  the  heads  of  the  metacarpals 
and  of  the  phalanges  with  a loss  of  the  joint  space. 
Similar  changes  could  be  seen  in  the  carpal  bones 
and  spaces  of  both  hands.  The  styloid  process  of 
the  left  radius  also  showed  erosion  (Fig.  3A)  and 
the  feet  showed  similar  changes.  The  pelvis  and 
the  dorsolumbar  spine  were  normal.  December, 
1958:  The  hips  revealed  destructive  changes  in- 

volving both  femoral  heads  and  the  right  ischial 
tuberosity  with  destruction  and  narrowing  of  bone 
and  joint  spaces.  Feet  and  hands  showed  marked 
destruction  of  the  bone  and  joint  architecture. 
January,  1960:  There  was  further  narrowing  of 

joint  spaces  but  with  no  additional  destruction  of 
the  articular  surfaces.  The  distal  tibia  showed 
osteoporosis  with  small  punctate  areas  of  radi- 
olucency.  November,  1960:  There  was  almost 

complete  destruction  of  the  wrists  and  of  the  head 
and  neck  of  each  humerus.  October,  1969:  The 
feet  and  hands  showed  considerable  demineraliza- 
tion and  marked  destructive  changes  of  the  pha- 
langes, metacarpals,  and  tarsal  bone.  Some  of 
the  phalanges  had  practically  disappeared  (Fig. 
3B).  The  joints  were  completely  destroyed. 
Roentgenograms  of  the  dorsolumbar  spine 
showed  that  the  bones  had  fairly  normal  density. 
A biopsy  from  one  of  the  nodules  of  the  skin  re- 
vealed a normal  epidermis  and  discrete  nodules  in 
the  upper  dermis  which  deformed  the  epidermis 
but  did  not  involve  the  epidermis.  The  nodules 


were  composed  of  a mixture  of  multinuclear  (3  to 
5 nuclei)  giant  cells  and  mononuclear  cells.  Spe- 
cial stains  revealed  the  giant  cells  to  be  slightly 
positive  for  fat,  strongly  positive  with  periodic 
acid-Schiff  both  before  and  after  digestion  and  did 
not  stain  with  toluidine  blue  or  with  alcian  blue 
(Fig.  4). 

Comment 

Our  patient’s  case  illustrates  the  typical  fea- 
tures of  the  severe  form  of  this  disorder.5,6 
Twenty-six  of  the  34  cases  reported,  including 
our  patient’s,  have  occurred  in  females.  The  age 
of  onset  has  varied  from  twenty-four  to  sixty-three 
years;  in  our  patient  the  illness  began  at  the  age 
of  thirty-six.  Her  course  has  been  characterized 
by  marked  osseous  destruction  and  incapacitation 
which  are  typical  of  the  cases  with  an  early  onset.7 
Of  the  cases  reported,  88  per  cent  have  been  re- 
ported in  Caucasians,  while  our  patient  is  black 
with  a negative  family  history,  as  has  been  re- 
ported in  4 previous  cases.8,9  The  onset  was  in- 
sidious with  pruritus  and  cutaneous  eruption. 
Polyarthritis  with  fever  followed  in  about  nine 
months.  Skin  nodules,  as  an  initial  manifesta- 
tion, have  been  reported  in  18  per  cent  of 
cases.3,10,11  The  skin  lesions  in  our  patient  have 
been  strikingly  similar  in  appearance  and  location 
to  those  reported  by  others.12  The  lesions  were  lo- 
cated in  the  face,  hands,  ears,  forearms,  neck,  and 
scalp  and  were  associated  with  intense  pruritus 
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FIGURES  4(A  and  B)  Photographs  of  skin  biopsy  illustrating  multinucleared  giant  cells  with  finely  granular  cyto- 
plasm. Numerous  histiocytes  and  small  number  of  lymphocytes. 


which  was  reported  in  33  per  cent  of  cases.3 

There  was  involvement  of  the  buccal  mucosa 

which  was  reported  in  52  per  cent  of  cases. 

Weight  loss  was  reported  in  39  per  cent  of  cases. 

Our  patient  lost  66  pounds  over  a period  of  fifteen 
years.  The  main  reason  for  her  present  admission 
to  this  hospital  was  fever;  fever  was  reported  pre- 
viously in  18  per  cent  of  cases.3  The  arthritis  typ- 
ically resembles  rheumatoid  arthritis,  but  in  our 
patient  the  sedimentation  rate  in  the  active  stage 
of  arthritis  was  not  strikingly  elevated  and  the 
rheumatoid  factor  was  negative.  Radiographic 
changes  of  the  bones  and  joints  in  our  patient 
started  at  least  ten  months  after  the  clinical 
symptoms  of  arthritis  appeared,  with  a little  spot- 
ting of  the  osseous  structure  in  the  carpal  region 
of  the  hands.  Marked  changes  appeared  eight 
months  later  with  erosion  of  the  heads  of  the 
metacarpals  and  the  phalanges  and  loss  of  joint 
space  with  the  same  changes  in  the  feet.13  While 
there  was  no  abnormality  of  the  spine,  shoulders, 
elbows,  knees,  and  long  bones,  the  joint  changes 
were  quite  marked  and  occurred  in  a relatively 
short  time.  It  is  interesting  to  note  that  the  type 
of  involvement  in  this  patient  was  primarily  de- 


struction of  the  articular  cortex;  the  so-called  sub- 
chondral bone  was  spared.  There  was  no  appar- 
ent loss  of  joint  space,  except  in  the  weight-bear- 
ing joints  such  as  the  hips  where  there  was  de- 
struction of  the  femoral  heads  and  erosion  of  the 
acetabula.  The  involvement  of  the  bone  and  joint 
structures  progressed  and  almost  completely  de- 
stroyed the  hands,  feet,  elbows,  knees,  hips,  and 
shoulders,  while  the  lumbar  spine  remained  fairly 
normal.  Decreased  albumin  concentration  with 
hypergammaglobulinemia  and  significant  increase 
in  IgG  as  seen  in  our  patient  wrere  not  reported  in 
previous  cases. 
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77  W.  Barney  Street 
Gouverneur,  N.Y.  13462 
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Rowen  and  Martin  film  available 

“For  Medicinal  Purposes  Only,”  a delightful  spoof  on  hospital  life  starring  comedy  team  Dan  Rowen  and  Dick 
Martin  and  produced  by  Motorola  Systems,  is  now  available  for  rental  or  purchase  from  Modern  Film  Rentals,  a 
division  of  Modern  Talking  Picture  Service. 

A visit  to  an  ailing  friend  kicks  off  a series  of  hilarious  skits  in  which  Rowen  and  Martin,  in  their  fast-paced  tele- 
vision style,  strike  at  doctors,  patients,  and  hospitals  with  their  roguish  satire.  It’s  all  familiar — the  too  short  hos- 
pital gown,  the  eccentric  roommate,  medication  mix-ups,  and  bureaucratic  red-tape.  And  you’ve  never  seen  the 
old  operating  table  routine  done  quite  like  Dick  Martin  does  it.  It’s  a comedy  classic.  With  its  lively  tempo  and 
constant  surprises,  this  film  keeps  the  audience  breathless  with  laughter. 

“For  Medicinal  Purposes  Only”  is  available  in  16  mm. -sound  and  color.  If  you  need  an  ice-breaker  or  a little 
comic  relief  at  your  next  meeting,  or  if  you’re  just  in  the  mood  for  a good  laugh,  write  to  Modern  Media  Services,  a 
division  of  Modern  Talking  Picture  Service,  1212  Avenue  of  the  Americas,  New  York,  N.Y.  10036  for  further  infor- 
mation. 
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Special  Article 


Prepaid  Group  Practice 


EDWARD  D.  COATES,  M.D. 

Albany,  New  York 

Assistant  Commissioner  for  Health  Manpower,  State  of  New 
York  Department  of  Health 


In  the  fall  of  1971,  John  J.  A.  Lyons,  M.D.,  and  I 
were  briefly  discussing  the  potential  program  for 
the  preventive  medicine  and  public  health  section 
of  the  State  Medical  Society  meeting.  It  ap- 
peared that  an  overview  of  legislative  develop- 
ments in  the  past  year  might  be  appropriate.  We 
specifically  discussed  the  attempts  of  the  Congress 
and  the  State  legislature  to  make  services  avail- 
able to  segments  of  the  population  who  were  then 
receiving  minimal  care.  There  had  been  much 
legislative  effort  to  both  define  medically  under- 
served areas  and  provide  incentives  to  bring  ser- 
vices to  those  geographic  locations. 

After  going  through  some  of  these  pieces  of  leg- 
islation, it  appeared  that  whatever  discussion 
could  be  developed  would  be  superficial  because  of 
time  constraints.  Therefore,  it  was  decided  to  se- 
lect one  specific  topic  and  Dr.  Lyons  finally  set- 
tled on  the  subject  of  prepaid  group  practice  as 
the  first  half  of  this  section  program. 

The  Federal  government,  in  the  fall  of  1971,  was 
in  the  midst  of  their  national  promotion  of  health 
maintenance  organizations  or  HMOs.  It  was  our 
hope  that  by  February  16,  1972,  many  of  the  an- 
swers would  be  known  to  the  questions  raised  at 
that  time  and  we  would  be  able  to  share  the  most 
recent  developments  in  prepaid  group  practice 
and  HMOs.  Unfortunately,  in  the  intervening 
months  it  appeared  that  more  questions  had  been 
raised  than  answers  developed.  There  remained  a 
basic  question  of  exactly  what  is  an  HMO.  Many 
other  questions  had  arisen  also,  such  as:  How 

should  an  HMO  be  organized?  What  groups 
should  be  enrolled?  What  is  the  role  of  the  insur- 
ance carrier?  What  are  the  best  linkages  to  es- 
tablish with  institutional  providers?  What  basic 
services  should  be  offered  as  part  of  the  benefit 
package?  There  are  many  others  to  which  I do 
not  presume  to  give  definitive  answers.  I would 

Presented  at  the  166th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  Section  on  Preventive  Medi- 
cine and  Public  Health,  February  16,  1972. 


however,  like  to  discuss  briefly  the  status  of  pre- 
paid group  practices  in  New  York  State,  what  the 
State  has  done,  what  the  State  is  doing,  and  the 
impact  of  the  Federal  government  promotion  in 
New  York  State  as  of  February  16,  1972. 

In  1965  the  AMA  defined  a group  practice.  It 
was  stated: 

Group  medical  practice  is  the  application  of  medi- 
cal services  by  three  or  more  full  time  physicians  for- 
mally organized  to  provide  medical  care,  consulta- 
tion, diagnosis  and/or  treatment  through  the  joint 
use  of  equipment  and  personnel,  and  with  the  in- 
come from  medical  practice  distributed  in  accor- 
dance with  methods  previously  determined  by  the 
members  of  the  group. 

Prepaid  group  practice  then  adds  another  fac- 
tor. There  is  a fixed  or  periodic  charge  in  ad- 
vance for  the  comprehensive  services  to  be  deliv- 
ered. The  prepaid  component  should  really  be 
differentiated  from  our  present  fee-for-service  sys- 
tem. Traditional  health  insurance  programs  pro- 
vide for  prepayment;  however,  the  physician  or  in- 
stitution is  reimbursed  with  a fee  or  specific 
amount  of  money  for  the  service  rendered.  In 
prepaid  group  practice  the  payment  is  in  advance 
to  the  physician  group,  and  the  group  provides 
whatever  services  may  be  necessary.  Payment  to 
the  physician  within  the  group  may  then  take  sev- 
eral forms.  The  group  may  give  the  physician  a 
salary,  a fee,  or  varying  incentives. 

The  Federal  definition  of  a health  maintenance 
organization  would  include  a prepaid  group  prac- 
tice. The  Federal  government  has  defined  an 
HMO: 

...  as  organized  systems  of  health  care,  each  of 
which  accepts  the  responsibility  to  provide,  or  other- 
wise assure  the  delivery  of,  an  agreed  upon  plan  of 
comprehensive  health  maintenance  treatment  ser- 
vices to  a voluntarily  enrolled  group  of  persons  in  a 
geographic  area,  with  reimbursement  furnished 
through  a pre-negotiated  and  fixed  periodic  payment 
made  by  or  on  behalf  of  each  person  or  family  unit 
enrolled  in  the  plan. 

The  definitions  really  shed  little  light  on  the  ac- 
tual organization  or  functioning  of  the  prepaid 
group  practices  emerging  today.  Developing  or- 
ganizations, therefore,  have  had  the  opportunity 
to  draw  on  the  experiences  of  others  in  addition  to 
adding  their  own  special  ingredients  to  best  serve 
their  communities. 

Group  practice  is  not  a new  thing.  In  1931,  the 
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Committee  on  the  Costs  of  Medical  Care  pub- 
lished a study  entitled.  Private  Group  Clinics 
written  by  Dr.  C.  Rufus  Rorem.  One  of  the  con- 
clusions of  the  study  was  that  “group  medical 
practice  enables  private  clinic  members  to  provide 
better  care  at  lower  costs  than  if  they  practiced  as 
solo-competitors.  ” 

There  has  been  continued  growth  of  group  prac- 
tice in  the  United  States  and  in  New  York  as  the 
benefits  became  more  clearly  delineated. 

In  the  last  forty  years  there  also  has  been  the 
emergence  of  scattered  prepaid  group  practices 
throughout  the  United  States.  One  of  these 
group  practices  is  here  in  New  York  City  and  is,  of 
course,  the  Health  Insurance  Plan  of  Greater  New 
York.  Another  group  practice  that  has  developed 
in  the  last  thirty  years  is  the  Kaiser-Permanente 
Medical  Care  Program  which  has  frequently  been 
pointed  to  as  a model  for  the  prepaid  group  prac- 
tice of  tomorrow.  Within  the  last  ten  years,  stud- 
ies have  been  published  indicating  there  could  be 
significant  cost  savings  in  the  delivery  of  medical 
care  through  the  prepaid  group  practice  plan. 
One  of  these  studies  involved  Federal  employees. 
Federal  employees  have  a multiple  choice  of 
health  benefit  programs,  and  they  may  opt  to  re- 
ceive their  health  care  in  a prepaid  group  plan  if 
available,  or  they  may  opt  for  more  traditional 
health  insurance  coverage.  In  studying  the  expe- 
rience of  the  Federal  employees’  health  benefit 
plan,  it  has  been  found  that  employees  who  have 
opted  for  the  prepaid  group  practice  plan  have 
had  approximately  half  the  number  of  hospital 
days  per  1,000  enrollees  as  those  who  have  opted 
for  more  traditional  coverage.  This  savings  of 
hospital  days  for  similar  employees  have  been  af- 
fected through  lower  admission  rates  to  the  hospi- 
tal. The  savings,  therefore,  have  been  primarily 
through  the  maintenance  of  health  on  an  ambula- 
tory basis  and  a decrease  in  the  numbers  of  un- 
necessary admissions.  This  cost  saving  has  been 
one  of  the  reasons  for  the  greater  interest  in  this 
form  of  a delivery  system  within  the  last  few 
years. 

There  are  many  other  reasons  as  well,  however, 
with  the  belief  that  group  practice  can  offer  higher 
quality  care  for  individual  patients. 

In  1971,  the  New  York  State  legislature  passed 
an  act  amending  the  Public  Health  Law  of  the 
State  by  adding  a new  article,  Article  44.  Article 
44  provides  a mechanism  for  the  establishment  of 
nonprofit  medical  corporations  to  conduct  the 
group  practice  of  medicine  and  provide  health  ser- 
vices in  connection  with  a prepaid  comprehensive 
health  care  plan.  The  introduction  to  the  act 
states: 

. . . prepaid  comprehensive  health  care  plans,  where- 
in the  consumer  receives  comprehensive  health  ser- 
vices for  a periodic  charge  and  the  providers  are  paid 
on  a fixed  per  capita  basis,  represent  a promising 
system  for  delivering  a full  range  of  health  care  ser- 


vices at  a reasonable  cost.  Accordingly,  it  shall  be 

the  policy  of  this  State  to: 

(a)  expand  the  health  care  options  available  to  the 
consumer  and  insure  that  each  New  Yorker  will 
have  true  freedom  of  choice  in  choosing  that 
plan  which  is  most  compatible  with  his  needs; 

(b)  encourage  the  formation  by  physicians  of  non- 
profit medical  corporations  and  the  operation  of 
such  groups  in  connection  with  prepaid  compre- 
hensive health  care. 

Through  this  article,  New  York  State  has  pro- 
vided a vehicle  for  physicians  to  form  a prepaid 
group  practice.  It  is  important  to  emphasize  that 
this  represents  just  one  potential  model  of  a pre- 
paid group  practice  or  health  maintenance  organi- 
zation. The  New  York  State  enabling  legislation 
provided  for  the  incorporators  and  governing  au- 
thority of  this  group  practice  to  be  physicians  duly 
licensed  and  registered  in  the  State  of  New  York. 
Other  models,  of  course,  of  an  HMO  are  possible 
and  might  take  the  form  of  a community  corpora- 
tion, a hospital-dominated  corporation,  or  other 
combinations  of  individuals  to  be  the  governing 
authority  of  such  a plan. 

Under  the  law,  all  income  for  medical  services 
must  go  to  the  corporation.  The  physicians  must 
be  full  time,  and  the  majority  of  the  income  to  the 
corporation  must  come  on  a prepaid  basis.  The 
law  provides  incentives  for  the  group  in  the  form 
of  real  property  tax  relief  and  guaranteed  low  in- 
terest construction  loans. 

To  date,  the  health  department  has  received 
two  applications  from  two  groups  of  physicians 
who  are  proposing  to  incorporate  under  Article  44 
to  give  prepaid  comprehensive  care.  Both  of 
these  groups  are  located  in  urban  areas  and  their 
applications  are  currently  being  processed.  While 
there  have  been  a number  of  other  inquiries  about 
this  piece  of  State  legislation,  these  have  been  the 
only  two  applicants  thus  far. 

The  experience  in  New  York  State  with  the 
HMO  proposal  of  the  Federal  government  has  had 
a wider  reception.  The  Federal  government  has 
offered  planning  and  organizational  grants  to  en- 
courage the  formation  of  health  maintenance  or- 
ganizations throughout  the  United  States.  To 
date,  the  Department  of  Health,  Education,  and 
Welfare  has  awarded  a total  of  approximately 
$600,000  to  eight  separate  groups  within  New 
York  State  to  plan  and  develop  health  mainte- 
nance organizations.  These  groups  offer  differing 
models  of  health  maintenance  organizations. 
Some  of  the  organizational  structures  represent- 
ed in  these  planning  efforts  include  a community- 
based  corporation,  a hospital-based  corporation,  a 
neighborhood  health  center,  a municipal  govern- 
ment, an  area-wide  planning  council,  and  a foun- 
dation. 

Therefore,  there  are  currently  10  organizations 
in  New  York  State  actively  moving  to  establish 
new  prepaid  group  practices.  In  addition  to  these 
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10,  there  are  several  others  which  are  in  the  early 
stages  of  formation  and  discussion.  If  possible,  I 
should  like  to  outline  some  of  the  common  ele- 
ments among  these  different  organizations  in  New 
York  as  they  plan  their  individual  programs. 

All  intend  to  offer  varying  degrees  of  compre- 
hensive health  services.  The  New  York  State  law 
provides  a definition  which  includes  four  compo- 
nents to  be  considered  as  comprehensive  health 
care.  These  four  components  include:  emergen- 
cy care,  physician  outpatient  services,  inpatient 
services,  and  preventive  services.  Some  of  these 
proposals  will  go  beyond  this  basic  package. 
Some  offer  varying  degrees  of  eye  care,  dental 
care,  home  care,  hospital-related  care,  and  there  is 
wide  flexibility  in  exactly  what  will  be  in  a benefit 
package.  All  of  the  groups  are  tentatively  plan- 
ning to  enroll  a broad  segment  of  the  population 
within  their  prepaid  plan.  Enrollees  will  include 
those  who  are  employed  and  may  have  health  in- 
surance benefits  through  their  employer  or  union, 
as  well  as  those  individuals  who  are  eligible  for 
Federal  and  State-supported  programs  such  as 
Medicare  and  Medicaid.  To  be  successful,  a pre- 
paid group  practice  must  have  a close  hospital 
linkage.  In  New  York  State,  it  appears  that  most 
of  the  organizations  will  lean  toward  contract  ar- 
rangements with  hospitals  to  guarantee  inpatient 
services  for  the  subscribers  of  the  plan.  A few 
may  actually  control  the  hospitals  they  utilize. 
The  hospital  affiliation  contracts,  however,  re- 
main in  the  developmental  stage  and  are  one  of 
the  major  aspects  requiring  solution. 

Another  common  element  of  the  plans  that  are 
emerging,  although  not  common  to  all  the  propos- 
als, include  a concept  that  physicians  shall  be 
full-time  salaried  employees  of  the  group.  In  pre- 
paid group  practices  elsewhere  in  the  country, 
various  reimbursement  mechanisms  for  physicians 
have  been  developed.  It  remains  to  be  seen 
whether  the  majority  of  the  groups  in  New  York 
State  will  work  out  a proposal  so  that  any  savings 
realized  by  the  group  may  be  shared  by  the  par- 


ticipating physicians  as  incentives  for  improved 
care.  Most  of  the  plans  in  New  York  State  are 
looking  forward  to  a close  relationship  with  an  in- 
surance carrier  which  can  aid  in  the  marketing 
and  business  administration  of  their  prepaid 
group  practice.  Cost  information  is  being  devel- 
oped and  actuarial  studies  are  underway  by  each 
of  the  planning  groups. 

At  present,  there  is  no  specific  Federal  legisla- 
tive authorization  for  the  development  of  health 
maintenance  organizations  throughout  the  United 
States.  Such  bills  are  being  introduced  in  Con- 
gress and  no  doubt  one  will  be  passed  in  the  very 
near  future.  With  the  1972  session  of  the  New 
York  State  legislature,  there  may  be  a reexamina- 
tion of  Article  44  of  the  Public  Health  Law.  This 
act  specifically  established  one  model  of  a health 
maintenance  organization  to  provide  for  a physi- 
cian-governing authority.  At  this  stage  in  our  de- 
velopment it  is  not  clear  which  model  provides  the 
best  mechanism  for  success,  and  the  law  may  be 
expanded  to  include  other  types  of  health  mainte- 
nance organizations.  It  must  be  pointed  out  that 
the  prepaid  group  practice  concept  is  not  pro- 
posed as  a cure-all  for  the  criticisms  being  leveled 
at  our  medical  care  system  today.  The  health 
maintenance  organization  offers  one  alternative 
for  both  providers  and  consumers  of  medical  care. 
It  is  intended  that  the  pluralistic  nature  of  our 
medical  care  system  be  continued  and  that  con- 
sumers have  additional  options  in  the  way  they 
receive  their  medical  care. 

The  debate  concerning  an  exact  definition  of 
prepaid  group  practice  will  continue  for  the  next 
several  years.  This  is  a healthy  debate,  for  there 
is  no  single  solution  or  monolithic  model  for  the 
delivery  of  medical  care.  The  promotion  of  pre- 
paid group  practices  will  offer  an  alternative,  and 
each  newly  formed  group  should  be  designed  to 
meet  the  needs  of  the  community  it  serves. 

State  of  New  York  Department  of  Health 
84  Holland  Avenue 
Albany,  New  York  12208 
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II.  End  to  the  period  of  endemicity — 
1904  to  1939 
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cMedical  Epidemiologist.  Bureau  of  Infectious  Disease 
Control. 

During  most  of  the  nineteenth  century  endemic 
transmission  of  malaria  occurred  in  New  York 
City.1  The  decline  and  eventual  disappearance  of 
endemic  malaria  in  the  city  occurred  in  the  early 
part  of  the  twentieth  century.2  It  was  the  result 
of  specific  measures  aimed  at  the  control  and 
eradication  of  the  disease,  of  a gradual  decrease  in 
the  numbers  of  new  immigrants  coming  into  the 
city  from  endemic  areas  in  Europe,  and  of  socio- 
economic advances  unfavorable  to  the  transmis- 
sion of  the  disease.  Imported  cases  continued  to 
occur  during  the  period  that  endemic  malaria  was 
disappearing  and  have  occurred  until  the  present 
time.  No  attempts  were  made  at  the  time  to  doc- 
ument the  exact  end  point  of  the  period  of  endem- 
icity, but  from  the  available  data  it  appears  to 
have  occurred  in  the  second  decade  of  the  century. 
Although  precise  evidence  is  lacking,  cases  of  in- 
troduced malaria*  undoubtedly  occurred  during 
this  period  as  they  had  previously,  and  by  the 
1920s  malaria  was  exclusively  an  imported  disease 
in  the  city.  The  epidemiology  of  the  disease  in 
the  1930s  was  dominated  by  outbreaks  of  Plasmo- 
dium falciparum  infections  among  drug  addicts 
using  common  injection  equipment.3-4  This  arti- 
cle reviews  the  epidemiologic  features  of  malaria 
in  New  York  City  during  the  early  part  of  this 
century,  from  1904  to  1939. 

* Introduced  malaria  is  malaria  acquired  by  mosquito  trans- 
mission from  an  imported  case. 


Methods 

A retrospective  study  was  conducted  of  the  ar- 
chives and  statistics  of  the  Department  of  Health 
of  the  City  of  New  York  for  the  period  1904  to 
1939.  In  addition,  the  published  reports  about 
malaria  in  the  city  during  this  period  were  exam- 
ined and  studied  as  well  as  the  unpublished  data 
of  the  Bureau  of  Infectious  Disease  Control  and  its 
predecessor  organizations,  the  Bureau  of  Preven- 
table Diseases  and  the  Bureau  of  Communicable 
Diseases. 


Malaria  case  and  death  reporting  in  the 
City  of  New  York,  1 904  to  1 939 

Prior  to  July,  1901,  only  deaths  from  malaria 
were  reportable  to  the  department  of  health.  In 
that  year  the  board  of  health  passed  a series  of 
resolutions  concerning  malaria  in  view  of  the  new 
discoveries  of  the  cause  and  manner  of  transmis- 
sion of  the  disease.  Among  these  resolutions  was 
one  which  required  the  reporting  of  all  cases  of 
malarial  fever  to  the  department,  giving  age,  sex, 
occupation,  address,  and  information  on  whether 
the  case  was  a primary  attack  or  a relapse.  This 
resolution  was  not  actually  published  in  the 
health  code  until  1902.  The  department  printed 
special  cards  which  were  sent  out  to  all  registered 
physicians  and  medical  institutions,  and  offered 
free  microscopic  examination  of  blood  of  suspect- 
ed cases  to  all  physicians  requesting  it. 

In  1903  the  department  undertook  to  study  the 
geographic  distribution  of  reported  cases  of  malar- 
ia in  the  city.  Special  inspectors  were  assigned  to 
the  boroughs  of  the  city,  to  investigate  all  re- 
ported cases  of  the  disease,  and  to  destroy  mos- 
quito breeding  sites. 

In  1904  the  department  published  morbidity 
statistics  for  malaria  for  the  first  time  in  its  histo- 
ry, but  for  the  borough  of  Manhattan  only.  Mor- 
bidity statistics  for  malaria  in  all  of  the  city’s  five 
boroughs  were  published  for  the  first  time  in 
1905, 5 and  again  in  1906. 6 However,  from  1907  to 
1916,  morbidity  data  on  malaria  were  not  pub- 
lished. It  appears  from  the  records  that  the  rea- 
sons for  this  discontinuance  of  publication  was  a 
recognition  of  the  unreliability  of  the  data.  Al- 
though case  reporting  was  encouraged  and  indeed 
required,  the  department  had  reason  to  doubt  the 
accuracy  of  the  diagnosis  in  many  cases. 

In  1906  the  department’s  bureau  of  laboratories 
examined  1,198  blood  specimens  from  persons  in 
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whom  malaria  was  strongly  suspected  by  referring 
private  physicians  and  institutions.  Malaria  par- 
asites were  found  in  122  (10.1  per  cent)  of  these 
cases.6  In  the  Annual  Report  for  this  year,  the 
following  comments  were  made  in  the  report  of 
the  division  of  communicable  diseases: 

. . . concerning  the  deaths  supposed  to  be  due  to 
malarial  fever,  it  seems  probable  that  a large  propor- 
tion of  such  deaths  are  in  reality  due  to  typhoid  fever 
or  other  causes.6 

The  director  of  the  Manhattan  office  of  the  di- 
vision of  communicable  diseases  commented: 

. . . every  death  from  malaria  has  been  investigated 
and  it  is  so  frequently  that  the  patient  really  died  of 
some  other  disease  such  as  typhoid  fever,  purperal 
septicemia  . . . and  so  death  certificates  were  amend- 
ed accordingly.6 

The  Annual  Report  for  19077  also  comments  on 
the  unreliability  of  reporting: 

. . . every  death  reported  as  having  been  due  to 
malaria  in  the  greater  New  York  area  was  carefully 
investigated  and  a history  obtained  in  each  instance. 
The  fact  that  blood  was  examined  in  only  10  per  cent 
of  the  cases  makes  it  very  improbable  that  all  of 
these  patients  really  died  of  malarial  fever. 

Of  the  69  deaths  registered  as  having  been  due 
to  malaria  in  1907,  health  inspectors  considered 
the  diagnosis  correct  in  79  per  cent  of  the  cases. 
In  1908,  72  per  cent  of  the  34  registered  malaria 
deaths  were  considered  by  health  inspectors  as 
correct. 

The  following  comments  in  the  1913  Annual  Re- 
port8 sum  up  the  then-current  situation  regarding 
reporting. 

. . . Deaths  from  this  cause  (malaria)  have  steadily 
declined  and  this  diminution  has  been  both  real  and 
apparent  because  of  the  laboratories’  facilities  for  ac- 
curate diagnosis  offered  the  medical  profession  . . . 
which  eliminated  other  fevers  that  heretofore  had 
been  classified  as  malarial. 

With  the  passage  of  time  morbidity  and  mortal- 
ity reports  became  more  reliable,  and  in  1917  the 
department  reinstituted  the  publication  of  mor- 
bidity data  in  addition  to  mortality  data.  The 
Annual  Report  for  19179  contains  familiar  remarks 
about  the  decrease  in  the  incidence  of  the  disease 
due  to  more  accurate  diagnosis,  the  latter 
achieved  primarily  through  the  exclusion  of  ty- 
phoid fever. 

Morbidity  data 

The  number  of  cases  of  malaria  reported  from 
1904  through  1939  ranged  from  a high  of  424  in 
1906  to  a low  of  23  in  1926.  The  morbidity  data 
for  the  first  two  decades  of  the  century  are  consid- 
erably distorted  because  of  the  overreporting 


which  occurred  at  this  time.  Although  the  de- 
partment of  health  had  resolved  to  investigate  all 
reported  cases  of  malaria  in  1903,  for  a variety  of 
reasons  they  were  unable  to  confirm  or  exclude 
the  diagnosis  in  a large  number  of  instances. 
This  inability  resulted  from  a lack  of  sufficient 
personnel  to  investigate  all  reported  cases,  and 
from  late  reporting  which  resulted  in  a given  in- 
vestigation being  performed  weeks  after  the  illness 
had  occurred.  As  confirmatory  laboratory  tech- 
niques for  both  malaria  and  typhoid  fever  became 
available  and  more  widely  utilized  by  reporting 
physicians,  overreporting  as  a result  of  misdiag- 
nosis occurred  with  decreasing  frequency.  Over- 
reporting also  became  less  of  a problem  as  general 
medical  knowledge  of  malaria,  typhoid  fever,  and 
other  fever-producing  illness  increased  and  be- 
came disseminated  among  the  members  of  the 
medical  profession. 

When  case  figures  were  again  published  in  1916, 
only  23  cases  were  reported.  However,  in  the  fol- 
lowing year,  1917,  161  cases  were  reported  (Fig. 
1).  Although  there  are  no  records  available  con- 
cerning these  cases,  101  (62.6  per  cent)  of  them 
were  reported  from  the  borough  of  Manhattan. 
The  fact  that  the  number  of  deaths  for  1917  was 
the  same  as  in  1916  raises  suspicions  that  this 
peak  in  1917  may  have  been  an  artifact  due  to 
overreporting.  The  second  highest  peak  for  the 
period  occurred  in  1921  when  116  cases  were  re- 
ported. Of  these  116  cases,  73  (62.6  per  cent) 
were  reported  from  the  borough  of  Manhattan. 
Lower  peaks  occurred  in  1927  and  1930. 

The  peak  recorded  in  1934  is  accounted  for  in 
large  measure  by  an  outbreak  of  malaria  which 
occurred  among  drug  addicts  in  the  borough  of 
Manhattan.3  Of  the  86  cases  of  malaria  reported 
that  year,  41  (47.6  per  cent)  occurred  among  her- 
oin addicts  involved  in  one  outbreak.  The  peak 
which  occurred  in  1938  was  due  in  large  part  to 
the  reporting  of  45  cases  of  P.  falciparum  malaria 
among  heroin  addicts  hospitalized  at  Bellevue 
Hospital.4  These  45  cases  comprised  48.3  per  cent 
of  the  total  of  93  cases  reported  that  year.  It  is 
probable  that  there  was  gross  underreporting  of 
cases  among  addicts  in  general. 

For  the  period  of  1920  to  1929,  there  was  an  av- 
erage of  60.7  cases  of  malaria  reported  per  year  in 
the  city.  There  was  an  average  of  67.7  cases  re- 
ported per  year  for  the  following  decade,  1930  to 
1939. 

Geographic  distribution  of  cases 

The  average  number  of  cases  reported  per  year 
for  the  period  1920  to  1939  was  the  highest  in  the 
borough  of  Manhattan  and  the  lowest  in  the  bor- 
ough of  Queens.  The  incidence,  however,  for  the 
period  1920  to  1939  was  highest  in  the  borough  of 
Richmond  and  lowest  in  Queens  (Fig.  2).  This 
incidence  for  Richmond  is  accounted  for  by  the 
fact  that  most  of  the  cases  reported  from  this  bor- 
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FIGURE  1 . Reported  cases  of  malaria  and  deaths  from  malaria.  New  York  City  1 9 1 6 to  1939. 


MANHATTAN  BROOKLYN  QUEENS  BRONX  RICHMOND  NEW  YORK  CUT 

FIGURE  2.  Average  yearly  attack  rate  for  malaria  by  borough  of  report  New  York  City  1 920  to  1 939. 
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FIGURE  3.  Average  monthly  reported  cases  of  malaria.  New  York  City  1 91  7 to  1 939. 


ough  were  patients  at  the  U.S.  Public  Health  Ser- 
vice Hospital  and  represented  imported  cases  of 
malaria  among  seamen  and  military  personnel. 
Excluding  Richmond,  the  highest  incidence  rate 
was  in  Manhattan. 

The  incidence  rate  decreased  for  all  boroughs 
from  the  decade  1920  to  1929  to  the  decade  1930 
to  1939  except  for  Manhattan  and  Richmond.  Of 
the  141  cases  of  malaria  reported  in  the  New  York 
City  in  this  period,  95  (67.4  per  cent)  were  among 
heroin  addicts  involved  in  the  two  Manhattan 
outbreaks  previously  cited.  The  increased  yearly 
incidence  rate  for  Richmond  is  accounted  for  by 
the  mounting  number  of  cases  of  imported  malar- 
ia reported  from  the  U.S.  Public  Health  Service 
Hospital. 

Seasonal  distribution  of  cases 

Figure  3 presents  the  average  number  of  re- 
ported cases  of  malaria  by  month  for  the  years 
1917  to  1939.  The  greatest  number  of  cases  oc- 
curred in  the  month  of  July  with  a smaller  peak 
occurring  in  September.  The  lowest  number  of 
cases  occurred  in  January. 


Mortality  data 

Mortality  data  for  malaria  for  this  period  are 
more  accurate  than  the  morbidity  data,  since  all 
reported  deaths  were  investigated  by  health  de- 
partment inspectors  and  the  diagnosis  confirmed. 
In  those  instances  where  the  inspectors  did  not 
concur  with  the  diagnosis,  the  death  certificate 
was  amended.  Certainly  a margin  of  error  oc- 
curred, even  in  this  process  of  confirmation.  But 
the  final  figures  for  the  early  decades  are  certainly 
more  reliable  than  the  morbidity  data  for  the  cor- 
responding period  of  time. 

In  the  nineteenth  century,  reported  malaria 
deaths  reached  a peak  in  1881.  In  that  year  605 
deaths  were  reported.  The  number  of  annual 
deaths  reported  from  the  disease  gradually  fell, 
reaching  a low  of  167  in  1899.  This  downward 
trend  continued  (Figs.  1 and  3)  until  1920  when  a 
plateau  level  was  reached  of  four  average  annual 
deaths.  This  low  plateau  was  maintained  until 
1932.  In  1933,  12  malaria  deaths  were  reported  in 
the  city  of  which  9 (75  per  cent)  occurred  in  the 
latter  part  of  the  year  as  part  of  an  outbreak 
among  heroin  addicts.  In  the  following  year  1934, 
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FIGURE  4.  Reported  deaths  from  malaria  by  sex.  New  York  City  1 904  to  1 939. 


a peak  of  19  deaths  occurred,  the  highest  reported 
in  twenty  years.  This  peak  reflected  the  large 
number  of  fatalities  associated  with  the  outbreak 
among  heroin  addicts.  This  outbreak  was  tempo- 
rarily brought  under  control  by  February  of  that 
year.3  The  mortality  figures  again  rose  in  1937 
and  1938,  reflecting  a continuance  of  the  outbreak 
among  heroin  addicts,  many  of  whom  were  hospi- 
talized at  Bellevue  Hospital. 

During  the  nineteenth  century  there  was  no  sex 
difference  in  the  average  annual  number  of  malar- 
ia deaths  reported.  This  probably  reflects,  to  a 
certain  extent,  the  equal  risk  of  both  males  and 
females  to  indigenous  malaria  transmission.  But 
by  the  beginning  of  the  third  decade  of  this  centu- 
ry, the  average  annual  number  of  male  deaths  be- 
came consistently  higher  than  the  female  deaths. 
This  pattern  remained  consistent  for  the  remain- 
der of  the  period  under  study.  The  beginning  of 
this  pattern,  in  1920,  coincided  with  a general  lev- 
eling off  of  malaria  deaths  (Fig.  4),  lending  evi- 
dence to  the  possibility  that  indigenous  transmis- 
sion ceased  at  this  time.  Thereafter,  malaria  was 
an  imported  disease,  primarily  of  males,  such  as 


seamen  and  military  personnel.  In  the  1930s  this 
male  preponderance  was  augmented  by  the  occur- 
rence of  the  disease  among  male  heroin  addicts. 

Table  I presents  the  number  of  fatalities  from 
malaria  by  age  according  to  decade  for  the  period 
1900  to  1939.  Of  the  total  of  1,234  malaria  deaths 
which  occurred  in  the  forty  years  between  1900 
and  1939,  893  (72.3  per  cent)  occurred  in  the  first 
decade.  The  subsequent  two  decades  saw  a grad- 
ual decline,  as  demonstrated  in  Figures  1 and  4, 
and  then  an  increase  occurred  in  the  last  decade, 
reflecting  deaths  among  heroin  addicts. 

During  the  first  decade,  one  fifth  of  all  malaria 
deaths  occurred  among  children  below  five  years 
of  age.  By  the  fourth  decade  this  age  group  ac- 
counted for  less  than  one  per  cent  of  all  reported 
deaths.  A similar  pattern  is  seen  among  children 
five  to  fourteen  years  of  age  and  to  a lesser  extent 
among  the  fifteen  to  nineteen-year  age  group.  In 
striking  contrast  to  this,  the  proportion  of  malaria 
deaths  in  the  twenty  to  forty-four-year  age  group 
gradually  increased  from  29.6  per  cent  in  the  dec- 
ade 1900  to  1909  to  73.8  per  cent  in  the  decade 
1930  to  1939.  Except  for  an  increase  in  the  sec- 
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TABLE  I.  Reported  deaths  from  malaria  by  age  in  years,  1900  to  1939  New  York  City 


Total 

Deaths 

for 

Decade 

Decade 

0 to  4- — - 

Per 

Deaths  cent 

5 to  9 v 

Per 

Deaths  cent 

✓ — 10  to 
Deaths 

14— 

Per 

cent 

✓ — 15  to  19 — n 
Per 

Deaths  cent 

/ — 20  to  24— > 
Per 

Deaths  cent 

, 25  to  44 , 

Per 

Deaths  cent 

. 454- 

Deaths 

Per 

cent 

year 

Per 

Cent 

1900  to  1909 

192 

21.5 

54 

6.0 

97 

10.9 

40 

4.4 

42 

4.7 

222 

24.9 

246 

27.6 

893 

72.3 

1910  to  1919 

19 

11.5 

7 

4.3 

4 

2.4 

4 

2.4 

9 

5.4 

54 

32.8 

68 

41.2 

165 

13.4 

1920  to  1929 

1 

2.9 

0 

0 

0 

0 

2 

5.7 

3 

8.5 

19 

54.4 

10 

28.5 

35 

2.8 

1930  to  1939 

1 

0.7 

0 

0 

0 

0 

4 

2.8 

22 

15.6 

82 

58.2 

32 

22.7 

141 

11.5 

Totals  for 
forty  years 

213 

17.2 

61 

4.9 

101 

8.8 

50 

4.8 

76 

6.1 

377 

30.5 

356 

28.7 

1,234 

100.0 

ond  decade,  the  proportion  of  cases  in  the  forty- 
five  plus  age  group  remained  essentially  the  same 
for  the  forty-year  period.  By  the  fourth  decade, 
80.9  per  cent  of  all  deaths  were  occurring  among 
adults  above  twenty-five  years  of  age,  and  virtual- 
ly none  among  children  below  fifteen  years  of  age. 
The  endemic  situation  in  the  early  part  of  the 
century  might  be  reflected  in  this  age  distribution 
of  malaria  deaths. 

Table  II  presents  the  case  fatality  rates  for  ma- 
laria for  the  1916  to  1939  period.  The  lowest  case 
fatality  rates  were  reported  in  the  decade  1920  to 
1924  and  the  highest  in  the  1930  to  1939  period. 
Table  III  presents  the  case  fatality  rates  for  the 
1930  to  1939  period  by  borough  of  report.  The 
highest  fatality  rate  was  present  in  Manhattan 
and  the  lowest  in  Richmond.  In  this  decade  a 
total  of  41  deaths,  of  the  110  reported  deaths  from 
Manhattan  (37.2  per  cent),  were  due  to  falcipar- 
um malaria  in  drug  addicts  seen  at  Bellevue  Hos- 
pital. Although  department  of  health  archives  do 
not  contain  precise  data  on  all  cases  for  this  peri- 
od, they  do  indicate  that  large  numbers  of  deaths 
from  falciparum  malaria  occurred  among  drug  ad- 
dicts outside  of  Bellevue  Hospital.10  The  low  fa- 
tality rate  in  Richmond  reflects  the  Plasmodium 
vivax  infections  which  predominated  at  the  U.S. 
Public  Health  Service  Hospital.10 

Control  measures 

As  explained  in  a previous  communication,  the 
department  of  health  instituted  a vigorous  malar- 
ia control  program  in  1902. 11  This  comprehensive 
program  included  the  investigation  of  all  reported 
deaths  and  later  all  reported  cases,  a multifaceted 
education  program  aimed  at  both  physician  and 
the  lay  public,  the  establishment  of  free  diagnostic 
laboratory  services  to  the  medical  community,  the 
use  of  chemoprophylaxis  in  areas  where  case  clus- 
tering occurred,  and  an  extensive  mosquito-con- 
trol program.  The  mosquito-control  program 
consisted  of  the  drainage  of  swamps  and  other 
stagnant  bodies  of  water,  and  the  use  of  petroleum 
for  larvae  control.  Prior  to  the  implementation  of 
this  activity,  surveys  were  conducted  of  swamps 
and  other  potential  mosquito  breeding  areas,  to 
determine  the  presence  of  Anopheles  species.  An- 
opheles were  found  primarily  in  natural  collec- 
tions of  water,  in  shaded  localities,  woods,  and  in 
public  parks.12 

In  1902  a mosquito  corps  was  formed  in  the 


TABLE  II.  Fatality  rates  from  malaria  New  York  City, 
1916  to  1939 


Decade 

Total 
Number 
of  Cases 

Total 
Number 
of  Deaths 

Fatality 
Rate 
(per  cent) 

1916  to  1919 

285 

36 

12.9 

1920  to  1929 

607 

35 

5.7 

1930  to  1939 

677 

141 

20.8 

Totals 

1,569 

212 

13.5 

TABLE  III.  Fatality  rates  from  malaria, 
New  York  City,  1930  to  1939 

by  borough 

Total 

Total 

Number 

Number 

Fatality 

of 

of 

Rate 

Borough 

Cases 

Deaths 

(per  cent) 

Manhattan 

370 

110 

29.7 

Brooklyn 

105 

18 

17.1 

Queens 

25 

6 

24.0 

Bronx 

42 

6 

14.2 

Richmond 

137 

1 

0.7 

Totals 

679 

141 

20.8 

bacteriology  department  of  the  bureau  of  labora- 
tories and  placed  under  the  direction  of  William 
A.  Payne,  M.D.12  Later  a division  of  mosquito 
control  was  established  in  the  sanitary  bureau  of 
the  department. 

Comment 

By  1899  Ross  had  conclusively  demonstrated 
that  Anopheles  mosquitoes  transmit  malaria.13 
This,  coupled  to  the  confirmed  discoveries  of 
Laveran14  who  in  1880  reported  on  the  presence  of 
a parasite  in  the  blood  of  malaria  patients,  ush- 
ered in  the  modern  era  of  malariology.  The  effect 
of  these  discoveries  was  a revolution  in  ideas 
about  the  diagnosis,  treatment,  prevention,  and 
control  of  malaria.  In  1901,  a year  after  Ross 
published  his  findings,  the  Department  of  Health 
of  the  City  of  New  York  implemented  a malaria 
control  program.15  The  first  step  in  this  program 
was  the  enactment  of  statutory  regulations  which 
improved  fatality  reporting,  instituted  case  re- 
porting, and  required  confirmation  of  cases  and 
deaths  by  the  department.  In  addition,  a health 
education  program  was  launched  for  both  the  lay 
public  and  medical  practitioners,  laboratory  ser- 
vices provided  free  of  charge  for  the  confirmation 
of  cases,  clustering  patterns  studied,  and  chemo- 
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prophylaxis  instituted  in  areas  of  case  clustering 
and  mosquito  control  programs  established  in  all 
boroughs  of  the  city. 

The  goals  set  forth  in  this  energetic  malaria 
control  program  were  not  achieved  immediately. 
Although  case  reporting  was  required  and  special 
reporting  cards  distributed  to  all  practicing  physi- 
cians and  medical  institutions  in  1902,  it  was  not 
until  1916  that  this  case  reporting  was  considered 
adequate  and  valid  enough  for  inclusion  in  the  an- 
nual statistics.  All  reported  deaths  from  malaria 
were  investigated,  beginning  in  1902.  Death  cer- 
tificates were  amended  from  this  time  onward, 
sanitary  inspectors  requiring  that  the  depart- 
ment’s well-defined  criteria  be  met  in  order  that 
the  diagnosis  be  made.  Prior  to  1900,  and  cer- 
tainly during  the  first  ten  years  of  this  century, 
many  cases  of  typhoid  fever  and,  to  a lesser  ex- 
tent, other  fevers,  were  misdiagnosed  as  being  ma- 
laria. This  resulted  in  an  artificial  increase  in  the 
number  of  annual  reported  deaths.  The  Widal 
test  for  the  diagnosis  of  typhoid  fever  became 
more  widely  used  after  its  introduction  in  1898, 
leading  to  more  accurate  diagnosis  of  this  disease 
and  an  artificial  decrease  in  reported  deaths  from 
malaria.  The  introduction  of  techniques  for  the 
laboratory  confirmation  of  malaria  in  the  first 
years  of  this  century  led  to  more  accurate  diagno- 
sis of  malaria. 

In  view  of  these  then-new  developments,  mor- 
tality data  for  malaria  in  the  city  became  quite 
reliable  early  on  in  this  century.  The  same  can- 
not be  said,  of  course,  for  the  morbidity  data 
whose  reliability  until  the  latter  part  of  the  second 
decade  is  questionable. 

The  mortality  curve  for  malaria  continued  on  a 
downward  trend  which  had  begun  in  1881.  In 
1920  the  curve  reached  a plateau  which  was  main- 
tained for  the  next  twenty-two  years,  until  1932. 
Thereafter,  an  upward  swing  occurred,  reaching 
a peak  in  1934  and  a higher  peak  in  1938.  Both  of 
these  peaks  were  due  to  an  outbreak  of  falciparum 
malaria  among  heroin  addicts.  This  outbreak 
began  in  September,  1933,  and  was  temporarily 
brought  under  control  in  February,  1934.  Hel- 
pern,3 who  investigated  this  outbreak,  reported 
that  17  of  the  18  deaths  which  occurred  in  1933  to 
1934  were  due  to  P.  falciparum  infections.  One 
was  due  to  Plasmodium  malariae.  Helpern  exam- 
ined the  blood  smears  of  150  addicts  in  the  Tombs 
Prison  and  Correction  Hospital  in  Manhattan  and 
found  that  9 had  asymptomatic  parasitemias,  8 
falciparum  infections,  and  1 vivax  infection. 
Subsequent  active  surveillance  revealed  9 addi- 
tional cases  of  nonfatal  falciparum  and  5 cases  of 
P.  malariae  infection.  Helpern3  was  able  to  trace 
the  P.  falciparum  infections  back  to  an  index  case 
who  had  recently  been  in  the  tropics.  He  also 
found  that  many  of  the  addicts  in  the  Tombs 
Prison  admitted  to  sharing  their  syringes  and  nee- 
dles with  many  of  the  addicts  who  had  died  from 


P.  falciparum  infections. 

The  association  of  P.  falciparum  infections  with 
the  intravenous  use  of  heroin  was  first  reported  by 
Beggam  in  192916  from  Egypt.  In  1933  the  first 
reports  of  malaria  among  heroin  addicts  in  the 
United  States  were  published  by  four  authors,  de- 
scribing outbreaks  in  Omaha,  New  Orleans,  Chi- 
cago, and  Fort  Leavenworth,  Kansas.17’20  Most4 
reported  on  a second  wave  of  the  outbreak  de- 
scribed by  Helpern.  He  described  46  cases  of  ma- 
laria among  drug  addicts  at  Bellevue  Hospital  in 
1938,  of  which  45  were  due  to  P.  falciparum. 
There  were  9 deaths. 

Although  there  was  no  sex  difference  in  the 
number  of  deaths  reported  in  the  last  century,  a 
pattern  of  male  preponderance  emerged  in  the 
present  century,  becoming  constant  by  1920. 
This  might  be  accounted  for  by  the  gradual  dis- 
appearance of  indigenous  malaria  which  affected 
both  sexes  equally  and  the  continued  presence  of 
imported  malaria  among  male  groups,  such  as, 
seamen  and  military  personnel.  This  sex  differ- 
ence became  marked  in  the  1930s  owing  to  out- 
breaks of  P.  falciparum  malaria  among  male  drug 
addicts. 

The  majority  of  malaria  deaths  for  the  forty 
years,  1900  to  1939,  occurred  between  1900  and 
1910.  Although  this  might  reflect  in  part  overdi- 
agnosis, certainly  the  continued  presence  of  indig- 
enous malaria  in  the  city  contributed  in  no  small 
measure  to  these  large  numbers  of  deaths.  It  is 
interesting  to  note  that  large  proportions  of  deaths 
occurred  among  children  during  this  first  decade, 
indicating  perhaps  that  the  disease  was  still  indig- 
enous. One  could  argue  equally,  however,  that 
such  cases  occurred  among  recent  immigrants 
from  endemic  areas  in  Europe.21  From  the  exist- 
ing records  we  have  no  way  of  knowing  if  this  were 
the  case.  But,  as  shown  in  Table  I,  malaria  even- 
tually became  a disease  almost  uniquely  limited 
to  adults. 

Between  1916  and  1939,  the  years  for  which 
both  morbidity  and  mortality  statistics  are  avail- 
able, the  overall  case  fatality  rate  was  13.5  per 
cent.  The  highest  fatality  rate  occurred  between 
1930  and  1939,  due  in  large  part  to  the  outbreaks 
among  drug  addicts. 

Table  III  presents  the  fatality  rates  by  borough 
for  the  period  1930  to  1939.  The  lowest  rate  was 
in  Richmond,  where  virtually  all  of  the  cases  seen 
were  among  military  personnel  and  seamen  at  the 
U.S.  Public  Health  Service  Hospital.  Prompt  di- 
agnosis and  treatment,  coupled  to  infection  with 
primarily  nonmalignant  malaria,  probably  ac- 
counts for  this  low  fatality  rate. 

The  reporting  of  cases  from  this  institution  also 
accounts  for  the  high  yearly  prevalence  rates  seen 
for  the  borough  of  Richmond  between  1920  and 
1939  (Fig.  2).  This  is  an  artificial  rate  in  that  it 
does  not  reflect  indigenous  infection  but  rather 
imported  disease  among  high-risk  groups  hospital  - 
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ized  on  Staten  Island  (Richmond). 

The  seasonal  distribution  of  malaria  cases, 
when  the  disease  was  endemic  in  the  last  century, 
was  characterized  by  a curve  which  reached  a 
peak  in  July  through  September,  and  then  gradu- 
ally fell  in  the  latter  part  of  the  year.11  This  peak 
corresponds  to  peak  mosquito  populations  in  New 
York  City.  The  majority  of  cases  reported  in  the 
city  during  the  period  depicted  in  Figure  3 were 
imported.  Consequently,  the  curve  does  not  rep- 
resent an  indigenous  seasonal  distribution.  That 
it  is  similar  to  the  seasonal  curves  seen  in  the  last 
century  when  malaria  was  endemic  is  coinciden- 
tal, but  nonetheless  interesting. 

Unfortunately,  there  are  no  existing  data  indi- 
cating the  frequency  of  infection  with  the  various 
species  of  malaria.  In  1938,  a year  for  which  data 
have  been  preserved,  there  were  93  reported  cases 
of  malaria  of  which  50  were  due  to  P.  falciparum, 
24  to  P.  vivax,  2 to  P.  malariae,  and  16  unknown. 
The  preponderance  of  P.  falciparum  this  year  is 
due  to  its  occurrence  among  drug  addicts. 

During  the  twenty-four  year  period,  1916  to 
1939,  a total  of  1,569  cases  of  malaria  were  re- 
ported, with  a yearly  average  of  65.3  cases.  Peaks 
occurred  in  1917,  1921,  1927,  1930,  1934,  and  1939, 
the  latter  two  reflecting  outbreaks  among  drug 
addicts.  Earlier  peaks  were  due  to  imported 
cases  representing  infections  contracted  in  other 
endemic  areas  of  the  United  States  and  abroad. 
Among  these  were  infections  among  American 
military  personnel  who  contracted  malaria  in  can- 
tonment areas  during  World  War  I in  certain 
parts  of  the  United  States  where  malaria  was  still 
endemic. 

The  interpretation  of  morbidity  statistics  for 
the  period  covered  by  this  report  is  hampered  by 
those  factors  which  make  these  statistics  unreli- 
able. In  the  absence  of  malaria  parasite  and 
spleen  surveys,  we  have  no  idea  of  what  the  true 
prevalence  was  in  the  population  as  a whole.  Di- 
agnosis was  often  inaccurate,  the  disease  being 
both  overdiagnosed  or  else  undiagnosed  by  many 
physicians.  Mortality  data  on  malaria  for  New 
York  City  are  on  the  whole  more  dependable  than 
morbidity  data.  However,  it  must  be  remem- 
bered that  most  deaths  in  places  like  New  York 
City  resulted  from  P.  falciparum  infections. 
Thus,  mortality  data  do  not  provide  information 
on  the  true  incidence  of  P.  vivax  and  P.  malariae 


infections.  In  spite  of  these  inadequacies  in  the 
data,  however,  it  is  possible  to  characterize  the 
epidemiology  of  the  disease  in  the  first  forty  years 
of  this  century  in  New  York  City. 

This  was  the  period  when  indigenous  malaria 
disappeared,  when  the  imported  form  of  the  dis- 
ease assumed  importance,  and  when  malignant 
malaria  became  established  among  communities 
of  heroin  addicts. 
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Yellow  fever  was  perhaps  the  most  devastating 
of  the  great  colonial  epidemics  which  periodically 
ravaged  coastal  maritime  cities.  It  struck  sud- 
denly, spread  rapidly,  produced  alarming  symp- 
toms, caused  mounting  mortality  rates,  and  en- 
gulfed the  community  in  a shroud  of  gloom,  ter- 
ror, and  despair.  All  activity  ceased  except  car- 
ing for  the  sick  and  burying  the  dead,  and  those 
who  could  fled  from  the  dread  pestilence.1-3 
After  four  or  five  days  of  fever,  its  victims  turned 
yellow,  their  faces  became  flushed,  and  their  lips 
and  tongues  scarlet.  When  fever  subsided,  those 
persons  doomed  vomited  black  blood,  passed  red 
urine,  and  death  from  kidney  and  liver  failure  fol- 
lowed. 

During  the  late  seventeenth  century,  the  disease 
appeared  in  the  colonies  in  sporadic  waves  be- 
lieved to  be  ship-borne  from  the  West  Indies.  In 
the  summer  of  1668,  New  York  City  experienced 
an  epidemic,  not  clearly  differentiated  from  ty- 
phoid, malaria,  and  dysentery,  which  moved  mu- 
nicipal authorities  to  declare  a “Fast  Day”  be- 
cause the  “city  was  so  sickly.”4  An  epidemic 
which  invaded  the  city  in  1702  was  clinically  rec- 
ognized as  yellow  fever  and  accounted  for  570 
deaths  in  a population  of  4,000  persons. 2,3,5  Diag- 
nosis was  no  longer  in  question  when  yellow  fever 
struck,  although  it  was  variously  labeled  the  great 
sickness,  pestilential  fever,  bilious  fever,  and  re- 
mittent fever;  it  was  etiology  and  control  which 
concerned  health  officials  and  physicians. 

Cadwallader  Colden  (1668-1776),  from  observa- 
tions on  the  malignant  fever  which  prevailed  in 
New  York  City  in  1741  to  1742,  speculated  that 
yellow  fever  appeared  principally  in  areas  of  the 
city  built  on  swamps,  that  it  originated  from  the 


putrid  atmosphere  prevalent  along  the  docks,  on 
streets  where  dirt  and  filth  accumulated,  and 
wherever  there  were  stagnating  pools  of  filthy 
water  from  overflowing  drains.  He  thought  the 
fever  could  be  controlled  by  “cleaning  and  purify- 
ing the  city.”3,6  Jarcho6  believes  that  these  hot 
weather  fevers  were  probably  malaria,  typhoid, 
and  some  yellow  fever,  since  “the  intestines  were 
almost  always  affected,  and  . . . sphacelated.” 

An  employee  of  the  health  department,  sta- 
tioned at  the  Marine  Hospital  on  Staten  Island, 
wrote  a reliable,  factual  history  of  yellow  fever  in 
New  York  City  from  1798  to  1805.  He  summa- 
rized opinions  of  health  officers  and  physicians  re- 
garding the  origin  of  the  epidemics  and,  although 
he  recognized  an  absence  of  accord,  pleaded  for 
agreement  on  a means  of  combating  them.7  He 
described  the  two  contending  views,  and  noted 
they  merged  when  the  urgency  for  preventing  the 
spread  of  yellow  fever  arose. 

Diametric  opinions 

One  group  insisted  the  origin  was  “local  or  do- 
mestic,” emanating  from  “dens  of  pestilence” 
where  accumulated  filth,  exposed  to  summer  heat, 
generated  poisonous  vapors  or  “malignant  mi- 
asma” which  filtered  into  the  atmosphere.  The 
“dens  of  pestilence”  encompassed  burial  grounds 
within  the  city,  from  which  an  offensive  stench  al- 
ways emanated;  streets  littered  with  dead  hogs, 
dogs,  cats,  rats,  and  garbage  which  putrified  in 
hot  weather;  docks  where  rotten  meat,  fish,  and 
hides  were  stored;  stagnant  water  and  decaying 
matter  in  yards,  cellars,  and  privies;  dirt  and  ma- 
nure heaps  from  dogs  and  hogs  that  roamed  the 
streets;  and  ground  recently  filled  in  with  filth 
and  refuse.2,7 

Two  prominent  supporters  of  the  “domestic” 
origin  theory  of  yellow  fever  epidemics  were  Ben- 
jamin Rush  (1745  to  1813)  and  America’s  first 
epidemiologist  and  lexicographer,  Noah  Webster 
(1758  to  1843). 5,8  This  theory  proved  to  be  correct 
when  the  vector  carrying  the  virus  was  discovered 
to  be  the  mosquito,  Aedes  aegypti,  by  the  yellow 
fever  commission  headed  by  Walter  Reed  in  1900. 9 

Webster,  in  an  era  of  theory,  empiricism,  and 
authority,  and  with  no  knowledge  of  germs,  viru- 
lence changes,  and  carriers,  distinguished  between 
contagion  and  infection,  “by  diligent  collection  of 
facts  pertaining  to  yellow  fever  by  observation  and 
communication.”  Infection  was  spread  from  per- 
son to  person  under  certain  circumstances  only: 
hot  weather,  close  rooms,  and  crowded  areas  (as 
occurred  in  yellow  fever,  plague,  and  malaria). 
Contagion,  he  postulated,  was  directly  communi- 
cated from  person  to  person  (as,  for  example,  in 
measles  and  smallpox).  He  concluded  that  yellow 
fever  arose  from  local  miasmatic  conditions,  and 
the  noxious  emanations  (from  putrifying  animal 
and  vegetable  matter)  produced  the  “epidemic 
constitution”  of  the  atmosphere.  He  correctly 
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added  that  the  disease  should  be  controlled  by 
sanitation  rather  than  by  quarantine  alone. 

The  opposing  group,  equally  vocal  and  unyield- 
ing, upheld  the  “importation”  theory.  They  af- 
firmed that  the  disease  was  carried  in  vessels  sail- 
ing from  “ports  of  sickness”  in  the  West  Indies, 
and  then  was  disseminated  when  the  ships  docked 
in  American  ports.  (Yellow  fever  epidemics  were 
common  in  the  Caribbean  region  from  the  seven- 
teenth to  the  nineteenth  century;  ships  transport- 
ed the  infected  mosquito,  which  had  a virulence  of 
sixty  days  contrasted  with  only  three  days  for 
human  beings.) 

The  supporters  of  the  “local”  origin  theory  ad- 
vocated cleanliness,  sanitation,  mass  exodus  from 
infected  regions,  housing  reform,  and  city  plan- 
ning. Those  who  favored  the  “importation”  theo- 
ry demanded  a strict  quarantine  of  incoming  ships 
and  passengers.10 

Hardie7  recorded  some  observations  which 
caused  adherents  of  both  theories  to  waver:  there 
were  no  instances  of  disease  among  employees  of 
the  Marine  Hospital,  which  led  to  the  conclusion 
that  the  fever  was  not  contagious  in  pure  air;  epi- 
demics ended  abruptly  with  the  onset  of  cold 
weather  (of  course,  it  was  not  realized  that  cold 
weather  destroyed  the  vector);  indigent  persons 
crowded  into  hovels  near  the  docks  suffered  the 
most;  harbor  pilots,  city  workers,  and  health  offi- 
cials who  boarded  quarantined  vessels  did  not  be- 
come ill;  and  Bellevue  Hospital  physicians, 
nurses,  attendants,  and  those  engaged  in  the 
transport  of  patients  did  not  contract  yellow 
fever.7 

Neither  of  the  theories  was  rigorously  supported 
when  confronted  with  an  actual  situation.  When- 
ever qua  antine  measures  alone  failed,  its  sup- 
porters rushed  to  introduce  sanitation  procedures; 
when  sanitation  alone  failed,  strict  quarantine  was 
also  adopted.  Lives  were  saved  by  quarantine, 
sanitation,  population  evacuation,  and  medical 
and  nursing  care.1-2'7 

The  most  destructive  epidemic  in  the  city’s  his- 
tory occurred  late  in  July,  1798,  became  increas- 
ingly worse  in  August,  and  in  the  following  weeks 
was  responsible  for  an  appalling  2,584  deaths 
(1,110  men,  589  women,  and  885  children)  in  a 
population  of  40,000  persons,  more  than  half  of 
whom  had  fled  to  healthier  city  environs.7 

Good  Samaritans 

Some  physicians  and  nurses  and  also  some  com- 
passionate citizens  remained  to  care  for  the  ill  and 
dying.  Richard  Underhill,  of  the  Society  of 
Friends  and  a respectable  merchant,  volunteered 
his  services  and  contributed  to  the  recovery  of  the 
stricken.7, 10,11  Walter  Jonas  Judah,  a twenty- 
year-old  medical  student,  died  of  the  fever  he  ac- 
quired in  the  course  of  his  heroic  efforts  to  help 
the  desperate  victims  of  the  spreading  epidem- 
ic.12-14 He  was  buried  in  the  oldest  Jewish  ceme- 


tery in  North  America,  the  tiny  plot  in  the  Bowe- 
ry between  Oliver  and  James  Street  consecrated 
by  the  New  York  Jewish  community  in  1656.  On 
a large  stone  slab,  etched  in  old  English  style,  is 
inscribed  the  story  of  this  young  martyr  to  the 
welfare  of  his  fellowmen.  His  epitaph  reads: 

Old  in  wisdom,  a child  in  years  ....  Zealous  he 
was  in  his  labor,  the  labor  of  healing  ....  To  the  in- 
habitants of  this  city  . . . when  they  were  visited  with 
the  yellow  fever.  He  gave  money  from  his  own  pock- 
et to  buy  for  them  beneficient  medicines.  But  the 
good  that  he  did  was  the  cause  of  his  death.  For  the 
fever  visited  him  ....  In  Memory  of  Walter  J. 
Judah,  Student  of  Physic,  who  worn  down  by  his 
Exertions  to  Alleviate  the  Sufferings  of  his  fellow 
Citizens  in  that  dreadful  Contagion  that  visited  the 
City  of  New  York  in  1798,  fell  a victim  in  the  cause 
of  Humanity  the  5th  of  (illegible)  A.M.,  5,559  corre- 
sponding with  the  5th  of  September  1798,  Aged  20 
Years,  5 Months,  and  11  Days. 

Judah  entered  Columbia  College  in  1794  and 
remained  only  one  year  in  the  liberal  arts  pro- 
gram. The  next  year,  1795,  he  registered  in  the 
medical  school  and  left  without  taking  his  degree 
to  assist  in  the  epidemic  of  1798. 15,16  In  the  ac- 
count book  of  his  eldest  brother  Benjamin  is  in- 
scribed the  following:  “May  23,  1795.  Cash  paid 
Dr.  Samuel  Bunon  100  dollars:  Doer  not  wishing 
public  the  fee,  it  being  150  dollars,  for  my  brother, 
Walter  a student.  August  10,  1798.  Walter’s  at- 
tending Dr.  Hosack’s  lectures  6 pounds.”  13  (Dr. 
David  Hosack,  1769-1825,  was  Professor  of  Mate- 
ria Medica.3) 

A month  later  Walter  was  no  more,  and  the  ac- 
count book  sadly  chronicles:  “April  16,  1808. 

Tombstone  for  my  brother  Walter,  work  and  ma- 
terials erected  38  pounds.”  13  (A  justifiable  ex- 
travagance, for  without  the  record  preserved  in 
the  epitaph  we  had  lost  all  memory  of  the  sacrifi- 
ces and  death  of  this  youth.) 

Walter  was  the  youngest  of  12  children  of  Sam- 
uel and  Jessy  Jonas  Judah,  and  was  orphaned  at 
three  years  of  age.  His  father  (1728-1781)  was 
described  in  an  obituary  published  in  a Philadel- 
phia newspaper  as  a merchant  of  “integrity  and 
courtesy.”  17,18 

John  W.  Francis,  M.D.  (1789-1861),  president 
of  the  New  York  Academy  of  Medicine  in  1848, 
delivered  an  anniversary  discourse  November  10, 
1847,  in  which  he  enumerated  a doleful  catalogue 
of  distinguished  physicians  who  “.  . . while  Health 
Officers  of  the  Port,  fell  victims  to  its  fatal  em- 
brace . . . Malachi  Treat,  Levard,  Wm.  Pitt 
Smith,  Richard  Bayley,  Benjamin  De  Witt  ...” 
He  concluded  that,  while  it  (yellow  fever)  has 
given  us  repeated  assurances  of  its  formidable  and 
fatal  nature,  “has  also  borne  painful  yet  consoling 
evidence  of  the  heroic  devotion  of  the  medical  fac- 
ulty to  their  highest  behest.”  3,5 

The  last  yellow  fever  epidemic  in  New  York 
City  was  in  1822. 
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Daniel  Francis  Casten,  M.D.,  of  New  York  City,  died 
on  August  16  at  the  age  of  sixty-seven.  Dr.  Casten 
graduated  in  1930  from  Long  Island  College  Hospital. 
He  was  director  of  surgery  at  Sydenham  Hospital,  a 
consulting  surgeon  at  the  Hospital  for  Joint  Diseases, 
and  a senior  surgeon  at  St.  Clare’s  Hospital.  Dr.  Cas- 
ten was  a Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member 
of  the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Stanley  Dannenberg,  M.D.,  of  Forest  Hills,  died  on 
August  28  at  the  age  of  forty-nine.  Dr.  Dannenberg 
graduated  in  1951  from  Jefferson  Medical  College  of 
Philadelphia.  He  was  an  associate  attending  roent- 
genologist and  an  associate  attending  radiation  thera- 
pist at  Brookdale  Hospital  Center  and  Brookdale  Hos- 
pital Center  Outpatient  Department.  Dr.  Dannenberg 
was  a Diplomate  of  the  American  Board  of  Radiology 
and  a member  of  the  American  Geriatrics  Society,  the 
Radiological  Society  of  North  America,  Inc.,  the  New 
York  Roentgen  Society,  the  Radiological  Society  of 
New  York  State,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

George  G.  Deaver,  M.D.,  of  New  York  City,  died  on 
September  10  at  the  age  of  eighty-three.  Dr.  Deaver 
graduated  in  1917  from  the  University  of  Pennsylvania 
School  of  Medicine.  A founder  and  former  director  of 
Children’s  Service  at  the  Institute  of  Rehabilitation 
Medicine,  he  was  a consulting  physician  in  physical 
medicine  and  rehabilitation  at  Bellevue  Hospital  and 
Community  Hospital  at  Glen  Cove.  Dr.  Deaver  was  a 
Diplomate  of  the  American  Board  of  Physical  Medicine 
and  Rehabilitation  and  a member  of  the  American 
Academy  of  Physical  Medicine  and  Rehabilitation,  the 
New  York  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Gregory  Dmytriw,  M.D.,  of  Rochester,  died  on  Au- 
gust 8 at  the  age  of  seventy-seven.  Dr.  Dmytriw  re- 
ceived his  medical  degree  from  the  University  of 
Prague  in  1925.  He  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Francis  McGarvey  Donehue,  M.D.,  of  Albany,  died 
on  August  27  at  the  age  of  seventy-eight.  Dr.  Donehue 
graduated  in  1919  from  Columbia  University  College  of 
Physicians  and  Surgeons.  Retired,  he  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  Surgi- 
cal Society,  the  New  York  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alexander  Ferenczy,  Jr.,  M.D.,  of  North  Merrick, 
died  on  August  24  at  the  age  of  fifty-nine.  Dr.  Ferenc- 
zy graduated  in  1946  from  Long  Island  College  of  Med- 
icine. He  was  an  attending  general  practitioner  in  ear, 
nose,  and  throat  at  Doctors  Hospital  (Freeport).  Dr. 
Ferenczy  was  a member  of  the  American  Academy  of 
General  Practice,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Elizabeth  M.  Gallinek,  M.D.,  of  New  York  City,  died 
on  December  17,  1972,  at  the  age  of  seventy.  Dr.  Gal- 
linek received  her  medical  degree  from  the  University 
of  Berlin  in  1927.  She  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Rudolph  J.  Haas,  M.D.,  of  Chaumont  and  Cape  Vin- 
cent, died  on  August  30  at  the  age  of  seventy-four.  Dr. 
Haas  received  his  medical  degree  from  the  University 
of  Vienna  in  1923.  He  was  an  attending  physician  at 
the  Hospital  of  the  Good  Samaritan  and  Mercy  Hos- 
pital of  Watertown.  Dr.  Haas  was  a member  of  the 
American  Academy  of  General  Practice,  the  Jefferson 
County  Medical  Society  (and  a past  president),  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  A.  Katz,  M.D.,  of  Flushing,  died  on  August 
21  at  the  age  of  seventy-four.  Dr.  Katz  received  his 
medical  degree  from  the  University  of  Heidelberg  in 
1923.  He  was  an  attending  general  practitioner  on  the 
medical  staff  at  Parsons  Hospital.  Dr.  Katz  was  a 
member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  A.  Lorenzo,  M.D.,  of  Buffalo  and  Tonawanda, 
died  on  August  6 at  the  age  of  sixty-eight.  Dr.  Lorenzo 
graduated  in  1931  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a consulting  physician  in 
internal  medicine  at  the  Edward  J.  Meyer  Memorial 
Hospital.  Dr.  Lorenzo  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Hyman  Margolis,  M.D.,  of  Brooklyn,  died  on  August 
13  at  the  age  of  sixty-six.  Dr.  Margolis  graduated  in 
1933  from  the  University  of  Iowa  Medical  Department. 
He  was  an  associate  attending  physician  at  Coney 
Island  Hospital,  Metropolitan  Jewish  Geriatric  Center, 
and  Carson  C.  Peck  Memorial  Hospital.  Dr.  Margolis 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Arthur  M.  Master,  M.D.,  of  New  York  City,  died  on 
September  4 at  the  age  of  seventy-seven.  Dr.  Master 
graduated  in  1921  from  Cornell  University  Medical 
College.  He  was  a consulting  cardiologist  at  The 
Mount  Siani  Hospital,  Brookdale  Hospital  Center, 
Peninsula  General  Hospital,  and  the  United  States 
Public  Health  Service  Hospital  (Staten  Island).  Dr. 
Master  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  (Cardiovascular  Diseases),  a Fellow  of 
the  American  College  of  Angiology,  a Fellow  of  the 
American  College  of  Cardiology,  a Fellow  of  the  Ameri- 
can College  of  Physicians,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the 
American  Public  Health  Association,  the  American 
Geriatrics  Society,  the  Society  for  Experimental  Biolo- 
gy and  Medicine,  the  Industrial  Medical  Association, 
the  New  York  Academy  of  Medicine,  the  New  York 
State  Society  of  Industrial  Medicine,  the  New  York 
Pathological  Society,  the  New  York  County  Medical 
Society  (and  a past  president),  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Michael  Thomas  McNichols,  M.D.,  of  Cedarhurst, 
died  on  September  5 at  the  age  of  sixty-four.  Dr. 
McNichols  graduated  in  1936  from  the  University  of 
Middlesex  School  of  Medicine.  He  was  an  associate 
attending  physician  at  St.  Joseph’s  Hospital  (Far  Rock- 
away).  Dr.  McNichols  was  a member  of  the  Ameri- 
can Geriatrics  Society,  the  American  Rheumatism  As- 
sociation, the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sylvester  Francis  O’Day,  M.D.,  of  White  Plains, 
died  on  May  11,  1972,  at  the  age  of  ninety-three.  Dr. 
O’Day  graduated  in  1904  from  Cornell  University  Med- 
ical College.  He  was  a member  of  the  Westchester 
Academy  of  Medicine,  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederick  Tremain  Randolph,  M.D.,  of  Inwood,  died 
on  August  25  at  the  age  of  seventy.  Dr.  Randolph 
graduated  in  1930  from  Northwestern  University  Medi- 
cal School.  He  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  Edward  Rubin,  M.D.,  of  New  York  City,  died 
on  August  2 at  the  age  of  thirty-seven.  Dr.  Rubin 
graduated  in  1960  from  State  University  of  New  York 
Downstate  Medical  Center  College  of  Medicine.  He 
was  a senior  clinical  assistant  hematologist  at  The 
Mount  Sinai  Hospital  and  City  Hospital  Center  at 
Elmhurst,  an  assistant  attending  hematologist  at  Beth 
Israel  Hospital,  and  a clinical  assistant  physician  at 
Beekman-Downtown  Hospital.  Dr.  Rubin  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine  and 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Benjamin  Maurice  Shure,  M.D.,  of  Brooklyn,  died  on 
June  4 at  the  age  of  seventy-three.  Dr.  Shure  gradu- 
ated in  1921  from  Long  Island  College  Hospital.  He 
was  an  honorary  urologist  at  Samaritan  Hospital  of 
Brooklyn.  Dr.  Shure  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Pan  Ameri- 
can Medical  Association,  the  American  Board  of  Legal 
Medicine,  the  American  Geriatrics  Society,  the  Indus- 


trial Medical  Association,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Nicholas  Daniel  Strusinski,  M.D.,  of  Elmhurst,  died 
on  March  16  at  the  age  of  sixty-nine.  Dr.  Strusinski 
graduated  in  1928  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a Diplomate  of  the  Amer- 
ican Board  of  Radiology  (Diagnostic  Roentgenology) 
and  a member  of  the  New  York  Roentgen  Society,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Michael  Swick,  M.D.,  of  Staten  Island,  died  on  Sep- 
tember 6 at  the  age  of  sixty-three.  Dr.  Swick  gradu- 
ated in  1941  from  New  York  University  College  of 
Medicine.  He  was  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  New  York  State  Society 
of  Anesthesiologists,  the  Richmond  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  S.  W.  Touroff,  M.D.,  of  New  York  City,  died 
on  September  10  at  the  age  of  seventy-three.  Dr.  Tou- 
roff graduated  in  1925  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  a consulting 
surgeon  and  director  emeritus  at  The  Mount  Sinai 
Hospital,  a consulting  surgeon  at  Peninsula  General 
Hospital,  a consulting  thoracic  surgeon  at  Beekman- 
Downtown  Hospital,  Queens  Hospital  Center,  Beth  Is- 
rael Hospital,  and  Long  Beach  Memorial  Hospital. 
Dr.  Touroff  was  a Diplomate  of  the  American  Board 
of  Surgery,  a Diplomate  of  the  American  Board  of  Tho- 
racic Surgery  (Affiliate  of  the  American  Board  of  Sur- 
gery), a Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  American  College  of  Chest  Physicians, 
and  a member  of  the  American  Surgical  Association, 
the  American  Association  for  Thoracic  Surgery,  the 
American  Thoracic  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  Surgical  Society,  the  New 
York  Society  for  Thoracic  Surgery,  the  New  York  Soci- 
ety for  Cardiovascular  Surgery,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
Samuel  Tripler,  M.D.,  of  Palm  Beach,  Florida,  for- 
merly of  The  Bronx,  died  on  August  8 at  the  age  of  sev- 
enty-nine. Dr.  Tripler  graduated  in  1917  from  Long 
Island  College  Hospital.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Richard  Wellman,  M.D.,  of  New  City,  died  on  Sep- 
tember 3 at  the  age  of  forty-seven.  Dr.  Wellman  grad- 
uated in  1953  from  Cornell  University  Medical  College. 
He  was  a member  of  the  American  Psychiatric  Associa- 
tion, the  Rockland  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Carl  Heinz  Zimmer,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 12  at  the  age  of  fifty-nine.  Dr.  Zimmer  re- 
ceived his  medical  degree  from  the  University  of  Basel 
in  1938.  He  was  an  assistant  attending  surgeon  at 
Kings  County  Hospital  and  Lutheran  Medical  Centers. 
Dr.  Zimmer  was  a member  of  the  American  Geriatrics 
Society,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 
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Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040 
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I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  100  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 
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Hemoccult  (Smith  Kline  & French 

Laboratories)  2411 

Diagnostic  instruments 
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Combination  live  virus  vaccines 
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Travase  (Flint  Laboratories) 2423,  2424 
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Mellaril  (Sandoz  Pharmaceuticals)  . . .4th  cover 


Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceutical 
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MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040. 


Old  Address 


Attach  Journal  Label  Here 


Name 


Please  Print 


New  Address 

(Send  Journal  Number  Street 

here ) 


City  State  Zip  Code 


Effective  Date 
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PHYSICIANS  WANTED 


THIRD  YEAR  RESIDENCY  IN  PSYCHIATRY:  AN  UNUSUAL  OPPOR- 

tunity  for  residents  interested  in  preparing  for  private  practice.  Intensive 
individual  psychotherapy  emphasized  with  considerable  supervision.  Also 
supervised  training  in  group,  milieu,  pharmaco,  and  somato  therapies.  Addi- 
tional opportunity  for  research  training  and  experience  with  ongoing  research 
projects.  Stipend  $18,500  per  annum,  with  major  medical  insurance  benefits. 
Write  Charles  P Neumann,  M.D.,  Medical  Director,  Silver  Hill  Foundation, 
Box  1177,  New  Canaan,  Conn.  06840. 


PHYSICIANS  WANTED  — CONT  D 


Hi 

- 


OPPORTUNITIES  FOR  PSYCHIATRISTS  ARE  AVAILABLE.  VACANCIE 
exist  for  psychiatrists  with  salary  to  $34,363  depending  upon  qualification 
6V7c  increase  in  salary  expected.  Applicants  must  be  licensed  or  hoi 
ECFMG  and  LMCC.  Gowanda  is  an  accredited  psychiatric  hospital  operate 
by  the  N.Y.S.  Department  of  Mental  Hygiene,  south  of  Buffalo,  N.Y  Beta 
fits  include  3^  weeks  paid  leave  and  11  paid  holidays  during  the  first  yei 
of  employment.  A liberal  noncontributory  retirement  plan  is  one  of  the  mat 
benefits.  Contact  Director,  Gowanda  State  Hospital,  Helmuth,  N.Y.  14079. 


PEDIATRICIAN,  FULL  TIME.  NEW  YORK  AREA,  MULTI-SPECIALTY 
Group,  Salary  $27,000  a year.  Dept.  344,  c/o,  NYSJM. 


FAMILY  PHYSICIAN,  PREFERABLY  WITH  FAMILY  PRACTICE  RESI- 
dency  completed,  for  group  medical  practice  in  the  south  central  New  York 
State.  Office  in  suburban  area  of  greater  Binghamton,  New  York,  with  three 
general  hospitals  within  a radius  of  8 miles.  Percentage  of  gross  with  mini- 
mum guarantee.  Opportunity  for  early  partnership.  Retirement  and  other 
fringe  benefits.  Call  collect  (607)  648-4101,  or  write  to  Mr.  Ronald  E.  Brown, 
Business  Manager.  Chenango  Bridge  Medical  Group,  Chenango  Bridge,  New 
York  13745. 


EMERGENCY  DEPARTMENT  PHYSICIAN,  GROUP  PRACTICE,  TH0I 
sand  Island  resort  area.  Four  perfect  seasons  for  fishing,  boating,  or  skiiii 
Our  program  features  fee-for-service,  $35,000  guaranteed  annual  income, 
hour  week,  educational  time,  vacation,  sick  leave  plus  administrative  respo 
sibilities  with  commensurate  pay.  Send  data  plus  background  to:  N 
Carlton  B.  Shannon,  Administrator,  The  House  of  the  Good  Samarita 
Watertown,  N.Y.  13601. 


HEALTH  COMMISSIONER  FOR  COUNTY  OF  45.000,  UPSTATE  NE\ 
York.  M.P.H.  desirable,  but  not  required.  Well-established  departmen 
Pleasant,  progressive  community  with  excellent  schools  and  university  co 
lege.  Thirty  minutes  to  Upstate  Medical  Center  on  Interstate  81.  Ski  di 
velopments  and  resorts  in  this  Finger  Lakes  area  provide  year-round  recrei 
tion.  Write:  C.  Poskanzer,  c/o  County  Health  Department,  Court  Houa 
Cortland,  N.Y.  13045. 


ALBANY  V.  A.  HOSPITAL  HAS  URGENT  NEED  OF  A BOARD  CERTIFIED 
or  Board  Eligible  Anesthesiologist  to  fill  a vacancy  created  by  the  retirement 
of  the  Chief  Anesthesiologist.  This  1000  bed  hospital  is  closely  affiliated  with 
the  Albany  Medical  Center  Hospital  and  College.  The  position  offers  a very 
stimulating  and  worthwhile  experience,  with  opportunity  for  teaching.  There 
is  an  active  program  in  all  specialties,  including  General  Surgery,  Kidney 
Transplants,  Urology.  Thoracic,  Vascular,  Neurosurgery,  Plastic  Surgery, 
E.E.N.T.  and  Orthopedics.  Equipment  is  complete  and  up  to  date  for  admin- 
istration of  all  agents  and  techniques.  The  appointee  will  join  another 
anesthesiologist  and  seven  nurse  anesthetists.  Salary  dependent  on  qualifica- 
tions and  experience.  Send  resume  to  Personnel  Service  (135),  V.  A.  Hospital, 
Albany,  N.Y.  12208.  An  equal  opportunity  employer. 


WE  ARE  INTERESTED  IN  OBTAINING  AN  INTERNIST  FOR  OUR 
group.  Our  group  consists  of:  Two  surgeons,  one  Internist,  and  three  Gen- 
eral Practitioners.  Immediate  opening,  generous  salary.  Full  partnership 
offered  at  the  end  of  one  year.  Night  call  and  week-ends  shared  equally  among 
all  doctors.  In  addition,  paid  medical  legal  insurance,  medical  society  dues 
and  car  expenses.  New,  well  equipped  hospital  one  mile  from  office.  We  are 
located  in  a beautiful  vacation  area,  with  activities  galore  for  the  entire  family. 
We  are  95  miles  from  New  York  City  and  90  miles  from  Albany.  Please  call 
or  write  directly  to  Dr.  Fred  Horwitz,  60  Center  Street.  Ellenville,  N.Y.  12428. 
(914)  647-5300. 


SIX  MAN  G.P.  GROUP  SEEKS  REPLACEMENT,  G.P.  OR  INTERNIST, 
for  partner.  Cover  every  sixth  night  and  weekend.  Beautiful  college  town  90 
miles  from  New  York  City.  Excellent  hospitals.  Early  partnership.  Vaca- 
tion area.  Joseph  F.  Krivda,  M.D.,  Medical  Associates  of  New  Paltz,  New 
Paltz,  New  York  12561. 


POSITIONS  WANTED 


UROLOGIST:  AGE  30,  UNIVERSITY  TRAINED,  MILITARY  OBLIGATIO 
completed,  married.  Seeks  association  leading  to  partnership,  or  solo  pra 
tice.  Available  July  1974.  Mark  Fagelman,  M.D.,  55  Revmont  Ave.  Rv_ 
N.Y.  10580. 


MATURE  WOMAN,  PERSONABLE,  ATTRACTIVE,  INTELLIGENT.  E> 
perienced,  master’s  equivalency,  medical  and  psychological  training,  seel 
position  as  Executive  Assistant  to  doctor,  therapist,  or  group.  Can  write,  an 
organize.  Job  must  be  fairly  sedentary,  and  located  on  the  north  shore  of  Lor 
Island.  Gladys  Osrow  (516)  HU  7-8130. 


INTERNIST,  BOARD  ELIGIBLE,  UNIVERSITY  TRAINED.  MILITAR 
completed,  seeking  established  group  or  partnership  in  Westchester  or  Lot 
Island.  Available  now.  Dept.  358,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


LONG  ESTABLISHED.  ACTIVE  SOLO  PEDIATRIC  PRACTICE  AYAI 
able,  North  Shore  Long  Island,  Nassau  County.  Retiring.  Fully  equipp 
office.  Equitable  terms  negotiable.  Include  curriculum  vitae.  Dept.  341 
c/o  NYSJM. 


PATHOLOGIST:  POSITION  AVAILABLE  AS  DIRECTOR  OF  PATHOLOGY 
Department  for  120  bed  acute  hospital  located  in  Rochester,  N.Y.  Now  under 
construction  is  194  bed  acute  hospital  with  120  bed  nursing  home  and  extended 
care  unit  attached.  Basic  responsibilities  are  to  perform  anatomical  and  tissue 
pathology  for  present  hospital  and  plan  for  clinical  laboratory  at  new  hospital. 
Remuneration  commensurate  with  qualifications  and  experience.  Send  in- 
quiries and  curriculum  vitae  to:  William  B.  Woods,  Executive  Vice  President, 
Park  Avenue  Hospital,  789  Park  Ave.,  Rochester,  N.Y.  14607. 


A FOUR-PHYSICIAN  GROUP;  GENERAL  PRACTITIONER,  INTERNIST 
and  two  physicians,  and  two  para-professionals,  seeks  a second  internist,  a 
family  practitioner  and  a pediatrician.  Professional  corporation,  Adirondack 
region,  upstate  New  York,  underseved  suburban-rural  area.  Modern  clinic 
office  adjacent  to  progressive,  expanding  community  hospital.  Salary,  bene- 
fits, descriptive  information  on  request.  Call  (315)  895-7784,  or  write  Arthur 
H.  Applegate,  M.D.,  Mohawk  Valiev  Medical  Group,  P.C.,  284  W.  Main  St., 
Ilion,  N.Y.  13357. 


MINEOLA  PROFESSIONAL  OFFICE  AND  HOME:  8 ROOM  RESIDES'! 
plus  5 room  office.  Established  practice  for  specialist  or  family  practic 
Suitable  for  other  professionals.  Retiring,  medical  equipment  for  sale,  il 
conditioned,  fully  landscaped,  swimming  pool,  main  thoroughfare.  Ernt 
Michaelson,  M.D.  (516)  PI  6-7789. 


TRAINED  MEDICAL  ASSISTANTS 


to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 


Mandl  School  !54  W&l00'9 

175  Fulton  Av«.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
_ EST  1924 — Licensed  by  the  New  York  State  Educ.  Dept.  _ 
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HCTICES  WANTED 


iSTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
dividual  practice  New  York  and  New  Jersey  license  Dept  215,  c/o 
YSJM 


1 


Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longerthan  loans.  Leasing  provides  tax  bene- 
fits. Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


REAL  ESTATE  FOR  SALE  OR  RENT 


WHITESTONE,  N.Y.  HOUSE  FOR  RENT.  BEAUTIFUL  DET.,  LARGE 
Ranch,  first  floor:  large  eat-in  kitchen,  full  bath,  foyer,  3 bedrms.,  L-shape 
dining  rm.  plus  living  rm.  Lower  level:  finished  apt.,  new  full  kitchen  and 
bath,  2 large  rms.,  ample  closet  space.  One-car  garage;  garden  with  fruit  trees, 
patio.  Must  be  seen.  Unfum:  $500  per  month;  Wkdays  call  Connie  Mast, 
Media  Dir.  (212)582-2790. 


PUERTO  RICO.  RENT  MY  DELUXE  BEACHFRONT  CONDOMINIUM 
apartment,  weekly,  monthly,  seasonally;  less  than  !i  cost  of  hotel  accommo- 
dations, Condado  area,  furnished,  air-conditioned,  sleeps  up  to  5 people,  2 
terraces,  swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  to  shop- 
ping, hotels,  restaurants.  (212)746-3587.  9:30-5:00  P.M.  weekdays. 


NEW  SMYRNA  BEACH,  FLORIDA;  TIRED  OF  CROWDS  AND  HI-RISES? 
New  2-story  -condominium.  Ocean  front.  2 bedrms,  2 baths,  2nd  floor. 
Private  balcony;  completely  furnished;  2 pools;  nearby  golf  and  yacht  clubs. 
Convenient  to  Disney  World,  Daytona,  Cape  Kennedy.  Reasonable  rates. 
J.  T.  Birardi,  M.D.,  R.D.  #2,  Auburn,  N.Y.  13021. 


NEWLY  BUILT  AND  FURNISHED  PHYSICIAN'S  SUITE  TO  SHARE, 
own  consultation  room  (furnished  or  unfornished),  secretary’s  desk,  4 examina- 
tion rooms.  Just  off  Route  287,  Cross  Westchester  expressway,  exit  8,  White 
Plains.  Inquire  daytime  (212)  744-4747,  evenings  (914)  723-5039. 


BELLMORE,  L.I.  GOLD  COAST:  EAST  BAY  MEDICAL  CENTER;  NAS- 
sau  County’s  newest  professional  building,  opening  soon.  Community  needs 
doctors  desperately;  all  specialties.  Last  opportunity  to  rent  custom  designed 
suites,  starting  at  $285  per  month.  High  middle  income  area;  great  potential; 
225,000  population  draw;  adjoins  schools,  library,  churches,  shopping.  Con- 
tact Allan  Guild  (516)  FR  9-3305. 


OFFICE  TO  SHARE.  PROFESSIONAL  BLDG.  EXCLUSIVE  USE  OF 
large  consultation  rm.  Share  waiting  rm.  & 2 exam.  rms.  Hours  to  be  ar- 
ranged. Central  a/c.  Excellent  location  & parking.  Leon  S.  Loizeaux,  Jr., 
M.D.,  88  Ashford  Ave.,  Dobbs  Ferry,  N.Y.  10522.  (914)  693-3066. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 


MEDITATION  TECHNIQUES:  A WORKSHOP  FOR  PHYSICIANS  CON- 
ducted  by  a physician  in  New  York  City.  Tuesday  afternoons.  Please  apply 
stating  specialty.  Dept.  357,  c/o  NYSJM. 
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1974  Albion  0.  Bernstein,  M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1974 
ALBION  O.  BERNSTEIN,  M.D.  AWARD 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine.  Work  done  during  the  last  few  years  is  to  be  given  priority. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  February  24-28,  1974.  It  was  created  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hos- 
pital call  in  November,  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award,  by  December  15,  1973  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

_ J 


(Nomination  Form) 

Albion  0.  Bernstein , M.D.  Award 


Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

I nominate  the  above  for  the  1974  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (The  official  nomination  form 
must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  including  biography  and  outline 
of  publications  in  general.  Also  include  the  significance  of  your  nominee’s  achievement  or  the 
basis  for  your  selection.) 

Mail  entries  before  December  15,  1973  to:  AWARDS  COMMITTE,  Medical  Society  of  the  State 
of  New  York,  420  Lakeville  Road,  Lake  Success,  N.  Y.,  11040. 

Nominator : 

Title : 

Organization : 

Address : 

Telephone  (+  area  code) 

(PLEASE  PRINT  THE  ABOVE) 

Signed : 

Date : 
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Telephone  516-488-61 00. 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON"  are  being  of- 
fered at  less  than  cost.  The  $3.00  one-year  subscrip- 
tion rate  guarantees  you  12  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine, 
starting  January  1st,  1974. 
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CD  CO  CO  CD 


NEW  YORK  CITY  AREA 


November  1 and  2,  1973 

9:00  a. m. -5:00  p.m.,  Thursday  and  Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

DISORDERS  OF  LANGUAGE 
AND  CONSCIOUSNESS 

EDWIN  A.  WEINSTEIN,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $100 


French  and  Polyclinic  Medical  School 
and  Health  Center 

The  Postgraduate  Medical  School 
481  Eighth  Avenue 

Five  hour  session,  scheduled  for  November 

Human  Genetics 

A course  for  General  Practitioners  and  Pediatricians  in 
medical  genetics,  emphasizing  the  clinical  aspects 
pertinent  to  the  clinician  in  his  daily  practice,  as  well  as 
some  of  the  latest  research  techniques. 

Three  two-hour  sessions,  scheduled  for  November 

The  Normal  and  Pathological  Histology 
of  Blood 

(Illustrated  by  photomicrographs) 

ROBERT  L.  ROSENTHAL,  M.D. 

Hospital  for  Joint  Diseases  and  Medical  Center 

For  further  information  on  these  courses,  please  address 
The  Dean,  at  the  above  address. 


November  1 / 15,  1973 

1 1 :00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

November  1 

Interpretation  of  Thyroid  Function  Tests 

E.  SALERNO,  M.D. 

November  8 

Fluids  Electrolytes  Plasma  Expanders 

L.  NADROWSKI,  M.D. 

November  15 

G.l.  Tract  Bleeding 

A.  SMITH,  M.D. 

Moderator:  WILLIAM  LE  STRANGE,  M.D. 


November  2 / 4,  1973 

9:00  a.m. -5:00  p.m.,  Friday-Sunday 

Albert  Einstein  College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

SEMINARS  IN  SURGERY 

FEE:  $200 

Course  Co-ordinator:  GERSHON  EFRON,  M.D. 

For  further  information  and  registration,  please  contact: 
Mrs.  Frieda  Fagin,  administrator,  Office  of  Continuing 
Medical  Education,  at  the  above  address. 


November  2 / 4,  1973 

The  Society  for  the  Scientific  Study  of  Sex 

Barbizon  Plaza  Hotel 
106  Central  Park  South 

1973  ANNUAL  MEETING 
AND  WORKSHOP  SESSIONS 

Please  contact:  LEO  WOLLMAN,  M.D.,  2802  Mermaid 

Avenue,  Brooklyn,  N.Y.  11224  or  RHODA  GREEN,  392 
Central  Park  West,  New  York,  N.Y.  10025. 


FRIDAY,  NOVEMBER  2 

8:00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

NEW  AND  EXPERIMENTAL 
APPROACHES  TO  PSYCHOTHERAPY 

I.  EMERY  BREITNER,  M.D. 

Institute  of  Human  Relations 

NO  FEE 

Contact:  Sid  Herling,  MSW,  Director,  above  address 


8:30  p.m. 

The  American  Association  of  Medical 
Assistants 

Queens  County  Chapter 
Queens  County  Medical  Society  Building 
1 1 2-25  Queens  Boulevard 
Forest  Hills 

Guest  Speaker 

ROBERT  T.  TODARO,  M.D. 

Jamaica  Hospital 


NOTICE 

Starting  in  January  1974,  "What  Goes  On"  will  be  published 
once  a month  instead  of  twice  each  month. 
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TUESDAY,  NOVEMBER  6 


November  5 and  6,  1973 

9:00  a. m. -5:00  p.m.,  Monday  and  Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

NEURO-OPHTHALMOLOGY 

MORRIS  BENDER,  M.D.,  IRVING  LEOPOLD,  M.D. 
and  Faculty  of  Mount  Sinai  School  of  Medicine 

FEE:  $200 


November  5 / 9,  1973 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

COMPREHENSIVE  COURSE 
IN  NEURORADIOLOGY 

Guest  Faculty  as  well  as  faculty  from  N.Y.U.  Medical 
Center 

FEE:  $200  (Residents  and  Fellows  in  approved  training 

programs  will  be  eligible  for  a $100  fee) 

Please  write:  Office  of  the  Recorder,  at  the  above  address. 


MONDAY,  NOVEMBER  5 

8:30  p.m. 

Pirquet  Society  of  Clinical  Medicine  and 
Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Science 
2 East  63rd  Street 

Combined  Meeting 

1.  Presentation  on  Artherogenesis 
and  Thrombogenesis 

WALTER  REDISCH,  M.D. 

Representing  the  Pirquet  Society  of  Clinical  Medicine 

2.  Present  Controversies  in  the  Treatment 
of  Schizophrenics 

LOTHAR  B.  KALI NOWSKY,  M.D. 

Representing  the  Rudolf  Virchow  Medical  Society 


* November  6,  1973  / June  1974 

9:00  a.m.,  alternate  Tuesdays 

Physicians  Hospital 

34-01  73rd  Street 
Jackson  Heights,  N.Y.  11372 

Department  of  Medicine 
Postgraduate  Course 

CURRENT  ADVANCES  IN  MEDICINE 

Contact:  ROBERT  J.  BLANKFEIN,  M.D.,  Dir.  of  Medi- 

cine, at  the  above  address.  Tel.  212/446-1100  x 610. 

* Course  started  October  9,  1973. 


4:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 

2 East  103rd  Street 

1 . Presentation  of  Cases 

Members:  4:30-5:00  p.m. 

Non  Members:  5:00-5:45  p.m. 

From  the  Departments  of  Dermatology  of: 

a)  Metropolitan  Hospital 
EDWARD  MANDEL,  M.D. 

b)  Kings  County  Hospital 
LAWRENCE  FRANK,  M.D. 

c)  Bronx  V.  A.  Hospital 
HARRY  SHATIN,  M.D. 

d)  Albert  Einstein  College  of  Medicine 
MICHAEL  FISHER,  M.D. 

2.  Executive  Session:  5:00-5:30  p.m. 

3.  General  Discussion  of  Cases: 
5:45-7:00  p.m. 


WEDNESDAY,  NOVEMBER  7 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

PRACTICAL  TESTS  IN 
ENDOCRINE  DISORDERS 

RUTH  FREEMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  iy2AAFP 


6:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Anesthesiology  and  Resuscitation 
2 East  103rd  Street 

1.  Recent  Developments  in  the  Physiology 
of  the  Neuromuscular  Junction 

WILLIAM  NASTUCK,  M.D. 

Columbia  University  P & S 

2.  Structure  Action  Relationship  of 
Neuromuscular  Blocking  Agents 

CHESTER  J.  CAVALLITO,  M.D. 

Ayerst  Laboratories 

3.  The  Rational  Use  of  Neuromuscular 
Blocking  Agents 

FRANCIS  F.  FOLDES,  M.D. 

Montefiore  Hospital  and  Medical  Center 
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4.  A New  Myoneural  Junction  Monitor 

MR.  ARNOLD  S.  J.  LEE 

Milstein  Laboratory  of  Medical  Instrumentation 

Fort  Lee,  New  Jersey 


THURSDAY,  NOVEMBER  8 

5:00  p.m. 

The  New  York  Academy  of  Medicine 

Committee  on  Medical  Education  with  the  American  College 
of  Clinical  Pharmacologists 
2 East  103rd  Street 

THE  ROLE  OF  CLINICAL 
PHARMACOLOGY  IN  MEDICAL 
EDUCATION 

ELLIOT  S.  VESELL,  M.D. 

Pennsylvania  State  University 
College  of  Medicine 


9:00-11:00  p.m. 

The  Bronx  County  Medical  Society  and  the 
Albert  Einstein  College  of  Medicine 

The  Forchheimer  Building — 1 st  floor  lecture  hall 
1300  Morris  Park  Avenue,  Bronx 

CORONARY  ARTERY  DISEASE: 
PREDICTION,  PREVENTION  AND 
MANAGEMENT 

HOWARD  EDER,  M.D. 

NO  FEE 

Please  contact:  Mrs.  Frieda  Fagin  at  the  above  address. 


SATURDAY,  NOVEMBER  10 

9:00  a. m. -5:00  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

MENIERE’S  SYNDROME 

HERBERT  B.  GOLDMAN,  M.D. 

FEE:  $50 

To  register,  contact  Charles  M.  Plotz,  M.D.,  Director  of 
Continuing  Education,  at  the  above  address.  Tel.  212/ 
270-2421. 


SUNDAY,  NOVEMBER  11 

8:30  a. m. -4:30  p.m. 

* A.A.M.A.  New  York  State  Society, 
Bronx  Chapter 

Mayer's  Parkway  Restaurant 
Bronx 

EDUCATIONAL  SEMINARS 


Please  contact  Miss  Jean  Johnston,  Registration  Chair- 
man, 1579  Metropolitan  Avenue,  Bronx,  N.V.  10462. 

* NOTE:  The  Nassau  County  Chapter  of  A.A.M.A.  will 

hold  their  Seminar  the  same  day  and  time.  Please  contact 
Mrs.  Clarita  Whittaker,  Registration  Chairman,  38  Lafayette 
Street,  Williston  Park,  N.Y.  11596. 


November  12  / 16,  1973 

9:00  a.m.-l  2:00  noon 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

CLINICAL  CHEST  DISEASES 

LOUIS  E.  SILTZBACH,  ROBERT  S.  LITWAK,  IRVING 
J.  SELIKOFF,  M.D.'s,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $75 


November  12  / 16,  1973 

N.Y.U.  Post-Graduate  Medical  School  in 
cooperation  with  The  American  Association 
of  Industrial  Nurses 

550  First  Avenue 

A FULL-TIME  FIVE  DAY  COURSE 
IN  OCCUPATIONAL  HEALTH 

Under  the  direction  ot 

DAVID  H.  GOLDSTEIN,  M.D. 

FEE:  $175 

Contact:  Office  of  the  Recorder,  Room  156  MSB,  the 

above  address. 


November  12  / 26,  1973 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

Auditorium 

79-01  Broadway 

Elmhurst 

November  12 

Endoscopic  Retrograde  Cholio- 
Pancreatography 

JEROME  WAYE,  M.D. 

Mount  Sinai  School  of  Medicine 

November  19 

Gallstones — 1973 

NORMAN  JAVITTS,  M.D. 

Cornell  University  Medical  Center 

November  26 

Significance  of  Proteinuria 

LOVELL  BECKER,  M.D. 

Cornell  University  Medical  College 
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MONDAY,  NOVEMBER  12 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Orthopedic  Surgery 
2 East  103rd  Street 

1.  Pain  Relieving  Neurosurgical  Procedures 

AARON  J.  BERMAN,  M.D. 

V. A.  Hospital,  Bronx 

2.  The  Neurosurgical  Approach  to  Injuries 
of  the  Cervical  Spine 

RICHARD  RAYNOR,  M.D. 

St.  Claire's  Hospital 

Discussion 

J.  WILLIAM  FIELDING,  M.D. 

St.  Luke’s  Hospital 
BERNARD  JACOBS,  M.D. 

Hospital  for  Special  Surgery 


TUESDAY,  NOVEMBER  13 

1:15-2:15  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

CELLULAR  AND  METABOLIC 
ALTERATIONS  IN  OBESITY 

BRUCE  R.  BATCHELOR,  M.D. 

Rockefeller  University 


4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

ORTHOPEDIC  COMPLICATIONS  IN 
PATIENTS  WITH  CANCER  (Workshop) 


WEDNESDAY,  NOVEMBER  14 

9:00  a. m. -5:00  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building 
First  Floor  Lecture  Hall 

SYMPOSIUM  ON  SYSTEMIC  SCLEROSIS 
(Scleroderma) — Teaching  Day  in 
Rheumatic  Disease 

Faculty: 

GERALD  P.  RODNAN,  M.D. 

University  of  Pittsburgh  School  of  Medicine 
CHARLES  M.  PLOTZ,  M.D. 

Downstate  Medical  Center 
JAY  COFFMAN,  M.D. 

Boston  University  School  of  Medicine 
JEROME  GROSS,  M.D. 

Harvard  Medical  School 


DAVID  KAPLAN,  M.D. 

Downstate  Medical  Center 
THOMAS  A.  MEDSGER,  JR.,  M.D. 

University  of  Pittsburgh  School  of  Medicine 
E.  CARWILE  LEROY,  M.D. 

Columbia  University  P & S 
GORDON  SHARP,  M.D. 

University  of  Missouri-Columbia  School  of  Medicine 
NO  FEE  CREDIT:  7 Prescribed  AAFP 
To  register,  contact  Charles  M.  Plotz,  M.D.,  Director  of 
Continuing  Education,  above  address.  Tel.  212/270-2421 


2:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Obstetrics  and  Gynecology 
2 East  103rd  Street 

GYNECOLOGIC  ENDOSCOPY 

1.  Laparoscopy 

ALVIN  SIEGLER,  M.D. 

Downstate  Medical  Center 

2.  Culdoscopy 

MARTIN  J.  CLYMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

3.  Hysteroscopy 

ROBERT  NEUWIRTH,  M.D. 

Columbia  University  P & S 


4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

RECENT  ADVANCES  IN 
AMINO  ACID  DISEASES 

JOSEPH  DANCIS,  M.D. 

N.Y.U.  Medical  Center 


8:30  p.m. 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

WHAT  GOES  ON  IN  PSYCHOTHERAPY? 

JASON  MILLER,  M.D.,  CYRUS  LOVERRO,  M.D. 


November  15  and  16,  1973 

Institute  of  Human  Nutrition  of  Columbia 
University  P & S 

Hotel  Americana 

Seventh  Avenue  at  52nd  Street 

TWO-DAY  SYMPOSIUM  ON  CHILDHOOD 
OBESITY 

MYRON  WINICK,  M.D.,  Chairman 

For  further  information,  write  Director,  Institute  of  Human 
Nutrition,  Columbia  University,  511  West  166th  Street, 
New  York,  N.Y.  10032. 
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THURSDAY,  NOVEMBER  15 

3:00  p.m. 

New  York  Society  for  Thoracic  Surgery 

University  Club 
1 West  54th  Street 
Council  Room  (7th  Floor) 

SCIENTIFIC  MEETING 


ALBANY  AREA 


THURSDAY,  NOVEMBER  1 

9:00  a.m. 

Albany  Medical  College 

Department  of  Postgraduate  Medicine 
Albany 

SYMPOSIUM  ON  HEMATOLOGY 

Moderator  for  the  Day: 

ANTHONY  P.  TERTAGLIA,  M.D. 

1.  Medical  Grand  Rounds 
Presentation  by  the  Division  of 
Hematology 

2.  Review  of  Nutritional  Anemias 

This  lecture  will  review  iron  deficiency, 
B12  and  folate  deficiency,  and  the  rela- 
tionship of  alcohol  with  anemia. 

LOUIS  SULLIVAN,  M.D. 

Boston  University  Medical  Center 

3.  Blood  Component  Therapy 
Reviews  the  current  concepts  of  com- 
ponent therapy  plus  a discussion  of  the 
possibility  of  the  use  of  frozen  red  cells 
now  and  in  the  future. 

HAROLD  T.  MERYMAN,  M.D. 

National  Red  Cross 

Lunch  in  the  Hospital  Cafeteria 

1.  Reviews  the  current  concepts  of 
etiology,  pathogenesis,  clinical  presenta- 
tion, and  treatment  of  this  common 
disease 

ALFRED  S.  EVANS,  M.D. 

Yale  University  School  of  Medicine 

2.  Panel  Discussion 

The  Above  Speakers  and 

CHARLES  A.  HALL,  M.D. 

FRANK  A.  LIZZI,  M.D. 

RICHARD  P.  PROPP,  M.D. 

WILLIAM  B.  SCHARFMAN,  M.D. 

Albany  Medical  College 

FEE:  $30  CREDIT:  AAFP  AND  AMA 


BUFFALO  AREA 


THURSDAY,  NOVEMBER  1 

American  Cancer  Society,  New  York  State 
Division 

Roswell  Park  Memorial  Institute 
Buffalo 

SYMPOSIUM  ON  DENTISTRY 
AND  CANCER 

GEORGE  W.  GREENE,  JR.,  D.D.S.,  Program  Chairman 

Sessions  are  open  to  all  members  of  the  dental,  medical 
and  related  health  professions  interested  in  oral  cancer. 

For  information  and  program,  write:  American  Cancer 

Society,  New  York  State  Division,  Inc.,  1010  James  Street, 
Syracuse,  N.Y.  13203. 


PROGRAM  ON  THE  TELEPHONE 
LECTURE  NETWORK  OF  THE  LAKES 
AREA  REGIONAL  MEDICAL  PROGRAM 

The  Program  in  Continuing  Medical  Education  sponsors  the 
Physicians  General  Interest  Series  of  programs  broadcast  on 
the  Telephone  Lecture  Network  of  the  Lakes  Area  Regional 
Medical  Program.  The  Network  reaches  hospitals  and  other 
facilities  in  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  Allegany  and  Steuben  in  New  York 
State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the 
Commonwealth  of  Pennsylvania.  Currently,  the  Network  also 
reaches  some  hospitals  in  the  peninsular  area  of  Ontario. 

The  Physicians  Series  is  presented  at  1 1 :30  a.m.  on  Tuesdays. 
The  following  programs  will  be  heard: 

November  6 

Common  Infections 
(Family  Practice  Center) 

JOSEPH  MATTIMORE,  M.D. 

November  13 
Saline  Abortions 

THEODORE  SCHULMAN,  M.D. 


THURSDAY,  NOVEMBER  15 

10:00  a.m. 

State  University  of  New  York  at  Buffalo 

Statler  Hilton  Hotel 
Embassy  Room 

A Symposium  in 
Continuing  Medical  Education 

EVOLVING  PATTERNS  OF 
COMMUNITY  HEALTH 

Concept:  A visiting  faculty  of  experts  in  community 

health  will  discuss  the  evolving  role  of  the  medical  school 
in  community  health  and  innovative  approaches  to  health 
care  on  the  Federal  level  including  roles  for  community 
health  boards,  physician  assistants  and  health  repre- 
sentatives. 
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FEE:  $30  CREDIT:  5 hours  AAFP  and  AM  A 

For  complete  program  and  registration,  please  contact: 
Continuing  Medical  Education,  2211  Main  Street,  Buffalo, 
N.Y.  14214.  Tel.  716/831-5526. 


NASSAU  COUNTY 


November  1 and  15,  1973 

8:00  a.m.,  Thursdays 

Doctors  Hospital 

320  West  Merrick  Road 
Freeport 

November  1 

Ulcerative  Colitis  and  Regional  Enteritis — 
Diagnosis,  Management  and  New 
Therapeutic  Approaches 

HERBERT  RADACK,  M.D.,  Speaker 
MARIO  MILAZZA,  M.D.,  Chairman 

November  15 

The  Use  of  Drugs  in  Renal  Failure 

JOSEPH  LETTER  I,  M.D.,  Speaker 
RALPH  FRIEDMAN,  M.D.,  Chairman 


November  1 / 15,  1973 

9:30-10:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

November  1 

Renin,  Aldosterone  and  Hypertension 

PATRICK  J.  MULROW,  M.D. 

Yale  University 

November  8 

Renal  Transplantation 

SAMUEL  KOUNTZ,  M.D. 

Downstate  Medical  Center 

November  15 

Slow  Virus  Infections  of  the 
Central  Nervous  System 

JEROME  SCHWARTZ,  Ph.D. 

Mount  Sinai  School  of  Medicine 

NO  FEE 


SUFFOLK  COUNTY 


November  2 and  9,  1973 

8:00-9:00  a.m.,  Fridays 

Brookhaven  Memorial  Hospital 

2nd  Floor  Conference  Room 
101  Hospital  Road 
Patchogue,  Long  Island 

RECENT  PROGRESS  IN  FAMILY 
MEDICINE 


November  2 
Contraception 

SEYMOUR  MOLINOFF,  M.D. 

November  9 

Gynecologic  Malignancies 

MILTON  ROSENBERG,  M.D. 

NO  FEE  CREDIT:  Class  1 AAFP 

Note:  The  above  lectures  are  part  of  the  course  which  runs 
September  28/December  14,  1973.  Please  contact 

Dorothy  S.  Lane,  M.D.,  at  the  above  address  for  further  in- 
formation. Tel.  516/475-5000  x 452. 

TUESDAY,  NOVEMBER  13 

8:45  a.m. /all  day 

The  Kings  Park  State  Hospital 

Colonie  Hill 
Motor  Parkway 
Hauppauge 

A SYMPOSIUM  ON  HUMAN  SEXUALITY 

Moderator:  GABRIEL  V.  LAURY,  M.D. 


SYRACUSE  AREA 

October  24  / 26,  1973 

State  University  of  New  York, 

Upstate  Medical  Center 

750  East  Adams  Street 
Syracuse 

VIII.  ANNUAL  REFRESHER  COURSE 
IN  ANESTHESIA 

FEE:  $50 

Please  contact:  WILLIAM  EVERS,  M.D.,  Dept,  of 
Anesthesiology,  above  address. 


WESTCHESTER  COUNTY 


WEDNESDAY,  NOVEMBER  7 

9:30  a.m. -5:00  p.m. 

American  Cancer  Society,  Westchester  Divi- 
sion; Ninth  District  Dental  Society  and  Division 
of  Dentistry,  Grasslands  Hospital 

Mental  Retardation  Institute 

Grasslands 

Valhalla 

ANNUAL  CANCER  CONFERENCE 

Speaker:  SI R ROBERT  BRADLAW,  C.B.E. 

Panelists: 

EDWARD  V.  ZEGARELLI , D.D.S. 

Columbia  University 
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LEON  EISENBUD,  D.D.S. 
State  University  at  Stony  Brook 

RICHARD  KOSKOW,  D.D.S. 
Grasslands  Hospital 


THURSDAY,  NOVEMBER  8 

9:00  a.m. 

St.  Joseph’s  Hospital 

Solarium 

Yonkers 

GRAM  NEGATIVE  NOSOCOMIAL 
PNEUMONIAS 

Discussant: 

MICHAEL  H.  GRIECO,  M.D. 

St.  Luke's  Hospital  Center,  New  York  City 

NO  FEE  CREDIT:  Elective  AAFP 


TUESDAY,  NOVEMBER  13 

3:00  p.m. 

*Grasslands  Hospital  Division  of  Pediatrics 

Eastview  Hall — Conference  Room  C 
Valhalla 

2nd  Annual  Birth  Defects  Symposium 

CONGENITAL  ANOMALIES  OF  THE 
GENITAL  URINARY  TRACT 

Panelists: 

DAVID  T.  MININBERG,  M.D. 

A.  MUNIRE  YUCEOGLU,  M.D. 

NORMAN  L.  ABNET,  M.D. 

EDWARD  WASSERMAN,  M.D. 

New  York  Medical  College 

*Co-sponsored  by:  National  Foundation-March  of  Dimes, 

Westchester  Division;  New  York  Medical  College;  West- 
chester Academy  of  Medicine,  Section  on  Pediatrics. 

Evening  Session — 6:30  p.m. 

Pforzheimer  Memorial  Building 
Purchase,  New  York 


PHYSICIANS’  PLACEMENT 


CARTHAGE,  N.Y.,  Jefferson  County.  Hospital  is  recruiting 
Family  Physicians. 

CONTACT:  Mr.  George  A.  Nuffer,  Adm.,  Carthage  Area  Hos- 
pital, West  Street  Road,  Carthage,  N.Y.  13619.  Tel.  315/ 
439-1000. 


CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Florence  Wilkes,  Secty.,  Northern  Cayuga  Health 
Services,  Cato,  N.Y.  13033.  Tel.  (315)  626-6401. 
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CHATEAUGAY,  N.Y.,  Franklin  County,  needs  at  least  3 or  4 
physicians  to  give  adequate  care  to  the  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Pres.,  Medical  Society 

of  the  County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake, 
N.Y. 12983. 


CHAUTAUQUA  COUNTY,  N.Y.,  needs  physicians. 

CONTACT:  ROBERT  F.  HORSCH,  M.D.,  President,  Chau- 

tauqua County  Medical  Society,  Corner  of  Second  and  South 
Portage,  Westfield,  N.Y.  14787. 


CHERRY  VALLEY,  N.Y.,  Otsego  County,  needs  a Family 
Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley. 

N.Y.  13320.  Tel.  (607)  AN  4-5511. 


COLTON,  N.Y.,  St.  Lawrence  County.  F.  P. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 

13625. 


EVENTS  RECEIVED  AFTER 
DEADLINE 


*October  18  / November  15,  1973 

3:30-5:15  p.m.,  Thursdays 

Triboro  Hospital 

1st  Floor  Classroom 
82-68  164th  Street 
Jamaica 

POSTGRADUATE  COURSE  IN 
PULMONARY  DISEASE 

October  18 

Tuberculosis — Modern  Medical  and  Surgi- 
cal Management 

HARRY  H.  EPSTEIN,  M.D. 

October  25 

The  Common  and  Uncommon  Non-Tuber- 
culosis Lung  Infections 

NATHAN  S.  SERIFF,  M.D. 

November  1 
Sarcoidosis 

FAROQUE  KHAN,  M.D. 

Diffuse  Lung  Diseases 

FRANK  LAMBERTA,  M.D. 

Occupational  Lung  Diseases 

NATHAN  S.  SERIFF,  M.D. 

November 

Diseases  of  the  Pleura  Including  Spontane- 

15.  1973 


ous  Pneumothorax,  Pleural  Effusions,  and 
Empyema 

HARRY  H.  EPSTEIN,  M.D. 

Office  Management  of  Bronchial  Asthma 
and  Pulmonary  Emphysema 

DAVID  COHEN,  M.D. 

November  15 

Pulmonary  Embolism 

HARRY  H.  EPSTEIN,  M.D. 

Lung  Scanning  in  Pulmonary  Embolism  and 
Other  Lung  Diseases 

LAWRENCE  SILVER,  M.D. 

Angiography  in  Pulmonary  Embolism  and 
Other  Lung  Diseases 

FAROQUE  KHAN,  M.D. 

The  Speakers  are  all  from  Queens  Hospital  Center 
Affiliation — Long  Island  Jewish-Hillside  Medical  Center. 
*The  course  runs  from  September  1 3 / November  29 


THURSDAY,  OCTOBER  25 

8:30  p.m. 

New  York  Council  on  Child  Psychiatry 

Payne  Whitney  Clinic 
Room  R-004 

East  River  Drive  and  68th  Street 

CHILDREN,  LAW  AND  PSYCHIATRY 

PROF.  HENRY  H.  FOSTER,  JR. 

New  York  University 

NO  FEE 


SATURDAY,  OCTOBER  27 

9:00-1 1 :00  a.m. 

Downstate  Medical  Center 

Kings  County  Hospital  Center 
Institute  of  Pathology  Auditorium 
451  Clarkson  Avenue 
Brooklyn 

ANNUAL  STUDENT  SURGICAL  FORUM 

SAMUEL  L.  KOUNTZ,  M.D.,  Chairman 

Guest  Moderator: 

ROY  BARNETT  COHN,  M.D. 

Stanford  University  Medical  Center 
Stanford,  California 


WEDNESDAY,  OCTOBER  31 

1:15-4:15  p.m. 

Terrace  Heights  Hospital 

Auditorium 

87-37  Palermo  Street 

Hollis 


ONE-DAY  POST-GRADUATE  SYMPOSIUM 

with  Members  of  the  Faculty  of  the  Hahnemann  Medical 
College  and  Hospital 

1.  Use  and  Misuse  of  Antibiotics 

ANDREW  SCHWARTZ,  M.D. 

2.  Anaerobic  Infections 

ANDREW  SCHWARTZ,  M.D. 

3.  General  Discussion 

PAUL  TORNAMBE,  M.  D. 

NO  FEE  CREDIT:  3 AAFP 
Contact:  J.  Edward  Astrachan,  M.D., 

Chairman,  Post-Graduate  Education 
Committee,  at  the  above  address 


THURSDAY,  NOVEMBER  1 

8:30  p.m. 

New  York  Cardiological  Society  in  Associa- 
tion with  the  New  York  Cardiac  Center 

Waldorf-Astoria  Hotel 
Hilton  Room 

Park  Avenue  at  50th  Street 

PROBLEMS  IN  CORONARY  ARTERY  DIS- 
EASE 

1 . Atypical  Forms  of  Angina  Pectoris 

RICHARD  GORLIN,  M.D. 

Peter  Bent  Brigham  Hospital 

2.  Coronary  Artery  Disease — Medical  vs. 
Surgical  Treatment 

EARL  K.  SHIREY,  M.D. 

Cleveland  Clinic 

3.  Late  Results  and  Complications  of  Coro- 
nary Arterial  Surgery 

MARTIAL  G.  BOURASSA,  M.D. 

Montreal  Heart  Institute 


TUESDAY,  NOVEMBER  13 

8:30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

THE  PRIMAL  SCENE  AND  SPLIT  SELF- 
REPRESENTATION 

WAYNE  A.  MYERS,  M.D. 


THURSDAY,  NOVEMBER  15 

8:00  p.m. 

The  Group  for  Geriatric  Psychiatry  of  New 
York 
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Mount  Sinai  Hospital 
Klingenstein  Clinical  Center 
Conference  Room  1A 
Madison  Avenue  and  100th  Street 

PRACTICAL  MANAGEMENT  OF 
PSYCHIATRIC  DISORDERS  IN  THE  AGED 

ALVIN  I.  GOLDFARB,  M.D. 

NO  FEE 

For  information  about  this  and  subsequent  meetings, 
please  contact:  Seymour  B.  Jacobson,  M.D.,  Secretary, 

55  East  86th  Street,  New  York,  N.Y.  10028. 


BUFFALO  AREA 


THURSDAY,  NOVEMBER  15 


Afternoon  Session 

1.  The  “Artificial  Pancreas” 

J.  STUART  SOELDNER,  M.D. 

Harvard  Medical  School 

2.  Islet  Cell  Transplants 

DAVID  W.  SHARP,  M.D. 

Washington  University  School  of  Medicine 

3.  “Diabetes:  1980” 

PETER  H.  FORSHAM,  M.D. 

4.  Panel  Discussion 

J.  DAVID  SCHNATZ,  M.D.,  Moderator 
State  University  of  New  York  at  Buffalo 

REGISTRATION  FEE:  $5.00 

Please  write:  George  R.  Beaumler,  M.D.,  2950  Elmwood 
Avenue,  Kenmore,  N.Y.  14217 


NASSAU  COUNTY 


8.30  a. m. -4:00  p.m. 

The  Buffalo  Diabetes  Association 

Sheraton  Inn-Buffalo  East 

2040  Walden  Avenue  at  Interstate  90  (Exit  52E) 

NEW  HORIZONS  IN  DIABETES 
(Why  Control  Hyperglycemia?) 

1.  The  Polyol  Pathway 

REX  S.  CLEMENTS  JR.,  M.D. 

University  of  Alabama  Medical  School 
Birmingham,  Alabama 

2.  Basement  Membrane  Disease 

JOSEPH  R.  WILLIAMSON,  M.D. 
Washington  University  School  of  Medicine 
St.  Louis,  Missouri 

3.  The  Rational  Use  of  Insulin 

PETER  H.  FORSHAM,  M.D. 

University  of  California  Medical  Center 
San  Francisco 

4.  Panel  Discussion 

MARSHALL  CLINTON,  M.D.,  Moderator 
State  University  of  New  York  at  Buffalo 


9:00-1 0:00  a.m. 

October  17  and  November  14,  1973 
Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

Medical  Conferences 

October  17 

Pathophysiology  of  Non-Ketotic  Diabetic 
Acidosis  and  its  Distinguishing  Characteris- 
tics from  Diabetic  Acidosis 

RALPH  A.  SHAW,  M.D. 

Hahnemann  Medical  College  and  Hospital 

November  14 

Thyroid  Nodule,  Medical  and  Surgical  Ther- 
apy 

LEONARD  KRYSTON,  M.D. 

Hahnemann  Medical  College  and  Hospital 

NO  FEE 
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Now  there  is  a 
laxative/stool  softener 
with  a more  effective, 
dual-action  formula. 


emnna» 


A Gentle  Bowel 
,,nH;!c»nt/  Stool  Softener 

5dult  Dose  One  capsule  daw 
cpoi ^cted  by  physician. 

jEBi«TRic  PHARMACEUTIC^ 

CORPORATION 

TOO  CAPSULES 


STIMULAX 

CAPSULES 

“GERI-CASAGRA”™  [CASANTHRANOL]  30  mg. • DIOCTYL  SODIUM  SULFOSUCCINATE  250  mg. 


The  unique  Stimulax  formula  provides  the  ideal  combination 
of  a proven,  gentle  laxative  with  a sufficient  dosage  of  stool 
softener  for  dependable,  effective  relief  of  constipation. 

In  most  cases,  one  capsule  before  bedtime  brings  effective  re- 
sults without  straining  or  irritation  . . . griping  or  cramps. 

AVAILABLE:  Bottles  of  30, 100  and  500  Soft  Gelatin  Capsules. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


2523 


the 

long-range 

analgesic 

in  chronic  pain:  continued  relief  without  risk  of  tolerance 


Though  Talwin®  Tablets  can  be 
compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  For  patients  who 
require  potent  analgesia  for  prolonged 
periods,  Talwin  can  provide  consistent, 
long-range  relief,  with  fewer  of  the 
consequences  you’ve  come  to  expect 
with  narcotic  analgesics. 


• Comparable  to  codeine  in  analgesic  efficacy:  one  50  mg. 

Talwin  Tablet  appears  equivalent  in  analgesic  effect  to  60  mg. 

(1  gr.)  of  codeine.  Onset  of  significant  analgesia  usually 
occurs  within  15  to  30  minutes.  Analgesia  is  usually  main- 
tained for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic  effect 
of  Talwin  Tablets  has  not  been  reported,  and  no  significant 
changes  in  clinical  laboratory  parameters  attributable  to  the 
drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have  been 
reported.  In  prescribing  Talwin  for  chronic  use,  the  physician 
should  take  precautions  to  avoid  increases  in  dose  by  the 
patient  and  to  prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  for  the  relief  of  pain.  (See  last  page  for  a 
complete  discussion  of  Warnings  under  Brief  Summary.) 

• Not  subject  to  narcotic  controls:  convenient  to  prescribe— 
day  or  night— even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infrequently 
cause  decrease  in  blood  pressure  or  tachycardia;  rarely  cause 
respiratory  depression  or  urinary  retention;  seldom  cause  diar- 
rhea or  constipation.  If  dizziness,  lightheadedness,  nausea  or 
vomiting  are  encountered,  these  effects  may  decrease  or  dis- 
appear after  the  first  few  doses.  (See  last  page  of  this  advertise- 
ment for  a complete  discussion  of  Adverse  Reactions  and  a Brief 
Summary  of  other  Prescribing  Information.) 


50  mg.Tablets 


Talwin* 

brand  of  . • 

pentazocine 


(as  hydrochloride) 


in  moderate  to  severe  pain 


, the 

long-range 

analgesic 

in  chronic  pain:  continued 
relief  without  risk  of  tolerance 


Talwin®  Tablets  brand  of  pentazocine  (as  hydrochloride) 

Analgesic  for  Oral  Use— Brief  Summary 
Indications:  For  the  relief  of  moderate  to  severe  pain. 

Contraindication:  Talwin  should  not  be  administered  to  patients  who 
are  hypersensitive  to  it. 

Warnings:  Drug  Dependence.  There  have  been  instances  of  psycho- 
logical and  physical  dependence  on  parenteral  Talwin  in  patients  with 
a history  of  drug  abuse  and,  rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended  use  of  parenteral  Talwin 
has  resulted  in  withdrawal  symptoms.  There  have  been  a few  reports 
of  dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of  pain. 
Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory  de- 
pressant effects  of  Talwin  and  its  potential  for  elevating  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions,  or  a preexisting  increase  in  intracra- 
nial pressure.  Furthermore,  Talwin  can  produce  effects  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries.  In  such  pa- 
tients, Talwin  must  be  used  with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other  than 
labor)  has  not  been  established.  Animal  reproduction  studies  have  not 
demonstrated  teratogenic  or  embryotoxic  effects.  However,  Talwin 
should  be  administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards.  Patients  receiving  Talwin  during  labor  have  ex- 
perienced no  adverse  effects  other  than  those  that  occur  with  com- 
monly used  analgesics.  Talwin  should  be  used  with  caution  in  women 
delivering  premature  infants. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontaneously 
within  a period  of  hours.  The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed  and  vital  signs  checked. 
If  the  drug  is  reinstituted  it  should  be  done  with  caution  since  the 
acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves  to 
hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory  de- 
pression has  rarely  been  reported  after  oral  administration  of  Talwin, 
the  drug  should  be  administered  with  caution  to  patients  with  respira- 
tory depression  from  any  cause,  severe  bronchial  asthma  and  other 
obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  accentua- 
tion of  side  effects.  Although  laboratory  tests  have  not  indicated  that 
Talwin  causes  or  increases  renal  or  hepatic  impairment,  the  drug 
should  be  administered  with  caution  to  patients  with  such  impairment. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used  with 
caution  in  patients  with  myocardial  infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  given  narcotics,  including  methadone  for  the 
daily  treatment  of  narcotic  dependence,  have  experienced  mild  with- 
drawal symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered  to 
patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration  of 
Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently  consti- 
pation; and  rarely  abdominal  distress,  anorexia,  diarrhea.  CNS  effects: 
dizziness,  lightheadedness,  sedation,  euphoria,  headache;  infrequently 
weakness,  disturbed  dreams,  insomnia,  syncope,  visual  blurring  and 
focusing  difficulty,  hallucinations  (see  Acute  CNS  Manifestations  under 
WARNINGS);  and  rarely  tremor,  irritability,  excitement,  tinnitus.  Auto- 
nomic: sweating;  infrequently  flushing;  and  rarely  chills.  Allergic:  in- 
frequently rash;  and  rarely  urticaria,  edema  of  the  face.  Cardiovascular: 
infrequently  decrease  in  blood  pressure,  tachycardia.  Other:  rarely 
respiratory  depression,  urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is  1 tab- 
let (50  mg.)  every  three  or  four  hours.  This  maybe  increased  to  2 tablets 
(100  mg.)  when  needed.  Total  daily  dosage  should  not  exceed  600  mg. 
When  antiinflammatory  or  antipyretic  effects  are  desired  in  addition  to 
analgesia,  aspirin  can  be  administered  concomitantly  with  Talwin. 
Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  12  years  of  age  is  limited,  administration  of  Talwin  in  this  age 
group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  withdrawal 
symptoms  even  when  administration  was  abruptly  discontinued  (see 
WARNINGS).  No  tolerance  to  the  analgesic  effect  has  been  observed. 
Laboratory  tests  of  blood  and  urine  and  of  liver  and  kidney  function 
have  revealed  no  significant  abnormalities  after  prolonged  administra- 
tion of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  overdos- 
age has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other  suppor- 
tive measures  should  be  employed  as  indicated.  Assisted  or  controlled 
ventilation  should  also  be  considered.  Although  nalorphine  and  leval- 
lorphan  are  not  effective  antidotes  for  respiratory  depression  due  to 
overdosage  or  unusual  sensitivity  to  Talwin,  parenteral  naloxone 
(Narcan®,  available  through  Endo  Laboratories)  is  a specific  and 
effective  antagonist. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 

50  mg.  Tablets 

Talwin’ 

brand  of  . • 

pentazocine  (as  hydrochloride) 


in  moderate  to  severe  pain 

IA//rr/fjrop  Winthrop  Laboratories,  New  York,  N.Y.  10016  (im?-) 
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2557  Current  Therapy  for  Undescended  Testicle;  rational  for  treatment  between  ages  four  and 
five 

Arthur  M.  Smith,  M.D.,  John  K.  Lattimer,  M.D.,  Sc.D.,  and  Masoud  Rezvan,  M.D. 
2561  Results  of  Transurethral  Resection  of  Prostate 

A.  Ranald  Mackenzie,  Ch.M.,  M.D.,  F.A.C.S. 

2567  Symposium — Medical  and  Surgical  Problems  of  Hand  in  Industry 
2567  Occupational  Diseases  of  Hand 

Alexander  A.  Fisher,  M.D. 

2569  Disabilities  of  Hand  Under  Social  Security 

Philip  R.  Casesa,  M.D. 

2572  Coronary  Artery  Disease;  surgical  management  of  acute  emergencies 

Watts  R.  Webb,  M.D.,  Frederick  B.  Parker,  Jr.,  M.D.,  John  F.  Neville,  Jr.,  M.D., 
and  E.  Lawrence  Hanson,  M.D. 

Electrocardiograms  of  the  Month 

2577  Questions  139  and  140 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

State  of  the  Art 

2579  Care  of  People  with  Coronary  Arterial  Obstruction 
William  Dock,  M.D.,  M.A.C.P. 

Case  Reports 

2585  Severe  Liver  Damage  Caused  by  Treatment  of  Psoriasis  with  Methotrexate 

S.  H.  Pai,  M.D.,  Seymour  Werthamer,  M.D.,  and  Frederick  G.  Zak,  M.D. 

2588  Desmoid  Tumors  of  Abdominal  Wall;  wide  excision  and  repair  with  woven  mesh 

E.  Douglas  Holyoke,  M.D.,  F.A.C.S.,  Stuart  Leafstedt,  M.D.,  and  Harold  0.  Doug- 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict?  v 


% / * 


not  if  the  vasodilator  is 

VASODILAN 


the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  P5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg. -bottles  of  100,  500  and  Unit  Dose. 
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Abstracts 


Smith,  A.  M.,  Lattimer,  J.  K.,  and  Rezvan,  M.: 

Current  therapy  for  undescended  testicle,  New  York 
State  J.  Med.  73:  2557  (Nov.  1)  1973 

Clinical  experience  suggests  the  undescended  testis 
is  best  maintained  in  a scrotal  position.  This  provides 
the  best  opportunity  for  realization  of  any  remaining 
fertility  potential  and  facilitates  easier  examination  for 
neoplastic  evidence  with  heretofore  neglected  impor- 
tant psychological  considerations,  leads  to  the  conclu- 
sion that  therapy  is  best  carried  out  between  the  fourth 
and  fifth  birthdays.  The  potential  psychological  im- 
pact of  the  migratory  testis  similarly  warrants  gonado- 
trophin therapy  between  the  ages  of  four  and  five 
years. 

Mackenzie,  A.  R.:  Results  of  transurethral  resection 
of  prostate,  New  York  State  J.  Med.  73:  2561  (Nov.  1) 
1973. 

Water  has  been  used  by  the  author  in  over  700  trans- 
urethral resections  without  a serious  complication  at- 
tributable to  it.  An  analysis  is  made  of  265  consecu- 
tive prostatic  and  bladder-neck  resections  in  one  hospi- 
tal over  a seven-year  period.  The  average  age  in  this 
series  was  seventy-four  years,  and  the  average  weight  of 
resected  tissue  was  37.8  Gm.  Resection  rate  was  1.1 
Gm.  per  minute  of  resectoscope-sheath  time.  Blood 


transfusions  were  given  in  7 per  cent,  not  all  for  urolog- 
ic  reasons.  The  only  hospital  death  after  prostatecto- 
my in  seventeen  years  occurred  with  the  last  patient  in 
this  series. 

Webb,  W.  R.,  Parker,  F.  B.,  Jr.,  Neville,  J.  F.,  Jr., 
and  Hanson,  E.  L.:  Coronary  artery  disease;  surgical 
management  of  acute  emergencies,  New  York  State  J. 
Med.  73:  2572  (Nov.  1)  1973. 

Coronary  arteriography,  ventriculography,  and  cardi- 
ac assistance  using  an  intra-aortic  balloon  pump  make 
emergency  surgical  therapy  for  coronary  artery  disease 
possible.  Emergencies  fall  into  two  categories;  prein- 
farction syndrome  and  mechanical  complications  like 
mitral  regurgitation  and  ventricular  septal  defect.  Of 
25  patients  with  preinfarction  syndrome,  4 were  not  op- 
erated and  all  proceeded  to  infarction  with  two  deaths. 
All  21  surgical  patients  survived.  Seven  of  9 patients 
with  mechanical  complications  required  intra-aortic 
balloon  pumping.  Four  valve  replacements  were  done 
for  mitral  regurgitation;  three  combined  with  coronary 
vein  graft.  Acute  infarcts  or  ventricular  aneurysms 
were  resected  in  5 patients.  In  1 a ventricular  septal 
defect  was  closed,  and  in  2 a concomitant  vein  graft 
was  done.  Six  of  this  group  survived  and  are  free  of 
congestive  failure. 


Abstracts  in  Interlingua 


Smith,  A.  M.,  Lattimer,  J.  K.,  e Rezvan,  M.:  Trac- 
tamento  actual  del  testiculo  non  descendite,  New  York 
State  J.  Med.  73:  2557  (1  de  Novembre)  1973. 

Le  experientia  clinic  suggere  que  es  melior  mantener 
le  testiculo  non  descendite  in  le  scrotum.  Isto  propor- 
ciona  le  melior  opportunitate  pro  le  realisation  de  qua- 
lunque  potential  de  fertilitate  restante  e face  un  exam- 
ination plus  facile  per  trovate  un  evidentia  de  neoplas- 
ma, particularmente  ora  que  importante  consider- 
ationes  ha  essite  negligite.  Iste  observationes  ha  con- 
ducite  al  conclusion  que  le  tractamento  es  facite  melior 
inter  le  quarte  e le  quinte  anno  del  vita.  Le  impacto 
psychologic  potential  causate  per  le  testiculo  migratori 
etiam  justifica  le  therapia  con  gonadotropina  inter  le 
etates  de  4 e 5 annos. 

Mackenzie,  A.  R.:  Resultatos  del  resection  transure- 

thral del  prostate,  New  York  State  J.  Med.  73:  2561  (1 
de  Novembre)  1973. 

Le  aqua  ha  essite  usate  per  le  autor  in  plus  que  700 
resectiones  transurethral  sin  complicationes  seriose 
attributabile  a iste  elemento.  Durante  iste  tempore, 
un  prostatectomia  aperte  esseva  facite  per  hyperplasia 
benigne.  Un  analyse  es  facite  de  265  resectiones  con- 
secutive del  prostata  e del  collo  del  vesica  urinari  in  un 


hospital  durante  un  periodo  de  7 annos.  Le  promedio 
del  etate  del  patientes  de  iste  serie  esseva  74  annos,  e 
le  promedio  del  peso  del  texito  resectate  esseva  37.8 
Gm.  Le  ration  resectional  esseva  de  1.1  Gm./min.  us- 
ante  le  resectoscopio.  In  7 pro  cento  del  casos,  trans- 
fusiones  sanguine  esseva  administrate;  non  omne  de 
iste  transfusiones  esseva  facite  per  motivos  urologic. 
Le  sol  caso  fatal  per  prostatectomias  facite  in  le  hos- 
pital, in  un  periodo  de  17  annos,  esseva  le  ultime  pa- 
tiente  de  iste  serie. 

Webb,  W.  R.,  Parker,  F.  B.,  Jr.,  Neville,  N.  F„  Jr., 
e Hanson,  E.  L.:  Morbo  coronari;  tractamento 

chirurgic  del  emergentias  acute,  New  York  State  J. 
Med.  73:  2572  (1  de  Novembre)  1973. 

Le  arteriographia  coronari,  le  ventriculographia  e le 
assistentia  cardiac  usante  un  pumpa-ballon  intra-aortic 
face  possibile  le  tractamento  chirurgic  de  emergentia 
del  morbo  coronari.  Le  emergentias  ha  duo  categorias: 
le  syndrome  pre-infarction  e le  complicationes  mechan- 
ic como  le  regurgitation  mitral  e le  defecto  (perfora- 
tion) del  septum  ventricular.  De  25  patientes  con  syn- 
drome preinfarction  4 non  esseva  operate  e omne  de 
illos  disvelopate  un  infarction  cardiac  e 2 moriva. 

continued  on  page  2571 
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Book  Notes 


The  Brain  in  Unclassified  Mental  Retardation. 
Study  Group  No.  3 held  at  the  Ciba  Foundation, 
London,  under  the  auspices  of  the  Institute  for  Re- 
search into  Mental  Retardation.  Edited  by  Professor 
J.  B.  Cavanagh,  M.D.  Octavo  of  333  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1972.  Cloth,  $21. 

The  contents  of  this  volume  are  a distillation  of  a dis- 
cussion about  one  of  the  more  important  problems  that 
face  psychiatry,  pediatrics,  pathology,  and  biochemis- 
try today.  A synthesis  of  existing  knowledge  is  provid- 
ed by  the  many  authorities  present  at  this  symposium. 

Recent  Advances  in  Cardiology.  Sixth  edition. 
Edited  by  John  Hamer,  M.D.,  Ph.D.  Octavo  of  424 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1973.  Cloth,  $20.25. 

The  aim  of  this  work  is  to  provide  a practical  guide  to 
new  developments  in  cardiology  for  postgraduate  stu- 
dents and  physicians.  No  attempt  has  been  made  to 
be  comprehensive,  but  it  is  hoped  that  the  topics  cov- 
ered will  give  a useful  background  to  modern  cardiolog- 
ic practice. 

The  Development  of  the  Infant  and  Young  Child 
Normal  and  Abnormal.  Fifth  edition.  By  R.  S.  Il- 
lingworth, M.D.  Octavo  of  377  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1972.  Cloth,  $16.75. 

In  this  new  edition,  the  chapters  on  prenatal  factors 
and  perinatal  and  environmental  factors  have  been 
completely  rewritten.  Also,  new  illustrations  have 
been  added  and  many  references  brought  up  to  date. 

New  York  Heart  Association  Symposium  On  Regu- 
lation of  Catecholamine  Metabolism  in  the  Sympa- 
thetic Nervous  System.  Held  at  the  Waldorf- Asto- 
ria, New  York,  February  18-19,  1972.  [overprint  of 
the  Journal,  Pharmacological  Reviews,  Vol.  24,  No.  2.] 
Edited  by  Marion  deV.  Cotten.  Quarto  of  449  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1972.  Cloth,  $15. 

This  symposium  was  designed  to  deal  specifically  with 
one  important  aspect  of  the  sympathetic  nervous  sys- 
tem. Current  concepts  of  regulatory  mechanisms  are 
considered,  as  well  as  the  experimental  evidence  on 
which  these  concepts  are  based. 

Psychiatry.  Third  edition.  By  E.  W.  Anderson, 
M.D.,  M.Sc.,  and  W.  H.  Trethowan,  M.A.,  M.B. 
Octavo  of  375  pages.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1973.  Paper,  $9.75. 


This  work  presents  a concise  account  of  current  practi- 
cal psychiatry  for  use  not  only  by  medical  students  but 
also  by  those  in  whose  training  a knowledge  of  psychia- 
try is  required,  such  as  social  workers.  In  this  new  edi- 
tion, several  chapters  have  been  rewritten  and  almost 
every  other  chapter  has  been  extensively  revised. 

Review  of  Medical  Physiology.  Sixth  edition.  By 
William  F.  Ganong,  M.D.  Quarto  of  577  pages,  illus- 
trated. Los  Altos,  California,  Lange  Medical  Publica- 
tions, 1973.  Fabricoid,  $9.00. 

This  book  is  designed  to  provide  a concise  summary  of 
mammalian  and,  particularly,  of  human  physiology 
which  medical  students  and  others  can  supplement 
with  readings  in  current  texts,  monographs,  and  re- 
views. Pertinent  aspects  of  general  and  comparative 
physiology  are  also  included. 

Correlative  Neuroanatomv  & Functional  Neurology. 

Fifteenth  edition.  By  Joseph  G.  Chusid,  M.D.  Quar- 
to of  429  pages,  illustrated.  Los  Altos,  California, 
Lange  Medical  Publications,  1973.  Fabricoid,  $8.50. 

The  primary  objective  of  the  author  has  been  to  pre- 
sent briefly  and  clearly  some  of  the  important  structur- 
al and  functional  features  of  the  nervous  system  as 
they  relate  to  problems  encountered  in  clinical  neurolo- 
gy. This  work  is  meant  to  serve  as  a supplement  to 
standard  neurologic  texts  rather  than  as  a substitute 
for  them. 

Principles  of  Clinical  Electrocardiography.  Eighth 
edition.  By  Mervin  J.  Goldman,  M.D.  Quarto  of  400 
pages,  illustrated.  Los  Altos,  California,  Lange  Medi- 
cal Publications,  1973.  Fabricoid,  $8.00. 

It  is  the  author’s  intention  to  present  in  this  volume 
the  basic  concepts  of  electrocardiography  and  their 
clinical  application.  The  material  so  presented  has 
been  simplified  and  exhaustive  and  detailed  treatment 
of  the  subject  matter  has  not  been  attempted. 

Clinical  Pharmacology.  By  Paul  Turner,  M.D., 
B.Sc.,  and  Alan  Richens,  M.B.,  Ph.D.  Duodecimo  of 
246  pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1973.  Paper,  $7.00. 

This  book  is  intended  to  be  an  introduction  to  clinical 
pharmacology  based  on  an  understanding  of  general 
pharmacological  principles.  For  this  reason,  the  au- 
thors have  concentrated  on  the  mechanisms  of  drug  ac- 
tion in  man  and  the  factors  influencing  them,  rather 
than  on  the  diseases  which  they  are  used  to  treat. 
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ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis— 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


Bactrim  interrupts  the 
life  cycle  of  susceptible 
bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points,  thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 
interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  inhibit  further 
synthesis. 


/ 


ROCHE 


’"BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 
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Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471'  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications  — cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 
f 4 patients  not  available  for  evaluation  at  day  10. 
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Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


I Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para- aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
- slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

o 

in 

1 

in 

6 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  —1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
£.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
i sis,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions-.  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/ kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 
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Books  Reviewed 


Diseases  of  the  Vulva.  By  Nikolas  A.  Janovski, 
M.D.,  and  Charles  P.  Douglas,  M.B.  Quarto  of  125 
pages,  illustrated.  Hagerstown,  Maryland,  Harper  & 
Row,  Publishers,  1972.  Cloth  $17.50. 

To  the  clinician  diseases  of  the  vulva  present  an  illu- 
sive entity  both  diagnostically  and  therapeutically. 
The  authors  devoted  ten  years  to  the  study  of  diseases 
of  the  vulva.  This  book  is  the  result  of  that  effort. 
The  authors  present  the  morphologic  aspects  of  the 
disease  together  with  the  histologic  changes  and  clini- 
cal information.  One  then  has  a better  understanding 
of  the  pathologic  processes  involved,  resulting  in  more 
rational  treatment.  The  volume  is  profusely  illus- 
trated, with  many  of  the  beautiful  color  photographs 
the  personal  property  of  the  aut  hors. 

This  book  is  a valuable  addition  to  the  library  of  any 
physician  who  treats  women.  John  M.  Tortora,  M.D. 

Barton’s  Forceps.  By  Edward  Parry-Jones,  M.D. 
Quarto  of  120  pages,  illustrated.  Baltimore,  Mary- 
land, The  Williams  & Wilkins  Company,  1972.  Cloth, 
$17.75. 

In  his  preface,  Dr.  Parry-Jones  touches  on  the  change 
in  the  type  of  practice  that  has  occurred  in  the  last 
twenty  years  during  which  cesarean  section  has  ren- 
dered obsolete  many  types  of  forceps  deliveries.  How7 
ever  he  stresses  the  fact  that  there  is  a place  for  the 
well-trained  obstetrician  to  resolve  the  problem  of  the 
transverse  head  without  recourse  to  the  suprapubic 
route. 

Then  follows  a short  resume  of  the  life  of  Dr.  Lyman 
Guy  Barton  and  a detailed  technical  description  of  the 
forceps.  Next  he  gives  a review  of  forceps  in  general 
and  where  the  Barton  forceps  fits  into  the  picture.  A 
summary  of  indications,  contraindications,  cervical 
problems,  and  the  use  of  episiotomy  follows. 

The  following  chapter,  on  the  technique  on  Barton 
forceps,  is  repetitious  since  he  again  reviews  indica- 
tions, the  conditions,  and  so  forth,  which  apply  to  all 
forceps  deliveries.  Where  it  deals  with  the  application 
of  the  blades  it  is  concise  and  of  value.  Describing 
traction,  he  again  repeats  the  dicta  that  apply  to  all 
forceps  deliveries. 

The  chapters  on  failed  forceps  and  cesarean  section 
and  on  the  complications  and  their  prevention  is  again 


applicable  to  all  forceps  deliveries.  The  monograph 
ends  with  a summary  of  results  from  his  hospital. 
Stressed  are  “An  Aggressive  Approach”  to  labor.  “It 
is  believed  that  no  benefit  accrues  to  the  mother  or  her 
baby  by  allowing  labor  to  continue  for  many  hours.” 
Thus  Barton  forceps  are  often  used  when  the  head 
was  nearly  or  completely  on  the  perineum.  In  96.5  per 
cent  of  forceps  deliveries,  pudental  block  anesthesia 
was  used. 

There  were  no  serious  maternal  or  fetal  injuries  and 
those  babies  who  died  did  so  for  reasons  other  than  the 
use  of  forceps. 

Critique:  1.  Much  of  the  material  is  repetitious. 

2.  Great  stress  is  placed  on  the  experience  of  the 
operator.  Thus  it  detracts  from  the  value  of  the  book 
in  that  an  inexperienced  operator  can  learn  more  from 
an  experienced  one  in  one  session  than  he  can  from  any 
number  of  textbooks.  3.  Incidence  of  cesarean  section 
in  20,394  deliveries  was  9.5  per  cent.  4.  In  most  clin- 
ics the  incidence  of  cesarean  section  is  no  higher  nor 
the  results  any  worse  without  the  use  of  Barton  forceps. 
Sanford  Kaminester,  M.D. 

Dr.  Sadao  Otani.  His  Contribution  to  American 
Pathology.  Edited  by  Jacob  Churg,  M.D.,  and  Lotte 
Strauss,  M.D.  Quarto  of  490  pages,  illustrated.  Balti- 
more, Maryland,  Waverly  Press  Incorporated,  1972. 
(Copies  may  be  obtained  by  contacting  either  Dr. 
Jacob  Churg  or  Dr.  Lotte  Strauss  at  The  Mount  Sinai 
Hospital,  Fifth  Avenue  and  100th  Street,  New  York, 
N.Y.  A contribution  would  be  appreciated.) 

This  small  thin  volume  captures  the  essence  of  the 
man,  and  one  feels  the  modesty  and  self-effacement 
that  stamped  his  personality.  It  is  an  important  con- 
tribution from  the  standpoint  of  permanent  preserva- 
tion of  his  all  too  few  yet  memorable  analyses.  Dr. 
Otani  has  created  a larger  monument  for  himself  in  the 
devotion  and  worshipful  honor  of  his  devotees  and  stu- 
dents who  revere  him. 

It  is  so  characteristic  that  although  the  number  of 
his  contributions  are  few,  they  are  all  important  and 
part  and  parcel  of  our  present  day  theoretical  and  ap- 
plied pathology. 

It  would  be  worthwhile  to  have  this  volume  in  every 
library  of  every  pathology  department.  Alfred  A.  An- 
grist,  M.D. 


Meeting  on  November  13,  1973 

The  New  York  State  Surgical  Division  of  the  International  College  of  Surgeons  will  hold  a meeting  at  Platts- 
burgh on  November  13,  1973,  at  7 p.m.  at  the  Champlain  Valley  Physicians  Hospital  Medical  Center. 

Elliot  W.  Strong,  M.D.,  surgeon-in-chief,  Head  and  Neck  Service,  Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases, will  discuss  “Recent  Trends  in  Diagnosis  and  Management  of  Neoplasia  of  the  Thyroid.” 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  DlMETAPP 
Extentabs'®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


€ or 


AUeryyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

i:.rU>nUibs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

AH-ROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains-  Phenobarbital  [Va  gr),  16  2 mg.  (warning: 
may  be  habit  forming);  Aspirin  (2 Vs  gr  ).  162  0 mg  ; Phenacetin  (3  gr  ).  194  0 mg.:  Codeine 
phosphate,  Va  gr  (No  2),  Vi  gr  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4- — 1 capsule  every  3 to  4 hours  as  needed  Fcr  further  details 
see  product  literature 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
'll! stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond.  Va 
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Medical  News 


Announcement  of  travel  awards 

The  USA  National  Committee  on  the  International 
Union  Against  Cancer  (UICC)  is  sponsoring  a travel 
grant  program  to  benefit  American  scientists  who  could 
not  attend  the  XI  International  Cancer  Congress  in 
Florence,  Italy,  20  to  26  October,  1974,  without  such 
assistance. 

There  are  two  categories  of  travel  awards  that  will  be 
available:  I.  Invited  participants  of  conferences  and 

symposia;  and  II.  Presentors  of  proffered  papers  (free 
communications).  The  number  of  grants  in  Category 
II  will  be  limited.  Those  eligible  for  awards  in  Cate- 
gory II  are  qualified  scientists  who  are  citizens  or  per- 
manent residents  of  the  United  States.  Each  appli- 
cant will  be  judged  on  the  merit  of  his  contribution  to 
the  Congress,  considering  his  training,  experience,  and 
potential,  as  well  as  a reasonable  representation  of  age 
groups.  The  application  must  be  approved  by  an  ap- 
propriate official  of  the  applicant’s  institution.  Final 
approval  of  the  travel  award  cannot  be  made  until  the 
USA  National  Committee  receives  official  verification 
of  the  acceptance  of  the  paper  by  the  XI  Cancer  Con- 
gress Program  Committee. 

Both  categories  of  grants  will  ordinarily  be  limited  to 
economy  round  trip  air  fare  plus  $100. 

Requests  for  application  forms  should  be  addressed 
to:  USA  National  Committee  on  the  UICC,  Division 

of  Medical  Sciences,  National  Research  Council,  2101 
Constitution  Avenue,  N.  W.,  Washington,  D.C.  20418. 

Deadline  for  receipt  of  applications  is  1 February 
1974. 

State  Sanitary  Code  Part  12 

Maternal  and  Child  Health 

(Statutory  Authority;  Public  Health  Law,  § 

225) 

New  Section  12.13  is  added  thereto  to  read  as  fol- 
lows: 

12.13  Determination  of  blood  group  and  Rh  type 
and  administration  of  Rh  immune  globulin,  (a)  It 
shall  be  the  duty  of  the  physician  attending  a preg- 
nant woman  to  take  or  cause  to  be  taken  a sample  of 
her  blood  at  the  time  of  first  examination  or  if  this 
has  not  been  done,  as  soon  thereafter  as  practicable 
and  prior  to  the  time  of  delivery  or  other  termination 
of  pregnancy,  whether  induced  or  spontaneous.  If 
the  sample  has  not  been  taken  and  the  pregnancy 
terminates  as  a result  of  an  emergency,  it  shall  be 
taken  at  the  time  of  termination  of  the  pregnancy. 
Such  sample  shall  be  submitted  to  an  approved 
laboratory  for  the  determination  of  blood  group  and 
Rh  type. 

(b)  It  shall  further  be  the  duty  of  the  attending 
physician  to  evaluate  every  such  patient  for  the  risk 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


of  sensitization  to  Rho(D)  antigen  and  if  the  use  of 
Rh  immune  globulin  is  indicated,  and  the  patient 
consents,  to  cause  an  appropriate  dosage  thereof  to 
be  administered  to  her  as  soon  as  possible  within  72 
hours  after  delivery  or  other  termination  of  pregnan- 
cy, whether  induced  or  spontaneous. 

This  action  of  the  Council  formalizes  what  physi- 
cians are  already  customarily  doing,  i.e.,  determining 
the  pregnant  woman’s  blood  group  and  Rh  type  early 
in  pregnancy,  evaluating  her  for  the  risk  of  Rh  sensiti- 
zation and  if  Rh  immune  globulin  is  indicated,  with 
the  patient’s  consent,  administering  to  her  an  appro- 
priate dose. 

Television  series 

November  19  marks  the  premiere  of  an  important 
series  of  five  one-a-month  television  programs  to  be 
presented  on  Public  Broadcasting  stations  across  the 
country  every  fourth  Monday  evening.  Subjects  of  the 
series  are:  Heart  Disease  (Nov.  19);  Inborn  Genetic 

Defects  (Dec.  17);  Pulmonary  Disease  (Jan.  14);  Trau- 
ma (Feb.  11);  and  Cancer  (March  11). 

Designed  to  inform  the  public  about  methods  of  pre- 
vention, early  detection,  and  treatment  of  the  five 
medical  conditions  that  account  for  three  out  of  four 
deaths  in  the  United  States,  it  is  also  planned  as  a 
springboard  for  community  action.  Many  of  the  PBS 
stations  will  schedule  additional  local  programming  (to 
coordinate  with  the  national  presentation)  by  featuring 
local  medical  leaders  and  community  follow-up  activi- 
ties. 

Three-year  research  program 

A three-year  program  of  research  in  the  field  of 
health  care  delivery,  with  emphasis  on  the  study  of 
prepaid  group  practice,  has  been  undertaken  by  Mount 
Sinai  School  of  Medicine  of  the  City  University  of  New 
York.  The  study  will  be  conducted  by  the  school’s  De- 
partment of  Community  Medicine,  under  a grant  of 
$300,000  from  The  Commonwealth  Fund  for  establish- 
ment of  “a  center  to  study  and  advance  the  integration 
of  service,  education,  and  research  in  prepaid  group 
practice.  ” 

Runaways  and  dropouts 
follow  American  Tradition 

Running  away  and  dropping  out — supposedly  new 
phenomena  among  modern  American  teenagers — is 
merely  following  long-standing  American  tradition, 
says  a report  in  the  July  issue  of  Archives  of  General 
Psychiatry,  a publication  of  the  American  Medical  As- 
sociation. 

Each  year  between  600,000  and  1,000,000  teenagers 
run  away  from  their  American  homes,  says  Helm  Stier- 
lin,  M.D.,  Ph.D.,  of  the  National  Institutes  of  Health, 
Bethesda,  Md. 

continued  on  page  2546 
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A topical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study...after  study 16 


Excellent/good  results 

85% 


m psoriasis 

(150  of  177  patients)1 


in  atopic  ecze 

(231  of  251  patients)1 


Msone 

brand  of  4 ; 

betamethasone 
valerate  (0.1%) 

Cream/Ointment 

Plus  economy  B.i.d.  dosage  often  found  effective ! 
Available  in  5, 15,  and  45  Gni.  tubes. 


60/  in  contact  dermatitis 

/ i (81  of  84  patients)1 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  produas  contain 
betamethasone  valerate  (g-fluoro-i  ,17,21- 
trihvdroxy-i6s  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  water, 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ether  cetostearvl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALISONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequently  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  (1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  (2)  Carter,  V.  //.,  and 
Noojin,  R.  O. : Cnrr.  Therap.  Res.  9:253,  1967.  (3)  Falk,  .If.  S. : 

Cults  2:788 , 1966.  (4)  Goldblum,  R.  VC.  Pennsylvania  Med. 

6 9:50,  1966.  (5)  Nierman,  M.  M.:J.  Indiana  M.  A.  10 .1184, 

1966.  (6) Zimmerman,  E.  H.:Arch.  Derma t.  9 5:514,  1967. 
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It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 
The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 
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Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tionsand  professional  traditions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
( usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1 1 55  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 
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Dr.  Stierlin’s  article  analyzes  this  trend  as  it  relates 
to  the  family  situation  of  the  runaways  and  dropouts. 

Most  early  immigrants  to  America  were  runaways 
from  Europe  which  oppressed  and  squelched  them,  he 
says. 

“Once  these  immigrants  had  created  a culture  of 
their  own,  they  gave  rise  to  ever-new  runaway  and 
dropout  movements  such  as  advocated  by  Noyes  or 
Thoreau,  just  as  the  Christian  church  gave  rise  to  ever 
new  heresies.” 

“Doing  your  own  thing,”  a big  consideration  in  un- 
derstanding why  teenagers  run  away,  still  reflects  the 
individualism  and  relative  lack  of  social  responsibility 
of  earlier  American  generations,  he  says. 

However,  these  earlier  Americans  largely  were 
adults,  while  the  present  ones  are  teenagers  who  ordi- 
narily would  live  with  their  families,  he  points  out. 
Dr.  Stierlin  cites  three  factors  involved  in  today’s  run- 
aways: 1.  The  affluence  of  American  society  makes  it 

possible  for  them  to  survive.  The  girls  of  Charles 
Manson’s  household  made  “delicious”  meals  from  the 
contents  of  garbage  cans.  2.  Mobility  and  easy  access 
to  transportation  of  modern  society  makes  long-dis- 
tance movement  possible.  Hitchhikers’  thumbs  (par- 
ticularly when  lifted  by  pretty  girls)  can  stop  automo- 
biles as  if  they  were  magic  carpets.  3.  Most  impor- 
tant of  all,  runaways  reflect  and  exploit  the  breakdown 
in  society’s  stability  and  cohesiveness. 

Three  basic  types  of  home  situations  from  which 
youngsters  run  away  are  aired:  1.  Binding  parent  re- 

lationship, in  which  the  parents  are  overly  strict  and 
set  expectations  for  children  unreasonably  high.  2. 
Expelling  relationship,  in  which  parents  are  too  per- 
missive and  actually  care  little  about  their  children. 
3.  Delegate  relationship,  in  which  parents  uncon- 
sciously steer  their  children  to  do  things  which  they 
themselves  secretly  wished  to  do  but  never  accom- 
plished, such  as  moving  away  to  a new  and  exciting 
strange  place. 

For  those  youngsters  who  are  too  tightly  bound  to 
their  families,  successful  running  away  can  signal  prog- 
ress rather  than  a setback.  It  reflects  the  increasing 
ability  of  the  adolescent  and  his  parents  to  live  apart 
from  each  other. 

When  children  feel  expelled,  they  can  be  brought 
back  through  genuine  care  and  concern  in  the  home. 

And  for  those  to  whom  parents  have  delegated  their 
own  secret  wishes,  the  therapeutic  task  is  one  of  recon- 
ciling conflicts  and  obligations  within  the  family  circle. 

Increased  levels  of  lead 
in  children  to  be  studied 

A study  to  determine  whether  increased  levels  of 
lead  in  the  body  cause  hyperactivity  in  children  will  be 
conducted  by  four  researchers  at  Downstate  Medical 
Center,  Brooklyn,  under  a grant  from  the  Office  of 
Child  Development,  Department  of  Health,  Education, 
and  Welfare.  The  granting  agency  has  approved 
$137,312  for  the  first  year  of  study,  and  plans  for  two 
more  years  of  funding  could  bring  the  total  grant  to  ap- 
proximately $380,000,  according  to  an  announcement 
by  Downstate’s  president.  Dr.  Calvin  H.  Plimpton. 

continued  on  page  2547 


2546  New  York  State  Journal  of  Medicine  / November  1 , 1 973 


I continued  from  page  2546 

The  principal  investigator  for  the  study  is  Oliver  J. 
David,  M.D.,  assistant  professor  of  psychiatry  at 
Downstate.  Coresearchers  are  Kytja  K.  S.  Voeller, 
M.D.,  clinical  assistant  professor  of  pediatrics,  David 
Engelhardt,  M.D.,  professor  of  psychiatry,  and  Julian 
J.  Clark,  M.D.,  assistant  professor  of  psychiatry.  This 
research  team  published  a study  in  the  October,  1972, 
issue  of  Lancet,  the  British  medical  journal,  showing 
that  more  than  50  per  cent  of  a group  of  hyperactive 
children  they  had  studied  had  more  than  normal, 
though  not  toxic,  amounts  of  lead  in  their  blood  and 
body  tissues. 


Methadone  maintenance  of  addicts 
is  no  barrier  to  motherhood 

Methadone  maintenance  treatment  for  heroin  addic- 
tion has  no  adverse  effect  on  the  ability  of  female  ad- 
dicts to  become  mothers,  says  a report  in  the  July  30 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

There  were  no  maternal  deaths  and  no  remarkable 
complications  of  pregnancy  in  105  addicts  observed  in  a 
study  at  Beth  Israel  Medical  Center  in  New  York  City, 
the  report  said. 

Management  of  labor  was  modified  only  by  the  addi- 
tion of  methadone  treatment.  One  third  of  the  infants 
were  premature  by  weight,  but  follow  up  revealed  nor- 
mal growth  and  development,  the  study  found. 

The  Methadone  Maintenance  Treatment  Program  is 
aimed  at  voluntary  rehabilitation  of  the  hard-core  her- 
oin addict.  The  patients  are  given  gradually  increas- 
ing doses  of  methadone  hydrochloride.  When  the  max- 
imum dose  is  reached,  the  craving  for  heroin  is  gone, 
trial  use  of  heroin  does  not  induce  euphoria,  and  pa- 
tients return  to  work  and  family. 

There  were  no  signs  of  drug  withdrawal  in  42  per 
cent  of  the  newborns.  Mild  signs  were  present  in  32 
per  cent,  but  the  problem  subsided  shortly  without 
treatment.  The  remaining  26  per  cent  were  treated 
successfully.  There  were  no  infants  with  convulsions, 
coma,  or  other  serious  withdrawal  symptoms. 

Reproductive  function  in  heroin  addicts  seems  to  be 
returned  to  normal  by  effective  treatment  with  metha- 
done, the  report  says. 

Authors  are  George  Blinick,  M.D.;  Eulogic  Jerez, 
M.D.,  and  Robert  C.  Wallach,  M.D. 


Fulminant  hepatic  failure 

A review  of  the  pathogenesis,  treatment,  and  progno- 
sis of  fulminant  hepatic  failure  was  recently  reported 
by  R.  Williams  in  the  British  Medical  Bulletin  (28:  114 
[May]  1972).  Specific  management  problems  include 
the  depression  of  brain-stem  function  leading  to  failure 
of  respiratory  and  vasomotor  centers  which  requires 
continuous  monitoring  and  early  support,  profound  hy- 
poglycemia which  may  demand  massive  intravenous 
glucose  replacement,  electrolyte  imbalance,  renal  fail- 
ure which  may  demand  peritoneal  dialysis,  an  in- 
creased risk  of  infection  from  indwelling  catheters,  and 
the  occurrence  of  intravascular  coagulation  which  may 
require  early  therapy  with  heparin.  The  value  and 
limitations  of  treatment  with  corticosteroids,  hyperim- 
mune serum,  exchange  transfusion,  and  technics  of 
liver  support  are  reviewed. 
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AMA-APPROVED  PRECEPTORSHIPS 
for  PRACTICING  PHYSICIANS 

available  at  the 

MEDICAL  COLLEGE  of  PENNSYLVANIA 

The  Medical  College  of  Pennsylvania  is  offering  per- 
ceptorships  for  practicing  physicians  from  September  to 
June.  The  preceptorships  are  AMA-approved  and  are 
acceptable  on  an  hour-for-hour  basis  in  Category  I for 
the  AMA  Physician’s  Recognition  Award.  Each 
preceptorship  is  arranged  individually  to  meet  the 
applicant’s  specific  needs. 

Preceptorships  are  available  in  these  departments: 
Anesthesiology,  Internal  Medicine,  Neurology, 
Obstetrics-Gynecology,  Pathology,  Pediatrics, 
Psychiatry,  Radiology,  Surgery 

For  Further  Information,  Contact: 

Gerald  H.  Escovitz,  M.D. 

Associate  Dean 
3300  Henry  Avenue 
Philadelphia,  Pennsylvania  19129 

(215)  VIctor-9-0400,  extension  316 
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In  Gonorrhea 

Injection  WYCILLIN® 

(sterile  procaine  penicillin  G 
suspension ) Wyeth 

Penicillin  in  large  doses  remains  the  drug  of 
choice  in  therapy  of  gonorrhea.  Among  peni- 
cillins, first  choice  recommended  by  the  na- 
tional Center  for  Disease  Control  for  parenteral 
therapy  of  uncomplicated  gonorrhea  is  aqueous 
procaine  penicillin  G. 

Administration  of  4.8  million  units  together 
with  1 gram  oral  probenecid,  preferably  given 
at  least  30  minutes  prior  to  injection,  is  recom- 
mended in  treatment  of  uncomplicated  gonor- 
rhea. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistentserum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use  aque- 
ous penicillin  G.  IM  or  IV 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G — N.  gonorrhoeae:  acute  and 
chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy 

Serious  anaphylactoid  reactions  require  immediate  emergency  treatment 
with  epinephrine.  Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions 
are  more  apt  to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experienced 
severe  hypersensitivity  reactions  when  treated  with  a cephalosporin. 
Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cepha- 
losporins. and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the  usual  agents 
e g.,  pressor  amines,  antihistamines  and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of  sig- 
nificant allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tions may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine  If  there 
is  a history  of  sensitivity,  make  the  usual  test:  Inject  intradermally 
0.1  cc  of  a 1 to  2 percent  procaine  solution  Development  of  an  ery- 
thema. wheal,  flare  or  eruption  indicates  procaine  sensitivity. 


Sensitivity  should  be  treated  by  the  usual  methods,  including  bar- 
biturates, and  procaine  penicillin  preparations  should  not  be  used. 
Antihistammics  appear  beneficial  in  treatment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusceptible 
organisms  Constant  observation  of  the  patient  is  essential  If  new 
infections  due  to  bacteria  or  fungi  appear  during  therapy,  discon- 
tinue penicillin  and  take  appropriate  measures 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the  opin- 
ion of  the  physician,  the  condition  being  treated  is  life  threatening 
and  amenable  only  to  penicillin  therapy 

When  treating  gonococcal  infections  with  suspected  primary  or 
secondary  syphilis,  perform  proper  diagnostic  procedures,  including 
darkfield  examinations.  In  all  cases  in  which  concomitant  syphilis  is 
suspected,  perform  monthly  serological  tests  for  at  least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often 
fatal  anaphylaxis  has  been  reported  (See  "Warnings”) 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Administer  only  by  deep  intramus- 
cular iniection,  in  upper  outer  quadrant  of  buttock  In  infants  and 
small  children,  midlateral  aspect  of  thigh  may  be  preferable  When 
doses  are  repeated,  vary  injection  site  Before  injection,  aspirate  to 
be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood  appears,  remove 
needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  decreased 
susceptibility  to  penicillin,  this  resistance  is  relative,  not  absolute, 
and  penicillin  in  large  doses  remains  the  drug  of  choice.  Physicians 
are  cautioned  not  to  use  less  than  recommended  doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women  4 8 mil- 
lion units  intramuscularly  divided  into  at  least  two  doses  and  injected 
at  different  sites  at  one  visit,  together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior  to  injection 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should  be 
individualized  using  large  amounts  of  short-acting  penicillin  Gonor- 
rheal endocarditis  should  be  treated  intensively  with  aqueous  peni- 
cillin G Prophylactic  or  epidemiologic  treatment  for  gonorrhea  (male 
and  female)  is  accomplished  with  same  treatment  schedules  as  for 
uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Venereal 
Disease  Branch,  U S.  Dept  HEW  recommends: 

Testcure  procedures  at  approximately  7-14  days  after  therapy  In 
the  male,  a gram-stained  smear  is  adequate  if  positive;  otherwise, 
a culture  specimen  should  be  obtained  from  the  anterior  urethra.  In 
the  female,  culture  specimens  should  be  obtained  from  both  the 
endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  3 
or  more  days  following  initial  therapy  and  smear  or  culture  remains 
positive  Follow-up  treatment  consists  of  4.8  million  units.  I.M 
divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  indica- 
ted if  foltow-up  cervical  or  rectal  cultures  remain  positive  for  N. 
gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units  daily  on 
2 successive  days. 

Syphilis  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis  Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  additional  treatment  appropriate  to  the 
stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,000  units 
(4-cc.  size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
suspension  with  sodium  citrate  buffer,  and  as  w/v  approximately 
0.7%  lecithin.  0.4%  carboxymethylcellulose,  0.4%  polyvinylpyrro- 
lidone, 0.01%  propylparaben  and  0.09%  methylparaben  The  mul- 
tiple-dose 10-cc.  vial  contains  per  cc.  300,000  units  procaine  peni- 
cillin G in  a stabilized  aqueous  suspension  with  sodium  citrate  buffer 
and  approximately  7 mg  lecithin,  2 mg  carboxymethylcellulose,  3 
mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg. 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg.  propylparaben 
and  1.2  mg.  methylparaben. 


Denise  hasVD 


Let’s  keep  it  from  getting  around. 

Actual  new  cases  of  infectious  syphilis  apparently  reached  the 
1 00,000  mark  during  the  past  year;  new  cases  of  gonorrhea, 

more  than  2.5  million.  That  VD  is  rampant  again  is  due,  in 
large  part,  to  the  multiple  contacts  of  teenagers  like  Denise. 

By  administering  adeguate  doses  of  the  recommended  types 
of  penicillin,  you  can  usually  cure  VD  in  the  beginning  stages. 

And  destroy  another  link  in  the  chain  of  infection. 


In  Syphilis 

Injection 

BICILUN®  Long -Acting 

( sterile  benzathine  penicillin  G 
suspension ) Wyeth 

Benzathine  penicillin  G...a  drug  of  choice 
recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in 
preventive  treatment  after  exposure. 

Administration  of  2.4  million  units  (1.2  mil- 
lion in  each  buttock)  of  benzathine  penicillin  G 
usually -cures  most  cases  of  primary,  secondary 
and  latent  syphilis  with  negative  spinal  fluid  • 
helps  break  chain  of  infection  • minimizes 
chance  of  immediate  reinfection. 

Indications:  In  treatment  of  infections  due  to  penicillin  G-sensi- 
tive  microorganisms  that  are  susceptible  to  the  low  and  very  pro- 
longed serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate  dosage 
of  intramuscular  benzathine  penicillin  G — Venereal  infections 
Syphilis,  yaws,  bejel  and  pinta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported.  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals  with 
history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have  been 
well  documented  in  patients  with  history  of  penicillin  hypersensi- 
tivity. Before  penicillin  therapy,  carefully  inquire  into  previous  hyper- 
sensitivity to  penicillins,  cephalosporins  and  other  allergens  If 


allergic  reaction  occurs,  discontinue  drug  and  treat  with  usual  agents, 
e.g  , pressor  amines,  antihistamines  and  corticosteroids 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  injec- 
tion may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to  eliminate 
the  organism:  otherwise  the  sequelae  of  streptococcal  disease,  may 
occur.  Take  cultures  following  completion  of  treatment  to  determine 
whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are  skin 
eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria  and 
other  serum  sickness  reactions,  laryngeal  edema  and  anaphylaxis 
Fever  and  eosinophilia  may  frequently  be  only  reaction  observed 
Hemolytic  anemia,  leucopenia,  thromDocytopema,  neuropathy  and 
nephropathy  are  infrequent  and  usually  associated  with  high  doses 
of  parenteral  penicillin 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent  — 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2 4 million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under  2 years  of  age,  50,000  units/Kg  body  weight, 
ages  2-12  years,  adjust  dosage  based  on  adult  dosage  schedule 
(Shake  multiple-dose  vial  vigorously  before  withdrawing  the 
desired  dose.)  Administer  by  deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock.  In  infants  and  small  children, 
the  midlateral  aspect  of  the  thigh  may  be  preferable.  When  doses  are 
repeated,  vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  If  blood  appears, 
remove  the  needle  and  inject  in  another  site. 

Composition:  2,400,000  units  in  4-cc  single  dose  disposable 
syringe.  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  0.4%  carboxymethylcellulose,  0 4%  polyvinylpyrrolidone, 
0.01  % propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient);  300,000  units  per  cc.— 10-cc. 
multi-dose  vial.  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  polyvinylpyrrolidone,  1 mg 
carboxymethylcellulose,  0.5  mg.  sorbitan  monopalmitate,  0.5  mg 
polyoxyethylene  sorbitan  monopalmitate,  0.14  mg.  propylparaben 
and  1 2 mg  methylparaben 

Laboratories  ■ Philadelphia,  Pa.  19101 


f loridine 

f cephaloridine 


500-mg.  and 
1-Gm.  ampoules 


Additional  information  available 
Jjf  to  the  profession  on  request 

olipany  • Indianapolis,  Indiana  46206 
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Editorials 


State  of  the  art 


In  this  issue  will  be  found  an  initial  presen- 
tation of  a new  series,  “State  of  the  Art,”  by 
William  Dock,  M.D.  The  art  of  medicine  is  the 
science  of  medicine  put  to  work:  see  the  edito- 
rial in  the  July  15,  1973,  issue  of  the  New  York 
State  Journal  of  Medicine.  It  is  the  practical  ap- 
plication of  science  to  the  daily  performance  in 
medical  care.  The  general  consensus  prevails  as 
to  the  rapid  advances  in  the  science  of  medicine, 
but  even  though  there  is  some  delay,  the  art  of 
medicine  is  also  reflecting  this  change  in  our 
knowledge.  Full  awareness  of  the  changing  art  of 
medicine,  with  the  progress  in  science  as  its  foun- 
dation, is  lacking. 

It  is  the  purpose  of  this  new  series  to  bring  into 
focus  this  aspect  of  the  changes  seen  in  medicine 
and  to  keep  our  readers  abreast  of  the  sum  total  of 
progress  in  science  applied  to  the  diagnosis  and 
treatment  of  the  patient.  Many  medical  colleges 
today  have  weekly  presentations  of  the  “status  of 
the  art”;  these  seminars  or  lectures  are  well  at- 
tended and  are  found  to  be  stimulating  exercises. 


By  this  new  series  we  hope  to  bring  to  our  readers 
such  combined  reviews  of  progress  in  basic  science 
as  apply  in  daily  practice.  There  is  a distinct  ad- 
vantage in  having  such  material  put  in  the  form  of 
the  printed  word,  rather  than  orally  for  the  fleet- 
ing listening  process.  The  former  permits  of  repe- 
tition, a cardinal  feature  of  the  learning  process. 
We  also  hope  to  include  the  crystallized  experi- 
ence in  particular  categories  of  medical  practice 
and  disease  entities  of  our  more  mature  colleagues 
who  have  had  widespread  or  special  experience 
which  deserves  to  be  made  known  to  all  of  our 
readers.  The  accompanying  article  by  William 
Dock,  M.D.,  falls  into  this  category. 

To  better  meet  the  needs  and  desires  of  our 
readers,  we  would  request  that  particular  topics  or 
the  names  of  potential  authors  be  submitted  to 
us.  We  would  then  undertake  to  obtain  manu- 
scripts which  would  meet  your  desires  and  your 
every  expectation. 

Alfred  A.  Angrist,  M.D. 


Arthur  M.  Master,  M.D. 


One  of  the  outstanding  members  of  the  New 
York  State  Medical  Society  died  September  4, 
1973  at  the  age  of  seventy-seven. 

Dr.  Master’s  name  was  synonomous  with  the 
“two-step  test”  in  cardiology  wherein  electrocar- 
diographic changes  are  noted  following  a set 
amount  of  exercise  using  a miniature  stairway. 
Dr.  Master  was  President  of  the  New  York 
County  Medical  Society  (1951  to  1952)  and  held 
other  high  offices. 

Dr.  Master  was  a graduate  of  the  College  of  the 
City  of  New  York  (1916)  and  of  Cornell  University 
Medical  College  (1921).  He  interned  at  The 
Mount  Sinai  Hospital  and  remained  a member  of 


its  staff  for  the  rest  of  his  life.  He  was  chief  of 
cardiology  and  in  1957  became  consultant  of  car- 
diology. He  published  more  than  400  articles  in 
medicine  in  outstanding  clinical  journals;  his  field 
of  interest  was  practical  clinical  medicine  (cardi- 
ology) rather  than  pure  research. 

Dr.  Master  has  been  an  invaluable  member  of 
the  Associate  Editorial  Board,  giving  generously 
of  his  time  in  the.  review  of  manuscripts  on  cardi- 
ology, since  1953. 

His  colleagues  will  miss  his  amiable  nature  and 
affable  smile  and  we  wish  to  extend  to  his  family 
our  condolences. 

Alfred  A.  Angrist,  M.D. 
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Rationale  for  treatment  between  ages 
four  and  five* 
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From  the  Pediatric  Urology  Service.  The  Babies  Hospital  and 
Squier  Urological  Clinic.  Columbia-Presbyterian  Medical 
Center 


Parents  of  children  with  undescended  testes 
are  justifiably  confused  over  the  question  as  to 
when  it  is  deemed  necessary  to  initiate  treatment 
and  when  it  should  be  completed.  There  seems  to 
be  little  disagreement  with  the  concept  that  un- 
descended testes  in  a child  should  be  brought 
down  into  the  scrotum.  This  is  because  of  strong 
suggestive  evidence  that  fertility  is  impaired  by 
the  testes  residing  in  close  contact  with  body  heat. 
Indeed,  it  is  generally  held  that  cryptorchidism 
does  have  an  adverse  effect  on  fertility  in  the 
human  being.  Physicians  have  differed  on  the 
time  at  which  impairment  of  fertility  becomes 
manifest,  on  the  severity  of  impairment  of  fertili- 
ty, and  on  the  time  at  which  surgery  should  be 
performed  to  forestall  the  potentially  harmful  ef- 
fects of  the  cryptorchid  state. 

It  has  been  shown  experimentally  that  sperma- 
tic tubular  diameters  in  both  the  cryptorchid 
testes  and  the  normal  testes  grow  at  the  same  rate 
until  approximately  the  ages  of  five  to  six  years.1-2 
Following  this  point,  the  tubules  of  the  properly 

*This  work  was  supported  in  part  by  the  Irene  Heinz  Given 
and  John  La  Porte  Given  Foundation,  Inc. 


Clinical  experience  suggests  that  the  undescended 
testis  is  best  maintained  in  a scrotal  position.  This 
provides  the  best  opportunity  for  realization  of  any 
remaining  fertility  potential  and  facilitates  easier 
examination  for  neoplastic  evidence  with  heretofore 
neglected  important  psychological  considerations, 
leads  to  the  conclusion  that  therapy  is  best  carried 
out  between  the  fourth  and  fifth  birthdays.  The  po- 
tential psychological  impact  of  the  migratory  testis 
similarly  warrants  gonadotropin  therapy  between 
the  ages  of  four  and  five  years. 


descended  testis  begin  to  increase  substantially  in 
diameter,  while  the  tubules  of  the  cryptorchid  tes- 
tis cease  to  increase  at  a similar  rate.  This  has 
led  to  the  conclusion  that  the  cryptorchid  testis 
remaining  outside  the  scrotum  after  the  age  of 
seven  would  definitely  suffer  damage.  One  clini- 
cal study  was  published,  reporting  that  a small 
number  of  patients  with  bilateral  cryptorchidism, 
who  had  orchiopexy  performed  after  the  ages  of 
eleven  or  twelve  years,  had  some  degree  of  fertili- 
ty. The  sperm  counts  reported  in  5 patients  were 
modest  but  not  too  low  for  credibility.1  Unfortu- 
nately, this  study  was,  for  the  most  part,  conduct- 
ed retrospectively,  by  mail,  many  years  after  sur- 
gery had  been  performed  and  has  led  to  skepti- 
cism among  those  with  differing  opinions.  In  any 
case,  bilateral  cryptorchidism  is  a relatively  un- 
common phenomenon  in  clinical  pediatric  prac- 
tice. The  significantly  larger  number  of  patients 
with  unilateral  cryptorchidism  requires  greater  at- 
tention. It  should  be  realized,  of  course,  that  it  is 
virtually  impossible  to  determine  the  improve- 
ment of  fertility  as  a result  of  surgical  correction 
of  a unilateral  undescended  testis.  There  is  even 
some  evidence  to  suggest  that  the  properly  de- 
scended testis  in  some  patients  with  a contralater- 
al cryptorchid  testis  may  be  defective.4 

In  general,  most  undescended  testicles  are 
smaller  than  their  mates  and  may  indeed  repre- 
sent fundamentally  defective  functional  units; 
some  have  been  demonstrated  to  show  an  incom- 
plete union  of  the  epididymis  to  the  testis.  Ear- 
lier studies  have  shown  that  the  rate  and  number 
of  cells  involved  in  DNA  (deoxyribonucleic  acid) 
synthesis  in  the  undescended  testicle  are  relatively 
inferior  to  those  of  the  normally  descended  testis.5 
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On  the  other  hand,  it  is  difficult  to  predict  from 
examining  histologic  patterns  as  to  the  functional 
capacity  of  each  individual  testis.  Some  cryptor- 
chid  testes  have  normal  histologic  patterns. 
Among  some  crvptorchid  testes  with  abnormal 
histologic  patterns,  a surprising  number  of  cells 
demonstrated  DNA  synthesis  equal  to  the  amount 
in  the  histologically  normal  contralateral  testis. 

It  is  obviously  difficult  to  determine  in  each  in- 
dividual case,  even  with  the  most  sophisticated 
laboratory  facilities  available,  whether  or  not  a 
given  undescended  testis  in  an  infant  may  be  infe- 
rior. This  is  primarily  because  such  laboratory 
analyses  and  the  multiple  biopsies  required  are 
impractical  as  routine  measures.  What  the  urolo- 
gist can  provide  is  the  best  possible  chance  for 
that  small  group  of  testes  which  might  benefit 
from  orchiopexy.  Undescended  testes  are  usually 
regarded  as  worth  saving,  regardless  of  whether 
they  produce  sperm,  because  of  their  apparently 
unimpaired  capability  for  secreting  testosterone. 
Certainly,  if  we  are  to  provide  the  greatest  op- 
portunity for  fertility  to  the  largest  number  of  pa- 
tients with  undescended  testes,  it  would  appear 
reasonable  for  us  to  determine  the  best  time  at 
which  elective  orchiopexy  should  be  performed. 

On  the  basis  of  laboratory  and  clinical  experi- 
ence, it  appears  reasonable  to  consider  that  the 
cryptorchid  testis  should  be  in  the  scrotum  before 
the  age  of  six,  since  there  is  no  evidence  to  indi- 
cate that  deferring  surgery  until  this  age  is  dam- 
aging to  the  testicle.  The  next  step  then  is  to  de- 
cide at  what  point  prior  to  that  age  is  the  most 
desirable  time  for  orchiopexy  to  be  performed.  It 
has  become  apparent  to  us  that  between  the  ages 
of  three  and  six  years  many  boys  become  signifi- 
cantly aware  of  the  appearance  of  their  genitalia 
and  in  some  cases  even  begin  to  compare  them 
with  one  another’s.6  For  psychological  reasons 
alone,  therefore,  it  appears  reasonable  that  both 
testes  should  be  in  the  scrotum  by  the  fifth  birth- 
day. It  has  been  surprising  to  see  the  number  of 
emotional  problems,  and  even  frank  behavioral 
and  personality  disorders,  which  have  developed 
in  these  children.  This  has  sometimes  occurred 
without  any  realization  on  the  part  of  the  parents 
as  to  the  cause  of  these  disorders.  It  is  even  more 
surprising  that  many  of  these  children  are  well 
aware  of  their  undescended  testes,  even  though 
their  parents  have  been  deliberately  attempting  to 
conceal  the  fact  from  them.  Although  the  parents 
may  have  believed  they  were  accomplishing  this 
successfully,  especially  in  terms  of  concealing  their 
own  worries,  the  children  will  often  say  that  their 
mothers  were  concerned  about  their  undescended 
testes.  Psychiatrists  have  sometimes  been  able  to 
discover,  from  projective  body-image  tests,  that 
these  children  had  undescended  testicles  when 
even  their  parents  were  unaware  of  the  condition. 
Similarly,  a resolution  of  deficiencies  and  behav- 
ioral difficulties  which  were  based  on  body-image 


problems  in  these  children  has  been  seen  after  the 
undescended  testes  were  repaired.  For  these  rea- 
sons it  is  obvious  that  we  must  not  ignore  the  psy- 
chological factors  involved  in  cryptorchidism. 
Consequently,  we  have  formulated  our  opinion 
that  both  testes  should  be  in  the  scrotum  by  the 
fifth  birthday. 

Some  surgeons  are  of  the  opinion  that  both 
testes  should  be  in  the  scrotum  at  a very  early 
age.  There  are,  however,  many  testes  which  des- 
cend spontaneously  during  the  first  year  of  life, 
and  this  would  indeed  seem  to  preclude  any  ur- 
gency for  surgery  before  the  first  birthday.  Even 
at  the  second  birthday,  tissues  are  still  very  frag- 
ile; extensive  dissection  in  mobilizing  the  sperma- 
tic vessels  might  be  difficult,  and  damage  to  the 
tiny  structures  could  occur  more  easily.  Of  great- 
er importance,  however,  is  the  fact  that  a two- 
year-old  child  is  acutely  aware  of  any  separation 
from  its  parents  and  is  unable  to  communicate 
because  of  inadequate  development  of  the  lan- 
guage function.  The  lack  of  communicative  abili- 
ty continues  until  the  child  has  learned  to  speak 
more  adequately,  and  this  is,  in  general,  at  about 
the  fourth  birthday.  Children  do  not  appear  to 
manifest  as  significant  a degree  of  anxiety  about  a 
separation  from  their  parents  when  they  can  com- 
municate their  needs  to  the  nursing  staff  at  the 
hospital,  and  this  is,  also,  noted  at  about  the 
fourth  birthday. 

It  appears  reasonable  that  a trial  of  hormone 
therapy  in  the  form  of  anterior  pituitary-like  hor- 
mone, namely  chorionic  gonadotropin,  at  the  rate 
of  500  units  three  times  a week  by  intramuscular 
injection  for  a period  of  six  weeks  should  be  car- 
ried out,  particularly  if  the  condition  is  bilater- 
al.7,8 Again  for  the  same  reasons,  the  time  to  ini- 
tiate treatment  should  optimally  be  at  about  the 
fourth  birthday  when  the  injection  therapy  could 
be  explained  verbally  to  the  child.  Therapy  could 
consequently  be  completed  by  the  fifth  birthday, 
regardless  of  whether  hormonal  therapy  alone  or 
hormonal  therapy  followed  by  surgery  was  carried 
out. 

Most  undescended  testes  have  a hernia  sac  as- 
sociated with  them.  Generally,  this  is  a long  fin- 
ger-like projection  of  the  tunica  vaginalis  which 
permits  the  testis  to  slip  proximally  and  distally 
within  it,  thus  keeping  the  patent  processus  vagi- 
nalis from  closing  spontaneously.  If  successful 
descent  of  the  testis  into  the  scrotum  is  obtained 
following  gonadotropin  hormone  injections,  the 
possibility  exists  that  the  hernia  might  not  close. 
In  some  patients,  omentum  or  intra-abdominal 
contents  may  enter  the  sac.  The  incidence  of  this 
latter  complication  has  been  reported  to  be  ap- 
proximately 20  per  cent  within  the  several  years  of 
the  time  of  follow-up.9  Apparently  no  problem 
has  been  noted  in  operating  on  such  late-ap- 
pearing hernias  if  they  develop.  Consequently, 
the  persistence  of  a potential  hernial  sac  has  not 
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been  a significant  objection  to  the  use  of  hormonal 
therapy. 

The  migratory  testis  which  retracts  up  into  the 
abdomen  spontaneously  and  intermittently  with- 
out the  control  of  the  patient  can  also  be  a source 
of  psychological  distress.  A recent  popular  avant- 
garde  book  described  the  psychological  dynamics 
active  in  the  central  character  who  imagined  every 
sort  of  distracting  and  alarming  possibility  as  to 
where  his  migratory  testis  might  have  gone  and 
where  it  might  unexpectedly  appear.  This  pro- 
voked stuttering  because  of  a fear  that  it  might 
appear  on  the  back  of  his  tongue  when  he  opened 
his  mouth  to  recite  in  school. 10 

Anterior  pituitary-like  hormone  (chorionic  go- 
nadotropin) has  been  particularly  successful  in 
treating  migratory  testes,  requiring  only  a “short” 
course  of  3,300  units  every  other  day  for  a total  of 
three  injections  (approximately  10,000  units). 
This  course  is  so  short  that  it  has  no  masculiniz- 
ing effects.  Although  the  testis  might  retract 
again  at  some  future  date,  the  patient  and  parents 
alike  may  be  reassured  that  even  if  the  testis  did 
not  remain  within  the  scrotum,  further  injections 
are  available  to  insure  its  descent.  They  may  be 
reassured  that  no  operation  will  be  required  and 
that  the  testis  is  present  and  controllable.  Since 
these  children  also  will  begin  to  take  note  of  their 
migratory  testes  between  the  ages  of  three  and 
five,  it  appears  reasonable  that  they  too  should 
have  both  testes  brought  into  the  scrotum  by  the 
age  of  five  with  treatment  initiated  at  about  the 
fourth  birthday.  This  concept  of  treating  migra- 
tory testes  differs  from  the  usual  recommendation, 
which  has  been  to  wait  until  puberty  when  the 
testes  might  descend  independently.  It  is  again 
based  on  the  premise  that  the  psychological  indi- 
cations for  improving  and  stabilizing  body  image 
are  important  enough  to  merit  this  basically  un- 
complicated treatment. 

Most  males  desire  to  have  two  testes  in  the 
scrotum  for  “locker  room”  appearance,  and  most 
adult  patients  prefer  to  have  an  attempt  made  at 
bringing  the  undescended  testis  down  even  if  it 
has  been  permitted  to  stay  up  until  the  age  of 
twenty.  At  this  age,  however,  it  is  more  likely  to 
fail  because  of  short  spermatic  vessels.  If  cryptor- 
chidism is  associated  with  underdevelopment  of 
the  spermatic  cords  or  if  the  testis  is  so  small  that 
its  size  precludes  its  providing  a satisfactory  cos- 
metic result,  then  prosthetic  testes  can  be  provid- 
ed. In  the  past,  the  prosthetic  testicles  made  of 
Plexiglas  were  extremely  hard.  Even  the  firm 
rubbery  consistency  of  the  recently  developed 
solid  silicone  rubber  testicular  prostheses  was  felt 
to  be  unsatisfactory  by  a number  of  patients, 
some  of  whom  were  young  teenagers.  The  pa- 
tients’ receptivity  to  these  has  recently  been 
markedly  improved  by  the  development  of  “gel 
filled”  silicone  testicular  prostheses  which  have  a 
more  normal-feeling  consistency.  If  the  scrotum 


is  badly  underdeveloped  in  these  cases  it  may  be 
enlarged  prior  to  operation  by  administering  go- 
nadotropic hormones  at  the  rate  of  500  units  three 
times  a week  for  a total  of  six  weeks,  or  alterna- 
tively by  the  daily  topical  application  of  1 per 
cent  testosterone  cream  to  the  scrotum.  (The  lat- 
ter should  be  administered  by  both  parents  to  ob- 
viate concentration  by  the  child  on  the  one  parent 
who  would  be  repeatedly  touching  his  genitalia 
during  the  application  of  the  medication.) 

Conclusion 

In  general,  there  is  little  disagreement  with  the 
premise  that  cryptorchid  testes  should  be  brought 
down  into  the  scrotum.  The  cryptorchid  testis  is 
more  prone  to  malignant  change  (primarily  semi- 
noma) in  the  second  or  third  decade  of  life,  re- 
gardless of  its  position,  and  is  more  easily  avail- 
able to  inspection  by  the  patient  and  physician 
when  in  the  scrotal  position.  Similarly,  removal 
of  the  testis  from  prolonged  contact  with  body 
heat  may  help  to  impede  further  damage  to 
spermatogenic  potential. 

There  is  no  evidence  that  deferring  therapy  for 
testicular  maldescent  until  the  sixth  birthday 
causes  any  further  damage  to  the  testis,  and  cer- 
tainly surgery  during  the  first  several  years  of  life 
runs  slightly  more  risk  of  inadvertent  damage  to 
diminutive  structures.  Important  psychodvnamic 
factors  must  be  considered  in  the  selection  of  the 
most  appropriate  age  at  which  therapy  should  be 
initiated.  Pediatric  psychiatrists  have  noted  an 
initiation  of  the  distinct  awareness  of  genital  mor- 
phology between  the  ages  of  three  and  six  years. 
Many  school-age  children  tend  to  compare  geni- 
talia, and,  certainly  for  “locker  room”  appearan- 
ces, the  child’s  genital  status  had  best  be  correct- 
ed before  entering  school.  Since  children  are  bet- 
ter able  to  communicate  their  anxieties  regarding 
matters  of  hospitalization  and  surgery  by  the 
fourth  birthday,  this  is  suggested  as  a starting 
point  in  management,  so  that  parents  may  better 
prepare  their  children  for  these  matters.  A course 
of  chorionic  gonadotropin  therapy  may  be  offered 
initially,  especially  if  the  cryptorchidism  is  bilat- 
eral. If  unsuccessful,  orchiopexy  can  be  per- 
formed and  the  patient  will  still  be  ready  to  enter 
school  without  delay  by  the  fifth  birthday. 

The  empty  scrotum  that  exists  on  the  basis  of  a 
migratory  testis  that  is  only  transiently  within  the 
scrotum  has  a distinct  emotional  effect  on  a child, 
just  as  does  the  presence  (or  absence)  of  a totally 
cryptorchid  testis.  In  an  attempt  to  preserve  the 
stability  of  body  image  in  these  children,  we  have 
urged  that  a “short”  course  of  three  injections  of 
gonadotropic  hormone  be  given  to  these  children, 
also  between  the  fourth  and  fifth  birthdays. 

Although  the  program  described  is  admittedly 
empirical,  it  does  offer  the  opportunity  for  salvag- 
ing whatever  spermatogenic  tissue  remains  to  be 
saved,  with  a minimum  risk  of  harming  the  child 
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or  leaving  him  with  a more  severely  defective  tes- 
tis. It  provides  the  best  opportunity  for  preserva- 
tion of  any  potential  for  spermatogenic  function 
which  might  remain  in  the  undescended  testis.  It 
appears  that  psychological  considerations  are  ex- 
tremely important  in  pinpointing  the  best  time  of 
operation.  We  feel  that  this  treatment  is  best  ini- 
tiated (for  both  the  undescended  and  migratory 
testes)  at  the  time  of  the  fourth  birthday,  with 
completion  by  the  fifth  birthday,  if  this  is  at  all 
possible. 

College  of  Physicians  and  Surgeons  of  Columbia  University 

Department  of  Urology 
620  W.  168th  Street 
New  York,  N.  Y.  10032 
(DR.  SMITH) 
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Seventh  annual  symposium  — 
medical  aspects  of  sports 

The  seventh  annual  symposium — Medical  Aspects  of  Sports — sponsored  by  the  Medical  Society  of  the  State  of  New 
York’s  Committee  on  Medical  Aspects  of  Sports,  will  be  held  January  24  to  27,  1974,  in  conjunction  with  the  thirty- 
sixth  annual  conference  of  the  New  York  State  Association  for  Health,  Physical  Education  and  Recreation  Association, 
at  the  Concord  Hotel,  Kiamesha,  New  York.  Included  in  the  attendance  will  be  the  New  York  State  Public  High 
School  Athletic  Association,  the  New  York  State  Girls  Athletic  Association,  New  York  State  Coaches  Association,  and 
the  Eastern  Athletic  Trainers  Association. 

The  Conference  Planning  Committee  with  the  cooperation  of  those  representing  the  Committee  on  Medical  Aspects 
of  Sports  has  developed  a program  which  will  offer  the  1,500  to  2,000  conferees  an  interesting  schedule  of  lectures,  work- 
shops, demonstrations,  cracker-barrel  sessions  under  the  leadership  of  physicians  and  trainers  experienced  in  the  field 
of  sports  medicine. 

All  will  significantly  benefit  from  this  cooperative  effort. 
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Our  experience  over  the  past  seventeen  years  has 
been  that  all  prostatectomies,  other  than  radical 
ones,  may  be  performed  transurethrally.  During 
this  period,  the  author  has  performed  approxi- 
mately 700  transurethral  resections  and  one  enu- 
cleation prostatectomy. 

This  analysis  is  confined  to  transurethral  pros- 
tatectomies personally  performed  on  265  consecu- 
tive private  patients  in  one  hospital  over  a seven- 
year  period,  during  which  time  prostatic  speci- 
mens were  consistently  weighed  by  the  patholo- 
gist, a condition  which  has  not  existed  in  other 
hospitals  in  which  we  have  worked. 

The  patients’  age  distribution  is  shown  in  Fig- 
ure 1.  Eighty-five  or  32  per  cent  were  admitted 
to  the  hospital  in  acute  retention  or  developed  re- 
tention after  other  surgical  procedures.  Thirty- 
four  or  13  per  cent  had  previously  undergone  pros- 
tatectomy by  other  urologists. 

The  weight  of  tissue  resected  is  shown  in  Figure 
2.  No  distinction  was  made  between  bladder- 
neck  contracture  and  prostatic  hyperplasia. 

When  the  resectoscope  sheath  time  was  record- 
ed, as  it  was  in  160  consecutive  cases,  it  was  found 


80  to  95  years 

26$ 

48  to 

79  years 

FIGURE  1.  Age  of  patients;  average  age  seventy-four 
years. 


Water  has  been  used  by  the  author  in  over  700  trans- 
urethral resections  without  a serious  complication 
attributable  to  it.  An  analysis  is  made  of  265  con- 
secutive prostatic  and  bladder-neck  resections  in 
one  hospital  over  a seven-year  period.  The  average 
age  in  this  series  was  seventy-four  years,  and  the 
average  weight  of  resected  tissue  was  37.8  Gm  Re- 
section rate  was  1.1  Gm.  per  minute  of  resectoscope- 
sheath  time.  Blood  transfusions  were  given  in  7 
per  cent,  not  all  for  urologic  reasons.  The  only  hos- 
pital death  after  prostatectomy  in  seventeen  years 
occurred  with  the  last  patient  in  this  series. 


that,  including  resection  of  bladder  tumors  and 
crushing  of  stones,  the  prostatic  resection  was  1.1 
Gm.  per  minute.  In  general,  the  rate  was  slower 
in  small  glands;  it  was  approximately  1 Gm.  per 
minute  in  glands  of  30  Gm.  and  reached  2 Gm. 
per  minute  in  some  large  glands. 

Three  patients  were  returned  to  the  operating 
room  for  control  of  bleeding  on  the  day  of  opera- 
tion; a fourth  who  had  leukemia  had  clots  evacu- 
ated under  anesthesia  fourteen  days  after  resec- 
tion. A total  of  19  patients  or  7 per  cent  received 
blood  or  plasma  during  or  after  operation. 

Eight  patients  received  blood  either  in  the  re- 
covery room  or  several  days  later  because  of  con- 
tinued bleeding  or  a low  hemoglobin.  Blood 
transfusions  were  given  in  4 patients  mainly  be- 
cause of  gastrointestinal  hemorrhage,  in  one  be- 
cause of  leukemia,  and  in  another  because  of  myo- 
cardial infarction.  Three  patients  who  required 
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FIGURE  2.  Weight  of  tissue  reported  by  pathologist. 
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FIGURE  3 Time  of  catheter  removal 


operative  control  of  hemorrhage  a few  hours  after 
transurethral  prostatectomy  were  transfused. 
Two  patients  were  transfused  during  operation. 
Operative  loss  of  blood  was  the  reason  for  the 
transfusion  in  4 patients  whose  prostates  weighed 
over  100  Gm.  Eight  other  patients  whose  pros- 
tates were  over  100  Gm.  did  not  require  transfu- 
sion. 

Second  resections  were  done  in  12  patients  or 
4.5  per  cent.  Included  were  2 patients  who  had 
incomplete  initial  resections  because  of  size  (85 
and  185  Gm.)  and  had  further  resection  a few 
days  later.  In  addition,  2 patients  were  readmit- 
ted for  removal  of  tags  several  weeks  later.  Two 
developed  carcinoma  in  approximately  two  years 
and  required  second  resections.  Second  resec- 
tions were  performed  on  2 who  developed  ob- 
structing tissue  four  and  a half  years  after  initial 
resection.  Three  patients  developed  bladder-neck 
contracture  several  months  after  resection  and  the 
twelfth,  who  had  a hypotonic  bladder,  was  still 
unable  to  void  after  a second  resection  done  at  an 
interval  of  six  weeks.  I know  of  an  additional  pa- 
tient who  was  treated  elsewhere  and  had  a VY- 
plasty  for  bladder-neck  contracture  one  year  after 
my  resection. 

After  removal  of  the  catheter,  which  was  duly 


FIGURE  4.  Time  of  discharge  from  hospital;  average 
time  6 8 days. 


accomplished  as  indicated  in  Figure  3,  262  pa- 
tients urinated  satisfactorily.  Three  men  were 
discharged  on  catheter  drainage;  2 of  them  subse- 
quently were  able  to  relinquish  it. 

Postoperative  hospitalization  times  are  shown 
in  Figure  4.  One  man,  number  265  in  this  group, 
died  in  the  hospital  from  gastrointestinal  hemor- 
rhage. The  remaining  264  left  the  hospital  by  the 
thirty-sixth  day.  Discharge  of  some  was  delayed 
because  of  unrelated  conditions  resulting  from 
other  operations  such  as  cholecystectomy,  hernior- 
rhaphy, or  amputation  or  conditions  such  as  decu- 
bitus ulcer,  gastrointestinal  hemorrhage,  senility, 
or  difficulty  in  obtaining  custodial  placement. 

Incontinence  occurred  temporarily  in  14  pa- 
tients, lasting  from  two  days  to  three  months. 
Another  who  had  multiple  cerebrovascular  acci- 
dents was  intermittently  incontinent  for  nine 
months.  In  addition,  one  senile  patient  was  in- 
continent until  he  died  a few  weeks  after  opera- 
tion. 

Internal  urethrotomy  was  done  at  the  time  of 
prostatectomy  in  6 patients  because  of  urethral 
stricture.  Meatotomy  was  performed  on  1 pa- 
tient. 

It  was  not  our  policy  to  perform  suprapubic 
cystotomy  before  transurethral  prostatectomy 
even  in  the  presence  of  long-standing  vesical  and 
ureteral  decompensation  and  uremia.  It  was 
done,  however,  in  2 patients  because  of  intoler- 
ance of  a urethral  catheter  while  they  were  await- 
ing medical  clearance.  Eleven  patients  left  the 
hospital  with  reduced,  but  still  quite  large,  residu- 
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als,  that  is  from  100  ml.  to  1,000  ml.  Of  those,  1 
was  discharged  from  the  hospital  on  catheter 
drainage,  and  2 others  subsequently  required  con- 
tinuous catheter  drainage,  1 via  suprapubic  cystot- 
omy. 

Of  14  patients  who  had  vesical  calculi,  10  were 
treated  by  cystolitholapaxy  at  the  time  of  prosta- 
tectomy; in  3,  the  stones  were  crushed  and  re- 
moved within  seven  days  of  prostatectomy  and 
the  other  required  suprapubic  cystolithotomy. 

Postoperative  acute  epididymitis  occurred  in  9 
patients  or  3.4  per  cent,  either  in  the  hospital  or 
shortly  after  discharge.  One  man  had  bilateral 
epididymitis.  Bilateral  partial  vasectomy  was 
performed  in  only  2 patients. 

Myocardial  infarction  occurred  in  4 patients 
during  hospitalization.  Ten  patients  had  im- 
planted pacemakers  at  the  time  of  operation,  and 
an  eleventh  required  implantation  immediately 
after  operation  because  of  Stokes-Adams  attacks. 

Capsular  perforation  was  never  clinically  appar- 
ent in  any  patient.  One  patient  had  a discrete 
tender  mass  postoperatively  in  the  right  lower 
rectus  area  which  we  believe  was  a rectus  sheath 
hematoma. 

There  was  no  marked  example  of  the  hyper- 
volemic syndrome  in  this  series.  Oliguria  and 
mental  confusion  were  not  seen,  and  there  was  no 
clinical  evidence  of  electrolyte  imbalance  postop- 
eratively in  this  group  of  patients.  A significant 
elevation  of  urea  nitrogen  occurred  in  4 patients 
which  was  attributable  in  1 to  tetracycline  and  in 
the  others  to  gastrointestinal  hemorrhage.  We 
liberally  administered  normal  saline  and  diuretics 
after  surgery. 

Urethral  stricture  was  described  preoperatively 
in  17  patients.  In  6 it  was  attributable  to  previ- 
ous prostatectomy,  in  6 to  gonorrhea,  and  in  5 the 
cause  was  not  apparent.  Twelve  of  those  patients 
continued  to  require  periodic  dilation  after 
transurethral  prostatectomy. 

In  addition,  8 of  the  remaining  248  patients  who 
did  not  have  pre-existing  strictures  have  required 
dilation  for  periods  in  excess  of  six  months  after 
prostatectomy.  Seven  have  strictures  involving 
the  bulbomembranous  urethra  or  the  entire  ureth- 
ra. Strictures  confined  to  the  postmeatal  region 
have  been  seen  in  a further  17  patients,  only  1 of 
whom  required  dilatation  beyond  six  months.  In 
all  patients  the  criterion  for  the  presence  of  a 
stricture  was  difficulty  in  passing  an  F22  vanBu- 
ren  sound  into  the  bladder. 

During  one  calendar  year,  32  consecutive  pa- 
tients were  resected  through  a perineal  ureth- 
rotomy with  the  hope  of  reducing  the  frequency  of 
stricture.  There  was  no  significant  reduction. 
Five  patients  had  temporary  postmeatal  stric- 
tures, and  2 others  have  required  periodic  dilata- 
tion for  longer  than  six  months. 

Carcinoma  of  the  prostate  was  found  in  23  pa- 
tients, 13  of  whom  were  Jewish  individuals.  Jew- 


TABLE  I.  Associated  conditions 


Condition 

Number 

of 

Patients 

Per  Cent 

Myocardial  infarction 

35 

13.2 

Cerebral  accidents 

12 

4.5 

Implanted  pacemakers 

10 

3.8 

Congestive  heart  failure 

8 

3.0 

Uremia  (blood  urea  nitrogen 
over  30  mg.  per  100  ml; 
normal,  20  mg.  per  100  ml.) 

33 

12.4 

Urethral  stricture 

17 

6.4 

Bladder  stone 

14 

5.3 

Bladder  tumor 

8 

3.0 

Inguinal  hernia 

45 

17.0 

Diabetes  mellitus 

18 

6.7 

Peptic  ulcer  (symptomatic) 

7 

2.6 

Senility 

4 

1.5 

Leukemia  (chronic  lymphatic) 

1 

0.4 

Polycythemia  rubra  vera 

1 

0.4 

Syringomyelia 

1 

0.4 

ish  people  comprised  75  per  cent  of  the  patients 
who  underwent  prostatectomy.  The  25  per  cent 
who  were  not  Jewish  showed  an  incidence  of  can- 
cer of  the  prostate  more  than  twice  as  great  as  in 
the  Jewish  patients. 

Comment 

The  average  age  of  the  patients  in  this  series 
was  five  years  older  than  in  most  reported  se- 
ries.1-5 It  equals  the  average  age  in  the  series  of 
Beck  and  Gaudin,6  namely  seventy-four  years,  but 
a larger  number  of  our  patients  were  over  eighty 
(26  per  cent  as  against  17  per  cent).  Acute  reten- 
tion occurred  in  32  per  cent,  an  incidence  compa- 
rable to  those  reported  by  Bergman  et  al.~  (34.5 
per  cent)  and  Stearns8  (35.6  per  cent).  Unlike  the 
experience  of  some  authors,6-9-13  there  have  been 
no  deaths  in  patients  who  had  acute  urinary  re- 
tention, and  we  have  lost  only  1 patient  who  was 
past  eighty  years.  1-2.6,7,10, 11.14 

Significant  associated  conditions  were  more  or 
less  similar  in  incidence  to  those  reported  by  other 
American  authors  (Table  I).1-5-15 

Transurethral  resection  has  been  the  method 
used  in  virtually  100  per  cent  of  our  prostatec- 
tomies. Apart  from  a variety  of  procedures  for 
cancer  of  the  prostate,  we  have  performed  only 
one  open  prostatectomy  during  a period  of  seven- 
teen years  during  which  time  the  last  prostatecto- 
my resulted  in  the  only  hospital  death.  Creevy16 
reported  100  consecutive  transurethral  prostatic 
resections  without  death  which  he  attributed  in 
part  to  the  use  of  isotonic  irrigant.  Zimmerman17 
reported  250  consecutive  suprapubic  prostatec- 
tomies without  death.  Young18  had  a series  of  128 
consecutive  perineal  prostatectomies  between 
1906  and  1908  and  another  series  of  198  from  1919 
to  1922  without  death.  Davis19  and  Thomas20  re- 
ported 139  and  100  prostatectomies  without  fatal- 
ity and  Davis20  reported  502  operations  on  449  pa- 
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tients  without  operative  death,  378  of  which  were 
transurethral  resections. 

The  average  weight  of  resected  tissue  is  compa- 
rable to  that  reported  by  Bergman  et  al.7  although 
they  excluded  64  bars  and  contractures  weighing 
an  average  of  17  Gm.  from  their  calculation.  De- 
spite the  20  to  30  per  cent  reductions  in  weight 
produced  by  desiccation,22-24  there  appear  to  be 
few  series  with  greater  average  weight  of  prostatic 
tissue.16- 25,26 

Nanninga  and  O’Connor5  reported  that  their 
suprapubic  prostatectomies  averaged  66.8  Gm. 
This,  however,  represented  approximately  22  per 
cent  of  their  prostatic  surgery.  The  only  author 
whose  resections  have  been  consistently  larger 
than  ours  is  Steffens27  who  reported  1,373  trans- 
urethral resections  done  over  an  eight -year  period, 
averaging  55  Gm.  He  suggested  that  prostatic 
obstruction  is  seen  in  more  advanced  stages  in 
Germany  than  in  the  United  States  and  that,  con- 
stitutionally, his  patients  may  have  larger  pros- 
tates.28 I noted  that  only  7 per  cent  of  his  pa- 
tients are  past  eighty  years. 

In  general,  any  man  who  can  tolerate  spinal  an- 
esthesia can,  we  feel,  withstand  transurethral 
prostatectomy.  Terminal  cancer  has  not  been  a 
contraindication  if  life  expectancy  is  three  months 
or  more.  We  have  delayed  operation  until  three 
months  after  acute  myocardial  infarction  or  cere- 
brovascular accident.  Poor  results  are  seen  in 
rank  senility,  but,  in  such  cases,  the  dangers  of  in- 
fection, decubiti  from  incontinence,  or  repeated 
catheter  avulsion  oblige  us  to  accept  this  responsi- 
bility. The  few  men  for  whom  medical  clearance 
was  not  granted  had  severe  cardiac  decompensa- 
tion, severe  and  sustained  azotemia,  severe  respi- 
ratory insufficiency,  or  jaundice.  They  comprised 
about  2 per  cent  of  prostatectomy  candidates. 

In  comparing  the  immediate  and  late  complica- 
tions with  those  reported  by  others,  the  first  chro- 
nologic complication  is  the  need  to  return  to  the 
operating  room  for  control  of  bleeding  (Table  II). 
In  3 patients  (1.1  per  cent)  it  was  necessary  to  do 
so  to  control  bleeding,  all  on  the  day  of  operation. 
This  is  higher  than  the  0.6  per  cent  incidence  re- 
ported by  Bergman  et  al.1  They,  however,  used 
transfusions  in  the  same  percentage  of  patients  (7 
per  cent).  The  low  incidence  of  transfusion  is  one 
of  the  advantages  endoscopic  resection  has  over 
open  prostatectomy  in  which  the  transfusion  rate 
ranges  from  17.6  per  cent6  to  60  per  cent.3  In  all 
fairness,  however,  it  should  be  pointed  out  that 
some  authors  have  reported  rather  high  transfu- 
sion rates  for  transurethral  resections. 2,29'3° 

Perforation  of  the  prostatic  capsule  during  re- 
section has  not  occurred  in  my  experience  during 
the  last  seventeen  years.  Bergman  et  al.7  re- 
ported perforation  in  33  of  1,000  patients  with  3 
hospital  deaths.  Prentiss  et  al. 1 had  an  extrava- 
sation incidence  of  0.8  per  cent  without  death. 
Bergman  et  al.7  reported  acute  tubular  necrosis 


TABLE  II.  Postoperative  complications  in  265  patients 


Complication 

Number 

of 

Patients 

Per  Cent 

Returned  to  operating  room 

3 

1.1 

for  fulguration 

Blood  transfusion  (total) 

18 

7.0 

Myocardial  infarction 

4 

1.5 

Gastrointestinal  hemorrhage 

4 

1.5 

Second  resections 

12 

4.5 

Temporary  incontinence 

14 

5.3 

Permanent  incontinence 

1 

0.4 

Acute  epididymitis 

9 

3.4 

Urethral  stricture 

(beyond  six  months) 

8 

3.0 

Thrombophlebitis 

1 

0.4 

Rectus  sheath  hematoma 

1 

0.4 

Death 

1 

0.4 

in  0.6  per  cent  with  death  in  half  (3  cases)  while 
Prentiss  et  al.1  described  it  in  0.9  per  cent  (5  pa- 
tients with  2 deaths).  The  latter  authors  stated 
that  this  complication  did  not  occur  after  the  use 
of  isotonic  irrigating  solution  was  begun.  We 
have  not  observed  acute  tubular  necrosis  during 
the  last  seventeen  years  despite  using  water. 

The  need  for  subsequent  resection  is  one  of  the 
more  common  criticisms  of  transurethral  prosta- 
tectomy. During  a follow-up  period  of  not  less 
than  three  months  and  not  more  than  seven  years, 
I have  found  it  necessary  to  perform  second  resec- 
tions in  12  patients,  an  incidence  of  4.5  per  cent. 
Included  are  3 patients  who  had  resections  for 
bladder-neck  contracture.  The  tissue  resected 
previously  weighed  10  Gm.,  12  Gm.,  and  25  Gm., 
and  the  patient  who  had  a VY-plasty  of  the  blad- 
der neck  elsewhere  had  10  Gm.  resected.  This 
parallels  the  experience  of  Uhle  and  Kohler31  who 
found  that  in  13  bladder-neck  contractures  fol- 
lowing transurethral  resection  of  the  prostate,  the 
resected  tissue  weighed  less  than  10  Gm. 

The  figure  of  4.5  per  cent  corresponds  to  Pren- 
tiss et  al.  s1  combined  figures  for  tissue  left,  3.4 
per  cent,  and  bladder-neck  contracture  4.9  per 
cent;  Bergman's  et  a/.’s 7 figures  are  5.3  per  cent 
and  2.6  per  cent  respectively. 

Epididymitis  is  included  as  a complication 
when  it  occurred  immediately  after  operation  or 
following  discharge  from  the  hospital.  The  inci- 
dence (3.4  per  cent)  is  similar  to  that  reported  by 
Lynn  and  Nesbit32  (3.3  per  cent)  and  is  less  than 
the  figures  reported  by  Prentiss  et  al.1  (5  per 
cent),  Holtgrewe  and  Valk2  (6  per  cent),  and 
Bergman  et  al.7  (4.3  per  cent). 

A comparison  of  the  incidence  of  postoperative 
strictures  is  hampered  by  absence  of  a universally 
acceptable  definition.  Should  one  include  those 
patients  who  had  an  obvious  stricture  preopera- 
tively?  When  and  how  does  one  calibrate  a stric- 
ture? Prentiss  et  al . 1 considers  any  “gripping”  of 
an  F20  sound  passed  after  the  twenty-first  day  as 
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evidence  of  stricture.  By  these  criteria,  3.9  per 
cent  of  their  patients  had  urethral  stricture,  and 
6.2  per  cent  had  meatal  stricture.  Bergman  et 
al.1  did  not  define  stricture  but  noted  urethral 
stricture  secondary  to  endoscopic  surgery  in  3.4 
per  cent,  thereby  possibly  excluding  preoperative 
strictures;  meatal  strictures  were  noted  in  1.7  per 
cent.  In  this  series,  urethral  stricture  not  present 
preoperatively  persisted  for  over  six  months  in  7 of 
248  patients,  that  is,  2.8  per  cent,  while  postmea- 
tal  stricture  lasted  over  six  months  in  1 patient. 

Another  advantage  of  endoscopic  resection  over 
open  prostatectomy  is  the  shorter  postoperative 
hospitalization  period.  Singh,  Tresidder,  and 
Blandy33  reported  hospital  stays  of  eight  days 
after  transurethral  prostatectomy  and  eighteen 
days  after  open  prostatectomy.  Prentiss  et  al.1 
reported  an  average  postoperative  stay  of  5.9  days 
as  against  eighteen  days  for  open  prostatectomy. 
In  the  present  series,  the  average  postoperative 
stay  was  6.8  days.  In  their  1950  to  1954  group  of 
patients,  Bergman  et  al.1  reported  that  42  per  cent 
had  a prolonged  stay  of  more  than  eight  days.  In 
this  series  a corresponding  hospitalization  oc- 
curred in  25  per  cent.  Wilenius,  Seppanen,  and 
Lepisto34  reported  average  postoperative  hospitali- 
zation of  20.3,  13.2,  and  8.8  days  after  transvesi- 
cal, retropubic,  and  transurethral  prostatectomies 
respectively.  The  average  postoperative  stay  in 
1,282  patients  undergoing  suprapubic  prostatecto- 
my reported  by  Beck  and  Gaudin6  (excluding  64 
who  died)  was  twelve  days. 

The  condemnation  of  water  as  an  irrigant  by 
some  resectionists  has  made  it  hazardous  medico- 
legally  to  continue  using  it.4-16,35  Advocates  of 
water  include  Ray36  who  had  no  clinical  complica- 
tions from  water  in  1,145  resections  and  Stratte37 
who  reported  no  anuria  or  oliguria  in  428  consecu- 
tive cases.  The  latter  considered  shock  more  im- 
portant than  hemolysis  in  producing  acute  tubu- 
lar necrosis.  Others,  invariably  accomplished 
resectionists,  have  indicated  to  us  their  preference 
for  water.  While  it  appears  that  legal  consider- 
ations may  discourage  the  use  of  water,  especially 
for  training  purposes,  it  is  noteworthy  that  40  per 
cent  of  urologists  still  use  water.4  The  superior 
visibility  afforded  by  water  more  than  compen- 
sates, in  my  experience,  for  any  real  or  theoretical 
disadvantages  which  have  been  reported. 

Summary 

Water  has  been  used  by  the  author  without  se- 
rious complication  attributable  to  it  in  transure- 
thral resections  for  the  past  seventeen  years,  dur- 
ing which  time  only  1 open  prostatectomy  was 
performed  for  benign  hyperplasia.  An  analysis  is 
made  of  265  consecutive  prostatic  and  bladder- 
neck  resections  in  one  hospital  over  a seven-year 
period.  The  average  age  in  this  series  was  sev- 
enty-four years,  and  the  average  weight  of  resect- 
ed tissue  was  37.8  Gm.  Resection  rate  was  1.1 


Gm.  per  minute  of  resectoscope  sheath  time. 
Second  resections  were  required  for  a variety  of 
reasons  in  4.5  per  cent.  Blood  transfusions  were 
given  in  7 per  cent,  not  all  for  urologic  reasons. 
Strictures  attributable  to  the  operation  requiring 
dilatation  to  F22  for  longer  than  six  months  oc- 
curred in  3 per  cent.  Acute  epididymitis  occurred 
postoperatively  in  3.4  per  cent.  Permanent  in- 
continence occurred  in  one  patient.  The  average 
postoperative  hospital  stay  was  6.8  days.  The 
only  hospital  death  in  approximately  700  prosta- 
tectomies occurred  in  the  last  patient  in  this  se- 
ries. 

20  West  Park  Avenue 
Long  Beach,  New  York  11561 
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Symposium  of  forensic  sciences 

The  eleventh  annual  Symposium  on  Forensic  Sciences  will  be  sponsored  by  the  Institute  of  Forensic  Medicine,  New 
York  University  and  The  City  of  New  York,  the  Department  of  Health,  State  of  New  York,  the  Medical  Society  of  the 
State  of  New  York,  and  The  Dental  Society  of  the  State  of  New  York.  The  program,  to  be  held  on  April  12  and  13, 
1973,  at  the  New  York  University  Medical  Center,  550  First  Avenue,  New  York,  New  York,  will  include  in  depth  pre- 
sentations of  the  subjects  of  changing  patterns  of  homicide,  suicide,  and  death  by  accidental  violence;  unlabeled  and 
mislabeled  deaths;  unexpected  deaths  of  apparently  healthy  young  infants;  the  importance  of  scene  investigation  and 
further  investigations  after  the  autopsy;  changing  patterns  of  death  from  narcotic  addiction;  determination  of  the  time 
of  death;  importance  of  the  signs  of  death;  medicolegal  problems  relating  to  the  transportation  of  viable  organs; 
forensic  odontology;  forensic  serology;  errors  in  certification  based  on  uncritical  evaluation  of  toxicological  and  other 
findings  in  the  determination  of  the  cause  of  death;  causes  of  death  which  cannot  be  pinpointed;  errors  of  certificates 
of  cause  of  death  based  on  total  reliance  on  autopsy  findings  and  disregard  of  history  and  circumstances;  oversimplifi- 
cation of  cause  of  death  derived  from  autopsy  information  alone. 
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There  is  a general  consensus  that  dermatitis  is  by 
far  the  most  frequently  reported  occupational  dis- 
ease. 

At  least  one-half  the  cases  of  occupational  dis- 
eases affect  the  hands.  When  the  hand  dermatitis 
becomes  chronic,  and  the  role  of  irritants  has  been 
ruled  out,  patch  testing  may  be  of  great  impor- 
tance not  only  to  discover  the  offending  contac- 
tant  but  also  to  determine  whether  or  not  the  top- 
ical medication  that  has  been  used  may  be  pro- 
ducing a superimposed  contact  dermatitis. 

In  a recent  study  of  allergic  contact  dermatitis 
due  to  ingredients  of  vehicles,  it  was  found  that, 
in  many  instances,  occupational  hand  dermatitis 
was  being  prolonged  and  made  worse  by  sensitiz- 
ing topical  medications.1  Sometimes  it  was  the 
active  therapeutic  agent,  and  sometimes  it  was 
the  vehicle  with  its  presumably  inert  preserva- 
tives. Ethylenediamine,  a stabilizer  in  nystatin- 
neomycin  sulfate-gramicidin-triamcinolone  aceto- 
nide  (Mycolog)  cream  was  found  to  be  the  princi- 
pal offender  in  these  cases.  The  parabens  (par- 
ahydroxbenzoic  acid  esters),  a preservative  used 
in  many  corticosteroid  creams  and  lanolin,  were 
also  offenders  in  this  regard. 

It  was  also  found  that  many  of  the  cases  of  hand 
dermatitis  were  secondarily  infected,  particularly 
those  that  were  excoriated  and  had  fissures.  It  is 
felt  that  neomycin  should  be  avoided  as  an  antibi- 
otic in  these  cases  since  it  is  not  an  uncommon 
sensitizer.  Sensitivity  to  neomycin  brings  the 
possibility  of  cross  reaction  with  bacitracin, 

Presented  at  the  166th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Medical-Legal  and  Workmen’s  Compensation  Matters,  Joint 
Meeting  with  Section  on  Occupational  Medicine,  and  Ameri- 
can Academy  of  Compensation  Medicine,  February  15,  1972. 


TABLE  !.  Paraben-free  creams 


Generic 

Name 

Brand 

Name 

Manu- 

facturer 

Pre- 

servative 

Hydrocortisone 

Hytone 

Dermik 

Sorbic  acid 

Triamcinolone 

Aristocort 

Lederle 

Sorbic  acid 

acetonide 

Betamethasone 

Valisone 

Schering 

Chlorocresol 

Fluocinonide 

Lidex 

Syntex 

Citric  acid 

gentamicin  (Garamycin),  streptomycin,  or  kan- 
amycin  with  it.  Erythromycin  (Ilotycin)  oint- 
ment has  been  found  to  be  an  efficient  nonsensi- 
tizing antibiotic  ointment  which  may  be  applied 
to  infected  hand  dermatoses  either  combined  with 
or  superimposed  on  various  corticosteroid  oint- 
ments. 

Most  corticosteroid  ointments  are  free  of  sensi- 
tizing vehicles  or  preservatives.  However,  many 
corticosteroid  creams  contain  the  parabens  which 
may  have  to  be  avoided  in  many  cases  of  chronic 
hand  dermatitis.  The  paraben-free  creams  are 
listed  in  Table  I. 

The  use  of  antibacterial  soaps  in  the  presence  of 
hand  dermatitis  may  produce  sensitization  to  the 
antibacterial  agent  in  the  soaps.  Several  of  these 
antibacterial  agents  are  potent  sensitizers.  Such 
soaps  include  Praise,  Lifebuoy,  Safeguard,  and 
Zest.  In  several  instances  the  photosensitization 
caused  by  these  soaps  persisted  even  when  the  use 
of  the  soaps  was  discontinued.  These  patients 
became  “persistent  light  reactors.” 

In  the  differential  diagnosis  of  an  occupational 
hand  dermatitis,  it  is  always  mandatory  to  exam- 
ine the  feet  and  other  parts  of  the  body  for  the 
presence  of  ringworm  infections,  psoriasis,  and 
atopic  dermatitis. 

It  should  be  pointed  out  to  dental  personnel  and 
orthopedic  surgeons,  who  handle  various  acrylic 
prostheses  and  acrylic  cement,  that  these  acrylic 
products  will  penetrate  ordinary  rubber  gloves. 

The  most  common  causes  of  allergic  contact 
dermatitis  in  medical  and  dental  personnel  in- 
clude iodine,  mercury  compounds,  formaldehyde, 
and  the  quaternary  ammonium  compounds  such 
as  benzalkonium  chloride  (Zephiran),  and  local 
anesthetics,  particularly  benzocaine  and  procaine, 
are  common  hand  sensitizers. 

Patients  who  have  cement  dermatitis  are  often 
sensitized  to  the  dichromates.  Such  patients  may 
develop  a reaction  to  chromic  catgut  used  in  sur- 
gical procedures. 
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Patch  testing  in  industry 

It  should  be  emphasized  that  in  industry,  as 
elsewhere,  patch  testing  is  indicated  only  in  the 
diagnosis  of  allergic  eczematous  contact  dermati- 
tis.2 

Aside  from  investigative  procedures,  patch  tests 
are  of  no  value  in  the  primary  irritant  type  of  con- 
tact dermatitis.  The  comparisons  between  patch 
tests  and  intradermal  tests  with  certain  contac- 
tants  are  currently  being  investigated.  It  should 
be  noted  that  the  diagnosis  of  a case  of  industrial 
dermatitis  depends  not  only  on  the  patch-test  re- 
sults, but  also  on  the  history,  the  clinical  picture, 
and  a proved  exposure  to  the  suspected  contac- 
tant. 

The  patch  test  is  particularly  valuable  to  ascer- 
tain the  cause  of  outbreaks  of  isolated  cases  of  al- 
lergic contact-type  dermatitis  in  industry  where 
workers  are  directly  or  indirectly  exposed  to  many 
sensitizing  chemicals.  Although  a careful  history 
and  personal  investigation  of  the  patient’s  expo- 
sure to  various  contactants  often  reduce  the  ne- 
cessity for  routine  patch  tests,  such  tests  are  often 
necessary  to  “clinch”  a diagnosis  of  allergic  con- 
tact dermatitis. 

Most  insurance  carriers  and  industrial  boards 
accept  a significant  patch-test  reaction  as  “proof” 
of  the  etiologic  basis  of  an  allergic  contact  derma- 
titis. 

A properly  performed  patch  test,  correctly  in- 
terpreted, is  scientific  proof  of  the  relationship  of 
a specific  contactant  to  a particular  dermatitis. 

Patch  testing  may  also  be  of  great  assistance  in 
the  differentiation  of  occupational  and  nonoccu- 
pational  dermatitis.  This  is  particularly  true 
when  an  individual  with  a contact  dermatitis  is 
exposed  to  sensitizers  not  only  in  his  work,  but  at 
play  or  in  pursuit  of  his  hobbies  also.  Properly 
performed  patch  tests  may  often  quickly  and  effi- 
ciently “pinpoint”  the  offending  contactant, 
whereas  reliance  on  history  and  “trial  and  error” 
may  prolong  the  dermatitis  while  the  search  for 
the  offending  allergen  is  pursued. 


TABLE  II.  Industrial  contactants  and  related  drugs 


Industrial  Contactants 

Immunorelated  Drugs 

Ethylenediamine 

chloride 

hydro- 

Aminophylline 

Hydrazine  hydrobromide 

Isoniazid,  hydralazine  I'Ap- 
resoline),  and  phenelzine 
(Nardil) 

Organic  and 

inorganic 

Mercurial  diuretics,  calo- 

mercurials  and 

metallic 

mel,  and  protiodide  of 

mercury 

mercury 

Formaldehyde 

Methenamine  Urotropin), 
methenamine  mandelate 
(Mandelamine),  and  (Ur- 
ised) 

Relationship  of  occupational  contactants  to 
drug  eruptions 

Exposure  in  industry  by  contact  can  sensitize 
individuals  to  certain  chemicals  which  are  either 
drugs  or  immunochemically  related  to  systemical- 
ly  administered  drugs.3  External  exposure  to  the 
drug  usually  produces  a typical  eczematous  con- 
tact dermatitis  in  the  sensitized  individual.  The 
subsequent  systemic  administration  of  the  drug 
can  produce  a distinctive  systemic  eczematous 
“contact-type”  dermatitis  medicamentosa.  The 
contact-type  dermatitis  produced  from  the  sys- 
temic administration  of  the  drug  resembles  the 
“initial”  contact  dermatitis,  except  it  is  usually 
more  widespread  with  the  most  marked  reaction 
in  those  areas  which  had  originally  been  affected 
with  the  eczematous  reaction  from  the  occupa- 
tional exposure.  Table  II  lists  examples  of  certain 
industrial  chemicals  which  may  sensitize  a patient 
by  external  contact  and  the  corresponding  immu- 
norelated  drugs  which  may  produce  an  eczema- 
tous contact-type  dermatitis  medicamentosa  on 
systemic  administration. 

45-14  48  Street 
Woodside,  New  York  11377 
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To  have  a very  effective  presentation  of  the  med- 
ical evaluation  criteria  used  by  the  Bureau  of  Dis- 
ability Determinations  to  determine  impairments 
of  the  hand,  it  is  necessary  for  us  to  give  you  some 
general  features  of  the  disability  benefit  program 
with  which  members  of  the  medical  profession 
should  be  familiar.  This  will  assist  you  in  under- 
standing the  requirements  of  the  disability  benefit 
program. 

The  Social  Security  disability  program  was  set 
up  by  an  act  of  Congress  as  part  of  the  Old  Age, 
Survivors,  Disability,  and  Health  Insurance  Pro- 
gram. The  New  York  State  Bureau  of  Disability 
Determinations  under  an  agreement  with  the  Fed- 
eral Social  Security  Administration  is  responsible 
for  evaluating  and  determining  disability  of  New 
York  claimants  under  provisions  of  the  Social  Se- 
curity Act.  Strong  endorsement  by  the  American 
Medical  Association  was  given  at  that  time  for 
this  pattern  to  be  established.  A unique  pattern 
was  developed  whereby: 

1.  Federal  claims  are  filed  in  local  Federal  Social 
Security  district  offices. 

2.  Adjudication  is  performed  by  State  agency 
teams  based  on  Federal  standards  stemming  from 
implementation  of  the  Social  Security  Act  provi- 
sions. Each  team  is  composed  of  a trained  profes- 
sional lay  examiner  and  a physician  who  has  a spe- 
cialty rating  either  through  board  certification  or 
New  York  State  Workmen’s  Compensation  Board 
specialty  rating. 

3.  Review  of  the  application  of  standards  is  per- 
formed by  the  Federal  government  and  eventual  no- 
tification of  decision  to  the  claimant  is  provided  by 
the  Federal  agency. 

To  better  understand  what  is  meant  by  disabili- 
ty under  Social  Security  and  how  the  Administra- 
tion arrives  at  its  final  decision,  I believe  that  a 
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definition  of  disability,  medically  determinable 
impairment,  and  substantial  gainful  activity 
would  be  in  order. 

Under  Social  Security,  disability  means: 

Inability  to  engage  in  any  substantial  gainful  ac- 
tivity by  reason  of  any  medically  determinable  phys- 
ical or  mental  impairment  which  can  be  expected  to 
result  in  death  or  has  lasted  or  can  be  expected  to 
last  for  a continuous  period  of  not  less  than  twelve 
months  .... 

Substantial  gainful  activity  is  any  work  of  a na- 
ture generally  performed  for  remuneration  or  prof- 
it, involving  the  performance  of  significant  physi- 
cal or  mental  duties  or  a combination  of  both. 
Work  may  be  considered  substantial  even  if  per- 
formed part  time  and  even  if  it  is  less  demanding 
or  less  responsible  than  the  individual’s  former 
work,  and  it  may  be  considered  gainful  even  if  it 
pays  less  than  his  former  work. 

A medically  determinable  impairment  is  one 
which  has  medically  demonstrable  anatomic, 
physiologic,  or  psychologic  abnormalities.  Such 
abnormalities  are  medically  determinable  if  they 
manifest  themselves  by  objective  findings  such  as 
signs  or  laboratory  findings  apart  from  symptoms. 
Abnormalities  which  manifest  themselves  only  as 
symptoms  are  not  medically  determinable. 

Evaluation 

Symptoms  are  the  claimant’s  own  perception  of 
his  physical  or  mental  impairments  which  can  be 
observed  through  the  use  of  medically  acceptable 
clinical  techniques.  In  psychiatric  impairments, 
signs  are  medically  demonstrable  abnormalities  of 
behavior,  affect,  thought,  memory,  orientation, 
and  contact  with  reality.  Laboratory  findings  are 
manifestations  of  anatomic,  physiologic,  or  psy- 
chologic phenomena  demonstrable  by  replacing  or 
extending  the  perceptiveness  of  the  observer’s 
senses  and  include  chemical,  electrophysiologic, 
roentgenologic,  or  psychologic  tests. 

Determination  of  whether  an  individual  is  dis- 
abled under  the  Social  Security  disability  pro- 
gram requires  two  separate  judgments.  The  first 
is  an  assessment  of  the  severity  of  an  individual’s 
impairment  and,  depending  on  this  severity,  the 
individual’s  capacity  to  perform  physical  or  men- 
tal activities. 

To  expedite  determinations,  sets  of  impairment 
characteristics  including  symptoms,  signs,  and 
laboratory  findings  were  collected  which  would  be 
expected  to  prevent  work  for  twelve  months  or 
more.  Such  impairment  characteristics  were 
classified  by  body  systems  and  disease.  A compi- 
lation of  these  evaluation  criteria  are  published  as 
Social  Security  regulations  and  are  found  in  the 
handbook  for  physicians  entitled  Disability  Eval- 
uation Under  Social  Security. 
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Recently,  all  New  York  State  physicians  were 
sent  a booklet  through  the  mails  entitled  Disabili- 
ty Evaluation  Under  Social  Security.  Regardless 
of  your  specialty,  this  booklet  can  be  of  value  in 
guiding  you  as  to  the  type  of  reporting  needed  in 
various  impairments.*  If  an  individual  meets  or 
parallels  the  listed  criteria,  he  is  found  disabled 
on  purely  medical  grounds.  In  cases  where  the 
severity  does  not  meet  or  parallel  the  listed  crite- 
ria. we  must  exercise  the  second  judgment  men- 
tioned, namely,  an  assessment  of  the  physical 
and/or  mental  capacity  demands  of  a group  of 
jobs  which  fall  within  an  individual’s  vocational 
spectrum.  When  remaining  capacity  to  perform 
is  less  than  the  demands  of  the  job,  the  individual 
is  considered  disabled.  Such  assessments  require 
a quantification  of  both  capacity  to  perform  and 
capacity  demands. 

A Social  Security  disability  insurance  applicant 
is  required  to  support  his  claim  by  submission  of 
existing  medical  evidence  from  his  own  treating 
sources  at  no  cost  to  the  program.  Such  a report 
should  contain  the  applicant’s  medical  history  re- 
lating to  the  impairment  or  impairments  which 
prevent  work.  The  report  should  contain  a de- 
scription of  a physical  examination  and  such  sup- 
porting laboratory  data  as  needed  to  determine 
the  nature  and  severity  of  the  impairment.  The 
evaluation  criteria  are  helpful  in  determining  the 
type  of  information  needed.  The  medical  report 
should  not  be  limited  to  those  clinical  findings 
which  are  listed.  All  symptoms,  signs,  and  labo- 
ratory findings  which  have  a bearing  on  the  im- 
pairment should  be  reported.  Disability  decisions 
cannot  be  made  on  the  basis  of  clinical  judgments 
relating  to  an  applicant’s  diagnosis,  prognosis,  or 
remaining  capacity  to  work  unless  the  supporting 
signs  or  laboratory  findings  are  also  reported. 

The  physician  performs  a service  for  both  his 
patient  and  the  community  when  he  submits  the 
detailed  clinical  information  record  that  enables 
the  adjudicating  agency  to  decide  whether  or  not 
the  individual  medically  meets  the  special  re- 
quirements for  the  insurance  set  forth  in  the  So- 
cial Security  Act. 

Our  bureau  function  as  defined  in  the  disability 
law  is  related  to  the  whole  man  and  to  the  medi- 
cal impairment(s)  which  prevents  him  from  per- 
forming what  is  considered  substantial  gainful  ac- 
tivity in  a setting  which  does  not  necessarily  have 
to  be  what  it  was  before  and  which  is  expected  to 
last  at  least  one  year  from  the  onset  of  disability. 
If  it  can  be  documented  that  the  individual  has 
skills  and  sufficient  remaining  function  to  perform 
significant  services  in  any  type  work  generally 
performed  for  remuneration  or  profit  (whether  or 

* If  you  do  not  have  this  booklet  in  your  office  and  would 
like  to  have  one,  contact  our  bureau  for  a free  copy.  If  your 
questions  are  not  resolved  by  review  of  the  booklet,  our  bureau 
is  always  willing  to  discuss  general  or  specific  points  either  by 
letter  or  telephone  conversation  (give  your  address  and  tele- 
phone number). 


not  a profit  is  realized),  we  find  that  the  individu- 
al is  not  disabled. 

However,  disability  itself  is  not  only  related  to 
the  medical  impairment  present,  although  this  is 
usually  the  major  consideration,  but  is  also  relat- 
ed to  the  individual’s  age,  education,  training, 
and  experience.  These  so-called  nonmedical  fac- 
tors are  always  considered  in  cases  where  the 
medical  impairment  in  itself  is  not  sufficient  for  a 
finding  of  disability  before  a determination  of  dis- 
ability or  no  disability  is  made. 

The  medical  information  we  consider  in  our 
evaluation  consists  of  reports  from  treating  physi- 
cians, hospitals,  clinics,  and  other  medical  facili- 
ties. We  do  not  see  or  examine  claimants  in  our 
bureau  but  depend  wholly  on  reports  submitted  to 
us.  On  occasions  when  an  applicant’s  source  does 
not  have  the  necessary  data,  we  do  purchase  inde- 
pendent medical  examinations  including  tests  and 
procedures  from  specialists  qualified  in  the  im- 
pairment under  consideration. 

When  the  physician  willingly  takes  the  time  to 
report  promptly  the  information  which  only  he 
has,  the  patient  is  assisted  by  receiving  a quick 
decision  and  often  an  award  of  funds  that  are 
badly  needed.  The  public  is  served  because  fewer 
tax  dollars  are  spent  on  the  pursuit  of  evidence  to 
decide  the  claim.  The  physician  himself  is  served 
because  he  avoids  the  need  for  follow-up  by  either 
the  patient,  the  Social  Security  Administration 
district  office  where  the  claim  is  filed,  or  by  the 
adjudicating  State  agency. 

With  respect  to  impairments  of  the  hand  as  re- 
lated to  the  disability  program,  the  basic  problem 
is  to  evaluate  the  impairment  and  its  resultant  ef- 
fect on  the  claimant’s  residual  functional  capaci- 
ty; in  other  words,  how  well  can  he  function  with 
his  impairment. 

Based  on  purely  medical  findings,  a 100  per 
cent  loss  of,  or  loss  of  use  of,  a hand  does  not  nec- 
essarily indicate  that  the  individual  is  unable  to 
perform  substantial  gainful  activity.  We  are 
aware  that  many  one-armed  individuals  are  en- 
gaged in  the  labor  market  competing  with  the 
general  labor  force. 

Standards  have  been  established  by  the  Social 
Security  Administration  which  must  be  met  or 
paralleled  in  order  for  a disability  to  be  estab- 
lished solely  on  medical  findings.  These  stan- 
dards run  the  gamut  of  trauma  and  degenerative 
diseases  and  their  final  results. 

Various  classifications  have  been  established 
under  which  judgments  are  made.  The  standards 
refer  in  the  main  to  major  joints,  and,  in  this  con- 
text, the  hand  and  wrist  taken  together  are  con- 
sidered to  be  a major  joint. 

Categories 

To  be  specific,  the  following  categories  are  con- 
sidered: 
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1.  Rheumatoid  arthritis,  with  a history  of  joint 

pain,  swelling,  and  morning  stiffness  persisting  with 
activity;  x-ray  evidence  of  osteoporosis,  decalcifica- 
tion, or  joint-space  narrowing  and  one  of  the  fol- 
lowing: anatomic  deformity  such  as  joint  subluxa- 

tion contracture,  bony  or  fibrous  ankylosis,  joint  in- 
stability, ulnar  deviation,  or  hyperextension  with  re- 
sultant limitation  of  motion;  positive  serologic  test 
findings  for  rheumatoid  factor  (latex);  elevated  sedi- 
mentation rate,  positive  C-reactive  protein,  or  poly- 
morphonuclear leukocytes  in  synovial  fluid  aspirate; 
or  characteristic  changes  in  biopsy  of  synovial  mem- 
brane or  subcutaneous  nodule.  Obviously  the  hand 
and  wrist  in  this  instance  would  be  only  one  manifes- 
tation of  a generalized  condition. 

2.  Hypertrophic  arthritis  including  gouty,  infec- 
tious, or  post-traumatic  arthritis.  In  this  instance 
again,  except  for  post-traumatic  states,  the  condition 
would  be  a local  manifestation  of  a generalized  con- 
dition and  would  usually  involve  both  hands. 

3.  Osteomyelitis  demonstrated  by  x-ray  film  with 
persistent  activity  or  occurrence  of  at  least  two  epi- 
sodes in  the  six  months  since  onset  of  disability 
manifested  by  local  or  systemic  signs  of  laboratory 
findings  (for  example,  heat,  redness,  swelling,  drain- 
age, leukocytosis,  or  increased  sedimentation  rate;  or 
with  multiple  localizations  and  systemic  manifesta- 
tions such  as  anemia  with  a hematocrit  of  30  or  less, 
or  amyloid  changes). 

4.  Amputation  of  or  anatomic  deformity  of,  that 
is,  loss  of  major  function  due  to  degenerative  changes 
associated  with  vascular  or  neurologic  deficits,  trau- 
matic loss  of  muscle  mass  or  tendons,  and  x-ray  film 
evidence  of  bony  or  fibrous  ankylosis  at  an  unfavor- 
able angle  or  joint  subluxation  or  instability  involv- 
ing both  hands  or  one  hand  and  one  foot. 

5.  Fractures  or  soft-tissue  injuries  to  an  upper  ex- 
tremity. 

A.  With  nonunion  of  fracture  of  a shaft  of  the 
humerus,  radius,  or  ulna  under  continuing 
surgical  management  directed  toward  res- 
toration of  functional  use  of  the  extremity, 
and  such  function  was  not  restored  or  ex- 
pected to  be  restored  within  a period  of 
twelve  months  after  onset; 

B.  Requiring  a series  of  staged  surgical  pro- 
cedures within  twelve  months  after  onset 
for  salvage  and  or  restoration  of  major 


continued  from  page  2532 

Omne  del  21  patientes  chirurgic  supervivite.  Septe 
de  9 patientes  con  complicationes  mechanic  requireva 
le  pumpa-ballon  intra-aortic.  QuatFO  reimplaciamento 
valvular  esseva  facite  per  regurgitation  mitral;  in  3,  le 
operation  esseva  combinate  con  graffo  venose  coronari. 


function  of  the  extremity,  and  such  major 
function  was  not  restored  or  expected  to 
be  restored  within  twelve  months  after 
onset; 

C.  Or  after  maximum  benefits  from  surgical 
therapy  have  been  achieved;  that  is,  there 
have  been  no  significant  changes  in  physi- 
cal findings  and/or  x-ray  film  findings  for 
any  six-month  period  after  the  last  defi- 
nite surgical  procedure. 

These  are  the  standards  that  have  been  estab- 
lished for  severe  impairments.  In  any  of  the  cases 
which  do  not  quite  meet  the  listings,  we  must 
evaluate  the  residual  functional  capacity  of  the 
whole  individual.  In  such  a case,  the  determina- 
tion will  rest  on  the  factors  of  age,  education,  and 
work  experience  as  they  relate  to  the  individual’s 
remaining  physical  and  mental  capacity. 

Everyone  who  applies  for  disability  benefits, 
whether  the  benefits  are  paid  or  not,  is  referred  to 
the  local  State  vocational  rehabilitation  agency 
for  possible  services.  Such  services  may  include 
counseling,  medical  services,  training  in  the  use  of 
prostheses,  teaching  of  new  employment  skills, 
and  job  placement.  These  services  are  generally 
financed  from  State-Federal  appropriation. 

In  some  cases,  however,  Social  Security  pays 
the  cost  of  rehabilitating  disability  beneficiaries 
where  savings  in  Social  Security  funds  will  at 
least  be  offset  by  the  rehabilitation  cost. 

Conclusion 

We  are  ready  to  answer  physicians’  questions 
about  this  insurance  program  and  welcome  com- 
munications either  on  the  telephone  or  in  writing. 
Together  with  the  Social  Security  Administration, 
we  will  gladly  provide  discussants  for  meetings  to 
interpret  the  program  and  report  requirements. 
And,  finally,  we  welcome  suggestions  from  the 
medical  profession  to  improve  our  operation  and 
to  make  it  easier  for  physicians  to  continue  assist- 
ing their  patients,  the  adjudication  agencies,  and 
the  community  at  large. 


Le  infarctiones  myocardial  acute  e le  aneurvsmas  ven- 
tricular esseva  resectate  in  5 patientes.  In  un  patiente, 
le  perforation  septal  ventricular  esseva  occludite,  e in 
2,  un  graffo  venose  coronari  esseva  facite  concomitan- 
temente.  Sex  (6)  patientes  de  iste  gruppo  supervivite 
e es  libere  de  insufficientia  cardiac  congestive. 
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Recent  developments  make  it  possible  to  offer 
effective  surgical  therapy  for  many  acute  emer- 
gencies complicating  coronary  arterial  disease. 
The  improvements  in  cardiac  catheterization 
techniques  and  the  ready  availability  of  catheter- 
ization laboratories  in  major  medical  centers  have 
paved  the  way  for  accurate  and  rapid  diagnosis  in 
the  emergency  situation.  Good  quality  coronary 
arteriograms  and  ventriculograms  can  define  ac- 
curately the  acute  problem  at  remarkably  low 
risk,  even  to  an  extremely  ill  patient.  Of  perhaps 
equal  importance  has  been  the  development  of  ef- 
fective portable  auxiliary  pumps  which  act  as 
auxiliary  hearts  to  support  the  failing  circulation. 
The  IABP  (intra-aortic  balloon  pumping)  assist 
increases  mean  arterial  pressure,  decreases  left 
atrial  pressure,  and  increases  coronary  artery  per- 
fusion. The  IABP  also  decreases  the  resistance 
seen  in  the  left  side  of  the  heart,  and  thus  cardiac 
work,  while  increasing  cardiac  output.  This  helps 
prevent  the  vicious  cycle  of  hypoxic  acidosis  lead- 
ing to  further  cardiac  decompensation  and  may 
reduce  the  extent  of  a progressing  infarction.1,2 
The  balloon  and  catheter  can  be  inserted  rapidly 
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as  a bedside  procedure  through  a femoral  artery 
under  local  anesthesia,  and  the  patients  can  un- 
dergo cardiac  catheterization  with  the  balloon  in 
place  and  counterpulsation  in  progress.3  This  af- 
fords a most  salutary  additional  safety  factor  in 
the  acutely  ill  coronary  patient. 

In  discussing  the  surgery  available  for  acute  cor- 
onary artery  emergencies,  we  have  used  two  clas- 
sifications of  patients.  The  first  group  includes 
those  patients  known  variously  as  having  prein- 
farction syndrome,  unstable  angina,  crescendo  an- 
gina, or  acute  coronary  insufficiency.  The  second 
includes  those  patients  who,  following  an  acute 
myocardial  infarction,  are  in  congestive  heart  fail- 
ure secondary  to  a mechanical  problem  such  as 
mitral  regurgitation  (MR),  ventricular  septal  de- 
fect (VSD),  rapidly  expanding  ventricular  aneu- 
rysm, or  massive  infarction  of  the  left  ventricle. 
That  group  of  patients  with  cardiogenic  shock, 
usually  associated  with  multiple  vessel  disease 
and  extensive  myocardial  fibrosis  from  previous 
infarctions,  will  not  be  considered  here.4 

Preinfarction  syndrome 

The  preinfarction  syndrome  is  a condition 
which  suggests  acute  progressive  coronary  insuffi- 
ciency and  the  strong  possibility  of  an  impending 
myocardial  infarction.  It  is  defined  as  the  devel- 
opment of  new  angina  in  a patient  without  previ- 
ous symptoms  or  a definite  change  in  the  pattern 
of  well-established  angina.  There  may  be  associ- 
ated electrocardiographic  changes  such  as  S-T  or 
T-wave  changes,  but  no  definite  evidence  of  in- 
farction such  as  Q-wave  or  QRs  changes.  In  addi- 
tion, there  are  no  enzyme  elevations  indicative  of 
myocardial  necrosis.  The  prognosis  and  thus  the 
necessity  for  surgery  in  this  group  is  clouded  by 
numerous  studies  of  the  clinical  syndrome  of 
preinfarction  which  are  unsubstantiated  by  arteri- 
ographic  studies.  In  this  group  Wood5  found  a 6 
per  cent  mortality  rate  within  two  months  in  pa- 
tients treated  with  anticoagulants;  without  anti- 
coagulants the  rate  was  50  per  cent.  Krauss, 
Hutter,  and  DeSanctis6  found  a 22  per  cent  death 
rate  from  heart  disease  at  the  end  of  twenty 
months  in  this  group  of  patients.  Vakil7  found  a 
9.5  per  cent  mortality  rate  and  a 36  per  cent  in- 
farction rate  in  three  months  even  in  patients 
treated  with  anticoagulants.  Few  patients  in  any 
of  these  groups  had  any  verification  of  the  diagno- 
sis or  of  the  degree  of  disease  by  arteriography. 
In  all  these  patients,  it  is  mandatory  to  docu- 
ment a high  grade  of  stenosis  (greater  than  75  per 
cent)  in  a major  coronary  vessel  before  the  diagno- 
sis can  be  considered  as  established  and  surgery 
can  be  contemplated. 

In  our  own  series,  there  have  been  25  patients 
with  the  preinfarction  syndrome  all  documented 
by  coronary  arteriography.  The  4 patients  who 
did  not  have  an  operation  proceeded  to  infarction, 
and  2 of  these  died;  21  patients  had  reconstructive 
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arterial  surgery.  Of  these  21  patients,  12  required 
a single  graft,  7 required  two  grafts,  and  2 re- 
quired three  grafts  for  revascularization.  All  are 
living  and  doing  well.  One  had  a myocardial  in- 
farction three  months  postoperatively,  but  has 
fully  recovered. 

Interestingly  in  this  group,  preoperative  coro- 
nary arteriograms  showed  a 95  to  99  per  cent  ob- 
struction of  the  involved  vessels  but  essentially  no 
collateral  flow.  This  was  confirmed  by  pressure 
and  flow  measurements  at  the  operating  table 
when  the  artery  was  opened  to  perform  the  vein 
graft.8  Antegrade  flow  through  the  narrowed  seg- 
ment of  the  artery  was  found  to  be  minimal,  less 
than  10  cc.  per  minute.  In  addition,  there  was 
usually  no  retrograde  flow;  in  fact,  the  greatest 
retrograde  flow  found  in  this  group  to  date  was  4 
cc.  per  minute.  This  suggests  that  these  patients 
have  had  a sudden  progression  in  their  lesion  by 
platelet  aggregation  or  by  hemorrhage  into  an 
atheromatous  plaque  and  have  not  been  protected 
by  coronary  collateral. 

Our  experience  parallels  that  of  others.9-13 
Robinson  et  al. 13  reported  62  patients  with  iden- 
tical criteria  for  preinfarction  angina,  41  having 
been  treated  medically  and  21  surgically.  With 
medical  therapy,  10  patients  died  and  12  experi- 
enced nonfatal  infarction.  Of  the  21  surgical  pa- 
tients, 3 who  had  had  preoperative  complications 
died  and  3 experienced  nonfatal  postoperative  in- 
farction. The  remaining  18  patients  underwent 
surgery  uneventfully.  In  follow-up,  12  patients 
were  asymptomatic  and  the  3 who  had  infarctions 
postoperatively  had  mild  congestive  failure. 
Lambert  and  his  associates10  also  reported  early 
surgery  in  86  patients;  76  had  the  preinfarction 
syndrome,  5 had  intractable  arrhythmias,  and  5 
had  both.  In  this  group,  the  operative  mortality 
rate  was  only  7 per  cent  and  of  the  80  living  pa- 
tients, only  4 remained  symptomatic.  Thus,  ex- 
perience seems  to  suggest  that  preinfarction  angi- 
na is  a malignant  syndrome,  but  that  the  course 
can  be  altered  significantly  by  appropriate  coro- 
nary bypass  procedures. 

Case  1.  A forty-six-year-old  white  man  was  admit- 
ted to  the  State  University  Hospital  with  a three- 
weeks’  history  of  new  intermittent  chest  pain  diagnosed 
as  angina.  The  pain  was  progressively  increasing  in 
intensity  and  frequency  and  occurred  at  rest.  Electro- 
cardiograms revealed  nonspecific  S-T  and  T-wave  ab- 
normalities, and  serum  enzymes  were  all  normal.  A 
diagnosis  of  preinfarction  angina  was  made,  and  imme- 
diate coronary  arteriography  and  ventriculography  were 
performed.  Hypokinesis  of  the  inferior  ventricle  and  a 
95  per  cent  occlusion  of  the  main  right  coronary  artery 
were  found  (Fig.  1A).  Twelve  hours  later  a saphenous 
vein  bypass  to  the  right  coronary  artery  was  performed 
without  complications.  When  the  artery  was  opened 
to  attach  the  graft,  there  was  no  retrograde  flow  and 
only  8 cc.  per  minute  of  antegrade  flow.  A blood  flow 
of  125  cc.  per  minute  was  obtained  in  the  bypass  graft. 


Coronary  arteriography,  ventriculography,  and  car- 
diac assistance  using  an  intra-aortic  balloon  pump 
make  emergency  surgical  therapy  for  coronary  ar- 
tery disease  possible.  Emergencies  fall  into  two 
categories;  preinfarction  syndrome  and  mechanical 
complications  like  mitral  regurgitation  and  ven- 
tricular septal  defect.  Of  25  patients  with  prein- 
farction syndrome,  4 were  not  operated  and  all 
proceeded  to  infarction  with  two  deaths.  All  21 
surgical  patients  survived.  Seven  of  9 patients 
with  mechanical  complications  required  intra-aor- 
tic balloon  pumping.  Four  valve  replacements 
were  done  for  mitral  regurgitation;  three  combined 
with  coronary  vein  graft.  Acute  infarcts  or  ven- 
tricular aneurysms  were  resected  in  5 patients.  In 
1 a ventricular  septal  defect  was  closed,  and  in  2 a 
concomitant  vein  graft  was  done.  Six  of  this 
group  survived  and  are  free  of  congestive  failure. 


The  patient  had  an  uneventful  recovery,  is  currently 
pain  free,  and  has  returned  to  work.  A postoperative 
arteriogram  showed  the  graft  to  be  patent  (Fig.  IB). 
There  was  marked  improvement  in  the  ventriculogram 
with  the  hypokinetic  area  now  showing  normal  contrac- 
tility. 

Comment.  This  case  illustrates  how  acute  pro- 
gressive ischemia  can  be  relieved  by  early  revascu- 
larization, restoring  the  ischemic  but  viable  mus- 
cle to  essentially  normal  contractility  and  possibly 
preventing  an  infarction  with  permanent  impair- 
ment of  myocardial  reserve. 

Acute  mechanical  complications 

Mechanical  complications  of  vascular  occlusions 
are  related  to  the  site  and  the  extent  of  the  resul- 
tant myocardial  infarction.  Complete  sudden  oc- 
clusion of  the  left  circumflex  or  right  coronary  ar- 
tery can  produce  extensive  inferior  and  lateral 
myocardial  infarction  which  may  cause  acute  mi- 
tral regurgitation.  This  results  from  posterior  pa- 
pillary muscle  dysfunction  due  to  loss  of  support 
of  the  underlying  ventricular  wall  or  from  actual 
rupture  of  one  of  the  heads  of  the  posterior  papil- 
lary7 muscle.1415  An  apical  systolic  murmur  ra- 
diating to  the  axilla  becomes  audible,  usually  a 
few  days  following  infarction.  Acute  cardiac  fail- 
ure is  a direct  consequence,  not  only  of  regurgita- 
tion, but  also  of  the  poorly  contracting  ventricular 
wall. 

An  acute  transmural  myocardial  infarction  of 
the  necrotic  area  may  be  so  extensive  as  to  show 
extreme  paradoxical  motion  with  cardiac  failure. 
In  other  situations,  it  may  expand  over  a few 
days  or  several  weeks  to  form  a large  ventricular 
aneurysm.  Decreased  cardiac  output  and  a rising 
left  ventricular  end-diastolic  pressure  result  secon- 
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FIGURE  1.  (A)  Arteriograms.  (A)  Preoperative,  of 

right  coronary  artery  showing  95  per  cent  obstruction 
of  midportion  of  right  coronary  artery.  (B)  Postopera- 
tive, showing  patent  graft  filling  right  coronary  artery 
both  antegrade  and  retrograde. 

dary  to  paradoxical  motion  of  the  aneurysmal 
area.  When  the  end-diastolic  pressure  reaches 
the  critical  level  of  25  to  30  mm.  Hg,  pulmonary 
edema  intervenes.  In  some  cases,  heart  failure 
becomes  so  severe  that  medical  measures  are  inef- 
fective and  immediate  surgery  must  be  consid- 
ered. Many  of  these  patients  have  multiple  coro- 
nary arteries  involved  so  that  preoperative  cathe- 
terization with  coronary  arteriograms  and  ventric- 
ulography is  mandatory. 

Coronary  occlusion,  usually  of  the  left  anterior 
descending  coronary  artery,  may  cause  necrosis  of 
the  interventricular  septum  producing  an  acute 
ventricular  septal  defect.16  Generally  the  site  of 
the  defect  is  in  the  septum  at  the  apex  and  may 
be  further  complicated  by  an  apical  ventricular 
aneurysm.  These  defects  typically  become  appar- 
ent from  seven  to  ten  days  following  an  acute  in- 
farction. The  patient  may  go  precipitously  into 
pulmonary  edema,  and  auscultation  may  reveal  a 
new  harsh  systolic  murmur  along  the  left  sternal 
border.  The  suspected  diagnosis  can  be  con- 
firmed easily  by  catheterization  of  the  right  side  of 
the  heart  or  by  the  bedside  passage  of  a Swan- 
Ganz  catheter  into  the  right  ventricle  to  detect 


the  increased  pressure  and  a step-up  in  oxygen 
saturation. 

In  many  of  these  cases,  the  damaged  ventricle 
may  have  adequate  pumping  capacity  when  the 
mechanical  complication  is  removed.  In  each  one 
of  the  aforementioned  conditions,  utilization  of 
intra-aortic  balloon  counterpulsation  with  its 
ameliorative  effects  allows  the  patient  to  be  resus- 
citated, stabilized,  and  studied  so  that  surgical  in- 
tervention, if  indicated,  can  be  performed.  Our 
experience  to  date  consists  of  9 patients  with 
acute  mechanical  problems.  Five  of  these  pa- 
tients required  intra-aortic  balloon  pumping  prior 
to  and  during  catheterization  and  7 patients  re- 
quired postoperative  pumping  from  two  to  six 
days.  Four  patients  had  acute  mitral  regurgita- 
tion, 2 had  rapidly  expanding  ventricular  aneu- 
rysms, 1 had  an  aneurysm  with  an  acute  ventricu- 
lar septal  defect,  and  2 had  acute  massive  infarcts 
of  the  left  ventricle  (one  anterior  and  one  posteri- 
or). 

In  the  4 cases  of  acute  mitral  insufficiency  sec- 
ondary to  a posterior  infarction,  operative  repair 
consisted  of  mitral  valve  replacement;  3 of  these 
also  required  coronary  bypass  grafts.  The  2 pa- 
tients with  acutely  expanding  aneurysms  (more 
accurately  massively  stretched  necrosing  muscle) 
had  the  infarcts  resected  with  one  requiring  a con- 
comitant vein  graft.  The  patient  with  the  aneu- 
rysm and  ventricular  septal  defect  had  resection 
of  the  aneurysm  and  closure  of  the  septal  defect. 
Two  patients  underwent  infart ectomy  and  plica- 
tion; one  of  these  also  had  a coronary  bypass 
graft.  Six  of  the  9 patients  have  survived  and  are 
currently  free  of  failure. 


Case  2.  A fifty-year-old  white  man  was  transferred 
to  the  State  University  Hospital  with  severe  congestive 
heart  failure  one  month  after  sustaining  an  anterolater- 
al myocardial  infarction.  He  had  been  hospitalized  for 
nearly  four  weeks  and  was  being  readied  for  discharge 
when,  five  days  prior  to  his  transfer,  he  developed  signs 
of  congestive  heart  failure  and  massive  cardiomegaly. 
Intensive  medical  therapy  failed  to  alleviate  the  prob- 
lem, and  an  emergency  transfer  was  made.  The  pa- 
tient had  a faintly  obtainable  blood  pressure  of  85/60 
mm.  Hg,  a regular  pulse  rate  of  110,  was  markedly  dys- 
pneic,  and  his  neck  veins  were  distended.  Ausculta- 
tion revealed  bilateral  pulmonary  rales,  no  cardiac 
murmur,  and  a third  heart  sound.  The  liver  was  en- 
larged 6 cm.  below  the  right  costal  margin.  The  elec- 
trocardiogram was  consistent  with  acute  anterolateral 
myocardial  infarction,  and  the  chest  roentgenogram 
showed  marked  cardiomegaly  and  extensive  pulmonary' 
edema.  A Swan-Ganz  catheter  showed  a pulmonary 
capillary  wedge  pressure  of  30  mm.  Hg.  Large  dosages 
of  diuretics  were  given  to  no  avail  over  the  next  four 
hours.  Cardiac  catheterization  and  coronary  arteriog- 
raphy were  considered  essential,  but  the  patient's 
deteriorating  condition  markedly  increased  the  risk  of 
this  procedure.  Therefore,  the  intra-aortic  balloon  was 
inserted  and  counterpulsation  begun  the  evening  of  ad- 
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mission.  Over  the  next  twelve  hours,  pulmonary  capil- 
lary wedge  decreased  to  20  mm.  Hg,  excellent  urinary 
output  commenced,  and  the  pulmonary  edema  cleared. 
In  a more  stable  condition  with  the  balloon  in  place 
and  functioning,  the  patient  underwent  cardiac  cathe- 
terization. This  showed  a large  left  ventricular  aneu- 
rysm with  the  left  anterior  descending  coronary  artery 
completely  occluded  just  distal  to  the  first  septal 
branch;  the  remaining  coronary  vessels  were  satisfacto- 
ry. Immediate  excision  of  the  aneurysm  was  success- 
fully performed.  For  two  days  following  surgery,  the 
patient  remained  on  counterpulsation  which  added 
hemodynamic  support  to  his  circulation.  Following 
cessation  of  counterpulsation,  the  patient  continued  to 
improve  and  was  discharged  two  weeks  following  the 
operation.  He  is  currently  back  at  work  completely 
asymptomatic. 

Comment.  This  case  illustrates  beautifully  the 
need  for  rapid  and  definit  ive  therapy  if  the  surviv- 
al of  a patient  in  acute  pulmonary  edema,  unre- 
sponsive to  medical  therapy,  is  to  be  gained. 
This  man  would  certainly  have  died  without  sur- 
gery and,  in  fact,  probably  could  not  have  even 
tolerated  the  diagnostic  catheterization  without 
hemodynamic  support  by  the  IABP.  Minimiza- 
tion of  the  risk  of  cardiac  catheterization  by  utili- 
zation of  IABP  cannot  be  overly  emphasized. 

Case  3.  A fifty-eight-year-old  man  was  transferred 
to  the  State  University  Hospital  on  March  13,  1972. 
He  had  been  hospitalized  on  February  22,  1972,  with  a 
history  typical  of  acute  myocardial  infarction.  Serial 
electrocardiogram  findings  showed  evidence  of  an  infe- 
rior wall  infarction  and  enzymes  were  elevated  with  a 
creatinine  phosphokinase  of  540  and  lactic  dehydroge- 
nase of  440.  On  initial  hospitalization,  a faint  murmur 
was  heard  at  the  apex  which  after  a few  hours  became 
loud,  and  the  patient  developed  hypotension  which  was 
controlled  with  great  difficulty  with  fluids  and  vaso- 
pressers.  His  course  was  further  complicated  by  oligu- 
ria and  congestive  heart  failure  (Fig.  2A).  A venoar- 
terial shunt  was  inserted  for  hemodialysis  which  was 
used  on  several  occasions. 

Catheterization  performed  immediately  after  the  pa- 
tient was  transferred  to  the  State  University  Hospital 
showed  good  contractility  of  the  left  ventricle  but  mas- 
sive mitral  regurgitation.  No  significant  lesions  in  the 
coronary  arteries  were  demonstrable.  The  patient  was 
immediately  taken  to  surgery  where  a large  portion  of 
the  posterior  papillary  muscle  was  found  to  have  rup- 
tured, allowing  complete  prolapse  of  the  posterior  leaf- 
let. Mitral  valve  replacement  was  performed  utilizing 
cardiopulmonary  bypass.  The  heart  easily  maintained 
normal  hemodynamics  postoperatively. 

His  postoperative  course  was  complicated  by  pulmo- 
nary problems  requiring  tracheostomy  and  by  renal 
insufficiency  which  gradually  cleared  with  continuing 
dialysis.  He  has  shown  progressive  improvement  since 
leaving  the  hospital  and  remains  essentially  symptom 
free  (Fig.  2B). 

Comment.  Evidently  a small  branch  of  the 
coronary  artery  to  the  posterior  papillary  muscle 
had  been  occluded,  leading  to  necrosis  and  rup- 


FIGURE  2.  Chest  roentgenograms.  (A)  At  time  of 
transfer  showing  extensive  pulmonary  edema  and  only 
slightly  enlarged  heart.  (B)  One  month  postoperatively 
showing  normal-sized  heart  and  normal  lung  fields. 
Beall  disk  valve  can  be  seen  in  mitral  position 

ture  of  the  muscle.  This  patient  undoubtedly 
could  not  have  survived  persistent  overwhelming 
mitral  regurgitation  even  though,  other  than  the 
papillary  muscle,  the  myocardium  was  excellent. 
Even  earlier  study  and  surgery  would  have  been 
preferable. 

Summary 

With  the  ready  availability  of  cardiac  catheter- 
ization units  and  refined  surgical  techniques,  a 
significant  percentage  of  cardiac  emergencies  sec- 
ondary to  acute  coronary  artery  disease  can  now 
be  handled  effectively.  Surgery  is  readily  avail- 
able for  patients  with  the  preinfarction  syndrome 
or  early  postinfarction  cardiac  failure  due  to  me- 
chanical problems  such  as  mitral  regurgitation, 
ventricular  septal  defect,  a large  paradoxing  in- 
farct, or  ventricular  aneurysm.  In  acute  progres- 
sive ischemia,  immediate  revascularization  will 
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prevent  evolution  of  myocardial  infarction  and 
will  also  protect  the  patient  in  the  future.  The 
patient  who  has  sustained  a myocardial  infarction 
must  be  examined  frequently  for  signs  of  conges- 
tive heart  failure,  and  an  attempt  should  be  made 
to  elicit  its  cause.  Intra-aortic  balloon  counter- 
pulsation adds  circulatory  support  during  the 
evaluation  of  such  patients  and  assists  greatly  in 
the  postoperative  care. 

Using  a combination  of  the  techniques  now 
available,  the  prognosis  of  the  acute  coronary  pa- 
tient can  be  greatly  improved. 

State  University  of  New  York 
Upstate  Medical  Center 
750  E.  Adams  Street 
Syracuse,  N.Y.  13210 
(DR.  WEBB) 
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QUESTION  139.  What  is  the  interpretation  of  this  electrocardiogram  obtained  on  admission  to  the  hospital?  The 
patient  is  a seventy-three-year-old  woman. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  139.  The  rhythm  is  regular  sinus. 
The  QRS  duration  is  0.14  second.  There  is  right 
bundle  branch  block  as  manifested  by  the  slurred 
terminal  S waves  in  leads  I,  aVl,  and  V6,  and  a 
slurred  terminal  R wave  in  aVr  and  Vi.  There  is 
left-axis  deviation  measuring  beyond  —45  degrees. 
There  are  S-T  abnormalities  in  the  precordial 
leads  with  T inverted  in  V2  to  V5.  The  voltage  is 
somewhat  high  in  V4  to  V5.  A Q-R  pattern  is 
present  in  Vi. 

The  interpretation  is  right  bundle  branch  block 
with  abnormal  left-axis  deviation.  The  findings 


indicate  bifascicular  block  involving  both  the 
right  bundle  and  the  superior  ramus  of  the  left 
bundle.  High  voltage  is  not  diagnostic  of  left  ven- 
tricular hypertrophy  when  right  bundle  branch 
block  is  present.  The  S-T  abnormalities  are  non- 
specific but  suggest  myocardial  disease  or  left  ven- 
tricular hypertrophy.  The  Q in  Vi  may  be  evi- 
dence of  old  anteroseptal  infarction.  However, 
this  cannot  be  diagnosed  unequivocally  since  the 
initial  portion  of  the  QRS  may  be  isoelectric. 

Question  140.  The  rhythm  is  regular  sinus 
with  first  degree  atrioventricular  block.  The  P-R 
interval  is  0.24  second.  Following  beat  number  5, 
there  is  a ventricular  premature  contraction  which 
is  interpolated.  The  ensuing  P-R  interval  is  pro- 
longed to  0.36  second.  This  prolongation  indi- 
cates concealed  retrograde  conduction  into  the 
atrioventricular  junction  delaying  the  conduction 
of  the  ensuing  P wave. 
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Coronary  atheromas  are  evident  in  60  per  cent  of 
white  men,  in  our  country,  by  the  age  of  twenty- 
five  years.  This  was  the  experience  in  American 
soldiers  autopsied  in  Korea.1  Obstructive  disease 
may  be  fatal  before  twenty  in  those  with  familial 
hyperlipidemia;  even  in  men  with  no  xanthomas 
of  the  skin  and  little  aortic  disease,  coronary 
deaths  increase  in  incidence  strikingly  from 
twenty-five  to  sixty.  Many  persons  with  occluded 
coronary  arteries  never  seek  medical  care;  they  die 
suddenly,  or  have  no  symptoms  of  this  cause,  even 
though  severe  obstruction  and  even  healed  in- 
farcts are  found  when  they  die  of  accidents  or 
other  diseases. 

Differential  early  diagnosis 

The  most  frequent  initial  symptom  is  “acute  in- 
digestion,” which  may  mean  belching  and  upper- 
abdominal  or  retrosternal  discomfort,  or  may 
merely  be  loss  of  appetite.  “Shortness  of  breath” 
is  the  distress  which  often  may  bring  the  victim  to 
a halt,  but  there  is  no  puffing  or  cough,  only  an 
oppressive  feeling  in  the  chest  brought  on  by  exer- 
tion, when  the  patient  feels  it  is  difficult  to 
breathe.  In  some  cases  real  dyspnea  is  the  first 
symptom  of  a healed  infarct,  particularly  with  an- 
eurysm of  the  left  ventricle  and  with  gallop 
rhythm,  but  the  patient  can  recall  no  symptom  of 
the  occlusive  episode  that  occurred  months  or 
years  earlier. 

Coronary  disease  is  the  great  deceiver;  the  first 
symptom  may  be  a stroke  from  mural  thrombosis 
due  to  an  asymptomatic  infarct  of  the  heart  or  an 
abdominal  catastrophe  from  mesenteric  embolism 
from  such  a source.  Even  a great  cardiologist 
erred,  for  he  thought  he  had  acute  indigestion  for 
the  first  five  days  of  his  initial  infarction;  all  his 
* By  invitation. 


distress  was  abdominal  and  relatively  mild.  An 
occasional  patient  with  typical  angina  of  effort 
turns  out  to  have  pure  mitral  stenosis  with  severe 
pulmonic  hypertension. 

Classical  angina  of  effort,  with  the  S-T  segment 
of  the  electrocardiogram  depressed  during  the  at- 
tack or  with  exertion,  occurs  in  a minority  of  those 
destined  to  die  of  coronary  disease.  Attacks  may 
recur  over  months,  years,  or  decades,  and  so  each 
patient  may  see  several  physicians;  therefore  the 
condition  seems  far  more  frequent  than  myocar- 
dial infarction.  Atypical  attacks  unrelated  to  ef- 
fort (Prinzmetal  variant)  occur  in  people  with 
minimal  coronary  narrowing,  but  segmental 
spasm  has  been  recorded  in  angiograms  during  an 
attack  in  several  such  cases.-’3  Pseudoangina  oc- 
curs in  cervical  spondylitis,  hiatal  hernia,  acute 
pericarditis,  or  angina  with  normal  coronary  ves- 
sels, and  may  be  severe  in  aortic  stenosis  or  reflux. 
To  add  to  the  diagnostic  traps,  significant  coro- 
nary obstruction  may  complicate  the  picture  in 
aortic  disease  as  another  extracardiac  cause  of 
precordial  pain.  These  cases  may  have  pain 
“triggered”  by  distress  arising  outside  the  heart, 
and  thus  may  have  gallop  or  altered  electrocardio- 
grams during  severe  bouts  of  pain,  all  due  to 
esophageal  reflux  or  twisting  the  neck. 

We  must  try  to  detect  coronary  disease  in  peo- 
ple who  have  no  suspicion  that  they  have  heart 
disease,  and  reassure  those  who  have  no  heart 
trouble  or  threat  to  life.  Such  reassurance  is  only 
effective  if  we  take  people’s  troubles  seriously  and 
are  thorough  in  eliciting  the  history,  in  examining 
them,  and  getting  appropriate  studies.  Coronary 
disease  is  frequent,  and  this  week’s  thorough  but 
negative  study  does  not  mean  that  new  symptoms 
can  be  ignored.  We  also  should  point  out  that 
the  heart  can  be  protected  by  not  using  nicotine 
and  by  keeping  lean  and  physically  fit.  If  one  is 
worried  about  heart  disease,  why  not  do  some- 
thing to  reduce  the  risk  now,  rather  than  wait  for 
trouble? 

When  coronary  disease  is  evident  or  strongly 
suspected,  management  begins  before  the  labora- 
tory studies  can  be  completed  and  is  modified  as 
these  demonstrate  either  stable,  healing,  or  pro- 
gressive disease.  Thus,  when  the  story  and  initial 
electrocardiogram  fit  recent  occlusion  with  infarc- 
tion, a fixed  electrocardiographic  pattern  with  no 
leukocytosis  or  enzyme  elevations  leads  to  the  di- 
agnosis of  prior,  asymptomatic  occlusion.  On  the 
other  hand,  in  stable  angina,  with  normal  electro- 
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cardiographic  findings  at  rest,  a change  to  sinus 
tachycardia  or  bradycardia,  frequent  ectopic 
beats,  and  an  altered  pattern  of  pain  may  be  con- 
vincing proof  of  progressive  occlusion  with  infarc- 
tion. 

Appropriate  vs.  overzealous  diagnostic 
procedures 

Some  physicians  may  ask  “Why  all  the  fuss 
about  diagnosis?  Why  not  have  a cardiac  cathe- 
terization and  coronary  angiography  at  once,  and 
institute  surgical  repair  of  valvular  or  vascular 
causes  of  discomfort  right  away?”  The  reply 
could  be  another  question  “Do  cardiologists  have 
routine  angiography  to  see  what  the  threat  to 
their  own  hearts  may  be?  Have  you  had  your 
coronary  vessels  visualized  to  be  sure  you  won’t  be 
one  of  the  physicians  who  dies  suddenly  this 
year?”  The  answer  is  obvious.  Cardiologists  are 
painfully  aware  of  the  discomfort  and  the  damage 
resulting  from  cardiac  catheterization  and  angiog- 
raphy. Most  catheter  teams  do  not  study  each 
others'  coronaries,  although  they  know  that  30  per 
cent  would  show  early  lesions,  and  5 per  cent 
would  demonstrate  one  point  of  significant  steno- 
sis. They  also  know  that  physicians  with  diabetes 
or  bad  family  histories  of  coronary  disease  will 
have  earlier  and  more  severe  lesions,  and  out  of 
scientific  curiosity  should  be  willing  to  have  rou- 
tine coronary  angiograms.  But  having  seen  hemi- 
plegia, acute  infarction,  or  pulmonary  embolism 
follow  angiography  or  complete  catheter  study, 
they  are  able  to  suppress  their  curiosity  about 
their  own  circulatory  status.  The  reason  so  many 
catheterizations  and  coronary  angiograms  are  per- 
formed on  patients  with  minimal  disability,  by 
men  who  have  never  been  subjected  to  these  pro- 
cedures, was  given  years  ago  by  Shakespeare: 
“They  jest  at  scars  who  never  felt  a wound.  ” 

A physician  who  cares  for  his  patients  as  he 
would  prefer  to  be  cared  for  himself  will  limit  in- 
vasive procedures  to  patients  whose  life-threaten- 
ing situation  or  severe  disability  might  be  im- 
proved by  surgery.  Then  he  will  insist  on  limiting 
the  invasion  to  the  essentials,  and  not  perform  a 
four-hour  ritual  on  a patient  who  needs  only  a 
ten-minute  procedure.  He  will  ask  for  procedures 
to  guide  the  surgical  intervention,  but  only  after 
he  has  concluded  from  noninvasive  study  what  in- 
tervention might  save  life  or  relieve  serious  disa- 
bility. When  a patient  has  rapidly  worsening  an- 
gina, or  shock  after  infarction,  then  emergency  ra- 
diologic study  is  needed  before  emergency  surgery, 
if  an  expert  team  is  available  and  the  internist 
knows  the  patient  and  the  surgeons  well  enough  to 
decide  that  the  danger  of  the  procedure  is  much 
less  than  any  immediate  danger  from  progressive 
disease. 

In  ambulatory  people,  the  recommendation  of 
invasive  studies  and  operation  for  stable  and  en- 


durable angina  or  heart  failure  is  ethical  only  if 
the  patient  has  been  informed  of  the  risks  and 
also  of  the  regimen  of  diet  and  drugs  needed  for 
years  to  minimize  complications  or  recurrence  of 
trouble.  This  usually  means  the  same  diet  and 
more  drugs  for  optimal  care  before  concluding 
that  symptoms  have  become  intolerable. 

The  lesions  which  may  cause  or  complicate  an- 
gina and/or  heart  failure  due  to  coronary  obstruc- 
tion are  aortic  stenosis  or  reflux,  subaortic  stenosis 
(asymmetric  septal  hypertrophy),  and  mitral 
valve  prolapse.  All  these  can  be  detected  by  aus- 
cultation, but  must  be  confirmed  by  tracings  of 
heart  sounds,  carotid  and  femoral  pulses,  and 
noninvasive  echocardiograms.  If  disability  from 
syncope,  pain,  or  heart  failure  is  severe,  in  spite  of 
medical  therapy,  cineangiograms  of  the  left  ven- 
tricle, the  root  of  the  aorta,  and  coronary  arteries 
are  needed  to  determine  what  procedure  or  proce- 
dures should  be  planned  by  the  surgeon  when  any 
of  these  lesions  is  present.  None  of  them  exclude 
coronary  obstruction  but  may  elicit  symptoms 
when  the  obstruction  is  relatively  mild.  Noctur- 
nal dyspnea  may  occur  with  hearts  fibrosed  by 
healed  infarcts,  but  enlargement  may  be  minimal 
even  when  basal  rales  and  a loud  third  heart 
sound  are  present,  and  may  be  due  to  high  end- 
diastolic  pressure  in  the  left  ventricle.  Such 
hearts,  unlike  the  hearts  with  aneurysm  of  the 
wall,  are  not  helped  by  surgical  intervention. 

Care  of  patients  with  symptoms 

After  this  necessary  discussion  of  the  place  of 
surgery  and  invasive  (hazardous)  tests  to  guide 
the  surgeon,  we  will  limit  this  report  to  the  care  of 
patients  with  symptoms,  but  not  catastrophes, 
due  to  coronary  obstruction.  The  ideal  manage- 
ment of  these  patients,  to  postpone  or  prevent  the 
need  for  surgery,  rarely  is  achieved.  It  calls  for 
patience  and  fortitude  in  the  physician  as  well  as 
in  the  patient  and  his  family.  Osier4  noted  that, 
in  chronic  diseases,  it  is  more  important  to  know 
what  kind  of  patient  has  the  disease  than  to  know 
what  kind  of  disease  the  patient  has.  This  is  true 
of  most  patients  with  heart  failure  or  angina,  with 
healed,  asymptomatic  infarction,  or  after  surgery 
for  coronary  or  valvular  disease.  Fortunately 
many  patients  do  well,  some  for  many  years,  with 
management  which  is  less  than  optimal.  The 
physician  does  his  tactful  best,  recalling  that  to 
land  a fish  you  play  it  gently  and  never  yank  the 
hook  out  of  its  mouth. 

The  bedrock  of  management  was  set  forth  by 
Osier4  in  lectures  to  his  students  which  he  had 
printed  where  practitioners  would  be  reached,  not 
professors.  “Steady,  quiet  exercise  is  to  be  en- 
couraged ....  Diet  is  in  many  cases  the  central 
point  in  treatment.  First,  limit  the  amount 
taken,  which  in  most  patients  above  forty  years  of 
age  is  far  too  great  ....  There  is  ‘death  in  the 
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pot’  for  angina  victims.”  Today  optimal  diet  is 
always  low  in  calories  and  replaces  calories  from 
starch  or  sugar  with  those  from  corn,  sesame,  or 
other  seed  oils.*  Only  in  type  II  hyperlipidemia  is 
cholesterol  restriction  important.  Cholesterol  in- 
take falls  with  reduction  of  animal  fat,  but  it  rises 
with  the  intake  of  alcohol,  or  with  liberal  inges- 
tion of  sugar  and  starch.  Before  the  seventeenth 
century  hard  liquor,  potatoes,  and  sugar  were  al- 
most unheard  of  in  Europe,  so  we  can  say  that  the 
proper  diet  is  lean  meat,  fish,  fruit,  and  vegetables 
rich  in  cellulose  and  pectin,  low  in  starch.  It 
must  be  emphasized  that  to  reverse  xanthomas 
and  atheromas  we  must  greatly  reduce  the  plasma 
cholesterol  below  the  levels  at  which  the  lesions 
form,  and  to  prevent  atherogenesis  we  must  keep 
cholesterol  plus  triglyceride  below  300  mg.  per  100 
ml.  This  can  be  done  by  sparse  diet  alone,  as  is 
now  evident  in  all  the  poor  and  “underdeveloped” 
lands.  But  the  lipid  levels  also  can  be  lowered  by 
use  of  nicotinic  acid,  clofibrate,  and  cholestyram- 
ine in  people  who  cannot  reduce  food  intake, 
change  dietary  patterns,  or  lose  weight. 

In  this  regard,  and  in  urging  “steady,  quiet”  ex- 
ercise, the  physician  must  have  correctly  sized  up 
the  patient,  the  family,  and  the  social  and  eco- 
nomic background.  One  patient  may  be  motivat- 
ed by  fear  of  death  to  change  diet,  lose  weight, 
and  stop  smoking.  Some  may  be  motivated  by 
economic  needs  of  the  family  to  maintain  health, 
and  a wife  faced  with  loss  of  income  for  her  family 
can  do  much  to  change  her  spouse’s  way  of  life. 
On  the  other  hand,  an  overweight  couple  with  no 
dependent  children  may  feel  that  they  only  live  to 
eat,  so  that  the  risk  of  disability  and  early  death 
can  be  ignored.  In  their  case  costly  drugs  in  fre- 
quent doses  may  be  acceptable  or  even  expected. 

In  all  hypertensive  persons  and  in  those  with 
coronary  or  valvular  heart  disease,  a low  salt  in- 
take is  optimal;  it  is  the  normal  intake  and  was 
j the  usual  intake  up  to  recent  centuries.  In  former 
times  it  was  a luxury  and  was  taxed  as  such.  But 
for  people  used  to  30  Gm.  of  salt  daily,  reduction 
to  5 Gm.  is  painful,  and  to  1 Gm.  or  less  unbear- 
able. Here  again,  the  physician  must  rely  on 
drugs  to  rid  the  body  of  something  that  should  not 
have  been  ingested;  and  with  modern  diuretics 
1 this  can  be  achieved,  at  the  risk  of  hypokalemia, 
diabetes,  or  gout,  or  all  three!  In  heart  failure 
and  in  hypertension  the  bathroom  scales  are  as 
important  as  is  the  thermometer  in  fevers:  it 

* It  has  been  variously  stated  that  vegetable  oils  are  deadly, 
causing  wrinkles,  accelerated  mental  aging,  cancer,  and  so  on. 
This  ignores  the  fact  that  our  vertebrate  ancestors  evolved  in 
the  sea.  where  oils  much  more  unsaturated  than  seed  oils  pro- 
vided all  the  fat.  Seals,  walruses,  whales,  and  Eskimos  have 
no  other  sources  of  fat.  The  Chinese,  notably  free  from  bald- 
ness, grey  hair,  wrinkles,  prostatic  hypertrophy,  gallstones, 
and  atherosclerosis,  use  soy  and  other  vegetable  oils  as  their 
sources  of  fat.  The  alarmists  about  toxicity  of  polyunsaturat- 
ed fats  seem  ignorant  of  biologic  facts,  but  eager  to  help  the 
dairy  and  beel-fattening  trades,  or  to  convince  themselves 
that  their  own  food  tastes  are  harmless,  even  protective. 
They  forget  that  the  only  essential  fats  are  polyunsaturated. 


shows  how  well  management  has  succeeded  or 
how  badly  it  has  failed.  Only  after  he  knows  the 
patient  and  the  family  can  the  physician  plan  his 
campaign.  Only  too  often  he  will  decide  that,  to 
start,  he  must  pass  up  optimal  for  feasible  man- 
agement. 

What  about  rest  and  exercise?  The  extreme, 
for  rest,  is  thirty  days  of  complete  bed  rest  for  the 
asymptomatic  patient  with  normal  pulse  and 
blood  pressure  but  recent  onset  of  angina,  or  with 
electrocardiographic  changes  and  enzyme  changes 
after  a few  hours  of  discomfort.  After  that,  there 
is  very  gradual  return  to  a normal  but  sedentary 
life.  The  opposite  extreme  is  based  on  knowledge 
that  many  of  us  have  our  fastest  pulse  rates  and 
highest  blood  pressures  when  we  dream,  and  quite 
a few  unexpected  coronary  deaths  occur  in  bed, 
while  sleeping.  The  smallest  heart  shadows, 
under  the  cinefluorograph,  are  seen  when  we 
stand  still  after  rapid  walking.  The  shadow  is 
larger  when  we  are  recumbent  than  when  we  sit  or 
stand.  The  largest  shadow  is  recorded  after  the 
Valsalva  maneuver,  that  is  after  bearing  down  to 
get  it  over  and  get  off  the  bed  pan! 

Hence,  after  myocardial  infarction  we  encourage 
patients  with  no  fever  or  tachycardia  to  sit  up  for 
meals,  which  decreases  postprandial  flatulence;  to 
stroll  to  a nearby  toilet  seat  to  void  or  defecate; 
and  to  lie  flat  in  bed,  rolling  from  side  to  side 
rather  than  being  propped  up  in  one  position  for 
hours  to  read  or  look  at  television.  That  posture 
facilitates  phlebothrombosis,  while  sitting  in  a 
chair  and  leaning  on  a table  is  well  tolerated  and 
for  many  people  is  restful.  When  the  pulse  has 
been  normal  for  a week,  we  permit  short  strolls  on 
one  floor  before  meals;  and  within  two  months 
any  activity  which  causes  no  palpitation,  pain,  or 
dyspnea  is  permissible.  Climbing  stairs  (essential 
for  the  subway  traveler)  must  be  done  in  the 
grand  manner,  at  least  for  three  or  four  months. 
We  prefer  to  have  wage  earners  get  back  to  work 
within  a month,  if  they  are  physicians  or  office 
workers.  Manual  workers  must  resume  activity 
gradually  and  avoid  straining  or  work  that  makes 
them  pant. 

We  see  patients  with  no  symptoms  on  exertion, 
no  history  of  illness,  and  classical  Q3  to  T3  pat- 
terns of  posterior  or  Qi  to  Ti  patterns  of  anterior 
infarction.  These  people  must  have  continued  all 
their  normal  activities  while  healing  an  asymp- 
tomatic infarct.  But  medical  examiners  see 
hearts  from  such  people  who  died  suddenly:  in 

sleep,  at  rest,  during  unusual  exertion,  or  more  ro- 
mantically with  call  girls  at  hotels.  Rupture  of 
the  ventricle  also  occurs  with  no  previous  symp- 
tom of  the  recent  infarction,  but  mainly  in  aged 
hypertensive  patients  in  asylums  or  nursing 
homes,  more  rarely  in  patients  while  on  the  bed- 
pan  after  recognized  infarction.  Exertion  does 
not  seem  to  be  the  main  cause,  but  diets  rich  in 
salt  and  low  in  ascorbic  acid  are  important  fac- 
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tors.  All  coronary  patients  should  be  warned  not 
to  strain  at  stool,  and  those  with  prostatic  disease 
are  advised  not  to  stand  while  voiding  but  to  sit 
down  and  lean  slightly  forward.  All  patients  are 
given  supplemental  water-soluble  vitamins. 
Ascorbic  acid,  essential  in  wound  healing,  heads 
the  list  for  patients  in  hospitals  or  nursing  homes. 
People  eating  lean  meat,  fish,  fresh  vegetables, 
and  fruit  will  get  more  than  adequate  vitamins, 
but  ascorbic  acid  and  nicotinic  acid  in  very  liberal 
doses  are  often  recommended  for  people  in  good 
health  on  diets  considered  quite  adequate  by  nu- 
tritionists. Nicotinic  acid  has  some  harmless 
side-effects  in  doses  used  to  lower  plasma  lipids, 
but  ascorbic  acid  in  even  2-Gm.  doses  is  well  tol- 
erated. 

Spectrum  of  patients  and  their  care 

We  have  noted  that  patients  at  one  end  of  the 
spectrum  are  willing  to  give  up  smoking,  change 
their  diets,  and  walk  as  much  as  possible  each 
week  to  prolong  their  wage-earning  years  or  their 
years  of  retirement,  and  are  eager  to  save  money 
by  using  only  essential  drugs.  At  the  other  ex- 
treme are  those  who  would  not  think  of  changing 
their  way  of  life  because  of  coronary  disease,  but 
put  their  faith  in  drugs  and  luck.  In  between  are 
the  vast  majority  of  patients,  able  to  modify  their 
way  of  life  to  varying  degrees.  Perhaps  they  will 
exercise  and  lose  weight,  but  must  have  40  cigar- 
ets,  2 martinis,  and  2 highballs  a day.  Or  they 
will  stop  smoking,  but  will  not  exercise  or  lose 
weight,  which  is  always  difficult  when  smoking  is 
stopped.  Physicians  are  distributed  in  a similar 
spectrum.  When  they  develop  angina  or  have  an 
infarct,  some  will  seek  to  cut  the  Gordian  knot  by 
coronary  revascularization.  Some  will  increase 
physical  activity  and  slightly  modify  their  diets. 
They  also  take  clofibrate  and  cholestyramine. 
They  feel  safe  when  cholesterol  falls  from  300  to 
250. 

Only  a few  follow  Osier’s  regimen  or  lower  total 
cholesterol  plus  triglyceride  below  300. 

Many  feel  better  taking  warfarin  (Coumadin) 
daily  for  decades,  because  they  believe,  or  a physi- 
cian has  told  them,  that  all  the  trouble  is  due  to 
clots.  A few  know  that  heparin,  in  mini  doses 
subcutaneously,  is  more  effective.  We  believe 
heparin  is  useful  during  the  first  few  weeks  of 
management  of  angina  or  infarction,  since  it  low- 
ers triglyceride  levels  and  may  prevent  thrombosis 
in  damaged  arteries  or  endocardium;  but  we  dis- 
continue this  after  patients  have  resumed  normal 
activity.  Warfarin  also  has  some  value  in  reduc- 
ing embolic  accidents  in  people  with  prosthetic 
valves  or  chronic  atrial  fibrillation.  Aspirin  and 
other  drugs  that  modify  platelet  agglutination  also 
have  a place  in  this  field  of  therapy.  They  rarely 
seem  needed  in  those  patients  whose  lipids  fall  to 
normal  levels,  for  in  populations  with  such  levels, 


postpartum  and  postoperative  thromboembolic  le- 
sions are  rare,  clinically  and  at  autopsy. 

Whether  our  patients  are  laymen  or  physicians, 
we  must  take  them  as  they  come,  doing  our  best 
to  understand,  forgive,  and  gently  correct  their  re- 
sistance to  optimal  management.  The  vascular 
surgeons  have  been  more  alert  to  the  problem  of 
management  of  atherogenesis  than  the  cardiolo- 
gists, internists,  and  family  physicians.  In  1970 
Beebe,  Clark,  and  De  Weese5  noted  rapid  athero- 
genesis in  autogenous  vein  grafts  in  patients,  and 
Scott  et  al.6  observed  severe  lesions,  progressing  to 
occlusion  in  autogenous  vein  grafts  in  the  arteries 
of  hyperlipidemic  dogs.  Shumway’s  group  at 
Stanford  observed  atheromas  forming  within 
months  in  the  coronary  arteries  of  transplanted 
human  hearts.7  They  found  that  survival  was 
prolonged  and  atherogenesis  delayed  in  patients  in 
whom  plasma  lipids  were  brought  down  to  normal 
levels. 

Several  of  the  surgeons  who  discussed  Scott  et 
a/.’s6  study  on  this  problem  reported  confirming 
Beebe,  Clark,  and  De  Weese’s5  observation  on 
rapid  atherosclerosis  in  veins  following  the  con- 
ventional operations  for  revascularization.  We  in- 
ternists are  most  impressed  by  the  discussion  of 
De  Camp,8  thoracic  surgeon,  who  told  of  unhappy 
experiences  and  said:  “I  believe  we  really  can  in- 
fluence our  patients  to  reduce  their  atherogenic 
tendencies  and  I have  a little  sermon,  which  takes 
about  an  hour.  Patients  are  not  accustomed  to 
paying  $25  to  $50  (1973  rates)  for  a sermon  and 
this  may  account  for  its  effectiveness,  because 
they  do  pay  for  it.  I suggest  that  three  things 
contribute  to  their  atherogenesis — stuffing,  sit- 
ting, and  smoking.  I am  now  convinced  that  this 
sermon  produces  dividends,”  in  better  five-  and 
ten-year  survival  rates.  De  Camp’s  list  should  be 
amended:  “stuffing,  sitting,  smoking,  and  sip- 

ping whiskey.”  Such  sermons,  from  consultants 
such  as  Osier  and  Herrick,  prolonged  the  lives  of 
many  physicians  in  the  past  eighty  years,  but  the 
sermon  is  more  effective  when  patients  hear  it 
from  surgeons  who  have  “saved  their  lives  (or 
legs),”  or  from  lean,  tough  old  internists,  who  do 
not  smoke.  But  often  patients  know  that  their 
physician  “himself  the  primrose  path  of  dalliance 
treads,  and  recks  not  his  own  rede.”  Most  of  our 
patients,  like  attacking  infantry,  cannot  be  in- 
spired to  do  well  by  men  who  “lead  their  regiment 
from  the  rear.” 

The  reduction  of  alcohol  intake  is  least  accept- 
able for  many  of  us  who  find  it  better  than  tran- 
quilizers (Valium,  Librium,  or  Miltown)  in  relax- 
ing us  after  a busy  day.  But  alcohol,  gram  for 
gram,  gives  us  more  calories  than  starch  or  sugar 
and  raises  triglyceride  levels  far  more  than  any 
other  food.  It  raises  plasma  cholesterol  more  than 
any  food  except  cholesterol  itself.  So  we  regret- 
fully cut  our  drinking  to  3 ounces  of  wine  or  6 
ounces  of  beer  after  work  until  our  cholesterol  is 
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below  180,  and  cautiously  observe  the  effect  of 
doubling  that  dose.  If  cholesterol  stays  over  200, 
it  is  well  to  “go  on  the  wagon’’  for  a month  to  see 
how  much  it  will  fall. 

Recurrent  and  severe  angina 

Because  angina  recurs  so  often,  its  management 
deserves  detailed  description.  John  Hunter, 
M.D.,  the  great  surgeon,  suffered  from  this  for 
twenty  years  and  died  suddenly,  angered  by  a 
hospital  committee  meeting.  Sudden  rise  in  cate- 
cholamines, from  dreams  or  frustration,  usually 
brings  on  pain,  not  death.  Prior  to  the  introduc- 
tion of  nitrites,  whiskey  was  regularly  advised  in 
management  of  angina.  Exertion  of  unusual  se- 
verity or  duration  also  can  cause  death  in  patients 
who  have  had  only  mild  angina  or  none  at  all. 
Patients  who  have  pain  brought  on  only  if  carry- 
ing bundles,  an  unraised  umbrella,  or  hurrying  up 
a grade,  may  walk  on  the  level  for  hours,  or  go 
slowly  up  hills  or  stairs  in  comfort  or  with  only  the 
faint  discomfort  that  warns  them  to  slow  down. 
They  usually  have  no  distress  during  sexual  in- 
tercourse, at  home,  and  several  hours  after  eating, 
but  may  have  severe  pain,  or  die  suddenly,  if  this 
same  activity  occurs  after  too  much  food  and 
drink,  or  away  from  their  families  when  they  ven- 
ture to  “fish  in  strange  ponds.” 

While  angina  may  suddenly  become  more  severe 
and  prolonged,  and  call  for  management  for  im- 
pending or  actual  infarction,  it  usually  becomes 
less  frequent  in  a few  months  of  Oslerian  manage- 
ment, and  may  entirely  disappear.  Nitroglycerin 
under  the  tongue  is  an  invaluable  standby  to 
shorten  the  attack  or  permit  sustained  activity. 
If  we  prescribe  long-acting  and  expensive  ni- 
trites, or  propranolol  hydrochloride  (10  to  30  mg. 
on  awakening,  at  lunch,  dinner,  and  before  retir- 
ing), and  say  “This  sometimes  works  very  well, 
sometimes  doesn’t  work  at  all;  try  it  for  a week  or 
two  and  let  me  know  if  it  is  worth  the  money,”  we 
often  find  that  propranolol  hydrochloride  works 
well,  long-lasting  nitrites  only  rarely.  But,  to  fol- 
low Dr.  Hunter’s  advice:  “Young  man,  don’t 

think;  try  the  experiment”;  it  is  only  by  judicious 
trial  that  we  can  learn  which  drug  is  most  helpful. 

For  patients  who  cannot  use  low-salt  diets,  oral 
diuretics  once  or  twice  weekly  may  be  the  most  ef- 
fective drug,  and  all  hypertensive  patients  with 
angina  need  rigorous  study  and  selection  of  opti- 
mal therapy.  When  an  attack  comes  on  while 
walking,  all  patients  should  learn  to  relax,  not 
tighten  up;  to  breathe  more  slowly  and  exhale,  not 
inhale,  more  deeply.  This  may  also  help  the  pa- 
! tients  with  atypical  angina,  coming  on  at  rest,  to 
abort  their  attacks.  Cold  requires  extra  precau- 
tions. It  is  well  for  all  patients  with  angina  to 
dress  warmly  and  wear  warm  gloves  in  cold  or 
even  in  cool  weather.  They  may  need  to  warm 
up,  like  athletes,  by  walking  up  and  down  at 
home  or  in  the  office  in  their  outdoor  clothes  for 


five  to  ten  minutes  before  walking  out.  After  sit- 
ting in  a car  or  subway,  they  must  walk  slowly  to 
warm  up. 

Conclusion 

In  the  1770s,  when  English  physicians  described 
the  clinical  picture  and  Fothergill,  and  Hunter, 
and  Jenner  correctly  defined  and  described  coro- 
nary occlusion  as  the  cause,  most  of  those  who 
died  had  calcified  arteries  or  syphilitic  ostial  oc- 
clusion.9 In  this  century,  age  at  death  has  fallen 
markedly  in  coronary  disease,  and  the  predomi- 
nant lesion  is  the  soft  yellow  plaque,  with  or  with- 
out the  thrombi  which  recent  studies  show  to  be 
terminal  events,  progressing  rapidly  after  the  clin- 
ical onset.10  This  is  a valid  reason  for  giving  hep- 
arin at  once,  when  the  diagnosis  is  obvious  or  sus- 
pected. But  it  is  also  a reason  for  regarding  many 
lesions  as  reversible,  on  proper  treatment,  just  as 
are  xanthomas  in  the  skin  of  diabetic  patients. 
The  evidence  that  atheromas  are,  in  fact,  intimal 
xanthomas  is  now  overwhelming.  In  1970  the  Na- 
tional Institutes  of  Health  group  demonstrated 
the  reversal  of  intermittent  claudication  and  rise 
in  maximal  blood  flow  to  the  calf,  after  five  min- 
utes’ total  ischemia  produced  by  a cuff  on  the 
thigh. 

This  was  done  by  marked  lowering  of  plasma 
lipid  in  patients  with  xanthomas,  which  also 
cleared  up.11 

The  medical  care  of  people  with  coronary  dis- 
ease should  be  based  on  the  evidence  that  the  le- 
sions can  be  prevented,  arrested,  and  reversed  by 
optimal  management.  It  is  time  for  all  physicians 
to  learn  from  vascular  surgeons  that  medical  man- 
agement is  effective  and  essential  even  after  revas- 
cularization and  in  all  patients  whose  signs  and 
symptoms  do  not  warrant  emergency  revascular- 
ization. 
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Retinoic  acid  in  psoriasis 

According  to  an  article  (Retinoic  Acid  in  Psoriasis:  its  value  for  topical  therapy  with  and  without  corticoste- 

roids, Orfanos,  C.,  et  ai,  Brit.  J.  Dermat.  88:  167  [1973])  the  topical  application  of  retinoic  acid*  (RA,  0.1,  and  0.3 
per  cent  in  a cream  base)  in  psoriasis  over  three  weeks  showed  that  low  therapeutic  effect  and  frequent  irritation 
limit  considerably  its  usefulness  in  this  disease.  Of  20  treated  patients,  6 had  irritation  warranting  discontinuation 
of  therapy,  13  showed  improvement,  but  none  cleared  completely.  However,  the  therapeutic  value  was  increased 
and  the  incidence  of  irritation  was  reduced  if  corticosteroids  (CO)  were  added  to  RA.  Of  24  patients  treated  with 
RA  -f  CO,  18  were  improved  and  4 cleared  completely.  Combined  treatment  seemed  also  to  be  more  effective 
than  CO  alone  in  the  same  vehicle. 

‘Retinoic  acid  is  available  as  a solution  from  Johnson  and  Johnson  as  Retin-A  (tretinoin)  and  from  McNeil  Laboratories  as 
Aberel. 
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Since  the  introduction  of  FAA  (folic  acid  antago- 
nists) for  treatment  of  acute  leukemia  in  children 
by  Farber,  in  1948, 1 these  compounds  have  been 
used  in  the  treatment  of  a variety  of  non-neoplas- 
tic disorders  including  rheumatoid  arthritis,2 
dermatomyositis,3  Wegener’s  granulomatosis,4 
sarcoidosis,5  pityriasis  rubra  pilaris,6,7  and  above 
all  in  psoriasis.  Methotrexate,  the  most  widely 
used  FAA,  produces  various  side-effects  of  which 
leukopenia,  possibly  leading  to  agranulocytosis,  is 
the  best  known,  while  hepatotoxicity,  described  in 
leukemic  children,8,9  has  only  recently  been  recog- 
nized to  produce  a potentially  lethal  side-effect  in 
adults  treated  for  psoriasis.10'12  This  side-effect 
has  raised  serious  doubts  concerning  the  use  of 
this  drug  in  treating  benign  disorders,  particularly 
since  monitoring  of  the  white  blood  cell  count  and 
liver  function  tests  do  not  reflect  hepatic  damage. 

The  purpose  of  this  communication  is  to  report 
a patient  with  psoriasis  who  developed  hepatic  fi- 
brosis after  prolonged  treatment  with  methotrex- 
ate, and  to  review  the  literature. 

Case  report 

A thirty-two-year-old  white  man,  a painter  by 
trade,  entered  Methodist  Hospital  July  8,  1969,  in 
coma.  He  had  diarrhea,  vomiting,  and  a fever  of 
104°F.  with  chills  on  the  night  before  admission. 


The  past  medical  history  revealed  that  since 
September,  1966,  he  had  been  treated  with  meth- 
otrexate 5 mg.,  orally  per  day  for  two  weeks  fol- 
lowed by  two  weeks’  rest  and  occasional  intramus- 
cular injections  of  50  mg.,  for  widespread  psoriasis 
and  arthritis.  The  total  dose  was  approximately 
2,500  mg.  There  was  no  episode  of  leukopenia 
during  that  period.  He  also  received  dexametha- 
sone  concurrently.  Previously  he  had  been  hospi- 
talized for  cellulitis  and  phlebitis  of  the  leg.  He 
drank  beer  excessively  and  had  poor  personal  hy- 
giene. 

Physical  examination  revealed  a tall,  obese,  and 
unconscious  man  with  widely  dilated  pupils,  no 
blood  pressure,  and  a heart  rate  and  respiratory 
rate  of  130  and  38,  respectively.  The  left  leg  was 
swollen  and  cyanotic.  On  the  left  upper  arm 
there  was  an  area  of  indurated  erythema  with 
ruptured  flaccid  bullae  and  a positive  Nikolsky 
sign. 

Laboratory  data  revealed  hemoglobin  14.3  Gm. 
per  100  ml.,  hematocrit  42,  white  blood  count 
25,800  with  42  per  cent  segmented  and  35  per  cent 
band  forms,  blood  urea  nitrogen  27.5  mg.  per  100 
ml.,  blood  glucose  360  mg.  per  100  ml.,  and  nor- 
mal electrolytes.  An  electrocardiogram  and  chest 
x-ray  films  were  not  contributory.  Arterial  blood 
revealed  pH  6.98,  carbon  dioxide  pressure  71  mm. 
Hg,  bicarbonate  16  mEq.  per  liter,  oxygen  pres- 
sure 42  mm.  Hg,  and  oxygen  saturation  54  per 
cent. 

He  received  intravenous  fluid,  methylprednisol- 
one  sodium  succinate  (Solu-Medrol)  and  other 
supportive  measures  but  died  eighteen  hours  after 
admission. 

Autopsy  findings 

Pertinent  findings  were  bullous  erysipelas  of  the 
left  upper  arm  extending  into  the  subcutaneous 
fat  and  Group  A beta-hemolytic  streptococcal 
septicemia  as  shown  by  postmortem  cultures  of 
the  heart  blood  and  the  softened  and  enlarged 
spleen  (640  Gm.).  The  bone  marrow  was  cellular 
with  increased  myeloid  elements. 

Of  particular  interest  was  the  greatly  enlarged, 
rather  firm,  yellow,  and  smooth  liver  weighing 
3,220  Gm.  Microscopic  study  of  the  liver  showed 
conspicuous  fatty  change  and  striking  periportal 
fibrosis  occasionally  reaching  the  lobular  centers. 
There  was  no  true  cirrhosis  as  yet  or  Mallory’s 
hyaline  bodies. 

Occasional  colonies  of  gram-positive  cocci  were 
seen  in  the  sinusoids  (Fig.  1). 


November  1 , 1 973  / New  York  State  Journal  of  Medicine  2585 


FIGURE  1.  Severe  liver  damage  caused  by  methotrex- 
ate treatment  of  psoriasis. 


Comment 

Among  the  numerous  remedies  for  widespread 
psoriasis,  methotrexate  has  been  extensively  used 
in  the  past  twenty  years.  Although  Colsky, 
Greenspan,  and  Warren8  and  Hutter  et  al ,9  ob- 
served hepatic  damage  in  leukemic  children  treat- 
ed with  methotrexate  and  O’Rourke  and  Eckert13 
reported  the  first  case  of  portal  fibrosis  in  an  adult 
with  psoriasis  treated  with  methotrexate,  poten- 
tially life-threatening  hepatotoxicity  of  methotrex- 
ate has  only  recently  been  well-publicized  among 
dermatologists.14 

We  were  able  to  collect  12  fatal  cases  among 
psoriatics  treated  for  FAA  from  the  literature.11,15' 
21  The  majority  of  these  patients  died  of  the  ef- 
fect of  bone-marrow  depression.  A few  of  these 
showed  focal  hepatic  necrosis  at  autopsy.  Two 
cases  died  as  a result  of  hepatic  damage,  one  with 
hepatic  coma,  and  the  other  due  to  ruptured 
esophageal  varices  secondary  to  cirrhosis  verified 
by  liver  biopsy.11  The  histologic  picture  of  the 
hepatic  damage  ranged  from  mild  fatty  change  to 
periportal  fibrosis  and  frank  cirrhosis. 

The  mechanism  by  which  FAA  cause  hepatic 
damage  is  not  completely  understood.  It  appears 
to  be  quantitative  rather  than  qualitative.  In 
1963,  Werkheiser22  showed  that  FAA  bind  folic 
acid  reductases  which  are  necessary  in  the  forma- 
tion of  the  biologically  active  compound,  folinic 
acid.  This  is  because  of  their  great  similarity  in 
chemical  structures  to  folic  acid,  which  is  the  nat- 
ural substrate  of  the  enzymes.  The  affinity  of  the 
FAA  to  these  enzymes  is  20,000  times  that  of  folic 
acid  at  pH  7.5.  The  effectiveness  and  toxicity  of 
the  FAA  are  due  to  complete  inhibition  of  folic 
acid  reductases.  This  has  been  supported  by  ani- 
mal experiments  which  utilized  bilateral  implan- 
tation of  two  tumors  with  different  susceptibility 
to  FAA  and  subsequently  measuring  the  content 
of  the  folic  acid  reductases  in  each  tumor.  The 


enzymes  were  absent  in  the  susceptible  tumor  but 
present  in  the  resistant  one  even  at  a much  higher 
dose.22 

Folinic  acid  is  involved  in  the  metabolism  of 
protein  and  amino  acids,  especially  the  synthesis 
of  nucleic  acids,  and  this  is  undoubtedly  the  basic 
mechanism  of  action  of  FAA  in  rapidly  dividing 
cells  such  as  malignant  tumors  and  psoriatic  epi- 
dermis. However,  the  normal  liver  has  a very  low 
mitotic  count  of  one  per  10,000  to  20,000  cells.23 
Therefore,  inhibition  of  the  synthesis  of  nucleic 
acids  alone  is  not  enough  to  account  for  the  hepa- 
totoxicity. There  are  a few  other  possible  mecha- 
nisms by  which  FAA  can  cause  hepatic  damage. 
First,  folinic  acid  is  a coenzyme  for  the  metabo- 
lism of  the  monocarbon  moiety,  which  is  involved 
in  the  metabolism  of  choline,  methionine,  betaine, 
and  glycine.  Most  of  these  are  so-called  lipotrop- 
ic substances,  deficiency  of  which  is  well  known  to 
induce  hepatic  alterations.  Second,  additional 
metabolic  requirements  imposed  on  the  liver  for 
example  by  corticosteroid  therapy,24  which  is  al- 
most always  used  concurrently  with  methotrexate 
or  consumption  of  alcohol,25,26  may  increase  the 
vulnerability  of  liver  cells  to  FAA. 

Because  methotrexate  has  a definite  value  in 
treatment  of  severe  forms  of  psoriasis,  stringent 
precautions  are  absolutely  necessary.  Awareness 
of  the  hepatotoxicity  on  the  part  of  the  clinicians, 
and  repeated  determinations  of  liver  function 
tests,  for  example  enzymes  and  sulfobromoph- 
thalein  (Bromsulphalein,  BSP),  and  liver  biop- 
sy, are  the  most  important  steps  to  prevent  this 
potentially  lethal  complication.  It  should  be  em- 
phasized, however,  that  liver  function  tests  are 
not  the  absolute  guide,  perhaps  with  the  excep- 
tion of  sulfobromophthalein,  since  histologic 
changes  have  been  described  in  the  presence  of 
normal  liver  function.26,27  Abstinence  from  alco- 
holic beverages  during  treatment  with  methotrex- 
ate is  mandatory. 

Summary 

A case  of  hepatic  fibrosis  due  to  long-standing 
methotrexate  treatment  for  psoriasis  is  reported. 
Some  of  the  pertinent  literature  and  the  mecha- 
nism of  hepatoxicity  are  discussed.  The  impor- 
tance of  hepatotoxins  such  as  alcohol,  and  the  role 
of  concomitantly  administered  corticosteroids  as 
possible  cofactors  of  liver  damages,  are  empha- 
sized. 

Addendum 

After  submission  of  this  report,  the  Subcommit- 
tee on  Methot  rexate  of  the  Psoriasis  Task  Force  of 
the  National  Program  for  Dermatology  published 
important  guidelines  [Arch.  Dermat.  105:  363 
(1972)  and  108:  35  (1973)].  An  international  co- 
operative study  based  on  550  patients  (742  liver 
biopsies)  recorded  its  findings  recently  [Arch.  Der- 
mat. 108:  36  (1973)]. 
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Desmoid  tumors  are  fibrous  tumors  which, 
while  benign  in  the  sense  that  they  usually  do  not 
metastasize,  do  grow  in  such  a fashion  that  there 
is  a strong  propensity  for  local  recurrence.  Local 
extension  of  this  tumor  into  vital  organs  may 
cause  death.  Wide  local  excision  with  primary 
closure  of  the  resulting  defect  is  the  accepted 
treatment  for  these  lesions.  When  these  large 
desmoid  tumors  occur  in  the  abdominal  wall,  pri- 
mary closure  of  the  resulting  defect  may  be  quite 
difficult.  If  the  use  of  flaps  and/or  relaxing  inci- 
sions does  not  appear  satisfactory,  then,  rather 
than  compromise  the  adequacy  of  resection,  a 
synthetic  woven  mesh  (Marlex)  can  be  utilized  to 
lepair  the  defect. 

At  Roswell  Park  several  kindred  patients  with 
multiple  polyposis  are  being  followed  and  in  this 
group  are  quite  a few  cases  of  abdominal  wall  des- 
moid tumors  either  de  novo  or  following  surgery. 
Two  cases  with  large  desmoid  tumors  of  the 
abdominal  wall  are  reported  here.  One  of  these  is 
from  a group  of  multiple-polyposis  patients,  and 
one  occurred  in  a female  following  abdominal  sur- 
gery for  fibroids  of  the  uterus. 

Case  reports 

Case  1.  This  white  female  was  first  seen  in 
1961  at  the  age  of  six  because  of  rectal  bleeding. 
She  was  found  to  have  familial  polyposis  as  did 
one  brother  and  her  father.  In  1967  at  the  age  of 


twelve,  a subtotal  colectomy  was  performed.  Be- 
cause of  increasing  polyps  in  the  residual  colorec- 
tal segment,  an  abdominal  perineal  resection  was 
done  on  August  26,  1968.  One  year  later  she  was 
found  to  have  a mass  in  the  left  rectus  and  a small 
1 by  1-cm.  mass  in  the  right  rectus  muscle  which 
was  partially  excised.  A relaxing  incision  in  the 
left  external  oblique  muscle  was  necessary  for  clo- 
sure. In  December,  1970,  the  patient  again  pre- 
sented symptoms  of  a tumor  in  the  abdominal 
wall.  At  this  time,  two  masses  were  palpable  as 
shown  in  Figure  1A.  In  addition,  the  area  be- 
tween these  two  tumors,  extending  downward  to 
the  pubis  and  also  5 cm.  above  the  area  marked  in 
Figure  1A,  was  indurated  and  thickened  with  a 
tumor  which,  on  December  31,  1970,  was  widely 
excised;  the  extent  of  the  defect  is  shown  in  Figure 
IB.  Closure  was  done  with  a double  layer  of 
woven  mesh  as  shown  in  Figure  1C.  Skin  and 
subcutaneous  tissue  were  closed  easily  over  the 
mesh.  The  patient  had  an  uneventful  recovery 
from  surgery  and  is  asymptomatic  and  free  of  any 
detectable  tumor  at  present. 

Case  2.  This  fifty-four-year-old  white  female 
was  admitted  in  August,  1970,  to  Roswell  Park 
because  of  a mass  in  the  abdominal  wall,  which 
she  first  noticed  three  months  previously.  She 
had  a history  of  good  health  except  that  three 
years  previously  she  had  had  a hysterectomy  for 
uterine  fibroids.  On  admission  she  was  found  to 
have  a large  mass  attached  to  the  pubis,  extend- 
ing to  the  umbilicus,  and  beyond  the  rectus  mus- 
cle to  the  left.  The  mass  had  been  biopsied  three 
weeks  prior  to  admission  and  was  found  to  be  a 
desmoid  tumor  of  the  abdominal  wall.  On  Au- 
gust 28,  1970,  the  patient’s  tumor  was  excised 
along  with  the  previous  incision,  the  lower  two 
thirds  of  the  left  rectus,  and  the  medial  third  of 
the  right  rectus;  a small  portion  of  the  pubis  and 
periosteum  was  removed.  The  resulting  15  by 
20-cm.  deficit  was  closed  with  a single  layer  of 
woven  mesh  over  the  peritoneum  which  could  be 
closed  in  this  patient.  Figure  2A  shows  the  mesh 
in  place,  and  Figure  2B  shows  the  healed  incision. 
This  patient  has  also  remained  free  of  recurrence. 

Benign  tumors  arising  in  the  musculo-aponeu- 
rotic  structures  of  the  abdominal  wall  are  rare  le- 
sions. Desmoid  tumors  are  benign  in  the  sense 
that  metastases  to  distant  organs  do  not  occur, 
but  invasion  of  local  tissues  and  local  recurrences 
are  frequent  and  the  treatment  is  complete  pri- 
mary excision.  Resection  of  recurrent  tumors  re- 
quires an  even  wider  excision,  and  it  is  necessary 
to  examine  the  surgical  margins  of  the  specimen 
carefully  for  histologic  evidence  of  tumor.  Bras- 
field  and  Das  Gupta*  state  in  their  article  that,  in 
their  experience,  the  anterior  abdominal  wall  is 

‘Brasfield.  R.  D.,  and  Das  Gupta,  T.  K.:  Desmoid  tumors 
of  the  anterior  abdominal  wall.  Surgery  65:  241  (1969). 
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more  elastic  than  one  is  led  to  believe;  with  a lit- 
tle ingenuity,  these  defects  can  be  closed  primari- 
ly. This  is  certainly  the  case  in  small  primary  tu- 
mors and  in  patients  with  limited  recurrence. 
However,  in  the  care  of  large  primary  tumors  or 
moderate  to  large  recurrent  tumors,  the  planned 
use  of  a synthetic  mesh  allows  the  surgeon  to  per- 
form an  excision  which  assures  margins  free  of 
tumor  and  permits  him  to  reconstruct  the  abdom- 
inal wall  defect,  thus  reducing  the  possibility  of 
recurrence  and  minimizing  the  problem  of  ventral 
hernia. 

In  the  2 cases  reported,  the  tumors  were  large 
and  each  required  excision  of  one  third  or  more  of 
the  abdominal  wall.  In  both  cases,  suction  drain- 
age was  used  and  there  was  primary  healing  with- 
out any  complication.  In  the  first  case  the  adja- 
cent ileostomy  posed  no  difficulty. 


FIGURE  1A  Desmoid  tumor  palpable  as  shown  At 
surgery  tumor  included  areas  between  these  two  palpa- 
ble tumors,  extended  down  to  pubis,  and  5 cm  above 
upper  palpable  mass.  (B)  Size  of  defect  shown  in  first 
patient  after  removal  of  tumor  Note  liver  lobes  Ile- 
ostomy is  to  right  (C)  Two  layers  of  marlex  mesh  in 
position.  No  peritoneal  closure  was  possible  Skin 
and  subcutaneous  tissue  closed  without  difficulty. 


Summary 

The  use  of  synthetic  woven  mesh  in  the  planned 
reconstruction  of  the  abdominal  wall  following  re- 


FIGURE  2A.  Single  layer  of  marlex  mesh  in  place  in 
second  patient  Peritoneal  closure  was  possible  (B) 
Healed  wound  in  second  patient.  Both  patients  healed 
per  primum  with  no  herniation  or  other  defect 
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section  of  two  large  desmoid  tumors  is  reported. 
In  these  large  tumors,  especially  in  recurrent  tu- 
mors, it  is  necessary  to  resect  a large  portion  of 
the  abdominal  wall.  The  use  of  woven  mesh  al- 
lows the  surgeon  to  assure  an  adequate  margin  to 


Eight  ways  to  cut  doctor  bills 

The  cost  of  treating  a serious  illness  or  injury  most 
often  is  unanticipated  and  always  is  unwanted.  Often 
it  is  not  included  in  the  family  financial  plan  and  often 
presents  an  extra  expense  on  top  of  an  already  tight 
budget. 

Like  all  other  living  expenses,  the  price  of  health 
care  has  risen  in  recent  years.  But,  says  the  American 
Medical  Association,  there  are  still  a number  of  ways 
in  which  you  can  stretch  your  health  dollar  and  at  the 
same  time  get  better  protection  for  yourself  and  your 
family. 

*Have  a family  doctor.  He  will  keep  a permanent 
record  of  your  medical  history  which  may  save  dupli- 
cating many  expensive  and  time-consuming  tests.  He 
will  know  your  background  and  be  better  able  to  tell 
promptly  if  anything  is  wrong. 

* Don't  wait  too  long.  Many  people  try  to  save 
money  on  health  bills  by  not  seeing  the  doctor  until 
they  are  seriously  ill.  This  not  only  defeats  the  pur- 
pose of  preventive  medicine,  but  is  more  expensive  in 
the  long  run. 

*Hace  regular  checkups.  Early  detection  obviously 
offers  a better  chance  to  control  and  cure  disease. 

*Go  the  the  doctor’s  office.  Few  patients  understand 
that  house  calls  are  not  only  more  expensive  but  also 
less  efficient.  Without  his  office  equipment  and  his 
trained  staff,  your  physician  cannot  perform  a com- 


properly resect  these  frequently  recurring  tumors. 

Department  of  General  Surgery 
Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14203 
(DR.  HOLYOKE) 


plete  examination.  The  doctor  can  give  you  better 
care,  sooner  and  at  less  expense  in  his  office. 

*Use  the  telephone.  This  not  only  saves  money  but 
also  often  makes  good  medical  sense.  A family  doctor 
who  examines  you  regularly  can  sometimes  advise  over 
the  phone  about  minor  health  problems.  For  anything 
that  seems  serious  he  will  ask  you  to  come  to  his  office 
to  be  examined. 

*Follow  your  doctor's  orders.  If  you  neglect  to  follow 
the  expert  advice  you  solicit  and  pay  for,  you're  throw- 
ing your  money  away. 

*Buy  health  insurance.  Health  insurance  is  a bar- 
gain considering  the  shattering  effects  on  the  family  fi- 
nances that  prolonged  illness  can  have.  Buy  as  much 
insurance  as  you  can  afford,  but  especially  protect 
yourself  against  the  catastrophic  expenses  of  serious, 
long-term  illness. 

*Take  allowable  tax  deductions.  Doctor  bills,  hospi- 
tal bills  and  drug  costs  beyond  a certain  percentage  of 
your  income  may  be  claimed  as  deductions  for  tax  pur- 
poses. 

There  are  also  some  other  ways  to  save.  Americans 
waste  more  than  $1  billion  yearly  on  quacks  and  quack 
products.  Countless  millions  are  largely  wasted  by 
those  who  dose  themselves  with  needless  patent  ma- 
chines. When  in  doubt,  ask  your  physician.  It  costs 
less  and  is  safer  in  the  long  run. 
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Special  Articles 


Request  for 
Autopsy  Consent 

Conflict  and  challenge* 


JACK  L.  KATZ,  M.D. 

The  Bronx,  New  York 

RUSSELL  GARDNER,  M.D. 

The  Bronx,  New  York 

From  the  Department  of  Psychiatry, 

Albert  Einstein  College  of  Medicine 
at  Montefiore  Hospital  and  Medical  Center 

Clinical-pathologic  correlation  has  long  been 
accepted  as  an  invaluable  part  of  the  physician’s 
training.  This  belief,  until  very  recently,  had  ac- 
tually been  formalized  in  this  country  via  the  im- 
position of  a minimal  autopsy  consent  rate  for  ac- 
creditation of  hospital  house  staff  training  pro- 
grams.1,2 Since  permission  for  an  autopsy  to  be 
performed  must  be  secured  from  the  deceased’s 
family,3  this  is  routinely  sought  after  each  pa- 
tient’s death  at  teaching  institutions.  Neverthe- 
less, it  is  well  known  that  many  hospitals  are  con- 
stantly grappling  with  consent  rates  that  are  far 
from  ideal.4 

There  are,  obviously,  a number  of  extraordinary 
aspects  to  the  interview  in  which  the  request  for 
autopsy  consent  is  made:  (1)  It  is  generally  con- 

ducted by  the  least  experienced  physician  on  the 
case,  the  intern;  (2)  has  an  implied  obligatory  ex- 
istence, regardless  of  the  personal  attitudes  of  the 
parties  involved;  and  (3)  usually  takes  place  in 
conjunction  with  that  experience  which  is  the 
most  painful  one  of  the  illness  course  for  both 
family  and  physician,  that  is  when  the  latter  must 
inform  the  former  of  their  relative’s  death. 

Despite  these  facts,  there  has  been  little  atten- 
tion given  to  the  phenomenon  of  seeking  and  re- 
ceiving, or  failing  to  receive,  permission  to  per- 
form an  autopsy.  While  the  literature  does  con- 
tain hints  for  success,5  or  religious  justifications,6 
it  suffers  from  a paucity  of  studies  concerning  the 
practical  and  psychological  aspects  of  the  request 

*This  study  was  supported  in  part  by  Research  Scientist 
Development  Award  (5K01  MH47430)  from  the  National  In- 
stitute of  Mental  Health  (Dr.  Gardner). 


for  autopsy  consent.  In  view  of  this,  we  here  re- 
port and  discuss  findings  emerging  from  a long- 
term investigative  experience  in  this  area. 

Background 

Although  MHMC  (Montefiore  Hospital  and 
Medical  Center)  is  a major  training  institution,  it 
has  never  found  a satisfactory  autopsy  consent 
rate  to  be  an  easily  met  or  maintained  goal.  This 
has  usually  been  attributed  to  its  location  in  a 
predominantly  Jewish  and  Italian,  lower  middle 
class  neighborhood,  where  religious,  socioeconom- 
ic, and  cultural  factors  are  presumed  to  operate 
against  the  ready  securing  of  autopsy  consent. 

In  part  to  test  these  speculations,  the  authors 
conducted  a month-long  pilot  study  on  the  neo- 
plastic service  at  MHMC.  With  the  help  of  an 
Albert  Einstein  College  of  Medicine  student,  Jay 
Jerkowitz,  who  was  taking  a psychiatry  elective, 
we  devised  a questionnaire  which  was  to  be  filled 
out  by  every  house  staff  officer  on  that  service 
within  forty-eight  hours  after  his  involvement  in 
an  autopsy  request.  The  questionnaire  was  de- 
signed primarily  to  explore  demographic  charac- 
teristics of  families  giving  consent  versus  those  re- 
fusing to  give  consent.  The  usual  consent  per- 
centage for  this  ward  was  about  40,  so  that  popu- 
lations of  grossly  comparable  sizes  were  antici- 
pated for  each  category. 

However,  before  we  even  began  to  analyze  the 
questionnaire  data,  we  observed  an  unexpected 
development  in  the  study:  the  autopsy  consent 

rate  for  that  month  proved  to  be  a striking  72  per 
cent!  While  this  could  have  reflected  merely 
chance  variation,  the  authors  wondered  whether 
the  presence  of  the  experiment  itself  might  be  ex- 
erting an  influence  on  the  physician’s  perfor- 
mance. The  existence  of  experimental  effects  is 
recognized  as  both  a problem  and  a tool  in  fields 
of  science  ranging  from  nuclear  physics'  to 
psychophysiology8  and  is  known  in  the  social  psy- 
chology literature  as  the  Hawthorne  effect.9 

If  such  an  effect  had  indeed  occurred  in  this 
pilot  investigation,  it  obviously  could  contaminate 
the  data,  because  altered  physician  behavior 
would  influence  the  makeup  of  the  usual  popula- 
tions in  the  consent  and  refusal  categories.  But 
more  importantly,  the  presence  of  a Hawthorne 
effect  would  imply  that  physician  motivation, 
rather  than  neighborhood  composition,  might  be 
the  critical  variable  in  determining  a hospital’s 
consent  rate.  This  possibility  had,  of  course,  been 
speculated  on, 10  but  we  knew  of  no  formal  confir- 
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mation  of  it.  Hence,  we  undertook  a more  exten- 
sive investigation. 

Methods 

Phase  I.  For  a nine-week  period,  mid-March 
to  mid-May,  another  senior  Einstein  student  on  a 
psychiatry  elective,  Lucille  Peskin,  used  the  cen- 
tral hospital  registry  to  monitor  the  occurrence  of 
all  deaths  on  two  of  the  hospital’s  general  medical 
wards,  with  a combined  capacity  of  74  beds. 
Within  forty-eight  hours  after  each  death,  she 
administered  a more  elaborate  version  of  the  pre- 
vious questionnaire  to  the  physician,  intern,  resi- 
dent, or  attending,  who  had  asked  the  family  for 
autopsy  consent.  This  form  sought  information 
concerning  such  areas  as  race  and  religion  of  fami- 
ly, socioeconomic  status  of  family,  characteristics 
of  the  patient’s  illness  and  hospital  course,  family 
behavior  prior  to  patient’s  death,  nature  of  physi- 
cian-patient and  physician-family  relationships, 
and  content  of  phvsician-family  interaction  during 
the  autopsy  request  interview.  Neither  medical 
student  nor  house  staff  was  informed  of  the  prin- 
cipal hypothesis,  namely,  that  the  very  existence 
of  such  an  investigation  would  be  associated  with 
a significant  rise  in  the  autopsy  rate  on  these  two 
floors. 

Phase  II.  To  further  amplify  the  results  of  the 
first  phase,  a second  study  was  initiated.  This  in- 
volved all  interns,  who  proved  to  be  the  main  re- 
questors of  consent  at  our  hospital,  on  all  six  gen- 
eral medical  floors  and  was  carried  on  for  a year’s 
time.  This  phase  would  hopefully  shed  light  on 
three  areas:  (1)  would  a Hawthorne  effect  occur 

if  a different  protocol  were  employed?  (2)  how 
large  and  how  enduring  might  any  effect  be?  and 
(3)  might  the  results  suggest  practical  administra- 
tive approaches  that  could  favorably  affect  the 
hospital’s  autopsy  consent  rate  in  the  future? 

For  the  first  six  months  of  the  study  year,  each 
two-month  internship  rotation  on  each  floor  was 
to  be  initiated  by  a talk  from  the  chairman  of  the 
department  of  medicine,  or  his  assistant,  in  which 
the  importance  of  autopsy  would  be  emphasized; 
this  would  be  accompanied  by  discussion  of  inter- 
view technique  and  anticipated  family  resistances 
by  the  present  two  authors,  with  a “Hints  for  Suc- 
cess” sheet  also  distributed.  Questionnaires  simi- 
lar to  those  used  in  Phase  I were  then  to  be  sent 
only  to  each  intern  who  failed  to  secure  autopsy 
consent,  thereby  providing,  presumably,  a form  of 
negative  reinforcement  for  such  failure  by  virtue 
of  the  time  and  effort  this  entailed. 

From  mid-November  through  the  end  of  Janu- 
ary. the  preceding  protocol  ceased  because  of  the 
absence  of  an  appropriate  administering  secretary. 
It  then  resumed  in  February  until  the  end  of  June; 
during  May  and  June,  questionnaires  were  sent 
out  to  interns  who  both  failed  and  succeeded  in 
getting  consent,  thereby  duplicating  the  question- 
naire protocol  of  Phase  I. 


Kl  3,4,78  K I 3.47.8  KI5.6  Kl  5,6  KI5.6 

FIGURE  1 Autopsy  interview  study  consent  rates  for 
experimental  (Kl  5,6)  and  control  (Kl  3, 4, 7, 8)  medical 
floors,  with  their  baseline  rates,  Phase  I,  full  period 

Phase  III.  To  better  understand  the  conflicts 
and  problems  that  may  influence  adversely  the  in- 
tern’s behavior  in  his  quest  for  autopsy  consent, 
the  authors  interviewed,  in  depth,  6 physicians 
who  had  participated  in  Phase  II,  3 with  relatively 
high  consent  rates,  more  than  50  per  cent,  and  3 
with  relatively  low  consent  rates,  less  than  25  per 
cent.  The  tape-recorded  interviews  took  place 
shortly  after  the  study  year  was  completed,  that  is 
early  in  their  first  residency  year,  and  covered  a 
wide  variety  of  issues  dealing  with  personal  feel- 
ings and  experiences  concerning  autopsy  and 
death  and  with  medical  school  preparation  for 
these  areas. 

Results 

Phase  I.  During  the  experimental  nine-week 
period  on  the  two  medical  floors,  there  were  37  re- 
quests for  autopsy  permission;  consents  were  se- 
cured in  20  instances,  for  a success  rate  of  54  per 
cent.  A chi-square-comparison  with  the  autopsy 
data,  4 consents  from  22  requests,  an  18  per  cent 
rate,  on  these  two  floors  for  the  immediately  pre- 
ceding nine  weeks,  revealed  an  experimental  in- 
crease significant  at  the  0.01  level  (all  tests  two 
tailed);  similarly,  chi-square-comparison  with  the 
consent  rate  for  the  same  floors  during  the  same 
nine-week  period  as  for  the  current  experiment, 
but  one  year  earlier,  disclosed  an  experimental 
autopsy  rate  rise  significant  at  the  0.05  level  (Fig. 

D. 

By  coincidence,  at  about  the  time  that  Phase  I 
was  beginning,  the  chairman  of  the  department  of 
medicine  had  called  a full  house-staff  meeting  to 
discuss  the  generally  poor  autopsy  rate.  To  con- 
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trol  the  possible  impact  of  this  event  on  the  exper- 
iment, the  authors  also  calculated  the  rates  for 
the  four  nonexperimental  general  medical  floors 
during  the  preceding  and  the  experimental  nine- 
week  periods  (Fig.  1).  This  revealed  only  a 6 per 
cent,  nonsignificant  rise.  A comparison  of  rates 
between  the  two  experimental  floors  and  the  four 
nonexperimental  floors  during  the  experimental 
time  period  revealed  a difference  closely  ap- 
proaching statistical  significance  (p<0.10). 

Thus,  the  preceding  findings  suggested  that  a 
Hawthorne  effect  might  indeed  exist.  Further- 
more, the  authors  attempted  to  control  for  inter- 
individual variation  in  motivation,  skills,  con- 
flicts, and  so  forth,  between  house  staff  members. 
Since  different  house  staff  rotated  onto  all  medical 
floors  at  the  beginning  of  April,  when  the  study 
was  already  fifteen  days  old,  we  compared  the 
consent  rates  between  the  first  half  of  March, 
when  the  study  was  not  in  effect,  and  the  second 
half  of  the  month,  when  the  study  was  in  opera- 
tion, thereby  holding  house-staff  makeup  con- 
stant. A survey  of  the  preceding  six  years  had  in- 
dicated no  inherent  tendency  for  the  autopsy  rate 
to  go  up  as  the  month  of  March  progressed. 

The  rise  in  consent  rate  on  the  experimental 
floors  from  14  per  cent  (1:6)  to  90  per  cent  (9:1) 
from  early  to  late  March  was  highly  significant 
(p  < 0.01 ) . No  increase  at  all  occurred  on  the 
other  floors  between  early  and  late  March,  and 
the  rate  for  late  March  on  the  experimental  floors 
was  significantly  greater  (p  < 0.02)  than  that  on 
the  nonexperimental  floors  (Fig.  2). 

Phase  II.  To  provide  control  data,  we  deter- 
mined the  average  rate  of  consent  per  month  for 
the  preceding  six  years  for  the  same  general  medi- 
cal floors;  a baseline  monthly,  rather  than  yearly, 
average  was  selected  to  control  for  fluctuations 
during  the  experimental  year  related  to  time-of- 
year  effects  which  might  exist,  for  whatever  rea- 
sons. Data  from  Phase  I,  which  ordinarily  would 
have  contributed  to  the  control  period  figures, 
were  specifically  excluded. 

Figure  3 summarizes  the  findings  of  this  phase. 
The  consent  rate  for  the  first  experimental  month, 
July,  was  significantly  greater  than  that  for  the 
corresponding  control  period  (p<0.02);  on  the 
other  hand,  the  combined  rate  for  the  two  months 
when  no  questionnaires  of  any  kind  were  being 
distributed,  that  is,  for  December  and  January, 
was  significantly  lower  than  that  of  the  corre- 
sponding two-month  control  period  (p<0.05). 
The  rates  for  all  other  months,  however,  did  not 
differ  significantly  from  the  preceding  six-year  av- 
erage rate  for  the  respective  months. 

Thus,  our  findings  in  Phases  I and  II  indicated 
that  the  requesting  physician  represented  indeed  a 
potentially  critical  variable  in  a family’s  granting 
or  refusing  permission  for  autopsy.  One  cannot, 
therefore,  seek  information  about  the  characteris- 
tics of  families  consenting  versus  those  refusing, 
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FIGURE  2.  Autopsy  interview  study  consent  rates  for 
first  and  second  halves  of  month  of  March  for  experi- 
mental (Kl  5,6)  and  control  (Kl  3, 4, 7, 8)  medical 
floors.  Phase  I,  March  period 

by  traditional  questionnaire  methods,  since  the 
mere  presence  of  such  an  inquiry  may  significant- 
ly alter  the  makeup  of  these  two  populations  by 
virtue  of  influencing  the  attitudes  and  motivations 
of  the  consent-seeking  physicians  involved  in  the 
study. 

We  cannot  know,  then,  how  reliable  our  ques- 
tionnaire results  are,  and  report  them  with  aware- 
ness of  their  limitations.  We  found  only  three 
family-patient  characteristics  that  correlated  sig- 
nificantly with  autopsy  consent  or  refusal.  Fami- 
lies whose  dying  relatives  had  chronic  disease, 
long  or  repeated  hospitalizations,  and  deaths  that 
could  be  anticipated,  gave  consent  more  frequent- 
ly than  families  whose  relatives  died  acutely  or 
unexpectedly;  also,  regardless  of  the  nature  of  the 
illness,  consent  was  more  likely  where  family  and 
physician  had  developed  a sustained  working  rela- 
tionship prior  to  the  terminal  event.  On  the 
other  hand,  when  the  patient,  while  still  alive, 
had  expressed  openly  negative  feelings  about  au- 
topsy, family  refusal  was  the  invariable  decision 
after  death  had  occurred.  All  other  patient-fami- 
ly characteristics,  such  as  religion  and  socioeco- 
nomic status,  did  not  differ  significantly  between 
the  consenting  and  refusing  families. 

Phase  III.  Interview  data  from  the  six  house- 
staff  officers  were  impressively  consistent  among 
the  group.  They  indicated  three  sources  of  limi- 
tation on  the  intern’s  motivation  and  ability  for 
obtaining  autopsy  consents  at  his  maximum  ca- 
pacity. 
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FIGURE  3 Monthly  autopsy  consent  rates  for  experi- 
mental year  compared  with  average  monthly  rates  for 
previous  six  years.  Phase  II. 


Negative  institutional  factors  All  six  physi- 
cians described  various  hospital  circumstances 
that  elicited  negative  motivation,  if  not  outright 
anger,  regarding  their  solicitation  of  autopsy  per- 
mission. Thus,  five  physicians  described  the  po- 
tential embarrassment  of  being  placed  on  the  hot 
seat  at  organ-review  conferences  where  certain  se- 
nior attendings  would  cross-examine  the  intern 
about  his  clinical  management  of  the  case;  they 
admitted  having  the  thought  that  perhaps  “bury- 
ing one’s  mistakes”  was  preferable  to  such  blatant 
humiliation.  Three  physicians  expressed  the 
conviction  that  hospital  administrators  were  con- 
cerned merely  with  autopsy  statistics  and  accredi- 
tation consequences,  just  recently  done  away 
with,4  rather  than  the  teaching  value  of  the  autop- 
sy, as  indicated  by  hospital  memorandums  which 
provided  detailed  and  damning  statistical  sum- 
maries, but  little  else,  as  a basis  for  increasing 
house-staff  motivation  for  getting  consent.  Final- 
ly, five  physicians  cited  instances  where,  in  pri- 
vate cases,  the  personal  attending  physicians  ei- 
ther refused  flatly  to  help  the  intern  talk  with  the 
families  about  autopsy  or  seemed  so  indifferent 
about  the  entire  matter  that  the  intern  saw  little 
justification  for  pushing  vigorously  on  his  own  for 
consent.  Two  physicians  also  criticized  severely 
the  hospital  clergy  for  its  unavailability  or  indif- 
ference in  providing  support  when  a house  officer 
was  struggling  with  family  refusal  based  primarily 
on  religious  grounds. 

Personal  conflicts  Personal  conflicts  were  relat- 
ed both  to  their  relationship  with  the  family  and 
to  their  own  feelings  about  death.  Most  ex- 
pressed a sense  of  failure  about  losing  the  patient, 
and  saw  the  request  for  autopsy  as  one  more 
“blow”  they  were  “inflicting”  on  the  families. 
Only  one  physician  contemplated  the  possibility 
that  such  an  interview  also  might  have  beneficial 
aspects  for  the  relatives,  by  allowing  them  to  ven- 
tilate their  acute  feelings  of  grief,  anger,  guilt,  and 
so  forth.  Four  of  the  interns  admitted  conscious 
discomfort  about  the  entire  area  of  dying  and 


death;  three  interns,  two  with  poor  consent  rates, 
had  experienced  the  death  of  a close  relative,  and 
had  clearly  not  resolved  their  grief  about  the 
event.  Moreover,  the  families  of  both  interns 
with  the  poor  rates  had  failed  to  grant  autopsies 
themselves.  Two  mentioned  having  been  exposed 
to  religious  training  that  autopsy  was  wTong,  al- 
though they  claimed  to  disregard  this;  four  ex- 
pressed ambivalence  about  having  their  own  bod- 
ies autopsied  after  death;  and  one  described 
seeing  bodies  thrown  around  while  working  in  a 
medical  examiner’s  office  one  summer,  and  subse- 
quently finding  it  impossible  to  justify  the  autop- 
sy as  being  just  like  a surgical  procedure. 

Lack  of  preparation  for  and  guidance  in  seeking 
autopsy  permission  Although  our  house-staff  offi- 
cers came  from  a variety  of  medical  schools,  most 
of  which  are  considered  prestige  institutions,  all 
but  one  described  their  training  for  autopsy  re- 
quests as  having  been  not  merely  inadequate,  but 
virtually  nonexistent.  Three  could  only  report 
picking  up  hints  from  the  interns  they  accompa- 
nied as  clinical  clerks,  while  two  had  gained  more 
direct  experience  through  trial  by  fire  as  subin- 
terns at  municipal  hospitals;  only  one  had  had 
formal  exercises  in  medical  school  regarding  tech- 
nique and  family-physician  feelings  involved  in 
autopsy  requests.  The  educational  importance  of 
autopsies  was  reported  as  usually  emphasized 
during  medical  school  by  the  pathologists,  for 
whom  autopsies  are  seen  as  a bread  and  butter 
issue  by  most  students.  Most  of  the  physicians 
recalled  their  complete  lack  of  preparation  for, 
and  consequent  helplessness  in  the  face  of,  the  re- 
sistance they  began  to  encounter  from  families  as 
internship  began  and  autopsy  situations  occurred: 
“It’s  against  our  religion  ...  he  has  suffered 
enough  already  ...  he  wouldn’t  have  wanted  it  . . . 
hasn’t  he  been  mutilated  enough?  ...  it  won’t 
bring  him  back  . . . you  did  him  no  good  until  now 
and  you  still  want  to  torture  him?.”  Rather  than 
seeing  such  comments  as  a symptom  of,  and  de- 
fense against,  the  acute  grief,  guilt,  anger,  and 
helplessness  of  the  bereaved  family,  many  of  these 
interns  would  apparently  respond  concretely  or 
aggressively  in  turn.  Finally,  several  said  they 
had  received  no  guidance  with  regard  to  any  of 
the  practical  issues  that  families  would  raise 
about  autopsy:  “How  does  this  affect  funeral  ar- 
rangements . . . should  we  call  our  undertaker  now 
or  after  the  autopsy  . . . when  and  where  will  the 
body  be  available  . . . will  the  hospital  send  us  the 
findings  of  the  autopsy?.”  Moreover,  not  only  did 
they  consider  their  medical  school  and  internship 
preparation  for  seeking  autopsy  consent  inade- 
quate, but  also  they  wished  there  could  be  some 
ongoing  outlet  in  which  they  could  discuss  their 
feelings,  family  resistances,  unpleasant  encoun- 
ters, and  mechanical  obstacles  that  were  con- 
stantly arising  regarding  autopsy  during  the 
house-staff  year. 
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More  detailed  accounts  of  the  first  and  second 
phases  and  of  the  third  phase  are  available  else- 
where to  the  interested  reader.11-12 

Comment 

Our  findings  would  appear  to  have  several  im- 
plications for  medical  training  and  service.  First, 
they  suggest  that  a hospital’s  gross  autopsy  rate  is 
not  determined  solely,  or  perhaps  even  principal- 
ly, by  the  particular  sociocultural-religious  char- 
acteristics of  the  patient  population  it  serves. 
Second,  they  indicate  that  while  outside  interest 
in  the  autopsy  can  influence  positively  related 
house-staff  motivation  and  behavior,  the  effect 
will  be  a transient  one  unless  a true  comprehen- 
sive program  is  developed  in  this  sphere.  Finally, 
it  seems  all  too  evident  that,  regardless  of  what  a 
hospital  does  to  interest,  orient,  and  instruct  its 
house  staff  in  autopsy  matters,  our  physicians  will 
still  be  inadequately  prepared  unless  additional 
exercises  are  provided  in  medical  school  and  in- 
creased attention  is  given  during  the  house-staff 
years  concerning  the  physician’s  own  emotional 
response  in  this  area. 

Thus,  the  simple  administration  of  a question- 
naire to  house-staff  officers,  in  which  information 
was  sought  regarding  patient,  family,  and  physi- 
cian involved  in  an  autopsy  request  situation,  re- 
sulted in  a significant  increase  in  the  autopsy  con- 
sent rate  on  two  different  occasions,  the  one- 
month  pilot  period  and  the  nine-week  first  phase 
of  the  formal  study;  this  was  particularly  conspic- 
uous during  the  first  portions  of  these  periods. 
Moreover,  the  combination  of  a questionnaire 
given  only  to  those  who  failed  to  elicit  consent, 
and  an  orientation  session  in  which  the  chairman 
of  the  department  of  medicine  made  his  interest 
and  concern  obvious  about  the  success  of  autopsy 
requests,  resulted  in  a highly  significant  one- 
month  rise  in  the  consent  rate  over  that  of  previ- 
ous years.  Subsequently,  the  effect  apparently 
waned,  as  monthly  consent  rates  soon  dropped  to 
baseline  values;  they  plummeted  to  their  lowest 
level,  beginning  in  December,  when  the  protocol 
was  completely  interrupted,  suggesting  that  this 
group  of  interns  may  have  had  a negative  attitude 
toward  autopsy  which  was  masked  or  elicited  by 
the  previously  administered  questionnaires,  and 
which  became  manifest  in  the  face  of  what  was 
perceived  to  be  a sudden  withdrawal  of  interest 
(or  surveillance?)  by  the  hospital  in  this  area.  In 
view  of  the  varied  pressures  that  grow  on  the  in- 
tern as  the  year  progresses,  it  is  not  surprising 
that  something  as  mechanical  as  a questionnaire 
will  soon  lose  its  impact  as  a communication  of 
interest;  moreover,  while  the  chairman  of  medi- 
cine conducted  the  orientation  session  in  July,  he 
personally  did  not  reappear  in  this  role  until  Feb- 
ruary, in  conjunction  with  resumption  of  ques- 
tionnaire distribution,  whereupon  the  rate  again 


shot  up,  although  not  quite  to  a statistically  sig- 
nificant level. 

It  is  clear,  then,  that  any  comparison  of  charac- 
teristics of  families  granting  autopsy  consent  with 
those  refusing  must  be  carefully  qualified  by  the 
effect  of  the  physicians’  motivation  on  the  compo- 
sition of  the  two  groups.  Although  our  question- 
naire data  contain  such  limitations,  they  at  least 
suggest  that  chronicity  of  illness  and  duration  of 
hospitalization  are  positively  correlated  with 
probability  of  consent.  Furthermore,  if  the  re- 
questing physician  got  to  know  the  deceased’s 
family  in  a meaningful  way  prior  to  their  relative’s 
death,  there  was  still  greater  likelihood  of  consent. 
These  findings  indicate,  not  surprisingly,  that  the 
physician-family  relationship  is  of  enormous  im- 
portance in  determining  the  family’s  favorable  re- 
sponse to  the  request  for  autopsy  permission,  a 
fact  consistent  with  clinical  impression. 10 

We  would  estimate  that  our  hospital  population 
is  composed  of  three  approximately  equal-sized 
groups.  One  will  always  give  autopsy  consent;  a 
second  will  initially  refuse,  but  is  amenable  to 
changing  this  decision  if  appropriately  ap- 
proached; the  third  group  remains  adamant  in  its 
refusal.  We  suspect  that,  when  not  motivated, 
house-staff  physicians  become  passive  or  hostile 
during  this  final  interaction  with  the  family;  they 
either  accept  with  minimal  discussion,  or  respond 
with  open  belligerence,  to  a family’s  initial  “no” 
decision,  thereby  affecting  adversely  the  possibili- 
ty of  ultimate  success  with  the  presumably  malle- 
able middle  group. 

This  lack  of  motivation,  however,  is  only  one 
source  of  the  dilemma.  The  other  relates  to  per- 
sonal conflicts  about  death  and  autopsy.  Thus, 
virtually  all  the  house-staff  officers  in  our  study 
manifested  ambivalence  and  conflict  about  seek- 
ing consent.  It  should  not  be  surprising,  then, 
that  hospitals  are  chronically  struggling  to  main- 
tain an  adequate  autopsy  rate,  for  consider  the  in- 
tern’s plight:  he  has  had  negligible  training  re- 

garding even  the  mere  mechanics  of  autopsy  re- 
quest and  arrangement,  may  have  unresolved  per- 
sonal feelings  about  death,  often  feels  guilty  about 
losing  his  patient,  is  frequently  unconvinced  of  the 
training  value  of  the  autopsy,  is  skeptical  of  the 
hospital’s  sincere  interest  in  it,  is  unprepared  both 
to  understand  and  to  deal  with  the  anticipated 
“onslaught”  of  the  “injured”  family,  is  unsupport- 
ed by  attendings  and  clergy,  is  apprehensive  of  se- 
nior physician  censure  at  organ  review,  and  antic- 
ipates no  outlet  or  opportunity  to  deal  with  his 
own  consequent  feelings  of  anxiety,  anger,  and 
frustration. 

Moreover,  this  unfortunate  situation  is  probably 
self-perpetuating.  Early  anxiety  and  failure,  as- 
sociated with  the  autopsy  request,  become  part  of 
the  intern’s  set  and  presumably  decrease  his 
chances  of  improving  his  performance  as  the  year 
progresses,  despite  increasing  experience  and  so- 
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phistication  in  technique.  Furthermore,  physi- 
cians who  have  had  unpleasant  experiences  re- 
garding autopsies  are  not  likely  to  face  enthusias- 
tically the  same  threat  when  they  become  attend- 
ings  and  autopsy  request  becomes  optional;  they 
will  then  be  the  ones  who  are  providing  house 
staff  with  inadequate  support  and  teaching  in  this 
area. 

Of  course,  it  remains  presently  unclear  whether 
less  physician  conflict  and  stronger  motivation  re- 
garding the  request  for  autopsy  will  make  it  a 
more  therapeutic  experience  for  the  families. 
However,  unlike  most  of  the  house-staff  physi- 
cians we  interviewed,  we  at  least  entertain  the 
possibility  that,  by  using  this  interview  to  allow 
the  family  to  ventilate  its  feelings  of  hurt  and 
anger  without  rebuke,  indeed,  actually  supporting 
the  appropriateness  of  such  feelings,  and  to  con- 
vey a sense  of  concern  for  the  family  that  goes  be- 
yond the  immediate  situation,  for  example,  by  of- 
fering to  call  the  family  to  discuss  the  autopsy 
findings  when  they  become  available,  the  intern 
can  make  the  family  more  comfortable  as  the 
mourning  process  begins. 

Conclusion 

What,  then,  is  the  solution  to  the  autopsy  di- 
lemma? Five  steps  seem  essential:  (1)  more  ef- 

fective communication  by  medical  teachers  and 
administrators  of  their  real  concern  for  the  impor- 
tance of  the  autopsy  for  physician  training,  during 
both  medical  school  and  internship;  (2)  greater 
attention  in  medical  school  to  understanding  the 
nature  and  variety  of  human  feelings  regarding 
death,  perhaps  including  an  opportunity  for  role 
playing  in  relevant  clinical  situations,  such  as  re- 
questing an  autopsy;  (3)  practical  house-staff  in- 
struction in  such  “mundane  issues”  as  what  ter- 
minology should  be  used,  where  the  interview 
should  take  place,  how  autopsy  will  affect  burial 
arrangements,  and  what  sources  are  available  for 
dealing  with  religious  objections;  (4)  stronger  sup- 
port from  clergy  and  attendings  at  the  time  of  ac- 
tual request;  and  (5)  an  outlet  for  the  week-to- 
week  feelings,  conflicts,  problems,  and  frustrations 
that  the  intern  will  invariably  still  experience  in 
relation  to  autopsy  requests  during  the  house-staff 
year. 

In  general,  the  exploration  of  psychiatric  con- 


cepts with  nonpsychiatric  house  physicians  has 
been  a frustrating  task  with  ambiguous  aims  and 
results.13  Nevertheless,  we  believe  that  attention 
focused  on  the  autopsy  request,  perhaps  by  liaison 
psychiatrists,  in  a once-monthly  ward  conference, 
could  have  real  beneficial  effects.  Internship  rep- 
resents a period  when  the  young  physician  is 
clearly  stressed  by  enormous  and  varied  pressures, 
and  he  would  probably  welcome  such  help.  At 
this  point  in  his  training,  he  is  still  building  those 
professional  attitudes  which  are  found  to  become 
more  inflexible  with  time.  Thus,  informed  aid 
might  be  of  particular  value  for  him  at  this  criti- 
cal period  in  his  development,  in  preventing  re- 
petitive deaths  and  autopsy  requests  from  gradu- 
ally numbing  and  desensitizing  him  to  his  own 
feelings,  and  to  those  of  bereaved  families. 
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Drugs  of  abuse  among  athletes  centers  about 
the  following  in  a descending  order: 

Amphetamines 

Steroids 

Anti-pain  medication:  (1)  injections  of  local  anes- 

thesia with  or  without  corticosteroids;  (2)  analge- 
sics— anti-inflammants;  (3)  ethyl  chloride  sprays; 
(4)  narcotics 
Muscle  relaxants 
Barbiturates 

Amphetamines 

Let  me  start  off  by  saying  that  the  “magic  pill,” 
as  it  is  called  in  athletics,  but  more  commonly 
known  as  the  “pep  pill,”  is  overrated  as  an  agent 
to  improve  athletic  performance.  There  is  no 
question  of  its  ability  to  mask  fatigue  and  keep 
one  alert.  It  is  also  an  excellent  appetite  depres- 
sant. How  does  it  operate? 

Amphetamine  stimulates  the  cerebral  cortex 
and  increases  cardiac  output  and  the  rate  and 
depth  of  respiration.  The  drug  user  may  state  he 
feels  pepped  up,  by  reduction  of  fatigue,  and  able 
to  exert  greater  energy  than  usual;  he  may  mani- 
fest an  increased  physical  activity,  but  there  is  lit- 
tle or  no  effect  on  basal  metabolism.  The  use  of 
amphetamines  by  an  athlete  may  produce  psychic 
stimulation  which  can  impair  his  judgment  and 
give  him  a false  impression  that  his  athletic  per- 
formance has  been  improved.  High  dosage  may 
result  in  undesirable  side-effects  such  as  dizziness, 

* Presented  at  the  166th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  Medical  Aspects  of  Sports, 
February  12,  1972. 


nausea,  headache,  agitation,  insomnia,  irritabil- 
ity, and  talkativeness.  Gross  overdosage  may 
lead  to  rapid  pulse,  hypertension,  shallow  respira- 
tion, pallor,  and  collapse.1 

My  experience  has  been  with  professional  foot- 
ball players,  and  they  have  a high  regard  for  the 
effectiveness  of  amphetamines.  Their  regard  is  so 
high  for  this  drug  that  they  take  it  without  check- 
ing into  its  name  or  dosage.  I never  saw  a foot- 
ball player  even  look  at  the  label  on  the  bottle 
from  whence  a drug  came.  As  long  as  it  looked 
familiar,  it  was  acceptable.  Unfortunately,  pro- 
fessional football  players  have  an  insatiable  appe- 
tite for  food  and  drugs,  so  it  was  never  a single 
tablet  but  started  at  three  or  four.  They  are  so 
hopped  up  after  the  game  that  they  have  to  be 
brought  down  with  liquor  or  an  oral  depressant. 
My  personal  opinion  about  amphetamines  is  that 
they  make  the  football  player  more  vicious  than 
he  is  already.  It  also  may  make  him  less  aware  of 
pain,  and  that  is  very  helpful  in  collision  and 
high-velocity  sports. 

In  the  1970  world  weight-lifting  championships 
held  in  Columbus,  Ohio,  9 of  the  first  12  medalists 
were  disqualified  because  their  urine  tests  re- 
vealed they  had  taken  amphetamines.  Although 
this  group  were  mainly  Europeans  and  Asiatics,  a 
United  States  champion  admitted  openly  to  using 
stimulants.  Since  the  weight  lifters  are  in  a cate- 
gory by  themselves  as  cultists  and  faddists,  they 
use,  in  addition,  quite  an  array  of  vitamin,  iron, 
and  protein  preparations,  which  will  be  elaborated 
on  later  in  this  article.  I know  one  boxing  coach 
who  told  me  he  uses  the  appetite-suppressant 
property  of  amphetamines  for  weight  control. 
However,  I think  he  surreptitiously  hopes  to  pro- 
duce a charged-up  boxer.  Amphetamines  are  no 
protection  against  a properly  placed  blow  and,  as 
a matter  of  fact,  may  make  the  boxer  more  prone 
to  a knockout. 

Androgenic-anabolic  steroids 

Androgenic-anabolic  steroids  are  hormones  that 
are  produced  in  the  body  and  are  commonly  asso- 
ciated with  development  of  the  secondary  sex 
characteristics,  masculinization.  In  addition, 
these  hormones  are  associated  with  anabolic  body 
building,  including  growth  and  maturation  of  the 
bones  in  children.  In  the  body  they  are  mainly 
produced  by  the  testes  as  testosterone.  Other 
sites  also  produce  androgenic  hormones.  These 
have  now  been  produced  synthetically.  Use  of 
these  hormones  often  leads  to  improvement  in  ap- 
petite and  results  in  retention  of  nitrogen  and 
other  minerals,  thereby  promoting  bodv-building 
processes.  These  hormones  also  prevent  tissue- 
depleting  processes  through  better  utilization  of 
dietary  protein.  These  frequently  lead  to  weight 
gain,  strength,  vigor,  and  sense  of  well-being. 

Therapeutically,  androgen  anabolic  steroids  are 
used  to  accelerate  growth  in  children  who  were 
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not  developing  physically  as  fast  or  as  tall  as  ex- 
pected.1 These  drugs  are  also  used  in  the  chroni- 
cally sick,  malnourished,  and  debilitated  patient 
in  an  attempt  to  reverse  the  nitrogen  loss  and 
lower  hemoglobin  and  serum  albumin  levels  that 
are  frequently  associated  with  these  conditions. 
It  is  also  used  in  cases  of  osteoporosis  to  relieve 
pain  and  encourage  calcium  deposition. 

Weight  lifters,  football  and  basketball  players, 
and  track  athletes  who  compete  in  the  decathlon 
and  in  field  events,  use  this  drug  to  put  on  weight 
and  presumably  added  strength.  Weight  lifters  in 
particular  combine  the  use  of  steroids  with  five 
small  feedings  of  high-protein  diets  along  with 
dessicated  liver  tablets  fortified  with  vitamin  Bt2 
activity,  iron,  and  other  vitamins  of  the  vitamin  B 
complex  family.  Vitamin  E is  taken  in  the  form 
of  purified  solution  of  wheat  germ  oil  and/or  sun- 
flower seeds.  Soybean  oil  supplies  a great 
amount  of  protein.  Heavy  doses  of  vitamin  C are 
also  taken,  but  not  for  weight. 

Some  of  the  weight  lifters  use  proteolytic  en- 
zymes such  as  papain  and  bromelains  to  aid  the 
digestion  of  their  protein  nutrient  intake.  Papain 
is  extracted  from  the  carica  papaya,  and  brome- 
lains is  extracted  from  pineapple.  These  prepara- 
tions tenderize  meat  and  I suppose  cause  the  ath- 
lete to  eat  more  and  gain  weight. 

Methandrostenolone  (Dianobol),  oxandrolone 
(Anavar),  nandrolone  (durabolin),  ethylestrenol 
(Maxibolin),  and  stanozolol  (Winstrol)  are  the  fa- 
vorite steroids.  The  most  popular  one  is  5-mg. 
tablets  of  methandrostenolone  which  are  taken 
most  frequently  with  dessicated  liver.  They  seem 
to  work  better  together  than  alone  in  bringing  on 
the  extra  weight  the  athletes  desire.  Up  to  30 
mg.  of  methandrostenolone  is  taken  daily  during 
the  season.  Then  after  the  season,  there  is  a rest 
of  two  to  three  weeks.  The  athlete  then  switches 
over  to  nandrolone  or  some  other  steroid.  When 
the  average  daily  dose  of  the  steroid  ranges  from 
20  to  30  mg.  or  more,  the  intake  becomes  exces- 
sive and  most  certainly  leads  to  side-effects. 
Along  with  weight  increases,  elevation  of  blood 
pressure  and  clinical  edema  can  be  expected. 
Laboratory  studies  show  liver  enzyme  and  elec- 
trocardiogram changes.  Euphoria  has  been  seen 
with  chronic  users.  Latent  diabetes  can  become 
clinical  diabetes.  Bleeding  ulcers  have  also  been 
seen  in  users. 

There  are  no  sound  medical  reasons  for  athletes 
to  resort  to  this  practice  even  if  it  does  increase 
weight  and  strength,  which  is  questionable.  The 
only  reliable  scientific  experiment  performed  to 
date,  by  Fowler,2  showed  no  increase  of  perfor- 
mance with  respect  to  strength,  motor  perfor- 
mance, work  capacity,  and  other  parameters  by 
athletes  using  this  drug.  The  increase  of  weight 
reported  by  athletes  and  their  handlers  may  be 
edema  or  perhaps  due  to  increased  food  intake  be- 
cause of  multiple  feedings. 


A story  has  been  making  the  rounds  concerning 
the  practice  of  giving  methandrostenolone  tablets 
daily  to  members  of  a professional  football  team 
in  California.  One  day,  one  of  the  football  players 
took  his  pill  to  his  physician,  who  identified  it  as 
methandrostenolone.  Methandrostenolone  is  a 
small,  innocent-looking  blue  tablet.  After  this 
disclosure,  the  player  accepted  it  daily,  but  in- 
stead of  swallowing  it,  he  placed  it  into  the  soil. 
The  story  continues  that  in  a short  period  of 
time,  the  turf  grew  more  abundantly  at  this  site 
because  of  the  nitrogen-retaining  properties  of  the 
drug.  This  drug  possesses  both  androgen  and  an- 
abolic properties.  However,  the  biochemists  have 
been  unable  to  delete  the  androgen  or  the  anabol- 
ic completely  from  each  other  in  the  finished 
product.  Therein  lies  some  of  the  hazards  associ- 
ated with  the  use  of  this  drug. 

If  this  is  taken  in  heavy  doses  or  over  long  peri- 
ods of  time,  adverse  reactions  such  as  priapism, 
hirsutism,  edema,  jaundice,  and  gynecomastia  can 
occur.  Prolonged  or  heavy  usage  of  this  drug  can 
lead  to  significantly  depressed  testosterone  pro- 
duction which  may  not  start  up  again  after  dis- 
continuance of  its  use.  This  can  lead  to  asper- 
mia,  testicular  shrinkage,  decreased  libido,  and 
infertility.  Perhaps  this  reduction  in  sexual  activ- 
ity leads  to  increased  eating. 

Are  we  now  creating  among  our  athletes  a new 
kind  of  eunuch  peculiar  to  the  twentieth  century? 
History  is  replete  with  information  about  very 
large  and  strong  men  who  were  used  as  body- 
guards and  custodians  of  harems  during  the  hey- 
day of  Islam,  who  were  in  fact  eunuchs.  Are  not 
the  athletes  who  take  this  drug  to  put  on  weight 
and  become  larger,  and  who  develop  aspermia, 
testicular  shrinkage,  decreased  libido,  and  infertil- 
ity, similar  to  eunuchs  of  yesteryear?  For  years, 
farmers  have  been  castrating  roosters  into  capons, 
first  by  instruments  and  presently  by  injection,  to 
develop  fuller  and  sweeter-tasting  breast  meat. 
Bulls  are  castrated  surgically  to  become  steers 
for  better  meat-producing  cattle.  I believe  these 
implications  merit  some  scientific  investigation. 

It  is  also  my  understanding  that  prostatic  trou- 
ble, even  cancer,  can  result  from  its  use.  Of  all 
the  drugs  that  are  now  used  by  athletes  such  as 
weight  men,  football  players,  trackmen,  and  oth- 
ers, I find  this  the  most  disquieting  because  it 
works  so  subtly.  Steroid  use  when  not  indicated 
is  bad  business. 

Anti-pain  medication 

Nobody  makes  waves  when  aspirin  or  any  of  its 
combinations  is  used  as  an  analgesic.  But,  let’s 
say,  phenylbutazone  (Butazolidin)  is  used  to  help 
reduce  an  athlete’s  pain  along  with  its  anti- 
inflammatory property;  I am  sure  that  if  one  of 
the  holier-than-thou  officials  got  wind  of  it,  he 
would  scream  “foul.”  Yet,  I have  never  heard  of 
any  recriminations  against  an  athlete  given  an  in- 
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jection  of  local  anesthesia  or  an  ethyl  chloride 
spray  for  an  injured  area. 

The  use  of  local  anesthesia  injections,  with  or 
without  corticosteroids,  has  reached  epidemic  pro- 
portions in  professional  sports.  Athletes  will  walk 
up  to  the  team  physician  and  actually  ask  for  a 
shot.  Until  I got  into  professional  sports,  I was 
not  a wielder  of  the  injection  needle.  I used  injec- 
' tions  only  with  chronic  pain  that  was  not  respond- 
ing satisfactorily  to  more  conventional  methods. 
The  professionals  taught  me  that  a well-placed 
needle  with  the  right  kind  of  anesthetic  and/or 
anti-inflammatory  agent  can  go  a long  way  in  re- 
ducing pain  and  disability.  The  physician  who 
injects  a ligament  or  a tendon  must  use  sound 
medical  judgment.  The  physician  uses  the  fol- 
lowing in  making  his  medical  decision: 

1.  Nature  and  extent  of  injury  and  possible  medical 

consequences. 

2.  Temperament,  motivation,  and  pain  threshold  of 

the  athlete. 

3.  Game  situation  and  circumstances.1 

Narcotics  are  used  to  reduce  and  eliminate  pain 
by  depressing  the  nervous  system.  They  also  help 
in  bringing  on  sleep  especially  in  athletes  who  are 
suffering  pain.  The  two  common  narcotics  that  I 
use  are  codeine  and  meperidine  (Demerol).  Co- 
deine is  also  a good  cough  suppressant.  My  fa- 
vorite narcotic  is  meperidine  which  combined  with 
aspirin  is  meperidine  with  aspirin,  phenacetin, 
and  caffeine  (30-mg.  APC).  I have  found  this  to 
be  a safe  and  effective  medication.  However,  pre- 
caution must  be  taken  that  this  dosage  is  not  ex- 
ceeded and  that  the  prescription  is  limited  to  10 
tablets  for  the  period  of  a week.  Usually,  only  a 
few  of  these  tablets  are  sufficient  to  eliminate  all 
the  pain.  Addiction  will  not  occur  if  this  regimen 
is  followed. 

Marihuana  is  used  by  athletes  no  more  or  less 
than  in  the  general  population.  Smoking  pot 
after  a game  is  frequently  done  to  relax  tired, 
bruised,  elated,  or  even  depressed  players.  In  low 
doses,  it  resembles  the  stimulating  effects  of  alco- 
hol. As  a matter  of  fact,  high  school  students  in 
my  area  who  have  trouble  buying  alcohol  or  beer 
resort  to  marihuana  because  it  is  easier  to  pur- 
chase and  they  can  get  a similar  high  feeling  of 
euphoria.  It  lasts  two  to  four  hours.  In  high 
doses,  it  is  certainly  hallucinogenic.  In  all  my  ex- 
periences with  athletes,  I have  never  seen  this 
drug  used  before  a game.  Use  of  it  before  a game 
can  lead  to  altered  sense  of  space  and  time. 
Mood,  judgment,  and  functional  ability  can  also 
be  altered  as  well  as  impairment  of  coordination. 
Conjunctivitis  and  increased  pulse  and  blood 
pressure  are  not  unusual  with  marihuana  users. 
Marihuana  in  athletes  can  lead  to  hard  drugs 
like  heroin,  especially  when  the  athlete  is  going 
downhill. 


Muscle  relaxants 

Muscle  relaxants  are  a real  fad,  and  for  the  life 
of  me,  I don’t  know  why  athletes  ask  for  them. 
Apparently  they  feel  a relaxed  muscle  is  a better- 
functioning muscle  than  one  in  spasm,  and  they 
are  right.  However,  the  athletes  that  I have  dealt 
with  have  hard  muscles  as  a result  of  good  condi- 
tioning. These  hard  muscles  have  to  be  differen- 
tiated from  muscles  that  have  gone  into  spasm  re- 
flexly  from  an  injury.  I don’t  believe  muscle  re- 
laxants are  indicated  because  an  athlete  says  he 
feels  tight;  therefore,  I see  no  point  in  even  men- 
tioning the  drugs  they  ask  for.  There  are  two 
muscle  relaxants  on  the  market  that  are  used  as 
tranquilizers.  Perhaps  it  is  the  sedating  effect  of 
these  drugs  on  the  athletes’  up  tight  feeling  that 
gives  the  muscle-relaxing  effect  they  are  looking 
for. 

Barbiturates 

Barbiturates  are  central  nervous  system  depres- 
sants that  are  used  to  bring  on  sleep  in  anxious, 
agitated,  and  tense  athletes.  Such  drugs  are  used 
on  all  levels  of  athletics  and,  in  my  opinion,  help 
athletes  get  sleep.  They  reduce  alertness  and  ca- 
pacity to  function  by  dulling  the  senses  and  de- 
pressing the  cardiac  and  respiratory  centers. 
Skeletal  muscular  activity  is  reduced;  reactions 
and  responses  are  slowed.  Coordination  becomes 
impaired.  Sufficient  dosage  brings  on  sleep. 
They  also  potentiate  the  action  of  analgesics.  A 
word  of  caution:  it  is  easy  to  take  an  overdose 

because  memory  lapses. 

Tranquilizers,  which  also  have  the  ability  to  se- 
date or  calm  a person,  do  so  without  causing  him 
to  go  to  sleep.  These  drugs  can  reduce  anxiety, 
tension,  and  agitation  without  interfering  with 
mental  alertness  and  physical  response.  They 
also  potentiate  the  effectiveness  of  analgesics. 

General  remarks 

I have  never  seen  a drug-intoxicated  or  addicted 
athlete.  Most  athletes  stop  the  drug  habit  once 
the  season  is  over.  However,  this  was  not  true  for 
“Big  Daddy”  Lipscomb,  professional  football 
player,  and  Billy  Bello,  a professional  boxer,  who 
both  died  from  heroin  poisoning.  The  1960 
Olympics  saw  the  death  of  a Danish  cyclist  who 
died  from  an  overdose  of  nicotinyl  alcohol  (Ronia- 
cal),  a vasodilator  which  is  used  clinically  for  pe- 
ripheral vascular  disease.  A number  of  deaths 
among  cyclists  and  soccer  players  because  of  over- 
dosage of  amphetamines  have  been  reported  from 
Europe.  The  famous  Tour  de  France,  which  is  a 
cycling  nightmare,  has  caused  a number  of  these 
deaths. 

How  are  we  going  to  prevent  these  misfortunes? 
This  is  a very  difficult  problem  to  handle  because 
most  of  the  athletes  have  established  a life  style 
by  the  time  they  come  into  our  athletic  and  medi- 
cal orbits.  Whether  or  not  you  agree,  many  of  our 
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athletes  are  quite  immature.  Some  of  our  super 
stars  are  included. 

Many  of  our  athletes  who  take  drugs,  hoping  to 
improve  their  performance,  rationalize  that  they 
do  so  in  order  not  to  be  placed  at  a distinct  disad- 
vantage because  of  the  drugs  taken  by  their  oppo- 
nents. This  is  even  more  true  of  our  amateur  ath- 
letes who  compete  in  international  and  Olympic 
competition.  Apparently,  our  athletes  are  con- 
vinced that  this  practice  is  condoned  in  foreign 
athletes  by  their  administrators.  Our  athletes 
point  to  the  iron  curtain  countries  in  particular, 
and  say  they  are  using  vitamins  and  drugs  that  we 
haven’t  even  heard  of.  And  so  our  United  States 
athletes  continue  on  their  way  with  drug  abuse. 
Whether  or  not  this  is  so  remains  to  be  proved. 

However,  this  is  only  part  of  the  problem  of 
drug  abuse  in  athletes.  Unconsciously,  excessive 
drug  taking  by  athletes  has  some  origin  in  the  oral 
stage  of  growth  and  development  of  a child.  One 
has  only  to  watch  athletes  continually  stuffing 
food,  drink,  vitamins,  drugs,  and  so  forth,  into 
their  mouths  to  realize  that  they  are  suffering 
from  tensions  that  seek  immediate  oral  gratifica- 
tion. This  is  the  big-mouth  syndrome  where  oral 
needs  are  paramount  and  require  immediate  grat- 
ification.3 Athletes  are  much  like  children  who 
have  been  overindulged  and  have  not  been  suffi- 
ciently exposed  to  graduated  doses  of  frustrations. 
They  are  in  fact  saying,  “We  want  what  we  want 
when  we  want  it.” 

Needless  to  say,  if  our  athlete  can  be  made 
aware  of  why  he  is  taking  drugs,  there  is  no  ques- 
tion but  that  he  would  stop  their  use.  An  ath- 
lete’s body  is  what  he  needs  to  do  his  thing.  If  he 
takes  drugs  that  can  easily  tear  his  body  down,  he 
is  really  a masochist  with  a big-mouth  syndrome 
who  enjoys  punishing  himself  more  than  he  enjoys 
beating  his  opponent.  Because  of  the  nature  of 
the  athlete,  a physician  should,  at  the  beginning 
of  the  season,  discuss  with  the  athlete  the  physio- 


logic effects  of  drugs  and  the  physiologic  needs 
that  cause  him  to  use  chemical  agents  to  improve 
his  performance.  It  should  be  made  clear  that 
performance  is  not  improved,  but  dependency  on 
drugs  or  overdosage  can  produce  psychic  and  sex- 
ual damage,  and  even  death.  This  lecture  should 
be  repeated  as  the  need  arises.  If  this  is  ineffec- 
tive with  some  of  the  athletes,  individual  pro- 
grams with  a psychiatrist  is  recommended. 

Conclusion 

Although  drugs  are  being  used  by  athletes, 
there  is  no  scientific  proof  that  performance  is  im- 
proved. As  a matter  of  fact,  deleterious  effects 
have  been  noted  with  its  use,  even  leading  to 
death.  The  recent  case  of  Ricky  DeMont’s  loss  of 
his  gold  medal  for  swimming,  and  disqualification 
from  future  events  in  the  1972  Munich  Olympics, 
was  because  he  used  ephedrine  sulphate,  theo- 
phylline, hydroxyzine  (Marax)  for  his  asthma. 
This  medication  contains  ephedrine  which  was 
on  the  banned  list  of  drugs  of  the  International 
Olympic  Committee  and  should  alert  athletes 
that  their  achievements  may  be  nullified  by  ath- 
letic governing  bodies.  At  present,  only  interna- 
tional athletic  meets  are  using  detection  methods 
for  drug  use  among  athletes.  I feel  quite  certain 
that  additional  pressures  are  going  to  be  placed  on 
athletic  administrators  for  similar  detection  ser- 
vices to  be  used  in  national,  state,  and  local  ath- 
letic events.  The  implications  are  obvious. 
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Imported  malaria  cases  occurred  in  epidemic 
numbers  in  New  York  City  in  the  1940s  and 
1950s.  Nearly  3,000  cases  were  reported  to  the 
City  of  New  York  Department  of  Health  during 
this  twenty  year  period  of  time.  Formal  reporting 
and  investigation  of  cases  had  been  instituted 
early  in  the  twentieth  century.  Beginning  in 
1942,  case  investigations  included  the  formal  re- 
cording of  epidemiologic  information  obtained 
from  each  case.  Epidemiologic  information  such 
as  patient  indentification  data,  the  source  and 
type  of  infection,  and  history  of  suppressive  medi- 
cation was  recorded.  With  the  rise  in  disease  in- 
cidence which  occurred  in  the  1940s,  the  health 
department  accumulated  a large  body  of 
epidemiologic  information  which  indicated  new 
characteristics  of  malaria  in  New  York  City.  The 
epidemiologic  features  described  during  this  peri- 
od have  been  seen  again  in  each  decade  since  that 
time  in  both  New  York  City  and  the  nation  as  a 
whole.  Neither  the  magnitude  of  the  local  malar- 
ia incidence,  nor  the  descriptive  details  obtained 
by  epidemiologic  investigation,  have  before  been 
summarized  and  presented. 

Methods 

The  data  presented  in  this  report  were  obtained 


FIGURE  1.  Cases  of  malaria  reported  annually  to  the 
City  of  New  York  Department  of  Health  1 940  to  1 960 

through  a retrospective  study  of  malaria  cases  re- 
ported to  the  New  York  City  health  department 
between  1940  and  1959.  A total  of  2,812  cases 
were  reviewed.  Each  case  was  investigated  at  the 
time  of  initial  report  bv  a health  department 
epidemiologist  who  confirmed  the  diagnosis  and 
recorded  pertinent  epidemiologic  information. 
Although  standard  reporting  forms  were  used, 
information  to  complete  these  forms  was  not  al- 
ways available.  This  article  reviews  and  summa- 
rizes all  data  available  from  all  case  reports. 

Results 

Endemic  malaria  transmission  ceased  in  New 
York  City  early  in  the  twentieth  century.1  Had  it 
not  been  for  World  War  II  and  the  Korean  con- 
flict, malaria  would  have  probably  become  a med- 
ical rarity  in  the  city.  This  disease,  which  had  an 
average  annual  case  incidence  of  68  in  the  1930s, 
had  an  annual  case  incidence  of  over  1,000  in 
1946. 2 The  annual  case  incidence  for  the  twenty- 
year  period  can  be  seen  in  Figure  1.  The  two 
major  peaks  seen  in  Figure  1 are  the  result  of  two 
major  wars — World  War  II  and  the  Korean  con- 
flict. The  two  peaks  of  incidence  are  extremely 
similar  in  the  population  affected  and  the  malaria 
species  involved.  The  only  major  difference  be- 
tween the  two  is  in  magnitude.  The  Korean  con- 
flict involved  a smaller  number  of  American  mili- 
tary personnel. 
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FIGURE  2.  Percentage  distribution  of  cases  of  malaria 
by  species  reported  to  the  New  York  City  health  depart- 
ment 1 942  to  1959 


Source  of  reports.  Beginning  in  1942  detailed 
records  first  became  available  identifying  the 
source  of  malaria  reports.  Although  many  cases 
came  to  the  attention  of  the  health  department 
because  of  consultation  requests  made  to  the  Divi- 
sion of  Tropical  Medicine  of  the  New  York  City 
health  department,  the  original  source  of  the  re- 
port was  most  often  found  to  be  hospitals.  A 
total  of  1,776  of  2,079  cases  (85.4  per  cent)  origi- 
nated in  hospitals,  246  (11.9  per  cent)  from  pri- 
vate physicians,  44  (2.1  per  cent)  from  public  clin- 
ics, and  13  (0.6  per  cent)  from  other  agencies. 

Seasonal  incidence.  During  the  period  of  en- 
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FIGURE  3 Cases  of  malaria  reported  to  the  New 


demic  malaria  in  New  York  City,  the  highest  dis- 
ease incidence  was  recorded  in  the  months  of  July 
through  September.2  Seasonal  periodicity  is  a 
predictable  feature  of  endemic  malaria  in  a tem- 
perate climate,  where  temperature  cycles  favor- 
able to  sporogeny  are  present  for  only  part  of  the 
year.  However,  it  should  be  apparent  that  im- 
ported case  incidence  need  not  correlate  with  local 
seasonal  factors.  Indeed  no  seasonal  periodicity 
was  evident  for  imported  cases  occurring  in  New 
York  City  during  the  1940s.  During  the  1950s  the 
greatest  number  of  cases  occurred  during  the 
months  of  July  and  August.  Investigation  of 
these  cases,  however,  clearly  revealed  their  source 
to  be  importation.  None  of  the  cases  was  ac- 
quired locally. 

Case  identification.  In  the  early  part  of  the 
twentieth  century  the  malaria  incidence  rate  in 
New  York  City  was  nearly  equal  in  males  and  fe- 
males.2 In  addition,  children  were  frequently  in- 
fected as  was  evidenced  by  the  large  number  of 
deaths  which  occurred  in  the  zero  to  four-year  age 
group.  Early  indications  of  a change  in  this  pat- 
tern emerged  in  the  1930s  when  the  male  attack 
rate  became  significantly  higher  than  the  female. 
With  the  onset  of  World  War  II,  this  pattern  be- 
came even  more  clearly  delineated.  Malaria  cases 
occurring  in  the  city  were  typically  found  in  young 
adult  American  males  who  were  in  or  who  had  re- 
cently been  discharged  from  the  military.  Be- 
tween 1942  and  1959,  2,064  of  2,144  (96.3  per 
cent)  of  the  cases  were  American;  2,018  (94.5  per 
cent)  were  between  fifteen  and  forty-four  years  of 
age;  2,088  of  2,175  (95.9  per  cent)  were  males  and 
1,537  of  1,655  (92.8  per  cent)  were  in  the  military 
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TABLE  I.  Reported  cases  malaria  New  York  City  by  source  of  infection  for  years  specified 


Years 

Number 

Imported* 

Per 

Cent 

Number  Per 
Inducedf  Cent 

Num- 

ber 

Cryp- 

tic** 

Per 

Cent 

Num- 
ber 
Intro- 
duced ft 

Per 

Cent 

Num- 

ber 

Indige- 

nous*** 

Per 

Cent 

Num- 

ber 

Congen- 

italftt 

Per 

Cent 

Total 

Number 

Per 

Cent 

1942  to 

2,397 

96.5 

15 

0.6 

66 

2.7 

0 

0.0 

6 

0. 1 

1 

0. 1 

2,485 

99.9 

1949 
1950  to 

127 

92.0 

8 

5.8 

3 

2.2 

0 

0.0 

0 

0.0 

0 

0.0 

138 

100.0 

1959 

Totals 

2,524 

96.3 

23 

0.8 

69 

2.6 

0 

0.0 

6 

0.2 

1 

0.1 

2,623 

100.0 

* Malaria  acquired  outside  the  United  States. 

t Malaria  acquired  through  artificial  means,  that  is,  transfusion,  syringe,  malariotherapy. 

** -Isolated  case  of  malaria  from  an  unknown  source  as  determined  by  epidemiologic  investigation. 

ft  Malaria  acquired  by  mosquito  transmission  from  an  imported  case  in  an  area  where  malaria  is  not  a regular  occurrence. 
***  Malaria  acquired  by  mosquito  transmission  in  an  area  in  the  United  States  where  malaria  is  a regular  occurrence, 
ttt  Malaria  acquired  transplacentally. 


TABLE  II.  Cases  of  malaria  reported  to  New  York  City 
health  department  by  area  of  importation  for  years 
specified 


Area  of 
Importation 

Years 

, — 1942  to  1949 — v 
Num-  Per 

ber  Cent 

Years 

✓ — 1950  to  1959 — v 
Num-  Per 
ber  Cent 

T o tals -v 

Num-  Per 

ber  Cent 

Africa 

110 

4.8 

19 

13.5 

129 

5.3 

Asia 

182 

7.9 

81 

57.4 

263 

10.8 

Australia 

13 

0.6 

1 

0.7 

14 

0.6 

Caribbean 

44 

1.9 

8 

5.7 

52 

2.1 

Central  America 

37 

1.6 

9 

6.4 

46 

1.9 

Europe 

46 

2.0 

6 

4.2 

52 

2.1 

Middle  East 

1 

0.1 

1 

0.7 

2 

0.  1 

Pacific  Islands 

1,841 

80. 1 

4 

2.8 

1,845 

75.6 

South  America 

25 

1.1 

12 

8.5 

37 

1.5 

Totals 

2,299 

100.0 

141 

99.9 

2,440 

100.0 

or  had  a recent  military  experience.  The  largest 
group  of  non-Americans  were  Europeans.  The 
largest  group  of  civilians  infected  were  those  with 
overseas  occupations,  three  fourths  of  them  mer- 
chant seamen.  Nine  per  cent  were  students. 

Diagnosis  and  species  identification.  Of  the 
1,701  cases  occurring  between  1940  and  1959  for 
whom  diagnostic  data  were  given,  1,548  (91.0  per 
cent)  were  confirmed  by  laboratory  means  and  the 
malaria  species  recorded.  Plasmodium  vivax  was 
identified  in  82.5  per  cent  of  the  cases,  Plasmo- 
dium falciparum  in  7.6  per  cent,  Plasmodium  ma- 
lariae  in  3 per  cent,  mixed  infections  in  0.9  per 
cent,  and  in  6 per  cent  the  species  was  unknown 
(Fig.  2).  Plasmodium  ovale  was  not  identified. 
Figure  3 demonstrates  the  annual  incidence  of 
malaria  cases  by  species  for  the  period  1942  to 
1959.  Figure  3A  demonstrates  the  high  incidence 
of  P.  vivax  infection  that  occurred  during  World 
War  II  and  the  Korean  conflict.  The  peak  of  inci- 
dence of  P.  falciparum  infection  seen  in  Figure  3B 
was  due  to  imported  African  malaria  primarily  in 
seamen.  The  peak  incidence  of  P.  malariae  seen 
in  the  same  figure  is  due  to  infections  among  drug 
addicts. 

Source  of  infection.  Although  indigenous  ma- 
laria had  occurred  in  New  York  City  earlier  in  the 
twentieth  century,  neither  an  epidemic  of  malaria 
in  the  United  States  between  1933  and  19373  nor 
the  importation  of  malaria  cases  into  New  York 


City  in  the  1940s  or  1950s  reintroduced  indigenous 
mosquito  transmission  of  malaria  in  the  city. 
The  overwhelming  majority  of  cases,  2,524  of 
2,620  (96.3  per  cent)  were  imported  (Table  I),  and 
occurred  as  a result  of  travel  or  residence  in  57 
different  countries,  territories,  and  possessions 
(see  Table  II).  Most  of  the  areas  of  importation 
were  in  the  highly  endemic  malaria  zone,  latitude 
45°N  to  latitude  20°S.  The  largest  single  group  of 
cases  came  from  the  Pacific  theater  of  operations 
in  World  War  II;  1,845  (75.6  per  cent)  cases  were 
acquired  in  this  region.  Asia,  primarily  China. 
Burma,  India,  and  Korea,  was  the  second  largest 
source  of  infection;  263  (10.8  per  cent)  cases  were 
imported  from  these  regions.  Approximately  one 
half  of  the  cases  occurring  in  the  1950s  were  ac- 
quired in  Korea. 

Twenty-three  cases  of  transfusion-induced  ma- 
laria and  2 cases  of  malaria  induced  for  the  treat- 
ment of  syphilis  were  reported  between  1940  and 
1959. 

P.  malariae  was  the  most  frequently  identified 
species  in  transfusion  malaria  in  spite  of  its  gener- 
ally low  overall  incidence.  Fisher4  reporting  on 
national  malaria  statistics,  also  found  that  P.  ma- 
lariae was  the  most  often  reported  species  associ- 
ated with  transfusion  malaria.  In  New  York  City, 
military  veteran  blood  donors  were  identified  as 
the  source  of  infection  in  only  3 cases.  All  of 
these  donors  had  P.  vivax  infections. 

Malaria  among  drug  addicts  was  prevalent  dur- 
ing the  1930s  and  1940s  but  had  disappeared  by 
the  1950s.  Nearly  one  half  of  the  annually  re- 
ported cases  in  the  1930s  were  addict  associated,2 
whereas  less  than  1 per  cent  of  the  cases  reported 
in  the  1940s  had  the  same  association.  Of  24  ad- 
dict-associated cases  reported  during  the  1940s, 
one-half  were  due  to  P.  malariae.  The  cases  were 
associated  with  no  deaths  and  were  concentrated 
among  adult  females  resident  in  the  Women's 
House  of  Detention  in  Manhattan.  These  cases 
contrast  to  those  reported  in  the  1930s  by  Hel- 
pern5  and  Most.6  Their  case  reports  described  P. 
falciparum  infections,  occurring  primarily  in 
males  and  associated  with  a high  case  fatality 
rate. 
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During  the  twenty  years  under  review,  2 cases 
of  congenital  malaria  were  reported.  The  first  oc- 
curred in  a one-month-old  infant  in  1941.  There 
are  no  details  available  regarding  this  case.  The 
second  case  occurred  in  1947  in  a twenty-nine- 
day-old  infant  who  developed  fever  and  anemia. 
The  infant  was  treated  with  quinacrine  and  re- 
covered. The  mother  of  this  newborn  was  a 
World  War  II  war  bride  from  Italy.  She  had  been 
a resident  in  the  United  States  for  one  year  and 
had  a history  of  recurrent  fevers  during  her  preg- 
nancy. 

Only  6 cases  of  malaria  investigated  were  classi- 
fied as  having  been  indigenously  acquired  in  the 
United  States.  None  of  these  were  acquired  in 
New  York  City.  The  Carolinas,  Louisiana,  Ar- 
kansas, and  Georgia  were  identified  as  source 
states  in  these  infections.  No  introduced  infec- 
tions were  known  to  have  occurred. 

Malaria  prophylaxis  and  relapse 

Quinacrine  (Atabrine)  was  the  most  commonly 
reported  chemoprophvlactic  used  during  the  1940s 
and  chloroquine  during  the  1950s.  Neither  of 
these  drugs  produce  a tissue  cure  of  P.  vivax  in- 
fection, hence  a large  number  of  relapses  might 
have  been  expected.  During  the  1940s  1,029  of 
1,623  cases  (63.4  per  cent)  gave  a history  of  previ- 
ous infection,  while  only  44  of  125  (35.2  per  cent) 
gave  the  same  history  during  the  1950s.  These 
percentages,  no  doubt,  include  a large  number  of 
original  misdiagnoses,  since  many  febrile  illnesses 
occurring  in  endemic  malaria  zones  are  treated  as 
malaria  when  laboratory  facilities  are  unavailable 
for  confirmation.  In  any  event,  an  apparent  re- 
duction in  the  number  of  relapses  occurred  be- 
tween the  two  decades.  The  two  major  factors 
which  may  have  played  a role  in  this  reduction  of 
apparent  relapses  were  the  introduction  of  prima- 
quine which  effectively  cured  most  tissue  P.  vivax 
infections  and,  even  more  important,  the  fact  that 
the  strain  of  malaria  found  in  Korea  did  not  have 
as  great  a tendency  to  relapse  as  the  Chesson 
strain  found  in  the  southwest  Pacific  in  World 
War  II. 

Mortality.  In  the  decades  of  the  1940s  and 
1950s,  a marked  decline  occurred  in  the  number  of 
deaths  secondary  to  malaria.  In  New  York  City 
this  may  well  have  been  due  to  the  high  incidence 
of  vivax  infection  and  its  more  benign  nature,  as 
well  as  advances  in  chemotherapy.  A total  of  15 
deaths  were  recorded  in  the  twenty  year  study 
with  an  overall  case  fatality  rate  of  less  than  1 per 
cent.  Detailed  information  was  available  on  13  of 
these  deaths.  P.  falciparum  was  associated  with 
all  malaria  deaths.  The  case  fatality  rate  can  be 
recalculated  for  P.  falciparum  to  be  4.3  per  cent. 
Although  the  overall  rate  is  much  lower  than  was 
recorded  earlier  in  the  century,6  this  case  fatality 
rate  for  P.  falciparum  is  higher  than  was  reported 
by  Fisher*  for  cases  occurring  in  the  United  States 


during  the  1960s.  Malaria  deaths  in  New  York 
City  occurred  primarily  in  adult  males  who  re- 
ceived no  treatment  or  delayed  treatment,  or  in 
whom  other  major  serious  underlying  diseases 
were  present. 

Comments 

The  data  clearly  indicate  that  a large  importa- 
tion of  malaria  occurred  in  New  York  City  during 
the  1940s  and  again  to  a lesser  extent  in  the  1950s. 
The  inherent  limitations  of  quinacrine  therapy  for 
P.  vivax  infections,  and  unavailability  of  alternate 
chemotherapeutic  agents,  helps  to  explain  the 
magnitude  of  the  outbreak  of  malaria  which  oc- 
curred in  the  military  and  exmilitary  population 
following  World  War  II.  The  problem  was  un- 
veiled locally  when  hundreds  of  ex-servicemen,  re- 
turning to  New  York  City,  developed  clinical  in- 
fections of  P.  vivax  malaria  following  discontinua- 
tion of  quinacrine  prophylaxis.  The  public  health 
effect  of  massive  importation  of  the  parasite  into 
the  community  was  unknown  at  that  time.  Con- 
trol of  endemic  malaria  in  New  York  City  had 
come  about  only  within  the  previous  two  decades 
by  a manifold  control  program  instituted  by  the 
New  York  City  health  department.2  The  concern 
of  the  health  department  about  the  prospect  of  re- 
established endemic  transmission  can  be  readily 
appreciated. 

The  immediate  control  activity  of  the  health 
department  was  the  scrupulous  follow-up  of  all 
identified  malaria  cases  with  the  primary  objec- 
tive of  determining  the  source  of  infection.  To 
assist  in  achieving  this  goal,  as  well  as  providing 
diagnostic  and  therapeutic  services  for  other  im- 
ported exotic  conditions  prevalent  in  the  city,  the 
Division  of  Tropical  Medicine  of  the  New  York 
City  health  department  was  formed  in  1943.  The 
division  was  instrumental  in  providing  expert 
medical  consultation  for  diagnosis  and  treatment 
of  malaria,  as  well  as  carefully  monitoring  all 
cases  for  the  possibility  of  induced  or  introduced 
infection.  Hundreds  of  case  investigations  were 
ultimately  performed,  and  their  result  conclusive- 
ly proved  that  the  disease  remained  confined  to 
the  military  population.  No  introduced  cases 
were  found  to  exist.  The  fact  that  an  outbreak 
did  not  occur  within  the  general  population  is  a 
reflection  of  many  factors:  (1)  the  efficacy  of  the 
mosquito  control  program  earlier  in  the  century; 
(2)  improved  efficacy  and  availability  of  chemo- 
therapeutic agents;  and  (3)  the  gametocidal  char- 
acteristics of  chloroquine  and  quinacrine  in  P. 
vivax  infections  which  quickly  curtailed  transmis- 
sion potential.  In  the  absence  of  transmission, 
the  natural  history  of  a malaria  infection  is  even- 
tual extinction.  P.  vivax  will  usually  sponta- 
neously disappear  from  the  human  host  within 
several  years.7  In  New  York  City  in  the  post 
World  War  II  period,  the  majority  of  infections 
were  manifest  within  the  first  few  months  after 
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discharge.  Although  records  were  not  kept  of 
subsequent  relapses,  all  relapses  were  clinically 
apparent  within  a two  year  period  after  discharge 
from  the  military. 

Summary 

A change  in  the  epidemiology  of  malaria  in  New 
York  City  occurred  between  1940  and  1959.  The 
major  change  was  in  the  source  of  infection  from 
indigenously  acquired  cases  to  imported  cases. 
With  this  change,  new  age-sex  specific  attack 
rates  were  recognized.  Large-scale  importation  of 
cases  failed  to  produce  an  endemic  outbreak  of 
disease,  and  in  the  years  between  World  War  II 
and  the  Korean  War,  and  the  years  between  the 
Korean  War  and  the  Vietnam  War,  the  virtual 
disappearance  of  malaria  continued  to  be  ob- 
served. In  1959  only  2 cases  were  reported  in  the 
entire  city  population.  Drug  addict-associated 
malaria  and  malariotherapv  for  the  treatment  of 
syphilis  ceased  during  the  1940s.  The  use  of  qui- 
nine for  dilution  of  heroin  in  New  York  City  un- 
doubtedly played  an  important  role  in  the  former. 


Acute  acalculous  cholecystitis 

Stones  are  found  in  90  to  95  per  cent  of  patients  with 
acute  cholecystitis  and  are  believed  to  be  a major  etio- 
logic  factor,  according  to  Richard  J.  Howard,  M.D.  and 
John  P.  Delaney,  M.D.  ( Minnesota  Medicine  55:  449 
[June]  1972).  Thirty-three  patients  were  reviewed  over 
a sixteen-year  period  from  1954  to  1969.  Seventy-five 
per  cent  were  older  than  fifty  years.  Only  4 patients 
had  prior  symptoms  referable  to  the  biliary  tract. 


With  the  cessation  of  the  Korean  conflict,  ma- 
laria cases  became  limited  to  travelers  to  endemic 
areas  and  the  infrequent  infection  resulting  from 
blood  transfusion. 
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Eight  developed  acute  cholecystitis  while  recovering 
from  surgery,  and  4 had  suffered  extensive  trauma. 
The  symptoms  in  these  patients  did  not  differ  appre- 
ciably from  those  with  acute  acalculous  cholecystitis. 
Right  upper  quadrant  pain  was  the  most  common 
complaint,  noted  in  26  of  the  patients.  Vomiting, 
abdominal  distention,  decreased  bowel  sounds,  jaun- 
dice, and  fever  were  frequent.  Fourteen  specimens 
showed  gangrene.  There  were  three  instances  of  empy- 
ema and  three  of  localized  perforation.  Of  twenty-five 
specimens,  seventeen  were  infected  with  E.  coli,  the 
organism  most  commonly  found. 
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Fever,  still  ill-defined  in  the  eighteenth  century, 
was  associated  with  high  mortality  and  specula- 
tive theory.1  Hermann  Boerhaave  (1668-1738) 
observed  rapid  pulse,  shivering,  and  body  heat; 
concluded  fever  was  due  to  impure  blood  (humor- 
alism);  and,  like  Thomas  Sydenham  (1624-1689), 
George  E.  Stahl  (1660-1734),  and  Gerhard  van 
Swieten  (1700-1772),  acknowledged  nature's  heal- 
ing powers.  William  Cullen  (1710-1790),  who 
constructed  labyrinthine  nosologic  tables,  con- 
ceived vascular  spasm  in  the  brain  as  the  cause. 
John  Brown  (1735-1788),  influenced  by  Albrecht 
von  Haller’s  (1708-1777)  demonstration  of  nerve 
function,  popularized  “Solidism”:  a theory  of 

fever  that  recognized  both  tension  and  relaxation 
of  the  solid  parts  of  the  vascular  and  nervous  sys- 
tem, and  which  was  precipitated  when  stimuli 
(cold,  heat,  food,  emotion,  miasma)  acted  upon 
previous  debility  (insufficient  tone)  or  excitability 
(excessive  tone).  Benjamin  Rush  proclaimed  one 
fever,  one  pathology,  and  one  treatment.2-4  The 
pathogenesis  (modified  Brunonian)  was  tension  of 
blood  vessels  when  irritants  disturbed  a debilitat- 
ed condition;  and  treatment  was  depletion  by 
bleeding  and  purging.  The  era  of  systems  and 
speculative  theories  which  dominated  medicine  fi- 
nally ended  with  the  advent  of  the  post-revolu- 
tionary Paris  school  of  clinicians  and  pathologists, 
and  contributions  by  American  students  of  Pierre 
Charles  Alexandre  Louis  ( 1787-1872). 5 

Yellow  fever,  difficult  to  diagnose  before  exact 
tests  became  available  in  the  1930s,  was  confused 
with  icterogenic  diseases  and  hot  weather  fevers: 
malaria,  dengue,  typhoid,  relapsing  fever,  and 
Weil’s  disease.8-8  Juan  Carlos  Finlay  (1833-1915) 
in  1881  suggested  the  virus  of  yellow  fever  was 
carried  by  a mosquito,  Aedes  aegypti.  Walter 
Reed  (1851-1902),  who  headed  the  Yellow  Fever 


Commission  (Jesse  W.  Lazear,  James  Carroll,  Ar- 
istides Agramonte),  in  1900  confirmed  Finlay’s 
conjecture;  proved  the  disease  was  transmitted  by 
the  bite  of  the  insect  which  was  infective  for  sixty 
days  whereas  the  patient  only  for  three  days. 
They  also  declared  yellow  fever  could  be  eradi- 
cated by  eliminating  breeding  sites,  fumigating 
homes  to  destroy  the  mosquito,  and  preventing 
vector  infection  by  isolating  the  sick  and  screening 
them  with  mosquito  netting.  Their  conclusions7-9 
assured  the  success  of  William  C.  Gorgas  ( 1859— 
1920)  in  Panama  and  Havana. 

The  epidemic  in  Philadelphia  in  1793  has  been 
the  most  publicized  fever  in  American  and  Euro- 
pean literature.10,11  The  excitement,12,11  bitter 
quarrels,  rivalries,  and  lack  of  humility  among 
physicians  who  aired  their  views  in  newspapers 
and  privately  printed  pamphlets;  errors  from  want 
of  scientific  information;  empirical  conclusions; 
and  disdain  for  accumulated  scientific  knowledge 
of  the  sixteenth  and  seventeenth  centuries  will 
still  be  a matter  of  interest  and  wonderment  for 
many  more  years.  Disregarded  entirely  was  “De 
Sedibus  et  Causis  Morborum’’  (On  the  Sites  and 
Causes  of  Disease)  published  by  Morgagni  (1682- 
1771)  in  1761,  and  the  lectures  by  Thomas  Bond 
(1712-1784)  at  the  University  of  Pennsylvania  in 
1766  referring  to  morbid  anatomy.10,14 

The  amazing  events12,15,18  of  the  most  devastat- 
ing disaster  that  ever  befell  an  American  city 
began  to  unfold  when  Rush17  saw  patients  with 
like  symptoms  in  an  area  of  the  city  where  a pile 
of  coffee,  recently  unloaded  by  a ship  from  the 
West  Indies,  lay  foul  and  decomposing  on  the 
wharf.  Based  on  this  coincidence,  he  announced 
(August  19)  there  was  an  epidemic12,18,19  of  bilious 
remitting  yellow  fever;  non-contagious  (Rush  first 
thought  it  was  contagious);  and  of  local  origin 
from  atmospheric  poison  arising  from  decaying 
coffee.17 

The  reaction  to  Rush’s  pronouncement  was 
seven  weeks  of  fear,  panic,  chaos  in  the  communi- 
ty, and  bitter  rivalries  and  contentiousness  among 
physicians.  Rush  was  attacked  for  hasty,  un- 
founded conclusions.11,18  Outraged  citizens  called 
him  traitor  to  the  city  and  denied  the  existence  of 
yellow  fever;  and  merchants  disclaimed  that  ships 
and  cargoes  brought  the  pestilence.  Indeed, 
many  physicians  stated  it  was  not  yellow  fever  but 
the  hospital  fever  of  Lind,  the  typhus  of  Cullen, 
the  jail  fever  of  Pringle,  and  the  ship  fever  of 
Blaine.12  The  College  of  Physicians20,21  (founded 
1786)  agreed  it  was  yellow  fever;  and  so  did  Wil- 
liam P.  Dewees,  M.D.  (1768-1841),  author  of  the 
first  American  textbook  on  pediatrics.2  However, 
William  Currie,  M.D.  (1754-1829)  identified  some 
cases  as  influenza  and  epidemic  catarrh;19,22  and 
Nassy23  (1747-1806),  in  a French  tract  with  paral- 
lel English  translation,  wrote  that  he  saw  160  pa- 
tients and  only  117  could  with  certainty  have  yel- 
low fever.24,25 
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The  majority  of  Philadelphia  physicians  be- 
lieved the  epidemic  was  imported  and  contagious; 
could  be  checked  by  quarantine  and  isolation;  and 
agreed  that  miasma  is  bad.15  Noah  Webster 
(1750-1843),  first  American  epidemiologist,9,26 
credited  miasma  and  epidemic  constitution  of  the 
atmosphere  as  the  source  of  infection;  and  recog- 
nized contagiousness  of  measles  and  smallpox  but 
not  of  yellow  fever.  James  Hutchinson,  M.D., 
port  physician,16  did  not  believe  it  was  imported, 
and  adopted  Rush’s  theory  of  origin.  Richard 
Bayley,  M.D.  (1745-1811),  New  York  Port  Health 
Officer,  believed  yellow  fever  was  imported  and 
advocated  quarantine  (he  died  of  the  fever  while 
caring  for  a shipload  of  stricken  Irish  immi- 
grants).27 The  College  of  Physicians  declared  that 
the  fever  was  imported  and  contagious,  though 
later  accepted  Rush’s  concepts,  and  issued  direc- 
tions for  control20  by  cleanliness  and  removal  of 
street  filth.  Currie19,22  also  viewed  the  epidemic 
as  imported  and  contagious.  Many  inhabitants 
were  convinced  that  it  was  imported16;  and  that 
with  the  fever  from  the  West  Indies,  there  also  ex- 
isted a species  of  pestilence  from  Marseilles. 
Some  physicians  supported  celestial,  planetary, 
and  demoniacal  influences.2  Physicians  with  ex- 
perience in  the  West  Indies,23,28,29  however,  be- 
lieved in  local  origin  from  noxious  matter  in  the 
air,  and  contagiousness  for  those  constitutionally 
homogeneous  with  the  corrupted  air.  Nassy  be- 
lieved miasmas  were  a “foul  influence  . . . that 
drained  the  animal  economy”  which  wind,  rain, 
and  thunder  can  disperse;  and  that  a diet  of  salt- 
ed meat,  green  fruits,  ciders  of  green  fruit,  and  ill- 
fermented  beers  only  added  to  susceptibility.  Dr. 
Jean  Deveze  (1753-1829),  a refugee  from  Cap 
Francois,29  stated:  yellow  fever  was  not  imported 
by  man  or  vessel;  that  it  was  epidemic;  nonconta- 
gious,  since  no  one  had  contracted  the  disease 
from  a patient  at  Bush  Hill  Fever  Hospital;  was 
caused  by  corrupted  atmosphere  from  stagnating 
pools  of  water,  burial  places,  docks,  ditches,  and 
manufactories;  and  variations  in  the  fever  were 
due  to  age,  sex,  constitution,  manner  of  living, 
location  of  home,  state  of  humor,  and  passions  of 
i the  soul.  Moses  Sheftal,  M.D.,  of  Savannah  illus- 
trated adulation  of  a former  student  in  a letter  to 
Rush  accepting  his  “master’s  description  of  the 
origin”  and  the  new  mode  of  “healing  of  yellow 
fever.”  25 

In  this  confusion,  Rush,11,30  fervently  devoted  to 
medicine,  “.  . . a pleasure  which  to  me  has  no 
equal  in  human  pursuits,”  was  the  chief  actor. 
He  dominated  the  scene;  fought  and  abused 
those  who  disagreed  with  him;  disseminated31 
public  instruction  for  self-treatment  with  purge 
and  lancet;  fought  a formidable  and  persistent  de- 
tractor in  the  courts  and  won  a momentous  victo- 
ry;32 and,  most  significantly,  more  than  a genera- 
tion of  physicians  continued  his  practice11  of  purg- 
ing and  bleeding  for  fifty  years  after  his  death  de- 


spite scientific  contributions  of  Bichat  ( 1771  — 
1802)  and  the  French  school.2,14 

Both  friends  and  foes  lashed  out  against  Rush 
for  his  public  utterances.31  Nassy23  condemned 
all  who  aired  theories  and  instructions  for  self- 
treatment causing  only  fear  and  panic,  and  even 
death,  from  aggravation  of  some  mild  illness  im- 
properly diagnosed  yellow  fever. 

The  epidemic  continued,  relentless  and  cruel,  in 
a totally  unprepared  community.  Philadelphia 
had  a population  of  40,000;  was  the  largest  and 
most  prosperous  city  of  the  new  nations;  center  of 
commerce  and  culture;  and  capital  of  the  United 
States.  But,  like  all  American  cities,  it  was  dirty: 
scavenger  hogs  roamed  the  streets15,16,33  disposing 
of  garbage  and  dead  animals  littering  unpaved 
streets  and  narrow  alleys;  flies  and  mosquitos 
flourished  in  summer;  and  neither  public  sewage 
system  nor  water  supply  was  provided.  Sinks 
(holes)  served  to  drain  water  from  the  gutters;  and 
bulged  with  accumulated  garbage,  filth,  and  dead 
animals. 

The  city,  deserted  by  all  who  could  flee,  suf- 
fered almost  total  dissolution  of  bonds  of  humani- 
ty 16,23,29.  children  abandoned  parents;  parents, 
children;  husbands,  wives;  wives,  husbands;  ser- 
vants, masters;  friends  forsook  each  other;  doors 
were  bolted;  and  Rush  warned  to  “.  . . keep  at  a 
distance  from  infected  persons  and  places.”  Pre- 
vention by  sanitation,  cleanliness,  and  bizarre 
methods  of  cleansing  the  environment  were  prac- 
ticed2,12,18,26: bonfires;  muskets  discharged;  nitre 

burned;  garlic  chewed  and  carried  in  pockets  and 
shoes;  tobacco  smoked;  tarred  rope  carried;  cam- 
phor in  nostrils,  mouth,  and  in  bags  hung  from 
neck;  walls  whitewashed  and  sprayed  with  vine- 
gar; floors  covered  with  fresh  earth  changed  daily; 
vinegar  rubbed  on  temples  and  loin,  used  as 
mouth  wash,  and  poured  on  handkerchiefs  sniffed 
and  stuffed  in  nose;  handshaking  and  society 
shunned;  walking  in  middle  of  street  to  avoid  con- 
tact with  dwellings;  “high  standards  of  cleanliness 
as  practiced  among  the  ancient  Jews”;  and  many 
simply  resigned  themselves  to  prayer  and  submis- 
sion to  the  will  of  God.  Nevertheless,  citizens 
died  so  fast  that  there  were  hardly  enough  people 
to  bury  them.12,13,16 

Bloodletting19  by  venesection  predated  medical 
science;  became  perilously  prevalent  in  the  seven- 
teenth century;  declined  in  the  eighteenth;  and 
was  revived  by  Rush  with  uncommon  zealotry 
during  the  epidemic  despite  his  revered  mentors: 
Sydenham,34  who  wrote,  “Nature  left  to  herself 
does  her  own  work  . . . acting  best  . . . independent 
. . . of  all  our  contrivances”;  and  Hippocrates,  who 
stated,  “Nature  is  the  first  physician.” 

Rush,  despondent  over  his  treatment  failures, 
discovered  a paper  in  his  library  written  in  1744 
by  John  Mitchell,  M.D.,  of  Virginia  reporting  6 
cases  of  yellow  fever  treated  with  purges,  sweat- 
ing, and  moderate  bleeding  to  evacuate  the  “hu- 
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mors.  (This  essay,  forwarded  to  Benjamin 
Franklin  to  be  read  before  the  American  Philo- 
sophical Society,  was  sent  for  criticism  to  Cadwal- 
lader  Golden.  M.D.;  and  when  it  reached  Rush, 
was  laid  aside,  forgotten,  among  accumulated  pa- 
pers. Dr.  David  Hosack  published  it  in  the 
American  Philosophical  Register  4:1843.  Jar- 
cho,35  eminent  medical  historian  and  physician, 
thought  that  one  of  the  6 cases  was  probably  yel- 
low fever  and  the  other  five  icterogenic  diseases, 
as.  infectious  hepatitis,  pneumonia  with  icterus, 
malaria,  relapsing  fever,  blackwater  fever,  and 
leptospirosis.)  Guided  by  Mitchell’s  regimen, 
Rush4  prescribed  10  grains  each  of  calomel  and 
jalop,  and  moderate  bloodletting  as  he  did  for 
“obstinate  intermittent  fever.’’  Convinced  of  its 
benefits,17  he  increased  the  dose  of  jalop  to  15 
grains  every  six  hours  until  four  to  six  evacua- 
tions; initiated  repeated  and  copious  bleeding  (as 
much  as  60-80  ounces);  and  advised  barley  water, 
chicken  broth,  and  cold  water  applications.  He 
informed  colleagues,  the  College  of  Physicians, 
and  newspapers  of  his  infallible  remedy.  He 
wrote  to  his  wife3  extolling  the  potent  purge  which 
cured  29  of  30  patients  treated  the  first  day  of  the 
attack,  because  it  is  in  the  “bowels  that  the  dis- 
ease first  fixes  its  poison”;  described  the  benefits 
of  sanitation  and  phlebotomy;  and  emphasized 
the  one  certain  prevention,  “to  fly  from  the  city.” 
Rush1719  made  delirious  claims;  and  when  he 
published  his  “Account  . . . his  European  repu- 
tation was  established.31  Opponents,  however, 
were  many.  Currie12,19  issued  a public  handbook 
describing  treatment  with  mild  purges,  blisters, 
and  the  method  of  neutralizing  miasmas  by  burn- 
ing charcoal  and  growing  plants.  One  physician12 
advised  eight  carrots,  one  endive,  twelve  turnips 
boiled  in  gall  water  and  used  a clyster  every  five 
hours.  The  French  physicians  prescribed2,4,7 
“plentiful  cool  drinks,”  mild  purge  for  headache, 
and  one  to  two  bleedings  of  6 to  8 ounces;  and  for 
children  a vermifuge  and  clyster  of  milk  and 
honey.  Their  opposing  views  aroused  such  violent 
antagonism  that  Rush  totally  ignored  his  French 
colleagues  in  his  writings.17  Nassy  stated  that  19 
of  117  yellow  fever  patients  died,  11  of  whom  were 
first  treated  bv  the  Rush  method;  and,  because  in 
yellow  fever  there  is  increased  fluidity  of  the  hu- 
mors, mercury,  which  dissolves  humors,  in  large 
doses  causes  certain  death.  He  described  au- 
topsies which  illustrated  the  direful  effects  of  mer- 
cury on  inflamed  intestines.  Deveze, 28,29  resident 
physician  at  Bush  Hill  during  the  epidemic,  vigor- 
ously opposed  Rush’s  therapy;  and  with  the  su- 
pervisors, Stephen  Girard  and  Peter  Helm,  insti- 
tuted a regimen  of  fresh  air,  rest,  cleanliness,  light 
diet,  stimulants,  quinine,  and  rarely2,3,15  purges 
and  bleeding.  Currie19  first  denounced  and  later 
adopted  bloodletting.  Adam  Kuhn  (1741-1817) 
called  Rush’s  purge  “a  dose  for  a horse"  and  a 
“murderous  dose,”  and  advised26  “bark,  camomile 


tea,  and  cold  effusions.”  William  Cobbett,  the 
journalist,  wrote  in  his  newspaper  that  Rush 
“killed  more  than  he  cured”  and  “contributed  to 
the  depopulation  of  the  earth.” 10 

The  epidemic  ended  with  the  first  frost.  Life 
resumed  in  Philadelphia;  but  with  important  dif- 
ferences: the  municipality  was  granted36  power  to 
pass  its  own  health  laws;  sanitation  efforts  during 
the  calamity  stimulated  the  early  sanitary  move- 
ment;7,9 an  unknown  author,  in  a letter  to  the 
American  Daily  Advertizer  of  August  29,  de- 
scribed the  value  of  spreading  oil  where  mosqui- 
toes breed;  and  a public  water  supply  was  started 
in  1799. 2 

Conclusions 

In  retrospect,  there  are  questions  concerning 
Rush  which  each  student  of  the  epidemic  must 
decide  for  himself.10  Were  Rush’s  concepts  all 
“nonsense  and  absurd,”  or  did  they  show  “judge- 
ment and  sagacity”;  was  there  “not  one  page  of 
scientific  value”  in  his  writings,  or  did  he  “antici- 
pate modern  medicine  in  many  ways?”  Holmes37 
defended  Rush’s  regimen;  claimed  that  many  of 
his  patients  survived  both  the  disease  and  the 
cure;  and  that  he  certainly  was  a man  of  self-con- 
fidence, courage,  reason,  and  observation.  The 
Cyclopedia  of  Practical  Medicine,  published  in 
1845,  advised  bloodletting  of  from  10  to  14  ounces, 
and  40  to  50  in  apoplexy.38 

It  is  well  to  end  knowing  that  some  people, 
many  who  died  and  were  never  remembered, 
cared  for  the  sick  and  buried  the  dead.  Nassy23 
took  note  of  this  in  the  conclusion  of  his  essay: 

Blessed  be  the  name  of  God,  notwithstanding  the 

crimes  and  horrors  committed  in  some  parts,  virtue 

and  charity  is  not  yet  banished  from  the  whole  earth. 
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the  number  of  bassinets  in  community  hospitals  was 
reduced  by  5.4  per  cent;  1971  births  decreased  3.8  per 
cent,  with  the  greatest  decrease  occurring  in  the  west 
North  Central  region. 

The  decline  is  variously  attributed  to  improved 
methods  of  birth  control,  liberalized  abortion  laws,  and 
prevalent  economic  conditions. 
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Obituaries 


Arthur  Joseph  Bedell,  M.D.,  of  Albany,  died  on  Sep- 
tember 17  at  the  age  of  ninety-three.  Dr.  Bedell  grad- 
uated in  1901  from  Albany  Medical  College.  He  was  a 
consulting  ophthalmologist  at  St.  Peter’s  Hospital  and 
an  honorary  ophthalmologist  at  Vassar  Brothers  Hospi- 
tal (Poughkeepsie).  Dr.  Bedell  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the  Amer- 
ican Ophthalmological  Society,  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  The  Pan  Ameri- 
can Association  of  Ophthalmology,  the  New  York 
Academy  of  Medicine,  the  Albany  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York 
(and  a past  president),  and  the  American  Medical  As- 
sociation. 

Ralph  Stephenson  Breakey,  M.D.,  of  Monticello, 
died  on  August  29  at  the  age  of  eighty-two.  Dr.  Break- 
ey graduated  in  1916  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  attending  sur- 
geon at  Monticello  Hospital  and  a consulting  surgeon 
at  Maimonides  Hospital.  Dr.  Breakey  was  a Fellow  of 
the  International  College  of  Surgeons  and  a member  of 
the  Sullivan  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Joseph  Calvelli,  M.D.,  of  New  York  City, 
died  on  March  25.  Dr.  Calvelli  graduated  in  1916  from 
University  and  Bellevue  Hospital  Medical  College. 

John  Patrick  Catapano,  M.D.,  of  Brooklyn,  died  on 
September  26  at  the  age  of  sixty-five.  Dr.  Catapano 
received  his  medical  degree  from  the  University  of 
Rome  in  1938.  He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Frederick  Eduard  Cohn,  M.D.,  of  Rhinebeck,  died  on 
February  28  at  the  age  of  seventy-four.  Dr.  Cohn  re- 
ceived his  medical  degree  from  the  University  of  Mu- 
nich in  1924.  He  was  an  attending  physician  at  North 
Dutchess  Hospital.  Dr.  Cohn  was  a member  of  the 
Dutchess  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  William  Conrad,  M.D.,  of  Little  Falls,  died  on 
September  30  at  the  age  of  sixty-three.  Dr.  Conrad 
graduated  in  1935  from  Albany  Medical  College.  He 
was  an  attending  physician  at  Little  Falls  Hospital. 
Dr.  Conrad  was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  Utica  Academy  of  Medi- 
cine, the  Herkimer  County  Medical  Society,  the  Medi- 


cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Henry  Doman,  M.D.,  of  Jackson  Heights,  died  on 
September  29  at  the  age  of  sixty-one.  Dr.  Doman  re- 
ceived his  medical  degree  from  the  University  of  Bolo- 
gna in  1936.  He  was  an  assistant  attending  physician 
at  City  Hospital  Center  at  Elmhurst.  Dr.  Doman  was 
a member  of  the  American  Academy  of  General  Prac- 
tice, the  American  Rheumatism  Association,  the 
American  Society  of  Tropical  Medicine  and  Hygiene, 
the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Reams  Andrew  Domser,  M.D.,  of  Boonville,  died  on 
September  13  at  the  age  of  sixty.  Dr.  Domser  gradu- 
ated in  1932  from  Harvard  University  Medical  School. 
He  was  a member  of  the  Oneida  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  H.  Epstein,  M.D.,  of  Jamaica,  died  on  October 
3 at  the  age  of  sixty-six.  Dr.  Epstein  graduated  in 
1930  from  McGill  University  Faculty  of  Medicine.  He 
was  an  associate  director-in-charge  of  pulmonary  dis- 
eases at  Queens  Hospital  Center  and  a consulting  phy- 
sician in  chest  diseases  at  Booth  Memorial,  St.  Jo- 
seph’s (Far  Rockaway),  and  Peninsula  General  Hospi- 
tals, and  a consulting  physician  at  the  United  States 
Public  Health  Service  Hospital,  Richmond.  Dr.  Ep- 
stein was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine  (Pulmonary  Diseases),  a Fellow  of  the 
American  College  of  Physicians,  a Fellow  of  the  Ameri- 
can College  of  Chest  Physicians,  and  a member  of  the 
American  Thoracic  Society,  the  New  York  Society  for 
Thoracic  Surgery,  the  Medical  Society  of  the  County  of 
Queens  (and  a past  president),  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Sidonia  T.  Furst,  M.D.,  of  New  York  City,  died  on 
September  28  at  the  age  of  eighty-two.  Dr.  Furst  re- 
ceived his  medical  degree  from  the  University  of  Vien- 
na in  1926.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Brian  Joseph  Gallagher,  M.D.,  of  Bellerose,  died  on 
September  27  at  the  age  of  sixty-four.  Dr.  Gallagher 
graduated  in  1934  from  Long  Island  College  of  Medi- 
cine. He  was  an  assistant  attending  surgeon  at  Mary 
Immaculate  Hospital.  Dr.  Gallagher  was  a member  of 
the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 
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John  S.  Giaccone,  M.D.,  of  Mount  Vernon,  died  on 
September  11  at  the  age  of  fifty-eight.  Dr.  Giaccone 
graduated  in  1943  from  Marquette  University  School  of 
Medicine.  He  was  an  attending  obstetrician  and  gyne- 
cologist at  Misericordia  and  Fordham  Hospitals.  Dr. 
Giccone  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

George  Gold,  M.D.,  of  The  Bronx,  died  on  September 
29  at  the  age  of  sixty-one.  Dr.  Gold  received  his  medi- 
cal degree  from  the  University  of  Zurich  in  1938.  He 
was  director  of  clinical  laboratories  at  Bronx  State 
Hospital.  Dr.  Gold  was  a member  of  the  American 
Association  of  Neuropathologists,  the  New  York  Patho- 
logical Society,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Richard  Randolph  Granger,  Jr.,  M.D.,  of 

Brooklyn,  died  on  September  16  at  the  age  of  eighty- 
two.  Dr.  Granger  graduated  in  1917  from  Columbia 
University  College  of  Physicians  and  Surgeons.  Re- 
tired, He  was  a former  associate  physician  at  Brooklyn- 
Cumberland  Medical  Center. 

Sophie  Hirsch,  M.D.,  of  Richmond  Hill,  died  on  Sep- 
tember 20  at  the  age  of  seventy-four.  Dr.  Hirsch  re- 
ceived her  medical  degree  from  the  University  of  Vien- 
na in  1925.  She  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  American  Public  Health 
Association,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edmund  R.  P.  Janvrin,  M.D.,  of  New  York  City,  died 
on  September  7 at  the  age  of  eighty-nine.  Dr.  Janvrin 
graduated  in  1909  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  physi- 
cian at  Bellevue  Hospital.  Dr.  Janvrin  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frode  Jensen,  M.D.,  of  New  York  City,  died  on  Octo- 
ber 6 at  the  age  of  sixty-five.  Dr.  Jensen  graduated  in 
1937  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  physician  at 
Lenox  Hill  Hospital  and  an  associate  attending  physi- 
cian at  University  Hospital.  Dr.  Jensen  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Thoracic  Society,  the  New 
York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  Allan  Kuhn,  M.D.,  of  Suffern,  died  on  Sep- 
tember 5 at  the  age  of  thirty-four.  Dr.  Kuhn  gradu- 
ated in  1964  from  the  University  of  Chicago  School  of 
Medicine.  He  was  an  attending  orthopedic  surgeon  at 
the  Good  Samaritan  Hospital  and  an  assistant  director 


of  surgery  at  New  York  State  Rehabilitation  Hospital 
(West  Haverstraw).  Dr.  Kuhn  was  a member  of  the 
Rockland  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Irving  Harvey  Kupersmith,  M.D.,  of  Brooklyn,  died 
on  July  16  at  the  age  of  sixty-four.  Dr.  Kupersmith 
graduated  in  1935  from  New  York  Medical  College. 

Nicholas  Raymond  Locascio,  M.D.,  of  New  York  City 
and  Yonkers,  died  on  September  18  at  the  age  of  sixty- 
eight.  Dr.  Locascio  graduated  in  1931  from  George- 
town University  School  of  Medicine.  He  was  a con- 
sulting psychiatrist  at  St.  Joseph’s  Hospital.  Dr.  Lo- 
cascio was  a member  of  the  American  Psychiatric  As- 
sociation, the  Association  for  Research  in  Nervous  and 
Mental  Disease,  the  Pan  American  Medical  Associa- 
tion, the  Yonkers  Academy  of  Medicine,  the  Westches- 
ter Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Francis  M.  Noonan,  M.D.,  of  Cohoes,  died  on  Sep- 
tember 16  at  the  age  of  sixty-four.  Dr.  Noonan  gradu- 
ated in  1935  from  Albany  Medical  College.  He  was  an 
attending  surgeon  at  Cohoes  Memorial  Hospital.  Dr. 
Noonan  was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  American  Geriatrics  So- 
ciety, the  Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ruth  Rabinovitch,  M.D.,  of  Glen  Cove,  died  on  Sep- 
tember 29  at  the  age  of  fifty-seven.  Dr.  Rabinovitch 
graduated  in  1940  from  Woman’s  Medical  College  of 
Pennsylvania.  She  was  an  attending  psychiatrist  at 
Hillside  Hospital.  Dr.  Rabinovitch  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry and  Child  Psychiatry)  and  a member  of  the 
American  Academy  of  Child  Psychiatry,  the  American 
Psychiatric  Association,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Louis  Rothfeder,  M.D.,  of  New  York  City, 
died  on  September  9.  Dr.  Rothfeder  graduated  in  1921 
from  Fordham  University  School  of  Medicine. 

Fordvce  Barker  St.  John,  M.D.,  of  New  York  City, 
died  on  September  19  at  the  age  of  eighty-nine.  Dr. 
St.  John  graduated  in  1909  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a consult- 
ing surgeon  at  Presbyterian  Hospital  where,  in  1921,  he 
was  appointed  chief  of  the  first  surgical  division  and  an 
associate  professor  of  surgery  at  the  College  of  Physi- 
cians and  Surgeons.  In  1919  he  became  an  associate 
professor  of  surgery  at  Presbyterian  and  emeritus  pro- 
fessor in  1948.  Retired  in  1949,  Dr.  St.  John  was  a Di- 
plomate of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of 
the  American  Surgical  Association,  New  York  Acade- 
my of  Medicine,  the  New  York  Surgical  Society,  the 
New  York  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 
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Joseph  Salan,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 30  at  the  age  of  seventy-nine.  Dr.  Salan  gradu- 
ated in  1917  from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Benjamin  Segal,  M.D.,  of  New  York  City,  died  on 
September  28  at  the  age  of  seventy-five.  Dr.  Segal 
graduated  in  1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  obste- 
trician and  gynecologist  at  Lincoln  Hospital.  Dr. 
Segal  was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  Ewing  Seley,  M.D.,  of  Islip  Terrace  and  Deer 
Park,  died  on  September  15  at  the  age  of  forty-five. 
Dr.  Seley  received  his  medical  degree  from  the  Uni- 
versity of  Amsterdam  in  1957.  He  was  a member  of 
the  American  Fertility  Society,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Newton  Shell,  M.D.,  of  Freeport,  died  on  Sep- 
tember 26  at  the  age  of  seventy-three.  Dr.  Shell  grad- 
uated in  1928  from  Vanderbilt  University  School  of 
Medicine.  He  was  a consulting  surgeon  at  Nassau, 
Mercy,  Long  Beach  Memorial,  and  South  Communities 
Hospitals  and  an  emeritus  surgeon  at  Meadowbrook 
Hospital.  Dr.  Shell  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Nassau  County 
Medical  Society  (and  a past  president),  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Burnett  Shields,  M.D.,  of  Glens  Falls,  died  on 
June  28  at  the  age  of  eighty-one.  Dr.  Shields  gradu- 
ated in  1918  from  Harvard  University  Medical  School. 


He  was  a consulting  physician  at  Glens  Falls  Hospital. 
Dr.  Shields  was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  Glens  Falls  Academy 
of  Medicine,  the  Warren  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Steingesser,  M.D.,  of  New  York  City,  died 
on  September  29  at  the  age  of  seventy-five.  Dr.  Stein- 
gesser graduated  in  1923  from  Long  Island  College  Hos- 
pital. He  was  a member  of  the  American  Academy  of 
General  Practice  (also  a charter  member  and  a past 
president).  During  World  War  II  he  served  as  a lieu- 
tenant in  the  United  States  Navy  Medical  Corps  and 
for  ten  years  was  a medical  advisor  to  the  director  of 
selected  service  for  New  York  City.  Dr.  Steingesser 
was  also  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Hans  J.  Stenger,  M.D.,  of  Woodside,  died  on  Sep- 
tember 11  at  the  age  of  seventy-five.  Dr.  Stenger  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1922.  He  was  a clinical  assistant  dermatologist  at 
City  Hospital  Center  at  Elmhurst.  Dr.  Stenger  was  a 
member  of  the  Aerospace  Medical  Association,  the 
American  Academy  of  Allergy,  the  American  Geriatrics 
Society,  the  American  School  Health  Association,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Edward  Voss,  M.D.,  of  Scarsdale,  died  on 
September  26  at  the  age  of  seventy-three.  Dr.  Voss 
graduated  in  1930  from  McGill  University  Faculty  of 
Medicine.  He  was  an  attending  dermatologist  at  Law- 
rence Hospital.  Dr.  Voss  was  a Fellow  of  the  American 
College  of  Physicians  and  a member  of  the  Westchester 
Academy  of  Medicine,  the  New  York  State  Society  of 
Internal  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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SOUND 
BARRIER 


For  patients  who  can  t or  won  t use  the  pill  or  an  IUD 

While  no  contraceptive  is  one  hundred  percent  effective,  the 
Ortho  All-Flex  Diaphragm  and  Ortho-Gynol  Contraceptive  Jelly, 
together,  act  as  a very  effective  barrier  to  conception  and  is 
a method  that  is  rarely  contraindicated. 

Ortho  All-Flex  is  designed  to  provide  comfort  and  reliability 
and  to  meet  the  highest  esthetic  standards  of  the  most  dis- 
criminating women. 

Ortho  All-Flex  Diaphragms  are  made  of  high  quality,  long- 
lasting  latex  They  won't  discolor  when  used  with  Ortho-Gynol 
Contraceptive  Jelly  or  Ortho-Creme*  since  these  contain  no 
phenylmercuric  acetates.  No  introducer  is  needed;  the  unique 
spring-within-a-spring  construction  forms  a perfect  arc 
wherever  compressed. 

Consider  the  advantages  of  prescribing  the  Ortho  All-Flex 
Diaphragm  and  Ortho-Gynol  when  you  and  your  patient  decide 
on  the  diaphragm  and  jelly  method  of  conception  control 
If  you  would  like  a professional  fitting-ring  set 
lorthoj  and  fitting-procedure  brochure,  please  contact 
W your  Ortho  representative. 

Ortho  Pharmaceutical  Corporation.  Raritan,  New  Jersey  08869 


The  Ortho  All-Flex* 
Diaphragm  with 
Ortho-Gynol* 
Contraceptive  Jelly 

■Trademark  © ORTHO  PHARMACEUTICAL  CORPORATION  1973 


This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
from  a scientific  exhibit  which  won  the  Hull  Award  as  the  "best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdraw 
symptoms  (including  convulsions),  following  discontinuation  o 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  < 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedatio 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  no 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  {e.g.,  excitement,  stimulation  and  acute  rage)  have  bei 
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TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HC1 ) and  the  antisecretory  action  of  Quarzan®  (clidinium  Br) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 


Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements  — 1 or  2 
capsules,  3 or  4 times  daily.  Rx:  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx : Librax  # 1 00  for  follow-up  therapy— this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer 


adjunctive 


Librax 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


eported  in  psychiatric  patients.  Employ  usual  precautions  in 
eatment  of  anxiety  states  with  evidence  of  impending  depression; 
uicidal  tendencies  may  be  present  and  protective  measures  nec- 
ssary.  Variable  effects  on  blood  coagulation  have  been  reported 
ery  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
ausal  relationship  has  not  been  established  clinically, 
dverse  Reactions:  No  side  effects  or  manifestations  not  seen 
ith  either  compound  alone  have  been  reported  with  Librax. 

’/hen  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
taxia  and  confusion  may  occur,  especially  in  the  elderly  and 
ebilitated.  These  are  reversible  in  most  instances  by  proper 
asage  adjustment,  but  are  also  occasionally  observed  at  the 
iwer  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
Iso  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
inor  menstrual  irregularities,  nausea  and  constipation,  extra- 
rramidal  symptoms,  increased  and  decreased  libido— all  in- 
equent  and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activityjmay  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc.- 

Nutley,  N.J.  07110 
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YOUR  STATE  SOCIETY  PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  PROGRAM  GIVES  YOU.  . . 


STABILITY . . . 
Supervision . . . 


a strong  insurance  company  and  a program  that  has 
provided  continuous  protection  for  the  past  fifty- 
two  years. 

by  the  Professional  Medical  Liability  Insurance  and 
Defense  Board  of  the  Society. 


SERVICE  . . 


by  the  Society’s  Legal  Counsel  for  the  defense  of 
suits;  by  experienced  Company  personnel  for  the 
investigation  of  claims;  and  by  this  office  for  all 
matters  relating  to  your  professional  liability  in- 
surance. 


Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 

John  D.  Fiori  • Richard  F.  Lutz  • John  A.  Aversa  • Rita  A.  O’Donohue 

H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
212-684-3211 
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Phenaphen  (A  H.  Robins  Company) 2540 
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Loridine  (Eli  Lilly  & Company) 2550 

Wycillin  (Wyeth  Laboratories)  2548 

Antibiotic  injectables 

Garamycin  (Schering  Corp.)  2542,  2543 

Automobile  leasing 

Waldorf  Auto  Leasing  2547 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceuticals)  2613 

Decongestant  antihistaminics 

Triaminic  (Dorsey  Laboratories)  2556 


Laxatives 

Stimulax  (Geriatric  Pharmaceutical  Corp.)  2523 

Nasal  decongestants 

Dimetapp  (A  H Robins  Company) 2539 


Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories)  . . . .2524,  2525,  2526 


Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Company)  2529 


Surface  analgesics 
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PHYSICIANS— MEDICAL  DIRECTORS 

PARTIAL  LISTING  FOR  HOSPITALS,  MEDICAL  GROUPS  & INDUSTRY. 

MD-Emergency  Room  Specialists 
MD-Dir.  of  Emergency,  Upstate  NY 

MD-Dir  of  Psychiatry-Bd.  Cert.  Affiliated  with  Med  school:  Fac- 

ulty appt.  Grad,  of  faculty  caliber  prfd.  Requires  Prev'°us 
faculty  appt  from  top  Ivy  League  Medical  School.  On-the-ocean 
New  England. 

MD-Dir  of  Community  Medicine.  Admin  ability  to  improve, 
innovate  & initiate  current  programs.  Must  possess  warm,  out- 
going personality.  Will  be  working  with  satellite  clinics  on  drug 
abuse  programs.  Med  school  appt. 

Also  looking  for  MD's 
in  all  other  specialities 

No  fee  to  candidate.  INTERVIEW  by  appointment  only. 
(212)  RH  4-3615,  3466. 

LEE  TODD 

Consultant/Executive  Search— “The  specialists  in  Recruitment.” 

85  East  End  Ave.,  NYC  10028  (Mailing  address  only). 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT  D 


THIRD  YEAR  RESIDENCY  IN  PSYCHIATRY:  AN  UNUSUAL  OPPOR- 

tunity  for  residents  interested  in  preparing  for  private  practice.  Intensive 
individual  psychotherapy  emphasized  with  considerable  supervision.  Also 
supervised  training  in  group,  milieu,  pharmaco,  and  somato  therapies.  Addi- 
tional opportunity  for  research  training  and  experience  with  ongoing  research 
projects.  Stipend  $18,500  per  annum,  with  major  medical  insurance  benefits. 
Write  Charles  P.  Neumann,  M.D.,  Medical  Director,  Silver  Hill  Foundation, 
Box  1177,  New  Canaan,  Conn.  06840. 


PEDIATRICIAN.  FULL  TIME,  NEW  YORK  AREA.  MULTI-SPECIALT\ 
Group.  Salary  $27,000  a year.  Dept.  344,  c/o,  NYSJM. 


ALBANY  V.  A.  HOSPITAL  HAS  URGENT  NEED  OF  A BOARD  CERTIFIED 
or  Board  Eligible  Anesthesiologist  to  fill  a vacancy  created  bv  the  ret^ement 
of  the  Chief  Anesthesiologist.  This  1000  bed  hospital  is  closely  affiliated  with 
the  Albany  Medical  Center  Hospital  and  College.  The  position  offers  a ve  y 
stimulating  and  worthwhile  experience,  with  opportunity  for  teaching.  There 
is  Tn  active  program  in  all  specialties,  including  General  Surgery  Kidney 
Transplants,  ^Urology,  Thoracic,  Vascular,  Neurosurgery,  Plasbc  Surgery, 
E E N T and  Orthopedics.  Equipment  is  complete  and  up  to  date  for  admin- 
istration of  all  agents  and  techniques.  The  appointee  will  join  another 
anesthesiologist  and  seven  nurse  anesthetists.  Salary  dependent  on  quahbca 
tions  and  experience.  Send  resume  to  Personne  Service  (135),  \ . A.  Hospital. 
Albany,  N.Y.  12208.  An  equal  opportunity  employer. 


WE  ARE  INTERESTED  IN  OBTAINING  AN  INTERNIST  FOR  OUR 
group.  Our  group  consists  of:  Two  surgeons,  one  Internist  and  three 'Gen- 
eral Practitioners.  Immediate  opening,  generous  salary.  Full  partnership 
offered  at  the  end  of  one  year.  Night  call  and  week-ends  shared  equally  amon 
all  doctors.  In  addition,  paid  medical  legal  insurance  medical  society  dues 
and  car  expenses.  New.  well  equipped  hospital  one  mile  from  office  e are 
located  in  a beautiful  vacation  area,  with  activities  galore  for  the  entire  family. 
We  are  95  miles  from  New  York  City  and  90  miles  from  Albany.  Please  call 
or  write  directlv  to  Dr.  Fred  Horwitz,  60  Center  Street,  Ellenville.  N.Y.  12428. 
(914)  647-5300." 


SIX  MAN  G.P.  GROUP  SEEKS  REPLACEMENT  G.P.  OR  INTERNIST 
for  partner.  Cover  every  sixth  night  and  weekend.  Beautiful  college  town  9 
miles  from  New  York  City.  Excellent  hospitals.  Early  partnership  Vaca^ 
tion  area.  Joseph  F.  Krivda.  M.D.,  Medical  Associates  of  New  Paltz.  New 
Paltz,  New  York  12561. 


PATHOLOGIST:  POSITION  AVAILABLE  AS  DIRECTOR  OF  PATHOLOGY 
Department  for  120  bed  acute  hospital  located  in  Rochester,  NA  Now ’under 
construction  is  194  bed  acute  hospital  with  120  bed  nursing  home  and  extended 
care  unit  attached.  Basic  responsibilities  are  to  perform  anatomical  and  tissue 
pathology  for  present  hospital  and  plan  for  clinical  laboratory  at  new  hospital. 
Remuneration  commensurate  with  qualifications  and  experience.  ben  ' 
qTies  and  curriculum  vitae  to:  William  B.  Woods  Executive  Vice  President. 
Park  Avenue  Hospital,  789  Park  Ave.,  Rochester,  N.Y.  1460/. 


OPPORTUNITIES  FOR  PSYCHIATRISTS  ARE  AVAILABLE.  VACANCII 
exist  for  psychiatrists  with  salary  to  $34,363  depending  upon  qualificatioi 
6L%  increase  in  salary  expected.  Applicants  must  be  licensed  or  he 
ECFMG  and  LMCC.  Gowanda  is  an  accredited  psychiatric  hospital  operat 
bv  the  N.Y.S.  Department  of  Mental  Hygiene,  south  of  Buffalo.  N.Y.  Ber 
fits  include  3fe  weeks  paid  leave  and  11  paid  holidays  during  the  fire t v« 
of  employment.  A liberal  noncontributory  retirement  plan  is  one  of  the  ma 
benefits.  Contact  Director,  Gowanda  State  Hospital,  Helmuth,  N A 140i9. 


EMERGENCY  DEPARTMENT  PHYSICIAN,  GROUP  PRACTICE,  THO 
sand  Island  resort  area.  Four  perfect  seasons  for  fishing,  boating,  or  skin 
Our  program  features  fee-for-service,  $35,000  guaranteed  annual  income, 
hour  week,  educational  time,  vacation,  sick  leave  plus  administrative  resp< 
sibilities  with  commensurate  pay.  Send  data  plus  background  to.  ft 
Carlton  B.  Shannon,  Administrator,  The  House  of  the  Good  Samarit; 
Watertown,  N.Y.  13601. 


DIRECTOR  OF  EMERGENCY  DIVISION,  MAINE  MEDICAL  CENT! 
Portland  Maine.  Challenging  position  requiring  ability  in  teaching  clini 
practice  and  administration.  An  equal  opportunity  employer.  Conta 
Richard  C.  Dillihunt.  M.D.,  Chairman,  Search  Committee,  i Bramhall  . 
Portland,  Maine  04102. 


FOUR  YEAR  APPROVED  SURGICAL  RESIDENCY  PROGRAM.  UNI 
pected  vacancy,  3rd  year  level,  presently  available.  July  1974,  4th i year  p 
tion  open.  Write:  Anthony  C.  Barbara,  M.D..  Director,  Surgical  Educat 
Hackensack  Hospital.  Hackensack.  New  Jersey  07601. 


EMERGENCY  ROOM  PHYSICIANS.  FULL  TIME  POSITION  IMME 
ately  available  in  250-bed  J.C.A.H.  approved  community  hospital  locatec 
the  Hudson.  60  miles  north  of  New  \ ork  City.  New  York  license  requi 
Five-man  group.  Fee  for  service  basis,  $32,000  minimum.  Liberal  bene 
Flexible  40  hour  week.  Area  services  120,000.  New  facility  planned^ 
member  staff  representative  of  all  specialties.  Contact  A.  L Lewis.  M 
Director  of  Emergency  Services,  St.  Luke  s Hospital,  Newburgh.  . A.  1- 
Phone  (914)  561-4400."ext.  260. 


EMERGENCY  ROOM  PHYSICIAN:  FULL  TIME  FOR  MARCH  19. 

phvsician  department;  342-bed  hospital;  35.000  visits:  1 . hours  from  - ■ 
N.Y.  State  license  required.  Norman  E.  Watt,  M.D..  \assar  Brother.  . 
pital,  Poughkeepsie,  N.Y.  (914)  431-2305. 


MISCELLANEOUS 


MEDITATION  TECHNIQUES:  A WORKSHOP  FOR  PHYSICIANS  ( 
ducted  by  a physician  in  New  \ork  City.  Tuesday  afternoons.  Please  £ 
stating  specialty.  Dept . 357 , c /o  N\  SJM . 


PRACTICES  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIFIED.  SEEKS  PARTNERSHIf 
individual  practice  New  York  and  New  Jersey  license  Dept  21o 
NYSJM 


NEUROLOGIST,  AGE  31,  UNIVERSITY  TRAINED.  BOARD  F.LIC, 
seeking  opportunity  for  solo  practice  or  partnership  in  areas  outside  New 
City.  Has  N.Y.  license  through  FLEX.  Dept.  360,  c/o  NYSJM. 
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RACTICES  WANTED— CONT'D 


.LERGIST,  MEDICAL  SCHOOL  AFFILIATION,  DESIRES  TO  PURCHASE 
itllergv  practice  in  Long  Island,  Queens  or  Manhattan.  Dept.  359,  c/o 
NYSJM. 


DSITIONS  WANTED 

OLOGIST:  AGE  30,  UNIVERSITY  TRAINED,  MILITARY  OBLIGATION 
ompleted.  married.  Seeks  association  leading  to  partnership,  or  solo  prac- 
ice.  Available  July  1974.  Mark  Fagelman,  M.D..  55  Reymont  Ave.,  Rve, 
J.Y.  10580. 


SICIAN.  AGETO.  HEALTHY,  BOARD  OPHTHALMOLOGIST,  5 YEARS 
.P.  experience,  recent  acupuncture  training,  wishes  any  part  time  activity, 
.'ept.  361,  c/o  NYSJM. 



PACTICES  AVAILABLE 


I RENT  OR  SALE:  GENERAL  PRACTICE.  ESTAB.  30  YRS.,  GROSS 
0,000  plus  low  overhead,  35  hr.  week,  no  weekends  or  holidays;  equipped  for 
(G,  phonocardiogram,  blood  lab.,  bacteriology,  recordophone,  copy  ma- 
ine.  Dept.  362,  c/o  NYSJM. 

I 

« AL  ESTATE  FOR  SALE  OR  RENT 

I 


RTO  RICO.  RENT  MY  DELUXE  BEACHFRONT  CONDOMINIUM 
•artment,  weekly,  monthly,  seasonally;  less  than  % cost  of  hotel  accommo- 
»tions,  Condado  area,  furnished,  air-conditioned,  sleeps  up  to  5 people,  2 
(races,  swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  to  shop- 
|ig,  hotels,  restaurants.  (212)  746-3587.  9:30-5:00  P.M.  weekdays. 


W SMYRNA  BEACH,  FLORIDA;  TIRED  OF  CROWDS  AND  HI-RISES? 
— Jw  2-story  condominium.  Ocean  front.  2 bedrms,  2 baths,  2nd  floor. 
Ivate  balcony;  completely  furnished;  2 pools;  nearby  golf  and  yacht  clubs, 
tnvenient  to  Disney  World.  Daytona,  Cape  Kennedy.  Reasonable  rates, 
sir.  Birardi,  M.D.,  R.D.  r2,  Auburn,  N.Y.  13021. 


Experienced — Screened — References  Checked 

HOME  ATTENDANTS 

To  Care  For  Sick  and  Elderly 

INFANT  ATTENDANTS 

No  Fee  To  Patient  Or  Attendant 

212  [688-0540 


NURSE  AND  MEDICAL  PLACEMENT  OFFICE 

New  York  State  Department  of  Labor 
444  Madison  Avenue,  New  York,  N.Y.  10022 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


REST  HOME:  FAMILY  STYLE,  SHANGRI-LA  FOR  YOUR  LOVED  ONES, 
overlooking  lake;  5 bedrooms,  4 baths,  semi-private  rooms,  sharing  bath. 
$150  per  week.  Call  or  write:  Mrs.  Rinaldo  Dipre,  Lake  Ellis  Rd.,  Wingdale, 
N.Y.  12594.  (914)  832-2901. 


FOR  RENT:  BROOKLYN  HEIGHTS,  BROOKLYN,  N.Y.  SPACIOUS  6 

rooms  on  Clinton  St.  between  Schmerhorn  & Livingston  Sts.  “Doctors  Row”, 
one  block  Boro  Hall  and  all  transportation.  Four  blocks  Long  Island  College 
Hospital.  Pharmacy  next  corner.  Wiring  and  lead  lining  exist  for  X-ray. 
Ideal  for  one  or  more  doctors.  (212)  875-1456. 


WHITE  PLAINS  MEDICAL  CENTRE,  170  MAPLE  AVE.;  1200  SQ.  FT. 
Ideal  for  internists,  pediatricians  or  others.  Air  conditioned,  good  parking, 
immediately  adjacent  White  Plains  Hospital.  Contact  John  Holzinger  (212) 
687-1743. 


SYOSSET:  COLONIAL  HOME  ON  l‘/2  ACRES  WITH  100  FT.  ROLLING 
lawn  to  tranquil  pond  which  abounds  in  water  fowl.  Five  fireplaces,  five  large 
bedrooms  with  private  baths.  Fine  old,  wood  panelled  library  with  complete 
bar;  30  ft.  living  room  with  marble  hearth.  Gourmet  kitchen.  Ideal  for  pro- 
fessional and  living.  OR  1-9096,  or  364-9792. 


iMORE.  L.I.  GOLD  COAST:  EAST  BAY  MEDICAL  CENTER;  NAS- 
S:  County’s  newest  professional  building,  opening  soon.  Community  needs 
Jtors  desperately;  all  specialties.  Last  opportunity  to  rent  custom  designed 
es,  starting  at  $285  per  month.  High  middle  income  area;  great  potential; 
2 . 000  population  draw;  adjoins  schools,  librarv.  churches,  shopping.  Con- 
t;  Allan  Guild  (516)  FR  9-3305. 


i E TO  SHARE.  PROFESSIONAL  BLDG.  EXCLUSIVE  USE  OF 
le  consultation  rm.  Share  waiting  rm.  & 2 exam.  rms.  Hours  to  be  ar- 
;ed.  Central  a/c.  Excellent  location  & parking.  Leon  S.  Loizeaux.  Jr., 
88  Ashford  Ave.,  Dobbs  Ferry.  N.Y.  10522.  (914)  693-3066. 


J'E  SPACE.  MEDICAL  CENTER,  GARDEN  CITY,  L.  I„  N.Y.  IM- 
( iate  occupancy.  Previously  occupied  by  otolaryngologist,  but  suitable  for 
I type  of  practice.  Dept.  363,  c/o  NY’SJM. 


REAL  ESTATE  FOR  SALE:  BEAUTIFUL  HOME  WITH  SEPARATE  WING 
for  doctor’s  office  located  in  picturesque  southeastern  Dutchess  County;  gen- 
eneral  practitioner  urgently  needed  to  serve  immediate  area.  Call  or  write: 
Tela  Cook,  Realtor,  Route  22,  Patterson,  N.Y.  12563.  (914)  878-6180. 


SUTTON  PLACE-MANHATTAN 

Fine  Residential  Building 

Approx.  2,000  sq.  ft. 

212-759-2320 
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1974  Albion  0.  Bernstein , M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1974 
ALBION  O.  BERNSTEIN,  M.D.  AWARD 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine.  Work  done  during  the  last  few  years  is  to  be  given  priority. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  February  24-28,  1974.  It  was  created  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hos- 
pital call  in  November,  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award,  by  December  15,  1973  to: 


AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

__ J 


(Nomination  Form) 

Albion  0.  Bernstein , M.D.  Award 


Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

I nominate  the  above  for  the  1974  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (The  official  nomination  form 
must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  including  biography  and  outline 
of  publications  in  general.  Also  include  the  significance  of  your  nominee’s  achievement  or  the 
basis  for  your  selection.) 

Mail  entries  before  December  15,  1973  to:  AWARDS  COMMITTE,  Medical  Society  of  the  State 
of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.,  11040. 

Nominator : 

Title : 

Organization : 

Address : . 

Telephone  4 -(-  area  code) — ■ 

(PLEASE  PRINT  THE  ABOVE) 


Signed: j 

Date: J 

2620 


WHAT 


in  medicine 


NEW  YORK  STATE 


November  16-30,  1973 


CONTENTS 

New  York  City  Area 2,  6 

NEW  YORK  STATE 

Buffalo  Area  4 

Nassau  County  5 

Suffolk  County  5 


Preceptroships  4 


Physicians’  Placement  6 


Telephone  Lecture  Network  5 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Mrs.  Evelyn  G.  Clark,  Editor 

E.  S.  Dombrowski,  Business  Manager 


SPECIALTY  INDEX 


Allergy  6 

Cancer  3,  4,  5 

Family  Practice  5 

Internal  Medicine  5 

Medicine  2,  3,  4,  5 

Obstetrics/Gynecology  2 

Ophthalmology  2,  4 

Orthopedics  6 

Otology  4 

Pediatrics  4,  5,  6 

Psychiatry  3,  6 

Pulmonary  Disease  3 

Radiology  4,  6 


Please  send  information  to  the  Editor,  WHAT  GOES 
ON,  420  Lakeville  Road,  Lake  Success,  New  York 
11040.  Telephone  516-488-6100. 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON”  are  being  of- 
fered at  less  than  cost.  The  $3.00  one-year  subscrip- 
tion rate  guarantees  you  12  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine, 
starting  January  1st,  1974. 


WGO-1 


November  1 , 1 973  / New  York  State  Journal  of  Medicine  2621 


NEW  YORK  CITY  AREA 


November  16  and  17,  1973 

2-5  p.m.,  Friday 
8 a.m.-4  p.m.,  Saturday 

Booth  Memorial  Medical  Center 

Main  Street  and  Booth  Memorial  Avenue 
Flushing 

COURSE  IN  DIAGNOSTIC 
LAPAROSCOPY — Didactic  Lectures  and 
Demonstrations 


3.  Clinical  Types  of  Macular  Diseases 

SAMUEL  GARTNER,  M.D. 

4.  Macular  Conditions  Secondary  to 
Vascular  Disease 

5.  Techniques  of  Study  for  Evaluation  of 
Macular  Disorders 

GEORGE  WISE,  M.D. 

Albert  Einstein  College  of  Medicine 

6.  Fluorescein  Angiography  in  Various 
Macula  Conditions 

JAMES  C.  NEWTON,  THOMAS  O.  MULDOON, 

M.D.’s 

New  York  Eye  and  Ear  Infirmary 


FEE:  $250 

Course  conducted  by  MAXWELL  ROLAND,  M.D.,  and 
Staff 

For  information,  please  contact:  Department  of  Obstet- 

rics/Gynecology, at  the  above  address. 


FRIDAY,  NOVEMBER  16 

8:45  p.m. 

The  Semmelweis  Scientific  Society 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 

1.  Introduction  of  the  Semmelweis 
Lecturer 

ROY  C.  CLAUSS,  M.D. 

New  York  Medical  College 

2.  The  Semmelweis  Lecture: 

Evolution  of  Techniques  and  Results  in 
Surgical  Treatment  of  Coronary  Heart 
Disease 

DENTON  A.  COOLEY,  M.D. 

Texas  Heart  Institute 

3.  Presentation  of  Semmelweis  Medal  and 
Scroll  to  Dr.  Cooley. 


SATURDAY,  NOVEMBER  17 

8:30  a.m.  / all  day 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

THE  MACULA  (An  Intensive  Review  of 
Basic  Science,  Disease  and  Therapy) 

1.  Outline  of  Course  and  Procedure 

SAMUEL  GARTNER,  M.D.,  Moderator 
Albert  Einstein  College  of  Medicine 

2.  Anatomy,  Physiology,  Pathology  of  the 
Macula 

NORMAN  CHARLES,  M.D. 

N.Y.U.  School  of  Medicine 


Afternoon  Program 

1.  Central  Visual  Field  Studies 

MORTIMER  CHOLST,  M.D. 

New  York  Eye  and  Ear  Infirmary 

2.  Special  Diagnostic  Procedures  for  the 
Study  of  Macular  Defects 

RONALD  CARR,  M.D. 

N.Y.U.  School  of  Medicine 

3.  Therapeutic  Management  of  Macula 
Disease 

BERNARD  KRONENBERG,  M.D. 

New  York  Eye  and  Ear  Infirmary 

4.  Surgical  Management — 
Photocoagulation 

FRANCIS  L’ESPERANCE,  M.D. 

Columbia  University  P & S 

5.  The  Optical  Management  of  the 
Diseased  Macula 

GERALD  A.  FONDA,  M.D. 

New  York  Eye  and  Ear  Infirmary 


November  19  and  26,  1973 

3:30  P.M.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

November  19 

Gallstones — 1973 

NORMAN  JAVITTS,  M.D. 

Cornell  University  Medical  College 

November  26 

Significance  of  Proteinuria 

LOVELL  BECKER,  M.D. 

Cornell  University  Medical  College 

MONDAY,  NOVEMBER  19 

*8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Ophthalmology 
2 East  103rd  Street 
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1.  Medical  and  Surgical  Management  of 
Keratoconus 

JORGE  N.  BUXTON,  M.D. 

Corneal  Clinic,  New  York  Eye  and  Ear  Infirmary 

2.  Clinical  and  Chemical  Diagnosis  of 
Metabolic  Disease 

EDWARD  COTLIER,  M.D. 

University  of  Illinois  Eye  and  Ear  Infirmary 

3.  John  M.  McLean  Memorial  Lecture: 
Congenital  Pits  of  the  Optic  Nerve  Head 
and  their  Relationship  to  Macular 
Disease 

ANDREW  T.  FERRY,  M.D. 

Mount  Sinai  School  of  Medicine 

* Preceded  by  cocktails  and  dinner  at  6:00  p.m. 


8:30  p.m. 

Beth  Israel  Medical  Center 

12th  Floor  Conference  Room,  Dazian  Pavilion 
10  Nathan  D.  Perlman  Place 

Medical-Surgical  Thoracic  Conference 

OUT-PATIENT  MANAGEMENT  OF 
CHRONIC  OBSTRUCTIVE  PULMONARY 
DISEASE 

ANNE  LOGAN  DAVIS,  M.D. 

N.Y.U.  School  of  Medicine 


WEDNESDAY,  NOVEMBER  21 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

DIAGNOSIS  AND  MANAGEMENT  OF 
HEADACHE 

ARNOLD  P.  FRIEDMAN,  M.D. 

Headache  Unit,  Montefiore  Hospital 

NO  FEE  CREDITS:  1 V2  AAFP 

FRIDAY,  NOVEMBER  23 

8:00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

PSYCHOTROPIC  MEDICATION  DURING 
PSYCHOTHERAPY 

I.  EMERY  BREITNER,  M.D. 

The  Institute  of  Human  Relations 

NO  FEE 

Contact:  Sid  Herling,  MSW,  Director  Staten  Island 
Family  Service,  above  address. 


TUESDAY,  NOVEMBER  27 

4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

MEDICAL  REHABILITATION  OF 
PATIENTS  WITH  CANCER 
(Workshop  for  Practicing  Physician) 


8:30  p.m. 

The  New  York  Psychoanalytic  Society 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 

ABRAHAM  A.  BRILL  MEMORIAL 
LECTURE 

MARTIN  H.  STEIN,  M.D. 


November  27,  1973  / for  20  sessions 

8:00-10:00  p.m.,  Tuesdays 

New  York  Medical  College 

Department  of  Psychiatry 
Fifth  Avenue  at  106th  Street 

Annual  Postgraduate  Course  in 

DIAGNOSIS  AND  TREATMENT  OF 
SEXUAL  DISORDERS 

FEE:  $400 

For  further  information  and  application,  please  write  or 
call:  Benjamin  J.  Sadock,  M.D.,  Director  of  Continuing 

Education  in  Psychiatry,  at  the  above  address.  Tele- 
phone: 212/876-5500  x 227. 


WEDNESDAY,  NOVEMBER  28 

8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

Psychiatry  and  Politics — A PANEL 

LOUIS  E.  DE  ROSIS,  M.D. 

American  Academy  of  Psychoanalysis 
NORMAN  KELMAN,  M.D. 

American  Institute  for  Psychoanalysis 
THEODORE  I.  RUBIN,  M.D. 

American  Institute  for  Psychoanalysis 
HELEN  A.  DE  ROSIS,  M.D.,  Moderator 
Editor,  The  American  Journal  of  Psychoanalysis 


NOTICE 

Starting  in  January  1974,  “What  Goes  On"  will  be  published 
once  a month  instead  of  twice  each  month. 

1974  Deadline  Dates  and  Announcement  Cards  available  on 
request.  Editor,  WHAT  GOES  ON. 
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November  29  / December  1,  1973 

The  Obstetrical  and  Gynecological  Society  of 
New  York  Medical  College 

1249  Fifth  Avenue 
Annual  Postgraduate  Course 

RECENT  ADVANCES  IN  CLINICAL 
OBSTETRICS  AND  GYNECOLOGY 
SYMPOSIUM  ON  OBSTETRICAL 
DIFFICULTIES,  ABORTION, 
CONTRACEPTION  AND  CANCER 
DIAGNOSIS 

NO  FEE  CREDIT:  AAFP  has  been  requested 


November  29  / December  1,  1973 

American  Cancer  Society  and  National 
Cancer  Institute 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

NATIONAL  CONFERENCE  ON  VIROLOGY 
AND  IMMUNOLOGY  IN  HUMAN  CANCER 

For  further  information,  please  contact  Sidney  J.  Arje, 
M.D.,  American  Cancer  Society,  Inc.,  219  East  42nd 
Street,  New  York,  N.Y.  10017. 


THURSDAY,  NOVEMBER  29 

11:00  a.m. 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

SHOCK  AND  TREATMENT— PART  I 

P.  CAPONEGRO,  M.D. 

Moderator: 

WILLIAM  LE  STRANGE,  M.D. 

NOTE:  Part  1 1 will  be  given  December  6 

3:30-5:15  p.m. 

Triboro  Hospital 

First  Floor  Classroom 
82-68  164th  Street 
Jamaica 

1.  Midiastinal  Tumors 

Primary  Lung  Cancer — Diagnosis  and 
Treatment 

Metastic  Pleuropulmonary  Disease 

HARRY  H.  EPSTEIN,  M.D. 

Queens  Hospital  Center  Affiliation-Long  Island 
Jewish-Hillside  Medical  Center 

2.  Radiation  Therapy  in  Lung  Cancer 

JAMES  H.  DAVENPORT,  M.D. 

LIJHMC 


4:00  p.m. 

The  New  York  Eye  and  Ear  Infirmary 

South  Building,  4th  Floor  Conference  Room 
310  East  14th  Street 

SPEECH  AND  LANGUAGE  PROBLEMS 
OF  THE  NEUROLOGICALLY  AND 
PSYCHIATRIC  ALLY  IMPAIRED 

LESLIE  DAVIS,  M.D. 

Speech  and  Hearing,  N.Y.U. 

SYLVIA  BAILIK,  M.A. 

Pathology  and  Audiology 

Beth  Israel  Hospital  Medical  Center 


PRECEPTORSHIP 

A full-time  course  of  techniques  on  corneal  surgery  is 
being  offered  by  the  New  York  University  Post-Graduate 
School  of  Medicine  on  a preceptorship  basis.  The  course  is 
being  given  under  the  direction  of  Dr.  Ramon  Castroviejo, 
professor  of  clinical  ophthalmology.  The  continuous  associ- 
ation of  students  with  surgeon  during  the  one-month  course, 
and  dialogue  about  the  surgical  problems  that  arise  with  the 
surgeon  and  other  members  of  the  staff,  as  well  as  observa- 
tion of  between  40  and  50  operations,  give  students  a more 
complete  understanding  of  the  subject  than  the  intensive  the- 
oretical classroom  courses  provide. 

FEE.  $500 

For  application  to  Course  No.  573,  please  write:  Office  of 

the  Recorder,  Room  158  MSB,  New  York  University  Post- 
Graduate  Medical  School,  500  First  Avenue.  New  York,  N.Y. 
10016. 


BUFFALO  AREA 


Preceptorships 

General 

Preceptorships  arranged  on  request  are  available  in  a 
wide  variety  of  fields  including  anesthesiology,  dermatology, 
family  medicine,  general  surgery,  gynecology-obstetrics,  nu- 
clear medicine,  ophthalmology,  orthopedics,  otolaryngology, 
radiology,  psychiatry,  urology  and  pediatric  urology. 

Those  interested  should  write  to  Continuing  Medical  Edu- 
cation indicating  their  field  of  interest,  time  available  for 
study,  preferred  dates  and  phone  number.  A faculty  mem- 
ber skilled  in  the  topic  will  then  contact  the  applicant  directly 
to  arrange  a mutually  satisfactory  schedule. 

Preceptorship  in  Clinical  Cardiology 

A more  intensive  preceptorship  is  offered  in  cardiology 
with  emphasis  on  the  cardiac  patient,  electrocardiography 
and  the  management  of  patients  with  heart  disease,  includ- 
ing acute  coronary  care. 

This  program,  for  which  there  is  a fee  of  $10  per  day  and 
$200  a month,  is  directed  by  JULES  CONSTANT,  M.D..  of 
the  Buffalo  General  Hospital. 

For  information  on  the  above  preceptorships,  write:  Con- 

tinuing Medical  Education,  2211  Main  Street,  Buffalo,  N.Y. 
14214 
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POSTGRADUATE  PROGRAM  IN 
PEDIATRICS 

In  1973  The  Children’s  Hospital  of  Buffalo  again  offers  its 
program  of  postgraduate  education  in  pediatrics,  combining 
tutorial  instruction  and  the  opportunity  to  become  integrally 
involved  in  clinical  services  at  the  hospital  for  4/8  weeks. 
General  practitioners  and  pediatricians  accepted  become 
immediately  involved  in  evaluation  and  treatment  of  patients 
and  will  be  able  to  concentrate  on  one  of  several  specialized 
areas:  endocrinology,  child  psychiatry  and  behavioral  pedi- 

atrics, community  pediatrics,  respiratory  and  metabolic  dis- 
ease, hematology,  oncology,  pathology,  radiology,  intensive 
care  nursery  and  rehabilitation. 

For  further  information  on  pediatrics,  write:  Thomas  Aceto, 
Jr.,  M.D.,  Chairman,  Postgraduate  Education,  Children's 
Hospital,  219  Bryant  Street,  Buffalo,  N.Y.  14222. 


PROGRAMS  ON  THE  TELEPHONE  LECTURE 
NETWORK  OF  THE  LAKES  AREA 
REGIONAL  MEDICAL  PROGRAM 

The  program  in  Continuing  Medical  Education  sponsors  the 
Physicians  General  Interest  Series  of  programs  broadcast  on 
the  Telephone  Lecture  Network  of  the  Lakes  Area  Regional 
Medical  Program.  The  Network  reaches  hospitals  and  other 
facilities  in  the  counties  of  Erie,  Niagara,  Genesee,  Wyom- 
ing, Chautauqua,  Cattaraugus,  Allegany  and  Steuben  in  New 
York  State  and  the  counties  of  Erie,  McKean  and  Crawford 
in  the  Commonwealth  of  Pennsylvania.  Currently,  the  Net- 
work also  reaches  some  hospitals  in  the  peninsular  area  of 
Ontario. 

The  Physicians  Series  is  presented  at  11:30  a.m.  on  Tues- 
days. The  following  programs  will  be  heard: 

November  20 

Millard  Fillmore  Staff  Meeting 
November  27 

The  Problem  Oriented  Medical  Record 

GREGG  SWIFT,  M.D. 

December  4 
TBA 

December  1 1 

Managing  Maturity  Onset  Diabetes  (Pfizer 
Lecture) 

CHARLES  R.  SHUMAN,  M.D. 

Temple  University 

December  18 

Millard  Fillmore  Staff  Meeting 

A monthly  series  of  programs  on  Cancer  sponsored  by  the 
Roswell  Park  Memorial  Institute  is  presented  the  third 
Wednesday  of  each  month  under  the  direction  of  GERALD  P. 
MURPHY,  M.D.  The  Fall  series  consists  of  the  following: 

November  21 

Progress  in  the  Treatment  of  Head  and 
Neck  Cancer 

D.  P.  SHEDD,  M.D. 


NASSAU  COUNTY 


THURSDAY,  NOVEMBER  29 

9:30-10:30  a.m. 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
2201  Hempstead  Turnpike 
East  Meadow 

CLINICOPATHOLOGIC  CORRELATION 

LEONARD  E.  MEISELAS,  M.D. 

Health  Science  Center,  SUNY  at  Stony  Brook 


1 1 :00  a.m. 

Doctors  Hospital 

320  West  Merrick  Road 
Freeport 

ENDOCRINE  FUNCTION  IN  CLINICAL 
MEDICINE 

HAROLD  LANGS,  M.D.,  Speaker 
BERNARD  ROSS,  M.D.,  Chairman 


SUFFOLK  COUNTY 


November  16  and  30,  1973 

8:00-9:00  a.m.,  Fridays 

Brookhaven  Memorial  Hospital 

Second  Floor  Conference  Room 
101  Hospital  Road 
Patchogue 

RECENT  PROGRESS  IN  FAMILY 
MEDICINE 

November  16 

Vaginal  Infections  and  Venereal  Disease 

ROBERT  SEINFELD,  M.D. 

November  30 

Menstrual  Disorders  and  Adolescent 
Gynecology 

ANTHONY  GIAMMARINO,  M.D. 

NO  FEE  CREDIT:  AAFP 

For  further  information,  please  contact:  Dorothy  S. 

Lane,  M.D.,  Director  of  Medical  Education,  above  ad- 
dress. Telephone:  516/475-5000x452. 
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EVENTS  RECEIVED  AFTER 
DEADLINE 


November  12  / 16,1973 

*New  York  University  Medical  Center, 

Institute  of  Rehabilitation  Medicine 

400  East  34th  Street 

COURSE  ON  PEDIATRIC 
REHABILITATION 

FEE:  $150 

Please  write:  Joseph  Goodgold,  M.D.,  at  the  above  ad- 

dress. 

*Co-sponsored  by  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation. 


WEDNESDAY,  NOVEMBER  14 

8:00  p.m. 

The  New  York  Allergy  Society 

Hotel  Commodore 
Lexington  and  42nd  Street 

COMPLEMENT— FRIEND  OR  FOE? 

MARGARET  POLLEY,  Ph.D. 

Cornell  University  Medical  College 


November  21  and  28,  1973 

4:00  p.m.,  Wednesdays 

Nassau  County  Medical  Center 

Department  of  Radiology 
Meadowbrook  Hospital 
East  Meadow 

GUEST  LECTURE  SERIES 

November  21 
The  Esophagus 

ROBERT  J.  HOCHSTIM,  M.D. 

South  Nassau  Communities  Hospital 

November  28 

The  Arthropathies  and  Avascular  Necrosis 

DAVID  FAEGENBURG,  M.D. 

Nassau  Hospital 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at 
less  than  cost.  The  $3.00  one-year  subscription  rate  guar- 
antees you  12  issues  mailed  first  class  in  advance  of  the 
New  York  State  Journal  of  Medicine. 


November  25  / 27,  1973 

The  American  Academy  of  Orthopaedic 
Surgeons 

New  York  Sheraton  Hotel 
Seventh  Avenue  and  56th  Street 

Postgraduate  Course  on 

SPINAL  DEFORMITIES  IN  CHILDREN 

CREDIT:  20  Elective  AAFP 

Please  contact:  Hugo  A.  Keim,  M.D.,  161  Ft.  Washing- 

ton Avenue,  New  York,  N.Y.  10032,  or  the  American 
Academy  of  Orthopaedic  Surgeons,  430  North  Michigan 
Avenue,  Chicago,  Illinois  6061 1 . 


WEDNESDAY,  NOVEMBER  28 

8:30  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

Specialty  Training  Program 
in  Psychoanalytic  Medicine 

IRRATIONAL  FEELINGS:  A 

THERAPEUTIC  APPROACH 

HAROLD  KELMAN,  M.D.,  Dean 


PHYSICIANS’  PLACEMENT 


BUFFALO,  N.Y.,  Erie  County.  One  Anesthesiologist  to  join 
six-man  corporate  anesthesia  group,  including  nurse  anes- 
thetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 

Buffalo,  N.Y.  14208.  Tel.  (716)  886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  F.P.,  Internist  and  Pe- 
diatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospi- 

tal, Callicoon,  N.Y.  12723.  Tel.  (914)  887-5490. 


PORT  JERVIS,  N.Y.,  Orange  County.  Hospital  Administrator 
with  financial  background  and  managerial  skills. 

CONTACT:  Stanley  Brunn,  M.D.,  Doctors  Sunnyside  Hospi- 

tal, 140-160  Hammond  Street,  Port  Jervis,  N.Y.  12771. 
Tel.  914/856-5121 


COPAKE,  N.Y.,  Columbia  County.  Family  Physician  needed. 

CONTACT:  MR.  RICHARD  DOLAN,  Copake  Grange,  Co- 

pake,  N.Y.  12516.  Tel.  518/329-1226. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon 
needed. 

CONTACT:  Corning  Hospital  Medical  Staff,  Corning,  N.Y. 

14830.  Tel.  607/936-461  1. 
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Headquarters  Building  at  Lake  Success,  New  York 


i68th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  — STATE  OF  NEW  YORK 

Americana  of  New  York 

February  24-28,  1974  New  York  City 


Highlights  . . . General  Sessions:  The  Thyroid;  PSRO  (Professional  Service  Review 

Organization);  Prison  Medicine;  Lung  Day  • 28  Scientific  Sections  • Symposia  • Panel  Discussions  • 
Annual  Meeting  of  House  of  Delegates  • President’s  Reception  and  Dinner  Dance  • Scientific  and 

Technical  Exhibits  • Scientific  Motion  Pictures 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


americana  OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST..  N.  Y..  N.  Y.  10019 


Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 
SINGLE  BEDROOM 


□ $26 

□ $28 

□ $30 

□ $32 

□ 

$34 

DOUBLE  FOR  2: 

□ $32  □ $34 

□ $36 

□ $38 

□ 

$40 

TWIN 

□ $34 

FOR  2: 

□ $36 

□ $38 

□ $40 

□ $42 

STUDIO  FOR  1: 

□ $32  □ $34 

STUDIO  FOR  2: 

□ $34  □ $36  □ $38 

PARLOR  & 1 BEDROOM: 

□ $65  & Up 

PARLOR  & 2 BEDROOMS: 

□ $95  & Up 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


February  24-28,  1974 
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Breast  Cancer: 
earlier  warning  system 


Futility  and  frustration  beset  the  phy- 
sician confronted  with  breast  cancer. 
For  the  last  35  years,  the  survival  rate 
has  not  significantly  changed  despite 
intensive  educational  programs  aimed 
at  earlier  detection,  and  improvement 
in  treatment  techniques. 

What  is  the  outlook?  We  know  the 
key  to  reducing  mor- 
tality from  breast  can- 
cer is  in  the  earliest 
possible  diagnosis. 

The  stage  at  which 
breast  cancer  is  de- 
tected is  crucial  to  the 
outcome  of  treatment. 

By  the  time  a lump  is 
discovered  through 
BSE  or  clinical  exam- 
ination, critical  time 
may  have  been  lost. 

And  we  do  have  the 
means  to  achieve  ear- 
lier diagnosis.  We  do 
have  an  earlier  warn- 
ing system.  Mammog- 
raphy and  thermogra- 
phy can  detect  breast 
cancer  before  a lump 
is  discernible  by  palpation.  To  demon- 
strate that  it  is  practical  and  feasible 
to  detect  breast  cancer  earlier  by  using 
these  modalities,  the  American  Can- 
cer Society  and  the  National  Cancer 
Institute  are  funding  a network  of 
breast  cancer  demonstration  projects. 
Supported  bygrantsof$2-millionfrom  ® 


Thermography 


the  ACS  and  $4-mi  I lion  from  the  NCI, 
20  such  centers  are  expected  to  be  op- 
erative across  the  country  by  the  end  of 
the  year.  Each  will  screen  at  no  charge, 
approximately  5,000-women  annually, 
in  what  is  considered  to  be  the  ideal  de- 
tection program— to  include  clinical  ex- 
amination, mammography  and  ther- 
mography. Each  of 
these  detection  meth- 
ods contributes  inde- 
pendently tothe  detec- 
tion of  breast  cancer, 
and  none  can  be  dis- 
pensed with  in  the 
search  for  early  dis- 
ease. 

At  present  we  can- 
not prevent  breast 
cancer,  but  the  poten- 
tial for  saving  more 
lives  is  immense.  The 
five-year  survival  rate 
surges  dramatically 
from  53%  when  axil- 
lary nodes  are  posi- 
tive, to  approximately 
85%  when  the  disease 
is  localized,  to  nearly 
100%  for  in-situ  cancer. 

We  have  an  earlier  warning  system. 
Let’s  use  it. 


american  cancer  socieiy 
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Are  they 
too  old  to  swing? 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid 12  5 mg 

Iron  (from  Ferrous  Sulfate) 2 82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0 1 mg 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide)  0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 

Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 

Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  “middle  years”  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging. The  androgen/estrogen  combination,  plusthecom- 
prehensive  nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND-B  INJECTABLE:  Vials  of  10  cc. 


Testand-B ,ibMs 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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Scientific  Articles 

Amphetamines;  valuable  adjunct  in  treatment  of  Parkinsonism 
Edith  Miller,  M.D.,  and  Herbert  A.  Nieburg,  M.S. 

Immunology  and  Gastrointestinal  Cancer 
Harry  L.  Segal,  M.D. 

Correlation  Between  Psychiatry  and  Medicine;  historical  evaluation  of 
psychosomatic  medicine 
Saridor  Lorarid,  M.D. 

Dermatologic  Evaluation  of  Pruritus  in  Patients  on  Hemodialysis 

Alexander  W.  Young,  Jr.,  M.D.,  Eugene  W.  Sweeney,  M.D.,  David  S.  David,  M.D., 
Jhoong  Cheigh,  M.D.,  Eda  L.  Hochgelerent,  M.D.,  Soichi  Sakai,  M.D., 

Kurt  H.  Stenzel,  M.D.,  and  Albert  L.  Rubin,  M.D. 

Abstracts  and  Proceedings — New  York  Society  for  Thoracic  Surgery — 

Winter  Session 

Allan  Ellia  Bloomberg,  M.D.,  Editor 
Prevention  of  Pacemaker  Infections 

E.  Foster  Conklin,  M.D.,  Stanley  Giannelli,  Jr.,  M.D.,  Stephen  M.  Ayres.  M.D., 
Hiltrud  S.  Mueller,  M.D.,  and  William  J.  Grace,  M.D. 

Mitral  Reconstruction  with  Commissural  Cusp  of  Fascia  Lata 

Charles  P.  Bailey,  M.D.,  Teruo  T.  Hirose,  M.D.,  Frank  S.  Folk,  M.D., 
and  Sansern  Hastanan,  M.D. 

Pitfalls  in  Surgical  Drainage  of  Acute  Lung  Abscesses 

John  E.  Hutchinson,  III,  M.D.,  and  Robert  H.  Wylie,  M.D. 

Catamenial  Pneumothorax;  observations  and  speculations 

Paul  A.  Kirschner,  M.D.,  Serge  Delaleu,  M.D.,  and  Mark  Prusansky.  M.D. 
Tracheal  Regeneration  in  Long-Term  Survivors  with  Silicone  Prosthesis 
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A.H.  Robins’ new  anorectic-unique  because  it  differs 
pharmacologically  from  the  prototype  anorectics, 


W Answers  to  \ 
' the  most  frequently 
asked  questions  about 
Pondimin. 

(See  next  page) 


being  non-stimulating  in  most  patients...  in  fact,  more 
often  producing  a slight  sedative  effect. 


A.  H.  Robins  proudly  announces  that  Pondimin  (fenfluramine)  is  now  available 
for  your  prescription.  Because  Pondimin  has  been  widely  used  in  most  major 
countries  and  the  literature  on  the  product  has  been  world-wide,  many  physi- 
cians (and  some  patients)  may  already  have  some  knowledge  of  this  unique 
anorectic  agent.  Hence,  to  preclude  the  possibility  of  a misunderstanding  as 
to  Pondimin’s  true  role  in  the  adjunctive  treatment  of  obesity,  included  on  these 
two  pages  are  pertinent  questions  about  Pondimin,  with  full  prescribing  infor- 
mation on  the  following  page. 


The  most  frequently  asked  questions 

c”,rs  Pondimin 


brand  of 


fenfluramine  hydrochloride 

^ 20  mg  tablets 


Can  the  patient  lose  weight  on  Pondimin  without  a diet? 


While  some  clinical  studies  have  shown  that  Pondimin  may  cause  weight  loss  with  only 
dietary  advice  and  without  specific  restrictive  diets,  the  drug  is  indicated  as  an  adjunct  to 
a comprehensive  weight  reduction  regimen  based  on  caloric  restriction. 


Does  Pondimin  resemble  the  amphetamines  in  its 
pharmacologic  action? 

While  chemically  related  to  the  amphetamines,  Pondimin  differs  pharmacologically  in 
certain  important  respects.  Extensive  animal  and  clinical  studies  show  that  it  is  an 
anorectic  agent  with  sedative  properties  and  little,  if  any,  propensity  for  producing  CNS 
stimulation. 


Does  Pondimin  have  the  stimulant  effect  which  many  patients 
have  come  to  expect  from  weight  reduction  drugs? 


Unlike  the  amphetamines,  Pondimin  does  not  elevate  the  mood  or  produce  euphoria  in 
most  patients  in  recommended  dosage.  In  fact,  in  some  patients  it  may  produce  the 
opposite  effects  (drowsiness,  lethargy  or  fatigue).  Caution  should  be  exercised  in  pres- 
cribing fenfluramine  for  patients  with  a history  of  mental  depression.  Further  depression 
of  mood  may  become  evident  while  the  patient  is  on  fenfluramine  or  following  withdrawal 
of  fenfluramine. 


What  about  overweight  patients  with  mild-to-moderate 
hypertension? 

Pondimin  is  not  contraindicated  in  mild-to-moderate  hypertension.  However,  it  should  be 
used  with  caution  in  hypertension  with  monitoring  of  blood  pressure,  since  evidence  is 
insufficient  to  rule  out  a possible  adverse  effect  on  blood  pressure  in  some  hypertensive 
patients.  Pondimin  is  not  recommended  in  severe  hypertension  and  symptomatic 
cardiovascular  disease  including  arrythmias. 


What  about  obese  patients  with  diabetes? 

No  adverse  effects  on  the  diabetic  state  or  blood  sugar  levels  have  been  reported  with 
Pondimin. 

Pondimin  indicated  in  the  treatment  of  the  obese  teenager? 

Pondimin  may  be  given  to  patients  down  to  12  years  of  age.  Because  this  drug  suppresses 
the  appetite  without  the  stimulating  effects  of  the  amphetamines,  the  overweight  teenager 
can  take  it  with  relative  safety. 

What  is  the  dosage  schedule  for  Pondimin? 

The  initial  dose  is  one  20  mg.  tablet  three  times  a day  before  meals.  Thereafter,  Pondimin 
should  be  tailored  to  the  patient’s  need  and  response.  Depending  on  degree  of  effective- 
ness and  side  effects,  the  dosage  may  be  incremented  at  weekly  intervals  by  one  tablet 
daily  until  a maximum  dosage  of  two  tablets  t.i.d.  is  attained.  The  initial  dose  can  also 
be  adjusted  downward  if  desired. 


How  do  Pondimin’s  side  effects  compare  with  those  of  other 
appetite  suppressants? 

The  most  commonly  observed  adverse  reactions  reported  during  clinical  trials  of 
Pondimin  were  drowsiness,  diarrhea  and  dry  mouth.  Side  effects  most  often  noted  with 
the  amphetamines,  on  the  other  hand,  are  nervousness,  excitement  and  mood  elevation. 

Can  the  patient  take  Pondimin  before  dinner  and  still  get  a 
good  nights  sleep? 

Most  patients  on  Pondimin  experience  a slight  sedative  effect  rather  than  stimulation. 
Naturally,  if  the  patient  is  able  to  fall  asleep  at  a reasonable  hour,  there’s  less  likelihood 
of  his  raiding  the  refrigerator  for  a midnight  snack. 

When  therapy  is  instituted  with  Pondimin, what  should  the 
patient  be  tola  to  expect? 

As  with  most  anorectics,  a measurable  reduction  in  weight  will  probably  be  noted  at  the 
end  of  the  first  week  of  therapy  with  Pondimin.  Since  the  drug  rarely  has  the  euphoric 
effect  characteristic  of  the  amphetamines,  it  may  be  advisable  to  inform  the  patient  that  he 
should  not  expect  any  elevation  of  mood,  and  therefore  should  not  discontinue  medication 
in  the  mistaken  belief  that  the  drug  is  not  working.  Diarrhea  and  dry  mouth  can 
sometimes  be  expected. 


Has  Pondimin  been  available  outside  the  United  States? 

Yes.  Pondimin  was  first  marketed  in  France  in  1 963  and  in  the  United  Kingdom  in  1 964. 
It  is  now  available  in  some  40  countries,  including  Canada  and  Mexico. 


How  is  Pondimin  classified  under  the  Controlled  Substances  Act? 

Pondimin  has  been  classified  in  Schedule  IV  by  the  B.N.D.D. 


If  you  have  any  other  questions  concerning  Pondimin,  we  believe  you’ll  find 

the  answers  in  the  full  prescribing  information  which  follows  on  the  next  page.  /HH^OBINS 


Pondimin 

brand  of 


Prescribing  Information 


one  tablet 
before  meals 
with  dietary  advice . . 


can  lessen  desire 
for  food  without 
elevating  the  mood. 


Description:  Pondimin  is  a phenethylamine 
with  the  chemical  name,  N-ethyl-a-methyl- 
m-(trifluoro  methyl)  phenethylamine 
hydrochloride. 

Actions:  Fenfluramine  is  a sympa- 
thomimetic amine  the  pharmacologic  ac- 
tivity of  which  differs  somewhat  from  that  of 
the  prototype  drugs  of  this  class  used  in 
obesity,  the  amphetamines,  in  appearing  to 
produce  more  central  nervous  system  de- 
pression than  stimulation. 

Tolerance  has  been  demonstrated  with 
all  drugs  of  this  class  in  which  this  phe- 
nomenon has  been  looked  for. 

Drugs  of  this  class  used  in  obesity  are 
commonly  known  as  ' anorectics”  or  "ano- 
rexigenics.”  It  has  not  been  established, 
however,  that  the  action  of  such  drugs  in 
treating  obesity  is  primarily  one  of  appetite 
suppression.  Other  central  nervous  system 
actions,  or  metabolic  effects  may  be  in- 
volved, for  example. 

Adult  obese  subjects  instructed  in  dieta- 
ry management  and  treated  with  "anorec- 
tic” drugs,  lose  more  weight  on  the  aver- 
age than  those  treated  with  placebo  and 
diet,  as  determined  in  relatively  short-term 
trials. 

The  average  magnitude  of  increased 
weight  loss  of  drug-treated  patients  over 
placebo-treated  is  only  a fraction  of  a 
pound  a week.  The  rate  of  weight  loss  is 
greatest  in  the  first  weeks  of  therapy  for 
both  drug  and  placebo  subjects  and  tends 
to  decrease  in  succeeding  weeks.  The  pos- 
sible origins  of  the  increased  weight  loss 
due  to  the  various  drug  effects  are  not  es- 
tablished. The  average  amount  of  weight 
loss  associated  with  the  use  of  an  "anorec- 
tic” drug  varies  from  trial  to  trial,  and  the  in- 
creased weight  loss  appears  to  be  related 
in  part  to  variables  other  than  the  drug 
prescribed,  such  as  the  physician-investi- 
gator, the  population  treated  and  the  diet 
prescribed  Studies  do  not  permit  conclu- 
sions as  to  the  relative  importance  of  the 
drug  and  non-drug  factors  on  weight  loss. 

The  natural  history  of  obesity  is  mea- 
sured in  years,  whereas  the  studies  cited 
are  restricted  to  a few  weeks  duration; 
thus,  the  total  impact  of  drug-induced 
weight  loss  over  that  of  diet  alone  must  be 
considered  clinically  limited. 

Indication:  Pondimin  is  indicated  in  the 
management  of  exogenous  obesity  as  a 
short-term  (a  few  weeks)  adjunct  in  a regi- 
men of  weight  reduction  based  on  caloric 
restriction  The  limited  usefulness  of 
agents  of  this  class  (see  "Actions”)  should 
be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  de- 
scribed below. 

Contraindications:  Glaucoma,  hypersensi- 
tivity to  fenfluramine  or  other  sympa- 
thomimetic amines.  During  or  within  14 
days  following  the  administration  of  mo- 
noamine oxidase  inhibitors,  since  hyper- 
tensive crises  may  result.  Patients  with  a 
history  of  drug  abuse. 

Warnings:  When  tolerance  to  the  "anorec- 
tic” effect  develops,  the  maximum  recom- 
mended dose  should  not  be  exceeded  in  an 
attempt  to  increase  the  effect;  rather,  the 
drug  should  be  discontinued. 

Fenfluramine  may  impair  the  ability  of  the 
patient  to  engage  in  potentially  hazardous 


activities  such  as  operating  machinery  or 
driving  a motor  vehicle  (see  "Adverse  Re- 
actions”); the  patient  should  be  cautioned 
accordingly. 

Drug  Dependence:  Fenfluramine  is  re- 
lated chemically  to  the  amphetamines,  al- 
though it  differs  somewhat  pharmacolog- 
ically. The  amphetamines  and  related 
stimulant  drugs  have  been  extensively 
abused  and  can  produce  tolerance  and  se- 
vere psychological  dependence,  as  well  as 
other  adverse  organic  and  mental 
changes.  In  this  regard,  there  has  been  a 
recent  report  of  abuse  of  fenfluramine  by 
subjects  with  a history  of  abuse  of  other 
drugs.  Abuse  of  80  to  400  milligrams  of  the 
drug  has  been  reported  to  be  associated 
with  euphoria,  derealization  and  percep- 
tual changes.  Fenfluramine  did  not  pro- 
duce signs  of  dependence  in  animals  and 
appears  to  produce  sedation  more  often 
than  CNS  stimulation  at  therapeutic  doses. 
Its  abuse  potential  appears  qualitatively 
different  from  that  of  amphetamines  The 
possibility  that  fenfluramine  may  induce 
dependence  should  be  kept  in  mind  when 
evaluating  the  desirability  of  including  the 
drug  in  the  weight  reduction  programs  of 
individual  patients. 

Usage  in  Pregnancy:  Safe  use  in  preg- 
nancy has  not  been  established  Repro- 
duction studies  in  rats  suggested  an  em- 
bryotoxic  potential.  However,  additional 
reproduction  studies  in  rabbits,  mice  and 
monkeys  yielded  negative  results.  Use  of 
fenfluramine  in  women  who  are  or  may  be- 
come pregnant  requires  that  the  potential 
benefit  be  weighed  against  the  possible 
hazard  to  mother  and  infant. 

Usage  in  Children:  The  safety  and  effica- 
cy of  fenfluramine  in  children  under  12 
years  of  age  have  not  been  established. 

Precautions:  Fenfluramine  differs  in  its 
pharmacologic  profile  from  other  “anorec- 
tic” drugs  with  which  the  prescribing  prac- 
titioner may  be  familiar.  Correspondingly, 
there  are  possible  adverse  effects  not  as- 
sociated with  other  "anorectics”;  such  ef- 
fects include  those  of  diarrhea,  sedation, 
and  depression.  The  possibility  of  these  ef- 
fects should  be  weighed  against  the  pos- 
sible advantage  of  decreased  central  ner- 
vous system  stimulation  and/or  abuse 
potential 

Other  CNS  depressant  drugs  should  be 
used  with  caution  in  patients  taking  fen- 
fluramine, since  the  effects  may  be 
additive. 

Use  only  with  caution  in  hypertension, 
with  monitoring  of  blood  pressure,  since 
evidence  is  insufficient  to  rule  out  a pos- 
sible adverse  effect  on  blood  pressure  in 
some  hypertensive  patients.  The  drug  is 
not  recommended  in  severely  hypertensive 
patients.  The  drug  is  not  recommended  for 
patients  with  symptomatic  cardiovascular 
disease  including  arrhythmias. 

Fenfluramine  may  increase  slightly  the 
effect  of  antihypertensive  drugs,  e g.,  guan- 
ethidine  methyldopa,  reserpine. 

Caution  should  be  exercised  in  prescrib- 
ing fenfluramine  for  patients  with  a history 
of  mental  depression.  Further  depression 
of  mood  may  become  evident  while  the 
patient  is  on  fenfluramine  or  following  with- 
drawal of  fenfluramine. 


Adverse  Reactions:  The  most  common 
secondary  effects  or  adverse  reactions  of 
fenfluramine  are  drowsiness,  diarrhea,  and 
dry  mouth.  Less  frequent  adverse  reactions 
reported  in  association  with  fenfluramine 
are: 

Central  Nervous  System:  Dizziness;  con- 
fusion; incoordination;  headache;  elevated 
mood;  depression;  anxiety,  nervousness, 
or  tension;  insomnia;  weakness  or  fatigue; 
increased  or  decreased  libido;  agitation, 
dysarthria; 

Gastrointestinal:  Constipation,  abdomi- 
nal pain;  nausea; 

Autonomic:  Sweating;  chills;  blurred 
vision; 

Genitourinary:  Dysuria;  urinary  frequency; 

Cardiovascular:  Palpitation;  hypoten- 

sion; hypertension;  fainting; 

Skin:  Rash;  urticaria;  burning  sensation; 

Miscellaneous:  Eye  irritation;  myalgia; 
fever;  chest  pain;  bad  taste. 

Dosage  and  Administration:  Therapy  with 
fenfluramine  should  be  initiated  at  a dos- 
age of  one  20  mg  tablet  three  times  daily 
before  meals,  but  thereafter  the  dosage 
should  be  adjusted  to  the  need  and  re- 
sponse of  the  patient.  Depending  on  the 
degree  of  effectiveness  and  side  effects, 
the  dosage  may  be  increased  at  weekly  in- 
tervals by  one  tablet  daily  until  a maximum 
dosage  of  two  tablets  three  times  daily  is  at- 
tained. In  patients  in  whom  the  initial  dos- 
age is  not  well  tolerated,  dosage  may  be  re- 
duced to  two  tablets  daily  and  thereafter 
gradually  increased  in  order  to  minimize 
the  chance  of  side  effects. 

Overdosage:  Only  limited  data  are  avail- 
able concerning  clinical  effects  and  man- 
agement of  fenfluramine  overdosage.  Re- 
ported single  overdoses  have  ranged  from 
300  to  2000  mg;  the  lowest  reported  fatal 
dose  was  a few  hundred  mg  in  a small  child 
and  the  highest  reported  non-fatal  dose 
was  1800  mg  in  an  adult. 

Agitation  and  drowsiness,  confusion, 
flushing,  tremor  (or  shivering),  fever, 
sweating,  abdominal  pain,  hyperventila- 
tion, and  dilated  non-reactive  pupils  seem 
frequent  in  fenfluramine  overdosage.  Re- 
flexes may  be  either  exaggerated  or  de- 
pressed and  some  patients  may  have  rotary 
nystagmus.  Tachycardia  may  be  present, 
but  blood  pressure  may  be  normal  or  only 
slightly  elevated.  Convulsions,  coma  and 
ventricular  extrasystoles,  culminating  in 
ventricular  fibrillation,  may  occur  at  higher 
dosage. 

Treatment  consists  of  supportive  mea- 
sures, if  possible  with  cardiac  monitoring. 
However,  in  the  more  severe  cases,  forced 
diuresis  with  acidification  of  the  urine  may 
be  beneficial  to  hasten  excretion.  Efficacy 
of  peritoneal  dialysis  or  extra-corporeal 
hemodialysis  has  not  been  established.  Al- 
though hypertension  has  not  been  a fea- 
ture of  reported  cases  of  overdosage,  if  it 
should  occur,  the  use  of  intravenous  phen- 
tolamine  (Regitine)  has  been  suggested  on 
pharmacologic  grounds. 

How  Supplied:  Pondimin  is  available  in  20 
mg  orange,  scored  compressed  tablets 
monogrammed  AHR,  in  bottles  of  100  and 
500  (NDC  31-6447). 

A H Robins  Company,  Richmond,  Va  23220 
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Month  in  Washington 


William  I.  Bauer,  M.D.,  has  resigned  as  director  of 
the  controversy-ridden  PSRO  (Professional  Standards 
Review  Organization)  program,  expressing  dissatisfac- 
tion with  the  organization  setup. 

The  surprise  step-down  was  a shock  to  the  top  offi- 
cials at  HEW  (Health,  Education,  and  Welfare)  who 
have  been  reeling  from  the  loss  of  other  high  officials 
upset  over  the  lengthy  reorganization  of  the  health  ac- 
tivities at  the  HEW  department. 

Charles  Edwards,  M.D.,  assistant  HEW  secretary  for 
health,  interrupted  a planned  business  retreat  to  hurry 
back  to  Washington  when  news  of  the  resignation  fil- 
tered out.  He  called  a news  conference  but  then  can- 
celled it  after  the  reporters  had  shown  up.  Dr.  Ed- 
wards was  in  conference  with  HEW  undersecretary 
Frank  Carlucci  at  that  time. 

The  PSRO  program  is  a particularly  sensitive  one  to 
be  subject  to  the  inevitable  repercussions  and  criti- 
cisms that  follow  a resignation.  Members  of  the  Sen- 
ate Finance  Committee  have  been  taking  a hard  line 
on  involvement  of  state  medical  societies  in  the  PSRO 
review  of  institutional  care  under  Medicare  and  Medi- 
caid. Some  physician’s  groups  and  state  societies  and 
the  PSRO  advisory  committee  have  urged  a broader 
authority  for  state  societies.  In  general,  HEW  and  Dr. 
Bauer  had  appeared  to  be  attempting  a middle  course. 

Furthermore,  the  gearing-up  for  the  intricate  and 
complicated  program  has  been  a mammoth  task  for  Dr. 
Bauer. 

The  forty-eight-year-old  Dr.  Bauer  was  named  to  the 
PSRO  post  last  March  after  a career  as  a practicing  in- 
ternist in  Greeley,  Colorado.  Other  HEW  officials  who 
have  resigned  in  the  past  several  months  are  Gordon 
McLeod,  M.D.,  director  of  the  HMO  (Health  Mainte- 
nance Organization)  program,  and  Arthur  Lesser, 
M.D.,  head  of  Maternal  and  Child  Health  Services. 

In  a statement  Dr.  Bauer  said: 

The  administration  has  made  a significant  com- 
mitment to  PSRO  but  that  commitment  has  not 
been  translated  into  action  . . . 

This  extremely  complex  program  with  ramifica- 
tions at  all  levels  of  medical  care  has  been  provided 
with  limited  resources,  and  those  resources  that  were 
made  available  could  not  be  effectively  administered 
and  utilized  because  of  the  organizational  structure. 

According  to  an  HEW  spokesman,  the  resignation 
stemmed  from  a dispute  between  Dr.  Bauer  and  Dr. 
Edwards  over  organizational  control  of  the  PSRO  pro- 
gram. Dr.  Bauer  was  said  to  believe  that  he  could  not 
exert  meaningful  authority  under  the  present  setup  in 
which  much  of  the  field  work  for  PSRO,  involving  hun- 
dreds of  physicians,  would  not  come  under  his  line  of 
control  but  under  the  Bureau  of  Quality  Assurance. 
Dr.  Edwards,  the  spokesman  said,  contended  that  Dr. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Bauer  would  still  have  the  say-so,  but  Dr.  Bauer  ob- 
viously disagreed. 

Underlying  the  dispute,  apparently,  has  been  the  ef- 
fort of  Dr.  Edwards  to  pry  PSRO  control  away  from 
Social  Security  and  Social  and  Rehabilitation  Services, 
present  overseers  of  Medicare  and  Medicaid,  and  to 
give  the  Health  Department  clear  jurisdiction  in 
PSRO. 

Under  the  reorganization,  50  physicians  at  Social  Se- 
curity and  150  in  the  Health  Services  Administration 
are  assigned  to  PSRO  but  not  directly  under  Dr.  Bauer 
who  had  36  staff  positions. 

There  was  no  indication  from  Dr.  Bauer  of  any  philo- 
sophic differences  with  the  administration  over  how 
PSRO  would  function  at  the  local  and  state  levels. 

* * * 

The  House  has  approved  legislation  which  will  pro- 
vide Federal  funds  to  start  a limited  number  of  experi- 
mental HMOs  over  a five-year  period  to  the  tune  of 
$240  million.  The  Senate’s  version  of  HMOs,  passed 
months  ago,  would  provide  $805  million  over  the  same 
period  of  time.  House  and  Senate  conferees  must  now 
resolve  the  differences. 

The  compromise  bill  voted  by  the  House  calls  for 
spending  $60  million  this  fiscal  year,  the  Administra- 
tion figure.  The  bill  meets  many  objections  raised  to 
the  original  measure  by  the  Administration  and  the 
American  Medical  Association. 

Although  no  specific  number  limitations  were  set  in 
the  House  bill,  the  limit  of  authorizations  to  $240  mil- 
lion will  provide  an  effective  ceiling  on  the  number  of 
HMOs  which  could  be  established.  The  House  Com- 
merce Committee  estimated  the  legislation  would  be 
used  to  bring  approximately  100  new  HMOs  to  the 
operating  stage.  The  bill  has  a flat  five-year  cut  off  for 
the  HMO  program. 

Unlike  the  Senate  bill,  the  House  legislation  does  not 
preempt  state  laws  that  restrict  the  formation  of 
HMOs.  The  reason  given  by  the  House  Commerce 
Committee  was  “the  rapid  change  already  underway  in 
state  legislation  designed  to  remove  these  barriers.” 
Approximately  20  states  have  already  adopted  legisla- 
tion specifically  authorizing  HMOs. 

The  bill  limits  grants  or  contracts  for  planning  and 
initial  development  costs  by  prohibiting  this  assistance 
after  1976. 

Initial  development  assistance  would  be  prohibited 
after  1977. 

Loans  and  loan  guarantees  for  initial  operation  costs 
are  authorized  except  that  loan  guarantees  could  be 
provided  only  if  the  HMO  will  serve  residents  of  a 
medically  underserved  area. 

The  bill  has  no  authority  for  loan  guarantees  for  con- 
struction projects. 

For  grants  and  contracts  for  feasibility  studies,  ini- 
tial planning,  and  initial  development  costs,  the  bill 
would  authorize  $40  million  for  the  fiscal  year  of  1974, 
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$45  million  for  the  fiscal  year  of  1975,  and  $50  million 
for  the  fiscal  year  of  1976.  In  addition,  it  would  autho- 
rize $55  million  for  the  fiscal  year  of  1977  for  grants 
and  contracts  for  initial  development  costs.  The  bill 
would  authorize  $20  million  for  the  fiscal  year  of  1974 
and  $30  million  for  the  fiscal  year  of  1975  to  be  appro- 
priated to  the  loan  fund. 

The  bill,  unlike  the  original  subcommittee  bill,  has 
no  authority  for  demonstration  grants  and  contracts  for 
enrollment  of  the  indigent,  for  providing  service  in 
rural  medically  underserved  areas,  and  for  enrollment 
of  high-risk  individuals.  There  also  is  no  authority  for 
special-project  grants  and  contracts,  for  grants  for 
HMO  management  training,  and  for  program  evalua- 
tion. 

Provisions  for  protection  against  insolvency  of 
HMOs,  against  the  cost  of  providing  unusual  amounts 
of  health  services  or  of  providing  out-of-area  health  ser- 
vices, and  protection  against  unusual  losses  were  not 
contained  in  the  final  bill.  Also  deleted  were  provi- 
sions which  authorized  technical  assistance  and  consul- 
tative services  to  aid  in  the  planning  or  development  of 
an  HMO. 

* * * 

Below  is  an  interesting  quote  found  in  Presidential 
Documents*: 

THE  PRESIDENT:  One  of  our  major  problems, 

incidentally,  I might  say,  is,  as  you  were  just  talking 
about  the  Trade  Bill,  Wilbur  Mills’  incapacity.  I 
don’t  know  whether  you  know  he  has  just  had  an  op- 
eration, a disc  operation,  which,  incidentally,  if  he 
had  asked  me,  I would  have  told  him  never  to  have 
it.  I haven’t  had  one  but  I have  never  known  one 
that  was  successful. 

* * * 

A public-private  national  center  for  health  education 
to  oversee  efforts  to  provide  better  health  information 
to  the  public  was  recommended  by  President  Nixon’s 
Special  Committee  on  Health  Education. 

In  a report  to  the  chief  executive  the  17-member  ad- 
visory group  said  future  improvements  in  health-care 
delivery  and  financing  “will  be  virtually  nullified  un- 
less there  is,  at  the  same  time,  an  improvement  in 
health  education,  which  means  not  just  supplying  in- 
formation about  health  to  people,  but  motivating  them 
to  accept  the  information  and  put  it  to  work  in  their 
daily  lives.” 

Only  a small  fraction  of  the  nation’s  health  dollar  is 
spent  on  public  education,  the  report  said,  declaring 
that  there  is  a vital  need  for  innovation  and  experi- 
mentation with  new  kinds  of  educational  programs. 

The  National  Center  for  Health  Education  would  be 
a private,  nonprofit  organization  authorized  by  Con- 
gress and  financed  from  U.S.  and  private  funds  at  an 
estimated  yearly  cost  of  about  $3  million.  The  Center 
would  be  managed  by  a 25-member  board  of  directors 
appointed  by  the  President  and  confirmed  by  the  Sen- 
ate. It  would  conduct  research,  coordinate  state  and 
local  and  national  public  education  programs,  and 
serve  as  an  information  clearing  house. 

Chairman  of  the  advisory  committee,  which  spent 
two  years  on  the  report,  is  R.  Heath  Larry,  vice  chair- 
man of  U.S.  Steel.  There  were  two  outright  dissents 

* Richard  Nixon,  1973,  vol.  9,  no.  36,  p.  1063. 


on  the  report’s  findings  and  eight  additional  views 
which  included  expressions  of  reservations  about  the 
report. 

In  addition  to  the  National  Center,  the  President’s 
Committee  recommended: 

An  HEW  office  serve  as  focal  point  for  govern- 
ment-wide health  education  efforts. 

Consumers  be  more  adequately  informed  about  the 
health  value  of  products  and  services. 

Hospitals  provide  patient  education  programs. 

Model  state  health  education  laws. 

In  business,  labor  be  encouraged  to  undertake 
comprehensive  health  education  programs. 

Community  health  education  centers  be  estab- 
lished. 

Serious  consideration  be  given  to  preparing  select- 
ed nonprofessional  health  educators  as  “paramedics, 
in  effect,  in  the  field  of  health  education.” 

Joseph  Beirne,  president  of  the  communications 
workers  (AFL-CIO),  said  the  proposed  center  would 
not  work,  and  that  a firm  commitment  to  the  goals  of 
health  education  is  needed  from  four  groups  which 
would  be  the  key  to  success:  American  Medichl  Asso- 
ciation, American  Hospital  Association,  American 
Public  Health  Association,  and  American  Dental  Asso- 
ciation. 

The  other  dissenter  was  Joy  Cauffman,  Ph.D.,  Uni- 
versity of  Southern  California  School  of  Medicine,  who 
said  that  the  report  discriminates  against  the  coalition 
of  national  health  organizations. 

J.  Henry  Smith,  president  of  the  Equitable  Life  As- 
surance Society,  said  he  was  “uneasy”  about  the  re- 
port’s lack  of  clarification  on  how  the  Center  would  be 
set  up  and  the  “somewhat  cursory”  recommendations 
in  other  areas.  Charles  A.  Stegfried,  vice  chairman  of 
Metropolitan  Life  Insurance  Company,  said  "numerous 
recommendations  are  made  for  extensive  new  activities 
without  any  clear  indication  of  just  what  they  might 
accomplish,  what  they  would  likely  cost,  or  whether 
the  hoped-for  improvements  would  be  commensurate 
with  the  cost.” 

* * * 

President  Nixon  has  won  a showdown  with  Congress 
on  health  spending.  The  House  failed  to  override  his 
veto  of  the  emergency  medical  services  bill,  making  the 
veto  stand  and  bolstering  the  administration’s  hopes  of 
curbing  federal  spending  this  year. 

The  Senate  voted  before  the  August  recess  to  over- 
turn the  veto. 

In  the  interval,  pro-Administration  and  anti-Admin- 
istration  forces  and  supporters  of  the  bill  worked  hard 
to  line  up  House  votes  for  their  sides  in  what  was  re- 
garded as  an  important  test  of  the  President’s  powers. 

The  bill  authorized  $185  million  over  three  years  to 
aid  state  and  local  governments  set  up  emergency  med- 
ical services  to  cope  with  automobile  crashes  and  the 
like.  In  his  veto  message.  President  Nixon  said  the 
measure  would  establish  “a  large  new  Federal  program 
in  an  area  which  is  traditionally  a concern  of  state  and 
local  governments.” 

The  chief  executive  also  criticized  a rider  to  the  bill 
ordering  the  continued  operation  of  eight  public  health 
service  hospitals.  He  said  “their  inpatient  facilities 
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have  now  outlived  their  usefulness  to  the  Federal  gov- 
ernment.” 

Despite  the  Administration’s  opposition,  the  bill 
sailed  through  Congress  by  overwhelming  votes. 

The  House  vote  on  the  veto  was  viewed  as  a key  bat- 
tle in  the  legislative  war  pitting  congressional  demo- 
crats against  the  Administration,  a fight  not  only  in- 
volving the  issue  of  economy  in  government  but  the 
powers  of  Congress  and  the  powers  of  the  executive 
branch. 

President  Nixon  had  been  successful  in  four  previous 
vetoes  this  year. 

* * * 

Labor’s  leading  proponent  of  a sweeping  NHI  (Na- 
tional Health  Insurance)  bill,  Leonard  Woodcock  of  the 
UAW  (United  Autoworkers),  engineered  a tentative 
agreement  with  the  Chrysler  corporation  requiring  the 


Graduate  course  in  ophthalmic 
plastic  surgery 

A three-day,  intensive  course  of  instruction  in 
ophthalmic  plastic  surgery  will  be  presented  at  the 


company  to  pay  the  full  workers’  tab  for  any  NHI  plan 
that  comes  down  the  pike. 

It  was  believed  to  be  the  first  such  provision  in  a 
major  labor  settlement  and  made  clear  labor  leaders’ 
desire  to  have  management  shoulder  the  full  cost  of 
NHI.  The  agreement  made  dollars  and  sense  from  the 
standpoint  of  the  UAW  but  took  some  of  the  gloss  off 
of  the  repeated  Woodcock  assertations  before  congres- 
sional committees  that  workers  are  willing  to  pay  their 
fair  share  of  any  national  health  program. 

Steven  Schlossberg,  UAW’s  general  counsel,  was 
quoted  as  saying  that  autoworkers  have  always  sup- 
ported NHI  but  “now  they  have  even  more  incentive  to 
press  for  its  passage  since,  because  of  the  new  contract, 
there  is  no  economic  incentive  for  them  to  be  against 
it.” 

The  agreement  states  that,  in  the  event  a National 
Health  Insurance  program  is  enacted,  Chrysler  will  be 
required  to  pay  any  direct  premium  or  taxes  which 
may  be  levied  on  workers. 


Brooklyn  Eye  and  Ear  Hospital,  April  24  to  26,  1974. 
The  course  will  be  conducted  by  Martin  Bodian,  M.D., 
associate-in-charge,  Ophthalmic  Plastic  Service.  For 
registration  and  further  details,  contact  Mr.  Vernon 
Dressier,  Administrator,  Brooklyn  Eye  and  Ear  Hospi- 
tal, 29  Greene  Avenue,  Brooklyn,  New  York  11238. 


ISN'T  IT  ABOUT  TIME  HE  HAD  AS 
MUCH  GOING  FOR  HIH  AS  THE 
$1,000,000  INVESTOR? 

If  you  have  $10,000  or  more  in  cash,  or  in  stocks  or  mutual 
funds  or  are  investing  for  the  first  time,  consider  Charter 
Investors,  an  investment  service  of  Irving  T rust  Company. 

Charter  Investors  is  built  on  the  Irving’s  facilities  for  han- 
dling over  $3  billion  in  investment  management  assets. 

And  its  100  years  of  experience  in  managing  money. 

If  you’re  interested  in  long-term  growth,  these  advan- 
tages will  be  important  to  you: 

■ Thorough  and  objective  advice  on  when  and  what  to  sell 
as  well  as  when  and  what  to  buy. 

■ You  make  the  actual  investment  decisions  yourself. 

■ You  know  at  all  times  what’s  in  your  portfolio. 

■ An  investment  institution  that  is  big  enough  to  employ  a 
large  staff  of  highly  skilled  analysts,  economists  and  port- 
folio planners. 

■ Quality  growth  stocks. 


■ Choice  of  the  brokerage  firm  to  handle  your  transactions. 

The  cost  of  this  comprehensive  service  is  1%  of  the  value 
of  your  account  annually  with  a $250  a year  minimum. 

To  find  out  more  about  Charter  Investors  stop  in  at  any 
Irving  Trust  office.  Or  mail  the  coupon  below  to: 


I 

I 

I 

I I 

I 


Edward  Shrager, 

Charter  Investors,  Irving  Trust  Company 
One  Wall  Street,  New  York,  New  York  10015 
Tel:  (212)  487-3877 
Please  send  me  your  booklet,  “Charter  Investors” 

Name 

Street  Address 


_State_ 


Zip  Code_ 


-Telephone. 
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Cr  A Charter  New  York  Bank,  Member  F.D.I.C 

Irving  Trust  Company. 
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Miller,  E.,  and  Nieburg,  H.  A.:  Amphetamines; 

valuable  adjunct  in  treatment  of  Parkinsonism,  New 
York  State  J.  Med.  73:  2657  (Nov.  15)  1973. 

Two  hundred  and  four  patients  with  Parkinson’s  dis- 
ease were  treated  with  levodopa  over  a three-year  peri- 
od at  Maimonides  Medical  Center.  It  was  found  that 
a major  factor  which  limited  the  success  of  this  treat- 
ment was  lack  of  motivation  observed  in  45  patients. 
This  occurred  most  often  with  advanced  age,  severe 
depression,  and  in  the  bedridden  stage  of  the  disease. 
Thirty  of  these  patients  were  treated  with  either  dex- 
troamphetamine sulfate  or  methylphenidate  hydrochlo- 
ride in  a maximal  dosage  of  10  mg.  per  day  for  each 
drug.  In  the  remaining  15  patients  these  drugs  were 
considered  contraindicated  and  they  were  used  as  con- 
trol subjects.  In  the  treated  group  the  improvement 
score  for  gait  was  raised  by  a mean  of  31  per  cent 
whereas  the  15  control  subjects  failed  to  make  this  im- 
provement. An  additional  21  patients  received  meth- 
ylphenidate hydrochloride  for  levodopa-induced  lethar- 
gy and  somnolence.  In  all  instances  these  side  effects 
were  abolished.  Thus  a total  of  51  patients  were  treat- 
ed with  amphetamines.  Laboratory  abnormalities  or 
cardiovascular  side-effects  were  not  observed. 

Segal,  H.  L.:  Immunology  and  gastrointestinal  can- 

cer, New  York  State  J.  Med.  73:  2662  (Nov.  15)  1973. 

This  report  provides  a brief  review  of  current  con- 
cepts and  the  relevance  of  immunology  in  the  develop- 
ment of  tests  to  aid  in  the  diagnosis  of  gastrointestinal 
carcinoma.  The  two  pathways  of  normal  immuno-dif- 
ferentiation  in  mammals;  namely,  the  thymic  and  bone 
marrow  (Avian  Bursal  Equivalent)  are  the  two  sources, 
respectively,  of  the  small  lymphocytes  associated  with 
delayed  skin  reaction  and  allograph  rejection  and  the 
plasma  cells  involved  in  the  production  of  circulating 
antibodies.  Alpha  feto-protein  is  present  in  51  per 
cent  of  Caucasian  patients  and  84  per  cent  of  non-Cau- 
casian patients  with  hepatoma.  Studies  are  currently 


Announcement.  Julius  E.  Stolfi,  M.D.,  Associate 
Editor  of  the  New  York  State  Journal  of  Medicine,  has 
been  appointed  by  the  American  College  of  Physicians 
to  the  Section  on  Internal  Medicine  of  the  American 
Medical  Association.  He  has  been  named  by  the  Col- 


in progress  to  determine  the  significance  of  the  level  of 
carcinoembryonic  antigen  (CEA)  in  the  diagnosis  of 
carcinoma  of  the  colon. 

Lorand,  S.:  Correlation  between  psychiatry  and  med- 
icine; historical  evaluation  of  psychosomatic  medicine, 
New  York  State  J.  Med.  73:  2665  (Nov.  15)  1973. 

The  presentation  emphasizes  the  need  to  evaluate 
both  physiological  and  psychological  (emotional)  fac- 
tors in  the  disease  process  and  symptom  formation. 
The  author  describes  the  interaction  and  mutual  in- 
fluences of  both  factors  in  maintaining  the  disease. 
Various  therapeutic  techniques  are  discussed;  the 
need  for  flexibility  in  the  therapeutic  approach  and  the 
necessity  for  adjusting  technique  to  the  needs  of  the 
patient  are  explained.  In  the  author’s  opinion,  physi- 
cians can  learn  the  techniques  of  therapy  of  psychoso- 
matic problems  as  readily  as  those  of  any  other  medi- 
cal specialty. 

Young,  A.  W.,  Sweeney,  E.  W.,  David,  D.  S., 
Cheigh,  J.,  Hochgelerent,  E.  L.,  Sakai,  S.,  Stenzel, 
K.  H.,  and  Rubin,  A.  L.:  Dermatologic  evaluation  of 
pruritus  in  patients  on  hemodialysis,  New  York  State 
J.  Med.  73:  2670  (Nov.  15)  1973. 

Of  36  patients  being  treated  by  hemodialysis,  31  (86 
per  cent)  complained  of  pruritus,  the  symptom  being 
for  some  the  most  devastating  aspect  of  the  illness. 
This  incidence  is  higher  than  that  reported  in  renal- 
disease  patients  prior  to  dialysis  therapy.  Prolonged 
life  may  be  a factor.  There  was  a highly  significant, 
direct  correlation  between  the  severity  of  pruritus  and 
the  degree  of  xerosis,  and  suggestive  evidence  of  a posi- 
tive correlation  between  the  pruritus  and  the  degree  of 
secondary  hyperparathyroidism  and  the  average  level 
of  the  blood  urea  nitrogen.  Dermatologic  history, 
drugs,  or  renal  pathology  did  not  affect  the  incidence 
or  type  of  pruritus.  No  specific  skin  changes  directly 
attributable  to  the  renal  disease  were  observed. 


lege  of  Physicians  to  chair  an  ad  hoc  committee  to 
study  the  present  qualifications  established  by  the 
American  Board  of  Internal  Medicine  and  to  make  rec- 
ommendations to  strengthen  undergraduate  and  post- 
graduate training  in  internal  medicine. 
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WARNINGS:  Drug  Dependence:  Oxycodone  can  produce  drug 
dependence  of  the  morphine  type  and,  therefore,  has  the  poten- 
tial for  being  abused.  Psychic  dependence,  physical  depen- 
dence and  tolerance  may  develop  upon  repeated 
administration  of  Percodan,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications.  Like 
other  narcotic-containing  medications,  Percodan  is  subject  to 
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Usage  in  ambulatory  patients:  Oxycodone  may  impair  the 
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usual  dosage  recommended  below  in  cases  of  more  severe  pain 
or  in  those  patients  who  have  become  tolerant  to  the  analgesic 
effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Per 
codan  may  be  additive  with  that  of  other  CNS  depressants.  See 
WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit 
the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms: 
Serious  overdose  with  Percodan  is  characterized  by  respiratory 
depression,  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and 
sometimes  bradycardia  and  hypotension.  In  severe  overdosage, 
apnea,  circulatory  collapse,  cardiac  arrest  and  death  may 
occur.  The  ingestion  of  very  large  amounts  of  Percodan  may,  in 
addition,  result  in  acute  salicylate  intoxication. 

Treatment:  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  the  institution  of  assisted  or  con- 
trolled ventilation.  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against  respi- 
ratory depression  which  may  result  from  overdosage  or 
unusual  sensitivity  to  narcotics,  including  oxycodone.  There- 
fore, an  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation.  Since  the 
duration  of  action  of  oxycodone  may  exceed  that  of  the  antago- 
nist, the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as 
needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed 
drug. 


Radiological  Atlas  of  Bone  Tumors.  By  The  Nether- 
lands Committee  on  Bone  Tumors.  Volume  Two. 
Quarto  of  600  pages,  fully  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Co.,  1973.  Cloth, 
$77. 

This  second  volume  deals  with  the  benign  tumours  of 
the  skeleton,  cysts,  and  other  tumour-like  lesions,  in- 
cluding certain  affections  of  the  skeleton  sometimes 
causing  bone  lesions  radiographically  suggestive  of  neo- 
plasia. Also,  a few  rare  lesions  of  varied  nature  are 
shown. 

Ellis  and  Mitchell  Disease  in  Infancy  and  Child- 
hood. Seventh  edition.  By  Ross  G.  Mitchell,  M.D. 
Quarto  of  426  pages,  illustrated.  Baltimore,  Mary- 
land, The  Williams  & Wilkins  Co.,  1973.  Cloth, 
$20.50. 

This  new  edition  has  been  very  thoroughly  revised  but 
its  aim  remains  unchanged.  It  is  intended  as  an  intro- 
duction to  the  diseases  of  infancy  and  childhood  for  se- 
nior medical  students  who  are  already  familiar  with 
the  natural  history  of  disease  in  adult  life  and  have 
some  knowledge  of  normal  child  development. 

Pathobiology  of  Development — Or  Ontogeny  Re- 
visited. Symposium  of  American  Association  of  Pa- 
thologists and  Bacteriologists,  Cincinnati,  Ohio, 
1972.  Edited  by  E.  V.  D.  Perrin,  M.D.,  Milton  J. 
Finegold,  M.D.,  Series  Editor,  Joel  G.  Brunson,  M.D. 
Octavo  of  151  pages,  illustrated.  Baltimore,  Mary- 
land, Williams  & Wilkins  Co.,  1973.  Cloth,  $19.75. 

This  symposium  was  designed  to  present  a summary  of 
recent  developments  in  biochemical  and  embryologic 
research  in  relation  to  teratogenesis  and  to  provide  a 
background  for  pathologic  study  of  the  victims  of  disor- 
derly ontogenesis. 

Acid-Base  Balance.  Chemistry,  Physiology,  Patho- 
physiology. By  A.  Gorman  Hills,  M.D.  Octavo  of  381 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Co.,  1973.  Paper,  $19.50. 

The  central  concern  of  this  book  is  physiology.  The 
author  does  not  attempt  to  provide  a compendium  of 
the  particular  diseases  which  may  disturb  acid-base 
regulation  nor  does  he  present  a digest  of  therapy. 

Review  of  Physiological  Chemistry.  Fourteenth  edi- 
tion. By  Harold  A.  Harper,  Ph.D.  Quarto  of  543 
pages,  illustrated.  Los  Altos,  California,  Lange  Medi- 
cal Publications,  1973.  Fabricoid,  $8.50. 

This  review  is  intended  to  serve  as  a compendium  of 
those  aspects  of  chemistry  that  are  fundamental  to  the 
study  of  biology  and  medicine.  It  also  includes  recent 
contributions  to  the  field. 

continued  on  page  2647 
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Abstracts  in  Interlingua 


Miller,  E.,  e Nieburg,  H.  A.:  Amphetaminas,  com- 

postos  adjuvante  de  valor  in  le  tractamento  del  Parkin- 
sonismo,  New  York  State  J.  Med.  73:  2657  (15  de  No- 
vembre)  1973. 

Un  total  de  204  patientes  con  morbo  de  Parkinson 
esseva  tractate  con  levodopa  durante  un  periodo  de  3 
annos  in  le  Centro  Medic  Maimonides.  Esseva  trovate 
que  le  factor  principal  que  limitava  le  successo  de  iste 
tractamento  esseva  le  falta  de  motivation  observate  in 
45  patientes.  Isto  occurreva  plus  frequentemente  in  le 
patientes  de  etate  avansate  o con  depression  grave  e in 
illos  con  le  morbo  in  le  stato  de  confinamento  in  le 
lecto.  De  iste  45  patientes,  30  esseva  tractate  con  sul- 
fato  de  dextroamphetamina  o chlorhydrato  de  methyl- 
phenidato  al  dosage  maxime  de  10  mg. /die  de  cata 
droga.  In  le  15  patientes  restante,  iste  compostos  esse- 
va considerate  contraindicate,  de  maniera  que  iste  pa- 
tientes esseva  usate  como  controlos.  In  le  gruppo  de 
patientes  tractate,  le  ratio  de  melioration  del  ambul- 
atura  esseva  elevate  a un  promedio  de  31  pro  cento;  in 
cambio,  in  le  15  patientes  de  controlo  iste  melioration 
non  occurreva.  A un  gruppo  additional  de  21  patientes 
le  chlorhydrato  de  methylphenidato  esseva  adminis- 
trate contra  le  lethargia  e somnolentia  inducite  per  le 
levodopa.  In  omne  casos,  iste  effectos  secondari  del 
levodopa  esseva  abolite.  Assi,  un  total  de  51  patientes 
esseva  tractate  con  amphetaminas.  Abnormalitates 
del  examinationes  de  laboratorio  e effectos  cardiovas- 
cular secondari  non  esseva  observate. 

Segal,  H.  L.:  Immunologia  e cancer  gastrointestinal, 

New  York  State  J.  Med.  73:  2662  (15  de  Novembre) 
1973. 

Iste  reporto  es  un  breve  revista  del  conceptos  actual 
e le  importantia  del  immunologia  in  le  disveloppamen- 
to  de  tests  pro  facilitar  le  diagnose  del  carcinoma  gas- 
trointestinal. Le  duo  camminos  del  immuno-differen- 
tiation  normal  in  mammiferos,  le  medulla  ossee  e 
thymic  (“Avian  Bursal  Equivalent”),  es  le  duo  fontes, 
respectivemente,  del  lymphocytos  parve  associate  con 
le  reaction  cutanee  tardive  e le  rejection  allographs  e 
le  cellulas  plasmatic  implicate  in  le  production  de  anti- 
corpores  circulante.  Le  feto-proteina  alpha  existe  in  51 


pro  cento  del  patientes  Caucasic  e in  84  pro  cento  del 
non  Caucasic  con  hepatoma.  Existe  studios  actual- 
mente  in  progresso  pro  determinar  le  significantia  del 
nivello  del  antigeno  carcinoembryonic  (“carcinoem- 
bryonic  antigen — CEA”)  in  le  diagnose  del  carcinoma 
del  colon. 

Lorand,  S.:  Correlation  inter  psychiatria  e medicina; 
evalutation  historic  del  medicina  psychosomatic,  New 
York  State  J.  Med.  73:  2665  (15  de  Novembre)  1973. 

In  iste  presentation  es  emphatisate  le  necessitate  de 
evalutar  le  factores  physiologic  e psychologic  (emotion- 
al) in  le  processo  morbose  e le  formation  del  sympto- 
mas.  Le  autor  describe  le  interaction  e influentias 
mutue  de  ambe  factores  in  le  mantenimento  del 
morbo.  Varie  technicas  therapeutic  es  discutite.  Le 
necessitate  de  flexibilitate  in  le  approche  therapeutic  e 
ille  de  adjustar  le  technicas  al  necessitates  del  patiente 
es  explicate.  In  le  opinion  del  autor,  le  medicos  pote 
apprender  le  technicas  therapeutic  de  problemas  psy- 
chosomatic tan  facilemente  como  illes  de  qualunque  al- 
tere  specialitate  medic. 

Young,  A.  W.,  Sweeney,  E.  W.,  David,  D.  S., 
Cheigh,  J.,  Hochgelerent,  E.  L.,  Sakai,  S.,  Stenzel, 
K.  H.,  e Rubin,  A.  L.:  Evalutation  dermatologic  del 
pruritus  in  patientes  in  hemodialysis,  New  York  State 
J.  Med.  73:  2670  (15  de  Novembre)  1973. 

De  36  patientes  tractate  con  hemodialysis,  31  (86  pro 
cento)  plange  se  de  pruritus,  le  symptoma  le  plus 
desvastator  del  tractamento  de  accordo  con  alicun  clin- 
icos.  Iste  incidentia  es  plus  elevate  que  ille  reportate 
per  patientes  con  morbo  renal  ante  le  therapia  con  di- 
alysis. Le  prolongation  del  vita  pote  esser  un  factor. 
Esseva  observate  un  correlation  directe  e altemente 
significative,  inter  le  intensitate  del  pruritus  e le  grado 
de  xerosis,  e etiam  un  evidentia  suggestive  de  un  corre- 
lation positive  inter  le  pruritus  e le  grado  de  hyperpar- 
athyroidismo  secondari  e le  nivello  promedio  del  nitro- 
geno  ureic  del  sanguine.  Le  historia  dermatologic,  le 
drogas  o le  pathologia  renal  non  affectava  le  incidentia 
o typo  del  pruritus.  No  cambios  cutanee  specific  di- 
rectemente  atributabile  al  morbo  renal  esseva  obser- 
vate. 
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Recent  Advances  in  Gastroenterology.  Second  edi- 
tion. Edited  by  John  Badenoch,  D.M.,  and  Bryan  N. 
Brooke,  M.D.  Octavo  of  350  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 

1972.  Cloth,  $24.75. 

This  new  edition  provides  the  reader  with  ready  access 
to  topics  within  the  field  but  slightly  off  the  chosen 
beat.  Each  contribution  treats  its  subject  in  depth 
and  is  written  by  an  acknowledged  expert. 

Best  & Taylor’s  Physiological  Basis  of  Medical 
Practice.  Ninth  edition.  Edited  by  John  R.  Brobeck, 
Ph.D.,  M.D.  Quarto  of  1,390  pages,  illustrated.  Bal- 
timore, Maryland,  The  Williams  & Wilkins  Company, 

1973.  Cloth,  $22. 

This  new  edition  is  especially  designed  to  meet  the 
needs  of  students  in  physiology  courses  in  professional 
schools — medicine,  dentistry,  and  veterinary  medicine 
— by  offering  a volume  that  is  comprehensive  but  not 
encyclopedic  and  that  surveys  physiological  mecha- 
nisms related  to  problems  encountered  in  clinical  prac- 
tice. 

Depressive  Illness.  Diagnosis,  assessment,  treat- 
ment. Edited  by  Prof.  P.  Kielholz.  An  International 
Symposium  held  at  St.  Moritz,  lOth-llth  January 

1972.  Quarto  of  302  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1972. 
Cloth,  $17.75. 

This  volume  contains  the  proceedings  of  an  interna- 
tional symposium  held  in  St.  Moritz,  Switzerland. 
Depression  is  examined  from  a variety  of  viewpoints — 
biochemical,  genetic,  and  so  forth — and  a discussion 
i follows  each  of  the  papers  presented. 

Family  Care.  A guide  . . . Edited  by  Naomi  Baum- 
slag,  M.D.  Octavo  of  392  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 

1973.  Paper,  $7.95. 

This  book  had  its  origins  around  a core  of  elective  sem- 
inars given  to  a group  of  sophomore  medical  students. 
It  is  intended  to  encourage  understanding,  consider- 
, ation,  and  knowledge  of  patient  values  and  fill  some  of 
the  gaps  left  in  our  highly  technical  and  fragmented 
medical  curricula. 
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Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 
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Medical  Meetings 


Third  international  welcome 
dance  and  social 

The  third  international  welcome  dance  and  social 
will  be  held  at  the  Queens  County  Medical  Society, 
112-25  Queens  Boulevard,  Forest  Hills,  New  York, 
11375,  on  Saturday  evening,  December  8,  1973. 

This  is  a nonprofit  affair  with  the  aim  to  introduce 
international  members  to  the  Society  and  to  each 
other,  and  to  “feel  at  home.”  Attendance  is  limited  to 
200  members  and  reservations  should  be  made  as 
quickly  as  possible  by  calling  BOulevard  8-7300  (area 
code  212).  Informal  or  traditional  dress  is  acceptable. 

First  hair  transplant  symposium  and 
workshop 

The  first  Hair  Transplant  Symposium  and  Workshop 
will  be  held  in  Hot  Springs  at  the  Stough  Dermatology 
and  Cutaneous  Surgery  Clinic,  P.  A.,  Doctors  Park, 
Hot  Springs,  Arkansas  71901,  on  February  8 and  9, 
1974.  The  American  Society  for  Dermatologic  Surgery 
and  the  American  Society  of  Facial  Plastic  and  Recon- 
structive Surgery,  Inc.,  are  cosponsors.  For  further  in- 
formation please  contact:  D.  B.  Stough,  III,  M.D., 

Program  Director,  at  the  above  address.  Attendance 
will  be  limited. 

College  of  surgeons  to  hold 
spring  meeting 

The  American  College  of  Surgeons  will  sponsor  its 
second  annual  four-day  spring  meeting  in  Houston, 
Monday,  March  25  through  Thursday,  March  28,  1974, 
at  the  Albert  Thomas  Convention  Center  and  the 
Hyatt  Regency  Hotel. 

The  postgraduate  courses  will  cover:  Fluids  and 

Electrolytes:  Henry  Thomas  Randall,  M.D.,  F.A.C.S., 
Providence,  chairman,  and  Stanley  J.  Dudrick,  M.D., 
F.A.C.S.,  Houston,  co-chairman;  Cardiovascular  Sur- 
gery: Vallee  L.  Willman,  M.D.,  F.A.C.S.,  St.  Louis, 

chairman,  and  E.  Stanley  Crawford,  M.D.,  F.A.C.S., 
Houston,  co-chairman;  Cancer:  Robert  C.  Hickey, 

M.D.,  F.A.C.S.,  Houston,  chairman,  co-chairman  to 
be  announced;  Plastic  Surgery:  Maurice  J.  Jurkiew- 

icz,  D.D.S.,  M.D.,  F.A.C.S.,  Gainesville,  Florida, 
chairman,  and  Frank  J.  Gerow,  M.D.,  F.A.C.S.,  Hous- 
ton, co-chairman;  Shock:  William  R.  Drucker,  M.D., 
F.A.C.S.,  Charlottesville,  chairman,  and  Charles  R. 
Baxter,  M.D.,  F.A.C.S.,  Dallas,  co-chairman;  Gas- 
trointestinal Surgery:  Rene  B.  Menguy,  M.D., 

F.A.C.S.,  Rochester,  N.  Y.,  chairman,  and  Paul  H. 
Jordan,  Jr.,  M.D.,  F.A.C.S.,  Houston,  co-chairman; 
Surgery  of  the  Hand:  Harold  E.  Kleinert,  M.D., 

F.A.C.S.,  Louisville,  chairman,  and  Frederick  B.  Kes- 
sler, M.D.,  F.A.C.S.,  Houston,  co-chairman;  Urologic 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Surgery:  Russell  Scott,  Jr.,  M.D.,  F.A.C.S.,  Aspen, 

chairman,  and  C.  Eugene  Carlton,  Jr.,  M.D.,  F.A.C.S., 
Houston,  co-chairman. 

For  further  information,  please  contact  Edwin  Ger- 
rish,  M.D.,  Assistant  Director,  American  College  of 
Surgeons,  55  East  Erie  Street,  Chicago,  Illinois  60611. 

Special  hematology  lectures 

The  hematology  section  of  the  Department  of  Medi- 
cine at  Downstate  Medical  Center  in  Brooklyn  is  spon- 
soring a series  of  special  lectures,  the  R.  Janet  Watson 
Hematology  Lectures,  to  be  held  in  the  Fourth  Floor 
Lecture  Hail  of  the  Basic  Sciences  Building  at  450 
Clarkson  Avenue  in  Brooklyn.  A lecture  on  “Recent 
Studies  in  Sickle  Cell  Disease”  will  be  presented  on 
November  19  by  Eli  Schwartz,  M.D.,  professor  of  pedi- 
atrics at  the  University  of  Pennsylvania  School  of  Med- 
icine and  director  of  hematology  at  the  Children’s  Hos- 
pital of  Philadelphia.  Theodore  Spaet,  M.D.,  professor 
of  medicine  at  the  Albert  Einstein  College  of  Medicine 
of  Yeshiva  University  and  director  of  hematology  at 
Montefiore  Hospital,  will  speak  December  17  on 
“Thrombogenesis.”  A lecture  January  7 on  “Immunol- 
ogy of  Mutant  Hemoglobins”  will  be  given  by  Jamshid 
Javid,  M.D.,  associate  professor  of  medicine  at  the 
New  York  University  School  of  Medicine.  The  lecture, 
“Rates  of  Globin  Chain  Synthesis  and  Clinical  Vari- 
ants of  Homozygous  Beta  Thalassemia,”  will  be  pre- 
sented January  21  by  Albert  Braverman,  M.D.,  assis- 
tant professor  of  medicine  at  New  York  Medical  Col- 
lege. All  of  the  lectures  begin  at  1:00  p.m.  on  the 
specified  Monday  afternoons. 

Seventh  annual  symposium — 
medical  aspects  of  sports 

The  seventh  annual  symposium — Medical  Aspects  of 
Sports — sponsored  by  the  Medical  Society  of  the  State 
of  New  York’s  Committee  on  Medical  Aspects  of 
Sports,  will  be  held  on  January  24  to  27,  1974,  in  con- 
junction with  the  thirty-sixth  annual  conference  of  the 
New  York  State  Association  for  Health,  Physical  Edu- 
cation and  Recreation  Association,  at  the  Concord 
Hotel,  Kiamesha,  New  York.  Included  in  the  atten- 
dance will  be  the  New  York  State  Public  High  School 
Athletic  Association,  the  New  York  State  Girls  Athlet- 
ic Association,  New  York  State  Coaches  Association, 
and  the  Eastern  Athletic  Trainers  Association. 

The  Conference  Planning  Committee  with  the  coop- 
eration of  those  representing  the  Committee  on  Medi- 
cal Aspects  of  Sports  has  developed  a program  which 
will  offer  the  1,500  to  2,000  conferees  an  interesting 
schedule  of  lectures,  workshops,  demonstrations, 
cracker-barrel  sessions  under  the  leadership  of  physi- 
cians and  trainers  experienced  in  the  field  of  sports 
medicine. 

All  will  significantly  benefit  from  this  cooperative  ef- 
fort. 
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Books  Received 


The  following  books  were  received  during  the  month  of  September,  1973  * 


The  Paul  D.  White  Symposium:  Major  Advances  in 
Cardiovascular  Therapy.  Edited  by  Henry  I.  Russek, 
M.D.  Quarto  of  462  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1973. 
Cloth,  $35. 

Radiological  Atlas  of  Bone  Tumors.  Volume  One. 
The  Netherlands  Committee  on  Bond  Tumours. 

Quarto  of  267  pages,  fully  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1966. 
Cloth,  $35. 

Human  Nutrition  and  Dietetics.  Fifth  Edition.  By 
Sir  Stanley  Davidson,  B.A.,  M.D.,  R.  Passmore,  M.A., 
and  J.  F.  Brock,  D.M.  Quarto  of  597  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  exclusive  U.S.  agents,  1972.  Cloth,  $26. 

Birth  Defects.  Atlas  and  Compendium.  Edited  by 
Daniel  Bergsma,  M.D.  Quarto  of  1,006  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1973.  Cloth,  $22. 

The  Medical  Clinics  of  North  America.  Volume  57 
Number  5 September  1973.  Symposium  on  Steroid 
Therapy.  Guest  Editor  Daniel  L.  Azarnoff,  M.D. 
Octavo,  illustrated.  Philadelphia,  Pa.,  W.  B.  Saun- 
ders Company,  1973.  Published  bi-monthly  (six  issues 
peryear).  Cloth,  $21.  per  year. 

Progress  in  Cardiology  2.  Edited  by  Paul  N.  Yu, 
M.D.,  and  John  F.  Goodwin,  M.D.  290  pages,  illus- 
trated. Philadelphia,  Pa.,  Lea  & Febiger,  1973. 
Cloth,  $15. 

Polymerization  in  Biological  Systems.  Ciba  Founda- 
tion Symposium  7 (new  series).  314  pages,  illus- 
trated. Amsterdam,  Associated  Scientific  Publishers, 
1972.  Cloth. 


* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


We  Mainline  Dreams.  The  Odyssey  House  Story. 

Judianne  Densen-Gerber  J.  D.,  M.D.  421  pages,  illus- 
trated. Garden  City,  New  York.  Doubleday  & Com- 
pany, Inc.,  1973.  Cloth,  $9.95. 

Gastroenterology.  Edited  by  Abraham  Bogoch,  M.D. 
1,358  pages,  illustrated.  New  York,  New  York, 
McGraw-Hill  Book  Company,  1973.  Cloth,  $57.50. 

Marihuana  and  Health.  Second  Annual  Report  to 
Congress  from  The  Secretary  of  Health,  Education, 
and  Welfare.  Subcommittee  on  Alcoholism  and  Nar- 
cotics of  the  Committee  on  Labor  and  Public  Welfare, 
United  States  Senate.  Printed  for  the  use  of  the  Com- 
mittee on  Labor  and  Public  Welfare.  Washington, 
D.C.,  U.S.  Government  Printing  Office.  Paper. 

Anesthesiology.  Progress  since  1940.  E.  M.  Papper, 
M.D.,  S.  H.  Ngai,  M.D.,  and  Lester  C.  Mark,  M.D. 
192  pages.  Coral  Gables,  Florida,  University  of 
Miami  Press,  1973.  Cloth. 

Response  to  Contraception,  Major  Problem  in  Ob- 
stetrics and  Gynecology.  Volume  5,  1st  edition,  by 
Maxwell  Roland,  M.D.  162  pages  illustrated,  Phila- 
delphia, Pa.,  W.  B.  Saunders  Company,  1973,  Cloth 
$9.00. 

Handbook  of  Ophthalmologic  Emergencies  (A  guide 
for  emergencies  in  Ophthalmology).  George  M. 
Gambos,  M.D.  251  pages  illustrated.  Flushing,  New 
York,  Medical  Examination  Publishing  Company,  Inc., 
1973.  Cloth  $8.00. 

Exercise  in  Diagnostic  Radiology.  Nuclear  Radiol- 
ogy. Volume  6.  A.  Everette  James,  Jr.,  Sc.M.,  M.D., 
and  Lucy  Frank  Squire,  M.D.  218  pages,  illustrated. 
Philadelphia,  Pa.,  W.  B.  Saunders  Company,  1973. 
Paper,  $5.95. 

Modern  Thin-Section  Tomography.  Edited  by  Ar- 
nold Berrett,  M.D.,  Sam  Brunner,  and  Galdino  E. 
Valvassori  with  a foreword  by  Solve  Welin,  M.D.  337 
pages,  illustrated.  Springfield,  Illinois,  Charles  C. 
Thomas,  1973.  Cloth. 
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Editorial 


Explosive  hospital  costs 

Part  11-Solutions  * 


In  Part  I,  a list  of  factors  responsible  for  the 
sharp  rise  in  hospital  costs  during  the  last  decade 
was  presented.  It  is  worth  repeating  that  labor 
represents  75  per  cent  of  each  health  dollar  spent. 
Physicians  cannot  directly  influence  that  figure 
but,  by  adopting  some  or  all  of  the  following  pro- 
posals, the  number  of  personnel  required  to  run  a 
hospital  can  be  reduced  and  the  portion  of  each 
institution’s  budget  allocated  to  salaries  will  be 
reduced. 

1.  Physicians  must  treat  more  patients  outside 
of  the  hospital  and  send  less  to  emergency  depart- 
ments. A hospital  pays  approximately  55  per 
cent  of  the  cost  of  operating  an  emergency  depart- 
ment and  recoups  only  10  per  cent  of  the  total 
cost  of  its  outpatient  department.  To  lower  that 
expense,  third  parties  must  reimburse  patients 
and  physicians  for  ambulatory  care  and  preadmis- 
sion work-ups.  Each  insurer  must  be  able  to  rely 
on  fair  and  honest  cooperation  from  both.  In  ad- 
dition, acceptance  of  controls,  using  peer  review 
and  utilization  committees,  by  the  profession  is 
essential  as  is  education  of  the  public. 

2.  Physicians  must  overcome  their  under- 
standable reluctance  to  spend  time  completing 
forms,  documenting  “personal  and  identifiable” 
care,  and  completing  charts.  All  are  necessary  for 
the  efficient  collection  of  bills  by  hospitals.  The 
Health  and  Hospital  Corporation  of  the  City  of 
New  York  increased  its  collections  by  $113  million 
in  1971-72  by  using  more  efficient  methods.  We 
have  estimated  that  each  incomplete  hospital 
chart  is  equivalent  to  withholding  $1,000  (an  aver- 
age figure)  from  the  hospital.  In  large  hospitals, 
there  may  be  1,000  incomplete  charts  at  any  one 
time.  The  total  withheld,  therefore,  ranges  close 
to  1 million  dollars.  The  cooperation  of  the  medi- 
cal staff  in  increasing  hospital  income  will  result 
in  reducing  its  operating  cost. 

3.  Concise  discharge  summaries,  promptly 
written  or  dictated  by  physicians,  cuts  clerical 
costs. 

4.  Each  physician  must  strive  to  increase  hos- 

* Parts  I and  II  were  presented  by  the  author  at  a workshop 
for  trustees,  administrators,  and  chiefs  of  medicine — spon- 
sored by  the  American  College  of  Physicians  and  the  Ameri- 
can Hospital  Association  on  September  12-13,  1972,  in  San 
Francisco,  California — the  figures  have  been  revised  and 
updated. 


pital  occupancy  with  patients  requiring  hospital 
care.  (Empty  beds  are  more  expensive  than  those 
occupied  by  the  sick.)  It  is  his  responsibility  to 
avoid  unnecessarily  long  stays  and  plan  discharges 
with  the  help  of  the  social  service  department  as 
early  as  possible.  Patients  requiring  treatment  in 
extended  care  facilities  and  nursing  homes  must 
be  screened  shortly  after  admission  and  steps 
taken  far  in  advance  to  prevent  expensive  delays 
when  they  are  ready  for  transfer. 

5.  Unnecessary  laboratory  tests  and  diagnostic 
procedures  are  a luxury  we  can  no  longer  afford. 
They  must  be  ordered  carefully  and  for  good  rea- 
son. Griner  and  Liptzinf  studied  this  problem  in 
the  teaching  hospital  of  the  University  of  Roches- 
ter Medical  Center.  In  the  Department  of  Medi- 
cine the  average  patient  received  69  tests  at  a cost 
of  $469  during  a fourteen-day  stay,  or  25  per  cent 
of  the  average  hospital  bill! 

6.  When  no  longer  needed,  routine  blood  tests, 
urinalyses,  and  vital  signs  should  be  discontinued 
promptly.  Emergency  (stat)  orders  must  be  used 
sparingly.  The  time  saved  in  the  laboratory  and 
on  the  wards,  especially  that  of  the  nursing  per- 
sonnel, can  be  translated  into  significant  sums  on 
a yearly  basis. 

7.  Careful  control  of  drug  orders  and  a daily 
review  of  them  is  not  only  good  for  patient  care 
but  reduces  the  high  cost  of  operating  a pharma- 
cy. Attendings  should  be  aware  of  comparative 
drug  prices  and  orient  new  house  officers  to  avoid 
waste  and  unnecessary  expense.  For  example: 
Polycillin  costs  four  cents  an  oral  dose  while  Ke- 
flex is  26  cents.  They  may  be  used  interchange- 
ably in  many  infections. 

8.  Our  colleagues  should  encourage  the  use  of 
ward  managers  for  administrative  work  and  regis- 
tered nurses  should  be  used  in  a progressive  man- 
ner. Top  priority  must  be  given  to  ICU’s,  recov- 
ery rooms,  and  other  special  areas  where  seriously 
ill  patients  are  managed.  A smaller  number  of 
registered  nurses  may  then  be  assigned  to  self-care 
areas  or  to  supervise  intermediary  care  beds. 
Concentrating  nurses  where  needed  and  allowing 
patients  to  serve  themselves  when  their  general 

t Griner,  P.  F.,  and  Liptzin,  B.:  Use  of  the  laboratory  in  a 
teaching  hospital:  implications  for  patient  care,  education, 

and  hospital  costs,  Ann.  Int.  Med.  75:  157  (Aug.)  1971. 
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condition  permits,  will  result  in  a more  efficient 
use  of  the  highly  trained,  expensive,  and  scarce 
nursing  personnel. 

9.  Departmental  chairmen  must  strive  for  in- 
creased productivity  by  house  officers  and  full- 
time staff.  It  can  be  done  by  increasing  the  pa- 
tient/physician ratio  or  reducing  the  number  of 
house  officers.  In  addition,  physicians  should  ac- 
cept the  use  of  nurses  aides,  trained  technicians, 
and  physicians’  associates.  In  one  hospital  in 
Washington,  D.C.,  staff  members  use  a portion  of 
the  income  derived  from  private  practice  to  pay 
house  officers’  salaries. 

10.  Physicians  must  participate  in,  endorse 
and  encourage,  the  centralizing  and  sharing  of 
special  procedures  and  services.  This,  in  my 
opinion,  is  a prime  method  of  reducing  hospital 
costs.  Each  hospital  cannot  supply,  efficiently 
and  economically,  all  services  to  all  patients. 
Physicians,  administrators,  and  trustees  must 
join  forces,  put  aside  pride  and  personal  interests 
in  order  to  share  such  services  as  cardiac  catheter- 
ization laboratories,  cardiothoracic  surgery  facili- 
ties, emergency  rooms,  neonatal  units,  intensive 
care  facilities,  radiation  therapy  equipment,  nu- 
clear medicine  departments,  and  administrative 
services,  such  as  laundry,  purchasing,  and  so 
forth.  They  may  also  share  research  units  and 
special  service  departments  with  one  or  more  hos- 
pitals. The  merged  institutions  must  be  true 
partnerships  and  unilateral  action  avoided,  or 
they  will  not  be  successful.  House  staff,  full-time 
and  voluntary  physicians  must  have  privileges  in 
one  or  all  of  the  established  units.  Mergers  are 
functioning  with  varying  degrees  of  success  in 
Boston,  Chicago,  Phoenix,  and  New  York.  In 
Northwestern,  a group  of  hospitals  has  been  func- 
tioning as  a unit  for  years  and  is  very  successful. 
Their  amalgamation  permitted  the  sharing  of 
2,500  beds,  and  1,500  physicians — including  facul- 
ty, facilities,  and  house  staffs.  In  New  York,  Al- 
bert Einstein  has  merged  with  Montefiore,  Bronx- 
Lebanon  Hospital  Center,  and  Bronx  Eye  Infir- 
mary. In  Boston,  a combine  including  the  Peter 
Bent  Brigham,  the  Boston  Hospital  for  Women, 
and  the  Robert  Breck  Brigham  has  been  formed. 
It  resulted  in  the  creation  of  a $50  million  910- 
bed,  private  hospital  and  is  the  largest  private 
hospital  in  the  country.  In  Michigan,  sharing  ob- 
stetrical services  enabled  the  State  to  close  33  de- 
partments with  427  beds.  Specialty  societies  en- 
dorse the  principle  of  sharing  services. 

A federally  supported  report  of  a two-year  study 
of  the  Phoenix  merger  by  a Northwestern  group 
concluded  that  it  resulted  in  major  gains  in  cost 
containment,  comprehensive  services,  and  im- 


proved the  quality  and  availability  of  medical 
care. 

11.  Physicians  should  participate  in  the  plan- 
ning, expansion,  and  construction  of  efficient  am- 
bulatory care  facilities  and  emergency  depart- 
ments. The  need  for  vertical  care  as  opposed  to 
the  care  of  the  horizontal  patient  must  be  accept- 
ed and  provided  for.  We  should  urge  third  party 
reimbursement  for  both  and  cooperate  in  the  bill- 
ing and  collection  of  fees  for  the  hospital  as  well  as 
professional  components  from  Medicare,  Medi- 
caid, and  other  insurance  companies. 

12.  Doctors  should  help  organize  and  develop 
mobile  units  to  deliver  preventive  care  and  emer- 
gency services  directly  to  the  people.  One  unit 
can  be  equipped  and  staffed  for  a total  annual 
cost  of  less  than  one-half  million  dollars.  The 
cost  of  a satellite  clinic  is  usually  $4  to  $5  million 
dollars.  Several  mobile  units  may  be  used  to 
serve  a highly  populated  area  like  New  York  City, 
or  make  a periodic  circuit  on  a regular  schedule  in 
rural  areas.  They  can  be  used  for  mass  vaccina- 
tion and  detection  and  screening  programs  at  a 
much  lower  cost  than  a fixed  facility. 

13.  A powerful  utilization  committee  writh  the 
right  to  recommend  suspension  of  admitting  privi- 
leges for  chronic  offenders  will  be  most  useful  in 
preventing  over-utilization.  Physicians  should  be 
compensated  for  serving  on  them  and  they  should 
receive  full  support  from  medical  boards. 

14.  Every  medical  staff  should  strive  to  reduce 
waste  in  all  departments. 

15.  Our  practicing  physicians  must  help  edu- 
cate the  public.  Awareness  of  the  problems  will 
make  it  easier  to  avoid  unnecessary  hospital  ad- 
missions and  late  discharges.  Our  patients 
should  be  made  to  understand  that  health  services 
are  in  limited  supply  and  cannot  satisfy  unlimited 
demands. 

16.  Legislation  to  reduce  the  number  of  re- 
quired forms,  inspections  and  statistical  surveys, 
will  be  helpful.  The  establishment  of  incentives 
by  governmental  agencies  for  centralizing  and 
sharing  services  is  needed. 

Business  methods  must  be  applied  to  hospitals 
in  order  to  accomplish  much  of  the  above.  A 
joint  effort  by  physicians,  administrators,  and 
trustees  is  a necessary  ingredient  for  even  a modi- 
cum of  success. 


JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 
New  York  State  Journal  of  Medicine 
420  Lakeville  Road 
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The  major  breakthrough  in  the  treatment  of 
Parkinson’s  disease  was  the  introduction  of  levo- 
dopa  therapy.  It  resulted  in  significant  improve- 
ment in  65  per  cent  of  the  patients  and  mild  im- 
provement in  another  10  per  cent.  However, 
there  are  still  at  least  25  per  cent  of  the  patients 
who  are  treatment  failures:  10  to  15  per  cent  be- 

cause of  intolerable  side-effects  and  10  to  12  per 
cent  who  do  not  respond  to  the  medication. 

In  204  Parkinson  patients  treated  at  Maimon- 
ides Medical  Center  over  a three-year  period,  we 
found  that  there  is  an  additional  factor  which  lim- 
its the  success  of  levodopa  therapy,  namely,  lack 
of  motivation.  This  adversely  affected  the  treat- 
ment score  of  45  patients  (22  per  cent)  regarding 
the  improvement  of  gait.  Patients  in  this  cate- 
gory seemed  to  respond  favorably  when  treated 
with  amphetamines. 

We  made  this  observation  by  coincidence.  In 
1970,  we  conducted  a study  to  test  etilefrine  hy- 
drochloride (alpha-[m-hydroxyphenyl]-beta  [ethyl- 
aminojethanol  hydrochloride)  for  postural  hypo- 
tension occurring  during  levodopa  therapy.1  We 
admitted  15  patients  for  treatment  with  this  drug 
in  addition  to  a placebo-treated  control  group. 
We  also  started  a second  control  group  who  were 
i to  be  treated  with  dextroamphetamine  sulfate, 

| since  a similar  drug  has  been  used  for  this  purpose 
by  Birkmayer  and  Neumayer.2  Because  of  the  re- 
strictions placed  on  all  stimulant  drugs,  we 
dropped  the  evaluation  of  this  second  control 
group  after  5 patients  had  already  been  treated 

with  this  drug.  We  noticed,  however,  that  these 

■ 


Two  hundred  and  four  patients  with  Parkinson's 
disease  were  treated  with  levodopa  over  a three- 
year  period  at  Maimonides  Medical  Center.  It 
was  found  that  a major  factor  which  limited  the 
success  of  this  treatment  was  lack  of  motivation 
observed  in  45  patients.  This  occurred  most  often 
with  advanced  age,  severe  depression,  and  in  the 
bedridden  stage  of  the  disease.  Thirty  of  these 
patients  were  treated  with  either  dextroamphe- 
tamine sulfate  or  methylphenidate  hydrochloride 
in  a maximal  dosage  of  10  mg.  per  day  for  each 
drug.  In  the  remaining  15  patients  these  drugs 
were  considered  contraindicated  and  they  were 
used  as  control  subjects.  In  the  treated  group  the 
improvement  score  for  gait  was  raised  by  a mean 
of  31  per  cent  whereas  the  15  control  subjects 
failed  to  make  this  improvement.  An  additional 
21  patients  received  methylphenidate  hydrochlo- 
ride for  levodopa-induced  lethargy  and  somno- 
lence. In  all  instances  these  side  effects  were  abo- 
lished. Thus  a total  of  51  patients  were  treated 
with  amphetamines.  Laboratory  abnormalities  or 
cardiovascular  side-effects  were  not  observed. 


patients  had  made  significant  improvement  in 
their  motor  function  coincidental  with  the  admin- 
istration of  dextroamphetamine  sulfate,  despite 
the  fact  that  the  dosage  of  levodopa  was  not 
changed.  This  was  associated  with  increased  effort 
to  ambulate,  improvement  of  pre-existing  depres- 
sion, and  increased  motivation.  This  observation 
stimulated  us  to  use  dextroamphetamine  sulfate 
in  other  patients  who  did  not  respond  well  to  levo- 
dopa therapy  because  of  depression,  psychomotor 
retardation,  and  lack  of  motivation.  Later  we 
also  used  methylphenidate  hydrochloride,  which 
has  similar  pharmacologic  properties,  on  the  cen- 
tral nervous  system. 

Actually,  amphetamines  have  been  recommend- 
ed for  the  treatment  of  Parkinson’s  disease  in  the 
past.  This  was  pointed  out  in  an  excellent  review 
article  of  drug  treatment  in  parkinsonism  by  Yahr 
et  al.3  The  authors  indicate  that  any  drug  pos- 
sessing sympathomimetic  properties  and  capable 
of  crossing  the  blood-brain  barrier  can  be  expected 
to  influence  parkinsonism  favorably.  However, 
Yahr  et  al.3  does  not  mention  specifically  whether 
or  not  treatment  with  these  drugs  is  recommended 
in  conjunction  with  levodopa  therapy.  Hunter, 


November  1 5,  1 973  / New  York  State  Journal  of  Medicine  2657 


Stern,  and  Laurence4  state  that  administration  of 
levodopa  and  dextroamphetamine  sulfate  is  well 
tolerated.  On  the  other  hand,  others  have  warned 
against  the  combined  use  of  levodopa  with  ephed- 
rine,  amphetamine,  and  other  adrenergic  drugs.5 
A specific  reason  is  not  given.  In  the  American 
literature  describing  results  of  levodopa  therapy, 
we  have  not  been  able  to  find  any  reference  point- 
ing out  the  particular  usefulness  of  combining 
levodopa  with  amphetamines.  In  the  European 
literature,  however,  Birkmayer  and  Neumayer2 
stress  that  a combination  of  levodopa  with  tricy- 
clic antidepressants  and  amphetamines  represents 
an  essential  combination  in  the  treatment  of  Par- 
kinson’s disease.  Birkmayer  and  Neumayer2  con- 
firm the  observation  made  by  Umbach  and  Bau- 
man6 that  the  combination  of  levodopa  with  an 
amphetamine  derivative,  propylhexedrine,  in- 
creases and  prolongs  kinetic  effects  in  Parkinson’s 
disease.  Birkmayer  and  Neumayer2  contend  that 
since  amphetamine  releases  biogenetic  amines 
from  labile  pools  and  blocks  their  reabsorption, 
there  is  an  accumulation  in  the  synaptic  cleft 
which  leads  to  an  increase  of  the  physiologic  func- 
tions of  biogenetic  amines. 

Materials  and  methods 

Since  May,  1970,  204  patients  with  Parkinson’s 
disease  have  been  treated  with  levodopa  at 
Maimonides  Medical  Center.  This  group  includ- 
ed 90  women  and  114  men  and  ranged  in  age  from 
forty-nine  to  eighty-six  years  with  a mean  of  sixty- 
eight  years.  Seventy-eight  patients  (38  per  cent) 
were  in  their  seventh  or  eighth  decade.  Both  id- 
iopathic and  postencephalitic  cases  were  included. 
The  patients  exhibited  all  degrees  of  severity  of 
the  disease,  and  the  duration  of  illness  ranged 
from  one  to  thirty-five  years  with  a mean  of  ten 
years.  Seventy-nine  patients  were  hospitalized 
for  study  and  treatment  either  because  they  had 
some  concomitant  medical  problem  which  re- 
quired closer  observation,  or  because  other  neuro- 
logic disease  had  to  be  ruled  out.  The  other  125 
patients  were  treated  as  outpatients.  Of  the  204 
patients,  97  (47.5  per  cent)  were  significantly  de- 
pressed prior  to  levodopa  therapy  despite  treat- 
ment with  tricyclic  antidepressants. 

All  patients  had  detailed  neurologic  and  medi- 
cal evaluations  before  and  during  treatment.  The 
percentage  of  improvement  in  the  scored  exami- 
nation of  Parkinson  features  was  calculated  for 
each  patient  as  follows: 

pretreatment  score  minus  final  score  ^ ^qq  _ 
pretreatment  score 

per  cent  of  improvement 

Laboratory  tests  before  treatment  consisted  of: 
blood  count,  urinalysis,  serologic  tests  for  syphilis, 
protein-bound  iodine,  blood  electrolytes,  12  chan- 
nel blood  test  determinations,  electrocardiogram, 


electroencephalogram,  radioactive  isotope  flow 
studies,  chest  and  skull  x-ray  films,  lumbar  punc- 
ture in  30  patients,  and  carotid  angiography  in  3 
patients.  At  three  to  six-week  intervals,  blood 
tests,  electrocardiograms,  and  electroencephalo- 
grams were  repeated  during  the  initial  phase  of 
treatment  and  later  at  three-month  intervals.  All 
patients  were  also  tested  by  occupational  therapy 
before  and  during  treatment.  Physiotherapy  was 
carried  out  in  all  patients.  In  some  patients  neu- 
ropsychometric testing  was  carried  out  before 
treatment,  four  weeks  after  initiation  of  treat- 
ment, and  then  three  to  five  months  later. 

Various  medications  that  had  been  used  in  the 
past  were  continued  and  included  trihexypheni- 
dyl, chlorpropamide,  quinidine,  diphenhydramine 
hydrochloride,  allopurinol,  digoxin,  nitroglycerin, 
furosemide,  acetaminophen,  acetylsalicylic  acid, 
imipramine  hydrochloride,  amitriptyline  hydro- 
chloride, propoxyphene  hydrochloride,  and  pro- 
cainamide hydrochloride.  Vitamin  combinations 
and  phenothiazines  were  discontinued. 

Levodopa  was  generally  started  with  250  mg. 
twice  daily  after  meals  with  milk  and  increased  by 
500  mg.  every  three  days  in  inpatients  and  weekly 
in  outpatients  until  either  maximal  clinical  im- 
provement was  achieved  or  side-effects  became  in- 
tolerable. In  our  patients,  this  dosage  ranged  be- 
tween 750  mg.  to  5 Gm.  per  day  with  an  average 
of  3.5  Gm.  per  day. 

Fifty-one  patients  (25  per  cent)  were  treated  at 
some  point  with  either  dextroamphetamine  sulfate 
or  methylphenidate  hydrochloride. 

Fifteen  patients  with  hypertension,  cardiac  ar- 
rhythmia, or  psychiatric  disorders  other  than  de- 
pression were  excluded  from  this  study  and  served 
as  a control  group. 

Of  the  51  treated  patients,  the  first  5 patients 
received  dextroamphetamine  sulfate  in  an  at- 
tempt to  alleviate  levodopa-induced  postural  hy- 
potension. All  5 patients  were  in  their  seventies 
or  eighties  and  were  severely  depressed.  Two  pa- 
tients were  in  the  bedridden  stage  of  the  disease. 
Dextroamphetamine  sulfate  was  started  in  a dos- 
age of  2.5  mg.  after  breakfast  and  was  increased 
by  this  amount  every  other  day  until  a dosage  of  5 
mg.  after  breakfast  and  5 mg.  after  lunch  was 
reached.  The  patients’  blood  pressures  and  pulse 
rates  were  taken  at  hourly  intervals  in  lying  and 
standing  positions  nine  times  a day.  Since  no 
side-effects  were  observed,  another  25  patients 
with  severe  inertia  and  depression  who  had  not 
made  appreciable  improvement  of  gait  were  treat- 
ed in  the  same  manner  as  the  first  5 patients. 
Twenty  of  these  patients  were  in  their  seventh  or 
eighth  decade  of  life,  and  5 were  in  the  sixth  dec- 
ade. In  the  total  group  of  30  patients,  levodopa 
had  been  increased  to  an  optimal  clinical  dosage 
which  ranged  from  3 to  6 Gm.  per  day  with  a 
mean  of  4 Gm.  per  day.  The  mean  improvement 
score  with  levodopa  alone  for  akinesia  was  65  per 
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FIGURE  1.  Solid  blocks  represent  mean  improvement 
scores  for  akinesia,  tremor,  rigidity,  and  gait  in  30  pa- 
tients on  optimal  levodopa  dosage.  Bars  indicate  range 
of  these  values. 

cent  (range  60  to  70  per  cent),  for  tremor  52  per 
cent  (range  45  to  55  per  cent),  and  for  rigidity  65 
per  cent  (range  63  to  71  per  cent)  (Fig.  1).  How- 
ever, the  improvement  score  for  gait  was  propor- 
tionately low,  ranging  from  20  to  32  per  cent  with 
a mean  of  28  per  cent  for  the  total  group.  Consid- 
ering the  good  responses  to  levodopa  for  all  other 
extrapyramidal  symptoms,  the  lag  in  gait  im- 
provement was  attributed  to  the  depression  and 
lack  of  motivation  in  these  patients  and  their  un- 
willingness to  ambulate  when  undergoing  physio- 
therapy. 

In  another  21  patients,  methylphenidate  hydro- 
chloride was  used  to  treat  lethargy  and  somno- 
lence occurring  as  a levodopa  side-effect  within 
one  to  twenty-four  months  after  levodopa  treat- 
ment was  started.  These  patients  comprised  all 
age  groups.  Seven  were  depressed  despite  treat- 
ment with  tricyclic  antidepressants.  None  had 
ever  been  in  the  bedridden  stage  of  the  disease. 
All  had  made  significant  improvement  of  extra- 
pyramidal  symptoms  since  undergoing  levodopa 
therapy,  but  the  appearance  of  somnolence  and 
lethargy  caused  a slight  setback  in  this  achieve- 
ment. 


Results 

In  the  5 patients  who  were  treated  with  dex- 
troamphetamine sulfate  for  postural  hypotension, 
no  significant  changes  in  hourly  blood-pressure 
and  pulse-rate  recordings  were  noted.  However, 
within  two  days  after  the  treatment  was  started, 
increased  alertness  and  elevation  of  mood  was 
noted.  Along  with  this,  the  patients  started  to 
cooperate  for  physiotherapy,  and  a marked  im- 
provement of  gait  was  achieved.  The  improve- 
ment scores  for  this  group  were  then  computed 
with  those  of  the  25  additional  patients  who  had 
also  shown  poor  response  to  levodopa  regarding 
gait  because  of  severe  inertia.  In  this  total  group 
of  30  patients,  the  improvement  score  for  gait  was 
raised  from  28  to  59  per  cent  with  a range  of  52  to 
65  per  cent  (Fig.  2).  The  scores  for  akinesia,  ri- 
gidity, and  tremor  were  not  influenced. 

The  15  patients  who  were  not  treated  with 
amphetamines  and  who  served  as  a control  group 
achieved  no  more  than  a 30  per  cent  improvement 
of  gait. 

Neuropsychologic  evaluation  in  those  30  pa- 
tients who  had  shown  flattened  affect,  decreased 
motivation  for  socialization,  and  disorientation  in 
temporal  and  spatial  spheres  in  the  pretreatment 
phase,  revealed  a significant  improvement  fol- 
lowing dextroamphetamine  sulfate  or  methylphe- 
nidate hydrochloride  therapy.  In  addition,  the  fre- 
quently observed  concreteness  in  thought  pro- 
cesses and  cognitive  functioning  improved  with 
this  treatment  as  measured  by  the  Goldstein- 
Scheerer  color  sorting  test. 

All  of  the  21  patients  who  developed  lethargy 
and  somnolence  as  a levodopa  side-effect  were 
treated  with  methylphenidate  hydrochloride.  In 
all  21  patients,  these  symptoms  were  completely 
abolished  within  three  days  of  this  treatment. 

In  addition,  we  noted  that  pre-existing  depres- 
sion was  most  improved  in  those  patients  treated 
with  tricyclic  antidepressants  plus  dextroamphe- 
tamine sulfate  or  methylphenidate  hydrochloride. 
Of  the  97  patients  who  were  significantly  de- 
pressed before  levodopa  therapy  was  started,  levo- 
dopa alone,  or  in  combination  with  tricyclic  anti- 
depressants, improved  this  symptom  in  16  pa- 
tients. In  24  patients  there  was  no  change  in  this 
regimen,  and  in  21  patients  depression  got  worse 
with  levodopa  despite  treatment  with  tricyclic  an- 
tidepressants. However,  in  36  patients  who  re- 
ceived levodopa  and  tricyclic  antidepressants  in 
combination  with  either  dextroamphetamine  sul- 
fate or  methylphenidate  hydrochloride,  depression 
was  completely  relieved. 

Adverse  side-effects,  owing  to  the  administra- 
tion of  sympathomimetic  drugs,  were  observed  in 
only  1 patient  who  developed  mild  agitation  and 
was  therefore  excluded  from  this  study.  Changes 
of  blood  pressure  or  pulse  rate  were  not  observed 
in  any  of  the  treated  patients.  Weight  loss  did  not 
occur  in  any  of  the  patients,  probably  because  the 
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On  Dextroamphetamine  Or  Methylphenidate 

FIGURE  2 Mean  improvement  scores  for  akinesia, 
tremor,  rigidity,  and  gait  in  same  group  of  30  patients 
after  treatment  with  either  dextroamphetamine  sulfate 
or  methylphenidate  hydrochloride  indicated  without  any 
change  in  levodopa  dosage. 


medications  were  always  given  after  meals.  In- 
somnia did  not  occur,  since  the  last  dosage  was 
never  given  after  2:00  P.M.  On  the  contrary, 
since  the  patients  were  more  awake  during  the 
day,  they  slept  better  at  night.  Psychologic  de- 
pendence of  these  medications  was  not  noted  in  a 
single  patient.  In  13  patients  the  stimulating 
drugs  were  discontinued  after  the  initial  success  in 
motor  performance  was  achieved.  In  10  patients 
these  drugs  were  temporarily  discontinued  but  re- 
sumed at  a later  date.  There  was  never  any  resis- 
tance on  the  patient’s  part  in  stopping  the  medi- 
cation. Twenty-seven  remained  on  these  medica- 
tions continuously.  Although  attempts  were 
made  to  discontinue  the  drugs  as  a trial  in  these 
patients,  one  or  two  days  later  the  family  com- 
plained that  the  patient  was  sleeping  most  of  the 
day  and  exhibited  loss  of  interest,  and,  for  this 
reason,  treatment  was  resumed. 

No  laboratory  abnormalities  or  changes  on  the 
electrocardiogram  were  noted  in  any  of  the  51 
treated  patients. 


Comment 

In  addition  to  physiologic  reasons  for  levodopa 
treatment  failures  in  Parkinson’s  disease,  psy- 
chologic factors  can  play  a significant  role.  Lack 
of  motivation  to  become  mobilized  and  make  use 
of  the  beneficial  effects  of  levodopa  therapy  is  one 
of  the  most  success-limiting  factors. 

Three  groups  of  patients  seem  most  prone  to 
have  this  problem: 

(1)  patients  with  advanced  age;  (2)  patients 
with  severe  depression;  and  (3)  patients  in  the 
bed-ridden  stage  of  the  disease.  In  many  in- 
stances the  three  groups  overlap. 

It  is  understandable  that  the  patient’s  age  plays 
a role  in  any  new  adjustment.  The  aged  person 
has  little  ambition,  because  there  is  little  opportu- 
nity for  achievement.  In  addition  there  is  sensory 
deprivation,  since  the  senses  and  sexual  drives 
have  become  dulled.  Enthusiasm  and  energy  re- 
quired for  rehabilitation  are  diminished.  In  the 
book  Psychotropic  Drugs  in  the  Year  2000,  Leh- 
mann' points  out  that  there  is  a need  for  disinhib- 
iting  drugs  for  the  elderly  other  than  alcohol.  In 
our  experience,  small  amounts  of  amphetamines 
helped  the  elderly  patient  to  become  motivated. 
Although  his  future  or  outlook  in  life  has  not 
really  changed,  the  dullness  of  emotions  and 
hopelessness  seems  replaced  by  a sense  of  eupho- 
ria and  energy  which  the  patient  is  no  longer  able 
to  feel  spontaneously.  By  giving  such  a patient 
this  sense  of  well-being,  he  is  more  willing  to  get 
on  his  feet  again. 

Depression  is  another  major  factor  in  the  inertia 
often  seen  in  Parkinson  patients.  The  high  inci- 
dence of  depression  and  the  psychomotor  retarda- 
tion of  this  illness  is  well  known.  Depressed  pa- 
tients, regardless  of  age,  showed  the  same  lack  of 
motivation  and  energy  as  has  been  described,  and, 
for  this  reason,  there  was  less  improvement  of 
motor  function  with  levodopa.  Although  tricyclic 
antidepressants  were  of  some  help,  much  better 
results  were  achieved  when  amphetamines  were 
added.  With  resolution  of  the  depression,  signifi- 
cant improvement  of  motor  function  was 
achieved. 

The  third  group  of  patients  in  whom  lack  of 
motivation  played  a major  role  were  those  in  the 
bedridden  state  of  Parkinsonism.  Some  of  these 
patients  already  had  bedsores  or  atrophies  in  the 
lower  limbs  due  to  disuse.  Therefore,  in  addition 
to  all  other  listed  handicaps,  attempts  to  ambu- 
late needed  greater  effort  in  bedridden  patients 
than  in  less  disabled  patients. 

In  conclusion,  our  observation  in  204  patients 
treated  for  parkinsonism  indicated  that  the  ad- 
ministration of  amphetamines  and  related  drugs 
influenced  the  therapeutic  response  to  levodopa 
therapy  regarding  gait  by  an  average  of  31  per 
cent  of  those  patients  who  lacked  motivation. 

It  was  also  demonstrated  that  levodopa-induced 
lethargy  and  somnolence  was  completely  abol- 
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ished  by  small  amounts  of  methylphenidate  hy- 
drochloride. 
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This  presentation  will  review  briefly  some  of  the 
current  concepts  of  immunology  and  its  relevance 
to  carcinoma  and  especially  to  that  of  the  gas- 
trointestinal tract. 

Physiology  of  immunology 

To  appreciate  the  relationship  between  cancer 
and  immunology  it  is  necessary  to  understand  the 
cellular  processes  involved  in  the  initiation  of  im- 
mune responses. 

There  are  two  pathways  in  normal  immunodif- 
ferentiation.  One  is  through  the  so-called  thymic 
pathway  and  the  other  is  through  the  avian  bursal 
equivalent  or  the  bone  marrow  in  mammals. 
Both  pathways  may  interrelate  in  providing  cer- 
tain types  of  immune  response. 

Through  the  thymic  pathway,  stem  cells  in  the 
bone  marrow  migrate  to  the  thymus  gland  where 
they  become  the  T cells  from  which  originate  the 
T-cell  effector  cells  (small  lymphocytes).  The 
small  lymphocytes  are  active  in  allograph  rejec- 
tion, delayed  skin  reaction,  and  graft-versus-host 
reaction.  In  the  bone-marrow  pathway  in  mam- 
mals, the  stem  cells  form  the  B cells  which  pro- 
duce B-cell  effector  cells  (the  plasma  cells);  these 
provide  the  circulating  antibodies  for  protection 
against  infections  and  response  to  non-self  anti- 
gen. Both  lymphocytes  and  plasma  cells  migrate 
to  the  lymphoid  tissue  and  the  spleen. 

The  initiation  of  an  immune  response  through 
these  pathways  requires  a specific  integration  of  a 
complex  series  of  processes  which  are  as  follows1: 

1.  The  generation  of  antigen-binding  cells  in  the 

bone  marrow  and  thymus; 
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2.  Their  seeding  in  adequate  numbers  into  specific 
microenvironments  in  the  lymph  node  and  spleen; 

3.  The  transport  of  antigen  to  lymph  node  and 
spleen,  macrophage  processing,  and  the  correct  local- 
ization of  antigen; 

4.  An  interaction  of  T and  B cells  with  antigen 
within  a suitable  microenvironment; 

5.  The  clonal  generation  of  active  progeny; 

6.  An  antibody  contact  with  antigen  or  the  contact 
of  killer  cells  with  target  antigenic  cells. 

Relevance  of  immunology  in  cancer 

The  evidence  for  the  presence  of  tumor  antigens 
in  man  is  as  follows2: 

1.  Tumor-circulating  specific  antibodies  have  been 
found  for  specific  tumors. 

2.  Tumor-specific  cell-mediated  immunity  has  been 
demonstrated. 

3.  Spontaneous  regression  of  malignant  tumors  oc- 
curs. 

4.  Circulating  cancer  cells  rarely  metastasize  in  the 
young  but  do  more  frequently  in  the  elderly. 

5.  Inoculated  cancer  cells  are  usually  rejected  in  the 
young  but  not  in  the  elderly. 

6.  Antibodies  in  malignant  melanoma  have  been 
shown  to  be  present  in  the  case  of  localized  lesions 
and  to  be  absent  when  the  malignant  melanoma  has 
become  generalized. 

7.  Histologic  carcinomas  are  more  frequent  than  are 
clinical  carcinomas  in  certain  cancers  such  as  neuro- 
blastoma, thyroid,  and  prostate  cancer. 

8.  Cancer  of  the  breast  has  a better  prognosis  when 
the  cancer  is  infiltrated  heavily  with  plasma  cells 
and  lymphocytes. 

9.  There  is  an  increased  frequency  of  cancer  associ- 
ated with  immunosuppression. 

The  lack  of  techniques  in  the  early  investiga- 
tions designed  to  define  the  immunoresponse 
mechanisms  to  tumor  antigens  has  now  been  met 
largely  by  the  colony  inhibition  test  described  by 
Hellstrom  and  Hellstrom.3  The  colony  inhibition 
technique  consists  of  plating  a dilute  suspension 
of  tumor  or  normal  cells  in  an  appropriate  culture 
medium  onto  Petri  dishes,  and  then  measuring 
the  effect  of  humoral  antibodies  or  lymphocytes 
on  the  ability  of  the  target  cells  to  form  colonies 
which  are  stained  and  coated.  Colony  counts  are 
compared  in  experimental  groups  receiving  specif- 
ically immune  serum  or  lymphocytes  and  also  in 
controls  receiving  the  same  dilution  of  serum  or 
the  same  dose  of  lymphocytes  nonimmune  to  anti- 
gens present  in  the  target  cells.  The  colony  inhi- 
bition test  also  can  be  used  to  study  the  combined 
action  of  lymphocytes  and  of  serum  from  the  same 
or  from  different  donors.  The  colony  inhibition 
technique  also  has  provided  a means  to  demon- 
strate the  presence  of  immune  lymphocytes  and 
serum  factor  or  factors  in  animals  in  whom  tu- 
mors have  regressed  spontaneously. 

The  colony  inhibition  assay  also  has  shown  that 
neuroblastoma  cells  from  a child  with  a neuro- 
blastoma can  be  destroyed  by  immune  lympho- 
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This  report  provides  a brief  review  of  current  con- 
cepts and  the  relevance  of  immunology  in  the  de- 
velopment of  tests  to  aid  in  the  diagnosis  of  gas- 
trointestinal carcinoma.  The  two  pathways  of 
normal  immuno-differentiation  in  mammals; 
namely,  the  thymic  and  bone  marrow  (Avian  Bur- 
sal Equivalent ) are  the  two  sources,  respectively, 
of  the  small  lymphocytes  associated  with  delayed 
skin  reaction  and  allograph  rejection  and  the  plas- 
ma cells  involved  in  the  production  of  circulating 
antibodies.  Alpha  feto-protein  is  present  in  51  per 
cent  of  Caucasian  patients  and  84  per  cent  of  non- 
Caucasian  patients  with  hepatoma.  Studies  are 
currently  in  progress  to  determine  the  significance 
of  the  level  of  carcinoembryonic  antigen  (CEA)  in 
the  diagnosis  of  carcinoma  of  the  colon. 


cytes  obtained  from  another  child  with  neuroblas- 
toma, but  not  by  lymphocytes  from  a child  having 
an  unrelated  type  of  tumor. 

There  is  now  evidence  that  blocking  antibodies 
prevent  immune  lymphocytes  from  destroying 
cancer  cells.4  It  is  postulated  that  such  anti- 
bodies are  responsible  for  the  metastatic  spread  of 
an  in-situ  melanoma.  In  the  absence  of  such  an- 
tibodies, the  melanoma  may  be  contained  or  de- 
stroyed by  the  action  of  immune  lymphocytes. 

Immunologic  methods  in  the  diagnosis  of 
gastrointestinal  cancer 

The  principles  of  immunology  have  provided  a 
basis  for  investigating  methods  appropriate  for  the 
diagnosis  and  treatment  of  cancer.  Two  immuno- 
logic diagnostic  tests  have  been  developed  within 
the  past  decade:  namely,  the  measurement  of  the 
serum  level  of  alpha-fetoglobulin  in  the  diagnosis 
of  hepatoma  and  the  serum  level  of  the  so-called 
carcinoembryonic  antigen  in  the  diagnosis  of  can- 
cer of  the  gastrointestinal  tract. 

Alpha-fetoglobulins 

Investigations  during  the  period  from  1944  to 
1963  had  demonstrated  the  presence  of  alpha  feto- 
globulins  in  fetal  serum  but  not  in  serum  of 
adults.  In  1963  Abelev  et  al.b  and  his  co-workers 
noted  the  occurrence  of  an  embryo-specific  alpha- 
1 globulin  in  the  serum  of  mice  bearing  primary 
hepatomas.  In  1966  Tatarinov6  found  this  fetal 
protein  in  the  serum  of  adult  human  subjects  who 
had  primary  hepatocellular  carcinoma. 

With  the  application  of  the  double  immunodif- 
fusion Ouchterlony  method,  30  per  cent  of  Cauca- 
sian individuals  with  histologically  confirmed 
hepatomas  have  revealed  alpha  fetoglobulin  in 
their  serum  in  contrast  to  74  per  cent  of  non-Cau- 
casian individuals  with  similarly  histologically 
confirmed  hepatomas.  The  use  of  the  counter 
immunoelectrophoresis  technique  has  increased 
the  percentage  of  positive  test  results  from  30  to 
51  per  cent  in  Caucasians  and  from  67  to  84  per 
cent  in  non-Caucasians.'  Simple  kits  are  now 
available  for  testing  serum  for  alpha-fetoglobu- 
lins.* 

The  indications  for  determining  the  presence  of 
serum  alpha  fetoglobulins  are:  (1)  an  hepatic 

mass  of  unknown  etiology,  (2)  a change  in  the 
i clinical  course  of  cirrhosis,  and  (3)  a presumed 
metastatic  liver  carcinoma  without  any  known 
primary  source. 

Carcinoembryonic  antigen  (CEA) 

In  the  original  work  of  Gold  and  Freedman,8  the 
principle  of  double  immunodiffusion  technique 
was  used.  The  CEA  was  obtained  by  extraction 
from  colonic  carcinoma  for  comparison  with  ex- 
tracts of  cells  from  colonic  mucosa  from  fetuses 
and  adults  without  cancer.  The  anti-CEA  rabbit 
* Feto  Tect,  Fernwood  Laboratories,  Inc. 


antibodies  were  developed  by  injecting  the  CEA 
extract  into  rabbits.  With  the  Ouchterlony  tech- 
nique, Gold  and  his  group  reported  that  serum 
CEA  was  positive  in  the  serum  of  97  per  cent  of 
patients  with  colonic  carcinoma  and  essentially 
negative  in  all  other  types  of  patients.9 

Investigations  by  other  groups  using  a radio- 
immuno  assay  method  demonstrated  that  this  test 
was  not  specific  for  carcinoma  of  the  colon  and 
rectum  and  that  various  levels  of  CEA  were  pres- 
ent in  other  patients  with  carcinoma  and  preg- 
nancy.1011 In  an  article  by  Freedman12  of  the 
Gold-Freedman  group  it  has  been  reported  recent- 
ly that  the  application,  by  the  modified  Farr  tech- 
nique, of  the  radio-immuno  assay  method  has  re- 
vealed that  the  CEA  is  not  specific  for  just  colonic 
carcinoma. 

These  recent  investigations,  including  those  by 
Kleinman  and  Turner13  of  the  University  of  Roch- 
ester School  of  Medicine  and  Dentistry,  suggest 
that  the  serum  level  (less  than  2.8  ng.  per  100  ml.) 
of  CEA  in  normal  individuals  is  due  to  the  mate- 
rial which  behaves  qualitatively  in  a manner  simi- 
lar to  the  CEA  present  in  the  serum  of  patients 
with  colon  and  other  carcinomas;  the  differences 
observed  in  the  levels  of  CEA  in  normal  subjects 
and  patients  with  colon  carcinoma  may  be  quanti- 
tative. If  studies  now  in  progress  should  be  suc- 
cessful in  demonstrating  that  the  nature  of  the  in- 
hibitory material  in  normal  serum  is  different 
from  that  in  the  serum  of  carcinoma  patients,  the 
application  of  the  CEA  radio-immuno  assay  tech- 
nique may  make  it  possible  to  detect  the  vast  ma- 
jority of  early  cases  of  carcinoma  of  the  colon. 

In  the  meantime,  the  radio-immuno  assay  tech- 
nique for  assaying  for  CEA  may  be  applicable  to 
detect  lymph-node  invasion  or  metastases  in  an 
individual  with  a demonstrable  carcinoma  of  the 
colon,  to  follow  a patient  in  whom  the  primary 
carcinoma  has  been  resected,  or  to  perform  re- 
peated serum  CEA  determinations  in  patients 
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with  ulcerative  or  granulomatous  disease  of  the 
intestinal  tract  to  detect  the  development  of  can- 
cer. 

220  Alexander  Street 
Rochester,  N.Y.  14607 
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psychosomatic  medicine 
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New  York  City 

Professor  Emeritus,  State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn,  New  York 

This  presentation  is  oriented  toward  therapy  and 
therapeutic  techniques.  It  will  concentrate  on 
some  problematic  relationships  between  psycho- 
analytic psychiatry  and  medicine  rather  than  at- 
tempt to  touch  on  all  aspects  of  psychosomatic 
medicine. 

To  begin  with,  the  term  “psychosomatic”  is 
ambiguous.  The  American  Psychiatric  Associa- 
tion’s diagnostic  manual  of  1965  uses  the  term 
“psychophysiologic  disorders”  and  defines  it  as  “a 
group  of  disorders  characterized  by  physical 
symptoms  that  are  caused  by  emotional  factors 
and  involve  a single  organ  system.  The  individu- 
al may  not  be  consciously  aware  of  his  emotional 
state.”1 

I disagree  with  this  definition.  In  my  opinion  a 
number  of  disease  processes  have  in  common 
physiologic  and  psychologic  factors  which,  al- 
though not  causing  each  other,  interact  and  influ- 
ence each  other,  sharing  equally  in  the  disease 
process,  in  early  symptom  formation  and  in  main- 
taining the  disease. 

In  1895  Freud2  described  conversion  mecha- 
nisms utilized  by  the  individual  suffering  from 
psychoneurotic  problems,  which  resulted  in  soma- 
tic symptoms.  These  can  be  traced  to  reactivated 
experiences,  which  have  been  repressed  but  re- 
emerge  to  gratify  an  unconscious  wish.  In  turn, 
an  organ  of  the  body  is  chosen  unconsciously  for 
the  symbolic  expression  of  the  wish,  which  in  the 
past  may  have  been  either  positive  or  negative;  a 

Presented  at  the  Semmelweis  Scientific  Society  (The  Amer- 
ican-Hungarian  Medical  Association)  meeting,  New  York 
Academy  of  Medicine,  November  1,  1972. 


The  presentation  emphasizes  the  need  to  evaluate 
both  physiological  and  psychological  (emotional) 
factors  in  the  disease  process  and  symptom  forma- 
tion. The  author  describes  the  interaction  and 
mutual  influences  of  both  factors  in  maintaining 
the  disease.  Various  therapeutic  techniques  are 
discussed;  the  need  for  flexibility  in  the  therapeu- 
tic approach  and  the  necessity  for  adjusting  tech- 
nique to  the  needs  of  the  patient  are  explained.  In 
the  author's  opinion,  physicians  can  learn  the 
techniques  of  therapy  of  psychosomatic  problems 
as  readily  as  those  of  any  other  medical  specialty. 


positive  desire  or  a wish  that  something  not  occur. 
The  physical  symptoms  express  a compromise  of 
the  conflicts  being  dealt  with. 

The  nonmalignant  conversion  symptoms,  as  ob- 
served in  conversion  hysteria,  may  imitate  all 
types  of  organic  body  symptoms.  In  conversion 
hysterias,  the  symptom  is  a symbolic  expression  of 
well-defined  emotional  tension.  It  expresses  si- 
multaneously the  repressed  emotion  and  the  rejec- 
tion of  it.  For  example,  a young  man  impulsively 
moves  to  strike  his  father  and  his  upraised  arm 
becomes  paralyzed.  Conversion  symptoms  are  re- 
versible at  the  time  they  originate;  persistent, 
continuous  symptomatology,  however,  may  result 
in  permanent  damage  to  the  body  organs. 

Freud’s2  comprehensive  theory  of  personality 
development  was  based  on  clinical  observation 
and  demonstrated  that  in  curing  neurosis  it  is  im- 
perative to  treat  not  only  the  neurotic  symptoms, 
but  the  patient  as  well.  He  advocated  recon- 
struction not  only  of  the  history  of  the  develop- 
ment of  the  neurotic  symptoms,  but  also  of  the 
history  of  the  patient  from  birth. 

The  early  concepts  of  Freud2  based  on  his  clini- 
cal studies  of  conversion  hysteria  taught  us  much 
in  regard  to  understanding  and  appreciating  the 
psychodynamic  mechanisms  which  bring  about 
pathologic  distortions  in  the  function  of  the  or- 
gans. His  clinical  investigations  have  affected  not 
only  psychiatry,  but  have  also  profoundly  in- 
fluenced the  progress  of  medicine  in  general.  The 
treatment  and  study  of  the  psychoneuroses  paved 
the  way  to  understanding  many  diseases  of  the 
body  which,  at  their  beginning,  may  appear  as 
emotional  disturbances. 

In  the  beginning  years  of  the  interest  in  psycho- 
somatic medicine,  most  of  the  contributions  were 
made  by  psychoanalytically  trained  psychiatrists. 
Patients  who  came  for  therapy  with  emotional 
problems  always  exhibited,  during  the  course  of 
therapy,  some  physical  symptoms  which  were 
found  to  be  caused  by  emotional  tension.  These 
physical  symptoms  became  the  object  of  our  in- 
vestigation and  proved  to  be  accessible  to  psycho- 
therapy. 
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Psychiatrists  collected  data  in  their  clinical  ob- 
servations, and  theoretic  concepts  were  con- 
structed on  these  data.  Contradictory  theories 
about  which  traumatic  experience  has  been  the 
most  important  factor  in  the  causation  of  a partic- 
ular illness  were  formed  and  these  influenced  the 
individual  clinician  in  his  therapeutic  endeavor. 
This  type  of  theory  building  without  much  clini- 
cal validation  may  lead  the  physician  to  precon- 
ceived ideas  about  the  goal  of  therapy.  It  fre- 
quently causes  him  to  favor  a particular  theoretic 
point  of  view,  and  he  may  be  led  to  therapeutic 
enthusiasm,  the  goal  of  which  is  to  prove  the  va- 
lidity of  the  favored  concept. 

Some  early  psychosomatic  concepts  were 
formed  by  psychoanalysts  to  whom  revealing  the 
unconscious  was  the  main  goal  in  their  approach 
to  symptoms  of  emotional  illness.  Their  theories 
about  the  patient’s  disease  were  based  primarily 
on  the  genetic  developmental  history  instead  of  on 
a painstaking  exploration  beginning  with  the  pre- 
sented symptoms.  Thus  it  happens  that  essays 
are  written  emphasizing  one  outstanding  uncon- 
scious factor  as  the  central  pathologic  element  in 
psychosomatic  conditions. 

Following  publication  of  the  initial  theorizing 
about  what  constitutes  psychosomatic  medicine, 
the  research  pioneers  grew  in  number;  their  expe- 
riences with  treating  psychosomatic  ailments 
broadened  their  knowledge.  Gradually  their  main 
interest  shifted  from  an  interest  in  symptoms  to 
analyzing  the  total  personality. 

The  published  reports  of  clinical  observations 
and  psychodynamic  interpretations,  along  with 
some  records  of  effective  psychotherapy  in  somatic 
disease,  enabled  the  medical  specialist  to  assess 
and  evaluate  to  how  great  an  extent  unknown 
emotional  forces  are  part  of  the  somatic  condition. 

Method 

In  the  early  thirties,  a small  group  consisting  of 
heads  of  various  departments  of  The  Mount  Sinai 
Hospital  discussed  these  problems  and  other  re- 
search matters;  I was  among  those  invited  to  par- 
ticipate. In  addition,  George  Behr,  M.D.,  the  di- 
rector of  medicine  at  the  hospital,  and  Eli  Mos- 
kowitz,  M.D.,  invited  me  to  accompany  them  on 
medical  rounds  and  to  join  in  the  conferences 
which  followed.  My  function  was  to  discuss  and 
elucidate  the  possible  psychologic  problems  and 
their  part,  if  any,  in  the  disease  process.  At  the 
conference  there  were  always  lively,  emotional  dis- 
cussions by  the  medical  staff,  who  questioned  how 
the  understanding  of  a patient’s  psychologic  prob- 
lems could  possibly  enhance  the  therapy. 

Slowly,  the  observations  of  some  staff  members 
validated  my  interpretations  and  explanations. 
Gradually  there  came  about  a change  in  the 
staff’s  attitude,  a change  from  antagonism  toward 
psycho-analytic  knowledge  to  tolerance  of  these 
concepts  and  eventually  to  the  development  of  a 
general  sensitivity  to,  and  appreciation  and  recog- 
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nition  of,  the  emotional  problems  which  may  be  a 
causative  factor  in  the  disease. 

The  innovation  of  having  a psychiatrist  at  the 
medical  rounds  contributed  much  to  beginning 
psychosomatic  training.  It  marked  an  important 
expansion  of  the  physician’s  training  in  that  he 
had  the  opportunity  to  learn  management  of  the 
emotional  problems  involved  in  various  illnesses. 
This  beginning  in  conferences  at  Mount  Sinai 
was  also  an  early  stimulus  for  the  trend,  which  de- 
veloped later,  of  the  nonpsychiatrist  to  seek  edu- 
cation in  psychiatric  skills. 

At  about  the  same  time,  many  medical  centers 
began  vigorous  research  into  the  development  of 
psychosomatic  diseases  and  their  clinical  manage- 
ment. Their  findings  created  further  interest  in 
the  psychogenic  precipitants  of  somatic  illness  in 
general. 

By  the  early  1930s,  psychoanalytic  thought  and 
the  impact  of  psychotherapeutic  results  began  to 
be  generally  accepted  and  to  affect  medical  think- 
ing. The  physician,  heretofore  having  focused  ex- 
clusively on  the  organic  aspect  of  illness,  became 
able  to  accept  more  fully  the  possible  role  of 
psychopathology  in  the  disease  process.  To  the 
traditional  diagnosis,  an  overall  diagnosis  was 
added  which  started  a new  trend  in  therapy. 
Psychoanalytic  thinking  entered  the  diagnosing 
and  therapeutic  treatment  of  the  ill  patient,  while 
therapy  became  clinical  research  as  well. 

The  treatment  program  was  expanded  to  deal 
with  these  factors.  The  physician  learned  to  eval- 
uate his  patients’  neurotic  complaints — the  ten- 
sions, anxieties,  distress,  and  depression  revealed 
by  the  symptoms— and  he  learned  how  to  inter- 
pret these  emotional  symptoms  to  his  patients. 
Thus  he  was  able  to  help  the  patients  gain  in- 
sight into  the  origin  and  aims  of  the  symptoms,  at 
the  same  time  as  he  considered  the  organic 
sources  and  those  of  heredity  and  environment  as 
well. 

Results 

Some  physicians  looked  on  psychosomatic  med- 
icine as  a specialty,  but  the  research  and  the  clini- 
cal evidence  accumulated  from  it  proved  it  to  be 
an  amalgamation  of  a number  of  specialties. 
Physiologic,  biologic,  and  organic  factors  fuse 
with  the  psychologic,  emotional  conflicts  and  are 
expressed  somatically. 

In  1932  and  1933  Dr.  Moskowitz  and  I collabo- 
rated at  Mount  Sinai  in  a study  of  the  constitu- 
tion of  “Graves’  syndrome.”3  We  found  that  the 
sensitivity  of  temperament  is  in  most  instances 
the  result  of  excessive  protection  by  parents,  espe- 
cially by  the  mothers,  in  early  childhood.  These 
patients  were  so  shielded  from  possible  harmful 
influences  that  when  they  reached  adult  life  they 
were  unable  to  cope  with  its  ordinary  tribulations. 
Numerous  other  symptoms,  such  as  sexual  dif- 
ficulties, fear  of  pregnancy  and  childbirth,  com- 
bined with  intense  resentment  and  repressed 
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aggression  against  men,  were  observed  in  women 
who  remained  somewhat  infantile.  Similar  prob- 
lems were  found  in  men.  Difficulties  in  adjusting 
to  the  demands  of  reality  and  inadequate  sexual 
adjustments  were  always  present  . 

Evidence  indicated  that  the  thyroid  gland  is  not 
the  primary  organ  affected,  but  that  it  is  a link  in 
the  chain  of  circumstances  between  the  so-called 
personality  and  constitution  and  the  expression  of 
the  disease. 

We  examined  other  diseases  closely  related  to 
psychic  stress.  Moskowitz4  summarized  them  in 
an  article  entitled  “The  Psychogenic  Origin  of  Or- 
ganic Diseases.”  In  this  report  he  discussed  es- 
sential hypertension,  gastric  and  duodenal  ulcer, 
cardiospasm,  and  spastic  colon. 

In  a number  of  acute  somatic  illnesses  neurosis 
was  found  to  be  concomitant,  and  subsequent  in- 
vestigation revealed  that  the  emotional  problems 
were  antecedent  to  the  acute  somatic  symptoms. 

In  1934  Alexander5  and  his  co-workers  pub- 
lished a symposium  on  “Psychogenic  Factors  in 
Gastro-intestinal  Disturbances”  in  which  somatic 
and  psychologic  symptoms  were  correlated  with 
personality  factors. 

In  1938  Dunbar*  wrote  on  emotion  and  body 
changes,  and  a number  of  important  essays  on 
varied  psychosomatic  diseases  also  appeared. 
Flanders  Dunbar,  M.D.,  established  The  Journal 
of  Psychosomatic  Medicine  in  1939  which  became 
the  central  vehicle  for  dissemination  of  the  find- 
ings of  the  researchers  in  the  field,  whose  number 
grew  rapidly;  the  Journal  was  edited  by  Dr.  Dun- 
bar. Its  stated  purpose  was  to  “integrate  somatic 
therapy  and  psychotherapy,”  emphasizing  also 
that  “psychosomatic  medicine  is  not  to  be  regard- 
ed as  a specialty,  but  as  an  approach  to  medi- 
cine.” The  Journal  generated  wide  interest. 

Case  reports 

Among  the  patients  being  treated  by  Dr.  Mos- 
kowitz and  me  were  a young  girl  who  suffered 
from  severe  urticaria  and  a married  woman  af- 
flicted with  spastic  colitis. 

Case  1.  The  young  girl,  aged  sixteen,  was  a strik- 
ingly interesting  case  of  dermatologic  allergy.  She  was 
referred  to  the  mental  health  clinic  by  the  asthma  clin- 
ic of  Mount  Sinai,  suffering  from  urticaria.  (I  present- 
ed this  case  to  the  New  York  Society  for  Clinical  Psy- 
chiatry in  April,  1935.)  She  was  referred  because  of 
occasional  sudden  swelling  of  her  face,  hands,  and 
ankles;  the  swelling  occurred  during  menstruation  and 
under  special  stress.  The  symptoms  started  after  she 
was  run  over  by  an  automobile  two  years  prior  to  her 
referral  to  the  mental  hygiene  clinic. 

Her  history  showed  that  at  the  age  of  five  she  had 
had  both  measles  and  chickenpox.  She  was  next  to 
the  youngest  in  the  family,  having  a younger  sister  and 
three  older  siblings.  Her  mother’s  preference  for  the 
younger  sister  caused  intense  jealousy  and  anguish  to 
the  patient,  who  then  turned  to  her  father  for  love  and 
developed  a deep  attachment  to  him.  During  her  ther- 
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apy  she  reported  a dream  in  which  she  was  on  the  ob- 
stetrical ward  of  the  hospital,  giving  birth  to  an  illegiti- 
mate baby;  her  father  was  kissing  her  and  then  went 
away. 

It  became  evident  in  therapy  that  the  home  environ- 
ment very  often  provoked  the  skin  symptoms  which 
appeared  when  she  was  irritated  and  especially  resent- 
ful of  her  mother  who,  in  turn,  was  extremely  critical 
of  her.  In  the  course  of  therapy,  hives  would  suddenly 
appear  when  she  re-experienced  feelings  of  abandon- 
ment and  separation  from  her  father  and  when  her  de- 
pendency needs  were  threatened;  she  had  an  insatiable 
desire  for  attention  and  love.  An  attractive  girl,  she 
was  very  exhibitionistic  and  had  intense  erotic  fan- 
tasies. 

Outstanding  in  this  case  was  the  usual  occurrence 
that  during  a therapeutic  session  she  would  suddenly 
develop  hives,  blisters,  and  strong  itching  mostly  on 
the  thighs  and  abdomen.  (She  also  was  being  treated 
by  an  allergist.)  These  not-infrequent  occurrences  of 
hives  during  therapy,  and  their  subsequent  disappear- 
ance during  the  same  session,  were  always  connected 
with  the  stirring  up  of  repressed  aggression  on  the  oc- 
casions when  she  became  aware  of  the  frustrated  long- 
ing to  be  loved,  cuddled,  and  protected.  Protection 
was  always  visualized  as  being  embraced. 

Skin  eroticism  played  a strong  role  in  this  case.  The 
patient’s  strong  desire  to  be  touched  on  the  body  sur- 
faces resulted  in  the  skin’s  becoming  the  representative 
of  an  erotic  organ.  Her  mother’s  applications  of 
soothing  lotions  during  her  fifth  year  when  she  con- 
tracted both  measles  and  chickenpox  greatly  reinforced 
the  normal  eroticism  of  the  body  surface.  Such  moth- 
erly attentions  were  greatly  prized  by  the  jealous  child 
who  had  been  displaced  in  her  mother’s  affections  by 
the  arrival  of  the  preferred  little  sister.  As  the  patient 
grew  older  and  began  to  suffer  from  headaches,  she 
would  receive  mother’s  loving  attention  in  the  form  of 
applications  of  compresses  or  the  mother’s  hands  on 
her  forehead. 

As  a young  adolescent,  her  desire  to  be  touched  was 
followed  by  guilt  feelings  because  of  the  erotic  sensa- 
tions involved  and  because  of  the  exhibitionistic  drives. 
The  ensuing  conflict  resulted  in  the  hysterical  symp- 
toms of  urticaria. 

Her  symptoms  demonstrated  that  the  structure  of 
her  neurosis  was  based  on  three  factors,  according  to 
the  Freudian  concept:  first,  a special  hereditary  dis- 

position, second,  an  unresolved  infantile  conflict  which 
interfered  with  normal  development  and  resulted  in 
the  fixation  at  some  early  phase  of  development,  and, 
third,  a reality  difficulty  met  with  in  life. 

One  or  another  of  these  factors  may  at  times  be 
dominant  and  therefore  more  instrumental  in  bringing 
about  the  illness.  In  this  case,  it  could  be  seen  clearly 
that  the  last  two  factors,  namely  the  childhood  con- 
flicts carried  over  into  adolescence,  in  combination 
with  the  traumatic  experience  of  being  run  over  by  an 
automobile,  were  of  greatest  impact  and  importance. 

Case  2.  In  the  case  of  the  young  married  woman 
who  suffered  from  spastic  colitis,  the  outstanding 
psychodynamic  factors  involved  the  patient’s  complex 
object  relationships  which  were  extremely  ambivalent. 
She  exhibited  an  insatiable  need  for  attachments, 
along  with  feelings  of  anger  and  fear  of  abandonment. 
She  was  a person  of  whom  one  could  say,  “She  hated 
with  her  guts.”  The  constant  fluctuations  of  these 
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feelings  demanded  great  tolerance  and  elasticity  in  the 
treatment  technique. 

She  was  the  oldest  of  several  children,  all  of  whom 
were  breast  fed  except  for  the  patient,  who  clung  to  her 
bottle  until  the  age  of  four.  Her  mother  had  become 
ill  after  her  birth.  Up  to  the  age  of  ten  the  patient  suf- 
fered from  constipation  necessitating  frequent  enemas. 
At  puberty  she  became  aware  of  the  tense  relationship 
between  her  parents. 

The  patient,  who  was  always  her  father’s  darling,  did 
not  get  along  with  her  mother.  But  at  eleven  years  of 
age  she  turned  against  her  father  because  he  nagged 
her  and  expressed  disapproval  of  her  going  out  with 
boys.  He  himself  was  a philanderer.  At  thirteen  she 
was  fully  developed.  During  her  last  year  of  high 
school  she  became  pregnant  and  an  abortion  was  ar- 
ranged by  her  parents.  At  eighteen  she  secretly  mar- 
ried, against  her  parents’  advice.  She  soon  became 
pregnant  and  during  the  last  two  months  of  pregnancy 
was  confined  to  bed  because  of  abdominal  cramps 
which  the  physician  thought  were  premature  labor 
pains. 

After  the  baby’s  birth  she  divorced  her  husband  and 
returned  to  her  parents’  home.  Because  of  parental 
pressure  it  was  not  long  before  she  married  again,  and 
soon  after  this  marriage  the  abdominal  symptoms  re- 
turned. These  spastic  symptoms  lasted  about  seven 
hours  a day,  and  she  was  forced  to  arrange  her  daily 
activities  around  her  illness.  After  one  year  of  the  ill- 
ness she  was  referred  to  me. 

It  became  apparent  that  from  early  years  she  was 
jealous  of  her  siblings  and  harbored  feelings  of  distrust 
and  strong  aggression  as  well  as  destructive  feelings 
against  parent  and  siblings.  Unresolved  oedipal  striv- 
ings had  resulted  in  sexual  difficulties  in  marriage  and 
in  feelings  of  depression.  Her  spastic  symptoms  had 
actually  started  at  age  sixteen.  Her  erotic  needs  were 
strong,  and  her  desperate  need  for  warmth  and  atten- 
tion characterized  a strong  transference  to  the  thera- 
pist. Oral  and  genital  frustrations  created  aggression 
which  gave  rise  to  guilt  feelings  and  to  the  need  for 
punishment.  Both  of  these  patients  were  treated  suc- 
cessfully. 

Therapy 

After  many  years  of  research  and  theory  build- 
ing in  psychosomatic  medicine,  it  is  generally 
agreed  that  the  study  of  the  personality  and  char- 
acter development  of  the  patient  is  necessary  to 
the  understanding  of  the  pathology  and  its  thera- 
py. 

It  was  always  recognized  in  principle  that  in 
every  form  of  disease  we  must  treat  the  patient  as 
well  as  the  disease.  But  it  has  taken  many  years 
of  research  in  validation  of  therapeutic  results  in 
psychosomatic  disease  to  realize  that  the  thera- 
peutic orientation  of  psychiatrists  and  psychoana- 
lysts required  revisions  and  that  there  was  a need 
for  them  to  become  more  flexible  in  their  tech- 
niques. The  technique  must  be  adjusted  to  the 
needs  of  the  various  patients  and  their  illnesses, 
not  an  adjustment  of  the  patient  to  the  technique. 

Some  experienced  psychosomatic  researchers 
suggest  therapeutic  programs  for  managing  the 
psychologic  factors: 


1.  Establishing  rapport 

2.  Discovering  what  and  how  to  communicate  with 
the  patient 

3.  Continuous  exploration  of  the  past  (opening  up 
the  morbid  past) 

Distinctions  must  be  made  by  the  therapist  re- 
garding the  various  motivating  forces  which  may 
be  the  cause  of  the  physical  symptoms  and  in  as- 
sessing the  unconscious  psychologic  forces  which 
operate  without  the  patient’s  knowledge.  It  is 
difficult  to  enable  the  patient  to  understand,  ac- 
cept, and  gain  insight  into  their  nature  because  of 
the  motivations  involving  external  reality  and  en- 
vironmental circumstances.  If,  for  example,  the 
patient  hates  his  reality  situation,  hates  the  envi- 
ronment, or  if  out  of  fear  he  is  too  compliant  to 
the  individuals  in  his  environment  and  their  de- 
mands on  him,  it  is  then  difficult  for  the  patient 
to  face  these  facts,  the  recognition  of  which  he  has 
laboriously  repressed. 

The  therapy  technique  of  psychosomatic  prob- 
lems can  be  learned  by  the  physician  as  readily  as 
can  any  other  medical  specialty.  I refer  to  general 
psychotherapy  with  a psychodynamic  orientation, 
based  on  Freudian  concepts. 

Dynamic  psychiatry  follows  the  unique  model  of 
therapy  historically  initiated  by  Freud,  in  which 
cure  is  based  on  the  patient’s  participation  in  the 
therapeutic  process.  Psychoanalytic  orientation 
will  enable  the  therapist  to  make  a dynamic  diag- 
nosis about  the  central  problems  of  the  patient. 
On  the  basis  of  this  diagnosis  he  can  select  the 
method  of  approach  to  the  patient  and  also  set  a 
goal  for  his  therapeutic  aim  and  its  possible  suc- 
cess. 

Psychotherapeutic  management  will  proceed 
parallel  to  the  physiologic  approach  and  treat- 
ment. Insight  through  interpretations  of  behavior 
and  its  roots  in  unconscious  conflict  will  have  its 
curative  effects  when  the  interpreted  material  is 
accompanied  by  the  emotional  experiencing  of 
what  is  interpreted.  Otherwise  it  is  “dynamically 
ineffective  knowledge.” 

Comment 

The  primary  goal  of  medical  science  is  the  heal- 
ing of  the  patient.  In  this  presentation  I have  at- 
tempted to  focus  briefly  on  research  and  theory 
building  as  enrichments  of  therapeutic  skills. 
Some  physicians  are  interested  chiefly  in  thera- 
py; others  are  primarily  interested  in  research  and 
are  consequently  strongly  oriented  toward  theoret- 
ic constructs.  The  clinically  oriented  physicians 
will  naturally  be  more  active,  more  directive,  and 
encouraging  in  their  therapeutic  endeavors, 
whereas  the  theoretician  tends  to  be  more  passive, 
slower  in  intervention  and  communication  with 
the  patient. 

We  note  a collection  of  clinical  essays,  such  as 
those  edited  by  Kaufman  and  Heiman.7  The  con- 
tributors differ  in  their  methods  of  observation. 
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The  differences  are  based  on  individual  orienta- 
tions in  theory  and  therapy  which  characterized 
their  training.  The  reflected  points  of  departure 
create  confusion  in  the  reader  with  regard  to  prob- 
lems of  diagnosis  and  therapy. 

Adherence  to  a favorite  theory  may  misguide 
therapeutic  efforts.  Some  well-known  physicians 
show  a too-great  predilection  for  theorizing  and 
forming  new  concepts  which  are  not  clinically 
helpful.  When  one  factor  is  emphasized  to  the 
exclusion  of  others  in  the  development  of  the  ill- 
ness, the  therapist  is  handicapped  in  his  approach 
to  the  patient.  For  example,  in  the  volume  men- 
tioned, nearly  all  the  contributors  of  cases  of  an- 
orexia nervosa  attribute  the  patient’s  “uncon- 
scious pregnancy  fantasies”  to  be  the  primary  fac- 
tor in  the  causation  of  the  disease;  the  intake  of 
food  symbolizes  impregnation  involving  the  gas- 
trointestinal tract.  According  to  the  editors  the 
case  histories  are  “studied  by  intensive  psy- 
choanalytically  oriented  interviewers.”  We  read 
further  that  vomiting  represents  rejection  of  the 
incorporated  phallus  and  the  feared  oral  pregnan- 
cy which  was  an  aggressive  attack  as  well  as  a 
masochistic  expiation.” 

Other  examples  of  this  type  of  approach  are  to 
be  found  in  a book  on  anorexia  nervosa  by 
Thoma8  published  in  1967.  The  major  portion  of 
the  book  deals  with  30  case  histories  treated  in  the 
department  of  psychosomatic  medicine  of  the 
University  of  Heidelberg  Medical  School.  The  re- 
porting physicians  cite  various  general  psychoana- 
lytic theories  in  relation  to  their  patients’  symp- 
toms. According  to  these  reports  the  main  symp- 
toms central  to  the  observed  pathologic  reactions 
were  oral  masturbation  and  sexual  fantasies  about 
oral  pregnancy,  which  resulted  in  guilt  feelings. 

In  his  elaborate  discussion  of  therapeutic  tech- 
nique in  cases  of  anorexia  nervosa,  Thoma  pro- 
pounds his  ideas  on  the  significance  of  punish- 
ment as  a therapeutic  aid.  Anorexia  patients,  he 
claims,  “are  always  on  the  lookout  for  punish- 
ment.” Punishment,  according  to  his  theory, 
gives  them  new  material  to  bolster  up  their  sub- 
merged aggressiveness  against  the  therapist.  This 
can  be  avoided,  he  observes,  by  arranging  for 
some  other  members  of  the  staff  to  carry  out  any 
such  measures.8 

The  usefulness  of  a therapeutic  hypothesis  can 
be  judged  only  by  the  adequacy  of  its  description 
of  the  phenomenon  investigated.  Theories  then 
can  be  substantiated  or  changed  through  observ- 
ing their  effects  in  practice.  There  is  a need  to 
organize  clinical  evidence  to  arrive  at  some  unifor- 
mity in  theory,  which  will  at  the  same  time  allow 
for  variations  in  the  therapeutic  management  of 
the  different  types  of  cases.  Differences  in  ap- 
proach should  be  determined  by  the  needs  of  the 
patient  and  not  by  an  emotional  bias  on  the  part 
of  the  physician  in  favor  of  a particular  theory. 
In  other  words,  the  therapeutic  technique  should 


be  adapted  to  the  patient,  not  the  patient  to  the 
technique. 

It  is  not  sufficient  to  expose  the  unconscious 
conflicts  and  repressed  desires  of  the  patient,  as 
some  physicians  believe.  The  patient  very  gradu- 
ally comes  to  understand  the  unconscious  forces 
which  create  his  illness,  and  acquires  insight  into 
the  connection  between  his  present  suffering  and 
experiences  in  the  past  when  he  tried  unsuccess- 
fully to  change  his  environment.  He  will  learn 
this  not  by  the  physician’s  use  of  scientific,  psy- 
chologic, and  diagnostic  terms,  but  through  the 
physician’s  patient,  detailed  explanations  of  the 
meaning  of  the  early  experiences  to  the  little 
child,  and  explanations  of  how  beliefs  and  atti- 
tudes engendered  by  those  early  experiences  are 
influencing  and  distorting  the  young  adult’s  cur- 
rent perceptions  of  reality  as  well  as  his  current 
attitudes. 

Theoretic  formulations  reached  through  practi- 
cal clinical  experiences  should  serve  as  hints,  not 
as  definite  guides  for  therapeutic  management. 
The  therapist  should  be  well  versed  in  theory, 
but  should  guard  against  attempting  to  apply  to 
all  his  cases  a fixed  theoretic  concept. 

Finally,  therapeutic  success  depends  in  part  on 
the  physician’s  personality  because  of  the  role  of 
the  positive  or  negative  transference  feelings  of  the 
patient  toward  the  therapist.  The  patient  devel- 
ops trust  in  the  physician  in  whom  he  senses  sym- 
pathetic understanding  and  kindly  interest  as  well 
as  skill  and  knowledge.  These  are  great  assets  in 
the  formation  of  a positive  transference  relation- 
ship, leading  in  turn  to  the  development  of  a ther- 
apeutic alliance  and  then  to  a slow  acquiring  of 
insight  and  understanding.  The  patient  becomes 
more  tolerant  of  frustration  and  pain,  and  there  is 
a decrease  in  his  resistance  to  the  therapist’s  ef- 
forts; he  becomes  able  to  accept  the  necessity  to 
alter  his  present  behavior.  His  desire  to  get  well 
and  to  cooperate  with  the  therapist  supplies  the 
needed  motivation  for  a successful  outcome. 

40  Central  Park  South 
New  York,  N.Y.  10019 
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The  symptom  of  pruritus  has  long  been  associ- 
ated with  renal  disease.1  This  problem  occurs  fre- 
quently in  association  with  dialysis  and  may  be 
devastating.  Its  evaluation  from  a dermatologic 
point  of  view  has  been  neglected,  and  the  results 
of  treatment  are  disappointing. 

The  purpose  of  this  communication  is  to  report 
the  clinical  aspects  of  pruritus  in  a group  of  pa- 
tients on  hemodialysis.  The  relationships  be- 
tween the  character  of  pruritus,  dialysis,  skin  dry- 
ness, sweating,  dermatologic  history  and  findings, 
and  type  of  renal  disorder  are  considered.  Al- 
though the  mechanisms  of  itching  are  obscure, 
suggestions  to  improve  skin  care  and  possibly  in- 
fluence the  course  of  pruritus  are  outlined. 

Patients  and  methods 

A group  of  36  patients  on  chronic  hemodialysis 
were  studied.  Each  received  a thorough  derma- 
tologic examination  by  the  same  dermatologist  (14 
by  A.Y.  and  22  by  E.S.)  at  least  once.  There 


Number  of 


Clinical  Diagnosis  Patients 


Chronic  glomerulonephritis  23 

Chronic  pyelonephritis  3 

Congenital  obstructive 

nephropathy  3 

Polycystic  kidney  disease  3 

Etiology  unknown  4 


were  24  men  and  12  women;  the  average  age  was 
forty-two  years  for  males  (range  twenty-one  to 
sixty-three),  and  thirty-seven  for  females  (range 
eighteen  to  fifty-six).  The  etiology  of  the  renal 
failure  of  the  patients  studied  is  shown  in  Table  I. 
Duration  of  dialysis  averaged  sixty  weeks,  the 
shortest  being  three  weeks  and  the  longest,  two- 
hundred  and  thirty-two  weeks.  The  severity  of 
pruritus,  when  present,  was  graded  as  1 plus  for 
mild  to  moderate  complaint,  2 plus  for  moderate 
to  severe  complaint,  and  3 plus  for  extremely  se- 
vere complaint. 

Results 

Incidence,  duration,  and  character.  Itching 
was  a frequent  complaint  and  occasionally  an  ex- 
cruciating symptom.  Thirty-one  of  36  (85  per 
cent)  patients  had  some  degree  of  pruritus.  Of 
these,  16  (51.6  per  cent)  complained  of  mild  to 
moderate  pruritic  symptoms  averaging  48.2 
weeks,  7 (22.6  per  cent)  had  moderate  to  severe 
symptoms  averaging  thirty-five  weeks,  and  8 (25.8 
per  cent)  complained  of  severe  symptoms  averag- 
ing thirty-three  weeks. 

Twenty-four  patients  (77.4  per  cent)  character- 
ized their  pruritus  as  paroxysmal,  4 (12.9  per 
cent)  said  that  they  had  continual  itch  with  occa- 
sional exacerbations,  and  in  3 (9.9  per  cent)  the 
itch  was  continuous.  There  was  no  correlation 
between  the  incidence  or  severity  of  pruritus  with 
age,  sex,  or  race. 

Of  the  31  patients  complaining  of  pruritus,  9 
noted  the  symptom  prior  to  treatment  with  dialy- 
sis and '22  after  treatment  was  begun.  Sixteen 
patients,  averaging  sixty-two  weeks  on  dialysis, 
had  moderate  pruritus;  7,  averaging  sixty-three 
weeks,  had  moderate  to  severe  symptoms;  and  8, 
averaging  sixty-eight  weeks,  had  excruciating  pru- 
ritus. Of  the  entire  group,  only  4 noted  some 
amelioration  after  a period  of  six  months  or  more 
on  dialysis. 

Patients  with  preexisting  pruritus  were  ques- 
tioned to  determine  whether  there  was  a change  in 
severity  preceding,  during,  or  following  dialysis. 
Fifteen  (48.4  per  cent)  noted  no  relationship. 
Two  patients  got  worse  before  dialysis,  12  (38.7 
per  cent)  prior  to  and  during  dialysis,  and  2 fol- 
lowing dialysis. 

Relationship  of  blood  urea  nitrogen  and  uric 
acid  to  pruritus.  There  appeared  to  be  a positive 
correlation  between  the  average  levels  of  the 
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TABLE  II.  Relationship  of  pruritus  to  BUN 

, BUN  , 

Patients  Predialysis  0 1 + 2 + 3 + 

13  (BUN  > 100  mg.  per  100  ml.)  1 4 3 5 

23  (BUN  < 100  mg.  per  100  ml.)  4 12  3 4 


predialysis  BUN  (blood  urea  nitrogen)  and  the  se- 
verity of  the  pruritus  (Table  II).  Of  the  13  pa- 
tients whose  predialysis  BUN  averaged  more  than 
100  mg.  per  100  ml.,  8 patients  (61.6  per  cent) 
complained  of  moderately  severe  to  severe  prur- 
itus. But  only  7 of  23  patients  (30.4  per  cent) 
whose  BUN  averaged  less  than  100  mg.  per  100 
ml.  complained  of  a severe  itch  (p  <0.2).  There 
was  no  correlation  between  the  severity  of  pruritus 
and  the  predialysis  uric-acid  levels. 

Relationship  of  secondary  hyperparathyroid- 
ism to  pruritus.  There  appeared  to  be  no  signifi- 
cant correlation  between  the  serum  calcium  (Ca), 
inorganic  phosphorus  (P04),  and  calcium  by  inor- 
ganic phosphorus  product  and  the  severity  of  pru- 
ritus (Table  III).  There  was,  however,  suggestive 
evidence  of  a correlation  between  the  serum  AP 
(alkaline  phosphatase)  and  the  severity  of  prur- 
itus. Of  9 patients  with  AP  less  than  100  mU.,  4 
(44.4  per  cent)  had  no  pruritus,  and  1 (11.1  per 
cent)  had  moderately  severe  to  severe  pruritus  (1 
patient,  Case  1,  had  a subtotal  parathyroidectomy 
for  this  symptom  sixteen  months  prior  to  this 
study).  Of  the  27  patients  with  AP  more  than 
100  mU.,  1 (3.7  per  cent)  had  no  pruritus,  and  14 
(51.9  per  cent)  had  moderately  severe  to  severe 
pruritus  (p  value  <0.02  for  no  pruritus  and  <0.10 
for  moderately  severe  to  severe  pruritus). 

Among  8 patients  (4  with  1 plus,  2 with  2 plus, 
and  2 with  3 plus  pruritus)  who  had  serum  PTH 
(parathyroid  hormone)  determinations,  the  aver- 
age PTH  was  2.6  ng.  per  cubic  centimeter  in  pa- 
tients with  1 plus  pruritus  and  3.4  ng.  per  cubic 
centimeter  in  patients  with  2 plus  pruritus.*  In 
the  2 patients  with  3 plus  pruritus,  Cases  1 and  2, 
both  having  had  previous  subtotal  parathyroidec- 
tomy, the  PTH  was  normal. 

*Serum  PTH  determinations  were  kindly  performed  by 
Louis  Sherwood,  M.D.,  normal  levels  being  0 to  0.2  ng.  per 
cubic  centimeter 


Of  36  patients  being  treated  by  hemodialysis,  31 
(86  per  cent)  complained  of  pruritus,  the  symptom 
being  for  some  the  most  devastating  aspect  of  the 
illness.  This  incidence  is  higher  than  that  re- 
ported in  renal-disease  patients  prior  to  dialysis 
therapy.  Prolonged  life  may  be  a factor.  There 
was  a highly  significant  direct  correlation  between 
the  severity  of  pruritus  and  the  degree  of  xerosis, 
and  suggestive  evidence  of  a positive  correlation 
between  the  pruritus  and  the  degree  of  secondary 
hyperparathyroidism  and  the  average  level  of  the 
blood  urea  nitrogen.  Dermatologic  history,  drugs, 
or  renal  pathology  did  not  affect  the  incidence  or 
type  of  pruritus.  No  specific  skin  changes  directly 
attributable  to  the  renal  disease  were  observed. 


In  5 patients,  calcium  and  magnesium  (Mg) 
content  of  skin  were  determined  on  small  skin 
biopsies  (100  to  200  mg.)  and  expressed  as  milli- 
grams per  gram  of  fat-free  dry  weight.  Five  con- 
trol specimens  matched  for  age  and  sex  were 
taken  during  autopsy  of  trauma  cases  from  the 
city  morgue.  The  average  calcium  content  in  the 
controls  was  1.53  mg.  per  gram  (range  1.13  to 

2.12)  and  in  the  patients  3.96  mg.  per  gram  (range 
2.45  to  5.12).  The  average  magnesium  content  in 
the  controls  was  0.78  mg.  per  gram  (range  0.22  to 

1.12)  and  in  the  patients  1.59  mg.  per  gram  (range 
0.92  to  2.47).  In  the  2 patients  with  extremely  se- 
vere pruritus  the  calcium  was  4.95  mg.  and  5.12 
mg.  per  gram. 

Xerosis,  sweating,  and  severity.  There  was  a 
definite  positive  correlation  between  the  severity 
of  xerosis  and  the  degree  of  pruritus  (Table  IV). 
Of  the  25  patients  with  absent  or  mild  xerosis, 
only  2 (8  per  cent)  complained  of  severe  pruritus; 
whereas,  of  the  11  patients  whose  xerosis  was  ap- 
preciable to  severe,  7 163.6  per  cent)  manifested 
the  symptom  (p  <0.01). 

The  patients  were  questioned  concerning  in- 
crease, decrease,  or  absence  of  sweating.  Most 


TABLE  III.  Relationship  of  pruritus  to  some  indices  of  severity  of  secondary  hyperparathyroidism 


Pruritus 

Number  of 
Patients 

Ca  (mg.  per 
100  ml.) 

P04  (mg.  per 
100  ml.) 

AP(mU.) 

Ca  X P04 

Albumin 
(Gm.  per 
100  ml.) 

0 

5 

8 

8.1 

95 

62.8 

3.7 

(6.3  to  8.5) 

(5 . 2 to  12) 

(74  to  140) 

(43.7  to  75.6) 

(3.4  to  4.0) 

1 + 

16 

8.4 

6.8 

123 

55.9 

3.7 

(6.6  to  9.7) 

(3 . 9 to  10) 

(75  to  171) 

(34  to  78.2) 

(3.2  to  4.1) 

2 + 

7 

9.0 

7.1 

180 

65.3 

3.6 

(7.9  to  9.9) 

(4.2  to  9.1) 

(100  to  340) 

(38.6  to  88.1) 

(2.8  to  4.5) 

3 + 

8* 

7.8 

7.8 

184 

60.5 

3.8 

(6.5  to  9.5) 

(5.0  to  13) 

(70  to  478) 

(40  to  102.3) 

(3.3  to  4.3) 

Normal  values  for  the  laboratory  include  Ca,  9 to  10.5  mg.  per  100  ml.;  PO4,  2.5  to  4.5  mg.  per  100  ml;  AP,  85  mU.;  and  serum  albumin  3.5  to  4.5 
Gm.  per  100  ml. 

* Two  patients  in  this  group.  Cases  1 and  2,  had  undergone  subtotal  parathyroidectomy  forty-eight  months  and  sixteen  months  prior  to  study  and 
have  low  serum  calciums,  one  having  a normal  AP,  the  other  elevated. 
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TABLE  IV.  Relationship  of  pruritus  to  xerosis 


Xerosis 

Number  of 
Patients 

0 

1 + 

**2  + 

3 + 

None 

7 

1 

5 

1 

Apparent 

18 

3 

7 

6 

2 

Appx-eciable 

8 

1 

2 

1 

4 

Severe 

3 

3 

stated  that  they  did  not  sweat.  No  relationship 
between  onset  of  illness,  dialysis,  or  degree  of 
sweating  was  established. 

Dermatologic  history.  A dermatologic  history 
included  present  or  past  skin  disorders,  family 
and  atopic  history,  past  occurrence  of  any  urti- 
carial reactions,  or  reaction  to  food,  penicillin, 
drugs,  or  contactants  (Table  V).  The  objective 
findings  on  dermatologic  evaluation  are  shown  in 
Table  VI. 

Medications  and  pruritus.  All  of  the  patients 
were  on  some  form  of  medication.  These  most 
frequently  included  vitamins,  iron,  phosphate- 
binding gels,  antihistamines,  tranquilizers;  less 
commonly,  analgesics,  antihypertensives,  anticon- 
vulsants, mild  laxatives;  and  rarely,  antibiotics 
and  anticoagulants,  the  latter  being  given  for  peri- 
ods of  weeks  to  months.  Most  of  the  patients  re- 
ceived other  medications  acutely  during  dialysis. 
The  use  of  medications  was  not  related  to  the 
onset  of  pruritus  or  its  perpetuation. 

Comment 

The  cutaneous  stigmata  of  renal  failure  were 
described  by  Chargin  and  Keil1  and  by  Rosenth- 
al.2 An  increased  disposition  to  various  cutaneous 
problems  has  been  noted  in  patients  with  renal 
failure,  and  some  of  these  are  purpura,  pruritus, 
urea  frost,  papular  erythema,  uremic  roseola,  xer- 
osis, hyperpigmentation,  erysipeloid  and  pemphi- 
goid findings,  urticaria,  dermatitis  exfoliativa,  cu- 
taneous necrosis,  and  stomatitis.1,2  Nail  changes 
are  also  found  in  patients  with  renal  failure.1-6 
Chargin  and  Keil1  emphasized  that  pruritus  was 
a frequent  symptom,  citing  an  incidence  of  15  to 
49  per  cent  in  225  patients  with  renal  disease. 

The  objective  dermatologic  findings  in  the  pres- 
ent study  were  entirely  nonspecific  (Table  V). 
However,  prurigo  mitis,  p.  nodularis,  and  lichen 
pilaris  appeared  to  be  sequelae  to  pruritus  and 
xerosis.  Nummular  eczema  and  lichen  simplex 
chronicus  are  related  to  the  neurodermatitis  group 
of  diseases.7,8  The  1 patient  with  steroid  acne  had 
received  large  doses  of  steroids  for  four  weeks  after 
an  unsuccessful  kidney  transplant.  These  had 
been  discontinued  three  months  prior  to  the 
study. 

By  dermatologic  history,  this  group  of  patients 
had  a higher  than  expected  incidence  of  pruritus 
ani  (22.2  per  cent),  penicillin  reaction  (19.4  per 
cent),  urticaria  of  unknown  etiology  (25  per  cent), 
and  other  drug  reactions  (13.9  per  cent)  (Table 


VI).  All  the  patients  in  this  study  had  hyperuri- 
cemia (range  6.5  to  9.5  mg.  per  100  ml.),  and  this 
may  account  for  some  of  the  increase  in  reaction 
to  the  drugs  noted.9,10 

Pruritus  was  often  the  only  complaint,  regard- 
less of  other  symptoms  associated  with  renal  dis- 
ease. Eighty-six  per  cent  had  itch  to  some  de- 
gree; the  symptom  was  very  severe  and  continuous 
in  a few.  Most  of  the  patients  had  a recurring  or 
paroxysmal  pruritus;  the  remainder  complained  of 
a persistent,  although  moderate,  symptom.  We 
found  no  special  relation  between  the  type  or  de- 
gree of -pruritus  and  its  duration.  It  generally  re- 
mains more  or  less  constant  in  degree.  The 
symptom  in  some  was  the  first  sign  of  renal  dis- 
ease. 

The  relation  of  pruritus  and  treatment  by  hem- 
odialysis suggests  that,  in  the  majority,  the  disor- 
der became  manifest  after  beginning  treatment. 
But  whether  or  not  dialysis  in  some  way  contrib- 
utes to  the  pruritus  is  questionable.  The  higher 
incidence  of  pruritus  in  our  series  compared  to 
predialvsis  data  may  be  due  to  the  fact  that  dialy- 
sis, by  prolonging  the  life  span  of  the  uremic  pa- 
tient, allows  the  pruritus  to  manifest  itself  in  more 
patients. 

Once  the  pruritus  is  established,  the  degree  of 
discomfort  did  not  appear  to  vary  except  in  4 pa- 
tients (11.1  per  cent)  who  experienced  some  relief 
after  six  months  or  more  of  dialysis.  These  pa- 
tients would  seem  to  be  the  exception.  The  rela- 
tion between  Increase  or  decrease  in  severity  of 
pruritus  and  its  occurrence  before,  during,  or  after 
scheduled  dialysis  fits  no  discernible  pattern. 
Those  complaining  of  an  increase  in  pruritus  in 
relation  to  dialysis  suggested  that  immobility  dur- 
ing dialysis  played  a major  role.  This  impression 
is  enforced  by  an  almost  universal  comment  that 
pruritus  was  worse  at  bedtime  and  diminished 
during  working  hours.  Also,  since  pruritus  is  a 
subjective  symptom,  and  since  the  patients  are 
given  analgesics,  antihistamines,  and  tranquilizers 
both  on  and  off  the  dialysis  machine  for  their  se- 
vere complaints,  the  motive  of  gain  from  these 
complaints  must  be  borne  in  mind  when  evaluat- 
ing any  given  patient. 

Skin  dryness  appears  to  be  directly  related  to 
pruritus:  the  more  xerosis,  the  greater  the  inten- 
sity of  pruritus  (Table  IV).  The  impression  that 


TABLE  V.  Dermatologic  findings 


Finding 

Occurrence 

Onychomycosis 

1 

Prurigo  mitis 

1 

Steroid  acne 

1 

Lichen  pilaris 

1 

Seborrhea;  friction  alopecia 

1 

Leukonychia 

1 

Nummular  eczema 

3 

Prurigo  nodularis 

1 

Lichen  simplex  chronicus 

2 

Herpes  zoster 

1 
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most  patients  experienced  diminished  sweating 
correlates  with  skin  dryness  and  pruritus.  Land- 
ing et  al.n  noted  atrophy  of  exocrine  sweat  glands 
in  children  with  renal  failure.  Rook,  Wilkinson, 
and  Ebling12  also  noted  skin  dryness  and  a de- 
crease in  sweating.  Rosenthal2  found  a decreased 
number  of  sudoriferous  and  sebaceous  glands  with 
atrophy  and  a collapse  and  disappearance  of  cuta- 
neous blood  and  lymph  vessels  in  uremia. 

There  was  no  clear-cut  pattern  established  be- 
tween the  character  of  pruritus  and  underlying 
renal  disease,  duration  of  renal  failure,  duration 
on  dialysis,  or  current  medications.  In  the  6 pa- 
tients whose  duration  of  renal  failure  was  known 
to  be  longer  than  ten  years  (3  polycystic  patients 
and  3 with  congenital  obstructive  disease)  4 pa- 
tients had  mild  pruritus  and  2 severe.  In  the  5 
patients  who  did  not  complain  of  pruritus  the  av- 
erage duration  on  dialysis  was  forty  weeks  (rang- 
ing between  fourteen  and  one  hundred  and  eight 
weeks).  Although  a significant  number  of  pa- 
tients registered  past  history  of  drug  reactions  and 
urticaria,  pruritus  or  skin  changes  were  not  associ- 
ated with  drugs. 

Although  the  number  of  patients  studied  was 
not  large  enough  to  achieve  adequate  statistical 
significance  (p  <0.2),  there  did  appear  to  be  a re- 
lationship between  the  degree  of  pruritus  and  the 
level  of  the  predialysis  blood  urea  nitrogen  (Table 
II).  The  pruritus  was  more  severe  in  patients  who 
did  not  adhere  to  their  diets  and  ran  consistently 
high  BUNs  (>100  mg.  per  100  ml.).  Of  interest 
in  this  respect  were  2 patients  (Case  1 and  2)  who 
underwent  subtotal  parathyroidectomy  for  severe 
pruritus.  They  both  had  immediate  relief  of  their 
pruritus  which  lasted  for  six  months  in  Case  2 and 
two  months  in  Case  1,  after  which  both  received 
kidney  transplants.  Both  rejected  their  kidneys, 
Case  2 three  years  later,  Case  1 one  month  later, 
and  they  were  both  back  on  dialysis.  Both  now 
have  severe  pruritus  (Case  2 six  months  on  dialy- 
sis, Case  1 one  year  on  dialysis),  in  spite  of  low- 
serum  calcium  and  normal  parathyroid-hormone 
levels.  They  both  run  BUNs  greater  than  100  mg. 
per  100  ml. 

Although  there  appeared  to  be  no  correlation 
between  the  severity  of  pruritus  and  the  serum 
calcium,  there  was  some  statistically  significant 
evidence  (p  <0.02  and  p <0.1)  to  suggest  that 
the  severity  of  pruritus  correlated  with  the  degree 
of  secondary  hyperparathyroidism  as  measured  by 
the  serum  alkaline  phosphatase  (Table  III).  None 
of  the  patients  studied  had  positive  serum-hepati- 
tis antigen  or- other  evidence  of  liver  disease.  Al- 
though the  numbers  studied  were  small,  serum 
parathyroid  hormone  seemed  to  confirm  this.  Of 
interest  was  the  high  calcium  and  magnesium 
content  in  the  skin  of  these  patients,  in  spite  of 
low  or  normal  serum  calciums.  This  finding  has 
been  reported  previously.13,14 

The  correlation  between  the  pruritus  and  the 


TABLE  VI.  Dermatologic  history 


Skin  Disease 

Occurrence 

Exfoliative  dermatitis 

1 

Chrome  dermatitis 

1 

Pruritus  ani 

8 

Spontaneous  ecchymoses 

1 

Seborrheic  dermatitis 

1 

General  dermatitis  (?) 

1 

Ichthyosis;  calcinosis  cutis 

1 

Penicillin  reaction 

7 

Urticaria  (cause  unknown) 

Drug  allergy  (Sulfa,  erythromycin, 

9 

codeine,  and  so  forth 

5 

Hay  fever 

1 

Atopic  family  history 

3 

secondary  hyperparathyroidism  has  received  new 
support  in  the  findings  that  parathyroid  hormone 
stimulates  mast-cell  proliferation13  and  that  pa- 
tients with  uremia  have  increased  mast-cell  prolif- 
eration.16 Although  it  has  been  reported  that 
pruritus  is  alleviated  in  some  uremic  patients 
after  subtotal  parathyroidectomy,17-18  the  duration 
of  this  relief  of  symptoms  is  unknown.  In  the  2 pa- 
tients, Case  1 and  Case  2,  who  had  undergone 
subtotal  parathyroidectomy  forty-eight  months 
and  sixteen  months  prior  to  the  study,  both  expe- 
rienced marked  and  immediate  relief  of  their  pru- 
ritus, but  both  had  recurrence  of  severe  symptoms 
after  becoming  uremic  again  in  spite  of  normal 
parathyroid-hormone  levels.  But,  as  noted  be- 
fore, both  patients  ran  high  BUNs  on  dialysis. 

An  attempt  to  control  pruritus,  usually  without 
specific  skin  changes,  included  a variety  of  medi- 
cations. The  prescription  of  various  systemic 
“antipruritic’  medications,  such  as  antihistam- 
ines or  tranquilizers,  did  not  affect  the  course  of 
pruritus.  Locally,  the  use  of  steroid  creams  was 
unremarkable  in  effect.  Investigation  disclosed 
generally  poor  dermatologic  care.  Patients  fre- 
quently took  hot  showers,  used  drying  soaps  and 
detergents,  chose  improper  clothing,  particularly 
wool,  and  used  an  assortment  of  self  medications 
with  the  risk  of  sensitization.  These  routines, 
coupled  with  the  relationship  of  xerosis  and  a like- 
ly decrease  in  sweating,  are  factors  contributing  to 
pruritus.  The  stated  concurrence  and  exacerba- 
tion of  pruritus  during  periods  of  inactivity  and  at 
night  point  to  an  important  emotional  component 
to  the  system. 

The  least  that  can  be  provided  for  these  pa- 
tients is  dermatologically  acceptable  skin  care, 
local  lubrication  and  anti-inflammatory  agents, 
and  the  selective  use  and  symptomatic  trial  of 
tranquilizers  and  antihistamines. 

There  are  still  many  factors  that  need  to  be 
studied  with  regard  to  the  dermatologic  problems 
in  patients  with  renal  failure.  Since  decrease  in 
sweating  is  noted  in  some  demvelinating  neuro- 
pathies, continuing  investigation  is  indicated  with 
respect  to  sweat-gland  dysfunction  and  its  possi- 
ble relationship  to  neuropathy  in  uremia.19  Fur- 
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ther  study  is  also  needed  of  the  relationship  of  the 
pruritus  to  the  glucose  intolerance  in  uremia,20  as 
well  as  its  relationship  to  the  secondary  hyper- 
parathyroidism, mast-cell  proliferation,  and  hista- 
mine release.15,16 

St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
(DR.  YOUNG) 
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Infection  is  the  most  devastating  complication  of 
permanent  pacemaker  implantation.  When  it. oc- 
curs, removal  of  the  entire  implanted  unit  is  usu- 
ally required  unless  one  is  extremely  fortunate 
with  local  drainage,  irrigation,  and  secondary  clo- 
sure. 

The  exact  incidence  of  this  complication  is  hard 
to  find  in  the  literature.  The  group  at  Emery 
University  in  Georgia  reports  30  infections  in  385 
cases,  an  incidence  of  8 per  cent.  Of  their  cases 
123  were  per  venous,  and  385  were  transthoracic; 
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Diseases,  New  York  City. 


they  did  not  break  down  their  series  further.  The 
group  at  New  York  University  reports  200  total 
cases:  130  per  venous  with  a 5 per  cent  infection 

rate  and  70  transthoracic  with  an  11  per  cent  in- 
fection rate.  The  New  York  University  group  re- 
ports no  infection  of  a primary  implant,  all  their 
infections  occurring  in  secondary  procedures. 

Major  efforts  in  electronic  engineering  are  under 
way  to  prolong  unit  life,  lengthen  the  interval  be- 
tween pulse-generator  replacements,  and,  hopeful- 
ly, reduce  the  chances  for  infection.  The  atomic 
power  supply  and  the  reduced  output  pulse  gener- 
ator are  two  such  examples. 

The  experience  at  St.  Vincent’s  Hospital  and 
Medical  Center,  New  York  City,  suggests  that  a 
program  of  conventional  measures  can  minimize 
pacemaker  infections.  In  the  permanent  transve- 
nous pacemaker  experience  at  St.  Vincent’s  Hos- 
pital from  April  1,  1965,  to  February  9,  1973,  there 
were  383  patients,  403  implantations,  35  electrode 
repositions,  and  189  pulse-generator  replacements; 
there  was  one  infection  and  no  erosions  or  extru- 
sions. The  age  range  of  patients  was  between 
twenty-two  and  ninety-seven  years;  there  were  255 
males  with  an  average  age  of  72.3  years  and  128 
females  with  an  average  age  of  74.2  years. 

Although  we  prefer  the  left  cephalic  vein,  in  one 
fourth  of  the  cases  the  external  or  internal  jugular 
vein  was  employed  as  the  catheter  entry  point 
with  the  pacing  electrode  brought  over  the  clavicle 
and  down  to  the  pouch  pocket.  The  series  com- 
prises a total  of  627  pacemaker  procedures. 

Pacemaker  implantation,  repositioning  of  elec- 
trodes, and  pulse-generator  replacements  are  car- 
ried out  in  the  cardiac  catheterization  laboratory. 
The  Cordis  unipolar  unit  was  used  in  80  per  cent 
of  implants,  although  the  Medtronic  bipolar  unit, 
our  original  pacemaker,  continues  to  be  used  on 
occasions.  Because  of  the  theoretical  dangers  of 
competing  rhythms  and  our  observation  that  25 
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per  cent  of  patients  in  complete  heart  block  at  the 
time  of  initial  implant  will  return  at  some  time  or 
other  in  the  follow-up  period  with  some  form  of 
sinus  rhythm,  we  have  implanted  only  demand 
units  since  January,  1968. 

The  single  infection  in  the  entire  series  occurred 
during  primary  implantation  in  a thirty-year-old 
male  with  Adams-Stokes  attacks  secondary  to  in- 
termittent heart  block.  He  developed  a pouch 
hematoma  that  became  infected  six  weeks  postop- 
erativelv  after  multiple  needle  aspirations.  The 
pacemaker  system  was  removed  and  uneventfully 
reimplanted  after  an  interval  on  the  other  side. 
This  infection  was  the  result  of  a technical  error. 
If  the  hematoma  had  been  promptly  evacuated,  it 
might  have  been  prevented.  We  have  not  had  in- 
fections in  any  pulse-generator  replacements  or 
catheter  repositions  and  have  had  no  erosions  or 
extrusions. 

Materials  and  methods 

The  program  used  at  this  hospital  over  the  last 
seven  years  includes  the  following  steps:  (1)  me- 

ticulous skin  cleansing  with  germicidal  soap  be- 
ginning twenty-four  hours  prior  to  implantation; 
(2)  heavy  antibiotic  coverage  beginning  twenty- 
four  hours  prior  to  implantation;  (3)  topical  anti- 
biotic irrigation  of  the  wound;  (4)  meticulous  he- 
mostasis during  the  procedure  and  secondary 
evacuation  of  hematoma  if  necessary;  and  (5)  suc- 
tion drainage  of  primary  implantations  for 
twenty-four  hours. 

Neither  pacemaker  implantation  nor  pulse-gen- 
erator replacement  is  an  emergency  procedure.  If 
time  is  needed  for  proper  skin  preparation,  a tem- 
porary transvenous  pacing  wire  is  passed.  The 
sole  exception  is  a runaway  pacemaker.  We  have 
seen  only  one  and  none  with  current  models  of 
pulse  generators.  Patients  in  this  age  group  com- 
monly have  seborrhea,  and  we  use  ether  as  a 
cleansing  agent  prior  to  application  of  germicidal 
soap. 

Burke  has  shown  that  to  be  effective,  antibiotics 
must  be  present  before  the  skin  incision.  We  em- 
ploy penicillin,  streptomycin,  and  oxacillin  sodi- 
um with  appropriate  alterations  in  case  of  allergy. 
The  antibiotics  are  continued  for  three  postopera- 
tive days. 

The  operative  wounds  are  irrigated  prior  to  clo- 
sure with  a bacitracin-kanamycin  solution.  We 
use  the  same  solution  to  irrigate  pulse-generator 
replacements,  hematoma  evacuations,  and  cathe- 
ter-repositioning procedures.  We  have  had  occa- 
sion to  evacuate  seven  pouch  hematomas.  None 
have  become  infected. 

Suction  drainage  after  primary  implantation 
accomplishes  two  things;  (1)  removal  of  about  50 
to  100  cc.  of  serosanguineous  drainage,  and  (2) 
helps  coapt  the  flap  over  the  pulse  generator  by 
atmospheric  pressure.  We  remove  the  drain  the 


day  following  surgery.  Pulse-generator  replace- 
ments are  not  usually  drained. 

Conclusion 

We  conclude  that  a program  of  conventional 
measures  can  reduce  pacemaker  infection  to  a 
minimum.  Our  experience  suggests  that  it  is  a 
preventable  complication. 

Discussion 

Joseph  J.  Timmes,  M.D.,  Jersey  City,  New 
Jersey.  That  was  a good  report  to  start  off  the 
meeting,  because  it  was  very  pertinent  and  con- 
tained facts.  I can  assure  you  that  we  have  a 
higher  incidence  of  infection  than  this,  and  we 
have  a good  many  erosions  in  our  pacemakers, 
also. 

Richard  Nolan,  M.D.,  New  York  City.  May  I 
ask  one  question?  Dr.  Conklin,  in  your  series, 
have  you  ever  thought  of  implanting  the  unit 
under  the  pectoral  muscle  for  any  reason?  Or 
have  you  been  disturbed  about  the  prospects  of  a 
constant  pressure  point  by  an  imbedded  foreign 
body  in  an  elderly  asthenic  female  with  a very 
thin  almost  transparent  skin? 

Dr.  Conklin:  I came  to  St.  Vincent’s  Hospital 
after  spending  a good  deal  of  time  with  Cushman 
Haagenson,  M.D.,  on  his  breast  service  and  was 
immediately  impressed  with  the  prepectoral  bursa 
as  a handy  resting  point  for  pulse  generators.  I 
used  it  for  awhile,  and  it  was  not  really  a happy 
idea.  It  works  well  for  the  initial  implant,  but  to 
get  at  it  as  a secondary  procedure  through  the 
pectoralis  major  muscle,  especially  if  you  are 
using  the  Medtronic  pacemaker  with  all  the  knobs 
and  the  two  wires,  is  a nuisance  and  a real  trial  to 
the  patient  under  local  anesthesia.  One  other 
disadvantage  is  that  a fair  number  of  the  people 
in  whom  I implanted  pulse  generators  under  the 
pectoral  muscle  complained  of  a great  deal  of 
shoulder  pain  for  months  thereafter,  possibly  due 
to  some  distortion  of  the  shoulder  capsule  by  the 
muscular  distortion.  We  have  not  used  the  sub- 
pectoral bursa  since  this  initial  experience.  We 
have  many  very  old  people  now  in  our  series,  and 
we  have  yet  to  see  one  erode  through  the  skin.  I 
believe  it  is  important  to  include  the  fascia  of  the 
pectoralis  muscle  on  the  upper  surface  of  the  skin 
flap.  Using  that  simple  precaution,  we  have  ob- 
viated the  necessity  for  burrowing  under  the  pec- 
toral muscle,  and  we  have  not  had  any  erosion. 

Adrian  Lambert,  M.D.,  New  York  City.  Why 
did  so  many  instruments  have  to  be  replaced  or 
repositioned,  or  did  I understand  your  figures  in- 
correctly? 

Dr.  Conklin:  I don’t  think  we  had  that  many 
repositions.  We  do  have  20  more  implantations 
than  we  have  patients.  Occasionally  a pacemaker 
wire  breaks  and  cannot  be  extracted  in  which  case 
we  will  pass  another  one,  and  this  will  involve  a 
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total  new  implantation.  We  have  had  35  elec- 
trode repositions  which  is  a little  under  9 per  cent. 
In  view  of  what  you  might  call  the  inherent  insta- 
bility of  just  a single  fixation  wire,  I do  not  think 
this  is  excessive. 

T.  T.  Hirose,  M.D.,  The  Bronx,  New  York. 
We  implant  the  pacemaker  under  the  pectoral 
muscles.  There  is  an  easy  way  to  do  it.  We  can 
use  an  argyle  trocar  catheter  with  a metal  guide 
inside  and  put  through  this  plastic  catheter  under 
the  muscle  to  the  infraclavicular  area.  The  Med- 
tronic catheter  ends  are  inserted  into  the  tip  of 
the  catheter  and  then  pulled  out  without  any 
problems.  On  all  female  patients,  I instruct  the 
resident  to  implant  the  pacemaker  generator 
under  the  breast  and  pectoral  muscle.  As  for 
postoperative  drainage,  the  hemovac  system  is 
better  than  the  bottle  systems  because  it  is  easy 
to  carry  around.  However,  in  most  cases  we  do 
not  need  drainage. 

Dr.  Timmes:  Dr.  Conklin,  do  you  wish  to 

make  any  remarks  about  this? 

Dr.  Conklin:  No,  not  really.  We  do  drain, 

and  we  have  very  few  infections. 

Dr.  Timmes:  Would  anyone  else  care  to  com- 
ment about  this  report? 

Rocco  Giordano,  M.D.,  Flushing,  New  York. 
On  the  reimplantations,  do  you  take  any  part  of 
the  sac  out? 

Dr.  Conklin:  I do  not.  The  one  exception  to 
that  is  in  changing  from  an  older  Medtronic  unit 
to  the  newer  one,  especially  the  titanium  shielded 
one.  The  newer  model  is  slightly  bigger  than  the 
older  one,  although  it  does  not  look  it.  The  sac 
must  be  enlarged  to  accommodate  it. 
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Dr.  Giordano:  Do  you  excise  most  of  the  sac? 
I always  felt  that  this  was  a fibrous  barrier  and  af- 
forded no  new  blood  vessels  or  capillary  drainage. 
I used  to  take  most  of  the  sac  out;  it  was  quite 
bloody,  and  so  I stopped  doing  it,  and  I only  take 
out  a piece  slightly  larger  than  a silver  dollar. 
The  reason  I do  this  is  because  I feel  that  in  this 
way  you  introduce  some  fresh  blood  vessels.  I 
have  never  had  an  infection  in  a reimplantation  in 
about  150  cases.  So  I feel  this  may  help. 

Dr.  Conklin:  We  do  not  routinely  excise  any 

of  the  sac.  The  only  maneuver  we  do  use  as  we 
are  shifting  to  a new  type  of  Medtronic  is  to  en- 
large the  sac  to  allow  for  an  increased  volume  of 
the  newer  model. 

Peter  Missier,  M.D.,  New  York  City.  In  our 
experiences  we  never  excised  the  sac  when  we  re- 
placed the  battery;  we  just  enlarged  it.  In  addi- 
tion to  that,  I have  never  drained  the  pockets  and 
occasionally  there  is  some  accumulation  of  sero- 
sanguineous  fluid  that  we  take  care  of  by  aspira- 
tion. In  over  100  pacemakers,  we  have  had  only 
one  infection,  and,  in  that  case,  we  used  local  in- 
stallation of  antibiotics  by  double  catheter  meth- 
od to  clear  up  the  infection.  I really  believe  that 
it  is  entirely  unnecessary  to  excise  the  sac  when 
you  reimplant  the  larger  battery.  At  the  same 
time,  I believe  we  have  been  lucky  in  that  it  is  en- 
tirely unnecessary  to  drain  the  pacemaker  after 
the  first  implantation,  especially  if  you  place  it 
under  the  fascia  rather  than  under  the  muscle. 
There  is  no  point  to  putting  it  under  the  muscle 
when  you  have  a good  fascia  to  deal  with. 

The  following  report  will  be  given  in  its  entire- 
ty. 

Since  1960,  when  Harken  et  al.1  and  subsequent- 
ly Starr  and  Edwards2  first  introduced  prosthetic 
valves  of  the  caged-ball  type  for  implantation  re- 
spectively into  the  aortic  and  mitral  valve  areas 
after  excision  of  the  natural  valve,  prosthetic  re- 
placement of  the  cardiac  valves  has  become  in- 
creasingly popular.  It  has  been  estimated  that 
more  than  100,000  prostheses  have  been  intro- 
duced into  the  mitral  area  up  to  the  present  time.3 
Recently,  freely  moving  caged  disks4"7  and  hinged 
disks8-10  appear  to  have  supplanted  the  caged-ball 
mechanism  in  the  mitral  region  to  a considerable 
degree. 

although  the  more  recently  designed  valves 
seem  to  be  considerably  superior  to  the  earliest 
ones,  both  with  respect  to  design  for  flow  and  to 
clinical  acceptance  by  the  patient,  in  practice 
much  of  the  original  pattern  of  frequent  malfunc- 
tion and  late  clinical  failure  would  seem  to  re- 
main. 

Thus,  Bryant  et  al.n  have  recently  reported  an 
operative  mortality  rate  of  27  per  cent  and  a pro- 
jected five-year  survival  rate  of  42.5  per  cent  in  a 
series  of  200  patients  undergoing  valvular  replace- 
ment. Fishman  et  al . 12  have  reported  a 12  per 
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cent  operative  rate,  a 16  per  cent  late  mortality 
rate,  and  an  incidence  of  21  (23  per  cent)  episodes 
of  systemic  embolism  among  their  95  surviving 
patients.  Aston  and  Mulder,13  in  a seven-year  fol- 
low-up, have  reported  a 31  per  cent  operative 
mortality  rate  and  a 30  per  cent  late  mortality 
rate  with  prosthetic  replacement  of  the  mitral 
valve.  Of  the  50  original  survivors,  17  (34  per 
cent)  had  one  or  more  episodes  of  cerebral  embo- 
lism. 

Disruption  and  basilar  detachment  of  prosthetic 
valves  have  troubled  Kastor  et  al. 14  Fishman, 
Hutchinson,  and  Roe15  have  suggested  technical 
approaches  for  prevention  of  this  complication, 
and  Favaloro  et  al . 16  have  outlined  formal  steps 
for  its  effective  surgical  treatment.  Gimenez, 
Soulen,  and  Davila17  have  emphasized  the  radio- 
logic  diagnosis  of  the  condition,  and  Thomas18  has 
presented  the  overall  clinical  diagnostic  features. 

Hemolytic  anemia  and  other  hemolytic  manifes- 
tations are  still  seen.19-22  Thromboembolism  has 
been  reported  in  varying  incidences  from  3 to  30 
per  cent  by  different  clinics.23-27 

In  addition  to  these  disturbing  reports  of  late 
failure  of  the  prosthesis,  there  has  been  a repeti- 
tive refrain  of  “residual  transmitral  gradient.” 
Ramsey  et  al.28  have  indicated  that  the  otherwise 
promising  Beall  caged-disk  valve  is  “always”  as- 
sociated with  an  elevated  mean  transmitral  dia- 
stolic pressure  gradient.  Hawe,  Frye,  and  Ellis,29 
in  a study  of  42  cases  of  prosthetic  mitral  replace- 
ment, have  reported  a transvalvular  gradient  of  6 
to  13  mm.  Hg  at  rest,  rising  to  12  to  18  mm.  Hg 
on  exercise.  Vogel  et  al.30  have  reported  abnor- 
mal hemodynamic  function  with  all  types  of  disk- 
valve  prostheses.  On  the  other  hand,  Lee  et  al.  31 
have  found  persistently  elevated  resting  pulmo- 
nary-wedge pressures  with  ball  valves  both  of  the 
Starr-Edwards  and  of  the  Smeloff-Cutter  types. 
The  recently  introduced  “cloth-covered”  valves 
are  even  more  prone  to  this  disadvantage.32-33 

Summing  up  all  these  reports,  it  would  seem 
fair  to  state  that  there  is  a residual  diastolic 
transmitral  gradient  at  rest  in  practically  every 
patient  following  prosthetic  replacement  of  the 
mitral  valve  even  with  the  most  recently  designed 
types  of  valvular  prosthesis,  and  this  gradient  in- 
creases significantly  with  physical  exertion.  Fol- 
lowing prosthetic  replacement  of  the  mitral  valve, 
there  is  a projected  or  measured  five-year  survival 
rate  of  close  to  50  per  cent.11-13,34-36 

Presumably,  the  reported  rate  of  attrition  may 
tend  to  decline  after  the  initial  five-year  period, 
but  it  would  be  the  height  of  naivete  to  assume 
that  this  will  ever  thereafter  approach  that  of  nor- 
mal individuals. 

Moreover,  in  the  vast  majority  of  patients  with 
mitral  prosthetic  valves,  anticoagulant  therapy  is 
needed  to  prevent  recurrent  thromboembolic  epi- 
sodes, presumably  indefinitely.  Since  it  has  been 
estimated  that  there  is  an  ultimate  mortality  rate 


of  approximately  15  per  cent  attributable  to  the 
permanent  anticoagulant  therapy  itself,  it  would 
seem  appropriate  to  include  this  risk  in  the  totali- 
ty of  that  which  each  patient  so  treated  must  be 
prepared  to  accept. 

Because  of  these  problems  associated  with  the 
implantation  of  prosthetic  valves,  other  solutions 
have  been  sought.  Thus,  homograft37-39  and  het- 
erograft40-42 valves  have  been  implanted  in  the 
mitral  area.  Usually  this  has  taken  the  form  of 
introducing  an  aortic  or  pulmonary  valve  mounted 
on  a metallic  or  plastic  “ring”  or  skeleton-like 
support.43-46  Up  to  the  present  time,  the  clinical 
results  so  achieved  have  proved  disappointing  in 
the  long  run.47-53 

Of  course,  these  were  preserved  or  nonviable 
semilunar-valve  homografts.  Others  have  tried 
viable  or  live  homografts  in  the  same  fashion.54-56 
Although  it  was  first  thought  that  aortic  valves 
might  be  immunologically  “protected,”  like  cor- 
neal tissue,  these  hopes  have  proved  to  be  un- 
founded. Immunologic  rejection  problems  are 
substantial. 

Experimentally,  Templeton  and  Gibbon57  and 
Frater  et  al.,58  have  utilized  autogenous  pericar- 
dium clinically  for  cardiac  valvular  reconstruc- 
tion. Absolon,  Hunter,  and  Quattlebaum59  have 
used  central  tendon  of  the  diaphragm  for  this  pur- 
pose. 

Fadali  et  al.eo  have  tried  autogenous  peritoneum 
for  the  experimental  creation  of  cardiac  valves. 
Athanasuleas,  Anagnostopoulas,  and  Kittle61 
have  studied  the  autologous  rectus  sheath  for  this 
purpose.  Lower  and  Shumway,62  Lower,  Stofer, 
and  Shumway,63  and  Ross64  have  transplanted  the 
autogenous  pulmonary  valve  into  the  mitral  posi- 
tion. Puig  et  al.65  are  now  using  homologous  dura 
mater  to  construct  cardiac  valves. 

Others  have  tried  valves  created  from  fresh 
autologous  fascia  lata,  usually  mounted  on  a plas- 
tic or  metallic  “scaffold.”66-73  Usually  these 
valves  have  taken  the  form  of  a tricuspid  valve 
structure,  closely  resembling  the  natural  semilu- 
nar valves.  Although  initially  they  function  most 
satisfactorily,  the  unavoidable  tendency  to  late 
shrinkage  of  fascial  leaflets  mounted  on  frames 
inevitably  leads  to  the  development  of  valvular 
stenosis  or  insufficiency,  or  both,  within  a period 
of  eighteen  to  twenty-four  months.74-75 

Our  own  experience  during  the  past  eight  years 
with  tissue-graft  reconstructive  procedures,  usual- 
ly using  fascia  lata,  has  been  most  illuminating. 
Fascia  lata  does,  indeed,  seem  to  be  the  best 
available  living  autologous  tissue  for  the  recon- 
struction or  replacement  of  cardiac  valves.  Al- 
though it  tends  to  undergo  shrinkage  by  an  incre- 
ment estimated  by  us  at  30  per  cent,  it  remains 
soft,  flexible,  and  both  macroscopically  and  mi- 
croscopically essentially  unchanged  at  least  over  a 
period  of  five  or  more  years  (Fig.  1). 

Others  have  reported  variously  on  the  long-term 
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FIGURE  1.  Photomicrogram  of  fascia  lata  graft  ob- 
tained from  a sixty-nine-year-old-white  male  five  years 
after  use  in  reconstruction  of  cardiac  valve.  Note  pres- 
ervation of  nuclei  and  compaction  of  collagenous  fibers. 
Whether  or  not  lining  surface  cells  constitute  a pseudo 
intima  is  conjectural. 

fate  of  fascia  lata  so  employed. 67-69,74-76  Recently, 
Bernhard  et  al.11  have  described  the  development 
of  a covering  pseudo  intima  after  ten  months  and 
preservation  of  the  collagen  fibers.  This  is  confir- 
matory of  Senning’s66-67  early  descriptions  of  late 
changes  in  nonframe-mounted  fascial  valves. 

It  is  the  writers’  finalized  opinion  that  most  of 
the  reports  of  an  unfavorable  late  fate  of  fascia 
lata  used  for  valve  reconstruction  are  to  a consid- 
erable degree  misleading  since  nearly  all  of  those 
authors  were  using  the  fascia  mounted  on  plastic 
or  metallic  frames.69-7174  Not  only  does  the  rigid 
or  semirigid  frame  impart  an  immeasurable 
(which  in  the  aggregate  must  be  great)  amount  of 
repetitive  mechanical  trauma  to  the  tissue  ele- 
ments with  each  valve  closure,  and  possibly  with 
each  opening,  but  also  the  necessity  for  an  initial- 
ly good  “fit”  of  the  newly  created  individual  valve 
cusps  ensures  that,  with  the  predictable  shrinkage 
of  the  graft  tissue,  such  valves  must  become  in- 
competent within  eighteen  to  twenty-four  months. 

Previous  experience 

Our  growing  experience  with  autologous  fascia 
lata  as  a reparative  and  replacement  material  for 
reconstruction  of  the  deformed  mitral  valve 
“skirt”  or  “girdle”  has  been  reported  over  the 
past  seven  years  in  a series  of  scientific  arti- 
cles.78-85 

These  articles  have  described  “patching”  of 
perforations,  “lengthening  of  shrunken  cusps,” 
excision  and  replacement  of  calcific  areas,  circum- 
ferential elongation  of  the  shrunken  valve 
“miniskirt,”  permanent  anatomic  separation  of 
the  fully  mobilized  “leaflets”  at  each  valve 
“pole,”  and  resuspension  of  portions  of  the  valve 
margin  which  had  become  “flail”  following  chord- 
al rupture  by  suturing  to  the  flail-valve  margin  a 
wedge-shaped  segment  of  fascia  lata,  the  tapering 
tip  of  which  was  then  brought  out  through  the  left 


ventricular  wall  and  sutured  to  the  epicardium 
(Fig.  2). 80 

However,  while  increasingly  satisfactory  clinical 
results  were  observed  with  these  procedures,  and 
while  permanence  of  the  improvement  obtained 
appeared  finally  to  have  been  assured,  we  were 
disappointed  in  the  persistence  of  a mean 
transvalvular  resting  gradient  in  practically  every 
one  of  those  patients  who  preoperatively  had 
manifested  an  element  of  stenosis  (Fig.  3). 

As  mentioned  previously,  similar  persistence  of 
a resting  transmitral  gradient  has  been  reported 
by  Ramsey  et  al.,28  by  Hawe,  Frye,  and  Ellis,29 
and  by  Morrow  et  al.,86  after  the  most  modern 
types  of  prosthetic-valve  replacement.  Almost  all 
of  the  simpler  mobilization  procedures,  such  as 
commissurotomy,  valvuloplasty,  annuloplasty, 
and  so  forth,  are  similarly  associated  with  persis- 
tence of  a significant  transmitral  diastolic  flow 
gradient  despite  obvious  overall  clinical  benefit  . 

Yet  of  all  the  hemodynamic  parameters  com- 
monly studied  for  the  assessment  of  mitral-valve 
function,  the  transmitral  diastolic  gradient  most 
directly  reflects  the  existence  of  impedance  to  left 
ventricular  filling.  This  impedance  to  ventricular 
filling  is  the  very  essence  of  the  valvular  dysfunc- 
tion of  mitral  stenosis. 

Indeed,  every  other  specific  hemodynamic  and 
clinical  abnormality  recognized  in  cases  of  mitral 


FIGURE  2.  Steps  in  resuspension  of  unsupported  por- 
tion of  margin  of  mitral  valve  made  "flail"  by  rupture  or 
detachment  of  chordae  tendineae. 
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41  Patients 


FIGURE  3.  Hemodynamic  changes  produced  in  41 
consecutive  patients  operated  on  for  mitral  stenosis, 
valve  being  "reconstructed”  by  one  of  previously  de- 
scribed techniques  using  grafts  of  fascia  lata.  While 
cardiac  index  and  cardiac  output  have  become  in- 
creased and  resting  mid-diastolic  gradient  has  become 
reduced,  latter  is  never  completely  abolished  by  these 
techniques.  Simpler  mobilization  procedures  and  pros- 
thetic valvular  replacement  operations  similarly  fail  to 
abolish  transmitral  gradient. 


stenosis  are  derived  directly  or  indirectly  from  this 
original  impedance  to  transmitral  flow.  Left  atri- 
al hypertension,  pulmonary  congestion  and 
edema,  pulmonary  arterial  hypertension  and  its 
vascular  sequelae,  right  ventricular  dilatation  and 
failure,  tricuspid  insufficiency  usually  due  to  dila- 
tion of  the  right  atrioventricular  junction  which  in 
turn  is  a function  of  right  ventricular  hypertrophy 
and  dilatation,  systemic  venous  engorgement  or 
increased  venous  pressure,  hepatic  engorgement, 
and  congestive  failure  manifested  by  dependent 
edema  or  fluid  accumulation  in  the  serous  cavi- 
ties— all  of  these  can  be  traced  directly  to  the  im- 
pedance to  left  atrioventricular  flow! 

The  etiology  and  cause  of  onset  of  atrial  fibrilla- 
tion in  patients  with  mitral  stenosis  is  still  contro- 
verted. In  the  authors’  considered  opinion,  how- 
ever, this  extremely  common  complicating  ar- 
rhythmia is  a direct  consequence  of  the  increasing 
elevation  of  the  left  atrial  pressure  which  is  caused 
by  the  increasing  impedance  to  left  ventricular 
filling. 


Hemoptysis  may  be  related  to  pulmonary  con- 
gestion or  may  herald  the  onset  of  pulmonary  in- 
farction presumably  due  to  embolism  from  phle- 
bothrombosis  in  veins  of  the  pelvis  or  lower  limbs. 
Even  this  latter  phenomenon  usually  may  be  as- 
cribed to  the  co-existing  congestive  heart  failure 
or  to  the  immobilization  of  the  patient  pursuant 
to  treatment  which  in  turn  may  well  be  traced  to 
the  original  impedance  to  left  ventricular  filling. 

We  shall  not  discuss  the  various  types  of  associ- 
ated visceral  disease  and  generalized  cachexia  so 
often  seen  in  advanced  mitral  stenosis.  Neverthe- 
less, we  believe  that  indirectly  they,  too,  are 
caused  by  tissue  hypoxia  related  to  the  slowing 
and  reduction  in  the  bodily  circulation  which 
again  reflects  the  previously  mentioned  imped- 
ance to  transmitral  blood  flow. 

The  severity  of  this  impedance  to  left  ventricu- 
lar filling  is  best  determined  by  the  measurement 
of  the  level  of  the  resting  mean  transmitral  pres- 
sure gradient,  due  allowance  being  given  to  the 
actual  rate  of  blood  flow:  the  cardiac  output. 

If  the  foregoing  be  accepted  as  true,  it  would 
seem  that  the  overall  effectiveness  of  any  opera- 
tion for  mitral  stenosis  could  be  estimated  by  the 
extent  to  which  it  reduces  or,  hopefully,  abolishes 
the  measured  mean  transmitral  gradient.  Using 
such  a standard,  none  of  the  mobilization  types  of 
procedure,  the  valve  replacements  with  prosthetic 
devices,  nor  our  previous  “reconstructive”  proce- 
dures can  be  deemed  to  be  very  satisfactory. 

Reflection  on  this  demonstrated  failure  of  our 
reconstructive  operations  to  abolish  the  transmi- 
tral gradient,  except  in  cases  of  nearly  pure  insuf- 
ficiency where  a transmitral  gradient  is  rarely  pre- 
sented following  reconstructive  valvular  proce- 
dures, led  to  revision  of  some  of  our  original  no- 
tions about  the  structure  and  function  of  the 
valves  and  the  effect  of  rheumatic  disease  on 
them. 

Zimmerman  and  Bailey87-88  had  long  before  this 
report  described  the  human  mitral  valve  as  a 
skirt-like  structure,  without  discrete  leaflets  and 
with  no  anatomically  demonstrable  “annulus  fi- 
brosis” (Fig.  4). 

Suppose  one  of  our  grandmothers  had  been 
faced  with  the  problem  of  a young  woman  who 
had  gained  so  much  weight  that  she  had  outgrown 
her  skirt(s).  In  that  economically  less  affluent 
period,  the  usual  treatment  would  have  been  the 
interposition  of  one  or  two  widening  pieces  or 
“gussets”  to  increase  the  caliber  of  the  skirt  (Fig. 
5).  We  do  not  yet  live  in  a biologically  affluent 
world. 

May  we  not  conceive  of  the  stenotic  mitral 
valve  either  as  one  which,  due  to  congenital  or  to 
rheumatic  disease  occurring  in  childhood,  is  now 
actually  too  “small”  for  the  patient  in  an  overall 
sense,  or  that  it  has  become  so  “pursestringed. ” 
thickened,  or  unyielding,  at  least  at  the  free  mar- 
gin, that  it  does  not  provide  a normal-sized  pas- 
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FIGURE  4.  Anatomically  accurate  depiction  of  struc- 
ture of  mitral  valve  according  to  Zimmerman.88  Note 
that  valve  membrane  itself  is  continuous  ribbon  without 
anatomically  discrete  cusps.  One  may  readily  conceive 
of  mitral  valve  as  "skirt-like " or  "girdle-like"structure.88 


sageway  for  blood  flow? 

Is  not  the  elevated  mean  transmitral  pressure 
gradient  really  indicative  of  a valve  “skirt”  of  too 
small  a “caliber”? 

Actually  the  mitral  valve  is  more  of  a girdle-like 
than  a skirt-like  structure  having  garter-like  sus- 
pending strings  attached  to  its  “hemline”  (Fig.  4). 
Any  effort  simply  to  insert  widening  gussets  ob- 
viously would  result  in  a flail  valve  with  respect  to 
these  areas  of  elongation  of  the  margin,  with  con- 
sequent incompetence. 


However,  we  have  long  since  been  able  to  resus- 
pend the  margin  of  a mitral  valve  flail  due  to 
chordal  rupture  (Fig.  2).  So  why  should  we  not 
be  able  to  interpose  a widening  gusset  of  fascia 
lata  into  the  valve  circumference  with  an  integral- 
ly incorporated  subvalvular  suspending  extension? 

Reflection  as  to  the  best  site  or  sites  along  the 
valve  circumference,  into  which  such  a widening 
element  might  be  interposed,  led  us  to  the  conclu- 
sion that  the  “commissural”  or  “junctional”  areas 
would  be  preferable.  Harken  et  al.89  have  empha- 
sized the  frequency  of  the  occurrence  of  accessory 
or  commissural  cusps  in  these  very  areas,  even 
suggesting  that  the  mitral  valve  is  naturally  “qua- 
dricuspid”  in  structure  (Fig.  6).  Brock90  has 
demonstrated  that  flow  through  the  open  mitral- 
valve  passageway  is  significantly  impeded  through 
the  “polar”  regions  because  of  the  presence  of  the 
underlying  papillary  muscles  with  their  attached 
radiating  chordae  tendineae  (Fig.  7). 

This  led  to  the  thought  that  the  carnified  and 
shrunken  valvular  commissural  tissues  could  be 
sacrificed  with  impunity  as  long  as  they  were  im- 
mediately replaced  with  transventricularly  sus- 
pended commissural  cusps  of  fascia  lata  of  signifi- 
cantly greater  width. 

Case  reports 

Case  1.  On  January  10,  1972,  while  re-operating  on 
a thirty-nine-year-old-white  female  with  recurrent  mi- 
tral stenosis,  the  eccentrically  displaced  and  suspended 
diminutive  valve  orifice  was  opened  anatomically  by 
the  technique  described  as  “neostrophingic”  mobiliza- 
tion.91'94 Unhappily,  the  friable  calcified  margin  of 
the  poorly  suspended  right  pole  of  the  mobilized  valve 


FIGURE  5.  Diagrammatic  demonstration  of  old-fash- 
ioned but  effective  method  of  increasing  caliber  of  too 
narrow  skirt.  Of  course,  such  widening  technique 
would  not  be  directly  applicable  in  case  of  narrowed 
mitral  valve  since  marginal  support  of  hemline  would  be 
needed  to  preclude  causation  of  flail  type  of  valvular  in- 
competence; (a)  normal  fitting  skirt,  (b)  tightness  of 
same  skirt  due  to  obesity,  (c)  division  of  skirt,  probably 
laterally  and  symmetrically,  and  (d)  dressmaker  recon- 
struction by  interposition  of  widening  strips  of  material. 


November  1 5,  1 973  / New  York  State  Journal  of  Medicine  2681 


FIGURE  6.  Normal  mitral  valve,  (a)  Fully  open,  and 
(b)  closed.  Note  normal  line  of  valve  closure  at  atrial 
aspect  not  crescent  as  generally  believed  but  H-shaped 
line  Infolding  of  continuous  valve  membrane  at  two 
poles  gives  it  "quadricuspid"  appearance.  Harken89 
designated  these  inward  bulges  of  commissural  por- 
tions of  valve  ribbon  as  ' commissural  cusps." 


became  fragmented  leaving  a deficit  of  valve  substance 
after  the  loosely  attached,  or  actually  detached,  calcific 
particles  had  been  “picked  out”  (Fig.  8). 

It  was  obvious  that  the  resulting  valve  structure 
would  be  grossly  incompetent.  However,  rather  than 
immediately  replace  the  entire  structure  with  a pros- 
thetic device,  it  was  thought  worthwhile  to  try  implan- 
tation of  the  already  preconceived  commissural  cusp. 
After  all,  if  the  resultant  functioning  reconstructed 
valve  were  to  prove  incompetent  or  stenotic  on  digital 
examination  within  the  beating  heart,  it  could  then  be 
replaced  at  once. 

Accordingly,  the  entire  right  quarter  or  third  of  the 
valve  ribbon  was  excised,  creating  a sizable  deficit 
(Fig.  9 A and  B).  The  entire  flattened  tendon  of  the 
tensor  fascia  lata  muscle  was  removed  from  the  left 
thigh  and  was  trimmed  into  the  form  of  a large  ta- 
pering isosceles  triangle  with  a truncated  apex,  the 
base  consisting  of  the  widest  cross  section  of  the  re- 
moved segment  of  fascia  lata  (Fig.  9C). 

After  orienting  the  fascial  triangle  so  that  its 
“smoother”  side  would  face  toward  the  atrium,  its  base 
was  progressively  suture  attached  to  the  excision  mar- 
gin of  the  valve  remnant.  To  our  surprise,  the  line  of 
valve  excision  proved  to  be  almost  exactly  the  correct 
length  for  the  entire  8-cm.  long  sutured  base  of  the  fas- 
cial triangle  (Fig.  9D)! 

The  tapering  end  of  the  fascial  strip  was  drawn 
through  the  left  ventricular  wall  in  close  proximity  to 
the  origin  of  the  papillary  muscle.  We  now  believe 
that  the  selected  site  of  transventricular  suspension 
should  be  made  closer  to  the  cardiac  apex  (Fig.  2). 
After  repairing  the  atrium  and  reestablishing  sponta- 
neous cardiac  contractions  and  reduction  in  the  rate  of 
extracorporeal  pumping,  a finger  was  introduced  into 
the  left  atrial  chamber  to  assess  the  function  of  the 
newly  reconstructed  valve. 


FIGURE  7.  Appearance  from  above  fully  opened  mi- 
tral valve.  Brock90  has  pointed  out  that  underlying  pa- 
pillary muscles  with  radiating  "crowns"  of  chordae  ten- 
dineae  significantly  interfere  with  transvalvular  passage 
of  circulating  blood.  He  postulates  that  with  normal 
rapid  cardiac  output,  nearly  all  flowing  blood  will  pass 
through  central  orifice  of  valve,  and  particularly  be- 
tween two  heavy  direct  lines  of  tendinous  support  of 
septal  valve  "leaflet"  to  enter  outflow  tract.  Presum- 
ably, interposition  of  transventricularly  suspended  com- 
missural cusps  at  either  valve  pole  would  interfere  very 
little  with  transvalvular  blood  flow. 


It  was  noted  that  each  ventricular  contraction  caused 
blood  to  “catch”  in  the  fascial  cusp,  as  wind  catches  in 
a spinnaker  sail,  and  tended  to  draw  or  pull  the  extra- 
cardiac portion  of  the  fascial  “tail”  back  into  the  heart. 
Simultaneously,  it  tended  to  “bulge”  or  displace  the 
upper  portion  of  the  commissural  cusp  into  the  cavity 
of  the  atrium.  These  effects  were  readily  combated  by 
making  traction  on  the  suture-attached  extracardiac 
tail  of  the  graft.  A degree  of  graft  tension  was  selected 
at  which  the  constructed  valve  was  fully  competent, 
and  this  state  was  rendered  permanent  by  incorporat- 
ing that  portion  of  the  fascia  which  penetrated  the  ven- 
tricular wall  securely  within  the  suture  repair  of  the 
ventriculotomy  (Fig.  10). 

Atrial  and  ventricular  pressures  obtained  immediate- 
ly at  the  operating  table  indicated  a complete  abolition 
of  the  transmitral  gradient.  This  was  confirmed  a 
month  later  during  conventional  cardiac  catheteriza- 
tion (Fig.  11). 

The  state  of  chronic  atrial  fibrillation  which  had  per- 
sisted in  this  patient  for  more  than  six  years  subse- 
quently became  converted  spontaneously,  prior  to  the 
time  of  formal  cardiac  catheterization! 

During  the  following  months,  an  increasing 
number  of  patients  with  excessively  deformed  mi- 
tral valves  which  did  not  seem  to  lend  themselves 
favorably  to  more  conventional  techniques  of 
valve  reconstruction  have  been  submitted  to  par- 
tial excision  and  repair  by  implantation  of  such 
commissural  cusps. 

By  the  time  of  submission  of  this  article  for 
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FIGURE  8.  (a)  Preoperative  appearance  of  restored 

mitral  valve  of  Case  1 . Note  eccentrically  displaced 
valve  orifice  and  heavy  valvular  calcification  particularly 
involving  right  extremity  of  valve  slit,  (b)  Appearance 
of  mitral  valve  in  Case  1 following  "neostrophingic" 
mobilization  of  valve.  Note  poor  (nearly  absent)  chord- 
al support  in  right  polar  region  of  valve  and  coaptation 
deficits  created  by  fragmentation  and  removal  of  calci- 
fied margins  of  cut  valve. 

publication,  21  patients  with  extremely  advanced 
mitral-valve  disease  have  been  so  operated  on. 
Sixteen  of  these  patients  had  had  previous  oper- 
ative treatment  for  this  condition.  There  have 
been  15  survivors.  Of  the  13  among  them  who 
had  had  chronic  atrial  fibrillation  preoperatively, 
4 have  spontaneously  converted  to  sinus  rhythm 
during  the  postoperative  period. 

Cases  2 and  3.  Of  the  6 patients  who  have  been 
restudied  by  cardiac  catheterization,  abolition  of  the 
transmitral  gradient  has  been  confirmed  in  4 of  them. 
In  the  other  2,  Cases  2 and  3,  a significant  coexisting 
element  of  preoperative  mitral  insufficiency  had  neces- 
sitated a modification  of  the  technical  procedure  to 
permit  simultaneous  lengthening  of  the  shrunken  re- 
maining elements  of  the  valve  “lips.”  This  had  in- 
volved tailoring  of  the  fascial  graft  to  provide  leaflet 
widening  extensions  at  the  graft  base  (Figs.  12  and  13). 
It  is  now  realized  that  such  tailoring  has  the  effect  of 
significantly  reducing  the  overall  effective  width  of  the 
graft.  Hence,  the  caliber  of  the  valve  skirt  is  not  in- 
creased to  the  extent  that  it  would  have  been  if  such 
trimming  of  the  triangular  graft  had  not  been  carried 
out.  Hence,  not  all  impedance  to  transvalvular  flow  is 
abolished.  Presumably  the  simultaneous  introduction 
of  two  such  tailored  grafts  at  opposite  poles  of  the  valve 
would  tend  to  overcome  this  defect,  however. 

Actually,  two  commissural  cusps  were  introduced  in 
Cases  2 and  3.  One  of  them  (Case  3),  unhappily,  was  1 
of  the  2 patients  who  subsequently  developed  dissemi- 
nated intravascular  coagulopathy. 

Disseminated  intravascular  coagulopathy  ap- 
peared unprecedentedly  in  2 primarily  operated 
patients  in  this  series  (Cases  3 and  4),  both  even- 
tually resulting  in  death.  We  were  at  first  entire- 
ly at  a loss  to  explain  this  unheard-of  occurrence. 

It  now  appears  that,  having  mastered  the  rudi- 


FIGURE  9.  Steps  in  creation  and  implantation  of  com- 
missural cusp,  as  performed  in  Case  1 . (A)  Line  of 

excision  of  commissural  tissues  disposed  about  right 
pole  of  valve.  (B)  Excision  of  tissues  creating  great  val- 
vular deficit.  (C)  Tailoring  of  large  segment  of  freshly 
removed  autologous  fascia  lata  to  create  elongated 
isosceles  triangle,  base  of  which  represents  full  cross 
section  of  graft.  (D)  After  suturing  fascial  base  to  cut 
margin  left  after  valvular  excision,  tail  of  triangle  is 
transventricularly  suspended  (Fig.  2). 

ments  of  the  technology  of  creation  and  introduc- 
tion of  a commissural  cusp,  the  authors  had  begun 
to  conceive  of  possible  favorable  technical  modifi- 
cations. One  of  the  modifications  considered  was 
related  to  the  “looseness”  or  “tightness”  of  the 
transventricular  suspension  of  the  commissural 
cusp. 

Since  the  level  of  valvular  competence  can  be 
determined  with  critical  accuracy  by  the  introduc- 
tion of  an  examining  finger  into  the  left  atrium  of 
the4  beating  heart,  it  can  readily  be  ascertained 
over  what  “range”  of  graft  tension  full  compe- 
tence is  obtained.  Commonly  there  is  a range  of  4 
to  6 cm.  of  extracardiac  extrusion  of  the  graft  tail 
from,  or  retraction  into,  the  left  ventricle  over 
which  range  full  valvular  competence  is  main- 
tained. Hence,  the  surgeon  has  the  option  of  sus- 
pending the  graft  at  either  the  greater  or  the  lesser 
of  these  tensions,  or  at  any  intermediate  tension, 
by  selection  of  the  site  of  final  fixation  of  the  graft 
by  incorporation  with  the  ventriculotomy  repara- 
tive sutures.  In  the  earlier  cases  of  this  series, 
and  in  all  patients  in  whom  mitral  valve  flail  due 
to  chordal  rupture  had  been  previously  resuspend- 
ed with  fascial  supports,  we  had  tended  to  attach 
the  portion  of  the  graft  emerging  from  the  ventri- 
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FIGURE  10.  After  restoration  of  spontaneous  cardiac 
contractions,  operator  by  inserting  index  finger  into  re- 
paired left  atrium  can  evaluate  degree  of  competence  of 
reconstructed  valve.  With  it  he  can  note  effect  of  vary- 
ing degrees  of  tension  applied  to  extracardiac  portion  of 
graft.  Too  little  tension  on  suspending  tail  of  fascia 
lata  permits  displacement  of  graft  into  left  atrium  with 
resultant  valvular  incompetence  (left),  and  too  much 
tension  on  tail  of  graft  prevents  systolic  coaptation  with 
remaining  natural  valve  margin  (right).  Hence,  recon- 
structed valve  will  be  incompetent.  Intermediate  de- 
grees of  tension  provide  full  valvular  competence. 


culotomy  at  maximal  or  near-maximal  effective 
tension. 

Now,  thinking  that  the  length  of  the  suspension 
of  the  commissural  cusp  might  eventually  tend  to 
become  reduced  in  length  due  to  the  predictable 
shrinkage  of  all  free  grafts  in  eighteen  to  twenty- 
four  months,  we  had  come  to  believe  that  we 
should  rather  suspend  the  created  fascial  cusp  at 
the  least  tension  consistent  with  full  valvular 
competence,  thus  permitting  the  graft  to  be  rela- 
tively redundant  initially.  Then  the  anticipated 
subsequent  shrinkage  presumably  would  return  it 
nearly  to  the  ideal  size  and  tension. 

Mechanically  it  seems  that  we  were  on  a sound 
enough  basis,  since  neither  of  the  2 unfortunate 
patients,  Cases  2 and  3,  ever  manifested  a systolic 
murmur  nor  showed  other  evidence  of  valvular 
insufficiency. 

Case  3.  One  of  the  2 unfortunate  patients,  a forty- 
seven-year-old-white  male,  developed  a platelet  count 
of  the  order  of  35,000  per  cubic  millimeter  and  suf- 
fered, over  a period  of  six  weeks,  six  massive  hemor- 
rhages from  the  gastrointestinal  tract,  finally  expiring 
following  emergency  gastrectomy.  Autopsy  revealed 
an  excessively  redundant  graft  but  no  gross  lesion  in 
the  gastrointestinal  tract  (Fig.  14). 

Case  4.  The  other  patient,  a forty-nine-year-old- 
white  female,  developed  an  even  more  severe  form  of 
disseminated  intravascular  coagulopathy  with  platelet 
counts  averaging  about  7,000  per  cubic  millimeter  (Fig. 
15).  This  condition  proved  to  be  unresponsive  to 
platelet  transfusions,  to  heparin  therapy,  and  to  repeti- 
tive fresh  whole-blood  transfusion.  Death  occurred 
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FIGURE  11  Hemodynamic  findings  in  Case  1.  Phys- 
iologic status  prior  to  first  valvular  surgery.  Note  high 
transvalvular  diastolic  resting  gradient  reflecting  severe 
impedance  to  transmitral  blood  flow  (Apr.  12,  1967) 
Physiologic  status  prior  to  second  valve  operation  for 
recurrent  mitral  stenosis  (Oct.  29,  1971).  Physiologic 
status  one  month  after  valvular  reconstruction  with 
commissural  cusp.  Note  absence  of  any  gradient  (Feb 
7,  1972). 

due  to  hemorrhagic  syndrome  on  the  twenty-ninth  day. 
Autopsy  was  not  permitted. 

These  two  shocking  experiences  led  us  to  recall 
2 patients  for  hemodynamic  re-examination  who 
respect  ively  five  and  a half  and  six  years  previous- 
ly had  been  submitted  to  fascial  resuspension  of 
portions  of  the  mitral  valve  which  had  become 
flail  due  to  chordal  rupture.  At  check-up,  neither 
of  them  showed  any  evidence  of  residual  mitral  in- 
competence on  ventriculography.  Thus,  it  was 
made  manifest  to  us  that  if  significant  shrinkage 
of  the  suspending  fascial  graft  does  take  place  in 
the  line  of  its  longitudinal  fibers,  line  of  the  tail, 
there  must  be  effective  compensating  mecha- 
nisms. 

In  any  event,  it  now  became  clear  enough  that 
these  grafts  could  be  suspended  at  the  maximal 
degree  of  effective  tension  without  any  reason  to 
fear  eventual  degradation  of  the  initially  achieved 
high  level  of  valvular  competence.  It  was  felt 
that  the  unexpected  onset  of  disseminated  intra- 
vascular coagulopathy  must  be,  in  some  way,  re- 
lated to  the  looseness  with  which  the  commissural 
cusps  had  been  suspended  in  these  2 unfortunate 
individuals.  Whether  this  unprecedented  devel- 
opment should  be  ascribed  to  excessive  trauma 
imparted  to  the  blood  elements  due  to  a necessar- 
ily more  violent  function  of  the  distinctly  redun- 
dant commissural  cusp  or  whether  damage  to  the 
graft  tissue  itself  is  somehow  responsible,  perhaps 
with  the  elaboration  of  toxic  products  which  then 
could  seep  into  the  blood  stream,  is  not  yet  cer- 
tain. 

Suffice  it  to  say  that  we  have  since  returned  to 
a tighter  suspension  of  the  commissural  cusp  and 
have  encountered  no  further  evidence  of  such 
disseminated  intravascular  coagulopathy  despite 
an  increased  awareness  of  its  possibility. 
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FIGURE  12.  Persistence  of  postoperative  transmitral 
resting  gradient  in  Case  2 who  was  operated  on  for 
combined  mitral  insufficiency  and  restenosis  on  Apr. 
27,  1972.  This  is  indicative  of  residual  element  of  un- 
relieved mitral  stenosis. 


Comment 

Whether  or  not  two  commissural  cusps  should 
be  introduced  in  every  case  is  not  at  all  certain. 
Since  stiffening  or  refusion  of  the  lips  of  the  op- 
posite mobilized  pole  of  the  valve  might  well  de- 
velop in  the  course  of  time,  it  would  be  theoreti- 
cally desirable.  Undoubtedly,  however,  such  a 
planned  program  would  result  in  significant  pro- 
longation of  the  operative  procedure.  At  the 
present  time,  we  are  inclined  to  introduce  two 
commissural  cusps  only  when  the  residual  valve 
lips  require  lengthening  of  their  margin-to-base 
dimension.  The  necessary  basal  tailoring  of  the 
graft  then  results  in  a considerable  reduction  in 
the  overall  width  of  the  inserted  commissural  cusp 
and,  hence,  less  enlargement  of  the  valve  caliber. 
This  can  be  combated  by  the  introduction  of  two 
such  cusps  in  patients  with  coexistent  insufficien- 
cy. 

Although  eventual  shrinkage  of  the  effective 
width  of  the  graft  is  to  be  anticipated  after  eigh- 
teen to  twenty-four  months,  presumably  by  an  in- 
crement of  30  per  cent,  the  redundancy  of  the  ini- 
tial width,  depicted  in  Figure  9D,  of  the  graft 
along  the  line  of  coaptation  with  the  rest  of  the 
valve  margin  suggests  that  this  degree  of  shrink- 
age would  not  tend  to  vitiate  the  high  level  of  the 
originally  achieved  valvular  competence. 

Spontaneous  conversion  from  a state  of  long- 
maintained  atrial  fibrillation  in  more  than  25  per 
cent  of  the  survivors,  an  unheard  of  thing  with  all 
other  types  of  mitral-valve  surgery,  would  seem  to 
support  our  view  that  the  onset  of  this  arrhythmia 
is  related  to  the  occurrence  and  persistence  of  an 
elevated  transmitral  flow  gradient.  Presumably, 
the  complete  abolition  of  such  a gradient  which 
can  be  achieved  by  this  procedure  favors  resump- 
tion of  the  normal  pattern  of  electrical  excitation 
of  the  heart. 


FIGURE  13.  Steps  in  interposition  of  a specially  "tai- 
lored" commissural  cusp  in  Case  2.  (A)  Line  of  exci- 

sion of  shrunken  and  retracted  pathologic  valve  tissue. 
(B)  Valve  tissue  excised.  (C)  Tailoring  of  fascial  graft 
so  that  two  basal  extensions  are  provided  for  purpose 
of  lengthening  apicobasal  dimension  of  two  remaining 
portions  of  shrunken  natural  valve  cusps.  Note  that 
commissural  cusp  so  tailored  is  much  narrower  than 
simple  triangular  graft  usually  used  for  this  purpose. 
Hence,  it  does  not  enlarge  caliber  of  reconstructed 
valve  as  much  as  does  simple  triangle.  (D)  Recon- 
structed valve,  atrial  aspect. 


Summary 

Twenty-one  patients  with  unusually  advanced 
mitral-valve  disease  have  been  submitted  to  a new 
type  of  reconstructive  operation  in  which  the  cali- 
ber of  the  narrowed  valve  skirt  has  been  signifi- 
cantly widened  by  the  interposition  of  a commis- 
sural cusp  of  freshly  obtained  autogenous  fascia 
lata. 

Complete  abolition  of  the  mean  transmitral 
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FIGURE  14.  Postoperative  hematologic  findings  in 
Case  3 who  finally  died  from  disseminated  intravascular 
coagulopathy. 
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FIGURE  15.  Postoperative  hematologic  findings  in 
Case  4 who  also  developed,  and  died  from,  disseminat- 
ed intravascular  coagulopathy. 
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pressure  gradient  has  been  accomplished  in  an 
unprecedentedly  high  percentage  of  these  pa- 
tients. Presumably  as  a result  of  the  observed 
marked  reduction  in  the  transvalvular  gradient, 
more  than  25  per  cent  of  the  survivors  have  un- 
dergone spontaneous  conversion  from  a state  of 
atrial  fibrillation  to  that  of  sinus  rhythm. 

There  were  6 hospital  deaths  in  this  series. 
Four  of  them  were  caused  by  factors  which  could 
be  anticipated,  such  as  respiratory  insufficiency, 
postoperative  bleeding,  myocardial  failure,  and 
ventricular  arrhythmia;  but  2 were  due  to  an  en- 
tirely new  development  in  our  operative  experi- 
ence, the  onset  of  a state  of  acute  disseminated 
intravascular  coagulopathy!  We  now  believe  this 
to  have  been  related  to  an  unusually  loose  suspen- 
sion of  the  fascial  graft,  an  element  of  surgical 
technique  which  we  now  feel  to  be  unnecessary. 

There  has  been  no  episode  of  thromboembolism 
despite  omission  of  anticoagulant  therapy. 

All  of  the  usual  parameters  of  hemodynamic 
measurement  point  toward  a level  of  functional 
benefit  which  has  not  been  approached  by  more 
conventional  operative  methods. 
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Discussion 

Robert  Frater,  M.D.,  The  Bronx,  New  York.  I 
would  like  once  again  to  express  my  admiration 
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for  Dr.  Bailey’s  presentations  over  the  years.  I 
tried  my  hand  sometime  ago  at  tissue  repairs  of 
prosthetic  valves  for  many  of  the  same  reasons 
that  Dr.  Bailey  has  used  them.  But  I must  say 
that  I have  lost  faith  in  tissue  valves.  I have  one 
slide,  though,  which  confirms  Dr.  Bailey’s  descrip- 
tion of  the  anatomy.  It  is  an  old  one;  it  is  about 
twelve  years  old  now.  Below  the  aortic  valve  is 
seen  the  anterior  cusp  of  the  mitral  valve.  There 
is  that  strange  little  ridge  below  the  aortic  valve 
which  is  essentially  the  part  where  the  mitral  an- 
terior cusp  hinges.  And  a length  of  the  free  edge 
of  the  anterior  cusp  is  equal  to  the  combined 
lengths  of  the  posterior  cusp  and  the  commissural 
tissue  on  each  side.  Whether  you  call  this  a cusp 
or  tissue  or  sleeve  does  not  make  any  difference, 
but  there  always  is  a depth  of  tissue  there. 

The  way  in  which  you  describe  the  line  of  clo- 
sure really  does  not  matter  very  much,  but  a slide 
shows  the  anterior  cusp  making  contact  with  all  of 
the  commissural  tissue  on  both  sides  and  all  of  the 
posterior  cusp.  It  certainly  is  not  a straight  line. 
The  cusps  shown  in  another  slide  are  in  a pulse 
duplicator,  and  you  can  see  the  valve  open  with 
distinct  posterior  cusp,  anterior  cusp,  commissural 
tissue  on  each  side,  the  closed  valve  with  a semi- 
circular line  of  closure,  and  the  cusps  and  com- 
missural tissue  separately  identifiable  as  before. 
Providing  that  you  understand  this  concept  of 
the  anatomy,  you  can  certainly  deal  much  better 
with  plastic  repairs  of  the  mitral  valve.  But  there 
is  a hooker,  revealed  on  slides.  A piece  of  pericar- 
dium after  a month  or  two  looks  beautiful;  it  is 
still  pliable,  it  has  a little  bit  of  fibrin  on  it,  and  it 
is  perhaps  three  times  thicker  than  it  was,  but  it 
still  is  a good  piece  of  functional  valve  tissue. 
After  a year,  it  appears  shortened,  thickened, 
and  functionless.  My  experience  with  the  human 
cases  that  we  worked  with,  and  with  the  many 
different  varieties  of  reconstruction,  including,  in- 
cidentally, at  least  one  of  those  commissural  cusps 
that  Dr.  Bailey  described  today,  has  been  unhap- 
py. The  first  was  done  in  1962,  and,  in  the  ensu- 
ing eleven  years,  the  patients  have  all  ultimately 
expired  from  recurrent  disease  sometimes  due  to 
shortening,  sometimes  elongation,  and  sometimes 
myxoid  change  of  the  pericardium.  Now  you  may 
say  the  pericardium  is  not  a very  appropriate  sub- 
stance; perhaps  it  should  be  fascia  lata.  I have 
never  tried  fascia  lata,  because,  before  starting 
with  fascia  lata,  I did  try  homografts  in  animals. 
An  autograft  was  done,  and,  after  eighteen 
months  in  this  case,  was  not  bad  actually:  the 

cusps,  chordae,  and  papillary  muscles  were  still 
functional.  However,  another  graft  was  per- 
formed after  one  year,  a homograft  which  was  ste- 
roid treated  in  the  hope  of  altering  an  immune 
process  that  might  be  taking  place.  It  became 
shrunken,  thickened,  and  much  less  functional. 
There  are  some  homografts  that  did  much  better 
than  this,  and  some  that  did  worse,  with  or  with- 


out attempts  at  immune  therapy.  The  point  I am 
making  is  that  homografts  should  perhaps  be  the 
best  of  all  tissues  to  use  as  prosthetic  valve  mate- 
rial in  the  atrial  ventricular  valves,  and  they  have 
not  worked.  I did  try  some  in  human  beings  and 
again  they  all  ultimately  failed.  So,  I personally 
have  decided  that  we  do  not  have  any  biologic 
material  which  we  can  rely  on  indefinitely  to  con- 
tinue functioning  in  the  place  of  cusps  of  normal 
tissues,  and,  therefore,  we  are  no  better  off  in  the 
long-term  point  of  view  using  this  kind  of  repair 
as  compared  with  a prosthetic  valve. 

Dr.  Bailey:  As  Dr.  Hutchinson  said  about  Dr. 
Neuhoff’s  great  work,  so  have  I been  very  inter- 
ested in  reading  and  am  very  familiar  with  Dr. 
Frater’s  fine  work.  I used  pericardium  initially, 
and  I used  vascular  and  atrial  wall  grafts.  But  Fi- 
nally because  of  Senning’s  recommendations,  we 
swung  over  to  fascia  lata.  We  have  come  to  be- 
lieve that  this  is  the  best  of  the  generally  available 
tissues.  It  is  much  stronger  than  pericardium  and 
has  a great  ability  to  weld  itself  fast  to  other 
tissues.  Pericardium,  if  you  use  an  interrupted 
technique,  will  become  separated  from  the  natural 
valve  remnant  between  each  pair  of  stitches. 
There  will  be  a little  gap  between  each  one.  You 
have  to  use  running  suture  technique,  or  it  will 
not  bond  securely.  I think  that  pericardium  is 
like  peritoneum  and  pleura.  It  has  the  ability  to 
lyse  its  own  adhesions  over  a period  of  time,  or 
something  of  that  sort.  Of  course,  Senning  has 
now  had  twelve  years  of  experience  with  fascia 
lata.  Until  last  June  in  London  I have  never 
heard  him  say  anything  but  that  every  one  of 
them  was  standing  up.  In  June  of  1972,  at  the 
Heart  Institute  in  London,  he  was  a little  shaky. 
Some  of  his  pathologists  had  shown  him  some 
material  that  was  discouraging.  At  that  time 
Donald  Ross  also  was  very  discouraged  with  fascia 
lata  put  on  stents,  especially  for  construction  of 
the  aortic  valve.  The  fascia  had  shown  thicken- 
ing and  change.  However,  since  then  the  rumor 
has  come  from  Britain  that  Donald  Ross  is  now 
quite  enthused  with  nonsupported  fascia  lata,  and 
he  is  beginning  to  believe  that  it  is  the  answer  to 
reconstruction  of  cardiac  valves. 

We  have  six  years  of  histologic  follow-up,  on  au- 
topsy or  secondary  operation  material,  and  our 
pathologist,  Don  Hellerman,  M.D.,  finds  a very 
encouraging  situation.  There  is  some  compaction 
of  the  collagen  and  of  the  nuclei,  of  which  there 
are  very  few  in  fascia  lata  to  begin  with.  He  has 
not  reported — and  I have  asked  him  this  on  many 
occasions  including  today — any  covering  pseudo 
endothelium  which  both  Ross  and  Senning  have 
reported.  This  is  on  a level  of  pathology  that  I 
will  never  reach,  so  I cannot  really  evaluate  their 
criteria.  However,  Dr.  Hellerman  is  quite 
pleased.  Grossly,  those  old  specimens,  those  old 
grafts,  are  still  flexible  and  look  and  feel  just 
about  as  they  did  when  we  put  them  in.  These 
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tissues  behave  quite  differently  from  any  of  the 
other  tissues  that  we  tried  for  this  purpose.  One 
of  the  problems  with  this  kind  of  research  is  that 
most  of  the  experimental  work  has  been  done  on 
dogs.  I can  tell  you  that  a dog  is  a very  poor  ani- 
mal for  this  work.  If  you  create  a ventriculotomy 
in  a dog,  it  will  become  calcified  within  a year. 
Have  you  ever  seen  that  in  a human  subject?  I 
have  not.  And  you  do  not  see  it  in  baboons  ei- 
ther. You  do  not  see  the  shrinkage  of  fascia  lata  in 
baboons  that  you  do  in  dogs,  and  certainly  we  have 
not  noticed  it  in  our  human  patients.  It  may  be 
that  time  will  prove  that  I am  wrong,  but  at  this 
moment  it  seems  to  me  to  indicate  that  it  is  quite 
a good  reparative  material. 

If  you  do  not  use  it  on  a stent  or  frame  where 
you  encounter  difficulty  from  trauma  from  the 
hard  frame,  probably,  if  you  have  any  significant 
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When  we  first  thought  of  the  idea  of  making  a 
movie  of  the  technique  for  the  drainage  of  an 
acute  lung  abscess,  it  did  not  occur  to  us  that  we 
would  end  up  with  footage  showing  some  of  the 
technical  pitfalls  that  the  surgeon  may  encounter. 
We  have  shown  this  movie  to  our  resident  and  at- 
tending staffs  for  its  teaching  value.  Perhaps  the 
movie  will  re-emphasize  technical  aspects  used  by 
surgeons  of  the  pre-antibiotic  era  who  were  fre- 
quently called  on  to  drain  acute  putrid  lung  ab- 
scesses. I am  sure  that  there  are  younger  thoracic 
surgeons  here  who  never  drained  an  acute  putrid 
lung  abscess. 

At  the  Harlem  Hospital  Center,  necrotizing 
pneumonias  and  acute  lung  abscesses  are  often 
seen.  The  majority  of  these  respond  to  intensive 
and  long-term  antibiotic  therapy.  Bronchoscopy 
is  usually  performed  at  some  time  during  the  pa- 
tients’ hospital  stay  to  exclude  basic  underlying 
obstructive  disorders  such  as  a foreign  body  or 


shrinkage,  you  have  a defective  valve  within  two 
years.  Fascia  lata  has  to  be  put  on  the  frame  or 
stent  at  about  the  right  size,  and  there  is  no  al- 
lowance for  shrinkage.  Whereas  if  you  implant  a 
fascial  valve  without  a frame,  even  if  you  put  it  in 
fairly  snugly,  you  will  have  a fairly  redundant 
graft.  The  tissue  ought  to  be  able  to  shrink  a bit, 
maybe  not  30  per  cent.  From  our  experience  with 
2 patients  who  are  now  six  years  postoperative  fol- 
lowing suspension  of  a flail  valve  margin,  we  are 
sure  that  such  grafts  remain  effective  for  at  least 
six  years.  There  is  absolutely  no  mitral  incompe- 
tence. Of  course  we  cannot  sacrifice  them  to 
study  the  valves.  At  any  rate,  I thought  I ought 
to  bring  this  to  the  attention  of  the  Society. 

The  following  report  will  be  given  in  its  entire- 
ty. 


tumor.  In  some  patients,  bronchoscopy  is  per- 
formed as  a therapeutic  procedure  hoping  to  assist 
in  the  establishment  of  improved  endobronchial 
drainage. 

The  indications  for  the  surgical  drainage  of 
acute  putrid  lung  abscesses  may  be  reviewed 
briefly  and  listed  as  follows: 

1.  Failure  to  respond  to  appropriate  and  vigorous 
antibiotic  therapy. 

2.  The  persistence  of  an  air-fluid  level  in  the  ab- 
scess cavity  after  seven  to  ten  days  of  medical  thera- 
py- 

3.  A septic  patient  with  an  abscess  cavity  and 
minimal  sputum  production. 

4.  A debilitated  patient  with  poor  cough  reflex. 

5.  Hemoptysis  of  moderate  magnitude  when  asso- 
ciated with  an  acute  abscess. 

Using  these  criteria,  we  perform  approximately 
four  lung-abscess  drainage  procedures  annually. 
There  are  a number  of  operative  or  technical  pit- 
falls  that  can  be  encountered  in  these  very  sick 
patients.  Some  of  these  are: 

1.  Aspiration  or  spill  of  putrid-abscess  contents 
into  the  tracheobronchial  tree.  In  general,  this  com- 
plication can  be  avoided  by  performing  the  operation 
under  local  anesthesia  and  by  aspirating  the  abscess 
contents  immediately  following  incision  into  it. 

2.  Improper  localization  of  the  abscess  in  relation 
to  the  chest  wall.  It  is  extremely  important  to  count 
the  ribs  accurately  and  to  project  three  dimensional- 
ly, the  point  along  the  rib  where  there  is  most  likely 
to  be  pleural  reaction.  Rabin*  and  others  have  em- 
phasized the  technique  of  using  x-ray  film  localiza- 
tion assisted  by  the  injection  of  a radiopaque  con- 
trast medium  (Lipiodol)  and  methylene  blue  into  the 
chest  wall  over  the  area  of  the  proposed  drainage 
site. 

* Rabin,  C.  B.:  Precise  localization  of  pulmonary  abscess; 
the  “spot"  method,  J.  Thorac.  Surg.  10;  662  ( 1941). 
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3.  Failure  to  recognize  pleural  adherence  or  sym- 
physis between  visceral  and  parietal  pleura.  If 
nonadherent  pleura  is  incised,  a pneumothorax  is 
produced,  and  the  underlying  lung  falls  away  from 
the  chest  wall.  If  one  stops  at  this  point  and  evac- 
uates the  pneumothorax  with  a chest  tube  and  packs 
the  wound,  no  great  harm  is  done.  A later  second- 
stage  drainage  procedure  can  then  be  performed. 

4.  The  creation  of  a bronchopleural  communica- 
tion by  the  needling  of  an  abscess  through  nonadher- 
ent pleura.  We  feel  that  a needle  should  be  passed 
into  a lung  abscess  only  under  direct  vision  and  after 
pleural  symphysis  has  been  proved. 

5.  The  production  of  hemorrhage  by  the  breaking 
down  of  loculations  within  the  abscess  cavity.  In 
contrast  to  abscesses  in  other  locations  in  the  body, 
lung  abscesses  frequently  have  pulmonary  artery 
branches  forming  septae.  Their  lysis  may  result  in 
profound  bleeding. 

There  are  certainly  other  pitfalls,  but  these  are 
probably  the  most  outstanding. 

Movie 

Let  us  call  the  major  actor  and  star  of  this 
movie  Dr.  X.  The  chest  x-ray  film  reveals  a large 
abscess  cavity  in  the  superior  segment  of  the  right 
lower  lobe.  Dr.  X has  decided  to  approach  this 
patient’s  abscess  under  local  anesthesia  with  the 
patient  in  the  sitting  position.  He  has  counted 
the  rib  to  be  resected  and  marked  the  skin,  but 
when  the  drapes  are  placed,  the  skin  position 
changes.  A transverse  incision  is  made  parallel- 
ing the  intended  rib.  A subperiosteal  resection  of 
the  rib  is  performed.  Note  that  the  underlying 
periosteum  and  pleura  are  thin  and  move  in  and 
out  with  respiration.  Dr.  X now  makes  a small 
incision  through  the  bed  of  the  resected  rib  and 
notes  that  the  pleura  falls  away.  He  then  closes 
this  opening,  packs  the  wound  with  iodoform 
gauze,  and  places  an  intercostal  chest-drainage 
tube. 

We  next  see  Dr.  X returning  one  week  later  to 
complete  his  drainage  procedure.  Note  in  the 
chest  x-ray  film  that  the  rib  previously  resected 
was  one  or  two  ribs  too  low,  and  there  has  been 
perhaps  some  improvement  in  the  appearance  of 
the  lung  abscess.  After  the  pack  is  removed,  note 
the  reaction  in  the  depth  of  the  wound.  Dr.  X 
decides  to  remove  a higher  rib  and  does  so.  Even 
at  this  time,  the  pleural  reaction  is  minimal.  He 
repacks  the  wound  to  return  at  a later  date  to 
complete  the  drainage. 

This  portion  of  the  movie  footage  has  demon- 
strated the  importance  of  very  accurate  counting 
and  localization  of  the  abscess  in  relation  to  the 
chest  wall.  It  also  has  shown  the  appearance  of 
the  rib  bed  in  an  area  that  is  not  immediately  ad- 
jacent to  the  lung  abscess. 

In  another  patient,  the  movie  demonstrates 
what  we  consider  to  be  the  proper  way  to  drain  a 
lung  abscess.  The  chest  x-ray  film  shows  a large 


lung  abscess  with  an  air-fluid  level  in  the  posterior 
basilar  segment  of  the  left  lower  lobe.  The  pa- 
tient is  acutely  ill,  febrile,  and  septicemic.  He  is 
positioned  in  the  right  lateral  decubitus  position. 
A local  anesthetic  is  infiltrated  into  the  chest  wall 
after  very  careful  counting  of  the  ribs,  and  an  inci- 
sion is  made  parallel  to  the  desired  rib.  The  rib  is 
resected  subperiosteally.  The  movie  shows  the 
rigid  posterior  area  and  how  the  anterior  perioste- 
um moves.  Dr.  X now  is  proving  to  himself  that 
the  parietal  and  visceral  pleura  are  adherent  by 
carefully  incising  the  thickened  pleura.  After 
having  proved  adherence,  he  now  places  a needle 
into  the  underlying  lung  to  locate  the  abscess. 
Using  a knife,  an  incision  is  made  in  the  direc- 
tion of  the  previously  located  abscess.  As  soon  as 
the  abscess  is  entered,  it  is  rapidly  suctioned  out. 
Note  that  at  the  time  of  entry  into  the  abscess, 
the  patient  is  coughing  up  purulent  material. 
After  having  evacuated  the  abscess  cavity,  it  is 
loosely  packed  with  plain  gauze.  A soft  rubber 
tube  is  inserted.  The  tube  is  then  fastened  in 
place  and  a dressing  applied. 

Drainage  procedures  for  acute  putrid  lung  ab- 
scesses are  performed  uncommonly  in  this  era  of 
antibiotics.  I hope  that  describing  this  movie  has 
emphasized  some  of  the  pitfalls  as  well  as  the 
proper  way  to  drain  an  acute  abscess. 

Since  my  surgical  practice  and  the  experience 
were  all  acquired  after  the  advent  of  antibiotics,  I 
think  it  important  that  a more  senior  surgeon, 
such  as  Dr.  Wylie,  expand  on  some  of  my  com- 
ments based  on  his  experience  in  both  the  pre- 
and  postantibiotic  eras. 

Comment 

Dr.  Wylie:  It  seems  to  me  that  Dr.  Hutchin- 
son’s informative  film  and  discourse  is  timely 
since  putrid  lung  abscess  has  become  a rarity  from 
the  surgical  standpoint  in  this  day  of  antibiotics. 
Lung  abscesses  which  come  up  for  surgical  con- 
sideration are  huge  ones  of  the  superior  segment  of 
the  lower  lobe  or  the  posterior  segment  of  the 
upper  lobe  measuring  generally  10  cm.  or  more  in 
diameter  with  fluid  levels  as  evidence  of  poor 
drainage.  They  have  not  responded  to  an  ade- 
quate antibiotic  regimen  and  continue  to  have 
fever  and  toxicity.  The  majority  of  these  patients 
when  they  come  to  drainage  even  after  more  than 
a month  of  medical  regimen  will  contain  sizable 
sloughs  of  dead  lung  which,  I believe,  contribute 
to  their  lack  of  drainage  and  response  to  treat- 
ment. 

It  has  been  my  experience  in  dealing  with  these 
large  acute  putrid  abscesses  that  the  initial  treat- 
ment with  large  doses  of  penicillin  and  chloram- 
phenicol (Chloromycetin),  tapering  the  latter  drug 
to  a regular  dosage  after  three  to  four  days,  is  the 
most  effective  mix  of  antibiotics.  The  bacteriolo- 
gy of  these  anaerobic  infections  is  notoriously  not 
dependable,  and  chloramphenicol  is  excellent  cov- 
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erage  for  bacteroides  which  are  not  infrequently  a 
causative  agent. 

As  for  the  technique  of  drainage,  I wish  to  em- 
phasize the  point  that  the  lateral  position  on  a tilt 
table  with  head  end  elevated  is  particularly  im- 
portant in  the  lower-lobe  abscesses  with  large 
fluid  levels  and  that  drainage,  particularly  in 
these  cases,  should  be  done  under  local  anesthe- 
sia. 

There  is  one  additional  point  about  the  drain- 
age of  these  abscesses  done  in  two  stages;  after  re- 
moving the  segment  of  rib  overlying  the  abscess 
and  finding  that  pleural  symphysis  does  not  exist, 
strips  of  1-inch  washed  iodoform  gauze  are  folded 
in  the  periosteal  bed  between  the  ends  of  the  re- 
sected rib,  and  the  muscles  of  the  chest  wall  and 
skin  are  closed.  After  four  to  five  days  the  wound 
is  reopened,  the  folded  packing  between  the  ribs  is 
removed,  and  the  abscess  may  then  be  opened 
across  the  adherent  pleura. 

The  experiences  with  these  severe  putrid  infec- 
tions of  the  lung  have  dwindled  but  unfortunately 
not  disappeared  and,  therefore,  discussion  of  the 
problem  is  important  from  time  to  time. 

Discussion 

Dr.  Frater:  I had  a strange  feeling  of  deja  vue 
as  I listened  because  when  I was  a student  in 
Cape  Town,  lung  abscesses  were  common  and  in- 
deed we  did  treat  many  of  them,  following  Russel 
Brock’s  dictums,  by  this  kind  of  technique.  How- 
ever, by  the  time  I had  finished  being  a student, 
we  had  virtually  stopped  needing  surgical  treat- 
ment because  of  antibiotics.  In  the  years  since  I 
have  worked  in  many  depressed  areas  of  the 
world,  and  particularly  in  the  South  Bronx  and 
the  middle  Bronx,  and  it  is  very  very  rare  today  to 
need  to  drain  a lung  abscess  or  do  anything  surgi- 
cally for  it:  it  is  something  to  drag  everybody  in 

to  see  that  it  is  remotely  necessary!  I wonder  how 
many  cases  you  have  actually  had  to  treat  and 
what  sort.  Do  you  have  something  special  in 
Harlem? 

Stanley  C.  Fell,  M.D.,  The  Bronx,  New  York. 
I enjoyed  the  presentation;  the  film  strip  remind- 
ed me  of  the  motion  picture  Mash.  It  is  very  re- 
freshing to  see  a discussion  of  external  drainage  of 
lung  abscess  presented  at  a thoracic  surgery  meet- 
ing in  1973.  In  the  recent  past,  the  appropriate 
treatment  for  lung  abscess  refractory  to  medical 
therapy  was  considered  to  be  lobectomy.  In  con- 
trast to  the  experience  at  Harlem  Hospital,  at  the 
Montefiore  Hospital  and  Medical  Center  in  the 
past  three  years  we  have  encountered  a different 
type  of  patient  with  lung  abscess  requiring  surgi- 
cal therapy.  These  have  included  patients  who 
had  open-heart  surgery,  transplantation,  and 
those  on  steroids  for  collagen  disease.  These  pa- 
tients would  not  have  survived  pulmonary  resec- 
tion. In  our  series,  bronchoscopy  has  not  been  of 
any  value  in  establishing  drainage  of  a lung  ab- 


scess. It  has  been  of  value  in  diagnosing  a malig- 
nant lung  abscess. 

In  the  past  year,  Lari  Attai,  M.D.,  and  I have 
operated  on  3 patients  to  establish  external  drain- 
age of  pulmonary  abscess.  None  of  these  patients 
were  addicts. 

A severe  cardiac  patient  required  mitral  valve 
replacement  and  double  vein  bypass  grafts.  Post- 
operatively,  he  required  prolonged  ventilatory 
therapy.  He  subsequently  developed  a Klebsiella 
pneumoniae  of  the  right  upper  lobe.  A huge  ab- 
scess developed  which  did  not  respond  to  antibiot- 
ic therapy.  External  drainage  was  performed 
with  an  excellent  postoperative  result. 

I would  like  to  make  the  point  that  general  an- 
esthesia is  not  required  for  this  type  of  drainage. 
Local  anesthesia  is  perfectly  adequate.  In  the 
film  strip  presented,  one  rib  was  resected;  we  feel 
it  is  very  important  that  at  least  two  ribs  and  the 
intervening  intercostal  muscle  be  resected.  The 
abscess  cavity  must  be  drained  externally  for  a 
prolonged  period,  often  months,  and  there  has  to 
be  a site  for  insertion  of  a packing.  If  one  rib  is 
resected,  the  opening  will  close  before  the  abscess 
cavity  is  obliterated.  In  summary,  I think  that 
external  drainage  of  lung  abscess,  a basic  thoracic 
surgical  principle  of  past  decades,  has  been  ne- 
glected recently,  and  that  many  patients  who 
would  not  survive  pulmonary  resection  could  be 
rehabilitated  by  this  procedure. 

Dr.  Lambert:  I think  this  is  interesting  to  re- 
call the  importance  of  this  procedure  in  certain 
types  of  cases.  There  are  only  a couple  of  com- 
ments I would  like  to  make  in  line  with  what  the 
last  speaker  said.  I think  that  a vertical  incision 
is  important  because  you  can  take  out  two  or 
three  ribs  more  easily  than  a horizontal  incision. 
You  also  may  find  that  you  are  on  a free  pleura 
over  the  rib  below,  having  missed  the  space  where 
it  is  adherent  so  that  you  can  pack  that  and  go  to 
the  one  above.  Another  point  is  that  when  you 
open  the  lung  abscess  you  should  cut  out  a por- 
tion of  the  parietal  pleura  so  as  to  get  a good  win- 
dow and  establish  adequate  drainage.  It  is  also 
interesting  that  patients  (you  do  not  have  to  be  at 
Harlem  necessarily  to  have  a corner  on  the  drug 
addicts)  who  get  drunk,  or  have  been  under  the 
influence  of  opiates  to  a point  where  they  pass 
out,  or  an  epileptic,  may  have  vomited,  and  they 
come  to  the  hospital  with  a high  temperature. 
They  normally  are  admitted  on  the  medical  ser- 
vice for  diagnosis  with  pneumonia  and  are  fol- 
lowed for  five  days,  and  at  the  end  of  the  fifth 
day,  having  had  no  response  to  antibiotics,  one 
may  see  a breakdown  in  the  center  of  the  pneu- 
monic area  on  x-ray  film.  It  is  between  the  fifth 
and  the  tenth  day  that  the  abscess,  which  is  an 
indication  for  early  drainage,  may  rupture  into  the 
pleura.  The  abscess  sometimes  will  slough  out 
massively,  but  where  you  have  a fulminating  aspi- 
ration of  vomitus  into  the  bronchial  tree,  you  will 
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first  have  the  lung  break  down  in  small  areas  and 
finally  end  up  by  perforating  the  pleura  so  that  it 
is  important  in  the  surgical  approach  to  drain  be- 
fore this  occurs. 

Emil  A.  Naclerio,  M.D.,  New  York  City.  The 
essayists  are  to  be  congratulated  for  an  excellent 
presentation  relative  to  a disease  entity  which,  if 
not  managed  correctly,  will  often  lead  to  serious 
complications  and  death.  I rise  to  emphasize  the 
importance  of  three  indicated  measures:  (1)  di- 

agnostic bronchoscopy,  (2)  abscess  localization 
prior  to  operative  intervention,  and  (3)  the  need 
for  ascertaining  the  presence  or  absence  of  a firm 
pleural  symphysis  at  the  time  of  surgery.  Careful 
attention  to  these  measures  will  significantly  min- 
imize operative  morbidity  and  mortality  rates. 

1.  Preoperative  bronchoscopy  should  be  per- 
formed in  all  patients  to  rule  out  the  presence  of  a 
foreign  body,  a tumor,  or  inflammatory  bronchial 
stenosis.  I have  encountered  these  pathologic 
states  in  a number  of  patients. 

One  patient  with  cavitation  and  infection  about 
a blade  of  timothy  grass,  was  treated  by  external 
drainage.  The  abscess  persisted,  and  cure  re- 
sulted only  after  a bronchoscopy  was  done,  at 
which  time  the  timothy  grass  was  removed.  Two 
patients  with  huge  thin-walled  septic  abscesses 
were  spared  an  external  drainage  procedure  be- 
cause at  bronchoscopy,  in  each,  an  intrabronchial 
tumor  mass  was  encountered.  Both  patients  im- 
proved rapidly  following  pulmonary  resection. 

Bronchoscopy  allows  aspiration  of  secretions 
from  the  orifices  of  the  bronchi  leading  to  the  in- 
volved segments,  often  promoting  drainage  via  the 
tracheobronchial  tree,  of  importance  also  since 
culture  and  sensitivity  studies  on  the  sputum  ob- 
tained will  permit  the  institution  of  effective  anti- 
biotic therapy  much  earlier. 

2.  The  importance  of  an  accurate  preoperative 
radiologic  study  to  determine  the  precise  location 
of  the  abscess  cannot  be  overemphasized.  The 
more  conventional  means  include  the  placement 
of  radiopaque  objects  over  abscesses  or  injecting 
contrast  medium  in  the  direction  of  the  cavitary 
lesion.  This  study  not  only  will  frequently  avoid 
embarrassment  to  the  surgeon  at  the  time  of  oper- 
ation, but  will  also  significantly  diminish  the 
chances  of  entering  a free  pleural  space  and  caus- 
ing empyema. 

3.  Ascertainment  of  the  presence  or  absence  of 
a firm  pleural  symphysis  at  the  time  of  surgery  is 
of  utmost  importance  because  an  incision  into  a 
lung  abscess  with  a free  pleural  space  invariably 
gives  rise  to  bronchopleural  fistula,  pneumotho- 
rax, and  empyema.  These  complications  often 
prove  lethal  in  extremely  poor-risk  patients,  par- 
ticularly for  those  with  large  and  fulminant  acute 
abscesses. 

Gabriel  Seley,  M.D.,  New  York  City.  I had 
the  privilege  of  working  with  Harold  Neuhof, 
M.D.,  for  many  years,  and  I would  advise  every 


resident  in  this  room,  in  fact  every  thoracic  sur- 
geon under  the  age  of  forty,  to  go  back  and  read 
the  articles  by  Neuhof.  It  is  unbelievable  that  the 
masterful  work  that  he  did  has  been  forgotten  so 
soon.  I have  a feeling  that  my  friend  Dr.  Neuhof 
is  now  rolling  over  in  his  grave  because  what  we 
saw  in  this  movie  tonight  is  unbelievable.  Now, 
in  the  first  place,  there  is  no  reason  in  the  world 
why  you  cannot  localize  the  abscess  using  a sim- 
ple technique  of  injecting  a little  contrast  medium 
and  methylene  blue  under  the  fluoroscope  into  the 
space,  the  intercostal  space,  the  intercostal  muscle 
which  is  close  to  the  abscess,  and  then,  when  you 
cut  downward  you  will  find  the  methylene  blue. 
Then,  contrary  to  what  has  been  said,  if  you  are 
in  the  right  space,  you  aspirate.  There  is  no  rea- 
son not  to  aspirate,  and  if  you  find  that  you  are 
not  in  the  space,  you  go  to  the  right  space.  There 
is  no  point  in  packing  a wound  when  you  are  not 
in  the  right  place  because  you  will  not  form  adhe- 
sions between  the  visceral  and  parietal  pleura  by 
packing  in  there.  The  next  thing,  I am  actually 
shocked  to  hear  that  there  is  no  differentiation 
made  here  between  a putrid  and  a nonputrid  lung 
abscess.  The  third  thing  I would  like  to  mention 
is  that  if  these  patients  are  putrid  or  nonputrid, 
unless  they  have  an  impending  perforation  into 
the  pleura  or  actual  perforation  when  given  ade- 
quate antibiotic  therapy,  you  will  have  no  cases  to 
operate  on  or  very  few.  And  therefore,  I urge 
again  that  you  read  the  works  of  Neuhof  and  re- 
vise your  thinking  on  lung  abscess. 

Dr.  Bloomberg:  I think  we  should  not  over- 

look the  fact  that  this  talk  was  entitled  “Pitfalls 
in  the  Surgical  Drainage  of  Acute  Lung  Ab- 
scesses,” so  that  it  is  very  easy  for  anybody  to  get 
up  afterwards  and  discuss  what  properly  should 
be  done.  I think  all  of  the  comments  have  been 
very  well  taken,  including  Dr.  Hutchinson’s,  but 
that  the  actors  in  the  movie  were  superb  and  the 
director  was  terrible  is  something  that  we  cannot 
gainsay.  But  it  is  after  all — “pitfalls.  " I have 
found,  too,  that  when  I have  been  lucky  enough  fi- 
nally to  get  down  to  a lung  abscess  and  stick  a 
needle  into  it  and  find  pus,  I don’t  take  the  needle 
out.  I am  perfectly  willing  to  follow  the  needle 
down  with  a knife  or  a cautery,  and  it  is  a much 
better  procedure;  you  are  sure  you  are  going  to  be 
where  you  want  to  be. 

Dr.  Hutchinson:  We  greatly  appreciate  the 

comments  of  all  of  the  discussers.  I would  like  to 
emphasize  again  that  this  movie  was  assembled  as 
a teaching  tool  to  emphasize  some  of  the  "pit- 
falls”  a surgeon  can  encounter  when  draining  lung 
abscesses.  As  a teacher  of  thoracic  surgical  resi- 
dents, I have  discovered  that  I,  as  well  as  the  resi- 
dents, learn  and  remember  more  when  a case  does 
not  work  out  ideally.  I do  not  believe  that  too 
many  of  us  have  forgotten  the  articles  by  Dr.  Neu- 
hof and  others.  Since,  as  Dr.  Frater  has  empha- 
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sized,  the  occasions  on  which  surgeons  are  called 
on  to  drain  lung  abscesses  are  rare,  we  merely 
wish  to  re-emphasize  basic  principles. 

In  reference  to  the  frequency  of  surgical  drain- 
age procedures  at  Harlem  Hospital,  I can  only  say 
that  all  patients  with  pneumonias  and  putrid  ab- 
scesses are  admitted  to  the  medical  service  and 
receive  very  sophisticated  antibiotic  physiothera- 
py and  endoscopic  care.  We  externally  drain  only 
the  patients  who  are  considered  medical  failures. 

Catamenial 

Pneumothorax 

Observations  and  speculations 
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New  York  City 

From  the  Division  of  Cardiothoracic  Surgery,  Department  of 
Surgery,  Mount  Sinai  School  of  Medicine 

A forty-one-year-old-white  female  experienced 
at  least  25  recurrent  attacks  of  right-sided  sponta- 
neous pneumothorax  over  the  past  four  years, 
each  occurring  on  the  fourth  day  of  her  menstrual 
period.  An  endometrial  cyst  of  the  ovary  had 
been  removed  eight  years  previously. 

At  thoracotomy,  two  types  of  lesions  were 
found:  (1)  endometriosis  of  the  diaphragm  and 

parietal  pleura,  and  (2)  cribriform  fenestrations  of 
the  central  tendon  of  the  diaphragm.  No  pulmo- 
nary disease  was  found. 

Twenty  previous  cases  of  catamenial  pneumo- 
thorax have  been  reported,  many  showing  one,  or 
another,  or  both  of  these  mentioned  conditions. 

It  would  appear  that  the  origin  of  the  intratho- 
racic  air  requires  two  predisposing  conditions:  (1) 
retrograde  passage  of  air  through  the  genital  tract 
at  the  time  of  menstruation,  and  (2)  perforations 
of  the  diaphragm. 

The  first  of  these  is  closely  linked  with  a widely 
accepted  theory  of  endometriosis  or  “retrograde 
menstruation,”  while  the  second  has  been  ob- 
served in  other  instances  of  transdiaphragmatic 
migration  of  fluid  and  blood  as  well  as  air.  The 
combination  of  the  two  appears  to  be  the  mecha- 
nism of  this  remarkable  syndrome. 

Michael  Rohman,  M.D.,  Valhalla,  New  York. 
I want  to  thank  Dr.  Kirschner  for  inviting  me  to 

* By  invitation. 


Surgeons  usually  have  some  differences  of  opin- 
ion regarding  technique.  We  feel  very  strongly 
that  needles  should  not  be  passed  through  the 
pleura  and  into  an  abscess  cavity  before  one  has 
demonstrated  that  the  parietal  and  visceral  pleura 
are  adherent.  The  obvious  reason  for  this  is  that 
the  needle  hole  made  in  the  lung  may  communi- 
cate the  abscess  cavity  with  the  pleural  space, 
thus  predisposing  to  the  development  of  a bron- 
chopleural fistula  and  empyema. 

discuss  his  report.  Charles  Ripstein,  M.D.,  and  I 
at  the  Bronx  Municipal  Center  encountered  a pa- 
tient with  recurrent  hemorrhagic  fluid  in  the  right 
side  of  the  chest  requiring  repeated  thoracocentes- 
es for  large  amounts  of  fluid.  These  recurrences 
were  not  related  to  her  menstrual  cycle.  Because 
tomograms  showed  irregularity  of  the  inferior  bor- 
der of  the  diaphragm,  we  did  a diagnostic 
pneumoperitoneum  and  found  that  the  air  entered 
the  chest  producing  a 50  per  cent  pneumothorax. 
At  exploration  we  found  two  chocolate-colored 
cysts,  one  on  the  diaphragm  and  one  on  the  pari- 
etal pleura  at  the  level  of  the  fifth  rib  and  a num- 
ber of  yellowish  plaques  on  the  pleura  itself. 
These  two  cysts  were  about  1 or  2 cm.  in  diame- 
ter, and  they  were  proved  to  be  endometriosis. 
We  did  not  do  a parietal  pleurectomy.  We 
opened  the  diaphragm  and  looked  for  the  leaks 
that  Dr.  Kirschner  has  shown  us  and  could  not 
find  them.  There  was  no  pathologic  condition  in 
the  diaphragm.  We  closed  the  chest,  and  her 
fluid  reaccumulated.  There  fortunately  was  rea- 
son to  explore  her  abdomen  confirming  endome- 
triosis in  the  pelvis.  The  gynecologist  placed  her 
on  norethynodrel-mestranol  (Enovid-E)  treat- 
ment, and  recurrent  effusion  stopped.  I think  the 
important  point  made  here  is  that  there  are  dia- 
phragmatic perforations.  I believe  that  they  are 
congenital  and  that  they  are  microscopic  in  part, 
some  perhaps  larger  than  others.  Certainly  the 
demonstration  of  hemorrhagic  fluid,  endometri- 
osis, and  air  passing  from  abdomen  to  thorax 
clearly  points  to  this.  It  is  a syndrome  that  possi- 
bly exists  more  commonly  than  we  are  aware  of, 
and  when  we  see  this  problem  in  the  chest,  we 
should  think  about  it. 

Dr.  Bloomberg:  Since  there  is  no  further  dis- 

cussion, I would  like  to  add  this  comment.  This 
report  again  is  the  usual  masterful  presentation 
that  we  expect  from  Dr.  Kirschner,  but  I think 
that,  at  this  time,  he  has  gone  too  far.  You  all 
know  that  one  of  the  pleasures  of  thoracic  surgery 
consists  of  having  a woman  in  her  forties  who  has 
had  a spontaneous  pneumothorax  and  on  whom 
we  know  we  are  going  to  get  a good  result  for  a 
decortication.  I think  that  Kirschner  should  be 
drummed  out  of  the  Society  because  these  pa- 
tients will  now  be  going  to  a gynecologist  to  have 
their  tubes  tied. 


November  1 5,  1 973  / New  York  State  Journal  of  Medicine  2693 


Dr.  Timmes:  We  will  not  remove  your  chev- 

rons, Dr.  Kirschner,  but  we  will  let  you  make  a 
closing  comment. 

Dr.  Kirschner:  Some  of  these  openings  in  the 
diaphragm  may  well  be  congenital  because  at 
least  1 patient  and  several  others  developed  ab- 
normal complications  immediately  on  the  intro- 
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The  unusual  observation  of  new  tracheal-ring 
formation  around  tracheal  prostheses  prompts  this 
report. 

Over  70  dogs  have  been  subjected  to  tracheal 
replacement  of  various  types  over  the  past  fifteen 
years.  Autografts,  homografts  (allografts),  heter- 
ografts (xenografts),  and  various  prosthetic  de- 
vices have  been  used.  Most  uniform  long-term 
survivals  have  been  attained  with  the  Dacron  re- 
inforced silicone-rubber  prostheses. 

These  prostheses  were  implanted  in  16  dogs. 
Two  died  postoperatively;  4 were  sacrificed  at 
two  to  twelve  months  postoperatively.  Six  dogs 
which  were  observed  from  twelve  to  thirty-six 
months  manifested  on  x-ray  film  and/or  autopsy 
tracheal-ring  regeneration  around  the  prosthesis 
between  the  levels  of  the  two  anastomoses. 

The  earliest  that  these  new  rings  appeared  was 
twelve  months  following  the  original  implant.  Six 
dogs  are  still  being  followed  six  to  eight  months 
after  implant  and  have  no  evidence  of  rings  as  yet. 
Some  rings  resembled  the  normal  tracheal  rings, 
and  others  were  gross  imitations  of  the  original 
form.  All  regenerated  rings,  however,  appeared 
capable  of  function  in  supporting  the  tracheal 
lumen,  and  the  tracheal  lumen  remained  patent 
in  2 dogs  after  removal  of  the  prosthesis. 

* By  invitation. 


duction  of  foreign  substances  into  the  peritoneal 
cavity.  Little  herniations  between  the  fibers  of 
the  central  tendon  may  produce  a pneumocele 
which  has  been  demonstrated  in  at  least  half  a 
dozen  cases  undergoing  artificial  pneumoperito- 
neum. Whether  there  is  a congenital  defect  or  a 
herniation  of  the  peritoneum  which  later  ruptures 
is  not  clear. 

Histologic  examination  was  done  of  the  new 
rings  and  of  the  soft  posterior  wall  of  the  new  tra- 
chea. The  rings  consisted  of  cartilage,  but  several 
stages  of  calcification  and  ossification  were  ob- 
served. The  lumen  was  lined  by  mature  connec- 
tive tissue.  The  dogs  survived  up  to  ten  weeks 
following  removal  of  the  prosthesis  until  they  were 
sacrificed.  Since  the  entire  trachea  was  removed 
in  the  area  of  the  regenerating  rings,  the  possible 
sources  of  these  new  structures  leads  to  some  in- 
teresting speculation. 

Discussion 

Vincent  Piccone,  M.D.,  Richmond,  New  York. 
I would  just  like  to  ask  whether  there  is  any  expe- 
rience with  what  has  happened  with  patients  who 
have  had  replacement  of  the  trachea  or  carinal 
area  with  the  silicone  prosthesis.  When  these  pa- 
tients expired  later,  as  many  of  them  did,  was  this 
area  examined  to  see  if  the  same  sort  of  thing 
happened  in  the  human  beings  as  in  the  dogs? 

Dr.  Demos:  We  have  used  several  types  of 

prosthetic  materials.  With  the  tracheal  mesh  we 
had  several  survivors,  one  to  two  years,  and  never 
had  any  kind  of  fibrous  involvement  around  it. 
William  Neville,  M.D.,  has  had,  as  you  probably 
all  know,  a human  case  of  tracheal  carinal  re- 
placement with  a similar  silastic  prothesis  in  a pa- 
tient who  survived.  On  x-ray  film,  no  calcifica- 
tion or  projection  of  rings  around  the  prosthesis 
has  been  observed. 

Dr.  Rohman:  The  criticism  of  this  report  that 
was  offered  in  Houston,  I think,  is  something  that 
ought  to  be  offered  here  again.  First,  siliconized 
rubber  (Silastic)  has  been  used  in  every  part  of 
the  body  and  has  not  generated  cartilagenous  re- 
activity. Second,  I think  that  Dr.  Demos  might 
speculate  on  the  possibility  that  in  excising  tra- 
cheal rings,  he  left  portions  of  them  behind  by  ac- 
cident and  that,  in  the  process  of  healing,  the  con- 
tracture has  brought  these  rings  down  over  this 
prosthesis  or  into  the  tubular  portion  of  the  pros- 
thesis. Or  were  the  residual  pieces  of  cartilage 
perhaps  sewn  into  the  prosthesis  by  accident 
without  realizing  it?  The  fact  that  there  is  no  en- 
dothelium is  certainly  not  surprising,  and  the  fact 
that  there  is  no  scar  tissue  is  not  surprising  either; 
in  fact,  we  see  this  in  siliconized  rubber  prostheses 
everywhere.  I just  cannot  believe  that  there  is 
anything  specific  in  the  siliconized  rubber  that 
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generates  this  sort  of  organized  cartilagenous  ring 
that  really  is  not  circumferential  but  exactly  mim- 
ics the  tracheal  cartilages  themselves. 

Dr.  Demos:  When  one  of  the  long  survivors 

was  explored,  our  diner  asked  me  if  I left  any  of 
the  rings  behind  in  the  prosthesis,  and  I thought, 
well  the  poor  fellow  knows  nothing  about  tracheal 
replacement.  When  the  second  dog  was  sacri- 
ficed, and  I was  present  at  the  autopsy,  I verified 
what  the  diner  saw.  There  were  calcified  rings 
around  the  prosthesis.  When  one  presents  a re- 
port, one  learns  a lot  of  things,  and  I did  too,  as 
when  one  takes  an  examination.  Harold  Urschel, 
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Among  the  various  cystic  lesions  in  the  neck  and 
mediastinum,  those  which  arise  from  the  thymus 
are  relatively  uncommon.  They  are  generally  as- 
sumed to  be  congenital  in  origin,  although,  in  a 
few  cases,  an  acquired  cause  has  been  postulated.1 

Of  58  cases  of  thymic  cyst  reported  in  the  litera- 
ture,2-12 only  4 cases  have  been  cervicomediastinal 
in  location.  This  report  of  another  large  cervi- 
comediastinal thymic  cyst  merits  interest  since  it 
was  suspected  preoperatively  on  the  basis  of  an 
ultrasonic  scan  in  an  asymptomatic  patient. 

Case  report 

A twenty-eight -year-old  Puerto  Rican  male  was  ad- 
mitted to  the  Greenpoint  Hospital  Division  of  Jewish 
Hospital  and  Medical  Center  of  Brooklyn  in  October, 
1971,  because  of  a swelling  in  his  lower  neck  which  he 
noticed  about  four  months  previously.  He  was  com- 
pletely asymptomatic  and  the  past  history  was  noncon- 
tributory. The  pertinent  physical  findings  were  local- 
ized to  the  neck.  Two  symmetrical  soft,  ovoid,  non- 
tender masses  were  palpable  in  the  lower  neck.  One 
appeared  to  be  under  the  lower  third  of  the  right  ster- 
nocleidomastoid muscle.  The  other  was  deep  to  the 
lower  third  of  the  left  sternocleidomastoid  muscle. 
Both  swellings  measured  about  3 by  5 cm.  Laborato- 


ry invitation.  Present  address:  Methodist  Hospital  of 

Brooklyn,  506  Sixth  Street,  Brooklyn,  New  York  11215. 


M.D.,  came  up  to  me  after  I presented  the  report 
in  Houston  and  he  said,  “You  know,  I have  a 
suggestion  for  you.  Dr.  Huggins  at  the  University 
of  Chicago  won  a Nobel  prize  because  he  found 
that  if  he  emulsified  either  bone  or  cartilage  and 
injected  it  subcutaneously,  the  bone  or  cartilage 
can  preferentially  and  selectively  be  induced  to 
form  intracutaneously;  so  if  anyone  is  looking  for 
suggestions  for  the  creation  of  tracheal  cartilage, 
that  might  be  one  way  to  achieve  them.”  I really 
have  no  other  suggestion. 

The  following  report  will  be  given  in  its  entire- 
ty- 


ry  findings  were  within  normal  limits,  and  blood  serol- 
ogy was  negative.  Routine  chest  x-ray  films  showed  a 
mediastinal  mass  (Fig.  1).  Barium-filled  esophago- 
gram  revealed  the  mass  to  be  in  the  anterior  mediasti- 
num (Fig.  2).  Aortogram  disclosed  no  communication 
between  the  aorta  and  the  anterior  mediastinal  mass 
(Fig.  3).  An  ultrasonic  scan  was  performed.  The 
transverse  “B”-mode  scan  of  the  chest  at  the  level  of 
the  second  intercostal  space  showed  a multiloculated 
cystic  mass  situated  about  3 cm.  under  the  skin  (Fig. 
4A).  The  “B”-mode  scan  of  the  neck  on  the  right  side 
revealed  a bilobar  mass  with  high  sensitivity  indicating 
its  cystic  structure  (Fig.  4B).  “A”-mode  scan  over  the 
sternum  at  the  second  intercostal  space  level  demon- 
strated a clear  zone  which  confirmed  the  nature  of  the 
lesion  (Fig.  5).  Contrast  cystogram  disclosed  no  com- 
munication between  the  cysts  in  the  neck  and  the  me- 
diastinum (Fig.  6). 

With  a preoperative  diagnosis  of  cystic  lesion  of  the 
anterior  mediastinum,  the  operation  was  performed  on 
February  5,  1972,  through  a median  sternotomy  inci- 
sion extending  into  the  neck.  There  was  a large  multi- 
loculated cyst  in  the  mediastinum  anterolateral  to  the 
left  innominate  vein.  Another  large  multiloculated 
cyst  was  located  superior  and  posterior  to  the  right 
innominate  vein  extending  into  the  neck.  The  medias- 
tinal cysts  were  completely  removed  with  two  other 
small  multiloculated  cysts  under  the  right  and  left 
sternocleidomastoid  muscles.  The  patient  made  an 
uneventful  postoperative  recovery.  To  date  there  has 


FIGURE  1.  Posteroanterior  chest  x-ray  film  showing 
widening  of  mediastinum. 
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FIGURE  2.  Barium-filled  esophagogram  shows  anteri- 
or mediastinal  mass. 


been  no  evidence  of  recurrence  after  a two-year  follow- 
up. Microscopic  examination  of  the  specimen  revealed 
the  epithelial  lining  of  the  cyst  wall  and  the  presence  of 
Hassall’s  corpuscles  (Fig.  7). 

Comment 

Etiology.  Although  numerous  theories  of  origin 
have  been  suggested,1-4  thymic  cysts  are  now  gen- 
erally believed  to  arise  from  the  persistent  tubular 
remnants  of  the  third  pharyngeal  pouches.  These 
become  cystic  and  increase  in  size  with  accumula- 
tion of  fluid  and  hemorrhage.  Embryologically, 
the  thymus  is  derived  from  elements  of  the  right 
and  left  third  pharyngeal  pouches  during  the  sixth 
week  of  fetal  life.  It  descends  with  the  precor- 
dium  into  the  thorax.5  During  this  descent,  rem- 
nants of  thymic  tissue  may  be  implanted  along 
the  cervical  pathways. 

Clinical  findings.  Information  from  a review 


FIGURE  3.  Aortogram  revealed  no  communication  be- 
tween aorta  and  the  mass. 


of  58  cases  of  thymic  cysts  reported  in  the  litera- 
ture are  briefly  summarized  in  Tables  I through 
IV. 

Thymic  cysts  were  rarely  symptomatic,  espe- 
cially in  adults.  Usually  cervical  thymic  cysts 
were  detected  in  childhood  and  adolescence  as  en- 
larging masses.  A mediastinal  shadow  was  dis- 
covered on  routine  chest  x-ray  film  in  most  pa- 


FIGURE  4 (A)  Transverse  "B"-mode  scan  of  chest  at  level  of  second  intercostal  space  illustrating  a sonolucent 

mass  containing  fluid.  Linear  echoes  indicate  walls  of  loculation.  Findings  diagnostic  of  multiloculated  cystic  mass 
(B)  "B"-mode  scan  of  right  side  of  neck  shows  bilobar  cystic  density  of  mass. 
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FIGURE  5.  "A "-mode  scan  at  level  of  second  inter- 
costal space  and  right  parasternal  area.  Sonolucent 
zone  (arrow)  indicates  cystic  nature  of  lesion. 


tients,  but  symptoms  of  chest  pain,  fullness,  dys- 
phagia, dyspnea,  and  hoarseness  were  only  occa- 
sionally noted.  Two  cases  of  thymic  cysts  associ- 
ated with  myasthenia  gravis  have  been  reported.3  4 

Diagnosis 

Preoperative  diagnosis  of  mediastinal  thymic 
cyst  is  seldom  made.  Cervical  thymic  cysts  re- 


FIGURE  6.  Cystogram  shows  no  communication  be- 
tween cysts  in  neck  and  mediastinum. 


quire  differential  diagnosis  from  other  cystic  le- 
sions including  branchial  cleft  cyst  and  cystic  hy- 
groma. Mediastinal  thymic  cysts  are  usually  lo- 
cated in  the  anterior  mediastinum  and  should  be 


FIGURE  7.  (A)  Cyst  wall  with  flattened  epithelial  lining  surrounded  by  layers  of  connective  tissue  (hematoxylin  and 

eosin  stain  X 85).  (B)  Hassall's  corpuscle  in  wall  of  cyst  indicating  thymic  origin,  (hematoxylin  and  eosin  stain  X 

85). 
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TABLE  I.  Age  distribution 


TABLE  II.  Sex  distribution 


Years 

Number  of  Patients 

0 to  10 

16 

11  to  20 

12 

21  to  30 

9 

31  to  40 

7 

41  to  50 

5 

51  and  over 

9 

differentiated  from  thymic  tumors,  intrathoracic 
goiter,  cystic  hygroma,  teratoma,  parathyroid  ad- 
enoma, aneurysm,  and  pericardial  cyst.  In  addi- 
tion to  routine  radiologic  diagnostic  studies  for  a 
mediastinal  mass,  the  ultrasonic  scan  has  been 
found  helpful  in  differential  diagnosis  since  it  may 
distinguish  between  the  cystic  or  solid  character  of 
a lesion.  In  our  patient,  the  ultrasonic  scan  of  the 
neck  and  mediastinum  revealed  findings  compat- 
ible with  a multiloculated  cystic  lesion. 

Treatment 

The  treatment  of  choice  is  total  surgical  remov- 
al and  histologic  identification  of  the  mediastinal 
mass.  Median  sternotomy  is  the  preferred  ap- 
proach. Occasionally  it  will  be  necessary  to  ex- 
tend the  incision  into  the  neck,  as  was  done  in 
this  case.  There  has  been  no  report  of  recurrence 
in  the  literature,  and  none  has  had  a malignant 
component. 

Summary 

The  medical  literature  of  thymic  cysts  has  been 
reviewed  and  the  fifth  case  of  a cervicomediastinal 
thymic  cyst  is  reported.  In  addition  to  the  rou- 
tine radiologic  investigation  for  a mediastinal 
mass,  ultrasonic  scan  is  very  helpful  in  the  preop- 
erative determination  of  this  lesion.  Although 


Sex 

Number  of  Patients 

Male 

34 

Female 

24 

thymic  cysts  are  relatively  rare,  they  should  be 
considered  in  the  differential  diagnosis  of  cystic 
lesions  of  the  neck  and  mediastinum. 
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TABLE  III. 

Anatomic  location 

TABLE  IV.  Morphology  of  the  cyst 

Location 

Number 

Morphology 

Number 

Mediastinal 

40 

Unilocular 

13 

Cervical 

14 

Multilocular 

31 

Both 

4 

Not  described 

14 
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Calcified  Right 
Upper  Quadrant  Mass 
Containing  Air 

Case  history 

William  Nemzek,  M.D.*:  A sixty-year-old 

white  man  was  admitted  to  the  hospital  because 
of  abdominal  pain,  anorexia,  and  a mass  in  the 
abdomen.  Three  weeks  prior  to  the  admission,  he 
began  to  experience  some  vague  abdominal  pain 
localized  primarily  to  the  lower  abdomen  but 
sometimes  present  in  the  upper  abdomen.  This 
was  associated  with  anorexia  and  a sense  of  ma- 
laise. He  had  lost  5 pounds  in  the  last  month. 
Bowel  habits  had  been  normal,  and  there  was  no 
evidence  of  melena.  He  had  undejgone  splenecto- 
my at  age  six  for  traumatic  rupture  of  the  spleen. 
The  patient  was  afebrile  on  admission;  however, 
mild  fever  developed  and  persisted  during  the 
week  prior  to  surgery. 

Physical  findings  showed  a well-developed  and 
well-nourished  male  in  no  acute  distress.  The 
abdomen  was  soft;  the  liver  was  not  palpable. 
There  was  a well-defined  slightly  tender  mass 
palpable  in  the  left  upper  quadrant.  It  presented 
a sharp  edge  and  descended  with  respiration. 
Otherwise,  physical  and  laboratory  findings  were 
within  normal  limits. 

Radiologic  discussion 

Alfred  Brettner,  M.D.|:  The  mass  which  was 
palpable  in  the  left  upper  quadrant  is  well  seen  on 
the  intravenous  pyelogram  lying  lateral  to  the 

‘Resident,  Department  of  Radiology,  Upstate  Medical  Cen- 
ter. 

tClinical  Assistant  Professor,  Department  of  Radiology,  Up- 
state Medical  Center. 


body  of  the  stomach  and  above  the  left  kidney 
(Fig.  1).  An  arcuate  calcification  is  noted  within 
the  posterior  part  of  the  tumor  adjacent  to  the 
kidney. 

The  mass  displaces  the  left  kidney  interiorly 
and  its  upper  pole  posteriorly  so  that  the  axis  of 
the  kidney  becomes  somewhat  transverse  on  the 
oblique  view.  The  renal  outline  is,  however, 
maintained. 

The  posterior  displacement  of  the  upper  pole  of 
the  kidney  and  the  intact  psoas  shadows  suggest 
that  the  mass  has  not  originated  from  the  adrenal 
or  other  retroperitoneal  structure.  The  barium 
enema  shows  inferior  displacement  of  the  splenic 
flexure  by  the  mass;  there  is  no  evidence  of  direct 
invasion  of  the  colon.  The  history  of  splenectomy 
rules  out  splenic  tumor.  The  lateral  view  of  the 
stomach  shows  a huge  retrogastric  mass  producing 
an  impression  on  the  posterior  wall  of  the  upper 
half  of  the  stomach  (Fig.  2).  The  stomach  is  dis- 
placed anteriorly  to  a marked  degree  by  the  mass. 
In  addition,  the  mass  extends  lateral  to  the  body 
of  the  stomach,  displacing  it  medially  (Fig.  3). 
Two  collections  of  air  can  be  identified  within 
the  portion  of  the  tumor  located  adjacent  to  the 
fundus  of  the  stomach,  indicating  that  the  tumor 
has  a necrotic  portion  which  communicates  with 
the  stomach.  However,  careful  observation  of  the 
upper  gastrointestinal  series  fails  to  demonstrate 
any  evidence  of  gastric  ulceration  or  fistula.  It  is 
likely  that  the  large  mass,  compressing  the  gastric 
wall  at  the  site  of  the  fistula,  prevents  the  .entry  of 
barium  into  the  tract. 

I am  left  with  the  impression  that  the  mass 
arises  from  the  region  of  the  lesser  peritoneal  sac 
and  has  grown  to  huge  size.  It  has  displaced  the 
left  kidney  and  colon  interiorly  and  the  stomach 
anteriorly  and  medially.  The  most  frequent  caus- 
es of  lesser-sac  masses  are  abscess  and  pancreatic 
tumor.  Abscess  can  be  excluded  easily  on  clinical 
grounds  and  because  the  mass  is  calcified.  Could 
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FIGURE  1 Intravenous  pyelogram  shows  arcuate  cal- 
cification measuring  5 cm  in  diameter  in  right  upper 
quadrant  Mass  compresses  upper  pole  of  left  kidney 
which  is  displaced  downward 

it  be  a pancreatic  cyst?  If  so,  the  air  in  the  mass 
could  be  due  to  spontaneous  drainage  of  cyst  into 
the  stomach.  However,  this  is  unlikely  since  cysts 
infrequently  erode  into  the  stomach.  The  appear- 
ance of  the  air  collection  of  the  mass  is  more  likely 
due  to  necrosis  of  a solid  tumor  such  as  pancreatic 
cancer.  Necrosis  could  account  also  for  the  pre- 
operative fever.  Cystic  papillary  adenocarcinoma 
of  the  pancreas  may  calcify.  It  can  become  huge 
and  can  invade  the  stomach  producing  fistula  for- 
mation. However,  the  diagnosis  of  pancreatic 
cancer  does  not  correlate  well  with  the  radio- 
graphic  finding  of  a benign-appearing,  arcuate 
calcification;  furthermore,  unlike  the  usual  pan- 
creatic adenocarcinoma,  this  huge  tumor  has  pro- 
duced few  symptoms. 

One  of  the  more  attractive  diagnoses  to  be  con- 
sidered is  a gastric  wall  tumor  such  as  a leiomyo- 
ma, which  may  grow  predominantly  on  the  serosal 
side  of  the  stomach  giving  the  appearance  of  ex- 
trinsic mass  such  as  we  see  here.  If  it  happens  to 
arise  from  the  posterior  wall  of  the  stomach  it 
may  mimic  pancreatic  tumor.  Leiomyoma  often 
ulcerates,  and  cystic  necrosis  may  develop  within 
it.  Furthermore,  calcification  in  leiomyomata 
does  occur.  The  character  of  the  calcification 
which  is  round  and  arcuate  favors  the  diagnosis  of 
a basically  benign  tumor.  If  the  tumor  is  of  spin- 
dle-cell type  it  may  well  turn  out  to  show  some 
sarcomatous  change  since  tumors  of  this  type 
commonly  show  malignant  degeneration  by  the 
time  they  have  reached  large  size.  My  final  diag- 
nosis is  gastric  leiomyoma,  possibly  leiomyosarco- 
ma. 


FIGURE  2.  Huge  retrogastric  mass  displaces  stomach 
anteriorly.  Two  air  collections  are  noted  in  mass  along 
lesser  curvature  of  fundus.  Spherical  calcification  over- 
laps anterior  cortex  of  body  of  second  lumbar  vertebra 
(arrow). 

Dr.  Brettner's  diagnosis 

Gastric  leiomyosarcoma 

Pathologic  discussion 

Bedros  Markarian,  M.D.**:  Laparotomy  re- 
vealed a huge  lobulated  mass  which  was  firmly  at- 
tached to  the  posterior  wall  of  the  stomach. 
There  were  several  adhesions  to  the  surrounding 
structures.  The  entire  mass  was  removed  with 
part  of  the  stomach  and  the  tail  of  the  pancreas. 
The  pancreas  was  adherent  to  but  not  invaded 
by  the  tumor. 

The  entire  mass  measured  20  by  15  by  10  cm. 
The  gastric  wall  revealed  a communication  1 cm. 
in  diameter  leading  into  the  tumor.  The  mucosa 
at  the  edges  of  this  opening  was  rolled  in  without 
gross  evidence  of  gastric  mucosal  tumor. 

The  central  portion  of  the  tumor  was  a large  ne- 
crotic cavity  10  cm.  in  diameter.  Some  areas  of 
the  tumor  were  homogenous  with  a white  or  pink- 
ish color.  There  were  several  nodules  attached  to 
the  main  mass,  but  no  other  regional  or  distant 
metastasis  was  noted. 

Microscopic  study  revealed  a pleomorphic  spin- 
dle-cell leiomyosarcoma  within  the  wall  and  infil- 
trating the  submucosa  area  of  the  gastric  wall 
(Fig.  4). 

Pathologic  diagnosis 

Leiomyosarcoma  of  the  stomach 

* ‘Assistant  Professor,  Depart  ment  of  Pathology,  Upstate 
Medical  Center. 
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FIGURE  3.  Lateral  wall  of  body  of  stomach  displaced 
medially  by  mass.  Spherical  calcification  is  again  seen. 
Triangular  air  shadow  is  noted  at  upper  part  of  mass 
near  fundus. 


Comment 

Seuk  Ky  Kim,  M.D.ft:  Leiomyoma  of  the 

gastrointestinal  tract  can  be  classified  into  three 
types  on  the  basis  of  its  growth  characteristics. 
In  the  most  commonly  encountered  endogastric 
type,  the  tumor  grows  mainly  into  the  gastric 
lumen.  The  exogastric  type  is  characterized  by 
tumor  growth  predominantly  on  the  serosal  side  of 
the  stomach,  presenting  the  appearance  of  an  ex- 
trinsic tumor.  When  a primary  gastric  wall 
tumor  appears  radiographically  as  an  extrinsic 
mass,  the  diagnosis  is  difficult.  The  third  type  is 
a dumbell-shaped  tumor  which  presents  features 
of  both  the  endogastric  and  exogastric  forms. 

Ulceration  and  necrosis  of  leiomyomata  are 
common  phenomena  especially  when  the  tumors 
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become  large.  Necrosis  may  be  so  extensive  that 
the  mass  may  be  essentially  cystic.  Lumb1  re- 
ported 6 cases  of  smooth-muscle  tumors  of  the 
gastrointestinal  tract  which  were  present  as  large 
cystic  masses. 

Like  uterine  leiomyomata,  gastric  leiomyomata 
do  calcify.  Five  cases  of  calcified  gastric  leiomyo- 
mata of  the  stomach  have  been  reported  in  the 
English  literature.2  All  these  cases  showed  scat- 
tered stippled  calcifications.  Round  calcification 
was  not  observed.  While  leiomyoma  of  the  stom- 
ach is  a common  tumor,  only  1.3  per  cent  of  gas- 
tric smooth-muscle  tumors  are  leiomyosarcoma.3 
Calcification  in  leiomyosarcoma  is  very  rare; 
there  is  no  previous  report  of  such  an  occurrence 
to  be  found  in  the  English  literature.  The  overall 
five-year  survival  rate  of  patients  with  gastric 
leiomyosarcoma  is  22  per  cent.4 
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FIGURE  4.  Microscopic  section  of  the  gastric  wall. 
Normal  gastric  mucosa  (arrow)  is  shown  lying  above 
pleomorphic  spindle-cell  leiomyosarcoma  arising  from 
gastric  wall  (double  arrows). 
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Severe  Hypotension 
Following 
Administration  of 
Propranolol 
Hydrochloride 

Propranolol  hydrochloride  (Inderal),  a beta-ad- 
renergic blocking  agent,  is  used  in  the  manage- 
ment of  various  dysrhythmias  and  has  been  dem- 
onstrated to  be  most  useful  in  the  treatment  of 
supraventricular  tachycardias.  However,  hypo- 
tension may  result  if  given  to  a patient  who  is  in 
heart  failure  or  in  incipient  or  overt  failure,  as  is 
illustrated  by  the  following  case  report. 

Case  report 

A seventy-three  year-old-female  patient,  weighing  62 
Kg.,  was  scheduled  for  an  emergency  abdominal  explo- 
ration. She  had  a history  of  hypertension,  arterioscle- 
rotic heart  disease,  and  nonspecific  vasculitis  which 
was  confirmed  by  muscle  biopsy.  Treatment  with  high 
doses  of  corticosteroids  led  to  hyperglycemia  and  vis- 
ceral perforation.  Other  medications  consisted  of  0.25 
mg.  of  digoxin,  40  mg.  of  furosemide  (Lasix)  daily,  and 
40  mg.  propranolol  hydrochloride  four  times  a day  for 
supraventricular  tachycardia.  Digoxin  was  omitted  on 
the  day  of  surgery.  Her  blood  pressure  was  120/70,  her 
pulse  rate  was  140,  and  her  central  venous  pressure  was 
16  cm.  water.  Serum  electrolytes,  blood  urea  nitrogen, 
and  fasting  blood  sugar  were  all  within  normal  limits. 
A chest  x-ray  film  was  read  as  having  negative  find- 
ings, and  an  electrocardiogram  showed  evidence  of  left 
ventricular  hypertrophy. 

Neuroleptic  anesthesia,  consisting  of  droperidol  (In- 
apsin),  fentanyl  (Sublimaze),  and  nitrous  oxide  oxygen 
was  administered.  Forty  mg.  of  succinylcholine  was 
given  intravenously  to  facilitate  endotracheal  intuba- 
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tion.  Pancuronium  bromide  (Pavulon)  was  used  to 
provide  muscular  relaxation,  and  100  mg.  of  hydrocor- 
tisone was  added  to  her  intravenous  infusion  of  5 per 
cent  dextrose  with  0.25  per  cent  saline. 

After  induction  of  anesthesia,  the  central  venous 
pressure  was  10  cm.  water.  About  seventy  minutes 
after  the  start  of  anesthesia,  her  blood  pressure  sud- 
denly dropped  to  70/40,  and  the  heart  rate  increased  to 
160  per  minute.  Fluids  were  given  (350  ml.),  and  10 
mg.  of  ephedrine  were  administered  intravenously. 
These  measures  raised  the  blood  pressure  to  140/90 
and  dropped  the  pulse  rate  to  132  per  minute.  The 
course  of  anesthesia  was  uneventful  thereafter.  There 
was  perforation  of  the  descending  colon  which  was  re- 
sected, and  a colostomy  was  performed.  Since  the  last 
dose  of  pancuronium  bromide  had  been  given  about 
ninety-five  minutes  prior  to  the  completion  of  surgery, 
and  the  ventilation,  as  measured  by  tidal  and  minute 
volumes,  was  judged  adequate,  it  was  presumed  that 
the  patient  had  sufficiently  recovered  from  the  neuro- 
muscular block,  and  no  reversing  drug  was  given.  An- 
esthesia lasted  for  three  hours  and  seven  minutes. 

The  endotracheal  tube  was  left  in  place  and  oxygen 
administered  in  the  recovery  room  for  another  twenty- 
five  minutes.  As  tachycardia  persisted  (128  per  min- 
ute) thirty  minutes  after  the  removal  of  the  endotra- 
cheal tube,  1 mg.  of  propranolol  hydrochloride  was 
given  intravenously.  Five  minutes  later,  the  blood 
pressure  dropped  from  120  mm.Hg  systolic  to  50/0,  and 
the  pulse  rate  decreased  to  115  per  minute.  At  this 
time,  the  central  venous  pressure  was  5 cm.  water. 
Isoproterenol  was  given  intravenously  which  had  no 
effect.  Digoxin  in  the  amount  of  0.5  mg.  followed  by 
0.5  Gm.  of  calcium  gluconate  in  a 10  per  cent  solution 
was  given  intravenously.  Vital  signs  returned  to  pre- 
operative values  in  about  twenty  minutes. 

Comment 

In  the  healthy  patient,  the  myocardial  depres- 
sion and  peripheral  vasodilation  caused  by  potent 
anesthetic  agents  are  compensated  for  by  the  in- 
creased sympathetic  activity.  The  release  of  cate- 
cholamines helps  to  maintain  normal  hemody- 
namics. When  the  beta  receptors  are  blocked,  the 
depression  caused  by  the  anesthetic  drugs  be- 
comes apparent.1  This  depression  becomes  pro- 
nounced in  patients  with  pre-existing  heart  dis- 
ease. 
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Severe  supraventricular  tachycardia  seriously 
compromises  cardiac  function.  To  avoid  heart 
failure,  digitalis  is  used.  Propranolol  hydrochlo- 
ride, because  of  its  negative  inotropic  effect,  may 
precipitate  heart  failure  in  the  inadequately  digi- 
talized and  depressed  heart.  In  addition  to  its 
negative  inotropic  effect,  the  dextro-isomer  of  pro- 
pranolol hydrochloride  also  produces  a quinidine- 
like  action  causing  further  myocardial  depression.2 
For  these  reasons,  the  negative  inotropic  agent,  in 
general,  and  propranolol,  in  particular,  should  be 
concurrently  used  with  digitalis  and/or  diuretics 
in  patients  with  heart  failure.  In  advanced  car- 
diopulmonary disease,  where  the  cardiac  function 
depends  on  endogenous  catecholamine  reserves, 
propranolol  hydrochloride  should  be  used  with  ex- 
treme caution  even  in  the  digitalized  heart.3 

Intravenous  injection  of  propranolol  hydrochlo- 
ride should  be  administered  extremely  slowly  and 
in  small  doses  to  avoid  acute  hypotension  or  heart 
failure.  The  single  dose  of  propranolol  hydrochlo- 
ride should  never  exceed  0.5  mg.  intravenously. 
It  may  be  repeated  if  necessary  after  a waiting 
period  of  five  minutes. 

In  this  patient,  the  rapid  intravenous  adminis- 
tration of  1 mg.  of  propranolol  hydrochloride  pre- 
cipitated an  acute  hypotensive  crisis.  Predispos- 
ing factors  could  have  been  the  omission  of  digi- 
talis the  day  of  the  surgery  and  myocardial  de- 
pression from  the  agents  used  during  anesthesia. 

The  failure  of  isoproterenol  administration  to 
elevate  the  blood  pressure  indicates  that  the  beta 
blockade  was  profound.  Digitalis,  followed  by  a 
calcium  gluconate  injection,  was  successful  in  re- 
versing the  threatening  catastrophe. 

Viljoen,  Estefanous,  and  Kellner4  outlined  a 
course  of  treatment  in  patients  who  demonstrate 
adverse  reaction  resulting  from  the  administration 
of  propranolol.  They  recommend  the  “isoprotere- 
nol (Isuprel)  test”  which  consists  of  the  adminis- 
tration of  0.03  per  microgram  per  kilogram  per 
minute  of  isoproterenol.  A rise  in  the  heart  rate 
of  6 to  14  beats  per  minute  indicates  that  there 
are  remaining  beta-receptors  that  can  be  stimu- 

ilated.  A 0.8  mg.  per  250  ml.  isoproterenol  solu- 
tion should  then  be  prepared  and  infused  until  the 
desired  results  occur.5 

If  this  treatment  is  ineffective,  intravenous  cal- 
cium chloride  or  gluconate  should  be  given.5  The 


dose  should  be  between  0.5  to  1 Gm.  of  calcium  in 
a 10  per  cent  solution.  It  appears  that  in  patients 
with  beta  blockade,  the  inotropic  effect  of  calcium 
is  very  effective. 

Patients  who  develop  hypotension  afte  pro- 
pranolol hydrochloride,  and  who  also  show  signs  of 
heart  failure,  should  be  rapidly  digitalized.  A 
modified  dose  should  be  given  to  those  who  have 
been  on  maintenance  doses  of  digitalis  preopera- 
tively. 

If  all  these  measures  fail,  a bolus  of  50  per  mi- 
crogram of  epinephrine  should  be  administered.4 
Glucagon  may  be  used,  and,  if  15  to  20  mg.  of 
glucagon  appear  to  be  effective,  it  may  be  repeat- 
ed in  thirty  to  sixty  minutes.  If  everything  else 
mentioned  thus  far  fails,  a massive  dose  of  corti- 
costeroid may  be  tried  intravenously. 

Summary 

A case  of  severe  hypotension  caused  by  the  in- 
travenous administration  of  propranolol  hydro- 
chloride has  been  presented.  The  drug  should  be 
used  with  great  caution  in  patients  with  heart 
failure.  Small  doses  may  be  given  slowly  and  re- 
peated, if  necessary,  if  no  complications  occur. 
Patients  on  preoperative  digitalis  should  receive 
their  maintenance  dose  on  the  day  of  surgery  in- 
tramuscularly with  the  premedication.  Treat- 
ment for  toxic  effects  of  propranolol  hydrochloride 
has  been  outlined  and  a sequence  of  drugs  to  be 
used  recommended. 
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Epigastric  and  left  upper  quadrant  calcifications 
seen  on  the  plain  abdominal  film  are  associated 
with  benign  or  malignant  diseases  involving  the 
upper  abdominal  organs.  Fine,  granular,  or  stip- 
pled calcifications  overlapping  the  air-filled  gas- 
tric shadow  or  adjacent  to  it  on  the  anteroposter- 
ior and  lateral  abdominal  films  are,  however, 
highly  suggestive  of  a malignant  growth  in  the 
stomach.  In  the  English  literature,  there  are  13 
reported  cases  of  calcified  mucin  producing  ade- 
nocarcinoma of  the  stomach;  the  identification  of 
an  additional  case  prompted  this  report.  The 
case  demonstrates  striking  similarities  to  the  pre- 
viously reported  cases,  making  the  correct  preop- 
erative histologic  diagnosis  possible. 

Case  report 

A sixty-one-year-old  white  male  was  hospital- 
ized with  progressively  increasing  indigestion  for 
the  few  weeks  prior  to  admission.  The  history 
was  noncontributory,  and  the  physical  examina- 
tion was  within  normal  limits  except  for  the  abdo- 
men, where  a mass  was  palpated  in  the  left  upper 
quadrant.  Its  boundaries  were  not  distinct,  and  it 
was  slightly  tender  on  pressure.  It  was  pulsatile 
and  appeared  to  be  fixed,  but  was  separated  from 
the  left  lobe  of  the  liver.  The  liver  was  slightly 
enlarged  below  the  right  costal  margin. 

Radiographic  examination  of  the  abdomen 
showed  multiple  ill-defined  calcific  densities  in 
the  left  upper  quadrant.  They  had  a punctate, 


granular  configuration,  which  overlapped  the 
stomach  shadow.  On  the  anteroposterior  and 
lateral  abdominal  films,  the  entire  stomach  from 
the  level  of  the  cardia  down  to  the  pylorus  was 
completely  rigid,  with  a slightly  irregular  contour 
noted  throughout  (Fig.  1A).  The  wall  was  in- 
creased in  its  thickness  and  contained  multiple 
small  stippled  calcifications  mainly  along  the  less- 
er curvature  (Figs.  IB  and  1C).  The  duodenal 
bulb  and  sweep  appeared  grossly  normal. 

At  surgical  exploration,  a massive  infiltrating 
tumor  involving  the  entire  stomach  with  thicken- 
ing of  the  wall  and  metastases  to  the  regional 
lymph  nodes  along  the  greater  curvature,  the  car- 
dia, and  the  antral  end  of  the  stomach  was  seen. 
The  omentum  also  was  involved,  but  the  liver 
and  small  bowel  were  free  of  metastases.  The 
tumor  appeared  to  be  fixed  posteriorly  to  the 
blood  vessels  and  to  the  pancreas  and  was  abso- 
lutely immobile.  A biopsy  of  a lymph  node  and  of 
the  wall  of  the  stomach  was  performed,  which  on 
histologic  sections  revealed  mucinous  adenocarci- 
noma of  the  stomach  with  signet  ring  cells. 

Comment 

The  roentgenographic  demonstration  of  calcifi- 
cations within  the  wall  of  the  stomach  is  of  highly 
significant  diagnostic  value. 

Although  gastric  calcifications  may  occur  in 
metabolic  disorders,  such  as  hyperparathyroidism 
or  vitamin  D intoxication,  or  in  chemical  necrosis 
of  the  gastric  wall,  their  roentgenographic  demon- 
stration is  exceedingly  rare.1  Calcifications  in  be- 
nign intramural  tumors  of  the  stomach  have  been 
reported.  The  calcified  gastric  leiomyoma  re- 
ported by  Leigh  in  19502  showed  localized  clusters 
of  calcifications,  mottled  in  appearance,  in  a well- 
defined  intramural  soft-tissue  mass.  These  types 
of  calcifications  are  apparently  related  to  the  cen- 
tral hemorrhage  and  necrosis  within  the  tumor 
and  are  similar  in  appearance  to  what  is  seen  in 
uterine  fibroids.  We  recently  had  the  opportunity 
of  seeing  a similar  type  of  calcification  within  a 
large  intramural  gastric  tumor  which  proved  to  be 
a gastric  schwannoma.3  The  calcifications  were 
patchy  and  ring-like  and  were  confined  to  the  cen- 
ter of  a well-defined,  soft -tissue  mass. 

As  far  back  as  1928  Virchow,  the  German  pa- 
thologist, described  the  existence  of  calcifications 
in  gastric  malignant  growths,  and  for  the  patholo- 
gist today  this  is  not  an  unusual  finding.  The 
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FIGURE  1.  (A)  Coned  down  view  of  the  upper  abdo- 

men, lateral  projection.  Calcifications  are  anterior  in 
location  overlapping  air-filled  stomach  (B)  Upper  gas- 
trointestinal examination  spot  film  of  stomach  demon- 
strating multiple  fine  stippled  calcifications  seen  along 
lesser  curvature  within  wall  of  stomach.  (C)  Upper 
gastrointestinal  examination  demonstrates  rigidity  of 
entire  stomach  with  complete  lack  of  peristalsis. 


amount  of  calcification  is,  however,  minute  and 
most  of  the  time  not  demonstrable  on  a radiologic 
examination  or  on  a gross  examination  of  the 
stomach. 

One  of  the  first  roentgenographic  demonstra- 
tions of  a proved  case  of  mucinous  adenocarcino- 
ma of  the  stomach  was  published  in  1939  by  Abel4 
in  the  German  literature.  Robertson  and  Ost- 
erhout5  described  the  first  case  in  the  American 
literature  in  1952,  followed  by  Batlan  in  1954. B 
Since  these  2 cases,  11  other  cases  have  been 
published  in  the  English  language  literature. 7-16 

Reviewing  the  literature,  one  is  indeed  im- 
pressed by  the  striking  similarities  of  the  radiolog- 
ic appearance  of  these  lesions.  The  calcifications 
are  always  fine,  punctate,  or  slightly  granular  in 
shape,  comparable  to  innumerable  grains  of  sand. 
They  are  homogeneously  distributed  within  the 
gastric  wall,  occupying  rather  long  segments  of 
the  lesser  or  greater  curvature,  and  are  sometimes 
on  the  entire  circumference  of  the  stomach,  giving 
the  gastric  configuration  a rigid  appearance. 
These  fine,  sand-like  calcifications  are  very  simi- 
lar to  the  calcifications  seen  in  mammary  carcino- 
ma and  are  as  reliable  a sign  of  cancer  as  are  the 
latter. 

The  pathogenesis  of  the  calcifications  is  not 
completely  established.  Calcium  will  precipitate 
in  a solution  when  the  pH  of  the  solution  increases 


and  when  the  product  of  calcium  and  phosphate 
ions  in  the  solution  has  exceeded  a certain  level. 
A good  number  of  calcifying  tumors  including 
adrenal,  kidney,  or  central  nervous  system  cancers 
show  this  so-called  dystrophic  calcification  in  the 
ischemic  areas  of  the  tumor.  Because  of  the  in- 
sufficient blood  supply  and  the  diminished  cellu- 
lar respiration  and  carbon  dioxide  production,  a 
relatively  alkaline  environment  is  created.'  On 
the  other  hand,  the  amount  of  the  available  calci- 
um increases  because  the  protein-bound  calcium 
is  liberated  in  necrotic  areas.  Thus,  the  necessary 
conditions  for  the  deposition  of  calcium  are  pres- 
ent. 

The  mucinous  adenocarcinoma  of  the  stomach, 
however,  shows  no  significant  necrosis  histologi- 
cally, and  the  calcifications  are  present  only  in  the 
areas  of  mucinous  degeneration  of  the  tumor. 
Batlan*5  has  suggested  that  the  mucin  is  a glyco- 
protein with  a chemical  composition  similar  to 
that  present  in  the  cartilage  of  the  growing  bones 
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at  the  provisional  zone  of  calcification.  This  sim- 
ilarity may  explain  why  these  lesions  have  a ten- 
dency to  calcify  and  why  the  calcifications  are  al- 
ways present  in  the  areas  of  mucinous  degenera- 
tion and  are  absent  in  other  areas. 

Summary 

A new  case  of  calcified  mucinous  adenocarcino- 
ma of  the  stomach  is  reported,  the  fourteenth  in 
the  English  literature.  The  characteristic  roent- 
genographic  appearance  of  these  intramural  calci- 
fications and  the  striking  similarities  of  all  the  re- 
ported cases  have  been  discussed.  The  recogni- 
tion of  this  roentgenographic  pattern  will  permit  a 
correct  histologic  preoperative  diagnosis.  A short 
review  of  the  theories  involving  the  pathogenesis 
of  these  calcifications  has  been  presented. 
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Gastrocolic  fistula  has  been  recognized  as  a 
clinical  entity  since  1755  when  first  reported  by 
Haller.1  Its  association  with  benign  gastric  ulcer, 
however,  is  rarely  encountered  in  surgical  prac- 
tice. Prior  to  1920,  as  reported  by  Verbrugge,2 
only  24  cases  had  been  reported  in  the  literature. 
Another  13  cases  were  added  from  the  literature, 
including  a case  of  their  own  by  Sterns  and  Bird 
in  1968. 3 The  thirty-eighth  case  was  reported  by 
Ger,  Adler,  and  Bernstein4  with  the  additional 
complication  of  free  perforation  of  the  gastrocolic 
fistula. 

With  the  widespread  use  of  analgesics  and  ste- 
roids over  protracted  periods  for  the  treatment  of 
rheumatoid  arthritis,  one  might  well  expect  an  in- 
creasing incidence  of  this  complication  of  benign 
gastric  ulcer.  This  case  is  added  to  4 of  the  13 
cases  in  the  literature  noted  by  Sterns  and  Bird  in 
1968, 3 all  being  associated  with  analgesic  and  ste- 
roid therapy  for  rheumatoid  arthritis. 

Case  report 

A sixty-four-year-old  white  female  was  admitted 
to  the  Lutheran  Medical  Center  on  June  10,  1971, 
because  of  marked  weakness  and  anemia.  Her 
family  had  found  her  in  a semiconscious  state 
lying  on  the  floor  of  her  room.  Approximately  six 
months  prior  to  admission,  she  had  developed 
persistent  diarrhea  after  meals  with  loss  of  appe- 
tite, marked  weakness,  and  weight  loss.  She  had 
suffered  from  rheumatoid  arthritis  for  over  thirty 
years,  assuaged  during  that  time  by  large  quan- 
tities of  aspirin  and  steroids. 


Physical  examination  on  admission  revealed  a 
stuporous,  pale  female,  looking  much  older  than 
her  stated  age.  An  abrasion  was  noted  on  her 
forehead,  the  result  of  the  fall  which  prompted  her 
admission.  The  conjunctivae  and  mucous  mem- 
branes were  extremely  pale,  and  all  the  joints  of 
her  hands  and  feet  were  grossly  deformed  by  rheu- 
matoid arthritis;  there  was  pitting  edema  of  both 
ankles.  Rectal  examination  was  negative;  tarry 
stool,  however,  was  noted  on  the  examining  finger. 
Admission  laboratory  examination  findings  re- 
vealed: 

Complete  blood  count:  hemoglobin  3.4,  hemato- 

crit 15,  white  blood  count  12,400,  segmented  neutro- 
phils 86,  bands  3,  lymph  10,  monocyte  1;  moderate 
anisocytosis,  poikilocytosis,  hypochromic  macrocytic 
anemia 

Urinalysis:  color — yellow,  pH  7,  specific  gravity 

1.013,  white  blood  count  10  to  15,  red  blood  count  15 
to  20;  occult  blood  +,  albumin,  glucose,  acetone — 
negative,  occult  blood  in  stool — positive 

Electrolytes:  prothrombin  time:  control  12.9 — 

patient  14.7,  sodium  148,  potassium  2.7,  chlorine 
106,  carbon  dioxide  26,  fasting  blood  sugar  102  mg. 
per  100  ml.,  blood  urea  nitrogen  24  mg.  per  100  ml., 
total  protein  5.7  Gm.  per  100  ml.,  and  albumin  2.6 
Gm.  per  100  ml. 

Chemistry:  total  bilirubin  0.5  mg.  per  100  ml., 

alkaline  phosphatase  and  lactic  dehydrogenase — nor- 
mal, serum  glutamic  oxaloacetic  transaminase  220 
microns  per  milliliter;  Bi2  level  386  picograms  per 
milliliter  (normal  200-700),  folic  acid  level  3.7  nano- 
grams per  milliliter  (normal  5 to  24) 

The  chest  x-ray  findings  were  normal.  A bari- 
um enema  revealed  a gastrocolic  fistula  within  an 
ulcerating  mass  which  possibly  could  arise  from 
either  the  stomach  or  the  colon.  An  ulcer  was 
noted  in  the  transverse  colon  at  the  site  of  the  fis- 
tula. Upper  gastrointestinal  series  revealed  a gas- 
trocolic fistula  similarly  within  a mass  which  in- 
volved both  the  stomach  and  the  colon  (Fig.  1). 
A liver  scan  revealed  the  possibility  of  a mass  in 
the  left  lobe  of  the  liver.  An  electrocardiogram 
revealed  only  diffuse  myocardial  ischemia.  Gas- 
tric aspiration  findings  were  negative  for  malig- 
nant cells  on  two  occasions,  and  bone-marrow  as- 
piration findings  revealed  abundant  marrow  ele- 
ments with  mild  erythroid  hyperplasia  with 
megakaryocytes  present. 

Following  blood  replacement  and  general  sup- 
portive measures,  the  laboratory  findings  were  as 
follows: 

Complete  blood  count:  hemoglobin  11.2,  hemato- 

crit 34,  white  blood  count  5,600,  segmented  neutro- 
phils 75,  bands  6,  lymph  12,  monocytes  6,  basophil  1 

Urinalysis:  color — yellow,  pH  6,  specific  gravity 

1.015,  white  blood  count  10  to  20,  red  blood  count  3 
to  5;  occult  blood  — , albumin,  glucose,  acetone — 
negative 

Chemistry:  all  normal  including  blood  urea  nitro- 

gen, protein,  and  serum  glutamic  oxaloacetic  trans- 
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FIGURE  1 Upper  gastrointestinal  series  reveals  fistu- 
lous tract  through  mass  involving  both  stomach  and 
transverse  colon. 


aminase;  prothrombin  time:  control  11.7 — patient 

11.1,  free  gastric  acid:  0 

Subsequent  to  the  blood  replacement  and  gen- 
eral supportive  measures,  the  patient  was  oper- 
ated on  on  June  29,  1971.  Exploration  of  the 
abdomen  revealed  a grossly  benign-appearing 
inflammatory  process  in  the  posterior  wall  of  the 
distal  stomach  with  a fistula  extending  into  the 
proximal  transverse  colon.  A small,  but  obviously 
enlarged  lymph  node  was  noted  on  the  greater 
curvature  of  the  stomach  in  the  vicinity  of  the  fis- 
tula. This  was  excised  and  submitted  for  frozen 
section,  and  was  reported  as  being  an  inflammato- 
ry node.  Findings  on  examination  of  the  liver  and 
entire  remaining  abdomen  were  negative  on  visual 
inspection  and  palpation.  An  en  bloc  segmental 
resection  of  the  transverse  colon  and  a subtotal 
gastrectomy  were  then  carried  out  with  a generous 
margin  of  normal  tissue,  both  proximal  and  distal 
to  the  fistula.  A primary  two-layer  anastomosis 
of  the  transverse  colon  and  an  antecolic  Hofmeist- 
er  gastro-jejunostomy  were  then  performed.  The 
surgical  specimen  revealed  a benign  gastrocolic 


fistula  connecting  the  excised  segments  lined  by 
inflamed  granulation  tissue  (Fig.  2).  Microscopic 
sections  revealed  no  evidence  of  cancer.  The  pa- 
tient tolerated  the  surgery  well,  and  her  postoper- 
ative course  was  entirely  uneventful.  She  was 
discharged  on  July  10,  1971,  eleven  days  following 
surgery. 

Comment 

Spontaneous  gastrocolic  fistulas  have  been  re- 
ported to  occur  following  such  diseases  as  gas- 
trointestinal tuberculosis,  syphilis,  ulcerative  coli- 
tis, and  pancreatic  tumors.5-6  The  vast  majority, 
however,  are  secondary  to  carcinoma  of  the  stom- 
ach or  colon  and  gastroenterostomy  complicated 
by  stomach  or  marginal  ulceration.7 

The  fact  that  5 of  the  38  reported  cases  (includ- 
ing the  present  case)  occurred  in  patients  with 
rheumatoid  arthritis  receiving  analgesic  and  ste- 
roid therapy  leads  one  to  suspect  that  these  drugs 
played  at  least  a minor  role,  or  a truly  etiologic 
factor,  in  the  formation  of  the  benign  gastric  ulcer 
which  then  perforated  into  the  colon  to  form  the 
fistula. 

Of  the  reported  cases,  those  treated  by  excision- 
al  surgery,  as  practiced  in  this  case,  did  the  best. 
Care  should  be  taken  to  rule  out  cancer,  either 
by  examination  of  a suspect  lymph  node  or  by  a 
biopsy  of  the  fistula  itself,  through  a gastrostomy 
or  a colotomy.  A Billroth  II  gastroenterostomy 
will  bring  the  two  anastomoses  apart,  thus  mak- 
ing omental  interposition  unnecessary. 

Summary 

A case  of  gastrocolic  fistula  complicating  a be- 
nign gastric  ulcer  is  presented  in  a patient  treated 
with  analgesics  and  steroids  for  a long  period  of 
time  for  rheumatoid  arthritis.  En  bloc  dissection 
of  the  stomach  and  colon  is  the  treatment  of 
choice  after  gastric  or  colonic  carcinoma  is  ruled 
out  by  an  appropriate  biopsy.  This  gastrointesti- 
nal complication  should  be  borne  in  mind  in  re- 
gard to  patients  having  rheumatoid  arthritis 
whose  symptoms  are  protracted  diarrhea,  anemia, 
weight  loss,  and  marked  weakness. 

Lutheran  Medical  Center 
4520  Fourth  Ave. 
Brooklyn,  N.Y.  11220 
(DR.  LUOMANEN) 
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FIGURE  2.  (A)  Resected  segment  of  stomach  and  transverse  colon  with  probe  in  fistulous  tract.  (B)  Opened  fis- 

tulous tract  through  mass  of  granulation  tissue  between  stomach  and  transverse  colon. 
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Perirenal  fluid  collections  occurring  after  renal 
allotransplantation  may  be  the  consequence  of  he- 
matoma, abscess,  urine  leak,  or  lymphatic  leak. 
The  differential  diagnosis  of  these  conditions  is 
important  in  that  the  management  is  different  in 
each  case.  Probably  the  least  common  of  these 
conditions  is  perirenal  lymph  collection.  The  com- 
plication has  been  previously  mentioned,1  and  a 
massive  perirenal  lymph  collection  has  been  re- 
ported in  association  with  acute  allograft  rejec- 
tion.2 We  report  2 cases  of  lymphocele  occurring 
after  renal  allografting  from  live  related  donors. 

Case  reports 

Case  1.  A twenty-year-old- white  girl  was  ad- 
mitted to  Roswell  Park  Memorial  Institute  in  Au- 
gust, 1970,  having  been  treated  for  end-stage  renal 
failure  by  twice  weekly  hemodialysis  at  another 
hospital  since  November,  1969.  She  gave  a histo- 
ry of  recurrent  upper  respiratory  tract  infections 
as  a child  which  culminated  in  a tonsillectomy  in 
1963.  Following  this  procedure,  she  became 
lethargic  and  was  found  to  be  mildly  anemic  and 
azotemic.  By  1966,  her  blood  urea  nitrogen  was 
approximately  60  mg.  per  100  ml.,  and  her  hemo- 
globin was  around  8 mg.  Intravenous  and  retro- 
grade pyelography  at  that  time  revealed  small, 
scarred,  and  poorly  functioning  kidneys.  She  was 


managed  conservatively  by  dietary  restriction 
until  November,  1969,  by  which  time  her  blood 
urea  nitrogen  had  risen  to  300  mg.  per  100  ml. 
An  external  arteriovenous  shunt  was  inserted 
into  her  left  forearm,  and  hemodialysis  twice  a 
week  was  commenced.  Following  her  transfer  to 
Roswell  Park,  an  open  renal  biopsy  was  per- 
formed, and  the  histologic  appearances  were  those 
of  chronic  pyelonephritis.  In  December,  1970,  bi- 
lateral nephroureterectomy  was  carried  out,  and 
examination  of  the  surgical  specimens  confirmed 
the  diagnosis  of  end-stage  renal  failure  due  to 
chronic  pyelonephritis. 

Two  weeks  after  the  nephrectomies,  she  was 
transplanted  with  a kidney  donated  by  her  moth- 
er. Histocompatibility  testing  revealed  a C- 
match,  that  is,  there  was  one  major  antigenic 
incompatibility.3  The  kidney  was  large  for  the 
size  of  the  recipient,  and,  therefore,  the  renal  vein 
was  anastomosed  end-to-side  to  the  vena  cava, 
and  the  renal  artery  was  anastomosed  end-to-side 
to  the  common  iliac  artery.  The  ureter  was  im- 
planted into  the  bladder  via  a submucosal  tunnel. 
The  kidney  functioned  immediately,  and  following 
the  operation  the  patient  was  treated  with  stan- 
dard doses  of  azathioprine  and  prednisone.  In 
addition,  she  received  a course  of  radiation  to  the 
kidney  totaling  450  rads  and  intravenous  therapy 
with  Roswell  Park  antilymphocyte  globulin.  Her 
postoperative  recovery  was  uneventful  apart  from 
a transient  slight  elevation  of  blood  urea  nitrogen 
which  resolved  spontaneously.  At  this  time,  an 
ultrasonic  B-scan  of  the  graft  demonstrated  a 
small  fluid  collection  medial  to  the  kidney  (Fig. 
I).4  She  was  discharged  from  the  hospital  one 
month  after  the  operation  with  a creatinine  clear- 
ance of  50  ml.  per  minute.  One  week  later,  a 
mild  urinary-tract  infection  with  mixed  organisms 
was  treated  satisfactorily  with  sulfisoxazole  (Gan- 
trisin). 

Six  weeks  after  transplantation  she  was  read- 
mitted to  the  hospital  complaining  of  severe  swell- 
ing of  the  right  leg  and  pain  and  swelling  over  the 
graft.  She  gave  a history  of  a progressive  fall  in 
urine  output  over  the  previous  three  days,  having 
put  out  only  180  ml.  in  the  twenty-four  hours 
prior  to  admission.  A further  ultrasonic  B-scan  of 
the  kidney  revealed  a large  collection  of  fluid 
around  the  graft  (Fig.  2).  She  was  treated  with 
5,000  units  of  heparin  every  six  hours  on  the  basis 
that  the  findings  might  represent  acute  rejection 
with  a possible  venous  thrombosis.  She  re- 
sponded at  first  but  one  week  later  became  totally 
anuric.  Ultrasonic  Doppler  blood-flow  studies 
suggested  decreased  renal  blood  flow  and  also 
demonstrated  that  flow  in  the  right  femoral  vein 
on  the  side  of  the  graft  was  about  half  that  on  the 
left  side.5  A subsequent  femoral  venogram  con- 
firmed partial  obstruction  of  the  right  iliac  vein  by 
a mass  medial  to  the  transplanted  kidney. 

In  view  of  these  findings,  a transperitoneal  ex- 


2710  New  York  State  Journal  of  Medicine  / November  1 5,  1 973 


Iff' 


HI 


iSL 

m 


j * ■ 


^BSJ 

, *7.  . 


II 

IK 


m*r  .iaapni 


FIGURE  1.  Photograph  of  ultrasonic  B-scan  taken 
five  days  after  transplantation  in  Case  1.  Arrow  indi- 
cates dark  area  representing  transverse  section  of  trans- 
planted kidney.  Upper  curved  surface  represents 
abdominal  wall.  Kidney  is  of  normal  size,  and  light 
area  in  center  represents  pelvis.  To  left  of  kidney, 
small  dark  circular  area  is  seen  which  represents  small 
fluid  collection  medial  to  kidney.  White  grid  indicates 
2-cm.  squares. 


ploration  of  the  graft  was  carried  out.  A large 
tense  fluid  collection  was  seen  to  be  compressing 
the  iliac  vein  and  ureter,  but  the  vessels  were  soft 
and  patent.  There  was  no  evidence  of  urine  leak 
at  operation.  As  soon  as  the  fluid  collection  was 
drained,  urine  was  seen  to  be  coming  from  the 
bladder.  Postoperatively,  her  renal  function  im- 
proved rapidly,  and  the  swelling  of  her  right  leg 
decreased.  The  ultrasonic  B-scan  of  the  graft  re- 
verted to  normal,  and  femoral  blood  flow  on  the 
right  side  became  equal  to  that  on  the  left  (Fig. 
3).  Histology  of  a biopsy  specimen  taken  at  the 
time  of  exploration  revealed  very  mild  changes  of 
rejection. 

She  was  discharged  from  the  hospital  one 
month  after  exploration  of  the  graft,  and  her  cre- 
atinine clearance  was  stable  at  80  ml.  per  minute. 
Follow-up  ultrasonic  B-scans  remained  consistent- 
ly normal  with  no  evidence  of  reaccumulation  of 
fluid. 

Case  2.  In  December,  1970,  a sixteen-year-old- 
white  girl  was  admitted  to  Roswell  Park  Memorial 
Institute  complaining  of  severe  breathlessness, 
tiredness,  and  swelling  of  her  ankles.  She  gave  a 
five-year  history  of  chronic  urinary-tract  infection, 
and  during  investigation  she  was  found  to  have  a 
dysplastic  left  kidney  and  chronic  pyelonephritis 
of  the  right  kidney.  On  investigation,  she  was 
found  to  be  hypertensive  with  a blood  pressure  of 
180/150.  She  was  anemic  and  uremic  with  a 
blood  urea  nitrogen  of  178  mg.  per  100  ml.  Her 
creatinine  clearance  at  this  time  was  less  than  1 
ml.  per  minute.  Following  a diagnosis  of  end- 
stage  renal  failure,  an  external  arteriovenous 


shunt  was  inserted  into  her  left  forearm  and  he- 
modialysis twice  a week  was  commenced.  Her 
clinical  state  improved  rapidly,  and  two  weeks 
after  admission  she  underwent  bilateral  nephrec- 
tomy, following  which  she  made  a satisfactory  re- 
covery. She  was  managed  as  an  outpatient  on  di- 
alysis until  she  underwent  renal  allotransplanta- 
tion one  month  later,  her  father  being  the  donor. 
The  serologic  tissue  typing  of  recipient  and  donor 
revealed  a D- match,  that  is,  there  were  two  major 
antigenic  incompatibilities. 

The  operation  was  uneventful,  the  main  donor 
renal  artery  and  a small  polar  vessel  being  anasto- 
mosed end-to-side  to  the  external  iliac  artery. 
The  renal  vein  was  anastomosed  end-to-side  to 
the  external  iliac  vein.  The  ureter  was  implanted 
into  the  bladder  via  a submucosal  tunnel. 

The  kidney  functioned  immediately  as  evi- 
denced by  satisfactory  urine  output  during  the  op- 
eration. However,  postoperatively  the  urine  out- 
put rapidly  diminished,  and  the  patient  developed 
progressive  abdominal  distention  and  a falling 
hematocrit.  Twelve  hours  later,  the  patient  was 
re-explored,  the  preoperative  diagnosis  being  hem- 
orrhage from  one  of  the  vascular  anastomoses.  At 
operation,  a perirenal  hematoma  was  found,  but 
the  renal  vein  was  kinked,  and  this  and  the  exter- 
nal iliac  vein  were  full  of  thrombus.  The  venous 
anastomosis  was  revised  after  removal  of  clots  and 
excision  of  a narrowed  segment  of  external  iliac 
vein.  Biopsy  of  the  kidney  at  this  time  showed 
evidence  only  of  venous  congestion. 

The  patient  remained  anuric  over  the  next  eight 
days  with  a presumptive  diagnosis  of  acute  tubu- 
lar necrosis.  She  was  maintained  on  hemodi- 
alysis, and  gradually  her  urine  output  increased, 
but  the  creatinine  clearance  never  exceeded  4 ml. 
per  minute.  Four  days  postoperatively,  a trans- 
plant arteriogram  showed  normal  findings,  and  an 
ultrasonic  B-scan  revealed  a normal-sized  kidney 


FIGURE  2.  Photograph  of  ultrasonic  B-scan  taken  six 
weeks  after  transplantation  in  Case  1.  Arrow  indicates 
massive  collection  of  fluid  around  kidney,  structure  of 
which  cannot  now  be  seen. 
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FIGURE  3.  Photograph  of  ultrasonic  B-scan  taken 
three  months  after  transplantation  in  Case  1.  Lympho- 
cele  had  been  surgically  drained,  and  arrow  indicates 
transverse  section  of  renal  allograft  which  is  now  of 
normal  appearance.  Original  small  medial  fluid  collec- 
tion has  also  now  disappeared. 


with  a small  medial  fluid  collection.  Serial  scan- 
ning subsequently  revealed  a progressively  enlarg- 
ing kidney  and  an  increasing  medial  fluid  collec- 
tion. Three  weeks  postoperatively,  she  developed 
lymphocyturia  and  a fall  in  renal  blood  flow  as 
measured  with  an  ultrasonic  Doppler  flowmeter. 
A diagnosis  of  acute  rejection  was  made,  and  she 
was  treated  with  increased  doses  of  prednisone. 
The  treatment  resulted  in  a decrease  of  renal  size 
and  an  increased  blood  flow,  and  the  lymphocytes 
disappeared  from  the  urine.  However,  although 
urine  volumes  increased,  function  remained  poor, 
and  the  patient  was  discharged  still  being  main- 
tained on  hemodialysis. 

Two  months  after  the  transplant,  the  patient 
was  readmitted  complaining  of  swelling  over  the 
kidney  and  pain  which  radiated  to  the  thigh. 
There  was  no  swelling  of  the  leg.  Approximately 
250  ml.  of  straw-colored  fluid  were  aspirated,  and 
cytologic  and  biochemical  examinations  confirmed 
that  this  was  lymph  rather  than  urine.  The  fluid 
was  sterile  on  aerobic  and  anaerobic  culture. 
Over  the  next  four  weeks,  repeated  aspiration  of 
fluid  was  required  yielding  a total  of  1,400  ml.  of 
lymph.  The  patient  then  developed  a persistent 
chylous  cutaneous  fistula  draining  about  400  ml.  of 
fluid  a day.  It  was  clear  by  this  time  that  the 
kidney  was  incapable  of  sustaining  life,  and, 
therefore,  fourteen  weeks  after  transplantation, 
the  kidney  was  removed.  At  this  operation,  the 
kidney  was  seen  to  be  small  and  pale,  and  there 
was  no  evidence  of  a urine  leak.  Histology  of  the 
specimen  revealed  severe  cellular  and  vascular  re- 
jection changes.  The  patient  made  a satisfactory 
recovery  and  was  returned  to  the  outpatient  dialy- 
sis program  awaiting  retransplantation. 


Comment 

The  2 cases  described  have  many  features  in 
common,  and  both  closely  resemble  the  case  of 
massive  lymph  collection  around  a renal  allograft 
recently  reported  by  Inocencio  et  al.2  Both  our 
cases  presented  symptoms  of  tender  swelling  over 
the  graft  occurring  six  to  eight  weeks  after  trans- 
plantation. In  the  case  reported  by  Inocencio  et 
al.  the  condition  was  present  three  months  after 
insertion  of  the  kidney.  Case  2 showed  no  evi- 
dence of  iliac-vein  occlusion,  but  Case  1 had  ra- 
diologically  confirmed  evidence  of  partial  iliac- 
vein  compression  with  an  x-ray  film  appearance 
almost  identical  to  that  of  the  previously  pub- 
lished case.2  In  all  3 cases,  surgical  drainage  or 
aspiration  of  the  lymphocele  was  required. 

The  source  of  the  fluid  may  be  either  leakage 
from  the  recipient’s  own  divided  iliac  lymphatic 
vessels,  or  it  might  represent  an  exudate  from  an 
edematous  kidney  subjected  to  the  allograft-rejec- 
tion reaction.6  In  this  regard  it  is  of  interest  that 
in  the  second  case,  in  which  there  was  histologic 
evidence  of  acute  rejection,  the  fluid  collection 
around  the  kidney  persistently  recurred  despite 
repeated  aspiration,  and  the  complication  was  fi- 
nally resolved  only  by  removal  of  the  kidney.  On 
the  other  hand,  in  the  first  case  where  there  was 
only  slight  evidence  of  rejection,  there  was  no 
reaccumulation  of  fluid  after  drainage  of  the  lym- 
phocele. 

In  the  cases  described  the  use  of  the  ultrasonic 
B-scanner  proved  to  be  very  helpful.  While  radi- 
ography may  demonstrate  enlargement  of  a renal 
allograft,  we  are  not  able  to  visualize  perirenal 
fluid  collections  satisfactorily  by  these  techniques. 
In  addition,  the  use  of  the  ultrasonic  Doppler 
flowmeter  on  the  femoral  vein  of  the  graft  showed 
a reduction  in  femoral-vein  flow  much  as  would  be 
expected  by  a partial  occlusion  of  the  iliac  vein. 
The  use  of  both  ultrasonic  techniques  is  safe  and 
without  discomfort  to  the  patient  such  that  serial 
observations  may  be  carried  out  as  frequently  as 
clinically  indicated.  However,  the  techniques  do 
not  provide  a precise  differential  diagnosis  once  it 
has  been  established  that  a perirenal  fluid  collec- 
tion exists.  Of  course,  should  the  fluid  collection 
represent  hematoma,  it  is  likely  to  occur  early 
after  transplantation  and  would  probably  be  ac- 
companied by  clinical  signs  of  hemorrhage,  and 
exploration  of  the  graft  would  be  indicated.  A 
urine  leak  might  occur  at  any  time  during  the  first 
eight  to  ten  weeks  after  operation,  and  ultimately 
only  a full  urologic  investigation  and  biochemical 
examination  of  the  fluid  could  distinguish  this 
condition  from  a lymphocele. 

As  to  the  management  of  lymphoceles,  it  is 
clear,  from  our  second  case  and  that  previously  re- 
ported,2 that  iliac-vein  compression  may  result  in 
renal-vein  thrombosis  and,  therefore,  once  the  di- 
agnosis is  established,  surgical  exploration  is  indi- 
cated. Further,  the  accumulation  of  lymphatic 
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fluid  around  a graft  may  be  a consequence  of  allo- 
graft rejection,  and,  of  course,  increased  immuno- 
suppression would  be  required  in  this  instance. 
However,  the  appearance  of  a lymphocele  seems 
to  be  a late  rather  than  an  early  manifestation  of 
rejection. 

Summary 

Two  cases  of  perirenal  lymph  collections  occur- 
ring after  renal  transplantation  are  described. 
Both  were  visualized  by  the  use  of  an  ultrasonic 
B-scan.  The  complication  was  associated  with 
severe  rejection  in  1 case  and  was  finally  resolved 
only  by  transplant  nephrectomy.  In  the  other 
case,  the  lymphocele  threatened  the  viability  of 
the  graft  by  iliac-vein  compression,  but  surgical 
drainage  effectively  treated  the  complication,  and 
renal  function  was  not  ultimately  impaired. 

It  is  concluded  from  these  and  a previously  re- 
ported case  that  massive  perirenal  lymph  collec- 
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Metabolism-endocrine  series 

The  metabolism-endocrine  section  of  the  Depart- 
ment of  Medicine  at  Downstate  Medical  Center  in 
Brooklyn  is  sponsoring  a series  of  visiting  scientist  sem- 
inars to  be  held  from  1:15  to  2:15  p.m.  on  specified 
Tuesdays  in  the  Continuing  Education  Conference 
Center  of  the  Basic  Sciences  Building,  450  Clarkson 
Avenue.  “Pathogenesis  of  Graves’  Disease”  will  be  the 
subject  of  the  lecture  December  11  by  Sidney  C.  Wer- 
ner, M.D.,  professor  of  clinical  medicine  at  Columbia 
University  College  of  Physicians  and  Surgeons.  Janu- 
ary 8,  J.  Lester  Gabrilove,  M.D.,  clinical  professor  of 
medicine  at  Mount  Sinai  School  of  Medicine  of  the 


tion  around  a renal  allotransplant  is  an  indication 
for  surgical  exploration  of  the  graft. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14203 
(DR.  MURPHY) 
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City  University  of  New  York,  will  deliver  a lecture  on 
“Feminizing  Syndromes  in  Men.” 

Continuing  education  of  doctors 
to  be  stressed  at  AMA  convention 

Postgraduate  courses  to  help  physicians  keep  abreast 
of  the  newest  techniques  in  medical  care  will  be  the 
theme  of  the  1973  Annual  Clinical  Convention  of  the 
American  Medical  Association  Dec.  1 to  5 at  Anaheim, 
Calif. 

Six  medical  schools  in  Southern  California  are  coop- 
erating with  the  AMA’s  Department  of  Scientific  As- 
sembly in  offering  30  postgraduate  courses.  It  marks 
the  first  time  that  medical  schools  have  directly  coop- 
erated in  the  program,  making  available  to  partici- 
pants some  of  the  nation’s  top  medical  educators. 
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Medical  care  delivery* 

Dr.  Elkins:  I read  your  comments  in  the  June  15, 

1973,  issue  of  the  New  York  State  Journal  of  Medicine 
with  interest. 

In  particular,  I wonder  if  you  would  also  supply  to 
me  the  details  and  documentation  regarding  Medicaid 
waste  that  you  have  garnered,  and  perchance — your 
comments  on  appropriate  remedies. 

Thank  you  for  your  assistance. 

SANFORD  A.  KAPLAN,  M.D. 

125  Pietra  Drive 
Crestwood,  New  York  10710 

Dr.  Elkins:  I wish  to  congratulate  you  on  your  excel- 

lent rebuttal  of  Mrs.  Chisholm’s  scurrilous  attack  on 
the  medical  profession  in  the  current  issue  of  the  New 
York  State  Journal  of  Medicine. 

As  a general  practitioner  of  forty-eight  years,  who 
practices  in  a predominately  Hispanic  and  Black  area, 
your  reply  to  Mrs.  Chisholm  is  of  special  significance  to 
me. 

Also,  as  in  your  case,  I stem  from  very  humble  ori- 
gins and  have  had  to  fight  adversity  all  the  way. 

I believe  both  you  and  Mrs.  Chisholm  should  x air 
your  views  on  a panel  discussion  program.  It  would 
help  clear  up  many  misconceptions. 

MATTHEW  WARPICK.  M.D. 

600  West  138th  Street 
New  York,  New  York  10031 

Dr.  Elkins:  Today  is  my  thirty-eighth  birthday. 

Every  year  is  precious  to  me  because  I had  a radical 
mastectomy  for  cancer  at  age  thirty — in  the  prime  of 
my  life,  you  might  say. 

I firmly  believe  that  the  Lord  has  had  a lot  to  do 
with  the  passing  of  all  birthdays  since  surgery,  but  also 
firmly  believe  that  He  has  some  pretty  fine  people 
working  for  him — namely,  my  surgeon  and  internist. 
(I  pray  that  the  Lord  continues  with  them.) 

Medical  practice  is  doing  just  fine  in  this  country, 
contrary  to  what  “Congresswoman”  Shirley  Chisholm 
has  to  say. 

Essentially,  this  letter  is  to  compliment  you  very 
highly,  for  your  editorial  response  to  her  comments  in 
her  “Dear  Friend”  communication.  I am  in  almost 
total  agreement  with  every  word  you  incorporated  in 
your  reply;  it  was  gratifying  and  deeply  appreciated,  to 
see  your  comments  openly  in  print. 

Please  accept  my  very  sincere  compliments  for  hav- 
ing the  courage  and  the  intellectual  capacity  to  reply  in 
the  manner  in  which  you  did;  it  is  time  these  stands 

‘Responses  to  letter  to  Congresswoman  Shirley  Chisholm  by 
Murray  Elkins.  M.D.,  which  appeared  in  the  June  15,  1973 
issue  of  th e Journal,  on  pages  1708  to  1710. 


were  taken,  and  long  overdue  for  the  truths  which  you 
brought  into  print.  Thank  you. 

I have  worked  in  a hospital  (Horton  Memorial  in 
Middletown,  N.Y.)  for  a number  of  years,  and  have  ob- 
served our  80  and  more  doctors  working:  day  and 

night,  in  office,  in  hospital,  on  committees,  doing  per- 
sonal research  for  continued  education.  Doctors  (as  all 
mortals)  have  their  faults;  but  they  are  a very  special 
kind  of  folks.  Regardless  of  their  individual  personali- 
ties, all  of  our  doctors  work  hard  at  practicing  good 
medicine,  and  this  is  the  keynote  of  their  lives. 

Thanks  again,  for  “telling  it  like  it  is,”  on  every  issue 
raised. 

MS.  LAURA  LEESE 
R.D.  z2,  Highland  Lake  Road 
Middletown,  New  York  10940 

Dr.  Elkins:  Two  of  your  most  recent  articles,  a letter 
answering  Congresswoman  Chisholm’s  charges  about 
the  poor  medical  care  given  to  Blacks  and  the  other 
dealing  with  the  rampant  VD  picture  in  our  country, 
both  deserve  answers. 

Your  reply  to  Mrs.  Chisholm  reminds  me  of  the  rac- 
ist remark  that  one  of  my  patients  made  to  me  recent- 
ly: How  come  you  people  have  been  kicked  around  so 
long  and  you  made  it  alone.  No  help  from  anybody. 
You  know  why,  Doc?  Because  you  pulled  yourself  up 
by  your  bootstraps.  To  which  I replied,  “They  don’t 
have  bootstraps.”  Your  chauvinistic  peregrinations,  as 
described  in  your  letter  to  her:  poor  boy  in  the  Bronx, 
struggling  parents,  etc,  etc.  places  you  in  the  same  cat- 
egory as  my  patient.  I don’t  intend  to  call  you  a racist 
but  your  thinking,  like  many  others,  has  been  so  struc- 
tured, from  the  time  we  were  small  and  heard  the 
word,  “Schwartza.” 

One  never  really  feels  that  cancer  of  the  right  side  of 
the  large  bowel  is  better  than  of  the  descending  colon. 
Yet  your  citing  of  the  6 million  Jews  killed  by  the 
Nazis  brings  to  mind  the  30  million  Blacks  killed  in 
this  country  since  they  were  brought  here  in  chains. 
What  about  the  genocide  committed  against  the  Indi- 
ans. 

Your  outline  to  Mrs.  Chisholm  concerning  better 
medical  care  for  Blacks  I found  lacking  in  candor.  It 
was  typical  of  a reply  from  one  of  the  large  insurance 
companies  or  the  drug  monopolies.  Your  solution  will 
not  solve  the  problem. 

In  reply  to  your,  “In  pursuit  of  the  elusive  GC  and 
Spirochete.”  I can  only  say  the  following:  a country 

which  has  followed  a course  of  economic  expansionism 
at  the  expense  of  other  countries,  a country  which  uses 
an  atomic  weapon  on  a colored  race  while  trying  to 
maintain  the  economic  potential  of  another  so-called 
enemy  country  (Ruhr  Valley  during  World  War  II),  a 
country  which  for  the  past  twenty  years  has  rained  ter- 
ror on  a small  area  of  the  world  to  maintain  nondemo- 
cratic  governments,  a country  where  the  highest  offi- 
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cials  are  involved  in  the  most  crooked  plan  to  convert 
our  country  to  a form  of  fascism,  these  are  your  under- 
lying causes  for  the  unfortunate  predicament  that  our 
young  find  themselves  in.  To  add  to  the  dysproteine- 
mia  or  inborn  errors  of  metabolism  of  our  body  politic: 
50  per  cent  of  our  hospital  beds  are  used  for  mental 
cases,  we  have  the  highest  rate  of  cirrhosis  in  the 
world,  the  highest  divorce  rates.  I could  go  on  ad  nau- 
seam. 

So  you  see,  Dr.  Elkins,  your  answer  to  Mrs.  Chis- 
holm is  fighting  a tiger  with  a carrot.  The  same  for 
your  solution  to  the  VD  problem:  there’s  no  sub- 

stance. 

It  was  William  Shirer,  the  noted  World  War  II  corre- 
spondent, who  recently  said,  “When  fascism  comes  to 
the  U.S.  it  will  come  under  the  guise  of  superpatrio- 
tism.” This  is  where  we  are  at  this  moment. 

HENRY  BRYNE,  M.D. 

455  Deer  Park  Avenue 
Babylon,  New  York  11702 

Dr.  Bryne:  Thank  you  for  your  letter  of  July  6.  I real- 
ize how  much  time,  effort,  and  consideration  went  into 
its  preparation. 

I tried  in  my  reply  to  give  a general  impression  that  I 
was  not  answering  Shirley  Chisholm’s  letter  from  a ra- 
cial standpoint  because  I have  combated  discrimina- 
tion in  all  forms  for  many  years.  I think  perhaps  that 
because  her  letter  was  written  by  one  who  is  black  and 
my  answer  was  written  by  one  who  is  white  the  errone- 
ous impression  might  be  that  it  was  a racial  confronta- 
tion. Nothing  could  be  further  from  the  truth.  I am 
vehemently  opposed  to  racial  discrimination,  in  all 
forms,  against  anyone  and  everyone.  I oppose  and  con- 
demn discrimination  against  blacks.  By  the  same 
token,  I equally  oppose  discrimination  against  whites. 

I would  like  to  refer  you  to  some  of  the  things  I have 
written  which  you  have  not  had  the  opportunity  to 
read  in  the  past  few  years.  The  following  is  a Christ- 
mas greeting  printed  on  the  front  cover  of  the  Queens 
County  Medical  Society  Bulletin  the  month  of  Decem- 
ber, 1972,  which  I wrote: 

“At  this  holiday  season,  when  personal  aspiration, 
self  indulgence  and  animosity  lessen  or  cease  for  but  a 
short  moment  in  time,  people  of  all  faiths,  nationalities 
and  color  join  hands  to  pray  and  hope  for  universal 
peace.  It  is  a time  when  tradition  dictates  reverent  re- 
flection for  good,  not  evil;  kindness,  not  unconcern; 
love,  not  hate. 

“It  is  with  this  spirit  that  the  Officers,  Staff  and 
Women’s  Auxiliary  of  the  Medical  Society  of  the  Coun- 
ty of  Queens  extend  sincere  Christmas  and  Chanukah 
greetings  to  all.  Particular  welcome  and  good  wishes 
for  the  holiday  season  and  throughout  the  coming  year 
are  extended  to  our  physicians  and  their  families  from 
many  lands,  speaking  many  languages,  who  have  joined 
our  membership  and  provided  it  with  warm  interna- 
tional scope  and  flavor.” 

In  addition  I initiated  two  international  social  dances 
during  the  past  year  which  were  held  at  the  Medical 
Society,  so  that  people  of  all  races,  religions,  and 
countries  of  origin  could  come  together  in  friendship. 

I also  call  your  attention  to  the  fact  that  in  my  letter 
to  Mrs.  Chisholm  I expressed  my  concern  for  the  peo- 
ple of  the  ghetto,  black,  white,  and  all  other  nationali- 
ties and  persuasion.  I called  attention  in  that  letter  to 
the  fact  that  I deplored  such  conditions.  I stated  that 


the  solution  was  elimination  of  the  slums  not  only  for 
blacks  but  for  everyone.  I pointed  out  the  difference  in 
her  statements  and  those  of  Martin  Luther  King,  Jr.  I 
attempted  to  show  her  that  a great  black  humane  lead- 
er, preacher,  and  martyr  advocated  good  will,  justice, 
compassion,  and  fraternal  love;  whereas  she  was 
preaching  acrimony,  intolerance,  and  hatred.  It  is  im- 
portant to  realize  this  because  it  transcends  the  ques- 
tion of  medical  care.  The  social  issues  and  implica- 
tions are  more  paramount. 

It  is  to  be  noted  that  Mrs.  Chisholm  sent  her  letter 
which  I consider  racist,  antiwhite,  on  Congress  of  the 
United  States  stationary  indiscriminately  to  the  public 
from  mailing  lists. 

I have  received  many  complimentary  letters  and 
phone  calls  from  white  and  black  physicians  about  the 
letter. 

My  least  sentence  to  her  stated  “I  would  be  pleased 
to  meet  you  at  your  convenience  to  discuss  these  prob- 
lems.” She  has  not  accepted  this  invitation. 

I trust  this  letter  will  dispel  the  thought  that  my 
reply  to  Mrs.  Chisholm  was  in  any  manner  a racial 
one.  As  a physician,  I certainly  resented  it. 

MURRAY  ELKINS,  M.D. 

101-01  159th  Avenue 
Howard  Beach,  New  York  11414 

Dr.  Elkins:  I was  intensely  “moved  to  tears”  on  read- 
ing your  reply  to  Shirley  Chisholm.  Perhaps  it  is  be- 
cause I feel  such  similar  frustrations  myself. 

Her  letter  and  your  reply  should  be  reprinted  and 
sent  to  every  member  of  Congress  and  our  State  Legis- 
lature. 

NORMAN  S.  BLACKMAN,  M.D.,  P.C. 

35  Monroe  Place 
Brooklyn,  New  York  11203 

P.S.  I’d  be  glad  to  help  defray  the  cost  of  such 
printing  and  mailing. 

P.P.S.  This  is  the  kind  of  communications  that 
belongs  in  The  New  York  Times — in  a space  Paid  for 
by  physicians  to  guarantee  publication. 

Dr.  Elkins:  I wish  to  complement  you  on  your  excel- 

lent letter  recently  printed  in  our  New  York  State 
Journal. 

Maybe  there  is  a little  hope  for  our  profession  when 
men  in  your  position  respond  in  such  a logical  way  to 
the  many  unfounded  criticisms  of  physicians.  It  was 
really  well  done. 

NORMAN  E.  JOHNSON,  M.D. 

1200  East  Genesee  Street 
Syracuse,  New  York  13210 

Dr.  Elkins:  I read  with  great  interest  your  very  astute 
and  comprehensive  response  to  Mrs.  Chisholm’s  urgent 
request  for  money,  as  noted  in  the  June  15  issue  of  the 
State  Journal. 

May  I congratulate  you  on  the  thoroughness  with 
which  you  told  her  off,  and  clearly  displayed  her  true 
colors. 

More  power  to  you  and  I’d  be  glad  to  learn  if  she  ac- 
cepts your  invitation  to  meet  and  discuss  the  matter 
further. 

MILTON  BLAINE  BERGMANN,  M.D.,  F.A.C.S. 

117-B  Exmore  Court 
Ridge,  New  York  11961 
continued  on  page  271 7 
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Obituaries 


Harry  Ned  Ballot,  M.D.,  of  The  Bronx,  died  on  Sep- 
tember 26  at  the  age  of  sixty-six.  Dr.  Ballot  graduated 
in  1930  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Elfe  Wilkiser  Enrick,  M.D.,  of  New  York  City,  died 
on  January  26  at  the  age  of  seventy-seven.  Dr.  Enrick 
received  her  medical  degree  from  the  University  of  Ber- 
lin in  1920.  She  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  and  a member  of  the 
American  Academy  of  Dermatology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Oscar  Edward  Gomoll,  M.D.,  of  Auburn,  died  on 
September  26  at  the  age  of  sixty -four.  Dr.  Gomoll 
graduated  in  1932  from  Queens  University  Faculty  of 
Medicine,  Kingston,  Ontario.  He  was  an  attending 
anesthesiologist  at  Mercy  and  Auburn  Hospitals.  Dr. 
Gomoll  was  a member  of  the  New  York  State  Society 
of  Anesthesiologists,  the  Cayuga  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

G.  Bayard  Hanford,  M.D.,  of  Fair  Haven,  died  on 
September  27  at  the  age  of  fifty-eight.  Dr.  Hanford 
graduated  in  1940  from  Syracuse  University  College  of 
Medicine.  He  was  a member  of  the  Cayuga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Gerald  Reid  Jameison,  M.D.,  of  Rhinebeck,  died  on 
October  12  at  the  age  of  eighty.  Dr.  Jameison  gradu- 
ated in  1918  from  Albany  Medical  College.  Retired,  he 
was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  and  a member  of  the  American  Psychi- 
atric Association,  the  New  York  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Carl  J.  Kornreich,  M.D.,  of  New  York  City  and  Har- 
rison, died  on  October  5 at  the  age  of  sixty-five.  Dr. 
Kornreich  graduated  in  1935  from  New  York  University 
Medical  College.  He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
New  York  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Herman  Harrison  Livingston,  M.D.,  of  The  Bronx, 


died  on  October  6 at  the  age  of  sixty -Five.  Dr.  Living- 
ston graduated  in  1931  from  Tufts  University  School  of 
Medicine.  He  was  an  associate  attending  surgeon  at 
Montefiore  Hospital  and  Medical  Center,  a consulting 
orthopedic  surgeon  at  Morrisania  City  Hospital,  and 
chief  of  surgery  at  Royal  Hospital.  Dr.  Livingston  was 
a Diplomate  of  the  American  Board  of  Surgery,  a Fel- 
low of  the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of 
the  Westchester  Academy  of  Medicine,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Julius  Frederick  Neuberger,  M.D.,  of  New  York 
City,  died  on  July  24  at  the  age  of  eighty-four.  Dr. 
Neuberger  graduated  in  1913  from  the  University  of 
Oregon  Medical  School.  He  was  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gerald  Abraham  Peltier,  M.D.,  of  Jamaica,  died  on 
September  21  at  the  age  of  seventy.  Dr.  Peltier  gradu- 
ated in  1936  from  the  National  University  of  Ireland 
(University  College,  Dublin).  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Giovanni  Raziano,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 4 at  the  age  of  sixty-nine.  Dr.  Raziano  re- 
ceived his  medical  degree  from  the  University  of  Rome 
in  1928.  He  was  an  assistant  attending  physician  in 
general  practice  at  Wyckoff  Heights  Hospital.  Dr.  Ra- 
ziano was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Emanuel  Saland,  M.D.,  of  The  Bronx,  died  on  Octo- 
ber 8 at  the  age  of  sixty-one.  Dr.  Saland  received  his 
medical  degree  from  the  University  of  Bern  in  1938. 
He  was  an  assistant  attending  neuropsychiatrist  at 
Fordham  Hospital.  Dr.  Saland  was  a member  of  the 
American  Psychiatric  Association,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Charles  Henry  Schaefer,  M.D.,  of  Westburv.  died  on 
October  5 at  the  age  of  forty.  Dr.  Schaefer  graduated 
in  1965  from  Queen’s  University  Faculty  of  Medicine, 
Belfast.  He  was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  New  York  State  Society  of 
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Anesthesiologists,  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Josef  Stralberg,  M.D.,  of  New  York  City,  died  on 


continued  from  page  2715 

To  the  Editor:  Somewhat  belatedly — for  I just  re- 

turned from  my  vacation — I wish  to  express  my  admi- 
ration for  Dr.  Elkins’  reply  to  one  of  the  countless  as- 
saults on  our  profession.  I specifically  refer  to  the  let- 
ter written  by  this  eminent  colleague  of  ours  in  a re- 
cent issue  of  your  journal. 

I shall  not  repeat  the  cogent  arguments  Dr.  Elkins 
adduces  in  order  to  invalidate  the  preposterous  state- 
ments concerning  the  allegedly  inferior  medical  care 
delivery  rampant  in  our  country.  I am  a world  traveler 
and  having  visited  over  a hundred  countries  I can  only 
concur  with  the  statement  that  U.S.  medical  care  is 
second  to  none.  The  so-called  defects  we  still  have  are 
in  the  vast  majority  of  the  cases— as  Dr.  Elkins  rightly 
states — due  to  sheer  negligence  on  latent  laziness  on  the 
part  of  vast  segments  of  our  population.  I do  not  claim 
that  there  is  no  room  for  improvement.  However,  it  is 
not  up  to  our  profession  to  introduce  that  improve- 
ment; rather  it  is  up  to  certain  socioeconomic  changes 
that  we  have  to  look  for  in  order  to  eliminate  those  de- 
fects. 

MARDOQUEO  I.  SALOMON,  M.D. 

1350  Madison  Avenue 
New  York,  New  York  10028 

Re  editorial — smallpox 
vaccination 

To  the  Editor:  Dr.  Stolfi’s  editorial,  “Smallpox  vacci- 
nation— why  change  the  law?”  (New  York  State  Jour- 
nal of  Medicine  73:  1771  [July  1]  1973)  cannot  be  al- 
lowed to  stand  without  rebuttal. 

To  infer  than  an  editorial  written  in  1896  criticizing 
antivaccinationists  on  the  basis  of  unfortunate  events 
of  that  time  has  current  relevance  to  the  question  of 
discontinuation  of  universal  vaccination  in  this  country 
is  ridiculous. 

Today’s  statistics  on  variola  incidence  and  vaccina- 


July 4 at  the  age  of  seventy-six.  Dr.  Stralberg  received 
his  medical  degree  from  the  University  of  Vienna  in 
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tion  complications  demand  our  consideration  in  deci- 
sion making  rather  than  yesterday’s.  Sensible  analysis 
of  these  dictate  discontinuation  of  routine  vaccination 
in  this  country.  The  last  sentence  of  the  1896  editorial 
should  be  applied  to  Dr.  Stolfi’s  position — “But  when 
the  obstinate  refusal  to  profit  by  experience  and  the 
warnings  of  history,  involves  the  death  of  innocent  . . . 
.victims  ( through  vaccination)  . . . the  disaster  is  truely 
awful.” 

ROBERT  A.  HOEKELMAN,  M.D. 

Associate  Professor  of  Pediatrics  and  of  Health  Services 
The  University  of  Rochester  School  of  Medicine  and  Dentistry 

260  Crittenden  Boulevard 
Rochester,  New  York  14642 

Sir:  I cannot  accept  Dr.  Hoekelman’s  severe  criticism. 
His  reasoning  is  unsound.  As  physicians  we  hope  that 
all  preventive  measures  reduce  the  incidence  of  a 
dreaded  disease  below  that  of  complications  from  the 
procedure  used.  A good  vaccine  is  expected  to  do  just 
that.  Therefore,  it  is  foolish  to  discontinue  a success- 
ful program  when  that  goal  has  been  reached.  Most  of 
the  hazard  in  vaccination  can  be  avoided  by  heeding 
the  admonition  of  withholding  the  procedure  from  the 
child  with  eczema,  skin  reactions,  or  disturbed  immu- 
nity. 

Why  invite  a resurgence  of  smallpox  by  changing  the 
mandatory  aspects  of  the  law?  Many  more  will  die  if 
that  occurs.  I believe  that  most  physicians  would  pre- 
fer to  risk  the  relatively  rare  serious  reaction  rather 
than  attempt  to  stem  the  tide  of  a true  epidemic. 
Have  we  forgotten  the  “1947  smallpox  scare?”  Are 
we  ignoring  the  recent  outbreaks  of  smallpox  abroad? 
Air  transportation  places  us  in  very  close  contact  with 
all  of  such  sources.  If  we  stop  vaccinating,  we  can  be 
certain  that  the  virus  will  remain  dormant?  I,  for  one, 
will  continue  to  advise  my  children,  grandchildren,  and 
patients  to  demand  vaccination  against  smallpox. 

JULIUS  E.  STOLFI.  M.D. 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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168th 

Annual  Convention 

OF  THE 

Medical  Society  of  the 
State  of  New  York 


February  24-28, 1974 

at  the 

Americana  Hotel 
New  York  City 


HIGHLIGHTS 

General  Sessions 

Sunday,  February  24th 

The  Thyroid 

Monday,  February  25th 

PSRO  (Professional  Service 
Review  Organization) 

Tuesday,  February  26th 
Prison  Medicine 

Wednesday,  February  27th 
Lung  Day 


Scientific  Sections:  Symposia,  Panel  Dis- 
cussions; Annual  Meeting  of  House  of  Dele- 
gates; President's  Reception  and  Dinner 
Dance;  Scientific  and  Technical  Exhibits; 
Scientific  Motion  Pictures. 

V ) 


2719 


PHYSICIANS  WANTED 

PHYSICIANS  WANTED— CONT'D 

THIRD  YEAR  RESIDENCY  IN  PSYCHIATRY:  AN  UNUSUAL  0PP0R- 

tunity  for  residents  interested  in  preparing  for  private  practice.  Intensive 
individual  psychotherapy  emphasized  with  considerable  supervision.  Also 
supervised  training  in  group,  milieu,  pharmaco,  and  somato  therapies.  Addi- 
tional opportunity  for  research  training  and  experience  with  ongoing  research 
projects.  Stipend  $18,500  per  annum,  with  major  medical  insurance  benefits. 
Write  Charles  P.  Neumann,  M.D.,  Medical  Director,  Silver  Hill  Foundation, 
Box  1177,  New  Canaan,  Conn.  06840. 

ADMINISTRATOR:  FOR  95-BED  HOSPITAL  PLUS  8-BED  NURSING 

home.  Degree  preferred;  5 yrs.  experience  as  ass’t  or  administrator.  Ability  t«  | 
manage  effectively,  work  with  people,  and  promote  good  public  relations. 
Salarv  negotiable.  Onlv  complete  resumes  acceptable.  Dept.  365,  1 0 - 
NYSJM. 

PEDIATRICIAN,  FULL  TIME,  NEW  YORK  AREA,  MULTI-SPECIALTY 
Group,  Salary  $27,000  a year.  Dept.  344,  c/o,  NYSJM. 

PRACTICES  WANTED 

ALBANY  V.  A.  HOSPITAL  HAS  URGENT  NEED  OF  A BOARD  CERTIFIED 
or  Board  Eligible  Anesthesiologist  to  fill  a vacancy  created  by  the  retirement 
of  the  Chief  Anesthesiologist.  This  1000  bed  hospital  is  closely  affiliated  with 
the  Albany  Medical  Center  Hospital  and  College.  The  position  offers  a very 
stimulating  and  worthwhile  experience,  with  opportunity  for  teaching.  There 
is  an  active  program  in  all  specialties,  including  General  Surgery,  Kidney 
Transplants,  Urology,  Thoracic,  Vascular,  Neurosurgery,  Plastic  Surgery, 
E.E.N.T.  and  Orthopedics.  Equipment  is  complete  and  up  to  date  for  admin- 
istration of  all  agents  and  techniques.  The  appointee  will  join  another 
anesthesiologist  and  seven  nurse  anesthetists.  Salary  dependent  on  qualifica- 
tions and  experience.  Send  resume  to  Personnel  Service  (135),  V.  A.  Hospital, 
Albany,  N.Y.  12208.  An  equal  opportunity  employer. 

ANESTHESIOLOGIST,  BOARD  CERTIFIED.  SEEKS  PARTNERSHIP  OR 
individual  practice  New  York  and  New  Jersey  license  Dept  215,  c/o 
NYSJM 

NEUROLOGIST,  AGE  31,  UNIVERSITY  TRAINED,  BOARD  ELIGIBLE, 
seeking  opportunity  for  solo  practice  or  partnership  in  areas  outside  New  York 
City.  Has  N.Y.  license  through  FLEX.  Dept.  360,  c/o  NYSJM. 

SIX  MAN  G.P.  GROUP  SEEKS  REPLACEMENT,  G.P.  OR  INTERNIST, 
for  partner.  Cover  every  sixth  night  and  weekend.  Beautiful  college  town  90 
miles  from  New  York  City.  Excellent  hospitals.  Early  partnership.  Vaca- 
tion area.  Joseph  F.  Krivda,  M.D.,  Medical  Associates  of  New  Paltz,  New 
Paltz,  New  York  12561. 

MISCELLANEOUS 

FOUR  YEAR  APPROVED  SURGICAL  RESIDENCY  PROGRAM.  UNEX- 
pected  vacancy,  3rd  year  level,  presently  available.  July  1974,  4th  year  posi- 
tion open.  Write:  Anthony  C.  Barbara,  M.D.,  Director,  Surgical  Education, 
Hackensack  Hospital,  Hackensack,  New  Jersey  07601. 

MEDITATION  TECHNIQUES:  A WORKSHOP  FOR  PHYSICIANS  CON- 
ducted  by  a physician  in  New  York  City.  Tuesday  afternoons.  Please  apply 
stating  specialty.  Dept.  357,  c/o  NYSJM. 

OPPORTUNITIES  FOR  PSYCHIATRISTS  ARE  AVAILABLE.  VACANCIES 
exist  for  psychiatrists  with  salary  to  $34,363  depending  upon  qualifications. 
6 2%  increase  in  salary  expected.  Applicants  must  be  licensed  or  hold 
ECFMG  and  LMCC.  Gowanda  is  an  accredited  psychiatric  hospital  operated 
by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  of  Buffalo,  N.Y.  Benefits  in- 
clude 3'  > weeks  paid  leave  and  11  paid  holidays  during  the  first  year  of  em- 
ployment. A liberal  non-contributory  retirement  plan  is  one  of  the  many 
benefits.  Contact  Director,  Gowanda  State  Hospital,  Helmuth,  N.Y.  14079. 

IF  YEARLY  GAINS  OF  17  TO  30%  APPEAL  TO  YOU,  LET  ME  HELP  YOU 
invest  in  rare  coins.  I will  select  coins  for  growth  potential  and  place  in  your 
hands  for  appreciation.  I will  advise  you  all  the  way.  Vincent  Iacobelli,  M.D., 
Five  David  Court,  Port  Jefferson,  N.Y.  11777.  — 

*s. 

BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 

LO  5-2943 

DERMATOLOGIST  HAS  NF1W  YORK  CITY  DELUXE  15  ROOMS  COM- 
pletely  equipped  office.  Wishes  assistant;  possible  partnership  later.  Joseph 
J.  Eller,  M.D.,  745  Fifth  Ave..  New  York,  N.  Y.  10022.  Tel:  (212)  735-6033. 

POSITIONS  WANTED 

EMERGENCY  ROOM  PHYSICIAN,  FULL  TIME.  FULLY  ACCREDITED 
600  bed  teaching  hospital;  excellent  remuneration  and  benefits.  Located  in 
scenic  area,  close  to  cultural  and  sports  facilities.  Large  urban  areas  easily 
reached.  Massachusetts  license  required.  Submit  curriculum  vitae  to: 
Theodore  R.  Miner,  M.D.,  Director  Emergency  Services,  Springfield  Hospital 
Medical  Center,  759  Chestnut  St.,  Springfield,  Massachusetts  01107. 

UROLOGIST:  AGE  30,  UNIVERSITY  TRAINED,  MILITARY  OBLIGATIOf 
completed,  married.  Seeks  association  leading  to  partnership,  or  solo  prat 
tice.  Available  July  1974.  Mark  Fagelman,  M.D.,  55  Revmont  Ave..  Ryt 
N.Y.  10580. 

PHYSICIAN,  SOLO,  MEDICAL  BUILDING  NEAR  SMALL  HOSPITAL. 
Will  subsidize  $l,500-$2,500  per  month,  plus  free  rent  6-12  months.  Rural 
area;  yachting,  golf,  skiing;  30  miles  to  large  medical  school  affiliated  hospital 
Rochester  area.  Contact  Arthur  Fisher.  M.D..  Administrator,  Myers  Hospi- 
tal, Sodus,  N.Y.  14551. 

RADIOLOGIST,  CERTIFIED  DIAGNOSIS  AND  THERAPY.  AGE  64 IX 
healthy,  seeks  association  part  or  full  time  with  individual,  group  or  hospital  . 
Will  consider  locum  tenens,  vacation  and  out-patient  coverage.  Licensed  ii  - 
N.Y.,  N.J.  and  Michigan.  Retirement  1 Jan.  1974.  Available  immediately 
Dept.  364,  c/o  NYSJM. 

PART-TIME  M.D.,  PREFERABLY  WITH  INTERNAL  OR  INDUSTRIAL 
medicine  experience,  for  new  plant  of  national  corp.  with  outstanding  preven- 
tive programs.  Pleasant  location  at  College  Point.  Flexible  hours.  F.  L. 
Morton,  M.D.  (212)  746-2137. 

PSYCHIATRIST,  BOARD  CERTIFIED.  VERY  WIDE  AND  RESPONSIBL  • 
experience,  and  very  impressive  curriculum  vitae.  Licensed  in  New  Yorl 
Pennsylvania,  New  Jersey.  Available  for  right  position.  Dept.  366,  c 
NYSJM. 
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TRAINED  MEDICAL  ASSISTANTS 


to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 


Mandl  School  554  V»2tf&410019 

175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
EST  1924 — Licensed  hv  the  New  York  State  Educ.  Dept.  _ 


Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene 
fits.  Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


Spectacles  weren't  iisrmopucei? 
UNTIL 1300.  BEFORE 
THAT  TIME,  MILLIONS 
OF  PEOPLE  UVtPCXJT 

their  uves  never 
King  able  TO  6EE 
MOUNTAIN^  aoups 
OR  STARS.  BENJAMIN  FRAHKUN 
INVENTED  BIFOCAL  LENSES  in  17d4! 

ooc 

For  free  Information  on  how  you  can  prevent 
blindness  and  save  tight  write  to  the 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

7*  MADISON  AVENUE 
NEW  YORK,  K.Y.  10011 


REAL  ESTATE  FOR  SALE  OR  RENT 


PUERTO  RICO.  RENT  MY  DELUXE  BEACHFRONT  CONDOMINIUM 
apartment,  weekly,  monthly,  seasonally;  less  than  'k  cost  of  hotel  accommo- 
dations, Condado  area,  furnished,  air-conditioned,  sleeps  up  to  5 people,  2 
terraces,  swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  to  shop- 
ping, hotels,  restaurants.  (212)  746-3587.  9:30-5:00  P.M.  weekdays. 


WHITE  PLAINS  MEDICAL  CENTRE,  170  MAPLE  AVE.;  1200  SQ.  FT. 
Ideal  for  internists,  pediatricians  or  others.  Air  conditioned,  good  parking, 
immediately  adjacent  White  Plains  Hospital.  Contact  John  Holzinger  (212) 
687-1743. 


BROOKLYN  HEIGHTS,  173  HICKS  ST.  NEWLY  RENOVATED  BLDG., 
private  street  entrance.  1 room  suite  $205;  2 room  suite  $250.  Call  Mr. 
O’Reilly  243-1770,  or  Charles  H.  Greenthal  & Co.,  18  East  48  St.  PL  2-4700. 


TIRED  OF  HIGH  TAXES  AND  EXPRESSWAYS?  WH1TESTONE. 
Queens,  corner  lot  100  X 79,  near  all  transportation,  axes  less  than  $600. 
Colonial,  4 bdrooms,  2 baths,  finished  basement  with  kitchen.  Terrace  doors 
to  in-ground  swimming  pool  14  X 20,  surrounded  by  Redwood  fence;  220  line. 
No  doctor  in  immediate  area.  $85,000.  Triangle  adjacent  lot  available. 
Phone  (212)  746-5412. 


CORAM-SELDEN  MEDICAL  MALL.  OCCUPANCY  DECEMBER  1.  1973. 
All  medical  specialties  invited  to  inquire:  Ob/Gvn,  int.  Med.,  GP,  Ophthal- 
mology, Dermatology,  Radiology.  Call  Dr.  Gross  (516)  588-0852. 


INDIAN  ROCKS  BEACH,  FLA.,  BETWEEN  CLEARWATER/ST.  PETE. 
New  lux  duplex,  right  on  beach.  Two  spacious,  exquistely  furnished  apts. 
Two  of  the  best  on  the  beach.  They  have  everything  and  more.  Apts.  $1,100 
per  mo.  Inquire:  Jerry  Robbins  (813)  971-3030. 


FOR  SALE:  NASSAU  COUNTY,  N.Y.,  8-YEAR  OLD.  4 BEDROOM 

Colonial  house  with  attached  two  room  professional  office.  Includes  central 
a/c,  panelled  den  with  fireplace.  Burglar  & fire  alarms.  Auto,  garage  door, 
auto,  lawn  sprinkler  system  and  many  other  extras.  Perfect  condition. 
$75,000.  (516)  378-3233  or  (212)  TR  4-3578. 


SMITHTOWN,  COLONIAL,  8 RM„  4 BEDROOMS,  2'k  BATHS;  6 ROOM 
office,  private  entrance;  corner  1/3  acre;  central  air  conditioning  throughout; 
pool  in  ground;  professionally  landscaped,  large  patio  and  barbeque.  Retiring. 
(516) 724-6563. 


DOCTOR'S  OFFICE  FOR  RENT:  MANHATTAN.  EXCELLENT  LOCA- 

tion,  East  60th  Street  between  Park  and  Lexington  Avenues.  Elegant,  modern 
luxury  building,  convenient  transportation.  Suitable  psychiatrist  or  any  other 
consultant.  Available  evenings,  Saturday  a.m.,  Monday  afternoons.  Phone 
838-5222. 
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1974  Albion  0.  Bernstein , M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1974 
ALBION  O.  BERNSTEIN,  M.D.  AWARD 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine.  Work  done  during  the  last  few  years  is  to  be  given  priority. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  February  24-28,  1974.  It  was  created  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hos- 
pital call  in  November,  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award,  by  December  15,  1973  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
: 420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

) 


(Nomination  Form) 

Albion  0.  Bernstein,  M.D.  Award 


Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

I nominate  the  above  for  the  1974  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (The  official  nomination  form 
must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  including  biography  and  outline 
of  publications  in  general.  Also  include  the  significance  of  your  nominee’s  achievement  or  the 
basis  for  your  selection.) 

Mail  entries  before  December  15,  1973  to:  AWARDS  COMMITTE,  Medical  Society  of  the  State 
of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.,  11040. 

Nominator : 

Title : 

Organization : 

Address : 

Telephone  (4-  area  code) 

(PLEASE  PRINT  THE  ABOVE) 


Signed : 
Date: 
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NEW  YORK  CITY  AREA 


December  1973 

French  and  Polyclinic  Medical  School  and 
Health  Center 

The  Postgraduate  Medical  School 
481  Eighth  Avenue 

Two-Day  Course 

ENDOSCOPY  IN  GYNECOLOGY  AND 
INFERTILITY 

For  further  information,  please  address  the  Dean,  at  the 
above  address. 


December  3 / 5,  1973 

N.Y.U.  School  of  Medicine  in  conjunction 
with  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation 

400  East  34th  Street 
Full-time  Course 

CLINICAL  ELECTRODIAGNOSIS  OF 
NEUROMUSCULAR  DISEASES 

FEE:  $150 

Write:  Program  Chairman  Joseph  Goodgold,  M.D.,  NYU 

Institute  of  Rehabilitation  Medicine  RR  617,  at  the  above 
address.  Zip  10016. 


MONDAY,  DECEMBER  3 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  Advances  in  Pacemaker  Therapy  for 
Cardiac  Arrhythmias 

SIMON  DACK,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Dealing  with  Problems  of  Sexuality 

DON  SLOANE,  M.D. 

New  York  Medical  College 


December  4 / 17,1973 

8:00  a.m.,  Tuesdays 

Richmond  County  Chapter  AAFP 

The  Staten  Island  Hospital  Conference  Room 
101  Castleton  Avenue 
Staten  Island 

Continuing  Postgraduate  Medical  Education  Family  Practice 
Section 

December  4 


Examination  of  the  Knee 

J.  BONAMO,  M.D. 

December  1 1 

Common  Office  Orthopedic  Problems 

F.  ARIOSTA,  M.D. 

December  17 

Advances  in  Hypertensive  Disease 

J.  McGINN,  M.D. 


December  4 / 12,  1973 
Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

Conference  Schedule 
December  4-10:00-11:00  a.m. 

Dialytic  Medicine 

BARBARA  DELANO,  M.D. 

Downstate  Medical  Center 

December  7-10:30-11:30  a.m. 

Chromosomes  and  Genetic  Counseling 

EUGENE  PERGAMENT,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

December  12-11:00  a.m. -12:00  noon 

Disorders  of  Mild  Production 

JAMES  JONES,  M.D. 

Downstate  Medical  Center 


WEDNESDAY,  DECEMBER  5 

4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 

Pediatric  Guest  Lecture 

MAGNESIUM 

PHILIP  J.  LIPSITZ,  M.D. 

Beth  Israel  Hospital 


4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

THE  REPEATEDLY  ILL  CHILD 

NATHAN  M.  GREENSTEIN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  1 \ hours 
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THURSDAY,  DECEMBER  6 

9:00-11:00  p.m. 

The  Bronx  County  Medical  Society 

The  Albert  Einstein  College-of  Medicine 

The  Forchheimer  Building — 1st  Floor  Lecture  Hall 

1300  Morris  Park  Avenue 

Bronx 

SEIZURES,  SYNCOPE  AND  COMAS: 
DIAGNOSIS  AND  ACUTE  CARE 

STANLEY  MANDEL,  M.D. 

Please  contact:  Mrs.  Frieda  Fagin,  Office  of  Continuing 

Education,  Albert  Einstein  College  of  Medicine,  at  the 
above  address.  Zip  10461.  Tel.  212/430-2822. 

December  6 / 8,  1973 

9:00  a. m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 

NEUROCHEMISTRY 

GERARD  M.  LEHRER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


December  6,  1973  / June  6,  1974 

4:30-6:00  p.m.,  First  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

i City  Hospital  Center  at  Elmhurst 
79-01  Broadway,  Elmhurst 

LECTURES  IN  OPHTHALMIC  PLASTIC 
SURGERY 

MURRAY  A.  MELTZER,  M.D. 

Mount  Sinai  School  of  Medicine 


December  6 and  13,  1973 

1 1 :00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

December  6 

Shock  and  Treatment — Part  II 

P.  CAPONEGRO,  M.D. 

December  1 3 

Biliary  Tract  Disease 

M.  GOLDBERG,  M.D. 

Moderator:  WILLIAM  LE  STRANGE,  M.D. 


December  9 /II,  1973 

The  New  York  State  Society  of 
Anesthesiologists 

New  York  Hilton  Hotel 
New  York  City 

27th  POSTGRADUATE  ASSEMBLY  IN 
ANESTHESIOLOGY 

Inquiries  should  be  directed  to:  The  New  York  State  Society 
of  Anesthesiologists,  Inc.,  30  East  42nd  Street,  New  York, 
N.Y.  10017.  Tel.  212/TN  7-7140. 


MONDAY,  DECEMBER  10 

9:00  a.m. -12:00  noon 

The  New  York  Academy  of  Medicine 

Section  on  Anesthesiology  and  Resuscitation  with  the  New 

York  State  Society  of  Anesthesiologists 

The  New  York  Hilton 

1335  Avenue  of  the  Americas 

Trianon  Ballroom 

XXVII  Post  Graduate  Assembly  In  Anesthesiology 

WHAT’S  NEW  IN  THE  KIDNEY 

Moderator: 

OTTO  M.  LILIEN,  M.D. 

Syracuse,  New  York 

Panelists: 

JOHN  L.  McNAY,  M.D. 

Atlanta,  Georgia 
A.  C.  BARGER,  M.D. 

Boston,  Massachusetts 
JAMES  B.  LEE,  M.D. 

Buffalo,  New  York 


December  10  / 24,  1973 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

December  1 0 

Medical-Surgical  Aspects  of  Coronary 
Artery  Disease 

ROBERT  HAMBY,  M.D. 

State  University  of  New  York  at  Stony  Brook 

December  17 

Management  of  Acute  Peripheral 
Vascular  Emergencies 

ADOLF  SINGER,  M.D. 

December  24 

The  Application  of  Leukokinetics  to  Clinical 
Disease 

MICHAEL  GREENBERG,  M.D. 

Mount  Sinai  School  of  Medicine 
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4:00-6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

THE  PSYCHIATRIC  COMPLICATIONS 
ENCOUNTERED  IN  TREATING  CANCER 
PATIENTS 

(Workshop  for  Practicing  Physicians) 


WEDNESDAY,  DECEMBER  12 

6:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Historical  Medicine 
2 East  103rd  Street 

PUBLISHING,  THE  FIRST  STEP  INTO 
MEDICAL  HISTORY 

CHARLES  VISOKAY 
Formerly  Editor-in-Chief 
Harper  and  Row  Publications 


8:30  p.m. 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

WHEN  AND  HOW  TO  REFER  PATIENTS 
FOR  PSYCHOTHERAPY 

AARON  KOBLENTZ,  M.D. 


THURSDAY,  DECEMBER  13 

5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
210  East  64th  Street 

Manhattan  Oculoplastic  Lecture 

EYE  PLASTIC  REFLECTIONS 

WENDELL  HUGHES,  M.D. 

Florida 


FRIDAY,  DECEMBER  14 

9:00  a. m. -5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

AN  INTRODUCTION  TO  DIGITAL 
COMPUTERS  FOR  PHYSICIANS 

JACK  HAHN,  Ph  D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


BUFFALO  AREA 


December  4 and  5,  1973 

State  University  of  New  York  at  Buffalo 

School  of  Medicine 
Sisters  of  Charity  Hospital 

GYNECOLOGIC  SURGICAL  TECHNIQUES 

DAVID  H.  NICHOLS  and  VINCENT  J.  CAPRARO,  M.D.'s 

Write:  Continuing  Medical  Education,  2211  Main  Street, 

Buffalo,  N.Y.  14214.  Tel.  716/831-5526 


PROGRAM  ON  THE  TELEPHONE  LECTURE 
NETWORK  OF  THE  LAKES  AREA 
REGIONAL  MEDICAL  PROGRAM 

The  Program  in  Continuing  Medical  Education  sponsors  the 
Physicians  General  Interest  Series  of  programs  broadcast  on 
the  Telephone  Lecture  Network  of  the  Lakes  Area  Regional 
Medical  Program.  The  Network  reaches  hospitals  and  other 
facilities  in  the  counties  of  Erie,  Niagara,  Genesee,  Wyom- 
ing, Chautauqua,  Cattaraugus,  Allegany  and  Steuben  in  New 
York  State  and  the  counties  of  Erie,  McKean  and  Crawford 
in  the  Commonwealth  of  Pennsylvania.  Currently,  the  Net- 
work also  reaches  some  hospitals  in  the  peninsular  area  of 
Ontario. 

The  Physicians  Series  is  presented  at  11:30  a.m.  on  Tues- 
days. The  following  programs  will  be  heard: 

December  1 1 

Managing  Maturity  Onset  Diabetes 

CHARLES  R.  SHUMAN,  M.D. 

Temple  University 


NASSAU  COUNTY 

December  5 and  12,  1973 

4:00  p.m.,  Wednesdays 

Nassau  County  Medical  Center 

Department  of  Radiology 
Meadowbrook  Hospital 
East  Meadow 

Guest  Lectures  Series 

December  5 

Cooperative  Residents  Training  Program 

NATHANIEL  FINBY,  M.D. 

St.  Luke's  Medical  Center 

December  12 

Evaluation  of  the  Thyroid  with  Isotopes 

STANLEY  GREEN,  M.D. 

Brunswick  Hospital 
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December  6 and  13,  1973 

9:30-10:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

: Department  of  Medicine 
Grand  Rounds 

December  6 

Infectious  Complications  of  Malignant 
Disease 

DONALD  ARMSTRONG,  M.D. 

Memorial  Sloan-Kettering  Cancer  Center 

December  1 3 

Gastrointestinal  Hormones — Insulin 
Secretion  and  other  Effects 

THOMAS  G.  SKILLMAN,  M.D. 

Ohio  State  University  College  of  Medicine 


SUFFOLK  COUNTY 


December  7 and  14,  1973 

8:00-9:00  a.m.,  Fridays 

Brookhaven  Memorial  Hospital 

2nd  Floor  Conference  Room 
j 101  Hospital  Road 
Patchogue 

RECENT  PROGRESS  IN  FAMILY 
MEDICINE 

December  7 

Complications  of  Acute  Myocardial 
Infarction 

DAVID  FARR,  M.D. 

December  14 

Inflammatory  Bowel  Disease 

GINO  GIORGINI,  JR.,  M.D. 

Contact:  Dorothy  S.  Lane,  M.D.,  Dir.,  Medical  Educa- 

tion, at  the  above  address.  Tel.  516/475-5000  x 452. 


i — 

FUTURE  EVENTS 


January  3 / 31,1974 

2:30-6:30,  Tuesdays  & Thursdays 

Columbia  University  P & S 

630  West  168th  Street 
i Postgraduate  Course 

UROLOGICAL  PATHOLOGY 

M.  MELICOW  AND  A.  USON,  M.D.'s  and  MRS.  MARIA 
BORKOWSKY  and  PROFESSOR  D.  W.  KING 

For  information  and  application  write  to  Jose  M.  Ferrer, 
Jr.,  M.D.,  Associate  Dean,  at  the  above  address. 


January  / May  1974 

9:00  a.m. -4:00  p.m.,  Full-time 

French  and  Polyclinic  Medical 

School  and  Health  Center 
481  Eighth  Avenue 

BASIC  MEDICAL  SCIENCES 
CURRICULUM 

(Approximately  600  hours  of  formal  instruction  in  the 
basic  medical  sciences  for  medical  school  graduates  and 
other  qualified  candidates  preparing  for  FLEX,  State  or 
National  Boards,  and  other  examination,  or  for  validation 
in  other  institutions.) 

January  1974 

RADIOLOGY  OF  THE 
GASTROINTESTINAL  TRACT 

For  further  information  about  the  above  courses,  please 
contact:  The  Dean,  at  the  above  address.  Zip  10019. 


January  9,  1974  / for  twenty  sessions 

8:00-10:00  p.m.,  Wednesdays 

Department  of  Psychiatry 

New  York  Medical  College 
Fifth  Avenue  at  106th  Street 

Annual  Post-Graduate  Course  in 

FAMILY  AND  MARITAL  PROCESS 

HENRY  I.  SPITZ,  M.D.,  Coordinator 

For  further  information,  write  or  call:  Benjamin  J.  Sa- 

dock,  M.D.,  Chief  of  Continuing  Education  in  Psychiatry, 
at  the  above  address.  Tel.  212/786-5500  x 227. 


January  14,  1973  / June  10,  1974 
Downstate  Medical  Center 

Basic  Sciences  Building 
Alumni  Memorial  Hall 
450  Clarkson  Avenue 
Brooklyn 

SURGICAL  ANATOMY 

RAYMOND  K.  J.  LUOMANEN,  M.D. 

FEE:  $150 

To  register,  please  contact:  Charles  M.  Plotz,  M.D.  Dir., 

Continuing  Education,  at  the  above  address.  Tel.  212/ 
270-2421. 


February  24  / 28,  1974 

Medical  Society  of  the  State  of  New  York 

The  Americana  Hotel 
Seventh  Avenue  and  52nd  Street 

168th  ANNUAL  CONVENTION 

NOTE:  Complete  program  will  be  published  in  January 
1974  New  York  State  Journal  of  Medicine. 


' ,t 
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April  8 / 10,  1974 

8:00  a.m.-5:00  p.m.,  Monday-Wednesday 

Columbia  University  P & S 

630  West  168th  Street 

HEAD  AND  NECK  SURGERY 

JOHN  CONLEY,  M.D.,  and  Associates 
Columbia-Presbyterian  Medical  Center 

For  information  and  application,  please  write  to  Jose  M. 
Ferrer,  Jr.,  M.D.,  Associate  Dean. 


April  12  and  13,  1974 

Institute  of  Forensic  Medicine,  N.Y.U.  and 
the  City  of  New  York,  the  Department  of 
Health,  State  of  New  York,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
Dental  Society  of  the  State  of  New  York 

N.Y.U.  Medical  Center 
550  First  Avenue 

11th  ANNUAL  SYMPOSIUM  ON 
FORENSIC  SCIENCES 

MILTON  HELPERN,  M.D.,  Chief  Medical  Examiner 
The  City  of  New  York 


BUFFALO  AREA 


January  3 / May  16,  1974 

Continuing  Medical  Education 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 
Heart  Association  of  Western  New  York,  Inc. 

Sisters  of  Charity  Hospital 
Palmer  Hall 

CLINICS  IN  PHYSICAL  EXAMINATION 
OF  THE  CARDIAC  PATIENT  AND 
ARRHYTHMIA  WORKSHOPS 

NOTE:  WHAT  GOES  ON  will  publish  the  Clinics  in 

chronological  order  in  future  editions.  Advance  registra- 
tion is  encouraged.  Please  contact  the  Sisters  of  Charity 
Hospital  at  2157  Main  Street,  Buffalo,  N.Y.  or  Continuing 
Medical  Education,  2211  Main  Street,  Buffalo,  N.Y. 
14214.  Tels.  716/862-2000  or  831-5526. 


Starting  in  January  1974,  “What  Goes  On"  will  be  published 
once  a month  instead  of  twice  each  month. 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON”  are  being  of- 
fered at  less  than  cost.  The  $3.00  one-year  subscrip- 
tion rate  guarantees  you  12  issues  mailed  first  class  in 
advance  on  the  New  York  State  Journal  of  Medicine, 
starting  January  1st,  1974. 


CATSKILL  AREA 


January  24  / 27,  1974 

* Medical  Society  of  the  State  of  New  York 

Committee  on  Medical  Aspects  of  Sports 
Concord  Hotel 
Kiamesha  Lake 

SEVENTH  ANNUAL’  SYMPOSIUM 

*ln  conjunction  with  the  36th  Annual  Conference  of  the 
New  York  State  Association  for  Health,  Physical  Educa- 
tion and  Recreation. 

Write  for  further  information:  Committee  on  Medical  As- 
pects of  Sports,  Medical  Society  of  the  State  of  New 
York,  440  Lakeville  Road,  Lake  Success,  N.Y.  11040. 
Tel.  516/488-6100. 


PHYSICIANS’  PLACEMENT 


CRARYVILLE,  N.Y.,  Columbia  County.  Needs  a Family  Phy- 
sician. 

CONTACT:  MR.  HARVEY  D.  YOUNG,  Craryville,  N.Y.  Tel. 

518/325-3672. 


CROGHAN,  N.Y.,  Lewis  County.  Family  Physician. 

CONTACT:  MR.  BERNARD  BERGMANN,  Village  of  Crog- 

han,  N.Y. 13327. 


DANNEMORA,  N.Y.,  Clinton  County.  F.P.'s  needed  for  13- 
square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  MR.  DONALD  DAVIES,  Dannemora,  N.Y. 

12929.  Tel.  518/492-7742. 


ELMIRA,  N.Y.,  Chemung  County,  needs  Anesthesiologists 
and  Family  Physicians. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Arnot-Ogden  Me- 

morial Hospital,  Elmira,  N.Y.  14901.  Tel.  607/734-5221. 


FAIR  HAVEN,  N.Y.,  Cayuga  County.  Family  Physician  want- 
ed. 

CONTACT:  MR.  PEARNE  W.  BILLINGS,  Fair  Haven  Plaza, 

Inc.,  Main  Street,  Fair  Haven,  N.Y.  13064.  Tel.  315/ 
947-5117. 


FRANKLIN,  N.Y.,  Delaware  County,  needs  a Family  Physi- 
cian. 

CONTACT:  HAROLD  E.  HYZER,  ESQ.,  Franklin,  N.Y. 

13775.  Tel.  607/829-5512. 
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GENESEO,  N.Y.,  Livingston  County,  needs  F.P.  or  Internist 
to  join  2 F.P.’s  and  2 Pediatricians  in  community-spon- 
sored, salaried  group. 

CONTACT:  ARNOLD  H.  MATLIN,  Box  36,  Geneseo,  NY 

14454. 


STAR  LAKE,  N.Y.j  St.  Lawrence  County.  Open  Staff  Hospi- 
tal wants  Family  Physician. 

CONTACT:  MR.  RICHARD  MURRAY,  President,  Board  of 

Managers,  Cranberry  Lake,  N.Y.  12927.  Tel.  315/848- 
2488;  or  MRS.  DORIS  HALL,  R.N.,  Adm.,  Clifton  Fine 
Hospital,  Star  Lake,  N.Y.  13690.  Tel.  315/848-3351. 


SUFFOLK  COUNTY,  N.Y.,  Needs  qualified  Family  Physi- 
cians. Openings  available  in  solo,  group,  or  in  association 
and/or  partnership  with  established  family  physicians. 

CONTACT:  Leonard  Weitzman,  M.D.,  Pres.,  Suffolk  County 

Chapter  of  AAFP,  162  Wicks  Road,  Commack,  N.Y. 
11725.  Tel.  (516)  864-7012. 


WEDNESDAY,  DECEMBER  5 

* 8:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Physical  Medicine  and  Rehabilitation  with 
the  New  York  Society  of  Physical  Medicine 
and  Rehabilitation 

2 East  103rd  Street 
Combined  Meeting 

TREATMENT  OF  THE  ARTHRITIC  KNEE 
WITH  PROSTHETIC  AID  AND 
OSTEOTOMY  AND  REHABILITATION  OF 
THE  ARTHRITIC  KNEE 

HOWARD  ROSEN,  M.D. 

Hospital  for  Joint  Diseases 
JAMES  T.  DEMOPOULOS,  M.D. 

* Preceded  by  cocktails  and  dinner  at  6:00  p.m. 


EVENTS  RECEIVED  AFTER  DEAD- 
LINE 


WEDNESDAY,  DECEMBER  5 


1:15-4:15  p.m. 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis  (Queens) 

A ONE-DAY  POST-GRADUATE 
SYMPOSIUM 

MEMBERS  OF  THE  FACULTY  OF  THE 
HAHNEMANN  MEDICAL  COLLEGE  AND 
HOSPITAL 

1.  Surgery  for  Rheumatic  Heart  Disease 
— Indications  — Principles  for  the 
Selection  of  Patients 

JOSEPH  W.  LINHART,  M.D. 

2.  Recent  Advances  in  the  Diagnosis  and 
Therapy  of  Coronary  Heart  Disease 

JOSEPH  W.  LINHART,  M.D. 

3.  General  Discussion 

PAUL  TORNAMBE,  M.D. 

4.  Panel  Discussion 

NO  REGISTRATION  FEE  CREDIT:  Pending 

J.  EDWARD  ASTRACHAN,  M.D.,  Chairman,  Post-Graduate 
Education  Committee,  at  the  above  address.  Zip  11423. 


WEDNESDAY,  DECEMBER  12 


8:00  p.m. 

New  York  Surgical  Society 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 

Case  Report 

Bowen’s  Disease:  Long  Term  Survival 
Following  Surgical  Treatment  of  Carcinoma 
of  the  Breast,  Esophagus  and  Cutaneous 
Sites 

THOMAS  F.  NEALON,  JR.,  M.D. 

Papers: 

1 . Ileostomy  without  Appliance 

I.  M.  GELERNT,  and  I.  KREEL,  M.D. 

2.  The  Use  of  Endoscopy  with  Retrograde 
Cholangiography  for  the  Diagnosis  of 
Pancreatic  and  Biliary  Disease  in  200 
Patients. 

RICHARD  E.  DESSLER,  DAVID  S.  ZIMON,  M.D.; 
DAVID  A.  TICE,  M.D.;  FRANK  C.  SPENCER,  M.D. 

3.  Pressure  and  Flow  Measurements  of  the 
Coronary  Circulation  in  Patients  with 
Arteriosclerotic  Heart  Disease: 
Importance  of  Bypassing  “Noncritical” 
Partial  Occlusions 

GEORGE  E.  GREEN,  M.D. 
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December  14-16,  1973 

8:00  a. m. -5:30  p.m.,  Friday 
8:00  a. m. -6:30  p.m.,  Saturday 
8:00  a. m. -12:00  noon,  Sunday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  100th  Street 

WORKSHOP  IN  SOFT  TISSUE  SURGERY 
FOR  RESIDENTS 

SIDNEY  S.  FEUERSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


MONDAY,  DECEMBER  14 

8:00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

THE  ROLE  OF  REGRESSION  IN 
PSYCHOTHERAPY 

I.  EMERY  BREITNER,  M.D. 

Institute  of  Human  Relations 

NO  FEE 

For  information  contact  Sid  Herling  MSW,  Ex.  Dir.,  at  the 
above  address. 


SATURDAY,  DECEMBER  15 

8:30  a. m. -4:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Obstetrics  and  Gynecology 
2 East  103rd  Street 

A Symposium 

PROSTAGLANDINS  IN  REPRODUCTIVE 
PHYSIOLOGY 

For  registration  contact  the  Office  of  Medical  Education, 
at  the  above  address.  Zip  1 0029. 


BROOME  COUNTY 


December  6 and  13,  1973 

1 1 :00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

Basic  Science  Seminars  Conducted  by  Upstate  Medical 
Center,  Syracuse 

December  6 

Mechanisms  of  Premature  Beats  and 
Tachycardias 

HAROLD  SMULYAN,  M.D. 

December  13 

Renoprival  Hypertension 

EDWARD  SCHROEDER,  M.D. 

NOTE:  Medical  Grand  Rounds  will  be  held  at  10:00 

a.m.,  preceding  each  of  the  above  sessions.  The  Semi- 
nars started  September  20,  1973. 


WESTCHESTER  COUNTY 


WEDNESDAY,  DECEMBER  5 

3:00-5:00  p.m. 

Grasslands  Hospital 

Valhalla 

10th  ANNUAL  SCIENTIFIC  SESSION  OF 
THE  RENAL  CENTER  OF  GRASSLANDS 
HOSPITAL 

Afternoon  Panel  Session 

Lupus  Glomerulonephritis  and  Chronic 
Nephritis 

ALVIN  I.  GOODMAN,  M.D.,  Moderator 
Director,  Renal  Center 

Discussants: 

FRANKLIN  H.  EPSTEIN,  M.D. 

Harvard  Medical  School 
JOHN  P.  HAYSLETT,  M.D. 

Yale  University  School  of  Medicine 
DAVID  S.  BALDWIN,  M.D. 

New  York  University 

Evening  Session:  8:00  p.m.  at  the  Ptorzheimer  Memorial 
Building,  Purchase 

CLINICAL  DISORDERS  OF  THE  RENAL 
CONCENTRATING  MECHANISM 

FRANKLIN  H.  EPSTEIN,  M.D. 
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Relief  from 
minor  pain 
for 

increased 
range  of 
motion  in 

RHEUMATOID  and 
OSTEOARTHRITIS 

Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 

PRECAUTIONS:  Do  not  use  in  or  near  eyes, 
on  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 
AVAILABLE:  and  4 oz.  cans.  Approximately 

125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 

Indust.  Med.  & Surg.  28:217,  May,  1959. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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When  cardiac 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  heart  function 

Excessive  anxiety  is  one  of  a combina^ 
tion  of  factors  that  may  trigger  a series  of 
maladaptive  functional  reactions  which  can 
generate  further  anxiety.  Often  involved  in 
this  vicious  circle  are  some  cardiac  arrhyth- 
mias,  paroxysmal  supraventricular  tachycan 
dia  and  premature  systoles.  When  these 
symptoms  resemble  those  associated  with 
actual  organic  disease,  the  overanxious 
patient  needs  reassurance  that  they  have  no  j 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 


organic  basis  and  that  reduction  of  exces- 
sive  anxiety  and  emotional  overreaction 
would  be  medically  beneficial. 


The  benefits  of  antianxiety  therapy 

Antianxiety  medication,  when  used  to 
complement  counseling  and  reassurance, 
should  be  both  effective  and  comparatively 
free  from  undesirable  side  effects.  More  than 
13  years  of  extensive  clinical  experience  has 
demonstrated  that  Librium  (chlordiazepox- 
ide  HC1)  fulfills  these  requirements  with  a 
high  degree  of  consistency.  Because  of  its 
> wide  margin  of  safety,  Librium  may  generally 
be  administered  for  extended  periods,  at  the 
physician’s  discretion,  without  diminution 
of  effect  or  need  for  increase  in  dosage.  (See 
summary  of  prescribing  information.)  If 
cardiovascular  drugs  are  necessary,  Librium 
is  used  concomitantly  whenever  anxiety  is  a 
clinically  significant  factor.  (See  Pre- 
cautions.) Librium  should  be  discontinued 
when  anxiety  has  been  reduced  to  appropri- 
ate levels. 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
( e.g .,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide  HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


For  relief  of 
excessive  anxiety 

adjunctive 

LibriumTOmg 

(chlordiazepoxide  HC1) 


lor  2 capsules  t.i.d./q.Ld. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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Acute  abdominal  conditions  The  administration  of  Percodan 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course 
in  patients  with  acute  abdominal  conditions. 
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roidism, Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when 
taken  in  excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness,  seda- 
tion, nausea  and  vomiting.  Some  of  these  adverse  reactions 
may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  con- 
stipation and  pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adiusted  according  to  the  severity  of  the  pain  and  the  response 
of  the  patient.  It  may  occasionally  be  necessary  to  exceed  the 
usual  dosage  recommended  below  in  cases  of  more  severe  pain 
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ratory depression  which  may  result  from  overdosage  or 
unusual  sensitivity  to  narcotics,  including  oxycodone.  There- 
fore, an  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation.  Since  the 
duration  of  action  of  oxycodone  may  exceed  that  of  the  antago- 
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needed  to  maintain  adequate  respiration. 
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Oxygen,  intravenous  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed 
drug. 


Abstracts 


Bartalos,  M.:  Genetics  in  medical  practice  of  1970s; 
practical  applications,  New  York  State  J.  Med.  73: 
2763  (Dec.  1)  1973. 

Living  organisms  represent  ultimately  an  interaction 
between  their  genetic  information  and  the  environ- 
ment. The  multitude  of  genetic  differences  and  envi- 
ronmental variables  result  in  individual  uniqueness. 
Diseases  which  are  the  result  of  genetic  changes  with 
relatively  little  interference  from  the  environment  con- 
stitute the  main  body  of  interest  of  medical  geneticists 
today.  Many  of  these  genetic  diseases  can  be  diag- 
nosed early,  even  before  birth,  and  can  be  treated  or 
prevented.  The  risk  of  recurrence  of  genetic  disease  in 
families  can  also  be  predicted  with  reasonable  accura- 
cy. 

Sprayregen,  S.,  Strasberg,  Z.,  and  Naidich,  T.  P.: 

Medullary  sponge  kidney  and  congenital  total  hem- 
ihypertrophy,  New  York  State  J.  Med.  73:  2768  (Dec. 
1)  1973. 

Medullary  sponge  kidney  disease  occurs  in  5 to  10 
per  cent  of  patients  with  congenital  total  hemihyper- 
trophy.  The  seventeenth  patient  with  this  unusual 
combination  of  diseases  is  reported  and  the  major  clin- 
ical manifestations  of  each  of  these  entities  is  reviewed. 
Patients  with  congenital  total  hemihypertrophy  and 
medullary  sponge  kidney  disease  appear  to  have  a de- 
creased incidence  of  mental  retardation  and  of  diverse 
congenital  abnormalities  as  compared  with  patients 
with  congenital  total  hemihypertrophy  without  medul- 
lary sponge  kidney  disease. 

Kreek,  M.  J.:  Plasma  and  urine  levels  of  methadone; 
comparison  following  four  medication  forms  used  in 
chronic  maintenance  treatment,  New  York  State  J. 
Med.  73:  2772  (Dec.  1)  1973. 

Plasma  and  urine  levels  of  methadone  were  deter- 
mined, using  gas  chromatography,  in  9 patients  on 
chronic  methadone  maintenance  treatment  at  specified 
intervals  following  a 100-mg.  oral  dose  of  methadone 
hydrochloride  dissolved  in  juice.  Subsequently,  each 
patient  was  restudied  after  stabilization  on  each  of  3 
forms  of  methadone,  including  2 dissolved  tablet  forms 
and  1 preparation  containing  a mixture  of  methadone 
and  a narcotic  antagonist,  naloxone,  dissolved  in  juice. 
There  were  no  statistically  significant  differences  be- 
tween the  levels,  studied  following  each  of  the  dose 
forms,  of  methadone  in  plasma  or  in  urine  at  any  time. 
However,  there  were  statistically  significant  differences 
between  both  plasma  and  urine  levels  of  methadone  in 
individual  patients  following  a 100-mg.  oral  dose  of 
methadone  administered  in  any  dose  form.  The  mean 
plasma  levels  of  methadone  following  a 100-mg.  oral 
dose  were:  twenty-four  hours,  0.58  micrograms  per 

milliliter;  two  hours,  0.90  micrograms  per  milliliter;  six 
hours,  0.83  micrograms  per  milliliter.  The  mean  urine 
levels  at  twenty-four  hours  after  a 100-mg.  oral  dose 
were:  21.3  micrograms  per  milliliter  for  methadone 

and  21.4  micrograms  per  milliliter  for  the  major  meth- 
adone metabolite. 
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Abstracts  in  Interlingua 


Bartalos,  M.:  Le  genetica  in  le  practica  medic  du- 

rante 1970;  applicationes  practic,  New  York  State  J. 
Med.  73:  2763  (1  de  Decembre)  1973. 

Le  organismos  vivente  ultimemente  representa  un 
interaction  inter  su  information  genetic  e le  medio  am- 
biente.  Le  multitude  de  differentias  genetic  e de  vari- 
abiles  ambiental  produce  le  individualitate  exclusive. 
Le  morbos,  que  es  le  resultato  de  cambios  genetic  con 
relativemente  parve  interferentia  del  medio  ambiente, 
constitute  le  centro  principal  del  interes  del  geneticista 
medic  de  hodie.  Multe  del  morbos  genetic  pote  esser 
diagnosticate  tempranemente,  aun  ante  le  nascentia,  e 
pote  esser  tractate  o prevenite.  Le  risco  de  re-occur- 
rentia  del  morbo  genetic  in  le  familias  etiam  pote  esser 
predictate  con  rationabile  precision. 

Sprayregen,  S.,  Strasberg,  Z.,  e Naidich,  T.  P.: 

Ren  spongio-medullari  e hemihypertrophia  congenital 
total,  New  York  State  J.  Med.  73:  2768  (1  de  Decem- 
bre) 1973. 

Le  morbo  renal  spongio-medullari  occurre  in  5 a 10 
pro  cento  del  patientes  con  hemihypertrophia  congeni- 
tal total.  Le  dece-septime  (17)  patiente  con  iste  rare 
combination  pathologic  es  reportate  e le  manifesta- 
tiones  clinic  principal  de  cata  entitate  es  revistite.  Le 
patientes  con  le  hemihypertrophia  congenital  total  par- 
ece  presentar  un  incidentia  reducite  de  retardation 
mental,  e de  diverse  anormalitates  congenital,  compar- 
ate  con  le  patientes  con  hemihypertrophia  congenital 
total  mais  sin  morbo  renal  spongio-medullari. 


Kreek,  M.  J.:  Nivellos  urinari  e plasmatic  del  metha- 
dona;  comparation  depost  le  uso  de  quatro  formas 
medicamentose  pro  le  tractamento  de  mantenimento 
prolongate  (chronic),  New  York  State  J.  Med.  73:  2773 
(1  de  Decembre)  1973. 

Le  nivellos  urinari  e plasmatic  del  methadona  esseva 
determinate  mediante  le  chromatographia  ab  gas  in  9 
patientes  infra  tractamento  de  mantenimento  prolon- 
gate con  methadona,  a intervalos  specific,  al  dose  oral 
de  100  mg  de  chlorohydrate  de  methadona  solvite  in 
succos.  Subsequentemente,  cada  patiente  esseva  re- 
studiate  depost  le  stabilisation  therapeutic  con  cata  un 
de  3 formas  medicamentose  del  methadona,  incluso  2 
formas  de  tabletas  solvite  in  un  preparate  continente 
un  mixtura  de  methadona  e un  narcotic  antagoniste,  le 
naloxona,  solvite  in  succo.  Non  habeva  differentias 
statisticmente  significative  inter  le  nivellos  del  metha- 
dona in  le  plasma  e le  urina,  a qualunque  tempore,  de- 
post le  administration  de  cata  forma  de  dosification  del 
droga.  Nonobstante,  habeva  differentia  statisticmente 
significative  inter  le  nivellos  plasmatic  e urinari  del 
methadona  in  patientes  individual  depost  le  adminis- 
tration del  dose  oral  de  100  mg  de  qualunque  forma  de 
dosification  del  droga.  Le  nivellos  plasmatic  promedio 
depost  del  dose  oral  de  100  mg  de  methadona  esseva: 
al  24  horas — 0.58  mcg/ml;  al  2 horas — 0.90  mcg/ml,  e 
al  6 horas — 0.83  mcg/ml.  Le  nivellos  urinari  promedio 
al  24  horas  depost  le  administration  del  dose  oral  de 
100  mg  esseva:  21.3  mcg/ml  per  le  methadona  e 21.4 

mcg/ml  per  le  metabolite  principal  del  methadona. 
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It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 
The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 


The  American  College  of  Allergists 
The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 


The  Board  of  Regents  of  the 
American  College  of  Physicians 


The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 


The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 


The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


i 


The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tions and  professional  traditions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
ifrom  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
lusage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician's 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


2743 


Medical  News 


New  committee  established 

The  Medical  Society  of  the  County  of  New  York  has 
established  a committee  which  will  provide  a very  im- 
portant service  to  our  colleagues  and  the  community. 
It  will  concern  itself  with  physicians  suffering  with  se- 
vere psychiatric  difficulties,  alcohol  dependency,  or 
drug  addiction  and  assist  them  in  obtaining  help. 

The  physician  in  these  situations  fearing  that  his 
professional  life  may  be  jeopardized  endeavors  to  deny 
such  problems  and  does  not  seek  assistance  until  al- 
most helpless.  It  is  with  this  awareness  that  there  is 
an  emphasis  on  the  assurance  of  absolute  confidential- 
ity by  the  committee  and  hopefully,  help  will  be  sought 
much  earlier. 

The  members  of  the  committee  are;  Stephen  Nord- 
licht,  M.D.,  Chairman;  Robert  J.  Campbell,  III,  M.D., 
Richard  N.  Kohl,  M.D.,  William  T.  Lhamson,  M.D., 
Percy  Mason,  M.D.,  and  Arthur  Zitrin,  M.D. 

New  prime-time  TV  health  series  for  adults 

A major  new  prime  time  TV  series  on  health  de- 
signed for  an  adult  audience  is  being  developed  by  the 
Children’s  Television  Workshop,  creators  of  “Sesame 
Street,”  and  will  premiere  on  the  nation’s  240  public 
broadcasting  stations  beginning  in  the  fall  of  1974. 

Director  of  research  appointed 

The  Department  of  Ophthalmology,  the  New  York 
Medical  College,  announces  that  Miles  A.  Galin,  M.D., 
has  assumed  full-time  responsibility  as  Director  of  Re- 
search, as  well  as  Planning  Co-Ordinator  for  the  crea- 
tion of  the  Eye  Institute  on  the  Westchester  Campus  at 
Valhalla,  New  York. 

In  order  to  implement  its  policy  of  diversification, 
Kenneth  R.  Barasch,  M.D.,  Dr.  Galin’s  associate,  has 
been  designated  by  the  Dean  to  be  Chairman  of  the 
Executive  Committee,  which  administers  the  Depart- 
ment. Irving  Baras,  M.D.,  has  been  appointed  Direc- 
tor of  the  Extraocular  Motility  Section  and  Thomas 
Poole,  M.D.,  will  direct  the  Retina  Service  and  the 
Fluorescein  Photography  Section. 

The  New  York  Ophthalmological  Foundation  has 
awarded  the  Department  of  Ophthalmology  a grant  of 
$150,000  as  an  initial  payment  towards  the  Depart- 
ment’s expansion  in  Westchester  County  and  New 
York. 

New  family  doctors  on  way 

Family  practice,  a new  medical  specialty  which  came 
into  being  less  than  five  years  ago,  is  beginning  to  show 
tangible  results  in  terms  of  producing  more  family  doc- 
tors, according  to  a recent  survey. 

A total  of  413  family  physicians  have  graduated  from 
approved  family  practice  residency  programs,  the  sur- 
vey conducted  by  the  Education  Division  of  the  Ameri- 
can Academy  of  Family  Physicians  shows.  Following 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


behind  are  1,771  family  practice  residents  in  training 
programs  across  the  country,  an  increase  of  756  over 
last  year. 

Physicians  win  an  increase 

The  physicians  won  an  increase  in  the  amount  they 
can  raise  their  fees  under  new  price  control  regulations 
which  was  published  by  the  Cost  of  Living  Council  in 
the  Federal  Register  on  November  6. 

Effective  January  1,  a physician  may  raise  his  fees 
by  4 per  cent  annually,  provided  the  increase  does  not 
raise  his  profit  margin.  The  fee  for  an  individual  ser- 
vice or  procedure  may  be  raised  by  as  much  as  10  per 
cent,  but  the  physician’s  aggregate  weighted  price  in- 
crease must  not  exceed  4 per  cent. 

It  will  be  a voluntary  compliance  program.  The 
COLC  will  not  attempt  to  monitor  physicians’  fees,  but 
carriers  will  conduct  random  checks  on  fee  increases. 
A national  compulsory  monitoring  program  had  been 
considered  by  the  COLC  but  was  finally  rejected  on 
the  basis  of  AMA  objections. 

A role  for  large  state  medical  societies 

A role  for  large  state  medical  societies  is  being  con- 
sidered by  the  Office  of  Professional  Standards  Review. 
The  plan  would  permit  an  interested  state  society  to 
enter  into  a contractual  relationship  with  HEW  to 
coordinate  activities  of  PSROs  within  the  state  and  to 
provide  the  PSROs  with  guidelines  and  information. 
The  state  societies’  activities  would  be  underwritten 
by  HEW.  Actual  review  would  be  conducted  by  local 
PSROs  under  separate  contracts  wit  HEW. 

Earlier,  at  a press  conference,  Henry  Simmons, 
M.D.,  acting  PSRO  director,  said  no  area  with  many 
more  than  3,000  physicians  would  be  designated  as  a 
PSRO.  Ten  days  before  the  press  conference,  Dr.  Sim- 
mons had  told  the  National  PSR  Council  that  a few 
large  states  have  requested  designation  “as  single  state 
PSROs”  and  “we  will  individually  consider  designation 
of  a statewide  PSRO  if  the  statewide  PSRO  has  sup- 
port of  physicians  throughout  the  state  and  agrees  to 
further  subdivide  itself  in  conformance  with  our  guide- 
lines, and  if  control  of  the  review  process  remains  at 
the  local  level.” 

HEW  expects  to  sign  agreements 

HEW  expects  to  sign  agreements  with  about  50 
PSROs  by  April  30,  1974.  By  January  1,  1975,  125 
agreements  will  be  signed,  and  all  will  be  signed  by 
June  1,  1976.  Michael  J.  Goran,  M.D.,  director  of  the 
Bureau  of  Quality  Assurance,  Health  Services  Admin- 
istration, told  the  PSR  Council  that  his  bureau  and  the 
Office  of  PSR  plan  to  have  a staff  of  61  by  January  1, 
86  by  April  30,  and  116  by  January  1,  1975.  Dr.  Goran 
did  not  say  how  his  staff  would  be  distributed  between 
the  two  agencies.  Each  of  the  ten  regional  offices  of 
HEW  are  expected  to  have  six  PSRO  staff  persons  by 
April  30  and  nine  by  January  1,  1975. 

continued  on  page  2749 
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W Answers  to  \ 
' the  most  frequently  ' 
asked  questions  about 


Pondimin 

(See  next  page) 


A.  H.  Robins  proudly  announces  that  Pondimin  (fenfluramine)  is  now  available 
for  your  prescription.  Because  Pondimin  has  been  widely  used  in  most  major 
countries  and  the  literature  on  the  product  has  been  world-wide,  many  physi- 
cians (and  some  patients)  may  already  have  some  knowledge  of  this  unique 
anorectic  agent.  Hence,  to  preclude  the  possibility  of  a misunderstanding  as 
to  Pondimin’s  true  role  in  the  adjunctive  treatment  of  obesity,  included  on  these 
two  pages  are  pertinent  questions  about  Pondimin,  with  full  prescribing  infor- 
mation on  the  following  page. 


The  most  frequently  asked  questions 

ccrem,rs  Pondimin 


brand  of 


© 


fenfluramine  hydrochloride 

~ 20  mg  tablets 


Can  the  patient  lose  weight  on  Pondimin  without  a diet? 


While  some  clinical  studies  have  shown  that  Pondimin  may  cause  weight  loss  with  only 
dietary  advice  and  without  specific  restrictive  diets,  the  drug  is  indicated  as  an  adjunct  to 
a comprehensive  weight  reduction  regimen  based  on  caloric  restriction. 


Does  Pondimin  resemble  the  amphetamines  in  its 
pharmacologic  action? 

While  chemically  related  to  the  amphetamines,  Pondimin  differs  pharmacologically  in 
certain  important  respects.  Extensive  animal  and  clinical  studies  show  that  it  is  an 
anorectic  agent  with  sedative  properties  and  little,  if  any,  propensity  for  producing  CNS 
stimulation. 


Does  Pondimin  have  the  stimulant  effect  which  many  patients 
have  come  to  expect  from  weight  reduction  drugs? 


Unlike  the  amphetamines,  Pondimin  does  not  elevate  the  mood  or  produce  euphoria  in 
most  patients  in  recommended  dosage.  In  fact,  in  some  patients  it  may  produce  the 
opposite  effects  (drowsiness,  lethargy  or  fatigue).  Caution  should  be  exercised  in  pres- 
cribing fenfluramine  for  patients  with  a history  of  mental  depression.  Further  depression 
of  mood  may  become  evident  while  the  patient  is  on  fenfluramine  or  following  withdrawal 
of  fenfluramine. 


What  about  overweight  patients  with  mild-to-moderate 
hypertension? 

Pondimin  is  not  contraindicated  in  mild-to-moderate  hypertension.  However,  it  should  be 
used  with  caution  in  hypertension  with  monitoring  of  blood  pressure,  since  evidence  is 
insufficient  to  rule  out  a possible  adverse  effect  on  blood  pressure  in  some  hypertensive 
patients.  Pondimin  is  not  recommended  in  severe  hypertension  and  symptomatic 
cardiovascular  disease  including  arrythmias. 


What  about  obese  patients  with  diabetes? 

No  adverse  effects  on  the  diabetic  state  or  blood  sugar  levels  have  been  reported  with 
Pondimin. 

Is  Pondimin  indicated  in  the  treatment  of  the  obese  teenager? 

Pondimin  may  be  given  to  patients  down  to  12  years  of  age.  Because  this  drug  suppresses 
the  appetite  without  the  stimulating  effects  of  the  amphetamines,  the  overweight  teenager 
can  take  it  with  relative  safety. 

What  is  the  dosage  schedule  for  Pondimin? 

The  initial  dose  is  one  20  mg.  tablet  three  times  a day  before  meals.  Thereafter,  Pondimin 
should  be  tailored  to  the  patient’s  need  and  response.  Depending  on  degree  of  effective- 
ness and  side  effects,  the  dosage  may  be  incremented  at  weekly  intervals  by  one  tablet 
daily  until  a maximum  dosage  of  two  tablets  t.i.d.  is  attained.  The  initial  dose  can  also 
be  adjusted  downward  if  desired. 

How  do  Pondimin’s  side  effects  compare  with  those  of  other 
appetite  suppressants? 

The  most  commonly  observed  adverse  reactions  reported  during  clinical  trials  of 
Pondimin  were  drowsiness,  diarrhea  and  dry  mouth.  Side  effects  most  often  noted  with 
the  amphetamines,  on  the  other  hand,  are  nervousness,  excitement  and  mood  elevation. 

Can  the  patient  take  Pondimin  before  dinner  and  still  get  a 
good  nights  sleep? 

Most  patients  on  Pondimin  experience  a slight  sedative  effect  rather  than  stimulation. 
Naturally,  if  the  patient  is  able  to  fall  asleep  at  a reasonable  hour,  there’s  less  likelihood 
of  his  raiding  the  refrigerator  for  a midnight  snack. 

When  therapy  is  instituted  with  Pondimin, what  should  the 


As  with  most  anorectics,  a measurable  reduction  in  weight  will  probably  be  noted  at  the 
end  of  the  first  week  of  therapy  with  Pondimin.  Since  the  drug  rarely  has  the  euphoric 
effect  characteristic  of  the  amphetamines,  it  may  be  advisable  to  inform  the  patient  that  he 
should  not  expect  any  elevation  of  mood,  and  therefore  should  not  discontinue  medication 
in  the  mistaken  belief  that  the  drug  is  not  working.  Diarrhea  and  dry  mouth  can 
sometimes  be  expected. 


Has  Pondimin  been  available  outside  the  United  States? 

Yes.  Pondimin  was  first  marketed  in  France  in  1 963  and  in  the  United  Kingdom  in  1 964. 
It  is  now  available  in  some  40  countries,  including  Canada  and  Mexico. 


Pondimin  has  been  classified  in  Schedule  IV  by  the  B.N.D.D. 

If  you  have  any  other  questions  concerning  Pondimin,  we  believe  you’ll  find 

the  answers  in  the  full  prescribing  information  which  follows  on  the  next  page.  /HTf^OBINS 


patient  be  told  to  expect? 


How  is  Pondimin  classified  under  the  Controlled  Substances  Act? 


Pondimin 

brand  of 


Prescribing  information 


one  tablet 
before  meals 
with  dietary  advice. . 


can  lessen  desire 
for  food  without 
elevating  the  mood. 


Description:  Pondimin  is  a phenethylamine 
with  the  chemical  name,  N-ethyl-n-methyl- 
m-(trifluoromethyl)  phenethylamine 
hydrochloride. 

Actions:  Fenfluramine  is  a sympa- 
thomimetic amine  the  pharmacologic  ac- 
tivity of  which  differs  somewhat  from  that  of 
the  prototype  drugs  of  this  class  used  in 
obesity,  the  amphetamines,  in  appearing  to 
produce  more  central  nervous  system  de- 
pression than  stimulation. 

Tolerance  has  been  demonstrated  with 
all  drugs  of  this  class  in  which  this  phe- 
nomenon has  been  looked  for. 

Drugs  of  this  class  used  in  obesity  are 
commonly  known  as  "anorectics''  or  "ano- 
rexigenics.”  It  has  not  been  established, 
however,  that  the  action  of  such  drugs  in 
treating  obesity  is  primarily  one  of  appetite 
suppression.  Other  central  nervous  system 
actions,  or  metabolic  effects  may  be  in- 
volved, for  example. 

Adult  obese  subjects  instructed  in  dieta- 
ry management  and  treated  with  "anorec- 
tic" drugs,  lose  more  weight  on  the  aver- 
age than  those  treated  with  placebo  and 
diet,  as  determined  in  relatively  short-term 
trials. 

The  average  magnitude  of  increased 
weight  loss  of  drug-treated  patients  over 
placebo-treated  is  only  a fraction  of  a 
pound  a week.  The  rate  of  weight  loss  is 
greatest  in  the  first  weeks  of  therapy  for 
both  drug  and  placebo  subjects  and  tends 
to  decrease  in  succeeding  weeks.  The  pos- 
sible origins  of  the  increased  weight  loss 
due  to  the  various  drug  effects  are  not  es- 
tablished. The  average  amount  of  weight 
loss  associated  with  the  use  of  an  "anorec- 
tic” drug  varies  from  trial  to  trial,  and  the  in- 
creased weight  loss  appears  to  be  related 
in  part  to  variables  other  than  the  drug 
prescribed,  such  as  the  physician-investi- 
gator, the  population  treated  and  the  diet 
prescribed  Studies  do  not  permit  conclu- 
sions as  to  the  relative  importance  of  the 
drug  and  non-drug  factors  on  weight  loss. 

The  natural  history  of  obesity  is  mea- 
sured in  years,  whereas  the  studies  cited 
are  restricted  to  a few  weeks  duration; 
thus,  the  total  impact  of  drug-induced 
weight  loss  over  that  of  diet  alone  must  be 
considered  clinically  limited. 

Indication:  Pondimin  is  indicated  in  the 
management  of  exogenous  obesity  as  a 
short-term  (a  few  weeks)  adjunct  in  a regi- 
men of  weight  reduction  based  on  caloric 
restriction  The  limited  usefulness  of 
agents  of  this  class  (see  "Actions”)  should 
be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  de- 
scribed below. 

Contraindications:  Glaucoma,  hypersensi- 
tivity to  fenfluramine  or  other  sympa- 
thomimetic amines.  During  or  within  14 
days  following  the  administration  of  mo- 
noamine oxidase  inhibitors,  since  hyper- 
tensive crises  may  result.  Patients  with  a 
history  of  drug  abuse. 

Warnings:  When  tolerance  to  the  “anorec- 
tic" effect  develops,  the  maximum  recom- 
mended dose  should  not  be  exceeded  in  an 
attempt  to  increase  the  effect;  rather,  the 
drug  should  be  discontinued. 

Fenfluramine  may  impair  the  ability  of  the 
patient  to  engage  in  potentially  hazardous 


activities  such  as  operating  machinery  or 
driving  a motor  vehicle  (see  "Adverse  Re- 
actions"); the  patient  should  be  cautioned 
accordingly. 

Drug  Dependence:  Fenfluramine  is  re- 
lated chemically  to  the  amphetamines,  al- 
though it  differs  somewhat  pharmacolog- 
ically. The  amphetamines  and  related 
stimulant  drugs  have  been  extensively 
abused  and  can  produce  tolerance  and  se- 
vere psychological  dependence,  as  well  as 
other  adverse  organic  and  mental 
changes.  In  this  regard,  there  has  been  a 
recent  report  of  abuse  of  fenfluramine  by 
subjects  with  a history  of  abuse  of  other 
drugs.  Abuse  of  80  to  400  milligrams  of  the 
drug  has  been  reported  to  be  associated 
with  euphoria,  derealization  and  percep- 
tual changes.  Fenfluramine  did  not  pro- 
duce signs  of  dependence  in  animals  and 
appears  to  produce  sedation  more  often 
than  CNS  stimulation  at  therapeutic  doses. 
Its  abuse  potential  appears  qualitatively 
different  from  that  of  amphetamines  The 
possibility  that  fenfluramine  may  induce 
dependence  should  be  kept  in  mind  when 
evaluating  the  desirability  of  including  the 
drug  in  the  weight  reduction  programs  of 
individual  patients. 

Usage  in  Pregnancy:  Safe  use  in  preg- 
nancy has  not  been  established.  Repro- 
duction studies  in  rats  suggested  an  em- 
bryotoxic  potential.  However,  additional 
reproduction  studies  in  rabbits,  mice  and 
monkeys  yielded  negative  results.  Use  of 
fenfluramine  in  women  who  are  or  may  be- 
come pregnant  requires  that  the  potential 
benefit  be  weighed  against  the  possible 
hazard  to  mother  and  infant. 

Usage  in  Children:  The  safety  and  effica- 
cy of  fenfluramine  in  children  under  12 
years  of  age  have  not  been  established. 

Precautions:  Fenfluramine  differs  in  its 
pharmacologic  profile  from  other  "anorec- 
tic” drugs  with  which  the  prescribing  prac- 
titioner may  be  familiar.  Correspondingly, 
there  are  possible  adverse  effects  not  as- 
sociated with  other  "anorectics”;  such  ef- 
fects include  those  of  diarrhea,  sedation, 
and  depression.  The  possibility  of  these  ef- 
fects should  be  weighed  against  the  pos- 
sible advantage  of  decreased  central  ner- 
vous system  stimulation  and/or  abuse 
potential. 

Other  CNS  depressant  drugs  should  be 
used  with  caution  in  patients  taking  fen- 
fluramine, since  the  effects  may  be 
additive. 

Use  only  with  caution  in  hypertension, 
with  monitoring  of  blood  pressure,  since 
evidence  is  insufficient  to  rule  out  a pos- 
sible adverse  effect  on  blood  pressure  in 
some  hypertensive  patients.  The  drug  is 
not  recommended  in  severely  hypertensive 
patients.  The  drug  is  not  recommended  for 
patients  with  symptomatic  cardiovascular 
disease  including  arrhythmias. 

Fenfluramine  may  increase  slightly  the 
effect  of  antihypertensive  drugs,  e g,  guan- 
ethidine  methyldopa,  reserpine. 

Caution  should  be  exercised  in  prescrib- 
ing fenfluramine  for  patients  with  a history 
of  mental  depression.  Further  depression 
of  mood  may  become  evident  while  the 
patient  is  on  fenfluramine  or  following  with- 
drawal of  fenfluramine. 


Adverse  Reactions:  The  most  common 
secondary  effects  or  adverse  reactions  of 
fenfluramine  are  drowsiness,  diarrhea,  and 
dry  mouth.  Less  frequent  adverse  reactions 
reported  in  association  with  fenfluramine 
are: 

Central  Nervous  System:  Dizziness;  con- 
fusion; incoordination;  headache;  elevated 
mood;  depression;  anxiety,  nervousness, 
or  tension;  insomnia;  weakness  or  fatigue; 
increased  or  decreased  libido;  agitation, 
dysarthria; 

Gastrointestinal:  Constipation,  abdomi- 
nal pain;  nausea; 

Autonomic:  Sweating;  chills;  blurred 
vision; 

Genitourinary:  Dysuria;  urinary  frequency; 

Cardiovascular:  Palpitation;  hypoten- 
sion; hypertension;  fainting; 

Skin:  Rash;  urticaria;  burning  sensation; 

Miscellaneous:  Eye  irritation;  myalgia; 
fever;  chest  pain;  bad  taste. 

Dosage  and  Administration:  Therapy  with 
fenfluramine  should  be  initiated  at  a dos- 
age of  one  20  mg  tablet  three  times  daily 
before  meals,  but  thereafter  the  dosage 
should  be  adjusted  to  the  need  and  re- 
sponse of  the  patient.  Depending  on  the 
degree  of  effectiveness  and  side  effects, 
the  dosage  may  be  increased  at  weekly  in- 
tervals by  one  tablet  daily  until  a maximum 
dosage  of  two  tablets  three  times  daily  is  at- 
tained. In  patients  in  whom  the  initial  dos- 
age is  not  well  tolerated,  dosage  may  be  re- 
duced to  two  tablets  daily  and  thereafter 
gradually  increased  in  order  to  minimize 
the  chance  of  side  effects. 

Overdosage:  Only  limited  data  are  avail- 
able concerning  clinical  effects  and  man- 
agement of  fenfluramine  overdosage.  Re- 
ported single  overdoses  have  ranged  from 
300  to  2000  mg;  the  lowest  reported  fatal 
dose  was  a few  hundred  mg  in  a small  child 
and  the  highest  reported  non-fatal  dose 
was  1800  mg  in  an  adult. 

Agitation  and  drowsiness,  confusion, 
flushing,  tremor  (or  shivering),  fever, 
sweating,  abdominal  pain,  hyperventila- 
tion, and  dilated  non-reactive  pupils  seem 
frequent  in  fenfluramine  overdosage.  Re- 
flexes may  be  either  exaggerated  or  de- 
pressed and  some  patients  may  have  rotary 
nystagmus.  Tachycardia  may  be  present, 
but  blood  pressure  may  be  normal  or  only 
slightly  elevated.  Convulsions,  coma  and 
ventricular  extrasystoles,  culminating  in 
ventricular  fibrillation,  may  occur  at  higher 
dosage. 

Treatment  consists  of  supportive  mea- 
sures, if  possible  with  cardiac  monitoring. 
However,  in  the  more  severe  cases,  forced 
diuresis  with  acidification  of  the  urine  may 
be  beneficial  to  hasten  excretion.  Efficacy 
of  peritoneal  dialysis  or  extra-corporeal 
hemodialysis  has  not  been  established  Al- 
though hypertension  has  not  been  a fea- 
ture of  reported  cases  of  overdosage,  if  it 
should  occur,  the  use  of  intravenous  phen- 
tolamine  (Regitine)  has  been  suggested  on 
pharmacologic  grounds. 

How  Supplied:  Pondimin  is  available  in  20 
mg  orange,  scored  compressed  tablets 
monogrammed  AHR,  in  bottles  of  100  and 
500  (NDC  31-6447). 

A H Robins  Company,  Richmond,  Va  23220 
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Now  available  from  the  AMA  is  a fifteen-minute 
sound-slide  presentation  on  the  PSRO  law  and  the 
AMA’s  activities  in  PSRO.  The  program  can  be  ob- 
tained from  AMA  Field  Service  regional  offices  or  from 
the  Field  Service  Department,  AMA  Headquarters. 

Announcement  of  Medicare  hospital 
insurance  deductible  and  coinsurance  for 
1974 

The  Secretary  of  Health,  Education,  and  Welfare  has 
announced  that  the  inpatient  hospital  deductible  under 
Part  A of  Medicare  will  be  increased  from  $72  to  $84 
for  benefit  periods  beginning  in  1974.  Notice  of  the 
$84  deductible  and  related  coinsurance  amounts  was 
published  in  the  Federal  Register,  October  11,  1973. 

Meat  wrappers  asthma 
may  be  new  disease 

“Meat-Wrappers  Asthma”  may  be  a brand  new  dis- 
ease to  plague  butchers  and  other  workers  who  wrap 
precut,  prepackaged  meats  with  plastic,  says  a report 
in  the  November  5 issue  of  the  Journal  of  the  American 
Medical  Association. 

It  appears  that  the  illness  is  triggered  by  fumes  re- 
leased when  the  workers  cut  the  plastic  wrapper  with  a 
hot  wire.  The  result  is  shortness  of  breath,  coughing, 
and  wheezing — the  symptoms  of  an  asthma  attack. 
The  problem  clears  up  when  the  workers  get  away 
from  the  packaging  room. 

The  report  was  made  by  William  N.  Sokol,  M.D., 
Yossel  Aelony,  M.D.,  and  Gildon  N.  Beall,  M.D.,  of 
Harbor  General  Hospital,  Torrance,  California. 

Vigorous  cough  recommended  to  dislodge 
food  from  throat 

Choking  on  food  is  much  more  common  than  gener- 
ally recognized.  It  sometimes  is  fatal. 

What  can  you  do  if  you  inadvertently  try  to  swallow 
a big  chunk  of  steak  and  find  it  stuck  in  the  windpipe? 

Summon  all  the  air  in  your  lungs  for  one  blasting, 
vigorous  cough,  says  an  article  in  the  November  issue 
of  Archives  of  Environmental  Health,  a publication  of 
the  American  Medical  Association. 

Cough  right  in  the  middle  of  the  dinner  table.  Don’t 
stand  on  ceremony  and  try  to  make  it  to  the  rest  room. 
There  isn’t  time.  The  urgent  need  is  to  get  rid  of  the 
object  that  is  blocking  the  throat.  Cough  it  up  in  the 
middle  of  the  table,  immediately. 

Medical  societies 
"must  impose  discipline" 

Medical  societies  “must  impose  discipline  when  it  is 
reasonably  called  for”  and  “they  must  publicize  their 
actions,”  the  secretary  of  AMA’s  Judicial  Council  said 
in  an  editorial  in  the  October  29  issue  of  JAMA.  They 
must  take  such  action,  Edwin  J.  Holman  said,  both 
alone  and  in  concert  with  boards  of  medical  examiners. 
Holman  points  out  that  medicine’s  self-government  is  a 
privilege  and  not  a natural  or  constitutional  right,  and 
that  “the  public  can  be  stampeded  into  believing  (1) 
its  rights  are  being  impinged  upon,  (2)  medicine  isn’t 
policing  its  own  ranks,  (3)  the  privilege  of  self-govern- 
ment should  be  restricted  or  curtailed,  or  (4)  the  public 


should  participate  with  the  profession  in  administering 
self-government.”  The  editorial  notes  that  “medical 
societies  appear  to  have  been  reluctant  to  tackle  tough 
problems  relating  to  questionable  actions  by  their 
members  . . . Medical  society  discipline  or  its  absence 
is  directly  related  to  the  law.  To  the  extent  that  med- 
ical society  discipline  is  observed  (and  demonstrated  to 
the  public  as  being  viable),  restrictive  judicial  statuto- 
ry regulations  will  be  avoided.”  The  JAMA  editorial 
was  abstracted  from  the  August  issue  of  Federation 
Bulletin,  a publication  of  the  Federation  of  State  Med- 
ical Boards  of  the  U.S. 

Brooklyn  Doctors' Symphony 

The  Brooklyn  Doctors’  Symphony  will  present  a win- 
ter concert  at  2:30  p.m.,  Sunday,  December  16,  1973, 
in  the  auditorium  of  the  Nurses’  Residence,  Kings 
County  Hospital  Center,  at  Clarkson  and  New  York 
Avenues. 

The  program  will  be  varied,  consisting  of  classical, 
semiclassical  and  brass  chamber  music,  and  Dixieland 
selections.  Admission  is  free. 

American  College  of  Surgeons  board  of 
governors  name  new  officers  and  new 
members 

Three  officers  and  54  new  members  of  the  Board  of 
Governors  of  the  American  College  of  Surgeons  were 
elected  at  the  recent  annual  Clinical  Congress  of  the 
College  held  in  Chicago,  bringing  the  total  number  of 
Governors  to  194. 

Attendance  at  this  world’s  largest  meeting  of  sur- 
geons was  16,723,  with  physicians’  registration  10,073. 

Robert  C.  Hickey,  M.D.,  Houston,  and  David  C.  Sa- 
biston,  Jr.,  M.D.,  Durham,  N.C.,  were  elected  chair- 
man and  vice-chairman,  respectively,  of  the  Board  of 
Governors.  Luis  F.  Sala,  M.D.,  Ponce,  Puerto  Rico, 
was  elected  secretary,  replacing  Dr.  Sabiston. 

Also  elected  to  the  executive  committee  was  Donald 
M.  Gallagher,  M.D.,  San  Francisco,  Franklin  L.  Shive- 
ly, Jr.,  M.D.,  Dayton,  Ohio,  and  Colin  Campbell  Fer- 
guson, M D.,  Winnipeg,  Canada. 

Dr.  Hickey,  who  had  served  as  vice-chairman  of  the 
Board,  is  a general  surgeon  and  Director  of  the  M.D. 
Anderson  Hospital,  Houston,  Texas,  and  has  been  a 
Fellow  since  1952. 

Dr.  Sabiston,  a Fellow  since  1957,  was  secretary  of 
the  Board.  He  is  professor  and  chairman  of  the  De- 
partment of  Surgery,  Duke  University  Medical  Center. 

Dr.  Sala,  who  had  been  on  the  Board’s  executive 
committee,  is  chairman  of  the  Department  of  Surgery 
at  the  Hospital  Santa  Asilo  de  Damas,  Ponce,  Puerto 
Rico.  He  has  been  a Fellow  since  1953. 

The  following  new  members  are  from  New  York 
State:  Lowell  H.  Brown,  Freeport,  John  J.  Conley, 

New  York,  John  J.  Creedon,  Flushing  (new),  Robert  H. 
Goetz,  Scarsdale  (new),  William  W.  Heroy,  Northport, 
Donald  J.  Kelley,  West  Seneca,  Warren  A.  Lapp, 
Brooklyn  (new),  John  K.  Lattimer,  New  York,  Francis 
A.  L’Esperance,  Jr.,  New  York  (new),  John  S.  Lewis, 
New  York  (new),  William  J.  McCann,  New  Rochelle, 
Thomas  F.  Nealon,  Jr.,  New  York,  Morton  Orlov,  New 
York,  Samuel  R.  Powers,  Jr.,  Albany,  Joseph  Ranso- 
hoff,  II,  New  York,  Raymond  F.  Smith,  Garden  City, 
Frank  C.  Spencer,  New  York,  William  J.  Staubitz, 
Buffalo,  and  Walter  A.  Wichern,  Jr.,  New  York 
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with  an  unwilling  colon 

A diagnosis  of  irritable  bowel  syndrome  has  not  changed  her  temperament  one  iota.  She  still 
suffers  exacerbations  of  the  condition  whenever  she  experiences  excessive  anxiety  that  is  added  to 
increased  responsibility.  Yet  she  continues  to  accept  more  responsibilities  that  require  more  time 
and  energy  and  build  up  more  anxiety  and  tension. 

The  need  to  reduce  G.I. 
hypermotility  and  undue  anxiety 

The  need  to  reduce  G.I.  hypermotility  is  apparent  in  treating  the  irritable  bowel  syndrome.  But 
overanxiety  is  often  perceived  as  one  of  the  related  factors  which  can  contribute  to  an  abnormal 
increase  in  motor  activity  in  the  colon.  When  both  factors  are  present,  Librax  may  be  a valuable 
adjunct  in  therapy. 

The  dual  nature  of  Librax 

As  an  adjunct  to  a therapeutic  regimen,  Librax  may  help  relieve  the  undue  anxiety  and  associated 
somatic  factors  that  can  contribute  to  the  exacerbation  of  irritable  bowel  syndrome.  Only  Librax 
combines  in  one  capsule  the  dependable  antispasmodic  action  of  Quarzan®  (clidinium  Br)  and 
the  well-known  antianxiety  action  of  Librium®  (chlordiazepoxide  HC1). 

Up  to  8 capsules  daily  in  divided  doses 

According  to  individual  requirements,  1 or  2 capsules,  3 or  4 times  daily. 

Rx:  Librax  #35  for  initial  evaluation  of  patient  response  to  therapy. 

Rx:  Librax  #100  for  follow-up  therapy— this  prescription  for  2 to  3 weeks’  medication  can  help 
maintain  patient  gains  while  permitting  less  frequent  visits. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states  associated 
with  organic  or  functional  gastrointestinal  disorders; 
and  as  adjunctive  therapy  in  the  management  of  peptic 
ulcer,  gastritis,  duodenitis,  irritable  bowel  syndrome, 
spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psychiatric 
patients.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 


Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with 
chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 

For  the  anxiety-linked 
symptoms  of  irritable 
bowel  syndrome 

-f  *4  sdjunctivG 

Librax* 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Books  Reviewed 


An  Atlas  of  Examination,  Standard  Measurements 
and  Diagnosis  in  Orthopedics  and  Traumatology. 

Edited  by  Otto  Russe,  M.D.  Quarto  of  289  pages, 
fully  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1972.  Cloth,  $67. 

The  editors  of  this  well  printed  and  profusely  illus- 
trated volume,  one  a surgeon  and  the  other  two  physia- 
trists,  have  presented  an  excellent  reference  volume 
with  little  text  but  abundant  illustrations,  charts,  and 
tables.  It  is  divided  into  16  brief  sections.  It  presents 
measurement  norms  and  terminology  approved  by  the 
orthopedic  associations  of  all  English-speaking 
countries.  While  the  authors  admit  that  “little  is  of- 
fered as  original  material”  this  book  is  really  a compact 
compendium  for  students  and  clinicians  concerned 
with  the  neuromusculoskeletal  systems.  It  contains 
within  its  covers  material  that  would  ordinarily  have  to 
be  sought  in  numerous  other  volumes.  I consider  this 
volume  a valuable  reference  book  in  every  type  of  med- 
ical library  and  of  particular  interest  to  orthopedists, 
traumatic  surgeons,  and  physiatrists.  S.  G.  Feuer, 
M.D. 

Clinical  Pediatric  Oncology.  Edited  by  Wataru  W. 
Sutow,  M.D.,  Teresa  J.  Vietti,  M.D.,  and  Donald  J. 
Fernbach,  M.D.  Quarto  of  602  pages,  illustrated.  St. 
Louis,  Missouri,  The  C.  V.  Mosby  Company,  1973. 
Cloth,  $35. 

Under  the  editorship  of  the  above  three  physicians  36 
treatises  covering  almost  all  aspects  of  oncology  in  chil- 
dren and  adolescence  are  presented.  The  contributing 
authors  include  pediatric  oncologists,  chemotherapists, 
radiotherapists,  endocrinologists,  pathologists,  and  sur- 
geons representing  general  surgery,  gynecological  and 
genitourinary  surgery;  nose,  throat,  ear,  and  orthopedic 
surgery. 

The  first  150  pages  are  alloted  to  a consideration  of 
known  premonitory  dysgenics  of  neoplasms  and  to  a 
detailed  description  of  the  basic  principles  underlying 
the  diagnosis,  radiotherapy,  and  chemotherapy  of  neo- 
plastic diseases.  Additional  chapters  encompass  gen- 
eral medical  treatment  and  supportive  psychological 
treatment  for  the  patient  and  relatives. 

There  follows  the  detailed  consideration  under  sepa- 
rate chapters  of  the  five  most  prevalent  neoplastic  dis- 
eases, namely,  leukemia — Hodgkin’s  disease  and  lym- 
phomata, Wilms’  tumor,  neuroblastomata  and  retino- 
blastoma. In  regard  to  leukemia  early  diagnosis,  early 
vigorous  chemotherapy,  and  early  and  vigorous  radio- 
therapy to  forestall  residues  in  the  nervous  system  are 
urged  and  definitively  described.  For  Hodgkin’s  dis- 
ease early  and  accurate  staging  using  all  the  latest 
technologic  helps,  including  early  surgery,  to  pinpoint 
the  areas  requiring  attack  are  advised  in  order  to  gain 
for  the  patient  the  improving  longevity  and  rate  of  cure 
now  possible.  As  regards  Wilms’  tumor  and  neuroblas- 


tomata a form  of  grouping  with  an  eye  toward  existing 
metastases  is  suggested  together  with  early  operation, 
radiotherapy,  and  chemotherapy.  The  authors  point 
out  the  nexus  between  microscopic  cell  types  and  mor- 
tality rates.  For  retinoblastoma  early  diagnosis,  early 
surgery,  and  adequate  radiotherapy  are  recommended 
with  a trial  of  chemotherapy  in  the  cases  that  are  too 
extensive  for  surgical  attack. 

The  remainder  of  the  essays  describe  all  the  groups 
of  other  neoplasms  affecting  children  and  adolescents 
such  as  those  of  soft  tissues,  bone,  gynecological  or- 
gans, endocrine  glands,  and  nasopharyngeal,  respirato- 
ry, and  gastrointestinal  tracts.  In  general,  except  for 
neoplasms  of  the  bone,  the  relative  paucity  of  case  re- 
ports defeats  attempts  to  provide  guidelines  for  therapy 
but  an  updated  review  of  the  literature  is  afforded. 
There  is  no  recording  of  the  impact  of  the  expanding 
science  of  immunology  on  the  field  of  oncology. 

This  work  deserves  wide  distribution  as  a book  of 
reference.  The  necessity  of  referring  neoplastic  diseas- 
es to  oncologic  centers  inhibits  the  practical  interest  of 
the  average  busy  pediatrician  so  that  though  the  book 
is  excellent  it  probably  will  not  attain  a broad  medico- 
popular  distribution.  Kenneth  G.  Jennings,  M.D. 

The  Corneal  Light  Reflex.  A guide  to  binocular  dis- 
orders. By  Emanuel  Krimsky,  M.D.  Quarto  of  212 
pages,  illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  Publishers,  1972.  Cloth,  $15.75. 

Emanuel  Krimsky,  M.D.,  has  been  an  investigator  of 
extraocular  muscles  and  visual  functions  for  many 
years.  His  observations  and  conclusions  have  been 
well  received  and  he  is  considered  to  be  an  expert. 

Dr.  Krimsky  states  that  his  purpose  in  this  book  is  to 
simplify  binocular  eye  examination  and  management, 
using  the  corneal  light  reflex  as  a constant  guide.  This 
statement  is  well  supported  by  the  book  which  is  me- 
ticulous in  all  the  examining  procedures  as  to  details 
and  the  reasons  therefore. 

Most  practitioners  use  some  or  all  of  the  methods 
described  but  Dr.  Krimsky  urges  their  constant  use  to 
make  the  results  more  accurate  and  complete.  The 
volume  accomplishes  his  purpose  and  does  fill  a need. 

The  ophthalmic  practitioner  of  little  or  great  experi- 
ence would  benefit  by  this  publication.  Mortimer  A. 
Lasky,  M.D. 

The  Crisis  Team.  A Handbook  for  the  Mental 
Health  Professional.  By  Julian  Lieb,  M.B.,  B.Ch., 
Ian  I.  Lipsitch,  M.D.,  and  Andrew  Edmund  Slaby, 
M.D.  Octavo  of  186  pages,  illustrated.  Hagerstown, 
Maryland,  Harper  & Row,  Publishers,  1973.  Paper, 
$6.95. 

This  small  paperback  book  gives  a description  of  the 
community  mental  health  team  in  structure  and  func- 
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tion.  The  process  of  crisis  intervention  and  illustrative 
examples  are  described.  Based  on  first  hand  experi- 
ence, this  book  has  the  ring  of  authenticity.  The  di- 
rect and  frank  descriptions  of  the  people  staffing  the 
crisis  team  and  what  they  do  portrays  a living  example 
of  the  community  mental  health  team  in  action. 

While  one  may  quibble  about  the  particular  tech- 
niques that  this  team  from  the  Yale  University  School 
of  Medicine  selected,  one  can  only  praise  the  outcome 
as  represented  by  this  book  and  the  stories  they  give  of 
the  management  of  patients. 

In  some  ways  this  book  shows  how  government-spon- 
sored services  have  taken  over  functions  that  at  one 
time  were  served  by  the  church  and  the  extended  fami- 
ly. It  is  highly  recommended  for  all  mental  health 
professionals  who  are  curious  about  the  workings  of  a 
community  mental  health  team  in  crisis  intervention. 
Edward  L.  Pinney,  Jr.,  M.D. 


Polymerization  in  Biological  Systems.  Ciba  Foun- 
dation Symposium  7 (New  Series),  Elsevier,  Amster- 
dam, London,  New  York. 

As  their  frontiers  expand,  the  disciplines  of  medi- 
cine, molecular  biology,  and  chemistry  draw  on  each 
other  more  and  more  for  definition  of  new  problems 
and  for  techniques  and  theories  to  solve  existing  prob- 
lems. Interdisciplinary  symposia  are,  in  theory,  the 
ideal  place  for  communication  between  scientists  of 
separate  disciplines.  Contributors  to  the  present  vol- 
ume include  polymer  chemists,  synthetic  organic 
chemists,  and  molecular  biologists  in  an  apparent  at- 
tempt to  integrate  these  fields.  This  attempt  is  largely 
unsuccessful  although  very  good  reviews  of  several  cur- 
rent problems  in  molecular  biology  are  presented.  The 
problem  is  posed  by  one  of  the  questions  in  the  discus- 
sion following  Szwarc  and  Schwerch’s  paper  on  Syn- 
thetic Polymers,  Biopolymers  and  Block  Polymers: 
“Why  don’t  the  various  types  of  polymerization  that 
you  described  . . . appear  in  biological  systems?  Is  it 
because  these  types  cannot  occur  in  water?”  The  an- 
swer that  the  monomers,  such  as  isoprene,  do  not  occur 
in  biology  is  only  part  of  the  problem.  Actually,  most 
of  the  biopolymers  discussed  in  this  volume  and  many 
of  current  interest  are  not  really  formed  by  polymeriza- 
tion reactions  but  rather  by  sequential  enzymatic  reac- 
tions (whose  organic  counterpart  are  biomolecular 
reactions).  In  this  regard,  it  is  regrettable  that  associa- 
tions of  fibrin,  actin,  or  enzymes  such  as  glutamate  de- 
hydrogenase or  even  problems  in  cell  adhesion  were  not 
considered  in  this  symposium. 

On  the  positive  side,  this  book  presents  several  very 
good  monographs  on  topics  in  molecular  biology. 
Among  these  are  discussions  of  the  lac  repressor  and 
operator  (Gilbert),  assembly  of  TMV  virus  (Kellenber- 
ger,  Klug),  and  folding  of  nucleic  acids  (Levitt).  This 
volume,  then,  is  highly  recommended,  especially  to  li- 
braries for  its  presentation  of  these  and  other  topics  of 
concern  to  biochemists  and  molecular  biologists.  For 
those  biologists  or  chemists  hoping  to  expand  their  ho- 
rizons with  respect  to  biologic  polymerization,  however, 
it  will  prove  disappointing.  Richard  Feinman,  Ph.D. 
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Editorial 


Politicians  and  chiropractic 

Through  the  open  window’s  space 
Behold,  a camel  thrust  his  face. 

“My  nose  is  cold,”  he  meekly  cried, 

“Oh,  let  me  warm  it  by  thy  side.” 

Lydia  Huntly  Sigourney,  The  Camel's  Nose 

Stanza  1 

Thanks  to  our  politicians,  chiropractic  has  its 
nose  in  the  tent! 

How  can  our  legislators,  our  administrators,  our 
Governor,  equate  their  vaunted  concern  for  public 
health  and  their  often  expressed  anxiety  for  indi- 
vidual medical  care,  and  at  one  and  the  same 
time  justify  stooping  so  low  as  to  endorse  the 
“false  god”  of  chiropractic?  The  latter  is  the  very 
antithesis  of  good  medical  care  and  presents  many 
factual  and  actual  dangers  to  health.  How  can 
this  same  officialdom  now  demand  regular  recerti- 
fication and  relicensure  of  physicians  already  once 
fully  certified  as  qualified — ostensibly  to  assure 
continuation  of  the  highest  quality  of  medical 
care — and  yet  simultaneously  be  all  too  ready  to 
accept  the  false  and  deceptive  dogma  of  chiro- 
practic— apparently  acceptable  without  any  fur- 
ther training  or  testing?  Surely  they  need  further 
controls  if  anybody  does!  Presumably  there  is  the 
deep  yawning  hollow  void  in  their  background  so 
that  there  is  no  foundation  then  to  build  on,  add, 
or  to  improve.  To  compare  chiropractic  care  with 
that  by  qualified  physicians  is  a disservice  to  even 
the  poorest  care  by  a licensed  physician.  The 
poorest  physician’s  worst  care  is  safer  and  prefera- 
ble to  the  chiropractic  best.  Doctors  of  medicine 
usually  practice  conscientiously  and  capably. 

There  is  no  small  element  of  hypocrisy  in  this 
too-ready  acceptance  of  chiropractic  by  our  poli- 
ticos, and  even  worse  in  their  ready  willingness  to 
“toy  with  the  health  of  the  people.”  If  they  really 
do  believe”  and  then  bend  their  knees  in  apparent 
worship  of  this  “pagan  gold  idol  with  feet  of  clay,” 
that  is  still  worse;  for  that  indicates  faulty  judg- 
ment. Apparently,  for  its  proponents,  chiroprac- 
tic is  fully  acceptable  with  inadequate  qualifica- 
tions, or  none  originally,  and  with  no  further 
checks  ever  after;  let  it  be  known  that  this  is  the 
present  attitude  of  our  politicians! 

What  can  any  critic  of  medicine  have  in  mind 
when  he  supports  a form  of  humbug  with  no  logic, 
no  reason,  and  one  that  professes  dogma  that 
denies  and  denigrates  every  scientific  basis  of 
medicine  including  etiology,  pathogenesis,  pathol- 
ogy, immunology,  and  all  other  proved  applicable 


aspects  of  disease?  The  executive  vice-president 
of  the  Medical  Society  of  the  State  of  New  York, 
an  active  member  of  the  Commission  on  Quackery 
of  the  A.M.A.,  has  stated  the  paradox  in  a concise 
manner  in  his  report  to  the  Council  of  the  Medical 
Society.  His  remarks  are  quoted  below: 

All  of  us  know  that,  as  a result  of  a Bill  that  was 
passed  in  the  Legislature  earlier  this  year  and  was 
signed  into  law  by  the  Governor,  chiropractic  is  now 
included  in  the  Workmen’s  Compensation  program. 
We  are  informed  that  this  will  require  a Chiroprac- 
tic Workmen’s  Compensation  Board;  and  that  this 
group  will  be  asked  by  chiropractors  to  set  up  spe- 
cialty classifications.  How  much  lower  can  we 
sink! ! ! 

In  accordance  with  the  precedent  set  by  our  soci- 
ety years  ago,  when  we  refused  to  designate  a physi- 
cian to  sit  with  the  chiropractic  licensing  Board,  we 
have  informed  the  authorities  of  Workmen’s  Com- 
pensation that  we  will  never  recommend  a doctor  of 
medicine  for  this  assignment. 

We  would  like  someone  to  explain  to  us  what 
specialities  belong  in  the  realm  of  the  quack! 

Now,  the  department  of  HEW  has  been  compelled 
to  issue  some  regulations.  Payment  may  be  made 
only  for  the  chiropractor’s  manual  manipulation  of 
the  spine  to  correct  a subluxation  (demonstrated  by 
x-ray  to  exist)  which  has  resulted  in  a neuromuscu- 
loskeletal  condition  for  which  such  manipulation  is 
appropriate  treatment. 

The  HEW  definition  of  a subluxation  is  indeed  lu- 
dicrous. A subluxation  will  be  deemed  present  when 
an  incomplete  dislocation,  off-centering,  misalign- 
ment, fixation  or  abnormal  spacing  of  the  vertebrae 
is  anatomically  demonstrable  on  an  x-ray  film  to  in- 
dividuals trained  in  the  reading  of  x-rays.  Since  no 
one  has  a “perfect  spine”  we  feel  that  practically  ev- 
eryone fits  into  this  definition. 

It  is  difficult  to  understand  how  the  bureaucrats  in 
our  government  insist  that  they  are  interested  in 
high  quality  medical  care  for  everyone,  to  the  extent 
of  considering  the  requirement  of  recertification  and 
relicensing  of  a true  doctor  of  medicine;  and  then  ap- 
prove the  practices  of  quacks  who  know  nothing 
about  the  art  of  healing. 

What  administrative  procedures  are  planned  to  in- 
sure, first,  the  safe  taking  of  the  x-ray  and,  second, 
the  scientific  ability  to  read  the  x-ray  and  reach  the 
determination  that  it,  in  fact,  does  demonstrate  a 
subluxation? 

Wilbur  Cohen,  former  Secretary  of  HEW,  once 
said  in  an  official  report:  “Chiropractic  theory  and 

practice  are  not  based  upon  the  body  of  basic  knowl- 
edge related  to  health,  disease,  and  health  care  that 
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has  been  widely  accepted  by  the  scientific  communi- 
ty. Moreover,  irrespective  of  its  theory,  the  scope 
and  quality  of  chiropractic  education  do  not  prepare 
the  practitioner  to  make  an  adequate  diagnosis  and 
provide  appropriate  treatment.” 


We  are  now  faced  with  a dilemma  and  an 
anachronism  of  great  magnitude.  The  Board  of 
Chiropractic  is  now  demanding  the  authority  to 
certify  “ specialists  in  chiropractic  (sic),’'  mind 
you,  in  specialties  like  orthopedics,  rheumatology, 
and  so  forth.  This  constitutes  a real  “double  neg- 
ative,” a “reductio  ad  absurdum,”  and  is  the  dis- 
tilled essence  of  sheer  nonsense! 

Yet  we  must  not  adopt  the  indifferent  attitude 
of  “let  those  who  will  it,  stew  in  their  own  juice  of 
their  own  making;  let  them  suffer  for  their  own 
stupidity.”  Both  Medicare  and  Medicaid  now 
have  paid  chiropractic  services!  Unbelievable  as 
this  sounds,  it  is  now  true  despite  our  own  strong 
protests  and  the  objections  and  opposition  of  all 
knowledgeable  agencies  such  as  HEW,  AFL-CIO, 
HIBAC,  (Health  Insurance  Benefits  Advisory 
Council)  the  American  Public  Health  Association, 
the  American  Medical  Association,  the  Associa- 
tion of  American  Medical  Colleges,  the  American 
College  of  Radiology,  the  American  Cancer  Soci- 
ety, the  American  Association  for  Retarded  Chil- 
dren, the  American  College  of  Sports  Medicine, 
Consumer  Federation  of  America,  National  Coun- 
cil of  Senior  Citizens,  and  the  National  Associa- 
tion of  Letter  Carriers  and  many  others. 

We  must  not  just  stand  idly  by  to  wait  for  the 
nonsense  of  chiropractic  to  die  on  the  vine,  but 
rather  we  must  oppose  it  actively  and  point  out 
the  many  errors  of  its  ways.  Its  every  flagrant 
error  must  be  publicized.  Warranted  malpractice 
claims  aginst  the  chiropractor  should  be  support- 
ed by  expert  testimony  of  qualified  physicians  and 
by  every  other  ethical  means.  We  now  do  just 
that  to  our  own  physicians  by  peer  review,  and 
also  in  our  analytical  studies  and  recommenda- 


tions in  reviews  of  malpractice  claims  against  le- 
gitimate physicians  insured  in  our  own  group. 
We  need  only  extend  this  service  to  all  those  who 
are  suing  chiropractors;  then  truth  can  prevail. 

It  is  assumed  that  politicians  will  say  things 
they  do  not  mean.  It  is  fully  expected  that  they 
will  make  pledges  they  will  not,  even  cannot,  nor 
even  intend  to  keep.  Politicians  also  can  be  phe- 
nomenal ventriloquists,  throwing  their  voices  to 
selective  locations  at  will.  We  now  observe  the 
remarkable  phenomenon  of  “shuttle”  ventriloquy, 
the  speaking  alternately  out  of  each  side  of  the 
mouth,  and  even  speaking  different  meanings  out 
of  both  sides  simultaneously.  All  our  politicians 
claim  and  say  it  often,  that  they  are  intensely  in- 
terested in  the  health  of  the  “peepul” — particular- 
ly when  that  means  votes. 

Emerson’s  admonition  is  in  order  here: 

“Go  put  your  creed  into  your  deed 
Nor  speak  with  double  tongue.” 

Actually,  the  lack  of  understanding  and  the 
poor  judgment  already  obvious  in  their  original 
acceptance  and  continuing  support  of  chiroprac- 
tic, should  preclude  the  continuation  in  office  of 
all  the  politicians  who  have  ever  voted  for  this 
hoax.  Dare  we  trust  the  “red  button”  to  any 
leader  foolish  enough  to  believe  in  this  heresy  or 
deceitful  enough  to  utilize  it  for  votes.  In  the  pol- 
itician’s attitude  toward  chiropractic  we  have  a 
simple  test  to  assay  their  honesty  and  sound  judg- 
ment. All  who  are  for  chiropractic  are  not  only 
against  physicians  but  also  lack  true  concern  for 
the  sick  patient  and  the  sick  world;  let  us  oppose 
them  by  every  legitimate  means. 

“To  evil  habit’s  earliest  wile 

Lend  neither  ear,  nor  glance,  nor  smile — 

Choke  the  dark  fountain  ere  it  flows, 

Nor  e’en  admit  the  camel’s  nose.” 

Lydia  Huntly  Sigourney,  The  Camel’s  Nose 

Stanza  4 

ALFRED  A.  ANGRIST.  M.D. 
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Genetics,  as  a viable  clinical  tool,  is  relatively  a 
newcomer  to  the  medical  scene.  It  is  young,  it  is 
ambitious,  and  it  is  full  of  expectations  as  an  ex- 
emplary twenty-year-old  should  be.  It  was  exact- 
ly twenty  years  ago  that  the  structure  of  deoxyri- 
bonucleic acid  was  elucidated,  and  a new  era  of 
genetics  began.1  Subsequent  developments  in  ge- 
netics made  significant  impacts  on  most  areas  of 
biology,  and  the  theory  and  practice  of  medicine 
were  among  the  chief  beneficiaries  of  the  newer 
genetic  knowledge. 

In  the  following  report,  I will  attempt  to  define 
the  place  of  medical  genetics  in  clinical  medicine, 
pinpoint  specific  areas  where  a genetic  work-up 
might  be  indicated,  and,  finally,  call  attention  to 
the  ramifications  of  one  of  genetics’  most  impor- 
tant contributions,  namely,  the  reconfirmation  of 
inherent  individual  uniqueness  at  all  levels  of  bio- 
logic organization. 

Place  of  genetics  in  medicine 

Until  relatively  recently,  the  domain  of  clinical 
medicine  consisted  mainly  of  diseases  caused  by 
environmental  agents,  such  as  microorganisms, 
trauma,  and  nutritional  deficiencies.  Reasons  for 
this  were  the  relative  prevalence  of  infectious  dis- 
eases in  the  population  and  a lack  of  knowledge 
on  the  nature  and  function  of  genetic  material. 
“Homo  sapiens,’’  as  pointed  out  by  Hauschka,2 
“conquered  the  atomic  nucleus  before  he  knew  the 

* Young  Scientist  Award  Lecture  of  the  Semmelweis  Scien- 
tific Society,  New  York,  New  York,  March  9,  1973. 


Living  organisms  represent  ultimately  an  interac- 
tion between  their  genetic  information  and  the  en- 
vironment. The  multitude  of  genetic  differences 
and  environmental  variables  result  in  individual 
uniqueness.  Diseases  which  are  the  result  of  ge- 
netic changes  with  relatively  little  interference 
from  the  environment  constitute  the  main  body  of 
interest  of  medical  geneticists  today.  Many  of 
these  genetic  diseases  can  be  diagnosed  early,  even 
before  birth,  and  can  be  treated  or  prevented. 
The  risk  of  recurrence  of  genetic  disease  in  fami- 
lies can  also  be  predicted  with  reasonable  accura- 
cy- 


chromosome  number  in  the  nuclei  of  his  own 
body.”  The  advent  of  the  antibiotic  era  resulted 
in  a dramatic  decrease  in  the  number  of  deaths 
caused  by  infectious  agents,  if  not  globally,  cer- 
tainly in  the  western  world.  The  number  one 
“killers”  of  1900  were  pneumonia  and  influenza, 
with  tuberculosis  occupying  the  second  place  and 
diarrheal  diseases  the  third.  Today,  heart  dis- 
ease, cancer  and  other  malignant  tumors,  and 
intracranial  vascular  lesions  are  the  three  major 
lethal  diseases.3  The  relative  preponderance  of 
so-called  degenerative  diseases  as  the  major' cause 
of  death  and  disability  resulted  in  a shift  of  medi- 
cal attention  to  this  area.  Since  these  conditions 
have  a significant  genetic  component,  present-day 
interest  in  genetics  is  a logical  development. 

Disease  in  general  can  be  considered  to  result 
from  an  interaction  between  environmental  agents 
and  the  genetic  constitution  of  the  individual. 
The  relative  importance  of  these  factors  is  differ- 
ent in  individual  disease  states.  In  lead  poison- 
ing, for  instance,  genetic  factors  seem  to  be  of  very 
minor  importance.  At  the  other  end  of  the  spec- 
trum are  diseases  in  which  the  inborn  genetic  con- 
stitution of  an  individual  is  the  dominant  factor, 
with  environmental  variables  playing  a negligible 
role.  We  might  think  of  hemophilia,  muscular 
dystrophy,  or  cystic  fibrosis  as  examples  of  this. 
Many  diseases,  however,  occupy  an  intermediate 
position  between  these  two  extremes,  such  as  dia- 
betes mellitus  or  schizophrenia.  Disease  states  of 
predominantly  genetic  causation  form  the  most 
important  domain  of  medical  genetics  today.4 
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Delineation  of  genetic  diseases 

One  of  the  main  contributions  of  modern  genet- 
ics to  clinical  medicine  is  the  identification  and 
better  understanding  of  individual  genetic  diseas- 
es. At  present,  medical  geneticists  are  deeply  in- 
volved in  the  identification  of  the  pathologic  prod- 
ucts of  individual  human  genes.  This  is  done 
through  the  study  of  the  effects  of  mutated  genes. 
The  present  surge  in  the  reporting  of  new  genetic 
syndromes  is  a reflection  of  this  activity  and  is 
reminiscent  of  the  golden  era  of  microbiology 
when  the  large  number  of  microorganisms  were 
identified  and  their  morbid  effects  delineated.  To 
institute  a rational  treatment,  it  is  essential  to 
know  the  cause  of  the  disease  and  the  way  disease 
is  produced  by  the  causative  agent.  This  ap- 
proach proved  to  be  effective  in  the  past  and  is 
followed  in  genetics.  Once  a condition  is  defined 
in  genetic  and  clinical  terms,  its  pathomechanism 
is  studied  with  the  ultimate  aim  of  discovering 
appropriate  curative  or  therapeutic  measures. 

Treatment  of  genetic  diseases 

Cure  of  genetic  diseases  is  an  elusive  matter.  It 
can  be  accomplished  only  with  the  ability  to  re- 
place faulty  genes.  Perhaps  the  most  practical 
way  to  accomplish  this  would  be  the  introduction 
of  an  artificially  programmed  virus  or  virus  parti- 
cle into  the  affected  individual.5  Such  viruses 
would  have  to  enter  a substantial  number  of  cells, 
get  attached  to  the  genetic  material  of  the  host, 
and  start  producing  the  correct  version  of  the  de- 
fective enzyme.  Although  this  kind  of  vaccine  is 
not  likely  to  be  listed  in  the  next  edition  of  Physi- 
cians’ Desk  Reference,  several  laboratories  are  en- 
gaged in  studying  this  approach. 

While  cure  remains  elusive,  maintenance  treat- 
ment is  a reality  in  many  instances.  Thyroid-hor- 
mone replacement  in  genetic  defects  of  thyroid 
hormonogenesis,  administration  of  vitamin  Be  in 
pvridoxine  dependency,  and  administration  of 
penicillamine  to  remove  copper  in  Wilson’s  dis- 
ease are  but  a few  examples  of  maintenance  treat- 
ment. 

Prevention  in  medical  genetics 

Some  genetic  changes  are  detrimental  only 
under  certain  environmental  conditions.  Defi- 
ciency of  the  enzyme  glucose-6-phosphate  dehy- 
drogenase, which  is  relatively  common  in  Ameri- 
can Blacks,  causes  severe  hemolysis  only  after  ex- 
posure to  sulfonamides  or  certain  other  drugs.6  In 
this  case  prevention  can  consist  of  avoidance  of 
the  offending  agent. 

Other  hereditary  diseases,  however,  are  not  in- 
fluenced by  such  environmental  variables. 
Mongolism  and  Tay-Sachs  disease  are  not  ame- 
nable to  environmental  manipulation  in  the  sense 
G-6-PD  deficiency  is.  In  such  cases,  which  form 


the  bulk  of  recognized  genetic  diseases,  prevention 
of  disease  means  prevention  of  birth  of  affected  in- 
dividuals. This  can  be  accomplished  by  several 
means  and  include  the  use  of  various  birth-control 
devices,  sterilization  of  the  carrier  parent,  the  use 
of  artificial  insemination,  and,  finally,  selective 
abortion  of  the  fetus  at  risk. 

Early  diagnosis  through  amniocentesis 

A recent  area  of  rapid  development  in  medical 
genetics  is  the  prenatal  diagnosis  of  hereditary 
conditions.7  Because  of  the  relative  novelty  of 
this  approach,  permit  me  to  dwell  on  this  subject 
in  more  detail.  Pregnant  women,  who  risk  carry- 
ing an  affected  child  can  be  subjected  to  amnio- 
centesis. This  is  usually  done  between  the  fif- 
teenth and  twentieth  weeks  of  pregnancy.  After 
local  anesthesia  is  induced,  an  aspirating  needle  is 
introduced  into  the  uterine  cavity  through  the  ab- 
dominal wall,  and  a few  milliliters  of  amniotic 
fluid  are  withdrawn.  The  cells  present  in  the 
fluid  are  mostly  of  fetal  origin.  These  cells,  under 
proper  in  vitro  conditions,  are  able  to  divide  and 
multiply.  In  this  way  a large  number  of  cells  can 
be  obtained  which  can  then  be  chemically  ana- 
lyzed for  certain  biochemical  defects.8  If  this  pro- 
cedure uncovers  a biochemical  defect  which  is 
pathognomonic  for  a genetic  condition,  the  as- 
sumption is  made  that  the  fetus  does  have  the  de- 
fective gene  and  therefore  would  be  born  with  the 
disease. 

If  a chromosomal  abnormality  rather  than  a 
biochemical  defect  is  expected,  as  might  be  the 
case,  for  example,  in  Down’s  syndrome,  if  one  of 
the  parents  carries  a certain  chromosomal  rear- 
rangement, or  if  the  mother  is,  let  us  say,  over 
forty  years  old  at  the  time  of  the  pregnancy,  it  is 
possible  to  perform  a chromosome  analysis  on  the 
amniotic-fluid  cells.  In  this  way  not  only  bio- 
chemical defects  but  also  chromosomal  aberra- 
tions can  be  detected  in  the  developing  fetus. 
Once  the  genetic  status  of  the  fetus  is  estab- 
lished, the  possibility  of  an  abortion  can  be  con- 
sidered when  indicated. 

Prenatal  diagnosis  is  being  used  for  the  detec- 
tion of  several  conditions  of  which  mongolism  and 
Tay-Sachs  disease  are  good  examples.  In  Down’s 
syndrome,  briefly  alluded  to  previously,  children 
who  are  born  to  young  parents  often  have  a parent 
who  is  clinically  normal  but  harbors  an  abnormal 
or  rearranged  chromosome.  These  are  the  so- 
called  “balanced  translocation  carrier”  parents.  I 
Such  parents  have  an  increased  risk  of  giving 
birth  to  affected  children.  Once  such  parents  are 
identified,  which  usually  happens  after  the  birth 
of  their  first  affected  child,  their  subsequent 
pregnancies  can  be  monitored  by  studying  am-  I 
niotic-fluid  cells  for  chromosomal  abnormalities.  I 
Since  the  diagnosis  can  be  made  at  a relatively  I 
early  stage  in  pregnancy,  abortion  can  be  per-  I 
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formed  with  not  more  than  the  usual  risk. 

Most  children  with  Down’s  syndrome,  or 
mongolism,  are  born  to  women  who  are  nearing 
the  end  of  their  reproductive  period.  After  age 
thirty-five  there  is  a dramatic  increase  in  the  risk 
of  having  such  affected  children,  and  with  every 
passing  year  the  risk  becomes  greater.  Only  2 per 
cent  of  mongoloid  cases  are  due  to  translocation, 
whereas  98  per  cent  are  caused  by  nondisjunction. 
For  this  reason,  many  geneticists  advocate  moni- 
toring the  pregnancies  of  such  women  for  chromo- 
somal abnormalities  on  a routine  basis. 

Tay-Sachs  disease  occurs  predominantly  in 
Ashkenazic  Jews.  It  is  caused  by  a biochemical 
abnormality,  leads  to  a gradual  and  relentless  de- 
terioration of  central  nervous  system  functioning, 
and  results  in  death  during  the  first  few  years  of 
life.  The  parents  of  these  children  are  clinically 
normal,  but  each  of  them  carries  one  abnormal 
gene.  If  two  individuals  with  such  a genetic  com- 
position marry,  their  children,  on  the  average,  will 
have  a 25  per  cent  chance  of  being  afflicted  with 
Tay-Sachs  disease.  During  recent  years,  tech- 
niques became  available  which  allow  the  identifi- 
cation of  persons  who  are  carriers  for  this  disease. 
Such  individuals,  if  they  do  decide  to  get  married, 
now  have  the  opportunity  of  having  their 
pregnancies  monitored  for  this  dreadful  disease 
and  can  have  the  option  of  selective  abortion  if 
the  defect  is  present  in  the  fetus. 


Genetic  counseling 

Prognosis  in  medical  genetics  has  a wider  appli- 
cation than  in  most  branches  of  classical  clinical 
medicine.  Prognostication  in  genetic  diseases  is 
not  limited  to  the  prediction  of  the  future  course 
of  the  disease  in  the  affected  individual  but  in- 
volves the  prediction  of  occurrence  or  recurrence 
of  the  disease  or  the  genetic  trait  in  the  offspring. 
Such  a prognostication  has  developed  into  a spe- 
cialized area  of  medical  genetics  and  is  referred  to 
as  genetic  counseling. 

Successful  genetic  counseling  requires  a precise 
knowledge  of  the  mode  of  inheritance  of  the  con- 
dition in  question.  As  you  well  know,  genetic 
traits  can  behave  as  dominant  or  recessive,  and 
the  responsible  gene  can  be  located  either  on  the 
sex  chromosomes  or  on  the  autosomes.  Finally, 
some  genetic  traits  are  determined  by  more  than 
one  gene.  The  pattern  of  inheritance  is  different 
in  each  of  these  situations  and  so  is  the  risk  of  re- 
currence. In  most  cases  of  genetic  counseling,  the 
establishment  of  the  diagnosis  is  likewise  desir- 
able. This  area  represents  perhaps  the  greatest 
challenge  to  a clinical  geneticist. 

Many  of  the  genetic  diseases  are  frequent  and 
are  well  known.  Who  is  not  familiar  with  cystic- 
fibrosis,  sickle-cell  anemia  and  mongolism,  mus- 
cular dystrophy,  or  hemophilia?  The  great  ma- 


jority of  genetic  diseases,  however,  are  rare  and 
are  known  only  to  the  relatively  few  physicians 
who  are  maintaining  a file  on  the  steadily  increas- 
ing number  of  new  syndromes  and  metabolic  er- 
rors reported  in  the  literature.  McKusick9  pub- 
lished a book  entitled  Mendelian  Inheritance  in 
Man  which  is  a catalog  of  human  genetic  condi- 
tions and  traits.  In  1959,  when  von  Verschuer10 
published  a similar  work,  he  listed  412  entities. 
In  1966,  McKusick9  in  the  first  edition  of  his 
aforementioned  book  was  able  to  list  1,487  genetic 
entities.  In  the  latest  1971  edition,  this  number 
has  further  increased  to  1,876.  Since  most  of 
these  conditions  are  pathologic  entities,  one  can 
see  that  the  diagnosis  of  genetic  conditions  can  be 
a challenging  task.  The  identification  of  abnor- 
mal gene  effects  in  man  is  far  from  being  com- 
pleted. McKusick9  estimates  that  there  are  prob- 
ably not  less  than  100,000  gene  loci  in  man.  If 
only  half  of  these  produce  a disease  state  in  man, 
then  not  less  than  98  per  cent  of  the  genetic  dis- 
eases are  yet  to  be  identified.  This  makes  it  un- 
likely that  medical  geneticists  will  have  to  look  for 
another  profession  in  the  foreseeable  future. 

Medical  geneticist — partner  in  patient  care 

Clinicians  in  general  practice  or  other  areas  of 
medicine  are  hard  pressed  to  follow  new  develop- 
ments in  the  field  of  immediate  interest  to  them. 
It  is  humanly  impossible  for  them  to  be  familiar 
with  the  large  number  of  genetic  diseases  most  of 
which  have  a low  frequency  of  occurrence  individ- 
ually but  in  aggregate  represent  a significant  part 
of  human  pathology.  Thus,  by  necessity,  the  spe- 
cialty of  medical  genetics  is  emerging.  The  prac- 
titioners of  this  specialty  make  an  earnest  attempt 
to  stay  informed  on  new  developments  in  this  area 
and  can  be  consulted  for  diagnostic  and  counsel- 
ing help. 

A sample  of  instances  where  genetic  studies 
may  be  of  assistance  includes  the  following: 


1.  Any  disease  or  abnormality  which  affects 
more  than  one  member  of  a family  and  is  not- known 
to  be  caused  by  infectious  organisms  or  other  exter- 
nal agents. 

2.  Congenital  malformations  of  any  kind. 

3.  Premature  atherosclerosis. 

4.  Mental  retardation  of  unknown  etiology. 

5.  Failure  to  thrive  in  infancy. 

6.  Short  stature. 

7.  Various  intersexuality  states. 

8.  Blindness  or  deafness  of  unknown  etiology. 

9.  Familial  occurrence  of  tumors. 

10.  Infertility  in  males  or  females. 

11.  Spontaneous  abortions. 

12.  Exposure  to  large  amounts  of  radiation  or 
possibly  mutagenic  drugs. 

13.  Presence  of  a disease  in  the  family  which  is 
known  to  have  a significant  genetic  component  (for 
example,  diabetes  mellitus,  cystic  fibrosis,  muscular 
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dystrophy,  mongolism,  sickle-cell  anemia,  phenylke- 
tonuria, and  so  forth). 

14.  Pregnant  women  who  are  over  thirty-five 

years  old. 

The  limit  is  the  gene 

This  discussion  has,  up  to  this  point,  concen- 
trated on  individual  genetic  diseases.  But  the 
contributions  of  newer  genetic  knowledge  to  the 
practice  of  medicine  does  not  stop  there. 

Let  me  remind  you  that  genes  are  not  only  re- 
sponsible for  many  forms  of  abnormal  human  de- 
velopment, but  they  also  establish  a reaction 
range  for  the  individual  in  a given  environment. 
Height,  intelligence,  and  other  attributes  of  liv- 
ing organisms  are  importantly  influenced  by 
genes.  There  is  a limit  to  the  growth  of  the  indi- 
vidual even  in  the  presence  of  a plenitude  of  ideal- 
ly chosen  nutrients,  as  there  is  a limit  to  the  edu- 
cability of  a person.  You  can  raise  the  I.Q.  of  a 
mongoloid  child  by  special  education,  but  you 
cannot  turn  him  into  a genius.  Likewise,  practic- 
ing the  piano  for  eight  hours  a day  does  not  make 
anyone  a second  Van  Cliburn. 

The  individual  reactivity  to  environmental 
stimuli  has  been  most  precisely  defined  in  the  case 
of  certain  drugs.  Undue  sensitivity  to  sulfona- 
mide in  the  form  of  a hemolytic  reaction  was 
shown  to  be  due  to  deficiency  of  the  already  men- 
tioned enzyme  glucose-6-phosphate  dehydroge- 
nase. It  is  known  to  anesthesiologists  that  in  a 
small  percentage  of  individuals  the  administration 
of  the  muscle  relaxant,  succinylcholine,  in  ordi- 
nary doses  can  produce  prolonged  apnea.  This 
exaggerated  response  was  shown  to  be  caused  by  a 
genetically  determined  functional  failure  of  the 
enzyme  cholinesterase.  This  enzyme  normally 
destroys  succinylcholine  at  a rapid  rate,  but,  in 
these  individuals,  this  function  is  impaired. 
There  are  several  examples  of  this  kind  in  man, 
and  they  constitute  the  subject  field  of  pharmaco- 
genetics. This  area  of  genetic  investigation, 
which  deals  with  the  influences  of  hereditary  fac- 
tors on  drug  response,  provided  a firm  biochemi- 
cal basis  for  the  existence  of  a genetically  in- 
fluenced reaction  range.11 

Without  peers  in  multitude 

Using  elementary  mathematics,  it  was  calculat- 
ed that  a single  fertilized  egg  contains  approxi- 
mately 5 billion  nucleotides  which  compose  the 
genetic  code.  An  equivalent  amount  of  informa- 
tion in  our  language  would  fill  1,000  volumes,  each 
volume  consisting  of  600  pages  with  500  words  per 
page.  It  was  further  calculated  that  the  deoxyri- 
bonucleic acids  of  all  fertilized  eggs  which  gave 
rise  to  the  approximately  3 billion  inhabitants  of 
the  earth  could  be  compressed  into  a cube  of  ap- 
proximately one  eighth  of  an  inch  on  each  side. 
Written  in  conventional  language,  this  amount  of 


information  would  fill  3 trillion  volumes.  This  is 
60,000  times  as  much  information  as  has  been 
printed  since  Gutenberg  invented  the  printing 
press.12 

Knowledge  of  the  genetic  code  and  information 
of  the  behavior  of  chromosomes  during  gametoge- 
nesis  and  fertilization  allows  us  to  obtain  a 
glimpse  of  the  possible  variations  in  genetic  infor- 
mation among  individuals. 

It  is  generally  accepted  that  the  genetic  infor- 
mation encoded  in  deoxyribonucleic  acid  is  used 
to  determine  the  amino-acid  sequence  in  polypep- 
tide chains.  We  can  take  a single  polypeptide 
chain  and  calculate  the  number  of  possible  varia- 
tions in  it  as  the  result  of  point  mutations.13  If 
one  polypeptide  chain  is  composed  of  150  amino 
acids  and  there  are  20  kinds  of  amino  acids,  then 
the  number  of  possible  variations  is  20150.  To 
have  a conservative  estimate,  we  may  allow  the 
restriction  that  the  same  amino  acid  never  occurs 
side  by  side  (which  incidentally  does),  then  our 
number  will  be  19150.  As  another  restriction,  we 
may  consider  that  some  amino  acids  occur  less 
frequently  than  others.  By  giving  generous  allow- 
ance for  this,  we  still  might  be  left  with  a number 
of  10150  as  possible  ways  of  having  a polypeptide 
chain.  The  magnitude  of  this  number  may  be  ap- 
preciated if  one  considers  that  the  number  of 
atoms  in  the  earth  and  in  all  of  the  known  galax- 
ies is  calculated  to  be  1075. 

Variations  introduced  by  point  mutations  repre- 
sent an  underestimate  for  possible  human  varia- 
tions, since  there  are  other  well-recognized  sources 
of  genetic  variability,  such  as  rearrangement  of 
genes  by  crossing  over,  independent  segregation  of 
homologous  chromosomes,  and  random  assort- 
ment of  nonhomologous  chromosomes  during 
gametogenesis.  Random  recombination  of  gam- 
etes and  diverse  individual  experiences  increase 
variability  even  more. 

The  existence  of  inherent  human  variability  is 
inferred  not  only  from  calculations,  but  also  is 
substantiated  by  refined  biochemical  and  serologic 
studies.  Such  studies  lend  credence  to  the  as- 
sumption that  no  2 human  beings  are  the  same 
genetically  and  chemically.  Identical  twins  are 
the  only  exceptions  since  they  formed  from  the 
same  fertilized  egg.  As  Reed14  has  put  it,  “They 
are  really  the  same  genes  walking  in  different  bod- 

• 5 ? 

ies. 

The  realization  of  individual  differences  at  bio- 
chemical, morphologic,  and  psychologic  levels  has 
far-reaching  consequences  both  within  and  outside 
medicine.  Individual  uniqueness  is  the  result  of 
the  interaction  of  diverse  genetic  information  with 
environmental  variables.  This  individual  unique- 
ness implies  diverse  reactivity,  diverse  abilities, 
divergence  of  interests,  differences  in  perceptions 
and  attitudes,  and  so  on.  This  recognition  should 
make  us  more  cognizant  in  dealing  with  our  pa- 
tients and  in  ail  of  our  interpersonal  relationships. 
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Exercising  tolerance  toward  the  views  of  others 
and  not  regarding  our  personal  biases  as  the  only 
sources  of  universal  truth  are  the  practical  conse- 
quences of  such  insight. 

The  increasing  tendency  in  our  days  to  mecha- 
nization, automation,  and  regimentation  fails  to 
give  due  recognition  to  the  element  of  human 
variability.  Yet  finding  fulfillment  in  life  de- 
, pends,  to  a large  degree,  on  pursuit  of  individual 
interests  and  developing  one’s  potential  to  its 
highest  possible  level.  How  timely  are  the  obser- 
vations of  the  distinguished  Hungarian  scholar  of 
his  age,  Martinovics,15  who  was  dean  of  the  facul- 
ty of  natural  sciences  at  the  Higher  School  in 
j Lemberg,  Russia,  in  1789  when  he  wrote:  “Every 
man  wants  to  do  what  is  dictated  to  him  by  his 
organism  because  only  such  acts  appear  right  to 
him.”  Then  he  continues:  “Let  us  make  an  ef- 

fort to  make  it  possible  for  everyone  to  find  im- 
mortality through  deeds  which  are  in  harmony 
with  his  organism.”  Now  compare  this  with  the 
remarks  of  Williams,16  one  of  our  contemporaries: 
I “.  . . we  should  provide  an  environment  which  will 
give  everyone  an  equal  chance  to  develop  his 
potentialities  in  the  way  best  suited  to  him  indi- 
vidually. It  seems  to  me  clear  that  the  idea  of 
freedom  arose  directly  out  of  this  human  variabili- 
ty. ...  True,  we  are  alike  as  human  beings  and 
have  a common  role  to  play  in  the  world,  but 
among  the  infinite  number  of  ways  to  play  the 
role  we  crave  the  liberty  of  our  own  choices.” 

14  East  60th  Street 
New  York,  New  York  10022 
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Announcement 

Downstate  Medical  Center  (State  University  of  New 
York)  in  Brooklyn  has  started  a three-year  postgradu- 
ate program  to  train  medical  school  faculty  members 
from  all  over  the  country  to  be  career  teachers  in  alco- 
holism and  drug  dependence.  The  announcement  was 
made  on  November  8 by  Herbert  Pardes,  M.D.,  profes- 
sor and  chairman  of  the  Department  of  Psychiatry. 


References 

1.  Watson,  J.  D.,  and  Crick,  F.  H.  C.:  Molecular  struc- 

ture of  nucleic  acids;  a structure  for  deoxyribose  nucleic  acid. 
Nature  171:737  (1953). 

2.  Hau'schka,  T.  S.:  The  chromosomes  in  ontogeny  and 

oncogeny,  Cancer  Res.  21 : 957  (1961). 

3.  The  President’s  Commission  on  Heart  Disease,  Cancer, 
and  Stroke,  A National  Program  to  Conquer  Heart  Disease, 
Cancer,  and  Stroke,  Report  to  the  President,  Washington, 
D.C.,  U.S.  Government  Printing  Office,  1964,  vol.  1,  p.  9. 

4.  Bartalos,  M.,  Ed.:  Genetics  in  Medical  Practice,  Phil- 
adelphia, J.  B.  Lippincott  Company,  1968. 

5.  Aposhian,  H.  V.:  The  use  of  DNA  for  gene  therapy — 
the  need,  experimental  approach,  and  implications,  Perspect. 
Biol.  Med.  14:98(1970). 

6.  Burka,  E.  R.,  Weaver,  Z.,  Ill,  and  Marks,  P.  A.:  Clin- 
ical spectrum  of  hemolytic  anemia  associated  with  glucose-6- 
phosphate  dehvdrogenase  deficiency,  Ann.  Int.  Med.  64:  817 
(1966). 

7.  Bergsma,  D.,  Ed.:  Symposium  on  Intrauterine  Diagno- 
sis, Birth  Defects,  Original  Article  Series,  White  Plains,  N.Y., 
National  Foundation- March  of  Dimes,  April,  1971,  vol.  7,  no. 
5. 

8.  Milunsky,  A.,  et  al. : Prenatal  genetic  diagnosis.  New 

England  J.  Med.  283:  1498  (1970). 

9.  McKusick,  V.  A.:  Mendelian  Inheritance  in  Man, 

Catalogs  of  Autosomal  Dominant,  Autosomal  Recessive,  and 
X-Linked  Phenotypes,  Baltimore,  Johns  Hopkins  Press,  1st 
ed.,  1966;  2nd  ed.,  1968;  3rd  ed.,  1971. 

10.  Verschuer,  O.,  von:  Genetik  des  Menschen,  Munchen, 
Urban  & Schwarzenberg,  1959. 

11.  La  Du,  B.  N.,  and  Kalow,  W.,  Eds.:  Pharmacogenet- 
ics, Ann.  New  York  Acad.  Sc.  151 : 900  (1968). 

12.  Beadle,  G.  W.:  Genes,  Culture,  and  Man,  New  York, 
Columbia  University  Forum,  1965,  vol.  8,  no.  3,  p.  12. 

13.  Dentzis,  H.  M.:  Lecture  at  The  Johns  Hopkins  Uni- 

versity, Baltimore,  Maryland,  October,  1963. 

14.  Reed,  S.  C.:  Parenthood  and  Heredity,  New  York, 

John  Wiley  & Sons,  Inc.,  1964,  p.  23. 

15.  Csillag,  I.,  and  Lengyel,  E.:  Martinovics  es  az  orvo- 

studomany,  Orv.  Hetil.  105:  202  (1964). 

16.  Williams,  R.  J.:  Free  and  Unequal,  The  Biological 

Basis  of  Individual  Liberty,  New  York,  John  Wiley  & Sons, 
Inc.,  1964,  p.  12. 


Benjamin  Kissin,  M.D.,  professor  of  psychiatry  and 
director  of  the  Department’s  division  of  alcoholism  and 
drug  dependence,  says  that  the  goal  is  to  develop  a na- 
tionwide corps  of  medical  professionals  specializing  in 
the  development  at  their  medical  schools  of  an  inte- 
grated curriculum  in  drug  dependence,  as  well  as  in  re- 
search into  the  causes,  prevention,  and  treatment  of 
drug  dependence. 
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The  coexistence  of  medullary  sponge  kidney 


and  congenital  total  hemihypertrophy  was  first 
described  in  1964  by  Steyn  and  Logie.1,2  Since 
then,  reports  of  15  additional  cases  * have  docu- 
mented an  increased  incidence  of  medullary 
sponge  kidney  in  patients  with  total  hemihyper- 
trophy. It  is  the  purpose  of  this  report  to  describe 
the  seventeenth  patient  with  this  rare  combina- 
tion of  diseases  and  to  review  the  clinical  features 
of  medullary  sponge  kidney  and  of  total  hemihy- 
pertrophy as  they  are  known  when  they  arise  in- 
dependently. An  analysis  of  the  17  cases  with 
concurrent  disease  shows  a decreased  incidence  of 
the  mental  retardation  and  congenital  anomalies 
frequently  associated  with  independent  hemihy- 
pertrophy. This  appears  to  represent  a beneficial 
modification  of  the  natural  history  of  total  hem- 
ihypertrophy by  concurrent  medullary  sponge  kid- 
ney disease. 

Case  report 

A forty-five-year-old  Caucasian  male  was  admitted 
to  Montefiore  Hospital  and  Medical  Center  with  a five- 
day  history  of  left  renal  colic.  No  previous  personal  or 
familial  history  of  urinary  tract  disease  could  be  elic- 


FIGURE  1.  (A)  Forty-five-year-old  man  with  left  total 

hemihypertrophy  and  medullary  sponge  kidney.  Left 
hemithorax  is  larger  than  right.  Left  extremities  are 
longer  and  of  greater  circumference  than  right.  Cafe 
-au-lait  spots  visible  bilaterally.  (B)  Intravenous  uro- 
gram. 90-minute  roentgenogram.  Hypertrophy  of  left 
innominate  bone  and  femur,  pelvic  tilt,  and  compensa- 
tory scoliosis  are  evident.  Linear  and  cystic  collections 
of  contrast  material  in  left  renal  medulla  (present  also 
on  right  at  20  minutes)  indicate  medullary  sponge  kid- 
ney Left  ureter  is  partially  obstructed  by  calculus  at 
uretero-vesicle  junction. 
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Medullary  sponge  kidney  disease  occurs  in  5 to  10 
per  cent  of  patients  with  congenital  total  hemihy- 
pertrophy.  The  seventeenth  patient  with  this  un- 
usual combination  of  diseases  is  reported  and  the 
major  clinical  manifestations  of  each  of  these  en- 
tities is  reviewed.  Patients  with  congenital  total 
hemihypertrophy  and  medullary  sponge  kidney 
disease  appear  to  have  a decreased  incidence  of 
mental  retardation  and  of  diverse  congenital  ab- 
normalities as  compared  with  patients  with  con- 
genital total  hemihypertrophy  without  medullary 
sponge  kidney  disease. 


ited.  A physical  examination  revealed  a blood  pres- 
sure of  160/100  and  asymmetric  enlargement  of  the  left 
half  of  the  body  (Fig.  1A).  Bilateral  cafe-au-lait  spots, 
a left  inguinal  testis,  and  left  costovertebral  angle  ten- 
derness were  evident. 

Urinanalysis  showed  an  acid  urine  with  a specific 
gravity  of  1.092,  occasional  red  and  white  blood  cells, 
and  a normal  protein  and  glucose;  a urine  culture  re- 
vealed no  pathogenic  organisms.  Twenty-four-hour 
urinary  calcium,  blood  urea  nitrogen,  glucose,  electro- 
lytes, serum  calcium,  phosphorus  and  uric  acid  find- 
ings were  normal.  Chromosome  analysis  showed  a nor- 
mal male  karyotype. 

An  abdominal  roentgenogram  on  admission  demon- 
strated calculi  in  the  medullary  portions  of  both  kid- 
neys and  a small  calculus  at  the  left  ureterovesical 
junction.  Intravenous  urography  showed  cystic  collec- 
tions of  contrast  in  the  renal  papillae  indicative  of  bi- 
lateral medullary  sponge  kidneys  and  an  incomplete 
obstruction  at  the  site  of  the  left  ureteral  calculus  (Fig. 
IB). 

The  patient  became  asymptomatic  the  day  following 
admission  and  passed  a small  stone  composed  of  calci- 
um oxalate  (70  to  80  per  cent)  and  calcium  phosphate 
(10  to  15  per  cent).  A repeat  examination  three  days 
after  passage  of  the  calculus  demonstrated  relief  of  the 
obstruction.  The  patient  was  discharged  and  has  been 
lost  to  further  study. 

Comment 

Congenital  total  hemihypertrophy.  Congeni- 
tal total  hemihypertrophy  is  a rare  disorder  in 
which  there  is  an  overgrowth  of  one  side  of  the 
body  well  beyond  the  slight  asymmetry  present 
normally.  Microscopic  examination  of  the  tissue 
involved  reveals  true  hypertrophy  of  all  somatic 
elements;  muscles,  bones,  nerves,  and  vessels.8 
this  uniform  involvement  of  diverse  tissue  ele- 
ments distinguishes  congenital  total  hemihyper- 
; trophies  from  limited  hemihvpertrophies  such  as 
hemangiomatosis,  lymphangiomatosis,  and  lipo- 
matosis in  which  overgrowth  of  a single  tissue  ele- 
ment predominates.9 

The  etiology  of  congenital  total  hemihypertro- 
phy is  obscure  but  may  be  related  to  incomplete 
uniovular  twinning10  or  to  mosaicism.1112  Al- 
though heredofamilial  examples  have  been  docu- 
mented, the  majority  of  cases  arise  sporadically.11 

The  incidence  of  total  hemihypertrophy  in  the 
general  population  is  not  well  known,  since  fewer 
than  225  cases  have  been  reported. 1-8,11,13-15  It 
may  be  estimated  at  about  0.001  per  cent  based 
on  the  discovery  of  10  cases  among  860,000  inpa- 
tient records  of  a large  hospital.6  There  is  a 3:2 
female-to-male  predominance  and  a tendency 
toward  more  frequent  involvement  of  the  right 
side.13 

Total  hemihypertrophy  mav  first  be  recognized 
at  any  age,  but  the  changes  are  present  at  birth. 
Usually  the  asymmetry  is  progressive  during  the 
first  few  months  of  life,  relatively  static  during 
childhood,  and  progressive  again  at  puberty.9  Re- 
duction in  asymmetry  resulting  from  compensato- 


ry contralateral  growth  occurs  rarely."  16  Ipsilat - 
eral  or  bilateral  visceromegaly  may  accompany 
the  somatic  hypertrophy.4,6,9,13,14 

Uncomplicated  total  hemihypertrophy  is  most 
significant  for  the  cosmetic  deformity,  pelvic  tilt, 
compensatory  scoliosis,  and  sciatica  that  are  man- 
ifest in  these  patients.17  Associated  anomalies  are 
frequent,  however,  and  contribute  greatly  to  mor- 
bidity and  mortality.  Twenty-five  to  30  per  cent 
of  patients  exhibit  mental  retardation.12  Ap- 
proximately 50  per  cent  have  cutaneous  anomalies 
such  as  telangiectasis,  cafe-au-lait  spots,  hypertri- 
chosis, hyperpigmentation,  and  hyperfunction  of 
sweat  and  sebaceous  glands.9,15  Congenital  heart 
disease,  umbilical  hernias,  hypospadias,  cryptor- 
chidism. and  varicosities,  among  other  anomalies, 
also  may  be  present.17 

Childhood  neoplasms  of  the  kidneys,  adrenal 
cortex,  and  liver,  ipsilateral  or  contralateral  to  the 
hemihypertrophy,  occur  with  increased  frequency 
in  total  hemihypertrophy.6,11,18  Of  the  fewer  than 
225  patients  reported  to  have  total  hemihypertro- 
phy, at  least  26  patients  with  Wilms’  tumor,11  8 
with  benign  or  malignant  adrenal  cortical 
tumor,6,18  and  4 with  hepatoblastoma11  have  been 
documented.  Although  single  instances  of  coexis- 
tent neuroblastoma  and  pulmonary  sarcoma  also 
have  been  reported,11  congenital  total  hemihyper- 
trophy seems  to  correlate  with  specific  hepatic, 
adrenal  cortical,  and  renal  tumors  rather  than 
with  neoplasia  in  general.11 

Two  other  disorders  of  development  known  to 
be  related  to  total  hemihypertrophy  are  the  Beek- 
with-Wiedemann  syndrome19  (hyperplastic  viscer- 
omegaly, with  macroglossia,  omphalocoele  and 
symptomatic  neonatal  hypoglycemia)  and  Sil- 
ver’s20 syndrome  (hemihypertrophy,  short  stature, 
and  variations  in  sexual  development).  In  recent 
years  medullary  sponge  kidney  has  come  to  be 
recognized  as  another  significant  association  of 
congenital  total  hemihypertrophy. 

Medullary  sponge  kidney.  Medullary  sponge 
kidney  is  a developmental  anomaly  characterized 
bv  dilatation  of  the  collecting  tubules  of  the  renal 
pyramids  in  association  with  multiple,  often  com- 
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TABLE  I.  Medullary  sponge  kidney  and  congenital  total  hemihypertrophy;  reported  cases  of  concurrent  disease 


Congenital 

Total 


Case 

No. 

Age 

Sex 

Hemi-  Medullary  Sponge  Kidney — 

hypertrophy  Bilateral  Unilateral 

Reference 

1 

44 

F 

Right 

+ 

Anton2;  Steyn  and  Logie1 

2 

31 

M 

Right 

Ipsilateral 

Morris  et  al. 3 

3 

38 

M 

Left 

+ 

Levy,  MacKinnon,  and  Dossetor4 

4 

34 

F 

Right 

+ 

Levy,  MacKinnon,  and  Dossetor4 

5 

22 

F 

Right 

+ 

Oehninger  et  alf 

6 

29 

M 

Left* 

+ 

Parker  and  Skalko6 

7 

20 

F 

Right 

I psilateral 

Harrison  and  Williams7 

8 

29 

F 

Left 

+ 

Harrison  and  Williams7 

9 

35 

M 

Right 

+ 

Harrison  and  Williams7 

10 

16 

F 

Right 

+ 

Harrison  and  Williams7 

11 

56 

F 

Rightf 

+ 

Harrison  and  Williams7 

12 

29 

F 

Left 

+ 

Harrison  and  Williams7 

13 

46 

F 

Left 

+ 

Harrison  and  Williams7 

14 

21 

M 

Right 

Ipsilateral  (Bilateral 
two  years  later) 

Harrison  and  Williams7 

15 

27 

M 

Left 

+ 

Harrison  and  Williams7 

16 

33 

M 

Right 

Contralateral 

Eisenberg  and  Pfister* 

17 

45 

M 

Left** 

+ 

Sprayregen  et  al. 

Associated  congenital  anomalies  reported: 

* Left  (ipsilateral)  cryptorchidism,  right  (contralateral)  port  wine  nevus  and  thin,  irregularly  calcified  frontal  hones. 
+ Right,  (ipsilateral)  congenital  hip  dislocation. 

**  Left  (ipsilateral)  cryptorchidism;  bilateral  cafe'-au-lait  spots. 


municating,  papillary  cysts.  Its  etiology  is  uncer- 
tain, but  most  probably  it  is  a dysplasia  of  renal 
development  related  to  the  hamartomatous  form 
of  polycystic  kidney.21  Although  some  here- 
dofamilial examples  have  been  documented,  the 
majority  of  cases  arise  sporadically. :!-22-23 

The  incidence  of  medullary  sponge  kidney  in 
the  general  population  is  estimated  to  be  0.005  per 
cent,  based  on  a known  incidence  of  0.5  per  cent 
in  two  series  of  several  thousand  intravenous  uro- 
grams.24'25 Patients  of  any  age  may  be  affected, 
but  the  disease  is  most  commonly  diagnosed  in 
the  third  through  sixth  decades.23-27  The  male- 
to-female  ratio  in  most  series  has  ranged  from  a 
maximum  of  2.5:1  to  1:1.22-24-26'28 

In  65  to  80  per  cent  of  patients  the  cystic  renal 
changes  are  bilateral.22  When  the  disease  is  uni- 
lateral. either  side  may  be  affected  with  equal  fre- 
quency.22-26 A single  papilla,  multiple  segmental 
or  scattered  papillae,  or  all  the  papillae  of  either 
one  or  both  kidneys  mav  be  affected.  Progression 
of  the  disease  to  involve  papillae  which  were  ap- 
parently normal  previously  is  uncommon  but  has 
been  shown  to  occur  in  8 per  cent  of  patients  fol- 
lowed from  two  to  fifteen  years.22 

Patients  with  uncomplicated  medullary  sponge 
kidney  are  asymptomatic.  Nephrolithiasis  and 
pyelonephritis  frequently  supervene,  however,  and 
cause  gross  or  microscopic  hematuria,  pyuria, 
flank  pain,  colic,  and.  occasionally,  hyperten- 
sion.2-"27 29  Approximately  40  per  cent  of  patients 
with  sponge  kidney  have  hvpercalciuria  despite 
normal  levels  of  serum  calcium.28  This  hypercal- 
ciuria,  with  stasis  and  infection,  contributes  to  the 
formation  of  concretions  within  the  medullary 
cysts.28  Ultimately  45  to  95  per  cent  of  patients 
develop  one  to  several  hundred  calculi  composed 


of  basic  calcium  phosphate,  triple  phosphate,  or 
calcium  oxalate.22-26”29 

Medullary  sponge  kidney  is  associated  with 
other  abnormalities  less  frequently  than  is  total 
hemihypertrophy.  Sporadic  examples  of  coexist- 
ing Turner's  variant,21  mongolism.21  infantile  fe- 
male genitalia,27  ectopic  kidney,27  horseshoe  kid- 
ney,22 and  calyceal  diverticula26  have  been  re- 
ported. Ehlers-Danlos  syndrome  has  been  docu- 
mented in  4 patients  with  medullary  sponge  kid- 
ney.3-30 Polycystic  kidney  disease  has  been  dem- 
onstrated in  3 patients  with  medullary  sponge  dis- 
ease of  the  same  kidney.31-32  Congenital  total 
hemihypertrophy  represents  an  additional  signifi- 
cant concomitant  of  medullary  sponge  kidney. 

Concurrent  disease.  To  date.  17  cases  of  con- 
current total  hemihypertrophy  and  medullary 
sponge  kidney  have  been  reported,  constituting  a 
series  of  9 females  and  8 males  with  an  average 
age  of  thirty-two  years  and  an  age  range  of  sixteen 
to  fifty-six  years.  This  group  represents  5 to  10 
per  cent  of  all  patients  with  congenital  total  hem- 
ihypertrophy. 

Tables  I and  II  summarize  the  clinical  data  per- 
taining to  these  patients.  Comparison  of  these 
data  with  those  already  presented  demonstrates 
that  the  age  of  onset,  sex  distribution,  site  of  in- 
volvement. and  major  clinical  manifestations  of 
concurrent  medullary  sponge  kidney  and  total 
hemihypertrophy  conform  closely  to  those  expect- 
ed for  either  condition  alone. 

Nonetheless,  areas  of  discordance  may  be  noted. 
Despite  an  overall  incidence  of  mental  retardation 
of  25  to  30  per  cent  in  patients  with  total  hemihy- 
pertrophy, no  patient  among  the  17  with  concur- 
rent sponge  kidney  is  described  as  retarded.  De- 
spite at  least  a 50  per  cent  incidence  of  diverse 
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TABLE  II.  Medullary  sponge  kidney  and  congenital  total 
hemihypertrophy;  clinical  features  of  17  patients  with 
concurrent  disease 

Number 


of 

Manifestation  Cases 


Right  total  hemihypertrophy  10 

Left  total  hemihypertrophy  7 

Bilateral  medullary  sponge  kidney  14* 

Right  medullary  sponge  kidney  3* 

Left  medullary  sponge  kidney  1 

No  renal  symptoms  of  sponge  kidney  2 

Nephrolithiasis  15 

Ureterolithiasis  8 

Pyelonephritis  7 

Hypertension  2 

Cryptorchidism  2 

Othar  congenital  anomalies  3 

Mental  retardation  0 

Renal,  adrenal,  hepatic,  or  other  neoplasms  0 


* One  patient,  counted  in  each  category,  progressed  from  right,  uni- 
lateral to  bilateral  medullary  sponge  kidney  during  a two-year  follow-up. 

congenital  anomalies  in  total  hemihypertrophy, 
only  3 of  17  patients  with  combined  disease  are 
reported  to  have  such  anomalies.  Despite  an  in- 
cidence of  Wilms’  tumor,  adrenal  cortical  neo- 
plasms, and  hepatoblastoma  of  approximately  38 
per  225  in  total  hemihypertrophy,  no  patient  with 
combined  disease  was  found  to  have  a neoplasm. 
The  latter  finding  may  reflect  in  part  the  early 
age  of  onset  of  these  neoplasms  and  the  selection 
for  this  study  of  only  those  patients  who  survived 
sufficiently  long  to  develop  medullary  sponge  kid- 
ney. However,  these  data  when  taken  together 
suggest  the  existence  of  a subtype  of  total  hemihy- 
pertrophy in  which  certain  features  of  total  hem- 
ihypertrophy have  been  modified  by  the  concur- 
rent medullary  sponge  kidney  disease. 

Because  of  the  small  number  of  cases,  the  brevi- 
ty of  the  clinical  histories,  and  the  possibility  that 
mental  retardation,  anomalies,  and  even  tumors, 
although  present,  may  not  have  been  reported, 
the  significance  of  these  findings  requires  further 
evaluation.  It  is  of  interest  to  note,  however,  that 
Fraumeni,  Geiser,  and  Manning11  encountered  a 
similar  absence  of  mental  retardation  in  their  se- 
ries of  26  cases  of  total  hemihypertrophy  with 
Wilms’  tumor. 

Summary 

The  incidences  of  medullary  sponge  kidney  and 
congenital  total  hemihypertrophy  in  the  general 
population  are  estimated  at  0.005  and  0.001  per 
cent  respectively.6-25  The  concurrence  of  these 
two  diseases  in  17  cases,  representing  5 to  10  per 
cent  of  all  patients  with  total  hemihypertrophy,  is 
greater  than  that  to  be  expected  for  the  coinci- 
dence of  two  independent  conditions.  Because 
both  diseases  are  developmental  anomalies,  this 
concurrence  most  probably  reflects  an  underlying 
defect  of  ontogeny,  the  nature  of  which  remains 
obscure. 


The  clinical  picture  of  patients  with  combined 
medullary  sponge  kidney  and  congenital  total 
hemihypertrophy  bears  many  similarities  to  that 
expected  for  each  condition  alone.  However, 
comparative  analysis  of  the  manifestations  of 
these  diseases  when  independent  and  when  con- 
current seems  to  demonstrate  a beneficial  modifi- 
cation of  the  natural  history  of  total  hemihyper- 
trophy by  concurrent  sponge  kidney  disease. 
Those  patients  with  both  diseases  appear  to  con- 
stitute a subgroup  of  total  hemihypertrophy  in 
which  there  is  a decreased  incidence  of  mental  re- 
tardation and  of  diverse  congenital  anomalies. 
Because  of  the  limited  case  material  available  in 
the  literature,  careful  clinical  observation  in  addi- 
tional patients  will  be  required  for  verification  of 
this  observation. 
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Medical  school  enrolments 
set  new  record  for  1973  to  '74 

The  most  medical  schools  since  1925  114,  opened 
their  doors  for  the  1973-74  school  year  in  the  United 
States.  This  was  reported  in  an  October  issue  of 
American  Medical  News,  a publication  of  the  Ameri- 
can Medical  Association. 

The  first-year  entering  class  hit  an  estimated 
13,790 — also  a new  record — and  total  enrolment  for  the 
first  time  topped  the  50,000  mark,  with  educators  set- 
ting an  estimate  of  51,123,  stated  the  report,  ased  on 
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statistics  compiled  by  the  AMA’s  Medical  Education 
Division. 

If  all  senior  students  get  a degree  on  schedule,  there 
will  be  11,862  new  physicians  at  the  end  of  the  school 
year,  the  first  time  this  figure  has  gone  over  the  11,000 
mark. 

First  year  enrolment  last  year  was  13,726,  with 
47,546  the  total  enrolment  for  all  classes.  There  were 
10,391  graduates,  the  first  time  the  number  receiving 
MD  degrees  had  topped  the  10,000  mark  in  any  one 
year. 

There  were  924  women  in  the  1973  graduating  class 
and  6,099  women  enroled  in  all  medical  schools. 
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Plasma  and  urine  levels  of  methadone  mere  deter- 
mined, us  in  ft  ^ (is  chromatoftraphy,  in  9 patients  on 
chronic  methadone  maintenance  treatment  at 
specified  intervals  following  a 100- mg.  oral  dose  of 
methadone  hydrochloride  dissolved  in  juice  Sub- 
sequently, each  patient  was  restudied  after  stabili- 
zation on  each  of  3 medication  forms  of  metha- 
done, including  2 dissolved  tablet  forms  and  l 
preparation  containing  a mixture  of  methadone 
and  a narcotic  antagonist,  naloxone,  dissolved  in 
juice.  There  were  no  statistically  significant  dif- 
ferences between  the  levels,  studied  following  each 
of  the  dose  forms,  of  methadone  in  plasma  or  in 
urine  at  any  time.  However,  there  were  statisti- 
cally significant  differences  between  both  plasma 
and  urine  levels  of  methadone  in  individual  pa- 
tients following  a 100-mg.  oral  dose  of  methadone 
administered  in  any  dose  form.  The  mean  plasma 
levels  of  methadone  following  a 100-mg.  oral  dose 
were:  twenty-four  hours,  0.58  micrograms  per 

milliliter;  two  hours,  0.90  micrograms  per  millili- 
ter; six  hours,  0.83  micrograms  per  milliliter.  The 
mean  urine  levels  at  twenty-four  hours  after  a 
100-mg.  oral  dose  were:  21.3  micrograms  per  mil- 
liliter for  methadone  and  21.4  micrograms  per  mil- 
liliter for  the  major  methadone  metabolite. 


Plasma  and  Urine 
Levels  of 
Methadone 

Comparison  following  four 
medication  forms  used  in  chronic 
maintenance  treatment* 

MARY  JEANNE  KREEK,  M.D. 

New  York  City 

Senior  Research  Associate,  The  Rockefeller  University 

Methadone  administered  in  high  doses  (80  to  120 
mg.  per  day)  on  a chronic  basis  is  now  widely  used 
for  the  treatment  of  chronic  heroin  addiction.1 
Initially,  the  form  of  methadone  used  in  treat- 
ment programs  was  methadone  dispensed  in  syn- 
thetic orange  juice.  With  rapid  expansion  of 
maintenance  programs  to  treat  more  than  85,000 
patients  at  this  time,  it  became  necessary  to  in- 
troduce a medication  form  which  would  require 
less  handling  by  pharmacists  and  yet  would  con- 
tinue to  insure  minimal  parenteral  abuse.  Two 
noninjectable  tablet  forms  which  must  be  dis- 
solved in  large  volumes  of  water  before  adminis- 
tration are  currently  in  use  in  some  treatment 
programs.  A third  medication  form,  currently 
under  investigation,  combines  methadone  and  the 
narcotic  antagonist,  naloxone,  in  a ratio  planned 
to  reduce  parenteral  abuse  potential  without 
changing  the  efficacy  of  the  orally  administered 
medication. 

Using  a rapid  and  sensitive  gas-liquid  chroma- 
tographic method  for  the  determination  of  metha- 
done levels  in  plasma  as  well  as  in  urine,  the  stud- 
ies reported  here  were  carried  out  to  compare 
plasma  and  urine  levels  of  methadone  resulting 
from  each  of  four  available  medication  forms.  A 
comparison  of  efficacy  and  patient  acceptance  of 
all  four  medication  forms  also  was  made. 

* This  article  is  based  on  research  activities  supported 
through  a grant  (RR-102)  from  the  General  Clinical  Research 
l Centers  Program  of  the  Division  of  Research  Resources,  Na- 
tional Institutes  of  Health,  and  a grant  from  the  New  York 
State  Narcotic  Addiction  Control  Commission.  Conclusions 
| stated  herein  are  not  necessarily  those  of  the  Commission. 


Methods 

Subjects.  Nine  healthy  volunteers  (6  males,  3 
females),  each  of  whom  had  received  methadone 
daily  in  high  doses  (80  to  120  mg.)  for  one  to  five 
years  for  the  treatment  of  chronic  heroin  addic- 
tion, were  studied  (Table  I).  Each  patient  was 
reevaluated  clinically  and  by  laboratory  tests  at 
the  beginning  of  these  studies  (Table  I).  All  9 pa- 
tients had  normal  values  for  complete  blood 
counts,  urinalyses,  blood  urea  nitrogen  and  creati- 
nine levels,  and  serology  analyses.  Five  of  the  9 
study  patients  had  hepatitis  prior  to  beginning 
methadone  treatment;  none  had  clinical  or  labo- 
ratory evidence  of  liver  disease  at  the  time  of  this 
study.  Albumin  levels  were  normal  in  all  cases; 
the  only  abnormalities  noted  were  in  globulin  and 
immunoglobulin  levels.  All  the  patients  had  been 
receiving  a dissolved  tablet  form  of  methadone  for 
several  months  before  these  studies  were  begun. 
Each  patient  gave  written  informed  consent  to 
the  study  protocol. 

Materials  and  methods.  After  clinical  evalua- 
tion, each  patient  was  placed  on  a methadone  so- 
lution (100  mg.)  dispensed  in  90  cc.  of  orange  juice 
substitute  (Tang,  A),  for  a two-week  stabilization 
period,  and  then  studied  (Table  II).  Bloods  were 
drawn  in  oxalated  tubes,  at  twenty-four  hours 
after  the  previous  dose  (time  zero),  and  two,  and 
six  hours  after  a 100-mg.  dose  of  methadone  hy- 
drochloride was  given,  and  frozen  immediately. 
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TABLE  I.  Patients  studied;  routine  laboratory  results* 


Case  Number 

i 

2 

3 

4 

5 

6 

7 

8 

9 

Normal 

Age  (years) 

36 

27 

31 

50 

36 

43 

30 

41 

45 

Sex 

M 

M 

M 

M 

M 

M 

F 

F 

F 

Weight  (kilos) 

83.6 

66.5 

83.2 

69.1 

81 .3 

69.6 

77.6 

65  .0 

65.8 

Years  Heroin 

18 

10 

15 

23 

3 

19 

8 

21 

22 

Addiction 
Years  Methadone 

2 

2 

2 

4 

5 

5 

5 

3 

1 

Treatment 
Hepatitis  Before 

+ 

+ 

+ 

+ 

+ 

Treatment 

SGOTt 

13 

6 

8 

11 

15 

14 

9 

9 

9 

0 to  30  (Karmen  units) 

SGPT** 

10 

6 

5 

9 

20 

15 

9 

7 

0 to  30  (Karmen  units) 

Alkaline  Phosphatase 

2.3 

2.6 

1 .8 

1 .6 

4.7 

2.1 

2.1 

2.1 

1 .0 

0 to  4 (Bessey  Lowry  units) 

Bilirubin 

0.4 

0.4 

0.2 

0.6 

0.4 

0.6 

0.6 

0.6 

0.4 

0 to  0 .8  mg.  per  100  ml. 

Total  Protein 

7.9 

6.9 

8.0 

8.7 

8.6 

8.5 

8.0 

7.0 

10.0 

5 .5  to  8 .0  Gm.  per  100  ml. 

Albumin 

4.2 

3.5 

4.0 

3.8 

3.5 

4.1 

4.1 

3.1 

4.0 

3.0  to  5.0  Gm.  per  100  ml. 

Globulin 

3.7 

3.1 

4.0 

4.9 

5.1 

4.4 

3.9 

3.9 

6.0 

2.0  to  3.5  Gm.  per  100  ml. 

IgG 

700 

950 

950 

1,650 

2,000 

2,100 

950 

1,480 

2,310 

881  to  1519  mg.  per  100  ml. 

IgA 

122 

170 

115 

152 

184 

145 

228 

363 

243 

167  to  401  mg.  per  100  ml. 

IgM 

170 

69 

107 

107 

79 

48 

106 

252 

252 

51  to  109  mg.  per  100  ml. 

* Abnormal  laboratory  test  results 

italicized. 

t Serum  glutamic  oxaloacetic  transaminase 
**  Serum  glutamic  pyruvic  transaminase. 

TABLE  II.  Methadone  plasma  levels;  comparison  between 

medication  forms  (micrograms  per  milliliter)* 

Case 

Number 

Time — Zero  Hours  (Twenty-Four 
Hours  After  100  mg.  Methadone) 

Time — Two  Hours  After 
100  mg.  Methadone 

Time — Six  Hours  After 
100  mg.  Methadone 

A 

B 

C 

D 

A 

B 

C 

D 

A 

B 

C 

D 

1 

0.31 

0.51 

0.42 

0.44 

0.46 

0.62 

0.60 

0.31 

0.57 

0.51 

2 

0.23 

0.48 

0.99 

0.60 

0.57 

0.65 

3 

0.77 

0.45 

0.93 

1 .24 

1.08 

1.23 

1.27 

0.92 

1.55 

4 

0.60 

0.65 

1 .01 

0.68 

1.11 

1.05 

1 .44 

0.96 

1.00 

0.68 

1 .36 

0.87 

5 

0.62 

0.64 

0.24 

0.42 

0 .74 

0.87 

0.77 

0.58 

0.91 

0.91 

0.58 

0.61 

6 

0.85 

0.67 

0.72 

0.76 

1.18 

1.25 

1 .08 

0.85 

1.16 

1.08 

0.98 

1.16 

7 

0.45 

0.36 

0.50 

0.55 

0.78 

0.75 

0.57 

0.83 

0.71 

0.66 

0.57 

0.81 

8 

0.80 

0.63 

0.64 

0.60 

1 .25 

0.77 

0.97 

0.83 

0.88 

0.64 

0.83 

0.76 

9 

0.61 

0.48 

0.48 

0.56 

1 .30 

0.64 

0.73 

0.74 

1.22 

0.71 

0.59 

0.57 

Mean  0.63 

Analysis  of 
variance! 

0.55 
F = 0 

0.53 

.5628 

0.62 

1 .01 

0.88 
F = 

0.89 

0.6764 

0.83 

0.93 

0.77 
F = 0 

0.75 

.7294 

0.87 

* A = methadone  solution;  B = disket  tablet;  C = effervescent  tablet;  D = methadone-naloxone  mixture, 
t Differences  among  medication  forms  not  significant. 


Plasma  levels  of  methadone  were  determined  on 
each  specimen.  A urine  specimen  was  taken 
twenty-four  hours  following  a 100-mg.  dose,  frozen 
immediately,  and  methadone,  methadone  metab- 
olite, and  creatinine  levels  were  determined.  A 
gas  chromatographic  method,  using  the  addition 
of  labeled  methadone  to  quantitate  any  losses 
during  sample  preparation,  was  used  to  determine 
plasma  and  urine  levels  of  methadone.2  This  pro- 
tocol was  then  repeated  for  each  of  the  three  alter- 
native treatment  forms  of  methadone:  (1)  tablets 
(two  and  one-half,  or  100  mg.  total),  each  contain- 
ing 40  mg.  of  methadone  hydrochloride  in  a gel- 
like extender,  dissolved  in  90  cc.  water  (Disket, 
Lilly,  B);  (2)  tablets  (two,  or  100  mg.  total),  each 
containing  50  mg.  of  methadone  hydrochloride, 
which  dissolve  with  effervescence  in  90  cc.  water 
(Westadone,  Vitarine,  C);  and  (3)  methadone  hy- 
drochloride (100  mg.)  and  naloxone  (10  mg.)  (in  a 


research  drug  mixture  provided  by  Bristol),  dis- 
solved in  90  cc.  of  synthetic  orange  juice  (Tang, 
D)  (Table  II).  (C  and  D were  supplied  by  the 
manufacturing  laboratory.)*  The  methadone  in 
each  of  the  four  forms  used  was  a racemic  mix- 
ture. After  a two-week  stabilization  period  in 
each  patient,  the  plasma  and  urine  level  determi- 
nations were  again  performed.  Because  of  a labo- 
ratory accident,  three  sets  of  plasma  specimens 
were  destroyed  and  the  2 patients  involved  (Cases 
2 and  3)  were  not  able  to  return  to  repeat  studies. 
Two  other  patients  (Cases  1 and  5)  experienced 
severe  withdrawal  symptoms  while  receiving  the 
methadone-naloxone  preparation,  thus  necessi- 

* Subsequent  to  this  study,  the  effervescent  preparation  (C) 
has  been  modified  so  that  each  tablet  contains  40  mg.  of 
methadone  and  no  flavoring  material  (Vitarine).  Also,  as  a 
result  of  observed  adverse  reactions  such  as  those  described, 
the  methadone-naloxone  ration  of  D has  been  changed  to  20:1 
(Bristol). 
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TABLE  III.  Urine  levels  of  methadone  and  metabolite— twenty-four  hours  after  100-mg.  dose 


Case 

Number 

Treatment* 

Methadone 
(micro- 
grams per 
milliter) 

Methadone 
(micro- 
grams per 
milliliter) 

Creatinine 
(mg.  per 
100  ml.) 

Methadone: 

Creatinine 

(micrograms 

per 

milligram) 

Methadone 
Metabolite: 
Creatinine 
(micro- 
grams per 
milligram) 

Methadone 

Metabolite 

(micrograms 

per 

milliliter) 

Methadone- 

Metabolite: 

Creatinine 

(micrograms 

per 

milligram) 

1 

A (pH  7) 

2.2 

1 .0 

41 

5.4 

2 .4 

3.2 

7 8 

B (pH  7) 

5.0 

10.8 

71 

7.0 

15.2 

15.8 

22.3 

C (pH  7) 

2.2 

6.4 

73 

3.0 

8.7 

8.6 

11 .8 

D 

10.8 

3.2 

93 

11  .6 

3.4 

14  .0 

15.1 

2 

A (pH  7) 

1.1 

2.6 

40 

3.7 

6.5 

3.7 

9.2 

B 

5.2 

7.4 

68 

7.6 

10.9 

12.6 

18.5 

C 

11.6 

16.4 

123 

9.4 

13.3 

28.0 

22.8 

D 

6.4 

12.8 

96 

6.7 

13.1 

19.2 

20.0 

3 

A 

35.4 

29.3 

214 

16.5 

13.7 

64.7 

30.2 

B 

19.8 

14.8 

81 

24.4 

18.3 

34.6 

42.7 

D 

20.4 

5.0 

71 

28.7 

7.0 

25.4 

35.7 

4 

A 

29.8 

30.9 

99 

30.1 

31 .2 

60.7 

61 .3 

B 

32.4 

28.6 

125 

25.9 

22.9 

61 .0 

48.8 

C 

35.6 

35.5 

139 

25.6 

25.5 

71.1 

51.1 

D 

18.6 

26.6 

159 

11 .7 

16.7 

45.2 

44  .0 

5 

A 

7.0 

13.4 

129 

5.4 

10.4 

20.4 

15.8 

B 

14.8 

14.8 

170 

8.7 

8.7 

29.6 

17.4 

C 

13.0 

9.8 

194 

6.7 

5.1 

22.8 

11.8 

D 

9.6 

13.0 

138 

7.0 

9 .4 

22.6 

16.4 

6 

A 

63.6 

48.3 

296 

21 .4 

16.3 

111  .9 

37.8 

B 

19.2 

17.8 

107 

17.9 

16.6 

37.0 

34.5 

C 

21 .4 

25.6 

121 

17.7 

21.1 

47.0 

38.8 

D 

62.4 

52.2 

288 

21.7 

18.1 

114.6 

40.0 

7 

A (pH  7) 

2.8 

14.2 

119 

2.4 

11 .9 

17.0 

14.3 

B 

4.4 

9.8 

101 

4.4 

9.7 

14.2 

14.1 

C (pH  7) 

3.6 

10.3 

124 

2.9 

8.3 

13.9 

11.2 

D 

14  .6 

25.6 

181 

8.1 

14.1 

40.2 

22.2 

8 

A 

36.4 

25.3 

161 

22  .4 

15.7 

61 .7 

38.3 

B 

52.4 

35.8 

234 

22.4 

15.3 

88.2 

37.7 

C 

36.2 

29.3 

216 

22.6 

13.6 

65.5 

30.3 

D 

38.6 

31 .3 

208 

18.6 

15.0 

69.9 

33.6 

9 

A 

39.2 

34.2 

220 

17.8 

15.5 

73.4 

33.4 

B 

22.0 

34.8 

208 

10.6 

16.7 

56.8 

27.3 

C 

29.6 

35.2 

252 

11.7 

14.0 

64.8 

25.7 

D 

19.0 

35.2 

165 

11 .5 

21.3 

54.2 

32.8 

(Variance, 

no  significant 

F = 0.089 

F = 0.197 

F = 0.353 

F = 0.048 

F = 0.026 

F = 0.112 

F = 0.050 

difference  between 
medication  forms) 


* A = methadone  solution;  B = disket  tablet;  C = effervescent  tablet;  methadone  = naloxone  mixture.  pH  = 6,  except  where  noted  otherwise. 


tating  stopping  this  medication  after  3 and  9 
doses,  respectively.  One  of  the  patients  (Case  1) 
was  unable  to  take  a final  dose  of  this  preparation 
to  complete  the  plasma-level  studies. 

Urine  samples  were  monitored  regularly  by 
standard  techniques  to  document  the  use  of  meth- 
adone and  the  absence  of  abuse  of  other  drugs. 
Questionnaires  concerning  patient  acceptance  of 
the  medication  form  and  the  presence  or  appear- 
ance of  any  side-effects  due  to  the  medication 
were  answered  by  each  patient  on  a weekly  basis. 
Two  identical  questionnaires  were  thus  completed 
during  the  time  that  each  medication  was  re- 
ceived. 

Results 

The  plasma  levels  of  methadone,  determined  at 
twenty-four  hours  (time  zero),  two,  and  six  hours 
after  a 100-mg.  oral  dose  given  in  four  different 
medication  forms  to  each  of  9 patients,  are  tabu- 


lated in  Table  II.  There  were  no  statistically  sig- 
nificant differences  in  plasma  levels  resulting  from 
each  of  the  four  medication  forms  at  the  time 
points  studied.  However,  when  a comparison  by 
an  analysis  of  variance  was  made  among  those  6 
patients  for  whom  plasma  levels  of  methadone 
were  determined  following  all  four  medication 
forms,  there  were  statistically  significant  differ- 
ences between  levels  from  patient  to  patient  at 
twenty-four  hours  and  two  hours,  but  not  at  six 
hours  following  a 100-mg.  oral  dose  (twenty-four 
hours,  F (frequency)  = 4.191,  p (probability)  < 
0.025;  two  hours,  F = 3.035,  p = 0.05;  < six 
hours,  F = 2.501,  not  significant). 

The  urine  levels  of  methadone  and  its  major 
metabolite  (a  pyrrolidine),  determined  on  single 
specimens  obtained  at  twenty-four  hours  (time 
zero)  following  a 100-mg.  oral  dose  of  methadone 
in  each  of  9 patients  receiving  four  medication 
forms,  are  presented  in  Table  III.  Urine  creati- 
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TABLE  IV.  Results  of  questionnaires  on  acceptability  and 
etficacy  of  methadone  medication  forms* 

Order  of  Preference 

Reaction  12  3 4 


Acceptability  of  form  of 
medication 

A 

D 

B 

c 

Prevention  of  withdrawal 
symptoms  and  drug 
hunger 

B 

A 

C 

D 

Absence  of  side-effects 

B 

A 

C 

D 

Overall  preference  of 
medication  form 

B 

A 

c 

D 

* Based  on  a total  of  9 patients’  responses,  on  questionnaires  completed 
after  one  and  two  weeks  on  each  medication  form. 

A = Methadone  solution  in  synthetic  orange  juice,  100  mg. 

B = Methadone  tablets  with  non-dissolvable  agent,  100  mg. 

C = Methadone  in  effervescent  tablets,  100  mg. 

D = Methadone  solution  in  synthetic  orange  juice  with  naloxone 
solution  (10 : 1),  100  mg. 


nine  levels  are  also  listed  to  give  an  approximation 
of  urine  concentration.  Urine  levels  of  metha- 
done, the  pyrrolidine  metabolite  and  the  sum  of 
these  two  compounds,  are  also  expressed  as  ratios 
to  the  concomitant  creatinine  levels.  Since  meth- 
adone is  a basic  amine  and,  thus,  possibly  excret- 
ed to  a greater  extent  in  an  acidic  urine,  the  pH  of 
each  urine  specimen  is  also  recorded  in  Table  III. 
There  were  no  statistically  significant  differences 
of  urine  levels  of  methadone,  methadone  metabo- 
lite, creatinine,  the  ratio  of  methadone  to  creati- 
nine, the  ratio  of  the  pyrrolidine  metabolite  to 
creatinine,  the  sum  of  methadone  and  metabolite, 
or  the  ratio  of  the  sum  of  methadone  and  metabo- 
lite to  creatinine  among  the  different  medication 
forms  studied.  However,  there  were  statistically 
significant  differences  for  each  of  these  urine  levels 
and  ratio  values  when  a comparison  by  an  analy- 
sis of  variance  was  made  among  those  8 patients 
where  urine  levels  were  determined  following  all 
four  medications  (analysis  of  variance  between 
patients  for  urine  levels  or  ratios  of  (1)  metha- 
done, F = 8.887,  p < 0.005;  (2)  pyrrolidine  meth- 
adone metabolite,  F = 11.254,  p < 0.005;  (3)  cre- 
atinine, F = 5.663,  p < 0.005;  (4)  methadone- 
:creatinine  ratio,  F = 16.880,  p < 0.005;  (5) 
methadone  metabolitercreatinine  ratio,  F = 9.293, 
p < 0.005;  (6)  sum  of  methadone  and  metabolite, 
F = 8.068,  p < 0.005;  (7)  sum  of  methadone  and 
metabolite:creatinine  ratio,  F = 31.455,  p < 
0.005).  The  observed  difference  between  patients 
could  not  be  ascribed  to  the  difference  in  urine 
concentration  or  pH  alone,  nor  were  they  signifi- 
cantly related  to  concomitant  plasma  levels  of 
methadone. 

Results  from  the  questionnaires  were  tabulated 
and  negative  responses  totaled  and  classified 
under  four  broad  categories  to  establish  patient 
preference  of  medication  form  based  on  acceptabi- 
lity and  efficacy  (Table  IV).  The  only  truly  unde- 
sirable preparation,  according  to  the  question- 
naires, was  the  methadone-naloxone  (10:1)  mix- 


ture. Two  of  the  patients  (Cases  1 and  5)  suf- 
fered acute  precipitation  of  withdrawal  symptoms 
within  fifteen  to  thirty  minutes  after  oral  inges- 
tion of  this  medication.  The  symptoms  included 
nausea,  vomiting,  tremulousness,  diaphoresis,  pi- 
locarpal  erection,  abdominal  cramps,  irritability, 
and  extreme  nervousness.  These  symptoms  sub- 
sided within  two  to  three  hours,  but  returned  with 
equal  intensity  after  each  dose.  They  were  suffi- 
ciently severe  that  administration  of  this  dose 
form  was  discontinued  after  3 and  9 doses,  Cases  1 
and  5 respectively,  with  even  a final  study  dose 
being  omitted  in  one  case  (Case  1).  Three  other 
patients  (Cases  4,  7,  and  9)  suffered  milder  with- 
drawal symptoms  which  were  tolerable,  according 
to  the  patients,  for  study  purposes,  but  which 
would  not  be  tolerated  for  treatment  on  a contin- 
ued basis.  The  remaining  4 patients  could  not 
distinguish  the  methadone-naloxone  from  metha- 
done alone. 

Comment 

The  clinical  duration  of  the  action  and  dose-re- 
sponse of  methadone,  including  the  development 
of  cross-tolerance  to  other  narcotics,  has  been  de- 
termined.3-5 With  the  widespread  use  of  metha- 
done in  maintenance  treatment  for  heroin  addicts, 
it  has  become  essential  to  be  able  to  measure 
methadone  levels  in  plasma  as  well  as  in  urine. 
Also,  it  has  become  essential  to  determine 
whether  various  treatment  forms  of  methadone  re- 
sult in  similar  plasma  levels  of  the  drug  in  any  one 
individual.  Thus,  the  method  used  herein  was 
developed,  and  studies  were  carried  out  to  estab- 
lish plasma  and  urine  levels  of  methadone  fol- 
lowing various  medication  forms  in  highly  tolerant 
patients  chronically  maintained  on  high  doses  of 
methadone.  Two  other  methods  for  the  determi- 
nation of  plasma  levels  of  methadone,  similar  to 
the  one  used  in  this  study,  have  been  developed 
independently  and  reported  by  Sullivan  and 
Blake6  and  by  Inturrisi  and  Verebely.7  Using 
these  other  two  reported  methods,  plasma  levels 
of  methadone  were  determined  in  a total  of  8 
methadone  maintenance  patients  following  the  in- 
gestion of  one  80  to  120-mg.  oral  dose.6-8  The 
levels  reported  are  in  the  range  of  those  obtained 
in  this  study. 

In  this  study,  it  was  of  interest  to  be  able  to 
correlate  the  plasma  levels  of  methadone  with 
clinical  observations  of  the  patients.  At  twenty- 
four  hours  after  a 100- mg.  dose,  substantial  plas- 
ma levels  of  methadone  persisted;  a small  peak 
level  was  observed  at  two  hours  after  ingestion  of 
the  drug.  These  patients,  similar  to  the  majority 
of  patients  receiving  chronic  high-dose  methadone 
maintenance,  experienced  no  withdrawal  symp- 
toms at  twenty-four  hours  after  a single  oral  dose. 
These  patients,  again  similar  to  methadone  main- 
tenance patients  who  have  developed  a high  de- 
gree of  narcotic  tolerance,  experienced  no  eupho- 
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ria,  somnolence,  or  other  narcotic  effects  at  two 
hours  or  at  any  other  time  following  a 100-mg. 
dose  of  methadone.  Gordon9  has  shown  that  psy- 
chomotor performance  is  constant  and  normal, 
following  a 100-mg.  dose  of  methadone  given  to 
maintenance  therapy  patients.  Plasma  levels  of 
methadone  were  relatively  constant  for  any  1 pa- 
tient over  the  eight  weeks  of  this  study.  There  is 
no  evidence  that  methadone  affects  its  own  me- 
tabolism as  is  the  case,  for  example,  with  barbitu- 
rates which  enhance  their  own  metabolism  by  mi- 
crosomal enzyme  stimulation.  It  has  been  shown 
in  the  rat  that  methadone  does  not  enhance  mi- 
crosomal drug-metabolizing  enzyme  systems.10’11 
As  has  been  demonstrated  with  many  other  drugs, 
there  were  significant  individual  variations  of 
plasma  levels  of  methadone  after  a standard  dose 
was  given  in  any  medication  form.12  The  individ- 
ual variation  could  not  be  explained  on  the  basis 
of  disease  in  these  patients  since  none  had  any  ev- 
idence of  hepatic,  gastrointestinal,  renal,  or  other 
problems.  It  is  known  that  methadone  in  plasma 
is  88  per  cent  protein  bound  and  is  bound  to  both 
albumin  and  globulin  fractions.13  Although  these 
patients  were  shown  to  have  a variety  of  plasma- 
protein  and  immunoglobulin  abnormalities,  as  has 
been  observed  previously  in  up  to  33  and  76  per 
cent,  respectively,  of  patients  on  long-term  meth- 
adone maintenance,  these  did  not  correlate  with 
the  variations  in  plasma  levels  observed.14 

The  range  of  plasma  and  urine  levels  of  metha- 
done observed  here  could  be  used  as  a base  line 
for  comparison  of  levels  determined  in  (1)  patients 
experiencing  symptoms  of  withdrawal  or  narcotic 
excess  during  maintenance  treatment,  and  (2)  pa- 
tients with  an  underlying  disease  process  or  other 
drug  usage  which  could  alter  the  metabolism  and 
clearance  of  methadone.  Determination  of  plas- 
ma and  urine  levels  also  will  be  used  to  study  fur- 
ther the  distribution  and  metabolism  of  metha- 
done.15 

Although  there  were  no  significant  differences  in 
plasma  or  urine  levels  of  methadone  achieved  by 
four  medication  forms  studied,  the  possibility  that 
the  addition  of  naloxone  might  have  altered  the 
absorption  of  methadone  is  suggested  by  the  ob- 
servation of  greater  plasma  levels  at  six  hours 
than  at  two  hours  after  oral  ingestion  in  4 of  8 pa- 
tients studied.  Further  investigation  would  be 
needed  to  elucidate  this  possibility.  However,  the 


sudden  precipitation  of  withdrawal  symptoms 
could  not  be  attributed  to  any  lowering  of  plasma 
levels  since  the  levels  observed  at  two  hours  are 
within  the  range  of  those  observed  at  twenty-four 
hours  after  a treatment  dose,  when  there  are  no 
symptoms  of  withdrawal. 
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The  frequency  of  foot  involvement  in  the  diabetic 
patient  is  well  recognized.  Indeed,  one  of  the 
most  dreaded  aspects  of  diabetes  is  gangrene  of 
the  foot  and  the  threat  of  leg  amputation.  The 
higher  incidence  of  this  complication  in  persons 
with  diabetes  is  documented  by  the  fact  that  5 out 
of  every  6 patients  requiring  amputation  have  this 
disease.  In  one  experience,  gangrene  was  53  times 
more  frequent  in  diabetic  men  compared  with 
nondiabetic  men  over  the  age  of  forty  and  71 
times  more  frequent  in  females  in  the  same  age 
group.1 

What  accounts  for  this  marked  increased  fre- 
quency? There  is  ample  evidence  that  arterio- 
sclerotic involvement  is  a most  important  under- 
lying factor,  and,  in  the  diabetic  patient,  this  in- 
volvement occurs  more  frequently,  progresses 
more  rapidly,  and  is  more  widespread  than  in  the 
nondiabetic  patient.  However,  it  is  important  to 
emphasize  the  following  factors:  there  is  no  de- 

monstrable histopathologic  difference  between  ar- 
teriosclerosis in  the  diabetic  as  compared  with  the 
nondiabetic  patient;  some  10  per  cent  of  amputa- 
tions in  diabetic  patients  are  performed  in  the 
presence  of  palpable  peripheral  pulses;  many  cases 
of  gangrenous  feet  in  the  diabetic  patient  are  pre- 
cipitated by  unrecognized  and  unperceived  trau- 
ma of  a relatively  minor  nature;  “wet”  gangrene, 
which  reflects  at  least  a significant  circulatory 
availability,  is  present  in  many  diabetic  but  not  in 
nondiabetic  patients;  amputees  without  diabetes 
have,  by  far,  a much  higher  incidence  of  acute 
onset,  whereas  amputees  with  diabetes  have  the 
highest  incidence  of  chronic  onset  and  most  fre- 
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quently  undergo  below-knee  amputation;  and  dia- 
betic patients  with  only  moderate  vascular  ob- 
struction may  develop  gangrene  from  infection. 

All  of  these  points  strongly  suggest  the  presence 
of  an  additional  factor  or  factors  other  than  vascu- 
lar insufficiency  involved  in  the  precipitation  of 
gangrene  in  the  diabetic  patient.  Further,  the 
one  outstanding  difference  between  the  diabetic 
and  the  nondiabetic  foot  is  the  presence  of  neu- 
ropathy in  the  diabetic  foot.  Neuropathy,  by  re- 
ducing sensitivity  to  pain  and  extremes  of  temper- 
ature, renders  the  foot  of  the  diabetic  patient 
more  susceptible  to  the  effects  of  trauma  and  the 
possible  introduction  of  infection. 

Etiology 

The  background  for  the  concept  of  the  “diabetic 
foot”  implies  that  the  problem  is  a combination  of 
three  factors:  (1)  vascular  insufficiency,  (2)  neu- 

ropathy, and  (3)  infection,  each  occurring  in  vary- 
ing degrees.  The  inescapable  implication  is  that 
this  determines  the  approach  to  therapy  and  the 
prognosis,  both  of  which  depend  on  the  relative 
significance  of  each  factor  in  each  individual  pa- 
tient. Elements  of  all  three  etiologic  factors  will 
be  found  in  almost  every  case,  and  the  diagnosis 
of  the  dominant  factor  in  any  given  instance  is  a 
prerequisite  to  the  planning  of  effective  therapy. 

Vascular  insufficiency.  Involvement  of  the 
blood  vessels  by  arteriosclerosis  is  a significant 
and  important  underlying  factor  in  the  problem  of 
the  diabetic  foot.  In  the  diabetic  patient,  arterio- 
sclerotic involvement  occurs  more  frequently  and 
at  an  earlier  age  and  tends  to  be  more  widespread 
in  the  smaller  peripheral  arteries.  The  nondia- 
betic person  differs  in  that  there  is  a greater  ten- 
dency for  the  larger  vessels,  such  as  the  aorto-iliac 
or  femoropopliteal,  to  be  affected  with  relative 
sparing  of  the  leg  arteries.2  Another  important 
difference  in  patients  with  diabetes  is  the  elimina- 
tion of  the  male  characteristics  of  predominance 
which  are  so  marked  in  the  nondiabetic  person. 
Finally,  it  should  be  emphasized  that  there  is  no 
consistent  relationship  between  the  presence  or 
severity  of  the  vascular  involvement  and  the  de- 
gree of  disturbance  of  carbohydrate  metabolism. ' 

A significant  recent  addition  to  diagnostic  pro- 
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FIGURE  1.  Arteriogram  showing  occlusion  of  superfi- 
cial femoral  artery  and  patency  of  peroneal  artery. 

cedure  is  arteriography  (Fig.  1).  This  has  led  to  a 
considerably  improved  evaluation  of  the  nature, 
extent,  and  localization  of  arterial  involvement 
with  subsequent  improvement  in  definitive  thera- 
py- 

Neuropathy.  The  chief  distinguishing  differ- 
ence between  the  diabetic  and  nondiaetic  foot  is 
diabetic  neuropathy.  The  presence  of  neuropathy 
with  its  subsequent  impairment  of  sensitivity  re- 
sults in  unrecognized  trauma  which  may,  in  turn, 
lead  to  infection.  Diabetic  neuropathy  primarily 
affects  the  nerves  to  the  lower  extremities,  chiefly 
at  the  periphery  and  primarily  in  the  adult  matu- 
rity onset  diabetic  patient.4  It  is  one  of  the  com- 
mon complications  for  which  the  elderly  diabetic 


person  may  first  seek  medical  advice.  Impair- 
ment of  autonomic  nerve  response  (vasomotor), 
pain  conduction,  and  temperature  perception 
predispose  to  trauma  and  lower  tissue  resistance. 
Pain,  paresthesias,  and  loss  of  ankle  jerks  are  part 
of  the  picture.  Neuropathy  in  diabetes  may  sim- 
ulate the  effects  of  a partial  or  complete  sympa- 
thectomy. The  presence  of  impaired  sensation 
leads  to  unrecognized  and  unappreciated  trauma 
as  a result  of  the  neuropathic-conditioned  sensi- 
tivities to  such  items  as  ill-fitting  or  tight  shoes,  a 
curled  thread  in  a sock,  thermal  burns,  hot  water 
burns,  improper  trimming  of  corns  and  calluses,  or 
the  use  of  strong  chemicals  such  as  corn  removers. 

In  addition  to  the  forms  described  previously  of 
sensory  and  autonomic  neuropathy,  there  are  two 
specific  lesions  that  result  directly  from  neuropa- 
thy: the  neuropathic  ulcer  and  the  neuropathic 

or  Charcot’s  joint. 

Neuropathic  ulcer.  Neuropathic  ulcer  (plantar 
ulcer,  mal  perforans)  results  from  the  stress  of 
walking  on  a foot  that  has  a reduced  nerve  supply. 
Neuropathy  is  an  essential  factor  leading  to  the 
lesion  and  is  characterized  by  the  marked  or  com- 
plete loss  of  pain  and  temperature  sensation;  ab- 
sent ankle  jerks  are  the  rule.  The  neuropathic 
disturbance  results  in  weakness  and  atrophy  of 
the  intrinsic  muscles  which  produce  characteristic 
deformities.  The  toes  are  held  dorsiflexed  at  the 
metatarsal-phalangeal  joints  with  flexion  at  the 
interphalangeal  joints;  they  are  drawn  up  into  a 
cocked-up  position  called  claw  toes  by  simulta- 
neous contraction  of  the  long  flexors  and  exten- 
sors, since  the  normal  balancing  force  of  the  in- 
trinsic muscles  is  removed.  This  uncovers  the 
metatarsal  heads  and  leads  to  thinning  of  the  nor- 
mal fat  pad.  As  a result,  the  anterior  arches  soon 
become  covered  with  a thick  hard  callus.  In  ad- 
dition, there  may  be  talipes  valgus  or  splayfoot 
and  hallux  valgus.  Because  of  this  abnormal 
alignment,  the  thrust  of  the  body  weight  is  borne 
by  areas  not  originally  designed  by  nature  to  ab- 
sorb these  blows;  the  distribution  of  these  ulcers  is 
thus  predictable  at  the  site  of  maximum  walking 
pressure  and  reflects  the  mechanical  factors.0 

The  foot  is  characteristically  warm  with  good 
palpable  pulses.  A persistent  nonhealing  ulcer, 
particularly  when  associated  with  a callus,  should 
arouse  suspicion  of  a neurotropism;  in  such  a case, 
it  is  most  likely  to  be  of  diabetic  origin.  The 
ulcer  is  of  circular  shape  and  “punched  out”  in 
appearance  (Fig.  2). 

Neurogenic  ulcers  are  painless,  as  evidenced  by 
the  fact  that  a serous  discharge  on  the  sock  or 
stocking  is  often  the  first  sign  of  the  lesion’s  pres- 
ence. 

Neuropathic  joint  or  Charcot's  joint.  Another 
highly  characteristic  lesion  of  the  foot  associated 
with  diabetic  neuropathy  is  the  neuroarthropathic 
joint.  Here,  the  pathogenesis  follows  a sequence 
of  injury  to  the  ligament,  such  as  a sprain  or  per- 
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FIGURE  2.  Neuropathic  ulcer;  note  punched-out  ap- 
pearance and  surrounding  callus. 


haps  a small  bone  fracture  which  are  completely 
painless  to  the  patient.  Instead  of  protecting  the 
injured  joint  or  foot,  as  happens  in  the  normal 
condition,  the  patient  continues  to  walk  thus 
leading  to  further  deterioration  of  the  alignment 
of  the  bone  structure  so  that  eventually  there  are 
multiple  fractures  with  marked  destruction  of 
bone,  marked  loss  of  ligamental  structure,  and  the 
completely  deformed  foot  as  seen  in  the  Charcot’s 
joint. 

One  of  the  outstanding  clinical  features  of  this 
syndrome  is  its  remarkable  painlessness.  The 
foot  slowly  swells  without  fluid  accumulation  or 
signs  of  infection;  it  becomes  shorter  and  wider 
with  a tendency  to  eversion  and  external  rotation, 
and  the  longitudinal  arch  is  completely  flattened 
(Fig.  3).  The  gait  becomes  abnormal.  Eventual- 
ly, the  foot  may  look  like  a clubfoot  and,  on  pal- 
pation, may  feel  mushy  and  boggy  or  may  be  sug- 
gestive of  a “bag  of  bones.”  The  marked  distur- 
bance of  normal  configuration  often  leads  to  pain- 
less perforating  ulcers,  usually  free  of  gross  infec- 
tion, at  sites  of  abnormal  pressure.6 

Normal  peripheral  pulses  in  the  feet  are  charac- 
teristic and  significant.  The  oscillometer  readings 


FIGURE  3.  Bilateral  Charcot's  joints  with  loss  of  lon- 
gitudinal arch,  deformity,  and  eversion. 


and  the  filling  time  of  the  subpapillary  venous 
plexus  are  normal.  Thermocouple  readings  have 
been  normal  in  patients  in  whom  these  were  ob- 
tained. The  toes  and  plantar  surface  of  the  foot 
are  usually  warm  and  pink. 

The  classic  roentgenographic  features  are  essen- 
tially those  of  bone  lysis  with  marked  fragmenta- 
tion and  eburnation.  There  is  a definite  tendency 
to  disarticulation  and  dissolution  of  the  joints 
with  overgrowth  of  bone  and  calcification  in  and 
around  the  involved  joints.  The  small  islets  of 
fuzzy  bone  growing  in  the  synovial  membrane  are 
reliable  features  of  a neurogenic  arthropathy.  In 
addition,  the  joint  space  is  decreased,  the  articu- 
lating bony  margins  are  irregular  and  deformed, 
the  bone  is  remolded,  and  osteophytes  and  bone 
resorption  may  be  seen. 

Infection.  The  presence  of  neuropathy  and  its 
impairment  of  sensitivity  results  in  unrecognized 
trauma  which  may,  in  turn,  lead  to  infection. 
Even  in  the  absence  of  vascular  impairment, 
neuropathy  interferes  with  normal  vasomotor  tone 
so  that  the  natural  defense  reaction  is  impeded. 
Hence,  infection  is  another  element  in  the  com- 
ponents of  the  diabetic  foot,  but  often  is  secon- 
dary to  neuropathic  and  vascular  involvement. 
Spread,  especially  involving  the  bones  with  os- 
teomyelitis, is  a serious  factor  in  diabetic  foot 
problems. 


Therapy 

Recognition  of  the  concept  of  the  diabetic  foot 
and  of  the  interplay  of  the  three  factors,  namely 
vascular,  neurologic,  and  infectious  provide  a 
guide  to  the  therapy  and  prognosis.  The  need  to 
evaluate  the  relative  importance  of  these  three 
features  in  any  particular  situation  is  obvious.  In 
general,  if  the  vascular  aspect  is  predominant,  the 
more  radical  approach  is  necessary,  whereas  if  the 
chief  problem  is  neuropathic  or  infectious,  conser- 
vative efforts  are  to  be  stressed,  and  the  prognosis 
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for  saving  the  limb  is  often  much  better. 

Where  there  are  predominant  neuropathic  and 
infectious  elements,  conservative  measures  are  in- 
dicated and  include  rest,  foot  protection,  and 
especially  antibiotics.  The  antibiotic  is  deter- 
mined by  culture  and  sensitivity  studies.  Diabet- 
ic control  becomes  particularly  important  in  the 
presence  of  any  infectious  element.  Should  the 
infection  be  deep-seated  and  widespread,  then 
wide  excision  becomes  necessary.  At  times,  there 
may  be  secondary  osteomyelitis  in  which  case 
more  definitive  surgery,  such  as  removal  of  the  of- 
fending bone,  is  indicated.  The  point  of  the  mat- 
ter is,  however,  that  if  the  circulation  is  adequate 
and  the  vascular  supply  unimpeded,  then  healing 
takes  place  readily. 

Treatment  of  the  diabetic  neuropathic  ulcer  is 
conditioned  by  the  fact  that  there  are  two  aspects 
involved  in  the  pathogenesis:  neuropathic  and 

mechanical.  At  the  present  time,  there  is  no 
therapy  for  removing  or  reversing  the  neurologic 
components;  therefore,  all  effort  must  be  directed 
toward  eliminating  or  alleviating  the  responsible 
mechanical  factors.  Weight  bearing  must  be 
eliminated  or  sharply  curtailed.  In  addition,  de- 
bridement, trimming  of  the  callus,  and  antibiotics 
often  produce  healing.  Proper  shoes  after  the 
ulcer  has  healed  prevent  further  difficulty.  In 
stubborn  cases,  removal  of  the  metatarsal  head  to 
eliminate  the  source  of  pressure  sometimes,  to- 
gether with  amputation  of  the  involved  toe,  is  in- 
dicated. Results  of  this  operation  have  been  emi- 
nently successful.  At  times,  tenotomy  of  the  flex- 
ors at  the  corresponding  flexure  of  the  metatarsal- 
phalangeal  joint  may  be  of  aid. 

Therapy  of  Charcot’s  joint  is  often  of  great  help. 
Although  there  is  no  cure  for  this  condition,  con- 
servative management  may  halt  the  progress  in 
some  cases,  and  in  a few  patients  actual  regression 
may  occur.  Some  of  these  patients  are  able  to  get 
about  with  a remarkable  degree  of  agility.  The 
most  satisfactory  management  is  limitation  of 
weight  bearing  by  use  of  orthopedic  appliances, 
such  as  short  leg  braces,  especially  built  or  mold- 
ed shoes,  sponge-rubber  arch  supports,  prostheses, 
and  crutches,  thereby  helping  to  prevent  further 
deformity.  The  best  results  have  been  reported  in 
several  cases  by  the  prolonged  use  of  walking 
casts.  This  has  now  become  the  treatment  of 
choice  and,  in  our  experience,  is  most  satisfactory. 

Where  the  vascular  element  is  either  predomi- 
nant or  plays  a significant  role,  arteriography  be- 
comes important  and  indeed,  in  most  instances, 
mandatory.  This  diagnostic  procedure  represents 
a significant  advance  in  evaluating  the  vascular 
' status.  In  almost  all  cases  with  distal  gangrene  of 
the  foot,  especially  the  toes,  arteriography  is  man- 


datory before  local  amputation  is  accepted  as  a 
last  resort.  Reconstructive  arterial  surgery  is  pos- 
sible in  many  of  these  cases  hut  can  be  deter- 
mined and  properly  evaluated  only  after  arteriog- 
raphy is  performed.  The  results  of  this,  in  addi- 
tion to  other  clinical  diagnostic  procedures,  form 
the  basis  for  the  final  determination.  The  surgi- 
cal possibility  for  reconstruction,  thromboendart- 
erectomy,  or  bypass  graft,  usually  employing  an 
autogenous  vein,  has  been  very  helpful  in  many 
instances.  If  amputation  is  indicated,  then  the 
lower  the  site  of  the  amputation,  the  better. 
Every  effort  should  be  made  to  save  the  knee 
joint  so  the  eventual  use  of  a prosthesis  becomes 
more  feasible,  plus  the  fact  that  the  use  of  the 
knee  joint  is  most  helpful  in  permitting  the  pa- 
tient to  turn  in  bed.  In  our  experience,  the  use  of 
vasodilators  are  without  avail,  and  the  operation 
of  lumbar  sympathectomy  has  been  equally  inef- 
fective. 

The  use  of  antibiotics  for  infection,  arteriogra- 
phy with  resulting  vascular  surgery  where  indicat- 
ed, and  the  awareness  of  neuropathy,  including 
neuropathic  ulcer  and  Charcot’s  joints,  have 
helped  save  many  limbs. 

Prophylactic  therapy,  of  course,  is  most  impor- 
tant and  includes  the  daily  observation  of  the  feet 
and  keeping  the  feet  properly  dressed  in  warm 
woolen  socks.  Unrecognized  and  unappreciated 
trauma,  resulting  from  neuropathic-conditioned 
insensitivities  through  such  items  as  ill-fitting 
shoes,  thread  in  the  sock,  thermal  burns,  chemical 
burns,  hot  water  burns,  and  improper  trimming  of 
corns  and  calluses  can  all  be  measurably  con- 
trolled and  often  avoided  with  proper  manage- 
ment and  patient  education.  The  strict  control  of 
diabetes  in  the  presence  of  infection  and  the  rigid 
avoidance  of  tobacco  are  essential  elements  in 
prevention. 
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Several  unusual  complications  have  occurred 
since  the  advent  of  the  New  York  State  liberalized 
abortion  law.  This  is  a case  report  of  an  inter- 
esting complication  on  a service  which  has  done 
6,256  abortions  in  the  first  year. 

Case  report 

A thirty-six  year-old  Negro  woman,  para  5-0-1- 
4,  whose  last  menstrual  period  was  on  April  15, 
1971,  had  an  elective  termination  of  pregnancy  on 
June  21,  1971.  At  that  time  the  uterus  was  en- 
larged to  eight  weeks’  gestational  size,  the  preg- 
nancy test  result  was  positive,  the  Papanicolaou 
smear  was  Class  HR,  and  pathology  report  re- 
vealed gestational  endometrium  without  chorionic 
tissue. 

On  examination  in  the  family  planning  clinic  on 
July  19.  1971,  the  uterus  was  enlarged  to  sixteen 
weeks'  gestational  size.  The  pregnancy  test  result 
was  positive.  She  was  scheduled  for  saline  amni- 
ocentesis in  two  weeks. 

On  examination  on  August  3,  1971,  the  uterus 
was  felt  to  be  enlarged  to  twenty-four  weeks’  ges- 
tational size.  She  underwent  saline  amniocen- 
tesis, 180  cc.  of  fluid  withdrawn  and  180  cc.  of 
23.4  per  cent  salt  solution  instilled. 

The  following  day  the  patient  complained  of  ir- 


regular abdominal  pains  and  was  admitted  to  the 
abortion  unit.  Abdominal  and  pelvic  examina- 
tion revealed  that  the  uterus  was  approximately 
twenty-four  weeks’  gestational  size,  and  the  cervix 
was  closed.  Oxytocin  stimulation  was  begun. 
She  failed  to  abort  after  twenty-four  hours  and 
was  transferred  to  the  gynecology  unit. 

Pertinent  findings  the  next  day  were  as  follows: 
The  internal  os  was  open.  The  corpus  was  felt  to 
be  twelve  weeks'  gestational  size.  There  was  a 
large  mass  arising  from  the  pelvis  and  occupying 
most  of  the  left  lower  quadrant.  The  mass  was 
mobile  and  slightly  tender.  A vacuum  curettage 
and  cervical  punch  biopsy  was  done.  The  biopsy 
revealed  in  situ  carcinoma.  Her  vital  signs  re- 
mained stable  until  August  8,  1971,  when  vomit- 
ing and  abdominal  pain  developed.  She  was 
treated  conservatively  for  partial  large-bowel  ob- 
struction and  on  August  11,  1971,  underwent  ex- 
ploratory laparotomy. 

At  laparotomy  there  was  a conglomerate  mass 
of  pelvic  organs  and  matted  loops  of  bowel  cov- 
ered by  omentum.  Careful  dissection  revealed 
that  the  corpus  was  fourteen  weeks’  gestational 
size  with  a 15  cm.  by  15  cm.  mass  arising  from  the 
left  cornual  area.  An  umbilical  cord  extended 
from  this  mass  to  a 13  cm.  long  somewhat  macer- 
ated male  fetus  lying  along  the  right  midabdomi- 
nal wall.  There  was  a clearly  defined  membrane 
which  was  dissected  from  the  matted  loops  of 
bowel.  The  right  adnexal  structures  appeared 
normal.  A total  abdominal  hysterectomy  with  a 
vaginal  cuff  was  done. 

Pathologic  examination  revealed  ruptured  left 
cornual  gestation  and  cervix  with  in  situ  carcino- 
ma. Examination  of  the  membranes  revealed  fi- 
bromuscular  tissue  with  inflammation. 

To  our  knowledge,  this  is  the  first  time  that  an 
abdominal  pregnancy  inadvertently  underwent  sa- 
line amniocentesis. 

We  feel  certain  that  when  the  abdominal  tap 
was  done,  amniotic  fluid  was  obtained;  otherwise 
disastrous  results,  for  example,  hypernatremia 
and  ascites  would  have  resulted  from  intra-ab- 
dominal salt  instillation. 
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The  recent  delivery  at  this  hospital  of  a stillborn 
sireniform  monster  has  prompted  us  to  review  the 
literature,  particularly  that  concerning  the  obste- 
tric and  pathologic  findings  in  previous  cases.  We 
feel  that  this  case  should  be  added  to  the  litera- 
ture for  several  reasons:  (1)  It  should  be  empha- 

sized that  this  condition  can  be  diagnosed  in  utero 
in  a large  percentage  of  cases.  (2)  While  the 


pathologic  reports  of  previous  cases  have  listed  a 
large  number  of  infradiaphragmatic  visceral 
anomalies,  very  few  have  noted  malformations 
above  the  level  of  the  diaphragm. 

Case  report 

The  patient  is  a twenty-year-old  white  female, 
gravida  1,  para  0,  abortion  1,  whose  last  menstru- 
al period  was  July  22,  1969,  with  an  expected  day 
of  confinement  of  April  29,  1970.  Her  first  preg- 
nancy terminated  in  spontaneous  abortion  at  six- 
to-eight-weeks’  gestation,  but  nothing  in  her  past 
history  is  remarkable.  The  only  medications 
taken  during  her  pregnancy  were  acetylsalicylic 
acid  and  vitamins.  She  was  first  seen  in  the  an- 
tenatal clinic  on  November  3,  1970,  at  which  time 
the  physical  examination  findings  were  completely 
normal.  Her  blood  pressure  was  110/64,  weight 
13T9  pounds,  and  the  uterus  was  felt  to  be  com- 
patible with  her  dates  at  twelve  to  fourteen  weeks’ 
gestational  size.  She  was  seen  again  on  December 
9,  1969;  the  uterus  was  felt  to  be  still  fourteen 
weeks’  gestation  size  and  smaller  than  expected 
dates.  The  patient,  when  seen  again  on  January 
7,  in  what  would  have  been  her  twenty-fourth 
week  of  pregnancy,  had  felt  no  movement,  and  the 
uterus  was  consistent  with  a fourteen-to-sixteen- 
weeks’  gestation;  the  slide  test  for  pregnancy 


FIGURE  1.  (A)  Front  and  (B)  back  views  of  six-and-one-half-month-old  stillborn  fetus  with  characteristic  sirenome- 

lia deformity. 
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FIGURE  2.  X-ray  films  (A)  front  and  (B)  side  views 
show  lower  extremity  deformities  of  sirenomelia  fetus. 
(C)  Right  wrist  is  deformed;  thumb  is  attached  to  hand 
by  skin  strand,  and  bone  is  absent. 

(Gravindex)  gave  negative  findings  at  this  time. 
She  was  followed  on  a weekly  basis  for  a missed 
abortion  until  February  4,  with  no  uterus  growth 
noted,  no  fetal  movements,  or  fetal  heart  tones 
detected.  Weekly  blood  fibrinogen  levels,  at  first 
normal,  dropped  to  155  on  February  4,  and  the 
patient  was  admitted  to  the  hospital  and  given 
oxytocin  (Pitocin)  stimulation  on  two  successive 
days.  After  an  amniotomy  and  a repeat  oxytocin 
injection,  she  delivered  a stillborn,  slightly  macer- 
ated fetus  with  characteristic  sirenomelia  deformi- 
ty. She  had  a benign  postpartum  course  and  was 
discharged  on  the  fourth  postpartum  day. 

Pathology  report 

A fetus  weighing  about  495  Gm.  and  measuring 
22  cm.  crown  to  rump  was  received  in  formalin 
(Fig.  1).  There  is  slight  maceration;  the  ears  are 
malformed  and  there  is  an  absence  of  auricular 
cartilage.  The  external  auditory  canals  are  pat- 
ent. No  other  abnormalities  are  noted  of  the  ear, 
nose  and  throat  area,  and  the  neck  shows  no  ab- 
normalities. The  chest  is  symmetrical,  the  abdo- 
men shows  marked  narrowing  in  its  lower  portion, 
and  the  bones  of  the  pelvic  girdle  appear  to  be  ab- 
sent. There  is  an  absence  of  the  external  geni- 
tourinary apparatus,  and  the  anus  is  imperforate. 
The  lower  portion  of  the  vertebral  column  appears 
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FIGURE  3 Diagram  demonstrates  tracheo-esophageal 
fistula  Proximal  esophagus  ends  blindly  and  distal 
esophagus  originates  from  trachea  behind  and  above 
carina. 


to  be  absent,  as  is  confirmed  on  the  x-ray  film;  the 
lower  extremities  are  represented  by  a ‘‘mermaid" 
deformity,  and  there  is  at  least  a portion  of  a right 
femur,  a left  femur,  and  a portion  of  the  left  tibia, 
as  confirmed  on  the  x-ray  film  (Fig.  2).  The  de- 
formed parts  show  flexion  anteriorly  with  lateral 
deviation.  The  right  wrist  also  is  grossly  de- 
formed with  medial  deviation  and  slight  palmar 
flexion.  The  right  thumb  is  attached  to  the  hand 
by  a strand  of  skin;  x-ray  films  reveal  an  absence 
of  bone  in  the  thumb. 

Internal  examination  reveals  no  abnormalities 
of  the  lungs,  liver,  or  spleen.  On  dissecting  the 
heart,  the  circulation  appears  to  be  normal,  the 
atrial  septum  is  widely  patent,  and  no  ventricular 
septal  defects  are  encountered.  In  the  gastroin- 
testinal tract  there  is  a tracheo-esophageal  fistula, 
the  proximal  esophagus  ending  blindly  about  1 
cm.  below  the  thyroid  cartilage,  and  the  distal 
esophagus  taking  its  origin  from  the  trachea  at  a 
point  slightly  posterior  to  and  above  the  carina 
(Fig.  3).  The  esophagus  continues  into  the  stom- 
ach which  appears  to  be  normal. 

The  middle  and  distal  portions  of  the  duo- 
denum are  atretic,  and  the  remainder  of  the  small 
bowel  is  grossly  normal,  with  the  colon  ending 
blindly  at  the  sigmoid  flexure.  The  pancreas  is 
not  definitely  identified.  The  adrenal  glands  are 


present  bilaterally  and  are  found  in  their  usual 
locations;  however,  they  are  flat  in  shape.  The 
kidneys  and  ureters  are  absent,  as  are  the  urinary 
bladder  and  prostate.  Two  small  gonads  are 
found  in  the  “pelvis”  which  histologically  are 
testes. 

Comment 

Although  the  sireniform  malformation  accounts 
for  considerably  less  than  1 per  cent  of  congenital 
deformities,  it  should  be  considered  when  there  is 
any  disparity  between  uterine  size  and  the  dura- 
tion of  the  pregnancy.  The  uterus  is  usually  de- 
scribed as  “small  for  dates,”  which  ordinarily  is 
associated  with  oligohydramnios  and  renal  agene- 
sis in  the  fetus;  amnion  nodosum  may  be  associ- 
ated.1 The  fetus  is  also  usually  small,  even  when 
the  pregnancy  goes  to  term. 

The  incidence  of  breech  presentation  goes  up. 
The  reason  for  this  has  been  postulated  by  John- 
son- as  being  “probably  due  to  a combination  of 
lack  of  liquor  (amnii)  and  an  inability  of  the  fetus 
to  kick  by  reason  of  its  fused  limb.” 

Cases  have  been  reported  with  antenatal  bleed- 
ing,1 but  all  malformations  are  encountered  more 
frequently  in  pregnancies  complicated  by  antepar- 
tum hemorrhage.  In  this  respect,  it  hardly  seems 
logical  that  antepartum  hemorrhage  has  a cause- 
effect  relationship  to  sirenomelia. 

The  external  manifestations  most  frequently  en- 
countered in  sireniform  monsters  have  been  the 
absence  of  external  genitourinary  apparatus,  im- 
perforate anus,  and  fusion  and/or  absence  of  por- 
tions of  the  lower  extremities.  The  umbilicus 
possesses  a single  umbilical  artery.4  Abnormali- 
ties of  the  upper  extremities  are  reported  but  are 
less  constant. 

Internal  abnormalities  are  frequent  below  the 
level  of  the  diaphragm,  but  supradiaphragmatic 
anomalies  have  seldom  been  seen;  the  colon  typi- 
cally ends  as  a blind  pouch.  There  are  frequent 
urinary  tract  anomalies,  most  often  agenesis  of  the 
kidneys,  ureters,  bladder,  and  urethra.  Other 
types  of  urinary  tract  malformations  are  not  infre- 
quent. Interesting  from  a theoretic  point  of  view, 
because  they  may  have  some  anomalies  in  com- 
mon, is  the  relationship  of  this  entity  to  imperfo- 
rate anus  and  the  syndrome  of  caudal  regression. 
In  addition  to  common  anomalies,  these  entities 
have  in  common  the  fact  that  their  embrvologic 
defects  must  occur  at  nearly  the  same  time,  that 
is.  about  the  4-to-5-mm.  stage  of  development. 

Conclusion 

Although  the  siren  malformation  has  been 
known  since  ancient  times,  it  was  not  until  the 
turn  of  the  century  that  Ballantyne1’  compiled  the 
first  extensive  collection  of  cases  and  theorized 
causation.  He  speculated  that  the  “origin  of 
svmpodia  is  pressure  (probably  amniotic  in  na- 


December  1 , 1 973  / New  York  State  Journal  of  Medicine  2785 


ture)  acting  upon  the  tail  end  of  the  embryo  and 
causing  defective  development  of  the  parts  situat- 
ed there,  including,  of  course,  the  allantois  and  its 
vessels  . . 

Kampmeier,  in  1927,’  exhaustively  reviewed  the 
world  literature  on  the  subject.  He  emphasized 
the  constant  finding  of  a single  umbilical  artery 
and  its  possible  significance  and  felt  that  the  high 
takeoff  of  the  omphalomesenteric  artery  from  the 
aorta  led  to  a lack  of  nutrition  of  the  caudal  fold 
and  accounted  for  the  abnormality.  However,  the 
incidence  of  a single  umbilical  artery  is  far  greater 
than  that  of  the  siren  malformation. 

Bhatt.  in  1962, 8 reported  a case  of  sireniform 
malformation  and  reviewed  the  theories  regarding 
causation  which  had  been  advanced  up  to  that 
time.  Since  then,  a number  of  cases  have  been 
reported,  including  one  in  which  cytogenetic  stud- 
ies showed  no  abnormalities.1'  There  is  also  one 
report  of  malformation  occurring  in  identical 
twins.1"  These  infants  are  usually  males  with  un- 
descended testes,  although  females  are  reported. 
Most  appear  to  have  oligohydramnios,  probably 
related  to  the  urinary  tract  abnormalities. 


Proposal  to  permit  chiropractors 
to  perform  physical  examinations 

To  permit  chiropractors  to  perform  physical  exami- 
nations for  commercial  vehicle  drivers  in  interstate 
commerce  would  be  “extremely  dangerous,”  the  AMA 
said  in  commenting  on  a proposal  to  amend  the  Motor 
Carrier  Safety  Regulations.  In  a letter  to  the  director 
of  the  Bureau  of  Motor  Carrier  Safety,  the  AMA  said 
the  proposal  violates  the  established  regulations.  The 
objective  of  the  proposal,  as  stated  in  the  July  16,  1973, 
Federal  Register,  “is  to  have  drivers  examined  by  med- 


It would  appear,  from  the  information  available, 
that  the  siren  defect  is  a chance  occurrence.  Like 
many  other  defects  it  may  be  due  to  a multiplicity 
of  factors  with  resultant  multiple  defects. 
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ical  examiners  who  are  capable  of  diagnosing  diseases, 
injuries,  abnormalities,  or  other  conditions  which  affect 
the  ability  to  drive  a heavy  commercial  vehicle  safely.” 
Every  scientifically-based,  objective  study  of  chiroprac- 
tic has  concluded  that  chiropractors  are  “incapable  of 
performing  the  proper  diagnosis,  such  as  that  required 
by  the  Motor  Carrier  Safety  Regulations,”  the  AMA 
said.  Alteration  of  the  long-established  rules,  the 
AMA  said,  could  lead  to  “other  health  cults”  request- 
ing similar  privileges  and  “to  similar  requests  to  exam- 
ine others  engaged  in  interstate  commerce,  such  as  air- 
line pilots.” 


2786  New  York  State  Journal  of  Medicine  / December  1 , 1 973 


Transjugular  Removal 
of  Catheter  Embolus 

M.  GARCIA,  M.D.a 

Buffalo,  New  York 

THOMAS  Z.  LAJOS,  M.D.b 

Buffalo,  New  York 

LEONARD  BERMAN,  M.D.C 

Buffalo,  New  York 

From  the  Department  of  Surgery,  State  University  of  New 
York  at  Buffalo  and  the  Buffalo  General  Hospital 

a Resident 

6 Assistant  Professor  of  Surgery 

c Clinical  Associate  Professor  of  Surgery 

Percutaneous  catheterization  of  the  large 
veins  for  long-term  administration  of  parenteral 
fluids  has  been  performed  with  increasing  fre- 
quency in  all  hospitals.  Among  the  most  serious 
complications  of  this  technique  is  catheter  embo- 
lism1 and,  as  a later  sequela,  perforation  of  the 
myocardium  by  the  catheter.--3  The  direct  ap- 
proach for  removal  of  a catheter  from  the  right 
atrium  or  right  ventricle  necessitates  a thoracoto- 
my at  least  and/or  the  application  of  extracorpo- 
real circulation.  Recently,  a new  method  under 
fluoroscopy  control  has  been  described  which  was 
employed  in  our  case.4 

Case  reports 

A thirty-six  year-old  obese  Negro  female  patient 
was  admitted  to  the  Buffalo  General  Hospital  be- 
cause of  a diffusely  enlarged  mass  on  the  anterior 
aspect  of  the  neck  bilaterally.  She  underwent  a 
total  thyroidectomy  for  Hashimoto’s  disease. 

Postoperative  course.  The  postoperative 
course  of  this  patient  w'as  quite  stormy.  She  de- 
veloped wheezing  after  extubation,  and  twenty- 
four  hours  later  she  developed  respiratory  distress 
with  inspiratory  and  some  expiratory  stridor.  In- 
direct laryngoscopy  showed  edema  of  both  vocal 
cords.  A tracheostomy  w-as  performed.  In  addi- 
tion. acute  congestive  heart  failure  and  acute  psv- 
' chosis  complicated  the  patient's  postoperative  re- 
covery. 

A central  venous  catheter  was  inserted  through 
the  right  subclavian  vein  to  monitor  accurate 
pressures.  The  catheter  was  secured  to  the  skin 
by  means  of  suture  near  the  puncture  site:  Chest 

x-rav  examination  showed  the  tip  of  the  catheter 
to  be  in  the  superior  vena  cava. 


About  twelve  hours  after  the  placement  of  the 
central  venous  catheter,  the  patient  pulled  out  her 
catheter  while  confused  and  disoriented.  The  tip 
of  this  catheter  was  not  recovered.  Chest  roent- 
genograms at  this  time  showed  a portion  of  the 
catheter  lodged  in  the  region  of  the  right  atrium 
and  right  ventricle.  Because  of  this  finding,  the 
patient  was  immediately  brought  to  surgery. 

Technique  of  approach.  The  right  external 
jugular  vein  was  used  for  removal  of  catheter  em- 
bolus from  the  right  side  of  the  heart. 

With  the  patient  in  the  supine  position  and 
under  general  anesthesia,  the  whole  anterior  neck 
and  upper  chest  wall  were  prepared  and  draped. 
The  right  external  jugular  vein  was  exposed  near 
the  base  of  the  neck  using  a transverse  incision. 
The  cephalad  portion  of  the  vein  was  ligated, 
and  a figure  of  “8”  tie  was  placed  around  the 
caudad  portion  to  prevent  back-bleeding  and  pos- 
sible air  embolism.  A small  venotomy  was  made 
at  the  external  jugular  vein,  and  a straight-jaw 
Jackson  foreign-body  forceps  was  introduced. 
The  forceps  was  gently  and  carefully  advanced 
under  fluoroscopic  guidance  into  the  subclavian 
vein  through  the  innominate  vein  to  the  superior 
vena  cava  and  right  atrium,  and  the  catheter  was 
grasped  by  the  jaws  of  the  forceps  and  pulled  out 
slowly  through  the  external  jugular  vein.  The  re- 
moved catheter  tip  measured  7 inches  in  length 
(Fig.  1).  The  incision  was  closed  in  layers.  Esti- 
mated blood  loss  was  20  cc.  The  patient  tolerat- 
ed the  procedure  very  well  and  had  no  further 
complications. 

Comment 

The  subclavian  venipuncture  was  described  in 
1952  by  Aubaniac1  and  later  on  became  popular  as 
a mode  of  choice  for  intravenous  hyperalimenta- 
tion. This  is  a safe,  useful,  and  simple  procedure 
provided  the  necessary  precautions  are  observed. 
Today  it  is  mainly  used  for  monitoring  central 
venous  pressure,  intravenous  hyperalimentation, 
long-term  administration  of  intravenous  fluids, 
and  in  patients  who  have  poor  peripheral  veins. 
Complications  following  subclavian  venipuncture 
and  placement  of  central  venous  catheter  should 
always  be  kept  in  mind. 6,7  This  includes  pneumo- 
thorax, subcutaneous  emphysema,  air  embolism, 
fragment  embolism,  septicemia,  and  cardiac  tam- 
ponade. It  is  strongly  suggested,  therefore,  that 
x-ray  films  of  the  chest  be  taken  after  each  sub- 
clavian venipuncture  and  after  removal  of  the 
catheter  if  the  length  is  doubtful.  A catheter  em- 
bolism should  be  removed  as  soon  as  possible  be- 
cause of  dangers  of  foreign-body  embolism  to  the 
right  side  of  the  heart,  including  cardiac  arrhyth- 
mias, thrombus  formation,8  perforation  of  the  ven- 
tricle, further  dislodgment  to  the  pulmonary  cir- 
cuit, and  perforation  of  the  pulmonary  vessels. 

In  the  right  side  of  the  heart,  the  foreign  body  is 
accessible  by  direct  approach,  thoracotomy,  and 
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FIGURE  1.  Composite  picture  shows  chest  x-ray  film 
with  catheter  tip  (7  inches  in  length)  from  superior  vena 
cava  to  right  ventricle.  Jackson  foreign-body  forceps 
and  removed  catheter  are  superimposed 

more  recently  by  indirect  approach  through  the 
veins  of  the  neck.  Different  techniques  were  used 
in  about  a dozen  published  cases,  including  snare- 
loop  catheters,  ureteral  baskets,  and  Jackson  for- 
eign-body forceps  as  in  the  case  presented.9 

Embolization  of  catheter  tips  and  other  intrave- 
nous objects  will  continue  to  harass  us  even  if  the 
most  stringent  care  has  been  taken  on  introduc- 
tion or  during  treatment. 


We  do  not  have  to  emphasize  the  legal  and 
medical  implications  of  the  different  methods 
available  for  removal  of  these  foreign  bodies.  The 
case  and  simplicity  of  this  new  approach  elimi- 
nates the  serious  morbidity  and  mortality  rates  of 
direct  cardiac  procedures. 

Therefore,  we  recommend  this  approach  for 
those  who  are  familiar  with  catheter  techniques 
and  in  hospitals  where  portable  fluoroscopy  ma- 
chines are  available. 

Summary 

This  patient  presented  one  of  the  serious  com- 
plications of  subclavian  venipuncture,  that  is, 
catheter  fragment  embolism  to  the  right  side  of 
the  heart.  This  was  confirmed  by  chest  x-ray  ex- 
amination; it  was  successfully  removed  from  the 
right  side  of  the  heart  using  a Jackson  foreign- 
body  forceps  utilizing  the  external  jugular  vein  as 
a mode  of  approach. 

100  High  Street 
Buffalo,  New  York  14203 
(DR.  LAJOS) 
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Pseudomonas  stutzeri  is  a nonfluorescent  deni- 
trifying pseudomonad,  widely  distributed  in  soil 
and  water.  It  was  first  described  by  Burri  and 
Stutzer  in  1895'  under  the  name  Bacillus  denitri- 
ficans  II  and  renamed  Bacterium  stutzeri  by 
Lehmann  and  Neumann  in  1896. 2 In  1952,  van 
Niel  and  Allen'  reviewed  the  taxonomic  and  no- 
menclatural  status  of  this  organism  and  demon- 
strated that  it  was  clearly  a Pseudomonas  species. 

Since  1956,  there  have  been  several  reports  on 
the  isolation  of  this  organism  from  such  sources  as 
urine,  sputum,  blood,  cerebrospinal  fluid,  and 
wounds.  Wetmore  and  Gochenour4  examined  one 
strain  of  human  origin,  and  King5  described  sever- 
al dozen  strains  collected  at  the  Center  for  Disease 
Control,  Atlanta,  Georgia.  Four  strains,  recov- 
ered during  1963  and  1964,  were  described  by  von 
Graevenitz.6  Stanier,  Palleroni,  and  Doudoroff7 
described  15  strains  obtained  from  clinical  sources 
in  Denmark  and  France,  and  Lapage,  Hill,  and 
Reeve8  reported  on  isolates  from  4 patients  in  the 
United  Kingdom.  Nineteen  clinical  isolates  were 
reported  on  by  Pickett  and  Pedersen,9  and  23 
strains  isolated  during  a five-year  period  were  de- 
scribed by  Gilardi.1" 

Although  P.  stutzeri  has  been  recovered  from 
clinical  specimens,  it  has  not  been  directly  associ- 
ated with  an  infectious  process.  There  is  no  con- 
clusive evidence  that  the  organism  is  found  in 
man  as  a pathogen  or  a saprophyte,11  but  it  is  be- 
lieved to  live  as  a saprophyte  in  the  human  body.6 
The  difficulty  in  assessing  a pathogenic  role  to 
this  organism  has  been  emphasized.8-12  The  pres- 
ent report  is  the  first  known  documented  case  of 
an  infection  caused  by  P.  stutzeri  involving  a 
nonunion  fracture  of  the  left  tibia  of  a thirty-two- 
year-old  female. 

* Present  address:  Chief  of  Orthopaedic  Service,  Massa- 

chusetts General  Hospital.  Boston,  Massachusetts  02114. 


FIGURE  1 X-ray  film  of  left  tibia  of  patient  thirteen 
months  after  injury.  Note  bowing  deformity,  persistence 
of  fracture  line,  and  hyperplastic  callus  formation. 


Case  report 

A thirty-two-year-old  female  was  struck  by  an 
automobile  while  crossing  the  street  in  February, 
1970,  suffering  an  open  “bumper”  fracture  of  the 
right  tibia  and  fibula  just  below  the  knee  and  a 
closed  one  of  the  left  at  the  same  approximate  an- 
atomic site.  She  was  taken  to  a nearby  hospital, 
emergency  treatment  was  rendered,  and  the  tibial 
wound  was  irrigated,  debrided,  and  closed.  The 
lower  extremities  were  encased  in  long  leg  plasters 
for  three  months  until  the  fractures  showed  evi- 
dence of  callus  formation  on  x-ray  film,  and  then 
she  was  allowed  to  ambulate. 

The  patient  had  considerable  deformity  of  her 
lower  extremities  and  developed  pain,  local  heat, 
and  tenderness  at  the  site  of  the  left  open  tibial 
fracture.  In  April,  1971,  thirteen  months  after  the 
initial  injury,  she  was  admitted  to  the  Hospital  for 
Joint  Diseases.  An  x-ray  film  of  the  left  tibia 
showed  a moderate  amount  of  hyperplastic  bone 
formation  and  persistence  of  the  fracture  line  (Fig. 
1).  An  exploratory  operation  was  performed  on 
the  left  tibia,  and,  on  the  basis  of  the  findings,  a 
nonunion  at  the  fracture  site,  an  osteotomy  and 
internal  fixation  with  staples  was  done.  At  the 
time  of  surgery  there  was  no  purulent  material  in 
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the  wound  nor  any  identifiable  granulation  tissue. 
Cultures  taken  at  this  time  showed  no  aerobic  or 
anaerobic  growth.  The  white  blood  count,  differ- 
ential count,  and  sedimentation  rate  prior  to  sur- 
gery were  normal.  Because  of  the  possibility  of 
infection  at  the  site,  the  patient  was  started  post- 
operatively  on  intravenous  penicillin  and  methi- 
cillin.  This  therapy  was  maintained  for  four 
days,  and  then  oral  oxacillin  sodium  was  started. 
She  was  febrile  to  102°F.  in  the  first  two  postoper- 
ative days  and  normal  thenceforth. 

On  the  fourteenth  postoperative  day,  the  plaster 
was  removed  and  the  wound  examined.  There 
was  poor  healing  at  the  upper  pole  of  the  wound 
and  drainage  of  a serosanguineous  material.  The 
wound  yielded  a pure  culture  of  F.  stutzeri  sus- 
ceptible to  ampicillin.  Treatment  with  this  anti- 
biotic was  begun,  and,  with  repeated  dressing,  the 
wound  slowly  granulated  in  and  healed  by  secon- 
dary intention.  Cultures  were  obtained  from  the 
granulation  tissue  in  the  wound  on  two  subse- 
quent occasions,  and  each  showed  pure  cultures  of 
the  same  organism. 

The  osteotomy  of  the  tibia  healed  without 
event,  and  the  opposite  side  was  subsequently 
subjected  to  osteotomy  without  surgical  complica- 
tion. Ampicillin  was  discontinued  approximately 
five  weeks  after  recognition  of  the  infection,  and 
no  recurrence  has  been  noted  to  this  date. 


Bacteriology 

The  characteristics  of  the  thrice-isolated  strain 
(number  1006)  and  31  other  clinical  isolates, 
which  were  examined  by  methods  previously  de- 
scribed, 11  are  listed  in  Table  I. 

P.  stutzeri  is  characterized  as  a gram-negative, 
nonspore-forming  bacillus  with  monotrichous  fla- 
gella. It  grows  aerobically  on  ordinary  peptone 
medium  and  will  grow  anaerobically  in  media 
containing  nitrate.  It  is  indole-negative,  oxidase- 
positive, and  attacks  carbohydrates  oxidatively 
with  the  production  of  acid  but  no  gas.  Charac- 
teristics of  particular  interest  which  have  tradi- 
tionally served  to  identify  this  species  include  its 
colonial  morphology  and  production  of  nitrogen 
gas.  The  strains  are  diphasic  and  consist  of  both 
rough  and  smooth  colonial  forms.  Most  strains 
produce  a characteristic  dull  yellow  pigment,  but 
some  are  light  brown  in  color.  All  strains  are  ca- 
pable of  active  denitrification  with  the  accumula- 
tion of  large  amounts  of  nitrogen  gas.  Other  dis- 
tinctive characters  associated  with  P.  stutzeri  in- 
clude starch  hydrolysis,  growth  on  6.5  per  cent  so- 
dium chloride,  and  inability  to  grow  at  pH  5.6. 

P.  stutzeri  may  be  confused  with  Pseudomonas 
pseudomallei  since  both  species  produce  rough 
wrinkled  colonies.  However,  the  two  species  can 
be  easily  differentiated  since  P.  pseudomallei  pro- 
duces acid  from  lactose  and  sucrose,  is  arginine 
dihydrolase-positive  and  gelatinase-positive,  grows 


TABLE  I.  Characteristics  of  strain  1006  and  31  additional 
clinical  isolates  of  P.  stutzeri* 

Test  Result  Test  Result 


Acid 


Glucose,  1 per  cent 

+ 

100 

Casein 

_ 

10 

(OFBM) 

Hemolysis 

— 

0 

Fructose 

+ 

100 

SS  agar 

+ 

94 

Galactose 

+ 

94 

Deoxycholate  agar 

+ 

94 

Mannose 

+ 

94 

MacConkey  agar 

+ 

100 

Rhamnose 

+ 

77 

TTC 

— 

0 

Xylose 

+ 

100 

6.5  per  cent  NaCl 

+ 

100 

Lactose 

— 

0 

2.5  per  cent  NaCl 

+ 

100 

Sucrose 

— 

0 

pH  5.6 

— 

0 

Maltose 

+ 

100 

Cetrimide 

— 

6 

Mannitol 

+ 

90 

42°  C. 

+ 

100 

Lactose,  10  per  cent 

— 

0 

Motile 

+ 

100 

(PAB) 

Gluconate 

— 

0 

Susceptible  to: 

ONPG 

— 

0 

Penicillin 

— 

16 

Fluorescence 

— 

0 

Novobiocin 

— 

0 

Hydrogen  sulfide 

— 

0 

Erythromycin 

+ 

51 

Urea 

— 

19 

Lincomycin 

— 

0 

Indole 

— 

0 

Ampicillin 

+ 

87 

Nitrite 

+ 

35 

Tetracycline 

+ 

93 

Nitrogen  gas 

+ 

100 

Chloramphenicol 

+ 

48 

Oxidase 

+ 

100 

Streptomycin 

+ 

84 

Arginine 

— 

0 

Cephalothin 

— 

0 

Lysine 

— 

0 

N itrofurantoin 

— 

0 

Ornithine 

— 

0 

Nitrofurazone 

— 

0 

Phenylalanine 

+ 

48 

Nalidixic  acid 

+ 

90 

Esculin 

— 

0 

Neomycin 

+ 

100 

Lipase 

+ 

94 

Kanamycin 

+ 

100 

Amylase 

+ 

87 

Polymyxin 

+ 

100 

Deoxyribonuclease 

- 

6 

Gentamicin 

+ 

100 

Lecithinase 

— 

12 

Gelatin 

— 

0 

* Figures  represent  per  cent  of  31  strains  giving  positive  test  findings; 
symbols:  + = positive  result;  — = negative  result;  OFBM  = ox- 

idation = fermentation  basal  medium;  PAB  = purple  agar  base;  ONPG 
= ortho-nitrophenylbeta-D-galactopyranoside;  TTC  = triphenyl 
tetrazolium  chloride.  Antibacterial  susceptibilities  were  determined  by 
the  method  of  Bauer  et  al. 14 


at  pH  5.6,  fails  to  grow  on  Salmonella-Shigella 
(SS)  agar  and  6.5  per  cent  sodium  chloride,  and  is 
polymyxin  resistant.10 

Comment 

It  is  difficult  to  determine  the  source  of  the  or- 
ganism in  this  patient.  Although  it  is  logical  to 
assume  that  the  strain  was  a skin  saprophyte  and 
was  introduced  as  a surgical  contaminant  during 
the  most  recent  operative  procedure,  the  slow 
healing,  local  heat,  and  tenderness  of  the  fracture 
site  thirteen  months  after  the  initial  injury 
suggests  the  possibility  that  the  wound  was  infect- 
ed at  the  time  of  initial  trauma  or  during  the  first 
surgical  procedure.  P.  stutzeri  and  most  other 
gram-negative,  nonfermenting  bacilli  are  of  low 
virulence,  and,  in  this  case,  the  patient  responded 
quickly  without  significant  systemic  or  severe 
local  problems.  The  nonfermenters  are  opportu- 
nistic pathogens,  and  infections  with  these  orga- 
nisms are  usually  associated  with  certain  predis- 
posing factors.  Infections  occur  in  patients  who 
have  had  an  underlying  illness  and  are  hospital 
acquired  in  patients  who  have  had  recent  antibi- 
otic or  steroid  therapy  or  recent  surgical  proce- 
dures. 

P.  stutzeri  more  than  likely  has  been  responsi- 
ble for  infections  in  the  past,  and.  with  the  char- 
acterization of  this  organism  more  widely  known 
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today,  it  can  be  assumed  that  P.  stutzeri  will  be 
found  more  frequently  associated  with  infectious 
processes. 
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Brookhaven  National  Laboratory  to 
acquire  1 0-million-dollar  computer 


The  Atomic  Energy  Commission  has  signed  a con- 
tract with  The  Control  Data  Corporation  to  provide  a 
Cyber  70,  Model  76  computer  system,  valued  at  over 
10-million  dollars,  for  Brookhaven  National  Laborato- 
ry’s (Upton,  New  York)  Central  Scientific  Computing 
Facility. 

This  acquisition  is  part  of  a 70-million-dollar  multi- 
ple computer  procurement  program  involving  six  other 
AEC  laboratories.  The  new  system,  which  will  aug- 
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ment  the  current  computing  equipment  configuration, 
is  expected  to  become  operational  in  the  Fall  of  1974. 

With  the  acquisition  of  the  Cyber  70,  Brookhaven 
National  Laboratory’s  computing  capacity  will  be 
among  the  world’s  largest  devoted  to  scientific  re- 
search. The  Central  Scientific  Computing  Facility, 
which  will  operate  the  new  computer  system,  is  an  in- 
dispensible  tool  in  the  overall  research  program  at 
Brookhaven.  Vast  amounts  of  experimental  data  are 
processed  daily  in  support  of  a broad  spectrum  of  re- 
search projects  ranging  from  energy  problems  to  basic 
studies  on  the  structure  of  matter.  Researchers  from 
other  institutions,  as  well  as  BNL,  utilize  the  facility, 
which  is  available  to  all  federally-supported  activities. 
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Drug  Information 


Newsletter 

The  following  “Newsletter”  summaries  and  “Ques- 
tions and  Answers”  columns  are  compiled  by  the 
Brookdale  Inter-Regional  Pharmaceutic  and  Thera- 
peutic Drug  Information  Center  of  Brooklyn  College 
of  Pharmacy,  Long  Island  University,  600  Lafayette 
Avenue,  Brooklyn,  New  York  11216,  in  cooperation 
with  the  New  Jersey  Regional  Pharmaceutic  and 
Therapeutic  Drug  Information  Center,  The  Valley 
Hospital,  Linwood  and  North  Van  Dien  Avenues, 
Ridgewood,  New  Jersey  07451. 

The  Brookdale  Inter-Regional  Drug  Information 
Center  provides  at  no  charge  to  the  inquirer  pharma- 
ceutic and  therapeutic  drug  information  which  is  not 
readily  available.  Jack  M.  Rosenberg,  M.S., 
Pharm.D.,  Associate  Professor  of  Pharmacy,  Brook- 
lyn College  of  Pharmacy  and  Consultant  Director  of 
the  New  Jersey  Drug  Information  Center,  serves  as 
director.  Walter  Modell,  M.D.,  emeritus  professor 
of  pharmacology,  Cornell  University  Medical  Col- 
lege, serves  as  pharmacologist  consultant. 

All  physicians  are  welcome  to  use  the  service 
which  is  open  9:00  A.M.  to  4:30  P.M.,  Monday 
through  Friday,  and  can  be  reached  at  (212)  622-8989 
or  by  writing  the  Center.  The  New  Jersey  Center 
can  be  reached  at  (201)  445-4900,  extension  304. 

Friberg,  J.,  and  Gnarpe,  H.:  Mycoplasma  and 

human  reproductive  failure,  Am.  J.  Obst.  & Gynec. 
116:  23  (May  1)  1973. 

A total  of  54  infertile  couples  from  whom  T-myco- 
plasmas  were  isolated  were  treated  with  doxycycline 
(Vibramycin).  After  eradication  of  T-mycoplasma, 
pregnancy  occurred  in  4 (25  per  cent)  of  those  couples 
in  whom  sperm-agglutinating  antibodies  were  found  in 
the  female  partner,  and  in  11  (29  per  cent)  of  those 
couples  who  did  not  demonstrate  such  antibodies.  The 
possible  significance  is  discussed. 

Gutterman,  J.,  et  al. : Active  immunotherapy  with 

B.C.G.  for  recurrent  malignant  melanoma,  Lancet  1: 
1208  (June  2)  1973. 

Adjuvant  immunotherapy  with  B.C.G.  vaccine  was 
administered  by  scarification  to  28  patients  after  surgi- 
cal resection  of  recurrent  advanced  malignant  melano- 
ma. A lyophilized  strain  of  B.C.G.  (Tice)  was  com- 
pared to  liquid  B.C.G.  (Pasteur)  in  various  doses. 
Eight  of  9 patients  treated  with  Tice  B.C.G.  are  alive 
and  disease  free  after  one  year.  Sixteen  of  19  patients 
treated  with  Pasteur  B.C.G.  are  still  alive.  There  has 
been  a significant  decrease  in  the  relapse  rate  and  a 
significant  improvement  in  the  survival  of  patients 
treated  with  Tice  B.C.G.  compared  with  similar  pa- 
tients treated  by  surgery  alone.  There  has  been  only 
slight  improvement  in  prognosis  in  Pasteur  B.C.G.- 
treated  patients. 


Beckerhoff,  R.,  et  al.:  Plasma-aldosterone  during 

oral-contraceptive  therapy,  Lancet  1:  1218  (June  2) 
1973. 

The  effects  of  estrogen-progestogen  oral  contracep- 
tives on  plasma-aldosterone  concentrations  were  stud- 
ied in  10  healthy  young  women  during  the  first  three 
months  of  therapy.  Plasma-aldosterone  levels  rose  sig- 
nificantly with  a simultaneous  increase  in  plasma-renin 
activity.  The  striking  activation  of  the  renin-angioten- 
sin-aldosterone system  during  oral-contraceptive  thera- 
py is  usually  well  compensated  but  may  accentuate  or 
precipitate  the  development  of  hypertension  in  suscep- 
tible women. 

Blaschke,  T.,  et  al.:  Effect  of  induced  fever  on  sul- 
fobromophthalein  kinetics  in  man,  Ann.  Int.  Med.  78: 
221  (Feb.)  1973. 

The  effect  of  fever  on  sulfobromophthalein  (BSP; 
Bromsulphalein)  kinetics  was  examined  in  20  healthy 
volunteers.  Results  indicate  that  caution  must  be 
used  in  interpreting  the  BSP  test  in  patients  who  are 
even  mildly  febrile. 

Lambert,  D.:  The  use  of  propranolol  in  the  treat- 

ment of  hypertension,  Practitioner  210:  277  (Feb.) 
1973. 

Thirty  patients  with  hypertension  were  treated  with 
propranolol  (Inderal)  alone  over  a period  ranging  from 
two  to  eighteen  months.  Eighty  per  cent  of  these  pa- 
tients showed  a satisfactory  control  of  blood  pressure 
with  no  side-effects.  To  determine  if  the  reduction  in 
blood  pressure  was  due  to  propranolol,  treatment  was 
withdrawn  for  several  months  in  17  patients.  Blood 
pressure  rose  in  this  group  of  patients  toward  pretreat- 
ment levels.  When  propranolol  therapy  was  reintro- 
duced, satisfactory  control  was  again  achieved. 

Coodley,  E.,  et  al.:  Nondialytic  management  of 

chronic  uremia,  J.A.M.A.  224:  864  (May  7)  1973. 

Ten  patients  with  chronic  renal  disease  and  azotemia 
were  treated  with  progressively  increasing  doses  of  so- 
dium and  potent,  distal  tubular  diuretic  agents,  that 
is,  furosemide  (Lasix)  or  ethacrynic  acid  (Edecrin)  or 
both.  Hydrochlorothiazide  (HydroDiuril,  Esidrix)  was 
also  employed  in  these  patients.  Six  of  the  10  patients 
responded  with  an  adequate  diuresis  of  more  than 
2,200  ml.  per  twenty-four  hours,  a fall  in  blood  urea  ni- 
trogen level,  and  an  alleviation  of  uremic  symptoms 
with  an  average  dose  of  6 Gm.  of  added  sodium.  In 
four  patients,  salt  loading  was  unsuccessful. 

Almeyda,  J.,  et  al.:  Structural  and  functional  ab- 

normalities of  the  liver  in  psoriasis  before  and  during 
methotrexate  therapy,  Brit.  J.  Dermat.  87:  623  (Dec.) 
1972. 

Forty-two  patients  treated  with  methotrexate  for 
three  to  thirty  months  were  found  to  have  more  histo- 
logic abnormalities  than  25  untreated  patients  with 
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equally  severe  psoriasis.  The  incidence  of  histologic 
abnormality  increased  cumulative  dosage  of  methotrex- 
ate, but  patients  on  weekly  therapy  had  less  abnormal- 
ity than  those  on  daily  oral  therapy.  In  patients  with 
socially  and  physically  crippling  psoriasis  where  meth- 
otrexate would  be  used,  the  risk  of  significant  hepatic 
damage  is  low  enough  to  be  acceptable,  providing  su- 
pervision is  thorough. 

Greenblatt,  D.  J.,  and  Koch-Weser,  J.:  Adverse 

reactions  to  spironolactone,  J.A.M.A.  225:  40  (July  2) 
1973. 

Of  788  patients  treated  with  spironolactone  (Aldac- 
tone),  164  (20.8  per  cent)  experienced  adverse  reac- 
tions. The  most  common  was  hyperkalemia  (8.6  per 
cent)  which  increased  in  frequency  with  the  level  of 
blood  urea  nitrogen  and  in  patients  who  received  po- 
tassium chloride  concurrently.  Other  adverse  reac- 
tions included  dehydration  (3.4  per  cent),  hyponatrem- 
ia (2.4  per  cent),  gastrointestinal  symptoms  (2.3  per 
cent),  neurologic  disturbances  (2  per  cent),  and  skin 
rashes  (0.5  per  cent). 

Davidson,  F.:  Short-term  high-dose  metronidazole 

for  vaginal  trichomoniasis,  J.  Obst.  & Gynaec.  Brit. 
Commonw.  80:  368  (Apr.)  1973. 

Seventy-seven  patients  with  trichomoniasis  were 
treated  with  4 Gm.  of  metronidazole  (Flagyl)  given 
over  a period  of  two  days  in  dosage  of  two  400-mg.  tab- 
lets in  the  morning  and  three  400-mg.  tablets  at  night. 
(The  usual  recommended  dose  is  1 250-mg.  tablet  three 

I times  a day  for  ten  days.)  Thirty-eight  consorts  were 
similarly  treated.  Four  patients  were  not  cured,  but  3 
of  them  were  almost  certainly  reinfected.  Side-effects 
were  limited  to  nausea  in  9 patients  and  vomiting  in  2 
; others.  (In  the  United  States  metronidazole  is  avail- 
able as  250-mg.  tablets.) 

Haldane,  E.  V.,  and  van  Rooyen,  C.  E.:  Treatment 
of  severe  bacteroides  infections  with  parenteral 
clindamycin,  M.  A.  Canad.  J.  107:  1177  (Dec.  23)  1972. 

Seventeen  of  18  seriously  ill  patients  with  infections 
due  to  bacteroides  organisms  showed  a rapid  favorable 
clinical  response  after  treatment  with  intramuscular  or 
intravenous  clindamycin  (Cleocin).  No  serious  toxic 

Questions  and  Answers 

Is  prednisolone  safe  to  use  during  pregnancy? 

Warrell  et  aid  reported  that  in  pregnant  women  re- 
ceiving glucocorticoids  as  the  treatment  for  a general 
disease  the  risk  is  small,  but  the  risk  to  the  fetus  is 
considerable,  and  fetal  mortality  is  increased.  In  the 
Warrell  study,  34  pregnancies  in  30  women  receiving 
prednisolone  resulted  in  8 stillbirths,  and  9 fetuses 
were  judged  to  have  been  at  risk  during  pregnancy  or 
parturition.  In  contrast,  34  pregnancies  in  women  not 
receiving  glucocorticoids,  but  with  similar  diseases,  re- 
sulted in  1 stillbirth,  3 premature,  and  30  healthy 
babies. 

Do  you  have  any  information  concerning  the  use  of 
j iiethylstilbestrol  as  a postcoital  contraceptive? 

1.  Warrell.  D.  W.,  et  al .:  Outcome  for  the  foetus  of  mothers 
eceiving  prednisolone  during  pregnancy.  Lancet  1:  117  (1968). 


effects  were  observed.  The  author  concluded  that  the 
study  provided  clinical  confirmation  to  complement  re- 
cent in  vitro  evidence  that  clindamycin  was  the  drug  of 
choice  in  bacteroides  infections. 

Weber.  M.  B.:  The  treatment  of  muscle  contraction 
headaches  with  diazepam,  Curr.  Ther.  Res.  15:  210 
(Apr.)  1973. 

Ot  19  patients  studied,  12  were  greatly  improved.  4 
were  mildly  improved,  and  3 showed  no  change  when 
treated  with  diazepam  (Valium)  for  muscle-contraction 
(tension)  headaches.  Of  the  same  patients,  18  found 
no  difference  between  their  headaches  prior  to  the 
study  and  their  headaches  while  on  placebo. 

Sauer,  G.  C.:  Combined  methotrexate  and  hydroxy- 
urea therapy  for  psoriasis,  Arch.  Dermat.  107:  369 
(Mar.)  1973. 

Thirteen  of  14  patients  treated  for  severe  psoriasis 
with  the  combination  of  methotrexate  and  hydroxyurea 
(Hydrea)  had  an  adequate  clinical  response.  The  dose 
of  each  drug  was  approximately  one  half  of  that  used 
previously  in  single  drug  therapy.  There  was  no  wors- 
ening of  the  laboratory  test  results  in  11  patients.  Fur- 
ther careful  studies  were  suggested  to  determine  if 
there  is  a definite  advantage  to  combination  chemo- 
therapy in  the  treatment  of  psoriasis. 

FDA  approvals 

Diethylstilbestrol  (stilbestrol,  DES)  has  been  ap- 
proved for  use  as  a postcoital  contraceptive.  The  FDA 
(Food  and  Drug  Administration)  considers  this  use  to 
be  safe  only  as  an  emergency  measure  and  explicitly 
warns  against  its  routine  or  frequent  use  as  a contra- 
ceptive. Pregnancy  should  be  ruled  out  by  appropriate 
tests  prior  to  instituting  therapy  so  that  no  unnecessary 
exposure  of  a fetus  to  diethylstilbestrol  occurs. 

The  recommended  dosage  is  25  mg.  twice  a day  for 
five  continuous  days,  beginning  preferably  within 
twenty-four  hours  and  not  later  than  seventy-two  hours 
after  exposure.  When  the  dosage  is  given,  diethylstil- 
bestrol is  highly  effective  in  preventing  conception. 

The  most  common  side-effect  seen  with  this  therapy 
appears  to  be  nausea.  Patients  must  be  instructed  to 
continue  taking  the  medication,  however,  for  it  to  be 
effective. 

A study  by  Kuchera1  presents  the  follow-up  findings 
in  1,000  women  of  childbearing  age  who  were  given, 
within  seventy-two  hours  of  sexual  exposure,  25  mg.  of 
diethylstilbestrol  twice  a day  for  five  days.  No 
pregnancies  resulted.  The  study  indicated  that  45.2 
per  cent  of  the  women  had  virtually  no  side-effects, 
and  those  who  did  experience  effects  reported  no  seri- 
ous ones.  It  should  be  noted  that  this  study  empha- 
sized that  this  is  an  emergency-type  treatment  and 
should  not  be  used  as  a routine  contraceptive  agent. 

Do  you  have  any  information  concerning  the  relative 
effectiveness  of  influenza  virus  vaccine  given  in  a dose 
of  0.1  ml.  intradermally  as  compared  to  1 ml.  subcuta- 
neously? 

Saslaw  et  al.1-2  reported  that  0.1  ml.  of  influenza 

1.  Kuchera.  L.:  Postcoital  contraception  with  diethvlstil 

bestrol,  J.A.M.A.  218:  562  (Oct.  25)  1971. 
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virus  vaccine,  polyvalent,  given  by  the  intradermal 
route,  resulted  in  an  antibody  response  comparable  to 
that  obtained  with  1 ml.  of  the  same  vaccine  given 
subcutaneously.  A study  by  Eichoff,3  however,  states 
that  the  weight  of  evidence  appears  to  favor  the  con- 
cept that  total  antigenic  mass  is  the  critical  determi- 
nant of  serologic  response;  0.1  ml.  intradermally  cannot 
be  made  equivalent  to  1 ml.,  regardless  of  the  route  of 
administration.  The  American  Hospital  Formulary 
Service4  states  that  antibody  response  to  intracuta- 
neous  injection  of  0.1  ml.  of  influenza  polyvalent  vac- 
cine is  appreciable,  but  is  not  as  high  as  that  resulting 
from  subcutaneous  injection  of  1 ml.  Intracut aneous 
injection  of  0.1  ml.  may,  however,  be  advantageous  in 
vaccinating  small  children,  and  in  the  conservation  of 
vaccine  during  epidemics.4 

1.  Salaw,  S.  and  Carlisle,  H.  N.:  Effect  of  dosage  on  anti- 
body response  to  polyvalent  influenze  virus  in  an  aged  popula- 
tion, Am.  J.  M.  Sc.  248:  273  (1964). 

2.  Saslaw,  S.  Carlisle,  H.  N.,  and  Wolf,  G.  L.:  Effect  of 

dosage  and  influenza  vaccine  content  on  antibody  response  in 
an  aged  population,  ibid  251:  195  (1966). 

3.  Eichoff,  T.  C.:  Immunization  against  influenza:  ratio- 

nale and  recommendations,  J.  Infect.  Dis.  123:  446  (Apr.) 
1971. 

4.  American  Hospital  Formulary  Service,  American  Society 
of  Hospital  Pharmacists,  Washington.  D.C.,  1972. 

Do  you  have  any  information  on  the  use  of  chlorpro- 
pamide (Diabinese)  in  the  treatment  of  diabetes  insipi- 
dus? 

A study  by  Thiffault  et  al.1  reported  that  4 patients 
with  idiopathic  diabetes  insipidus  have  been  treated 
successfully  with  oral  chlorpropamide  for  as  long  as 
nineteen  months.  They  also  indicated  that  clinically, 
the  antidiuretic  activity  is  noted  within  twenty-four 
hours,  with  the  maximal  effect  in  the  following  two  or 
three  days. 

Miller  et  al studied  the  mechanisms  of  the  antidi- 
uretic action  of  chlorpropamide  in  13  patients  with  va- 
sopressin-sensitive diabetes  insipidus  and  in  9 normal 
water-loaded  subjects.  An  antidiuresis  occurred  in  10 
of  13  patients  and  in  all  the  normal  water-loaded 
subjects. 

Wigger  et  al.3  reported  that  in  11  patients  with  dia- 
betes insipidus,  the  effects  of  chlorpropamide,  tolbu- 
tamide (Orinase),  and  vasopressin  were  investigated. 
The  blood  glucose-lowering  sulfonamides  had  an  an- 
tidiuretic effect  which  was  identical  with  that  of  vaso- 
pressin. Quantitatively,  chlorpropamide  was  as  effec- 
tive as  vasopressin,  but  the  antidiuresis  produced  by 
tolbutamide  was  less  marked. 

1.  Thiffault,  C.,  et  al.:  Treatment  of  idiopathic  diabetes 

insipidus  with  chlorpropamide.  Union  Med.  Canada  99:  1074 
(1970). 

2.  Miller,  M.,  et  al.:  Mechanism  of  chlorpropamide  action 

in  diabetes  insipidus,  J.  Clin.  Endocrinol  30:  488  ( 1970). 

3.  Wigger,  W.,  et  al.:  ADH-like  action  of  chlorpropamide 

in  diabetes  insipidus,  Klin.  Wchnschr.  48:  855  ( 1970). 

Do  you  have  any  information  on  the  safe  use  of  peni- 
cillin-Ci  during  pregnancy  ? 

Medical  Letter 1 has  stated  that  “The  penicillins  are 
generally  considered  safe  for  administration  during 
pregnancy.”  Adamson  and  Joelsson-  have  indicated 
that  penicillins  have  been  used  extensively  during 
pregnancy  without  ill  effect  to  the  fetus. 

1.  M.  Letter  14:  94  (Dec.)  1972. 

2.  Adamson,  K.,  and  Joelsson,  I.:  Drugs  can  be  dangerous 
during  pregnancy  and  lactations.  Am.  J.  Obst.  & Gynec.  96: 
444  (1966). 


Do  you  have  any  information  concerning  reduced  fre- 
quency of  leukemia  in  BCD-vaccinated  population? 

Davignon  et  al . 1 have  reported  that  death  from  leu- 
kemia was  found  to  be  half  as  common  among  BCG- 
vaccinated  as  among  nonvaccinated  people  less  than 
fifteen  years  of  age,  for  each  of  the  years  1960  to  1963 
in  the  Province  of  Quebec,  Canada. 

During  a twenty-one-year  period  after  a controlled 
trial  of  BCG  vaccination  in  Georgia  and  Alabama, 
there  was  no  indication  that  BCG  vaccination  had  ei- 
ther prevented  or  encouraged  the  development  of  leu- 
kemia, Hodgkin’s  disease,  or  lymphosarcoma. 

Rosenthal  et  al.3  have  reported  that  in  Chicago  from 
1964  through  1969,  one  death  from  leukemia  was  re- 
corded among  54,414  infants  0 through  six  years  of  age, 
who  were  vaccinated  at  birth  with  BCG  vaccine,  a rate 
of  0.31  per  100,000  per  year.  In  contrast,  among 
172,986  infants  of  a similar  age  and  race  who  were  not 
vaccinated,  21  deaths  were  reported,  a rate  of  2.02  per 
100,000  per  year.  The  difference  is  statistically  signifi- 
cant (p  = 0.04)  and  suggests  the  value  of  BCG  vacci- 
nations in  preventing  leukemia  in  children,  but  since 
this  is  a retrospective  study,  no  firm  conclusions  can  be 
drawn. 

1.  Davignon,  L.,  et  al.:  BCG  vaccination  and  leukemia 

mortality.  Lancet  2:  638  (1970). 

2.  Comstock,  G.:  Leukemia  and  BCG,  ibid.  2:  1062  (Nov. 
13)  1971. 

3.  Rosenthal,  S.,  et  al.:  BCG  vaccination  and  leukemia 

mortality,  J.A.M.A.  222:  1543  (Dec.  18)  1972. 

Do  you  have  any  information  regarding  the  use  of 
methyldopa  in  the  treatment  of  Raynaud's  disease  and 
phenomenon ? 

Methyldopa  (Aldomet)  was  reported  to  cause  an  im- 
provement in  11  of  15  patients  treated  for  primary 
Raynaud’s  disease  and  20  of  27  patients  treated  for  sec- 
ondary Raynaud’s  phenomena  without  producing  any 
serious  or  irreversible  side-effects.1 

The  administration  of  1 to  2 Gm.  daily  was  frequent- 
ly effective  in; 

1.  Preventing  episodes  of  Raynaud’s  phenomenon 
during  both  experimental  cold  exposure  and  nor- 
mal wintertime  exposure. 

2.  Improving  the  blood  supply  to  the  digital  skin 
during  cold  exposure. 

3.  Increasing  the  rate  of  rewarming  of  digits  after 
cold  exposure. 

4.  Relieving  chronic  pain  in  the  fingers,  which  oc- 
curred at  ambient  temperatures  above  25  C. 

Conn-  mentions  methyldopa  as  a promising  drug  for 
the  treatment  of  Raynaud’s  phenomenon.  It  was  also 
stated  that  “Since  no  serious  or  irreversible  side-effects 
should  be  expected  unless  very  heavy  doses  are  pre- 
scribed, this  drug  is  preferred  initially  in  those  patients 
who  have  fairly  marked  signs  and  symptoms. 

1.  Veradi,  D.  P..  and  Lawrence.  A.  M.:  Suppression  of 

Ravnaud’s  phenomenon  by  methvldopa.  Arch.  Int.  Med.  124: 
13  (1969). 

2.  Conn,  H.  F.:  Current  Therapy.  Philadelphia,  W.  B. 

Saunders  Co.,  1972,  p.  210. 

What  are  the  current  recommendations  for  using  iso- 
niazid  as  a prophylaxis  against  tuberculosis ? 

The  Center  for  Disease  Control,  Atlanta,  Georgia,1 
recommends  that  priority  efforts  should  be  made  to 
identify  and  treat  individuals  in  the  following  groups; 
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1.  Members  of  the  household  of  a newly  diagnosed 
case  of  tuberculosis,  regardless  of  tuberculin  sta- 
tus. Preventive  treatment  for  these  household 
contacts  should  continue  for  a full  year,  even 
when  exposure  to  the  infectious  case  has  ended 
and  tuberculin  test  results  remain  negative.  Pre- 
ventive treatment  of  negative  reactors  should  also 
be  given  other  persons  who  have  had  close,  ex- 
tended exposure  comparable  to  that  of  a person 
living  in  the  same  household  with  an  active  case. 

2.  Persons  known  to  have  recently  become  infected, 
that  is,  converted  from  negative  to  positive  tuber- 
culin reaction.  A converter  is  defined  as  an  indi- 
vidual who  has  had  a “substantial”  change  in  his 
tuberculin  reaction,  from  below  10  mm.  to  above 
10  mm.,  in  the  last  two  years.  “Substantial”  is 
arbitrarily  defined  as  meaning  a change  of  6 mm. 
or  more. 

3.  Positive  tuberculin  reactors  with  “pulmonary  fi- 
brosis” or  old  fibrotic  lesions  presumably  tubercu- 
lous in  origin,  former  tuberculosis  patients  who 
have  never  had  specific  chemotherapy  or  who 
have  had  inadequate  drug  therapy  (such  as,  treat- 
ment for  less  than  eighteen  months,  no  isoniazid, 
and  so  on).  At  particularly  high  risk  are  persons 
with  pulmonary  lesions  of  unknown  etiology,  com- 
patible with  tuberculosis,  in  which  active  disease 
has  been  excluded. 

4.  Tuberculin  reactors  in  certain  clinical  situations 

known  to  lessen  their  resistance  to  disease:  Pro- 

longed corticosteroid  treatment,  gastrectomy,  leu- 
kemia, silicosis,  Hodgkins’  disease,  pneumoco- 
niosis, severe  or  poorly  controlled  diabetes,  preg- 
nancy, and  children  with  measles  or  whooping 
cough.  In  the  case  of  pregnant  women,  treatment 
should  be  started  in  the  last  trimester. 

5.  Children  who  are  reactors  through  the  age  of  ado- 
lescence. 

6.  School  personnel  and  other  adult  reactors  closely 
associated  with  children. 

As  of  January  23,  1973,  the  Center  has  added  one 
further  provision2: 

Until  further  information  about  the  relation  of  al- 
cohol and  isoniazid-associated  hepatotoxicity  is  de- 
veloped, it  is  recommended  that  alcoholics  who  have 
been  infected  with  the  tubercle  bacillus  but  who  do 
not  have  abnormal  chest  films  or  any  other  risk  fac- 
tors should  not  be  given  preventive  treatment  with 
isoniazid. 

The  dose  of  isoniazid  for  prophylaxis  is  300  mg.  per 
day  for  adults  and  10  mg.  per  kilogram  body  weight 
for  children  not  to  exceed  300  mg.  per  day,  to  be  ad- 
ministered daily  for  a period  of  t welve  months. 

1.  Center  for  Disease  Control,  Morbidity  and  Mortality 
I Weekly  Report,  May  3,  1969.  vol.  18.  no.  18. 

2.  Miller.  J.  D,:  Liver  disease  among  recipients  of  isoniazid 
1 chemoprophylaxis  under  special  surveillance — follow-up  re- 
port. memo  from  Center  for  Disease  Control.  Atlanta,  Georgia 
(Jan.  23)  1973. 

What  different  insulin  preparations  can  be  mixed  to- 
1 get  her  in  the  same  syringe  or  vial  ? 

Some  fundamental  statements  that  can  be  made  re- 
garding the  mixture  and  substitution  of  various  insulin 
preparations  are  as  follows: 

1.  Regular  insulin  may  be  added  to  NPH  insulin  in 

any  ratio  desired,  but  the  mixing  should  be  done 


immediately  prior  to  use  to  prevent  physical 
changes  that  may  lead  to  unpredictable  time  ac- 
tivities of  the  combination. 

2.  Regular  insulin  may  be  added  to  lente  insulin  and 
the  time  activity  of  each  preserved  if  the  ratio  of 
regular  insulin  to  lente  does  not  exceed  1:1.  If,  in 
a given  dose,  the  amount  of  regular  insulin  ex- 
ceeds that  of  lente,  physicochemical  changes  due 
to  the  differences  in  pH  of  the  two  insulins  may 
result  in  an  unpredictable  time-activity  curve  of 
the  combination.  Like  the  NPH-regular  combi- 
nation, the  regular-lente  mixture  should  be  used 
immediately  after  its  preparation. 

3.  Regular  insulin  may  be  added  to  protamine  zinc 
insulin,  but  because  of  the  excess  of  protamine  in 
protamine  zinc  insulin,  mixtures  of  regular  and 
protamine  zinc  insulin  in  a ratio  of  less  than  1:1 
may  have  the  same  time  activity  as  protamine 
zinc  insulin  alone.  As  the  proportion  of  regular  to 
protamine  zinc  insulin  nears  2:1,  a time-activity 
curve  approximating  that  of  NPH  insulin  is  ob- 
tained. When  the  ratio  exceeds  2:1  (that  is,  the 
amount  of  regular  insulin  is  increased  further), 
the  time  activity  of  the  mixture  approaches  that 
of  a regular-NPH  combination.  Mixtures  of  regu- 
lar and  protamine  zinc  insulin  may  be  prepared  at 
any  time. 

4.  Semilente,  ultralente,  and  lente  insulin  may  be 

combined  in  any  ratio  desired,  and  their  combina- 
tion differs  from  the  regular-lente  or  regular-NPH 
mixture  in  that  it  can  be  made  at  any  time. 
Therefore,  the  physician  may  prepare  the 

mixtures  during  patient  visits  for  those  who  re- 
quire a combination  of  the  lente  triad  but  who  are 
incapable  of  preparing  it  themselves.1 

1.  Waife.  S.  O.:  Diabetes  Mellitus.  7th  ed.,  Indianapolis, 

Indiana.  Lilly  Research  Laboratories,  1967,  p.  88. 

Should  the  dose  of  reserpine  be  reduced  in  patients 
with  renal  failure? 

In  a study  by  Zsoter  et  al.1  it  is  stated:  “We  found  no 
evidence  of  adverse  effects  from  reserpine  in  patients 
with  the  lowest  creatinine  clearance,  which  is  consis- 
tent with  the  clinical  impression  that  the  dose  of  reser- 
pine does  not  have  to  be  reduced  in  such  patients." 
This  is  likely  explained  by  the  fact  the  reserpine  is  ex- 
tensively metabolized  and  less  than  1 per  cent  of  in- 
jected reserpine  is  excreted  unmetabolized  in  the  urine. 
The  metabolism  of  reserpine  does  not  appear  to  be  al- 
tered by  renal  failure. 

1.  Zsoter,  T.  T..  et  al.:  Excretion  and  metabolism  of  reser- 
pine in  renal  failure,  Clin.  Pharmacol.  Ther.  14:  325  (May- 
June)  1973. 

Are  there  any  reports  of  possible  tumor  induction  in 
human  beings  from  parenteral  iron  therapy  ? 

The  possible  hazard  of  tumor  induction  by  iron-dex- 
tran  (Imferon)  injection  has  been  discussed  often  in  the 
past  and  was  reviewed  by  Roe.1-2  In  animals  a variety 
of  local  tumors  have  been  induced  by  use  of  iron  dex- 
tran  injection. 

MacKinnon  and  Bancewicz3  reported  2 cases  of  sar- 
coma in  human  beings  arising  at  the  site  of  previous 
iron  dextran  injections.  One  of  the  tumors  showed  a 
histologic  pattern  associated  with  iron  dextran  admin- 
istration in  animal  experiments. 

1.  Roe,  F.  J.  C.:  in  Truhaut,  R.,  Ed.:  Potential  Carcino- 
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genii'  Hazards  from  Drugs,  Berlin,  Springer-Verlag,  1967. 

2.  Hoe,  F.  J.,  and  Carter,  R.  L.:  Iron-dextran  carcinogene- 
sis in  rats:  influence  of  dose  on  number  and  types  of  neo- 

plasm induced,  int.  J.  Cancer  2:  370  ( 1967). 

3.  MacKinnon,  A.  E..  and  Bancewicz,  J.:  Sarcoma  after 

injection  of  intramuscular  iron.  Brit.  M.  J.  2:  277  ( 1973). 

Do  you  have  any  reports  of  the  association  between 
androgenic-anabolic  steroid  therapy  and  hepatocellular 
carcinoma ? 

Johnson  et  at  1 and  Bernstein.  Hunter  and  Yachnin2 
have  reported  an  association  between  the  long-term  use 
of  CiT-alkylated  androgenic-anabolic  steroids*  and  the 
development  of  hepatocellular  carcinoma. 

Henderson  and  Richmond*  recently  reported  a case 
of  suspected  hepatocellular  carcinoma  associated  with 
androgenic-anabolic  steroids. 

Johnson  et  al.1  concluded  that  further  investigation 
of  the  hepatotoxicity  of  these  steroids  is  required,  par- 
ticularly as  they  are  being  used  on  a long-term  basis  by 
athletes  to  improve  muscle  development. 

1.  Johnson,  F.  L..  et  al  : Association  of  androgenic-anabol- 
ic steroid  therapy  with  development  of  hepatocellular  carcino- 
ma. Lancet  2:  1273  (Dec.)  1972. 

2.  Bernstein,  M.  S.,  Hunter.  R.  L.,  and  Yachnin.  S.:  Hep- 
atoma and  peliosis  developing  in  patient  with  Fanconi's  ane- 
mia. New  England  J.  Med.  284:  1135  (May  20)  1971. 

3.  Henderson.  J.  T.,  and  Richmond.  J.:  Anabolic  steroid 

therapy  and  hepatocellular  carcinoma.  Lancet  2:  934  (Apr.  28) 
1973. 

What  information  do  you  have  regarding  the  treat- 
ment of  breast  cancer  with  calusterone! 

Calusterone  (Methosarb)  is  a synthetic  steroid, 
chemically  related  to  testosterone. 

Gordon  et  al.1  reported  on  the  effectiveness  of  calus- 
terone in  September,  1970.  At  a dosage  of  150  to  300 
mg.  orally  per  day,  using  the  criteria  of  the  Cooperative 
Breast  Cancer  Group,  objective  regression  occurred  in 
14  of  22  women  with  advanced  breast  cancer. 

In  a later  study  Gordon2  reported  that  calusterone 
produced  objective  regression  in  more  than  50  per  cent 
of  those  patients  treated  with  metastatic  breast  cancer 
when  used  either  as  primary  or  secondary  hormonal 
therapy. 

The  results  of  a recently  published  controlled  study 
showed  that  calusterone  produced  objective  regression 
in  28  per  cent  of  the  women  treated  for  advanced 
breast  cancer  compared  with  an  18  per  cent  regression 
rate  for  testolactone  (Teslac).3  Although  the  objective 
remission  rate  that  was  found  differed  from  that  re- 
ported by  Gordon  et  al.,1-'2  the  effectiveness  of  caluster- 
one in  the  treatment  of  advanced  breast  cancer  was 
clearly  demonstrated. 

1.  Gordon.  G.  S.,  et  al.:  Antitumor  efficacy  of  7B,  17a-di- 
methyltestosterone  (calusterone)  in  advanced  female  breast 
cancer,  California  Med.  113:  1 (Sept.)  1970. 

2.  Gordon,  G.  S.:  Calusterone  in  the  therapy  for  advanced 
breast  cancer.  J.A.M.A.  219:  483  (Jan.  24)  1972. 

3.  Goldenberg,  I.  S.,  et  al.:  Androgenic  therapy  for  ad- 

vanced breast  cancer  in  women,  ibid.  223:  1267  (Mar.  12) 
1973. 

What  relationship  has  been  found  between  coffee 
drinking  and  myocardial  infarction  ? 

The  report  that  coffee  drinking  may  play  some  role 

*The  C —alkylated  androgenic  steroids  in  common  use  are 
as  follows:  ethylestrenol  (Maxibolin),  fluoxymesterone  (Halo- 

testin,  Ora-Testryl,  Ultandren),  methandrostenolone  (Diana- 
bol).  methyltestosterone  (Metandren.  Neo-Hombreol.  Oreton 
Methyl),  oxandrolone  (Anavar),  oxvmetholone  (Adroyd,  Ana- 
drol).  and  stanozolol  (Winstrol). 


in  the  etiology  of  acute  MI  (myocardial  infarction)  was 
first  suggested  in  December,  1972,  by  the  Boston  Colla- 
borative Drug  Surveillance  Program,  or  BCDSP.1  The 
data  suggested  that  people  who  drank  more  than  5 
cups  of  coffee  per  day  had  about  twice  as  great  a risk  of 
having  an  acute  MI  as  persons  who  drank  no  coffee  at 
all,  and  the  association  between  coffee  ingestion  and 
acute  myocardial  infarction  was  stronger  than  the  asso- 
ciation between  cigaret  smoking  and  MI. 

To  more  clearly  evaluate  the  association  between 
coffee  drinking  and  acute  MI,  a second  survey  of  12,759 
hospitalized  patients  was  undertaken  by  BCDSP.2 

The  results  of  this  survey,  based  on  a completely 
separate  body  of  data  from  the  first  study,  confirmed 
the  association  between  coffee  consumption  and  acute 
MI. 

The  relative  risk  of  acute  MI  in  those  consuming  ei- 
ther 1 to  5 or  6 or  more  cups  of  coffee  per  day  was  esti- 
mated to  be  increased  by  60  and  120  per  cent  respec- 
tively compared  with  those  who  drank  no  coffee. 

Clearly,  the  association  could  not  be  attributed  to 
age,  sex,  past  coronary  heart  disease,  hypertension, 
congestive  heart  failure,  obesity,  diabetes,  smoking,  oc- 
cupation, or  the  use  of  sugar  with  coffee. 

Based  on  currently  available  information,  the  au- 
thors concluded  that  although  a direct  cause  and  effect 
relationship  between  coffee  drinking  and  MI  has  not 
been  established,  even  the  possibility  that  coffee  con- 
tributes to  the  risk  of  MI  cannot  be  ignored. 

1.  Boston  Collaborative  Drug  Surveillance  Program:  Coffee 
drinking  and  acute  mvocardial  infarction,  Lancet  2:  1278 
(Dec.  16)  1972. 

2.  Jick,  H.,  et  al.:  Coffee  and  myocardial  infarction,  New 

England  J.  Med.  289:  63  (July  12)  1973. 

Do  you  have  any  reports  of  mumps  virus  used  to 
treat  melanoma ? 

Our  search  revealed  one  study:  Minton1  recently 

published  a report  in  which  killed  mumps  vaccine  was 
used  in  the  treatment  of  metastatic  melanoma.  Eight 
patients  were  treated  with  surgical  excision  of  the 
tumor,  chemotherapy.  BCG  vaccine,  and  killed  mumps 
virus  vaccine.  Five  of  the  8 patients  had  additional 
clinical  control  of  their  melanoma  when  killed  mumps 
virus  was  added  to  the  immunologic  stimulation  se- 
quence. The  sequence  of  the  therapy  appeared  to  play 
an  important  role  in  the  development  of  tumor  control. 

Patients  treated  surgically,  followed  by  immunologic 
stimulation,  and  then  chemotherapy,  responded  poorly. 
Clinical  performance  was  better  in  the  patients  treated 
with  surgical  excision,  followed  by  chemotherapy,  then 
immunologic  stimulation  with  BCG  vaccine,  and  final- 
ly killed  mumps  virus  and  BCG  vaccine. 

1.  Minton,  J.  P.:  Mumps  virus  and  BCG  vaccine  in  meta- 
static melanoma.  Arch.  Surg.  106:  503  (Apr.)  1973. 
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QUESTION  142.  What  is  the  rhythm?  The  tracing  was  obtained  while  the  patient  was  being  monitored  in  the 
coronary  care  unit. 
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cardiograms 
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ELUCIDATION 


Question  141.  The  rhythm  is  regular  sinus 
rhythm  with  slight  variation  in  rate.  The  first 
three  beats  show  the  QRS  duration  of  0.10  second 
with  slight  variations  in  form.  The  ensuing  beats 
have  a QRS  duration  of  0.14  second  with  a mark- 
edly aberrant  QRS.  The  final  beat  again  shows  a 
narrowed  QRS.  The  aberrant  beats  are  left  bun- 


dle branch  block  and  occur  when  the  rate  acceler- 
ates from  64  to  69.  This  is,  therefore,  a rate-de- 
pendent left  bundle  branch  block. 

Question  142.  The  initial  rhythm  is  a regular 
sinus  rhythm  at  the  rate  of  96.  The  eighth  P 
wave  is  not  followed  by  a QRS,  nor  is  the  tenth. 
This  sudden  development  of  2:1  heart  block,  in 
the  absence  of  progressive  P-R  prolongation,  indi- 
cates Mobitz  type  II  block  and  is  usually  a danger 
signal  of  impending  complete  heart  block.  Strip  2 
confirms  this  fear  with  the  development  of  com- 
plete block  for  a period  of  5.5  seconds.  A pace- 
maker was  inserted  shortly  after  this  tracing  was 
observed. 


Needed  By  our  medical  schools — 
MONEY  NOT  "TIED  DOWN"! 


Our  medical  schools  need  flexible  financial  aid — the 
kind  that  AMA  Education  and  Research  Foundation 
funds  provide.  Medical  schools  receive  AMA-ERF 
money  WITHOUT  STRINGS  ATTACHED.  It  may  be 
used  as  they  see  fit  to  solve  their  most  pressing  financial 
problems. 

Loan  guarantee  fund.  Have  you  tried  to  borrow 


money  lately?  More  specifically,  a long-term  un- 
secured loan?  Most  lending  institutions  do  not  make 
that  kind  of  loan,  even  for  a worthy  reason  like  medical 
education.  The  Loan  Guarantee  Fund  was  established 
to  aid  medical  students,  interns  and  residents.  If  all 
other  resources  are  exhausted,  they  can  borrow  up  to 
$1,500  a year  ($10,000  maximum).  AMA-ERF  guaran- 
tees repayment  of  both  principal  and  interest  to  the  par- 
ticipating banks,  who  make  students  loans  as  a public 
service.  Contributions  to  AMA-ERF  are  tax  deductible. 

□ 


AMA-ERF  DONATION  FORM 

Name  of  person  to  be  honored  or  memorialized: 

Name  and  address  of  member  of  family  to  be  notified: 


Amount  of  gift : 

Designated  for:  □ Loan  Guarantee  Fund 

□ Name  of  Medical  School 

□ Fund  for  Medical  Schools  (to  be  divided  equally 

among  all  medical  schools) 

Contributor 

Ad  dress 

Mail  to  Mrs.  William  E.  Homan,  73  Heatherbloom  Road,  White  Plains,  New  York  10605.  AMA-ERF 
Chairman,  New  York  State. 

Make  checks  payable  to  AMA-ERF. 
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Ah,  how  to  cope  with  the  problem  of  mortality, 
the  sense  of  one's  own  death  as  a reality.  Believe 
me,  if  you  don't  understand  anything  else,  you'd 
better  understand  that  when  you're  fifty-three.  It  is 
the  one  thing  to  come  to  terms  with.  What  do  you 
think  my  "Mass"  is  all  about?  What  do  you  think 
Beethoven’s  “Missa  Solemnis"  is  all  about?  And  ev- 
eryone else's?  Ah,  mortality — Leonard  Bernstein1 

A psychoanalyst,  -Jaques,2  has  delineated  a uni- 
versal experience  which  he  calls  “the  middle-life 
crisis,”  a long  period  of  hopelessness  and  confu- 
sion that  often  occurs  at  some  point  in  the  thirties 
or  forties  and  marks  the  transition  from  youth  to 
middle  age.  The  central  component  of  this  emo- 
tional cataclysm  is  the  personal  recognition  of  the 
imminence  of  death.  Concomitant  with  this  de- 
nouement is  a self  evaluation  and  a critical  analy- 
sis of  one’s  own  life;  invariably  the  summation  is 
unflattering:  time  has  passed,  there  may  be  little 
left,  and  not  much  has  been  accomplished. 
Achievements,  if  any,  have  lost  their  luster. 
This  personal  Gotterdammerung  is  associated 
with  a lethargy  and  disinterest  that  makes  for  in- 
ertia and  unproductivity.  The  fortunate  tran- 
scend this  middle-age  malaise  of  spirit. 

In  those  who  are  occupied,  preoccupied,  in  their 
work,  the  middle-life  crisis  may  be  deferred  until 
the  fifties.  Conversely,  the  onset  of  disease — dia- 
betes, hypertension,  coronary  artery  disease,  and 
so  on — tells,  anytime,  for  whom  the  bell  tolls. 
Whether  the  phenomenon  evolves  naturally  or  is 
induced  preternaturallv,  in  some  it  antedates  old 
age  and  in  all,  is  an  intimation  of  mortality. 

Since  the  middle-life  debacle  is  a common  expe- 
rience, the  physician  shares  in  it.  The  nature  of 
his  occupation,  his  commitment  and  involvement 
in  his  practice,  and  the  absence  of  time  for  per- 
sonal concern  are  likely  to  defer  the  recognition 
until  later  than  for  those  not  similarly  involved. 
The  physician  has  the  components  as  do  all  oth- 


ers. Chayes15  in  Disarmed  at  Middle  Age  depicts 
middle-aged  men  as  “balding,  paunchy  . . . faces 
dangerously  flushed”  and  “the  women  always 
seeming  to  wear  stockings  and  corsets,  their  flesh 
constantly  threatening  to  escape  and  embarrass 
them.” 

Her  middle  aged  are  “ludicrous,  encrusted  with 
proprieties,  rituals,  fussy  little  habits,  and  illogical 
sensibilities.”  What  she  portrays  is  incidentally 
demeaning,  but  first  inevitable,  the  scars  on  a fos- 
sil: a decline  not  only  of  the  corpus  but  also  of 

the  spirit.  The  reflexes  for  adaptability  and 
change  are  dull  and  unresponsive. 

Appraisal 

The  appraisal  by  middle-aged  persons  includes 
others  than  self:  wife,  children,  opportunities 

often  missed,  habits,  possessions,  familial  predis- 
position to  disease,  and  evanescent  financial  secu- 
rity. The  analysis  is  one  comprising  mistakes  and 
errors. 

The  spouse  is  observed  as  aging,  less  attractive, 
full  of  idiosyncrasies  and  mannerisms  that  are 
barely  tolerable.  The  initial  flush  of  sex,  which  in 
some  cases  may  be  prolonged,  fades.  Even  the 
erotic  seems  banal.  It  is  a time  for  a quiet,  inter- 
mittent retreat  from  Aphrodite. 

Sons  and  daughters  are  reviewed  with  an  objec- 
tivity proper  to  a microscopic  specimen.  What  is 
often  seen  is  a magnification  of  our  faults  and  a 
repetition  of  our  errors.  There  are  some  small 
joys:  perhaps  filial  successes,  still  less  than  those 
we  projected,  and  effervescent  grandchildren  who 
require  only  the  patina  of  time  before  they  are 
problems.  There  is  an  inherent  sadness  in  par- 
enthood, and  grandparents  experience  this  twice. 
In  middle  age  we  are  apprised  that  there  is  no 
propriety  in  any  form  of  child  rearing;  if  we  moth- 
er, husband,  or  cosset  children,  we  are  in  error; 
and  flinging  them  to  the  four  winds  is  no  more 
correct.  There  is  no  median  path  in  child  rearing, 
and  “almost  certainly  we  are  going  to  be  unfairly 
blamed  for  something  at  some  period  whatever 
they  do  and  whoever  they  are.”  The  final  and 
despairing  note  of  parenthood  is  summed  up  by 
Moness4  in  Un  Peuple  de  Colombes:  “il  faudrait 
que  je  meure,  pour  que  tu  te  sentes  vraiment 
libre.”  Never  once  do  we  have  this  realization 
until  middle  age  is  attained. 

The  middle-life  period  is  a time  for  evaluation 
of  performance,  and  candidly,  even  though  you 
may  have  done  well,  you  know  you  could  have 
done  better.  If  you,  the  physician,  practice  sol i- 
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tarily  or  in  a group,  you  have  missed  the  opportu- 
nities of  a university  association;  if  academically 
involved,  you  know  all  the  constraints  and  limita- 
tions of  a medical  center  affiliation. 

Adaptation 

The  hour  glass  and  custom  have  automated 
middle  age:  those  arriving  at  this  point  in  time  re- 
tire at  a reasonable  hour,  tend  to  rise  early,  and 
eat  the  same  things  for  breakfast.  The  older  phy- 
sicians feel  deprived  if  patients  deny  them  lunch; 
for  a middle-aged  physician,  dinner  is  sacrosanct, 
and  only  the  most  dire  emergency  will  preclude 
this.  Your  friends  and  their  wives  in  sailing, 
boating,  tennis,  and  golf  sometimes  seem  asinine; 
sport  is  juvenile,  jogging  is  overexertion,  you  walk 
in  fair  not  foul  weather.  In  Florida  and  Carib- 
bean vacations,  you  find  only  a hotter  sun  and 
white  and  black  faces,  sometimes  unfriendly.  Eu- 
rope is  crowded  and  inconvenient  and  rife  with 
gouging.  Mexico  and  South  America  are  dirty. 
Home  is  dull.  Ocean  cruises  are  crowded  with 
widows. 

Your  stamp  and  coin  collection  are  trite,  the 
antique  car  is  an  expensive,  mechanical  monstros- 
ity. The  Persian  rugs  accumulate  dust  and  moths 
and  are  not  negotiable;  the  dealers,  the  wily  Ha- 
gopians  and  Kervorkians,  are  personae  in  some 
wild  (unprofitable  for  you)  Levantine  dream. 

Of  interest  and  concern  is  your  family  medical 
history,  and  the  passing  of  each  relative  is  a 
lengthening  account  of  frailties,  family  based,  that 
make  you  physically  vulnerable.  The  illnesses 
and  deaths  of  colleagues  and  associates  are  keenly 
felt;  you  have  an  identification  with  them,  their 
life  pattern  resembles  yours. 

The  computation  of  your  financial  position  is 
most  likely  made  at  some  dark  hour  during  an  in- 
terval of  insomnia  and  in  the  disordered  world  of 
up  and  down  markets,  devaluation  of  the  dollar, 
inflation — the  sum  arrived  at  never  seems  suffi- 
cient. 

In  the  middle  years  certain  emotional  disorders 
become  statistically  more  probable.  About  15  per 
cent  of  adults  have  psychiatric  illnesses  that  may 
produce  profound  psychosocial  disruption.  The 
entitities  so  well  described  by  our  psychiatric  con- 
freres are  no  more  than  variations  in  the  theme  of 
the  middle-life  syndrome.  In  almost  any  medical 


practice  the  middle-aged  physician  sees  his  coun- 
terpart, more  gravely  maladjusted  than  he,  with 
the  affective  disorders  of  primary  depression  and 
of  mild  to  moderate  depression.  These  may  be 
helped  by  the  tricyclic  antidepressants  or  by 
minor  tranquilizers  like  diazepam;  there  is  even 
hope  for  treating  severely  agitated  depressions 
with  the  phenothiazines.  There  are  other  forms 
of  therapy. 

For  that  unique,  more  universal  malaise,  the 
disruptive  disorder  of  the  middle-age  spirit,  there 
is  only  acceptance  and  toleration  and  the  almost 
impossible  alteration  of  “a  change  of  heart.” 

One  key  to  possible  adjustment  and  adaptation 
in  the  middle  aged  is  an  alteration  of  an  individu- 
al’s life  pattern  within  the  framework  and  refer- 
ence of  the  person’s  experience,  capabilities,  and 
inclinations.  The  alteration  may  be  significant,  a 
casting  off  of  layers,  and  yet  the  metamorphosis  is 
not  great:  Leonard  Bernstein  largely  forsaking 

the  duties  of  pianist,  composer,  and  conductor  to 
teach  at  Harvard.  In  others  more  violent  upheav- 
als are  necesary  to  accomplish  the  transition.  In- 
dividuals like  Conrad  and  Gaugin  found  unantici- 
pated wells  of  creativity  in  life  styles  diametrically 
opposed  to  those  they  had  previously  experienced. 

The  moderate  or  convulsive  adaptation  is  not 
necessary  for  others,  and  some  in  pursuing  their 
roles  surmount  the  crises  of  time,  body,  and  spirit. 
Shakespeare  and  Beethoven  found  new  horizons 
and  further  accomplishments  in  the  serenity  that 
comes  with  the  acceptance  and  tolerance  of  mor- 
tality. 

The  physician  is  one  with  the  prophet;  they 
both  know  the  nature  of  mortality.  This  aware- 
ness requires  no  morbid  introspection,  no  long  in- 
terval of  struggle  and  denial,  only  what  is  neces- 
sary to  make  the  remaining  days  livable,  fruitful, 
and  worthwhile. 

Cor.  Washington  & Paddock  Streets 
Watertown.  New  York  13601 
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One  hundred  fifty  years  of  continuous 
service 
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The  year  is  1820.  The  Congress  of  Vienna,  which 
changed  the  face  of  Europe,  is  a recent  memory. 
In  England,  George  IV  sits  on  the  throne;  the 
future  Queen  Victoria  is  but  one  year  of  age.  The 
country  is  well  into  the  Industrial  Revolution. 
Across  the  channel,  Bismarck,  the  future  “Iron 
Chancellor”  of  Prussia,  is  only  five  years  old. 
Louis  XVIII  is  King  of  France  while,  on  the  dis- 
tant Isle  of  St.  Helena,  Napoleon  is  languishing  in 
exile.  Goethe,  Schiller,  Byron,  and  Scott  are  the 
literary  toasts  of  a romantic  age;  in  music,  Bee- 
thoven is  halfway  through  the  completion  of  his 
Ninth  Symphony.  Eastward,  the  Ottoman  Em- 
pire extends,  as  yet,  to  the  Adriatic.  In  the  medi- 
cal world  Purkinje,  Corvisart,  Laennec,  Louis, 
Dupuytren,  Bell,  Jenner,  Cooper,  Scarpa,  and 
Frank  are  among  the  leaders.  On  this  side  of  the 
Atlantic,  Mexico  has  not  yet  won  her  indepen- 
dence, but  Simon  Bolivar  is  leading  South  Ameri- 
can patriots  to  victories  over  the  Spanish.  North- 
ward. the  young  American  nation  has  just  admit- 
ted Maine  as  the  twenty-third  state  of  the  Union, 
but  the  flag  of  Spain  still  flies  over  Florida.  The 
War  of  1812  and  the  victory  over  the  Barbarv 
States  are  of  recent  vintage,  but  there  are  still 
those  among  the  citizenry  who  witnessed  Wash- 
: ington's  inauguration  on  the  steps  of  Federal  Hall. 
James  Monroe  is  completing  his  first  term  as 
President,  his  doctrine  yet  to  be  proclaimed  while 
I the  Sage  of  Monticello.  Thomas  Jefferson,  sits  in 
retirement,  revered  as  the  author  of  the  Declara- 

Presented  at  the  166th  Annual  Meeting  of  the  Medical  Soci- 
i ety  of  the  State  of  New  York.  New  York  City,  Session  on  Ar- 
chives, Joint  Meeting  with  Medical  Archivists  of  New  York. 
February  14,  1972. 


tion  of  Independence.  DeWitt  Clinton  presides  in 
Albany  as  governor,  and  New  York  is  a thriving 
metropolis  of  150,000  people. 

This,  then,  is  the  historic  background  and  set- 
ting for  one  of  the  great  events  in  the  ophthalmic 
history  of  the  Western  Hemisphere — the  founding 
of  the  New  York  Eye  and  Ear  Infirmary,  destined 
to  become  the  oldest  specialty  hospital  in  the 
hemisphere  and  the  third  oldest  hospital  in  New 
York  City. 

Early  training  of  Delafield  and  Rodgers 

Earlier,  in  1816,  2 young  graduates  from  the 
College  of  Physicians  and  Surgeons,  Edward  De- 
lafield, M.D.,  and  John  Kearney  Rodgers,  M.D., 
dissatisfied  with  the  level  of  medical  teaching  in 
America,  followed  the  trend  of  the  times  and  em- 
barked for  Europe  (Fig.  1).  Delafield  was  twenty- 
two  years  of  age,  and  Rodgers  was  twenty-three; 
both  were  native  New  Yorkers  and  had  completed 
their  clinical  training  at  New  York  Hospital,  De- 
lafield as  medical  resident  and  Rodgers  as  surgical 
resident.  Their  travels  brought  them  to  London 
where  they  met  a Bostonian,  Edward  Reynolds, 
M.D.,  who  had  also  come  to  Europe  to  pursue 
postgraduate  medical  studies.  Reynolds  intro- 
duced Delafield  and  Rodgers  to  the  London  infir- 
mary for  curing  diseases  of  the  eye,  later  famed  as 
the  Royal  London  Ophthalmic  Hospital  (Moor- 
fields).  This  institution  had  been  founded  in  1804 
by  John  Cunningham  Saunders,  M.D.,  and  had 
been  uniquely  successful  as  a charity  from  its  very’ 
inception.  The  2 Americans  enrolled  in  the 
ophthalmic  training  program  and  for  the  next  two 
years  were  enthusiastic  students  under  Sir  Wil- 
liam Lawrence,  Benjamin  Travers,  John  Richard 
Farre,  M.D.,  and  the  great  Sir  Astley  Cooper.  It 
is  interesting  to  note  that  ophthalmic  teaching  in 
England  was  practically  nonexistent  prior  to  1817. 
It  was  then  that  Guthrie1  gave  the  first  series  of 
lectures  at  the  London  Infirmary.  The  impetus 
was  undoubtedly  in  part  due  to  the  Napoleonic 
Wars  with  the  high  battle  casualties  and  the  ex- 
posure of  the  troops  to  trachoma  during  the  Egyp- 
tian campaign.  The  British  army  physicians  be- 
came aware  of  the  shortcomings  in  their  training 
in  the  detection  and  treatment  of  injuries  and  dis- 
eases of  the  eye,  and  this  deficiency  was  brought 
to  the  attention  of  the  civilian  physicians.  As  a 
result,  the  teaching  program  was  instituted  at  the 
London  Eye  Infirmary,  which,  in  fact,  incidentlv, 
also  gave  recognition  to  the  specialty  of  ophthal- 
mology; general  surgeons  began  to  take  up  the 
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FIGURE  1.  Cofounders  of  New  York  Eye  and  Ear  Infirmary.  (A)  Edward  Delafield.  M.D.,  (1795-1875)  (B)  John 

Kearney  Rodgers,  M D . (1793-1851). 


specialty  which  had  previously  been  left  in  the 
hands  of  quacks,  barbers,  and  the  like.  During 
their  stay  in  London,  Delafield  and  Rodgers  were 
to  realize  how  scant  had  been  the  recognition 
given  to  ophthalmology  in  their  own  country, 
which  accounted  for  the  fact  that  ophthalmic  care 
in  America  was  woefully  inadequate.  They  were 
determined  to  remedy  this  situation  on  their  re- 
turn. 

Return  of  founders  to  America 

Filled  with  enthusiasm  and  energy,  Delafield 
and  Rodgers  returned  to  New  York  in  1818,  and 
they  promptly  set  about  to  survey  the  incidence  of 
eye  disease  in  the  city  population.  This  study, 
the  first  of  its  kind,  was  to  ascertain  the  incidence 
in  the  various  social  and  economic  levels  of  the 
population  and  the  care  received  thereof.  The 
young  investigators  were  dismayed  to  learn  that 
the  poor  received  little  or  no  care;  facilities  either 
did  not  exist  or  were  totally  inadequate  to  handle 
the  volume  of  indigent  ophthalmic  patients.  The 
two  existing  hospitals,  Bellevue  and  New  York, 
were  far  too  preoccupied  with  diseases  presumably 
of  a more  serious  nature  than  blindness.  Only  a 
life-and-death  problem  entitled  the  poor  to  hospi- 
tal care.  As  a result,  the  loss  of  labor  manpower 
due  to  eye  disease  was  climbing  alarmingly. 
Here,  then,  was  a glaring  shortage  in  the  city’s 
medical  services.  An  institution  devoted  to  com- 
petent eye  care  was  desperately  needed;  the  prob- 


FIGURE  2.  First  home  of  Infirmary  at  45  Chatham 
Street.  Artist's  sketch  based  on  descriptions  of  day. 


lem  was  to  convince  the  city  authorities  and  the 
medical  profession  of  this  need.  Delafield  and 
Rodgers  realized  that  sympathy  for  their  project 
was  not  forthcoming  at  this  time.  They  deter- 
mined to  finance  their  charity  personally,  and  the 
success  of  their  venture  would  speak  for  itself. 
The  2 went  into  private  practice  for  two  years  to 
build  up  a financial  reserve  and  to  establish  a rep- 
utation in  ophthalmology. 
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FIGURE  3.  Another  view  of  Chatham  Street  in  1820. 
City  Hall  Park  is  on  left.  Park  theater  is  in  center  of 
.picture.  Spire  of  Brick  Presbyterian  Church  is  in  back- 
ground; 45  Chatham  Street  would  be  just  beyond  this 
church 


First  Infirmary 

On  August  14,  1820,  two  years  after  the  birth  of 
their  dream,  Delafield  and  Rodgers  founded  the 
first  Infirmary  at  45  Chatham  Street,  now  83  Park 
Row  (Fig.  2).  They  rented  for  the  purpose  two 
small  rooms  on  the  second  floor  of  an  old  building, 
located  diagonally  across  from  City  Hall,  then 
considered  the  central  location  in  the  city  (Fig.  3). 
Public  notices  were  placed  indicating  that  “the 
primary  object  in  establishing  the  Infirmary  was 
to  contribute  toward  the  relief  of  the  poor  who*  by 
a diseased  state  of  one  of  the  most  important  or- 
gans of  the  human  body,  are  deprived  of  the 
means  of  gaining  a livelihood.”2  All  professional 
care  and  medicine  were  supplied  free  of  charge. 
Medical  students  from  the  College  of  Physicians 
and  Surgeons  served  in  rotation  as  volunteer  apo- 
thecaries, and  the  landlord  of  the  building  as- 
sumed the  duties  of  superintendent.  There  were 
facilities  for  outpatients  only.  The  posted  clinic 
hours  were  12:00  to  1:00  P.M.  on  Mondays, 
Wednesdays,  and  Fridays.  Before  the  month  was 
over,  Delafield  and  Rodgers  knew  their  venture 
was  a success.  The  small  Infirmary  was  besieged 
with  patients.  In  the  first  seven  months  Delafield 
reported  that  436  patients  had  been  seen.2  In  the 
same  report  he  described  3 patients,  born  blind, 
who  had  had  vision  restored  by  surgery.  These 
may  well  have  been  the  first  cases  of  congenital 
cataract  successfully  operated  on  in  America. 

Call  to  public 

The  young  founders,  who  had  been  bearing  the 
I cost  of  their  charity  from  the  start,  decided  that, 
at  this  time,  a public  appeal  was  in  order.  On  the 
advice  of  Wright  Post,  M.D.,  and  Samuel  Bor- 
rowe,  M.D.,  2 of  the  elder  statesmen  in  the  medi- 
cal community  who  had  guided  the  founders  from 
the  beginning,  a public  meeting  was  held  at  the 
i City  Hotel  on  March  9,  1821  (Fig.  4).  The  chair- 
man was  Col.  William  Few,  and  the  secretary  was 
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FIGURE  4 (A)  Original  minutes  of  meeting  held  at 

City  Hotel  on  March  9,  1821,  for  purpose  of  publicizing 
Infirmary  and  raising  funds.  (B)  Closing  paragraph  of 
same  meeting.  'On  motion  of  Philip  Hone,  esq  , sec- 
onded by  Dr.  Hosack,  resolved  that  the  thanks  of  the 
meeting  be  presented  to  Doctors  Delafield  and  Rodgers 
for  the  gratuitous  and  persevering  attention  which  they 
have  afforded  in  establishing  and  carrying  on  the  above 
institution."  Closing  sentence  expresses  thanks  to  pro- 
prietor of  hotel  for  free  use  of  meeting  room 


James  Eastburn.  In  attendance  were  some  of  the 
most  prominent  citizens  of  the  city,  Philip  Hone, 
Benjamin  Strong,  and  David  Hosack,  M.D.,  to 
name  only  3 of  them.  A brief  background  of  these 
venerable  gentlemen  indicates  the  kind  of  support 
Delafield  and  Rodgers  were  able  to  muster  for 
their  young  Infirmary. 

Early  supporters  of  Infirmary 

William  Few  (1748-1828),  then  aged  seventy- 
two,  was  one  of  the  nation’s  most  respected  citi- 
zens (Fig.  5).  As  a Georgian  he  had  commanded 
the  state  militia  during  the  Revolution.  He  had 
then  been  a delegate  from  Georgia  to  the  Consti- 
tutional Convention,  a signer  of  the  Constitution, 
and  1 of  the  first  2 senators  from  Georgia.  He 
founded  the  University  of  Georgia  in  1784.  Emi- 
grating to  New  York  in  1799,  he  became  aider- 
man,  then  president  of  the  City  Bank,  and  later 
president  of  the  Bank  for  Savings.  His  wife  was 
the  daughter  of  James  Nicholson  who  commanded 
the  American  Navy  during  the  Revolution.  Few 
was  brother-in-law  to  Albert  Gallatin,  minister  to 
France  and  then  secretary  of  the  Treasury  in  Jef- 
ferson’s cabinet.  During  his  early  years  in  New 
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FIGURE  5 Col.  William  Few,  first  president  of  New 
York  Eye  and  Ear  Infirmary,  1821-1828 


York,  Few  lived  at  221  Broadway,  which  he  pur- 
chased from  Aaron  Burr,  after  the  latter’s  duel 
with  Alexander  Hamilton.  He  later  moved  to  10 
Park  Row  which  is  now  the  site  of  the  Woolworth 
Building.3 

Philip  Hone  (1780-1851)  became  the  “gentle- 
man mayor”  of  New  York  in  1826.  He  had  been 
an  insurance  executive  who  retired  from  business 
in  1821  and  devoted  the  rest  of  his  life  to  public 
service  and  charitable  work.  His  independent 
wealth  allowed  him  to  do  this.  Hone4  became 
noted  for  his  Diary  which  gave  vivid  portrayals  of 
the  life  and  times  in  New  York  during  the  years 
1828  to  1851.  He  was  a governor  of  New  York 
Hospital,  a trustee  of  Columbia  College,  vice-pres- 
ident of  the  New  York  Historical  Society,  founder 
and  governor  of  the  Union  Club,  and  a member  of 
the  vestry  of  Trinity  Church.  He  was  to  remain  a 
staunch  friend  of  the  Infirmary  throughout  his 
life.3,4 

Benjamin  Strong  (1771-1851),  uncle  of  the 
famed  diarist,  George  Templeton  Strong,  was  also 
a well-known  figure  in  New  York,  He  was  presi- 
dent of  the  New  York  Sugar  Refining  Company 
for  twenty-two  years,  president  of  the  Dry  Dock 
Company,  one  of  the  founders  of  the  first  Bank  for 
Savings  in  New  York,  and  president  of  the  Sea- 
men’s Savings  Bank  for  sixteen  years.3 
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FIGURE  6.  First  bylaws  of  Infirmary,  dated  April  21, 
1821.  (A)  Section  of  governors.  (B)  Closing  portions 

of  Bylaws  with  listing  of  first  Board  of  Directors,  signed 
by  Delafield  and  Rodgers.  These  bylaws  on  display  at 
library  of  Infirmary. 


David  Hosack,  M.D.,  (1769-1835)  was  then 
America’s  most  distinguished  physician.  Many  of 
the  notables  on  the  American  scene  in  the  early 
nineteenth  century  were  among  his  patients.  It 
was  he  who  attended  Hamilton  after  the  duel  with 
Burr.  A professor  of  medicine  at  the  College  of 
Physicians  and  Surgeons,  Hosack  was  also  the 
founder  of  Bellevue  Hospital. 

This  group  heard  Delafield’s  report  and  dis- 
cussed ways  and  means  of  raising  funds  to  support 
the  young  charity. 

First  bylaws 

The  same  group  met  again  on  April  21,  1821,  at 
which  time  the  first  bylaws  and  rules  and  regula- 
tions were  formulated  and  adopted  (Fig.  6).  The 
Board  of  Directors  were  to  be  known  as  "The  So- 
ciety of  the  New  York  Eye  Infirmary.”  The  com- 
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FIGURE  7.  Murray  Street,  near  Broadway,  in  1822. 
Grounds  of  Columbia  College  are  at  right.  Second  In- 
firmary home  was  at  1 Murray  Street  at  corner  of 
Broadway.  In  picture,  this  is  just  out  of  sight,  at  left. 


FIGURE  8 New  York  Hospital  in  1824.  at  139  Duane 
Street  Third  home  of  Infirmary  was  on  first  two  floors 
in  building  at  extreme  left. 


Third  home 


plete  board  included  some  of  New  York’s  first 
families  (Fig.  6B).  Many  on  the  board  were  also 
governors  of  New  York  Hospital,  demonstrating 
the  close  linkage  the  early  Infirmary  had  with  that 
institution.* 

It  is  interesting  to  note,  among  the  articles  of 
these  bylaws,  one  which  enables  a person  to  be- 
come a governor  of  the  Infirmary  “by  the  payment 
of  the  sum  of  forty  dollars  or  upwards.”  Among 
the  privileges  thus  enjoyed  was  the  “retaining  of  2 
patients  under  treatment  of  the  Surgeons  of  the 
Infirmary  at  all  times.”  Perhaps  this  was  an 
early  forerunner  of  the  principle  of  endowed  beds. 

Second  home 

Soon  the  Infirmary  outgrew  its  first  home.  The 
physical  quarters  were  simply  inadequate  to  han- 
dle the  patient  volume,  even  though  the  clinic 
hours  had  been  extended.  In  1822,  larger  space 
was  found  at  Murray  Street  across  from  Columbia 
College  on  the  corner  of  Broadway  (Fig.  7).  The 
first  full-time  employee  was  hired  to  serve  as 
apothecary  and  custodian  of  all  the  instruments. 
In  addition,  he  was  “to  perform  the  operations  of 
bleeding  and  cupping  and  the  applications  of 
leeches.”  It  was  in  this  year  also  that,  by  an  act 
of  the  State  legislature,  on  March  22,  1822,  the 
charity  was  incorporated  under  the  title  of  “New 
York  Eye  Infirmary.”  Although  ears  had  been 
treated  from  almost  the  beginning,  the  name  re- 
mained thus  until  1864,  when  the  otology  depart- 
ment was  given  official  recognition  and  the  name 
changed  legally  to  “New  York  Eye  and  Ear  Infir- 
mary.” 

*Both  Delafield  and  Rodgers  kept  their  outside  staff  ap- 
1 pointments  all  their  lives.  In  addition  to  performing  ophthal 
mic  surgery  at  the  Infirmary,  Rodgers  was  general  surgeon  at 
New  York  Hospital  where  he  achieved  considerable  fame  in 
vascular  surgery.  Delafield  later  became  Professor  of  Obstet- 
' rics  and  Diseases  of  Children  at  the  College  of  Physicians  and 
I Surgeons,  all  the  while  remaining  as  surgeon  at  the  Infirmary. 


While  the  Murray  Street  site  was  an  improve- 
ment, it  was  soon  apparent  that  the  Infirmary 
could  not  keep  up  with  the  ever-increasing  patient 
load.  Furthermore,  a major  need  was  inpatient 
facilities.  Surgery  was  being  performed  in  the 
clinics  and  the  patients  sent  home.  The  inci- 
dence of  complications  was  discouraging.  To  lose 
control  of  the  patients  in  the  immediate  postoper- 
ative period  meant  leaving  them  to  the  mercy  of 
home  contamination.  Petitions  for  rooms  were 
made  to  the  municipal  government  and  to  New 
York  Hospital,  but  to  no  avail.  In  addition,  the 
Infirmary  was  running  into  financial  difficulties. 
Some  help  came  from  the  clergy  who,  during  ser- 
mons, made  public  appeals,  and  some  of  the  Sun- 
day church  collections  were  turned  over  to  the  In- 
firmary. The  Board  of  Directors  finally  peti- 
tioned the  State  legislature.  The  fame  of  the  In- 
firmary had  already  spread  to  Albany,  because  the 
charity  had  become  the  “Mecca”  for  victims  of  an 
ophthalmic  epidemic  in  the  outlying  areas,  espe- 
cially Upstate.  In  addition,  other  eye  hospitals, 
patterned  after  the  Infirmary,  had  arisen  in  Bos- 
ton and  Philadelphia.  An  Act  of  Relief  was 
passed  on  April  1,  1824,  which  provided  the  Infir- 
mary with  $1,000  annually,  and  the  sum  was  to  be 
continued  for  several  years.  This  appropriation 
helped  the  Infirmary  to  lease  a building  from  New 
York  Hospital  at  139  Duane  Street,  still  centrally 
located  in  the  city  (Fig.  8).  These  quarters  were 
more  spacious;  they  included  a kitchen  and  a clin- 
ic on  the  first  floor,  an  outside  yard  where  the  pa- 
tients could  saunter,  and  the  entire  second  floor. 
The  latter  was  cause  for  great  jubilation;  for  the 
first  time  the  Infirmary  could  accommodate  inpa- 
tients! It  was  a meager  start,  to  be  sure,  but  a 
start  in  the  right  direction.  There  were  six  ward 
beds,  but,  with  skillful  manipulation  of  curtains, 
two  of  these  beds  could  be  converted  into  “semi- 
private” quarters.  For  the  few  who  could  pay. 
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(FOUNDED  AUGUST,  1820,) 

Second  avenue,  corner  Thirteenth  street. 


FIGURE  9.  New  York  Eye  and  Ear  Infirmary  in  1856 
This  was  original  building  at  permanent  site  at  Thir- 
teenth Street  and  Second  Avenue. 

about  35  per  cent  of  those  admitted,  the  basic 
charge  was  $2.50  per  week.  The  improvement  in 
the  surgical  results  was  almost  immediate. 

Subsequent  moves 

The  Infirmary  enjoyed  the  Duane  Street  hous- 
ing until  1826.  Thereafter  it  moved  many  times, 
outgrowing  each  new  home,  and,  in  1840,  it 
moved  to  47  Howard  Street  off  Broadway,  where 
it  remained  until  1845.  That  year  the  first  “per- 
manent” home  was  obtained  at  97  Mercer  Street, 
and  the  Infirmary  flourished  there  for  eleven 
years.* 

Thirteenth  Street  site 

By  the  early  1850s,  it  was  all  too  apparent  that 
further  expansion  was  necessary,  so  that,  with  the 
help  of  the  State  legislature,  which  allocated 
$10,000  with  the  proviso  that  an  additional 
$20,000  was  to  be  raised  from  outside  sources, 
plans  were  made  for  a permanent  building.  The 
site  designated  was  Thirteenth  Street  and  Second 
Avenue.  This  structure  was  completed  and  dedi- 
cated on  April  25,  1856  (Fig.  9).  Delafield  himself 
gave  the  dedication  address  which  was  in  the  form 
of  an  eloquent  and  moving  history  of  the  institu- 
tion, concluding  with: 

Of  the  two  young  men  who  thus  ventured  on  an 
experiment  whose  success  is  this  day  remembered, 
one  was  the  late  John  Kearney  Rodgers  and  the  other 
now  addresses  you — abundantly  rewarded  for  all  the 

‘Permanent  means  that  this  was  the  first  structure  pur- 
chased, in  contrast  to  previous  homes,  which  had  been  rented. 


FIGURE  10.  Infirmary  outpatient  department,  as  de- 
picted in  Frank  Leslies  Illustrated  Newspaper,  dated 
April  10.  1875. 


labor  he  has  bestowed  in  founding  and  continuing 
this  charity,  by  the  satisfaction  of  meeting  you  in 
this  admirable  building,  erected  and  now  to  be  dedi- 
cated the  New  York  Eye  Infirmary.5 

The  Thirteenth  Street  site  was  to  be  the  home 
of  the  Infirmary  thereafter,  the  longest  span  of 
any  New  York  Hospital,  with  the  exception  of 
Bellevue,  in  any  one  place.  The  original  four- 
story  brownstone  had  facilities  for  40  to  50  pa- 
tients on  three  floors,  while  the  ground  floor  con- 
tained the  outpatient  department  (Fig.  10). 

It  was  heated  by  two  hot-air  furnaces,  but  in  addi- 
tion there  were  more  than  20  stoves,  one  of  which 
was  in  the  operating  room  and  all  of  which  involved 
great  labor.  There  was  running  water  on  the  first 
and  second  floors,  but  on  the  third  and  fourth  floor 
the  water  had  to  be  carried  by  hand.  The  water- 
pipes  not  infrequently  froze.  There  were  one  bath- 
tub, several  water  closets  and  what  were  termed 
“earth  closets  for  women.”6-8 

In  1873,  the  throat  department  was  added,  and, 
in  1890,  the  School  of  Ophthalmology  and  Otolar- 
yngology, chartered  by  the  State  legislature,  was 
founded.  Teaching,  however,  had  been  conducted 
at  the  Infirmary  from  the  very  beginning,  Dela- 
field having  given  the  first  series  of  lectures  in 
1821.  The  first  house  surgeon  wras  appointed  in 
1862.  The  training  at  that  time  was  dual,  includ- 
ing both  ophthalmology  and  otology.  It  was  not 
until  1896  that  the  services  were  separated. 

In  1870,  the  fiftieth  anniversary  was  celebrated 
with  the  same  Edward  Delafield.  now  seventy -six 
and  partially  deaf,  delivering  a history  of  the  in- 
stitution, enriched  by  his  personal  reminiscences 
of  the  events  and  personalities  through  the  dec- 
ades. 

In  1890,  with  the  help  of  generous  benefactors, 
expansion  was  begun  at  the  site  to  meet  the  con- 
tinued demands  of  the  patient  volume.  Three 
floors  were  added,  additional  pavilions  built,  and. 
in  1893,  the  Infirmary  assumed  the  appearance 
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FIGURE  11.  New  York  Eye  and  Ear  Infirmary,  Thir- 
teenth Street  and  Second  Avenue,  from  1 903  to  1 968. 

which  was  to  become  so  familiar  to  millions  of  pa- 
tients and  thousands  of  postgraduate  students  for 
many  decades  (Fig.  11).* 

From  its  founding  until  1903,  or  a period  of 
eighty-three  years,  the  Infirmary  had  never 
charged  a clinic  fee.  Charity-minded  private 
benefactors,  contributions  from  the  State  legisla- 
ture, and  income  derived  from  inpatients  helped 
defray  expenses,  although  rarely  fully.  In  1903, 
however,  the  financial  burden  became  too  great. 
After  much  deliberation,  a fee  of  25  cents  was  es- 
tablished for  a clinic  visit,  and  even  this  modest 
amount  was  paid  by  only  about  40  per  cent  of  the 
clinic  population.  In  1903,  also,  the  inpatient 
rates  were  raised:  $7.50  per  week  for  ward  pa- 

tients (only,  of  course,  if  they  could  afford  it!),  $15 
per  week  for  semiprivate  patients,  and  $25  per 
week  for  the  affluent  in  private  rooms.  The  25- 
cent  fee,  incidently,  was  maintained  for  almost 
half  a century  before  the  pressure  of  inflation 
brought  about  an  increase. 

Ever  since  its  founding,  the  Infirmary  has  re- 
mained among  those  in  the  forefront  of  its  special- 
ty in  America.  Its  doors  have  never  been  closed 
except  for  a brief  three-month  period  in  1822, 
when  a yellow  fever  epidemic  was  raging  in  New 
York.  By  the  turn  of  the  century,  almost  1 mil- 
lion patients  had  been  treated  in  its  clinics;  to 
date,  the  figure  exceeds  8 million,  or  approximate- 
ly the  population  of  New  York  City  today.  Al- 
most every  state  of  the  Union  and  many  foreign 
countries  are  represented  in  the  Infirmary’s  roster 
of  graduates  and  postgraduate  students,  many  of 
whom  have  gone  on  to  illustrious  careers.  The  In- 
firmary, being  born  of  Moorfields  in  London,  has 
in  turn  mothered  other  such  institutions  in  Amer- 
ica. Its  luminaries  were  among  the  founders  of 
the  New  York  Academy  of  Medicine  in  1847,  the 

* The  overall  design  of  the  remodeled  building  was  by  Stan- 
ford White.  The  Schermerhorn  pavilion  at  the  Infirmary  re- 
mains as  one  of  only  four  structures  still  standing  in  New  York 
that  can  be  attributed  to  that  eminent  architect,  the  other 
three  being  the  Century  Club,  the  University  Club,  and  the 
Washington  Arch. 


FIGURE  12.  (A)  Infirmary  North  Building,  inaugurated 

in  1968.  Old  (south)  building  partially  visible  at  ex- 
treme right.  (B)  Seal  of  Infirmary  adopted  in  1824. 


New  York  Ophthalmological  Society  in  1864,  the 
American  Ophthalmological  Society  in  1864, 9 and 
the  American  Board  of  Ophthalmology  in  1916. 

New  Infirmary 

By  the  mid  1930s,  the  need  for  larger  and  more 
modern  housing  had  become  evident,  but,  before 
the  clamor  reached  a crescendo,  World  War  II  su- 
pervened. The  expansion  plans  were  shelved  and 
all  but  forgotten,  except  by  one  individual,  Ber- 
nard Samuels,  M.D.,  who,  from  1945  until  his 
death  in  1959,  used  every  opportunity  to  goad  the 
board  of  directors  and  the  board  of  surgeons  into 
formulating  plans  for  a new  Infirmary.  Unfortu- 
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nately,  he  did  not  live  to  see  the  fruition  of  his  la- 
bors, but  the  seeds  were  well  planted  for  in  Janu- 
ary, 1968,  the  latest  Infirmary  was  completed  and 
began  to  function  on  Fourteenth  Street  and  Sec- 
ond Avenue,  adjoining  the  revered  institution 
which  had  served  so  admirably  since  1856  and 
which  had  withstood  the  tempests  of  nature,  time, 
wars,  depressions,  and  the  changing  face  of  the 
city  (Fig.  12).  The  old  Infirmary  was  not  forsak- 
en. It  was  completely  renovated  and  modernized 
and  is  still  very  much  in  use  for  clinics,  lecture 
halls,  subspecialty  services,  library,  and  various 
departmental  offices.  The  new  (North)  building 
is  the  most  modern  of  specialty  hospitals  with  207 
beds,  10  operating  theaters,  and  a staff  of  over  150 
physicians. 

The  planning,  construction,  and  completion  of 
this  building  was  achieved  mainly  through  the  un- 
ceasing and  tireless  efforts  of  Gordon  Braislin, 
current  president  of  the  Infirmary  and  a worthy 
occupant  of  the  position  once  held  by  William 
Few.  In  no  small  measure,  he  was  aided  by  J. 
Swift  Hanley,  M.D.,  chairman  of  the  board  of  sur- 
geons for  many  years  and  Col.  Charles  E.  Martin, 
the  ablest  administrator  in  the  Infirmary’s  long 
history.  Unfortunately,  both  have  since  passed 
on. 

L envoi 

In  1970,  the  Infirmary  celebrated  its  one  hun- 
dred fiftieth  anniversary,  an  occasion  for  which 
scientific  greats  from  far  and  near  gathered  in 
New  York  City.  Notable  scientific  programs  and 


social  festivities  were  held.  Overlooking  this 
throng  was,  perhaps,  another  gathering,  unseen 
but  sensed,  the  spirits  of  Delafield,  Rodgers, 
Noyes,  Agnew,  Bacon,  Dubois,  Gruening,  Whit- 
ing, Dixon,  Dench,  Weeks,  Burchell,  Wheeler, 
Reese,  Samuels,  Kirby,  Berens,  and  Hanley, 
among  the  greats  of  the  past  who,  having  pain- 
stakingly laid  the  cornerstones,  inspected  the 
newest  Infirmary  and  murmured  approvingly, 
“Well  done!” 

310  East  14th  Street 
New  York,  New  York  10003 
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Letters  to  the  Editor 


Recertification 


To  the  Editor:  It  is  with  a feeling  of  sadness  that  I 

pen  these  words  of  rebuttal  to  Dr.  Julius  Stolfi’s  edito- 
rial in  which  he  favors  recertification.  I do  not  wish  to 
quarrel  or  offend  Dr.  Stolfi  who  is  a dear  and  good 
friend  of  long  standing.  But  my  back  hairs  stand  erect 
at  the  thought  of  “recertification,”  and  I must  cry  out 
in  strong  philosophical  outrage  at  a procedure  that  may 
well  prove  to  be  the  rack  on  which  the  backbone  of 
medicine  will  be  broken. 

It  goes  without  saying  that  each  and  every  one  of  us 
favors  continuing  medical  education,  and  I feel  that  it 
must  be  emphasized  that  the  medical  profession  more 
than  any  other  has  voluntarily  made  constant  efforts  to 
keep  abreast  of  all  new  and  significant  developments. 
One  need  only  look  at  the  marked  and  extensive  at- 
tendance at  national,  regional,  and  local  meetings  to 
realize  that  the  physician’s  thirst  for  knowledge  is  insa- 
tiable and  that  busy  as  he  is,  he  is  constantly  seeking 
to  better  himself  professionally.  We  need  no  politi- 
cian, no  third  party  carriers,  and  no  public  to  remind 
us  how  much  there  is  to  know,  how  little  we  do  know, 
and  how  much  we  have  to  learn.  We  have  been  aware 
of  continuing  education  from  time  immemorial,  and  for 
our  present  representatives  to  come  forward  at  this 
time  and  say  that  they  are  going  to  re-educate  us  is  an 
effrontery  to  every  decent  doctor  in  the  United  States. 

It  is  time  that  we  fought  back  against  the  image  in 
which  politicians  try  to  portray  us.  We  in  the  profes- 
sion are  not  responsible  for  the  high  cost  of  medical 
care.  We  doctors  receive  but  a small  percentage  of  the 
total  financial  outlay,  and  despite  efforts  to  paint  us  as 
“bogey  men,”  the  fact  remains  that  the  doctor  still  is 
the  idealist,  the  benefactor,  and  the  Samaritan,  We 
must  point  out  that  in  this  highly  amoral,  and  im- 
moral, society,  the  doctor  still  stands  out  as  the  one 
figure  who  rises  above  all  corruption,  graft,  and  inde- 
cency. The  philosophy  of  the  medical  profession  has 
always  been  “what  can  I do  for  you,”  whereas  the  creed 
of  the  politician  remains  “what  is  in  it  for  me.”  We  do 
not  have  to  worry  about  our  image.  A recent  poll  indi- 
cates that  the  profession  most  highly  regarded  is  that 
of  medicine,  the  profession  most  skeptically  viewed  is 
that  of  the  politician. 

With  this  as  background,  I wish  to  speak  out  most 
strongly  against  recertification  exams  as  proposed  by 
Dr.  Stolfi  and  the  Board  of  Regents  of  the  American 
College  of  Physicians.  Dr.  Stolfi  talks  of  a “voluntary 
and  non-punitive  exam”  which  will  be  almost  open 
book  in  context,  and  will  not  be  offensive.  I trust  Dr. 
Stolfi.  He  is  sincere,  honest,  and  well  intentioned,  and 
the  exam,  under  his  aegis,  may  well  be  “voluntary  and 
non-punitive,”  but  please  forgive  my  skepticism  and 


cynicism.  It  has  been  everyone’s  experience  that  what 
is  presented  with  honey  invariably  becomes  mandatory, 
obligatory,  and  restrictive.  I do  not  trust  this  propos- 
al. It  means  an  abdication  of  a personal  right  and  lib 
erty  into  the  hands  of  a small  group  who  may  then  do 
with  us  what  they  will.  We  must  recognize  that  the 
maneuver  of  recertification  may  well  open  a Pandora 
box  that  could  lead  to  annihilation  of  all  that  has  made 
American  medicine  great. 

Dr.  Stolfi,  what  will  a recertification  exam  prove?  It 
made  very  easy,  it  proves  nothing.  If  made  very  diffi- 
cult, it  will  be  impossible  to  pass.  Pass  or  fail,  no 
paper  exam  can  truly  evaluate  the  physicians  skill,  pa- 
tience, understanding,  and  consideration.  How  often 
will  recertification  be  required?  It  has  been  estimated 
that  the  half  life  of  medical  knowledge  is  five  years. 
Does  that  mean  that  exams  must  be  taken  at  five-year 
intervals?  We  in  the  profession  carry  great  responsi- 
bilities. We  are  harassed  by  patient  problems,  by  pa- 
tient idiosyncrasies,  by  the  constant  threat  of  unjust 
malpractice  claims,  by  governmental  restrictions  and 
persecution,  and  are  we  to  add  to  this  list  of  mental 
agonies,  the  thought  that  every  five  years  we  will  be 
subject  to  re-examination.  Who  among  us  is  strong 
enough  to  withstand  such  pressure? 

Are  we  mad  that  we  even  dream  of  letting  a situation 
of  this  sort  come  into  existence?  No  other  profession 
in  our  society  is  even  thinking  of  such  nonsense.  Dr. 
Stolfi  states  that  the  public  wants  good  medical  care. 
I agree.  The  public  also  wants  good  bridges,  and  good 
roads,  and  good  education,  and  good  legal  counsel,  but, 
I do  not  hear  any  clamor  being  raised  for  recertification 
of  engineers,  teachers,  or  lawyers. 

Dr.  Stolfi  claims  that  if  we  in  the  profession  oppose 
recertification  that  we  will  be  accused  of  being  self- 
serving.  This  is  absurd.  I have  already  given  the 
background  to  prove  that  among  all  professions  we  are 
the  most  esteemed.  I think  Dr.  Stolfi  would  be  wise  to 
point  out  that  ours  is  the  one  profession  that  over  all 
these  years  has  constantly  sought  to  eliminate  the  ne- 
cessity for  its  own  existence.  We  are  not  now  and 
never  have  been  insecure,  selfish  or  willful,  and  all 
through  history  our  primary  interest  has  been  the  care 
of  the  sick  and  the  suffering,  no  matter  what  sacrifice 
or  courage  this  entails  on  our  part. 

Dr.  Stolfi  and  the  Board  of  Regents  glibly  would 
have  us  believe  that  recertification  is  here.  I protest 
that  this  is  not  so.  There  may  be  demands  for  this  on 
the  part  of  politicians  who  know  not  how  to  clean  their 
own  house,  and  would  make  us  scapegoats  for  their 
own  inadequacy,  but  recertification  will  never  be  here 
unless  we  permit  it.  The  problems  that  face  us  are 
those  of  improper  health  delivery  systems,  insufficient 
hospital  and  nursing  home  facilities,  inadequate  fund- 
ing for  decent  medical  research,  and  inadequate  train- 
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ing  or  para-medical  assistants.  “Recertification”  is 
nothing  but  a red  herring  raised  to  cover  up  the  failure 
of  bureaucracy  to  solve  these  vital  and  pressing  issues. 
A recent  poll  taken  in  the  Brooklyn  Society  of  Internal 
Medicine  runs  20  to  one  against  such  intimidative  pro- 
cedures. If  the  Board  of  Regents  of  the  American  Col- 
lege of  Physicians  were  truly  interested  in  an  expres- 
sion of  democratic  thought,  let  them  poll  the  20  thou- 
sand members  of  that  society,  and  I wager  that  the 
grass  roots  sentiment  will  be  overwhelmingly  against 
such  proposals. 

Dr.  Stolfi,  we  all  recognize  that  there  are  deficiencies 
in  our  profession.  It  is  ridiculous  to  expect  perfection 
in  an  imperfect  society.  But  we  know  what  the  inade- 
quacies are.  and  we  alone  can  and  will  correct  them. 

Our  two  highly  potent  weapons  are  continuing  volun- 
tary graduate  training  and  intensive  and  widespread 
peer  review.  These  two  weapons  combined  with  the 
innate  and  inherent  decency  of  the  physician  will  con- 
tinue to  make  our  profession  the  pride  of  society  and 
the  envy  of  all  others. 

A.  I.  THOMASHOW 
Resident  of  the  Brooklyn  Society  of  Internal  Medicine 


Reply  to  Dr.  Thomashow's  letter  to  the 
editor 

To  the  Editor:  Dr.  Thomashow’s  letter  confirms  the 

statement  made  in  the  first  sentence  of  my  editorial  — 
“The  word,  Recertification,  alone  evokes  a prompt  and 
emotional  response  from  most  practicing  physicians.” 
Obviously,  he  has  misinterpreted  my  article.  In  it.  I 
did  not  state  categorically  that  I favor  Recertification; 
but  I do  think  that  its  proponents  argue  impressively, 
and  the  medical  profession  would  fare  better  if  it  pre- 
pared its  own  method  of  implementation. 

Dr.  Thomashow’s  rebuttal  calls  for  an  item-by-item 
refutation: 

(1)  National,  regional  and  local  medical  meetings 
are  rarely  attended  by  more  than  25  per  cent  of  the 
membership  of  the  discipline  involved. 

(2)  Some  of  us  do  need  to  be  reminded  of  “how 
much  there  is  to  know,  how  little  we  do  know,  and  how 
much  we  have  to  learn.” 

(3)  Our  “representatives”  do  not  want  or  expect  to 
“re-educate”  us.  I agree  that  would  be  an  “effrontery" 
to  every  decent  physician.  They  want  us  to  keep 
abreast  of  recent  advances,  and  I think  that  this  is 
proper  and  just. 


(4)  Our  image  is  a cause  of  concern.  Although  still 
ahead  of  others,  it  isn’t  as  good  as  it  has  been.  I see  no 
need  to  compare  us  with  any  other  group  for  we  occupy 
a special  position  and  comparisons  are  not  in  order. 
An  improvement  in  our  image,  in  my  opinion,  will  re- 
duce the  number  of  malpractice  suits. 

(5)  Why  should  an  internist  fear  Recertification  on 
a voluntary  basis? 

We  are  not  discussing  Relicensure  which  I object  to 
vehemently.  Perhaps  Dr.  Thomashow  is  confusing  the 
two.  There  is  no  evidence,  as  yet,  that  Recertification 
will  become  “mandatory,  obligatory  and  restrictive.” 
The  Board  of  Regents  of  the  American  College  of  Phy- 
sicians has  no  intention  of  sponsoring  a plan  of  relicen- 
sure, and  the  idea  of  Recertification  did  not  originate 
with  them.  It  is  their  duty,  however,  to  be  prepared, 
and  they  are  properly  facing  their  responsibility. 

(6)  Recertification  will  demonstrate  that  each  phy- 
sician is  indeed  attempting  to  keep  up  with  recent  ad- 
vances in  his  field.  The  voluntary  examination  will  be 
given  every  five  years;  however,  a passing  or  failing 
grade  is  not  as  important  as  the  preparation  for  the  ex- 
amination. As  stated  in  my  editorial,  reviewing  the 
syllabus  is  the  educational  experience  desired  by  every- 
one. The  numerical  result  obtained  on  the  test  is  not 
important.  We  have  a great  responsibility  to  keep  ab- 
reast of  medical  progress.  We  owe  it  to  our  patients. 

(7)  Other  professions  are  indeed  interested  in  Re- 
certification. The  nursing  profession,  airplane  pilots, 
as  well  as  our  own  family  physicians,  pediatricians,  and 
surgeons  are  all  developing  an  acceptable  plan.  Yes, 
the  public — and  we  are  a part  of  that  group — wants 
“good  medical  care,  good  bridges,  good  education,  and 
good  legal  counsel,”  and  we  should  help  them  get  just 
that. 

(8)  The  Board  of  Regents  does  not  “want  us  to  be- 
lieve that  Recertification  is  here.”  If  Dr.  Thomashow 
kept  abreast  of  pertinent  socioeconomic  matters,  he 
would  be  aware  of  the  fact  that  it  is  here.  The  AMA 
award  for  one  hundred  fifty  hours  of  continuing  educa- 
tion is  a method  of  Recertification.  I don't  know  what 
else  you  could  call  it. 

Recertification  presents  no  threat  to  our  profession. 
The  American  Board  of  Internal  Medicine  is  ad- 
dressing itself  to  the  problem,  and  I think  that  that  too 
is  right  and  proper.  It  will  result  in  nothing  else  but 
improvement  in  our  delivery  of  updated  medical  care 
to  the  sick  and  injured. 

JULIUS  E.  STOLFI.  M.D.  F.A.C.P. 

Regent.  American  College  of  Physicians 
Associate  Editor.  Neu  York  State  Journal  of  Medicine 
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Clindamycin  and  lincomycin 

To  the  Editor:  Re:  Howard  Zucker,  M.D.’s  letter  in 

the  April  15,  1973,  issue  of  the  New  York  State  Journal 
of  Medicine,  page  1009,  concerning  the  use  of  clinda- 
mycin hydrochloric  acid  hydrate  and  lincomycin  hy- 
drochloric acid  in  2 patients  with  “sore  throat,’’  I 
would  like  to  know: 

1.  Whether  or  not  a throat  culture  was  taken  on  ei- 
ther of  these  patients. 

2.  What  was  grown  out  of  the  culture. 

3.  If  the  organism  was  beta  hemolytic  streptococ- 
cus, was  penicillin,  which  is  the  drug  of  choice,  used? 

4.  If  the  patient  was  allergic  to  penicillin,  was 
erythromycin,  which  is  the  second  drug  of  choice, 
used? 

5.  If  the  culture  was  negative,  why  was  any  antibi- 
otic at  all  used,  that  is,  what  is  the  rationale  for  the 
use  of  any  antibiotic  at  all? 

JOSEPH  I.  KRAMER,  M.D. 

65  Avenue  D 
New  York,  New  York  10009 


To  the  Editor:  It  is  my  pleasure  to  respond  to  the  sev- 
eral questions  concerning  clindamycin  and  lincomycin 
routes  of  administration  in  the  therapy  of  sore  throat. 
First,  let  me  say  that  the  questions  represent  an  older 
system  of  practice  than  I currently  use.  With  respect 
to  throat  cultures,  most  observers  have  now  found 
pathogenic  and  nonpathogenic  organisms  in  cultures 
taken  from  both  normal  and  inflamed  throats.  In  ad- 
dition, subjective  complaint  of  sore  throat  has  most 
frequently,  in  my  experience,  yielded  nonpathogenic 
organisms.  This  has  raised  many  theoretical  problems 
as  to  whether  organisms  are  contaminants  and  oppor- 
tunistic or  are  strictly  pathogenic.  Of  course,  the  ques- 
tion of  resistance  is  crucial,  as  well  as  whether  orga- 
nisms may  invade  and  not  be  immediately  available  in 
the  throat  pool  for  successful  culture  and  sensitivities. 
I have  seen  no  consistent  pattern  in  reports  for  subjec- 
tive complaints,  with  or  without  objective  signs  of  sore 
throat. 

Some  individuals  have  suggested  the  existence  of  a 
“viral”  sore  throat,  but  it  is  apparent  this  would  not  be 
found  in  current  routine  bacterial  cultures. 

In  one  instance,  a few  years  ago,  a middle-aged 
woman  complained  of  a sore  throat  but  the  examina- 
tion showed  only  slight  paleness,  and  I insisted  that 
she  did  not  have  a real  sore  throat,  thinking  perhaps  of 
a psychosomatic  ailment.  After  several  visits,  she  in- 
sisted on  medication,  following  which  her  symptoms 
“disappeared.”  For  this  reason,  I am  inclined  to  view 
subjective  complaints  as  more  important  than  objec- 
tive signs  or  positive  cultures. 

Another  problem  is  in  the  reporting  from  existing 
medical  laboratories  to  Medicaid  facilities.  I,  unfortu- 
nately, find  our  laboratory  reports  of  culture  and  sensi- 
tivities take  several  weeks  in  arriving,  so  that  they  are 
useless  to  clinical  management.  Even  a routine 
twenty-four-hour  delay  is  inconsistent  with  positive 
management  of  sore  throat.  In  these  instances,  cultures 
were  taken  on  subsequent  visits  but  were  unrevealing 
in  one  case  and  unreported  in  the  other. 

It  is  my  practice,  therefore,  to  routinely  use  a single 
injection  of  sterile  procaine  penicillin  G suspension 


U.S.P.  (Crysticillin)  followed  by  oral  clindamycin  (ex- 
cept in  the  cases  concerned,  in  which  intramuscular 
lincomycin  was  necessary  to  achieve  a result).  Need 
less  to  say,  where  an  allergy  to  penicillin  exists,  injec- 
table lincomycin  is  most  practical. 

It  is  interesting  that  just  ten  years  ago  I toured  the 
Upjohn  plant  in  Michigan  and  heard  Mr.  Upjohn  sa> 
that  the  newly  found  clindamycin  was  bactericidal, 
while  the  older  erythromycin  was  for  the  most  part 
bacteriostatic,  a distinct  advantage  for  the  newer  anti- 
biotic. I have  found  occasional  cases  of  less  active  re- 
sponse to  erythromycin,  suggesting  an  adaptation  to 
the  drug  or  resistant  strains,  while  I have  never  found 
lowered  effectiveness  of  clindamycin,  at  least  in  my 
use.  For  these  reasons,  I think  that  erythromycin, 
while  harmless  for  babies,  is  by  far  second  choice  to 
penicillin-clindamycin  in  sore  throat. 

No  consideration  of  sore  throat  is  complete  without 
mention  of  subsequent  rheumatic  fever.  I believe,  as 
most  physicians  do,  in  aggressive  therapy  of  all  sore 
throats,  whether  objective  findings  are  present  or  not, 
for  the  prevention  of  rheumatic  heart  disease.  I,  of 
course,  allow  that  their  spatial  relation  is  open  to  fur- 
ther discussion.  Koch’s  postulates  have  never  been 
satisfied  with  respect  to  rheumatic  disease,  despite 
clear  statistical  evidence  of  preexisting  sore  throat. 
The  question  of  resistance  is  again  important  as  well 
as  other  allergic  considerations. 

In  conclusion,  let  me  say  that  the  throat  culture  for 
these  many  reasons  is  outmoded  in  the  routine  investi- 
gation of  clinical  cases. 

HOWARD  S.  ZUCKER.  M.D. 

302  Avenue N 
Brooklyn,  New  York  11230 


The  objective 

To  the  Editor:  The  objective  is  freedom.  Our  genera- 
tion is  being  called  on  to  meet  a threat  to  freedom  from 
within,  for  some  would  eliminate  it  as  our  way  of  life. 
It  would  seem  that  a large  number  are  for  regimenting 
medicine.  While  polls  do  not  confirm  this  statistically, 
there  are  enough  people,  or  those  whose  push  carries 
weight,  so  that  legislators  are  on  the  verge  of  national- 
izing medicine!  What  is  the  tactic  then?  Physicians, 
by  a very  large  majority,  are  for  the  free  way  of  life. 
Some  would  forego  it  because  they  feel  obliged  to 
comply  with  what  is  presented  as  the  wish  of  the  pub- 
lic. The  tactical  question  becomes,  then,  how  can 
physicians,  small  in  number  compared  with  an  appar- 
ently large  and  weighty  public  group,  prevail  for  free- 
dom. 

To  help  us  make  the  choice,  we  have  the  benefit  of 
the  experience  of  colleagues  in  foreign  countries  where 
certain  methods  did  not  succeed.  We  have  been  using 
approaches  in  the  past  decade  which  have  been  unsuc- 
cessful in  abating  the  gradual  regimentation  of  medi- 
cine. We  know,  or  should  know,  therefore,  what  tac- 
tics haven’t  worked. 

We  have  relied  on  the  well-earned  respect  and  pres- 
tige that  the  profession  of  medicine  has  held  for  centu- 
ries in  legislative  halls.  Whatever  the  force  is  that  is 
producing  this  turbulence  in  history,  it  is  causing  a dis- 
regard for  the  profession  and  status  of  the  physician. 

We  have  tried  “partnership  with  government,”  “co- 
operation,” “coordination,”  and  “negotiation,”  only  to 
find  the  government  continuing  to  wield  its  big  stick  of 
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executive  decree  and  legislative  command  to  further 
deprive  patients  and  physicians  of  their  freedom. 

Physicians  in  foreign  countries,  and  recently  in  Can- 
ada. waited  for  the  final  ax  to  fall.  Their  opposition 
did  not  carry  the  sustained  strength  of  firm  conviction 
regarding  the  free  way  of  life.  The  sagacious  instru- 
ments of  wisdom — the  courts — which  usually  keep  the 
ship  of  state  on  an  even  keel,  have  been  unable  to 
grapple  with  this  ill  wind. 

We  can  now  plainly  see  that  freedom  cannot  lean  on 
professional  prestige;  freedom  cannot  be  placed  in  the 
hands  of  those  who  carry  a big  stick;  freedom  cannot 
he  risked  by  being  put  up  for  negotiation;  and,  alas, 
freedom  cannot  be  entrusted  even  to  those  who  are 
usually  wise.  The  fountain  of  freedom  gushes  from  the 
realization  of  the  precious  nature  of  this  gift.  This 
feeling,  once  experienced,  makes  it  the  only  way  of  life 
for  us  and  tells  us  exactly  what  must  be  done  to  pre- 
serve it.  We  will  preserve  it  by  lining  it  ourselves.  We 
will  preserve  it  by  exercising  our  inalienable  freedom. 
We  will  preserve  it  by  continuing  to  practice  free 
medicine  in  our  offices  and  hospitals , no  matter  what. 
Legislators  will  be  awakened  to  the  fact  that  there  are 
people  in  this  country  who  cannot  be  legislated  out  of 
their  inalienable  freedom.  This  should  reawaken  them 
and  shift  them  from  their  course. 

For  unless  we  mean  no  matter  what,  unless  we  are 
willing  to  accept  the  jailing  and  inordinate  fines  im- 
posed on  Canadian  physicians,  do  we  really  believe  in 
freedom?  Such  is  the  nature  of  freedom  that  there  is 
no  force  on  earth  that  can  deter  this  indomitable  con- 
viction. As  a nation  of  free  men,  we  must  live  with  it 
for  all  time  or  we  die. 

We  have  had  the  good  fortune  of  living  after  history 
opened  the  eyes  of  man  to  this  essence  of  his  being. 
We  have  been  bequeathed  the  institutions  to  preserve 
a life  of  freedom.  We  can  give  them  up  and  live  again 
as  slaves  or  we  can  augment  the  free  way  of  life.  We 
can  choose  the  living  death  of  regimentation  or  the  vi- 
brant life  of  freedom.  Will  we  be  the  generation  that 
vanquished  the  threat  from  within?  Suicide  or  free- 
dom: the  choice  is  ours. 

GORDON  R.  MEYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  New  York  11577 


Clear  and  present  danger 

To  the  Editor:  By  calling  attention  in  an  editorial  on 
May  1,  1973,  to  the  recent  passage  by  the  Legislature 
of  S 920  A (Lombardi-Jonas  bill)  which  allows  hospi- 
tals to  create  their  own  HMO  and  PSRO  organizations 
(actually  S 6102  A),  the  announced  policy  of  the  Cath- 
olic Hospital  Association,  based  on  the  Darling  deci- 
sion, “to  subjugate  the  physician  to  the  Board  of 
Trustees,”  and  the  recent  and  almost  successful  effort 
to  promulgate  Regulation  86:11  by  the  Department  of 
Health  of  the  State  of  New  York,  Dr.  Angrist  has  per- 
formed a notable  service  for  the  members  of  the  State 
Medical  Society. 

The  Lombardi-Jonas  bill  was  ultimately  vetoed  by 
Governor  Rockefeller.  Promulgation  of  86:11  has  been 
temporarily  shelved  by  Hollis  Ingraham,  M.D.,  of  the 
State  Health  Department.  Both  events  are  clearly  the 
direct  results  of  effective  pressures  brought  to  bear  by 


knowledgeable  representatives  of  the  State  Medical  So- 
ciety at  the  highest  levels  of  State  government. 

Although  these  darkening  clouds  had  apparently 
been  gathering  on  the  horizon  for  some  time,  their  exis- 
tence was  unknown  to  the  vast  majority  of  the  mem- 
bership of  the  State  Society.  The  reason,  simply  stat- 
ed, is  that,  with  rare  exceptions,  this  information  is  not 
being  effectively  transmitted  to  the  membership 
though  the  columns  of  the  New  York  State  Journal  of 
Medicine  or  through  the  various  peripheral  publica- 
tions of  the  county  medical  societies  for  dissemination 
to  their  readers.  A regrettably  wide  gap  in  knowledge 
of  the  actual  state  of  medical  legislative  affairs  has  ex- 
isted between  the  leaders  of  organized  medicine  in  this 
State  on  the  one  hand  and  the  unenlightened,  sleeping 
membership  on  the  other  hand. 

The  effect  of  Dr.  Angrist ’s  editorial  may  be  com- 
pared, in  a sense,  to  the  effect  generated  by  Paul  Re- 
vere as  he  rode  at  midnight  to  sound  the  alarm.  The 
tone  and  content  of  that  editorial  suggest  that  it  was 
born  out  of  a sense  of  deep  urgency  and  incipient 
panic.  No  one  who  has  spent  his  life  in  the  private 
practice  of  medicine  could  react  differently  or  without 
a sense  of  foreboding  at  his  helplessness  in  the  face  of 
these  threatening  events. 

Yet  this  need  not  be  so  in  the  future.  A columnist 
regularly  assigned  to  observe,  digest,  and  interpret  the 
march  of  medical  legislative  proposals  in  Albany  would 
be  a welcome  and  salutary  addition  to  the  Journal. 

All  the  complexities  of  the  human  equation  will 
probably  never  be  adequately  contained  in  mathemati- 
cal terms,  but  one  aspect  of  this  equation,  may,  I 
suggest,  be  formulated  as  follows: 
m = motivation 
m/a  ~ k where  a = apathy 

k = constant  = “what’s  in  it  for  me 

To  the  extent  that  the  constant,  k,  can  be  reinforced 
by  a continuous,  clear  flow  of  useful  information  to 
perfuse  the  membership,  the  validity  of  this  equation 
will  hold.  And  if  this  equation  remains  valid  the  vital- 
ity and  viability  of  the  institution  of  private  medical 
practice  will  be  assured. 

GEORGE  M.  ROSEN,  M.D. 

368  Commack  Road 
Commack,  New  York  11725 

Editor’s  note:  For  the  record,  S920  was  vetoed  by 

the  Governor  and  an  equivalent  measure  S102A,  also 
introduced  by  Lombardi,  was  passed  and  signed  to  be- 
come Section  859  of  Laws  of  1973.  A.  A.  A. 


Drugs  whose  names  look  alike  or  sound 
alike 

To  the  Editor:  I have  recently  compiled  a listing  of 

drugs  whose  names  look  alike  or  sound  alike.  When  a 
pharmacist  takes  a prescription  over  the  telephone  or 
attempts  to  decipher  a physician’s  handwriting,  a drug 
product  not  intended  by  the  prescriber  might  be  dis- 
pensed. Such  an  error  might  be  the  result  of  a sound- 
alike  or  look-alike  drug. 

Enclosed  is  a partial  list  of  such  drugs  with  striking 
similarities.  Physicians  are  urged  to  exercise  great 
care  when  writing  or  telephoning  prescriptions. 
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1.  Aerolone 

Aralen 

Arlidin 

2.  Ananase 

Orinase 

Tolinase 

3.  Anavar 

Anavac 

Antepar 

4.  Arfonad 

Afrin 

Aspirin 

5.  Asminyl 

Asmolin 

Esimil 

6.  Benadryl 

Benylin 

Bentvl 

7.  Butisol 

Butibel  

Butabell 

8.  Capla 

Kell  in 

Keflex 

9.  Chlorambucil 

Chloromycetin 

Chlor-Trimeton 

10.  Coramine 

Calamine 

Calomel 

11.  Cordex 

Cordran 

Codeine 

12.  Demerol  

Dicumarol 

Deprol 

13.  Digoxin 

Digitoxin 

Desoxyn 

14.  Dilantin 

Phelantin 

Delalutin 

15.  Disipal 

. Disophrol  . . . . 

Stilphostrol 

16.  Donnatal 

Dianabol 

Donnagel 

17.  Dopar 

Dopram 

Dorana 

18.  Doriden 

Loridine 

Doxidan 

19.  Elavil 

Aldoril 

Mellaril 

20.  Empirin 

Empiral 

Emprazil 

21.  Enduron 

Imuran 

Eutron 

22.  Esimil 

Estinvl 

Ismelin 

23.  Estomul 

Ilomel 

Isomel 

24.  Ethamide 

Ethionamide 

Ethinamate 

25.  Feosol 

Feostat  

. Festal 

26.  Haldrone 

Halodrin 

Haldol 

27.  Harmonvl 

Hormonin 

Homapin 

28. 

Isordil 

Isuprel 

Isomel 

29. 

Kaomin 

Kao-Con 

Kaon 

30. 

Kelex 

Keflex 

Keflin 

31. 

Maalox 

Maolate 

Marax 

32. 

Mebaral 

Mellaril 

Medrol 

33. 

Meprobamate  Meperidine 

Mepergan 

34. 

Mesantoin 

Mestinon 

Metatensin 

35. 

Modane 

Matulane 

Mudrane 

36. 

Ornex 

Orinase 

Ornade 

37. 

Pantopon 

Protopam 

Parafon 

38. 

Pathocil 

. . Pathilon 

Pitocin 

39. 

Peritrate 

Lotusate 

Pentryate 

40. 

Persantine 

Persistin 

. Transentine 

41. 

Sansert 

. . Cenasert 

. Singoserp 

42. 

Sterazolidin 

Butazolidin 

. . Stelazine 

43. 

Temaril 

Demerol 

Tepanil 

44. 

Thvrar 

. Thyrolar 

Tryptar 

45. 

Urised 

Urestrin 

Uracel 

46. 

Urithol 

Uritral 

. Uritone 

47. 

Valadol 

Vallestril 

Vistaril 

48. 

Valmid 

Velban 

. Valpin 

49. 

Vontrol  . 

Vast  ran 

Vosol 

50. 

Zactirin 

Saccharin 

Zentron 

BEN.JAMIN  TEPLITSKY,  R.PH. 

1461  Shore  Parkway 
Brooklyn,  New  York  11214 


For  My  Father*  Who  Rode  the  Trolley  All  the  Way  Clanging  the  Bell 


My  father  got  out  of  medical  school  and  up  the  next 
morning  in  the  still  dark  his  black-leather  doctor’s 
bag  flying  dashed  off  and  hollered  down  a trolley  car 
between  stations 

Alone  he  and  the  conductor  speeding  the  whole  line 
from  South  Brooklyn  to  Flatbush  him  banging  the 
trolley  bell  loudly  all  the  way 
And  of  course  got  there  just  in  time  to  deliver 
a seven-pound-three-ounce  baby  girl 
On  his  way  again  eight  a.m.  two  hours  at  the  local  clin- 
ic two  hospital  visits  nine  house  calls  and  then  home 
to  a waiting  room  full  tending  to  three  colds  one 
fracture  two  diathermy  treatments  a G.I.  series 
and  a blood  test 

Annunziato  Bartochowsi  Chen  Calamaras  Kubota  Zar- 
ycky;  five  boroughs  of  sixty  flights  of  stairs  every 


daynight  for  forty  years  he  took  care  of  them  all 

Going  to  a movie  eating  supper  and  to  bed  somewhere 
in  time  to  catch  several  hours  sleep  when  the  tele- 
phone sounding  scared  and  said  he’d  better  come 
quick 

Hurry  he  ran  with  his  shirttails  out  flapping  and 
flagged  down  the  Avenue  A Trolley 

Rode  all  the  way  clanging  the  bell  and  never  once  got 
off  ’til  he  reached  the  end  of  the  line. 

MARTIN  STEINGESSER 
431  East  9th  Street 
New  York,  New  York  10009 

* Edward  Steingesser,  M.D.,  deceased,  September  29,  1973, 
at  the  age  of  seventy-five. 
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Leon  Ast,  M.D.,  of  Rego  Park,  died  on  October  9 at 
the  age  of  sixty-one.  Dr.  Ast  received  his  medical  de- 
gree from  the  University  of  Toulouse  in  1939.  He  was 
an  attending  general  practitioner  at  Parkway  Hospital. 
Dr.  Ast  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Arthur  Richard  Colasanti,  M.D.,  of  Fayetteville,  died 
on  October  3 at  the  age  of  fifty-five.  Dr.  Colasanti 
graduated  in  1949  from  Syracuse  University  College  of 
Medicine.  He  was  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  New  York  State  Society 
of  Anesthesiologists,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jacob  Figarsky,  M.D.,  of  Hampton  Bays,  formerly  of 
Brooklyn,  died  on  October  22  at  the  age  of  seventy. 
Dr.  Figarsky  graduated  in  1929  from  the  University  of 
Kansas  School  of  Medicine.  He  was  a clinical  assis- 
tant physician  (inactive)  at  the  Jewish  Hospital  and 
Medical  Center.  Dr.  Figarsky  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herman  Louis  Frosch,  M.D.,  of  The  Bronx,  died  on 
October  29  at  the  age  of  seventy-eight.  Dr.  Frosch 
graduated  in  1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  physi- 
cian at  Morrisania  City  Hospital  and  an  honorary  con- 
sulting physician  in  medicine  at  Bronx-Lebanon  Hospi- 
tal Center.  Dr.  Frosch  was  a Fellow  of  the  American 
College  of  Physicians  and  a member  of  the  American 
Geriatrics  Society,  the  Clinical  Society,  New  York  Dia- 
betes Association,  the  New  York  Academy  of  Medicine, 
the  Bronx  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Samuel  Gelband,  M.D.,  of  Patchogue,  died  on  No- 
vember 5 at  the  age  of  fifty-nine.  Dr.  Gelband  gradu- 
ated in  1941  from  Anderson  College  of  Medicine,  Glas- 
gow, Scotland.  He  was  a consulting  radiologist  at 
John  T.  Mather  Memorial,  St.  Charles  (Port  Jeffer- 
son), and  Veterans  Administration  (Northport)  Hospi- 
tals. Dr.  Gelband  was  a Diplomate  of  the  American 
Board  of  Radiology,  a Fellow  of  the  American  College 
of  Radiology,  and  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  A.  Hamilton,  Jr.,  M.D.,  of  Port  Jefferson,  died 
on  November  4 at  the  age  of  fifty-nine.  Dr.  Hamilton 
graduated  in  1940  from  New  York  Medical  College. 
He  was  an  associate  attending  general  practitioner  at 
St.  Charles  Hospital  and  an  assistant  attending  physi- 
cian in  general  practice  at  John  T.  Mather  Memorial 


Hospital.  Dr.  Hamilton  was  a member  of  the  Suffolk 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Wilhelm  Gustav  Hansen,  M.D.,  of  Ithaca,  formerly  of 
Babylon,  died  on  October  15  at  the  age  of  seventy-one. 
Dr.  Hansen  graduated  in  1927  from  the  University  of 
Texas  School  of  Medicine.  He  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

James  Harrop,  Jr.,  M.D.,  of  Rochester,  died  on  July 
30  at  the  age  of  fifty-two.  Dr.  Harrop  graduated  in 
1952  from  the  University  of  London  Faculty  of  Medi- 
cine. He  was  director  of  pathology  at  Park  Avenue 
Hospital.  Dr.  Harrop  was  a Diplomate  of  the  Ameri- 
can Board  of  Pathology,  (Clinical  Pathology),  a Fellow 
of  the  American  College  of  Pathologists,  and  a member 
of  the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  W.  Kruger,  M.D.,  of  New  York  City,  died 
on  November  7 at  the  age  of  seventy-six.  Dr.  Kruger 
graduated  in  1923  from  University  and  Bellevue  Hospi- 
tal Medical  College. 

Israel  S.  Kurshnir,  M.D.,  of  Tannersville,  died  on 
September  9 at  the  age  of  eighty-five.  Dr.  Kurshnir 
received  his  medical  degree  from  the  University  of  Sar- 
atov in  1917.  He  was  a member  of  the  Greene  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Fred  M.  Langsam,  M.D.,  of  New  York  City,  died  on 
September  25  at  the  age  of  sixty-two.  Dr.  Langsam 
received  his  medical  degree  from  the  University  of  Graz 
in  1938.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Cyril  Morton  Levin,  M.D.,  of  Staten  Island,  died  on 
November  5 at  the  age  of  sixty-one.  Dr.  Levin  gradu- 
ated in  1938  from  St.  Louis  University  School  of  Medi- 
cine. He  was  a consulting  radiologist  at  Richmond 
Memorial  Hospital  and  an  attending  radiologist  at  Sea 
View  Hospital  and  Home.  Dr.  Levin  was  a Diplomate 
of  the  American  Board  of  Radiology  (Roentgenology) 
and  a member  of  the  New  York  Roentgen  Society,  the 
Radiological  Society  of  New  York  State,  the  Richmond 
County  Medical  Society  (and  a past  president),  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Frederick  Loeb,  M.D.,  of  New  York  City,  died 
on  October  21  at  the  age  seventy-eight.  Dr.  Loeb  grad- 
uated in  1919  from  Harvard  University  Medical  School. 
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He  was  a consulting  physician  at  The  Presbyterian 
Hospital.  Dr.  Loeb  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Master  of  the  Ameri- 
can College  of  Physicians. 

Alfred  Loewenstein,  M.D.,  of  Binghamton,  died  on 
November  4 at  the  age  of  seventy-eight.  Dr.  Loewen- 
stein received  his  medical  degree  from  the  University 
of  Konigsberg.  He  was  an  attending  general  practi- 
tioner at  Binghamton  General  Hospital.  Dr.  Loewen- 
stein was  a member  of  the  Broome  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Benjamin  F.  Maggio,  M.D.,  of  Brooklyn,  died  on  Oc- 
tober 13  at  the  age  of  eighty-five.  Dr.  Maggio  gradu- 
ated in  1910  from  Long  Island  College  Hospital.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Josiah  Maisel,  M.D.,  of  Phoenix,  Arizona,  for- 
merly of  Buffalo,  died  on  September  24  at  the  age  of 
sixty-nine.  Dr.  Maisel  graduated  in  1930  from  Rush 
Medical  College.  He  was  a former  associate  attending 
physician  at  Buffalo  General  Hospital.  Dr.  Maisel  was 
a Fellow  of  the  American  College  of  Physicians  and  a 
member  of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  John  McEvoy,  M.D.,  of  Richmond  Hill,  died 

Ion  October  16  at  the  age  of  sixty-six.  Dr.  McEvoy 
graduated  in  1931  from  Cornell  University  Medical 
College.  He  was  an  assistant  attending  physician  at 
Mary  Immaculate  Hospital.  He  was  a member  of  the 
American  Academy  of  Family  Practice,  the  Richmond 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Allen  Joseph  McLeod,  M.D.,  of  Williston,  died  on 
October  27  at  the  age  of  sixty-two.  Dr.  McLeod  gradu- 
ated in  1944  from  the  University  of  Louisville  School  of 
Medicine.  He  was  a clinical  assistant  general  practi- 
tioner at  Nassau  Hospital.  Dr.  McLeod  was  a member 
of  Nassau  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Daniel  Pridham  Morse,  M.D.,  of  Greenport,  died  on 
October  9.  Dr.  Morse  graduated  in  1909  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 

Harry  I.  Norton,  M.D.,  of  Rochester,  died  on  Septem- 
ber 21  at  the  age  of  seventy-one.  Dr.  Norton  gradu- 
ated in  1928  from  Georgetown  University  School  of 
Medicine.  He  was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  a 
member  of  the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Lloyd  Deering  Orben,  M.D.,  of  Flushing,  died  on  Oc- 


tober 9 at  the  age  of  seventy.  Dr.  Orben  graduated  in 
1934  from  George  Washington  University  School  of 
Medicine.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Bernard  Warren  Pechan,  M.D.,  of  Brooklyn,  died  on 
August  7 at  the  age  of  fifty-seven.  Dr.  Pechan  gradu- 
ated in  1941  from  Hahnemann  Medical  College  of  Phil- 
adelphia. He  was  supervising  psychiatrist  at  Brooklyn 
State  Hospital.  Dr.  Pechan  was  a member  of  the 
American  Psychiatric  Association,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Herman  Harold  Rubin,  M.D.,  of  New  York  City,  died 
on  October  22  at  the  age  of  eighty-one.  Dr.  Rubin 
graduated  in  1915  from  Long  Island  College  Hospital. 
He  was  a member  of  the  American  Geriatrics  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  W.  Schenker,  M.D.,  of  New  York  City,  died 
on  October  12  at  the  age  of  seventy-eight.  Dr.  Schenk- 
er graduated  in  1938  from  the  University  of  London 
Faculty  of  Medicine,  St.  Bartholomew’s  Hospital  Med- 
ical College.  He  was  a Diplomate  of  the  American 
Board  of  Physical  Medicine  and  Rehabilitation. 

Morris  Slobodkin,  M.D.,  of  Brooklyn,  died  on  Octo- 
ber 8 at  the  age  of  sixty-seven.  Dr.  Slobodkin  gradu- 
ated in  1931  from  Long  Island  College  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Radiology 
(Roentgenology)  and  a member  of  the  Radiological  So- 
ciety of  North  America,  Inc.,  the  New  York  Roentgen 
Society,  the  Radiological  Society  of  New  York  State, 
the  Medical  Society  of  the  County  of  Kings,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Martin  E.  Tyrrell,  M.D.,  of  Depew,  died  on  Septem- 
ber 22  at  the  age  of  sixty-seven.  Dr.  Tyrrell  graduated 
in  1920  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  attending  obstetrician  at  Mercy  Hos- 
pital (Buffalo).  Dr.  Tyrrell  was  a member  of  the  Buf- 
falo Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Albert  W.  Van  Ness,  M.D.,  of  Syracuse,  died  on  Oc- 
tober 21  at  the  age  of  sixty-six.  Dr.  Van  Ness  gradu- 
ated in  1934  from  Syracuse  University  College  of  Medi- 
cine. He  was  an  attending  obstetrician  and  gynecolo- 
gist at  Crouse-Irving  Memorial  Hospital.  Dr.  Van 
Ness  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology  and  a member  of  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Viviano,  M.D.,  of  Richmond  Hill  and  Old 
Brookville,  died  on  October  13  at  the  age  of  sixtv-eight. 
Dr.  Viviano  graduated  in  1931  from  Long  Island  Col- 
lege of  Medicine.  He  was  an  associate  attending  sur- 
geon at  Lutheran  Hospital.  Dr.  Viviano  was  a Fellow 
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of  the  International  College  of  Surgeons  and  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Seymour  Warman,  M.D.,  of  The  Bronx,  died  on  No- 
vember 1 at  the  age  of  forty-eight.  Dr.  Warman  grad- 
uated in  1947  from  the  The  School  of  Medicine  of  the 
University  of  Chicago.  He  was  an  assistant  adjunct  in 
psychiatry  at  Bronx-Lebanon  Hospital  Center.  Dr. 
Warman  was  a member  of  the  American  Academy  of 
Family  Practice,  the  American  Psychiatric  Association, 
the  Bronx  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Samuel  Meyer  Weingrow,  M.I).,  of  The  Bronx,  died 
on  October  18  at  the  age  of  seventy-one.  Dr.  Weingrow 
graduated  in  1926  from  New  York  Homeopathic  Medi- 
cal College  and  Flower  Hospital.  He  was  an  associate 


attending  neurologist  at  City  Hospital  Center  at  Elm- 
hurst and  a visiting  neuropsychiatrist  at  Goldwater 
Memorial  Hospital.  Dr.  Weingrow  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Joachim  Witt,  M.D.,  of  Utica,  died  on  Octo- 
ber 23  at  the  age  of  sixty-eight.  Dr.  Witt  graduated  in 
1929  from  the  University  of  Cincinnati  College  of  Med- 
icine. He  was  an  honorary  member  of  the  medical 
staff  at  St.  Luke’s  Hospital  Memorial  Center,  an  asso- 
ciate attending  physician  at  St.  Elizabeth  Hospital, 
and  an  attending  geriatrician  at  Marcy  State  Hospital. 
Dr.  Witt  was  a Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  American  Thoracic 
Society,  the  American  Geriatrics  Society,  the  Utica 
Academy  of  Medicine,  the  Oneida  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Trobicin 
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Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


acute  , 
gonorrhea 


This  patient 

just  received 

an  effective,  private, 

physician-controlled 

treatment. 

It  took  just  one  short  visit 


Trobicin  — The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeoe. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly1;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andlrabkin 

sterile  spectinomycin  hydrochloride 


2 gm  and  4 gm  vials 


Sterile  Trobicin 

Sterile  Trobicin  ( spectinomycin  hydrochloride) 
— For  Intramuscular  Injection: 

2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent. 

4 gm  vials  containing  10  ml  when  reconstituted 
with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against 
most  strains  of  Neisseria  gonorrhoeoe  (MIC  7.5 
to  20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeoe 
between  spectinomycin  and  penicillin. 
Indications:  Acute  gonorrheal  urethritis 

and  proctitis  in  the  male  and  acute  gonorrheal 
cervicitis  and  proctitis  in  the  female  when  due 
to  susceptible  strains  of  N.  gonorrhoeoe. 
Contraindications:  Contraindicated  in  pa- 
tients previously  found  hypersensitive  to  spec- 
tinomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
and  monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeoe. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female— Inject  10  ml  intramuscularly  for  a 

4  gram  dose. 

How  supplied:  Vials,  2 and  4 grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder  — for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeoe. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Up]ohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


t For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 


Seventh  Annual  Symposium  on 
MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Concord  Hotel,  Kiamesha  Lake,  New  York 
Thursday,  January  24,  1974 — Saturday, 

January  26,  1974 


PROGRAM 


REGISTRATION — Main  Lobby  (on  arrival) 


Thursday,  January  24,  1974 


Speakers:  Joseph  Findaro,  M.D..  Chairman  oi  Athletics  ana 
Physical  Fitness  for  the  N.Y.S.  Chapter  II,  Dis- 
trict II.  American  Academy  of  Pediatrics 


12:30  P.M. — 1:45  P.M. — Empire  Dining  Room 
LUNCHEON— NEW  YORK  STATE  COUNCIL  OF 
ADMINISTRATORS  OF  HEALTH,  PHYSICAL 
EDUCATION  AND  RECREATION 


Louis  Frankel,  M.D.,  Chairman.  Medical  Advisor > 
Committee — State  Committee  for  Modifier 
Athletics.  Hempstead.  New  York 


Thomas  Shaffer,  M.D.,  Professor  of  Pediatrics 
Ohio  State  Medical  College — Former  Chairman. 
A.M.A.  Medical  Aspects  of  Sports  Committee 


Topic: 

Speaker: 


“Drugs  and  the  High  School  Athlete" 

Daniel  Hanley,  M.D.,  Chairman.  Medical  and 
Training  Services — U.S.  Olympic  Committee; 
Director  of  Health  Service.  Bowdoin  College. 
Brunswick.  Maine 


Gerald  J.  Hase,  Ph.D. — Division  of  Physica 
Education  and  Recreation.  State  Education 
Department.  Albany.  New  York 


2:3! 

II 


2:00  P.M. — 3:30  P.M. — Athenian  Room 
MEDICAL  SYMPOSIUM  PROGRAM  FOR 
DIRECTORS 


Topic: 

Speaker: 


“Disqualifying  Conditions  for  Sports  Participation” 
Daniel  Hanley,  M.D.,  Chairman.  Medical  and 
Training  Services — U.S.  Olympic  Committee: 
Director  of  Health  Service.  Bowdoin  College. 
Brunswick.  Maine 


Friday,  January  25,  1974 


12:15  P.M. — 2:00  P.M. — Continental  Dining  Room 
LUNCHEON— BERNARD  E.  HUGHES  SECOND 
GENERAL  SESSION 

Topic:  “Overview  of  Sports  Medicine' 

Speaker:  Ralph  S.  Emerson,  M.D.,  Chairman.  Committee  ■ 

on  Medical  Aspects  of  Sports.  Medical  Society  ol 
the  State  of  New  York 


y,: 


9:15  A.M. — 12:15  P.M. — Imperial  Ballroom 
N. Y.S.P.H.S.A.A.  TRACK  AND  FIELD  CLINIC 

Topic:  “Prevention  and  Treatment  of  Track  Injuries” 

Speaker:  George  Snook,  M.D.,  Team  Physician,  University 

of  Massachusetts.  Amherst,  Massachusetts 


10:45  A.M. — 12:15  P.M. — Grecian  Room 
MEDICAL  SYMPOSIUM  PROGRAM 

Topic:  Modified  Athletics — Selecting/Classifying  Stu- 

dents for  Athletic  Participation  (Junior  High 
School).  Concerns  equality  of  competition  in 
sports 


3:45  P.M. — 5:15  P.M.  Imperial  Ballroom 
MEDICAL  SYMPOSIUM  PROGRAM  FOR 
WOMEN 

Topic:  “Conditioning  the  Girl  Athlete" 

Speaker:  Joan  Sullivan,  Portland  Community  College. 

Portland.  Oregon:  Member.  President's  Council 
on  Physical  Fitness 

Note — This  will  be  a participation  program. 


7:00  P.M. — 8:30  P.M. — Versailles  Dining  Room 
N. Y.S.P.H.S.A.A.  ANNUAL  DINNER 


Topic: 

Speaker: 


“Psychology,  Superstition  and  Myths 
Donald  Cooper,  M.D.,  Team  Physician.  Oklahoma ': 
State  University:  Chairman.  N.C.A.A.  Medica<-- 
Aspects  of  Sports  Committee:  Dir.  Student  Health 
Service 
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Thursday,  January  24  to  Saturday 
January  26,  1974 — Little  Club 


Saturday,  January  26,  1974 


r 


'n 


9:15  A.M. — 10:30  A.M. — Cordillion  Room 
MEDICAL  SYMPOSIUM  PROGRAM  FOR 
WOMEN 

Topic:  “Conditioning  the  Girl  Athlete’’ 

Speaker:  Joan  Sullivan,  Portland  Community  College. 

Portland.  Oregon;  Member.  President's  Council 
on  Physical  Fitness  (A  continuation  of  Friday's 
program) 

Topic:  “Selecting  Girls  for  Athletic  Competition" 

Speaker:  Thomas  Shaffer,  M.D.,  Professor  of  Pediatrics 

Ohio  State  Medical  College;  Former  Chairman. 
AM  A Medical  Aspects  of  Sports  Committee 


5:15  A.M. — 12:00  P.M. — Board  Room 
MSSNY  COMMITTEE  ON  MEDICAL  ASPECTS 
OF  SPORTS  (ANNUAL  MEETING) 

12:30  P.M. — Continental  Room 

I LUNCHEON— NEW  YORK  STATE  COACHES 
ASSOCIATION 

ipeaker:  Al  Conover 

Head  Football  Coach — Rice  University.  Houston. 
Texas 

!:30  P.M.— 5:30  P.M.— IMPERIAL  BALLROOM 
MEDICAL  SYMPOSIUM  FOR  MEN 

heme:  Prevention,  Treatment,  and  Management  of 

Injuries 

'residing:  Donald  T.  Kasprzak,  M.D.,  Team  Physician.  St. 
John’s  High  School,  Plattsburgh 

The  Knee-Incident,  Severity  and  Prevention 
Fred  Allman,  M.D.,  Georgia  Tech  Team  Phy- 
sician; Past  President,  American  Academy  of 
Sports  Medicine 

West  Point  Winter  Knee  Squad 
John  Powell,  Head  Trainer.  Physical  Education 
Department.  U.S.  Military  Academy.  West  Point 

Cross  Body  Block 

Thomas  Peterson,  M.D.,  Team  Physician.  Uni- 
versity of  Michigan 


peakers: 

opic: 

peaker: 


opic: 

peaker: 


opic: 

peaker: 


Dpic:  Weight  Reduction  in  Wrestling 

oeaker:  Donald  Cooper,  M.D.,  Team  Physician. 

Oklahoma  State  University;  Chairman.  N.C.A.A. 
Council  on  Competitive  Safeguards  and  Medical 
Aspects  of  Sports 

•>pic:  Heat  Illness,  Prevention  and  Treatment 

)eaker:  Fred  Allman,  M.D.,  Georgia  Tech  Team  Physician; 

Past  President.  American  Academy  of  Sports 
Medicine. 


Continuous  Program  9:15  am  to 
and  2:30pm  to  5:30  pm. 


12:15pm 


Consultations,  demonstrations,  films  and  tapings 
under  the  supervision  of  Joseph  Abraham,  PhD. 
Director  of  Physical  Education.  Hobart  College. 
Geneva.  New  York;  U.S.  Olympic  Trainer.  Women's 
Olympic  Team:  President  of  the  Eastern  Trainers 
Association. 

SPECIAL  PROGRAMS  ANNOUNCED  DAILY. 

Participating  Trainers 

Ms.  Claudette  Delameter,  SUNY  Albany 

Ms.  Terese  Shekitka,  SUNY.  Cortland 


V 


Thomas  J.  Sheehan,  R.P.I..  Troy 
Fritz  Massmann,  New  York  Nets 
John  Johnson,  New  York  Giants 


J 


• PHYSICIANS  ATTENDING  THIS  CON- 
FERENCE ON  A DAILY  BASIS  MAY  PURCHASE 
MEAL  TICKETS  AT  THE  REGISTRATION  DESK. 


• CONTINUING  MEDICAL  EDUCATION— 24 

Elective  credits — American  Academy  of  Family 
Physicians. 


CO-SPONSORS 

New  York  State  Public  High  School  Athletic  Association: 
New  York  State  Association  for  Health,  Physical  Education 
& Recreation;  Eastern  Atheltic  Trainers  Association;  New 
York  State  Coaches  Association. 


For  further  information  and  program,  write: 

Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  1 1040 
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continued  from  page  2749 

Neuromuscular  disease  center  established 

A muscular  dystrophy  grant  of  $146,000  has  estab- 
lished the  Jerry  Lewis  Neuromuscular  Disease  Center 
at  New  York  University’s  Institute  of  Rehabilitation 
Medicine. 

Clarification  of  AMA  bylaw  amendments 

A clarification  of  AMA  bylaw  amendments  as  passed 
by  the  AMA  House  of  Delegates  in  June  was  sent  to 
state  and  county  medical  society  presidents  and  execu- 
tive directors  by  the  AMA  Department  of  Membership 
Development.  The  following  bylaw  amendments  were 
defined: 

• Certification — AMA  memberships  received  in 
state  medical  society  offices  may  be  sent  immediately 
to  AMA  without  dues  dollars  as  a certification  of  mem- 
bership. Starting  Jan.  1,  1974,  through  April  30,  1974, 
AMA  will  pay  to  all  state  medical  societies  one-half  of 
1%  above  the  prime  bank  interest  rate  on  all  AMA 
dues  dollars  submitted. 


• Change  of  Delinquency  Date — from  June  1 of  the 
current  year  to  April  30. 

• Payment  of  Past  Dues— Physicians  who  have 
dropped  AMA  membership  need  not  pay  one  year’s 
past  dues  for  reinstatement. 

• AMA  Dues  Exemptions — AMA  will  grant  dues- 
exempt  status  only  to  physicians  who  are  fully  dues- 
exempt  in  their  state  societies,  and  to  physicians  70 
years  of  age  and  over. 

• Method  of  Payment  of  Dues — AMA  will  send  a 
membership  reminder  to  physicians  who  are  members 
of  local  societies  but  not  of  AMA.  AMA  may  solicit 
membership  from  medical  students,  interns  and  resi- 
dents, where  there  is  no  provision  for  local  society 
membership.  Membership  may  also  be  solicited  from 
physicians  who  are  ineligible  for  local  society  member- 
ship because  of  bylaw  limitations  on  professional  em- 
ployment. 

• Transfer  of  Membership— A physician  may  retain 
his  AMA  membership  directly  when  moving  from  one 
jurisdiction  to  another  until  his  application  for  local 
society  membership  is  acted  upon,  after  which  he  can 
join  AMA  only  through  his  local  society. 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories)  . . . .2738,  2739 

Annual  medals 

Medical  Heritage  Society  2755 

Anorectics 

Pondimin  (A.  H.  Robins  Company) 

2745,  2746,  2747,  2748 

Antibiotics 

Bactrim  (Roche  Laboratories) 

3rd  & 4th  covers 


Loridine  (Eli  Lilly  & Company) 2756 

Neosporin  (Burroughs  Wellcome  & Company) 

2735 

Trobicin  (Upjohn  Company)  ....2818,  2819 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  . . .2nd  cover 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceuticals)  . . . .2753 

Decongestant  antihistaminics 

Triaminic  (Doresey  Laboratories) 2762 


Multivitamins 

B-C-Bid  (Geriatric  Pharmaceutical  Corp.) 
2761 

Surface  analgesics 

Ger-O-Foam  (Geriatric  Pharmaceutical  Corp.) 
2731 

Tranquilizers 

Librium  (Roche  Laboratories)  . . . .2732,  2733 


HALL-BKOOKE 

FOUNDATION,  INC. 

A non-profit  organization  dedicated  to 
community  health  care  and  education. 

Elisabetli  F.  S.  Solomon 
Executive  Director 

Albert  M.  Moss,  M.D. 
Medical  Director 

HALL-BKOOKE 

HOSPITAL 

HALL-BKOOKE 

SCHOOL 

AJCAH  accredited  hospital 
for  care  and  treatment  of 
psychiatric  disorders  within 
a therapeutic  community. 

A special  educational  facil- 
ity for  adolescents  of  high 
school  age  who  are  in  psy- 
chiatric treatment. 

47  Long  Lots  Koad 
Westport,  Connecticut 
Telephone  (203)  227-1251 

BUY 

SAVINGS  BONDS 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP  OR 
individual  practice  New  York  and  New  Jersey  license  Dept  215,  c/o 
NYSJM 


POSITIONS  WANTED 


UROLOGIST:  AGE  30,  UNIVERSITY  TRAINED,  MILITARY  OBLIGATION 
completed,  married.  Seeks  association  leading  to  partnership,  or  solo  prac- 
tice. Available  July  1974.  Mark  Fagelman,  M.D.,  55  Reymont  Ave..  Rye. 
N.Y. 10580. 


RADIOLOGIST,  CERTIFIED  DIAGNOSIS  AND  THERAPY,  AGE  64. 
healthy,  seeks  association  part  or  full  time  with  individual,  group  or  hospital. 
Will  consider  locum  tenens.  vacation  and  out-patient  coverage.  Licensed  in 
N.Y.,  N.J.  and  Michigan.  Retirement  1 Jan.  1974.  Available  immediately. 
Dept.  364.  c/o  NYSJM. 


PHYSICIAN  ASSISTANT:  AGE  27,  EX.  NAVY  CORPSMAN,  B.S.  BIOL- 
ogy,  will  graduate  from  AMA  approved.  Class  a,  P.A.  program.  Desires 
employment  with  G.P.,  F.P.,  or  multispecialty  clinic.  Available  May  1, 
1974.  For  curriculum  vitea,  contact:  R.  L.  Eichelberger,  131  Summer  St., 

Malden,  Mass.  02148. 


PRACTICES  AVAILABLE 


Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  ....2750,  2751 


UROLOGIST  TO  TAKE  OVER  WELL  ESTABLISHED,  LUCRATIVE  PRAC- 
tice  with  fully  equipped  offices  in  Mount  Vernon  and  Yonkers,  New  York. 
Dept.  369,  c/o  NYSJM. 
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PHYSICIANS  WANTED 


PEDIATRICIAN.  FI  LL  TIME.  NEW  YORK  AREA.  MULTI-SPECIALTY 
Group.  Salary  $27, OtX)  a year.  Dept.  344.  c/o,  NYSJM. 


ALBANY  V.  A.  HOSPITAL  HAS  URGENT  NEED  OF  A BOARD  CERTIFIED 
or  Board  Eligible  Anesthesiologist  to  fill  a vacancy  created  by  the  retirement 
of  the  Chief  Anesthesiologist.  This  1000  bed  hospital  is  closely  affiliated  with 
the  Albany  Medical  Center  Hospital  and  College.  The  position  offers  a very 
stimulating  and  worthwhile  experience,  with  opportunity  for  teaching.  There 
is  an  active  program  in  all  specialties,  including  General  Surgery,  Kidney 
Transplants.  Llrologv,  Thoracic.  Vascular,  Neurosurgery,  Plastic  Surgery, 
E.E.N.T.  and  Orthopedics.  Equipment  is  complete  and  up  to  date  for  admin- 
istration of  all  agents  and  techniques.  The  appointee  will  join  another 
anesthesiologist  and  seven  nurse  anesthetists.  Salary  dependent  on  qualifica- 
tions and  experience.  Send  resume  to  Personnel  Service  (135),  V.  A.  Hospital, 
Albany,  N.Y.  12208.  An  equal  opportunity  employer. 


PHYSICIANS  WANTED— CONT'D 


PHYSICIAN  DURING  JULY  AND  AUGUST  1974  FOR  CHILDREN’S  CA 
located  at  Beach  Lake.  Pa  Accommodates  350  campers,  ages  6 16;  comp 
modern  Health  Center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  e 
month;  no  children  accepted,  that  is.  of  camp  age.  Camp  opens  June  28  s 
closes  August  26.  Private  room  and  facilities.  Write,  including  your  t 
phone  number,  to  Trail’s  End  Camp,  c/o  Beach  Lake.  Inc..  215  Adams 
Brooklyn.  N.Y.  11201. 


IMMEDIATE  OPENING  FOR  GENERAL  PRACTITIONER.  CRUC 
need  for  physicians  willing  to  assume  very  busy  private  practice.  Modern, 
equipped,  76-bed  community  general  hospital,  fully  accredited,  serving 
of  30,000,  centrally  located  in  the  heart  of  the  lovely  Finger  Lakes  Regio 
Western  N.Y.  Suitable  office  facilities  can  be  arranged  in  nearbv  c 
munities.  Several  general  practitioners  now  in  late  sixties  desire  to  ret 
practice  prior  to  eventual  retirement  which  offers  excellent  opportunitic 
pediatrics,  ob/gvn  and  family  medicine.  Hospital  will  guarantee  first 
income  by  negotiation.  Contact  Wayne  A.  Manson.  Admin.,  Ira  Daven 
Memorial  Hospital,  Box  350,  Bath,  N.Y.  (607)  776-2141. 


FOUR  YEAR  APPROVED  SURGICAL  RESIDENCY  PROGRAM.  UNEX- 
pected  vacancy,  3rd  year  level,  presently  available.  July  1974,  4th  year  posi- 
tion open.  Write:  Anthony  C.  Barbara,  M.D.,  Director,  Surgical  Education, 
Hackensack  Hospital,  Hackensack,  New  Jersey  07601. 


OPPORTUNITIES  FOR  PSYCHIATRISTS  ARE  AVAILABLE.  VACANCIES 
exist  for  psychiatrists  with  salary  to  $34,363  depending  upon  qualifications. 
6L%  increase  in  salary  expected.  Applicants  must  be  licensed  or  hold 
ECFMG  and  LMCC.  Gowanda  is  an  accredited  psychiatric  hospital  operated 
by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  of  Buffalo,  N.Y.  Benefits  in- 
clude 3L  weeks  paid  leave  and  11  paid  holidays  during  the  first  year  of  em- 
ployment. A liberal  non-contributory  retirement  plan  is  one  of  the  many 
benefits.  Contact  Director,  Gowanda  State  Hospital,  Helmuth,  N.Y.  14079. 


DERMATOLOGIST  HAS  NEW  YORK  CITY  DELUXE  15  ROOMS  COM- 
pletelv  equipped  office.  Wishes  assistant;  possible  partnership  later.  Joseph 
J.  Eller,  M.D.,  745  Fifth  Ave..  New  York,  N.  Y.  10022.  Tel:  (212)  735-6033. 


EMERGENCY  ROOM  PHYSICIAN,  FULL  TIME.  FULLY  ACCREDITED 
600  bed  teaching  hospital;  excellent  remuneration  and  benefits.  Located  in 
scenic  area,  close  to  cultural  and  sports  facilities.  Large  urban  areas  easily 
reached.  Massachusetts  license  required.  Submit  curriculum  vitae  to: 
Theodore  R.  Miner,  M.D.,  Director  Emergency  Services,  Springfield  Hospital 
Medical  Center,  759  Chestnut  St.,  Springfield,  Massachusetts  01 107. 


PHYSICIAN,  SOLO,  MEDICAL  BUILDING  NEAR  SMALL  HOSPITAL 
Will  subsidize  $l,500-$2,500  per  month,  plus  free  rent  6-12  months.  Rural 
area;  yachting,  golf,  skiing;  30  miles  to  large  medical  school  affiliated  hospital 
Rochester  area.  Contact  Arthur  Fisher.  M.D..  Administrator,  Myers  Hospi- 
tal, Sodus,  N.Y.  14551. 


PART-TIME  M.D..  PREFERABLY  WITH  INTERNAL  OR  INDUSTRIAL 
medicine  experience,  for  new  plant  of  national  corp.  with  outstanding  preven- 
tive programs.  Pleasant  location  at  College  Point.  Flexible  hours.  F.  L. 
Morton.  M.D.  (212)  746-2137. 


WANTED:  INTERNIST  TO  ASSOCIATE  WITH  ANOTHER  INTERNIST 
and  take  over  the  busy  practice  of  a retiring  physician.  Metropolitan  area 
of  250.000.  Southern  tier,  New  York  State.  Excellent  medical  area,  four 
modern  hospitals.  Open  staff  hospitals  with  full  diagnostic  therapeutic  ser- 
vices. Financial  arrangements  negotiable.  Dept.  368.  c/o  NYSJM. 


CARDIAC  PHYSIOLOGIST:  BERKSHIRE  MEDICAL  CENTER  IS  SEEK- 
ing  a lull  time  individual  to  direct  a new  diagnostic  cardiac  laboratory.  Duties 
will  include  cardiac  cathegraphv,  echo  cardiography,  stress  testing,  consulta- 
tions and  teaching  of  house  staff.  For  details  including  remuneration,  write: 
Mr.  George  W.  Pate,  Asst.  Director,  Berkshire  Medical  Center,  725  North  St., 
Pittsfield,  Massachusetts  01201. 


INTERNISTS  (2),  CERTIFIED  OR  ELIGIBLE.  FOR  17-MAN  ULTISPEC 
ty  group.  Need  acute.  Small  university  city  in  southwestern  New 
State.  Urban  area  35,000;  drawing  area  of  150,000.  Modern  facil 
Excellent  skiing,  sailing,  hunting  and  other  recreational  and  cultural  facil 
Relaxed,  safe  family  living,  but  easy  driving  distance  to  four  metropo 
centers.  Starting  salary  $40,000  and  early,  full  partnership.  Fee  for  se 
group.  Dept.  370,  c/o  NYSJM. 


OPPORTUNITIES  FOR  PSYCHIATRISTS  & GENERAL  PRACTITION 
are  available.  Vacancies  exist  for  psychiatrists  with  salary  to  $39,44? 
general  practitioners  with  salary  to  $31,376.  Applicants  must  be  licens 
hold  ECFMG  and  LMCC.  Gowanda  is  an  accredited  psychiatric  ho- 
operated  by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  of  Buffalo. 
Benefits  include  3‘2  weeks  paid  leave  and  11  paid  holidays  during  the 
year  of  employment.  A liberal  non -contributory  retirement  plan  is  one 
many  benefits.  Contact  Director,  Gowanda  State  Hospital,  Helmuth. 
14079. 


PHYSICIANS:  OPENINGS  FOR  INTERNISTS,  PEDIATRICIANS, 

obstetricians  in  comprehensive  health  care  plan  which  features  prepay  i 
and  fee  for  service.  Opportunities  for  teaching  and  continued  educ  I 
while  deriving  benefits  of  active  practice,  community  service,  and  affili  ] 
with  a large,  first  quality  private  hospital.  Salary  and  benefits  fully 
petitive.  Send  curriculum  vitae  to  William  J.  Klein,  Jr..  M.D..  Dir 
Northeast  Health  Center,  Rochester  General  Hospital,  1425  Portland 
Rochester,  N.Y.  14621,  or  call  collect  (716)  482-4300. 


MISCELLANEOUS 


IF  YEARLY  GAINS  OF  17  TO  30%  APPEAL  TO  YOU.  LET  ME  HELP 
invest  in  rare  coins.  I will  select  coins  for  growth  potential  and  place  ii  I 
hands  for  appreciation.  1 will  advise  you  all  the  way.  Vincent  Iacobelli. 
Five  David  Court,  Port  Jefferson,  N.Y.  11777. 


PATIENTS  WANTED:  LIPOMA  PATIENTS:  RESEARCH  STUD  j 

Rockefeller  University  requires  blood  from  patients  with  subcuti  | 
lipomatosis.  Please  contact  Paul  Schreibman,  M.D.  (212)  360-1572. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PUERTO  RICO.  RENT  MY  DELUXE  BEACHFRONT  CONDOM1 
apartment,  weekly,  monthly,  seasonally;  less  than  cost  of  hotel  accc 
dations,  Condado  area,  furnished,  air-conditioned,  sleeps  up  to  5 pe> 
terraces,  swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  t< 
ping,  hotels,  restaurants.  (212)  746-3587.  9:30-5:00  P.M.  weekdays. 
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SUTTON  PLACE— MANHATTAN 

Llegant  Medical/Professional  Suite.  2500  sq.  ft.  with  fine 
iual.  carpeting,  cent.  A/C,  mirrored  walls,  drapes,  24  hr. 
loorman.  Prestigious  residential  building. 

CALL  212-759-2320 


EL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


RfE  PLAINS  MEDICAL  CENTRE,  170  MAPLE  AVE.;  1200  SQ.  FT. 
Lai  for  internists,  pediatricians  or  others.  Air  conditioned,  good  parking, 
fenediately  adjacent  White  Plains  Hospital.  Contact  John  Holzinger  (2121 
Bi- 1743. 


ENJOY  SPAIN! 

COSTA  DEL  SOL  offers  you  365  days  of  carefree  SUN  and  SEA. 
Wide,  sandy  BEACHES  and  beautiful  PROMENADES,  unequaled  in 
Europe. 

Nearby  are  the  famous  and  historical  cities  of  Sevilla,  Cordoba  and 
Granada. 

Join  any  regular  or  charter  airline  and  benefit  from  the  LOW  PRICES 
offered,  and  from  our  all-inclusive  Holiday  Plan  for  the  HOTEL 
PRINCIPE  OTOMAN. 

HAVE  A FREE  HOLIDAY 

and  gain  $294  in  High  Season,  or  $189  in  Low  Season,  plus  $1,200  in 
cash  by  investing  just  $5,000. 

For  more  information,  please  write  to: 

P.O.  Box  105,  Torremolinos,  Spain 


ItN  ROCKS  BEACH.  FLA.,  BETWEEN  CLEARWATER/ST.  PETE. 
/ lux  duplex,  right  on  beach.  Two  spacious,  exquistely  furnished  apts. 
) of  the  best  on  the  beach.  They  have  everything  and  more.  Apts.  $1,100 
mo.  Inquire:  Jerry  Robbins  (813)  971-3030. 

"1 

■ 

CHTOWN,  COLONIAL,  8 RM.,  4 BEDROOMS,  2%  BATHS;  6 ROOM 
tie,  private  entrance;  corner  1/3  acre;  central  air  conditioning  throughout; 
x in  ground;  professionally  landscaped,  large  patio  and  barbeque.  Retiring. 
].  5 ) 724-6563. 

m 


r ERNON,  STEVENS  MEDICAL  ARTS  BLDG.,  105  STEVENS  AVE. 
.q.  ft.  Ideal  lor  ophthalmologist.  Well  designed  smaller  space  also  avail- 
Air  conditioned;  good  parking,  adjacent  Mt.  Vernon  Hospital.  Contact 
. at  Bldg.,  or  J.  Holzinger  (212)  687-1743. 


R|tENT:  1777  GRAND  CONCOURSE,  BRONX;  175  ST..  NEAR 

*fnon  Hospital.  Large  air-conditioned,  panelled  medical  suite.  Private 
entrance;  suitable  group.  Applv  premises. 

I - 

I 

T ON  AVE.  & 70TH  ST.  TOP,  MODERN  CO-OP  BLDG.  FINE 
r’s  oftice;  830  sq.  ft.  Private  street  entrance,  2 consult  rooms,  waiting 
k.  . bath  & toilet.  $833  month.  Call  Mrs.  James,  Douglas  L Elliman  & 
pi  212)  371-2000. 


"ffvNTIAL,  UPPER  NYACK:  13  ROOM  COLONIAL  WITH  PROF. 

It  use  includes  4 bedrooms,  formal  dining  room,  living  room  with  fireplace, 
ic  :ed  sun  porch  and  small  greenhouse.  Plus  4-room  professional  office  with 
- *l>ry.  Asking  $79,500.  Alan  Leggett.  Inc..  20  No.  Broadway.  Nvack  NY 
Mir.  (914)  358-3050 or  (914)  358-1102. 


iLE:  HOME  AND  OFFICE.  NASSAU  COUNTY.  LONG  ISLAND, 
ent  condition.  Zoned  heating,  air  conditioning,  circuit  breakers,  220 
■ Many  appliances.  Five  minutes  from  hospital.  Leaving  area  for 
!al  appointment.  Dept.  367,  c/o  NYSJM. 


, IE  PROFESSIONAL  WHO  WISHES  TO  PUT  HIS  MONEY  TO 
ir  we  otter  several  options:  Income  producing  properties  of  all  nature  for 
ve  nent  groups;  land  or  tax  shelters  for  the  individual  investor;  real  estate 
ncates  which  we  originate  and  offer  shares  to  other  investors;  prolessional 
locations  in  growing  areas  for  medical  groups.  Borden  Realtv  (914) 


R,>  RICO.  3 BEDROOM  BEACH  HOUSE  IN  COSTA  AZUL  AT 
^ /,0r  rennX  weekly  for  vacations.  For  information  contact  Edward 

«' . M.D.,  148  East  78th  Street,  New  York,  N.Y.  10021,  (212)  879-8870. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


HOUSE,  CUSTOM  BUILT  FOR  DOCTOR’S  OFFICE.  PRIME  CORNER.  2200 
sq.  ft.,  located  near  Garden  City.  Suitable  for  one  or  more  physicians.  ( en- 
tral  air-conditioning;  wired  lor  X-rav.  2L  baths.  Four  room  apartment. 
Sundeck  over  two-car  garage;  parking.  Owner  will  hold  mortgage.  Box  472 
East  Quogue,  N.Y.  11942. 


PRESTIGIOUS  MEDICAL  BUILDING.  EXCELLENT  LOCATION  IN 
Huntington  Village.  Town  of  Huntington,  Suffolk  County.  Suites  available 
for  all  specialties  or  generalist.  Laboratory  space  also  available  (516) 
423-5040. 


FOR  SALE:  BABYLON,  LONG  ISLAND:  FULLY  EQUIPPED  OFFICE, 
modern  X-ray,  lab  facilities,  suitable  for  one  or  more  physicians  room  to  ex- 
pand on  corner  lot;  five  hospitals  nearby;  30  miles  to  N.Y.  City  J Berman 
M.D.,  626  Deer  Park  Ave.,  Babylon.  N.Y.  11702.  (516)  JU  7-6794. 


EAST  HILLS,  L.I.,  N.Y.  20  YEARS  OLD,  5 BEDROOMS,  3L  BATHS 
plus  4 room  professional  suite.  Living  room,  fireplace,  large  dining  room 
extra  large  eat-in  kitchen,  den  library,  2-car  garage;  acre  fenced;  excel- 
lent location,  schools  and  hospitals.  $115,000.  J.  j Duffy,  Inc.  (5161 
676-2600. 


OFFICE  AND  HOME  COMBINATION  FOR  SALE:  ROOMY  DOCTOR  S 
office,  waiting  room,  2 examining  rooms,  toilet,  consulting  room,  separate 
side  entrance,  central  a/c,  intercom;  with  comfortable,  3 bedroom  house,  with 
baths  upstairs.  Tappan,  New  York.  Please  call  (914)  359-5665. 


NOW  RENTING \ 

PRIME  PROFESSIONAL 
SPACE 

IN  LONG  ISLAND'S  NEWEST  AND  FINEST 
APARTMENT/OFFICE  COMPLEX 


in  Nassau  County,  on  the  ground  floor  of  Glen 
Arms  Apartments,  a new  177  unit  luxury  residen- 
ce'recrea*IOna*  complex  directly  opposite  the 
$27  million  development  of  downtown  Glen  Cove. 

500  to  8,000  SQ.  FT.  SUITES 

Each  suite  custom  sized  to  your  specific  needs. 
Ample  parking.  Free  utilities  including  air  con- 
ditioning. Most  suites  with  interior/exterior 
private  access. 


For  more  information, 
call  Mr.  Gleicher 
or  Air.  Steinberg  at 


< yoldbera 
brothers 

REALTORS 


84  GLEN  ST.  GLEN  COVE 


516  676-2100 
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1974  Albion  0.  Bernstein , M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1974 
ALBION  O.  BERNSTEIN,  M.D.  AWARD 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine.  Work  done  during  the  last  few  years  is  to  be  given  priority. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  February  24-28,  1974.  It  was  created  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hos- 
pital call  in  November,  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award,  by  December  15,  1973  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

J 

(Nomination  Form) 

Albion  0.  Bernstein,  M.D.  Award 


Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

I nominate  the  above  for  the  1974  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (The  official  nomination  form 
must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  including  biography  and  outline 
of  publications  in  general.  Also  include  the  significance  of  your  nominee’s  achievement  or  the 
basis  for  your  selection.) 

Mail  entries  before  December  15,  1973  to:  AWARDS  COMMITTE,  Medical  Society  of  the  State 
of  New  York,  420  Lakeville  Road,  Lake  Success,  N.  Y.,  11040. 

Nominator : 

Title : 

Organization : 

Address : 

Telephone  (+  area  code) . 

(PLEASE  PRINT  THE  ABOVE) 

Signed : 

Date : 
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NEW  YORK  CITY  AREA 


TUESDAY,  DECEMBER  17 

8:00  a.m. 

Richmond  County  Chapter  of  AAFP 

Staten  Island  Hospital  101  Castleton  Avenue 
Staten  Island 

Continuing  PG  Medical  Education 
Family  Practice  Lecture 

ADVANCES  IN  HYPERTENSIVE  DISEASE 

J.  McGinn,  M.  D. 


1 :00  p.m. 

Downstate  Medical  Center 

Basic  Science  Building,  Hall  4 
450  Clarkson  Avenue 

Hematology  Lecture 

THROMBOGENESIS 

THEODORE  SPAET,  M.D. 
Montefiore  Hospital 


December  17  and  24,  1973 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

December  17 

Management  of  Acute  Peripheral 
Vascular  Emergencies 

ADOLF  SINGER,  M.D. 

December  24 

The  Application  of  Leukokinetics  to  Clinical 
Disease 

MICHAEL  GREENBERG,  M.D. 

Speakers  are  from  Mount  Sinai  School  of  Medicine 


MONDAY,  DECEMBER  17 

8:00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Ophthalmology 
2 East  103rd  Street 

DIAGNOSIS  AND  MANAGEMENT  OF 
DISEASES  OF  THE  OPTIC  NERVE 

1 .  Neuro-Ophthalmologic  Signs  of  Optic 
Nerve  Disease  in  Children 

MYLES  BEHRENS,  M.D. 

Columbia  Presbyterian  Medical  Center 


2.  Management  of  Optic  Nerve  Diseases  in 
Children 

ABE  CHUTORIAN,  M.D. 

Columbia  Presbyterian  Medical  Center 

3.  Neurosurgical  Management  of  Diseases 
Involving  the  Optic  Nerve 

JOSEPH  RANSOHOFF,  M.D. 

New  York  University  Medical  Center 

4.  Diagnosis  of  Management  of  Optic 
Nerve  Disease  in  Adults 

THOMAS  R.  KUHNS,  M.D. 

N.Y.U.  Medical  Center 


8:30  p.m. 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 

Dazian  Pavilion,  12th  Floor  Conference  Room 

Medical-Surgical  Thoracic  Conference 

OPPORTUNISTIC  PULMONARY  FUNGAL 
INFECTIONS 

DONALD  ARMSTRONG,  M.D. 

Memorial  Sloan-Kettering  Cancer  Center 


WEDNESDAY,  DECEMBER  19 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

ACUTE  AND  CHRONIC  EAR  DISEASE 

ROBERT  RUBEN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 \ AAFP 


7:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Otolaryngology 
2 East  103rd  Street 

MEDICAL  AND  LEGAL  ASPECTS  OF 
OTORHINOLARYNGOLOGY  AND 
AUDIOLOGY 

Moderator: 

ROBERT  J.  RUBEN,  M.D. 

Albert  Einstein  College  of  Medicine 

Panelists: 

STANLEY  FRIEDMAN,  M.D. 

JOEL  LICHTENSTEIN,  M.D. 

New  York  City 


Starting  in  January  1974,  "What  Goes  On"  will  be  published 
once  a month  instead  of  twice  each  month. 
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THURSDAY,  DECEMBER  20 

11:00  a.m. 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

URINARY  TRACT  DISEASE 

M.  GOLDBERG,  M.D. 

Moderator: 

WILLIAM  LE  STRANGE,  M.D. 


2 P.M.  ANESTHESIOLOGY,  Versailles 
Terrace 

(FAMILY  & GENERAL  PRAC- 
TICE) 

(OBSTETRICS  & GYNECOLOGY) 
....  joint  meeting,  Royal  Ball- 
room A 

PLASTIC  & RECONSTRUCTIVE 
SURGERY,  Royal  Ballroom  B 

(OTOLARYNGOLOGY) 

(RADIOLOGY)  ....  joint  meet- 
ing, Versailles  Ballroom 


FUTURE  EVENTS 

January  21  / 23,  1974 

three  day-  full  time 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

ELECTROCARDIOGRAPHY 

Under  the  direction  of: 

J.  SCOTT  BUTTERWORTH,  M.D. 

FEE:  $125 

Contact  the  Office  of  the  Recorder,  at  the  above  address. 


SATURDAY,  FEBRUARY  23 

2:00-5:00  p.m. 

Empire  Medical  Political  Action  Committee 

Americana  Hotel — Royal  Ballroom  A 
Seventh  Avenue  and  52nd  Street 

1.  Annual  Membership  Meeting 

2.  Political  Education  Workshop 

Address  inquiries  to:  JAMES  R.  NUNN,  M.D.,  Program 

Chairman,  EMPAC,  P.O.  Box  16,  Lake  Success,  N.Y. 
11040. 

February  24  / 28,  1974 

Medical  Society  of  the  State  of  New  York 

Hotel  Americana 
New  York  City 

168th  ANNUAL  CONVENTION 
SCHEDULE  OF  SCIENTIFIC  MEETINGS 

SUNDAY,  FEB.  24 

10  A.M.  GENERAL  SESSION,  Royal  Ball- 
room A 

ALLERGY,  Versailles  Terrace 
ARCHIVES,  Versailles  Ballroom 
OPHTHALMOLOGY,  Royal  Ball- 
room B 


MONDAY,  FEB.  25 

9 A.M.  DERMATOLOGY,  Royal  Ballroom 
B 

(GASTROENTEROLOGY  & PROC- 
TOLOGY) 

(PATHOLOGY  & BLOOD  BANK- 
ING) ....  joint  meeting,  Royal 
Blrm.  A 

ORTHOPEDIC  SURGERY,  Ver- 
sailles Ballroom 

(PEDIATRICS) 

(PSYCHIATRY)  ....  joint  meet- 
ing, Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 
room 

NEUROLOGY,  Versailles  Terrace 

TUESDAY,  FEB.  26 

9 A.M.  CHEST  DISEASES,  Royal  Ball- 
room A 

NEUROSURGERY,  Royal  Ball- 
room B 

PHYSICAL  MEDICINE  & REHA- 
BILITATION, Versailles  Ball- 
room 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 
room A 

(MEDICAL  LEGAL  & WORK 
COMP.  MATTERS) 

(OCCUPATIONAL  MEDICINE) 
....  joint  meeting,  Versailles 
Blrm. 

(EMERGENCY  HEALTH  SER- 
VICES) 

(PREVENTIVE  MEDICINE  & PUB- 
LIC HEALTH)  ....  joint  meet- 
ing, Versailles  Terrace 

SURGERY,  Royal  Ballroom  B 

WEDNESDAY,  FEB.  27 

9 A.M.  DATA  PROCESSING  IN  MEDI- 
CINE, Versailles  Ballroom 
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INTERNAL  MEDICINE,  Royal 
Ballroom 

SCHOOL  HEALTH,  Versailles  Ter- 
race 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 
room 

SPACE  MEDICINE,  Versailles 
Ballroom 

UROLOGY,  Versailles  Terrace 

SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND 
TECHNICAL  EXHIBITS,  SUNDAY  through  WEDNESDAY, 
FEB.  24  through  27.  Open  at  9 a.m.,  close  at  5 p.m. 
SCIENTIFIC  MEETING  ROOMS,  2nd  Floor.  EXHIBITS, 
MOTION  PICTURES,  Albert  Hall,  Lower  Lobby. 


CATSKILL  AREA 


January  24  / 27,  1974 

The  Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports  in 
conjunction  with  the  36th  Annual  Conference 
of  the  New  York  State  Association  for  Health, 
Physical  Education  and  Recreation 
Concord  Hotel 
Kiamesha  Lake 

THE  7th  ANNUAL  SYMPOSIUM 
MEDICAL  ASPECTS  OF  SPORTS 

Included  in  attendance  will  be  the  New  York  State  Public 
High  School  Athletic  Association,  the  Eastern  Athletic 
Trainers  Association,  and  the  New  York  State  Coaches 
Association.  The  Conference  Planning  Committee  with 
the  cooperation  of  those  representing  the  Committee  on 
the  Medical  Aspects  of  Sports  has  developed  a program 
which  will  offer  the  1500  to  2000  conferees  an  interesting 
schedule  of  lectures,  workshops,  demonstrations, 
cracker-barrel  sessions  under  the  leadership  of  physi- 
cians and  trainers  experienced  in  the  field  of  sports  medi- 
cine. 

For  further  information  and  program,  please  write:  Com- 
mittee on  Medical  Aspects  of  Sports,  Medical  Society  of 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  11040.  Tel.  516/488-6100  x 208. 


ROCHESTER  AREA 


April  4 / 6,  1974 

American  Society  for  Colposcopy  and 
Colpomicroscopy 

Highland  Hospital 

South  Avenue  at  Bellevue  Drive 

Rochester 

BASIC  COLPOSCOPY  COURSE 


Co-sponsor:  University  of  Rochester  Medical  School 

Please  send  all  inquiries  to  GEORGE  C.  TROMBETTA, 
M.D.,  Highland  Hospital,  Rochester,  N.Y.  14620. 


BROOME  COUNTY 


THURSDAY,  DECEMBER  20 

* 11:00  a.m. 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

Basic-Science  Seminar  by 
Upstate  Medical  Center  • 

TOPIC  TO  BE  ANNOUNCED 

ROBERT  LEVINE,  M.D. 

Upstate  Medical  Center  at  Syracuse 

* Preceded  by  Medical  Grand  Rounds  at  10:00  a.m. 


NASSAU  COUNTY 


WEDNESDAY,  DECEMBER  19 

4:00  p.m. 

Nassau  County  Medical  Center 

Department  of  Radiology 
Meadowbrook  Hospital 
East  Meadow 

Guest  Lecture 

BRONCHIAL  ANATOMY 

HAROLD  CHIAT,  M.D. 

THURSDAY,  DECEMBER  20 

9:30-10:30  a.m. 

Nassau  County  Medical  Center 

Department  of  Medicine 

CAN  CANCER  THERAPY  BE  LESS 
TOXIC? 

THOMAS  C.  HALL,  M.D. 

Cancer  Hospital  and  Research  Institute  of  the  LAC/USC 
Medical  Center 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON”  are  being  of- 
fered at  less  than  cost.  The  $3.00  one-year  subscrip- 
tion rate  guarantees  you  12  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
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PHYSICIANS’  PLACEMENT 


GREENE,  N.Y.,  Chenango  County.  F.P.  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  N.  Chenango  Street, 

Greene,  N.Y.  13778.  Tel.  (607)  656-4115. 


HAMMONDSPORT,  N.Y.,  Steuben  County,  needs  Physician 
to  do  general  family  medicine.  N.Y.S.  License  required. 

CONTACT:  John  R.  Kuhl,  M.D.,  Hammondsport,  N.Y. 

14840.  Tel.  (607)  569-2399. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for 
small,  expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 

Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel. 
(607)  637-3381 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.s  and  a Spe- 
cialist in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 

Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel.  (315)  866-3330 


HIGHLAND  FALLS,  N.Y.,  Orange  County.  F.P.  needed. 

CONTACT:  A.H.  Margolis,  M.D.,  22  Wyandotte  Avenue, 

Highland  Falls,  N.Y.  10928.  Tel.  (914)  446-4066. 


HILTON,  N.Y.,  Monroe  County,  needs  a Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 

14468.  Tel.  (716)  392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  F.P. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physi- 

cians Committee,  Holland  Patent,  N.Y.  13354.  Tel.  315/ 
865-4233. 


JAMAICA,  N.Y.,  Queens  County.  Medical  Officer  for  U.S. 
Postal  Service.  F.P.  or  Internist. 

CONTACT:  Mr.  William  J.  Quackenbush,  Jamaica  Post  Of- 

fice, Jamaica,  N.Y.  Tel.  212/297-1000  x 37  or  38. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and 
F.P. /Psychiatrist  for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medi- 
cal Clinic,  103  Allen  Street,  Jamestown,  N.Y.  14701 . 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Family  Physicians 

(2). 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel.  315/823-1000. 


MAHOPAC,  N.Y.,  Putnam  County,  needs  specialists  in  Inter- 
nal Medicine,  Obs/Gyn  and  F.P. 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam  Profes- 

sional Park,  Mahopac,  N.Y.  10541.  Tel.  914/628-3474  or 
8454. 


MAINE,  N.Y.,  Broome  County.  F.P.  partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 

13802.  Tel.  607/862-3251. 


MARGARETVILLE,  N.Y.,  Delaware  County.  Board  Certified 
or  Eligible  Surgeon,  capable  of  handling  orthopedics. 
N.Y.S.  lie.,  for  new  hospital. 

CONTACT:  Dr.  Halim,  Margaretville  Memorial  Hospital, 

Margaretville,  N.Y.  12455.  Call  collect  (914)  586-2631. 


MARGARETVILLE,  N.Y.  (Catskill  Mountain  area).  Bd.  Cert. 
/Elig.  Internist  or  F.P.  interested  in  Family  Practice.  NYS 
lie. 

CONTACT:  Dr.  Ansari,  Chief  of  Medical  Service,  (or  Mr. 

Koit  Lillep,  Adm.),  Margaretville  Memorial  Hospital.  Call 
collect  (914)  586-2631. 


MASSENA,  N.Y.,  St.  Lawrence  County.  Family  physicians 
needed.  Prosperous  Northern  New  York  rural  industrial 
community  with  good  hospital. 

CONTACT:  John  Clough,  M.D.,  176  Maple  Street,  Massena, 
N.Y.  13662.  Tel  315/769-6227.  Call  collect. 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  physi- 
cians needed  for  this  area. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of  Com- 
merce, Inc.,  116  Park  Avenue,  Mechanicville,  N.Y.  12118. 
Tel.  518/664-7791. 


MORAVIA,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mr.  William  M.  Foster,  Ex.  Sec.  Cayuga  County 
Medical  Society,  187  East  Genesee  Street,  Auburn,  N.Y. 
13021. 


NEWARK,  N.Y.,  Wayne  County,  needs  an  Internist  and  Fami- 
ly Physician.  Major  expansion  program  will  increase 
areas  and  bed  capacity  to  accommodate  234  patients. 

CONTACT:  Mrs.  Sophie  P.  Ziegler,  Adm.,  Newark-Wayne 
Community  Hospital,  Inc.,  Driving  Park  Avenue,  Newark, 
N.Y. 14513.  315/331-2011. 
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EVENTS  RECEIVED  AFTER  DEADLINE 


NASSAU  COUNTY 


MONDAY,  DECEMBER  10 

8:00  p.m. 

American  Yugoslav  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

Scientific  Meeting 

1.  Highlights  in  Ophthalmology 
(Soft  Contact  Lenses,  Cataract 
and  Use  of  Laser  beam) 

MIROSLAV  BERGAM,  M.D. 

Brooklyn  Eye  and  Ear  Hospital 

2.  Current  Concepts  in  Diabetes  Mellitus 

DUBROSAV  MATI ASEVIC,  M.D. 

New  York  Medical  College 


December  5 and  19,  1973 
Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

December  5 

8:00  a.m.  — Surgical  Conference 

The  Role  of  the  Surgeon  in  the  Manage- 
ment of  Granulomatous  Disease  of  the 
Intestinal  Tract 

ARTHUR  F.  AUFSES,  JR.,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 

December  19 

9:00-10  a.m.  — Medical  Conference 

Treatment  of  Hypertensive  Crisis 

ALLAN  B.  SCHWARTZ,  M.D. 

Hahnemann  Medical  College  and  Hospital 


NOTICE  TO  HOSPITALS  AND  MEDICAL  SCHOOLS 


The  Medical  Society  of  the  State  of  New  York  invites  you  to  send  notices  of  continuing  medical  edu- 
cation including  “Teaching  Days,”  important  lectureships,  courses,  and  similar  programs  for  free 
publication  in  WHAT  GOES  ON.  Please  address  all  correspondence  to:  The  Editor,  WHAT  GOES 
ON,  Medical  Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Be 
sure  to  include  the  following  information: 

Day  and  Date  of  Meeting 

Time  of  meeting,  including  length  of  time 

Name  of  Organization  giving  meeting 

Place  of  Meeting 

Topic 

Speaker 

Speaker’s  affiliation 

Fee 

Credit 


The  Deadline  Dates  for  1974  are  as  follows: 
Meeting  Dates  Deadline  Dates 


January  1-31 , 1974  November 

February  1-28,  1974  December 

March  1-31 , 1974  January 

April  1-30,  1974  February 

May  1-31,  1974  March 

June  1-30,  1974  April 

July  1-31,  1974  May 

August  1-31 , 1974  June 

September  1-30,  1974  July 

October  1-31,  1974  August 

November  1-30,  1974  September 

December  1-31,  1974  October 

January  1-31,  1975  November 

February  1-28,  1975  December 


12, 

10, 

10, 

11, 

11, 

10, 

10, 

10, 

10, 

12, 

10, 

10, 

11, 

10, 


1973 

1973 

1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 
1974 


2832  New  York  State  Journal  of  Medicine  / December  1 , 1 973 
WGO-6 


Headquarfers  Building  at  Lake  Success,  New  York 


i68th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  - - STATE  OF  NEW  YORK 

Americana  of  New  York 

February  24-28,  1974  New  York  City 


Highlights  . . . General  Sessions:  The  Thyroid;  PSRO  (Professional  Standards  Review 
Organization);  Prison  Medicine;  Lung  Day  • 28  Scientific  Sections  • Symposia  • Panel  Discussions  • 
Annual  Meeting  of  House  of  Delegates  • President’s  Reception  and  Dinner  Dance  • Scientific  and 

Technical  Exhibits  • Scientific  Motion  Pictures 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


americana  of  new  york  seventh  avenue  at  52nd  st..  n.  y..  n.  y.  10019 


Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 
SINGLE  BEDROOM 


□ $26 

□ $28 

□ $30 

□ $32 

□ $34 

DOUBLE  FOR  2: 

□ $32  □ $34 

□ $36 

□ $38 

□ $40 

TWIN 

□ $34 

FOR  2: 

□ $36 

□ $38 

□ $40 

□ $42 

STUDIO  FOR  1: 

□ $32  □ $34 

STUDIO  FOR  2: 

□ $34  □ $36  □ $38 

PARLOR  & 1 BEDROOM: 

□ $65  & Up 

PARLOR  & 2 BEDROOMS: 

□ $95  & Up 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


February  24-28,  1974 
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Recommendations'  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 


In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

*For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 
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M-MR 

(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

"TVademark  of  Merck  & Co..  Inc. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


Contraindications:  Pregnancy  or  possibility  of  pregnancy 
within  three  months  following  vaccination;  infants  less 
than  one  year  old;  sensitivity  to  chicken  or  duck,  chicken 
or  duck  eggs  or  feathers,  or  neomycin;  any  febrile  res- 
piratory illness  or  other  active  febrile  infection;  active 
untreated  tuberculosis;  therapy  with  ACTH,  cortico- 
steroids, irradiation,  alkylating  agents,  or  antimetabo- 
lites; blood  dyscrasias,  leukemia,  lymphomas  of  any 
type,  or  other  malignant  neoplasms  affecting  the  bone 
marrow  or  lymphatic  systems;  gamma  globulin  defi- 
ciency, i.e.,  agammaglobulinemia,  hypogammaglobulin- 
emia, and  dysgammaglobulinemia. 

Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for  im- 
mediate use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or  after 
immunization  with  other  live  virus  vaccines,  with  the 
exception  of  monovalent  or  trivalent  poliovirus  vaccine, 
live,  oral,  which  may  be  administered  simultaneously; 
vaccination  should  be  deferred  for  at  least  three  months 
following  blood  transfusions  or  administration  of  more 
than  0.02  ml  immune  serum  globulin  (human)  per  pound 
of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a his- 
tory of  febrile  convulsions,  cerebral  injury,  or  any  other 
condition  in  which  stress  due  to  fever  should  be  avoided. 
The  physician  should  be  alert  to  the  temperature  eleva- 
tion which  may  occur  5 to  12  days  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  indi- 
viduals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Attenuated  live  virus  measles,  mumps,  and  rubella  vac- 
cines, given  separately,  may  temporarily  depress  tuber- 
culin skin  sensitivity;  therefore,  if  a tuberculin  test  is  to 
be  done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 

Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 
Adverse  Reactions:  To  date,  clinical  evaluation  has  not 
revealed  any  adverse  reactions  peculiar  to  the  combina- 
tion. The  adverse  reactions  that  occurred  were  limited 
to  those  that  have  been  reported  previously  for  the  com- 
ponent vaccines. 

Fever,  rash;  mild  local  reactions  such  as  erythema,  indur- 
ation, tenderness,  regional  lymphadenopathy;  parotitis; 
thrombocytopenia  and  purpura;  allergic  reactions  such  as 
urticaria;  arthritis,  arthralgia,  and  polyneuritis. 
Occasionally,  moderate  fever  (101-102.9  F):  less  common- 
ly, high  fever  (above  103  F);  rarely,  febrile  convulsions. 
Encephalitis  and  other  nervous  system  reactions  that  have 


occurred  very  rarely  with  the  individual  vaccines  may 
also  occur  with  the  combined  vaccine.  Experience  from 
more  than  44  million  doses  of  all  live  measles  vaccines 
given  in  the  U.S.  by  mid-1971  indicates  that  significant 
central  nervous  system  reactions  such  as  encephalitis, 
occurring  within  30  days  after  vaccination,  have  been 
temporally  associated  with  measles  vaccine  approxi- 
mately once  for  every  million  doses.  In  no  case  has  it 
been  shown  that  reactions  were  actually  caused  by  vac- 
cine. The  Center  for  Disease  Control  has  pointed  out 
that  "a  certain  number  of  cases  of  encephalitis  may  be 
expected  to  occur  in  a large  childhood  population  in  a 
defined  period  of  time  even  when  no  vaccines  are  ad- 
ministered. A survey  conducted  in  New  Jersey  in  1965 
showed  that  2.8  cases  of  encephalitis  (of  unknown 
cause)  occurred  per  million  children,  ages  1-9  years  per 
30-day  period.”  However,  the  Center  for  Disease  Con- 
trol has  analyzed  the  reported  reactions  following 
measles  vaccines  and  pointed  out  that  “the  clustering 
of  cases  in  the  period  6 through  13  days  after  inocula- 
tion as  well  as  the  recovery  of  measles  virus  (probably 
the  vaccine  strain)  from  the  CSF  of  one  patient  does 
suggest  that  some  of  these  cases  may  have  been  caused 
by  the  vaccine’.’  The  risk  of  such  serious  neurological 
disorders  following  live  measles  virus  vaccine  adminis- 
tration remains  far  less  than  that  for  encephalitis  with 
measles  (one  per  thousand  reported  cases). 

Transient  arthritis,  arthralgia,  and  polyneuritis  are  fea- 
tures of  natural  rubella  and  vary  in  frequency  and  se- 
verity with  age  and  sex,  being  greatest  in  adult  females 
and  least  in  prepubertal  children.  Such  reactions  have 
been  reported  with  live  attenuated  rubella  virus  vac- 
cines. Symptoms  relating  to  joints  (pain,  swelling,  stiff- 
ness, etc.)  and  to  peripheral  nerves  (pain,  numbness, 
tingling,  etc.)  occurring  within  approximately  two 
months  after  immunization  should  be  considered  as  pos- 
sibly vaccine  related.  Symptoms  have  generally  been 
mild  and  of  no  more  than  three  days'  duration.  The  inci- 
dence in  prepubertal  children  would  appear  to  be  less 
than  1%  for  reactions  that  would  interfere  with  normal 
activity  or  necessitate  medical  attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vaccine, 
containing  when  reconstituted  not  less  than  1,000  TCID50 
(tissue  culture  infectious  doses)  of  measles  virus  vac- 
cine, live,  attenuated,  5,000  TCID50  of  mumps  virus  vac- 
cine, live,  and  1,000  TCID50  of  rubella  virus  vaccine,  live, 
expressed  in  terms  of  the  assigned  titer  of  the  FDA  Ref- 
erence Measles,  Mumps,  and  Rubella  Viruses,  and  ap- 
proximately 25  meg  neomycin,  with  a disposable  syringe 
containing  diluent  and  fitted  with  a 25-gauge,  W needle. 
Also  in  boxes  of  10  single-dose  vials  nested  in  a pop-out 
tray  with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  Er  Dohme,  Division  of  Merck  & 

Co.,  Inc.,  West  Point,  Pa.  19486. 


MSD 

MERCK 

SHARPS 

DOHME 
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Abstracts 


Herbert,  W.  H.:  Coronary  artery  disease;  correlation 

of  laboratory  and  clinical  manifestations,  New  York 
State  J.  Med.  73:  2863  (Dec.  15)  1973. 

This  study  was  undertaken  to  analyze  two  unexpect- 
ed observations  made  during  the  assessment  of  patients 
for  CAD  (coronary  artery  disease).  First  is  the  surpris- 
ing lack  of  symptoms  in  patients  considered  by  angiog- 
raphy to  have  severe  CAD  and  gross  ventricular  dys- 
function. Second  is  the  finding,  among  the  large  group 
of  patients  with  angiographically  “normal”  vessels,  of  a 
high  incidence  of  hemodynamic  and  electrocardio- 
graphic abnormalities.  Ninety-two  patients  underwent 
selective  coronary  arteriography  and  ventriculography 
by  the  Sones  technique.  Patients  were  divided  into  3 
groups  solely  on  the  basis  of  angiographic  findings. 
Group  1 had  a “normal”  coronary  vascular  tree. 
Group  2 had  significant  coronary  artery  disease  and 
normal-to-moderate  impairment  of  ventricular  func- 
tion. Group  3 had  coronary  disease  and  gross  ventricu- 
lar dysfunction.  Although  Group  3 patients  had  more 
vessels  diseased  than  Group  2 (P  < 0.02),  a higher  left 
ventricular  end-diastolic  pressure  (LVEDP,  P < 0.005) 
and  an  incidence  of  myocardial  infarction  of  60  per 
cent  versus  18  per  cent  in  Group  2 (P  = 0.05  to  0.025) 
and  8 per  cent  in  Group  1 (P  < 0.005),  they  had  signif- 
icantly less  angina  than  Group  2 (P  < 0.005)  and  no 
discernible  difference  when  compared  with  Group  1 (P 
= 0.25  to  0.1).  There  was  no  difference  between  the 
groups  as  to  hypertension,  congestive  heart  failure, 
dyspnea  on  exertion,  orthopnea,  or  digitalis  adminis- 
tration. Among  the  patients  with  “normal”  coronary 
arteries  (Group  1),  only  17  (47  per  cent)  had  entirely 
normal  electrocardiograms  and  45  per  cent  manifested 
abnormal  elevations  in  LVEDP.  Group  1 differed  from 
Group  2 in  age,  sex,  and  incidence  of  myocardial  in- 
farction (P  = 0.05  to  0.025).  Males  predominated  in 


Postgraduate  course 

A postgraduate  course,  “The  Lung — Young  and 
Old,”  sponsored  by  the  American  College  of  Chest 
Physicians  and  University  of  Colorado  Medical  Center, 
Postgraduate  Division,  will  be  held  February  4 to  7, 


Group  2 by  6.2:1  with  a mean  age  of  51.4  years.  Group 
1 with  a mean  age  of  44.6  years  was  about  equally  di- 
vided between  the  sexes.  This  study  suggests  that 
some  patients  with  a “normal”  coronary  tree  may  have 
either  an  early  or  a different  type  of  coronary  disease. 
Those  patients  in  Group  3 with  significantly  fewer 
clinical  signs  may  have  either  far  advanced  disease  or  a 
variant  form  of  the  progression  of  CAD.  The  implica- 
tions of  each  are  discussed. 

Cook,  A.  W.,  and  Weinstein,  S.  P.:  Chronic  dorsal 
column  stimulation  in  multiple  sclerosis;  preliminary 
report,  New  York  State  J.  Med.  73:  2868  (Dec.  15) 
1973. 

Five  consecutive  patients  with  severe  neurologic  dys- 
function associated  with  M.S.  (multiple  sclerosis)  have 
had  thoracic  spinal  cord  DCS  (dorsal  column  stimula- 
tion by  platinum  wire  implantation)  chronically  for  pe- 
riods ranging  from  1.5  to  twenty-one  months,  by  meth- 
od of  Shealy  et  al.  Unlike  previous  applications  of 
DCS,  the  primary  purpose  for  this  procedure  has  not 
been  the  relief  of  pain.  All  patients  were  evaluated 
with  and  without  DCS  by  the  Kurtzke  scale  of  dys- 
function. The  principal  features  modified  by  chronic 
stimulation  over  the  dorsum  of  the  thoracic  spinal  cord 
were:  (1)  Improvement  in  spasticity  of  a limb.  (2) 

Progressive  improvement  in  synergy  in  parts  not  para- 
lyzed. (3)  Return  of  voluntary  motor  control  in  parts 
previously  without  control  by  the  will.  (4)  Lowering  of 
thresholds  for  various  conventional  types  of  sensory 
stimuli.  These  changes  can  be  reversed  by  withdrawal 
of  stimulation  and  can  be  reinstituted  with  the  return 
of  appropriate  levels  of  stimulation.  The  problems  of 
patient  selection  and  indices  of  stimulation  still  exist. 
The  long-term  effect  on  the  natural  history  of  the  dis- 
eases is  unknown. 


1974,  in  Snowmass,  Aspen,  Colorado. 

For  further  information  contact:  Bradford  W.  Clax- 
ton,  M.Ed.,  Director  of  Continuing  Education,  Ameri- 
can College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 
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Abstracts  in  Interlingua 


Herbert,  W.  H.:  Morbo  coronari;  correlation  del  labo- 
ratorio  e le  manifestationes  clinic,  New  York  State  J. 
Med.  73:  2863  (15  de  Decembre)  1973. 

Iste  studio  esseva  facite  pro  analisar  duo  observa- 
tiones  non  expectate  e trovate  durante  le  evalutation 
de  patientes  con  un  possibile  morbo  coronari  (MC). 
Primemente,  es  le  surprendente  falta  de  symptomas 
del  patientes  in  que  le  angiographia  revelava  un  grave 
MC  e un  dysfunction  ventricular  evidente.  Secunde- 
mente,  es  le  trovato  inter  le  grande  gruppo  de  patientes 
con  vasos  radiographicmente  “normal”  de  un  inciden- 
tia  elevate  de  anormalitates  hemodynamic  e electrocar- 
diographic. Un  selective  arteriographic  studio  del  art- 
erias  coronari  e le  ventriculographia  de  accordo  al  tech- 
nica  de  Sones  esseva  facite  in  92  patientes.  Le  pa- 
tientes esseva  dividite  in  3 gruppos  basate  solmente  in 
le  trovatos  angiographic.  Le  patientes  del  Gruppo  1 
habeva  un  arbore  vascular  coronari  “normal.”  Illos  del 
Gruppo  2,  habeva  un  grave  MC  e perturbation  del 
function  ventricular  de  normal  a moderate  intensitate. 
Los  patientes  del  Gruppo  3 habeva  MC  e un  evidente 
dysfunction  ventricular.  Ben  que  le  patientes  del 
Gruppo  3 habeva  plus  vasos  morbide  que  illos  del 
Gruppo  2 (P  < 0.02)  e etiam  un  pression  endodiastolic 
ventricular  sinestre  (PEDVS)  plus  elevate  (PEDVS,  P 
< 0.005)  e un  incidentia  de  infarcto  myocardial  de  60 
pro  cento  contra  18  pro  cento  in  le  Gruppo  2 (P  = 0.05 
a 0.025)  e 8 pro  cento  in  le  Gruppo  1 (P  < 0.005),  iste 
patientes  del  Gruppo  3 habeva  multe  minus  angina  que 
illos  del  Gruppo  2 (P  < 0.005)  e sin  un  differentia  dis- 
cernibile  comparate  con  le  patientes  del  Gruppo  1 (P 
= 0.25  a 0.1).  Non  habeva  differentia  inter  le  gruppos 
con  respecto  a hypertension,  insufficientia  cardiac  con- 
gestive, dyspnea  de  effortio,  orthopnea  o in  le  adminis- 
tration de  digitalis.  Inter  le  patientes  con  arterias  co- 
ronari “normal”  (Gruppo  1),  solmente  17  (47  pro  cento) 
habeva  electrocardiogramas  (ECG)  totalmente  normal, 
e 45  pro  cento  habeva  un  elevation  anormal  del 
PEDVS.  Le  Gruppo  1 differeva  del  Gruppo  2 i quanto 
a etate,  sexo  e incidentia  de  infarcto  myocardial  (P  = 


0.05  a 0.025).  Le  homines  predominava  in  le  Gruppo  2 
in  proportion  de  6.2  a 1,  con  promedio  de  etate  de  51.4 
annos.’  In  le  Gruppo  1,  con  promedio  de  etate  de  44.6 
annos,  habeva  equal  numero  de  homines  e feminas.  In 
iste  studio  es  suggerite  que  certe  patientes  con  arbore 
coronari  “normal”  pote  haber  MC  temprane  o de  typo 
differente.  Le  patientes  del  Gruppo  3,  que  habeva 
multe  minus  signos  clinic,  pote  haber  morbo  avantiate 
o un  variante  progressive  del  MC.  Le  implicationes  de 
cata  caso  es  discutite. 

Cook,  A.  W.,  e Weinstein,  S.  P.:  Stimulation  prolon- 
gate (chronic)  del  columna  dorsal  in  sclerosis  multiple; 
reporto  preliminari,  New  York  State  J.  Med.  73:  2868 
(15  de  Decembre)  1973. 

Cinque  (5)  patientes  consecutive,  con  grave  dysfunc- 
tion neurologic  associate  al  sclerosis  multiple  (SM)  es- 
seva tractate  con  stimulation  prolongate  del  medulla 
spinal  thoracic  (SPMST)  (columna  vertebral  dorsal) 
per  periodos  variabile  inter  1.5  e 21  menses.  Le  meth- 
odo  de  Shealy  et  al.,  con  implantation  de  filo  metallic, 
esseva  usate.  A differentia  de  applicationes  previe  del 
SPMST,  le  proposito  principal  de  iste  procedimento 
non  esseva  le  relevamento  del  dolor.  Omne  patientes 
esseva  evalutate  con  e sin  SPMST  mediante  le  scala  de 
dysfunction  de  Kurtzke.  Le  characteristicas  principal 
modificate  per  le  stimulation  prolongate  (chronic) 
supra  le  dorsum  del  medulla  spinal  thoracic  esseva: 
(1)  Melioramento  del  spasticitate  del  membros,  (2) 
Melioramento  progressive  del  sinergia  in  le  partes  non 
paralisate,  (3)  Retorno  del  control  del  function  motor 
voluntari  de  parte  previemente  sin  control  de  volun- 
tate,  e (4)  Reduction  del  limines  de  varie  typos  conven- 
tional de  stimulation  sensorial.  Iste  cambios  pote 
esser  revertite  discontinuante  le  stimulation,  e pote 
esser  re-institute  con  le  retorno  del  stimulation  a nivel- 
los  appropriate.  Totevia  existe  le  problemas  de  selec- 
tion del  patientes  e le  indices  de  stimulation.  Le  re- 
sultate  ultime  del  evolution  natural  del  morbo  es  totev- 
ia incognite. 
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ADVERSE  REACTIONS:  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness,  seda- 
tion, nausea  and  vomiting.  Some  of  these  adverse  reactions 
may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  con- 
stipation and  pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  ana  the  response 
of  the  patient.  It  may  occasionally  be  necessary  to  exceed  the 
usual  dosage  recommended  below  in  cases  of  more  severe  pain 
or  in  those  patients  who  have  become  tolerant  to  the  analgesic 
effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Per- 
codan may  be  additive  with  that  of  other  CNS  depressants.  See 
WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit 
the  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms 
Serious  overdose  with  Percodan  is  characterized  by  respiratory 
depression,  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and 
sometimes  bradycardia  and  hypotension.  In  severe  overdosage, 
apnea,  circulatory  collapse,  cardiac  arrest  and  death  may 
occur.  The  ingestion  of  very  large  amounts  of  Percodan  may,  in 
addition,  result  in  acute  salicylate  intoxication. 

Treatment:  Primary  attention  should  be  given  to  the  re- 
establishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  the  institution  of  assisted  or  con- 
trolled ventilation.  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against  respi- 
ratory depression  which  may  result  from  overdosage  or 
unusual  sensitivity  to  narcotics,  including  oxycodone.  There- 
fore, an  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation.  Since  the 
duration  of  action  of  oxycodone  may  exceed  that  of  the  antago- 
nist, the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as 
needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed 
drug. 
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Placement  of  physicians 
in  deprived  areas 

More  than  1,000  physicians  have  inquired  about  ser- 
vice in  Project  USA,  the  American  Medical  Association 
program  to  provide  volunteer  doctors  for  medically  de- 
prived areas  in  which  the  National  Health  Service 
Corps  is  operating.  So  far,  the  AMA  has  placed  35 
doctors  in  those  areas,  to  fill  in  for  Health  Service 
Corps  doctors  due  vacation  leave  or  who  want  to  attend 
education  courses. 

Wine  and  beer  benefit 
many  elderly  patients 

Wine  and  beer  in  moderation  is  good  for  the  physical 
and  emotional  ills  of  elderly  patients,  said  an  editorial 
in  the  November  12  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

Thomas  B.  Turner,  M.D.,  of  The  Johns  Hopkins 
University  School  of  Medicine,  Baltimore,  cited  in  the 
editorial  a number  of  studies  showing  beneficial  effects 
of  a bottle  of  beer  or  a glass  of  wine  among  patients  in 
nursing  home  situations. 

The  therapeutic  effect  of  mild  alcoholic  drinks  is 
considerably  enhanced  if  the  beverages  are  given  in  a 
pleasant  group  situation,  Dr.  Turner  said.  In  one 
study  the  patients  had  their  drinks  in  a room  equipped 
like  a pub,  where  they  could  visit  and  chat  while  im- 
bibing. 

A group  of  34  senile  men  in  one  situation  were  given 
a bottle  of  beer  daily.  After  two  months  the  whole  at- 
mosphere of  the  ward  had  changed.  The  number  of 
incontinent  men  dropped  from  26  to  9;  jacket  restraint 
required  in  26  before  the  new  regimen  was  required  in 
only  four  afterward;  the  number  of  ambulatory  patients 
rose  from  7 to  25. 

New  Bellevue  treating 
adult — pediatric  outpatients 

The  move  of  the  Outpatient  Department  into  the 
New  Bellevue  Hospital  Center  has  been  accomplished 
and  Bellevue  is  now  treating  both  adult  and  pediatric 
outpatients  (254,567  visits  recorded  in  1972)  in  its  new, 
25-story,  multimillion  dollar  patient  care  facility.  The 
new  Bellevue  is  located  at  27th  Street  and  the  East 
River  Drive,  directly  behind  Bellevue’s  present  com- 
plex of  buildings.  Inpatients  are  scheduled  to  move  in 
during  the  summer. 

The  emergency 
medical  services  bill 

The  emergency  medical  services  bill,  authorizing 
$185  million  in  federal  aid  for  states  and  localities  to 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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Lilly 

introduces 

anew 

cephalosporin 


Kefzdl 

cefazolin  sodium 

Ampoules,  equivalent  to  250  mg.,  500  mg.,  and  1 Cm.  of  cefazolin 


Its  major 

areas  of  indication: 


respiratory  tract  infections 

due  to  susceptible  strains  of  Diplococcus 
pneumoniae,  Klebsiella  species,  Hemophilus 
influenzae,  Staphylococcus  aureus  (penicillin- 
sensitive  and  penicillin-resistant),  and  group  A 
beta-hemolytic  streptococci  (Injectable 
benzathine  penicillin  is  considered  to  be  the 
drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  infections,  including  the 
prophylaxis  of  rheumatic  fever.) 

genito-urinary  tract  infections 

due  to  susceptible  strains  of  Escherichia  coli, 
Proteus  mirabilis,  Klebsiella  species,  and  some 
strains  of  Enterobacter  and  enterococci 

skin  and  soft-tissue  infections 

due  to  susceptible  strains  of  Staph,  aureus 
(penicillin-sensitive  and  penicillin-resistant)  and 
group  A beta-hemolytic  streptococci  and  other 
strains  of  streptococci 

See  prescribing  information  for  additional  indications 
and  susceptible  organisms. 

Kefzol  is  contraindicated  in  patients  with  known  allergy  to 
cephalosporins  and  should  be  given  cautiously  to  penicillin- 
sensitive  patients. 


Some  of  its 
major  features: 

therapeutic  serum  levels 

peak  serum  levels  of  37.9  and  63.8  mcg./ml. 
respectively  were  obtained  one  to  two  hours 
following  500-mg.  and  1-Gm.  I.M.  doses  of 
cefazolin 

antibacterial  urinary  concentrations 

peak  urine  concentrations  of  approximately  2,400 
and  4,000  mcg./ml.  respectively  were  obtained 
following  I.M.  doses  of  500  mg.  and  1 Gm. 

bile  and  synovial-fluid  levels 

levels  approximately  one-half  those  of  serum 
concentrations 

flexibility  of  administration 

usual  adult  dosage— 500  mg.  to  1 Gm.  t.i.d.  or  q.i.d. 


Please  see  following  page  for  prescribing  information. 
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Kefzol 

cefazolin  sodium 

a new  injectable  antibiotic 


Description:  Kefzol  '’  (cefazolin  sodium, 
Lilly)  is  a semisynthetic  cephalosporin  for 
parenteral  administration.  It  is  the  sodium 
salt  of  3- 1 [(5-methyl-1 ,3,4-thiadiazol-2-yl) 
thio]methyl  | -8-oxo7-[2-(1  H-tetrazol-1-yl) 
acetamido]-5-thia-1  -azabicyclo[4.2.0] 
oct-2 -ene-2-carboxylic  acid  The  sodium 
content  is  46  mg.  per  gram  of  cefazolin. 

Actions:  Microbiology—  In-vitro  tests 
demonstrate  that  the  bactericidal  action  of 
cephalosporins  results  from  inhibition  of 
cell-wall  synthesis.  Kefzol  is  active  against 
the  following  organisms  in  vitro: 
Staphylococcus  aureus  (penicillin- 
sensitive  and  penicillin-resistant) 

Group  A beta-hemolytic  streptococci 
and  other  strains  of  streptococci  (many 
strains  of  enterococci  are  resistant) 
Diplococcus  pneumoniae 
Escherichia  coli 
Proteus  mirabilis 
Klebsiella  species 
Enterobacter  aerogenes 
Hemophilus  influenzae 
Most  strains  of  Enterobacter  cloacae  and 
indole-positive  Proteus  (Pr.  vulgaris, 

Pr.  morganii,  Pr  rettgeri)  are  resistant. 
Methici  1 1 in-resistant  staphylococci, 

Serratia,  Pseudomonas,  Mima,  and 
Herellea  species  are  almost  uniformly 
resistant  to  cefazolin. 

Indications:  Kefzol  is  indicated  in  the 
treatment  of  the  following  serious  infections 
due  to  susceptible  organisms: 

Respiratory  tract  infections  due  to 
D pneumoniae,  Klebsiella  species, 

H influenzae.  Staph  aureus  (penicillin- 
sensitive  and  penicillin-resistant),  and  group 
A beta-hemolytic  streptococci 
Injectable  benzathine  penicillin  is 
considered  to  be  the  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of 
rheumatic  fever. 

Kefzol  is  effective  in  the  eradiction  of 
streptococci  from  the  nasopharynx; 
however,  data  establishing  the  efficacy  of 
Kefzol  in  the  subsequent  prevention  of 
rheumatic  fever  are  not  available  at  present. 

Esch  coli',  Pr  mirabilis,  Klebsiella  species, 


and  some  strains  of  Enterobacter  and 
enterococci 

Skin  and  soft-tissue  infections  due  to 
Staph  aureus  (penicillin-sensitive  and 
penicillin-resistant)  and  group  A beta- 
hemolytic  streptococci  and  other  strains 
of  streptococci 

Bone  and  joint  infections  due  to 
Staph,  aureus 

Septicemia  due  to  D pneumoniae. 

Staph  aureus  (penicillin-sensitive  and 
penicillin-resistant),  Pr  mirabilis,  Esch  coli, 
and  Klebsiella  species 

Endocarditis  due  to  Staph  aureus 
(penicillin-sensitive  and  penicillin-resistant) 
and  group  A beta-hemolytic  streptococci 

Appropriate  culture  and  susceptibility 
studies  should  be  performed  to  determine 
susceptibility  of  the  causative  organism 
to  Kefzol'"  (cefazolin  sodium,  Lilly). 
Contraindication:  KEFZOL  IS  CONTRAIN- 
DICATED IN  PATIENTS  WITH  KNOWN  ALLERGY  TO 
THE  CEPHALOSPORIN  CROUP  OF  ANTIBIOTICS 
Warnings:  IN  PENICILLIN-ALLERGIC  PATIENTS, 
CEPHALOSPORINS  SHOULD  BE  USED  WITH 
GREAT  CAUTION  THERE  IS  CLINICAL  AND 
LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES 
OF  PATIENTS  WHO  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE). 

Any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs,  should 
receive  antibiotics,  including  Kefzol, 
cautiously  and  then  only  when  absolutely 
necessary.  Serious  anaphylactoid  reactions 
require  immediate  emergency  treatment 
with  epinephrine.  Oxygen,  intravenous 
steroids,  and  airway  management,  including 
intubation,  should  also  be  administered 
as  indicated. 

Usage  in  Pregnancy—  Safety  of  this 
product  for  use  during  pregnancy  has  not 
been  established. 

Usage  in  Infants  — Safety  for  use  in 
prematures  and  infants  under  one  month  of 
age  has  not  been  established. 

Precautions:  Prolonged  use  of  Kefzol  may 
result  in  the  overgrowth  of  nonsusceptible 
organisms.  Careful  clinical  observation  of 
the  patient  is  essential. 


When  Kefzol  is  administered  to  patients 
with  low  urinary  output  because  of  impaired 
renal  function,  lower  daily  dosage  is 
required  (see  dosage  instructions)  A false- 
positive reaction  for  glucose  in  the  urine  of 
patients  on  Kefzol  has  occurred  with 
Clinitest  * tablets  solution 

Adverse  Reactions:  The  following  reactions 
have  been  reported: 

Hypersensitivity—  Drug  fever,  skin  rash, 
vulvar  pruritus,  and  eosinophilia  have 
occurred. 

Blood—  Neutropenia,  leukopenia, 
thrombocythemia,  and  positive  direct  and 
indirect  Coombs  tests  have  occurred. 

Hepatic  and  Renal— Transient  rise  in 
SGOT,  SGPT,  BUN,  and  alkaline  phosphatase 
levels  has  been  observed  without  clinical 
evidence  of  renal  or  hepatic  impairment 
Castro-Intestinal  —Nausea,  anorexia, 
vomiting,  diarrhea,  and  oral  candidiasis 
(oral  thrush)  have  been  reported 

Other—  Pain  at  the  site  of  injection  after 
intramuscular  administration  has  occurred, 
some  with  induration.  Phlebitis  at  the  site 
of  injection  has  been  noted. 

Administration  and  Dosage:  Kefzol  may  be 
administered  intramuscularly  or 
intravenously  after  reconstitution 
Dosage—  In  adults,  usual  dosage  for  mild 
gram-positive  infections  is  250  to  500  mg. 
of  Kefzol  every  eight  hours.  In  acute 
uncomplicated  urinary  tract  infections,  a 
dosage  of  500  mg.  every  eight  hours  is 
usually  adequate.  In  moderate  or  severe 
infections,  the  usual  adult  dosage  is  500  mg. 
to  1 Cm.  of  Kefzol  every  six  to  eight  hours. 
Kefzol  has  been  administered  in  dosages 
of  6 Cm.  per  day  in  serious  infections  such 
as  endocarditis.  Kefzol  may  be  used  in 
patients  with  reduced  renal  function  with 
the  following  dosage  adjustments:  In 
patients  with  mild  to  moderate  impairment 
(creatinine  clearance  of  60-40  ml./min.), 

60  percent  of  the  normal  daily  dose  given  in 
divided  doses  q.  12  h.  should  be  sufficient. 

In  patients  with  moderate  impairment 
(creatinine  clearance  of  40-20  ml./min  ), 

25  percent  of  the  normal  daily  dose  given  in 
divided  doses  q.  12  h.  should  be  sufficient. 

In  patients  with  marked  impairment 
(creatinine  clearance  of  20-5  ml./min.), 

10  percent  of  the  normal  daily  dose  given 
q.  24  h.  should  be  adequate  All  dosage 
recommendations  apply  after  an  initial 
loading  dose  of  500  mg. 

In  children,  a total  daily  dosage  of  25  to 
50  mg.  per  Kg.  (approximately  10  to  20  mg. 
per  pound)  of  body  weight,  divided  into 
three  or  four  equal  doses,  is  effective  for 
most  mild  to  moderately  severe  infections. 
Total  daily  dosage  may  be  increased  to  100 
mg.  per  Kg.  (45  mg.  per  pound)  of  body 
weight  for  severe  infections.  Since  safety  for 
use  in  premature  infants  and  in  infants 
under  one  month  has  not  been  established, 
the  use  of  Kefzol  in  these  patients  is  not 
recommended. 

How  Supplied:  Ampoules  Kefzol  '' 

(cefazolin  sodium,  Lilly),  Sterile,  equivalent 
to  250  or  500  mg.  cefazolin,  5-ml.  size, 
rubber-stoppered;  equivalent  to  1 Gm. 
cefazolin,  10-ml.  size,  rubber-stoppered. 

[102473] 

Additional  information  available 
to  the  profession  on  request 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Books  Received 


The  following  books  were  received  during  the  month  of  October  and  November,  1973.  * 


Environment  and  Cancer.  A Collection  of  Papers 
Presented  at  the  Twenty-Fourth  Annual  Symposium 
on  Fundamental  Cancer  Research,  1971.  University 
of  Texas  at  Houston,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas.  Octavo  of  475 
pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1972.  Cloth,  $19. 

Current  Surgical  Diagnosis  & Treatment.  By  J. 

Englebert  Dunphy,  M.D.,  and  Lawrence  W.  Way, 
M.D.  Quarto  of  1,108  pages,  illustrated.  Los  Altos, 
California,  Lange  Medical  Publications,  1973.  Fabri- 
coid,  $14. 

Annual  Review  of  Allergy  1972.  Edited  by  Claude 
Albee  Frazier,  M.D.  Octavo  of  328  pages,  illustrated. 
Flushing,  N.Y.,  Medical  Examination  Publishing  Co., 
Inc.,  1973.  Spiral,  $12. 

Radiology  Special  Procedure  Room.  By  Ray  A. 

Brinker,  M.D.,  and  Jovitas  Skucas,  M.D.  Octavo  of 
188  pages,  illustrated.  Baltimore,  Maryland,  Universi- 
ty Park  Press,  1973.  Cloth,  $9.50. 

Cancer  Chemotherapy.  Medical  Outline  Series. 

Second  edition.  By  Edward  S.  Greenwald,  M.D. 
Octavo  of  464  pages,  illustrated.  Flushing,  N.Y., 
Medical  Examination  Publishing  Co.,  Inc.,  1973.  Spi- 
ral, $8.00. 

Freedom  from  Backaches.  By  Lawrence  W.  Fried- 
mann, M.D.,  and  Lawrence  Galton.  Octavo  of  254 
pages,  illustrated.  New  York,  N.Y.,  Simon  and 
Schuster,  1973.  Cloth,  $7.95. 

A Psychiatrist  Looks  at  Medicine  From  A to  Z.  By 

Roy  Hanu  Hart,  M.D.  Octavo  of  184  pages.  Jericho, 
New  York,  Exposition  Press,  1972.  Cloth,  $6.50. 

Progress  in  Cardiology  2.  Edited  by  Paul  N.  Yu, 
M.D.,  and  John  F.  Goodwin,  M.D.  290  pages,  illus- 
trated. Philadelphia,  Pa.,  Lea  & Febiger,  1973. 
Cloth,  $15. 

Polymerization  in  Biological  Systems.  Ciba  Foun- 
dation Symposium  7 (new  series).  314  pages,  illus- 
trated. Amsterdam,  Associated  Scientific  Publishers, 
1972.  Cloth. 

We  Mainline  Dreams.  The  Odyssey  House  Story. 

*Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Judianne  Densen-Gerber  J.D.,  M.D.  421  pages,  illus- 
trated. Garden  City,  New  York.  Doubleday  & Com- 
pany, Inc.,  1973.  Cloth,  $9.95. 

Gastroenterology.  Edited  by  Abraham  Bogoch,  M.D. 
1,358  pages,  illustrated.  New  York,  New  York, 
McGraw-Hill  Book  Company,  1973.  Cloth,  $57.50. 

Marihuana  and  Health.  Second  Annual  Report  to 
Congress  from  The  Secretary  of  Health,  Education, 
and  Welfare — Subcommittee  on  Alcoholism  and 
Narcotics  of  the  Committee  on  Labor  and  Public 
Welfare,  United  States  Senate.  Printed  for  the  use 
of  the  Committee  on  Labor  and  Public  Welfare,  Wash- 
ington, D.C.,  U.S.  Government  Printing  Office. 
Paper. 

Anesthesiology  Progress  since  1940.  E.  M.  Papper, 
M.D.,  S.  H.  Ngai,  M.D.,  and  Lester  C.  Mark,  M.D. 
192  pages.  Coral  Gables,  Florida,  University  of 
Miami  Press,  1973.  Cloth. 

Response  to  Contraception,  Major  Problem  in  Ob- 
stetrics and  Gynecology — Volume  5,  1st  edition. 
Maxwell  Roland,  M.D.  162  pages  illustrated,  Phila- 
delphia, Pa.,  W.  B.  Saunders  Company,  1973,  Cloth, 
$9.00. 

Handbook  of  Ophthalmologic  Emergencies  (A  guide 
for  emergencies  in  Ophthalmology).  George  M. 
Gambos,  M.D.  251  pages,  illustrated.  Flushing,  New 
York,  Medical  Examination  Publishing  Company,  Inc., 
1973.  Cloth  $8.00. 

Exercises  in  Diagnostic  Radiology,  Nuclear  Radiolo- 
gy Volume  6.  A.  Everette  James,  Jr.,  Sc.M.,  M.D., 
and  Lucy  Frank  Squire,  M.D.  218  pages,  illustrated. 
Philadelphia,  Pa.,  W.  B.  Saunders  Company,  1973. 
Paper,  $5.95. 

Modern  Thin-Section  Tomography.  Arnold  Berrett, 
M.D.,  Sam  Brunner,  and  Galdino  E.  Valvassori,  Eds., 
with  a foreword  by  Solve  Welin,  M.D.  337  pages,  il- 
lustrated. Springfield,  Illinois,  Charles  C Thomas, 
1973.  Cloth. 

Practical  Points  in  Pediatrics.  John  E.  Allen,  M.D., 
Vymutt  J.  Gururaj,  M.D.,  and  Raymond  M.  Russo, 
M.D.  Illustrated,  New  York,  N.Y.,  Medical  Examina- 
tion Publishing  Company,  1973.  Cloth. 

Pregnancy,  Birth  and  Family  Planning.  Alan  F. 
Guttmacher,  M.D.  New  York,  N.Y.,  The  Viking 
Press,  Inc.,  1973.  Paper  $1.50. 
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THE 

NATURAL 
WAY 


For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 
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brief  summary 

(For  full  prescribing  information,  see  package 
circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  stales  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hvpercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  inetas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomala  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1.25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause—  as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus—  0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Killer — Pulmonary  disease 

An  estimated  150,000  Americans  die  each  year  from 
diseases  of  the  lungs — pneumonia,  asthma,  chronic 
bronchitis,  emphysema,  lung  cancer,  black  lung,  white 
lung,  pulmonary  edema,  and  a host  of  lesser-known 
conditions.  Pulmonary  disease  is  the  fifth  largest 
cause  of  death  in  the  U.S.,  and  is  responsible  for  80  per 
cent  of  all  deaths  in  the  first  week  of  life.  Because  of 
lung  disease,  60  million  work  days  are  lost  each  year,  at 


continued  from  page  2845 

set  up  emergency  medical  programs,  was  signed  by 
President  Nixon.  An  earlier  version  of  the  bill  con- 
taining a provision  ordering  the  President  to  keep  open 
eight  U.S.  Public  Health  Service  hospitals  was  vetoed. 
The  provision  was  removed  and  tacked  onto  a military 
authorization  measure.  The  AMA,  which  submitted 
an  emergency  medical  services  proposal  of  its  own,  also 
supported  the  enacted  bill. 

Grant  awarded 

New  York  University  Medical  Center  has  been  given 
a grant  of  $100,000  from  the  Breast  Task  Force  of  the 
National  Cancer  Institute  for  the  study  of  the  “Cell 


a cost  to  the  nation  of  $10  billion. 

The  most  vulnerable  of  all  body  groups,  the  lungs 
are,  at  the  same  time,  the  most  resilient  of  human  or- 
gans. 

Continuously  exposed  to  environmental  hazards, 
they  are  protected  from  insult  by  a variety  of  defense 
mechanisms,  which  man  has  bypassed  or  negated  in 
this  past  century. 

Aerosol  sprays,  automotive  emissions,  and  cigarette 
gasses  are  only  a few  of  the  pollutants  with  which  we 
are  killing  ourselves. 


Cycle  Kinetics  of  Human  Breast  Cancer.”  The  princi- 
pal investigators  are  Joseph  Post,  M.D.,  professor  of 
clinical  medicine,  and  Joseph  Hoffman,  M.D.,  asso- 
ciate professor  of  clinical  medicine  at  the  NYU  School 
of  Medicine. 

Division  of  oncology 
receives  an  award 

The  Chemotherapy  Foundation,  Inc.,  has  awarded 
$80,000  to  the  Division  of  Oncology  of  the  Department 
of  Medicine  of  the  Mount  Sinai  School  of  Medicine, 
New  York,  for  support  of  the  Cell  Kinetics  Research 
Laboratory. 

continued  on  page  2853 
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College  elects 
officers 
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The  American  College  of  Preventive  Medicine,  at  its 
20th  annual  meeting  in  San  Francisco  Nov.  3-6,  elect- 
ed officers  for  1973-1974. 

Kurt  W.  Deuschle,  M.D.,  New  York  City,  took  office 
as  President.  Dr.  Deuschle,  who  is  the  Ethel  H.  Wise 
Professor  of  Community  Medicine  and  Chairman  of  the 
Department  at  New  York’s  Mount  Sinai  School  of 
Medicine,  succeeds  NASA  Director  of  Life  Sciences, 
Charles  A.  Berry,  M.D.,  as  ACPM  President. 

Mary  C.  McLaughlin,  M.D.,  Commissioner  of  Health 
Services  for  the  Suffolk  County  New  York  Department 
of  Health  Services,  was  named  President-Elect.  Dr. 
McLaughlin  is  Immediate  Past  Commissioner  of 
Health  for  New  York  City. 

Others  elected  were:  Vice  President  for  Public 

Health,  Edward  M.  Cohart,  M.D.,  New  Haven;  Vice 
President  for  General  Preventive  Medicine,  Kenneth 
D.  Rogers,  M.D.,  Pittsburgh;  Vice  President  for  Occu- 
pational Medicine,  Jerry  Cassuto,  M.D.,  New  York 
City;  and  Vice  President  for  Aerospace  Medicine,  Earl 
T.  Carter,  M.D.,  Rochester,  Minn. 

Norman  Williams,  M.D.,  Philadelphia,  was  elected 
Secretary-Treasurer.  Elected  as  Regents  of  the  College 
were  Drs.  Ernest  Mastromatteo,  Toronto;  Frank  L. 
Babbott,  Jr.,  Burlington,  Vermont;  and  Thomas  D. 
Dublin,  Bethesda,  Md. 

The  College  met  in  conjunction  with  the  101st  annu- 
al meeting  of  the  American  Public  Health  Association. 

Schistosomiasis  is 
focus  of  research 

Schistosomiasis,  a disease  that  affects  an  estimated 
150  to  200  million  people  throughout  the  world,  is  the 
focus  of  research  by  two  members  of  the  Department  of 
Microbiology  and  Immunology  at  Downstate  Medical 
Center  (State  University  of  New  York)  in  Brooklyn. 
Stephen  I.  Morse,  M.D.,  professor  and  chairman  of 
the  Department,  and  Laverne  K.  Eveland,  M.D.,  assis- 
tant professor,  recently  received  a grant  of  $25,000  from 
the  Rockefeller  Foundation  to  aid  their  study  of  Schis- 
tosoma mansoni,  one  of  three  types  of  schistosomes 
that  normally  infect  man. 

The  hosts  for  this  important  parasite  are  snails  and 
man. 

Cancer  virus  clue 
found  in  human  eyes 

Evidence  that  a human  eye  cancer  is  caused  by  a 
virus  has  been  found  by  Yale  University  researchers. 

Their  report  appears  in  the  September-October  issue 
of  Transactions,  official  journal  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology. 

The  discovery  in  human  eye  cancers  of  enzymes  pre- 
viously found  in  animal  RNA-tumor  viruses  was  made 
by  Daniel  M.  Albert,  M.D.,  and  Ted  W.  Reid,  M.D.,  of 
the  Department  of  Ophthalmology  and  Visual  Science, 
Yale  University  School  of  Medicine,  New  Haven,  Con- 
necticut. 
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Seventh  Annual  Symposium  on 
MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Concord  Hotel,  Kiamesha  Lake,  New  York 
Thursday,  January  24,  1974 — Saturday, 

January  26,  1974 


PROGRAM 


REGISTRATION — Main  Lobby  (on  arrival) 
Thursday,  January  24,  1974 

12:30  P.M. — 1:45  P.M. — Empire  Dining  Room 
LUNCHEON— NEW  YORK  STATE  COUNCIL  OF 
ADMINISTRATORS  OF  HEALTH,  PHYSICAL 
EDUCATION  AND  RECREATION 

Topic:  “Drugs  and  the  High  School  Athlete” 

Speaker:  Daniel  Hanley,  M.D.,  Chairman,  Medical  and 
Training  Services — U.S.  Olympic  Committee; 
Director  of  Health  Service,  Bowdoin  College, 
Brunswick,  Maine 

2:00  P.M. — 3:30  P.M. — Athenian  Room 
MEDICAL  SYMPOSIUM  PROGRAM  FOR 
DIRECTORS 

Topic:  “Disqualifying  Conditions  for  Sports  Participation” 

Speaker:  Daniel  Hanley,  M.D.,  Chairman,  Medical  and 
Training  Services — U.S.  Olympic  Committee; 
Director  of  Health  Service,  Bowdoin  College, 
Brunswick,  Maine 

Friday,  January  25,  1974 

9:15  A.M. — 12:15  P.M. — Imperial  Ballroom 
N.Y.S.P.H.S.A.A.  TRACK  AND  FIELD  CLINIC 

Topic:  “Prevention  and  Treatment  of  Track  Injuries” 

Speaker:  George  Snook,  M.D.,  Team  Physician,  University 

of  Massachusetts,  Amherst,  Massachusetts 

10:45  A.M. — 12:15  P.M. — Grecian  Room 
MEDICAL  SYMPOSIUM  PROGRAM 

Topic:  Modified  Athletics — Selecting/Classifying  Stu- 

dents for  Athletic  Participation  (Junior  High 
School).  Concerns  equality  of  competition  in 
sports 


Speakers:  Joseph  Findaro,  M.D.,  Chairman  of  Athletics  a\ 
Physical  Fitness  for  the  N.Y.S.  Chapter  II,  C 
trict  II,  American  Academy  of  Pediatrics 

Louis  Frankel,  M.D.,  Chairman,  Medical  Advisi 
Committee — State  Committee  for  Modif ) 

Athletics,  Hempstead,  New  York 

Thomas  Shaffer,  M.D.,  Professor  of  Pediatri 
Ohio  State  Medical  College — Former  Chairm,\ 
A.M. A.  Medical  Aspects  of  Sports  Committee 

Gerald  J.  Hase,  Ph.D. — Division  of  Physii ) 
Education  and  Recreation,  State  Educati 
Department,  Albany,  New  York 


12:15  P.M. — 2:00  P.M. — Continental  Dining  Roorr 
LUNCHEON— BERNARD  E.  HUGHES  SECONC 
GENERAL  SESSION 

Topic:  “Overview  of  Sports  Medicine' 

Speaker:  Ralph  S.  Emerson,  M.D.,  Chairman,  Committ 

on  Medical  Aspects  of  Sports,  Medical  Society 
the  State  of  New  York 


3:45  P.M. — 5:15  P.M.  Imperial  Ballroom 
MEDICAL  SYMPOSIUM  PROGRAM  FOR 
WOMEN 

Topic:  “Conditioning  the  Girl  Athlete" 

Speaker:  Joan  Sullivan,  Portland  Community  Collec 

Portland,  Oregon;  Member,  President's  Coun 
on  Physical  Fitness 

Note — This  will  be  a participation  program. 


7:00  P.M. — 8:30  P.M. — Versailles  Dining  Room 
N.Y.S.P.H.S.A.A.  ANNUAL  DINNER 

Topic:  “Psychology,  Superstition  and  Myths" 

Speaker:  Donald  Cooper,  M.D.,  Team  Physician,  Oklahor 

State  University;  Chairman,  N.C.A.A.  Medic 
Aspects  of  Sports  Committee;  Dir.  Student  Hea 
Service 
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Saturday,  January  26,  1974 


J15  A.M. — 10:30  A.M. — Cordillion  Room 
MEDICAL  SYMPOSIUM  PROGRAM  FOR 
WOMEN 

7 pic:  “Conditioning  the  Girl  Athlete” 

Eeaker:  Joan  Sullivan,  Portland  Community  College, 

Portland,  Oregon;  Member,  President's  Council 
on  Physical  Fitness  (A  continuation  of  Friday’s 
program) 

laic:  “Selecting  Girls  for  Athletic  Competition" 

Weaker:  Thomas  Shaffer,  M.D.,  Professor  of  Pediatrics 

Ohio  State  Medical  College:  Former  Chairman, 
AM  A Medical  Aspects  of  Sports  Committee 

415  A.M. — 12:00  P.M. — Board  Room 
MSSNY  COMMITTEE  ON  MEDICAL  ASPECTS 
OF  SPORTS  (ANNUAL  MEETING) 

; 

1 :30  P.M. — Continental  Room 
LUNCHEON— NEW  YORK  STATE  COACHES 
ASSOCIATION 

iuaker:  Al  Conover 

Flead  Football  Coach — Rice  University,  Houston, 

Texas 

i 

: ! 

210  P.M.— 5:30  P.M.— IMPERIAL  BALLROOM 
MEDICAL  SYMPOSIUM  FOR  MEN 

r;me:  Prevention,  Treatment,  and  Management  of 

1 1 Injuries 

hFlisiding:  Donald  T.  Kasprzak,  M.D.,  Team  Physician,  St. 

John’s  High  School,  Plattsburgh 

Shakers: 

F >ic:  The  Knee-Incident,  Severity  and  Prevention 

3;aker:  Fred  Allman,  M.D.,  Georgia  Tech  Team  Phy- 

sician; Past  President,  American  Academy  of 
Sports  Medicine 

T >ic:  West  Point  Winter  Knee  Squad 

D5aker:  John  Powell,  Head  Trainer,  Physical  Education 
Department,  U.S.  Military  Academy,  West  Point 

Tbic:  Cross  Body  Block 

Shaker:  Thomas  Peterson,  M.D.,  Team  Physician,  Uni- 

versity of  Michigan 

r lie:  Weight  Reduction  in  Wrestling 

3;aker:  Donald  Cooper,  M.D.,  Team  Physician, 

Oklahoma  State  University;  Chairman,  N.C.A.A. 
Council  on  Competitive  Safeguards  and  Medical 
Aspects  of  Sports 

i jc:  Heat  Illness,  Prevention  and  Treatment 

a oker:  Fred  Allman,  M.D.,  Georgia  Tech  Team  Physician; 

Past  President,  American  Academy  of  Sports 
Medicine. 


r 


Thursday,  January  24  to  Saturday 
January  26,  1974 — Little  Club 


Continuous  Program  9:15  am  to  12:15pm 
and  2:30pm  to  5:30  pm. 

Consultations,  demonstrations,  films  and  tapings 
under  the  supervision  of  Joseph  Abraham,  PhD. 
Director  of  Physical  Education.  Hobart  College. 
Geneva,  New  York;  U.S.  Olympic  Trainer,  Women's 
Olympic  Team;  President  of  the  Eastern  Trainers 
Association. 

SPECIAL  PROGRAMS  ANNOUNCED  DAILY. 


Participating  Trainers 
Ms.  Claudette  Delameter,  SUNY  Albany 
Ms.  Terese  Shekitka,  SUNY,  Cortland 
Thomas  J.  Sheehan,  R.P.I.,  Troy 
Fritz  Massmann,  New  York  Nets 
John  Johnson,  New  York  Giants 


J 


• PHYSICIANS  ATTENDING  THIS  CON- 
FERENCE ON  A DAILY  BASIS  MAY  PURCHASE 
MEAL  TICKETS  AT  THE  REGISTRATION  DESK. 


• CONTINUING  MEDICAL  EDUCATION— 24 
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Editorials 


A season  for  reflection 


This  holiday  season  finds  us  at  peace  with  the 
world  and  troubled  by  the  many  rapid  changes 
taking  place  in  our  profession.  Join  me,  then,  in 
assessing  our  status  and  reflect  on  the  effect  that 
the  changes  are  having  on  our  patients  and  our  re- 
lationship with  the  public  and  governmental 
agencies. 

Our  critics  still  repeat  the  statement  that,  indi- 
vidually, we  are  popular — but  as  a group  our 
image  is  bad.  They  describe  us  as  affluent,  inde- 
pendent, unavailable,  self-serving,  unsympathetic, 
obstinate,  and  continually  resisting  changes  need- 
ed to  improve  the  delivery  of  health  services  to  the 
sick  and  injured.  Our  patients  seem  satisfied,  but, 
still  complain  of  delays  in  contacting  us,  of  a lack 
of  bilateral  dialogue,  and  of  fragmentation  of 
medical  care.  Politicians  criticize  our  self-polic- 
ing efforts  and  hold  us  responsible  for  the  rapid 
rise  in  the  cost  of  medical  services.  Some  mem- 
bers of  the  legal  profession,  apparently  convinced 
of  our  vulnerability,  seem  to  zero  in  on  physicians 
as  prime  targets  for  malpractice  litigation. 
Unions  negotiate  with  management  for  ever-in- 
creasing medical  benefits;  their  insurers  function 
like  brokers  and  premiums  rise  with  each  labor 
victory. 

Rationalization  is  always  a pleasant  pastime, 
and  we  can  easily  satisfy  ourselves  by  reasoning 
that  the  public  is  demanding  more  than  over- 
worked physicians  can  supply.  Legislators  are 
“all  jealous  lawyers”  who  pass  laws  to  harass  our 
profession,  stifle  our  research  activities,  force 
changes  in  medical  education  programs,  regulate 
medical  fees,  and  determine  sites  of  practice. 
Much  of  this  is  true,  but  we  are  not  without 
fault.  Members  of  our  profession  are  relatively 
affluent.  The  tremendous  demand  for  medical 
services  catalyzed  by  national  and  state  laws  has 
outstripped  supply.  It  diminishes  availability, 
encourages  independence,  and  infringes  on  the 
time  that  might  be  used  for  communicating  with 
patients.  The  house  call  problem  has  a few  roots 
in  the  same  soil,  as  well  as  in  transportation  dif- 
ficulties for  physicians  and  patients.  These 
changes  and  medical  progress  have  led  to  the  es- 
tablishment of  the  hospital  emergency  room  as 
the  most  readily  practical  substitute — not  a re- 
placement for  treatment  in  the  home.  A small 


portion  of  our  profession  is  suffering  from  the 
same  disease  that  has  stricken  all  who  render  ser- 
vices; a lack  of  pride  in  accomplishment  and  sin- 
cere concern  for  those  in  need  of  the  service. 

Restoration  of  communication  with  patients  is 
imperative.  Their  increased  knowledge  and  so- 
phistication requires  more  information  than  ever 
and  a more  personal  relationship.  Intelligent  dia- 
logue concerning  symptoms,  diagnoses,  and  treat- 
ment are  now  much  more  important  than  writing 
prescriptions.  Kindness,  sympathy,  and  courtesy 
remain  the  hallmarks  of  the  good  gentleman  and 
physician.  This  should  characterize  our  actions 
not  only  with  patients,  but  also  with  relatives, 
students,  house  officers,  and  colleagues.  Respect 
begets  respect,  and  it  will  cure  most  of  our  public 
relation  ills. 

Physicians  must  continue  to  lead  in  establishing 
procedures  for  peer  review  and  hospital  utilization 
with  just  penalties  and  appropriate  rewards.  One 
can  predict  that  application  of  these  simple  inno- 
vations will  soon  restore  public  confidence  and  ad- 
miration. If  we  will  educate  the  public  and  win 
their  cooperation,  our  malpractice  problem  will 
thaw. 

Making  known  the  real  causes  of  rising  medical 
costs  and  honestly  attempting  to  do  what  we  can 
to  reduce  them  will  soon  expose  the  real  culprits, 
among  them  being  labor  and  government.  Un- 
reasonable demands  for  medical  services  will  di- 
minish. Our  efforts  to  reduce  costs  will  dim  the 
politician’s  appetite  for  increased  regulation  and 
control  of  medical  affairs.  Such  a change  in  atti- 
tude coupled  with  a wise  application  of  latent  vot- 
ing pressure,  will  make  our  legislators  more  will- 
ing to  listen  to  our  advice  on  national  health  pro- 
grams. Strong  leadership  backed  by  the  full  sup- 
port of  more  than  300,000  educated  and  interested 
physicians  is  needed  now  more  than  ever  before. 
Wasting  energies  in  internal  disputes  converts 
that  strong  voice  to  a weak  wail  which  is  ignored 
by  all,  including  governmental  authorities  at  all 
levels.  Isolation  in  medical  practice  is  impossible 
today.  We  must  all  help  organized  medicine  in 
order  to  preserve  our  profession  for  our  sons  and 
daughters  and  other  young  men  and  women  who 
are  so  eager  to  join  us.  Many  of  the  recent  pro- 
posals need  the  expert  advice  and  guidance  of 
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physicians  in  order  to  survive.  Who  else  is  in  a 
better  position  to  devise  new  methods  of  deliver- 
ing health  services  to  all  of  our  people?  Who  can 
organize  continuing  education  courses  better? 
Who,  except  us,  can  properly  assess  clinical  per- 
formance and  intelligently  centralize  and  distrib- 
ute medical  services  economically  and  efficiently. 

We,  as  privileged  members  of  a unique,  special, 
and  honored  profession,  capable  of  preserving  the 
state  of  health  and  peace  of  mind  of  all  human 
beings,  must  be  ready  and  willing  to  make  person- 
al sacrifices  to  continually  increase  our  capabili- 
ties and  update  our  knowledge  for  the  ultimate 


Journal  is  becoming  a monthly 


Beginning  with  the  January  issue,  the  New 
York  State  Journal  of  Medicine  will  be  published 
monthly  instead  of  semimonthly  as  heretofore. 
Many  factors  have  compelled  this  changeover. 
The  increasing  cost  of  paper  and  the  added  ex- 
pense of  printing  and  binding  make  it  unrealistic 
for  us  to  continue  in  the  present  format.  Postage 
has  also  become  an  important  factor  and  this  ex- 
penditure will  be  reduced  by  the  change  in  policy. 

In  addition,  the  monthly  publication  will  permit 
greater  emphasis  on  single  topics  per  issue  in  the 
form  of  symposia  and  reviews  which  we  trust  will 
add  to  the  effectiveness  of  the  Journal  for  our 
readers.  Consideration  is  being  given  to  separate 
collation  of  the  monthly  issues  without  advertis- 


benefit of  our  patients.  We  should  give  due  defer- 
ence to  the  principle  of  periodic  reevaluation  to 
assure  the  delivery  of  high  quality  medical  care  to 
everyone. 

May  God  bless  you  and  your  families  as  well  as 
all  of  the  sick  and  injured  with  a happy  Holiday 
Season  and  a healthy  New  Year. 


JULIUS  E.  STOLFI,  M.D.  F.A.C.P. 
Regent,  American  College  of  Physicians 
Associate  Editor,  New  York  State  Journal  of 

Medicine. 


publication 


ing,  for  libraries.  Strict  adherence  to  the  ethical 
code  in  regard  to  advertising  for  physicians,  so 
that  only  approved  drugs  and  equipment  will  be 
included,  will  continue.  The  dispersal  of  adver- 
tisements through  the  Journal  will  be  attempted. 

It  is  hoped  that  these  changes  will  make  the 
Journal  a better  vehicle  for  the  continuing  educa- 
tion of  the  physicians  in  New  York  State.  As  al- 
ways we  welcome  your  suggestions  as  to  format, 
topics  for  review,  state  of  the  art,  articles,  special 
presentations,  and  symposia. 

We  trust  you  will  find  the  changes  satisfactory. 


ALFRED  A.  ANGRIST,  M.D. 


Arthur  J.  Bedell,  M.D. 

Arthur  J.  Bedell,  M.D.,  outstanding  ophthalmologist, 
statesman,  and  philosopher,  died  on  September  17,  1973.  It 
is  difficult  to  accept  the  fact  that  his  voice  will  no  longer  be 
heard  at  the  sessions  of  the  House  of  Delegates  where  it  has 
been  a legendary  much  sought  after  event  for  so  many  years 
and  where  his  contributions  have  been  so  effective.  Dr. 
Bedell  was  President  of  the  Medical  Society  of  the  State  of 
New  York  (1934  to  1935)  and  his  contributions  during  this 
period  and  ever  since  have  been  of  such  considerable  magni- 
tude that  they  will  be  missed  by  each  and  every  member  of  the 
Society.  He  had  been  active  in  organized  medicine,  being 
county  delegate  for  ten  sessions,  chairman  of  the  scientific 
committee,  and  alternate  and  then  full  delegate  to  the 
American  Medical  Association  for  a total  of  seventeen  years. 

Dr.  Bedell  was  a pioneer  in  the  application  of  color  pho- 
tography to  study  the  eye  and  particularly  to  study  its  fun- 
dus. His  Atlas  is  still  considered  a classic  effort  in  ophthal- 
mology. 

ARTHUR  J.  BEDELL,  M.D.  ALFRED  A.  ANGRIST,  M.D. 
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Coronary  Artery 
Disease 


Correlation  of  laboratory  and  clinical 
manifestations 

WALTER  H.  HERBERT.  M.D. 

Valhalla.  New  York 

Assistant  Professor  of  Medicine,  New  York  Medical  College; 
and  Associate  Director,  Cardiopulmonary  Laboratory, 
Grasslands  Hospital 


The  advantages  of  angiographic  documentation 
of  CAD  (coronary  artery  disease)  have  been  well 
established.  Although  there  is  a concensus  that  a 
meticulous  history,  coupled  with  electrocardio- 
graphic monitoring  of  exercise  tolerance  tests,  will 
increase  the  clinician’s  diagnostic  yield  substan- 
tially,1,2 selective  coronary  visualization  is  ulti- 
mately required  for  definitive  diagnosis.  In  the 
catheterization  laboratory,  unexpected  CAD  is 
discovered  and  the  diagnosis  of  “normal  coronary 
vascular  tree”  is  made  on  patients  who  appeared 
clinically  to  have  the  stigmata  of  CAD.  Both 
such  unanticipated  findings  are  relatively  fre- 
quent.1'3-10 

We  have  noted  further  surprising  discrepancies 
within  the  group  of  patients  referred  for  coronary 
arteriographic  study.  Specifically,  patients  with 
severe  CAD  and  gross  ventricular  dysfunction 
manifested  noticeably  fewer  symptoms  when  com- 
pared with  those  patients  with  CAD  and  no,  or 
minor,  impairment  of  ventricular  function.  In 
addition,  there  appeared  to  be  an  inordinately 
high  incidence  of  hemodynamic  and/or  electrocar- 
diographic abnormalities  among  those  patients 
who  subsequently  proved  to  be  angiographically 
free  of  disease.11  We,  therefore,  undertook  this 
study  to  assess  the  incidence  and  significance  of 
these  findings. 

This  study  was  supported  by  a grant  from  the  Westchester 
Heart  Association. 


This  study  was  undertaken  to  analyze  two  unex- 
pected observations  made  during  the  assessment  of 
patients  for  CAD  (coronary  artery  disease).  First 
is  the  surprising  lack  of  symptoms  in  patients  con- 
sidered by  angiography  to  have  severe  CAD  and 
gross  ventricular  dysfunction  Second  is  the  find- 
ing, among  the  large  group  of  patients  with  angio- 
graphically “ normal ” vessels,  of  a high  incidence  of 
hemodynamic  and  electrocardiographic  abnormali- 
ties. Ninety-two  patients  underwent  selective  cor- 
onary arteriography  and  ventriculography  by  the 
Sones  technique.  Patients  were  divided  into  3 
groups  solely  on  the  basis  of  angiographic  findings. 
Group  1 had  a “ normal”  coronary  vascular  tree. 
Group  2 had  significant  coronary  artery  disease 
and  normal-to-moderate  impairment  of  ventricular 
function.  Group  3 had  coronary  disease  and  gross 
ventricular  dysfunction.  Although  Group  3 pa- 
tients had  more  vessels  diseased  than  Group  2 (P 
< 0.02),  a higher  left  ventricular  end-diastolic 
pressure  ( LVEDP , P < 0.005)  and  an  incidence  of 
myocardial  infarction  of  60  per  cent  versus  18  per 
cent  in  Group  2 (P  = 0.05  to  0.025)  and  8 per  cent 
in  Group  1 (P  < 0.005),  they  had  significantly  less 
angina  than  Group  2 (P  < 0.005)  and  no  discern- 
ible difference  when  compared  with  Group  1 (P  = 
0.25  to  0.1).  There  was  no  difference  between  the 
groups  as  to  hypertension,  congestive  heart  failure, 
dyspnea  on  exertion,  orthopnea,  or  digitalis  ad- 
ministration. Among  the  patients  with  “ normal' ’ 
coronary  arteries  (Group  1),  only  17  (47  per  cent) 
had  entirely  normal  electrocardiograms  and  45  per 
cent  manifested  abnormal  elevations  in  LVEDP. 
Group  1 differed  from  Group  2 in  age,  sex,  and  in- 
cidence of  myocardial  infarction  (P  = 0.05  to 
0.025).  Males  predominated  in  Group  2 by  6.2:1 
with  a mean  age  of  51.4  years.  Group  1 with  a 
mean  age  of  44.6  years  was  about  equally  divided 
between  the  sexes.  This  study  suggests  that  some 
patients  with  a “ normal ” coronary  tree  may  have 
either  an  early  or  a different  type  of  coronary  dis- 
ease. Those  patients  in  Group  3 with  significantly 
fewer  clinical  signs  may  have  either  far-advanced 
disease  or  a variant  form  of  the  progression  of 
CAD.  The  implications  of  each  are  discussed. 


Methods 

The  patients  comprising  this  study  were  re- 
ferred to  the  laboratory  for  coronary  arteriography 
over  a twelve-month  period;  patients  with  valvu- 
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lar  disease  and  those  with  incomplete  studies  were 
excluded.  The  referrals  were  made  because  of 
chest  pain  (both  typical  of  angina  and  otherwise), 
a history  of  myocardial  infarction,  congestive 
heart  failure,  or  a cardiac  silhouette  suggestive  of 
ventricular  aneurysm.  Ninety-two  patients,  66 
males  and  26  females  ranging  from  nineteen  to 
sixty-seven  years  of  age,  remained. 

All  patients  underwent  selective  coronary  arte- 
riography and  ventriculography  by  the  Sones 
technique  utilizing  a right  brachial  arteriotomy. 
All  were  premedicated  with  meperidine  hydro- 
chloride, 50  mg.,  and  secobarbital,  100  mg.  Ven- 
triculograms were  obtained  in  both  the  left  and 
right  oblique  projections;  the  right  and  left  coro- 
nary artery  opacifications  were  each  recorded  in 
four  projections.  LVEDP  (left  ventricular  endias- 
tolic  pressures)  were  referenced  to  a zero  level  5 
cm.  below  the  angle  of  Louis. 

The  92  patients  were  subdivided  into  3 groups 
on  the  basis  of  their  angiographic  findings  (Table 
I).  Group  1 (36  patients)  was  comprised  of  those 
patients  with  a “normal”  coronary  vascular  tree. 
Group  2 (36  patients)  and  Group  3 (20  patients) 
included  those  patients  with  distinctly  abnormal 
coronary  arteriographic  patterns;  the  latter  2 
groups  were  distinguished  by  the  character  of  ven- 
tricular function.  Those  assigned  to  Group  3 evi- 
denced severe  ventricular  dysfunction  with  gross 
dilatation  and  sluggish  dyskinetic  contractions. 
The  patients  in  Group  2 had  either  normal  con- 
tractions (16  patients),  1 plus  dysfunction  (13  pa- 
tients), or  2 plus  dysfunction  (7  patients). 

The  quantification  of  clinical  and  laboratory 
findings  was  determined  as  follows: 

History  of  hypertension:  If  present  for  at  least  two 
years. 

Angina  pectoris:  Anginal  complaints  were  graded 

on  a 0 to  4 plus  scale.  1 plus  means  occurring  one  to 
three  times  daily  with  no  significant  disability;  2 
plus  means  more  than  three  times  daily  and/or  pro- 
ducing a significant  limitation  of  daily  activities;  3 
plus  equals  frequent,  severe  with  slight  exertion,  and 
4 plus  means  intractable. 

CHF  (Congestive  heart  failure):  The  diagnosis  of 
congestive  heart  failure  was  based  on  the  clinical 
finding  at  the  time  of  admission  of  basilar  rales  and/ 
or  peripheral  edema  determined  to  be  of  cardiac  ori- 
gin. 

DOE  (Dyspnea  on  exertion):  Dyspnea  was  judged 
present  if  the  patient  reported  shortness  of  breath  on 
moderate  exertion.  Those  patients  with  the  inability 
to  climb  two  flights  at  a normal  rate  without  stop- 
ping or  experiencing  significant  respiratory  discom- 
fort were  considered  clinically  dyspneic. 

Orthopnea:  Orthopnea  was  assessed  either  in 

terms  of  paroxysmal  nocturnal  dyspnea  or  in  the 
number  of  pillows  required  for  respiratory  comfort. 

Digitalis:  Maintenance  on  digitalis  was  consid- 

ered chronic  if  therapy  had  been  instituted  at  least 
three  months  prior  to  the  study. 

Vessels  diseased:  The  three  coronary  arteries  rec- 
ognized in  studying  vessels  diseased  are  the  right, 
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TABLE  II.  Independent  t test  P values 


Cosiderations 

Groups 
I and  II 

Groups 
I and  III 

Groups 
II  and  III 

Age 

<0 . 005 

<0.005 

0 . 7 to  0 . 6 

Hematocrit 

0 . 2 to  0 . 1 

0.25  to  0.2 

0 . 9 to  0 . 8 

Saturation 

>0.9 

0 . 5 to  0 . 40 

0 . 5 to  0 . 4 

LVSP* 

0.1  to  0.05 

<0.05 

0.8  to  0.7 

LVEDP 

0.5  to  0.4 

0.005  to  .001 

<0.001 

Vessel  disease 

<0.02 

* Left  ventricular  systolic  pressure. 


the  anterior  descending,  and  the  circumflex.  A le- 
sion of  the  left  main  stem  is  considered  to  be  two- 
vessel  disease.  This  was  observed  in  only  1 patient 
in  Group  2. 

Ventricular  dysfunction:  Assessment  of  ventricu- 

lar dysfunction  ranged  from  normal  to  3 plus.  A 1 
plus  rating  was  assigned  to  ventricles  demonstrating 
some  slight  dilation  and/or  slight  impairment  of  con- 
traction as  visualized  angiographicallv.  A 2 plus 
designation  indicated  mild-to-moderate  impairment, 
and  3 plus  indicated  severe  dysfunction  with  gross 
dilation  and  sluggish  dyskinetic  contractions. 

Numeric  data  were  analyzed  by  the  independent  t 
test.  Yes-no  assessment  was  evaluated  by  the  2-by- 
2 contingency  table  for  nonparametric  data. 

Results: 

Age.  Group  1 patients  with  a mean  age  of  44.6 
years  were  significantly  younger  (P  < 0.005)  than 
those  patients  in  Group  2 (mean  age  51.4  years), 
and  Group  3 (mean  age  52.7  years).  The  ages  of 
Group  2 and  Group  3 patients  were  essentially  the 
same  (Tables  I and  II). 

Hematocrit  and  saturation.  There  were  no 
significant  differences  in  hematocrit  and  satura- 
tion parameters  among  the  three  groups  (Tables  I 
and  II). 

LVEDP.  Group  3 patients  demonstrated  sig- 
nificantly higher  levels  (mean  17.9  mm.  Hg,  P < 
0.005)  than  those  patients  in  either  Group  2 
(mean  11.1  mm.  Hg)  or  Group  1 (mean  12.1  mm. 
Hg)  (Tables  I and  II). 

Vessels  diseased.  Group  3 patients  had  an  av- 
erage of  2.5  vessels  diseased  as  compared  with  2 in 
Group  2 (P  < 0.02)  (Tables  I and  II). 

Electrocardiography  (Table  III).  In  Group  1 
(36  patients),  17  patients  (47  per  cent)  had  elec- 
trocardiographic tracings  interpreted  as  within 
normal  limits.  Three  patients  demonstrated 
transmural  myocardial  infarction.  Ten  tracings 
were  interpreted  as  displaying  ST-T  wave  abnor- 
malities. Two  patients  had  RBBB  (right  bundle 
branch  block)  and  one  had  LBBB  (left  bundle 
branch  block).  A diagnosis  of  LAHB  (left  anteri- 
or hemiblock)  was  made  in  1 patient  and  that  of 
LVH  (left  ventricular  hypertrophy)  in  2 others. 

In  Group  2 (36  patients),  12  patients  (33  per 
cent)  had  normal  electrocardiographic  findings. 
Ten  patients  demonstrated  transmural  myocar- 
dial infarction,  while  9 had  ST-T  wave  abnormali- 
ties. There  were  2 patients  with  LBBB,  and  1 


TABLE  III.  Electrocardiographic  findings  in  all  patients 


Considerations 

Groups 
Per  Cent 
2 

\ 

Totals 

1 

3 

Normal 

47 

33 

10 

34 

Infarction 

8 

27 

60 

28 

ST-T 

27 

25 

20 

25 

LBBB 

3 

6 

3 

RBBB 

6 

3 

5 

4 

LAHB 

3 

3 

2 

LVH 

6 

3 

4 

had  RBBB.  One  tracing  demonstrated  LAHB 
and  one  LVH. 

In  Group  3 (20  patients),  only  two  tracings  (10 
per  cent)  were  within  normal  limits.  Twelve  pa- 
tients had  transmural  infarction,  and  one  addi- 
tional tracing  was  read  as  suspected  anteroseptal 
infarction.  Four  patients  had  ST-T  wave 
changes.  One  patient  demonstrated  a RBBB  pat- 
tern as  the  sole  electrocardiographic  abnormality. 

Angina.  To  eliminate  much  of  the  atypical 
and  suspect  complaints  of  chest  pain,  the  inci- 
dence and  severity  of  anginal  pain  were  analyzed 
at  the  greater  than  1 plus  level.  This  revealed 
that  70  per  cent  of  the  patients  with  the  most  ad- 
vanced disease  (Group  3)  had  no  complaints. 
This  compared  with  the  78  per  cent  of  Group  2 
patients  with  angina  pectoris.  The  difference  was 
statistically  significant  (P  < 0.005).  Group  1 pa- 
tients, half  of  whom  had  anginal  complaints  ( > 
1 + ),  did  not  differ  significantly  from  those  in 
Group  3.  Groups  1 and  2 were  statistically  differ- 
ent (P  = 0.05  to  0.025)  (Tables  I and  IV). 

Myocardial  infarction.  Group  1 included  3 
patients  with  documented  or  electrocardiographic 
evidence  of  transmural  myocardial  infarction  (8 
per  cent).  Group  2 included  10  such  patients  (28 
per  cent),  and  12  transmural  myocardial  infarc- 
tion patients  were  found  in  Group  3 (60  per  cent) 
(Tables  I and  III).  Groups  1 and  3 are  signifi- 
cantly different  (P  < 0.005).  Groups  2 and  3 dif- 
fered (P  = 0.05  to  0.025)  as  did  Groups  1 and  2 (P 
= 0.05  to  0.025)  (Tables  I and  IV). 

Hypertension.  The  incidence  of  hypertension 
was  essentially  the  same  in  all  patient  groups  and 
ranged  from  20  to  30  per  cent  (Tables  I and  IV). 
Because  of  the  uniform  incidence  of  hypertension 
in  all  3 study  groups,  each  group  was  evaluated 
for  the  possible  effect  of  hypertension  on  the  vari- 
ous parameters  observed.  No  significant  relation- 
ships were  demonstrated  (data  not  shown). 

CHF,  DOE,  orthopnea,  and  digitalis.  There 
were  no  significant  differences  among  the  groups 
as  to  the  CHF,  DOE,  orthopnea,  and  digitalis  pa- 
rameters (Tables  I and  IV). 

Pertinent  comparisons  are  graphically  displayed 
in  Figure  1. 

Comment 

Our  initial  explanation  for  the  low  incidence  of 
anginal  complaints  in  Group  3 patients  was  that 


December  1 5,  1 973  / New  York  State  Journal  of  Medicine  2865 


S ffi 


TABLE  IV.  Nonparametric  contingency  test  P values 


Considerations 

I and  II 

I and  III 

II  and  III 

Angina 

0.05  to 
0.025 

0.25  to 
0.1 

<0 . 005 

Myocardial 

0.05  to 

<0.005 

0.05  to 

infarction 

0.025 

0.025 

Hypertension 

0 . 90  to 

0.95  to 

0.75  to 

0.75 

0.90 

0.50 

CHF 

0.75  to 
0.50 

= 1 

= 1 

DOE 

0.5  to 

0.9  to 

0.25  to 

0.25 

0.75 

0.10 

Orthopnea 

0.75  to 

0 . 50  to 

0 . 25  to 

0.50 

0.25 

0.10 

Digitalis 

0.90  to 

0.25  to 

0.25  to 

0.75 

0.10 

0.10 

such  patients  were  so  physically  limited  that  they 
rarely  exerted  sufficiently  to  evoke  ischemic  pain. 
This  was  not,  however,  consistent  with  the  pre- 
ceding analysis  which  demonstrated  no  significant 
difference  in  CHF,  DOE,  and  orthopnea  among 
the  groups.  Although  a higher  percentage  of  pa- 
tients in  Group  3 were  receiving  a maintenance 
dose  of  digitalis,  the  difference  in  the  incidence  of 
the  drug  use  between  Group  3 patients  and  those 
in  Groups  1 and  2 was  not  statistically  significant. 

Although  it  has  been  shown  that  angina  may  be 
present  with  single-vessel  disease,  a correlation 
has  been  described  between  the  duration  of  angi- 
na, the  multiple  sites  of  anginal  pain,  and  the  se- 
verity of  disease.1  On  the  basis  of  such  studies, 
one  would  have  anticipated  that  the  Group  3 pa- 
tients (2.5  vessels  diseased,  60  per  cent  with  docu- 
mented myocardial  infarction  and  severe  left  ven- 
tricular dysfunction)  would  present  the  highest  in- 
cidence of  anginal  complaints.  That  they  did  not 
do  so  is  surprising;  the  reason  for  this  discrepancy 
is  not  entirely  clear.  Do  the  Group  3 patients 
represent  a further  progression  in  the  manifesta- 
tions (or  lack  of  them)  of  CAD?  On  the  other 
hand,  do  they  simply  represent  a different  course 
of  CAD?  Certainly,  since  these  patients  are  so 
frequently  indistinguishable  clinically  from  those 
in  the  other  groups,  only  a long-term  survival 
study  will  resolve  this  question.  Such  an  analysis 
would  also  be  helpful  in  determining  the  efficacy 
of  aneurysmectomy.1--13  Currently,  it  would  seem 
warranted  to  reserve  myocardial  resectional  proce- 
dures for  those  patients  with  intractable  failure,14 
or  recurrent  embolization,  the  latter  reasonably 
related  to  left  ventricular  thrombi.  Since  there 
have  been  reports  of  the  use  of  ventricular  aneur- 
ysmectomy for  the  abolition  of  life-threatening 
dysrhythmias,15  this  further  indication  perhaps 
merits  consideration  as  well. 

Those  patients  without  arteriographic  evidence 
of  coronary  vascular  disease  (Group  1)  had  an  im- 
pressive incidence  of  LVEDP  elevation  (45  per 
cent)  as  well  as  electrocardiographic  abnormalities 
(53  per  cent).  Abnormal  elevations  in  LVEDP  in 


O 20 
a 


47% 


61% 


V///////A 

ll  f^*l 


5 2C> 


o- 

z 

Ui 

« 20 


75% 


80% 


89% 

89% 

vm/m 

W//SJSSA 

85% 

70% 


g 2<> 


92% 


72% 


m Ro*l 


FIGURE  1.  Comparisons  of  incidence  of  angina,  myo- 
cardial infarction  (myoc.  inf  ),  hypertension  (hyperten), 
congestive  heart  failure  (CHF),  dyspnea  on  exertion 
(DOE),  orthopnea,  and  digitalis  in  three  groups 


Group  3 patients  were  certainly  expected.  The 
fact  that  there  was  no  significant  difference  in 
LVEDP  between  Groups  1 and  2 (12.2  and  11.1 
mm.  Hg,  respectively)  was  surprising.  Certainly, 
we  expected  the  latter  group,  with  proved  CAD, 
to  manifest  significantly  higher  pressures  than  the 
“normals.”  Also,  the  mean  LVEDP  of  12.2  mm. 
Hg  (range  4 to  22  mm.  Hg)  in  Group  1 indicates 
that  almost  half  (45  per  cent)  of  these  patients 
had  abnormally  elevated  values  (>  12  mm.  Hg). 
This  was  unexpected  in  patients  demonstrated 
angiographically  to  be  free  of  CAD.  Are  the  “nor- 
mals” truly  normal?  Are  their  clinical  complaints 
and  hemodynamics  an  indication  of  disease  not 
yet  demonstrable  by  selective  coronary  arteriogra- 
phy? When  normal  arteriograms  are  obtained, 
one  tends  to  assign  these  patients’  symptoms  to  a 
psychosomatic  category.  Certainly  the  abnormal 
LVEDPs  cannot  be  so  ascribed,  nor  can  the  fact 
be  ignored  that  this  group  included  3 patients 
with  electrocardiographic  evidence  of  transmural 
infarction.  In  fact,  only  17  of  the  36  patients  in 
Group  1 had  electrocardiogram  findings  entirely 
within  normal  limits. 

The  age  and  sex  factors  are  of  interest  and  per- 
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haps  of  further  help  as  well.  The  malerfemale  ra- 
tios of  4 to  1 in  Group  3 and  6.2  to  1 in  Group  2 
are  wholly  consistent  with  previous  reports.16 
However,  the  almost  even  distribution  in  Group 

1 is  totally  inconsistent  with  the  concensus  as  to 
the  incidence  of  CAD  in  the  fourth  and  fifth  dec- 
ades. One  would  have  anticipated  a malerfemale 
ratio  of  12  to  l.16  Our  Group  1 patients  more 
closely  resemble  those  symptomatic,  younger,  pre- 
dominantly female  patients  with  angiographically 
normal  coronary  arteries  recently  described.5,6,8,10 

There  are  now  a number  of  reports  of  patients 
with  normal  arteriographic  patterns  who  prove  to 
be  lactate  producers  when  stressed  by  exercise  or 
pacing  in  the  catheterization  laboratory. 1,3,5 
Since  these  patients  were  referred  for  cardiac 
symptoms,  it  is  reasonably  assumed  that  the  lac- 
tate production  is  a reflection  of  an  inadequate 
myocardial  blood  flow,  and  it  is,  therefore,  con- 
cluded that  a form  of  CAD  not  demonstrable  an- 
giographically exists.  The  possibilities  of  meta- 
bolic disorders,  distribution  anormalities,  and 
“small-vessel”  disease  have  been  considered.3,5,7,9 
James,17  has  demonstrated  the  latter  but  felt  that 
such  “small-vessel”  involvement  was  relatively 
rare.9  Although  a number  of  Group  1 patients 
undoubtedly  belong  in  the  psychosomatic  cate- 
gory, some,  or  perhaps  even  many,  ultimately  will 
be  assigned  a diagnosis  of  myocardial  ischemia 
with  a “normal”  visualizable  coronary  vascular 
tree.  Since  most  laboratories  report  a high  inci- 
dence of  Group  1 type  patients,  an  appreciation  of 
the  high  incidence  of  the  hemodynamic  and  elec- 
trocardiographic abnormalities  within  this  group 
is  important.  Although  early  reports  have  sug- 
gested that  this  group  enjoys  a good  prognosis,5,10 
all  such  patients  should  undergo  exercise,  or  pref- 
erably pacing  stress,  to  determine  the  presence  of 
myocardial  lactate  production,  since  such  a tech- 
nique has  been  shown  to  increase  the  diagnostic 
yield.18  Since  the  combination  of  myocardial  in- 
farction and  normal  coronary  arteriography  is 
being  reported  with  increasing  frequency,  the  im- 
pression of  benignity  may  be  premature.19-22 

An  analysis  of  the  patients  presented  here  in 
terms  of  the  reasons  for  referral  reveals  the  fol- 
lowing: CHF,  DOE,  or  orthopnea  were  not  char- 

acteristic of  any  one  group,  although  one  would 
have  anticipated  a predominance  in  Group  3; 
myocardial  infarction  was  characteristic  of  Groups 

2 and  3 with  a significantly  higher  incidence  in 
the  latter  group;  anginal  complaints  (greater  than 
1 plus  as  previously  indicated)  were  most  frequent 
in  Group  2,  and  accounted  for  the  referral  of  a 
substantial  number  of  Group  1 patients  (“nor- 
mals”) as  well. 

The  reasons  for  the  referral  of  Group  3 patients 
were,  therefore,  a history  of  myocardial  infarction, 
an  increase  in  the  size  of  the  cardiac  silhouette, 
less  frequently  for  anginal  pain,  and  only  occa- 
sionally for  congestive  failure. 
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Dorsal  column  stimulation  for  the  amelioration 
of  pain  was  introduced  by  Shealy,  Mortimer,  and 
Hagfors.1  Our  use  of  DCS  (dorsal  column  stimu- 
lation) had  been  confined  to  this  area  until  1 of 
our  patients  who  had  intractable  back  pain  and 
M.S.  (multiple  sclerosis)  responded  to  DCS  not 
only  with  pain  relief,  but  also  with  striking  im- 
provement in  voluntary  motor  control  and  sensory 
appreciation.  After  prolonged  observation  of  this 
patient,  4 additional  patients  with  M.S.  in  whom 
pain  was  not  a complaint  were  subjected  to  DCS*. 
For  the  purpose  of  this  report,  our  observations 
were  terminated  on  March  1,  1973.  A report  of 
long-term  observations  on  these  and  other  pa- 
tients is  contemplated  for  the  future. 

Material  and  methods 

The  patients  selected  all  had  the  classical  clini- 
cal features  of  a relapsing,  remittent,  and  dissemi- 
nated neurologic  disturbance.  They  each  had 
been  examined  previously  and  the  diagnosis  of 
M.S.  had  been  made  by  2 or  more  neurologists, 
independent  of  our  institution.  The  disease  pro- 
cess ranged  induration  from  five  to  thirty-five 
years.  Three  females  and  2 males  ranged  in  age 

* DCS  equipment  by  Avery  Laboratories,  Inc.,  Farming 
dale,  New  York. 
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FIGURE  1.  (A)  Five  graphs  showing  correlation  of  4 

neurologic  dysfunctions  and  total  disability  with  and 
without  DCS  (dorsal  column  stimulation)  in  5 consecu- 
tive patients  with  multiple  sclerosis  by  Kurtzke2  scale 
Dysfunctions  or  disabilities  which  are  unchanged  re- 
main on  the  diagonal  line;  those  which  improve  are 
above  this  line,  and  those  which  worsen  fall  below  it 
Patient  duration  of  DCS  X = Case  1,  twenty-one 
months;  • = Case  2,  ten  months;  A = Case  3,  eight 
months;  + = Case  4,  1.5  months;  □ = Case  5,  M S 
history  of  1.5  months  (B)  EMG  photo  of  left  semi- 
membranous  muscle  in  voluntary  maximal  contraction 
(left)  with  DCS  for  fifteen  minutes  and  (right)  without 
DCS  for  two  hours  (Case  3). 


from  forty-three  to  fifty-five;  all  had  been  treated 
previously  with  physical  therapy  and  systemic  ste- 
roids. Their  total  disability  without  DCS  by  the 
Kurtzke2  scale  is  recorded  in  Figure  1.  Only  the 
first  patient  had  pain  as  a complaint. 

The  method  of  surgical  implantation  is  similar 
to  that  described  by  Shealy,  Mortimer,  and  Hag- 
fors1 and  Nashold  and  Friedman.3  Four  platinum 
electronic  contacts  embedded  in  silastic  mesh  are 
placed  in  the  subdural,  extra-arachnoid  space  over 
the  center  of  the  upper  thoracic  spinal  cord;  the 
bipolar  electrodes  are  energized  by  a radiofrequen- 
cy current.  This  current  is  delivered  by  an  exter- 
nal transmitter  attached  to  an  external  coupling 
antenna  placed  over  a subcutaneous  radioreceiver, 
which,  in  turn,  is  connected  to  the  electronic  con- 
tacts. The  pulse  width  is  200  milliseconds,  and 
the  usually  utilized  ranges  of  voltage  and  frequen- 
cy are,  respectively,  0.4  to  4 v.,  and  150  to  200 
hertzian  waves.  The  voltage  and  frequency  of  the 
miniaturized  battery-powered  transmitter  are  reg- 
ulated by  the  patient  according  to  his  tolerance  to 
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the  paresthesias  engendered  in  the  trunk  and 
lower  extremities.  Various  assembly  systems 
have  been  employed  and  are  still  under  modifica- 
tion. Stimulation  is  begun  approximately  ten 
days  postoperatively  and,  thereafter,  appropriate 
physical  therapy  is  instituted.  Comparative  eval- 
uations were  made  pre-  and  postoperatively  and 
with  and  without  DCS.  The  parameters  em- 
ployed included  neurologic  examinations,  elec- 
tromyography, cystometrograms,  thermography, 
and  cine  studies.  Only  data  relative  to  the  first 
two  items  are  reported  here. 

Case  reports 

Case  1.  A fifty-five-year-old  womn  with  a thirty- 
five-year-old  history  of  M.S.  had  had  twenty-one 
months  of  chronic  dorsal  column  stimulation. 

Pyramidal  dysfunction.  Without  DCS,  there  was  se- 
vere paraparesis  involving  movement  at  the  hip  and 
knee  to  the  extent  that  there  was  an  inability  to  lift  the 
left  leg  from  the  bed  while  supine.  The  abdominal  cu- 
taneous reflexes  were  absent,  and  mild  hyperreflexia  in 
the  lower  limbs  existed.  With  DCS,  there  was  a full 
range  of  volitional  movement  of  nearly  normal  strength 
at  the  hips  and  knees.  The  electromyogram  findings 
in  the  lower-limb  muscles  showed  a marked  increase  in 
frequency  and  amplitude,  with  an  almost  complete  in- 
terference pattern  of  motor  units  with  DCS-aided  max- 
imal voluntary  contractions. 

Cerebellar  dysfunction.  Without  DCS,  there  was  in- 
tention tremor,  dysmetria,  and  dysdiadochokinesis  in 
both  upper  extremities.  Grooming,  dressing,  and  cut- 
ting food  were  difficult.  There  was  mild  truncal  and 
lower-limb  ataxia  as  indicated  by  difficulty  in  sitting 
up  in  bed  and  a tendency  to  fall  when  standing.  With 
DCS,  ataxia  disappeared  and  there  was  no  longer  any 
difficulty  with  grooming,  dressing,  and  similar  daily 
activities. 

Brain-stem  dysfunction.  Without  DCS,  there  was 
moderately  dysarthric  and  scanning  speech,  a deep  and 
somewhat  rasping  voice,  and  a problem  swallowing 
meat  if  it  was  not  cut  fine.  With  DCS,  her  dysarthria 
cleared  and  swallowing  was  easy. 

Sensory  dysfunction.  Without  DCS,  there  was  mild 
impairment  of  graphesthesia  in  both  palms,  stereoan- 
esthesia for  object  and  texture  identification  in  the  left 
hand,  moderate  decrease  of  left  great-toe  position 
sense,  hypalgesia  of  both  feet  and  right  lower  leg  below 
the  knee,  and  hyperalgesia  of  both  plantar  surfaces. 
With  DCS,  graphesthesia,  joint  position,  touch,  and 
pain  perception  became  normal;  hyperalgesia  persisted 
on  the  soles  of  the  feet.  For  two-and-one-half  years 
prior  to  DCS  her  condition  was  such  that  on  her  good 
days  she  could  ambulate  with  a cane  or  crutches  about 
a dozen  feet  from  her  bed  or  wheelchair.  With  chronic 
dorsal  column  stimulation,  she  could  drive  her  car, 
walk,  swim,  and  even  complete  a tour  of  Europe  that 
summer  with  DCS  as  her  only  aid. 

Case  2.  This  forty-four-year-old  cachectic  male  with 
an  eighteen-year  history  of  M.S.  had  ten  months  of 
chronic  DCS. 

Pyramidal  dysfunction.  Without  DCS,  there  was  se- 
vere paraparesis  in  flexion;  movement  was  limited  to  a 
slight  flexion  of  the  right  hip  and  a slight  extension  of 
the  left  knee,  and  there  was  mild  weakness  of  flexion 


Five  consecutive  patients  with  severe  neurologic 
dysfunction  associated  with  MS  ( multiple  sclero- 
sis) have  had  thoracic  spinal  cord,  ( dorsal  column 
stimulation)  DCS  chronically  for  periods  ranging 
from  1.5  to  twenty-one  months.  Unlike  previous 
applications  of  DCS,  the  primary  purpose  for  this 
procedure  has  not  been  the  relief  of  pain.  All  pa- 
tients were  evaluated  with  and  without  DCS  by 
the  Kurtzke  scale  of  dysfunction.  The  principal 
features  modified  by  chronic  stimulation  over  the 
dorsum  of  the  thoracic  spinal  cord  were:  (1)  Im- 

provement in  spasticity  of  a limb.  (2)  Progressive 
improvement  in  synergy  in  parts  not  paralyzed. 
(3)  Return  of  voluntary  motor  control  in  parts 
previously  without  control  by  the  will.  (4)  Lower- 
ing of  thresholds  for  various  conventional  types  of 
sensory  stimuli.  These  changes  can  be  reversed  by 
withdrawal  of  stimulation  and  can  be  reinstituted 
with  the  return  of  appropriate  levels  of  stimula- 
tion. The  problems  of  patient  selection  and  in- 
dices of  stimulation  still  exist.  The  long-term  ef- 
fect on  the  natural  history  of  the  disease  is  un- 
known. 


and  extension  at  both  elbows  and  hand  grips.  There 
was  generalized  hyperreflexia,  bilateral  ankle  clonus, 
and  Babinski  signs,  and  frequent  severe  spasticity  of 
thigh  adductors  and  knee  flexors;  he  was  restricted  to  a 
wheelchair.  With  DCS,  the  strength  and  synergy  of 
the  hand  grip  improved,  and  an  EMG  (electromyo- 
gram) of  the  first  dorsal  interossei  of  both  hands  shows 
increased  frequency  and  amplitude  of  motor-unit  firing 
with  maximal  contraction,  compared  with  the  same 
situation  without  DCS.  He  took  four  steps  in  the  par- 
allel bars,  but  otherwise  the  overall  change  in  this  area 
was  negligible. 

Cerebellar  dysfunction.  W'ithout  DCS,  the  upper 
extremities  and  trunk  were  markedly  ataxic,  with  a 
need  for  assistance  with  feeding  and  cutting  of  food. 
With  DCS,  the  ataxia  lessened;  he  was  able  to  assume 
his  own  feeding  more  fully  and  could  balance  on  paral- 
lel bars  more  easily. 

Brain-stem  dysfunction.  Without  DCS,  there  was 
moderately  dysarthric  and  scanning  speech  in  a weak 
nasal-type  voice.  He  occasionally  gagged  on  liquids 
and  had  mild  first-degree  horizontal  nystagmus.  With 
DCS,  there  was  improved  clarity  in  speech  and  a de- 
crease in  the  scanning,  but  no  change  in  the  nystag- 
mus. 

Sensory  dysfunction.  Without  DCS,  there  was  a 
mild  disturbance  of  vibration  and  graphesthesia  in  the 
upper  extremities.  With  DCS,  this  symptom  was  un- 
affected. 

Case  3.  This  forty-three-year-old  man  with  an  ele- 
ven-year history  of  M.S.  had  had  DCS  for  eight 
months. 

Pyramidal  dysfunction.  Without  DCS,  there  was  se- 
vere paraparesis  marked  in  hip  flexors,  extensors,  and 
abductors  and  in  knee  flexors,  especially  on  the  right. 
There  was  bilateral  hyperreflexia,  Babinski  signs, 
ankle  clonus,  and  knee  extensor  spasticity.  He  had 
been  confined  to  a wheelchair,  except  for  a few  steps  to 
transfer  to  a bed  or  commode  and  back,  for  the  three 
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years  prior  to  DCS.  With  DCS,  voluntary  motor  power 
in  all  the  muscle  groups  described  increased  greatly, 
and  the  spasticity  almost  disappeared.  He  could  am- 
bulate without  crutches  and  with  minimal  reference 
support  from  a companion  and,  with  a few  pauses 
could  go  several  hundred  feet. 

Cerebellar  dysfunction.  Without  DCS,  there  was  se- 
vere ataxia  of  the  trunk  with  the  body  bent  over  at  the 
waist  to  a 45-degree  angle  when  standing.  There  was 
moderate  ataxia  of  all  limbs,  worse  in  the  lower  and 
more  on  the  left  than  the  right.  Dressing,  eating, 
smoking,  and  grooming  were  almost  impossible.  With 
DCS,  truncal  ataxia  improved  so  that  he  could  stand 
almost  completely  erect  and  walk  with  much  greater 
stability  and  synergy.  His  hands  were  more  coordinat- 
ed in  both  formal  testing  and  in  daily  life  activities  and 
he  now  brushed  his  teeth  with  one  hand  instead  of  with 
two. 

Brain-stem  dysfunction.  Without  DCS,  there  was 
internuclear  ophthalmoplegia  with  first-degree  bilateral 
horizontal  nystagmus,  vertical  nystagmus  on  upward 
gaze,  mild  right -facial  palsy,  and  moderately  dysarthric 
speech.  With  DCS,  only  the  dysarthria  was  improved. 

Sensory  dysfunction.  Without  DCS,  there  was  an 
absence  of  vibratory  sensation  below  the  second  lumbar 
vertebra,  mild  graphesthesia  in  both  hands,  total  stere- 
oanesthesia of  the  left  hand,  grossly  impaired  joint 
sense  in  both  lower  limbs,  particularly  the  right,  and 
hypalgesia  from  the  lower  costal  margin  to  the  feet. 
With  DCS,  there  was  a decrease  in  threshold  to  pin- 
prick over  the  lower  trunk  and  lower  extremities,  the 
joint  sense  became  almost  normal,  and  two-point  dis- 
crimination was  greatly  improved  over  the  dorsum  of 
both  feet,  the  left  hand  dorsum,  and  the  index  finger 
volar  tip,  although  stereoanesthesia  of  the  left  hand 
was  unaltered. 

Case  4.  This  forty-seven-year-old  woman  with  a 
five-year  history  of  M.S.  had  had  one  and  one-half 
months  of  DCS. 

Pyramidal  dysfunction.  Without  DCS,  there  was 
paralysis  of  the  right  lower  extremity  from  the  hip 
down;  the  right  wrist  and  finger  extensors  were  para- 
lyzed while  the  flexors  were  weak.  The  movements  at 
the  right  elbow  were  very  weak  in  flexion  and  exten- 
sion, and  the  shoulder  range  of  motion  was  limited  to 
20  to  60  degrees  of  adduction  and  abduction.  There 
was  marked  hypertonicity  of  the  right  shoulder  abduc- 
tors and  adductors,  elbow  extensors,  wrist  flexors,  hip 
adductors,  knee  flexors  and  extensors,  and  ankle  plan- 
tar flexors.  There  was  mild  weakness  of  the  left  elbow 
extension  and  hand  grip  and  a mild  hvpertonicity  of 
the  left  elbow  extensors,  hip  adductors,  and  knee  flex- 
ors. Cutaneous  abdominal  reflexes  were  absent,  and 
Babinski  signs  were  present  bilaterally.  With  assis- 
tance she  was  able  to  stand  from  her  wheelchair  and 
make  a few  small  shuffling  steps  with  the  left  leg. 
With  DCS,  the  previously  paralyzed  leg  displayed  a 
marked  change;  the  right  lower  extremity  could  be 
brought  voluntarily  through  a full  range  of  flexion  and 
raised  when  extended  45  cm.  from  the  table.  The  pre- 
viously paralyzed  right  knee  could  be  fully  extended 
voluntarily  with  fair  power;  the  right  knee  flexors  re- 
mained paralyzed.  Voluntary  right-ankle  plantar 
movement  was  restored  with  good  power,  but  the  right 
ankle  dorsiflexion  remained  absent.  The  right  wrist 
and  finger  extensor  movements  improved  considerably 


in  power.  Hvpertonicity  was  markedly  reduced  in  the 
right  wrist  flexor,  and  was  abolished  in  the  left  limbs 
except  for  a mild  remnant  in  the  left  knee  extensor. 
Babinski  signs  were  unaltered.  She  could  now  ambu- 
late in  a walker  about  10  feet  at  a time. 

Cerebellar  dysfunction.  Without  DCS,  there  was 
moderately  severe  ataxia  in  the  right  upper  extremity 
and  mild  ataxia  of  the  left  upper  and  lower  extremi- 
ties; dressing  and  eating  were  difficult.  With  DCS, 
limb  ataxia  on  both  sides  was  abolished,  resulting  in 
marked  improvement  in  the  performance  of  daily  ac- 
tivities utilizing  the  hands. 

Brain-stem  dysfunction.  Without  DCS,  although 
diplopia  and  an  inwardly  turned  left  eye  had  been  part 
of  her  early  history,  she  had  normal  speech  and  cranial 
nerves  at  the  time  of  admission,  which  was  not 
changed  by  DCS. 

Sensory  dysfunction.  Without  DCS,  there  was  mild 
hypesthesia  over  the  right  foot  and  lower  leg,  dimin- 
ished vibratory  sensation  in  both  lower  extremities, 
and  severe  impairment  of  two-point  discrimination 
over  the  dorsum  of  both  hands.  With  DCS,  the  hypes- 
thesia disappeared  and  two-point  discrimination  be- 
came normal  in  the  hands,  although  vibration  sense 
was  not  improved.  Previous  to  DCS  she  was  unaware 
of  the  sensation  of  a full  bladder  and  was  incontinent. 
With  DCS,  she  was  aware  of  a full  bladder  and  had 
not  been  incontinent,  although  there  was  urgency. 

Case  5.  This  forty-six-year-old  woman  with  a 
twenty-five-year  history  of  M.S.  had  had  DCS  for  one 
and  a half  months. 

Pyramidal  dysfunction.  Without  DCS,  there  was 
paralysis  of  the  right  lower  extremity,  except  for  a min- 
imal flexor  movement  of  the  right  knee,  and  the  left  leg 
was  moderately  paretic.  In  the  left  foot  there  was 
complete  absence  of  dorsiflexion  at  the  ankle  and  only 
minimal  movement  of  the  toes.  She  was  able  to  stand 
up  from  her  wheelchair  with  human  assistance  but  was 
unable  to  walk  away  from  her  chair  even  with  assis- 
tance. There  was  hyperactivity  of  knee  jerks,  bilateral 
Babinski  signs,  and  ankle  clonus,  extreme  marked 
spasticity  of  the  right  knee  extensor,  and  slight  spas- 
ticity of  the  left  knee  extensor.  With  DCS,  there  was  a 
return  of  a full  range  of  motion  at  the  right  knee  with 
moderate  power,  although  flexion  was  less  improved 
than  extension;  there  was  also  a return  of  movement  to 
the  right  ankle,  albeit  of  only  poor-to-fair  power. 
Dorsiflexion  movement  at  the  left  ankle  was  done 
with  fair  power  and  the  toes  moved  well;  the  right  hip 
flexors  were  beginning  to  return  and  the  previous  spas- 
ticity of  the  right  knee  extensor  was  almost  gone. 
Spasticity  was  totally  abolished  in  the  left  knee  ex- 
tensors. Clonus  disappeared  in  the  left  foot  and  was 
reduced  to  1 to  2 beats  of  unsustained  clonus  in  the 
right  foot;  bilateral  Babinski  signs  persisted.  She 
could  walk  about  10  feet  with  a walker. 

Cerebellar  dysfunction.  Without  DCS,  both  upper 
extremities  were  moderately  ataxic,  the  right  worse 
than  the  left,  and  the  left  leg  was  mildly  ataxic;  she 
had  difficulty  buttoning  clothes,  picking  up  objects, 
and  cutting  food.  With  DCS,  the  ataxia  of  the  left 
upper  extremity  became  minimal  to  absent,  and  in  the 
right  upper  extremity  was  reduced  to  a mild  state. 
She  could  cut  her  food,  button  her  clothes,  and,  in 
general,  perform  fine  hand-coordination  movements 
much  more  easily. 
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Brain-stem  dysfunction.  Without  DCS,  there  was 
no  dysarthria  on  admission,  despite  a previous  history. 
With  DCS,  a mild  voice  weakness  showed  improve- 
ment. 

Sensory  dysfunction.  Without  DCS,  a mild  distur- 
bance of  graphesthesia  was  present  in  the  left  palm,  as 
well  as  impaired  joint-position  sense  bilaterally  in  the 
thumbs  and  toes,  moderate  stereohypesthesia  of  the 
left  hand  for  texture  and  object  identification,  and 
mild  hypalgesia  to  pin  prick  over  the  left  foot  dorsum. 
With  DCS,  hypalgesia  of  the  left  foot  disappeared,  and 
there  was  a return  of  stereoesthesia  in  the  left  hand. 

Results 

The  Kurtzke2  scale  has  been  used  to  categorize 
neurologic  changes  (Fig.  1A).  The  terms  pyram- 
idal, cerebellar,  and  brain  stem  have  been  em- 
ployed so  as  to  be  compatible  with  this  type  of 
grading. 

This  does  not  necessarily  refer  to  any  basic 
pathophysiologic  mechanism. 

Pyramidal  dysfunction  was  less  in  4 patients, 
cerebellar  dysfunction  in  5 patients,  brain-stem 
dysfunction  in  2 patients,  sensory  dysfunction  in  3 
patients,  and  total  disability  was  decreased  in  4 
patients.  The  neurologic  dysfunction  improves  at 
varying  rates  from  the  onset  of  stimulation.  In 
general,  in  the  early  postoperative  stage  of  stimu- 
lation, the  pattern  seems  to  start  with  an  immedi- 
ate awareness  of  the  presence  of  stimulation 
through  its  evoked  paresthesia  in  the  lower  limbs. 
Subsequently,  the  patients  unanimously  report 
that  the  feelings  of  “coldness”  and  a “deadness” 
or  “heaviness”  in  the  legs  are  replaced  by 
“warmth”  and  a “lightness”  or  “liveliness.” 
Thereafter,  objective  sensory  and  motor  improve- 
ments may  become  clinically  evident.  Ultimate- 
ly, a plateau  of  maximum  improvement  for  that 
stage,  including  cerebellar  and  brain-stem  func- 
tion, is  reached.  After  discontinuation  of  DCS, 
the  residual  effects  last  for  several  hours.  At  later 
stages,  after  months  of  chronic  DCS,  the  plateau 
of  improvement  is  progressively  higher  and  is 
reached  sooner  after  reinstitution  of  DCS.  At 
these  later  stages,  after  withdrawing  DCS,  the  re- 
sidual effects  last  several  days  before  the  neuro- 
logic status  reverses  to  its  worst  level.  This  “ex- 
acerbation” remains  until  it  is  reversed  within 
hours  of  resuming  DCS,  the  reversal  beginning 
within  ten  minutes.  All  patients  report  feeling 
less  fatigue,  more  endurance,  and  generally  more 
strength  and  energy  during  DCS.  The  EMG  of 
voluntarily  maximally  contracted  muscles  is  in- 
creased in  amplitude  and  frequency  by  DCS  (Fig. 
IB).  Two  patients  required  revisions  of  the  sub- 
cutaneous receiver  site.  In  Case  1,  this  was  due 
to  a weight  gain  by  the  patient,  causing  the  thick- 
ened pannus  to  increase  the  distance  between  the 
antenna  and  subcutaneous  receiver.  In  Case  2, 
there  was  a wound  separation  which  healed  after 
the  receiver  was  displaced  farther  from  the  inci- 
sion site.  Case  5 had  great  difficulty  psychologi- 


cally in  adjusting  to  the  treatment  program  and 
subsequently  discontinued  it. 

Comment 

A review  of  the  literature  involving  the  use  of 
electrical  stimulation  in  paralyzed  muscles  dis- 
closed that,  although  no  one  reports  the  use  of 
chronic  spinal-cord  stimulation,  approaches  have 
been  made  in  that  direction. 

Duchenne4  was  one  of  the  first  to  use  electrical 
stimulation  directly  over  muscles  and  nerves.  He 
observed  a regression  of  atrophy  and,  in  some  in- 
stances, recorded  a return  of  function  after  pro- 
longed stimulation  intermittently  over  many 
years.  Liberson,  et  al.5  reported  the  use  of  stimu- 
lation of  the  peroneal  nerve  in  hemiplegic  patients 
as  an  aid  in  walking.  Vodovnik,  et  al.6  also  re- 
ported similar  experiences  and  initiated  the  con- 
cept of  functional  electrical  stimulation  (FES). 
The  latter  was  applied  to  both  the  afferent  and 
efferent  systems  peripherally.  Afferent  stimula- 
tion was  employed  with  the  concept  of  using  spi- 
nal reflex  arcs  to  achieve  plasticity  of  motion.7 
Hagbarth  and  Eklund8  recorded  the  return  of 
voluntary  motor  power  to  extensors  of  the  toes  in 
patients  paralyzed  with  cervical  cord  lesions  fol- 
lowing vibratory  stimulus  to  the  tendons  of  the 
toe  extensors.  The  return  of  voluntary  motor 
power  could  be  cycled  with  the  stimulus;  it  was 
felt  that  this  was  because  of  the  activation  of 
muscle  spindles.  The  sensation  of  “lightness”  as 
reported  by  our  patients  has  been  mentioned  in 
another  context  by  Granit9  “as  the  natural  inter- 
pretation of  unsolicited  contraction  of  limb  flexion 
caused  by  hyperexcitability  somewhere  in  the 
path  to  the  muscles.” 

Although  the  term  “dorsal  column  stimulation” 
has  been  used,  this  is  more  by  convention,  in 
terms  of  designating  the  placement  of  electronic 
contacts,  than  by  suggesting  that  this  is  the  sole 
area  affected  by  electrical  stimulation.  The  prin- 
cipal features  modified  by  chronic  dorsal  column 
stimulation  have  been:  (1)  Improvement  in  spas- 

ticity of  a limb,  extension  of  lower  and  flexion  of 
upper.  (2)  Progressive  improvement  in  synergy  of 
movement  of  parts  not  paralyzed,  including  mech- 
anisms for  articulating  speech.  (3)  Return  of  vol- 
untary motor  control  in  parts  previously  without 
such  control.  (4)  Lowering  of  the  threshold  for 
various  types  of  sensory  stimuli  below  the  level  of 
stimulation.  The  very  prominent  feature  of  the 
return  of  synergy  is  an  early  response  and  affects 
trunk  and  limb  muscles  so  that  sitting  and  stand- 
ing are  facilitated.  Detailed  observations  in  prog- 
ress now  suggest  the  modification  of  reciprocal  in- 
nervation, lengthening  reaction,  and  alpha  and 
gamma  bias.  However,  our  data  are  isufficient  at 
present  to  document  this  further. 

It  is  apparent,  however,  that,  incident  to  DCS, 
the  suprasegmental  and  segmental  influences  act- 
ing on  the  lower  motor  neuron  cell  pool  are  modi- 
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fied.  The  simultaneous  occurrence  of  change  in 
spasticity  and  voluntary  motor  function,  with  the 
return  of  so-called  cerebellar  modulation,  suggests 
a widespread  pathophysiologic  change.  This  may 
be  incidental  to  a change  in  transmission  through 
long-fiber  pathways  as  well  as  through  the  short 
relays  in  the  central  grey  columns.  Increased  an- 
terior horn  excitability  may  indeed  contribute  sig- 
nificantly to  further  afferent  input  by  virtue  of 
muscle  contraction  and  in  spindle  discharge. 
These  phenomena  are  related  directly  to  factors 
of  frequency,  pulse  width,  and  voltage  of  electrical 
input. 

In  the  future,  more  appropriate  parameters  of 
stimulation  and  their  cycling  have  to  be  deter- 
mined; variation  in  deliverance  of  power  and  fre- 
quency undoubtedly  can  have  significant  effects. 
At  present,  we  know  only  that  optimum  stimula- 
tion is  being  delivered  by  clinical  observation  of 
functional  changes.  Indeed  it  is  possible  that  the 
proper  type  of  stimulation  is  not  being  delivered 
at  the  same  level  constantly  and  on  a level  appro- 
priate for  our  purpose.  With  fixed  frequency  and 
pulse  width,  modification  of  voltage  input  drasti- 
cally affects  function.  For  example,  in  a limb 
with  marked  intention  tremor,  voltage  can  be  ad- 
justed so  that  tremor  practically  disappears.  If 
the  voltage  is  lowered  or  increased,  marked  and 
startling  exaggeration  of  intention  tremor  and 
ataxia  appear.  This  is  brought  under  control 
gradually  by  regulation  of  the  power  input.  How- 
ever, the  precise  indices  of  stimulation  for  each 
patient  are  not  the  same,  and  the  problem  of  the 
selection  of  patients  remains  unresolved.  At  pres- 
ent, there  is  every  indication  that  as  in  Case  2,  if 
there  is  bilateral  spastic  paralysis  of  the  lower 
limbs,  functional  recovery  in  this  area  will  not 
occur.  If  spastic  paralysis  is  unilateral,  the  situa- 
tion is  different.  The  presence  or  absence  of  sen- 
sory dysfunction  in  this  type  of  extremity  does  not 
seem  to  be  a deciding  issue. 

Finally,  the  general  effects  of  electrical  input  to 
the  central  nervous  system  are  difficult  to  delin- 
eate precisely.  With  stimulation  of  the  spinal 
cord,  the  total  attitude  and  appearance  of  the  pa- 
tients change  with  or  without  stimulation.  The 
drawn  “pinched”  facies  disappears,  and  the  with- 
drawal of  stimulation  induces  generalized  feelings 
of  fatigue,  weakness,  and  apathy  which  are  clearly 
evident  clinically.  Many  of  these  features  are  not 
maximum  at  the  moment  of  withdrawal  of  stimu- 
lation but  accrue  over  a short  period  of  time.  Al- 
though these  features  are  not  capable  of  quantita- 
tive formulation  at  present,  they  do  represent  ob- 
jective observations  and  are  not  the  result  of  testi- 
monial statements  by  patients  or  family  which  in 
many  instances  we  have  found  to  be  unreliable. 


Up  to  the  present  time,  an  exacerbation  unre- 
lated to  the  withdrawal  of  stimulation  has  not 
been  observed.  Certainly  any  statement  regarding 
the  effect  of  this  type  of  procedure  on  the  disease 
itself  and  its  natural  history  cannot  now  be  made. 
It  would  seem,  however,  that  with  the  passage  of 
time  in  some  patients  we  should  begin  to  see  the 
appearance  of  exacerbations  of  signs  not  previous- 
ly present  or  indeed  present  before,  even  if  stimu- 
lation is  optimum.  At  present,  any  changes 
which  have  supervened  have  been  related  to  pa- 
rameters of  stimulation.  Obviously,  further  long- 
term observation  in  this  regard  is  mandatory. 

Conclusion 

Chronic  DCS  produces  a significant  modifica- 
tion of  abnormal  neurologic  signs  and  dysfunction 
in  patients  with  M.S.  The  results  warrant  further 
pursuit  of  this  type  of  procedure,  with  particular 
regard  to  patient  selection  and  to  refinement  of 
the  electronics  involved.  The  elucidation  of  the 
pathophysiology  involved  seemingly  will  disclose 
new  concepts  of  function  and  dysfunction  in  the 
nervous  system. 
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Exploration  of  space  has  led  to  the  development 
of  an  advanced  and  sophisticated  technology  for 
the  support  of  human  beings  in  most  hostile  envi- 
ronments. It  is  superfluous  to  say  that  this  tech- 
nology has  been  eminently  successful  in  its  origi- 
nal purpose.  It  has  been  proposed  that  inasmuch 
as  we  can  get  a man  to  the  moon,  support  him 
there,  and  get  him  safely  back  to  earth  by  appli- 
cation of  this  technology,  it  should  be  possible  to 
borrow  its  “know-how”  for  the  benefit  of  the 
handicapped.  While  this  proposition  seems  plau- 
sible, unfortunately  its  pursuit  has  not  yielded 
any  notable  number  of  patient-acceptable  sys- 
tems. The  explanation  for  this  appears  to  be  that 
engineers  and  scientists  are  only  beginning  to  di- 
rect their  attentions  to  this  task  in  a realistic  way. 
Until  very  recently  they  have  only  been  attempt- 
ing to  adapt  instrumentation  developed  for  an  en- 
tirely different  purpose  to  the  most  difficult  appli- 
cation of  all,  namely,  the  human  body.  To  their 
great  dismay  they  have  discovered  that  the 
human  body  does  not  easily  lend  itself  to  retrofit. 
In  all  fairness  to  the  engineers,  and  despite  the 
fact  that  a vast  aerospace  technology  has  been  de- 
veloped during  the  last  decade,  they  will  not  suc- 
ceed if  left  to  work  alone.  They  will  only  succeed 
if  they  are  teamed  with  physicians,  physiologists, 
and  other  life-science  professionals,  and  the  com- 
bined disciplines,  acting  in  concert,  are  brought  to 
bear  directly  and  efficiently  on  the  problems  of 
the  handicapped. 

Presented  at  the  166th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on 
Space  Medicine,  February  13,  1972. 

* By  invitation. 


I would  like  to  describe  certain  spin-offs  from 
space  technology  which  indicate  that,  given  prop- 
er direction  and  support,  the  next  decade  may  see 
very  substantial  advances  in  the  development  of 
aids  for  the  handicapped  which  will  reduce  disa- 
bility significantly.  I will  omit  such  sophisticated 
developments  as  electrically  driven  prosthetic 
arms  controlled  by  electrical  potentials  originating 
in  the  stump  and  other  devices  which  are  de- 
scribed in  the  professional  journals  each  month.  I 
would  like,  instead,  to  describe  a few  ideas  which 
stem  from  space  technology  and  which,  if  properly 
interfaced  with  the  body,  may  result  in  practical 
aids  for  the  severely  handicapped. 

Control  systems 

A novel  control  system  originally  designed  to 
provide  attitude  control  for  a plane  or  space  vehi- 
cle by  means  of  appropriate  body  movements  of 
the  pilot  may  serve  as  a control  system  for  a new 
generation  of  battery-powered  wheel  chairs  for 
paraplegic  patients.  The  idea  for  the  original  de- 
velopment was  to  provide  a control  system  which 
would  leave  the  pilot’s  hands  free  for  other  flight 
operations.  The  result  is  a control  system  which 
operates  entirely  from  movements  of  the  trunk. 
Figure  1 shows  a very  crude  mock-up  of  the  con- 
trol system  applied  to  a buggy  which,  with  a little 
imagination  on  the  part  of  the  viewer,  might  be  a 
battery-powered  wheel  chair.  Not  very  discern- 
ible is  a control  stick  with  an  extension  to  the  oc- 
cupant’s armpit.  There  is  an  identical  control 
stick  on  each  side.  The  sticks  are  visible  more 
clearly  in  the  front  view  (Fig.  IB).  In  Figure  IB 
you  will  also  see  that  the  control  sticks  do  not  in- 
terfere with  the  occupant’s  freedom  to  use  his 
hands.  Control  of  the  chair  is  accomplished  by 
tilting  the  trunk  forward  or  backward  or  twisting 
to  the  right  or  to  the  left  (Fig.  1C).  When  the  oc- 
cupant tilts  his  body  forward,  the  buggy  goes  for- 
ward. When  he  tilts  his  body  backward,  the 
buggy  moves  to  the  rear.  When  he  twists  the 
trunk  of  his  body  to  the  right,  the  buggy  will  be 
steered  to  the  right.  Twisting  to  the  left  results 
in  steering  to  the  left. 

Preliminary  estimates  bv  the  developer  of  the 
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FIGURE  1.  Control  system  applied  to  buggy  (A)  Front  view  (B)  Side  view  (C)  Movement  of  trunk  to  control 
chair  (Courtesy  of  Grumman  Corporation,  Bethpage,  New  York). 


system  indicate  that  it  can  be  incorporated  into  a 
motorized  wheel  chair  no  larger  than  a standard 
motorized  chair  and  at  a cost  that  would  compare 
favorably  with  that  of  a standard  motorized  chair. 

Another  device,  which  was  originally  developed 
for  control  functions  under  extraordinary  condi- 


FIGURE  2.  Sight  switch  mounted  on  standard  eye 
glass  frame. 


tions  of  acceleration,  such  as  might  be  experi- 
enced by  an  astronaut  during  blast-off,  may  also 
be  applied  for  the  control  of  therapeutic  equip- 
ment by  quadriplegic  patients  or  multiple  am- 
putees. The  original  idea  of  the  development  was 
to  provide  a control  which  could  be  utilized  by  the 
astronaut  in  the  event  that  his  hands  and  feet 
were  immobilized  by  extreme  accelerations,  and  it 
is  called  a sight  switch  (Fig.  2).  Two  low-intensi- 
ty infrared  light  sources  are  mounted  on  each  side 
of  a standard  eye  glass  frame.  The  sources  are 
aligned  so  that  the  beam  is  directed  onto  the  scle- 
ra. Two  photodetectors  mounted  adjacent  to  the 
light  sources  sense  the  intensity  of  the  light  re- 
flected from  the  sclera.  When  the  eye  is  moved  so 
that  the  darker  iris  intersects  the  beam,  a sudden 
decrease  in  reflected  light  is  sensed  by  the  photo- 
detector,  and  a signal  is  generated  to  initiate  an 
action.  Since  light  reflectance  of  the  eyelid  and  of 
the  sclera  are  nearly  the  same,  false  actuation  by 
eyelid  blinking  is  eliminated.  The  patient,  fitted 
with  the  device,  can  blink,  look  ahead,  look  hard 
to  the  left  or  right,  or  look  hard  upward  without 
actuating  the  switch.  However,  a definite  upward 
and  outward  diagonal  glance  will  activate  the 
switch. 

Figure  3 illustrates  how  the  sight  switch  has 
been  adapted  to  the  control  of  a motorized  wheel 
chair.  The  left  eye  switch  is  used  to  control  for- 
ward-reverse travel.  Forward  motion  occurs  on 
activation  of  the  left  switch.  The  chair  remains 
in  the  forward  mode  until  the  next  actuation  of 
the  left  switch  which  stops  the  chair.  The  next 
actuation  causes  the  chair  to  reverse  and  the  next, 
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FIGURE  3.  Sight  switch  adapted  to  control  of  motor- 
ized wheel  chair 


FIGURE  4.  Sight  switch  adapted  to  control  of  stan- 
dard mechanical  page  turner. 


to  stop.  The  cycle  then  repeats.  Steering  is  ac- 
complished using  the  right  switch.  The  action  is 
alternate  and  nonlatching;  that  is,  steering  occurs 
only  as  long  as  the  switch  is  actuated.  The  first 
steering  command  steers  to  the  left;  the  next  com- 
mand causes  steering  to  the  right.  Steering  can 
be  accomplished  while  in  the  stopped,  forward,  or 
reverse  mode.  This  would  allow  a wheel  chair  to 
be  jogged  into  close  places.  This  same  system  has 
been  adapted  to  the  control  of  a standard  me- 
chanical page  turner  (Fig.  4).  By  suitable  adjust- 
ment of  the  location  of  the  light  sources  and  photo 
detectors,  we  have  adapted  the  system  to  count 


FIGURE  5.  Foam  material  developed  to  alleviate  dis- 
comfort caused  by  hard  high-pressure  points.  (A)  Alle- 
viation of  discomfort  caused  by  sitting  for  long  periods. 
(B)  Material  conforms  into  soft  low-pressure  uniformity 

the  number  of  times  a patient  diverts  his  gaze 
during  a training  session  with  a psychologist. 

Decubitus  ulcers  are  a major  problem  confront- 
ing patients  who  remain  in  one  position  for  long 
periods  of  time.  A unique  foam  material  has  been 
developed  by  the  National  Aeronautics  and  Space 
Administration  (NASA)  to  alleviate  the  discom- 
fort suffered  by  crews  having  to  sit  for  long  peri- 
ods in  space-vehicle  seats.  The  foam  possesses  re- 
markable temperature  and  fluid-elastic  properties 
which  combine  to  produce  a comfortable  flow-fit- 
ted support.  Hard  high-pressure  points  yield  into 
soft  low-pressure  uniformity  (Fig.  5).  This  unique 
material  is  undergoing  extensive  evaluation  as  a 
decubitus  ulcer  prevention  aid  in  the  form  of  bed 
pads  and  cushions  for  wheel  chairs,  as  a lining 
material  for  prostheses  to  prevent  tissue  damage, 
and  as  a padding  material  for  joint-bender  splints, 
particularly  with  burn  victims. 

Electronic  devices 

Major  developments  in  solid-state  devices,  inte- 
grated circuits,  and  the  general  microminiaturiza- 
tion of  all  electronic  components  now  permit  the 
design  of  very  sophisticated  miniaturized  circuitry 
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SENSOR  (PRESSURE  CELL) 


FIGURE  6 Implantable  general-purpose  transmitter 
with  battery  and  antenna  coil  prior  to  final  silastic  coat- 
ing. 


which  is  both  efficient  and  reliable.  The  impetus 
for  this  has  been  the  space  program’s  continual  ef- 
fort to  reduce  the  size  and  weight  of  all  flight 
equipment.  As  a consequence  we  are  now  able  to 
build  amplifier,  oscillator,  and  transmitter  sys- 
tems which  are  small  enough  for  implantation 
into  an  animal  as  small  as  a mouse.  Figure  6 
shows  one  version  of  a completely  implantable 
general-purpose  transmitter  with  battery  and  an- 
tenna coil  prior  to  the  final  silastic  coating.  The 
entire  unit  after  encapsulation  is  only  3 cm.  long. 
It  operates  on  the  FM  band  of  88  to  108  mHz.  and 
is  capable  of  telemetering  temperature,  blood 
pressure,  or  blood  flow,  and  electrocardiogram, 
electroencephalogram,  and  electromyogram  find- 
ings continuously  from  within  the  animal  for  peri- 
ods of  up  to  two  years  with  a single  battery.  It  is 
suitable  for  use  with  any  transducer  having  a 
strain-gauge  sensing  element.  A metal  can  is 
used  to  seal  the  moisture-critical  electronic  com- 
ponents. Glass-to- metal  seals  protect  the  connec- 
tions to  t he  antenna  and  battery. 

The  day  may  be  approaching  when  systems  of 
this  kind  will  be  used  clinically  to  stimulate  the 
muscles  and  organs  of  the  incapacitated.  Many 
studies  are  now  in  progress  in  which,  for  example, 
blood  pressure  is  controlled  by  electrical  stimula- 
tion of  the  carotid  sinus  nerve,  pain  is  controlled 
by  electrical  stimulation  of  the  spinal  cord,  and 
urinary  incontinence  is  controlled  by  electrical 
stimulation  of  the  spinal  cord  in  men  and  locally 
in  women.  A pictorial  view  of  a complete  system 
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FIGURE  7.  Pictorial  view  of  complete  system  for 
blood  pressure  transmitter. 


FIGURE  8 (A)  Implantable  carotid  sinus  stimulator 

for  control  of  blood  pressure  and  angina.  (B)  X-ray  film 
showing  location  of  device  in  patient 


for  a blood-pressure  transmitter  is  shown  in  Fig- 
ure 7.  Where  necessary,  the  problem  of  heavy 
power  consumption  is  alleviated  by  use  of  mag- 
netic or  radio  frequency  controlled  switches  that 
allow  for  intermittent  operation  to  conserve 
power. 

At  the  Institute  of  Rehabilitation  Medicine,  we 
are  presently  using  an  implantable  carotid  sinus- 
nerve  stimulator  for  the  control  of  blood  pressure 
and  for  angina  (Fig.  8).  This  is  a passive  type  of 
device  into  which  energy  is  coupled  through  the 
skin  from  an  external  generator.  The  x-ray  film 
shows  the  location  of  the  device  in  a patient  (Fig. 
8B). 

An  array  of  equipment  built  by  the  British  util- 
izing the  same  advanced  electronic  techniques  is 
designed  for  persons  handicapped  by  almost  com- 
plete paralysis.  By  sucking  on  or  puffing  into  a 
pipe  stem  or  by  moving  a finger  or  toe  with  just 
sufficient  strength  to  actuate  a sensitive  micro- 
switch, a variety  of  functions  can  be  executed. 
This  equipment  is  called  the  POSM  (patient  op- 
erated selector  mechanism).  In  one  version  of  the 
equipment  a patient  may  operate  an  electric  type- 
writer (Fig.  9).  Puffing  or  sucking  the  pipe  stem 
on  the  left  actuates  the  switches.  The  first  puff 
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FIGURE  9.  POSM  equipment.  Electric  typewriter  on 
left,  "environmental  unit"  in  center,  and  sophisticated 
typing  unit  using  a four-digit  code  of  pressures  (insert) 


activates  a sequential  switching  circuit  which  be- 
gins at  the  start  position  and  continues  to  ad- 
vance in  the  horizontal  direction  of  the  grid  until 
it  is  stopped  by  a suck,  say  at  number  “3.”  The 
switching  will  then  proceed  in  a vertical  direction 
until  it  is  stopped  by  a puff  at  the  desired  letter, 
say  “y.”  At  this  point,  a puff  will  cause  the 
typewriter  to  type  the  letter  and  reset  back  to  the 
start  position  and  await  the  impulse  which  will 
initiate  the  sequence  required  to  select  the  next 
character. 


Another  form  of  the  device,  designated  as  an 
“environmental  unit,”  permits  the  patient  to  per- 
form many  functional  operations,  among  which 
are  lighting  a lamp,  ringing  a bell,  and  even  dial- 
ing a telephone  number.  An  even  more  sophisti- 
cated typing  unit  is  one  which  uses  a four-digit 
code  of  pressures  (Fig.  9).  Each  character  is 
coded  with  a combination  of  four  pressures  which 
are  executed  by  the  patient  in  a designated  se- 
quence. This  device  permits  a trained  patient  to 
type  at  a speed  of  60  words  per  minute.  The  puff 
and  suck  switching  is  equivalent  to  the  operation 
of  two  momentary  contact  microswitches  by  pa- 
tients who  still  have  the  physical  ability  to  oper- 
ate them. 

Conclusion 

In  closing,  I would  like  to  emphasize  how  im- 
portant it  is  that  the  bioengineer  be  invited  into 
the  operating  room  and  on  rounds  with  the  physi- 
cian. Such  exposure  allows  him  to  get  a personal 
feeling  for  the  patient’s  needs  and,,  what  is  equally 
important,  the  patient’s  reaction  to  instrumenta- 
tion. Clinical  experience  is  a very  necessary'  in- 
gredient in  the  training  of  bioengineers.  It  will 
result  in  a yield  of  devices  more  practical  and 
more  acceptable  to  the  handicapped  patient. 

Institute  of  Rehabilitation  Medicine 
New  York  University  Medical  Center 
New  York.  New  York  10016 
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quences  of  flight-induced,  laboratory,  and  high  al- 
titude living  hypoxia  since  the  late  1920s.  This 
work  laid  down  the  foundations  of  space  psycholo- 
gy during  World  War  II  and  as  it  evolved  in  the 
1970s.  A decade  ago  in  a report  entitled  “Aging 
and  Impaired  Oxygenation,"  McFarland1  had  this 
to  say:  . . the  sensory  and  mental  impairments 

which  occurred  in  both  normal  and  clinical 
subjects  under  experimental  conditions  of  oxygen 
deprivation  simulate  very  precisely  the  behavioral 
changes  observed  in  the  aging  process  ...”  He 
theorized  that  the  similarities  in  symptoms  be- 
tween normal  subjects  under  aberrant  environ- 
mental conditions  and  the  aged  are  due  to  a com- 
mon underlying  cause.  There  exists  in  both  “a 
diminished  availability  or  utilization  of  oxygen  in 
the  central  nervous  system." 

Current  clinical  research  in  the  fields  of  geron- 
tology and  rehabilitation  of  stroke  patients  ap- 
pears to  be  in  line  with  McFarland's  oxygen-defi- 
ciency analogue  for  the  mental  decrements  associ- 
ated with  aging.  Some  recent  studies  in  the  field 
suggest,  furthermore,  that  this  notion  may  prove 
to  have  both  theoretical  as  well  as  clinical  impli- 
cations. 

The  widely  held  notion  with  regard  to  alter- 
ations and  the  general  decline  in  mental  life  with 
age  has  been  that  the  progressive  decline  in  per- 
ceptual, cognitive,  and  psychomotor  functions  are 
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a normal  consequence  of  the  aging  process  per  se. 
This  axiomatic  assumption  has  been  seriously 
challenged  in  recent  years.2-4  On  the  basis  of 
longitudinal  studies,  with  carefully  selected  nor- 
mal aged  persons,  it  has  been  suggested  that  the 
universally  observed  relative  decline  in  mental 
abilities  after  maturity  should  no  longer  be  viewed 
as  a normal  part  of  aging  but  as  the  result  of  spe- 
cific pathologic  complications  along  with  concomi- 
tant conditions  that  occur  to  an  aging  person.  In 
short,  aging  and  sickness,  which  tend  to  be  highly 
correlated,  ought  to  be  looked  at  separately. 

Findings 

Numerous  studies  in  recent  years  have  provided 
evidence  that  sickness  in  general  and  cardiovascu- 
lar and  cerebrovascular  complications  specifically 
tend  to  produce  a significantly  greater  and  more 
rapid  decline  in  mental  functioning  than  that  ob- 
served in  healthy  aged  persons.5  In  the  latest 
study  of  this  kind,  Wilkie  and  Eisdorfer,  in  1971, 6 
published  the  results  of  a longitudinal  study  com- 
paring normal  subjects  with  groups  of  patients 
who  were  diagnosed  as  suffering  from  various  de- 
grees of  diastolic  hypertension.  Results  of  the 
study  clearly  demonstrated  that  the  loss  in  intelli- 
gence over  a period  of  ten  years  was  a combined 
function  of  the  extent  and  duration  of  hyperten- 
sion. 

Turning  to  stroke  patients,  in  a series  of  studies 
which  started  in  1963  Haas  and  Rusk7  investi- 
gated the  pulmonary  function,  mechanics  of 
breathing,  and  blood-gas  composition  of  hemiple- 
gic patients  in  rehabilitation  at  the  Institute  of 
Rehabilitation  Medicine  who  had  had  no  previous 
history  of  obstructive  pulmonary  disease  or  tho- 
racic surgery.  Among  their  findings  Haas  and 
Rusk"  showed  that  the  majority  of  the  hemiplegic 
patients  had  reduced  arterial  oxygen  tension  and 
reduced  oxyhemoglobin  saturation  at  rest  but  had 
no  abnormal  elevations  in  arterial  carbon  dioxide 
tension.  In  the  same  patients  oxygen  consump- 
tion in  a resting  state  during  energy-cost  studies 
was  found  to  be  on  the  average  50  per  cent  more 
than  in  normal  control  subjects.  When  they  ad- 
ministered 100  per  cent  normobaric  oxygen  by  an 
oronasal  mask,  oxyhemoglobin  saturation  of  arte- 
rial blood  reached  an  average  of  99  per  cent  within 
minutes.  Based  on  these  findings,  Haas  and 
Rusk7  suggested  that  patients  with  hemiplegia 
may  suffer  from  chronic,  low-grade  hypoxemia. 
They  theorized  that  if  hypoxemia  is  a factor  in 
the  hemiplegic  syndrome,  then  it  may  be  that 
some  of  the  mental -dysfunctioning  characteristic 
of  patients  with  hemiplegia  may  also  be  in  part  at 
least  due  to  cerebral  hypoxemia.  And.  if  so,  then 
it  would  seem  reasonable  to  expect  an  improve- 
ment by  providing  supplemental  oxygenation  in  at 
least  those  patients  with  ascertained  lower  arterial 
oxygen  tension  and  oxyhemoglobin  saturation. 


Thus,  we  carried  out  a series  of  interdisciplinary 
studies  at  the  Institute  of  Rehabilitation  Medicine 
overthe  following  three  years.8- 11 

Repeated  samples  of  patients  who  were  at  a 
plateau  level  with  left  hemiplegia  were  adminis- 
tered 97  per  cent  oxygen  and  3 per  cent  carbon 
dioxide  mixtures  at  atmospheric  pressure  in  a 
double  blind  counterbalanced  design  using  regular 
air  as  a placebo.  During  the  inhalation  of  air  or 
oxygen  the  subjects  performed  various  psychomet- 
ric tasks.  Results  of  all  the  replications  and  cross 
validations  were  clear-cut.  Oxygen  significantly 
improved  perceptual  and  psychomotor  functioning 
in  hemiplegic  patients.  The  effects  of  these  sin- 
gle-exposure experiments,  however,  lasted  only  for 
the  duration  of  oxygen  inhalation. 

Simultaneously  with  our  work,  Heyman,  Saltz- 
man,  and  Whalen12  from  Duke  University  have  re- 
ported on  the  use  of  hyperbaric  oxygenation  in  the 
treatment  of  cerebral  ischemia  and  infarction. 
Using  right  and  left  hemiplegic  patients  with 
acute  symptoms  of  several  hours’  duration  since 
onset,  they  reported  very  dramatic  returns  of 
motor  and  speech  functioning  after  single  ninety- 
minute  exposures  to  hyperbaric  oxygenation. 
Their  study,  while  being  clinical-exploratory  in 
nature,  is  of  interest  in  that  it  tends  to  support 
the  oxygen-deficiency  notion  in  hemiplegia  and  by 
suggesting  that  hyperbaric  oxygenation  may  have 
practical  clinical  value  in  the  restoration  of  men- 
tal and  physical  function  subsequent  to  brain 
damage. 

The  first  publication  on  the  use  of  hyperbaric 
oxygenation  for  the  treatment  of  senility  appeared 
in  1969.  Jacobs  et  al . 13  from  the  State  University 
of  Buffalo  administered  100  per  cent  oxygen  at  2.5 
atmosphere  absolute  in  a double  blind  design  to 
13  elderly  senile  male  patients  of  the  Veterans  Ad- 
ministration Hospital  in  Buffalo.  An  additional  5 
control  subjects,  each  exposed  at  the  same  time 
and  manner  as  a paired  experimental  patient, 
breathed  a low-oxygen  mixture  that  maintained 
essentially  normal  alveolar  oxygen  tension  despite 
increased  ambient  pressure.  All  subjects  received 
baseline  measures  on  a battery  of  psychologic 
tasks.  Then,  each  experimental  and  control  pa- 
tient received  30  intermittent  exposures  which 
were  done  in  fifteen  consecutive  days,  twice  a day 
at  ninety  minutes  per  exposure.  Twelve  hours 
after  cessation  of  treatment  all  subjects  were  re- 
tested on  the  initial  psychologic  battery.  Post- 
treatment  psychologic  testing  showed  highly  sig- 
nificant gains  in  the  experimental  sample  with  no 
change  in  the  scores  of  the  5 control  subjects. 
When  the  control  subjects  were  also  given  oxy- 
gen, their  post -treatment  scores  were  found  signif- 
icantly elevated  over  pretreatment  levels.  Subse- 
quent follow-up  studies  by  Jacobs14  on  39  addi- 
tional elderly  patients  with  a variety  of  chronic 
brain  disorders  confirmed  the  earlier  findings  and 
suggested  that  the  effects  of  the  oxygen  treat - 
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merits  may  last  for  as  long  as  three  weeks  postoxy- 
genation. Of  special  interest  were  some  of  Jacobs’ 
correlated  physiologic  findings.  First,  it  was 
noted  that  the  senile  patients  did  not  attain  their 
peak  increase  in  arterial  oxygen  tension  until  they 
inhaled  100  per  cent  oxygen  at  2.5  atmospheres 
absolute  for  at  least  sixty  to  eighty  minutes.  El- 
derly normal  subjects,  in  contrast,  reached  maxi- 
mal increases  in  oxygen  tension  within  the  first 
thirty  minutes.  Second,  a measure  of  the  velocity 
of  cerebral  blood  flow,  that  is,  the  time  of  appear- 
ance of  radioisotope-labeled  blood  in  the  carotid 
arteries  to  the  time  of  peak  concentration  in  the 
cerebral  hemispheres,  averaged  thirty-six  seconds 
prior  to  hyperbaric  therapy.  However,  four  to  six 
days  after  hyperbaric  treatment,  the  average 
speed  was  only  fourteen  seconds.  These  findings 
suggest  some  leads  as  to  the  mechanism  which 
might  be  involved  in  the  improved  mentation 
after  hyperbaric  oxygenation.  The  psychologic  ef- 
fects of  the  treatment  tended  to  persist  far  beyond 
the  increase  in  oxygen  tension  which  returned  to 
baseline  level  within  thirty  minutes  after  cessation 
of  hyperbaric  oxygenation.  The  preliminary  find- 
ings with  the  blood-flow  measures  would  seem  to 
suggest  that  hyperoxygenation  affects  the  auto- 
regulatory  mechanisms  resulting  in  improved 
brain-blood  flow,  hence,  the  corresponding  im- 
provements in  mental  functioning. 

At  a recent  conference  in  San  Francisco  spon- 
sored by  the  National  Institutes  of  Health,  the 
current  status  of  clinical  research  on  the  problems 
of  lucidity  in  the  aged  was  critically  reviewed,  and 
recommendations  were  made  regarding  the  future 
research  needed  in  the  area.15  At  this  meeting, 
Jacobs  from  Buffalo  University,  Thompson  from 
Duke  University,  Kindwall  from  Wisconsin  Medi- 
cal College,  End  from  Milwaukee  Geriatric  Cen- 
ter, Edwards  from  the  Los  Angeles  Veterans  Ad- 
ministration Center,  and  Ben-Yishay  from  New 
York  University  Medical  Center  presented  data 
indicating  various  degrees  of  success  in  improving 
mental  functioning  in  patients  suffering  from  se- 
nility. The  consensus  was  that  the  use  of  hyper- 
baric oxygenation  as  a possible  clinical  tool  in  the 
treatment  of  the  senescent  merits  serious  consid- 
eration in  view  of  the  possibilities  inherent  in  the 
method. 

It  was  felt  that  the  high-priority  research  objec- 
tives at  this  time  are:  (1)  an  independent  replica- 
tion of  Jacobs’  study;  (2)  careful  delineation  of  the 
patient  populations  most  likely  to  benefit  from 
this  method  of  treatment  and  establishing  criteria 
for  selection;  (3)  dose-response  studies  to  establish 
the  efficient  means  and  the  optimal  durations  of 
applying  extra  oxygen  therapy;  (4)  careful  assess- 
ment and  follow-up  of  functional  self-care  benefits 
which  may  result  from  this  type  of  treatment; 
and,  finally  (5)  physiologic  studies  designed  to 
elucidate  the  mechanisms  involved  in  improved 
functioning  following  hyperbaric  oxygenation. 


Present  treatment 

At  the  Institute  of  Rehabilitation  Medicine  we 
are  currently  pursuing  a somewhat  different 
course  from  that  of  Jacobs,  for  example.  We  feel 
that,  at  this  stage  of  our  knowledge,  an  approach 
which  is  clinical  and  rehabilitation  oriented  may 
yield  richer  dividends  than  the  classical  experi- 
mental one. 

We  accept,  on  an  outpatient  basis,  privately  re- 
ferred patients  with  various  presenile  syndromes. 
After  we  carefully  explain  to  the  patient  and  the 
family  the  experimental  nature  of  our  treatment, 
we  then  put  the  patient  through  a series  of  base- 
line evaluations  consisting  of  an  extensive  psycho- 
metric battery,  a medical  examination,  electrocar- 
diogram series,  and  from  three  to  five  sessions  in 
the  hyperbaric  chamber  during  which  the  patient 
is  gradually  familiarized  with  the  setting,  adapts 
to  the  changes  in  pressures,  and  learns  to  tolerate 
the  oxygen  mask  for  a period  of  ninety  minutes’ 
duration  at  a time  without  undue  concern.  If  the 
preliminary  trials  are  successful,  then  the  patient 
is  given  .30  treatments  of  100  per  cent  oxygen  at 
2.5  atmospheres  absolute.  The  30  sessions  are 
given  at  the  rate  of  twice  a day  for  fifteen  consec- 
utive days.  The  patient  is  brought  to  the  hyber- 
baric  facility  in  the  morning  and  returned  home 
late  in  the  afternoon. 

During  the  inhalation  of  oxygen  in  the  hyper- 
baric chamber,  our  patients,  receive  intensive  in- 
dividualized training  in  various  generic  cognitive- 
perceptual  subskills  such  as  eye-hand  coordina- 
tion, perceptual  organization,  auditory  and  visual 
memory  for  verbal  contents,  visual  scanning,  and 
attention.  The  training  methods  are  an  out- 
growth of  our  work  in  the  area  of  saturation  cuing 
and  retraining  of  skills  in  brain-injured  per- 
sons.16-19  We  tailor  the  training  to  the  patient’s 
specific  needs.  For  example,  if  the  symptoms  are 
a loss  of  typing  skill  and  poor  attention  and  scan- 
ning, we  provide  saturation  cuing  in  eye-hand 
dexterity  and  scanning.  If  the  central  complaint 
is  memory  losses,  we  train  the  patient  to  increase 
his  capacity  gradually  to  retain  meaningful  verbal 
contents,  and  so  on. 

Thus,  our  present  strategy  is  to  seek  maximum 
clinical  impact  and  to  observe  the  extent  of  im- 
provement in  mental  functioning  and  the  duration 
of  the  effect.  Bv  combining  systematic  saturation 
cuing  with  high-pressure  oxygenation  we  seek  to 
optimize  learning  and  consolidate  the  memory 
traces.  This  is  not  unlike  the  animal  learning 
model  wherein  various  drugs  are  employed  as 
agents  for  consolidating  memory. 

Results 

Results  thus  far  are  encouraging.  We  have  ob- 
tained impressive  results  with  some  patients  and 
have  been  able  to  see  lasting  effects  for  three 
months  post  treatment  thus  far.  Because  of  the 
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small  number  of  subjects  and  the  great  variability 
in  age,  associated  illnesses,  initial  residual  mental 
competence,  and  diagnosis,  no  statistical  treat- 
ment of  the  data  is  possible  at  this  point.  Essen- 
tially what  we  have  now  is  a series  of  pilot  studies 
in  which  each  subject  serves  as  his  own  control. 
Should  there  be  evidence  of  sufficient  clinical 
benefits,  we  shall  then  undertake  a series  of  care- 
fully controlled  studies  with  more  homogenous  pa- 
tient populations. 
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Space-oriented  research  often  forces  design 
engineers  to  deal  with  adverse  conditions  that  tax 
their  ingenuity.  This  leads  to  unusual  extrater- 
restrial devices  which  turn  out  to  be  adaptable  for 
coping  with  earthbound  problems  in  an  unortho- 
dox manner. 

Such  is  the  background  of  a newly  conceived 
wheelchair  which  is  self-propelled,  can  climb  and 
descend  stairs,  and  maintains  the  eye  level  of  its 
occupant  at  the  upright  height  of  a normal  per- 
son. 

The  concept  is  based  on  the  undercarriage  de- 
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sign  of  Rensselaer’s  unmanned  MRV  (Martian 
roving  vehicle):  a boulder-avoiding,  crevasse- 

crossing, crater-ridge-scaling  surface  vehicle  for 
the  exploration  of  the  red  planet  in  the  early 
1980s. 

It  all  started  with  a research  grant  from  the  Na- 
tional Aeronautics  and  Space  Administration 
which  was  received  for  educational  purposes  and 
for  developing  Martian  mission  hardware.  One 
group  of  students  at  Rensselaer  Polytechnic  Insti- 
tute (RPI),  the  well-known  technologic  university 
in  Troy,  New  York,  was  assigned  the  task  of  de- 
signing a self-contained  lander  to  descend  through 
the  thin  atmosphere  and  travel  over  the  Martian 
landscape  with  its  instrument  package,  sending 
back  pictures  and  data  from  rugged,  remote  areas 
of  our  celestial  neighbor. 

At  the  First  Western  Space  Congress  in  Santa 
Maria,  near  Vandenberg  Air  Force  Base  on  the 
Pacific  Coast,  Parker  Rayfield,  the  leading  doctor- 
al student,  and  the  group's  faculty  adviser,  Dr. 
Sandor,  presented  a short  movie  of  their  brain- 
child. The  dynamically  scaled  one-fifth-size 
model,  powered  through  an  umbilical  cord,  lum- 
bered about  on  simulated  unfriendly  Martian  ter- 
rain, bounced  over  boulders,  crossed  crevasses,  as- 
cended slopes,  scaled  craters,  descended  hills,  and 
all  the  while  kept  its  instrument  package  level  for 
undisturbed  navigation,  picture  taking,  and  data 
gathering  with  its  communication  antennas  locked 
in  on  earth  (Fig.  1).  When  it  encountered  an  un- 
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FIGURE  1.  Dynamically  scaled-down,  one-fifth  size 
working  model  of  Rensselaer's  unmanned  MRV  which 
has  steerable  flexible  metal  wheels  and  maintains  in- 
strument package  in  horizontal  position  regardless  of 
rough  or  sloping  terrain. 


laer’s  designers  intend  to  pursue  this  task  with 
somewhat  broader  objectives  in  mind  than  merely 
ascending  and  descending  flights  of’  stairs.  They 
want  to  provide  the  occupant  with  self-relying  in- 
dependence, an  opportunity  to  get  into  and  out  of 
the  wheelchair  on  a stable  sitting  level,  and  then 
raise  himself  to  normal  eye  level,  so  that  he  can 
talk  to  people  looking  at  him  from  equal  height 
rather  than  be  forced  to  gaze  upward  from  an  in- 
ferior sitting  position  with  his  head  bent  back  in 
an  uncomfortable  attitude.  Also,  when  moving 
about  in  the  street,  his  view  will  not  be  blocked  by 
the  midsection  of  groups  of  people  around  him. 

Features 

These  and  other  features  of  Rensselaer’s  pro- 


FIGURE  2.  (A)  If  front  wheels  bog  down  in  obstacle,  instrument  payload  is  shifted  aft  over  tailwheel,  and  front 

wheels  which  serve  as  close-range  obstacle  detectors  are  completely  unloaded  (B)  Once  front  wheels  are  unload- 
ed, they  are  raised  off  ground,  the  MRV  spins  around  on  rear  wheels,  resumes  its  normal  four-wheel  mode,  and  pro- 


ceeds in  another  direction 

surmountable  obstacle  or  when  its  front  wheels 
dropped  in  a hole,  the  little  four-wheeled  vehicle 
tilted  its  instrument  payload  aft  of  the  rear  wheels 
onto  a fifth  tailwheel,  raised  the  front  wheels  off 
the  ground,  turned  away  from  the  trouble  spot, 
and,  resuming  its  four-wheel  mode  of  locomotion, 
proceeded  in  another  direction  to  circumnavigate 
the  obstacle  (Fig.  2). 

When  the  brief  color  movie  ended  and  the  ap- 
plause died  down,  one  member  of  the  distin- 
guished audience  of  engineers  and  scientists  spoke 
up:  “Why  not  adapt  this  chassis  and  wheel  de- 

sign and  build  a stair-climbing  wheelchair?” 
Why  not,  indeed,  we  thought  and  flew  home  en- 
couraged that  our  space-oriented  efforts  may 
eventually  bear  fruit  for  down-to-earth  applica- 
tions. 

The  student  has  since  graduated  and  left  for  in- 
dustry, but  the  project  goes  on  with  a new  crop  of 
Ph.D.  and  master’s  degree  candidates  as  well  as 
undergraduate  students. 

Stair-climbing  wheelchairs  have  been  designed 
before,  some  with  notable  success;  but  Rensse- 


FIGURE  3.  Rensselaer's  self-propelled  wheelchair  in- 
herited undercarriage  from  MRV.  With  chair  at  sitting 
height,  user  can  comfortably  sit  down  into  it. 
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FIGURE  4 Raising  himself  to  eye  level,  occupant  en- 
joys same  visibility  as  normal  person  walking  on  own 
feet. 


posed  wheelchair  are  illustrated  in  five  prelimi- 
nary sketches.  The  purpose  of  this  presentation 
is  to  elicit  criticism,  comments,  and  suggestions 
for  improving  the  concept  to  make  it  more  useful 
to  its  occupants. 

Figure  3 shows  the  wheelchair  adjusted  to  sit- 
ting height,  so  that  the  user  can  comfortably  sit 
down  into  it  or  arise  from  it  in  the  usual  manner. 
The  wheels  can  be  locked  at  this  time,  and  the 
ample  wheel  base  provides  firm  stability  in  sharp 
contrast  to  the  easy -to-t ip-over  configuration  of 
conventional  wheelchairs. 

Once  in  a sitting  position  with  his  feet  on  the 
footrests,  the  occupant  grasps  the  controls  mount - 


FIGURE  5 Complete  maneuverability  provided  by 
180-degree  steerable  rear  axle;  rear  wheels  steerable  ± 
90  degrees;  4-wheel  drive  motors  in  hubs. 

ed  on  the  right  or  left  armrest  and  raises  himself 
to  normal  eye  level  (Fig.  4).  Stability  is  still 
maintained  both  fore-and-aft  and  laterally;  an 
imaginary  plumb  line  dropped  from  the  center  of 
gravity  strikes  the  ground  at  the  geometric  center 
of  the  four  equal  wheels. 

In  this  configuration  the  rider  can  perambulate 
with  plenty  of  ground  clearance,  has  good  visibili- 
ty, and  has  better  stability  against  accidental 
upset  than  in  a conventional  wheelchair. 

Moving  about  is  easy  by  means  of  the  180  de- 
gree steerability  of  the  rear  axle  whose  orientation 
can  be  shifted  even  when  the  wheelchair  is  stand- 
ing still.  Thus  the  occupant  can  “spin  around  " 
without  backing  up  (Fig.  5). 

When  he  arrives  at  his  work  station  he  can 
lower  himself  to  sitting  height  and  either  transfer 
to  a stationary  chair  or  continue  to  use  his  wrheel- 
chair,  depending  on  the  nature  of  his  work. 

Climbing  a flight  of  stairs  should  present  no 


FIGURE  6.  (A)  Stairways  climbed  with  complete  stability  and  at  normal  walk-up  eye  level  Chair  remains  in  nor- 

mal horizontal  attitude.  (B)  Descending  a flight  of  stairs,  occupant  remains  at  stand-up  height  over  steps  in  upright 
attitude  just  as  though  he  were  walking  downstairs  on  own  feet 
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problem  (Fig.  6A).  The  combined  center  of  gravi- 
ty of  the  chair  and  its  occupant  falls  well  within 
the  contact  points  of  the  wheels  on  the  stair  steps. 
The  flexible,  cleated  wheel  rims  grip  the  edges  of 
the  stairs  securely.  During  the  climb,  the  occu- 
pant’s upper  body  is  at  normal  eye  level  as  though 
he  were  climbing  the  stairs  walking  on  his  own 
feet. 

Descending  a staircase  finds  the  user  in  a simi- 
larly natural,  normal-height  attitude,  well  bal- 
anced in  a stable  position  between  the  front  and 
rear  wheels  (Fig.  6B).  Going  up  or  down  on  slop- 
ing ramps  or  steep  staircases,  the  chair  itself  is 
automatically  maintained  in  a level  attitude, 
while  the  undercarriage  adapts  itself  to  the  “ter- 
rain” for  maximum  traction  and  braking  ability. 

Understanding 

Cerebrovascular 

Function 

Contributions  of  space  techniques 
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I will  describe  a method  and  the  instrumentation 
used  for  the  measurement  of  local  cerebral  blood 
flow  in  144  subdivisions  of  the  human  brain.  The 
test  procedure  requires  only  that  the  patient 
breathe  the  radioactive  gas  xenon- 133  for  one 
minute  during  which  time  the  brain  is  viewed  by 
144  radiation  detectors,  and  the  respiratory  end- 
tidal  concentration  is  monitored.  All  aspects  of 
the  instrumentation  are  medical  applications  of 
space  technology  in  the  fields  of  nuclear  energy 
detectors,  solid-state  amplifying  and  pulse-analyz- 
ing systems,  computer-interfacing  and  analysis, 
and  manpower  utilization  of  skills  developed  in 
space-related  projects.  I will  return  to  the  details 
of  the  instrumentation  later.  First,  however,  I 
would  like  to  discuss  what  we  are  trying  to  do  and 
how  it  might  be  of  use  to  you  in  your  consider- 
ations of  cerebrovascular  disease. 

To  illustrate  the  approach,  I will  use  the  exam- 
ple of  perinatal  brain  damage  associated  with  pre- 
mature birth.  Those  who  are  more  interested  in 
stroke  and  senility  need  not  feel  slighted  since 
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What  about  the  prospective  cost  of  such  a self- 
contained,  self-propelled,  confidence-building  aid 
for  our  handicapped  brethren?  Probably  a good 
deal  less  than  the  cost  of  the  destructive  devices 
that  caused  the  injuries  and  created  the  need  for 
this  type  of  equipment. 

Rensselaer  is  now  preparing  a proposal  to  be 
submitted  for  support  by  appropriate  agencies  for 
the  development  of  this  Martian-mission-originat- 
ed down-to-earth  concept  to  the  point  of  building 
a prototype.  Your  comments  and  suggestions  will 
be  most  gratefully  appreciated. 

School  of  Engineering 
Rensselaer  Polytechnic  Institute 

Troy,  New  York  12180 

premature  infants  are  in  fact  our  littlest  stroke 
victims  and  our  youngest  patients  with  senile  de- 
generative changes.  The  symptoms  of  some  cere- 
bral palsy  patients  and  of  mental  retardation  are 
essentially  the  same  as  those  of  strokes  and  senili- 
ty. So  also  are  the  neuropathologic  insults. 

Towbin1  studied  the  brain  of  a person  who  suf- 
fered perinatal  brain  injury  resulting  in  quadriple- 
gia.  The  major  visible  lesion  is  a localized  sclero- 
sis of  the  parieto-occipital  region,  a fairly  common 
locus  of  perinatal  brain  damage.  In  the  work  on 
premature  monkey  infants,  which  I will  describe 
presently,  we  find  that  a radiation  detector  which 
includes  this  region  in  its  field  of  view  consistently 
shows  blood-flow  deficits  for  a period  of  three  to 
four  weeks  if  the  infant  did  not  immediately  ini- 
tiate good  respiration.  Since  there  was  no  severe 
asphyxial  crisis,  the  lesions  of  this  type  are  likely 
to  be  due  to  chronic  slow  blood-flow  starvation  in- 
stead of  being  due  to  a brief  crisis  in  the  hours  im- 
mediately after  birth.  The  resemblance  to  senile 
atrophy,  which  is  also  considered  a blood-starva- 
tion syndrome,  is  obvious.  Now  I would  like  to 
describe  the  cerebral  blood  flows  of  premature  in- 
fants with  a detector  aimed  through  the  region  of 
the  lesion. 

Cerebral  blood  flow 

Data  were  obtained  for  cerebral  blood  flows  in 
premature  cesarean-delivered  rhesus  monkey  in- 
fants during  the  first  twenty-five  days  after  deliv- 
ery on  day  one  hundred  forty-nine,  the  early  limit 
of  viability  in  this  species.  All  infants  other  than 
the  control  showed  increasing  degrees  of  respirato- 
ry insufficiency,  including  3 cases  of  full-blown  re- 
spiratory distress  syndrome  with  chest  funneling. 
Two  of  these  died  in  less  than  forty-eight  hours, 
and  the  third  has  very  obvious  motor  deficits. 
The  remaining  2 are  lagging  behind  the  matura- 
tional  and  learning  performance  of  the  control 
baby  to  a slight  degree  but  have  no  obvious  motor 
deficits. 

On  the  basis  of  very  extensive  observations  on 
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infant  rats,  we  can  pick  out  the  following  impor- 
tant points: 

1.  All  babies  with  respiratory  insufficiency  even 
of  mild  degree  had  slow  cerebral  blood  flows  within 
the  first  hours  after  birth.  From  work  with  rats,  we 
can  guess  that  the  cerebral  blood  flows  were  slow  in 
utero  and  that  the  failure  to  initiate  effective  respi- 
ration immediately  is  owing,  in  part,  to  the  slow  ce- 
rebral blood  flows.  The  order  of  magnitude  is  40  to 
60  per  cent  of  normal,  levels  which  are  barely  toler- 
ated by  adult  individuals.  No  animal  or  man  is  like- 
ly to  be  breathing  very  normally  at  these  levels  of  ce- 
rebral blood  flow. 

2.  All  babies  attempted  to  increase  their  cerebral 
blood  flows  during  the  first  hours  of  life,  but  the  at- 
tempts fail  during  the  crisis  period  six  to  twenty 
hours  after  delivery  when  infants  must  double  pul- 
monary blood  volume.  We  should  recognize  this  as  a 
period  of  special  danger  in  which  intensive  care  is 
essential. 

3.  If  infants  survive  the  first  night,  another  cere- 
bral blood-flow  crisis  is  likely  to  ensue  in  the  next 
thirty-six  hours  when  the  high  work  of  breathing  ex- 
hausts their  reserves.  This  secondary  crisis  is  espe- 
cially evident  in  the  infant  who  eventually  had  motor 
deficits  and  who  breathed  very  hard  at  the  astound- 
ing rate  of  200  times  per  minute  for  many  hours. 

4.  If  infants  survive  for  several  days,  the  lethal 
crises  are  ended  but  the  infant  still  is  not  normal. 
Each  stumbles  along  a jagged  road  to  recovery,  but 
full  recovery  requires  about  twenty-five  days.  For 
three  to  four  weeks,  during  which  monkey  infants 
make  tremendous  developmental  strides  through 
walking,  the  brain  must  not  only  maintain  itself  but 
also  grow  on  a blood  supply  which  is  only  one-half 
normal.  If  we  limit  a baby’s  caloric  intake  to  50  per 
cent,  his  brain  does  not  grow  well,  and  intellect  is 
impaired.  If  blood  flow  is  reduced  50  per  cent,  we 
should  also  anticipate  similar  permanent  intellectual 
impairments. 

5.  The  respiratory  symptoms  usually  disappear 
by  the  fourth  day  in  monkey  infants  just  as  they  do 
in  the  human  infant.  The  brain  blood-flow  deficit, 
however,  remains  for  a long  time.  This  is  the  same 
pink  baby-blue  brain  syndrome  that  I reported  pre- 
viously for  baby  rats.2  When  a baby  has  been  pulled 
through  the  rather  horrendous  respiratory  crises  in 
the  first  days  after  birth,  we  tend  to  breathe  a sigh  of 
relief  and  congratulate  ourselves  for  another  one 
saved.  We  should  save  our  congratulations  until  we 
have  also  saved  his  brain,  and  we  should  not  be 
fooled  by  the  apparently  normal  appearance  and  be- 
havior of  these  infants. 

How  can  we  save  the  brain?  The  answer  seems 
to  be  to  get  the  respiratory  system  fully  functional 
as  soon  as  possible.  Artificial  respiration  or  Greg- 
ory’s positive  pressure  flows  ought  to  be  started  at 
once  before  the  sternal  retraction  can  take  place. 
If  that  fails,  we  can  make  a more  direct  attack  on 
treatment  of  the  brain  and  its  probable  edema 
using  cerebral  blood-flow  measurements  to  assess 
the  value  of  various  forms  of  therapy.  If  all  else 
fails,  we  can  further  increase  the  concentrations  of 
oxygen,  glucose,  and  amino  acids  in  arterial  blood, 


thus  compensating  for  slow  blood  flows.  Whatev- 
er approach  we  decide  on,  if  these  data  are  cor- 
rect, we  really  cannot  stand  by  idly  for  three 
weeks  while  the  brain  starves  beyond  the  point  of 
repair.  Now  that  we  can  strongly  suspect  that 
similar  slow  flows  exist  in  the  essentially  identical 
syndromes  in  human  premature  infants,  we 
should  proceed  immediately  to  check  if  it  does 
and  to  learn  what  to  do  about  it.  I have  recently 
solved  the  relatively  minor  problem  of  dosage  reg- 
ulation at  various  depths  and  rates  of  respiration, 
so  we  can  now  begin  studies  of  human  infants.  I 
would  like  to  point  out  that  while  I have  used  our 
new  system  for  doing  these  studies,  anyone  with  a 
highly  collimated  probe  and  rapid  read-out  capa- 
bility can  perform  this  study  in  which  very  large 
flow  changes  are  occurring  in  a very  small  brain. 

In  this  work,  we  illustrate  the  type  of  informa- 
tion that  we  can  have  if  we  utilize  the  respiratory 
route  of  administration  instead  of  the  internal  in- 
tracarotid injection  method  currently  employed. 
It  is  obvious  that  if  we  can  do  repeated  tests  on 
fragile  premature  infants,  we  can  also  do  repeti- 
tive studies  on  young  children  and  adults.  The 
risk-free  procedure  will  permit  you  to  request  a 
cerebral  blood  flow  test  if  there  is  the  slightest 
suspicion  of  cerebrovascular  insufficiency.  How- 
ever, it  is  likely  that  you  still  will  not  request  such 
measurements  unless  the  tests  can  provide  more 
useful  information  than  is  now  provided  by  re- 
gional flows  measured  with  one  or  two  probes  or 
with  a monoplanar  array.  The  spatial  resolution 
of  these  is  too  crude  to  demonstrate  the  involved 
region  very  clearly,  and  lesions  of  functionally  sig- 
nificant size  are  very  likely  to  be  missed  altogeth- 
er. It  is  for  this  reason  that  we  decided  to  go  all 
out  to  develop  a method  for  local  flow  measure- 
ment in  brain  subdivision  throughout  the  whole 
brain. 

Towbin  cortical  lesion 

The  neuropathologic  need  for  local  flow  mea- 
surements was  illustrated  again  with  one  of  Tow- 
bin’s3  perinatally  injured  brains.  The  cystic  le- 
sion has  its  counterpart  in  many  stroke  patients. 
In  addition  to  such  localized  lesions,  there  is  also 
frequently  diffuse  injury  in  the  deep  basal  struc- 
tures such  as  the  thalamus,  hypothalamus,  brain- 
stem nuclei,  and  so  forth.  The  task  is  thus  two- 
fold: (1)  we  have  to  localize  flow  in  a specific 

subdivision  so  that  we  can  detect  a focal  lesion  in 
its  early  stages;  (2)  we  must  be  able  to  perform 
such  localizations  even,  or  perhaps  I should  say 
especially,  for  the  deep  brain  structures.  If  we 
view  this  brain  with  one  or  several  detectors,  this 
lesion  will  be  missed  unless  one  of  the  probes  is 
aimed  directly  through  it.  If  we  measure  total  ce- 
rebral blood  flow,  the  lesion  is  so  small  that  the 
flow  change  due  to  it  will  be  lost  in  the  error  of 
measurement.  However,  if  we  view  the  brain 
with  many  probes  and  mathematically  subdivide 
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it  into  volumes  of  the  order  of  magnitude  of  the 
lesion,  even  very  focal  lesions  can  be  detected. 
For  deep  basal  structures,  the  problem  is  more 
difficult.  These  cannot  be  seen  clearly  by  any 

I single  detector  viewing  from  the  surface,  because 
the  gamma  rays  cannot  penetrate  through  the  in- 
tervening tissue  to  reach  the  detector  very  readily. 
Only  a small  percentage  of  Xe133  gamma  rays  do 
arrive  at  the  surface  from  these  deep  regions; 
changes  in  those  few  counts  are  obscured  by  the 
high  and  variable  count  rates  originating  in  the 
fast-flow  outer  cortical  layers.  To  learn  the  flows 
in  these  deep  regions,  we  must  abandon  regional 
flow  measurements  as  now  performed  and  adopt  a 
procedure  which  measures  specifically  the  flow  in 
small  subdivisions  throughout  the  brain.  Using 
many  probes  to  provide  information  from  many 
views,  a computer  can  solve  for  flow  in  these  deep 
structures  but  only  by  simultaneously  solving  for 
flow  in  all  subdivisions.  We  thus  learn  something 
more  than  we  wanted  to  know — we  learn  the  brain 
blood-flow  distribution  throughout  the  entire 
brain.  This  turns  out  to  be  a diagnostic  advan- 
tage, since  our  rat  studies  indicate  that  blood 
flows  are  disturbed  in  specific  patterns  for  specific 
diseases.  Ultimately,  we  can  hope  to  program  the 
computer  to  recognize  these  patterns  and  report 
them.  If  we  are  interested  only  in  those  regions 

I which  are  abnormal,  the  computer  can  readily 
sort  them  for  us. 

In  the  very  near  future  we  can  begin  to  detect 
lesions  like  these  when  they  first  show  impairment 
and  when  only  a few  cells  in  the  center  of  this  cyst 
are  dying.  Because  we  use  the  respiratory  admin- 
istration method,  we  can  look  forward  to  following 

I the  course  of  development  of  such  lesions  and  to 
devising  treatments  which  will  reverse  the  local 
injury  or  at  least  minimize  the  extent  of  the  le- 
sion. Now  that  we  can  finally  observe  events  in 
such  lesion  regions,  we  can  hope  to  learn  to  con- 
trol the  local  edema  in  the  days  after  the  insult 
and  to  limit  the  functional  losses  verv  substantial- 
ly. 

Array 

The  world’s  first  array  of  ultrapurified  germani- 
um detectors  is  the  prototype  for  the  modules 
which  will  be  stacked  in  a larger  array  about  the 
head.  The  ultrapurified  germanium  has  very  high 

! energy  resolution,  a factor  of  great  importance  to 
us  in  the  mathematical  analysis  of  three-dimen- 
sional isotope  concentration  since  we  can  avoid 
nearly  all  of  the  Compton  scatter  counts.  The 
detectors  are  vacuum  sealed  and  liquid  nitrogen 
cooled  to  provide  very  low  background  counts  of 
the  order  of  one  count  per  minute.  The  solid- 
state  amplifiers  and  single-channel  analyzers  are 
required  to  take  full  advantage  of  the  excellent 
characteristics  of  the  detector  material.  These  six 
detectors  can  be  packed  into  a space  just  about 
equal  to  that  occupied  by  a single  photomultiplier 


tube  for  the  old  type  sodium  iodide  crystal,  that 
is,  about  six  inches  across  the  face  of  this  array. 
Packing  many  detectors  into  a small  space  has 
been  very  important  in  the  design  of  our  144-de- 
tector system  since  it  is  not  possible  to  put  144  of 
the  old-type  detectors  in  the  necessary  angula- 
tions about  the  head,  at  least  not  without  light 
piping.  We  were  very  pleased  when  the  Space 
Technology  Division  of  the  General  Electric  Cor- 
poration developed  these  new  detectors  and  the 
capability  to  use  them  in  arrays  just  at  the  time 
when  we  needed  them. 

Equipment 

The  count-generated  pulse  goes  from  the  pre- 
amp to  a linear  amplifier  and  then  to  a single 
channel  analyzer  which  energy  processes  and 
shapes  the  pulse  for  computer  handling.  These 
very  stable  amplifiers  are  of  compact  size  which 
means  that  all  of  them  for  144  channels  can  be 
placed  into  a small  rack. 

The  Honeywell  316  minicomputer  is  a unit 
which  is  interfaced  directly  to  the  single-channel 
analyzer  output.  All  144  channels  can  be  scanned 
every  seventy-six  microseconds.  If  a pulse  is  pres- 
ent, the  computer  deposits  it  in  memory  as  pro- 
grammed. This  direct  interfacing  and  pulse-han- 
dling procedure  using  a minicomputer  is  new,  very 
versatile,  and  a relatively  inexpensive  means  for 
obtaining  the  capability  to  handle  large  masses  of 
count  information  in  short  periods  of  time.  This 
minicomputer  can  read  directly  to  its  sister  at  the 
maxicomputer  center  and  also  receives  the  calcu- 
lated flows  from  the  maxicomputer  center.  Data 
are  printed  by  the  teletype  which  is  also  used  for 
data  entry  of  constants,  and  so  forth. 

To  perform  a test,  the  patient  must  first  have 
his  head  geometry  measured  with  this  type  of 
head  gauge.  These  data  are  transmitted  to  the 
maxicomputer  via  teletype  input.  The  patient 
then  moves  into  the  plastic  canopy  area  which  has 
an  exhaust  hood  for  rapid  evacuation  of  the  ra- 
dioactive gas  during  accidental  loss.  The  patient 
is  then  positioned  with  his  head  within  an  array  of 
Xe133  gamma  detectors  which  view  the  brain  from 
144  directions  and  which  have  specific  angulations 
chosen  by  computer  analysis  as  those  which  pro- 
vide the  most  useful  information.  The  patient  is 
then  connected  to  a nonrebreathing  valve,  either 
the  adult  or  new  pediatric  type,  called  the  Ru- 
dolph valve. 

Procedure 

The  Rudolph  valve  connections  go  to  a closed- 
circuit  system  which  is  loaded  with  the  radioac- 
tive gas  Xe133.  The  patient  breathes  the  Xe133  for 
one  minute  while  the  radiation  detectors  view  his 
head.  During  that  minute,  another  detector 
views  a sample  of  end-tidal  air  which  is  drawn 
from  this  exhalation  line  to  the  detector,  a carbon 
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dioxide  and  an  oxygen  analyzer  by  a pressure-ac- 
tivated Falk  end  tidal  sampler.  From  this  respi- 
ratory gas  concentration  we  calculate  arterial  con- 
centration, thus  avoiding  the  necessity  for  arterial 
blood  sampling  on  a closely  timed  basis.  All  of 
this  information  is  in  the  minicomputer  at  the  end 
of  the  minute  and  can  be  rapidly  transferred  to 
the  maxicomputer.  Minutes  later  the  rate  of 
blood  flow  in  144  subdivisions  of  the  human  brain 
is  returned  via  the  teletype  with  computer  evalua- 
tion as  programmed. 

Institute  of  Rehabilitation  Medicine 
New  York  University  Medical  Center 
New  York,  New  York  10016 


Severe  crash  diets  blamed 
in  psychotic  disturbances 

Semistarvation  crash  dieting  can  sometimes  cause 
serious  mental  disturbance,  said  a report  in  the  Octo- 
ber issue  of  Archives  of  General  Psychiatry,  a publica- 
tion of  the  American  Medical  Association. 

The  report  cataloged  a study  of  ten  Israelis  treated  at 
a hospital  in  Jerusalem  by  two  psychiatrists  from  He- 
brew University  Medical  School.  The  10  individuals 
had  lost  from  110  to  240  pounds  in  intensive  crash 
diets.  Nine  of  the  10  developed  such  severe  mental 
symptoms  as  to  require  hospitalization. 
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The  findings  led  the  doctors  to  conclude: 

“Great  care  should  be  taken  in  the  prescribing  of 
diets,  especially  to  patients  with  an  unstable  personali- 
ty structure.” 

All  of  the  patients  were  Jews;  eight  of  European  ori- 
gin and  two  of  Eastern  extraction;  four  were  Israeli- 
born.  The  women  were  housewives,  the  men  mechan- 
ics and  a male  nurse. 

The  degree  of  mental  illness  was  directly  related  to 
the  duration  and  severity  of  the  diet,  the  researchers 
say. 

Emotional  factors  play  a large  role  in  weight  gain; 
overeating  calms  these  patients  and,  when  deprived  of 
food,  they  show  behavior  disturbances,  they  said. 
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The  disastrous  clinical  effects  of  chronic  expo- 
sure to  alcohol  are  well  known,  and  disease  involv- 
ing many  organs  of  the  body  including  the  brain, 
the  heart,  the  pancreas,  the  liver,  the  muscles, 
and  the  peripheral  nervous  systems  are  well  docu- 
mented.1-4  However,  the  mechanism  of  destruc- 
tive action  on  these  various  tissues  is  not  as  clear- 
ly understood. 

Alcohol  is  primarily  metabolized  within  the 
liver  cell  to  acetaldehyde  and  acetate,  and  the 
process  becomes  the  preferred  substrate  resulting 
in  the  accumulation  of  other  metabolic  products 
within  the  liver  with  alteration  in  the  basic  sub- 
cellular  architecture.-’5-7  While  these  possibly  in- 
terrelated metabolic  reactions  and  anatomic 
changes  have  been  carefully  studied,  little  infor- 
mation is  available  concerning  the  acute  effects  of 
alcohol  on  protein  synthesis  which  is  perhaps  a 
very  sensitive  index  of  the  cells’  viability  and 
health.  When  one  looks  at  the  acute  effect  of  al- 
cohol on  the  hepatic  cell  in  terms  of  protein  syn- 
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thesis,  a striking  similarity  is  seen  between  expo- 
sure to  alcohol  and  the  less  disastrous  effects  of 
starvation.  This  does  not  mean  that  cirrhosis  of 
the  liver  associated  with  alcoholism  is  necessarily 
nutritionally  dependent,  for  cirrhosis  is  not  seen  in 
common  nutritional  diseases,2  and  it  occurs  only 
after  hepatic  exposure  to  inflammatory  or  exoge- 
nous toxic  agents.  However,  the  acute  response 
of  the  hepatic  cell  to  alcohol  may  be  moderated  by 
changes  in  nutrition  to  such  an  extent  that  it  is 
conceivable  that  toxic  effects  of  these  agents  may 
be  minimized.  It  is  the  purpose  of  this  short  re- 
view to  point  out  these  similarities  in  two  organs 
which  are  frequently  the  seat  of  nutrition-  and  al- 
cohol-caused disease,  namely,  the  heart  and  the 
liver. 

Hepatic  protein  synthesis 

The  hepatic  protein-synthesizing  system  re- 
quires three  types  of  RNA  (ribonucleic  acid): 
messenger,  ribosomal,  and  transfer.8- 14  The 
RNA  is  synthesized  within  the  nucleus  and  nu- 
cleolus as  large  precursors  and  find  their  way  from 
the  necleolus  into  the  cytoplasm.  The  major  frac- 
tion of  RNA  within  the  liver  cell  consists  of  ribo- 
somal RNA,  and  the  active  portions  are  the  18  S 
and  28  S ribosomal  RNA  which,  when  combined 
with  proteins,  become  the  smaller  and  larger  ribo- 
somal subunits.  These  subunits  are  attached  to 
messenger  RNA,  and  the  larger  ribosomal  subunit 
is  attached  to  the  endoplasmic  reticulum,  the 
membrane  system  within  the  cell.  This  structure, 
called  the  bound  polysome,  synthesizes  protein 
primarily  for  export,  for  example,  albumin,  where- 
as the  combination  of  messenger  and  ribosomal 
RNA  unattached  to  the  endoplasmic  reticulum 
synthesizes  protein  primarily  for  internal  cellular 
needs.  Protein  synthesized  for  export  transverses 
the  center  of  the  larger  ribosomal  subunit,  enters 
the  lumen  of  the  microtubular  structure  of  the  en- 
doplasmic reticulum,  and  is  transported  in  some 
fashion  to  the  Golgi  apparatus  and  hence  extrud- 
ed directly  into  the  hepatic  plasma. 

Morphologically,  acute  exposure  of  the  normal 
human  liver  to  alcohol  results  in  a rapid  alteration 
in  the  mitochondria  and  of  the  endoplasmic  retic- 
ulum.2,6,15  Ribosomal  subunits  are  no  longer  at- 
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tached  either  to  the  messenger  RNA  or  to  the  en- 
doplasmic reticulum.  The  administration  of  alco- 
hol to  animals  in  vivo  or  the  addition  of  ethanol  to 
the  perfusate  of  the  isolated  perfused  liver  results 
in  a rapid  decrease  in  the  synthesis  of  protein  for 
export.15-17  Supplying  the  alcohol  in  the  presence 
of  high  concentrations  of  amino  acids  or  increas- 
ing the  concentration  of  amino  acids  within  the 
perfusate,  particularly  tryptophan,  results  in  an 
amelioration  of  the  acute  effects  of  alcohol  with  a 
trend  toward  reorganization.  It  seems  that  some 
protection  is  offered  to  the  subcellular  organelles 
by  these  high  levels  of  amino  acids,  and  the 
marked  decrease  in  albumin  synthesis  seen  with 
acute  exposure  to  alcohol  is  decreased. 

This  experimental  observation  perhaps  has  its 
clinical  counterpart  in  patients  with  alcohol-in- 
duced cirrhosis  of  the  liver  complicated  by  ascites 
where,  on  administration  of  an  adequate  diet  and 
the  removal  of  alcohol  from  the  diet,  normal  or  el- 
evated albumin  synthetic  rate  occurs.  Since  this 
is  seen  in  two  thirds  of  the  patients  studied,  it 
suggests  that  even  chronic  exposure  to  alcohol 
does  not  permanently  damage  the  liver  cell  in 
terms  of  its  capacity  to  synthesize  albumin  as  long 
as  the  alcohol  is  removed  and  adequate  nutrition 
is  resupplied.18  Further,  these  livers  respond  to 
cortisone  with  the  expected  increase  in  albumin 
synthesis  confirming  the  observation  that  hepatic 
protein  synthesis  may  proceed  normally  once  alco- 
hol is  removed  and  a normal  diet  supplied.19 

Fasting  and  protein  malnutrition  likewise  pro- 
duce dramatic  changes  within  the  liver  cell.  The 
nucleolus,  the  site  of  ribosomal  RNA  synthesis, 
decreases  in  size.  RNA  synthesis  slows,  and  there 
is  an  increased  rate  of  RNA  degradation  primarily 
in  the  fasting  subject.20-24  There  is  a loss  of  the 
endoplasmic  reticulum,  and  the  orderly  arrange- 
ment of  this  subcellular  structure  is  no  longer 
seen.  This  disaggregation  of  the  polysomal  sys- 
tem is  seen  most  permanently  in  the  bound  poly- 
some. These  findings  are  associated  with  the 
rapid  loss  of  the  liver’s  ability  to  synthesize  pro- 
tein, particularly  those  proteins  geared  for  ex- 
port.25 Clinically  and  in  experimental  protein  de- 
ficiency, albumin  synthesis  falls,  and  the  serum- 
albumin  level  decreases.26-30  In  vitro,  there  is  a 
decreased  ability  of  the  liver  cell  to  synthesize  all 
protein.  Equally  rapidly,  there  is  a return  to  ef- 
fective protein  production  once  food  is  resupplied 
in  vivo  or  an  increase  in  amino  acids  given  in 
vitro. 

Cardiac  protein  synthesis 

Cardiomyopathy  has  been  reported  in  malnutri- 
tion and  in  alcoholism.  The  primary  myocardial 
disease  is  usually  manifested  by  cardiac  enlarge- 
ment and  failure,  and  electrocardiographic  studies 
show  nonspecific  changes  often  seen  with  several 
different  types  of  myocardial  disease.  A key 
question  concerns  the  specific  roles  played  by  nu- 


trition and/or  alcohol  on  cardiac-protein  metabo- 
lism. To  clarify  this  role,  it  is  essential  to  realize 
that  the  metabolism  of  the  contractile  and  other 
cardiac  proteins  is  a dynamic  one.  It  has  been 
demonstrated  that  50  per  cent  of  the  myocardial 
protein  in  various  animals  will  be  replaced  in 
three  to  six  days  depending  on  the  model,  the 
species  of  animal,  and  the  age  of  the  heart  at  the 
time  of  study.  Furthermore,  there  is  very  rapid 
response  of  the  protein  synthetic  mechanism  to 
stress  such  as  loading  and  anoxia.31  With  this 
rapid  turnover,  it  is  not  surprising  that  a heart 
subjected  to  malnutrition  will  show  some  effects 
on  protein  synthesis. 

A direct  relationship  between  circulating  amino 
acids  and  the  rate  of  muscle-protein  synthesis  has 
been  shown  both  in  vitro  and  in  vivo,  for  example, 
perfusion  of  a heart  in  vitro  with  amino  acid-free 
perfusate  reduces  the  rate  of  protein  synthesis  to  a 
third  of  that  seen  with  amino  acid  supplements,31 
and  starvation  or  protein  deprivation  causes  de- 
creased skeletal  muscle  protein  synthesis.32  On 
the  other  hand,  increasing  the  concentration  of 
circulating  amino  acids  results  in  increases  in  the 
rate  of  cardiac  protein  synthesis.33  It  would  be 
presumed,  therefore,  that  to  maintain  a normal 
level  of  cardiac  proteins,  an  adequate  supply  of 
amino  acids  is  essential. 

Clinical  correlation  with  these  findings  is  indi- 
cated by  the  reduction  in  cardiac  size  in  semistar- 
vation,34 although  the  reduction  in  noncardiac 
striated  muscle  is  usually  much  greater.35  The 
nature  of  the  cardiac  wasting  involves  myocardial 
cell  size  as  well  as  loss  of  myofibrils  and  hence 
myofibrillar  proteins.36  The  differential  wasting 
between  cardiac  and  skeletal  muscle  may  be  due 
to  differences  in  rates  of  degradation  of  protein  in 
heart  and  skeletal  muscle.  Thus,  cardiac  protein 
catabolism  may  not  be  rapidly  increased  by  amino 
acid  depletion,37  while  there  is  a significant  in- 
crease in  protein  catabolism  in  skeletal  muscle  in 
starvation  and  to  a lesser  extent  in  protein  depri- 
vation.35 The  increased  protein  catabolism  in 
skeletal  muscle  in  starvation  is  of  significance  as  a 
main  source  of  energy  for  other  tissues  as  well  as 
amino  acid  supply  for  new  protein  synthesis. 32,30 
It  is  also  of  interest  that  some  amino  acids  re- 
leased by  cardiac  protein  degradation  are  reutil- 
ized in  large  fractions  for  new  cardiac  protein  syn- 
thesis.38 Thus,  the  decreased  cardiac  size  and 
cardiac  contractile  protein  in  nutritional  deficien- 
cies with  amino  acid  deprivation  may  be  due  to  an 
inhibition  of  normal  protein  synthesis.  The  latter 
would  ultimately  lead  to  defective  contractile  pro- 
tein formation  and  decreased  contractile  function. 


Effects  of  ethanol 

Although  the  effects  of  ethanol  on  the  heart 
have  been  studied  for  some  years,  the  causes  of  al- 
coholic cardiomyopathy  are  as  yet  unknown.  Ini- 
tially, deficiencies  of  thiamine  and  other  B vita- 


2888  New  York  State  Journal  of  Medicine  / December  1 5,  1 973 


mins  or  total  nutrition  were  considered  as  etiolog- 
ic  factors,  but,  more  recently,  cardiac  dilatation 
and  failure  have  been  seen  in  alcoholic  patients  in 
whom  vitamin  deficiencies  could  not  be  seen.1 
Furthermore,  thiamine  therapy  has  proved  to  be 
unsuccessful  in  these  states.4  Prolonged  bed  rest 
and  adequate  nutrition  with  abstinence  of  ethanol 
has  resulted  in  restoration  of  cardiac  size  to  nor- 
mal and  the  disappearance  of  failure  in  50  per 
cent  of  the  treated  cases.39 

The  effect  of  ethanol  per  se  on  cardiac  function 
is  difficult  to  assess  in  vivo,  since  it  is  not  possible 
to  evaluate  the  ethanol  effects  apart  from  those  of 
the  metabolites  of  alcohol.  Nevertheless,  data  in- 
creasingly indicate  that  ventricular  function  may 
decrease  after  ethanol  ingestion.  Thus,  in  anes- 
thetized dogs,  a fall  in  stroke  volume  and  work 
and  a rise  in  end-diastolic  pressure  was  seen  with 
ethanol  at  levels  of  200  mg.  per  100  ml.  of  blood,40 
and  in  human  noncardiac  alcoholics,  there  was  a 
progressive  rise  in  left  ventricular  end-diastolic 
pressure  with  a mean  alcohol  level  of  150  mg.  per 
100  ml.41  In  patients  with  cardiac  disease  a single 
“cocktail,”  2 ounces  of  the  mixture,  apparently 
caused  a fall  in  cardiac  and  stroke  index.42  On 
the  other  hand,  it  should  be  noted  that  in  heart- 
lung  preparations  no  depression  of  ventricular  ac- 
tivity was  noted  even  at  ethanol  concentrations  of 
900  mg.  per  100  ml.,43  and  little  effect  on  myocar- 
dial contractility  was  noted  in  the  perfused  isolat- 
ed heart  with  nonrecirculating  ethanol  per  se  at 
250  mg.  per  100  ml.44  Similarly,  little  effect  on 
contractility  was  reported  in  normal  human 
beings  with  blood  levels  of  85  to  200  mg.  per  100 
ml.45'46  However,  although  some  acute  studies 
show  little  effect  on  cardiac  performance  in  nor- 
mal patients,  it  is  entirely  possible  that  long- 
standing chronic  ingestion  may  have  an  ultimate 
toxic  effect  and  that  some  metabolites  may  be  in- 
jurious. 

Since  ethanol  is  not  metabolized  by  the  heart, 
the  metabolic  effects  are  of  particular  interest.47 
Studies  in  the  dog  suggest  that  ethanol  infusion 
causes  increased  triglyceride  extraction  by  the 
heart  and  accumulation  of  triglycerides  in  the  left 
ventricle.40  On  the  other  hand,  decreased  C14-pal- 
mitate  extraction  by  the  heart  with  a shift  from 
exogenous  to  endogenous  fuel  was  also  reported.48 
However,  triglyceride  accumulation  in  the  heart 
apparently  did  not  occur  unless  long-chain  triglyc- 
erides were  included  in  the  diet.49  In  human  alco- 
holic patients  exposed  to  12  ounces  of  Scotch 
whiskey  with  blood-alcohol  levels  approaching  200 
mg.  per  100  ml.,  there  was  an  increase  in  coronary 
sinus  concentration  of  potassium,  phosphate,  and 
transaminase  activity  with  decreased  fatty-acid 
extraction  associated  with  cardiac  triglyceride  ac- 
cumulation, similar  to  that  reported  in  animal 
studies.40,41 

Injurious  effects  of  ethanol  administered  in  vivo 
have  also  been  demonstrated  in  skeletal  muscle 


associated  with  increased  serum  creatine  phos- 
phokinase  activity,  and  microscopic  examination 
showed  intracellular  edema  with  widened  interfi- 
brillar  spaces.50  The  skeletal  muscle  biopsy  re- 
sults suggested  similar  findings  in  the  heart. 
However,  clinical  evidence  of  muscle  disease  in 
alcoholic  patients  is  noted  in  only  a small  minori- 
ty, and  it  is  uncertain  that  the  changes  in  skeletal 
muscle  can  be  assumed  to  occur  in  the  heart. 

It  is  still  unclear  whether  or  not  the  cardiac  ef- 
fects described  previously  are  primarily  due  to 
ethanol  per  se  or  a metabolite  as  acetaldehyde 
produced  in  the  liver  and  released  into  the  circu- 
lation. Recently,  attention  has  been  focused  on 
the  effect  of  such  metabolites.  Acetaldehyde  was 
found  to  cause  a positive  inotropic  and  chronotro- 
pic effect  which  was  blocked  by  a beta  adrenergic 
blocking  agent,  propranolol  hydrochloride.47-51  It 
was  suggested  that  repeated  exposure  of  the  heart 
to  acetaldehyde  may  lead  to  chronic  depletion  of 
stored  norepinephrine  leading  ultimately  to  car- 
diomyopathy.51 

In  view  of  the  normal  rapid  turnover  of  cardiac 
proteins,  the  effect  of  ethanol  and  its  metabolite, 
acetaldehyde,  on  cardiac  protein  synthesis  was  re- 
cently investigated.44  Ethanol  at  levels  of  250  mg. 
per  100  ml.,  a level  sufficient  to  markedly  inhibit 
hepatic  albumin  synthesis,10  did  not  alter  cardiac 
function  nor  affect  cardiac  protein  synthesis  dur- 
ing the  three  hours  of  perfusion  of  the  guinea-pig 
heart  in  vitro.44  Only  at  lethal  levels  of  1,500  mg. 
per  100  ml.  were  there  any  significant  effects  on 
protein  synthesis.  In  contrast,  acetaldehyde  de- 
pressed cardiac  protein  synthesis  despite  its 
chronotropic  and  inotropic  effect.  The  decrease 
in  protein  synthesis  was  not  mediated  by  release 
of  norepinephrine,  since  the  decrease  occurred  in 
the  presence  of  propranolol  hydrochloride  and  the 
abolition  of  the  cardiac  chronotropic  and  inotropic 
stimulation.  Furthermore,  evidence  to  support 
the  direct  effect  of  acetaldehyde  on  the  protein 
synthetic  machinery  was  recently  obtained  with 
cardiac-muscle  microsomes  where  acetaldehyde  at 
levels  of  0.03  and  0.1  mM.  inhibited  microsomal 
protein  synthesis  in  cell-free  systems  carrying  ex- 
cess adenosine  triphosphate  (ATP)  generating 
systems,  amino  acids,  and  enzymes  required  for 
such  synthesis.  It  is  of  interest  that  the  levels  of 
acetaldehyde  used  in  the  microsome  studies  have 
been  reported  in  human  beings  after  ethanol  in- 
gestion.52 

Summary 

Evidence  relating  to  cardiac  protein  synthesis 
suggests  that  interference  with  this  process  may 
play  a role  in  the  development  of  cardiomyopathy 
of  malnutrition  and  alcoholism,  the  former  by 
amino-acid  deprivation  and  the  latter  by  direct 
inhibition  at  the  polysome  level  by  acetaldehyde. 

It  is  possible  that  altered  protein  synthesis  in 
many  organs  is  an  adaptive  response  to  many 
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forms  of  stress.  Thus,  while  the  thought  that  al- 
cohol-induced disease  is  basically  a response  to 
nutritional  deficiency  cannot  be  defended  per  se, 
it  is  equally  true  that  the  nutritional  milieu  with- 
in the  cell  may  well  be  the  rate-limiting  factor  in 
determining  the  extent  of  cellular  destruction. 
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In  the  pathogenesis  of  obesity  little  is  known 
about  the  metabolic  significance  of  the  lean  body 
mass,  especially  of  the  muscle  mass,  which  is  ex- 
posed to  environmental  effects  such  as  muscle 
work  or  inactivity,  diet,  and  drugs.  The  concept 
of  obesity  is  changing,  and  we  should  clearly  de- 
fine its  meaning.  Can  obesity  be  defined  solely  on 
the  basis  of  the  amount  of  body  fat?  Body  fat  ex- 
pressed in  per  cent,  that  is,  F/BW  X 100  (F  is 
body  fat  and  BW  is  body  weight ) is  a poorer  index 
of  obesity  than  F/LBM  X 100  (LBM  is  lean  body 
mass).  Obviously,  in  obesity  the  second  index 
will  be  a more  sensitive  indication  of  increasing 
body  fat  ness. 

Several  techniques  are  available  to  measure 
lean  body  mass:  body  density,  total  body  water, 

total  body  potassium,  helium  dilution,  and  ultra- 
sonic scanning.  These  methods  are  elaborate  and 
time  consuming.  They  measure  muscle  mass  only 
indirectly,  and  even  the  simplest  approach,  which 
utilizes  five  anthropometric  measurements  for  a 
prediction  equation  of  the  lean  body  mass,  is  not 
simple  enough  for  larger  population  groups.1 

Simple  techniques  for  measurement  of  the  mus- 
cle mass  would  be  much  more  practical  for  the  ex- 

Supported  in  part  by  Cornell  University  Faculty  Research 
Grant  C28-2053  and  in  part  by  funds  provided  by  the  State 
University  of  New  York. 


ploration  of  the  metabolic  significance  of  body  fat 
versus  body  muscle  mass.  The  concept  of  adipo- 
muscular  ratio  may  offer  certain  advantages.  It 
could  answer  whether  or  not  obesity  in  muscular 
people  is  metabolically  different  from  obesity  in 
persons  with  inactive,  atrophied  muscle  mass. 

The  technologic  age  produces  fat  people  with 
little  muscle  mass  as  opposed  to  the  nontechnolo- 
gic  societies  where  even  those  who  happen  to  be 
obese  must  have  more  supporting  muscle  mass  to 
survive.  Is  the  disproportionate  loss  of  body  mus- 
cle in  relation  to  body  fat  one  of  the  important 
epidemiologic  factors  in  the  prevalence  of  degener- 
ative disease? 

These  unanswered  questions  justify  the  explora- 
tion of  the  validity  of  the  adipomuscular  concept. 
While  body  fat  is  the  main  energy  depot  in  the  or- 
ganism, working  skeletal  muscle  is  the  greatest 
consumer  of  energy.  In  abnormal  metabolic  sit- 
uations, such  as  diabetes  mellitus,  body  fat  acts 
detrimentally  decreasing  insulin  sensitivity  and 
promoting  lipid  abnormalities,  while  the  function 
of  skeletal  muscle  is  therapeutically  exploited  to 
promote  glucose  utilization  and  to  decrease  insu- 
lin requirements.  Obesity  in  adults  is  connected 
with  an  increase  in  fat-cell  size,2  whereas  atrophy 
of  the  muscle  in  protein  malnutrition  is  due  to  loss 
of  muscle-cell  size  rather  than  cell  number.3 
Should  an  increase  in  fat-cell  size  in  obesity  be 
paralleled  with  an  increase  in  muscle-cell  size? 

Is  there  any  potential  benefit  in  increasing  the 
inactive  body  muscle  mass  with  anabolic  or  other 
drugs?  This  is  certainly  a more  comfortable 
method  than  “painful”  jogging  and  calisthenic 
programs. 

Methods 

Basic  data  of  the  subjects  examined  are  listed  in 
Table  I.  Seventy-five  subjects,  male  and  female, 
were  under  our  observation  for  a period  of  twelve 
months.  At  intervals  of  one  month  they  were  ex- 
amined physically,  and  blood  and  urine  samples 
were  collected  for  laboratory  analyses.  Patients 
with  known  metabolic  disease  were  excluded  from 
our  study. 

The  subjects  in  the  study  were  on  an  unrestrict- 
ed diet  except  for  calcium  intake  which  varied 
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TABLE  I.  Basic  data  of  the  subjects  examined 


Number  Number 

of  of 

Data  Males  Subjects  Females  Subjects 


Age  (years) 

45.0 

=L 

13.0* 

19 

43.2 

dr 

10.9 

56 

Broca  index  of  body  weightf 

1.11 

± 

8.30 

17 

1.76 

dr 

13.84 

54 

Davenport  index  of  body  weight** 

2.50 

± 

0.22 

19 

2.40 

± 

0 33 

57 

Triceps  skinfold 

12.1 

± 

4.9 

19 

24.9 

dr 

6.5 

52 1 1 

in  millimeters 

Urinary  creatinine 

1.62 

rfc 

0.21 

18 

1.12 

rfc 

0.19 

56tt 

(grams  per  twenty-four  hours) 

Muscle-bone  diameter 

82.6 

d= 

5.3 

19 

64.1 

db 

5.7 

52tf 

in  millimeters*** 

Hand  grip  dynamometry 

110.9 

dr 

24.0 

19 

62.2 

dr 

10.4 

52ft 

* Mean  ± 1 S.D. 

t Kg.  weight  — height  over  100  cm. 


height  over  100  cm. 

**  grams  of  weight 
(cm.  of  height) 2 

ft  Significance  of  the  difference  between  males  and  females  is  p < 0.001. 
***  arm  circumference  in  millimeters 

— triceps  skinfold  in  millimeters. 


from  low  normal  intake  to  about  1 Gm.  per  day. 
Most  of  the  individuals  were  middle-aged;  the 
mean  age  for  men  was  forty-five  plus  or  minus 
thirteen  years,  for  women  43.2  plus  or  minus  ten 
years.  The  age  ranged  between  twenty-one  and 
sixty-eight  years  of  age.  In  the  last  two  months  of 
the  twelve-month  period  all  patients  were  subject- 
ed to  additional  tests  of  body  composition  and  the 
metabolic  response  to  an  oral  glucose  load.  There 
were  no  major  changes  in  the  body  weight  of  the 
subjects  in  the  course  of  the  twelve-month  period. 
Broca  index  and  Davenport  index  were  used  to  ex- 
press body  build.  Both  of  these  indices  have  been 
described  in  studies  on  body  composition,  and  we 
decided  to  compare  their  relative  value  in  deter- 
mining the  body  build.  The  average  body  weight 
recorded  in  twelve  months  served  as  a basis  for 
calculation  of  these  indices.  Broca  index  was  cal- 
culated as  per  cent  deviation  of  body  weight  in 
kilograms  from  body  height  over  100  cm.;  Daven- 
port index  was  expressed  as  a ratio  of  weight  in 
grams  to  the  second  power  of  height  in  centime- 
ters (Table  I).4 

Skinfold  thickness  was  measured  at  the  triceps 
site  halfway  between  the  acromial  process  of  the 
scapula  and  the  olecranon  process  of  the  ulna.  A 
large  caliper  having  the  standard  pressure  of  10 
Gm.  per  square  millimeter  was  used.  Muscle- 
bone  diameter  was  calculated  from  the  arm  cir- 
cumference, measured  with  a flexible  steel  tape  at 
the  site  of  triceps  skinfold  measurement,  and  the 
triceps  skinfold.  Muscle-bone  diameter  was  ex- 
pressed as  the  arm  diameter  minus  the  triceps 
skinfold  (Table  I).5  Hand-grip  dynamometry  was 
used  as  an  additional  index  of  the  muscularity  of 
the  upper  extremities.6  A simple  adjustable 
hand-grip  dynamometer  was  used.  After  explain- 
ing the  function  of  the  apparatus,  the  subject  was 
allowed  to  try  the  dynamometer,  and  then  the 
best  of  three  readings  was  taken.  The  test  was 


performed  on  each  hand  in  turn,  and  the  results 
were  expressed  as  an  average  for  both  hands. 

The  data  for  twenty-four-hour  urinary  excretion 
of  creatinine  are  expressed  as  an  average  of  12  de- 
terminations made  at  monthly  intervals.  All 
urine  excreted  during  twenty-four  hours  was  col- 
lected in  a plastic  container  with  boric  acid  as  a 
preservative.  An  aliquot  of  the  twenty-four-hour 
sample  was  analyzed  by  the  automated  auto-ana- 
lyzer  technique  N-lla,  using  picric  acid  and  sodi- 
um hydroxide  to  produce  a color  reaction.* 

Overnight  fasting  of  a twelve  to  fourteen-hour 
duration  preceded  blood  sampling.  Blood  was 
collected  from  the  cubital  vein  of  the  subjects  and 
put  into  test  tubes  chilled  in  an  ice  bath.  The 
tubes  contained  oxalate  crystals  as  an  anticoagu- 
lant, and,  immediately  after  separation  of  the 
blood  cells,  the  plasma  was  stored  in  a freezer 
until  analysis.  Plasma  glucose  was  determined  by 
the  auto-analyzer  technique  N-2a  utilizing  the  po- 
tassium ferricyanide-potassium  ferrocyanide  oxi- 
dation-reduction reaction.*  Plasma  insulin  was 
determined  by  the  Amersham-Searle  radio-immu- 
noassay procedure  utilizing  the  double  antibody 
technique.7  Plasma-free  fatty  acids  were  extract- 
ed, as  described  by  Dole,8  and  were  measured  on 
the  same  day  that  blood  was  collected  by  a colori- 
metric procedure  based  on  the  color  reaction  of 
cobalt  soaps  with  nitroso-beta-naphthol.9  Plasma 
cholesterol  was  analyzed  by  the  N-24a  auto-ana- 
lyzer  procedure  based  on  the  reaction  of  concen- 
trated sulfuric  acid  and  ferric  chloride  in  acetic 
acid  with  cholesterol.* 

The  response  of  plasma  glucose,  plasma  insulin, 
and  plasma-free  fatty  acids  to  oral  glucose  load 
was  studied  after  an  oral  intake  of  1 Gm.  of  glu- 
cose per  1 Kg.  of  body  weight  in  300  ml.  of  dis- 
tilled water.  Changes  in  plasma  concentrations 

* Technicon  Auto-Analyzer  method  file,  Technicon  Corpora- 
tion, Tarrvtown,  New  York. 
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TABLE  II.  Biochemical  data  of  the  subjects  examined 


Num- 

Num- 

her  of 

ber  of 

Sub- 

Sub- 

Data 

Males 

jects 

Females* 

jects 

Fasting  plasma  glucose 

96.6  ± 

5.7  10 

95.1 

± 

6.5 

40 

(milligrams  per  100  ml.) 
Fasting  plasma  insulin 

10.4  ± 

3.7  10 

10.0 

± 

3.9 

40 

(microunits  per  1 ml.) 
Fasting  free  fatty  acids 

0.70  ± 

0.22  10 

0.80 

± 

0.23 

40 

(milliequivalents  per  liter) 
Fasting  plasma  cholesterol 

214.0  ± 

32.9  17 

215.6 

± 

38.9 

54 

(milligrams  per  100  ml.) 
Plasma  glucose  rise  (per  cent)t 

38.6  ± 

19  4 10 

38.1 

± 

30.6 

39 

Plasma  insulin  rise  (per  cent)f 

496.5  zt  348.5  10 

477.1 

± 

370 . 0 

39 

Plasma  free  fatty  acid  drop  (per  cent)t 

35.8  ± 

15.0  10 

40.5 

± 

14.8 

39 

Plasma  glucose  area** 

6.39  ± 

1.45  10 

6.55 

± 

2.43 

30 

Plasma  insulin  area** 

10.78  ± 

9.36  10 

9.30 

± 

4.15 

30 

Plasma  free  fatty  acid  area** 

11.33  ± 

2.66  10 

12.44 

± 

2.82 

30 

* Significance  of  the  difference  between  males  and  females: 

no  significant  difference  for  the  data  listed  in  this  table. 

t Per  cent  rise  or  drop  forty-five  minutes  after 

an  oral  glucose  load.  Fasting  level  = 100  per  cent. 

**  Oral  glucose  tolerance  test:  1 Gm.  of  glucose  per  1 Kg.  of  body  weight.  Area  under  the  curve  expressed  in  square  inches. 

TABLE  III.  Correlation  coefficients  between  indices  of  body  build  and  plasma  cholesterol 

Hand- 

Muscle- 

Grip 

Broca 

Davenport 

Triceps 

Urinary 

Bone 

Dyna- 

Plasma 

Data  Index 

Index 

Skinfold 

Creatinine 

Diameter 

mometry 

Cholesterol 

Broca  index  . . . 

0.932* 

0.468* 

NS 

NS 

0 . 241f 

0.689* 

NS 

Davenport  index  0.932* 

0.389** 

NS 

0.361** 

NS 

0. 301f 

0.702* 

0.3231 

Triceps  skinfold  0.468* 

0.389** 

-0.364** 

0.445* 

0.264f 

0.689* 

0.702* 

0.382** 

Urinary  creatinine  NS 

NS 

-0.364** 

0.733* 

0 

.750* 

NS 

NS 

0.302f 

NS 

Muscle-bone  NS 

0 361** 

0.455* 

0.733* 

0 

.805* 

NS 

diameter 

0 . 302 f 

NS 

Hand  grip  dynamometry  . . . 

NS 

0.750* 

0.805* 

NS 

Coefficients  not  underlined:  men  and  women;  coefficients  underlined:  women  only. 

* p < 0. 001;  tp<  0.05;  **  p < 0. 01;  NS  = r value  is  not  significant. 


forty-five  and  ninety  minutes  after  glucose  load 
were  compared  with  the  fasting  levels.  Part  of 
the  metabolic  response  to  glucose  was  determined 
by  expressing  the  forty-five  minute  alterations  of 
plasma  concentrations  in  the  per  cent  of  fasting 
levels.  The  total  response  to  the  glucose  load  was 
evaluated  by  determining  the  area  under  the  re- 
spective time  curve  by  a planimeter. 

The  t test  of  significance  for  unpaired  samples 
was  calculated  to  express  the  significance  of  sex 
difference  for  the  basic  data  obtained.  In  addi- 
tion, we  calculated  the  correlations  for  the  total 
population  between  variables  of  body  build  and 
the  metabolic  response  of  an  individual  to  glucose 
load.  For  certain  metabolic  indices,  where  a dif- 
ferent degree  of  correlation  may  be  expected 
owing  to  sex  metabolic  differences,  correlation 
coefficients  were  also  separately  evaluated  for  the 
group  of  women.  Depending  on  the  index  stud- 


ied, the  highest  number  of  pairs  of  variables  for 
which  correlation  coefficients  were  calculated  was 
75,  and  the  smallest  number  of  pairs  was  39. 

Results 

Most  of  the  individuals  in  our  study  were 
women,  nearly  75  per  cent  (Table  I).  As  the  Dav- 
enport index  shows,  women  did  not  have  a higher 
tendency  to  be  overweight  than  men,  and  the  av- 
erages for  both  men  and  women  were  in  the  medi- 
um category  of  body  build.  Women  had,  on  the 
average  106  per  cent  thicker  triceps  skinfold  than 
men,  their  twenty-four-hour  urinary  creatinine  ex- 
cretion was  only  69  per  cent  of  that  of  men,  their 
muscle-bone  diameter  was  67  per  cent,  and  their 
muscle  strength  in  the  hand-grip  dynamometry 
was  on  the  average  only  56  per  cent  of  the 
strength  of  men.  These  sex  differences  in  triceps 
skinfold,  urinary  creatinine,  muscle-bone  diame- 


December  1 5,  1 973  / New  York  State  Journal  of  Medicine  2893 


TABLE  IV.  Correlation  coefficients  between  indices  of  body  build  and  metabolic  response  to  oral  glucose 


Data 

Broca 

Index 

Davenport 

Index 

Triceps 

Skinfold 

Urinary 

Creatinine 

Muscle- 

Bone 

Diameter 

Hand- 

Grip 

Dyna- 

mometry 

Plasma 

Cholesterol 

Fasting  plasma  glucose 

NS 

NS 

NS 

0.528* 

NS 

NS 

NS 

Fasting  free  fatty  acids 

NS 

NS 

0 . 314f 

NS 

— 0. 323f 

NS 

Fasting  plasma 

0.241t 

0. 301f 

0 . 264f 

NS 

NS 

NS 

cholesterol 

0. 323f 

0.382ft 

NS 

NS 

Plasma- glucose  rise** 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

Plasma-insulin  rise** 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

Plasma-free  fatty 

-0.371ft 

— 0. 359f 

NS 

NS 

NS 

NS 

-0.404ft 

acid  drop** 

-0.426ft 

-0.445ft 

NS 

Plasma-glucose  area** 

NS 

NS 

NS 

NS 

NS 

NS 

0. 316f 

Plasma-insulin  area** 

NS 

NS 

NS 

NS 

NS 

NS 

0. 370f 

Plasma-free  fatty 

NS 

NS 

0.443ft 

NS 

NS 

NS 

0.372f 

acid  area** 

0.399f 

Coefficients  not  underlined:  men  and  women;  coefficients  underlined:  women  only;  NS  = r value  is  not  significant. 

* p < 0.001. 

t p < 0.05. 

**  Oral  glucose  tolerance  test.  Per  cent  rise  or  drop  forty-five  minutes  after  glucose  and  the  area  under  the  time  curve, 
tt  p < 0.01. 


ter,  and  hand-grip  dynamometrv  were  all  highly 
significant  (Table  I). 

All  these  findings  indicate  the  well-known  lesser 
muscularity  and  higher  body  fatness  in  women. 
However,  when  we  compare  the  fasting  values  of 
plasma  glucose,  insulin,  and  free  fatty  acids  and 
their  response  to  glucose  load  in  men  and  women, 
no  significant  sex  difference  is  observed  (Table  II). 
Some  of  the  factors  which  are  responsible  for  the 
difference  in  body  build  in  women  may  have  a 
regulating  effect  on  carbohydrate  and  lipid  me- 
tabolism. We  may,  therefore,  not  expect  that  the 
sexual  differences  in  the  adipomuscular  ratio  will 
be  reflected  in  a different  metabolic  response. 

Additional  information  on  the  relation  of  adi- 
posity and  muscularity  to  the  metabolic  response 
can  be  obtained  from  following  these  associations 
in  individual  subjects.  Table  III  indicates  a high 
correlation  between  Broca  index  and  Davenport 
index  of  body  build  and  also  a high  degree  of  cor- 
relation between  these  indices  and  the  triceps 
skinfold  thickness,  both  in  men  and  women. 
Broca  index,  Davenport  index,  and  the  triceps 
skinfold  are  all  positively  correlated  with  plasma- 
cholesterol  levels  and,  as  indices  of  body  fatness, 
are  negatively  correlated  with  plasma-free  fatty 
acid  decrease  forty-five  minutes  after  the  glucose 
load  (Table  IV).  These  findings  indicate  a lesser 
sensitivity  of  lipolysis  to  glucose  ingestion  in  obese 
individuals.  This  is  further  confirmed  by  the 
finding  that  the  triceps  skinfold  has  a significant 
relationship  to  the  fasting  free  fatty  acid  level  and 
to  the  area  under  the  free  fatty  acid  time  curve  in 
a glucose  tolerance  test. 

A positive  correlation  between  triceps  skinfold 
and  muscle-bone  diameter,  as  well  as  between 
Davenport  index  and  muscle- bone  diameter,  is 


somewhat  surprising  (Table  III).  Since  there  is 
no  relation  between  Davenport  index  and  urinary 
creatinine,  which  is  a measure  of  body  muscle 
mass,  and  a negative  correlation  between  triceps 
skinfold  and  urinary  creatinine,  we  suggest  that  a 
positive  correlation  between  indirect  indices  of 
body  fat  and  the  muscle-bone  diameter  is  due  to 
fat  deposited  between  muscle  fibers  in  obese  indi- 
viduals. 

Urinary  creatinine  excretion,  muscle-bone  di- 
ameter, and  the  dynamometric  strength  of  hand 
grip  were  used  as  indices  of  body  muscle  mass. 
Urinary  creatinine  excretion  is  positively  corre- 
lated with  the  muscle-bone  diameter  and  the  dy- 
namometric strength  (Table  III).  There  is  also  a 
highly  positive  correlation  between  muscle-bone 
diameter  and  the  dynamometric  strength.  This 
suggests  that  in  larger  population  surveys,  espe- 
cially of  men,  muscle-bone  diameter  and  even  dy- 
namometric tests,  if  properly  performed,  may  be 
ut  ilized  as  simple  tests  of  the  body  muscle  mass. 

When  compared  to  the  indices  of  body  fatness, 
urinary  creatinine  and  muscle-bone  diameter  had 
only  a few  associations  with  the  metabolic  re- 
sponse to  glucose  load  (Table  IV).  There  was  a 
negative  association  between  muscle-bone  diame- 
ter and  the  fasting  free  fatty  acids  as  well  as  a 
positive  correlation  between  urinary  creatinine 
and  fasting  plasma  glucose.  These  associations 
could  not  be  reproduced  with  the  other  indices  of 
body  muscle  mass,  and  the  interpretation  of  these 
findings  is  difficult.  In  our  study  the  triceps  skin- 
fold and  the  Broca  and  Davenport  indices  had  a 
much  higher  predictive  value  for  metabolic  re- 
sponse to  oral  glucose  and  for  plasma  cholesterol 
than  indices  of  muscle  mass. 

We  tried  to  determine  the  predictive  value  of 
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the  adipomuscularity  by  expressing  body  fatness 
and  muscularity  as  a ratio  between  triceps  skin- 
fold and  urinary  creatinine  and  by  calculating  the 
association  between  this  ratio  and  the  metabolic 
response  of  individuals  to  glucose  load.  There 
was  no  significant  correlation  of  the  index  of  adi- 
pomuscular  ratio  with  either  the  fasting  plasma 
glucose,  free  fatty  acids  and  cholesterol,  or  with 
the  response  of  plasma  glucose,  insulin,  and  free 
fatty  acids  to  glucose  load.  Thus,  by  combining 
urinary  creatinine  excretion  with  triceps  skinfold, 
we  eliminated  the  significant  association  between 
skinfold  thickness  and  several  indices  of  lipid  me- 
tabolism. Urinary  creatinine  excretion  decreased 
the  predictive  value  of  triceps  skinfold. 

To  explore  the  association  between  lipolysis  and 
“glucose  tolerance”  we  calculated  the  correlations 
between  plasma-free  fatty  acids  and  plasma  insu- 
lin. There  was  no  significant  correlation  between 
the  basal  free  fatty  acid  level  and  plasma-insulin 
rise  forty-five  minutes  after  glucose  load  nor  be- 
tween the  free  fatty  acid  area  and  the  insulin  area 
under  the  time  curve  after  glucose  load. 

Plasma  cholesterol  was  associated  with  several 
indices  of  the  metabolic  response  to  glucose 
(Table  IV).  With  a higher  plasma  cholesterol 
there  was  a less  pronounced  decrease  of  fasting 
free  fatty  acids  after  glucose,  and  the  blood  glu- 
cose and  plasma  insulin  response  to  glucose  load 
was  higher.  These  results  indicate  that  subjects 
with  higher  plasma  cholesterol  may  have  a ten- 
dency to  a decreased  carbohydrate  tolerance  due 
to  decreased  sensitivity  to  insulin.  Higher  cho- 
lesterolemia  was  also  associated  with  a higher  li- 
polysis. 

Comment 

The  population  examined  was  largely  people 
with  sedentary  living  habits.  A tendency  to  be 
overweight,  as  indicated  by  indices  of  body  build, 
was  most  probably  associated  with  body  fatness 
and  not  with  body  muscularity. 

Broca  and  Davenport  indices  of  body  build  are 
derived  from  the  same  basic  measurements  of 
weight  and  height.  Although  their  mathematic 
values  differ,  they  had,  in  the  present  study,  an 
equal  predictive  value  in  the  determination  of 
body  composition.  The  significant  association  be- 
tween Broca  index,  Davenport  index,  and  triceps 
skinfold  thickness  confirms  the  value  of  these 
measurements  as  good  predictors  of  total  fatness. 
This  finding  is  supported  by  previously  reported 
data.10,11  Our  findings  also  show  that  indices  of 
body  fatness  have  a greater  association  with  plas- 
ma lipids  and  the  response  to  glucose  load  than 
indices  of  body-muscle  mass.  In  this  respect  the 
triceps  skinfold  proved  as  valuable  as  the  Broca  or 
Davenport  index  of  body  build,  and  the  associa- 
tion between  triceps  skinfold  and  plasma-free 
fatty  acids  was  even  closer  than  for  the  indices  of 
body  build.  This  confirms  the  reports  of  other 


authors  on  a positive  correlation  between  the 
plasma-free  fatty  acid  concentration  and  the  body 

fat.12-15 

The  results  of  this  study  indicate  that  obese  in- 
dividuals have  a higher  rate  of  basal  lipolysis  and 
a decreased  response  of  lipolytic  processes  to  a 
glucose  load.  Klein,  Troyer,  and  Back16  suggested 
that  a positive  correlation  between  body  fat  and 
basal  free  fatty  acids  is  only  to  be  found  in  ex- 
tremely obese  individuals.  The  degree  of  varia- 
tion in  body  weight  in  subjects  we  studied  may  be 
regarded  as  representing  a “normal”  population. 
Despite  this  fact  the  association  between  indices 
of  body  fat  and  free  fatty  acids  in  plasma  was  sig- 
nificant. However,  contrary  to  other  reports,2'15,17 
no  significant  association  between  indices  of  body 
fat  and  the  insulin  response  to  glucose  load  could 
be  observed.  This  can  be  partly  explained  by  the 
high  interindividual  variability  in  the  insulin  re- 
sponse to  glucose  load,  as  indicated  by  the  high 
standard  deviations  in  Table  II.  An  additional 
explanation  for  poor  correlation  of  insulin  re- 
sponse to  body  weight  may  be  in  a lower  glucose 
load  used.  The  glucose  load  in  some  other  studies 
was  100  Gm.  or  1.75  Gm.  per  kilogram  body 
weight.  A lower  glucose  in  this  study  may  also 
explain  why  we  could  not  find  any  association  be- 
tween indices  of  body  fat  and  plasma  glucose  in 
the  glucose  time  curve.  Also,  the  subjects  in  this 
study  were  not  excessively  obese. 

A positive  correlation  between  indices  of  body 
fat  and  plasma  cholesterol  is  supported  by  find- 
ings of  other  authors.18-20  Plasma  cholesterol 
values  are  affected  in  addition  to  body  fat  by  a 
large  number  of  values  such  as  sex,  age,  diet, 
health,  and  sample  size  which  may  account  for 
some  of  the  differences  reported  in  the  literature. 

Which  biochemical  values  were  then  most  close- 
ly correlated  with  body  build?  Fasting  plasma 
cholesterol  as  well  as  fasting  free  fatty  acids  and 
their  response  to  glucose  load  were  closely  associ- 
ated with  body  fatness.  In  addition  to  serum  cho- 
lesterol, reliable  automated  techniques  for  free 
fatty-acid  determination  are  highly  recommended 
for  nutritional  studies  on  obesity  and  carbohy- 
drate tolerance. 

Urinary  creatinine  is  a good  index  of  body-mus- 
cle mass,  as  evidenced  by  the  highly  significant 
correlation  with  the  calculated  muscle-bone  diam- 
eter and  with  the  dynamometric  hand-grip  test. 
A highly  significant  correlation  was  reported  be- 
tween urinary  creatinine  and  the  protein  and  fat- 
free  mass  of  the  ingesta-free  body  of  animals.21 
Creatinine  excretion  is  used  with  a high  degree  of 
confidence  as  a predictor  of  lean  body  mass  in 
growing  children.22  On  the  basis  of  the  relation  of 
creatinine  excretion  to  the  intracellular  water,  it 
was  calculated  that  1 Gm.  of  urinary  creatinine 
per  day  was  equivalent  to  20  Kg.  of  muscle  mass.22 
A significant  correlation  between  the  increase  in 
muscle  thickness  and  increase  in  urinary  creati- 
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nine  was  observed  in  undernourished  babies  dur- 
ing nutritional  rehabilitation.23  Our  results  con- 
firm that  the  indices  of  muscle  mass  may  be  uti- 
lized in  population  surveys  of  protein  malnutri- 
tion. Muscle  is  the  largest  protein-containing 
store  in  the  body;  the  myoglobin  protein  reserves 
of  the  musculature  are  particularly  depleted  in 
protein-calorie  malnutrition,  and  the  arm  circum- 
ference is  a useful  nutritional  index.24 

However,  there  was  very  little  association  be- 
tween the  indices  of  body  muscle  and  the  meta- 
bolic response  of  the  individuals.  The  concept  of 
adipomuscular  ratio  did  not  prove  to  be  a valu- 
able aid  in  understanding  the  metabolic  events  in 
the  subjects  examined.  We  expected  that  the 
skeletal  muscle,  as  a part  of  the  lean  body  mass, 
would  exert  an  effect  on  the  metabolism  of  the  ad- 
ipose tissue.  There  are  several  ways  that  this  ef- 
fect of  body-muscle  mass  on  lipid  metabolism 
could  be  achieved.25  Skeletal  muscle  uses  free 
fatty  acids  as  a main  source  of  energy.26  Fatty 
acids,  generated  by  lipolysis  of  adipose-tissue  tri- 
glycerides and  released  into  the  circulation,  are 
affected  by  the  presence  of  muscle  mass.  The 
availability  of  muscle  mass  for  oxidation  of  free 
fatty  acids  could  affect  their  turnover  rate  and 
their  plasma  concentrations.  An  enhanced  glu- 
cose utilization  during  muscular  work  has  been 
well  documented  in  numerous  studies.27  Working 
muscle  produces  a thermolabile  product  which 
has  a hypoglycemic  effect  and  appears  to  be  dis- 
tinct from  insulin.28  Physical  exercise  promotes 
the  utilization  of  glucose  and  some  of  the  fatty 
acids,  thus  lowering  the  need  for  insulin  secre- 
tion.29 

However,  most  of  the  evidence  is  provided  by 
studies  of  the  metabolic  response  during  muscular 
work  or  immediately  after  work.  Only  very  little 
is  known  about  the  effect  of  inactive  muscle  mass 
on  metabolism.  The  resting  expenditure  of  the 
skeletal  muscle  is  relatively  low,  and  metabolic  re- 
quirements of  an  inactive  muscle  are  obviously 
not  high  enough  to  bring  about  significant 
changes  in  met  abolic  processes.30 

Some  other  reports  support  our  data  on  the  rel- 
ative metabolic  inertia  of  the  inactive  muscle 
mass.  Bray  et  al ,31  observed  that  body  fat,  sur- 
face area,  and  body  weight  showed  a high  correla- 
tion with  oxygen  consumption,  whereas  measures 
of  lean  body  mass  such  as  total  body  water,  ex- 
changeable potassium,  and  creatinine  excretion 
had  much  less  satisfactory  correlation  coefficients. 
Little  effect  of  muscle  mass  on  plasma  glucose,  in- 
sulin, or  growth  hormone-response  curves  was  ob- 
served in  extremely  muscular  weight  lifters  who 
were  matched  in  degree  of  overweight  to  their 
obese  counterparts.32  These  data  and  the  results 
reported  here  indicate  that  the  body  muscle  exerts 
a significant  metabolic  role  only  during  the  work- 
ing phase.  This  is  an  important  practical  conclu- 
sion especially  for  individuals  who  expand  their 
muscle  mass  by  drugs  such  as  anabolic  hormones. 


Summary 

To  assess  the  metabolic  importance  of  inactive 
muscle  in  relation  to  body  fat,  19  men  and  56 
women  were  observed  and  examined  during  the 
course  of  twelve  months.  Simple  anthropometric 
techniques  and  hand-grip  dynamometry  were 
compared  with  biochemical  data  for  body  muscle, 
basal  lipolysis,  plasma  cholesterol,  glucose-toler- 
ance curve,  and  plasma-insulin  levels. 

Subjects  with  a higher  amount  of  body  fat  had 
a diminished  response  of  basal  lipolysis  to  glucose 
ingestion.  This  indicates  a tendency  of  obese  in- 
dividuals to  higher  blood-lipid  levels.  Indices  of 
the  inactive  muscle  mass  were  poorly  correlated 
with  the  biochemical  data  on  lipid  and  carbohy- 
drate metabolism. 

These  results  indicate  that  the  amount  of  body 
fat  is  metabolically  more  important  than  the 
amount  of  inactive  muscle  mass.  The  muscle 
mass  must  be  active  to  exert  a significant  meta- 
bolic effect. 

Urinary  creatinine,  measurement  of  the  muscle- 
bone  diameter  with  a tape  and  a skinfold  caliper, 
and  even  dynamometric  tests  are  simple  tech- 
niques for  the  determination  of  muscle  mass. 
These  techniques  may  be  used  by  practicing 
physicians  to  determine  the  body  composition  in 
individuals  participating  in  physical  fitness  pro- 
grams, in  obese  individuals  reducing  weight,  and 
also  to  determine  the  progress  of  nutritional  reha- 
bilitation. 
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Some  patients  can't  give  up 
methadone  maintenance 


The  Food  and  Drug  Administration  is  criticized  for 
its  recent  move  to  cut  off  heroin  addicts  from  metha- 
done programs  after  two  years  in  an  editorial  in  the 
November  12  issue  of  the  Journal  of  the  American 
Medical  Association. 

“For  months  after  medication  has  been  stopped  most 
patients  experience  malaise,  insomnia,  irritability  and 
restlessness.  Some  weather  these  symptoms,  while 
others  find  themselves  so  disabled  that  they  become 
alcoholic,  buy  black-market  methadone,  use  other 
drugs,  or  relapse  to  heroin  use  if  they  cannot  return  to 
their  maintenance  program,”  says  the  editorial.  The 
author  is  Vincent  P.  Dole,  M.D.,  of  Rockefeller  Univer- 
sity, New  York  City. 
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and  Freinkel,  N.:  Effect  of  exercise  on  the  peripheral  utiliza- 
tion of  glucose  in  man,  New  England  J.  Med.  271:  220 

(1964). 

30.  Kinney,  J.  M.,  Lister,  J.,  and  Moore,  F.  D.:  Relation- 
ship of  energy  expenditure  to  total  exchangeable  potassium, 
Ann.  New  York  Acad.  Sc.  1 10:  71 1 (1963). 

31.  Bray,  G.,  Schwartz,  M.,  Rozin,  R.,  and  Lister,  J.:  Re- 
lationships between  oxygen  consumption  and  body  composi- 
tion of  obese  patients,  Metabolism  19:  418  ( 1970). 

32.  Kalkhoff,  R.,  and  Ferrou,  C.:  Metabolic  differences 

between  obese  overweight  and  muscular  overweight  men.  New 
England  J.  Med  284:  1236  (June  3)  1971. 


Each  withdrawal  is  an  experiment  with  the  life  of  a 
patient,  an  individual  decision  that  must  take  into  ac- 
count the  patient’s  motives,  his  personal  stability  and 
potential  problems  with  alcohol,  his  responsibilities, 
and  the  balance  between  the  advantages  to  him  of 
being  fully  detoxified  and  the  possible  tragedy  of  re- 
lapse to  narcotics  or  other  drugs,  Dr.  Dole  writes. 

“Until  evidence  is  available  to  show  that  patients 
will  benefit  from  detoxification,  the  pressures  for  ter- 
mination of  medical  treatment  must  be  regarded  as  po- 
litical rather  than  medical  in  origin,”  he  says. 

In  a scientific  paper  in  the  same  issue  of  the  Journal, 
Dr.  Dole  and  Paul  Cushman,  M.D.,  of  Columbia  Uni- 
versity and  St.  Luke’s  Hospital  in  New  York  City,  de- 
clare that  “the  primary  aim  of  methadone  treatment  is 
to  facilitate  rehabilitation.” 
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Drug  Information 


Questions  and  Answers 

Is  there  an  association  between  narcotic  addiction 
and  false  positive  VDRL  test  results? 

Narcotic  addicts  exhibit  a high  percentage  of  false 
positive  reactions  to  a number  of  nonspecific  serologic 
tests  for  syphilis,  among  which  is  the  VDRL.  Two 
procedures  that  are  specific  for  treponemal  antibodies', 
the  TPI  (treponema  pallidum  immobilization)  test  and 
the  FTA  (fluorescent  treponemal  antibody)  test,  are 
unaffected  by  narcotic  addiction  and  provide  a better 
indication  of  syphilis  in  these  patients.1 

Harris  et  al.2  studied  the  sera  of  665  imprisoned  nar- 
cotic addicts  and  found  a false  positive  rate  of  approxi- 
mately 50  per  cent  comparing  nonspecific  serologic  test 
results  with  specific  treponemal  tests. 

Boak  et  al.3  reported  that  the  sera  from  163  of  172 
narcotic  addicts  who  yielded  a positive  reaction  to  a 
serologic  test  for  syphilis  were  nonreactive  in  TPI  tests. 
She  concluded  that  a diagnosis  of  syphilis  should  not 
be  made  on  a drug  addict  with  a positive  serologic  test 
finding  for  syphilis  without  verification  with  a TPI  test. 

Sapira4  reported  a false  positive  rate  of  approximate- 
ly 74  per  cent  in  a group  of  75  narcotic  addicts  when 
positive-reacting  VDRL  results  were  compared  by  TPI 
test  results. 

In  another  report  a 58  per  cent  incidence  of  false  pos- 
itivity was  found  in  a group  of  female  addicts  arrested 
on  prostitution  charges  when  VDRL  results  were  com- 
pared to  TPI  tests.5 

False  positive  VDRL  reactions  have  persisted  in  ex- 
addicts after  fourteen  months’  abstinence  from  opi- 
ates.6 

The  incidence  of  false  positive  results  in  nonspecific 
serologic  tests  for  syphilis  (from  50  to  95  per  cent)  in 
narcotic  addicts  make  the  confirmation  of  such  finding 
via  TPI  or  FTA  tests  absolutely  mandatory  before  a 
diagnosis  of  syphilis  can  be  made  in  a narcotic  addict. 

1.  Hirschman,  J.  L.,  and  Troutman,  W.  G.:  The  dias 

rounds.  Drug  Intell.  Clin.  Pharm.  6:  21  (Jan.)  1972. 

2.  Harris,  A.,  et  al.:  Narcotic  addiction  and  BFP  reac- 

tions in  tests  for  syphilis,  Pub.  Health  Rep.  77 : 537  ( 1962). 

3.  Boak,  R.  A.,  et  al.:  Biologic  false-positive  reactions  for 

syphilis  among  narcotic  addicts,  J.A.M.A.  175:  138  (1961). 

4.  Sapira,  J.  D.:  The  narcotic  addict  as  a medical  pa- 

tient, Am.  J.  Med.  45:  555  (1968). 

5.  Harris,  W.  D.,  and  Andrei,  J.:  Serologic  tests  for  syphi- 

* The  “Questions  and  Answers”  and  “Newsletter”  columns 

are  compiled  jointly  by  the  Brookdale  Inter-Regional  Pharma- 
ceutic and  Therapeutic  Drug  Information  Center  of  Brooklyn 
College  of  Pharmacy,  Long  Island  University,  and  the  New 
Jersey  Regional  Pharmaceutic  and  Therapeutic  Drug  Informa- 
tion Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey. 
The  centers  provide  therapeutic  and  pharmaceutic  informa- 
tion not  readily  available  to  physicians,  pharmacists,  and  re- 
lated health  professionals  at  no  charge  and  with  minimal  time 
involvement.  Walter  Modell,  M.D.,  Professor  of  Pharmacolo- 
gy, Cornell  University  Medical  College,  serves  as  pharmacolo- 
gist consultant.  The  service  is  available  from  9:00  A.M.  to 
4:30  P.M.,  Monday  through  Friday,  at  (212)  622-8989  or  (201) 
445-4900,  extension  304. 


lis  among  narcotic  addicts.  New  York  State  J.  Med.  67:  2967 
(1967). 

6.  Tuffanelli,  D.  L.,  and  Wuepper,  K.  D.:  False  positive 
reaction  for  syphilis  in  narcotic  addicts:  Immunologic  studies 
Clin.  Res.  15:255(1967). 

What  is  the  dose  of  penicillin  to  be  used  as  a skin 
test  for  “penicillin  allergy”? 

Penicillin  allergy  is  a very  common  hypersensitivity 
reaction  and  can  be  expected  to  occur  in  1 to  3 per  cent 
of  patients  tested. 

There  are  a number  of  commercially  available 
scratch  tests  to  aid  in  the  identification  of  patients  who 
may  be  “allergic”  to  penicillin. 

If  a patient  has  a history  suggestive  of  allergy,  peni- 
cillin should  not  be  given  if  another  antibiotic  is  equal- 
ly suitable  for  treatment.  On  the  other  hand,  if  a pen- 
icillin is  specifically  required,  preliminary  skin  tests 
with  small  doses  (100  units  or  micrograms)  of  penicillin 
G or  the  appropriate  derivative,  and  with  penicilloyl 
polylysine  if  available,  will  detect  true  hypersensitivity 
in  about  50  per  cent  of  cases,  and  in  these  cases  peni- 
cillins should  either  be  avoided  or  used  with  great  cau- 
tion. In  the  remainder,  penicillins  can  be  given  in  in- 
cremental doses,  starting  with  1,000  units  or  the  equiv- 
alent weight.  In  all  such  situations,  including  skin 
tests,  resuscitative  measures  (that  is,  oxygen  and  a sy- 
ringe loaded  with  epinephrine)  should  be  at  hand.  In 
some  instances,  reactions  can  be  “smothered”  with  an- 
tihistamines sufficiently  for  completion  of  a course  of 
treatment.1 

Note:  Penicilloyl  is  an  investigational  drug  product 
and  at  present  its  use  is  restricted  to  approved  clinical 
investigators. 

1.  Kagan,  B.:  Antimicrobial  Therapy,  Philadelphia,  W. 

B.  Saunders  Co.,  1970  p.  24. 

Are  there  any  reports  of  organic  brain  syndrome  re- 
sulting from  the  concomitant  use  of  phenothiazines  and 
anti- Parkinsonian  agents? 

Phenothiazines,  tricyclic  antidepressants,  and  anti- 
Parkinson  agents  (parasympatholytic  agents)  given 
alone  or  in  combination  can  cause  a toxic  confusional 
state  known  as  “central  anticholinergic  syndrome.”1 

This  syndrome  is  characterized  by  disorientation, 
lack  of  attention,  agitation,  visual  and  auditory  hallu- 
cinations, anxiety,  insomnia,  illusions,  loss  of  short- 
term memory,  purposeless  movements,  pantomime  ac- 
tivity with  nonexistent  objects,  and  agitation  charac- 
teristic of  an  organic  brain  syndrome. 

The  signs  of  parasympathetic  blockade  include  wide- 
ly dilated  unreactive  pupils;  “atropine  flush;”  dry 
parched  mouth;  foul  breath;  dysphagia;  elevated  tem- 
perature; blurred  vision  and  photophobia;  a rash  on  the 
face,  neck,  and  upper  trunk;  urinary  urgency  and  diffi- 
culty in  urination;  muscular  incoordination;  and  tachy- 
cardia. The  behavior  and  mental  symptoms  may 
suggest  an  acute  organic  psychosis.--3 

The  physiologic  basis  of  central  anticholinergic  syn- 


2898  New  York  State  Journal  of  Medicine  / December  1 5,  1 973 


drome  is  the  competitive  inhibition  by  atropine-like 
compounds.  The  phenothiazines,  tricyclic  antidepres- 
sants, and  anti-Parkinson  drugs  all  have  some  atro- 
pine-like side-effects  and  together  have  additive  ef- 
fects. 

The  treatment  of  anticholinergic  syndrome  includes 
reduction  of  the  dose  of  the  causative  agent  and  treat- 
ment with  physostigmine  salicylate,  a direct  antidote 
to  the  atropine  effects,  both  peripheral  and  central.3 

Duvoisin  and  Koty4  found  doses  of  1 to  2 mg.  paren- 
terally  to  be  an  effective  antidote  to  intoxication  with 
centrally  active  anticholinergic  agents. 

Heiser  and  Gillin2  recommend  an  initial  dose  of  2 
mg.  of  physostigmine  salicylate  administered  intra- 
muscularly or  intravenously  for  a normal-sized  adult. 
If  no  improvement  is  seen  in  fifteen  minutes,  a second 
1 to  2-mg.  dose  may  be  given. 

El-Yousef  et  al . 1 recommend  the  use  of  a 1-mg.  in- 
tramuscular test  dose  of  physostigmine  followed  twenty 
minutes  later  by  an  additional  dose  of  2 to  3 mg.  Al- 
ternatively the  salicylate  may  be  administered  every 
twenty  minutes  in  1-mg.  doses  until  symptoms  are  al- 


Newsletter 

Saliba,  M.  J.,  Dempsey,  W.  C.,  and  Kruggel,  J.  L.: 
Large  burns  in  humans.  Treatment  with  heparin, 
J.A.M.A.  225:  261  (July  16)  1973. 

Seven  patients  with  deep  second-  and  third-degree 
burns  covering  from  15  to  60  per  cent  of  their  bodies 
were  treated  with  large  doses  of  heparin  sodium  ad- 
ministered parenterally  and  topically.  Heparin  re- 
lieved the  pain  and  prevented  burn  extension.  No 
edema,  symptoms  of  toxic  reactions,  or  shock  devel- 
oped. Fluid  therapy  requirements  were  significantly 
less.  There  was  enhanced  revasculation,  granulation, 
and  re-epithelialization  without  contracture,  infection, 
or  graft.  Reprint  address:  Dr.  Saliba,  3737  Moraga 

Ave.,  San  Diego,  Calif.  92117. 

Bernstein,  A.,  Simon,  F.,  Schmitz,  T.  H.,  and  War- 
ner, W.  L.:  The  effect  of  sodium  dextrothyroxine  on 
serum  cholesterol  and  mortality  rates  in  cardiac  pa- 
tients, Angiology  24:  205  (Apr.)  1973. 

A nine-year  retrospective  study  indicated  that  sodi- 
um dextrothyroxine  (Choloxin)  was  perfectly  satisfac- 
tory as  a substitute  for  diet  when,  for  whatever  reason, 
diet  is  ineffective  as  lipid-lowering  therapy.  The  sur- 
vival rate  for  dextrothyroxine-treated  patients  was 
comparable  to  those  of  diet-treated  patients,  and 
markedly  greater  than  groups  receiving  no  hypocholest- 
erolemic  therapy.  Reprint  address:  Arthur  Bernstein, 
M.D.,  2130  Millburn  Ave.,  Maplewood,  N.J.  07040 

Ettinger,  B.,  and  Kolb,  F.  O.:  Inorganic  phosphate 
treatment  of  nephrolithiasis,  Am.  J.  Med.  55:  32  (July) 
1973. 

Results  of  long-term  oral  inorganic  phosphate  thera- 
py in  47  patients  (45  with  hypercalciuria  before  treat- 
ment), suffering  from  recurrent  calcium-containing  uri- 
nary calculi,  indicated  that  phosphate  therapy  had  no 
effect  on  urinary  calcium  excretion  or  stone  passage 
but  did  appear  to  reduce  the  need  for  lithotomy  signifi- 


leviat’d or  until  4 mg.  have  been  administered. 

Since  physostigmine  is  rapidly  destroyed  in  the  body 
(in  one  to  two  hours),  repeated  injections  are  some- 
times necessary  if  the  physostigmine  effects  decrease 
before  the  anticholinergic  effects  have  ceased. 

Because  of  the  possibility  of  hypersensitivity  in  an 
occasional  patient,  atropine  sulfate  injection  should  al- 
ways be  at  hand  since  it  is  an  antagonist  and  antidote 
for  physostigmine.5 

1.  El-Yousef,  M.  K.,  et  al.:  Reversal  of  antiparkinsonian 

drug  toxicity  by  physostigmine:  A controlled  study,  Am.  J. 

Psychiat.  130:  141  (Feb.)  1973. 

2.  Heiser,  J.  F.,  and  Gillin,  J.  C.:  The  reversal-of  anticho- 
linergic drug-induced  delirium  and  coma  with  physostigmine, 
ibid.  127:  1050  (Feb.)  1971. 

3.  Goodman,  L.,  and  Gilman,  A.,  Eds.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  4th  ed.,  New  York,  The  Mac- 
millan Company,  1970,  p.  534. 

4.  Duvoisin,  R.  C.,  and  Koty,  R.:  Reversal  of  central  anti- 
cholinergic syndrome  in  man  bv  physostigmine,  J.A.M.A.  206: 
1963  (1968). 

5.  Antilirium  Ampule  (physostigmine  salicylate),  package 
insert,  St.  Louis,  Missouri,  O’Neal,  Jones,  and  Feldman,  Inc. 


cantly.  The  stone  passage-removal  rate  in  the  five 
years  before  therapy  was  significantly  greater  than  dur- 
ing the  years  of  treatment.  Patients  who  were  free  of 
stones  at  the  start  fared  best.  Reprint  address:  F.  O. 
Kolb,  M.D.,  Metabolic  Research  Unit,  1143-HSW, 
University  of  California,  San  Francisco,  Calif.  94122. 

Pines,  A.,  et  al.:  Antibiotic  regimens  in  moderately 

ill  patients  with  purulent  exacerbations  of  chronic 
bronchitis,  Brit.  J.  Dis.  Chest  66:  107  (Apr.)  1972. 

A double-blind  study  indicated  that  tetracycline  and 
chloramphenicol  were  superior  to  the  placebo  in  the 
management  of  purulent  exacerbations  of  chronic  bron- 
chitis. Patients  treated  with  chloramphenicol  benefit- 
ed little  more  than  those  given  tetracycline  except  that 
chloramphenicol  was  much  better  tolerated.  By  a 
month  after  treatment  the  benefit  of  antibiotics  had 
largely  disappeared.  The  authors  recommend  that  an- 
tibiotics should  be  given  to  most  patients  who  are 
moderately  or  severely  ill  with  purulent  exacerbations 
of  chronic  bronchitis.  Reprint  address:  Ware  Park 

Hospital,  Herts,  England. 

Toth,  B.,  and  Shimizu,  H.:  Lung  carcinogenesis 

with  l-acetyl-2-isonicotinoylhydrazine,  the  major  me- 
tabolite of  isoniazid,  Eur.  J.  Cancer  9:  285  (Apr.)  1973. 

The  major  metabolite  of  the  tuberculostatic  drug  iso- 
niazid in  man  has  been  shown  to  significantly  increase 
the  incidence  of  lung  tumors  in  four-week-old  mice. 
The  treatment  had  no  apparent  effect  on  the  develop- 
ment of  other  types  of  tumors.  Reprint  address:  Bela 
Toth,  The  Eppley  Institute  for  Research  in  Cancer, 
University  of  Nebraska  Medical  Center,  42nd  Street 
and  Dewey  Avenue,  Omaha,  Nebraska  68105 

Sherins,  R.  J.,  and  DeVita,  V.  T.,  Jr.:  Effect  of 

drug  treatment  for  lymphoma  on  male  reproductive  ca- 
pacity. Studies  of  men  in  remission  after  therapy, 
Ann.  Int.  Med.  79:  216  (Aug.)  1973. 

Reproductive  function  was  evaluated  in  16  men,  in 
remission,  who  had  been  treated  with  a combination  of 
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chemotherapeutic  agents  for  lymphoma  and  had  re- 
ceived no  therapy  for  six  months  to  seven  years.  Al- 
though libido  and  potency  were  normal  in  all  patients, 
10  men  were  azoospermic,  2 men  showed  minimal  evi- 
dence of  spermatogenesis,  and  4 men,  in  remission  for 
two  to  seven  years,  showed  complete  spermatogenesis. 
These  data  suggest  that  spermatogenesis  may  return 
after  extensive  chemotherapy  but  that  this  is  more 
likely  to  occur  more  than  two  years  after  drug  treat- 
ment. Reprint  address:  Richard  J.  Sherins,  M.D., 

Bldg.  10,  Room  12N208,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014 

Gold,  E.,  et  al. : Immune  status  of  children  one  to 

four  years  of  age  as  determined  by  history  and  antibody 
measurement.  New  England  J.  Med.  289:  231  (Aug.  2) 
1973. 

Measurement  of  serum  antibody  levels  in  children 
one  to  four  years  old,  living  in  three  cities  and  one  sub- 
urban census  tract,  revealed  that  63  per  cent  of  the 


Routine  chest  x-rays  called  safe  and  useful 
by  AM  A official 

The  routine  chest  x-rays  such  as  some  colleges  re- 
quire of  entering  students  are  safe  and  are  helpful  in 
finding  unknown  physical  ills,  says  a communication  in 
the  November  12  issue  of  the  Journal  of  the  American 
Medical  Association. 

Asher  J.  Finkel,  M.D.,  director  of  the  AMA’s  De- 
partment of  Environmental,  Public  and  Occupational 
Health,  points  out  that  any  procedure  such  as  chest 
x-ray  should  be  governed  by  the  medical  need,  and 
thus  it  is  not  unreasonable  to  require  one  for  college 
entrance. 

Chest  x-rays  may  not  be  the  best  method  of  screen- 
ing for  tuberculosis,  but  they  are  one  of  the  most  effec- 


total study  population  were  susceptible  to  rubella  and 
approximately  33  per  cent  had  inadequate  titers  of 
measles  antibody.  Antitoxin  levels  to  diphtheria  and 
tetanus  were  low  in  24  and  7 per  cent  respectively  of 
the  entire  study  group.  A large  proportion  of  these 
children  had  low  serum  antibody  levels  of  one  or  more 
types  of  poliovirus.  Advisory  committees  should  con- 
sider the  need  for  periodic  reimmunization.  Reprint 
address:  Dr.  Gold,  Department  of  Pediatrics,  Cleve- 

land Metropolitan  General  Hospital,  3395  Scranton 
Road,  Cleveland,  Ohio  44109. 
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tive  ways  of  detecting  suspect  and  active  cases  that 
may  be  of  great  importance  in  a college  student  popu- 
lation where  a large  number  of  susceptible  persons  con- 
gregate under  fairly  intimate  conditions,  Dr.  Finkel 
says. 

The  x-ray  film  also  may  reveal  other  conditions,  such 
as  congenital  heart  and  lung  diseases,  incipient  heart 
failure  and  chronic  lung  diseases. 

As  to  safety,  Dr.  Finkel  points  out  that  the  procedure 
provides  a radiation  dose  equivalent  to  about  one  third 
to  one  fourth  of  the  average  annual  radiation  dose  each 
of  us  receives  from  natural  surroundings  at  sea  level. 
At  higher  altitudes,  the  natural  dose  increases  some- 
what. Thus,  the  extra  radiation  from  chest  x-rays  is 
about  the  same  as  moving  from  sea  level  to  mile-high 
Denver,  Colorado,  for  one  year,  he  says. 
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Case  Reports 


Unusual  Vasculitis 
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Attending  Pathologist,  University  Hospital  (Dr  Gallo) 


While  it  is  well  known  that  several  forms  of  vas- 
culitis have  as  their  presenting  features  cutaneous 
lesions,  and  a recent  survey  by  Braverman1  is 
most  instructive  in  this  regard,  relatively  little  is 
known  about  benign  forms  of  angiitis  with  pre- 
dominantly purpuric  manifestations  continuing 
for  a period  of  years.  It  is  the  purpose  of  this  arti- 
cle to  describe  such  a case. 

Case  report 

Multiple  maculopapular  lesions  started  to  de- 
velop on  a thirty-five-year-old  Puerto  Rican 
woman,  mainly  on  her  lower  extremities  but  also, 
although  to  a lesser  degree,  on  her  trunk.  The  le- 
sions were  round,  each  covering  about  1 cm.-  in 
extension,  reddish-brown,  with  a small  vesicle  in 


the  center.  After  several  weeks  they  would  dry  up 
and  leave  a brown  discoloration.  The  latter 
would  persist  for  several  months,  or  even  up  to 
one  year,  while  new  crops  would  keep  on  ap- 
pearing. The  lesions  were  mildly  pruriginous,  yet 
they  inconvenienced  the  patient  not  only  because 
of  their  antiaesthetic  effect  but  also  because  each 
new  crop  would  make  her  feel  “sickly”;  in  fact, 
she  would  become  subfebrile  (Fig.  1). 

The  general  physical  examination  of  the  patient 
revealed  no  other  abnormalities.  Thus,  there  was 
no  weight  loss,  excessive  sweating,  and  so  on. 
Also,  the  findings  on  blood  chemistry,  electro- 
lytes, serum  electrophoresis,  urinalysis,  chest 
x-ray  films,  electrocardiogram,  and  so  on,  were  all 
perfectly  normal.  A comprehensive  hematologic 
survey  disclosed  nothing  remarkable  except  for 
600  eosinophils  in  an  otherwise  normal  white 
blood  cell  count  of  6,864.  Results  of  bone-marrow 
studies,  coagulation  tests  (including  Rumpel- 
Leeds),  and  other  tests  were  all  within  normal 
limits.  No  parasites  or  ova  were  found  in  stool 
examinations;  blood  serology  was  nonreactive;  and 
lupus  test  findings  were  negative. 

Several  dermatologists  examined  the  patient 
and  diagnosed  her  disease  as  “some  form  of  pur- 
pura,” even  though  an  occasional  lichenoid  lesion 
could  be  observed  on  the  trunk.  A variety  of 
medications — topical,  systemic,  and  even  psycho- 
therapeutic— were  applied,  but  to  no  avail.  At 
that  point  we  decided  to  biopsy  the  skin. 


FIGURE  1.  Skin.  (A)  Purpuric  lesions.  (B)  Purpuric  and  lichenoid  lesions.  (C)  Large  purpuric  lesion. 


December  1 5,  1 973  / New  York  State  Journal  of  Medicine  2901 


FIGURE  2.  Skin.  (A)  Subepidermal  bulla.  (B)  Vessel  from  dermis  showing  swelling  of  wall  which  in  areas  is  infil- 
trated by  inflammatory  cells,  mostly  lymphocytes,  with  occasional  neutrophil  (Hematoxylin  and  Eosin  Stain) 


FIGURE  3.  Kidney.  (A)  Renal  biopsy  showing  normal 
glomerular  structures  (light  microscopy).  (B)  Renal  bi- 
opsy showing  normal  structures  (electron  microscopy). 
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Pathology 

The  microscopic  examination  revealed  occasion- 
al foci  of  subepidermal  bulla  formation  (Fig.  2A). 
Of  greater  interest  was  the  fact  that  in  the  upper 
cutis  we  found  a picture  dominated  by  extravasa- 
tion of  red  blood  cells;  these  spilled  into  the  epi- 
dermis. A mild  to  moderate,  mainly  lymphocytic 
infiltrate  was  observed  around  the  dermal  vessels. 
In  places,  lymphocytes  and  occasional  neutrophils 
were  seen  in  the  vascular  walls  (Fig.  2B).  Thus, 
the  histologic  diagnosis  of  vasculitis  became  ob- 
vious, even  though  a more  specific  adjective  could 
not  be  attached  to  this  term. 

On  the  assumption  that  such  a lesion  would 
have  systemic  manifestations,  albeit  not  discern- 
ible clinically — Zak,  Covey,  and  Snodgrass2  have 
described  systemic  manifestations  in  “benign” 
dermatoses — we  performed  a renal  biopsy.  The 
renal  tissue  we  obtained  was  examined  by  light 
and  electron  microscopy  as  well  as  by  immunoflu- 
orescence. No  abnormalities  were  found:  The 

glomerular  structures  were  all  perfectly  well  pre- 
served, and  no  abnormal  features  of  any  kind  were 
encountered  (Fig.  3). 

Comment 

The  difficulty  one  encounters  in  precise  noso- 
graphic  delineation  of  pigmented  purpuric  derma- 
toses is  well  known  and  has  recently  been  sur- 
veyed in  detail  by  Farrokhzad  and  Champion.3 
On  the  other  hand,  the  fact  that  even  a skin  bi- 
opsy frequently  fails  to  establish  a “firm”  diagno- 
sis is  less  well  known,  even  though  this  conclusion 
emerges  from  the  interesting  report  by  these  au- 
thors. 

In  our  patient,  the  lesions  resisted  all  treatment 
and  persisted  two  years  after  their  onset.  In  fact, 
during  that  time  the  patient  went  through  an  un- 
eventful pregnancy. 

Adding  a new  dimension  to  the  nosographic 
classification  in  our  patient  is  the  fact  that  within 


the  realm  of  angiitis,  and  our  patient  had  an  ob- 
vious case  of  angiitis  as  was  ascertained  by  mi- 
croscopy, a detailed  clinicopathologic  correlation 
is  quite  difficult.  In  fact,  Winkelmann  and  Ditto4 
have  stated  that  “typical”  cases  are  rare.  Thus, 
in  our  patient’s  case,  the  confusing  picture  of  pur- 
puric dermatosis  was  made  even  more  confusing 
by  its  histologic  substratum. 

Indeed,  while  from  the  strictly  dermatologic 
viewpoint  the  patient’s  case  seems  to  fit  broadly 
into  the  spectrum  of  Schamberg’s  disease  or 
Gougerot-Blum’s  syndrome,  in  view  of  the  occa- 
sional lichenoid  lesion  noted  previously,  the 
pathologic  substratum  of  the  lesions  makes  such  a 
classification  unacceptable.  On  the  other  hand, 
and  again  histologically,  our  case  does  not  corre- 
spond to  the  group  termed  leukocytoblastic  angi- 
itis either.  In  fact,  we  find  it  impossible  to  concat- 
enate the  clinical  manifestations  and  the  histo- 
logic substratum  of  our  patient  into  any  known 
nosographic  entity. 

Therefore,  we  believe  we  were  dealing  with  a 
hitherto  undescribed  disease;  this  article  is  a plea 
to  search  out  and  publish  similar  cases.  Inciden- 
tally, even  though  the  disease  seems  to  be  quite 
benign,  the  psychologic  impact  of  “ugly  pimples” 
on  a young  woman  deserves  at  least  some  atten- 
tion. 
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With  the  increased  emphasis  on  the  limitation 
of  radiation  given  to  patients,  any  further  infor- 
mation we  may  derive  from  routine  radiograph 
views  is  welcome.  Almost  all  physicians  have  re- 
peated occasion  to  examine  by  x-ray,  or  at  least 
request  x-ray  films  of  the  lower  half  of  the  torso; 
such  as  flatplate  of  the  abdomen,  kidney,  ureter 
and  bladder  film,  anteroposterior  and  posteroan- 
terior  views  of  the  lumbosacral  spine,  gastrointes- 
tinal series,  barium  enema,  and  so  forth. 

A little-discussed  sign  of  major  importance, 
when  recognized,  can  be  found  in  a limited  num- 


FIGURE  1.  Barium  meal  at  three  hours  after  ingestion, 
lopanoic  acid  had  been  ingested  the  night  before.  The 
tripod  sign  of  gas-containing  gallstones  is  seen  in  the 
patient's  right  upper  quadrant. 


FIGURE  2.  Postoperative  gallbladder  specimen  shows 
three  gas-containing  gallstones  and  one  solid  stone 
without  gas. 


her  of  patients.  This  sign  has  been  glamorized  by 
the  use  of  the  terms  “Mercedes  Benz”  sign1  and 
by  other  labels  such  as  “tripod  sign,”  “stellate,” 
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or  “triradiate  sign”  or  even  if  you  are  aquatically 
inclined,  “the  sea  gull  effect.”2 

It  has  been  quoted  that  gas-containing  stones 
are  rare.  Our  impression  is  that  the  recognition 
of  such  phenomena  is  rare  and  that  the  actual 
presence  of  gas  within  gallstones  is,  while  uncom- 
mon, nevertheless  not  too  rare.  The  sign  has 
been  amply  and  well  described  by  Hay  in  19662 
with  a good  review  of  the  literature  and  by  Babb, 
Cockey,  and  Smith3  in  a case  of  gas-containing 
gallstones  in  acute  cholecystitis. 

This  sign  is  useful  in  a study  where  the  gall- 
bladder cannot  be  visualized  as  well  as  in  acute 
conditions  of  the  gallbladder  and,  in  any  case, 
where  the  area  of  the  gallbladder  is  included  on  a 
radiograph  taken  to  study  pain  either  in  the  abdo- 
men or  back. 

With  the  changing  and  progressively  sophisti- 
cated methods  within  the  field  of  diagnosis,  this 
sign  remains  a good  and  stable  landmark  relative- 
ly unchanged  since  its  first  description  by  Breuer 
in  1931. 4 With  that  in  mind  the  following  case 
history  is  presented. 

Case  report 

The  patient  is  a forty-five-year-old  white  male 
who  was  complaining  of  pain  in  the  right  upper 
abdominal  quadrant  with  occasional  nausea,  vom- 
iting, indigestion,  and  constipation  with  slight 
rectal  bleeding.  There  was  an  intolerance  to  fatty 
and  greasy  foods.  There  was  no  jaundice  or 
acholic  stools.  Physical  examination  was,  for  the 
most  part,  completely  normal  except  for  minimal 
local  tenderness  on  deep  palpation  in  the  right 
upper  abdominal  quadrant.  There  was  no  spasm 
or  guarding.  The  reflexes  were  physiologic. 


CPSC  sets 

crib  safety  standards 

Baby  cribs  introduced  into  interstate  commerce  after 
January  31,  1974,  must  meet  new  safety  regulations  for 
design  and  construction,  the  U.S.  Consumer  Product 


On  a gastrointestinal  series,  which  revealed 
mild  duodenitis,  the  tripod  sign  was  demonstrated 
in  the  right  upper  quadrant  and  a tentative  diag- 
nosis of  gas-containing  gallstones  was  made  (Fig. 
1).  A gallbladder  study  revealed  no  opacification 
of  the  gallbladder  with  iopanoic  acid  (Telepaque). 

The  patient  underwent  standard  work-up  and 
evaluation  and  a cholecystectomy  was  performed. 
The  operative  pathologic  condition  demonstrated 
a chronic  cholecystitis  and  cholelithiasis  (Fig.  2). 
The  postoperative  course  was  unremarkable  and 
the  patient  was  discharged  clinically  asymptomat- 
ic and  fully  ambulatory. 

Summary 

A single  documented  case  of  gas-containing 
gallstones  has  been  presented  from  preliminary 
diagnosis  to  final  removal  of  the  gallbladder  with 
appropriate  films.  The  authors  feel  that  this  di- 
agnosis should  be  constantly  kept  in  mind  in  any 
visual  scan  of  a radiograph  encompassing  the 
abdomen. 

22  High  Street 
Huntington,  N.Y.  11743 
(DR.  BARNETT) 
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Safety  Commission  announced  on  November  16,  1973. 
The  final  regulations  will  be  published  soon  in  the  Fed- 
eral Register. 
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Special  Articles 


Trash  In,  Trash  Out 

JACK  R.  HARNES,  M.D. 

New  York  City 


Physicians  who  have  a nodding  acquaintance 
with  data  processing  are  aware  that  failure  to  in- 
troduce proper  information  into  a computer  must, 
of  necessity,  result  in  improper  data  being  re- 
trieved. Hence,  the  computer  programmer’s 
axiom,  “trash  in,  trash  out.” 

It  is  unfortunate  that  the  majority  of  physicians 
designing  clinical  mortality  and  morbidity  studies 
do  not  take  this  adage  to  heart.  While  results  are 
often  submitted  to  statisticians  for  sophisticated 
analysis,  it  is  the  rare  study  which  is  designed  or 
reported  in  a manner  to  provide  reliable  statistics. 
This  is  not  the  fault  of  the  lay  statistician;  he,  like 
the  computer,  can  only  work  with  data  with  which 
he  is  provided.  It  is  the  physician  who  fails  to 
take  into  consideration  the  various  factors  which 
he  should  know  will  affect  his  results. 

Clinical  mortality  studies  often  give  inadequate 
consideration  to  the  basic  factors  which  are  known 
to  affect  longevity.  The  result,  of  course,  is  unre- 
liable and  controversial  studies,  despite  the  ex- 
penditure of  large  amounts  of  money  and  profes- 
sional time. 

Over  twenty  years  after  the  major  study  of  the 
effect  of  anticoagulation  in  the  management  of 
myocardial  infarction,  the  efficacy  of  this  treat- 
ment is  still  controversial  because  of  its  design.1,2 
For  similar  reasons  controversy  now  surrounds  the 
recent  University  Group  Diabetic  Program  study 
of  the  oral  antidiabetic  agents.3  Unless  they  are 
more  carefully  planned,  one  may  anticipate  that 
the  projected  massive  studies  on  factors  which  af- 
fect the  course  of  coronary  arteriosclerosis  and 
treated  hypertension  will  result  in  equally  contro- 
versial results. 

Problems  in  usual  methods 

The  two  most  common  clinical  methods  of  ex- 
pressing mortality  are:  (1)  as  a percentage  sur- 

vival at  the  end  of  a given  period  (most  frequently 
five  years),  and  (2)  as  a comparison  of  mortality 
rates  with  a control  population  (treated  vs.  un- 
treated or  diseased  vs.  healthy). 

Let  us  examine  the  problems  inherent  in  each 
approach. 


First,  consider  a condition  under  treatment  in  a 
group  of  males  aged  twenty  years  reported  to  have 
a five-year  survival  rate  of  95  per  cent,  that  is  50 
per  1,000  die  in  that  period.  There  are  many  con- 
ditions in  which  the  physician  would  be  gratified 
with  such  a result.  However,  we  know  that  in  a 
similar  but  healthy  group  of  recently  insured  indi- 
viduals, only  3.94  per  1,000  may  be  expected  to 
die  during  the  five-year  period.4  Thus,  the  re- 
ported mortality  rate  is  12.7  times  normal. 

On  the  other  hand,  let  us  consider  the  clinical 
study  of  a group  of  treated  diseased  males  aged 
sixty  with  a 95  per  cent  five-year  survival.  In  a 
healthy  insured  group  of  such  an  age  we  would  ex- 
pect 63.44  deaths  per  1,000  over  a five-year  peri- 
od.4 The  mortality  rate  of  the  individuals  studied 
thus  would  be  less  than  the  expected.  While  the 
investigator  might  be  proud  of  his  treatment,  phy- 
sicians experienced  in  evaluating  mortality  statis- 
tics might  suspect  the  selection  of  patients  if  not 
the  reliability  of  the  reported  statistics. 

A report  that  5 per  cent  of  individuals  aged 
twenty  died  with  a disease  that  was  also  associ- 
ated with  the  death  of  5 per  cent  aged  sixty 
suggests  that  the  disease  has  a flat  risk  to  all  age 
groups.  Using  the  preceding  figures,  compared 
with  a healthy  population,  approximately  46  extra 
twenty-year  olds  died  with  the  disease  which  did 
not  adversely  affect  the  death  rate  of  the  sixty- 
year  olds. 

Note  that  the  term  “with”  the  disease  rather 
than  “of”  the  disease  is  used.  While  the  results 
are  not  statistically  valid,  there  is  very  suggestive 
evidence  that  there  is  an  increased  mortality  rate 
from  such  apparently  unrelated  conditions  as  sui- 
cide in  insured  persons  with  histories  of  gastric 
ulcer  or  cerebral  concussion,  strokes  in  individuals 
who  have  undergone  cholecystectomy,  and  heart 
disease  in  individuals  with  old  poliomyelitis.’ 
While  causes  of  death  should  be  reported  in  a 
study,  limiting  the  statistical  study  to  deaths  be- 
lieved to  be  caused  by  the  conditions  under  inves- 
tigation may  invalidate  the  results. 

It  is  apparent  that  age  of  entry  into  the  study  is 
of  major  importance  in  a mortality  study,  and  yet 
how  often  are  the  ages  omitted  in  a clinical  report, 
merely  referred  to  in  a general  fashion,  or  reported 
as  an  average  age  in  the  treated  and  control 
group.  To  use  an  extreme  example,  a group  of  60 
men,  average  age  fifty,  all  of  whom  range  from 
forty-five  to  fifty-five,  will  have  a much  better 
five-year  survival  rate  than  another  group,  aver- 
age age  fifty,  30  of  whom  are  age  twenty  and  30 
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age  eighty.  Five-year  mortality  statistics  are  of 
no  value  unless  the  age  of  each  entrant  in  the 
study  is  known. 

Further,  it  is  assumed  in  such  a five-year  mor- 
tality study  that  the  studied  population  is  healthy 
in  all  respects  except  the  condition  being  studied. 
It  is  rare  for  individuals  in  a group  under  investi- 
gation for  one  condition  to  be  healthy  in  all  other 
respects.  Other  impairments  often  significantly 
affect  mortality.  For  example,  a well-controlled 
adult  diabetic  patient  might  have  a twice-normal 
death  rate  if  otherwise  in  good  health;  the  pres- 
ence of  even  mild  hypertension  would  raise  the 
death  rate  significantly;  the  presence  of  persistent 
albuminuria  would  increase  the  death  rate  to  10 
times  normal.6 

In  some  instances,  other  health  factors  are  of 
little  significance  in  a mortality  study.  The  de- 
crease in  mortality  from  pneumoccal  pneumonia 
from  50  to  5 per  cent,  although  in  a relatively 
small  group  of  individuals,  attested  to  the  efficacy 
of  penicillin.  Its  use  in  the  treatment  of  primary 
and  secondary  syphilis  and  of  gonorrhea  was  also 
reliably  demonstrated.  On  the  other  hand,  the 
efficacy  of  penicillin  in  preventing  recurrences  of 
rheumatic  fever  was  much  more  difficult  to  dem- 
onstrate owing  to  the  duration  of  the  study,  the 
vagaries  of  rheumatic  heart  disease,  and  the  pres- 
ence of  other  impairments. 

In  studies  involving  two  groups  (controls  vs. 
treated  or  diseased)  of  patients  under  study  for  a 
chronic  disease,  failure  to  insure  that  the  groups 
are  identical  in  all  respects  save  for  the  variable 
studied  greatly  increases  the  difficulty  of  securing 
accurate  statistics. 

The  use  of  “matched  controls”  is  one  method  of 
studying  mortality  rates.  It  is  apparent  from 
most  published  studies  using  this  approach  that 
the  supposedly  matched  control  subjects  often 
have  impairments  which  introduce  significant 
variables  into  the  study.  For  example,  the 
matching  of  treated  and  untreated  diabetic  indi- 
viduals into  groups  with  normal  blood  pressures 
versus  blood  pressures  “over  140/90”  ignores  the 
high  mortality  rate  of  individuals  with  significant 
diastolic  hypertension  who  may  be  unequally  dis- 
tributed in  the  two  matched  groups.  Similarly,  to 
match  individuals  with  prior  myocardial  infarc- 
tions ignores  the  many  known  variables  which  af- 
fect their  prognosis,  such  as  elapsed  time  since  the 
infarction,  presence  or  absence  of  an  enlarged 
heart,  congestive  heart  failure,  anginal  syndrome, 
and  other  vascular  disease. 

An  increasingly  popular  method  of  allowing  for 
various  variables  in  clinical  studies  is  to  “weigh” 
the  significance  of  each  variable  and  by  mathe- 
matical, or  even  nonmathematical,  hocus-pocus 
claim  to  have  devised  a method  to  take  these  vari- 
ables into  consideration  in  the  final  analysis.  Un- 
fortunately, in  most  instances,  the  weights  as- 
signed to  the  variables  are  arbitrary  or  are  based 


on  studies  which  are  unreliable. 

It  is  not  uncommon  for  an  investigator  to  state 
that  the  mortality  of  a study  is  expressed  after 
“Life  Table  Analysis,”  but  seldom  is  any  reference 
made  to  the  method  which  is  actually  used. 

U.S.  insurance  tables  are  based  on  insured  lives. 
The  death  rates  of  such  a select  group  are  lower 
than  the  general  population.  While  a study  made 
on  private  patients  compared  to  insurance  tables 
may  have  validity  from  an  insurance  view,  a hos- 
pital clinic  population  might  better  be  compared 
to  the  mortality  statistics  of  the  population  at 
large. 

On  the  other  hand,  it  is  well  known  that  many 
significant  medical  facts  affecting  mortality  are 
not  uncovered  prior  to  issuing  life  insurance.  It  is 
most  probable  that  a group  of  individuals  found  to 
be  in  good  health  after  a thorough  examination  by 
their  private  physicians  will  have  a lower  mortali- 
ty rate  than  will  the  standard  insured  group. 

Since  women  have  a lower  mortality  rate  than 
is  given  in  insurance  tables,  which  are  based  on 
male  applicants,  the  sex  of  each  person  studied  is 
also  of  significance  if  mortality  rates  are  to  be 
compared  to  either  insurance  tables  or  a control 
population.7 

Life  expectancy  is  generally  longest  in  the  white 
race;  identification  of  each  patient’s  race  is  there- 
fore essential  to  a proper  mortality  study. 

Clinical  reports  often  state  that  the  entrants 
were  followed  for  an  average  of  so  many  years  with 
a certain  number  usually  being  lost  to  follow-up. 
While  an  actuary  has  methods  for  allowing  for 
this,  the  duration  of  the  follow-up  which  was 
made  in  each  case  is,  of  course,  essential,  and  if  a 
large  number  of  individuals  were  lost  to  follow-up, 
the  mortality  study  may  lack  validity. 

Occasionally,  occupation  may  be  of  importance. 
A study  of  the  mortality  rates  of  diabetes  in  as- 
bestos miners  would  not  be  valid  if  compared  with 
the  general  population  or  a group  of  standard  in- 
sured. 

Less  obvious  is  the  twice-normal  mortality  rate 
for  diabetes  mellitus  found  in  cooks  and  real  es- 
tate agents,  while  the  mortality  ratio  from  this 
disease  is  normal  in  machinists,  painters,  paper 
hangers,  and  glaziers.8 

Necessary  factors 

Thus,  a valid  mortality  study  should  include: 

1.  Source  of  patients 

2.  Comparison  to  a similar  population 
And  for  each  patient  and  control: 

3.  Age  at  entry 

4.  Sex 

5.  Race 

6.  Occupation 

7.  Height  and  weight 

8.  Other  associated  impairments 

9.  Duration  of  follow-up 

10.  Cause  of  death. 
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The  inclusion  of  these  data  would  make  many 
clinical  articles  burdensome.  Nevertheless,  such 
details  are  necessary  for  reliable  mortality  studies. 
If  the  number  of  cases  is  large,  such  information 
might  be  reproduced  as  a supplement  to  the  origi- 
nal article  and  made  available  for  interested 
parties. 

One  may  argue  that  if  one  has  a large  enough 
number  of  patients  in  a treatment  group,  they 
would  be  comparable  to  a similar  control  group. 
Unfortunately,  the  number  of  deaths  required  by 
the  actuary  to  be  included  is  so  great  that  few 
clinical  studies  could  be  expected  to  achieve  it. 

For  example,  it  is  known  that  the  factors  shown 
in  Table  I influence  the  prognosis  of  hypertension. 
Also  listed  are  the  number  of  variables  to  be  con- 
sidered for  each  factor.  Further  variables  exist  for 
any  coexisting  disease  and  possibly  for  occupation, 
moral  risk,  and  family  history. 

If  one  multiplies  the  number  of  variables,  there 
are  more  than  8 million  potential  categories  of  in- 
dividuals who  would  require  matched  controls,  an 
adequate  period  of  observation,  and  sufficient 
numbers  of  deaths  to  be  statistically  significant. 

Such  a study  is  manifestly  impossible,  and  for- 
tunately valid  statistical  studies  can  be  obtained 
from  smaller  groups  if  the  number  of  variables  is 
reduced.  However,  while  it  is  true  that  one  may 
expect  that  many  of  the  complications  of  hyper- 
tension and  coexisting  impairments  may  be  equal- 
ly distributed  in  a random  population  of  treated 
and  controlled  groups,  it  is  apparent  that  in  a 
study  of  even  several  thousand  patients  a slight 
percentage  difference  in  the  incidence  of  some  of 
these  variables,  particularly  in  significant  con- 
comitant diseases,  would  render  the  results  inac- 
curate. 

A study  of  the  prognosis  of  treated  hypertension 
which  groups  several  hundred  unselected  patients 
together  and  reports  the  average  blood  pressure, 
mortality,  and  morbidity  of  the  treated  and  un- 
treated patients  results  in  unreliable  statistics. 

If  the  age,  sex,  race,  and  build  are  given  for 
each  patient,  both  treated  and  control,  actuaries 
can  determine  the  expected  mortality  rate  for 
each  group.  Further,  should  one  select  patients 
whose  only  abnormality  is  hypertension,  one 
would  be  able  to  reduce  the  number  of  variables 
(14  systolic  times  10  diastolic  increments  times 
controls).  Observing  a sufficient  number  of  pa- 
tients in  each  of  these  280  groups  long  enough 
that  at  least  five  deaths  occurred  in  each  group, 
one  would  have  a study  of  the  mortality  at  differ- 
ent levels  of  blood  pressure  which  would  be  statis- 
tically valid  by  actuarial  methods. 

One  may  reduce  the  number  of  variables  further 
if,  in  the  preceding  example,  one  merely  wished  to 
evaluate  the  effect  of  more  gross  variations  in 
blood  pressure  elevation.  In  a study  of  3,283  life 
insurance  applicants  whose  only  known  variables 
were  elevation  of  blood  pressure,  build,  sex,  and 


TABLE  I.  Factors  and  variables  influencing  prognosis  of 
hypertension 


F actors 

Variables 

Age  (by  ten-year  increments)* 

6* 

Sex 

2 

Race 

2 

Build  (height  and  weight) 

10 

Systolic  blood  pressure  (10-mm.  Hg 

14 

increments) 

Diastolic  blood  pressure  (5-mm.  Hg 

10 

increments) 

Eye  grounds  (normal  + 4 Keith-Wagener9 

5 

groups) 

Heart  size  (normal  vs.  enlarged) 

2 

Electrocardiograms  ('normal;  minor  and 

3 

major  changes) 

Prior  myocardial  infarction 

2 

Prior  cardiovascular  accident 

2 

Albuminuria  (present  vs.  absent) 

2 

* Actually,  mortality  statistics  vary  according  to  each  age  of  entry. 
Thus,  one  should  really  have  a variable  for  the  age  of  each  individual 
(especially  over  age  forty). 


age,  it  seemed  reliably  demonstrated  that  in  mod- 
ern and  severe  hypertension,  systolic  elevation 
played  no  role  in  the  excess  mortality  rates  of 
these  insurance  applicants  and  that  increasing 
levels  of  diastolic  hypertension  resulted  in  in- 
creased mortality  rates.10  On  the  other  hand,  the 
actuary  who  assisted  in  the  preparation  of  these 
data  did  not  feel  that  the  number  of  deaths  (493) 
was  sufficient  to  establish  a mortality  table  for 
small  increments  of  blood-pressure  levels. 

Similar  considerations  are  necessary  for  the 
evaluation  of  any  condition  with  a prolonged  fol- 
low-up prior  to  death  and  in  which  there  are  vari- 
ables which  may  influence  the  disease  being  stud- 
ied or  the  longevity  of  the  patient  from  other 
causes.  Obviously,  a patient  with  malignant 
melanoma  is  not  a suitable  entrant  in  a study  of 
any  chronic  disease. 

On  the  other  hand,  having  available  the  details 
of  the  nature  of  each  entrant  in  a study  in  which 
death  occurs  more  quickly,  as  in  pneumonia,  one 
may  be  able  to  develop  statistically  significant 
mortality  statistics  for  such  diseases  with  a small- 
er number  of  patients  observed  for  a shorter  peri- 
od of  time. 

One  approach  which  may  avoid  some  of  the 
problems  already  noted  is  to  use  a group  of  pa- 
tients as  its  own  control.  Observation  for  an  ade- 
quate amount  of  time  to  obtain  a significant  num- 
ber of  deaths  while  the  group  is  untreated  or 
treated  may  be  followed  by  a similar  period  in 
which  the  handling  is  reversed.  Here,  however, 
one  must  be  alert  to  the  possibility  that  those  who 
die  in  the  first  period  of  observation  are  not  pa- 
tients whom  one  would  clinically  expect  to  die 
early  in  observation,  as  with  recurrences  from  re- 
cent myocardial  infarctions,  while  those  in  the 
second  period  may  die  of  conditions  such  as  dia- 
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betes  in  which  it  is  believed  prolonged  exposure 
results  in  a subsequently  increased  mortality  rate. 

Conclusion 

Mortality  and  morbidity  studies  must  take  into 
consideration  factors  which  affect  health  other 
than  the  disease  being  studied.  These  include 
age,  sex,  race,  build,  occupation,  duration  of  fol- 
lowing, complications  of  the  disease  being  studied, 
and  other  impairments.  A statistical  study  of  a 
chronic  disease  which  fails  to  do  so  is  unlikely  to 
be  valid  because  of  the  large  number  of  individu- 
als required  to  allow  for  the  significant  effect  of 
these  factors  on  health  and  longevity.  The  suc- 
cessful study  should  make  every  attempt  to  inves- 
tigate individuals  without  known  complications  of 
a disease  or  concomitant  impairments  and  should 
present  all  pertinent  data.  Consultation  with  a 
statistician  or  life  insurance  actuary  prior  to  com- 
mencing such  studies  is  advisable. 

102  Maiden  Lane 
New  York,  New  York  10005 


Notice  and  news  for  expert  witnesses 

The  Forensic  Science  Foundation  is  currently  con- 
ducting a research  project  the  objective  of  which  is  to 
define  and  evaluate  the  various  services  performed  by 
the  forensic  science  profession  in  the  criminal  justice 
process. 

If,  since  1972,  you  have  given  reports  or  testimony  in 
criminal  court  or  elsewhere  in  the  criminal  justice  pro- 
cess as  an  expert  witness  for  either  the  prosecution  or 
for  the  defense,  would  you  mail  a card  or  note  to  the 
Forensic  Sciences  Foundation  giving  your  name,  ad- 
dress, and  area  of  expertise.  The  Foundation,  in  turn, 
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will  mail  to  you  a short  questionnaire  designed  to 
group  your  type  and  degree  of  involvement  with  other 
individuals  who  have  similar  expertise. 

If  you  know  others  who  should  be  included  in  this 
survey  would  you  call  their  attention  to  this  appeal  for 
help? 

It  is  emphasized  that  this  a federally  sponsored  re- 
search project.  The  results  will  not  identify  any  indi- 
viduals. No  form  of  solicitation  will  result  from  your 
participation  since  all  names,  addresses  and  question- 
naires will  be  treated  as  confidential  information. 

We  urgently  need  your  support  and  solicit  your  help! 

Mail  to:  Forensic  Sciences  Foundation,  11400  Rock- 
ville Pike,  Rockville,  Maryland  20852. 
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Present  imbalance 


Provision  for 
Medical  Care  Needs 

M.  G.  JACOBY,  M.B.,  B.S. 

Patchogue.  New  York 

Attending  Physician,  Brookhaven  Memorial  Hospital, 

Patchogue,  Long  Island,  and  Assistant  Professor  of  Clinical 
Family  Medicine.  State  University  of  New  York,  Stony  Brook, 
New  York 

In  recent  years  it  has  been  stated  repeatedly 
that  there  is  a health  service  crisis  in  the  United 
States  and  that  there  is  a lack  of  provision  for  pri- 
mary medical  care.  For  political  and  journalistic 
reasons  the  expectations  of  the  public  as  far  as 
medical  care  is  concerned  have  been  raised  un- 
realistically without  consideration  for  the  fact  that 
the  demand  for  medical  care  must  always  be 
ahead  of  available  facilities.  The  ability  to  con- 
sume medical  care  is  voracious  and  insatiable.  A 
cold  demands  a shot  of  penicillin  which  does 
nothing  to  shorten  its  course.  If  a Papanicolaou 
smear  examination  once  a year  is  good  medicine, 
then  a “Pap”  every  six  months  must  be  better, 
and  every  three  months  better  still.  The  new 
nursery  rhyme  will  be  “A  Pap  a day  keeps  the 
cancer  away,”  and  the  whole  national  product  will 
be  devoted  to  cancer  prevention! 

To  fill  the  void  in  the  provision  of  medical  care, 
over  50  physician  associate  programs  have  been 
started  or  are  in  the  process  of  being  set  up.1 
Now  we  are  faced  with  yet  another  proposal  fo, 
diluting  the  quality  of  medical  care,  considering 
volume  more  important  than  standards.  This  is 
the  experimental  program  of  the  Tufts-New  En- 
gland Medical  Center,  offering  the  degree  of  Doc- 
tor of  Primary  Medicine  (P.M.D)  with  limited  li- 
censure five  years  after  graduation  from  secondary 
school.-  The  amount  of  time  saved  over  the  tra- 
ditional six-year  program  of  the  English  and  Ca- 
nadian medical  schools  is  minimal  and  will  merely 
result  in  a cheaper  and  inferior  product.  For  a 
society  which  is  becoming  constantly  more  and 
more  informed  about  possible  standards  attain- 
able in  medical  care  and  more  and  more  specialist 
minded,  how  can  such  paramedical  care  be  ac- 
ceptable? We  are  creating  specialists  in  nothing 
at  all.  There  is  a cry  for  more  family  physicians, 
but  where  are  they  to  be  found? 

The  views  expressed  in  this  article  are  entirely  personal  and 
do  not  in  any  way  reflect  the  opinions  of  the  medical  faculty 
at  Stony  Brook  or  of  the  Medical  Society  of  the  State  of  New 
York. 


There  are  three  types  of  primary-care  physician: 
the  pediatrician  who  does  general  practice  con- 
fined to  the  lower-age  groups  plus  some  consulting 
practice,  the  general  internist  who  does  general 
practice  confined  to  adults  plus  some  consultant 
work,  and  the  family  physician  who  covers  the 
whole  age  spectrum. 

The  pediatrician  and  the  internist  do  general 
practice  because  there  has  been  an  overproduction 
of  specialists.  The  result  is  that  many  of  these 
physicians  do  not  see  sufficient  new  and  varied 
clinical  material  to  maintain  the  high  professional 
skills  expected  of  specialists.  We  are  now  seeing 
the  same  thing  happen  in  the  overproduction  of 
general  surgeons.  Hughes  et  al. 3 and  Bell4  consid- 
er that  half  our  general  surgeons  are  underworked. 
Fuchs5  pointed  out  that  in  1966  11  million  surgical 
procedures  were  performed  in  hospitals  in  the 
United  States,  not  counting  normal  deliveries. 
There  were  about  50,000  physicians  with  primary 
specialization  in  surgery,  excluding  interns,  resi- 
dents, and  fellows.  If  all  such  operations  were 
performed  by  surgeons,  which  was  not  the  case, 
the  average  work  load  would  have  been  about  220 
operations  per  surgeon  per  year.  In  New  York 
State  the  average  would  have  been  170  procedures 
per  surgeon. 

Regional  medical  planning  was  set  up  by  the 
Department  of  Health,  Education,  and  Welfare  to 
reduce  the  cost  of  medical  care  by  careful  plan- 
ning and  by  examining  the  need  for  any  new  med- 
ical facility,  particularly  to  avoid  duplications,  be- 
fore sanctioning  its  building  and  operation.  The 
need  for  this  was  demonstrated  when  it  was  found 
that  there  was  a multiplicity  of  units  for  open- 
heart  surgery  in  New  York  City,  many  underutil- 
ized and  often  not  providing  sufficient  case  loads 
to  maintain  efficient  training  and  operation. 

However,  there  has  been  no  attempt  to  control 
the  residency  training  program  to  meet  the  needs 
of  the  community  rather  than  the  desire  of  physi- 
cians for  further  training,  resulting  in  the  overpro- 
duction of  specialists  as  already  mentioned.  We 
cannot  afford  to  waste  money  in  training  without 
utilizing  the  skills  produced,  for  the  cost  of  these 
programs  comes  out  of  the  pocket  of  the  taxpayer, 
whether  directly  in  tax-supported  hospitals  or  in- 
directly through  an  increase  in  the  cost  of  hospi- 
talization paid  for  in  cash  or  through  health  insur- 
ance. Many  recognized  training  residencies  must 
either  be  changed  to  family-practice  residencies  or 
eliminated,  to  be  replaced  by  staff  physicians  as 
has  been  done  in  community  hospitals  which  do 
not  have  recognized  internships. 

This  is  especially  important  as  the  educational 
side  of  internship  is  being  stressed  more  and  more 
at  the  expense  of  the  trainee’s  responsibility  to  the 
hospital.  The  hospital  which  formerly  acquired 
status  through  having  recognized  internships  and 
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residencies  would  now  have  to  maintain  its  repu- 
tation through  the  excellence  of  its  clinical  work. 

Training  needs 

The  training  programs  in  many  of  the  special- 
ties are  much  too  short  and  too  narrow  and  often 
produce  specialoids  rather  than  genuine  special- 
ists.6 There  has  been  a prostitution  of  medical 
standards  to  meet  the  desire  for  specialist  recogni- 
tion. Standards  for  specialists  are  not  rigid 
enough.  It  would  be  much  better  to  train  a 
smaller  number  of  specialists  for  a longer  period, 
using  as  guidelines  the  training  laid  down  by  the 
Common  Market  countries,  thereby  raising  stan- 
dards.7 It  is  noteworthy  that  the  length  of  train- 
ing in  internal  medicine  varies  from  a minimum  of 
four  years  in  Switzerland;  five  years  in  Belgium, 
Holland,  Luxembourg,  and  Italy;  four  and  a half 
to  six  years  in  Sweden,  plus  a compulsory  twenty- 
one  months’  internship  including  .six  months  in 
general  practice,  mainly  as  district  health  officers; 
to  a minimum  of  six  years  in  West  Germany;  and 
six  to  eight  years,  plus  a year’s  mixed  internship, 
in  Great  Britain.  In  all  cases  training  is  formal  in 
hospital,  clinics,  and  laboratories,  time  in  practice 
not  being  considered.  The  preceding  figures 
should  be  compared  with  the  minimum  of  three 
years  of  hospital  training,  only  thirty-two  months 
of  which  must  be  in  internal  medicine,  required 
before  taking  the  American  Board  examination  in 
internal  medicine.8  It  reminds  one  of  the 
“ninety-day  wonders”  of  World  War  II.  Perhaps 
American  medical  educators  have  a secret  not 
available  to  the  rest  of  the  world! 

It  is  interesting  to  speculate  why  the  hospital- 
based  training  for  Board  requirements  in  internal 
medicine,  which  broadly  covers  the  whole  medical 
field  outside  the  surgical  specialties,  is  only  three 
years,  compared  to  the  minor  specialty  of  derma- 
tology, which  has  a four-year  training  course — a 
year  of  internship  plus  three  years  of  residency.9 
Is  it  that  our  dermatologists  are  overtrained? 

At  this  time  only  62.3  per  cent  of  physicians 
practicing  as  specialists  in  the  United  States  are 
Board  certified,  the  low  watermark  being  inter- 
nists with  43.1  per  cent.10  All  the  rest  are  self 
designated.  Beyond  his  own  evaluation  of  his 
competence,  there  is  no  legal  restriction  on  a phy- 
sician’s decision  to  specialize.11  A Workmen’s 
Compensation  Board  rating  as  a specialist  is  given 
on  the  recommendation  of  a committee  of  the 
local  county  medical  society  and  implies  at  best 
only  local  recognition. 

In  Canada  the  fact  that  a physician  has  taken 
the  training  specified  does  not  give  him  specialist 
recognition.  He  must  also  be  certified  by  exami- 
nation by  the  Royal  College  of  Physicians  and 
Surgeons  of  Canada. 

Board  certification  specialist  requirement 

Allowing  for  a grandfather  clause  for  those  al- 


ready recognized  as  specialists  before  Boards  in 
their  particular  specialties  were  set  up,  it  is  sug- 
gested that  no  noncertified  physician  be  recog- 
nized as  a specialist.  A leeway  of  two  years  could 
be  permitted  to  allow  two  attempts  at  the  Board 
examination  in  the  physician’s  chosen  specialty. 
After  all,  the  teenager  who  takes  a course  in 
driver  education  at  school  still  has  to  pass  a road 
test  before  he  gets  his  driving  license.  Let  us 
have  no  more  shingles  “Am  Specialist,  M.D.  Car- 
diology” (Board  Failed). 

Specialty  Boards  consider  their  diplomas  as  the 
hallmark  of  specialist  qualification.  Board  certi- 
fication is  intended  to  denote  minimal  qualifica- 
tions and  competence  to  conduct  independently  a 
safe  practice  of  medicine.12  The  failure  rate  on 
Board  examinations  is  a reflection  of  the  deficits 
of  the  teaching  program  of  the  hospital  in  which 
residency  training  has  been  given  and  an  indica- 
tion of  poor  selection  of  residency  candidate  mate- 
rial. How  can  the  Boards  in  anesthesiology,  ob- 
stetrics and  gynecology,  orthopedic  surgery,  and 
pediatrics  justify  permitting  practice  rather  than 
formal  training  as  an  integral  part  of  their  re- 
quirements prior  to  taking  their  qualifying  exami- 
nations, knowing  full  well  that  those  physicians 
will  already  have  been  practicing  before  the  public 
as  specialists?13-16  The  status  of  specialist  or 
consultant  should  be  restricted  to  those  physicians 
whose  names  appear  in  the  Directory  of  Medical 
Specialists,  that  is,  those  physicians  who  are 
Board  certified  and  have  proved  their  ability  by 
examination.  Every  effort  should  be  made  to  fa- 
miliarize the  general  public  with  the  Directory  so 
that  anyone  wishing  to  know  the  status  of  a physi- 
can  should  find  the  information  freely  available. 

Medical  education  program 

It  is  questionable  as  to  whether  the  four-year 
premedical  course,  followed  by  the  four-year  (or  in 
some  cases  three-year)  medical  school,  is  the  ideal 
way  of  training  our  physicians.  However  our  edu- 
cators, with  a vested  interest  in  education  as  a 
source  of  their  own  employment,  still  see  fit  to 
force-feed  our  young  with  an  indigestible  diet  of 
little  value  to  them  or  to  the  community  as  a 
whole.  How  can  they  excuse  the  four-year  pre- 
medical, predental,  and  prelaw  courses?  Lately  a 
predivinity  course  which  has  a smattering  of  med- 
icine has  come  into  being.  Will  they  produce 
physicians  more  able  to  cure  the  sick  and  clerics 
more  able  to  heal  the  soul?  How  is  it  that  engi- 
neers, who  so  far  do  not  take  pre-engineering 
courses,  are  able  to  build  bridges  strong  enough  to 
withstand  the  buffets  of  the  storm  without  the 
benefit  of  a background  in  psychology? 

Our  educators  are  honorable  men,  but  do  we 
want  honorable  men  to  design  our  homes,  treat 
our  sick,  and  uphold  our  laws  or  do  we  want  ar- 
chitects, physicians,  and  lawyers?  Can  our  soci- 
ety afford  the  loss  of  a considerable  part  of  its 
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work  force  to  four-year  liberal  arts  courses  which 
exist  merely  as  entrance  tests  to  our  graduate 
schools  while  at  the  same  time  cutting  back  on 
the  length  of  professional  instruction?  If  our 
teachers  can  cut  a year  out  of  the  medical  school 
course  with  no  loss  of  ability  in  the  graduating 
class,  why  do  our  lawyers  not  reduce  the  time 
spent  in  law  school? 

Can  we  afford  to  start  specialty  training  of  the 
student  while  he  is  still  in  medical  school,  and 
should  we  abolish  the  rotating  internship — the 
last  opportunity  for  a general  education  in  medi- 
cine? To  assume  that  all  students  know  where 
their  major  interests  are  is  fallacious.  To  lock 
students  and  house  officers  into  a continuum  of 
postgraduate  education  is  undesirable.17  How 
many  of  our  more  senior  physicians  have  not 
changed  course  at  some  time  in  their  careers?  Do 
we  want  trained  physicians,  or  do  we  want  spe- 
cialist technicians?  Is  a surgeon  a man  who  can 
cut  and  sew  or  is  he  a physician  who  operates? 
Having  wasted  time  at  the  beginning  of  an  edu- 
cation, can  we  afford  to  rush  it  at  the  end! 

Conclusion 

We  should  train  only  general  physicians  in  our 
medical  schools.  The  idea  of  a multitrack  curri- 
culum beginning  in  the  third  year  is  a sop  to  a de- 
manding but  uneducated  public.  There  should 
be  only  standard  courses  of  training  in  our  medi- 
cal schools  to  produce  good  physicians.  Elective 
courses  which  are  time  consuming  have  no  place 
until  residency  training.  Regrettably  many  of  our 
specialists  are  insufficiently  trained  in  general 
medicine.  The  ophthalmologist  often  has  tunnel 
vision,  but  so  do  many  of  his  specialist  colleagues. 

The  eighty-seven-year-old  who  makes  regular 
visits  to  his  cardiologist,  his  urologist,  and  his 
proctologist  is  a time-wasting  fiscal  disaster. 
What  he  needs  is  a physician  with  well-rounded 
experience  who  can  care  for  him  as  an  individual, 
not  as  a case.  The  same  may  be  said  of  the  cus- 
tom of  a woman  going  to  a gynecologist  for  a rou- 
tine pelvic  and  Papanicolaou  smear  examination, 
which  should  be  part  of  the  yearly  complete  phys- 
ical examination  done  by  her  regular  physician. 
Likewise,  mother  and  baby  should  be  treated  by 
one  physician  who  is  able  to  care  for  both  of  them, 
along  with  their  interrelated  problems.  The  prac- 
tice of  segmental  medicine  is  not  in  the  interests 
of  the  general  public  who  foots  the  bill. 

In  the  face  of  an  alleged  shortage  of  physicians 
in  the  United  States  it  is  interesting  to  compare 
statistics  of  certain  of  the  more  developed 
countries  (Table  I).  Certainly  any  shortage  which 
may  exist  is  less  acute  than  that  in  Western  Eu- 
rope. The  evidence  that  exists  is  much  more  sug- 
gestive of  maldistribution  and  poor  utilization  of 
physicians. 

The  question  of  rising  costs  of  medical  care  is 
worthy  of  consideration.  Certainly  one  can  get 


TABLE  I.  Statistics  of  various  countries 


Country 

Year 

Number  of 
People  per 
Physician 

United  States 

1969 

613“ 

West  Germany 

1970 

621 19 

Switzerland 

1971 

673“ 

F ranee 

1971 

720 21 

Japan 

1970 

909 2 2 

only  what  one  pays  for,  and  the  physicians’  part  of 
the  total  cost  of  medical  care  in  the  United  States 
is  only  19  per  cent.23  However,  the  utilization  of 
physicians’  services  would  be  more  efficient  if  our 
public  sector  of  medical  care,  such  as  Medicare, 
Medicaid,  and  Workmens’  Compensation  paid 
only  primary-care  fees  to  non-Board-certified  phy- 
sicians. Specialists  would  have  to  be  Board  certi- 
fied to  be  recognized.  Likewise,  a specialist 
should  be  paid  only  primary-care  fees  for  nonre- 
ferred  cases  unless  there  is  a clear-cut  indication 
that  specialist,  rather  than  generalist,  skills  are 
indicated  (as  in  allergy  testing  or  ophthalmology). 
Consultation  fees  should  be  paid  only  when  a pa- 
tient is  sent  for  consultation,  not  when  the  patient 
visits  the  specialist  as  a primary-care  physician. 
It  is  noteworthy  that  under  the  comprehensive 
health-care  schemes  in  operation  in  Canada,  not 
only  must  a specialist  be  qualified  by  examination 
but  also  he  receives  only  primary-care  fees  for 
nonreferred  patients.  This  would  encourage  phy- 
sicians to  train  for  primary  care,  particularly  if 
the  fee  schedule  paid  the  same  for  given  services, 
whether  rendered  by  specialists  or  family  physi- 
cians. After  all,  although  half  the  ships’  officers 
in  the  Merchant  Marine  hold  ships  masters’  li- 
censes, only  the  ship’s  captain  gets  captain’s  pay. 

It  should  not  be  the  purpose  of  the  profession  to 
provide  more  paramedical  persons  to  boost  the 
egos  of  the  specialoids  and  underemployed  spe- 
cialists by  adding  to  the  pecking  order.  Physi- 
cians’ training  and  time  should  be  employed  to 
the  maximum  benefit  of  the  community.  The 
community  needs  family  physicians,  and  it  should 
have  them. 

152  North  Ocean  Avenue 
Patchogue,  New  York  11772 
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this  effort,  among  them  the  American  Academy  of 
Family  Physicians,  the  American  College  of  Surgeons, 
the  American  College  of  Obstetrics  and  Gynecology, 
and  the  American  College  of  Radiology. 

Dr.  John  Gamble,  chairman  of  the  Management 
Committee  which  represents  the  four  cosponsoring  or- 
ganizations in  the  direction  of  this  project,  stated: 

“This  is  a major  private  initiative  that  will  comple- 
ment the  implementation  of  Professional  Standards 
Review  Organization  legislation  by  the  Department  of 
Health,  Education,  and  Welfare.  Our  intent  is  to  de- 
velop and  test  alternate  approaches  to  incorporating  a 
greater  emphasis  on  quality  assessment  and  assurance 
inPSRO.” 
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Sex  Education 
in  Schools* 

JOHN  S.  SINACORE,  Ed.D 

Albany.  New  York 

Director,  Division  of  Drug  and  Health  Education  and  Services 


Probably  no  word  in  the  English  language  has 
aroused  a greater  variety  of  emotional  reaction 
than  the  word  “sex.”  More  recently,  no  aspect  of 
education  has  aroused  more  diverse  and  vehement 
expressions  of  opinion  than  sex  education.  Judg- 
ing from  various  forms  of  feedback,  it  is  felt  that 
most  parents  favor  some  kind  of  school  instruction 
about  sex;  the  disagreements  develop  over  what 
will  be  taught  and  at  what  grade  level. 

Some  parents,  however,  are  afraid  that  sex  is 
being  forced  on  their  children,  ignoring  the  fact 
that  from  birth,  human  sexuality  is  an  inherent 
part  of  personality,  since  one  is  identified  as  a boy 
or  a girl.  Others  are  concerned  that  providing  in- 
formation about  human  physical  and  psychologic 
needs  gives  the  young  mind  too  much  to  think 
about  and  hinders  the  proper  approach  to  “other 
normal  and  basic  stuies.”  Still  others  are  con- 
vinced that  sex  education  has  to  do  with  promot- 
ing immoral  sexual  behavior.  The  idea  that  sex 
education  is  the  province  of  the  parents  and 
should  be  taught  exclusively  in  the  home  is  shared 
by  some  parents,  clergymen,  and  community 
leaders  alike. 

Still  others  are  convinced  that  sex  education  is 
a Communist  plot  designed  to  weaken  the  moral 
fiber  of  American  youth,  ignoring  the  fact  that  for 
a number  of  years  sex  education  has  been  taught 
in  European  countries  that  are  not  now  Commu- 
nist dominated  or  that  it  is  also  taught  in  some 
Communist  countries  and  their  students  have  not 
become  capitalistic  imperialists. 

Some  view  sex  education  as  related  solely  to  the 
reproductive  systems.  Others  using  the  term  sex- 
uality consider  the  physical  aspects  of  sex  as  sec- 
ondary to  the  psychologic  and  social  aspects. 
Thus  the  discussion  of  the  feminist  movement  in 
schools  would  be  regarded  by  some  as  not  sex  edu- 
cation, by  others  as  the  most  pertinent  kind. 

Presented  at  the  166th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
School  Health,  February  14,  1973. 

* By  invitation. 


In  one  school  system  the  school  board  decreed 
that  no  sex  education  would  be  taught.  Taking 
the  school  board  decree  literally  there  was  no  sex 
information  included  in  the  health  course,  but  in 
addition  the  biology  teacher  stopped  teaching 
about  sex-related  topics  including  binary  fission  of 
the  amoeba  and  plant  reproduction.  The  English 
teacher  dropped  the  teaching  of  what  had  hereto- 
fore been  considered  “innocent”  classics  including 
some  of  the  work  of  Shakespeare.  The  home  eco- 
nomics teacher  even  stopped  the  making  of  sex- 
oriented  clothing.  The  issues  raised  here  point 
out  that  there  is  no  one  definition  of  “sex  educa- 
tion” and  that  sex  information  is  found  in  a vari- 
ety of  curricula. 

To  add  to  the  confusion  some  anti-sex  educa- 
tion groups  have  applied  the  Joe  McCarthy  syn- 
drome to  the  issue.  The  rationale  is  that  if  there 
is  sex  information  in  strand  III  on  mental  health 
of  the  health  education  curriculum,  then  all  men- 
tal health  is  evil.  If  mental  health  is  a part  of 
health  education,  then  all  health  education  is  evil. 
If  health  education  is  a part  of  education,  then  all 
education  is  evil,  and  so  on. 

Approaches 

In  the  midst  of  all  this  the  State  education  de- 
partment did  develop  policy  with  regard  to  sex 
education.  It  included  the  following: 

1.  It  recommended  but  did  not  mandate  sex  educa- 
tion. 

2.  It  recommended  that  sex  information  included  in 
the  health  course  and  other  courses  be  determined 
locally. 

3.  It  recommended  that  the  school  district  establish 
a citizens’  advisory  committee  to  guide  it  in  the  es- 
tablishment of  such  a program.  This  committee 
should  include  physicians,  clergy,  parents,  educators, 
and  other  representative  community  groups  deemed 
necessary. 

4.  It  stated  there  should  not  be  a separate  course  of 
study  on  sex;  that  sex  information  be  included  where 
it  is  deemed  appropriate  as  part  of  other  units  to  be 
taught. 

5.  It  also  recommended  that  venereal  disease  edu- 
cation be  taught  as  part  of  a unit  on  communicable 
diseases.  This  is  consistent  with  the  State  health 
department;  the  VD  program  emanates  from  the  de- 
partment of  epidemiology  rather  than  from  a depart- 
ment with  a sex-oriented  title. 

A basic  misconception  that  needs  clarification  is 
that  learning  only  takes  place  in  the  school. 
Some  of  those  who  oppose  sex  education  feel  that 
if  it  is  not  taught  in  school  his  or  her  child  will 
never  be  exposed  to  sex  information.  Then  there 
are  those  who  feel  that  a sex  education  program  in 
schools  in  and  of  itself  will  resolve  societal  prob- 
lems in  this  area.  Both  of  course  are  rather  sim- 
plistic notions. 

At  the  present  time  the  State  education  depart- 
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ment,  the  State  university,  the  State  health  de- 
partment, and  other  official  and  voluntary  health 
agencies  are  discussing  the  notion  of  developing 
health  education  centers  that  would  be  affiliated 
with  health  science  or  medical  centers.  The  basic 
purposes  of  health  education  centers  would  be  for 
the  training  of  health  educators  who  would  staff 
school  and  public  health  programs.  It  would  also 
serve  as  a regional  communication  center  of  all 
health  information  for  the  community  at  large  as 
well  as  public  health  programs  and  schools. 

If  the  sex  education  controversy  has  demon- 
strated anything,  it  has  shown  that  parents  will 
resist  school  programs  that  do  not  reflect  their 
values  or  go  beyond  their  understandings.  If  we 
are  to  improve  health  understandings  and  there- 
fore levels  of  health,  our  health  education  pro- 
grams must  take  on  a community-wide  focus. 
They  must  also  effect  a close  interplay  between 
the  disciplines  of  the  medical  and  health  sciences 
with  those  of  education. 

A number  of  high  schools  in  the  State  as  part  of 


Fourth-year  medical  students 
examined  school  children 

In  October,  a group  of  nine  fourth-year  medical  stu- 
dents from  Downstate  Medical  Center  (State  Universi- 
ty of  New  York)  in  Brooklyn  took  a course  that  enabled 
them  to  examine  school  children  in  Bedford-Stuy- 
vesant.  Both  groups  benefitted.  Many  children  who 
had  never  seen  a doctor  before  received  their  first  phys- 


their health  education  course  of  study  involve  the 
students  in  field  work  experiences  in  hospitals  and 
public  health  organizations.  These  field  work  ex- 
periences include  working  with  retarded  patients, 
conducting  surveys,  and  so  on,  and  are  of  such  a 
nature  that  the  student  learns  firsthand  about 
certain  health  problems.  He  is  also  making  a 
contribution  to  the  program  he  is  working  with. 
This  means  the  development  of  close  working  re- 
lationships between  schools  and  health  programs 
of  various  kinds.  The  training  resulting  from 
health  educators  in  health  education  centers  rub- 
bing shoulders  in  training  with  other  health  pro- 
fessionals would  help  to  effect  a closer  relationship 
between  education  and  the  health  sciences. 

Our  ability  as  a society  to  address  ourselves  to 
any  health  problem,  be  it  sex  related  or  otherwise, 
is  dependent  on  a well-informed  citizenry.  To  at- 
tempt to  do  otherwise  will  merely  embroil  us  in 
unnecessary  and  delaying  controversy. 

The  State  Education  Department,  Education  Bldg. 

Albany,  New  York  12224 


ical  examinations,  and  will  be  treated  for  physical  ab- 
normalities and  illnesses  ranging  from  dental  caries  to 
congenital  heart  disease  and  neurological  disorders. 

The  medical  students,  under  the  supervision  of  their 
physician-professor,  Charles  R.  Greene,  M.D.,  gained 
experience  in  physical  diagnosis.  But  the  Downstate 
students  and  professor  received  an  unusual  bonus,  a 
standing  ovation  from  an  auditorium  full  of  people  as 
they  received  citations  for  their  work  at  a special  com- 
munity board  meeting. 
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Letters  to  the  Editor 


Coloscopy — a rebuttal 

To  the  Editor:  As  explained  in  our  original  editorial 

the  term  “coloscopy”  makes  sense.  I have  seen  it  in 
the  English  Literature,  and  it  is  used  by  some  endos- 
copists and  by  a prestigious  American  instrument 
maker.  “Coloscopy”  was  used  in  the  descriptive  liter- 
ature of  a seminar  on  “Coloscopy  and  Duodenoscopy” 
given  at  Beth  Israel  Hospital  on  January  20,  1973, 
under  the  aegis  of  the  American  Society  for  Gastroin- 
testinal Endoscopy. 

In  my  original  work  which,  incidentally  is  grudgingly 
acknowledged  for  the  first  time  by  B.  Wolff,  I stated 
clearly  that  this  procedure  has  promise  and  encouraged 
its  continued  research.  I have  even  compared  my 
progress  with  foreign  researchers  in  this  field,  for  ex- 
ample, Fox.  My  handicap  lay  in  the  fact  that  the 
American  manufacturer  was  too  busy  with  research  on 
other  important  diagnostic  instruments  as  well  as  work 
for  our  Defense  Department  and  just  could  not  devote 
the  required  neccessary  attention  to  this  instrument  at 
that  time.  A personal  injury  and  two  operative  proce- 
dures also  came  into  play.  While  I was  waiting  for  the 
perfection  of  the  American  instrument,  and  before  I 
completed  my  convalescence,  the  Japanese  began  to 
advertise  a wonderfully  constructed  coloscope  which 
incorporated  most  of  the  ideas  I had  proposed  to  the 
American  instrument  builder. 

As  to  “a  variety  of  mishaps,”  Wolff  “recognizes  their 
possibility”  but  he  has  not  stressed  them  in  his  papers 
and  frequent  exhibits.  There  is  not  one  published 
word  about  the  possible  intraluminal  gas  explosions 
(encountered  in  conventional  sigmoidoscopy)  or  perfo- 
ration with  or  without  peritonitis  and  death.  The  last 
complication  occurred  only  recently  in  the  hands  of  an 
experienced  endoscopist  at  a local  prestigious  hospital. 
Nor  can  the  instrument  be  properly  sterilized  as  it  can 
be  neither  autoclaved  nor  even  boiled.  Thus,  there  is 
the  possibility  of  cross  infection.  Complications  or 
mishaps  have  become  dirty  words  and  are  not  to  be 
talked  about.  No  mention  is  made  that  coloscopy  has 
missed  existing  cancers  which  were  depicted  on  x-ray. 
This  has  happened  in  one  of  my  own  patients  with  a 
prior  positive  cancer  diagnosis  on  x-ray  who  was  subse- 
quently coloscoped  by  an  experienced  endoscopist  (pri- 
marily for  the  record).  I have  heard  of  similar  in- 
stances which  occurred  in  the  very  “cradle”  of  colosco- 
py- 

It’s  not  my  purpose  to  defend  roentgenologists  who 
miss  cancers.  Of  course  this  unfortunately  occurs;  per- 
haps too  often.  However,  in  the  hands  of  those  radiol- 
ogists with  whom  I am  associated  such  mishap  is  a very 
rare  occurrence  indeed.  Theoretically,  the  failure  with 
roentgen  study  is  more  understandable  than  is  the  fail- 
ure to  detect  cancer  on  coloscopy.  Also,  our  roent- 
genologists have  rarely  overlooked  “polyps  over  1 cm. 
in  diameter  ...  in  the  barium  enema.”  Downgrading 


of  roentgenology  will  not  cover  up  the  endoscopic  defi- 
ciencies. Only  by  facing  them  can  the  shortcomings  be 
eliminated. 

Nor  should  we  teach  and  write  about  polyps  without 
mentioning  that  unremoved  polyps  are  periodically  ob- 
served radiologically  and  why,  and  why  selective  polyps 
need  not  be  removed.  In  Marshak’s  series  of  319  un- 
treated colonic  polyps,  observed  for  a long  time,  only  4 
showed  infiltrating  cancer.  This  happens  to  be  a lower 
incidence  than  that  observed  in  the  general  population 
and  may  be  just  a coincidence  and  not  a complication. 
We  have  repeatedly  stated  that  polyps  have  a malig- 
nant potential  but  only  equal  to  that  of  the  surround- 
ing mucosa,  neither  more  nor  less.  It  is  also  appreciat- 
ed that  a colon  which  grows  benign  neoplasms  may  ge- 
netically be  prone  to  grow  cancers.  Every  student  of 
this  problem  knows  that  it  is  frequently  impossible  to 
distinguish  an  early  or  slowly  growing  polypoid  cancer 
from  a polyp. 

The  tiny  forceps  which  is  incorporated  in  the  colo- 
scope (an  admitted  deficiency)  is  incapable  of  remov- 
ing sufficient  tissue  to  represent  the  architecture  of  the 
entire  lesion  hence  may  be  misleading  or  of  no  help. 
The  average  pathologist  is  hard  put  to  resolve  the  big 
issue  (infiltrating  cancer)  on  superficial  and/or  too  lit- 
tle tissue. 

The  point  we  endeavored  to  make  in  our  original  edi- 
torial was  that  the  wonderful  results  obtained  in  Shin- 
ya’s  expert  hands,  while  theoretically  reproducible, 
have  not  yet  been  matched  by  others.  The  presenta- 
tion of  a premature  oversimplification  has,  however, 
influenced  others  to  perform  polypectomies  in  their  of- 
fices. 

In  several  publications  since  1963,  I have  reiterated 
that  coloscopy  is  a decided  advance  and  is  very  useful 
and  have  urged  that  every  medical  center  should  pro- 
vide facilities,  instruments,  and  personnel  for  colosco- 
py. My  recent  writings  are  devoted  to  the  abuses 
which  usually  go  unreported.  This  warning  I believe  to 
be  very  timely. 

Following  the  publication  of  Shinya’s  excellent  re- 
sults of  polypectomy  in  the  New  England  Journal  of 
Medicine  [288:  329  (Feb.  15]  1973)  I sent  a copy  of  our 
original  editorial  to  the  editor,  Dr.  Franz  J.  Ingelfinger. 
In  his  acknowledgment  he  stated  “I  want  to  persuade 
you  to  write  a letter  to  the  editor  that  I could  publish 
along  with  several  other  letters  received  concerning  the 
article  and  editorial  on  coloscopy.  I do  hope  you  will 
add  your  authoritative  voice  because  letters  received  so 
far  have  been  quite  contradictory,  one  claiming  that 
the  procedure  is  so  obviously  beneficial  that  nobody 
needs  to  study  it  further;  and  the  other  sounding  cau- 
tion about  dangers,  even  as  you  do.”  Apparently  I am 
not  alone  in  looking  for  reasonable  caution. 

ROBERT  TURELL,  M.D. 

25  East  83rd  Street 

New  York.  New  York  10028 
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Obituaries 


Adolph  Frederick  Bastian,  M.D.,  of  Rochester,  died 
on  March  30.  Dr.  Bastian  graduated  in  1930  from  the 
University  of  Rochester  School  of  Medicine  and  Den- 
| tistry. 

Erwin  Beckhard,  M.D.,  of  Forest  Hills,  died  on  No- 
vember 14  at  the  age  of  seventy-nine.  Dr.  Beckhard 
received  his  medical  degree  from  the  University  of 
Freiburg  in  1920.  He  was  a member  of  the  American 
Academy  of  Family  Practice,  the  American  Geriatrics 
Society,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Jerome  Bendick,  M.D.,  of  New  York  City, 
died  on  October  26  at  the  age  of  eighty-six.  Dr.  Ben- 
dick graduated  in  1909  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  a consulting 
radiologist  at  The  Mount  Sinai  Hospital  and  Beth  Is- 
rael Medical  Center.  Dr.  Bendick  was  a Diplomate  of 
the  American  Board  of  Radiology,  a Fellow  of  the 
American  College  of  Radiology,  and  a member  of  the 
Radiological  Society  of  North  America,  Inc.,  the  New 
York  Roentgen  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Andrew  K.  Bernath,  M.D.,  of  New  York  City,  died  on 
October  13  at  the  age  of  sixty-five.  Dr.  Bernath  re- 
ceived his  medical  degree  from  the  University  of  Pecs 
in  1932.  He  was  an  attending  psychiatrist  at  Bellevue 
Hospital,  an  associate  attending  psychiatrist  at  Univer- 
sity Hospital,  and  director  of  psychiatry  at  Dunlap- 
Manhattan  Psychiatric  Hospital.  Dr.  Bernath  was  a 
Diplomate  of  the  American  Board  of  Neurology  and 
Psychiatry  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  American  Academy  of 
Psychoanalysis,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

A.  Max  Boxer,  M.D.,  of  Woodmere,  died  on  July  1 at 
the  age  of  sixty-nine.  Dr.  Boxer  received  his  medical 
degree  from  the  University  of  Paris  in  1935.  He  was  an 
associate  attending  physician  in  dermatology  at  Coney 
Island  Hospital  and  an  attending  dermatologist  at  Pen- 
insula General  Hospital.  Dr.  Boxer  was  a member  of 
I the  American  Academy  of  Dermatology,  the  American 
Geriatrics  Society,  the  American  Public  Health  Associ- 
ation, the  Society  for  Investigative  Dermatology,  the 
Pan  American  Medical  Association,  the  Medical  Soci- 
ety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Alphonse  Vincent  Clement,  M.D.,  of  Brooklyn,  died 
on  November  11  at  the  age  of  seventy-one.  Dr.  Cle- 
ment graduated  in  1935  from  Temple  University  School 


of  Medicine.  He  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Alexander  Cline,  M.D.,  of  Buffalo,  died  on  May  31. 
Dr.  Cline  received  his  medical  degree  from  the  Uni- 
versity of  Budapest  in  1919.  He  was  an  honorary 
member  of  the  medical  staff  at  Kenmore  Mercy  Hospi- 
tal. Dr.  Cline  was  a member  of  the  Buffalo  Academy 
of  Medicine. 

Henry  Perrine  Colmore,  M.D.,  of  Mount  Kisco,  died 
on  November  13  at  the  age  of  sixty-eight.  Dr.  Colmore 
graduated  in  1931  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  assistant  (inac- 
tive) physician  in  medicine  at  The  Presbyterian  Hospi- 
tal and  an  attending  physician  at  Northern  Westches- 
ter Hospital.  Dr.  Colmore  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of 
the  Westchester  Academy  of  Medicine,  the  Westches- 
ter County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Isadore  Cooper,  M.D.,  of  Staten  Island,  died  on  No- 
vember 11  at  the  age  of  seventy-three.  Dr.  Cooper 
graduated  in  1926  from  Long  Island  College  Hospital. 
He  was  a member  of  the  Richmond  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Milton  Leopold  Dryfus,  M.D.,  of  New  York  City,  died 
on  November  26,  1972.  Dr.  Dryfus  graduated  in  1912 
from  Yale  University  School  of  Medicine. 

Maurice  Fenichel,  M.D.,  of  Smithtown,  died  on  Feb- 
ruary 18.  Dr.  Fenichel  received  his  medical  degree 
from  the  University  of  Kolozsvar  in  1914. 

Elias  L.  Gechman,  M.D.,  of  New  York  City  and 
Brooklyn,  died  on  November  14  at  the  age  of  sixty-two. 
Dr.  Gechman  received  his  medical  degree  from  the 
University  of  Wilno  in  1935.  He  was  an  assistant  at- 
tending physician  at  Brookdale  Hospital  Center,  a clin- 
ical assistant  physician  at  The  Mount  Sinai  Hospital, 
an  adjunct  physician  at  Lefferts  General  Hospital,  and 
a member  of  the  medical  staff  at  Flatbush  General 
Hospital.  Dr.  Gechman  was  a Fellow  of  the  American 
College  of  Angiology,  a Fellow  of  the  American  College 
of  Gastroenterology,  and  a member  of  the  American 
Geriatrics  Society,  the  New  York  Academy  of  Gastro- 
enterology, the  New  York  State  Society  of  Internal 
Medicine,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Anton  Geis,  M.D.,  of  Oakdale  Manor,  died  on 
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February  1 at  the  age  of  eighty-three.  Dr.  Geis  gradu- 
ated in  1913  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a member  of  the 
Albany  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Ernst  Hammerschlag,  M.D.,  of  New  York  City,  died 
on  October  22  at  the  age  of  seventy-nine.  Dr.  Ham- 
merschlag received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1923.  He  was  an  associate  (emeri- 
tus) neuropsychiatrist  at  Lenox  Hill  Hospital  and  a 
clinical  assistant  (off  service)  psychiatrist  at  The 
Mount  Sinai  Hospital.  Dr.  Hammerschlag  was  a 
member  of  the  American  Psychiatric  Association,  the 
American  Academy  of  Psychoanalysis,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Fritz  Marx  Liebmann,  M.D.,  died  on  October  24  at 
the  age  of  sixty-one.  Dr.  Liebmann  graduated  in  1942 
and  was  a Licentiate  and  Member  of  the  Royal  College 
of  Physicians  and  Surgeons  of  London.  He  was  a Dip- 
lomate  of  the  American  Board  of  Pathology  (Patho- 
logic Anatomy),  a Fellow  of  the  College  of  American 
Pathologists,  and  a member  of  the  Warren  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  V.  Luttenberger,  M.D.,  of  New  York  City,  died 
on  August  26  at  the  age  of  seventy-seven.  Dr.  Lutten- 
berger received  his  medical  degree  from  the  University 
of  Vienna  in  1924.  He  was  a senior  associate  attending 
dermatologist  at  St.  Clare’s  Hospital  and  an  honorary 
senior  dermatologist  at  St.  Vincent’s  Hospital  and 
Medical  Center  of  New  York.  Dr.  Luttenberger  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irwin  Mason,  M.D.,  of  Flushing,  died  on  November  3 
at  the  age  of  seventy-three.  Dr.  Mason  graduated  in 
1925  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry)  and  a mem- 
ber of  the  American  Psychiatric  Association,  the  Amer- 
ican Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Fritz  Bernhard  Reif,  M.D.,  of  Niagara  Falls,  died  on 
April  13  at  the  age  of  eighty-two.  Dr.  Reif  received  his 
medical  degree  from  the  University  of  Strassburg  in 
1914.  He  was  a member  of  the  American  Academy  of 
Dermatology,  the  Niagara  Falls  Academy  of  Medicine, 
the  Niagara  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Albert  Charles  Joseph  Simard,  M.D.,  of  New  York 
City,  died  on  May  2 at  the  age  of  eighty-two.  Dr.  Si- 
mard received  his  medical  degree  from  the  University 


of  Paris  in  1921.  He  was  a member  of  the  American 
Geriatrics  Society,  the  American  Pediatric  Society,  the 
Endocrine  Society,  the  Academy-International  of  Med- 
icine, the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

David  Soletsky,  M.D.,  of  New  York  City,  died  on 
June  7 at  the  age  of  seventy-nine.  Dr.  Soletsky  grad- 
uated in  1920  from  Harvard  University  Medical 
School.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Leon  J.  Taubenhaus,  M.D.,  died  on  November  4 at 
the  age  of  sixty.  Dr.  Taubenhaus  graduated  in  1937 
from  Tulane  University  School  of  Medicine.  He  was 
director  of  community  health  services  at  Beekman- 
Downtown  Hospital.  Dr.  Taubenhaus  was  a Diplo- 
mate of  the  American  Board  of  Preventive  Medicine, 
Inc.  (Public  Health),  a Fellow  of  the  American  College 
of  Preventive  Medicine,  and  a member  of  the  American 
Public  Health  Association,  the  American  Geriatrics  So- 
ciety, the  Industrial  Medical  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Robert  Collins  Towse,  M.D.,  of  Watervliet,  died 
on  November  11  at  the  age  of  seventy-one.  Dr. 
Towse  graduated  in  1928  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an  honor- 
ary surgeon  at  Memorial  Hospital  (Albany).  Dr. 
Towse  was  a Diplomate  of  the  American  Board  of 
Colon  and  Rectal  Surgery  and  a member  of  the  Ameri- 
can Proctologic  Society,  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frederick  J.  Wachsner,  M.D.,  of  New  York  City, 
died  on  October  22  at  the  age  of  eighty-four.  Dr.  Wach- 
sner received  his  medical  degree  from  the  University 
of  Berlin  in  1915.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Mildred  Elsie  Ward,  M.D.,  of  New  York  City,  died  on 
November  14  at  the  age  of  sixty.  Dr.  Ward  graduated 
in  1948  from  New  York  Medical  College.  She  was  a 
member  of  the  American  Fertility  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Martin  Weisz,  M.D.,  of  New  York  City,  died  on  Octo- 
ber 1 at  the  age  of  seventy-one.  Dr.  Weisz  received  his 
medical  degree  from  the  University  of  Prague  in  1926. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Analgesics 

Percodan  (Endo  Laboratories) 2844.  2845 

Antibiotics 

E-Mycin  (Upjohn  Company) 2nd  cover 

Kefzol  (Eli  Lilly  & Company) 2846.  2847,  2848 

Loridine  (Eli  Lilly  & Company) 2856 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 2839 

Cerebrovascular  dilators 

Menic  (Geriatric  Pharmaceutical  Corp.) 2861 
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Estrogenic  hormones 
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Tranquilizers 
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Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 
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420  Lakeville  Road 
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168th 

Annual  Convention 

OF  THE 

Medical  Society  of  the 
State  of  New  York 


February  24-28, 1974 

at  the 

Americana  Hotel 
New  York  City 


HIGHLIGHTS 

General  Sessions 

Sunday,  February  24th 

The  Thyroid 

Monday,  February  25th 

PSRO  (Professional  Standards 
Review  Organization) 

Tuesday,  February  26th 
Prison  Medicine 

Wednesday,  February  27th 
Lung  Day 


Scientific  Sections:  Symposia,  Panel  Dis- 
cussions; Annual  Meeting  of  House  of  Dele- 
gates; President’s  Reception  and  Dinner 
Dance;  Scientific  and  Technical  Exhibits; 
Scientific  Motion  Pictures. 
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LEWIS  COUNTY 

THE  BEST  OF  TWO  WORLDS 

A place  where  you  can  practice  your  kind  of  medicine. . .and 
lead  the  good  life. 

That  pretty  well  sums  up  what  Lewis  County  in  Upstate  N.Y. 
has  to  offer  a doctor. 

If  you're  looking  for  a place  to  make  a good  living  in  the  prac- 
tice of  modern  medicine,  a place  where  a doctor  can  devise 
his  own  program,  make  his  own  decisions  and  yet  have  the 
support  of  a sophisticated  medical  community. . . 

And  if  you’re  looking  for  a place  where  the  'quality  of  life’ 
is  rich,  where  your  family  is  safe,  where  the  air  is  clean,  where 
the  great  outdoors  is  at  your  doorstep. . . 

We  suggest  you  write: 

John  C.  Herrman,  M.D. 

Lewis  County  General  Hospital 
Lowville,  New  York  13367 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT'D 


PHYSICIANS:  OPENINGS  FOR  INTERNISTS,  PEDIATRICIANS,  A 

obstetricians  in  comprehensive  health  care  plan  which  features  prepaym 
and  fee  for  service.  Opportunities  for  teaching  and  continued  educat 
while  deriving  benefits  of  active  practice,  community  service,  and  affiliat 
with  a large,  first  quality  private  hospital.  Salary  and  benefits  fully  ct 
petitive.  Send  curriculum  vitae  to  William  J.  Klein,  Jr.,  M.D.,  Direc 
Northeast  Health  Center,  Rochester  General  Hospital,  1425  Portland  A 
Rochester,  N.Y.  14621,  or  call  collect  (716)  482-4300. 


ORTHOPEDIST,  BOARD  ELIGIBLE  OR  CERTIFIED.  FULL  TIME 
prepaid  multispecialty  group.  Salary  $35,000;  malpractice  insurance  p 
fringe  benefits.  Send  curriculum  vitae  with  first  letter.  Reply  to  St;  I 
Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y.  10301. 


CHIEF  OF  MEDICINE:  FULL  TIME  POSITION  IN  GROWING  HOSPI1 
in  metropolitan  area  between  New  York  and  Philadelphia.  Affiliated  v 
Rutgers  Medical  School.  Board  certification  or  eligibility  required.  Excel 
salary,  fringe  benefits  and  career  opportunity.  Send  resume  to  Dept.  371. 
NYSJM. 


OPPORTUNITIES  FOR  PSYCHIATRISTS  ARE  AVAILABLE.  VACANCIES 
exist  for  psychiatrists  with  salary  to  $34,363  depending  upon  qualifications. 
64%  increase  in  salary  expected.  Applicants  must  be  licensed  or  hold 
ECFMG  and  LMCC.  Gowanda  is  an  accredited  psychiatric  hospital  operated 
by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  of  Buffalo,  N.Y.  Benefits  in- 
clude 34  weeks  paid  le^ve  and  11  paid  holidays  during  the  first  year  of  em- 
ployment. A liberal  non-contributory  retirement  plan  is  one  of  the  many 
benefits.  Contact  Director,  Gowanda  State  Hospital,  Helmuth,  N.Y.  14079. 


DERMATOLOGIST  HAS  NEW  YORK  CITY  DELUXE  15  ROOMS  COM- 
pletely  equipped  office.  Wishes  assistant;  possible  partnership  later.  Joseph 
J.  Eller,  M.D.,  745  Fifth  Ave.,  New  York,  N.  Y.  10022.  Tel:  (212)  753-6033. 


EMERGENCY  ROOM  PHYSICIAN,  FULL  TIME.  FULLY  ACCREDITED 
600  bed  teaching  hospital;  excellent  remuneration  and  benefits.  Located  in 
scenic  area,  close  to  cultural  and  sports  facilities.  Large  urban  areas  easily 
reached.  Massachusetts  license  required.  Submit  curriculum  vitae  to: 
Theodore  R.  Miner,  M.D.,  Director  Emergency  Services,  Springfield  Hospital 
Medical  Center,  759  Chestnut  St.,  Springfield,  Massachusetts  01107. 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  SEEKS  PARTNERSHIP 
individual  practice  New  York  and  New  Jersey  license  Dept  215 
NYSJM 


POSITIONS  WANTED 


PHYSICIAN  ASSISTANT:  AGE  27,  EX.  NAVY  CORPSMAN,  B.S.  B1 
ogy,  will  graduate  from  AMA  approved,  Class  a.  P.A.  progi-am.  De 
employment  with  G.P.,  F.P.,  or  multispecialty  clinic.  Available  Ma 
1974.  For  curriculum  vitea,  contact:  R.  L.  Eichelberger,  131  Summer 
Malden,  Mass.  02148. 


WANTED:  INTERNIST  TO  ASSOCIATE  WITH  ANOTHER  INTERNIST 
and  take  over  the  busy  practice  of  a retiring  physician.  Metropolitan  area 
of  250,000,  Southern  tier,  New  York  State.  Excellent  medical  area,  four 
modern  hospitals.  Open  staff  hospitals  with  full  diagnostic  therapeutic  ser- 
vices. Financial  arrangements  negotiable.  Dept.  368.  c/o  NYSJM. 


MISCELLANEOUS 


CARDIAC  PHYSIOLOGIST:  BERKSHIRE  MEDICAL  CENTER  IS  SEEK- 
ing  a full  time  individual  to  direct  a new  diagnostic  cardiac  laboratory.  Duties 
will  include  cardiac  cathegraphy,  echo-cardiography,  stress  testing,  consulta- 
tions and  teaching  of  house  staff.  For  details  including  remuneration,  write: 
Mr.  George  W.  Pate,  Asst.  Director,  Berkshire  Medical  Center,  725  North  St.. 
Pittsfield,  Massachusetts  01201. 


PHYSICIAN  DURING  JULY  AND  AUGUST  1974  FOR  CHILDREN’S  CAMP 
located  at  Beach  Lake.  Pa.  Accommodates  350  campers,  ages  6-16;  complete 
modern  Health  Center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each 
month;  no  children  accepted,  that  is,  of  camp  age.  Camp  opens  June  28  and 
closes  August  26.  Private  room  and  facilities.  Write,  including  your  tele- 
phone number,  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St., 
Brooklyn,  N.Y.  11201. 


INTERNISTS  (2),  CERTIFIED  OR  ELIGIBLE,  FOR  17-MAN  MULTISPE- 
cialty  group.  Need  acute.  Small  university  city  in  southwestern  New  York 
State.  Urban  area  35,000;  drawing  area  of  150,000.  Modern  facilities. 
Excellent  skiing,  sailing,  hunting  and  other  recreational  and  cultural  facilities. 
Relaxed,  safe  family  living,  but  easy  driving  distance  to  four  metropolitan 
centers.  Starting  salary  $40,000  and  early,  full  partnership.  Fee  for  service 
group.  Dept.  370,  c/o  NYSJM. 


BILLS  COLLECTED-ABUSE  IS  RULED  OUT— TACTFUL  YET  S 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billheac 
details.  Crane  Discount  Corp.,  251  V.  42nd  St.,  New  York,  N.  Y.  10 
LO  5-2943. 


TEST  DRIVE  THE  ROTARY  ENGINED  MAZDA  BY  CALLING  CHAR 
Katzenstein,  sales  representative  for  Wilford  Mazda,  tel.  212-446-120 
212-897-9700.  We  offer  the  best  deal  in  town,  longest  warranties,  anc 
service  dept,  treats  your  car  with  ever  loving  care. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointment, patients,  records,  assist  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  49  years. 
Our  graduates  have  sound  professional  skills.  Placement 
Assistance  for  Graduates. 


Mandl  School  S54  V^M^0019 

175  Fulton  Ave.,  Hempstead,  L.l.  11550  (516)  IV  1-2774 
_ EST  1 924— Licensed  by  the  New  York  State  Educ.  Dept.  _ 
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Parliament  Funding  and  Leasing  Corp.  provides  100%  financing. 
Terms  are  generally  longer  than  loans.  Leasing  provides  tax  bene- 
fits. Leasing  helps  raise  cash  through  a sale  and  leaseback  of 
equipment.  Parliament  takes  care  of  interior  construction  and 
decor  costs.  Parliament  can  provide  working  capital.  Leasing 
enables  a doctor  to  set  up  an  orderly  pay-as-you-go  program. 

Parliament  Funding  and  Leasing  Corp. 

8 Freer  Street 
Lynbrook,  New  York  11563 
212  - 347-5626  516  - 887-1555 


REAL  ESTATE  FOR  SALE  OR  RENT 


;*UERTO  RICO.  RENT  MY  DELUXE  BEACHFRONT  CONDOMINIUM 
apartment,  weekly,  monthly,  seasonally;  less  than  (4  cost  of  hotel  accommo- 
dations, Condado  area,  furnished,  air-conditioned,  sleeps  up  to  5 people,  2 
terraces,  swimming  pool,  kiddie  pool,  tennis  court,  playground.  Walk  to  shop- 
ping, hotels,  restaurants.  (212)  746-3587.  9:30-5:00  PM.  weekdays. 


VHITE  PLAINS  MEDICAL  CENTRE,  170  MAPLE  AVE.;  1200  SQ.  FT. 
Ideal  for  internists,  pediatricians  or  others.  Air  conditioned,  good  parking, 
immediately  adjacent  White  Plains  Hospital.  Contact  John  Holzinger  (212) 
687-1743. 


OR  SALE:  HOME  AND  OFFICE,  NASSAU  COUNTY,  LONG  ISLAND. 
Excellent  condition.  Zoned  heating,  air  conditioning,  circuit  breakers,  220 
wiring.  Many  appliances.  Five  minutes  from  hospital.  Leaving  area  for 
hospital  appointment.  Dept.  367,  c/o  NYSJM. 


OR  THE  PROFESSIONAL  WHO  WISHES  TO  PUT  HIS  MONEY  TO 
work,  we  offer  several  options:  Income  producing  properties  of  all  nature  for 
investment  groups;  land  or  tax  shelters  for  the  individual  investor;  real  estate 
syndicates  which  we  originate  and  offer  shares  to  other  investors;  professional 
• office  locations  in  growing  areas  for  medical  groups.  Borden  Realtv  (914) 
356-3130. 


'OR  SALE:  BABYLON,  LONG  ISLAND:  FULLY  EQUIPPED  OFFICE, 

modern  X-ray,  lab  facilities,  suitable  for  one  or  more  physicians,  room  to  ex- 
pand on  corner  lot;  five  hospitals  nearby;  30  miles  to  N.Y.  City.  J.  Berman, 
M.D.,  626  Deer  Park  Ave.,  Babylon,  N.Y.  11702.  (516)  JU  7-6794. 


10RAM-SELDEN  MEDICAL  MALL.  OCCUPANCY  DECEMBER  1,  1973. 
All  medical  specialties  invited  to  inquire:  Ob/Gyn,  Int.  Med.,  GP,  Ophthal- 
mology, Dermatology,  Radiology.  Call  Dr.  Gross  (516)  588-0852. 


EW  PROFESSIONAL  BUILDING,  IMMEDIATE  OCCUPANCY.  PEARL 
River,  Rockland  County,  border  Bergen,  N.J.  Prime  suites  from  600  sq.  ft. 
Air  conditioned,  individually  controlled  electric  heat.  Ample  parking;  main 
[ street,  two  blocks  from  hospital.  Quiet  suburban  town  needs  physicians  and 
! specialists.  Contact:  A.  Baron,  290  E.  Central  Ave.,  Pearl  River,  N.Y. 

' (914) 735-3100. 


'OCTOR’S  COMPLEX:  BLOCKFRONT  17  TO  18  STS-THIRD  AVE.  ONE 
i block  from  5 hospitals.  Professional  offices  in  newly  erected  31 -story  building, 
l occupancy  Sept.  9,500  sq.  ft.;  perfect  for  medical  group.  Will  build  to  suit, 
i Goodstein  Management  Co.,  4 Park  Ave.,  N.Y.C.  10016.  Martin  Goodstein 
(212) 532-9550. 


LAINVIEW,  L.I.  AVAILABLE,  ONE  LARGE  TREATMENT  ROOM  (CAN 
1 be  divided),  share  waiting  room,  business  office  and  consultation  room.  Ex- 
| cellent  location  near  hospitals  and  parkways.  Julian  G.  Kirchick,  M.D. 
(516)  WE  8-4800. 


PACE  AVAILABLE  IN  PROFESSIONAL  SUITE  OF  LONG  ESTABLISHED, 
active  optometric  practice.  Quiet,  pleasant  location  facing  park.  Two  blocks 
from  railroad  and  main  shopping  area.  Great  Neck.  (516)  HU  7-1760. 


Please  show 
this  message  to 
an  executive: 

your  wife. 


We  have  a challenge  for  women 
who  are  tired  of  being  typed.  Women 
who  aren’t  just  the  doctor’s  wrife,  or 
the  volunteer  worker,  or  the  ex-career 
girl.  Women  who  are  making  the 
world  move,  and  are  moving  with  it. 

The  challenge:  a $400  million  new 
town  in  New  York.  Manhattan’s  Other 
Island,  400  yards  east  of  Sutton  Place. 
Roosevelt  Island. 

We  need  women  to  interest  people 
in  a beautiful  living  environment  on  a 
prize  piece  of  real  estate.  Women  with 
the  talent  for  talking  with  people  and 
the  desire  to  get  involved  in  a business 
to  be  proud  of. 

We’re  opening  an  information  and 
exhibition  pavilion  at  50th  Street  be- 
tween Madison  and  Fifth,  adjacent  to 
Saks  Fifth  Avenue.  The  work  will  be 
enjoyable  and  rewarding.  The  com- 
pany will  be  stimulating.  And  the 
hours  and  days  will  be  yours  to 
establish. 

It’s  a challenge.  If  you  think  you’d 
like  to  meet  it,  call : 

Mrs.  Virginia  Fried.  (212)  421-1110 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


SYOSSET,  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE.  IDEAL  Lo- 
cation on  ‘4  acre  in  thriving  suburb.  Close  to  hospitals.  Four  bedrooms,  2 
baths,  huge  living-dining  room,  fireplace.  Additional  800  sq.  ft.  office  with 
separate  entrance.  Easy  access  to  Parkways.  Inquire  (516)  921-2110. 


OFFICE  TO  SHARE.  MORNINGS.  116  EAST  66TH  STREET.  CALL 
Tuesdays  only  (212)  737-9488. 


FOR  RENT:  BOCA  RATON.  FLORIDA.  BEAUTIFUL,  2 BEDROOM 

house  in  prestigious  Spanish  Court  section  of  Boca  Raton.  Two  dens,  dining 
room,  living  room,  large  Florida  room  and  private  swimming  pool.  Five 
minutes  from  beach  and  Boca  Raton  Hotel  and  Club;  close  to  shopping  center. 
For  rent  by  the  season  or  weekly  with  a minimum  of  two  weeks.  No  pets. 
Max  L.  Fox,  M.D.,  188  Genesee  St.,  Auburn,  N.Y.  Call  1-315-252-3769. 


Are  You  Happy  with  Your  Investments? 

Have  you  thought  about  Real  Estate? 

Land  Investments  • Building  Development  • Rental  Properties 

A specialist  working  with  physicians  and  dentists 
Contact:  Renard  A.  Pelloni,  Real  Estate 

580  Fifth  Ave.  212-265-5077 

New  York,  N.  Y.  10036  516-883-7174 
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Empire  Medical  Political  Action  Committee 

1974 

THE  YEAR  OF  POLITICAL  DECISION 
FOR  MEDICINE 

• EMPAC  is  the  political  voice  of  New  York  State  medicine 

• EMPAC  contributions  to  a candidate  carry  more  impact  than  individual  con- 

tributions 

• EMPAC  support  assures  a candidate  that  physicians  are  interested  in  his 

election 

• EMPAC  strength  is  in  proportion  to  its  dollars  and  membership 

A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is 
(or  will  be)  available  for  purchase  from  the  Superintendent  of  Documents, 

U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 


Remit  by  PERSONAL  check  payable  to: 

EMPAC,  P.O.  Box  16,  Lake  Success,  N.Y.  11040 

(please,  no  “PC”  checks) 

Name „ — 

Address 


City Zip  Code 

Sustaining  Member $100 

Family*(physician  and  spouse) $50 

Active  Member $35 


(Contribution  includes  membership  in  AMP  AC,  Political  Stethoscope  newsletter, 
AMPAC  membership  card  & pin) 

*Name  of  spouse Home  Address 
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Telephone  516-488-61 00. 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON”  are  being  of- 
fered at  less  than  cost.  The  $3.00  one-year  subscrip- 
tion rate  guarantees  you  12  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine, 
starting  January  1st,  1974. 
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NEW  YORK  CITY  AREA 


January  1 / 31,  1974 

French  and  Polyclinic  Postgraduate  Medical 
School 

481  Eighth  Avenue 

1.  Basic  Medical  Sciences  Curriculum 
Full-time  daily  program 

2.  Nursing  Home  Administration  1 
Evening  Program 

3.  Nursing  Home  Administration  Pre- 
Examination  Seminar 

Two-day  Seminar 

4.  Nursing  Home  Administration 
Continuing  Education  Seminar 
Two-day  Seminar 

For  further  information,  please  address  the  Dean,  at  the 
above  address.  Zip  10001 


January  3 / 31,  1974 

11:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 

747  Bushwick  Avenue 
Brooklyn 

January  3 
Rejection 

F.  CAPONEGRO,  M.D. 

January  1 0 

Intestinal  Obstruction 

L.  NADROWSKI,  M.D. 

January  17 

Cardiac  Angiography 

M.  MOORE,  M.D. 

January  24 

Rheumatic  Heart  Disease 

S.  GLOTZER,  M.D. 

January  31 

Surgery  in  Heart  Disease 

J.  LOMBARD,  M.D. 

Moderator:  WILLIAM  LE  STRANGE,  M.D. 


January  3 / 31,  1974 

2:30-6:30  p.m.,  Tuesdays  and  Thursdays 

Columbia  University  P & S 

630  West  168th  Street 
Postgraduate  Course 

UROLOGICAL  PATHOLOGY 

M.  MELICOW  and  A.  USON,  M.D.’s,  MRS.  MARIA 


BORKOWSKV,  and  PROF.  D.  W.  KING 

Maximum  class,  thirty  five 
Open  to  urologists  and  pathologists 

For  information  and  application  write  to  Jose  M.  Ferrer, 
Jr.,  M.D.,  Associate  Dean,  at  the  above  address.  Zip 
10032. 


FRIDAY,  JANUARY  4 

8:00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

PRACTICAL  PROBLEMS  OF  MARRIAGE 
AND  FAMILY  COUNSELING 

I.  EMERY  BREITNER,  M.D. 

Institute  of  Human  Relations 

Contact:  Sid  Herling,  MSW,  Director,  above  address 
8:30  p.m. 

Queens  County  Chapter  of  AAMA 

Queens  County  Medical  Society  Building 
Forest  Hills 

OBSTETRICS  AND  GYNECOLOGY 

TOBY  FRANKEL,  P.C. 

All  medical  secretaries  and  Medical  Assistants  are 
invited  to  attend 

January  4 / 23,  1974 
Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

January  4 

8:00  p.m. 

The  Dentist  in  Court 

LELAND  STUART  BECK,  Esq. 

American  Bar  Association 

January  8 

8:30  p.m. 

Gall  Bladder  Disease,  Medical  or  Surgical 
Therapy? 

CHARLES  K.  McSHERRY,  M.D. 

Cornell  University  Medical  College 

January  9 

2:00-3:00  p.m. 

Dilemma  of  Hyperparathyroidism 

MELVIN  HORWITH,  M.D. 

Cornell  University  Medical  College 

January  23 

1 1 :00  a.m. 

The  Small-for-Date  Infant 

SOPHIE  PIEROG,  M.D. 

Downstate  Medical  Center 
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January  7/9,  1974 

9:00  a. m. -5:00  p.m. 

Human  Sexuality  Center 

Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 


SEX  THERAPY:  AN  EXTENSION  OF  THE 
PROFESSIONAL’S  ROLE 

Faculty  includes: 

SALLIE  SCHUMACHER,  SHIRLEY  ZUSSMAN,  LEON 
ZUSSMAN  and  DAVID  McWHIRTER,  M.D.'s 
Department  of  Community  Medicine,  LIJHMC 

FEE:  $200  CREDIT:  AAFP  & AMA 

Apply  early  at  the  above  address. 

January  7 and  21,  1974 

1:00  p.m.,  Mondays 

Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

R.  Janet  Watson  Hematology  Lectures 

January  7 

Immunology  of  Mutant  Hemoglobins 

JAMSHID  JAVID,  M.D. 

N.Y.U.  School  of  Medicine 

January  21 

Rates  of  Globin  Chain  Synthesis  and 
Clinical  Variants  of  Homozygous  Beta 
Thalassemia 

ALBERT  BRAVERMAN,  M.D. 

New  York  Medical  College 


January  7 / April  15,  1974 

8:00-10:00  p.m.,  Mondays  (exc  2/18  & 4/8) 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

Fifth  Avenue  at  100th  Street 

ANALYTICALLY  ORIENTED  GROUP 
PSYCHOTHERAPY  (Advanced  Course) 

AARON  STEIN,  M.D.,  and  Faculty 
Mount  Sinai  School  of  Medicine 

FEE:  $200 

MONDAY,  JANUARY  7 

8:30  p.m. 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  The  Value  of  Taking  a Culture  in  Upper 


Respiratory  Infections — A Current 
Appraisal 

SAMUEL  M.  BLOOM,  M.D. 

The  Mount  Sinai  Hospital 
Discussion: 

EDWARD  BOTTONE,  Ph  D. 

Mount  Sinai  School  of  Medicine 

2.  A New  Vista  in  Neurology: — Computer 
Aided  Diagnosis 

WILLIAM  K.  WEISSMAN,  M.D. 

New  Jersey  College  of  Medicine 


January  8 / 29,  1974 

8:00  a.m.,  Tuesdays 

Richmond  County  Chapter  of  AAFP 

Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

January  8 

EKG  Review  I 

M.  ROSATI , M.D. 

January  1 5 
EKG  Review  II 

M.  ROSATI,  M.D. 

January  22 
EKG  Review 

M.  ROSATI,  M.D. 

January  29 

Present  Concepts  Concerning  Pulmonary 
Edema 

T.  COSTANTINO,  M.D. 


January  9 and  16,  1974 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

HOW  TO  COPE  WITH  THE  ADOLESCENT 
AND  HIS  FAMILY 

ELLIS  MISCHEL,  M.D.,  and  MARIO  RENDON,  M.D. 
N.Y.U.  School  of  Medicine 

Apply:  Harry  Gershman,  M.D.,  Dean,  at  the  above 

address. 


WEDNESDAY,  JANUARY  9 

7:30  p.m. 

New  York  Surgical  Society 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

Case  Report: 

Budd-Chiari  Syndrome  Masquerading  as 
Hepatoma  Treated  by  Portacaval  Shunt 

JOHN  B.  PRICE,  Jr.,  M.D. 
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Papers: 

1.  Peritonitis  Secondary  to  Cellulose  from 
Disposable  Gowns,  Drapes  or 
Laparotomy  Pads 

MARY  ANN  TINKER,  MAXIMO  DEYSINE,  ARTHUR 
H.  AUFSES,  JR..  NORBERT  PLATT,  IRA  TEICHER, 
DAPHNE  BURDMAN,  M.D.'s 

2.  Disseminated  Intravascular  Coagulation 
in  Association  with  Repair  of  Abdominal 
Aortic  Aneurysm 

ROBERT  J.  MULCARE,  THOMAS  ROYSTER,  M.D.'s 
and  L.  PHILLIPS,  Ph.D. 

3.  Current  Problems  in  the  Utilization  of 
Bone  Marrow  Grafts  for  the  Induction  of 
Permanent  Tolerance  to  Major 
Transplantable  Organs 

F.  T.  RAPAPORT,  R.  BACHVAROFF,  F.  D. 
CANNON,  N.  MOLLEN,  D.  A.  BLUMENSTOCK,  and 
J.  W.  FERREBEE,  M.D.'s 


Bronx  Pediatric  Society 

Misericordia  Hospital 
600  East  233rd  Street 

HOSPITAL  NIGHT 


January  14  / June  10,  1974 

8:00-10:00  p.m.,  Mondays 

Downstate  Medical  Center 

Alumni  Memorial  Hall 
Basic  Sciences  Building 
450Clarkson  Avenue 
Brooklyn 

SURGICAL  ANATOMY 

RAYMOND  K.  J.  LUOMANEN,  M.D. 

FEE:  $150 

To  register,  contact:  Charles  M.  Plotz,  M.D.,  Director  of 
Continuing  Education,  at  the  above  address.  Zip  11203. 
Tel.  212/270-2421 


January  16  and  30,  1974 

4:00-5:00  p.m.,  Wednesdays 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lectures 

January  1 6 

A Clinical  Approach  to  Short  Stature  in 
Children 

FIMA  LIFSHITZ,  M.D. 

North  Shore  Hospital 

January  30 


Dysmenorrhea 

BURTON  GARFINKEL,  M.D. 
Stony  Brook  Hospital 


THURSDAY,  JANUARY  17 

5:00-6:30  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

Conference  Room 
21 0 East  64th  Street 

IATROGENIC  OPHTHALMIC  PLASTIC 
SURGERY 

ALSTON  CALLAHAN,  M.D. 

Alabama 

January  21  / 23,  1974 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

ELECTROCARDIOGRAPHY 

J.  SCOTT  BUTTERWORTH.  M.D. 

FEE:  $125 

Write:  Office  of  the  Recorder,  at  the  above  address. 

Zip  10016. 


MONDAY,  JANUARY  21 

8:30  p.m. 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 

Dazian  Pavilion,  12th  Floor  Conference  Room 

Medical-Surgical  Thoracic  Conference 

MANAGEMENT  OF  THORACIC  TRAUMA 

ROBERT  W.  M.  FRATER,  M.D. 

Albert  Einstein  College  of  Medicine 


WEDNESDAY,  JANUARY  23 

8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

THE  CURRENT  STATE  OF  THE  ART  OF 
DREAM  INTERPRETATION  AND 
PSYCHOSYNTHESIS 

CLAUDE  H.  MILLER,  M.D. 

American  Psychiatric  Association 

Discussant:  HARRY"  GERSHMAN,  M.D. 
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THURSDAY,  JANUARY  31 

6:00  p.m. 

The  New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

CLEF  PALATE  SPEECH  AND  ITS 
SURGICAL  TREATMENT— A 
PHYSIOLOGICAL  APPROACH 

MICHAEL  HOGAN,  M.D. 

N.Y.U.  Medical  Center 
MARTIN  SCHWARTZ,  Ph.D. 

Temple  University 


FUTURE  EVENTS 


February  1 / 28,  1974 

French  and  Polyclinic  Post-Graduate  Medical 

School 

481  Eighth  Avenue 

1.  Medical  Review  Course  for  General 
Practitioners  (changed  to  March) 

2.  Seminar  on  Male  Infertility — Diagnosis 
and  Management  (five  hour  session) 

3.  Seminar  on  Reproductive  Physiology  (as 
related  to  human  infertility)  Five  hour 
session 


February  1 and  2,  1974 

9:00  a. m. -4:00  p.m.,  Friday  and  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  CUNY 

Fifth  Avenue  at  100th  Street 

MODERN  FIRST  AID  FOR  THE  PHYSICIAN 

JOEL  HARTLEY,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 

April  22-25,  1974 
Columbia  University  P & S 

630  West  168th  Street 

RADIOLOGY  OF  THE 
GASTROINTESTINAL  TRACT 

Guest  Faculty  includes: 


STANLEY  BAUM,  SCOTT  BOLEY,  THOMAS 
BENEVENTANO,  ARTHUR  CLEMETT.  SIDNEY  COHEN, 
JOSEPH  FERRUCCI,  RICHARD  MARSHAK,  MORTON 
MEYERS,  HIROMI  SHINYA,  BERNARD  WOLF,  M.D.’s. 

Columbia  Faculty  includes: 

DAVID  BAKER,  WALTER  BERDON,  WILLIAM 
CAMPBELL,  WILLIAM  CASARELLA,  SHELBY 
GALLOWAY,  NATHAN  LANE,  JOHN  NOSHER,  RALPH 
SCHLAEGER,  PHILIP  SORABELLA,  WILLIAM  SEAMAN, 
M.D.’s 

FEE:  $150  (Residents  $75) 

Contact:  Jose  M.  Ferrer,  M.D.,  Associate  Dean,  at  the 
above  address.  Zip  10032. 


TUESDAY,  FEBRUARY  5 

9:00  a. m. -5:00  p.m. 

Brooklyn  Tuberculosis  and  Respiratory 
Disease  Association  and  the  Medical  Society 
of  the  County  of  Kings 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

ACUTE  RESPIRATORY  FAILURE 
(A  Teaching  Seminar  for  Physicians) 


March  14  / 16,  1974 
Columbia  University  P & S 

630  West  168th  Street 

POSTGRADUATE  COURSE  IN 
RADIOLOGY  OF  THE  HEAD  AND  NECK 

Under  the  Direction  of: 

GUY  POTTER,  M.D. 

FEE:  $125 

Contact:  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate  Dean. 


JERUSALEM  AND  ROME 


March  14  / 24,  1974 
Symposia  Medica  Foundation 

International  Conference  on 


CLINICAL  PROBLEMS  IN 
GASTROENTEROLOGY 

Please  Contact:  Ms.  Cynthia  Soika,  M.A.,  Projects  Di- 

rector, Symposia  Medica  Foundation,  305  East  24th 
Street,  New  York,  N.Y.  10010 
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ALBANY  AREA 


THURSDAY,  JANUARY  10 

9:45  a. m. -4:00  p.m. 

Albany  Medical  College 

Department  of  Postgraduate  Medicine  with  The  Department 
of  Pediatrics 
Huyck  Auditorium 
Albany 

A SYMPOSIUM  IN  NEONATOLOGY 

1.  High  Hematocrit  Syndrome 

RICHARD  BAUM,  M.D. 

Methodist  Hospital 
Indianapolis,  Indiana 

2.  Effects  of  Maternal  Anaesthesia  on  the 
Newborn  in  the  Immediate  Postnatal 
Period 

JOHN  SCANLON,  M.D. 

Harvard  Medical  School 

3.  Developmental  Follow-Up  on  Premature 
Babies 

HILDA  KNOBLOCK,  M.D. 

Professor  of  Pediatrics 

Afternoon  Session 

1.  Use  of  Fiuoroscein  in  Detecting  Sources 
of  Nursery  Epidemics 

JOHN  SCANLON,  M.D. 

2.  Survey  of  ACOG  District  -2  for  Perinatal 
Fatalities  in  Upstate  New  York: 
Implications  for  Delivery  of  Care  by 
Generalists  and  Specialists 

ROBERT  FRIEDLANDER,  M.D. 

3.  Regional  Care  for  the  Newborn, 
Indianapolis  Style 

RICHARD  BAUM,  M.D. 

4.  Discussion 

FEE:  $30  CREDIT:  AAFP  and  AM  A 

Write:  Department  of  Postgraduate  Medicine, 

Albany  Medical  College,  Albany,  New  York  12208. 


ALBANY  FUTURE  EVENTS 


Albany  Medical  School 

Department  of  Postgraduate  Medicine 

February  9 

Reading  Problems  in  Children 
February  21 


Hypertension 
March  21 

Emotional  Disturbances  in  the  Elderly 


BUFFALO  AREA 


January  3 / May  16,  1974 

7:30-9:30  p.m.,  Thursdays 

Continuing  Medical  Education 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 
Sisters  of  Charity  Hospital — Palmer  Hall 


CLINICS  IN  PHYSICAL  EXAMINATION 
OF  THE  CARDIAC  PATIENT  AND 
ARRHYTHMIA  WORKSHOPS 

January  3 

6:30  p.m.  Registration 

Welcome  and  Introduction 

JULES  CONSTANT,  M.D.,  Program  Director 

Examination  of  the  Peripheral  Pulses 
(Korotkoff  Sounds  and  Diastolic  Blood 
Pressure  Criteria) 

Tricks  in  Taking  Blood  Pressure 
Blood  Pressure  in  Legs  and  Hill’s  Sign 
Arrhythmias 

January  1 0 

Examination  of  the  Peripheral  Pulses 
Pulses  Paradoxus,  Alternans  and  Bisferiens 
Pulses  in  Aortic  Stenosis  and  in  Aortic 
Regurg  itation 
Arrhythmias 

January  1 7 

The  Jugular  Pulse 
Jugular  Contours 

Normal  AC  and  V Waves 
Normal  X,  X1  and  Y Descents 
Clinical  Recognition  of  Contours 
Differential  from  Carotids 
Internal  versus  External  Jugular 
Arrhythmias 

January  24 

The  Jugular  Pulse 
Jugular  Contours 

A and  V Wave  Abnormalities 
Venous  Pressure  Measured  by  Jugular 
Inspection 
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Abdominal  Compression  Test 
Arrhythmias 

January  31 

Precordial  Pulsations 

The  Normal  Apex  Beat 

Site  and  Palpability 

The  Apex  Beat  in  LVH 

Sustaining  and  the  Atrial  Hump 

Left  Parasternal  Movements 

Arrhythmias 

Watch  for  future  Workshops  in  What  Goes  On 


School  of  Medicine 

State  University  of  New  York  at  Buffalo 

TENTATIVE  WINTER-SPRING  SCHEDULE 

Clinics  in  Physical  Examination  of  the 
Cardiac  Patient  and  Arrhythmia  Workshops 
(see  above) 

Modern  Management  of  Common 
Dermatologic  Disorders 

Pediatric  Radiology 

Vascular  Malformations  of  the  Brain  and 
Their  Treatment 

Gynecologic  Endocrinology:  Fertility, 

Contraception 

Unsolved  Problems  and  New  Techniques  in 
Surgery 

Management  of  High  Risk  Pregnancy  and 
Fetal  Monitoring 

UB  Alumni  Spring  Clinical  Days — 37th 
Annual  Program 

Current  Trends  in  Primary  Health  Care  53rd 
Annual  Program 

Modern  Concepts  in  Coronary  Care 

Anesthesiology  and  Intensive  Care 

Pediatric  Pharmacology 

Psychological  Aspects  of  Leukemia 

The  Problem-Oriented  Medical  Record  in 
Office  Practice 

Office  Surgery  for  the  Pediatrician  and 
Family  Physician 

Refresher  Seminar  in  Pediatrics 

Apply:  Continuing  Medical  Education,  2211  Main  Street, 

Buffalo,  New  York  14214,  Tel.  716/831-5526. 


The  Buffalo  Academy  of  Medicine 

Faculty  Club  in  Harriman  Library 
Main  Street  Campus  (Main  and  Bailey) 

State  University  of  New  York  at  Buffalo 

SCHEDULE  OF  PROGRAMS 

Wednesday,  February  6,  1974 
Wednesday,  March  6,  1974 
Wednesday,  April  3,  1974 
May  1974,  The  President’s  Dinner 

Write  for  the  Medical  Calendar:  Continuing  Medical 

Education,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
716/831-5526. 


CATSKILL  AREA 


January  24  / 27,  1974 

The  Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports  in 
conjunction  with  the  36th  Annual  Conference 
of  the  New  York  State  Association  for  Health, 
Physical  Education  and  Recreation 

Concord  Hotel 
Kiamesha  Lake 

THE  7th  ANNUAL  SYMPOSIUM 
MEDICAL  ASPECTS  OF  SPORTS 

Included  in  attendance  will  be  the  New  York  State  Public 
High  School  Athletic  Association,  the  Eastern  Athletic 
Trainers  Association,  and  the  New  York  State  Coaches 
Association.  The  Conference  Planning  Committee  with 
the  cooperation  of  those  representing  the  Committee  on 
the  Medical  Aspects  of  Sports  has  developed  a program 
which  will  offer  the  1500  to  2000  conferees  an  interesting 
schedule  of  lectures,  workshops,  demonstrations, 
cracker-barrel  sessions  under  the  leadership  of  physi- 
cians and  trainers  experienced  in  the  field  of  sports  medi- 
cine. 

For  further  information  and  program,  please  write:  Com- 
mittee on  Medical  Aspects  of  Sports,  Medical  Society  of 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  1 1040.  Tel.  516/488-6100  x 208. 


NASSAU  COUNTY 


January  9 / 23,  1974 

4:00  p.m.,  Wednesdays 

Nassau  County  Medical  Center 

Meadowbrook  Hospital 
Radiology  Department  Classroom 
East  Meadow 

Guest  Lecture  Series 
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January  9 

Cooperative  Residents  Training  Program 

BERNARD  EPSTEIN,  M.D. 

Long  Island  Jewish  Medical  Center 

January  1 6 

Radiologic  Evaluation  of  Cardiac  Aneurysm 

HAYWOOD  EPSTEIN,  M.D. 

Nassau  Hospital 

January  23 

Ventilation  and  Perfusion  Lung  Scanning 

PERRY  MANDEL,  M.D. 

Nassau  Hospital 


January  10  / 31,  1974 

9:30-10:30  A.M.,  Thursdays 

Nassau  County  Medical  Center 

Department  of  Medicine 

January  1 0 

New  Treatment  in  Cerebrovascular  Disease 

WILLIAM  K.  HASS,  M.D. 

N.Y.U.  School  of  Medicine 

January  17 

Leukemia  Symposium  (Medicine- 
Pediatrics) 

a)  Bone  Marrow  Transplantation  in  Acute 
Leukemia  and  in  Aplastic  Anemia 

GEORGE  SANTOS,  M.D. 

Johns  Hopkins  University  School  of  Medicine 

b)  Prevention  of  CNS  Leukemia 

JOSEPH  V.  SIMONE,  M.D. 

St.  Jude  Children’s  Research  Hospital 

c)  Immunological  Considerations  in 
Leukemia 

ROBERTA.  GOOD,  M.D.,  Ph.D. 

Sloan-Kettering  Institute  for  Cancer  Research 

January  24 

Disorders  of  Porphyrin  Metabolism 

RICHARD  D.  LEVERE,  M.D. 

Downstate  Medical  Center 

January  31 

Congestive  Heart  Failure 

WALTER  M.  KIRKENDALL,  M.D. 

University  of  Texas 


TUESDAY,  JANUARY  29 

7:30  p.m. 

Long  Island  Dermatology  Society 

Westbury  Manor 
Westbury 

SCLERODERMA 

RAUL  FLEISCHMAJER,  M.D. 

University  of  Pennsylvania  Medical  School 


PHYSICIANS’  PLACEMENT 


NEW  YORK  CITY,  N.Y.  Locum  Tenens  for  January  18  / 
three  months.  Family  Practitioner. 

CONTACT:  W.  Spencer  Gurnee,  M.D.,  30  East  40th  Street, 

New  York,  N.Y.  10017.  Tel.  212/MU  3-3636. 


SWAN  LAKE,  N.Y.,  Catskill  area.  Camp  physician  needed 
for  July  and  August  1974. 

CONTACT:  Mr.  Stanley  Rubin,  1728  James  Street,  Merrick, 

N.Y.  11566.  Tel.  516/FR  8-4730,  or  21 2/895-3937. 


MASSENA,  N.Y.,  St.  Lawrence  County.  Family  physicians 
needed.  Prosperous  Northern  New  York  rural  industrial 
community  with  good  hospital. 

CONTACT:  John  Clough,  M.D.,  176  Maple  Street,  Massena, 
N.Y.  13662.  Tel.  315/769-6227.  Call  collect. 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  physi- 
cians needed  for  this  area. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 

Commerce,  Inc.,  116  Park  Avenue,  Mechanicville,  N.Y. 
12118.  Tel.  518/664-7791. 


MORAVIA,  N.Y.,  Cayuga  County.  Family  Physician. 
CONTACT:  Mr.  William  M.  Foster,  Ex.  Sec.  Cayuga  County 

Medical  Society,  187  East  Genesee  Street,  Auburn,  N.Y. 
13021. 


NEWARK,  N.Y.,  Wayne  County,  needs  an  Internist  and  Fami- 
ly Physician.  Major  expansion  program  will  increase 
areas  and  bed  capacity  to  accommodate  234  patients. 

CONTACT:  Mrs.  Sophie  P.  Ziegler,  Adm.,  Newark-Wayne 

Community  Hospital,  Inc.,  Driving  Park  Avenue,  Newark, 
N.Y.  14513.  315/331-2011. 


NEW  YORK  CITY,  N.Y.  N.Y.S.  Licensed  M.D.'s  and 
ECFMG’s  needed. 

CONTACT:  Miss  Frankel,  Dept,  of  Medicine,  Bird  S.  Coler 

Hospital,  Welfare  Island,  New  York,  N.Y.  10017.  Tel. 
212/688-9400. 


NEW  YORK  CITY,  N.Y.  House  physician  ECFMG  or  N.Y.S. 
Licensed. 

CONTACT:  Mrs.  Bender,  Gracie  Hospital,  420  E.  76th 

Street,  N.Y.,  N.Y.  Tel.  212/988-4400. 


NEW  YORK  CITY,  N.Y.  Isabella  Nursing  Home  needs  an 
Internist.  Fulltime  9-5.  515  Audubon  Avenue,  New  York 

City. 

CONTACT:  F.  S.  Wearn,  M.D.,  Dir.,  Medical  Services  (at 

his  office)  140  East  54th  Street,  New  York,  N.Y.  10022. 
Tel.  212/794-1600. 
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NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel.  315/ 

384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with 
a group. 

CONTACT:  James  Abbott,  Adm.,  St.  Joseph's  Hospital 

Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y. 
13203.  Tel.  315/474-6011. 


SODUS,  N.Y.,  Wayne  County.  General  Practitioner,  Internist 
or  Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  F.  Fisher,  D.D.S.,  Adm.,  Myers  Community 
Hospital,  Sodus,  N.Y.  14551.  Tel.  315/483-9161. 


EVENTS  RECEIVED  AFTER 
DEADLINE 


January  2 / 23,  1974 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

January  2 — 8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 
Minimal  Cerebral  Dysfunction — an 
Individual  Handicap 

LAWRENCE  TAFT,  M.D. 

Albert  Einstein  College  of  Medicine 


January  7 — 8:00  p.m. 

Section  on  Ophthalmology  with  the  New  York 
Society  for  Clinical  Ophthalmology 

1.  Combined  Mechanism  Glaucoma 

MAX  FORBES,  M.D. 

Columbia  Presbyterian  Medical  Center 

2.  Dual  Origin  of  Glaucoma  in  Sturge- 
Weber  Syndrome:  A Pathogenetic 
Concept 

DANIEL  I.  WEISS,  M.D. 

Albert  Einstein  College  of  Medicine 

3.  The  Pigmentary  Dispersion  Syndromes 

ROBERT  N.  SHAFFER,  M.D. 

University  of  California  School  of  Medicine,  San 
Francisco,  California 


1974  Deadline  Dates  and  Announcement  Cards  available  on 
request.  Write  The  Editor,  WHAT  GOES  ON. 


January  15 — 8:00  p.m. 

Section  on  Medicine  with  the  Sections  on 
Surgery  and  Pediatrics 
Antibiotics — 1974 

LOUIS  WEINSTEIN,  M.D  , Moderator 
Tufts  University  Medical  School 
Panelists: 

HAROLD  NEU,  M.D. 

Columbia  University  P & S 
DONALD  LURIA,  M.  D. 

New  Jersey  College  of  Medicine 
VICTOR  LORI  AN,  M.D. 

Bronx  Lebanon  Medical  Center 
JOHN  PLITZ,  M.D. 

Georgetown  University  School  of  Medicine 


January  16 — 8:00  p.m. 

Section  on  Urology 

Surgical  Management  of  Intersex  Patients 

JAMES  F.  GLENN,  M.D. 

Duke  University  School  of  Medicine 


January  17 — 5:00  p.m. 

New  York  Pathological  Society 

G.U.  and  Kidney  Pathology  (Slide  Seminar) 

C.  PIRANI,  M.D. 

Columbia  University  P & S 
Scientific  Session  at  8:00  p.m. 

Moderator:  R.  GOOD,  M.D. 

Sloan-Kettering  Institute 


January  17 — 6:00  p.m. 

The  Harvey  Society  in  affiliation  with  The 
New  York  Academy  of  Medicine 

Rockefeller  University 
York  Avenue  and  66th  Street 

Synthesis  and  Assembly  of  Mouse 
Immunoglobulins 

MATTHEW  D.  SCHARFF,  M.D. 

Albert  Einstein  College  of  Medicine 


January  21 — 4:30  p.m. 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

Afternoon  Teaching  Session 
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The  Gallbladder  and  Abdomen 

ELLIOTT  C.  LASSER,  M.D.,  Moderator 
University  of  California,  San  Diego 
Panelists  to  be  announced 
Cocktails  and  Dinner  followed  by  Business  Meeting 

Resident's  Quiz 

Quizmasters:  DAVID  H.  BAKER,  M.D.  and  WALTER  E 
BERDON,  M.D. 

Columbia-Presbyterian  Medical  Center 
Review  of  Quiz  Films 

Evening  Diagnostic  Lecture 

Contrast  Material  Reactions 

ELLIOTT  C.  LASSER 
University  of  California,  San  Diego 

Section  on  Radiotherapy 

Curative  Treatment  of  Nasopharynx  Cancer 
with  Radiotherapy 

C.  C.  WANG,  M.D. 

Massachusetts  General  Hospital 


January  23 — 5:30  p.m. 

Section  on  Occupational  Medicine 
Occupational  Health:  Myth  or  Reality 

LORIN  E.  KERR,  M.D. 

United  Mine  Workers 
Washington,  D.C. 


January  23 — 8:00  p.m. 

Section  on  Historical  Medicine 
Auto-Experimentation 

LAWRENCE  K.  ALTMAN,  Science  Writer 
The  New  York  Times 


January  23 — 4:30  p.m. 

Section  on  Otolaryngology 
Resident’s  Night 

1 . Adenocarcinoma  of  the  Larynx 

JUSTIN  A.  BERGMAN,  M.D. 

Mount  Sinai  Hospital 

2.  Glomus  Jugulare  Tumor  Occurring 
Concurrently  with  Carotid  Body  Tumor 
and  Glomus  Vagali  Tumor: 

Case  Report  and  Review  of  Diagnosis  and  Treatment 
HOWARD  BLEIER,  M.D. 

Mount  Sinai  Hospital 

3.  Sudden  Idiopathic  Sensori-Neural 
Hearing  Loss  and  Its  Treatment 

GHULAM  H.  MALIK,  M.D. 

The  Long  Island  College  Hospital 

4.  Labyrinthine  Fistula  Secondary  to 
Cholesteatoma — A Case  Report 

SYLVEN  SCHAFFER,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

5.  Deep  Neck  Abscess  and  Superficial 
Fascitis  Secondary  to  Odontogenic 
Infection:  Case  Report  with  Review  of 
Etiology  and  Therapy 

AARON  SHER,  M.D.  Albert  Einstein  College  of 
Medicine 


JANUARY  4,  8 & 9,  1974 
Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

January  4 — 10:30-12:15  a.m. 

Asphyxia  in  the  Delivery  Room — Etiology 
and  Pathophysiology 

BRUCE  ACKERMAN,  M.D. 

Long  Island  Jewish  Hospital-Hillside  Medical  Center 

January  8 — 10:00-1 1:00  a.m. 

Diagnosis  and  Treatment  of  Pulmonary 
Embuli 

BERNARD  WECHSLER,  M.D. 

Downstate  Medical  Center 

January  9 — 11:00-12:00  a.m. 

Hypothalamic  and  other  Anovulatory  States 

JAMES  JONES,  M.D. 

Downstate  Medical  Center 


January  14,  21,  28,  1974 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

January  14 

Functional  Adaptations  in  Uremia 

WILLIAM  SCHMIDT,  M.D. 

Albert  Einstein  College  of  Medicine 
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January  21 

The  Pathophysiology  of  Cushing’s 
Syndrome 

DOROTHY  KRIEGER,  M.D. 

Mount  Sinai  School  of  Medicine 

January  28 

Medical  Curability  of  Cancer 

JAMES  HOLLAND,  M.D. 

Mount  Sinai  School  of  Medicine 


ROCHESTER  AREA 


January  30  and  31,  1974 
University  of  Rochester 

Highland  Hospital 

335  Mt.  Vernon  Avenue 

Rochester 


SEMINAR  ON  FAMILY  MEDICINE 
TRAINING 

(A  two-day  seminar  which  describes  data  collection  and 
retrieval  in  primary  care.  Curriculum  and  rotations  in  the 
Rochester  Family  Medicine  Training  Program  will  be 
discussed.  Included  also  are  the  use  of  nurse- 
practitioners  as  well  as  financing  of  a training  program. 

FEE:  $100  (includes  lunches) 


For  further  information,  contact:  Alesia  Edwards,  Family 
Medicine  Program,  above  address.  Tel.  716/442-7470 


NOTICE  TO  HOSPITALS  AND 
MEDICAL  SCHOOLS 


The  Medical  Society  of  the  State  of  New  York  invites’you 
to  send  notices  of  continuing  medical  education  including 
"Teaching  Days,”  important  lectureships,  courses,  and  simi- 
lar programs  for  free  publication  in  WHAT  GOES  ON. 
Please  address  all  correspondence  to:  The  Editor,  WHAT 

GOES  ON,  Medical  Society  of  the  State  of  New  York,  420 
Lakeville  Road,  Lake  Success,  N Y.  11040.  Be  sure  to  in- 
clude the  following  information: 

Day  and  Date  of  Meeting 

Time  of  meeting,  including  length  of  time 

Name  of  Organization  giving  meeting 

Place  of  Meeting 

Topic 

Speaker 

Speaker’s  affiliation 

Fee 

Credit 


The  Deadline  Dates  for  1974  are  as  follows: 


Meeting  Dates 


Deadline  Dates 


January  1-31 , 1974  . . 
February  1-28,  1974  . 
March  1-31,  1974 

April  1-30,  1974  

May  1-31,  1974  

June  1-30,  1974  .... 

July  1-31,  1974  

August  1-31,  1974  . . 
September  1-30,  1974 
October  1-31 , 1974  . . 
November  1-30,  1974 
December  1-31,  1974 
January  1-31 , 1975  . . 
February  1-28,  1975  . 


. November  12,  1973 
. December  10,  1973 
. . .January  10,  1974 
. . February  11,  1974 
. . . . March  11,  1974 

April  10,  1974 

May  10,  1974 

June  10, 1974 

July  10,  1974 

. . .August  12,  1974 
September  10,  1974 
. . . October  10,  1974 
. November  1 1 , 1974 
. December  10,  1974 


SUFFOLK  COUNTY 


WEDNESDAY,  DECEMBER  19 

10:30  a.m. 

Kings  Park  State  Hospital 

Auditorium,  Rehabilitation  Center 
Kings  Park 

CARDIAC  COMPLICATIONS  OF 
ANTI-DEPRESSANTS  AND  MAJOR 
TRANQUILIZER  DRUGS 

JAMES  Dl  GIACOMO,  M.D. 

University  of  Pennsylvania 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK— 168th  ANNUAL  CONVENTION 


February  24  / 28,  1974 

Hotel  Americana 

New  York  City 

SCHEDULE  OF  SCIENTIFIC  MEETINGS 

SUNDAY.  FEB.  24 

10  A.M.  GENERAL  SESSION,  Royal  Ball- 
room A 

ALLERGY,  Versailles  Terrace 

ARCHIVES,  Versailles  Ballroom 

OPHTHALMOLOGY,  Royal  Ball- 
room B 

2 P.M.  ANESTHESIOLOGY,  Versailles 
Terrace 

(FAMILY  & GENERAL  PRAC- 
TICE) 

(OBSTETRICS  & GYNECOLOGY) 
....  joint  meeting,  Royal  Ball- 
room A 

PLASTIC  & RECONSTRUCTIVE 
SURGERY,  Royal  Ballroom  B 

(OTOLARYNGOLOGY) 

RADIOLOGY)  ....  joint  meeting, 
Versailles  Ballroom 

MONDAY,  FEB.  25 

9 A.M.  DERMATOLOGY,  Royal  Ballroom 
B 

(GASTROENTEROLOGY  PROC- 
TOLOGY) 

(PATHOLOGY  & BLOOD  BANK- 
ING) ....  joint  meeting,  Royal 
Birm.  A 

ORTHOPEDIC  SURGERY,  Ver- 
sailles Ballroom 

(PEDIATRICS) 

(PSYCHIATRY)  joint  meet- 

ing, Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 
room 


NEUROLOGY,  Versailles  Terrace 

TUESDAY,  FEB.  26 

9 A.M.  CHEST  DISEASES,  Royal  Ballroom 
A 

NEUROSURGERY,  Royal  Ball- 
room B 

PHYSICAL  MEDICINE  & REHA- 
BILITATION, Versailles  Ball- 
room 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 
room A 

(MEDICAL  LEGAL  & WORK 
COMP.  MATTERS) 

(OCCUPATIONAL  MEDICINE) 

....  joint  meeting,  Versailles 
Blrm. 

(EMERGENCY  HEALTH  SER- 
VICES) 

(PREVENTIVE  MEDICINE  & 

PUBLIC  HEALTH)  joint 

meeting,  Versailles  Terrace 

SURGERY,  Royal  Ballroom  B 


WEDNESDAY,  FEB.  27 

9 A.M.  DATA  PROCESSING  IN  MEDI- 
CINE, Versailles  Ballroom 

INTERNAL  MEDICINE,  Royal 
Ballroom 

SCHOOL  HEALTH,  Versailles 
Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ball- 
room 

SPACE  MEDICINE,  Versailles 
Ballroom 

UROLOGY,  Versailles  Terrace 


SCIENTIFIC  motion  pictures  and  scientific  and  technical  ex- 
hibits, SUNDAY  through  WEDNESDAY,  FEB  24  through  27. 
Open  at  9 a.m.,  close  at  5 p.m. 

SCIENTIFIC  MEETING  ROOMS,  2nd  Floor.  EXHIBITS,  MO- 
TION PICTURES,  Albert  Hall,  Lower  Lobby. 
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Breast  Cancer: 
earlier  warning  system 


Futility  and  frustration  beset  the  phy- 
sician confronted  with  breast  cancer. 
For  the  last  35  years,  the  survival  rate 
has  not  significantly  changed  despite 
intensive  educational  programs  aimed 
at  earlier  detection,  and  improvement 
in  treatment  techniques. 

What  is  the  outlook?  We  know  the 
key  to  reducing  mor- 
tality from  breast  can- 
cer is  in  the  earliest 
possible  diagnosis. 

The  stage  at  which 
breast  cancer  is  de- 
tected is  crucial  to  the 
outcome  of  treatment. 

By  the  time  a lump  is 
discovered  through 
BSE  or  clinical  exam- 
ination, critical  time 
may  have  been  lost. 

And  we  do  have  the 
means  to  achieve  ear- 
lier diagnosis.  We  do 
have  an  earlier  warn- 
ing system.  Mammog- 
raphy and  thermogra- 
phy can  detect  breast 
cancer  before  a lump 
is  discernible  by  palpation.  To  demon- 
strate that  it  is  practical  and  feasible 
to  detect  breast  cancer  earlier  by  using 
these  modalities,  the  American  Can- 
cer Society  and  the  National  Cancer 
Institute  are  funding  a network  of 
breast  cancer  demonstration  projects. 
Supported bygrantsof$2-millionfrom  ® 


Thermography 


the  ACS  and  $4-m  i I lion  from  the  NCI, 
20  such  centers  are  expected  to  be  op- 
erative across  the  country  by  the  end  of 
the  year.  Each  will  screen  at  no  charge, 
approximately  5, 000-women  annually, 
in  what  is  considered  to  be  the  ideal  de- 
tection program— to  include  clinical  ex- 
amination, mammography  and  ther- 
^ mography.  Each  of 
these  detection  meth- 
ods contributes  inde- 
pendently to  the  detec- 
tion of  breast  cancer, 
and  none  can  be  dis- 
pensed with  in  the 
search  for  early  dis- 
ease. 

At  present  we  can- 
not prevent  breast 
cancer,  but  the  poten- 
tial for  saving  more 
lives  is  immense.  The 
five-year  survival  rate 
surges  dramatically 
from  53%  when  axil- 
lary nodes  are  posi- 
tive, to  approximately 
85%  when  the  disease 
is  localized,  to  nearly 
100%  for  in-situ  cancer. 

We  have  an  earlier  warning  system. 
Let’s  use  it. 


fameiican  cancer  society 


MIXED  ANXIETY-DEPRESSION*  CUTS  DEEP. 


MELLARIL 

(thioridazine) 

TABLETS:  25  mg.  thioridazine  HCI,  U.  S. 
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A LOGICAL  CHOICE  FOR  THE  TREATMENT  OF 
MODERATE  TO  SEVERE  MIXED  ANXIETY-DEPRESSION 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

Effective:  The  management  of  manifestations  of  psychotic  disorders. 
‘‘Probably”  effective:  The  relief  of  symptoms  of  neurotic  depressive  re- 
action; and  control  of  moderate  to  severe  agitation,  hyperactivity,  or 
aggressiveness  in  disturbed  children. 

‘‘Possibly”  effective:  Alcohol  withdrawal  syndrome,  intractable  pain, 
psychoneuroses,  senility. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full  product  infor- 
mation. The  following  is  a brief  summary. 

Contraindications:  Severe  central  nervous  system  depression,  comatose 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  of  ex- 
treme degree. 

Warnings:  Administer  cautiously  to  patients  who  have  previously  exhibited 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  phenothia- 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  system 
depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy,  administer  only  when  the  poten- 
tial benefits  exceed  the  possible  risks  to  mother  and  fetus. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia  and/or 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticonvul- 
sant medication  should  also  be  maintained.  Pigmentary  retinopathy  may  be 
avoided  by  remaining  within  the  recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities  requiring  complete  mental 
alertness  (e.g.,  driving),  and  increase  dosage  gradually.  Orthostatic  hypo- 
tension is  more  common  in  females  than  in  males.  Do  not  use  epinephrine 
in  treating  drug-induced  hypotension  since  phenothiazines  may  induce  a re- 
versed epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  hlervous  System-Drovts'mss,  especially  with  large 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  extra- 
pyramidal  symptoms;  nocturnal  confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic  Nervous  System  — Dryness 
of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— ba\ac\ou\\ea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema.  ^Ar/V/ — Dermati- 


tis and  skin  eruptions  of  the  urticarial  type,  photosensitivity.  Cardiovascular 
System— ECG  changes  (see  Cardiovascular  Effects  below).  Other— A single  case 
described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should  be 
considered:  Autonomic  Reactions— Miosis,  obstipation,  anorexia,  paralytic 
ileus.  Cutaneous  Reactions— Erythema,  exfoliative  dermatitis,  contact  derma- 
titis. Blood  tfyjcras/'as-Agranulocytosis,  leukopenia,  eosinophilia,  thrombo- 
cytopenia, anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions— Fever, 
laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity— Jaundice, 
biliary  Cardiovascular  Effects— Changes  in  terminal  portion  of  electro- 

cardiogram, including  prolongation  of  Q-T  interval,  lowering  and  inversion  of 
T-wave,  and  appearance  of  a wave  tentatively  identified  as  a bifid  T or  a U 
wave  have  been  observed  with  phenothiazines,  including  Mellaril  (thiorida- 
zine); these  appear  to  be  reversible  and  due  to  altered  repolarization,  not 
myocardial  damage.  While  there  is  no  evidence  of  a causal  relationship  be- 
tween these  changes  and  significant  disturbance  of  cardiac  rhythm,  several 
sudden  and  unexpected  deaths  apparently  due  to  cardiac  arrest  have  oc- 
curred in  patients  showing  characteristic  electrocardiographic  changes 
while  taking  the  drug.  While  proposed,  periodic  electrocardiograms  are  not 
regarded  as  predictive.  Hypotension,  rarely  resulting  in  cardiac  arrest. 
Extrapyramidal Symptoms-MaXh'is'ta,  agitation,  motor  restlessness,  dystonic 
reactions,  trismus,  torticollis,  opisthotonus,  oculogyric  crises,  tremor,  mus- 
cular rigidity,  and  akinesia.  Persistent  Tardive  Dyskinesia— Persistent  and 
sometimes  irreversible  tardive  dyskinesia,  characterized  by  rhythmical  invol- 
untary movements  of  the  tongue,  face,  mouth,  or  jaw  (e.g.,  protrusion  of 
tongue,  puffing  of  cheeks,  puckering  of  mouth,  chewing  movements)  and  some- 
times of  extremities  may  occur  on  long-term  therapy  or  after  discontinuation 
of  therapy,  the  risk  being  greater  in  elderly  patients  on  high-dose  therapy, 
especially  females;  if  symptoms  appear,  discontinue  all  antipsychotic 
agents.  Syndrome  may  be  masked  if  treatment  is  reinstituted,  dosage  is 
increased,  or  antipsychotic  agent  is  switched.  Fine  vermicular  movements 
of  tongue  may  be  an  early  sign,  and  syndrome  may  not  develop  if  medica- 
tion is  stopped  at  that  time.  Endocrine  Disturbances—  Menstrual  irregulari- 
ties, altered  libido,  gynecomastia,  lactation,  weight  gain,  edema,  false 
positive  pregnancy  tests.  Urinary  Disturbances — Retention,  incontinence. 
Others— Hyperpyrexia;  behavioral  effects  suggestive  of  a paradoxical  reac- 
tion, including  excitement,  bizarre  dreams,  aggravation  of  psychoses,  and 
toxic  confusional  states;  following  long-term  treatment,  a peculiar  skin-eye 
syndrome  marked  by  progressive  pigmentation  of  skin  or  conjunctiva  a 
and/or  accompanied  by  discoloration  of  exposed  sclera  and  cor- 
nea;  stellate  or  irregular  opacities  of  anterior  lens  and  cornea. 
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